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For  hypertension— helping  the  hypertensive  to  help  himself 

THEOMINAL®  R.S. 

(Theominal  with  Rauwolfia  serpentina ) 


■ synergistic  antihypertensive  relaxant 

THEOMINAL  — Theobromine  (320  mg.)  and  Luminal®  (10  mg.)  — The  peripheral  vasodilating, 
sedative  and  central  antihypertensive  effects  of  Theominal  gradually  reduce  blood  pres- 
sure to  more  nearly  normal  levels. 

Rauwolfia  Serpentina  alkaloids  (alseroxylon)  1.5  mg.*  — The  cumulative  hypotensive  effect  of 
the  Rauwolfia  serpentina  is  preceded  by  a tranquilizing  action  which  produces  a feeling 
of  well-being  in  the  patient. 

Theominal  R.S.  is  well  tolerated. 

DOSAGE:  1 tablet  two  or  three  times  daily.  When  improvement 
has  been  maintained  for  a time,  the  dose 
may  be  reduced  or  medication  suspended  occasionally 
until  its  resumption  is  indicated. 

SUPPLIED:  Bottles  of  100  and  500  tablets. 

* = 0.3  mg.  reserpine  in  activity 

LABORATORIES  . new  YORK  18,  N.  Y. 

Theominal  and  Luminal  (brand  of  phenobarbital), 
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PIPERAZINE 


SYRUP  • TABLETS  - WAFERS 


Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR*  SYRUP  - Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR’  TABLETS  — Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR*  WAFERS  “Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Tetracycline-Antihistamine- Analgesic  Compound 


Available  on  prescription  only 


Achrocidin  is  a well-balanced,  comprehensive  formula 
directly  modifying  the  complications  of  the  common 
cold  or  upper  respiratory  infections. 

In  addition  to  the  direct  benefit  of  rapid  symptomatic 
improvement,  Achrocidin  promptly  controls  the  bac- 
terial component  frequently  responsible  for  the  devel- 
opment in  susceptible  individuals  of  sequelae  such  as 
otitis  media,  sinusitis,  adenitis,  and  bronchitis. 

Achrocidin  is  convenient  for  you  to  prescribe — easy 
for  the  patient  to  take.  Average  adult  dose:  two  tablets 
three  or  four  times  daily. 


ACHROMYCIN®  Tetracycline  125  mg. 


Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  mg. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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® well  suited  for  prolonged  therapy 

C well  tolerated,  nonaddictive,  essentially  nontoxic 
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the  vitamin  riSCJERT 


LYOPHILIZED  B VITAMINS* 
WITH  C 

IN  UNIQUE  INCERT 
ADDITIVE  VIAL 


Every  day  more  hospitals  are  adopting  the  INCERT 
Systemt  to  supplement  parenteral  solutions. 
VI-CERT  (B  Vitamins  with  C)  is  now  available  in 
the  unique  INCERT  additive  vial  — the  only 
one-step  sterile  additive  vial  designed 
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The  INCERT  vial  is  merely  plugged  into 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(hydrocortisone-bacitracin-tyrothricin- 

NEOMYCIN-BENZOCAINE  TROCHES) 


Adult  or  juvenile,  your  patients  with  sore  throats 
will  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
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Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vials  of  12  troches. 


MERCK  SHARP  & DOHME 
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increasingly  preferred 

by  physicians 
strikingly  effective 
for  patients 


METICORTEN 


excellent  relief  of  pain,  swelling,  ten- 
derness; diminishes  joint  stiffness— 
facilitates  early  physical  therapy— 
expedites  rehabilitation 

dietary  regulations  usually  unneces- 
sary 

minimizes  incidence  of  electrolyte 
imbalance 

1, 2.5  and  5 mg.  tablets 
Meticorten, 4 brand  of  prednisone. 

*T.  M.  MC  J-2376 


(PREDNISONE) 


Severing 


METICORTEN 

PREDNISONE 


Improved 


a golden  new  look 

a new  apricot  flavor 

and  a formula  that  treats 
all  phases  of  the  cough 

each  30  cc.  (1  fl.oz.)  of  improved  CALCIDRINE  Syrup  represents: 


Oihydrocodeinone  Bitartrate 10  mg.  (X  gr.) 

Nembutal®  Sodium  25  mg.  (%  gr.) 

Ephedrine  Hydrochloride 25  mg.  {Vs  gr.) 

Calcium  Iodide,  anhydrous 910  mg.  (14  grs.) 


®\embutal — Pentobarbital,  ABBOTT 

The  iodide  content  has  been  doubled— more  iodide  than  any  other 
cough  preparation.  Oihydrocodeinone  replaces  codeine— to  depress  the 
cough  reflex  with  greater  efficiency  and  practically  no  nausea.  And  the 
new,  nectar-like  syrup  quickly  relieves  irritated  mucous  membranes. 
All  for  prompt,  more  comprehensive  cough  therapy  which  all  your 
patients  will  readily  accept. 


d&feott 


Q.S. 


is  now  possible 

FOR  LARGE  DOSAGE 
OF  ASPIRIN ... 


THE  FIRST  CLINICALLY  PROVEN 
ENTERIC-COATED  ASPIRIN 

AS7ERIC 


SfJR  ■ < 


(5  gr.  enteric-coated  Aspirin)  Allows  Greater  Dosages — 
40,  50,  60,  70  or  more  grains  daily  as  required  where 
gastric  distress  and  other  irritating  symptoms  resulting  from 
high  dosages  of  plain  aspirin  tablets  are  contraindicated. 

is  indicated  in  the  treatment  of  certain  rheumatic  disorders 
requiring  maximal  dosage  of  aspirin  over  long  periods. 

" Enteric-coated  aspirin  (AST ERIC)  has  an  analgesic  effect 
equal  to  that  of  regular  aspirin  and  the  onset  of  its  action 
is  only  slightly  delayed."  Clinically  it  was  shown  that  equal 
blood  levels  were  obtained.* 

(5  gr.  enteric-coated  Aspirin)  will  be  found  beneficial  for 
those  patients  suffering  from  hemorrhagic  gastritis  resulting 
from  the  irritating  effects  of  plain  aspirin  and  for  cases  of 
peptic  ulcer  which  require  acetylsalicylic  acid  therapy. 

(5  gr.  enteric-coated  marbleized  tablets)  supplied  in  bottles 
of  100  and  1000. 

For  samples — just  send  your  blank  marked  I 4- AS- 12 

•Tolfov,  R.  H..  Ropes,  M.  W„  and  Bauer,  W.:  The  Value  O f 
Enteric  Coated  Aspirin.  N.E.J.  Med.  242,19  (Jon.  5)  1950. 


BREWER  & COMPANY,  INC. 

WORCESTER  8,  MASSACHUSETTS  U.S.A. 
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STOPS 


the  silent  agony 
of  PRURITUS  ANI 
in  98%  of  cases* 

Breaking  the  itch-scratch-itch  cycle  is  essential 
to  control  of  pruritus  ani.  Topically  applied 
Hydrolamins  Amino  Acid  Ointment  relieves  itch 
with  anesthetic  speed — but  without  danger 
of  tissue  reaction. 

In  a series  of  100  unselected  sufferers  from 
pruritus  ani,  the  author*  reported  “Relief... 
experienced  immediately  in  98  cases.” 

Moreover,  in  88%  of  cases,  “Within  a few 
weeks’  time  there  is  every  appearance 
of  normal  skin.” 

HYDROLAMINS* 

AMINO  ACID  OINTMENT 

Hydrolamins  offers  an  isotonic,  specially 
selected  combination  of  amino  acids  derived  from 
lactalbumin  in  a vehicle  of  polyethylene 
glycol  1500.  Hydrolamins  buffers  against  local 
(bowel)  irritants.  It  does  not  contain  local 
anesthetics  (“caines”)  or  astringents. 

supplied  in  1 oz.  (28  Gm.)  tubes. 

PHARMACEUTICAL  COMPANY  CHICAGO  14,  ILLINOIS 


BEFORE:  Female,  61  years.  Severe  itch  in 
anorectal  and  vulval  areas  for  7 years.  Area 
about  rectum  and  vulva  reddened  and  fissured, 
sensitive,  painful.  Itching  continuous.  Moder- 
ate erythema. 


AFTER:  Hydrolamins  applied  2 or  3 times  daily. 
Itch  and  pain  relieved  first  week.  Within  3 
weeks  no  irritation,  erythema  or  itch. 


•Bodkin,  L.G.,  and  Ferguson,  E.A.,  Jr.:  Successful  Ointment  Therapy 
for  Pruritus  Ani,  Am.  J.  Digest.  Dis.  18:59  (Feb.)  1951. 
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INDEX  TO  ADVERTISERS 


EVERY  WOMAN 


Abbott  Laboratories 14-15,  20-21 

American  Felsol  Co 149 

American  Meat  Institute 39 

Ames  Company,  Inc 32 

Armour  Laboratories 23 

Associated  Concentrates 149 

Ayerst  Laboratories 18 


WHO  SUFFERS 
IN  THE 


Bilhuber-Knoll  Corp 149 

Brewer  & Company,  Inc 16 

Brigham  Hall  Hospital 155 

Bristol-Myers  Company 147 

Burroughs  Wellcome  & Company  Inc 2,  38 


Center  Laboratories,  Inc 145 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover,  36 

Coca  Cola  Co 160 


MENOPAUSE 


Dome  Chemicals,  Inc. 


151 


DESERVES 


Eastern  school  for  Physicians  Aides 155 

Eaton  Laboratories 25 


Foot-so-Port  Shoe  Co. 


153 


"PREM  ARINI 


Hall  Brooke 155 

Hoffmann-La  Roche  Inc. Between  24-25,  35 

Holbrook  Manor 155 


widely  used 
natural , oral 


Lakeside  Laboratories,  Inc 

Lederle  Laboratories,  Div.  American  Cyanamid  Co.. 3,  19, 

Thos.  Leeming  & Co.,  Inc 

Lewal  Pharmaceutical  Co 

Eli  Lilly  & Company 

Louden-Knickerbocker  Hall 


37 

151 

6 

17 

42 

155 


Mead  Johnson  & Company 4th  cover 

Merck,  Sharp  & Dohme,  Div.  Merck  & Co.,  Inc.. 9,  26—27,  33 


estrogen 


Pfizer  Laboratories,  fDiv.  Chas.  Pfizer  & Co.) 

11,  29,  30,  145,  153 


Pinewood 155 

Pitman-Moore  Company 3rd  cover 


Regan  Furniture  Company 11 

Riker  Laboratories,  Inc 24 

A.  H.  Robins  Company,  Inc 40-41 

Royal  Victoria  Hospital 153 


Schering  Corporation 13 

G.  D.  Searle  & Co 47 

Smith  Kline  & French  Laboratories 22,  31,  34 


E.  R.  Squibb  & Sons,  Div,  Matheison  Chemical  Co..  . . 28 


Travenol  Laboratories,  Inc 7 

Twin  Elms 155 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


University  of  Michigan 151 

Upjofm  Company Between  32-33 


Walker  Laboratories,  Inc 143 

Wallace  Laboratories 5 

Warner-Chilcott  Laboratories 48 

West  Hill 155 

Winthrop  Laboratories 1 


Yale  Registry  for  Nurses 


155 


Specify  incremin  tablets  to  stimulate  appetite  in  your  problem- 
eater,  underweight,  or  generally  below-par  patients  of  all  ages. 


Incremin  tablets  are  highly  palatable,  caramel  flavored.  May  be 
orally  dissolved,  chewed,  or  swallowed.  Dosage  only  1 tablet  daily. 


Each  incremin  tablet  contains: 


1-Lysine  300  mg. 

Vitamin  Bu;  25  mcgm. 

Thiamine  (Bi)  10  mg. 

Pyridoxine  (Bu)  5 mg. 

(incremin  Drops  contain  1%  alcohol) 


Remember  incremin  drops.  Same  formula.  Cherry  flavor.  Can  be 
mixed  with  milk,  milk  formula,  or  other  liquid.  In  15  cc.  polyethy- 
lene dropper  bottle.  Dosage:  0.5  to  1 cc.  (10-20  drops)  daily. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N Y. 

'Reg.  U.  S.  Pat.  Off. 
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In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”2 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  re-  Q f)  j. 
spiratory  infections)  when  you  prescribe  Erythrocin.  vXUuXMX 

f ilnitab* 


STEARATE 


"AJo  S&uou4  Su&s  SfyeZti  OacusiA&dC.' 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”1 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  /^|  p n . . 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  vXIMTtMX 


2b 

; 

£ 

{JntiUofc 

H r 

annual 

! 

ns-iw 

3 

£ 

1 

® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1 Romansky,  M.J.,  et  al..  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine.  1954.  o.  556. 
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for  the  child  who 

“just  won’t  eat” 

In  a one-year,  controlled  study  of  children  with 
secondary  growth  failure  or  clinical  malnutrition, 
‘Trophite’— high  dosage  of  B12  and  B,— increased 
growth  by  nearly  50%  (see  graph  below). 


Average  Growth  and  Development  Rate — Levels/Year 


Pre-treatment 

year 

growth  without  ‘Trophite’ 
in  below-par  children 

Treatment 

year 

growth  with  Trophite'  in  below-par  children 

1 2 3 4 5 6 7 8 9 10  11  12  13  14  15 

(These  levels  represent  growth  in  terms  of  both  height  and  weight  according 
to  Wetzel’s  Grid  technique.) 


Try  ‘Trophite’  in  the  child  who  “just  won’t  eat.”  Both  you  and 
his  parents  will  be  delighted  with  his  new  appetite. 

‘Trophite’  is  available  both  as  a truly  delicious 
liquid  and  as  tablets.  Each  teaspoonful  (5  cc.)  or 
tablet  supplies:  25  meg.  B12,  10  mg.  B,. 


the  high  potency  combination  of  Bl2  and  Bx 

* 

for  appetite 

Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 
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HP*ACTHAR  Gel 

is  the  most  widely  used  ACTH 
preparation — 


HP*ACTHAR  Gel 

has  the  greatest  volume  of 
clinical  experience — 


HP*ACTHAR  Gel 

is  regarded  as  the  international 
standard  of  potency — 


cmco 


has  a safety  record  unmatched 
by  any  other  drug  of  compar- 
able power,  scope  and  action. 


Some  common  indications  from 
more  than  100  diseases  in  which 
you  can  expect  rapid  effects  from 
short-term  therapy: 

Allergies,  including  Asthma 
Drug  Sensitivities 
Penicillin  Reactions 


HP*ACTHAR  Gel  is  The  Armour 
Laboratories  Brand  of  Purified  Repository 
Corticotropin  (ACTH) 

•Highly  Purified 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE.  ILLINOIS 
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Dietary  Foods 

Meat  (American  Meat  Institute) 39 

Medical  and  Surgical  Supplies 

Foot-so-Port  (Foot-so-Port  Shoe  Co.) 153 
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Rauwiloid 


A Better  Antihypertensive 

. . . because  among  all  Rauwolfia  preparations  Rauwiloid 
(alseroxylon)  is  maximally  effective  and  maximally  safe 
. . . because  least  dosage  adjustment  is  necessary  . . . 
because  the  incidence  of  depression  is  less  . . . because 
up  to  80%  of  patients  with  mild  labile  hypertension  and 
many  with  more  severe  forms  respond  to  Rauwiloid  alone. 


A Better  Tranquilizer,  too 

. . . because  Rauwiloid’s  nonsoporific  sedative  action 
relieves  anxiety  in  a long  list  of  unrelated  diseases 
not  necessarily  associated  with  hypertension . . . with- 
out masking  of  symptoms  . . . without  impairing  in- 
tellectual or  psychomotor  efficiency. 

Dosage:  Simply  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making  smaller 
dosage  effective  and  freer  from  side 
actions. 

Rauwiloid  +Veriloid' 

In  moderate  to  severe  hypertension 
this  single-tablet  combination  per- 
mits long-term  therapy  with  depend- 
ably stable  response.  Each  tablet  con- 
tainslmg.  Rauwiloid  and  3 mg.Veri- 
loid.  Initial  dose,  1 tablet  t.i.d.,  p.c. 


® 

Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  x/l 
tablet  q.i.d. 


Riker 


LOS  ANGELES 
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SUSPECT  URETHRITIS  in  the  presence  of  these 

symptomsi.2.3. 

• pain  in  the  suprapubic  region,  lower  back,  lower 
abdominal  quadrants  • frequency  • urgency  • dysuria  • incontinence 
• straining  • voiding  with  effort  • sensation  of  incomplete  emptying 


SWIFT  RELIEF  OF  URETHRITIS  with  these  sup- 
positories. When  you  suspect  urethritis,  begin  immediate  therapy 
with  safe  Furacin  Urethral  Suppositories.  Furacin  is  the  wide-spec- 
trum  topical  antibacterial  that  is  nontoxic  to  tissues  and  does  not  invoke 
bacterial  resistance.  Effective— “rapid  relief  of  symptoms  and  early  cure 
were  obtained  in  virtually  all  of  several  hundred  cases  treated  . . ,”4 
These  suppositories  are  also  useful  for  topical  anesthesia  and  prophy- 
laxis of  infection  before  and  after  instrumentation. 

Formula:  Furacin  0.2%  and  2%  diperodon • HC1  in  a water- 
dispersible  base.  Hermetically  sealed,  box  of  12. 

REFERENCES:  1.  Youngblood,  V.  H.:  J.  Urol.  70:926,  1953.  2.  Powell,  E.  M.,  and  Wattenberg,  C.  A.: 

Tr.  Southcentr.  Sect.  Am.  Urol.  Ass.  Oct.  17-19,  1955.  3.  Tudor,  J.  M.:  J.  Tennessee  M.  Ass.  49  181, 
1956.  4.  MacLeod,  P.  F.;  Rogers,  G.  S.,  and  Anzlowor,  B.  R.:  Internat.  Rec.  Med.  169:561,  1956. 

FURACIN®  URETHRAL 

BRAND  OF  NITROFURAZONE  • , 

suppositories 

FURACIN  -the  topical  antibacterial  most  widely  useful  to  the  physician 
EATON  LABORATORIES  NORWICH,  NEW  YORK 
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more  effective 
in  clinically 
important  infections 
than  any  other 
antibiotic 


FOR  MOST  INFECTIONS 


I NOVOBIOCIN-PENICILLIN  G.  MERCK) 


THE  ANTIBIOTIC  PRODUCT 
MOST  LIKELY  TO  BE  EFFECTIVE 


COMPARE  THESE  ADVANTAGES: 

1.  Proved  effectiveness  in  the  largest  num- 
ber of  clinically  important  infections  in- 
cluding those  caused  by  antibiotic-resistant 
staphylococci  and  proteus. 

2.  Therapeutic,  bactericidal  blood  levels  are 
promptly  achieved. 

3.  Exceptionally  well  tolerated;  patient  sen- 
sitivity reactions  are  rare  at  recommended 
dosage. 

4.  No  yeast  or  fungal  super-infections  nor 
any  antibiotic-induced  enteritis,  vaginitis  or 
proctitis  have  been  reported  following 
Cathocilun. 

5.  No  problems  of  cross-resistance  have  been 
encountered  with  Cathocilun. 

6.  The  normal  intestinal  flora  is  not  dis- 
turbed by  Cathocilun. 

DOSAGE:  for  adults — two  capsules  q.i.d.;  for  children 
under  loo  lbs. — dosage  in  proportion  to  weight  (e.g.  one 
capsule  q.i.d.  for  a child  weighing  50  lbs.). 


CONSIDER  CATHOCILUN  FIRST 

— for  these  clinically  important  infec- 
tions: tonsillitis;  pharyngitis;  pneumonia; 
otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis, staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SUPPLIED:  Blue  and  white  capsules  of  ‘Cathocilun’ 
— each  containing  125  mg.  of  ‘Cathomycin’  (as 
Sodium  Novobiocin,  Merck)  and  75  mg.  ( 125,000 
units)  Potassium  Penicillin  G;  bottles  of  16. 


In  one  prescription  the  one  antibiotic  product  most  likely  to  be  effective 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  Inc..  PHILADELPHIA  1.  PA. 
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MYSTECLIN  SUSPENSION 

Steclin-Mycostatin  (Squibb  Tetracycline-Nystatin) 

Another  form  of  the  only  broad  spectrum 
antibiotic  preparation  with  added  protection 
against  monilial  superinfection 

PLEASANT  TASTING  — Mysteclin  Suspension  is  pleasant- 
ly fruit-flavored  and  will  appeal  to  taste-conscious 
youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 

BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 

READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages. 

MYSTECLIN  SUSPENSION:  a fruit-flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125,000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfuL 
Supplied  in  two-ounce  bottles. 

Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250.000  units  Mycostatin)  and  Half  Strength  Capsules  (125  mg. 

Steclin  Hydrochloride  and  125,000  units  Mycostatin). 

SQUIBB  Squibb  Quality  — the  Priceless  Ingredient 

'MYSTECLIN'®,  * STECLIN'® , AND  'MYCOSTATIN'®  ARE  SQUIBB  TRADEMARKS 
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in  bronchial  asthma 

Ster a ne 

brand  of  prednisolone 

whenever  corticosteroids 
are  indicated 

provides  restoration  of  breathing  capacity  — Relief  of  symptoms 
[bronchospasm,  cough,  wheezing,  dyspnea]  is  maintained  for  long 
periods  with  relatively  small  doses.* 

minimal  effect  on  electrolyte  balance  — "in  therapeutically  effective 
doses . . . there  is  usually  no  sodium  or  fluid  retention  or  potassium 
loss.”*  Lack  of  edema  and  undesirable  weight  gain  permits  more 
effective  therapy  particularly  for  those  with  cardiac  complications. 


Supplied:  White,  5 mg.  oral  tab- 
lets, bottles  of  20  and  100.  Pink, 
1 mg.  oral  tablets,  bottles  of  100. 
Both  are  deep-scored. 

*Schwartz,  E.:  New  York  J.  Med. 
56:570,  1956. 


PFIZER  LABORATORIES,  Brooklyn  6,  New  York 
Division,  Chas.  Pfizer  Sc  Co.,  Inc. 
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©HE  GUESTS  OF  THE  PHYSICIANS’  HOME  WISH  TO  EXPRESS 
THEIR  GRATITUDE  AND  HOLIDAY  GREETINGS  TO  THEIR 
COLLEAGUES  THROUGHOUT  THE  STATE,  WHO  HAVE 
MADE  POSSIBLE  THE  COMFORT  AND  HAPPINESS  THEY 
ARE  NOW  ENJOYING. 

PHYSICIANS'  HOME 

386  FOURTH  AVENUE  • NEW  YORK  16,  N.  Y. 


PATIF.NT  * £ L jy. 
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,M.D. 
* trademark 
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where  is 


me  suoway  is  taxing  mm  nome  toaay.  rsut, 
sometime  soon,  the  depression  and  anxiety 
you  can  see  may  lead  him  to  irresponsible 
behavior,  impaired  mental  and  emotional 
health,  or  even  to  physical  illness. 

If  he  comes  to  your  office,  you’ll  find  that 
Dexamyl*  can  help  you  to  relieve  his 
depressed  sense  of  “being  unable  to  do  any- 
thing right.”  ‘Dexamyl’  (a  combination  of 
dextro-amphetamine  sulfate,  S.K.F.,  and 
amobarbital)  is  smooth  and  subtle  in  action, 
helps  to  restore  a sense  of  well-being. 

In  three  dosage  forms:  tablets,  elixir, 
Spansulet  capsules. 


Smith,  Kline  & French  Laboratories, 
Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 

fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
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Hydro  spray 

IHYDROCORTONE®  WITH  PROPADRINE1'  AND  NEOMYCIN! 


NASAL 

SUSPENSION 


Anti-inflammatory — 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic, 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  ft  DOHME 

DIVISION  OF  MERCK  « CO.. INC. 
PHILADELPHIA  I.  PA, 


REFERENCE:  1.  Silcox,  L.  E„  A.M.A.  Arch.  Otolaryng.  60:431,  Oct.  19f>4. 
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'r.  . . best  results  were  obtained  with  women 
35  to  55  years  of  age,  who  complained  of 
anxiety,  insomnia,  chronic  fatigue  and 
despondency  3 n 

Many  physicians  have  reported  favorable  results  with 
‘Compazine’  in  the  mild  or  moderate  mental  and  emotional 
conditions  often  associated  with  the  menopause. 

For  example,  in  a series  of  84  patients,  Knoch  and  Kirk 
report  outstanding  results  in  women  35  to  55.  The  authors 
state  that  after  ‘Compazine’  treatment,  these  women  “were 
no  longer  fatigued,  were  sleeping  well,  had  increased  energy 
and  showed  a lively  interest  in  their  surroundings.” 

‘Compazine’  is  S.K.F.’s  new  tranquilizer  and  antiemetic  for 
everyday  practice. 

‘Compazine’  has  shown  minimal  side  effects. 

Compazine 

a true  tranquilizing  agent 

Smith , Kline  & French  Laboratories,  Philadelphia 

i.  Knoch,  H.R.,  and  Kirk,  R.:  Proclorperazine — A New  Agent  for  the 
Treatment  of  Psychic  Stress,  in  manuscript. 

^Trademark  for  proclorperazine,  S.K.F. 


With  two  doses  a day 


Lipo  Gantrisin  'Roche'— a new,  palatable 
liquid  for  antibacterial  therapy— offers 
three  significant  features: 

1.  Only  two  doses  a day  needed 
in  most  cases 

2.  Adequate  twelve-hour  blood  levels 
after  a single  dose 

3.  Same  therapeutic  advantages  as 
Gantrisin  'Roche' 


Lipo  Gantrisin®  Acetyl— brand  of 
acetyl  sulfisoxazole  in 
vegetable  oil  emulsion 


RAISE  THE  EMOTIONAL  THRESHOLD 


1 


against 

everyday  stresses . . . 


Serpasil  in  a LOW,  ONCE-A-DAY*  dose 
acts  as  a gentle  mood-leveling  agent 
...sets  up  a needed  “tranquility  bar- 
rier” for  the  many  patients  who,  with- 
out some  help,  are  incapable  of 
dealing  calmly  with  a daily  pile-up  of 
stressful  situations. 


Serpasil 

(reserpine  CIBA) 


*As  little  as  0.25  mg.  Serpasil  or  less  once  daily  may  frequently 
maintain  the  average  patient  who  is  being  treated  for  emo- 
tional strain,  anxiety  and  overexcitability. . .with  a minimum 
of  side  effects. 

TABLETS,  0.1  mg.,  0.25  mg.  (scored),  1.0  mg.  (scored),  2.0  mg, 
(scored),  and  k.O  mg.  (scored).  ELIXIR,  0.2  mg.  or  1.0  mg.  per 
If -ml.  teaspoon. 

CIBA  Summit,  N.  J.  2/2279M 
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YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET  # 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODRI  N <ie.3  mg.  of  3-cmloromercuri-2-methoxy-propylurea 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN*  SODIUM 

BRAND  OF  MERALLUR1DE  INJECTION 


3 
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Striking  relief  from  nausea  of  pregnancy 


MAREDOX 

brand  Cyclizine  Hydrochloride  and 
Pyridoxine  Hydrochloride 


Just  one  tablet  a day,  on  rising  or 
at  night,  restores  the  nausea-free 
status  to  most  pregnant  women. 


Each  tablet  of  ‘Mar edox’  contains: 


‘Marezine’®  brand 

Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York 
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Meat... 


and  the  Need  for  Reasonable  Amounts 
of  Fat  to  Maintain  Good  Health 

Th  e place  of  dietary  fat  in  human  nutrition  is  being  widely  dis- 
cussed. Scientists  who  know  tell  us  that  some  fat  is  desirable  in 
our  everyday  diet  whether  body  weight  has  to  be  reduced  or  not. 

Why  are  fats  important  to  good  health?  Because  they  con- 
tribute to  the  processes  of  growth  and  replacement  of  tissue. 
Because  they  are  an  important  source  of  calories.  Because  they 
make  foods  more  inviting  and  better  tasting. 

Despite  great  advances  in  nutritional  knowledge  the  exact 
role  of  fat  in  the  diet  is  not  yet  fully  defined.  Yet  it  is  known  that 
some  fat  is  necessary  in  healthful  day-to-day  nutrition. 

For  good  health,  good  nutrition,  and  tastier  meals,  be  sure 
there  is  some  fat — in  reasonable  amounts — in  your  daily  diet. 
Meat— the  most  versatile  of  high  protein  and  B vitamin  foods— 
because  of  its  many  varieties  and  cuts  is  an  excellent  vehicle  to 
provide  this  essential  fat  in  any  amount  desired.  Animal  fat 
products,  such  as  lard,  are  not  only  economical,  but  add  delight- 
fully to  the  taste  appeal  of  hundreds  of  recipes. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago ...  Members  Throughout  the  United  States 
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One  DONNAGESic  Extentab  gives  10 
to  12  hours  of  steady,  high-level  codeine 
analgesia.  Rebuilding  of  effective 
analgesia  with  repeated  doses  is  avoided. 
Patient  comfort  is  continuous. 

There  is  more  pain  relief  in  donnagesic 
Extentabs  than  in  codeine  alone  — 
codeine  analgesia  is  potentiated  by  the 
phenobarbital  present.  In  addition, 
phenobarbital  diminishes  anxiety,  lowering 
patient’s  reactivity  to  pain. 
donnagesic  is  safer,  too,  for  codeine 
side  effects  are  minimized  by  the  peripheral 
action  of  the  belladonna  alkaloids. 

extended  action — The  intensity  of  effects 
smoothly  sustained  all-day  or  all-night 
by  each  donnagesic  Extentab  is  equivalent 
to,  or  greater  than,  the  maximum  which 
would  be  provided  by  q.  4h.  administration 
of  one-third  the  active  ingredients. 


Donnagesic 

Extentabs* 

extended  action  tablets  of  CODEINE  with  DONNATAL® 


once  every  10*12  hours 
and 

for  all  codeine  uses 


CODEINE  Phosphate 48.6  mg.  (3/4  gr.) 97.2  mg.  (IV2  gr.) 

Hyoscyamine  Sulfate 0.3111  mg 0.3111  mg. 

Atropine  Sulfate 0.0582  mg 0.0582  mg. 

Hyoscine  Hydrobromide 0.0195  mg 0.0195  mg. 

Phenobarbital 48.6  mg.  (3/4gr.) 48.6  mg.  (%  gr.) 


A.  H.  ROBINS  CO..  INC..  RICHMOND,  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  Since  1878 


*Reg.  U.  S.  Pat.  Off.,  Pat.  applied  (or. 


Comparison  of  stability  of  penicillin  G 
and  penicillin  V in  acid  media 

MINUTES 
10- 

20- 

PENICILLIN  G 30- 

40- 
50- 
60- 

10- 
20- 

PENICILLIN  V 30~ 

40- 
50- 

60-i 1 

The  penicillins  have  been  subjected  to 
a p h of  1.5  at  37°C.  at  the  stated  time 
intervals.  The  percentages  shown  ex- 
press the  residual  potency. 


after  10  min.,  35% 


after  30  min.,  14% 


after  60  min.,  <1% 


The  penicillin  designed  specifically  for  oral  administration 

V-CILLIN 


Dosage:  125  to250  mg.  ( 200,000 
to  400,000  units)  t.i.d. 
Supplied:  Pulvules  — 125  and 
250  mg. 

Pediatric  suspensions — 125  and 
250  mg.  per  5-cc.  teaspoonful 
Also,  ‘V-Cillin-Sulfa’  ( Penicil- 
lin V with  Triple  Sulfas,  Lilly), 
tablets  and  pediatric  suspension 


(Penicillin  V,  Lilly) 

‘V-Cillin’  is  the  only  penicillin  that  passes 
through  the  stomach  without  significant  loss 
of  potency  and  is  rapidly  absorbed  in  the 
duodenum.  Thus,  ‘V-Cillin’  usually  gives 
you  a clinical  dependability  comparable  to 
that  of  parenteral  penicillin.  In  fact,  the 
literature  generally  agrees  that  ‘V-Cillin’ 
can  be  effectively  and  safely  used  in  many 
conditions  previously  treated  parenterally. 


733004 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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EDITORIALS 


The  New  Year , 1957 


At  this,  the  commencement  of  its  fifty- 
seventh  year  of  continuous  publication,  the 
Publication  Committee  and  the  editors  and 
the  staff  of  the  New  York  State  Journai. 
of  Medicine  extend  to  all  best  wishes  for  a 
happy  and  prosperous  New  Year.  At 
this  time  it  is  well  to  look  backward  as  well 
as  forward.  We  have  few  regrets  for  the 
“might-have-been,”  but  we  do  look  forward 
with  undimmed  hope  for  the  future. 

The  record  of  the  past  lies  buried  between 
these  covers  since  1901,  for  better  or  worse. 
It  chronicles  some  triumphs  and  some 
errors  for  it  deals  with  the  relentless  struggle 
of  human  beings  toward  the  goal  of  health 
and  the  pursuit  of  happiness  for  all.  It  is 
good  to  remember  but  folly  to  dwell  on  days 
that  are  gone. 

New  horizons — vast,  unexplored,  un- 
dreamed of  even — lie  before  us.  The  med- 
ical profession  has  the  vision,  the  construc- 
tive imagination,  the  creative  spirit  ever  to 
improve  the  chances  for  a happier,  a health- 
ier existence  for  the  teeming  populations  of 
the  earth  and  the  boldness  to  make  them 
realities. 

In  January  the  Legislature  will  reconvene 
for  its  1957  session,  and  many  bills  of  in- 
terest to  the  medical  profession  will  come  up 
for  consideration,  among  them  the  perennial 
chiropractic  bill.  It  is  hoped  that  our 
membership  will  read  carefully  and  thought- 
fully the  material  in  this  issue  of  the  Journal 


on  page  49  relating  to  the  new  tactics  now 
being  developed  by  this  cult.  The  new 
tactics  will  undoubtedly  be  employed  in 
1957.  To  remain  in  ignorance  of  them  or 
indifferent  to  them  would  be  a grave  error. 

In  February  the  Medical  Society  of  the 
State  of  New  York  will  celebrate  its  Ses- 
quicentennial  from  February  18  to  21  at  the 
Hotel  Statler  in  New  York  City.  In  ad- 
dition to  the  scientific  program  there  will  be 
a gala  dinner  at  the  Waldorf-Astoria  Hotel. 

Annual  reports  due  February  15! 

March  will  be  a good  month  to  prepare 
returns  and  save  pennies  for  the  State  and 
Federal  income  taxes  due  the  following 
month. 

April  will  herald  the  return  of  spring,  the 
opening  of  golf  courses,  abandonment  of 
snow  tires,  and  preparation  for 

May,  and  the  annual  meeting  of  the 
House  of  Delegates  for  three  days  at  the 
Hotel  Statler,  New  York  City. 

Watch  your  Journal  closely  for  impor- 
tant announcements  about  the  Sesqui- 
centennial.  Also  chairmen  of  Council  Com- 
mittees, roll  up  the  sleeves  and  prepare  to 
burn  the  midnight  kilowatts.  Annual  re- 
ports are  due,  as  above  indicated,  February 
15,  right  in  the  forefront  of  the  Annual 
Meeting.  Come  to  the  Sesquieentennial 
with  clear  consciences  and  the  sense  of  well- 
being derived  from  a task  completed 


In  Lighter  Vein 


Everyone  has  noted  them  sitting  behind 
big  desks,  or  “in  conference”  behind  closely 
guarded  doors,  well  dressed,  carefully 
groomed,  important,  with  or  without  brief- 
cases— the  executives.  In  recent  years  more 
and  more  doctors  are  moving  into  this  class 
all  over  the  country.  One  sees  them,  one 


recognizes  them  for  what  they  are  but — what 
do  they  do?  What  are  their  functions? 

Dr.  Harry  Levinson  of  the  Menninger 
Foundation  seems  to  have  made  a contri- 
bution to  this  subject  which  we  hasten  to 
pass  on  for  the  benefit  of  present  and  future 
executives  in  medicine.  “As  nearly  every- 
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one  knows,”  he  writes,  “an  executive  has 
practically  nothing  to  do,  except  to  decide 
what  is  to  be  done ; to  tell  someone  to  do  it ; 
to  listen  to  reasons  why  it  should  not  be  done, 
why  it  should  be  done  by  someone  else,  or 
why  it  should  be  done  in  a different  way; 
to  follow  up  to  see  if  the  thing  has  been  done; 
to  discover  that  it  has  been  done  incor- 
rectly ; to  point  out  how  it  should  have  been 
done;  to  conclude  that  as  long  as  it  has  been 
done,  it  may  as  well  be  left  where  it  is;  to  won- 
der if  it  is  not  time  to  get  rid  of  a person  who 
cannot  do  a thing  right;  to  reflect  that  he 
probably  has  a wife  and  a large  family  and 


that  certainly  any  successor  would  be  just  as 
bad,  and  maybe  worse;  to  consider  how  much 
simpler  and  better  the  thing  would  have 
been  done  if  one  had  done  it  oneself  in  the 
first  place;  to  reflect  sadly  that  one  could 
have  done  it  in  twenty  minutes,  and,  as 
things  turned  out,  one  has  to  spend  two 
days  to  find  out  why  it  has  taken  three 
weeks  for  someone  else  to  do  it  wrong.”1 
Let  those  who  contemplate  medical  ad- 
ministration as  a full  or  part-time  career 
preserve  this  excerpt  for  reference. 

1 Excerpted  from  American  Management  Association 
Personnel  Series  No.  167. 


ANNOUNCEMENT 


Specialists  Re<piired  for  O.iSI  Disability  Insurance  Program 

T n connection  with  the  Disability  Insurance  Program  of  Old  Age  and  Survivors 
A Insurance,  the  New  York  State  Department  of  Social  Welfare  will  require  the  services 
of  medical  specialists  for  consultants  in  questionable  applications. 

Medical  findings  must  initially  be  submitted  by  the  applicant’s  personal  physician  or 
any  other  physician  who  can  furnish  information  concerning  the  applicant’s  disability. 
The  data  are  then  evaluated  by  a State  review  team,  consisting  of  a physician  and  a 
disability  examiner,  for  the  determination  of  whether  a disability  exists  in  accord  with 
the  standards  established  for  the  program.  Consultations  by  impartial  specialists  will 
be  requested  by  the  State  review  team  when  there  remains  some  question  of  the  existence 
of  a disability  severe  enough  to  meet  these  standards. 

To  serve  as  a consultant  to  this  program,  a physician  must  be  established  as  a specialist 
in  his  chosen  field,  either  through  certification  by  the  respective  American  Specialty 
Board  or  through  designation  as  a specialist  in  his  field  under  the  Workmen’s  Compensa- 
tion program  of  New  York  State. 

The  State  Vocational  Rehabilitation  fee  schedule  will  be  followed  in  paying  for  this 
service.  The  basic  fees  allowed  are  $10  per  consultation,  with  the  following  exceptions: 
psychiatric  $20;  neurologic  $20;  urologic  $15.  Extra  fees  are  allowable  for  such 
diagnostic  tests  as  a teleroentgenogram  or  an  electrocardiogram. 

Medical  consultants  with  the  above  qualifications  are  invited  to  submit  their  names  to 
the  Department  with  the  indication  that  they  would  like  to  have  patients  referred  to 
them  for  this  impartial  examination.  Patients  will  be  assigned  to  the  consultants  in  their 
community  on  a rotation  basis. 

Those  interested  please  write  to  Dr.  Joseph  J.  Oliva,  New  York  State  Department  of 
Social  Welfare,  Bureau  of  Disability  Determinations,  136  Church  Street,  New  York  7, 
New  York. 


January  1,  1957 
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in  the  GRAND  BALLROOM 
of  the  WALDORF-ASTORIA,  NEW  YORK  CITY 
TUESDAY  EVENING,  FEBRUARY  19,  1957 


Outstanding  Menu 
Headline  Entertainment 
Dancing  to  the  Music  of  Ben  Cutler’s  Orchestra 

A SPARKLING  EVENING  OUT  IN  NEW  YORK 

A TOAST  TO  YOUR  SOCIETY’S  150th  BIRTHDAY 

AN  OCCASION  THAT  WILL  LONG  BE  REMEMBERED 


at  7:30  P.M. 


Please  send  me 


tickets  at  $15.00  each. 


I would  like  to  reserve Table(s) 

Please  attach  guest  list. 

Enclosed  please  find  my  check  for  $ . . . . 


(Tables  seat  10) 


Name 


Please  Print 


Address 


Please  Print 


Send  checks  and  orders  to: 


Dr.  F.  A.  Wurzbach,  Jr. 

Medical  Society  of  the  State  of  New  York 
386  Fourth  Ave.,  New  York  16,  New  York 
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NILEVAR  FOR  PROTEIN  TISSUE  BUILDING 


Protein  Deficiency,  a Hazard  in 

Surgical  Patients,  Reversed  with  Nilevar® 

With  surgery  made  safe  for  the  patient, 
the  patient  may  now  be  made  safe  for  surgery. 


NITROGEN  LOSSES  IN  SURGICAL  PATIENTS  (after  Rhoads*) 


♦COMPLETE  DATA  IN  ORIGINAL  ARTICLE  (Rhoads,  J.  E.:  Internal.  Abst.  Surg.  94:417  (May)  1952.) 


Patients  about  to  undergo  extensive  surgery1 
frequently  have  negative  nitrogen  balance  and 
protein  deficiency.  And  after  any  severe  trauma, 
including  extensive  surgery,  the  rate  of  protein 
breakdown  is  increased. 

It  is  also  well  recognized  that  patients  with  a 
strongly  negative  nitrogen  balance  are  much 
more  prone  to  suffer  delayed  wound  healing2, 
secondary  infections3,  shock2  and  delayed  con- 
valescence4. 

The  need  for  an  effective  protein  anabolic 
agent  is  stated  by  Moore  and  Ball5— “there  is  one 
unbreakable  rule  of  surgical  convalescence:  to 
complete  his  recovery,  regain  strength  and  re- 
turn to  work  the  patient  must  come  into  positive 
nitrogen  balance.” 

Nilevar  (brand  of  norethandrolone)  is  a new 
anabolic  steroid  which  rapidly  and  effectively  re- 
verses or  diminishes  excessive  protein  catabolism 
and  nitrogen  loss  accompanying  major  surgical 
procedures.  The  protein  anabolic  activity  of 


Nilevar  is  specific.  There  are  usually  minimal  or 
no  androgenic  side  effects. 

In  addition  to  its  use  both  preoperatively  and 
postoperatively,  Nilevar  is  indicated  in  all  con- 
ditions in  which  excessive  protein  catabolism 
(nitrogen  loss)  hinders  or  delays  convalescence: 

Recovery  from  pneumonia,  poliomyelitis,  se- 
vere burns  and  fractures,  and  in  the  care  of  pre- 
mature infants,  decubitus  ulcers  and  wasting 
diseases  such  as  cancer  and  tuberculosis. 

The  daily  adult  dose  is  three  to  five  Nilevar 
tablets  (30  to  50  mg.).  For  children  the  daily 
dosage  is  1 to  1.5  mg.  per  kilogram  of  body 
weight  for  the  first  ten  days  of  treatment,  after 
which  the  daily  dosage  should  be  reduced  in  all 
prepuberal  patients  to  0.5  mg.  per  kilogram  of 
body  weight.  Individual  dosages  depend  on  the 
need  for  and  the  response  to  therapy.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in 
the  Service  of  Medicine.  References  supplied  on 
request. 
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. . . your  treatment  can  make  the  difference 
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In  angina  pectoris:  . . the  difference  between 

complete,  or  almost  complete,  absence  of  symp- 
toms, or  a prolonged  illness  with  much  suffering” 
may  lie  in  routine  prophylaxis  with  Peritrate.1 

New  studies  continue  to  confirm  the  effectiveness 
of  this  long-acting  coronary  vasodilator.  “Impres- 
sive and  sustained  improvement”  is  observed  in 
patients  on  Peritrate  therapy.2 

Simple  prophylaxis:  Peritrate  is  not  indicated  to 
abort  the  acute  attack  (nitroglycerin  is  still  the 
drug  of  choice).  However,  you  can  reduce  or 
eliminate  nitroglycerin  dependence  and  provide 
continuing  protection  against  attacks  of  angina 
pectoris  with  Peritrate.  Prophylaxis  is  simple:  10 
or  20  mg.  of  Peritrate  before  meals  and  at  bed- 
time. Maintenance  of  a continuous  daily  dosage 
schedule  is  important  for  successful  therapy. 

Peritrate  has  been  demonstrated  to  prevent  or 


reduce  the  number  of  attacks,  lessen  nitroglycerin 
dependence,  improve  abnormal  EKG  findings  and 
increase  exercise  tolerance.3-4,5 
The  specific  needs  of  most  patients  and  regimens 
are  met  with  Peritrate’s  five  dosage  forms : Peritrate 
10  mg.  and  20  mg.  tablets;  Peritrate  Delayed  Ac- 
tion (10  mg.)  for  continuous  protection  through 
the  night;  Peritrate  with  Phenobarbital  (10  mg. 
with  phenobarbital  15  mg.)  where  sedation  is  also 
required;  Peritrate  with  Aminophylline  (10  mg. 
with  aminophylline  100  mg.)  in  cardiac  and  cir- 
culatory insufficiency. 

Usual  Dosage:  10  to  20  mg.  before  meals  and  at 
bedtime. 

References:  1.  Rosenberg.  H.  N.,  and  Michelson,  A.  L.: 
Am.  J.  M.  Sc.  230: 254  (Sept.)  1955.  2.  Kory,  R.  C„  et  al.: 
Am.  Heart  J.  50: 308  (Aug.)  1955.  3.  Winsor.  T.,  and 
Humphreys,  P.:  Angiology  3:1  (Feb.)  1953.  4.  Plotz,  M.: 
New  York  State  J.  Med.  52:2012  (Aug.  15)  1952.  5. 
Dailheu-Geoffroy.  P.:  L’Ouest-Medical.  vol.  3 (July)  1950. 


Peritrate8 

(brand  of  pentaerythritol  tetranitrate) 

WARN  ER-CHILCOTT 


SPECIAL  AND 
SCIENTIFIC  A R T 1 CLES 

What's  New  in  Chiropractic? 

RICHARD  M.  STALVEY,  CHICAGO,  ILLINOIS 


{From  the  Bureau  of  Investigation,  American  Medical  Association ) 


Evolution  of  Chiropractic 

This  is  a discussion  of  the  evolution  that  has 
been  going  on  in  the  chiropractic  field.  A lot 
of  changes  have  been  made  in  that  field  in  recent 
years,  changes  which  might  not  be  appreciated. 
Most  of  the  evidence  of  this  is  taken  directly 
from  chiropractic  literature  and  pronounce- 
ments. It  can  be  shown  that  despite  the  new 
dress  chiropractic,  when  viewed  in  the  light  of 
accepted  medical  practice,  is  still  what  it  always 
has  been — pure  and  simple  cultism. 

First,  consider  some  of  the  historical  back- 
ground. Then  compare  this  with  the  current 
“dress”  taken  on  by  the  chiropractors.  Those 
who  are  familiar  with  the  history  of  chiropractic 
will  remember  that  the  so-called  philosophy  of 
chiropractic  was  first  propounded  by  a man 
named  Palmer  out  in  Iowa.  The  story  goes 
that  it  was  in  September,  1895,  that  Palmer, 
erstwhile  fishmonger  and  magnetic  healer, 
gained  first-hand  evidence  of  the  principle  which 
he  “flung  in  the  face  of  science.”  Palmer’s  own 
account  had  it  that  he  was  consulted  by  a colored 
janitor,  Harvey  Lillard.  Harvey  had  been 
deaf  for  seventeen  years — to  such  a degree  that 
he  was  unable  to  hear  even  a wagon  rolling  down 
the  street.  Palmer  cracked  the  deaf  janitor’s 
back,  and  Harvey  immediately  regained  his 
hearing.  Thus  chiropractic  was  born. 

Palmer  soon  realized  that  there  was  more  to 
be  gained  from  his  new  enterprise  than  was 
offered  by  being  just  a practitioner  in  a small 
Iowa  town.  He  established  the  world’s  first 
chiropractic  school. 

In  1906  Palmer  was  charged  with  practicing 


Presented  at  the  Conference  of  County  Society  Public 
Relations  Chairmen,  New  York  City,  October  6,  1956. 


medicine  without  a license.  He  was  convicted 
and  received  a six-month  sentence.  Operation 
of  the  school  passed  into  the  hands  of  his  son, 
B.  J.  Palmer.  Following  his  release  from  jail  the 
elder  Palmer  left  Iowa  and  opened  a chiropractic 
school  in  Portland,  Oregon.  The  Oregon  school 
was  unsuccessful,  and  the  elder  Palmer  returned 
to  Iowa.  But  soon  afterward  he  left  for  Okla- 
homa where  he  once  again  attempted  to  establish 
a school.  His  efforts  were  unsuccessful,  and  he 
returned  once  more  to  Portland. 

Under  the  direction  of  young  B.  J.  Palmer, 
the  Iowa  school  continued  to  graduate  chiro- 
practors, turning  them  out  with  great  rapidity. 
Palmer  claimed  that  chiropractic  was  a business. 
Apparently  he  felt  only  contempt  for  chiro- 
practors who  felt  that  there  were  factors  other 
than  subluxated  vertebrae,  or  pinched  nerves, 
involved  in  the  etiology  of  disease.  He  held 
that  the  chiropractor  had  to  be  a good  salesman 
with  one  prime  product  to  sell — adjusting  the 
backbone. 

After  its  birth  the  philosophy  of  chiropractic 
went  along  its  way  under  the  influence  of  the 
Palmer  school  for  a long  time.  Chiropractors 
were  “graduated”  by  this  “Fountainhead  of 
Chiropractic”  after  courses  of  only  a few  months 
duration.  Admission  requirements  were  con- 
cerned mainly  with  the  candidate’s  financial 
rather  than  academic  standing.  The  short- 
term courses  were  considered  adequate  to  im- 
part the  rudiments  of  back-cracking  and  sales- 
manship. 

Palmer  salesmanship  was  such  that  it  soon 
sold  many  others  on  the  idea  of  grinding  out 
chiropractors  in  wholesale  fashion.  It  was  not 
long  before  there  were  countless  other  “institu- 
tions” training  chiropractors.  In  many  cases 
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the  only  requirement  for  admission  was  the 
tuition  fee  plus  a 3-cent  stamp. 

Actually  there  was  no  need  for  long-time 
resident  courses  in  chiropractic.  Chiropractic 
theory  held  that  the  cause  of  disease,  or  “dis- 
ease,” was  found  in  the  abnormal  alteration  of 
the  nerve  force.  These  abnormal  conditions 
could  be  corrected,  they  said,  by  spinal  adjust- 
ments. There  was  no  reason  for  teaching  basic 
or  clinical  science  courses.  Chiropractic  phi- 
losophy had  no  room  for  the  so-called  germ  theory 
of  disease.  According  to  this  theory  bacteria 
existed  only  in  the  imaginations  of  medical 
scientists.1 

The  yew  Chiropractic  Theory 

The  chiropractors  now  have  a new  theory  of 
the  philosophy  of  chiropractic.  It  is  set  forth 
in  the  pamphlet,  “Educational  Standards  for 
Chiropractic  Schools,”  published  by  their  na- 
tional organization.  This  edition  is  dated  1955. 
If  the  historical  background  is  kept  in  mind, 
the  most  surprising  part  of  this  official  state- 
ment goes  like  this:  “Chiropraxis  has  made  a 
distinct  contribution  to  the  prevention,  diagnosis 
and  treatment  of  disease  by  maintaining  and 
proving  the  supreme  importance  of  the  neu- 
rogenic factor  in  disease  and  in  developing  chiro- 
practic manipulation  as  a system  to  normalize 
nerve  function.  However,  it  is  not  considered 
that  this  is  the  only  cause  of  disease.  The 
chiropractor  is  fully  aware  of  the  importance 
of  heredity,  nutritional  deficiencies,  the  envi- 
ronmental factors  of  bacterial  and  virus  invasion, 
fatigue,  trauma,  psychic  disorders  and  occupa- 
tional hazards.  He  is  also  aware  that  conditions 
of  irreversible  pathology  may  require  surgery  or 
palliative  measures.”  (emphasis  added). 

A question  or  two  arises  here.  Just  what 
can  “drugless  practitioners,”  such  as  the  chiro- 
practors profess  to  be,  do  about  the  environ- 
mental invasion  of  bacteria  and  virus?  Just 
what  measures  can  a “drugless  practitioner" 
take  to  treat  a person  who  has  been  invaded  by 
bacteria  or  viruses?  Then,  too,  how  can  they 
recognize  and  diagnose  conditions  of  irreversible 
pathology  which  may  require  “surgery’  or  pal- 
liative measures.”  And  if  they  should  recognize 
these  conditions,  could  they  provide  the  neces- 
sary’ surgery’  or  palliation? 

Now  of  course  not  all  chiropractors  agree 
with  this  new  order,  tins  new  philosophy’  that  is 
attempting  to  turn  their  business  into  a science. 


However,  most  of  the  new  chiropractors  seem 
to  belong  to  the  new  order.  They  are  the  “mix- 
ers.” The  chiropractors  who  follow  the  original 
basic  tenets  of  Palmer  are  called  “straights.” 
The  “straights”  prefer  to  stick  to  “back-crack- 
ing,” while  the  “mixers”  profess  to  use  the  best 
in  all  systems  of  treatment — not  only  adjust- 
ments but  many  other  modalities  as  well. 

Therefore,  chiropractic  has  changed,  but  it 
is  doubtful  whether  tins  in  any  way  may  be 
considered  a change  for  the  better.  Rather, 
isn’t  it  just  another  attempt  by’  unqualified 
persons  to  enter  the  practice  of  medicine  through 
the  basement? 

National  Chiropractic  Association 

Perhaps  we  can  take  a look  at  the  evolutionary’ 
changes  that  have  taken  place  in  the  chiropractic 
field  by  giving  some  attention  to  the  activities 
of  the  National  Chiropractic  Association.  The 
NCA  is  probably’  the  best  organized  of  the  var- 
ious chiropractic  associations.  Many  consider 
it  to  be  the  most  official  organization  of  the 
chiropractors.  At  least  it  has  received  the 
most  recognition  from  state  licensing  boards. 

The  stated  policy  of  the  NCA  is  based  on  the 
premise  that  society  expects  the  chiropractor 
to  be  a doctor,  not  merely  a technician.  The 
NCA  holds  that  the  chiropractor  cannot  demand 
the  legal  and  social  status  accorded  by  society  to 
a doctor  unless  he  has  a doctor  of  chiropractic 
degree.  They’  say  the  chiropractor  must  be  a 
physician  in  the  true  sense  of  the  word.  He 
must  be  able  to  make  a diagnosis,  give  a prog- 
nosis, and  effect  a cure.  Second,  his  qualifica- 
tions in  great  measure  depend  on  the  soundness 
of  his  training  in  the  basic  and  clinical  sciences. 
Finally,  the  respect  of  society  must  not  be  won 
by  circumventing  these  requirements. 

The  NCA  claims  that  it  is  spending  a great 
deal  of  money  and  effort  to  develop  a system  of 
education  which  will  produce  doctors,  not  merely 
technicians — a sy’stem  of  education  which  will 
produce  men  and  women  so  well  grounded  in 
the  biologic  sciences  that  they  will  not  be  sus- 
ceptible to  the  false  premises  of  cultists.  This 
last  statement  about  the  false  premises  of  cul- 
tists is  in  the  chiropractic  group’s  own  words. 

Executive  Employes  of  the  1\CA 

The  business  routine  of  the  NCA  is  carried 
out  primarily  under  the  direction  of  L.  M.  Rog- 
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ers,  executive  secretary;  E.  J.  Murphy,  public 
relations;  John  J.  Nugent,  director  of  educa- 
tion; and  the  legal  representatives,  A.  T. 
Holmes,  general  counsel,  and  Robert  D.  Johns, 
associate  counsel.  Executive  offices  are  in 
Webster  City,  Iowa,  law  and  insurance  offices 
in  LaCrosse,  Wisconsin,  and  legislative  in  Wash- 
ington, D.C. 

These  men  who  represent  the  NCA  are  of 
good  appearance,  articulate,  and  seem  to  know 
very  well  what  they  are  trying  to  do.  They  are 
the  spokesmen  for  the  chiropractors.  They 
appear  in  public  to  “carry  forth  the  banner  of 
chiropractic.”  They  deal  with  legislators  and 
government  agencies  on  behalf  of  the  chiro- 
practors. They  are  obviously  capable  men. 

The  chiropractor  down  the  street  who 
obviously  could  never  pass  as  a professional 
man  of  medicine,  the  chiropractor  who  is  scien- 
tifically illiterate,  the  chiropractor  who  by  his 
own  blatant  clamoring  immediately  brands 
himself  as  a quack — the  chiropractor  whom  you 
might  consider  typical  of  the  group — is  not  the 
chiropractor  who  is  put  forward  as  a representa- 
tive of  the  group. 

NCA  Convention 

This  year’s  annual  NCA  convention  was  held 
at  the  Morrison  Hotel  in  Chicago  in  July.  The 
convention  was  organized  somewhat  like  an 
A.M.A.  convention. 

The  registration  desks  were  managed  by  at- 
tractive ladies.  Each  registrant  was  given  an 
identification  badge,  programs,  and  other  mis- 
cellany. Members’  registration  fee  was  $5.00, 
wives  and  students  $2.00,  and  nonmembers 
were  asked  for  $10.  It  is  estimated  that 
about  2,000  people  attended.  The  average  age 
of  practicing  chiropractors  is  somewhere  in  the 
forty-seven  to  fifty-two-year  range,  but  at  the 
convention  the  thirty  to  thirty-five  year-old 
group  was  well  represented. 

From  the  jargon  that  was  being  thrown  about, 
had  you  been  transported  there  suddenly,  at 
first  you  wouldn’t  have  known  whether  you 
were  at  a medical  meeting  or  a chiropractic 
meeting.  To  the  uninitiated  the  impression 
could  have  been  that  this  was  a professional 
organization  in  annual  assembly  where  men 
and  women  were  convened  to  discuss  the  latest 
scientific  developments  in  their  field. 

However,  a closer  “listen”  to  the  jargon  and  a 
tour  through  the  exhibit  area,  followed  by  at- 


tendance at  some  of  the  “scientific”  sessions, 
would  have  soon  dispelled  any  illusion  that  this 
was  a meeting  of  a scientific  body. 

Technical  Exhibits 

There  were  about  45  commercial  exhibits. 
Among  these  exhibits  were  some  which  pre- 
viously had  been  shown  at  various  medical  and 
surgical  meetings. 

The  Sealy  Mattress  booth  featured  a pro- 
fessional discount  for  “doctors.”  The  type  of 
doctor  was  not  specified. 

Medical  book  publishers  were  represented. 
The  J.  B.  Lippincott  Company  and  the  F.  A. 
Davis  Company  had  exhibits.  Extensive  col- 
lections of  medical  and  surgical  textbooks  were 
on  display.  Among  other  recognized  medical 
books  were  the  A.M.A.  New  and  Nonofficial 
Remedies  and  the  Encylopedia  of  Surgical  Spe- 
cialties. Oddly  enough,  there  were  no  chiro- 
practic books  to  be  seen  at  these  booths,  only 
medical  and  surgical. 

The  x-ray  and  surgical  supply  dealers  were 
well  represented.  Such  “chiropractic”  instru- 
ments as  scalpels,  hemacytometers,  and  lancet 
sets  were  on  display. 

The  regular  vitamin  and  health-food  products 
that  one  usually  sees  at  chiropractic  or  naturo- 
pathic conventions  were  there. 

Mechanical  gadgets  were  prominently  dis- 
played. A “visual  nerve  tracing  instrument,” 
a “heartometer”  gadget,  and  a “microdynam- 
eter”  device  were  being  demonstrated.  Others 
of  the  same  ilk  were  being  sold. 

Many  of  the  devices  and  products  on  display 
have  been  subject  to  regulatory  action  by  govern- 
ment agencies.  Verbal  misbranding  by  the 
demonstrators  was  common. 

Convention  Program  Highlights 

The  Governor  of  Illinois  sent  a letter  of  greet- 
ing to  the  convention.  One  sentence  read: 
“Your  members  are  doing  signal  and  distin- 
guished social  service  in  the  interest  of  public 
health.” 

The  Mayor  of  Chicago  sent  a letter  of  welcome 
which  read  in  part:  “Chicago  is  proud  to  be  the 
host  city  for  this  great  meeting  of  healers.  Your 
meeting  is  held  in  an  atmosphere  of  full  appre- 
ciation of  the  professional  work  you  do.  Chica- 
goans will  watch  with  interest  the  deliberations 
of  the  convention.  . . .” 
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The  public  was  invited  to  the  general  educa- 
tional session  held  the  first  evening.  Program 
highlights  included,  “Why  Your  Profession 
Should  Cooperate  with  the  National  Safety  Coun- 
cil,” by  Mr.  Norville  Burch,  assistant  to  the 
president  of  the  National  Safety  Council,  and 
“How  the  Chiropractic  Profession  Can  Con- 
tribute to  National  Defense,”  by  Gen.  Robert 
M.  Woodward,  director  of  Federal  Civil  Defense, 
Chicago  Area. 

“Star”  billing  on  the  program,  however, 
belonged  to  Dewey  Anderson,  Ph.D.,  director 
of  the  Public  Affairs  Institute,  Washington, 
D.C.,  who  was  to  speak  on  “An  Appraisal  of 
Your  Professional  Future.”  Apparently  Dewey 
Anderson  has  become  a knight  in  shining  armor 
for  the  chiropractors,  serving  as  sort  of  “an 
impartial  scientific  laboratory”  in  expounding 
the  merits  of  the  field.  The  similarity  of  the 
name,  “Public  Affairs  Institute,”  to  that  of  the 
well-established  Public  Affairs  Committee,  Inc. 
of  New  York  may  have  some  effect  on  the  value 
of  his  propaganda  for  the  chiropractors. 

House  of  Delegates 

The  governing  body  of  the  NCA  is  the  House 
of  Delegates.  It  is  composed  of  delegates 
from  various  states  and  some  Canadian  prov- 
inces. Various  councils  and  associated  organ- 
izations also  have  appropriate  representation 
in  the  House.  Some  of  these  are  the  Council  of 
Roentgenologists,  Council  of  NCA  Delegates, 
National  Council  on  Education,  Council  of 
Hospitals  and  Sanitaria,  Council  on  Psycho- 
therapy, Council  on  Physiotherapy,  Council 
on  Public  Health  and  Research,  Council  of 
Women  Chiropractors,  and  Council  of  Past 
Executives.  Associated  groups  include  the  Chi- 
ropractic Research  Foundation,  Inc.  and  the 
Society  of  Military  Chiropractors.  Officers  of 
the  Association  gave  reports  on  various  subjects. 

Ma I p ra dice  Ins u ra nee 

Insurance  covering  professional  liability  claims 
is  written  by  the  National  Chiropractic  Insur- 
ance Group.  Coverage  of  $15,000/145,000  is 
available  to  NCA  members  for  an  annual  pre- 
mium of  $70.  Policyholders  are  not  required 
to  have  a valid  license  to  practice.  The  policy 
agrees  to  indemnify  the  insured  against  any 
claims  and  damage  arising  on  account  of  mal- 
practice in  connection  with  services  rendered  as  a 


chiropractor.  Malpractice,  as  defined  in  this 
policy,  in  addition  to  error,  negligence,  and 
mistake,  specifically  includes  the  use  of  physio- 
therapy, supplemental  nutrition,  and  other 
drugless  methods  as  long  as  the  insured  does 
not  practice  medicine  and  surgery. 

With  respect  to  litigation  it  is  the  policy  of 
the  insurers  to  engage  local  attorneys  to  defend 
malpractice  actions  against  chiropractors.  These 
attorneys  are  usually  selected  from  those  holding 
membership  in  the  American  Bar  Association, 
Insurance  Section,  or  from  the  International 
Association  of  Insurance  Counsels’  membership. 
It  was  emphasized  that  the  legal  problems 
involved  are  the  same  as  those  for  the  doctor  of 
medicine  or  the  osteopath.  An  attorney  skilled 
in  representing  M.D.’s  in  such  actions  could  be 
briefed  by  NCA  lawyers  on  any  factors  that  were 
unique  to  chiropractic. 

Malpractice  Claims 

Claims  filed  against  chiropractors  were  de- 
scribed by  one  of  the  Association’s  representa- 
tives: Formerly  damages  due  to  burns  were  the 
cause  of  35  to  45  per  cent  of  all  claims.  Now 
only  10  per  cent  are  due  to  burns.  Fifteen  per 
cent  of  the  claims  filed  last  year  alleged  fractures 
resulting  from  manipulation.  Most  fractures 
involved  the  ribs.  There  were  some  cases  of 
cervical  vertebra  fractures.  Two  claims  in- 
volved fractures  of  the  femur,  caused  by  using 
the  leg  as  a fulcrum  to  administer  an  adjust- 
ment. 

The  largest  increase  in  claims  fell  in  that 
field  which  might  be  called  general  dissatis- 
faction. Sixty-five  per  cent  of  the  claims  were 
in  this  category.  These  were  breach  of  contract 
or  malpractice  actions.  A number  of  these 
claims  resulted  from  the  failure  by  a chiro- 
practor to  make  a proper  diagnosis,  particularly 
in  cancer  cases.  Frequently  the  claimant  charged 
that  the  chiropractor  had  recommended  a long 
series  of  adjustments.  The  patient  undertook 
these  treatments,  only  to  discover  later  that  he 
was  suffering  from  cancer. 

Health  Insurance 

Health  insurance  plans  are  assuming  a great 
importance  to  chiropractors.  This  is  chiefly  due 
to  the  inroads  made  by  the  Blue  Cross  and  Blue 
Shield  types  of  plans.  The  chiropractors  now 
have  their  own  “Chiropractic  Health  Insurance 
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\ Plans,”  underwritten  by  six  insurance  com- 
panies. 

One  such  plan  offers  a combined  hospital 
expense  and  chiropractic  treatment  policy. 
An  advertisement  of  this  plan  says  that  pay- 
ments for  calls  to  “your  chiropractor,  osteopath, 
or  M.D.”  and  “payment  in  full  for  your  complete 
hospital  bill”  will  be  made.  A “typical”  hospital 
bill  is  shown  with  the  claim,  “Chiropractic 
Health  Plan  would  pay  this  bill  in  full.”  The 
bill  includes  one  hundred  and  three  days  in  the 
hospital,  with  fees  for  operating  room,  anesthetic, 
drugs  and  medicines,  blood  transfusions,  and 
penicillin. 

Surgeon’s  Report  Form 

The  chiropractors  have  adopted  one  of  the 
standard  Surgeon’s  Report  forms  occasionally 
used  by  physicians  in  compensable  industrial 
injury  cases. 

The  Journal  of  the  NCA  carried  an  article 
which  explained  the  correct  method  of  com- 
pleting the  form.  The  last  section  of  the  report 
requires  remarks  concerning  the  reporting  phy- 
sician’s qualifications.  The  form  asks  for  com- 
pletion of  the  statement:  “I  am  a duly  li- 
censed physician  in  the  State  of  .”  The 

directions  for  chiropractors  advise:  “The  name 
of  the  state  in  which  you  are  practicing  is  suf- 
ficient.” 

The  form  next  calls  for  “I  was  graduated  from 
Medical  School  in  year.”  The  chi- 
ropractic directions  say:  “Be  sure  and  put 

chiropractic  in  the  name  of  your  college  and 
cross  out  medical  school.” 

These  directions  are  followed  by  this  advice: 
“The  inclusion  of  D.C.  after  your  name,  the 
inclusion  of  chiropractic  in  the  name  of  your 
college,  and  the  mention  of  chiropractic  treat- 
ment . . . prohibits  a quick  chiropractic  recovery 
from  becoming  a favorable  medical  statistic.  . . . 
Chiropractors  have  described  the  treatment 
given  as  manipulation  or  physical  medicine, 
left  chiropractic  out  of  the  name  of  their  college, 
and  left  the  words  medical  school  in  or  crossed 
them  out  lightly  with  a fine  pencil  line  and 
signed  their  name  as  Dr.  without  any  identifying 
degree  following  it.” 

The  chiropractic  article  repeats:  “Don’t 

make  a very  successful  chiropractic  case  a fav- 
orable medical  statistic.  Identify  3'ourself  to 
the  insurance  companies  and  lift  your  heads 


high  when  you  say  ‘I  am  a chiropractor,’  be- 
cause you  are  a member  of  a very  honored  pro- 
fession that  is  being  recognized  more  and  more 
for  its  ability  to  get  sick  people  well  in  the  shortest 
period  of  time  and  with  the  least  cost  to  the 
insurance  company.” 

Chiropractic  Education 

A great  deal  of  attention  is  given  to  the 
subject  of  chiropractic  education.  The  chiro- 
practors must  realize  that  the  criticism  they 
have  most  difficulty  in  answering  is  their  in- 
adequate educational  achievements.  The  day 
of  the  mail-order  and  short-term  chiropractic 
course  is  not  history  yet. 

The  NCA  leaders  realize  their  vulnerability 
on  tins  count.  On  paper  at  least  they  are  trying 
to  do  something  about  bringing  respectability 
to  chiropractic  education.  How  well  they  have 
succeeded  is  a matter  for  conjecture.  They 
themselves  complain  that  there  are  still  too 
many  “unapproved”  chiropractic  schools  turning 
out  graduates.  The  education  director  for  the 
NCA  is  quite  outspoken  in  his  plea  to  the  chiro- 
practors to  raise  their  educational  and  licensing 
requirements.  Apparently  he  recognizes  how 
inadequate  the  education  has  been.  Also  he 
may  realize  that  if  the  chiropractors  are  ever  to 
achieve  recognition,  they  must  do  it  by  raising 
their  educational  standards. 

The  goal  of  the  chiropractors  is  to  achieve  as 
soon  as  possible  the  status  osteopathy  enjoys 
today.  They  realize  that  they  must  try  to 
raise  educational  standards  until  at  least  the 
catalogs  of  the  schools  will  give  the  impression 
that  an  adequate  course  is  being  offered.  Lay- 
men might  find  it  extremely  difficult  to  tell  the 
difference  between  a chiropractic  school  and  a 
medical  school.  The  catalogs  show  practically 
the  same  courses  being  offered. 

Avproved  Schools 

The  NCA  council  on  education  is  one  “ap- 
proving” body  for  chiropractic  schools.  At  the 
present  time  there  are  eight  NCA-approved 
schools  with  about  four  more  seeking  approval. 
These  approved  schools  are  recognized  by  all 
chiropractic  licensing  boards. 

Standards  for  approved  schools  are  set  forth 
in  the  booklet,  Educational  Standards  for  Chi- 
ropractic Schools.  This  book  has  a great  deal  in 
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common  with  the  A.M.A.’s  Essentials  of  Ap- 
proved Medical  Schools.  In  fact,  complete 
passages  have  been  taken  from  the  A.M.A. 
publication,  and  other  parts  apparently  have  been 
paraphrased. 

Prechiropractic  Education 

The  chiropractic  standards  provide  that 
applicants  for  admission  must  show  evidence  of 
high  school  graduation.  The  director  of  educa- 
tion indicates  that  the  next  step  will  be  to  require 
two  years’  prechiropractic  college  work.  At 
least  one  approved  college  now  has  that  require- 
ment in  its  catalog.  An  ultimate  goal  is  to 
require  four  years’  college  work,  or  a bachelor’s 
degree,  for  admission.  There  is  considerable 
opposition  to  such  proposals,  but  it  is  possible 
that  within  a few  years,  such  education  will  be 
a prerequisite  for  admission  to  the  approved 
schools. 

Mr.  Nugent,  director  of  education  of  the 
NCA,  has  urged  that  these  increased  educational 
requirements  be  made  a prerequisite  to  licensure 
by  state  boards.  He  proposed  that  the  two- 
year  requirement  go  into  effect  immediately 
but  that  the  four-year  requirement  be  handled 
in  a different  way.  He  proposes  that  applicants 
for  chiropractic  licenses  be  allowed  to  complete 
the  four-year  college  requirement  before,  during, 
or  even  after  they  have  finished  chiropractic 
college. 

One  of  the  chiropractic  schools,  the  Texas 
Chiropractic  College,  has  recently  entered  into 
some  sort  of  an  arrangement  with  the  San  An- 
tonio College  at  San  Antonio,  Texas.  San 
Antonio  College  is  a fully  accredited  and  recog- 
nized junior  college.  Students  enrolled  at  the 
Texas  Chiropractic  College  may  take  certain 
academic  and  basic  science  courses  at  San  An- 
tonio College  while  simultaneously  pursuing 
their  chiropractic  courses.  At  the  end  of  two 
years  of  such  joint  training,  the  budding  chi- 
ropractors are  awarded  an  associate  in  arts 
degree  by  San  Antonio  College.  Completion 
of  this  course  also  qualifies  them  without  exam- 
ination for  a “Certificate  of  Proficiency  in  the 
Basic  Sciences”  issued  by  the  Texas  Board  of 
Examination.  This  certificate  is  reciprocally 
recognized  by  other  states  having  basic  science 
laws. 

This  apparently  is  the  first  time  any  chiro- 
practic school  has  ever  had  a connection  with  an 
accredited  academic  institution. 


Chiropractic  Education 

Chiropractic  standards  now  provide  that  the 
approved  school  must  teach  a course  consisting 
of  four  to  five  thousand  hours  in  not  less  than 
four  graded  courses  of  nine  months  each.  Today 
there  is  not  an  approved  chiropractic  school 
whose  published  curriculum  does  not  meet  or 
exceed  the  number  of  hours  prescribed  by  law 
for  approved  medical  schools  in  those  states 
which  specify  total  hourly  requirements.  This 
does  not  include  subjects  such  as  pharmacology, 
materia  medica,  or  surgery,  but  all  the  other 
courses  are  there. 

The  chiropractic  standards  call  for  courses  in 
anatomy,  embryology,  histology,  physiology, 
biochemistry,  bacteriology,  pathology,  public 
health  and  sanitation,  obstetrics  and  gynecology, 
and  the  practice  of  chiropraxis.  The  stud}'  of 
chiropraxis,  which  takes  up  49  per  cent  of  the 
curriculum,  is  defined  as  including  “The  prin- 
ciples of  chiropraxis,  the  technique  of  manipu- 
lation, neurology,  psychiatry,  pediatrics,  derma- 
tology, urology,  ophthalmology,  otolaryngology, 
first  aid,  minor  surgery,  and  roentgenology.” 

Required  textbooks  at  the  various  schools 
include  Best  and  Taylor’s  Physiological  Basis  of 
Medical  Practice,  Arey’s  Development  Anatomy, 
Boyd  on  Pathology  and  Preventive  Medicine, 
Gould’s  Dictionary,  Cecil’s  Textbook  of  Medicine, 
Yater’s  Internal  Medicine,  and  Major’s  Physical 
Diagnosis. 

Required  equipment  for  these  aspiring  “drug- 
less practitioners”  includes  baumanometer,  steth- 
oscope, hemacytometer,  lancet,  otoscope,  and 
ophthalmoscope. 

Clinical  Training 

Chiropractic  colleges  are  fond  of  claiming 
that  despite  the  total  absence  of  chiropractic 
training  hospitals,  their  graduates  receive  ade- 
quate clinical  training.  The  Los  Angeles  College 
of  Chiropractic  is  no  exception.  The  college 
issues  a number  of  attractive  brochures  designed 
to  lure  the  prospective  student.  These 
brochures  leave  nothing  to  the  imagination  and 
would  give  the  inquiring  student  little  idea 
that  the  school  was  other  than  a full-scale  medical 
training  ground. 

The  brochure  says:  “Each  future  doctor 

receives  practical  experience  in  the  field  of  the 
specialties;  for  example,  in  the  obstetrical  field 
he  is  required  to  assist  in  a number  of  deliveries.” 
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It  is  also  stated:  “Through  his  clinical  work  the 
student  becomes  proficient  in  the  diagnosing  of 
all  types  of  conditions.  A glance  through  the 
clinic’s  case  history  file  would  disclose  the  variety 
of  diseases  that  may  commonly  be  encountered 
in  private  practice,  as  well  as  those  courses  that 
may  be  considered  rare.” 

A final  quote:  “A  typical  day  in  the  clinic 
may  bring  the  extern  in  contact  with  gastric 
ulcers,  diabetes,  polio,  cancer,  kidney  ailment, 
anemia,  measles,  and  many  other  similar  dis- 
eases, as  well  as  with  backache,  wry  neck  and 
sciatica.  . . (emphasis  added). 

There  is  no  doubt  that  the  chiropractors  are 
attempting  to  give  the  appearance  of  providing 
a sound  education  in  the  medical  subjects.  A 
passage  in  their  educational  standards  for  ap- 
proved schools  says:  “The  chiropractor  is  a 

physician — a particular  kind  of  a physician, 
and  as  such  is  engaged  in  the  treatment  and  pre- 
vention of  disease  and  in  the  promotion  of  public 
health  and  welfare.” 

And  there  is  no  doubt  what  their  primary 
objective  is.  We  can  find  it  stated  in  this  same 
booklet:  “The  primary  objective  of  a chiro- 
practic school  is  to  train  students  in  the  tech- 
nical knowledge  and  clinical  skills  required  to 
produce  a competent  practitioner.  . . 

Quality  of  Chiropractic  Education 

It  is  apparent  from  these  statements  and  from 
the  other  indications  that  chiropractic  is  at- 
tempting to  evolve  into  the  practice  of  medicine 
without  restriction.  They  are  relying  on  prop- 
aganda and  clever  publications  to  give  the  im- 
pression that  they  are  indeed  qualified  physi- 
cians. It  may  be  extremely  difficult  for  lay 
persons  to  tell  the  difference  between  a chiro- 
practic school  and  a medical  school  if  they  con- 
sider only  what  the  chiropractors  themselves 
claim  to  be. 

The  chiropractors’  vocational  guidance  manual 
says:  “The  National  Chiropractic  Association, 
recognizing  the  necessity  for  scholastic  prepara- 
tion, early  established  rigid  educational  require- 
ments for  doctors  of  chiropractic.  These  have 
been  progressively  increased — as  the  science  of 
healing  has  advanced,  so  have  the  educational 
and  professional  standards  of  chiropractic.  . . . 
The  curriculum  compares  favorably  with  those 
in  other  scientific  and  professional  fields.  . . .” 
A closer  look  at  the  quality  of  some  of  their  so- 


called  approved  schools  provides  a more  realistic 
and  a more  revealing  basis  for  comparison. 

No  exact  statistics  are  available,  but  a review 
of  the  current  catalogs  of  some  of  the  chiropractic 
colleges  shows  that  their  faculty  standards  are 
still  far  below  those  of  other  professional  schools. 
This  is  true  in  both  the  number  of  faculty  mem- 
bers on  the  staff  and  in  the  number  of  faculty 
members  who  have  degrees  indicating  academic 
attainment. 

A tabulation  of  five  of  the  eight  approved 
colleges  shows  that  of  a total  listed  faculty  of  1 11, 
only  three  have  the  Ph.D.  degree.  Total  faculty 
members  shown  for  the  five  colleges  ranged  from 
a high  of  35  to  a low  of  nine. 

The  ratio  of  faculty  to  students  in  chiropractic 
colleges  cannot  be  determined  readily.  How- 
ever, two  catalogs  reviewed  gave  current  student 
lists.  From  these  it  was  determined  that  one 
college  had  a faculty  of  only  35  and  a student  list 
of  323.  The  other  showed  an  even  lower  ratio; 
for  330  students  it  lists  a faculty  of  only  20. 

Another  indication  of  the  caliber  of  chiro- 
practic education  is  revealed  by  the  fact  that 
such  thoroughly  discredited  subjects  as  “iris 
diagnosis”  and  “zone  therapy”  are  still  being 
taught.  For  the  benefit  of  those  who  are  un- 
familiar with  such  pseudoscientific  hoaxes, 
“iris  diagnosis”  is  that  “science”  which  treats 
of  the  diagnosis  of  disease  through  interpreta- 
tion of  “spots”  in  the  iris.  Like  chiropractic  it 
too  finds  its  origin  in  a humble  but  dramatic 
accident.  But  unlike  chiropractic  its  discoverer 
was  not  a man  but  a seven-year-old  boy.  And 
its  first  patient  was  not  a janitor.  In  fact,  the 
patient  wasn’t  even  human — it  was  an  owl. 

The  story  has  it  that  the  boy  was  playing  with 
a pet  owl  when  the  bird  attempted  to  get  away. 
In  the  struggle  the  boy  grasped  the  owl’s  leg  too 
forcefully,  and  the  leg  snapped.  At  the  very 
instant  the  fracture  occurred,  the  boy  was  gazing 
into  the  owl’s  eyes.  He  noticed  that  a peculiar 
spot  suddenly  appeared  in  the  iris.  The  boy 
ministered  to  the  ailing  owl,  and  eventually 
the  fracture  healed.  During  the  convalescent 
period  the  observant  young  healer  noticed  that 
the  spot  in  the  iris  changed  in  character  as  the 
bone  knitted. 

It  was  years  later  before  this  development  was 
applied  to  humans.  It  took  a while  for  the 
young  man  to  grow  up  and  allegedly  become  a 
physician.  Then  one  day  the  intrepid  birdman 
had  occasion  to  notice  the  iris  of  a man  who  had 
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a fractured  leg  bone.  The  man  with  the  broken 
leg  had  a peculiar  spot  in  his  iris  just  like  the  owl. 
The  erstwhile  bird-watcher  now  turned  his  at- 
tention to  the  man’s  iris.  Allegedly,  the  spot 
in  the  iris  went  through  the  same  sort  of  changes 
as  had  occurred  in  the  injured  bird’s  eye.  Thus 
“iris  diagnosis”  was  born.  And  thus  it  is  one 
of  the  subjects  still  retained  in  chiropractic 
education.  “Zone  therapy”  has  an  equally 
ridiculous  basis. 

Legislative  Goals 

Next  year  the  main  emphasis  will  be  on  se- 
curing licensure  in  those  states  which  do  not  now 
license  chiropractors.  New  York  is  a prime 
target,  as  it  has  been  in  the  past.  With  about 
3,000  unlicensed  chiropractors  operating  in  New 
York,  they  feel  that  this  State  is  the  last  real 
bastion  standing  between  them  and  complete 
licensure  recognition.  A concerted  effort  will 
again  be  made  in  this  direction,  and  chiropractic 
hopes  are  high  that  the  legislators  will  at  last 
follow  what  they  like  to  call  “the  mandate  of 
2,000,000  chiropractic  patients”  who  are  clamor- 
ing for  chiropractic  licensure. 

Continuing  efforts  are  to  be  made  to  bring 
about  the  establishment  of  examining  boards 
composed  of  chiropractors  only.  Some  states 
still  have  “mixed”  boards  or  “medical”  boards 
which  regulate  chiropractic  licensure.  Such 
boards  are  to  be  abolished  if  the  chiropractors 
have  their  way. 

One  important  change  in  licensure  laws  from 
the  chiropractic  standpoint  took  place  in  some 
states  last  year.  Nevada,  New  Hampshire, 
Pennsylvania,  and  Iowa  now  require  a four- 
year  chiropractic  course  before  licensure.  This 
represented  an  achievement  for  the  NCA,  par- 
ticularly in  Iowa,  where  the  Palmer  School 
influence  has  always  been  against  increasing 
requirements.  The  NCA  would  like  to  see  the 
universal  requirement  of  a four-year  course. 

National  Legislation 

On  the  national  legislative  scene  the  chiro- 
practors are  ably  represented  by  their  Washington 
office.  They  have  made  great  strides  in  this 
field.  They  seem  to  feel  proudest  of  what  they 
call  a “precedent  shattering”  provision  in  the 
Selective  Service  Act.  Tins  provision  accords 
recognition  to  chiropractic  students  as  pro- 
fessional students  and  provides  for  their  defer- 


ment on  the  same  basis  as  medical  students. 
During  the  crucial  stage  of  this  bill’s  progress, 
legislators  were  contacted  daily  with  regard  to 
the  NCA’s  position,  and  chiropractors  all  over 
the  nation  made  their  desires  known  with  tele- 
grams and  telephone  calls.  They  feel  that  as  a 
result  of  this  tireless  campaign,  chiropractic  was 
at  least  recognized  officially  as  a major  healing 
profession.  They  feel  that  this  will  go  a long 
way  toward  breaking  down  existing  barriers 
against  similar  mandatory  recognition  by  other 
government  agencies,  particularly  the  Veterans 
Administration  hospitals  and  the  armed  forces 
medical  services. 

In  this  regard  it  is  interesting  to  note  the  strat- 
egy employed  by  the  chiropractors  during  the 
recent  legislative  hearings  which  concerned  the 
use  of  osteopaths  as  commissioned  medical 
officers  in  the  Armed  Forces.  The  chiropractors 
at  first  considered  asking  for  an  amendment  to 
the  proposed  bill  which  would  accord  chiro- 
practors this  same  privilege.  Supposedly  a 
number  of  “high  people  in  Washington”  and  an 
assistant  secretary  in  one  of  the  executive  de- 
partments advised  against  insistence  on  inclu- 
sion of  chiropractors  in  the  bill.  They  felt 
that  any  such  insistence  at  this  time  would 
militate  against  favorable  committee  consid- 
eration and  report.  The  chiropractors  were 
advised  not  to  ask  for  the  chiropractic  amend- 
ment but  to  throw  their  support  behind  the 
osteopaths.  They  were  advised  that  passage 
of  the  osteopath  bill  would  most  certainly  open 
the  door  for  future  inclusion  of  the  chiropractors. 

Public  Relations 

Some  of  the  public  relations  endeavors  of  the 
NCA  recently  have  included  preparation  of  a 
vocational  guidance  manual  for  educational 
counselors,  Chiropractic  as  a Career.  This 
manual  has  been  distributed  to  junior  colleges 
throughout  the  nation.  Five  thousand  copies 
were  made  available  for  distribution  to  high 
school  students.  This  is  an  attractive  brochure 
and  contains  some  highly  effective  propaganda 
extolling  the  virtues  of  a chiropractic  career. 
It  too  is  replete  with  chiropractic  misstatements 
and  half-truths.  Typical  are  the  following: 
“The  chiropractor  is  a physician.  . . . Chiro- 
practic physicians  are  thoroughly  trained  in  all 
methods  of  diagnosis.  In  addition,  the  chiro- 
practor has  the  advantage  of  being  trained  to 
understand  the  significance  of  structural  malad- 
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justments  which  are  always  present  in  dis- 
ease. . . Also:  “The  principles  upon  which 
the  science  of  chiropractic  is  based  can  be  traced 
to  the  earliest  physicians  of  antiquity.  . . . The 
chiropractic  physician  enters  independent  pri- 
vate practice  as  does  the  medical  doctor.  . . . 
They  are  as  important  to  society  as  lawyers, 
dentists,  medical  doctors,  nurses,  or  any  of  the 
other  professional  workers.  . . .” 

The  NCA  sponsors  booths  at  the  American 
Personnel  and  Guidance  Association  conven- 
tions and  at  the  meetings  of  the  American  Associ- 
ation of  Junior  Colleges. 

Advertisements  have  been  run  in  series  in  the 
Editor  and  Publisher,  in  the  American  Press, 
and  in  Broadcasting  and  Television.  The  purpose 
of  these  ads  was  to  acquaint  executives  in  the 
communications  field  with  the  principles  of 
chiropractic.  They  were  designed  to  help 
promote  proportionately  equal  recognition  for 
chiropractic  in  the  various  media  of  communica- 
tion. Mats  of  these  ads  are  available  for  local 
use. 

Each  month  the  NCA  distributes  five  copies 
of  its  Healthways  magazine  to  each  member. 
The  chiropractors  are  directed  to  send  copies  to 
the  most  prominent  citizens  in  their  local  com- 
munity. Healthways  is  a lay  magazine  which 
promotes  the  alleged  wonders  of  chiropractic. 

A television  and  movie  film  in  color  and  sound, 
“The  Chiropractic  Story,”  has  been  produced  at 
considerable  cost.  The  film  depicts  the  sup- 
posedly extensive  education  of  the  chiropractors. 
It  is  described  as  “nonpartisan.”  It  has  en- 
joyed widespread  distribution  and  has  been 
shown  throughout  the  country. 

Another  film,  “How  Do  You  Stand?,”  deals 
with  the  values  of  correct  posture.  It  is  dis- 
tributed primarily  in  connection  with  the  chiro- 
practic-promoted “National  Posture  Week.” 
Usually  local  “cheesecake”  contests  are  held 
during  Posture  Week  under  the  auspices  of  local 
chiropractors.  Because  of  the  costumes  neces- 
sary for  judging  the  posture  of  contestants,  the 
local  newspapers  always  give  a great  deal  of 
coverage. 

The  NCA  distributes  a coloring  book  designed 
especially  to  reach  children  in  elementary  and 
grammar  schools.  It  contains  a good  deal  of 
chiropractic  propaganda.  One  page,  devoted 
to  National  Posture  Week,  shows  a number  of 
happy  children  marching  along.  One  group  is 
cheering:  “Backbone,  backbone,  Key  to  health, 


Three  cheers  for  Chiropractic,  Get  hep,  Keep  in 
step,  Rhythm  and  pep,  Three  cheers  for  Chiro- 
practic.” 

Another  brochure  advertises  the  chiropractic 
contribution  to  the  motion  picture  industry. 
The  colorful  booklet,  How  Hollywood's  Stars 
Regain  and  Maintain  Their  Health  and  Beauty — 
Major  Studios  Have  Proved  the  Value  of  Chiro- 
practic in  Maintaining  Production  Schedules, 
features  pictures  of  well-known  stars  who  have 
benefited  from  chiropractic,  including  Lucille 
Ball,  Glenn  Ford,  Mickey  Rooney,  Broderick 
Crawford,  William  Holden,  Fredric  March,  and 
Joan  Crawford.  The  booklet  claims  that  Co- 
lumbia Pictures  have  maintained  their  schedules 
successfully  since  a chiropractor  was  employed 
to  head  a special  department  of  chiropractic 
manipulation  and  x-rays.  His  services  are 
supposed  to  supplement  other  benefits,  such  as 
the  medical  hospital  and  staff  of  nurses,  a dental 
department,  and  health  insurance  plans. 

Other  successful  public  relations  projects 
include  the  distribution  of  a series  of  health 
leaflets  designed  primarily  for  distribution  in 
the  chiropractor’s  waiting  room.  They  extol 
the  alleged  results  of  chiropractic  in  just  about 
every  disease  known  to  mankind. 

Other  Accomplishments 

Chiropractors  are  licensed  in  44  states,  Alaska, 
Hawaii,  Puerto  Rico,  and  in  several  Canadian 
provinces. 

The  Social  Security  Act  of  1950  provides  that 
a person  eligible  for  public  assistance  may  receive 
chiropractic  treatment  paid  for  directly  out  of 
state-Federal  funds. 

Workmen’s  Compensation  Acts  in  38  states 
authorize  chiropractic  treatment. 

The  U.S.  Employe’s  Compensation  bill  pro- 
vides for  chiropractic  care. 

The  Bureau  of  the  Budget  classifies  chiro- 
practic as  one  of  the  four  major  healing  pro- 
fessions. 

The  Veterans  Administration  finances  chiro- 
practic courses  under  the  G.I.  bills. 

The  U.S.  Immigration  Service  admits  foreign 
students  outside  of  quotas  for  the  purpose  of 
attending  chiropractic  schools. 

Selective  Service  Act  permits  deferment  of 
chiropractic  students. 

More  than  500  insurance  companies  now 
recognize  claims  for  chiropractic  treatment. 
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Legislation  Cannot  Create  Physicians 

Chiropractors  are  attempting  to  enter  into  the 
practice  of  medicine.  They  feel  they  can  bring 
this  about  legally  by  raising  their  educational 
standards  and  by  increasing  the  scope  of  chiro- 
practic licensure  acts.  Their  primary  imme- 
diate goal  seems  to  be  the  status  that  osteopathy 
now  enjoys.  The}-  feel  that  if  they  can  eliminate 
“unapproved”  chiropractic  schools,  either  by 
closing  them  down  or  by  bringing  them  into  the 
“approved”  fold,  they  can  go  into  state  legisla- 
tures and  gain  even  more  recognition.  But 
even  if  all  their  schools  should  achieve  the  “ap- 
proved” label,  it  would  not  change  the  real 
state  of  affairs.  From  the  evidence  available  the 
schools  are  wholly  inadequate  and  incapable  of 
preparing  students  for  the  practice  of  medicine. 

The  clarion  call  of  the  chiropractors  and  other 
cultists  has  always  been:  “Give  us  limited 

licensure,  so  that  we  can  control  the  few  unethical 
practitioners  in  our  ranks.  We  can  restrict 
them  to  what  they  are  trained  to  do.”  Well- 
meaning  citizens  have  in  many  instances  lobbied 
for  passage  of  limited  practice  licensure  acts  in 
the  belief  that  such  acts  would  provide  a means 
for  controlling  unqualified  practitioners. 

Limited  licensure  for  so-called  limited  prac- 
titioners is  of  course  only  the  first  step.  This  is 
in  most  instances  just  a means  of  getting 
a foot  in  the  door.  There  should  be  no  such 
thing  as  limited  education  and  training  when 
one  is  dealing  with  human  illness.  You  cannot 
limit  the  extent  to  which  a disease  process  or  an 
ailment  will  affect  the  human  body.  The 
person  who  assumes  the  responsibility  for  treating 
human  beings  must  be  prepared  to  treat  the 
whole  person.  He  must  be  qualified  to  provide 
for  the  care  of  the  whole  person.  He  cannot  re- 
strict himself  to  just  one  system  of  treatment; 
he  must  employ  all  technics  that  will  be  of  bene- 
fit to  the  patient. 

Limited  practice  acts  are  dangerous.  They 
have  led  to  grief  in  a number  of  states.  Legisla- 
tures have  found  it  neeessaiy  to  repeal  certain 
limited  practice  acts  because  of  fraudulent  and 
dangerous  practices  engaged  in  by  those  licensed 
by  such  laws.  Once  limited  licensure  has  been 
granted,  the  door  is  open.  By  legislative  fiat  the 
scope  of  practice  is  increased.  The  original 
acts  may  even  be  amended  step  by  step  until  the 
limited  practitioners  in  effect  becomes  fully 
licensed. 

South  Carolina  provides  us  with  a good  ex- 


ample of  what  can  happen  when  the  doors  are 
thrown  open  by  a limited  practice  act.  The 
legislature  there  passed  an  act  which  licensed 
naturopaths  in  193S.  Many  of  the  original 
naturopathic  licensees  were  also  licensed  chiro- 
practors. Most  of  them  claimed  attendance  at 
schools  which  were  known  primarily  as  chiro- 
practic colleges. 

The  original  bill  provided  for  a limited  type 
of  naturopathic  practice.  Subsequent  amend- 
ments were  added  until  soon  these  licensees 
were  permitted  to  do  just  about  anything  they 
desired.  The  amended  law,  with  the  help  of 
some  favorable  judicial  decisions,  permitted  the 
prescribing  of  drugs  and  defined  naturopathy  as 
specifically  including  the  practice  of  obstetrics 
and  gynecology  and  minor  surgery.  The  limits 
of  minor  surgery  were  never  defined.  Naturo- 
paths were  known  to  have  performed  cesarean 
sections,  claiming  permission  under  the  section 
referring  to  obstetrics. 

Finally,  the  situation  became  so  bad  that  the 
legislature  was  forced  to  repeal  the  licensing  act 
and  revoke  all  naturopathic  licenses.  Evidence 
adduced  at  legislative  hearings  showed  that  the 
majority  of  naturopathic  licensees  were  relying 
on  essentially  fraudulent  credentials  to  sub- 
stantiate their  claims  of  adequate  professional 
education. 

The  committee  also  learned  that  two  mem- 
bers of  the  naturopathic  board  of  examiners 
claimed  graduation  from  a school  in  New  York 
which  was  known  to  have  been  nothing 
more  than  a “diploma  mill.”  In  fact,  the  presi- 
dent of  the  school  was,  at  the  time  of  their 
alleged  graduation,  under  indictment  in  New 
York  on  a charge  of  unlawfully  conferring  naturo- 
pathic degrees.  He  was  subsequently  convicted. 
Incidentally,  these  board  members  were  also 
licensed  chiropractors. 

Ultimately,  the  Supreme  Court  of  South 
Carolina,  upheld  the  constitutionality  of  the  legis- 
lature’s action.  However,  the  battle  has  not 
ended  yet;  appeals  to  the  Federal  courts  are  still 
possible.  Some  of  the  disenfranchised  naturo- 
paths need  not  be  too  disturbed  about  losing  their 
licenses.  They  can  just  turn  their  signs  around 
to  the  “chiropractor”  side. 

Tennessee  was  the  scene  of  a similar  situation 
where  fraudulent  licenses  were  issued  wholesale. 
After  indictment  of  a large  number  of  naturo- 
paths, the  Tennessee  legislature  repealed  the 
enabling  act  and  revoked  all  licenses. 
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In  Florida  naturopaths  enjoy  extensive  licens- 
ing privileges  and  can  even  prescribe  and  dis- 
pense narcotics.  Many  of  these  naturopaths 
also  allege  graduation  from  chiropractic  schools. 

You  cannot  protect  the  public  health  by  at- 
tempting to  control  such  practices  through 
licensure.  Limited  practice  acts  are  almost 
impossible  to  enforce  satisfactorily. 

If  a person  desires  to  assume  responsibility  for 
the  medical  care  of  people,  let  him  enter  into  the 
field  through  the  front  door,  not  the  cellar. 


The  doctor  of  medicine  qualifies  to  practice  the 
healing  art  only  after  long  years  of  study  and 
training  and  only  after  passing  rigorous  com- 
prehensive examinations.  There  are  no  short- 
cuts or  do-it-yourself  kits  in  this  field. 

Don’t  expose  the  public  to  the  ill-trained  and 
the  unqualified  through  legislative  action.  You 
cannot  create  a physician  by  legislation. 

Reference 
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Voice  Rehabilitation  ^ ia  Laryngeal  Surgery 
and  Speech  Therapy 


DE  GRAAF  WOODMAN,  M.D.,  AND  SHULAMITH  KASTEIN,  M.D.,*  NEW  YORK  CITY 

(From  the  Department  of  Otolaryngology,  Presbyterian  Hospital,  and  the  Department  of  Speech  Therapy, 

Vanderbilt  Clinic) 


We  are  aware  of  the  strides  the  speech 
therapist  has  made  in  rehabilitating 
patients  handicapped  by  the  loss  of  part  or  all  of 
the  larynx.  Use  of  surgery  as  an  aid  to  voice 
rehabilitation,  independent  of  the  removal  of 
laryngeal  growths  or  of  problems  secondary  to 
various  laryngeal  paralyses,  is  relatively  uncom- 
mon. I believe  that  this  surgical  field  presents 
an  opportunity  for  further  development. 

The  case  reported  represents  a type  of  lesion 
which  is  not  uncommonly  seen  in  laryngeal 
practice,  the  small  anterior  commissure  web. 
Such  webs  may  result  from  either  inflammatory 
disease,  trauma  secondary  to  attempts  at  biopsy 
of  growths,  or  removal  of  polyps  in  the  region  of 
the  anterior  commissure. 


* By  invitation. 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  May  10,  1956. 

Presentation  of  this  paper  was  followed  by  a Kodachrome 
sound-track  film  demonstrating  the  technic  described.  Pre- 
operative,  postoperative,  and  post-therapy  voice  recordings, 
together  with  views  of  the  vocal  cords  before  and  after  sur- 
gery, were  also  presented.  Copies  of  the  film  may  be  obtained 
or  rented  through  Sturgis-Grand  Productions,  322  East  44th 
Street,  New  York  17,  New  York. 


Fig.  1.  Anterior  commissure  showing  small  web. 


Case  Report 

Miss  S.,  age  thirty-eight,  gave  a history  of  child- 
hood croup  which  required  a tracheotomy.  The 
tube  was  removed  eleven  days  later,  and  she  re- 
mained hoarse  for  two  years.  During  primary  school 


Fig.  2.  Keel  placed  via  thyrotomy  approach.  ( A ) Midline  thyrotomy.  (B)  Exposure  of  web.  (C)  Web 

cut  at  midline. 
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Fig.  3.  Antero- 
posterior and  lat- 
eral views  of  keel 
in  position. 


Fig.  4.  Diagrammatic  sketch  showing  relationship  of 
keel  to  laryngeal  structures. 


days  she  was  able  to  sing,  although  her  voice  was  not 
good.  In  1950  she  developed  a hoarseness  which 
persisted  for  two  years.  She  consulted  a physician 
who  stated  she  had  a laryngeal  polyp.  He  removed 
the  polyp,  and  she  remained  aphonic  for  four  months. 
This  was  followed  by  a laryngoscopy  with  further 
attempt  at  removal,  resulting  in  only  slight  voice 
improvement.  The  report  of  the  last  biopsy  was 
also  laryngeal  polyp.  The  voice  remained  hoarse. 

The  patient  was  first  seen  in  the  fall  of  1952.  Her 
voice  was  whispering  in  quality,  and  the  anterior 
commissure  presented  a small  web  as  shown  in  Fig. 
1.  This  prevented  satisfactory  use  of  the  true  cords 
and  accounted  for  the  whispered  type  of  voice. 
Since  there  was  no  embarrassment  of  airway,  it  was 
thought  she  might  improve  with  voice  therapy,  and 
she  was  referred  to  one  of  the  speech  disorder  hos- 
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pitals.  Six  months  of  therapy  failed  to  give  any 
relief  or  improvement. 

Removal  of  the  web  by  means  of  a McNaught1 
keel  procedure  was  agreed  to  by  the  patient.  The 
keel  was  placed  via  a thyrotomy  approach  as  de- 
scribed by  McNaught  (Fig.  2).  X-rays  taken  the 
following  day  demonstrated  the  anteroposterior  and 
lateral  views  of  the  keel  in  position  (Fig.  3).  The 
diagrammatic  sketch  shows  the  relationship  of  the 
keel  to  the  laryngeal  structures  (Fig.  4). 

Eight  weeks  later  the  keel  was  removed  by  an  ex- 
ternal approach.  Recordings  of  the  voice  one  month 
after  keel  removal  showed  little  or  no  improvement. 
After  two  months  of  speech  therapy  definite  im- 
provement was  noted  in  the  recordings.  Recordings 
taken  fifteen  to  eighteen  months  later  demonstrated 
rather  marked  improvement  in  tone,  quality,  and 
strength  of  voice.  An  indirect  view  of  the  larynx  at 
that  time  showed  the  anterior  commissure  free  of 
web  (Fig.  5). 

The  voice  therapy  given  at  the  Vanderbilt  Clinic 
was  as  follows:  In  order  to  help  this  patient  reduce 
strain  and  tension  of  the  laryngeal  muscles  and  to 
produce  voice  on  a level  approximating  optimum 
pitch  (in  this  case  at  a pitch  lower  than  usual  for 
her),  Weiss  and  Beebe’s2  “chewing  method”  was 
used  as  the  therapy  of  choice.  In  introducing  this 
method,  the  patient  was  asked  to  think  of  chewing 
food  but  to  chew  with  voice  emission,  that  is,  loudly 
and  without  keeping  the  lips  closed.  The  impor- 
tance of  actually  chewing  rather  than  imitating 
chewing  movements  was  stressed.  The  chewing 
loudly  of  numbers,  the  days  of  the  week,  and  single 
words  followed.  When  this  could  be  done,  phrases 
and  sentences  were  chewed  aloud,  followed  by  read- 
ing aloud  with  each  word  being  chewed.  The  im- 
mediate goal  was  to  help  the  patient  chew  English, 
rather  than  to  speak  it,  for  all  communications.  As 
a result  the  voice  became  clearer  and  louder  and  the 
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Fig.  5.  Photograph  showing  indirect  view  of  larynx 
with  anterior  commissure  free  of  web. 


pitch  lower  and  closer  to  the  optimum  appropriate 
for  the  patient’s  age,  sex,  and  build.  The  patient 
spontaneously  reported  less  strain  in  the  larynx  and 
less  fatigue  when  speaking,  as  well  as  relief  from 
pain  and  discomfort.  To  complete  the  therapeutic 
program,  diaphragmatic  breathing  and  breath  con- 


trol to  eliminate  air  waste  were  taught.  Jaw  shaking 
with  phonation  was  also  used. 

Com  men  t 

It  is  suggested  that  cases  with  handicaps 
secondary  to  trauma  from  laryngeal  biopsies  or 
inflammations  be  examined  carefully.  Removal 
of  the  web,  even  when  it  is  small,  may  offer  a 
means  of  permitting  proper  function  of  the  true 
cords  which,  when  combined  with  postoperative 
speech  therapy,  may  aid  considerably  in  voice 
rehabilitation. 

Summary 

A case  report  has  been  presented  which  demon- 
strates the  value  of  combined  surgery  and  speech 
therapy  for  the  rehabilitation  of  voices  handi- 
capped by  webbing  at  the  anterior  commissure. 
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The  Present  Status  of  Arterial  Replacement 

ARTHUR  B.  VOORHEES,  JR.,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery,  Presbyterian  Hospital) 


Arterial  segments  have  been  replaced  ex- 
perimentally in  the  laboratory  for  over  fifty 
years  and  clinically  for  over  eight  years  by  a 
great  variety  of  materials.  The  list  of  materials, 
now  extensive,  has  included  almost  anything 
natural  or  foreign  to  the  body  that  could  be 
fashioned  into  a strong  smooth  tube.  Through 
the  process  of  elimination  the  arterial  homograft 
and  the  permeable  plastic  prosthesis  have 
emerged  as  the  most  promising  materials  at  this 
time. 

As  arterial  replacements  developed  from  the 
laboratory  stage  and  achieved  clinical  applica- 
tion, their  availability  became  a factor  for  serious 
consideration  and  served  as  the  impetus  for 
widespread  investigation  of  methods  to  preserve 
for  elective  use  the  generally  recognized,  func- 
tionally successful  arterial  homograft.  During 
the  course  of  this  intensified  research  work  several 
satisfactory  methods  of  preservation  were 
evolved,  and  greater  insight  into  the  ultimate  fate 
of  the  homograft  was  achieved.  A hypothesis 
advanced  by  Guthrie1  in  1919,  derived  from  ex- 
perimental data  of  implanted  formalinized  venous 
grafts,  that  “to  restore  and  maintain  function,  an 
implanted  segment  need  only  temporarily  restore 
mechanical  continuity  and  serve  as  a scaffolding 
or  bridge  for  the  laying  down  of  an  ingrowth  of 
tissue  derived  from  the  host”  has  been  confirmed 
by  the  behavior  of  arterial  homografts  preserved 
in  nutrient  media,  by  quick  freezing,  and  by 
freeze-drying  with  or  without  electron  or  chemi- 
cal sterilization. 

The  advent  of  synthetic  scaffolding  in  the  form 
of  a biologically  inert  permeable  plastic  pros- 
thesis was  born  by  chance  and  later  legalized  by 
hindsight.  After  an  extended  period  of  labora- 
tory study  the  clinical  application  of  the  per- 
meable plastic  prosthesis  was  initiated  approxi- 
mately five  years  after  the  clinical  application  of 


Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  May  9,  1950. 
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States  government. 


the  homograft;  it  assumed  the  role  of  a useful 
alternate  in  arterial  replacement.  Coincident 
with  this  role  as  a clinical  tool,  the  permeable 
plastic  prosthesis  assumed  a more  fundamental 
and  perhaps  more  important  role  in  the  labora- 
tory. By  allowing  for  minor  variations  in  the 
technics  of  application,  the  host  response  to  an 
implanted  synthetic  scaffolding  could  be  identi- 
fied and  studied.  This  is  not  to  imply  that  simi- 
lar studies  have  not  been  conducted  with  the 
homograft;  however,  the  confusion  of  donor  and 
recipient  contributions  in  the  process  of  repair 
could  be  eliminated.  Furthermore,  the  physical 
characteristics  of  the  implanted  plastic  prostheses 
could  be  maintained  constant  or  be  varied  at  will. 

As  a result  of  our  studies  we  have  arrived  at  the 
following  working  postulates: 

1 . The  functional  success  of  a prosthesis  must 
be  considered  separately  from  the  process  of 
healing.  Although  these  two  factors  may  be- 
come synonymous  in  the  long-term  study,  a pros- 
thesis under  given  circumstances  may  remain 
functionally  satisfactory  and  yet  show  delayed  or 
arrested  ingrowth  of  tissue  from  the  host  for  pe- 
riods up  to  a year  or  more. 

2.  There  is  considerable  variation  in  the  proc- 
ess of  tissue  ingrowth  from  animal  to  animal. 
The  reason  for  this  variation  is  not  known,  but 
nutritional  and  local  tissue  environment  differ- 
ences are  suspected  causes. 

3.  Above  and  beyond  the  individual  animal 
differences  in  repair,  the  ingrowth  of  tissue  is  in 
part  controlled  by  the  barrier  presented  by  the 
permeable  prosthesis.  A thick  textile  of  minimal 
porosity  heals  more  slowly  than  a thin  textile  of 
great  porosity.  It  is  assumed,  therefore,  that  the 
cells  of  repair  are  derived  from  the  surrounding 
tissues  and  not  from  cellular  elements  in  the 
blood. 

4.  For  a prosthesis  to  remain  functionally 
satisfactory,  it  must  be  able  to  conform  to  the 
linear  and  circumferential  stresses  of  scar  tissue 
contraction  without  becoming  significantly  de- 
formed. 

5.  In  addition  to  the  physical  barriers  of 
thickness  and  porosity,  local  chronic  inflamma- 
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ton-  reaction  about  the  synthetic  serves  as  an 
effective  endogenous  barrier  to  the  ingrowth  of 
connective  tissue  elements.  Thus  the  ideal  pros- 
thesis must  be  constructed  from  a biologically 
inert  material. 

6.  The  synthetic  must  remain  stable  within 
the  body  since  most  chemical  changes  that  occur 
tend  to  lead  to  a reduction  in  tensile  strength. 
Although  the  prosthesis  initially  serves  as  a 
scaffolding,  subsequent  strength  lent  to  the  wall 
is  of  great  importance. 

7.  The  rapidity  of  blood  flow  through  a pros- 
thesis immediately  after  implantation  is  of  im- 
portance. If  flow  is  interrupted  or  slowed,  pro- 
gressive thrombosis  occurs  almost  immediately. 
This  observation  is  of  considerable  importance 
when  the  prosthesis  is  employed  to  bridge  an  ar- 
tery dilated  or  occluded  by  the  arteriosclerotic 
process.  If  the  arterial  bed  distal  to  the  replaced 
segment  is  incapable  of  accepting  a minimal  flow 
rate  as  a result  of  arterial  disease  or  spasm,  the 
prosthesis  will  become  thrombosed.  The  same 
is  true  if  the  prosthesis  itself  impedes  flow  by  ex- 
cessive length  and/or  small  diameter.  It  is  vir- 
tually impossible  to  assay  all  the  factors  con- 
trolling the  flow  through  a given  segment,  and  it 
is  therefore  impossible  to  predict  a critical  di- 
ameter-length ratio.  However,  in  retrospect  the 
thrombosis  of  a replacement  can  usually  be  attrib- 
uted to  a demonstrable  fault  in  the  prosthesis 
or  in  the  distal  arterial  bed  which  has  impeded 
blood  flow.  When  blood  flow  in  the  distal  ar- 
terial bed  has  not  been  previously  diminished, 
successful  replacements  have  been  inserted  from 
the  level  of  the  renal  arteries  in  the  aorta  to  the 
popliteal  artery  for  a total  distance  of  40-odd 
centimeters. 

It  is  recognized  that  these  postulates  are  not 
complete,  but  at  the  moment  they  seem  to  be  of 
importance  and  can  be  used  as  the  basis  of  a fun- 
damental point  that  should  be  stressed.  De- 
spite the  simplicity  of  concept  of  “arteriogenesis” 
about  a natural  or  synthetic  scaffolding,  the 
choice  and  method  of  handling  of  these  materials 
are  of  fundamental  importance.  The  fact  that 
under  controlled  conditions  in  the  normal  labora- 
tory animal,  implants  of  permeable  plastic  pros- 
theses  and  preserved  homografts  are  accompanied 
by  a thrombosis  rate  of  less  than  5 per  cent 
establishes  a norm  against  which  we  can  measure 
the  accuracy  of  clinical  case  selection  and  the  ex- 
cellence of  implantation  technics. 

Turning  from  theory  to  the  practical,  we  are 


faced  today  with  the  problem  of  what  material  to 
use,  how  to  use  it,  and  where  to  use  it.  At  this 
time  in  Presbyterian  Hospital  the  synthetic  pros- 
thesis and  the  homografts  are  used  with  equal 
frequency  in  the  aorta  and  iliac  arteries.  In  the 
more  peripheral  arteries,  commonly  the  femoral 
and  popliteal,  the  ratio  of  homografts  to  synthetic 
prostheses  used  is  again  equal  where  short  seg- 
ment end-to-end  replacements  are  used.  In 
these  same  arteries,  however,  where  long  skip 
grafts  with  end-to-side  anastomoses  are  installed, 
the  homograft  is  favored.  This  preference  for 
the  homograft  is  in  the  main  a technical  one  due 
to  the  greater  flexibility  of  the  homograft  when 
compared  with  the  presently  available  prostheses. 
We  feel,  however,  that  this  advantage  may 
dwindle  with  the  advent  of  the  flexible  braided 
prosthesis  or  preformed  woven  tubes.  In  all  in- 
stances where  significant  growth  in  the  adjacent 
vessel  is  anticipated,  a homograft  is  the  method 
of  choice,  although  Griffith  et  al .*  have  recently 
circumvented  tins  problem  by  interrupting  the 
circumference  of  the  synthetic  prosthesis  by  a 
strip  of  homologous  artery  capable  of  subsequent 
growth.  These  preferences  have  been  predicated 
on  the  basis  of  an  unlimited  supply  and  are  not  of 
sufficient  magnitude  to  warrant  the  exclusion  of 
one  material  or  the  other.  It  is  anticipated  that 
as  homograft  procurement  and  preservation  tech- 
nics improve  and  the  fabrication  of  the  synthetic 
prosthesis  improves,  the  preferential  relationship 
will  change. 

On  the  basis  of  our  experience  and  the  experi- 
ence of  others  the  most  satisfactory  arterial  re- 
placement of  natural  origin  is  the  homograft  pre- 
served in  nutrient  media  or  by  freeze-drying,  and 
the  most  satisfactory  arterial  replacement  of 
synthetic  origin  is  derived  from  Vinyon  N,  Da- 
cron, Orion,  or  Teflon.  In  the  latter  group  selec- 
tion is  made  on  the  basis  of  polymer  stability  in 
the  tissue  and  lack  of  foreign  body  response  on  the 
part  of  the  host.  So  far  the  vast  majority  of  the 
synthetic  prostheses  that  we  have  used  have  been 
fabricated  from  a taffeta  weave  into  a tube  by  a 
linear  seam  of  a sewing  machine  or  by  a pattern 
weave.  Recently,  flexible  braided  tubes  have 
been  employed  and  seem  to  offer  some  immediate 
advantages.  We  assume  that  ultimately  all  the 
prostheses  and  homografts  will  undergo  degrada- 
tion. From  the  surgeon’s  point  of  view  there 
are  two  points:  (1)  the  rate  of  degradation  and 
(2)  the  response  of  the  host  repairwise  as  the 
elastic  fiber  of  the  homograft  or  the  synthetic 
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filament  of  the  prosthesis  fragments.  The  reso- 
lution of  these  two  factors  will  spell  out  the  ulti- 
mate results  of  the  replaced  segments.  The  time 
of  observation  of  the  synthetics,  three  to  four 
years,  seems  insufficient  to  detect  degradation, 
with  the  exception  of  Nylon;  however,  in  the 
homograft  four  to  six  years  after  implantation 
there  is  definite  evidence  of  degradation  in  a cer- 
tain small  percentage.  The  relation  between 
degradation  of  the  arterial  replacement  and  the 
reparative  response  or  lack  of  it  in  the  host  will 
be  of  significance  in  the  young  patient  but  will 
be  of  less  importance  in  the  older  age  groups 
where  normal  life  expectancy  is  diminished. 

In  the  main  our  clinical  experience  in  arterial 
replacement  has  been  derived  from  coarctation  of 
the  aorta,  luetic  or  arteriosclerotic  aneurysms, 
and  segmental  arteriosclerotic  occlusion  of  the 
aorta  and  its  major  branches  of  the  lower  ex- 
tremity. Over  the  past  five  years  more  than  1 50 
replacements  have  been  performed,  and  during 
the  past  two  years  the  ratio  of  prosthesis  to  homo- 
graft has  been  essentially  2:1. 

If  it  is  assumed  that  the  diagnosis  has  been 
made  in  each  of  the  major  groups,  our  indication 
for  resection  of  coarctation  of  the  aorta  has  been 
significant  upper  extremity  hypertension. 

In  aneurysm  of  the  aorta  we  are  advising  ex- 
cision in  nearly  all  instances  whether  or  not  the 
aneurysm  is  symptomatic.  We  feel  that  this  is  the 
definite  therapy  of  choice,  particularly  in  the  light 
of  a recent  study* 1 2 3  which  showed  that  50  per  cent 
of  the  patients  with  untreated  luetic  thoracic 
aneurysms  and  80  per  cent  of  the  patients  with 
untreated  arteriosclerotic  abdominal  aneurysms 
were  dead  of  their  disease  within  two  years  after 
discovery.  In  addition,  rupture  may  occur  at 
any  time  and  is  not  necessarily  preceded  by  warn- 
ing symptoms.  Too  little  time  has  elapsed  for 
critical  evaluation  of  life  expectancy  prolonga- 
tion following  excision  of  aneurysms,  although 
the  invariable  relief  of  symptoms  after  excision 
is  striking. 

More  recently  segmental  arterial  occlusion  due 
to  arteriosclerosis  has  become  an  entity  which 
has  attracted  considerable  attention.  The  at- 
tention has  been  directed  by  accurate  diagnosis 
through  arteriography  and  by  an  available 
therapy  in  the  form  of  the  arterial  replacement. 
The  life  of  the  patient  is  rarely  at  stake  in  these 
instances;  however,  function  and  comfort  of  the 
lower  extremities  is.  The  operative  mortality 
following  arterial  replacement  for  segmental  oblit- 
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eration  is  negligible;  however,  if,  through  disre- 
gard, sustaining  collateral  circulation  is  disturbed 
during  the  course  of  excision  and  replacement  of  a 
diseased  arterial  segment,  the  result  may  be  dis- 
astrous if  the  graft  subsequently  thromboses.  It 
is  for  this  reason  that  we  have  adopted  the  “by- 
pass” technic  advocated  by  Linton4  for  bypassing 
segmental  occlusion,  particularly  in  the  super- 
ficial femoral  artery.  Since  the  technic  does  not 
place  an  all-important  collateral  circulation  in 
jeopardy,  we  feel  secure  in  advocating  the  proce- 
dure where  comfort  and  activity  have  been 
limited. 

Sum  mary 

On  the  basis  of  experience  of  recent  years  the 
preserved  arterial  homograft  and  the  synthetic 
arterial  prosthesis  may  yield  equally  satisfactory 
results.  Valid  preferences  are  based  on  availa- 
bility and  the  local  technical  problems  of  im- 
plantation. The  clinical  application  of  the  arte- 
rial replacement  for  the  most  part  has  been  lim- 
ited to  a lifesaving  measure  in  the  case  of  the 
aneurysm  and  to  a comfort-producing,  tissue- 
saving measure  in  the  case  of  the  extremity  with 
ischemia  secondary  to  segmental  arterial  occlu- 
sion. Case  selection  on  this  basis  must  remain 
highly  individualized. 

In  the  presentation  of  this  summary  of  the  present  status 
of  vascular  replacement,  I have  drawn  freely  from  the  experi- 
ence of  others  at  the  Presbyterian  Hospital  and  am  particu- 
larly indebted  to  Dr.  Blakemore,  Dr.  Deterling,  and  Dr. 
McAllister  for  providing  the  information  and  experience 
necessary  in  compiling  this  paper. 
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Discussion 

Hugh  F.  Fitzpatrick,  M.D.,  New  York  City. — I 
had  the  opportunity  of  following  closely  the  initial 
work  of  Dr.  Voorhees  and  Dr.  Blakemore  with  their 
pliable  porous  Vinyon  N prostheses.  They  proved 
that  this  material  could  be  used  to  bridge  arterial 
defects.  The  fact  that  since  their  first  publication 
in  early  1952  there  have  been  almost  100  papers 
published  on  the  use  of  pliable  synthetic  tubes  for 
blood  vessel  replacement  attests  to  the  exciting  and 
practical  aspects  of  their  contributions  in  this  field 
of  surgery. 

Our  experience  is  more  limited  than  theirs,  but 

05 


ARTHUR  B.  VOORHEES,  JR. 


there  are  several  points  which  may  be  important  in 
the  use  of  either  the  homograft  or  synthetic  pros- 
thesis. First  of  all,  I would  like  to  discourage  doing 
an  arteriogram  in  the  operating  room  after  a graft 
has  been  successfully  inserted.  It  is  tempting  to 
visualize  at  that  time  the  re-establishment  of  vessel 
continuity  by  a graft.  It  certainly  is  not  necessary, 
however,  to  ascertain  that  the  graft  is  functioning. 
An  arteriogram  at  this  time  may  in  fact  jeopardize 
the  continuity  of  flow  through  the  graft  by  inducing 
further  vessel  spasm  and  intimal  irritation.  The 
chance  is  not  worth  taking  simply  for  an  x-ray  con- 
firmation of  one’s  achievements. 

Preoperative  arteriograms,  on  the  other  hand,  are 
very  valuable  for  they  localize  diseased  or  ob- 
structed areas  in  question.  While  an  arteriogram 
may  visualize  the  popliteal  vessels  and  suggest  an 
adequate  runoff  below  a segmental  obstruction,  it 
cannot  be  interpreted  as  a quantitative  evaluation 
of  the  flow  distal  to  the  obstructed  segment.  The 
conventional  anteroposterior  view  may  likewise  be 
misleading  since  it  may  demonstrate  an  adequate 
lumen  in  that  plane.  At  the  time  of  operation, 
however,  one  is  often  impressed  with  the  eccentric 


narrowing  of  the  vessel  due  to  degenerative  changes 
most  marked  in  the  posterior  aspect  of  the  vessel. 
An  arteriogram  in  the  lateral  plane  would  reveal  a 
lumen  of  lesser  diameter  in  such  a vessel.  Therefore, 
biplane  arteriograms  may  help  in  assessing  the 
prognosis  following  graft  insertion  and  may  likewise 
help  delineate  the  favorable  from  the  unfavorable 
surgical  candidate. 

Another  point  worth  mentioning — and  I am  sure 
Dr.  Voorhees  agrees  since  we  have  discussed  this 
previously — is  that  the  graft  should  be  inserted 
under  some  tension ; that  is  to  say,  at  the  completion 
of  the  anastomoses  the  tension  in  the  graft  should  be 
such  that  no  buckling  or  kinking  in  the  graft  can 
occur.  To  prevent  angulation  and  kinking  it  may 
be  wise  to  suture  the  seam  of  the  graft  in  several 
places  to  surrounding  tissues. 

I believe  Dr.  Voorhees’  illustration  of  the  sites 
where  the  homograft  and  the  synthetic  tubes  are 
used  by  their  group  is  a very  good  one  and  one  worth 
following  at  this  time.  Only  as  clinical  experience 
and  continued  research  accumulates,  can  a new  set 
of  rules  be  written  and  the  final  decision  on  the 
homograft  versus  the  cloth  prosthesis  be  rendered. 
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By  1950  our  communities  had  become  increas- 
ingly aware  of  the  widespread  use  of  nar- 
cotic drugs  (mainly  heroin)  and  its  surprising 
prevalence  among  adolescents.  The  Legislature 
of  the  State  of  New  York  took  cognizance  of 
this  problem,  and  Public  Health  Law  3360  forms 
the  legal  basis  for  the  hospitalization  of  adoles- 
cents under  twenty-one  years  of  age  who  are  in 
need  of  care,  treatment,  and  rehabilitation  be- 
cause of  a drug  problem. 

Riverside  Hospital  was  established  by  the 
Department  of  Hospitals  of  the  City  of  New 
York  in  July,  1952,  for  that  precise  purpose. 
Patients  admitted  to  this  hospital  go  through  the 
legal  procedure  of  being  committed  to  the  hospi- 
tal under  the  Public  Health  Law  by  the  Narcotics 
Term  Court  of  the  Magistrates’  Court  of  the 
City  of  New  York.  (Youngsters  under  sixteen 
years  of  age  go  through  a similar  procedure  at 
the  Bronx  Children’s  Court.)  The  hospital  has 
a bed  capacity  of  140  patients.  It  is  located 
on  North  Brother  Island,  which  is  a small  island 
of  about  13  acres,  located  in  the  East  River  at 
134th  Street  in  the  Bronx.  It  can  be  reached  by 
ferry  only,  which  is  of  some  significance  in  view 
of  the  security  problems  involved  and  permits 
easier  control  of  persons  and  goods  reaching  the 
hospital. 

The  hospital  is  staffed  by  a number  of  phy- 
sicians, the  majority  of  whom  are  psychiatrists, 
but  there  are  also  general  practitioners,  neu- 
rologists, a gynecologist,  and  dentists.  The 
Nursing  Service  is  performing  not  only  the 
strictly  necessary  nursing  duties,  but  also  a great 
deal  of  the  daily  living  problems  are  handled 
by  them.  A staff  of  psychiatric  social  workers 
is  available  not  only  to  deal  with  the  daily  en- 
vironmental problems  of  the  patients,  but  also 
to  do  intensive  case  work  whenever  necessary. 
The  Psychology  Department  performs  testing 
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functions  and  is  involved  in  psychotherapeutic 
work  with  the  patients.  The  work  program  is 
under  the  Vocational  Rehabilitation  Department 
which  is  also  called  on  to  solve  the  patients’ 
vocational  problems.  The  Board  of  Education 
has  established  an  extensive  and  varied  educa- 
tional program  by  attaching  P.S.  619  to  the 
hospital;  not  only  are  academic  subjects  taught, 
but  extensive  shop  facilities  (woodworking, 
ceramics,  home  economics,  etc.)  are  also  avail- 
able. 

The  entire  hospital  structure  is  based  on  the 
concept  of  the  team,  which  means  that  each 
patient  is  exposed  to  study  and  treatment  by  a 
multidisciplinary  approach.  Under  the  guidance 
of  a psychiatrist,  the  team  consists  of  a psycholo- 
gist, social  worker,  vocational  adviser,  recrea- 
tional worker,  nurse,  and  teacher.  All  of  these 
people  participate  in  the  discussions  concerning 
the  patients  and  transmit  any  decisions  of  the 
team  to  their  respective  areas. 

The  hospital  is  not  only  intended  to  provide 
psychiatric  care  of  the  patients,  but  for  those  who 
are  not  yet  accessible  to  such  an  approach,  the 
hospital  attempts  to  provide  healthful  living 
conditions  and  to  teach  behavior  more  accept- 
able to  the  community  than  the  ways  of  fife 
and  behavior  some  of  our  patients  have  followed 
up  to  now.  This  includes  better  working  habits, 
better  leisure  time  activities,  and  also  more 
conventional  and  less  asocial  interpersonal  rela- 
tions. 

As  soon  as  the  addict  enters  the  hospital,  he 
is  withdrawn  from  the  influence  of  drugs.  This 
gives  rise  to  a group  of  abstinence  symptoms 
known  as  withdrawal  sickness.  The  withdrawal 
should  be  accomplished  as  quickly  and  as  hu- 
manely as  possible.  Although  it  is  a self-limited 
illness,  the  use  of  a substitute  drug  of  the  same 
family  as  the  addicting  drug  will  lessen  the 
intensity  of  the  symptoms  and  permit  the  es- 
tablishment of  a positive  relationship  between 
patient  and  therapist.  The  drug  of  choice  is 
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methadone  (Amidone,  Dolophine).  It  is  admin- 
istered in  doses  of  5 mg.  by  mouth  every  three  to 
four  hours,  and  our  patients  need  about  four  or 
five  doses  of  the  drug,  usually  during  the  first 
forty-eight  hours.  In  addition,  chloral  hydrate 
or  one  of  the  quick-acting  barbiturates  is  given  for 
restlessness  and  insomnia.  The  psychologic 
pressures  for  more  dings  can  be  rather  easily 
overcome  by  support,  encouragement,  and 
reassurance,  and  seventy-two  hours  after  admis- 
sion the  patient  is  ready  to  be  integrated  into  the 
ward  routine. 

By  conducting  the  treatment  of  the  with- 
drawal sickness  in  this  way,  it  is  possible  to 
spare  the  patient  undue  suffering  in  the  form  of 
such  a somber  picture  as  severe  retching,  vomit- 
ing, abdominal  cramps,  diarrhea,  loss  of  weight 
(up  to  5 pounds  in  twenty-four  hours),  rest- 
lessness, insomnia,  and  muscle  twitching.  The 
majority  of  our  patients  complain  of  lacrimation, 
rhinorrhea,  excessive  perspiration,  yawning; 
some  show  anorexia,  myosis,  gooseflesh,  and  some 
muscle  tremor.  Some  sleep  disturbance  and 
restlessness  are  almost  always  present. 

There  seems  to  be  a difference  in  the  severity 
and  the  duration  of  the  withdrawal  sickness 
between  the  adult  and  the  adolescent  addict. 
Several  reasons  are  responsible  for  it.  First,  the 
general  physical  condition  of  the  adolescents  is 
incomparably  better  than  that  of  the  adult 
addicts.  Then  the  relatively  short  period  of 
addiction  must  be  taken  into  consideration. 
Our  patients  are  in  the  sixteen  to  twenty-one- 
year  age  group,  and  the  duration  of  the  addiction 
is  on  the  average  about  two  years,  with  a few 
exceptions  up  to  five  years.  Finally,  the  amount 
of  drug  consumed  is  usually  around  2 “bags” 
of  heroin  a day.  Since  a “bag”  contains  about 
1/si  grain  of  heroin  and  since  the  drug  is  no  more 
than  1 to  3 per  cent  pure,  the  actual  amount  of 
drug  taken  is  small. 

There  are  also  psychologic  factors  to  be  con- 
sidered. Instead  of  developing  severe  withdrawal 
symptoms,  requiring  prolonged  and  massive 
pharmacologic  substitution,  the  adolescent  may 
still  have  a sufficient  flexibility  of  his  emotional 
mechanisms  to  handle  his  weaning  from  the  drug 
in  a different  way.  The  adult,  on  the  other 
hand,  is  more  set  in  his  patterns  of  behavior,  and 
withdrawal  symptoms  are  more  difficult  to 
minimize  or  replace  by  other  types  of  adaptive 
behavior. 

As  soon  as  the  acute  phase  of  weaning  from 


drugs  is  accomplished,  the  patient  is  ready  to 
enter  a more  formal,  more  prolonged,  and  more 
significant  part  of  the  rehabilitation  program, 
which  is  the  psychiatric  treatment.  It  is  well 
known  that  the  psychiatric  management  of 
drug  addicts  is  fraught  with  many  obstacles. 
Without  going  into  the  dynamic  problems  of 
these  patients,  without  pretending  to  have  an 
answer  to  the  therapeutic  problems  presented 
by  such  perplexing  entities  as  character  dis- 
order, impulse  neurosis,  etc.,  it  is  quite  obvious 
that  any  inroads  on  these  problems  can  be  made 
only  through  the  establishment  of  a relation 
between  patient  and  therapist  and  that  over- 
coming the  patient’s  resistances  would  be  a step 
in  the  right  direction.  The  patient  very  soon 
resorts  to  a series  of  maneuvers  to  resist  therapy 
— all  of  them  quite  conscious  and  superficial 
and  largely  relating  to  environmental  “reality.” 
These  obstacles  are  the  involuntary  nature  of 
the  patient’s  hospitalization;  his  denial  of  the 
total  involvement  of  his  personality  in  the  illness 
and  the  attempt  to  think  of  his  addiction  as  an 
entity  completely  isolated  from  any  other  emo- 
tional problem;  his  tendency  to  manipulate  the 
environment.  These  factors  exist  in  all  patients, 
and  a few  words  must  be  said  to  elucidate  them. 

The  majority  of  our  patients  come  to  the 
hospital  because  of  outside  pressures  rather  than 
their  own  desire  for  help.  These  outside  pres- 
sures may  be  the  choice  given  by  the  judge 
between  jail  and  the  hospital;  the  feeling  that 
the  police  are  closing  in;  the  threats,  pleas,  or 
cajoling  of  the  family.  The  patient  many  times 
feels  that  his  family  is  not  helping  him  but  that 
they  have  abandoned  him  and  put  him  into  a 
punitive  situation.  This  is  reinforced  by  the 
fact  that  admission  to  the  hospital  entails  an 
appearance  before  the  Narcotic  Term  Court 
under  the  Public  Health  Law,  and  the  length 
of  hospitalization  is  beyond  the  patient’s  con- 
trol, thus  equating  it  in  his  mind  to  a jail  sen- 
tence. Many  times  the  family’s  attitude  is  such 
as  to  make  the  patient’s  feeling  that  he  is  being 
punished  quite  understandable.  The  patient 
is  then  physically  present  and  accessible  to  our 
ministrations,  but  his  basic  lack  of  motivation 
and  overt  resentment  against  this  enforced 
treatment  make  his  psychologic  cooperation 
difficult.  The  patient’s  attitude  is  reflected  in 
the  statement,  “I  am  here,  but  you  can’t  make 
me  talk.”  The  therapist  has  to  be  prepared  for  a 
long  period  of  silence,  broken  appointments,  and 
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general  lark  of  cooperation. 

The  mechanisms  of  denial  and  isolation  are 
brought  into  play  by  patients  who  state  that  as 
long  as  their  weaning  from  drugs  has  been  accom- 
plished, there  is  nothing  more  the  therapist  can 
do  for  them.  The  patient’s  failure  to  recognize 
symptoms  as  part  of  deeper  pathology  is  a well- 
known  defense  to  all  of  us  physicians.  Some  of 
the  patients  will  say,  “What  does  my  addiction 
have  to  do  with  my  parents?,”  or  “You  just 
take  care  of  my  troubles  with  drugs;  leave  my 
wife  out  of  it.”  The  patient  uses  his  most 
apparent  symptom — addiction — as  resistance. 
It  is  the  therapist’s  job  to  transform  an  addict 
into  a psychiatric  patient.  The  addiction  has 
to  be  put  in  its  proper  perspective  as  an  integral 
part  of  the  complicated  fabric  of  the  patient’s 
psyche.  The  only  way  to  deal  with  this  problem 
is  by  working  through  the  relation  between  pa- 
tient and  therapist. 

The  patient  tries  in  many  ways  to  satisfy  his 
large  and  small  demands,  which  may  range  from 
his  desire  for  discharge  from  the  hospital  to  minor 
details  of  daily  living.  In  this  endeavor  the 
patient  is  aided  and  abetted  by  his  amazing 
ability  to  manipulate  the  environment.  He  may 
pit  against  each  other  the  different  members  of 
his  family,  the  hospital  staff,  and  the  different 
agencies  concerned  with  his  welfare,  creating 
confusion,  misunderstanding,  and  at  times  ill  feel- 
ings. He  is  helped  in  all  this  by  the  experience 
acquired  during  his  clandestine  and  shadowy 
existence  as  an  addict  where  such  behavior  is 
the  rule  and  enables  him  to  survive  and  also 
rewards  him  with  the  staff  of  life  of  every  addict: 
the  drug.  Close  liaison  and  frequent  detailed 
communication  among  the  different  persons 
concerned  with  the  treatment  of  the  patient 
are  important  not  only  to  handle  the  “real” 
problems  which  arise  through  these  manipula- 
tions, but  also  to  be  able  to  confront  the  patient 
in  the  therapeutic  situation  with  his  behavior 
and  to  discuss  its  significance  constructively. 


In  the  course  of  the  treatment  inevitably  one 
is  confronted  with  the  question,  “What  do 
drugs  do  for  the  patient?”  The  answers  vary, 
but  in  a general  way  the}’  tend  to  polarize  around 
two  dynamic  trends,  which  are  well  illustrated 
in  the  following  abbreviated  case  histories. 


Case  1. — A seventeen-year-old  male  began  using 
drugs  shortly  after  leaving  school;  he  felt  that 
heroin  quieted  him,  that  he  was  able  to  face  people 


without  too  much  fear.  The  family  felt  that  while 
he  was  under  the  influence  of  drugs,  he  was  less 
irritable,  more  sociable,  and  less  prone  to  daydream- 
ing. Following  withdrawal  the  patient  became  irri- 
table and  argumentative  but  at  the  same  time  de- 
tached and  obviously  immersed  in  a world  all  of  his 
own;  many  times  he  would  not  react,  when  spoken 
to.  Although  he  never  presented  disciplinary  prob- 
lems, he  was  unable  to  follow  the  hospital  program. 
He  eventually  became  overtly  bizarre  in  his  behav- 
ior, disturbing  to  other  patients,  and  had  to  be 
transferred  to  Bellevue  Hospital  for  observation  and 
commitment.  It  seems  that  in  this  case  the  addic- 
tion prevented  or  delayed  the  emergence  of  a psy- 
chosis. It  was  interesting  to  observe  the  gradual 
worsening  of  known  symptoms  and  the  appearance 
of  new  ones,  all  adding  up  to  an  acute  psychotic 
condition. 

• 

It  is  a well-known  fact  that  the  removal  of 
certain  defenses — in  this  case  addiction — may 
precipitate  the  emergence  of  a much  more  serious 
psychiatric  illness.  It  would  seem  that  in  this 
case  the  heroin  helped  the  patient  to  master 
some  conflicts,  which  his  tottering  defenses 
could  not  handle  otherwise.  This  applies  to  a 
whole  gamut  of  conditions  (schizophrenia  in 
all  of  its  forms  and  degrees;  the  inadequate 
personality  syndrome)  and  symptoms  like  hostil- 
ity, obsessive  thinking,  anxiety,  delusions, 
sexual  impulses,  etc.  The  patient  may  thus  be 
able  to  handle  certain  problems  by  denying  their 
existence,  diminish  the  intensity  of  others,  and 
strengthen  his  ability  to  cope  with  still  others. 
This  is  not  intended  as  a facetious  statement,  and 
of  course  nobody  would  be  foolish  enough  to 
suggest  the  use  of  narcotic  drugs  as  a new  method 
of  treatment  of  certain  psychiatric  conditions; 
however,  in  this  respect  addiction  may  have  an 
unsuspected  “constructive,”  integrative,  and 
supportive  value,  adding  another  weapon  to  the 
scarce  psychologic  resources  of  the  person. 

Case  2. — The  second  case  concerns  a nineteen- 
year-old  male  who  had  been  a heroin  addict  for 
over  two  years.  While  in  school  he  was  involved  in 
car  thefts,  joy  rides,  petty  thievery,  and  truancy. 
No  serious  conflict  with  the  law  occurred  since  both 
of  his  divorced  parents  were  highly  respected  mem- 
bers of  the  community,  and  the  father  was  working 
for  a law  enforcement  agency.  On  the  surface  the 
patient  was  an  ingratiating,  pleasant  young  man, 
whom  nobody  would  suspect  of  wrongdoing  and  who 
fostered  this  impression  by  a surprised  and  hurt 
attitude  of  “Who,  me?”  when  confronted  with  some 
of  his  activities.  While  in  the  hospital  he  was 
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suspected  to  be  one  of  the  leaders  of  a group  of  dis- 
contented and  obstreperous  patients. 

In  this  case  the  addiction  seems  to  have  had  a 
different  meaning  to  the  patient.  Through  it 
he  expressed  his  discontent,  protest,  rebellion, 
and  anger  against  the  significant  persons  in  his 
life  as  well  as  against  society  in  general.  This 
sort  of  person  does  things  on  a dare  so  as  not  to 
be  accused  of  lack  of  courage;  he  takes  poorly 
to  authority  and  defies  it  readily — sometimes 
openly,  sometimes  in  more  subtle  ways.  Usually 
there  is  a great  tendency  toward  acting  out,  and 
delinquent,  psychopathic,  and  aggressive  traits 
are  in  the  foreground. 


Summary 

1.  Withdrawal  symptoms  in  this  group  of 
patients  are  generally  mild,  of  short  duration, 
and  require  a minimum  of  medical  care. 

2.  These  patients  resist  therapy  by  exploiting 
several  factors:  the  involuntary  nature  of  their 
hospitalization;  thinking  of  their  addiction  as  an 
entity  isolated  from  any  other  emotional  prob- 
lem; their  great  tendency  to  manipulate  the 
environment. 

3.  From  the  viewpoint  of  “symptom  choice,” 
addiction  may  not  only  express  a person’s  rebel- 
lious tendencies,  but  also  may  have  an  integra- 
tive role. 
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Effects  of  Mild  Analgesics  in  Postpartum  Pain 

A Method  for  Evaluating  Analgesics 


LOUIS  R.  ORKIN,  M.D.,  BRONX,  NEW  YORK,  SAMUEL  I.  JOSEPH,  M.D.,*  LOS  ANGELES,  CALIFORNIA, 
AND  MARTIN  HELRICH,  M.D.,*  BALTIMORE,  MARYLAND 

( From  the  Department  of  Anesthesiology , New  York  University  Post-Graduate  Medical  School ) 


This  study  was  undertaken  to  evaluate  a 
method  for  the  assay  of  mild  analgesics  in 
man.  The  difficulty  of  any  technic  for  the  assay 
of  analgesic  potency  revolves  around  the  problems 
associated  with  the  type  of  pain  (real  or  ex- 
perimental), the  mode  of  action  of  the  analgesic, 
the  high  percentage  of  placebo-reactors,  and  the 
usual  variabilities  associated  with  age,  sex, 
physical  status,  etc.  In  this  report  the  attempt 
is  made  to  eliminate  as  many  patient  variables 
as  feasible.  Multiparous  postpartum  patients 
who  desired  something  for  relief  of  after-pains 
appeared  to  be  an  ideal  group.  These  women 
had  a similar  type  of  real  pain  which  responded 
to  “mild”  analgesics,  such  as  codeine  or  aspirin. 
The  patients  were  categorized  automatically  as 
to  age,  sex,  general  well-being,  and  physical 
status.  All  had  a certain  euphoria  and  sense  of 
accomplishment  associated  with  their  mother- 
hood. 

The  two  drugs  to  be  evaluated,  N-acetyl 
p-aminophenol  and  4-aminoantipyrine  with  or 
without  carbromal,  are  compared  to  aspirin  or 
codeine  and  a placebo. 

Method 

Patients  were  divided  into  three  groups  of  ap- 
proximately equal  size  by  random  selection  of 
therapy  to  alternating  cases.  The  patients 
were  normal  postpartum  multiparous  mothers 
who  requested  some  medication  for  after-pains. 
Drugs  were  coded  by  an  investigator  who 
neither  administered  nor  evaluated  the  effects 
of  medication.  Coded  bottles  were  stocked  to 
last  one  week  to  ten  days.  The  coding  was 
changed  with  each  new  set.  Only  three  sep- 
arate groups  of  capsules  were  used  at  any  one 
time.  One  was  a known  analgesic  (codeine  or 


* By  invitation. 
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aspirin),  the  second  was  a drug  whose  analgesic 
properties  were  under  question,  and  the  third  was 
a placebo.  Patients  were  informed  that  they 
were  receiving  something  for  their  pain.  Drugs 
were  administered  every  four  hours  if  the  after- 
pains  persisted. 

The  following  day  the  patient  was  questioned 
by  a technician  who  functioned  as  observer  and 
recorder.  Results  were  recorded  as  good  if  the 
patient  had  complete  comfort  and  pain  relief, 
fair  if  relief  of  pain  or  discomfort  was  incom- 
plete, or  poor  if  there  was  no  relief  after  the 
patients  had  received  three  doses  of  the  med- 
ication. No  attempt  was  made  to  record  either 
number  of  doses  or  duration  of  effect.  The 
only  criterion  was  the  ability  to  provide  pain 
relief  during  the  twenty-four  hours  after  the 
patient  requested  medication. 

Results 

The  results  of  drug  administration  were  re- 
corded in  1,199  patients.  Of  these,  444  received 
a drug  of  unknown  potency,  381  received  a 
known  mild  analgesic,  and  371  received  a placebo. 

Placebo. — Of  the  371  patients  who  received  a 
placebo,  113  or  30  per  cent  had  a good  effect, 
159  or  43  per  cent  were  judged  as  fair,  and  99 
or  27  per  cent  as  poor.  If  one  is  willing  to  accept 
this  as  a normal  response  to  an  inert  substance, 
ranges  may  be  determined  by  binomial  expansion 
to  furnish  confidence  limits  of  95  and  99  per 
cent.  The  results  of  the  effect  of  placebos  and 
the  ranges  for  the  confidence  limits  cited  are 
shown  in  Table  I.  Thus,  all  results  which  lie 
outside  the  confidence  limits  of  95  per  cent  have 
only  a 1:20  possibility  of  being  due  to  chance 
alone  and  are  significant.  Similarly,  for  the  99 
per  cent  confidence  limits,  the  results  outside 
this  range  have  only  a 1 : 100  possibility  of  being 
due  to  chance  and  are  thus  considered  highly 
significant.  The  application  of  the  figures  in 
Table  I to  Table  II  is  self-evident. 


January  1,  1957 


71 


ORKIN,  JOSEPH,  AND  HELRICH 


TABLE  I. — Pain  Relief  of  After-Pains  Following  Ad- 
ministration of  Placebo  to  371  Patients  (Confidence 
Limits  Calculated  by  Binomial  Expansion) 


Good 

Fair 

Poor 

Number  of 

113 

159 

99 

patients 
Per  cent 

30 

43 

27 

Confidence  limits 
95% 

25  to  35% 

38  to  48% 

23  to  31  % 

99% 

24  to  37% 

36  to  60% 

21  to  34% 

A second  method  is  also  applicable  if  the  as- 
sumption is  made  that  the  placebo  group  rep- 
resents a normal  distribution.  The  application 
of  the  chi-square  technic  has  advantage  over  the 
above  in  that  it  evaluates  the  relationship  in 
proportion  to  the  number  of  subjects  receiving 
the  drugs.  The  results  of  this  interpretation  are 
cited  in  Table  II. 

The  best  criterion  of  the  results  of  a new 
analgesic  is  its  action  on  the  placebo-resistant 
patients.  If  the  normal  percentage  of  this 
group  is  27  per  cent,  then  a reduction  to  14  per 
cent  with  aspirin  is  highly  significant.  This 
significance  may  be  expressed  in  various  ways 
depending  on  treatment  of  the  data.  The 
failure  rate  is  93  per  cent  greater  with  a placebo 
than  with  aspirin.  Another  expression  is  that 
the  relief  rate  is  increased  13/t3  or  17.9  per  cent. 
The  most  objective  statement  is  as  follows:  27 
per  cent  minus  14  per  cent  equals  13  per  cent  or 
13  percentage  points.  An}-  of  the  above  criteria 
demonstrates  a significant  difference  between 
the  placebo  and  known  analgesic. 

Analgesics. — Codeine  and  aspirin  were  chosen 
as  mild  analgesics  whose  actions  have  long  been 
accepted  empirically  and  proved  experimentally. 
The  results  with  these  and  other  analgesics  are 
expressed  in  Table  II.  The  reduction  of  poor 
results  to  16  per  cent  with  codeine  and  to  14  per 
cent  with  aspirin  and  the  increase  in  good  results 


to  50  and  44  per  cent,  respectively,  are  highly 
significant  by  all  methods  of  analysis. 

The  first  of  the  unknown  drugs  to  be  evaluated 
was  N-acetyl  p-aminophenol  in  doses  of  0.25  Gm. 
After  41  patients  had  received  this  medication, 
it  was  evident  from  the  high  percentage  of 
failures  (40  per  cent)  that  further  screening  would 
be  fruitless.  In  fact,  this  percentage  of  poor 
results  is  significantly  higher  than  the  percentage 
found  with  the  placebo.  If  one  were  willing  to 
accept  this  variation,  it  must  be  interpreted  as 
lowering  of  the  threshold  to  pain.  Another 
group  of  122  patients  received  twice  the  initial 
dose  or  0.5  Gm.  of  N-acetyl  p-aminophenol.  No 
significant  difference  is  seen  between  this  drug 
and  the  expected  results  with  a placebo. 

A combination  of  N-acetyl  p-aminophenol 
(0.3  Gm.)  and  carbromal  (0.3  Gm.)  was  admin- 
istered to  92  patients.  The  results  in  Table  II 
indicate  no  significant  differences  from  the 
placebo.  There  is  a shift  in  the  percentage  of 
patients  from  the  good  to  the  fair  category. 

Doses  of  0.5  Gm.  of  4-aminoantipyrine  were 
administered  to  109  patients.  The  results  were 
not  significantly  different  from  those  with  the 
placebo.  This  drug  was  also  combined  with 
carbromal  in  equal  concentration  and  adminis- 
tered to  80  patients  in  capsules  of  0.6  Gm.  each. 
There  were  47  per  cent  good  results  and  28  per 
cent  fair  results.  This  is  a significant  shift. 
Twenty-five  per  cent  were  failures.  The  in- 
ability to  reduce-  this  latter  group  of  patients 
significantly  from  the  percentage  seen  with  the 
placebo  casts  doubt  on  the  efficacy  of  the  prep- 
aration. 

Comment 

The  therapy  of  after-pains  in  the  multiparous 
postpartum  patient  is  a simple  one.  A placebo 


TABLE  II. — Results  of  Administration  of  Analgesic,  Placebo,  or  Unknown  Analgesic  to  1,199  Postpartum 
Patients  Who  Complained  of  Pain  (Significance  Determined  by  Chi-Sqdare) 


Drug 

Dose 

(Gm.) 

Number 

of 

Patients 

-r, 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Aspirin 

0.6 

310 

137 

44* 

130 

42* 

43 

14* 

Codeine 

0 03 

74 

37 

50* 

25 

34* 

12 

16* 

N-acetyl  p-aminophenol 

0.5 

122 

46 

36 

50 

43 

26 

21 

0.25 

41 

11 

26 

14 

34 

16 

40 

N-acetyl  p-aminophenol 

0.3) 

92 

20 

22 

48 

52 

24 

26 

Carbromal 

0.3  / 

4-Aminoantipyrine 

0.5 

109 

38 

35 

42 

38 

29 

27 

4-Aminoantipyrine 

0.3  1 

80 

38 

47* 

22 

28* 

20 

25 

Carbromal 

0.3  / 

Placebo 

371 

113 

30 

159 

43 

99 

27 

* Significant  at  99%  level  (P  < 0.01). 
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decreases  the  pain  in  73  per  cent  of  these  women. 
Mild  analgesics  will  increase  this  percentage  to 
approximately  85  per  cent.  No  doubt  a kind 
word  or  appropriate  bedside  manner  could  do 
almost  as  well. 

The  interesting  aspects  of  this  investigation 
are  the  high  incidence  of  good  results  with  a 
placebo  and  the  implications  of  these  data  in  any 
study  of  analgesic  potency.  Clinical  studies  may 
reveal  good  results  (75  per  cent  relief)  which  are 
entirely  erroneous  and  misleading  unless  adequate 
control  of  the  experimental  factors  is  provided. 
The  powerful  effect  of  the  placebo  has  been 
emphasized  by  Beecher  et  al.l~3  and  by  Papper 
and  Rovenstine.4  Even  in  the  patients  with 
major  wounds,  placeboes  yield  astonishing 
results.  A review  by  Beecher1  sums  up  the  ex- 
perience of  many  investigators  with  problems 
concerning  the  action  of  the  placebo  in  pain, 
cough,  or  tension  situations.  The  average 
satisfactory  relief  was  35  per  cent  in  this  group. 
Batterman5-6  expresses  the  concept  that  the 
placebo  is  not  an  inert  mechanism  if  the  patient 
is  conditioned  to  expect  pain  relief.  He  recom- 
mends the  utilization  of  alternate  patients  rather 
than  the  study  of  patients  who  have  been  con- 
ditioned by  analgesics.  This  study  utilized  the 
alternate  patient  selection  with  acute  observation 
over  twenty-four  hours.  A separate  study  on  the 
placebo-resistant  and  mild  analgesic-resistant 
patient  would  be  valuable.  In  this  group  of 
patients  the  pain  lasted  only  twenty-four  hours, 
and  such  an  investigation  was  not  feasible. 

The  method  used  also  does  not  distinguish 
between  an  agent  which  relieves  the  cause  of 
pain  and  one  which  raises  the  threshold.  This 
essential  differential,  pointed  out  by  Harris  and 
Worley,7  is  important  with  aspirin.  The  drug 
causes  no  more  elevation  of  experimental  pain 
threshold  than  a placebo,  but  its  ability  to  re- 
lieve pain  is  undisputed. 

Summary 

1.  The  results  of  the  administration  of 


codeine  or  aspirin  to  384  patients,  a placebo  to 
371  patients,  and  unknown  analgesics  to  444 
patients  is  presented.  The  patients  required 
pain  relief  for  after-pains. 

2.  A placebo  will  relieve  pain  in  approximately 
75  per  cent  of  these  patients.  Codeine  or  aspirin 
will  increase  this  percentage  to  85  per  cent. 

3.  A discussion  of  the  method  and  problems 
associated  with  this  type  of  investigation  is  pre- 
sented. 
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Discussion 

Virginia  Apgar,  M.D.,  New  York  City. — The 
method  the  authors  describe  for  testing  new  drugs 
aimed  at  analgesia  should  be  applicable  to  several 
new  chemicals  clamoring  for  recognition  in  this 
field.  It  is  once  again  reassuring  to  find  that  as  with 
so-called  “natural  childbirth,”  one  dose  of  physician 
interest  is  as  valuable  as  a dose  of  Demerol  or  a 
barbiturate  and  that  a similar  dose  of  physician 
interest  is  equally  effective  in  a “natural  after- 
birth.” This  phase  has  been  somewhat  neglected 
by  the  natural  childbirthians. 

Dr.  Orkin  has  handled  well  the  problem  of 
“placebo-reactors”  so  well  elucidated  in  an  editorial  in 
the  J.A.M.A.  in  October,  1955.  In  that  editorial  it 
is  pointed  out  that  a group  of  these  placebo-reactors 
may  well  upset  any  statistical  analysis  of  placebos 
versus  a definite  drug  reaction.  It  is  therapeu- 
tically reassuring  that  even  with  the  possible  pres- 
ence of  placebo-reactors,  codeine  and  aspirin  are 
reliable  analgesic  drugs  and  that  the  new  drugs 
tested  add  nothing  to  our  armamentarium.  A dose 
of  250  mg.  of  N-acetyl  p-aminophenol  could  be 
used  to  lower  pain  threshold  with  its  40  per  cent 
failure  rate. 


Sesquicentennial  Meeting — February  18  to  21,  1957 


January  1,  1957 


73 


RECENT  ADVANCES  IN 
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A series  of  review  articles  dealing  with  medical  progress 


ROBERT  TURELL,  M.D.,  Editor 


The  Present  Status  of  the  Treatment  of  Cor  Pulmonale 

SIMON  BACK,  M.D.,  NEW  YORK  CITY 
( From  the  Cardiographic  Laboratory,  Mount  Sinai  Hospital) 


Recent  advances  in  our  knowledge  of  pul- 
monary and  cardiac  function  in  chronic 
pulmonary  diseases  have  stimulated  interest 
in  the  treatment  of  cor  pulmonale.1-3  A better 
understanding  of  the  physiologic  changes  in 
cardiopulmonary  function  in  cor  pulmonale  has 
led  to  the  application  of  improved  therapeutic 
measures.  Successful  treatment  of  heart  failure 
due  to  cor  pulmonale  depends  on  the  recognition 
of  the  predisposing  and  precipitating  causes  for 
the  cardiac  failure  and  whether  these  factors  can 
be  eliminated  or  minimized  before  the  failure 
becomes  irreversible.4  It  would  be  of  value, 
therefore,  to  review  and  summarize  briefly  the 
causes  of  cor  pulmonale  before  discussing  the 
treatment. 

Pulmonary  Hypertension 

Since  the  lungs  are  situated  between  the  right 
and  left  sides  of  the  heart,  chronic  lung  disease 
will  result  in  right  heart  strain  because  of  its  effect 
on  pulmonary  blood  flow  and  pulmonary  artery 
pressure  (Fig.  1).  Pulmonary  hypertension  may 
be  produced  by  any  one  or  a combination  of  the 
following  factors:  (1)  increase  in  pulmonary  blood 
flow,  (2)  restriction  of  the  pulmonary  capillary 


Presented  in  part  at  the  Annual  Meeting  of  the  American 
College  of  Chest  Physicians,  Atlantic  City,  New  Jersey,  June 
3,  1955. 


bed,  (3)  anoxia,  and  (4)  increase  in  left  atrial 
pressure. 

1 . An  increase  in  pulmonary  blood  flow,  exceed- 
ing two  and  one-half  or  three  times  the  normal, 
is  required  to  produce  an  increase  in  pul- 
monary artery  pressure.  Pulmonary  hyperten- 
sion secondary  to  increase  in  pulmonary  blood 
flow  per  se  is  not  met  with  in  pulmonary  disease. 
However,  less  marked  increases  in  pulmonary 
blood  flow  which  occur  in  emphysema  and  in 
any  condition  associated  with  chronic  hypoxia 
may  contribute  to  pulmonary  hypertension  when 
any  of  the  other  factors  are  present  to  a significant 
degree. 

2.  Restriction  of  the  pulmonary  vascular  bed 
produces  obstruction  of  pulmonary  blood  flow 
and,  therefore,  pulmonary  hypertension.  The 
obstruction  is  generally  at  the  level  of  the  cap- 
illaries and  arterioles  and  results  from  organic 
changes  in  the  alveolar  walls  or  from  arteriolar 
spasm.  Restriction  of  the  vascular  bed  is  com- 
mon to  a wide  variety  of  pulmonary  diseases 
which  ultimately  lead  to  cor  pulmonale  (right 
ventricular  strain  and  failure). 

3.  Anoxia  or,  more  accurately,  hypoxia  is 
probably  the  most  important  physiologic  dis- 
turbance in  pulmonary  disease  leading  to  pul- 
monary hypertension  and  cardiac  failure.  Hy- 
poxia may  result  from  alveolar  hypoventilation 
produced  usually  by  emphysema,  bronchospasm, 
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Fig.  1.  Mechanisms  of  cardiac  failure  in  pulmonary  disease. 


and  bronchial  obstruction  or  from  alveolar- 
capillary block  due  to  lesions  which  impair  the 
diffusion  of  gases  across  the  alveolar-capillary 
membrane. 

Hypoxia  produces  pulmonary  hypertension  by 
several  mechanisms,  some  of  which  are  not  as 
yet  completely  clear  (Fig.  1).  It  may  result  in 
spasm  of  the  pulmonary  vascular  bed,  producing 
obstruction  to  pulmonary  blood  flow.  It  causes 
tachycardia  and  affects  the  metabolism  of  the 
myocardium.  It  produces  hypervolemia  with 
increased  hematocrit.  This  may  be  due  to  anoxic 
stimulation  of  the  bone  marrow.  The  cardiac 
output  is  increased  by  all  these  factors.  Finally, 
the  combination  of  increased  pulmonary  flow, 
increased  cardiac  output,  and  pulmonary  vascu- 
lar obstruction  leads  to  increased  pulmonary 
artery  pressure,  right  ventricular  strain  and 
hypertrophy,  and  increased  work  of  the  heart. 
When  acute  hypoxia  is  superimposed  on  this 
condition,  there  is  sudden  right  heart  dilatation, 
anoxic  changes  in  the  myocardium,  and  right 
heart  failure. 

4.  Increased  left  atrial  pressure  is  not  a 
significant  factor  in  chronic  pulmonary  disease. 
It  usually  results  from  mitral  stenosis  or  from 
left  ventricular  failure. 

Causes  of  Cor  Pulmonale 

One  can  now  classify  into  several  groups  the 
various  pulmonary  diseases  which  produce 


TABLE  I. — Classification  of  Causes  of  Cor  Pulmonale 


A.  Hypoxia  associated  with  alveolar  hypoventilation 

1.  Bronchospastic  disorders 

(a)  Obstructive  pulmonary  emphysema 

( b ) Asthma 

2.  Restrictive  disease  of  chest 

(a)  Fibrothorax 

( b ) Kyphoscoliosis 

3.  Neuromuscular  disorders 

(a)  Poliomyelitis 

( b ) Myasthenia 

B.  Restriction  of  pulmonary  vascular  bed 

1.  Silicosis 

2.  Diffuse  fibrosis  of  any  cause 

3.  Diffuse  granulomatosis 

4.  Primary  pulmonary  hypertension 

5.  Chronic  recurrent  pulmonary  emboli 

6.  Irreversible  changes  associated  with  mitral  stenosis 

7.  Parasitic  infestation — schistosomiasis 

8.  Pulmonary  emphysema  (the  most  common) 

C.  “Alveolar-capillary  block” 

1.  Boeck’s  sarcoid 

2.  Idiopathic  alveolar  fibrosis 

3.  Rich-Hamman’s  disease 

4.  Berylliosis 

5.  Lymphangitic  carcinoma 


cardiac  failure  on  the  basis  of  the  physiologic- 
mechanisms  involved  (Table  I).  The  three  main 
mechanisms  are  (1)  hypoxia  due  to  alveolar 
hypoventilation,  (2)  restriction  of  the  pulmonary 
vascular  bed,  and  (3)  alveolar-capillary  block. 

Hypoxia  due  to  Alveolar  Hypoventila- 
tion.— The  important  causes  of  alveolar  hypo- 
ventilation are  the  bronchospastic  disorders, 
restrictive  diseases  of  the  chest,  and  neuro- 
muscular disorders.  The  most  frequent  groups 
one  encounters  clinically  are  the  bronchospastic 
disorders,  including  bronchial  asthma  and  ob- 
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structive  emphysema,  which  are  associated  with 
marked  airway  obstruction.  Alveolar  hypo- 
ventilation is  not  the  only  factor  in  emphysema 
leading  to  cardiac  failure  since  there  is  also 
some  anatomic  reduction  of  the  pulmonary 
vascular  bed  produced  by  the  organic  changes  in 
the  alveolar  walls  and  by  the  pulmonary  arterio- 
sclerosis secondary  to  the  pulmonary  hyperten- 
sion. 

The  clinical  importance  of  recognizing  the 
presence  of  alveolar  hypoventilation  and  hypoxia 
lies  in  the  fact  that  these  conditions  are  often 
reversible,  particularly  in  the  early  stages. 
Patients  with  cor  pulmonale  may  benefit  a great 
deal  from  treatment  directed  to  the  cause  of 
alveolar  hypoventilation  and  pulmonary  in- 
sufficiency as  well  as  to  the  heart  failure  per  se. 
Treatment  for  the  heart  failure  alone  may  lead  to 
poor  results. 

The  most  important  restrictive  diseases  of  the 
chest  which  lead  to  alveolar  hypoventilation  and 
hypoxia  are  fibrothorax  and  kyphoscoliosis. 
These  conditions  may  have  the  same  effect  on 
the  heart  as  emphysema.  Less  common  causes 
of  hypoxia  are  neuromuscular  disorders,  such  as 
myasthenia  gravis  and  poliomyelitis,  which  affect 
the  diaphragm  and  the  other  muscles  of  respira- 
tion and  interfere  with  pulmonary  ventilation. 
In  these  conditions  it  is  evident  that  treatment 
must  be  directed  primarily  to  the  underlying 
neuromuscular  disorder  rather  than  to  the 
heart.  More  recently,  there  has  been  described5 
an  “obesity  syndrome,”  accompanied  by  somno- 
lence, arterial  oxygen  unsaturation,  polycythemia, 
and  right-sided  failure,  due  to  alveolar  hypo- 
ventilation. 

Restriction  of  the  Pulmonary  Vascular 
Bed. — Pulmonary  hypertension  and  cor  pul- 
monale may  be  produced  by  a wide  variety  of 
diseases  which  involve  the  pulmonary  vascular 
system,  such  as  silicosis,  diffuse  granulomatosis, 
or  diffuse  fibrosis  from  any  cause.  A second 
group  includes  so-called  primary  pulmonary 
hypertension  in  which  the  pulmonary  arterioles 
may  be  hyperplastic  and  narrowed,  and  schisto- 
somiasis of  the  lungs  which  results  in  arteritis 
of  the  smaller  pulmonary  arteries.  A third  im- 
portant cause  of  restriction  of  the  vascular  bed 
is  mitral  stenosis,  and  it  is  well  known  that  the 
pulmonary  vascular  changes  in  mitral  stenosis 
may  be  responsible  in  great  part  for  the  disability 
in  this  disease,  particularly  the  right  heart  failure. 

Finally,  the  most  important  cause  of  restriction 


of  the  pulmonary  vascular  bed,  as  already  stated, 
is  obstructive  pulmonary  emphysema.  This  is 
due  to  stretching  and  thinning  of  the  alveolar 
walls,  disruption  of  the  alveolar  capillaries,  and 
involvement  of  the  arterioles.  Obstruction  of 
the  capillar}’  blood  flow  often  results  in  the  de- 
velopment of  arteriovenous  shunts  which  adds 
further  to  the  arterial  oxygen  unsaturation. 
These  anatomic  changes,  culminating  in  pul- 
monary hypertension  and  impaired  oxygenation 
of  the  pulmonary  blood,  are  generally  irreversible. 

Alveolar-Capillary  Block. — In  this  dis- 
turbance there  is  disturbed  or  impaired  alveolar 
gas  exchange  due  to  physiologic  or  anatomic 
changes  in  the  alveolar  walls  which  impair  diffu- 
sion of  gases  across  the  alveolar-capillary  mem- 
brane. This  is  generally  accompanied  by  a 
restricted  vascular  bed  as  well  as  anoxia.  It  is 
caused  by  such  lesions  as  Boeck’s  sarcoid, 
lymphangitic  carcinoma,  and  berylliosis,  which 
infiltrate  the  alveolar  walls,  and  by  idiopathic 
interstitial  fibrosis  or  pneumonia  (Rich-Ham- 
man's  disease).  With  rare  exceptions  these 
conditions  are  generally  irreversible. 

The  clinical  picture  is  characterized  by  marked 
tachypnea  and  minimal  cyanosis  and  clubbing. 
There  is  no  airway  obstruction  and  no  obstruc- 
tion to  breathing  as  in  the  emphysema  group 
with  alveolar  hypoventilation.  Pulmonary  in- 
sufficiency is  marked  and,  in  contrast  to  em- 
physema, may  cause  death  before  heart  failure 
sets  in. 

Treatment  of  Alveolar 
Hypoventilation 

It  may  be  seen  from  the  foregoing  brief  dis- 
cussion that  the  treatment  of  heart  failure  due 
to  cor  pulmonale  will  be  effective  only  in  the 
conditions  in  which  the  physiologic  disturbances 
leading  to  heart  failure  are  not  too  advanced  and 
still  in  the  reversible  stage.  This  is  particularly 
true  of  the  emphysema  and  bronchospastic  dis- 
orders. Therefore,  the  remainder  of  the  dis- 
cussion will  be  devoted  predominantly  to  the 
treatment  of  alveolar  hypoventilation  which  is 
the  basic  physiologic  disturbance  in  chronic 
emphysema  (Table  II). 

Treatment  of  Infection:  Antibiotics 

Infection  is  the  most  frequent  precipitating 
cause  for  acute  anoxia  and  diminished  alveolar 
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TABLE  II. — Therapeutic  Measures  in  Alveolar 
Hypoventilation  (Emphysema) 


1.  Antibiotics 

2.  Bronchodilators 

3.  Steroids 

4.  Oxygen 

5.  Intermittent  positive  pressure  breathing 

6.  Diaphragmatic  breathing  exercises 

7.  Respiratory  stimulants:  Diamox,  salicylates 

8.  Phlebotomy 

9.  General  cardiac  measures:  digitalis,  mercurial  diuretics 


ventilation  in  patients  with  chronic  emphysema.6 
Acute  bronchitis  and  pneumonitis  are  commonly 
the  cause  of  the  first  bout  of  congestive  failure 
due  to  cor  pulmonale.  Infection  increases 
alveolar  exudates  and  secretions  and  produces  in- 
flammatory edema  in  the  bronchial  system  and 
bronchospasm.  These  deleterious  effects  result 
in  narrowing  and  obstruction  of  the  respiratory 
airways  and  in  alveolar  hypoventilation. 

Treatment  of  bronchopulmonary  infection  is 
therefore  the  most  important  available  measure 
for  the  prevention  and  management  of  cor 
pulmonale.  In  the  early  stages  the  heart  failure 
is  reversible  if  the  acute  infection  is  controlled 
with  antibiotics.  Thus,  it  is  important  to  recog- 
nize the  presence  of  infection  before  irreversible 
heart  failure  develops.  It  should  be  emphasized 
that  one  must  not  wait  for  the  full-blown  clinical 
picture  of  pulmonary  infection  before  starting 
antibiotic  therapy.  Any  acute  or  unexplained 
exacerbation  of  shortness  of  breath,  cyanosis, 
cough,  or  wheezing  should  make  one  suspect  the 
presence  of  pulmonary  infection.  One  need  not 
wait  for  the  appearance  of  fever  or  chest  signs 
such  as  pulmonary  rales.  It  is  also  important  to 
bear  in  mind  that  fever  may  not  develop  or  may 
be  suppressed,  even  in  severe  pulmonary  infection, 
when  the  patient  is  treated  with  adrenocorticoid 
steroids. 

In  the  treatment  of  acute  infection  penicillin 
and  the  broad-spectrum  antibiotics  are  generally 
effective.  In  very  severe  or  fulminating  infec- 
tions the  latter  should  be  administered  intra- 
muscularly. It  has  been  demonstrated7  that 
combined  therapy  with  multiple  antibiotics,  in- 
cluding penicillin  and  one  of  the  broad-spectrum 
preparations  such  as  tetracycline,  is  more  effec- 
tive in  the  immediate  and  long-term  effects  than 
administration  of  a single  antibiotic  alone. 
Multiple  antibiotics  given  in  large  doses  during 
the  acute  stage  of  infection  and  in  smaller  main- 
tenance doses  for  long-term  treatment  will  reduce 
the  incidence  of  exacerbation  and  recurrence  of 


TABLE  III. — Bronchodilators  in  the  Treatment  or 
Alveolar  Hypoventilation  (Particularly  Emphysema) 


A. 

Aerosol  therapy 

i. 

With  compressed  air  or  oxygen 

2. 

3. 

Hand  nebulizer 
Vaponephrin  or  Isuprel 

4. 

Detergents  (Alevaire) 

B. 

Oral  therapy 

1. 

Ephedrine 

2. 

Aminophylline 

3. 

Choline  theophyllinate 

4. 

Sedation 

5. 

Combination  of  above 

6. 

Steroids  (asthma) : prednisone 

C. 

Sublingual — isopropylarterenol  and  similar  agents 

D. 

Rectal 

I. 

Aminophylline  suppository 

2. 

Aminophylline  rectal  instillation 

E. 

Parenteral 

i. 

Aminophylline,  intravenous  or  intramuscular 

2. 

Adrenalin 

3. 

Isuprel 

4. 

Steroids  (asthma):  ACTH  and  hydrocortisone 

pulmonary  infection.  Combined  therapy  also 
reduces  the  requirements  for  large  doses  of  each 
individual  antibiotic  and  the  danger  of  resistant 
organisms. 

Since  the  patient  with  emphysema  and  cor 
pulmonale  is  always  subject  to  recurrent  infec- 
tions, long-term  prophylaxis  with  multiple  anti- 
biotics is  indicated  to  avoid  acute  flareups  of  in- 
fection and  exacerbation  of  failure.  For  pro- 
phylaxis the  intermittent  administration  of  the 
antibiotic  for  periods  of  five  to  seven  days  may 
be  advisable  to  avoid  or  minimize  the  danger  of 
fungal  or  saphrophytic  pneumonia.  Smaller 
dosage  is  required  for  prophylaxis  than  for  treat- 
ment of  established  infection. 

Hr  on  ch  odi  la  tors 

Bronchodilators  are  useful  in  the  prevention 
and  treatment  of  bronchospasm  and  bronchial 
obstruction  and  in  the  reduction  of  bronchial 
secretions.8  In  Table  III  are  listed  the  various 
types  of  preparations  and  methods  of  administra- 
tion. 

Aerosol  therapy  can  be  given  with  compressed 
oxygen  or  air  or  byhandnebulizerorinconjunction 
with  intermittent  positive  pressure  breathing.  The 
drugs  most  frequently  used  are  Vaponephrin  and 
Isuprel.  It  must  be  kept  in  mind  that  occasional 
reactions  to  these  drugs  may  occur,  particularly 
sudden  rise  or  fall  in  blood  pressure  and  tachy- 
cardia. In  most  patients,  however,  these  drugs 
can  be  used  daily  for  many  years  without  harmful 
effects  on  the  bronchial  mucosa.  It  should  be 
remembered  that  Vaponephrin  imparts  a pink 
color  to  the  sputum  and  that  a pink  sputum  does 
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not  necessarily  mean  hemoptysis. 

Detergents  administered  by  inhalation  (Alevaire) 
are  also  said  to  be  useful  in  eliminating  or 
decreasing  tenacious  secretions  in  the  bronchi, 
but  the  results  unfortunately  are  not  always 
effective. 

Oral  therapy  with  bronchodilators  is  less  satis- 
factory than  other  modes  of  administration. 
However,  in  sufficient  dosage  satisfactory  effects 
can  often  be  obtained.  They  should  be  given  at 
regular  intervals  around  the  clock,  particularly  at 
night.  The  best  effects  are  obtained  with  a com- 
bination of  ephedrine,  an  aminophylline  or  theo- 
phylline preparation,  and  a sedative.  Good 
bronchodilator  effects  with  reduced  dyspnea  and 
wheezing  and  increased  vital  capacity  and  maxi- 
mum breathing  capacity  have  recently  been  re- 
ported9 following  the  use  of  choline  theophyllin- 
ate.  In  addition,  the  diuretic  effects  of  this  drug 
as  well  as  aminophylline  may  help  the  patient 
with  congestive  failure. 

Aminophylline  suppositories  are  indicated  only 
for  short-term  use  since  long  use  invariably  re- 
sults in  proctitis.  Furthermore,  absorption  of 
the  aminophylline  from  rectal  suppositories  is 
erratic.  In  acute  situations  rectal  instillation 
of  100  cc.  of  a solution  containing  0.5  Gm.  of 
aminophylline  is  preferable. 

Sublingual  tablets  of  isupropyl-arterenol 
(Isuprel)  may  result  in  more  rapid  absorption 
than  oral  medication. 

Steroid  Therapy 

The  use  of  the  adrenocorticoid  steroids  (corti- 
sone, ACTH,  and  prednisone)  has  been  found  to 
be  very  effective  in  patients  with  cor  pulmonale 
associated  with  bronchospasm  and  status 
asthmaticus.10'11  They  are  effective  even  in  the 
absence  of  asthma.  These  drugs  reduce  broncho- 
spasm and  inflammatory  edema,  resulting  in  in- 
creased alveolar  ventilation,  reduction  in  hypoxia, 
and  improved  cardiopulmonary  function.  Thus, 
objective  evaluation  of  patients  with  chronic 
emphysema  treated  with  steroids  has  indicated 
that  there  is  increased  vital  capacity  and  maxi- 
mum breathing  capacity  and  diminution  in 
dyspnea  and  wheezing. 

Prednisone  and  prednisolone  are  preferable  to 
the  earlier  available  commercial  preparations  since 
their  use  is  not  accompanied  by  significant  sodium 
and  water  retention  and  weight  gain.  Actually 
the  improved  blood  and  tissue  oxygen  tension 
may  result  in  removal  of  sodium  and  water  from 


the  fibrotic  tissues  of  the  lungs.  One  should  not 
delay  their  use  until  the  heart  failure  is  in  the 
advanced  and  irreversible  stage.  Initial  daily 
dosage  of  prednisone  ranges  from  20  to  40  mg.  in 
divided  doses  around  the  clock.  This  is  rapidly 
reduced  to  10  to  20  mg.  as  symptomatic  improve- 
ment occurs,  and  a daily  maintenance  dose  of  5 
to  10  mg.  is  continued  for  several  days  to  several 
weeks. 

Parenteral  therapy  may  be  required  in  acute 
emergencies  in  patients  in  status  asthmaticus  or 
severe  respiratory  distress  associated  with  marked 
bronchospasm  or  hypoxia.  A solution  containing 
aminophylline  and  hydrocortisone  may  be  given 
by  slowr  intravenous  drip  if  very  rapid  effects  are 
required. 

Since  the  use  of  the  steroids  may  mask  the 
signs  of  pulmonary  infection  or  may  reactivate 
previous  infection,  it  is  advisable  to  supplement 
their  use  with  antibiotics.7  Combined  steroid 
and  antibiotic  therapy  is  indicated  in  most  cases, 
particularly  for  long-term  administration.  It  is 
also  important  to  watch  for  other  side-effects,  the 
most  frequent  of  which  are  mild  hyperadrenalism, 
disturbed  mental  state,  and  gastric  disturbances. 
The  only  contraindications  to  the  use  of  steroids 
are  pulmonary  tuberculosis,  peptic  ulcer,  psy- 
chosis, and  severe  diabetes,  all  of  which  may  be 
aggravated  or  reactivated. 

Oxygen  Therapy 

As  in  congestive  failure  due  to  other  causes, 
oxygen  administration  is  of  great  value  in  chronic 
cor  pulmonale.12  This  is  particularly  true  during 
or  after  pulmonary  infection  in  order  to  relieve 
anoxia  and  asphyxia  and,  therefore,  to  avoid  heart 
failure.  By  relieving  dyspnea  and  hypoxia  it  is 
also  very  beneficial  when  congestive  failure  is 
already  present. 

However,  great  caution  in  the  use  of  oxygen  is 
indicated  in  the  treatment  of  cor  pulmonale  due 
to  obstructive  emphysema  in  the  advanced  state 
because  of  the  distinct  danger  of  producing  hypo- 
ventilation and  apnea.413  In  a patient  with 
chronic  emphysema  with  severe  hypoxia  there 
is  usually  carbon  dioxide  retention,  increased 
arterial  pC02  and  acidosis.  Breathing  is  pri- 
marily maintained  by  the  anoxic  stimulation  of 
the  aortic  and  carotid  bodies.  Administration  of 
oxygen  in  such  a situation  relieves  the  hypoxia 
and  raises  the  arterial  blood  oxygen  but  at  the 
same  time  may  remove  the  only  available  stimulus 
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M to  breathing,  resulting  in  hypoventilation  and 
is  apnea.  This  may  result  in  further  carbon  dioxide 
)■  retention,  uncompensated  respiratory  acidosis, 
b I somnolence,  stupor,  and  coma.  In  such  a patient 
)'  I removal  of  carbon  dioxide  may  be  more  important 
than  giving  oxygen. 

Such  a complication  may  occur  in  about  10  per 
1 i cent  of  cases  of  advanced  emphysema.  In  the 
other  90  per  cent  of  cases  oxygen  can  be  given 
without  such  a complication,  provided  it  is  ad- 
ministered intermittently  and  for  short  periods 
and  the  patient  is  observed  carefully  for  somno- 
lence. Never  start  with  high  concentrations. 
One  should  start  with  low  oxygen  concentrations 
and  increase  slowly.  It  is  also  important  to 
watch  the  carbon  dioxide  combining  power  and 
blood  gases  during  oxygen  therapy.  It  may  be 
simpler  and  just  as  accurate  to  determine  the 
pH  of  the  arterial  blood  since  it  has  been  demon- 
strated that  there  is  a greater  correlation  be- 
tween the  occurrence  of  coma  or  stupor  and  the 
pH  (less  than  7.4)  than  the  pCCh  of  the  arterial 
blood. 

Intermittent  Positive  Pressure 
Breathing  ( IPPB ) 

Administration  of  oxygen  by  an  intermittent 
positive  pressure  apparatus  permits  oxygenation 
of  the  alveoli,  without  the  danger  of  apnea,  by 
maintaining  adequate  minute  ventilation.4'14 
This  method  has  the  second  advantage  of  help- 
ing to  deliver  nebulized  bronchodilators  and  anti- 
biotics deep  into  the  bronchioles  in  a more  efficient 
manner  than  ordinary  aerosol  therapy  because  of 
more  uniform  distribution.  Intermittent  posi- 
tive pressure  breathing  may  eliminate  more  car- 
bon dioxide  and  thereby  reduce  carbon  dioxide 
retention  and  improve  arterial  oxygen  saturation. 
Alveolar  ventilation  is  improved  and  dyspnea 
decreased.  This  type  of  treatment  is  indicated, 
therefore,  in  acutely  ill  patients  with  marked 
arterial  oxygen  unsaturation  and  carbon  dioxide 
retention  who  may  develop  hypoventilation  and 
apnea  with  ordinary  oxygen  treatment.  It  also 
promotes  bronchial  drainage  and  serves  as  a 
good  breathing  exercise.  Thus,  it  may  be  used 
as  a daily  treatment  at  home  in  ambulatory 
patients  to  provide  subjective  relief  and  prevent 
progression  of  the  pulmonary  insufficiency. 

Certain  precautions  are  necessary,  however, 
even  with  this  method  of  administering  oxygen. 
One  must  be  careful  that  alveolar  ventilation 
as  well  as  minute  ventilation  is  actually  increased. 
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This  may  be  checked  by  measuring  the  blood 
arterial  carbon  dioxide.  If  it  is  lowered,  it  in- 
dicates the  removal  of  carbon  dioxide  by  an  in- 
crease in  alveolar  ventilation.  Another  possible 
danger  is  that  positive  pressure  and  overventila- 
tion may  reduce  the  cardiac  output  by  interfer- 
ing with  pulmonary  blood  flow.  This  is  im- 
portant in  patients  who  already  have  diminished 
cardiac  output  due  to  shock  or  marked  pulmonary 
hypertension.  It  has  been  suggested  that  this 
danger  may  be  avoided  by  using  positive-negative 
pressure  (negative  pressure  during  expiration) 
instead  of  positive-zero. 

The  Drinker  tank  respirator  may  be  of  value 
in  the  acutely  ill  patient  with  marked  anoxia  and 
hypoventilation.  However,  if  the  patient  is 
unconscious  or  in  coma,  one  must  use  care  in 
applying  the  Drinker  apparatus.  Since  the 
patient  must  be  in  the  supine  position,  it  is  im- 
portant to  guard  against  secretions  going  down 
into  the  respiratory  tract.  The  patient’s  breath- 
ing must  be  timed  with  the  rate  of  respiration  of 
the  apparatus  so  that  he  is  not  breathing  in  while 
the  respirator  is  breathing  out.  Some  IPPB 
machines  (like  the  Bennett)  are  patient-initiated 
at  the  start  of  respiration. 

Methods  of  Increasing  Diaphragmatic 
Excursion 

Several  methods  are  available  and  have  been 
used  for  many  years  in  patients  with  emphysema 
in  an  attempt  to  elevate  the  depressed  diaphragm. 
Abdominal  belts  compress  the  abdominal  viscera 
and  elevate  the  diaphragm.  This  may  also  be 
accomplished  by  pneumoperitoneum.  It  is  hoped 
that  elevation  of  the  diaphragm  would  increase 
its  excursion  and  result  in  increased  ventilation. 

Breathing  exercises  may  have  two  beneficial 
effects.  They  may  help  the  patient  make  more 
efficient  use  of  his  respiratory  muscles  and  so  re- 
duce the  work  of  breathing.  Diaphragmatic 
breathing  exercises  may  also  produce  increased 
diaphragmatic  excursion.  This  results  in  in- 
creased tidal  volume  at  a lower  respiratory  rate 
and  improved  alveolar  ventilation.  In  one  series 
of  cases15  this  was  manifested  by  increased  arterial 
oxygen  saturation,  decreased  arterial  pC02,  and 
increased  exercise  tolerance  with  less  dyspnea. 

Respi ra t ory  Stimu la nts 

Diamox  (Carbonic  Anhydra.se  Inhibitor). — 
As  already  indicated,  hypoventilation  in  em- 
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physema  and  cor  pulmonale  results  in  increased 
alveolar  carbon  dioxide  and  retention  of  carbon 
dioxide  in  the  arterial  blood.  The  arterial  blood 
pH  falls,  and  acidosis  results.  This  is  compen- 
sated by  increased  reabsorption  of  bicarbonate  in 
the  renal  tubules,  resulting  in  a rise  of  blood  bi- 
carbonates  and  a state  of  compensated  respiratory 
acidosis.16 

Diamox  has  been  recommended  in  the  treat- 
ment of  cor  pulmonale  because  of  the  following 
pharmacologic  effects:17-18 

1.  As  in  congestive  heart  failure  due  to  other 
causes  Diamox  has  been  employed  as  a diuretic. 
By  its  direct  effect  on  the  kidney  it  may  result 
in  a copious  excretion  of  sodium,  potassium,  bi- 
carbonate, and  water,  thus  reducing  pulmonary 
and  peripheral  venous  congestion. 

2.  In  addition  to  its  role  as  a diuretic,  the  use 
of  Diamox  in  cor  pulmonale  has  been  invoked  for 
the  management  of  the  hypercapnea  and  its 
associated  depression  of  the  respirator}7  center. 
This  has  been  based  on  several  grounds.  First, 
Diamox  may  exert  a direct  stimulating  effect  on 
the  respiratory  center  and  improve  alveolar 
ventilation.  Second,  the  increased  urinary  excre- 
tion of  bicarbonate  may  lower  the  blood  bicar- 
bonate level.  Since  the  hypercapnea  in  ad- 
vanced emphysema  decreases  the  sensitivity  of 
the  respiratory  center  to  pCO>,  the  lowering  of 
the  blood  bicarbonates  by  Diamox  may  decrease 
the  respiratory  depression  and  improve  alveolar 
ventilation.  Such  improved  ventilation  may  be 
noted  particularly  during  exercise.4  The  lower- 
ing of  the  blood  carbon  dioxide  level  during  rest 
allows  more  “room”  for  the  patient  to  elevate 
his  carbon  dioxide  level  during  exercise. 

To  be  effective  Diamox  must  be  given  in  fair!  -’ 
large  doses  intermittently  for  short  periods. 
Doses  of  250  to  1,000  mg.  daily  should  be  given 
for  four  or  five  days,  alternating  with  a free 
period  of  several  days  to  avoid  the  development 
of  tolerance.  Some  investigators  have  found 
the  drug  disappointing.  Following  initial  im- 
provement during  the  first  two  weeks  of  treat- 
ment, most  of  the  symptoms  may  return  despite 
continued  use  of  the  drug. 

Salicylates. — Recently  it  has  been  demon- 
strated1920 that  salicylates  in  large  doses  increase 
the  sensitivity  of  the  respiratory  center  to 
carbon  dioxide  and  may  result  in  improved 
alveolar  ventilation.  However,  very  large  doses, 
out  of  the  range  usually  tolerated,  may  be  re- 
quired. The  use  of  salicylates  for  this  purpose  is 


still  in  the  experimental  stage  and  awaits  further 
trial  before  general  clinical  application. 

Ph  lebotomy 

It  was  stated  earlier  that  chronic  hypoxia  in 
emphysema  leads  to  hypervolemia  with  increased 
circulating  blood  volume  and  polycythemia  with 
increased  hematocrit  and  blood  viscosity.  The 
mechanism  for  this  is  still  not  entirely  clear,  but 
probably  anoxic  stimulation  of  the  bone  marrow 
is  the  chief  factor.  These  circulatory  effects 
may  be  beneficial  in  the  early  stages  since  they 
may  compensate  for  the  impaired  oxygenation  of 
the  alveolar  capillary  blood.  However,  when 
marked,  they  may  have  a deleterious  and  over- 
loading effect  on  the  heart  by  increasing  the  car- 
diac output,  pulmonary  artery  pressure,  and 
cardiac  work,  finally  resulting  in  heart  failure. 
Phlebotomy  in  such  circumstance  may  be  of 
considerable  benefit  by  breaking  this  vicious  cycle 
and  reducing  the  hypervolemia,  polycythemia, 
and  blood  viscosity.  Removal  of  systemic 
venous  blood  may  reduce  the  pulmonary  hyper- 
tension and  blood  flow  and  result  actually  in 
increased  oxygenation  of  the  blood. 

Repeated  small  phlebotomies  may  prevent  or 
reduce  congestive  failure  in  cor  pulmonale.  It  is 
important  not  to  remove  too  large  a volume  of 
blood  at  one  time.  The  hematocrit  rather  than 
the  blood  hemoglobin  is  the  best  guide  to  the 
indication  for  and  frequency  of  phlebotomy. 
Depression  of  the  bone  marrow  by  chronic  in- 
fection may  result  in  lowering  of  the  blood  hemo- 
globin to  apparently  normal  levels  and  mask  the 
presence  of  marked  polycythemia.  However,  in 
such  a case  the  hematocrit  may  be  elevated  to 
55  or  more.  Phlebotomy  should  be  performed  if 
the  hematocrit  is  elevated  to  above  50,  and  an 
attempt  should  be  made  to  maintain  it  between 
45  and  50.  A word  of  caution  is  in  order  concern- 
ing the  combined  use  of  phlebotomy  and  mercurial 
diuretics.  If  there  is  a very  high  hematocrit,  it 
is  important  to  do  a phlebotomy  first  before  ad- 
ministering mercurials  in  order  to  prevent  ex- 
cessive blood  viscosity  and  hemoconcentration. 

General  Cardiac  Measures 

It  has  already  been  emphasized  that  congestive 
failure  due  to  emphysema  and  bronchospastic 
disorders  is  generally  a result  of  extracardiac 
factors,  such  as  anoxia,  hypervolemia,  pulmonary 
hypertension,  and  acute  infection,  and  that 
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treatment,  to  be  successful,  must  be  directed  to 
improving  alveolar  ventilation  and  reducing 
anoxia.  However,  this  does  not  mean  that  meas- 
ures directed  to  improving  myocardial  function 
and  eliminating  venous  congestion  and  edema 
should  be  neglected.  It  is  important  to  remember 
that  in  the  early  stages  of  heart  failure  due  to 
cor  pulmonale,  unlike  other  types  of  congestive 
failure,  the  myocardium  is  not  significantly 
damaged  and  the  heart  failure  is  reversible.  If 
compensation  is  restored  during  this  stage,  the 
heart  may  remain  compensated  for  many  years 
with  proper  measures  directed  to  the  heart  and 
lungs. 

Digitalis. — There  has  been  a great  deal  of 
controversy  in  the  past  as  to  the  advisability  of 
digitalization  in  cor  pulmonale.  This  stemmed 
from  the  failure  of  digitalization  alone  to  improve 
cardiopulmonary  function  in  many  cases  of  cor 
pulmonale.  It  has  now  been  amply  demonstrated 
that  treatment  of  the  pulmonary  insufficiency  and 
alveolar  hypoventilation  is  just  as  important,  if 
not  more  so,  in  controlling  this  type  of  congestive 
heart  failure.  It  was  also  argued  that  since  the 
cardiac  output  is  already  increased  in  such  cases, 
there  was  no  indication  to  give  digitalis.  Al- 
though cardiac  failure  in  cor  pulmonale  is  a 
“high-output”  failure,  the  increased  cardiac  out- 
put may  not  be  sufficient  to  maintain  adequate 
blood  flow  because  of  the  marked  pulmonary 
hypertension  and  hypervolemia.  This  has  been 
confirmed  in  acute  experiments  in  patients  with 
cor  pulmonale.19'21  Rapid  digitalization  with 
Digoxin  intravenously  resulted  in  increased 
cardiac  output,  lowered  right  ventricular  and 
diastolic  pressure,  and  lowered  peripheral  venous 
pressure.  This  would  indicate  that  the  direct 
action  of  digitalis  on  the  myocardium  may  im- 
prove the  efficiency  of  cardiac  contraction  even  in 
the  presence  of  “high-output”  failure. 

The  beneficial  effects  of  digitalization  have  also 
been  amply  demonstrated  clinically  following 
long-term  administration  of  digitalis  in  patients 
with  right  heart  failure.  It  is  now  the  consensus 
of  most  clinicians  not  to  withhold  digitalis  in 
patients  with  chronic  pulmonary  disease  if 
congestive  failure  is  suspected.  It  must  be 
remembered  that  in  such  patients  the  heart  rate 
is  not  a good  guide  to  the  need  for  digitalis  and 
to  the  dosage  required  for  full  digitalization  be- 
cause the  heart  rate  may  be  increased  by  anoxia 
as  well  as  by  heart  failure.  Thus,  tachycardia 
may  be  present  in  the  absence  of  heart  failure  and 


may  persist  even  after  full  digitalization,  so  that 
toxicity  may  easily  occur  if  the  dosage  is  pushed 
too  far.  Another  practical  point  is  that  conges- 
tive failure  in  cor  pulmonale  may  develop  even  in 
the  presence  of  an  apparently  normal  heart  size. 
This  is  due  to  the  emphysema  and  low  position 
of  the  diaphragm  which  elongate  the  heart  and 
make  it  appear  small.  Therefore,  one  should  not 
hesitate  to  digitalize  a patient  merely  because  his 
heart  does  not  appear  significantly  enlarged  on 
x-ray  examination. 

Mercurial  Diuretics. — The  usual  measures 
for  producing  diuresis  with  increased  excretion  of 
water  and  salt  are  applicable  in  cor  pulmonale 
when  congestive  heart  failure  is  present.  These 
consist  of  low-sodium  intake  and  administration 
of  mercurials  and  other  diuretics,  such  as  Diamox 
and  the  xanthine  drugs.  The  latter  two  diuretics 
have  been  mentioned  previously.  The  mercurial 
diuretics  are  of  great  benefit  but,  as  already  em- 
phasized, should  be  used  cautiously  in  the 
presence  of  marked  polycythemia  with  increased 
hematocrit  anil  blood  viscosity.  In  such  cir- 
cumstances phlebotomy  should  lie  done  first. 
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108,000  Women  Examined  in  Mass  Cancer  Survey 


A mass  cancer-detection  program,  involving  more 
than  100,000  women,  was  reported  by  a group  of 
Tennessee  researchers  in  the  September  15  Journal  of 
the  American  Medical  Association. 

Purpose  of  the  program  is  twofold:  to  determine 
the  feasibility  of  the  “smear”  technic  as  a method 
for  early  detection  of  cancer  of  the  reproductive  or- 
gans and  to  accumulate  information  about  the 
“natural  history”  of  such  cancer. 

The  Memphis  and  Shelby  County,  Tennessee, 
project  was  set  up  with  the  aim  of  examining  all 
women  over  the  age  of  twenty  in  the  area  and  then 
making  three  annual  re-examinations.  Since  the 
program  began  three  and  a half  years  ago  over  half 
of  the  female  population — 108,000  women — have 
had  one  examination,  while  33,000  have  had  two 
examinations,  and  8,000  three  examinations. 

Among  the  108,000  women  examined  once  there 
were  393  intraepithelial  carcinomas — a type  of 
growth  which  is  thought  to  be  a forerunner  of  inva- 
sive cancer  of  the  cervix.  Of  these,  353  or  90  per  cent 
had  been  unsuspected.  This  rate  is  not  surprising 
since  such  carcinomas  normally  have  no  symptoms. 
There  were  also  373  invasive  cancers  of  the  womb, 
of  which  112  (30  per  cent)  had  been  unsuspected. 
These  figures,  the  authors  said,  show  clearly  the 
value  of  the  smear  technic  as  a method  for  early 
cancer  detection.  This  simple  procedure  consists  of 
taking  a specimen  of  cells  for  microscopic  study. 

On  the  second  examination  of  33,000  women,  2.2 
women  per  thousand  were  found  to  have  intraepi- 
thelial carcinomas  as  compared  with  3.6  per  thou- 
sand on  the  first  examination.  The  rate  for  cancer 
of  the  womb  dropped  from  3.4  cases  per  thousand 
women  on  the  first  screening  to  0.3  cases  per  thou- 
sand on  the  second  examination.  A few  of  the  cases 
found  on  the  second  screening  had  been  missed  ear- 
lier through  error  or  unsatisfactory  smear  and  the 
rest  were  new  cases. 

The  lower  rate  of  uterine  cancer  and  intraepithe- 
lial carcinoma  in  the  second  screening  suggests  that 


the  mass-screening  approach  to  the  control  of  uterine 
cancer  can  be  successful  since  it  finds  cancer  in  the 
early  and  still  curable  stages,  they  said.  However, 
final  conclusions  cannot  yet  be  drawn. 

The  project  is  a joint  effort  of  the  University  of 
Tennessee  and  the  National  Cancer  Institute.  The 
Memphis  and  Shelby  County  Medical  Society,  the 
Memphis  and  Shelby  County  Health  Department, 
and  the  local  units  of  the  American  Cancer  Society 
are  cooperating  in  the  project. 

About  half  of  the  smears  have  been  obtained 
from  women  visiting  their  own  physicians  and  the 
rest  from  those  attending  special  clinics.  The  results 
of  the  examination  are  reported  to  the  women’s 
personal  physicians  who  perform  further  tests  or 
give  treatment  if  needed. 

The  great  advantage  of  the  Memphis  plan  is  that 
even  though  it  is  a mass  project,  the  close  doctor- 
patient  relationship  is  maintained  for  follow-up  di- 
agnostic studies  or  treatment,  the  authors  said. 

The  report  also  said:  The  peak  incidence  of  in- 
traepithelial carcinoma  is  in  women  from  thirty  to 
thirty-four  years  of  age,  while  the  peak  for  cancer  of 
the  womb  is  from  fifty  to  fifty-four  years.  Half  of 
the  uterine  cancers  found  were  in  Negroes,  who  made 
up  one  third  of  the  population  surveyed.  Two-fifths 
of  the  intraepithelial  carcinomas  were  in  Negroes. 

Fifty-nine  per  cent  of  all  cases  of  uterine  cancer 
and  intraepithelial  carcinoma  were  unsuspected. 
This  represents  a finding  rate  of  almost  five  unsus- 
pected cases  for  every  thousand  women.  The  num- 
ber of  intraepithelial  carcinomas  diagnosed  in  the 
area  during  the  study  was  four  times  greater  than 
the  number  found  in  the  two  years  preceding  the 
study. 

The  report  was  made  by  Drs.  Cyrus  C.  Erickson, 
Bennett  E.  Everett,  Jr.,  Lloyd  M.  Graves,  Raymond 
F.  Kaiser,  Richard  A.  Malmgren,  Phil  C.  Schreier, 
and  Douglas  H.  Sprunt,  and  Irma  Rube,  M.S.,  and 
Sidney  J.  Cutler,  ALA.  They  are  from  the  Univer- 
sity of  Tennessee  and  the  National  Cancer  Institute. 
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The  Role  of  Cardiopulmonary  Function  Studies  in 

Clinical  Medicine 

CHARLES  A.  BERTRAND,  M.D.,  AND  M.  HENRY  WILLIAMS,  JR.,  M.D.,  VALHALLA,  NEW  YORK 


( From  the  Cardiorespiratory  Laboratory  and  Cardiac  Clinic , Division  of  Internal  Medicine,  Grasslands  Hospital) 


The  widespread  development  in  the  past 
decade  of  laboratories  for  the  study  of  cardio- 
pulmonary function  has  provided  means  for  the 
accurate  diagnosis  and  assessment  of  many  con- 
ditions not  readily  evaluated  by  clinical  technics. 
In  many  instances  the  availability  of  these  lab- 
oratory facilities  has  not  been  matched  by  appro- 
priate clinical  use.  The  purpose  of  this  article  is 
to  discuss  the  various  types  of  procedures  which 
may  be  utilized  and  the  indications  for  their  use. 
For  this  purpose  the  various  technics  will  be 
subdivided  into  categories  of  cardiac  and  pul- 
monary function  studies  with  the  realization  that 
most  of  the  procedures  actually  assess  various 
aspects  of  both  functions  and  that  derangements 
of  cardiac  function  are  often  associated  with  pul- 
monary dysfunction  and  vice  versa. 

Cardiac  Studies 

Cardiac  Catheterization. — Since  the  initial 
studies  by  Forssman1  and  the  impetus  imparted 
by  the  work  of  Cournand  and  Ranges,2  many 
centers  for  the  study  of  cardiac  function  by  this 
technic  have  been  established  and  numerous  re- 
ports published.  In  essence  the  procedure  in- 
volves the  passage  of  a radiopaque  catheter 
through  a peripheral  vein  into  the  chambers  of 
the  heart  and  pulmonary  artery  or  aorta 
under  fluoroscopic  guidance.  The  procedure  is 
performed  with  suitable  premedication  consist- 
ing of  Nembutal,  morphine,  and  scopolamine; 
as  a rule  general  anesthesia  is  not  required.  It 
is  attended  by  a mortality  of  approximately  one 
per  1,000,  and  this  is  usually  found  in  the  poor 
risk  type  patient,  such  as  the  young,  severely 
cyanotic  infant.  The  chief  hazards  are  the  twin 
causes  of  cardiac  arrest,  ventricular  fibrillation 
and  standstill.  Continuous  monitoring  of  the 
electrocardiogram  is  essential,  therefore,  for  an- 
ticipation and  detection  of  these  complications. 

Information  is  obtained  in  several  ways: 
(1)  by  observing  the  position  of  the  catheter  as  it 


passes  to  normal  (Fig.  1)  or  abnormal  locations, 
(2)  by  analysis  of  pressure  waves,  and  (3)  by 
measurement  of  the  oxygen  content  of  the  blood 
in  different  sites  in  order  to  determine  whether 
venous  blood  has  become  admixed  with  arterial- 
ized  blood  from  the  left  heart  (left-to-right  shunt) 
via  an  abnormal  communication,  e.g.,  atrial  or 
ventricular  septal  defect. 

In  addition,  the  presence  of  a right-to-left 
shunt  may  be  determined  by  the  injection  of 
blue  dye  (T-1824)  at  various  locations.3  The 
appearance  of  blue  dye  in  the  arterial  system  is 
determined  by  taking  arterial  samples  in  rapid 
succession  or  by  use  of  a suitable  instrument, 
such  as  a densitometer  or  oximeter,  to  record  the 
dye  concentration  curve.  In  the  case  of  pul- 
monary stenosis  with  a right-to-left  shunt  through 
a patent  foramen  ovale,  for  example,  an  injection 
of  dye  into  the  right  ventricle  results  in  the 
normal  appearance  of  dye  in  the  arterial  system, 
whereas  an  injection  of  dye  into  the  right  atrium 
results  in  a double  peak  curve,  the  early  peak 
due  to  shunting  of  dye  across  the  foramen  ovale 
(thus  bypassing  the  lung)  and  the  late  peak  cor- 
responding to  the  normal  circulatory  pathway 
(Fig.  2). 

From  these  and  ancillary  measurements  it  is 
possible  to  calculate  the  cardiac  output,  the  re- 
sistance offered  to  the  flow  of  blood  by  the  pul- 
monary and  systemic  circuits,  the  work  of  each 
ventricle,  and  the  amount  of  blood  shunted  from 
left  to  right  or  right  to  left.  In  addition,  one  may 
assess  the  functional  effects  of  various  diseases  on 
cardiac  performance. 

The  primary  indication  for  cardiac  catheteriza- 
tion is  to  establish  an  accurate  anatomic  diag- 
nosis in  cases  of  congenital  heart  disease.  Since 
many  such  lesions  are  now  amenable  to  surgical 
correction,  the  importance  of  accurate  diagnosis 
is  obvious.  In  the  acyanotic  forms  an  accurate 
diagnosis  is  possible  in  virtually  all  cases.  In 
pulmonic  stenosis  the  demonstration  of  a pressure 
gradient  across  the  pulmonary  valve  establishes 
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Fig.  1.  Catheter  in  position  with  the  tip  in  a branch 
of  the  left  pulmonary  artery  (fop). 

The  tip  of  the  catheter  is  in  the  coronary  sinus 
(bottom).  The  low  pressure  and  marked  oxygen  un- 
saturation  of  the  blood  withdrawn  from  this  site  readily 
establishes  the  presence  of  the  catheter  in  the  coronary 
sinus. 

the  diagnosis.  In  atrial  and  ventricular  septal 
defects  there  is  an  increased  content  of  oxygen 
in  the  blood  of  the  right  atrium  and  ventricle 
respectively.  In  patent  ductus  arteriosus  the 
oxygen  step-up  occurs  in  the  pulmonary  artery 
since  tills  is  the  site  of  the  left-to-right  shunt. 
Even  patients  with  a patent  ductus  may  present 


Right  Auricle  Right  Ventricle 


Fig.  2.  Atrial  septal  defect  and  pulmonic  stenosis. 
Dye  concentration  in  arterial  blood  (represented  by 
downward  deflection  of  tracing)  after  injection  of  T- 
1824  into  right  auricle  and  right  ventricle. 

atypical  clinical  features,  and  catheterization  is 
useful  in  determining  the  level  of  pulmonary 
pressure  since  operation  in  patients  with  severe 
pulmonary  hypertension  may  result  in  sudden 
death.  Such  persons  often  have  a right-to-left 
shunt  through  the  ductus;  hence,  the  oxygen 
saturation  of  the  arterial  blood  of  the  lower  ex- 
tremities is  considerably  less  than  that  of  the  up- 
per extremities. 

The  major  problem  remaining  in  the  acyanotic 
group  is  the  differentiation  of  anomalies  of  pul- 
monary venous  return  from  atrial  septal  defect. 
In  the  former  condition  some  or,  in  rare  cases, 
all  of  the  pulmonary  veins  drain  into  the  right 
rather  than  the  left  atrium.  Thus,  it  may  be 
seen  that  both  conditions  are  hemodynamically 
similar;  both  have  a left-to-right  shunt  with  an 
increased  oxygen  content  in  the  right  atrium 
and  increased  pulmonary  blood  flow.  Indeed 
these  conditions  are  alike  clinically,  and  it  is 
often  impossible  to  distinguish  one  from  the  other. 
Accordingly,  in  such  cases  it  is  desirable  actually 
to  pass  the  catheter  through  the  atrial  defect, 
should  one  exist  (Fig.  3). 

In  cyanotic  individuals  diagnosis  is  more  diffi- 
cult. The  passage  of  the  catheter  through  the 
site  of  a right-to-left  shunt  or  the  use  of  blue  dye 
is  essential  for  an  accurate  anatomic  diagnosis. 
Analysis  of  pressure  tracings  may  be  of  addi- 
tional help  in  this  group.  These  technics  not- 
withstanding, the  multiplicity  of  congenital 
lesions  in  some  patients  may  make  accurate 
diagnosis  difficult. 

In  some  instances  catheterization  is  indicated 
in  the  evaluation  of  patients  who  for  one  reason 
or  another  are  not  or  do  not  become  candidates 
for  surgery.  In  the  case  of  a ventricular  defect 
(Roget  type)  in  which  operation  is  not  indicated, 
this  procedure  provides  an  accurate  diagnosis, 
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Fig.  3.  The  catheter  has  been  passed  from  the 
inferior  vena  cava  to  the  right  atrium,  left  atrium  (via 
an  atrial  septal  defect),  and  through  the  mitral  valve 
into  the  left  ventricle  (top) . 

Oblique  view  (left  anterior  oblique)  demonstrating 
the  tip  of  the  catheter  to  be  in  the  left  ventricle  (.bottom). 


aids  in  the  decision  not  to  perform  surgery,  and 
leads  to  the  adoption  of  precautions  against  bac- 
terial endocarditis.  Furthermore,  catheteriza- 
tion provides  assurance  to  parents  that  a mur- 
mur is  functional  rather  than  organic  in  cases 
where  the  differentiation  between  the  two  is  diffi- 
cult. A rather  rare  circumstance  may  present 
itself  in  the  patient  with  a partial  anomaly  of 
pulmonary  venous  return  who  later  faces  lung 
surgery;  if  the  lung  with  the  normal  vasculature 
were  removed,  blood  from  the  remaining  lung 
would  be  returned  to  the  right  atrium,  and  no 
blood  would  reach  the  systemic  circuit,  resulting 
in  death  to  the  patient.  This  extreme  example 
of  what  would  be  a fatality  were  the  correct 
diagnosis  not  made  and  surgery  prevented  is 
merely  one  instance  of  the  importance  of  making 
the  correct  diagnosis  in  patients  with  congenital 
heart  disease,  whenever  possible. 

The  second  major  group  of  patients  in  whom 
this  procedure  is  indicated  are  those  with  rheu- 
matic mitral  disease  in  whom  functional  evalua- 
tion is  desired.  The  degree  of  pulmonary  hy- 
pertension and  the  response  of  the  cardiac  output 
to  exercise  may  be  quite  helpful  in  selecting  pa- 
tients for  surgery.  In  general,  patients  with 
tight  mitral  block  wall  have  moderate  or  severe 
pulmonary  hypertension,  and  the  cardiac  output 
will  increase  little  with  exercise.  Recently, 
Harvey  et  alA  have  reported  studies  on  patients 
with  mitral  stenosis  which  indicate  that  on  the 
basis  of  hemodynamic  considerations  those 
patients  with  predominant  mitral  block  can  be 
differentiated  from  those  with  myocardial  fail- 
ure. Further  work  is  required  on  this  problem. 
During  catheterization  of  patients  with  mitral 
stenosis  the  catheter  is  “wedged”  into  a branch 
of  the  pulmonary  artery  until  it  can  be  passed  no 
further;  such  “wedge”  or  “pulmonary  capil- 
lary” pressures  are  closely  related  to  the  pressure 
in  the  left  atrium.  Wood5  has  recently  reported 
a method  for  detecting  predominant  mitral  steno- 
sis or  insufficiency  from  the  characteristics  of 
such  pressure  tradings;  this  work  requires  con- 
firmation. 

In  general,  the  above  two  considerations, 
diagnosis  in  congenital  heart  disease  and  func- 
tional evaluation  of  mitral  patients,  constitute 
the  actual  indications  for  catheterization  in  the 
majority  of  patient  studies.  There  are  other 
scattered  or  isolated  instances,  e.g.,  ruptured 
sinus  of  Valsalva,  in  which  this  procedure  may 
also  be  employed,  but  such  cases  are  uncommon. 
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Since  it  may  be  a hazardous  procedure,  cathe- 
terization of  the  left  heart  is  not  performed  in  most 
institutions;  hence,  as  currently  employed,  car- 
diac catheterization  is  of  no  value  in  the  diagnosis 
of  disorders  primarily  involving  the  aorta  or  left 
ventricle. 

Angiocardiography. — This  procedure  con- 
sists of  the  rapid  injection  of  a bolus  of  radio- 
paque substance  into  a peripheral  vein  followed 
by  a series  of  roentgen  exposures  in  rapid  suc- 
cession. It  is  thus  possible  to  visualize  the 
various  cardiac  chambers  and  great  vessels  and 
thereby  obtain  valuable  information.  In  the 
Scandinavian  countries  contrast  substance  is 
often  injected  through  a catheter  at  the  time  of 
cardiac  catheterization;  this  technic  is  termed 
selective  angiocardiography.  At  times  it  is 
desirable  to  inject  the  contrast  substance  directly 
into  the  thoracic  aorta  (aortography) . This  is  of 
value,  for  example,  in  defining  the  limits  of  a 
coarcted  aortic  segment  and,  therefore,  is  of  con- 
siderable aid  to  the  surgeon. 

Since  Robb’s  and  Steinberg’s  description6  of 
this  technic,  many  modifications  and  innova- 
tions have  appeared.  Recently  it  has  been  pos- 
sible to  increase  the  number  of  frames  (films) 
taken  per  second  and  to  decrease  the  exposure 
time,  thus  obtaining  better  definition  of  cardio- 
vascular structures.  An  electrocardiogram  may 
be  taken  concurrently  in  order  to  determine  the 
exact  phase  of  the  cardiac  cycle  in  which  each 
exposure  is  made. 

Whereas  cardiac  catheterization  is  of  great 
value  in  the  acyanotic  congenital  group,  angio- 
cardiography is  of  prime  importance  in  the  cya- 
notic group.  The  site  of  a right-to-left  shunt 
may  actually  be  visualized  or  at  times  deduced 
by  the  premature  appearance  of  contrast  sub- 
stance in  certain  structures.  With  decreased  ex- 
posure time  it  becomes  more  feasible  to  define 
certain  structures,  and  the  site  of  pulmonary 
stenosis,  for  example,  may  actually  be  visualized 
on  the  films. 

In  addition,  this  technic  is  of  considerable 
value  in  the  diagnosis  of  mediastinal  tumors. 
The  tumor  may  be  partially  outlined,  should  it  be 
juxtaposed  to  a vascular  structure,  or  visualized  in 
toto,  should  it  be  vascular  in  origin  (aneurysm). 
It  is  unquestionably  the  most  definitive  technic 
for  outlining  a pulmonary  arteriovenous  fistula. 

While  side-effects  are  common,  the  majority 
are  usually  not  serious.  The  mortality  rate  is 
less  than  0.5  per  cent. 


Ballistocardiography. — This  technic  has 
as  its  aim  the  measurement  of  the  force  or 
strength  of  cardiac  contraction  indicated  by  re- 
cording body  motion.  Records  may  be  ob- 
tained by  methods  of  displacement,  velocity,  or 
acceleration.  As  generally  employed,  it  meas- 
ures such  forces  in  the  head-foot  axis  only. 
Characteristic  patterns  are  found  in  such  con- 
ditions as  coarctation  of  the  aorta  and  aortic 
insufficiency;  a ballistocardiogram,  however, 
is  not  necessary  for  the  diagnosis  in  these  in- 
stances since  clinical  evaluation  usually  suffices. 
Its  most  widespread  application  has  been  in  the 
field  of  coronary  artery  disease;  an  abnormal 
ballistocardiogram  in  a young  person  (less  than 
forty  years  of  age)  suggests  the  presence  of  myo- 
cardial disease.  Conversely,  a normal  ballisto- 
cardiogram in  an  older  person  is  a reassuring 
finding.  Unfortunately,  in  the  large  area  be- 
tween these  two  ends  of  the  spectrum,  where  aid 
is  most  needed,  the  ballistocardiogram  is  of 
little  value. 

Methods  used  for  recording  ballistocardio- 
grams during  the  past  decade  have  not  been  com- 
pletely satisfactory;  the  records  obtained  con- 
tain a considerable  amount  of  artifact,  and  un- 
fortunately, this  artifact  cannot  be  accurately 
defined.  A recent  report7  suggests  that  methods 
of  instrumentation  are  now  available  whereby 
the  recorded  phenomena  may  more  truly  reflect 
cardiovascular  force.  Hence  it  is  hoped  that 
more  fruitful  basic  and  clinical  information  will 
accrue.  The  ballistocardiograph  is  therefore 
regarded  as  a promising,  although  still  experi- 
mental, method. 

Phonocardiography.— The  recording  of  heart 
sounds  simultaneously  with  the  electrocardio- 
gram and  jugular  pulse  provides  the  physician 
with  objective  information  regarding  the  precise 
timing  of  heart  murmurs  and  other  cardio- 
vascular sounds.  A logarithmic  type  system  is 
generally  employed  since  this  corresponds  to  the 
auditory  characteristics  of  the  human  ear. 
This  technic  is  of  considerable  value  in  teaching 
but  unfortunately  yields  little  of  practical  value 
to  the  experienced  physician  above  and  beyond 
what  his  own  ears  may  tell  him. 

A recent  innovation  in  this  technic  has  been 
the  advent  of  “spectral”  phonocardiography, 
a method  of  portraying  the  frequency  charac- 
teristics of  sounds  and  murmurs  in  such  a fashion 
as  to  permit  careful  analysis  of  these  phenomena. 
Whether  this  method  will  reveal  fruitful  infor- 
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Fig.  4.  Spirographic  tracings  from  ( A ) normal  subject,  (B)  a patient  with  pulmonary  fibrosis,  (C)  a patient  with 

pulmonary  emphysema. 


mation  of  practical  value  remains  to  be  de- 
termined. 

A recent  British  publication8  has  stressed  the 
potential  value  to  be  obtained  from  the  Q-Si  in- 
terval, that  is,  the  time  between  the  Q wave  of 
the  electrocardiogram  and  the  onset  of  the  first 
heart  sound,  in  determining  predominant  mitral 
stenosis  or  mitral  insufficiency.  This  problem 
is  frequently  encountered  by  the  physician  eval- 
uating patients  for  mitral  valve  surgery,  and 
this  approach  warrants  further  study. 

Pulmonary  Function  Studies 

Spirometry. — Quantitative  estimation  of  an 
individual’s  normal  and  maximal  rate  and  depth 
of  ventilation  can  be  provided  by  a spirographic 
tracing.  The  patient  breathes  in  and  out  of  a 
large  canister  whose  movements  are  translated, 
by  a pen,  to  a moving  drum  on  which  is  re- 
corded the  rate  and  depth  of  respiration.  The 
normal  subject  breathes  about  500  cc.  per 
breath  (tidal  volume)  and  after  maximal  in- 
spiration is  cajiable  of  expiring  about  5 L.  (vital 
capacity)  of  air  in  three  seconds  or  less  (Fig. 
4A).  The  patient  with  pulmonary  fibrosis  has 
stiff  lungs  which  cannot  expand  and  contract  to 


a normal  degree  and  therefore  has  a greatly 
diminished  vital  capacity  which  can,  however, 
be  expelled  with  normal  rapidity  (Fig.  4B).  Pa- 
tients with  emphysema  and  asthma  suffer  pre- 
dominantly from  obstruction  to  the  flow  of  air 
through  the  tracheobronchial  tree  so  that  the 
rate  of  air  flow  during  expiration  is  diminished. 
Although  the  vital  capacity  in  these  patients 
may  not  be  greatly  reduced,  it  is  expired  slowly, 
and  after  three  seconds  only  75  per  cent  or  less 
of  the  vital  capacity  may  be  expelled  (Fig.  4C). 
Characteristically,  the  vital  capacity  is  greater 
in  these  patients  if  they  expire  maximally  be- 
fore taking  a maximum  inspiration  (two-stage 
vital  capacity).  If  asked  to  hyperventilate, 
they  progressively  trap  air  in  the  lungs,  which  is 
apparent  from  the  rising  slope  of  the  spirographic 
tracing.  Thus,  during  exertion  the  hyperin- 
flation characteristic  of  the  emphysema  patient 
becomes  worse. 

By  means  of  this  technic  then  one  may  assess 
the  type  of  ventilatory  disturbance,  be  it  fibrosis 
or  airway  obstruction.  One  may  also  assess 
the  degree  of  impairment  in  order  to  predict  the 
degree  of  disability  present  or  the  patient’s 
ability  to  withstand  surgery  and  the  effect  of 
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various  therapeutic  measures,  acute  or  chronic, 
on  the  patient’s  functional  status.  Additional 
information  may  be  obtained  by  measurement  of 
the  maximum  breathing  capacity  (MBC)  which 
is  simply  the  amount  of  the  air  that  can  be  venti- 
lated in  one  minute.  The  normal  subject  who 
breathes  6 to  10  L.  per  minute  at  rest  is  capable 
of  breathing  150  to  200  L.  per  minute,  whereas 
the  patient  with  emphysema  may  have  an  MBC 
of  30  L.  per  minute  or  less.  Generally,  in  fibro- 
sis the  MBC  is  relatively  normal,  whereas  the 
vital  capacity  is  greatly  reduced ; in  emphysema 
or  asthma  the  vital  capacity  is  relatively  un- 
impaired, but  the  maximum  breathing  capacity 
is  greatly  reduced. 

Lung  Volumes  and  Nitrogen  Curves. — 
Although  one  can  measure  the  lung  volumes  in- 
volved in  voluntary  ventilation  by  means  of 
spirometry,  there  is  always  a volume  of  air  left 
in  the  lungs  after  a maximum  expiration  (re- 
sidual volume)  which  can  be  measured  only  by 
more  elaborate  technics.  One  such  technic  in- 
volves the  inspiration  of  oxygen  for  several 
minutes,  during  which  time  the  expired  air  is 
collected,  measured,  and  analyzed  for  its  nitrogen 
content.  From  such  analysis  one  may  calculate 
the  volume  of  air  in  the  lungs  at  the  beginning 
of  the  test  and,  thus,  the  residual  volume  of  the 
lungs.  Although  this  measurement  is  of  limited 
value  in  assessing  the  functional  status  of  the 
patient,  the  degree  of  increase  of  residual  volume 
is  one  index  of  the  severity  of  emphysema. 
Patients  with  pulmonary  fibrosis  have  a reduced 
total  lung  volume,  which  may  be  of  diagnostic 
value. 

During  this  test  one  may  also  with  a nitrogen 
meter  measure  the  nitrogen  concentration  of 
each  breath  as  it  is  expired  and  thus  learn  how 
much  ventilation  is  required  to  dilute  the  lung 
nitrogen  to  1 per  cent.  In  emphysema  100  L. 
of  oxygen  may  be  required  to  effect  this  dilution 
since  the  inspired  gas  is  so  poorly  mixed  in  the 
lungs,  whereas  the  normal  subject  dilutes  the 
lung  nitrogen  from  80  to  1 per  cent  with  30  L.  of 
oxygen  or  less.  Thus,  one  may  also  assess  the 
degree  of  impairment  of  lung  mixing  in  emphy- 
sema, which  is  not  necessarily  related  to  the  degree 
of  lung  hyperinflation.  These  tests  provide  ob- 
jective information  about  the  degree  of  impair- 
ment of  different  types  of  ventilatory  function 
which  may  be  affected  to  varying  degrees  in 
pulmonary  fibrosis,  emphysema,  and  asthma. 

Arterial  Blood  Gases. — The  ventilatory  re- 


quirements of  a person  are  primarily  a function  of 
the  metabolic  rate,  specifically  the  amount  of 
carbon  dioxide  produced  by  the  tissues  per  min- 
ute. The  carbon  dioxide  diffuses  into  the  alveoli 
from  the  mixed  venous  blood  and  is  diluted  by 
each  inspiration.  The  net  result  of  the  simul- 
taneous diffusion  of  carbon  dioxide  into  the  al- 
veoli and  of  the  intermittent  ventilation  of  the 
alveolar  space  with  fresh  air  is  a constant  alveo- 
lar carbon  dioxide  content  or  partial  pressure  (nor- 
mally 40  mm.  Hg).  If  metabolism  increases,  the 
alveolar  carbon  dioxide  tension  (Pcos)  will  increase 
unless  there  is  a parallel  increase  of  ventilation. 
Hypoventilation  at  constant  metabolic  rate  will 
result  in  an  elevation  of  Pccv  Since  for  practical 
purposes  the  alveolar  and  arterial  carbon  dioxide 
tensions  are  identical,  sampling  of  arterial  blood 
and  measurement  of  its  carbon  dioxide  tension 
gives  one  an  accurate  assessment  of  whether 
or  not  ventilation  is  meeting  the  metabolic  re- 
quirements. 

In  patients  with  poliomyelitis  confined  to  a 
respirator,  such  a measurement  is  of  prime  im- 
portance in  regulating  the  respirator  settings  so 
as  to  maintain  the  arterial  Pco,  at  40  mm.  Hg. 
In  pulmonary  disease  alveolar  hypoventilation 
may  be  present  for  many  reasons.  For  example, 
in  emphysema  the  lung  dead  space  is  increased, 
air  is  imperfectly  mixed  in  the  lungs,  and  the 
work  of  breathing  (hence  the  metabolic  cost  of 
respiration)  is  increased.8  Thus,  carbon  dioxide 
retention  develops,  and  eventually  the  patient’s 
respirator}-  center  becomes  insensitive  to  carbon 
dioxide  so  that  ventilation  is  not  increased  dur- 
ing exertion  and  further  accumulation  of  carbon 
dioxide  results.9  Eventually,  such  patients  may 
require  mechanical  ventilatory  aids,  even  a res- 
pirator, in  which  case  sampling  of  arterial  blood 
and  measurement  of  the  Pco-  becomes  impera- 
tive for  proper  management  of  the  ventilation  of 
the  patient. 

In  severe  ventilatory  insufficiency  the  arterial 
oxygen  saturation  may  also  fall  to  low  values.10 
Furthermore,  pulmonary  disease  which  causes 
circulation  of  venous  blood  through  nonventilated 
areas  of  lung  results  in  anoxemia  from  an  effec- 
tive right-to-left  shunt.  Measurement  of  the 
arterial  oxygen  saturation  allows  one  to  estimate 
the  size  of  the  shunt,  particularly  if  the  measure- 
ment is  made  during  the  inspiration  of  oxygen. 
Patients  with  this  type  of  abnormality  will  not 
achieve  fidl  saturation  of  the  arterial  blood  dur- 
ing oxygen  breathing,  as  opposed  to  patients 
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Fig.  5.  Bron- 
chospirometric 
tracing  from  pa- 
tient with  a left 
fibrothorax.  The 
upper  tracing  is 
from  the  normal 
right  lung,  and 
the  lower  is  from 
the  left  lung. 


with  other  types  of  functional  derangement; 
the  degree  of  unsaturation  present  during  oxygen 
breathing  is  a measure  of  the  magnitude  of  the 
shunt.  Finally,  some  forms  of  pulmonary  dis- 
ease result  in  destruction  or  thickening  of  the 
alveolar-capillary  surface  across  which  oxygon 
diffuses,  and  in  these  patients  oxygen  may  not 
diffuse  normally  from  the  alveoli  to  the  blood. 
Characteristically,  the  anoxemia  of  these  pa- 
tients is  aggravated  by  exercise  and  overcome 
by  oxygen  breathing,  points  of  diagnostic  value 
and  of  value  in  assessing  the  severity  of  the 
lesion. 

Exercise  Tests. — Evaluation  of  ability  to 
work  is  dependent  on  observation  of  cardio- 
pulmonary dynamics  during  a standard  form  of 
exercise.  Such  tests  involve  treadmill,  sta- 
tionary bicycle,  or  step  exercises.  Generally, 
the  subject  performs  at  a predetermined  rate  of 
severity  of  exercise,  and  observations  are  made  of 
his  oxygen  consumption,  ventilation  volume, 
pulse  rate,  blood  pressure,  and  in  some  instances 
cardiac  output.  It  is  then  possible  to  determine 
the  degree  of  cardiopulmonary  reserve  and  to 
assess  the  factors  which  are  responsible  for 
limitation  of  exercise  tolerance.  Such  a study 
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is  of  particular  value  in  dissociating  physiologic 
from  emotional  factors  in  patients  who  complain 
of  dyspnea  and  fatigue. 

Bronchospirometry. — Evaluation  of  the  sep- 
arate function  of  each  lung  is  frequently  advis- 
able before  chest  surgery,  particularly  pneu- 
monectomy, and  is  done  by  means  of  broncho- 
spirometry.  In  evaluating  patients  who  are  to 
have  pneumonectomy,  it  is  essential  to  be  certain 
that  the  remaining  lung  will  be  able  to  function 
adequately  to  maintain  health.  For  this  pur- 
pose a double-lumen  catheter  is  passed  under 
fluoroscopic  guidance  down  the  trachea,  and  one 
end,  containing  the  opening  of  one  lumen,  is 
introduced  into  the  left  main  stem  bronchus. 
A balloon  just  proximal  to  this  opening  is  inflated, 
and  all  the  air  passing  in  and  out  of  the  left  lung 
will  go  through  this  tube.  The  other  lumen 
opens  into  the  trachea  just  above  the  bifurca- 
tion and  is  sealed  by  the  distal  balloon  plus 
another  balloon  located  just  above  the  aperture 
so  that  all  the  air  from  the  right  lung  passes 
through  this  tube.  Each  lumen  is  attached  to  a 
separate  spirometer,  and  the  respiration  of  each 
lung  is  recorded  separately.  From  this  one  may 
measure  the  tidal  volume,  vital  capacity,  and 
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oxygen  consumption  of  each  lung  to  determine 
the  part  each  lung  plays  in  over-all  pulmonary 
function.  Figure  5 is  one  such  bronchospiro- 
gram,  and  it  is  obvious  that  in  this  instance  all  of 
the  function  was  performed  by  the  normal  left 
lung  and  that  the  right  lung  was  practically 
functionless.  As  a result  removal  of  the  right 
lung  would  impose  no  functional  handicap  on  the 
patient.  In  many  instances  the  results  are  more 
equivocal  than  the  above,  but  the  procedure  is 
useful  in  determining  which  lung  is  carrying  the 
majority  of  function  and  in  preventing  the  re- 
moval of  the  major  portion  of  a patient’s  func- 
tioning pulmonary  tissue. 

Summary 

Some  of  the  commonly  used  tests  of  cardio- 
pulmonary function  have  been  briefly  described, 
and  then-  place  in  the  assessment  of  patients  with 
cardiac  and  pulmonary  disease  has  been  men- 


tioned. Occasionally  of  diagnostic  value,  these 
tests  are  more  often  of  value  in  estimating  the 
degree  of  functional  difficulty  present,  in  eval- 
uating the  effects  of  various  therapeutic  measures, 
and  in  assessing  patients  for  surgery.  They  are 
adjuncts  to,  not  substitutes  for,  the  clinical 
management  of  cardiopulmonary  patients. 
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Osteoarthritis — Its  Prediction  and  Prevention 


ESTHER  TUTTLE,  M.D.,  NEW  YORK  CITY 


The  purpose  of  this  paper,  predicated  on 
twenty-five  years  of  research  in  this  subject, 
is  to  provide  an  elixir  of  hope  for  the  clinician  who 
treats  arthritic  patients. 

Definition 

Osteoarthritis  (degenerative  joint  disease)  is  a 
chronic,  intermittently  progressive  disease.  Per- 
sons may  have  advanced  pathologic  changes  over 
a period  of  years  without  clinical  symptoms,  and 
then,1  suddenly  and  without  warning,  the  clinical 
disease  may  develop  in  a particular  joint  and  may 
persist  with  pain,  swelling,  and  disability.  It  is 
characterized  pathologically  by  degeneration  and 
hypertrophy  of  cartilage  and  bone.  Roentgeno- 
logic advancement  may  be  found  with  no  clinical 
symptoms.  Conversely,  there  may  be  severe 
clinical  symptoms  without  demonstrable  findings 
in  roentgenograms. 

Osteoarthritis  is  a joint  symptom  manifested 
as  part  of  general  atherosclerosis,  not  a wear-and- 
tear  hardening  of  the  artery,  but  a metabolic 
biochemical  disease  influenced  by  stress.  Obes- 
ity, infection,  fatigue,  injury,  or  any  other  factor 
which  increases  the  stress  or  strain  on  a joint  will 
accelerate  the  disease  process.  Its  occurrence  is 
predominantly  in  the  fourth  decade,  progressing 
with  each  decade.  It  is  not  uncommonly  found 
in  the  second  and  third  decades.  It  occurs  in 
both  sexes  and  in  all  climates.  The  symptoms 
are  adversely  affected  by  dampness  and  exposure 
to  chill. 

History 

Hippocrates2  remarked  about  the  prevalence 
of  this  disease  in  the  aging.  Despite  the  fact 
that  it  was  known  to  be  prevalent  throughout 
the  ages,  it  is  only  now  that  a more  thorough 
understanding  of  its  nature  has  been  obtained. 

Bennett,  Waine,  and  Bauer3  studied  the  knee 
joints  of  63  patients,  obtained  either  after  ampu- 
tation or  at  autopsy.  They  observed  that  the 
joints  of  individuals  in  the  first  decade  of  life 
showed  no  pathologic  change.  Alterations  char- 
acteristic of  degenerative  joint  disease  made  their 
appearance  in  the  second  decade  of  life  and  in- 


creased in  frequency  and  severity  with  advancing 
age. 

Schmorl4  studied  6,000  spines  at  postmortem 
examinations  and  found  that  osteophytes  were 
rare  during  the  first  twenty  years  of  life  but  in- 
creased in  frequency  with  age.  Osteophytes 
were  present  in  11  per  cent  of  subjects  in  the 
third  decade,  36  per  cent  in  the  fourth,  78  per 
cent  in  the  fifth,  and  93  per  cent  of  those  in  the 
sixth  decade. 

In  1926  Heine5  compared  in  autopsy  material 
the  incidence  of  pathologic  joint  changes  in  100 
individuals  who  had  done  hard  labor  for  many 
years  with  the  joints  of  100  people  who  had  done 
little  or  no  hard  labor.  Both  labor  and  leisure 
groups  studied  were  in  a similar  age  range.  His 
results  showed  that  there  was  no  difference  in  the 
incidence  of  this  disease  between  these  two 
groups. 

It  is  my  concept  that  this  disease  is  the  end  re- 
sult of  an  impaired  mechanism  that  occurs  within 
the  cell  and  destroys  the  normal  equilibrium 
within  it.  Impairment  in  the  intracellular  oxi- 
dative mechanisms  gives  rise  to  pathology  in  the 
entire  system.  Then,  when  equilibria  and  bal- 
ances are  restored  and  maintained  in  the  cells  and 
tissues,  body  health  is  restored.  Osteoarthritis 
starts  with  a cellular  anoxemia  and  progresses  to 
a destruction  of  the  afflicted  cells.6  It  is  the  end 
result  of  a metabolic  biochemical  disease.  It  is 
found  to  be  most  active  in  the  fourth  and  fifth 
decades  when  the  steroidal  hormones  are  under- 
going physiologic  and  pathologic  changes. 

Such  observations  were  found  in  my  clinical 
series  of  4,000  cases.  In  addition,  the  influence 
of  heredity  was  found  to  be  notably  greater  in  the 
younger  age  groups.  From  these  studies  there 
was  no  significant  evidence  to  relate  osteoarthritis 
resulting  from  occupational  trauma  or  a hard  life 
to  the  number  of  cases  found  in  the  leisure  class. 
This  was  particularly  evident  with  regard  to  Heb- 
erden’s  nodes  where  the  terminal  interphalangeal 
joints  are  neither  weight-bearing  nor  the  usual 
sites  of  chronic  irritation,  although  they  were 
affected  early  and  commonly  in  this  disease. 

This  tends  to  refute  the  old  illogical  and  erro- 
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neous  belief  that  “chronic  irritation  can  and  does 
produce  this  disease.”  There  seems  to  be  lit- 
tle doubt  that  physiologic  stress  and  strain  or  sin- 
gle or  a series  of  trauma  to  a joint  can  accelerate 
or  precipitate  symptoms  in  an  already  diseased 
joint. 

Symptoms  and  the  Procedure 
for  Health  Study 

1.  History:  A comprehensive  history  is  time- 
consuming  but  essential.  Great  patience  must 
be  exercised.  It  should  be  taken  by  the  clinician 
himself. 

The  hereditary  history  includes  inquiry  into 
the  longevity  of  the  antecedents.  Familial  dis- 
eases, past  and  present,  are  noted.  The  causes 
of  death  of  both  maternal  and  paternal  ancestors 
and  the  health  status  of  those  living  should  be 
ascertained. 

Personality  and  functional  tendencies  are  in- 
herited just  as  much  as  the  facial  and  structural 
characteristics.  In  addition  to  the  inherited  po- 
tential, the  individual  is  subject  to  environmental 
factors  which  determine  the  aging  of  special 
structures.  The  next  step  in  estimating  the  pres- 
ent status  and  future  health  of  any  patient  con- 
sists in  getting  a carefully  considered  history  of 
all  environmental  trauma,  both  physical  as  well 
as  emotional,  from  infancy  to  the  date  of  exam- 
ination. Every  individual  is  the  product  of  the 
impact  of  his  environment  on  his  inherited  con- 
stitution. 

2.  Height  and  weight:  These  should  be  meas- 
ured and  compared  with  authoritative  standards. 
Since  obesity  becomes  a handicap  and  a menace 
with  the  potential  as  well  as  the  manifestly  osteo- 
arthritic  patients,  weight  reduction  should  be  im- 
pressed on  the  overweight  patient  to  restore  cor- 
rect nutrition.  Too  frequently,  the  stocky  young 
person  has  become  tolerant  and  blind  to  his  obes- 
ity and  accepts  it  as  a familial  characteristic. 
Cardiac  work  decreases  as  normal  weight  is 
approached,  and  the  weight  load  is  reduced  on  the 
joints.  Weight  reduction  in  such  a person  is  no 
guarantee  against  premature  osteoarthritis,  but 
it  will  help  in  its  prevention. 

3.  Skin:  The  following  manifestations  should 
be  noted:  hair  with  regard  to  thinness,  baldness, 
and  texture;  the  face  for  thyroid  facies,  dryness, 
acne,  enlarged  pores;  cold,  clammy,  pink,  dry, 
or  moist  palms  of  the  hands;  purple  mottling  of 
the  extremities  and  lesions  of  the  nails;  inade- 
quate filling  of  the  capillaries  and  veins  of  the 


feet;  examination  of  the  arterial  pulsations; 
abnormal  pallor  when  the  feet  are  elevated  and 
the  speed  with  which  the  veins  fill  when  the  feet 
are  moved  to  the  dependent  position  to  measure 
arterial  circulation. 

4.  Eyes:  The  ocular  fundi  show  the  condition 
of  the  retinal  arteries,  indicating  the  advance  of 
arteriosclerosis.  Insidious  deterioration  of  the 
smaller  vessels  suggests  further  physiologic  in- 
competency. 

5.  Hearing:  Defects,  particularly  those 

caused  by  otosclerosis,  have  been  reported  as 
localized  lesions  in  the  general  atherosclerotic  pa- 
tient.7 

6.  Digestive  System:  The  gastrointestinal 

tract  must  be  explored  for  evidences  of  infection. 
Test  meals  may  reveal  hypochlorhydria.  Roent- 
genography may  show  cholecystitis,  colon 
stasis,  diverticula,  or  other  changes.  The  di- 
gestive abnormalities  must  be  corrected,  not  only 
to  control  infection,  but  also  to  improve  general 
nutrition,  on  which  recovery  depends. 

7.  Respiratory  tract:  The  nose,  nasal  sinuses, 
and  throat  are  examined  for  evidence  of  infection 
or  obstruction,  the  bronchi  and  lungs  for  infection 
and  for  signs  of  circulatory  deficiencies. 

8.  Heart:  Studies  reveal  the  nature  of  arterial 
insufficiency  resulting  from  disease  of  its  nutrient 
arteries.  Angina  pectoris  is  an  important  symp- 
tom. Auscultation  should  be  done  before  and 
after  exercise.  A reduced  cardiac  reserve  usually 
is  shown  by  a greatly  increased  pulse  rate  and/or 
a drop  in  systolic  pressure.  The  character  of  a 
heart  disorder  is  revealed  by  the  quality  of  the 
heart  tone,  the  accentuation  of  the  beat,  and  the 
presence  of  murmurs  and  their  radiation  and  lo- 
cation. Enlargement,  as  determined  by  percus- 
sion and  x-ray,  is  especially  significant  when 
associated  with  low  blood  pressure.  It  is  neces- 
sary to  measure  the  blood  pressure  in  both  arms 
to  reveal  any  possible  aortic  distortion.  The 
readings  should  be  done  several  times  since 
emotional  tension  may  result  in  decided  fluctua- 
tions. 

9.  Orthopedic:  Any  kyphosis  or  lordosis  in  the 
vertebral  column  and  any  other  postural  abnor- 
malities of  the  spine  should  be  corrected.  Atten- 
tion should  be  paid  to  the  body  mechanics,  with 
particular  reference  to  the  arches  of  the  feet  or  to 
deformities  of  an  extremity.  Tenderness,  spasm, 
restricted  motion,  and  atrophy  of  muscles  are 
observed  and,  if  possible,  should  be  corrected. 

10.  Pelvic  and  rectal  examination:  Important 
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observations  include  unusual  tension  after  mount- 
ing the  table  and  vasomotor  instability  shown  by 
flushing,  hyperhidrosis,  fine  tremor,  and  any 
other  abnormalities.  The  search  for  tumors  and 
infections  should  Ire  a routine  procedure. 

Laboratory  Tests 

1.  The  thyroid  and  the  vascular  system:  The 
determination  of  a basal  metabolic  rate  cannot  be 
made  on  the  reading  of  that  test  alone.  Unlike 
the  speedometer  on  a car  which  clocks  a rate  of 
speed  precisely,  the  body  speed  rate  requires  co- 
ordination with  several  factors.  The  basal  metab- 
olism rate  is  figured  from  the  tracing,  along  with 
the  patient’s  heart  rate,  blood  pressure  reading, 
and  thermal  temperature  measured  at  the  same 
time.  In  this  way  the  clinical  findings  are  re- 
corded and  considered  in  the  final  basal  metabolic 
rate  determinations.  In  hypothyroidism  the 
blood  cholesterol  and  phospholipids  are  elevated 
or  inversed,  the  protein-bound  iodine  is  at  or  be- 
low 4.5  mg.  per  cent  in  the  serum,  and  the  uptake 
of  traces  of  radioactive  iodine  is  often  markedly 
diminished.  The  thyroid  gland  in  such  instances 
takes  up  from  0 to  10  per  cent  of  the  radioactive 
iodine,  the  remainder  usually  being  excreted  in 
the  urine.  The  normal  gland  uptake  is  up  to  50 
per  cent  of  radioactive  iodine.8 

2.  Electrocardiogram  changes  in  hypothyroid- 
ism: Most  clinicians  agree  that  definite  electro- 
cardiographic changes  frequently  accompany 
hypothyroidism.  These  include  (1)  low  voltage 
of  all  complexes,  (2)  sinus  bradycardia,  (3)  low, 
flat,  or  inverted  T waves  in  various  leads,  (4) 
QRS  voltage  of  less  than  0.5  millivolts  in  all  limb 
leads,  and  (5)  depression  of  the  ST  segment. 

There  is  a high  correlation  between  the  disease 
and  the  electrocardiographic  changes  in  those 
cases  of  hypothyroidism  where  the  history  and 
physical  findings  are  reasonably  consistent  with 
the  usual  laboratory  abnormalities.  The  electro- 
cardiogram occasionally  is  the  first  clue  to  the 
diagnosis.  There  is  an  improvement  of  varying 
degrees  after  thyroid  therapy  where  the  initial 
electrocardiographic  changes  were  secondary  to 
hypothyroidism. 

Circulatory  insufficiency  may  be  produced  by 
the  relative  ischemia  of  a reduced  blood  flow  in  an 
atherosclerotic  vessel.  As  our  study  progressed, 
it  became  increasingly  apparent  that  the  under- 
lying dysfunctioning  of  metabolism  was  a matter 
of  lowered  bio-oxidation.  Greater  emphasis  was 


then  given  to  stimulating  intermediary  metabo- 
lism. 

3.  Lipid  determinations:  Since  most  of  the 
cholesterol  in  the  serum  is  in  the  colloidal  form 
stabilized  by  the  phospholipids,  disturbance  in  the 
phospholipid  equilibrium  is  involved  in  these 
lesions.  Whenever  a reduction  is  found  in  the 
level  of  phospholipid  below  that  of  the;  total 
cholesterol,  a critical  progression  in  the  advance- 
ment of  the  condition  is  predicted  in  the  patient. 
Unless  measures  are  taken  quickly  to  restore 
equilibrium,  the  symptoms  of  arteriosclerosis  be- 
come manifest.  It  is  wise  to  think  in  terms  of 
two  types  of  sclerosis.  One  is  arteriosclerosis 
which  is  usually  associated  with  age,  and  the  second 
is  atherosclerosis  which  is  regarded  more  as  a 
disease  than  as  a natural  process  and  occurs  in  a 
younger  age  group.  The  two  conditions  may 
coexist.  Atherosclerosis  is  the  most  commonly 
associated  condition  which  accelerates  the  arteri- 
osclerotic process.  Certain  diseases  accelerate 
both  processes,  such  as  obesity,  stress  and  strain, 
infections,  and  metabolic  diseases. 

Cholesterol  plays  an  important  part  in  the 
absorption  and  transport  of  fat.  Solubility  of 
the  cholesterol  in  the  serum,  determined  by 
phospholipid  and  lipoprotein  complexes,  shows 
striking  decrease  in  persons  beyond  the  sixth 
decade,  particularly  in  those  with  arteriosclerosis. 
Therefore,  central  malfunction  of  the  liver,  in- 
volving disturbances  in  the  lipid  and  lipoprotein 
metabolism,  is  an  etiologic  factor  in  the  produc- 
tion of  osteoarthritis. 

4.  Serum  pyruvic  acid  determinations:  In  the 
tissues  of  patients  suffering  from  nutritional  de- 
ficiencies, there  is  a rise  in  pyruvic  acid  above  nor- 
mal in  the  blood,  and  excess  quantities  accumu- 
late in  the  tissues.  Pyruvic  acid  is  an  intermed- 
iate step  in  the  intracellular  oxidative  metabolism. 
In  Yanof’s9  studies  examination  of  the  blood 
showed  a rise  in  pyruvic  acid,  a fall  in  serum  pro- 
tein, and  an  elevation  of  cholesterol  with  a dis- 
proportionate fall  in  phospholipid.  This  chain 
of  events  contributes  considerably  to  the  general 
pathologic  consequences  of  tissue  anoxia.  Again, 
tissue  anoxia  is  the  fundamental  cause  of  osteo- 
arthritis. 

5.  Serum  glucose:  Serum  glucose  is  a major 
source  of  cardiac  energy.  The  glucose  tolerance 
test  is  done  when  particularly  indicated. 

6.  Plasma  protein:  This  must  be  maintained 
to  promote  bone  healing,  prevent  anemia,  and 
increase  resistance  to  general  infection.  Glucose 
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and  protein  values  are  important  nutritional 
studies. 

7.  Tests  for  renal  function:  Xonprotein  nitro- 
gen, urea,  and  uric  acid  are  determined,  as  indi- 
cated, from  urinalysis  and  suggestive  symptoms. 
The  renal  concentration  test  serves  as  a measure 
of  response  to  physiologic  stress  and,  thus,  as  an 
index  of  functional  reserve. 

8.  Other  endocrine  tests:  Since  all  tissues  do 
not  wear  out  uniformly  in  all  persons,  it  is  impor- 
tant that  the  individual  organs  and  their  functions 
be  studied,  that  is,  the  evaluation  of  the  adrenal 
cortex  by  the  excretion  of  the  17-ketosteroids, 
the  estrogen  content  by  smears  of  the  vaginal 
epithelium,  and  the  androgen  by  the  acid  phos- 
phatase content  of  the  prostatic  fluid  in  young 
men.  The  calcium  balance  may  indicate  the 
rate  of  depletion  of  calcium  and  suggest  deficiency 
of  certain  other  glands.10 

9.  Sedimentation  rate:  In  uncomplicated 

osteoarthritis  it  is  normal.  If  elevated,  a search 
must  be  made  for  a concomitant  disease  responsi- 
ble for  it.  If  none  is  found,  the  test  is  repeated 
and  re-evaluated  as  part  of  the  diagnostic  pro- 
cedure. 

10.  X-ray:  Cost  of  examination  may  be  re- 
duced by  the  preliminary  fluoroscopic  examina- 
tion and  by  omitting  roentgenography  in  patients 
with  normal  cardiac  contours  and  measurements, 
and  with  normal  pulmonary  fields.11  If  fluoros- 
copy shows  any  significant  abnormalities,  it  may 
be  advisable  to  make  detailed  x-ray  studies. 

In  a review  of  the  literature8-12  on  the  subject  of 
roentgenologic  findings,  little  was  said  about  the 
many  years  that  osteoarthritis  must  exist  before 
its  involvement  is  demonstrated  on  x-ray.  In 
its  earlier  and  more  correctable  stage,  when  the 
greatest  amount  of  help  can  be  offered  the  patient, 
x-ray  findings  are  often  negative,  although  the 
joints  may  already  be  damaged.  In  the  earlier 
stage  of  soft  tissue  involvement,  with  swelling 
and  cloudy  infiltrations,  little  if  any  evidence  is 
found  by  x-ray.  Roentgenograms  show  positive 
evidence  of  the  disease  when  it  has  already  ad- 
vanced to  spurs,  erosions,  and  exostoses  and  when 
a break  in  the  contour  and  outline  develops. 
Today,  like  yesterday,  diagnosis  awaits  the  ad- 
vanced disease. 

11.  Complete  blood  count:  Generally  there  is  a 
less  severe  grade  of  secondary  anemia  in  osteo- 
arthritic  than  in  rheumatoid  disease.  Never- 
theless, anemia  is  often  associated  with  osteo- 
arthritis along  with  other  pathology,  particularly 


hypothyroidism,  disease  of  the  liver,  and  nutri- 
tional deficiencies.  Where  the  circulatory  mech- 
anism is  already  impaired  by  physiologic  aging 
or  pathologic  states,  it  is  important  that  the 
circulatory  medium  contain  all  elements  essen- 
tial to  maximum  efficiency. 

12.  Differential  white  count:  All  blood  cells 
are  derived  from  the  mesenchyme.  The  parent 
hemoblast  is  actually  a huge  lymphocyte  from 
which  both  red  and  white  cells  are  subsequenthr 
differentiated.  A poverty  of  polymorphonuclear 
cells  is  a prominent  characteristic  in  lipid  and 
hypothyroid  disturbances.  As  the  study  pro- 
gressed, it  became  apparent  that  the  underlying 
biochemical  dysfunction  prevents  the  blood- 
making  structures  (spleen  and  bone  marrow) 
from  producing  a normal  amount  of  the  mature 
polymorphonuclear  cells.  Frequently  the  num- 
ber of  lymphocytes  is  in  excess  of  the  number  of 
neutrophils.  We  are  dealing  with  an  occult 
lymphocytosis.  Hidden  in  the  approximately 
normal  total  white  cell  count  of  the  blood  of  an 
osteoarthritic  patient  is  a real  lymphocytosis. 
This  is  manifested  as  a relative  lymphocytosis  on 
a differential  count  and  expresses  an  increase 
above  normal  of  lymphocytic  cellular  output. 

Symptoms 

The  lesson  to  be  learned  is  the  need  for  a search 
for  the  silent  disorders  in  apparently  healthy 
people.  We  must  not  wait  until  these  disorders 
become  obvious  diseases.  Osteoarthritis  is  a 
perfect  example.  Symptoms  are  consequent  to 
impairment  of  circulation  and,  therefore,  of  nutri- 
tion of  one  or  more  parenchymal  structures.13 
Functional  depreciation  is  most  insidious,  and 
evidences  of  functional  failure  producing  symp- 
toms do  not  occur  until  functional  capacity  falls 
below  the  minimum  requirements  for  the  main- 
tenance of  health. 

Effective  therapy  in  osteoarthritis,  whether 
preventive  or  curative  or  to  control  or  retard 
this  progressive  disorder,  is  predicated  on  the 
complete  understanding  of  the  individual.  Osteo- 
arthritis begins  so  insidiously  that  it  must  be 
searched  for  if  it  is  to  be  discovered  in  time  to  be 
amenable  to  therapy.  Irreversible  damage  is 
the  price  of  procrastination  and  lack  of  thorough- 
ness in  clinical  study. 

A periodic  health  inventor  is  taken  to  deter- 
mine the  patient’s  biologic  age  and  relate  it  to 
Iris  chronologic  age.  It  uncovers  any  incipient 
progressive  disorders  in  the  preclinical  stage  so 
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that  appropriate  treatment  is  instituted  promptly, 
and  it  provides  the  basis  for  instruction  and 
guidance  of  the  patient  so  that  he  can  use  his  re- 
maining health  reserves  wisely.  This  appraisal 
requires  greater  skill  in  diagnosing  and  interpret- 
ing the  detailed  data  than  that  which  is  required 
for  a specific  disease. 

Since  recurrent  abuses  of  the  biologic  organism 
play  a significant  role  in  the  genesis  of  osteoarth- 
ritis, it  is  the  responsibility  of  the  mature  person 
to  seek  health.  The  need  for  a periodic  inven- 
tory of  one’s  health  status  is  in  the  service  of 
maintaining  health,  detecting  asymptomatic  dis- 
ease in  its  incipiency,  and  correcting  defects  and 
unwise  health  habits.  A conscientious  effort  to 
follow  the  advice  of  the  physician  must  be  exer- 
cised for  it  is  essential  to  alleviate  the  growing 
toll  of  prematurely  disabled  individuals  with 
osteoarthritis. 

Prediction 

Frequently  the  clinician  is  asked  on  to  predict 
the  probability  of  arthritis  developing  where  in- 
heritance is  a factor  or  to  stop  it  when  it  becomes 
manifest.  Prediction  can  be  made  with  a good 
probability  of  accuracy,  even  though  one  cannot 
reply  with  absolute  certainty.  This  subject  was 
first  published  by  the  writer  in  1936  as  the  result 
of  a research  project  on  the  prediction  of  athero- 
sclerosis in  the  ten-year  diabetic  patient.  Since 
then  prediction  has  been  employed  in  terms  of  the 
development  of  osteoarthritis  in  the  atheroscle- 
rotic patient.14 

In  apparently  healthy,  normal  persons  in  whom 
biochemical-metabolic  dysfunctions  were  found, 
prediction  that  osteoarthritis  would  develop  with 
neglect  was  correct  in  90  per  cent.  With  similar 
dysfunctions  in  10  per  cent  of  cases,  no  evidence 
of  osteoarthritis  was  found.  Conversely,  in  the 
4,000  cases  studied  for  osteoarthritis,  no  more 
than  10  per  cent  of  patients  with  normal  functions 
developed  the  disease. 

When  the  total  cholesterol  is  at  or  about  300 
mg.  per  cent  and  the  phospholipid  is  higher  and 
then  becomes  inverted,  osteoarthritis  developed 
within  about  three  years.  The  constancy  in  the 
development  of  osteoarthritis  after  this  sequence 
of  events  makes  its  occurrence  fairly  definitely 
predictable. 

Here,  as  in  most  biologic  and  medical  knowl- 
edge, facts  are  based  on  the  massive  accumu- 
lation of  constant  data  in  which  a significant 
association  between  two  characteristics  has  been 


demonstrated,  for  example,  the  accepted  relation- 
ship between  obesity  and  diabetes,  coronary  dis- 
ease, atherosclerosis,  or  osteoarthritis.  Yet  no 
one  can  say  all  obese  people  will  get  these  diseases 
nor  that  underweight  persons  will  be  spared  them. 
It  is  important  to  accept  the  fact  that  biochemi- 
cal-metabolic dysfunctions  are  precursors  of 
osteoarthritis  rather  than  wait  for  final  proof  be- 
fore utilizing  the  valuable  information  already  at 
hand.  It  is  obvious  that  failure  to  do  so  would  be 
an  unfortunate  and  needless  waste  of  hard-won 
progress.  In  the  use  of  knowledge  based  on  a 
maximum  probability  of  accuracy  lies  the  realistic 
approach  to  scientific  medicine  and  its  further 
advancement. 

Thus,  the  patient  who  anxiously  asks  if  he 
“has”  or  “will  get”  or  “can  stop”  the  progression 
of  osteoarthritis  can  be  answered.  Observations 
with  so  small  a margin  of  error  make  the  informa- 
tion so  obtained  both  valuable  and  useful. 

Conclusions 

Osteoarthritis  is  a chronic  disease  caused  by  a 
disturbance  in  the  metabolic  systems  with  specific 
abnormal  biochemical  findings.  It  is  the  joint 
manifestation  of  a constitutional  disease  and  is 
part  of  a general  atherosclerosis  involving  the 
cartilage  and  bone.  It  cannot  be  caused  by,  but 
is  frequently  exacerbated  by,  emotional  or  organic 
stresses  which  tend  to  accelerate  the  disease  proc- 
ess. It  starts  with  a cellular  anoxemia  and 
progresses  to  a destruction  of  the  afflicted  cells. 

A procedure  for  health  study  is  detailed.  It 
is  essential  to  obtain  a comprehensive  hereditary 
and  personal  history.  The  physical  examination 
and  laboratory  studies  are  outlined  with  special 
attention  to  certain  areas  that  might  be  involved. 

A periodic  health  inventory  is  advised  to  detect 
disease  in  its  incipiency  before  it  is  symptomati- 
cally manifested.  An  attempt  is  made  to  antici- 
pate the  disease  by  constructing  an  approach  to 
optimum  health. 

Particularly  with  hereditary  atherogenesis, 
acceptance  of  the  biochemical-metabolic  dys- 
functions as  precursors  of  osteoarthritis  is  set 
forth  as  a valuable  guide  to  prevent  or  to  retard 
the  progression  of  the  disease. 

From  the  study  of  these  patients  a vast  amount 
of  knowledge  can  be  obtained  from  which  a pre- 
diction of  arthritis  can  frequently  be  made  cor- 
rectly, even  though  the  absolute  of  perfection  is 
not  attainable. 
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To  those  of  us  who  have  made  a career  in 
aviation  medicine  there  is  no  question  in  our 
minds  of  the  dominant  role  that  preventive  med- 
icine plays  in  every  facet  of  our  professional  en- 
deavors. I would  choose  to  define  aviation 
medicine  as  that  branch  of  medicine  which  con- 
cerns itself  with  the  alterations  in  human  homeo- 
stasis occasioned  by  the  various  environments  of 
aeronautics.  On  the  basis  of  this  somewhat 
oversimplified  definition  the  key  factors  are 
altered  homeostasis  and  environmental  con- 
siderations. In  turn  this  suggests  the  basic 
disciplines  of  physiology,  biophysics,  and  en- 
vironmental medicine,  which  are  basic  to  pre- 
ventive medicine. 

In  the  historical  development  of  aviation 
medicine  we  find  that  man’s  desire  to  fly  is  ex- 
pressed in  the  most  ancient  of  chronicles.  The 
myth  of  melted  wings  and  disaster  goes  back  to 
Icarus  with  recognition  of  malevolent  factors  in 
flight.  The  advent  of  the  balloon  in  the  eight- 
eenth century,  and  the  first  flight  by  a physician, 
Dr.  John  Jeffries  of  Boston,  in  a crossing  of  the 
English  Channel  in  1785,  probably  represents  the 
first  medical  interest  in  the  problems  of  man  in 
flight.  Dr.  Paul  Bert  in  a scientific  laboratory 
in  Paris,  beginning  about  1860,  determined  some 
, of  the  effects  of  decreased  barometric  pressure  on 
the  human  body  and  described  the  beneficial 
effects  of  oxygen  inhalation.  After  Bert  pub- 
lished his  book  on  the  effects  of  altered  bar- 
ometric pressure,  there  was  little  work  accom- 
plished until  heavier-than-air  machines  were 
being  produced  in  some  quantity  during  World 
War  I.  The  appalling  death  rate  due  to  ac- 
cidents, the  quest  for  higher  flight  altitudes,  and 
the  symptoms  produced  by  centrifugal  forces 
stimulated  the  development  of  medical  boards, 
physiologic  laboratories,  and  schools  for  flight 
surgeons.  The  physicians  assembled  to  study 
the  human  problems  of  flight  represented  some 
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of  the  finest  professional  talent  of  two  hemi- 
spheres, and  their  efforts  resulted  in  remarkable 
savings  in  life.  These  doctors  are  credited  with 
and  praised  for  their  contribution  to  the  increased 
military  effectiveness  of  the  fliers.  In  the  British 
experience  alone  it  was  determined  that  in  the 
first  year  of  World  War  I,  of  every  100 
aviators  killed,  two  met  death  at  the  hands  of  the 
Germans,  eight  because  of  defective  aircraft,  and 
90  were  killed  due  to  their  own  deficiencies.  It 
was  recorded  that  60  of  these  90  were  found  to 
have  been  due  directly  to  physical  defect.  By 
the  end  of  the  wrar  the  medical  effort  had  re- 
duced the  fatalities  attributable  to  physical  de- 
fect from  60  to  12  per  cent. 

There  was  a desultory  but  positive  develop- 
ment of  aviation  and  aviation  medicine  from 
1918  to  1938,  but  the  growing  threat  of  World 
War  II  gave  great  impetus  to  both.  The  great 
networks  of  the  airlines  took  form,  the  first 
pressure-cabin  aircraft  was  test  flown,  the  aero- 
medical  laboratory  was  established,  and  many  of 
the  clinical  applications  of  aviation  medicine  be- 
came recognized  by  the  public  and  were  under- 
stood by  the  medical  profession.  The  selection 
of  hundreds  of  thousands  of  aviators  and  the 
care-of-flier  program  developed  and  carried  out 
during  World  War  II  represented  a tremendous 
medical  burden  that  was  discharged  with  signal 
success.  With  the  conclusion  of  the  war  and  the 
ushering  in  of  the  jet  age,  the  problems  of  avi- 
ation medicine  have  been  enormous  and  the 
tempo  of  its  activities  increasingly  rapid. 

I like  to  believe  that  aviation  medicine,  as  a 
part  of  preventive  medicine,  covers  a broader 
spectrum  than  its  parent  discipline.  My  belief 
is  based  on  the  fact  that  in  no  other  aspect  of 
preventive  medicine  is  there  so  careful  and  com- 
plete a selection  of  personnel  to  insure  vocational 
fitness;  no  program  of  observation  and  care  to 
insure  continued  top  efficiency  and  health  while 
in  the  vocation  that  is  comparably  complete; 
no  effort  of  equal  magnitude  to  modify  the  work 
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space  and  environment  to  insure  peak  perform- 
ance; no  effort  of  comparable  scope  to  provide 
ancillary  equipment  to  protect  life  and  enhance 
performance;  no  program  to  provide  safety  and 
prevent  accidents  of  equal  intensity  and  breadth; 
no  recognition  and  professional  attention  to  a 
vocational  and  social  group  of  greater  develop- 
ment. 

The  physical  standard  for  the  original  ap- 
pointment of  fliers  is  one  of  the  most  rigid  in  ex- 
istence. The  over-all  examination  standards 
were  established  in  1917  and,  aside  from  re- 
finements, have  stood  the  test  of  time.  Some  of 
the  newer  clinical  technics  of  diagnosis  have  been 
tried,  such  as  the  electroencephalograph  and 
ballistocardiograph,  but  have  not  been  incor- 
porated into  the  basic  physical  examination  to 
any  significant  extent.  The  annual  physical 
examination  has  been  retained  over  the  years  as 
a routine  practice,  and  there  are  special  exam- 
inations prescribed  for  return-to-flight  status 
after  illness  or  injury.  There  is  a growing  tend- 
ency to  institute  in  older  age  persons  the  so- 
called  “executive  type  examinations”  which  are 
thorough  studies  designed  to  detect  the  onset  of 
the  degenerative  processes  associated  with  aging. 
I must  add  that  control  tower  operators  and 
certain  radar  operators  have  been  included  among 
those  key  personnel  who  must  be  mentally  and 
physically  sound  and  remain  fit.  The  air  crew 
effectiveness  programs  designed  to  keep  flying 
personnel  in  top  mental  and  physical  health  are 
highly  developed  in  the  armed  forces  and  to  a 
slightly  less  extent  in  civil  aviation.  In  this  con- 
nection it  can  be  stated  that  the  commonly  ac- 
cepted practices  of  general  environmental  san- 
itation and  food  sendee  hygiene  in  civil  day-to- 
day  life  cannot  just  be  taken  for  granted.  Too 
much  depends  on  our  air  crews  being  able  to  take 
off  on  an  important  mission  as  scheduled. 
Complete  teamwork  is  required,  and  all  team 
members  have  to  be  physically  able  to  perform 
at  all  times.  In  the  Air  Force  the  inability  of  a 
crew  member  to  fly  may  ground  the  entire  crew 
in  such  an  advanced  type  aircraft  as  the  eight-jet 
B-52.  Each  crew  is  a team,  and  the  health  status 
of  the  members,  individually  and  collectively, 
must  be  presenTed. 

The  program  in  aviation  medicine  to  obtain 
optimum  work  space,  favorable  instrument  ar- 
rangements, proper  design  and  operation  of 
safety  devices,  and  a modicum  of  comfort  for  pro- 
longed flight  has  been  and  is  under  medical  lead- 


ership and  supervision.  This  program  has  been 
named  “human  engineering”  and  attempts  to 
fit  human  dimensions  and  limitations  into  me- 
chanical systems  by  prescribing  optimal  arrange- 
ments and  various  aids.  Flight  surgeons  and 
their  allied  scientists  sit  in  on  aircraft  mockup 
boards  and  give  valuable  advice  that  is  more 
often  than  not  incorporated  into  the  ultimate 
design  of  the  machine.  To  be  included  in  the 
human  engineering  endeavors  is  the  development 
of  protective  equipment,  safety  devices,  sanitary 
facilities  for  use  aloft,  food  service  items,  escape 
and  survival  gear,  and  protective  shielding 
against  radiologic  material. 

The  extensive  program  to  promote  safety  in 
aviation  and  to  minimize  accidents  is  a con- 
joined one,  with  physicians  contributing  to  each 
facet.  I have  mentioned  our  participation  on 
boards  in  which  the  design  of  new  aircraft  is 
considered.  In  these  deliberations  medical  men 
point  out  the  need  for  adequate  crash  protection, 
escape  devices,  and  a myriad  of  details  having  to 
do  with  flight  safety.  The  factors  which  have 
contributed  most  to  increased  safety  are  more 
careful  medical  and  psychiatric  selection,  better 
and  more  training,  improved  care-of-flier  pro- 
grams which  denote  closer  supervision  and  reg- 
ulation of  flyers,  better  aircraft  maintenance, 
improved  ground  control,  and  the  development 
of  numerous  reliable  aids  to  the  pilot.  The  work 
of  Dr.  John  Stapp,  a lieutenant  colonel  in  the 
Air  Force  Medical  Service,  on  the  crash  decel- 
erator  sled  has  provided  much  basic  information 
on  crash  injury.  His  reports  have  been  studied 
by  engineers  as  well  as  physicians  and  have  re- 
sulted in  better  safety  belts,  more  secure  anchor- 
ing of  seats  to  the  main  aircraft  structure,  the 
removal  of  dangerous  projections  in  cabins  and 
cockpits,  and  strengthening  of  many  structural 
parts  of  the  machine.  It  is  a paradox  that  many 
advancements  in  aviation,  such  as  higher  speeds, 
particularly  landing  speed,  greater  altitude,  the 
pressure  cabin,  longer  operational  range,  and 
electronic  complexities,  contribute  to  some  ac- 
cidents, yet  reduce  the  rate  in  other  aspects, 
such  as  the  ability  to  fly  over  weather  or  pick 
an  alternate  landing  site.  Some  electronic  gear 
permits  the  avoidance  of  turbulent  storm  areas, 
yet  there  have  been  fires  aloft  due  to  over- 
heating of  this  type  of  equipment.  It  is  a prob- 
lem of  vigilance  and  constant  study  with  medical 
participation.  Our  greatest  endeavor  is  focused 
on  the  flight  and  ground  cont  rol  personnel  wherein 
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still  lies  the  greatest  source  of  error  and  mal- 
function. The  removal  of  the  potential  accident 
from  flying  before  the  accident  stage  has  been 
reached  occupies  much  of  the  flight  surgeon’s  time, 
and  this  is  truly  preventive  medicine  at  its  acme. 

The  impact  of  modern  aviation  on  health 
around  the  world  has  been  significant.  Of 
special  interest  is  the  potential  effect  of  travel  on 
the  individual  air  traveler  who  in  the  short  span 
of  hours,  or  a very  few  days  at  most,  may  be  ex- 
posed to  any  and  almost  all  of  the  common  and 
exotic  diseases  of  this  world.  A view  of  a map 
of  the  world  which  depicts  the  major  disease 
areas  with  an  overlay  of  the  world’s  airlines  shows 
that  there  is  air  travel  open  to  each  “disease” 
area.  Perhaps  of  greater  interest  to  us  here  is 
the  consideration  of  the  spread  of  communicable 
disease  and  the  transplantation  of  harmful 
insects.  Travel  by  surface  conveyances  has  for 
centuries  been  the  principal  factor  in  the  prop- 
agation of  communicable  disease  from  district 
to  district  and  between  continents.  A recent 
incident  was  the  reintroduction  of  cholera  into 
Egypt  in  1947  by  troops  enroute  from  India.  It 
is  now  apparent  that  it  is  possible  to  travel  be- 
tween any  two  points  in  the  world  within  the  in- 
cubation period  of  any  major  communicable 
disease.  This  threat  increases  as  the  airline  nets 
expand  and  encompass  the  endemic  centers  of 
these  diseases  and  as  speed  of  travel  increases. 
The  cost  of  air  travel  is  being  reduced,  and  as  low 
cost,  high  density  air  travel  increases,  it  is  almost 
certain  that  new  reservoirs  of  human  disease  will 
be  reached  and  the  diseases  disseminated. 

The  potentiality  for  spread  of  so-called  danger- 
ous insect  vectors  of  disease  and  destruction  are 
great,  but  the  record  remains  surprisingly  good. 
The  Anopheles  gambiae  was  carried  from  Africa 
to  Brazil  by  ship  in  the  1930’s  and  was  finally 
eliminated  by  1940  at  a high  cost.  There  was 
considerable  fear  that  this  species  would  be  re- 
introduced during  World  War  II  when  there  was 
heavy  air  traffic  between  Natal,  Brazil,  and  the 
West  Coast  of  Africa.  It  is  claimed  that  several 
new  species  of  mosquito  were  carried  into  Florida 
during  the  war,  others  into  Hawaii,  but  they  ap- 
parently failed  to  survive,  The  dangers  would 
still  seem  to  be  more  potential  than  real  in  view 
of  the  thought  and  effort  that  has  gone  into 
International  Quarantine  rules  and  operations. 
The  program,  which  is  of  serious  concern  to  all 
physicians  in  the  field  of  aviation  medicine,  in- 
volves the  following  activities: 


1.  Control  of  disease  and  insects  in  areas  ad- 
jacent to  international  airports. 

2.  Immunization  of  international  travelers 
against  smallpox,  yellow  fever,  cholera,  and  other 
diseases  as  indicated. 

3.  Disinsectization  of  aircraft  before  and 
after  journeys  as  appropriate. 

4.  Dissemination  of  information  on  distri- 
bution and  outbreaks  of  important  diseases. 

5.  Good  medical  supervision  and  intelligence 
in  the  major  airlines  of  the  world. 

The  prevention  of  another  pandemic  of  in- 
fluenza on  a global  basis,  I believe,  would  be 
based  on  good  medical  intelligence  and  reporting 
with  wide  immunization  of  the  traveling  public. 

Aviation  on  both  a national  and  international 
basis  has  contributed  in  a measure  to  health  im- 
provement. International  air  travel  lias  done 
much  to  catalyze  cooperation  and  action  in 
disease  control.  To  qualify  for  air  travel  com- 
munities have  been  required  to  institute  programs 
of  disease  and  insect  eradication,  improved  san- 
itation, and  enhancement  of  the  health  of  large 
groups  of  people.  Fast  air  travel  has  brought 
the  world’s  finest  medical  centers  within  the  reach 
of  almost  every  person  in  the  civilized  world. 
This  possibility  has  created  an  awareness  of  and 
established  a greater  interest  in  medical  skills 
and  capabilities  so  that  bulbar  polio  cases  are 
flown  from  Manila  to  San  Francisco  and  blue 
babies  from  Venezuela  to  Baltimore  or  New 
York.  The  great  medical  centers  with  their 
concentration  of  rare  medical  skills  now  give  an 
ever-broadening  geographic  coverage.  In  World 
War  II  and  in  the  Korean  War  military  air 
evacuation  was  used  extensively  with  tremendous 
saving  of  lives.  The  battlefield  wounds  were 
brought  to  the  specialty  treatment  centers  where 
the  most  effective  lifesaving  and  curative  pro- 
cedures could  be  instituted  under  favorable 
circumstances. 

The  aircraft  has  greatly  contributed  to  insect 
control,  and  a few  small  aircraft  can  now  deliver 
insecticidal  agents  to  inaccessible  areas  in  short 
time  and  with  high  effectiveness.  In  more  and 
more  areas  of  the  world  aircraft  are  being  em- 
ployed in  sanitary  control  work  at  costs  that  are 
within  acceptable  limits. 

There  are  health  hazards  throughout  the  air- 
craft industry,  and  in  air  operations,  that  are  of 
the  same  interest  to  aviation  medicine  as  health 
problems  of  other  industries  arc  to  preventive 
medicine.  We  have  been  cognizant  of  the  carbon 
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monoxide  problem  since  World  War  I,  and  it  is 
still  with  us.  Each  new  aircraft  presents  a 
problem  for  study  regardless  of  engine  location 
and  type  of  fuel.  For  some  years  we  have  been 
interested  in  nuclear-propelled  aircraft,  and 
whereas  we  escape  the  carbon  monoxide  problem, 
questions  of  shielding  of  the  aircrew  have  been 
enormous.  Problems  in  radiation  hazards  have 
been  presented  in  some  complexity  already, 
however,  owing  to  the  extensive  use  of  aircraft 
in  all  manner  of  tests  conducted  in  conjunction 
with  the  Atomic  Energy  Commission’s  atomic 
testing  program.  New  solvents,  hydraulic  fluids, 
refrigerants,  fire  extinguishers,  new  fuels,  rocket 
propellants,  and  a host  of  other  chemicals  affect 
both  our  ground-servicing  personnel  and  air  crew. 
The  problems  we  encounter  and  the  methods  used 
in  preventing  human  disability  are  those  common 
to  the  teachings  and  practices  of  preventive 
medicine. 

The  unusual  environmental  conditions  im- 
posed by  flight  at  high  altitude  and  at  great 
speed  have  created  special  problems  for  aviation 
medicine.  We  must  think  of  optimal  human 
performance  in  the  case  of  the  air  crew  for  the 
duration  of  flight  and  yet  be  conscious  of  weight 
penalties  if  extra  equipment  is  required.  There 
is  also  a consideration  of  economics.  It  is  recog- 
nized that  there  is  wide  variation  in  individual 
tolerance  to  stress,  and  although  the  range  of 
adaptation  is  fairly  precisely  known,  we  seem  to 
have  a constant  struggle  with  the  engineers  to 
obtain  reasonably  optimal  environmental  con- 


ditions. We  have  repeatedly  stressed  the  point 
that  it  would  be  a grave  mistake  to  encroach 
on  the  adaptive  mechanisms  of  our  air  crew  in 
routine  operation  with  the  firm  belief  that  the 
vital  reserves  must  be  preserved  for  emergencies 
and  emergencies  alone. 

The  factors  of  specific  interest  are  those  of 
temperature  and  humidity,  cabin  pressure, 
supplemental  oxygen  supply  for  the  highest 
altitudes,  sound  and  vibration  dampening,  and 
protection  against  sudden  compression.  Quite 
pimply  stated,  we  wish  to  insure  an  environment 
for  air  crew  personnel  that  assures  of  their  effi- 
ciency while  in  flight  and  prevents  the  occurrence 
of  untoward  events  that  might  lead  to  disaster. 

In  the  training  of  our  flight  surgeons  we  lean 
heavily  on  the  basic  disciplines  of  microbiology, 
biostatistics,  and  biophysics  which  are  fun- 
damental studies  in  every  graduate  school  of 
public  health  and  hygiene.  Environmental  med- 
icine is  a lodestone  in  aviation  medicine  as  it  is  in 
preventive  medicine,  and  epidemiology  is  of 
cardinal  importance  in  our  practice  and  re- 
sponsibilities. Mental  hygiene  and  the  main- 
tenance of  sound  mental  health  are  quite  ob- 
viously of  crucial  significance  in  a vocational 
group  where  “to  err  may  be  to  die.”  Without 
repeating  the  full  gamut  of  subjects  that  con- 
stitute the  field  of  preventive  medicine,  I feel 
justified  in  making  the  generalization  that 
aviation  medicine  is  indeed  an  offshoot  of 
preventive  medicine  and  is  properly  allied  to  this 
broad  and  important  specialty. 
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The  Physiologic  Potensification  of  Mephenesin 
with  a Smooth  Muscle  Relaxant  and  Analgesic 


HARRY  E.  TEBROCK,  M.D.,  NEW  YrORK  CITY,  WILLIAM  N.  YOUNG,  M.D.,  BAYSIDE,  NEW  YORK, 
MANUEL  KAUFMAN,  M.D.,  BOSTON,  MASSACHUSETTS,  AND  HILTON  LOPEZ,  M.D.,  PUERTO  RICO 

{From  Sylvania  Electric  Products  Inc.,  and  the  Department  of  Industrial  Medicine,  New  York  University- 
Bellevue  Medical  Centei , Institute  of  Industrial  Medicine,  New  York  City;  Bay  side  Laboratories,  Sylvania 
Electric  Products  Inc.,  Bayside,  New  York;  Area  Medical  Director,  Sylvania  Electric  Products  Inc.,  Boston, 
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It  is  well  known  that  the  effect  of  drugs  can  be 
modified  by  other  drugs  with  which  they  are 
associated.  In  that  fashion  synergism,  which  is 
an  accentuation  of  effect  greater  than  the  simple 
additive  effect,  can  exert  itself.  For  that  reason 
various  combinations  of  drugs  are  sought  which 
would  potensifv  each  other,  physiologically  or 
therapeutically. 

The  curare-like  effects  of  mephenesin  are  such 
that  they  reduce  or  abolish  the  neuromuscular 
impulses  in  the  internuncial  system  of  the  brain 
and  spinal  cord  without  affecting  voluntary 
function.1’2  Mephenesin  works  on  hypothalamic 
or  thalamic  centers,  and  its  effects  may  be  as- 
sessed by  its  ability  to  reduce  exaggerated  re- 
flexes to  normal.  By  that  mechanism  meph- 
enesin relaxes  skeletal  muscle  but  does  not 
paralyze  it. 

The  smooth  muscle  antispasmodic  effect  of 
dibenzyl  succinate  is  due  to  the  benzyl  portion  of 
the  molecule.  Dibenzyl  succinate  is  a mild 
smooth  muscle  relaxant.  Although  it  is  realized 
that  more  potent  smooth  muscle  antispasmodics 
are  available,  as  illustrated  by  belladonna,  the 
increased  side-effects  of  belladonna  and  the 
necessary  limitation  in  dosage  of  a combination 
including  belladonna  caused  us  to  avoid  it.  In  a 
varied  industrial  practice  such  as  the  one  in  which 
we  operate  or  in  a practice  which  requires  broad 
dispensing  of  analgesics  to  a huge  case-load  of  a 
heterogeneous  population,  the  use  of  drugs  which 
may  have  frequent  side-effects  is  not  warranted 
unless  specifically  indicated.  For  these  reasons 
we  avoid  mixtures  in  which  belladonna,  amphet- 
amine, or  barbiturates  are  present.  We  order 
such  drugs  by  themselves  in  cases  which  represent 
an  express  need  for  them. 

A product  having  skeletal  muscle-relaxing 
effects  is  desirable  in  pain  and  spasm,  muscular 
rheumatism,  torticollis,  and  in  the  low  back 


syndrome.3-6  However,  secondary  smooth  mus- 
cle spasm  is  a frequent  concomitant  to  skeletal 
muscle  spasm.  Since  skeletal  muscle  pain  may 
be  reflexly  felt  as  visceral  pain  or  is  interpreted 
as  such  by  the  higher  centers  of  the  brain,  it  would 
seem  logical,  in  the  treatment  of  conditions  in 
which  skeletal  muscle  pain  is  referred  to  the 
viscera,  to  include  a mild  smooth  muscle  antispas- 
modic agent. 

These  facts  stimulated  us  to  use  a combination 
of  mephenesin,  a skeletal  muscle  antispasmodic 
agent,  and  dibenzyl  succinate,  a mild  smooth 
muscle  antispasmodic  agent.  Since  pain  of 
varying  degrees  is  usually  associated  with  spasm, 
the  effect  of  the  combination  of  these  two  types 
of  antispasmodics  was  further  enhanced  by  the 
addition  of  an  analgesic  agent. 

The  necessity  of  treating  symptoms  is  present 
in  any  medical  practice,7  but  it  is  particularly 
important  in  the  practice  of  industrial  medicine. 
Most  of  the  drugs  must  be  used  on  ambulatory 
patients  who  must  be  kept  comfortable  in  order 
to  continue  work  at  a level  that  does  not  impair 
their  efficiency  or  their  judgment.  The  salicyl- 
ates are  pre-eminent  as  analgesics,  and  their 
effectiveness,  relative  safety,  and  freedom  from 
side-effects  have  been  well  established  and  re- 
cently reaffirmed.8-11 

The  analgesic  used  in  this  combination  was 
salicylamide,  which  recently  has  been  widely 
used.12-14  Although  we  do  not  believe  that 
salicylamide  per  se  is  more  potent  than  other 
salicylates,  from  previous  experience  we  rate  its 
analgesic  effect  similar  to  that  of  aspirin  or 
sodium  salicylate;  possibly  it  may  be  more 
rapid  in  the  production  of  effective  analgesia. 
Another  reason  for  selecting  salicylamide  is  its 
reported  propensity  for  relaxing  smooth  muscle 
spasm.15 

The  combination,  then,  consisted  of  tablets, 
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each  containing  dibenzyl  succinate  125  mg., 
mephenesin  250  mg.,  and  salicylamide  100  mg.* 

Materials  and  Methods 

Four  separate  investigators  cooperated  in  this 
study  to  test  and  observe  clinically  the  effect  of 
the  new  combination,  Expasmus.  Each  in- 
vestigator operated  independently  without  knowl- 
edge of  the  findings  of  the  other  investigators. 
The  results  of  the  observations  and  findings  of 
each  investigator  were  quite  similar.  It  is  of 
interest  that  each  investigator  had  an  entirely 
different  group  of  patient-workers.  In  one  case 
the  test  population  consisted  of  stevedores  and 
manual  laborers.  In  the  other  groups  it  varied 
from  scientific  research  personnel  through  clerical 
employes  to  assembly  line  factory  workers. 

Patients  were  not  specially  selected  for  this 
study  for  several  reasons:  First,  it  was  felt  by  all 
of  us  that  a true  reflection  of  the  effectiveness  of 
an  analgesic  and  muscle  relaxant  can  be  gained 
only  by  its  observation  in  the  random  case-load 
of  an  industrial  practice.  Second,  all  clinical 
investigations  are  subject  to  error  if  discretion 
is  left  to  the  investigator,  and,  therefore,  the 
purpose  of  random  selection  is  served  by  tak- 
ing cases  consecutively  as  they  appeared.  Third, 
the  likelihood  of  confusion  in  case  records  is 
eliminated  if  only  one  antispasmodic-analgesic 
combination  is  used  (in  this  case  Expasmus),  and 
the  administration  of  other  drugs  or  even  place- 
bos is  eliminated.  In  a number  of  the  studies 
known  to  us,  placebos  have  cast  doubt  on 
the  efficacy  of  certain  useful  drugs.  Subsequent 
studies  have  borne  out  that  fallacies  enter  into 
the  testing  of  the  multitudinous  variables  which 
are  inherent  in  studies  in  which  placebos  are  used 
as  controls.  When  some  of  the  mechanical  anom- 
alies of  placebo  systems  came  to  light,  there  was 
a dispelling  of  the  doubts  which  were  cast  on 
drugs  by  the  testing  method  used. 

Each  patient  was  first  seen  by  an  attending 
physician  who  diagnosed  and  ordered  Expasmus; 
the  patient  was  followed  by  the  nurse  in  charge 
who  dispensed  the  drug  and  kept  the  records. 
Finally,  prior  to  discharge  the  patient  was  again 
seen  by  the  same  physician  who  then  evaluated 
the  results  of  treatment  subjective!}'  and  ob- 
jectively. 

The  routine  dosage  ordered  was  two  tablets 

* This  new  combination,  called  Expasmus,  was  supplied  to 
us  for  clinical  study  by  its  manufacturers,  Martin  H.  Smith 
Co.,  New  York  City. 


TABLE  I. — Age  Distribution*  of  Patients 


Age  (Years) 

Number 

Per  Cent 

20  to  29 

35 

26 

30  to  39 

60 

42 

40  to  49 

27 

21 

50  to  59 

13 

9 

60  or  over 

3 

2 

every  four  hours,  a daily  dosage  of  eight  tablets. 
A larger  dosage,  four  tablets  every  four  hours  or  a 
daily  dosage  of  16  tablets,  was  ordered  in  those 
cases  which  did  not  respond  to  the  routine  dosage 
or  in  cases  in  which  the  symptoms  were  severe. 
The  only  side-effect  with  the  larger  dosage  was 
minor  and  infrequent  and  consisted  of  occasional 
mild  nausea  which  disappeared  promptly  on 
withdrawal  of  the  drug.  In  two  patients,  when 
nausea  disappeared,  the  drug  was  readministered 
with  no  ill-effects.  In  two  other  cases  in  which 
mild  nausea  appeared,  the  administration  of  the 
drug  was  nevertheless  continued  with  only 
slight  discomfort. 

Procedure 

When  a patient  presented  himself,  he  was 
examined,  the  site  of  his  complaints  was  marked 
on  an  anatomic  illustration,  and  the  history, 
findings,  and  diagnosis  were  entered  on  a clinical 
report  form  which  accompanied  it.  Expasmus 
was  prescribed,  and  the  patient  was  instructed 
to  report  to  the  dispensary  either  daily  or  within 
three  days.  In  industrial  medicine  patients 
usually  return  to  the  clinic  as  instructed  and  can 
be  followed  since  it  is  convenient  for  them  to 
report  to  the  dispensary  on  company  time. 

Cases  were  divided  into  three  categories: 
(1)  severe,  (2)  moderate,  and  (3)  mild.  The 
criteria  were  subjective  (pain)  and  objective 
(spasm,  tenderness,  rigidity,  and  limitation  of 
motion). 

Results 

A total  of  138  patients  were  treated,  and  all 
were  followed.  (Actually,  a considerably  greater 
number  of  patients  were  treated  with  Expasmus 
instead  of  the  standard  salicylates  for  a variety 
of  conditions  involving  largely  the  pain  and 
tenderness  of  skeletal  muscle  spasm.  It  was  our 
observation  as  well  as  that  of  the  dispensary 
nurses  that  relief  was  faster  and  more  continued 
than  with  aspirin  or  mephenesin  in  similar 
dosage.  These  cases  were  not  included  in  our 
statistics  because  of  the  short  duration  of  the 
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TABLE  II. — Results  op  Treatment 


— Severity — 


Response 

Severe 

Moderate 

Mild 

Total 

Excellent 

Number 

3 

52 

9 

64 

Per  cent 

37.5 

47.0 

50.0 

46.0 

Good  to  fair 

Number 

2 

44 

3 

49 

Per  cent 

25.0 

40 . 0 

17.0 

36.0 

Poor  to  failure 

Number 

3 

16 

6 

25 

Per  cent 

37.5 

13.0 

33.0 

18  0 

Total 

Number 

8 

112 

18 

138 

Per  cent 

100 

100 

100 

100 

TABLE  IIT.  —Comparison  of  Response  in 
Acute  Cases 

Chronic  and 

Chronic 

Acute 

Cases 

Cases 

Number  of  patients 

19 

119 

Good  response 

Number 

10 

103 

Per  cent 

53 

86 

Failure 

Nu  mber 

9 

16 

Per  cent 

47 

14 

pain  and  the  lack  of  objective  follow-up  by  the 
physician.) 

Age  distribution  of  patients,  results  of  treat- 
ment in  severe,  moderate,  and  mild  cases,  and 
comparative  responses  of  acute  and  chronic 
cases  are  given  in  Tables  I,  II,  and  III,  respec- 
tively. The  types  of  conditions  treated  are 
listed  according  to  the  degree  of  disability  in 
Table  IV. 

Comment 

Our  observations  lead  us  to  conclude  that 
Expasmus  is  a very  valuable  modality  in  pain  of 
muscle  spasm  and  is  superior  to  any  of  its  com- 
ponents used  alone  or  to  other  combinations 
which  we  have  used  in  our  clinics.  The  effect  of 
the  component  drugs  cannot  be  explained  as 
simply  additive  but  is  undoubtedly  synergistic. 

It  is  our  finding  that  the  preparation,  Expasmus, 
appeared  to  be  more  useful  and  effective  in  pain 
of  recent  origin  than  in  the  pain  of  chronic  cases. 
In  acute  cases  patients  under  the  age  of  forty 
made  a recovery  in  an  average  of  3.2  days,  while 
those  over  forty  took  an  average  of  9.1  days  for 
recovery.  In  the  severe  cases  62.5  per  cent 
patients  benefited  from  the  drug,  and  almost  the 
same  percentage  benefited  in  the  mild  cases. 
However,  it  was  in  the  moderate  to  moderately 
severe  ambulatory  cases  that  this  drug  was 
remarkably  successful.  Of  these  patients  85  per 


TABLE  TV. — Classification  of  Condition  According  to 
Degree  of  D isa  hi  lit  y 


Signs  and  Symptoms 

Number 
of  Cases 

Mild 

Generalized  myositis 

14 

Psychosomatic 

1 

Anxiety  state 

1 

Chronic  mild  arthritic  knee  (osteoarthritis) 

1 

Deltoid  myositis 

1 

Total 

18 

Moderate 

Torticollis 

19 

Shoulder  girdle  syndrome 

15 

Low  back  syndrome 

45 

Elbow  strain,  sprains,  and  tendinitis 

19 

Generalized  myositis 

16 

Miscellaneous 

6 

Hemiplegia 

j 

Derangement  of  semilunar  cartilage 

i 

Bursitis 

2 

Rheumatoid  arthritis 

2 

Total 

112 

Severe 

Trigeminal  neuralgia 

1 

Low  back  syndrome 

5 

Paget’s  disease 

1 

Hypertrophic  arthritis 

1 

Total 

8 

cent  had  a good  to  excellent  response,  usually 
with  prompt  and  continued  relief. 

Cases  involving  skeletal  muscle  spasm  re- 
sponded best,  especially  in  muscular  rheumatism, 
including  torticollis,  shoulder  girdle  and  low  back 
syndromes,  and  generalized  myositis.  Sprains 
were  the  next  best  in  response.  Arthritis, 
either  osteoarthritis  or  rheumatoid,  responded 
poorly.  The  drug  also  failed  to  help  bursitis, 
neuralgias,  and  all  suspected  psychosomatic 
illnesses,  even  though  mephenesin  has  been 
advocated  by  other  authors  in  the  treatment  of 
anxiety  tension  states.  In  a single  case  of 
Paget’s  disease  of  the  hip,  there  was  a remarkable 
remission  of  signs  and  symptoms  following  ad- 
ministration of  the  drug. 

Summary  and  Conclusions 

1.  The  effect  of  Expasmus  was  tested  in  an 
industrial  clinic  on  138  patients  with  complaints, 
such  as  arthralgias;  muscular  rheumatism  in- 
cluding torticollis,  shoulder  girdle  pain,  and  low 
back  pain;  and  generalized  myositis.  All 
patients  had  pain  and  tenderness,  and  some  had 
muscle  spasm. 

2.  The  drug  was  found  effective  in  82  per 
cent  of  the  patients  whom  we  observed.  These 
patients  had  good  or  excellent  responses  to  the 
drug  with  either  absence  of  or  minimal  side- 
effects. 
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3.  Those  patients  who  experienced  an  acute 
onset  had  prompt  and  complete  relief  of  signs 
and  sjTnptoms  in  a relatively  short  time.  No 
permanent  remissions  were  observed  in  the 
chronic  cases. 

4.  Speed  of  response  was  not  observed  to  be  a 
function  of  severity.  However,  it  is  notable 
that  moderate  to  moderately  severe  acute  en- 
tities responded  more  rapidly  and  more  effec- 
tively than  either  mild  or  severe  conditions 
or  chronic  diseases. 

5.  Diathermy  and  traction  appeared  to  have 
considerable  value  as  adjunct  measures  in  se- 
lected cases,  especially  those  cases  where  the  drug 
did  not  give  complete  relief. 

6.  The  drug  Expasmus  is  well  tolerated  and 
should  be  especially  useful  in  general  practice 
since  it  was  found  particularly  useful  in  a large 
industrial  clinic  for  the  rapid  and  satisfactory 
management  of  the  varieties  of  arthralgia  and 


myalgia  which  are  so  commonly  seen  in  industrial 
practice. 
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Indications  for  Cooling  in  Pediatric  Anesthesia 

RICHARD  N.  TERRY,  M.D.,  BUFFALO,  NEW  YORK 
( From  the  Children's  Hospital) 


Significant  hyperthermia  developing  during 
anesthesia  was  reported  in  1951  by  Bigler 
and  McQuiston1  in  a group  of  children  under- 
going major  surgical  procedures.  Excluding  in- 
fants under  six  months  of  age  (whose  tempera- 
tures tended  to  subnormal  levels  during  surgery), 
60  per  cent  of  children  developed  significant  fever, 
which  tended  to  rise  further  as  surgery  progressed. 
Anesthesia  appeared  to  be  the  primary  etiologic 
factor  since  80  per  cent  of  febrile  patients 
developed  their  hyperthermic  response  within 
thirty  minutes  of  induction,  presumably  before 
surgical  disturbances  would  be  accountable. 
Bigler  and  McQuiston  introduced  a cooling 
mattress  for  use  in  conjunction  with  anesthesia 
and  presented  evidence  that  its  use  during  surgery 
of  children  aided  homeostasis  and  materially  im- 
proved the  outlook  for  survival  in  surgical  correc- 
tion of  congenital  cardiac  defects. 

A wider  application  of  refrigeration  during 
pediatric  anesthesia  would  seem  to  be  warranted, 
as  these  authors  suggest.  We  have  endeavored 
to  apply  cooling  to  the  more  commonly  performed 
pediatric  surgical  procedures,  as  well  as  in  cardiac 
surgery.  On  the  basis  of  observations  during  the 
past  five  years  at  the  Children’s  Hospital  in 
Buffalo,  continuous  temperature  recordings  have 
been  compiled  on  200  children  under  twelve 
years  of  age  undergoing  major  surgery.  Tem- 
peratures were  recorded  rectally  in  most  instances 
by  a battery-operated  electrical  resistance  ther- 
mometer.* * In  a few  instances  when  the  above 
equipment  was  unavailable,  nasal  temperatures 
with  clinical  thermometer  were  satisfactorily 
substituted,  as  suggested  by  Clark,  Orkin,  and 
Rovenstein.2 

Equipment  employed  for  cooling  early  in  this 
series  was  limited  to  ice  bags  distributed  along 
the  trunk  and  lower  extremities.  During  the 
following  year  the  ice  water  mattress  suggested 
bv  McQuistonf  was  used  with  satisfaction.  For 
the  past  three  years  we  have  had  the  good  fortune 
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Fig.  1.  Rectal  temperatures  at  the  conclusion  of 
surgery. 


to  use  a mechanical  refrigeration  and  heating  unit 
with  pump-fed  coil  mattresses,**  which  permits 
more  precise  as  well  as  more  convenient  thermal 
control. 

Results 

As  seen  from  the  accompanying  diagram  (Fig. 
1),  the  majority  of  children  over  six  months  of 
age  undergoing  surgery  developed  fever  in 
excess  of  100  F.  (rectal),  even  though  31  of  these 
were  exposed  to  the  cooling  mattress  throughout 
the  operative  period.  In  this  latter  group  it 
might  be  reasonably  assumed  that  temperatures 
would  have  reached  excessive  levels  had  not 
cooling  been  employed. 

Contrary  to  the  infant  patients  in  McQuiston’s 
series,  in  few  of  the  control  group  under  six 
months  of  age  was  a fall  from  preoperative  tem- 
perature observed  during  surgery;  furthermore  in 
four  cases  temperature  elevations  to  as  high  as 
102  F.  (rectal)  were  recorded.  In  the  19 
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infants  under  six  months  of  age  in  whom  re- 
frigeration was  undertaken,  it  was  often  found 
that  young  infants  demonstrated  surprising  resist- 
ance to  efforts  to  reduce  body  temperature. 

Of  the  total  group  studied  only  22  patients 
had  preoperative  temperatures  in  excess  of  100  F. 
due  to  infection,  dehydration,  and  in  some  infants 
apparently  to  the  exertion  attending  a venous 
cut-down  immediately  before  anesthesia  and 
surgery.  On  cardiac  patients  “cut-downs”  were 
performed  under  general  anesthesia  with  cooling 
to  circumvent  this  undesirable  thermogenic 
phase. 

As  opposed  to  the  above  group  with  initial 
fever,  40  patients  of  the  series,  mostly  infants, 
presented  “subnormal”  temperatures  preopera- 
tively,  as  well  as  on  the  several  days  of  observa- 
tion on  the  ward  preceding  surgery,  in  the  range 
of  96.8  to  98  F.  (rectal).  The  latter  group  sug- 
gests that  “normal”  temperatures  for  a compara- 
tively large  section  of  children  may  be  actually 
in  this  low  range  and,  as  such,  warrants  the 
anesthetist’s  efforts  to  maintain  body  tempera- 
ture between  97  and  98  F.  as  a basic  physiologic 
concept.3-6 

Com  merit 

Although  the  etiology  of  hyperthermia  occur- 
ring during  anesthesia  and  surgery  in  children  has 
not  been  exhaustively  investigated,  there  can  be 
little  doubt  that  conduct  of  anesthesia  plays  the 
predominant  role  and  warrants  use  of  the  term 
“anesthetic  hyperpyrexia.”  McQuiston1  ruled 
out  seasonal  influences,  type  and  duration  of 
surgical  procedure,  preoperative  medication,  and 
anesthetic  drug  and  technic  as  consistent  in- 
fluences in  his  series  and  implicated  anesthesia 
to  the  extent  that  fever  accompanied  induction 
and  preceded  surgical  disturbances.  It  is  well 
known,  however,  that  factors  generally  operative 
in  pediatric  anesthesia  tend  to  maintain  high 
levels  of  metabolites  within  the  tissues  from  a 
respirator}'  as  well  as  a renal  functional  stand- 
point. These  factors  are  the  proportionately 
higher  rate  of  metabolic  activity  per  Kg.  of  body 
weight,  plus  the  respiratory  handicap  of  a greater 
dead  space  in  proportion  to  aerating  lung  sur- 
faces.6'7 Because  of  these  factors  respiratory 
acidosis  in  children  during  anesthesia  may  be 
expected  with  greater  frequency  than  in  adults. 
Reduction  in  renal  output  which  is  common  to 
adult  anesthesia8  tends  to  be  further  aggravated 
in  infants  and  small  children,  not  only  because  of 


the  respiratory  acidosis  but  also  by  more  rapid 
depletion  of  body  fluids  by  sweating  and  vomiting 
when  these  are  present.9 

Hyperthermia,  as  described,  constitutes  one 
of  the  major  trauma  of  anesthesia,  in  that  body 
“reserves”  are  depleted  through  excessive  meta- 
bolic activity.  A 5 to  7 per  cent  increase  in 
oxygen  consumption  and  carbon  dioxide  produc- 
tion follows  for  each  degree  rise  in  body  tempera- 
ture.10 Circulator}"  demands  are  increased,  both 
for  transport  of  fuel  and  metabolites  and  to  pro- 
vide the  “luxury”  cutaneous  circulation  of  the 
heat-dissipating  mechanism.  It  is  the  failure  to 
meet  circulatory  demands  which  leads  to  accu- 
mulation of  metabolites,  which  in  turn  exerts  an 
ever-increasing  accelerator  stimulus  on  the  heart 
and  central  nervous  system.  When  maximal 
metabolic  stimulus  is  reached,  auriculoventricular 
dissociation  may  occur  with  resultant  cardiac 
ventricular  fibrillation  and/or  convulsions.  Our 
hyperthermia  series  includes  five  instances  of 
convulsions  and  three  of  cardiac  arrest,  all  occur- 
ring at  rectal  temperatures  above  102  F.,  which,  it 
is  believed,  were  causally  related  to  hyperthermia. 

One  of  the  most  interesting  observations  dur- 
ing the  period  of  our  study  was  the  frequent 
effectiveness  of  vigorous,  controlled  ventilation 
in  lowering  body  temperature.  In  younger 
children  a rise  of  2 degrees  in  rectal  temperature 
on  discontinuing  manual  ventilation  was  not  un- 
common. Resumption  of  vigorous  ventilation 
would  then  be  again  effective  in  returning  rectal 
temperature  to  the  previous  lower  level.  A non- 
rebreathing valve  and  endotracheal  tube  technic 
has  been  demonstrated  to  be  most  effective 
anesthetic  technic  with  reference  to  heat  ex- 
change. 

Conclusions 

1.  Hyperthermia  of  significant  degree  is  a 
frequent  complication  of  pediatric  anesthesia. 

2.  Evidence  is  presented,  confirming  the 
findings  of  others,  that  “normal”  rectal  tempera- 
tures of  many  children  are  found  in  the  range  of 
97  to  98  F.  It  is  desirable  to  limit  body  tempera- 
tures to  these  levels  by  cooling  devices. 

3.  Hyperthermia  loads  an  added  burden  on 
the  circulatory  and  respiratory  mechanisms  of 
the  sick  child.  It  represents  one  of  the  major 
trauma  of  anesthesia. 

4.  Convulsions  and  cardiac  arrest  in  children 
undergoing  surgery  appear  to  bear  direct  relation 
to  febrile  stress. 
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5.  Anesthetic  hyperpyrexia  may  be  conven- 
iently controlled  by  a cooling  mattress  and 
manual  ventilation. 

6.  Maintenance  of  physiologic  body  tempera- 
tures is  as  much  the  concern  of  the  anesthesiologist 
as  maintenance  of  circulation  and  ventilation. 

188  Ruskin  Road 
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Discussed  by  Lawrence  a.  kohn,  m.d.* 


Case  History 

This  seventy-four-year-old,  white  male  was 
admitted  to  the  hospital  complaining  of  vomiting 
blood. 

This  patient  had  had  uncountable  admissions 
to  general  hospitals  and  to  veteran’s  hospitals 
during  his  lifetime.  One  veteran’s  hospital  ad- 
mission had  extended  over  a period  of  two  years. 
This  was  his  eleventh  admission  to  this  hospital. 
(Figure  1 is  the  original  chest  x-ray.)  He  had 
spent  a total  of  one  hundred  and  thirty-seven 
days  here  over  a period  of  seven  years.  No 
attempt  will  be  made  to  detail  these  admissions; 
instead  a composite  picture  of  the  observations 
will  be  presented. 

All  admissions  had  shown  some  element  of  con- 
gestive heart  failure,  although  individual  admis- 
sion diagnoses  varied  from  acute  alcoholism,  to 
thrombophlebitis  of  the  right  leg,  to  squamous 
cell  carcinoma  of  the  left  lower  eyelid.  There 
was  an  element  of  bronchospasm,  easily  relieved, 
noted  on  many  admissions.  Several  of  the  ad- 
missions were  directly  traceable  to  the  patient 
omitting  his  digitalis.  He  had  been  under  the 
intermittent  but  continuously  increasing  care  of 
private  physicians  during  his  absences  from  the 
hospital. 

From  the  patient’s  history  the  first  diagnosis  of 
heart  disease  had  evidently  been  made  in  1935 
when  the  patient  was  aged  fifty-four.  Since  that 
time  his  complaints  had  been  of  dyspnea  on  exer- 
tion, recurrent  dependent  edema,  paroxysmal 


* From  the  Department  of  Medicine,  University  of  Roch- 
ester School  of  Medicine  and  Dentistry,  Rochester,  New 
York. 


Fig.  1.  Original  x-ray  of  the  chest  made  on  the  first 
admission,  seven  years  before  the  final  admission. 


nocturnal  dyspnea,  and  at  various  times  subster- 
nal  pains  not  necessarily  related  to  exertion.  He 
had  recurrent  periods  when  he  would  sleep  for 
days  or  weeks  in  a chair.  On  two  occasions  he 
had  been  brought  to  the  hospital  unconscious  in 
what  appeared  to  be  acute  pulmonary  edema. 
(The  second  day  x-ray,  Fig.  2,  and  the  discharge 
x-ray,  Fig.  3,  on  one  of  these  admissions  are 
shown.) 

The  patient  gave  a history  of  having  had  re- 
current rheumatic  polyarthritis  in  three  separate 
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Fig.  2.  Chest  x-ray  on  the  second  day  of  an  admis- 
sion for  acute  pulmonary  edema. 


attacks,  the  last  one  of  which  had  occurred  in 
1920.  The  patient  was  vague  about  the  exact 
time,  but  sometime  before  1917  he  had  had  a 
chancre  and  had  received  no  specific  antiluetic 
treatment  until  1939-1940.  His  blood  Wasser- 
mann  always  showed  a fixed  high  titer,  and  cere- 
brospinal fluid  examinations  had  been  negative. 

On  all  admissions  rales  in  varying  degrees  were 
heard  over  his  lung  fields.  His  heart  varied  from 
regular  sinus  rhythm  to  auricular  fibrillation. 
No  murmurs  were  ever  recorded.  The  liver 
sometimes  was  palpable  up  to  four  fingerbreadths, 
and  edema  varied  from  none  to  4 plus.  X-ray  of 
the  chest  showed  varying  degrees  of  passive  con- 
gestion and  a heart  which  was  below  or  above  the 
upper  limits  of  normal  in  size.  Electrocardio- 
grams varied  from  auricular  fibrillation  to  nor- 
mal rhythm  and  showed  varying  degrees  of  right 
axis  deviation. 

Therapy  on  these  admissions  consisted  of  oxy- 
gen, digitalis  and/or  quinidine,  a salt-poor  diet, 
and  mercurial  diuretics.  His  response  had  al- 
ways been  satisfactory,  and  he  had  been  dis- 
charged improved  each  time.  At  various  times 
throughout  these  years  he  was  able  to  hold  un- 
skilled laboring  jobs  for  various  periods  of  time. 
His  last  admission  then  occurred. 

The  patient  said  that  he  had  had  “distress”  in 
his  upper  abdomen  and  right  upper  quadrant  for 
several  years.  This  usually  occurred  after 
meals  and  lasted  for  two  to  three  hours.  He  took 


Fig.  3.  Chest  x-ray  made  at  time  of  discharge  on 
same  admission  as  Fig.  2. 


no  medicine  or  food  for  this  distress.  He  vomited 
occasionally.  For  about  one  month  his  stools 
had  been  tarry  intermittently.  In  the  forty- 
eight  hours  preceding  admission  the  patient  had 
vomited  three  times,  each  time  noting  that  it  was 
coffee-ground  vomitus.  During  the  period  of 
vomiting  his  upper  abdominal  pain  had  become 
more  severe.  His  physician  saw  him  and  sen! 
him  to  the  hospital  by  ambulance. 

On  examination  the  patient  appeared  pale  and 
was  sweating  profusely.  He  was  then  and  re- 
mained uncooperative  and  difficult  to  manage. 
He  was  well  developed  and  well  nourished  but 
showed  some  evidence  of  recent  weight  loss. 
The  chest  showed  no  dullness  but  revealed  expira- 
tory wheezes  and  rales  throughout  both  lung 
fields.  The  heart  was  irregular  at  110  with  a 
pulse  deficit.  The  first  mitral  sound  was  loud, 
and  there  was  an  apical  systolic  murmur,  Grade 
II.  The  second  pulmonic  sound  was  accentu- 
ated. The  abdomen  was  distended  and  tense  and 
tender  throughout,  especially  in  the  epigastrium. 
The  liver  could  not  lx1  palpated  but  was  percussed 
three  fingerbreadths  below  the  right  costal  mar- 
gin. The  spleen  was  not  palpated.  There  was 
no  shifting  dullness  in  the  flanks  There  was  no 
edema  of  the  sacrum  or  legs.  The  temperature 
was  99.8  F.  reetally,  respirations  22,  and  blood 
pressure  in  the  neighborhood  of  105/68. 
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Fig.  4.  Chest  x-ray  on  final  admission  showing  little 
change  from  Fig.  1,  taken  seven  years  previously. 


The  urine  showed  a slight  trace  of  albumin  with 
a few  granular  casts.  The  hematocrit  was  25 
with  a white  blood  count  of  15,200  and  a differ- 
ential which  showed  a predominance  of  poly- 
morphonuclears.  The  nonprotein  nitrogen  was 
63,  sedimentation  rate  23,  and  total  serum  pro- 
teins 5.8  Gm.  with  a normal  albumin-globulin 
ratio.  The  stool  was  positive  for  occult  blood. 
X-ray  of  the  chest  had  not  changed  greatly 
“when  compared  with  the  chest  x-ray  of  seven 
years  previously”  (Fig.  4).  The  electrocardio- 
gram showed  a vertical  axis,  right  axis  devia- 
tion, and  auricular  fibrillation. 

The  patient  received  5 units  of  whole  blood,  and 
his  hematocrit  rose  to  35,  where  it  remained. 
The  stools  became  negative  for  blood,  vomiting 
ceased,  and  the  nonprotein  nitrogen  returned  to 
normal.  On  the  third  hospital  day  a careful 
gastrointestinal  tract  x-ray  examination  re- 
vealed a gastric  ulcer,  approximately  2 cm.  at  its 
base  and  in  depth,  on  the  lesser  curvature  at  the 
incisura. 

On  the  fourth  hospital  day  the  patient  had  a 
chill,  and  his  temperature  rose  to  104  F.  For  ten 
days  chills  and  spiking  fever  and  profuse  sweats 
occurred.  The  sedimentation  rate  rose  to  55. 
His  white  count  remained  in  the  neighborhood  of 
7,000  with  differential  counts  showing  80  per 
cent  or  more  polymorphonuelears.  A series  of 
five  blood  cultures  were  negative.  Typhoid  and 


undulant  fever  agglutination  tests  were  negative.  ' 
The  antistreptolysin  titer  was  normal.  The 
heart  showed  no  change.  There  was  no  clubbing 
of  the  fingers,  petechiae,  or  palpable  spleen.  In 
fact,  the  abdomen  remained  distended  and,  there- 
fore, difficult  to  palpate.  There  were  no  signs  of 
peritonitis.  The  legs  were  examined  daily  and 
were  always  negative.  Examination  of  the 
peripheral  blood  for  “L.E.”  cells  was  negative. 
Penicillin  2,400,000  units  and  streptomycin  2 
Gm.  were  used  daily  for  seven  days  without  no- 
table change  in  the  temperature  response.  Ace- 
tylsalicylic  acid,  15  grains  every  four  hours,  was 
started,  and  his  temperature  returned  to  nor- 
mal. Intravenous  aminophylline  had  been  used 
daily  because  of  persistent  signs  of  broncho- 
spasm. 

The  patient  was  progressing  satisfactorily 
when,  thirty-six  hours  before  death,  he  appeared 
to  become  more  dyspneic  and  to  have  more  rales 
and  wheezes  in  the  chest.  Sacral  and  dependent 
edema  reappeared.  The  temperature  gradually 
rose  until  terminally  it  wTas  over  106  F.  He 
developed  coma  and  Cheyne-Stokes  respirations 
and  died  on  the  twenty-fifth  hospital  day. 

Discussion 

Dr.  Lawrence  A.  Kohn:  This  is  obviously  a 
rather  difficult  problem.  There  are  four  ques- 
tions which  appeared  in  this  man’s  illness: 

1.  What  was  the  nature  of  his  heart  disease? 

2.  What  was  the  nature  of  the  gastric  lesion 
which  prompted  his  last  admission  to  the  hospital 
and  which  was  certainly  indirectly  responsible  for 
his  death? 

3.  What  was  this  febrile  illness  which,  it  is 
fairly  easy  to  see,  caused  considerable  concern 
to  the  staff,  judging  from  the  number  of  examina- 
tions which  were  done  and  the  rather  wide  range 
of  tests  which  were  made  in  an  effort  to  reach  a 
diagnosis? 

4.  Finally,  what  was  the  terminal  event  in 
which,  after  he  had  begun  to  improve,  he  suddenly 
worsened  and  died? 

The  first  problem  was  the  kind  of  heart  disease 
he  had.  We  are  given  a multiplicity  of  choices 
from  the  history.  The  man  had  several  attacks 
of  rheumatic  fever.  He  had  a chancre,  and  his 
syphilis  had  been  untreated  for  a long  time,  long 
enough  so  that  he  might  have  developed  luetic 
heart  disease.  He  was  at  an  age  at  which  he 
might  have  been  arteriosclerotic.  The  one  thing 
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which  was  not  given  was  the  usual  level  of  his 
blood  pressure. 

Chairman  F.  S.  Hassett:  His  blood  pressure 
was  never  found  to  be  elevated. 

Dr.  Kohn:  Judging  from  the  shape  and  the 
size  of  the  heart  alone,  I think  one  would  say  that 
rheumatic  heart  disease  was  not  the  only  factor  in 
his  heart  failure.  The  shape  of  the  heart  does  not 
show  the  exaggeration  of  the  left  auricle  which 
one  would  reasonably  expect  if  this  man  had  had 
a tight  stenosis  of  the  mitral  valve  or  a highly 
insufficient  mitral  valve.  In  general,  the  heart 
silhouette  is  not  one  which  I would  associate  with 
any  established  rheumatic  valvular  lesion;  the 
same  statement  applies  to  syphilitic  heart  dis- 
ease. In  the  days  when  syphilitic  heart  disease 
was  a fairly  common  clinical  finding,  we  looked 
for  a boot-shaped  heart  shadow,  and  we  rarely 
failed  to  find  it.  Even  in  patients  with  syphilitic 
aortitis,  the  left  ventricle  usually  took  the  brunt 
of  the  work,  and  a real  boot  shape  to  the  left  was 
common.  Also,  leaving  aside  the  x-ray,  it  is  un- 
thinkable to  me  that  a man  who  began  to  develop 
heart  failure  from  rheumatic  heart  disease  or 
from  syphilitic  heart  disease  at  the  age  of  fifty- 
four  could  live  for  twenty  years.  When  a 
patient  with  rheumatic  heart  disease  begins  to 
fail  at  that  age,  it  has  been  my  experience  that  he 
usually  keeps  on  failing.  Even  though  this  man 
came  back  again  and  again  in  failure,  he  pulled 
out  of  each  episode  pretty  readily.  The  old 
dictum  about  syphilitic  heart  disease  was  that 
very  few  patients  with  syphilitic  heart  disease 
lived  five  years  after  they  first  went  into  heart 
failure.  I do  not  believe  that  the  “wonder 
drugs”  with  which  we  now  treat  syphilis  have  al- 
tered that  materially.  In  other  words,  I do  not 
believe  that  a patient  with  either  rheumatic  heart 
disease  or  syphilitic  heart  disease  as  the  main  fac- 
tor in  liis  heart  failure  could  have  survived  as 
long  as  this  man  survived. 

However,  I cannot  rule  out  his  having  had  some 
rheumatic  valvulitis.  For  one  thing  the  electro- 
cardiogram shows  a right  axis  deviation.  I sup- 
pose that  means  that  there  was  more  of  an  in- 
crease in  the  work  of  the  right  ventricle  than  ap- 
peared to  be  present  from  the  x-rays  alone. 
There  is  an  alternative  explanation  for  that,  of 
course.  This  man  had  chest  disease.  It  will  not 
surprise  me  if  he  had  a certain  amount  of  peri- 
bronchial disease  or  even  bronchiectasis.  The 
big  hilar  shadows  suggest  that,  and  they  are  a 
striking  feature  on  all  liis  films.  That  may  be 


responsible  for  some  of  the  right  axis  deviation. 

What  kind  of  heart  disease  did  he  have?  I 
think  this  man  probably  had,  in  part  at  least, 
thiamine  deficiency  heart  disease.  We  do  see 
individuals  who  have  been  fairly  heavy  consumers 
of  alcohol  (and  we  are  told  that,  on  some  occa- 
sions at  least,  this  man  came  in  under  the  influence 
of  alcohol),  whose  food  intake  has  been  poor,  and 
who  accumulate  extracellular  fluid  in  large  quan- 
tities. This  is  referred  to  as  beriberi  heart 
disease.  I don’t  know  which  comes  first,  the 
hen  or  the  egg;  that  is,  whether  the  heart  fails 
first  or  whether  the  accumulation  of  extracellular 
fluid  makes  the  heart  fail.  But  in  these  patients 
there  is  a considerable  accumulation  of  fluid, 
dilatation  of  the  heart,  sometimes  murmurs,  and 
sometimes  attacks  of  auricular  fibrillation.  The 
more  I thought  about  it,  the  more  it  seemed  to 
me  that  these  findings,  combined  with  the  fact 
that  his  edema  was  very  mobile,  would  fit  a dis- 
ease in  which  disturbance  of  extracellular  fluid 
could  be  considered  as  playing  at  least  as  much  a 
part  as  the  mechanical  difficulty  in  transporting 
the  blood.  So  I think  he  will  probably  show  a 
slightly  abnormal  mitral  valve  but  not  a severe 
mitral  valvulitis.  I think  that  thiamine  defi- 
ciency heart  disease  in  a man  who  drank  too  much 
and  ate  too  little  played  a part  in  the  recurrent 
heart  failure.  In  a negative  way  I can  only  say 
that  there  are  not  very  many  kinds  of  heart 
disease  which  would  go  on  getting  better  and 
worse  for  twenty  years,  the  way  this  man’s  did, 
unless  there  was  some  such  a factor  involved. 

The  second  question  concerned  the  nature  of 
the  gastric  lesion,  the  lesion  which  produced  the 
intestinal  bleeding.  We  really  do  not  have  very 
many  choices;  it  was  probably  either  an  ulcer  or 
a carcinoma.  The  lesion  was  penetrating,  and  it 
was  on  the  lesser  curvature.  It  had  given  fairly 
classic  ulcer  symptoms  before  the  man  came  into 
the  hospital.  I think  this  was  an  ulcer  rather 
than  a carcinoma,  first,  because  it  gave  symp- 
toms. If  it  had  been  a carcinoma,  it  is  more 
likely  that  it  would  have  been  silent.  In  the 
second  place  I always  assume  that  major  hem- 
orrhage is  more  likely  to  be  from  an  ulcer  than 
from  a carcinoma.  I know  that  carcinomas  may 
erode  big  vessels,  but  I believe  an  ulcer  is  more 
commonly  the  cause  when  hemorrhage  has  been 
major.  In  the  third  place  this  was  a penetrating 
lesion.  That  is  more  characteristic  of  an  ulcer 
than  of  carcinoma.  Finally,  when  the  man  came 
into  the  hospital  with  a two-year  story,  he  was  in 
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good  nutritive  state  and  did  not  show  the  ca- 
chexia of  carcinoma  which  to  me  is  something 
real.  Moreover,  although  he  had  bled  badly,  I 
think  it  is  a reasonable  assumption  that  he  had 
not  been  anemic  before  that  final  hemorrhage.  I 
am  going  to  assume  that  he  had  a penetrating 
gastric  ulcer  rather  than  a carcinoma. 

Now  the  third  question  was  the  most  difficult 
of  all  to  answer  because  the  answer  must  be 
highly  speculative.  What  was  the  nature  of  the 
febrile  illness?  This  man  entered  the  hospital 
in  pretty  bad  shape  with  a hematocrit  of  25.  On 
the  third  day,  after  he  had  been  transfused,  he 
was  x-rayed  cautiously,  and  the  gastric  lesion  was 
found.  Twenty-four  hours  after  that  x-ray  some- 
thing happened  to  him;  he  had  a chill,  and  his 
temperature  went  up  to  104  F.  Chills  and 
spiking  fever  and  profuse  sweats  continued. 
What  caused  that?  I suppose  one  has  to  think 
first  of  some  kind  of  bacterial  endocarditis.  An 
acute  onset  of  this  kind  is  certainly  not  typical 
of  a green  streptococcus  endocarditis,  of  an  en- 
docarditis lenta.  It  is  not  incompatible  with  an 
acute  endocarditis.  I have  seen  acute  endocar- 
itis  due  to  a pneumococcus  or  a streptococcus  as 
the  terminal  event  in  old  men  debilitated  by  other 
diseases.  But  if  he  had  an  acute  endocarditis, 
it  seems  to  me  that  five  blood  cultures  would 
have  given  at  least  one  positive  culture.  The 
organisms  which  produce  acute  endocarditis  are 
not  too  hard  to  grow.  The  white  blood  count 
really  is  not  helpful.  All  it  tells  us  is  that  he  had 
a very  severe  infection,  which  he  was  handling 
badly.  He  had  a high  granulocyte  percentage  in 
a relatively  low  count  which  would  go  with  an 
acute  bacterial  endocarditis  or  with  any  other 
suppurative  or  septic  process. 

Another  possibility  is  that  he  had  a throm- 
bophlebitis. We  are  specifically  told  that  the 
legs  were  negative.  It  is  possible,  however,  to 
have  a thrombophlebitis  in  the  abdominal  veins, 
which  can  be  pretty  difficult  to  pick  up.  An 
aseptic  thrombophlebitis,  possibly  starting  in 
some  vein  draining  the  stomach  and  extending 
distally,  either  through  the  portal  anastomoses 
or  possibly  into  the  cava  system,  would  not  be 
unheard  of. 

There  is  another  possibility,  however,  which  I 
am  inclined  to  favor:  that  he  perforated  the  ulcer 
into  the  lesser  peritoneal  sac.  The  ulcer  was 
probably  posterior.  If  it  had  perforated,  it 
might,  it  seems  to  me,  have  been  quite  difficult 
to  have  established  that  fact.  He  would  not 


necessarily  have  had  a generalized  peritonitis  be- 
cause it  is  probable  that  he  had  a certain  amount 
of  fibrotic  protection  around  the  ulcer  site.  The 
description  of  the  abdomen  in  those  last  few  days 
was  not  incompatible  with  an  abscess  in  the 
lesser  peritoneal  sac. 

Why  didn’t  he  get  better  when  he  was  treated 
with  big  doses  of  penicillin  and  streptomycin, 
and  why  did  he  improve  on  salicylates?  That 
has  me  stopped.  I cannot  explain  it  unless 
acetylsalicylic  acid  was  given  at  a period  in  his 
illness  when  his  temperature  fell  as  a coincidence. 
I think  that  the  apparent  response  to  acetyl- 
salicylic acid  was  fictitious  and  that  if  there  was 
improvement,  it  was  due  to  the  antibiotics  that 
were  given  previously. 

What  happened  in  the  last  thirty-six  hours? 
Because  he  became  more  dyspneic  and  had  more 
rales  and  wheezes  in  his  chest  and  because  the 
sacral  and  dependent  edema  reappeared,  he  may 
have  had  a series  of  pulmonary  emboli.  In 
this  kind  of  long  serious  illness,  pulmonary 
emboli  are  common.  When  one  gets  a pulmonary 
complication  at  the  end  of  a long  illness,  it  is  not 
a rare  thing  to  have  emboli  as  the  cause  of  it. 

To  sum  up,  I think  this  man  probably  had 
some  chronic  pulmonary  disease  with  involve- 
ment of  the  bronchi  and  enlargement  of  the 
mediastinal  nodes  from  chronic  infection.  I 
think  bronchiectasis  is  a good  possibility.  I 
think  he  may  have  had  a rheumatic  heart.  The 
mitral  valve  may  show  some  changes,  but  I 
don’t  think  he  had  either  a highly  insufficient 
mitral  valve  or  a tight  mitral  stenosis.  The 
basis  of  his  heart  disease  was  more  likely  thia- 
mine deficiency  than  anything  else.  I think 
that  the  lesion  in  his  stomach  was  an  ulcer  and 
not  carcinoma.  On  the  whole  I think  the  final 
illness  was  a perforation  of  that  ulcer  into  the 
lesser  peritoneal  sac.  I prefer  that  to  throm- 
bophlebitis, although  I find  it  a difficult  choice  to 
make.  The  terminal  event  was  a series  of  pul- 
monary emboli. 

I would  like  Dr.  Barton  to  discuss  the  x-ray 
findings. 

Dr.  Fred  Barton:  The  upper  gastrointes- 
tinal series  was  carried  out  with  the  patient  prone 
because  of  his  inability  to  stand.  We  felt,  as 
Dr.  Kohn  does,  that  this  was  a benign  gastric 
ulcer.  We  had  many  chest  films  on  this  patient, 
and  they  all  showed  various  degrees  of  pulmonary 
congestion  followed  by  clearing  over  the  period 
of  years.  With  the  concavity  of  the  left  side  of 
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the  heart  persisting  in  all  films,  we  did  not  feel, 
as  Dr.  Ivohn  has  said,  that  there  was  any  evidence 
of  initialization  of  the  heart  by  x-ray.  I agree 
that  there  must  have  been  chronic  bronchial 
pathology  to  give  the  prominent  hilar  shadows. 

Question:  Because  of  the  increased  hilar 

shadows  and  the  right  axis  deviation  in  the 
electrocardiogram,  do  you  think  that  cor  pul- 
monale could  have  played  a part  in  causing  the 
heart  failure? 

Dr.  Kohn:  I don’t  think  this  was  an  instance 
of  cor  pulmonale  from  pulmonary  fibrosis  or 
something  of  that  kind.  A number  of  times 
lie  had  pulmonary  edema,  which  would  make 
one  think  that  it  was  the  left  ventricle  which  was 
not  handling  the  volume  of  blood  that  was  being 
sent  to  it.  In  other  words,  he  came  in  with 
right  heart  failure  and  with  left  heart  failure 
and  at  times  with  both.  I think  this  man  had 
some  pulmonary  disease,  and  I cannot  rule  out  an 
increased  pulmonary  artery  pressure.  His  second 
pulmonic  sound  was  increased  on  the  final  admis- 
sion. However,  that  was  when  he  was  in  relative 
shock  and  when  the  aortic  pressure  presumably 
was  a little  lower  than  normal.  I hedged  on 
this  point  and  said  that  I could  not  be  sure 
whether  the  right  axis  deviation  was  due  to  some 
damage  to  the  mitral  valve  or  to  the  extra  work 
of  the  right  ventricle  which  had  been  brought  on 
by  a long,  chronic  pulmonary  disease.  On  the 
whole,  however,  I am  going  to  stick  to  what  I 
said.  I think  he  had  a mitral  valve  which  would 
not  have  engaged  the  enthusiasm  of  a surgeon, 
and  I do  not  think  that  the  pulmonary  artery 
itself  was  responsible  for  his  heart  failure. 

Question:  If  he  had  mitral  stenosis,  why  was 
there  no  diastolic  murmur? 

Dr.  Kohn:  If  he  had  been  fibrillating  during 
the  majority  of  his  admissions,  the  murmur 
might  very  well  not  have  been  heard.  We  are 
all  familiar  with  the  fact  that  the  murmur  of 
mitral  stenosis,  even  a tight  mitral  stenosis,  may 
not  be  audible  in  a patient  who  is  fibrillating. 
Why?  Because  the  auricle  cannot  push  enough 
blood  through  at  any  one  time  to  create  the  eddy 
which  gives  the  murmur.  I think  it  highly  im- 
probable that  he  had  mitral  stenosis  without,  at 
some  time  on  one  of  his  admissions,  having  shown 
a suggestion  of  a diastolic  murmur. 

Question:  If  Dr.  Kohn  knew  that  for  three 
years  before  death  he  had  very  little  alcohol  and 
had  a well-balanced  diet  and  had  supplementary 
vitamins,  would  he  reconsider  the  diagnosis  of 


thiamine  deficiency  heart  disease? 

Dr.  Kohn:  If  he  had  been  a good  patient 
during  that  time  and  if  he  had  adequate  vitamin 
supplements,  it  certainly  would  put  a dent  in 
that  diagnosis. 

Chairman  Hassett:  As  far  as  the  clinical 
diagnosis  is  concerned,  if  you  have  disagreed 
with  Dr.  Kohn,  I can  give  you  solace  because 
this  man  had  many  diagnoses  made.  On  his 
earlier  admissions  he  was  carried  as  arterio- 
sclerotic heart  disease.  Then  someone  was  im- 
pressed by  the  right-sided  failure,  the  right 
axis  deviation,  and  the  wheezing  in  his  lungs, 
and  he  was  changed  from  arteriosclerotic  to 
pulmonary  heart  disease.  When  he  came  back 
again,  he  spoke  about  pains  in  his  chest  and  was 
changed  from  pulmonary  back  to  arteriosclerotic. 
On  his  last  admission  the  attending  physician 
was  impressed  by  the  loud  first  mitral  sound  and 
the  accentuated  second  pulmonic  sound  and 
changed  the  diagnosis  to  rheumatic  heart  disease. 
That  was  the  final  diagnosis  before  autopsy. 

Diagnoses 

Clinical. — Rheumatic  heart  disease,  mitral  steno- 
sis, gastric  ulcer,  fever  of  unknown  origin. 

Dr.  Kohn. — Rheumatic  and  deficiency  ( thia- 
mine) heart  disease,  gastric  ulcer  with  penetration, 
peritonitis  of  lesser  peritoneum,  and  pulmonary 
emboli. 

Anatomic. — Rheumatic  heart  disease,  mitral 
stenosis,  terminal  nonbaderial  endocarditis,  gastric 
ulcer,  fever  of  undetermined  cause. 

Pathologic  Report 

Dr.  James  A.  Mitchell:  This  was  the  body 
of  a seventy-four-year-old,  white,  fairly  well- 
nourished  male.  There  was  some  sacral  edema 
and  1 plus  pitting  edema  of  the  ankles.  There 
was  marked  congestion  and  edema  in  the  lower 
lobes  of  both  lungs,  but  no  gross  evidence  of  con- 
solidation or  infarction  was  noted.  There  was 
dilatation  of  the  bronchi  with  some  peribron- 
chial thickening  and  fibrosis.  The  hilus  glands 
were  not  remarkable. 

The  heart  was  enlarged,  weighed  480  Gm., 
and  showed  a concentric  hypertrophy.  The 
left  ventricular  wall  measured  15  mm.  in  thickness 
and  the  right  ventricular  wall  10  mm.  The  mural 
endocardium  of  the  left  ventricle  was  thickened, 
and  there  was  thickening  of  the  papillary  muscles 
and  shortening  of  the  chorda  tendineae.  There 
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was  noted  a fish-mouth  type  of  stenosis  of  the 
mitral  valve,  the  orifice  measuring  only  4 to  5 mm. 
in  width.  There  was  marked  thickening  and 
rigidity  of  the  valve  leaflets.  On  the  mitral 
leaflets  were  noted  small,  reddish,  soft  vegeta- 
tions. There  was  a small  ulceration  of  the  valve 
just  above  the  edges  of  the  leaflets  on  the  pos- 
terior wall.  The  aortic  and  pulmonic  valves 
showed  no  gross  pathologic  changes.  There  was 
dilatation  of  the  tricuspid  orifice,  but  the  tri- 
cuspid valves  appeared  grossly  normal.  There 
was  dilatation  of  both  auricles,  the  dilatation  being 
more  marked  in  the  right  auricle.  There  were 
no  mural  thrombi  noted.  The  coronaries  were 
moderately  sclerotic  but  were  patent  through- 
out. There  were  noted  focal  areas  of  fibrosis  in 
the  myocardium,  most  marked  in  the  posterior 
wall  of  the  left  ventricle.  The  aorta  showed 
several  raised  atheromatous  plaques,  some  of 
which  were  beginning  to  become  calcified,  but 
there  was  no  tree  barking  or  any  gross  evidence 
of  syphilitic  aortitis. 

The  liver  was  enlarged,  weighing  2,000  Gm. 
On  section  the  color  was  deep  red,  the  consistency 
firm,  and  there  was  a suggestion  of  the  nutmeg 
markings  of  chronic  passive  congestion.  The 
spleen  and  kidneys  also  showed  gross  evidence  of 
chronic  passive  congestion.  On  the  lesser  cur- 
vature and  posterior  wall  of  the  stomach,  2 cm. 
above  the  pylorus,  there  was  a large  ulcer  about 
the  size  of  a half  dollar  with  slightly  raised,  red- 
dish, indurated  edges.  Grossly  the  ulcer  ap- 
peared to  be  benign. 

Microscopically,  the  lungs  showed  chronic 
passive  congestion  with  bronchiectasis.  Many 
heart  failure  cells  were  present  in  the  lungs.  The 
heart  showed  focal  areas  of  scarring  and  fibrosis. 
The  mitral  valve  showed  marked  thickening 
and  sclerosis  with  fresh,  nonbacterial,  throm- 
botic vegetations.  The  gross  and  microscopic  ap- 
pearance of  these  vegetations  suggests  they  were 
of  the  so-called  terminal  or  cachectic  type  first 
described  by  Libman. 

In  the  absence  of  positive  blood  cultures  and 
gross  and  microscopic  evidence  of  any  infectious 


process,  I have  no  explanation  for  the  febrile 
course  in  the  last  stages  of  this  patient’s  illness. 
The  lesion  of  the  stomach  was  a benign  ulcer. 

Summary 

Dr.  Kohn:  I do  not  think  we  clinicians  cov- 
ered ourselves  with  glory — after  all,  we  are  all 
involved  now.  We  were  right  in  thinking  that 
this  man  had  some  degree  of  chronic  pulmonary 
disease,  but  that  was  hardly  a brilliant  diagnosis. 
We  were  right  in  thinking  that  he  had  some 
damage  to  his  mitral  valve.  We  were  also  right 
in  thinking  that  he  had  a gastric  ulcer  rather  than 
a gastric  carcinoma. 

I was  wrong  in  trying  to  attribute  his  final 
febrile  illness  to  perforation  of  the  ulcer.  We 
really  do  not  have  an  explanation  for  that  final 
febrile  illness.  The  endocarditis  which  was  de- 
scribed to  us  was  not  a bacterial  endocarditis. 
It  was  what  has  been  referred  to  as  cachectic 
endocarditis,  terminal  endocarditis.  This  is  not, 
to  my  knowledge,  due  to  an  infectious  process  or 
associated  with  an  inflammatory  response.  I 
still  don’t  know  what  caused  those  last  few  days 
of  fever  or  why  he  responded  to  salicylates.  If 
it  was  the  general  febrifuge  action  of  salicylates, 
I must  say  it  was  considerably  more  effective  as 
a drug  than  it  usually  is  in  my  experience. 

Why  did  we  not  have  more  characteristic  mur- 
murs of  a tight  mitral  valve,  because  this  was  a 
tight  mitral  valve?  I cannot  answer  that.  He 
was  not  fibrillating  on  all  admissions,  and  even  in 
auricular  fibrillation  with  a tight  mitral  valve, 
one  sometimes  gets  a diastolic  murmur.  During 
the  admissions  when  his  rhythm  was  regular,  one 
would  have  expected  a significant  diastolic  mur- 
mur. I have  only  one  guess  as  to  this  man’s 
survival  with  that  shaped  heart.  If  he  had  a 
greater  degree  of  right-sided  cardiac  insuffi- 
ciency than  we  thought  in  our  clinical  discussion, 
then  it  is  conceivable  that  the  left  auricle  was 
protected  by  the  relative  right-sided  heart 
failure.  In  plain  English  I don’t  know  why  this 
man  did  not  have  more  clinical  or  x-ray  evidence 
of  mitral  disease  with  that  tight  a mitral  valve. 
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HThe  spores  of  saprophytic  fungi,  originating 
J-  from  growing  and  dead  vegetation  and  from 
the  soil,  are  frequently  responsible  for  allergic 
respiratory  conditions.  Because  of  their  light 
weight  and  minute  size,  these  spores  are  readily 
windborne  and  widely  disseminated  and  under 
proper  conditions  germinate  to  form  new  col- 
onies of  fungi  or  molds.  When  they  are  present 
in  the  atmosphere  in  significant  quantities, 
they  may  produce  allergic  symptoms  similar  to 
those  caused  by  pollen. 

Allergy  to  molds  is  not  a new  concept.1-12 
However,  the  condition  was  formerly  believed 
to  be  relatively  uncommon  and  to  affect  only 
those  individuals  whose  occupations  exposed 
them  to  large  numbers  of  mold  spores,  as,  for 
example,  farmers  or  mill  workers.  It  was  also 
generally  believed  that  atmospheric  mold  spores 
were  primarily  of  significance  in  the  agricultural 
Midwestern  states  and  were  not  present  in  the 
East  in  sufficient  quantities  to  cause  allergic 
symptoms.13’14  In  the  New  York  metropolitan 
area  the  importance  of  mold  spores  as  atmos- 
pheric allergens  was  not  appreciated  until  1948 


when  the  extensive  pollen  surveys  carried  on  at 
the  Allergy  Laboratory  of  the  Jewish  Hospital 
of  Brooklyn15  afforded  the  author  the  oppor- 
tunity to  study  the  mold  spore  content  of  the 
air  at  many  localities  in  this  area.  As  a result  of 
these  studies  it  has  been  established  that  the 
New  York  metropolitan  area  has  a definite  mold 
season  which  is  significant  clinically.  It  begins 
about  the  middle  of  June  and  lasts  until  the  end 
of  October  or  the  middle  of  November.  The 
mold  spore  counts  on  the  north  and  south  shores 
of  Long  Island  and  in  the  northeastern  region  of 
New  Jersey  are  generally  higher  than  they  are  in 
Brooklyn  and  Manhattan.16  The  spores  found 
in  largest  quantities  on  the  slides  are  those  of 
Alternaria  and  Hormodendrum.  Spores  of  Hel- 
minthosporium,  Acrothecium,  smuts,  and  rusts 
are  also  seen.  Among  all  of  these  Alternaria  is 
the  most  important  from  a clinical  point  of  view. 
The  greatest  numbers  of  these  spores  are  usually 
found  in  the  atmosphere  in  July  and  again  in 
September  or  October. 

The  spores  of  Aspergillus,  Penicillium,  Mucor, 
Rhizopus,  Phoma,  yeasts,  and  other  molds  can 
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be  identified  only  on  culture  plates.  These 
spores  have  no  seasonal  incidence.  They  tend  to 
be  of  greater  significance  in  indoor  rather  than 
outdoor  exposure.17’18 

Among  windborne  allergens  mold  spores  are 
second  in  importance  only  to  pollens.  While  a 
small  percentage  of  mold-sensitive  patients  are 
sensitive  to  molds  alone,  most  are  allergic  to 
other  allergens  as  well,  especially  to  pollens. 
More  are  sensitive  to  ragweed  than  to  grass  or 
tree  pollens.19  All  hay  fever  patients  should  be 
routinely  tested  with  mold  extracts,  and  careful 
histories  should  be  taken  as  to  the  exact  dates  of 
symptoms.  The  existence  of  mold  sensitivity 
is  highly  important  in  treatment  since  failure 
to  take  this  factor  into  account  is  often  respon- 
sible for  poor  clinical  results  with  pollen  therapy. 
It  must  be  remembered  that  the  incidence  and 
importance  of  mold  allergy  vary  materially  in 
different  sections  of  the  country.  This  is  espe- 
cially true  in  the  Middle  West  where  the  atmos- 
pheric mold  spore  concentrations  are  much 
higher  than  they  are  in  the  Atlantic  and  Pacific 
coastal  states.13’14 

In  the  majority  of  cases  of  mold  allergy  the 
symptoms  begin  early  in  life,  usually  the  first  or 
second  decade.  Most  cases  of  mold  sensitivity 
seen  by  the  author  have  been  children.  The 
explanation  for  this  is  not  yet  apparent. 

Among  mold-sensitive  patients  bronchial 
asthma  is  most  frequently  the  predominating 
symptom,  occurring  either  alone  or  in  associa- 
tion with  rhinitis.  However,  rhinitis  is  often 
seen  without  asthma.  The  asthmatic  symptoms 
usually  are  ushered  in  by  a dry,  nonproductive 
cough,  which  is  worse  at  night  and  which  is 
followed  later  by  the  characteristic  episodes  of 
dyspnea  and  wheezing.  As  a rule  ophthalmic 
symptoms  are  not  present.  In  pollinosis,  on 
the  other  hand,  nasal  and  eye  symptoms  rather 
than  asthma  are  the  most  common  manifesta- 
tions. The  diagnosis  of  mold  sensitivity  can  be 
made  in  a large  percentage  of  cases  from  the 
history.  Summer  rhinitis  or  asthma  in  a patient 
who  either  does  not  react  by  skin  tests  to  pollen 
or  whose  symptoms  are  not  chronologically  in 
accord  with  positive  pollen  reactions  is  suggestive 
of  mold  sensitivity.  Frequently,  mold  symptoms 
begin  between  the  grass  and  ragweed  pollinating 
seasons  and  continue  long  after  ragweed  pollina- 
tion has  ceased.  These  patients  often  give  a 
history  of  symptoms  which  last  until  frost.  At- 
tacks occurring  in  musty  rooms,  in  damp  base- 


ments, or  in  barns  are  also  suggestive  of  mold 
sensitivity. 

Perennial  symptoms  due  to  molds  are  con- 
siderably less  common  than  seasonal  symptoms. 
As  a rule  the  perennial  symptoms  occur  in  in- 
dividuals exposed  to  large  numbers  of  molds  in 
their  homes  or  in  their  occupations.  Occupational 
exposures  are  encountered  among  furniture 
repairers  who  work  with  old  bedding  and  over- 
stuffed furniture,  among  gardeners,  fruit  and 
vegetable  workers,  farmers  or  botanists  who  work 
with  vegetation,  mill  workers  who  are  exposed  to 
molds  in  grain  and  mill  dust,  and  others  who  work 
in  damp  or  musty  places.  Aspergillus  and 
Penicillium,  which  have  no  definite  seasonal 
prevalence,  are  usually  the  offenders  in  patients 
with  perennial  symptoms.  Alternaria  rarely 
causes  perennial  symptoms. 

A small  percentage  of  patients  with  eczema 
who  have  exacerbations  of  their  skin  lesions 
during  the  summer  and  fall  months  show  positive 
skin  tests  with  mold  extracts,  and  the  clinical 
course  can  be  correlated  with  the  mold  spore 
content  of  the  air.  The  correlation  of  symptoms 
with  the  atmospheric  mold  spore  content,  the 
positive  skin  tests,  the  ease  with  which  acute 
flareups  can  be  produced  by  an  overdose  of 
subcutaneously  administered  mold  extracts  or 
by  clinical  exposure  of  the  patient  to  mold  spores 
by  inhalation,  the  improvement  produced  in 
some  cases  by  specific  hyposensitization  seem  to 
indicate  that  molds  are  an  important  etiologic 
factor  in  this  type  of  case.20-21 

Skin  tests  with  mold  extracts,  performed  pref- 
erably by  the  intracutaneous  technic,  elicit 
immediate  whealing  reactions  which  are  impor- 
tant in  the  diagnosis  of  mold  allergy.  However, 
the  most  important  aids  in  the  clinical  and  differ- 
ential diagnosis  in  mold-sensitive  cases  are 
daily  mold  spore  and  pollen  counts  with  which 
symptoms  may  be  correlated. 

Skin  testing  with  mold  extracts  requires  the 
same  precautions  that  are  taken  in  testing  with 
pollen  extracts.  Not  more  than  0.01  to  0.02  cc. 
of  a 1 : 10,000  dilution  of  any  mold  extract  should 
be  injected  intracutanously  as  an  initial  test.  If 
after  eight  to  ten  minutes  the  reactions  are 
negative  or  slight,  a 1:1,000  dilution  may  be 
tried.  Finally,  a 1:100  dilution  may  be  used. 
Because  constitutional  reactions  often  occur 
from  skin  tests  with  mold  extracts,  especially 
with  Alternaria,  few  tests  should  be  done  at  one 
time. 
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Hyposensitization  therapy  with  mold  extracts 
consists  of  subcutaneous  injections  administered 
once  or  twice  weekly  prior  to  the  season.  The 
schedule  depends  on  when  the  patient  is  first 
seen  and  the  expected  date  of  symptoms.  The 
size  of  the  initial  dose  is  based  on  the  degree  of 
skin  sensitivity  of  the  patient,  as  determined  by 
tests  with  serial  dilutions  of  the  mold  extracts. 
The  usual  starting  dose  is  0.1  to  0.3  cc.  of  a 
1 : 100,000  or  1 : 10,000  dilution.  Doses  are  in- 
creased by  approximately  50  to  100  per  cent 
increments  in  the  weaker  concentrations  and 
by  smaller  increments  with  the  more  concentrated 
extracts.  The  usual  maximal  dose  is  0.1  to  0.5 
cc.  of  a 1 : 100  dilution.  However,  there  are  many 
patients  who,  because  of  their  extreme  sensi- 
tivity, cannot  tolerate  such  a dosage  schedule. 
In  these  cases  smaller  initial  doses  and  smaller 
increments  are  advisable.  During  the  season 
the  dosage  should  be  reduced.  After  a course  of 
preseasonal  treatment  which  has  been  well 
tolerated  and  has  proved  effective,  perennial 
therapy  may  be  instituted. 

Rigid  precautions  should  be  taken  with  mold 
extract  therapy.  Constitutional  reactions  occur 
frequently  because,  as  a group,  these  patients 
have  a lower  tolerance  for  mold  than  for  pollen 
dosage.  The  constitutional  reactions  occur  most 
frequently  in  children  and  produce  symptoms 
generally  limited  to  the  nasal  and  bronchial 
mucous  membranes.  This  is  in  contrast  to  the 
constitutional  reactions  occurring  with  pollen 
therapy,  which  are  unusual  in  children  and  are 
characterized  by  urticaria  as  an  initial  and  pre- 


dominating symptom. 

Approximately  80  to  90  per  cent  of  mold- 
sensitive  patients  obtain  satisfactory  relief  from 
hyposensitization  with  the  proper  mold  extracts. 
The  fact  that  so  many  mold  cases  are  also  trou- 
bled by  pollen  makes  the  management  of  these 
cases  more  difficult.  The  results  in  these  cases, 
however,  are  generally  most  gratifying.  The 
importance  of  mold  sensitivity  as  a factor  to  be 
reckoned  with  in  the  management  of  previously 
unsolved  cases  of  summer  respiratory  allergies 
has  definitely  been  established. 
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CLINJ  CAL  ANESTHESI  A 
CONFERENCE 


A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  1 ork  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 


Total  Spinal  Anesthesia  for  Cesarean  Section 


HPhe  patient,  a thirty-five-year-old,  pregnant, 
Negro  female,  para  4,  gravida  2,  had  been  ad- 
mitted to  the  obstetric  service  of  the  hospital  in  her 
twenty-sixth  week.  Following  a protracted  episode 
of  vomiting  she  had  become  hypoglycemic.  The 
patient,  a known  diabetic  for  eight  years,  had  been 
well  controlled  by  both  diet  and  NPH  insulin  up 
until  the  time  of  admission.  Her  last  two  preg- 
nancies had  terminated  in  the  delivery  of  stillborn 
fetuses.  Therefore,  in  view  of  her  obstetric  history 
and  the  complications  which  pregnancy  brought 
about  in  her  diabetic  status,  it  was  decided  to  treat 
her  as  a hospital  patient  for  the  duration  of  her 
pregnancy.  While  normal  delivery  had  been 
contemplated,  because  of  outlet  complications  it 
became  necessary  to  consider  cesarean  section. 
Her  course  during  the  next  two  months  within  the 
hospital  was  relatively  uneventful  until  problems  at 
home  made  it  urgent  that  she  be  delivered,  if  pos- 
sible, so  that  she  might  return  to  her  family.  In  her 
thirty-sixth  week  the  fetus  was  estimated  to  be 
upwards  of  2,500  Grn.  and  viable,  and  the  patient 
was  scheduled  for  elective  cesarean  section. 

The  patient  at  this  time  weighed  134  pounds, 
having  gained  14  pounds  in  the  thirty-six  weeks  of 
her  pregnancy.  She  was  5 feet  tall  and,  except  for 
a moderate  lordosis,  appeared  to  be  entirely  normal. 
Her  diabetes  at  this  time  was  under  control,  and 
she  spilled  an  occasional  trace  of  sugar  in  the  urine. 
Temperature,  pulse,  and  respirations  were  all 


within  normal  limits.  Hemoglobin  was  10  Gm.  per 
cent,  and  the  blood  pressure  was  95/60.  The 
patient  was  not  given  preanesthetic  medication, 
and  when  she  arrived  in  the  operating  room,  it  was 
noted  that  she  was  apprehensive.  Her  pulse  rate 
at  this  time  was  120  and  her  blood  pressure  90/60. 
The  fetal  heart  rate  was  140. 

Fifteen  minutes  prior  to  lumbar  puncture  20  mg. 
of  Vasoxyl  were  injected  intramuscularly.  Lumbar 
puncture  was  accomplished  with  ease,  and  7 mg.  of 
Pontocaine-dextrose  in  a total  volume  of  1.5  ml. 
was  injected  between  the  third  and  fourth  lumbar 
spines.  She  was  then  turned  on  her  back,  and  a 
pillow  was  placed  under  her  head.  Blood  pressure 
at  this  time  was  130/70.  As  the  anesthetist  pre- 
pared to  test  for  sensory  level,  he  was  startled  to 
hear  the  patient  complain  of  dizziness  in  a voice 
that,  could  not  be  raised  above  a whisper.  He  then 
noted  that  she  was  breathing  with  difficulty.  Im- 
mediate testing  of  the  sensory  level  indicated  that 
the  spinal  anesthetic  had  ascended  to  the  cervical 
region.  The  blood  pressure  at  that  moment  was 
70/50.  Breathing  had  become  further  embarrassed 
and  was  reduced  to  ineffective,  feeble,  gasplike 
efforts  because  of  intercostal  and  diaphragmatic 
paralysis. 

The  operating  table  was  immediately  placed  in  a 
moderate,  head-down  position.  Artificial  respira- 
tion with  oxygen  was  begun,  and  Neo-Synephrine 
(0.04  mg.  per  ml.)  was  added  to  the  intravenous 
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infusion.  The  fetal  heart  rate  was  checked  and 
found  to  be  120.  Within  a period  of  three  and  one- 
I half  minutes  the  vasopressor  had  elevated  the  blood 
pressure  to  180/110.  This  was  accompanied  by  a 
pulse  fall  to  (50.  Neo-Synephrine  was  then  dis- 
continued, after  which  the  blood  pressure  gradually 
returned  to  its  preanesthetic  level  of  90/60.  Assist- 
ance to  respiration  was  carried  out  until  the  patient 
i was  judged  to  be  able  to  ventilate  adequately,  some 
J forty  minutes  after  the  injection  of  the  anesthetic. 

In  the  course  of  the  next  two  hours,  motor  and 
sensory  function  returned.  The  patient  was 
I taken  to  the  recovery  room  and  placed  under  close 
observation.  Cesarean  section  had  not  been  done. 
The  patient  was  kept  in  bed,  and  there  were  no 
I obvious  complications  accompanying  the  production 
of  total  sensory  spinal  anesthesia. 

The  following  day,  having  been  given  100  mg.  of 
Pentobarbital  five  hours  before  the  scheduled  time 
for  operation,  the  patient  was  once  again  brought 
to  the  operating  theatre.  It  was  again  noted  that 
she  was  somewhat  apprehensive,  although  if  left 
undisturbed,  she  appeared  to  go  to  sleep.  At  this 
time  the  blood  pressure  was  140/80,  pulse  100,  fetal 
heart  rate  140.  As  before,  20  mg.  of  Vasoxyl  were 
injected  intramuscularly  approximately  fifteen 
minutes  before  lumbar  puncture.  This  time, 
however,  the  following  precautions  were  taken: 
The  operating  table  was  placed  in  a slight  head-up 
position,  oxygen  by  mask  was  administered,  and  a 
very  slow  drip  of  0.02  mg.  per  ml.  Neo-synephrine 
was  begun.  Lumbar  puncture  was  carried  out  in 
the  same  interspace  as  before  and  Pontocaine- 
dextrose  again  employed.  On  this  occasion,  how- 
ever, the  dose  of  drug  was  reduced  to  4 mg.  in  a 
total  volume  of  1 ml.  The  blood  pressure  did  not 
fall  precipitously  but  gradually  decreased  to  100/70. 
The  pulse  rate  went  from  100  to  80.  The  fetal 
heart  rate  remained  at  140. 

To  the  considerable  surprise  of  the  anesthesiolo- 
gist, there  was  once  again  a rapid  development  of 
sensory  anesthesia  ascending  to  the  cervical  region. 
In  addition,  the  intercostal  muscles  soon  became 
paralyzed,  and  it  was  apparent  that  diaphragmatic 
breathing  was  also  markedly  embarrassed.  In 
contrast  to  the  previous  experience,  assistance  to 
ventilation  had  to  be  carried  out  for  a period  of 
only  fifteen  minutes.  At  no  time  did  the  patient 
cease  breathing. 

Fifteen  minutes  after  the  induction  of  anesthesia, 
cesarean  section  was  performed,  and  a 2,710  Gm. 
infant  was  delivered  without  difficulty.  The  child 
cried  spontaneously  and  appeared  to  be  in  good 
condition.  The  operation  proceeded  uneventually 
and  was  completed  within  thirty-five  minutes, 
after  which  the  patient  was  again  taken  to  the 


recovery  room.  Her  subsequent  course  in  the 
hospital  was  completely  uneventful  with  no  evidence 
of  sequelae. 

Com  men  t 

While  physiologic  trespass  has  been  advocated 
by  some  for  the  deliberate  production  of  hypo- 
tension with  total  spinal  anesthesia,  the  un- 
expected development  of  this  state  in  a pregnant 
patient  is  to  be  viewed  with  considerable  alarm. 
It  was  indeed  fortunate,  however,  that  the 
situation  was  not  an  emergency  obstetric  pro- 
cedure because  further  complications  and  possibly 
fetal  embarrassment  might  have  resulted.  While 
the  reasons  for  the  development  of  total  spinal 
anesthesia  in  this  particular  case  may  be  obscure, 
especially  in  the  face  of  precautions  taken  in  the 
second  instance,  it  is  conceivable  that  the  mech- 
anism involved  resulted  from  the  production 
of  strong  eddy  currents  within  the  cerebrospinal 
fluid  brought  about  by  alterations  in  the  venous 
pressure  (which  displacement  of  the  uterus  can 
produce).  The  most  significant  lesson  to  be 
learned  from  this  intriguing  case,  however,  is  that 
spinal  anesthesia  in  a patient  for  cesarean  section 
is  a technic  which  should  be  restricted  to  the 
expert.  Even  in  an  expert’s  hands  inadvertent 
total  spinal  anesthesia  can  occur.  The  differ- 
ence lies  in  the  fact  that  the  expert,  knowing  of 
this  danger,  can  take  appropriate  steps  to  prevent 
and  treat  such  a complication  when  it  occurs. 
In  both  instances  appropriate  measures  were 
rapidly  instituted,  although  there  was  obviously 
some  delay  on  the  first  occasion.  In  the  second 
instance  anesthetic  assistance  to  ventilation  with 
oxygen,  attention  to  position,  and  the  use  of  a 
vasopressor  drug  undoubtedly  prevented  catas- 
trophe. 

While  there  may  be  some  question  as  to  the 
wisdom  of  inducing  spinal  anesthesia  on  the 
second  occasion,  it  does,  however,  present  an 
excellent  demonstration  of  expert  management 
in  the  face  of  what,  unattended,  might  have  led 
to  tragedy.  To  be  prepared  is  to  be  forearmed. 
Such  preparation  was  evidenced  in  the  second 
administration  of  the  spinal  anesthetic. 

This  serves  to  emphasize  once  again  the  fact 
that  the  anesthesiologist  is  the  single  most 
important  factor  in  the  management  of  the 
patient.  The  anesthetic  agent  and  its  mode  of 
administration,  be  it  general  or  spinal,  is  second- 
ary. 


( Number  twenty-four  of  a series  of  Clinical  Anesthesia  Conferences ) 


January  1,  1957 


119 


HOTEL  RESERVATIONS  FOR 
1957  SESQUICENTENNIAL  CONVENTION 

February  18  through  21,  1957 
Hotel  Statler,  New  York  City 

General  Sessions.  . . Special  Papers  by  National  and  International  Medical  Authorities. . . 
Historical  Exhibits.  . .Sesquicentennial  Banquet  with  Dance  and  Entertainment 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Sesquicentennial  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  February 
18  to  21,  1957,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  form  at  the  bottom  of  this 
page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  request  be  received  after  the  three  hundred  fifty  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned  over  to 
one  of  the  hotels  in  the  neighborhood.  Confirmation  will  come  to  you  direct  from  the 
hotel  making  the  accommodation. 

If  you  do  not  use  the  form  below,  please  be  sure  to  identify  yourself  as  a physician 
when  writing  regarding  reservations.  This  will  insure  proper  attention  to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 

.411  Reservations  Mast  Re  Received  by  January  30 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  Checked  ( V ) below: 

Name  ( Please  Print) 

Address 

City Zone State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  6 p.m.  of  the  day  of 
your  arrival.) 


Date  arriving Hour a.m p.m. 


Room  and  Bath  for  one — 
per  day 

S 9.50n 

S 8.00Q 
HOOD 

$ 9.00D 
12.00D 

Double-Bed  Room  with  Bath  for  two — - 
per  day 

11.00D 

12.00Q 

12.50D 

14.00D 

15.00Q 

Twin-Bed  Room  with  Bath  for  two—  S 1 1 50 □ 

per  day  12.500 

13.00D 

14.00D 

15.00Q 

16.00D 

17.00D 

18.00D 

Suite — Living  Room,  Bed  and  Bath 

30.00D 

31.00Q 

32.00 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person 
or  Twin-Bed  Room,  the  extra  charge  is  S3. 00  per  day. 

in  Double- 

If  a room  at  the  rate  requested  is  unavailable,  reservation  will  be  made  at  the  next 
available  rate. 
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Editor 

JOHN  F.  ROGERS,  M.D. 


in  New  York  State 


Medicine  in  Albany  in  the  Nineteenth  Century 

LEONARD  J.  SCHIFF,  M.D.,  PLATTSBURGH,  NEW  YORK 


In  1800  Albany  was  a small  Dutch  city  of 
about  15,000  people  and  approximately  25 
physicians.  There  was  very  little  regulation  of 
the  practice  of  medicine.  Quacks  were  abun- 
dant, and  it  was  often  difficult  for  the  public  to 
distinguish  them  from  the  regular  physicians. 
There  were  no  hospitals,  no  medical  school,  no 
dispensaries,  and  no  public  health  service. 

In  March,  1806,  the  State  Legislature  passed 
“An  act  to  incorporate  Medical  Societies  for  the 
purpose  of  regulating  the  practice  of  Physic  and 
Surgery.”  This  provided  for  the  formation  of 
county  medical  societies  and  gave  them  the 
power  of  licensure.  On  July  29,  1806,  the  Albany 
County  Medical  Society  was  formed.1  Admis- 
sion of  physicians  to  practice  was  one  of  the  chief 
activities  of  the  society.  There  were  three  cen- 
sors, elected  yearly,  who  examined  candidates  in 
the  following  subjects:  materia  medica,  pharmacy, 
anatomy,  surgery,  physiology,  theory  and  prac- 
tice of  physic,  midwifery,  and  chemistry.  In 
1811  Dr.  Elias  Willard  was  expelled  from  the 
society  for  refusing  to  reveal  the  composition  of 
his  patented  remedy  for  scrofula  and  cancer.1 
This  is  the  only  instance  of  outright  expulsion 
that  I can  find  during  this  period.  It  did  not  af- 
fect Dr.  Willard’s  practice  or  his  esteem  among 
the  public,  and  he  continued  in  active  practice 
until  1827  when  he  died  at  the  age  of  seventy-one. 
During  the  next  thirty-three  years  the  society  was 
much  preoccupied  with  the  admission  of  physi- 
cians to  practice.  In  1844  the  power  of  the 
county  societies  to  license  medical  practitioners 
was  weakened  by  an  act  of  the  Legislature.  In 
the  words  of  Dr.  Thomas  Hun  the  medical  socie- 
ties became  “voluntary  associations,  which  give 
to  their  members  the  title  of  licensed  practitioners, 
but  confer  on  them  no  legal  rights.”1 

On  several  occasions  the  society  took  legal 
action  against  persons  who  were  allegedly  prac- 
ticing medicine  without  a license.  Interestingly 
enough,  the  society  usually  won.  Several  per- 


sons were  also  refused  membership  and,  thus, 
licensure  during  this  period.  The  reasons  were 
usually  some  form  of  unethical  conduct,  such  as 
advertising,  dealing  in  patent  medicines,  and  the 
like. 

In  1824  there  was  a small  epidemic  of  smallpox 
in  the  Albany  area.  It  was  the  unanimous  opin- 
ion of  the  physicians  that  vaccination  was  “the 
best  and  only  reasonable  means  to  be  adopted” 
for  controlling  the  disease.1  This  was  only 
twenty-six  years  after  the  publication  of  .Tenner’s 
paper.  Asiatic  cholera  was  a recurring  problem. 
In  1832  there  were  1,147  cases  with  422  deaths. 
In  1834  there  were  124  cases  of  which  78  were 
fatal.  Another  small  epidemic  occurred  in  1849. 

The  early  days  of  organized  medicine  were  far 
from  harmonious.  In  1813  a special  committee 
of  the  Albany  County  Society  reported  that  “in 
their  opinion,  the  State  Society  is  injurious  to  the 
promotion  of  medical  knowledge  and  the  advance- 
ment of  the  profession.”1  Nevertheless  the  so 
ciety  continued  to  send  a delegate  to  the  State 
Society.  Incidentally  the  delegate’s  expenses 
amounted,  on  the  average,  to  $4.00  per  year. 

The  Albany  County  Society  also  had  its 
share  of  internal  strife.  In  1817  “Doctor  Jona- 
than Eights  not  having  been  reelected  President, 
was  at  his  own  request  dismissed  from  this 
Society.”1  His  resignation  did  not  last  long,  how- 
ever, for  he  was  recorded  present  at  a meeting  in 
1819  and  was  again  elected  president  in  1821. 

In  1831  a group  of  members,  apparently  dis 
satisfied  with  the  officers  elected  for  that  year, 
met  and  elected  their  own  officers.  These  in- 
cluded the  ex-secretary  and  ex-librarian  who  there- 
upon refused  to  turn  over  the  books  and  minutes 
of  the  society  to  their  regularly  elected  successors. 
Legal  action  was  necessary  finally  to  secure  re- 
lease of  this  property.  Again,  in  spite  of  the  heat 
generated  at  the  time,  all  was  soon  forgiven  for 
the  insurgents  turn  up  later  on  as  duly  elected 
officers. 
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During  the  first  half  of  the  century,  physicians 
prepared  and  dispensed  all  their  prescriptions. 
In  1846  a movement  to  transfer  this  business  to 
the  apothecaries  began.  There  was,  however, 
considerable  opposition,  and  nothing  much  was 
done.  In  1850  Drs.  McNaughton,  Swinton,  and 
Van  Olinda  were  appointed  to  study  the  subject. 
In  their  report  they  admitted  that  country  doc- 
tors and  those  who  kept  pupils  would  have  to 
continue  compounding.  They  recommended  that 
all  others  send  their  prescriptions  to  apothecaries 
whenever  possible.1 

In  1853  the  county  society  adopted  the  follow- 
ing fee  schedule:2 


For  a visit  at  night $ 2 00  to  $3  00 

“ a visit  in  the  day  time,  with- 
in one  mile 1 00 

“ every  additional  mile 1 00 

“ consultation  visit 5 00 

“ office  prescription,  without 

medicine 1 00 

“ every  ounce  of  solution  or 

mixture 25 

“ every  powder  or  dose  of 

pills 25 

“ extracting  tooth  in  office. . . 50 

“ venesection  in  office 50 

“ cupping  and  scarifying.  . 2 00  to  5 00 

“ vaccinating  in  office 1 00 

“ vaccinating  at  patient’s 

house 2 00 

“ administering  enema 1 00 

“ introducing  catheter 2 00 

“ applying  leeches — for  each 

leech 50 

“ reducing  hernia 5 00  to  10  00 

“ each  case  of  lues  venera.  . . 10  00  to  50  00 

“ each  case  of  gonorrhoea.  . . 5 00  to  20  00 

“ reducing  fractured  thigh  or 

leg 10  00  to  20  00 

“ each  subsequent  visit 1 00 

“ reducing  fractured  arm  . . 5 00  to  10  00 

“ each  subsequent  visit 1 00 

“ luxations,  the  same  as  frac- 
tures. 

‘ ordinary  cases  of  mid- 
wifery....!  5 00  to  20  00 

“ case  of  instrumental  labor. . 10  00  to  50  00 

“ applying  caustic  to  tonsils, 

in  addition  to  visit 1 00 

“ applying  caustic  to  eye,  in 
addition  to  visit 1 00 


In  all  cases  of  malignant  or  contagious  diseases, 
it  will  be  proper  to  add  one-third  additional  to 
every  visit.  For  all  cases  not  enumerated  in  the 
above,  a proportionate  price  to  lie  charged. 


The  above  list  of  prices  is  to  be  the  adopted 
standard  of  the  Society;  but  individual  practi- 
tioners who  think  their  services  are  not  equal  to  t he 
prices  above  specified,  may  charge  a less  sum  for 
their  compensation. 

Examination  of  this  schedule  gives  us  some  idea 
of  the  state  of  medical  practice  at  this  time.  The 
physician  still  pulled  teeth  and  gave  enemas; 
cupping,  leeching,  and  venesection  were  common 
practices.  The  only  surgical  procedures  were  the 
reduction  of  fractures  and  hernias.  Vaccination 
was,  as  we  have  previously  noted,  an  accepted 
practice.  It  is  interesting  to  note  that  some 
physicians  did  not  value  their  services  very 
highly  and  were  permitted  to  charge  less  than 
the  standard  fees. 

A new  fee  schedule  was  adopted  in  1866. 2 The 
change  in  thirteen  years  is  remarkable. 

Medical 

For  each  visit  in  the  city,  b}r 

day 

Night  visit  after  9 f.m.  and  be- 
fore 7 a.m 

Consultation  visit,  for  the  first 

time 

For  Consultation  visit,  when  re- 
peated daily 

visit  in  the  country,  ten  miles 

or  less,  first  mile 

every  additional  mile 

visit  at  longer  distance  by 

railroad,  per  mile 

detention  at  house  of  patient, 
or  in  traveling  back  and 
forth,  when  more  than  one 
day  is  consumed,  at  the  rate 

per  day  of 

Examining  case  and  prescription, 
with  or  without  medicine. . . . 

Certificate  of  health 

Letter  of  advice 

Physical  examination  of  chest, 

heart  or  lungs 

Gonorrhoea,  in  advance 

Syphilis,  in  advance 

Midwifery 

For  ordinary  cases  of  midwifery.  10  00  to  50  00 

instrumental  delivery 15  00  to  75  00 

extraordinary  cases,  as  turn- 
ing, embryotomy,  etc 30  00  to  100  00 

Operative  Surgery 

For  capital  operations,  or  opera- 
tions of  unusual  difficulty, 
such  as  amputations  of  large 


$ 1 00  to  $3  00 

3 00  to  10  00 

5 00  to  10  00 

2 00  to  10  00 

2 00  to  3 00 
50  to  2 00 

50  to  1 00 


20  00  to  50  00 

1 00  to  10  00 
3 00  to  5 00 
5 00  to  10  00 

5 00  to  25  00 
5 00  to  20  00 
10  00  to  50  00 
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limbs;  ligation  of  large  ar- 
teries; operation  for  stone  in 
the  bladder;  removal  of 
breasts,  or  other  large  tumors, 
operations  for  cataract,  for 
strangulated  hernia,  for  vesico- 
vaginal fistula,  for  cleft 

palate,  etc 35  00  to  500  00 

according  to  the  importance 
of  the  case  and  the  pecuniary 
circumstances  of  the  patient. 

For  operations  of  secondary  im- 
portance or  difficulty,  such  as 
operations  for  fistula  in  ano; 
for  harelip;  for  the  radical 
cure  of  hydrocele;  tappingand 
injecting  of  ovarian  cysts ; 
reduction  of  dislocations  or 
fractures  of  large  bones;  am- 
putations of  fingers  or  toes; 
tracheotomy;  removal  of 
small  tumors,  not  involving 
important  organs;  passing 
catheter  in  cases  of  obstruc- 
tion; ligature  of  arteries  of 

secondary  size,  etc 25  00  to  100  00 

For  minor  operations,  such  as 
excision  of  tonsils,  removal  of 
nasal  polypi;  tapping  for 
hydrocele,  or  ascites;  open- 
ing abscesses;  stitching  re- 
cent wounds,  etc 50  to  25  00 

After  surgical  operations,  all 
subsequent  visits  shall  be 
charged  as  in  ordinary  cases  of 
attendance. 


Post-mortem 

Post-mortem  examination,  with- 
out dissection 5 00  to  10  00 

Post-mortem  examination,  with 
dissection 10  00  to  50  00 

For  all  professional  services  not 
enumerated  in  the  above,  a proportional  price 
is  to  be  charged. 


In  every  case,  in  settling  his  ac- 
count, the  practitioner  may  make  any  deduc- 
tion which  he  conscientiously  believes  the  cir- 
cumstances of  the  patient  render  necessary. 


Tooth  pulling,  cupping,  leeching,  and  venesec- 
tion have  gone.  There  is  a much  greater  variety 
of  surgical  operations.  There  is  no  longer  any 
talk  of  the  physician’s  services  being  worth  less 
than  the  standard  fee.  The  only  reason  for  a re- 
duction in  the  fee  is  the  financial  circumstances 
of  the  patient. 


In  1820  there  came  to  Albany  a young  physi- 
cian who  was  destined  to  make  great  changes  in 
the  medical  scene — Alden  March.3  Born  in 
Sutton,  Massachusetts,  in  1795  he  studied  medi- 
cine with  an  older  brother  and  obtained  his  de- 
gree from  Brown  University  in  1820.  Two  weeks 
after  graduation  he  performed  his  first  operation, 
the  repair  of  a harelip.  Alden  March  was  a 
born  teacher  and  organizer.  In  1821  he  began  a 
course  of  lectures  in  anatomy  in  Albany.  He 
was  forced  to  obtain  his  specimens  in  Boston  and 
transport  them  to  Albany  himself  by  horse  and 
buggy,  but  this  did  not  deter  him. 

Almost  immediately  he  began  to  agitate  for  a 
medical  school  and  hospital.  In  1830  he  deliv- 
ered a public  lecture  on  “The  Expediency  of 
Establishing  a Medical  College  and  Hospital  in 
Albany.”  It  was  not  until  1839,  however,  that 
he  secured  enough  support  to  start  the  Albany 
Medical  College.  The  City  of  Albany  donated 
the  use  of  a building  which  had  been  formerly 
used  as  a Lancaster  School.  The  first  class  con- 
tained 57  students.  In  1877  the  building  was 
purchased  from  the  city  for  $12,000  and  was  in 
use  until  the  removal  to  its  present  site  about 
twenty-five  years  ago.4'5 

During  the  1840’s  there  was  considerable  de- 
mand for  a hospital.  The  Medical  Society  went 
on  record  several  times  as  recommending  one. 
Finally,  in  1851  the  Albany  Hospital  opened.  At 
first  it  occupied  a small  building  at  Madison 
Avenue  and  Dove  Street.  In  1854  it  moved  to 
a larger  building  on  Eagle  and  Howard  Streets. 
This  building  had  formerly  been  the  county  jail. 
In  1899  the  hospital  moved  to  its  present  site. 

Dr.  March,  as  professor  of  surgery,  was  ex- 
tremely active  and  energetic.  He  established  one 
of  the  first  regular  surgical  clinics  in  America. 
Every  Saturday  morning  was  spent  in  discussing 
and  operating  on  charity  patients  before  the  stu- 
dents. He  was  easily  one  of  the  most  prominent 
surgeons  and  educators  of  his  time.  He  was  one 
of  the  founders  of  the  American  Medical  Associa- 
tion and  was  its  president  in  1864. 

Alden  March  died  in  1869.  Throughout  his 
lifetime  he  refrained  from  taking  part  in  the 
many  and  vicious  public  medical  quarrels  which 
were  so  common  at  the  time.  It  is  rather  ironic, 
therefore,  that  one  of  the  most  bitter  of  these 
feuds  arose  from  his  death.  Dr.  C.  A.  Robertson, 
an  ophthalmologist,  wrote  an  article  severely 
criticizing  the  diagnosis  and  treatment  given  to 
Dr.  March  by  his  physicians,  Drs.  Armsby,  Boyd, 
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and  McNaughton.  He  stated  that  Dr.  March 
had  died  of  uremia,  that  his  condition  had  been 
neglected,  and  that,  when  attempting  to  cathe- 
terize  the  patient,  they  had  ruptured  his  urethra.6 

Dr.  Robertson  had  his  article  printed  as  a 
pamphlet  and  no  doubt  distributed  it  widely. 
Dr.  McNaughton  attempted  a reply  which  was 
also  issued  as  a pamphlet,7  but  he  was  no  match  for 
his  adversary.  Robertson  immediately  reprinted 
McNaughton’s  paper,  adding  only  a few  caustic 
notes.8  He  had  the  last  word.  A year  later  he 
rehashed  the  whole  business  before  the  county 
medical  society  in  a paper  entitled  “Medical 
Ethics”  [sic]. 

The  nineteenth  century  was  an  era  in  which 
medical  men  aired  their  quarrels  and  prejudices 
very  freely.  No  one  was  at  all  reticent  about 
saying  exactly  what  he  thought  in  the  choicest 
language  at  his  command.  Pamphlets  and  broad- 
sides were  published  at  the  drop  of  a hat.  Robert- 
son was  quite  a pamphleteer.  Another  of  his 
choice  publications  is  “An  Eye  Case  in  the 
Courts.”9  This  is  an  account  of  a suit  for 
damages  in  which  Robertson  maintained  that  the 
plaintiff  was  malingering.  He  also  leaves  no 
doubt  about  the  fact  that  he  considered  the  other 
physicians  who  testified  to  be  either  stupid  or  dis- 
honest or  both.  The  title  page  of  this  pamphlet 
bears  the  following  quotation  from  Bacon: 
“No  pleasure  is  comparable  to  the  standing  upon 
the  Vantage  Ground  of  Truth.” 

One  of  the  worst  scandals  of  this  period  in- 
volved another  great  Albany  surgeon,  Dr.  John 
Swinburne.  Born  in  1820,  he  graduated  from  Al- 
bany Medical  College  in  1846. 10  He  served  in  the 
Army  during  the  Civil  War  and  was  responsible 
for  many  improved  methods  of  treating  war  in- 
juries. On  his  return  to  Albany  in  1876  he 
specialized  in  orthopedics  and  developed  a large 
practice.  He  was  made  professor  of  fractures  and 
dislocations  at  the  Albany  Medical  College.  In 
1880  this  professorship  was  suddenly  abolished 
and  Dr.  Swinburne  automatically  removed  from 
the  faculty.  Immediately  the  hue  and  cry  arose! 
Swinburne’s  friends  claimed  that  he  had  been  re- 
moved because  of  professional  jealousy.  It  was 
his  unfortunate  custom  to  illustrate  his  lectures 
by  presenting  cases  in  which  improper  treatment 
had  brought  about  poor  results  and  to  caution  his 
students  against  the  use  of  such  methods.  Several 
of  these  were  cases  which  had  been  treated  by 
other  members  of  the  faculty. 

The  Common  Council  of  Albany,  which  still 


had  a financial  interest  in  the  school,  conducted 
an  investigation  and  published  a lengthy  report.11 
This  report  concluded  that  Dr.  Swinburne  had 
been  wrongfully  removed.  It  further  stated  that 
the  financial  affairs  of  the  college  were  in  a fright- 
ful mess  and  accused  several  eminent  professors 
of  attempting  to  swindle  the  public.  Dr.  Swin- 
burne took  no  active  part  in  the  affair,  except 
that  he  paid  the  expenses  of  the  investigation. 
Following  this,  he  opened  a free  dispensary  of  his 
own  which  was  very  popular.  In  1852  he  was 
Mayor  of  Albany  and  was  elected  to  Congress  in 
1889. 

Down  through  the  ages  it  has  undoubtedly  been 
customary  for  physicians’  sons  to  follow  in  their 
fathers’  footsteps.  The  nineteenth  century  in 
Albany  was  notable  for  the  founding  of  several 
outstanding  families  of  physicians.12  One  of  the 
earliest  of  these  families  was  the  Beck  brothers. 
Theodric  Romeyn  Beck  was  born  in  1791  and 
began  the  practice  of  medicine  in  Albany  in  1811. 
He  soon  forsook  active  practice  for  scholarly  pur- 
suits and  in  1823  published  his  monumental 
work,  Medical  Jurisprudence.  Lewis  C.  Beck, 
born  in  1798,  although  a practitioner  of  medicine, 
was,  like  his  brother,  more  distinguished  in  the 
field  of  natural  science.  He  was  a well-known 
writer  in  the  fields  of  mineralogy,  botany,  and 
chemistry.  A third  brother,  Dr.  John  B.  Beck, 
practiced  in  New  York  City.  He  was  also  a 
medical  writer  of  note  and  contributed  one  of  the 
chapters  of  Beck’s  Medical  Jurisprudence. 

Thomas  Hun  was  for  many  years  dean  of  the 
Albany  Medical  College  and  president  of  the 
staff  of  the  Albany  Hospital.  His  son,  Henry 
Hun,  who  was  born  in  1854  and  died  in  1924,  was 
a world-famous  neurologist  and  author.  Henry 
Hun,  Jr.,  a prominent  surgeon,  is  remembered  by 
many  of  us  as  an  associate  of  the  late  Arthur  W. 
Elting. 

Albert  Vander  Veer,  born  in  1841,  was  active 
in  public  and  civic  affairs  in  addition  to  being  a 
professor  of  surgery  at  the  Albany  Medical  Col- 
lege. His  three  sons,  Edgar,  James,  and  Albert, 
Jr.,  all  became  physicians.  Dr.  Albert  Vander 
Veer,  II,  continues  the  family  tradition. 

Alvah  H.  Traver,  born  in  1875,  was  an  ac- 
complished tennis  player  as  well  as  an  outstand- 
ing surgeon.  Two  of  his  sons,  Clarence  and 
Ralph,  continued  in  the  medical  profession. 

Joseph  Lewi,  born  in  Austria  and  a graduate 
of  the  University  of  Vienna,  came  to  Albany  in 
1848.  He  was  one  of  the  first  in  that  city  to  call 
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attention  to  the  relationship  between  puerperal 
fever  and  “the  use  of  instruments  and  the  care- 
less manipulations  of  students,  with  hands  un- 
washed.” Dr.  Lewi  had  14  children.  Two  of 
his  sons,  Maurice  J.  and  William  G.,  became 
i physicians.  Two  daughters  married  physicians, 

I Dr.  Herman  Bendell  and  Dr.  Alois  Donhauser. 
The  family  tradition  is  still  being  carried  on  by 
Drs.  Joseph  Lewi  Bendell  and  Joseph  Lewi  Don- 
I hauser.13 

In  compiling  a list  such  as  this,  one  runs  the  al- 
most certain  danger  of  leaving  someone  out.  It 
i is  not  intended  or  implied  that  this  listing-is  com- 
plete. Many  famous  persons  have  been  omitted. 
A few  examples  have  been  chosen  to  show  the 
[ temper  of  the  times  and  the  caliber  of  men  which 
this  century  produced.  It  was  a century  of 
great  change  and  often  of  bitter  strife.  Its  be- 
ginning was  colored  with  remnants  of  the  middle 
ages;  its  end  saw  the  birth  of  scientific  medicine. 
It  has  left  us  a heritage  and  a tradition  of  medi- 
cine practice  by  men  of  great  courage  and  con- 
viction. 

46  Cornelia  Street 
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Walter  Reed  in  New  York 

BERNARD  J.  FICARRA,  M.D.,  ROSLYN  HEIGHTS,  NEW  YORK 
( From  the  Department  of  Surgery,  Roslyn  Park  Hospital) 


Among  the  most  outstanding  chapters  in  the 
annals  of  American  medical  history  is  the 
conquest  of  yellow  fever.  When  one  speaks  of 
yellow  fever,  the  name  of  Walter  Reed  immedi- 
ately comes  to  mind.  On  Walter  Reed  the  nine- 
teenth century  bestowed  one  of  her  last  great 
honors  to  an  American  man  of  medicine. 

The  biography  of  this  distinguished  physician 
has  been  written  many  times.  However,  that 
period  of  his  life  in  New  York  City  and  its  en- 
virons has  been  hidden  in  the  darkness  of  un- 
recorded history. 

When  Walter  Reed  was  seventeen,  he  grad- 
uated from  the  University  of  Virginia  as  a doctor 
of  medicine.  Following  his  graduation  he  came 
to  New  York  where  he  matriculated  at  Bellevue 
Hospital  Medical  College.  After  one  year  of 
study  he  was  granted  another  M.D.  degree.  On 
completing  this  second  course  of  study,  he  crossed 
the  bridge  over  the  East  River  to  Brooklyn  to 
become  an  intern  at  what  is  now  known  as  the 
Kings  County  Hospital  Center  (1871). 


In  those  days  Kings  Count}’  Hospital  was  a 
combination  poorhouse  and  chronic  hospital. 
Three  buildings  were  used  for  hospital  patients. 
The  Kings  County  Hospital  as  such  was  not  a 
separate  entity.  It  was  merely  a division  for  the 
care  of  the  sick  at  the  county  institutions.  The 
term,  Kings  County  Hospital,  was  employed  for 
convenience  rather  than  because  of  any  official 
designation. 

To  these  surroundings  came  the  young  Walter 
Reed.  The  new  interns  were  welcomed  to  the 
hospital  by  the  medical  superintendent,  Dr. 
Jesse  Duryea.  Among  the  interns  was  a spare, 
graceful  figure,  a little  above  medium  height.  He 
had  a lively,  happy  disposition,  enthusiastic  and 
optimistic.  His  external  appearance  was  attrac- 
tive. Those  who  knew  him  in  later  life  remarked 
with  positiveness  that  he  was  sociable  and  com- 
panionable with  a special  gift  for  conversation. 
Many  of  these  characteristics  were  developed 
further  as  Walter  Reed  embarked  on  his  intern- 
ship at  Kings  County  Hospital. 
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This  was  young  Reed’s  second  year  in  a large 
city.  He  was  captivated  by  the  turmoil  of  ac- 
tivity and  made  the  most  of  his  free  time.  His 
love  of  intellectual  pursuits  made  him  seize  every 
opportunity  to  hear  lectures  on  literature  and 
science.  In  addition  to  this  he  enjoyed  all  he 
could  in  the  realm  of  music  and  the  drama.  For 
this  reason  he  was  a frequent  visitor  to  the  old 
Academy  of  Music.  Walter  Reed  was  religious 
by  nature  and  inheritance.  His  father  was  a 
minister  of  a Methodist  Church  in  Virginia. 
Walter  continued  his  religious  inclination  by  his 
weekly  attendance  at  church.  He  visited  the 
little  old  Dutch  Church  which  still  stands  at  the 
corner  of  Church  and  Flatbush  Avenues,  not  far 
from  Kings  County  Hospital. 

The  routine  work  at  Kings  County  Hospital  in 
past  years  was  not  too  laborious.  Most  of  the 
patients  were  elderly  so  that  the  problem  was 
mainly  one  of  nursing  the  geriatric  patient. 
Treatment  was  usually  supportive  and  sympto- 
matic with  occasional  surgical  procedures  when 
indicated.  Dr.  Reed  was  not  content  with  his 
daily  medical  existence.  He  decided,  therefore, 
to  devote  some  time  to  a definite  medical  problem. 
His  first  effort  in  research  was  undertaken  at 
Kings  County  Hospital.  During  his  period  of 
internship  the  hospital  wards  were  crowded  with 
many  elderly  patients  with  erysipelas.  Tliis 
disease  seemed  to  spread  rapidly  in  spite  of  the 
earnest  efforts  of  the  doctors.  He  studied  the 
contagiousness  of  this  disease  and  gathered  valua- 
ble data  for  a future  publication.  Many  years 
later  he  utilized  the  information  gathered  in  the 
wards  at  Kings  County  Hospital  to  publish  his 
first  paper,  ‘‘The  Contagiousness  of  Erysipelas” 
(1892).  This  was  the  first  of  his  series  of  over 
35  articles.  His  literary  contributions  to  medi- 
cine witness  the  indomitable  perseverance  and 
indefatigability  of  the  man  as  well  as  his  distinc- 
tive intellectual  endowments. 

While  at  Kings  County  Hospital  Dr.  Reed 
attracted  the  attention  of  Dr.  Joseph  C.  Hutchi- 
son. Dr.  Hutchison  described  him  as  modest, 
just,  and  deeply  appreciative  of  the  kindness 
rendered  to  him  by  others.  This  statement  was 
high  praise  and  worthy  of  mention  because 
Hutchison  was  the  leading  physician  and  surgeon 
of  Brooklyn.  After  his  internship  Reed  was 
appointed  one  of  the  five  inspectors  of  the  Brook- 
lyn Board  of  Health.  He  secured  this  position 
through  the  good  offices  of  Dr.  Hutchison.  At 
this  time  Reed  was  twenty-two  years  of  age.  He 


was  respected  for  his  medical  ability  and  surgical 
skill  in  spite  of  his  youth. 

During  his  tenure  of  office  on  the  Board  of 
Health  he  retained  contact  with  Kings  County 
Hospital  and  Brooklyn  Hospital  as  a consultant 
physician.  While  performing  his  duties  on  the 
Board  of  Health,  he  came  home  one  day  greatly 
depressed.  His  brother  asked  the  reason,  where- 
upon Walter  told  him  the  cause  for  his  depression: 
“Today  I came  in  contact  with  a physician  who 
has  one  of  the  best  practices  in  Brooklyn.  This 
physician  was  so  grossly  ignorant  that  he  could 
not  use -medical  nomenclature  correctly,  nor  even 
state  symptoms.  Yet  this  man  has  the  leading 
practice  in  this  part  of  Brooklyn,  although  he  is  a 
first-class  quack.  I am  disgusted  and  I should 
like  to  give  up  my  profession.”3 

In  June,  1874,  Reed  visited  his  father  at  Mur- 
freesboro, North  Carolina.  During  this  visit  he 
met  his  future  bride,  Emilie  Lawrence.  When 
Reed  returned  to  Brooklyn,  he  commenced  to 
correspond  with  this  winsome  lady.  In  1874 
his  letters  reveal  that  he  had  made  up  his  mind  to 
leave  general  practice  and  to  enter  the  Army  as  a 
surgeon.  The  reasons  for  his  decision  were  sev- 
eral and  varied.  His  brother  believed  that  suc- 
cess in  practice  depended  largely  on  social  allian- 
ces, the  possession  of  wealth,  and  influential 
friends.  Since  Walter  was  unable  to  rely  on 
these  sources  for  advancement,  he  decided  to  seek 
a position  offering  security.  The  Army  offered 
financial  security  as  well  as  an  opportunity  for 
scientific  research.  Years  later  Reed  admitted 
to  his  wife  that  his  resolution  to  abandon  private 
practice  was  prompted  by  the  financial  security 
which  enabled  him  to  justify  his  desire  to  marry 
her. 

In  that  same  letter  in  which  he  disclosed  his 
plan  to  enter  the  Army,  he  expresses  a view  of 
Brooklyn.  This  letter  was  written  from  Brook- 
lyn and  dated  July  18,  1874:  “To  live  in  any 
other  place  than  New  York  or  Brooklyn  never 
entered  my  head,  and  if  a person  had  advised  me 
to  go  to  some  small  town,  I would  have  certified 
to  his  insanity.  To  such  an  extent  does  our 
folly  mislead  us.  But  since  then  a few  more 
springs  have  come  and  gone,  and  though  no  gray 
hairs  adorn  my  head,  I have  become  a little  wiser, 
I hope.  . . .” 

WTalter  Reed  studied  for  his  Army  boards  and 
took  the  examinations  in  1874.  A year  later  he 
was  commissioned  a first  lieutenant  in  the  Army 
Medical  Corps  and  soon  thereafter  married  Miss 
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Fig.  1.  Plaque 
in  honor  of  Major 
Walter  Reed  at 
Kings  County 
Hospital. 


Lawrence.  The  work  of  Walter  Reed  in  the 
study  of  tropical  diseases  was  culminated  by  his 
demonstration  of  the  means  of  transmission  of 
yellow  fever. 

The  deeds  of  Reed,  Carroll,  Lazear,  and  Agra- 
monte  are  monumental  in  the  annals  of  military 
history.  Reed’s  work  was  prompted  by  a true 
love  for  humanity.  This  sentiment  was  ex- 
pressed by  Major  Reed  in  a letter  written  to  his 
wife  on  December  31,  1900,  at  11:30  p.m.: 
“The  prayer  that  has  been  mine  for  twenty  years, 
that  I might  be  permitted  in  some  way  or  at  some 
time  to  do  something  to  alleviate  human  suffering, 
has  been  granted!  A thousand  Happy  New 
Years. . . .”  He  felt  that  if  he  were  then  to  die,  he 
would  be  content  in  the  knowledge  that  his  life 
was  completed. 

Returning  to  Washington  from  Cuba,  he  was 
appointed  Professor  of  Pathology  and  Bacteri- 
ology in  Columbia  University  Medical  School 
(February,  1901).  In  the  summer  of  1902  he 
received  an  honorary  degree  from  the  University 
of  Michigan  and  another  from  Harvard  Univer- 
sity. Later  he  was  appointed  Librarian  of  the 
Army  Medical  Library  in  Washington  (November 
11,  1902). 


His  preoccupation  with  teaching  caused  him  to 
disregard  the  warning  pains  of  appendicitis.  On 
November  17,  1902,  he  was  operated  on  by  his 
friend,  Major  William  Borden.  The  fifth  post- 
operative day  presented  a picture  of  fulminating 
peritonitis,  and  he  succumbed  to  his  illness  on  the 
same  day.  He  was  buried  with  full  military 
honors  in  Arlington  National  Cemetery. 

In  honor  of  Major  Walter  Reed,  Kings  County 
Hospital  displays  a plaque  in  the  main  lobby  as 
an  inspiration  to  all  her  men  of  science  (Fig.  1). 
May  those  one  hundred  and  more  of  our  doctors 
who  wore  the  uniform  of  our  nation  find  in  Walter 
Reed  an  endless  inspiration.  May  they  be  in- 
spired to  perform  noble  deeds  which  will  bring 
to  them,  as  it  did  to  Reed,  an  honored  fame. 
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rpms  meeting  is  unique  in  terms  of  custom  in  the 
United  States.  When  we  have  a problem, 
tradition  dictates  that  we  organize  a new  association 
to  solve  it  for  us.  We  appoint  committees  by  the 
score  regardless  of  much  duplication  of  responsi- 
bility. It  is  a cardinal  sin  to  suggest  that  we  could 
very  well  eliminate  a large  number  of  the  associa- 
tions in  this  country  and  still  do  a better  job.  In 
medicine  it  seems  as  though  we  have  either  an 
academy,  society,  college,  or  association  for  every 
organ  in  the  human  body  and  every  disease  to 
which  these  organs  are  heir. 

I said  this  meeting  was  unique — unique  in  that 
you  have  broken  with  custom  and  decided  that  one 
association  could  serve  the  industry  and  the  public 
better  than  two;  that  a single  authoritative  voice 
could  speak  for  the  business  as  a whole  and  conduct 
many  of  the  programs  that  a trade  association 
should,  in  order  to  promote  progress. 

As  an  old  Army  officer,  I suppose  I should  not 
think  of  telling  a Navy  story.  But  this  occasion 
reminds  me  of  an  appropriate  one. 

The  young  Navy  lieutenant  appeared  before  his 
commanding  officer  to  request  leave.  When  asked 
the  reason  for  his  request,  the  young  chap  explained 
that  his  wife  was  pregnant  and  due  to  deliver  their 
first  child.  “Young  man,”  replied  the  commanding 
officer,”  I can  fully  understand  the  necessity  of 
your  being  present  at  the  laying  of  the  keel,  but  I 
see  no  necessity  for  your  presence  at  the  launching.” 

In  behalf  of  the  American  Medical  Association 
I want  to  express  our  sincere  appreciation  for  the 
opportunity  to  be  present  at  the  launching  of  the 
“Health  Insurance  Association  of  America.”  We 
have  enjoyed  a cordial  liaison  between  the  health 
insurance  industry  and  the  American  Medical 
Association  through  the  Health  Insurance  Council 
and  its  several  committees,  including  its  Medical 
Relations  Committee  headed  by  Hr.  W.  II.  Scoins. 
We  extend  to  you  our  best  wishes  and  hope  that 
our  close  liaison  may  continue  with  your  new  or- 
ganization. From  our  standpoint  it  is  equally 
important  that  we  be  privileged  to  attend  the 

Presented  at  the  Organizational  Meeting  of  the  Health 
Insurance  Association  of  America,  Cincinnati,  Ohio,  April  13, 
1950. 


launching  ceremonies  and  to  accompany  you  on 
your  shakedown  cruise. 

In  the  title  of  my  address,  “Health  Insurance, 
Medical  Practice,  and  the  Public,”  you  will  note 
that  medical  practice  is  in  the  middle — between 
health  insurance  and  the  public.  This  is  exactly 
the  position  that  the  medical  profession  finds  itself 
in  on  many  occasions.  It  is  by  no  means  inten- 
tional but  a natural  outgrowth  since  our  society 
accepts  the  prepayment  and  insurance  principle  of 
assisting  in  the  financing  of  health  care. 

Perhaps  many  of  you  feel  that  the  insurer  is  in 
the  middle  and  at  the  mercy  of  the  medical  pro- 
fession and  the  public.  Without  doubt  the  public 
complains  at  times  that  it  is  caught  in  the  middle 
between  big  business  and  the  mercenary  doctor. 
I have  no  doubt  that  we  all  alternate  positions, 
depending  on  “whose  ox  is  being  gored.” 

Actually,  insurance,  medicine,  and  the  public 
have  a common  bond  since  the  first  two  can  exist  as 
independent  entities  only  so  long  as  they  serve  the 
insurance  and  medical  needs  of  the  public  and 
serve  those  needs  well. 

Granted  that  many  of  our  problems  are  the 
result  of  misunderstandings,  nevertheless,  they 
must  be  faced  in  all  frankness,  sincerity,  and  im- 
partiality. Our  custom  provides  the  opportunity 
for  dissatisfactions  to  be  reviewed  impartially.  In 
this  regard  I would  like  to  call  your  attention  to  an 
activity  of  the  medical  profession  which  has  been 
developed  in  more  than  700  of  our  county  and  in 
all  state  medical  societies.  I refer  to  the  establish- 
ment of  grievance  or  mediation  committees. 

To  some  of  you  this  may  be  somewhat  repetitious 
since  Dr.  Percy  E.  Hopkins  summarized  these 
programs  before  the  Educational  Seminar  held 
last  February  in  New  York  City  and  conducted 
jointly  by  your  predecessor  organizations,  the 
Bureau  of  Accident  and  Health  Underwriters  and 
Health  and  Accident  Underwriters  Conference. 
He  also  has  addressed  meetings  of  the  Health  and 
Accident  Underwriters  Conference  and  alluded  to 
this  activity  of  the  profession  which  has  been  under- 
taken in  its  public  interest. 

The  primary  purpose  of  these  committees  is, 
first,  to  give  all  patients  (or  financially  responsible 
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parties)  an  opportunity  to  be  heard  when  they 
believe  that  they  have  been  unjustly  treated  in  any 
way  by  a physician  and,  second,  to  try  to  make 
amends  or  adjustments  whenever  indicated.  There 
should  be  no  limitation  on  the  sources  of  complaints 
other  than  that  they  be  sincere,  whether  they  be 
public,  private,  or  professional.  The  complaints 
heard  cover  a wide  range,  such  as  unsympathetic 
attention,  negligence,  overcharging,  etc.  The  com- 
mittees listen  to  both  sides  of  the  story  and  then 
try  to  bring  both  parties  to  an  amicable  under- 
standing. Usually  the  problem  is  solved  by  a simple 
explanation.  Frequently  patients  fail  to  understand 
the  diligence,  skill,  and  judgment  required  to  diagnose 
their  illness,  the  full  extent  of  the  treatment  given,  or 
the  elements  that  make  up  the  total  charge.  Some- 
times the  doctor  has  failed  to  explain  sufficiently. 
Moreover,  the  patient  or  his  family  may  have  dis- 
regarded the  explanations.  In  some  cases  there  is 
an  apparent  overcharge.  A grievance  committee 
cannot  force  either  party  to  take  its  advice,  but 
few  medical  men  refuse  to  reduce  high  bills,  and 
patients  are  gratified  to  find  that  they  receive 
sympathetic  consideration. 

In  my  official  travels  throughout  the  United 
States  I have  had  many  insurance  executives  discuss 
with  me  what  appeared  to  them  to  be  downright 
dishonesty  or  total  lack  of  understanding  on  the 
part  of  doctors  in  their  relationships  with  insurance 
companies.  When  I suggest  that  the  facts  of  the 
case  be  referred  to  the  local  county  medical  society 
grievance  committee,  they  listen  intently  and  agree 
that  such  a mechanism  can  do  much  to  enhance  the 
profession’s  standing.  Further  conversation  often 
reveals  the  attitude,  however,  that  while  per- 
haps patients  should  be  encouraged  to  use  this 
service,  it  could  be  bad  business  for  the  insurance 
company.  The  argument  is  that  the  grievance 
committee  may  consider  the  charges  unfounded  and 
develop  a hostile  attitude  toward  the  company. 
As  long  as  the  insurance  industry  takes  this  atti- 
tude, the  problem  is  difficult  to  solve. 

The  actions  of  a very  small  percentage  of  un- 
ethical and  dishonest  practitioners  adversely  affect 
the  entire  profession.  Most  physicians  are  sincere 
in  their  desire  to  discipline  these  unethical  prac- 
titioners. The  profession  appreciates  the  danger 
of  permitting  a member  to  overcharge  without 
danger  of  censure. 

I remember  one  case  which  was  brought  to  the 
attention  of  A.M.A.  headquarters  office  by  one  of 
the  large  underwriters.  The  case  was  well  docu- 
mented. A telephone  call  to  the  state  society 
brought  immediate  action.  The  chairman  of  the 
grievance  committee  took  it  upon  himself  to  tele- 
phone the  doctor  involved,  indicating  that  if  resti- 
tution was  not  made  by  the  end  of  the  week,  charges 
would  be  filed  by  and  in  the  name  of  the  society  the 


following  Monday.  Needless  to  say,  a complete 
restitution  was  made  promptly.  More  important, 
I am  told,  is  the  fact  that  processed  claims  in  that 
locality  since  that  time  have  been  completely  in 
order. 

With  the  rapid  growth  of  major  hospital  and 
medical  expense  coverage  on  a deductible  basis 
combined  with  elements  of  coinsurance,  it  becomes 
increasingly  important  that  the  medical  profession 
and  the  insurance  industry  encourage  this  type 
of  coverage  and  at  the  same  time  maintain  and 
utilize  appropriate  safeguards.  Let  me  quote  a 
paragraph  from  Dr.  Hopkins’  presentation  last 
February  before  your  Educational  Seminar:  “As 

a greater  number  of  people  purchase  health  and 
accident  insurance,  and  especially  types  of  coverage 
in  which  the  benefits  are  not  specifically  delineated, 
such  as  major  medical  expense  contracts,  it  might 
become  necessary  for  these  two  groups  to  main- 
tain rather  close  liaison  in  order  that  misunder- 
standings might  be  prevented.  I have  complete 
faith  in  the  integrity  of  the  medical  profession  as 
well  as  that  of  the  insurance  industry,  but  I realize 
that  a dollar  will  purchase  only  so  much  in  the  way 
of  a benefit  and  that  the  average  physician  is  now 
confronted  with  the  fact  that  a large  percentage  of 
his  patients  have  some  type  of  insurance.  Occasion- 
ally, perhaps  the  patient  and  the  physician  antici- 
pate a greater  benefit  than  is  actually  provided. 
This,  with  a third  party  appearing  on  the  scene, 
could  result  in  some  misunderstanding  on  the  part 
of  the  patient  or  the  physician.’’ 

I would  encourage  insurance  companies  to  take 
advantage  of  this  service  that  the  medical  pro- 
fession has  established  through  its  grievance  com- 
mittees. Appropriate  procedures  can  be  worked 
out  through  your  medical  relations  committee  and 
our  Council  on  Medical  Service  to  the  mutual  bene- 
fit of  the  industry,  the  public,  and  the  medical 
profession. 

There  are  and  will  be  other  problems  brought 
about  by  social  and  economic  changes  that  demand 
the  utmost  sincerity  and  understanding  of  all 
parties  involved.  I have  dealt  at  some  length  with 
one  which  is  most  delicate.  If  we  can  solve  this 
problem  by  utilizing  the  mechanisms  already 
established,  there  is  no  reason  to  believe  that  the 
others  cannot  be  overcome  if  they  are  recognized 
and  approached  objectively. 

At  this  point  I would  like  to  summarize  very 
briefly  the  results  of  a survey  of  the  attitudes  of 
physicians  with  respect  to  voluntary  health  in- 
surance. This  survey  was  sanctioned  by  our 
Council  on  Medical  Service  and  conducted  by  one 
of  its  committees.  The  so-called  universe  was 
approximately  15,000  physicians  selected  at  random, 
nearly  8,000  of  whom  took  time  to  respond  to  a 
detailed  questionnaire. 
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Without  going  into  too  much  detail,  the  following 
were  among  the  conclusions  drawn  from  the  re- 
sponses: 

1.  Blue  Shield  and  private  insurance  programs 
were  most  frequently  mentioned  as  being  available 
to  the  areas  where  the  respondents  practiced. 
These  were  also  listed  as  most  satisfactory  to  them 
(physicians). 

2.  The  majority  of  responding  physicians 
believe  that  health  insurance  should  be  under- 
written by  all  types  of  agencies  on  a competitive 
basis. 

3.  Over  half  of  the  respondents  are  of  the  opinion 
that  the  primary  function  of  health  insurance  is  to 
provide  financial  assistance. 

This  was  gratifying  since  the  A.M.A.  has  long 
maintained  the  position  that  these  programs  were 
mechanisms  to  aid  the  recipients  of  health  care  in 
the  financing  of  such  care.  In  other  words,  health 
insurance  helps  the  insured  persons  meet  their  own 
financial  responsibilities  rather  than  being  any 
guarantee  of  either  the  availability  or  actual  pro- 
vision of  such  care. 

4.  A large  majority  (over  three  fourths)  of  the 
respondents  expressed  the  belief  that  insured  pa- 
tients should  pay  some  portion  of  medical  care  cost 
in  addition  to  (the  premiums  for)  his  health  insur- 
ance coverage. 

The  last  two  observations  indicate  that  an  ap- 
preciable number  of  physicians  believe  that  some 
element  of  coinsurance  is  either  necessary  or  desir- 
able. That  the  physicians  apparently  subscribe 
to  the  coinsurance  principle  is  fairly  obvious,  al- 
though no  per  cent  of  risk  sharing  by  the  insured 
was  established  since  the  term  coinsurance  was  not 
used  in  the  questionnaire. 

5.  Over  half  of  the  responding  physicians  were 
of  the  opinion  that  insured  patients  assumed  their 
insurance  payments  or  allowances  would  cover  the 
entire  professional  fee.  Among  the  reasons  listed 
were  unclear  statements  in  the  policies,  misrep- 
resentation by  salesmen,  or  lack  of  thorough  under- 
standing of  the  coverage  by  the  patient. 

Here,  I believe,  it  might  be  appropriate  to  express 
the  hope  that  your  new  association  will  continue 
the  endeavors  to  elevate  standards  which  would 
naturally  include  further  improvements  in  sales 
as  well  as  administration. 

6.  Approximately  20  per  cent  of  the  respond- 
ents were  of  the  belief  that  physicians  might  tend 
to  increase  fees  when  treating  patients  who  carried 
insurance.  Some  rationalized  it  as  a means  of 
promoting  the  principle  of  coinsurance,  while  others 
felt  that  the  added  “paper  work”  in  connection  with 
health  insurance  justifies  some  additional  compen- 
sation. 


You  may  obtain  a summary  of  this  study  by 
writing  to  the  A.M.A. 

After  you  have  overcome  your  reorganizational 
“birth  pains,”  perhaps  you  will  undertake  a study 
in  an  effort  to  determine  what  attitudes  the  health 
insurance  industry  entertains  with  respect  to  medical 
practice.  If  you  do,  it  is  my  hope  that  the  results 
of  any  such  survey  will  be  made  known  promptly 
to  the  medical  profession  through  the  proper  chan- 
nels. 

In  your  president’s  letter  of  invitation  to  me,  he 
wrote:  “I  doubt  that  there  is  any  single  business  in 
our  economy  whose  interests  more  nearly  parallel 
those  of  the  profession  of  medicine  than  does  ac- 
cident and  sickness  insurance.  Our  community 
of  interest  is  broad.  We  are  engaged  together  in  a 
continuing  effort  to  maintain  a free  and  untrampled 
medical  profession  and  private  enterprise  in 
insurance.”  I concur  wholeheartedly  with  this 
statement. 

We  all  have  our  problems,  but  overshadowing 
these  are  our  responsibilities:  the  responsibility  of 
developing  and  maintaining  a strong,  healthy 
economy — a free  economy.  Perhaps  no  business 
or  profession  realizes  as  clearly  as  do  insurance  and 
medicine  the  constant  vigil  that  is  necessary  to 
preserve  our  freedom.  We  have  received  increasing 
encouragement  from  the  interest  and  support  vol- 
unteered in  our  behalf  by  the  insurance  industry. 
We  like  to  feel  that  our  interests  have  been  theirs 
and  theirs  ours. 

Discouraging  as  it  may  be,  the  fact  is  that  the 
forces  of  socialism  have  not  relinquished  their 
efforts.  Scattered  reversals  of  the  socializers  and 
planners  have  only  brought  about  changes  in  tactics. 
Divide  and  conquer,  the  oblique  approach,  piece- 
meal legislation  have,  if  anything,  made  our  job 
more  difficult. 

In  Peter  Marshall’s  sermon  entitled  “Mr.  Jones 
Meets  the  Master,”  I ran  across  a truism  of  great 
significance.  Reverend  Marshall  said:  “In  a 

democracy,  citizens  have  to  be  self-disciplined, 
or  the  country  goes  down,  defeated  from  within 
by  moral  rot.”  It  is  my  conviction  that  this  truth 
also  applies  to  business  and  professions  as  well  as 
associations. 

Medicine  and  insurance  are  two  outstanding 
examples  of  self-discipline.  We  need  more  of  it. 
Self-discipline  on  the  association  level  can  only  be 
possible  if  the  organizations  are  strong  and  repre- 
sentative of  their  components.  The  American 
Medical  Association  is  one  hundred  and  ten  years 
old.  The  Health  Insurance  Association  of  America 
was  born  yesterday.  We  hope  that  you  may  be 
able  to  profit  from  our  experience  and  we  from  your 
youth. 
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J suppose  by  now  you  are  all  getting  tired  of  the 
wisecracks  about  doctors  being  in  politics  and 
the  politicians  engaging  in  medicine.  Maybe  this 
is  a good  thing,  though.  If  more  physicians  took 
a more  active  interest  in  political  affairs,  perhaps  we 
would  have  a better  government  at  all  levels,  Fed- 
eral, State,  and  local.  You  are,  after  all,  men  of 
broad  education,  and  you  are  recognized  leaders  in 
your  various  communities. 

I think  the  public  attention  which  has  been 
focused  on  the  medical  profession  by  the  illnesses 
of  some  of  our  great  public  loaders  in  recent  years 
is  a constructive  thing.  We  have  all  learned  much 
more,  at  least  in  a layman’^  understanding,  of 
medicine  and  its  practitioners,  and  perhaps  we 
have  all  learned  a wholesome  lesson  about  taking 
better  care  of  one  of  our  most  precious  personal 
assets,  our  health. 

As  an  individual  I happen  to  belong  to  that  class 
of  people  who  blanch  at  the  sight  of  blood  and  avoid, 
if  at  all  possible,  the  odor  of  disinfectant  emanating 
from  the  clinic  and  the  hospital.  Since  my  Army 
days  I have  regarded  the  hypodermic  needle  as  my 
mortal  enemy.  I look  upon  doctors  and  dentists 
as  nice  guys  socially,  but  types  to  be  shunned  pro- 
fessionally. Thus  I have  skipped  over  wherever 
possible  the  portions  of  the  accounts  in  newspapers 
and  periodicals  that  have  dealt  most  intimately  with 
technical  details  of  the  President’s  heart  attack  and 
ileitis  operation,  except  where  I needed  to  become 
informed  for  purposes  of  conducting  the  news  affairs 
of  our  own  Washington  bureau. 

My  wife,  on  the  other  hand,  is  fascinated  by 
medicine.  She  will  turn  first  to  the  section  on 
medicine  in  Time  magazine  and  other  similar  pub- 
lications. She  reads  widely  from  laymen’s  litera- 
ture, books  and  such,  and  is  quite  well  informed  from 
the  viewpoint  of  the  average  nonprofessional  in- 
dividual. I rely  on  her  good  judgment  and  advice 
whenever  I have  to  deal  newswise  with  problems 
affecting  health  and  medicine.  She  is  the  kind  who 
is  so  fascinated  by  childbirth,  the  very  beginning  of 
life,  that  she  insisted  on  having  a caudal  block  and 
mirror  to  witness  firsthand  her  first  child  being  born. 

We  have  discovered  or  perhaps  have  become 
more  aware  in  recent  years  of  how  profoundly  our 
well-being  is  affected  by  scientific  progress  and  sound 
practice  in  the  field  of  medicine.  The  greatest  ex- 
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ample,  of  course,  is  President  Eisenhower.  Then 
there  was  Lyndon  Johnson,  Democratic  Leader  of 
the  Senate,  who  became  a cardiac  case  at  age  forty- 
seven.  There  was  Senator  Robert  A.  Taft  of  Ohio, 
cut  down  well  ahead  of  the  time  when  we  might 
have  been  able  to  spare  him,  by  that  dreadful 
modern-day  killer,  cancer.  And  for  twelve  long 
years  we  had  as  our  president  a polio  paralytic, 
Mr.  Roosevelt.  In  the  last  Congress,  the  one  be- 
fore that  which  is  currently  expiring,  I believe  there 
were  a dozen  members  of  the  U.S.  Senate  who  died 
in  office  or  more  than  10  per  cent  of  the  upper  body 
of  our  Congress.  These  grim  facts  unquestionably 
heighten  our  resolve  as  a people  to  do  something 
through  public  and  private  means  to  seek  out  the 
causes  of  these  diseases  and  to  eradicate  them  if  it  is 
at  all  possible  through  the  fertility  of  man’s  mind. 

Now,  we  find  ourselves  beginning  another  great 
national  campaign  for  control  of  the  Administration 
and  Congress.  Already,  it  seems  to  me,  we  are  hear- 
ing some  of  the  most  ridiculous  charges.  We  are 
being  told  by  some  of  the  politicians,  in  effect,  that 
the  country  is  going  to  the  dogs,  and  the  world  is  in  a 
“helluva”  mess.  Come  to  think  of  it,  I cannot  re- 
call a period  in  my  lifetime  when  the  world  was  not 
in  a “helluva”  mess,  and  my  reading  of  history 
indicates  to  me  that  there  were  a considerable  num- 
ber of  people  in  periods  past  who  felt  the  same  way 
about  international  affairs.  Perhaps  I am  growing 
older,  but  I tend  to  take  a more  composed  and  moder- 
ate view  about  the  evils  which  apparently  beset  the 
world  today.  It  seems  to  me  that  change  is  in 
reality  a normal  condition  and  that  each  new  passing 
day  and  each  new  age  will  bring  its  own  problems. 
And  I also  have  some  hope,  wishful  thinking  per- 
haps, that  humanity  is  on  an  upward  path,  that  we 
are  all  becoming  more  knowledgeable  about  customs, 
habits,  and  conditions  all  around  the  world  than  we 
have  been  heretofore,  that  somehow  common  sense 
is  going  to  prevail,  and  that  in  due  course  we  shall 
find  solutions  to  these  new  problems  as  they  arise. 

On  the  domestic  scene  some  of  the  political  charges 
that  are  being  hurled  in  the  gathering  heat  of  this 
campaign  are  simply  appalling  to  me.  It  is  incon- 
ceivable that  reasonably  intelligent  men  should 
utter  these  charges  or  that  in  all  sincerity  tney  could 
expect  the  electorate  to  swallow  them.  And  yet, 
while  I am  basking  in  my  idealistic  contemplation  of 
the  American  voter  as  a person  of  indigenous  good- 
ness and  common  sense,  I am  occasionally  hauled 
back  to  earth  by  a few  practical  examples. 
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For  instance,  one  of  my  immediate  neighbors  is 
an  attractive  young  matron,  mother  of  four  children 
and  the  wife  of  an  investment  banker.  She  is  a 
good  mother  and  a good  homemaker.  She  also  is  an 
attractive  person  who  runs  with  the  country  club  set. 
She  is  definitely  above  average  in  her  financial  cir- 
cumstances and  in  her  social  strata. 

One  day  my  wife  was  talking  to  this  lady,  and  the 
conversation  happened  to  veer  in  a political  direc- 
tion. The  woman  remarked  that  she  had  a friend 
who  worked  for  that  man  Stevens  and  that  her 
friend  had  a lot  of  fun  doing  it.  She  kept  referring 
to  the  man  she  called  “Stevens.”  My  wife  sug- 
gested, ‘You  mean  Stevenson.” 

“Oh,  yes,”  she  replied.  “Stevenson.  What  is  his 
first  name?” 

My  own  reaction  to  this  campaign  year  talk  about 
the  country  going  to  the  dogs  is  to  run  in  the  oppo- 
site direction.  How  shortsighted  we  are  to  be  always 
contemplating  the  little  imperfections  when  we  have 
so  much  to  be  proud  of  and  to  be  grateful  for.  When 
you  stop  to  think  about  it,  this  is  a wonderful  age 
that  we  are  living  in.  AVe  have  achieved  the  highest 
standard  of  living  of  any  people  in  the  long  course  of 
civilization,  and  we  have  managed  to  do  it  with  the 
greatest  degree  of  individual  liberty  and  opportunity 
of  any  nation  on  earth,  insofar  as  I am  able  to  judge 
by  personal  observation  or  by  what  I have  been  able 
to  read.  It  is  reflected  everywhere — in  the  home,  on 
the  farm,  in  the  factory.  Automation  in  industry 
will  bring  us  an  increasing  flow  of  consumer  goods. 
We  have  so  many  things  to  add  to  the  present  en- 
joyment of  life.  In  the  home  we  have  the  automatic 
dishwasher,  disposalls,  deep  freezers,  modern  stoves 
and  refrigerators,  automatic  washers  and  dryers, 
and  a host  of  power-equipped  smaller  household 
appliances.  I can  recall  the  time  when  your  refrig- 
erator was  an  icebox.  The  iceman  hauled  in  a 50 
or  100-pound  chunk  through  your  back  door,  and 
you  were  constantly  emptying  that  drippy  old 
pan  underneath  the  box.  Your  stove  was  a range 
that  you  fed  with  wood  or  coal.  You  carried  in  the 
fuel,  dirtying  the  kitchen  in  the  process,  and  you 
lugged  out  the  ashes. 

We  have  tremendous  sources  of  public  informa- 
tion and  entertainment  at  our  disposal:  the  news- 
papers, magazines,  books,  radio,  television,  public 
lectures,  motion  pictures,  and  the  legitimate  theater. 
There  is  really  no  excuse  for  any  American  being 
poorly  informed,  and  there  is  such  a multiplicity  of 
media  that  it  is  untenable  for  anyone  to  assert  that 
you  or  I could  become  a victim  of  thought  control 
throughany  monopoly  in  the  public  information  field. 

We  have  so  much  more  leisure  time  today  to  en- 
joy ourselves,  to  pursue  our  hobbies  and  recreational 
interests,  if  we  can  all  only  learn  how  to  obtain  crea- 
tively and  productively  the  greatest  enjoyment 
from  the  additional  time  which  our  labor-saving  de- 


vices and  our  productivity  have  made  available  to 
us. 

There  have  of  course  been  tremendous  strides  in 
the  general  fields  of  science  and  engineering,  and 
many  of  these  most  humanitarian  advances  have 
been  in  the  particular  field  of  medicine.  You  know 
these  things  much  better  than  I do,  but  to  cite  a few : 

I am  told  that  tuberculosis  in  this  country  is 
virtually  a thing  of  the  past;  the  old  sanitarium  up 
at  Saranac  Lake  has  closed  its  doors.  A number  of 
new  wonder  drugs  are  in  common  use.  A tremendous 
new  discovery  in  the  last  several  years,  of  course,  is 
the  polio  vaccine.  I am  told  that  there  is  some  prog- 
ress being  made  against  cancer.  Now,  when  some- 
one finds  a way  to  beat  the  common  cold,  I will  be- 
lieve that  we  have  really  arrived. 

It  even  seems  at  times  that  our  progress  in  science 
and  engineering  has  far  outstripped  our  progress  in 
political  science  or  the  capacity  to  govern  ourselves. 
Here  we  have  come  to  the  beginning  of  the  atomic 
era.  AVe  have  learned  how  to  harness  and  direct  the 
tremendous  energy  of  the  atom.  And  yet,  so  far, 
despite  all  of  our  hopes  and  aspirations  for  the  peace- 
ful application  of  nuclear  science,  our  greatest 
achievements  thus  far  have  been  channeled  into  its 
military  applications. 

We  still  have  conflicts  as  individuals,  and  domestic 
relations  courts  are  more  crowded  than  ever  with 
husbands  and  wives  who  cannot  seem  to  find  the 
means  of  getting  along  with  one  another.  AVe  still 
have  squabbles  between  neighbors  in  our  communi- 
ties, and  we  have  controversies  over  emotional  issues 
which  sometimes  lead  to  violence.  We  see  on  a 
larger  scale  the  same  sort  of  conflicts  and  disputes 
arising  in  the  community  of  nations.  AVhile  we  all 
hope  that  the  great  war  which  took  place  between 
1939  and  1945  was  the  last  one,  we  cannot  be  sure. 
Our  experience  since  that  war  has  been  too  short, 
and  the  basic  causes  for  disagreement  and  conflict 
among  the  national  leaders  of  various  peoples  have 
not  been  eliminated. 

In  this  connection  it  has  been  my  observation  dur- 
ing the  ten  years  that  I have  been  serving  in  Wash- 
ington that  very  often  the  people  who  are  most 
anxious  to  run  around  the  nation  or  even  around  the 
world,  presenting  a course  of  conduct  for  others, 
advancing  panaceas  for  all  ills,  are  the  very  persons 
who  have  made  a miserable  failure  of  handling  af- 
fairs within  their  own  family.  Their  own  children 
have  been  brought  up  without  a feeling  of  security 
and  have  reflected  this  discontent  in  a pattern  of  un- 
successful marriages  or  unsuccessful  ventures  in 
business,  professional,  and  political  life. 

However,  I promise  to  dwell  on  more  pleasant 
and  constructive  things. 

One  of  our  outstanding  milestones  of  progress  to- 
day lies  in  what  we  are  doing  with  our  national  health 
programs.  This  year  the  Eisenhower  Administra- 
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tion  requested  more  money  than  ever  before  to  he 
spent  through  the  National  Institutes  of  Health,  and 
Congress  went  one  better.  Congress  appropriated 
even  more  money  for  health  and  medical  programs 
than  the  Administration  requested  and  more,  per- 
haps, than  we  can  efficiently  expend  with  the  avail- 
able research  staff  and  facilities. 

For  the  first  time  in  history  the  Federal  Govern- 
ment is  going  to  be  spending  more  than  100  million 
dollars  for  health  and  medical  research,  and  of 
course,  as  you  know,  there  are  considerable  sums 
being  expended  by  private  sources,  by  endowments, 
and  by  private  institutions. 

The  Administration  recommended  a three-year 
program  of  Federal  grants  to  help  construct  health 
research  facilities  by  public  and  nonprofit  institu- 
tions. It  proposed  a total  program  of  250  million 
dollars  to  be  spent  over  a five-year  period.  Congress 
did  not  grant  this  request  in  its  entirety.  Instead 
Congress  provided  a 90  million  dollar  program  for  a 
three-year  period,  and  it  failed  to  provide  the  Fed- 
eral authority  for  construction  of  facilities  for  train- 
ing medical  scientists  in  schools  of  medicine,  oste- 
opathy, public  health,  and  dentistry. 

In  another  bill  Congress  combined  five  Adminis- 
tration health  proposals,  including  three  programs 
aimed  at  reducing  shortages  of  personnel  by  provid- 
ing Federal  aid  for  training  public  health  specialists, 
professional  nurses  qualified  for  teaching,  and  prac- 
tical nurses.  Grants  were  continued  for  construction 
of  hospital  and  related  facilities.  Research  grants 
were  provided  for  mental  health.  Under  these 
various  programs  research  will  be  greatly  increased 
in  the  cause,  prevention,  and  cure  of  diseases. 

A National  Library  of  Medicine  has  been  created 
in  the  Public  Health  Service,  and  all  functions  of  the 
Armed  Forces  Medical  Library  have  been  trans- 
ferred to  this  service. 

One  of  the  very  encouraging  results  of  this  new 
medical  legislation  is  the  fact  that  many  ambitious 
youngsters  now  will  be  able  to  obtain  scientific 
training  through  government  grants  and  fellowships 
which  were  not  available  at  the  time  when  you  and  I 
were  growing  up  and  wondering  how  we  could  finance 
our  way  through  college.  There  is  so  much  scholar- 
ship help  available  today  from  government  and 
private  sources  that  any  young  man  or  woman  can 
set  his  or  her  scientific  and  educational  goals  just 
about  as  high  as  he  wants  with  some  reasonable  pros- 
pect of  achieving  them. 

The  Public  Health  Service  has  a 160  million  dollar 
appropriation,  some  of  which  will  be  used  to  enable 
postdoctoral  graduate  students  to  live  on  incomes 
up  to  $8,000  a year  while  engaging  in  research  or 
further  training.  Then  there  is  a scholarship  pro- 
gram to  the  Atomic  Energy  Commission  and  the 
National  Science  Foundation  and  research  grants  by 
other  government  agencies  or  private  industries  to 


colleges  and  universities  which  will  have  the  effect 
of  providing  a wealth  of  laboratory  and  assistant’s 
j obs  for  graduate  students.  I n one  university  labora- 
tory, I am  told,  the  University  of  Tennessee,  every 
graduate  student  is  on  the  payroll. 

In  short,  about  all  a youngster  has  to  do  is  to  be 
able  to  get  his  bachelor’s  degree,  and  from  there  on 
he  has  the  benefit  of  a wide  variety  of  scholarships 
and  fellowships  for  advanced  scientific  training. 

Any  scientist  with  a good  idea  may  obtain  funds 
to  do  research  on  it,  assuming  that  his  superior  or  his 
dean  approves  the  project.  As  the  researchers  and 
professors  in  this  audience  know,  the  Public  Health 
Service  has  scouts  out  looking  for  projects  which 
seem  worth  pursuing.  This  is  something  that  was 
almost  unheard  of  a decade  ago. 

Federal  research  has,  in  effect,  created  a new 
industry — research  laboratories.  For  example,  I 
am  told  that  there  are  five  research  laboratories 
across  the  country  that  screen  thousands  of  new 
drugs  every  year  in  a search  for  drugs,  hormones, 
antibiotics,  etc.,  that  might  prove  beneficial  against 
cancer. 

There  are  some  research  men  in  private  industry' 
and  in  foundation  work  in  Washington  who  contend 
that  the  extra  50  million  dollars  Congress  appro- 
priated this  year  for  medical  research  is  scandalous 
on  the  theory  that  the  Public  Health  Service  cannot 
possibly  spend  it  all  usefully  and  intelligently, 
that  there  are  just  not  enough  skilled  research  men 
in  the  United  States  today  to  be  able  to  undertake 
all  of  the  projects  which  can  be  financed. 

In  any  event  it  is  refreshing  to  note  that  the 
Administration  and  Congress  are  taking  such  a 
constructive  interest  in  our  common  health  and 
medical  problems,  and  the  obvious  consequences 
should  be  a proliferation  of  scientific  work  and  an 
enlargement  in  due  time  of  our  cadre  of  scientists. 

Where  fifteen  years  ago  a would-be  scientist 
might  be  able  to  obtain  a $1,000  to  $l,200-a-year 
fellowship,  it  is  now  possible  for  him  to  get  married 
and  live  in  reasonably  good  circumstances  on  a 
government  or  private  industry  fellowship  averaging 
$2,500  for  a predoctoral  student  and  averaging 
$4,500  a year  for  postdoctoral  graduates. 

In  discussing  these  government  programs  I 
should  like  to  call  attention  to  a friend  of  mine,  a 
man  whom  I vastly  admire.  He  is  Marion  B. 
Folsom  of  Rochester,  New  York,  a former  treasurer 
of  Eastman  Kodak  Company',  who  first  came  to  the 
Eisenhower  Administration  as  Under-Secretary  to 
the  Treasury  and  who  has  been  for  the  last  year  the 
head  of  the  Health,  Education,  and  Welfare  Depart- 
ment. Folsom  is,  of  course,  the  Cabinet  official 
responsible  for  the  functioning  of  the  Public  Health 
Service,  although  he  prudently  allows  the  doctors 
and  his  scientific  advisers  to  handle  the  technical 
end  of  the  business.  I can  honestly  say  that  in  my 
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experience  in  the  nation’s  capital,  we  have  never 
had  a more  able,  more  efficient,  and  more  humani- 
tarian official  at  the  head  of  this  tremendously  im- 
portant department.  Folsom  is  what  I like  to  call 
a practical  idealist.  He  has  a businessman’s  con- 
cern for  efficiency  and  economy;  he  has  a profound 
understanding  of  the  American  system  and  would 
like  to  keep  the  functioning  of  our  educational  and 
health  programs  within  the  framework  of  the  free 
enterprise  system.  He  also  has  a compassionate 
regard  for  the  personal  problems  of  our  people  in 
these  two  great  areas. 

In  this  discussion  on  Federal  health  legislation  we 
have  avoided  any  reference  up  until  now  to  that 
unpleasant  subject — that  verboten  subject — com- 
pulsory Federal  health  insurance,  which  you  have 
more  accurately  labeled  as  socialized  medicine. 
You  are  all  aware,  I am  sure,  that  your  profession 
had  a narrow  squeak  in  1949  and  1950  after  Harry 
S.  Truman  won  his  upset  election  victory  in  1948. 
In  his  second  term  Truman  allowed  all  of  the  prop- 
aganda forces  at  the  disposal  of  his  administration 
to  be  marshaled  behind  a drive  on  Capitol  Hill  to 
put  across  a program  of  socialized  medicine,  imitat- 
ing a program  instituted  by  the  Labor  Government 
in  Britain  and  the  governments  of  various  Scan- 
dinavian countries.  Truman’s  proposal  advanced 
by  Oscar  Ewing,  then  Administrator  of  the  Federal 
Security  Agency  which  has  now  become  the  Health, 
Education,  and  Welfare  Department,  would  have 
imposed  an  additional  tax  on  employers  and  em- 
ployes in  the  social  security  pattern,  ranging  up  to 
6 or  8 per  cent  of  income.  It  would  have  raised 
8 or  10  or  12  billion  dollars  annually,  depending  on 
whose  estimates  you  might  want  to  take.  It  would 
have  required  the  registration  of  doctors  and  the 
assignment  of  patients,  and  presumably  there  would 
have  been  Federal  regulation  over  the  fees  and 
services  of  the  medical  profession. 

I believe  that  this  program  failed  in  enactment, 
not  entirely  because  the  American  Medical  Associa- 
tion made  a determined  and  vigorous  fight  against 
it,  but  basically  because  the  American  people  are 
not  ready  to  allow  government  to  intrude  on  this 
sector  of  their  private  lives.  Most  of  us  still  want 
our  relations  with  our  family  doctor  to  be  a highly 
individualistic  and  personalized  relationship. 

And  yet  this  problem  of  how  to  provide  medical 
protection  for  all  of  our  people  at  a reasonable  cost 
is  one  which  is  likely  to  come  up  again  in  the  political 
forum  unless  we  find  ways  and  means  of  settling  it 
to  the  satisfaction  of  the  overwhelming  majority  of 
the  American  people  in  a private  initiative  and  free 
enterprise  way.  I think  you  will  all  agree  with  me 
that  as  a general  principle  in  these  modern  times  in 
which  we  have  made  so  much  progress  in  so  many 
general  fields,  adequate  medical  care  should  be 
available  to  all  and  at  a price  that  the  varying  eco- 


nomic conditions  of  our  citizens  will  permit.  I 
think  you  will  all  agree  with  me  that  it  does  not 
make  sense  to  set  up  contingency  funds  to  take  care 
of  the  obsolescence  and  replacement  of  machinery 
in  our  mines,  mills,  and  factories  without  also  pro- 
viding for  the  maintenance  and  repair  of  our  human 
resource.  The  cost  of  providing  good  health  for  all 
is,  it  seems  to  me,  a proper  charge  against  the 
productivity  of  our  national  economy. 

How  are  we  going  to  go  about  accomplishing  this 
noble  purpose?  That  is  the  question.  I personally 
would  like  to  keep  it  within  the  initial  concept  of  the 
free  enterprise  system.  I have  an  instinctive  dis- 
trust of  government  bureaucracy.  I agree  with 
Abraham  Lincoln  that  a government  should  only 
undertake  to  do  for  the  people  what  they  cannot  do 
for  themselves  or  what  they  cannot  do  so  well  as  a 
government  might. 

Looking  at  this  problem,  I think  we  can  proceed 
on  two  assumptions: 

1.  The  very  wealthy  certainh-  ought  to  be  able 
to  afford  then-  own  medical  expenses,  whether  it  be 
on  personal  income  or  through  individual  insurance 
programs. 

2.  The  indigent,  the  very  poor,  and  needy  we 
have  always  taken  care  of  somehow,  some  way,  in 
America,  and  we  will  continue  to  do  it,  either  through 
public  assistance  programs,  through  the  work  of 
union,  government,  philanthropic  organizations,  or 
through  the  charity  work  which  you  doctors  provide 
as  a group  or  as  individual  practitioners. 

That  leaves  us  with  the  great  middle  class  of 
Americans,  wage-earners  in  the  brackets  of  perhaps 
from  $2,500  a year  running  up  to  $20,000  or  $25,000 
a year.  In  these  categories  it  seems  axiomatic 
that  the  average  man  can  afford  the  usual  costs  of 
normal  medical  care — that  is,  the  colds  and  viruses, 
the  maternity  cases,  the  children’s  diseases,  etc., 
that  are  fairly  commonplace  and  which  occur  in 
the  average  family. 

It  is  the  cost  of  unusual  medicine,  long  debilitat- 
ing illnesses  requiring  specialists  and  expensive 
drugs  and  nursing  care;  the  cases  resulting  from 
serious  accidents  where  no  form  of  insurance  is 
available;  and  the  pathetic  toll  being  taken  by  the 
seemingly  increasing  prevalence  of  the  various 
forms  and  degrees  of  nervous  and  mental  illnesses — 
these  are  the  things  which  the  average  citizen  can- 
not afford  if  tragedy  strikes  in  his  household. 

Since  these  catastrophic  diseases  are  small  per- 
centagewise in  relation  to  our  total  population,  the 
nation  is  agreeing  that  insurance  is  the  right  solu- 
tion if  we  may  base  this  insurance  on  a suffi- 
ciently broad  actuarial  base  to  bring  the  risks 
proportionately  low  in  relation  to  the  total  popula- 
tion covered  by  insurance. 

I believe  we  are  making  great  strides  in  this 
direction  with  one  company  after  another  adopting, 
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of  their  own  volition,  their  own  programs  of  medical, 
surgical,  and  hospitalization  contracts  on  both  a 
contributory  and  noncontributory  basis.  I am 
proud  to  say  that  my  own  employers,  the  Gannett 
Company,  has  within  the  last  two  years  gone  into  a 
broad  new  health  insurance  program  including  pro- 
tection against  major  medical  risks,  and  I can 
attest  from  recent  experience  that  it  is  a good  plan. 

But  even  if  all  industry  wrere  to  adopt  voluntary 
insurance  programs  and  the  insurance  companies 
could  thus  lower  their  premiums  because  of  the 
total  contributions  in  relation  to  sums  paid  out 
for  the  occurring  casualties,  we  would  still  have 


substantial  categories  of  our  citizens  who  presumably 
might  not  be  covered.  These  categories  might  in- 
clude the  workers  hi  service  industries,  in  retail  and 
wholesale  trade  establishments,  farm  operators  and 
farm  laborers,  the  tradesmen  in  the  construction 
industry,  the  self-employed  and  the  professional 
people,  the  clergymen  and  those  in  religious, 
educational,  and  philanthropic  work,  perhaps  even 
Federal,  state,  and  local  government  employes. 
How  to  extend  a voluntary  health  insurance  pro- 
gram to  all  of  these  categories  at  reasonable  costs 
and  on  an  efficient  administrative  basis  is  a question 
to  which  T do  not  profess  to  have  the  answer. 


What  Does  “ Blue  Shield ” Mean  to  You? 


Have  j7ou  ever  wondered  why  some  37  million 
Americans  have  enrolled  in  Blue  Shield,  the  medical 
profession’s  own  approved  payment  program,  in  a 
little  more  than  ten  years’  time? 

Doubtless  one  good  reason  is  the  fact  that  it  is 
recommended  and  supported  by  the  medical  pro- 
fession, and  most  people  have  confidence  in  the 
nation’s  doctors. 

Elsewhere  in  this  issue  you  will  find  details  of  the 
improved  service  benefits  program  announced  by 
United  Medical  Service,  New  York’s  Blue  Shield. 
Service  Benefits  make  it  possible  for  Blue  Shield  to 
attract  and  hold  many  people  who  could  not  otherwise 
afford  a private  physician’ s care.  Medical  Society 
approval  of  service  benefits  is  based  on  recognition 
of  the  fact  that  the  more  attractive  Blue  Shield  is 
to  the  public,  the  fewer  the  people  with  no  protec- 
tion at  all  and  the  fewer  the  people  who  buy  inex- 
pensive and  inadequate  policies  offering  the  phy- 
sician a multiplicity  of  red  tape  and  woefully  in- 
adequate allowances. 

Blue  Cross  also  reflects  public  approval  of  its 


sponsors.  More  Americans  have  chosen  Blue  Cross 
than  any  other  hospital  insurance  program  because 
it  is  sponsored  by  the  hospitals,  and  the  public 
believes  in  the  integrity  and  efficiency  of  our  volun- 
tary hospital  system. 

Doctors  and  hospitals  have  created  for  them- 
selves an  immeasurable  storehouse  of  good  wall  in 
these  Plans.  But  the  preservation  of  this  great 
asset  depends  upon  eternal  vigilance  on  the  part  of 
physicians  and  hospitals. 

When  the  doctor  speaks  wrell  of  Blue  Shield, 
when  he  renders  the  best  service  he  is  capable  of 
rendering  to  Blue  Shield  patients,  when  he  tries  to 
conserve  the  resources  of  Blue  Shield  against  ex- 
travagance or  abuse,  when  he  conscientiously  fulfills 
his  voluntarily  accepted  obligations  as  a partici- 
pating physician,  then  he  is  helping  to  preserve  and 
increase  this  asset.  He  is  making  ever  more  effective 
the  shield  that  helps  to  protect  the  freedom  of 
medical  practice. 

— Editorial,  Westchester  Medical  Bulletin,  Septem- 
ber, 1956 
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L^ederal  health  and  medical  spending  for  all 
*-  agencies  of  government  this  fiscal  year  is  ex- 
pected to  reach  a new  high  peak.  The  total  is 
placed  at  $2,558,719,168,  an  increase  of  nearly  13 
per  cent  over  the  last  fiscal  year,  which  itself  set  a 
new  record. 

The  spending  is  spread  among  21  departments, 
agencies,  and  commissions  concerned  in  whole  or  in 
part  with  health  or  medicine  (Table  I).  They 
range  from  an  impressive  $825,024,300  for  the  Vet- 
erans Administration  to  a small  sum  of  $12,145  for 
running  the  Office  of  the  Attending  Physician  of 
Congress. 

In  between  is  a broad  range  of  health  and  medi- 
cal activities,  including  money  for  implementing  the 
many  health  programs  inaugurated  by  the  84t.h 
Congress.  The  totals  are  compiled  each  year  by  the 
American  Medical  Association’s  Washington  Office. 
The  report,  the  only  consolidated  Federal  medical 
budget  published,  is  based  on  actual  appropriations 
by  Congress  and  program  data  supplied  by  the 
Federal  agencies. 

The  medical  budget  total,  divided  into  cost  for 
each  man,  woman,  and  child  in  the  country,  amounts 
to  $15.17  a year,  while  each  family  in  the  U.S.  will 
be  paying  $54.61  for  this  spending,  based  on  Census 
Bureau  figures  for  population,  family  size,  and  em- 
ployment. 

In  comparison  with  last  year’s  spending,  the  De- 
fense Department  has  dropped  to  second  place  with 
its  spending  estimated  at  $790,105,000,  thus  giving 

Prepared  by  the  Washington  Office  of  the  American 
Medical  Association,  Washington,  D.C. 


way  to  the  VA.  The  Defense  Department  shift 
from  the  top  spending  spot,  despite  41  million  dollars 
for  the  new  dependent’s  medical  care  program,  is 
due  primarily  to  more  effective  joint  utilization  of 
facilities,  fewer  personnel  assigned  to  operation, 
and  a planned  drop  in  hospital  and  dispensary  con- 
struction. 

Department  of  Health,  Education,  and  Welfare 
spending  for  the  year  ending  next  July  1 amounts  to 
$772,661,800,  which  puts  that  agency’s  total  within 
striking  distance  of  the  two  top  spenders  in  the 
health-medical  field.  In  comparison  with  last  year’s 
$526,935,400,  HEW  spending  this  year  is  up  a re- 
sounding 46  per  cent,  owing  in  part  to  more  Hill- 
Burton  hospital  construction  money,  record  re- 
search funds,  and  permanent  and  total  disability 
payments. 

(Votes 

The  long-awaited  military  dependents’  medical 
care  program  authorized  by  the  last  Congress  went 
into  effect  December  7.  At  the  height  of  the  pro- 
gram, as  many  as  800,000  persons  not  now  getting 
care  are  expected  to  be  receiving  treatment  either  at 
military  facilities  or  through  private  physicians  and 
hospitals.  It  was  launched  following  a series  of 
negotiations  with  state  medical  societies  over  con- 
tracts covering  the  provision  of  care  outside  mili- 
tary hospitals  and  clinics. 

Dr.  Leroy  E.  Burney,  P.H.S.  surgeon  general 
since  last  August,  has  announced  a number  of  shifts 
in  major  posts  within  the  service.  They  include 
Dr.  John  Cronin,  chief  of  the  Hill-Burton  program,  to 


TABLE  I. — Spending  by  21  Agencies  This  Year  and  Last 


Agency 

Fiscal  1957 

Fiscal  1956 

Veterans  Administration 

$825,024,300 

$790,185,800 

Department  of  Defense 

790,105,000 

818,104,500 

Department  of  Health,  Education,  and  Welfare 

772,661,800 

526,935,400 

Federal  Civil  Defense  Administration 

49.810,000 

30,450,000 

Atomic  Energy  Commission 

31,525,000 

27,700,000 

International  Cooperation  Administration 

29,310,000 

25,441 ,000 

Department  of  State 

15,496,000 

13,669,790 

Federal  Employees  Health  Program 

10,000,000 

6.000,000 

National  Science  Foundation 

8,000,000 

5,000,000 

Department  of  Labor 

7,151,126 

7,336,000 

Department  of  Interior 

6,138,205 

5,770,000 

Panama  Canal  Zone 

6,055,300 

5,702,900 

Department  of  Treasury 

3,511,700 

2,990,000 

Department  of  Justice 

1,580,000 

1,470, 000 

Federal  Trade  Commission 

1,000,000 

1 ,000,000 

Department  of  Commerce 

547,914 

277 , 586 

Civil  Service  Commission 

386,000 

382,600 

National  Advisory  Committee  to  Selective  Service 

180,000 

180,000 

President’s  Commission  for  Handicapped 

134,678 

130,000 

Health  Resources  Advisory  Commission 

90,000 

101 ,000 

Office  of  Attending  Physician  of  Congress 

12,145 

Totals 

$2,558,719,168 

$2,268,826,576 
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WOMAN’S  A UXILIARY 


head  the  important  Bureau  of  Medical  Services; 
1 )r.  Jack  Masur,  from  this  bureau  to  directorship  of 
the  Clinical  Center  at  Bethesda,  Maryland;  Dr. 
G.  Halsey  Hunt,  associate  chief  of  the  bureau,  to  a 
new  Center  for  Research  on  Aging  at  National  In- 
stitutes of  Health ; Dr.  Donald  W.  Patrick,  from  the 
Clinical  Center  to  P.H.S.  hospital  at  San  Francisco; 
Dr.  Vane  M.  Hoge,  from  associate  chief  of  the  bureau 
to  Hill-Burton. 


With  the  death  of  Rep.  Percy  Priest  of  Tennessee 
and  the  election  of  a Democratic  House,  Rep.  Oren 
Harris,  Democrat,  of  Arizona,  assumes  chairman- 
ship of  the  important  House  Interstate  and  Foreign 
Commerce  Committee. 

It  handles  most  health  legislation  in  the  House. 
The  companion  Senate  Committee  on  Labor  and 
Welfare  again  will  be  headed  by  Senator  Lister  Hill 
(D.,  Ala.). 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Nurse  Recruitment 


r I ''HE  Nurse  Recruitment  Committee  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  was  formed  in  1947  to  aid  in  alle- 
viating the  nurse  shortage  by  stimulating  interest 
among  the  auxiliaries  in  sponsoring  recruitment  pro- 
grams. The  programs  were  to  include  three  phases: 
scholarships,  direct  recruitment,  and  Future  Nurse 
Clubs. 

The  program  has  been  expanded  this  year  because 
of  the  increasing  demand  for  health  services  and  the 
urgent  need  for  more  trained  workers  in  the  many 
health  fields.  This  expansion  is  including  allied 
medical  careers  such  as  medical  technology,  medical 
social  work,  physical  therapy,  and  occupational 
therapy. 

Since  1947,  29  counties  have  cooperated  in  the 
scholarship  program  and  have  awarded  over  400 
scholarships  totaling  174,109.64.  Last  year  the 
cash  awards  amounted  to  $11,431  plus  an  additional 
$1,000  in  loans.  The  scholarships  are  awarded  on 
the  basis  of  merit  and  need  and  in  most  cases  are  ap- 
plicable only  toward  the  basic  nursing  course.  In 
several  instances,  however,  they  have  been  used  for 
graduate  study. 

Direct  recruitment,  the  second  phase  of  the  pro- 
gram, was  conceived  as  a means  of  guiding  young 
people  in  becoming  deeply  interested  in  the  prospects 
for  service  in  the  profession  which  they  were  choos- 
ing as  a career.  The  recruitment  is  carried  out  in 
many  counties  by  sponsoring  a “Nurse  Recruitment 
Day”  in  cooperation  with  the  local  schools.  Speak- 
ers from  various  health  fields  and  their  training 
schools  are  invited  to  participate  in  the  program 


which  is  held  in  the  high  school  auditorium.  In- 
formation and  literature  is  made  available  to  stu- 
dents and  parents  attending  the  session.  In  coun- 
ties where  a program  of  this  type  is  not  feasible 
auxiliaries  provide  movies  on  nursing  and  health  ca- 
reers for  high  school  assemblies.  During  National 
Nurse  Week  radio  announcements,  newspaper  arti- 
cles, and  window  displays  are  used  to  educate  the 
public  about  the  nursing  profession. 

The  third  phase  is  the  establishment  of  Future 
Nurse  Clubs.  The  first  auxiliary-sponsored  club  in 
New  York  State  was  formed  in  1953.  Since  that 
time,  66  additional  clubs  have  been  organized  by 
the  auxiliaries  with  a total  membership  of  1,599  high 
school  students.  These  clubs  are  all  part  of  the 
regular  extracurricular  activity  program  of  the  high 
schools,  and  part  of  each  meeting  is  devoted  to  talks 
on  nursing,  x-ray  technology,  physical  therapy,  lab- 
oratory work,  dental  hygiene,  public  health  nursing, 
Red  Cross  work,  preventive  medicine,  etc.  Club 
members  in  some  of  the  counties  act  as  nurses  aids 
doing  nonpersonnel  duties  in  local  hospitals.  The 
girls  wear  special  uniforms  provided  by  the  auxilia- 
ries and  are  awarded  service  pins  and  stripes  by  the 
hospitals. 

Health  authorities  have  estimated  that  by  1960  the 
demand  for  nurses  will  double.  These  statistics 
make  the  Auxiliary  members  realize  that  their  ef- 
forts to  recruit  nurses  must  never  be  relaxed. 

Mrs.  R.  T.  Corey,  Chairman 
Nurse  Recruitment  Committee 

87  Tompkins  Street 
Cortland,  New  York 
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FEBRUARY  18  to  21 


MARK  THE  DATES! 


This  is  when  the  Sesquicentennial 
Convention  of  the  Medical  Society 
of  the  State  of  New  York  will  be 
held  at  the  Hotel  Statler  in  New 
York  City. 

The  Banquet  will  be  held  in  the 
Grand  Ballroom  of  the  Waldorf- 
Astoria,  Tuesday,  February  19. 

Your  Society  has  planned  some 
very  special  events  to  celebrate  this 
anniversary.  You  will  not  ivant  to 
miss  any  of  it! 


BE  SURE  TO  COME! 
FEBRUARY  18  to  21 
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NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Schering  Award — Nathanile  Silon  was  one  of  the 
1956  Schering  Award  winners.  Mr.  Silon  wrote  a 
paper  on  “New  Applications  of  Antihistamines  in 
Medicine  and  Surgery.” 

Elected — Dr.  Maurice  L.  Tainter,  director, 
Sterling- Winthrop  Research  Institute,  Rensselaer, 
as  a trustee  of  the  College  recently,  for  an  indefinite 
term. 

Dr.  William  T.  Shields,  Jr.,  of  Troy,  for  a three- 
year  period,  succeeding  Dr.  Daniel  S.  Cunning, 
New  York  City,  whose  term  expired. 

Surgical  Postgraduate  Course — The  first  program 
of  a three-day  postgraduate  course  in  recent  surgical 
advances  was  held  on  November  15,  16,  and  17. 
Dr.  J.  Lewi  Donhauser,  professor  of  surgery, 
moderated  the  first  day’s  program.  Dr.  William  B. 
Garlick,  assistant  clinical  professor  of  urology,  led 
the  S3rmposium  on  November  16,  and  Dr.  John  E. 
Glen,  instructor  in  urology,  led  the  surgical  con- 
ference in  the  morning.  Dr.  Robert  D.  Whitfield, 
associate  professor  of  surgery,  and  Dr.  Henry  M. 


Dratz,  instructor  in  neurosurgery,  conducted  the 
afternoon  symposium.  The  symposium  on  the 
17th  was  presented  by  Dr.  Allen  Stranahan,  asso- 
ciate professor  of  thoracic  surgery  and  head,  Sub- 
department of  Thoracic  Surgery,  Dr.  Ralph  D. 
Alley,  assistant  professor  of  thoracic  surgery,  and 
Dr.  Harvey  Kausel,  instructor  in  surgery.  This 
postgraduate  study  was  approved  for  credit  by  the 
American  Academy  of  General  Practice. 

Clinical  Day — A clinical  day  sponsored  by  the 
alumni  association  was  held  on  November  29. 
Papers  were  presented  by  Dr.  Harry  J.  Mellon,  in- 
structor in  gynecology  and  obstetrics;  Dr.  David  J. 
Locke,  assistant  professor  of  surgery;  Dr.  John  J.  A. 
Lyons,  associate  professor  of  medicine  and  assistant 
professor  of  microbiology,  and  Dr.  John  C.  Me- 
Clintock,  associate  professor  of  surgery.  Dr. 
Walter  S.  Bennett,  alumni  association  president  and 
a member  of  the  class  of  1915,  presided  over  a 
luncheon  which  was  held  in  the  doctors’  dining  room 
of  the  Albany  Hospital. 


State  University  of  Nerv  York  Downstate  Medical  Center 


Conference  on  Preprofessional  Education  for 
Medicine — Over  200  guidance  counselors  and  pre- 
medical students  from  liberal  arts  colleges  in  New 
York,  New  Jersey,  Massachusetts,  Connecticut,  and 
Pennsylvania  were  present  at  a two-day  conference 
on  preparation  for  medical  education  at  the  State 
University’s  Downstate  Medical  Center  in  Brooklyn, 
October  18  and  19.  The  sessions  were  held  in  the 
Medical  Center’s  new  Basic  Sciences  Building  at 
450  Clarkson  Avenue. 

Topics  discussed  covered  a wide  area  and  included 
the  fields  of  behavioral  medicine,  aviation  physi- 
ology, and  radiation  biology.  The  conference  ended 
with  a panel  on  application  procedures  and  evalu- 
ation of  qualifications  for  admission  by  members  of 
the  admissions  committee  of  the  Downstate  Medi- 
cal Center’s  College  of  Medicine. 

Ph.D.  Program  in  Sciences  Basic  to  Medicine 
Launched — Exercises  inaugurating  a graduate  educa- 
tional program  leading  to  the  Ph.D.  degree  in  the 
biologic  sciences  basic  to  medicine  took  place  on 
October  26. 

The  new  program,  which  this  year  admitted 


candidates  to  the  study  of  anatomy,  pharmacology, 
and  physiology,  complements  the  Medical  Center’s 
four-year  program  leading  to  the  M.D.  degree. 

Dr.  Carlyle  Jacobsen,  executive  dean  for  medical 
education,  presided  at  the  inaugural  exercises.  Dr. 
Chandler  McC.  Brooks,  chairman  of  the  executive 
committee  of  the  new  graduate  faculty,  as  well  as 
professor  of  physiology  on  the  faculty  of  the  College 
of  Medicine,  announced  the  graduate  program’s  chief 
purpose  was  to  prepare  men  to  assume  leadership 
in  teaching  and  research.  “There  is,”  he  said  “just 
as  great  and  even  a greater  impending  shortage  of 
men  capable  of  carrying  out  academic  medical  enter- 
prise as  there  is  of  practicing  physicians.” 

Courses  under  the  graduate  educational  program 
are  being  taught  by  faculty  members  of  the  College 
who  are  specialists  in  the  basic  science  fields  covered. 
Although  the  graduate  and  medical  educational  pro- 
grams have  much  in  common,  students  cannot  be 
enrolled  in  both  programs  at  the  same  time. 

Symposium  on  “The  Historical  Development  of 
Physiological  Thought” — The  first  in  a series  of  three 
symposia  on  “The  Historical  Development  of  Physio- 


January  1,  1957 


139 


NEWS  FROM  THE  MEDICAL  SCHOOLS 


logical  Thought  in  Medical  Science”  was  held  on 
November  13,  14,  and  15. 

The  topics  of  this  first  symposium  on  ‘‘The 
Origins  of  Physiological  Thought  in  Medical  Science” 
dealt  with  medicine  and  basic  scientific  thought, 
the  recurrent  problem  of  vitalism,  anatomic  reason- 
ing in  physiology  the  brain  and  the  mind,  and  the 
development  of  our  knowledge  of  the  cardiovascular 
system.  These  sessions  were  sponsored  by  the 
faculty  of  the  College  of  Medicine. 

The  second  in  this  series  of  symposia  will  be  held 
on  January  8 to  10,  1957,  and  will  deal  with  “De- 
velopment of  Specific  Concepts  of  Functional 
Processes.”  The  third  and  last  symposium  on 
"The  Broad  Application  of  Basic  Concepts  and  the 
Unity  of  the  Medical  Sciences”  will  be  held  April  9 
to  11,  1957. 

Clinical  Professors  Emeritus — Drs.  Thurman  B. 
Givan  and  Benjamin  Kramer  have  been  designated 
Clinical  Professors  Emeritus  in  recognition  of  their 
many  years  of  devoted  service  to  the  cause  of 
medical  education.  Both  Dr.  Givan  and  Dr. 
Kramer  were  in  the  Pediatrics  Department  of  the 
College  of  Medicine. 


Dr.  Givan  had  been  a member  of  the  faculty  of  the 
College  and  its  predecessor,  the  Long  Island  College 
of  Medicine,  since  1919.  He  also  served  as  president 
of  the  Kings  County  Medical  Society  in  1946,  was 
New7  York  State  chairman  of  the  American  Academy 
of  Pediatrics,  and  was  president  of  the  Brooklyn 
Academy  of  Pediatrics  on  the  Brooklyn  Pediatric 
Society. 

Dr.  Kramer  joined  the  College  of  Medicine,  when 
it  was  the  Long  Island  College  of  Medicine,  in  1926. 
He  was  associate  attending  pediatrician  at  Johns 
Hopkins  University  and  Pediatrician-in-Chief  at 
Brooklyn  Jew7ish  Hospital  before  assuming  his  post 
at  the  College.  Dr.  Kramer,  a member  of  the  Amer- 
ican Pediatric  Society,  is  president  of  the  pediatric 
section  of  the  New  York  Academy  of  Medicine.  He 
has  made  outstanding  contributions  to  pediatrics  in 
the  field  of  calcium  metabolism. 


Alumni  Association — Dr.  Philip  Lear  has  been 
reappointed  editor  of  the  Alumni  Bulletin.  Dr. 
Lear  is  a graduate  of  the  Class  of  1934  and  is  clinical 
professor  of  surgery  on  the  College  faculty. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Postgraduate  Course — Eighty  upstate  doctors 
have  enrolled  in  the  seven-weeks  postgraduate 
courses  at  the  University.  The  courses  being 
presented  are  “Circulation”  and  “Basic  Principles 
of  Electrocardiography.” 

Meetings — Dr.  W.  W.  Westerfeld,  acting  dean, 
Dr.  Davis  G.  Johnson,  assistant  dean  of  student 
personnel  administration,  Mr.  A.  J.  Carrol,  business 
manager,  and  Mr.  A1  Boeck,  public  relations  director, 
represented  the  University  at  the  annual  meeting  of 
of  the  American  Association  of  Medical  Colleges 
which  v7as  held  at  Colorado  Springs  in  November. 
Dr.  Johnson  was  a chairman  of  a discussion  group 
at  the  meeting. 

Present  at  the  fall  meetings  of  the  Society  for 
Pharmacology  and  Experimental  Therapeutics 
which  were  held  at  French  Lick,  Indiana,  were:  Drs. 
Alfred  Farah,  Harold  Diermeier,  Peter  Witt,  of  the 
Department  of  Pharmacology;  Barabara  Rennick, 
Department  of  Physiology,  and  Mr.  Richard  Tuttle, 
a postgraduate  student  studying  for  his  Ph.D.  in 
pharmacology. 

Participating  at  the  meetings  of  the  American 


Trudeau  Society,  Eastern  Section,  in  November, 
were  Drs.  Robert  Eich,  J.  Howland  Auchincloss,  Jr., 
Robert  Gilbert,  Ellen  T.  Cook,  and  Attilio  Renzetti, 
Jr.,  from  the  Department  of  Medicine.  Drs.  Eich, 
Gilbert,  and  Auchincloss  presented  a paper  on 
“Effects  of  Smoking  on  Airw7ay  Resistance,”  and 
Dr.  Renzetti  a paper  on  “Histiocytosis.” 

Dr.  Harry  A.  Feldman,  professor  of  preventive 
medicine,  presented  a report  on  “Methods  for 
Control  of  Civilian  Streptococcal  Outbreaks”  at  the 
American  Public  Health  Association  meeting  held 
in  Atlantic  City,  November  12  to  16. 

General  News— Dr.  Kenneth  Sterling,  assistant 
professor  of  medicine,  spent  three  days  as  a con- 
sultant to  the  Walter  Reed  Army  Institute  of 
Research,  Washington,  D.C. 

Appointed — Dr.  Harold  Basowitz,  former  research 
clinical  psychologist,  Michael  Reese  Hospital, 
Chicago,  and  lecturer  in  psychology,  Northwestern, 
and  Dr.  Ivan  Boszormenyi-Nagy,  former  research 
associate,  Department  of  Psychiatry,  University  of 
Illinois,  have  been  appointed  to  the  Department  of 
Psychiatry. 
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Edgar  S.  Apolant,  M.D.,  of  Port  Washington,  died 
on  November  18,1956,  at  the  age  of  sixty-two.  Dr. 
Apolant  received  his  medical  degree  in  1924  from  the 
University  of  Wurzburg.  Dr.  Apolant  was  a mem- 
ber of  the  American  Academy  of  General  Practice, 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

H.  Binga  Dismond,  M.D.,  of  Sag  Harbor,  died  on 
November  21,  1956,  at  the  age  of  sixty-four.  Dr. 
Dismond  graduated  from  Rush  Medical  College  in 
1921.  He  was  a member  of  the  New  York  Society 
of  Physical  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Ginsburg,  M.D.,  of  New  York  City, 
died  on  August  23,  1956,  at  the  age  of  sixty-eight. 
Dr.  Ginsburg  graduated  from  Long  Island  College 
Hospital  Medical  School  in  1910  and  interned  at 
Montefiore  Hospital.  Dr  Ginsburg  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

S.  Philip  Goodhart,  M.D.,  of  New  York  City,  died 
on  December  6,  1956,  at  the  age  of  eighty-four.  Dr. 
Goodhart  graduated  from  Yale  University  School  of 
Medicine  in  1894.  He  was  formerly  chief  neuro- 
psychiatrist at  Montefiore  Hospital  and  had  served 
as  professor  of  neuropsychiatry  at  New  York  Poly- 
clinic Medical  School  and  Hospital,  professor  of 
clinical  neurology  at  Columbia  University  College  of 
Physicians  and  Surgeons,  and  as  a former  con- 
sultant in  neurology  at  Manhattan  State,  Morrisania, 
Polyclinic,  Montefiore,  and  Bronx  Hospitals.  Dr. 
Goodhart  received  the  Campbell  Gold  Medal  for  high 
standing  in  his  courses  upon  graduation  from  Yale. 
He  made  and  displayed  in  this  country  and  abroad 
motion  pictures  about  diseases,  was  the  author  of 
numerous  medical  articles  and  coauthor  of  the  book 
“Multiple  Personality,”  had  served  as  an  honorary 
police  surgeon  of  New  York  City,  was  frequently 
called  upon  to  examine  prisoners  accused  of  major 
crimes  and  to  give  expert  medical  testimony  on  their 
mental  status,  and  was  an  impartial  examiner  of  the 
New  York  State  Workmen’s  Compensation  Board. 
Dr.  Goodhart  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  a Fellow  of  the 
American  Psychiatric  Association,  and  a member  of 
the  American  Neurological  Association,  the  Associa- 
tion for  Research  in  Nervous  and  Mental  Diseases, 
the  New  York  Neurological  Society,  the  New  York 


Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Thomas  Henry  Halsted,  M.D.,  of  Skaneateles, 
died  on  November  1,  1956,  at  the  age  of  ninety-one. 
Dr.  Halsted  graduated  in  1887  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  the  oldest 
professor  emeritus  at  the  State  University  College 
of  Medicine  at  Syracuse,  former  president  of  the 
Medical  Society  of  the  State  of  New  York  and  of 
the  American  Laryngological  Assoi  iation,  and  an 
original  member  of  the  American  Board  of  Otolaryn- 
gology. Dr.  Halsted,  who  retired  from  practice  in 
1937,  was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Laryngo- 
logical, Rhinological  and  Otological  Society,  the 
American  Laryngological  Association,  the  American 
Otological  Society,  Inc.,  the  American  Broncho- 
Esophagological  Association,  the  Syracuse  Academy 
of  Medicine,  the  Onondaga  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Abraham  H.  Hyman,  M.D.,  of  Faust,  died  on 
July  30,  1956,  at  the  age  of  seventy-two.  Dr. 
Hyman  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1910. 

Samuel  Archer  Munford,  M.D.,  of  Clifton  Springs, 
died  on  October  29, 1956,  at  the  age  of  seventy-nine. 
Dr.  Munford  graduated  in  1905  from  Jefferson 
Medical  College.  He  was  the  retired  dean  of 
the  medical  staff  and  former  superintendent  of 
Clifton  Springs  Sanitarium  and  Clinic,  in  which 
capacity  he  had  served  since  1948,  and  an  attending 
physician.  He  was  a past  president  of  the  Seventh 
District  Branch.  In  May,  1955,  he  was  the  only 
Ontario  County  doctor  honored  for  fifty  years 
service.  Dr.  Munford  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  Ontario 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Stephen  Charles  Szalay,  M.D.,  of  Brooklyn,  died 
on  November  19,  1956,  at  the  age  of  sixty-eight.  Dr. 
Szalay  received  his  medical  degree  from  the  Univer- 
sity of  Budapest  in  1913.  He  had  practiced  medi- 
cine in  Brooklyn  for  thirty-two  years  and  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Lectures  to  the  Laity — The  second  lecture  in  the 
“Lectures  to  the  Laity”  series  was  delivered  at  the 
New  York  Academy  of  Medicine  on  November  28. 
Dr.  Leonard  A.  Scheele,  formerly  surgeon-general  of 
the  United  States  Public  Health  Service  and  now 
president  of  Warner-Chilcott  Laboratories,  spoke  on 
“The  State  of  the  Nation’s  Health — Problems  and 
their  Solution.” 


Nassau  Pediatric  Society  -A  scientific  session  of 
the  Nassau  Pediatric  Society  was  held  on  December 
10  at  the  Felice  Restaurant,  Westbury.  Dr.  Bern- 
hard  Spitz,  New  York  University-Bellevue  Medical 
Center,  spoke  on  “Pediatric  Ophthalmology.” 


New  Hospital  Service — An  outpatient  department 
has  been  added  to  the  New  York  Hospital- West- 
chester Division  for  the  treatment  of  mental  illness. 
The  dedication  ceremony  was  held  on  December  8, 
and  the  new  department  will  open  after  the  first  of 
the  year.  Only  residents  of  Westchester  County 
will  be  accepted  as  patients.  Dr.  William  K.  Mc- 
Knight,  senior  assistant  psychiatrist,  will  direct 
the  outpatient  department  which  will  function  as  a 
constituent  part  of  the  Westchester  Division. 


Regents  Scholarships  for  Medicine  and  Den- 
tistry— Each  year  the  State  of  New  York  awards  100 
scholarships  to  preprofessional  students  for  pro- 
fessional study  in  medicine  and  dentistry.  The 
examination  for  the  next  series  of  awards  in  this 
program  will  be  held  in  June,  1957.  The  100  scholar- 
ships are  distributed  on  the  basis  of  36  medical  and 
14  dental  scholarships  to  candidates  residing  in  the 
counties  of  New  York  City,  and  an  equal  number  to 
candidates  residing  in  the  other  counties  of  the 
State.  Each  scholarship  carries  a stipend  of  $750  a 
year  for  four  years  while  the  holder  is  attending  an 


approved  medical  or  dental  school  in  New  York 
State. 

Application  blanks  and  complete  information  con- 
cerning this  scholarship  program  may  be  obtained 
from  any  of  the  preprofessional  colleges  or  by  writing 
directly  to  the  Bureau  of  Examinations  and  Testing, 
State  Education  Department,  Albany,  New  York. 

I.  C.  Rubin  Lecture — The  board  of  trustees  and  the 
gynecologic  staff  of  the  Mount  Sinai  Hospital,  New 
York  City,  presented  the  Dr.  I.  C.  Rubin  Lecture  in 
the  Blumenthal  Auditorium  of  the  hospital  on 
December  19.  Professor  Pasteur  Vallery-Radot, 
professor  of  medicine  at  the  University  of  Paris, 
France,  spoke  on  “Allergic  Manifestations  of  Interest 
to  the  Gynecologist.” 

Public  Health  Scholarships  -Harvard  University 
School  of  Public  Health  will  award  public  health 
scholarships  for  the  academic  year  1957-1958  to 
individuals  of  high  professional  promise  in  awards 
ranging  from  part  tuition  to  tuition  plus  a stipend, 
according  to  the  qualifications  and  financial  needs 
of  the  applicants.  The  scholarship  funds  are  limited 
and  are  primarily  intended  for  citizens  of  the 
United  States.  In  general,  preference  will  be  given 
to  applicants  under  thirty-five  years  of  age. 

A catalog  of  the  school,  admission  and  scholarship 
applications,  and  further  information  may  be  ob- 
tained by  writing  the  Secretary  of  Admissions  and 
Scholarships,  Harvard  School  of  Public  Health,  55 
Shattuck  Street,  Boston  15,  Massachusetts. 

Association  for  the  Advancement  of  Psycho- 
therapy— The  145th  scientific  meeting  of  the  Associa- 
tion for  the  Advancement  of  Psychotherapy  was 
held  at  the  New  York  Academy  of  Medicine  Build- 
ing, New  York  City,  on  December  14.  Dr.  Emil 
Froesehels,  New  York  City,  spoke  on  “Psychologic 
Treatment  of  Speech  and  Voice  Disorders.” 


Personalities 


Appointed 

Dr.  Joshua  H.  Carey,  Buffalo,  as  pediatric  neurol- 
ogist for  Children’s  Hospital  in  Buffalo  and  as 
assistant  professor  of  pediatrics  in  the  University  of 
Buffalo  Medical  School.  . Dr.  Raymond  P.  Sullivan, 
senior  surgical  consultant  at  St.  Vincent’s  Hospital, 
New  York  City,  as  a trustee  of  Manhattan  College. 

Honored 

Dr.  Eleanor  A.  Campbell,  founder  and  president 
of  the  Judson  Health  Center  in  New  York  City,  on 


her  35th  anniversary  as  head  of  the  center  on 
December  13 . . . Dr.  Howard  A.  Rusk,  director  of  the 
Institute  of  Physical  Medicine  and  Rehabilitation, 
New  York  University-Bellevue  Medical  Center,  with 
an  honorary  doctorate  degree  from  Chungang  Univer- 
sity in  Seoul,  Korea...  Dr.  J.  Richard  Taylor,  a 
direct  descendant  of  President  Zachary  Taylor,  with 
a party  in  honor  of  his  100th  birthday,  given  by 
the  Buckmininster  Nursing  Home  in  Brooklyn. 

[Continued  on  page  144] 
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(Continued  from  page  142  J 

Speakers 

Dr.  A.  Allen  Goldbloom,  New  York  City,  before 
the  ninth  annual  meeting  of  the  Gerontological 
Society  in  Chicago,  Illinois,  on  November  10,  on 
“Newer  Clinical  and  Laboratory  Studies  in  the 
Aged”  . . . Dr.  Raymond  Gramiak,  Rochester,  be- 
fore the  Ontario  County  Medical  Society  on  Decem- 
ber 1 1 at  the  Clifton  Springs  Sanitarium  and  Clinic, 
Clifton  Springs,  on  “Aspects  of  Cineradiography” 
. . . Dr.  Donald  McKay,  associate  clinical  professor 
of  medicine  at  University  of  Buffalo  School  of  Medi- 
cine, before  the  Cattaraugus  County  Medical  Society 
at  the  Castle  Restaurant  in  Olean  on  January  10, 
on  “Modern  Concepts  and  Trends  in  Diagnosis  and 
Therapy  of  Chest  Diseases”  . . . Dr.  Sol  Nichtern, 
psychiatrist  in  charge  of  the  children’s  ward  at 
Bellevue  Hospital  in  New  York  City,  before  a meet- 
ing of  Parents  With  A Purpose,  on  November  29 
at  the  Adams  Hotel  in  New  York  City,  on  “Problems 


of  Families  With  a Deviant  Child”  . . . Dr.  Paul 
Dudley  White,  emeritus  professor  of  medicine, 
Harvard  Medical  School,  Boston,  Massachusetts, 
before  the  Committee  on  Public  Health  of  the  New 
York  Academy  of  Medicine  on  February  7 at  8:30 
p.m.  in  the  Academy  building,  2 East  103rd  Street, 
New  York  City,  presenting  the  32nd  Hermann  M. 
Biggs  Memorial  Lecture  on  “The  Relation  of  Ways  of 
Life  to  Heart  Disease.” 

A etc  Offices 

Dr.  Lucille  Lewandowski  of  Buffalo,  general  prac- 
tice in  Arcade  . . . Dr.  Robert  Rakov,  Maybrook, 
practice  of  surgery  in  Goshen  next  fall . . . Dr.  James 
A.  Scarpino,  Jamestown,  practice  of  general  and 
traumatic  surgery  in  that  city. 

Resigns 

Dr.  Basil  C.  MacLean,  hospital  commissioner  of 
New  York  City,  to  become  president  of  the  national 
Blue  Cross. 


— Department  of 

WORKMEN’S  COMPENSATION 

david  j.  kaliski,  m.d.,  Director,  Workmen’s  Compensation  Bureau 
Gerald  d.  dorman,  m.d.,  Chairman,  Council  Committee  on  Workmen’ s Compensation 
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II)  ecently  a consultant  in  a compensation  case  in- 
quired  whether  under  the  Workmen’s  Compen- 
sation Law,  as  amended  in  1956,  he  was  required  at 
the  request  of  a patient’s  attorney  to  write  a full 
and  detailed  resum6  of  the  case  to  the  attorney  if 
authorized  to  do  so  by  the  patient  he  saw  in  consul- 
tation. The  amended  law  reads  as  follows: 

Chapter  361,  Laws  of  1956 
Effective  July  1,  1956 

AN  ACT  to  amend  the  workmen’s  compensation  law, 
in  relation  to  reports  of  physicians. 

Section  thirteen  of  the  workmen’s  compensation 
law  is  hereby  amended  by  adding  thereto  a new  sub- 
division, to  be  subdivision  (e),  to  read  as  follows: 
“Copies  of  medical  reports  of  claimant’s  attending 
physician  or  medical  consultant,  made  pursuant  to 
this  chapter,  shall  be  transmitted  by  the  physician  or 
consultant  to  the  claimant’s  licensed  representative 
or  attorney  representing  the  claimant  before  the 
board  upon  his  written  request  therefore  accompanied 


by  a notice  of  his  retainer  and  consent  to  such  trans- 
mittal signed  by  the  claimant.” 

It  is  our  opinion  that  a consultant,  having  seen  a 
patient  in  consultation,  fulfills  his  obligations  under 
the  law  by  sending  to  the  attorney  copies  of  such  re- 
ports as  he  had  submitted  after  the  consultation  to 
the  Workmen’s  Compensation  Board,  the  em- 
ployer or  insurance  carrier,  and  to  the  referring 
physician. 

Attending  physicians  are  now  required  to  send  to 
the  claimant’s  licensed  representative  or  attorney,  at 
his  written  request,  such  reports  as  the  physician  had 
filed  with  the  Workmen’s  Compensation  Board. 
Such  request  must  be  accompanied  by  proof  that  the 
representative  or  attorney  had  been  retained  by  the 
claimant  together  with  the  written  consent  to  such 
transmittal  signed  by  the  patient  (claimant). 

It  is  not  necessary  to  do  more  than  send  copies  of 
already  submitted  reports  or  opinions  contained 
within  such  reports  to  comply  freely  with  the  law. 
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DIAGNOSIS  ★ THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  * PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

'Silbert,  N.  E..  Ciba  Clinieal  Symposia;  6:  86:  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  ]_2:  164;  Mareh  1954 
Rosen.  F.  L..  L Med.  Soc.  N.  J.;  51:  110;  Mareh  1954 
Mueller.  H.  L..  & Hill.  L.  W.r  N.  E.  J.  of  Med;  249:  726.  1953 
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MEDICAL  MEETINGS 


Endocrine  Disease  Course 

The  University  of  Buffalo  School  of  Medicine 
will  offer  a postgraduate  course  in  endocrine  disease 
for  internists  and  general  physicians  on  January 
16  and  17.  Information  may  be  obtained  from  the 
school  at  3435  Main  Street,  Buffalo  14,  New  York. 

Association  for  Advancement  of  Psychoanalysis 

The  regular  meeting  of  the  Association  for  the 
Advancement  of  Psychoanalysis  will  be  held  on 
January  23  at  the  New  York  Academy  of  Medicine, 
2 East  103rd  Street,  New  York  City.  Dr.  Harold 
Ivelman,  New  York  City,  will  speak  on  “A  Unitary 
Theory  of  Anxiety.” 

Diabetes  and  Basic  Metabolic  Course 

The  American  Diabetes  Association  will  hold  its 
fffth  postgraduate  course  in  diabetes  and  basic 
metabolic  problems  at  the  Ohio  State  University 
Health  Center,  Columbus,  Ohio,  January  30,  31, 
and  February  1.  For  information  and  registration 
forms,  write  to  the  American  Diabetes  Association,  1 
East  45th  Street,  New  York  17,  New  York. 

Sigmund  Pollitser  Lecture 

The  seventh  annual  Sigmund  Pollitzer  lecture 
will  be  delivered  February  18  by  Dr.  Annan  L. 
Lorincz,  assistant  professor  of  dermatology  at  the 
University  of  Chicago,  in  the  Amphitheatre  of 
Bellevue  Hospital  in  New  York  City.  Dr.  Lorincz 
will  speak  on  “A  Dermatologist’s  Remarks  on  Recent 
Developments  in  the  Problems  of  Tissue  Transplan- 
tation.” 

Medical  Uses  of  Radioactive  Isotopes 

A four  months  course  in  the  medical  uses  of  radio- 
active isotopes  will  be  given  at  the  Queens  General 
Hospital,  82-68  164th  Street,  Jamaica  32,  New 
York,  beginning  Tuesday,  February  19.  Informa- 
tion and  application  forms  may  be  obtained  from 


Dr.  L.  B.  Goldman,  director,  Radiation  Therapy 
Department,  at  the  above  address. 

American  College  of  Chest  Physicians 

The  New  York  State  Chapter  of  the  American 
College  of  Chest  Physicians  will  hold  its  seventeenth 
annual  clinical  meeting  at  the  Hotel  Park  Sheraton, 
New  York  City,  on  February  22  and  23. 

Association  of  Ophthalmology 

The  Pan  American  Association  of  Ophthalmology 
and  the  National  Society  for  the  Prevention  of 
Blindness  will  meet  jointly  at  the  Hotel  Statler  in 
New  York  City  April  7 through  10.  Speakers  will 
include  Dr.  Brittain  F.  Payne,  New  York  City, 
president  of  the  Pan  American  Association  of  Oph- 
thalmology. 

American  College  of  Surgeons 

An  intensive  course  on  fractures  and  other 
trauma  will  be  offered  to  the  medical  profession  by 
the  Chicago  Regional  Committee  on  Trauma  of  the 
American  College  of  Surgeons.  The  course  will  be 
held  from  April  10  to  13  at  the  John  B.  Murphy 
Auditorium,  50  East  Erie  Street,  Chicago,  Illinois. 

Subjects  to  be  covered  include  bony  trauma, 
soft  tissue  trauma,  vascular  injuries,  bone  grafting, 
traction  technic,  industrial  casualties,  amputation, 
head  injuries,  and  others. 

International  Congress  on  Circulation 

In  commemoration  of  the  tercentenary  of  the 
death  of  William  Harvey,  discoverer  of  circulation 
of  the  blood,  an  International  Congress  on  the  Circu- 
lation will  be  held  in  the  Royal  College  of  Surgeons, 
London,  England,  from  June  3 to  7,  1957.  A com- 
plete program,  giving  details  of  both  the  scientific 
and  social  activities,  will  soon  be  available  from  the 
secretariat  of  the  College,  11  Chandos  Street, 
Cavendish  Square,  London,  W.  1,  England. 


Seplal  Spur  Cephalalgia 


Over  a four-year  period  21  patients  suffering 
from  cephalalgia  underwent  surgical  removal  of  a 
spur  or  ridge  of  the  nasal  septum  which  impinged 
on  the  opposite  lateral  nasal  wall  or  structures  in- 
nervated by  sensory  peripheral  branches  of  the  fifth 


cranial  nerve  and  autonomic  system.  A follow-up 
of  postoperative  results  revealed  that  all  had  im- 
proved and  15  (71.4  per  cent)  were  entirely  free  of 
symptoms.— Harry  L.  Cunin,  M.D.,  Pennsylvania 
Medical  Journal,  April,  1956 
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Flexible  Arthritis  Therapy 
with  BUFFERIN® 


Exploit  fully  the  use  of  salicylates  in  arthri- 
tis-give steroids  in  minimal  doses— combine 
salicylates  with  corticosteroids  for  additive 
antiarthritic  effect  — this  is  the  program 
Spies1  advocates  in  a recent  article  in  the 
Journal  of  the  American  Medical  Associa- 
tion. 

Treatment  of  rheumatoid  arthritis  de- 
mands a “highly  individualized  program,” 

Spies1  writes.  The  additive  action  of  salicy- 
lates permits  use  of  smaller  amounts  of  hor- 
mones, thus  lessening  or  eliminating  their 
well-known  side  effects.  “A  proper  mixture 
of  salicylates  and  corticosteroids  produces  an 
effective  an  tirheumatic  agent  in  many  cases. 

Suit  your  treatment  to  your  individual 

BRISTOL-MYERS  CO.,  19  West  50  Street,  New  York  20,  N.  Y. 


arthritic  patient.  Use  the  hormone  you  pre- 
fer, in  the  dosage  you  think  best,  but  for 
better  results  combine  it  with  Bufferin,  the 
salicylate  proved  to  be  better  tolerated  by 
arthritics.2 

BUFFERIN  contains  no  sodium,  a marked 
advantage  when  cardiorenal  complications 
make  a salt-restricted  diet  necessary. 

Each  Bufferin  tablet  contains  5 grains 
of  acetylsalicylic  acid 
and  the  antacids  mag- 
nesium carbonate  and 
aluminum  glycinate. 

REFERENCES: 

1.  J A M. A.  159:645  (Oct.  15)  1955. 

2.  J.A.M.A.  158:386  (June  4)  1955. 
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Indigency  Among  Doctors 


To  the  Editor: 

L-wonder  how  many  physicians  have  read  Dr. 
Beverly  C.  Smith’s  heartrending  article  “Indigency 
Among  Doctors,”  in  the  October  1 issue  of  the 
Journal.  Factual  and  objective,  the  article  drove 
home  that  “indigency  among  doctors,  their  wives 
and  widows  exists  in  probably  greater  degree  than 
either  doctors  or  the  public  realize. . .” 

Under  date  of  June  26,  1936,  I wrote  in  the  New 
York  Medical  Week: 

He  died  at  3 : 40  this  afternoon  . . . Two  nights  ago  a 
frantic  young  lady  insisted  that  I come  right  down  to 
see  him  . . . “Dr.  X.,  M.D.”  read  the  sign  in  his  dusty 
window  . . . The  narrow  black  hole  that  served  as  his 
office  sickened  me  with  its  dreadful  hopelessness  and 
poverty  . . . The  cheap  little  desk,  two  broken  chairs, 
an  ancient  examining  table,  books,  books,  books 
everywhere,  pitiable  cheap  “rugs”  covering  a dirty 
floor  . . . 

In  a mid-room,  a junky  brass  bed  ...  a colorless, 
raggy  coverlet  covering  a giant  of  a man,  drooling, 
whispering  a “Hello.”  . . . eighty  years  old,  fifty-one 
years  a physician  . . . formerly  editor  of  this  and 
that  . . . reads  and  speaks  fluently  six  languages  . . . 
until  ten  years  ago  a successful  practitioner  . . . “If  I 
could  collect  half  of  what  folks  owe  me,  I’d  be  a rich 
man”  . . . the  beginning  of  the  long  and  yet  short  road 
to  failure,  poverty.  Frantic  but  futile  efforts  to 


To  the  Editor: 

The  special  article  “Indigency  Among  Doctors” 
by  Beverly  C.  Smith  deeply  impressed  me  and 
probably  hundreds  of  other  doctors  who  happened 
to  read  it.  From  these  experiences  we  become 
aware  of  the  uncertainty  of  the  fate  of  even  the 
busiest  and  most  successful  ones  among  us.  In 
reading  the  pathetic  letters  of  thanks  from  our  older 
or  disabled  colleagues  to  the  Physicians’  Home  for 
rather  small  monthly  allowances,  it  occurred  to  me 
that  this  article  unwittingly  presents  a most  power- 
ful argument  in  favor  of  compulsory  social  security 
for  physicians. 

While  I was  dubious  about  the  likelihood  of  any 
blessings  physicians  may  expect  from  it  before  seeing 
Dr.  Smith’s  article,  the  latter  convinced  me  that 
each  of  our  confreres  who  slipped  into  financial  dis- 


regain a foothold  ...  A short  trip  to  Midwest,  back  to 
Brooklyn,  Long  Island,  New  York  . . . Hopeless  . . . 
His  present  office  in  a dirty  tenement  for  thirty 
dollars  a month. 

Life  is  ebbing  . . . cardiac  and  general  debility  and 
malnutrition  . . forty-eight  hours  alone  in  this  dive  . . . 
niece  drifts  in  by  accident  . . . 

Am  I my  brother’s  keeper?  Yes,  I am!  And  so 
are  you!  It  is  shameful  that  in  an  organization  com- 
prising 140,000  men,  a brother  physician  should  be 
permitted  to  die  in  poverty  and  misery  . . . Peace  be 
with  you  old  friend!  In  life  we  failed  you  ...  in 
death  we  will  send  you  flowers  . . . 

Why  can’t  we  start  a benevolent  fund  to  help 
dedicated  men,  such  as  Dr.  Beverly  C.  Smith,  carry 
on  their  wonderful  work  of  helping  our  fellow  doctors 
in  dire  need!  A fund  ample  enough  for  all  indicated 
needs  will  require  substantial  donations,  but 
“where  there  is  a will,  there  is  a way.”  As  Dr.  Smith 
has  indicated,  sporadic  donations  or  token  member- 
ships have  not  served  the  purpose.  Substantial 
funds  are  required. 

S.  E.  Bilik,  M.D. 

Bellevue  Hospital  Center 
First  Avenue  & 27th  Street 
New  York  16,  New  York 


tress  would  prefer  a hundred  times  not  to  beg  for  a 
merciful  consideration  on  the  part  of  the  Physicians’ 
Home  and  to  depend  on  its  benevolent  decision,  but 
to  receive  rightfully  monthly  checks  of  about  equal 
size,  without  having  to  reply  with  the  humiliating 
type  of  letters  reproduced  in  your  columns. 

I do  not  wish  to  belittle  the  wonderful  achieve- 
ments and  the  very  humane  helpful  hand  extended 
by  the  old  Physicians’  Home  in  the  past  periods. 
However  admirable  the  virtues  of  mercy  and  charity 
are,  it  would  even  be  nicer  if  we  could  get  along 
without  the  need  for  it. 

H.  H.  Neumann,  M.D. 

509  West  Merrick  Road 
Valley  Stream,  New  York 

[Continued  on  page  150] 


148 


New  York  State  J.  Med. 


Prescribed  by  physicians  throughout  the  world 


Have  j^.  F EL  SO  I.  provides  safe  and 
YOU  L effective  relief  in  Asthma, 
ever  r Hay  Fever  and  related  bronch- 

used  ' ial  affections. 


F FELSOL  also  relieves  pain 
^ and  fever  in  Arthritis,  Headache, 
^ and  other  painful  conditions. 

The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a sin- 
gle therapeutic  dose  of  antipyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs.”  (J.  Pharm.  & Exper.  Ther.  98:97-104,  1950) 
Each  oral  powder  contains: 

Antipyrine 0.869  gm. 

Iodopyrine 0.031  sm. 

Citrated  Caffeine  . .0.100  gm. 

Try  this  unique  and  superior  product  by  writing  for 
free  Professional  Samples  and  Literature 

American  Felsol  Co.  • P.  O.  Box  395  • Lorain,  Ohio 

Available  at  all  Drug  Stores 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


for  the  aged  and  senile  patient 

oral  (Uletraz 

ol 

— in  early  and  advanced  signs  of  mental  confusion.  Dose:  1 or  2 tablets, 
or  1 or  2 teaspoonfuls,  Metrazol  Liquidum,  three  or  four  times  a day. 

Metrazol  ®,  brand  of  Pentylenetetrazol,  a product  of  E.  Bilhuber,  Inc. 

BILHUBER-KNOLL  C0RP.  distributor 

Orange,  New  Jersey 

BUY 

SAVINGS  BONDS 


Where  LECITHIN  is  indicated  — 

►granulestin 

for  oral  therapy 
in  psoriasis 

ASSOCIATED  CONCENTRATES 

I 57-01  32nd  Avenue,  Woodside  77,  L.  I.,  N.  Y. 
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[Continued  from  page  148] 

Therapy  of  Premenstrual  Tension 


To  the  Editor: 

An  article  by  McGavack  et  al.,  entitled  “Therapy 
of  Premenstrual  Tension,”  appeared  in  the  Septem- 
ber 15,  1956,  issue  of  your  Journal.1 

This  article  deals  primarily  with  only  one  of  the 
many  symptoms  of  premenstrual  tension,  namely, 
the  premenstrual  edema,  and  largely  disregards  the 
tension  itself.  Yet  it  has  been  the  experience  of 
most  investigators  that  the  emotional  disturbance  is 
more  disabling  than  the  physical  symptoms. 

Greenhill,  who  with  Freed2  popularized  the  treat- 
ment of  premenstrual  tension  with  diuretics,  found 
ammonium  chloride  to  be  of  definite  value  but 
agreed  that  it  did  not  alleviate  all  the  premenstrual 
symptoms.  In  the  same  symposium  on  premen- 
strual tension  Suarez-Murias3  says,  “Next  to  relief 
through  antispasmodic  and  sedative  medication, 
attention  to  the  edema  is  another  feasible  part  of 
treatment.  Salt  restriction  can  assist  in  preventing 
undue  salt  retention.  The  edema  can  be  relieved  by 
the  use  of  ammonium  chloride  or  the  more  recently 
available  diuretics  such  as  neo-Bromth  and  M- 
Minus-5.” 

In  this  small  and  hasty  study  of  19  patients, 
McGavack  finds  the  preparation  he  favors  to  be 
most  effective.  It  is,  however,  difficult  to  under- 
stand why,  with  so  many  products  advocated  for 
and  used  in  the  treatment  of  premenstrual  tension, 
he  should  single  out  by  name  one  particular  product, 
Pre-Mens,  for  destructive  criticism.  He  also  refers 
to  my  own  studies,  one  of  which  is  listed  as  reference 
10.  In  this  particular  study  249  women  with  pre- 
menstrual tension  were  carefully  studied  under 
identical  living  conditions.  With  two  control 
groups,  it  was  independently  and  reliably  deter- 
mined by  a qualified  statistician  that  Pre-Mens 
alone  helped  61  per  cent  of  patients;  that  Pre-Mens 
plus  a high-protein,  low-salt  diet  prevented  or  re- 
lieved symptoms  in  79  per  cent,  and  that  the  special 
diet  alone  helped  in  only  39  per  cent  of  cases.  Yet 
McGavack  states,  “In  all  fairness  to  Pre-Mens  its 
manufacturers  recommend  restriction  of  salt  and 
water,  and  the  ingestion  of  a high-protein  diet  in 
connection  with  its  use.  One  wonders  if  these 
adjuvant  measures  may  not  play  the  leading  role  in 
the  reported  successes(lO)  attendant  on  its  usage.” 

Other  investigators  also  differ  with  McGavack  in 


their  findings  and  conclusions.  For  instance, 
Eichner  and  Waltner,4 *  in  discussing  the  various 
agents  used,  report,  “The  use  of  the  drug,  Pre- 
Mens,  based  on  a concept  of  a multifaceted  approach 
to  therapy,  has  been  evaluated  in  87  private  pa- 
tients. The  results  have  demonstrated  that  this 
medication  provides  effective  relief  with  minimal 
side-effects.  It  is  concluded  that  Pre-Mens  is  the 
drug  of  choice  for  routine  administration  to  patients 
who  have  premenstrual  tension.” 

Greenblatt6  reviewed  the  relative  merits  of  hor- 
monal therapy,  ammonium  chloride,  neo-Bromth, 
Diamox,  Vitamin  B complex,  Vitamin  A,  Bellergal, 
Rauwolfia  serpentina,  Serpasil,  and  Pre-Mens.  He 
concluded,  “In  private  practice,  no  one  single  ap- 
proach will  suffice  for  all  patients.  Each  patient 
will  have  to  be  individually  evaluated.  If  premen- 
strual edema  is  the  great  factor,  then  diuretics,  such 
as  neo-Bromth,  Diamox,  or  ammonium  chloride, 
may  be  tried.  If  apprehension,  antisocial,  and  be- 
havior problems  seem  dominant,  then  a tranquilizing 
agent  such  as  reserpine  may  be  used.  When,  as  so 
commonly  occurs,  many  factors  appear  to  be  in- 
volved in  the  production  of  the  symptom  complex  of 
premenstrual  tension,  then  Morton’s  regimen  with 
Pre-Mens  may  be  used  to  advantage.”  Dr.  Green- 
blatt also  reported  that,  “We,  too,  have  followed 
Morton’s  regimen  in  quite  a few  patients  and  found 
the  results  quite  satisfactory.” 

Judging  from  questions  and  comments  from  some 
of  my  colleagues,  I feel  that  Dr.  McGavack’s  article 
adds  little  to  our  better  understanding  of  this  com- 
mon condition. 

The  publication  of  this  letter  in  an  early  issue  of 
the  New  York  State  Journal  of  Medicine  may 
help  to  clarify  some  of  the  existing  confusion. 

Joseph  H.  Morton,  M.D. 

33  East  61st  Street- 
New  York  21,  New  York 


> McGavack,  T.  H.,  Spoor,  H.  J.,  and  Stone,  M.  L.:  New 
York  State  J.  Med.  56:  2846  (Sept.  15)  1956. 

2 Greenhill,  J.  P.,  and  Freed,  S.  C.:  Internat.  Rec.  Med. 
166:  502  (Nov.)  1953. 

3 Suarez-Murias,  E.  L.:  ibid.  166:  475  (Nov.)  1953. 

4 Eichner  and  Waltner:  M.  Times  83:  771  (Aug.)  1955. 

3 Greenblatt,  R.:  GP  11:  66  (Mar.)  1955. 


Comment  by  Drs.  McGavack,  Spoor,  an<l  Stone 


To  the  Editor: 

We  appreciate  Dr.  Morton’s  comments  on  our 
article  entitled  “Therapy  of  Premenstrual  Tension,” 
appearing  in  the  September  15,  1956,  issue  of  the 


Journal.  We  think  he  has  called  attention  to 
some  very  important  points  regarding  the  most  dis- 
[Continued  on  page  152] 
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UNIVERSITY  OF  MICHIGAN— MEDICAL  SCHOOL 

The  Department  of  Postgraduate  Medicine 
Brief  Review  Courses  for  Practicing  Physicians 


1956-57 

Anatomy (Thursdays)  February  7— May  23 

Basic  Sciences.  October  1— June  1 

Clinical  Exercises  for  Practitioners  (Wednesdays)  October  10— May  15 
Internal  Medicine 

Clinical  Internal  Medicine  (Thursdays)  October  4— April  18 

Diseases  of  the  Heart  March  18—22 

Electrocardiographic  Diagnosis  March  25—30 

Metabolism  and  Endocrinology  April  1—5 

Diseases  of  the  Blood  and  Blood-Forming  Organs  April  8—12 

Diseases  of  Gastro-Intestinal  Tract  April  15—19 

Rheumatology April  22,  23  and  24 

Pulmonary  Diseases  April  25,  26  and  27 

Recent  Advances  in  Therapeutics  April  29— May  3 

Ophthalmology April  22,  23  and  24 

Otolaryngology April  18,  19  and  20 

Pediatrics — Obstetrics  and  Gynecology.  . January  28— February  2 

Radiology,  Diagnostic  April  8—12 

Radio-active  Isotopes,  Clinical  use  of As  arranged 


Further  information  and  application  blanks  may  be  obtained  from: 

John  M.  Sheldon,  M.D.  Director,  Department  of  Postgraduate  Medicine 
1610  University  Hospital  Ann  Arbor,  Michigan 


ON  THE  JOB! 

Dedicated  to  meeting  present-day  community  needs, 
the  programs  of  the  American  Red  Cross  Nursing 
Services  include  important  participation  in  the  Blood 
Program,  public  courses  of  instruction  in  home  care 
of  the  sick  and  mother  and  baby  care,  the  training  of 
volunteer  nurse's  aides  and  training  for  disaster  nurs- 
ing. Support  your  Red  Cross.  JOIN  AND  SERVE! 


mumps 

vaccine 


practical 

A specific  immunizing  antigen  for  prevention 
of  mumps  in  children  and  adults  where  indi- 
cated. Immunizes  for  about  one  year. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


Creme  or  Lotion-DOME-pH4.6 


“ . . . The  beneficial  effects  of 
Hydrocortisone  appear  to  be 
enhanced  by  placing  it  in 
Acid  Mantle  Creme  base, 
producing  an  acid  preparation 
compatible  with  the  normal  pH 
I of  the  skin.  We  have  found 
that  Hydrocortisone  in  the 
above  base  is  about  as  effective 
as  1 % in  most  conditions  treated. 
It  has  been  particularly  effective 
in  atopic  eczema  of  the  skin  ...” 

Lockwood,  James  H.,  Cmdr.,  MC,  USN 
U.S.  Naval  Hospital,  San  Diego,  Cal. 

Bulletin  of  the  Association  of  Mili- 
tary Dermatologists,  June  1955,  p.  2 

INDICATIONS 

Pruritus  Vulvae  and  Ani, 
Atopic  Dermatitis, 
Dermatitis  Venenata 

AVAILABLE 

3 strengths:  lA%,  1%,  2% 
CREME  (jars)  V£  oz.,  1 oz., 

2 oz.,  4 oz.,  16  oz.  LOTION 
(plastic  squeeze  bottles) 

Vi  oz.,  1 oz.,  2 oz.,  4 oz.,  1 pint. 


k L 


CHEMICALS  INC. 

,09  WEST  64lh  ST.  NEW  YORK  23.  N.V. 
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[Continued  from  page  1.50] 

tressing  syndromes  which  are  commonly  grouped  to- 
gether under  the  blanket  name  of  premenstrual  ten- 
sion. It  is  perhaps  best  to  consider  these  seriatim. 

Dr.  Morton  comments  that  we  have  concerned 
ourselves  “with  only  one  of  the  many  symptoms  of 
premenstrual  tension,  namely  edema,  and  largely 
disregard  the  tension  itself.”  If  we  are  careful  not 
to  confuse  minor  menstrual  molimina,  which  are 
experienced  for  a few  hours  by  the  great  majority  of 
women  with  the  syndrome  of  premenstrual  tension, 
it  would  seem  that  today  a majority  of  workers,  in- 
cluding Greenhill  and  Freed,  quoted  by  Dr.  Morton, 
recognize  water  and  salt  retention  as  integral  parts  of 
the  syndrome,  if  not  actually  the  major  causative 
factors  directly  responsible  for  the  symptomatology. 
It  was  precisely  to  test  this  thesis  that  our  study, 
referred  to  by  Dr.  Morton,  was  undertaken.  The 
fact  that  neo-Bromth  was  useful  in  direct  proportion 
to  the  amount  of  water  and  salt  present  would  sug- 
gest that  it  is  most  appropriately  employed  in  the 
more  severe  forms  of  the  condition.  The  presence  of 
an  antihistamine  drug  in  the  neo-Bromth  prepara- 
tion appears  to  enhance  the  value  of  the  theophylline 
derivative.  In  most  instances,  the  nervous  symp- 
toms and  personality  changes,  not  merely  the 
edema,  have  come  under  control  in  conjunction  with 
the  use  of  the  diuretic  and  antihistamine  drugs. 

This  comparative  study  is  with  an  admittedly 
small  group  of  patients  but  can  scarcely  be  called 
“hasty,”  for  the  average  period  of  observation  was 
approximately  one  year,  as,  for  instance,  contrasted 
to  the  three  months  Dr.  Morton  followed  the  249 
subjects,  to  which  he  alludes  in  his  letter.  More- 
over, to  be  included  in  the  group  we  have  reported, 
manifestations  were  of  sufficient  severity  to  inter- 
fere materially  with  routine  duties  at  or  about  the 
time  of  menstruation  for  one  or  more  days. 

Despite  the  good  results,  also  previously  reported 
by  us,1  as  well  as  others,  from  the  use  of  neo-Bromth 
and  because  some  workers  have  proposed  several 
theories  regarding  the  genesis  of  premenstrual  ten- 
sion, it  was  felt  that  the  antihistamine-theophylline 
preparation  should  be  tested  against  a preparation 
or  preparations  designed  to  relieve  more  directly 
alterations  in  the  personality  and  in  the  nervous 
system.  We  have  been  rather  disappointed  in  the 
use  individually  of  tranquilizing  agents,  vagodepres- 
sant  drugs,  and  hormonal  steroids.  It  seemed  wise 


then  to  find  preparations  which  might  combine 
several  of  these  features  with  the  hope  that  a “multi- 
faceted approach”  would  bring  out  merit  not  ob- 
served for  the  individual  materials.  Pre-Mens  con- 
tains more  of  the  agents  recommended  at  one  time 
or  another  for  the  management  of  premenstrual 
tension  than  any  other  preparation  readily  available 
to  us.  Therefore,  we  selected  it  for  the  present  trial 
in  the  hope  that  its  theoretically  broad  coverage 
might  afford  us  the  most  critical  evaluation  obtain- 
able in  regard  to  the  relief  of  premenstrual  tension 
through  the  use  of  what  might  be  termed  “broad 
spectrum”  therapy. 

We  were  left  with  the  impression  that  irrespective 
of  the  causes  the  water  and  salt  retention,  these  do 
seem  to  underlie  a majority  of  the  cases  of  the  not  too 
common  syndrome  of  true  premenstrual  tension. 
Again,  we  emphasize  that  a line  of  distinction  must 
be  drawn  between  ordinary  menstrual  molimina, 
experienced  by  a large  percentage  of  women,  and 
true  premenstrual  tension  which  by  contrast  is  rela- 
tively rare  and  hardly  to  be  observed  in  33  to  51 
per  cent  of  all  menstruating  women.  Perhaps  some 
of  the  differences  in  the  conclusions  drawn  by  Dr. 
Morton  and  his  associates  from  the  study  of  249 
women  mentioned  in  his  letter  and  our  own  con- 
clusions might  disappear  if  the  method  for  inclusion 
under  the  diagnosis  of  premenstrual  tension  were  the 
same  in  both  instances.  We  become  increasingly 
convinced  that  an  integral  part  of  the  syndrome  in 
those  patients  requiring  carefully  planned  and 
executed  therapy  is  water  and  salt  retention, 
whether  or  not  associated  with  readily  recognizable 
edema. 

Again,  we  thank  Dr.  Morton  for  affording  us  the 
opportunity  to  clarify  one  or  two  points,  which  were 
apparently  not  sufficiently  detailed  in  the  original 
communication. 

Thomas  H.  McGavack,  M.D. 

Herbert  J.  Spoor,  M.D. 

Martin  L.  Stone,  M.D. 

Department  of  Medicine 
New  York  Medical  College 
Flower  and  Fifth  Avenue  Hospitals 
New  York  City 


1 McGavack,  T.  H.,  Spoor,  H.  J.,  and  Stone,  M.  L. : Am. 
J.  Obst.  & Gynec.  72:  416  (1956). 


When  the  glass  is  at  ninety  a man  is  a man  is  a fool  who  directs  not  his  efforts  to  try  to  keep 
cool. — Joseph  Ashby-Sterry 
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REFRESHER  COURSE 
FOR 

GENERAL  PRACTITIONERS 

The  Royal  Victoria  Hospital  will  conduct  a 
five  and  one-hall'  day  course  for  General 
Practitioners  from  January  28  to  February 
2,  1957,  inclusive.  This  course  will  cover 
those  conditions  most  commonly  encountered 
in  general  practice  with  emphasis  on  practical 
office  procedures  used  in  Medicine,  Surgery, 
Obstetrics  and  Gynaecology,  Anaesthesia  and 
Psychiatry. 

Registration  will  be  limited  to  50. 

FEE  FOR  THE  COURSE  *50.00. 

The  presentation  of  this  course  is  dependent 
upon  a sufficient  number  of  applications. 

Approved  for  formal  study  credits  by  the 
College  of  General  Practice  of  Canada. 
This  course  is  also  acceptable  for  Category  1 
credit  by  The  American  Academy  of  General 
Practice. 

For  further  particulars,  or  application, 
address  the  Post-Graduate  Board,  Royal 
Victoria  Hospital,  687  Pine  Avenue  West, 
Montreal  2. 


PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 
IN  PLASTIC  COMPOUND  ★ x 


• Insole  extension  and  wedge  ot  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Fool  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


A Division  of  Musebeck  Shoe  Company 
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Obstetric  Practice.  By  Harold  Speert,  M.D., 
and  Alan  F.  Guttmacher,  M.D.  Octavo  of  478 
pages.  New  York,  Landsberger  Medical  Books, 
distributed  solely  by  the  Blakiston  Division  of  the 
McGraw-Hill  Book  Co.,  1956.  Cloth,  $7.00. 

This  is  a handbook  on  obstetrics  for  the  general 
practitioner,  one  of  a series  of  handbooks  on  other 
branches  of  medicine  issued  by  the  same  publishers. 

This  present  volume  consists  of  450  pages  and  is 
divided  into  34  chapters  covering  every  phase  of 
obstetrics.  It  is  packed  with  authoritative  infor- 
mation and  methods  of  procedure  and  written  in  an 
easy  and  lucid  style. 

In  several  instances  the  authors  point  out  that 
the  method  of  procedure  given  or  advice  given  to 
the  patient  is  their  own  method  and  that  others  may 
differ.  This  gives  the  reviewer  the  easy  opportunity 
of  differing  with  the  authors  in  at  least  two  items. 
One  is  the  advice  given  to  patients  that  they  may 
smoke  up  to  ten  cigarets  a day.  The  authors  state, 
and  rightly  so,  that  nicotine  was  shown  to  pass  the 
placental  barrier  into  the  fetal  circulation,  and  they 
follow  up  this  statement  by  adding  that  the  fetus 
seems  to  be  unaffected  by  the  small  amounts  of 
nicotine  it  receives  in  this  manner.  What  would  the 
authors  expect  to  find  in  a fetus  receiving  nicotine? 
How  do  we  know  that  the  nicotine  is  not  harmful? 
It  is  so  in  adults.  Isn’t  it  more  logical  to  assume 
that  the  very  presence  of  nicotine  in  the  fetus  should 
be  a bar  to  the  use  of  tobacco  by  the  prospective 
mother? 

There  is  a fair  amount  of  proof  in  the  literature 
that  smoking  produces  contraction  of  the  small 
arterioles  in  the  placenta  and  contributes  to  the 
formation  of  infarcts  and  so  indirectly  is  the  cause 
of  early  abortions.  This  reviewer,  a practicing  ob- 
stetrician for  several  decades,  has  not  yet  met  a 
prospective  mother  who  was  not  willing  to  relin- 
quish the  pleasure  of  smoking  in  the  interest  of  her 
coming  baby. 

The  second  item  which  is  not  quite  acceptable  to 
the  reviewer  is  the  opinion  that  there  is  no  contrain- 
dication to  douching  if  the  “patient  feels  that  she 
needs  it.”  This  is  not  the  place  to  dwell  upon  the 
possible  harmful  effects  of  douching  during  preg- 
nancy, let  alone  leaving  the  indications  to  the  dis- 
cretion of  the  patient.  Other  than  these  dissenting 
opinions,  the  entire  book  is  deemed  excellent  in  every 
way. 

There  are  two  excellent  features  which  are  not 
found  often  even  in  textbooks.  One  is  the  naming 
of  the  pharmaceutical  manufacturer  or  laboratory 
when  a proprietary  or  unusual  drug  is  advised.  The 
other  is  a list  of  congenital  malformations  and  the 
risk  of  their  repetition  in  subsequent  pregnancies. 


The  book  is  well  indexed,  making  it  a veritable 
small  encyclopedia  of  obstetric  practice  and  it  is 
highly  recommended  to  all  general  practitioners  who 
do  obstetrics,  even  occasionally. — Jacob  Halperin 


The  Neuroses  in  Clinical  Practice.  By  Henry  P. 
Laughlin,  M.D.  Octavo  of  802  pages.  Philadel- 
phia, W.  B.  Saunders  Company,  1956.  Cloth, 
$12.50. 

This  book,  written  by  a psychiatrist  especially  for 
those  practicing  internal  and  general  medicine,  is 
a superb  achievement  and  deserves  enthusiastic  re- 
ception. It  is  an  approach  to  modern  psychiatry  by 
an  author  whose  writing  is  characterized  by  kind- 
ness and  common  sense.  The  reader  will  find  here  a 
simple  classification  of  mental  illnesses  and  symp- 
toms with  a sound  discussion  of  treatment,  avoiding 
the  extreme  wings  of  psychiatry.  Numerous  illus- 
trative cases  enhance  the  text.  The  author  de- 
serves specially  good  marks  for  avoiding  the  jargon 
which  mars  the  style  of  many  of  his  colleagues.  His 
prose  is  lucid  and  lively. — Milton  Plotz 


The  Diagnosis  and  Management  of  Urological 
Cases.  A Handbook  for  Students,  Residents  and 
General  Practitioners.  By  Bruce  W.  T.  Pender, 
M.B.,  and  James  O.  Robinson,  M.  Chir.  Octavo 
of  170  pages,  illustrated.  London,  Bailliere,  Tin- 
dall & Cox  (Baltimore,  The  Williams  & Wilkins 
Company),  1955.  Cloth,  $5.00. 

This  handbook  of  urology  is  concise,  well  illus- 
trated by  fine  drawings,  and  is  presented  for  use  by 
students  and  house  officers  as  a concise  synopsis  of 
current  urologic  practice.  The  British  students,  by 
entering  into  hospital  practice  early  in  their  training, 
will  find  this  book  more  useful  than  students  who 
are  not  as  familiar  with  urologic  problems.  An- 
other unfamiliarity  is  that  the  author  names  proprie- 
tary British  drugs  which  are  unfamiliar  to  American 
readers.  As  for  the  text,  there  is  no  difference  of 
opinion  except  for  the  impression  that  inflammatory 
disease  of  the  urothelium  can  be  localized  to  the 
renal  pelvis.  Most  urologists  in  this  country  do  not 
believe  that  the  localized  pyelitis  can  exist  without 
pyelonephritis.  The  treatment  of  hydronephrosis 
by  sympathectomy  has  not  been  generally  accepted 
in  this  country.  While  these  are  minor  points,  in 
the  main  the  American  intern  or  resident  who  is 
rotating  through  urology  or  the  practitioner  not 
pursuing  urology  as  a specialty  will  find  this  hand- 
book very  useful. — Sidney  R.  Weinberg 

[Continued’on  page  156] 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-005.8  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician- in -Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longaere  3-0799 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  acidic 
tion  accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


HOLBROOK  MANORTomT 

Five  Acres  of  Pinewooded  Grounds 


SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PI  N E WOOD  g;:  '» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PHONE:  CH  2-8686- 


Foi  well  (rained  highly  quallfUd  partonntl 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  Stata  Licensed 
Day  0 Eve  Courses 
Co-ed.  (Founded  1936) 
Gel  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R . Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  ...  d modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  yprlc:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scicntihcally  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Cross  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 

“ SPECIALIZING  IN  HOME  NURSING ” 
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Clinical  Electrocardiography.  Part  I.  The 
Arrhythmias.  With  an  Atlas  of  Electrocardio- 
grams. By  Louis  N.  Katz,  M.D.,  and  Alfred  Pick, 
M.D.  Quarto  of  737  pages,  illustrated.  Phila- 
delphia, Lea  & Febiger,  1956.  Cloth,  $17.50. 

This  outstanding  work  is  the  first  volume  of  a 
projected  two-volume  revision  of  Katz’s  Electro- 
cardiography,  long  a standard  American  reference 
text.  This  new  edition,  devoted  to  the  arrhythmias, 
is  an  improvement  in  every  way  on  its  predecessor. 
It  is  better  organized  and  more  lucidly  written,  and 
the  index  is  vastly  easier  to  use.  The  illustrations 
are  numerous,  well  chosen,  and  pertinent.  No  heart 
library  can  be  considered  complete  without  this 
work. — Milton  Plotz 

Ciba  Foundation  Symposium  on  Experimental 
Tuberculosis,  Bacillus  and  Host,  with  an  Adden- 
dum on  Leprosy.  Editors  for  the  Ciba  Foundation, 
G.E.W.  Wolstenholme,  M.B.,  and  Margaret  P. 
Cameron,  M.A.,  assisted  by  Cecilia  M.  O’Connor, 
B.Sc.  Octavo  of  396  pages,  69  illustrations. 
Boston,  Little,  Brown  & Company,  1955.  Cloth, 
$9.00. 

This  is  an  example  of  an  unusual  medical  publica- 
tion dealing  with  basic  thoughts  relating  to  pro- 
found tissue  response  to  bacterial  invasion.  Tre- 
mendous study  has  been  done  and  final  definitive 
thoughts  have  been  formulated. 

The  past  six  years  have  covered  the  study  of  the 
details  of  the  related  problem,  but  our  minds  must 
continue  alerted  concerning  the  role  of  protective 
antibodies.  Tubercle  bacilli  were  especially  studied, 
and  we  may  entertain  the  thought  that  they  may 
persist  in  the  tissues  with  cooperative  activity  and 
tissue  reaction.  Correlation  between  other  bac- 
terial factors  and  the  degree  of  tissue  response  has 
not  yet  been  recognized.  There  are  tissue  responses, 
but  they  cannot  always  be  identified  uniformly. 
Here  are  22  studies,  consisting  of  396  pages,  of  the 
various  phases  relating  to  vaccine  infections  and 
the  response  to  activity  of  the  various  bacterial 
groups. 

It  has  not  yet  been  possible  to  define  the  dominant 
facts  relating  to  defense  mechanism  od  the  part  of  an 
intra-abdominal  chemical  setup  in  all  of  our  cases 
at  this  time.  These  situations  are  variable,  but  we 
can  anticipate  excellent  final  judgment  developed 
in  the  great  majority  of  cases. — Frank  Bethel 
Cross 

Nutrition  in  Infections.  By  W.  Alan  Wright, 
M.D.  (Conference  Chairman),  C.  E.  Alexander, 
A.  E.  Axelrod,  PhD.,  A.  El  Deeb,  A.  El  Mofty, 
et  al.  Octavo  of  174  pages,  illustrated.  New 


York,  New  York  Academy  of  Sciences,  1955. 
Paper,  $4.00.  (Annals  of  the  New  York  Academy 
of  Sciences,  V.  63,  Art.  2,  pp.  145-318). 

This  collection  of  17  papers  doubtless  represents 
most  of  what  is  known  about  the  association  of 
nutrition  with  infection.  It  also  includes  much 
which  is  speculative  and,  not  inappropriately,  identi- 
fies the  many  wide  gaps  in  knowledge  concerning 
this  fundamental  relationship.  As  usually  pertains 
in  publications  of  conferences  on  a broad,  basic 
subject,  integration  is  sacrificed  to  comprehensive- 
ness, but,  in  the  light  of  the  diversity  and  confusion 
that  characterizes  this  area,  the  convenient  division 
of  material  probably  insures  a net  gain  for  contrib- 
utor as  well  as  reader.  It  provides  timely  em- 
phasis on  the  conflicting  and  often  irreconcilable 
nature  of  the  data  assembled,  and  hopefully,  too,  a 
resultant  stimulus  to  further  amplifying  and  clarify- 
ing investigation.  Especially  does  this  pertain  to 
considerations  of  the  parasite-host  relationship. 
All  the  chapters  are  worth  reading;  those  concerned 
with  the  infestations  are  particularly  good.  This 
volume  is  highly  recommended  to  those  interested  in 
the  phenomena  of  immunology  and  epidemiology, 
notably  as  they  involve  the  factor  of  the  human  host. 
More  obviously,  such  a fine  collection  comprises  a 
rewarding  obligation  for  physicians  in  the  field  of 
clinical  nutrition. — Robert  W.  Hillman 

Diseases  of  the  Chest.  By  H.  Corwin  Hinshaw, 
M.D.,  and  L.  Henry  Garland,  M.B.  Quarto  of  727 
pages.  634  illustrations  on  288  figures.  Phila- 
delphia, W.  B.  Saunders  Company,  1956.  Cloth, 
$15. 

When  the  last  book  was  published  on  diseases  of 
the  chest  it  seemed  as  though  the  subject  had  been 
fully  and  adequately'  covered.  However,  more  re- 
cently this  new  volume  on  these  diseases  by  Hin- 
shaw and  Garland  has  been  presented  and  proved 
to  be  a most  welcome  addition  to  the  list.  Beauti- 
fully illustrated — especially'  the  reproductions  of  the 
roentgenograms  of  the  chest — and  sufficiently'  docu- 
mented, it  should  indeed  be  indispensable  to  every 
medical  practitioner.  Undoubtedly,  more  and  more 
general  practitioners  are  becoming  interested  in  this 
vital  area  of  practice.  For  them  this  book  should 
gratify'  their  most  penetrating  inquiries. 

Especially'  commendable  are  the  chapters  de- 
voted to  bronchogenic  carcinoma,  the  treatment  of 
pulmonary'  tuberculosis,  and  those  devoted  to  the 
more  rare  types  of  pulmonary  diseases  such  as  the 
collagen  diseases  and  the  granulomatous  infections 
of  the  lung.  Excellent  too  are  the  chapters  on 
sarcoidosis,  coccidioidomycosis,  hystoplasmosis,  and 
the  pulmonary  diseases  of  occupational  origin. — 
Foster  Murray 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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New  York  State  J.  Med. 


CLASSIFIED  ADVERTISING 


FOR  SALE 


Connecticut,  Northwest.  2 story  ranch.  Cinder  block,  clap- 
board. 76'  x 25'.  Garage.  Fireplace.  Picture  windows, 
magnificent  views.  Stream,  5 acres.  7 large  rooms.  All 
electric  kitchen,  dishwasher.  Heat.  $26,000.  Box  540, 
N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  S50.000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Jr.  Med. 


FOR  SALE 


Lietz  monocular  microscope — 1952 — in  excellent  condition 
— four  objectives  including  oil  immersion  and  calibrated  me- 
chanical stage.  Price  $200.  Call  R06-1450. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation.  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St..  N.  Y.  C.  EN2-6845  and  HO4-1100. 


sf;r  vices 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119.  N.  Y.  St.  Jr.  Med. 


MOVIES— SLIDES— STEREOS 


KODACHROME  8mm-16mm  MOVIES:  35mm  SLIDES! 

35mm  STEREOS!  World’s  largest  selection— Travel 
U.S.A.,  National  Parks,  Florida,  Alaska,  Hawaii,  Foreign, 
Wild  Animals,  Adventure,  Varieties.  Show  complete,  or 
add  to  your  own.  Free  catalogs — Please  specify  mm-size. 
Colonial,  247-1,  Swarthmore.  Pa. 


Physicians’  Tax  Service 

Specialized  Experience  in  TAX 
and  Financial  Aspects  of 
Medical  Practice 

Physician's  Tax  Service 

17  E.  48  ST.  N.  y.  C.  17  PL  5-1127 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


FOR  RENT 


ATTRACTIVE  OFFICE  SUITE  AVAILABLE  at  good 
location,  564  South  Main  St.,  Hightstown,  N.  J.  Excellent 
opportunity  for  young  Doctor.  Write  or  call  Mrs.  Harry 
Leshin,  564  South  Main  St.  in  Hightstown,  N.  J.  Telephone 
8-1369. 


Rockland  County:  Large  private  space  for  rent  from  D.D.S. 

Rapidly  growing  community  of  two  thousand  needs  physi- 
cian. Forty  minutes  to  N.Y.C.  Box  536,  N.  Y.  St.  Jr.  Med. 


72nd  St.  Bet.  Park  & Lexington  Aves. 


Entire  ground  floor,  ideal  for  office  in  newly  renovated  town 
house.  Will  either  rent  office  or  will  sell  the  building.  Six 
apartments  upstairs  more  than  carry  the  total  expenses  of  the 
property. 

Enkells-Rakoff  & Company  (owners)  LExington  2-5720 
120  East  41st  St.,  New  York,  N.  Y. 


FOR  SALE 


Internist’s  office,  completely  set-up,  almost  new  equipment. 
Excellently  located  in  Forest  Hills,  Queens,  N.  Y.  Modest 
Rent,  Lease,  Terms,  if  desired.  Box  537,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times 90 

24  Consecutive  times.  . . . .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


ARTIST 

MEDICAL  ILLUSTRATOR — Anatomical  illustrations. 

Surgical  procedures.  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


Electrocardiographic  Interpretation  by  N.  Y.  cardiologist. 
Airmail  service.  Box  539,  N.  Y.  St.  Jr.  Med. 
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Officers — County  Medical  Societies — 1 957 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1, 


1957—24,433 


County 


President 


Secretary 


Treasurer 


Albany 

Thomas  I.  Tyrrell. . . 

Albany 

Allegany 

Edward  W.  Briggs,  Jr..  . .Wellsville 

Bronx 

George  Schwartz . . . 

. . . . New  York 

Broome 

James  L.  Palmer . . . 

. . . Binghamton 

Cattaraugus . . 

John  A.  Wintermantel Olean 

Cayuga 

Stephen  J.  Karpinski 

Chautauqua.  . . 

Robert  R.  Northrup 

Westfield 

Chemung 

Earle  G.  Ridall 

Elmira 

Chenango  . . . . 

Hugh  D.  Black 

Clinton 

Edward  Siegel 

. . . Plattsburgh 

Columbia 

Carl  G.  Whitbeck.  . 

Warren 

Cortland 

Robert  T.  Corey.  . . 

Delaware 

Scott  L.  Bennett.  . . 

Hancock 

Dutchess 

Neil  C.  Stone 

. . Poughkeepsie 

Erie 

Matthew  J.  Callanan Buffalo 

Essex 

Albert  L.  Hayes . . . . 

Willsboro 

Franklin 

Philip  W.  Gorman.  . 

Fort  Covington 

Fulton 

Joseph  J.  Thompson 

. . . Gloversville 

Genesee 

Paul  C.  Jenks 

Greene 

Alfred  0.  Persons. . . 

Lexington 

Herkimer 

Hans  A.  Kotrnetz. . . 

Herkimer 

Jefferson 

Thomas  N.  Sickels. 

. . . . Watertown 

Kings 

Aaron  Kottler 

Brooklyn 

Lewis 

Earle  E.  Barnes,  Jr.. 

Livingston.  . . . 

La verne  G.  Wagner. 

Dansville 

Madison 

Willis  E.  Hammond. 

Earlville 

Monroe 

Lvnn  Rumbold 

Rochester 

Montgomery. 

Andrew  A.  Casano.  . 

. . .Amsterdam 

Nassau 

Paul  H.  Sullivan. . . . 

. . . Great  Neck 

New  York.  . . . 

Samuel  Z.  Freedman 

. . . . New  York 

Niagara 

Charles  M.  Dake,  Jr. 

. . Niagara  Falls 

Oneida 

Keith  B.  Preston.  . . 

Onondaga  . . . . 

Charles  A.  Gwynn.  . 

Syracuse 

Ontario 

William  W.  Carty.  . 

Orange 

Robert  J.  Hewson.  . 

Monroe 

Orleans 

Kenneth  J.  Clark. . . 

Oswego 

Harold  J.  LaTulip.  . 

Otsego 

Rudolph  F.  Hust . . . 

Unadilla 

Putnam 

Matthew  H.  Jacobs. 

Mahopac 

Queens 

Albert  H.  Douglas . . 

Jamaica 

Rensselaer.  . . 

John  P.  Jaffarian.  . . 

Richmond . . . 

Cyril  M.  Levin 

Rockland 

Kurt  B.  Blatt 

. . . Haverstraw 

St.  Lawrence. 

. Marshall  L.  Stevenson.  . . .Potsdam 

Saratoga . . . . . 

. R.  E.  Rockwell.  . .Saratoga  Springs 

Schenectady. 

. Frank  C.  Furlong.  . 

Schoharie.  . . 

. R.  J.  Shelmandine.  . 

Sharon  Springs 

Schuyler 

James  J.  Norton.  . . 

. Montour  Falls 

Seneca 

. Scott  W.  Skinner. . . 

. . . Seneca  Falls 

Steuben 

John  R.  Kuhl 

Hammondsport 

Suffolk 

, Sol  Shlimbaum 

....  Bay  Shore 

Sullivan 

Morris  A.  Cohn.  . . . 

Tioga 

Welton  D.  Brown.  . 

Tompkins . . . 

. C.  Douglas  Darling. 

Ithaca 

Ulster 

John  A.  Olivet 

Warren 

John  W.  Canaday.  . 

. . . . Glens  Falls 

Washington. . 

. Sigmund  Weiss 

. . Hudson  Falls 

Wayne 

. Charles  M.  Single.  . 

Wolcott 

Westchester . 

. Howard  J.  Dunlap . 

. New  Rochelle 

Wyoming 

R.  T.  Williams 

Yates 

John  L.  Shultz 

William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Henry  J.  Romano Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . .Poughkeepsie 

Rose  M.  Lenahan Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Elmer  W.  Rideout,  Jr Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falla 

Charles  A.  Prudhon Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. ..New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  F.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Raoul  E.  Vezina Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Nanuet 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . . Montour  Falls 

Donald  B.  Polan Seneca  Falls 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Januarius  A.  Perillo Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson . Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

Kurt  Zinner Wellsville 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

Kenneth  W.  Bone Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Elmer  W.  Rideout,  Jr Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr. . .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr..  Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham. . .Canandiagua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  F.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei. . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Carl  F.  Runge Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague. . . .Montour  Falls 

Donald  B.  Polan Seneca  Falls 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Januarius  A.  Perillo Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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New  York  State  J.  Med. 


WANTED 


Otolaryngologist,  diplomate,  F.A.C.S.,  would  like  to  move 
from  N.Y.C.  if  good  opportunity  is  available.  Hospitals  in 
community.  Would  consider  group  or  partnership  or  buying 
good  practice.  N.  Y.  State  license.  Box  505,  N.  Y.  St.  Jr. 
Med. 


WANTED 


One,  possibly  two,  certified  internists  to  direct  Department 
of  Internal  Medicine  in  180  bed  industrial  hospital  in  West 
Virginia  city  of  80,000  people.  Excellent  supportive  staff. 
Salary  and  private  practice.  Apply  J.  M.  Emmett,  Chief 
Surgeon,  Chesapeake  and  Ohio  Railway  Company.  Clifton 
Forge,  Va. 


Surgical  assistant,  young  well  trained,  private  surgical  prac- 
tice; to  work  in  operating  room  and  office,  full  time; 
$12,000.  Box  541,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Fully  equipped,  modern  office,  X-ray,  J.ab.,  Operating  room, 
Recovery  room.  Ideal  for  Specialists,  choice  location  reason- 
able rent,  established  38  years.  Box  533.  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist  certified;  also  trained  diagnostic  radiology  & 
qualified  g-i  x-ray;  hardworking,  family  man,  churchgoer; 
desires  association  with  established  individual  or  group. 
Box  515  N.  Y.  St.  Jr.  Med. 


Ophthalmologist,  Board  certified,  experienced,  is  looking  for 
a good  opportunity,  partnership  or  group  practice.  Box  538, 
N.  Y.  St.  Jr.  Med. 


Young  general  practitioner,  experienced,  would  like  associ- 
ation in  N.Y.C.  or  Nassau.  Ambitious,  capable,  can  do  most 
office  procedures  and  also  OB.  In  practice  at  present,  looking 
for  better  situation.  Box  542,  N.  Y.  St.  Jr.  Med. 


Anesthesiologist,  New  Y'ork  State  license  approved  training, 
long  experience,  desires  association.  Box  543,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Beautiful  colonial  7 rm  home,  adjoining  4 rra  office.  Practice 
established  10  years  in  growing  Nassau  Co.  community. 
Excellent  opportunity.  Leaving  to  specialize.  Will  intro- 
duce. ED  4-4945.  Box  544,  N.  Y.  St.  Jr.  Med. 


Manhattan  81st  St.,  15  West. — 4 room  Doctor's  apartment, 
ready  for  immediate  opening  of  practice.  Inquire  on  premises 
or  call  weekdays:  Circle  7-2603. 


FLUOROSCOPE  FOR  SALE 


Standard  Verticle  Shockproof  Fluoroscope,  10  MA  capacity, 
Peterson  screen,  12  x 16  inches,  for  sale.  Call  BUtterfield 
8-8264,  mornings. 


FOR  RENT 


Fully  equipped  four-room  office  in  prosperous  Long  Island 
community  within  commuting  distance  of  New  York  City. 
Ideal  for  specialist  seeking  part-time  facilities  on  the  Island. 
Available  owing  to  death  of  well-known  physician.  Reason- 
able arrangements  will  be  made  to  suit  individual  require- 
ments. Write  Box  545,  N.  Y.  St.  Jr.  Med.,  or  call  Glen 
Cove  4-2165. 


FOR  RENT 


4 room  suite  in  building  with  General  Practitioners  on 
main  thoroughfare  of  Plainview,  Nassau  County.  Suitable 
Eye,  ENT,  Psychiatry  Dermatology.  Wells  1-0403. 


FOR  SALE 

Low  Prices:  Instruments — nose  and  throat,  general  surgi- 

cal. Excellent  condition.  Gas-heated  autoclave  20".  Ra- 
dium 105  mg.  Portable  G-E  X-ray.  George  A.  Moore, 
M.D.,  167  Newbury  Street,  Brockton,  Mass. 


The  data  in  your  MEDICAL  DIRECTORY 
OF  NEW  YORK  STATE  has  been  painstak- 
ingly compiled.  Consult  the  DIRECTORY  in 
referring  cases  to  colleagues.  You’ll  find  it 
easy  to  use  and  highly  informative. 

• 
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1 


Relax  the  best  way 

...  pause  for  Coke 


100 


Trasenllne-Phenobarbilal 


integrated,  relief . . . 

mild  sedation 

C 1 B A visceral  spasmolysis 

Summit,  N.  J.  mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  Cl  BA)  and  20  mg.  phenobarbitaL 


UIIIM 
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Rheumatoid  Arthritis 


patient 

for  the  objective  symptoms 
for  the  subjective  distress 


prednisolone  and  hydroxyzine 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 


FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS. . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA.  INFLAMMATORY  DERMATOSES. 


Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg.  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chlox-ide  (Atarax)  . Bottles  of  30  and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 
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•Trademark 


the  first 
and  only 
ataraxic- 
corticoid 


ot 
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J'ar  i/tt*  averaye 
patient  in 
everyday  practice 
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# well  suited  for  prolonged  therapy 

# well  tolerated,  nonaddictive,  essentially  nontoxic 

# no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

# chemically  unrelated  to  chlorpromazine  or  reserpine 
# does  not  produce  significant  depression 
0 orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 


THE  ORIGINAL  MEPROBAMATE 


Tranquilizer  with  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 

BY#  WALLACE  LABORATORIES,  New  Brunswick,  N.J, 


2-methyl-2-n-propyl-l ,3-propanediol  dicarbamale  — U.S.  Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 
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severe  asthma 

is  usually  aggravated 
and  prolonged 

by  a strong  emotional  overlay 

In  one  study,  ‘Thorazine’ 
relaxed  and  improved  1 1 of 
12  patients  within  one  hour 
after  injection  ...  in  one  case 
“appeared  to  be  life-saving.”1 


‘Thorazine’  promptly  alleviates  the  emotional 
stress  which  may  precipitate,  aggravate  or 
prolong  an  asthmatic  attack.  It  enables  the  patient 
to  sleep,  yet  does  not  depress  respiration. 

Available:  Ampuls,  Tablets,  Syrup  (as  the 
hydrochloride),  and  Suppositories  (as  the  base). 

Smith , Kline  & French  Laboratories , Philadelphia 

1.  Ende,  M.:  Am.  Pract.  & Dig.  Treat.  6:710  (May)  1955. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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Neocurtasal 

AN  EXCELLENT  SALT  REPLACEMENT 

ftPL 

Sftfc-Ttot  (c Qodum,)  Viet& 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0.01%). 

2 oz.  shakers  and  8 oz.  bottles 

Sold  Only  Through  Drugstores. 


Assures 

'patient  cooperation 


Neocurtasal,  trademark  reg.  tLS.  Pat.  OfH. 
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quicker  relief 
and  shortened  disability 
in  Herpes  Zoster  and  Neuritis 


® 


. , . Five  Year  Clinical  Evaluation 

With  only  one  to  four  injections  of  Protamide®  prompt 
and  complete  recovery  was  obtained  in  84%  of  all  herpes 
zoster  patients  and  in  96%  of  all  neuritis  patients  treated 
during  a five-year  period  by  Drs.  Henry  W.,  Henry  G., 
and  David  R.  Lehrer  (Northwest  Med.  75:1249,  1955). 

The  investigators  report  on  a total  of  109  cases  of 
herpes  zoster  and  313  cases  of  neuritis,  all  of  whom 
were  seen  in  private  practice.  All  but 
one  patient  in  each  category 
responded  with  complete  recovery. 

This  significant  response  is  attributed  to 
the  fact  that  Protamide  therapy  was  started 
promptly  at  the  patient’s  first  visit. 

The  shortening  of  the  period  of  disability 
by  this  method  of  management  is 
described  as  “a  very  gratifying  experience 
for  both  the  physician  and  the  patient.” 


Protamide®  is  a sterile  colloidal  solution  prepared 
from  animal  gastric  mucosa  . . . free  from  protein 
reaction  . . . virtually  painless  on  administration 
. . . used  intramuscularly  only.  Available  from 
supply  houses  and  pharmacies  in  boxes  of  ten 
1.3  cc.  ampuls. 


® 


0 


0 

- 
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® 


a product  of 


Detroit  11,  Michigan 
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Cases  where  HI-PRO  is  indicated 


if 

you 
suspect 
infantile 
fat 

intolerance 


A high-protein,  low-fat  diet  is  essen- 
tial therapy.  Hi-Pro  is  a mixture  of 
spray-dried,  defatted  and  specially 
delactosed  cow’s  milk  which  provides 
your  patient  with  an  easily  digested, 
soft  curd  basic  food.  Unlike  many 
protein  milks,  Hl-Pro  feeding 
will  not  produce  acidosis. 


v of 

infantile 
diarrheas 


In  the  treatment  of  infantile 
diarrheas,  a wealth  of  medical 
evidence  indicates  that  a high- 
protein,  low-fat  diet  is  a simple 
but  effective  prescription.  Hi-Pro 
is  a valuable  medical  tool  for 
optimum  infantile  nutrition  with 
minimal  gastric  disturbances. 


We  invite  you  to  give  Hi-Pro 
a fair  trial  and  discover  its 
therapeutic  advantages. 

Please  send  for  samples 
and  complete  information. 

HI-PRO  is  available  in  1-lb. 
and  2V2-lb.  vacuum 
packed  tins  at  all  pharmacies. 


PROTE 


FAT 


JACKSON-MITCHELL 

Pharmaceuticals,  Inc.,  Culver  City,  Calif. 

SERVING  THE  MEDICAL  PROFESSION  SINCE  1934 


HI-PRO  POWDER 
CONTAINS: 


Protein 

Fat 

Lactose 

Minerals 

Moisture 

Calcium 

Phosphorous 

Potassium 


41.0% 

14.0% 

35.0% 

6.5% 

3.0% 

1.15% 

1.65% 

1.17% 


Calories 

Calories  per  tbsp. 
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between  the  hazards  of  high  steroid  dosage 
and  the  frustration  of  inadequate  relief 


In  the  arthritides  ...  a prudent  course 


Ulysses  and  the  Sirens — from  a vase  in  the  British  Museum 


Because  of  the  complementary  action  of  cortisone  and  the 
salicylates,  Salcort  produces  a greater  therapeutic  response 
with  lower  dosage. 

One  study  concludes:  “Salicylate  potentiates  the  greatly 
reduced  amount  of  cortisone  present  so  that  its  full  effect 
is  brought  out  without  evoking  undesirable  side  reactions.”1 

SALCORT* 


indications:  each  tablet  contains: 


Rheumatoid  arthritis  . . . Rheumatoid  spon-  Cortisone  acetate 2.5  mg. 

dylitis  . . . Rheumatic  fever  . . . Neuromus-  Sodium  salicylate 0.3  Gm. 

cular  affections.  Aluminum  hydroxide  gel,  dried  ...  0.12  Gm. 

'Busse,  E.A.:  Treatment  of  Rheumatoid  Arthritis  Calcium  ascorbate . . 60.0  mg. 

by  a Combination  of  Cortisone  and  Salicylates.  (equivalent  to  50  mg.  ascorbic  acid) 

Clinical  Med.  21:1105.  Calcium  carbonate 60.0  mg. 

*U.S.  Pat.  2,691,662 


The  S . E . M ASSENGILL  Co  m pany,  Bristol,  Tennessee 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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for  added  certainty 


in  antibiotic  therapy. . . 


multi-spectrum * 
synergistic  ally 
strengthened 


tthe  antimicrobial  spectrum 
of  tetracycline  extended 
and  potentiated  to  include 
even  those  strains  of 
staphylococci  and  other 
pathogens  resistant  to 
previously  employed 
antibiotic  therapy; 
and  to  provide 

1.  a new  maximum  in  thera- 
peutic efficacy 

2.  a new  maximum  in  protection 
against  resistance 

S.  a new  maximum  in  safety 
and  toleration 

Capsules:  250  mg.  (oleandomycin 
83  mg.,  tetracycline  167  mg.) 


Pfizer) 


World  leader  in  antibiotic  development  and  production 


‘Trademark 


plus 

palatability. . 


a new 


maximum  in 

. now  available 
with  new 
mint -flavored 


SUSPENSION 


A savory  mint  flavor  that  adds 
the  further  certainty  of  accept- 
ability to  antibiotic  therapy,  par- 
ticularly for  that  90%  of  the 
patient  population  treated  in  the 
home  or  office  where  sensitivity 
testing  may  not  be  feasible,  and 
where  pleasant  flavor  can  make 
the  difference  between  prescrip- 
tion adherence  and  laxity. 

Sigmamycin  for  Oral  Suspension 

is  available  in  2 oz.  bottles  con- 
taining 1.5  Gm.  of  Sigmamycin 
(oleandomycin  500  mg.,  tetracy- 
cline 1 Gm.).  When  reconstituted 
each  5 cc.  teaspoonful  contains 
125  mg.  of  Sigmamycin  (42  mg. 
of  oleandomycin  as  the  phosphate 
salt  with  tetracycline  amphoteric 
equivalent  to  83  mg.  of  tetracy- 
cline hydrochloride). 


Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


INDEX  TO  ADVERTISERS 


aren’t  alike,  either... 


There’s  a difference: 


Col. 

Prof. 

gm. 

Fat 

gm. 

Carbo. 

gm. 

(a. 

mg. 

P. 

mg. 

Vit.  A 
I.U. 

Ribo. 

mg. 

•DESSERT  A 

94 

2.0 

2.7 

20.2 

76 

63 

Trace 

0.111 

•DESSERT  B 

100 

2.32 

1.89 

17.72 

76 

43 

25 

(USP) 

0 160 

•DESSERT  C 

102 

2.4 

3.2 

16.5 

75 

69 

228 

0.110 

♦•WNNET-CUSTARDS 

(average  of 
seven  flavors) 

96.5 

3.2 

3.6 

12.7 

123 

102 

175 

0.164 

Fresh  milk  is  the  basis  of  "Junket"  rennet- 
custards.  That  is  why  they  are  higher  in 
nutritional  value  than  many  commercially 
canned  "Baby  desserts".  Rennet-custards 
furnish  valuable  protein,  calcium  and 
phosphorus  needed  for  sturdy  bone 
development  and  growth. 

Rennet-custards,  made  with  fresh  milk  and 
"Junket"  Rennet  Powder  or  Tablets,  are 
widely  advocated  as  one  of  the  first  solid 
foods  in  the  infant  dietary  . . . and  as  a 
refreshing,  readily  digested  dessert  for 
toddlers  and  older  children  too. 


® 


RENNET  POWDER 

Makes  Fresh  Milk  into  Rennet-Custards 

"Junket"  Rennet  Powder  — Vanilla,  Raspberry, 
Lemon,  Orange,  Chocolate,  Maple,  Strawberry. 
"Junket"  Rennet  Tablets  — not  sweetened  or  flavored. 


Abbott  Laboratories 180-181 

Ames  Company,  Inc.  3rd  cover 

Ayerst  Laboratories 199 

Bayer  Co 313 

Beech-Nut  Packing  Co 194 

Brigham  Hall  Hdspital . 333 

Burroughs  Wellcome  <&  Co.  Inc.  . 182,  323 

Ciba  Pharmaceutical  Products,  Inc. . 161 

Desitin  Chemical  Company. 309 

Eaton  Laboratories 332 

Endo  Laboratories  Inc.  . . 194 

Geigy  Pharmaceuticals  192 

General  Foods  Corp. ..  . 311 

Hall-Brooke 333 

Health-Mor,  Inc 189 

Holbrook  Manor 333 

Hoffmann-La  Roche  Inc Between  176-177,  317 

Horlicks  Corp 319 

Jackson-Mitchell  Pharmaceuticals,  Inc.  . 171 

Junket  Brand  Foods 176 

Chas.  B.  Knox  Gelatine  Co 331 

Lakeside  Laboratories,  Inc 208 

Lederle  Laboratories,  Div.  American  Cyanamid  Com- 
pany  179,  302-303,  307,  322 

Thos.  Leeming  & Co.,  Inc 166 

Eli  Lilly  & Company 202 

Louden-Knickerbocker  Hall,  Inc.  333 


Mandl  School 333 

Maroc  Baby  Powder 333 

S.  E.  Massengill  Company 173 

Mead  Johnson  <fc  Company...  4th  cover 

Merck  Sharp  & Dohme,  Div.  Merck  & Co..  Inc 

183,  184,  185,  186,  187,  188,  190 

Wm.  S.  Merrell  Company 2nd  cover 

McNeil  Laboratories . . .324-325 

Montreal  Children’s  Hospital.  ...  178 


Normark  Pharmaceutical  Laboratories,  Inc 200-201 


Parke,  Davis  & Company 177 

Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.,  Inc.  162,  174-175 

Pinewood 333 

Pitman-Moore  Company 198,  199 


Riker  Laboratories,  Inc.  191,335 

Rystan  Company 315 

A.  H.  Robins  Co.,  Inc 329 

J.  B.  Roerig  & Co ■ 193 


Schering  Corp 

Julius  Schmid,  Inc 

G.  D.  Searle  & Co..  . 

Sherman  Laboratories 

Martin  H.  Smith  Co 

Smith  Kline  & French  Labs 

Spirt  & Co.,  Inc 

Standard  Pharmaceutical  Co..  Inc. 
F.  H.  Strong  Company 


. 197 

328 

207 

169 

321 

165,  196,  336 

319 

178 

307 


The  Traub  Estate  Service ■ - • 335 

Twin  Elms 333 


United  Fruit  Company 305,  306 

Upjohn  Company Between  192-193 


Walker  Laboratories,  Inc. 
Wallace  Laboratories. . . 

Harry  F.  Wanvig 

West  Hill 

Wine  Advisory  Board.  . . 
W’inthrop  Laboratories . . 


326 

163 

306 

333 

330 

167 


Yale  Registry  for  Nurses 


333 


•'JUNKET”  (Reg.  U.S.  Pat.  Off.)  Is  the  trade-mark  of  Chr.  Hansen's 
Laboratory,  Inc.,  Little  Falls,  N.Y  , for  its  rennet  and  other  food  products. 
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OF  COMMON  PATHOGENS  TO  CHOROM  VCBTIN  AND  THREE  OTHER  MAJOR  ANTIBIOTICS 


o% 


HHB HH 


greater  ! 

antibacterial  (^IllOrOITiyCGtin 

efficacy. . . for  today’s  problem  pathogens 


CHLOROMYCETIN  is  a potent  therapeutic  agent 
and,  because  certain  blood  dyscrasias  have  been 
associated  with  its  administration,  it  should  not  be 
used  indiscriminately  or  for  minor  infections.  Fur- 
thermore, as  with  certain  other  drugs,  adequate 


blood  studies  should  he  made  when  the  patient! 
requires  prolonged  or  intermittent  therapy. 

: This  graph  is  adapted  from  Altemeier,  W.  A.;  Culbertson,  W.  R.;| 
Sherman,  R.;  Cole,  W.;  Elstun,  W„  & Fultz.  C.  T.-.J.A.M.A  f 
157:305  (Jan.  22)  1955. 


PARKE,  DAVIS  & COMPANY 

DETROIT  32,  MICHIGAN 


mM 
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‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NDCARPON' 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS  ^ 

phesto-boho 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


POST-GRADUATE  COURSE  IN 
PAEDIATRICS 

(LIMITED  TO  25) 
by  the  Staff  of 

THE  MONTREAL 
CHILDREN’S  HOSPITAL 

(formerly  The  Children's  Memorial  Hospital) 

MARCH  28,  29,  30, 1957 


For  programme  and  information  write: 

Chairman,  Post-Graduate  Course 

The  Montreal  Children's  Hospital 

2300  Tupper  Street,  Montreal  25,  Que. 


INDEX  TO  ADVERTISED  PRODUCTS 

Achromycin (Lederle  Laboratories  Div.,  American  Cyan- 


amid  Company) 302-303 

Alba-Pencillin  (Upjohn  Company) Between  192-193 

Aspirin  (The  Bayer  Company) 313 

Ataraxoid  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.)  102 

Bentyl  (Wm.  S.  Merrell  Company) 2nd  cover 

[ Butazolidin  (Geigy  Pharmaceuticals) 192 

j Calmitol  (Thos.  Leeming  & Co.,  Inc.) 166 

| Chloromycetin  (Parke,  Davis  & Company.) 177 

Chologestin  (F.  H.  Strong  Company 307 

Colace  (Mead  Johnson  & Company) 4th  cover 

Desitin  Ointment  (Desitin  Chemical  Company).  309 

Dexainyl  (Smith,  Kline  & French  Labs) 196 

Dexedrine  (Smith,  Kline  & French  Labs'' 336 

Diamox  (Lederle  Laboratories  Div.,  American  Cyana- 

mid  Company) ...  179 

Digitoxin  (Burroughs  Wellcome  <fc  Co.  Inc.) 323 

Erythrocin  (Abbott  Laboratories). 180-181 

Expasmus  (Martin  H.  Smith  Co.) 321 

Ferronord  (Nordmark  Pharmaceutical  Labs.,  Inc.).  . 

. .200-201 

! Flexin  (McNeil  Laboratories.  Inc  ) 324-325 

Folbesyn  (Lederle  Laboratories  Div.,  American  Cyana- 

mid  Company) 307 

Furadantin  (Eaton  Laboratories) 332 


Gantricillin  (Hoffmann-La  Roche  Inc.).  . . Between  176-177 


Hycodan  (Endo  Laboratories  Inc.) 195 

Hydeltra-T.  B.  A.  (Merck  Sharp  & Dohme,  Div.  Merck 

& Co.,  Inc .183,  184,  185,  186,  187,  188 

Lanoxin  (Burroughs  Wellcome  & Co.  Inc.). 323 

Lederplex  (Lederle  Laboratories  Div.,  American  Cy- 

anamid  Company) 332 

Lipan  (Spirt  & Co.,  Inc.).  319 

Medihaler  (Riker  Laboratories,  Inc.) 191 

Metimyd  (Schering  Corp.) 197 

Miltown  (Wallace  Laboratories) 163 

Neocurtasal  (Winthrop  Laboratories) 167 

Neohydrin  (Lakeside  Laboratories,  Inc.).  . 208 

Nilebar  (G.  D.  Searle  & Co.) 205 

Nostyn  (Ames  Company,  Inc.)  ..........  3rd  cover 

Novahistine  (Pitman-Moore  Company) 198 

Novahistine  D-H  (Pitman-Moore  Company) 199 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 178 

Nulacin  (Horlicks  Corp.) 319 

Panafil  (Rystan  Company) 315 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 182 

Precalcin  (Walker  Laboratories.  Inc.)  ...  326 

Premarin  (Ayerst  Laboratories)  199 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc 178 

Protamide  (Sherman  Laboratories) 169 

Rauwidrine  (Riker  Laboratories).  335 

Redisol  (Merck  Sharp  & Dohme,  Div.  Merck  & Co., 

Inc 190 

Robitussin  <fc  Robitussin  A-C(A.  H.  Robins  Co.,  Inc.)  329 
Romilar  (Hoffmann-La  Roche  Inc.^  317 

Salcort  (S.  E.  Massengill  Company)  173 

Sigmamycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 


Tashan  Cream  (Hoffman-La  Roche  Inc.).  .Between  176-177 
Thorazine  (Smith,  Kline  & Smith  Labs.).  ...  165 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 101 

Vagisec  (Julius  Schmid,  Inc.)  328 

Viterra  (J.  B.  Roerig  & Co.) • • 193 

V-Cillin  (Eli  Lilly  and  Company) 202 


Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Co _ 194 

Bananas  (United  Fruit  Company) 305,  306 

Gelatine  (Chas.  B.  Knox  Gelatine  Co..  Inc.). 331 

Hi-Pro  (Jackson-Mitchell  Pharmaceuticals,  Inc 171 

Junket  (Junket  Brand  Foods) 176 

Sanka  Coffee  (General  Foods  Corp.) 311 


Medical  and  Surgical  Supplies 

Filter  Queen  (Health-Mor,  Inc.) 189 


M iscel  laneous 

Wine  (Wine  Advisory  Board) 


178 


Conditions  requiring  diuretic  treatment 

for  sustained  periods  of  time  can  be  ideally 
controlled  by  Diamox. 

Diamox  has  been  found  strikingly  effective  in 
a variety  of  conditions:  cardiac  edema, 
glaucoma,  epilepsy,  toxemias  of  pregnancy, 
obesity,  premenstrual  tension. 

Administration  of  Diamox  once  daily  or  every 
other  day  results  in  adequate  control  of  edema 
since  Diamox  is  effective  in  the  mobilization 
of  edema  fluid  and  in  the  prevention  of 
fluid  accumulation. 


A versatile  diuretic,  Diamox  is  well-tolerated 
orally,  and  even  when  given  in  long  term 
dosage,  side  effects  are  rare.  Excretion  by  the 
kidney  is  usually  complete  within  12  hours 
with  no  cumulative  effects. 
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Erythromycin  in  Treating  Pneumon 


ia 


A 27'year-old  man,  a chronic  alcoholic,  was  admits 
tory  of  an  alcoholic  spree  followed  by  a cou-h  . 'V  ' a 
1 chills  and  fever.  cenish  sputum 


and  chills  and  fever. 

Physical  examination  showed  a temperature  of  104  r 
indicated  pneumonia  in  the  right  lower  lobe.  This  was  co  f aiK' 
by  x-ray.  The  sputum  revealed  gram  • 7 tonhrmed 

W“d  , subsequently  grew  Type  VII  **< 

The  patient  was  treated  with  erythromyein  300  m„  ' 
hours  per  os.  His  temperature  dropped  to  „„rmaI  “ 

X-i  ay  of  the  chest  revealed  considers  id  a " hours  and 

hospital  day.  After  10  days  hospitalization T!"*  by  the  fourth 
for  discharge.1  ' ’ the  pat,°nt  was  fit 


W ' . ' "tll>l,,fl<  s SynifMJSIU|n,  reported  the  successful  tre 

W.n  of  p„fumonia  and 

Z-ZTr+r  - evwy  f«”  *i,h 

™IL  0ne  "«■  W»r 

delayed  resolution  after  treatment  response  but  had 


In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”2 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  re-  n p ,, 
spiratory  infections)  when  you  prescribe  Erythrocin.  vXDiTCnX 


(Erythromycin,  Abbott) 

STEARATE 


*AJo  StAMrud  Su£e  OoouaajiJL? 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”1 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  0 0 \ i 

Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100. 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1 Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954,  p.  556. 
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POLYMYXIN  B-BACITRACIN  OINTMENT 
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For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  ’/«  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckaho®.  N.  Y. 
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ON  THE  FOLLOWING  FIVE  PAGES 


MERCK  SHARP  8c  DO  H M E 

ANNOUNCES... 


the  most 

effective, 
longest  lasting 
adrenocortical  steroid 
yet  developed 
for 

SOFT  TISSUE, 
intra-articular,  and 
intra-bursal  injection 
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(Prednisolone  terf/cry-bufylaccfafe#  Merc!;) 

for  relief  that  lasts -longer 


Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 

| Rheumatoid  arthritis 
Frozen  shoulder 
Coccydynia 

B Rheumatoid  nodules 

ft.  Fibrositis 

life:  Tensor  fascia  lata 

a jjjjjr  Collateral  ligament 
1 %■  Radiculitis 


Osteochondritis 

Ganglia 


Anti-inflammatory 


by  any  other 
steroid  ester 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra’- 
t.b.a. — 20  mg. /cc.  of  predniso- 
lone *<rr*7tfry-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO.  .INC. 
PHILADELPHIA  I . PA 


1.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City,  May  31  and  June  1 , 1955 
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(Prednisolone  ferf/ory-butylocetote,  Merck) 


for  relief  that  lasts -longer 


in  COLLATERAL 
LIGAMENT 
STRAINS— 
allows  early 
ambulation - 
relieves  pain 
and  swelling 


Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Sprains 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 
Collateral  ligament 
strains 
Radiculitis 
Osteochondritis 
Ganglia 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
ester 


0123456789  10  It  12  13  14  15  DAYS 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydei.tra’- 
t.b.a. — 20  mg. /cc.  of  predniso- 
lone tertiary-buty lacetate,  in 
5-cc.  vials. 


MERCK  SHARP  ft  DOHME 

01  VISION  OF  MERCK  8 CO  . INC. 
PHILADELPHIA  I.  PA. 


/.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City , May  II  and  June  1,  1955 
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(Prednisolone  ferf/ory-butylocetote,  Merck) 

for  relief  that  lasts -longer 


in  TENOSYNOVITIS 
often  frees 
locked”  H 

tendons 
without 

need  jgj| 

for  surgery 


I Osteoarthritis 
i Rheumatoid  arthritis 

r 

Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Tenosynovitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 


Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 


Collateral  ligament 


Radiculitis 

Osteochondritis 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


OI23456789  10  11  12  13  14  15  OATS 


Dosage:  rhe  usual  inrra-articular. 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  ro  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra*- 
t.b.a. — 20  mg. /cc.  of  predniso- 
lone jary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  8 CO..  INC. 
PHILADELPHIA  I . PA. 


1 . Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City,  May  31  and  June  1,  1955 
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(Prednisolone  ferf/ory-butylocetote,  Merck) 

for  relief  that  lasts -longer 


4. 


Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 
syndrome 

Collateral  ligament 
strains 

I Sprains 
I Radiculitis 
| Osteochondritis 
; Ganglia 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
ester 


(13.2  days — 20  mg.) 


O 1 2 3 4 5 6 7 e 9 10  11  12  13 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra’- 
t.b.a. — 20  mg./cc.  of  predniso- 
lone /^r/fary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  1.  PA. 


/.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City,  Allay  31  and  June  1.  1955 
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(Prednisolone  ferfiory-butylocetote,  Merc V) 

for  relief  that  lasts -longer 


in  SPRAINS— 
reduces  tenderness, 
swelling  and 
limitation  of  motion 


Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 

Rheumatoid  arthritis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 

Tensor  fascia  lata  syndrome 

Collateral  ligament  strains 

Sprains 

Radiculitis 

Osteochondritis 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra’- 
t.b.a. — 20  mg./cc.  of  predniso- 
lone f^rfiarv-butylacetate,  in 
5-ec.  vials. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 

PHILADELPHIA  I . PA. 


/.  Hollander,  J.  L.,  Paper  read  at  conference  in  Ne*x  York  City , May  31  and  June  1 , 1955 
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The  heart  of  the  Filter 

Queen  air-purifying 

system  is  an  exclusive, 

cellulose  Filter  Cone  that 

is  so  sure,  so  effective  it  ' 

has  been  selected  to  help  filter  Ca 

the  air  in  U.  S.  atomic  research  \ MKk 

laboratories.  In  fact,  this  * 

Filter  Cone  will  even  remove 
tobacco  stain  from  a puff  of  smoke!  I 

In  thousands  of  homes,  Filter 
Queen  has  replaced  old-fashioned, 
unhealthy  methods  of  sanitizing  / 

with  highly  favorable  results: 

Filter  Queen  not  only  filters 
room  air  and  eliminates  dust 
disturbance,  but  through  a built-in 
Medication  Chamber  disperses  medicinal 
vapors  into  the  room  while  the  patient  goes 
about  her  ordinary  household  routine. 

You  must  really  see  — to  believe  — what  F 
Queen  can  do  for  'your  dust-allergic  patients.  We 
will  be  glad  to  arrange  for  a presentation  of  the 
Filter  Queen  System  at  any  time  convenient 
to  you  — — in  your  office  or  home. 

Filter  Queen,  used  in  America’s  leading 
hospitals,  carries  the  Seals  of  Good 
Housekeeping  Magazine,  Underwriters' 

Laboratories,  Parents’  Magazine;  and  is 
advertised  in  A.M.A.'s  "Today's  Health.” 


FREE  BOOKLET! 


An  illustrated  24-page  booklet 
describing  the  new  Filter  Queen 
Home  Sanitation  System  and  its 
uses  is  available  free  upon  re- 
quest. Write  to  Filter  Queen 
Educational  Division,  203  North 
Wabash  Avenue,  Chicago  1,  III. 


203  NORTH  WABASH  AVENUE 
CHICAGO  1,  ILLINOIS 


SPECIAL  ANNOUNCEMENT  TO  PHYSICIANS  OF 

NEW  YORK,  NEW  JERSEY,  CONNECTICUT,  AND  THE  NEW  ENGLAND  STATES 


As  part  of  its  Program  of  Post  Graduate  Medical  Education,  The  American 
College  of  Cardiology  in  Conjunction  with  Lederle  Laboratories  will  present 


A SYMPOSIUM  ON  THE  MANAGEMENT  OF 
ACUTE  MYOCARDIAL  INFARCTION 

WALDORF  ASTORIA  HOTEL,  NEW  YORK,  NEW  YORK,  SATURDAY,  FEBRUARY  16,  1957 


General  Consideration  on  Treatment 
of  Myocardial  Infarction 
Treatment  of  Shock  in  Myocardial 
Infarction 

Treatment  of  Arrhythmias  in 
Myocardial  Infarction 


J.  Roderick  Kitchell,  M.D. 
Philadelphia,  Pennsylvania 
Clarence  M.  Agress,  M.D. 
Los  Angeles,  California 
David  Scherf,  M.D. 

New  York,  New  York 


The  Use  of  Digitalis  in  the 
Treatment  of  Heart  Failure  in 
Myocardial  Infarction 

Anticoagulants  in  Myocardial 
Infarction 

Diet  in  Prevention  and  Treatment 
of  Myocardial  Infarction 


Rene  Bine,  Jr.,  M.D. 

San  Francisco,  California 

Irving  Brotman,  M.D. 
Washington,  D.  C. 

John  W.  Gofman,  M.D. 
Berkeley,  California 


Scientific  sessions— 10:00  a.m.  to  12:30  p.m. 

2:30  p.m.  to  5:15  p.m. 

No  jee  is  required  for  attendance  at  scientific  sessions,  luncheon  or  reception. 


LADIES  PROGRAM:  Social  Hour  9:30a.m. 

Luncheon  12:45  p.m. 

Special  Entertainment  2 : 30  p.m 


How  to  reform  a persnickety  eater 


CYANOCOBALAMI  N (CRYSTALLINE  VITAMIN  B[2) 

Weight  gain  and  increased  interest  in  food  often  follow  the  use 
of  REDISOL  as  a d ietary  su pplement. The  cherry-flavored  Elixir 
or  the  soluble  Tablets  are  both  readily  miscible  with  liquids. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO . , I N C . . P H I L A D E L P H I A 1.  PA 
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Medihaler 

Means  self-powered,  uniform, 
measured-dose  inhalation  ther- 
apy . . . made  possible  by  specially 
designed  metered-dose  valve  . . . 


Medihaler 


Means  true  nebulization.  Each 
measured  dose  provides  80  per 
cent  of  its  particles  in  the  opti- 
mal size  range— 0.5  to  4 microns 
radius— insuring  effective  pene- 
tration of  the  respiratory  tract. 


Medihaler 

Means  an  unbreakable  Oral 
Adapter— no  movable  parts  — 
no  glass  to  break— no  rubber 
to  deteriorate  . . . 


Medihaler 

Means  notably  safe  and  effec- 
tive therapy  when  indicated  for 
children.  Medication  is  in  leak- 
proof  plastic  coated  bottles  . . . 


Medihaler 

Medication  and  Adapter  fit  into  neat 
plastic  case,  convenient  for  pocket 
or  purse . . . 


Medihaler 

Means  greater  economy— no 
costly  glass  nebulizers  to  re- 
place, and  one  or  two  inhalations 
usually  suffices  for  prompt  relief. 


The  Unique  Measured-Dose  Inhalation  Method 


In  Asthma 


For  Rapid  Relief  of  Acute  or  Continuing  Bronchospasm 


Medihaler-Epi  Medihaler-lso" 


Riker  brand  of  epinephrine  0.5%  solu- 
tion in  inert,  nontoxic  aerosol  vehicle. 
Each  ejection  delivers  0.125  mg.  epine- 
phrine. In  10  cc.  vial  with  metered- 
dose  valve,  sufficient  for  200  inhalations. 


Riker  brand  of  isoproterenol  HC1 
0.25%  solution  in  inert,  nontoxic  aero- 
sol vehicle.  Each  ejection  delivers  0.06 
mg.  isoproterenol.  In  10  cc.  vial  with 
metered-dose  valve,  sufficient  for  200 
inhalations. 


Medihaler-Epi  replaces  injected  epine- 
phrine in  emergency  situations  in  which 
respirations  have  not  ceased.  It  provides 
rapid  relief  in  acute  food,  drug,  or  pollen 
reactions  (including  urticaria,  broncho- 
spasm, angioneurotic  edema,  edema  of 
glottis,  etc.).  In  most  instances  only 
one  inhalation  is  necessary. 


Note:  First  prescription  for  Medihaler  medi- 
cations should  include  the  desired  medication 
and  Medihaler  Oral  Adapter. 
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recognized 

as  a potent,  specific  anti-arthritic 

established 

by  over  lOO  million  patient  days 

substantiated 

in  more  than  700  published  reports 


BUTAZOLIDIN 


(phenylbutazone  geigy) 

potent, 
anti-arthritic 


Based  on  an  impressive  background  of  achievement  attained 
over  a period  of  four  years  involving  both  long-term  and 
short-term  therapy  in  all  the  major  forms  of  arthritis, 
Butazolidin  is  recognized  as  one  of  the  most  effective 
anti-arthritic  agents  currently  available. 


RECOVERY 


Good  health  is  "much  more  than  the  absence  of  dis- 
ease.”' 

To  enable  your  patient  to  resist  harder  . . . recover 
faster,  prescribe  one  or  more  viterra®  capsules  a day. 

In  one  capsule,  11  minerals,  10  vitamins  . . . formu- 
lated for  more  complete  supplementation  and  the 
building  of  reserves. 

VITERRA 


THE  COMPLETE  VITAMIN-MINERAL  FORMULA 
Now  in  three  forms: 

viterra®  capsules  for  daily  supplementation-bottles 
of  30  and  100.  viterra®  tastitabs*,  where  capsules 
are  a problem  . . . newest  way  to  take  vitamins  and 
minerals- bottles  of  100  and  250.  viterra®  thera- 
peutic, when  higher  potencies  are  indicated- bottles 
of  30  and  100. 

1.  Stieglitz,  E.  J.:  in  Modern  Nutrition  in  Health  and  Disease, 
ed.  by  Wohl,  M.  G.  and  Goodhart,  R.  S.,  Lea  and  Febiger, 
Philadelphia,  1955,  p.  945. 


Chicago  11,  Illinois 


PEACE  of  mind  ATARAX® 
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•Trademark 


Pick -of- the -crop  Apples 


Another  reason  why  you  can  recommend 


Beech-Nut  with  confidence 


Beech-Nut  apples  are  the  pick  of  the  crop 
from  the  finest  orchards.  So  perfect  they  can 
be  cooked  with  the  red  skins  on  them  so  that 
precious  vitamins  directly  beneath  the  skin 
are  preserved.  It’s  with  good  reason  doctors 
recommend  Beech-Nut  confidently. 
BEECH-NUT  BABY  FOODS,  CANAJOHARIE,  NEW  YORK 


Trust  Beech-Nut... 
carefulest  baby  feeders 
in  the  world 
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(Dihydrocodeinone  with  Homatropine  Methylbromide) 


Relieves  cough  quickly  and  thoroughly  ■ Effect 
lasts  up  to  six  hours  permitting  a comfortable 
night’s  sleep  ■ Controls  useless  cough  without  im- 
pairing expectoration  ■ Rarely  causes  constipation 


Syrup  and  oral  tablets. 
Each  teaspoonful  or  tablet 
of  Hycodan*  contains  5 
mg.  dihydrocodeinone  bi- 
tartrate and  1.5  mg. 
Mesopi N. t Average  adult 
dose:  One  teaspoonful  or 
tablet  after  meals  and  at 
bedtime.  May  be  habit- 
forming. Available  on  your 
prescription. 


ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 

tbrand  of  homatropine  methylbromide 
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THERAPY 
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me  ou  u v*  a.y  iz>  Ldxvjaig  1111 1 1 liuiilC  LUUa  y . JDU1/, 

sometime  soon,  the  depression  and  anxiety 
you  can  see  may  lead  him  to  irresponsible 
behavior,  impaired  mental  and  emotional 
health,  or  even  to  physical  illness. 

If  he  comes  to  your  office,  you’ll  find  that 
Dexamyl*  can  help  you  to  relieve  his 
depressed  sense  of  “being  unable  to  do  any- 
thing right.”  ‘Dexamyl’  (a  combination  of 
dextro-amphetamine  sulfate,  S.K.F.,  and 
amobarbital)  is  smooth  and  subtle  in  action, 
helps  to  restore  a sense  of  well-being. 

In  three  dosage  forms:  tablets,  elixir, 

Spansule+  capsules. 

r £ 

Smith,  Kline  & French  Laboratories, 
Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 

fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


this  man 


where  is 


ME  TIM  YD 


Ophthalmic  Suspension 

(prednisolone  acetate  and  sulfacetamide  sodium) 


Ointment  with  Neomycin 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 


blepharitis  “responded  dramatically  to  both  the  drop 
and  ointment  form  of  therapy”t 
allergic  conjunctivitis  “cleared  almost  completely 
in  48  hours...”  in  12  of  14  casest 
acute,  infectious,  gram-positive  conjunctivitis 

38  of  42  cases  “subsided  within  four  to  seven  days ”t 

episcleritis  “responded  successfully  to  topical  Metimyd ”t 

marginal  ulcers  “completely  cleared  in  24  hours”! 

tAbrahamson,  I.  A.,  Jr.,  and  Abrahamson,  I.  A.,  Sr.: 
Am.  J.  Ophth.  42:482,  1956. 


W/4 


Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


Gives  fast  relief  of 
nasal  congestion 

Novahistine  works  better  than  anti 
histamines  alone.  The  combined 
of  a vasoconstrictor  with  an 
minic  drug  provides  marked 
decongestion,  inhibits 
tion . . . combats  allergic 
dosage  avoids  patient  misuse 
drops,  sprays  and  inhalants 
nates  rebound  congestion, 
will  not  cause  jitters  or  insomnia 


Each  Novahistine  Tablet  or  teaspoon- 
ful of  Elixir  provides  5.0  mg.  of  phenyl- 
ephrine HC1  and  12.5  mg.  of  prophen- 
pyridamine  maleate.  For  patients  who 
need  greater  vasoconstriction,  Nova- 
histine Fortis  Capsules,  Novahistine 
with  APC  and  Novahistine  with  Peni- 
cillin Capsules  contain  twice  the 
amount  of  phenylephrine. 


“unlock'  the 
closed-up 

nose... 
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and 


when  "head  colds" 
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become  "chest  colds" 


Nov  ahistine-  DH 


relieves 

congestion 
at  both  sites 


Fortified  Novahistine  with 
dihydrocodeinone  for  the  control 
of  coughs  and  respiratory 
congestion 


Each  teaspoonful  (5  cc.)  contains: 


Phenylephrine  hydrochloride 

10 

mg. 

Prophenpyridamine  maleate 

12.5 

mg. 

Dihydrocodeinone  bitartrate 

1.66 

mg. 

(may  be  habit  forming) 

Chloroform  (approximately) 

13.5 

mg. 

1-Menthol 

1.0 

mg. 

(Alcohol  content,  10%;  sugar,  33%%) 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


PITMAN-MOORE  COMPANY 

Division  of  Allied  Laboratories,  Inc. 

Indianapolis  6,  Indiana 


“555  (98h%)  patients  tolerated  this 
ferrous  sulfate-amino  acid  complex 
(FERRONORD)  without  complaint.”1 

“Extraordinarily  well  tolerated”  in  120 
obstetrical  and  gynecological  patients.2 

Well  tolerated  even  in  patients  with 
peptic  ulcer  and  gastritis.3 


• serum  response  in  3 hours 

• clinical  response  in  days 

• between-meal  administration 
for  better  utilization 

FERRONORD  Dosage: 

average  adult  dosage : Initially,  2 tablets  twice  a day ; in  severe  cases,  2 tablets 
3 times  daily.  Maintenance,  1 to  2 tablets  daily, 
children’s  dosage:  In  proportion. 

FERRONORD  Supplied: 

Bottles  of  100  tablets.  Each  tablet  supplies  40  mg.  of  ferrous  iron. 


1.  Frohman,  I.  P.;  Pomeranze,  J.;  Rummel,  W.;  Kircher,  R.  F.;  Clancy,  J.  B.;  Dwyer,  T.  A.;  Wagner,  H.; 
O’Brien,  T.  E.;  Curley,  R.  T.;  Jorgensen,  G.;  Onorato,  R.  R.;  Ira,  F.;  Lee,  Jr..  J.  G.;  Gorla,  W.  O.;  White, 
R.  N.;  Gadek,  R.  J.;  Remy,  D.:  Scientific  Exhibit,  6th  International  Congress  of  Hematology,  Boston,  Mass., 
August,  1956. 

2.  Wagner,  H.:  Landarzt  31:496,  1955. 

3.  Jorgensen,  G.:  Arztl.  Wchnschr.  10: 82,  1955. 

*Pat.  Pending,  fa-aminoacetic-ferrous  sulfate  complex,  exsiccated 


NORDMARK 


PHARMACEUTICAL  LABORATORIES,  INC.,  IRVINGTON,  N.  J. 


Suppliers  of  fine  chemicals  to  the  pharmaceutical  industry  for  more  than  a quarter  of  a century. 
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Comparison  of  stability  of  penicillin  G 
and  penicillin  V in  acid  media 


The  penicillins  have  been  subjected  to 
a p h of  1.5  at  37° C.  at  the  stated  time 
intervals.  The  percentages  shown  ex- 
press the  residual  potency. 


The  penicillin  designed  specifically  for  oral  administration 


V-CILLIN 


Dosage:  125  to 250  mg.  ( 200,000 
to  400,000  units ) t.i.d. 
Supplied:  Pulvules  — 125  and 
250  mg. 

Pediatric  suspensions — 125  and 
250  mg.  per  5-cc.  teaspoonful 

Also.  'V-Cillin-Sulfa'  ( Penicil- 
lin V with  Triple  Sulfas,  Lilly), 
tablets  and  pediatric  suspension 


(Penicillin  V,  Lilly) 

‘V-Cillin’  is  the  only  penicillin  that  passes 
through  the  stomach  without  significant  loss 
of  potency  and  is  rapidly  absorbed  in  the 
duodenum.  Thus,  ‘V-Cillin’  usually  gives 
you  a clinical  dependability  comparable  to 
that  of  parenteral  penicillin.  In  fact,  the 
literature  generally  agrees  that  ‘V-Cillin’ 
can  be  effectively  and  safely  used  in  many 
conditions  previously  treated  parenterally. 


733004 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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York  16,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

be  typed  double-spaced  with  adequate  margins.  The 
first  page  should  list  the  title,  the  name  of  the  author 
(or  authors),  degrees,  and  any  institutional  or  other 
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of  address. 
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EDITORIALS 


The  Sesquicentennial  Seal 


The  Medical  Society  of  the  State  of  New 
York  is  indeed  fortunate  to  have  as  a talented 
and  interested  member  such  a physician- 
artist  as  Dr.  Frank  LaGattuta  who  has  de- 
signed the  special  Sesquicentennial  Seal  cur- 
rently appearing  on  the  Society’s  letter- 
heads and  stationery. 

Against  a background  of  the  State  of 
New  York  the  traditional  emblem  of  the 
medical  profession,  the  single  serpent  en- 
twined about  the  staff,  appears  in  bold  re- 
lief together  with  the  symbol  of  the  modern 
atomic  age  in  a balanced  design.  Thus  there 
is  suggested  the  retention  of  the  traditional 
precepts  of  the  ancients  as,  for  example,  the 
oath  of  Hippocrates  and  the  wisdom  of  the 
Preceptors  and  the  acceptance  and  utiliza- 
tion of  the  products  of  controlled  nuclear 


reactors,  the  isotopes,  which  are  proving  to 
be  of  inestimable  value  to  the  profession  and 
the  people.  There  is  an  economy  of  line  in 
the  design  and  an  admirable  restraint  in  the 
use  of  color,  all  of  which  has  resulted  in  a 
most  pleasing  effect. 

Dr.  LaGattuta  has  a naturally  fine 
draught  manship  and  appreciation  for  de- 
sign. He  has  bad  no  formal  training  either 
in  drawing  or  painting,  we  are  informed,  but 
practices  both  as  a recreational  hobby. 

We  feel  that  the  thanks  of  the  Society  for 
his  work  as  expressed  formally  at  a recent 
Council  meeting  are  well  merited  and  justly 
deserved.  It  is  to  be  hoped  that  Dr.  La- 
Gattuta’s  example  may  encourage  others  of 
our  physician  membership  to  develop  their 
talents  in  draftsmanship  and  painting. 


The  American  Medical  Education  Foundation 


The  fifth  annual  report  of  the  A.M.E.F.  is 
an  encouraging  document,  showing  the  prog- 
ress of  the  medical  profession  toward  its 
support  of  the  medical  schools.  It  is  with 
optimism,  therefore,  that  this  report  de- 
scribes the  progress  we  are  making  toward 
our  goal  of  two  million  dollars  annually 
from  the  medical  profession.  The  necessity 
for  this  progress  is  emphasized  by  the  recent 
activities  in  Congress  toward  Federal  sup- 
port of  the  schools.  Therefore,  we  must 
intensify  our  efforts  to  realize  this  goal.  We 
can  take  pride  in  the  figures  which  show 
that  more  than  20  per  cent  of  the  medical 
profession  is  now  contributing  through 
A.M.E.F.  to  the  medical  schools,  but  we 
must  increase  this  percentage. 

The  highlights  of  1955  and  the  growth  of  the 
medical  schools  of  the  country  are  shown  as 
follows  in  brief : 

79  schools  in  1953 

80  schools  in  1954 


81  schools  in  1955 

82  schools  in  1956 

The  82  great  medical  schools  now : 

Train  11,000  graduate  doctors,  residents,  in- 
terns, etc.,  and  give  refresher  courses  to 
17,000  physicians. 

Teach  27,000  undergraduate  medical  students, 
graduating  more  than  6,500  annually. 

Instruct  16,000  dental,  pharmaceutical,  and 
nursing  students  plus  8,000  nonmedical 
students. 

Furnish  leadership  and  counsel  for  health 
agencies. 

Provide  two  million  people  with  free  medical 
care  (valued  at  100  million  dollars). 

How  is  your  money  used?  The  schools 

Serve  47,000  family  doctors,  hospital  staff 
members,  etc.,  through  short  courses. 

Conduct  research  projects  costing  $32,000,- 

000. 

One  dean  has  said  that  it  meant  the  difference 
in  his  school  being  able  to  retain  a number  of 
young  instructors  where  there  was  no  provision 
in  the  budget  for  the  comparatively  small  raise 
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required.  Another  dean  replaced  worn-out 
slide  projector  equipment  essential  to  the 
teaching  of  histology,  bacteriology,  and  other 
lecture  courses.  A third  dean  spoke  of  the 
many  emergencies  that  come  up  in  teachers, 
facilities,  and  laboratory  equipment  in  which 
these  unrestricted  grants  were  used  to  solve 
problems  otherwise  damaging  to  teaching  pro- 
grams. 

In  the  amount  of  contributions  New  York 
State  ranks  fourth  but  is  second  in  number 
of  contributors.  This  record  could  be 
considerably  better,  and  wre  earnestly  hope 
it  will  be.  The  goal  of  two  million  dollars 
annually  from  the  medical  profession  for 
unrestricted  grants  to  the  schools,  although 


unfortunately  not  yet  attained,  is  a modest 
one  in  the  light  of  the  over-all  earnings  of 
doctors  throughout  the  nation.  We  urge 
the  profession  in  this  State  to  place  New' 
York  in  first  place  in  the  above  ranking  in 
both  categories. 

There  are  in  this  State  now  ten  medical 
schools  out  of  the  82  in  the  country.  No  one 
need  hire  a computing  machine  to  figure  out 
that  a large  share  of  the  money  donated  to 
A.M.E.F.  comes  back  in  support  of  our  own 
schools.  As  a matter  of  pride  in  our  own 
ten  institutions,  make  your  donation  this 
year  a generous  one,  so  that  not  only  we  but 
others  may  benefit. 


ANNOUNCEMENT 


Specialists  Ile(juired  for  OASI  Disability  Insurance  Program 

T n connection  with  the  Disability  Insurance  Program  of  Old  Age  and  Survivors 
Insurance,  the  New  York  State  Department  of  Social  Welfare  will  require  the  services 
of  medical  specialists  for  consultants  in  questionable  applications. 

Medical  findings  must  initially  be  submitted  by  the  applicant’s  personal  physician  or 
any  other  physician  who  can  furnish  information  concerning  the  applicant’s  disability. 
The  data  are  then  evaluated  by  a State  review  team,  consisting  of  a physician  and  a 
disability  examiner,  for  the  determination  of  whether  a disability  exists  in  accord  with 
the  standards  established  for  the  program.  Consultations  by  impartial  specialists  will 
be  requested  by  the  State  review  team  when  there  remains  some  question  of  the  existence 
of  a disability  severe  enough  to  meet  these  standards. 

To  serve  as  a consultant  to  this  program,  a physician  must  be  established  as  a specialist 
in  his  chosen  field,  either  through  certification  by  the  respective  American  Specialty 
Board  or  through  designation  as  a specialist  in  his  field  under  the  Workmen’s  Compensa- 
tion program  of  New  York  State. 

The  State  Vocational  Rehabilitation  fee  schedule  will  be  followred  in  paying  for  this 
service.  The  basic  fees  allowed  are  $10  per  consultation,  with  the  following  exceptions: 
psychiatric  $20;  neurologic  $20;  urologic  $15.  Extra  fees  are  allowable  for  such 
diagnostic  tests  as  a teleroentgenogram  or  an  electrocardiogram. 

Medical  consultants  with  the  above  qualifications  are  invited  to  submit  their  names  to 
the  Department  wdth  the  indication  that  they  would  like  to  have  patients  referred  to 
them  for  this  impartial  examination.  Patients  will  be  assigned  to  the  consultants  in  their 
community  on  a rotation  basis. 

Those  interested  please  write  to  Dr.  Joseph  J.  Oliva,  New  York  State  Department  of 
Social  Welfare,  Bureau  of  Disability  Determinations,  136  Church  Street,  New  York  7, 
New  York. 


January  15,  1957 
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SeA<^icetttea*tial  ^cutqccet 

in  the  GRAND  BALLROOM 
of  the  WALDORF-ASTORIA,  NEW  YORK  CITY 
TUESDAY  EVENING,  FEBRUARY  19,  1957 

at  7:30  P.M. 

Outstanding  Menu 
Headline  Entertainment 
Dancing  to  the  Music  of  Ben  Cutler’s  Orchestra 

A SPARKLING  EVENING  OUT  IN  NEW  YORK 

A TOAST  TO  YOUR  SOCIETY’S  150th  BIRTHDAY 

AN  OCCASION  THAT  WILL  LONG  BE  REMEMBERED 


Please  send  me tickets  at  $15.00  each. 

I would  like  to  reserve Table(s)  (Tables  seat  10) 


Please  attach  guest  list. 

Enclosed  please  find  my  check  for  $ 


Name 


Please  Print 


Address 


Please  Print 


Send  checks  and  orders  to: 


Medical  Society  of  the  State  of  New  York 
386  Fourth  Ave.,  New  York  16,  New  York 
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IMPORTANT  RESEARCH  CONTRIBUTION 


A Practical  New  Steroid 
for  Protein  Tissue  Building 


Nilevar 

(BRAND  OF  NORETHANDROIONE) 


PROTEOGENIC  effectiveness  • The  newest  Searle  Research 
development,  Nilevar,  exerts  a potent  force  in  protein  anabo- 
lism. Yet  it  is  without  appreciable  androgenic  effect  (approxi- 
mately one-sixteenth  of  that  exerted  by  the  androgens). 

Investigations  with  Nilevar  show  that  nitrogen,  potassium 
and  phosphorus  are  retained  in  ratios  indicating  protein  anab- 
olism. Nilevar  is  thus  the  first  steroid  which  is  primarily  ana- 
bolic and  which  provides  a practical  means  of  meeting  the 
numerous  demands  for  protein  synthesis. 

NILEVAR  IS  ORALLY  effective  • Clinical  response  to  Nilevar 
is  characterized  not  only  by  protein  anabolism  but  also  by  an 
increase  in  appetite  and  an  improved  sense  of  well-being. 

safety  and  precautions  • Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic  effects  after 
six  months  of  continuous  administration  of  high  dosages. 
Nilevar  should  not  be  administered  to  patients  with  prostatic 
carcinoma.  Nausea  or  edema  maybe  encountered  infrequently. 

dosage  • The  daily  adult  dose  is  three  to  five  Nilevar  tablets 
(30  to  50  mg.)  but  up  to  100  mg.  may  be  administered.  For 
children  the  daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight.  Individual  dosages  depend  on  need  and  response  to 
therapy.  Nilevar  is  available  in  10  mg.  tablets.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


INDICATIONS: 

Nilevar  is  indicated  in  the  vast 
area  of  surgical,  traumatic  and 
disease  states  in  which  protein 
anabolism  is  desirable  for  has- 
tening recovery.  The  specific 
indications  are: 

1.  Preparation  for  elective  sur- 
gery. 

2.  Recovery  from  surgery. 

3.  Recovery  from  illness:  pneu- 
monia, poliomyelitis  and  the 
like. 

4.  Recovery  from  severe 
trauma  or  burns. 

5.  Nutritional  care  in  wasting 
diseases  such  as  carcinoma- 
tosis and  tuberculosis. 

6.  Domiciliary  care  of  decubi- 
tus ulcers. 

7.  Care  of  premature  infants. 

V 
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YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

N EO 


HYDRIN 


BRAND  OF  CHLORMERODRIN  oe.3  mg.  of  j-cmloromercuri-2-metmoxy-propylure* 

EQUIVALENT  TO  lO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN*  SODIUM 

D E BRAND  OF  M ERALLURIDE  INJECTION 


61IS6 


SCIENTIFIC  ARTICLES 


A New  Approach  to  the  Control  of  Chemical 

Poisonings 


HAROLD  JACOBZINER,  M.I).,  AND  IIARRY  RAYBIN,*  NEW  YORK  CITY 
(From  the  Poison  Control  Center,  New  York  City  Department  of  Health) 


As  a result  of  the  forward  march  of  medicine, 
morbidity  and  mortality  from  childhood 
diseases  have  been  markedly  reduced  in  the  past 
decade.  However,  accidental  chemical  poison- 
ings have  increased  sharply,  particularly  in  the 
past  few  years,  in  spite  of  the  fact  that  accidents 
are  nearly  always  preventable.  The  unprece- 
dented increase  is  related  to  the  mounting  rise 
in  new  products,  drugs,  and  household  prepara- 
tions which  appear  on  the  market  daily  and 
which  soon  find  their  way  into  the  average 
American  home  (Fig.  1). 

This  major  public  health  problem  requires 
imaginative,  bold,  dynamic,  and  immediate 
action.  Since  sound  preventive  programs  are 
predicated  on  a thorough  knowledge  of  the  epi- 
demiology and  pathogenesis  of  disease  condi- 
tions, a great  deal  remains  to  be  learned  about 
accidental  poisonings- — how,  where,  when,  why, 
and  to  whom  they  occur.  Although  reporting 
of  poisonings  in  New  York  City  had  been  man- 
datory for  a long  time,  such  reporting  by  phy- 
sicians was  negligible,  and  only  a handful  of 
cases  were  reported  annually. 

Plan  of  Action 

To  obtain  more  precise  knowledge,  to  dis- 
seminate the  information  gained  as  quickly  and 
as  widely  as  possible,  and  to  attack  the  over-all 


* By  invitation. 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Preventive  Medicine  and  Public  Health.  May  10  1950. 


problem  on  all  fronts,  the  establishment  of  a 
central  source  of  information  and  services  was 
thought  to  be  vital.  As  a result  of  the  stimulus 
supplied  by  organized  medicine,  a Poison  Control 
Center  was  established  early  in  1955  as  a regular 
activity  of  the  Department  of  Health.  Prior  to 
its  establishment  it  received  the  approval  and 
endorsement  of  all  local  county  medical  socie- 
ties, the  New  York  Academy  of  Medicine,  the 
Pediatric  Advisory  Committee,  the  Department 
of  Hospitals,  and  the  Greater  New  York  Hospital 
Association  and  the  support  of  the  Chief  Medical 
Examiner’s  Office.  An  Advisory  Committee  to 
the  Center,  representing  leaders  in  the  fields  of 
preventive  medicine,  pharmacology,  chemistry, 
engineering,  and  industry,  was  appointed  by  the 
Commissioner  to  provide  needed  aid  and  expert 
guidance  as  indicated  (Fig.  2). 

Plan  of  Operation 

The  New  York  City  Poison  Control  Center 
operates  on  a twenty-four-hour  basis  under  a full- 
time technical  director,  medical  consultants, 
and  ancillary  personnel. 

The  center  is  not  limited  to  poisonings  in 
children  but  includes  all  ages.  Every  hospital 
in  the  city  with  emergency  and  outpatient 
services  was  requested  to  appoint  a staff  phy- 
sician who  would  be  responsible  for  the  indoc- 
trination and  orientation  of  interns,  resident 
staff,  medical  attending  staff,  and  nurses  on  the 
problems  of  accidental  poisonings.  The  des- 
ignated hospital  poison  control . officer  acts  as 
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Fig.  1.  Products,  drugs,  and  household  preparations  found  in  the  home. 


the  liaison  officer  with  the  Poison  Control  Center 
and  is  responsible  for  the  poison  control  program 
within  the  hospital.  All  130  hospitals  in  the  city 
have  assigned  such  poison  control  officers  within 
their  respective  hospitals  and  are  participating 
voluntarily  in  the  program. 

Accidental  chemical  poisonings  are  reported  to 
the  center  by  physicians  and  hospitals  on  a 
prescribed  poisoning  report  form  (Fig.  3). 
Following  discharge  and  completion  of  treat- 
ment of  patient,  hospitals  are  also  requested  to 
report  promptly  on  a special  form  about  the 
symptoms  and  relevant  data  on  the  poisoning, 
including  the  mode  of  therapy  (Fig.  4). 


To  complete  the  epidemiologic  investigation 
and  to  obtain  the  family  and  environmental 
background,  home  visits  are  made,  and  data 
from  home  investigation  are  recorded  on  a 
designated  form. 

Jr  hat  Does  the  Poison 
Control  Center  Do? 

1.  It  receives  inquiries  from  hospitals,  family 
physicians,  families,  and  community  agencies  in 
local  and  regional  areas  (Fig.  5) . 

2.  It  provides  to  practicing  physicians  and 
hospitals  reliable  and  up-to-date  information 
on  the  toxic  ingredients  in  chemical  substances, 


Fig.  2.  Advisory  Committee  to  the  Poison  Control  Center,  New  York  City  Department  of  Health. 
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CONTROL  OF  CHEMICAL  POISONINGS 


REPORT  OF  COMMUNICABLE  DISEASE,(foiSONINQ) OR  ANIMAL  BITE 


NOTE:  In  addition  to  this  report,  all  poisoning  or  animal  bite  cases  must  be  reported  by  telephone. 
Cases  of  Tuberculosis  are  reported  on  Form  HOT.  Cases  of  Venereal  Disease  are  reported  on  Form  417V. 


NAME  OF  PATIENT,  LAST  FIRST 

AGE 

SEX 
M - F 

COLOR 

ADDRESS  BORO  APT-FL 

c/ o 

DISEASE  OR  POISONING 

DATE  OF  ONSET 

IF  POISONING CAUSATIVE  AGENT 

REPORTED  BY 

ADDRESS 

TEL.  NO. 

PATIENT  NOW  AT  (HOSPITAL OTHER  LOCATION) 

DATE  ADMITTED 

FILL  OUT  BELOW  INFORMATION  REQUIRED  FOR  ANIMAL  BITE  CASES 


NAME  OF  ANIMAL  OWNER 

ADDRESS  OF  OWNER 

PART  OF  BODY  BITTEN 

KIND  OF  ANIMAL 

DATE  OF  BITE 

□ CHECK  IF  MORE 

FORMS  ARE  REQUIRED 

395V  BUREAU  OF  PREVENTABLE  DISEASES DEPARTMENT  OF  HEALTH THE  CITY  OF  NEW  YORK 


Fig.  3.  Poisoning  report  form  to  be  used  by  physicians. 


makes  available  diagnostic  facilities  as  indicated, 
and  recommends  modes  of  therapy. 

3.  It  makes  complete  epidemiologic  investi- 
gations by  means  of  reporting  and  home  visiting 
by  public  health  nurses  and  sanitarians. 

4.  Epidemiologic  data  are  carefully  collected, 


tabulated,  and  analyzed  by  type  of  poison, 
age,  sex,  color,  locale,  season,  time  of  day,  type 
of  activity,  type  of  treatment,  preventability, 
etc. 

5.  It  formulates  sound  preventive  measures 
based  on  facts  obtained,  including  appropriate 


THE  CITY  OF  NEW  YORK  - DEPARTMENT  OF  HEALTH  - POISON  CONTROL  CENTER 

Immediately  following  discharge  of  patient  who  has  ingested  or  been  exposed  to  toxic  materials,  fill  out  this  report  and  mail  to: 
Poison  Control  Center , Department  of  Health , 125  Worth  Street , New  York  13,  N.  Y. 


IDENTIFYING  DATA 


ADDRESS  OF  PATIENT 

FLOOR 

APT 

PHONE 

c/o 

COLOR 

IS  EX 

□ W ON 

□ M 

□ Other 

Id  r 

NAME,  LOCATION  OF  □ HOSPITAL  OR  □ PHYSICIAN 

□ O.  P.  D. 

DATE  ADMITTED 

AGE 

□ 1.  P.  D. 

DATA  RELATING  TO  INJURIOUS  AGENT 


CAUSATIVE  AGENT  (e.g.r  INSECTICIDE,  FUEL  OIL,  BLEACH.  Etc.) 

ACCIDENT 
□ Ye*  □ No 

SUICIDE 
□ Yes  □ No 

OVERDOSE 
D Ye*  □ No 

CONSTITUENT  (e.g.i  ARSENIC.  HYPOCHLORITE.  Etc.) 

TRADE  NAME  OF  CAUSATIVE  AGENT 

IS  IT  AVAILABLE  Q Ye» 
FOR  ANALYSIS?  □ No 

NAME  AND  ADDRESS  OF  MANUFACTURER 

CLINICAL  DATA 


AM'T  TAKEN 

DATE 

TIME  TAKEN 

VOMITED? 

f~l  Induced  1 TIME 

| STOMACH  LAVAGED? 

FLUID  USED 

DATE 

TIME 

A.M. 

P.M. 

□ Ye*  □ No 

O Spontaneous 

*;£  | □ Y..  □ No 

A.M. 

P.M. 

SIGNS  AND  □ ABDOMINAL  PAINS  □ DYSPNEA  □ CONVULSIONS  □ STUPOR  □ CYANOSIS 

SYMPTOMS:  □ NAUSEA  □ VOMITING  □ BURNING  IN  MOUTH  OR  THROAT  □ COMA  □ DIARRHEA 


RESULTS  OF 
LABORATORY 
ANALYSIS 

BLOOD 

URINE 

FECES 

GASTRIC  CONTENT 

OTHER 

TREATMENT  GIVEN 

HOSPITALIZED  DURATION  FATAL  DATE  OF  DEATH  OR 

OF  DISCHARGE 

□ Yes  □ No  HOSPITALIZATION  DAYS  □ Yes  □ No 

PERTINENT  PHYSICAL  FINDINGS  AND  PRESENT  CONDITION 

AUTOPSY 

USE  REVERSE  SIDE  FOR  REMARKS. 

□ CHECK  IF  MORE  FORMS  ARE  DESIRED. 

45  VX-10M -923066(55)  114  Signature  Title  Date 


Fig.  4.  Poisoning  report  form  to  be  used  by  hospitals  after  discharge  of  patient. 
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Fig.  5.  Inquiries  to  Poison  Control  Center. 


therapy,  corrective  labeling,  standardization  of 
dosage,  packaging,  and  precautionary  measures 
to  be  employed  in  home  and  industry. 

6.  It  provides  consultant  services  to  other 
existing,  newly  created,  and  planned  poison 
control  centers  throughout  the  country. 

7.  It  makes  the  information  obtained  avail- 
able to  other  agencies  and  activities,  both  public 
and  private. 

8.  It  carries  on  an  active  educational  pro- 
gram of  (a)  staff  of  participating  hospitals,  (6) 
staff  of  the  Health  Department,  and  (c)  practic- 
ing physicians  by  means  of  technical  bulletins, 
pamphlets,  and  local  county  medical  society 
bulletins. 

9.  Last  but  most  important  is  education  of  the 
■public  and  the  community. 

The  Poison  Control  Center  has  received  the 
wholehearted  support  and  the  widest  recognition 
of  the  organized  medical  profession. 

Findings  and  Analysis  of  Data 

A total  of  2,908  poisonings  were  reported  to  the 
Center  during  1955  (Table  I).  About  half  of 
these  were  in  children  under  fifteen  years  of  age. 

Age  two  years  w'as  the  most  dangerous  and 
accounted  for  the  highest  number  of  incidents. 
Except  for  barbiturates,  aspirin  was  the  drug 
most  commonly  involved  and  was  the  chief 
offender  in  children  under  fifteen  years.  The 


first  four  years  of  life  were  responsible  for  32  per 
cent  of  all  poisonings,  whereas  they  constitute 
only  7 per  cent  of  the  total  population. 

There  were  1,151  poisonings  reported  in 
children  under  fifteen  years  of  age.  Aspirin 
was  responsible  for  12  per  cent  of  all  poisonings 
in  this  group  with  lead  following  closely  behind. 
More  than  200  substances  were  involved  in 
poisonings,  and  they  ranged  from  alpha  to  omega. 

The  type  of  poison  ingested  was  intimately 
associated  with  the  child’s  stage  of  growrth  and 
development.  The  one-year-old  who  crawls 
about  on  the  floor  is  subject  to  poisoning  from 
household  products  found  on  the  floor,  under  the 
sink,  or  in  other  places  at  low  levels.  On  the 
other  hand,  the  older  child  who  can  climb  to 
higher  levels  is  more  frequently  a victim  of 
drugs  and  preparations  kept  in  the  medicine 
chest,  in  drawers  of  bureaus,  and  on  tables, 
dressers,  and  shelves. 

The  younger  child’s  exploratory  nature,  lack 
of  caution,  and  inexperience  are  also  contrib- 
uting factors.  The  transfer  of  a substance  from 
the  original  container  to  a household  utensil  such 
as  a glass  jar,  saucer,  etc.,  was  also  responsible 
for  many  occurrences. 

Only  a very  small  number  of  poisonings  were 
due  to  overdosages  prescribed  by  physicians, 
but  a sizable  number  resulted  from  self-medica- 
tion. The  kitchen  is  the  most  hazardous  place 
for  children,  with  the  bathroom  and  the  bedroom 
next  in  order.  It  was  also  found  that  the  sub- 
stances involved  were  in  open  places  and  easily 
accessible  to  children. 

Strange  Are  the  Ways  in  Which  Acci- 
dents Happen 

“The  Double  Handicap” 

A three  and  one-half-year-old  male  child  was 
playing  in  the  ‘‘rumpus  room”  in  the  basement.  He 
climbed  on  a small  table  up  to  the  bar  and  obtained 
the  Bacardi  rum  bottle  and  ingested  some  of  its 
contents.  He  then  lost  his  balance  and  fell  to  the 
floor.  He  hit  his  head  and  suffered  lacerations  of 
the  scalp  which  required  suturing.  He  also  pre- 
sented signs  of  concussion  in  addition  to  alcoholism. 
His  stomach  was  lavaged,  and  after  several  days  in 
the  hospital  he  made  an  uneventful  recovery. 

“A  True  Fish  Story” 

Father  had  just  returned  from  a very  successful 
fishing  trip  and  invited  several  neighbors  to  partake 
of  the  catch.  A two-year-old  child  who  was  asleep 
was  awakened  by  the  noise  and  came  into  the  kitchen 
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r Ages  (Years) — Child’s  Adult  Total 

Under  Over  Age  Age  Age  Chief  Total 

Type  of  Poison  1 1 to  2 2 to  3 3 to  4 4 to  5 5 to  9 10  to  14  15  to  19  19  Unknown  Unknown  Unknown  Offenders  Cases 
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* Cosmetics:  deodorant,  hair  bleach,  color  tints,  shampoo,  perfume  and  cologne,  skin  lotion,  mascara,  liquid  makeup. 


J ACOBZINER  AND  RAY  BIN 


to  look  at  the  fish.  Mother  decided  to  clean  the 
sink  with  bleach  in  order  to  get  rid  of  the  fishy  odor. 
A kindly  neighbor  provided  the  bleach,  which  was 
stored  in  a drinking  glass  and  placed  on  the  kitchen 
table.  When  the  mother  turned  her  back  for  a 
moment  to  get  a washcloth,  the  child  obtained  the 
glass  filled  with  the  bleach  and  ingested  its  con- 
tents. Happily,  he,  too,  fully  recovered. 

Comment 

Poisoning  is  defined  as  the  abnormal  ingestion, 
absorption,  or  inhalation  of  a substance  which 
may  lead  to  untoward  symptoms. 

Accidental  chemical  poisonings  are  of  mul- 
tiple etiology.  The  agent,  host,  and  environ- 
ment all  play  a significant  role  in  the  causation 
of  poisonings,  and  their  interrelationship  must 
be  investigated,  identified,  and  understood.  The 
problem  is  many-sided  and  complex  and  requires 
collaborative  community  effort.  The  essential 
tools  of  epidemiology,  which  have  proved  so 
successful  in  the  control  of  communicable  dis- 
eases, must  be  applied  to  accidental  poisonings, 
for  accidents  follow’  the  same  basic  pattern  as 
disease  processes.  For  this  reason  it  is  strongly 
believed  that  a Poison  Control  Center  should  be 
under  the  auspices  of  and  located  within  health 
departments. 

Health  departments  have  had  experience  with 
epidemiologic  principles  and  have  been  eminently 
successful  in  applying  these  principles  in  the 
control  of  infectious  and  communicable  diseases. 
In  addition,  health  departments  provide  com- 
munity-wide services  and  have  all  the  skills  and 
disciplines  necessary  for  the  solution  of  this  chal- 
lenging problem. 

It  may  be  stated  parenthetically  that  the 
New  York  City  Poison  Control  Center  is  serving 
not  only  the  local  area  but  adjacent  states,  and 
inquiries  are  received  from  all  parts  of  the  coun- 
try. It  may  be  mentioned  with  some  degree  of 
pride  that  in  most  cases  information  requested  is 
provided  by  the  Center  to  the  inquirers  within  a 
matter  of  minutes.  No  effort  or  expenditure  is 
spared  to  obtain  the  information  if  unavailable 
at  the  time  the  call  is  received.  The  Center  is 
also  being  utilized  as  a facility  for  diagnostic 
confirmation  of  difficult  and  obscure  clinical 
entities  such  as  purpura  of  undetermined  origin. 
In  two  recent  cases,  for  example,  two  fatalities 
in  adults  occurred  in  separate  families.  Children 
in  each  of  these  families  also  presented  signs  of 
purpura.  Assistance  of  the  Center  was  sought 


to  determine  and  identify  the  possible  etiology 
of  these  poisonings. 

The  management  and  treatment  of  poisonings 
are  actually  of  “secondary”  importance  since 
there  are  only  a few  specific  antidotes  available 
and  most  of  the  cases  are  successfully  treated 
with  lavage.  It  may  be  of  importance,  however, 
to  know  when  not  to  lavage.  The  primary  ob- 
jective of  the  Center  now  is  focused  on  preven- 
tion, for  prevention  is  by  far  the  best  therapeutic 
measure  available.  The  Poison  Control  Center 
concerns  itself  with  standardization  of  dosages, 
packaging,  and  proper  labeling.  It  is  believed 
that  merely  specifying  ingredients  on  the  label 
or  stating  that  it  is  a “poison”  is  insufficient. 
The  information  on  the  label  ought  to  be  of  a 
more  practical  and  functional  nature.  The 
label  should  include  in  bold  type  advice  to 
parents  to  keep  the  substance  out  of  reach  of 
children  and  under  lock  and  key.  The  toxic 
ingredients  and  antidote,  if  any,  and  a recom- 
mendation to  observe  and  read  the  label  content 
may  also  prove  helpful. 

The  value  of  education  as  a potent  force 
against  accidental  poisonings  cannot  be  over- 
estimated. Public  health  education  must  be 
directed  at  all  levels.  To  be  effective  it  must  be 
accurate,  reliable,  and  simply  and  effectively 
stated.  While  all  media  can  and  should  be 
employed,  the  family  physician  is  the  best  po- 
tential health  educator  and  counselor.  He  can 
provide  considerable  counseling  and  anticipatory 
guidance  during  the  medical  examination,  either 
in  his  office,  house  visits,  or  in  his  hospital  and 
clinic  practice.  Physicians  must  impress  on 
families  the  need  for  acquiring  safe  habits  and 
practices  in  and  around  their  homes.  They  must 
advise  against  self-medication  and  urge  that  all 
drugs  and  preparations  be  kept  inaccessible  to 
children.  They  must  also  continuously  inform 
parents  on  the  potential  hazards  of  household 
substances  and  drugs  and  the  need  to  institute 
safety  precautions  in  order  to  protect  the  lives 
and  well-being  of  their  children. 

To  become  an  effective  teacher,  it  is  necessary 
for  the  physician  to  acquire  a wider  knowledge 
and  become  better  informed  about  the  accidental 
chemical  poisonings.  Since  effective  control 
programs  can  be  based  only  on  factual  scientific 
information  concerning  modes  of  causation  and 
other  pertinent  factors,  accurate  reporting  of 
accidental  poisonings  by  physicians  and  hospitals 
is  of  paramount  importance  in  the  solving  of  this 
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vital  problem.  Reporting  of  accidental  poison- 
ings by  practicing  physicians  is  still  grossly 
inadequate. 

Finally,  a word  of  brotherly  caution  to  com- 
munities contemplating  establishment  of  Poison 
Control  Centers.  Before  embarking  on  such  a 
venture,  it  would  pay  handsome  dividends  to 
consult  with  organized  medical  groups  within  the 
community  and  to  evaluate  realistically  the 
drain  on  time  and  personnel.  It  is  a full-time 
job,  twenty-four  hours  a day,  three  bundled  and 
sixty-five  days  a year,  and  requires  a broad 
spectrum  of  services.  Precipitate  action  to  get 
on  the  poison  control  bandwagon  may  lead  to 
many  “headaches”  and  inadequate  services. 
This  is  not  to  be  construed  as  discouraging 
anyone  from  initiating  a sound  program. 

Summary  and  Conclusions 

1.  Accidental  chemical  poisonings  constitute 
a major  public  health  problem. 


2.  A new  approach,  establishment  of  a Poison 
Control  Center,  is  described. 

3.  Preventive  measures  must  be  based  on 
sound  epidemiologic  principles. 

4.  Health  education  is  the  keystone  of  pre- 
vention. 

5.  Much  can  be  achieved  if  present  knowledge 
is  more  widely  applied. 

6.  To  be  successful  an  action  plan  requires 
team  approach  and  community-wide  collabora- 
tive efforts. 

7.  The  physician,  hospital,  public  health 
officer,  nurse,  teacher,  social  worker,  engineer, 
legislator,  law  enforcement  officer,  and  other 
health  and  welfare  workers  must  combine  their 
skills  toward  the  solution  of  this  challenging 
problem. 

8.  Further  investigative  •research  is  needed 
on  the  various  aspects  of  accident  causation  but 
particularly  with  regard  to  the  human  factors 
involved. 


See  Special  Historical  and 
Scientific  Exhibits 

at  the 
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Pathologic  Calcification — Fact  and  Fancy 

ROGER  BAKER,  M.D.,  WASHINGTON,  D.C. 

( From  the  Department  of  Surgery , Georgetown  University  School  of  Medicine ) 


Pathologic  calcification  persists  as  a major 
clinical  and  investigative  problem.  Ab- 
normal calcification  is  observed  frequently  in 
costal  cartilage,  arteries,  pancreas,  salivary  gland, 
joints,  gallbladder,  prostate,  and  kidney.  It 
is  a commonly  accepted  medical  fact  that  many 
adults  will  develop  calcification  of  their  costal 
cartilages.  An  explanation  of  why  some  indi- 
viduals will  develop  this  calcification  and  others 
will  not  remains  a mystery.  Pathologic  calci- 
fication of  arteries  occurs  in  arteriosclerosis;  yet 
many  patients  with  arteriosclerosis  do  not  have 
calcification  of  the  intima.  The  explanation  for 
this  disparity  of  predilection  for  calcium  salt 
deposition  is  poorly  understood,  if  understood 
at  all.  The  development  of  stones  or  parenchy- 
mal calcification  within  the  pancreas,  prostate,  or 
salivary  gland  is  believed  to  be  caused  by  infec- 
tion or  obstruction  of  their  ducts.  Yet  many 
patients  with  calcification  of  these  glands  do 
not  have  proved  infection  or  demonstrable  ob- 
struction. This  observation  applies  particu- 
larly to  pancreas  and  salivary  glands.  Patients 
with  osteoarthritis  characteristically  develop 
abnormal  calcification  of  the  articular  edges  of 
joint  surfaces.  Why  the  predilection  for  these 
sites?  Why  are  certain  joints  completely  un- 
involved in  this  disease?  Rheumatoid  arthritis 
is  not  usually  accompanied  by  abnormal  calci- 
fication. The  reason  remains  unknown.  Stones 
forming  in  the  gallbladder  are  believed  to  be 
caused  by  a hyperexcretion  of  bile  salts,  infection, 
or  obstruction  of  the  extrahepatic  biliary  tree. 
What  then  is  the  basis  for  development  of  chol- 
elithasis  in  the  absence  of  infection  or  demonstra- 
ble obstruction?  Some  have  postulated  that 
there  is  hyperexcretion  or  marked  concentration 
of  bile  salts  or  crystalloids,  causing  these  salts 
or  crystalloids  to  form  a stone.  The  function 
of  the  normal  gallbladder  is  to  concentrate  bile. 


Presented,  by  invitation,  at  the  150th  Annual  Meeting  of 
the  Medical  Society  of  the  State  of  New  York,  New  York 
City,  Section  on  Urology,  May  11,  1950. 

This  study  was  supported  by  grants  from  the  United  States 
Public  Health  Service  (Grant  A-578C)  and  the  Research  Divi- 
sion of  Sterling  Drug,  Inc.,  New  York  City. 


This  concentrating  mechanism  is  not  normally 
associated  with  stone  formation.  It  is  an  ac- 
cepted physical-chemical  fact  that  supersatura- 
tion of  any  solution  causes  crystals,  not  a stone,  to 
fall  from  the  solution.  This  then  is  not  the  en- 
tire answer  to  development  of  stones  within  the 
gallbladder. 

The  basic  mechanism  involved  in  any  single 
type  of  pathologic  calcification  is  unknown. 
Various  etiologic  theories  have  been  presented 
but  are  found  lacking  for  want  of  substantiat- 
ing objective  evidence.  It  is  possible  that  a com- 
mon modus  operandi  is  active  in  all  types  of  this 
phenomenon  regardless  of  diversity  of  the  initiat- 
ing factor  or  site  of  the  pathologic  calcification. 
In  an  effort  to  elicit  a solitary,  fundamental  proc- 
ess in  this  wide  field,  our  laboratory  has  focused 
its  attention  on  the  renal  variant  for  two  rea- 
sons. First,  more  is  known  about  etiology  of 
renal  calculous  disease  than  about  any  other 
form  of  pathologic  calcification.  Second,  a num- 
ber of  apparently  unrelated  factors  can  produce 
this  condition,  thus  affording  an  excellent  ex- 
perimental and  clinical  tool  for  study  of  mech- 
anisms. It  is  the  purpose  of  this  paper  to  present 
popular  concepts  concerning  renal  calculous  dis- 
ease. These  concepts  are  to  be  evaluated  crit- 
ically with  available  facts  in  order  to  obtain 
a clear  picture  of  the  present  problem.  This  ap- 
proach frequently  means  abandoning  long  and 
fondly  held  impressions.  Adoption  of  this  at- 
titude, however,  is  the  only  method  for  reaching 
a true  concept  of  the  investigative  area  requir- 
ing study. 

As  with  most  longstanding  problems  treatable 
by  surgery,  the  indications  for  surgery  and  sur- 
gical technic  are  nicely  standardized.  It  is  only 
slight  oversimplification  of  the  surgical  attitude 
to  state  that  renal  or  ureteral  calculi  are  re- 
moved by  operation  if  the  stones  result  in  infec- 
tion, renal  damage,  or  severe  pain  wrhich  cannot 
be  otherwise  relieved.  This  paper  does  not  at- 
tempt to  discuss  signs  and  symptoms,  indications 
for  operative  removal,  or  surgical  technic  in 
management  of  patients  with  renal  or  ureteral 
calculi. 
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Size  of  llie  Clinical  Problem 

It  is  hoped  that  investigative  studies  within 
the  next  five  or  ten  years  will  produce  results 
that  can  prevent  deaths  from  renal  calculous 
disease.  At  present  thousands  of  patients  die 
each  year  from  tins  condition.  Fortunately, 
however,  most  patients  who  form  a renal  cal- 
culus never  have  a recurrence.  Ninety-one  per 
cent  of  patients  who  form  a renal  calculus  never 
develop  another  stone.1  The  greater  part  of 
our  investigative  studies,  therefore,  is  con- 
cerned with  the  remaining  9 per  cent  of  patients 
who  form  a stone  and  subsequently  develop 
one  or  more  recurrences. 

In  surveying  the  total  problem  of  renal  cal- 
culous disease,  it  is  surprising  to  learn  that  there 
has  been  little  or  no  significant  reduction  in 
this  recurrence  rate  within  the  past  sixteen 
years.1  It  should  be  recalled  that  during  this 
time  there  has  been  greater  emphasis  and  support 
from  the  laboratory  in  establishing  etiologic 
causes  of  stone  formation.  One  would  expect 
that  the  recurrence  rate  of  stone  formation  would 
be  reduced  in  view  of  this  greater  interest  and 
assistance  of  the  laboratory.  It  is  also  strange 
that  the  recurrence  rate  of  renal  calculi  has  not 
been  reduced  within  the  past  sixteen  years  since 
it  has  been  principally  during  this  period  that 
our  modern  antibiotic  and  chemotherapeutic 
drugs  have  been  discovered  and  placed  in  active 
clinical  use.  It  is  also  during  this  period  that 
many  physicians  have  come  to  use  various  diets 
in  an  attempt  to  reduce  recurrence  of  stone  for- 
mation. The  over-all  results  do  not  reflect  an 
effect  on  the  incidence  of  recurrence  rate  of 
stones  by  any  or  all  of  these  factors. 

Etiology:  Concept  Versus  Fact 

A multitude  of  factors  or  conditions  have 
been  labeled  as  etiologic  causes  of  renal  calculous 
disease.  These  “etiologic  factors”  assume  a 
wide  range  and  appear  to  be  unrelated:  hyper- 
calcemia and  hypercalciuria,  hyperparathyroid- 
ism, prolonged  immobilization,  obstructive  urop- 
athy,  pyelonephritis,  gout,  cystinuria,  dehydra- 
tion, and  dietary  excesses  or  deficiencies.  Other 
causes  of  stone  formation  have  been  postulated 
but  have  been  generally  discarded.  It  will  be 
demonstrated  subsequently  that  most  of  the 
above-mentioned  etiologic  factors  are  only  con- 
tributory to  the  development  of  stone.  If  for 
the  moment,  however,  these  are  accepted  as 


“true  etiologic  causes  of  renal  calculous  disease,” 
in  what  percentage  of  patients  with  renal  cal- 
culous disease  can  these  factors  be  demons- 
trated? In  a recently  published  study  from  our 
laboratory  of  patients  with  bilateral  or  recurrent 
calculi,  if  infection  was  included  among  etiologic 
factors,  then  one  or  more  of  these  factors  could 
be  isolated  in  57  per  cent  of  patients.1  If  in- 
fection was  excluded  as  an  etiologic  factor,  then 
no  demonstrable  etiology  was  observed  in  79.fi 
per  cent  of  patients  with  bilateral  or  recurrent 
renal  calculous  disease.  Therefore,  even  if  it 
is  assumed  that  these  factors  are  truly  causative, 
there  still  is  no  explanation  of  why  40  to  80  per 
cent  of  patients  have  formed  a calculus.  These 
are,  indeed,  discouraging  statistics. 

Hypercalcemia  and  Hypercalciuria. — In 
essence  this  concept  of  stone  formation  is  based 
on  the  premise  that  the  essential  mechanism 
involved  is  precipitation  of  crystalline  material 
from  the  urine.  Decreasing  the  calcium  salt 
solubility  constant  results  in  stone  formation. 
Causes  of  this  precipitation  include  excess 
concentration  of  crystals  or  crystalloids  in  the 
urine,  alterations  in  urinary  hydrogen  ion  con- 
centration, which  in  turn  affects  solubility  of 
calcium  phosphate,  and/or  a relative  deficiency 
of  urinary  colloids  to  hold  these  salts  in  solution. 
Without  doubt  these  and  other  factors  can  alter 
the  solubility  of  urinary  crystals  or  crystalloids. 
It  cannot  be  taken  for  granted,  however,  that 
hyperexcretion  of  certain  urinary  crystals  or 
crystalloids  per  se  will  cause  a stone.  Excess 
saturation  of  urine  or  any  other  solution  with  a 
crystal  causes  crystals  and  not  a stone  to  drop 
out  of  this  solution.  If  the  solubility  of  calcium 
salts  were  altered  to  cause  supersaturation  of  the 
urine,  then  crystalluria  would  develop  and  not 
renal  calculous  disease.  It  has  been  reasoned 
by  a number  of  authors  that  these  crystals  serve 
as  a “nidus”  or  “nucleus”  for  subsequent  depo- 
sition of  crystals  or  salts,  thus  forming  a stone. 
The  critical  factor  in  this  popular  concept  of 
stone  genesis  is  the  presence  of  a specific  cohesive 
substance  in  the  urine  that  causes  these  crystals 
or  salts  to  adhere  to  each  other  and  also  to  a 
nidus.  On  a theoretic  basis  no  renal  calculus 
wrnuld  be  formed  unless  this  specific  cohesive 
substance  were  present  in  the  urine  of  a patient 
with  hypercalcemia  and  hypercalciuria.  Statisti- 
cal data  indicate  that  this  actually  is  valid  and 
operative.  Most  patients  with  hypercalcemia, 
hypercalciuria,  or  hypercrystalluria  never  de- 
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velop  a calculus.  From  another  standpoint  the 
vast  majority  of  patients  with  urinary  tract  cal- 
culus never  have  hypercalcemia,  hypercalciuria, 
or  hypercrystalluria.  At  this  point  in  our  knowl- 
edge of  genesis  of  stone  formation,  it  must  be 
concluded  that  hypercalcemia,  hypercalciuria, 
or  hypercrystalluria  and  factors  that  decrease 
solubility  of  calcium  salts  are  contributory 
but  not  true  etiologic  factors  responsible  for  for- 
mation of  renal  calculi.  The  etiologic  factor  ap- 
pears to  be  the  specific  cohesive  material  in  the 
urine  which  causes  these  crystals  or  crystalloids 
to  adhere  to  one  another  and  thus  form  a stone. 

Hyperparathyroidism. — From  the  viewpoint 
of  the  urologist,  hyperparathyroidism  can  be  the 
cause  of  either  nephrocalcinosis  or  renal  calculi. 
Approximately  5 to  15  per  cent  of  patients  with 
renal  calculous  disease  have  hyperparathyroid- 
ism. These  patients  have  hypercalcemia  and 
hypercalciuria.  After  removal  of  the  renal 
calculus  and  the  parathyroid  adenoma,  there  is 
no  further  stone  formation.  The  problem  is  not 
so  simple.  First,  of  patients  with  proved  hyper- 
parathyroidism only  about  50  per  cent  actually 
develop  renal  calculi  or  nephrocalcinosis.2  Sec- 
ond, hypercalcemia  and  hypercalciuria  are  not 
sufficient  per  se  to  produce  renal  calculous  dis- 
ease as  previously  indicated.  Third,  it  has  been 
demonstrated  by  our  laboratory  that  parathy- 
roid hormone  has  some  specific  effect  on  the  con- 
nective tissue  ground  substance  of  the  renal 
tubule.3  Earliest  experimental  ncphrocalcino- 
sis  of  this  type  in  the  rat  is  produced  first  in  the 
basement  membrane  of  the  renal  tubule.  The 
parathyroid  hormone  has  in  some  manner  changed 
or  altered  this  connective  tissue  matrix  to  cause 
calcium  salts  to  bind  to  it.  This  altered  muco- 
protein  from  the  tubule  connective  tissue  matrix 
is  cast  into  the  tubule  and  renal  pelvis.  We 
have  demonstrated  deposition  of  calcium  salts 
on  this  protein  within  the  tubule  and  also  within 
the  renal  pelvis.  Our  study  was  based  on  earlier 
findings  by  Engel4  in  1952,  demonstrating  that 
parathyroid  extract  causes  depolymerization 
and  solution  of  the  glycoprotein  of  bone  ground 
substance  and  of  the  cartilage  spicules  at  the 
epiphysis.  It  is  highly  probable  that  the  neph- 
rocalcinosis or  renal  calculi  in  patients  with 
hyperparathyroidism  could  develop  in  the  pres- 
ence of  normal  serum  and  urinary  calcium  con- 
centrations. Removal  of  a parathyroid  adenoma 
prevents  recurrence  of  stone,  probably  on  the 
basis  of  cessation  of  connective  tissue  matrix 
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alterations  rather  than  simple  elimination  of 
hypercalcemia  and  hypercalciuria.  The  prob- 
lem remains  open  for  further  study  but  is  being 
pursued  principally  along  these  lines. 

Prolonged  Immobilization. — It  is  a popular 
opinion  that  prolonged  immobilization  of  a 
patient  in  bed  results  in  demineralization  of 
bone,  causing  hypercalcemia  and  hypercalciuria 
and  resulting  in  stone  formation.  It  has  been 
demonstrated  previously  that  hypercalcemia 
and  hypercalciuria  are  not  sufficient  in  them- 
selves to  result  in  renal  calculous  disease.  Re- 
gardless, the  incidence  of  stone  formation  in  these 
patients  is  far  less  than  previously  imagined. 
Kimbrough5  observed  that  only  2 per  cent  of 
800  recumbent  patients  studied  for  approxi- 
mately one  year  formed  urinary  calculi.  Fur- 
thermore, most  patients  with  renal  calculous 
disease  who  are  immobilized  have  pyelonephritis. 
The  cause  for  the  stone  formation  could  just 
as  reasonably  be  laid  to  infection  rather  than 
immobilization.  The  interesting  patients  in 
these  series  are  the  90  to  98  per  cent  who  are 
immobilized  but  never  form  a stone.  Stone  for- 
mation in  the  patient  with  prolonged  immobili- 
zation presents  another  important  and  unex- 
plored field  for  investigation.  If  patients  im- 
mobilized for  prolonged  periods  of  time  can  de- 
mineralize their  bone,  then  it  is  certainly  possible 
that  these  same  patients  release  into  the  serum 
and  excrete  into  the  urine  certain  mucoproteins 
from  the  bone  matrix  which  could  bind  these 
freed  calcium  salts  in  the  renal  tubules,  calyces, 
or  renal  pelvis  to  produce  renal  calculous  disease. 

Obstructive  Uropathy.— The  published  ra- 
tionale for  development  of  renal  or  vesical  cal- 
culi on  the  basis  of  obstructive  uropathy  does  not 
rest  on  firm  ground.  We  have  observed  that  only 
7 to  10  per  cent  of  patients  having  obstructive 
uropathy  actually  have  calculi.6  The  majority 
of  authors  studying  this  facet  of  the  problem 
have  failed  to  exclude  an  important  variable 
from  their  investigation,  namely,  most  of  these 
patients  also  have  urinary  tract  infection.  It 
cannot  be  stated  definitely,  therefore,  whether 
the  obstructive  uropathy  or  the  infection  con- 
tributed to  stone  formation.  Nevertheless,  in 
patients  with  obstructive  uropathy  (most  with 
urinary  tract  infection),  the  incidence  remains 
less  than  10  per  cent.  Most  authors  conclude 
that  urinary  stasis  tends  to  produce  precipita- 
tion of  crystalline  material  from  the  urine,  thereby 
forming  a stone.  It  has  been  indicated  previ- 

New  York  State  J.  Med. 


PATHOLOGIC  CALCIFICATION— FACT  AND  FANCY 


ously  that  an  increase  in  urinary  crystals  or 
crystalloids  per  se  produces  not  a calculus  but 
rather  crystalluria. 

Infection. — It  has  been  claimed  that  infec- 
tion, particularly  of  a urea-splitting  type,  is  a 
cause  for  renal  calculous  disease.  Available 
data  do  not  support  this  popular  concept.  Rov- 
sing7  reported  that  urine  was  sterile  in  56  per  cent 
of  716  patients  with  renal  calculi.  Bell8  studied 
115  cases  of  renal  tuberculosis  but  found  that 
only  three  patients  with  this  specific  infection 
developed  calculi.  We  have  reported  that  in 
patients  with  recurrent  or  bilateral  renal  cal- 
culous disease,  there  was  no  infection  in  43 
per  cent  of  the  patients.1  It  would  appear  that 
infection  is  probably  either  a contributing  factor 
to  stone  formation  or  a result  of  local  irritation, 
rather  than  a primary  cause  of  the  condition. 
If  this  problem  is  approached  from  another  di- 
rection, there  is  further  support  for  this  concept 
since  we  have  observed  that  of  patients  with 
chronic  pyelonephritis,  only  0.5  to  3 per  cent  de- 
velop calculi.9  Without  doubt  renal  infection 
usually  due  to  gram-negative  organisms  thriving 
in  an  alkaline  urine  has  considerably  more  than 
a chance  association  with  calculi.  This  pyelo- 
nephritis is  probably  a contributing  factor  or  the 
trigger  mechanism  necessary  for  activation  of 
some  stone-forming  process  already  present  in 
the  patient. 

Gout. — Many  patients  with  gout  develop 
renal  calculi,  but  the  incidence  is  considerably 
lower  than  popularly  imagined.  Only  11  to 
23  per  cent  of  patients  with  gout  have  stone  or 
uric  acid  gravel  in  the  urine.10-12  An  increased 
concentration  of  uric  acid  crystals  in  the  urine 
is,  therefore,  not  the  essential  factor  in  develop- 
ment of  a uric  acid  stone  in  a patient  with  gout 
since  the  majority  of  patients  with  this  condition 
do  not  form  stone.  Undoubtedly,  some  cohe- 
sive mucoprotein  in  the  urine  must  be  present 
in  order  that  the  uric  acid  crystals  may  adhere  to 
the  protein  and  to  each  other,  thus  forming  a 
stone. 

Cystinuria. — Cystinuria  may  be  a result  of 
greatly  diminished  or  absent  cystine  reabsorp- 
tion by  the  renal  tubules  rather  than  an  innate 
disorder  of  intermediary  metabolism  or  sulfur- 
containing  amino  acids.  Not  all  cystinuric  pa- 
tients have  calculous  disease.  Keyser  and 
Smith13  observed  that  a cystine  stone  is  found  in 
only  3 to  4 per  cent  of  cystinurics.  Cystine  is 
usually  excreted  in  the  urine  in  amounts  which 


may  be  five  to  100  times  greater  than  those  found 
in  the  urine  of  normal  persons.  This  urine  satu- 
ration is  not  associated  with  formation  of  a 
urinary  calculus  in  95  per  cent  of  patients  with 
this  condition.  Obviously,  more  than  cystine 
saturation  of  urine  is  necessary  for  stone  forma- 
tion in  these  patients. 

Dehydration. — Dehydration  produces  in- 
creased saturation  or  concentration  of  urinary 
crystalloids.  The  objections  to  the  precipitation 
theory  of  stone  formation  have  been  indicated 
above  and  are  applicable  here. 

Dietary  Excesses  or  Deficiencies. — There 
is  inconclusive  evidence  that  an  excess  of  milk 
or  milk  products  per  se  can  produce  a renal  cal- 
culus. Most  patients  with  an  enormous  in- 
take of  these  foods  never  form  a stone.  The 
stone-former  does  not  depend  on  a large  intake 
of  foods  containing  calcium.  Usually  he  de- 
velops and  redevelops  stones  on  a diet  containing 
average  or  less  than  average  intake  of  milk  or 
milk  products.  In  addition,  he  has  normal  serum 
and  urine  calcium  concentrations.  Further- 
more, we  have  been  unable  to  produce  stone  or 
nephrocalcinosis  in  experimental  animals  by 
administration  of  large  amounts  of  dibasic  cal- 
cium phosphate  or  calcium  gluconate.14 

Vitamin  D intoxication  can  produce  renal  cal- 
culous disease.  This  effect  is  obtained  by  mobi- 
lization of  minerals  from  the  skeleton,  an  effect 
similar  to  the  action  of  parathyroid  hormone. 
It  is  quite  probable  that  mucoprotein  of  the  bone 
matrix  is  also  mobilized  and  can  be  bound  to 
calcium  salts  as  both  pass  through  the  kidney 
and  into  the  urine. 

Deficiency  of  vitamin  A in  the  diet  can  pro- 
duce calculous  disease  in  rats.  The  effect  is  on 
the  connective  tissue  matrix.  The  human  liver 
contains  enormous  amounts  of  vitamin  A.  It 
is  not  likely  that  vitamin  A deficiency  can  occur 
in  this  country  since  the  effects  of  vitamin  A 
deficiency  may  be  prevented  by  very  small 
amounts  of  the  vitamin. 

Comments  on  Etiology 

Renal  stones  are  apparently  a conglomeration 
of  crystals  held  together  by  a matrix  of  muco- 
protein. This  mucoprotein  has  been  observed 
for  all  types  of  calcific  renal  stones  except  cal- 
cium oxalate  with  the  extremely  crude  Hotchkiss 
periodic-fuchsin  technic.15  Refinement  of  exist- 
ing technics  may  reveal  its  presence  in  calcium 
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oxalate  stones  as  well.  Boyce  and  others16'17 
and  Porter  and  Tamm18  have  demonstrated  the 
presence  of  mucoprotein  in  the  urine  of  patients 
with  calculi.  The  great  size  of  the  molecule 
precludes  passage  through  the  glomerulus,  thus 
indicating  that  it  must  be  formed  in  the  nephron 
or  lower  in  the  urinary  tract.  Studies  from  our 
laboratory  have  shown  bilateral  precalcific  al- 
terations in  renal  tubule  mucoproteins  with  four 
different  methods  of  producing  experimental  cal- 
culous disease.  Subsequent  calcifying  salts  were 
deposited  in  this  altered  mucoprotein,  either  in 
the  renal  tubule  (nephrocalcinosis)  or  after  it  had 
been  extruded  within  the  lumen  of  the  tubule 
and  deposited  in  the  urine  of  the  calyx  or  renal 
pelvis  (renal  calculus).  Similar  renal  tubule 
mucoprotein  abnormalities  have  been  reported 
in  patients  with  calculous  disease.19  The  specific 
nature  of  this  connective  tissue  abnormality  is 
unknown.  It  is  known,  however,  that  the  glo- 
merulus is  not  involved  in  the  process. 

Formation  of  calculi  in  the  bladder  may  be 
associated  with  connective  tissue  matrix  changes 
beneath  the  mucous  membrane.  Other  data 
from  this  laboratory  show  that  most  patients 
with  a kidney  stone  appear  to  have  bilateral 
renal  disease.1  Renal  calculous  disease  is  ap- 
parently a systemic  condition  affecting  the  tubule 
connective  tissue  matrix  of  both  kidneys.  This 
impression  is  obtained  from  several  studies.  In 
patients  having  signs  and  symptoms  due  to  a uni- 
lateral renal  calculus,  there  is  an  8 per  cent  chance 
that  a calculus  will  also  be  present  in  the  opposite 
kidney.  Recurrence  of  kidney  stone  is  as  frequent 
in  the  opposite  kidney  as  in  the  kidney  originally 
attacked.  It  previously  was  our  belief  that 
stones  recur  in  the  same  kidney  that  was  first 
subject  to  attack.  The  data  obtained  by  a 
previous  study  have  failed  to  support  this  con- 
cept.1 Of  28  patients  who  had  recurrent  uni- 
lateral renal  calculi,  there  were  more  recurrences 
in  the  contralateral  kidney  (12  patients)  than 
in  the  ipsilateral  kidney  (eight  patients)  or  in 
both  kidneys  (eight  patients).  Needle  biopsies 
of  both  kidneys  in  a small  series  of  patients 
with  unilateral  renal  stone  revealed  alterations  of 
the  connective  tissue  matrix  of  the  renal  tubules. 
It  would  appear  that  the  renal  variant  of  patho- 
logic calcification  is  essentially  a connective 
tissue  matrix  disease. 

When  appraising  the  problem  from  this  stand- 
point, it  becomes  evident  that  the  following  fac- 
tors are  necessary  for  stone  formation: 


1 . Calcium  and  phosphorus  must  be  available 
in  the  serum  or  urine,  but  clinical  and  experimen- 
tal evidence  has  shown  that  it  is  not  necessary  to 
stone  formation  that  they  be  present  in  quantities 
either  greater  or  less  than  normal.  Normal  urine 
contains  colloids,  urea,  and  citrate  ions  which  cer- 
tainly keep  many  crystalloids  in  solution.  Fac- 
tors controlling  precipitation  of  crystalloids,  such 
as  urine  volume,  pH,  and  ionic  concentration  of 
urine,  are  important  in  normal  urine.  In  a 
patient  subject  to  recurrent  stone  formation 
these  various  factors  which  tend  to  keep  crystal- 
loids in  solution  or  control  precipitation  of  the 
crystalloids  are  not  critical  to  the  stone-forming 
process. 

2.  An  etiologic  factor  is  necessary  to  convert 
specifically  the  renal  tubule  connective  tissue 
matrix  mucopolysaccharide  to  a calcium-binda- 
ble  mucoprotein. 

3.  Specific  contributory  factors  are  needed. 
These  include  such  conditions  as  dehydration, 
specific  infections,  increased  intake  of  milk  prod- 
ucts, hypercalcemia,  hypercalciuria,  prolonged 
bed  rest,  and  obstructive  uropathy.  They 
serve  to  trigger  the  basic  mechanism  in  a patient 
who  is  already  disposed  to  stone  formation. 
The  vast  majority  of  persons  with  one  or  more  of 
these  contributory  factors  never  develop  calculi. 
These  factors  result  in  stone  formation  only 
when  combined  with  some  other  specific  process 
as  yet  not  defined. 

4.  Time  is  needed  for  the  development  of 
calculi. 

Therapy 

There  is  no  evidence  that  the  recurrence  rate 
of  stone  formation  has  been  or  can  be  reduced 
by  restricting  the  patient  to  an  acid-ash  or  alka- 
line-ash diet.  Certain  foods  have  been  incrim- 
inated as  possibly  causing  stones,  such  as  spinach, 
rhubarb,  cocoa,  asparagus,  and  chocolate.  To 
date  there  is  no  evidence  that  withdrawing  these 
or  other  foods  from  the  diet  has  ever  prevented 
recurrence  of  stone  in  any  significant  series  of 
patients  studied.  It  would  appear  that  the  only 
valid  dietary  restriction  is  that  large  quantities 
of  milk  or  milk  products  are  contraindicated  in 
the  patient  with  recurrent  stone  formation. 
Oral  administration  of  large  amounts  of  alumi- 
num gel  and  an  extremely  low'  phosphate  diet 
can  apparently  reduce  the  recurrence  rate  of 
phosphate  stones.  No  more  than  1,200  to  1,300 
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mg.  of  phosphorus  and  about  700  mg.  of  calcium 
per  day  can  be  given  the  patient  in  order  that 
this  regimen  be  effective.  As  yet  there  is  no 
evidence  that  vitamin  C or  vitamin  A will  re- 
duce the  recurrence  rate  of  stone  formation. 

The  contributory  factors  mentioned  previously 
must  certainly  be  appropriately  treated.  These 
include  search  for  and  treatment  of  hyperpara- 
thyroidism, determination  of  the  cause  of  urinary 
tract  infection  and  vigorous  use  of  antibiotic 
and  chemotherapeutic  agents,  removal  of  ob- 
structive uropathy,  and  treatment  of  prolonged 
bed  rest  by  increasing  the  amount  of  passive 
or  active  exercise.  All  patients  who  have  had 
urinary  tract  calculi  should  drink  large  amounts 
of  water  daily  in  order  to  maintain  a large  urinary 
output.  Patients  with  gout  or  cystinuria  who 
have  formed  calculi  should  not  only  increase 
their  fluid  intake  but  should  maintain  an  alkaline 
urine  by  administration  of  sodium  citrate  or 
bicarbonate. 

Prien  and  Walker20  have  observed  a 90  per 
cent  reduction  in  calcific  stone  recurrence  rate 
in  19  patients  by  the  administration  of  salicyl- 
ates. It  is  their  impression  that  salicylates 
increase  the  amount  of  urinary  glucuronide. 
This  in  turn  alters  the  solubility  of  calcium  phos- 
phate. At  Georgetown  University  we  have  also 
used  salicylates  in  patients  with  recurrent  renal 
calculous  disease  for  the  past  two  years.1  Based 
on  evidence  presented  above,  it  is  our  impression 
that  renal  calculi  or  nephrocalcinosis  is  essentially 
a collagen  disease  in  that  there  is  marked  abnor- 
mality of  the  renal  tubule  ground  substance. 
Salicylates  are  used  in  treatment  of  many  colla- 
gen or  inflammatory  diseases,  such  as  rheumatic 
fever,  periarteritis  nodosa,  and  arthritis.  Results 
of  therapy  with  anti-inflammatory  drugs  in 
treatment  of  these  conditions  appeared  to  justify 
their  use  in  renal  calculous  disease.  Salicylates 
or  small  doses  of  adrenocorticotropic  hormone 
(ACTH)  or  cortisone  in  controlled  laboratory 
experiments  inhibited  stone  formation  in  some 
50  per  cent  of  animals.  Clinical  experience  dem- 
onstrated an  unpredictable  mean  of  46  per  cent 
reduction  in  recurrence  of  renal  stone  formation 
in  over  20  patients  by  use  of  salicylates  or  small 
doses  of  cortisone.  We  have  observed  that  fewer 
therapeutic  complications  have  been  present 
when  alkalinizing  salicylates,  such  as  Fizrin, 
are  administered  rather  than  aspirin.  Recur- 
rence of  renal  calculi  usually  develops  within  three 
to  five  years.1  This  obtains  in  over  two  thirds 


of  patients  with  recurrent  renal  calculous  disease. 
As  a consequence  any  optimism  about  the  use  of 
salicylates,  or  cortisone,  or  any  other  agent  in 
inhibiting  recurrence  of  stone  formation  must  be 
discouraged  until  a larger  series  of  patients  is 
studied,  results  confirmed  by  other  investigators, 
and  the  patients  observed  for  a minimum  of  five 
years  after  institution  of  therapy.  It  would  ap- 
pear that  tentative  results  observed  thus  far  in 
this  new  therapeutic  area  add  additional  sup- 
port to  the  concept  that  renal  calculous  disease 
is  essentially  an  abnormality  of  the  renal  tubule 
connective  tissue  matrix. 


Summary 

The  present  popular  concepts  of  the  etiology 
of  renal  calculous  disease  are  presented  and  com- 
pared with  available  facts  or  related  to  the  pres- 
ent status  of  the  problem.  The  results  of  re- 
cent laboratory  and  clinical  studies  in  this  field 
are  correlated  with  the  available  facts  con- 
cerning stone  formation  in  an  effort  to  postu- 
late a reasonable  theory  for  stone  forma- 
tion. From  the  therapeutic  standpoint,  ex- 
cept for  restricting  large  intake  of  milk  or 
milk  products,  no  dietary  management  appears 
to  affect  appreciably  or  reduce  the  recurrence 
rate  of  renal  calculi.  Treatment  is  directed  to- 
ward search  for  an  underlying  causative  factor, 
such  as  hyperparathyroidism,  cystinuria,  or 
gout,  elimination  of  the  “causative  factor” 
where  possible,  increasing  solubility  of  urinary 
crystalloids,  and  management  of  contributory 
factors. 
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Nutritional  Problems  After  Total  Gastrectomy 

JAMES  A.  HALSTED,  M.D.,  SYRACUSE,  NEW  YORK,  AND  JOHN  1).  BRIGGS,  M.D.,*  AND  MARVIN 
GASSTER,  M.D.,*  LOS  ANGELES,  CALIFORNIA 

( From  the  Medical  and  Surgical  Services  of  the  Veterans  Administration  Hospital,  Los  Angeles,  and  the  De- 
partments of  Medicine  and  Surgery,  University  of  California  Medical  School  at  Los  Angeles) 


Removal  of  the  entire  stomach  in  man  was 
undertaken  for  the  first  time  by  Phineus  Con- 
ner1 of  Cincinnati  in  1884.  The  patient  died  on 
the  table,  and  not  until  1897,  thirteen  years  later, 
was  a successful  total  gastrectomy  reported  by 
Schlaetter2  of  Zurich.  This  patient  survived 
fourteen  months,  dying  of  a recurrent  cancer. 
Schlaetter  was  surprised  to  note  that  the  pa- 
tient’s appetite  was  regained. 

By  1942,  298  cases  had  been  reported,  the 
over-all  mortality  being  37.6  per  cent.3  With 
the  advent  of  antibiotics,  improved  technic, 
and  newer  anesthetic  methods,  the  mortality 
has  declined  so  that  now  it  is  usually  in  the 
neighborhood  of  20  per  cent.  Because  of  a 
reasonably  acceptable  operative  risk,  the  pro- 
cedure has  been  undertaken  more  frequently. 
Some  surgeons  advocate  total  gastrectomy  as  a 
preferred  operation  for  all  stomach  cancers  with 
better  chance  of  cure,  reasoning  that  regional 
nodes  can  be  removed  adequately  only  with  this 
operation.  However,  most  authorities  disagree 
with  this  radical  approach,  believing  that  for 
cancers  in  the  distal  end  of  the  stomach  partial 
gastrectomy  provides  similar  end  results  but  with 
less  nutritional  defect.  Despite  disagreement 
over  indications  for  the  operation,  there  is  un- 
doubtedly a place  for  total  gastrectomy  in  cases 
with  a large  invasive  tumor  but  without  distant 
metastasis  and  in  lymphoma.  Occasionally  it  is 
done  for  a large  benign  ulcer  in  the  proximal 
stomach  on  the  mistaken  assumption  that  the 
ulcer  is  a malignant  one. 

Nutrition  is  always  impaired  in  varying 
degree  after  total  gastrectomy,  the  defects 
stemming  from  (1)  loss  of  the  reservoir  function 
of  the  stomach  and  (2)  impaired  absorption  of 
nutrients,  especially  fat,  nitrogen,  iron,  and 

* By  invitation. 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Gastroenterology  and  Proctology,  May  10,  1950. 

These  investigations  were  supported  in  part  by  grants  from 
Merck  & Co.,  Inc.,  Rahway,  New  Jersey;  Organon,  Inc., 
Orange,  New  Jersey;  and  The  Upjohn  Company,  Kalama- 
zoo, Michigan. 


TABLE  I. — Status  of  52  Patients  Undergoing  Total 
Gastrectomy  Between  April,  1947,  and  June,  1955 


Number 

Total  cases 

52 

Operative  deaths 

11  (21.2%) 

Deaths  from  recurrence 

23 

Patients  living 

18 

6 to  12  months 

4 

1 to  3 years 

2* 

3 to  5 years 

8t 

5 to  9 years 

4 

Patients  available  for  this  study 

17** 

* One  benign  lesion. 

f One  had  benign  lesion;  1 has  recurrence. 

**  Three  have  since  died,  and  1 is  alive  with  recurrence. 


vitamin  Bi2.  The  purpose  of  this  paper  is  to 
present  nutritional  data  obtained  in  the  study  of 
17  patients  who  survived  the  operation  ten 
months  or  more  and  to  discuss  the  pathologic- 
physiology  of  the  anemias  which  may  follow 
total  gastrectomy. 

Clinical  Material  and  Methods  of  Study 

Between  1947  and  1955,  52  patients  were 
subjected  to  total  gastrectomy  at  the  Wadsworth 
Veterans  Administration  Hospital,  Los  Angeles. 
Forty-seven  were  for  carcinoma,  three  for  lym- 
phoma, one  for  benign  ulcer,  and  one  for  stricture 
of  the  stomach  following  ingestion  of  formalin. 
There  were  11  postoperative  deaths,  a mortality 
of  21.2  per  cent  from  the  operation.  Twenty- 
three  additional  patients  have  died  of  recurrent 
carcinoma;  18  are  still  alive. 

After  the  initial  postoperative  period  the  17 
patients  who  were  available  for  stud}'  were  ex- 
amined by  two  of  the  authors  at  frequent  inter- 
vals in  the  gastrointestinal  follow-up  clinic.  At 
each  visit  the  patient  was  weighed,  a hemo- 
globin and  hematocrit  were  done,  and  occasion- 
ally a red  blood  count.  Twelve  of  the  patients 
were  studied  in  the  research  ward  for  vitamin  Bi2 
absorption  studies,  and  three  patients  had  fat 
balance  studies.  The  data  were  collected  in  the 
period  from  February,  1953,  to  March,  1956. 
During  this  term  of  observation  none  of  the 
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TABLE  IT. — Data  Relative  to  Body  Weight,  Steatorrhea,  and  Ability  to  Work  After  Total  Gastrectomy 


Nor- 


Case 

Age 

Diagnosis 

Date  of 
Operation 

Type 

of 

Anasto- 

mosis* 

Follow- 

up 

Period 

(Years) 

mal 

Preop- 

erative 

Weight 

Weight 

Since 

Opera- 

tion 

Weight 
Loss  Steat- 
(Pounds)  orrhea 

Able 

to 

Work 

Remarks 

i 

44 

Cancer 

Apr.  10,  1947 

J.L. 

9 

150 

106 

44 

3 + 

No 

Frequent  diarrhea 

2 

64 

Cancer 

Nov.  20,  1947 

J.L. 

8>/t 

165 

125 

40 

2 + 

No 

Tires  easily 

3 

59 

Cancer 

Feb.  8,  1949 

J.L. 

7 

161 

121 

40 

3 + 

No 

Developed  megalo- 
blastic anemia 
1953.  Moderate 
diarrhea.  Fatigues 
easily 

4 

34 

Cancer 

Feb.  19,  1951 

J.L. 

5 

190 

164 

26 

No 

5 

26 

Corrosive 

gastritis 

July  27,  1951 

J.T. 

3 

165 

151 

14 

2 + 

Yes 

Last  seen  Sept.  27, 
1954 

6 

58 

Cancer 

Sept.  18.  1951 

J.T. 

4>/s 

170 

155 

15 

3 + 

No 

Now  has  metastases 

7 

63 

Lym- 

phoma 

Nov.  26,  1951 

J.T. 

4'/« 

130 

115 

15 

3 + 

No 

Died  bronchogenic 
carcinoma  Mar. 
10,  1956 

8 

62 

Cancer 

Dec.  6,  1951 

J.T. 

3'/« 

175 

162 

13 

3 + 

No 

Died  metastatic 
carcinoma  June  2. 
1955 

9 

62 

Cancer 

May  12,  1952 

J.T. 

2 

145 

120 

25 

3 + 

No 

Last  seen  Aug.  10, 
1954.  Has  ad- 

vanced tuberculo- 

10 

32 

Cancer 

July  14,  1952 

J.T. 

4>/i 

150 

150 

0 

1 + 

Yes 

Entirely  normal 
health 

11 

50 

Cancer 

July  17,  1952 

J.T. 

2'/» 

158 

132 

26 

3 + 

No 

Last  seen  Mar.  3, 
1955 

12 

60 

Cancer 

Oct.  9,  1952 

J.T. 

3>/» 

150 

122 

28 

3 + 

No 

Had  P.A.  before  op- 
eration. Devel- 

oped diabetes  in 
1954 

13 

58 

Cancer 

Dec.  12,  1952 

J.T. 

3*/» 

141 

129 

12 

3 + 

Yes 

14 

54 

Cancer 

Oct.  1,  1953 

J.T. 

l‘/i 

200 

185 

15 

2 + 

Yes 

Died  of  metastatic 
carcinoma  Aug.  6, 
1955 

15 

61 

Benign 

ulcer 

Nov.  6,  1953 

J.P. 

2'/« 

180 

176 

4 

14- 

Yes 

Entirely  normal 
health 

16 

58 

Lym- 

phoma 

Mar.  10,  1955 

E.D. 

1 

137 

110 

27 

Yes 

17 

37 

Lym- 

phoma 

June  2,  1955 

J.P. 

-V* 

196 

155 

41 

No 

.... 

* Key  to  abbreviations: 

J.L. — jejunal  loop,  end-to-side  esophagojej unostomy. 
J.T. — jejunal  transplant. 

J.P. — jejunal  pouch  (see  Fig.  1). 

E.D. — esophagoduodenostomy. 


TABLE  III. — Fecal  Excretion  of  Fat  and  Nitrogen  After  Total  Gastrectomy 


, Fat* * 

Interval  Fat  Ex-  / Nitrogen* * 


Case 

Between 
Operation 
and  Study 

Weight 

of 

Patient 

Number 
and  Length 
of  Periods 

Intake 
(Gm. 
per  Day) 

Stool 
(Gm. 
per  Day) 

cretion 
(Per  cent 
of  Intake) 

Intake 
(Gm. 
per  Day) 

Stool 
(Gm. 
per  Day) 

1 

7 years 

106 

3 of  5 davs 

95.3 

33 . 3 

34.8 

12.90 

3.01 

3 

7 years 

126 

5 of  5 days 

96.8 

20.3 

21.5 

23.5 

2.55 

15 

10  weeks 

139 

1 of  10  days 

72.5 

21.4 

30.0 

14.17 

2.75 

10  months 

174 

3 of  5 days 

76.1 

8.51 

11.2 

13.77 

2.01 

* Each  figure  represents  the  daily  average  of  all  periods. 


patients  had  clinical  evidence  of  recurrence  or  of 
gastrointestinal  bleeding.  Thus  the  nutritional 
defects  observed  can  be  considered  to  be  the 
result  of  the  operation  per  se. 

The  data  are  presented  in  Tables  I to  V. 
Table  I indicates  the  status  of  all  cases  of  total 
gastrectomy  performed  at  the  hospital  since 
1947.  Table  II  indicates  the  over-all  nutritional 


state  of  the  patients.  Weight  loss  was  calculated 
from  the  patient’s  average  normal  weight  prior 
to  development  of  symptoms  which  led  to  diag- 
nosis and  operation  and  from  the  observed 
weights  in  the  clinic.  In  most  cases  there  was  a 
gradual  gain  for  nine  to  twelve  months  after 
operation,  but  then  the  weight  remained  re- 
markably constant. 
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TABLE  IV. — Hematologic  Data  Obtained  During  Follow-up  Period  When  Patients  Were  Fully  Recovered  from 

Effects  of  Operation* 


Case 

Red 

Blood 

Count 

Hemoglobin 
(Gm.  per 
100  Cc.) 

Hemato- 

crit 

(Per  Cent) 

Prophylac- 

tic 

Therapyf 

Remarks 

i 

4,450,000 

15.0 

46 

Yes 

2 

4,380, 000 

14.5 

45 

Yes 

3 

1,390,000 

5.5 

17 

No 

Megaloblastic  bone  marrow.  Response  to 
parenteral  B12  (30%  reticulocytosis) 

4,350,000 

13.0 

40 

Values  after  3 months  therapy 

4 

15.0 

41 

? 

5 

3,900,000 

12.0 

37 

No 

Hemoglobin  rose  to  13.2  with  iron  therapy 

6 

3,750,000 

11.2 

37 

Yes 

Hemoglobin  rose  to  12.4  with  iron  therapy 

7 

4,400,000 

13.6 

41 

No 

8 

3 , 500 , 000 

11.5 

40 

Yes 

9 

3,500,000 

10.8 

36 

No 

Hemoglobin  rose  to  13.2  with  iron  therapy 

10 

4,900,000 

15.8 

46 

Yes 

11 

3,850,000 

11.6 

36 

Yes 

12 

3,700.000 

11.2 

41 

Yes 

Hemoglobin  rose  to  13.0  with  iron  therapy 

13 

4,200,000 

12  8 

40 

No 

14 

4,820,000 

13.2 

44 

No 

15 

4 , 250 , 000 

13  2 

44 

No 

16 

14.6 

42 

No 

17 

4 , 550 , 000 

13.4 

36 

No 

* Values  in  most  instances  are  the  average  of  several  determinations, 
t Refers  to  vitamin  Bn,  liver  extract,  or  fplic  acid  given  regularly  since  operation. 


TABLE  V. — Fecal  Excretion  of  Cobalt*°-Labeled  Vi- 
tamin Bn  in  12  Patients  with  Total  Gastrectomy 


Case 

Per  Cent  Fecal  Excretion  of 
Co60-Bit  (Test  Dose  0.5 
Micrograms)* 

Test  Dose 
Alone 

Test  Dose 
with 
Intrinsic 
Factor 

1 

96 

10 

2 

88 

32 

3 

95 

49 

6 

92 

30 

7 

100 

33 

8 

80 

8 

9 

100 

2 

10 

100 

8 

12 

100 

2 

13 

100 

8 

14 

82 

28 

15 

80 

15 

* Values  indicate  per  cent  of  administered  radioactivity 
recovered  in  stools.  The  per  cent  of  vitamin  Bis  absorbed  is 
the  difference  between  the  amount  excreted  and  100. 


Steatorrhea  was  estimated  by  microscopic 
examination  with  Sudan  IV  fat  stain  and  by 
gross  appearance  of  the  stools  in  the  patients 
who  were  hospitalized  for  special  studies.  Three 
of  the  patients  were  studied  in  the  metabolic 
ward  where  diets  were  weighed,  stools  collected 
in  several  five-day  pools,  and  aliquots  of  sample 
diets  and  stool  pools  both  being  analyzed  for 
fat  and  nitrogen.  These  results  are  summa- 
rized in  Table  III.  Fat  analysis  was  by  the 
method  of  van  de  Kamer4  and  nitrogen  by 
macro-Kjeldahl.  Fat  excretion  was  expressed 
as  per  cent  of  fat  intake. 

Table  IV  lists  hematologic  data  and  Table  V 


radioactive  vitamin  B,2  absorption  tests.  These 
were  performed  by  the  fecal  recovery  method, 
details  of  which  have  been  reported.5 

Loss  of  the  Reservoir  Function  of  the 
Stomach 

An  important  function  of  the  stomach  is  the 
storage  and  mechanical  trituration  of  food. 
This  allows  for  ejection  of  small  amounts  of 
chymified  material  into  the  duodenum  where 
mixing  with  bile  and  pancreatic  juice  occurs. 
Digestion  and  absorption  proceed  after  action  by 
these  secretions.  In  total  gastrectomy  it  is 
usually  not  possible  to  anastomose  the  duodenum 
to  the  esophagus,  a loop  of  jejunum  being  brought 
up  to  the  esophagus,  and  the  duodenum  being 
bypassed,  so  that  food  does  not  pass  directly 
over  the  area  where  the  most  important  digestive 
juices  are  secreted.  Improper  mixing  with 
enzymes  and  bile  is  doubtless  a significant  factor 
in  impaired  absorption,  but  probably  of  greater 
importance  is  the  speed  with  which  food  passes 
directly  into  the  jejunum  with  insufficient  time 
for  digestion. 

Because  of  these  factors,  procedures  have 
been  devised  to  transplant  a section  of  bowel  in 
order  to  provide  continuity  between  esophagus 
and  duodenum  and  also  to  act  as  a partial  gastric 
reservoir  or  “substitute  stomach.”  The  ileo- 
colon,  the  transverse  colon,  and  a segment  of 
jejunum  have  been  employed.  The  latter  was 
transplanted  in  12  of  the  17  cases  in  this  study, 
and  in  two  of  these  cases  three  loops  were  brought 
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stomach”  from  a jejunal  transplant  in  total  gastrec- 
tomy. 

together  to  form  a pouch.  This  procedure' 
described  by  Hays,6  is  depicted  in  Fig  1.  It  not 
only  provides  direct  continuity  but  also  is  de- 
signed to  act  as  a reservoir  or  “substitute  stom- 
ach” with  the  object  of  enabling  the  patient  to 
ingest  a larger  quantity  of  food.  One  patient 
had  an  esophagoduodenostonry. 

Whether  or  not  construction  of  a “substitute 
stomach”  is  a valuable  adjunct  to  total  gas- 
trectomy is  not  yet  clear.  Provision  of  direct 
esophagoduodenal  continuity  by  a jejunal  trans- 
plant, on  the  other  hand,  appears  to  be  desirable 
in  that  the  patients  in  this  series  in  whom  it  was 
carried  out  had  less  nutritional  difficulty  than 
those  who  did  not.  However,  the  number  of 
cases  is  too  small  to  draw  definite  conclusions. 
In  favor  of  the  procedure  is  the  fact  that 
Cases  1 to  4,  operated  on  five  to  nine  years  ago 
with  end-to-side  esophagojej  unostomy,  have 
been  unable  to  gain  as  satisfactorily  as  the 


others,  the  average  loss  being  37.5  pounds.  The 
12  patients  with  a jejunal  transplant  have  averaged 
only  17.2  pounds  under  their  normal  weight. 
Cases  1 and  3 were  troubled  with  diarrhea  con- 
stantly. Although  diarrhea  was  moderately 
severe  in  most  of  the  other  cases  for  a few  months, 
it  ceased  being  a problem  after  readjustment 
to  the  effects  of  gastrectomy.  In  the  patients 
with  a jejunal  transplant  there  has  been  a notice- 
able absence  of  regurgitation  of  intestinal  con- 
tents, nausea,  or  vomiting,  and  ordinary  diets 
have  been  well  tolerated,  although  usually  in 
smaller  than  normal  quantities.  It  is  of  interest 
that  the  postprandial  “dumping  syndrome”  was 
not  seen  as  a persistent  problem  in  any  of  the  17 
patients  studied. 

Thus  it  would  appear  from  our  data  that  the 
use  of  a jejunal  transplant  results  in  less  post- 
operative nutritional  difficulty  and  enables  the 
patient  to  eat  somewhat  larger  meals.  Inability 
to  eat  adequate  amounts  of  food  without  epi- 
gastric fullness  is  the  most  important  cause  of 
failure  to  gain  weight.  The  patient  uncon- 
sciously learns  to  limit  his  food  intake  and 
develops  satiety  at  a lower  level  than  formerly. 
This  has  been  demonstrated  to  be  the  cause  of 
weight  loss  after  subtotal  gastrectomy  in  25 
patients  by  comparison  of  actually  observed 
caloric  intake  with  caloric  requirements  for 
maintenance  of  normal  weight.7  The  same 
mechanism  must  operate  to  an  even  greater 
extent  after  total  gastrectomy. 

According  to  Beal,  Briggs,  and  Longmire,8 
who  reported  29  cases  of  total  gastrectomy  with  a 
jejunal  transplant,  the  operative  risk  did  not 
appear  to  have  been  increased  by  the  interposi- 
tion of  the  jejunal  segment  between  the  esophagus 
and  duodenum. 

Impaired  Absorption 

Fat  and  Nitrogen. — Following  both  total 
and  subtotal  gastrectomy  an  excessive  amount 
of  fat  is  frequently  found  in  the  stools.  The 
most  reliable  method  for  determining  decreased 
fat  absorption  is  the  intake-excretion  method 
whereby  the  patient  receives  a known  amount  of 
fat  daily  and  stools  are  collected  in  a pool  for 
periods  varying  between  three  and  twelve  days. 
The  normal  individual  excretes  usually  between 
2 and  7 per  cent  of  ingested  fat.  This  method 
is  time-consuming  and  cumbersome  and  can 
only  be  carried  out  with  quantitative  accuracy 
on  a metabolic  ward.  For  a rough  estimation 
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of  increased  fecal  fat,  microscopic  examination  of 
a smear  stained  with  Sudan  IV  is  the  simplest 
and  most  reliable  method.  However,  if  fat  is 
present  in  large  amounts,  the  gross  character- 
istics of  the  stool  are  sufficient  to  indicate  this 
fact.  The  stool  is  light  tan  or  gray,  floats  in 
water,  leaves  a rim  of  grease  in  the  toilet  bowl, 
and  is  very  bulky  and  often  foamy.  In  this 
series  of  patients  12  were  studied  in  the  research 
ward  for  vitamin  B]2  absorption.  This  involved 
measuring  and  stirring  every  stool  passed  by  the 
patient  for  several  days.  There  was  no  doubt 
on  gross  examination  that  steatorrhea  was 
present  in  all  of  these  patients.  Fat  stains 
in  most  of  them  confirmed  the  presence  of  in- 
creased fat  and  fatty  acids.  Intake-excretion 
studies  in  three  of  the  patients  demonstrated  a 
marked  impairment  of  fat  absorption.  In  Cases  1 
and  3 the  studies  were  carried  out  several  years 
after  gastrectomy.  In  Case  15  the  first  study, 
ten  weeks  after  gastrectomy  with  construction  of 
a jejunal  pouch,  demonstrated  marked  impair- 
ment, but  ten  months  after  operation  absorption 
had  improved  to  a near  normal  figure. 

The  absorption  of  nitrogen  is  impaired  along 
with  fat  in  most  of  the  reported  cases  where 
quantitative  nitrogen  determinations  have  been 
made.  This  was  the  case  in  the  three  patients 
in  this  series  in  whom  nitrogen  excretion  was 
studied.  Normally  the  amount  of  fecal  nitrogen 
excreted  per  day  is  1 to  1.5  Gm.,  with  2 Gm.  as 
the  upper  limit.  This  amount  is  relatively  un- 
influenced by  the  protein  content  of  the  diet. 
All  three  patients  excreted  increased  amounts 
of  nitrogen,  although  at  the  second  study  in  Case 
15  the  average  nitrogen  excretion  had  fallen  to  2 
Gm.  per  day. 

Increased  fat  and  nitrogen  excretion  after 
gastrectomy  is  undoubtedly  caused  by  multiple 
disturbances  in  physiologic  mechanisms.  In- 
creased transit  time,  improper  mixing  with  bile 
and  pancreatic  juice,  decreased  stimulation  of 
pancreatic  and  biliary  secretions,  and  loss  of 
digestive,  triturating,  and  reservoir  functions  of 
the  stomach  must  all  play  a part.  Establish- 
ment of  esophagoduodenal  continuity  and  con- 
struction of  a gastric  reservoir  would  appear  to 
be  based  on  sound  principles  since  these  pro- 
cedures tend  to  circumvent  some  of  the  dis- 
turbed physiologic  mechanisms. 

- Carbohydratk. — With  loss  of  the  reservoir 
function  of  the  stomach  carbohydrate  is  delivered 
to  the  jejunum  in  higher  concentration  than 


normal,  with  faster  than  normal  absorption. 
Oral  glucose  tolerance  tests  may  result  in  a 
rapid  rise  in  blood  sugar  to  levels  up  to  300 
mg.  per  100  ml.  or  more,  with  a fall  to  hypo- 
glycemic levels  after  two  hours.  Patients  may 
develop  hypoglycemic  symptoms  unless  con- 
centrated carbohydrates  are  avoided.  Intra- 
venous tests,  on  the  other  hand,  show  perfectly 
normal  curves.  This  indicates  that  there  is  no 
basic  impairment  of  absorption  or  utilization 
of  glucose. 

Mechanisms  of  Anemia  Following  Total 
Gastrectomy 

Anemia  may  follow  both  partial  and  total 
gastrectomy,  although  it  is  more  frequent  in 
the  latter.  It  is  generally  the  result  of  iron 
deficiency,  being  hypochromic  and  microcytic 
in  type  and  of  mild  degree.  Rarely  severe 
megaloblastic-macrocytic  anemia  develops  which 
is  similar  in  all  characteristics  to  Addison’s 
pernicious  anemia.  This  is  the  result  of  vitamin 
Bis  deficiency.  Although  this  type  of  anemia 
is  rare,  its  pathogenesis  now  appears  to  be 
better  understood  than  that  of  the  more  common 
iron  deficiency  anemia. 

In  this  series  of  17  cases  only  one  had  a meg- 
aloblastic anemia  caused  by  vitamin  B]2  de- 
ficiency (Case  3).  Twelve  cases  had  either  a 
hematocrit  of  less  than  40,  a hemoglobin  of  less 
than  14  Gm.  per  100  ml.,  or  both  (Table  IV). 
Since  none  of  the  patients  had  clinical  evidence 
of  blood  loss  during  the  period  of  study,  it  is 
presumed  that  an  absorption  defect  for  iron  may 
exist  after  gastrectomy  and  that  patients  who 
are  anemic  may  have  lost  considerable  blood 
before  the  operation. 

The  nature  of  an  absorption  defect,  if  it  oc- 
curs, is  not  clearly  understood,  few  investigations 
having  been  made.  Probably  it  is  related  to 
more  than  one  factor.  Although  it  has  long 
been  thought  that  hydrochloric  acid  in  the 
stomach  was  important  in  enabling  optimum 
absorption  of  iron,  this  is  open  to  question  since 
patients  with  physiologic  achlorhydria  of  ad- 
vancing years  do  not  ordinarily  develop  anemia. 
Furthermore,  Moore,9  using  radioactive  iron  as 
a tool  for  studying  the  absorption  and  excretion 
of  iron,  was  unable  to  increase  the  absorption  oi 
food  iron  in  patients  with  achlorhydria  by  giving 
hydrochloric  acid  with  radioiron-labeled  food. 
On  the  other  hand,  he  found  that  ascorbic  acid 
or  cysteine,  both  reducing  substances,  increased 


January  15,  11)57 


227 


HALSTED,  BRIGGS,  AND  GASSTER 


the  absorption  of  iron  very  significantly.  It  is 
believed  that  adult  males  or  postmenopausal 
women  with  no  source  of  blood  loss  develop  iron 
deficiency  with  great  difficult}’,  even  if  absorp- 
tion of  iron  is  markedly  impaired.  This  is  be- 
cause iron  stores  of  the  healthy  adult  male  are 
sufficient  to  last  for  a long  time  normally.  The 
daily  loss  from  the  body  is  in  the  order  of  0.5  to 
1 mg.,  absorption  from  food  iron  being  0.6  to 
1.5  mg.  Moore9  states  that  in  this  country, 
where  dietary  deficiency  is  rare  indeed,  “there 
is  not  a single,  well-documented  published  in- 
stance in  which  iron-deficiency  anemia  has  been 
shown  to  develop  in  an  adult  in  the  absence  of 
blood  loss.” 

In  patients  who  have  had  a total  gastrectomy, 
one  might  assume  that  blood  loss  from  the 
cancer  for  which  the  operation  was  performed 
may  have  caused  a marked  depletion  in  iron 
stores  before  operation.  Then,  if  there  is  a 
superimposed  absorptive  defect  from  loss  of  the 
stomach,  the  patient  may  have  a difficult  time 
replenishing  his  stores  from  dietary  iron.  The 
effect  of  ferrous  sulfate  tablets  in  combating 
anemia  after  total  gastrectomy  may  be  minimal 
in  some  instances.  However,  with  large  doses 
over  several  months  the  hemoglobin  did  rise 
approximately  2 Gm.  per  100  ml.  in  four  of  our 
patients  (Table  IV).  It  is  still  not  known  what, 
if  any,  factors  in  stomach  secretions  are  impor- 
tant or  necessary  for  iron  assimilation.  Owren10 
has  made  an  interesting  and  very  practical  ob- 
servation that  patients  with  a gastrectomy  and 
iron-deficiency  anemia  will  respond  to  iron 
medication  when  the  patient  takes  it  lying  down, 
rather  than  while  up  and  about.  Since  in- 
testinal transit  may  be  markedly  increased  after 
gastrectomy  and  since  iron  absorption  probably 
takes  place  mostly  in  the  duodenum  and  upper 
jejunum,  a mechanical  factor,  whereby  food  iron 
is  rushed  past  the  greatest  absorbing  surfaces  too 
rapidly,  may  well  be  the  most  important  one. 

No  studies  of  radioactive  iron  absorption 
after  total  gastrectomy  have  been  found  in  the 
literature,  and  only  a few  patients  with  partial 
gastrectomy  have  been  studied  by  this  means. 
This  method  of  investigation,  if  pursued  further, 
may  throw  more  light  on  the  pathogenesis  and 
rational  treatment  of  the  iron-deficiency  anemia 
occurring  after  gastrectomy. 

From  a therapeutic  viewpoint  patients  with  a 
gastrectomy,  either  partial  or  total,  should  be 
given  iron,  preferably  at  bedtime.  Further- 


more, it  should  be  given  in  liquid  form  rather 
than  pills  since  the  latter  are  likely  to  be  pro- 
pelled more  rapidly  beyond  the  absorbing  areas 
in  the  upper  intestinal  tract. 

The  pathogenesis  of  macrocytic  anemia  after 
total  gastrectomy  has  been  suspected  for  many 
years  to  be  related  to  intrinsic  factor  deficiency. 
Castle’s  investigations,  begun  in  1929,  demon- 
strated that  intrinsic  factor,  secreted  by  the 
stomach,  is  necessary  for  proper  maturation  of 
blood  cells.  With  the  discover}-  of  vitamin  Bi2 
in  1948,  it  was  soon  shown  that  what  Castle  called 
the  food  or  extrinsic  factor  was,  indeed,  vitamin 
Bt2.  The  function  of  intrinsic  factor  is  now 
believed  to  be  that  of  being  essential  for  the  ab- 
sorption of  B,2  from  the  intestine.  When  a 
deficiency  of  Bi2  occurs,  cells  cannot  divide  nor- 
mally, and  a megaloblastic-macrocytic  anemia 
occurs. 

The  site  of  origin  of  intrinsic  factor  in  man 
has  been  a source  of  controversy  for  two  reasons. 
First,  it  is  known  to  be  produced  in  the  duo- 
denum in  swine.  Second,  megaloblastic  anemia 
following  total  gastrectomy  in  man  is  rare. 
Thus,  it  was  believed  by  many  that  the  duodenum 
also  produced  intrinsic  factor  in  man.  Until 
recently  experimentation  was  limited  to  the 
necessity  of  testing  intrinsic  factor  preparations 
by  observing  whether  or  not  a hematologic 
response  occurred  in  patients  with  pernicious 
anemia  in  relapse.  However,  since  vitamin  Bu 
contains  cobalt  as  an  essential  part  of  the  mol- 
ecule, it  is  possible  to  produce  radioactive  vita- 
min Bj2  by  using  cobalt60  in  its  synthesis.  Mi- 
nute amounts  can  be  detected  with  a scintillation 
counter  because  of  the  intense  gamma  emission 
of  isotopic  cobalt.  One  can  now  determine 
with  great  accuracy  whether  or  not  vitamin  BJ2 
can  be  absorbed,  both  in  Addison’s  pernicious 
anemia  and  after  total  gastrectomy.  A test 
dose  of  cobalt-labeled  vitamin  BJ2  is  given 
orally,  and  all  stools  passed  by  the  patient  are 
“counted”  until  radioactivity  no  longer  appears.* 


* Two  other  methods  are  available  for  estimating  absorp- 
tion of  radioactive  vitamin  B12.  In  one  the  patient  is  given  a 
“flushing”  dose  of  nonradioactive  Bu  parenterally,  two  hours 
after  an  oral  test  dose  of  Co60-Bi*.  If  absorption  has  oc- 
curred, some  of  the  absorbed  radioactivity  will  appear  in  the 
urine  where  it  can  be  detected.  Without  this  flushing  dose 
no  radioactivity  appears  in  the  urine  in  normal  subjects  or 
in  pernicious  anemia  patients  given  intrinsic  factor. 

The  other  method  involves  surface  scintillation  counting 
over  the  liver  several  days  after  the  test  dose  is  given.  It  is 
known  that  vitamin  B12  is  concentrated  chiefly  in  the  liver, 
so  that  if  radioactivity  appears  over  that  organ,  one  can  as- 
sume the  vitamin  must  have  been  absorbed. 
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Twelve  patients  in  this  series  were  studied  for 
their  ability  to  absorb  radioactive  vitamin  Bi2 
(Table  V).  In  every  instance  between  80  and 
100  per  cent  of  the  orally  administered  radio- 
activity was  recovered,  indicating  little  or  no 
absorption.  However,  when  the  test  dose  was 
administered  mixed  with  50  ml.  of  normal  human 
gastric  juice,  it  was  found  that  most  of  the  Co60- 
Bi2  had  been  absorbed.  In  fact,  absorption  was 
considerably  greater  in  seven  of  the  patients  than 
that  which  occurs  in  normal  individuals,  who 
excrete  on  the  average  34  per  cent  of  a test  dose 
of  0.5  microgram  Co^-B^  in  the  stools.8  The 
reasons  for  this  marked  limitation  to  absorption 
in  normal  people  are  not  yet  known.  These 
findings  have  been  reported  elsewhere11-12  and 
confirmed  by  others.13-18  As  a result  of  this 
method  of  investigation  it  can  be  concluded 
that  the  site  of  origin  of  intrinsic  factor  in  man 
is  limited  to  the  stomach. 

Thus,  after  total  gastrectomy  the  patient 
ceases  to  absorb  vitamin  B12  entirely.  Why, 
then,  does  not  every  patient  soon  develop  per- 
nicious anemia  since  this  is  known  to  be  the  chief 
manifestation  of  B12  deficiency  in  man?  A 
satisfactory  explanation  for  this  apparent  para- 
dox may  be  found  in  four  factors  in  the  ovei-all 
situation : 

1.  It  is  known  that  the  daily  requirement 
for  vitamin  B!2  is  small,  being  about  1 microgram 
or  around  0.3  mg.  in  a year.  Furthermore,  it  is 
known  that  the  liver  contains  on  the  average 
about  1 mg.,  enough  to  last  theoretically  for 
about  three  years.16  Clinically,  it  has  been 
observed  that  megaloblastic  anemia  rarely  occurs 
after  total  gastrectomy  except  after  an  interval 
of  three  or  more  years.17 

2.  Relatively  few  patients  survive  total 
gastrectomy  more  than  three  years  since  it  is 
usually  performed  for  cancer. 

3.  Occasionally  a small  collar  of  gastric 
mucosa  in  the  cardiac  end  of  the  stomach  may  be 
left  behind  at  the  operation,  since  it  is  some- 
times technically  difficult  to  excise  the  cardiac 
end  of  the  stomach,  even  though  the  case  may  be 
recorded  as  one  of  total  gastrectomy.  Since 
the  cardia  is  an  active  site  of  secretion  of  in- 
trinsic factor,  a very  small  amount  of  gastric 
tissue  from  this  area  may  be  sufficient  to  enable 
absorption  of  Bi2  from  food  sources. 

4.  Prophylactic  injections  of  either  liver 
extract  or  vitamin  B]2  are  commonly  given  to  a 
nutritionally  deficient  patient  after  total  gas- 


trectomy, and  such  therapy  will  prevent  the 
development  of  vitamin  B!2  deficiency. 

In  our  series  the  only  patient  with  megalo- 
blastic anemia  following  total  gastrectomy  was  a 
fi f ty-n i ne-year-ol d man  who  had  the  operation 
in  February,  1949.  Except  for  a 40-pound 
weight  loss  he  was  well  until  September,  1953, 
when  he  began  to  notice  weakness.  He  had 
received  no  liver,  folic  acid,  or  vitamin  Bi2.  The 
weakness  progressed  until  he  was  admitted  to 
the  hospital  in  May,  1954,  with  marked  anemia. 
There  was  diminished  vibratory  sense  in  the 
lower  extremities.  The  hemoglobin  was  5.5 
Gm.  per  100  ml.  and  red  blood  count  1,390,000. 
The  bone  marrow  was  megaloblastic.  The 
patient  was  treated  with  vitamin  Bi2  parenterally 
with  an  excellent  hematologic  response.  Fecal 
excretion  of  radioactive  vitamin  Bi2  was  95 
per  cent,  but  only  49  per  cent  could  be  recovered 
when  an  intrinsic  factor  concentrate  (Organon) 
was  administered  with  the  test  dose  (Fig.  2). 

Patients  who  have  had  a total  gastrectomy 
should  receive  vitamin  B]2  indefinitely  to  prevent 
the  development  of  Bi2  deficiency  with  megalo- 
blastic anemia.  It  must  be  given  parenterally 
since  it  cannot  be  absorbed  after  removal  of  the 
stomach.  However,  oral  preparations  contain- 
ing intrinsic  factor  concentrates  with  vitamin  B12 
should  also  be  effective.  An  appropriate  sched- 
ule of  parenteral  administration  is  30  to  50 
micrograms  once  a month. 

Sum  mary 

1.  Observations  of  body  weight,  steatorrhea, 
and  anemia  in  17  patients  who  survived  total 
gastrectomy  from  six  months  to  nine  years  are 
presented. 

2.  Loss  of  body  weight  averaged  twice  as 
much  in  those  patients  with  end-to-side  esopha- 
gojej  unostomy  as  in  those  in  whom  esophageal- 
duodenal  continuity  was  maintained  by  using  a 
jejunal  transplant. 

3.  Increased  quantities  of  fecal  fat  were  ob- 
served on  gross  examination  and  fat  stain  in  all 
patients  in  whom  observations  were  made  from 
this  standpoint.  Metabolic  studies  in  three 
patients  demonstrated  that  fat  absorption  by 
the  intake-excretion  fat  balance  method  was 
markedly  impaired.  Each  excreted  30  per  cent 
or  more  of  ingested  fat.  In  one  of  these  pa- 
tients who  had  a “substitute  stomach”  con- 
structed from  a jejunal  transplant,  fat  absorp- 
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Fig.  2.  Hematologic  response  to  parenteral  vitamin  B12  therapy  and  fecal  excretion  of  radioactive  Bn  with 
and  without  administration  of  an  intrinsic  factor  concentrate  (Organon)  in  a patient  with  severe  megaloblastic- 
macrocytic  anemia  occurring  four  years  after  total  gastrectomy. 


tion  improved  markedly  ten  months  after  opera- 
tion. Abnormal  amounts  of  fecal  nitrogen  were 
found  in  each  of  the  three  patients. 

4.  The  pathogenesis  of  iron  deficiency  after 
gastrectomy  is  discussed.  Twelve  patients  had 
mild  hypochromic  anemia. 

5.  The  pathogenesis  of  vitamin  B!2  deficiency 
after  total  gastrectomy  is  discussed.  Only  one 
patient  developed  a megaloblastic-macrocytic 
anemia. 

6.  Therapeutic  considerations  in  combating 
malnutrition  after  total  gastrectomy  involve  the 
following  points: 

(а)  Establishment  of  esophagoduodenal  con- 
tinuity by  use  of  a jejunal  transplant  is  desirable. 

(б)  Patients  should  take  small,  frequent 
feedings  high  in  calories,  fat,  and  protein  with 
avoidance  of  concentrated  carbohydrates. 

(c)  Iron  deficiency  can  be  successfully  treated 


with  ferrous  sulfate  which  should  be  given  pref- 
erably at  night  when  the  patient  is  lying  down 
and  in  liquid  rather  than  tablet  form. 

( d)  Patients  with  a total  gastrectomy  are 
unable  to  absorb  vitamin  Bi->  from  food  sources 
and  should  be  given  Bi->  parenteral!}'  in  doses  of 
30  to  50  micrograms  once  a month  to  prevent 
megaloblastic  anemia. 
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Discussion 

Gordon  McNeer,  M.D.,  New  York  City. — 
The  question  as  to  whether  or  not  the  entire  stom- 
ach be  removed  for  cancer  has  become  rather 
academic  in  the  light  of  recent  studies  of  lymphatic 
spread.  The  real  problem  lies  in  finding  the  best 
operation  for  removing  a wider  distribution  of  the 
perigastric  lymphatics.  During  the  process  there 
is  no  help  for  it  if  total  resection  is  performed. 

In  our  work  at  Memorial  Hospital  we  have  leaned 
more  toward  thorough  eradication  of  the  cancer 
than  study  of  operations  devised  to  construct 
replacements  or  reservoirs  for  food  for  the  following 
reasons : 

1.  The  persistence  or  recurrence  of  cancer  causes 
most  of  the  symptoms  after  the  early  period  of  ad- 
justment. 

2.  Obvious  evidence  of  “dumping”  may  be  ob- 
served even  when  segments  of  bowel  are  interposed 
between  esophagus  and  duodenum. 


3.  We  fail  to  understand  the  value  of  an  inter- 
posed jejunal  segment  after  total  gastrectomy  when 
it  is  never  employed  after  the  standard  subtotal 
gastrectomy  with  gastrojejunostomy. 

4.  Patients  who  have  total  gastrectomy  for 
benign  lesions  do  fairly  well  except  for  some  few 
cases  of  peptic  ulcer  erroneously  treated  by  the 
technic  of  total  gastrectomy  because  cancer  was 
suspected  instead  of  ulcer. 

5.  Psychic  factors  frequently  have  an  effect, 
both  good  and  bad. 

6.  Almost  all  patients  who  remain  free  of  cancer 
adjust  to  the  loss  of  the  stomach  after  about  six 
months  and  frequently  return  to  normal  living 
again. 

7.  We  have  not  been  impressed  with  the  fre- 
quency of  diarrhea. 

8.  The  loss  of  fat  and  nitrogen  in  the  stools  is 
by  no  means  a constant  factor. 

9.  The  greatest  problem  in  nutrition  appears  to 
be  to  increase  the  caloric  intake  in  order  to  gain 
weight  without  causing  “dumping.” 

10.  Iron  deficiency  anemia  is  quite  common 
after  total  gastrectomy.  We  believe  some  form  of 
megalocytosis  will  occur  if  the  patients  live  long 
enough,  usually  after  three  to  four  years.  A true 
pernicious  anemia  is  usually  avoided  because  of  the 
constant  medication  given  by  the  patient’s  doctor. 

11.  Good  medical  care  is  most  important  in  the 
successful  management  of  postoperative  patients. 
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Tonsillectomy  is  the  most  frequent  opera- 
tion performed  in  the  United  States.  Fab- 
ricant1  has  estimated  that  two  million  tonsils 
and  adenoids  are  removed  each  year.  When  we 
consider  that  approximately  half  the  urban  pop- 
ulation have  their  tonsils  removed  at  some  time, 
the  question  of  tonsilloadenoidectomy  and  its 
psychologic  implications  merits  serious  con- 
sideration. To  the  degree  that  the  psycho- 
logic factors  of  a tonsillectomy  are  understood, 
the  surgeon  can  utilize  them  to  facilitate  the 
procedure  instead  of  finding  them  a hindrance. 
It  is  even  possible  to  consider  that  the  procedure 
can  be  transformed  from  a potentially  traumatic 
to  a constructive  experience.2 

Survey  of  Literature 

There  appears  to  have  been  no  recognition  in 
otolaryngologic  literature  of  the  importance  of 
psychologic  factors  until  as  recently  as  1948 
when  Henner3  observed  that  “adequate  psychic 
preparation  of  children  who  are  to  undergo 
tonsillectomy  is  a long  neglected  field.”  By 
1951  enough  attention  had  been  attracted  to 
this  field  that  Adin  and  Singleton4  could  state, 
“More  and  more  emphasis  is  being  placed  on  the 
psychic  trauma  which  may  result  from  tonsil 
and  adenoid  surgery  in  children.” 

The  psychologic  end  results  of  the  operation 
have  been  reviewed  by  Jessner  and  Kaplan5 
who  studied  a group  of  children  at  the  Massa- 
chusetts Eye  and  Ear  infirmary.  These  chil- 
dren were  admitted  twenty-four  hours  prior  to 
surgery  and  discharged  forty-eight  hours  later, 
one  day  after  surgery  was  performed.  From 
their  interviews  and  play  sessions  with  the 
mother  and  child  they  were  able  to  gather  ma- 
terial on  the  children’s  psychologic  reactions  to 
the  operations.  (Their  work  was  unique  in  that 
most  studies  up  to  that  time  had  evaluated 
materials  gathered  from  long-range  psychiatric 
sequelae.)  They  found  three  main  areas  which 
produced  reactions:  the  separation  from  home, 
the  anesthesia,  and  the  operation  itself.  Anx- 


iety created  by  separation  from  home  was  noted 
mainly  ii  children  under  four  years  of  age. 
Anxiety  engendered  by  the  anesthesia  was  com- 
posed of  two  factors,  the  feeling  of  helplessness 
and  losing  control  and  the  fear  of  mutilation  to 
their  bodies  while  asleep.  The  latter  was  more 
prevalent  in  children  who  were  in  the  midst  of  a 
neurotic  conflict.  The  third  factor  was  fear  of 
the  operative  procedure  itself,  which  includes  the 
above  fears  and  others. 

The  children  who  displayed  an  “adequate 
reaction”  were  those  who  indicated  an  awareness 
of  the  reality  situation  and  were  able  to  verbalize 
or  work  out  their  anxieties  in  their  play  with 
toys  or  with  other  children.  This  was  the  group 
that  had  a good  parent-child  relationship.  The 
children  who  were  not  able  to  work  out  their 
anxiety,  according  to  Jessner  and  Kaplan,  reacted 
with  panic,  complete  denial,  or  an  overwhelm- 
ing sense  of  guilt.  This  second  group,  in 
general,  included  the  child  who  was  emotionally 
disturbed  prior  to  the  operation.  The  authors 
found  it  necessary  to  watch  out  for  another 
group  of  children  who  attempted  to  be  perfect 
little  patients  as  a defense  mechanism  or  in  an 
“effort  to  forget”  the  operation.  On  the  surface 
these  children  did  not  appear  to  be  disturbed  by 
the  operation  but,  in  fact,  reacted  quite  strongly. 

Pearson6  presented  case  material  to  show  that 
an  operation  or  even  the  threat  of  an  operation 
to  an  unprepared  child  can  be  very  frightening. 
He  warns  against  subjecting  to  any  operation  a 
child  ahead}’'  suffering  from  anxieties  or  neuro- 
sis without  treatment  for  the  neurosis  unless  a 
dire  emergency  exists. 

Langford7  in  1937  studied  20  children  suffering 
from  anxiety  states.  In  six  of  these  the  con- 
dition was  directly  correlated  with  recent  tonsil- 
lectomies. These  children  had  been  poorly  pre- 
pared for  the  separation  from  parents,  the  anes- 
thesia, and  the  operative  consequences.  Their 
anxiety  reactions  took  the  form  of  reliving  the 
administration  of  the  anesthesia  and  occurred 
about  a month  after  the  operation. 

Levy’s  epic  study  on  “Psychic  Trauma  in 


232 


New  York  State  J.  Med. 


PSYCHOLOGIC  ASPECTS  OF  TONSILLECTOMY 


Children”8  has  been  extensively  quoted  since 
he  reported  on  124  patients,  88  of  whom  had 
symptoms  after  tonsillectomy.  He  re-empha- 
sized the  high  incidence  of  trauma  in  the  one  and 
two-year-olds,  noting  that  they  react  more  to 
pain,  are  more  dependent  on  home  and  mother, 
and  are  unable  to  play  out  their  anxiety  in  toys. 
The  types  of  emotional  response  most  frequently 
noted  were  night  terrors,  negativistic  reactions, 
dependency  reactions,  and  fears.  The  fears  of 
darkness  lasted  longest.  There  also  were  fears 
of  strange  men,  of  physicians,  nurses,  and  any- 
body in  white,  and  of  strange  places. 

Jessner  and  Kaplan9  report  a severe  reaction 
after  adenoidectomy  in  a ten-year-old  boy  who 
was  in  the  midst  of  a neurotic  conflict.  Miller10 
reports  two  cases  operated  on  in  early  childhood 
where  traumatic  effects  occurred.  These  two 
adult  cases  are  of  interest  because  they  have  had 
intensive  psychoanalytic  exploration  and  therapy. 

Preparation  of  the  child  for  surgery  has  been 
mentioned  all  too  infrequently  in  the  otolaryn- 
gologic literature.  Henner3  points  out  the  need 
for  a single  explanation  of  what  will  happen  and 
the  use  of  preoperative  sedation.  Coleman11’12 
urges  that  the  procedure  and  the  reasons  for  it 
be  explained  to  the  child.  He  also  emphasizes 
the  importance  of  the  presence  of  parents  or  at 
least  the  family  doctor  at  the  induction  of  anes- 
thesia and  the  preanesthetic  period  and  of  per- 
mitting the  child  to  vocalize  his  displeasure  and 
hostility.  In  discussing  prevention  of  cardiac 
standstill  during  otolaryngologic  surgery,  An- 
derson and  Faust13  mention  the  importance  of 
preventing  fright  by  explaining  to  the  child  the 
need  for  the  operation  and  by  giving  him  a 
simple  description  of  it;  also  they  stress  the 
necessity  for  someone  close  to  the  child  accom- 
panying him  to  the  hospital.  Barhash14  feels 
that  the  mother  should  accompany  the  child 
right  to  the  moment  of  anesthesia  and  be  there 
immediately  after  he  awakens. 

Levy8  and  Jessner  and  Kaplan5  both  insist  on 
an  explanation  of  the  necessity  for  the  operation. 
The  operation  should  be  explained  in  as  much 
detail  as  possible  and  as  often  as  necessary.  The 
child  should  be  given  several  days  to  work  out 
his  apprehension,  but  less  if  he  is  younger.  Both 
mention  the  necessity  for  a parent  bringing  the 
child  to  the  hospital,  putting  him  to  bed,  and,  if 
possible,  either  the  parent  or  the  family  physician 
accompanying  the  child  to  the  operating  room. 
Levy8  advocates  that  if  possible,  the  child  should 


fall  asleep  and  wake  up  in  the  same  room,  being 
spared  the  experience  of  seeing  the  instruments, 
operating  room,  and  elevator.  A toy,  slippers, 
or  bathrobe — some  tangible  tie  to  home — may 
be  taken  to  the  hospital. 

Jessner  and  Kaplan5  found  that  the  children 
over  four  years  old  were  able  to  make  effective 
use  of  the  twenty-four  hours  preoperative  wait- 
ing period  in  the  hospital  in  many  ways.  The 
surroundings  lost  their  strangeness,  and  they 
were  able  to  play  with  the  other  children  or  their 
toys.  The  younger  children,  they  found,  were 
better  off  being  admitted  and  discharged  on  the 
same  day  since  they  were  not  capable  of  utilizing 
the  twenty-four-hour  period.  They  felt  that  the 
nurses  and  ward  helpers  played  an  extremely  im- 
portant role  in  ward  morale,  understanding 
individual  needs  and  avoiding  unnecessarily 
frightening  sights  and  sounds. 

In  the  above  discussion  the  burden  of  prep- 
aration is  mostly  on  the  parents,  and  the  role  of 
the  otolaryngologist  in  the  preparation  of  the 
child  for  surgery  is  minimized.  All  investigators 
are  agreed  that  tonsillectomy  is  an  anxiety- 
provoking  experience  to  the  child.  It  is  also 
agreed  that  special  efforts  must  be  made  to  cope 
with  this  phenomenon  lest  it  complicate  the 
surgical  procedure  and  have  harmful  psycho- 
logic sequelae  for  the  patient. 

Psychologic  Factors 

The  most  fruitful  approach  to  the  problem  is 
to  see  it  not  merely  from  the  child’s  point  of 
view  but  as  a total  situation.  There  are  many 
complex  forces  at  play,  and  an  understanding  of 
each  is  necessary  for  the  optimum  handling  of 
the  procedure. 

Tonsillectomy,  although  a relatively  simple 
surgical  procedure,  is  a critical  experience  for  the 
child  and  its  family.  In  the  lives  of  many  chil- 
dren it  may  be  their  first  critical  experience  and 
can  have  a significant  effect  on  their  subsequent 
development.  The  question  is  whether  the 
effects  will  be  temporary  or  lasting,  beneficial  or 
harmful. 

Millions  of  tonsils  and  adenoids  are  removed 
each  year,  but  to  each  family  it  is  a unique  ex- 
perience. The  child  is  apprehensive  because  he 
does  not  know  what  is  going  to  happen  and  has 
no  past  experience  to  help  him  evaluate  this  new 
situation — all  the  more  reason  why  he  fears  any 
separation  from  his  parents  since  they  are  his 
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main  source  of  security.  The  operating  room, 
anesthesia,  pain,  surgical  instruments,  and 
white  gowns  confront  the  child  with  a strange 
place  with  strange  odors,  people,  devices,  and 
sensations.  In  such  a situation  he  feels  he 
needs  the  comfort  of  his  parents  more  than  ever, 
yet  he  is  urged  to  go  through  this  experience 
without  them.  The  fantasies  and  imagination 
of  the  young  child  are  highly  simulated  by  such 
a situation,  and  the  already  neurotically  fearful 
child  is  surely  put  to  a severe  test. 

The  parents  are  equally  concerned  and  anx- 
ious, sometimes  even  more  than  the  child.  This 
may  be  the  first  time  they  are  being  separated 
from  the  child,  their  most  valued  possession. 
Although  they  appreciate  that  many  other 
children  have  had  their  tonsils  removed,  the 
father  and  mother  have  never  had  the  experience 
of  having  their  own  child’s  tonsils  removed. 
(How  many  wish  that  they  had  another  pair  of 
tonsils  to  offer  the  surgeon  instead  of  their 
child’s?)  They  wonder  about  the  competency 
of  the  surgeon,  the  anesthesia,  the  pain,  the 
possibility  of  hemorrhage,  and  even  about  death. 
Any  misconceptions,  irrationalities  about  life, 
death,  medicine,  health,  etc.,  have  a fertile  field 
to  play  in  when  such  a situation  has  to  be  handled. 
This  is  a critical  situation,  and  under  ordinary 
circumstances  a family  would  just  as  well  avoid 
it.  However,  this  is  one  type  of  crisis  which 
has  to  be  faced. 

Many  factors  are  at  play  to  help  the  family 
through  this  experience: 

1.  They  have  a competent  surgeon,  and  the 
child  is  in  good  hands.  This  factor  is  probably 
the  most  important  one  in  helping  the  family 
enter  this  particular  experience  with  their  par- 
ticular experience  with  their  particular  child. 

2.  Scores  of  other  children  and  usually  the 
parents  themselves  have  had  their  tonsils  out 
and  have  been  helped.  The  procedure  is  worth 
while. 

3.  The  parents  are  finally  convinced  that  the 
tonsillectomy  is  medically  indicated,  the  fre- 
quent colds,  earaches,  fever,  sore  throats,  etc., 
being  something  the  child  and  the  parents  are 
anxious  to  eliminate.  The  procedure  is  neces- 
sary. 

The  responsibility  of  the  surgeon  is  very 
great.  He  is  not  merely  doing  a “routine  T and 
A”  but  is  helping  this  family — mother,  father, 
and  child — through  a critical  situation  in  which 
the  child’s  tonsils  and  adenoids  are  to  be  re- 


moved. The  surgeon,  of  necessity,  has  been  well 
prepared  for  this  surgical  procedure  and  would 
not  risk  it  if  he  had  no  such  technical  and  scien- 
tific preparation  for  the  task.  After  many 
years  of  such  experience  and  training  the  actual 
procedure  is  not  a very  difficult  one  for  him,  but 
for  the  parents  and  the  child  it  is  a brand  new 
experience,  and  they  come  to  it  with  little  or  no 
preparation.  In  the  past  it  is  likely  that  prep- 
aration of  the  family  was  not  considered  an  im- 
portant part  of  a tonsillectomy  because  of  its 
relative  simplicity  and  universality.  More- 
over, since  the  patient  is  usually  a child,  it  was 
probably  felt  that  they  could  not  be  psycho- 
logically prepared  (or  didn’t  need  such  prepara- 
tion), and  one  just  had  to  “get  it  over  with.” 
An  adult  would  hardly  submit  to  a surgical 
procedure  unless  he  was  properly  prepared  in 
advance. 

It  is  equally  true  that  to  the  surgeon  each 
tonsillectomy  has  to  be  given  his  fullest  atten- 
tion and  skill.  Although  he  too  realizes  its 
relative  simplicity  and  frequency,  each  case  is  a 
potential  problem  and  risk.  He  knows  of  the 
possibility  of  hemorrhage,  anesthetic  death, 
complications,  etc.  No  doubt  he  has  his  ten- 
sions and  anxieties  during  the  procedure  and  feels 
relieved  of  his  responsibility  only  when  he  is 
through  operating.  However,  for  his  role  in  this 
experience  he  has  had  years  of  training  and  prep- 
aration to  bring  him  through  with  relative  ease. 

The  child  and  the  family  deserve  preparation 
for  their  role.  Properly  carried  out,  this  prep- 
aration is  of  value  to  the  surgeon  as  well,  and  the 
entire  procedure  is  facilitated  for  all  concerned. 

The  general  function  of  the  preparation  is  to 
help  the  family  group  in  their  understanding  of 
the  surgeon  and  his  procedure.  The  surgeon 
also  benefits  from  this  preparation  by  under- 
standing the  parents  and  the  child  with  whom  he 
has  to  deal.  Whatever  misconceptions  the 
child  and  his  parents  have  about  the  surgeon 
and  the  procedure  are  challenged  by  the  true 
interest  of  the  doctor  and  the  detailing  of  the  pro- 
cedure itself.  That  the  family  comes  with  many 
conceptions,  anxieties,  fears,  and  even  hostility  is 
undoubtedly  known  to  every  surgeon,  and  be- 
cause of  this  he  must  try  to  alleviate  these  ir- 
rationalities so  that  the  job  to  be  done  is  most 
effectively  achieved. 

The  child  need  not  work  out  his  anxieties 
merely  with  toys,  nor  the  parents  by  mere  reas- 
surance, but  both  should  have  the  opportunity  to 
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see  the  situation  as  it  really  is,  thereby  reducing 
irrationality  through  rationality.2  Apprehen- 
siveness and  some  degree  of  tension  can  be  con- 
sidered an  appropriate  response  to  a new  and 
difficult  experience,  but  it  is  not  necessary  for 
anxiety,  hysteria,  or  gross  irrationalities  to 
take  over.  This  task  can  be  accomplished  by 
converting  the  three  individual  modes  of  ap- 
proach to  the  problem — -the  child’s,  the  par- 
ents’, and  the  surgeon’s — into  a cooperative 
effort. 

Principles  of  Preparation 

In  observing  over  1,000  children  during  the 
past  seven  years,  we  noted  that  they  reacted 
more  favorably  if  they  knew  what  to  expect  dur- 
ing this  procedure  of  tonsillectomy  from  both  par- 
ents and  surgeon  and  especially  if  they  had  met 
the  physician  and  nurse  and  had  established  a 
good  relationship  with  them.  This  study  was 
done  to  illustrate  the  need  for  including  the 
surgeon,  the  parents,  and  the  procedure  in  the 
preparation.  Dr.  Coleman  has  contributed  much 
to  the  understanding  of  adequate  preparation. 
Our  study  was  done  to  emphasize  further  the 
importance  of  psychologic  preparation  of  chil- 
dren for  tonsillectomy  and  to  note  particularly  the 
significance  of  acquainting  the  child  with  the 
procedure. 

Since  the  surgeon  himself  comes  to  a clinical 
decision  that  this  tonsillectomy  is  indicated,  he 
should  give  equally  conscientious  attention  to  the 
psychologic  phenomena  that  follow.  The  gen- 
eral attitudes  of  the  surgeon  and  nurse  to  the 
child  are  important.  They  should  have  a tre- 
mendous respect  for  the  fact  that  the  child  is 
asked  to  cope  with  this  very  complex,  new,  and, 
to  him,  very  bizarre  situation.  If  these  general 
principles  are  understood,  the  surgeon  can  follow 
his  own  technic  in  preparing  the  child  for  surgery. 

One  cannot  go  through  this  psychologic  prep- 
aration in  the  perfunctory,  mechanical  manner, 
but  rather  one  must  take  time  and  patience  and 
exercise  flexibility.  There  is  no  excuse  for  a 
surgeon  to  meet  his  patient  for  the  first  time  in 
the  operating  room.  In  addition,  the  best 
arranged  plans  can  be  seriously  impaired  if  the 
proper  attitudes  are  not  equally  shared  by  the 
additional  personnel  the  doctor  makes  use  of  in 
this  procedure. 

The  first  meeting  of  a surgeon  and  child  should 
be  immediately  prior  to  the  operation.  There 
should  be  a time  lag  so  that  the  family  and  the 


child  can  be  in  a relatively  familiar  atmosphere 
on  the  day  of  the  operation.  The  child  and  the 
family  are  thus  given  time  to  absorb  the  prep- 
aration and  help  in  the  subsequent  operative 
procedure.  It  is  imperative  to  create  a coopera- 
tive attitude  between  the  surgeon  and  the  pa- 
tient and  his  family. 

Technic  of  Preparation 

The  child  is  seen  for  the  first  time  and,  oc- 
casionally, may  be  seen  again  about  a week  or 
two  before  the  operation.  Sufficient  time  is 
allowed  for  this  visit  so  that  it  is  not  a hurried 
one.  On  examination  playing  with  and  talking  to 
the  child  for  a few  minutes  is  well  worth  the 
time  of  the  busiest  surgeon  since  the  actual 
examination  is  facilitated.  Thus  there  is  no 
need  to  force  a child  into  a seat  and  spend  min- 
utes trying  to  quiet  him  and  examine  him. 
Except  for  the  head  mirror,  no  instruments 
are  used  in  the  examination  of  the  child.  There 
always  are  lollipops,  children’s  books  or  comics, 
or  simple  little  toys  handy  for  the  child  to  play 
with  and  help  him  to  relax.  The  child  is  treated 
with  respect,  and  all  his  questions  are  listened 
to  and  answered  appropriately.  After  the 
examination  it  is  pointed  out  to  the  child  how 
sick  those  old  tonsils  are  and  how  well  he  will 
feel  after  they  are  out  and  his  throat  is  better. 

During  this  initial  visit  Johnny  is  told  that  his 
tonsils  will  be  taken  out  while  he  is  asleep  so 
that  he  will  feel  no  pain.  The  reasons  are 
given  to  him  for  each  step  preparatory  to  the 
anesthesia.  He  is  shown  the  operating  room 
and  recovery  room.  He  is  actually  shown 
how  the  towel  will  be  put  over  his  eyes,  so  that 
the  big,  bright  light  up  above  will  not  shine  in 
his  eyes  and  wake  him.  He  is  then  asked  to 
start  counting,  and  as  he  does,  the  ether  mask 
(scented  with  oil  of  orange  and  ether)  is  shown 
to  him  and  lowered  over  his  face.  If  he  objects 
to  the  odor,  he  is  told  that  it  is  a good  smell 
since  it  puts  him  to  sleep  and  he  will  feel  no  pain. 
Johnny  is  told  that  as  he  gets  sleepy,  he  may 
feel  dizzy  and  will  feel  like  an  airplane  pilot 
just  as  he  falls  asleep. 

All  this  is  explained  and  demonstrated  to 
Mother  and  Johnny  and  Dad  too  if  possible. 
Mother  is  told  to  supply  the  necessary  ironing 
board,  sheet,  Daddy’s  belts,  towel,  and  soup 
strainer,  so  that  everyone  at  home  can  play 
the  game.  This  gives  Johnny  a chance  to 
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TABLE  I — Age  Distribution*  of  Patients 


Ape  (Years)  Number 


l>/» 

1 

2 

4 

2»  /2 

3 

3 

4 

3*/» 

6 

4 

10 

5 

16 

G 

19 

7 

7 

8 

4 

acquaint  himself  with  the  sensation  of  towel 
and  mask  over  his  face.  We  have  learned  to 
stress  this  fact  to  the  parents  of  the  younger 
children.  It  is  extremely  important  for  them 
to  find  the  covering  of  the  face,  and  feeling  of 
restriction  (belts)  as  sensations  they  had  ex- 
perienced many  times  at  home.  The  game 
that  is  played  at  home  soon  ceases  to  be  a fright- 
ening, unexpected  sensation. 

On  the  day  of  operation  the  child  comes  in 
his  own  pajamas  so  as  not  to  break  the  link  with 
his  home.  Some  bring  their  favorite  toy.  Par- 
ents never  cease  to  be  amazed  to  see  the  child 
shake  hands  with  the  nurse  and  doctor  the 
morning  he  arrives  and  climb  up  on  the  operating 
table  by  himself.  Of  course  the  children  under 
three  years  of  age  have  the  most  difficulty. 
However,  we  feel  that  if  the  game  is  played 
often  enough  at  home,  the  procedure  loses  much 
of  the  unfamiliar,  and  there  is  less  deviation 
from  the  usual  home  routine.  We  have  found 
that  many  parents  may  need  more  reassurance 
than  the  children.  Their  anxieties  are  trans- 
mitted to  the  child,  and  an  adequate  prepara- 
tion relieves  these  anxieties  too. 

When  the  operation  is  performed  in  the  hos- 
pital, the  parents  should  bring  the  child  and 
stay  with  him  as  long  as  they  can.  We  try  to 
prepare  the  child  for  the  large  room  and  the 
other  children  in  beds.  We  prefer  to  have  the 
anesthetist  start  the  anesthesia  in  a separate 
induction  room.  At  one  time  we  thought  it 
best  to  use  rectal  Pentothal  for  induction  in 
the  child’s  room.  We  have  discontinued  its  use. 
The  children  were  dazed  after  it  was  all  over. 
They  did  not  feel  themselves  a part  of  w7hat  had 
happened.  It  was  not  a meaningful  experience 
to  them  and  left  a blank  feeling.  Jackson 
et  al.u  at  Albany  have  stressed  the  preoperative 
■visit  of  the  anesthetist  to  explain  the  procedure 
to  the  child  and  to  become  acquainted. 

Man}'  children  need  reassurance  that  there 


will  be  no  pain  during  the  tonsillectomy  since 
they  will  be  fast  asleep.  We  tell  our  children 
they  will  wake  in  the  bed  they  have  chosen. 
It  is  explained  that  the  throat  will  be  sore  for  a 
week  or  two,  perhaps  worse  than  any  sore  throat 
they  had  ever  had,  but  that  it  will  be  worth  it 
since  there  will  be  no  more  badly  infected  tonsils 
afterward. 

Children  usually  can  accept  the  reasons  for 
tonsillectomy.  Our  indications  for  tonsillec- 
tomy are  conservative.  The  children  wre  op- 
erate on  have  been  ill  repeatedly,  needing  many 
doctor  visits  and  injections  of  penicillin.  They 
are  happy  to  learn  that  they  will  need  fewer 
injections  after  their  tonsils  have  been  removed. 
The  advent  of  penicillin  has  vastly  increased  a 
child’s  fear  of  “needles.” 

Postoperatively,  the  attitude  of  parents  at 
home  is  very  important.  (They  too  are  pre- 
pared.) Gifts  are  given  to  the  child,  not  only 
in  anticipation  of  freedom  from  subsequent  in- 
fections but,  above  all,  because  of  the  positive 
contribution  that  the  child  has  made  to  the 
success  of  the  w'hole  procedure.  Parents  are 
shown  the  importance  of  not  appearing  fearful 
or  overanxious  in  front  of  the  child  and,  there- 
fore, are  also  prepared  and  have  been  encouraged 
to  answer  all  their  questions.  If  Mother  ap- 
proaches Johnny  in  a serene  manner,  just  as  if 
it  is  another  sore  throat,  he  is  more  apt  to  relax, 
will  eat  what  he  is  supposed  to,  and  will  play 
with  his  new  toys.  There  is  no  question  but 
that  insecure  parents,  if  not  properly  prepared, 
arouse  doubts  and  fears  in  their  youngsters. 
This  type  of  preparation  actually  helps  the 
parent  to  be  calmer  and  less  apprehensive  with 
the  child. 

Questionnaire  Study 

Over  a seven-year  period  more  than  1,000 
operations  on  children  have  been  performed  in 
this  manner.  Tw'o  years  ago  in  order  to  check 
our  results  questionnaires  were  sent  out  to  88 
children  (Fig.  1).  Sixty-five  or  74  per  cent  of 
the  questionnaires  were  received.  Another  12 
parents  did  not  respond  but  subsequently  in- 
formed us  that  they  had  been  well  satisfied  with 
the  psychologic  reactions  of  their  child.  The  age 
distribution  is  noted  in  Table  I. 

There  were  30  females  and  36  males.  Check- 
ups were  received  from  35  children  at  intervals 
of  one  to  five  months  after  operation.  All  the 
questionnaires  were  received  twTo  years  ago  so 
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1.  What  was  your  child’s  reaction  after  his  preoperative  visit 

(preparation)? 

a.  Did  he  appear  frightened  at  the  idea  of  the  operation? 

b.  Did  he  show  little  interest  (indifference)? 

c.  Did  he  look  forward  to  the  procedure? 

d.  Were  his  feelings  mixed  (which  attitude  predomi- 

nated) ?*_ 

e.  Other?__ 

2.  Your  child’s  general  personality  and  social  adjustment 

before  operation? 

good fair poor 

What  was  his  adjustment  in  the  following  areas,  good, 
fair,  poor? 

1.  Fears  (dark,  animals,  white  coats,  needles,  ether) 

2.  Eating  disturbances 

3.  Sleep  disturbances  (nightmares,  difficulty  in  going  to 

sleep,  bed  wetting) 

4.  Speech. . 

5.  Other  behavior  (wetting,  soiling,  thumb  sucking,  nail 

biting,  dependency,  aggression) 

6.  Sociability — with  friends 

with  parents 

with  siblings 

in  school 

with  physician 

3.  What  do  you  remember  about  your  child’s  reaction  the 

day  of  the  operation  and  his  degree  of  cooperation 
(morning  of  operation,  in  waiting  room,  in  operating 
room)- 

4.  What  was  his  emotional  reaction  (first  few  days)  post- 

operative? 

1.  Fears  (dark,  animals,  white  coats,  needles,  ether) 

2.  Eating  disturbances 

3.  Sleep  disturbances  (nightmares,  difficulty  in  going  to 

sleep,  bed  wetting) 

4.  Speech 

5.  Other  behavior  (wetting,  soiling,  thumb  sucking,  nail 

biting,  dependency,  aggression) 

6.  Sociability — with  friends 

with  parents 

with  siblings 

in  school 

with  physician 

5.  Was  there  any  change  in  his  emotional  reaction  a few 

months  later  in  regard  to: 

1.  Fears  (dark,  animals,  white  coats,  needles,  ether) 

2.  Eating  disturbances 

3.  Sleep  disturbances  (nightmares,  difficulty  in  going  to 

sleep,  bed  wetting) 

4.  Speech . 

5.  Other  behavior  (wetting,  soiling,  thumb  sucking,  nail 

biting,  dependency,  aggression) 

6.  Sociability — with  parents 

with  friends 

with  siblings 

in  school 

with  physician 

6.  How  did  you  feel  about  your  child  having  his  tonsils  taken 

out?  Were  you  worried?  Did  it  bring  up  your  own 
memories  and  experiences? 

7.  What  was  your  general  reaction  toward  the  procedure? 

Do  you  have  any  criticisms  or  suggestions?  How  did 
this  compare  with  any  past  experience  with  your  other 
children?  How  old  is  this  child? 

Fig  1.  Follow-up  questionnaire  sent  to  88  cases. 


that  an  adequate  long-term  follow-up  has  now 
been  accomplished. 

It  was  interesting  to  note  that  three  children 
had  stopped  bed  wetting.  Nine  children  had 
better  relationships  with  all  doctors.  There 
was  less  fear  of  injections  after  the  operation. 
The  main  complaint  of  11  children  was  that 
they  had  disliked  the  smell  of  ether.  We  have 
tried  to  use  vinyl  or  ethyl  chloride  for  induction, 


and  there  has  been  less  complaint  on  the  part 
of  our  little  ones.  Only  one  two-year-old  showed 
a worse  doctor  relationship  at  a later  date. 
There  was  only  one  late  sleep  disturbance  in  a 
nineteen-month-old  child.  The  other  six  chil- 
dren under  three  years  of  age  had  good  post- 
operative reactions.  In  the  ten  three-year-olds 
one  child  had  some  fear  of  restraint  after  opera- 
tion. Since  our  original  review  two  years  ago, 
we  have  learned  not  to  restrain  the  young  chil- 
dren too  much.  If  they  are  operated  on  in  a 
doctor’s  suite,  the  parent  helps  by  holding  them 
in  a comforting  manner.  If  the  child  is  operated 
on  at  the  hospital,  the  operating  surgeon  per- 
forms the  same  function.  Several  mothers 
mentioned  the  fact  that  their  children  seemed 
“more  grown  up”  after  the  operation;  they  were 
more  sure  of  themselves  and  more  mature. 

In  general,  the  questionnaires  revealed  that 
most  parents  preferred  this  kind  of  procedure 
because  it  served  the  interests  of  the  child. 
Although  many  parents  felt  it  was  more  difficult 
for  them,  they  were  pleased  and  even  surprised 
at  the  relative  ease  with  which  the  children 
underwent  the  total  procedure  as  compared  to 
their  siblings  who  did  not  have  such  preparation. 

Conclusion 

1.  The  amount  of  anxiety  noted  in  children 
undergoing  a tonsillectomy  with  this  general 
mode  of  preparation  is  markedly  reduced  and 
almost  nonexistent.  The  child  has  learned  to 
trust  the  doctor.  The  idea  of  being  manipulated 
by  someone  other  than  his  parents  is  received 
with  less  fear  and  antagonism.  The  so-called 
“man  in  the  white  coat”  is  gradually  trans- 
formed into  a human  being  who  has  tried  to  be 
helpful.  From  a surgical  experience  the  pro- 
cedure develops  into  a more  human  experience. 
It  is  not  without  interest  that  in  this  particular 
study  there  was  only  one  postoperative  reaction 
that  could  be  noted  as  a psychologically  un- 
healthy one  on  the  child’s  part.  Not  one  child 
had  a feeling  that  it  had  been  tricked  into  the 
procedure,  and  practically  every  one  even  had  a 
positive  feeling  of  affection  for  the  doctor.  Sub- 
sequent relations  with  other  doctors  were  noted 
to  be  more  satisfactory.  The  children  master  the 
situation,  not  only  because  of  the  help  of  their 
parents  and  the  surgeon,  but  also  through  their 
own  conscious  rational  participation  in  the 
common  effort.  As  a result  of  this  experience 
most  children  are  left  with  an  increased  sense  of 
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personal  ability  in  handling  difficult  situations. 
This  experience  is,  therefore,  not  automatically  a 
traumatic  one  but  can  be  viewed  as  a maturing 
one. 

2.  It  appears  that  the  parents  suffered  the 
most  but  probably  also  learned  the  most.  The 
majority  of  them  were  “worried”  and  “nervous” 
about  the  procedure.  However,  since  they  not 
only  observed  but  participated  in  it,  they  were 
gradually  put  at  ease  and  relieved.  It  is  likely 
that  most  parents  finished  this  ordeal  with  a 
great  respect  for  the  task  performed  by  the 
doctor  and  a still  greater  respect  for  the  task 
performed  by  their  child.  This  study  reveals 
that  parents  had  more  initial  fears  about  the 
procedure  than  their  children  and  that  prepara- 
tion had  a healthy  influence  in  interfering  with 
the  parents’  transference  of  these  fears  to  the 
child.  The  fact  that  the  parents  were  involved 
in  the  preparation  in  a constructive  way  helped 
not  only  them  but  the  surgeon  and  child  as  well. 
Our  study  further  revealed  that  parents  were 
less  apprehensive  and  far  more  spontaneously 
cooperative  in  going  through  any  subsequent 
tonsillectomies  for  their  other  children. 

3.  For  the  surgeon  the  results  invariably  are 
a more  cooperative  patient  and  family,  thus 
insuring  a more  efficient  surgical  technic  and 
end  results.  A particularly  interesting  result  of 
proper  preparation  is  the  remarkable  accept- 
ance of  the  anesthesia  by  the  child,  not  only 
psychologically  but  physiologically  as  well. 
The  characteristic  excitement  stage  of  anes- 
thesia is  minimized,  and  induction  is  unusually 
smooth  and  uneventful.  It  was  also  noted  that 
the  children,  having  been  prepared  for  the  post- 
operative pain  and  with  proper  medication, 
were  able  to  begin  eating  the  day  of  the  opera- 
tion. It  was  felt  that  this  insured  more  rapid 
healing  of  the  wound  with  general  recovery. 
Every  surgeon  appreciates  this  assistance  in  his 
work.  The  surgeon  has  also  made  his  young 
patient  aware  that  doctors  in  general  can  be  his 
friend  and  not  the  bad  man  in  the  white  coat. 

This  approach  to  the  removal  of  tonsils  and 
adenoids  certainly  does  not  mean  that  the  oto- 
laryngologist must  become  a psychotherapist. 


He  cannot  readily  change  any  fixed  neurotic 
attitudes  in  the  parents  he  deals  with,  but  he 
can  alleviate  the  effects  of  these  attitudes  on  his 
young  patients  by  developing  his  own  realistic, 
humane,  cooperative  attitude  toward  them.  A 
tonsillectomy  is  certainly  an  influence  in  a 
child’s  life.  The  otolaryngologist  is  not  ex- 
pected to  cure  any  child  of  his  neurotic  fears,  but 
he  should  do  all  in  his  power  not  to  add  to  them. 


Su  mmary 

1.  A study  of  the  psychologic  phenomena  of 
tonsillectomy  was  made  over  a seven-year 
period  in  approximately  1,000  children.  A de- 
tailed analysis  of  65  patients  was  possible  through 
responses  to  a questionnaire. 

2.  Because  of  its  uniqueness  in  the  life  of  a 
given  family,  tonsillectomy  is  an  anxiety-pro- 
voking experience  frequently  leading  to  trau- 
matic sequelae. 

3.  Proper  preparation  is  necessary  to  handle 
this  experience,  and  a particular  procedure  is 
described. 

4.  This  study  reveals  that  with  proper 
preparation  the  anxiety  associated  with  ton- 
sillectomy is  significantly  reduced  or  absent,  and 
in  many  cases  the  whole  experience  can  be 
described  as  constructive  rather  than  traumatic. 
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Acetyldigitoxin  alpha  has  recently  been 
introduced  into  clinical  cardiology  as  a 
glycoside  whose  pharmacologic  properties  afford 
certain  advantages  in  the  initial  digitalization 
and  maintenance  of  the  patient  in  congestive  fail- 
ure. The  initial  studies  on  the  pharmacology 
and  the  clinical  evaluation  of  the  glycoside  by 
the  Swiss  workers1-4  have  since  been  followed  by 
reports  from  various  centers  in  this  country  and 
abroad.5-9  The  present  report  details  our  ex- 
periences with  this  glycoside  in  the  treatment  of 
chronic  congestive  failure. 

Chemistry 

Acetyldigitoxin  represents  an  intermediate 
product  in  the  degradation  of  lanatoside-A 
containing  digitoxigenin  as  the  aglycone.  It  is 
produced  by  the  action  of  digilanidase,  a specific 
enzyme  occurring  in  the  leaf.  A molecule  of 
glucose  is  split  off  by  the  enzyme,  leaving  acetyl- 
digitoxin as  a degradation  product. 

Acetyldigitoxin  occurs  as  two  distinct  isomers, 
the  alpha  and  beta  forms,  differing  basically  in 
solubility  characteristics.  For  therapeutic  pur- 
poses the  more  readily  soluble  alpha  acetyldigi- 
toxin is  used,  and  it  is  this  isomer  which  will  be 
discussed  in  this  report. 

Pharmacology 

Stoll  and  Kreis1  and  Rothlin  and  his  associates2 
have  carried  out  the  basic  pharmacologic  observa- 
tions on  this  new  glycoside.  Stoll  and  Kreis1 
were  particularly  interested  in  the  pharmacologic 
properties  of  acetyldigitoxin  as  compared  with 
digitoxin  itself.  Digitoxin  has  long  duration  of 
action  with  slow  dissipation  of  effect  and  toxicity. 
In  addition,  it  has  been  difficult  to  obtain  a highly 
purified  and  constant  digitoxin  preparation  with 
uniform  activity.  Acetyldigitoxin,  on  the  other 


hand,  exhibits  a constant  potency  in  biologic 
assays.  Infusion  studies  indicate  that  the  cardio- 
tonic action  is  similar  for  both  glycosides.  The 
enteral  absorption  quotient  (the  intravenous  dose 
divided  by  the  duodenal  dose  required  to  achieve 
equivalent  effects)  is  75  per  cent  for  digitoxin 
and  66  per  cent  for  acetyldigitoxin,  indicating 
excellent  absorption  characteristics.  Therefore, 
both  drugs  are  suitable  for  oral  use. 

The  latency  period  is  the  time  required  for  a 
single  dose  of  a digitalis  product  to  manifest  an 
effect  and  is  usually  measured  as  the  time  re- 
quired to  induce  a drop  of  at  least  10  per  cent  from 
the  initial  ventricular  heart  rate  in  patients 
with  auricular  fibrillation.  In  the  case  of 
acetyldigitoxin  this  period  is  two  to  four  hours 
(twenty  to  thirty  minutes  after  intravenous  ad- 
ministration), and  the  full  effect  of  the  single 
dose  is  reached  in  twenty-four  to  forty-eight 
hours.2  These  figures  indicate  that  acetyldigi- 
toxin is  one  of  the  slower  acting  glycosides  and  is 
within  the  range  of  digitoxin  and  digitalis  leaf 
itself. 

Loeffler  and  his  group3’4  reported  that  when 
the  drug  was  discontinued,  the  digitalis  effect 
was  lost  in  four  to  fourteen  days  with  an  average 
of  nine  days.  They  noted  a 14  per  cent  average 
daily  loss  of  acetyldigitoxin  from  the  body  as 
compared  with  only  a 7 per  cent  loss  of  digi- 
toxin. The  loss  of  digitalis  effect  was  meas- 
ured by  the  return  of  the  heart  rate  to  90 
with  a pulse  deficit  in  patients  with  auricular 
fibrillation  and  a measurable  increase  in  the 
venous  pressure.  The  rate  of  elimination  of 
the  drug  from  the  body  was  measured  as  the 
ratio  between  the  daily  intravenous  maintenance 
dose  and  the  intravenous  digitalizing  dose  and 
again  was  found  to  be  14  per  cent  daily.  These 
figures  would  tend  to  equate  dissipation  of  the 
drug  with  dissipation  of  effect.  They  also  indi- 
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Also  received  mercurial  diuretic. 


CLINICAL  EVALUATION  OF  A CETYLDIGI TOXIN  ALPHA 


TABLE  II. — Therapeutic  Range  in  24  Patients  Followed  Over  Long  Period 


. 

TN*  ,A  T e 

r»*  i - 

Case 

Minimal 
Main- 
tenance Toxic 

Dose  Dose 

(Mg.)  (Mg.) 

Thera- 

peutic 

Ratio 

' Digitalis  Leaf 

Minimal 
Main- 
tenance Toxic 

Dose  Dose 

(Mg.)  (Mg.) 

Thera- 

peutic 

Ratio 

O italigin 

Minimal 
Main- 
tenance Toxic 
Dose  Dose 

(Mg.)  (Mg.) 

Thera- 

peutic 

Ratio 

i 

0.1 

0. 1 and  0.2 

66.6 

0.1 

0. 1 and  0.2 

66.6 

2 

0.2 

0.1 

0.2  and  0.3 

40.0 

3* 

0.2 

80.0 

4 

0.1 

0 . 1 and  0.2 

66.6 

0.1 

0.2 

50.0 

5 

0.1 

40.0 

0.1 

0. 1 and  0.2 

66.6 

0.5 

50.0 

6 

0.1 

0.2 

50.0 

0.1 

0. 1 and  0.2 

66.6 

0.5 

0.75 

66.6 

7 

0. 1 and  0.2 

0 . 2 and  0 . 3 

60.0 

0. 1 and  0.2 

0.2 

75.0 

8 

0.1 

0.2 

50.0 

0.2 

9 

0.2 

80.0 

0. 1 and  0 . 2 

0.2  and  0.3 

60.0 

0 25 

0.75 

33.3 

10 

0 . 1 every 

0. 1 and  0.2 

33.3 

0 . 1 every 

0 . 1 and  0 . 2 

33.3 

other 

other 

day 

day 

11 

0.3 

60  0 

0 1 and  0.2 

0.4 

37 . 5 

12 

0. 1 and  0.2 

0.2 

75.0 

0.2 

0 . 2 and  0 . 3 

80.0 

0.1 

0.2 

50.0 

13 

0. 1 and  0 2 

60.0 

0.1 

0.2 

50.0 

0 75 

1.0 

75.0 

14 

0.1 

0 3 and  0.4 

29.0 

0.1 

0. 1 and  0.2 

66.6 

0 75 

15 

0.2 

0.5 

40.0 

Ifit 

0.1 

0 . 1 and  0 . 2 

75.0 

0.1 

0 75 

1.25 

60.0 

17t 

0.1 

01  and  0.2 

66.0 

0.5 

18 

0.1  and  0.2 

50.0 

O.lt 

0.2 

50.0 

1.0 

19 

0.4 

0.4 

2.75 

20f 

0.1 

0. 1 and  0. 2 

66.6 

O.lt 

0.2 

50  0 

0 75 1 

1.25 

60.0 

21 

0 1 and  0.2 

0 . 2 and  0 . 3 

60.0 

0.1 

0.3 

33.3 

0.5t 

1.5 

33.3 

22t 

0.1 

0 1 and  0 2 

66.6 

0.5 

1.5 

33.3 

23 

No  range — Intractable  failure 

Questionable  range** 

24 

0.1 

0.2  and  0.3 

40.0 

0.1 

* Case  3 also  received  minimal  maintenance  dose  of  0.2  mg.  digitoxin. 
t Total  range  determined. 

**  See  “Comment”  in  text. 


cate  that  acetyldigitoxin  is  more  rapidly  dissi- 
pated than  digitoxin,  the  rate  lying  between  that 
of  digitoxin  and  that  of  digoxin. 

Animal  studies  by  Rothlin  and  his  group2  fur- 
ther indicated  that  the  bradycardic  effect  and 
the  lengthening  of  the  PQ  and  the  shortening  of 
the  QT  intervals  are  about  the  same  for  both 
drugs.  In  addition,  these  same  investigators 
claim  that  acetyldigitoxin  induces  less  vomiting, 
fewer  ectopic  rhythms,  and  less  degenerative  and 
inflammatory  changes  in  the  myocardium  of  cats 
on  “equitoxic”  doses  of  digitoxin  and  acetyldig- 
itoxin. 

Present  Study 

Our  study  of  the  clinical  characteristics  of 
acetyldigitoxin  included  five  hospitalized  patients 
who  were  initially  digitalized  with  the  drug  over  a 
relatively  short  period  of  time  and  24  patients 
who  were  followed  over  long  periods  of  time  to 
determine  the  therapeutic  range,  tolerance,  cumu- 
lation, and  other  properties  of  a cardiac  glycoside 
that  requires  prolonged  observation.  The  age, 
sex,  type  of  heart  disease,  cardiac  rhythm,  and 
cardiac  status  during  the  period  of  observation 
(according  to  the  Criteria  of  the  New  York  Heart 


Association)  are  noted  in  Tables  I and  II.  In 
general,  the  distribution  of  the  cardiac  group 
according  to  the  above  variables  is  similar  to  that 
of  any  large  general  cardiac  clinic. 

Rapidly  Digitalized  Patients. — The  findings 
in  this  group  of  five  patients*  are  outlined  in 
Table  I.  The  patients  were  routinely  digitalized 
by  the  administration  of  0.4  mg.  of  acetyldigi- 
toxin every  six  hours.  The  criteria  for  thera- 
peutic response  included  the  slowing  of  the  heart 
rate,  reduction  or  disappearance  of  the  pulse 
deficit,  increase  in  diuresis,  relief  of  dyspnea, 
diminution  of  the  venous  pressure,  decrease  of 
the  blood  circulation  time,  and  reduction  in 
edema,  as  well  as  improvement  in  the  usual 
physical  findings  associated  with  congestive  fail- 
ure. In  this  group  of  patients  the  average  total 
digitalizing  dose  was  2.08  mg.,  and  the  total  dig- 
italizing range  varied  from  1.6  to  2.4  mg.  All 
of  the  patients  were  carried  to  total  doses  of  4.8 
mg.  (over  a seventy-two  hour  period);  at  this 
level  only  one  patient  (Case  2)  became  toxic. 
The  average  therapeutic  range  in  this  group, 

* This  group  of  patients  was  studied  at  the  Martland 

Medical  Centre  under  the  supervision  of  Dr.  Arthur  Bern- 
stein on  Medical  Service  A,  I.  E.  Cohen,  M.D.,  attending 
physician. 
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TABLE  III. — Data  o.v  24  Cas- 


< — Acetyldigi  toxin 

Num- 

Classi-  Daily  ber  Thera- 

fica-  Dose  of  peutic 

Case  Sex  Age  Cardiac  Diagnosis  Rhythm  tion*  (Mg.)  Weeks  ratio  Response 


1 

F 

56 

Rheumatic  heart  disease 

AF-RSR 

III  C 

0. 1 

6' 

Maintained 

0 1 and  0.2 

20 

66.6 

Maintained 

0.2 

7 

Nausea,  diplopia 

01  and  0.2 

12 

Toxic1 

0.1 

7 

Maintained 

2 

M 

63 

Arteriosclerotic  and  luetic 

RSR 

m C 

0.2 

7 

heart  disease 

3 

F 

65 

Arteriosclerotic  and  hyper- 

RSR 

III  C 

0. 1 

2 

Regressed  to  failure 

tensive  heart  disease 

0.2 

15 

80.0 

Maintained 

0.2  and  0.3 

12 

Maintained 

4 

M 

60 

Arteriosclerotic  heart  dis- 

AF 

III  D 

0.  1 

24 

60.0 

Maintained 

ease 

0. 1 and  0.2 

2 

Toxic* 

5 

M 

66 

Arteriosclerotic  heart  dis- 

AF 

III  D 

0.  1 

10 

Maintained 

ease 

0.  1 and  0.2 

14 

40.0 

Maintained 

0.2 

13 

Maintained 

0.2  and  0.3 

13 

Maintained 

6 

F 

67 

Arteriosclerotic  and  hyper- 

RSR 

III  D 

0.1 

19 

Maintained 

tensive  heart  disease 

0. 1 and  0.2 

20 

50.0 

Maintained 

0.2 

1 

Nausea,  vomiting 

0. 1 and  0.2 

7j 

Maintained 

7 

F 

60 

Arteriosclerotic  heart  dis- 

RSR 

III  C 

0. 1 and  0.2 

10 

Maintained 

ease 

0.2 

7 

60 . 0 

Maintained 

0.4 

4 

Toxic3 

0.2 

27 

Maintained 

0.2  and  0. 3 

8 

Maintained 

8 

M 

51 

Hypertensive  heart  disease 

RSR 

III  D 

0.2 

7 

50.0 

Maintained 

0.2  and  0.3 

13 

Maintained  initially4 

0.0 

3 

9 

M 

62 

Hypertensive  heart  disease 

RSR 

III  D 

0.2 

12 

80.0 

Maintained 

0.2  and  0.3 

4 

Maintained 

10 

F 

74 

Rheumatic  and  arterio- 

RSR 

III  C 

0 . 1 every 

8 

Maintained 

sclerotic  heart  disease 

other  day 
0 1-0.1- 

15 

0 

33 . 3 

Maintained 

0.1 

32 

Maintained 

0.1  and  0.2 

5 

Toxic5 

0.1 

4 

Maintained 

1 1 

F 

80 

Rheumatic  heart  disease 

AF 

III  C 

0.3 

13 

Maintained 

0 3 and  0 4 

7 

60.0 

Maintained 

0.4 

13 

Maintained 

0.5 

12 

Gradually  toxic6 

12 

F 

50 

Rheumatic  heart  disease 

RSR 

III  C 

0.0 

16 

75.0 

Into  failure7 

0.2 

12 

Slowly  toxic8 

0 1 and  0.2 

3 

Maintained 

13 

M 

59 

Arteriosclerotic  and  hyper- 

RSR 

IV  D 

0.  1 and  0.2 

12 

Maintained 

tensive  heart  disease 

0.2 

20 

■ 60.0 

Maintained 

0.2  and  0.3 

3 

No  toxicity9 

14 

M 

60 

Arteriosclerotic  heart  dis- 

RSR 

III  D 

0. 1 

6 

Maintained 

ease 

0 1 and  0.2 

12 

Maintained 

0.2 

13 

Maintained 

0. 2 and  0 . 3 

15 

29.0 

Maintained 

0.3 

12 

Maintained 

0.0  and  0. 4 

6 

Toxic15 

0.3 

8 

Maintained 

[Continued  on  page  244] 
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es  on  Maintenance  Dosage 


Nu  m be  r 

Drug 

Daily  Dosef 

of  Weeks  Therapeutic  Ratio 

Response 

Digitalis  leaf 

0 . 1 and  0 . 2 

101 

66.6 

Slowly  toxic18 

0. 1 

8/ 

Maintained 

Digitalis  leaf 

0. 1 

12) 

Maintained 

0 . 1 and  0 . 2 

11 

Maintained 

0.2 

21 

40.0 

Maintained 

0.2  and  0.3 

3 

RSR,  AF  (toxic) 

0.2 

3 

AF,  RSR 

Digitoxin 

0.2 

20 

Maintained 

Digitalis  leaf 

0. 1 

15) 

Maintained 

0 . 1 and  0 . 2 

16 

Maintained 

0.2 

7 

50.0 

Anorexia  and  vomiting 

0 . 1 and  0 . 2 

8 

Maintained 

0.2 

2 

Coupling 

Digitalis  leaf 

0.  1 

16 

Maintained 

0 1 and  0.2 

12 

66 . 6 

Toxic19 

0.1 

10 

Maintained 

Gitaligin 

1.0 

10 

Maintained 

0 . 75 

11 

Maintained 

1.0 

7 

50.0 

Toxic20 

0.5 

13 

Maintained 

1.0 

20 

Maintained 

Digitalis  leaf 

0.1 

5' 

66.6 

Maintained 

0 1 and  0.2 

1 

Mild  toxicity21 

(repeated  subsequently  with  same  result) 

Gitaligin 

0.5 

9 

Maintained 

0.75 

6 

66.6 

Anorexia,  nausea,  dizziness 

0.5 

91 

Maintained 

Digitalis  leaf 

0.2 

2' 

75.0 

Mild  anorexia 

0 . 1 and  0 . 2 

6J 

Maintained 

Digitalis  leaf 

0.2 

16 

Heart  block22 

Digitalis  leaf 

0.1  and  0.2 

13 

Maintained 

0.2 

8 

60.0 

Maintained 

0 . 2 and  0 . 3 

3 

Blurred  vision,  scotomata 

Gitaligin 

0.25 

27 

Maintained 

0.5 

13 

33.3 

Maintained 

0.75 

8 

Visual  toxicity23 

Digitalis  leaf 

0. 1 every  other  day 

2 years  prior  to  acetyldigitoxin 

Poorly  tolerated24 

Subsequent  to  acet.yldigitoxir 

0.  1 

8 

Maintained 

0. 1 and  0.2 

3 

33.3 

Toxic.25 

0.  1 

3 

Maintained 

0 1 every  other  day 

8 

Maintained 

Digitalis  leaf 

0 . 1 and  0 . 2 

11 

Maintained 

0.2 

21 

Maintained 

0 . 2 and  0 . 3 

15 

37.5 

Maintained 

0.4 

3 

Blurred  vision 

0.3 

34 

Maintained 

Digitalis  leaf 

0.2 

5 

Maintained 

0. 2 and  0 3 

2 

80.0 

Toxic26 

0.2 

13 

Maintained 

0.2 

16 

50.0 

Maintained,  coupling 

0 1 

4 

Maintained 

Digitalis  leaf 

0.1 

8 

1 

Maintained 

0.2 

13 

Toxic27 

0.1 

3 

50.0 

Maintained 

0 1 and  0 2 

9 

Maintained 

0.2 

3 

Toxic28 

0 . 1 and  0 . 2 

33 

Maintained 

Gitaligin 

0.75 

6 

Maintained 

1.0 

9 

Headache,  spotted  vision 

0.5  four  times  a day 

28 

Maintained 

I 0 

5 

[ 75  0 

Nausea 

0.5  four  times  a day 

7 

Maintained 

1 0 

8 

Toxic29 

0.75 

40 

Maintained 

Gitaligin 

0.75 

8 

Maintained 

1.0 

4 

Maintained 

0.75 

9 

Maintained 

Digitalis  leaf 

0 . 1 and  0 . 2 

7 

] 66.6 

Toxic30 

0.1 

35 

Maintained 

(Continued  on  page  245] 
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TABLE  III. — - 

[Continued  from  page  242] 


Acetyldigitoxin- 

Num- 


Case 

Sex 

Age 

Cardiac  Diagnosis 

Rhythm 

Classi- 

fica- 

tion* 

Daily 

Dose 

(Mg.) 

ber  Thera- 
of  peutic 

Weeks  ratio 

Response 

15 

M 

65 

Arteriosclerotic  heart  dis- 

RSR 

III  D 

0.2 

121 

Maintained  throughout 

ease 

0.2  and  0.3 

17 

0.3 

17 

40.0 

0.3  and  0.4 

38 

0.5 

8 

16 

M 

72 

Hypertensive  and  arterio- 

RSR 

III  D 

0.1 

2 

Congestive  failure 

sclerotic  heart  disease 

U.  1 and  0.2 

10 

75.0 

Maintained 

0 2 

7 

Toxic11 

0 1 and  0.2 

10 

Maintained 

17 

F 

37 

Congenital  heart  disease 

RSR 

III  C 

0.1 

12 

Maintained 

0. 1 and  0.2 

6 

Nausea 

0.1 

18 

66.0 

Maintained 

0 . 1 every 

14 

Failure18 

other  day 

18 

M 

77 

Arteriosclerotic  heart  dis- 

AF 

III  C 

0. 1 and  0.2 

10 

Maintained  throughout 

ease 

0.2 

14 

0.2  and  0.3 

14 

ou . 0 

19 

M 

60 

Arteriosclerotic  and  hyper- 

AF 

III  C 

0.4 

8 

Maintained 

tensive  heart  disease 

20 

M 

60 

Arteriosclerotic  heart  dis- 

AF 

III  C 

0.1 

12 

66.0 

Maintained 

ease 

0. 1 and  0.2 

4 

Toxic18 

0.1 

13 

Maintained 

0 . 1 every 

4 

Congestive  failure 

other  day 

21 

M 

41 

Rheumatic  heart  disease 

AF 

III  C 

0. 1 and  0.2 

12] 

Maintained 

0.2 

14 

Maintained 

0.1 

22 

60.0 

Maintained 

0.2 

8 

Maintained 

0.2  and  0.3 

11 

Questionably  toxic1 * * 4 5 6 7 8* 

22 

F 

70 

Hypertensive  and  arterio- 

AF 

III  C 

0. 1 

6 

Maintained 

sclerotic  heart  disease 

0.2 

6 

Toxic15 

0.1 

12 

0. 1 and  0.2 

4 

66.0 

Toxic,  increased  failure 

0.1 

22 

Maintained 

0. 1 every 

6 

Failuie 

other  day 

23 

F 

33 

Rheumatic  heart  disease 

AF 

III  D 

0. 1-0.1- 

8 

0 

Increased  failure 

0.1-0 
0. 1 

2 

No  range 

Toxic1* 

24 

M 

71 

Arteriosclerotic  and  hyper- 

RSR 

III  C 

0.2 

10 

40.0 

Maintained 

tensive  heart  disease 

0.2  and  0.3 

10 

Toxic17 

0.1 

4 

Maintained 

* According  to  the  criteria  of  the  New  York  Heart  Association, 
t Dose  of  digitalis  leaf  in  grams;  glycoside  in  milligrams. 


1 Maintained  for  9 weeks;  then  dizziness,  headache,  and 
visual  disturbances. 

* Anorexia,  nausea,  extrasystoles,  runs  of  coupling,  in- 
creased failure  (gain  in  weight). 

1 Error  in  dose;  anorexia,  vomiting,  and  palpitations. 

4 Later  toxic;  went  into  increased  failure  with  premature 
ventricular  contractions. 

5 Severe  dizziness  and  weakness. 

6 Initially  maintained;  later  showed  occasional  coupling. 

7 Tachycardia,  rales,  and  enla-ged  liver. 

8 Maintained  until  last  week,  then  blurred  vision  and 
coupling. 


9  Follow-up  interrupted  by  acute  coronary  occlusion. 

10  Anorexia,  dizziness,  and  weakness. 

11  Anorexia,  nausea,  dizziness,  and  blurred  vision. 

17  Fatigue  and  tender  liver. 

11  Palpitation,  fluttering  vision,  weakness,  increased  fail- 
ure. 

14  Anorexia,  precordial  pain,  ventricular  rate  54. 

15  Increased  failure,  anorexia,  dizziness. 

16  Anorexia,  nausea,  vomiting,  dizziness,  fluttering  vision, 
increased  congestive  failure. 

17  Anorexia,  nausea,  vomiting,  headache,  visual  disturb- 
ances. 


therefore,  is  44.2  per  cent,  but  since  only  one 
patient  was  actually  carried  to  toxic  levels,  it  is 
apparent  that  the  true  therapeutic  range  is  even 
more  favorable  when  patients  are  initially  digi- 
talized by  this  technic. 

Case  2 became  toxic  on  three  separate  occa- 
sions. The  symptoms  of  toxicity  disappeared  on 
the  first  occasion  within  twenty-four  hours  and 
within  forty-eight  hours  the  second  time.  The 
third  time  she  experienced  yellow  vision  only, 
and  accurate  records  of  the  duration  of  this 
episode  were  not  kept. 


Three  of  the  patients  were  completely  redigi- 
talized (repeating  the  initial  total  digitalizing 
dose)  at  varying  intervals  following  cessation  of 
the  drug.  In  one  instance  a total  dose  of  4.8 
mg.  was  given  (in  Case  1)  twice  without  toxicity 
with  four-day  rest  intervals  between  doses; 
in  Case  2 twice  after  five  and  seven-day  rest 
intervals  and  in  case  5 twice  after  five-day  rest 
intervals.  Case  3 tolerated  a second  dose  of 
4.8  mg.  at  an  interval  of  eight  days,  having  re- 
ceived 0.4  mg.  at  one  point  four  days  after  the 
cessation  of  initial  digitalization. 
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( Continued) . 


[Continued  from  page  243] 

Drug 

Daily  Doset 

Number 

or  Weeks  Therapeutic  Ratio 

Response 

Gitaligin 

0.5  to  1 .0 

291 

60.0 

Maintained 

1 .25 

7/ 

Toxic31 

Digitalis  leaf 

0. 1 

28 

Maintained 

Gitaligin 

0.5 

36 

Maintained 

Digitalis  leaf 

0 1 every  other  day 

14 

Maintained 

0.1 

23 

Maintained 

0. 1 and  0.2 

14  (months)  > 

50.0 

Maintained 

0.2 

3 

Toxic 

Gitaligin 

1.0 

24 

Maintained 

1.25 

10 

Maintained 

Gitaligin 

2.75 

10 

Maintained 

3.0 

10  days 

Toxic 

Digitalis  leaf 

0 4 

11 

Maintained 

0.5 

6 days 

Toxic 

Digitalis  leaf 

0. 1 every  other  day 

6 

] 

Failure 

0.1 

22 

50.0 

Maintained 

0 . 1 and  0.2 

3>  A 

Toxic 

Gitaligin 

1.25 

3 

Toxic 

0.25 

24 

60.0 

Failure 

0.5-1 .0 

33 

Maintained 

Digitalis  leaf 

0.3 

3 

Toxic 

0.1 

14 

33.3 

Maintained 

0.2  and  0.3 

18 

Maintained 

Gitaligin 

0.5 

32 

33.3 

Maintained 

1.5 

10 

Toxic 

Gitaligin 

1.5 

2 

Toxic 

0.5 

41 

33.3 

Maintained 

0.25 

21 

Inadequate 

Digitalis  leaf 

0 1-0. 1-0. 1-0 

83 

Maintained 

0.1 

14 

Questionable  range 

Toxic 

Digitalis  leaf 

0.1 

10 

Maintained 

18  Maintained;  then  toxic  with  heart  block  and  ventricular 
premature  contractions,  visual  disturbances,  severe  dizziness, 
and  palpitation. 

19  Anorexia,  vomiting,  increased  failure,  dizziness,  and 
headache. 

20  Vomiting,  dizziness,  and  headache. 

21  Anorexia  and  palpitations. 

22  Transitory  heart  block  accompanied  by  vomiting. 

23  Symptoms  questionable  in  this  instance. 

24  Frequent  arrhythmias  and  runs  of  coupling  (probably 
had  low-grade  active  carditis). 

26  Anorexia,  dizziness,  headache,  blurred  vision. 


The  therapeutic  responses  were  good  in  all 
instances  except  in  Case  4 where  the  effect  was 
indeterminate. 

In  summary,  in  this  group  of  five  cases  initial 
digitalization  was  easily  achieved  and  with  good 
results  with  an  average  dose  of  slightly  over  2 
mg.  of  the  glycoside  administered  over  a period 
of  twenty-four  to  thirty-six  hours.  Maintenance 
of  effect  was  satisfactory,  and  signs  of  toxicity 
noted  in  one  case  disappeared  within  twenty- 
four  to  forty-eight  hours.  The  drug  itself  thus 
appeared  to  be  dissipated  from  the  tissues  with 


26  Severe  palpitations  and  runs  of  coupling. 

27  Fluttering  vision  and  vomiting. 

28  Anorexia,  nausea,  vomiting,  colored  spots  in  vision. 

29  Increased  failure,  colored  vision,  weakness. 

30  Blurred  vision  and  dizziness. 

31  Extrasystoles  and  vomiting. 


moderate  rapidity,  permitting  repeated,  complete, 
rapid  digitalization  within  intervals  of  four  to 
eight  days,  averaging  5.6  days  in  seven  trials. 
Digitalis  effect  was  well  maintained  during  these 
dissipation  studies,  and  none  of  these  patients 
relapsed  into  failure  during  the  intervals  when 
the  drug  administration  was  stopped.  This 
is  another  indication  of  the  differentiation  be- 
tween dissipation  of  drug  and  dissipation  of 
effect.10  No  attempt  was  made  to  redigitalize 
patients  at  briefer  intervals;  a more  finely  cali- 
brated study  is  in  progress  to  determine  whether 
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TABLE  IV. — Signs  and  Symptoms  of  Toxicity 


Case 

Gastrointestinal 

Cardiac 

Eye 

Central 

Nervous 

System 

Other 

i 

Diplopia 

Headache 

2 

Anorexia,  nausea 

Extrasystole  and 
runs  of  coupling 

Increased  failure 

3 

Nausea,  vomiting 
Nausea,  vomiting 

4 

Palpitation 

Extrasystole 

5 

6 

Dizziness 

7 

Coupled  rhythm, 
tachycardia 
Coupling 

Increased  failure 

8 

Blurred  vision 

9 

Anorexia 

Weakness 

10 

Blurred  vision 

Dizziness 

11 

Nausea 

12 

Palpitation 

Preeordial  pain  and 
sinus  bradycardia 

Fluttering  vision 

Weakness,  in- 

creased failure 

13 

14 

15 

16 

Anorexia,  vomiting,  nausea 
Anorexia,  nausea,  vomiting 

Fluttering  vision 
Visual  disturbance 

Dizziness 
Dizzy  headache 

Increased  failure 

this  is  possible.  However,  from  the  data  of  other 
investigators  and  knowledge  of  the  pharmacologic 
properties  of  acetyldigitoxin,  it  is  not  likely  that 
the  above  figures  will  be  significantly  altered. 

Maintenance  Studies. — Twenty-four  pa- 
tients* were  observed  in  this  portion  of  the 
study  for  periods  ranging  from  seven  to  ninety- 
two  weeks  with  an  average  use  of  acetyldigitoxin 
of  40.3  weeks.  Actually,  most  of  these  patients 
had  been  observed  for  much  longer  periods  of 
time,  many  of  them  receiving  other  digitalis 
products  prior  to  or  subsequent  to  the  administra- 
tion of  acetyldigitoxin.  The  results  of  our  studies 
with  this  group  are  listed  in  Table  III.  Based  on 
our  previous  experiences  in  the  study  of  the  thera- 
peutic ranges  of  digitalis  products,  it  is  our  custom 
to  increase  the  dose  levels  of  the  drug  being  studied 
at  intervals  of  not  less  than  twelve  weeks,  and 
this  rule  was  followed  in  most  cases.  Contral- 
to the  opinions  expressed  in  many  pharmacology 
texts  that  maximal  accumulation  of  effect  (and 
of  toxicity)  with  a given  maintenance  dosage 
will  occur  in  two  weeks  time,  we  have  noted  that 
cumulation  with  the  longer  acting  glycosides 
will  occasionally  produce  toxic  effects  long  after 
this  arbitrary  two-week  period. 

The  average  maintenance  dose  in  our  series 
was  0.15  mg.  daily.  This  is  not  equivalent  to 
the  true  minimal  maintenance  dose  and  will  be 
discussed  below. 

The  therapeutic  range  represents  the  ratio  of 
the  minimal  maintenance  dose  to  the  minimal 
toxic  dose  (Table  II).  The  complete  range  was 


* Thursday  Night  Adult  Cardiac  Clinic,  Bellevue  Hospi- 
tal, New  York  City,  Third  Medical  Division. 


explored  in  four  of  our  patients  and  averaged 
68.2  per  cent,  i.e.,  68.2  per  cent  of  the  toxic  dose 
was  required  to  maintain  the  patients  free  from 
the  symptoms  of  congestive  failure.  In  the 
other  cases  in  this  series  we  have  assumed  the 
smallest  maintenance  dose  in  each  case  to  be 
approximately  equivalent  to  the  minimal  main- 
tenance dose  and  have  calculated  the  thera- 
peutic range  according  to  this  baseline.  On  this 
basis  the  over-all  therapeutic  ratio  for  the  21 
cases  was  58.3  per  cent.  Since  it  is  obvious  from 
a review  of  the  protocols  that  the  minimal  dose 
in  several  of  our  cases  was  probably  lower  than 
the  smallest  dose  level  tested,  this  would  tend  to 
increase  the  therapeutic  range  in  a more  favorable 
direction.  Later  discussion  will  analyze  the 
reasons  why  the  over-all  therapeutic  range  is 
greater  than  that  of  the  four  cases  where  the  com- 
plete range  was  actually  surveyed. 

The  therapeutic  range  for  digitalis  leaf  ob- 
served in  the  same  group  of  patients  was  54.7 
per  cent  in  16  of  the  patients  in  whom  this  drug 
was  studied;  in  two  of  the  patients  where  the 
range  was  completely  explored,  the  therapeutic 
range  in  both  instances  was  50  per  cent.  The 
therapeutic  range  (again  based  on  presumed 
minimal  maintenance  dose)  in  seven  patients 
studied  with  Gitaligin  was  51.2  per  cent.  In 
two  individuals  who  received  Gitaligin,  the 
range  was  completely  studied  and  found  to  be 
60  per  cent,  and  33.3  per  cent,  respectively.  The 
therapeutic  range  for  amorphous  Gitalin  pre- 
viously determined  by  Batterman,  De  Graff, 
and  Rose11  was  41  per  cent  for  patients  observed 
on  a maintenance  basis.  Some  of  the  patients 
reported  in  that  study  were  observed  in  this 
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clinic;  the  discrepancy  in  the  ranges  of  the  two 
groups  can  be  attributed  to  the  fact  that  the 
present  group  is  smaller  and  the  factor  of  selec- 
tivity plays  a role. 

The  signs  and  symptoms  of  toxicity  appeared 
to  be  similar  in  kind  and  distribution  to  those 
of  digitalis  leaf  and  the  individual  glycosides 
studied  in  this  clinic  (Table  IV).  In  the  16 
patients  who  became  toxic,  the  usual  predomi- 
nance of  gastrointestinal  and  eye  signs  is  noted. 
Seven  patients  showed  cardiac  toxicity,  and 
when  increased  failure  is  included  as  a sign  of 
cardiac  toxicity,  the  number  increased  to  nine. 
Of  the  entire  group  of  nine,  however,  only  two 
patients  (Cases  5 and  7)  showed  cardiac  toxicity 
alone,  both  exhibiting  extrasystoles  and  in- 
creased failure.  Hence,  12.5  per  cent  of  those 
patients  who  became  toxic  on  acetyldigitoxin  de- 
veloped cardiac  arrythmias  as  the  first  evidence 
of  toxicity.  In  passing,  it  is  of  interest  to  note  the 
frequency  (six  out  of  16  cases)  of  increased  con- 
gestive failure  as  a symptom  of  toxicity.  These 
cases  have  been  listed  under  a separate  subhead- 
ing in  Table  IV  to  highlight  the  frequency  of  this 
commonly  overlooked  manifestation  of  digitalis 
intoxication.  The  significance  of  this  phenome- 
non has  been  reported  previously  from  this  clinic12 
and,  apparently,  more  often  than  not  is  masked 
by  the  more  dramatic  gastrointestinal,  eye,  and 
central  nervous  system  signs  and  symptoms  of 
the  toxic  state.  In  the  report  by  Batterman 
and  Gutner12  all  of  the  patients  who  manifested 
signs  of  increased  failure  had  concurrent  signs 
and  symptoms  of  toxicity  referred  to  other 
systems;  in  the  present  series  two  patients  ex- 
hibited cardiac  failure  accompanied  by  extra- 
systoles as  the  only  evidence  of  toxicity. 

Signs  of  toxicity  were  quickly  dissipated  when 
the  drug  was  withdrawn.  It  has  been  our  prac- 
tice, when  toxicity  is  noted,  to  withdraw  the 
drug  for  twenty-four  hours  and  thereafter  resume 
with  a slightly  smaller  maintenance  dose  than 
that  producing  the  recent  toxicity.  On  this 
regimen  patients  treated  with  acetyldigitoxin 
invariably  noted  a disappearance  of  subjective 
complaints  within  twenty-four  to  forty-eight 
hours  after  withdrawal  of  the  drug,  and  when 
they  were  checked  again  in  clinic  the  following 
week,  the  cardiac  signs  of  toxicity  were  gone. 
Maher6  reports  that  the  signs  of  overdosage  dis- 
appear more  rapidly  with  acetyldigitoxin  than 
with  any  other  digitalis  preparation  employed  by 
him.  Hejtmancik  and  Herrmann7  state  that 


“acetyldigitoxin.  . .has  the  advantage  over  dig- 
itoxin  of  quicker  dissipation.  There  are  further 
advantages  of  acetyldigitoxin  in  that  toxic  symp- 
toms which  are  usually  gastrointestinal  tend  to 
appear  before  the  more  dangerous  cardiac  ar- 
rythmias develop.”  Actually,  there  are  no  well- 
controlled  studies  to  indicate  that  digitoxin  has  a 
special  tendency  to  produce  cardiac  toxicity  as  the 
initial  or  sole  manifestation  of  overdosage.  We 
can  agree,  however,  with  Hejtmancik  and  Herr- 
mann7 on  one  point  that  signs  and  symptoms  of 
overdosage  disappear  more  quickly  with  acetyl- 
digitoxin than  digitoxin  when  the  drugs  are  with- 
drawn. 

Cornmen  t 

All  of  the  pure  cardiac  glycosides  available  at 
the  present  time  derive  their  effects  through  the 
same  mechanisms,  namely,  a direct  cardiotonic 
action  coupled  with  an  extracardiac  vagal  effect. 
However,  individual  variations  in  other  pharma- 
cologic properties  of  these  glycosides  are  pro- 
ductive of  certain  advantages  or  disadvantages  in 
routine  clinical  use,  and  these  act  to  modify 
indirectly  the  primary  inotropic  action  of  these 
drugs. 

Digitoxin  is  widely  used  in  the  treatment  of 
congestive  failure.  Its  excellent  absorption  by 
the  oral  route  and  its  persistence  of  effect  have 
proved  clinically  valuable.  However,  the  slow 
dissipation  of  the  drug  and  the  consequent  pro- 
longed toxicity  when  the  therapeutic  dose  is  ex- 
ceeded is  an  inherent  disadvantage.  Develop- 
ment of  a preparation  with  the  absorptive  ad- 
vantages of  digitoxin  but  possessing  a more 
rapid  rate  of  dissipation  would  be  of  notable  ad- 
vantage. A study  of  the  clinical  characteristics 
of  acetyldigitoxin  led  Loeffler4  to  conclude  that 
“acetyldigitoxin  has  marked  powers  of  fixation. 
Because  of  the  duration  of  action  and  cumulation 
it  is  particularly  suitable  for  maintenance,  but 
it  is  also  more  regularly  reversible  and  therefore 
better  controlled  than  digitoxin.”  We  agree 
with  these  conclusions;  in  our  hands  acetyl- 
digitoxin has  had  high  predictability  and  con- 
stancy of  effect  with  ready  reversibility  of  tox- 
icity. 

In  our  small  group  of  five  cases,  initial  digital- 
ization was  readily  accomplished  in  a twenty- 
four  to  thirty-six-hour  period  with  an  average 
dose  of  slightly  over  2 mg.  of  the  glycoside. 
The  therapeutic  range  of  44.2  per  cent  is  very 
favorable,  especially  when  it  is  recognized  that 
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the  true  range  is  probably  even  greater  since 
only  one  patient  in  the  group  was  carried  to  tox- 
icity. A larger  series  will  be  reported  in  the 
future,  and  if  this  range  is  confirmed,  it  will  add 
to  our  comiction  that  acetyldigitoxin  adminis- 
tered according  to  a modified  Eggleston  technic 
is  a safe  glycoside  for  the  initial  digitalization  of 
the  patient  with  congestive  failure.  The  thera- 
peutic range,  since  it  depends  in  part  on  ab- 
sorption, fixation,  and  rate  of  dissipation  of  the 
drug,  will  vary  according  to  the  method  of  initial 
digitalization.  A therapeutic  effect  was  achieved 
by  Loeffler4  when  his  patients  ingested  2.4 
mg.  of  acetyldigitoxin  in  twenty-four  hours. 
Toxicity  of  minimal  nature  occurred  at  dose 
levels  of  4.8  to  7.5  mg.  (average  5.6  mg.)  when 
administration  of  the  drug  was  continued.4 
Hence,  by  this  technic,  winch  is  comparable  to 
that  employed  in  our  small  series,  the  thera- 
peutic dose  was  on  the  average  53  per  cent  of  the 
minimal  toxic  dose.  With  smaller  oral  doses 
(1.2  to  1.8  mg.  daily  in  divided  doses)  the  thera- 
peutic range  varied  from  40  to  60  per  cent.  In 
general,  with  varying  oral  doses  administered 
daily,  the  total  therapeutic  dose  seemed  to  av- 
erage about  half  the  toxic  dose,  a figure  that  com- 
pares fairly  closely  with  our  findings  of  44.2 
per  cent.  However,  in  Loeffler’s  series  of  52 
patients,  only  13  or  25  per  cent  were  adequately 
digitalized  in  a twenty-four-hour  period  on  an 
average  dose  of  2.4  mg.;  17.4  per  cent  of  the 
patients  required  fort}- eight  hours  on  an  average 
dose  of  2.8  mg.,  44.2  per  cent  needed  seventy-two 
hours  with  an  average  dose  of  3.5  mg.,  and  13.4 
per  cent  were  fully  digitalized  in  ninety-six  hours 
on  an  average  dose  of  4.0  mg.  However,  in  a 
more  recent  series  studied  by  Loeffler, 13  it  appears 
that  the  average  digitalizing  dose  will  be  con- 
siderably lower  than  that  reported  above.  Trol- 
liet8  found  the  most  suitable  dosage  for  oral  digi- 
talization was  1.0  to  1.5  mg.  daily  for  three  to 
five  days.  In  44  patients  Heinrich  and  Delius9 
found  the  total  oral  digitalizing  dose  to  be  1.5 
to  4.6  mg.  administered  over  a period  of  three 
to  six  days. 

Loeffler  found  that  if  0.S  mg.  of  acetyldigitoxin 
was  given  daily  by  the  intravenous  route,  digi- 
talization was  achieved  with  total  doses  of  1.6 
to  2.4  mg.,  being  on  the  average  65  per  cent  of 
the  toxic  dose  (2.8  to  6.4  mg.).  We  have  not 
digitalized  any  patients  by  the  intravenous  route. 

In  our  series  the  average  daily  maintenance 
dose  was  0.15  mg.  Zilli  and  Luisada5  reported  a 


maintenance  dose  ranging  from  0.1  to  0.4  mg 
daily  with  a majority  of  11  cases  receiving  0.2  mg. 
Trolliet8  noted  a maintenance  range  of  0.2 
to  0.5  mg.  daily  or  0.2  mg.  intravenously  daily. 
Heinrich  and  Delius9  in  their  series  of  44  patients 
found  that  the  daily  maintenance  dose  ranged 
from  0.05  to  0.5  mg.  but  wTas  generally  0.2  mg. 

The  over-all  therapeutic  range  or  therapeutic 
margin  for  our  21  cases  observed  on  maintenance 
therapy  was  58.3  per  cent.  Since,  as  noted 
above,  the  therapeutic  range  is  not  a fixed  value 
but  is  dependent  on  the  intrinsic  characteristics 
of  the  glycoside  as  well  as  a complex  of  variables 
associated  with  the  cardiac  status  of  the  patient 
at  the  time  of  observation,  the  maintenance  thera- 
peutic range  differs  not  unexpectedly  from  the 
range  on  initial  digitalization  (44.2  per  cent). 

On  routine  maintenance  therapy  Loeffler’s 
group  reported  the  average  toxic  dose  to  be  0.6 
mg.  or  well  above  twice  the  average  maintenance 
dose.  Our  own  therapeutic  range  of  58.3  per  cent 
is  somewhat  higher  than  the  “less  than  half” 
(exact  figure  not  given)  noted  by  the  Swiss 
workers.  As  has  been  noted  above,  our  figures 
do  not  give  the  minimal  maintenance  dose  ex- 
cept in  a small  number  of  cases  (although  it  is 
safe  to  assume  that  in  many  of  our  cases  the 
values  coincide  with  the  actual  minimal  doses), 
and  this  may  interfere  with  a strict  comparison 
with  Loeffler’s  group.  However,  it  is  also  noted 
that  the  average  toxic  dose  in  our  maintenance 
series  was  far  below  the  0.6  mg.  of  acetyldigi- 
toxin quoted  by  Loeffler  and  his  coworkers. 
The  range  for  digitalis  leaf  in  our  group  of  cases 
was  about  54  per  cent,  a somewhat  lower  figure 
than  that  usually  noted  by  other  workers  with 
whole  leaf. 

It  is  of  interest  to  note  that  in  our  group  of 
four  cases  where  the  complete  therapeutic 
range  was  surveyed,  the  range  was  smaller  than 
in  the  group  as  a whole  (68.2  per  cent  as  com- 
pared with  58.3  per  cent).  There  are  several 
possible  explanations  for  this  apparent  dis- 
crepancy. The  small  size  of  the  group  is  con- 
ducive to  decreased  reliability.  In  addition, 
these  four  patients  were  further  along  in  the 
course  of  their  heart  disease  than  the  average 
patient  in  the  group.  As  has  been  noted  by 
other  workers,  the  therapeutic  range  diminishes 
along  with  the  progression  in  severity  of  heart 
disease.  The  smaller  range  also  makes  clinical 
testing  more  rapid  since  the  change  of  dosages  at 
tw-elve-week  intervals  more  quickly  exhausts  the 
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range  than  in  other  patients  where  a wide  range 
requires  many  more  months  of  exploration  by  the 
technic  we  have  observed. 

Loeffler  and  his  group4  report  that  given  orally, 
twice  as  much  acetyldigitoxin  as  digitoxin  is 
needed  to  achieve  equivalent  effects;  by  the  in- 
travenous route  1.5  mg.  of  acetyldigitoxin  and 
1.2  mg.  of  digitoxin  are  equivalent  doses.  Our 
experience  does  not  agree  with  the  first  part  of 
this  statement.  Table  V of  their  paper  indicates 
that  the  range  of  digitalizing  doses  of  acetyl- 
digitoxin is  2.8  to  3.6  mg.  given  over  a period  of 
two  to  three  days.  Presumably  their  statement  is 
based  on  the  assumption  that  the  average  patient 
is  adequately  digitalized  with  1.2  mg.  of  digi- 
toxin. However,  the  work  of  De  Graff  and  his 
group14  and  of  Stewart  and  Newman15  has  shown 
that  the  average  digitalizing  dose  with  digitoxin 
is  actually  2.2  mg.,  a figure  that  corresponds 
more  closely  to  the  range  noted  in  Loeffler ’s 
report  and  that  corresponds  quite  closely  to  the 
findings  in  our  small  group  of  five  patients. 
When  the  drug  is  given  intravenously  over  a two 
to  three-day  period,  the  total  digitalizing  dose 
range  of  1.6  to  2.4  mg.  again  corresponds  closely 
to  that  of  digitoxin  itself. 

Loeffler  and  his  group  also  recommend  the  use 
of  acetyldigitoxin  intravenously  in  urgent  cases. 
Although  we  have  had  no  experience  with  the 
glycoside  used  via  the  parenteral  route,  it  is  our 
feeling  that  based  on  the  relatively  high  fixa- 
tion of  the  drug  and  the  relatively  slow  reversi- 
bility of  effect  and  toxicity  (compared  with  gly- 
cosides such  as  digoxin  and  lanatoside  C), 
acetyldigitoxin  is  not  the  drug  of  choice  under 
such  circumstances,  any  more  than  digitoxin 
itself  is  the  best  choice  for  the  critically  ill  patient 
requiring  very  rapid  digitalization. 

The  basic  effect  of  digitalis  and  the  cardiac 
glycosides  depends  on  their  cardiotonic  action, 
and  variations  in  their  indications  depend  on  the 
pharmacologic  attributes  previously  noted.  In 
view  of  the  foregoing  and  on  the  basis  of  our 
data,  it  is  believed  that  acetyldigitoxin  will  find 
its  greatest  usefulness  in  the  cardiac  in  failure 
where  moderate  speed  of  digitalization  is  de- 
sired and  where  easy  maintenance  is  the  prime 
factor.  The  pharmacologic  properties  of  acetyl- 
digitoxin place  it  in  the  same  general  category  as 
digitoxin  and  digitalis  leaf.  Its  more  rapid  re- 
versibility of  toxicity  and  dissipation  of  effect 
coupled  with  good  fixation  make  it  preferable 
to  digitoxin  for  initial  digitalization  and  main- 


tenance. Its  relatively  prolonged  effect  and 
fixation  would  not  appear  to  make  it  the  ideal 
drug  for  very  rapid  digitalization  by  the  intra- 
venous route,  although  we  have  had  no  experi- 
ence with  the  drug  used  in  this  manner.  In  view 
of  the  relatively  high  and  predictable  absorption 
of  acetyldigitoxin  when  given  orally,  its  use  in- 
travenously might  well  be  reserved  for  comatose 
patients,  those  who  are  vomiting,  or  those  who 
for  any  other  reason  cannot  take  the  drug  by 
mouth. 

Summary  and  Conclusions 

1.  Acetyldigitoxin  is  a pure  crystalline  gly- 
coside of  constant  potency.  Its  enteral  absorp- 
tion is  67  per  cent.  It  has  a moderate  latent 
period,  twenty  to  thirty  minutes  after  intrave- 
nous administration  and  two  to  four  hours  after 
oral  ingestion.  The  average  time  of  dissipation 
of  the  drug  from  the  tissues  is  5.6  days.  These 
properties  place  the  drug  between  digitoxin  and 
digitalis  leaf  and  glycosides  of  digitalis  lanata. 

2.  There  is  good  cumulation  of  drug  and  effect. 
Dissipation  of  side-effects  is  more  rapid  than  with 
digitoxin,  signs  and  symptoms  of  toxicity  dis- 
appearing in  twenty-four  to  forty-eight  hours. 

3.  In  a series  of  five  patients  initially  digital- 
ized, the  average  total  digitalizing  dose  was 
2.08  mg.  administered  over  a period  of  slightly 
more  than  thirty  hours.  The  therapeutic  range 
was  44.2  per  cent.  The  drug  may  be  admin- 
istered with  a suggested  initial  dose  of  0.4  to 
0.8  mg.  followed  by  0.4  mg.  at  six-hour  intervals 
until  the  desired  effect  is  achieved  or  toxicity 
supervenes.  Equivalent  doses  can  be  given 
intravenously  in  instances  where  the  oral  route  is 
contraindicated. 

4.  In  a series  of  24  patients  followed  over  an 
average  period  of  40.3  weeks,  the  average  main- 
tenance dose  was  0.15  mg.,  and  control  was 
well  maintained.  The  therapeutic  ratio  in  this 
group  was  58.3  per  cent. 

5.  The  pharmacologic  characteristics  of  ace- 
tyldigitoxin would  indicate  its  greatest  value  lies 
in  the  patient  in  failure  who  can  be  digitalized 
over  a twenty-four  to  seventy-two-hour  period. 
While  its  maintenance  effect  approximates  that 
of  digitoxin,  its  more  rapid  dissipation  with  the 
resultant  more  rapid  reversibility  of  toxicity 
would  point  to  an  advantage  over  the  older  gly- 
coside in  the  treatment  of  congestive  failure. 
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ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  awarded  at  the  Sesqui- 
centennial  Meeting  of  the  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York,  May  13  to  15,  1957,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1957,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

R.  Townley  Paton,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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IRVING  R.  TABERSHAW,  M.I).,  NEW  YORK  CITY 
( From  the  Division  of  Industrial  Hygiene,  New  York  State  Department  of  Labor) 


'T'his  discussion  of  the  establishment  of  causal 
-1-  relationship  in  workmen’s  compensation 
cases  will  be  limited  primarily  to  the  medical 
aspects  and  only  as  they  apply  to  occupational 
disease.  While  there  may  be  serious  question 
when  trauma  is  the  alleged  cause  of  an  injury, 
the  complexities  of  establishing  causality  are 
multiplied  many  times  when  dealing  with  occupa- 
tional diseases.  These  illnesses  are  notoriously 
insidious  in  their  onset,  slow  in  development, 
frequently  confused  with  other  diseases,  and 
often  there  are  long  delays  between  exposure 
and  clinical  manifestations. 

One  cannot  present  this  subject  without  recog- 
nizing the  legal  and  administrative  framework 
in  workmen’s  compensation  which  so  strongly 
influences  the  determination  of  causal  relation. 
Legalistic  formalities  and  administrative  rulings 
may  negate  the  medical  truth  and,  conversely, 
create  association  where  reasonable  application 
of  medical  knowledge  would  rule  out  any  con- 
nection. The  major  legal  problem  in  workmen’s 
compensation  administration  involves  the  phrase 
“arising  out  of  and  in  the  course  of  employ- 
ment,” and  it  is  illustrated  by  the  following  case 
history:* 

A woman,  during  working  hours,  drank  a mixture 
of  Coca-Cola  and  benzedrine  and  immediately 
suffered  a stroke.  The  court  ruled  that  this  incident 
could  be  classed  as  an  accident  since  it  clearly  oc- 
curred in  the  course  of  her  employment.  The  diffi- 
cult question  was  whether  it  arose  “out  of  her  em- 
ployment.” The  court  ruled  that  it  did,  noting  that 
she  was  tired,  that  she  took  the  drink  at  the  sugges- 
tion of  her  coworkers,  and  that  it  was  in  the  interest 
of  her  employer  as  well  as  her  comfort  to  be  relieved 
of  her  fatigue.  The  fact  that  the  act  turned  out  to 
be  a foolish  error  in  judgment  did  not  bar  compensa- 
tion. 

Examples  of  this  type  are  legion,  but  this 

Presented  as  part  of  the  symposium  on  "Occupational 
Disease  and  Toxicology,”  Medical  Society  of  the  County  of 
Queens,  Forest  Hills,  New  York,  March  22,  1956. 

* Fishman  v.  S.  IP.  Layton,  Inc.,  130  N.  Y.  S.  (2d)  656 
(N.Y.,  1954). 


does  not  concern  us  medically  except  as  to  who 
shall  pay  for  treatment — an  important  aspect  to 
which  I shall  return  later. 

From  the  medical  standpoint  and  particularly 
from  that  of  the  general  practitioner,  three 
situations  present  themselves: 

1.  The  patient  has  a clear-cut  occupational 
disease  and  alleges  exposure.  Such  a situation 
is  exemplified  in  the  case  of  the  man  with  clinical 
and  roentgenographic  evidence  of  a pneumo- 
coniosis. He  gives  his  occupation  as  a con- 
struction worker.  The  doctor  is  faced  with  the 
determination  of  the  existence  of  an  adequate 
exposure  to  silica  dust  which  in  most  instances 
is  reasonably  accurate  through  the  worker’s 
occupational  history. 

2.  The  patient  has  a doubtful  picture  of  an 
occupational  disease  which  could  be  explained 
if  exposure  to  a known  toxin  were  definite. 
This  could  be  the  problem  in  a patient  with 
an  anemia  who  worked  in  a factory  as  a spray 
painter.  There  may  be  some  doubt  regarding 
the  exact  type  of  anemia,  but  assuming  that  it  is 
definitely  an  aplastic  anemia,  there  may  still  be 
doubt  from  the  worker’s  description  as  to  whether 
he  was  exposed  to  a hematoxic  agent. 

3.  The  patient  has  a disease  ordinarily  not 
considered  occupational  but  in  certain  exposures 
could  be  caused  by  his  work.  An  instance  of 
this  kind  is  where  a worker  had  repeated  attacks 
of  epistaxis  and  upper  respiratory  irritation, 
alleging  that  he  was  in  contact  with  irritant  fumes. 
The  relationship  could  be  determined  only  by  a 
knowledge  of  all  the  facts  in  his  work  environ- 
ment. 

Influencing  these  three  possibilities  of  the 
kind  of  exposure  is  the  question  of  degree.  Is  it 
adequate  to  produce  the  disease?  If  it  could 
not  produce  the  disease,  does  it  represent  enough 
injurious  exposure  to  aggravate  the  disease  sig- 
nificantly? 

One  hundred  consecutive  cases  investigated 
by  the  medical  staff  of  the  Division  of  Industrial 
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TABLE  I. — Diseases  Investigated  for  Causal 
Relationship 


■Findings 

No 


Total 

Posi- 

tive 

Nega- 

tive 

Doubt- 

ful 

Informa- 

tion 

Chest  disease 

Pneumoconiosis 

30 

24 

1 

4 

i 

Non-pneumoco- 

niotic 

15 

1 

5 

8 

i 

Pulmonary  tuber- 

culosis 

7 

3 

3 

i 

Deafness 

29 

10 

12 

3 

4 

Systemic  poisoning 

10 

3 

2 

5 

Miscellaneous 

6 

2 

4 

Dermatitis 

3 

3 

— 

— 

— 

— 

— 

Total 

100 

46 

27 

20 

7 

Hygiene,  New  York  State  Department  of 
Labor,  were  reviewed.  At  the  request  of  the 
Workmen's  Compensation  Referees  the  Division 
investigates  the  alleged  exposure  of  a claimant 
in  New  York  City  to  determine  the  specific 
occupation  and/or  the  nature  and  extent  of  an 
occupational  disease  hazard.  Where  causal 
relationships  from  the  medical  standpoint  are 
clearly  established,  requests  for  such  exposure 
evaluation  are  infrequent.  The  cases  listed  in 
Table  I represent  those  in  which  some  doubt  as 
to  alleged  exposure  or  to  its  degree  existed  in 
the  mind  of  the  Referee  or  in  which  other  con- 
firmation of  some  medical  fact  was  needed. 

All  cases  of  silicosis,  silicotuberculosis,  or 
fibrotic  lung  disease  allegedly  due  to  dusts  were 
grouped  as  pneumoconiosis.  Non-pneumoco- 
niotic  chest  diseases  were  those  allegedly  due  to 
a fume,  gas,  or  solvent  vapor  and  included  general 
complaints  referable  to  the  lungs,  such  as  chronic 
cough,  as  well  as  clearly  defined  symptom  com- 
plexes, such  as  asthma,  bronchitis,  and  pneumo- 
nia. The  cases  of  pulmonary  tuberculosis  ex- 
cluded those  allegedly  due  to  or  complicated  by 
dust  exposure.  Systemic  poisoning  included 
blood  dyscrasias,  lead  poisoning,  and  hepato- 
renal disease  from  chlorinated  hydrocarbons. 
Miscellaneous  diseases  included  conditions  like 
cataract,  amblyopia,  rheumatoid  arthritis,  etc. 

Cases  were  listed  as  positive  where  the  ex- 
posure factors  were  adequate  to  represent  a real 
hazard  and  the  claimant’s  symptoms  were  con- 
sistent with  the  exposure.  Cases  were  inter- 
preted as  negative  where  there  was  no  hazard  or 
where,  if  a hazard  existed,  it  was  minimal  and  had 
no  relationship  to  the  alleged  complaints.  The 
doubtful  cases  were  those  where  a hazard  existed 
but  its  magnitude  was  such  that  it  did  not  sub- 
stantiate the  alleged  complaints  or  where  a real 


hazard  existed  but  the  complaints  as  described 
were  not  consistent  with  the  exposure.  There 
were  several  cases  in  which  no  information  at  all 
could  be  obtained  and  where  the  work  site  was 
not  inspected. 

There  were  52  cases  of  chest  diseases  and  29 
of  occupational  deafness.  These  two  categories 
comprise  the  bulk  of  the  problems.  Of  these, 
pneumoconiosis  and  occupational  deafness 
yielded  the  largest  number  of  positive  causal 
relationships,  almost  60  per  cent.  It  should  be 
noted  that  in  both  of  these  diseases  the  etiologic 
diagnosis  is  well  established.  Non-pneumo- 
eoniotic  chest  disease,  the  next  most  frequent 
(15  per  cent),  showed  the  lowest  percentage  of 
positive  correlations  and  the  greatest  number  of 
doubtful  relationships.  In  only  one  instance 
could  we  agree  that  the  exposure  found  on  in- 
vestigation would  lead  to  the  symptomatology. 
In  eight  cases  we  were  doubtful  of  the  relation- 
ship, and  in  five  we  believe  that  no  relationship 
existed.  The  situation  was  not  much  better 
regarding  systemic  poisoning  where  we  found 
only  three  positive  causal  relationships  and 
five  doubtful  ones  in  ten  cases.  In  pulmonary 
tuberculosis,  on  the  other  hand,  in  50  per  cent 
of  the  cases  an  overt  exposure  to  tubercle  bacilli 
was  present. 

In  all,  we  doubted  that  a relationship  existed 
in  20  per  cent  of  the  cases  and  had  no  infor- 
mation in  another  7 per  cent.  Unquestionably, 
a firmer  decision  could  and  was  made  from  facts 
brought  out  in  testimony,  but  we  were  limited 
by  the  information  at  hand.  The  failure  to 
establish  or  deny  causal  relationship  in  27  per 
cent  of  the  cases  demonstrates  how  difficult 
this  problem  is.  To  investigate  cases  for  causal 
relationship  is  tedious  and  difficult,  and  there 
are  many  factors  which  frustrate  the  investi- 
gator : 

1.  Location:  In  many  instances  the  plant 
had  moved,  we  had  a wrong  address,  the  hiring 
site  was  different  from  the  work  place,  or  the 
work  was  discontinued.  This  was  particularly 
true  of  construction  work.  Large  industry  is 
fairly  stable,  but  small  manufacturers  change 
addresses  more  frequently  than  is  appreciated. 

2.  Operational  change:  Modern  industry  is 
characterized  by  a fast-changing  technology,  and 
an  exposure  extending  over  many  years  usually 
means  working  with  materials  and  processes 
which  no  longer  could  be  seen.  Technologic 
changes  confuse  and  complicate  the  exposure 
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data.  In  many  cases  we  supplement  with 
information  from  a search  of  our  records  and 
from  our  own  experience. 

An  example  of  this  is  monument  works  which 
make  for  a negligible  exposure  to  silica  dust, 
but  our  experience  and  our  files  reveal  a serious 
hazard  in  the  past. 

In  addition  to  operational  change  there  are 
distinct  fluctuations  in  volume  of  work  per- 
formed with  corresponding  fluctuation  in  hazard. 

3.  Materials:  Many  times  the  employer  did 
not  know  the  exact  nature  of  the  materials  which 
had  been  used  since  most  of  them  have  only 
trade  names.  We  analyzed  some  materials; 
we  inquired  of  manufacturers  in  others,  and  we 
searched  the  trade  name  index  for  many  but 
frequently  never  did  learn  the  exact  ingredients. 
In  this  respect  the  labeling  laws  are  inadequate. 

4.  Work  habits:  The  employer’s  description 
was  frequently  at  variance  with  the  worker’s 
story  as  to  the  amount  and  method.  It  is  sur- 
prising how  often  supervisors  do  not  know  the 
exact  duties  or  methods  used  by  an  employe. 
In  such  instances  the  worker’s  story  was  con- 
sidered more  reliable  except  possibly  as  to  es- 
timates of  time. 

5.  Criteria:  There  are  many  exposures  in 
which  we  do  not  have  an  adequate  measure  of 
what  constitutes  a hazard,  for  example,  the 
amount  or  nature  of  wood  dust  which  can  cause 
pulmonary  disease.  Furthermore,  brief  expo- 
sure may  have  occurred  accidentally  during  the 
cycle  of  operations,  or  special  conditions  may 
have  created  periods  of  intense  contamination, 
the  effects  of  which  we  cannot  accurately  eval- 
uate. 

Determining  causal  relationship  is  further 
complicated  by  two  factors : 

1.  Economic:  According  to  the  Workmen’s 
Compensation  Law  no  payment  for  medical  care, 
hospitalization,  or  indemnity  may  be  made 
unless  causal  relationship  is  established  and  the 
employer’s  liability  defined.  Many  cases,  es- 
pecially of  occupational  disease,  are  of  doubtful 
origin,  and  besides  investigation  of  the  work 
place,  it  is  necessary  to  study  the  condition  of 
the  patient  and  to  follow  him  for  some  time  to 
determine  the  true  nature  of  the  disease.  As 
physicians  we  are  trained  to  make  a presumptive 
diagnosis  and  to  change  it  as  tests  and  the  clinical 
course  modify  our  first  impressions.  The  diag- 
nostic procedures  and  particularly  hospitaliza- 
tion arc  expensive,  but  someone  must  assume  the 


cost  initially.  In  many  instances  this  is  a factor 
which  limits  the  general  practitioner’s  ability  to 
carry  out  a full  diagnostic  study.  Insurance 
companies  can  authorize  payment  for  a diagnos- 
tic workup  without  prejudice  to  their  case,  but 
I have  no  knowledge  of  how  often  this  is  done. 

2.  Aggravation:  From  the  standpoint  of 

liability  it  is  immaterial  whether  an  exposure 
produced  the  disease  or  aggravated  a previous 
one.  The  problems  involved  are  best  illustrated 
by  quoting  the  famous  Dunleavy  case.* 

A worker  was  advised  that  he  was  totally  disabled 
from  silicotuberculosis  but  did  not  file  a workmen’s 
compensation  claim.  He  did  not  work  for  two  years 
when  he  obtained  employment  for  one  month  in  a 
foundry  where  environmental  control  admittedly 
was  very  good.  The  court  nevertheless  ruled  that 
exposure  for  this  short  time  of  twenty-eight  days 
aggravated  the  previous  admitted  total  disability 
which  had  come  about  as  a result  of  twenty-five  years 
employment  in  construction.  The  last  employer 
was  held  liable.  The  court  apparently  arrived  at 
this  decision  on  the  basis  that  no  physician  could 
say  that  twenty-eight  days  exposure  was  completely 
harmless. 

It  is  evident  that  the  problem  of  medically 
establishing  causal  relationship  in  workmen’s 
compensation  cases  is  not  an  easy  one  to  solve, 
nor  do  we  have  one  specific  remedy.  We  can 
only  recommend  that  all  of  us  do  the  best  we  can 
in  discharging  our  responsibility  to  the  patient 
and  to  society.  The  general  practitioner  can  be 
of  material  assistance  in  better  administration  of 
the  law  by  taking  a complete  and  detailed  oc- 
cupational and  sickness  history  and  carrying  out 
a thorough  physical  examination.  The  physi- 
cian who  simply  reported  chronic  cough  as  the 
patient’s  sickness  was  doing  the  worker,  the 
profession,  and  himself  a disservice.  The  same  is 
true  of  the  physician  who  alleged  lead  poisoning 
from  filing  metallic  plates  when  inspection  of 
the  work  place  showed  that  the  worker  filed 
addressograph  plates  in  a card  file.  If  the  facts 
are  not  self-evident,  the  practitioner  should  make 
inquiry  from  whatever  sources  are  available: 
official  and  nonofficial  agencies,  consultants, 
industry,  and  medical  institutions. 

The  interpretation  of  causal  relationship  from 
an  investigation  of  the  work  place  depends  in 
great  measure  on  the  knowledge,  information, 


* Dunleavy  v.  Walsh,  Connelly,  Senior  <{*  Palmer,  N.Y., 
June  10  1955,  Reversing  284  App.  Div.  1075. 
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and  skill  of  the  medical  investigator.  The 
more  information  he  has,  particularly  of  the 
patient’s  complaints  and  occupational  back- 
ground, the  better  is  the  final  determination. 
In  some  instances  the  clinical  history  and  the 
effect  on  the  human  is  the  best  evidence  of 
previous  exposure.  In  some  the  evidence  must 


be  supplemented  by  environmental  data.  Each 
case  has  to  be  investigated  on  its  meiits.  In  the 
final  analysis  it  is  a clinical  impression.  To 
solve  the  problem,  we  need  cooperation  between 
the  practicing  physicians  and  the  responsible 
agencies.  A great  deal  of  information  is  avail- 
able, but  it  needs  to  be  coordinated  and  used. 


Sesquicentennial  Convention  Announcement 

The  Medical  Society  of  the  State  of  New  York  has  again  arranged  for  the 
services  of  the  Languild  Convention  Service  during  the  Sesquicentennial  Meet- 
ing, February  18  to  21,  at  the  Hotel  Statler,  New  York  City.  This  service  is 
available  without  cost  to  our  members  beginning  now  and  continuing  through 
the  first  three  days  of  the  meeting,  February  18,  19,  and  20,  when  representa- 
tives of  Languild  will  be  on  hand  near  the  registration  desk  on  the  mezzanine. 

The  services  offered  are: 

Tickets — Information  about  Broadway  shows,  concerts,  radio  and  television 
programs,  movies,  sporting  events — and  will  help  you  secure  tickets.  If  you 
wish  to  make  reservations  in  advance,  write  the  Languild  Convention  Service 
indicating  that  you  are  planning  to  attend  the  February  18  to  21  Sesquicen- 
tennial meeting. 

Night  Clubs — Advice  as  to  atmosphere,  floor  shows,  dancing,  cover  and 
minimum  charges — reservations  made  for  you. 

Restaurants — Information  about  type  of  food,  atmosphere,  cost,  directions — 
and  make  arrangements  for  you. 

Transportation — Assistance  in  making  train  and  plane  reservations. 

Shopping  Service — Advice  regarding  any  type  of  shopping — and  even  do  it 
for  you. 

Sightseeing — Arrange  for  trips  around  the  city,  the  United  Nations,  to  the 
Statue  of  Liberty,  to  Hyde  Park  and  West  Point. 

Places  and  Activities  of  Interest — Information  about  exhibits,  museums, 
galleries,  athletic  events,  etc. 

If  you  wish  to  make  arrangements, 'you  may  write: 

Languild  Convention  Service 
545  Fifth  Avenue 
New  York  17,  New  York 

Mention  that  you  are  a member  of  the  Medical  Society  of  the  State  of  New  1 ork 
and  expect  to  attend  the  February  18  to  21  Sesquicentennial  meeting. 
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Personnel  Shortages  in  Psychiatric  Services 

A Shift  of  Emphasis 


DANIEL  BLA1N,  M.D.,  AND  ROBERT  L.  ROBINSON,  M.A.,  WASHINGTON,  D.C. 
{From  the  American  Psychiatric  Association) 


The  problems  of  personnel  shortages  in  psy- 
chiatric services  are  so  overwhelming,  so 
well-known,  and  so  frustrating  that  they  seem  to 
threaten  the  very  possibility  of  progress.  For 
lack  of  manpower  whole  programs  lie  in  abeyance, 
clinical  facilities  are  hopelessly  overtaxed,  and 
some  perforce  are  closed  to  new  admissions. 
Waiting  lists  are  static.  Key  positions,  such  as 
state  commissionerships,  superintendencies  of 
mental  hospitals,  directorships  of  psychiatric 
clinics,  and  professorships,  stand  vacant  for 
months  and  even  years.  Research,  crying  to  be 
done,  awaits  the  scientists  to  carry  it  out.  Teach- 
ing and  supervision,  the  key  ingredients  of  pro- 
grams which  will  vastly  expand  our  human  re- 
sources, are  only  sparsely  available.  The  actual 
carrying  out  of  preventive  technics  is  virtually  a 
dream.  Broad-scale  planning  for  the  nation, 
state,  and  community  takes  on  an  Alice-in- 
Wonderland  atmosphere  for  there  are  no  real 
people  to  fill  the  slots  in  the  neat  organization 
charts  that  we  conjure.  So  much  is  done  by  so 
few  and  our  efforts  are  so  thinly  spread  that  total 
efficiency  is  inevitably  of  a low  order.  The 
Herculean  nature  of  the  task  and  the  paucity  of 
our  forces  to  attack  it  remind  us  of  Don  Quixote 
charging  at  his  windmills. 

There  are  now  approximately  10,000  psy- 
chiatrists in  the  United  States  or  roughly  one  per 
16,000  population  (ranging  from  one  per  30,000 
in  southern  States  to  one  per  8,500  in  New  York). 
We  estimate  that  we  need  from  10,000  to  20,000 
more,  depending  on  what  our  assumptions  are  as 
to  how  psychiatrists  are  to  be  used,  how  they  are 
to  be  trained  and  for  what  purposes,  and  the  ex- 
tent of  demand  for  psychiatric  sendees.  By  and 
large,  while  other  physicians,  including  the  general 
practitioners  and  the  specialists,  reinforce  each 
others’  work  to  a considerable  degree,  psychi- 
atrists tend  toward  exclusivity  in  carrying  on 
their  daily  work  load,  not  by  choice  but  because 

Presented  at  the  First  Annual  Mental  Health  Forum  of 
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it  cannot  be  otherwise  under  present  circum- 
stances. 

About  450  physicians  complete  their  training 
in  psychiatry  each  year.  Another  estimated  100 
physicians  take  jobs  in  mental  hospitals  and 
become  psychiatrists  through  experience  rather 
than  through  formal  training.  If  550  are  added 
each  year,  about  100  die  or  retire  from  practice; 
so  the  net  gain  is  approximately  450  a year.  It 
is  possible  that  more  will  enter  psychiatry  as 
training  and  professional  satisfactions  in  the 
field  increase.  But  at  the  present  rate  it  will  take 
twenty  years  to  double  our  present  number,  and 
that  is  a conservative  estimate  of  how  many  are 
needed  right  now.  Moreover,  it  is  estimated 
that  our  population  will  increase  to  around  225 
million  by  1975,  so  our  projected  gain  is  even  less 
impressive ! 

To  complicate  the  matter  further,  there  is  ur- 
gent need  for  psychiatrists  in  certain  special 
categories.  This  includes  child  psychiatrists, 
of  whom,  I am  told,  40  are  trained  each  year.  It 
includes  those  who  are  equipped  to  become  ad- 
ministrators of  state  programs,  superintendents 
of  hospitals,  and  general  practitioners  in  psy- 
chiatry— who  are  more  sought  after  than  gold  by 
other  physicians — social  psychiatrists,  and  others 
interested  in  and  capable  of  leadership  in  com- 
munity programs,  industrial  psychiatry,  court 
psychiatry,  etc. 

Our  current  rate  of  increase  means  that  one 
new  psychiatrist  is  added  yearly  for  every  350,000 
people  in  the  United  States.  Some  states  get 
three  new  ones  a year,  some  six.  New  York’s 
share  is  43.  That  means  that  New  York  City 
can  expect  15,  Buffalo  perhaps  two,  Rochester 
one,  etc.  And  what  about  the  rural  counties? 
I need  thus  only  mention  the  problem  of  distri- 
bution to  add  another  depressing  note.  Nor 
need  I expound  on  the  embarrassing  competition, 
the  mad  scramble  for  the  newly  trained  psychi- 
atrist and  for  existing  personnel  among  the 
states.  The  best  state  programs  profit  at  the 
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expense  of  the  others,  and  “some  little  pigs  get 
none.” 

Even  if  40  new  child  psychiatrists  could  be 
interpreted  to  mean  40  new  child  guidance  clinics 
a year,  it  would  take  fifteen  years  to  staff  the 
approximately  600  clinics  that  are  thought  to  be 
needed,  not  to  mention  the  residential  units  for 
emotionally  disturbed  children  that  the  states  so 
urgently  want. 

Latest  estimates  indicate  that  there  are  between 
13,000  and  15,000  nurses  in  our  public  and  private 
psychiatric  hospitals  and  a few  more  in  private 
duty  work  and  that  these  comprise  somewhere 
between  3.5  and  5.2  per  cent  of  the  total  number 
of  nurses  in  the  country.  Nursing  schools  are 
including  three  months  of  affiliated  nurse  train- 
ing in  psychiatry,  which  is  a great  step  forward, 
but  it  does  not  augur  any  appreciable  increase  in 
nurses  for  mental  hospitals.  University  grad- 
uate courses  in  psychiatric  nursing  are  now  grad- 
uating slightly  over  100  nurses  a year  with  a 
current  enrollment  of  over  350  students.  This 
is  an  important  trickle  and  occasionally  turns  up 
a really  topnotch  nurse,  teacher,  and  adminis- 
trator. But  there  is  no  broad  plan  for  training 
graduate  nurses  in  psychiatry  other  than  these  uni- 
versity degree  courses  mentioned  above.  No  sub- 
stitute has  yet  been  found  for  the  production  and 
recruitment  of  nurses  in  mental  hospitals  that 
compares  with  the  basic  schools  of  nursing  which 
were  in  state  mental  hospitals  and  now  remain 
only  in  New  York  State,  where  we  find  the  best 
state  hospital  nursing  staffs  of  any  in  the  country. 
I am  glad  the  new  organizations  for  nursing  are 
working  hard  on  this  problem.  Also  the  in- 
creased use  of  public  health  nurses  is  a valuable 
addition  to  the  nursing  forces  useful  to  psychi- 
atric programs. 

I was  disheartened  to  learn  from  the  American 
Psychological  Association  that  there  will  be 
something  like  a net  increase  of  only  about  400 
fully  trained  clinical  psychologists  available  per 
year.  There  are  now  3,000  in  the  United  States 
with  the  Ph.D.  degree  and  perhaps  1,500  more 
with  an  M.A.  degree  and  some  additional  ex- 
perience, who  are  practicing  as  clinical  psycholo- 
gists. While  about  6,600  are  being  trained 
in  a four-year  program,  a large  number  drop  out 
before  graduation.  The  very  important  need  for 
educational  psychologists  in  the  school  system 
draws  from  much  the  same  manpower  source. 
The  national  need  for  clinical  psychologists  is 
difficult  to  estimate.  The  Veterans  Administra- 


tion recently  estimated  that  we  have  one  third  of 
the  number  we  need  on  the  basis  of  one  for  every 
community  of  25,000  or,  in  terms  of  hospitalized 
patients,  one  for  every  50  acute  patients  and  one 
for  every  200  chronic.  Then  an  unknown  num- 
ber are  needed  for  counseling  and  guidance  serv- 
ices, diagnostic  and  screening  centers,  and  for 
industry  and  research.  Perhaps  all  need  not  be 
Ph.D.  psychologists,  but  with  the  growth  of 
appreciation  of  clinical  psychology  in  all  parts 
of  a mental  health  program,  I am  certain  the  total 
should  be  at  least  10,000.  This,  at  400  a year, 
would  take  twenty-five  years  to  reach,  even  if 
none  dropped  out  of  the  field  or  died. 

Social  work  seems  destined  to  be  given  vast 
increase  in  responsibility  if  hospitals  are  properly 
staffed  to  take  care  of  intake,  preparation  for  re- 
lease, and  especially  follow-up  and  if  clinics,  day 
care  centers,  and  foster  homes  are  to  be  expanded, 
as  seems  desirable.  Even  if  the  special  training 
of  medical  and  psychiatric  social  workers  is  com- 
bined, the  total  number  of  generic  social  workers 
from  which  they  are  drawn  is  inadequate  to 
supply  the  need. 

There  are  about  4,000  trained  psychiatric 
social  workers  today  and  upwards  of  1,000  more 
untrained  workers  in  hospitals  and  clinics.  It  is 
estimated  that  an  additional  9,000  will  ultimately 
be  needed  for  work  in  hospitals,  clinics,  and  in 
communities.  Between  1946  and  1954  about 
3,700  psychiatric  social  work  students  graduated 
from  approved  schools,  an  average  of  less  than 
500  a year.  At  present  about  600  are  being 
trained  yearly.  However,  this  means  it  would 
take  upwards  of  twenty  years  to  train  enough 
just  to  meet  foreseeable  demands. 

The  need  for  expanded  occupational  and  rec- 
reational activities  and  specialists  in  rehabili- 
tation is  hard  to  estimate.  But  we  know  that 
we  need  them  in  the  thousands  and  are  not  likely 
to  obtain  anything  like  the  number  we  need  in 
the  immediate  future. 

The  two  bright  spots  on  the  personnel  front  are 
psychiatric  aides  and  volunteers.  I hope  they 
will  assume  an  ever-growing  share  of  the  mental 
hospital  work  load. 

There  must  of  course  be  a direct  attack  on 
relieving  personnel  shortages  by  increasing  the 
available  supply  in  each  category.  This  is 
fundamental.  But  I do  not  think  the  solution 
lies  only  in  this  direction.  The  number  of  medi- 
cal school  graduates,  the  immediate  source  of 
supply  for  psychiatrists,  is  increasing  by  10  per 
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cent  each  year ; perhaps  this  rate  can  be  stepped 
up  another  5 per  cent  as  time  goes  on.  But  we 
must  bear  in  mind  that  increasing  population  will 
nullify  some  of  the  gain.  However  discouraging 
the  prospects,  we  must  bend  every  effort  to 
achieve  an  appreciable  increase  in  the  number  of 
psychiatrists  and  the  other  professionals  who  are 
part  of  psychiatric  services.  In  nursing  I am 
particularly  hopeful  that  we  can  move  ahead 
much  faster  than  we  have. 

In  general,  the  channeling  of  more  personnel 
into  psychiatric  services  means  beginning  in  high 
school,  persuading  more  boys  and  girls  to  go  into 
the  health  fields.  Some  can  go  right  into  nursing 
and  aide  work  from  high  school.  Others  going 
on  to  college  must  be  attracted  to  the  health  serv- 
ices, into  medicine,  social  work,  psychology, 
nursing,  and  finally  into  mental  health.  More 
college  people  must  be  lured  from  business,  and 
this  must  be  done  in  a competitive  market  with  all 
that  that  implies.  Teaching  staffs  must  be 
doubled  or  more  as  necessary.  Money  for  univer- 
sity training  departments  may  have  to  come  from 
Federal  and  state  governments.  We  are  dealing 
here  with  a major  public  concern,  and  I do  not 
see  from  where  else  the  money  is  to  come. 

We  can  and  must  work  toward  relieving  per- 
sonnel shortages  by  increasing  training  facilities. 
I suggest  we  set  a goal  for  ourselves  to  double  the 
present  rate  of  output  of  trained  personnel  so 
that  at  least  we  may  have  some  prospect  of 
coming  up  to  a bare  minimum  of  adequacy  in  half 
the  time  our  present  output  envisages.  I am  not 
sure  what  degree  of  success  can  be  achieved,  but 
it  would  be  shameful  not  to  try. 

Even  if  we  are  completely  successful  in  achiev- 
ing this  limited  goal,  we  shall  not  have  solved  our 
problems.  Who  knows  how  much  further  life 
expectancy  may  be  stretched  and  how  the  birth 
rate  will  fluctuate?  Perhaps  with  all  our  efforts 
we  will  find  ourselves  still  on  a treadmill. 

In  addition  to  this  kind  of  direct  attack  on  the 
problem,  it  behooves  us  all  to  re-examine  our 
thinking  and  our  basic  assumptions  about  the 
use  of  personnel,  for  there  are  ways  of  utilizing 
personnel  more  efficiently  and  thus  reducing  the 
need  for  it.  A number  of  ways  of  doing  this  are 
current  in  today’s  thinking.  Some  of  them  are: 

1.  By  redefining  the  functions  of  psychia- 
trists, nurses,  social  workers,  and  others. 

2.  By  reassigning  duties  and  responsibilities  of 
various  categories  of  personnel  in  the  light  of  their 
specific  training  and  the  special  needs  of  patients. 


3.  By  delegating  responsibilities  from  the 
more  highly  trained  to  the  less  highly  trained 
with  adequate  supervision. 

4.  By  modifying  organizational  structure  and 
lines  of  authority  to  increase  administrative 
efficiency. 

5.  By  making  greater  use  of  outside  organiza- 
tions and  groups  to  assist  in  treatment. 

6.  By  developing  less  highly  trained  person- 
nel through  vastly  increased  inservice  training. 

7.  By  decreasing  our  reliance  on  residential 
treatment  with  its  high  personnel  demands  in 
favor  of  community  sendees  with  the  patient 
living  at  home,  in  foster  homes,  or  in  quasi  or 
simplified  hospital  facilities. 

Personnel  shortages  may  also  be  reduced  by 
increasing  the  speed  and  efficiency  of  treatment, 
but  I do  not  see  a reduction  in  the  load  by  this 
method  alone  any  time  soon.  We  can  demon- 
strate that  increased  personnel  always  produces  a 
higher  release  rate,  but  then  the  admission  rate 
goes  up.  The  better  the  services  we  offer,  the 
greater  will  be  the  demand  for  them,  at  least  until 
some  absolute  headway  has  been  made  in  reduc- 
ing the  total  incidence  of  illness.  We  may  safely 
guess  that  unknown  thousands  would  seek  treat- 
ment if  they  had  confidence  in  it,  if  they  could 
afford  it,  and  if  it  were  available. 

Then  too  there  is  always  the  hope  that  dis- 
coveries through  research  will  relieve  us  of  enor- 
mous responsibilities.  Here,  indeed,  we  must 
multiply  our  efforts  many  fold,  while  realizing 
that  the  timing  of  research  discoveries  is  beyond 
all  prediction.  In  the  meantime  we  can  only 
proceed  with  the  problems  at  hand.  Perhaps  we 
shall  always  have  trouble  finding  research  people 
as  long  as  the  clinical  load  is  so  heavy. 

Is  the  bare  repetition  of  discouraging  data  of 
any  real  value?  The  answer  is  no,  but  the  study 
of  discouraging  data,  reappraised  and  placed  in  a 
new  perspective,  promises  to  yield  something. 

There  is  yet  another  approach  to  the  problem 
of  personnel  shortages.  I risk  appearing  naive  in 
presenting  it,  but  I am  willing  to  take  that  risk. 
I propose  that  we  think  seriously  in  terms  of  sharply 
reducing  the  demand  for  clinical  psychiatric  serv- 
ices. It  seems  to  me  that  we  are  trying  to  turn 
back  the  Mississippi  at  New  Orleans.  Is  it  not 
possible  to  build  dams  higher  up  the  stream  and 
to  plant  more  trees  on  the  slopes  and  hold  the 
water  in? 

I have  had  an  experience,  remarkable  to  me,  in 
the  last  few  weeks.  My  office  is  conducting  sur- 
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veys  of  mental  health  needs  and  resources  in 
Costa  Rica,  Ohio,  and  Pennsylvania.  In  the 
course  of  these  surveys  I have  conducted  15 
public  hearings  (lasting  over  twenty-four  days) 
and  listened  to  about  600  individuals  and  or- 
ganizations in  the  health,  education,  and  welfare 
fields,  representing  85  counties  and  all  the  metro- 
politan centers  of  these  three  areas.  They  told 
us  of  their  work,  their  needs,  and  their  resources. 
These  people  represented  medical  societies,  pro- 
fessional groups,  family  and  social  work  agencies, 
juvenile  courts,  school  systems,  hospitals,  children, 
the  aged,  the  churches,  clinics,  and  others.  The 
number  of  agencies  and  services  available  to  assist 
the  troubled  varied  tremendously  from  one  com- 
munity to  another.  We  heard  of  whole  counties 
with  no  real  welfare  or  clinical  sendees.  But 
occasionally  one  area  would  have  such  a magni- 
ficent network  of  sendees  that  it  could  be  said 
that  the  community  was  prepared  for  almost 
any  contingency.  In  all  candor  most  of  the 
testimony  in  these  hearings  was  saturated  with 
“bad  news” — sendees  were  crippled  by  lack  of 
funds  and  choked  with  overcrowding.  Scattered 
through  the  doom  were  some  shining  lights  that 
cheered  me  mightily.  Here  and  there  local 
people  described  a fine  foster  home  program,  a 
church  home  for  the  aged,  a Sunday  School  class 
for  the  mentally  retarded,  a small  general  hos- 
pital unit  that  was  doing  an  outstanding  job,  an 
effective  approach  to  dealing  with  behavior  prob- 
lems in  a secondary  school.  In  many  communi- 
ties the}'  were  not  content  to  wait  for  tax-sup- 
ported sendees  or  handouts  from  the  state.  I do 
not  wish  to  overemphasize  their  significance,  but 
I believe  that  there  is  a vast  amount  of  com- 
munity effort  now  being  made  in  the  health, 
education,  and  welfare  field  that  we  psychia- 
trists at  least  have  not  properly  considered  as  an 
effective  stopgap  to  forestall  mental  breakdowns. 

I came  from  these  hearings  impressed  anew 
by  an  overwhelming  demand  for  psychiatric 
sendees,  but  the  breadth  and  depth  of  these 
demands  seem  to  be  ill  defined.  I am  conscious 
of  the  tremendous  number  and  splendid  work  of 
welfare  and  other  sendees  that  pass  most  of  these 
people  on  to  the  psychiatric  sendees.  I am 
impressed  with  what  some  of  them  are  doing 
with  a part  of  their  load,  and  what  they  could  do 
for  many  more  if  their  organizations  were  well 
staffed  and  if  complete  sendees  were  available. 
I look  at  the  schools  and  see  how  many  behavior 
problems  are  handled  right  in  the  classrooms, 


especially  where  the  school  has  good  teachers 
with  reasonably  sized  classes  and  a variety 
of  well-organized  special  classes. 

There  has  grown  up  in  recent  years  a vagueness 
as  to  what  the  psychiatric  field  is.  What  is  our 
job?  Who  are  the  people  who  have  a proper 
claim  on  our  sendees?  There  is  a tendency  for  us 
to  regard  the  “mental  health  field”  as  all-envelop- 
ing. Indeed,  I sometimes  wonder  if  there  isn’t 
an  element  of  self-glorification  in  our  impulse  to 
be  expert  in  all  matters  of  human  behavior. 

So  first  let  us  define  our  terms.  The  major 
professions  engaged  in  providing  psychiatric 
services  are  psychiatry,  clinical  psychology, 
psychiatric  nursing,  and  psychiatric  social  work. 
In  addition,  there  is  a group  of  adjunctive  activity 
specialists  and  psychiatric  aides  with  varying 
degrees  of  training. 

The  psychiatric  sendees  include  (1)  diagnosis, 
treatment,  and  rehabilitation  of  those  who  suffer 
from  mental  illness  and  training  others  to  do  the 
same;  (2)  consultation  with  others  who  are 
working  in  other  fields  that  in  effect  assist  in 
diagnosis,  screening,  and  referral  to  help  them  do 
their  work  better;  (3)  participation  in  research; 
(4)  collaboration  with  others  in  preventive  work 
and  general  health  promotion. 

This  means  we  do  not  accept  primary  responsi- 
bility for  those  who  are  feeling  the  normal  stress 
and  strain  of  growth  and  development  as  long  as 
these  symptoms  are  still  within  the  range  of 
normal  deviations.  As  every  dog  must  have  his 
fleas,  so  all  of  us  from  time  to  time  have  occasional 
headaches,  insomnia,  irritability,  panic,  anxiety, 
spells  of  the  blues,  fatigue,  and  the  other  routine 
adversities  of  life  as  we  stumble  or  saunter  along 
life’s  road  or  stroll  gently  to  the  arms  of  our 
Maker. 

We  are  accustomed  to  saying  that  there  are 
nine  million  mentally  ill  in  the  United  States. 
I challenge  the  figure — perhaps  with  wishful 
thinking.  If  we  are  looking  for  people  who  have 
emotional  problems  of  one  kind  or  another,  I 
don’t  doubt  that  perhaps  160  million  of  us 
could  stand  a bit  of  guidance  to  straighten  out 
our  little  peculiarities.  But  I question  the 
wisdom  of  making  our  definitions  so  broad.  Is  it 
not  enough  that  we  have  barely  begun  to  do  a 
decent  job  for  the  750,000  or  more  people  known 
to  be  sick  and  now  under  hospital  or  a physician’s 
care?  -Must  we  in  this  time  of  struggle  stop  and 
grow  anxious  about  the  nailbiter,  the  child  who 
flunks  arithmetic,  the  cigaret  smoker,  the  social 

New  York  State  J.  Med. 


258 


PERSONNEL  SHORTAGES  IN  PSYCHIATRIC  SERVICES 


drinker,  the  promiscuous,  and  all  the  others  who 
exhibit  various  minor  maladjustments  to  the 
stresses  of  everday  life? 

Ever  since  Freud  told  us  about  these  mal- 
adjustments, they  have  attracted  a major  part  of 
our  attention.  I do  not  for  a moment  question 
the  tremendous  advance  in  the  understanding  of 
human  growth  and  development  that  Freud  and 
his  successors  have  brought  to  mankind.  But 
let  us  not  treat  Freud  with  presumption. 

I would  point  out  to  you  that  society  has 
always  had  its  ways  of  dealing  with  the  routine 
stress,  neuroticisms,  and  adversities  of  everyday 
life,  and  there  is  no  reason  to  believe  it  is  less 
ready  to  do  so  now  than  in  our  fathers’  day.  I 
say  that  people  should  not  expect  to  utilize 
scarce  professional  personnel  for  the  relief  of 
minor  stresses  in  living.  I suggest  that  it  would  be 
well  for  us  not  to  encourage  people  to  turn  to  us  for 
professional  assistance  in  dealing  with  the  minor 
discomforts  of  everyday  life.  I think  we  could,  if 
we  tried,  cut  down  on  the  demand  for  clinical 
services  through  this  approach.  It  almost  seems 
as  though  in  recent  years  we  had  deliberately 
encouraged  mass  dependence  on  psychiatry  for 
the  relief  of  minor  troubles. 

Let’s  cut  down  the  load.  Let’s  limit  our 
psychiatric  services  to  those  who  exhibit  at  least 
a certain  degree  of  true  psychiatric  illness. 
(Let  the  definition  come  later.)  After  all,  is  it 
our  business  to  deal  with  all  troubles  that  auto- 
matically carry  with  them  some  degree  of 
emotional  maladjustment?  Or  should  we  first 
give  the  trouble  a chance  to  work  itself  out 
through  some  social  homeostatic  mechanism? 
Should  we  step  in  to  help  relieve  stress  at  a time 
when  the  stress  is  still  a bigger  factor  than  the 
reaction  to  it?  Or  isn’t  this  somebody  else’s 
responsibility?  If  I may  paraphrase  a certain 
well-known  statesman,  I think  the  situation 
calls  for  an  agonizing  reappraisal  of  the  scope  of 
our  job.  Why  not  undercut  the  mathematics  of 
despair  that  attach  to  our  prognostication  about 
relieving  personnel  shortages  by  redefining  our 
job  in  workable  terms?  How  else  is  a state  or 
community  to  plan  a mental  health  program 
that  has  much  to  do  with  the  realities  of  life  on 
this  planet? 

Now  we  have  a Joint  Commission  on  Mental 
Illness  and  Health  that  is  going  to  come  up  with 
a blueprint  of  mental  health  planning  for  the 
nation.  I venture  the  commission  will  be  no 
more  successful  in  coping  with  the  mathematics 


of  personnel  shortages  than  anyone  else  has 
been.  Instead  it  will  have  to  turn  its  attention 
to  redefinition  of  jobs  and  reformulations  of 
goals,  and  so  will  all  of  us  who  must  somehow 
solve  the  problems  of  true  mental  illness  in  a 
population  that  we  are  told  will  reach  225 
million  by  1975! 

Sometimes  it  is  useful  to  put  a name  on  some- 
thing and  to  work  out  a schematic  approach  to 
clarify  a problem,  even  though  it  may  be  gross 
oversimplification.  But  I have  found  it  useful  to 
categorize  the  population  into  four  zones  so  that 
we  can  relate  our  responsibilities  to  these  groups 
in  some  kind  of  perspective: 

Zone  I ( prenatal  and  birth)  includes  the  prenatal 
population;  that  is,  all  babies,  up  to  and  includ- 
ing birth,  with  their  genetic  inheritance,  their 
fetal  development,  and  reactions  to  the  act  of 
birth  itself.  This  includes  all  who  are  liveborn, 
most  of  them  healthy,  but  a few  genetically 
impaired  or  injured  at  birth. 

Zone  II  ( normal  living ) includes  those  from 
Zone  I who  enter  into  and  function  normally  in 
the  social  milieu  of  the  time;  that  is,  the  new- 
born babies  who  enter  life  and  develop  as  infants, 
children,  adolescents,  adults,  middle-aged,  and 
aged.  In  this  zone  they  act  on  and  are  influenced 
by  the  social  milieu — food,  family,  climate, 
school,  church,  jobs,  etc.  They  follow  a reason- 
ably satisfactory  course  of  development,  and 
the  ups  and  downs  of  life  are  handled  without 
reference  to  outside  trouble-spotting  agencies. 
People  remain  in  Zone  II  except  when  they  are  in 
special  need  and  must  seek  help  for  special 
purposes. 

Zone  III  ( trouble  area)  encompasses  people  in 
special  need.  They  turn  to  the  “trouble- 
shooting agencies,”  which  are  set  up  by  society  for 
its  protection  and  adjustment.  Here  we  find  the 
health,  education,  and  welfare  agencies,  doctors 
in  hospitals,  public  assistance,  special  organiza- 
tions for  crippled  children,  orphanages,  the 
Travelers  Aid,  Salvation  Army,  programs  for 
maternal  and  child  welfare,  the  police,  and  the 
courts.  In  this  zone  people  suffer  from  stress,  but 
their  emotional  problems  may  remain  secondary 
to  the  stress  itself.  If  their  special  emergency 
needs  are  met,  they  return  to  Zone  II,  and  this 
is  true  of  the  great  majority. 

Zone  IV  ( mental  illness)  includes  all  those  who 
have  developed  emotional  responses  to  stress 
situations  of  such  serious  degree  that  they  cannot 
be  cared  for  in  either  Zone  II  or  III.  It  also  in- 
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eludes  those  who  suffered  brain  damage  at  birth 
and  enter  Zone  IV  fairly  directly  and  usually  for 
institutionalization.  Zone  IV  is  the  zone  in 
which  psychiatric  clinical  services — consultation, 
diagnosis,  referral,  and  treatment — must  be  pro- 
vided. 

In  Zone  II,  the  normal  group,  everyone  must 
share  responsibility  for  maintaining  and  contrib- 
uting to  the  homeostasis  of  normal  growth  and 
development.  Workers,  businessmen,  political 
scientists,  sociologists,  teachers,  psychiatrists- — -all 
have  general  roles  to  play.  But  none  of  them  has 
any  kind  of  exclusive  responsibility  for  the 
maintenance  of  well-being,  and  certainly  not 
psychiatry!  Psychiatrists  can  and  should  contrib- 
ute knowledge,  as  they  acquire  it,  that  will  assist 
importantly  in  fostering  the  health  and  well-being 
of  all,  but  I suggest  that  at  the  present  time 
this  cannot  be  their  primary  responsibility. 
Pure  preventive  work  is  clearly  a function  of 
Zone  II. 

Neither  need  the  people  who  are  sifted  out  of 
Zone  II  into  Zone  III  be  considered  the  primary 
responsibility  of  professional  psychiatric  person- 
nel, although  it  is  important  in  this  zone  to  have 
available  such  personnel  for  consultation,  assist- 
ance, and  direction  at  the  right  time  and  place. 
This  is  the  zone  in  which  we  find  the  wife  and 
three  children  who  have  been  deserted  by  the 
husband,  the  chronically  ill,  the  physically 
handicapped,  the  victim  of  catastrophe,  the 
excessive  drinker,  the  overly  dependent  personal- 
ity, the  juvenile  delinquent,  the  chronically 
unemployable — and  all  of  these  conditions 
accompanied  by  a considerable  degree  of 
emotional  stress.  These  are  the  people  who  turn 
to  society’s  trouble-shooting  agencies,  and  this  is 
the  zone  from  which  many  sift  into  Zone  IV 
following  the  failure  of  the  trouble-shooting 
agencies  to  meet  their  special  needs. 

The  main  point  that  I wish  to  make  in  my  talk 
today  is  that  an  important  task  ahead  lies  in 
building  up  the  trouble-shooting  agencies  in  Zone 
III  as  a bulwark  to  prevent  people  from,  sliding  into 
Zone  IV,  the  area  of  direct  psychiatric  clinical 
services.  If  these  trouble-shooting  agencies  can 
be  adequately  staffed  and  given  the  money  and 
tools  to  do  their  jobs,  I think  we  can  tremendously 
reduce  the  demand  for  clinical  sendees.  Here  we 


find  the  doctors  of  all  kinds  who  administer  to 
health  needs,  the  public  health  nurses,  social 
workers,  volunteer  workers,  unemployment  com- 
pensation, part  of  the  time  of  boys’  clubs,  clergy- 
men, teachers,  etc.  Psychiatry  is  needed  here  in 
a consultative  and  sometimes  an  advisory 
capacity  and  for  training  purposes. 

But  the  great  bulk  of  the  work  to  be  done  with 
the  “troubled  ones”  in  Zone  III  will  be  carried 
out  by  the  vast  network  of  personnel  associated 
with  health,  special  education,  and  welfare  field. 
These  are  the  people  that  can  handle  an  enormous 
number  of  the  cases  which  are  now  coming  directly 
into  Zone  IV.  These  are  the  people  who,  given 
proper  support,  can  carry  on  a holding  operation, 
turn  thousands  more  back  into  Zone  II,  and  pre- 
vent them  from  going  in  the  other  direction. 

As  for  Zone  IV,  the  area  of  psychiatric  clinical 
responsibility,  that  is  where  we  have  our  job  to 
do,  and  I need  not  dwell  at  any  length  on  the 
staggering  proportions  of  it. 

I know  this  is  oversimplification,  but  I think 
there  is  merit  in  at  least  clarifying  the  picture  in 
our  own  minds  and  joining  in  an  intensive  effort 
to  build  up  these  Zone  III  trouble-shooting 
agencies.  We  may  have  here  a tentative  scheme 
which  could  help  to  throw  the  problems  of  mental 
illness  and  mental  health  into  useful  perspective. 
It  might  help  to  pinpoint  certain  areas  for  special 
study  and  fact-gathering  and  for  the  focusing  of 
research.  It  might  furnish  a base  from  which  the 
subject  of  prevention  could  be  approached  in  a 
more  orderly  fashion. 

In  summary,  I urge  that  we  in  the  mental 
health  field  reconsider  our  functions  and  do  all 
that  we  can  to  enable  the  individuals  and  agencies 
that  serve  the  troubled  people  in  Zone  III  to  do 
their  job  better,  so  that  we  in  turn  may  focus  with 
greater  precision  on  the  job  that  we  must  do  and 
also  do  it  better. 

If  we  cannot  arrive  at  some  such  reformulation 
of  our  objectives  and  responsibilities,  I see  no 
hope  for  planning  broad  Federal  and  state 
programs  that  bear  any  promise  of  being  brought 
to  fruition.  Indeed,  I see  no  prospect  but  that 
the  mass  of  humanity  will  come  to  us  in  ever- 
increasing  floods,  fed  by  the  inexorable  forces 
that  foster  the  birth  rate  and  a lengthened  span  of 
life — and  we  shall  not  be  able  to  give  them  succor. 


200 


New  York  State  J.  Med. 


Medical  Problems  in  Internalional  Airline 

Operation 


OTIS  B.  SCHREUDER,  M.D.,  AND  JOSEPH  G.  CONSTANTINO,  M.D.,  NEW  YORK  CITY 
(. From  the  Atlantic  Division,  Pan  American  World  Airways) 


During  the  past  several  years  the  concept 
of  aviation  medicine  has  broadened  con- 
siderably. Several  decades  ago,  although  the 
specialty  was  not  limited  to  aviation  physiology, 
a large  portion  of  teaching  and  research  in  avia- 
tion medicine  was  devoted  to  that  sphere. 

That  the  concept  of  aviation  medicine  has 
greatly  broadened,  is  borne  out  by  the  wide 
scope  of  the  specialty  examination  for  certifica- 
tion in  aviation  medicine  by  the  Board  of 
Preventive  Medicine.  Recent  articles  by  Boy- 
sen1  and  Stovall2  also  bear  out  this  fact. 

The  practice  of  medicine  with  the  medical 
department  of  an  airline  is  made  particularly 
interesting  by  the  varied  responsibilities  and  the 
numerous  problems  encountered.  There  is  a 
triple  responsibility:  First  and  foremost  is  the 
responsibility  to  the  traveling  public  in  that 
every  medical  decision  must  be  rendered  with 
flight  safety  uppermost  in  one’s  mind.  Second 
and  third,  there  are  the  responsibilities  to  the 
employe  and  to  management. 

It  is  not  within  the  scope  of  this  paper  to 
discuss  the  entire  program  of  the  medical  service 
of  an  airline.  This  has  been  well  covered  by 
the  writings  of  Bergin3  and  McFarland.4  In 
brief,  the  program  encompasses  the  field  of 
aviation  medicine  in  its  widest  range,  that  is, 
certain  facets  of  preventive,  clinical,  and  oc- 
cupational medicine  in  addition  to  the  generally 
accepted  field  of  aviation  medicine.  In  the 
limited  time  available  a few  selected  problems 
have  been  chosen  to  be  presented. 

Selection 

In  the  interest  of  flight  safety  it  is  mandatory 
that  in  the  selection  of  members  of  an  air  crew, 
particularly  pilots  and  flight  engineers,  no  sub- 
standard individuals  are  accepted.  By  a system 
of  interviewing,  vocational  aptitude  tests,  psy- 
chologic tests,  and  a rigid  physical  examination, 
only  those  who  meet  certain  high  standards 
are  qualified. 


In  qualifying  an  applicant,  not  only  is  his 
present  condition  taken  into  consideration,  but 
also  an  evaluation  of  his  projected  physical 
and  mental  condition  is  made.  A fairly  large 
percentage  of  applicants  are  rejected  who  show 
one  or  several  borderline  physical  defects  which 
might  be  acceptable  if  one  were  to  pass  these 
applicants  on  the  basis  of  minimum  flight  safety 
standards.  It  is  necessary  not  only  to  keep 
safety  in  mind  but  also  to  think  of  the  economic 
factors  in  view  of  the  large  investment  involved 
in  training  pilots  and  flight  engineers. 

One  of  the  big  problems  at  present  is  the  lack 
of  definitive  psychologic  tests  and  the  inability 
of  the  examining  physician  to  predict  with  any 
degree  of  accuracy  which  individuals  will  break 
down  in  later  life  because  of  personality,  be- 
havior, or  psychoneurotic  disorders. 

Maintenance  of  Health 

Whereas  the  initial  examination  of  applicants 
for  air  crew  is  to  select  only  those  who  meet  the 
highest  possible  standards  and  to  eliminate  the 
substandard,  subsequent  annual  examinations  are 
conducted  for  the  purpose  of  health  maintenance. 
It  is  particularly  important  to  detect  minor  de- 
fects at  their  incipience  in  order  that  corrective 
action  can  be  taken.  If  such  defects  are  of  a very 
minor  nature,  they  are  taken  care  of  by  company 
physicians.  Most  cases,  however,  are  referred 
to  their  own  physicians  for  treatment.  Fre- 
quently the  company  physician  acts  as  a con- 
sultant, being  called  on  to  render  an  opinion 
concerning  the  treatment  proposed  by  outside 
physicians.  The  question  occasionally  arises 
in  the  mind  of  a member  of  an  air  crew  as  to 
whether  a condition  or  its  treatment  will  inter- 
fere with  his  future  flying  career.  The  relation- 
ship between  the  company  physician,  the  com- 
munity medical  profession,  and  the  pilot  is 
important  and  at  times  delicate. 

Health  education,  with  particular  reference 
to  the  prevention  of  the  diarrheal  diseases,  is 
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accomplished  through  initial  formal  conferences 
and  informal  talks  during  the  periodic  physical 
examination.  The  distribution  of  pertinent 
lay  literature  is  of  help  in  this  phase  of  the  pro- 
gram. The  importance  of  learning  to  travel 
abroad  is  stressed.  It  is  an  amazing  fact  that 
the  younger  members  of  an  air  crew  present  more 
problems,  such  as  common  diarrhea,  than  older 
crew  members  because  of  failure  to  observe 
precautionary  health  measures. 

Clinical  Problems 

Although  the  common  cold  is  a major  cause 
of  lost  time  for  members  of  air  crew,  the  diar- 
rheal diseases  also  constitute  a major  problem. 
Undoubtedly,  the  greatest  number  of  diarrheal 
diseases  are  nonspecific  in  nature,  are  usually 
self-limited,  require  no  treatment,  and  invaria- 
bly result  from  dietary  indiscretion.  Constant 
health  precautions  are  imperative  when  one  is 
required  to  engage  in  world-wide  travel  con- 
tinuously. Shigellosis  and  salmonellosis  are 
the  most  common  bacterial  diarrheas.  Fre- 
quently the  diagnosis  depends  on  the  clinical 
acumen  of  the  physician  rather  than  on  labora- 
tory studies,  since  these  procedures  are  not 
practical  or  feasible  because  of  the  time  factor 
and  absence  of  adequate  laboratory  facilities 
in  some  parts  of  the  world. 

Of  the  parasitic  diseases  amebiasis  is  a con- 
stant problem.  Very  frequently  w-e  have  found 
the  Endamoeba  histolytica  by  stool  examination 
in  individuals  who  have  been  asymptomatic. 
Conversely,  we  have  had  an  occasional  chronic 
case  which  has  been  refractory  to  treatment. 
Periodic  stool  examinations  are  done  on  all 
individuals  who  give  a history  of  frequent  gastro- 
intestinal symptoms.  In  a few  individuals 
there  is  a constant  fear  that  they  have  con- 
tracted some  parasitic  disease.  This  might  be 
classified  as  “parasitophobia.”  They  will  re- 
quest a “stool  check”  even  with  minor  disturb- 
ances of  the  gastrointestinal  tract. 

It  is  mandatory  that  medical  departments 
associated  with  international  airline  operation 
have  a well-equipped  laboratory  and  well- 
trained  laboratory  technicians.  The  detection 
of  parasitic  infestations,  particularly  amebiasis, 
by  stool  examination  is  very  important,  not 
only  from  a diagnostic  standpoint  but  also 
from  an  air  crew  morale  standpoint. 

Malaria  is  a very  serious  health  hazard  in 
tropical  Africa;  predominant  in  that  part  of  the 


world  is  the  falciparum  type.  If  undiagnosed, 
this  disease  can  be  rapidly  fatal.  A case  of 
cerebral  malaria  is  very  impressive,  and  once 
it  has  been  observed,  the  failure  to  diagnose 
this  condition  is  inexcusable.  Physicians  with 
airlines  whose  schedules  necessitate  flight  into 
tropical  Africa  must  be  constantly  alert  to  the 
possibility  of  this  disease  occurring  in  members 
of  air  crew  wTho  fail  to  take  their  prophylaxis. 
Crew-  members  w'ho  have  been  exposed  always 
present  a problem  on  returning  to  the  United 
States  since  many  physicians  are  not  “tropical 
disease-minded,”  and  many  laboratories  are 
not  sufficiently  versed  in  tropical  disease  diag- 
nostic problems.  Hence,  company  medical  de- 
partments must  be  prepared  to  establish  the 
diagnosis  without  delay. 

Viral  hepatitis  has  become  increasingly  im- 
portant as  a result  of  the  frequent  severity  of 
the  disease,  the  economic  loss  to  the  company, 
and  the  possibility  of  serious  hepatic  sequelae. 
It  is  a most  important  disease  in  international 
operations.  It  has  been  reported  that  the 
incidence  is  very  high  in  North  Africa  and  in 
certain  countries  in  continental  Europe.  The 
incidence  of  this  disease  is  also  very  high  in  the 
United  States.  Reports  frequently  are  con- 
flicting. For  example,  according  to  statistics 
received  from  the  High  Commissioner  of  Public 
Hygiene  and  Sanitation  in  Italy,  1,005  cases 
occurred  in  Italy  during  1954.5  This  can  be 
compared  with  a total  of  49,722  cases  occurring 
in  the  United  States  during  the  same  period.6 

Other  diseases  presenting  diagnostic  problems 
but  less  commonly  seen  are  typhus,  dengue, 
sand-fly  fever,  and  schistosomiasis. 

The  chronic  diseases  associated  with  aging 
also  pose  problems  relative  to  the  future  flying 
status  of  the  individual  concerned. 

Epidemiologic  Factors 

In  reviewing  medical  history  it  is  interesting 
to  note  that  certain  diseases  have  been  spread 
by  travelers.  For  example,  the  first  recogniz- 
able description  of  plague  refers  to  its  occurrence 
in  Libya,  Egypt,  and  Syria  at  the  end  of  the 
third  century^  before  the  Christian  era,  and  dis- 
tribution followed  trade  routes  up  to  the  early 
part  of  the  twentieth  century".7  Manson  in 
1903  stated  that  “cholera  never  travels  faster 
than  man  can  travel;  but  in  modern  times, 
owing  to  the  increased  speed  of  locomotion  and 
the  increased  amount  of  travel,  epidemics  ad- 
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vance  more  rapidly  and  pursue  a more  erratic 
course  than  they  did  sixty  years  ago.”7  It  will 
he  recalled  that  the  Wright  brothers  made  their 
first  flights  at  Kitty  Hawk  in  December,  1903. 

More  recent  examples  of  the  spread  of  disease 
along  trade  routes  were  the  introduction  of 
cholera  with  a subsequent  cholera  epidemic  in 
Egypt  in  1947  and  the  transmission  of  the  fal- 
ciparum type  of  malaria  into  Brazil  in  the  1930’s 
by  the  introduction  of  the  Anopheles  gambiae 
mosquito  into  that  country.  Likewise,  the 
widespread  epidemic  of  influenza  in  1917-1918 
is  believed  by  many  to  have  been  due  to  the  mass 
movement  of  troops  in  World  War  I. 

Instances  of  the  diffusion  of  smallpox  along 
trade  routes  are  numerous.  It  is  alleged  that 
the  most  important  factor  in  spreading  this 
disease  in  the  twelfth  century  was  the  Crusaders. 
This  disease  wras  also  brought  to  the  Americas 
by  the  Spaniards  in  the  sixteenth  century.  In 
1945  there  was  a minor  epidemic  of  smallpox 
in  Seattle  caused  by  returning  military  personnel 
from  the  Far  East.  In  1947  there  was  an  out- 
break of  smallpox  in  New  York  City  caused  by 
a bus  traveler  who  developed  smallpox  en 
route  from  Mexico  City  to  New  York.  By 
energetic  wrork  of  the  Health  Department  a 
major  epidemic  was  prevented,  6,350,000  in- 
dividuals being  vaccinated  in  the  space  of  one 
month.8  Smallpox  remains  a constant  threat 
to  the  United  States  in  view  of  the  large  number 
of  nonimmunes  in  this  country.  The  Public 
Health  Service  is  to  be  commended  for  their 
constant  vigilance  in  the  interception  and  vac- 
cination of  nonvaccinated  travelers  entering 
this  country  and  for  the  enforcement  of  the 
required  immunizations. 

Yellow  fever  also  remains  a threat,  the  south- 
ern part  of  the  United  States  being  an  area 
receptive  to  the  introduction  and  transmission 
of  this  disease.9 

In  view  of  the  present  speed  of  aircraft,  the 
potentialities  of  the  spread  of  disease  by  air  is 
very  great,  either  by  the  transfer  from  one 
country  to  another  of  infected  vectors  or  by  the 
transportation  of  a passenger  during  the  incuba- 
tion or  active  period  of  the  disease.  The  fact 
that  the  air  transport  industry  has  been  in- 
criminated on  only  a few  occasions  in  the  diffu- 
sion of  disease  from  one  country  to  another  is 
believed  to  be  very  commendable.  There  are 
many  organizations  and  individuals  responsible 
for  this  good  record:  the  World  Health  Organ- 


ization with  its  distribution  of  literature  and  its 
recommendations;  the  International  Quarantine 
Regulations  which  have  been  accepted  by  most 
countries;  the  immunization  requirements  of 
the  various  countries  throughout  the  world; 
the  constant  vigilance  of  health  officers  of  the 
various  countries,  and,  last  but  not  least,  the 
wholehearted  cooperation  of  the  air  transport 
industry.  The  disinsectization  of  aircraft,  fol- 
lowing a certain  procedure  and  using  an  approved 
formula  for  the  aerosol  as  recommended  by  the 
Public  Health  Service,  has  been  one  of  the  impor- 
tant measures  in  preventing  the  transfer  of  in- 
fected vectors  from  one  country  to  another. 

Other  Problems 

There  are  numerous  other  problems  which  are 
interesting  and  challenging.  Some  of  these 
problems  are  related  to  passenger  care  and  com- 
fort. What  provision  should  be  made  for  the 
transportation  of  baby  passengers?  What  rec- 
ommendations should  be  made  relative  to  safe- 
guarding the  health  of  passengers,  for  example, 
the  prophylactic  use  of  certain  drugs  for  the 
prevention  of  malaria?  What  drug  should  be 
recommended  as  an  anti  motion-sickness  remedy? 
What  should  be  done  about  the  proper  handling 
of  food  and  the  maintenance  of  potable  water 
aboard  aircraft?  The  latter  problem  is  a major 
one  but  is  not  insurmountable.  It  requires 
carefully  outlined  procedures  and  close  scrutiny 
on  the  part  of  the  station  operations  managers 
in  various  parts  of  the  world.  What  answers 
should  be  given  to  inquiries  relative  to  health 
conditions  throughout  the  world?  One  should 
keep  as  well  informed  as  possible  on  world-wide 
health  conditions  and  be  able  to  get  accurate 
information  with  the  least  possible  delay.  What 
about  the  transportation  of  patients?  In  gen- 
eral, almost  any  type  of  sick  patient  can  be 
flowm  if  he  can  be  transported,  provided  that  he 
does  not  cause  discomfort  to  other  passengers 
and  provided  there  is  no  hazard  to  himself  or 
others.  Transportation  of  patients  is  less  of  a 
problem  currently  because  of  the  use  of  pres- 
surized aircraft. 

Additional  problems  relative  to  safeguarding 
the  health  of  crew  members  have  to  deal  with 
the  sanitary  condition  of  the  kitchens  at  the 
layover  facilities.  Hotels  in  various  parts  of 
the  world  have  been  specially  selected  as  crew- 
layover  facilities  only  after  a thorough  inspection 
of  those  facilities,  taking  into  consideration  the 
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cleanliness  and  sanitation  of  the  living  quarters 
and  the  kitchen.  Also  crew  members  are  re- 
quired to  have  certain  immunizations,  which 
requires  the  establishment  of  a workable  pro- 
cedure whereby  they  will  keep  those  immuniza- 
tions current.  It  is  possible  that  an  entire  crew 
may  be  quarantined  in  some  countries  if  their 
immunizations  against  certain  diseases  are  not 
up  to  date.  This  represents  a large  economic 
loss  to  the  company,  to  say  nothing  of  the  in- 
convenience to  the  passengers. 

Finally,  there  are  the  problems  connected 
with  health  maintenance  of  ground  personnel. 
All  ground  personnel  are  examined  primarily 
for  the  purpose  of  detecting  minor  physical 
conditions  and  of  recommending  their  correction 
and  also  for  the  purpose  of  proper  placement. 
The  management  and  maintenance  groups  are 
examined  every  two  years  for  health  maintenance 
purposes.  The  question  of  exposure  to  toxic 
substances  and  the  prevention  of  occupational 
diseases  and  injuries  are  taken  into  consideration, 
and  remedial  steps  are  recommended.  Of  prime 
importance  is  the  selection  of  physically  and 
mentally  qualified  individuals  for  foreign  assign- 
ment. In  international  operation  it  is  essential 
that  only  emotionally  stable  individuals  be  sent 
overseas. 


Conclusion 

In  conclusion,  it  can  be  stated  unequivocally 
that  medical  practice  as  it  pertains  to  inter- 
national airline  operations  encompasses  the 
entire  field  of  aviation  medicine  and  the  allied 
fields  of  preventive  medicine  and  occupational 
medicine,  as  well  as  the  ever-challenging  study 
of  global  medicine.  When  one  considers  the 
increasing  amount  of  international  air  travel  and 
the  increasing  speeds  of  commercial  air  trans- 
port, one  can  readily  appreciate  the  closeness 
of  continents  with  their  existing  medical  prob- 
lems. 
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A New  Treatment  For  Cradle  Cap 

HARRY  D.  PASACHOFF,  M.D.,  AND  ANTHONY  J.  MAFFIA,  M.D.,  NEW  YORK  CITY 
(From  the  Department  of  Pediatrics,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


Seborrhea  capitis  (cradle  cap)  is  the  most 
common  disorder  of  the  scalp  in  infants. 
It  is  encountered  mainly  in  young  infants  but 
may  be  seen  in  children  of  all  ages.  Seborrhea 
occurs  most  commonly  where  the  sebaceous 
glands  are  concentrated,  particularly  the  scalp 
and  eyebrows,  but  may  involve  any  area  of  the 
body. 

Seborrhea  of  the  scalp  may  vary  from  thin, 
whitish,  flaky  scales  in  mild  cases  to  the  for- 
mation of  thick,  yellow  crusts  which  are  soft, 
greasy,  and  friable.  These  crusts  are  granular 
and  composed  of  fat,  desquamated  epithelial 
cells,  and  secretions.  When  neglected,  dirt  is 
also  incorporated  in  the  crusts  which  then  may 
become  thick  and  dense  and  acquire  the  con- 
sistency of  wet  cardboard.  Infection  is  an 
integral  part  or  complication  of  the  seborrhea. 
The  crust  is  rather  firmly  attached  to  the  scalp 
and  is  often  difficult  to  remove.  The  under- 
lying scalp  is  usually  normal  in  appearance,  but  in 
longstanding  cases  it  may  be  eczematous.  Where 
the  crust  is  not  removed,  it  may  persist  for 
months. 

Etiology 

The  etiology  of  seborrhea  is  not  known.  It  is 
believed  by  some  to  be  a specific  infection, 
either  fungous  or  bacterial,  involving  primarily 
the  sebaceous  glands  and  resulting  in  hyper- 
secretion. Deficiencies  of  vitamin  A and  pyri- 
doxine  have  been  suggested  as  possible  causes. 
Since  it  is  common  in  eczematous  infants, 
Gyorgy1  believed  that  seborrheic  dermatitis  can 
be  caused  by  a combination  of  two  factors:  a 
toxic  action  from  the  absorption  of  unsplit 
lactalbumin  and  a deficiency  of  a vitamin  pres- 
ent in  casein.  In  recent  years  some  observers 
have  suggested  that  allergy  is  a frequent  cause  of 
seborrhea. 

Diagnosis 

Ordinary  cradle  cap  presents  no  problem  in 
diagnosis,  but  in  the  severe  form  it  may  be 
difficult  to  differentiate  the  condition  from  atopic 


dermatitis,  Leiner’s  disease  (erythroderma  de- 
squamativa),  and  Ritter’s  disease  (dermatitis 
exfoliativa  neonatorum).  When  seborrheic  der- 
matitis appears  on  the  face,  behind  the  ears,  and 
on  other  parts  of  the  body,  it  may  be  referred  to 
as  seborrheic  eczema  and  is  often  impossible  to 
differentiate  from  an  atopic  dermatitis. 

Atopic  dermatitis  is  an  allergic  dermatitis 
usually  caused  by  the  ingestion  of  food  or  by 
certain  inhalants  to  which  the  infant  is  sensitive. 
It  may  appear  at  any  time  during  infancy  and 
may  manifest  itself  as  early  as  two  weeks  of  age 
if  the  allergen  is  milk.  Other  common  causative 
foods  are  wheat,  egg  white,  and  orange  juice. 
Initially  the  skin  becomes  erythematous  and 
highly  pruritic.  If  the  eczema  is  severe  and 
untreated,  oozing  and  crusting  appear.  The 
lesions  may  become  secondarily  infected,  pro- 
ducing fever  and  other  symptoms  and  signs  of 
toxicity.  In  very  mild  cases  the  lesions  are 
often  limited  to  the  cheeks.  Common  sites  of 
involvement,  in  addition  to  the  cheeks,  are  the 
postauricular  areas  and  folds  of  the  elbows  and 
knees.  In  severe  cases  it  may  spread  to  the 
entire  body.  Atopic  dermatitis  may  clear  up 
spontaneously,  usually  by  the  time  the  child 
reaches  the  age  of  one  to  two  years.  However, 
other  allergic  manifestations  may  follow  later, 
such  as  hay  fever,  urticaria,  and  asthma.  A 
history  of  allergy  in  the  family  can  often  be 
obtained. 

Leiner’s  disease  (erythroderma  desquamativa) 
occurs  almost  exclusively  in  breast-fed  infants 
and  usually  begins  between  the  fourth  and  twelfth 
week.  It  is  characterized  by  diffuse  redness  of 
the  entire  body  with  extensive  scaling.  Inter- 
trigo of  the  groins  and  axillae  and  severe  seborrhea 
of  the  scalp  usually  precede  the  generalized 
erythroderma.  There  is  usually  no  vesicula- 
tion,  oozing,  or  itching.  Diarrhea  is  a frequent 
complication.  There  are  rarely  any  other 
allergic  manifestations.  The  etiology  is  not 
known,  but  it  is  considered  by  many  to  be  a 
severe  seborrheic  dermatitis. 

Ritter’s  disease  (dermatitis  exfoliativa)  is 
quite  rare.  It  is  characterized  by  severe  gen- 
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TABLE  I. — Results  of  Treatment  of  120  Cases  of  Cradle  Cap 


Treatment 

Number 

of 

Cases 

Cured 

Improved 

Failed 

Recurrence 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent. 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Soap  and  water 

30 

6 

20 

12 

40 

12 

40 

5 

16.6 

1%  salicylic  acid  ointment 

30 

17 

56 

11 

36 

2 

6.6 

6 

20 

Cradol 

60 

36 

60 

22 

37 

2 

3 

5 

8.3 

eralized  erythema  and  exfoliation  and  occurs  at 
about  two  to  three  weeks  of  age.  It  resembles 
adult  pemphigus  in  that  there  is  easy  removal  of 
undenuded  skin  by  friction  (Nikolsky’s  sign). 
The  etiology  has  not  been  definitely  established. 
Ritter’s  disease  may  terminate  fatally. 

Treatment 

The  treatment  of  cradle  cap  in  the  past  has 
been  limited  to  the  use  of  various  keratolytic 
agents,  such  as  salicylic  acid  1 to  2 per  cent, 
crude  coal  tar  2 per  cent,  resorcinol,  etc.,  in  an 
ointment  base.  Potential  toxicity  and  possible 
local  irritation  and  sensitization  of  the  skin  render 
these  unsuitable  for  use  over  a prolonged  period 
in  a young  infant.  Prophylaxis,  although  ad- 
vised, has  not  been  particularly  stressed  in  the 
past. 

This  study  attempts  to  evaluate  a new  prep- 
aration, Cradol,*  for  the  prophylaxis  and  treat- 
ment of  seborrheic  dermatitis  of  the  scalp.  Cra- 
dol is  an  antibacterial  penetrating  emulsion  with 
meth}’lbenzethonium  chloride  in  an  oxycholes- 
terin  absorption  base  of  liquid  petrolatum  and 
lanolin.  The  absence  of  keratolytic  agents  in 
such  a mixture  renders  it  safe  to  use  for  the 
prevention  and  treatment  of  cradle  cap. 

Plan  of  Study  and  Results. — A total  of 
270  infants  under  one  year  of  age  were  studied  as 
follows : 

1.  A total  150  cases  were  given  prophylactic 
care  against  cradle  cap:  50  cases  with  Cradol, 
50  cases  with  soap  and  water,  and  50  cases  with 
Vaseline. 

2.  Of  120  cases  with  cradle  cap  60  cases  were 
treated  with  Cradol,  30  cases  with  soap  and 
water,  and  30  cases  with  1 per  cent  salicylic  acid 
ointment. 

3.  Skin  irritation  and  sensitivity  tests  were 
done  as  follows:  Patch  tests  with  Cradol  were 
applied  to  50  children  and  left  on  for  forty-eight 
hours.  Cradol  patches  were  reapplied  for 


* The  Cradol  was  supplied  by  Benson-Niien  Laboratories, 
Inc.,  New  York  City. 


forty-eight  hours  one  week  later.  There  were 
no  skin  reactions. 

Method  Used  for  Prophylactic  Care. — 
Once  daily  small  amounts  of  Vaseline  or  Cradol 
were  massaged  gently  into  the  scalp  with  the 
fingertips.  In  those  infants  using  only  soap  and 
water,  the  scalp  was  shampooed  daily  with  a 
mild  soap,  and  no  ointment  was  applied. 

In  the  prophylactic  treatment  newborn  in- 
fants were  studied  and  followed  for  three  months. 
A total  of  150  cases  were  alternated  with  Cradol, 
soap  and  water,  and  Vaseline.  In  this  group  15 
infants  developed  cradle  cap:  eight  with  soap 

and  water,  six  with  Vaseline,  and  one  with  Cradol. 

Method  Used  in  Treatment  of  Cradle 
Cap. — All  cases  of  cradle  cap  selected  for  treat- 
ment were  at  least  moderately  severe.  The 
criteria  for  moderately  severe  included  scaling 
and  crust  formation  with  more  than  50  per  cent 
of  the  scalp  affected.  Mild  cases  with  scales  and 
only  small  areas  of  scalp  involved  were  not  in- 
cluded in  the  study. 

There  w'ere  120  cases  of  cradle  cap.  Those 
treated  with  Cradol  were  alternated  with  cases 
treated  with  soap  and  wTater  or  1 per  cent  salicylic 
acid  ointment.  Vaseline  was  not  used  in  any  of 
these  cases. 

In  the  cases  treated  with  Cradol,  it  was  gently 
massaged  into  the  scalp  with  the  fingertips  three 
times  daily  for  four  days.  The  scalp  wras  then 
shampooed  with  mild  soap  and  then  fine-combed 
or  brushed. 

With  soap  and  water  treatment  no  ointment 
wras  applied.  The  scalp  was  shampooed  daily 
with  a mild  soap  followed  by  fine-combing  or 
bmshing. 

In  those  children  using  1 per  cent  salicylic 
ointment,  no  massage  was  advised,  and  the 
ointment  was  applied  once  daily  for  four  days, 
followed  by  shampoo  and  fine-combing  or  brush- 
ing. 

After  treatment  wras  discontinued,  the  children 
w’ere  observed  for  four  weeks  for  recurrences. 
The  results  are  shown  in  Table  I. 
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Sensitivity  to  Cradol. — Cradol  produced 
no  evidence  of  irritation  or  sensitivity  in  all 
cases  treated  both  prophylactically  and  thera- 
peutically. None  of  the  infants  demonstrated 
any  evidence  of  skin  irritation  or  sensitivity  to 
Cradol  on  patch  testing. 

Comment 

It  is  interesting  to  speculate  on  the  etiology  of 
seborrhea.2-3  The  marked  similarity  of  the  skin 
lesions  with  atopic  dermatitis  and  the  fact  that 
they  commonly  occur  together  suggest  that 
allergy  may  play  a role.  However,  it  is  apparent 
that  poor  hygiene,  improper  cleansing,  and  sec- 
ondary infection  are  additional  factors.  Sebor- 
rhea of  the  scalp  is  ordinarily  easy  to  control  and 
usually  responds  well  to  treatment. 

Seborrhea  capitis  is  so  common  in  infants  that 
instructions  for  routine  infant  care  should  include 
specific  directions  for  care  of  the  scalp.  This 
could  prevent  many  infants  from  developing 
cradle  cap  and,  possibly,  the  more  generalized 
seborrheic  dermatitis.  No  medications  have 
been  completely  suitable  for  prophylaxis  of 
cradle  cap.  All  agents  that  are  presently  used 
to  treat  seborrhea  capitis  contain  either  a kera- 
tolytic  drug  or  a tar  product.  Although  they 
are  moderately  effective  in  curing  cradle  cap, 
one  hesitates  to  use  them  for  long  periods  of 
time  because  of  potential  toxicity  and  local  ir- 
ritation. Cradol  can  be  used  for  prolonged 
periods  since  it  causes  no  irritation,  is  nontoxic, 


and  is  apparently  hypoallergenic. 

With  adequate  local  treatment  cradle  cap  can 
be  cured  promptly  and  recurrences  prevented. 
Cleanliness  is  necessary  to  avoid  secondary  in- 
fection. When  seborrhea  capitis  is  accompanied 
by  atopic  dermatitis,  removal  of  the  allergenic 
factors  is  of  the  greatest  importance. 

Summary 

1.  Seborrhea  capitis  (cradle  cap)  is  common 
in  infants. 

2.  In  50  cases  treated  prophylactically  with 
Cradol,  only  one  developed  cradle  cap  as  com- 
pared to  eight  cases  treated  with  soap  and  water 
and  six  with  Vaseline. 

3.  Therapeutically,  58  of  60  cases  of  cradle 
cap  were  cured  or  improved  with  Cradol,  and 
there  were  five  recurrences.  This  was  slightly 
better  than  the  group  treated  with  1 per  cent 
salicylic  acid  ointment  and  considerably  better 
than  the  soap  and  water  treated  group. 

4.  Infants  treated  with  Cradol  demonstrated 
no  evidence  of  irritation  or  sensitivity.  It 
would  seem  undesirable  to  use  keratolytic  oint- 
ments, e.g.,  1 per  cent  salicylic  acid  or  tar  oint- 
ments, for  long  periods. 

References 

1.  Gyorgy,  P.:  Handb.  d.  Kinderh.  10:  122  (1935). 

2.  Nelson,  W.  E.:  Textbook  of  Pediatrics  Philadelphia 
W.  B.  Saunders  Co.,  1954. 

3.  McQuarrie,  I.:  Brenneman’s  Practice  of  Pediatrics, 

Hagerstown,  Maryland,  W.  F.  Prior  Co.,  1948. 


Se<tfucce*tte*ua<U  70tee&*tf 


Medical  Society  of  the  State  of  New  York 

fo  2?,  ?957 


HOTEL  STATLER 


NEW  YORK  CITY 


January  15, 1957 


267 


RECENT  ADVANCES  IN 
MEDICINE  AND  SURGERY 


A series  of  articles  dealing  uith  medical  progress 


ROBERT  TURELL,  M.D.,  Editor 


Recent  Advances  in  the  Management  of  Hypertension 


MILTON  MENDLOWTTZ,  M.D.,  NEW'  YORK  CITY 


Over  the  past  years  experience  has  been 
accumulated  throughout  the  world  on  the 
management  of  patients  with  primary  or  essential 
hypertension,  using  new  drugs  and  new  testing 
procedures.  It  is  on  the  basis  of  this  experience 
1-5  that  these  thoughts  on  the  management  of 
hypertension  are  being  presented,  despite  the 
sure  knowledge  that  future  modifications  in  this 
rapidly  advancing  field  are  inevitable.  It  is  of 
some  value,  however,  to  pause  now  and  take 
stock  of  our  present  position. 

It  is  generally  accepted  that  every  patient  who 
comes  to  the  physician  for  evaluation  and  treat- 
ment of  hypertension  should  have  the  following 
procedures  performed  routinely:  complete  his- 
tory and  physical  examination,  including  blood 
pressure  determination  in  the  erect  and  supine 
positions  and  on  upper  and  lower  extremities; 
funduscopy;  fluoroscopy  of  chest  and  chest 
x-ray  if  indicated;  electrocardiogram;  intrave- 
nous pyelogram,  routine  urinalysis;  complete 
blood  count,  sedimentation  rate,  fasting  blood 
sugar,  blood  urea  nitrogen,  and  total  serum 
cholesterol;  concentration  and  phenolsulfon- 
phthalein  test;  phentolamine  methanesulfonate 
test  and  further  testing  for  pheochromocytoma 
if  indicated;  also  urinary  excretion  of  11-oxy- 
steroids  and  17-hydroxyketosteroids  if  indicated. 
These  procedures  will  usually  serve  to  differenti- 
ate primary  or  essential  hypertension  from 
hypertension  secondary  to  other  diseases.  The 


diseases  most  commonly  associated  with  hyper- 
tension are  acute  and  chronic  glomerulonephritis, 
diabetic  nephropathy,  chronic  pyelonephritis, 
coarctation  of  the  aorta,  polycystic  kidneys, 
Cushing’s  syndrome,  amyloidosis,  and  pheo- 
chromocytoma. Constriction  of  a renal  artery 
and  other  unilateral  kidney  diseases  are  rare 
causes  of  hypertension.  Periarteritis  nodosa 
and  lupus  erythematosus  are  also  sometimes 
associated  with  hypertension.  Arteriosclerosis  of 
the  aorta  and  large  vessels  produces  increased 
systolic  and  decreased  diastolic  pressure,  but  this 
disease  is  not  infrequently  combined  with  either 
primary  or  secondary  hypertension  as  such. 

In  our  laboratory  digital  circulatory  studies 
are  often  used  to  obtain  additional  information, 
such  as  the  extent  of  the  neurogenic  factor. 
Flow  and  pressure  are  measured  before  and  after 
inhibition  of  sympathetic  nerve  discharge  by 
indirect  heat,  supplemented  by  the  intravenous 
administration  of  a ganglion-blocking  drug. 
From  these  measurements  radius  equivalents  of 
the  digital  circulation  in  both  the  constricted 
and  dilated  states  and  the  force  and  work  of 
vasoconstriction  are  calculated.6  Room  temper- 
ature must  be  between  26  and  29  C.  in  these  tests, 
and  if  blood  flow  after  vasodilatation  is  unusually 
low,  the  test  must  be  repeated.  Also  there  must 
be  no  complicating  overt  peripheral  vascular 
disease.  With  these  precautions  the  correlation 
between  the  test  and  clinical  evaluation  is  fairly 
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good,  and  it  serves  as  a guide  to  the  extent  to 
which  therapy  should  be  pursued.  It  also 
sometimes  serves  to  differentiate  primary  from 
secondary  hypertension  in  doubtful  cases. 

It  is  also  well  known  that  the  general  manage- 
ment of  the  hypertensive  patient  must  be 
directed  not  so  much  against  the  hypertension  as 
toward  good  health  habits.  Alcohol  in  moderate 
amounts  may  be  permitted,  but  coffee,  cola 
drinks,  and  other  stimulants  are  prohibited  except 
for  one  morning  cup  of  coffee.  Decaffeinated 
coffee  can  be  taken  if  desired.  Heavy  coffee 
drinkers  with  elevated  blood  pressures  may 
become  normotensive  after  the  elimination  of  the 
beverage  alone.  The  after-lunch  siesta  of  at 
least  half  an  hour  is  desirable  for  hypertensive 
patients  if  this  can  be  arranged.  It  is  also 
important  to  insist  on  at  least  eight  hours  of 
sleep,  with  or  without  the  help  of  hypnotics  as 
needed.  Moderate  exercise  is  desirable,  whereas 
strenuous  exercise  should  be  avoided.  If  the 
patient  is  overweight,  his  weight  should  be 
reduced  by  appropriate  dietary  regulation. 
Amphetamines  and  similar  substances  should  be 
avoided  but,  if  absolutely  necessary  for  weight 
reduction,  can  be  given  with  little  risk  in  the 
mild  to  moderate  hypertensive  patient.  The 
low-sodium  diet  or  rice  diet  should  not  be  used 
except  in  the  more  severe  and  advanced  cases  of 
hypertension  where  its  chief  effects  are  to  en- 
hance the  actions  of  drugs  and  to  prevent  con- 
gestive heart  failure.  The  strict  200-mg.  low- 
sodium  diet  is  rarely  enforceable  in  the  ambula- 
tory hypertensive  subject,  but  in  cooperative 
individuals  who  can  adhere  to  this  regimen,  it 
will  serve  in  itself  to  reduce  the  blood  pressure. 
It  apparently  acts  by  reducing  intrinsic  blood 
flow  and  increasing  the  intrinsically  narrow 
caliber  of  vessels  rather  than  by  inhibiting 
neurogenic  vasoconstriction.2 

The  hypertensive  needs  continued  reassurance, 
and  this  is  the  most  important  aspect  of  ordinary 
psychotherapy.  Psychoanalysis  or  prolonged 
psychotherapy  should  be  undertaken  only  if  the 
underlying  psychodynamics  warrant  such  treat- 
ment, and  adequate  psychotherapy  of  this  kind 
may  or  may  not  be  followed  by  a decrease  in 
blood  pressure. 

It  can  be  considered  a rule  that  headache  or 
dizziness  or  any  other  symptoms  related  by  the 
patient  to  his  hypertension  are  probably  un- 
related, especially  if  the  blood  pressure  is  under 
200  mm.  Hg  systolic.  These  symptoms,  there- 


fore, should  be  treated  on  their  own  merits. 
Headaches  may  be  caused  by  “tension,”  with 
tenderness  at  the  occipital  attachments  of  the 
neck  muscles  which  are  spastic,  or  by  eyestrain, 
sinusitis,  or  occasionally  by  glaucoma.  These 
conditions  should  be  treated  regardless  of  the 
blood  pressure  level.  If  the  blood  pressure  is 
above  200  mm.  Hg  systolic  and  headache  is 
vertical  or  occipital,  it  may  be  caused  by  the 
hypertension,  and  therapy  will  be  effective  only 
if  the  blood  pressure  is  reduced. 

Nosebleed  too  is  rarely  if  ever  initiated  by 
uncomplicated  hypertension,  although  it  does 
occur  in  uremia.  The  most  common  cause  is 
“picking”  the  nose,  and  treatment  directed  at 
the  local  condition  in  the  nose,  such  as  the 
application  of  petrolatum,  is  most  effective. 
Whatever  the  initiating  cause  of  the  epistaxis, 
however,  it  may  be  more  severe  and  prolonged  in 
the  hypertensive  patient. 

Specific  drug  therapy  should  be  undertaken 
only  if  the  blood  pressure  is  persistently  elevated 
despite  symptomatic  therapy  and  only  in  cases 
of  primary  or  essential  hypertension.  Secondary 
hypertension  should  not  be  treated  unless  there 
is  superimposed  primary  hypertension.  This 
can  often  be  uncovered  by  appropriate  testing 
and  is  not  too  unusual.  The  criteria  for  deciding 
whether  or  not  a patient’s  blood  pressure  is 
elevated  sufficiently  to  warrant  therapy  must 
remain  subject  to  the  clinical  judgment  of  the 
individual  physician.  Statistical  tables  on  the 
variation  of  blood  pressure  with  age  are  avail- 
able,5-7 but  it  must  be  pointed  out  that  these 
represent  statistical  and  not  necessarily  physio- 
logic norms.  Demonstration  of  abnormal  degrees 
of  neurogenic  vasoconstriction  may  warrant 
active  treatment,  even  when  the  patient’s  blood 
pressure  is  within  the  statistically  normal  range 
for  casual  readings. 

Several  precautions  must  be  taken  in  this  re- 
spect. In  the  aged,  if  therapy  is  undertaken 
at  all,  it  should  be  done  only  after  adequate 
testing  has  demonstrated  a large  neurogenic 
factor.  In  the  obese  the  indirect  blood  pressure 
reading  may  be  falsely  high,  and  direct  measure- 
ment may  be  needed  for  corroboration.  In  the 
pregnant  woman  casual  blood  pressure  readings 
are  often  lower  than  after  parturition,  and 
essential  hypertension  may  be  present  even  when 
casual  blood  pressures  appear  to  be  within  the 
normal  range. 

If  the  blood  urea  nitrogen  is  above  60,  anti- 
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hypertensive  therapy  is  rarely  effective.  In 
hypertensive  encephalopathy  with  a blood  urea 
level  below  60,  specific  antihypertensive  therapy 
should  be  parenteral  and  preferably  intravenous. 
Blood  pressure  need  not  be  reduced  below  170 
mm.  Hg  systolic  with  whatever  agent  is  used. 
Barbiturates  should  be  avoided  since  the  best 
indication  for  the  success  of  therapy  is  clearing 
of  the  sensorium.  If  there  is  associated  edema, 
magnesium  sulfate  or  mercurial  diuretics  may  be 
added  to  the  regimen,  but  the  chief  therapy  is 
an  antihypertensive  drug  in  an  intravenous  drip. 
Protoveratrine  is  suitable  for  this  purpose,  al- 
though it  occasionally  produces  vomiting.  Short- 
acting  ganglion-blocking  drugs  like  d-3,  4-(l',3- 
dibenzyl-2-ketoimidazolido)  1,  2 trimethylene, 
thiophanium  d-camphor  sulfonate  (Arfonad) ; 
tetraethylammonium  chloride;  pentamethyl-di- 
ethyl-3-aza-pentane-l,  5 diammonium  dibromide 
(pendiomide) ; or  2,  6 dimethyl-1,  1-diethyl 
piperidinium  bromide  (SC  1950)  are  also  useful. 
Long-acting  ganglion  blocking  drugs,  such  as 
hexamethonium,  pentolinium,  chlorisondamine, 
or  mecamylamine  salts,  should  not  be  used  for 
this  purpose  because  continued  observation  is 
necessary  for  many  hours  after  treatment 
has  been  stopped.  Overshooting  of  the  anti- 
hypertensive effect  with  shock  can  be  treated  by 
norepinephrine  infusion,  but  this  is  rarely  neces- 
sary in  the  judiciously  managed  case.  Half- 
hourly  blood  pressures  and  daily  blood  urea 
nitrogen  determinations  are  essential  in  the 
management  of  these  cases.  When  the  senso- 
rium is  clear  and  nausea  has  ceased,  the  patient 
may  then  be  given  conventional  antihypertensive 
treatment. 

Conventional  therapy  of  the  ambulatory 
hypertensive  consists  today  first  in  the  admin- 
istration of  Rauwolfia  derivatives.  If  dosage  is 
adjusted,  it  makes  little  difference  whether  crude 
root  extracts,  alseroxylon  derivatives,  reserpine, 
rescinnamine,  or  recanescine  is  given.  In  terms 
of  reserpine  the  usual  dosage  is  0.25  mg.  three 
times  a day.  Raising  the  dosage  beyond  this 
does  not  often  produce  much  additional  effect, 
and  the  side-actions  become  more  troublesome. 
The  dose  can  often  be  decreased,  sometimes  to  as 
little  as  0.05  mg.  three  times  a day.  At  present 
idiopathic  epilepsy  should  be  considered  a contra- 
indication. Nasal  stuffiness,  diarrhea,  and  nau- 
sea are  occasional  side-actions.  The  first  can 
usually  be  treated  successful!}"  with  antihista- 
mines, both  systemic  and  intranasal.  Adjust- 


ment of  dosage  can  often  prevent  the  nausea  and 
diarrhea.  In  rare  cases  the  drug  produces 
fluid  retention,  the  cause  of  which  is  obscure. 
The  most  troublesome  and  serious  side-actions, 
however,  are  psychologic.  Grogginess,  unstead}- 
gait,  and  nightmares  are  sometimes  seen  early 
in  the  course  of  treatment  and  can  often  be 
alleviated  by  decreasing  the  dose.  The 
occasional  severe  depression,  however,  is  a late 
effect,  usually  appearing  after  a year  or  more  of 
treatment.  It  may  make  the  patient  a suicide 
risk,  and  its  character  often  depends  on  the  intrin- 
sic psychodynamics.  One  common  feature  of 
these  cases  is  that  the  symptoms  appear  to  be 
worse  toward  the  end  of  the  day  rather  than  at 
the  beginning.  This  depression  may  last  up  to 
three  months  after  the  drug  has  been  discon- 
tinued. It  should  be  treated  with  mood-elevat- 
ing drugs  and  barbiturates  as  indicated.  The 
patients  need  continued  reassurance.  At  the 
first  signs  of  such  a depression,  the  drug  should  be 
completely  discontinued.  Other  tranquilizing 
drugs  may  be  used  in  this  disease  if  associated 
anxiety  is  severe.  Chlorpromazine,  meproba- 
mate, and  even  the  barbiturates  are  useful  in 
this  regard  but  should  be  given  as  needed  for 
spells  of  anxiety  rather  than  for  continuous 
therapy,  even  if  Rauwolfia  cannot  be  used. 

Veratrum  derivatives  can  be  given  if  Rauwolfia 
is  contraindicated,  especially  if  there  is  associated 
tachycardia.  As  a supplement  to  Rauwolfia 
derivatives  they  rarely  seem  to  add  much  to 
hypertensive  control  and  occasionally  produce 
anorexia,  nausea,  and  vomiting.  Again  the 
various  forms  of  the  drug  do  not  differ  much 
from  each  other  if  dosage  is  properly  adjusted. 
The  oral  dose  of  protoveratrine  is  from  0.4  to 
1.5  mg.  four  times  a day. 

Hydralazine  is  still  a useful  drug  for  the  treat- 
ment of  hypertension,  and  its  use  should  be 
confined  to  the  more  advanced  stages  of  the 
disease.  Its  administration  is  followed  by  fre- 
quent annoying  side-actions,  such  as  headaches, 
nausea,  vomiting,  drug  fever,  rash,  and  fluid 
retention.  It  also  sometimes  produces  psycho- 
sis. It  is  best  given  at  first  in  very  small  doses 
(10  mg.  three  times  a day),  the  dosage  then 
being  built  up  gradually.  We  never  exceed 
300  mg.  daily  and  at  this  dosage  level  have  not 
observed  a single  case  of  hydralazine  lupus 
erythematosus.  It  seems  to  have  a direct 
vasodilating  action  on  blood  vessels  in  addition 
to  its  mild  effect  on  the  neurogenic  factor. 
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The  most  potent  of  the  antihypertensive  drugs 
are  the  autonomic  ganglion  blockers.  With 
parenteral  administration  the  duration  of  action 
of  the  various  drugs  in  this  category  may  be 
anywhere  from  fifteen  minutes  to  fourteen  hours 
in  the  order:  tetraethylammonium  chloride; 

pentamethyl-diethyl-3-aza-pentane-l,5  diammo- 
nium dibromide  (pendiomide) ; 2,6  dimethyl-1, 
1-diethyl  piperidinium  bromide  (SC  1950); 
hexamethonium,  mecamylamine,  pentolinium, 
and  chlorisondamine  salts.  Their  absorption 
from  the  intestinal  tract  may  be  from  a fraction 
of  1 to  nearly  100  per  cent  in  the  following 
order:  hexamethonium,  pentolinium,  chlorison- 
damine, and  mecamylamine  salts.  For  paren- 
teral control  with  twice  daily  subcutaneous 
injection,  either  pentolinium  or  chlorisondamine 
are  the  drugs  of  choice,  whereas  for  oral  adminis- 
tration, today  at  least,  mecamylamine  is  the 
drug  of  choice.  Initial  parenteral  dosage  of 
any  one  of  these  drugs  is  1 mg.  twice  daily, 
building  up  gradually  to  no  more  than  15  mg. 
twice  daily.  Oral  dose  of  mecamylamine  is 
2.5  mg.  three  times  a day,  increasing  to  no  more 
than  15  mg.  three  times  a day.  Increase  in 
dosage  is  often  necessary  to  overcome  tolerance. 

The  most  important  undesirable  effect  is 
caused  by  overdosage  and  consists  of  collapse  on 
standing.  Bladder  dysfunction  is  rarely  trouble- 
some, but  difficulty  in  accommodation  is  occasion- 
ally seen.  The  most  common  and  troublesome 
side-action  is  constipation,  but  this  can  be 
combated  by  oral  neostigmine  15  mg.  once  or 
twice  daily  as  needed  or  by  pilocarpine  nitrate 
(10  mg.  three  times  daily).  Mild  laxatives  and 
enemas  may  also  be  employed  for  this  purpose. 
Impotence  in  males  is  an  occasional  effect  of 
treatment  with  this  group  of  diugs  but  can 
usually  be  combated  by  omitting  an  evening 
dose.  Neostigmine  may  also  be  of  value  in  this 
respect. 

These  drugs  should  not  be  administered  with- 
out careful  pretesting  of  the  circulation,  either 
by  digital  circulatory  or  by  other  technics,8  to 
determine  the  lowest  levels  to  which  it  is  safe  to 
depress  the  blood  pressure  in  the  individual 
patient.  Reduction  beyond  this  level  should  be 
attempted,  if  at  all,  only  cautiously  with  frequent 
observation  of  the  patient  and  frequent  determi- 
nations of  blood  urea  nitrogen. 

In  an  occasional  patient  who  is  unresponsive 
to  or  uncontrollable  by  drugs  and  who  has  a 
demonstrably  significant  neurogenic  factor  and 


progressing  hypertension,  sympathectomy  should 
be  performed.  The  thoracolumbar  procedure 
is  probably  best  for  this  type  of  patient.  It 
should  be  realized  that  control  may  be  only 
partial  in  such  cases  and  at  times  inadequate. 
We  have  had  no  experience  with  bilateral 
adrenalectomy  for  hypertension,  although  this 
operation  has  been  performed  experimentally 
in  selected  cases  with  limited  success.9 

The  management  of  the  complicated  hyper- 
tensive patient  is  less  well  defined  and  more 
often  requires  fine  judgment.  Hypertensive 
encephalopathy  and  renal  failure  have  already 
been  discussed.  If  the  renal  failure  is  caused 
by  hypertensive  vascular  disease  as  such,  the 
prognosis  is  poor  indeed.  In  an  occasional  case, 
however,  renal  failure  is  caused  by  acute  glo- 
merulonephritis, lower  nephron  nephrosis,  or  by 
acute  pyelonephritis  complicating  the  hyper- 
tension. An  optimistic  approach  is  therefore 
essential,  with  attention  directed  toward  fluid 
and  electrolyte  balance  and  the  treatment  of 
infection,  unless  the  downward  trend  becomes 
obviously  irreversible.  The  artificial  kidney 
may  be  necessary  if  the  issue  is  in  doubt.  Anti- 
hypertensive drugs  are  rarely  of  value  in  this 
situation  and  may  accelerate  the  renal  failure  if 
used. 

The  ocular  and  cerebral  complications  of 
hypertension  are  preventable,  at  least  to  some 
extent,  with  adequate  antihypertensive  treat- 
ment. If  these  complications  occur,  their 
progress  and  recurrence  can  sometimes  be  pre- 
vented by  such  treatment.  Secondary  optic 
atrophy,  however,  cannot  be  reversed,  nor  can 
the  effects  of  a cerebrovascular  accident  be  altered 
very  much  by  treatment.  If  the  blood  pressure 
is  very  high  during  a cerebrovascular  accident, 
it  is  rational  to  decrease  it  to  about  170  mm.  Hg 
systolic  by  treating  the.  patient  as  one  would 
treat  a patient  with  hypertensive  encephalop- 
athy. Other  more  conventional  measures  may 
be  employed  in  addition. 

Acute  coronary  occlusion  should  be  treated 
in  the  conventional  way  regardless  of  pre-existing 
hypertension.  Antihypertensive  drugs  are  best 
omitted  from  the  regimen  unless  the  blood 
pressure  is  excessively  high.  In  congestive 
heart  failure,  however,  especially  with  recurrent 
pulmonary  edema  and  increased  blood  pressure, 
antihypertensive  drug  therapy  is  often  quite 
useful  as  an  adjunct  to  conventional  treatment 
with  digitalis,  diuretics,  morphine,  and  oxygen. 
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Angina  pectoris  in  a hypertensive  subject  is 
sometimes  improved  by  antihypertensive  drug 
therapy,  but  in  an  occasional  case  it  is  made 
worse.  Hydralazine  should  not  be  used  in  such 
cases  as  a rule,  but  Rauwolfia  and  ganglion-block- 
ing drugs  may  be  effective. 

In  all  these  complicated  hypertensive  patients, 
caution  must  be  exercised  in  treatment  and  in 
circulatory  testing.  In  fact,  testing  with  a 
ganglion-blocking  ding  is  best  avoided  unless 
the  information  to  be  obtained  is  more  important 
than  the  risk  of  the  test.  In  several  thousand 
tests  we  have  had  no  untoward  results,  largely 
because  of  such  precautions.  Therapy  in  these 
cases,  therefore,  must  be  carried  out  empirically 
and  with  judgment. 

Summary  and  Conclusions 

Primary  hypertension  must  be  differentiated 
from  secondary  hypertension  before  it  can 
be  treated.  General  management  consists  of 
weight  reduction,  control  of  habits  and  diet,  and 
psychotherapy.  Antihypertensive  drugs  are  the 
mainstay  of  specific  therapy.  Their  use  and 
misuse  in  both  simple  and  complicated  primary 
hypertension  are  discussed.  Digital  circulatory 
testing  is  a useful  guide  in  the  regulation  of 
treatment. 

Some  of  the  studies  mentioned  in  the  review  have  been 
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ment of  Health,  Welfare,  and  Education,  Washington,  D.C., 
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Pharmaceutical  Products,  Inc.,  for  supplies  of  pentamethyl- 
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and  J.  S.  Lerner  of  Riker  Laboratories,  Inc.,  for  supplies  of 
the  alseroxylon  fraction  of  Rauwolfia  serpentina,  rescinna- 
mine,  and  recanescine;  to  Dr.  D.  L.  Shaw,  Jr.,  of  Wyeth 
Laboratories  for  supplies  of  pentolinium  tartrate;  to  Dr.  H. 
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Rauwolfia  serpentina  and  hexamethonium  bromide;  to  Dr. 
J.  R.  Beem  of  Sharp  & Dohme  for  supplies  of  mecamylamine; 
to  Dr.  P.  A.  Boyer,  Jr.,  of  Pitman-Moore  Company  for 
supplies  of  protoveratrine  A and  B;  and  to  Dr.  I.  C.  Winter 
of  G.  D.  Searle  & Co.  for  supplies  of  2,6  dimethyl-1,  1-diethyl 
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The  observations  on  the  relation  of  climatic 
factors  and  asthma  recorded  through  the 
centuries  and  in  our  times  are  paradoxic.  Per- 
haps this  can  be  understood  from  the  point 
of  view  of  the  complexity  of  this  relationship. 
Climate  is  a composite  of  multiple  meteorologic 
factors,  such  as  temperature,  humidity,  (pre- 
cipitation, cloudiness,  sunshine),  barometric 
pressure,  wind,  and  evaporation.  In  addition, 
because  of  the  allergic  nature  of  some  types  of 
asthma,  the  airborne  elements,  such  as  dusts, 
pollen,  molds,  smuts,  danders,  industrial  con- 
taminants, and  even  cosmetic  particles,  become 
an  integral  part  of  climate.  Furthermore,  the 
asthmatic  is  highly  individual  from  the  point 
of  view  of  etiology.  Although  his  symptoms 
may  be  indistinguishable  from  those  of  any  other 
asthmatic,  their  underlying  cause  or  causes  may 
be  entirely  different.  In  general,  etiologically, 
asthma  may  be  atopic,  that  is,  due  to  reagin- 
provoking  elements;  bacterial,  due  to  various 
bacteria;  physical,  due  to  physical  agents,  such 
as  heat,  light,  cold;  or  to  any  possible  combina- 


tion of  these  categories.  With  so  many  possi- 
bilities of  interaction  and  the  specificity  of  etiology 
in  the  individual  asthmatic,  it  is  not  surprising 
that  few  generalizations  can  be  made  on  climate 
and  asthma. 

Barometric  Pressure 

As  far  back  as  1698,  Floyer1  wrote  that  a drop 
in  barometric  pressure  and  excessive  humidity 
are  injurious  to  the  asthmatic.  To  date  rela- 
tively few  controlled  experiments  have  been 
made  in  this  area.  The  most  frequently  men- 
tioned observations  in  the  literature  are  those  of 
Rappaport,  Nelson,  and  Welker.2  They  con- 
fined seven  pollen  asthmatics  in  a pollen-free 
room  and  observed  them  through  several  abrupt 
changes  in  weather.  On  one  occasion  there  was 
a sudden  pressure  fall  and  a rise  in  humidity. 
That  afternoon  it  rained  heavily.  That  evening 
all  seven  patients  had  asthma.  Some  days  later 
there  was  rain  again,  but  this  time  it  was  not 
preceded  by  a sharp  barometric  drop  or  a marked 
temperature  variation,  and  the  patients  did  not 
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have  asthma.  From  this  it  was  concluded  that 
asthma  could  be  induced  (despite  absence  of 
pollen)  by  weather  changes,  particularly  a 
falling  barometric  pressure. 

In  a survey  of  the  Chicago  area  made  by 
Petersen,3  he  found  there  was  a marked  increase 
in  asthmatic  deaths  during  times  of  change  in 
cyclonic  front  (polar  infall)  when  the  barometric 
pressure  dropped. 

To  this  day  the  consensus  among  allergists  is 
that  prestorm  weather  adversely  influences 
many  asthmatics.  This  is  not  a general  rule, 
however,  and  there  are  many  asthmatics  who 
remain  unaffected  by  such  weather. 

How  a falling  barometric  pressure  adversely 
influences  asthma  is  still  a matter  for  specula- 
tion. Some  believe  that  the  already  labile 
vascular  bed  of  the  bronchiolar  mucosa  dilates 
with  a sudden  drop  in  external  pressure.  This 
leads  to  exudation,  narrowing  of  the  bronchiolar 
lumen  with  its  secondary  effects,  mechanical, 
nervous,  secretory  (dypsnea,  mucous  secretion 
and  accumulation,  muscular  spasm),  and,  clini- 
cally, asthma. 

Wind  Direction  and  Velocity 

The  direction  and  velocity  of  wind  have  also 
been  noted  to  induce  attacks  of  asthma.  Those 
asthmatics  who  suffer  exacerbations  when  walk- 
ing into  a strong  wind,  especially  if  it  is  cold, 
must  be  suspected  of  allergy  to  cold.  Duke4 
reports  a number  of  such  cases  and,  indeed, 
records  several  fatalities  due  to  cold  wind.  Again 
the  literature  is  replete  with  reports  of  winds 
from  particular  directions  being  at  the  base  of 
asthmatic  attacks.  Van  Helmont1  and  Bray5 
accuse  the  east  wind  in  England.  This  wind  is 
continental  in  origin  and  properly  may  be  sus- 
pected of  bringing  with  it  many  airborne  aller- 
gens, either  in  greater  concentrations  than 
normally  present  in  England  or  entirely  foreign 
to  it.  There  have  been  periods  in  New  York 
City  when  winds  coming  across  the  New  Jersey 
marshes  have  been  responsible  for  severe  exac- 
erbations of  hay  fever  and  asthma  thought  to  be 
due  to  the  ragweed  pollen  (some  say  wild  rice) 
which  flourishes  in  these  areas.  At  other  times 
there  have  been  severe  symptoms  from  winds 
coming  from  the  northwest  down  the  Hudson 
River  due  to  large  quantities  of  corn  pollen 
blown  from  especially  good  crops  of  corn  in  these 
areas.  Winds  also  have  been  known  to  bring 
with  them  concentrations  of  molds  and  to  have 


blown  insects  far  out  of  their  usual  habitats 
and  thus  induced  asthma.  Not  so  many  years 
ago  when  there  were  serious  forest  fires  in  Can- 
ada, north  winds  brought  with  them  irritants 
that  caused  exacerbations  of  asthma  in  New 
York  in  near  epidemic  degree. 

Even  the  gentle  winds  that  course  within 
short  distances  may  carry  industrial  contam- 
inants throughout  a city  and  its  environs  and 
produce  difficulty  for  the  asthmatic.  The  smut 
of  infested  crops  may  also  be  carried  by  the 
wind  and  cause  trouble. 

Winds  are  known  to  carry  airborne  particles 
for  hundreds  of  miles,  so  that  a wind  from  a 
particular  direction  causing  difficulty  must  be 
suspected  of  bringing  with  it  irritants  or  allergens 
indigenous  to  the  areas  over  which  it  passes. 

Humidity 

Generally  speaking,  marked  increases  in 
humidity  are  bad  for  the  asthmatic  patient. 
The  water  content  of  the  air  depends  primarily 
on  the  temperature  and  the  available  evaporat- 
ing surfaces,  such  as  rivers,  seas,  damp  earth, 
vegetation,  and  also  on  the  gaseous  pressure  and 
wind  velocity.  At  times  of  great  humidity 
there  is  interference  with  surface  evaporation 
followed  by  an  increase  in  the  respiratory  rate 
and  lowering  of  the  blood  carbon  dioxide.  This 
tends  to  alkalosis,  and  it  is  at  this  point,  ac- 
cording to  Petersen,  that  clinical  episodes  in 
predisposed  individuals  will  appear.  Whatever 
the  actual  dynamics,  there  is  enough  clinical 
evidence  to  indicate  that  excessive  moisture  in 
the  atmosphere  is  difficult  for  a great  many 
asthmatics.  Van  Leeuwen,6  Tiefensee,1  Black,7 
and  Salter8  among  many  others  have  made  such 
observations.  Vaughan  reports  a statement  of 
Rowe’s9  that  patients  in  San  Francisco  who 
suffered  from  asthma  could  travel  a few  miles 
inland  and  obtain  relief. 

Fogs  notoriously  produce  difficulty.  On  the 
other  hand,  the  pollen  asthmatic  will  often  find 
his  greatest  relief  during  very  humid  weather 
and  rains.  The  increased  moisture  in  the  air 
usually  means  quiescent  winds,  both  of  these 
characteristics  militating  against  the  movement 
of  pollen  in  the  air.  Rains  wash  pollen  out  of 
the  air.  Rain  is  also  beneficial  to  many  asth- 
matics living  in  cities  in  which  the  air  is  con- 
taminated with  irritant  industrial  particles. 

Humidity,  however,  cannot  be  thought  of 
simply  as  a deleterious  characteristic  of  climate 
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for  the  asthmatic.  Common  is  the  asthmatic 
whose  trouble  arises  from  lack  of  humidity,  that 
is,  from  an  excessively  dry  atmosphere.  The 
first  days  of  autumn  within  the  house,  when  the 
radiators  are  turned  on  after  a summer’s  dis- 
use, are  often  times  of  trouble  for  the  asthmatic. 
Here,  not  only  the  dry  heat,  but  also  the  dust 
dispersed  by  the  radiation  is  the  cause  of  diffi- 
culty. 

Humidity  may  be  troublesome  to  the  asth- 
matic in  still  another  way.  This  is  particularly 
true  of  the  asthmatic  whose  difficulty  is  due 
entirely  or  in  part  to  bacterial  allergy.  Hu- 
midity may  lead  to  infection,  either  in  a previous 
focus,  such  as  the  sinuses  or  the  bronchial  tree, 
or  to  an  upper  respiratory  infection.  Such  in- 
fection provokes  exacerbation  of  asthma. 

Despite  what  is  commonly  said  about  humid- 
ity, a dry  climate  with  a sandy  soil  is  no  panacea 
for  the  asthmatic  either.  In  the  hot  desert  areas 
of  this  country  many  asthmatics  find  themselves 
in  great  difficulty,  not  only  because  of  sensitivity 
to  local  flora,  but  also  because  of  the  alkalinity 
of  the  desert  dusts  which  may  act  as  bronchial 
irritants  and  cause  attacks  of  asthma. 

Temperature 

When  temperature  seems  to  be  a troublesome 
climatic  factor,  it  is  often  as  a result  of  physical 
allergy.  There  are  asthmatics  who  will  react  to 
heat  or  cold  just  as  they  react  to  material  aller- 
gens like  dust  or  pollen.  Often  the  person  al- 
lergic to  cold  is  allergic  more  to  a drop  in  tem- 
perature than  to  a temperature  of  any  particular 
degree.  For  this  reason  such  individuals  may 
experience  symptoms  in  any  season  of  the  year 
during  those  times  when  temperature  drops 
suddenly.  Those  allergic  to  heat  are  also  usually 
allergic  to  sudden  rises  in  temperature,  and 
therefore,  they  too  may  experience  symptoms 
on  this  basis  during  any  season  of  the  year. 

Allergy  to  sunlight  is  not  uncommon.  Asth- 
matics may  be  truly  allergic  to  sunlight,  or  they 
may  be  allergic  to  other  environmental  elements 
that  make  their  appearance  with  the  first  con- 
stant sunlit  periods.  Early  in  the  speculation 
on  allergic  manifestations  hay  fever  and  pollen 
asthma  were  thought  to  be  caused  by  the  rays 
of  the  sun.  This  was  simply  because  the  periods 
of  pollination  began  when  the  sun  of  late  spring 
came  and  remained  in  a relatively  unclouded  sky. 
Nevertheless,  the  allergist  sees  patients  in  whom 
sun  sensitivity  itself  is  the  cause  of  trouble. 


Altitude 

In  Europe,  particularly,  the  salubrious  effect  of 
altitude  (above  4,500  feet)  on  asthma  has  been 
reported  repeatedly.  This  does  not  seem  to  be 
the  general  experience  in  the  United  States. 
Once  more,  when  this  factor  (not  strictly  a 
climatic  one  in  the  specific  sense)  is  mentioned  in 
relation  to  asthma,  it  must  be  examined  from 
the  point  of  view  of  hidden  effects.  High  al- 
titude is  usually  recommended  to  people  living  at 
low  levels.  A change  from  their  usual  environ- 
ment may  mean  a radical  change  in  many  other 
elements  besides  height  above  sea  level.  Thus, 
going  into  a hilly  or  mountainous  area  means, 
without  question,  change  in  flora,  probably 
change  in  humidity,  and  even  change  in  house 
environment.  Is  it  the  height  above  sea  level 
then  that  is  beneficial  at  times,  or  is  it  a change 
in  all  other  environmental  factors?  Vaughan 
states  that  despite  the  general  conception  of 
Arizona  as  an  excellent  climate  for  asthma, 
pollinosis  is  a real  problem  there.  The  alkaline 
desert  dusts  too  are  disadvantageous.  If  benefit 
is  derived,  it  is  probably  not  from  altitude  itself 
but  rather  from  the  dryness  of  the  climate  which 
militates  against  infections  like  sinusitis  or 
bronchitis. 

In  an  attempt  to  explain  the  European  con- 
tention about  the  benefit  of  altitude,  a number  of 
studies  have  been  made.  These  have  pointed 
to  reduced  dust  content  of  the  atmosphere  at 
higher  altitudes  and  biochemical  changes  in  the 
blood  similar  to  those  noted  by  Petersen. 
Schneider1  reported  that  the  alkalinity  of  the 
blood  was  reduced  at  higher  altitudes.  From  both 
his  and  Petersen’s  point  of  view,  this  is  beneficial 
to  the  asthmatic.  However,  clinical  experience 
with  acidification  of  the  blood  as  a therapeutic 
measure  and  also  as  a prophylactic  has  not 
borne  out  this  thesis. 

Comment 

To  this  day  the  physiologic  dynamics  in 
response  to  climatic  factors  remain  obscure. 
Curry10  claims  to  have  discovered  a new  sub- 
stance in  the  air  which  he  calls  Aran.  He  re- 
lates the  concentration  of  this  substance  to 
various  weather  phenomena  and  believes  that 
this  is  the  direct  cause  of  symptoms  in  most 
patients.  Although  a provocative  idea,  no 
corroborative  work  could  be  found. 

From  the  foregoing  it  is  obvious  that  little 
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can  be  said  specifically  about  the  climatotherapy 
of  asthma.  Because  of  its  uncertainty  of  result 
and  the  multiplicity  of  factors  involved  in 
asthma,  climatotherapy  usually  is  last  resort 
therapy.  Certainly,  the  patient  must  be  given 
the  benefit  of  even7  known  mode  of  conventional 
treatment  before  he  is  uprooted  and  assigned  to 
another  climate.  If,  however,  such  a pass  is 
reached,  the  new  climate  must  be  carefully 
selected  on  the  basis  of  all  that  is  known  about 
the  patient. 

Sir  Hyde  Salter,8  whose  classic  treatise  on 
asthma,  written  in  the  nineteenth  century,  is 
still  a mine  of  information,  concluded,  . . 
consequently  it  is  impossible  to  predict  what 
will  be  the  effect  of  any  given  air,  but  that  prob- 
ably the  most  opposite  to  that  in  which  the 
asthma  seems  worse  will  cure.”  This  is  still 
an  excellent  rule  of  thumb.  We  can  be  some- 
what more  specific  today  since  we  have  a better 
idea  of  what  constitutes  this  “air.”  The  chosen 
area  should  also  be  (1)  as  free  as  possible  of 
atmospheric  allergens  and  irritants  known  to 
affect  the  patient  (this  will  require  knowledge 
not  only  of  the  flora  of  the  area  but  also  of  its 
industrial  configuration);  (2)  for  the  bacteria- 
sensitive  patient,  as  little  conducive  to  infection, 
especially  upper  respiratory  infection,  as  possible 
(this  may  mean  choice  of  a rural  rather  than  an 
urban  area);  (3)  for  the  asthmatic  who  is  al- 
lergic to  heat  or  cold,  not  only  the  proper  mean 
temperature  but  also  an  area  with  a fairly  con- 
stant temperature. 


Finally,  it  should  be  emphasized  that  intro- 
ducing climatotherapy  does  not  mean  jettison- 
ing conventional  therapy.  This  must  be  con- 
tinued wherever  the  patient  is  sent  until  such 
time  as  his  S3Tnptoms  have  been  relieved  and  do 
not  recur  for  a reasonably  long  period. 

Summary 

Climate  in  relation  to  asthma  must  be  con- 
sidered a composite  of  meterologic  factors  and 
airborne  particulate  matter.  Since  the  etiology 
of  asthma  varies  so  greatly  among  patients,  few 
generalizations  can  be  made  in  regard  this  rela- 
tionship. Such  varied  etiology  and  complexity 
of  climate  necessitates  a highly  individual  ap- 
proach to  climatotherapy  of  asthma. 
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Death  in  the  Operating  Room 


The  cause  of  death  in  the  operating  room  can 
often  be  most  obscure.  This  is  especially 
true  when,  for  one  reason  or  another,  autopsy  is 
not  performed  or  when  little  apparent  cause  for 
catastrophe  is  revealed  even  at  autopsy.  When- 
ever anesthesia  is  employed  under  these  circum- 
stances, it  may  become  suspect.  Indeed,  that 
anesthesia  may  have  played  a role  in  the  course 
of  events  cannot  be  denied.  However,  when 
death  occurs  in  the  operating  room,  it  may  be 
unrelated  to  anesthesia  or  operation,  for  pre- 
existing disease,  either  suspected  or  unsuspected, 
may  itself  suddenly  become  manifest  with  a 
dramatic  finality.  The  case  which  is  to  be  pre- 
sented falls  into  this  category. 

Case  Report 

The  patient,  a thirty-six-year-old,  white  male,  was 
admitted  to  the  plastic  service  for  the  cosmetic  re- 
pair of  a congenitally  unsightly  nose.  His  past 
history  was  noncontributory  except  for  a submucous 
resection  performed  ten  years  ago  for  the  relief  of 
chronic  nasal  obstruction. 

Physical  examination  revealed  a normal,  healthy 
male.  The  heart  and  lungs  appeared  to  be  within 
normal  limits.  Except  for  his  physical  disfigure- 
ment there  were  no  noticeable  abnormalities.  On 


admission  his  blood  pressure  was  110/80,  pulse  rate 
64,  respiration  88,  and  temperature  99.8  F.  The 
hemoglobin  was  14  Gm.  per  cent,  and  the  urine  was 
normal  in  all  respects.  He  was  scheduled  for  opera- 
tion on  the  day  following  admission. 

He  had  received  100  mg.  of  Seconal  the  night  be- 
fore. At  7 a.m.  of  the  morning  of  operation  he  re- 
ceived 200  mg.  of  Seconal  and  16  mg.  of  morphine 
sulfate  one-and-one-half  hours  before  the  time  of 
operation.  When  he  arrived  in  the  operating  room, 
the  patient  was  calm,  and  topical  application  of  10 
per  cent  cocaine  through  both  external  nares  was 
accomplished  without  complaint.  In  addition,  30 
cc.  of  1 per  cent  procaine  were  infiltrated  in  and 
about  the  operative  area. 

Approximately  two  and  one-half  hours  after  the 
beginning  of  anesthesia  and  operation,  the  patient, 
who  had  been  perfectly  comfortable,  suddenly  began 
to  complain  of  pressure  in  his  head.  This  was  im- 
mediately followed  by  a feeling  of  pressure  in  the  left 
chest.  Following  the  sensation  of  pressure  in  the  left 
chest  the  patient  became  cyanotic.  Although  he 
continued  to  breathe,  the  peripheral  pulse  was  un- 
obtainable, and  an  apical  heart  beat  could  not  be 
heard. 

An  anesthetist  was  called  and  immediately  ad- 
ministered oxygen  by  mask  and  bag.  The  left  chest 
was  opened,  and  the  heart  was  found  to  be  in  com- 
plete standstill.  Cardiac  massage  was  immediately 
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instituted,  and  this  apparently  provoked  an  episode 
of  ventricular  fibrillation.  The  pericardium  was  in- 
cised, and  electric  defibrillation  was  attempted  with- 
out success.  The  patient  was  intubated  and  artifi- 
cial respiration  with  oxygen  carried  out.  Adrenalin, 
Pronestyl,  10  per  cent  calcium  chloride,  and  procaine 
were  injected  into  the  heart  without  avail. 

An  electrocardiogram  taken  soon  after  the  chest 
was  opened  showed  changes  apparently  consistent 
with  an  anterior  wall  infarction.  After  one  and  one 
half  hours  of  massage  no  electrical  impulse  or  other 
sign  of  cardiac  activity  could  be  elicited,  and  the 
patient  was  pronounced  dead. 

Autopsy  revealed  a massive,  fresh,  anterior  myo- 
cardial infarction.  Other  autopsy  findings  were 
noncontributory. 

Comment 

Acute  myocardial  infarction  in  the  young 
middle-aged  group,  while  not  uncommon,  is  most 
certainly  unusual.  The  striking  feature  here 
was  that  there  was  no  previous  history  of  heart 
disease,  and,  in  fact,  it  was  thought  that  one  was 
dealing  with  a patient  normal  in  all  respects  ex- 
cept for  a congenitally  large,  unsightly  nose. 

The  patient  had  experienced  an  operation 
under  local  anesthesia  ten  years  before  without 
incident.  While  it  is  possible  that  the  local  anes- 
thetic may  have  played  a role  in  the  course  of 
events,  it  seems  most  unlikely  in  view  of  the  fact 
that  two  and  one-half  hours  transpired  between 
the  administration  of  the  anesthetic  and  the 
initial  development  of  symptoms. 

As  was  customary  in  the  institution,  however, 
monitoring  of  the  pulse,  pressure,  and  respiration 
in  patients  undergoing  local  anesthesia  for  pro- 
cedures such  as  this  was  not  carried  out,  so  that 
there  is  no  indication  as  to  whether  or  not  any 


premonitory  signs,  especially  relating  to  the  pulse 
rate  or  blood  pressure,  were  present  before  the 
final  event.  To  all  intents  and  purposes  the 
operative  procedure  was  going  along  smoothly  in 
an  uncomplaining  patient.  Had  this  particular 
operation  been  done  under  general  anesthesia,  the 
implication  that  the  anesthesia  was  in  some 
measure  responsible  would  necessarily  have  been 
drawn.  Furthermore,  had  autopsy  not  been  per- 
formed, this  conclusion  would  have  been  strongly 
implemented.  The  rare  but  shattering  experience 
of  unexpected  death  in  patients  in  the  operating 
corridor  awaiting  anesthesia  and  operation  further 
emphasizes  that  patients  may  die  unexpectedly 
from  pre-existing  disease. 

The  precipitating  causes  in  these  instances  are 
generally  more  obvious  than  was  seen  in  the  case 
presented.  Even  under  these  circumstances  one 
can  only  thank  a considerate  Providence  for  ter- 
minating events  before  anesthesia  or  operation  is 
begun.  Unfortunately,  careful,  systematic  ob- 
servation in  patients  under  local  anesthesia  is 
not  carried  out  as  a rule.  When  the  face  is 
covered,  as  in  operations  about  the  head  and 
neck,  the  potential  development  of  untoward 
symptoms  can  be  further  obscured.  If  the  same 
care  had  been  used  in  following  this  patient  as 
is  used  in  general  anesthetics,  with  monitoring  of 
pulse,  blood  pressure,  and  respiration,  a premoni- 
tory sign  of  impending  difficulty  might  have  been 
observed.  It  seems  more  attention  should  be  paid 
to  patients  in  these  circumstances. 

Autopsy  of  all  unexpected  deaths  in  the  operat- 
ing room  is  mandatory.  Surely,  had  autopsy 
not  been  done  in  this  case  or,  even  more  impor- 
tant, in  the  face  of  anesthesia,  the  conclusions 
drawn  might  have  been  radically  different. 


( Number  twenty-five  of  a series  of  Clinical  Anesthesia  Conferences) 
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The  Diagnostic  Significance  of  Itching 
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( From  the  Department  of  Medicine  (Dermatology),  Cornell  University  Medical  Center,  and  New  York  Hospital ) 


The  skin  has  four  types  of  sensations  as  part 
of  its  function  as  a protective  envelope  for 
the  body.  For  the  most  part  these  sensations 
are  the  result  of  external  stimuli;  less  fre- 
quently the  reverse  is  true.  I speak,  of  course, 
of  the  sensations  of  temperature,  which  include 
heat  and  cold,  touch  perception,  pain,  and 
finally  itching.  These  sensations  keep  us  in 
touch  with  the  external  world;  they  alert  us  to 
possible  dangers  and  threats  to  our  integrity, 
and  they  make  it  possible  for  us  to  make  ad- 
justments to  avoid  harmful  influences  from 
without.  However,  the  sensation  of  itching, 
with  which  we  are  concerned  here,  has  a par- 
ticular, dual  function.  It  may  develop  as  a 
result  of  various  forms  of  external  irritation,  as 
in  poison  ivy,  or  it  may  occur  as  a result  of  some 
internal  threat  to  our  existence,  as  in  Hodgkin’s 
disease. 

Let  us  for  a moment  examine  the  nature  of 
this  sensation,  which  is  so  peculiarly  unique. 
Experimental  studies  by  many  investigators 
have  demonstated  conclusively  that  itching  is  a 
form  of  pain.  Stimuli  not  sufficient  to  produce 
pain  often  given  rise  to  itching.  Specifically, 
Bishop  was  able  to  elicit  itching  from  repeated 
low  intensity  electrical  stimulation  of  pain  spots. 
Hardy,  Wolff,  and  Goodell  found  that  thermal 


irradiation  below  the  critical  pain  threshold  at 
times  would  result  in  itching.  Lewis,  Grant, 
and  Marvin,  Bickford,  and  Graham  and  his 
associates  observed  reciprocal  relationships  be- 
tween itching  and  pain.  Goldscheider  found  that 
“itchy  skin”  developed  around  an  area  painfully 
stimulated  by  pinching  the  skin.  The  neural 
pathways  for  itching  were  further  clarified  by 
the  experiments  of  Forster  and  Bickford,  who 
reported  that  itching  and  pain,  but  not  touch, 
were  abolished  in  patients  following  section  of 
the  lateral  spinothalamic  tracts.  It  would  seem 
then  that  itching  is  a modified  form  of  pain 
carried  on  afferent  pain  fibers  conducting  diffuse 
pain  sensations,  with  subsequent  discharge  of 
impulses  up  the  spinothalamic  tract  to  the 
somesthetic  cortex. 

Itching  occurs  when  pain  receptors  are  weakly 
stimulated,  and  its  diffuse  and  prolonged  response 
may  be  explained  by  the  fact  that  it  originates 
from  richly  ramifying  axons  in  the  skin.  Un- 
like externally  produced  pain,  however,  itching 
has  more  than  an  informative  function.  It  is 
truly  a disturbing  and  vexing  sensation,  and 
indeed,  its  severity  and  chronicity  can  be  a 
source  of  torture  to  the  patient.  It  is  probably 
the  main  reason  why  patients  seek  the  aid  of  a 
dermatologist.  Thus,  it  can  readily  be  seen  that 
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itching,  interpreted  in  this  fashion,  is  a deranged 
form  of  pain;  literally  it  is  pain  gone  wrong. 
This  altered  pain  has  lost  its  primary  function 
of  warning  and  now  plagues  and  annoys  us  with 
its  seemingly  purposeless  continuation. 

Pruritus  may  be  mild  or  severe.  It  can  occur 
as  a minor  inconvenience,  it  may  be  wavelike  in 
nature,  or  it  may  be  persistent  and  severe.  Fre- 
quently, it  takes  on  a burning  character  and 
occasionally  may  have  components  of  actual 
pain  as  well.  The  itching  produced  by  intrader- 
mal  injections  of  more  concentrated  histamine 
solutions  is  ordinarily  continuous  in  nature. 
With  increasing  dilutions  the  sensation  tends  to 
take  on  a wavelike  character.  Identical  find- 
ings are  obtained  when  burning  rather  than 
itching  is  experienced.  With  a passage  of  time 
the  intervals  between  waves  of  itching  gradually 
increase  until  finally  the  sensation  disappears. 
It  ma}'  be  that  the  wavelike  property  of  itching 
is  due  in  part  to  especially  strong  arterial  pul- 
sations. When  a blood  pressure  cuff  is  applied 
proximal  to  the  site  of  itching,  a tourniquet 
pressure  of  50  mm.  of  mercury  effects  the  disap- 
pearance of  the  wavelike  character  of  the  sensa- 
tion, wThich  may  recur  when  normal  circulation 
is  restored. 

The  relationship  between  itching  and  burning 
is  of  considerable  interest.  In  certain  patients 
burning  rather  than  itching  is  apt  to  occur 
following  an  injection  of  histamine.  This  group 
includes  those  with  severely  pruritic  dermatoses 
and  others  with  pronounced  anxiety  or  tension 
states.  In  patients  with  itching  thought  to  be 
psychogenic  in  nature,  itching  produced  by  his- 
tamine can  be  replaced  by  burning  on  a sub- 
sequent injection  following  the  deliberate  induc- 
tion of  psychic  trauma.  The  essential  identity  of 
itching  and  burning  has  been  further  established 
by  the  repeated  injection  of  histamine  in  a 
single  site.  Following  an  initial  injection  itching 
commonly  can  be  produced.  However,  if  the 
local  injections  are  then  repeated  after  a short 
interval,  burning  frequently  ensues  after  the 
second  to  the  fourth  injection.  Furthermore,  if 
the  skin  is  first  partially  anesthetized  by  Novo- 
cain, repeated  histamine  injections  which  had 
previously  caused  burning  may  now  produce 
itching.  Last,  if  the  burning  sensation  pro- 
duced by  histamine,  as  described  above,  is  po- 
tentiated by  elevating  the  temperature  of  the 
skin  to  39  C.,  actual  pain  may  ensue. 

A word  should  be  said  about  the  duration  of 


itching.  It  is  a well-knowm  clinical  observation 
that  if  a pruritic  dermatosis  is  severely  excoriated 
for  a variable  period  of  time,  the  itching  may 
be  replaced  temporarily  by  pain  and  then  may 
disappear  for  several  hours.  By  a simple  exper- 
iment this  phenomenon  can  be  shown  to  be  due 
to  refractoriness  to  histamine.  If  histamine  is 
injected  into  a single  cutaneous  site  from  four 
to  six  times,  the  drug  finally  will  not  produce 
itching.  This  refractory  state  may  last  for 
periods  up  to  twenty-four  hours.  The  explana- 
tion for  this  phenomenon  is  not  known,  but  it  is 
due  to  refractoriness  to  histamine  per  se.  Such 
refractoriness  cannot  be  produced  in  patients 
with  Hodgkin’s  disease,  because  the  itching  in 
these  cases  has  a central  rather  than  a peripheral 
origin. 

Let  us  consider  for  a moment  the  general 
nature  of  the  stimuli  which  may  lead  to  itching. 
Itching  occurs  in  four  general  situations : It  may 

be  present  with  local  inflammatory  disease,  it 
usually  accompanies  parasitic  diseases  such  as 
scabies,  it  may  be  associated  with  certain  systemic 
diseases,  or  it  may  be  of  psychologic  origin. 
Parasites  may  liberate  pruritogenic  substances 
into  the  skin.  Closely  allied  to  this  form  of 
itching  are  the  pruritides  caused  by  the  injection 
of  urticariogenic  substances  by  insects  and  the 
deposition  on  the  skin  of  irritating  agents  by 
moths,  beetles,  etc. 

The  systemic  conditions  associated  with 
itching  include  fiver  disease  writh  jaundice, 
diabetes,  uremia,  the  lymphoblastomas,  and  at 
times  internal  malignancy.  In  these  situations 
the  symptom  has  no  warning  or  protective 
function  but  occurs  only  as  a result  of  the  chance 
deposition  of  pruritogenic  substances  from 
internal  disease. 

I will  speak  more  of  the  general  psychologic 
background  associated  with  itching  in  a few 
moments.  Suffice  it  to  say  here  that  the  itch 
sensation  may  be  produced  solely  by  psycho- 
somatic disorders  in  many  instances;  psycho- 
somatic influences  can  influence  and  indeed 
change  the  character  of  the  sensation  in  many 
other  patients. 

Regardless  of  its  etiology  itching  may  be  in- 
fluenced or  aggravated  by  many  other  factors. 
It  is  well  known,  for  example,  that  it  may  be 
increased  by  the  vasodilating  effect  of  heat 
and,  converse!}',  decreased  by  cold.  If  the  heat 
sensation  is  sufficiently  intense,  the  resulting 
burning  may  abolish  itch.  When  the  skin  is 
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sufficiently  excoriated  so  that  pain  results,  itch- 
ing may  again  be  suppressed.  Finally,  itching 
is  usually  considerably  worse  at  night. 

Before  proceeding  to  the  investigation  of  a 
patient  whose  chief  complaint  is  itching,  I should 
like  to  mention  some  of  the  diseases  which  are 
commonly  associated  with  this  symptom.  Men- 
tion has  already  been  made  of  the  fact  that  in- 
festations may  produce  severe  itching.  Included 
in  this  general  catagory  are  intestinal  parasites, 
scabies,  pediculosis,  insect  bites,  and  the  parasitic 
conditions  associated  with  straw,  grain,  copra, 
and  swimmer’s  itch.'  One  must  consider  also  the 
local  irritations  produced  by  beetles,  cater- 
pillars, hookworms,  and  fly  larvae. 

Practically  any  type  of  local  inflammatory 
disease  may  result  in  itching.  One  should  in- 
clude here  all  types  of  dermatitis  and  eczema, 
urticaria,  and  miscellaneous  inflammatory  con- 
ditions, such  as  psoriasis,  pityriasis  rosea,  lichen 
planus,  superficial  fungous  disease,  and  the 
various  sweat  retention  syndromes.  Included 
in  the  general  category  of  local  derangements, 
but  without  the  usual  accompaniment  of  ob- 
vious inflammation,  is  the  common  syndrome 
known  variously  as  winter  itch,  bath  pruritus,  or 
chthyosis. 

We  have  but  little  explanation  for  the  develop- 
ment of  severe  and  often  persistent  itching  in 
systemic  conditions.  In  these  situations  it  is 
evident  that  the  pain  endings  have  been  disturbed 
by  various  abnormal  substances  or  metabolites. 
In  uremia  these  may  be  in  the  nature  of  waste 
products,  and  in  jaundice  the  accumulation  in 
the  skin  of  bile  salts  may  be  responsible.  In  the 
lymphoblastomas  occult  cellular  infiltration  may 
irritate  the  delicate  nerve  endings;  however, 
biopsy  studies  frequently  are  entirely  normal 
in  this  latter  situation,  and  one  must  postulate 
that  this  altered  pain  sensation  has  been  initiated 
at  other  points  along  the  nerve  pathway.  Such 
itching  may  be  due  to  pressure  on  the  nerves  as 
they  emerge  from  the  spine.  For  the  itching  in 
diabetes  we  have  very  little  rational  explanation. 
Local  vulvar  pruritus  may  result  from  the  irrita- 
ting effects  of  altered  urinary  contents.  Gen- 
eralized pruritus  in  diabetes,  however,  other 
than  that  associated  with  accompanying  psycho- 
somatic factors,  has  no  rational  explanation. 

In  many  instances  itching  may  be  produced 
wholly  by  psychosomatic  factors  without  the 
intervention  of  either  local  inflammatory  or 
irritative  disease  or  of  other  constitutional 


predispositions.  I have  been  able  to  show,  for 
example,  that  urticaria  may  be  produced  by 
the  deliberate  introduction  of  psychic  trauma  to 
the  patient.  As  stated,  similar  stimulation  may 
result  in  a measurable  increase  of  the  severity  of 
itching  and,  indeed,  at  times  to  its  transforma- 
tion to  burning.  It  should  be  noted  that  burn- 
ing itch  frequently  has  a psychosomatic  com- 
ponent. Other  types  of  psychogenic  itching 
which  are  persistent  may  result  in  the  syndrome 
commonly  known  as  localized  neurodermatitis  or 
lichen  Vidal.  The  persistent  intolerable  itching 
experienced  by  patients  with  atopic  dermatitis, 
particularly  as  they  approach  adult  life,  may 
result  in  excoriations  and  secondary  inflammatory 
changes  which  may  be  the  main  reason  for  the 
perpetuation  of  the  disease.  It  should  be  pointed 
out  also  that  these  same  psychosomatic  factors 
may  influence  markedly  the  severity  of  itching 
from  other  causes.  Generalized  pruritus  with- 
out skin  lesions  is  infrequently  psychosomatic 
in  nature.  Nevertheless,  when  other  causes 
have  been  eliminated,  the  presence  of  concomi- 
tant psychoneurosis  or  other  psychosomatic 
symptoms  should  raise  the  question  of  a psychic 
origin. 

Such  patients  have  marked  difficulty  in  all 
adult  adjustments,  particularly  in  the  marital 
and  sexual  spheres.  Disorders  in  normal  sex- 
ual relationships  are  to  be  expected  when  the 
itching  is  primarily  anogenital  in  localization. 
This  is  particularly  true  when  the  symptom  is 
most  prominent  in  the  vulvar  or  scrotal  regions. 
In  the  latter  situation  latent  or  overt  homo- 
sexual behavior  patterns  may  be  present,  which 
often  stem  from  early  maternal  fixations.  Het- 
erosexual tensions  are  prominent  in  the  average 
case.  Patients  with  pruritus  vulvae  ordinarily 
have  been  deprived  of  parental  love  and  have 
developed  hostility  and  resentment.  Subse- 
quently they  are  unable  to  enter  into  a satis- 
factory adult  marital  relationship.  At  times 
vulvectomy  is  consciously  desired  since  it  swiftly 
removes  the  hated  sexual  organ.  On  the  other 
hand,  when  the  pruritus  is  mainly  in  the  perianal 
region,  the  disturbance  in  interpersonal  rela- 
tionships ordinarily  is  on  a wider  basis;  these 
patients  too  are  prone  to  other  psychosomatic 
manifestations  involving  the  gastrointestinal 
tract. 

Itching  is  a variable  symptom  in  neurotic 
excoriations.  These  patients  commonly  have 
multiple  neurotic  traits.  Ordinarily,  a long- 
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standing  hostility  reaction  is  directed  inwardly 
and  results  in  self-mutilation  rather  than  the 
mutilation  of  others.  It  should  be  emphasized, 
however,  that  neurotic  excoriations  reflect  under- 
lying emotional  disorders  of  greatly  varying 
severity.  The  percentage  of  cure  following  ap- 
propriate therapy  can  be  correlated  well  with 
the  intensity  of  the  underlying  process.  Little 
can  be  done  for  patients  with  phobic  manifes- 
tations involving  the  skin.  Such  individuals  are 
frequently  psychotic  and  are  often  paranoid 
as  well.  The  cutaneous  sensations  experienced 
may  be  either  pruritus  or  parasthesias.  Severe 
atopic  dermatitis  is  perpetuated  frequently  in 
adults  by  severe  psychosomatic  factors.  Be- 
cause of  longstanding  disability,  these  patients 
frequently  have  an  abnormal  dependence  on  the 
mother;  this  results  commonly  in  submerged 
resentment  and  hostility.  The  chronic  disability 
leads  also  to  severe  longstanding  conflicts  in  adult 
life  in  various  spheres  of  activity.  In  this 
group  the  results  of  intensive  psychotherapy  are 
often  excellent,  and  the  severe  associated  pru- 
ritus usually  undergoes  complete  involution. 

With  this  information  as  a background  it  is 
now  appropriate  to  consider  a workable  technic 
for  the  investigation  of  a patient  with  itching. 
First,  let  us  consider  the  patient  with  local 
inflammatory  disease.  In  this  situation  a 
certain  amount  of  dermatologic  know-how  is 
considered  a primary  requisite  for  the  inter- 
pretation of  the  symptoms.  For  example,  pa- 
tients with  scleroderma  or  dermatomyositis 
rarely  complain  of  itching.  Psoriasis  is  only  in- 
frequently accompanied  by  itching,  and  when 
it  is,  a psychosomatic  component  should  be 
suspected.  The  itching  of  pityriasis  rosea  is 
usually  mild  and  inconstant;  severe  itching  in 
this  situation  ordinarily  denotes  secondary  treat- 
ment or  other  local  irritating  factors,  on  the  one 
hand,  or  an  underhung  psychologic  or  emotional 
disturbance,  on  the  other.  Conversely,  the 
itching  of  atopic  dermatitis  is  frequently  severe. 
Psychosomatic  factors  in  this  situation,  while 
usually  of  considerable  importance,  are  often 
difficult  to  evaluate. 

Frequently,  a patient  will  complain  of  itching, 
and  on  examination  only  dryness  and  some 
flakiness  of  the  skin  will  be  noted.  In  this 
situation  the  dryness  is  especially  prominent 
over  the  elbows,  knees,  and  pretibial  surfaces. 
It  may  not  be  marked  in  areas  where  the  itching 
is  most  prominent.  This  type  of  itching  ordi- 


narily is  more  severe  after  the  bath  and  develops 
predominantly  in  the  winter  months.  It  is  seen 
also  in  patients  after  their  arrival  in  a temperate 
zone  from  a subtropical  climate.  People  with 
meticulous  cleansing  habits,  who  take  frequent 
baths  and  use  copious  amounts  of  soap,  are  also 
commonly  afflicted.  At  times  the  skin  may 
react  with  the  formation  of  a dry,  scaly,  plaquey 
dermatitis,  usually  over  the  extremities.  A 
simple  greasing  regimen,  along  with  diminution 
in  the  number  of  baths  and  the  amount  of  soap 
used,  is  frequently  all  that  is  needed  for  a cure. 

Some  patients  whose  skin  seems  objectively 
normal  may  complain  bitterly  of  itching.  In 
this  situation  several  diagnostic  possibilities 
may  be  envisioned.  In  the  first  place  the  pa- 
tient may  have  a latent  type  of  urticaria.  The 
skin  wheals  readily  on  trauma,  and  a marked 
dermographism  can  easily  be  elicited.  For 
these  patients  the  use  of  antihistamines  and  at 
times  a simplified  psychosomatic  approach  will 
usually  suffice.  In  a second  group  of  individuals 
a serious  underlying  blood  dyscrasia  may  be  at 
fault.  Many  of  these  conditions  can  be  iden- 
tified by  a complete  physical  examination,  blood 
count,  and  in  selected  instances  bone  marrow 
examination.  Included  here  are  the  leukemias, 
particularly  the  lymphatic  variety,  Hodgkin’s 
disease,  and  polycythemia  vera.  The  itching  in 
these  syndromes  is  apt  to  be  especially  severe 
and  persistent;  it  does  not  have  the  usual  periods 
of  temporary  remission  that  one  ordinarily  sees  in 
the  local  inflammatory  group  of  diseases.  Rarely 
internal  malignancies  may  be  associated  with 
severe  itching.  This  avenue  should  be  investi- 
gated when  all  other  procedures  are  fruitless. 

The  itching  associated  with  jaundice,  diabetes, 
or  uremia  usually  is  identified  without  trouble. 
The  development  of  clinical  jaundice  and  its 
confirmation  by  appropriate  laboratory  testing 
ordinarily  are  a simple  matter.  In  diabetes  the 
development  of  suspicious  clinical  symptoms 
will  be  confirmed  by  a simple  urinary  test.  In 
some  instances,  however,  the  diabetes  may  be 
clinically  latent  and  detectable  only  by  the 
glucose  tolerance  test.  In  this  situation  itching 
associated  with  diabetes  has  occasionally  been 
found.  In  kidney  disease  scattered  or  general- 
ized itching  is  commonly  a late  manifestation, 
and  diagnostic  difficulties  will  rarely  arise. 
Pruritus  may  be  severe  and  intractable  in 
uremic  states. 

Xow  that  we  have  enumerated  some  of  the 
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I syndromes  in  which  pruritus  may  develop  and 
1 have  indicated  a workable  technic  for  its  inves- 
V tigation,  let  us  consider  the  finer  technics  in  the 
i interpretation  of  the  symptom  as  it  occurs  in 
i individual  patients.  In  the  first  place  a certain 
i amount  of  basic  dermatologic  knowledge  is 
« essential  for  the  elimination  of  local  causative 
( factors;  meticulous  examination  of  the  skin  is 
I therefore  indicated.  When  found,  cutaneous 
i abnormalities  must  be  interpreted  in  the  light  of 
| the  severity  of  the  presenting  symptom.  Of 
1 course,  the  examiner  must  have  some  general 
idea  of  the  usual  severity  of  itching  associated 
■ with  any  given  dermatologic  affliction.  If  the 
i severity  of  the  patient’s  complaint  is  not  in 
i accord  with  what  usually  occurs  in  a given 
I disease,  a brief  psychosomatic  appraisal  is  in  order. 

Frequently,  the  identification  of  psychoso- 
i matic  factors  is  not  difficult.  One  must  first 
consider  the  general  demeanor  of  the  patient. 
Does  he  sit  quietly  during  the  examination,  or  is 
! he  constantly  on  edge  and  fidgeting,  with  other 
manifestations  of  restlessness?  Does  he  com- 
plain of  multiple  symptom  involvement?  Pa- 
1 tients  with  indefinite  headaches,  gastrointestinal 
distress,  fleeting  chest  pains,  or  low  backaches  are 
particularly  suspect.  If  these  multiple  com- 
. plaints  are  associated  with  evidence  of  good 

!’  general  health,  the  case  for  a psychosomatic 
factor  is  made  more  probable.  Moreover, 
k when  there  are  excessive  excoriations  of  an 
I ordinarily  nonpruritic  dermatosis,  a psychoso- 
i matic  etiology  or  factor  is  ordinarily  present. 
Finally,  resistance  to  and  relapse  after  conven- 
tional types  of  therapy  should  arouse  suspicion  of 
the  presence  of  psychosomatic  factors. 


However,  one  must  not  assume  necessarily  that 
treatment-resistant  pruritus  inevitably  has  a 
psychosomatic  base.  In  this  regard  psychiatric 
consultation,  at  times  supplemented  by  a test 
such  as  the  Rorschach,  may  be  helpful.  This 
particular  situation  calls  for  the  meticulous 
elimination  of  an  early  lymphoblastoma.  In 
such  instances  the  itching  may  be  chronic, 
severe,  and  generalized.  This  is  especially  true 
in  the  leukemia  group.  While  the  same  findings 
may  obtain  in  Hodgkin’s  disease,  the  itching  of 
this  latter  syndrome  is  apt  to  have  a more  bizarre 
localization.  For  example,  it  may  be  confined 
to  the  lower  half  of  the  body  and  may  be  espe- 
cially severe  on  the  soles.  Itching  involving 
mainly  the  soles  but  occurring  also  in  other 
areas  of  the  body  may  be  due  to  latent  urticaria 
which  can  be  detected  only  by  the  elicitation  of 
dermographism.  The  localization  on  the  feet, 
of  course,  is  associated  with  the  trauma  of  walk- 
ing. 

Summary 

In  this  discussion  I have  attempted  to  point 
out  some  of  the  main  features  of  itching.  Its 
development  as  an  altered  form  of  pain  has 
been  emphasized,  and  the  great  variability  of  its 
character  has  been  discussed.  Some  of  the 
conditions  in  which  it  occurs  have  been  briefly 
discussed.  The  diagnostic  significance  of  itching 
can  be  made  clear  only  after  a thorough  study  of 
the  skin,  a complete  history  regarding  the  devel- 
opment and  character  of  the  pruritus,  and  the 
meticulous  elimination  of  occult  systemic  factors. 
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SPECIAL  ARTICLE 

The  Doctor  as  a Witness  in  Court 

IRVING  J.  SANDS,  M.D.,  BROOKLYN,  NEW  YORK 


An  the  Supreme  Court  building  in  Manhattan 
there  is  an  inscription  which  reads:  “The  true 
administration  of  justice  is  the  firmest  pillar  of 
good  government.”  Good  government  is  one  of 
the  pillars  on  which  our  democracy  rests.  In  the 
administration  of  true  justice  the  doctor  is  fre- 
quently called  on  to  give  testimony  in  different 
litigations.  Most  doctors  shun  giving  testimony  in 
court,  and  not  a few  fear  it.  As  a matter  of  fact, 
it  need  not  be  shunned  or  feared,  provided  a few 
rules  are  observed.  I shall  try  to  give  you  the  ex- 
periences that  I have  gained  in  the  past  forty  years 
as  an  occasional  witness  in  court. 

Records 

It  is  important  for  every  doctor  to  have  com- 
plete, clearly  written  or  typed  records.  He  is 
frequently  asked  to  bring  these  into  court.  The 
records  must  give  pertinent  facts  in  any  given 
situation.  In  many  litigations,  particularly  those 
due  to  injuries, the  records  are  the  guiding  instru- 
ments on  which  lawyers  build  their  cases.  Hence, 
clear  and  informative  records  must  be  kept  by  all 
doctors. 

Subpoenas 

A doctor  must  respect  a subpoena  to  appear  in 
court.  Often  it  is  rather  difficult  for  the  doctor  to 
appear  at  a given  time.  Nevertheless,  a telephone 
communication  with  the  lawyer  will  be  helpful  in 
arranging  a convenient  time  for  the  doctor  to  ap- 
pear in  court.  If  for  any  reason  a doctor  cannot  be 
present  at  a time  for  which  he  is  subpoenaed,  he 
must  communicate  with  the  judge’s  secretary, 
either  by  telephone  or  by  telegram,  and  state  the 
reason  why  it  is  impossible  for  him  to  appear  at 
that  particular  time.  This  will  avoid  much  friction 
and  will  tend  to  develop  greater  respect  for  the 
profession. 

When  a doctor  is  summoned  to  court  by  a sub- 
poena, he  need  not  qualify  himself  as  an  expert  if 
he  does  not  wish  to  do  so.  He  may  testify  only 
as  to  the  records  of  the  case. 

Expert  Witness 

Many  a doctor  is  called  into  court  as  an  expert 
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witness.  It  is  important  to  arrange  with  the 
attorney  for  the  fee.  It  is  illegal  for  a doctor 
to  take  a case  on  a contingency  basis.  Lawyers 
may  do  so  but  not  doctors.  It  is  advisable  to 
collect  the  fee  in  advance.  However,  in  many 
instances  the  doctor  sends  a bill  to  the  attorney 
after  he  has  testified  in  court.  In  either  event  the 
doctor  is  very  likely  to  be  asked  in  open  court  as  to 
his  fee,  whether  he  has  received  it,  whether  he 
will  send  a bill,  and  whether  or  not  the  case  has 
been  taken  on  contingency  basis.  It  is  not  wrong 
for  a doctor  to  be  paid  for  his  time  as  well  as  for  his 
expert  opinion,  and  no  doctor  should  hesitate  to 
state  the  fee  that  he  has  received  for  appearing  in 
court  as  a witness.  Actually,  he  is  expected  to  do  so. 

Presentation  of  Testimony 

It  is  advisable  to  answer  questions  slowly  and 
carefully,  using  simple  terms  wherever  possible  and 
avoiding  complicated  medical  phraseology.  Med- 
icine is  a biologic  science,  not  an  exact  one,  and 
biologic  sciences  show  variations.  Therefore,  doc- 
tors are  very  likely  to,  and  often  do,  disagree  not 
only  as  to  diagnosis  and  prognosis,  but  also  as  to 
methods  of  treatment  of  a given  case.  Hence,  no 
doctor  should  feel  uncomfortable  if  he  realizes  that 
he  disagrees  with  his  colleague,  provided  he  testi- 
fies according  to  the  dictates  of  his  own  conscience. 
One  must  be  very  cautious  in  making  a definite 
statement  regarding  prognosis.  There  are  so 
many  factors  that  enter  into  the  prognosis  of  any 
given  case  that  one  should  be  cautious  in  making 
a definite  prognosis  in  any  given  situation  unless  the 
facts  in  a particular  case  warrant  it. 

Relationship  to  Attorneys 

It  is  always  advisable  to  discuss  the  case  with 
your  attorney  before  taking  the  witness  stand.  It 
is  wise  to  discuss  the  medical  aspects  of  the  case 
and  to  tell  the  attorney  how  you  actually  feel  about 
it.  Remember  that  you  are  a doctor  who  deals 
with  facts,  not  a partner  with  the  lawyer.  Be  sure 
to  arrange  your  fee  when  you  appear  as  an  expert 
witness,  and  try  to  collect  it  before  you  take  the 
witness  stand. 

You  will  find  the  average  attorney  an  intelligent 
and  cooperative  individual  who  needs  your  services. 
He  is  not  going  to  keep  you  waiting  in  the  court 
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corridor  before  calling  you  to  the  witness  stand  if 
he  can  help  it.  Generally,  he  will  give  you  an 
hour  or  two  notice  as  to  the  time  of  your  appearance. 
Try  to  be  of  help  to  him. 

The  opposing  counsel  is  also  an  educated,  pro- 
fessional individual  who  has  to  protect  the  interests 
of  his  client.  He  will  try  to  tear  your  testimony 
to  shreds  if  he  can  possibly  do  so.  Be  patient, 
calm,  and  always  on  the  alert  to  any  and  all  ques- 
tions that  may  be  put  to  you.  Do  not  enter  into  an 
argument  with  the  opposing  counsel  because  he 
knows  best  the  rules  that  prevail  in  examining 
witnesses.  Moreover,  if  you  lose  your  temper, 
your  efficiency  and  effectiveness  as  a witness  are 
greatly  impaired. 

Do  not  try  to  exaggerate  findings  that  you  have 
obtained  in  your  examination.  Tell  precisely  what 
you  have  found  when  you  examined  the  patient, 
the  treatment  that  you  have  rendered,  and  the 
course  that  your  patient’s  illness  has  taken.  You 
are  not  always  required  to  answer  yes  or  no,  and  you 
are  not  always  required  to  give  positive  answers. 
All  that  is  asked  of  you  is  to  give  an  answer  based 
on  reasonable  certainty. 

Attitude  Toward  the  Judge 

The  judge  who  presides  at  a trial  is  an  intelli- 
gent, highly  trained,  and  experienced  person  whose 
business  it  is  to  see  that  impartial  justice  is  ren- 
dered. He  is  also  there  to  protect  you.  Listen  to 
his  instructions  carefully,  and  follow  them  im- 
plicitly. Do  not  ever  argue  with  him.  In  case 
there  is  doubt  in  your  mind  as  to  whether  or  not 
you  should  answer  a certain  question,  the  judge 
will  always  guide  you  to  your  proper  conduct  in  the 
matter. 

Attitudes  Toward  Medical  Colleagues 

In  any  given  trial  you  will  find  some  doctor  who 
will  take  a different  view  from  yours  regarding  a 
specific  case.  It  is  wise  to  respect  his  views  and 
not  to  assume  an  attitude  of  wounded  pride  or  in- 
jured dignity  if  he  disagrees  with  you.  Occasion- 
ally he  does  not  agree  with  you  when  you  make 
rounds  with  him  in  the  hospital  wards,  and  there  is 
no  reason  why  he  should  not  have  the  right  to  dis- 
agree with  you  when  he  appears  as  a witness  in 
court.  Do  not  become  angry  with  him,  and  do  not 
permit  his  disagreement  with  you  to  be  a cause  for 
breaking  professional  friendship. 

Qualijication  as  an  Expert 

When  you  qualify  as  an  expert,  mention  your 


training,  experience,  and  associations  with  different 
hospitals.  It  is  important  to  establish  your  rep- 
utation in  court. 

Behavior  on  the  l fitness  Stand 

Be  modest  and  humble  when  you  are  on  the 
witness  stand.  Surely  you  have  no  monopoly  on 
wisdom,  knowledge,  or  experience  in  any  particular 
phase  of  medicine,  and  nobody  else  has.  Occasion- 
ally you  will  be  asked  what  you  think  of  a certain 
doctor  and  whether  you  regard  him  as  an  authority 
on  a particular  medical  subject.  Be  humble  and 
modest,  but  there  is  nothing  that  compels  you  to 
accept  any  man  as  an  authority  if  you  do  not  really 
believe  him  to  be  one.  Do  not  be  intimidated  by 
the  array  of  medical  talent  that  may  oppose  you. 
Being  a professor  in  a medical  school  or  a full-time 
man  in  a voluntary  hospital  does  not  necessarily 
carry  with  it  a monopoly  of  knowledge,  and  there 
are  many  excellent  physicians  who  do  not  have 
such  affiliations.  Personality,  integrity,  training, 
and  experience  are  the  chief  attributes  of  the  truly 
good  doctor. 

Disclosing  Confidential  Information 

Be  very  careful  in  disclosing  confidential  infor- 
mation given  to  you  by  your  patient.  If  there  is 
any  question  about  it  in  your  mind,  you  may  ask  the 
judge  whether  or  not  you  may  disclose  it  in  open 
court.  At  times  it  is  advisable  to  be  released  from 
that  responsibility  and  to  obtain  permission  from 
your  patient  or  his  attorney  to  disclose  confidential 
information  that  he  may  have  given  you. 

Conclusion 

It  is  often  the  duty  and  responsibility  of  a physi- 
cian, both  as  a doctor  and  as  a citizen,  to  appear 
in  court  as  a witness.  Have  complete  records. 
Discuss  the  case  with  the  attorney  who  requests 
your  presence  in  court.  If  you  are  engaged  as  an 
expert  in  the  case,  arrange  for  your  fee,  and  try  to 
collect  it  before  taking  the  witness  stand.  Review 
the  subject  matter  the  night  before  you  appear  in 
court.  Be  humble  and  modest  on  the  witness 
stand.  Speak  slowly  and  calmly,  do  not  exaggerate, 
and  use  common  sense.  Respect  the  authority  of 
the  court  and  the  rights  and  privileges  of  the  at- 
torneys. If  you  observe  the  above  rules,  the  ex- 
perience as  a witness  in  court  may  prove  a very 
happy,  pleasant,  and  often  a very  exciting  one. 

90  Eighth  Avenue 
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HOTEL  RESERVATIONS  FOR 
1957  SESQUICENTENNIAL  CONVENTION 

February  18  through  21,  1957 
Hotel  Statler,  New  York  City 

General  Sessions.  . . Special  Papers  by  National  and  International  Medical  Authorities. . . 
Historical  Exhibits . . . Sesquicentennial  Banquet  with  Dance  and  Entertainment 

If  you  do  not  now  have  a confirmed  hotel  reservation  in  New  York  City  for  the 
Sesquicentennial  Meeting  of  the  Medical  Society  of  the  State  of  New  York,  February 
18  to  21,  1957,  at  the  Hotel  Statler,  please  fill  out  and  mail  the  form  at  the  bottom  of  this 
page,  and  send  it  directly  to  the  Hotel  Statler. 

Should  your  request  be  received  after  the  three  hundred  fifty  rooms  set  aside  for  the 
Society  at  the  Hotel  Statler  have  been  assigned,  your  reservation  will  be  turned  over  to 
one  of  the  hotels  in  the  neighborhood.  Confirmation  will  come  to  you  direct  from  the 
hotel  making  the  accommodation. 

If  you  do  not  use  the  form  below,  please  be  sure  to  identify  yourself  as  a physician 
when  writing  regarding  reservations.  This  will  insure  proper  attention  to  your  request. 

W.  P.  Anderton,  M.D.,  Secretary 
All  Reservations  Must  Be  Received  by  January  30 


Front  Office  Manager 

Hotel  Statler,  New  York  1,  New  York 

Please  reserve  accommodations  as  Checked  ( V ) below: 

Name  ( Please  Print ) 

Address 

City Zone State 

(Unless  requested  otherwise,  we  will  hold  your  reservation  until  6 p.m.  of  the  day  of 
your  arrival.) 


Date  arriving Hour a.m p.m. 


Room  and  Bath  for  one— 
per  day 

$ 9.50D 

S 8.00D 

li.oon 

S 9.00D 
12.00Q 

Double-Bed  Room  with  Bath  for  two — 
per  day 

11.00Q 

12.00Q 

12.50Q 

14.00D 

15.00D 

Twin-Bed  Room  with  Bath  for  two — 
per  day 

S11.50D 

12.50D 

□ □ 
88 
CO  ■9' 

15.00Q 

16.00D 

17.00D 

18.00D 

Suite — Living  Room,  Bed  and  Bath 

30.00Q 

31.00D 

32.00 

More  Than  Two  Persons  in  One  Room:  For  each  additional  person 
or  Twin-Bed  Room,  the  extra  charge  is  S3. 00  per  day. 

in  Double- 

If  a room  at  the  rate  requested  is  unavailable,  reservation  will  be  made  at  the  next 
available  rate. 
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The  following  is  a summary  of  the  minutes  of  the  November,  1956,  meeting  of  the  Council  of 
the  Medical  Society  of  the  State  of  New  York,  as  approved  December  13,  1956 


T^he  Council  met  November  8,  1956,  from  9:15 
a.m.  to  12:30  p.m.  at  the  Manhattan  Club,  New 
York  City.  Dr.  James  Greenough,  president, 
occupied  the  chair. 

Secretary’s  Report 

Dues  Remissions.  The  Council  voted  to  remit 
annual  State  dues  of  one  member  for  1954,  one  mem- 
ber for  1955,  and  14  members  for  1956  because  of 
illness;  to  remit  annual  State  dues  of  one  member 
for  1954,  one  member  for  1955,  and  four  members 
for  1956  because  of  service  with  the  armed  forces; 
and  to  rescind  its  action  of  September  13,  1956, 
when  1956  dues  of  one  member  were  remitted  be- 
cause of  military  service.  The  Council  also  voted 
to  request  remission  of  American  Medical  Associa- 
tion dues  of  one  member  for  1954,  one  member  for 

1955,  six  members  for  1956,  and  nine  members  for 
1957  and  to  withdraw  its  request  of  September, 

1956,  for  remission  of  1956  American  Medical 
Association  dues  of  one  member,  because  of  military 
service. 

Executive  Committee. — Dr.  Anderton  reported: 
“1.  A letter  of  October  29  from  Dr.  Charles  F. 
McCarty,  secretary  of  the  Coordinating  Council  of 
the  First  District  Branch,  requesting  release  to  the 
press  of  the  resolution  adopted  by  the  Council  on 
September  13  with  regard  to  consultation  of  this 
Society  by  the  appointers  of  the  Temporary  Health 
Insurance  Board.  The  letter  also  requests  that  the 
Council  authorize  publication  in  the  Journal  of  an 
additional  statement  and  its  transmission  to  the 
‘Commission  to  Study  Health  Insurance  for  New 
York  State  Employees,  the  Governor,  the  Legis- 
lators, and  other  interested  parties.’ 

“The  Executive  Committee  recommends  that  the 
Council  disapprove  this  resolution  submitted  by  the 
Coordinating  Council.  This  would  reaffirm  the 
previous  action  taken  at  our  September  13  meet- 
ing.” 

After  discussion  Dr.  Wolff  made  a substitute 
motion,  seconded  by  Dr.  Wurzbaeh,  that  no  action 
be  taken. 

After  further  discussion  the  substitute  motion 
was  passed. 

“2.  A letter  of  October  23  from  Governor  Har- 
riman  explaining  the  basis  of  his  appointments  to 
the  Temporary  Health  Insurance  Board.  The  com- 
mittee recommends  that  the  secretary  be  instructed 
to  acknowledge  this  letter  with  thanks.” 

It  was  voted  that  this  be  done  and  that  a copjr  of 


the  Governor’s  letter  be  sent  to  the  First  District 
Branch. 

The  Governor’s  letter  follows. 

Dear  Dr.  Anderton: 

I appreciate  the  interest  of  the  Medical  Society  of 
the  State  of  New  York  as  manifested  by  the  Society’s 
resolution  forwarded  with  your  recent  letter  in  the 
problem  of  health  insurance  for  our  State  employes. 

With  specific  reference  to  the  appointments  which 
I made  to  the  Board  established  by  Chapter  461  of 
the  Laws  of  1956,  I believe  you  are  aware  that  four 
appointments  were  to  be  made  by  me  and  four  by  the 
legislative  leaders.  Since  the  matter  of  health  insur- 
ance for  our  employes  is  one  which  intimately  involves 
the  fiscal,  civil  service,  and  health  functions  of  my 
administration,  I made  as  my  appointments  to  the 
Board  those  officials  concerned  with  the  problem,  i.e., 
with  the  Director  of  the  Budget,  the  Comptroller,  the 
Chairman  of  the  Civil  Service  Commission,  and  the 
Commissioner  of  Health. 

In  making  these  appointments,  it  was  my  belief 
that  the  views  of  the  medical  profession  would  be  well 
reflected  through  the  Commissioner  of  Health,  who 
is  not  only  a member  of  your  Society,  but  also,  as  I 
am  aware,  enjoys  the  closest  working  relationships 
with  the  Society  and  its  officers.  If  you  wish  to  for- 
ward to  him  any  specific  recommendations,  I am 
sure  that  Dr.  Hilleboe  will  be  glad  to  see  that  they 
are  promptly  brought  to  the  attention  of  the  Health 
Insurance  Board. 

Again,  thank  you  for  your  interest  in  this  problem. 

Sincerely, 

Averell  Harriman,  Governor 

“3.  A letter  of  October  11,  1956,  to  Dr. 
Greenough  from  Mr.  John  F.  McCormack,  secretary 
of  United  Medical  Service,  Inc.,  asking  whether  this 
Society  would  ‘approve  of  U.M.S.  offering  maternity 
care  to  national  accounts  only  on  a service  benefit 
basis,  providing  the  allowance  for  such  care  is  set  at 
a level  satisfactory  to  participating  physicians.’ 
Similar  letters  were  sent  to  the  presidents  of  the  17 
county  medical  societies  in  the  United  Medical 
Service  zone  as  well  as  to  the  president  of  the  New 
York  Academy  of  Medicine  and  members  of  United 
Medical  Service’s  Medical  Societies  Reference  Com- 
mittee. 

“The  Executive  Committee  made  no  recommen- 
dation but  instructed  that  the  letter  be  read  to  the 
Council  for  action.” 

After  discussion  it  was  voted  that  the  matter  be 
left  to  the  discretion  of  the  counties  where  United 
Medical  Service  functions. 

“4.  There  is  also  a letter  of  October  31  from  Dr. 
Matthew  J.  Callanan,  president  of  the  Medical 
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Society  of  the  County  of  Erie,  complaining  of  exces- 
sive fines  imposed  on  physicians  for  failure  to  register 
biennially  with  the  Department  of  Education. 

“The  Executive  Committee  recommends  that  the 
letter  be  referred  to  the  Committee  on  Legislation 
and  that  the  facts  described  be  publicized  in  the 
Journal  and  the  Newsletter.” 

It  was  so  voted. 

“5.  For  information  of  the  Council,  there  is  a 
letter  of  October  29  from  Mr.  Robert  C.  Killough, 
Jr.,  Assistant  Commissioner  for  Professional  Educa- 
tion of  the  State  Education  Department,  stating 
that  Dr.  William  T.  Boland  has  been  appointed  to 
the  Medical  Grievance  Committee  to  fill  the  un- 
expired term  of  Dr.  Frank  E.  Mallon,  which  ends 
December  31,  1958,  and  there  is  another  letter  from 
Mr.  Killough  advising  you  that  your  nominee,  Dr. 
Howard  A.  Eder,  of  New  York  City,  has  been 
appointed  to  the  State  Board  of  Medical  Examiners 
in  place  of  Dr.  Ade  T.  Milhorat.” 

“6.  A letter  of  October  15  from  Dr.  William  E. 
Gazeley  resigning  from  the  Public  Medical  Care 
Subcommittee  of  the  Economics  Committee  be- 
cause of  inability  to  attend  meetings. 

“The  Executive  Committee  recommends  that  the 
Council  accept  this  resignation  with  regret.” 

It  was  so  voted. 

Dr.  Greenough  suggested  the  appointment  of  Dr. 
Leonard  J.  Flanagan  of  Binghamton. 

The  Council  approved. 

“7.  Mr.  President,  also  for  information,  we 
received  a very  nice  letter  from  Mrs.  James  Mc- 
Askill,  expressing  appreciation  for  the  flowers  and  the 
message  of  condolence  from  the  Council  in  regard  to 
her  late  husband’s  death.” 

“8.  Correspondence  regarding  an  application  of 
Dr.  Thomas  J.  Murphy,  formerly  of  Broome  County, 
for  membership  in  the  Onondaga  County  Medical 
Society. 

“The  committee  recommends  that  Dr.  Murphy 
be  considered  as  having  resigned  from  the  Broome 
County  Medical  Society  as  of  December  31,  1953, 
so  that  he  can  become  a member  of  the  Onondaga 
County  Medical  Society,  and  I so  move.” 

This  was  voted. 

General. — The  secretary’s  report  continued: 
“In  addition,  there  has  come  this  morning  a special 
delivery  letter  from  Dr.  Albert  F.  R.  Andresen,  of 
Brooklyn,  a former  member  of  this  Council,  re- 
questing prompt  action  by  the  Council  to  urge  the 
mayor  of  New  York  City  and  the  Board  of  Estimate 
to  make  sufficient  appropriations  to  carry  out  sug- 
gested improvements  at  the  New  York  Community 
College.  Dr.  Andresen  urges  it,  and  I so  move.” 

It  was  so  voted. 

“Your  secretary  has  had  an  active  life  since  his 
last  report.  He  is  glad  to  notify  you  that  the  Board 
of  Trustees  approved  both  your  recommendations 
on  October  11:  a sum  not  to  exceed  $500  for  the 
proposed  study  under  the  auspices  of  your  Rural 
Medical  Service  Committee  and  a contribution  to 
the  Christmas  fund  for  employes  of  the  Manhattan 
Club,  New  York  City. 


“October  17  I saw  Dr.  George  Ticktin,  Warren  L. 
Schmur,  Esq.,  and  Joseph  L.  Mandel,  Esq.,  who  de- 
sire approval  by  the  Medical  Society  of  the  State  of 
New  York  of  the  ‘Family  Medical  Plan.’  They 
were  referred  to  Mr.  George  P.  Farrell,  director  of 
your  Medical  Care  Insurance  Bureau. 

“October  23  Dr.  Edward  Danforth,  Bainbridge, 
Chenango  County,  was  nominated  through  Dr. 
George  F.  Lull,  secretary,  American  Medical  Asso- 
ciation, for  the  national  honor  of  outstanding  prac- 
titioner of  the  year. 

“Copies  of  your  resolution  regarding  the  Tem- 
porary Health  Insurance  Board  of  the  New  York 
State  Civil  Service  Commission  were  sent  to  Gover- 
nor Averell  Harriman,  members  of  the  New  York 
State  Legislature,  the  Commission  itself,  and  secre- 
taries of  county  medical  societies.  After  election 
copies  will  be  sent  to  new  members  of  the  Legisla- 
ture. 

“A  letter  of  approbation  was  sent  to  Mrs.  Albert 
Vander  Veer,  II,  on  account  of  the  New  York  State 
Fair  exhibit  of  the  Woman’s  Auxiliary.  I also  sent 
letters  of  condolence  to  Mrs.  James  E.  McAskill  and 
Mrs.  Guy  S.  Philbrick. 

“A  question  was  raised  whether  the  State  Society 
could  legally  sign  a contract  with  the  U.S.  Depart- 
ment of  the  Army  to  help  implement  U.S.  Public 
Law  569.  Mr.  William  F.  Martin  has  advised  that 
such  a contract  could  be  signed  legally  by  our  Soci- 
ety. 

“Your  secretary  has  also  attended  the  following 
gatherings:  October  11,  Dr.  Samuel  Z.  Freedman’s 
‘comitia  dinner’;  October  17,  Physical  Medicine 
and  Rehabilitation  Subcommittee  of  the  Public 
Health  and  Education  Committee;  October  18, 
luncheon  of  the  Woman’s  Auxiliary  of  the  Fifth 
District  Branch,  Utica,  and  meeting  of  the  Fifth 
District  Branch,  which  lasted  eight  minutes,  as  part 
of  the  program  of  the  Oneida  County  Heart  Day; 
October  21,  accompanied  President  Greenough  to 
meeting  of  the  Medical  Society  of  the  State  of 
Pennsylvania  at  Atlantic  City,  New  Jersey. 

“October  24,  with  Dr.  John  C.  McClintock,  J. 
Richard  Burns,  Esq.,  Mr.  John  F.  McCormack, 
executive  vice-president  of  United  Medical  Service, 
Inc.,  and  Mr.  George  P.  Farrell,  helped  negotiate 
proposed  contract  w'ith  U.S.  Department  of  the 
Army  to  implement  Public  Law  569,  in  Washington. 

“October  26,  subcommittee  of  Sesquicentennial 
Committee  and  inspection  of  19  East  54th  Street, 
New  York  City,  a possible  future  headquarters. 

“October  30,  meetings  of  Joint  Committee  of 
Dental  Society  of  the  State  of  New  York  and  the 
Medical  Society  of  the  State  of  New  York,  and  Acci- 
dent Prevention  Subcommittee  of  the  Public  Health 
and  Education  Committee. 

“At  time  of  dictating  this  report,  your  secretary 
has  scheduled:  Subcommittee  on  Liaison  with  U.S. 
Veterans  Administration  of  the  Economics  Com- 
mittee, November  4,  in  Albany;  November  5, 
Public  Medical  Care  Subcommittee  of  the  Eco- 
nomics Committee,  at  the  State  Society  office  in 
Albany.  The  day  preceding  your  meeting  there  are 
listed  Economics,  Publication,  Industrial  Health, 
Committee  to  Combat  Cults,  Office  Administration 
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and  Policies,  Executive,  and  Malpractice  Investiga- 
tion Committees.  Also  a meeting  of  the  Leukemia 
Society  at  the  Hotel  Ambassador  at  5:30  p.m.  and 
annual  dinner  of  the  editorial  board  of  the  New 
York  State  Journal  of  Medicine. 

“The  annual  meeting  of  secretaries  of  county 
medical  societies  in  New  York  State  will  be  held  at 
the  Syracuse  Corinthian  Club,  930  James  Street, 
Syracuse,  through  the  courtesy  of  Dr.  and  Mrs.  Leo 
E.  Gibson,  on  Thursday,  November  15,  1956,  com- 
mencing with  luncheon  at  noon  and  adjourning  at 
half  past  three  o’clock.  Members  of  the  Council 
and  Board  of  Trustees  are  as  always  respectfully 
invited. 

“Dr.  John  C.  McClintock,  chairman  of  the  Eco- 
nomics Committee,  will  report  regarding  a poll  of 
physicians  in  the  area  served  by  the  Utica  Medical 
and  Surgical  Plan,  Inc.  The  poll  was  to  question 
whether  or  not  each  physician  favors  a service 
health  insurance  contract.” 

It  was  voted  to  approve  the  secretary’s  report  as  a 

whole. 

The  treasurer’s  report  was  adopted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Thurman  B. 
Givan,  chairman,  reported:  “One  problem  facing 

the  Blood  Banks  Association  is  the  establishing  of 
standards  for  blood  banks  in  New  York  State,  with 
inspection,  to  facilitate  the  transfer  of  blood  be- 
tween banks.  The  commission  has  its  representa- 
tives on  the  Committee  to  Set  Standards  for  Blood 
Banks  of  the  Blood  Banks  Association.  This  com- 
mittee met  October  25.  Progress  is  reported.  Dr. 
Herman  E.  Hilleboe  has  been  requested  to  appoint 
State  Health  Department  representatives  to  work 
on  the  recommendations  of  the  committee. 

“The  association  had  a net  loss  of  $1,397  for  the 
month  of  October,  1956.  The  loss  for  ten  months 
ended  October  31,  1956,  amounts  to  $9,688.  For 
the  same  period  last  year  a loss  of  $41,859  was 
sustained.  There  is  no  doubt  that  much  has  been 
accomplished  in  conserving  funds. 

“It  would  appear  that  the  association  will  shortly 
need  cash.  The  Council  is  requested  to  ask  the 
Board  of  Trustees  to  advance  an  additional  $5,000. 
At  present  $90,000  have  been  advanced  to  the  asso- 
ciation. 

“The  budget  committee  of  the  association  met  on 
November  1,  1956,  to  prepare  a budget  for  1957. 
This  will  be  submitted  to  the  board  of  directors  at 
its  meeting  this  afternoon.  The  budget  shows  a 
deficit  of  $18,527  for  next  year.  This  money  would 
have  to  be  provided  by  the  Society  if  the  association 
is  to  continue. 

“One  of  the  features  of  this  budget  is  that  both 
income  and  expenditures  have  been  segregated  into 
two  parts.  One  is  the  Community  Blood  Program, 
which  was  previously  called  the  Blood  Assurance 
Program.  The  other  part  is  related  to  the  Blood 
Exchange  Program.  As  it  appears  now,  the  estab- 
lishment of  the  Regional  Clearing  House  for  the 
Northeast  District  will  mean  that  while  the  Blood 
Banks  Association  will  continue  to  operate  both  an 
interstate  and  an  intrastate  exchange  program,  in- 


come accruing  and  expenses  incurred  will  belong  to 
the  regional  clearing  house  rather  than  the  Blood 
Banks  Association.  Should  the  regional  clearing 
house  have  a surplus,  the  fee  for  the  exchange  of 
blood  would  be  reduced  so  that  surplus  would  not 
accumulate  unduly.  On  the  other  hand,  should  a 
deficit  result,  it  is  planned  to  increase  fees  to  wipe  out 
such  deficit.  In  other  words,  instead  of  $1.00  you 
might  have  to  increase  it  up  to,  say,  $1.40.  It  is 
believed  that  the  regional  clearing  house  will  have 
a deficit  of  almost  $3,300  in  1947.  This  amount  is 
included  in  the  budgetary  deficit  of  $18,527  previ- 
ously mentioned.  Presumably  the  inclusion  of  the 
regional  clearing  house  in  the  budget  of  the  associa- 
tion means  that  financing  will  have  to  be  done  by 
the  Blood  Banks  Association.  Since  the  association 
is  financed  by  the  Society,  this  means  that  we  might 
be  called  upon  for  temporary  funds  to  tide  them  over. 

“From  time  to  time  it  has  been  mentioned  that 
the  possibility  exists  that  the  regional  clearing  house 
might  be  separately  incorporated,  and  while  operated 
by  the  association,  it  would  not  be  a legal  part  of  it. 
While  there  is  no  indication  of  such  incorporation 
within  the  near  future,  it  is  reported  to  the  Council 
for  information. 

“I  move  the  report  be  accepted  and  approved, 
including  the  request  for  $5,000  additional  for  the 
rest  of  the  year.” 

It  was  voted  that  the  report  be  approved,  which 
includes  a request  to  the  Trustees  to  advance 
$5,000  out  of  the  $9,000  previously  allocated  but 
not  yet  advanced. 

Budget. — At  the  request  of  Dr.  Maurice  J. 
Dattelbaum,  chairman,  the  Council  went  into  execu- 
tive session. 

The  budget  for  the  calendar  year  1957  was  dis- 
tributed. 

After  discussion  it  was  voted  to  approve  the  budget 
and  recommend  it  to  the  Board  of  Trustees. 

It  was  voted  to  arise  from  executive  session. 

It  was  voted  to  empower  the  secretary  to  edit  the 
minutes  of  the  executive  session  before  distribu- 
tion. 

Constitution  and  Bylaws. — Dr.  Anderton  reported 
for  Dr.  Frederick  W.  Williams,  chairman,  that  a 
proposed  amendment  to  the  bylaws  of  the  Medical 
Society  of  the  County  of  Erie  was  “in  the  works.” 

Dental  Health. — Dr.  Anderton  stated:  “Mr. 

Chairman,  the  gist  of  the  report  of  the  Dental  Health 
Committee  has  been  given  by  the  Publication  Com- 
mittee because  I took  the  liberty  of  submitting  the 
dental  report  to  their  committee  yesterday. 

“Dr.  Fred  H.  Dunn,  chairman  of  the  committee, 
writes:  ‘It  was  decided  that  inasmuch  as  it  has 

been  the  practice  in  the  past  for  the  Medical  Direc- 
tory of  the  State  of  New  York  to  publish  the  names  of 
dentists  on  hospital  staffs  when  submitted  by  hos- 
pitals on  a local  level,  that  the  same  practice  be  con- 
tinued, leaving  it  up  to  each  hospital  to  voluntarily 
make  the  decision.’” 

It  was  voted  to  accept  the  report. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  the  following:  “October  24,  1956,  the 
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following  persons  met  with  the  Department  of  De- 
fense in  connection  with  the  Dependent  Medical 
Care  Program  (Medicare)  at  the  Main  Navy  Build- 
ing, Washington,  D.C.:  Drs.  John  C.  McClintock 
and  W.  P.  Anderton;  Messrs.  J.  Richard  Burns, 
counsel,  George  P.  Farrell,  and  John  F.  McCormack, 
executive  vice-president  and  secretary  of  United 
Medical  Service;  and  the  negotiating  team  repre- 
senting the  United  States  government,  consisting  of 
Colonel  Trammel,  chairman,  Captain  Harris,  and 
Mr.  Partika. 

“The  purpose  was  to  consider  a contract  which 
would  provide  medical  services  for  dependents  of 
active  military  personnel  and  a schedule  of  allow- 
ances for  payments  to  doctors  rending  the  services 
under  the  Medicare  Program.  Colonel  Trammel, 
Captain  Harris,  and  Mr.  Partika  reviewed  the  con- 
tract with  Dr.  Anderton,  Mr.  Burns,  and  Mr.  John 
McCormack,  and  the  schedule  of  allowances  was 
reviewed  by  Colonel  Neiman  and  Colonel  Benford, 
representing  the  U.S.  Government,  and  Dr.  Mc- 
Clintock and  Mr.  George  P.  Farrell. 

“Changes  which  have  been  made  by  the  Depart- 
ment of  Defense  in  the  nomenclature  for  proposed 
medical  charges  in  the  Medicare  Program,  also  items 
which  were  not  accepted  bv  the  Department  of 
Defense  in  the  schedule  of  allowances  as  submitted, 
were  sent  to  all  Council  members  prior  to  the  Octo- 
ber 11,  1956,  meeting. 

“I  have  called  a meeting  of  the  Economics  Com- 
mittee for  November  7,  1956,  at  which  time  further 
discussion  will  be  given  to  the  Medicare  Program, 
and  a supplementary  report  will  be  made  to  the 
Council,  November  8,  1956. 

“Mr.  Farrell  attended  a meeting  of  Dr.  Hugh 
Hussey’s  Committee  on  Medicare  in  Washington, 
October  9 and  10,  1956,  also  the  meeting  on  October 
24.  1956,  when  the  State  Society  was  negotiating  the 
contract  regarding  the  Medicare  program.” 

Dr.  McClintock  supplemented  his  report  as  fol- 
lows: “I  would  like  to  pay  tribute  to  Mr.  Farrell 
and  the  staff  in  the  office,  who  worked  overtime  last 
night  to  get  the  supplementary  report  in  your  hands 
this  morning. 

“The  Committee  on  Economics  met  yesterday 
morning  and  makes  the  following  recommendations: 

“1.  That  this  Council  suggest  to  the  Board  of 
Trustees  that  no  contract  be  signed  with  the  De- 
partment of  the  Army  until  the  term  ‘physician’  or 
‘surgeon’  is  clarified  in  the  contract  to  mean  ‘doctor 
of  medicine.’ 

“At  the  present  time,  in  the  directive  and  as  used 
in  the  contract,  the  definition  of  ‘physician’  or 
‘surgeon’  is  any  person  legally  licensed  to  prescribe 
drugs  or  to  perform  operations.  This  means  that 
we  would  be  responsible  and  obligated  to  notify  and 
keep  informed  and  take  care  of  the  problems  of  some 
we  do  not  now  consider  ethical.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“2.  The  committee  also  recommends  to  the 
Council  that  it  approve  the  Medical  Society  of  the 
State  of  New  York  as  the  fiscal  administrator,  with 
the  provision  for  supplying  the  government  with 
statistical  information  through  an  outside  organiza- 
tion.” 


After  discussion  it  was  voted  that  this  portion  of 
the  report  be  adopted. 

“3.  In  view7  of  the  fact  that  wre  will  have  to  con- 
tinue negotiations  and  since  the  Department  of  the 
Army  and  the  Department  of  Defense  are  extremely 
anxious  to  have  this  in  force  on  December  7,  the 
committee  further  recommends  that  the  president  of 
the  State  Society  appoint  a committee  of  three  with 
powrer  to  conclude  negotiating  the  contract  with  the 
government  and  with  authority  to  recommend  to  the 
Board  of  Trustees  that  that  contract  be  signed.” 
After  discussion  it  was  voted  that  this  recom- 
mendation be  adopted. 

‘ ‘Attached  to  our  supplementary  report  are  changes 
that  have  been  made  on  recommendation  of  the 
Department  of  Defense  in  the  nomenclature  for  the 
proposed  Medicare  Program.  Also  contained  are 
items  which  the  committee  has  reviewed  and  con- 
sidered in  the  schedule  of  allowances,  and  we  recom- 
mend that  the  fees  inserted  in  this  part  of  the  report 
be  approved.  This  then  becomes  part  of  the  over- 
all schedule  of  allowances  which  you  approved  in 
October  as  a temporary  negotiating  instrument.  I 
will  be  glad  to  read  all  of  these  if  you  wish,  but  I 
would  suggest,  there  being  so  many  pages,  it  be 
avoided  if  possible.” 

After  discussion  this  portion  of  the  report  was 
adopted. 

Dr.  McClintock  continued:  “Because  of  the  time 
element  your  committee  has  recommended  that 
Major  General  Paul  I.  Robinson  in  Washington  be 
advised  of  the  action  of  this  Council  by  telephone 
this  afternoon  and  by  official  confirming  letter.” 

It  was  so  voted. 

“Your  committee  also  recommends  that  the 
Bureau  of  Medical  Care  Insurance  prepare  a bro- 
chure setting  forth  instructions  and  the  schedule  of 
allowances  and  that  these  be  sent  to  ever}7  doctor  of 
medicine  in  the  State  of  New  York.  This  probably 
cannot  be  prepared  and  distributed  prior  to  Decem- 
ber 7,  but  I believe,  through  the  courtesy  of  Dr. 
Winslow  and  the  Public  and  Professional  Relations 
Bureau,  we  may  be  able  to  produce  either  a special 
or  a regular  Newsletter  containing  pertinent  infor- 
mation concerning  this  for  the  doctors  by  December 
7,  pending,  in  other  words,  distribution  of  the 
brochure.” 

It  was  voted  to  adopt  this  portion  of  the  report. 
“Your  committee  recommends  that  disputed 
claims  regarding  fees  be  arbitrated  at  the  county 
level  through  mediation  committees,  comitias  minora, 
or  executive  committees,  with  the  right  to  appeal  to 
the  Judicial  Council  of  the  State  Society  in  case  an 
agreement  is  not  reached.  We  wish  to  call  to  your 
attention,  and  to  the  attention  of  all  physicians  in 
the  State,  that  the  contract  provides  against 
abrogation  of  the  civil  rights  of  any  doctor  of  medi- 
cine. 

Adoption  was  voted. 

“In  August  at  a special  meeting  this  Council  ap- 
proved Blue  Shield  Plans  as  fiscal  agents  in  Medicare 
Programs.  We  have  changed  and  developed  and 
modified  this  part  of  the  procedure,  and  it  now7  be- 
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comes  apparent  that  we  should  write  to  the  presi- 
dents of  all  Blue  Shield  plans  expressing  our  ap- 
preciation for  their  cooperation  and  notifying  them 
of  the  action  taken  by  this  Council  when  we  made 
the  Medical  Society  of  the  State  of  New  York  the 
fee  fiscal  administrator.” 

It  was  so  voted. 

‘‘Another  matter  which  came  up  at  the  Council 
meeting  last  month.  Acting  in  accordance  with  the 
instructions  of  this  Council,  the  doctors  of  medicine 
serving  1 1 counties  covered  by  Medical  and  Surgical 
Care,  Inc.,  of  Utica  were  given  an  opportunity  to 
express  approval  or  disapproval  of  a service-type 
contract.  The  Society  office  mailed  830  ballots, 
with  a request  that  they  be  returned  postmarked  no 
later  than  November  2,  1956.  A total  of  243  ballots 
were  returned  approving  a service- type  contract,  157 
disapproving,  and  in  addition,  12  ballots  approving 
and  five  disapproving  were  received  too  late  to  in- 
clude in  the  totals.  Your  committee  recommends 
that  the  result  of  this  ballot  be  transmitted  to  the 
president  of  Medical  and  Surgical  Care,  Inc.,  Utica, 
with  a request  that  a meeting  of  his  board  be  called 
to  consider  the  question  of  a service-type  contract.” 
It  was  voted  to  adopt  this  portion  of  the  report. 
“You  recall  also  that  Dr.  Louis  H.  Bauer  requested 
at  our  last  meeting  that  the  Society  approve  a state- 
ment which  is  a condensation  of  material  already 
passed  by  this  Council.  Certain  exceptions  were 
taken  to  the  wording  in  the  last  sentence  of  the  first 
paragraph,  and  to  conserve  your  time,  the  changed 
portion  of  this  is  found  in  the  last  three  lines  of  the 
first  paragraph  beginning  ‘with  physicians  offer  the 
greatest  protection  through  a community  plan  at 
lowest  possible  cost  for  good  medical  care.’ 

“I  move  the  adoption  of  this  part  of  the  report 
and  that  all  Blue  Shield  Plans  in  the  State  be 
privileged  to  use  this  statement  if  they  so  desire.” 

It  was  so  voted. 

The  complete  statement  follows: 

Statement  of  the  Medical  Society  of  the  State 
of  New  York 

The  Medical  Society  of  the  State  of  New  York  is 
the  recognized  representative  of  the  medical  profes- 
sion of  the  State.  This  Society  is  convinced,  after 
seventeen  years  of  experience  with  Blue  Shield,  that 
benefits  as  provided  by  nonprofit  Blue  Shield  in  co- 
operation with  physicians  offer  the  greatest  protec- 
tion through  a community  plan  at  lowest  possible 
cost  for  good  medical  care. 

Doctors,  in  the  interest  of  their  respective  com- 
munities, are  the  founders  and  sponsors  of  Blue  Shield 
and  recognize  it  as  their  official  surgical-medical  pre- 
payment plan,  designed  specifically  to  serve  all 
groups  in  the  State. 

Dr.  McClintock  continued:  “Your  committee 

also  considered  yesterday  the  problems  associated 
with  medical  care  for  New  York  State  employes  and 
their  dependents.  After  considerable  discussion  the 
committee  adopted  the  following  resolution,  with 
the  recommendation  that  the  Council  request  that 
the  resolution  be  sent  with  a covering  letter  signed 
by  the  president  of  the  Society  to  each  member  of 
the  Temporary  Health  Insurance  Board.  The 
resolution  is  as  follows: 


Whereas,  the  doctors  of  New  York  State  have 
long  taken  cognizance  of  the  social  need  for  economic 
aid  and  for  medical  care  to  low  and  modest  income 
families;  and 

Whereas,  through  doctors  of  medicine-sponsored 
medical  care  plans,  the  doctors  in  the  State  of  New 
York  are  fulfilling  their  responsibility  in  this  area  ami 
have  at  the  same  time  maintained  a high  quality  of 
medical  diagnosis  and  treatment;  and 

Whereas,  physicians  have  observed  that,  deducti- 
ble arrangements  in  basic  medical  care  insurance 
plans  often  bring  hardship  to  low  and  modest  income 
families;  and 

Whereas,  on  September  13,  1956,  the  Council  of 
the  Medical  Society  of  the  State  of  New  York  adopted 
a resolution  strongly  and  respectfully  urging  the 
Temporary  Health  Insurance  Board  that  in  the  de- 
velopment of  specifications  for  prepayment  surgical- 
medical  care  coverage  for  employes  of  the  State  of 
New  York  and  their  dependents,  it  be  guided  by  the 
coverage  offered  by  Blue  Shield  Plans  of  the  State  of 
New  York,  which  are  the  doctors’  plans;  therefore, 
be  it  now 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  stand;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  is  not  in  favor  of  a medical-surgical  plan 
where  the  employe  or  dependent  of  an  employe  is  not 
covered  for  basic  medical  care  costs  and  is  required  to 
pay  deductible  costs  in  addition  to  the  premium  for 
the  basic  plan. 

“Your  committee  recommends  the  adoption  of 
this  resolution  and  its  transmission,  as  suggested.” 
After  discussion,  Dr.  Wolff  moved,  and  Dr.  Di 
Natale  seconded,  that  the  second  paragraph  of  the 
preamble  read,  “Whereas,  through  doctors  of  medi- 
cine-sponsored medical  care  plans  based  on  the  free 
choice  of  physician  principle,  the  doctors,”  etc. 

The  amendment  was  carried. 

Dr.  Harold  F.  Brown  moved  that  the  resolution  be 
amended  by  insertion  of  the  phrase  “basic  medical 
and  surgical  in-hospital  care.” 

This  amendment  was  lost. 

It  was  voted  to  adopt  this  portion  of  the  report  as 
amended. 

U.S.  Veterans  Administration,  Liaison  Subcom- 
mittee with. — Dr.  McClintock  reported:  “Mr. 

President,  briefly  the  Subcommittee  on  Liaison  with 
the  Veterans  Administration  met  November  4 in 
Albany.” 

Public  Medical  Care  Subcommittee. — Dr.  Mc- 
Clintock stated:  “The  Subcommittee  on  Public 

Medical  Care  met  in  Albany,  November  5,  1956,  and 
has  endorsed  again  the  welfare  program  as  it  exists 
in  this  State.” 

Dr.  McClintock  concluded:  “Finally,  my  atten- 
tion has  been  called  to  the  fact  that  under  the  Medi- 
care Program,  we  should  empower  the  committee, 
which  you  are  to  appoint,  to  ask  the  Board  of  Trus- 
tees to  take  the  necessary  steps  to  implement  the 
contract  after  it  is  signed.  I move  the  adoption  of 
this  part  of  the  report.” 

It  was  so  voted. 

It  was  voted  to  adopt  the  report  as  a whole. 

Dr.  McClintock  added:  “You  are  all  aware  that 
for  two  years  the  House  of  Delegates  has  been 
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instructing  the  Council  and  committees  to  work  for 
the  development  of  a service-type  contract  all  the 
way  across  the  State.  As  a result  of  your  actions 
this  morning,  I have  conferred  with  the  president  of 
the  Medical  and  Surgical  Plan  in  Utica,  who  has 
assured  me  that  personal  conversations  with  members 
of  his  governing  board  indicate  that  our  request  for 
them  to  meet  and  approve  such  a contract  will  be 
fulfilled.” 

Ethics. — Dr.  Harold  F.  Brown,  chairman,  re- 
ported: “At  a previous  meeting  I read  two  letters 
from  the  Nassau  County  Medical  Society  asking  for 
information  concerning  the  use  of  a certain  proprie- 
tary hospital  by  members  of  this  Society  who  felt 
that  osteopaths  had  now  taken  it  over  or  were  at 
least  going  to  take  it  over  and  wanted  to  know  if 
they  could  practice  in  that  hospital. 

“The  American  Medical  Association  has  sent 
me  a list  of  opinions  by  the  Judicial  Council,  and  I 
think  that  that  question,  plus  the  question  of 
whether  a man  should  give  an  anesthetic  for  an  osteo- 
path, will  be  answered,  if  this  Council  agreed  to  it, 
by  this  opinion  of  the  Judicial  Council: 

The  Judicial  Council,  at  a meeting  held  on  April 
25,  1952,  concurred  in  an  action  of  the  Los  Angeles 
County,  California,  Medical  Society,  as  follows: 
“that,  because  of  the  current  acute  shortage  of  hos- 
pital beds  in  the  Los  Angeles  area,  it  is  not  improper 
for  members  (of  the  medical  associations)  to  hospital- 
ize patients  in  certain  of  the  smaller  hospitals  in  out- 
lying areas,  even  though  in  these  hospitals  facilities 
and  privileges  are  also  extended  to  certain  osteopathic 
physicians  and  surgeons — provided  that  dual  hospital 
staff  structure  is  maintained  without  intermingling.” 

“The  committee  yesterday  felt  that  this  covered 
the  situation,  and  if  it  meets  with  the  approval  of  the 
Council,  we  will  send  a letter  so  stating  to  Nassau 
County. 

“We  also  thought  we  would  include  the  following 
from  the  American  Medical  Association:  ‘The  Joint 
Commission  on  Accreditation  of  Hospitals  accredits 
only  those  hospitals  listed  by  the  American  Hospital 
Association.  It  is  understood  to  be  the  policy  of 
the  American  Hospital  Association  not  to  list  any 
hospital  which  is  staffed  by  others  than  doctors  of 
medicine.’  ” 

Approval  was  voted. 

“Also  a communication  from  the  Bronx  Medical 
Society  has  been  sent  us : ‘It  has  been  brought  to  our 
attention  that  it  is  permissible  to  place  an  an- 
nouncement of  an  opening  of  a new  office  in  the 
foreign  language  press  when  such  is  indicated  by  the 
locale  and  clientele.  Before  doing  so,  we  would  like 
the  official  opinion  of  the  county  society.  Your 
early  reply  will  be  appreciated.  Thank  you.’ 

“Dr.  Frank  LaGattuta’s  letter  further  states: 
‘At  a recent  meeting  of  our  Comitia  Minora  this 
letter  was  read,  and  it  was  voted  to  refer  it  to  the 
New  York  State  Medical  Society  for  opinion.  Will 
you  therefore  advise  me  at  your  very  earliest  con- 
venience whether  or  not  it  is  ethical  for  a physician 
to  place  an  announcement  of  this  nature  in  the 
foreign  language  press?’ 

“At  the  meeting  yesterday  we  agreed  to  inform 


the  Bronx  County  Society  it  was  a matter  for  the 
local  county  society  to  determine;  they  know  best 
the  customs  and  the  origins  of  the  customs  of  those 
in  their  locality.  I move  we  send  a message  or  have 
the  secretary  of  the  State  Society  send  the  Bronx 
County  Society  a letter  to  that  effect.” 

It  was  so  voted. 

“A  third  communication  from  a member  of  our 
Society,  reading: 

Gentlemen : 

I have  been  advised  that  the  Medical  Society  of  the 
State  of  New  York  now  suggests  that  all  physicians 
involved  in  negotiations  with  hospitals  do  it  through 
their  own  medical  society.  I would  like  to  secure 
some  detailed  information  on  this  subject  since  I am 
presently  negotiating  with  the  E.  A.  Horton  Memo- 
rial Hospital  for  the  position  of  radiologist  here  in 
Middletown,  New  York. 

1 am  a Board-certified  radiologist  and  have  been  at 
the  hospital  on  a temporary  basis  for  the  past  six 
months.  My  predecessor  suffered  a coronary  and 
finally  was  compelled  to  resign  for  reasons  of  health 
I have  received  a fixed  stipend  for  the  last  six  months 

The  hospital  is  now  offering  me  25  per  cent  of  the 
net  income  (gross  minus  daily  operating  expenses) 
for  the  position  of  full-time  radiologist.  This,  I have 
been  advised,  is  not  an  ideal  situation,  and  I am  there- 
fore requesting  your  assistance  in  this  matter. 

Would  you  kindly  send  me  any  general  information 
that  is  available  and  let  me  know  how  directly  one 
should  proceed  in  dealing  with  the  hospital? 

“Dr.  Anderton  in  the  meantime  sent  him  a letter 
saying  that  the  situation  seemed  to  be  covered  by 
Chapter  I,  Section  6,  of  the  Principles  of  Professional 
Conduct  of  the  State  Society  and  the  last  paragraph 
of  Chapter  III,  Article  VI,  Section  3,  on  page  126,  as 
well  as  Section  6 of  the  same  article  on  page  126  of 
the  1955  Medical  Directory  of  New  York  State. 
This  means  that  those  sections  deal  with  the  selling 
of  one’s  services  to  a corporation  which  in  turn 
resells  the  services  at  a profit. 

“Yesterday  we  decided  with  your  permission  to 
send  this  letter  to  Dr.  Walter  Lentino: 

Dear  Doctor  Lentino: 

Your  enquiry  concerning  a contract  for  providing 
x-ray  services  in  a hospital  has  been  referred  to  the 
Committee  on  Ethics  of  the  State  Society.  This  mat- 
ter was  considered  at  the  meeting  on  November  7, 
1956.  We  appreciate  your  alertness  and  forthright- 
ness to  the  problem  in  referring  it  to  our  society.  We 
feel  that  Dr.  W.  P.  Anderton’s  opinion  addressed  in 
his  letter  to  you  of  October  19,  1956,  covers  the  ethics 
of  the  situation. 

It  problably  would  be  worth  while  to  discuss  your 
problem  with  Dr.  Earl  C.  Waterbury,  secretary  of 
the  Medical  Society  of  the  County  of  Orange,  112 
First  Street,  Newburgh,  New  York. 

If  there  is  any  way  in  which  we  can  help  you  fur- 
ther in  the  matter,  please  do  not  hesitate  to  call 
upon  us. 

“We  also  have  made  a suggestion,  as  a P.S.,  that 
he  contact  the  Roentgenological  Society  of  the  State 
of  New  York  for  further  information  in  this  matter. 

“I  move  that  we  be  empowered  to  write  the  doctoi 
in  this  fashion.” 

It  was  so  voted. 
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“The  fourth  matter  comes  from  a Dr.  Mary  E. 
Bradford  of  Northport,  New  York: 

Mr.  M.  Wendell  of  the  Inter-County  Research 
Laboratories  has  contacted  me  in  regard  to  engaging 
the  services  of  their  laboratory  which  is  now  being 
established  in  Huntington,  New  York.  He  told  me 
that  their  central  lab  is  in  Kings  County,  and  they 
have  a branch  in  Westchester  and  also  Philadelphia. 

The  contract  states,  for  the  sum  of  sixty  dollars  a 
month  paid  by  the  doctor  to  the  lab,  the  lab  shall 
render  to  the  physician  many  lab  services  without 
limitation  as  to  number  of  tests  and  without  charge 
to  the  patient. 

The  purpose  of  this  inquiry  is  to  find  out  if  such  a 
plan  is  acceptable  by  the  county  and  State  Medical 
Societies  and  whether  or  not  a doctor  under  contract 
to  this  lab  would  be  subject  to  unethical  medical 
practice. 

Any  information  you  can  give  me  regarding  this 
problem  will  be  greatly  appreciated. 

Thank  you  very  much. 

Yours  truly. 

Mart  E.  Bradford,  M.D. 

“We  discussed  this  yesterday,  and  we  felt  that  we 
did  not  have  enough  data  to  make  any  intelligent 
reply.  It  was  decided  not  to  reply  until  further 
information  had  been  obtained. 

The  report  as  a whole  was  adopted. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
man, stated:  “I  report  progress,  and  very  little  of 
that.  I would  like  to  briefly  tell  some  of  our 
brethren  that  perhaps  the  big  difficulty  has  been 
funds,  and  if  our  secretary  will  permit  me  to  read  a 
couple  of  sentences  from  some  of  our  extensive  mail, 
it  might  be  enlightening  in  regard  to  obtaining  a 
director  for  a Bureau  of  Industrial  Health  and  Work- 
men’s Compensation  Insurance.  One  physician 
wrote  in  part : ‘However,  I can’t  possibly  afford  to 
consider  the  matter  under  the  present  budget  limita- 
tions which  you  set  forth.’  I think  that  is  self- 
explanatory. 

“Dr.  Anderton — and  I have  his  permission  to 
read  from  his  note  to  one  of  the  men  that  had 
applied  and  tentatively  thought  he  might  want  the 
job — ‘I  believe  your  present  salary  and  other  benefits 
will  open  their  eyes.’  I don’t  know  whether  it  was 
my  eyes  or  whose  eyes,  but  it  was  apparently  some- 
body’s eyes. 

“We  have  been  having,  as  you  realize,  much 
difficulty.  We  have  some  applications  from  various 
men  who  are  interested.  They  are  being  studied, 
and  we  beg  for  your  indulgence  at  this  moment. 
We  do  not  have  a concrete  recommendation  to  make 
today,  but  I can  assure  you  that  there  are  several 
men  that  I am  trying  to,  shall  I say,  persuade  into 
working  for  the  State  Society.  I hope  that  by 
January  1,  1957,  you  will  have  a director. 

“I  would  like  to  ask  the  Council’s  approval  for 
Dr.  Joseph  O’Gorman’s  expenses  to  a meeting  to  be 
held  in  New  York  City  on  November  16,  and  I will 
explain  why.  It  is  an  industrial  and  compensation 
meeting  that  I have  been  asked  to  attend  and  be  on 
the  panel  as  chairman  of  your  Industrial  Health 
Committee,  and  Dr.  O’Gorman  called  me  a day  or 
so  before  I left  Buffalo.  He  said  he  had  been 
asked  to  appear  also  at  the  meeting,  and  he  was 


wondering  who  was  going  to  pay  his  expenses.  I 
told  him  I would  ask  the  Council  what  they  would 
do  about  it.  The  two  requests  to  attend  this  meet- 
ing I think  have  come  from  Dr.  Gerald  Dorman.  I 
don’t  know  how  otherwise  the  Esso  Standard  Oil  of 
New  York  found  out  about  us,  Di  Natale  and 
O’Gorman,  but  we  were  asked  by  some  representa- 
tive of  the  Esso  Standard  Oil  Company  to  appear  on 
the  panel  of  this  meeting.  It  is  to  be  held  at  the 
Sheraton-Astor  Hotel,  and  it  is  on  industrial  medi- 
cine, rehabilitation  of  the  physically  handicapped, 
and  matters  of  workmen’s  compensation.” 

It  was  voted  to  approve  the  report,  which  carried 
with  it  payment  of  Dr.  Joseph  O’Gorman’s  ex- 
penses. 

(Subsequently,  Dr.  Joseph  O’Gorman  decided  not 
to  attend. — W.  P.  A.,  secretary.) 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
presented  the  following:  “The  executive  officer  of 
the  Legislative  Bureau  and  your  chairman  com- 
pleted their  tour  of  the  State  on  November  5. 
Eight  cities  were  included  in  the  itinerary — New 
York,  Saratoga  Springs,  Ogdensburg,  Cortland, 
Geneva,  Buffalo,  White  Plains,  and  Kingston.  In 
accordance  with  the  custom  established  several 
years  ago,  we  met  one  or  more  members  of  the 
Council  Committee  or  its  Advisory  Subcommittee 
and  county  medical  society  legislation  chairmen  and 
other  representatives  from  the  ‘grass  roots  areas’  of 
the  State.  The  legislative  program  was  discussed 
in  detail,  and  everyone  was  given  the  opportunity 
to  express  his  views. 

“Among  those  who  attended  the  conferences  were 
42  county  legislation  chairmen,  14  members  of  the 
Council  Committee  and  the  Advisory  Subcommit- 
tee, our  vice-president,  five  councillors,  the  chairman 
of  the  Council  Committee  on  Public  Relations,  two 
county  medical  society  presidents-elect,  one  county 
medical  society  president,  five  executive  secretaries, 
and  six  others.  This  was  quite  an  improvement  over 
last  year.  We  were  graciously  received  in  all  sec- 
tions, and  we  are  extremely  grateful  to  all  who  made 
our  visits  so  very  enjoyable. 

“In  addition  to  the  above,  your  chairman,  at  the 
invitation  of  Dr.  Norman  S.  Moore,  spent  a grand 
day  up  above  Cayuga’s  waters  and  spoke  to  the 
medical  staff  of  the  Cornell  Infirmary  and  Hospital 
about  the  dangers  of  chiropractic  licensure. 

“The  tour  reaffirms  our  belief — so  ably  expressed 
by  Dr.  Greenough  sometime  ago — that  it  is  impor- 
tant to  meet  with  our  colleagues  in  all  parts  of  the 
State  in  order  to  establish  a better  liaison  between 
them  and  the  people  in  central  headquarters.  Our 
members  should  learn  what  we  are  doing  in  the 
legislative  field,  and  we  should  know  their  thinking, 
so  that  we  can  call  upon  them  for  help  at  the  proper 
time.  These  meetings  bring  us  closer  together. 

“The  following  items  comprised  the  agenda  intro- 
duced at  each  gathering.  These  have  already  been 
reviewed  by  the  Council  Committee  on  Legislation, 
and  they  were  approved  by  the  Council  at  its  last 
meeting. 

1.  A report  of  the  meeting  of  the  New  York  State 
Advisory  Council  in  Psychology,  held  at  the  State 
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Education  office  in  New  York  City  on  September  22 
to  discuss  certification  of  psychologists. 

II.  A report  of  the  dinner-meeting  of  the  Council 
Committee  on  Legislation  on  September  24.  Refer- 
ence was  made  to  the  policy  that  we  should  concen- 
trate on  the  bills  which  have  a chance  of  passing  and 
not  waste  too  much  energy  on  those  proposals  which 
will  in  all  likelihood  be  cast  aside. 

III.  Bills  to  be  introduced  in  accordance  with  the 
recommendations  of  the  House  of  Delegates  or  Council: 

A.  The  injunction  bill. 

B.  Practice  of  medicine  by  hospitals. 

C.  Resolution  re  alcoholic  testing. 

D.  Workmen’s  compensation: 

1.  Abolish  medical  practice  committees  in 
counties  with  population  over  a million. 

2.  To  make  decisions  of  the  Medical  Appeals 
Unit  binding  on  the  Workmen’s  Compen- 
sation chairman. 

3.  To  provide  that  the  chairman  designate 
physicians  to  serve  individually  or  in 
panels  as  expert  consultants,  to  advise 
with  respect  to  disputed  questions  of 
medical  testimony  and  care. 

E.  Amendment  to  autopsy  law. 

F.  Change  in  the  Disability  Benefits  Law  advo- 
cated by  the  chairman  of  the  Council  Com- 
mittee on  Workmen’s  Compensation. 

IV.  Medical  technicians  bills. 

V.  Procurement  of  cadavers  for  medical  schools. 

VI.  Amendment  to  medical  practice  act  re  re- 
quirement for  medical  licensure  examination. 

VII.  Letter  and  resolution  from  Oneida  County 
re  “Firemen’s  Heart  Bill.” 

VIII.  Letter  from  Dr.  Arthur  C.  Jones  of  Port- 
land, Oregon,  concerning  physical  medicine. 

IX.  Recommendations  for  other  changes  in  the 
Disability  Benefits  Law. 

A.  That  the  power  of  the  chairman  of  the  Work- 
men’s Compensation  Board  to  remove  physi- 
cians from  the  list  of  those  authorized  to  render 
medical  care,  because  their  statements  are  not 
truthful  or  are  incomplete,  be  placed  in  hands 
of  medical  practice  committees  or  medical 
societies  which  will  conduct  proper  hearings. 

B.  That  the  requirement  of  compensation  ratings 
be  withdrawn. 

X.  Recommendations  of  the  Second  Hoover  Com- 
mission as  they  pertain  to  Federal  Medical  Services. 

XI.  “Free  choice  of  medical  plan”  bill. 

XII.  Antichiropractic  campaign.  Committee  to 
combat  cults.  A digest  of  Mr.  Stalvey’s  report  about 
chiropractors  in  the  nation.  (Mr.  Stalvey  is  the  ad- 
ministrative assistant  of  the  Bureau  of  Investigation 
of  the  American  Medical  Association.) 

“It  might  be  in  order  to  summarize  the  reactions 
of  those  who  attended  the  meetings.  There  was 
unanimity  of  opinion  that  an  injunction  bill  should 
again  be  introduced  and  strongly  supported.  The 
other  recommendations  that  we  should  not  at  any 
time  compromise  with  cultism  and  that  we  must 
conduct  an  intensive  antichiropractic  campaign 
were  endorsed,  although  there  were  one  or  two  who 
felt  that  if  the  passage  of  a bill  to  license  chiroprac- 
tors becomes  imminent,  it  might  be  well  for  us  to  set 
up  the  conditions  for  such  a program. 

“The  feeling  was  also  expressed  that  we  must 
conduct  a well-rounded  public  relations  campaign  in 
all  directions  if  quackery  is  to  be  beaten  during  the 
next  session  of  the  Legislature. 

“Many  were  interested  in  receiving  copies  of  Mr 


Stalvey’s  talk  delivered  before  the  Public  Relations 
Conference  in  October.  Your  chairman  promised 
that  he  would  try  to  make  this  possible. 

“Practically  everyone  was  in  favor  of  enacting 
legislation  to  prevent  hospitals  from  practicing 
medicine.  There  was  one  dissenter  who  felt  that  we 
should  ‘soft  pedal’  this  project  because  there  are  a 
number  of  pathologists  and  roentgenologists  who  are 
satisfied  with  the  arrangements  that  hospitals  are 
making  for  them. 

“The  amendment  to  the  autopsy  law  was  thor- 
oughly discussed.  Several  men,  who  appeared  to 
be  well  acquainted  with  the  situation,  were  of  the 
opinion  that  the  performance  of  autopsies  is  not 
contrary  to  the  precepts  of  Judaism.  Be  that  as  it 
may,  all  agreed  that  your  chairman  should  meet 
representatives  of  the  three  groups  of  this  religion  at 
different  times  and  try  to  arrive  at  some  solution. 
Should  our  deliberations  fail  to  produce  a favorable 
result,  it  would  be  to  no  avail  to  fight  for  this  legisla- 
tion. As  a matter  of  fact,  it  would  probably  be 
difficult  to  find  anyone  in  the  Assembly  or  Senate 
willing  to  sponsor  it. 

“The  ‘Firemen’s  Heart  Bill’  was  unanimously 
disapproved.  Even  those  from  Oneida  County 
were  not  in  favor  of  it.  However,  your  chairman 
was  asked  to  contact  Senator  Rath  sometime  in  the 
future  and  explain  to  him  the  reasons  for  our  stand. 

“All  except  a few  representatives  from  the  metro- 
politan area  approved  the  suggestions  of  the  chair- 
man of  the  Council  Committee  on  Workmen’s 
Compensation — that  we  fight  only  for  one  change  in 
the  Disability  Benefits  Law,  the  one  which  relates 
to  fees  of  physicians. 

“The  request  was  made  that  resumes  of  the 
Second  Hoover  Commission’s  recommendations  be 
sent  to  each  county  legislation  chairman.  This 
will  be  done.  (Copies  have  been  distributed  to 
members  of  the  Council  this  morning.) 

“All  other  proposals  previously  approved  by  this 
Council  were  wholeheartedly  endorsed.” 

The  resume  of  the  recommendations  of  the 
Second  Hoover  Commission  consisting  of  13  type- 
written pages  is  part  of  the  minutes  as  recorded  in 
the  secretary’s  office. 

Approval  of  the  report  was  voted. 

Cults,  Committee  to  Combat. — Dr.  Henry  I. 
Fineberg,  chairman,  reported:  “A  meeting  of  the 
Committee  to  Combat  Cults  was  held  in  the  office  of 
the  State  Medical  Society  yesterday  afternoon. 

“The  program  as  approved  by  this  Council  was 
reviewed.” 

Dr.  Fineberg  outlined  the  legislation  and  public 
relations  activity  contemplated  in  furtherance  of 
this  program. 

It  was  voted  to  approve  the  report. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Joseph  A.  Lane,  chairman,  reported:  “The  regular 
meeting  of  the  Malpractice  Insurance  and  Defense 
Board  was  held  last  evening  at  the  Union  League 
Club  and  was  preceded  by  a meeting  of  the  com- 
mittee of  the  whole  yesterday  afternoon  in  the 
indemnity  representative’s  office.  At  that  time  we 
interviewed  a subscriber  because  of  rather  frequent 
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claims  against  him.  The  decision  was  to  make  him  a 
coinsurer. 

“At  the  meeting  last  night  also  another  sub- 
scriber’s record  was  discussed.  He  has  had  in- 
numerable claims  against  him.  Action  will  be 
taken  at  a later  time.  It  is  probable  his  insurance 
will  be  terminated  at  the  end  of  the  policy  year. 

“The  thing  that  is  of  interest  to  the  Malpractice 
Insurance  and  Defense  Board,  of  course,  is  the  fact 
that  we  have  found  that  there  are  increasing  num- 
bers, rather  small,  coming  back  to  the  group  plan, 
some  of  whom  have  been  insured  in  Lloyd’s.  In 
view  of  that,  as  has  been  mentioned  before,  it  is 
desired  to  circularize  the  membership  to  tell  of  the 
advantages  of  continuing  under  the  group  plan  and 
also  to  have  many  who  have  defected  come  back. 
As  you  know,  the  Council  has  requested  that  no 
action  be  taken  on  this  matter  until  a report  had 
been  brought  in  by  Dr.  Gibson’s  special  committee. 
It  is  my  understanding  that  it  is  unlikely  a report  of 
this  committee  will  be  made  before  January,  and  I 
have  been  instructed  by  the  Board  to  request  that 
anything  that  Dr.  Gibson  could  do  to  expedite  this 
action  of  his  committee  will  be  appreciated  by  the 
board. 

“This  afternoon  at  four  o’clock,  Dr.  Christopher 
Wood,  Dr.  Schitf,  myself,  and  Dr.  Greenough,  if  he 
can  be  there,  will  meet  with  Dr.  Kottler  and  two 
representatives  of  the  Kings  County  Medical 
Society,  to  try  to  resolve  the  problem  of  their  Mal- 
practice Advisory  Committee.” 

It  was  voted  to  accept  the  report. 

Office  Administration  and  Policies. — Dr.  John  J. 
Masterson,  chairman,  stated:  “The  Office  Adminis- 
tration and  Policies  Committee  held  its  regular 
monthly  meeting  yesterday.  Various  personnel 
matters  were  approved. 

“The  committee  discussed  the  current  procedure 
under  which  clerical  salary  increases  are  budgeted  by 
department  heads.  The  committee  felt  that  this 
procedure  could  be  improved  by  requesting  depart- 
ment heads  to  submit  proposed  salary  increases  to 
our  committee  before  such  increases  are  provided  in 
the  budget  and  the  committee  so  recommends  to 
the  Council.” 

Approval  was  voted. 

Dr.  Masterson  continued:  “At  the  last  meeting  of 
our  committee  we  submitted  a suggested  outline  of 
provisions  of  retirement  plan  to  be  distributed  to 
employes  and  also  a rough  draft  of  the  pension  plan. 
These  drafts  were  submitted  by  Marsh  and  McLen- 
nan, Inc.,  pension  experts. 

“At  that  time  the  Council  decided  that  they 
would  defer  action  until  they  had  an  opportunity  to 
study.  Copies  were  sent  to  all  members  of  the 
Council,  and  it  was  requested  that  a representative 
of  Marsh  and  McLennan  appear  at  this  meeting. 

“Mr.  Armstrong,  of  Marsh  and  McLennan,  is 
here,  and  he  will  be  glad  to  answer  questions  and 
explain  the  provisions  of  these  drafts.” 

Mr.  Armstrong  answered  several  questions  re- 
garding the  proposed  employes’  pension  plan. 

It  was  voted  to  adopt  the  pension  plan  as  pre- 
sented. 


Publication. — Dr.  Masterson,  chairman,  stated: 
“The  Publication  Committee  met  yesterday  in  the 
Society’s  office. 

“Dr.  Redway  reported  that  he  had  received  a 
number  of  histories  of  county  societies  for  possible 
publication  in  the  Journal  and  inclusion  in  the 
bibliography  to  be  published  in  the  February  1, 
1957,  issue.  With  regard  to  the  History  of  Medi- 
cine, which  is  also  to  be  published  in  the  Sesquicen- 
tennial  issue,  it  was  reported  that  the  history  from 
the  years  1806  to  1886  is  now  being  completed  and 
that  the  portion  for  the  years  1886  to  1906  has  been 
completed. 

“The  Associate  Editorial  Board  annual  dinner  was 
held  last  evening  at  the  Hotel  Roosevelt. 

“For  two  vacancies  on  the  Associate  Editorial 
Board  the  committee  recommends  to  the  Council  the 
appointment  of  Dr.  John  J.  Butler,  of  Rochester,  to 
replace  the  late  Dr.  Leo  F.  Simpson,  and  Dr.  Paul 
A.  Bunn,  of  Syracuse. 

“The  committee  reviewed  estimates  of  printing 
cost  of  the  1957  Medical  Directory  and  after  discus- 
sion agreed  to  have  the  American  Book  Company 
print  the  1957  edition. 

“Some  months  ago  the  committee  voted  that 
every  effort  should  be  made  in  the  future  to  exclude, 
from  the  hospital  listing  of  the  Directory,  members 
of  ancillary  professions  who  are  not  physicians. 
Last  month  the  Publication  Committee  reported  to 
the  Council  that  it  was  felt  that  perhaps  this  policy 
ought  to  be  reviewed. 

“Yesterday,  the  committee  was  informed  that  the 
Joint  Committee  of  State  Medical  and  Dental 
Societies  had  considered  the  question.  It  is  our 
understanding  that  this  committee  recommends 
continuing  the  policy  of  listing  dentists  in  the  hos- 
pital section  of  the  Medical  Directory.  The  com- 
mittee voted  to  accept  this  recommendation  with 
the  exception  that  we  would  not  publish  the  names 
of  dentists  in  the  1957  edition.  The  reason  for  the 
committee  not  wishing  to  publish  these  names  in 
1957  is  that  copy  is  ready  for  the  printer  and  a 
change  in  procedure  would  cause  substantial  delay. 

“The  committee  reviewed  the  1957  Medical 
Directory  budget  which  is  to  be  presented  to  the 
Council. 

“The  business  manager  submitted  his  report  re- 
garding advertising  income.” 

It  was  voted  to  accept  the  report. 

Planning  Committee  for  Medical  Policies. — Dr. 

Frederick  A.  Wurzbach,  Jr.,  chairman,  stated:  The 
following  problems  will  be  presented  to  the  Planning 
Committee  at  its  meeting  on  December  12,  1956: 

1.  Reaffirm  (April,  1952)  “The  medical  profes- 
sion cannot  and  must  not  compromise  on  the  matter 
of  cults.” 

2.  Permanent  headquarters. 

3.  How  to  increase  our  A.M.A.  membership. 

4.  Size  and  composition  of  Planning  Committee. 

5.  Size  of  Council. 

6.  Size  of  Board  of  Trustees. 

7.  “For  further  study” — a recommendation  that 
the  Bureau  of  Medical  Care  Insurance  be  abolished 
(House  of  Delegates,  1956). 


January  15,  1957 


295 


MINUTES  OF  THE  COUNCIL 


8.  “An  impartial  fact-finding  study  of  the  Public 
and  Professional  Relations  Bureau  and  the  Public 
Relations  Committee,  and  the  Legislation  Commit- 
tee and  Bureau”: 

(a)  Possible  combination? 

( b ) Curtailment  of  total  expense? 

(c)  Possible  use  of  professional  public  relations 
firm  with  less  intra-Society  help? 

(d)  Retention  of  Mr.  Beasley? 

(e)  Value  of  Albany  representation? 

9.  Study  of  Public  Health  and  Education  Com- 
mittee: 

(а)  Need  for  committee? 

(б)  Need  for  individual  subcommittees? 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphev,  chairman,  reported  that  he  had  attended 
two  meetings  and  had  arranged  17  postgraduate  lec- 
tures and  teaching  days  in  11  counties  since  his  last 
report  to  the  Council. 

He  stated:  “I.  At  the  request  of  Dr.  Anderton 
on  receipt  of  a letter  from  Dr.  Edward  C.  Holmblad, 
chairman  of  the  Medical  Committee  of  the  Presi- 
dent’s Committee  on  Employment  of  the  Physically 
Handicapped,  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation  was  assigned  the  task 
of  choosing  a nominee  for  the  Physician’s  Award, 
signed  by  the  President.  The  nomination  is  custom- 
arily submitted  to  the  Governor’s  Committee  on 
Employ  the  Physically  Handicapped. 

“On  November  17  at  a meeting  of  the  subcom- 
mittee three  names  were  placed  in  nomination : Dr. 
Rufus  Crain,  Dr.  Howard  Rusk,  and  Dr.  Jerome 
Tobis,  the  last  a member  of  the  subcommittee.  As 
the  result  of  a written  vote  Dr.  Tobis  received  the 
nomination.  His  name  is  herewith  submitted  for 
approval  by  the  Council  for  the  award  to  a physician 
who  has  made  an  outstanding  contribution  to  the 
employment  of  the  handicapped.” 

Approval  was  voted. 

“At  this  meeting  Dr.  Abramson  reported  on  the 
Hemiplegia  Program  jointly  sponsored  by  the 
Medical  Society  and  the  State  Health  Department. 
Since  the  last  Council  meeting  a reprint  of  Dr. 
Rusk’s  article  “Hemiplegia  and  Rehabilitation”  had 
been  mailed  to  the  entire  membership  of  the  State 
Society  with  a letter  outlining  the  joint  educational 
program  for  physicians,  nurses,  and  lay  persons 
throughout  the  State. 

“Dr.  Abramson  reported  complaints,  particularly 
from  Erie  County,  relative  to  workmen’s  compensa- 
tion fees.  Believing  the  prestige  of  the  State 
Society  could  be  brought  to  bear  in  the  matter,  the 
committee  voted  that  two  or  three  members  of  the 
subcommittee  meet  with  Dr.  Gerald  Dorman,  chair- 
man of  the  Workmen’s  Compensation  Committee, 
to  discuss  inequities  in  the  fee  schedule  for  physia- 
trists. 

“II.  At  a meeting  of  the  Subcommittee  on  Acci- 
dent Prevention  on  October  30,  the  following  motions 
were  passed: 

“1.  That  the  committee  go  on  record  as  approv- 
ing in  principle  the  study  to  be  conducted  on  the 
New  York  State  Thruway,  commencing  January  1, 
1957,  by  the  Cornell  University  Medical  College 


Automotive  Crash  Injury  Research  Division  in  con- 
junction with  the  State  Health  Department,  the 
State  Police,  and  the  State  Thruway  Authority. 

“2.  That  an  appointment  be  arranged  with  the 
Attorney  General  of  the  State  to  meet  representa- 
tives of  the  State  Society,  the  State  Department  of 
Health,  and  the  Cornell  group  in  order  to  procure 
from  him  an  opinion  as  to  the  legal  status  of  physi- 
cians making  statements  as  to  the  liability  of  drivers 
involved  in  accidents. 

“3.  That  Drs.  Wortis,  Brandaleone,  Anderton, 
and  Curphey  approach  certain  foundations  to  solicit 
$15,000  to  cover  estimated  expenses  of  meetings  and 
of  hiring  personnel  to  collate  material  in  setting  up 
the  criteria  requested  by  the  Commissioner  of  Motor 
Vehicles  in  determining  the  eligibility  of  applicants 
for  operators’  licenses. 

“It  was  agreed  that  each  area  of  disability  would 
have  to  be  studied  separately  and  that  the  next 
meeting  would  deal  with  visual  defects. 

“The  next  item,  Mr.  President,  is  a report  that 
Dr.  Redway  has  asked  me  to  submit  to  the  Council 
on  the  question  of  the  Audio-Video  Recording  Com- 
pany. I shall  read: 

In  1955  a contract  was  negotiated  between  the 
Audio-Video  Recording  Company  and  the  Medical 
Society  of  the  State  of  New  York,  after  approval  by 
legal  counsel,  in  which  the  company  undertook  to  do 
such  recording  for  the  Medical  Society  of  the  State  of 
New  York  as  might  be  necessary  to  preserve  talks, 
seminars,  panels,  and  discussions  on  tape,  the  re- 
sponsibility for  which  was  vested  in  Dr.  Theodore  J. 
Curphey  and  Dr.  Laurance  D.  Redway,  editor  of  the 
New  York  State  Journal,  for  the  State  Society, 
and  Dr.  Miller  McClintock  for  the  Audio-Video  Re- 
cording Company.  The  contract  provided  that  there 
should  be  no  expense  involved  for  the  Society  and  that 
the  recording  company  have  the  privilege  of  offering 
for  sale  to  the  doctors  such  tapes  on  various  topics 
for  which  there  might  be  a market.  The  contract  pro- 
vided, further,  that  the  recording  company  should 
pay  to  the  Society  a royalty  on  such  tape  as  was  sold 
under  the  stated  circumstances.  The  contract  pro- 
vided further  that  it  might  be  cancelled  upon  due 
notice  by  either  the  Society  or  the  company  for  cause. 

The  company  did  in  fact  pay  to  the  Society  a small 
royalty  payment  and  did  in  fact  carry  out  its  end  of 
the  agreement  satisfactorily  and  promptly  until  the 
company  was  sold  in  1956  and  removed  from  New 
York  City.  Cancellation  of  the  contract  was  re- 
quested prior  to  the  sale  of  the  company,  and  the 
contract  has  been  cancelled  according  to  my  infor- 
mation. The  quality  of  the  work  and  the  courtesy 
extended  to  Dr.  Curphey  and  myself  and  to  the  Pub- 
lic Relations  Bureau  was  at  all  times  of  the  highest 
order. 

It  is  regrettable  that  the  experimental  work  could 
not  continue,  since  the  Journal  recovered  very 
valuable  material  by  reason  of  it  from  the  Annual 
Meeting,  and  it  was  projected  that  some  of  the  ma- 
terial could  be  used  for  Dr.  Curphey’s  postgraduate 
teaching.  However,  it  is  possible  that  some  future 
arrangement  may  be  possible  on  a somewhat  dif- 
ferent basis  with  Dr.  Miller  McClintock  if  he  sets  up 
a new  recording  studio.” 

It  was  voted  to  adopt  this  part  of  the  report  and  to 
adopt  the  report  as  a whole. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report:  “Among  the 
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accomplishments  in  the  past  month  were  the  An- 
nual Conference  of  County  Medical  Society  Public 
Relations  Chairmen  and  the  commencement  of  for- 
mal negotiations  with  representatives  of  the  legal 
profession  concerning  a guide  for  cooperation. 

“Although  your  chairman  reported  on  the  con- 
ference in  his  last  supplementary  report,  I should 
like  to  enlarge  on  a few  important  matters.  Among 
the  more  than  50  persons  who  attended  was  Dr.  I. 
Jay  Brightman,  executive  director  of  the  Inter- 
departmental Health  Resources  Board,  New  York 
State,  who  heard  Mr.  Richard  Stalvey  of  the 
American  Medical  Association’s  Bureau  of  Investi- 
gation discuss  ‘What’s  New  in  Chiropractic  Through- 
out the  Nation.’  A mailing  of  his  remarks  is  now 
being  prepared.  The  proceedings  of  the  confer- 
ence were  recorded  on  tape  through  the  courtesy  of 
Dr.  Laurance  D.  Redway,  editor  of  the  New  York 
State  Journal  of  Medicine. 

“Working  in  conjunction  with  the  Council  Com- 
mittee on  Economics  and  the  Bureau  of  Medical 
Care  Insurance,  we  were  instrumental  in  publicizing 
the  new  Medicare  Program  of  the  Federal  govern- 
ment, which  provides  civilian  medical  care  for  de- 
pendents of  military  personnel.  A feature  story 
entitled  ‘State  Society  Working  on  Procedure  for 
New  Medicare  Law’  was  printed  on  the  third  page 
of  the  November  issue  of  Newsletter. 

“Your  chairman  is  happy  to  report  that  our  Sub- 
committee on  Guides  for  Cooperation  met  represent- 
atives of  the  New  York  State  Bar  Association  on 
October  5 at  the  Hotel  Biltmore  in  New  York  City. 
At  this  meeting  representatives  of  the  association  sat 
with  your  subcommittee  and  Mr.  Miebach  to  lay  the 
groundwork  for  a guide  for  cooperation  between  the 
medical  and  legal  professions.  Although  it  was 
anticipated  that  there  might  be  some  difference  of 
opinion,  your  subcommittee  chairman,  Dr.  John  C. 
McClintock,  reports  that  there  was  much  common 
ground  on  which  all  were  able  to  work.  At  present, 
as  a result  of  the  meeting,  it  seems  likely  a satisfac- 
tory guide  will  be  developed  in  the  near  future. 

“Press  releases  announcing  the  holding  of  post- 
graduate lectures  were  sent  to  editors  throughout 
the  State,  particularly  in  the  following  counties: 
Chemung,  Greene,  Jefferson,  Ontario,  Rensselaer, 
Schoharie,  and  Sullivan. 

“The  Bureau  also  assisted  the  Woman’s  Auxiliary 
in  several  phases  of  its  work.  The  Bureau’s  liaison 
representative,  Mr.  Thomas  Walsh,  attended  the 
Fall  Conference  of  County  Presidents  and  Presidents- 
Elect,  where  he  gave  a r6sum6  of  the  American  Medi- 
cal Association’s  1956  Public  Relations  Institute  in 
Chicago. 

“Cooperating  with  the  New  York  State  Journal 
of  Medicine,  the  Bureau  arranged  a series  of  inter- 
esting lectures  concerning  the  Journal  before  the 
Laennec  Conference  of  Fordham  University.  This 
consists  of  premedical  students.  Dr.  Redway, 
Journal  editor,  and  Miss  Alvina  Rich  Lewis,  assist- 
ant to  the  editor,  discussed  ‘Medical  Journalism,’ 
on  Friday,  October  26.  An  audience  of  more  than 
125  was  reported. 

“Among  the  representatives  of  various  information 
media  who  called  on  the  Bureau  for  assistance  during 


the  past  month  were  writers  of  articles  contemplated 
for  the  New  York  Journal- American,  Coronet,  and 
Medical  Economics. 

“The  Bureau  has  continued  assisting  in  starting 
training  courses  for  medical  personnel.  Mr. 
Tracey  aided  the  representative  of  the  Fulton 
County  Medical  Society  in  gathering  materials  for 
preliminary  steps  in  setting  up  a course  in  Glovers- 
ville  in  the  near  future. 

“Under  the  direction  of  your  committee  and  the 
Sesquicentennial  Committee,  the  Bureau  is  working 
on  a new  pamphlet  and  the  setting  up  of  a nontech- 
nical public  Exposition  of  the  History  of  Medicine  in 
the  Empire  State.  The  exposition,  designed  ex- 
pressly for  the  laity,  will  emphasize  ‘Progress  in  the 
Art  of  Medicine  from  Colonial  Times  to  the  Atomic 
Age’  and  will  depict  the  history  of  participating 
groups.  Through  the  efforts  of  Mr.  A.  C.  Schuyler 
and  Dr.  Samuel  Z.  Freedman,  some  25  organizations 
have  been  scheduled  to  take  part.” 

Dr.  Winslow  supplemented  his  report  as  follows: 
“The  Public  Relations  Consultant  of  the  Louisiana 
State  Medical  Society  has  written  our  Public  Rela- 
tions Bureau  asking  to  use  certain  of  our  articles 
against  chiropractors.  Ordinarily,  because  they  are 
doing  the  same  thing  we  are  doing,  fighting  chiro- 
practors, we  would  be  glad  to  agree  to  this.  But 
they  want  to  use  them  without  giving  us  credit. 

“Since  these  pamphlets  are  all  copyrighted,  we 
ought  to  have  action  by  the  Council.  I move  that 
we  give  permission  to  the  Louisiana  State  Medical 
Society  to  use  three  articles,  ‘What  Price  Your  Life,’ 
‘Myth  and  Menance,’  and  ‘Medicine  Men  and  Men 
of  Medicine,’  provided  they  give  us  due  credit.” 

Approval  was  voted. 

It  ivas  voted  to  adopt  the  report  as  a whole. 

Sesquicentennial. — Dr.  Samuel  Z.  Freedman, 
chairman,  stated:  “Just  two  items  about  the  ses- 

quicentennial. First,  I show  you  this  poster  ( indi- 
cating),  which  is  going  all  over  the  State. 

“The  Council  will  recall  a few  months  ago  the 
question  arose  about  engaging  extra  help  for  pub- 
licity. There  are  two  problems  that  arise.  One  is 
the  matter  of  our  proposed  luncheon  on  the  Monday. 
Perhaps  we  will  have  only  the  convocation  without 
the  luncheon. 

“The  other  is  the  matter  of  publicity.  For  that 
purpose  we  thought  perhaps  a publicity  outfit  would 
do  the  job.  We  won’t  go  ahead  if  too  much  money  is 
involved,  but  I discussed  it  with  Dr.  Winslow  and 
Mr.  Miebach,  and  I am  bringing  it  up  here  for  per- 
mission to  engage  outside  publicity  help  if  it  is  within 
reason  as  far  as  money  is  concerned.  We  thought 
perhaps  up  to  $3,000  for  publicity.  We  may  need 
the  help  for  about  five  or  six  weeks  right  after  New 
Year  and  running  through  the  celebration.  I 
thought  I would  bring  this  up,  and  if  it  meets  with 
the  approval  of  the  Council,  I may  go  ahead.  For 
that  I would  ask  your  approval.” 

It  was  voted  that  the  outside  publicity  help  be  held 
to  a limit  of  $3,000  and  that  the  Board  of  Trustees 
be  requested  to  release  that  amount  from  the 
$10,000  allocated  for  the  use  of  the  Sesquicenten- 
nial. 
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Dr.  Freedman  continued:  “The  other  thing  is 
about  the  Monday  luncheon.  It  may  not  be  pos- 
sible. That  does  not  mean  to  say  we  won’t  have 
speakers.  The  convocation  and  the  theme  of 
religion  and  medicine  will  still  go  on.  Dr.  McClin- 
tock  and  I discussed  this  yesterday.  Mr.  Miebach 
correctly  feels  that  the  Bureau  of  Public  and  Profes- 
sional Relations  cannot  handle  it.  So,  if  an  outside 
outfit  can  manage  it  within  reason,  we  will  go 
ahead;  if  not,  I would  like  permission  not  to  have 
that  Monday  luncheon.” 

It  was  voted  that  it  be  left  to  the  discretion  of  the 
chairman  of  the  Sesquicentennial  Committee 
whether  or  not  the  Monday  luncheon  should  be 
held. 

Dr.  Freedman  continued:  “You  see  this  poster 
0 indicating ).  I brought  it  around  for  two  reasons: 
one,  for  you  to  see,  and  the  other  is  because  some 
medical  societies  in  the  Midwest  are  asking  for 
permission  to  use  the  picture.  The  artist  called  me 
up  and  asked  me  whether  we  would  give  permission ; 
in  the  second  place,  could  we  allow  a royalty  to  go  to 
him? 

“I  don’t  know  what  the  legal  aspects  are,  but  we 
will  have  to  say  whether  we  would  allow  the  picture 
to  be  used  by  other  medical  societies.” 

It  was  moved  and  seconded  that  permission  be 
granted  to  other  medical  societies  to  utilize  this  pic- 
ture after  we  have  finished  with  the  celebration  and 
that  royalties  go  to  the  artist. 

In  amendment  of  this  motion,  it  was  moved, 
seconded,  and  carried  to  secure  a copyright  on  the 
picture. 

A further  amendment  provides  that  when  used  by 
anyone  other  than  this  Society,  the  picture  must 
bear  the  legend,  “Used  with  the  Permission  of  the 
Medical  Society  of  the  State  of  New  York.” 

The  motion  as  amended  was  unanimously  carried. 
It  was  voted  that  the  New  York  State  Dental 
Society  be  allowed  to  put  an  exhibit  in  our  public 
display. 

War  Memorial. — Dr.  Walter  W.  Mott,  chairman, 
stated:  “I  am  reporting  up  to  November  5.  There 
has  been  received  in  response  to  our  letters  for  volun- 
tarv  contributions  to  the  War  Memorial  the  sum  of 
$4,198.” 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  reported:  “Your  director  has  sub- 
mitted a large  report  to  the  Commission,  with  which 
we  met  previously  downtown,  and  I believe  that  the 
Moreland  Commissioner  will  want  us  to  meet  him 
again  for  further  clarifications  after  a chance  to 
study  that  report.  Tomorrow  morning  your 
director  and  the  chairman  of  Compensation  are 
meeting  with  the  Rating  Board  on  the  compensation 
fee  schedule  again.  They  have  had  the  fee  schedule 
for  about  a month,  have  been  studying  it,  and  the 
Rating  Board  will  present  comments. 

“A  week  from  tomorrow,  Miss  Angela  Parisi, 
chairman  of  the  Workmen’s  Compensation  Board 
for  the  State  of  New  York,  is  holding  a meeting  at 
the  Sheraton-Astor,  at  which  Dr.  Joseph  O’Gorman 
and  Dr.  Peter  J.  Di  Natale  are  going  to  be  on  panels. 


There  may  be  other  members  from  upstate  who 
have  been  requested  to  serve.  There  are  about 
eight  panels,  and  these  consist  of  one  physician  and 
usually  one  member  of  her  department  and  also, 
very  often,  a lay  individual,  to  discuss  the  rehabilita- 
tion problem  as  it  concerns  workmen’s  compensation 
and  the  question  of  whether  any  changes  will  have 
to  be  made  in  the  legislative  field.” 

Dr.  Kaliski  reported:  “The  new  workmen’s  com- 
pensation fee  schedule  was  submitted  to  specialty 
societies  and  to  every  member  of  the  Council  Com- 
mittee on  Workmen’s  Compensation,  with  requests 
to  confer  with  the  county  medical  societies  and  their 
compensation  committees.  We  feel  that  the  fee 
schedule  Dr.  Dorman  and  I have  submitted  is  a 
compilation  of  work  by  general  practitioners  in 
groups  throughout  the  State.  Furthermore,  the 
Academy  of  General  Practice  has  approved  the  fee 
schedule  which  we  are  submitting  for  general  practi- 
tioners.” 

It  was  voted  to  approve  the  report  as  a whole. 

New  Business 

Appointments. — Dr.  Greenough  stated:  “I  would 
like  to  submit  to  the  Council  the  appointment  of  Dr. 
John  C.  McClintock  and  Dr.  W.  P.  Anderton  to 
serve  with  me  on  the  committee  to  negotiate  a con- 
tract under  Public  Law  569.” 

Approval  was  voted. 

Instructions  to  American  Medical  Association 
Delegates. — Dr.  Ezra  A.  Wolff  stated:  “I  do  not 
know  whether  there  will  be  any  time  for  discussion 
of  instructions  of  the  delegates  to  the  American 
Medical  Association.  You  recall,  on  instruction 
from  this  State  Society,  I introduced  the  resolution 
which  originated  in  Queens  County  that  concerns  a 
proposed  change  in  the  Principles  of  Ethics  of  the 
American  Medical  Association  and  which  has  to  do 
with  the  areas  where  a state  code  or  local  code  was 
more  restrictive  than  the  American  Medical  Associa- 
tion code.  We  were  instructed  to  introduce  and 
push  for  the  passage  of  that  change. 

“There  was  a mixup  last  spring  in  the  proceedings. 
The  reference  committee  to  which  the  matter  was 
referred  reported  adversely,  but  the  adverse  recom- 
mendation was  voted  down  and  no  further  action 
was  taken. 

“I  took  the  liberty  of  writing  to  the  Speaker  of  the 
House  about  two  weeks  ago  and  asked  him  what  the 
status  of  that  resolution  was,  and  I have  a letter 
from  him  informing  me  that  the  action  in  which  the 
vote  was  taken  on  the  proposition  was  taken  improp- 
erly and  that  properly  the  resolution  will  come  up  at 
the  coming  Seattle  meeting.  I ask  now  that  our 
delegation  be  instructed  to  continue  its  support  of 
that  resolution,  Mr.  Chairman.” 

It  was  so  voted. 

Adjournment 

Dr.  Greenough  stated:  “We  have  invited  Dr. 

Louis  Bauer  and  Dr.  Rolf  Schlogell,  of  Germany,  to 
lunch  todav.  Dr.  Schlogell  will  have  something  to 
say.” 
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Adolph  Baer,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 7,  1956,  at  his  home  at  the  age  of  fifty-one.  Dr. 
Baer  was  graduated  from  the  University  of  Maryland 
School  of  Medicine  in  1928.  He  was  an  associate 
attending  physician  at  Kings  County  Hospital  and 
assistant  attending  physician  at  Unity  Hospital, 
both  in  Brooklyn.  A Member  of  the  American 
College  of  Gastroenterology,  Dr.  Baer  belonged  to 
the  Brooklyn  Society  of  Internal  Medicine,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  F.  Bartoli,  M.D.,  of  New  York  City,  died 
suddenly  on  December  10,  1956,  at  the  age  of  fifty- 
eight.  Dr.  Bartoli  was  graduated  from  the  Medical 
College  of  Georgia  in  1926  and  interned  at  Flower 
and  Fifth  Avenue  Hospital.  He  was  associate  at- 
tending surgeon  at  Metropolitan  Hospital  and  as- 
sistant attending  surgeon  at  Flower  and  Fifth 
Avenue  Hospital.  A Fellow  of  the  American  College 
of  Surgeons,  Dr.  Bartoli  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Theron  W.  Bennion,  M.D.,  of  Port  Chester,  died 
on  December  12,  1956,  at  the  age  of  sixty-seven. 
Dr.  Bennion  graduated  from  the  University  of 
Pennsylvania  School  of  Medicine  in  1922  and  had 
practiced  in  Port  Chester  for  the  past  thirty-three 
years.  He  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Frank  Clyde  Carr,  M.D.,  of  Manhasset,  died  on 
December  13,  1956,  at  the  age  of  sixty-nine.  Dr. 
Carr  graduated  from  the  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1913  and  interned 
at  Bellevue  Hospital  and  the  New  York  Eye  and 
Ear  Infirmary.  A retired  physician,  he  was  honor- 
ary aural  surgeon  at  the  New  York  Eye  and  Ear 
Infirmary  and  a Diplomate  of  the  American  Board 
of  Otolaryngology. 

Louis  Copulsky,  M.D.,  of  Brooklyn,  died  on  De- 
cember 14,  1956,  at  the  age  of  forty-six.  Dr.  Copul- 
sky received  his  medical  degree  from  the  University 
of  Berne,  Switzerland,  in  1936  and  during  World 
War  II  served  as  a flight  surgeon  in  the  China- 
Burma-India  Theatre  with  the  rank  of  major.  He 
was  assistant  attending  physician  at  Coney  Island 
Hospital  and  a member  of  the  Kings  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Benno  Flehinger,  M.D.,  of  New  York  City,  died 
on  December  9,  1956,  at  the  age  of  sixty.  Dr. 
Flehinger  received  his  medical  degree  from  the 
University  of  Munich  in  1922.  He  was  adjunct 
otolaryngologist  at  Beth  David  Hospital  and  Beth 
David  Hospital  Outpatient  Department.  Dr. 
Flehinger  was  a member  of  the  Rudolf  Virchow 
Medical  Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Francis  Colquhoun  Goldsborough,  M.D.,  of  Buf- 
falo, died  on  November  8,  1956,  at  his  home  at  the 
age  of  seventy-nine.  Dr.  Goldsborough  graduated 
from  Johns  Hopkins  University  School  of  Medicine 
in  1903  and  interned  at  Johns  Hopkins  Hospital. 
He  came  to  Buffalo  in  1910  and  had  practiced  there 
until  his  recent  retirement.  During  World  War  I 
he  served  as  a captain  in  the  U.S.  Army  Medical 
Corps.  Dr.  Goldsborough  was  professor  emeritus  of 
obstetrics  and  gynecology  at  the  University  of 
Buffalo  School  of  Medicine,  consulting  obstetrician 
at  Buffalo  General  Hospital,  and  chief  consulting 
obstetrician  at  Meyer  Memorial  Hospital.  A 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology  and  a Fellow  of  the  American  College  of 
Surgeons,  Dr.  Goldsborough  was  a member  of  the 
American  Gynecological  Society,  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Hand,  M.D.,  of  New  York  City,  died  on 
December  7,  1956,  at  the  age  of  seventy-eight.  Dr. 
Hand  was  graduated  from  Cornell  University  Medi- 
cal College  in  1900  and  had  practiced  in  Manhattan 
for  fifty-six  years.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Leon  Harris,  M.D.,  of  New  York  City,  died  on 
December  14,  1956,  at  University  Hospital  at  the 
age  of  seventy-one.  Dr.  Harris  graduated  from 
Cornell  University  Medical  College  in  1908  and  also 
received  a degree  in  dentistry  from  New  York  Uni- 
versity. He  had  been  a consultant  in  oral  surgery 
at  Maimonides  Hospital  in  Brooklyn. 

William  Mayer,  M.D.,  of  New  York  City,  died 
suddenly  on  December  11,  1956,  at  the  age  of  sixty- 
nine.  A native  of  Landau,  Germany,  Dr.  Mayer  re- 
ceived his  medical  degree  from  the  University  of 
Munich  in  1912  and  came  to  the  United  States  in 
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1936.  He  was  assistant  attending  neurologist  at 
Presbyterian  Hospital  and  consulting  neuropsychia- 
trist at  the  Central  Suffolk  Hospital  in  Riverhead. 
A Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology,  Dr.  Mayer  was  a member  of  the 
American  Psychiatric  Association,  the  Association 
for  the  Advancement  of  Psychotherapy,  the  Asso- 
ciation for  Research  in  Nervous  and  Mental  Dis- 
eases, the  New  York  Academy  of  Medicine,  the  New 
York  Society  for  Clinical  Psychiatry,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

John  Henry  Ohly,  M.D.,  of  Brooklyn,  died  on 
December  13,  1956,  at  the  age  of  seventy-nine.  Dr. 
Ohly  was  graduated  from  the  Long  Island  College 
Hospital  Medical  School  in  1899.  He  was  senior 
attending  in  ophthalmic  surgery  at  Brooklyn  Eye 
and  Ear  Infirmary,  and  consulting  ophthalmic  sur- 
geon at  ICings  County,  Swedish,  St.  Johns,  Long 
Island  College,  St.  Peters,  Norwegian,  and  Cale- 
donian Hospitals,  all  in  Brooklyn.  A Diplomate  of 
the  American  Board  of  Ophthalmology  and  a 
Fellow  of  the  American  College  of  Surgeons,  Dr, 
Ohly  was  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  American 
Ophthalmologieal  Society,  the  New  York  Ophthal- 
mology Society,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Hollis  Palmer,  M.D.,  of  Garden  City, 
died  on  December  12,  1956.  Dr.  Palmer  was  grad- 
uated from  Cornell  University  Medical  College  in 
1907  and  interned  at  Brooklyn  Hospital.  He  was 
associate  attending  urologist  at  Brooklyn  Hospital 
and  a member  of  the  American  Urological  Associa- 
tion, the  Brooklyn  Urological  Society,  the  New 
York  Society-  of  the  American  Urological  Association, 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

R.  Morris  Philo,  M.D.,  of  New  Haven,  died  on 
July  28,  1956,  at  the  age  of  sixty-eight.  Dr.  Philo 
was  graduated  from  Syracuse  University  College  of 
Medicine  in  1913.  He  was  a member  of  the  Syra- 
cuse Academy  of  Medicine. 

John  Wayland  Rayhill,  M.D.,  of  Utica,  died  on 
August  8,  1956.  Dr.  Rayhill  was  graduated  from 
Long  Island  College  Hospital  Medical  School  in  1906 


and  had  been  anesthetist  at  Faxton  and  Utica 
General  Hospitals. 

Paul  Spizzi,  M.D.,  of  Sunmount,  died  on  Novem- 
ber 13,  1956,  at  his  home  at  the  age  of  fifty-six. 
Dr.  Spizzi,  a native  of  Trieste,  Italy,  received  his 
medical  degree  from  the  University  of  Florence  in 
1924.  He  had  been  on  the  staff  of  the  Veterans 
Administration  Hospital  at  Sunmount  since  1949. 
Dr.  Spizzi  was  a member  of  the  Franklin  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

William  Alfred  Strauss,  M.D.,  of  Peekskill,  died 
on  December  13,  1956,  at  the  age  of  forty-six.  Dr. 
Strauss  received  his  medical  degree  from  the  Uni- 
versity of  Hamburg  in  1936.  He  was  a member  of 
the  Westchester  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Edward  Coddington  Titus,  M.D.,  of  New  York 
City,  died  on  December  14,  1956,  at  his  home  at  the 
age  of  ninety-three.  Dr.  Titus,  who  was  bom  and 
lived  all  his  life  in  Greenwich  Village,  graduated 
from  New  York  University  Medical  College  in  1884 
and  practiced  until  his  retirement  in  1955,  when  he 
was  one  of  the  oldest  active  physicians  in  the 
United  States.  Known  for  his  original  research  in 
the  field  of  x-ray  therapy,  Dr.  Titus  in  1939  re- 
ceived a gold  key  from  the  American  Congress  of 
Physical  Therapy  for  his  work.  Dr.  Titus  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Walter  Weil,  M.D.,  of  New  York  City,  died  on 
December  12,  1956,  at  Jewish  Memorial  Hospital,  at 
the  age  of  sixty-three.  Dr.  Weil,  a native  of  Ger- 
many, received  his  medical  degree  from  the  Uni- 
versity of  Munich  in  1920.  He  was  clinical  assistant 
attending  physician  at  Sydenham  Hospital.  Dr. 
Weil  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Helen  Brown  Wolcott,  M.D.,  of  Rome,  died  on 
December  9,  1956,  at  the  age  of  eighty-nine.  Dr. 
Wolcott  received  her  medical  degree  from  the  Uni- 
versity of  Minnesota  in  1895  and  was  retired  senior 
assistant  physician  at  the  Rome  State  School. 
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Infantile  Paralysis  Foundation — The  National 
Foundation  for  Infantile  Paralysis  has  announced 
that  March  1 is  the  deadline  for  submitting  applica- 
tions for  postdoctoral  fellowships.  Applications  sub- 
mitted before  that  date  will  be  considered  by  the 
appropriate  National  Foundation  Fellowship  com- 
mittee in  May. 

Postdoctoral  fellowships  are  available  in  rehabili- 
tation, psychiatry,  orthopedics,  poliomyelitis  man- 
agement, preventive  medicine,  and  for  postdoctoral 
training  in  research  and/or  academic  medicine. 

For  further  information  write  to  the  Division  of 
Professional  Education,  National  Foundation  for 
Infantile  Paralysis,  120  Broadway,  New  York  5, 
New  York.  After  March  1,  write  to  301  East  42nd 
Street,  New  York  City. 

Jefferson  County  Medical  Society — The  regular 
monthly  meeting  of  the  Jefferson  County  Medical 
Society  was  held  on  December  18  at  the  Black  River 
Valley  Club  in  Watertown.  Dr.  William  W.  Faloon, 
assistant  professor  of  medicine  at  the  State  Univer- 
sity of  New  York  College  of  Medicine  in  Syracuse, 
spoke  on  “Therapeutic  Management  of  Hepatic 
Cirrhosis.” 

Association  for  Research  in  Nervous  and  Mental 
Disease — The  36th  annual  meeting  of  the  Associa- 
tion for  Research  in  Nervous  and  Mental  Disease 
was  held  in  New  York  City  on  December  7 and  8, 
1956.  The  following  officers  were  elected  for  the 
year  1957:  Dr.  Francis  J.  Braceland,  president;  Dr. 
Paul  Hoch,  first  vice-president;  Dr.  Carl  Pfeiffer, 
second  vice-president;  Dr.  Rollo  J.  Masselink,  secre- 
tary-treasurer, Dr.  Lawrence  C.  Kolb,  assistant  sec- 
retary. 

Society  of  Medical  Jurisprudence — At  the  annual 
election  of  officers  of  the  Society  of  Medical  Juris- 
prudence, the  following  officers  were  elected  for  1957 : 
Dr.  George  W.  Slaughter,  New  York  City,  president; 
Dr.  John  Sauer,  New  York  City,  treasurer,  and  Dr. 
Horace  E.  Ayers,  New  York  City,  corresponding 
secretary.  Trustees  for  the  year,  representing  the 


medical  profession,  include  Dr.  Leon  T.  LeWald, 
New  York  City;  Dr.  Theodore  J.  Curphey,  Garden 
City;  Dr.  Howard  J.  Hutter,  Huntington,  and  Dr. 
Milton  Helpern,  New  York  City. 

Resolution  by  Medical  Examiners — The  following 
resolution  was  passed  on  December  8,  1956,  by  the 
Board  of  Medical  Examiners  relating  to  the  retire- 
ment of  Dr.  Ade  T.  Milhorat  as  a member  and 
president  of  the  Board  of  Medical  Examiners. 

“Whereas,  Dr.  Ade  T.  Milhorat  has  been  a mem- 
ber of  the  Board  of  Medical  Examiners  for  the  past 
nine  years,  and 

Whereas,  He  is  retiring  both  as  a Board  mem- 
ber and  as  president  of  the  Board,  having  served  the 
maximum  time  possible,  and 

Whereas,  Dr.  Milhorat  has  rendered  efficient 
and  distinguished  service  to  the  Board  of  Medical 
Examiners  of  the  State  of  New  York,  be  it 

Resolved,  That  the  Board  of  Medical  Examiners 
express  its  lasting  appreciation  for  the  service  Dr. 
Milhorat  has  rendered  to  the  Board,  the  Medical 
Society  of  the  State  of  New  York,  and  to  the  medical 
profession  at  large,  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be  sent  to 
Dr.  Milhorat,  to  the  Assistant  Commissioner  of 
Education,  Mr.  Killough,  and  to  the  Medical  So- 
ciety of  the  State  of  New  York,  and  that  this  resolu- 
tion be  entered  in  the  Minutes  of  the  Board  of 
Medical  Examiners.” 

Psychiatric  Residencies  Available — The  Veterans 
Administration  Hospital  in  Lyons,  New  Jersey,  has 
available  residencies  in  psychiatry  for  a one-  to 
three-year  period  which  are  fully  accredited  by  the 
American  Board  of  Psychiatry  and  Neurology.  The 
training  program  consists  of  lectures,  conferences, 
and  seminars  under  the  direction  of  the  Department 
of  Psychiatry,  New  York  Medical  College,  and  offers 
intensive  training,  both  intramurally  and  through 
rotation  in  special  hospitals  and  clinics  in  the  adja- 
cent area.  There  will  be  a series  of  guest  lecturers 
as  well  as  an  annual  institute  at  the  hospital.  Train- 
ing may  commence  at  any  time. 


Personalities 


Elected 

Dr.  Alfred  E.  Fischer,  associate  attending  pedia- 
trician at  Mount  Sinai  Hospital,  as  president  of  the 
New  York  Diabetes  Association,  Inc..  . .Drs.  Harry 
Ginsberg,  president;  Sidney  Immergut,  vice-presi- 
dent, and  Morris  Robert  Keen,  secretary-treasurer, 
of  the  Brooklyn  Urological  Society.  . .Dr.  Robert  L. 


Levy,  director  of  the  Department  of  Cardiology  at 
Presbyterian  Hospital,  New  York  City,  as  president 
of  the  New  York  Academy  of  Medicine.  .. Drs. 
Samuel  J.  Prigal,  president;  Leoni  N.  Claman, 
president-elect;  Samuel  Bell,  vice-president;  Aaron 
D.  Spielman,  secretary;  Joseph  II.  Fries,  treasurer, 

(Continued  on  page  304] 


January  15,  1957 


301 


a highlight  in  therapeutics 


Hydrochloride 
Tetracycline  HCI  Lederle 


*Reg.  U.  S.  Pat.  Off. 


acknowledged  as  competent 


Spontaneously  acknowledged  by  physicians  everywhere  as  an 
outstanding  therapeutic  advance,  repeatedly  confirmed  during  more 
than  three  years  of  clinical  usage,  achromycin*  Tetracycline  ranks 
among  the  foremost  in  its  field  today... judged  on  its  exceptional 
effectiveness  against  a wide  range  of  pathogens,  prompt  control  of 
infections  most  commonly  encountered  in  medical  practice, 
low  incidence  of  side  reactions,  minimal  emergence  of  resistance. 

ACHROMYCIN  is  available  in  21  dosage  forms-each  with  full  tetracycline 
effect— to  meet  the  exacting  requirements  of  modern  medicine. 
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and  Sheppard  Siegal,  assistant  secretary-treasurer, 
of  the  New  York  Allergy  Society.  . .Dr.  William  T. 
Shields,  Jr.,  Troy,  and  Dr.  Maurice  L.  Tainter,  Rens- 
selaer, to  the  Board  of  Trustees  of  Albany  Medical 
College. 

Appointed 

Dr.  Francis  S.  Caliva,  Syracuse,  as  medical  direc- 
tor of  the  Syracuse  Dispensary,  Syracuse.  . .Dr.  K. 
H.  Ronald  Chang,  from  Mt.  Morris  State  Tuberculo- 
sis Hospital,  as  principal  thoracic  surgeon  of  the  J. 
N.  Adam  Memorial  Hospital  in  Perrysburg  . . . Dr. 
Walter  L.  Evans,  White  Plains  and  New  Rochelle, 
as  supervising  tuberculosis  physician  in  the  medical 
service  of  J.  N.  Adam  Memorial  Hospital  . ..  Dr. 
Richard  G.  Gould,  Newburgh,  as  clinical  assistant 
surgeon  at  Memorial  Center  in  New  York  City  and 
clinical  assistant  visiting  surgeon  at  James  Ewing 
Hospital  in  New  York  City... Dr.  Lawrence  I. 
Kaplan,  New  York  City,  as  medical  director  of  the 
Rehabilitation  Service,  Inc.,  Binghamton ...  Dr. 
Daniel  It.  Kaufman,  Flushing,  as  director  of  Flush- 
ing Hospital’s  Urology  Service.  .. Dr.  William  R. 
Stoll,  Newburgh,  to  the  faculty  of  Albany  Medical 
College. 

Speakers 

Dr.  Thomas  P.  Almy,  director  of  the  Second 
Medical  Division  at  Bellevue  Hospital,  New  York 
City,  before  the  Geneva  Academy  of  Medicine  on 
January  21  at  the  Belhurst,  Geneva,  at  8:30  p.m., 
on  “Peptic  Ulcer  and  Gastric  Cancer”. . .Dr.  Jack 
Harnes,  clinical  instructor  in  medicine  at  New 
York  University  College  of  Medicine,  before  the 
Greene  County  Chapter  of  the  Academy  of  General 
Practice  at  the  Greene  County  Medical  Society  on 
January  24  at  8:00  p.m.  in  the  Greene  County 
Memorial  Hospital  in  Catskill,  on  “Hypertension  and 
Hypertensive  Heart  Disease” ...  Dr.  Ralph  F. 
Jacox,  associate  professor  of  medicine  at  the  Uni- 
versity of  Rochester  School  of  Medicine  and  Den- 
tistry, before  the  Jefferson  County  Medical  Society 
on  February  19  at  7 :00  p.m.  at  the  Black  River  Valley 
Club  in  Watertown,  on  “Present  Trends  in  Diagnosis 
and  Therapy  of  Collagen  Disease” . . . Dr.  David 
Lehr,  professor  and  director  of  the  Department  of 
Physiology,  New  York  Medical  College,  before  the 
Greene  County  Medical  Society  and  Greene  County 
Chapter  of  the  Academy  of  General  Practice  on 
May  23,  on  “The  Chemotherapy  of  Acute  Infec- 
tions” . . . Dr.  George  F.  Mahl,  associate  professor  of 
psychology  at  Yale  University  School  of  Medicine, 


Department  of  Psychiatry  and  Mental  Hygiene,  New 
Haven,  Connecticut,  before  the  hospital  staff  of  the 
Veterans  Administration  Hospital  at  Northport,  on 
December  7,  1956,  on  “Linguistic  Manifestations  of 
Anxiety  in  Psychotherapy  Interviews” . . . Dr.  Robert 
McCormack,  associate  professor  in  plastic  surgery  at 
the  University  of  Rochester  School  of  Medicine,  be- 
fore the  Geneva  Academy  of  Medicine  on  February 
18  at  8:30  p.m.  at  the  Belhurst,  in  Geneva,  on  “In- 
juries of  the  Hand”...  Dr.  Ernest  B.  Millard, 
Rochester,  before  the  Greene  County  Medical  So- 
ciety and  Greene  County  Chapter  of  the  Academy  of 
General  Practice  on  March  21  at  8:00  p.m.  in  the 
Greene  County  Memorial  Hospital  in  Catskill,  on 
“The  Treatment  of  the  Average  Diabetic” . . . Dr.  A. 
Renzetti,  chief  of  medical  chest  service  at  Veterans 
Hospital  in  Syracuse,  before  the  Cortland  County 
Medical  Society  on  December  17  at  8: 30  p.m.  at  the 
Cortland  Memorial  Hospital,  on  “The  Treatment  of 
Pulmonary  Emphysema” . . . Dr.  Alan  Austin  Scheer, 
New  York  City,  before  the  Buffalo  Otolaryngological 
Society  on  November  15,  on  “Mobilization  of  the 
Stapes”. ..  Dr.  Roy  M.  Seideman,  Jamaica,  Long 
Island,  before  the  first  winter  meeting  of  the  Ameri- 
can Nuclear  Society  on  December  11  in  Washington, 
D.C.,  on  “Photographic  Measurement  of  Radiation 
Quality  and  Quantity:  An  Improved  Film-Monitor- 
ing Technic  for  the  Evaluation  of  Exposure  to  Radia- 
tion” . . . Dr.  William  R.  Sweeney,  assistant  professor 
of  obstetrics  and  gynecology  at  Cornell  University 
Medical  College,  before  the  South  Side  Clinical 
Society  on  December  19  in  Bay  Shore,  on  “Office 
Gynecology.” 

Ne tv  Offices 

Dr.  Marc  Eckstein,  Poughkeepsie,  practice  of 
heart  and  vascular  diseases  in  Beacon.  . Dr.  Albert 
Schweich,  practice  of  internal  medicine  in  Ardsley . . . 
Dr.  John  K.  Quinlivan,  practice  of  plastic  surgery  in 
Buffalo. 

Honored 

Dr.  Donald  S.  Childs,  radiologist  from  Syracuse, 
with  an  engraved  silver  tray  in  honor  of  his  twenty- 
five  years  of  service  as  secretary  of  the  Radiological 
Society  of  North  America.  .. Dr.  Julius  Lempert, 
surgical  director  of  Lempert  Institute  of  Otology, 
New  York  City,  with  a Modern  Medicine  award  for 
“clinical  investigations  leading  to  relief  of  deafness 
and  to  the  advancement  of  otology” . . . Dr.  Harry  E. 
Ungerleider,  director  of  the  Bureau  of  Medical  Re- 
search of  the  Equitable  Life  Assurance  Society,  New 
York  City,  with  an  award  of  merit  from  the  Ameri- 
can Heart  Association. 


Medical  Society  of  the  State  of  New  York 

SESQUICENTENNIAL  MEETING 

February  18  to  21,  1957  Neiv  York  City 
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Doctor,  would  it  be  helpful  to  you  in  your 

practice  to  know  that  there  is  a food  avail- 
able at  reasonable  prices  in  the  stores  the 


year  round  having  these  attributes : 


1.  One  of  the  best  “protective”  foods  with  a 
well-rounded  supply  of  vitamins  and  minerals. 

2.  Low  sodium — very  little  fat — no  cholesterol. 

3.  One  of  the  first  solid  foods  fed  babies. 

4.  Useful  in  bland  and  low-residue  diets. 

5.  Mildly  laxative. 

6.  May  be  used  in  the  management  of  both 
diarrhea  and  constipation. 

7.  Can  be  used  in  reducing  diets. 

8.  Can  be  used  in  high-calorie  diets. 

9.  Useful  in  the  dietary  management  of  celiac 
disease. 

10.  Useful  in  the  dietary  management  of  idio- 
pathic non-tropical  sprue. 

11.  Useful  in  the  management  of  diabetic  diets. 

12.  Valuable  in  many  allergy  diets. 

13.  A protein  sparer. 

14.  Favorably  influences  mineral  balance. 

15.  Useful  in  the  management  of  ulcer  diets. 

FOR  THE  NAME  OF  THIS  FOOD,  PLEASE  TURN  THE  PAGE 
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The  answer  is 

BANANAS 

If  you  would  like 


1.  The  authority  for  any  of  the  statements 

made  on  the  preceding  page  . . . 

2.  Additional  information  in  connection 

with  any  of  them  . . . 

3.  The  composition  of  the  banana  . . . 

4.  The  nutritional  story  of  the  banana  . . . 

5.  Information  on  various  ways  to  prepare 

or  serve  bananas. 

Please  feel  free  to  write  to 

Director,  Chemical  and  Nutrition  Research 
United  Fruit  Company 

PIER  3,  NORTH  RIVER,  NEW  YORK  6,  N.  v. 


MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  1:  Because  you  can  be  sued  for  malpractice,  regardless  of  the  nature 

of  your  practice  or  the  exlent  of  your  precautions.  When  this  fact  is  recognized,  you 
will  understand  why  only  the  best  insurance  and  defense  obtainable  is  adequate  for 
your  protection.  This  is  the  Group  Plan  of  the  State  Medical  Society. 

* Carried  by  the  Employers  Mutual  Insurance  Company 

HARRY  F.  WANVIG 

Indemnity  Representative 

2 PARK  AVENUE,  NEW  YORK  16,  N.  Y.  Telephone:  MUrray  Hill  4-3211 

fflebtcal  il>octctp  of  tfjc  i§>tate  of  Jateto  gorfe 
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each  dose  is  fresh 


. . . for  complete  potency 

* 


VITAMINS  LEDERLE 


B COMPLEX  + C 

I Separate  packaging  of  dry  vitamins  and  diluent  (mixed  immedi- 
i ately  before  injection)  assure  controlled  dosage.  The  folic  acid 
solution  is  specially  prepared  to  preserve  full  potency  and  to  serve 
for  quick  solution  of  the  dried  vitamins,  folbesyn  may  be  con- 
veniently added  to  standard  intravenous  solutions. 

Dosage:  2 cc.  daily. 


Each  2 cc.  dose  contains: 


Thiamine  HC1  (Bi)  10  mg. 

Riboflavin  (Bj)  10  mg. 

Niacinamide  50  mg. 

Pyridoxine  HCI  (Bo)  5 mg. 

Sodium  Pantothenate  10  mg. 

Ascorbic  Acid  (C)  300  mg. 

Folic  Acid  3 mg. 

Vitamin  B12  15  mcgm. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  N.  Y. 

♦ REG.  U.  S.  PAT.  OFF. 


When  fats  upset  digestion,  it's  time  to  step  up  the  flow  of  bile 


Remington*  says:  “Bile  is  essential  for  the  normal 
digestion  of  fats  and  the  absorption  of  fatty  acids. 
The  presence  of  bile  in  the  intestine  is  also  neces- 
sary for  optimal  absorption  of  the  fat-soluble 
vitamins.” 

CHOLOGESTIN  is  a reliable  choleretic  and 
cholagogue.  It  is  highly  effective  because  it 
contains  salicylated  bile  extract  combined 
with  pancreatin  and  sodium  bicarbonate. 

CHOLOGESTIN  is  indicated  for  fat  in- 
tolerance and  other  hepatic  and  biliary 
conditions  where  there  is  a deficient 
flow  of  bile.  Dosage,  1 tablespoonful 
in  cold  water  after  meals. 

TABLOGESTIN,  3 tablets  are 
equivalent  to  1 tablespoonful  of 
Chologestin. 

H.  STRONG  COMPANY  NYS  1 

112  W 42nd  St..  New  York  36.  N.  Y. 

Pleose  send  me  free  sample  of  TABLOGESTIN  together  with  literature  on  CHOLOGESTIN. 
Dr 


Street  . 


State 
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THE  MONTH  IN  WASHINGTON 


A new  venture  in  Federal  medical  care — the  armed 
forces  dependents  medical  care  program — was 
launched  on  schedule  on  December  7,  and  two 
million  dependents  of  servicemen  became  eligible  for 
hospitalization  and  extensive  medical  care. 

The  “medicare”  program,  because  it  is  a pioneer 
effort,  will  be  watched  closely  by  members  of  Con- 
gress, the  armed  services,  and  the  medical  profession. 
Congress  will  be  interested  in  keeping  track  of  the 
cost  of  the  program  as  well  as  the  availability  of 
care. 

The  Defense  Department  has  earmarked  41 
million  dollars  for  the  program  through  next  July  1. 
Thereafter,  it  is  estimated  the  cost  will  run  between 
60  and  70  million  dollars  a year.  When  the  pro- 
gram is  operating  at  its  peak,  as  many  as  800,000 
dependents  not  now  getting  care  at  U.S.  expense 
are  expected  to  be  participating. 

In  all  but  a few  states,  provision  of  medical  care 
outside  military  facilities  is  being  made  under  agree- 
ments signed  between  the  state  medical  societies 
contracting  agent  (generally  Blue  Shield)  and  the 
Army,  which  is  the  executive  agent  for  Defense. 

The  contracts  run  for  seven  months,  and  all  states 
are  expected  to  renegotiate  contracts  prior  to  their 
expiration  next  July  1.  New  contracts  naturally 
would  reflect  the  experience  gained  since  December 
7. 

As  the  vast  new  project  went  into  force,  the  newly 
created  Office  of  Dependents  Medical  Care  (ODMC) 
stressed  that  the  law  intended  that  civilian  medical 
care  under  the  program  should  be  comparable  to 
that  provided  in  armed  services  facilities.  Partici- 
pating physicians  receive  payment  in  full  from  the 
government  under  a published  schedule  of  allow- 
ances. ODMC  said  this  means  that  the  doctor  will 
receive  payment  for  his  usual  charge  or  the  amount 
set  in  the  schedule,  whichever  is  less. 

ODMC  made  these  additional  points: 

1.  In  instances  in  which  the  physician  believes 
that  an  allowance  greater  than  that  prescribed  in  the 
local  schedule  is  justified,  he  should  look  to  the 
government,  rather  than  the  patient,  for  payment. 
Provisions  have  been  made  for  him  to  submit  a 
special  report  to  his  state  medical  society  and  the 
society,  in  turn,  to  the  government. 

2.  Military  dependents  may  submit  as  identifica- 
tion their  post  exchange  card,  the  combined  post  ex- 
change-commissary-military  medical  care  card,  or 
the  standard  military  dependent  identification  card. 

Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


A special  medicare  card  is  being  prepared  and  after 
next  July  1 will  be  the  only  identification  allowed  for 
this  purpose. 

3.  There  are  no  plans  in  Defense  for  authorizing 
payments  for  drugs,  medicinals,  or  other  medical 
supplies,  except  those  furnished  while  hospitalized 
or  those  administered  directly  by  a physician. 

4.  The  claim  form  to  be  used  by  physicians  in 
the  medicare  program  is  called  “Statement  of  Serv- 
ices Provided  by  Civilian  Medical  Sources.” 
ODMC  said  sufficient  supplies  have  been  furnished 
by  all  state  agents. 

5.  The  law  and  implementing  regulations  do  not 
permit  payment  for  any  medical  care,  services,  oi 
hospitalization  prior  to  December  7;  this  includes 
prenatal  care. 

The  broad  outline  of  legislative  proposals  to  come 
from  the  administration  in  the  newly  convened  85th 
Congress  was  first  sketched  by  HEW  Secretary 
Folsom  in  several  appearances  before  newsmen  in 
December.  Among  them  are  (1)  Federal  grants  to 
medical  schools  for  teaching  facilities,  (2)  author- 
ization for  smaller  insurance  companies  to  pool  re- 
sources without  violating  the  antitrust  laws  in  an 
effort  to  encourage  expansion  of  voluntary  health 
insurance,  (3)  increased  attention  to  problems  of 
older  persons,  particularly  in  health  and  adult  edu- 
cation, (4)  continued  expansion  and  improvement  in 
vocational  rehabilitation,  and  (5)  expansion  of  staff 
and  facilities  of  the  Food  and  Drug  Administration. 

Following  President  Eisenhower’s  plea  for  in- 
creased utilization  of  backed  up  stocks  of  Salk  polio- 
myelitis vaccine,  Secretary  Folsom  told  a National 
Press  Club  audience:  "...  we  have  a new  danger — 
the  danger  of  public  apathy.  It  is  ironic  that  in  the 
face  of  such  a dread  disease,  larger  quantities  of  the 
vaccine  are  not  being  used.”  The  President  has 
urged  that  the  vaccine  be  given  to  additional  groups, 
including  young  adults. 

Notes 

A “package”  bill  combining  both  basic  and  major 
medical  expense  insurance  is  being  worked  on  by 
the  Government  for  its  civilian  employes ...  A 
special  advisory  committee  headed  by  Dr.  Russell 
Nelson  of  Johns  Hopkins  Hospital  has  asked  hos- 
pitals to  set  up  pilot  projects  to  see  how  to  revise 
care  given  long-term  patients  in  hospitals  and  also 
to  cut  costs  . . . The  national  illness  and  disability 
survey  voted  by  the  last  Congress  will  be  supervised 
by  Forrest  E.  Linder,  Ph.D.,  former  head  of  social 
statistics  for  the  United  Nations. 
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ointment 


promotes  “early,  clean  and  healthy  healing ” 

• traumatic  and  infectious  wounds 

• burns  (first,  second,  third  degree) 

• abdominal  fistulae  and  wounds 

• pressure  sores  and  ulcers 

• pilonidal  cysts  and  sinuses 

• ano-rectal  wounds  • chest  wounds 


In 


This  confirms  previous  findings  regarding  the 
efficacy  of  soothing,  protective,  non-irritant  Desitin 
Ointment — rich  in  cod  liver  oil — to  accelerate  healing 
in  many  other  skin  conditions  . . . diaper  rash, 
ulcers  (decubitus,  varicose,  diabetic),  etc. 

samples  and  wezu  reprint 1 on  request. 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 

1.  Grayzel,  H.  G.,  and  Schapiro,  S.:  Western  J.  Surgery,  Obstet.  & Gyn.,  Oct.  1956. 
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OPENINGS  FOR  PHYSICIANS 
IN  NEW  YORK  STATE 


GENERAL  PRACTICE 


Allegany  County 

Belfast. — Population  2,500  in  8-  to  10-mile  radius. 
Hospitals  with  immediate  privileges  15  and  20  miles 
distant.  Possible  opening  for  village  health  officer 
and  school  physician.  Contact  Dr.  Dorothy  Grey, 
2 South  Street,  Belfast;  also  Mr.  Percy  Collins, 
Supervisor,  Main  Street,  Belfast. 

Friendship. — Population  2,000  in  6-  or  7-mile 
radius.  Hospitals  with  immediate  privileges  8 and 
12  miles  distant.  Opportunity  for  school  physician. 
Contact  Dr.  E.  S.  Webster,  Friendship  (phone 
Friendship  2101  or  2301). 

Broome  County 

Windsor.— Population  2,000  plus  in  8-mile  radius. 
Hospital  at  Binghamton  15  miles  distant.  Contact 
Dr.  Austin  J.  Stillson,  Windsor. 

Cayuga  County 

Cayuga.— Population  500;  sendee  area  with 
population  2,000  plus.  Two  hospitals  at  Auburn  9 
miles  distant.  Contact  Dr.  Henry  J.  Romano, 
Secretary,  Medical  Society  of  the  County  of  Cayuga, 
Auburn  Memorial  Hospital,  Auburn. 

King  Ferry. — Population  250;  eight  villages  and 
hamlets  within  8 miles  with  population  1,200.  Ad- 
ditional 1,500  in  surrounding  farm  area;  summer 
population  adds  another  1,500  to  2,000.  Radius  of 
2 to  12  miles.  Appointment  as  school  physician 
available.  Town  health  officer  and  insurance 
examiner  position  may  be  available.  House  with 
office  space  for  sale  or  rent.  Three  hospitals  within 
thirty  minutes  at  Auburn  and  Ithaca.  Contact  Mr. 
G.  J.  Cummings,  Box  145,  King  Ferry. 

Chautauqua  County 

Cherry  Creek. — Population  1,000  in  10-mile  plus 
area.  Immediate  privileges  in  hospitals  20  miles 
distant.  Opening  for  town  health  officer  available. 
Contact  Major  Irwin  Millspay,  Cherry  Creek. 

Findley  Lake. — -Population  1,000  in  10-mile  plus 
area.  Immediate  privileges  in  hospitals  25  miles 
distant.  Opening  for  town  health  officer  available. 
Contact  Mr.  Ray  O.  Jones,  Supervisor,  R.D.  #1, 
Sherman. 


Chenango  County 

Afton. — Population  2,047  in  10-  to  15-mile  area. 
Immediate  hospital  privileges  at  Bainbridge  (pri- 
vate) 5V2  miles,  Sidney  12  miles,  and  Binghamton 
22  miles.  Opening  for  town  health  officer.  Contact 
Mr.  C.  Wayland  Guy,  First  National  Bank  of  Afton 
(phone:  office,  Afton  7-2281;  home,  7-1131); 
Supervisor  Ernest  Poole,  R.  D.  Nineveh  (phone: 
office,  Afton  7-1071;  home,  Harpursville  5-2775); 
Mayor  Alden  A.  Mudge,  Jr.  (phone:  office,  Afton 
7-2331;  home,  7-2101). 

McDonough. — Population  200;  population  1,000 
within  a radius  of  10  miles.  Hospital  at  Norwich 
18  miles;  Greene  13  miles;  Binghamton  32  miles. 
Contact  Mr.  J.  J.  Duell,  Town  Supervisor,  Mc- 
Donough. 

Clinton  County 

Altona. — Population  2,000.  Radius  about  15 
miles  including  villages  of  Ellenburg,  Mooers  Forks, 
Sciota,  and  West  Chazy.  Two  hospitals  in  Platts- 
burgh, about  20  miles.  Excelsior  mill  and  milk  plant. 
Private  residence,  rent  free  for  one  year.  Appoint- 
ments as  school  health  officer  and  medical  officer  for 
industries  available.  Contact  Mr.  Halsey  J.  Stark, 
County  Clerk,  Altona. 

Mooers. — Population  500;  population  3,000  to 
5,000  in  12-mile  radius  served.  Hospitals  in  Platts- 
burgh 25  miles.  Position  of  school  physician  avail- 
able, possibly  town  health  officer.  Contact  Mr. 
M.  B.  Stewart,  Mooers,  and  Dr.  Aaron  Davis,  9 
Rugar  Street,  Plattsburgh. 

Cortland  County 

Cincinnatus. — Population  4,500  to  5,000  in  10-  to 
15-mile  area.  Immediate  hospital  privileges  17 
miles  distant.  Openings  for  town  health  officer  and 
for  school  physician  (1957).  Office  and  house 
available.  Gross  income  $28,000.  Contact  Dr. 
G.  R.  Landwehr,  50  Hamscom  Place,  Rockville 
Centre  (phone  Rockville  Centre  6-0985). 

Delaware  County 

Andes. — Population  2,000  within  12-mile  radius. 
School  physician  and  health  officer  positions  avail- 
able. Hospitals  13  miles  distant  at  Delhi  and  Mar- 

[Continued  on  page  312] 
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100%  PURE  COFPEE 


Typical  Sanka  Booth  At  Medical 
Conventions  All  Over  The  Country 


INSTANT  SANKA  COFFEE 


Remember  how  much  you  enjoyed  it? 
You  can  be  sure  your  patients  will,  too! 


"Instant  Sanka  is  real  coffee — delicious 
coffee!”  That's  what  you  said  at  the  medi- 
cal conventions,  when  you  tasted  your  first 
cup  at  the  Instant  Sanka  booth. 

And  how  right  you  are.  Doctor.  Instant 
Sanka  is  not  a coffee  substitute.  It's  100% 
pure  coffee — rich  and  full-bodied.  Only 
the  caffein  has  been  removed.  All  the  sat- 
isfying flavor  is  there  for  you  to  enjoy. 

Why  not  introduce  your  patients  to  sat- 
isfying Instant  Sanka  Coffee?  If  they’re 
sensitive  to  caffein,  they'll  be  delighted  to 
learn  they  don't  have  to  give  up  coffee — 


not  if  they  switch  to  Instant  Sanka  Coffee 
because  Instant  Sanka  is  97%  caffein-free. 


Product  of  General  Foods 
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[Continued  from  page  310] 

garetville.  Contact  Miss  Eleanor  W.  Palmer,  Box 
105,  Andes. 

Franklin. — Population  1,200  in  8-  to  12-mile  area. 
Immediate  privileges  in  hospitals  12  miles  (Oneonta) 
and  14  miles  (Sidney).  Positions  available  as  dis- 
trict health  officer,  town  health  officer,  and  school 
physician  and  in  Scintilla  Division  of  Bendix  Avi- 
ation Corporation  in  Sidney.  Contact  Mr.  Harold 
Hyzer  (phone  Franklin  103R3);  Mr.  Hector 
Howard  (phone  Franklin  102J3);  Mr.  Cecil  Fowl- 
ston  (phone  Franklin  27R3);  Mr.  Charles  D.  Stinard 
(phone  Franklin  104). 

Essex  County 

Au  Sable  Forks. — Population  5,000  in  10-mile 
area.  Hospitals  20  and  27  miles  away.  Compensa- 
tion work  for  large  mill.  Contact  Mr.  James  Rogers, 
Mr.  Andrew  Huntington,  Mr.  Daniel  Manning,  or 
Dr.  Joseph  Scott,  Au  Sable  Forks. 

Essex.— Population  1,000  plus;  about  2,000  in 
summer  in  8-  to  10-mile  radius.  Hospitals  at 
Elizabethtown  and  Mineville  16  miles  and  at 
Plattsburgh  30  miles.  Position  of  town  health 
officer  available  at  $350;  also  post  as  school  physi- 
cian. Contact  Mr.  Leonard  E.  Dempster.  Essex 
(phone  Essex  2-573). 

Jefferson  County 

Cape  Vincent. — Population  1,900  in  15-mile 
radius.  Hospitals  at  Watertown  27  miles  distant 
and  Alexandria  Bay  26  miles  distant,  with  privileges 
after  a few  months.  Appointments  as  town  health 
officer  and  school  physician  available.  Contact  Dr. 
Charles  A.  Prudhon,  Watertown;  also  Mr.  Arthur 
Parker,  Cape  Vincent. 

Ellisburg. — Population  3,000  in  15-mile  radius  in- 
cluding villages  of  Pierrepont  Manor,  Ellisburg,  and 
Mannsville.  Hospitals  at  Watertown  22  miles 
distant  Syracuse  48  miles  distant,  with  immediate 
privileges.  Opportunity  for  school  physician.  Con- 
tact Mr.  F.  M.  Collins,  Mannsville  (phone  Manns- 
ville 751)  or  Mr.  R.  J.  Phillips,  Mannsville  (phone 
Mannsville  162). 

Madison  County 

Georgetown. — Population  800  in  10-mile  area. 
Hospital  at  Hamilton  12  miles  distant  with  privileges 
at  once.  Openings  for  town  health  officer  and  school 
physician.  Contact  Mr.  Edgar  Angelo,  George- 
town (phone  Georgetown  5). 

Madison. — Population  2,500;  area  100  square 
miles;  five  villages.  Doctor  expecting  to  come  by 
the  day.  Hospitals  at  Hamilton  7 miles,  Oneida 
20  miles,  Syracuse  30  miles.  Positions  as  school 
physician  and  town  health  officer  available.  Con- 
tact Dr.  B.  L.  Rockwell,  Oriskany  Falls. 

New  York  County 

New  York  City. — 570  Grand  Street.  Largest  co- 
operative housing  community  in  New  York  City. 
Middle  income  clientele.  No  other  physician  in 


development.  Contact  Mr.  Ralph  Lippman,  East 
River  Housing  Corporation,  570  Grand  Street, 
New  York  City  phone  OR  3-3900). 

Niagara  County 

Rapids. — Population  150  families  in  8-mile  radius. 
Hospitals  in  Buffalo  25  miles  and  Lockport  7 miles. 
Opening  as  examining  physician  for  school  at  $1.00 
per  pupil.  Contact  Mrs.  George  W.  Dietz,  Sr., 
Route  5,  Lockport. 

Oneida  County 

Clayville. — Population  719;  3,800  more  popula- 
tion within  6-mile  radius  in  prosperous  farming  terri- 
tory. Three  industries  in  Clayville  with  525  em- 
ployes. Hospitals  and  laboratory  facilities  in  Utica 
8 miles  distant.  Town  health  officer  position  prob- 
ably available.  Home  and  office  of  former  doctor 
for  sale,  possibly  equipment.  Contact  Mr.  M. 
Donohue,  Real  Estate  Broker,  Sauquoit  (phone 
Utica  7-7383). 

Vienna. — Population  2,175  in  10-mile  radius. 
Hospitals  10  to  16  miles.  Openings  for  town  health 
officer  and  school  physician.  Contact  Mr.  Russell 
Brown,  Sylvan  Beach  (phone  Poplar  2-4785): 
Mrs.  Eileen  Phelps,  Verona  Beach  (phone  Poplar 
2-4637);  Mrs.  Althea  J.  Babcock,  Sylvan  Beach 
(phone  Poplar  2-4617);  Mrs.  Lillian  Sawner,  Sylvan 
Beach  (phone  Poplar  2-4736). 

Onondaga  County 

Lafayette. — Population  about  2,080,  comprising 
also  villages  of  Pompey,  Cardiff,  and  Apulia  Station 
in  10  square  mile  area  rapidly  growing.  Hospital 
at  Syracuse  7 miles.  When  privileges  may  be  ob- 
tained is  undetermined.  Opening  for  town  health 
officer.  Opening  available  for  school  physician. 
Contact  Mrs.  Marion  Leckonby,  c/o  Dr.  Leo  E. 
Gibson,  831  James  Street,  Syracuse  (phone  Syracuse 
9-2849);  Mr.  Charles  Adsitt,  Town  Supervisor 
(phone  OR  7-3107);  Miss  Bernice  Amidon  (phone 
OR  7-7562). 

South  Onondaga. — Population  10,000.  Hospitals 
twenty  to  thirty  minutes  distant.  Positions  of  towm 
health  officer,  $1,500;  school  physician,  $1,100; 
and  physician  to  Indian  reservation  may  be  available 
at  $3,000.  Contact  Mr.  Walter  Wheeler,  R.D.  #1, 
Nedrow  (phone  Syracuse  9-2680). 

Ontario  County 

Hall. — Population  300;  population  2,000  within 
surrounding  prosperous  farming  area.  Midway  be- 
tween Penn  Yan  and  Geneva,  each  about  8 miles 
distant.  Fifty-bed  hospital  at  Penn  Yan;  80-bed 
hospital  at  Geneva.  Rochester  45  miles;  Syracuse 
50  miles.  Contact  Dr.  Ray  E.  Deuel,  Jr.,  508 
Castle  Avenue,  Geneva,  or  Mr.  Joseph  Robson,  Hall. 

Orange  County 

Unionville. — Population  500;  additional  400 
population  within  8-  or  10-mile  radius.  Hospital  at 
Sussex,  New  Jersey,  8 miles;  two  at  Middletown, 
New  York,  13l/j  miles.  Contact  Mr.  A.  R.  Blan- 

[Continued  on  page  314] 
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chard,  Orchard  Street,  Unionville,  or  Mrs.  Julia 
Roche,  Postmistress,  Unionville. 

Warwick. — Population  9,828  in  10-mile  radius. 
Immediate  privileges  in  three  hospitals  10  to  20  miles 
distant.  Contact  Mrs.  A.  R.  Hicks,  30  Oakland 
Avenue  (phone  Warwick  55-4042).  Mrs.  Hicks  has 
large  house  near  schools  on  main  street;  five  and 
one-half  room  apartment  on  second  floor,  five-room 
doctor’s  office  on  first  floor.  Gas  furnace,  four  exits, 
soundproof,  rubber  tile  floor. 

Oswego  County 

Altmar.— Population  2,300  to  3,000  in  8-mile 
radius.  Hospitals  38  miles  away.  Opening  for 
town  health  officer  in  Albion  and  for  school  physician 
in  Altmar  and  Williamstown.  Contact  Mr.  Nor- 
man B.  Spear,  Supervisor,  Town  of  Albion,  Altmar; 
Mr.  Andrew  Ferguson,  Altmar;  or  Mr.  Eric 
Kruepke,  Pulaski,  and  confirm  with  postal  card  to 
Mr.  Andrew  Ferguson,  Secretary,  Altmar  Chamber 
of  Commerce,  Altmar. 

Otsego  County 

Cherry  Valley. — Population  4,000  to  5,000  in  10- 
mile  area.  Hospitals  14  miles  distant.  Opening  for 
district  health  officer  (New  York  State  Department 
of  Health),  town  health  officer,  and  school  physician. 
One  small  woodworking  plant  for  industrial  physi- 
cian. Contact  Mr.  O.  H.  Collett.  Secretary,  Cham- 
ber of  Commerce  (phone  Cherry  Valley  5211); 
Mr.  J.  M.  Shipway,  President,  Chamber  of  Com- 
merce (phone  Cherry  Valley  5761  or  5581). 

Otego. — Population  3,000  in  6-mile  radius.  Fox 
Memorial  Hospital  (95  beds)  at  Oneonta  8 miles; 
Mary  Imogene  Bassett  Hospital  at  Cooperstown  39 
miles;  a 58-bed  hospital  in  Sidney  16  miles.  Posi- 
tions as  local  health  officer  and  school  physician 
available.  Contact  Mr.  Albert  L.  Bonner,  Com- 
mitteeman, Otego  Rotary  Club,  Otego. 

St.  Lawrence  County 

De  Kalb  Junction. — Population  2,500  in  10-mile 
radius.  Hospitals  8 and  18  miles  away  with  almost 
immediate  privileges  for  general  practitioners. 
Possible  openings  as  town  health  officer  and  school 
physician.  Contact  Mr.  Charles  Bush,  Route  1, 
Canton  (phone  Canton  2310) ; Mr.  Floyd  Powell,  De 
Kalb  Junction  (phone  De  Kalb  6-F-13);  Mary  Mar- 
garet Hayes,  De  Kalb  Junction  (phone  De  Kalb 
15-F-21). 

North  Lawrence. — Township  of  Lawrence,  popu- 
lation about  1,625  in  three  villages.  Radius  of  ap- 
proximately 7 miles  east  to  west  and  16  miles  north 
to  south.  Hospitals  at  Massena  18  miles  and  at 
Malone  and  Potsdam  22  miles.  Contact  Mr.  Robert 
E.  Driscoll,  Town  Supervisor,  Lawrence. 

Saratoga  County 

Galway. — Population  2,500  in  6-mile  radius.  Im- 
mediate privileges  in  hospitals  12  miles  away.  Open- 
ings for  town  health  officer  and  school  physician 
available.  Contact  Dr.  Nicholas  Panin  (Tulip 


2-1251);  Mr.  Harry  M.  Hathaway,  Galway  Com- 
munity Men’s  Club,  R.F.D.  4,  Amsterdam. 

Mechanic ville. — Population  8,000  plus.  Hospi- 
tals 10  and  15  miles  distant.  Industrial  positions 
may  be  available.  Contact  Dr.  Claire  K.  Amyot, 
Secretary,  Medical  Society  of  the  County  of  Sara- 
toga. 54  Greenfield  Avenue,  Saratoga  Springs. 

Saratoga  Springs. — Skidmore  College.  Woman 
physician  to  assist  in  the  care  of  1,000  (plus)  stu- 
dents. Infirmary  (21  beds).  Salary  $5,500  with 
summer  off.  Part-time  might  be  considered  along 
with  private  practice.  Contact  Dr.  Claire  K. 
Amyot,  Secretary,  Medical  Society  of  the  County  of 
Saratoga,  54  Greenfield  Avenue,  Saratoga  Springs. 

Waterford.— Population  3,000  plus.  Hospitals 
10  and  15  miles  distant.  Contact  Dr.  Claire  K. 
Amyot,  Secretary,  Medical  Society  of  the  County  of 
Saratoga,  54  Greenfield  Avenue,  Saratoga  Springs. 

Schenectady  County 

Pattersonville. — Population  about  1,300.  Two 
hospitals  at  Schenectady  and  two  hospitals  at  Am- 
sterdam, each  about  7 miles  distant.  Contact  Mr. 
W.  Eriksen,  R.  D.  #1,  Pattersonville  (phone  Tulip 
7-8776). 

Sullivan  County 

Grahamsville. — Population  about  2,500  in  radius 
of  10  or  12  miles,  including  Neversink,  Claryville, 
Sundown,  and  Grahamsville.  Grahamsville  popula- 
tion 300.  Hospitals  at  Ellenville  16  miles;  two  hos- 
pitals at  Monticello  18  miles,  and  two  hospitals  at 
Liberty  14  miles.  Contact  Mr.  Robert  Many, 
Grahamsville  (phone  Grahamsville  2941). 

Mountain  Dale. — Population  600  in  winter,  10,000 
in  summer  in  radius  of  10  miles.  Courtesy  privileges 
probable  within  six  months  in  hospitals  4 to  10  miles 
away.  Contact  Dr.  Deming  S.  Payne,  310  South 
Main  Street,  Liberty. 

Narrowsburg.— Population  2,500  in  12-mile  radius. 
Hospitals  at  Callicoon  15  miles  and  Honesdale, 
Pennsylvania,  15  miles.  Contact  Mr.  Roy  V.  Sul- 
livan, Narrowsburg  (phone  Narrowsburg  56  or  28) 
or  Mr.  Carl  Behling,  Narrowsburg  (phone  Narrows- 
burg 107R120). 

Washington  County 

Hartford.— Population  1,308.  Surrounding  terri- 
tory includes  towns  of  Argyle  and  Hebron.  Posts 
as  school  physician  and  town  health  officer  (New 
York  State  Department  of  Health)  will  be  available. 
Possibility  of  bonus  from  town  of  Hartford.  Con- 
tact Mr.  Howard  Hanna,  Town  Clerk,  Hartford. 

Salem. — Population  4,000  in  10-mile  radius.  Im- 
mediate privileges  in  medicine,  obstetrics,  and  minor 
surgery  at  Cambridge  Hospital  12  miles  and  Gran- 
ville 18  miles.  Opening  for  town  health  officer 
covering  Salem,  Hebron,  and  Jackson;  for  school 
physician  in  Salem;  also  for  physician  for  Wash- 

[Continued  on  page  316] 
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a new  approach  to  wound  healing../'1 


Panafil 


ointment 


CRystan) 


company  * MOUNT  VERNON,  N.Y 


debrides  necrotic  tissue 
keeps  wound  clean 
promotes  normal  healing 

Panafil  Ointment  meets  the  need,  in  stubborn,  slow-healing 
wounds,  for  a “...topical  preparation  which... can  both  clean 
out  the  resistant  lesion  and  foster  the  natural  healing  process.”1 
Confirming  this  dual  action  of  Panafil  therapy,  investigators 
characterize  resultant  granulations  as  healthy  and  highly  vas- 
cular, with  subsequent  epithelium  soft  and  pliable.1’2 
Three  ingredients  in  Panafil  Ointment  provide  therapy  safe 
for  continuous  out-patient  use3— yet  effective  in  debilitated  hos- 
pitalized patients:1-2 


PANAFIL  FOR  IMPROVED  ENZYMATIC  THERAPY 


• Papain— efficient  enzymatic  debriding  agent,  harmless  to  nor- 
mal tissue. 

• Urea  — augments  the  cleansing  action  of  papain. 

• Chlorophyll  derivatives— control  inflammation  and  promote 
healthy  granulation. 

Panafil  Ointment  contains  papain  powder  10%,  urea  U.S.R 
10%,  and  water-soluble  chlorophyll  derivatives  N.N.R.  0.5%  in 
a hydrophilic  ointment  base.  Available  in  1-ounce  and  4-ounce 
tubes  on  prescription  only. 

Literature  and  samples  for  clinical  trial  available  on  request. 

(1)  Miller,  E.  W.:  New  York  State  J.  Med.  56: 1446,  1956. 

(2)  Morrison,  J.  E.,  and  Casali,  J.  L.:  Am.  J.  Surg.,  to  be  pub- 
lished. (3)  Games,  A.  L.,  and  Barnard,  R.  D. : Angiology,  in  press. 
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ington  County  jail.  Contact  Dr.  Ward  S.  Jenkins 
(phone  Salem  3202);  Dr.  Gerald  Fincke,  Salem; 
Mr.  Donald  Hanks,  Salem;  Mr.  Julian  Orton, 
Salem;  Mrs.  Catherine  Coutter,  Town  Clerk,  Salem, 
or  Dr.  Newton  Krumdieck,  Cambridge. 

Wayne  County 

Palmyra. — Population  3,800  in  10-  to  15-mile 
radius.  Hospitals  at  Newark  6 miles  and  Canan- 
daigua 14  miles.  Privileges  available  any  time. 


Contact  Mr.  J.  R.  Hagaman,  145  West  Main  Street, 
Palmyra  (phone  Palmyra  235). 

Savannah. — Population  1,500  to  2,000  in  radius 
of  12  to  15  miles.  Hospitals  at  Lyons  12  miles  and 
Auburn  17  miles.  Privileges  may  be  obtained  at 
once.  Positions  of  town  health  officer  and  school 
physician  available  in  Savannah.  Contact  Mrs. 
R.  O.  Jackson,  Savannah,  and  Mr.  Phil  N.  Rose- 
krans,  Administrator,  Lyons  Hospital,  122  Broad 
Street,  Lyons. 


SPECIAL  PRACTICE 


Cattaraugus  County 

General  Surgeon,  Board  Certified ; Valley  Medical 
Group 

Olean. — Population  150,000  in  18-mile  radius. 
Immediate  privileges  in  two  hospitals  in  Olean. 
Opportunity  for  school  physician.  Contact  Dr. 
William  R.  Casey,  126  North  7th  Street,  Olean 
(phone  Olean  2-2182). 

Genesee  County 
Psychiatrist 

Batavia. — Population  20,000.  Immediate  privi- 
leges in  two  hospitals  in  Batavia.  Contact  Dr. 
Tannenberg.  Genesee  Laboratory,  Main  Street, 
Batavia. 

Orange  County 
Psychiatrist 


Central  Valley. — Population  2,500.  Staff  psychia- 
trist for  Falkirk  in  the  Ramapos,  a psychiatric  hos- 
pital. Hospitals  10,  16,  and  20  miles  distant.  Pos- 
sible opening  with  school.  Contact  Dr.  T.  W. 
Neumann,  Jr.,  Physician  in  Charge,  Falkirk  in  the 
Ramapos  Central  Valiev  (phone  Highland  Mills 
2256). 

Nassau  County 
Associate  in  General  Practice 

East  Williston. — Population  50,000  to  75.000  in 
5-mile  radius.  Privileges  may  be  obtained  in  a 
voluntary  hospital  after  one  year,  in  a proprietary 
hospital  immediately,  and  in  a county  hospital  after 
a year’s  membership  in  the  county  medical  society. 
Opening  available  for  school  physician.  Industrial 
openings  generally  available.  Contact  Dr.  S.  Alton 
Dallgaard,  71  East  Williston  Avenue,  East  Williston 
(phone  Pioneer  6-1240). 


MEDICAL  MEETINGS 


Brooklyn  Psychiatric  Society 

The  regular  scientific  dinner  meeting  of  the 
Brooklyn  Psychiatric  Society  will  be  held  on  Thurs- 
day, February  21,  at  8:15  p.m.  in  the  Brooklyn 
State  Hospital  auditorium.  A film  on  “The  Diag- 
nosis of  Childhood  Schizophrenia”  will  be  shown. 
Dr.  Sidney  L.  Green  will  moderate  a panel  discus- 
sion on  childhood  schizophrenia.  The  panel  will 
consist  of  Drs.  Grace  McL.  Abbate,  Abraham  A. 
Fabian,  and  Joseph  Wortis. 

Pan  American  Cancer  Congress 

The  first  Pan  American  Cancer  Cytology  Congress 
will  be  held  in  Miami  Beach,  Florida,  from  April  25 
through  29.  All  physicians  interested  in  cancer 
diagnosis  and  research  are  invited  to  attend. 

Medical  and  scientific  leaders  will  present  a pro- 
gram combining  latest  advances  in  cancer  detection 
by  cytologic  methods,  radioisotopes,  genetics, 
microbiology,  electron  microscopy,  the  biology  of 


cancer,  and  research  in  leukemia. 

Physicians  wishing  to  present  scientific  papers  at 
the  Congress  should  apply  to  the  program  chairman, 
Dr.  Wayne  Rogers,  P.O.  Box  633,  Coral  Gables, 
Florida.  Inquiries  relative  to  scientific  exhibits  or 
movie  presentations  should  be  addressed  to  Dr. 
Homer  L.  Pearson  at  the  same  address. 

Fertility  and  Sterility  Assembly 

The  New  York  Medical  College-Metropolitan 
Medical  Center  has  announced  the  first  American 
postgraduate  assembly  in  fertility  and  sterility,  to 
be  held  in  New  York  City  at  the  College  and  affili- 
ated hospitals  from  May  18  through  31. 

Emphasis  in  the  course  will  be  placed  on  the  clini- 
cal aspects  of  human  infertility  including  recent 
advances  in  diagnosis  and  therapy. 

Information  and  applications  may  be  obtained 
from  Dr.  Ralph  E.  Snyder,  Dean,  New  York  Medi- 
cal College,  1249  Fifth  Avenue,  New  York  29,  New 
York. 
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a true 
cough  specific 
non-narcotic 


R O M I LAR  'Roche' 

For  suppressing  cough,  whatever  the 
cause,  Romiiar  is  at  least  as  effective  as 
codeine.  Yet  it  has  no  general  sedative 
or  respiratory  - depressant  activity,  and 
it’s  remarkably  free  of  side  effects  such 
as  nausea,  constipation,  or  tendency  to 
habit  formation.  Available  as  a 
syrup,  in  tablets,  or  expectorant  mixture 
(with  ammonium  chloride). 


Original  Research  in  Medicine  and  Chemistry 


Romllor®  hydrobromide  — brand  of  dextromethorphan  hydrobromide 
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{The  following  books  were  received  during  the  month  of  November,  1956) 


Diseases  of  the  Breast.  By  C.  D.  Haagensen, 
M.D.  Octavo  of  751  pages.  Illustrated  with  404 
figures  and  25  charts.  Philadelphia,  W.  B.  Saunders 
Company,  1956.  Cloth,  $16. 

Diseases  of  the  Heart.  By  Charles  K.  Fried- 
berg,  M.D.  Second  edition.  Quarto  of  1,161 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1956.  Cloth.  $18. 

Clinical  Pathology.  Application  and  Interpreta- 
tion. By  Beniamin  B.  Wells,  M.D.  Second  edition. 
Octavo  of  488  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1956.  Cloth,  $8.50. 

Clinical  Unipolar  Electrocardiography.  By  Ber- 
nard S.  Lipman,  M.D.,  and  Edward  Massie,  M.D. 
Third  edition.  Octavo  of  397  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1956.  Cloth, 
$7.50. 

Handbook  of  Pediatric  Medical  Emergencies. 

By  Adolph  G.  DeSanctis,  M.D.  With  the  collabora- 
tion of  Charles  Varga,  M.D.,  and  ten  contributors. 
Second  edition.  Octavo  of  389  pages  and  73  illus- 
trations. St.  Louis,  The  C.  V.  Mosby  Company, 
1956.  Cloth,  $6.25. 

Pre  and  Postoperative  Care  in  the  Pediatric 
Surgical  Patient.  Edited  by  William  B.  Kiese- 
wetter,  M.D.  Duodecimo  of  347  pages,  illustrated. 
Chicago,  The  Year  Book  Publishers,  1956.  Cloth, 
$7.00. 

The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1956.  Index  1954- 
1956.  Octavo.  Illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1956.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $18  net;  paper,  $15 
net. 

New  York  State  Workmen’s  Compensation  Law 
and  Rules  and  Regulations  Promulgated  There- 
under. July,  1955.  Octavo  of  414  pages.  New 
York  State  Workmen’s  Compensation  Board,  [1955]. 

New  York  State  Workmen’s  Compensation  Law. 
Rules  and  Regulations  Promulgated  Thereunder. 
Volunteer  Firemen’s  Benefit  Law.  Pertinent  Pro- 
visions of  the  General  Municipal  Law  and  Mental 
Hygiene  Law.  1956  Supplement.  Octavo  of  83 
pages.  New  York  State  Workmen’s  Compensation 
Board,  [1956]. 

Five  Hundred  over  Sixty.  A Community  Survey 
on  Aging.  By  Bernard  Kutner  and  David  Fanshel, 
Alice  M.  Togo,  and  Thomas  S.  Langner.  Octavo 
of  345  pages.  New  York,  Russell  Sage  Foundation, 
1956.  Cloth,  $4.00. 


Training  of  the  Lower  Extremity  Amputee.  By 

Donald  Kerr,  B.B.A.,  and  Signe  Brunnstrom,  M.A. 
Octavo  of  272  pages,  illustrated.  Springfield,  111., 
Charles  C.  Thomas,  1956.  Cloth,  $6.50. 

Symposium  on  Vitamin  Metabolism.  Proceed- 
ings of  a Symposium  held  under  the  auspices  of  the 
University  of  Texas  and  The  National  Vitamin 
Foundation,  Incorporated,  New  York  City,  March  6, 
1956.  G.  M.  Brown,  J.  J.  Burns,  I.  C.  Gunsalus, 

L.  M.  Henderson,  et  al.  Quarto  of  118  pages,  illus- 
trated. New  York,  The  National  Vitamin  Founda- 
tion, 1956.  Paper,  $2.50. 

The  Merck  Manual  of  Diagnosis  and  Therapy. 

Editorial  Board,  Charles  E.  Lyght,  M.D.,  Editor, 
William  P.  Boger,  M.D.,  George  A.  Carden,  M.D., 
Augustus  Gibson,  M.D.,  and  Dickinson  W.  Richards, 

M. D.  Duodecimo  of  1.870  pages,  illustrated.  Rah- 
way, N.  J., Merck  & Co.,  1956.  Cloth,  $6.75. 

1955-56  Annual  Report  of  the  John  and  Mary  R. 
Markle  Foundation.  Octavo  of  79  pages.  New 
York,  The  Foundation,  1956. 

Manual  of  Recovery  Room  Care.  By  Members  of 
the  Department  of  Surgery,  The  New  York  Hospital- 
Cornell  Medical  Center.  Edited  by  John  M.  Beal, 
M.D.  Octavo  of  109  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1956.  Cloth, 
$3.75. 

Symposium.  The  Management  of  Tuberculosis. 

Irving  J.  Selikoff,  M.D.,  Editor.  Leon  M.  Arnold, 
M.D.,  Arthur  H.  Aufses,  M.D.,  Mortimer  E.  Bader, 
M.D.,  Richard  A.  Bader,  M.D.  et  al,  contributors. 
Quarto  of  646  pages,  illustrated.  Baltimore, 
Waverly  Press,  1956.  Cloth,  $5.00.  (Copyright 
as  the  July-August  issue  of  The  Journal  of  the  Mt. 
Sinai  Hospital) 

Physiology  of  the  Ocular  and  Cerebrospinal  Fluids. 

By  Hugh  Davson,  D.Sc.  (Lond.)  Quarto  of  388 
pages,  illustrated.  Boston,  Little,  Brown  & Co., 
1956.  Cloth,  $14. 

The  Person  Behind  the  Disease.  By  Julius 

Bauer,  M.D.  Octavo  of  136  pages,  illustrated. 
New  York,  Grune  & Stratton,  1956.  Cloth,  $3.50. 

The  Happy  Life  of  a Doctor.  By  Roger  I.  Lee, 
M.D.  Octavo  of  278  pages,  illustrated.  Boston, 
Little,  Brown  & Co.,  1956.  Cloth,  $4.00. 

Ciba  Foundation  Symposium  on  Bone  Structure 
and  Metabolism.  Editors  for  the  Ciba  Foundation, 
G.  E.  W.  Wolstenholme,  M.B.,  and  Cecilia  M. 
O’Connor,  B.Sc.  Octavo  of  299  pages.  121  illus- 
[Continued  on  page  320] 


318 


New  York  State  J.  Med. 


PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy 


maintenance  regimen  may  keep  patients 
lesion-free. 

COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas:  Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 

©Copyright  li)o6  Spilt  & Co. 


LIPAN 

Spirt  & Co.,  Inc. 


WATEUBURr.  CONN. 


HORLICKS 

CORPORATION 

Pharmaceutical  Division 
RACINE,  WISCONSIN 


Nulacin 

A recent  clinical  study*  of  46  ambulatory  non- 
hospital patients  treated  with  Nulacinf  and 
followed  up  to  15  months  describes  the  value  of 
ambulatory  continuous  drip  therapy  by  this 
method.  Total  relief  of  symptoms  was  afforded 
to  44  of  46  patients  with  duodenal  ulcer,  gastric 
ulcer  and  hypertrophic  gastritis. 

The  delicately  flavored  tablets  dissolve 
slowly  in  the  mouth  (not  to  be  chewed  or  swal- 
lowed). They  are  not  noticeable  and  do  not 
interfere  with  speech. 

Nulacin  tablets  are  supplied  in  tubes  of  25 
at  all  pharmacies.  Physicians  are  invited  to 
send  for  reprints  and  clinical  sample. 

*Steigmann,  F.,  and  Goldberg,  E.:  Ambulatory  Continuous  Drip 
Method  in  the  Treatment  of  Peptic  Ulcer,  Am.  J.  Digest. 

Dis.  22: 67  (Mar.)  1955. 

fMg  trisilicate  3.5  gr.;  Ca  carbonate  2.0  gr.;  Mg  oxide  2.0  gr.; 

Mg  carbonate  0.5  gr. 
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trations.  Boston,  Little,  Brown  & Co.,  1956. 
Cloth,  $8.00. 

Ciba  Foundation  Symposium  on  Paper  Electro- 
phoresis. Editors  for  the  Ciba  Foundation,  G.  E.  W. 
Wolstenholme,  M.B.,  and  Elaine  C.  P.  Millar. 
Octavo  of  224  pages,  illustrated.  74  illustrations. 
Boston,  Little,  Brown  & Co.,  1956.  Cloth,  $6.75. 

Hospital  Patient  Survey.  An  Evaluation  of  the 
Basic  Characteristics,  Medical  Findings,  and  Po- 
tential Disposition  of  the  Patients  in  the  New 
York  Municipal  Hospital  System  with  Special  Refer- 
ence to  the  Problems  of  Chronic  Disease  and 
Custodial  Care.  By  Howard  A.  Rusk,  M.D.,  John 
E.  Silson,  M.D.,  Joseph  Novey,  and  Michael  M. 
Dacso,  M.D.  Quarto  of  146  pages.  New  York, 
Hospital  Patient  Survey,  Goldwater  Memorial 
Hospital,  Welfare  Island,  1956. 

Head  Injuries  in  Workmen’s  Compensation. 
Medical  and  Administrative  Data.  By  Leo  M. 
Davidoff,  M.D.,  and  Benno  Schlesinger,  M.D. 
Octavo  of  244  pages.  New  York,  Commerce  and 
Industry  Association  of  New  York,  1956.  Paper, 
$2.50.  (A  study  prepared  for  The  Workmen’s 
Compensation  Committee) 

How  to  Enjoy  Good  Health.  Edited  by  Cyril 
Solomon,  M.D.,  and  Brooks  Roberts.  Octavo  of 
240  pages.  New  York,  Random  House,  1954, 
1955,  1956.  Cloth,  $3.95. 

St.  Luke’s  Hospital  Bulletin.  Vol.  XVIII,  No.  1. 


Octavo  of  12  pages.  New  York,  The  Hospital, 
Morningside  Heights,  1956. 

Transactions  of  the  Fourth  Conference  on  Ad- 
ministrative Medicine,  October  31,  November  1,  and 
2,  1955,  Princeton,  N.J.  Edited  by  George  S. 
Stevenson,  M.D.  Octavo  of  251  pages,  New  York, 
Josiah  Macy,  Jr.  Foundation,  1956.  Cloth,  $4.25. 

Transactions  of  the  First  Conference  on  Glaucoma 
December  5,  6,  and  7, 1955,  Princeton,  N.J.  Edited 
by  Frank  W.  Newell,  M.D.  Octavo  of  251  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1956.  Cloth,  $4.50. 

Bulletin  of  the  Hospital  for  Joint  Diseases.  Hos- 
pital’s Fiftieth  Anniversary,  November  4,  1906 — 
November  4,  1956.  Volume  XVII,  Number  2, 
October,  1956.  Octavo,  pp.  103-421,  illustrated. 
New  York,  The  Hospital,  1956.  Published  semi- 
annually. Subscription,  $3.00. 

Services  for  Children  with  Vision  and  Eye  Prob- 
lems. A Guide  for  Public  Health  Personnel.  Pre- 
pared jointly  by  the  Committee  on  Child  Health  of 
the  American  Public  Health  Association  and  the 
National  Society  for  the  Prevention  of  Blindness, 
1956.  Octavo  of  112  pages.  New  York,  American 
Public  Health  Association,  1956.  Paper,  $1.50. 

Services  for  Children  with  Hearing  Impairment. 
A Guide  for  Public  Health  Personnel.  Prepared  by 
the  Committee  on  Child  Health  of  the  American 
Public  Health  Association,  1956.  Octavo  of  124 
pages.  New  York,  American  Public  Health  Associa- 
tion, 1956.  Paper,  $1.50. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


Reserve  the  Dates  . . . 

SESQUICENTENNIAL 

MEETING 

Medical  Society  of  the  State  of  New  York 

FEBRUARY  18  TO  21,  1957 

Hotel  Statler 

New  York  City 

320 

New  York  State  J.  Med. 

MitSvjf 


EXPASMUS 
RELIEVES 
TENSION 

Expasmus®  provides  safe,  effective 
clinically  evaluated  therapy  without  the 
disadvantages  of  belladonna,  the 
barbiturates  or  amphetamine. 

Expasmus  relieves  the  tension  associated 
with  muscle  spasm,  pre-menstrual  and 
anxiety  states  . . . relieves  pain  and 
muscle  spasm  in  arthritic  and  rheumatic 
conditions  . . . relieves  low  back  pain. 

A modern,  comprehensive, 
single  prescription  therapy. 

Composition  and  dosage:  Each  Expasmus 
tablet  contains  dibenzyl  succinate, 

125  mg.,  mephenesin,  250  mg.,  salicyl- 
amide,  100  mg.  In  bottles  of  100. 

Average  dose:  Two  tablets  every  four 
hours;  in  resistant  cases,  three  tablets 
four  times  a day. 

On  prescription  only,  samples  on  request. 

MARTIN  H.  SMITH  COMPANY 

131  East  23rd  Street,  New  York  10,  N.  Y. 
Manufacturers  of  ethical  products  for  over  half  a century. 
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‘LANOXIN' 

brand 

DIGOXIN 

formerly  known  as  Digoxin  6B.  W.  & Co/® 

The  new  name  has  been  adopted 
to  make  easier  for  everyone 

the  distinction  between 

Digoxin  and  Digitoxin. 

Now  simply  write:  ^ ^ 

to  provide  the  unchanging  safety  and  predictability  afforded  by  the 
uniform  potency,  uniform  absorption,  brief  latent  period  and  optimum 
rate  of  elimination  of  this  crystalline  glycoside. 

Tablets:  0.25  mg.  (white)  and  0.5  mg.  (green) 

Elixir  Pediatric:  0.05  mg.  in  each  cc. 

Ampuls:  0.5  mg.  in  2 cc. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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NOW  AVAILABLE! 


.*4 


ms- 


PROMPT  RELIEF 

IN  LOW  BACK  PAIN 


With  FLEXIN,  "...17  of  the  20  patients  with 
post-traumatic  muscle  spasm  of  the  low  back  had 
excellent  or  good  responses.  "' 

available:  Tablets,  Engestic  Coated,  pink, 

250  mg.,  bottles  of  36. 

Tablets,  scored,  yellow,  250  mg.,  bottles  of  50. 

1.  Wallace,  S.  L.:  Zoxazolamine  (Flexin)  in  Low 
Back  Disorders,  to  be  published. 

i !U.S.  Patent  Pending 

( ' , TI|  Laboratories,  Inc. 

HPtfSMfjil  Philadelphia  32,  Pa 


(Zoxazolamine,*  McNeil) 


for  normal,  healthy,  comfortable  pregnancies 


14)0  CAPSUlfS 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS 


OF  JANUARY  15,  1957—24,408 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus  . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango. . . . 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston. 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady. 
Schoharie.  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . 

Ulster 

Warren 

Washington.  . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


Thomas  I.  Tyrrell Albany 

Edward  W.  Briggs,  Jr. . . . Wellsville 

George  Schwartz New  York 

Raymond  S.  McKeeby  . Binghamton 
John  A.  Wintermantel . ...  .Olean 

Stephen  J.  Karpinski Auburn 

Robert  R.  Northrup.  . Westfield 

Earle  G.  Ridall Elmira 

Hugh  D.  Black . Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett . Hancock 

Neil  C.  Stone Poughkeepsie 

Matthew  J.  Callanan Buffalo 

Albert  L.  Hayes Willsboro 

Philip  W.  Gorman.  Fort  Covington 

Albert  Goodwin Gloversville 

Paul  C.  Jenks LeRoy 

Alfred  O.  Persons Lexington 

Hans  A.  Kotrnetz Herkimer 

Thomas  N.  Sickels Watertown 

Aaron  Kottler Brooklyn 

Earle  E.  Barnes,  Jr Lowville 

Laverne  G.  Wagner.  Dansville 

Willis  E.  Hammond Earlville 

Lynn  Rumbold Rochester 

Andrew  A.  Casano . Amsterdam 

Paul  H.  Sullivan Great  Neck 

Samuel  Z.  Freedman.  . . . New  York 
Charles  M.  Dake,  Jr.  Niagara  Falls 

Keith  B.  Preston . .Utica 

Charles  A.  Gwynn.  . Syracuse 

William  W.  Carty Geneva 

Robert  J.  Hewson Monroe 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip.  . Oswego 

Rudolph  F.  Hust.  . Unadilla 

Matthew  H.  Jacobs Mahopac 

Albert  H.  Douglas Jamaica 

John  P.  JafiFarian Troy 

Cyril  M.  Levin Staten  Island 

Kurt  B.  Blatt Haverstraw 

Marshall  L.  Stevenson  ....  Potsdam 
R.  E.  Rockwell.  . Saratoga  Springs 

Frank  C.  Furlong Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 

James  J.  Norton Montour  Falls 

Scott  W.  Skinner Seneca  Falls 

John  R.  Kuhl Hammondsport 

Sol  Shlimbaum Bay  Shore 

Morris  A.  Cohn Monticello 

Welton  D.  Brown Nichols 

C.  Douglas  Darling Ithaca 

John  A.  Olivet . Kingston 

John  W.  Canaday  Glens  Falls 

Sigmund  Weiss Hudson  Falls 

Charles  M.  Single Wolcott 

Howard  J.  Dunlap.  New  Rochelle 

R.  T.  Williams Warsaw 

John  L.  Shultz Penn  Van 


William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

Constance  Vitanza Binghamton 

William  F.  Hughes Olean 

Henry  J.  Romano Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  Poughkeepsie 

Rose  M.  Lenahan Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Elmer  W.  Rideout,  Jr.  . Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed.  Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  F.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Raoul  E.  Vezina Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Nanuet 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . Montour  Falls 

Donald  B.  Polan Seneca  Falls 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman . . . Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes.  . . Glens  Falls 

Newton  Krumdieck Cambridge 

Januarius  A.  Perillo Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yran 


Frances  E.  Vosburgh Albany 

Kurt  Zinner Wellsville 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett.  . . Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger. . . .Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . Poughkeepsie 

Kenneth  W.  Bone Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Elmer  W.  Rideout,  Jr.  Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O'Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr. . .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. . Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham  Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  F.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei.  . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder.  . . Massena 

William  H.  Moore . Saratoga  Springs 

Carl  F.  Runge Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  Montour  Falls 

Donald  B.  Polan Seneca  Falls 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman  Fort  Edward 

Januarius  A.  Perillo Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Paul  A.  Burgeson.  . Warsaw 

Paul  C.  Johnson Penn  Van 
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HOW  VAGISEC  LIQUID 

PENETRATES 


RECESSES  OF  VAGINA 
AND  EXPLODES 
TRICHOMONADS 
OFTEN  MISSED 


Too  often  an  ordinarv  trichomonacide  fails  to 
cure  vaginal  trichomoniasis  because  it  has  little 
or  no  effect  on  parasites  that  are  not  on  the  surface.1 
Trichomonads  burrowed  deeply  into  the  roughened 
mucosa  survive  and  set  up  new  foci  of  infection.  In 
fact,  even  a few  hidden  trichomonads  remaining 
after  treatment  can  cause  acute  exacerbations.  With 
Vagisec®  liquid  and  jelly  you  can  overcome  this 
most  troublesome  problem. 

Penetrates  thoroughly  — This  new  and  unique  trich- 
omonacide spreads  out  and  wets  the  entire  vaginal 
surface.  It  rapidly  dissolves  mucinous  materials,  fats 
and  blood  clots.1  It  penetrates  the  cellular  debris  that 
lines  the  vaginal  walls  and  shields  the  parasites, 
reaching  trichomonads  deep  in  their  hiding  places. 
Explodes  trichomonads  — Vagisec  liquid  actually  ex- 
plodes trichomonads  within  15  seconds  after  douche 
contact.2  Two  surface-acting  agents  and  one  chelat- 
ing agent  combine  to  weaken  the  cell  membrane, 
to  remove  the  waxes  and  lipids,  and  to  denature  the 
protein.  With  its  cell  wall  destroyed,  the  parasite  im- 
bibes water,  swells  and  explodes.  All  this  occurs  within 
15  seconds.  Only  scattered  fragments  remain. 

Proves  highly  effective  — With  the  Davis  technique! 
you  can  now  rid  patients  of  “trich,”  even  cases  that 
have  resisted  other  treatment.  Vagisec  liquid  was 
developed  as  “Carlendacide,”  by  Dr.  Carl  Henry 
Davis,  M.D.,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.1  Clinical  trials 
by  more  than  1 50  physicians  show  better  than  90  per 
cent  success.3 

Use  liguid  and  jelly— In  the  Davis  technique,  Vagisec 
liquid  is  used  in  office  therapy.  At  the  same  time, 
liquid  and  jelly  are  prescribed  for  home  use.  They  are 
well  tolerated,  leave  no  messy  discharge  or  stain. 
Office  treatment  — Expose  vagina  with  speculum  and 
wipe  walls  dry  with  cotton  balls.  Then  wash  thor- 
oughly with  a 1:100  dilution  of  Vagisec  liquid.  Re- 
move excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  six  treatments. 

Home  treatment— Patient  douches  with  Vagisec  liquid 
every  night  or  morning  and  then  inserts  Vagisec  jelly. 
Home  treatment  is  continued  through  two  menstrual 
periods,  but  omitted  on  office  treatment  days.  Douch- 
ing contraindicated  in  pregnancy. 


Photomicrograph  oj  section  of 
epithelium  of  normal  vaginal 
mucosa,  enlarged  750  times,  shows 
uneven  surface  where  trichomonads 
bide.  Vagisec  penetrates  surface 
and  explodes  organisms  in 
bard-to-reacb  areas. 


One  course  of  treatment  — “If  the  treatment  has  been 
accomplished  as  directed,”  the  patient  “will  have  no 
flagellates  provided  the  infection  was  limited  to  the 
vaginal  canal ...  A few  women  have  infected  cervical, 
vestibular  or  urethral  glands  and  require  other  types 
of  treatment.”4  Continued  douching  with  Vagisec 
liquid  two  or  three  times  each  week  for  eight  to 
twelve  weeks  helps  prevent  re-infection. 

Prevents  coital  re-infection  — Infected  husbands  are 
“.  . . a potential  source  of  re-infection  in  wives  suc- 
cessfully treated.”5  Prescribe  for  your  patients  the 
protection  afforded  by  Schmid  high  quality  prophylac- 
tics. Specify  the  superior  RAMSES®  rubber  prophy- 
lactic, transparent,  tissue-thin,  yet  strong.  If  there  is 
anxiety  that  rubber  might  dull  sensation,  prescribe 
XXXX  (fourex)  ® prophylactic  skins,  of  natural 
animal  membrane,  pre-moistened. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene  nonyl 
phenol,  Sodium  ethylene  diamine  tetra-acetate,  Sodium  dioctyl 
sulfosuccinate.  In  addition,  Vagisec  jelly  contains  Boric  acid, 
Alcohol  5%  by  weight. 

References:  1.  Davis,  C.  H.,  and  Grand,  C.  G.:  Am.  J. 
Obst.  & Gynec.  68:559  (Aug.)  1954.  2.  Davis,  C.  H.:  J.A.M.A. 
(57:126  (Jan.  8)  1955.  3.  Davis,  C.  H.:  West.  J.  Surg.  63:53 
(Feb.)  1955  . 4.  Davis,  C.  H.  (Ed.) : Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7,  pp. 
23-33.  5.  Lanceley,  F.,  and  McEntegart,  M.  C. : Lancet  1 :668 
(Apr.  4)  1953. 


JULIUS  SCHMID,  inc. 

gynecological  division 
423  West  55th  Street,  New  York  19,  N.  Y. 


Vagisec.  RAMSES  and  XXXX  (fourex)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  App.  for 
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Ethical  Pharmaceuticals 
of  Merit  since  1878 


Codeine  phosphate 


? COUGH 
medications 
that  not  only 
ARE  better 
but 

TASTE  better 

Rgbins 


A.  H.  ROBINS  CO.,  INC. 


Richmond  20,  Virginia 


Robitussin  has  V| 

proved  “most 
satisfactory”  in 
markedly  reducing 
the  frequency  and 
severity  of  paroxysms 
of  coughing1-2. . .“signifi- 
cantly superior”  to  other 
standard  expectorants,  both 
in  clinical  improvement 
and  in  patient  acceptance . . . 
“the  effective  cough 
medicine  of  choice.”3 
“Children  and  infants 
seemed  well-pleased  with 
the  palatability.”1 

1.  Blanchard,  K..  and  Ford,  R.  A.: 
•Journal- Lancet  74:443,  1954. 

2.  Blanchard,  K.,  and  Ford  R.  A.: 
Rocky  Mt.  M.  J.  52:278,  1955.  3.  Cass, 
L.  J.,  and  Frederik,  W.  S.:  Am.  Bract. 
& Dig.  Treat.  2:844,  1951. 

In  each  5 cc.— 

Robitussin: 

Glyceryl  guaiacolate  . . 100  m 
Desoxyephedrine  HC1 . 1 m 

Robitussin  A-C: 

Glyceryl  guaiacolate  . . 100  m 
Desoxyephedrine  HC1 . 1 mi 


Robitussin m 
» Robitussin*  A-C 


Robitussin  with  Antihistamine  and  Codeine 


More  than  just  a “toast” 


to  good  health... 


In  the  light  of  recent  research,*  the  traditional  raising  of  a glass  of  good  cheer — "To  Your  Good 
Health" — has  become  more  than  just  a symbol  of  good  fellowship. 

Wine,  one  of  the  most  ancient  of  dietary  beverages,  now  takes  on  added  lustre  as  a natural-source 
therapeutic  adjuvant  in  many  back-to-health  programs. 


Wine  in  Anorexia — In  the  dietetic  management  of  the  post- 
surgical.  convalescent  or  geriatric  patient,  two  to  three  ounces 
of  dry  table  wine  has  been  found  to  stimulate  appetite1-2-3 
and  increase  caloric  intake.4 


JT  ine  for  Gentle  Sedation — Described  as  the  safest  of  all 
sedatives,  wine  can  be  used  to  dispel  the  fears  and 
anxieties  of  old  age  and  of  prolonged  illness.  The 
judicious  use  of  dessert  w ine  at  bedtime  can  often 
induce  normal  sleep  without  the  use  of  drug  medication. 


I T ine  to  Brighten  the  Sick  Tray — In  the  dull  and  often 
unappealing  dietary  regimen  of  many  patients,  a glass 
of  wine  can  frequently  provide  a touch  of  interest  and 
"elegance” — a psychological  boost  of  inestimable 
value — and  for  just  a few-  cents  a day. 


The  Flavorsome  Fine  JT  ines  of  California — The  fine 
wines  of  California  are  delicious,  and  the  variety  is  so 
wide  that  a wine  can  be  found  to  suit  individual  taste. 


*L  ses  of  Wine  in  Medical  Practice,  published  by 
Wine  Advisory  Board,  717  Market  Street, 

San  Francisco,  California. 


1.  Goetzl,  F.R.:  Permanente  Found.  M.  Bull.  5:72  (April)  1950. 

2.  Irvin,  D.L.,  and  Goetzl,  F.R.:  Permanente  Found.  M.  Bull. 
9:119  (Oct.)  1951. 

3.  Irvin,  D.L.;  Durra,  A.,  and  Goetzl,  F.R.:  Am.  J.  Digest.  Dis. 
20:17  (Jan.)  1953. 

4.  Goetzl,  F.R.:  A Note  on  the  Possible  Usefulness  of  Wine  in 
the  Management  of  Anorexia,  unpublished. 
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Knox  “Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


I.  Color-coded  diets  of  1200,  1600  and  1800  calories  are 
lased  on  nutritionally-sound  Food  Exchanges.1 
1.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
>ooklet  as  Choices)  eliminate  calorie  counting  by  patient. 
1.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
he  special  needs  of  the  patient  yet  allow  each  individual 
:onsiderable  latitude  in  the  choice  of  foods. 

1.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
iresented  on  the  last  14  pages  of  each  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
‘Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
he  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


Chas.  B.  Knox  Celatine  Co.,  Inc. 

Professional  Service  Dept.NM21 
Johnstown,  N.  Y. 

Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address 


f . . v 0-  j . 
t * 1#  \ \ \ *,*  y1) 


in 


V 


pyelonephritis  & 
delay  is 
dangerous... 


•U)s 


FURADANT 


ooo 


for  rapid  eradication  of  infection 


In  the  majority  of  112  cases  of  acute,  per- 
sistent or  relapsing  urinary  tract  infections 
“nitrofurantoin  [FURADANTIN]  was  effective 
clinically,  with  a pronounced  improvement, 
indicated  by  the  appearance  of  the  urine  as 
well  as  by  verbal  commendation  by  the  pa- 
tient, within  24  to  36  hours  . . . Some  of  these 
patients  with  seemingly  impossible  cases  were 
cured  of  their  infection.”* 

FURADANTIN  first  because  of  these  advantages: 
a specific  for  urinary  tract  infections  • rapid 
bactericidal  action  • negligible  development 
of  bacterial  resistance  • nontoxic  to  kidneys, 
liver  and  blood-forming  organs. 


AVERAGE  DOSAGE:  ADULTS-four  100  mg.  tab- 
lets daily;  1 tablet  during  each  meal  and  1 on 
retiring,  with  food  or  milk.  In  acute,  uncom- 
plicated infections,  50  mg.  q.i.d.  may  be  pre- 
scribed. If  patient  is  unresponsive  after  2 to 
3 days,  increase  dose  to  100  mg.  q.i.d. 
children— 5 to  7 mg.  per  Kg.  (2.2  to  3.1  mg. 
per  lb.)  per  24  hours. 

SUPPLIED:  Tablets,  50  and  100  mg.  Oral  Sus- 
pension (25  mg.  per  5 cc.  tsp.). 

*Stewarf,  B.  L.,  and  Rowe,  H.  J.:  J.  Am.  M.  Ass.  160:1221,  1956. 

Mm)  EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Nltrofurans  — anew  class  of  antimicrobials  — neither  antibiotics  nor  sulfonamides 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE,  M.D..  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic 
tion  accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


WEST  ####.#. 

W'est  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  it 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


PINEWOOD  JL°0”ifhWEePndern} 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 


TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 
School  254  cli5.47S,373N4  " C 


Licensed  by  the  State  of  New  York 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


MAROC  FOR  "HEAT  RASH" 

Doctor — do  not  plant  mold  and  bacteria  on  infant’s  skin — use 
this  bactericidal  and  fungicidal  powder  of  proven  safety  and 
minimal  toxicity. 

Benzalkonium  Chloride  0.6%  Kaolin  45.0% 

Hezachlorophene  0.5%  Perfume  0.1% 

Magnesium  Carbonate  1.0%  Talc  q.s. 

MAROC  BABY  POWDER 

Maroc  Company  Box  590  Oak  Park,  III. 


BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING ” 
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CLASSIFIED  ADVERTISING 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  gale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33l/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation.  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  H04-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


MOVIES— SLIDES— STEREOS 


KODACHROME  8mm-16mm  MOVIES:  35mm  SLIDES! 
35mm  STEREOS!  World’s  largest  selection — Travel, 
U.S.A.,  National  Parks,  Florida,  Alaska,  Hawaii,  Foreign, 
Wild  Animals,  Adventure,  Varieties.  Show  complete,  or 
add  to  your  own.  Free  catalogs — Please  specify  mm-size. 
Colonial,  247-1,  Swarthmore.  Pa. 


Orthopedic  Surgeon  for  275  bed  accredited  hospital  and 
diagnostic  clinic.  Excellent  salary  and  fine  living  conditions 
in  the  rural  Finger  Lakes  Area.  Address  inquiry  to  Dr. 
B.  A.  Watson.  Superintendent,  Clifton  Springs  Sanitarium 
and  Clinic,  Clifton  Springs,  New  York. 


Excellent  opportunity.  G.P.  in  growing  community.  Pearl 
River,  New  York.  Will  arrange  attractive  financing  for  right 
person.  Contact  Leonard  Schwall,  Rockland  County  Mort- 
gage Co.,  New  City,  Rockland  County,  N.Y.  Ne  4-4631. 


Position  vacancy.  General  Practice  Residency,  two  years, 
Stanislaus  County  Hospital.  Modesto.  California.  400  beds, 
hospital  fully  approved  by  the  Joint  Commission  of  Accred- 
itation; Salary — $500.00  per  month.  Address  communica- 
tions to  Dr.  Allan  A.  Craig,  M.D.,  Stanislaus  County  Hos- 
pital, Modesto,  California. 


Physicians’  Tax  Service 

Specialized  Experience  in  TAX 
and  Financial  Aspects  of 
Medical  Practice 

Physician's  Tax  Service 

17  E.  48  ST.  N.  y.  C.  17  PL  5-1127 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


FOR  RENT 


ATTRACTIVE  OFFICE  SUITE  AVAILABLE  at  good 
location,  564  South  Main  St.,  Hightstown,  N.  J.  Excellent 
opportunity  for  young  Doctor.  Write  or  call  Mrs.  Harry 
Leshin,  564  South  Main  St.  in  Hightstown,  N.  J.  Telephone 
8-1369. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations. 

Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


Electrocardiographic  Interpretation  by  N.  Y.  cardiologist. 
Airmail  service.  Box  539,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Internist’s  office,  completely  set-up,  almost  new  equipment. 
Excellently  located  in  Forest  Hills,  Queens,  N.  Y.  Modest 
Rent,  Lease,  Terms,  if  desired.  Box  537,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Beautiful  colonial  7 rm  home,  adjoining  4 rm  office.  Practice 
established  10  years  in  growing  Nassau  Co.  community. 
Excellent  opportunity.  Leaving  to  specialize.  $35,000 
ED  4-4945.  Box  544,  N.  Y.  St.  Jr.  Med. 


MANHATTAN 


81st  St.,  15  West. — 4 room  Doctor’s  apartment,  ready  for 
immediate  opening  of  practice.  Inquire  on  premises  or  call 
weekdays:  Circle  7-2603. 


POSITION  WANTED 


Intern,  family,  graduate  upstate  N.  Y.  medical  school 
desires  to  associate  with  established  general  practitioner  after 
completion  internship  June  30.  Radius  150  miles  N.  Y.  C. 
Box  549  N.  Y.  State  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time SI. 35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times ... . 1.00 

12  Consecutive  times 90 

24  Consecutive  times ...  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


334 


Rauwidrm 

Each  tablet  contains  5mg.  amphetamine  and  Img.  Rauwiloid' 


A NEW  EXPERIENCE 
IN  MOOD  ELEVATION 

Replaces  despondency  with  equanimity 
. . . without  euphoria . . . without  jitters . . . without 
barbiturate  drag. 

Safe  for  the  hypertensive,  too. 


DOSAGE:  For  mood  elevation,  initially  1 to  2 
tablets  after  breakfast  and  lunch. 


LABORATORIES,  INC.,  Los  Angeles 


FOR  OBESITY  Rauwidrine  curtails  appetite  without 

the  "black  mood"  feeling  of  deprivation. 


WANTED 


Otolaryngologist,  diplomate,  F.A.C.S.,  would  like  to  move 
from  N.Y.C.  if  good  opportunity  is  available.  Hospitals  in 
community.  Would  consider  group  or  partnership  or  buying 
good  practice.  N.  Y.  State  license.  Box  505,  N.  Y.  St.  Jr. 


WANTED 


One,  possibly  two,  certified  internists  to  direct  Department 
of  Internal  Medicine  in  180  bed  industrial  hospital  in  West 
Virginia  city  of  80,000  people.  Excellent  supportive  staff. 
Salary  and  private  practice.  Apply  J.  M.  Emmett,  Chief 
Surgeon,  Chesapeake  and  Ohio  Railway  Company,  Clifton 
Forge,  Va. 


Surgical  assistant,  young  well  trained,  private  surgical  prac- 
tice; to  work  in  operating  room  and  office,  full  time; 
$12,000.  Box  541,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Fully  equipped,  modern  office,  X-ray,  Lab.,  Operating  room, 
Recovery  room.  Ideal  for  Specialists,  choice  location  reason- 
able rent,  established  38  years.  Box  533,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist  certified;  also  trained  diagnostic  radiology  <fc 
qualified  g-i  x-ray;  hardworking,  family  man,  churchgoer; 
desires  association  with  established  individual  or  group. 
Box  515  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


4 room  suite  in  building  with  General  Practitioners  on 
main  thoroughfare  of  Plainview,  Nassau  County.  Suitable 
Eye,  ENT,  Psychiatry  Dermatology.  Wells  1-0403. 


ESTATE  PLANNING 

Specializing  in  Doctors’  Estates  for  29  years.  Free 
Estimate  and  Consultation. 

THE  TRAUB  ESTATE  SERVICE 

225  B'WAY,  N.  Y.  C.  BA  7-3984 


FOR  SALE 

Low  Prices:  Instruments — nose  and  throat,  general  surgi- 

cal. Excellent  condition.  Gas-heated  autoclave  20".  Ra- 
dium 105  mg.  Portable  G-E  X-ray.  George  A.  Moore 
M.D.,  167  Newbury  Street,  Brockton,  Mass. 


Dermatologist,  Board  Eligible,  under  40,  much  experience 
dermatology  and  int.  medicine,  wishes  association,  preferably 
part-time,  with  Dermatologist  or  Group,  NYC  or  Upstate. 
Box  548,  N.  Y.  St.  Jr.  Med. 


Nassau:  Opportunity  for  G.  P.  or  Med.  Spec,  in  Air  Con- 
ditioned building.  Share  waiting  room  with  established 
dentist.  Box  547,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Professional  building  (small)  139  Locust  Hill  Ave.,  corner 
Ashburton  Ave.,  Yonkers,  N.  Y.  Doctors  offices  have  been 
established  there  for  the  last  twelve  (12)  years.  Must  sell 
because  of  ill-health.  Apply:  H.  Allur,  31  Leonard  PL, 

Yonkers,  N.  Y.  Tel.  Beverly  7-8571. 


FOR  SALE 


Available  at  once,  office  and  home,  established  20  year  prac- 
tice, can  make  a living  at  once.  Riverhead,  L.  I.  area, 
open  hospital.  For  any  type  of  specialty  or  general  practice. 
Box  540,  N.  Y.  St.  Jr.  Med. 
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Overeating  is  a bad  habit— 


you  can  help  your  patients 
to  break  it 


Neocurtasal 

AN  EXCELLENT  SALT  REPLACEMENT 

'fiatTte  (dfiw  Q>oduuuiM-)ViM 


Contains  potassium  chloride,  potassium 
glutamate,  glutamic  acid,  calcium  sili- 
cate, potassium  iodide  (0.01  % ) . 

2 oz.  shakers  and  8 oz.  bottles 

Sold  Only  Through  Drugstores. 


TASTES 

LOOKS 

POURS 

USED 


LIKE 

SALT 


Assures 

patient  cooperation 
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Neocurtasal,  trademark  reg.  U.S.  Pat.  Off. 


IVlAlIlum  1 uir: 


BRAND  OF  OLEANDOMYCIN 


a new  antibiotic  to  protect  patients  against  infection  or  superinfection  due  to  resistant  staphylococc  i 
particularly  in  hospitals  where  resistance  is  a problem  and  the  causative  agent  can  be  determine I 


“Of  140  strains  of  Staphylococcus  aureus  isolated  from  patients  [in  children’s  wards],  22  were  found  to  be  . 1 
markedly  resistant  ...  to  erythromycin  and  in  each  instance  the  organism  was  either  quite  sensitive  or  moderate) 
sensitive  to  [Matromycin].”1 


outstandingly  effective  and  well  tolerated  in  oral  dosages 

In  a series  of  children  with  bacterial  pneumonia,  Matromycin  achieved  a “quite  favorable”  therapeutic  effect; 
the  same  hospital,  “thirteen  children  with  possible  Staphylococcus  enteritis  responded  readily  to  [Matromycin]l 
In  all  the  cases,  Matromycin  produced  “no  demonstrable  toxic  effects.”1 

Capsules,  250  TTlg.^  bottles  of  10.  1.  Ross,  S. : Antibiotics  Annual  1955-1956,  New  York,  Medical  Encyclopedia,  Inc.,  1956,  p.  6(|l 

(Pfizen  Pfizer  Laboratories.  Division,  Chas.  Pfizer  <fr  Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Even  stubborn 

trichomoniasis  yields... 
because  Tricofuron 

is  effective 


during  menstruation, 
the  critical  time 
for  therapy. 


TRICOF 


Recurrences  of  trichomoniasis  “are  most  likely 
to  follow  the  menstrual  period.”1 

“Over  and  over  again  today  patients  are  seen 
with  what  is  said  to  be  an  intractable,  treatment- 
resistant  Trichomonas  infestation,  but  history- 
taking  often  reveals  that  such  patients  have  never 
had  treatment  prescribed  during  any  menstrual 
period.”2 

Menstrual  blood  in  the  vagina  “forms  an  ex- 
cellent medium  for  the  rapid  multiplication  of  T. 
vaginalis”3  and  “lowers  the  acidity  of  the  vagina 
and  hence  there  is  a tendency  to  recrudescence 
[of  trichomoniasis]  at  that  time.”4 

Tricofuron  is  powerfully  trichomonacidal 
“even  in  the  presence  of  vaginal  debris  and  men- 
strual blood.”3 


For  44  of  48  patients:  lasting  cure  was  obtained 
with  a single  course  of  Tricofuron  therapy .3 

Vaginal  Suppositories—  for  home  use— each  morn- 
ing and  night  through  one  cycle,  including  the  im- 
portant menstrual  days.  Contain  0.25%  Furoxone® 
(brand  of  furazolidone)  in  a water-miscible  base. 
Box  of  12,  each  sealed  in  green  foil. 

Vaginal  Powder— for  office  use— applied  by  the 
physician  at  least  once  a week,  except  during  men- 
struation. Contains  0.1%  Furoxone  in  an  acidic 
powder  base  of  lactose,  dextrose,  citric  acid  and  a 
silicate.  Bottle  of  30  Gm. 

References:  1.  Bernstine,  J.  B.,  and  Rakoff,  A.  E.:  Vaginal  Infections, 
Infestations  and  Discharges,  New  York,  The  Blakiston  Company,  Inc., 
p.  235.  2.  Overstreet,  E.  W.:  Arizona  M.  10:383,  1953. 
Schwartz,  J.:  Obst.  Gyn.,  N.  Y.  7:312,  1956.  4.  Crossen,  R.  J.: 
Diseases  of  Women,  St.  Louis,  The  C.V.Mosby  Company,  1953,  p.292. 


1953, 

3. 

D 

EATON  LABORATORIES  NORWICH,  NEW  YORK 


Nitrofurans—a  new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
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xes 


oth  mi 


ana 


Jar  the  average 
patient  in 


use 


ft  well  suited  for  prolonged  therapy 

% well  tolerated,  nonaddictive,  essentially  nontoxic 

no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

# chemically  unrelated  to  chlorpromazine  or  reserpine 
# does  not  produce  significant  depression 
% orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications .*  anxiety  and  tension  states,  muscle  spasm. 


Tranquilizer  with  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick,  N.J . 


2-methyl-2-n-propyl-l, 3-propanediol  dicarbamate  — U.S.  Patent  2,72!*,720 


SUPPLIED:  1*00  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 
Literature  and  Samples  Available  on  Request 


THE  MILTOWN  MOLECULE 


C M - 3 707-  R 2 
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/ Simplified  dosage* 

NOW  ( t°  Preven t 

\ Angina  Pectoris 

Metamine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


‘Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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introducing 

VI-CERT 


T.M. 


the  vitamin  INCERT 


LYOPHILIZED  B VITAMINS* 
WITH  C 

IN  UNIQUE  INCERT 
ADDITIVE  VIAL 


Every  day  more  hospitals  are  adopting  the  INCERT 
System!  to  supplement  parenteral  solutions. 
VI-CERT  (B  Vitamins  with  C)  is  now  available  in 
the  unique  INCERT  additive  vial  — the  only 
one-step  sterile  additive  vial  designed 
specifically  for  hospital  use. 

The  INCERT  vial  is  merely  plugged  into 
stopper  of  solution  bottle.  After  vitamins 
are  reconstituted  with  a few  cc.  of  solution 
from  the  bottle,  resulting  mixture  is  pumped 
into  the  bulk  solution ...  sterile  technique 
is  unbroken. 


no  ampules 

no  needles 

no  syringes 

just  a quick 
pumping  action 


also  available  in  INSERT  SYSTEM 

SUCCINYLCHOLINE  CHLORIDE  500  and  1000  mg. 
in  sterile  solution 

POTASSIUM  CHLORIDE  20  and  40  mEq.  in  sterile 
solution 

POTASSIUM  PHOSPHATE  30  mEq.  K+  and 
HP04=  in  sterile  solution 
CALCIUM  LEVULINATE  6.5  mEq.  Ca  + + in  10% 
sterile  solution 

•Contains  Thiamine  HCL  25  mg..  Riboflavin  10  mg..  Niacin- 
amide 100  mg..  Sodium  Pantothenate  20  mg.,  Pyridoxine 
HCL  20  mg.,  Ascorbic  Acid  500  mg.  — in  lyophilized  form. 


fdeveloped  by 


TRAVENOL  LABORATORIES,  INC. 


PHARMACEUTICAL  PRODUCTS  DIVISION  OF  BAXTER  LABORATORIES,  INC  • MORTON  GROVE,  ILLINOIS 
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For  on-the-job  relief  of  sore  throat 


BACITRACIN  ■ TYROTHRICIN  • N EOM  YCIN  ■ BENZOCAIN  E TROCHES 

Sore  throat  patients  want  quick  relief  — and  get  it 
when  you  prescribe  TETRAZETS  troches.  Given 
alone  they  are  effective  against  mixed  bacterial  throat 
infections.  In  severe  Infections  they  are  a useful  ad- 
junct to  systemic  antibiotics.  Individually  wrapped 
and  easily  carried,  each  TETRAZETS  troche  con- 
tains zinc  bacitracin  50  units;  tyrothricin  1 mg.;  neo- 
mycin  sulfate  5 mg.;  anesthetic  benzocalne  5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  INC  PHILADELPHIA  1.  PA. 
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you 

can 

police 

overweight 

patients 


When  dietary  discipline  can’t  be  maintained . 

you  can  safely  assign  revicaps  to  police 
their  appetite. 

Hunger  contractions  as  well  as  subjective 
feelings  of  hunger  are  effectively  diminished 
by  REVICAPS. 

revicaps  combine  all  three  accepted  adjuncts 
to  reducing  diets:  d-amphetamine, 
methylcellulose,  vitamins  and  minerals. 

Include  revicaps  in  the  reducing  regimen 
you  prescribe. 

Available  on  Prescription  Only 

RS  accepted 

reducing 

_ medication 

d - A m p h e t a mi  n e - M e t h y 1 cell  u 1 ose  - V i t a mi  n s and  Minerals 

Dosage:  1 or  2 capsules  Yi  to  1 hour  before  meals. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Albert  W.  Van  Ness,  Vice-Chairman Onondaga 

Michael  J.  Jordan,  Secretary New  York 

Raymond  J.  Pieri,  Delegate Onondaga 


OPHTHALMOLOGY 

James  I.  Farrell,  Chairman Oneida 

Milton  L.  Berliner,  Vice-Chairman New  York 

Donald  E.  Moore,  Secretary Onondaga 

Frank  D.  Carroll,  Delegate New  York 

ORTHOPEDIC  SURGERY 

James  P.  Cole,  Chairman Erie 

Edward  M.  Winant,  Secretary New  York 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Stanley  L.  Edmunds.  Chairman Warren 

Samuel  F.  Kelley,  Vice-Chairman New  York 

Alfred  W.  Doust,  Secretary Onondaga 

R.  Clark  Grove,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

James  R.  Lisa,  Chairman New  York 

Hollis  K.  Russell,  Vice-Chairman  Westchester 

George  K.  Higgins,  Secretary New  York 

Harry  P.  Smith,  Delegate New  York 
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Richard  A.  Downey,  Secretary Erie 
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Ralph  M.  Vincent,  Vice-Chairman Albany 
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(PREDNISOLONE) 


for  physician 

facilitates  inhalational  and  other 
adjunctive  therapy;  far  smaller  dos- 
age than  with  oral  hydrocortisone 
...little  or  no  worry  about  edema, 
sodium  retention,  potassium  loss... 
patient  cooperation  assured 


for  patient 

rapid  relief  of  bronchospasm, 
dyspnea;  permits  effective  cough 
following  bronchodilating  action; 
vital  capacity  and  pulmonary 
function  improved... electrolyte  im- 
balance unlikely. ..hastens  rehabili- 
tation 


buff-colored  tablets  of  1,  2.5  and  5 mg. 

METICORTEIONE.®  brand  of  prednisolone. 


METICORTELON! 

PREDNISOLONE 


and  their  physicians 


benefit  with 


Schering 


GRADATIONS  OF  ANALGESIA 
with  light  sedation 


‘EMPIRAL’® 

Phenobarbital 

gr.  Va 

Acetophenetidin 

gr.  2Vz 

Acetylsalicylic  Acid 

gr.  3 Vz 

‘CODEMPIRAL’®  No.  2(N) 

0 

Codeine  Phosphate 

gr.  Va 

Phenobarbital 

gr.  Va 

Acetophenetidin 

gr.  2Vz 

Acetylsalicylic  Acid 

gr.3Vz 

‘CODEMPIRAL’®  No.  3(N) 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Va 
Acetophenetidin  gr.  2x/2 
Acetylsalicylic  Acid  gr.  3 Vz 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  N.  Y. 


INDEX  TO  ADVERTISERS 


Abbott  Laboratories .376-377 

Ames  Company,  Inc 362 

Armour  Laboratories 352 

Associated  Concentrates  668 

AuRex  Corporation 668 

Ayerst  Laboratories. ..  . 651 

Bilhuber-Knoll  Corp . . . 668 

Birtcher  Corporation 372,  667 

Brigham-HaU  Hospital ’ 669 

Bristol-Myers  Company 641 

Brillium  Metals 670 

Burroughs  Wellcome  & Company  Inc 350,  664 

Cambridge  Instrument  Co 647 

Center  Laboratories,  Inc 364 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover,  354 

Coca  Cola  Co 672 

Dannon  Milk  Products,  Inc 368 

Desitin  Chemical  Co 635 

Dome  Chemicals  Inc 643 

Eastern  School  for  Physicians  Aides . . 669 

Eaton  Laboratories 339 

Foot-So-Port-Shoe  Company 651 

General  Electric  Corp 637 

Good  Health  Seltzer  Assn 666 

Hall- Brooke 669 

Hoff mann-La  Roche  Inc.  . Between  352-353,  655 

Holbrook  Manor 669 

Irwin,  Neisler  & Co 653 


Lakeside  Laboratories  ,Inc 3rd  cover 

Lederle  Laboratories,  Div.  American  Cyanamid  Co. 

347,  357,  374,  651,  662-663 

Thos.  Leeming  & Co.,  Inc 342 

Liebel  Flarsheim  Co 363 

Eli  Lilly  & Company 378 

Louden-Knickerbocker  Hall 669 


Mack  Printing  Co 658 

Mandl  School 669 

S.  E.  Massengill  Company 355,375 

Mead  Johnson  & Company 639,  4th  cover 

Merck  Sharp  & Dohme,  Div.  Merck  & Co. . , Inc. . . 


Parke.  Davis  & Company 373 

Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.,  Inc 


Pinewood 669 

Pitman-Moore  Company 358 

Regan  Furniture  Company 649 

Riker  Laboratories,  Inc 360,  366-367 

A.  H.  Robins  Company,  Inc 660-661 

Sanborn  Company 645 

Saratoga  Spa 668 

Schering  Corporation 349 

Schieffelin  <fe  Co 668 

G.  D.  Searle  & Co 383 

Martin  H.  Smith  & Co 666 

Smith,  Kline  & French  Laboratories 351,  365,  369,  665 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co 657 

Travenol  Laboratories,  Inc 343 

Twin  Elms 669 


Wallace  Laboratories 341 

Warner-Chilcott  Laboratories 384 

Waters  Edge 670 

West  Hill 669 

White  Laboratories,  Inc 370 

Winthrop  Laboratories 337 


Yale  Registry  for  Nurses 670 
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Most  patients  treated  with  'Compazine’ . . . 
"showed  prompt,  marked  improvement  in 
their  emotional  outlook." 

Vischer1  reports  that  37  of  38  patients  treated  with 
‘Compazine’  for  psychoneurotic  symptoms  had 
“marked”  or  “moderate”  relief  “21  patients  were 
totally  free  of  such  symptoms  and  obtained  a better 
response  than  to  any  previous  medication.  Confusion 
and  depression  disappeared  dramatically,  and  primary 
complaints  became  less  important  to  them  as  they 
became  far  more  relaxed,  less  nervous  and  less  tense. 
Many  were  able  to  return  to  work  or  had  renewed 
interest  in  their  surroundings  and  hobbies.” 

i.  Vischer,  T.J  Clinical  Study  of  Proclorperazine,  A New 
Tranquilizer  for  the  Treatment  of  Non-Hospitahzed 
Psychoneurotics,  New  England  J.  Med.,  January,  1957. 

Smith,  Kline  & French  Laboratories , Philadelphia 

Compazine 

a true  tranquilizing  agent  with  minimal  side  effects 


★Trademark  for  proclorperazine,  S.K.F. 


1.  Its  indications  comprise  over  100 
conditions  . . . 

2.  Its  safety  record  is  unparalleled  . . . 

3.  It  has  the  most  extensive  clinical 
and  research  background  of  all 
ACTH  preparations  . . . 

4.  It  counteracts  and  corrects  adrenal 
atrophy  in  the  corticoid-treated 
patient . . . 


Some  Common  Indications 

Calcareous 

Bursitis 

Tenosynovitis 

Dosage 

Dosage 

60- 1 00  Units 

40-80  Units 

doily 

daily 

Relief 

Relief 

Noted  in  hours. 

Usually  within 

especially  in 

24-36 

acute  cases. 

hours. 

HP*ACTHAR?  Gel  is  The  Armour  Lab- 
oratories Brand  of  Purified  Repository 
Corticotropin  (ACTH) 

•Highly  Purified 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANV 
KANKAKEE,  ILLINOIS 


INDEX  TO  ADVERTISED  PRODUCTS 


Achrocidin  (Lederle  Laboratories,  Div.  American  Cyan- 

amid  Co.) 374 

HP  Acthar  (Armour  Laboratories) 352 

Acid  Mantle  (Dome  Chemicals  Inc.) 643 

Allergenic  Extracts  (Center  Laboratories,  Inc.) 364 

Aureomycin  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 662-663 

Azo  Gantrisin  (Hoffmann- La  Roche  Inc.) . .Between  352—353 

Blendtome  (Birtcher  Corporation) 372 

Bufferin  (Bristol-Myers  Company) 641 

Cod  Liver  Oil  Concentrate  Tablets  (White  Laborator- 
ies)   370 

Compazine  (Smith  Kline  A French  Laboratories) 351 

Decholin  (Ames  Co.,  Inc.) 362 

Desitin  Ointment  (Desitin  Chemical  Co.) 635 

Dexamyl  (Smith  Kline  & French  Laboratories) 365 

Dramamine  (G.  D.  Searle  A Co.) 383 

Empiral  (Burroughs  Wellcome  A Company  Inc.) 350 

Empirin  Compound  (Burroughs  Wellcome  & Co.  Inc.)  664 

Entozyme  A.  H.  Robins  Company,  Inc.) 660-661 

Ervthrocin  (Abbott  Laboratories) 376-377 

Expasmus  (Martin  H.  Smith  A Co.) 666 

Gevral  (Lederle  Laboratories,  Div.  American  Cyana- 
mid Co.) 357 

Granulestin  (Associated  Concentrates) 668 

Hydrobalm  (Merck  Sharp  A Dohme,  Div.  Merck  A Co., 

Inc.) 371 

Hydrospray  (Merck  Sharp  A Dohme,  Div.  Merck  A 

Co.,  Inc.) 353 

Hydrozets  (Merck  Sharp  A Dohme.  Div.  Merck  A Co., 

Inc.) 359 

Ilotycin  (Eil  Lilly  A Company) 378 

Livitamin  (S.  E.  Massengill  Co.) 375 

Magnacort  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  A 


Matromycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  A 

Co.) 338 

Medihaler-Phen  (Riker  Laboratories,  Inc.) 366-367 

Metamine  Sustained  (Thos.  Leeming  ACo.,  Inc.) 342 

Metrazol  (Bilhuber-Knoll  Corp.) 668 

Meticortelone  (Schering  Corporation) 349 

Miltown  (Wallace  Laboratories) 341 

Mumps  (Lederle  Laboratories,  Div.  American  Cyana- 
mid Co.) 651 

Mysteclin  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co 657 

Neocurtasal  (Winthrop  Laboratories) 337 

Neohydrin  (Lakeside  Laboratories.  Inc.) 3rd  cover 

Neo-Magnacort  (Pfizer  Laboratories,  Div.  Chas.  Pfizer 

A Co.) 364,  643 

Noludar  (Hoffmann- La  Roche  Inc.) Between  352-353 

Peritrate  (Warner-Chilcott  Laboratories) 384 

Pharmaceuticals  (Parke,  Davis  A Co.) 373 

Premarin  (Ayerst  Laboratories) 651 

Rauwiloid  (Riker  Laboratories,  Inc.) 360 

Revicaps  (Lederle  Laboratories,  Div.  American  Cyana- 
mid Co.) 347 

Romilar  (Hoffmann-La  Roche  Inc.) 655 

Salcort  (S.  E.  Massengill  Company) 355 

Seco-Syantan  (Irwin  Neisler  A Co.) 653 

Serpasil  (Ciba  Pharmaceutical  Products.  Inc.) 354 

Sterane  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  A Co.) . 659 

Sustagen  (Mead  Johnson  A Company) 4th  cover 

Synatan  (Irwin,  Neisler  A Co.) 653 

Tetrazets  (Merck  Sharp  A Dohme,  Div.  Merck  A Co., 


lac.f 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Tricofuron  (Eaton  Laboratories) 339 

Troph-Iron  (Smith,  Kline  A French  Laboratories)  ....  665 

TV  Color  (Smith,  Kline  A French  Laboratories) 369 

Veralba-R  (Pitman-Moore  Company)  358 

Vi-Cert  with  Vitamin  Incert  (Travenol  Laboratories, 

Inc.) 343 

Dietary  Foods 

Pablum  Cereal  (Mead  Johnson  A Company) 639 

Prune  Whip  (Dannon  Milk  Products,  Inc.) 368 

Medical  and  Surgical  Supplies 

Cardioseope  (Cambridge  Instrument  Co.) 647 

L-F  BasalMeter  (Liebel  Flarsheim  Co.) 363 

Foot-So-Port  (Foot-So-Port  Shoe  Co.) 651 

Hearing  Aids  (AuRex  Corp.)  668 

Office  Furniture  (Regan  Furniture  Corp.) 649 

Ultrasonics  (Birtcher  Corp.) 667 

Viso-Cardiette  (Sanborn  Company) 645 

X Ray  Equipment  (General  Electric  Corp 637 

Miscellaneous 

Cognac  Brandy  (Schieffelin  A Co.) 668 

Coca  Cola  (Coca  Cola  Company) 672 

Seltzer  (Good  Health  Seltzer  Assn.) 666 
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IHYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCIN) 


Anti-inflammatory — 
Decongestant — Antibacterial 


MAJOR  ADVANTAGES:  New  synergistic  anti-inflammatory,  decongestant 
and  antibacterial  formula.  High  steroid  content  assures  effective  response. 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  ft  DOHME 

DIVISION  OF  MERCK  ft  CO.. INC. 
PHILADELPHIA  I,  PA, 
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REFERENCE:  1.  Silcox,  L.  E.,  A.M.A.  Arch.  Otolaryng.  60:431,  Oct.  1954. 


does  not  give 

a false  sense 
of  well-being 


does  give 

true  emotional 
control 


Serpasfl  provides  more  than  eupho- 
ria — more  than  temporary  escape 
from  the  stresses  and  strains  that 
are  actually  a “normal”  part  of  life. 
Rather,  Serpasil  sets  up  a “stress 
barrier”  against  anxiety  and  ten- 
sion the  patient  would  otherwise 
find  intolerable.  In  a low,  once-a-day 
dose  Serpasil  keeps  out  external 
pressures  long  enough  for  the  emo- 
tionally disturbed  individual,  with 
your  help,  to  deal  calmly  with  his 
internal  conflicts. 

Serpasil 

™ (reserpine  CIBA) 


TABLETS,  0.1  mg„  0.25  mg.  (scored),  1 mg. 
(scored),  2 mg.  (scored)  and  4 mg.  (scored). 
ELI XI RS,  0.2  mg.  and  1 mg.  per  4-ml.  teaspoon. 


Although  it  is  first  choice  in  hypertension 
Serpasil  does  not  significantly  loiver 
blood  pressure  in  normotensive  patients. 


CIBA 

SUMMIT,  N.  J. 


In  the  arthritides  ...  a prudent  course 


Ulysses  and  the  Sirens — from  a vase  in  the  British  Museum 


between  the  hazards  of  high  steroid  dosage 
and  the  frustration  of  inadequate  relief 


Because  of  the  complementary  action  of  cortisone  and  the 
salicylates,  Salcort  produces  a greater  therapeutic  response 
with  lower  dosage. 

One  study  concludes:  “Salicylate  potentiates  the  greatly 
reduced  amount  of  cortisone  present  so  that  its  full  effect 
is  brought  out  without  evoking  undesirable  side  reactions.”1 

SALC 


ORT 


indications: 

Rheumatoid  arthritis  . . . Rheumatoid  spon- 
dylitis . . . Rheumatic  fever  . . . Neuromus- 
cular affections. 

'Busse,  E.A.:  Treatment  of  Rheumatoid  Arthritis 
by  a Combination  of  Cortisone  and  Salicylates. 
Clinical  Med.  11:1105. 


each  tablet  contains: 

Cortisone  acetate 2.5  mg. 

Sodium  salicylate 0.3  Gm. 

Aluminum  hydroxide  gel,  dried  ...  0.12  Gm. 

Calcium  ascorbate 60.0  mg. 

(equivalent  to  50  mg.  ascorbic  acid) 

Calcium  carbonate 60.0  mg. 

*U.S.  Pat.  2,691,662 


The  S.  E.  MASSENGILL  Company,  Bristol,  Tennessee 

NEW  YORK  ♦ KANSAS  CITY  • SAN  FRANCISCO 
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PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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M,  At 

GEVRAC 


Since  daily  dosage  is  an  important  part 
of  supplementation,  gevral  is  now 
packaged  in  a special  jubilee  jar— an 
attractive  container  of  100  capsules 
for  the  family  dining  table.  Specify 
gevral.  Your  patients  will  remember 
to  take  their  “vitamins”  regularly  when 
they  have  the  jubilee  jar  before 
them  at  mealtime. 

Gevral  is  aptly  formulated  to  meet  the 
broad  vitamin-mineral  requirements  of 
daily  life.  Balanced,  comprehensive, 
gevral  provides  14  vitamins,  1 1 min- 
erals and  Purified  Intrinsic  Factor 
Concentrate.  Dosage  is  only  one  dry- 
filled  capsule  daily. 


Each  gevral  capsule  contains: 


LEDERLE  LABORATORIES  DIVISrON.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER;  NEW  YORK 

*Reg.  U.  S.  Pal.  0(1. 


VITAMIN-MINERAL  SUPPLEMENT  LEDERLE 


* 

KQ  fine 


filled  sealed  capsules 


Vitamin  A 5000  U.S.P.  Units 

Vitamin  D 500  U.S.P.  Units 

Vitamin  B,_. 

1 megm. 

Thiamine  Mononitrate  (B,) 

5 mg. 

Riboflavin  (B.,) 

5 mg. 

Niacinamide 

15  mg. 

Folic  Acid 

1 mg. 

Pyridoxine  HCI  (B„) 

0.5  mg. 

Ca  Pantothenate 

5 mg. 

Choline  Bitartrate 

50  mg. 

Inositol 

50  mg. 

Ascorbic  Acid  (C) 

50  mg. 

Vitamin  E ( as  tocopheryl  acetates) 

10  I.  U. 

1-Lysine  Monohydrochloride 

25  mg. 

Rutin 

25  mg. 

Purified  Intrinsic  Factor  Concentrate 

0.5  mg. 

Iron  (as  FeSO,) 

10  mg. 

Iodine  (as  KI) 

0.5  mg. 

Calcium  (as  CaHPO,) 

145  mg. 

Phosphorus  (as  CaHPO,) 

1 10  mg. 

Boron  (as  Na._.B,07  • 10H..O) 

0.1  mg. 

Copper  (as  CuO) 

1 mg. 

Fluorine  (as  CaF.,) 

0.1  mg. 

Manganese  (as  MnOL.) 

1 mg. 

Magnesium  (as  MgO) 

1 mg. 

Potassium  (as  K7S04) 

5 mg. 

Zinc  (as  ZnO) 

0.5  mg. 
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Conservative  therapy 

in  hypertension 

can  be  made  more  effective 


IN  MANY  OF  YOUR  HYPERTENSIVE  PATIENTS,  conservative  treatment  with  reserpine  can  be 
made  more  effective  by  placing  the  patient  on  safe  combination  therapy. 


EFFECTIVE.  When  combined  with  reserpine,  the  blood  pressure 
lowering  effects  of  protoveratrines  A and  B can  be  achieved  with 
smaller  dosage,  and  with  marked  decrease  in  annoying  side  actions. 


SAFE.  Veralba/R  is  many  physicians’  choice  of  combination  therapy. 
It  can  be  used  routinely  without  causing  postural  hypotension  or 
impairing  the  blood  supply  to  the  heart,  brain  and  other  vital 
organs  Dosage  is  simple. 

ACCURATE.  Veralba/R  potency  is  precisely  defined  by  chemical 
assay.  All  active  ingredients  are  in  purified,  crystalline  form. 

Each  Veralba/R  tablet  contains  0.4  mg.  of  protoveratrines  and 
0.08  mg.  of  reserpine.  Bottles  of  100  and  1000  scored  tablets. 

’Trademark 


PITMAN-MOORE  COMPANY,  Division  of  Allied  laboratories,  Inc.,  Indianapolis  6,  Indiana 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(hydrocortisone-bacitracin-tyrothricin- 

NEOMYCIN-BENZOCAINE  TROCHES) 


Adult  or  juvenile,  your  patients  with  sore  throats 
will  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  allergic  reaction.  And 
HYDROZETS  taste  so  good,  it’s  hard  to  believe 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘H YDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vials  oi  12  troches. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC..  PHILADELPHIA  1.  PA 
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Rauwiloid 


A Better  Antihypertensive 

. . . because  among  all  Rauwolfia  preparations  Rauwiloid 
(alseroxylon)  is  maximally  effective  and  maximally  safe 
. . . because  least  dosage  adjustment  is  necessary  . . . 
because  the  incidence  of  depression  is  less  . . . because 
up  to  80%  of  patients  with  mild  labile  hypertension  and 
many  with  more  severe  forms  respond  to  Rauwiloid  alone. 


A Better  Tranquilizer,  too 

. . . because  Rauwiloid’s  nonsoporific  sedative  action 
relieves  anxiety  in  a long  list  of  unrelated  diseases 
not  necessarily  associated  with  hypertension . . . with- 
out masking  of  symptoms  . . . without  impairing  in- 
tellectual or  psychomotor  efficiency. 

Dosage:  Simply  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making  smaller 
dosage  effective  and  freer  from  side 
actions. 

Rauwiloid  +Veriloid* 

In  moderate  to  severe  hypertension 
this  single-tablet  combination  per- 
mits long-term  therapy  with  depend- 
ably stable  response.  Each  tablet  con- 
tains 1 mg.  Rauwiloid  and  3 mg.Veri- 
loid.  Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  34 
tablet  q.i.d. 


Riker 


LOS  ANGELES 
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the  formula 

tells  why  no  case  of  obstructive  uropathy  has  ever  been  reported 


/ 
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TRIPLE  SULFAS) 

Ua  Meth-Dia-Mer  Sulfonamides  ,^*T 
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Meth-Dia-Mer  Sulfonamides 


Mixed  sulfa  therapy  offers  the  high  antibacterial  potency  of  total  sulfa  dosage 

• specificity  for  a wide  range  of  infections  commonly 
identified  in  medical  practice 

• excellent  tissue  diffusion  jfr 

• sustained  therapeutic  blood  levels 

• rarity  of  superinfections 

J|  f 1 nmiV  '&&&&&*&*** 

, •***.&?#*& 

And  the  security  associated  with  smaller  sulfa  dosage 

• solubility  throughout  the  entire  physiologic  pH  range  of  urine 

• decrease  in  unpleasant  side  effects 

\ 


V 


• rare  incidence  of  sensitization 

• minimal  disturbance  of  intestinal  flora 


A first  choice  is  the  triple  sulfa  formulation  combining  equal  parts  of 
sulfadiazine,  sulfamerazine  and  sulfamethazine  — the  sulfonamides  most 
frequently  prescribed  because  of  their  effectiveness  in  a wide 
antibacterial  spectrum,  low  toxicity,  rapid  and  sustained  blood  levels.1'2  3 
Each  component  dissolves  independently,  providing  unsurpassed  margins 
of  renal  safety.  (U.S.P.  XV  Trisulfapyrimidines) 

There  is  a place  in  your  practice  for  modern  sulfa  therapy 

Triple  Sulfas  are  available  from  leading  pharmaceutical  manufacturers 
under  their  own  brand  names. 


1.  Krantz,  J.  C.  and  Carr,  C.  J.:  The  Pharmacologic  Principles  of  Medi- 
cal Practice,  Ed.  3,  1954.  The  Williams  & Wilkins  Co.,  pp.  125-148. 

2.  Goodman.  L.  S.  and  Gilman,  A.:  The  Pharmacological  Basis  of  Ther- 
apeutics, Ed.  2,  1955,  The  Macmillan  Co.,  New  York.  pp.  1276-1320. 

3.  Sulfonamide  Therapy.  Clinical  Medicine  3 (Nov.)  1956,  pp.  1119-1120. 


C?  FAJVA  JVT  I X> 


American  Cyanamid  Company,  Fine  Chemicals  Division,  30  Rockefeller  Plaza,  New  York  20,  New  York 


just  one 


tablet  ti.d. 


for  your  aging  patients 

may  mean  the  difference  between  comfort  and  complaint 


“therapeutic  bile” 


DECHOLINT 


routine  physiologic  support 

• improves  liver  and  gallbladder  function 

• corrects  constipation  without  catharsis 

• relieves  functional  complaints  of  gastrointestinal  tract 

• enhances  medical  regimens  in  hepatobiliary  disorders 

Decholin  Tablets  3%  gr.  (dehydrocholic  acid,  Ames)  and 

Decholin  Sodium®  Ampuls  20%  Solution  (sodium  dehydrocholate,  Ames) 
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AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


the  l-F  BasalMeteR 


BASAL  METABOLISM 
APPARATUS 


THIS  COUPON 


THE  LIEBEL-FLARSHEIM  CO. 

Cincinnati  15,  Ohio 

Gentlemen:  Please  send  me,  without  obligation, 
your  6-page  brochure  on  the  L-F  BasalMeteR. 

NAME 

ADDRESS 


everything 

changes 


. . even 


METABOLISM 


test  apparatus! 


METABOLISM  signifies  change  . . . 
and  now  metabolism  test  methods 
themselves  have  undergone  a radical 
change.  Now  office  BMR  tests  are 
really  practical  because  the  new,  auto- 
matic, "self-calculating”  type  of  BMR 
test  apparatus  does  away  with  all 
charts  and  graphs  and  slide-rule 
paraphernalia  so  long  associated 
with  BMR.  If  you  haven’t 
information  on  this 
drastically  "different”  kind 
of  BMR  unit,  mail  the 
coupon  below.  We’ll 
gladly  send  descriptive 
literature  without 
obligation. 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  ‘ PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  6:  86;  May  1954 
Mechaneck.  I.,  Annals  of  Allergy;  12:  164:  March  1954 
Rosen.  F.  L.,  J.  Med.  Soc.  N.  J.;  51:  110:  March  1954 
Mueller.  H.  L..  & Hill.  L.  W.r  N.  E.  J.  of  Med;  249:  726.  1953 
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neomycin  and  ethamicort 
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,M.D. 


* trademark 

PFIZER  LABORATORIES  Division,  C has.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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Dexamyl*  (a  combination  of 

dextro-amphetamine  sulfate,  S.K.F.,  and 
amobarbital)  induces  a mood  of  cheerfulness 
and  optimism.  Often,  this  is  all  that  is  needed 
to  help  the  aged  overcome  their  loneliness,  the 
resentful  feeling  of  being  unwanted,  the  fears 
(imagined  or  real ) of  physical  failings. 


tablets — elixir— Spansule t capsules 


Unvarying  Measured-Dose 
Nasal  Medication 

Reaching  the  Entire  Paranasal  Mucosa 


VASOCONSTRICTIVE  Counteracts  hyperemia 
of  nasal  and  paranasal  mucosa 

DECONGESTIVE  Diminishes  edema  and 
hypersecretion  . . .opens  sinus  ostia 


ANTI-INFLAMMATORY  Neutralizes  the 
exudative  phase  of  tissue  reaction 

ANTI  BIOTIC  Attacks  bacterial  invasior 
directly 


Medihaler-Phen  . . . an  ethical  prescription  item  . . . 

makes  squeeze  bottle  and  dropper  medications  obsolete 


Medihaler-Phen  is  self-powered,  measured- 
dose  vaporized  medication  providing  effec- 
tive relief  for  congested  nasal  and  para- 
nasal mucosa. 

Its  active  ingredients  — phenylephrine 
HC1,  hydrocortisone,  and  neomycin  sul- 
fate— are  in  wide  clinical  use.  In  Medihaler- 
Phen,  for  the  first  time,  they  are  blended 
with  an  inert,  nontoxic  aerosol  propellent, 
and  are  made  more  effective  with  a pene- 
trating surfactant.  An  accurately-meas- 


ured nebular  cloud  is  gently  ejected,  re- 
gardless of  how  the  Medihaler-Phen  valve 
is  compressed — not  part  spray,  part  stream 
as  with  spray  bottles — not  an  irritating, 
powerful  jet — no  drops  of  liquid  which 
tend  to  run  out  of  the  nasal  passages. 

Because  of  the  extremely  small,  uniform 
particle  size  of  Medihaler-Phen  nebuliza- 
tion,  less  medication  is  required  to  decon- 
gest  the  mucosa  and  open  the  ostia  of 
paranasal  sinuses. 
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due  to  upper  respiratory  infections  and  allergies 


tissue  compatible 
greater  effectiveness 
longer  lasting 
no  rebound 


vest  pocket  size 

Medihaler-Phen  is  Safe 


...  FOR  CHILDREN,  TOO 


Repeated  use  does  not  result  in  tachyphylaxis.  . . . Does  not 
possess  the  cardiac  and  nervous  system-stimulating  actions 
characteristic  of  other  topical  vasoconstrictors.  . . . Even  gross 
overdosage  does  not  lead  to  drowsiness  or  deep  somnolence  in 
children.  . . . Concentration  of  hydrocortisone  effective  locally, 
but  produces  no  systemic  effect. . . . Penetrates  “mucous  blanket” 
of  nasal  mucosa  without  irritation. 

OTHER  USES  Medihaler-Phen  is  also  valuable  in  the 
symptomatic  treatment  of  “postnasal  drip”  due  to 
excessive  smoking,  air  pollution,  steam  heating,  etc. 
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constipation 


Hospital  Report  Reveals 
Dannon  Prune  Whip  Yogurt 
Successful  in  95%  of  Chronic  Cases 
When  Taken  Every  Night  for  3 Weeks 


An  important  study 
of  chronic 
constipation  at  a 
New  York  hospital 
discloses  these 
striking  results :* 


In  a group  of  194  chronically  ill  patients,  averaging  71.6  years  of  age, 
regular  feeding  of  Dannon  Prune  Whip  Yogurt  produced  excellent 
results.  Completely  normal  bowel  habits  were  re-established  in  187 
patients,  or  95.8%.  They  required  no  laxatives  during  the  period  of 
administration.  Improvement  in  skin  tone,  seborrheic  dermatitis, 
intestinal  stasis  and  pruritus  ani  were  also  noted. 


Here  is  a natural,  physiological  approach  which  offers  an  effective  solution  to  the  widespread 
problem  of  faulty  evacuation. 

Dannon  Prune  Whip  Yogurt  is  a smooth,  custard-like  milk  food— highly  palatable.  Made  from 
fresh  milk,  with  about  50%  of  the  butterfat  removed,  it  is  low  in  calories,  high  in  nourishment 
and  has  the  delicious  flavor  of  old-fashioned  prune  whip.  You  may  recommend  Dannon  Prune 
Whip  Yogurt  for  your  most  stubborn  constipation  cases  with  the  same  gratifying  results 
described  in  the  above  report.  Prescribed  regimen  is  to  eat  one  container  nightly  before  bedtime, 
for  three  weeks. 


"Ferrer,  F.  P..  and  Boyd.  L.  J.:  Am.  J.  Dig.  Dis.,  22:272,  1955 


For  literature,  write  Dannon  Milk  Products,  Inc.,  22-11  38th  Avenue,  Long  Island  City  1,  N.  Y. 
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“three  eyes  are  better  than  two” 


Members  attending  the  Sesquicentennial  Meeting  of  the  Medical  Society 
of  the  State  of  New  York,  convening  in  New  York  City,  February  18-21, 
will  view  14  hours  of  “live”  clinical  and  operative  procedures  impossible 
to  present  before  a mass  audience  except  through  the  medium  of  color 
television.  The  “third  eye”  here,  of  course,  is  the  lens  of  the  camera  which 
can  be  moved  within  inches  of  minute  clinical  and  surgical  subject  matter. 
The  close  image  captured  by  the  camera  is  transmitted  instantaneously  to 
a 4 Vi  by  6 foot  color  screen,  where  it  can  be  seen  by  hundreds  of  viewers. 
When  you,  the  reader,  become  a viewer,  we  believe  you  will  concur  with 
the  opinion  of  Smith,  Kline  & French  Laboratories  that  color  television  is 
an  invaluable  addition  to  the  instruments  of  medical  education. 

Smith,  Kline  & French  Laboratories,  Philadelphia 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


Give  youngsters  what  they  need 
the  way  they  like  it... 
give  'em  economical 


WHITE’S  COD  LIVER  OIL  CONCENTRATE  TABLETS 


May  be  chewed  like  candy 

New  Improved  Formula : 

White’s  Cod  Liver  Oil  Tablets 
now  provide  4,000  U.S.P. 

Units  of  Vitamin  A and  400 
U.S.P.  Units  of  Vitamin  D per 
tablet — the  equivalent 
of  one  teaspoonful  of  U.S.P. 
cod  liver  oil. 

And  for  your  older  patients: 
high  potency  WHITE’S  COD  LIVER 
OIL  CONCENTRATE  CAPSULES- 

12,500  Units  of  Vitamin  A and 
1250  Units  of  Vitamin  D. 

WHITE  LABORATORIES,  INC.  KENILWORTH,  N.  J. 
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Cool  comfort  for  hot  itching  dermatoses 


(hydrocortisone-calamine  lotion  a cream) 


There’s  no  waiting  for  relief  when  you  prescribe 
HYDROBALM  for  patients  with  inflammatory  and 
pruritic  dermatoses.  In  a matter  of  seconds 
HYDROBALM  suppresses  distressing  symptoms, 
hides  unsightly  lesions,  and  sets  the  stage  for 
healing.  HYDRO  BALM  — Cream  or  Lot  ion  — presents 
in  two  convenient,  delicately  scented,  water- 
washable  flesh-tone  greaseless  vehicles,  A thera- 
peutically proved  agents  : ‘ Hydrocortone'  (Hydro- 
cortisone, U.S.P.)  — 0.5%  — to  suppress  inflamma- 
tion. Calamine— 8% — to  soothe  and  protect  inflamed 
skin.  Benzocaine  — 3%  — to  relieve  itching  and  pain. 
Hexylated  Metacresol  — 0.05%  — for  antisepsis. 

Supplied:  Topical  Lotion  HYDROBALM  — in  15-cc.  and  30-cc  handy,  purse-size,  plastic  squeeze 
bottles  Topical  Cream  HYDROBALM— in  5-Gm.,  15-Gm-  and  30-Gm  tubes 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  , Inc..  PHILADELPHIA  1.  PA. 
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PROVIDING  EVERY  TYPE 
OF  CURRENT  USED 
FOR  ELECTRO-SURGERY 


BLENDTOME 


The  Blendtome  is  a major 
electro-surgical  unit  for  clinic 
and  office.  Extremely  valuable 
in  office  procedures  such  as 
cervix  conization  and  procto- 
logical  work,  it  provides  a 
tube  circuit  for  cutting,  a 
spark  gap  circuit  for  coagula- 
tion, and  a blend  of  both  for 
any  degree  of  hemostasis 
while  cutting.  In  addition  it 
provides  mono-polor  out- 
lets for  desiccation  and 
fulguration. 


$ 

Available  as  an  office  unit  for  use  on  a mobile  table  or 
stand,  or  with  a portable  carrying  case  at  no  extra  charge 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  LITERATURE  OR  A DEMONSTRATION  OF  THE  BIRTCHER  BLENDTOME 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center— Route  9 
BINGHAMTON,  NEW  YORK 
L.  F.  Hamlin,  Inc.,  34-38  Court  St. 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

Joseph  Weintraub  Surgical,  51  East  168th  St. 

BROOKLYN,  NEW  YORK 

Flatbush  Surgical  Supply  Co.,  1260  Nostrand  Ave. 
Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

BUFFALO,  NEW  YORK 

Ziegler  Pharmacal  Corporation,  500  Franklin  St. 

HAMM0NDSP0RT,  NEW  YORK 

J.  Allan  Shaw  Medical  Supply  Co.,  26-28  Mechanics  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 
NEW  YORK  CITY,  NEW  YORK 
J.  Beeber  Co.,  Inc.,  838  Broadway,  New  York  City  3 
Cochrane  Physician  Supplies  Inc.,  133  East  58th  St. 
Friedenberg  Surgical  Supply  Co. ,2019  Amsterdam  Ave. 
G & P Medical  Supply  Co.,  76  East  125th  St. 

S.  G.  Krebs  Co.,  351  — 2nd  Ave.,  New  York  City,  N.Y. 
National  Hospital  Supply  Company  Inc.,  38  Park  Row 
Falk  Surgical,  1430  — 3rd  Ave. 

J.  A.  Preston  Corporation,  175  — 5th  Ave. 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

QUEENS,  NEW  YORK 

Leonard  Surgical  Company,  43-2-  Queens  Boulevard 

ROCHESTER,  NEW  YORK 

Monroe  Surgical  Supply  Co.,  93  Monroe  Ave. 

R.  E.  Reynolds  Company,  653  Park  Ave. 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  490  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 


■ 
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See  us  at  the  Scsquiccntcimial  Meeting  — Booth  44 





SINCE 


Medical  knowledge  has  come  a long  way 
since  Parke,  Davis  & Company  first 
advertised  in  the  February,  1902,  issue  of  the 

New  York  State  Journal  of  Medicine... 

and  many  important  additions  to  the  literature 
have  been  carried  in  these  pages. 


ADRENALIN 

PITUITRIN 

ANTUITRIN 

NEO-SILVOL 

DIGIFORTIS 

IMMUNOGENS 

PITOCIN 

ventriculin  We  look  forward 


PITRESSIN 

THEELIN 

ESCHATIN 

HALIVER  Oil 

ANTUITRIN-S 

Meningococcus  Antitoxin 

DILANTIN 

BENADRYL 

OXYCEL 

ETAMON 

CHLOROMYCETIN 

CAMOQUIN 

SURITAL 

MILONTIN 

AMBODRYL 

Poliomyelitis  Vaccine 


Parke,  Davis  & Company 
Detroit  32,  Michigan 


to  presenting  products  of 
Parke-Davis  research  in  this 
distinguished  medical  journal 


for  many  years  to  come. 
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SYMPTOM  ATI  C 
RELIEF.  . . PLUS  ! 
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ACHROCIDIN 

TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Tablets 

and 

Syrup 


Achrocidin  is  particularly  valuable  in  treating  acute  re- 
spiratory infections  during  epidemics  or  when  questionable 
middle  ear,  pulmonary,  nephritic,  or  rheumatic  signs  are 
present. 

Achrocidin  offers  early,  potent  therapy  against  such  dis- 
abling complications  as  otitis  media,  sinusitis,  bronchitis  to 
which  the  patient  may  be  highly  vulnerable  at  this  time. 
Included  in  the  comprehensive  achrocidin  formulation 
are  the  analgesic  components  recommended  for  prompt 
relief  of  common  cold  symptoms. 

Adult  dosage  for  achrocidin  Tablets  and  new,  caffeine- 
free  achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of 
syrup  three  or  four  times  daily.  Dosage  for  children  ac- 
cording to  weight  and  age. 

Available  on  Prescription  Only 
Each  tablet  contains: 

Achromycin®  Caffeine  30  mg. 

Tetracycline  125  mg.  Salicylamide  150  mg. 

Phenacetin  120  mg.  Chlorothen  Citrate  25  mg. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK  ‘Trademark 
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iron 


or  dependable 
letic  response 


A “re-view”  of  iron  therapy 


LIVITAMIN 


: 


It  is  well-established  that  peptonized  iron  is  vir- 
tually predigested.  Anemias  refractory  to  other 
forms  of  iron  will  often  respond  promptly  to 
Livitamin.  And  the  Livitamin  formula,  con- 
taining the  B complex,  provides  integrated 
therapy  to  correct  the  blood  picture,  and  to 
improve  appetite  and  digestion. 

Current  studies*  show  Peptonized  Iron 
— One-third  as  toxic  as  ferrous  sulfate. 

— Absorbed  as  well  as  ferrous  sulfate. 

— Non-astringent. 

— Free  from  tendencies  to  disturb  digestion. 
(One-tenth  as  irritating  to  the  gastric 
mucosa  as  ferrous  sulfate.) 

— Highly  effective  in  iron-deficiency  anemias. 

‘Keith,  J.H.:  Utilization  and  Toxicity  of  Pep- 
tonized Iron  and  Ferrous  Sulfate.  Read  before 
the  American  Association  for  the  Advancement 
of  Science,  Atlanta,  Georgia,  December,  1955 


EACH  FLUIDOUNCE  CONTAINS: 

Iron  peptonized  0.42  Gm. 

(Equiv.  in  elemental  iron  to  71  mg.) 
Manganese  citrate,  soluble  . . . 0.158  Gm. 

Thiamine  hydrochloride  10  mg. 

Riboflavin  10  mg. 

Cobalamin  Cone. 

(Vitamin  B,2  activity)  20  meg. 

Niacinamide  50  mg. 

Pyridoxine  hydrochloride 1 mg. 

Pantothenic  acid 5 mg. 

Liver  fraction  1 2 Gm. 

Rice  bran  extract  • • • 1 Gm. 

Inositol 30  mg. 

Choline  60  mg. 


The  S.  E.  MASSENGILL  Company 


New  York 


Bristol,  Tennessee 
Kansas  City  San  Francisco 
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Erythromycin  in  Treating  Pneumonia 
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In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”2 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  re- 
spiratory infections)  when  you  prescribe  Erythrocin. 


QMrott 


Erythrocin 


(Erythromycin,  Abbott) 


STEARATE 


"AJo  Sbukrtcd  Su&s  Sfyecti 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”1 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  /Y  p n . . 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  vAIjuOaX 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1 Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine.  1954.  d.  556. 
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when  infection  strikes  the  respiratory  tract  . . . 

I LOT YC I N 

(Erythromycin,  Lilly) 


provides  singularly  effective  antibiotic  therapy,  because 


• Virtually  all  gram-positive  organisms  are  in- 
herently sensitive 


The  usual  adult  dose  is  * Allergic  reactions  following  systemic  therapy 
250  mg.  every  six  hours.  ar^  rare 


Available  in  specially  ‘Bactericidal  action  kills  susceptible  organisms 

coated  tablets,  pediatric 

suspension,  drops,  oint-  • Normal  bacterial  flora  of  the  intestine  is  not 
ments,  and  I.V.  ampoules.  appreciably  disturbed 
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EDITORIAL 


The  Sesquicentennial 


The  year  nineteen  hundred  fifty-seven 
marks  one  hundred  and  fifty  years  of  con- 
tinuous operation  of  the  Medical  Society 
of  the  State  of  New  York  in  the  interests  of 
the  profession  and  of  the  public.  During 
those  years  its  performance  has  been  im- 
pressive. While  it  has  been  impossible  to 
cover  every  facet  and  development  of  its 
history  for  publication  at  this  time  in  these 
pages,  a monumental  task  of  gathering  and 
sifting  of  material  has  been  carried  on  for  the 
Journal  by  Dr.  John  F.  Rogers,  Dr.  Emerson 
Crosby  Kelly,  Dr.  Norman  Shaftel,  and  Dr. 
Claude  E.  Heaton,  with  the  assistance  of  Mr. 
Wesley  Draper,  librarian,  and  Mr.  John 
Ische,  assistant  librarian  of  the  Library  of 
the  Medical  Society  of  the  County  of  Kings, 
together  with  the  editorial  staff  of  this 
Journal  and  the  office  of  the  Secretary 
of  the  Medical  Society  of  the  State  of  New 
York. 

While  the  history  must  necessarily  be  brief 
and  incomplete  because  of  physical  limita- 
tions, there  is  appended  as  thorough  a bib- 
liography as  could  be  compiled  from  the  rec- 
ords of  the  Kings  County  Medical  Library, 
the  Library  of  the  New  York  Academy  of 
Medicine,  and  the  New  York  State  Medical 
Library  at  Albany.  The  assistance  of  the 
New  York  State  Historical  Society  and  its 
curator,  Mr.  Louis  Jones,  is  also  acknowl- 
edged, particularly  for  his  helpfulness  to  the 
editor  and  for  the  monumental  task  of  trans- 
porting to  the  Annual  Meeting  the  entire 
contents  and  replica  of  the  doctor’s  office 
located  on  the  Farmer’s  Museum  grounds 
in  Cooperstown. 

It  has  been  sought  to  illustrate  the  history 
as  fully  as  possible  with  pictures  from  the 
Society’s  archives  and  from  numerous  other 
sources  with  due  credit  in  each  instance. 

We  wish  to  call  particular  attention  to  the 
student  journal  of  Dr.  Henry  D.  Didama, 
Society  president  in  1879.  Portions  of  the 


manuscript  of  this  diary,  discovered  only  re- 
cently, are  published  for  the  first  time  in  this 
issue,  page  595. 

While  Dr.  Frank  LaGattuta’s  commem- 
orative seal  and  the  Sesquicentennial  poster, 
especially  designed  to  be  placed  on  exhibition 
throughout  the  State,  point  to  the  future 
putative  triumphs  of  medicine,  it  should  be 
remembered  that  in  1807  the  medical  science 
and  art  of  today  were  the  distant  future. 

The  scientific  program  of  the  Sesquicen- 
tennial and  the  program  of  the  Annual 
Banquet  at  the  Waldorf-Astoria  Hotel  com- 
prise the  rest  of  the  issue,  together  with  de- 
scriptions of  the  scientific,  historical,  and 
technical  exhibits.  It  will  be  noted  that  em- 
phasis this  year  is  placed  on  the  General 
Sessions  in  which  members  of  the  sections 
will  participate.  Section  meetings  will  be 
held,  however,  for  the  election  of  officers  for 
the  ensuing  year.  Needless  to  say,  the  vol- 
ume and  quality  of  the  scientific  exhibits  will 
be  greater  than  ever  before.  A particular  fea- 
ture of  this  year’s  Annual  Meeting  will  be  the 
greater  freedom  of  members  and  exhibitors 
to  view  the  scientific  and  technical  displays 
since  the  meeting  of  the  House  of  Delegates 
will  not  be  held  at  this  time.  It  is  hoped  that 
all  members  will  avail  themselves  of  this  ex- 
traordinary opportunity  which  is  not  likely 
to  occur  again  soon. 

The  Journal  marks  this  occasion  by  the 
replacement  on  the  cover  of  the  usual  red 
band  by  one  of  gold  and  a decorative  title  in 
the  same  color.  Its  contents  tell  the  story 
of  one  hundred  and  fifty  years  of  achieve- 
ment by  the  profession  of  medicine  in  this 
State  in  research,  in  clinical  medicine  and 
surgery,  in  organization,  both  internally  and 
relative  to  the  institutions  of  government, 
and  in  the  continuous  struggle  for  the  ad- 
vancement of  the  public  health.  May  the 
coming  years  chronicle  ever  greater  achieve- 
ments! 
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From  February  18  to  21,  1957,  as  members  of  the  Medical 
Society  of  the  State  of  New  York,  we  will  celebrate  the*  one 
hundred  and  fiftieth  birthday  of  our  organization.  This 
great  occasion  will  be  a memorable  event,  not  only  for  us  as 
members  of  our  Society  but  also  for  the  people  of  our  State, 
since  it  will  commemorate  an  historic  milestone  in  medicine’s 
miraculous  march  of  progress. 

It  was  in  February  of  the  year  1807  that  the  founders  of 
our  Society  met  in  Albany  to  establish  what  is  today  the 
third  largest  medical  organization  of  its  kind  in  the  world. 
At  the  beginning  of  the  nineteenth  century,  medicine  truly 
was  in  a primitive  state  compared  with  the  medical  advances 
of  this  atomic  age.  The  countless  scientific  achievements  in 
the  field  of  medicine  in  the  past  century  and  a half  almost 
defy  human  imagination  since  they  are  without  parallel  in 
human  history.  The  eradication  of  typhoid,  the  conquest  of 
tuberculosis,  and  the  successful  attack  on  poliomyelitis  are  only  a few  examples  of  what  has 
been  accomplished. 

Although  tremendous  changes  have  taken  place  in  the  scientific  aspects  of  medicine,  a 
quick  glance  at  history  will  show  that  the  thoughts  of  the  founding  fathers  concerning  the 
basic  purposes  of  our  Society  were  similar  to  those  which  your  leaders  express  today.  In 
his  anniversary  address  to  our  Society  in  1809,  Dr.  Nicholas  Romayne,  president,  made 
these  interesting  observations: 

In  obedience  to  the  ordinances  of  this  Society,  it  is  made  my  duty  at  this  time  to  address 
you. 

The  statute  “enacted  on  the  4th  of  April,  1806,  to  incorporate  Medical  Societies  for  the 
purpose  of  regulating  the  Practice  of  Physic  and  Surgery,”  marks  a new  sera  in  the  progress 
of  science  in  the  State.  The  Legislature  has  evinced  a confidence  in  the  Medical  Profes- 
sion, that  the  powers  with  which  it  is  invested  will  be  exercised  with  moderation  and  jus- 
tice, and  that  new  efforts  will  be  made  to  promote  the  knowledge  of  the  healing  art,  and 
to  extend  its  usefulness. 

The  history  of  all  the  learned  professions  proves,  that  none  of  them  becomes  extensively 
useful  or  respectable,  except  under  the  immediate  restraint  of  its  own  members.  It  is  the 
well-informed  Physician  or  Surgeon  who  must  be  the  proper  judge  of  the  nature  and  ex- 
tent of  the  Medical  Profession,  and  of  the  qualifications  and  fitness  of  those  who  can  be 
entrusted  to  exercise  the  same  with  safety  and  advantage  to  the  public.  It  is  such  charac- 
ters alone  who  are  capable  of  guarding  the  community  against  that  propensity  of  the 
human  mind  to  credulity  and  the  marvellous,  which  subjects  a portion  of  mankind  to  the 
empire  of  ignorant  and  enthusiastic  Pretenders. 

People  in  general  must  always  be  imperfectly  informed  in  that  special  body  of  useful 
knowledge  which  distinguishes  any  one  of  the  learned  professions.  If  men  are  most  liable 
to  error  and  deception  in  their  opinions  on  medical  subjects,  it  must  be  considered  that  the 
Healing  Art  embraces  an  extensive  range  of  objects,  and  that  to  comprehend  its  prin- 
ciples requires  a more  sound  appeal  to  the  understanding  and  judgment  than  is  commonly 
possessed. 

Every  community  does  honour  to  itself  which  treats  with  liberality  men  conspicuous 
in  the  learned  professions,  for  their  genius  and  talents.  It  is  only  among  an  illiterate 
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people  that  they  become  the  objects  of  jealousy  and  persecution.  Where  ignorance  and 
prejudice  abound,  there  Empiricism  is  maintained;  and  as  the  genial  influence  of  science 
and  human  improvement  prevail,  quackery  and  every  kind  of  imposition  diminish. 

The  successful  practice  of  rational  medicine  is  so  much  connected  with  an  improved 
state  of  society,  that  Physicians  are  interested  in  becoming  the  patrons  of  the  Arts  and 
Sciences,  and  all  the  various  branches  of  Education.  The  success  which  has  attended 
the  exertions  of  medical  men  in  these  particulars,  especially  in  France,  England,  and 
Germany,  is  conspicuous,  and  has  been  honourably  acknowledged  by  those  nations. 

You,  gentlemen,  in  the  early  establishment  of  this  Society,  have  manifested  a laudable 
disposition  to  favour  the  progress  of  Science.  The  Members  of  this  Institution  have 
been  directed  by  the  Bye  Laws  to  scientific  researches.  Literary  premiums  have  been 
offered  for  the  last  year  to  invite  investigations  on  the  Topography,  Geology,  and  Miner- 
alogy, of  the  different  counties  of  this  Commonwealth,  and  on  the  nature  and  cure  of 
those  malignant  fevers,  which  have  often  had  such  fatal  effects  on  our  people;  nor  have  the 
good  effects  of  these  exertions  of  this  Society  been  unpromising  or  unworthy  of  notice. 

Some  communications  have  already  been  made,  which,  when  the  circumstances  of  this 
Society  will  permit  them  to  be  presented  to  the  public,  may  not  be  found  uninteresting  to 
the  legislator,  the  patriot,  or  the  friend  of  science. 

The  Society  will  no  doubt  continue  to  encourage  such  extensive  researches  and  investi- 
gations, as  by  their  happy  result  may  add  to  the  growing  importance  of  the  State.  In  a 
new  and  interesting  country,  the  resources  and  riches  of  which  are  not  yet  unfolded,  and 
the  effects  of  its  varied  climate  on  the  human  constitution,  as  yet  but  imperfectly  ex- 
amined, ample  rewards  must  attend  the  labours  of  ingenious  men,  if  judiciously  directed. 

Since  every  effect  must  have  a cause,  what  were  the  causative  factors  in  producing  our 
present  remarkable  standards  of  medical  care?  Undoubtedly,  time  alone  has  not  been 
responsible  for  bringing  about  modern  medicine.  Were  it  not  for  the  continuous,  devoted, 
and  productive  services  of  our  fellow  members  in  the  past  and  you,  our  present-day  mem- 
bers, the  current  high  estate  of  medical  care  would  never  have  been  achieved. 

As  we  pause,  therefore,  in  our  busy  lives  to  celebrate  our  Sesquicentennial,  allow  me,  as 
your  president,  to  pay  tribute  to  our  some  24,000  present  members  and  our  distinguished 
predecessors  for  making  modern  medicine  possible.  Unfortunately,  in  recent  years  mem- 
bers of  our  profession  too  often  have  been  targets  of  public  as  well  as  private  criticism.  Al- 
though some  of  these  remarks  might  have  been  justified,  the  great  majority  of  these  com- 
ments were  not.  They  may,  perhaps,  be  attributed  to  misunderstandings,  lack  of  knowl- 
edge, or  a necessary  evil  of  the  oftentimes  necessary  impersonal  nature  of  modern  medicine. 
In  any  event  such  attacks  cannot  detract  one  iota  from  the  fundamental  truth  that  to  doc- 
tors of  medicine  must  go  the  chief  credit  for  today’s  unprecedented  high  standards  of  health. 

While  we  may  well  be  proud  of  medicine’s  past  accomplishments,  we  in  the  medical 
profession  must  be  ever  conscious  of  improving  medical  care  in  the  future.  The  record  of 
our  Society  since  1807  shows  that  our  organization  has  always  been  a forward-looking  society 
striving  to  build  on  the  solid  foundation  of  the  past  an  even  better  future.  The  greatest 
problem  facing  us  in  the  near  future  appears  to  be  the  method  for  attaining  distribution  of 
medical  care  and  knowledge  to  all  who  need  them.  In  the  years  ahead,  may  you,  as  active 
members  of  our  Society,  continue  to  be  vigilant  in  your  endeavors  and  progressive  in  your 
thinking  so  that  greater  honors  may  come  to  medicine  and  so  that  longer,  healthier  lives  for 
our  people  may  be  the  fruits  of  your  labors  in  medicine’s  vineyard. 
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DIZZINESS  IN  THE  E L D E R LV  PATIENT  WITH  ARTERIOSCLEROSIS 


*'  f 

...  I here  is  a somewhat  larger  group  in  which  definite  localization  [of  the 
cause  of  vertigo]  may  not  he  possible.  . . . Cardiovascular  disease  may  also 
cause  this  type  of  dizziness.  . . . The  treatment  consists  of  bed  rest,  sedation 
and  the  use  of  Dramamine  ...  .” 

Lindsay,  J.  R.:  The  Practical  Management  of  Dizziness,  California  Med.  83:193  (Sept.)  1955. 


for  dramatic  results 

Dramamine* 

Brand  of  D i m e n h y d r i n a t e 


SEARLE 


3815 


. your  treatment  can  make  the  difference 


In  angina  pectoris:  . . the  difference  between 

complete,  or  almost  complete,  absence  of  symp- 
toms, or  a prolonged  illness  with  much  suffering” 
may  lie  in  routine  prophylaxis  with  Peritrate.1 

New  studies  continue  to  confirm  the  effectiveness 
of  this  long-acting  coronary  vasodilator.  “Impres- 
sive and  sustained  improvement”  is  observed  in 
patients  on  Peritrate  therapy.2 

Simple  prophylaxis:  Peritrate  is  not  indicated  to 
abort  the  acute  attack  (nitroglycerin  is  still  the 
drug  of  choice).  However,  you  can  reduce  or 
eliminate  nitroglycerin  dependence  and  provide 
continuing  protection  against  attacks  of  angina 
pectoris  with  Peritrate.  Prophylaxis  is  simple:  10 
or  20  mg.  of  Peritrate  before  meals  and  at  bed- 
time. Maintenance  of  a continuous  daily  dosage 
schedule  is  important  for  successful  therapy. 

Peritrate  has  been  demonstrated  to  prevent  or 


reduce  the  number  of  attacks,  lessen  nitroglycerin 
dependence,  improve  abnormal  EKG  findings  and 
increase  exercise  tolerance.3,4,5 
The  specific  needs  of  most  patients  and  regimens 
are  met  with  Peritrate’s  five  dosage  forms : Peritrate 
10  mg.  and  20  mg.  tablets;  Peritrate  Delayed  Ac- 
tion (10  mg.)  for  continuous  protection  through 
the  night;  Peritrate  with  Phenobarbital  (10  mg. 
with  phenobarbital  15  mg.)  where  sedation  is  also 
required;  Peritrate  with  Aminophylline  (10  mg. 
with  aminophylline  100  mg.)  in  cardiac  and  cir- 
culatory insufficiency. 

Usual  Dosage:  10  to  20  mg.  before  meals  and  at 
bedtime. 

References:  1.  Rosenberg,  H.  N.,  and  Michelson,  A.  L.: 
Am.  J.  M.  Sc.  230: 254  (Sept.)  1955.  2.  Kory,  R.  C.,  el  al.: 
Am.  Heart  J.  50: 308  (Aug.)  1955.  3.  Winsor,  T.,  and 
Humphreys,  P.:  Angiology  5:1  (Feb.)  1953.  4.  Plotz,  M.: 
New  York  State  J.  Med.  52: 2012  (Aug.  15)  1952.  5. 
Dailheu-Geoffroy,  P.:  L’Ouest-Medical,  vol.  3 (July)  1950. 


Peritrate9 

(brand  of  pentaerythritol  tetranitrate) 


WARN  ER-CHILCOT 


Sesquicentennial  Convention 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  18  to  21,  1957  Hotel  Statler,  New  York  City 


Registration 

Registration , for  members  and  guests,  Mezzanine,  Monday  through  Wednesday, 
February  18  to  20,  from  8:30  a.m.  to  5:30  p.m.;  on  Thursday,  February  21,  from 
8 : 30  a.m.  to  3 p.m. 


Scientific  Program 

Panel  Discussions  and  General  Sessions,  daily,  Monday  through  Thursday,  February 
18  to  21,  9 a.m.  to  5 p.m. 

Scientific  Motion  Pictures — Pennsylvania  Room,  Ballroom  Floor,  Monday  through 
Thursday,  February  18  to  21,  9 a.m.  to  5 p.m. 

Television  in  Color — Georgian  Room,  Ballroom  Floor,  Monday  through  Thursday, 
February  18  to  21,  schedule  to  be  announced. 

Exhibits 

Scientific  Exhibits — Ballroom  Balcony,  Ballroom  Floor,  and  Mezzanine,  Monday 
through  Wednesday,  February  18  to  20,  from  9 a.m.  to  5:30  p.m.;  on  Thursday, 
February  21,  from  9 a.m.  to  3 p.m. 

Technical  Exhibits — Ballroom  Floor  and  Mezzanine,  Monday  through  Wednesday, 
February  18  to  20,  from  9 a.m.  to  5:30  p.m.;  on  Thursday,  February  21,  from 
9 a.m.  to  3 p.m. 


Sesquicentennial  Banquet 

The  Sesquicentennial  Banquet  will  be  held  at  the  Waldorf-Astoria  Hotel,  Tuesday, 
February  18,  7 : 30  p.m.  Tickets  will  be  available  at  the  Registration  Desk,  Hotel 
Statler,  and  the  Medical  Society  headquarters,  386  Fourth  Avenue,  New  York  16. 

Public  Events 

Luncheon — Monday,  February  18,  Skytop,  Hotel  Statler.  Noted  speakers 
representing  the  three  principal  faiths  will  discuss  the  interrelationship  of  religion 
and  medicine. 

Public  Forum  on  Medical  Care — -Wednesday,  February  20,  8 p.m.,  Hunter  College 
Auditorium.  Participating  will  be  leading  spokesmen  of  labor,  management,  and 
the  medical  profession. 

Exposition  of  History  of  Medicine  in  the  Empire  State.  “Progress  in  the  Art  of  Medi- 
cine from  Colonial  Times  to  the  Atomic  Age.”  Penn  Top,  Monday  through 
Wednesday,  February  18  to  20,  10  a.m.  to  10  p.m.;  on  Thursday,  February  21, 
from  10  a.m.  to  1 p.m. 
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Maurice  J.  Dattelbaum,  M.D.,  Kings 
Thomas  E.  Alexander,  New  York  Adviser 


Arrangements  Subcommittee 

William  B.  Rawls,  M.D.,  New  York,  Chairman 

Dinner 


Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx, 
Chairman 

Frank  J.  Borrelli,  M.D.,  New  York, 
Cochairman 

Sol  Axelrad,  M.D.,  Queens 
Benjamin  M.  Bernstein,  M.D.,  Kings 
J.  Stanley  Kenney,  M.D.,  New  York 
Frank  LaGattuta,  M.D.,  Bronx 


Solomon  Schussheim,  M.D.,  Kings 
Joseph  P.  Alvich,  M.D.,  Bronx 
Herbert  Berger,  M.D.,  Richmond 
John  C.  McClintock,  M.D.,  Albany 
Raymond  S.  McKeeby,  M.D.,  Broome 
John  Brady,  M.D.,  Erie 
Mrs.  John  Dill,  Westchester 
Mrs.  Colgate  Phillips,  Westchester 


Reception 


Henry  J.  Barrow,  M.D.,  Bronx,  Chairman 
Margaret  Loder,  M.D.,  Westchester 
Harold  J.  Dunlap,  M.D.,  Westchester 


W.  Guernsey  Frey,  Jr.,  M.D.,  New  York 
William  C.  Rausch,  M.D.,  Albany 
Leon  H.  Smith,  M.D.,  Erie 


Room  Assignments  and  Equipment 


Edward  P.  Flood,  M.D.,  Bronx,  Chairman 
J.  Lewis  Amster,  M.I).,  Bronx 
Alfred  A.  Angrist,  M.D.,  Queens 
Michael  Bevilacqua,  M.D.,  Queens 
Charles  M.  Brane,  M.D.,  Westchester 
William  G.  Cahan,  M.D.,  New  York 


Aaron  Kottler,  M.D.,  Kings 
James  A.  Lynch,  M.D.,  Bronx 
Alfred  S.  Moscarella,  M.D.,  Rockland 
Felix  Ottaviano,  M.D.,  Oneida 
Jacob  Taub,  M.D.,  Bronx 
Paul  M.  Traub,  M.D.,  Orange 


Scientific  Awards  Subcommittee 

Charles  D.  Post,  M.D.,  Onondaga,  Chairman  Morris  Maslon,  M.D.,  Warren 

Harold  F.  Brown,  M.D.,  Erie  John  G.  Masterson,  M.D.,  Kings 

Scientific  Program,  Motion  Picture,  Television  and  Scientific  Exhibits  Subcommittees 
are  listed  with  the  respective  programs. 
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SCIENTIFIC  PROGRAM 

Keystone  Room , Ballroom  Balcony 
Hotel  Staffer,  New  York  City- 

Chairman 

Alfred  P.  Ingegno,  M.D.,  Kings 

Associate  Chairmen 

Julius  E.  Stolfi,  M.D.,  Kangs 
Bernard  J.  Pisani,  M.D.,  New  York 
John  N.  Edson,  M.D.,  Kings 

and 

Chairmen  of  Sections  and  Sessions 


Monday , February  18 

General  Session — 9:30  to  11:30  a.m. 


9:30  a.m.  The  Management  of  Active  and  Inactive  Tuberculosis  in  Preg- 
nancy 

Henry  L.  Dorfmann,  M.D.,  New  York  City 

Thoracic  Group,  Mount  Sinai  Hospital;  Attending 
Physician,  Gouverneur  Hospital 

Irving  Selikoff,  M.D.,  Paterson,  New  Jersey 

Thoracic  Group,  Mount  Sinai  Hospital,  New  York 
City;  Associate  Physician,  Mount  Sinai  Hospital 


10:00  a.m.  The  Modern  Approach  of  Medical  and  Ancillary  Services  in  The 
Home  for  the  Aged 

Theodore  C.  Krauss,  M.D.,  Buffalo 

Chief,  Geriatrics,  OPD,  Edward  J.  Meyer  Memorial 
Hospital 
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10:30  a.m.  Skeletal  Muscle  Pain  as  an  Aspect  of  Metabolic  Insufficiency 

Janet  Travell,  M.D.,  New  York  City 

Physician  to  Out-Patients,  New  York  Hospital;  Associ- 
ate Professor,  Clinical  Pharmacology,  Cornell  Univer- 
sity Medical  College 

Dorothy  Karp,  Ph.D.,  New  York  City 

Department  of  Pharmacology,  Cornell  University  Med- 
ical College 

Seymour  H.  Rinzler,  M.D.,  New  York  City 

Department  of  Pharmacology,  Cornell  University  Med- 
ical College 

Virginia  D.  Weeks,  M.D.,  New  York  City 

Department  of  Pharmacology,  Cornell  University  Med- 
ical College 


11:00  a.m.  A Pilot  Program  for  Rehabilitation  of  Disabled  Welfare  Recipients 

Herman  E.  Hilleboe,  M.D.,  Albany 

Commissioner  of  Health,  New  York  State  Department 
of  Health 

Morton  L.  Levin,  M.D.,  Albany 

Assistant  Commissioner  for  Medical  Services,  New 
York  State  Department  of  Health 

I.  J.  Brightman,  M.D.,  Albany 

Executive  Director,  Interdepartmental  Health  Re- 
sources Board,  New  York  State  Department  of  Health 

E.  R.  Schlesinger,  M.D.,  Albany 

Associate  Director,  Division  of  Medical  Services,  New 
York  State  Department  of  Health 

F.  W.  Reynolds,  M.D.,  Albany 

Director,  Bureau  of  Chronic  Diseases  and  Geriatrics, 
New  York  State  Department  of  Health 

M.  Hoberman,  M.D.,  New  York  City 

Director  of  Physical  Rehabilitation,  New  York  State 
Rehabilitation  Hospital,  New  York  State  Department 
of  Health,  West  Haverstraw 


11:30  a.m.  Title  to  be  announced 

Commander  Richard  F.  Dobbins,  (MC)  U.S.N. 

Atlantic  Fleet  Submarine  Base,  New  London,  Connecti- 
cut 


388 


New  York  State  J.  Med 


SCIENTIFIC  PROGRAM 


Symposium  and  Panel  Discussion — 2:00  to  3:30  p.m. 

Perinatal  Mortality : Causes  and  Prevention 

Chairman  and  Moderator — Alan  M.  Guttmacher,  M.D.,  New  York  City 

Director,  Department  of  Obstetrics  and  Gynecology,  Mount  Sinai 
Hospital;  Clinical  Professor  of  Obstetrics  and  Gynecology,  College 
of  Physicians  and  Surgeons  of  Columbia  University 


Obstetric  Aspects 

Louis  M.  Hellman,  M.D.,  Brooklyn 

Director  of  Obstetrics  and  Gynecology,  Kings  County  Hospital; 
Professor  of  Obstetrics  and  Gynecology,  State  University  of  New 
York  College  of  Medicine  at  New  York  City 

Pediatric  Aspects 

Richard  L.  Day,  M.D.,  Brooklyn 

Chief  of  Pediatric  Service,  Kings  County  Hospital;  Professor  of 
Pediatrics,  State  University  of  New  York  College  of  Medicine  at 
New  York  City 


Public  Health  Aspects 

Alfred  Yankauer,  M.D.,  Albany 

Director,  Bureau  of  Maternal  and  Child  Health,  New  York  State 
Department  of  Health;  Lecturer  in  Preventive  Medicine  and  Public 
Health,  Albany  Medical  College  of  Union  University 

Anesthesia  Aspects 

Virginia  Apgar,  M.D.,  New  York  City 

Attending  Anesthesiologist,  Presbyterian  Hospital;  Professor  of 
Anesthesiology,  College  of  Physicians  and  Surgeons  of  Columbia 
University 

After  each  participant  has  given  a 10  to  12  minute  introductory  presentation , there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Symposium  and  Panel  Discussion — 3:30  to  5:00  p.m. 

Caring  for  the  Aged 

Chairman  and  Moderator — Thomas  H.  McGavack,  M.D.,  New  York  City 

Professor  of  Clinical  Medicine,  New  York  Medical  College;  President, 
American  Geriatric  Society 
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Psychologic  Aspects 

Alvin  I.  Goldfarb,  M.D.,  New  York  City 

Chief,  Department  of  Psychiatry  and  Neurology,  Hospital  and  Home 
for  Aged  and  Infirm  Hebrews;  Assistant  Attending  Psychiatrist, 
Mount  Sinai  Hospital 

Rehabilitative  Measures 

Howard  A.  Rusk,  M.D.,  New  York  City 

Director,  Institute  of  Physical  Medicine  and  Rehabilitation,  New 
York  University-Bellevue  Medical  Center 

Community  and  Governmental  Aspects 

Leroy  E.  Burney,  M.D.,  Washington,  D.C. 

Surgeon  General,  U.S.  Public  Health  Sendee,  Department  of  Health, 
Education,  and  Welfare 

After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


Tuesday,  February  19 

Symposium  and  Panel  Discussion— 9 : 00  to  10:30  a.m. 

Treatment  of  Cardiac  Emergencies 

Chairman  and  Moderator — Charles  E.  de  la  Chapelle,  M.D.,  New  York 
City 

Visiting  Physician,  Bellevue  Hospital;  Professor  of  Medicine,  New 
York  University-Bellevue  Medical  Center 

Acute  Left  Ventricular  Failure 

William  Dock,  M.D.,  Palo  Alto,  California 

Palo  Alto  Clinic  and  Palo  Alto  Hospital 

Cardiac  Arrhythmias  and  Tachycardias 

Arthur  M.  Master,  M.D.,  New  York  City 

Consulting  Cardiologist,  Mount  Sinai  Hospital;  Consulting  Cardiolo- 
gist. U.S.  Public  Health  Hospital,  Staten  Island 

Cardiac  Arrest 

Paul  M.  Zoll,  M.D.,  Boston,  Massachusetts 

Visiting  Physician,  Beth  Israel  Hospital;  Assistant  Professor  of 
Medicine,  Harvard  Medical  School 

After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator.. 
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Symposium  and  Panel  Discussion — 10:30  a.m.  to  12:00  noon 


Management  of  Peripheral  Vascular  Disease 


Chairman  and  Moderator — Irving  S.  Wright,  M.D.,  New  York  City 

Attending  Physician,  New  York  Hospital;  Professor  of  Clinical  Medi- 
cine, Cornell  University  Medical  College 


Medical  Aspects 

A.  Wilbur  Duryee,  M.D.,  New  York  City 

Attending  Physician,  University  Hospital;  Professor  of  Clinical 
Medicine,  New  York  University  College  of  Medicine 


Surgical  Aspects 

Jere  W.  Lord,  Jr.,  M.D.,  New  York  City 

Visiting  Surgeon,  Bellevue  Hospital  (Fourth  Division);  Professor  of 
Clinical  Surgery,  New  York  University  Post-Graduate  Medical 
School 


Rehabilitation 

Karl  Harpuder,  M.D.,  Bronx 

Attending  Physician,  Montefiore  Hospital;  Assistant  Clinical  Pro- 
fessor of  Medicine,  College  of  Physicians  and  Surgeons  of  Columbia 
University 


After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


General  Session— 2:00  to  3:00  p.m. 


2:00  p.m.  Remediable  Causes  of  Hypertension.  Detection  and  Manage- 
ment 


Edward  Meilman,  M.D.,  New  Hyde  Park 

Chief  of  Medicine,  Long  Island  Jewish  Hospital 


2:30  p.m.  Management  of  Cor  Pulmonale 

M.  Irene  Ferrer,  M.D.,  New  York  City 

Associate  Visiting  Physician,  First  Medical  Division, 
Bellevue  Hospital;  Assistant  Professor  of  Clinical 
Medicine,  College  of  Physicians  and  Surgeons  of 
Columbia  University 
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Symposium  and  Panel  Discussion — 3:00  to  5:00  p.m. 

Open  Heart  Surgery 

Chairman  and  Moderator — Karl  E.  Karlson,  M.D.,  Brooklyn 

Associate  Professor  of  Surgery,  State  University  of  New  York  College 
of  Medicine  at  New  York  City 

The  Heart-Lung  Machine  and  Its  Application 

John  Y.  Templeton,  III,  M.D.,  Philadelphia,  Pennsylvania 

Associate  Professor  of  Surgery,  Temple  University  School  of  Medicine 


The  Heart-Lung  Machine  and  Its  Application 


Melvin  M.  Newman,  M.D.,  Brook^m 


Assistant  Professor  of  Surgery,  State  University  of  New  York  College 
of  Medicine  at  New  York  City 


Use  of  Hypothermia 

F.  John  Lewis,  M.D.,  Chicago,  Illinois 

Associate  Professor  of  Surgery,  Northwestern  University  Medical 
School 


Application  of  Extracorporeal  Circulation  to  Intracardiac  Surgery 

F.  Henry  Ellis,  M.D.,  Rochester,  Minnesota 

Head  of  Surgical  Section,  Mayo  Clinic;  Assistant  Professor  of  Sur- 
gery, University  of  Minnesota  Medical  School 


After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
wiU  he  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 
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Wednesday , February  20 
Clinicopathologic  Conference — 9:00  to  10:30  a.m. 

Presiding 

Claude  E.  Forkner,  M.D.,  New  York  City 

Attending  Physician,  New  York  Hospital;  Professor  of  Clinical 
Medicine,  Cornell  University  Medical  College 

Opening  Discussion  (15  minutes) 

Paul  Reznikoff,  M.D.,  New  York  City 

Attending  Physician,  New  York  Hospital;  Professor  of  Clinical  Medi- 
cine, Cornell  University  Medical  College 

X-rays  (5  minutes) 

Milton  Elkin,  M.D.,  New  York  City 

Director  of  Radiology,  Bronx  Municipal  Hospital  Center;  Chairman 
and  Professor,  Department  of  Radiology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

Supplementary  Discussions  (5  minutes) 

Joseph  Schluger,  M.D.,  New  York  City 

Chief  Resident,  Long  Island  College  Hospital,  Brooklyn 
Irving  Goldberg,  M.D.,  New  York  City 

Chief  Medical  Resident,  Presbyterian  Hospital 
David  Roseman,  M.D.,  New  York  City 

Chief  Medical  Resident,  New  York  Hospital 

Pathologic  Findings  (20  minutes) 

Alfred  Angrist,  M.D.,  New  York  City 

Chairman  and  Professor,  Department  of  Pathology,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University 

Clinicopathologic  Correlations  (15  minutes) 

Henry  D.  Diamond,  M.D.,  New  York  City 

Associate  Attending  Physician,  Medical  Neoplasia  Service,  Memorial 
Center  for  Cancer  and  Allied  Diseases;  Assistant  Professor  of  Clinical 
Medicine,  Cornell  University  Medical  College 

General  Discussion  (20  minutes) 
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Therapeutic  Conference— 10:30  a.m.  to  12:00  noon 


Current  Status  of  Insulin  Therapy  of  Diabetes  Mellitus 


Chairman  and  Moderator — George  E.  Anderson,  M.D.,  Brooklyn 

Director  of  Medicine  and  Department  of  Metabolism,  Brooklyn 
Hospital;  Clinical  Professor  of  Medicine,  State  University  of  New 
York  College  of  Medicine  at  New  York  City 


Action  of  the  Insulins 

Joseph  L.  Izzo,  M.D.,  Rochester 

Chief  of  Diabetic  Clinic,  Strong  Memorial  Hospital;  Assistant  Pro- 
fessor of  Medicine,  University  of  Rochester  School  of  Medicine  and 
Dentistry 


The  Abuse  of  Insulin 

Garfield  G.  Duncan,  M.D.,  Philadelphia,  Pennsylvania 

Director  of  the  Medical  Divisions  of  the  Pennsylvania  Hospital  and 
Benjamin  Franklin  Clinic;  Professor  of  Clinical  Medicine,  Jefferson 
Medical  College 


Oral  Hypoglycemic  Agents 

Stefan  S.  Fajans,  M.D.,  Ann  Arbor,  Michigan 

Associate  Professor  of  Internal  Medicine,  Division  of  Endocrinology 
and  Metabolism,  and  the  Metabolic  Research  Unit,  University  of 
Michigan  Medical  School  and  University  Hospital 


After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


General  Session — 2:00  to  5:00  p.m. 


2:00  p.m.  The  A.  Walter  Lecture — Steroids  in  Treatment  of  Allergic  Disease 

Emanuel  Schwartz,  M.D.,  Brooklyn 

Chief,  Allergy  Clinic,  and  Attending  Physician,  Long 
Island  College  Hospital;  Clinical  Assistant  Professor  of 
Medicine,  State  University  of  New  York  College  of 
Medicine  at  New  York  City 


2:30  p.m.  Tranquili2ing  Drugs  in  Private  Practice 

Frank  J.  Ayd,  Jr.,  M.D.,  Baltimore,  Maryland 

Chief  of  Psychiatry,  Franklin  Square  Hospital 
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3:00  p.m.  A Comparison  of  Diagnostic  Approaches  in  Dermatology  and 
Internal  Medicine 

Henry  E.  Michelson,  M.D.,  Minneapolis,  Minnesota 

Professor  and  Director  of  Dermatology,  Division  of 
Dermatology,  University  of  Minnesota  Medical  School 

3:30  p.m.  Advances  in  Anesthesia:  Real  or  Apparent? 

William  W.  Mushin,  M.D.,  Cardiff,  Wales 

Professor  of  Anesthesia,  Welsh  National  School  of 
Medicine,  University  of  Wales 

4:15  p.m.  Informal  Consultation  Period  with  Speakers 

There  will  be  no  discussion  of  papers  in  the  General  Session.  However,  each  speaker 
will  be  available  for  individual  discussion  of  his  paper.  Rooms  will  be  posted  at  the 
time  of  the  meeting. 


Thursday,  February  21 

Symposium  and  Panel  Discussion— 9 : 00  to  10:30  a.m. 

Factors  Affecting  Curability  and  Palliation  of  Cancer 


Chairman  and  Moderator— Cornelius  P.  Rhoads,  M.D.,  New  York  City 

Director,  Sloan-Kettering  Institute  for  Cancer  Research;  Scientific 
Director,  Memorial  Center  for  Cancer  and  Allied  Diseases 

Radioisotopic  Aspects 

Walter  T.  Murphy,  M.D.,  Buffalo 

Consultant,  Radiation  Therapy,  U.S.  Veterans  Hospital;  Director 
of  Radiology,  Roswell  Park  Memorial  Institute 

Chemotherapeutic  and  Hormonal  Aspects 

Sidney  Farber,  M.D.,  Boston,  Massachusetts 

Professor  of  Pathology,  Harvard  Medical  School  at  the  Children’s 
Hospital;  Director  of  Research,  The  Children’s  Cancer  Research 
Foundation 

Surgical  Aspects 

Alexander  Brunschwtg,  M.D.,  New  York  City 

Attending  Surgeon,  Memorial  Center  for  Cancer  and  Allied  Diseases; 
Professor  of  Clinical  Surgery,  Cornell  University  Medical  College 

After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
will  be  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 
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Symposium  and  Panel  Discussion — 10:30  a.m.  to  12:00  noon 


Gastric  Ulcer  and  Gastric  Cancer:  Problems  in  Differential 
Diagnosis  and  Management 


Chairman  and  Moderator — Thomas  P.  Almy,  M.D.,  New  York  City 

Visiting  Physician  and  Director,  Second  (Cornell)  Medical  Division, 
Bellevue  Hospital;  Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  College 


Medical  Aspects 

Sara  M.  Jordan,  M.D.,  Boston,  Massachusetts 

Director,  Department  of  Gastroenterology,  Lahey  Clinic;  Physician, 
New  England  Baptist  Hospital 


Radiologic  Aspects 

Harry  Z.  Mellins,  M.D.,  Brooklyn 

Chief,  Department  of  Radiology,  Kings  County  Hospital;  Professor 
and  Chairman,  Department  of  Radiology,  State  University  of  New 
York  College  of  Medicine  at  New  York  City 


Pathologic  Aspects 

Arthur  Purdy  Stout,  M.D.,  New  York  City 

Professor  of  Surgery  (Emeritus)  and  Professor  of  Pathology  (Retired), 
College  of  Physicians  and  Surgeons  of  Columbia  University 

Surgical  Aspects 

George  Crile,  Jr.,  M.D.,  Cleveland,  Ohio 

Head  of  Department,  General  Surgery,  Cleveland  Clinic 

After  each  participant  has  given  a 10  to  12  minute  introductory  presentation,  there 
will  he  an  informal  panel  discussion  of  questions  submitted  through  the  moderator. 


General  Session — 2:00  to  5:00  p.m. 

2:00  p.m.  Detection  and  Management  of  Cancer  Precursors 

Emerson  Day,  M.D.,  New  York  City 

Director,  Strang  Cancer  Prevention  Clinic,  Memorial 
Center  for  Cancer  and  Allied  Diseases;  Professor  of 
Preventive  Medicine,  Sloan-Kettering  Division,  Cornell 
University  Medical  College 
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2:30  p.m.  Reliability  of  Cytodiagnostic  Methods  in  Cancer  Detection 

Ruth  M.  Graham,  M.D.,  Buffalo,  New  York 

Cytologist,  Roswell  Park  Memorial  Institute 

3:00  p.m.  Diagnostic  and  Therapeutic  Aspects  of  Hoarseness 

Chevalier  L.  Jackson,  M.D.,  Philadelphia,  Pennsylvania 

Professor  of  Laryngology  and  Broncho-Esophagology, 
Temple  University  School  of  Medicine;  Visiting  Lec- 
turer, Graduate  School  of  Medicine,  LTniversity  of 
Pennsylvania 

3:30  p.m.  Eye  Ground  Changes  in  General  Diseases 

Merrill  J.  King,  M.D.,  Rockland,  Maine 

Consulting  Surgeon  in  Ophthalmology,  Massachusetts 
Eye  and  Ear  Infirmary,  Boston,  Massachusetts;  Secre- 
tary-Treasurer, American  Board  of  Ophthalmology 

4:15  p.m.  Informal  Consultation  Period  with  Speakers 

There  will  be  no  discussion  of  papers  in  the  General  Session.  However,  each  speaker 
will  be  available  for  individual  discussion  of  his  paper.  Rooms  will  be  posted  at  the 
time  of  the  meeting. 


WOMEN’S  MEDICAL  SOCIETY 
OF  NEW  YORK  STATE 


Sunday,  February  17,  1957 
New  York  Infirmary 


10  a.m.  Business  meeting  for  members  only. 

2 p.m.  Scientific  session,  all  physicians  invited. 

Speaker:  Seymour  Fiske,  M.D.,  President-Elect,  New  York  Academy 
of  General  Practice 


February  1,  1957 


397 


sesquicentennial 


SECTION  MEETINGS 


Since  there  will  be  no  formal  section  meetings,  rooms  have  been  made 
available  for  business  meetings,  on  Tuesday,  Wednesday,  and  Thursday, 
during  Sesquicentennial  Week,  from  12  noon  to  2 p.m.,  for  the  election 
of  officers  for  the  ensuing  year.  These  may  be  luncheon  meetings  if  the 
chairmen  prefer. 


Executive  Session — The  first  order  of  business,  election  of  officers.  “To 
'participate  in  the  election  of  any  Section , a member  must  be  registered  with 
such  Section  and  must  have  recorded  his  name  and  address  in  the  Section 
registry.' ’• — Bylaws,  Chapter  XII,  Section  3. 


Tuesday 


Chest  Diseases — Town  Room 
General  Practice — Skytop 
Industrial  Medicine  and  Surgery — Hartford 
Room 


Obstetrics  and  Gynecology — Boston  Room 

Orthopedic  Surgery — Washington  Room 

Pediatrics — Village  Room 

Preventive  Medicine  and  Public  Health 
— Dallas  Room 


Wednesday 

Allergy — Town  Room  Medicine — Boston  Room 

Anesthesiology — Skytop  Neurology  and  Psychiatry — Washington  Room 

Dermatology  and  Syphilology — Hartford  Pathology  and  Clinical  Pathology — Dallas 

Room  Room 

Physical  Medicine — Empire  Suite 


Thursday 

Gastroenterology  and  Proctology — Town  Room  Radiology — Washington  Room 

Ophthalmology — Skytop  Surgery— Dallas  Room 

Otolaryngology — • Hartford  Room  Urology — Empire  Suite 
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Pennsylvania  Room,  Ballroom  Floor 
Hotel  Statler,  New  York  City 

Colgate  Phillips,  M.D.,  Chairman,  Westchester 
Lester  L.  Coleman,  M.D.,  New  York 
Martin  J.  Healy,  Jr.,  M.D.,  Westchester 


SESQUICENTENNIAL  INNOVATIONS 
by  your 

Motion  Picture  Committee 

Personal  Narration  of  Films  by  Their  Authors 

1.  Thoracocervical  Approach  for  Thyroid  Cancer 

Monday,  February  IS,  3:43  P.M. 

John  C.  McClintock,  M.D.,  Albany 

2.  Surgical  Correction  of  Vaginal  Agenesis  Utilizing  Skin  Graft 

Tuesday,  February  19,  11:48  A.AI. 

Albert  Altchek,  M.D.,  New  York  City 

3.  Total  Right  Hepatic  Lobectomy 

Tuesday,  February  19,  3:37  P.M. 

Richard  D.  Brasfield,  M.D.,  New  York  City 

4.  The  Emotional  Preparation  of  Children  for  Surgery 

Wednesday,  February  20,  3:34  P M. 

Lester  L.  Coleman,  M.D.,  New  York  City 

5.  Resection  of  the  Maxilla  for  Carcinoma 

Thursday,  February  21,  3:47  P.M. 

Martin  J.  Healy,  Jr.,  M.D.,  Yonkers 
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For  lour  Interest:  Tiro  Disney  Shorts 

1.  Motor  Mania 

Wednesday,  February  20,  11:29  A.M. 

Thursday,  February  21,  2:17  P.M. 

2.  How  To  Have  an  Accident  in  the  Home 

Wednesday,  February  20,  2:00  P.M. 

Thursday,  February  21,  10:59  A.M. 

A Dash  of  Travel  Mixed  with  Medicine  in  Africa 

1.  Circulation  in  the  Giraffe 

Tuesday,  February  19,  11:00  A.M. 

(Unfortunately  we  have  time  for  one  showing  only) 

New  Films 

1.  Disorders  of  the  Heart  Beat — Premiere 

Tuesday,  February  19,  3:14  P.M. 

Thursday,  February  21,  10:00  A.M. 

2.  Thoracocervical  Approach  for  Thyroid  Cancer 

Monday.  February  18,  3:45  P.M. 

3.  Surgical  Correction  of  Vaginal  Agenesis  Utilizing  Skin  Graft 

Tuesday.  February  19,  11:48  A.M. 

4.  Several  other  films  completed  within  the  last  year. 

DAILY  PROGRAM 

Monday,  February  18 

9:00  a.m.  Presentation  by  the  Medical  Film  Guild,  Ltd. 

10:00  a.m.  The  Operative  Treatment  of  Chronic  Stasis  Ulcers 

Carl  A.  Moyer,  M.D.,  and  Harvey  R.  Butcher,  Jr.,  M.D., 
St.  Louis,  Missouri 

10:29  a.m.  Endometriosis 

Edward  D.  Allen,  M.D.,  Chicago,  Illinois 
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11:03  a.m. 

The  Blood  Vessel  and  Living  Pathology 

Drs.  Lutz  and  Fulton,  Graduate  School  of  Boston  University 
Film  by  the  Medical  Film  Guild,  Ltd. 

1 1 :26  a.m. 

Extraction  of  a Cataract  in  the  Young  Adult 

Louis  Daily,  M.D.,  Houston,  Texas 

11:35  a.m. 

The  Technic  of  Proctosigmoidoscopy  and  Its  Role  in  the  Cancer 
Detection  Program 

William  C.  Bernstein,  M.D.,  St.  Paul,  Minnesota 

Cancer  Detection  Center,  University  of  Minnesota 

INTERMISSION 

2:00  p.m. 

Antituberculosis  Drugs  in  the  Medical  and  Surgical  Treatment  of 
Tuberculosis 

H.  Corwin  Hinshaw,  M.D.,  San  Francisco,  California 
Stanford  University  School  of  Medicine 

2:33  p.m. 

Principles  of  Fracture  Reduction 

Churchill-Wexler  Production,  Los  Angeles,  California 
Produced  for  the  Veterans  Administration 

3:00  p.m. 

Total  Excision  of  the  Aortic  Arch  for  Aneurysm 

Denton  A.  Cooley,  M.D.,  and  Michael  E.  DeBakey,  M.D., 
Houston,  Texas 

3:23  p.m. 

Liver  Biopsy  with  Vim-Silverman  Needle 

Charles  H.  Brown,  M.D.,  and  Arthur  M.  Clark,  M.D., 
Cleveland,  Ohio 

3:45  p.m. 

Thoracocervical  Approach  for  Thyroid  Cancer 

Allan  Stranahan,  M.D.,  Ralph  Alley,  M.D.,  and  John  C. 
McClintock,  M.D.,  Albany 

Personal  Narration  by  John  C.  McClintock,  M.D. 

4:00  p.m. 

Presentation  by  the  Medical  Film  Guild,  Ltd. 

9:00  a.m. 

Tuesday,  February  19 

Presentation  by  the  Medical  Film  Guild,  Ltd. 

10:00  a.m.  Ovarian  Tumors 

Herbert  E.  Schmitz,  M.D.,  Chicago,  Illinois 
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10:29  a.m. 

Dynamics  of  the  Tubercle 

Robert  H.  Ebert,  M.D.,  Chicago,  Illinois 
University  of  Chicago 

William  R.  Barclay,  M.D.,  Chicago,  Illinois 
University  of  Chicago 
David  S.  Riihe,  M.D.,  Lawrence,  Kansas 
University  of  Kansas 

11:00  a.m. 

Preliminary  Observations  on  the  Circulation  of  the  Giraffe 

R.  H.  Goetz,  M.D.,  Capetown,  South  Africa 
University  of  Capetown  Medical  School 

11:48  a.m. 

Surgical  Correction  of  Vaginal  Agenesis  Utilizing  Skin  Graft 

Jacob  Shragowitz,  M.D.,  Port  Chester,  New  York 
United  Hospital 

Albert  Altchek,  M.D.,  New  York  City 
Mount  Sinai  Hospital 

Personal  narration  by  Albert  Altchek,  M.D. 
INTERMISSION 

2:00  p.m. 

The  Eaily  Management  of  the  Severely  Burned  Patient 

Edwin  H.  Ellison,  M.D.,  and  Roger  D.  Williams,  M.D., 
Columbus,  Ohio 

2:30  p.m. 

Surgery  of  the  Aged 

Erwin  R.  Schmidt,  M.D.,  Madison.  Wisconsin 

3:06  p.m. 

Pronestyl  Hydrochloride 

3:14  p.m. 

Disorders  of  the  Heart  Beat 

Courtesy  of  the  American  Heart  Association 

3:37  p.m. 

Total  Right  Hepatic  Lobectomy 

George  T.  Pack,  M.D.,  and  Richard  D.  Brasfield,  M.D., 
New  York  City 

Personal  narration  by  Richard  D.  Brasfield,  M.D. 

4:00  p.m. 

Presentation  by  the  Medical  Film  Guild,  Ltd. 
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Wednesday,  February  20 

9:00  a.m. 

Presentation  by  the  Medical  Film  Guild,  Ltd. 

10:00  a.m. 

Surgical  Treatment  of  Varicose  Veins 

Geza  de  Takats,  M.D.,  Chicago,  Illinois 

10:28  a.m. 

Peripheral  Vascular  Disease 

Film  by  the  Medical  Film  Guild,  Ltd. 

11 :01  a.m. 

Technic  for  Mitral  Commissurotomy 

John  L.  Madden,  M.D.,  New  York  City- 

11:29  a.m. 

Motor  Mania 

Walt  Disney-  Productions 

11:40  a.m. 

Liver  Biopsy  with  Vim-Silverman  Needle 

Charles  H.  Brown,  M.D.,  and  Arthur  M.  Clark,  M.D. 
Cleveland,  Ohio 

INTERMISSION 

2:00  p.m. 

How  To  Have  an  Accident  in  the  Home 

Walt  Disney  Productions 

2:11  p.m. 

Movements  of  the  Valves  of  the  Heart  and  the  Origin  of  the  Heart 
Sounds 

H.  E.  Essex,  M.D.,  and  H.  L.  Smith,  M.D.,  Rochester,  Min- 
nesota 

Mayo  Clinic 

2:39  p.m. 

Dynamics  of  the  Tubercle 

Robert  H.  Ebert,  M.D.,  Chicago,  Illinois 
University  of  Chicago 

William  R.  Barclay,  M.D.,  Chicago,  Illinois 
University-  of  Chicago 
David  S.  Ruhe,  M.D.,  Lawrence,  Kansas 
University  of  Kansas 

3:10  p.m. 

The  Technic  of  Proctosigmoidoscopy  and  Its  Role  in  the  Cancer 
Detection  Program 

William  C.  Bernstein,  M.D.,  St.  Paul,  Minnesota 

Cancer  Detection  Center,  University  of  Minnesota 
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3:34  p.m. 

The  Emotional  Preparation  of  Children  for  Surgery 

Lester  L.  Coleman,  M.D.,  New  York  City 

Personal  Narration  by  Lester  L.  Coleman,  M.D. 

4:00  p.m. 

Presentation  by  the  Medical  Film  Guild,  Ltd. 

9:00  a.m. 

Thursday,  February  21 

Presentation  by  the  Medical  Film  Guild,  Ltd. 

10:00  a.m. 

Disorders  of  the  Heart  Beat 

Courtesy  of  the  American  Heart  Association 

10:23  a.m. 

Surgery  of  the  Aged 

Erwin  R.  Schmidt,  M.D.,  Madison,  Wisconsin 

10:59  a.m. 

How  To  Have  An  Accident  In  the  Home 

Walt  Disney  Productions 

11:10  a.m. 

The  Early  Management  of  the  Severely  Burned  Patient 

Edwin  H.  Ellison,  M.D.,  and  Roger  D.  Williams,  M.D., 
Columbus,  Ohio 

11:40  a.m. 

Extraction  of  a Cataract  in  the  Young  Adult 

Louis  Daily,  M.D.,  Houston,  Texas 

11:49  a.m. 

Total  Right  Hepatic  Lobectomy 

George  T.  Pack,  M.D.,  and  Richard  D.  Brasfield,  M.D., 
New  York  City 

INTERMISSION 

2:00  p.m. 

Total  Excision  of  the  Aortic  Arch  for  Aneurysm 

Denton  A.  Cooley,  M.D.,  and  .Michael  E.  DeBakey,  M.D., 
Houston,  Texas 

2:17  p.m. 

Motor  Mania 

Walt  Disney  Productions 

2:28  p.m. 

Movements  of  the  Valves  of  the  Heart  and  the  Origin  of  the  Heart 
Sounds 

H.  E.  Essex,  M.D.,  and  H.  D.  Smith,  M.D.,  Rochester,  Min- 
nesota 

Mayo  Clinic 
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2 56  p.m.  The  Blood  Vessel  and  Living  Pathology 

Drs.  Lutz  and  Fulton,  Graduate  School  of  Boston  University 
Film  by  the  Medical  Film  Guild,  Ltd. 

3:19  p.m.  Technic  for  Mitral  Commissurotomy 

John  L.  Madden,  M.D.,  New  York  City 

3:47  p.m.  Resection  of  the  Maxilla  for  Carcinoma 

Martin  J.  Healy,  Jr.,  M.D.,  Yonkers,  New  York 

Personal  Narration  by  Martin  J.  Healy,  Jr.,  M.D. 

4:00  p.m.  Presentation  by  the  Medical  Film,  Guild,  Ltd. 


The  Committee  is  most  grateful  for  the  cooperation  of  the  Medical  Film  Guild,  Ltd., 
and  of  its  president,  Mr.  Joseph  Hackel,  who  will  handle  all  our  films  on  the  Sesqui- 
centennial  Program. 

Mr.  Hackel  will  present  his  own  films  before  10:00  A.M.  and  after  4:00  P.M.  The 
State  Society  program  will  be  schedided  from  10:00  A.M.  to  4:00  P.M. 


ACKNOWLEDGMENTS 

The  Medical  Society  of  the  State  of  New  York  acknowledges  with  sincere 
thanks  the  warm  support  of  its  friends  in  the  pharmaceutical  industry  who 
are  sponsoring  the  following  outstanding  features  of  the  Sesquicentennial 
Convention: 

The  Upjohn  Company — for  assuming  entire  responsibility  of  printing  the 
Official  Convention  Program. 

The  Diaparene  Company— for  the  preparation  and  presentation  of  the 
souvenir  menu  for  the  Banquet. 

E.  R.  Squibb  & Sons— for  the  excellent  program  of  entertainment  at  the 
Banquet,  a feature  of  the  annual  function  for  the  first  time. 

Mead  Johnson  & Company — for  providing  the  good  music  for  dancing 
at  the  Banquet. 
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SPECIAL  MEETINGS 

Medicolegal  Clinic  and  Luncheon 
Monday , February  18, 1957,  Hotel  Statler,  New  York  City 


One  of  the  unique  features  of  the  medicolegal  clinic  and  luncheon  to  be  held  at  the 
Hotel  Statler,  New  York  City,  on  February  18,  1957,  under  the  sponsorship  of  the 
American  Board  of  Legal  Medicine,  Inc.,  is  the  marked  emphasis  being  placed  on  audience 
participation.  The  topic  to  be  discussed  is  “The  Relation  of  Trauma  to  Disease.” 

Doctors  and  lawyers  in  the  audience  are  invited  to  direct  questions  concerning  their 
current  and  pressing  professional  problems  to  the  following  panel  of  experienced  physi- 
cians and  attorneys  who  will  attempt  to  answer  the  queries: 

Doctors 

S.  Charles  Franco,  M.D.,  associate  clinical  professor  of  internal  medicine,  New  York 
University-Bellevue  Medical  Center 

Kenneth  H.  MacGregor,  M.D.,  clinical  associate  professor  of  surgery,  State  University 
College  of  Medicine  at  New  York  City 

James  P.  Casey,  M.D.,  associate  neuropsychiatrist,  St.  Joseph’s  Hospital,  Yonkers 

La  ivyers 

Charles  Margett,  chairman,  Trial  Lawyers  Section,  New  York  State  Bar  Association 

Maxwell  M.  Booxbaum,  secretary,  American  Board  of  Legal  Medicine,  Inc. 

Summation — Judge  Joseph  A.  Cox,  Surrogate  of  the  County  of  New  York 
Moderator — Alfred  Koemer,  M.D.,  president,  American  Board  of  Legal  Medicine,  Inc. 

All  who  plan  to  attend  this  event  are  asked  to  make  their  reservations  at  once  by  com- 
municating with  the  secretary  of  the  American  Board  of  Legal  Medicine,  Inc.,  1501 
Broadway,  New  York  City.  Reservations  will  be  filled  in  the  order  in  which  they  are 
received. 


Radiological  Society  of  the  State  of  New  York 
Wednesday,  February  20,  1957 , 9 A.M. 

Hotel  Statler , New  York  City 

A meeting  sponsored  by  the  Radiological  Society  of  the  State  of  New  York  will  be 
held  Wednesday  morning,  February  20,  1957,  at  9 a.m.  in  the  Sutton  Room  of  the  Hotel 
Statler,  New  York  City,  for  the  following  purposes: 

1.  To  discuss  the  effect  of  ionizing  radiation  on  the  human  body  with  particular 
reference  to  the  gonads. 

2.  To  establish  representative  opinions  regarding  the  feasibility*  of  supplying  each 
patient  with  a record  of  his  or  her  individual  roentgen  dose  received  by  the 
gonads  during  a diagnostic  or  therapeutic  radiologic  procedure. 

3.  To  determine  whether  or  not  such  a recording  system  should  be  inaugurated  on  a 
pilot  basis,  for  example,  in  one  community  or  hospital,  in  order  to  test  its  prac- 
ticality and  degree  of  success. 

The  Radiological  Society  of  the  State  of  New  York  invites  anj-  clinician  or  scientist  to 
attend  this  meeting  and  to  participate  in  the  discussion. 
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TELEVISION  PROGRAM 
IN  COLOR 

February  18  to  21,  1957 

Georgian  Room,  Ballroom  Floor 
Hotel  Statler,  New  York  City 

Phillip  D.  Allen,  M.D.,  New  York  City,  Chairman 
E.  Dean  Babbage,  M.D.,  Buffalo 
George  Himler,  M.D.,  New  York  City 
John  H.  Talbott,  M.D.,  Buffalo 
Cornelius  H.  Traeger,  M.D.,  New  York  City 


A Brighter  View  of  Education 

Compatible  color  television  will  make  its  debut  performance  before  the  Medical 
Society  of  the  State  of  New  York  at  the  Sesquicentennial  Meeting,  February 
18  to  21.  The  newly  acquired  equipment  represents  the  first  major  change  in  the 
basic  color  TV  facilities  provided  the  annual  meetings  by  Smith,  Kline  & French 
Laboratories  and  features  a projection  system  that  more  than  doubles  the  bright- 
ness and  clarity  of  the  picture  seen  in  the  viewing  auditorium. 

Increased  picture  quality  is  complemented  by  a new  programming  technic  in- 
troduced for  televising  surgery.  All  of  the  operations  to  be  televised  employ  a 
three-way  conversational  hookup  between  the  operating  surgeon,  a panel  of  dis- 
tinguished specialists,  and  a moderator  at  the  auditorium.  The  fourteen-hour 
program,  equally  divided  between  surgical  procedures  and  clinical  demonstrations, 
will  originate  from  the  Bellevue  Hospital  Medical  Center.  From  here  it  will 
be  beamed  via  microwave  to  the  Georgian  Room  of  the  Hotel  Statler  where  a pro- 
jection type  receiver  equipped  with  a 5 by  6-foot  screen  will  accommodate  more  than 
500  viewers  per  television  session. 

Veteran  televiewers  will  notice  no  radical  change  in  the  amount  of  equipment 
installed  in  the  television  auditorium.  The  big  difference  appears  on  the  screen 
itself.  The  picture,  while  the  same  size  as  in  years  past,  is  thrown  on  the  screen 
with  double  the  former  light  intensity  by  the  new  compatible  projectors.  In  other 
words,  to  a surgeon  seated  in  the  usual  viewing  area,  the  picture  is  twice  as  clear 
and  sharp.  Then,  too,  the  increased  brightness  extends  the  viewing  area,  per- 
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An  operation  for  patent  ductus  is  viewed  by  the  surgical  camera  which  brings  a greatly  magnified 
view  of  the  procedure  to  more  than  500  viewers.  Through  color,  surgery  gains  the  definition 
essential  to  a realistic  view  of  the  operative  field,  while  the  powerful  camera  lenses  reveal  the 
smallest  detail  of  technic. 


mitting  many  more  persons  to  view  each  procedure.  Since  the  operative  fields 
are  pictured  in  closeups  varying  from  3 to  7 inches  in  width,  the  images  shown  on 
the  giant  screen  represent  a range  of  magnification  of  from  100  to  600  times  actual 
sizes. 
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February  18  to  21,  1957 
Hotel  Statler,  New  York  City 

William  L.  Watson,  M.D.,  New  York,  Chairman 
Beverly  C.  Smith,  M.D.,  New  York,  Cochairman 
J.  G.  Fred  Hiss,  M.D.,  Onondaga 
Frederick  Lee  Liebolt,  M.D.,  New  York 
Ernest  Witebsky,  M.D.,  Erie 


Mezzanine  Rise 
Booths  201  through  207 


Intern  and  Resident  Education  and  Supervision 

Nathan  Smith,  M.D.  (By  invitation ) 
Morrisania  City  Hospital 
Bronx 

A photographic  study  of  the  important  phases 
of  intern  education  and  supervision  is  presented. 
It  follows  the  requirements  of  the  Council  of  the 
American  Medical  Association  and  the  Commission 
on  Medical  Education.  The  exhibit  should  be 
valuable  to  administrators,  medical  boards,  visiting 
physicians,  and  trustees  interested  in  formulating 
a program  for  intern  education,  as  well  as  others 
interested  in  medical  education.  ( Booth  201 ) 


Changing  Patterns  in  Public  Health 

James  J.  Quinlivan,  M.D. 

New  York  State  Department  of  Health 
Albany 

This  exhibit  depicts  some  of  the  important 
changes  in  public  health  practice,  placing  emphasis 
on  changes  relating  to  the  care  of  tuberculous  pa- 
tients in  State  hospitals.  (Booth  202 ) 


Gangrene  of  Legs  and  Feet  Treated  by  Walking 

William  T.  Foley,  M.D. 

New  York  Hospital-Cornel  1 Medical  Center 
New  York  City 

The  exhibit  consists  of  48  full-color  transparencies 
shown  on  a screen  by  an  automatic  projector.  Case 
histories  of  patients  with  gangrene  of  the  legs,  feet, 


and  toes  from  arteriosclerosis  obliterans,  emboliza- 
tion, and  thromboangiitis  obliterans  are  presented. 
Conservative  therapy  with  weight-bearing  and 
walking  resulted  in  healing  of  the  necrotic  areas. 
The  photographs  are  alternated  with  running 
commentary.  (Booth  203) 


New  York  State  Story  of  Anesthesia 

Paul  M.  Wood,  M.D. 

Albert  M.  Betcher,  M.D. 

Benjamin  J.  Ciliberti,  M.D. 

Lewis  H.  Wright,  M.D. 

New  York  State  Society  of  Anesthesiologists 
New  York  City 

This  exhibit,  consisting  of  photographs,  rare  books 
and  pamphlets,  apparatus,  and  equipment,  is  de- 
signed to  depict  historical  events  and  contributions 
in  anesthesia  by  the  pioneers  in  the  State  of  New 
York.  The  oldest  anesthesia  society  in  the  country 
was  organized  in  this  State,  and  its  growth  into 
a national  organization  is  graphically  illustrated. 
(Booth  204) 


University  of  Rochester  School  of  Medicine  and 
Dentistry 

Rochester 

Photographic  sequence  depicting  important  phases 
in  the  physical,  educational,  and  scientific  develop- 
ment of  the  medical  school.  (Booth  205) 


February  1,  1957 


409 


SESQ  l TICEN TENNIA  L CONVENTION— 1807-1957 


Albany  Medical  Center 

Albany 

History  of  medicine  of  the  Albany  Medical  Col- 
lege (1839)  and  of  the  Albany  Hospital  (1849)  is 
pictorially  represented.  In  the  display  are  photo- 
graphs of  Dr.  Alden  March  and  Dr.  James  H. 
Armsby,  the  founding  fathers,  and  of  prominent 
alumni:  Dr.  Kenneth  Daniel  Blackfan,  Dr.  Her- 
mon  Camp  Gordinier,  Dr.  Maurice  J.  Lewi,  Dr. 
Thomas  Salmon,  Dr.  Theobald  Smith,  Dr.  John 
Swinburne,  and  many  others.  ( Booth  206) 


Public  Health  Problems  in  Civil  Defense 

H.  C.  Huntley,  M.D. 

J.  P.  Shortal,  M.D. 

United  States  Public  Health  Service 
New  York  City 

The  exhibit  is  designed  to  depict  radiologic  de- 
fense. It  shows  how  public  health  can  minimize 
the  effects  of  radioactive  fallout  from  thermonuclear 
attacks.  This  display  also  shows  other  types  of 
problems  of  public  health  significance  by  means 
of  lighted  panels,  and  a message  of  a moving  roller 
emphasizes  the  need  for  preparation  prior  to  an 
attack.  ( Booth  207) 


Ivy  Suite 


Booths  208  through  218 


Medical  Procedure  in  Workmen’s  Compensation 

Willis  M.  Weeden,  M.D. 

New  York  State  Workmen’s  Compensation  Board 
New  York  City 

This  exhibit  is  presented  for  the  purpose  of  edu- 
cating the  medical  profession  in  workmen’s  com- 
pensation procedures  and  thus  bringing  about  better 
cooperation  between  those  treating  claimants  and 
the  Workmen’s  Compensation  Board.  This  will 
result  in  benefits  to  both.  Illuminated  charts, 
pertinent  points  of  the  law,  and  photographs  will  be 
shown.  Interesting  historical  background  of  the 
Workmen’s  Compensation  Law  will  be  presented. 
( Booth  208) 


New  York  Diabetes  Association,  Inc. 

New  York  City 

The  services  of  the  New  York  Diabetes  Associa- 
tion to  the  physician  and  patient  and  the  history 
of  the  Association  will  be  presented.  ( Booth  209) 

The  Multiple  Injury  Patient 

Robert  H.  Kennedy,  M.D. 

Lester  Blum,  M.D. 

Ben  F.  Bryer,  M.D. 

Benjamin  A.  Payson,  M.D. 

Beekman-Downtown  Hospital 
New  York  City 

This  is  a presentation  of  the  problems  involved 
in  the  care  of  the  patient  who  has  received  multiple 
injuries.  The  treatment  of  shock,  transportation 
of  the  patient  to  and  within  the  hospital,  the  selec- 
tion of  diagnostic  facilities,  and  the  organization 
of  a surgical  team  for  proper  care  are  all  considered. 
The  importance  of  having  a team  captain  who 
organizes  the  treatment  and  supervises  the  activi- 
ties of  each  of  the  specialists  is  emphasized.  ( Booth 
210) 


Function  of  the  Committee  on  Placement  of  the 
American  Society  of  Anesthesiologists 

Albert  E.  Chiron,  M.D. 

Jewish  Hospital  of  Brooklyn 
Brooklyn 

This  exhibit  is  designed  to  demonstrate  how 
placement  service  can  be  maintained  for  members  of 
a medical  society.  This  service  provides  a means 
of  educating  the  younger  physician  in  the  ethics 
and  proper  conduct  of  the  practice  of  medicine  and 
anesthesiology  in  particular.  It  also  establishes 
favorable  public  relations  with  hospitals  by  provid- 
ing them  with  an  understanding  of  the  ethics  of 
medical  practice  and  a means  of  obtaining  properly 
qualified  anesthesiologists.  This  exhibit  presents 
the  modus  operandi  and  indicates  by  statistics 
the  effectiveness  of  the  Committee  on  Placement. 
( Booth  211) 


Lateral  Curvature  of  the  Spine 

William  H.  von  Lackum,  M.D. 

New  York  Orthopedic  Hospital 
Columbia-Presbvterian  Medical  Center 
New  York  City 

Initial  recognition  of  lateral  curvature  of  the 
spine  by  Hippocrates  and  later  concepts  of  early 
investigators  are  briefly  shown.  Gradually  in- 
creasing knowledge  thereafter  of  the  etiology,  path- 
ology, pathogenesis,  and  therapy  is  illustrated. 
Introduction  of  spinal  fusion  by  Hibbs  in  1915  was 
pivotal  in  the  first  successful  surgical  and  corrective 
trends.  Differentiation  of  the  surgical  and  non- 
surgical  types  is  clearly  revealed.  Cosmetic  ap- 
pearance, adult  functional  disability  from  spine 
pain,  and  cardiorespiratory'  impairment  are  seen  as 
major  symptomatic  abnormalities.  The  long-term 
operative  end  results,  revealing  uniformity  of  good 
spine  function  and  essentially'  unaltered  vocational, 
physical,  and  athletic  capacities,  establish  the  pres- 
ent surgical  regime  as  outstanding  in  the  complete- 
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ness  and  in  the  sustained  anatomic  visceral  and  play-back  tape  of  an  interview  with  Dr.  Manson, 
functional  preventions  and  restorations.  ( Booth  scientific  director,  concerning  facts  pertaining  to 

212)  muscular  dystrophy.  ( Booth  215 ) 


Fractures  in  the  Aged 

New  York  and  Brooklyn  Regional  Committee  on 
Trauma 

American  College  of  Surgeons 
New  York  City 

The  exhibit  will  consist  of  printed  charts  and 
transparencies  demonstrating  the  relative  frequen- 
) cies  and  types  of  fractures  to  which  the  aged  are 
l peculiarly  susceptible,  their  healing  qualities,  and 
the  treatment  necessary  to  preserve  function  and 
f mobility.  It  will  stress  the  fact  that  the  objectives 
to  be  sought  in  the  management  of  fractures  in  the 
i aged,  other  than  actual  bone  union,  are  at  times 
I different  from  those  in  younger  age  groups.  (Booth 
213 ) 


Prevention  of  Blindness  Activities 

New  York  State  Department  of  Social 
Welfare 
New  York  City 

Prevention  of  blindness  activities  include  educa- 
tion and  community  service  programs  on  principles 
of  sight  conservation.  Statistical  tabulation  on 
causes  of  blindness,  based  on  ophthalmologic  exam- 
ination, will  be  reported.  Literature,  eye  report 
forms,  and  tables  on  causes  of  blindness  will  be 
displayed.  ( Booth  214) 


Muscular  Dystrophy : Clinical  Aspects,  Characteris- 
tics, Genetic  Factors,  Research 

Muscular  Dystrophy  Associations  of  America,  Inc. 
New  York  City 

This  exhibit  shows  (1)  manifestations  and  in- 
heritance factors,  (2)  early  postural  changes  and 
characteristics  of  advanced  stages  of  the  disease, 
and  (3)  progress  that  is  being  made  in  the  field  of 
research,  presenting  color  slides  of  actual  research 
on  animals,  with  explanations.  There  is  also  a 


Research  with  Hysterosalpingography 

Alvin  M.  Siegler,  M.D. 

State  University  of  New  York  College  of  Medicine 
at  New  York  City 
Brooklyn 

A study  of  a series  of  women  of  proved  fertility 
was  undertaken  to  learn  the  normal  appearance  of 
a hysterosalpingogram.  Measurements  were  ob- 
tained of  the  roentgenographie  uterine  shadows 
by  means  of  a specially  calibrated  uterine  sound. 
A modified  cannula  was  employed  to  demonstrate 
the  cervix  and  isthmus  more  completely.  A re- 
lationship between  the  width  of  the  isthmus  and  the 
day  of  the  menstrual  cycle  was  made.  A technic 
for  demonstration  of  the  uterine  blood  supply  was 
devised.  (Booth  216) 

Study  of  Oxytocics 

William  J.  Fitzgerald,  M.D. 

A.  N.  Brady  Hospital 
Albany  Medical  College 
Albany 

A five-year  evaluation  of  oxytocics  in  the  third 
stage  of  labor  is  presented.  (Booth  217) 

Novobiocin:  A New  Antibiotic 

Augustus  Gibson,  M.D.  (By  invitation) 
Charles  E.  Lyght,  M.D.  (By  imitation) 
Elmer  Alpert,  M.D.  (By  invitation) 
Rahway,  New  Jersey 

This  exhibit  presents  the  salient  facts  about  the 
new  broad-spectrum  antibiotic,  Novobiocin.  This 
important  therapeutic  agent  will  be  described, 
presenting  the  following  aspects:  chemistry,  phar- 
macology, microbiology,  animal  studies,  and  use 
in  human  therapy.  Besides  a list  of  the  organisms 
susceptible  to  the  antimicrobial  activity  of  the 
drug,  the  exhibit  presents  the  dosage  schedule  that 
investigators  have  found  useful.  (Booth  218) 


Ballroom  Balcony 
Booths  301  through  335 


Bronchial  Adenoma : A Therapeutic  Problem 

Oscar  H.  Friedman,  M.D. 

Coleman  B.  Rabin,  M.D. 

Stuart  Gurman,  M.D. 

Mount  Sinai  Hospital 
New  York  City 

The  exhibit  consists  of  88  cases  studied  at  the 
Mount  Sinai  Hospital.  The  incidence  of  the  purely 
endobronchial  form,  cases  with  extrabronchial  ex- 


tension, and  cases  with  lymph  node  involvement  and 
distant  metastases  are  tabulated.  The  pathologic, 
clinical,  and  radiologic  features  are  demonstrated. 
The  criteria  for  the  differentiation  from  broncho- 
genic carcinoma  are  given,  and  the  pathologic 
nature  of  the  tumor  is  discussed.  The  long-term 
results  of  bronchoscopic  and  surgical  treatment  are 
presented,  and  a rational  plan  of  treatment  is 
suggested.  (Booth  301) 
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The  Clinical  Basis  of  Parkinsonian  Therapy 

Lewis  J.  Doshay,  M.D. 

Presbyterian  Hospital 

College  of  Physicians  and  Surgeons  of  Columbia 
LTniversitv 
New  York  City 

The  exhibit  aims  to  present  a comprehensive 
and  practical  program  of  parkinsonian  therapy.  It 
provides  the  posologv,  actions,  side-effects,  and  best 
methods  of  administering  the  standard  drugs,  such 
as  scopolamine  (hyoscine),  diphenhydramine  (Ben- 
adryl), cycrimine  (Pagitane),  trihexyphenidyl  (Ar- 
tane),  ethopropazine  (Parsidol),  benztropine  (Co- 
gentin),  reserpine,  chlorpromazine  (Thorazine),  and 
other  compounds,  singly  and  in  combination.  A 
plan  is  offered  for  the  proper  orientation  and  man- 
agement of  the  parkinsonian  patient,  including  basic 
measures  of  psychotherapy.  Physical  therapy  is 
discussed  in  its  broadest  aspects.  The  indications 
for  surgical  therapv  are  given  consideration.  ( Booth 
302) 

Hypercholesteremia:  Incidence,  Physiology,  and 
Treatment 

Daniel  A.  Sherber,  M.D. 

Murray  M.  Levites,  M.D. 

Fordham  Hospital 
Bronx 

The  incidence  of  hypercholesteremia  in  the  gen- 
eral population  of  Fordham  Hospital,  Bronx,  New 
York,  is  presented.  Ten  per  cent  of  the  people 
studied  were  found  to  have  blood  cholesterol  levels 
above  300  mg.  per  100  ml.  The  physiologic  dif- 
ferences of  hypercholesteremia  associated  with 
various  metabolic  and  disease  states  is  presented. 
Hypercholesteremia  associated  with  hypothyroidism 
seems  to  have  no  possible  relationship  to  the  de- 
velopment of  atherosclerosis.  Hypercholesteremia 
associated  with  Addison’s  disease  and  adrenalectomy 
also  seems  to  be  nonpathogenic.  The  adrenal  cor- 
tex seems  to  have  a regulating  effect  on  cholesterol 
metabolism,  possibly  in  the  form  of  combining  cho- 
lesterol and  other  lipids  to  the  blood  proteins. 
Therapy  with  hormones,  heparin,  sitosterols,  and 
polysorbate-80  complex  is  presented.  ( Booth  303) 


Headache : Statistical  Analysis  of  Pharmacotherapy 
in  Over  5,000  Patients 

Arnold  P.  Friedman,  M.D. 

Samuel  Pilchman,  M.D. 

Montefiore  Hospital 
Bronx 

In  recent  years  a number  of  chemical  agents  have 
been  developed  for  the  treatment  of  chronic  head- 
ache. The  purpose  of  our  exhibit  is  to  present 
our  evaluation  of  treatment  of  chronic  headache 
by  these  drugs  in  over  5,000  patients.  The  following 
will  be  depicted:  (1)  factors  responsible  for  the 
effectiveness  of  pharmacotherapy  in  treatment  of 
headache,  both  pharmacologic  and  psychologic, 


(2)  method  of  selection  of  therapy  including  the 
types  of  drugs  used,  (3)  method  of  clinical  evalua- 
tion of  drugs,  and  (4)  a statistical  analysis  of  the 
results  of  pharmacotherapy,  both  symptomatic  and 
prophylactic.  ( Booth  304) 


Study  of  Blood  Pressure  in  the  Apparently  Healthy 
Aged 

Arthur  M.  Master,  M.D. 

Richard  P.  Lasser,  M.D. 

Harry  L.  Jaffe,  M.D. 

Mount  Sinai  Hospital 
New  York  City 

The  results  of  an  exhaustive  survey  of  blood  pres- 
sure in  apparently  healthy  men  and  women,  aged 
sixty-five  to  one  hundred  and  six  years,  are  pre- 
sented. Data  were  collected  from  over  15,000  white 
people  throughout  the  country,  fiom  all  classes  and 
communities,  a group  sufficiently  large  and  diversi- 
fied to  make  this  the  first  valid  analysis.  The  mean 
systolic  and  diastolic  blood  pressure  by  sex  and  age 
will  be  shown,  with  the  middle  80  per  cent  and  95 
per  cent  range  for  each  five-year  group.  It  was 
also  possible  to  determine  one  practical  range  of 
blood  pressure  for  all  members  of  each  sex  sixty-five 
years  of  age  or  over.  {Booth  305) 


Use  of  Rauwolfia  in  Treatment  of  Malnutrition 

Leon  G.  Dinkin,  M.D. 

Mount  Sinai  Hospital 
New  York  City 

A group  of  42  selected  patients  with  the  malnutri- 
tion syndrome  was  treated  with  Rauwolfia  serpen- 
tina. All  had  been  previously  treated  for  two 
months  to  three  years  with  high-calorie  diets,  seda- 
tion, hormones,  etc.  Thus  each  patient  served 
as  his  own  control.  Thirty-five  of  the  42  showed 
improvement  and  gain  in  body  weight.  In  26 
courses  with  Rauwolfia  the  average  weekly  gain  was 
0.38  pound  and  in  16  courses  with  reserpine  0.54 
pound.  After  discontinuation  there  was  some  loss 
of  weight,  but  a considerable  part  of  the  initial 
weight  gain  was  retained.  Reserpine  proved  ap- 
proximately 40  per  cent  more  effective  than  the 
whole  Rauwolfia  root.  ( Booth  306) 


The  Role  of  Primary  Gastrectomy  in  the  Treatment 
of  Perforated  Peptic  Ulcer 

Aubr6  de  L.  Maynard,  M.D. 

Aaron  Prigot,  M.D. 

Eustace  E.  Corbin,  M.D.  {By  invitation) 
Harlem  Hospital 
New  York  City 

Data  will  be  presented  on  the  treatment  of  per- 
forated peptic  ulcers  with  primary  subtotal  gastrec- 
tomy. This  will  include  an  exposition  of  the  ration- 
ale for  this  measure,  pathologic  tissue,  chronicity, 
character  of  the  peritonitis  encountered,  operative 
procedure,  and,  finally,  the  results  in  over  30  cases, 
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including  morbidity.  The  results  which  we  have 
obtained  will  be  compared  with  those  of  other  mo- 
dalities of  therapy.  ( Booth  307 ) 


Liver  Surgery  (Experimental  and  Clinical) 

George  T.  Pack,  M.D. 

Richard  D.  Brasfield,  M.D. 

Abdol  H.  Islami,  M.D.  {By  invitation) 
Theodore  R.  Miller,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

Gross  and  microscopic  evidence  of  liver  regenera- 
tion following  partial  hepatectomy  in  rats  and  dogs 
is  presented.  The  preoperative,  operative,  and 
postoperative  management  of  general  patients  who 
have  had  liver  resections  for  metastatic  cancer, 
carcinoma  of  the  gallbladder,  etc.,  is  demonstrated. 
{Booth  308 ) 


Formation  of  Gastroenteric  Fistulas  Using  a 
Prosthesis 

W.  A.  Barnes,  M.D. 

S.  F.  Redo,  M.D.  {By  invitation ) 

Cornell  University  Medical  College 
New  York  City 

The  exhibit  demonstrates  types  of  prostheses  used 
to  form  gastroenteric  fistulas.  It  illustrates,  by 
means  of  transparencies,  the  method  of  insertion 
of  the  prosthesis  and  shows  the  device  in  the  dog 
and  in  humans.  {Booth  309) 


The  Common  Bile  Duct:  In  Vivo  Measurements 
and  Their  Significance 

Julius  J.  Leitchtling,  M.D. 

Stanley  M.  Rubin,  M.D. 

Lester  Breidenbach,  M.D. 

Beth  David  Hospital 
New  York  City 

Measurements  of  the  common  bile  duct  made 
with  a special  instrument  during  surgical  operations 
will  be  illustrated.  Comparison  with  x-ray  cho- 
langiogram  and  autopsy  measurements  will  be  made. 
An  enlarged  photograph  will  illustrate  method  of 
measurement  in  a series  of  cases.  Roentgenograms 
of  intravenous  cholangiograms  will  be  shown. 
The  value  of  living  measurement  in  determining 
“dilation”  of  the  duct  to  establish  criteria  for  ex- 
ploration of  the  duct  will  be  presented.  {Booth  310) 


Trauma,  Claimed  or  Coexistent,  Associated  With 
Natural  Causes  of  Death 

Alfred  L.  Shapiro,  M.D. 

Brooklyn 

An  analysis  of  cases  illustrating  metropolitan  ex- 
periences in  the  association  of  traumatogenic  and 
natural  causes  in  the  problem  group  of  fatalities  in 
forensic  pathology.  The  study  is  based  on  cases 


occurring  in  the  Brooklyn  Division  of  the  Office  of 
the  Chief  Medical  Examiner  of  the  City  of  New  . 
York,  Dr.  Milton  Ilelpern,  Chief.  {Booth  311) 

Pruritus  Ani : Present-Day  Treatment 

Robert  Turell,  M.D. 

Mount  Sinai  Hospital 

Albert  Einstein  College  of  Medicine  of  Yeshiva 
University 
New  York  City 

The  causes,  classification,  distribution  of  pruritic 
points,  and  sensory  distribution  in  the  anogenital 
area  are  illustrated  and  discussed.  The  scheme  of 
treatment  is  as  follows:  (1)  cure  by  simple  therapy 

with  a note  on  drugs  and  procedures  to  be  avoided, 
(2)  cure  by  treating  of  specific  lesions,  such  as 
senile,  fungous,  or  antibiotic  pruritus  with  specific 
agents,  (3)  symptomatic  benefit  and  occasional 
cure  with  topical  hydrocortisone  and/or  parenteral 
corticotropin  (ACTH),  (4)  cure  by  removal  of 
anorectal  lesions,  and  (5)  cure  by  tattooing  of  the 
pruritic  skin  with  mercury  sulfide  for  permanency 
of  results.  {Booth  312) 


An  Evaluation  of  Anticoagulant  Therapy  in  a 

Community  Hospital 

Max  H.  Stein,  M.D. 

Julian  Hoffman,  M.D. 

Philip  Kavet,  M.D. 

Elias  Gechman,  M.D. 

Daniel  Glasser,  M.D. 

Beth-El  Hospital 
Brooklyn 

This  exhibit  reports  the  results  of  anticoagulant 
therapy  in  cases  of  myocardial  infarction  during 
the  past  ten  years  at  the  Beth-El  Hospital,  a com- 
munity hospital.  It  also  reports  the  incidence  of 
hemorrhagic  manifestations  and  types  of  bleeding 
encountered  at  the  Beth-El  Hospital  with  the  dif- 
ferent anticoagulants  used  in  the  various  throm- 
boembolic diseases.  The  observations  reported  are 
based  on  a review  of  cases  treated  by  a variety  of 
doctors,  general  practitioners,  internists,  and  other 
specialists,  thus  producing  a broad  survey  of  the 
safety  and  dangers  of  anticoagulant  therapy  in  a 
general  community  hospital.  {Booth  313) 


The  Use  of  Pacatal  in  Various  Clinical  Entities 

Charles  E.  Friedgood,  M.D. 

Julian  Hoffman,  M.D. 

Beth-El  Hospital 
Brooklyn 

Pacatal,  a new  tranquilizer,  was  used  in  a group 
of  314  patients  with  various  disorders.  This  ex- 
hibit demonstrates  the  various  pharmacologic 
effects  and  clinical  usefulness  of  Pacatal.  The  at- 
araxic  property  and  its  potentiation  of  hypnotics, 
anesthetics,  and  analgesics  will  be  shown,  as  well  as 
the  circulatory  effect  on  cardiac  patients  with  angina 
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pectoris,  fibrillation,  and  those  undergoing  cardiac 
surgery.  Modes  of  administration,  dosage,  and 
side-effects  of  the  drug  will  be  illustrated.  ( Booth 
314) 

Myocarditis  in  Acute  Infectious  Diseases 

Vera  B.  Dolgopol,  M.D. 

Harlem  Hospital 
New  York  City 

Transparencies  illustrate  myocarditis  in  scarlet 
fever,  diphtheria,  poliomyelitis,  meningitis,  etc. 
Explanatory  notes  are  also  presented.  ( Booth  315) 


Universal  Method  of  Charting  the  Heart  Auscul- 
tation : Cardiocharting 

Arthur  Briskier,  M.D. 

Mount  Sinai  Hospital 
French  Hospital 
New  York  City 

Cardiocharting  is  a new,  colored,  symbolic 
method  of  charting  the  cardiac  auscultatory  findings. 
It  is  simple  to  understand  and  easy  to  apply.  A 
colored  picture  speaks  for  itself.  The  heart  sounds 
with  their  rates  and  rhythms  are  charted  in  blue; 
the  heart  murmurs  with  all  their  characteristics 
are  charted  in  red.  Any  acquired  or  congenital 
cardiopathy  and  any  change  in  cardiac  auscultation 
following  medical  treatment  or  surgery-  is  instantly- 
recognized.  Cardiocharting  has  many  applica- 
tions in  medicine,  surgery,  and  obstetrics,  as  well 
as  in  teaching.  A permanent  comparative  record, 
universal  in  scope,  is  thus  secured.  ( Booth  316) 


Treatment  of  Feeding  Problems  in  Infants  and 
Children  in  Relation  to  Normal  Growth  Rates 

Morrison  S.  Levbarg,  M.D. 

New  York  City- 

Careful  studies  reveal  that  many  otherwise  phys- 
ically fit  infants  and  children  from  all  economic 
brackets  lag  appreciably-  behind  normal  growth 
rates,  as  a result  of  a variety  of  factors,  such  as 
problems  of  sibling  rivalry-,  improper  parent-child 
relationships,  simple  anorexia,  etc.  Data  are  pre- 
sented to  indicate  that  these  deficits  in  weight 
gain  and  growth  can  be  overcome  successfully.  The 
importance  of  such  treatment  is  emphasized  in  terms 
of  correction  of  psychologic  deviations,  increase  in 
resistance  to  disease,  lowering  of  fatigue,  etc. 
{Booth  317) 


Prevention  of  Childhood  Accidents 

Thomas  S.  Bumbalo,  M.D. 

Lois  J.  Plummer,  M.D. 

J.  Roger  Warner,  M.D.  {By  invitation) 
Edward  J.  Mey-er  Memorial  Hospital 
Buffalo 


This  exhibit  points  out  the  high  incidence  and 
mortality  rate  of  childhood  accidents  throughout  the 
nation. 

A summary-  of  the  incidence  and  type  of  acci- 
dents seen  at  the  Edward  J.  Meyer  Memorial 
Hospital  in  the  past  two  years  is  presented.  In 
preventing  childhood  accidents  the  physician’s  role 
in  explaining  to  parents  the  behavior  pattern  of 
children  at  various  age  levels  is  pointed  out.  Atten- 
tion is  called  to  the  child’s  educational  potential, 
responses  to  environment,  and  ability  to  protect 
himself  at  various  age  levels.  {Booth  318) 


Sulfaethylthiadiazole  in  Pediatric  Practice 

Robert  H.  High,  M.D.  {By  invitation) 
Nicholas  Cardenas,  M.D.  {By  invitation) 
Nancy  Huang,  M.D.  {By  invitation) 

St.  Christopher’s  Hospital  for  Children 
Temple  University-  School  of  Medicine 
Philadelphia,  Pennsylvania 

Sulfaethylthiadiazole,  a readily-  absorbed  sulfon- 
amide drug,  has  been  studied  in  infants  and  children. 
Concentrations  in  the  blood  and  other  body-  fluids 
are  presented.  Bacteriostatic  levels  are  readily 
obtained  in  the  blood,  and  high  urine  concentrations 
of  the  unacety-lated  drug  are  noted.  Clinical  and 
bacteriologic  response  of  infants  and  children  with 
common  infections  was  good  when  treated  with  this 
agent. 

Additional  studies  were  undertaken  with  a special 
preparation  of  sulfaethylthiadiazole  which  permits 
slow  absorption. 

Bacteriostatic  blood  levels  are  readily-  achieved 
for  periods  of  at  least  twelve  hours  after  single 
doses,  thus  enabling  sulfaethylthiadiazole  to  be 
administered  orally  twice  daily-.  A group  of 
infants  and  children  who  were  treated  under  this 
convenient  program  showed  satisfactory  clinical 
and  bacteriologic  responses.  {Booth  319 ) 


Cardiac  Glycosides:  Recent  Advances  and  Their 

Application  in  Therapeutics 

Arthur  C.  DeGraff,  M.D. 

Leonard  B.  Gutner,  M.D. 

Lawrence  Kryle,  M.D. 

Herbert  S.  Kupperman,  M.D. 

Arthur  Bernstein,  M.D.  {By  invitation) 

New  York  LTniversity--Bellevue  Medical  Center 
New  York  City- 

The  exhibit  deals  with  the  use  in  clinical  cardiol- 
ogy- of  the  cardiac  glycosides.  The  following 
points  are  stressed  in  the  exhibit: 

(1)  the  importance  of  using  digitalis  before  other 
measures  in  the  treatment  of  congestive  heart  failure, 
(2)  mechanism  of  action  of  digitalis,  (3)  the  advan- 
tages of  the  cardiac  glycosides  as  compared  with 
powdered  digitalis  leaf,  (4)  the  characteristics  of  the 
individual  glycosides  as  to  the  speed  of  action,  du- 
ration of  effect,  dosage,  and  toxicity,  (5)  chemical 
constitution  of  the  glycosides,  and  (6)  toxicity  from 
digitalis  and  methods  of  treatment.  {Booth  320) 
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The  Empire  State  Association  of  Medical 
Technologists 

New  York  City 

The  Empire  State  Association  of  Medical  Tech- 
nologists will  display  posters  depicting  “Career: 
Medical  Technologist.”  Brochures  will  be  avail- 
able to  those  wishing  to  know  the  requirements  for 
becoming  a registered  M.T.  (A.S.C.P.).  The 
Empire  State  Association  of  Medical  Technologists, 
Inc.,  is  affiliated  with  the  American  Society  of 
Medical  Technologists,  and  its  active  membership 
is  made  up  of  technologists  certified  by  the  Registry 
of  Medical  Technologists  of  the  American  Society 
of  Clinical  Pathologists.  The  purposes  of  the 
Association  are  to  promote  higher  standards  in 
! clinical  laboratory  methods  and  research,  to  elevate 
the  status  of  those  specializing  in  medical  laboratory 
technic,  to  create  mutual  understanding  between  the 
medical  technologist  and  physicians  and  all  others 
who  are  employed  in  the  interest  of  individual  and 
public  health,  and  to  promote  the  mutual  aid  and 
benefits  of  its  members.  ( Booth  321 ) 


Selected  Cutaneous  Tumors  of  Childhood 

Harold  W.  Dargeon,  M.D. 

Charlotte  Tan,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

A variety  of  pigmented  tumors  occur  during  the 
juvenile  age  period,  most  of  which  are  histologically 
benign.  Their  size,  location,  and  growth,  evident 
and  potential,  determine  their  clinical  importance. 
Examples  of  angioma,  nevi,  melanoma,  xanthoma, 
neurofibroma,  carcinoma,  leukemia,  and  reticulo- 
endothelioses  are  shown  in  the  exhibit,  and  the 
therapy  is  described.  {Booth  322) 


Heart  Pain : Its  Mechanisms  and  Relief 

Joseph  T.  Roberts,  M.D. 

Veterans  Administration  Hospital 
University  of  Buffalo  School  of  Medicine 
Buffalo 

Relief  of  heart  pain  requires  use  of  many  ap- 
proaches rather  than  some  single  method.  Psychic, 
dietary,  physical,  medical,  and  surgical  aspects 
must  be  met  and  timed  with  proper  relations.  Of 
special  help  to  the  author  has  been  “group  therapy 
or  class  guidance  of  heart  disease  patients”;  long- 
term low-level  anticoagulant  therapy  guided  by 
strictly  omitting  drug  if  any  bleeding  occurs,  with 
less  than  usual  reliance  on  a prothrombin  test; 
sustained  release  type  of  long-acting  coronary 
vasodilators,  such  as  pentaerythritol  tetranitrate 
(PETN)  in  variably  coated  granules  as  a supplement 
or,  often,  substitute  for  nitroglycerin;  local  anes- 
thesia around  areas  of  referred  pain;  and  control  of 
the  “precipitating  factors”  as  well  as  the  “pre- 
disposing causes.” 

We  have  introduced  these  methods  of  experi- 
mentally adding  to  the  deficient  coronary  artery 


blood  flow:  (1)  arterialization  of  coronary  sinus, 
vein,  or  artery  by  anastomosis  to  aortic  branches, 
as  adapted  later  by  Beck;  (2)  endocardial  punctures 
to  make  new  thebesian  vessels  in  left  ventricle; 
(3)  intraventricular  implants  of  coronary  sinus, 
accessory  arterial  or  venous  segments  and  stumps, 
perforated  or  not;  (4)  transcavitary  implant  of 
attached  segments  of  intercostal  muscles,  arteries 
or  bundles,  or  of  other  chest  muscles;  (5)  placement 
and  removal  of  partial  coronary  occlusions  by  a 
string  placed  in  the  lumen  of  coronary  or  other 
arteries  with  various  coatings;  (6)  other  methods. 

Heart  pain  is  explained  in  the  light  of  our  theory 
of  ischemia  of  somatic  nerves  due  to  a reflux  vaso- 
spasm of  the  small  blood  vessels  found  in  such 
nerves,  affecting  axons  of  various  sensory,  motor,  and 
autonomic  function.  Dupuytren’s  contracture  is 
shown  as  a common  sequel  of  myocardial  infarction. 
{Booth  323 ) 


Principles  of  Pediatric  Rehabilitation 

Abram  Kanof,  M.D. 

Joseph  B.  Rogoff,  M.D. 

Herbert  A.  Fischler  {By  invitation ) 

Jewish  Chronic  Disease  Hospital 
Brooklyn 

Nine  principles  are  recorded,  explained,  illus- 
trated, and  annotated:  (1)  Treat  the  whole  child; 

(2)  redefine  prognosis  in  terms  of  what  remains; 

(3)  re-establish  function;  (4)  rehabilitation  is  a 
long-range  process;  (5)  rehabilitation  demands 
teamwork;  (6)  teachability  is  the  cornerstone  of 
rehabilitation;  (7)  parents  are  on  the  team;  (8) 
there  is  a prophylactic  aspect  to  rehabilitation; 
(9)  growth  and  development  affect  rehabilitation. 
{Booth  324 ) 

Gastrointestinal  Allergy  to  Foods  in  Children 

Joseph  H.  Fries,  M.D 
Brooklyn 

The  exhibit  covers  (1)  data  on  gastrointestinal 
symptoms  in  hypersensitive  children,  induced  by 
the  feeding  of  offending  foods;  (2)  roentgenograms 
of  the  allergic  stomach  and  small  and  large  intestines, 
illustrating  their  appearance  normally  and  their 
altered  appearance  following  the  oral  ingestion  and 
rectal  administration  of  foods  to  which  these 
children  were  specifically  sensitive;  (3)  charts, 
graphs,  and  table,  covering  symptoms,  cutaneous 
test  reactions,  and  antigenic  foods  utilized,  and  (4) 
differential  criteria  of  hypersensitivity  and  non- 
specific intolerance  to  milk.  {Booth  325) 

Modem  Therapy  of  Uveitis 

Dan  M.  Gordon,  M.D. 

New  York  Hospital-Cornell  Medical  Center 
New  York  City 

Complete  resum6  of  the  management  of  uveitis 
and  its  complications  is  presented.  Special  stress 
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is  laid  on  ambulatory  regimes,  especially  in  long- 
term therapy  of  chronic  uveitis.  Many  of  these 
have  been  treated  successfully  for  a number  of  years. 
The  successful  use  of  steroid  therapy  has  revolu- 
tionized the  management  of  uveitis.  ( Booth  826 ) 


Clinical  Electrophysiology  of  the  Eye 

Jerry  Hart  Jacobson,  M.D. 

Abraham  Schlossman,  M.D. 

New  York  Eye  and  Ear  Infirmary 
New  York  City 

This  exhibit  is  a demonstration  of  the  applications 
of  electrophysiology  to  clinical  ophthalmology.  It 
deals  with  electroretinography,  the  electrical  re- 
sponse of  the  retina  to  light,  and  ocular  electromy- 
ography^, the  electrical  activity  of  functioning  extra- 
ocular muscles.  In  each  case  the  clinical  impor- 
tance, present  and  future,  of  these  technics  is  dis- 
cussed. A demonstration  of  the  use  of  the  cathode 
rav  oscilloscope  as  a recording  device  is  included. 
(Booth  327) 


The  Clinical  Value  of  Roentgen  Cephalopelvimetry : 
Analysis  of  350  Roentgen  Studies 

Gerhart  S.  Schwarz,  M.D. 

Columbia-Presbyderian  Medical  Center 
New  York  City 

A total  of  350  roentgen  cephalopelvimetries  (by 
the  Ball  method)  performed  on  ward  patients  be- 
cause of  clinical  suspicion  of  disproportion  are 
analyzed  and  the  obstetric  outcome  recorded. 

The  roentgen  diagnoses  were  divided,  according 
to  the  amount  of  cephalopelvic  volume  difference, 
into  three  classes:  (1)  no  radiologic  disproportion, 
(2)  radiologic  borderline  disproportion,  and  (3) 
high  radiologic  disproportion.  The  results  are 
shown  in  round  figures  on  flow  charts  which  illustrate 
the  fate  of  all  2,300  women  who  entered  the  obstetric 
ward  service  of  Sloane  Hospital  for  Women  in  the 
Columbia-Presbyterian  Medical  Center  for  delivery 
during  the  period  of  observation.  A detailed  corre- 
lation of  measurements  to  obstetric  outcome  is  given 
on  graphs  containing  all  abnormal  and  a comparable 
number  of  normal  cases.  Inlet  and  mid-pelvis  are 
analyzed  separately. 

Cephalopelvimetry  was  clinically’  useful  in  that  it 
reduced  by’  one  fifth  the  number  of  clinically’  doubt- 
ful cases.  It  provided  a definite  and  correct 
answer  in  the  other  four  fifths  of  the  cases.  ( Booth 
328) 


The  skin  is  a favorite  site  of  inherited  disorders. 
Hereditary  dermatoses,  therefore,  furnish  excellent 
study  material  to  anyone  interested  in  human 
genetics.  The  principles  underlying  autosomal 
dominant,  autosomal  recessive,  sex-linked  dominant, 
sex-linked  recessive,  and  sex-limited  inheritance, 
as  well  as  dermatoses  following  these  various  modes 
of  inheritance,  will  be  discussed.  Some  hereditary’ 
dermatoses  follow  various  inheritance  patterns  in 
the  various  families.  Pedigrees  and  the  dermato- 
logic pictures  of  such  inherited  dermatoses  will  be 
shown.  The  purpose  of  the  exhibit  is  not  to  cover 
systematically  all  hereditary  dermatoses  but  to  give 
the  dermatologist  a working  knowledge  of  human 
genetics.  ( Booth  329) 


Pseudohypoparathyroidism 

David  H.  Baker,  M.D.  (By  invitation) 
Nathaniel  Finby,  M.D. 

Joseph  Cusmano,  M.D.  (By  invitation) 

New  York  Hospital 
New  York  City 

Pseudohy’poparathy’roidism  is  a familial  disease 
with  three  components.  First,  there  is  the  meta- 
bolic defect  manifest  as  a failure  to  respond  to 
parathyToid  hormone.  Second,  there  is  a dy’splasia 
of  bone  growth.  Third,  there  is  extraskeletal 
calcification  and  ossification.  The  roentgen  find- 
ings of  short  metacarpals,  thickened  calvarium,  and 
extraskeletal  calcification,  singly  or  in  combination, 
in  patients  with  symptoms  of  parathyroid  in- 
sufficiency should  suggest  the  diagnosis  of  pseudo- 
hypoparathyroidism.  (Booth  330) 


Plasma  Cell  Myeloma 

Norman  L.  Higinbotham,  M.D. 

Bradley  L.  Coley,  M.D. 

Kenneth  C.  Francis,  M.D. 

Memorial  Center  for  Cancer  and  Allied  Diseases 
New  York  City 

A series  of  200  cases  of  plasma  cell  myeloma  has 
been  recently  evaluated  and  is  herewith  presented. 
Statistical  analysis  as  to  incidence,  relative  fre- 
quency, age  incidence,  differential  diagnostic  prob- 
lems, and  therapy’  will  be  completely  evaluated  on 
charts  and  illustrated  with  photographic  reproduc- 
tion of  x-rays,  gross  specimens,  and  microphoto- 
graphs. Stress  will  be  placed  on  the  new  use  of 
urethane  in  the  treatment  and  on  an  analysis  of 
comparative  results.  (Booth  331 ) 


Introduction  To  Human  Genetics  for  the 
Dermatologist 

Helen  Ollendorff  Curth,  M.D. 

College  of  Physicians  and  Surgeons  of  Columbia 
University 

M.  Bertha  Aschner,  M.D. 

New  York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals 
New  York  City 


Clinicoroentgenologic  Observations  on  the  Natural 
History  of  Lung  Cancer 

Walter  Finke,  M.D. 

Genesee  Hospital 
Rochester 

The  exhibit  depicts  in  tabulations  and  reproduc- 
tions of  roentgenograms  the  results  of  an  investiga- 
tion of  previous  pulmonary  diseases  in  75  consecu- 


416 


New  York  State  J.  Med. 


SCIENTIFIC  EXHIBITS 


tive,  proved  cases  of  lung  cancer.  The  majority 
of  these  patients  were  found  to  have  had,  in  the 
distant  past,  severe  and  often  multiple  lung-damag- 
ing illnesses,  especially  pneumonia  and  epidemic 
influenza  in  1918-1920.  At  least  two  thirds  of  this 
group  had  been  affected  by  chronic  bronchitis, 
asthma,  or  tuberculosis.  As  a rule  old  chest  roent- 
genograms, some  dating  back  more  than  twenty 
years,  confirmed  the  existence  of  a chronic  chest 
ailment  long  before  the  supposed  beginning  of  the 
pulmonary  malignancy.  ( Booth  332) 


Pneumoperitoneum  as  a Diagnostic  Aid  in  the 
Diaphragmatic  Area 

Bernard  Maisel,  M.D. 

John  A.  Evans,  M.D. 

Nathaniel  Finby,  M.D. 

New  York  Hospital-Cornell  Medical  Center 
New  York  City 

Artificial  pneumoperitoneum  is  a valuable  pro- 
cedure for  the  radiographic  diagnosis  of  lesions 
about  the  diaphragm.  Special  diagnostic  applica- 
tions of  pneumoperitoneum  will  be  presented. 
{Booth  333 ) 


Serialographic  and  Tomographic  Studies  of  the 
Lower  Esophagus 

Constantino  Zaino,  M.D. 

Maxwell  II.  Poppel,  M.D. 


Robert  O.  Christman,  M.D. 

Charles  F.  Blazsik,  M.D. 

New  York  University-Bellevue  Medical  Center 
New  York  City 

Normal  and  abnormal  serialographs  and  tomo- 
graphs of  the  lower  esophagus  will  be  shown  to 
illustrate  the  normal  roentgen  anatomy  of  this  area 
in  terms  of  Lerche’s  “gastroesophageal  segment  of 
expulsion”  and  to  demonstrate  the  usefulness  of 
dynamic  roentgen  studies  in  abnormal  conditions 
of  this  area.  {Booth  334) 


Building  the  Brain  Yourself 

Louis  Hausman,  M.D. 

Bellevue  Hospital 
Cornell  University  Medical  College 
New  York  City 

This  method  enables  the  doctor  to  make  a re- 
construction of  the  brain  by  himself.  As  a result 
he  is  better  able  to  visualize  the  nervous  system  in 
three  dimensions  and  acquires  a better  understand- 
ing of  the  relation  of  the  different  nuclei  and  systems 
to  one  another.  A special  kit  is  available;  it 
contains  all  the  materials  necessary  to  the  recon- 
struction, most  of  them  prefabricated.  By  means 
of  this  kit  and  other  guides,  any  doctor  can  build 
the  brain  with  all  the  important  nuclei  and  tracts 
without  the  need  for  any  special  technical  skill. 
As  each  part  of  the  nervous  system  is  built,  its 
function  and  clinical  application  are  immediately 
considered.  {Booth  336) 
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Medical  Society  of  the  State  of  New  York 

Physicians  are  invited  to  visit  the  Journal  booth 
where  staff  members  will  conduct  a readership  survey 
and  will  distribute  souvenir  memo  books.  We 
would  like  to  have  our  physician-readers’  reactions 
to  the  many  improvements  that  have  been  made 
in  the  Journal.  Also  we  will  be  glad  to  discuss 
any  material  that  may  be  of  special  interest. 

The  Directory 

Medical  Society  of  the  State  of  New  York 

This  exhibit  traces  the  development  of  an  idea — 
providing  anyone  with  medical  biographic  data 


of  physicians  in  New  York  State.  One  of  the  earli- 
est publications  fulfilling  this  need  was  published 
in  1867,  listing  1,116  physicians  in  the  New  York 
City  area.  The  1957  Medical  Directory  will  con- 
tain complete  biographic  data  of  more  than  30,000 
physicians. 


The  Library  of  the 

Medical  Society  of  the  County  of  Kings 

The  Library  of  the  Kings  County  Medical  Society, 
established  in  1844,  now  has  some  190,000  volumes 
and  ranks  fourth  in  size  among  medical  libraries  in 
the  country.  The  future  plans  for  the  Library  will 
be  depicted  in  the  exhibit,  and  a pamphlet,  “The 
Fine  Record  of  the  Kings  County  Medical  Society 
and  Its  Library,”  will  be  presented  to  each  visitor. 
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A SPARKLING  EVENING  OUT  IN  NEW  YORK 
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In  its  Sesquicentennial  Year  the  Medical  Society  of  the  State  of  New  York  takes 
pleasure  in  welcoming  the  following  exhibitors  as  participants  in  this  historical 
convention.  In  1957  we  have  more  technical  exhibitors  than  ever  before — proof 
that  these  firms  are  wholeheartedly  joining  with  us  in  celebrating  the  150th  birth- 
day of  the  nation’s  largest  state  medical  society.  We  trust  the  members  of  the 
Society  and  their  guests  attending  this  convention  will  give  these  exhibitors  every 
bit  of  the  attention  they  deserve  in  mutual  appreciation  for  the  part  they  have 
played  during  these  years  of  progress  in  medicine. 


Abbott  Laboratories,  North  Chicago,  Illinois 
(Booths  64  and  65).  A new  non  barbiturate  hyp- 
notic, Placidyl,  (Ethchlorvynol,  Abbott)  will  be 
among  the  new  products  exhibited  by  Abbott  Lab- 
oratories. Also  shown  will  be  Nembu-Serpin  Film- 
tabs  (Nembutal  and  reserpine,  Abbott),  a new  seda- 
tive, tranquilizer,  and  antihypertensive;  Desbutal, 
new  mood-improvement  drug;  and  Erythrocin 
Filmtabs  (erythromycin,  Abbott),  an  antibiotic 
providing  specific  action  against  coccic  infections 
and  minimal  risk  of  side-effects.  Abbott  will  also 
exhibit  Iberol  Filmtabs  containing  intrinsic  factor 
concentrate,  B,2,  iron,  and  other  vitamins;  Optilets 
high-potency  therapeutic  multivitamins;  Vi-Day- 
lin,  a homogenized  mixture  of  seven  vitamins;  Sel- 
■sun,  for  control  of  seborrheic  dermatitis;  Pentothal 
Sodium,  the  intravenous  anesthetic  agent,  and  Ab- 
bott’s complete  line  of  intravenous  solutions  and 
equipment. 

ABC  Sound  Engineering  Company,  New  York  City 
(Booth  48),  will  exhibit  sound  services  to  shorten 
the  doctor’s  work  day.  Included  will  be  Minifon, 
the  world’s  smallest  pocket  recorder  dictating- 
transcribing  machine;  Stenorette,  the  tape  recorder 
dictating-transcribing  miracle  at  half  the  cost  of 
less  efficient  equipment;  Grundig,  high  fidelity  re- 
corded background  music  systems  for  office  and 
home,  and  Rauland,  modern  intercommunication 
systems  for  optimum  office  efficiency. 

The  Alkalol  Company,  Taunton,  Massachusetts 
(Booth  138),  will  feature  Alkalol,  the  balanced,  alka- 
line, saline  solution  for  the  treatment  of  mucous 
membranes  and  irritated  tissues.  It  is  bland,  non- 
toxic, and  effective  and  has  been  a favorite  since 
1896.  We  are  also  showing  Irrigol,  a powder  which 
in  solution  makes  an  aseptic,  slightly  astringent 
vaginal  douche.  It  is  widely  used  also  for  colonic 
irrigations  and  as  an  effective  rectal  enema. 

American  Sterilizer  Company,  Erie,  Pennsylvania 
(Booth  35),  will  feature  autoclaves,  square  auto- 
claves designed  for  increased  loading  capacity:  (1) 


Model  6614 — Size  6 by  6 by  14  Hi-Speed;  (2) 
Model  8816 — Size  8 by  8 by  16  with  preheat  opera- 
tion and  other  improvements  in  basic  design  and 
performance;  (3)  Model  1022 — Size  10  by  10  by 
22,  the  unit  for  clinics  or  centralized  sterilization. 
This  announcement  represents  the  first  public  dis- 
play of  the  autoclave.  It  has  a built-in  recording 
thermometer  similar  to  that  furnished  with  our 
standard  hospital  installations.  This  is  one  of  many 
other  interesting  features  which  provide  the  latest  in 
sterilization  technic.  Sterilizers  are  in  four  sizes: 
8,  14,  16,  and  17-inch.  Cabinets  have  single  and 
double  doors  with  recessed  sterilizers. 

Ames  Company,  Inc.,  Elkhart,  Indiana  (Booth 
114),  will  introduce  a new  and  unique  concept  in 
sedation,  a new  calmative  drug,  Nostyn.  Nostyn  is 
chemically  and  physiologically  unrelated  to  any 
available  compound.  Nostyn  allays  anxiety  and 
tension  with  the  power  of  gentleness  and  possesses  a 
wide  margin  of  safety;  Nostyn  avoids  depression  or 
drowsiness. 

Arch  Fame  Shoes,  New  York  City  (Booth  W-3), 
will  feature  a display  of  foot  corrections,  appliances, 
and  shoes  for  the  alleviation  of  your  patients’  foot 
problems.  Our  shoes  are  recommended  by  leading 
orthopedists,  rheumatologists,  pediatricians,  and 
dermatologists.  Available  in  stock  is  a complete 
line  of  orthopedic  shoes  for  men,  women,  children, 
and  infants,  including  the  surgical,  metatarsus  va- 
rus, and  equinovarus  shoes  for  use  with  Dennis 
Brown  Splints.  A demonstration  on  the  taking  of 
casts  for  foot  appliances  will  be  given  at  time  posted 
at  booth. 

The  Armour  Laboratories,  Kankakee,  Illinois 
(Booth  108),  will  feature  HP  Acthar  Gel,  Chymar, 
Tryptar  Ointment,  and  other  specialties  of  the  Ar- 
mour line.  Our  representatives  will  be  happy  to  dis- 
cuss any  of  our  products  with  all  who  wish  to  stop 
at  our  booth. 
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Association  of  American  University  Presses,  New 
Haven,  Connecticut  (Booth  32).  Each  university 
press  represented  in  the  exhibit  is  a separate  pub- 
lishing company  producing  technical,  medical,  and 
scholarly  works  as  well  as  other  books  of  vital  inter- 
est. This  joint  exhibit  enables  you  to  see  books 
from  a number  of  the  university  presses  and,  if  you 
so  desire,  to  order  them  direct  from  the  booth  or 
from  the  publishing  press. 

Aurex  Corporation,  Chicago,  Illinois  (Booth  25). 
We  will  be  demonstrating  the  prescription  fitting  of 
Aurex  four  transistor-no  transformer  high  fidelity 
hearing  aids.  We  will  employ  electronic  means  in  the 
form  of  an  oscilloscope  to  show  an  electrical  picture 
of  the  output  of  an  Aurex  hearing  aid,  a visual  pat- 
tern of  the  sound  received  by  a hard-of-hearing  user 
of  the  hearing  aid.  We  will  also  use  audible  means 
with  a monitor  earphone  to  permit  interested  people 
to  hear  the  acoustic  variations  as  they  are  visually 
portrayed  on  the  oscillograph.  We  will  also  have 
an  Electro-Larynx,  electromagnetic  speaking  device 
for  total  laryngectomees,  with  which  live  demonstra- 
tions will  be  given  several  times  during  the  day  with 
suitable  laryngectomees  as  subjects. 

Aveeno  Corporation,  New  York  City  (Booth  96), 
will  feature  Aveeno  products,  the  safe  approach  to 
your  everyday  skin  problems.  These  preparations 
all  contain  Aveeno  Colloidal  Oatmeal,  recognized 
for  its  soothing,  protective,  and  relief-promoting 
features.  The  Aveeno  products  are  Aveeno  Col- 
loidal Oatmeal  (for  Colloid  baths),  Bur-Veen  Wet 
Dressings,  Aveeno  Ointment,  and  Aveeno  Soap  Sub- 
stitute. 

Ayerst  Laboratories,  New  York  City  (Booth  122). 
A most  cordial  invitation  is  extended  to  all  physi- 
cians to  visit  Ayerst  Laboratories’  booth  where  our 
representatives  will  be  on  hand  to  discuss  with  you 
any  products  of  Ayerst  merchandise  on  which  you 
may  desire  information. 

Baby  Development  Clinic,  Maternity  Counselling 
Service,  Chicago,  Illinois  (Booth  E-7),  presents 
products  for  the  care  of  mother  and  baby  and  in- 
vites doctors  to  become  familiar  with  these  products 
through  home  and  office  use:  Materna  Line  bras- 
sieres and  supports;  Lifebuoy  with  TMTD  to  pro- 
tect and  prevent  odor  of  perspiration;  Evenflo  feed- 
ing equipment;  Modella  garments  for  sleeping  and 
to  prevent  diaper  rash ; Book  House  for  Children  to 
promote  mental  and  emotional  development. 

Baxter  Laboratories,  Inc.,  Morton  Grove,  Illinois 
(Booth  8),  is  presenting  the  new  Travenol  Incert  for 
supplementing  parenteral  solutions.  By  a safe, 
simple,  economical  technic  it  is  now  possible  to  add 
vitamins  for  better  nutrition  and  electrolytes  to 
prevent  and  to  correct  deficiencies  more  adequately. 

Bilhuber-Knoll  Corporation,  Orange,  New  Jersey 
(Booth  102).  Literature  and  information  concern- 
ing the  new  analgesic,  Rapacodin,  are  available  for 
you  at  our  exhibit.  Our  representatives  invite  you 
to  visit  our  booth  to  discuss  Rapacodin,  as  well  as 
the  antiasthmatic,  Quadrinal,  and  the  other  drugs 


of  our  manufacture.  The  results  of  recent  clinical 
investigations  concerning  these  preparations  will  be 
available  for  your  review. 

Birtcher  Corporation,  New  York  City  (Booth  24). 
Physiotherapy  and  electrosurgical  equipment,  ul- 
trasonics, shortwave,  electrosurgical  units,  spot 
quartz,  hyfrecator,  and  electrosurgical  accessories 
for  all  units  will  be  displayed  at  this  exhibit.  Write 
for  the  name  of  your  local  authorized  dealer. 

Blakiston  Division,  McGraw-Hill  Book  Company, 

New  York  City  (Booth  126),  will  feature  Liver: 
Structure  and  Function  by  Hans  Popper,  M.D.,  and 
Fenton  Schaffner,  M.D.  This  is  a great  new  classic 
for  all  practicing  physicians,  presenting  the  current 
and  correlated  knowledge  available  for  the  diagnosis 
and  management  of  liver  diseases.  Also  featured 
will  be  Memmors'  Analytical  Pathology,  presenting 
treatises  in  the  perspective  of  biology,  chemistry, 
and  physics.  Other  outstanding  books  will  be  Stead 
and  Warren’s  Low  Fat  Cookery  and  Sataloff’s  In- 
dustrial Deafness. 

Blair  Laboratories,  Inc.,  Short  Hills,  New  Jersey 
(Booth  134).  Representatives  of  Blair  will  discuss 
their  two  products  for  the  treatment  of  constipation: 
(1)  Doxol-Forte  for  overnight  stool  softening  made 
possible  because  of  a functional  synergism  between 
100  mg.  of  dioctyl  sodium  sulfosuccinate  and  only 
1.0  mg.  of  diacetyldihydroxyphenylisatin,  the  active 
chemical  analog  of  prune  juice,  and  (2)  Doxol,  the 
first  100  mg.  dioctyl  sodium  sulfosuccinate. 

Borcherdt  Malt  Extract  Com- 

§pany,  Chicago,  Illinois  (Booth 
133),  is  featuring  the  powder  form 
of  Malt  Soup  Extract.  Stop  in 
and  learn  the  advantages  of  this 
natural  dietary  aid  for  the  prob- 
lem of  constipation  in  infants  and 
children.  Both  forms  of  Malt 
Soup  Extract,  powder  and  liquid, 
will  be  shown. 

The  Borden  Company,  New  York  City  (Booth  97). 
There’s  no  better  place  to  talk  over  the  latest  in- 
formation on  infant  feeding  than  the  Borden  Pre- 
scription Products  booth.  On  display  is  the  com- 
plete line  of  Borden’s  infant  formula  products  for 
every  feeding  purpose  or  preference.  You  can  feed 
almost  any  baby  Bremil,  Mull-Soy  (liquid  or  pow- 
dered), Dryco,  or  Biolac. 

Brewer  & Company,  Inc.,  Worcester,  Massachusetts 
(Booth  21),  will  present  their  well-known  specialties: 
Thesodate,  Luasmin,  Enkide,  Amchlor,  Asteric,  and 
injectable  quinidine  hydrochloride.  In  addition  to 
injectable  quinidine  hydrochloride,  we  also  manu- 
facture a capsule  and  tablet  of  natural  quinidine  sul- 
fate 3 grains,  which  we  market  under  the  name, 
Quindul.  Another  outstanding  new  injectable  is  our 
Sus-Phrine  (aqueous  suspension  of  epinephrine 
1 : 200)  for  subcutaneous  administration  of  prolonged 
epinephrine.  Also  featured  will  be  two  new  spe- 
cialty items  developed  by  Brewer  research : Jeriat,  a 
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geriatric  formula  syrup  for  iron  deficiency  anemias, 
and  Nabcon,  a complete,  natural,  B-complex  liquid 
concentrate. 

Bristol-Myers  Products  Division,  Bristol-Myers 
Company,  New  York  City  (Booth  141).  Please 
stop  by  for  information  on  new  product  develop- 
ments and  for  a personal  supply  of  Bufferin,  the 
faster  acting,  better  tolerated  salicylate;  Ammens 
Medicated  Powder,  an  unusually  fine  blend  of  zinc 
oxide,  boric  acid,  talc,  and  hydroxyquinolin  in  a 
corn  starch  base,  and  other  Bristol-Myers’  products. 

The  Burdick  Corporation,  Milton,  Wisconsin  (Booth 
82),  will  exhibit  their  modern  line  of  electromedical 
equipment.  Features  of  special  interest  will  be  their 
ultrasonic  models  and  the  direct-writing  electro- 
cardiograph. Members  of  the  New  York  staff  of 
Burdick  Corporation  will  be  on  hand  to  greet  their 
friends  and  demonstrate  this  equipment. 

Burroughs  Wellcome  & Co.  (U.S.A.)  Inc.,  Tuckahoe, 
New  York  (Booth  78).  The  extensive  research 
facilities  of  Burroughs  Wellcome  & Company,  both 
here  and  in  other  countries,  are  directed  toward  the 
development  of  improved  therapeutic  agents  and 
technics.  Through  such  research  B.  W.  & Co.  have 
made  notable  advances  related  to  leukemia,  malaria, 
diabetes,  and  diseases  of  the  autonomic  nervous 
system  and  to  antibiotic,  muscle-relaxant,  anti- 
histaminic,  and  antinauseant  drugs.  An  informed 
staff  at  our  booth  will  welcome  the  opportunity  to 
discuss  our  products  and  latest  developments  with 
you. 

Cambridge  Instrument  Company,  Inc.,  New  York 
City  (Booths  143  and  144).  The  new  Cambridge 
Audio-Visual  Heart  Sound  Recorder  and  the  well- 
known  Cambridge  Simpli-Scribe  Model  Direct- 
Writing  Portable  Electrocardiograph  and  the  Cam- 
bridge Standard  String  Galvanometer  Electrocardio- 
graph, both  in  the  Simpli-Trol  portable  and  the 
Mobile  Model  Electrocardiograph-Stethograph  with 
Pulse  Recorder,  will  be  displayed  at  this  booth. 
Also  shown  will  be  other  important  Cambridge  in- 
struments, including  the  operating  room  Cardioscope, 
Educational  Cardioscope,  Multi-Channel  Direct- 
Writing  Recorder,  Catheterization  Monitor-Re- 
corder, Electrokymograph,  Plethysmograph,  and 
pH  Meters.  The  Cambridge  engineers  in  attend- 
ance will  be  glad  to  give  you  complete  information 
on  these  instruments. 

Cameron  Surgical  Specialty  Company,  New  York 
City  (Booth  118).  Cameron,  as  usual,  has  the  very 
latest  and  very  finest  diagnostic  and  operating  in- 
struments obtainable  at  any  price  anywhere.  In 
addition  to  their  standard  items,  the  Camerondyne, 
a brand  new  portable  electrosurgical  unit,  makes  its 
bow.  Also  see  the  1957  Model  Lempert  headlite, 
now  absolutely  safe  to  use  in  the  presence  of  ex- 
plosive vapors. 

S.  H.  Camp  and  Company,  Jackson,  Michigan 
(Booth  92).  There  are  many  new  and  interesting 
developments  in  Camp  appliances  and  supports 
being  displayed.  A few  minutes  spent  here  will 


permit  a Camp  representative  to  bring  you  up  to 
date  on  the  latest  new  and  improved  products  adapt- 
able in  your  practice.  And  your  patients  will 
benefit  from  Camp’s  low  prices  and  high  standard  of 
quality  with  the  ease  of  local  procurement. 

Ciba  Pharmaceutical  Products,  Inc.,  Summit,  New 
Jersey  (Booth  75),  is  featuring  two  prescription 
specialties:  Ritalin,  a new,  mild  stimulanGanti- 

depressant,  and  Doriden,  a nonbarbiturate  hypnotic- 
sedative.  Ritalin  raises  depressed  patients  to  nor- 
mal levels  of  psychomotor  activity  without  amphet- 
amine-like  overstimulation  or  depressive  rebound. 
Nonhabit-forming  Doriden  is  already  being  widely 
used  as  a safe  barbiturate  replacement.  Represent- 
atives will  be  present  to  answer  queries  on  these 
very  effective  agents. 

The  Coca-Cola  Company,  Atlanta,  Georgia  (Booth 
153).  Ice  cold  Coca-Cola  will  be  served  through 
the  courtesy  and  cooperation  of  the  Coca-Cola 
Bottling  Company  of  New  York,  Inc.,  and  the  Coca- 
Cola  Company. 

Coles  Electronic  Corporation,  Philadelphia,  Penn- 
sylvania (Booth  11),  manufacture  a full  comple- 
ment of  precision  surgical  equipment  of  advanced 
design.  These  cutting  instruments  are  portable  or 
floor  models  which  permit  the  use  of  varied  electronic 
surgical  methods  to  meet  the  exacting  surgical  needs 
in  thoracic  and  other  forms  of  surgery.  The  Coles 
Electronic  line  of  electrodes,  handles,  and  cords  is 
made  for  Coles  and  all  other  makes  of  machines. 
Our  manufacturer’s  code  chart  E-55-3  is  available 
to  all  on  request. 

Coreco  Research  Corporation,  New  York  City 
(Booth  W-4),  will  feature  the  Coreco  Automatic 
Color  Camera.  The  Coreco  camera  is  designed  to 
photograph  all  surface  areas  of  the  body  from  1-to-l 
closeup  pictures  to  half-body  size,  and  all  cavities  of 
the  human  body,  such  as  mouth,  throat,  ear,  nose, 
vagina,  and  rectum.  The  camera  carries  its  own 
specially  developed,  full  color  corrected  bulb  and  a 
mechanism  for  complete  control  of  its  color  tempera- 
ture and  exposure  within  the  camera  itself.  There 
is  an  automatic  view  finder  synchronized  with  the 
automatic  camera  mechanism  to  permit  viewing 
until  a fraction  of  a second  before  exposure.  The 
camera  provides  for  automatic  focusing. 

Curvlite  Surgical  Products,  Division  of  Mastercraft 
Plastics  Company,  Inc.,  Jamaica,  New  York  (Booth 
50).  Curvlite  Products  are  hand  machined  for  a 
superior  quality  product.  Curvlite  has  been  supply- 
ing the  medical  profession  for  over  twenty-five  years. 
Curvlite  is  the  sole  distributor  of  the  disposable 
Jonny-Mop  for  cleaning  toilets.  Jonny-Mops  con- 
tain an  abrasive,  detergent,  and  germicide.  Other 
Curvlite  products  include  bassinette  and  stand, 
intravenous  arm  board,  arm  and  finger  splints,  intra- 
venous tubing,  scrub  brushes,  desk  sterilizers,  a 
complete  line  of  Smith,  Hodge,  Gelhorn,  Menge,  and 
Schaatz  pessaries,  as  well  as  cervical  caps,  Monocide, 
diagnostic  sets,  self-illuminating  signs,  and  many 
other  items. 


February  1,  1957 


421 


SESQUICENTENNIA  L CONVENTION— 1807-1957 


Dallons  Laboratories,  Inc.,  Los  Angeles,  California, 
(Booth  49),  will  display  their  latest  ultrasonic  gen- 
erators, as  well  as  two  new  models  of  the  Medi-Sine 
low  volt  generators.  Our  complete  cardiologic  line 
will  also  be  demonstrated,  and  competent  personnel 
will  be  on  hand  to  answer  your  questions.  You  are 
cordially  invited  to  visit  our  exhibit. 

Davies,  Rose  & Company,  Limited,  Boston,  Massa- 
chusetts (Booth  148).  We  cordially  invite  the  mem- 
bers of  the  Society  to  visit  our  booth.  Although 
most  physicians  need  no  introduction  to  our  out- 
standing cardiac  therapies,  Pil.  Digitalis  and  Tablets 
Quinidine  Sulfate,  Natural,  our  representatives, 
Messrs.  W.  B.  Poole,  C.  R.  White,  and  W.  E.  Merkel, 
will  be  on  hand  to  greet  you  and  to  explain  the  de- 
pendability of  our  laboratory  productions. 

F.  A.  Davis  Company,  Philadelphia,  Pennsylvania 
(Booth  16).  From  the  new  series  on  obstetrics  and 
gynecology  see  Decker  and  Decker,  Office  Gyne- 
cology; Falk,  Urological  Injuries;  Dennen,  Forceps 
Deliveries,  and  Berman,  Obstetrical  Roentgenology. 
Also  get  a preview  of  Nesbitt,  Perinatal  Loss  in 
Modern  Obstetrics,  and  Masterson,  Cancer  of  the 
Female  Genital  Tract.  The  new  Looseleaf  Edition 
of  Stroud,  Cardiovascular  Disease  will  be  on  display 
for  the  first  time.  Books  on  almost  every  subject  in 
medicine  will  be  on  display. 

Desitin  Chemical  Company,  Providence,  Rhode 
Island  (Booth  131 ).  Desitin  Ointment  is  the  pioneer 
in  external  cod  liver  oil  therapy.  Indications  are 
diaper  rash,  slow-healing  wounds,  burns  of  all  de- 
grees, lacerations,  hemorrhoids,  and  fissures.  Des- 
itin Powder  is  a unique  dainty  medicinal  powder 
saturated  with  cod  liver  oil.  Desitin  Hemorrhoidal 
Suppositories  with  Cod  Liver  Oil  coat  the  anorectal 
area  with  soothing,  lubricating  cod  liver  oil,  give 
prompt  relief  of  pain,  and  allay  itching.  Desitin 
Lotion,  the  original  cod  liver  oil  lotion,  soothing, 
protective,  mildly  astringent,  and  healing,  is  indi- 
cated in  nonspecific  dermatitis,  pruritus,  poison  ivy, 
etc. 

The  Diaparene  Company,  New  York  City  (Booth 
120),  exhibit  features  Diaparene  Chloride,  the  drug 
of  choice  for  prevention  and  relief  of  urinary  and 
fecal  irritations  in  both  infant  and  adult  inconti- 
nents; Diaparene  Rinse,  Ointment,  Dusting  Powder, 
Lotion,  and  Peri- Anal.  You  are  cordially  invited  to 
visit  our  Hospitality  Suite,  from  6 to  11  p.m.,  Mon- 
day and  Wednesday  evenings,  in  the  famous  State 
Suite  of  the  Statler. 


Doak  Pharmacal  Co.,  Inc.,  New  York  City  (Booth 
80),  will  feature  the  latest  development  in  topical 
acne  therapy,  new  Lotio  AJsulfa,  therapeutically 
proved  for  more  than  ten  years,  now  with  a unique 
vanishing  base.  At  last  you  can  have  round-the- 
clock  application  of  a colloidal  sulfur  lotion  that 
patients  will  use  because  it  is  cosmetically  acceptable 
(completely  stable  with  a pleasant  odor,  and  vanish- 
ing on  application,  leaving  no  trace  of  the  medica- 
tion on  the  skin).  Patients  will  continue  to  use  it 
because  it  is  therapeutically  effective  (very  fine,  al- 
most microscopic  peeling,  and  light  astringency). 
Stop  at  our  booth  for  a demonstration  and  to  register 
for  samples  of  this  item,  as  well  as  Buro-Sol  Anti- 
septic Powder,  the  most  up-to-date  powder  for  soaks 
and  compresses,  and  Tersaseptic,  the  newest  lather- 
ing, antiseptic  soap  substitute  for  skin  and  scalp. 

Doho  Chemical  Corporation,  New  York  City 
(Booths  17  and  100),  is  pleased  to  exhibit  Auralgan, 
the  ear  medication  for  otitis  media  and  removal  of 
cerumen;  Otosmosan,  the  effective,  nontoxic,  fun- 
gicidal and  bactericidal  (gram-negative,  gram-posi- 
tive) in  the  suppurative  and  aural  dermatomycotic 
ears;  Rhinalgan,  the  nasal  decongestant  free  from 
systemic  or  circulatory  effect  and  equally  safe  to  use 
on  infants  as  well  as  the  aged,  and  new  Larylgan, 
soothing  throat  involvements.  Mallon  Chemical 
Corporation,  subsidiary  of  the  Doho  Chemical  Cor- 
poration, is  also  featuring  Rectalgan,  liquid  topical 
anesthesia  for  the  relief  of  pain  and  discomfiture  in 
hemorrhoids,  pruritus,  and  perineal  suturing; 
Dermoplast,  aerosol-freon  propellent  spray  for  fast 
relief  of  surface  pain,  itching,  burns,  and  abrasions, 
also  for  obstetric  and  gynecologic  use. 

Dome  Chemicals  Inc.,  New  York  City  (Booth  121), 
presents  Vi-Dom-A-Buccal  tablets  and  Vi-Dom-A-C 
Oral-Tabs  (Oralets)  for  high  blood  levels  of  vitamins 
A and  C via  buccal  absorption  for  colds,  acne,  etc.; 
Vlem-Dome  Powder  Packets  for  modernized  Vlem- 
inckx’s  Solution  for  acne;  Cort-Dome  Creme  and 
Lotion  (pH  4.6);  Acid  Mantle  Creme  (pH  4.2)  and 
Lotion  (pH  4.5);  Domeboro  Powder  and  Tablets. 

S.  F.  Durst  & Company,  Inc.,  Philadelphia,  Penn- 
sylvania (Booth  W-5),  will  present  the  following 
outstanding  preparations:  Pedameth,  for  the  treat- 
ment and  prevention  of  diaper  dermatitis  in  infants; 
Senilex,  a mental  clarifier  for  the  aged,  especially 
where  mild  memory  defects,  confusion,  or  slightly 
abnormal  behavior  appear;  Hyrve,  for  massive 
dosage  of  riboflavin  which  has  been  shown  to  have 
beneficial  effects  on  seborrheic  dermatitis  and 
psoriasis. 


The  Dietene  Company,  Minneapolis,  Minnesota 
(Booth  93).  Have  you  tasted  Meritene,  the  whole 
protein  supplement  that  does  taste  good?  Visit 
our  booth;  enjoy  a Meritene  milk  shake  with  its 
multiple  nutritive  values.  While  you’re  there,  re- 
view the  Dietene  diet  based  on  Dietene  reducing 
supplement.  It  provides  the  rare  combination  of 
low  calories  (1,000)  with  high  intake  of  protein  and 
all  essential  vitamins  and  minerals  in  an  interesting, 
effective,  safe,  weight-reducing  diet. 


Eaton  Laboratories,  Norwich,  New 
York  (Booth  84).  For  the  treatment 
of  Trichomonas  vaginalis  vaginitis 
and  the  accompanying  secondary  bac- 
terial infections,  Tricofuron  Vaginal 
Suppositories  and  Powder  are  now 
available.  The  latest  clinical  data 
on  Furadantin  in  the  form  of  tablets  and  as  Fura- 
dantin  Oral  Suspension  in  treating  urinary  tract 
infections  and  prostatitis  will  be  available. 


422 


New  York  State  J.  Med. 


TECHNICAL  EXHIBITS 


Paul  B.  Elder  Company,  Bryan,  Ohio  (Booth  119). 
We  cordially  invite  members  of  the  Society  and 
their  guests  to  visit  with  our  exhibit  representatives. 
Usage  of  Oxsoralen  for  treatment  of  vitiligo  and  in 
suntan  potentiation  and/or  sun  protection  will  be 
explained.  Other  original  Elder  pharmaceuticals 
will  be  presented  in  New  York  for  the  first  time. 

J.  H.  Emerson  Company,  Cambridge,  Massachusetts 
(Booth  62).  There  will  be  demonstrations  of  the 
Bailey  Oxygenerator,  a device  for  oxygenating  blood 
detoured  through  it  during  heart  valve  work;  also 
the  new  Emerson  intermittent  positive  pressure 
apparatus,  the  new  Warring  Siemsen  Ventube  for 
testing  MBC,  and  resuscitators  and  breathing  appa- 
ratus. Mr.  Anthony  S.  Valente,  regional  repre- 
sentative, and  staff  will  be  on  hand. 

Encyclopaedia  Britannica,  New  York  City  (Booth 
22),  will  feature  the  new  1957  edition  of  Encyclo- 
paedia Britannica.  This  leading  reference  work 
with  its  almost  two  hundred-year  history  has  been 
completely  revised  in  an  intensive  effort  of  the  last 
twelve  years,  representing  an  investment  of  over 
five  million  dollars.  Illustrated  in  color,  it  contains 
38,149,128  words  and  25,181  illustrations  by  4,829 
contributors  from  75  countries  easily  handled 
through  539,107  index  references. 

Endo  Laboratories,  Inc.,  Richmond  Hill,  New  York 
(Booth  146).  Percodan,  the  new  oral  analgesic 
which  provides  faster,  longer  lasting,  and  more 
complete  relief  from  pain  than  codeine  plus  A.P.C., 
will  be  featured.  Literature  and  reprints  of  latest 
clinical  reports  on  Hycodan,  the  antitussive  of  choice 
wherever  cough  therapy  is  indicated,  will  be  avail- 
able. Endotussin,  a new  cough  preparation  combin- 
ing Hycodan  with  an  antihistamine,  and  Vifort 
Drops,  the  completely  water-soluble  polyvitamin, 
will  also  be  featured. 

The  Evron  Company,  Inc.,  Chicago,  Illinois  (Booth 
27).  One  Pentritol  Tempule  (Evron’s  controlled 
disintegration  capsules  of  30  mg.  pentaerythritol 
tetranitrate)  every  twelve  hours  assures  twenty- 
four-hour  protection  from  anginal  attack  in  most 
patients.  A 10-mg.  release  of  PETN  every  four 
hours  maintains  continuous  coronary  vasodilation, 
eliminating  all  dangerous  medication  gaps.  Only 
Pentritol  Tempules  offer  the  protection  of  twenty- 
four-hour  uninterrupted  prophylaxis.  Professional 
service  representatives  will  be  in  attendance  to 
answer  all  questions;  samples  and  literature  will  be 
available. 

Executone,  Inc.,  New  York  City  (Booths  E-l  and 
E-2),  will  show  its  administrative  intercom  system 
designed  for  doctors’  offices  and  clinics.  By  en- 
abling the  doctor  to  speak  instantly  to  his  nurse  or 
receptionist  without  interrupting  his  work,  the  sys- 
tem helps  him  devote  more  time  to  diagnosis  and 
treatment.  Executone  will  also  show  its  Audio- 
Visual  Nurse  Call  System  for  hospitals. 

Falk  Surgical  Corporation,  New  York  City  (Booth 
34).  We  will  display  the  new  Profexray  Rocket 
100  x-ray  apparatus  with  the  most  modern  features 


incorporated  in  this  x-ray  unit.  It  will  have  the 
latest  type  motor  drive  table  with  the  new  recipro- 
matic  Bucky.  Incorporated  in  this  unit  is  the  latest 
5-in- 1 automatic  spot  device.  The  control  is  the 
simplified,  fully  automatic  type,  push  button  con- 
trol featuring  all  radiographic  technics  at  100 
milliamperes.  A 1/m  second  electronics  timer  is 
also  incorporated  in  this  unit.  There  will  also  be  a 
display  of  latest  physiotherapy  equipment  as  space 
will  permit. 

Fellows  Medical  Mfg.  Co.,  Inc.,  New  York  City 
(Booth  152),  will  feature  chloral  hydrate  in  all  dos- 
age forms.  Felsules,  33/4  and  7lA  grains,  the  orig- 
inal chloral  hydrate  capsules;  Rectules  (supposi- 
tories) 10  and  20  grains,  particularly  useful  in  pedi- 
atrics, geriatrics,  and  gastrointestinal  disturbances; 
Fellows  Chloral  Hydrate  Liquid  (Lycoral),  10  grains 
per  teaspoonful,  permits  flexible  dosage  and  is  non- 
alcoholic. 

H.  G.  Fischer  & Company,  Franklin  Park,  Illinois 
(Booth  139).  You  can  personally  examine  the  latest 
models  of  modern  x-ray  apparatus,  F.C.C. -approved 
ultrasonic  generators,  shortwave  diathermy  units, 
and  low-voltage  generators  at  this  booth.  Attend- 
ants will  welcome  the  opportunity  to  discuss  the 
apparatus  with  you.  Ask  for  copies  of  the  Simpli- 
fied X-Ray  Manual  and  the  Ultrasonic  Manual. 
They  are  free  and  without  obligation. 

C.  B.  Fleet  Company,  Lynchburg,  Virginia  (Booth 
28).  During  the  past  fifty  years  Phospho-Soda 
(Fleet)  has  been  a symbol  of  elegance  in  sodium  phos- 
phate medication.  Fleet  Enema  Disposable  Unit, 
an  enema  solution  of  Phospho-Soda  (Fleet),  is  a 
worthy  companion  production.  The  single-use  unit 
simplifies  and  assures  satisfying  preparation  for 
proctoscopy,  and  as  a routine  enema  it  is  a boon  to 
the  hospitalized  patient. 

E.  Fougera  & Company,  Inc.  and  Division,  Varick 
Pharmacal  Company,  Inc.,  New  York  City  (Booth 
95),  cordially  invite  physicians  to  discuss  with  pro- 
fessional service  representatives  new  preparations 
of  importance  to  their  everyday  practice.  De- 
scriptive literature  and  samples  of  all  products  will 
be  made  available. 

Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical 
Corporation,  New  York  City  (Booth  10),  will  feature 
Preludin,  the  new,  chemically  different  anorexiant 
noted  for  its  remarkable  absence  of  side-actions. 
Also  displayed  will  be  Butazolidin,  a well-known 
nonhormonal  antiarthritic;  Medomin,  for  safe, 
gentle  hypnosis  and  sedation;  Eurax,  antipruritic 
and  scabicide;  and  Sterosan,  bacteriostat  and 
fungistat. 

General  Electric  Company,  X-Ray  Department, 

Milwaukee,  Wisconsin  (Booth  71 ).  Here  is  your  op- 
portunity to  see  a demonstration  of  General  Elec- 
tric’s recently  announced  diagnostic  x-ray  unit,  the 
Patrician.  This  new,  low-cost  unit  combines  both 
radiographic  and  fluoroscopic  facilities  with  com- 
pletely automatic  control.  Also  on  display  is  the 
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G.E.  DWB  Cardioscribe  and  the  new  model  G.E. 
Inductotherm. 


Geriatric  Pharmaceutical  Corpora- 
tion, Bellerose,  New  York  (Booth 
36),  will  exhibit  Gustalac,  the  fastest 
and  most  prolonged  relief  in  the 
management  of  hyperacidity  and 
ulcer  therapy.  Samples  and  scien- 
tific data  will  be  available.  Data  will  also  be 
available  on  the  newest  therapies  of  geriatric  man- 
agement, especially  in  cerebral  arteriosclerosis,  hor- 
mone therapy,  arthritis,  and  nutritional  deficiencies. 


Gray  Pharmaceutical  Co.,  Inc.,  Newton,  Massachu- 
setts (Booth  132),  will  exhibit  Diovac  Capsules  and 
Syrup  and  Pediatric  Syrup.  Diovac,  by  reducing 
the  surface  tension  of  water,  enables  moisture  to 
permeate  hard,  dry  fecal  material,  softens  stools,  and 
permits  normal  evacuation.  Diovac  is  indicated  for 
all  degrees  of  constipation.  Also  featured  will  be 
L-Glutavite,  a palatable  mixture  of  therapeutic 
dosage  of  monosodium  L-glutamate  and  niacin  with 
specific  vitamins  and  minerals,  indicated  for  elderly 
patients  suffering  from  cerebral  symptomatology. 


featured  will  be  Lipo  Gantrisin.  Lipo  Gantrisin 
usually  provides  therapeutic  antibacterial  blood 
levels  for  twelve  hours  with  a single  dose.  There- 
fore, just  two  doses  a day  are  adequate  in  most  in- 
fections. Each  teaspoonful  of  Lipo  Gantrisin  con- 
tains 1 Gm.  of  Gantrisin  Acetyl,  twice  the  concen- 
tration of  most  aqueous  sulfonamide  suspensions. 
It  is  useful  in  respiratory,  localized,  systemic,  and 
urinary  tract  infections  when  due  to  susceptible 
microorganisms. 

Holland-Rantos  Company,  Inc.,  New  York  City 
(Booth  66).  Physicians  interested  in  medical  con- 
traception are  invited  to  discuss  with  Holland- 
Rantos  representatives  latest  information  on  labora- 
tory and  clinical  data  concerning  the  efficacy  of 
medically  approved  Koromex  products.  Also  fea- 
tured in  the  Holland-Rantos  display  will  be  the  tri- 
chomonacidal,  bactericidal,  and  fungicidal  Nyl- 
merate  preparations  (jelly  and  antiseptic  solution 
concentrate),  as  well  as  Hollandex  medicated  skin 
ointment  which  affords  the  combined  benefits  that 
result  from  the  inclusion  in  its  formula  of  silicones, 
natural  vitamins  A and  D,  hexachlorophene,  and 
improved  lanolin. 


Grune  & Stratton,  Inc.,  New  York  City  (Booth  26). 
Our  Mr.  Frank  Kurzer  welcomes  you  to  our  booth 
where  you  can  examine  such  new  books  as:  Nie- 
burg’s  Cytologic  Technics  for  Office  and  Clinic; 
Gordon’s  Clinical  Cardiopulmonary  Physiology; 
Knights’  Ultramicro  Methods  for  Clinical  Labora- 
tories; Talbott’s  Blood  and  Bone  Marrow  Patterns  in 
the  Differential  Diagnosis  of  Disease;  Schindler’s 
Synopsis  of  Gastroenterology;  Spiesman’s  2nd  Re- 
vised Edition  of  Essentials  of  Clinical  Proctology ; 
Storch’s  2nd  Revised  Edition  of  Fundamentals  of 
Clinical  Fluoroscopy;  Bohler’s  Volume  II  Treatment 
of  Fractures;  Snapper’s  Practical  Aspects  of  Medical 
Bone  Diseases,  and  Krimsky’s  Children’s  Eye  Prob- 
lems. 

H.  J.  Heinz  Company,  Pittsburgh,  Pennsylvania 
(Booth  99).  What’s  new?  These  Heinz  varieties: 
Strained  Foods — bananas,  creamed  spinach,  maca- 
roni, tomatoes,  beef  and  bacon,  split  peas,  vegetables 
and  bacon,  egg  yolk;  Junior  Foods — creamed  car- 
rots, teething  biscuit,  green  beans  and  potatoes, 
Junior  Dinner  (vegetables  and  lamb),  Junior  Din- 
ner (vegetables  and  liver).  All  Heinz  Baby  Foods 
are  glass  packed  except  strained  orange  juice,  teeth- 
ing biscuits,  and  four  precooked  cereals.  Litera- 
ture available  will  include  a booklet  for  mothers, 
“A  Feeding  Guide  for  a Healthy  Happy  Baby,” 
and  for  you,  “Nutritional  Data.” 

Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey 
(Booth  74),  will  feature  Gantrimvcin  which  combines 
333  mg.  Gantrisin  and  75  mg.  oleandomycin  for  use 
in  a wide  variety  of  bacterial  infections.  Oleando- 
mycin is  a new  antibiotic  principally  active  against 
gram-positive  microorganisms.  It  does  not  display 
cross  resistance  with  most  other  antibiotics.  Gan- 
trisin is  effective  against  both  gram-positive  and 
gram-negative  pathogens.  It  is  soluble  in  acid  urine. 
No  alkalization  or  forcing  of  fluids  is  needed.  Also 


Hyland  Laboratories,  Los  Angeles,  California 
(Booth  9).  Highlighted  will  be  Hyland’s  specific, 
hyperimmune  gamma  globulin  concentrate  for  pre- 
vention and  treatment  of  mumps,  antimumps 
serum  (human),  concentrated.  Two  other  gamma 
globulin  specialties  will  also  be  featured:  antiper- 
tussis serum  (human),  concentrated  for  prevention 
and  treatment  of  whooping  cough,  and  poliomyelitis 
immune  globulin  (human ),  for  prophylaxis  and  modi- 
fication of  measles,  infectious  hepatitis,  and  polio- 
myelitis. 

Ives-Cameron  Company,  Philadelphia,  Pennsylvania 
(Booth  88).  At  our  exhibit  you  will  find  on  display 
Synalgos,  a new  analgesic  relaxant,  Monichol,  a 
practical  medication  for  the  normalization  of  ele- 
vated serum  cholesterol  levels,  as  well  as  Periclor,  a 
new  chloral  hypnotic-sedative.  Ask  our  representa- 
tives for  information  on  Duotinic,  a nonconstipating 
hematinic;  Oxsorbil,  for  the  management  of  fat 
intolerance  dyspepsia;  Mucara,  for  the  relief  of 
chronic  constipation,  and  other  outstanding  Ives- 
Cameron  specialties. 

Jackson-Mitchell  Pharmaceuticals,  Inc.,  Culver 
City,  California  (Booth  87),  are  featuring  this  year  a 
taste  sample  of  our  new  powdered  goat  milk.  Pow- 
dered goat  milk  provides  the  patient  with  a product 
that  looks  and  tastes  like  cow’s  milk,  as  well  as  ad- 
ditional savings  in  cost.  Meyenberg  Evaporated 
Goat  Milk  and  Hi-Pro  (a  high-protein,  low-fat, 
powdered  cow’s  milk)  will  also  be  on  display. 

Kenwood  Laboratories,  Inc.,  Brooklyn,  New  York 
(Booth  149),  will  display  a complete  line  of  their 
pharmaceutical  products  including  I.L.X.  with  vita- 
min Bn,  elixir,  tablets,  and  drops,  the  ideal  treat- 
ment for  hypochromic  and  nutritional  anemias. 
Another  product  of  major  interest  to  the  physician 
is  Papavatral  tablets,  the  dual  action  treatment  for 
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angina  pectoris,  combining  a vasodilator  and  smooth 
muscle  relaxant. 


Kirsch  Beverages,  Inc.,  Brook- 
lyn, New  York  (Booth  110), 
will  feature  No-Cal,  the  original 
and  leading  nonfattening  soft 
drink.  It  contains  no  sugar,  no 
salt,  no  fats,  no  carbohydrates  or  proteins,  with  no 
available  calories  to  be  derived  therefrom.  No-Cal 
is  available  in  eight  flavors  plus  a salt-free  club  soda. 
Samples  will  be  given  at  the  booth.  A giveaway 
item  will  also  be  presented  to  all  doctors  who  visit 
our  exhibit. 


bean  and  formulated  with  other  essential  additives 
to  (rare  for  the  needs  of  babies,  growing  children,  and 
adults,  the  Loma  Linda  Food  Company  will  be 
happy  to  welcome  you  to  their  exhibit.  Attendants 
will  be  pleased  to  discuss  the  values  of  Soyalac  pow- 
der and  concentrated  liquid.  Samples  of  this  flavor- 
ful product  will  be  served  at  the  exhibit. 

McNeil  Laboratories,  Inc.,  Philadelphia,  Pennsyl- 
vania (Booth  18).  Members  of  the  Medical  Society 
of  the  State  of  New  York  are  cordially  invited  to  at- 
tend our  booth.  Mr.  H.  T.  Kramer  will  be  in 
charge.  Products  to  be  featured  are  Butiserpine, 
Butisol  Sodium,  Clistin  Expectorant,  and  Flexin. 


Lea  & Febiger,  Philadelphia,  Pennsylvania  (Booth 
(i).  Be  sure  to  see  Zimmerman,  Netsky,  and  Davi- 
doff,  Atlas  of  Tumors  of  the  Nervous  System;  Stimson 
and  Hodes,  Common  Contagious  Diseases;  Wintrobe, 
Clinical  Hematology ; Bell , Pathology;  Epstein,  Skin 
Surgery;  Levinson  and  MacFate,  Clinical  Labora- 
tory Diagnosis;  Katz  and  Pick,  Electrocardiography ; 
Soffer,  Endocrinology;  Wohl  and  Goodhart,  Nutri- 
tion; Lewin,  The  Back  and  Its  Disk  Syndromes; 
Holmes  and  Robbins,  Roentgen  Interpretation,  and 
many  other  new  books  and  new  editions. 

Lederle  Laboratories  Division,  American  Cyanamid 
Company,  Pearl  River,  New  York  (Booth  106). 
You  are  cordially  invited  to  visit  the  Lederle  booth 
where  our  medical  representatives  will  be  in  at- 
tendance to  provide  the  latest  information  and 
literature  available  on  our  line.  Featured  will  be 
Achromycin,  Diamox,  vitamins,  Pathilon,  Varidase, 
and  man}'  other  of  our  dependable,  quality  products. 

The  Liebel-Flarsheim  Company,  Cincinnati,  Ohio 
(Booth  70),  cordially  invite  you  to  visit  the  booth  in 
which  their  latest  electromedical- electrosurgical 
equipment  will  be  exhibited.  We  ask  particularly 
that  you  stop  and  see  the  L-F  Basal  Meter,  the  first 
automatic,  self-calculating  metabolism  unit  ever  of- 
fered. Capable  representatives  will  be  on  hand  at 
all  times. 

Eli  Lilly  & Company,  Indianapolis,  Indiana  (Booths 
76  and  77),  cordially'  invite  you  to  visit  their  booth. 
The  display  will  contain  information  on  recent  thera- 
peutic developments.  Lilly'  sales  people  will  be  in 
attendance.  They'  welcome  y'our  questions  about 
Lilly  products. 

J.  B.  Lippincott  Company,  Philadelphia,  Pennsyl- 
vania (Booth  94),  presents  for  your  approval  a dis- 
play of  professional  books  and  journals  geared  to 
the  latest  and  most  important  trends  in  current 
medicine  and  surgery.  These  publications,  writ- 
ten and  edited  by  men  active  in  clinical  fields  and 
teaching,  are  a continuation  of  more  than  one  hun- 
dred years  of  traditionally  significant  publishing. 

Loma  Linda  Food  Company,  Arlington,  California 
(Booth  W-2).  With  the  background  of  years  of  ex- 
perience in  perfecting  a hypoallergenic  milk  powder 
and  also  a newly  developed  concentrated  liquid  milk, 
the  protein  of  which  is  fully  derived  from  the  soy 


Mallon  Chemical  Corporation,  Subsidiary  of  the 
Doho  Chemical  Corporation,  New  York  City 
(Booth  17),  makers  of  Auralgan,  new  Otosmosan, 
and  Larylgan  and  Rhinalgan,  are  pleased  to  exhibit 
Rectalgan,  the  liquid  topical  anesthesia  for  relief  of 
pain  and  itching  in  hemorrhoids  and  pruritus,  follow- 
ing perineal  suturing  in  obstetric  and  gymecologie 
work,  and  for  many  other  uses  in  preoperative  and 
postoperative  cases;  Dermoplast  in  an  aerosol-freon 
propellent  spray  for  fast  relief  of  surface  pain,  itch- 
ing, burns,  and  abrasions,  also  for  obstetric  and 
gynecologic  use. 

Maltbie  Laboratories  Division,  Wallace  & Tiernan, 
Inc.,  Belleville,  New  Jersey  (Booth  7),  cordially  in- 
vite yrou  to  visit  their  booth  where  representatives 
will  discuss  Calpurate,  the  Cholans,  including  the 
new  Cholan  V,  Malcotran,  Desenex,  Bifran,  and 
Salundek. 

Maltex  Company,  Burlington,  Vermont  (Booth 
E-3).  You’re  invited  to  visit  our  booth  in  the  East 
Room  to  enjoy'  delicious  cookies  and  date  bread. 
We  hope  you  will  register  for  free  samples  of  Maltex, 
Maypo  Oat  Cereal,  and  A.l.  Sauce.  Here  too  you 
may'  order  useful  height-weight  charts,  daily'  diet 
records,  and  practical  reducing  plans. 

The  S.  E.  Massengill  Company,  Bristol,  Tennessee 
(Booth  117),  will  feature  Salcort,  a judicious  com- 
bination of  salicylates  and  cortisone  for  the  treat- 
ment of  arthritic  and  rheumatoid  affections,  and 
Homagenets,  the  homogenized  vitamins.  A liquid 
suspension  in  a solid  form,  Homagenets  may  be 
chewed,  swallowed,  or  allowed  to  dissolve  on  the 
tongue.  Homogenized  vitamins  are  better  ab- 
sorbed and  better  utilized,  and  large  vitamin  excesses 
are  unnecessary. 

Mayflower  Surgical  Supply  Company,  Brooklyn  and 
Mineola,  New  York  (Booth  33),  are  distributors  of 
medical  supplies  and  equipment  to  physicians  and 
hospitals  and  franchise  dealers  for  x-ray,  ultrasonics, 
electrocardiographs,  BMR,  physiotherapy'  equip- 
ment, rehabilitation  equipment,  medical  and  hospi- 
tal furniture,  and  supplies. 

Mead  Johnson  & Company,  Evansville,  Indiana 
(Booth  79),  will  feature  Colace,  new  nonlaxative 
stool  softener,  and  Olac,  infant  formula  in  liquid 
powdered  forms.  Colace  (dioctyl  sodium  sulfosuccin- 
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ate,  Mead)  is  a new  Mead  specialty  for  patients  of 
all  ages.  Colace  softens  stools  for  easy  passage 
without  laxative  action  and  without  adding  bulk. 
A surface-active  agent,  Colace  permits  the  intestinal 
water  to  mix  better  with  fecal  material.  Colace  is 
widely  used  both  to  prevent  and  to  treat  constipa- 
tion. Olac  liquid,  the  newest  member  of  the  Mead 
family  of  balanced  infant  formulas  for  routine  use,  is 
exceptionally  generous  in  milk  protein  to  promote 
sturdy  growth,  supplies  fat  as  a highly  refined 
vegetable  oil,  and  contains  dextrimaltose  for  caloric 
adequacy  and  space  carbohydrate  absorption. 

Medical  Film  Guild,  Ltd.,  New  York  City  (Booth 
A).  The  newly  created  “Medical  Film  of  the  Month” 
plan,  conceived  as  the  twenty-fifth  anniversary  ef- 
fort of  Medical  Film  Guild,  will  be  the  highlight  of 
our  exhibit.  The  plan  extends  the  horizons  of  post- 
graduate medical  teaching  and  provides  a year- 
round,  jnformation-packed  educational  program 
keyed  to  the  needs  of  State-wide,  regional,  and  local 
meetings  of  the  Medical  Society  of  the  State  of  New 
York.  Typical  of  the  high-caliber  films  available 
under  the  plan  are  The  Blood  Vessel  and  Living 
Pathology,  which  vividly  portrays  circulating  blood 
from  the  normal  to  complete  stasis;  Pitfalls  in 
Management  of  Refractory  Heart  Failure,  which 
stresses  electrolyte  imbalance  and  the  modern  clini- 
cal technics  employed  in  the  treatment  of  congestive 
heart  failure;  Radioisotopes,  Their  Application  to 
Humans  as  Tracer  Studies  and  for  Therapeutic  Use, 
the  only  medical  film  selected  by  the  U.S.  Govern- 
ment for  presentation  at  the  United  Nations’  Con- 
ference on  peaceful  uses  of  atomic  energy;  Arterial 
Insufficiency  of  the  Extremities,  which  strikingly  por- 
trays the  phenomena  of  impaired  blood  flow.  Pro- 
gram chairmen  desiring  to  improve  the  educational 
impact  of  their  meetings  will  find  our  exhibit  espe- 
cially worth-while.  The  “Medical  Film  of  the 
Month”  plan  provides  ten  postgraduate  16-mm. 
sound  and  color  motion  picture  films  (one  a month 
for  ten  months)  at  a rental  of  only  $150  F.O.B.  New 
York.  Additional  bonus  films,  available  through 
grants  for  postgraduate  instruction,  may  be  ob- 
tained at  no  charge  independent  of  or  in  addition  to 
the  “Film  of  the  Month”  plan. 

Merck  Sharp  & Dohme,  Division  of  Merck  & Co., 
Inc.,  Philadelphia  (Booth  85),  presents  Co-Deltra 
and  Co-Hydeltra,  specifically  designed  to  provide  all 
the  benefits  of  prednisone  and  prednisolone  plus 
positive  antacid  action  to  minimize  gastric  distress. 
Related  adrenal  cortical  steroid  preparations  in 
endocrine  disorders,  collagen  diseases,  respiratory 
allergies,  eye  diseases,  and  skin  conditions  are  also 
highlighted.  Cathomycin,  a new  and  potent  anti- 
bacterial agent  of  great  clinical  significance,  will  be 
of  interest.  Cathomycin  has  been  proved  highly  ef- 
ficient in  its  action  against  staphylococci  and  some 
strains  of  Proteus  vulgaris  resistant  to  all  other 
known  antibiotics.  Expertly  trained  personnel  will 
be  pleased  to  discuss  new  dosage  forms,  new  indica- 
tions, and  the  latest  summaries  of  advanced  clinical 
reports  in  these  fields. 

Wm.  S.  Merrell  Company,  Cincinnati,  Ohio  (Booth 


83).  Merrell  representatives  will  be  on  hand  to  dis- 
cuss Tace,  a new  distinctive  estrogen,  and  Meratran, 
a new  unique  antidepressant.  Please  stop  at  our 
booth;  our  representatives  will  be  happy  to  talk 
with  you. 

Miles  Reproducer  Company,  Inc.,  New  York  City 
(Booth  4).  Case  histories,  house  calls,  hospital 
rounds,  lectures,  conferences,  group  therapy,  inter- 
views, and  dictation  may  now  be  recorded  at  a 60- 
foot  radius  with  Walkie-Recordall,  Briefcase-Con- 
ference-Recorder, a lightweight  self-powered  bat- 
tery-recorder-transcriber. It  operates  in  or  out  of 
the  closed  briefcase,  in  car,  train,  plane,  while  mobile 
or  stationary.  It  records  clearly  in  noisy  places  be- 
cause interferences  do  not  block  recordings.  No  in- 
stallation or  acoustic  room  conditions  are  required. 
The  voice-activated  Self-Start-Stop  feature  auto- 
matically starts  and  stops  the  recording  from  micro- 
phone or  telephone,  thus  eliminating  supervision  and 
the  recording  of  silent  periods.  While  facilities  for 
transcribing  are  available,  transcription  may  be  elim- 
inated due  to  ease  of  handling  identifiable,  com- 
pact, indexed  recordings  without  rewinding.  Up  to 
eight  hours  of  permanent  recordings  may  be  accumu- 
lated at  intervals  on  an  endless  belt. 

Milex  of  New  York,  Long  Island  City,  New  York 
(Booth  61).  The  new  Milex  cancer  detection  pro- 
gram will  be  presented  to  our  many  friends  who  reg- 
ister at  our  booth.  Routine  uterine  and  cervical 
smears  can  nearly  eliminate  the  mortality  factor  in 
uterine  and  cervical  carcinoma.  The  family  physi- 
cian is  the  first  line  of  defense  in  cancer  detection. 
Milex  will  display  the  most  recent  development, 
making  cancer  detection  a simple,  routine  office  pro- 
cedure. 

The  C.  V.  Mosby  Company,  St.  Louis,  Missouri 
(Booth  37),  will  exhibit  its  complete  line  of  medical 
publications.  Included  will  be  over  25  new  books 
and  new  editions  released  during  its  fiftieth  anni- 
versary. Eight  medical  journals  will  also  be  shown. 
Doctors  attending  the  Sesquicentennial  Meeting 
are  cordially  invited  to  browse  through  the  Mosby 
exhibit. 

National  Dairy  Council,  New  York  City  (Booth  31). 
“Your  Food  Today  Shapes  Your  Figure  Tomorrow” 
is  the  theme  of  the  exhibit  provided  by  the  Greater 
New  York  Program,  National  Dairy  Council.  It 
presents,  by  means  of  colored  transparencies,  a 
menu  plan  for  one  day  totaling  1,400  calories  and 
an  adaption  at  1,800  calories.  These  diets  are  the 
result  of  weight  control  studies  conducted  at  Michi- 
gan State  College.  Also  on  display  are  various 
nutrition  publications  which  will  be  available  on  re- 
quest. 

National  Drug  Company,  Philadelphia,  Pennsylva- 
nia (Booth  14),  presents  products  of  original  re- 
search. These  National  specialties  include  Paren- 
zyme  Intramuscular  Trypsin,  the  direct,  antiedema, 
anti-inflammatory  agent  which  has  set  new  stand- 
ards for  the  rapid  and  effective  treatment  of  trau- 
matic edema  and  acute  inflammation.  Parenzyme 
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Intramuscular  Trypsin  is  especially  valuable  in  treat- 
ing traumatic  wounds,  skin  ulcers,  ophthalmic  in- 
|i  flammations,  thrombophlebitis,  and  phlebothrom- 

> bosis.  Hesper-C  Prenatal,  the  only  complete  prep- 
aration with  hesperidin  and  ascorbic  acid  as  capil- 

1 lary-protective  factors,  plus  established  prenatal  vi- 
i tamin  and  mineral  supplementation,  is  a precaution 
in  normal  pregnancy,  a necessity  in  habitual  abor- 
tion. AVC  improved,  effective  in  trichomonal, 
bacterial,  and  monilial  vaginal  infections,  is  also 

t featured. 

it- 

National  Live  Stock  and  Meat  Board,  Chicago,  Illi- 
nois (Booth  142).  This  nutrition  exhibit  empha- 
sizes  the  importance  of  a good  breakfast.  Colorful 
! pictures  show  complete  breakfasts  and  the  interest- 
' j ing  variety  of  meats  around  which  good  breakfasts 
J are  built.  Meat  for  breakfasts  helps  provide  one 
fourth  to  one  third  of  the  day’s  food  needs,  espe- 

■ ! daily  high-quality  protein. 

or  I 

»•  Nepera  Chemical  Company,  Inc.,  Yonkers,  New 
York  (Booth  151),  features  Choledyl,  which  has 
to  j been  highly  effective  in  the  treatment  of  bronchial 
asthma,  bronchospasm,  and  congestive  heart  fail- 

> ures.  Choledyl  assures  high  oral  theophylline 
! blood  levels,  with  minimal  side-reactions;  it  rarely 

produces  fastness.  Also  featured  will  be  Biomydrin 

> j Nasal  Spray,  for  effective  mucolytic  penetrating  an- 
-•  tibacterial  activity,  prolonged  nasal  decongestion, 

and  antiallergic  effect,  and  Mandelamine,  a chemical 
l combination  of  met.henamine  and  mandelic  acid,  a 
specific,  well-tolerated  antiseptic  in  urinary  tract 
»•  infections,  particularly  those  of  a chronic  or  recur- 
i,  l rent  type. 

> 

New  York  Medical  Exchange  Agency,  New  York 
City  (Booth  1).  When  you  register,  be  sure  to  stop 
ri  at  this  booth  opposite  the  registration  desk.  Pa- 

i!  tricia  Edgerly  will  have  the  records  of  well-qualified 

medical  secretaries,  technicians,  and  office  nurses,  as 
well  as  opportunities  open  for  young  physicians, 
i Consult  here  for  all  your  personnel  problems. 

S 

Nordmark  Pharmaceutical  Laboratories,  Inc.,  Ir- 
vington, New  Jersey  (Booths  2 and  60).  New  iron 
therapy,  Ferronord  (TM)  tablets,  a brand  of  ferro- 
glycine  sulfate  complex  iron,  will  be  featured.  Ex- 
tensive research  has  developed  an  aminoacetic  com- 
r j plex  of  iron  which  supplies  ferrous  ions  protected 
t against  oxidation  in  pH  ranges  of  stomach  and  intes- 

> tine.  Ferronord  provides  for  (1)  optimal  absorp- 

i tion  of  ferrous  iron,  (2)  freedom  from  the  side-effects 
e usually  associated  with  iron  therapy,  (3)  rapid  in- 
crease of  serum  iron  levels  in  days,  and  (4)  corre- 
s spondingly  higher  hemoglobin  levels  in  days.  So  well 
tolerated,  Ferronord  should  be  given  on  an  empty 
stomach  or  between  meals  for  optimal  absorption. 


fractures,  localization  of  foreign  bodies,  hip  pinning, 
etc. 

Organon,  Inc.,  Orange,  New  Jersey  (Booth  12). 
Physicians  are  cordially  invited  to  visit  the  Organon 
booth  for  information  on  all  Organon  products. 
Featured  will  be  Cortrophin-Zinc  and  Wigraine. 
Cortrophin-Zinc  supplies  the  complete  physiologic 
action  of  ACTII,  enhanced,  prolonged,  and  with  con- 
venience of  administration  never  before  possible. 
Wigraine  treats  the  complete  migraine  syndrome 
quickly,  safely,  and  economically.  Organon  repre- 
sentatives will  be  happy  to  answer  any  questions  on 
Organon  products. 

Ortho  Pharmaceutical  Corporation,  Raritan,  New 
Jersey  (Booth  39),  cordially  invite  you  to  visit 
their  booth  where  the  well-known  line  of  obstetric 
and  gynecologic  pharmaceuticals  will  be  on  display. 
Particular  emphasis  will  be  placed  on  Ortho  prepara- 
tions for  conception  control.  Ortho  representatives 
will  be  on  hand  to  offer  pertinent  information  on 
their  products. 

Parke,  Davis  & Company,  Detroit,  Michigan 
(Booth  90).  Medical  service  members  of  our  staff 
will  be  in  attendance  at  our  exhibit  for  consultation 
and  discussion  of  various  products.  Important 
specialties,  such  as  Penicillin  S-R,  Benadryl,  Ambo- 
dryl,  Dilantin  Suspension,  vitamins,  Oxycel,  Milon- 
tin,  Amphedase,  Chloromycetin,  Thrombin  Topical, 
etc.,  will  be  featured.  Your  are  cordially  invited  to 
visit  our  exhibit. 

The  E.  L.  Patch  Company,  Stoneham,  Massachusetts 
(Booth  104).  At  this  booth  Patch  representatives 
will  greet  you  and  tell  you  about  Velmol,  the  dioctyl 
sodium  sulfosuccinate,  as  well  as  the  Patch  standbys, 
Kondremul,  Alzinox,  Glytheonate,  Slowten,  Tu- 
rased,  Myopurin,  and  Gadoment. 

The  Pelton  & Crane  Company,  Charlotte,  North 
Carolina  (Booth  101).  Fast  autoclaves  in  three 
sizes  will  be  demonstrated  and  explained  in  this 
booth.  Pelton  autoclaves  are  the  only  self-contained 
(not  connected  to  plumbing)  units  that  generate, 
then  store  steam  under  pressure  to  be  drawn  on 
whenever  you  wish  to  sterilize.  There  is  no  waiting 
time  between  loads.  One  filling  with  water  is  usu- 
ally sufficient  for  eight  hours  of  continuous  opera- 
tion. 

Pepperidge  Farm  Inc.,  Norwalk,  Connecticut  (Booth 
58),  exhibits  and  offers  samples  of  its  old-fash- 
ioned, hand-kneaded  whole  wheat  bread,  white 
bread,  and  corn  and  molasses  bread.  The  value  of 
natural  unprocessed  ingredients  is  discussed.  These 
ingredients  include  stone-ground  whole  wheat  flour, 
stone-ground  corn  meal,  unbleached  white  flour,  93- 
score  creamery  butter,  golden  honey-,  and  fresh, 
whole  milk.  Stuffing,  brown  and  serve  rolls,  and 
fully  baked  rolls  are  also  shown. 

Pet  Milk  Company,  Saint  Louis,  Missouri  (Booth 
137).  We  will  be  pleased  to  have  y-ou  stop  and 
discuss  the  variety'  of  time-saving  material  available 
to  busy  physicians.  Our  representatives  will  be  on 


North  American  Philips  Company,  Mount  Vernon, 
New  York  (Booth  W-l ).  This  exhibit  will  include  a 
complete  range  of  diagnostic  x-ray  equipment  fea- 
turing the  Philips  Surgex.  This  revolutionary  new 
unit  permits  daylight  fluoroscopy  in  the  operating 
room  and  allows  precision  x-ray  control  over  a wide 
variety  of  operating  procedures,  e.g.,  reduction  of 
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hand  to  discuss  the  merits  of  “Pet”  Evaporated 
Milk  for  infant  feeding  and  Instant  “Pet”  Nonfat 
Dry  Milk  for  special  diets.  A miniature  “Pet” 
Evaporated  Milk  can  will  be  given  to  all  visitors. 

Pfizer  Laboratories,  Division 
Chas.  Pfizer  & Co.,  Inc.,  Brook- 
lyn, New  York  (Booth  69).  The 
Pfizer  exhibit  again  will  be  in 
the  spotlight  with  its  new  and 
original  concept  of  antistress,  anti-infective  therapy, 
Tetracvn  S.F.  and  Terramycin  S.F.  (stress  fortified). 
Also,  the  complete  line  of  Pfizer  antibiotics  and 
Steraject,  as  well  as  the  new  specialties,  Bonamine, 
Tyzine,  Toclase,  and  the  complete  line  of  steroid 
hormones,  including  Cortril  and  the  latest  corticos- 
teroid, Sterane  (brand  of  prednisolone). 

Philadelphia  Ampoule  Laboratories,  Philadelphia, 
Pennsylvania  (Booth  59),  will  feature  modern  ethi- 
cal injectables,  including  several  recent  therapeutic 
developments  (Flamotide,  Butabarpal).  A highly 
advantageous  new  oral  peripheral  vasodilator,  Tola- 
zan,  will  be  displayed.  Samples  and  literature  on 
Appetum,  growth  and  appetite-stimulating  chew- 
ing (gum)  tablets,  will  be  offered. 

Pitman-Moore  Company,  Indianapolis,  Indiana 
(Booth  E-6).  It  is  with  genuine  pleasure  that  we 
welcome  you,  personally,  to  the  Pitman-Moore 
booth.  Novahistine  for  relief  of  nasal  congestion 
accompanying  allergic  rhinitis,  the  common  cold, 
and  acute  or  chronic  sinusitis  will  be  featured.  In- 
tromycin,  a new  agent  for  treatment  of  diarrhea, 
will  also  highlight  your  interest.  Carob  powder, 
one  of  the  active  ingredients  of  Intromycin,  helps 
provide  the  speedy  recovery  for  which  this  product 
has  become  so  well  known. 

Picker  X-Ray  Corporation,  White  Plains,  New  York 
(Booths  E-4  and  E-5).  “Dial  the  part”  automation 
distinguishes  the  new  Picker  Anatomatic  Century  II 
x-ray  unit.  Simple  to  use,  it  eliminates  the  need  for 
technic  charts  or  manual  setting  of  separate  technic 
factors.  The  operator  merely  dials  the  body  part, 
makes  a simple  thickness-of-part  setting,  and  pushes 
a button  for  the  exposure.  Coupled  with  this  control 
is  a new  full-sized,  motor-driven  table  with  a single 
x-ray  tube  quickly  changed  over  from  fluoroscopy  to 
radiography. 

Procter  & Gamble  Company, 

Cincinnati,  Ohio  (Booth  145). 
Ivory  soap  offers  a series  of 
time-saving  leaflet  pads  for 
doctors,  each  pad  containing 
50  identical  tear-out  sheets. 
These  sheets,  which  may 
be  given  to  patients,  contain  routine  instructions 
covering  six  different  topics.  There  are  also  samples 
of  other  free,  helpful  material  prepared  especially  for 
physicians.  Mrs.  Christyne  Schwab  will  be  in 
charge. 


ules,  new  nonbulk,  nonirritating  constipation  cor- 
rective acting  selectively  on  the  parasympathetic 
(Auerbach’s)  plexus  in  the  large  bowel,  physiologi- 
cally stimulating  the  neuromuscular  defecatory  reflex ; 
also  Pre  Mens,  the  multidimensional  premenstrual 
tension  therapy;  Somatovite,  clinically  proved  to 
promote  weight  gain,  increase  appetite,  and  reduce 
hyperactivity  and  restlessness,  and  Sippyplex,  the 
modern  comprehensive  therapy  for  peptic  ulcer. 

Riker  Laboratories,  Inc.,  Los  Angeles,  California 
(Booth  136),  presents  Medihaler,  a measured-dose 
principle  in  the  inhalation  treatment  of  asthma, 
other  bronchospastic  conditions,  and  angina  pec- 
toris. In  addition,  the  exhibit  presents  Pentoxylon, 
the  drug  which  affords  long-term  relief  from  attacks 
of  angina  pectoris,  and  the  Riker  antihypertensive 
armamentarium,  Rauwiloid,  Rauwiloid  plus  Veri- 
loid,  and  Rauwiloid  plus  Hexamethonium. 

Ritter  Company,  Inc.,  Rochester,  New  York  (Booth 
68).  Hundreds  of  physicians  are  finding  routine  ex- 
aminations and  treatments  in  gynecology,  proctol- 
ogy, urology,  eye,  ear,  nose,  and  throat,  and  all 
other  phases  of  medicine  easier  through  using  Rit- 
ter motor-operated  “Multi-Level”  tables.  We  will 
welcome  3?our  visit  to  the  Ritter  booth  to  see  these 
modern  tables  and  let  us  explain  the  many  benefits 
derived  from  this  investment  in  a lifetime  of  conven- 
ience and  comfort  for  both  doctor  and  patient. 

A.  H.  Robins  Company,  Inc.,  Richmond,  Virginia 
(Booth  1 13).  At  the  peak  of  the  “colds”  season,  the 
A.  H.  Robins  exhibit  features  the  significantly  su- 
perior antitussive-expectorants,  Robitussin  and 
Robitussin  A-C,  as  well  as  the  analgesics,  Phenaphen 
and  Phenaphen  with  Codeine.  Also  featured  will  be 
Donnagesic  Extentabs  providing  ten  to  twelve-hour 
pain  relief  on  a single  dose;  Donnagel  for  diarrhea; 
Entozyme,  digestive  enzyme  supplement. 

J.  B.  Roerig  and  Company,  Chicago,  Illinois 
(Booth  86),  will  feature  Atarax,  the  new  “peace  of 
mind”  drug.  It  is  an  all-new  chemical  and  is  con- 
sidered an  achievement  in  the  quest  for  a better 
ataraxic.  Atarax  is  particularly  indicated  for  the 
more  normal  person  and  brings  relief  from  the  com- 
mon everyday  anxieties  and  annoyances.  It  is 
quick  acting,  yet  requires  low  milligram  dosage,  does 
not  disturb  the  mental  acuity  of  the  patient,  and  has 
virtually  no  known  side-effects.  Literature  and 
samples  will  be  avilable  at  the  booth  which  you  and 
your  friends  are  cordially  invited  to  visit. 

Ross  Laboratories,  Columbus,  Ohio  (Booth  15). 
Current  concepts  in  infant  feeding  stress  the  critical 
aspects  of  preventive  care.  Visit  our  booth  at  your 
convenience;  your  Similac  representative  will  be 
happy  to  discuss  the  physiologic  role  of  Similac 
Powder  and  Similac  Liquid  in  providing  good 
growth,  sound  development,  and  optimum  clinical 
benefits.  Reprints  of  current  pediatric  investiga- 
tions and  the  latest  Ross  Research  Conference  Re- 
ports are  available. 


The  Purdue  Frederic  Company,  New  York  City 
(Booth  3),  will  feature  Senokot  tablets  and  gran- 


Rystan Company,  Mount  Vernon,  New  York  (Booth 
105),  introduces  the  new  debriding  healing  agent, 
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Panafil  Ointment,  which  combines  the  proteolytic 
enzyme,  papain,  with  urea  and  chlorophyll  deriva- 
tives in  a bland,  ready-to-use  ointment  base.  Panafil 
is  indicated  for  enzymatic  debridement  and  healing 
of  external  lesions,  such  as  ulcerations,  burns  and 
resistant  wounds,  particularly  where  necrotic  tissue 
or  purulent  debris  is  a deterrent  to  normal  healing. 

Sanborn  Company,  Cambridge,  Massachusetts 
(Booth  111).  Visitors  at  the  Sanborn  Company 
booth  will  have  full  opportunity  to  see  and  have 
demonstrated  our  clinical  diagnostic  instruments, 
such  as  the  popular  Viso-Cardiette  and  Metabulator. 
In  addition,  there  will  be  demonstrations  and/or 
data  available  on  the  Vector  System,  Visoscope,  and 
Transducers  for  pickup  of  pressure  and  other  physio- 
logic events  and  on  the  Twin-Viso,  Twin-Beam,  and 
the  “150”  (and  other)  series  of  single  and  multi- 
channel direct-writing  and  photographic  recording 
systems. 

Sandoz  Pharmaceuticals,  Division  of  Sandoz  Chemi- 
cal Works,  Inc.,  Hanover,  New  Jersey  (Booth  127), 
cordially  invite  you  to  visit  our  display.  Featured 
will  be  Bellergal  Space  Tabs  which  assure  around- 
the-clock  control  of  functional  complaints  (meno- 
pause symptoms)  in  the  periphery  where  they  origi- 
nate; Belladenal  Space  Tabs,  a more  effective  sus- 
tained-action antispasmodic  that  can  be  adjusted  to 
the  needs  of  the  patient;  Cafergot  P.B.,  the  most 
effective  oral  medication  for  the  relief  of  migraine 
headache  with  gastrointestinal  disturbance  accom- 
panied by  tension,  and  Sandosten,  a new  and  power- 
ful antipermeability  agent  effective  in  the  treatment 
of  itching. 

Saratoga  Springs  Authority,  Saratoga  Springs,  New 
York  (Booth  81).  A new  animated  exhibit  of 
the  New  York  State-owned  Saratoga  Spa  depicts 
how  the  Spa  serves  both  the  physicians  and  the  pa- 
trons in  providing  naturally  carbonated  mineral 
water  treatments,  not  only  in  cases  of  chronic  dis- 
eases, but  for  rest  and  relaxation.  Spa  literature  is 
dispensed  by  an  attendant. 

W.  B.  Saunders  Company,  Philadelphia,  Pennsyl- 
vania (Booth  67).  Brand  new  Saunders’  titles  of 
clinical  interest  include  Current  Therapy  1957, 
Friedberg,  Heart,  2nd  Edition;  Zimmerman  and 
Levine,  Surgical  Physiology,  and  a new  edition  of 
Dorland’s  Medical  Dictionary.  These  along  with 
authors  that  include  Cecil,  Nelson,  Meschan,  and 
Pillsbury  will  all  be  on  display. 

Schering  Corporation,  Bloomfield,  New  Jersey 
(Booth  72).  A cordial  invitation  is  extended  to  the 
members  of  the  Medical  Society  of  the  State  of  New 
York  to  visit  the  Schering  exhibit.  The  entire  ex- 
hibit will  be  devoted  to  Meticorten  and  Meticortelone, 
the  new  corticosteroids  for  the  treatment  of  rheuma- 
toid arthritis,  intractable  asthma,  and  other  so- 
called  collagen  diseases.  Extensive  clinical  and 
laboratory  data  demonstrating  certain  advantages 
of  these  new  steroids  over  cortisone  and  hydrocorti- 
sone are  shown. 


Schieffelin  & Company,  New  York  City  (Booth  38), 
and  its  Almay  Division  will  exhibit  many  of  their 
ethical  specialties  including  C.R.P.A.,  diagnostic 
aid  in  determining  inflammatory  conditions;  Almay 
dermatologic  specialties,  including  Resulin  and  the 
Alma-Tar  products,  and  Cyclogyl,  cyeloplegic  myd- 
riatic. Our  representatives  will  be  happy  to  an- 
swer any  questions  regarding  Schieffelin  and  Almay 
products. 

Julius  Schmid,  Inc.,  New  York  City  (Booths  19  and 
20).  This  attractive  and  informative  exhibit  on  the 
national  phenomenon,  the  planned  big  family,  fea- 
tures Ramses  Flexible  Cushioned  Diaphragm  and 
Ramses  Vaginal  Jelly;  Vagisec  jelly  and  liquid,  two 
new  products  embodying  Carlendacide,  the  recent 
development  of  Carl  Henry  Davis,  M.D.,  and  C.  G. 
Grand  for  vaginal  trichomoniasis  therapy,  and  in 
addition,  the  display  includes  the  Julius  Schmid 
Trichomonal  Re-Infection  Control  Program  which 
involves  the  prescription  and  recommendation  of 
XXXX  (Fourex)  skin  condoms  and  Ramses  and 
Sheik  rubber  condoms. 

Otto  L.  Schonwalder,  Distributor  of  Medcolator  In- 
struments, Forest  Hills,  New  York  (Booth  5).  The 
manufacturers  of  the  very  popular  Medcolator  pre- 
sent the  new  three-way  Medco-Sonlator  which  com- 
bines the  neuromuscular  stimulation  with  the  Med- 
colator plus  the  advantages  of  ultrasonic  therapy, 
all  in  one  compact  unit.  Electrical  stimulation  and 
ultrasound  are  produced  simultaneously  through  a 
patented  single  three-way  applicator  (Transducer). 
Better  results  in  treating  many  conditions  may  be 
expected  from  this  combined  unit. 

Sealy  Mattress  Company,  New  York  City  (Booth 
91).  The  Sealy  Posturepedic  mattress,  designed  in 
cooperation  with  leading  orthopedic  surgeons,  is  the 
mattress  used  by  more  physicians  than  any  other 
mattress  in  the  United  States.  It  is  available  in 
both  innerspring  and  latex  foam  and  guaranteed  for 
twenty  years  when  purchased  with  the  matching 
foundation.  Sealy  Posturepedic  is  the  mattress 
that  revolutionized  the  sleeping  habits  of  the  nation, 
the  original  Sealy  Posturepedic. 

G.  D.  Searle  & Company,  Chicago,  Illinois  (Booth 
73).  You  are  cordially  invited  to  visit  the  Searle 
booth  where  our  representatives  will  be  happy  to 
answer  any  questions  regarding  Searle  products  of 
research.  Featured  will  be  Nilevar,  the  new  ana- 
bolic agent;  Mictine,  the  new,  safe,  nonmercurial, 
oral  diuretic;  Vallestril,  the  new,  synthetic  estrogen 
with  extremely  low  incidence  of  side-reactions;  Ban- 
thine  and  Pro-Banthine,  the  standards  in  anticholin- 
ergic therapy;  and  Dramamine,  for  the  prevention 
and  treatment  of  motion  sickness  and  other  nauseas. 

7-Up  Bottlers  of  New  York  State, 

New  York  City  (Booth  135),  will 
provide  chilled  7-Up  for  all  booth 
visitors.  Each  booth  visitor  will 
be  eligible  to  win  a beautiful  alu- 
minum 7-Up  picnic  cooler.  7- 
Up  recipe  booklets  will  be  avail- 
able. 
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Sherman  Laboratories,  Detroit,  Michigan  (Booth 
147),  will  feature  the  following:  Protamide,  a sterile 
colloidal  solution.  Published  clinical  studies  have 
convincingly  established  Protamide’s  value  in 
neuritis,  herpes  zoster,  and  other  nerve  root  pains. 
Persistin,  a long-acting  non-narcotic  analgesic,  when 
prescribed  as  a single  dose,  provides  therapeutic 
salicylate  levels  for  five  to  eight  hours  and  permits 
avoidance  of  narcotics  and  hypnotics  for  many  pa- 
tients. 

Shulton,  Inc.,  Clifton,  New  Jersey  (Booth  13),  in- 
troduces the  new  Thylox  Medicated  Shampoo  for 
control  of  dandruff  and  seborrheic  dermatitis.  This 
formula,  based  on  Thylox  sulfur  which  is  specially 
reactive  and  readily  absorbed  by  the  skin,  helps  to 
normalize  the  keratinization  cycle.  Also  available 
are  Thylox  Medicated  Soap  and  Cream  for  acne  and 
related  skin  disorders. 

Martin  H.  Smith  Company,  New  Turk  City  (Booth 
30),  features  Dropsprin  Liquid,  a universally  com- 
patible, antipyretic,  analgesic  in  dropper  dosage  (1 
cc.  equals  1 grain).  It  is  flavored  and  stable  with 
neutral  pH  and  contains  no  sugar  or  alcohol.  Also 
featured  will  be  Expasmus,  a unique  combination  of 
skeletal  and  visceral  antispasmodics  with  an  anal- 
gesic, and  Ergoapiol  and  Ergoval  for  menstrual  dis- 
orders. 

Smith,  Kline  & French  Laboratories,  Philadelphia, 
Pennsylvania  (Booth  112).  Thorazine,  which  has 
proved  effective  with  unmanageable  psychotics,  and 
its  analog,  Compazine,  indicated  for  the  milder  emo- 
tional conditions  seen  so  often  in  private  practice  by 
the  general  practitioner,  are  both  featured  at  the 
S.K.F.  exhibit.  You  are  cordially  invited  to  stop  at 
our  booth  for  further  information  regarding  these 
products. 

Spirt  & Company,  Waterbury,  Connecticut  (Booth 
29),  will  feature  Lipan,  new  oral  medication  for  the 
treatment  of  psoriasis.  Lipan  therapy  is  based  on 
the  well-accepted  hypothesis  that  psoriasis  is  princi- 
pally due  to  a disturbance  of  the  fat  metabolism. 
Lipan  is  a special  preparation  of  whole  pancreas 
which  digests  fats.  Clinical  data  and  literature  will 
be  available  from  trained  representatives. 

E.  R.  Squibb  & Sons,  New  York  City  (Booths  40 
and  41),  has  long  been  a leader  in  development  of 
new  therapeutic  agents  for  prevention  and  treatment 
of  diseases.  The  results  of  our  diligent  research  are 
available  to  the  medical  profession  in  new  products 
or  improvements  in  products  already  marketed.  We 
are  pleased  to  present  up-to-date  information  on 
these  advances  for  your  consideration. 

Swift  & Company,  Chicago,  Illinois  (Booth  W-6), 
will  introduce  a new  variety  of  Swift’s  Meats  for 
Babies,  Strained  Ham  for  Babies.  Strained  Ham,  a 
unique  flavor  addition  to  the  varieties  of  Meats  for 
Babies,  is  announced  by  Swift  & Company.  The 
sweet  flavor  goodness  of  Swift’s  Premium  Ham, 


ground  to  a smooth,  creamy  texture,  is  the  newest 
variety  of  Strained  Meats  for  infants.  See  and  taste 
it  at  the  Swift  exhibit.  You  are  cordially  invited  to 
examine  the  complete  line  of  these  100  per  cent  meat 
products,  as  well  as  Swift’s  Strained  Egg  Yolks  and 
Swift’s  Strained  Egg  Yolks  and  Bacon  for  Babies, 
and  to  discuss  with  the  representatives  Swift’s 
clinical  research  program  in  connection  with  meat  in 
the  infant  diet. 

Marvin  R.  Thompson,  Inc.,  Stamford,  Connecticut 
(Booth  51),  will  exhibit  Marplex-MRT,  the  only 
natural  B complex,  derived  from  crude  liver,  brew- 
er’s yeast,  rice  bran,  wheat  germ,  and  honey.  Quini- 
date-MRT,  both  parenteral  and  oral,  for  use  in  car- 
diac therapy,  will  also  be  featured. 

United  Medical  Service,  New  York  City  (Booth  89), 
cordially  invites  you  to  its  booth  to  discuss  Blue 
Shield  with  its  professional  relations  representa- 
tives. The  exhibit  at  the  booth  explains  in  charts, 
pictures,  and  graphs  how  the  medical  profession  co- 
operates with  U.M.S.  in  directing  the  largest  Blue 
Shield  Plan  in  the  United  States.  Literature  on  a 
variety  of  health  insurance  subjects  will  be  available 
to  you. 

The  Upjohn  Company,  Kalamazoo,  Michigan  (Booth 
107).  Members  of  the  medical  profession  are  in- 
vited to  visit  the  Upjohn  booth  where  members  of 
the  Upjohn  Company  professional  detail  staff  are 
prepared  to  discuss  subjects  of  mutual  interest. 

U.S.  Vitamin  Corporation,  New  York  City  (Booth 
130).  Exhibit  features  C.V.P.,  an  exclusive  water- 
soluble  citrus  bioflavonoid  compound  with  ascorbic 
acid  for  restoring  and  maintaining  capillary  integ- 
rity. It  corrects  or  minimizes  capillary  abnormality 
and  bleeding  associated  with  diabetes,  hyperten- 
sion, epistaxis,  purpura,  gingivitis,  and  certain  forms 
of  gastrointestinal,  rectal,  and  vaginal  bleeding.  It 
is  effective  therapy  in  habitual  and  threatened  abor- 
tion and  is  used  experimentally  against  the  common 
cold  and  other  virus  infections.  Professional  sam- 
ples and  literature  will  also  be  distributed  on  our 
complete  line  of  nutritional  and  pharmaceutical  spe- 
cialties. 

Walker  Laboratories,  Inc.,  Mount  Vernon,  New 
York  (Booth  23).  Precalcin,  Precalcin  Lactate, 
Bacimycin  Ointment,  Adcets,  Cortispray,  Pincet.s, 
and  Hedulin  will  be  displayed  at  the  exhibit.  Precal-. 
cin  Lactate  is  the  phosphorus-free,  comprehensive, 
multivitamin-mineral  formula  with  “built-in”  anti- 
anemia  factors  for  use  during  pregnancy.  Hedulin, 
is  the  substantially  safe,  oral  anticoagulant  described 1 
in  recent  papers,  and  complete  reprint  portfolios 
will  be  available  to  all  registered  physicians. 

Wallace  Laboratories,  Division  of  Carter  Products, 
Inc.,  New  Brunswick,  New  Jersey  (Booths  115  and 
116).  Featured  will  be  Miltown,  the  original  mepro-: 
bamate.  It  is  an  entirely  new  type  of  tranquilizer 
with  muscle-relaxing  action.  It  is  of  value  in  treat- 
ing anxiety  tension  states,  muscle  spasm,  sleepless- 
ness due  to  worry,  and  certain  neurologic  disorders.! 
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It  is  of  special  interest  that  Miltown  does  not  have 
autonomic  side-effects,  is  well  tolerated,  and  is  not 
habit  forming. 

Wamer-Chilcott  Laboratories,  New  York  City 
(Booth  123).  A visit  to  the  Warner-Chilcott  booth 
will  pay  dividends,  especially  in  the  interests  of  your 
cardiovascular  patients.  The  company  is  featuring 
two  clinically  tested  and  proved  agents:  one  to  help 
you  prevent  attacks  of  angina  pectoris;  the  other, 
the  most  potent  drug  currently  available  for  reduc- 
tion of  blood  pressure  in  hypertensive  patients. 

Westinghouse  Electric  Corporation,  X-Ray  Division, 

Baltimore,  Maryland  (Booths  124  and  125).  Have 
you  ever  seen  a motor-driven  radiographic-fluoro- 
scopic table  where  the  fluoroscopic  assembly  com- 
pletely disappears  during  radiography?  See  this 
feature  demonstrated  with  the  Westinghouse  Diaflex 
Table.  The  hideaway  parking  of  the  fluoroscopic 
tower  (spot  film  device  as  well)  gives  clear-table- 
radiography.  This  exclusive  feature  assures  fast 
and  easy  positioning  during  radiography  and  no 
shockproof  cable  interference  at  any  time. 

Westwood  Pharmaceuticals,  Division  of  Foster- 
Milbum  Company,  Buffalo,  New  York  (Booth  98). 
Fostex  Cream  and  Fostex  Cake  are  new,  easy  to  use, 
therapeutically  effective,  cleansing  type  medications 
for  the  treatment  of  dandruff,  acne  vulgaris,  and 
seborrheic  dermatitis.  They  contain  Sebulytic,  a 
unique  combination  of  penetrating  anionic  soapless 
cleansers  and  wetting  agents  which  are  highly  anti- 
seborrheic  and  exert  antibacterial  and  keratolytic 
effects. 

White  Laboratories,  Inc.,  Kenilworth,  New  Jersey 
(Booth  103).  Stimulate  appetite,  improve  muscle 
tone,  and  speed  convalescence  through  a more  ef- 
ficient utilization  of  protein.  Correct  proportion  of 
amino  acids  to  each  other  in  the  diet  is  more  impor- 
tant than  total  protein  intake.  White’s  L-lysine 
preparations,  Lactofort,  Cerofort  tablets,  and  Cero- 
fort  elixir,  raise  milk,  cereal,  and  vegetable  proteins 
to  high  values. 


Winthrop  Laboratories,  Inc.,  New  York  City 
(Booths  128  and  129),  will  feature  new  A.P.C.  with 
Demerol  tablets  for  potentiated  pain  relief.  Each 
tablet  contains  aspirin  3 grains,  phenacetin  2l/2 
grains,  caffeine  */*  grain  with  Demerol  hydrochlo- 
ride 30  mg.  A.P.C.  with  Demerol  hydrochloride  30 
mg.  A.P.C.  with  Demerol  tablets  combine  marked 
potentiation  of  analgesia  with  mild  sedation  and 
spasmolytic  action.  They  do  not  cause  constipa- 
tion or  interference  with  micturition. 

Wyeth  Laboratories,  Philadelphia,  Pennsylvania 
(Booth  109),  will  feature  Equanil  (meprobamate), 
unique  antianxiety  agent  with  marked  muscle  relax- 
ing properties,  for  treatment  of  anxious,  tense,  or 
psychoneurotic  office  patients  as  seen  in  everyday 
practice;  Sparine  (promazine  hydrochloride),  new 
potent  ataractic  drug  indicated  in  management  of 
the  acutely  agitated  patient,  the  acute  alcoholic,  the 
acute  psychotic,  the  drug  addict  undergoing  with- 
drawal; Pen.Vee.  Oral  (Penicillin  V),  acid  stable 
oral  penicillin  for  treatment  and  prophylaxis  of  in- 
fections caused  by  penicillin-sensitive  organisms. 
Serum  concentrations  are  high  and  rapidly  induced. 

The  Yorke  Publishing  Company,  Inc.,  New  York 
City  (Booth  140),  cordially  invites  you  to  preview 
forthcoming  features  scheduled  to  appear  in  the 
Yorke  Group  of  Publications,  The  American  Journal 
of  Medicine,  The  American  Journal  of  Surgery,  The 
American  Journal  of  Clinical  Nutrition  and  Modern 
Drugs,  and  The  Modern  Drug  Encyclopedia. 

F.  E.  Young  & Company,  Chi- 
cago, Illinois  (Booth  150),  will 
exhibit  Young’s  Dilators,  PSP 
Test  Set,  and  Young’s  Albumin 
Test.  Young’s  Dilators  are  used 
in  the  treatment  and  prevention 
of  contracted  anus,  particularly 
following  hemorrhoidectomy, 
constipation,  congenital  stric- 
ture, prolapse,  dysmenorrhea, 
dyspareunia,  perineal  dissection, 
and  repair  following  delivery. 
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ccenting  the  romance  rather  than  the  science  of  medicine,  a public  exposition 


depicting  the  history  of  medicine  in  New  York  State  will  be  opened  in  the  Penn 
Top  at  the  Hotel  Statler,  New  York  City,  during  the  Sesquicentennial  Convention. 

This  exposition  will  consist  of  nontechnical,  independent  exhibits,  tracing  the  his- 
tory of  various  types  of  medical,  health,  and  ancillary  groups  throughout  the  State. 
The  exposition  will  be  open  daily  from  10  a.m.  to  10  P.M.,  Monday,  February  18,  through 
Wednesday,  February  20,  and  from  10  a.m.  to  1 p.m.  on  Thursday,  February  21.  All 
physicians,  their  families,  friends,  and  the  public  at  large  are  invited  to  be  the  guests 
of  the  Medical  Society  of  the  State  of  New  York  at  this  exposition.  Admission  is  free. 

Exhibits  are  being  prepared  by  medical  schools,  libraries,  academies,  hospitals, 
county  medical  societies,  and  medical  organizations. 

The  Farmers’  Museum  of  the  New  York  State  Historical  Association  at  Coopers- 
town  will  display  its  replica  of  an  early  doctor’s  office,  showing  instruments  and  other 
equipment. 

The  booth  of  the  New  York  Academy  of  Medicine  will  display  its  many  current 
activities  and  its  history  from  1847.  Programs,  publications,  and  pictures,  showing 
the  appalling  health  conditions  in  nineteenth  century  New  York,  will  be  seen.  One 
of  the  exhibit  highlights  will  be  woodcuts  of  the  muscle  figures  from  Vesalius’  great 
work  on  anatomy,  published  in  1543. 

The  library  of  the  Medical  Society  of  the  County  of  Kings  will  display  an  original 
copy  of  the  book  by  John  Jones  (physician  to  George  Washington)  on  the  treatment 
of  wounds  and  fractures,  published  in  1775.  This  display  will  also  include  the  surgical 
instruments  used  at  the  autopsy  of  President  Lincoln  and  a large  map  with  ribbons 
running  to  journals  originating  in  various  parts  of  the  world,  indicating  the  library  re- 
sources available  to  practicing  physicians. 

Other  exhibitors  -will  include  the  Albany  Medical  College  of  Union  University, 
the  New  York  State  Department  of  Health,  the  New  York  State  Nurses  Association, 
the  Dental  Society  of  the  State  of  New  York,  the  Jewish  Chronic  Disease  Hospital,  the 
State  University  of  New  York  Downstate  Medical  Center,  the  Buffalo  General  Hospi- 
tal, the  University  of  Buffalo  School  of  Medicine,  the  New  York  State  Historical  Asso- 
ciation, the  Albert  Einstein  College  of  Medicine  of  Yeshiva  University,  the  City  of  New 
York  Department  of  Health,  the  College  of  Physicians  and  Surgeons  of  Columbia 
University,  Cornell  University  Medical  College,  the  Medical  Library  of  Columbia 
University  the  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals,  New 
York  University-Bellevue  Medical  Center,  Saint  Luke’s  Hospital,  the  Ray  Brook  State 
Tuberculosis  Hospital  of  the  State  of  New  York  Department  of  Health,  the  Rochester 
Academy  of  Medicine,  the  University  of  Rochester  School  of  Medicine  and  Dentistry, 
the  State  University  of  New  York  Upstate  Medical  Center,  the  New  York  Historical 
Society,  the  World  Medical  Association,  the  Brooklyn  Hebrew  Home  and  Hospital  for  the 
Aged,  the  Blood  Banks  Association  of  New  York  State,  Inc.,  the  Blood  Transfusion 
Association,  the  Veterans  Camp  at  Mount  McGregor,  the  Medical  Societies  of  the 
Counties  of  Westchester,  Monroe,  Saratoga,  Genesee,  Richmond,  Schenectady,  Suffolk, 
New  York,  Kings,  and  Albany,  and  the  Woman’s  Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York. 
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“ Progress  in  the  Art  of  Medicine  from  Colonial  Times 
to  the  Atomic  Age” 
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The  First  Seventy-Five  Years 

NORMAN  SHAFTEL,  M.D.,  F.C.C.P.,  BROOKLYN,  NEW  YORK 


! Tn  an  era  of  cybernetics  and  automation  it  is 
I *“■  still  refreshing  and  intellectually  stimulating 
to  uncover  the  skeleton  of  our  historical  past. 
For  the  medical  historian  the  birthday  of  an 
important  medical  event  presents  a rare  oppor- 
tunity to  reconstruct  what  was,  to  appraise 
what  evolved,  and  to  evaluate  what  has  become. 

On  this  sesquicentennial  of  the  founding  of  the 
Medical  Society  of  the  State  of  New  York,  it 
seems  fitting  and  appropriate  to  assume  the  role 
of  historical  archeologist,  to  uncover  the  bones 
and  bony  fragments  of  our  early  medical  back- 
ground, and  to  arrange  them  in  proper  sequence, 
proportion,  and  relationship  the  one  to  the 
other.  It  is  our  aim  then  to  clothe  this  naked 
inorganic  framework  with  the  flesh  and  sinews  of 
the  pulsating  past  and  to  present  a living  picture 
; of  the  historical  evolution  of  medicine  in  New 
York  State. 

The  avowed  purpose  of  this  paper  is  to  de- 
scribe the  events  of  the  first  seventy-five  years  of 
the  history  of  our  State  Society,  but  if  the  picture 
is  to  be  complete,  it  must  of  necessity  include 
the  earliest  medical  history  of  this  State  and  trace 
the  developments  leading  to  the  formation  of  the 
Medical  Society  of  the  State  of  New  York,  which 
held  its  first  meeting  in  February,  1807. 


Although  this  paper  attempts  to  be  chron- 
ologically complete,  it  makes  no  similar  claims 
to  having  included  all  ancillary  minutiae  re- 
lating to  the  subject.  It  is  palpably  obvious 
that  the  space  afforded  would  of  itself  forbid 
such  an  all-inclusive  narration,  a factor  for 
which  the  author  (and,  it  is  suspected,  the  average 
reader)  is  appropriately  grateful.  There  will 
also  of  necessity  be  omissions,  some  with  malice 
aforethought,  but  the  general  desire  will  be  to 
include  all  important  and  pertinent  material, 
particularly  the  esoteric  and  anecdotal  to  spice 
the  more  stolid  substance.  A certain  amount 
of  historical  interpolation  will  be  required  and 
evident.  This  will  be  a reflection  of  gaps  in  our 
recorded  knowledge  rather  than  a result  of 
poetic  license.  Some  omissions  are  inevitable, 
due  either  to  limitation  of  space  or  to  considered 
oversights.  It  is  hoped  that  these  will  be  min- 
imal and  that  what  is  lacking  is  the  unimportant 
or  nonessential.  Wherever  material  of  local 
interest  is  omitted,  it  is  to  be  regretted,  but  in 
general,  such  material  has  either  been  covered  in 
recently  published  papers  or  represents  a vol- 
untary editorial  deletion  expendable  to  the 
factor  of  more  general  interest  and  narrative 
cohesion. 
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What  basically  interests  us  here  is  why  it  was 
felt  necessary  to  form  a State  society  of  medi- 
cine, how  this  was  accomplished,  and  the  history 
of  the  succeeding  seventy-five  years.  To  under- 
stand these  accomplishments  better,  it  is  valuable 
to  examine  the  early  Dutch  and  Colonial  back- 
grounds, the  legal  attempts  to  control  the  practice 
of  medicine  in  the  State  prior  to  1806,  and  the 
various  related  sociologic  and  medical  aspects 
of  the  seventeenth  and  eighteenth  centuries 
which  resulted  in  the  formation  of  the  Medical 
Society  of  the  State  of  New  York.  And  so, 
without  further  circumlocution,  we  will  proceed 
with  the  beginnings. 

Pre-Colonial  History 

The  discovery  of  New  York  by  the  Dutch  in 
1609  promised  no  expansion  into  the  great 
metropolis  of  today.  The  original  area  was 
nothing  but  a trading  post  subject  to  the  vagaries 
of  the  West  India  Company.  Twenty  years 
later  the  population  of  what  was  then  called 
New  Amsterdam  was  estimated  to  be  270,  “for 
the  most  part  free.”1  At  the  time  of  the  first 
official  survey  in  1656,  there  were,  according  to 
the  records,  1,000  souls  living  in  250  houses. 

The  West  India  Company  in  its  original  char- 
ter encouraged  the  colonists  to  find  ways  to 
support  the  ministers  and  school  masters,  but  the 
treatment  of  physical  ailments  was  directed  by 
Zieckentroosters  or  comforters  of  the  sick.  At  the 
time  of  the  original  Dutch  settlement  in  1626 
there  were  no  physicians,  and  the  “comforters” 
were  appointed  generally  by  the  Dutch  Reformed 
Church.  Under  the  first  Governor,  Eva  Pieter- 
sen  Evertson  and  an  individual  named  Molenaer 
are  recorded  as  serving  officially  as  such  com- 
forters. 

When  it  became  evident  that  New  Amsterdam 
might  prove  of  great  commercial  value,  the 
Dutch  West  India  Company  sent  over  ships  for 
purposes  of  trading,  and  the  records  indicate 
that  in  each  ship’s  company  there  was  included 
a barber-surgeon  who  was  more  or  less  com- 
petent to  bleed  and  perform  minor  operations.2 
We  find  that  Herman  Mynderts  van  den  Bogaert 
visited  the  province  in  1631  as  surgeon  to  the 
ship  Eendraght,  while  in  1633  William  Deering, 
surgeon  to  the  ship  William  of  London,  visited 
the  island.  There  is  no  indication  that  either  of 
these  gentlemen  left  any  permanent  impression 
of  their  evanescent  appearances. 

The  first  educated  physician  in  New  York 


was  Dr.  Johannes  La  Montagne,  a learned  j 
Huguenot  gentleman,  who  arrived  in  the  spring 
of  1637.  There  are  records  which  state  that  in 
1638  he  was  the  principal  counselor  of  William 
Kieft,  the  third  Dutch  Director  General  and 
Governor  of  the  Province.  Dr.  Montagne  is  1 - 
further  described  as  the  only  doctor  in  Man-  - 
hattan  in  whom  the  settlers  had  any  confidence.  ■' 
He  was  born  in  1595  and  received  his  degree  j 
from  the  University  of  Leyden.  He  married 
Rachel  De  Forest  in  the  university  town  and 
practiced  there  for  some  years  before  deciding  to 
follow  his  wife’s  family  to  America.  He  has  also  5 
been  described  as  “een  wel  gestudient  man,”3 
and  his  reputation  afforded  him  an  initial  prom-  . 
inence  in  the  village.  A few  years  after  his 
arrival  his  w ife  (who  had  borne  him  five  children)  J - 
died,  and  after  a respectable  lapse  of  a few  fi 
years  he  remarried  an  Agritha  Fillis,  widow  of 
Arent  Corson.  Of  this  second  marriage  there 
were  no  children. 

Dr.  La  Montagne’s  activities  were  consid- 
erable, if  not  prodigious,  since  he  also  served 
in  the  council  of  Governor  Stujwesant,  had  the 
time  and  opportunity  to  save  Governor  Kieft 
from  assassination  (we  are  not  told  how),  and  at 
one  time  commanded  Fort  Orange.  It  is  thought 
that  he  accompanied  Governor  Stuyvesant  on 
the  latter’s  return  to  Holland  in  1665,  and  it 
is  believed  that  the  good  doctor  finally  con- 
cluded his  mortal  toil  in  Holland  in  1670. 

Accompanying  Governor  William  Kieft  on  his 
arrival  in  1638  were  two  surgeons  sent  out  with 
him  in  an  official  capacity.  These  were  Gerrit 
Schult  and  Hans  Kierstede.  We  have  no  further 
intelligence  relating  to  Schult,  but  Kierstede,  who 
came  from  Magdeburg,  Saxony,  apparently 
practiced  in  the  colony.  He  is  described  in  the  I 
old  records  as  “surgeon”  and  received  grants  of 
land  on  what  is  now  Pearl  Street.  In  addition  I 
to  medicine  he  practiced  commendable  restraint  I L 
in  avoiding  matrimonial  entanglements  for  years,  I 
but  when  he  did  marry  (Sarah  Roelefs),  he  ' 
displayed  an  equally  commendable  energy  and  j 
ebullience  and  in  a respectable  number  of  years  fl 
(fourteen)  fathered  ten  children.  He  died  in  I 
1666,  but  we  know  no  detaiLs  concerning  his  last  I 
illness. 

In  1638  aboard  the  ship  Lore  came  Dr.  Peter  » 
Van  der  Linde  accompanied  by  his  wife.  It  8 , 
does  not  appear  that  this  doctor  devoted  too  1 
much  time  to  the  practice  of  medicine  for  he  8 
was  an  inspector  of  tobacco  in  1640,  a school-  I ' 
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master,  and  clerk  of  the  Church  in  1648.  It 
would  appear  that  he  was  not  welcome  to  the 
administration  of  Peter  Stuyvesant,  and  he 
eventually  left  the  colony. 

During  the  Indian  War  of  1643  a company  of 
soldiers  was  sent  here  from  Curagao.  Among  the 
auxiliary  personnel  was  a Dr.  Paulus  Van  der 
Beeck,  who  remained  after  the  war  and  became 
the  first  medical  man  in  Brooklyn.  He  married 
the  Widow  Bennet  who  owned  a farm  of  930 
acres  in  Gowanus.  Their  home  was  situated  at 
what  is  now  approximately  the  corner  of  Third 
Avenue  and  28th  Street  in  Brooklyn.  Dr.  Van 
der  Beeck  was  described  as  “a  pushing  man,” 
principally,  it  would  seem,  because  in  an  age  and 
area  of  female  scarcity,  he  succeeded  in  marrying 
a rich  widow.  There  would  seem  to  be  other 
evidences  of  his  industry;  he  also  worked  as  a 
farmer,  tithe  collector,  and  ferry  master.  His 
wife  was  an  equally  remarkable  individual,  cer- 
tainly in  a matrimonial  sense.  She  had  twice 
been  widowed  before  her  marriage  to  Dr.  Van 
der  Beeck,  and  when  she  survived  his  death  in 
1679,  she  still  had  possession  of  her  original 
930  acres  of  land,4  the  wheel  having  spun  full 
circle  and  she  a widow  again. 

Midwifery 

The  earliest  record  of  midwives  in  New  Am- 
sterdam goes  back  to  1 638  when  we  are  told  that 
a house  was  erected  for  Lysbert  Dircksen,  the 
town  midwife.  Therefore,  it  seems  that  previous 
births  in  New  Amsterdam  were  without  benefit 
of  midwifery.  According  to  a manuscript 
of  the  adventures  of  Jaspar  Dankers  and  Peter 
Slyker  of  Wiewerd,  Friesland,  written  in  1679- 
1680  and  published  by  the  Long  Island  Historical 
Society,6  the  first  male  born  of  Europeans  in 
New  Netherlands  was  Jean  Vign6,  whose  birth, 
by  a rather  intriguing  hindsight  reconstruction, 
was  calculated  to  have  occurred  in  1614. 

The  details  of  the  relationship  were  worked 
out  as  follows : It  is  known  that  the  first  trading 
voyages  to  the  Hudson  River  were  made  in 
1613-1614  and  the  first  wintering  habitation 
there  in  1614-1615.  If,  as  seems  well  authen- 
ticated and  documented,  Jean  Vigne  was  born 
in  1614  at  the  settlement,  it  follows  that  there 
must  have  been  one  daring  and  courageous 
white  woman  in  the  colony  at  that  early  period. 
It  is  unfortunate  that  history  records  no  further 
details  about  the  parents  except  that  they  were 
Valengiennes. 


Prior  to  the  discovery  of  this  manuscript,  it  had 
been  thought  that  the  birth  of  Sarah  de  Rapalje 
on  June  9,  1625,  represented  the  first  birth  of  a 
child  of  European  parents  in  the  colony.  The 
fortunes  of  sex,  nevertheless,  permit  her  the 
honor  of  being  the  first  female  child  of  European 
parents  to  be  born  in  this  State. 

There  are  early  records  of  other  midwives  who 
flourished  during  this  time.  In  1644  Tryntje 
Jonas  and  in  1655  Hillegond  Joris  were  appointed 
midwives  to  the  town.  In  1660  we  know  that 
this  position  commanded  a salary,  not  always 
paid,  of  100  guilders  a year. 

The  supercilious  attitude  of  the  male  toward 
obstetrics  permitted  women  to  assume  an  un- 
opposed monopoly  in  this  virgin  field  until  well  in- 
to the  middle  of  the  eighteenth  century.  Since 
women  were  accustomed  to  marry  young  and  as 
Tyler6  notes,  “the  tjrpical  household  of  New 
England  was  one  of  patriarchal  populousness,” 
it  can  be  easily  comprehended  why  midwives 
were  kept  busy  at  their  fruitful  occupation. 
Surprisingly  enough,  in  a period  when  life  ex- 
pectancy was  relatively  short,  many  midwives 
lived  to  ripe  maturity  as  is  recorded  in  an  “Elegy 
on  the  Death  of  the  Ancient  Venerable,  and 
Useful  Matron  and  Midwife,  Mrs.  Mary  Broad- 
well,  who  rested  from  her  labors  Jan.  2,  1730, 
aged  100  years  and  a day.” 

A famous  and  skilled  pioneer  American  mid- 
wife, Annetje  Jansen  (or  Anneke  Jans),  owned  a 
considerable  part  of  New  York  City,  and  it  was 
her  daughter,  Sarah,  who  married  Dr.  Hans 
Kierstedt,  previously  mentioned  as  practicing 
medicine  in  that  city  from  1638-1661. 

We  are  indebted  to  an  obituary  notice  in  a 
New  York  newspaper7  for  our  information  con- 
cerning possibly  the  first  male  obstetrician  in 
this  country.  The  item  states:  “Last  night 

(July  21,  1745)  died,  in  the  Prime  of  Life,  to  the 
almost  universal  Regret  and  Sorrow  of  this  city, 
Mr.  John  Dupuy  M.D.,  a Man  Midwife;  in 
which  last  Character  it  may  be  truly  said  here, 
as  David  did  of  Goliath’s  sword,  There  is  none 
like  him.”  An  inscription  published  a month 
later  in  Latin  called  him,  in  free  English  trans- 
lation, “Learned  Professor  of  Chirurgery  and 
Medicine ...  and  of  his  Age,  27,  departed  this 
life.”8 

There  is  an  antedating  reference  to  a male 
American  midwife  in  a letter  written  by  Samuel 
Lee  of  New  England  to  Nehemiah  Grew  of 
London  in  1690.  Mr.  Lee  wrote  that  “I  knew 
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one  Doctor  Avery,  since  deceased,  a man  of 
pretty  ingenuity  who  from  the  ars  veterinaria 
fell  into  some  notable  skill  in  physick  and  mid- 
wifery and  invented  some  useful  instruments 
for  that  case.”9  What  these  instruments  were 
is  a matter  of  fascinating  conjecture,  for  the  only 
historically  authenticated  instruments  of  that 
vintage  were  the  forceps  which  remained  the 
secret  of  the  Chamberlens  for  many  years. 
After  the  middle  of  the  eighteenth  century 
we  meet  the  male  midwife  or  obstetrician  more 
frequently. 

In  1767  the  first  professorship  of  obstetrics  was 
created  and  the  chair  filled  by  Dr.  J.  V.  B.  Ten- 
nant of  Kings  College.  The  first  obstetric  work 
by  an  American  author,  The  Midwives  Monitor 
and  Mothers  Mirror,  was  written  by  the  famous 
Dr.  Valentine  Seaman  and  published  in  1800 

Early  Medical  Practice 


It  can  be  seen  that  up  to  the  middle  of  the 
eighteenth  century  the  qualified  male  midwife 
was  a rarity.  But  midwifery,  although  a sub- 
stantial area,  was  not  the  sole  domain  of  the 
unqualified  medical  practitioner.  Anyone  with 
sufficient  audacity,  pretension,  or  occupational 
inclination  could  set  himself  up  as  a ministrator 
to  the  sick  and/or  gullible  in  this  period  pre- 
ceding the  rise  of  medical  institutions  in  this 
country.  Except  for  the  relatively  few  phy- 
sicians actually  educated  in  Europe,  the  appren- 
tice system  represented  the  only  means  of  med- 
ical instruction.  Many  practiced  without  either 
education  or  apprenticeship,  and  medical  ad- 
vertisements in  contemporary  newspapers  mod- 
estly reported  miraculous  cures  and  esoteric 
methods  of  treatment.  “John  Chapman  makes 
and  sells  a Swelling  Mixture  to  cure  the  Itch,  or 
any  other  sort  of  breaking  out  whatsoever,  by 
the  Smell  of  it,  even  if  a person  had  it  from  his 
birth.  It  is  to  be  had  at  his  Room  at  Mrs. 
Dimmock’s  in  the  Broad  Way,  next  Door  to  the 
Postoffice”10  ran  one  somber  item;  another, 
‘ ‘To  The  Public.  The  subscriber  having  acquired 
the  useful  Knowledge  of  curing  the  Cancer, 
and  Cankers,  Polipus  and  Ring  Worms;  also 
engages  to  give  immediate  Ease  to  those  troubled 
with  the  Gravel,  and  to  cure  that  Disorder; 
Takes  this  Method  to  inform  the  Public,  that 
those  who  are  troubled  with  such  Disorders, 
may  apply  to  him  at  his  lodgings. . .John 
Coakley.”11  An  early  example  of  the  modest 
specialist  in  all  diseases! 


Cadwallader  Colden,  M.D.,  Colonial  physician 
who  suggested  a medical  society  in  New  York. 

( From  the  private  collection  of  Claude  H.  Heaton, 
M.D. ). 

There  were  of  course  some  American  phy- 
sicians with  European  medical  training.12  In 
1741  John  Nicoll,  Cadwallader  Colden,  Sir 
James  Jay,  and  Samuel  Bard  obtained  their 
degrees  from  Edinburgh.  John  Jones  obtained 
a degree  of  Doctor  of  Medicine  from  the  Uni- 
versity of  Rheims  after  extensive  training  at 
Edinburgh,  London,  and  Paris.  Richard  Bayley 
studied  in  London  under  John  Hunter.  Among 
the  graduates  from  Leyden  were  Samuel  Staarts,  I 
John  Van  Buren,  Isaac  Dubois,  Johannes  Ker-  I 
foyle,  John  van  Brugh  Tennant.  Gerardus  Beek-  I 
man,  and  his  son,  William  Beekman.  John  I 
Dupuy,  previously  mentioned,  studied  in  France.  I 

Medical  Apprenticeship  in  Colonial  Days 

The  many  serious  students  of  medicine  who! 
had  not  the  material  means  of  obtaining  a formal  I 
European  medical  school  education  apprenticed) 
themselves  to  local  practicing  physicians  for 
their  training.  This  represented  the  morel 
common  method  of  entree  into  the  medicalj 
profession  in  colonial  times,  there  being  no 
American  medical  institutions  and  at  thatj 
period  no  binding  laws  regulating  the  licensure, 
of  physicians  except  for  sporadic  and 
restricting  medical  practice  acts,  to  be 
shortly. 
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For  a contemporary  account  of  the  method  of 
medical  apprenticeship  we  are  indebted  to  a 
manuscript  diary  of  Alexander  Anderson  who 
apprenticed  himself  to  Dr.  Joseph  Young  of 
New  York  in  1795. 13  The  following  characteristic 
items  are  excerpts  from  this  diary: 

Jan.  1. — Attended  at  the  Doctors.  Kindled  a fire 
in  the  shop. 

Jan.  8 — Made  syrup  of  Liquorice  root — after- 
noon— mounted  the  chair  with  T.  Hert- 
tell  and  went  in  quest  of  yellow  dock  root 
— got  a small  supply  in  a lot  near  the  Bat- 
tery. Took  medicine  downtown. 

Jan.  9 — Overset  the  decoction  pot  on  the  floor.  . . 

Feb.  8 — Fore-noon — went  with  Dr.  Smith  to  see 
some  patients.  I bled  Mr.  Blair-seized 
with  Pleurisy . . . evening . . . Read  in  Lav- 
aters  “Aphorisms  on  Man.” 

Feb.  26 — Collected  some  money  for  the  Doctor. 
Mar.  21 — The  room  at  the  Doctors  being  under 
the  operation  of  cleaning,  I retreated  to 
the  kitchen  and  read. 

Mr.  Anderson  had  been  studying  under  Dr. 
Young  for  six  years  when  he  applied  for  his 
license  to  practice  medicine.  According  to  the 
law  of  that  day  he  was  required  to  be  examined 
by  an  official  group,  including  two  magistrates 
and  three  reputable  physicians.  Drs.  Bard, 
Rogers,  and  Treat  were  appointed  as  examiners, 
and  the  applicant  “set  off  immediately  in  the 
rain  to  notify  them.”  Although  Dr.  Bard  tried 
to  dissuade  him  because  of  his  age  (twenty), 
he  determined  to  take  the  examination.  A room 
at  Simmons  Tavern  was  booked,  but  when  only 
one  judge  could  keep  the  appointment,  the 
examination  had  to  be  postponed.  Anderson 
states  in  his  diary  that  “The  agitation  of  my 
mind  brought  on  a degree  of  fever  which  con- 
tinued the  remainder  of  the  day.”  On  the 
following  day  he  “underwent  an  examination 
of  an  hour’s  length  by  Drs.  Bard,  Rogers  and 
(Samuel)  Nicoll.”  On  the  next  day  Anderson 
went  to  pay  for  the  use  of  the  room  at  Simmons 
Tavern  (20  shillings)  and,  meeting  Judge  Yates 
in  the  street,  was  advised  on  his  success  in  the 
examination.  Then  Anderson  had  to  make 
out  his  patent,  and  after  procuring  the  form 
from  the  Assistant  Justice,  he  went  to  a parch- 
ment maker,  purchased  a skin,  and  that  evening 
lettered  it  “ in  German  text.”  He  then  obtained 
the  brand  and  seal  of  Judge  Yates  on  his  license 
and  left  it  for  recording  with  the  Attorney 
General,  who  subsequently  returned  it  to  An- 


derson. The  young  apprentice  was  now  officially 
qualified  to  practice  medicine.  This  method  of 
training  and  licensure  was  common  in  the  col- 
onies up  to  the  time  of  the  American  Revolution. 

Legal  Attempts  at  Medical  Regulation 

As  previously  indicated,  there  were  few  deter- 
rents to  medical  practice  by  the  unscrupulous 
and/or  professional  pretenders.  Because  it  was 
general  knowledge  that  such  unhealthful  con- 
ditions existed  in  New  York,  attempts  were 
made  from  time  to  time  to  regulate  the  practice 
of  medicine  by  law.  Even  as  late  as  1753  a 
writer  in  the  Independent  Reflector 14  reaffirmed 
this  need  for  regulation,  while  bewailing  “the 
dismal  havoc  made  by  quacks  and  pretenders.” 

The  first  medical  regulation  resulted  from  a 
complaint  of  the  New  Amsterdam  surgeons 
against  the  barber-surgeons  or  ship-surgeons 
who,  when  their  ships  lay  in  port,  practiced  in 
the  city.  The  colonial  resident  surgeons  felt 
that  it  was  their  exclusive  prerogative  to  practice 
ashore  and  resented  the  usurpation  of  their 
rights  by  the  ship-surgeons  who  were  generally, 
at  most,  capable  barbers.  The  colonial  surgeons 
were  broad-minded  and  generous  enough  to 
admit  the  barber-surgeons’  skill  with  the  razor 
but  demurred  at  the  inclusion  of  acts  of  medical 
attention.  As  a result  of  this  disagreement, 
the  Directors  of  the  Colony  were  petitioned  as 
follows:15  “1652  Feb.  2.  On  the  petition  of  the 
Chirurgeons  of  New  Amsterdam,  that  none  but 
they  alone  shall  be  allowed  to  shave;  the  Director 
and  Council  understand  that  shaving  doth  not 
appertain  exclusively  to  Chirurgery,  but  is  an 
appendix  thereunto;  that  no  man  can  be  pre- 
vented operating  on  himself,  nor  to  do  another 
this  friendly  act,  provided  it  be  through  courtesy 
and  not  for  gain,  which  is  hereby  forbidden.” 
It  was  further  ordered  “that  ship-barbers  shall 
not  be  allowed  to  dress  any  wounds,  nor  admin- 
ister any  potions  on  shore  without  the  previous 
knowledge  and  consent  of  the  Petitioners,  or  at 
least  of  Dr.  La  Montagne.”  It  is  pathetic  to 
note  the  edentulous  nature  of  the  law  and  the 
absence  of  definitive  safeguards  or  means  of 
implementation. 

In  December,  1657,  another  city  ordinance  was 
passed  giving  notice:  “To  all  Chirurgeons  of  the 
City  that  when  they  are  called  to  dress  a wound 
they  shall  ask  the  patient  who  wounded  him  and 
that  information  thereof  be  given  to  the  Sellout 
(i.e.,  Sheriff).”16 
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Seven  years  later  the  English  fleet  sailed  into 
Manhattan  Bay  and  forced  the  Dutch  to  sur- 
render New  York  which,  along  with  adjacent 
lands,  went  into  the  possession  of  the  Duke 
of  York.  The  new  government  under  the 
Duke  of  York  set  up  a code  of  laws,  the  Duke 
Laws,  which  governed  the  inhabitants  of  the 
territory.  Incorporated  therein  was,  quoting 
Toner,17  “ a stringent  law  relating  to  Chirurgeons, 
midwives  and  physicians,  which,  as  it  may  be 
found  to  possess  some  historical  interest,  and  is 
not  generally  available  to  readers  is  given  in  full” : 

Chirurgeons,  mid  wives,  physicians:  That  no 

person  or  persons  whatever  employed  about  the 
bodies  of  men,  women  or  children  for  the  preserva- 
tion of  life  or  health  as  chirurgeons,  midwives, 
physicians  or  others,  presume  to  put  forth  or  ex- 
ercise any  act  contrary  to  the  known  approved 
rule  of  art  in  each  mystery  or  occupation,  or  exer- 
cise any  force,  violence  or  cruelty  upon  or  towards 
the  body  of  any,  whether  young  or  old,  without 
the  advice  and  consent  of  such  as  are  skillful  in 
the  same  art  (if  such  may  be  had),  or  at  least  of 
some  of  the  wisest  and  gravest  then  present,  and 
consent  of  the  patient  or  patients  if  they  be  mentis 
compotes,  much  less  contrary  to  such  advice  and 
consent,  upon  such  severepunishmentasthenature 
of  the  fact  may  deserve;  which  law,  nevertheless, 
is  not  intended  to  discourage  any  from  the  lawful 
use  of  their  skill,  but  rather  to  encourage  and  di- 
rect them  in  the  right  use  thereof,  and  to  inhibit 
and  restrain  the  presumptuous  arrogance  of  such 
as,  through  confidence  of  their  own  skill  or  any 
other  sinister  respects,  dare  boldly  attempt  to  ex- 
ercise any  violence  upon  or  towards  the  body  of 
young  or  old,  one  or  other,  to  the  prejudice  or 
hazard  of  the  life  or  limb  of  man,  woman  or  child. 

In  the  succeeding  century  other  laws  and 
ordinances  were  passed  which  shed  light  on  the 
customs  and  methods  of  medical  practice  in  the 
colony.  One  of  these  Acts18  was  designed  to 
“prevent  infectious  distempers  being  brought 
into  this  colony  and  to  hinder  the  spreading 
thereof”;  another,19  to  “appropriate  the  money 
raised  by  divers  lotteries  for  erecting  a college  and 
pest  house”  (1756),  and  there  was  even  an  act20 
“to  repeal  an  act  to  prevent  infectious  diseases  in 
the  Counties  of  Westchester,  Dutchess  and 
Orange,  so  far  as  it  relates  to  the  borough  and 
town  of  Phillipsborough”  (1773). 

The  most  important  medical  practice  act  of  the 
eighteenth  century  was  “An  act  to  regulate  the 
practice  of  physick  and  surgery  in  the  City  of 
New  York,  passed  the  10th  of  June,  1760.” 
On  the  basis  of  this  act,  Dr.  John  B.  Beck21 


Charter  of  New  York  Hospital,  founded  prior 
to  the  Revolutionary  War,  when  on  June  13, 
1771,  King  George  III  incorporated  the  “So- 
ciety of  the  Hospital  in  N.  Y.”  ( From  the 

Library  of  the  New  York  Academy  of  Medicine.  Cut 
courtesy  “ New  York  Medicine ”) 


states  his  belief  that  “The  State  of  New  York  . . . 
is  entitled  to  the  honor  of  adopting  the  first 
effectual  methods  for  regulating  the  practice  of 
medicine.”  This  law  provided  that  “no  person, 
whatsoever,  shall  practice  as  a physician  or 
surgeon,  in  the  City  of  New  York,  before  he  shall 
have  been  examined  in  physick  or  surgery,  and  1 
approved  of  and  admitted  by  one  of  his  majesty’s  | 
council,  the  judges  of  the  Supreme  Court,  the  i 
King’s  Attorney  General,  and  the  Mayor  of  the 
City  of  New  York,  for  the  time  being,  or  by  any 
three  or  more  of  them,  taking  to  their  assistance  ’ 
for  such  examinations  such  proper  person  or 
persons  as  they  in  their  discretion  shall  think  fit.”  | 
Unfortunately,  the  fine  for  noncompliance  with 
this  law  was  but  5 pounds,  undoubtedly  an  , 
insufficient  deterrent  to  some.  Nevertheless,  j 
this  necessity  for  requiring  a license  represented  1 
the  highest  medical  standard  in  any  of  the  i 
colonies  at  that  time. 
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Certificate  to  practice  medicine  issued  by  D.  Brooks,  first  judge  of  Dutchess  County,  in  179/  to  Dr. 
William  Wheeler.  {Cut  courtesy  Dutchess  County  Medical  Society) 


The  First  Medical  School 

On  March  27,  1792,  an  Act  was  passed22  which 
required  that  the  prospective  physician  study  with 
some  authorized  practitioner  for  two  years  if  he 
were  a graduate  of  some  college  and  for  three 
years  if  he  were  not.  When  Alexander  Anderson 
began  his  apprenticeship  with  Dr.  Young  (as  pre- 
viously mentioned),  it  was  apparently  under  the 
provisions  of  this  Act.  Those  who  had  graduated 
in  the  regular  medical  schools,  which  were  be- 
ginning to  form  at  this  period,  were  permitted  to 
practice  without  this  examination  and  licensure. 
This  law  was  apparently  designed  to  correlate 


with  a law  of  the  previous  year  (1791)  giving 
permission  for  a college  of  physicians  and  sur- 
geons to  be  established  and  at  the  same  time 
encouraging  the  establishment  of  such  an  insti- 
tution. 

Although  Philadelphia  was  the  site  of  the  first 
medical  school  in  the  New  World,  New  York  had 
the  distinction  of  having  the  second — the  first  to 
grant  an  M.D.  degree,  which  it  did  in  1769.  The 
origins  of  this  New  York  medical  school  were  in- 
timately related  to  the  efforts  of  Dr.  Samuel 
Bard.  In  1762,  when  Dr.  Bard  was  in  Edin- 
burgh, he  apparently  discussed  the  matter  of  an 
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Samuel  Bard,  M.D.,  first  professor  of  the 
“Theory  and  Practice  of  Physic”  at  New  York 
Medical  School,  1768.  ( Cut  courtesy  Dutchess 

County  Medical  Society) 


DISCOURSE 

UPOH  THE 

DUTIES  OFA  PHYS I C I A N, 

With  some  Sentiments, 

O N T H E 

USEFULNESS  and  NECESSITY 
OFA 

PUBLIC  HOSPITAL: 

DELIVERED  BEFORE  THE 

PRESIDENT  and  GOVERNORS 

O T 

K I N G’s  COLLEGE, 

AT  THE  COMMENCEMENT, 

Held  on  the  1 6th  of  M a y,  i 76 9. 

As  Advice  to  thofe  Gentlemen  who  then 
received  the  Flrft  Medical  Decrees 
conferred  by  due  UNIVERSITY. 


American  medical  college  with  Shippen  and 
Morgan.  In  a letter  to  his  father  and  referring 
to  Drs.  Shippen  and  Morgan,  Dr.  Bard  wrote: 
“I  wish  with  all  my  heart  they  were  at  New  York 
that  I might  have  a share  amongst  them  and 
assist  in  forming  the  first  medical  college  in 
America.”23 

In  1768  (the  late  president  of  Columbia  College, 
Nathan  F.  Moore  fixes  the  date  in  August,  1767), 
under  the  auspices  of  Kings  College,  a brilliant 
faculty  of  university  graduates  organized  the 
first  medical  school  in  New  York.  Many  of 
these  gentlemen  had  previously  been  engaged  in 
private  medical  instruction.  This  first  faculty 
of  the  New  York  Medical  School  consisted  of 
Dr.  Samuel  Bard,  Professor  of  the  Theory  and 
Practice  of  Physic;  Dr.  Peter  Middleton,  Pro- 
fessor of  Physiology  and  Pathology;  Dr.  John 
Jones,  Professor  of  Surgery;  Dr.  Samuel  Clossy, 
Professor  of  Anatomy;  Dr.  James  Smith.  Pro- 
fessor of  Chemistry  and  Materia  Medica;  and 
Dr.  John  V.  B.  Tennant,  Professor  of  Midwifery. 

Brief  descriptions  of  these  eminent  gentlemen 
would  serve  to  implement  our  understanding  of 
the  lives  and  times  under  discussion  and  help 
to  keep  alive,  which  is  ever  the  aim  of  the  phy- 


Bf  SAMUEL  B A R D,  M.  D. 

Profcflfjr  of  »h«  Pri&ice  of  Med^ite  inKi  n«'i  Ccutc  t, 


N E W -Y  OR  K: 

Prin.e.l  l»y  A.  4 J.  ROBERTSON,  at  th<  Comer  ftf 
H r.  a v f.  a -St  r s eT,  M,DCC,LXIX. 

Title  page  of  the  book  by  Samuel  Bard  on  the 
duties  of  a physician,  published  in  1769  in 
New  York  City.  ( From  the  Library  of  the  New  York 
Academy  of  Medicine) 

sician,  this  paper  and  the  reader’s  interest  in  it. 

Dr.  Samuel  Bard  possessed  a proud  medical 
heritage;  his  father  Dr.  John  Bard  was  the  first 
president  of  the  Medical  Society  of  New  York, 
organized  in  1788  (a  local  society  which  had  no 
relationship  to  the  New  York  State  Medical 
Society  which  was  formed  in  1806).  John 
Bard  was  a personal  friend  of  Benjamin  Franklin 
and  with  Dr.  Middleton  in  1750  had  performed 
the  second  dissection  of  a human  cadaver  re- 
corded in  this  country.24  In  the  course  of  this 
dissection  the  blood  vessels  were  injected,  “prob- 
ably the  first  time  this  was  done  in  America.”25 

Dr.  Samuel  Bard  was  described  by  Valentine 
Mott  as  being  small  in  stature,  hard-featured, 
austere,  and  dignified  but  exemplary  as  a man  and 
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Defigncd  for  the  Ufe  of  young  Military  Surgeons, 
in  NORTH- AMERICA. 


John  Jones,  M.D.,  author  of  “The  Treatment 
of  Wounds  and  Fractures,”  the  first  surgical 
work,  by  an  American,  published  in  this 
country.  ( From  the  private  collection  of  Claude  II. 
Heaton,  M.D.) 


By  JOHN  JONES,  M.  D. 
rrofefTor  of  Surgery  in  Klng’s^l^lQe 

cf ^ A HISTORICAL 
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NEW.YORK:  , j . 

Printed  by  John  Holt,  in  Water-Street,  near  the 


i Title  page  of  John  Jones’  book  on  treatment  of 
wounds  and  fractures.  Published  in  1775.  ( From 
the  Library  of  the  Medical  Society  of  the  County  of  Kings ) 

° Christian  and  considered  the  soundest  physician 
of  his  day  in  the  city.  He  received  his  medical 
degree  from  the  University  of  Edinburgh,  and  as 
indicated  earlier,  his  interest  in  establishing  a 

i|  I medical  school  began  at  least  as  early  as  1762. 
it 1 His  diploma  was  granted  September  6,  1765. 
Thacher26  notes  that  one  of  Dr.  Bard’s  outstand- 

0 ing  characteristics  was  an  “insatiable  inquisi- 
J tiveness  of  mind.”  Within  a year  of  his  return 

5 ' from  Edinburgh,  he  organized  the  medical 
n school  and,  although  only  twenty-eight,  was 
d | made  Professor  of  Physic  by  common  consent 
>.  of  the  remainder  of  the  faculty.  When  the 
s first  medical  degree  was  awarded  in  1769,  it  was 
e Dr.  Bard  who  gave  the  annual  commencement 
- address.  In  addition  to  other  distinctions, 

1 Dr.  Bard  treated  George  Washington  success- 
| fully  for  anthrax  when  the  latter  was  in  New 
1 York. 


Dr.  John  Jones,  of  Welsh  extraction,  was  born 
in  Jamaica,  Long  Island,  in  1729.  He  began  to 
study  medicine  under  Dr.  Thomas  Cadwallader 
in  1747.  When  he  completed  his  local  studies, 
he  went  to  London  where  he  studied  under 
Dr.  William  Hunter,  then  went  to  France  in 
May,  1751,  and  received  the  degree  of  Doctor  in 
Medicine  from  the  University  of  Rheims;  thence 
to  Paris,  the  University  of  Leyden,  and  finally 
Edinburgh,  where  he  completed  his  medical 
hegira.  On  his  return  to  New  York  he  practiced 
surgery  and  was  the  first  to  perform  a lithotomy 
in  New  York.  In  1775  he  volunteered  as  a 
surgeon  to  the  troops  defending  the  State  fron- 
tiers and  remained  in  this  occupation  until  the 
end  of  the  campaign.  There  is  an  engaging  anec- 
dote concerning  Dr.  Jones’s  modesty.  It  seems 
that  certain  physicians  of  his  day  resolved  to 
adopt  a particular  mode  of  wearing  their  hair, 
as  a special  distinction.  Dr.  Jones  refused  to  do 
this  despite  the  loss  of  consultations  as  a result 
of  a boycott  by  his  colleagues.  In  the  autumn 
of  1775  he  published  his  only  book,  Plain  Remarks 
upon  Wounds  and  Fractures,  which  is  a medical 
treasure  today  since  it  was  the  first  surgical 
work  by  an  American  published  in  this  country. 

Dr.  Samuel  Clossy  was  an  Irish  physician  whose 
reputation  preceded  him  to  New  York.  He  was 
author  of  a book  entitled  Observations  on  some  of 
the  Diseases  of  the  Human  Body  chiefly  taken  from 


I  * i * * * 5  1 February  1,  1957 


441 


NORMA  N SHAFT  EL 


T o 


Do&or  Thomas  Cad  walader, 

PHYSICIAN  is  PHILADELPHIA. 

S I R, 


H I L E fpccuhtivc  Plnlofophers 
are  difpucing  abouc  the  origin  of 
evil  and  foundation  of  morals, 
and  furious  bigots  contending  for  different 
modes  of  faith,  the  practical  good  man  will 
endeavour  to  employ  himfclf  in  alleviating 
thofe  evils  which  he  finds  incident  to  human 
nature,  without  too  vain  and  curious  an  in- 
quiry into  caufes,  the  nature  and  operation  of 
which,  lie  far  beyond  the  narrow  limits  of 
human  underftandin^. 


The  prefent  calamitous  fituation  of  this 
once  happy  country,  in  a peculiar  manner, 
demands  the  aid  and  alhftan.ee  of  every  vir- 
tuous citizen ; and  though  few  men  are  pof 
felled  of  thofe  fuperior  talents,  which  are  rc- 
quifite,  to  heal  fuch  mighty  evils  as  now 
threaten  the  whole  body  politic  with  ruin  and 
delation;  yet,  every  man  has  it  in  his 
power  to  contribute  fomething  towards  fb 
dehreable  an  end ; and  if  he  cannot  curS  rlic 

f fatal 

Dedication  page  from  John  Jones’  book  on 
treatment  of  wounds  and  fractures,  to  Doctor 
Thomas  Cadwalader  of  Philadelphia.  ( From  the 

Library’  of  the  Medical  Society  of  the  County  of  Kings ) 


the  Dissections  of  Morbid  Bodies,  published  in 
London  in  1768.  His  political  views  did  not  meet 
with  general  acclaim  in  the  country  of  his  tem- 
porary adoption,  and  he  returned  to  his  native 
land  where  he  died  a few  years  later. 

Dr.  James  Smith  was  a graduate  of  the  Uni- 
versity of  Leyden  where  he  defended  the  thesis 
De  Febre  Intermiltente.  The  date  of  his  birth 
is  not  given  by  Thacher  who  describes  him27 
as  “too  theoretical  and  fanciful”  and  states  that 
he  died  in  1812  at  an  advanced  age. 

Dr.  John  V.  B.  Tennant  studied  in  Europe 
where  he  was  elected  a member  of  the  Royal 
Society.  There  is  not  too  much  known  of  this 
estimable  gentleman,  but  we  do  know  that  he 
died  in  the  West  Indies  of  yellow  fever  when  he 
was  relatively  young. 

Lastly,  Dr.  Peter  Middleton  was  a Scot  who, 
we  have  already  noted,  participated  with  Dr. 
Bard  in  the  first  dissection  including  blood  vessel 


CHAPTER  I. 


Of  Wounds  in  General. 


a A WOUND  is  very  accurately  defined  by 
/ % the  great  Boerhaave,  to  be  a recent  and 

.X.  % bloody  folution  of  the  un  on  of  a fofc 
part,  by  a hard  and  (harp  body  in  motion,  prefs’d 
againft  it,  or  refilling  it.”  It  is  obvious  from  this  defini- 
tion, that  the  fubjeft  of  a wound  is  a foft  pare,  and  we  learn 
from  modern  anatomy,  that  the  foft  parts  of  a human 
body  are  a congeries  of  veffels  of  different  kinds,  and  hence 
there  can  be  no  wound  without  a divifion  of  vefTels  of 
many  different  feries  : For  no  fanguiferous  artery  can  be 
divided,  without  the  veffeis  of  almofl  every  different  kind 
being  wounded  ; for  the  coats  of  this  artery  being  made  up 
of  other  fmaller  veffJs,  and  thefe  again  of  a ffill  finer 
texture,  till  we  come  to  the  fmallefl ; it  is  evident  by  a 
fimple  wound  of  a fanguiferous  artery,  the  ferous  and 
lymphatic  veffels  are  divided,  with  the  membranes  and  muf- 
cular  fibres  which  conflitute  the  mufcu'ar  coat  of  the  ar- 
tery ; Hence  it  is  obvious  that  a very  flight  wound  miy 
injure  all  the  congeries  of  veffels  of  winch  the  foft  parts 
are  compofed. 


fjenre 

First  page  of  John  Jones’  book  on  treatment  of 
wounds  and  fractures. 


injection  in  this  country.  In  1769  he  published 
his  discourse  on  the  history  of  medicine  which 
was  delivered  at  the  opening  of  the  New  York 
Medical  School.  This  was  the  first  American 
contribution  to  medical  history.28  Dr.  Mid- 
dleton is  reported  to  have  died  in  1781  “ex- 
hausted after  ten  months’  suffering  from  a 
stricture  and  a scirrhous  state  of  the  pylorous.” 
The  first  class  of  the  medical  school  consisted 
of  two  students  who  graduated  in  1769.  They 
were  Robert  Tucker  and  Samuel  Ivissam,  and 
each  received  the  degree  of  Bachelor  of  Medicine. 
A year  later  Samuel  Kissam  received  the  first 
degree  of  Doctor  in  Medicine  to  be  given  in  this 
country  and  this  despite  the  fact  that  the  New 
York  Medical  School  had  been  founded  three 
years  later  than  the  one  in  Philadelphia.  Dr. 
Kissam’s  inaugural  dissertation  on  “The  Anthel- 
minthic Uses  of  the  Phaseolus  Zuratensis  Siliqua 
Hirsuta,  or  Cow-Itch”  is  preserved  in  the  library 
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of  the  New-York  Historical  Society.29 

When  the  British  occupied  New  York  during 
the  Revolution,  the  medical  school  was  discon- 
tinued, and  except  for  Dr.  Bard  the  original 
faculty  never  taught  there  again.  In  1792 
under  the  trusteeship  of  Columbia  College 
the  institution  was  reborn,  and  Dr.  Bard  was 
chosen  as  faculty  head.  The  new  institution 
I j was  not  particularly  robust  with  respect  to 
student  body  and  in  the  succeeding  twenty  years 
I only  graduated  34  Doctors  in  Medicine.  In 
this  same  period,  by  comparison,  the  University 
, of  Pennsylvania  Medical  School  graduated  469 
, students.30 

Since  the  benefits  derived  from  the  newly  con- 
1 stituted  medical  school  did  not  appear  to  warrant 
! the  relatively  prodigious  effort  expended  in  their 
J accrual,  it  was  generally  conceded  that  another 
? medical  institution  might  better  serve  the  pur- 
’ pose  of  graduating  well-trained  physicians  in 
1 larger  numbers.  Accordingly,  in  March,  1S07, 

1 i under  the  provisions  of  the  Legislative  Act  of 
1791,  the  Board  of  Regents  of  New  York  granted 
a charter  establishing  the  College  of  Physicians 
and  Surgeons.  This  school  proved  generally 
satisfactory,  but  its  success  was  followed  by 
feuds  and  dissension  engendered  by  the  rivalry 
;t  among  New  York  medical  colleges  then  extant.31 
And  so  by  April,  1811,  it  was  decided  to  modify 
the  College  of  Physicians  and  Surgeons  by  a 
union  with  the  faculty  of  the  Medical  School  of 
Columbia  College.  In  1813  this  union  took 
place,  and  Dr.  Samuel  Bard  was  made  president. 

(1  By  this  maneuver  there  was  established  a single 
h medical  college  combining  the  better  features  of 
k both.  This  college  could  boast  adequate  facili- 
in  ties  and  a fine  faculty.  At  the  same  time,  operat- 

1-  ing  under  the  jurisdiction  of  the  Board  of  Re- 

x' gents,  it  could  expect  the  beneficent  attention 
a and  patronage  of  the  State  Legislature.  In  con- 
tradistinction to  its  predecessor,  the  College  of 
Physicians  and  Surgeons  was  able  to  graduate 
;y  799  students  between  1811  and  1838.  Of  this 
id  number  465  were  from  New  York  State.32 

At  the  time  of  the  incorporation  of  the  new 
New  York  Medical  College  there  were  only  three 
® other  medical  schools  operating  in  the  United 
States.  In  1839,  when  Beck  published  his  sur- 
ct  I vey  of  medical  schools,  he  reported  four  other 
lr  incorporated  New  York  medical  colleges:  the 

^ College  of  Physicians  and  Surgeons  of  the 

113  Western  District  of  the  State  of  New  York  at 

Fairfield,  Herkimer  County,  incorporated  June 


College  of  Physicians  and  Surgeons  of  New 
York,  1808,  located  at  that  time  at  18  Robinson 
Street,  now  Park  Place.  ( From  the  Library  of 
the  New  York  Academy  of  Medicine.  Cut  courtesy 
“ New  York  Medicine ”) 

12,  1812;  the  Medical  Department  of  Geneva 
College,  incorporated  March  27,  1835;  the 
Medical  Faculty  of  the  University  of  the  City 
of  New  York,  1837;  and  the  Albany  Medical 
College,  incorporated  June  12,  1812.  There  had 
been  other,  unincorporated  medical  schools  in 
this  State  before  1840,  such  as  the  Medical 
School  of  Auburn,  which  is  mentioned  by 
Thacher,33  who  gives  its  location  and  names  its 
five  professors. 

And  thus  is  concluded  the  preliminary  back- 
ground material,  the  meanderings  down  the 
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tiny  streams  and  rivulets.  By  noting  the  cur- 
rents and  directions  we  feel  less  abruptly  pro- 
jected into  the  main  current — the  actual  history 
of  the  first  “half-life”  of  the  Medical  Society  of 
the  State  of  New  York.  We  have  noted  the 
idealistic  attempts  of  our  forbears  to  improve 
the  general  medical  stature  by  means  of  appro- 
priate legislation  and  otherwise,  with  a resultant 
benefit  to  the  general  public.  This  attitude  of 
idealism  and,  it  would  not  be  immodest  to  add, 
self-sacrifice  has  always  prevailed  in  the  medical 
profession,  and  we  have  earlier  examined  some  of 
its  forms. 

The  Medical  Society  of  the  State  of 
New  York 

Now,  suddenly,  as  we  shall  see,  on  April  4, 
1806,  there  occurred  our  first  milestone,  the 
unique  event  which  marked  a turning  point  in 
the  history  of  medicine  in  the  State  of  New 
York — the  enactment  of  a law  which  incorpo- 
rated the  State  and  county  medical  societies 
into  the  Medical  Society  of  the  State  of  New 
York.  The  passage  of  this  law  inhibited  the  prac- 
tice of  medicine  by  charlatans,  quacks,  or  well- 
meaning  individuals  whose  pretensions  did  not 
match  their  preparation  for  what  they  proposed 
to  undertake.  This  Act  of  April,  1806,  provided 
that  no  individual  could  practice  medicine  in 
New  York  without  having  first  received  a license 
as  required.  The  law  authorized  each  county 
to  form  its  local  society,  declared  to  be  “bodies 
corporate  and  politic,  in  fact  and  in  name,”  and 
these  societies  were  empowered  to  grant  licenses 
for  the  practice  of  medicine  to  qualified  appli- 
cants. 

At  long  last  the  competence  of  individuals  to 
practice  medicine  would  be  ascertained  and 
passed  on  by  a responsible  body  of  men  of  the 
same  profession.  It  is  generally  agreed  that  no 
profession  will  become  proficient  and  respected 
until  the  accrediting  of  individual  members  is 
done  by  the  peers  of  their  profession.  The 
result  of  this  law  of  April,  1806,  was,  succinctly, 
to  protect  the  citizens  from  the  slings  and  arrows 
of  outrageously  unqualified  ministers  to  the 
sick  and  injured.  Before  this  time  there  had 
been  no  proper  limitation  of  the  unqualified  in 
the  practice  of  medicine. 

Dr.  John  Stearns,  president  of  the  State  Society 
(1817-1820),  gives  us  a contemporary  word 
picture  of  prevailing  conditions,34  at  least  as 
pertained  to  the  northern  and  western  sections 


of  this  State.  He  speaks  of  “the  mania  that 
infatuated  the  emigrants  from  the  east  and  the 
ambitious  projects  formed  by  those  who  assumed 
the  title  of  Doctors.”  He  further  avers  that 
“many  who  had  never  read  a volume  of  medicine 
were  suddenly  introduced  to  an  extensive  prac- 
tice and  to  a reputation  of  such  imposing  author- 
ity as  to  control  the  opinions  of  their  superiors 
in  science  and  to  prescribe  rules  of  practice  for 
their  government.” 

After  1806  this  travesty  could  no  longer  be 
legally  upheld.  The  qualified  physicians  of 
each  county  formed  local  societies  and  elected 
boards  of  censors  to  examine  and  license  all 
applicants  for  admission  into  the  profession  in 
their  respective  counties.  Furthermore,  the 
applicants  were  required  to  furnish  evidence  of 
medical  preparation  before  being  examined  for 
licensure.  The  same  act  also  provided  for  the 
formation  of  the  State  Society  and  division  into 
four  districts,  each  of  which  could  appoint 
a board  of  censors  with  like  powers  to  license 
candidates  “who  might  pass  examinations.”35 

“Societies”  of  medical  men  in  New  York  had 
existed  prior  to  the  State  Society  incorporated 
by  the  Act  of  April  4,  1806.  The  idea  of  a med- 
ical society  in  New  York  certainly  germinated 
as  early  as  1764  when  we  know  that  Dr.  Cad- 
wallader  Colden  (1688-1776)  suggested  such  a 
proposal  to  Benjamin  Franklin,  who  replied 
that  such  a society  already  existed  in  Phila- 
delphia. Because  of  a horrible  oversight  of 
historical  significance — Dr.  Colden’s  not  dating 
a letter  to  William  Douglass  of  Boston — we  do 
not  know  the  exact  date  of  his  written  suggestion 
that  “a  certain  number  of  men  woidd  enter  into  a 
Voluntary  Society  for  the  advancing  of  Knowl- 
edge.”36 Apparently  not  even  Dr.  Colden  was 
aware  of  the  existence  of  an  antedating  “medical 
society”  in  New  York,  but  the  rare  fortune  of  the 
preservation  of  a manuscript  notebook  of  Dr. 
John  Bard  bearing  the  date  of  1749  tells  us  that 
there  was  indeed  such  a society  then  extant. 
This  manuscript  included  papers  presented  at  the 
meetings,  “drawn  up  at  the  request  of  a Weekly 
Society  of  Gentlemen  in  New  York,”  and  the 
first  paper  is  entitled,  “An  Essay  on  the  Nature 
of  Ye  Malignant  Pleurisy  that  proved  so  remark- 
ably fatal  to  the  inhabitants  of  Huntington, 
L.  I.  and  some  other  places  on  Long  Island,  in 
the  winter  of  the  year  1749.”  The  New  York 
Academy  of  Medicine  is  the  envied  repository  of 
this  Americanum  medica  rarissimum. 
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Remarks  in  the  address  of  Dr.  Peter  Middle- 
ton37  at  the  opening  of  the  medical  school  of 
Kings  College  in  1769  indicate  that  there  was 
“a  medical  society  now  subsisting  in  this  place,” 
and  it  was  apparently  this  parent  society 
which  was  reorganized  after  the  Revolution  as 
the  County  Medical  Society.  Dr.  John  Bard 
(1716-1799),  venerable  and  still  highly  regarded 
in  1791,  was  at  that  date  its  president.  The 
manuscript  minutes  of  that  “Medical  Society  of 
the  State  of  New  York”  from  November  14, 
1794,  to  July  8,  1806,  may  be  seen  by  those 
sufficiently  interested  in  visiting  the  Malloch 
Room  of  the  library  of  the  New  York  Academy  of 
Medicine  where  they  are  preserved.  In  the 
minutes  of  the  November  14,  1794,  meeting  we 
read  that  “on  the  dissolution  of  the  Society, 
known  by  the  name  of  the  Medical  Society,” 
the  members  will  “form  themselves  into  a society 
by  the  name  and  style  of  the  Medical  Society  of 
the  State  of  New  York.” 

This  earlier  society  met  at  the  City  Hall  until 
1801  when  the  meeting  place  was  changed  to 
Mr.  Lovet’s  Hotel  in  Broad  Way  at  a charge  of 
$2.00  each  meeting  for  a room  with  fire  and 
candlelight. 

The  confusion  by  nomenclature  with  the 
present-day  Medical  Society  of  the  State  of 
New  York  is  considerable.  The  members  of  the 
Society  which  was  in  existence  from  1794  to 
1806  were  all  indigenous  to  New  York  City,  and 
this  was  a “State”  society  in  name  rather  than  in 
actuality.  This  local  “State”  society  suffered 
legal  obliteration  in  1806  when  the  law  providing 
for  the  present-day  State  Society  was  enacted. 

With  an  objective  of  inclusiveness,  rather  than 
of  confusion,  it  should  be  quickly,  abruptly,  and 
crisply  stated  that  prior  to  1806  there  was  yet 
another  and  rival  medical  organization  in  New 
York  City  called  the  Physic  Society  and  that 
neither  of  these  two  earlier  organizations  is  in 
any  way  related  to  the  present-day  New  York 
County  Medical  Society  or  to  the  Medical 
Society  of  the  State  of  New  York. 

Later  Legislative  Attempts 

The  significance  of  the  establishment  of  the 
State  Medical  Society  by  legislative  means  can 
only  be  clearly  understood  against  the  back- 
drop of  preceding  medical  legislation,  and  we 
have  already  discussed  some  of  the  earlier  laws 
which  were  designed  to  improve  medical  practice 


and  ancillary  relationships.  We  have  likewise 
remarked  that  although  the  Act  of  March  23, 
1797,  was  an  important  one  insofar  as  regulating 
the  practice  of  medicine  in  New  York,  a close 
appraisal  of  its  contents  would  clearly  suggest 
that  it  left  much  to  be  desired. 

It  stated  that  no  person  then  “practicing 
physic  or  surgery  or  administering  medicine  or 
performing  surgical  operations  shall  continue  to 
do  so  within  this  State,  unless  he  shall  have 
produced  satisfactory  evidence ...  that  he  has 
practiced  physic  or  surgery,  or  both,  as  the  case 
may  be,  for  the  term  of  two  years ...  or  shall 
have  produced  satisfactory  evidence  that  he  has 
studied  physic  or  surgery  or  both,  as  the  case 
may  be,  with  one  or  more  reputable  physicians 
or  surgeons  for  the  term  of  two  years.”  Those 
who  had  not  obtained  proper  certification  under 
the  terms  of  this  law  were  to  be  punished  by  a 
forfeiture  “of  twenty-five  dollars,  to  be  recovered 
by  action  of  debt . . . with  one-half  thereof  (going) 
to  the  use  of  the  person  who  shall  prosecute  for 
the  same  and  the  other  half  to  the  use  of  the 
county  in  which  conviction  shall  be  had,  to  be . . . 
paid  to  the  treasurer  thereof.” 

This  Act  did  not  affect  any  person  who  had 
obtained  or  would  obtain  a degree  of  Bachelor  of 
Medicine  or  Doctor  of  Medicine  in  any  academy, 
college,  or  university  in  this  State.  Further- 
more, at  the  special  request  of  a duly  licensed 
physician  in  this  State,  any  physician  or  surgeon 
resident  in  another  state  could  also  practice 
here.  It  is  simple  to  see  how  extravagant  in 
time,  money,  and  energy  it  would  have  been  for 
a wronged  patient  to  recover  $12.50.  It  is 
equally  simple  to  see  how  little  deterrent  this 
Act  would  be  for  any  unscrupulous,  unqualified 
practitioner.  There  would  seem  not  to  have 
been  any  need  for  malpractice  insurance  in  those 
days! 

It  was  obvious,  therefore,  that  some  other 
law  was  required  for  the  proper  protection  of  the 
public  and  for  the  better  interests  of  the  qualified 
physicians.  Attempts  were  made  to  secure  the 
passage  of  such  a law,  but  actually  an  interval  of 
ten  years  elapsed  before  this  became  a reality. 
The  delay  might  properly  be  assessed  as  due 
mainly  to  the  time-dishonored  custom  of  political 
caution  and  procrastination,  but  certainly  another 
prominent  factor  lay  in  an  internecine  medical 
disagreement,  which  is  understandable  in  a body 
known  for  its  fierce  independence  and  concern 
for  individual  rights  and  opinion. 


February  1,  1957 


445 


NORMAN  SH AFTER 


John  Stearns,  M.D.,  Medical  Society  president, 
1817-1821. 


In  any  event  the  exciting  details  of  these 
discussions  are  encased  in  a shroud  of  absent 
contemporary  account.  Nearly  ten  years  before 
the  first  law  for  the  regulation  of  the  practice 
of  medicine  did  actually  come,  an  extra  meeting 
of  this  first  Medical  Society  of  the  State  of  New 
York  was  held  for  the  purpose  of  discussing  a 
law  then  said  to  be  before  the  Legislature.  It 
was  resolved  at  that  meeting  that  a committee  of 
three  be  appointed  to  draft  a memorial  to  the 
Legislature  on  the  subject.  Unfortunately,  we 
hear  no  more  about  the  fruits  of  this  implanta- 
tion. Although  there  is  a difference  of  opinion 
as  to  the  initiating  force  behind  this  drive  for 
legal  regulation  of  the  practice  of  medicine  and 
although  it  has  been  attributed  to  and  claimed 
by  the  Medical  Society  of  the  City  and  County 
of  New  York,  it  appears,  on  the  authority  of 
Dr.  John  Stearns,  that  no  “physician  then 
resident  in  the  City  of  New  York,  had  any 
knowledge  of  the  preliminary  measures  which 
led  to  the  formation  of  this  law  (1806)  or  the 
most  remote  agency  in  procuring  its  passage 
through  the  legislature.”38 

According  to  Dr.  Stearns,  the  first  movement 
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took  place  in  the  County  of  Saratoga.  Dr. 
Heaton39  records  the  time  as  early  as  1796  and 
states  that  a society  of  21  physicians  was  formed 
for  this  purpose.  Unfortunately,  it  did  not 
survive  the  year.  How  exasperating  not  to  know 
the  details  of  this  short-lived  attempt!  Dr. 
Walsh40  discreetly  advises  that  “considerable 
opposition  was  manifested  at  the  beginning  and 
it  was  difficult  for  the  members  of  the  medical 
profession  to  agree  upon  a scheme  satisfactory 
to  all.” 

After  a meeting  of  practitioners  at  Ballston, 
Saratoga  County,  in  November,  1805,  a circular 
was  caused  to  be  issued,  addressed  to  the  phy- 
sicians of  neighboring  Montgomery  and  Wash- 
ington Counties  inviting  them  to  meet  at  Ball- 
ston on  the  16th  of  January,  1806,  for  the  pur- 
pose of  adopting  measures  to  obtain  an  act  of 
incorporation  for  a medical  society  for  “the 
suppression  of  empiricism  and  the  encourage- 
ment of  regular  practitioners.”  For  the  genea- 
logic  enthusiasts  it  may  be  stated  that  this 
circular  was  signed  by  W.  Patrick,  John  Stearns, 
and  Grant  Powell.  We  are  told  that  “the 
convention  met  on  the  day  appointed,”  and  it 
was  agreed  to  present  a “memorial”  to  the 
Legislature.  A committee,  again  of  three,  con- 
sisting of  Drs.  Asa  Fitch  of  Washington  County, 
John  Stearns  of  Saratoga,  and  Alexander  Sheldon 
of  Montgomery,  was  appointed  to  effect  a success- 
ful outcome. 

Originally,  there  was  contemplated  only 
local  legislation,  but  the  committee,  with  com- 
mendable foresight,  took  the  responsibility  for 
making  the  Act  a general  one.  At  this  point 
we  are  permitted  to  speculate  as  to  why  the 
impetus  came  from  this  area  rather  than  New 
York  City.  We  do  know  that  between  1790 
and  1800  there  was  a growth  in  population  in 
New  York  from  340,000  to  589,000  and  by 
1810  to  959,000.  Walsh41  notes  that  the  central 
and  western  sections  of  the  State  during  these 
years  became  the  chosen  field  of  immigration 
and  that,  for  example,  Tryon  County,  renamed 
Montgomery  in  1784,  had  furnished  territory 
for  more  than  20  counties.  While  New  York 
City  was  first  in  city  population,  Ontario,  Gen- 
esee, and  Oneida  were,  respectively,  second, 
third,  and  fourth.  This  forceful  immigration 
to  central  and  western  New  York  necessitated 
the  opening  of  a State  road  from  Whitestown  to 
Geneva  in  1798  and  from  the  Mohawk  to  the 
interior  lakes.  Two  years  later  roads  were 
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established  from  Genesee  to  Buffalo  and  Lewis- 
ton. By  the  end  of  the  eighteenth  century  a 
regular  postrider  connected  Albany  and  the 
Genesee  Valley,  and  there  were  fortnightly 
trips.  It  has  also  been  previously  noted34  how 
immigration  in  the  northern  and  western  sec- 
tions of  the  State  brought  in  people  with  “am- 
bitious prospects,”  many  of  whom  had  never 
read  a volume  of  medicine  but  were  “intro- 
duced to  an  extensive  practice.”  It  would 
appear  possible,  therefore,  that  the  extracur- 
ricular inundation  of  self-styled  “doctors”  to 
areas  other  than  New  York  City  at  this  time 
stimulated  the  local  counties  of  Saratoga,  Mont- 
gomery, and  Washington  to  seek  means  for 
self-protection. 

It  has  been  generally  acknowledged  that  the 
attempt  at  legislation  was  originally  designed 
for  local  benefit.  This  would  seem  to  suit  the 
circumstances  described.  Be  that  as  it  may,  we 
do  know  that  Dr.  Sheldon,  a member  of  the 
committee,  was  chosen  speaker  of  the  House  of 
Assembly  that  year,  and  it  was  largely  through 
his  influence,  despite  formidable  opposition,  that 
the  bill  was  finally  passed.  Within  three  months 
of  passage  of  the  bill  at  least  20  county  medical 
societies  were  formed  according  to  the  provisions 
set  forth,  and  within  two  years  almost  every 
county  in  the  State  had  its  medical  society.42 

As  a result  of  this  act  of  1806  both  the  county 
societies  and  the  State  Society  were  given  equal 
privilege  in  the  matter  of  licensure.  The  equiv- 
alence of  power  by  the  county  societies  is  under- 
standable in  view  of  the  origin  and  original 
intention  of  the  movement.  It  is  important  to 
recognize  that  even  then  the  State  Society  was 
given  recognition  as  the  more  important  group, 
inasmuch  as  it  could  pass  on  the  refusal  of  a 
county  society  to  permit  licensure  to  a properly 
qualified  student  and  could  also  grant  this 
privilege  in  countermand  to  the  action  of  the 
county  societies.  Walsh  indicates  that  the 
intent  was  independence  of  the  county  and 
State  societies  and  that  the  latter  should  not  be 
controlled  by  the  former.  Dr.  John  Stearns, 
the  prime  mover,  relocated  to  New  York  in 
1819  and  eventually  in  1847  was  elected  the 
first  president  of  the  New  York  Academy  of 
Medicine. 

Unfortunately,  as  any  critical  examination  of 
the  Act  of  1806  will  uncover,  the  law  fell  far 
short  of  adequacy  insofar  as  regulation  of  the 
practice  of  medicine  was  concerned.  It  is  seen 


that  the  law  of  1806  provided  for  the  mechanism 
of  licensure  in  medicine,  but  as  far  as  punish- 
ment for  illegal  practice  was  concerned,  it  was 
relatively  edentulous.  The  only  deterrent  was  a 
provision  to  prevent  the  collection  of  debts  by 
unlicensed  practitioners — to  be  achieved  by  due 
process  of  law. 

Accordingly,  a further  enactment  was  obtained 
on  April  3,  1807.  This  new  law  introduced 
many  interesting  facets,  some  of  which  were  as 
deleterious  in  their  way  as  the  law  of  1806  was 
unrestrictive.  This  law  of  1807  did  carry  a 
penal  clause  but  only  in  a literal  sense,  for  the 
punishment  for  practice  without  a license  was  a 
fine  of  $5.00  for  every  month  of  illegal  practice, 
one  half  of  which  was  to  go  to  the  informer. 
This,  evidently,  would  not  pauperize  the  illegal 
practitioner  or  act  as  a particular  obstacle  to  the 
unlicensed  practitioner,  nor  would  the  hope  of 
financial  aggrandizement  tempt  the  possible 
informer  from  his  usual  lethargy  and  love  of  the 
status  quo.  Therefore,  it  seems  fair  to  conclude 
that  this  penal  clause  was  not  too  successful  in 
accomplishing  its  purpose,  although  Walsh43 
felt  that  it  was  “reasonably”  successful. 

Another  interesting  clause  of  this  law  con- 
cerned the  creation  of  four  classes  of  members 
from  each  district,  one  class  going  out  of  office 
each  year.  This  was  designed  to  secure  a proper 
rotation  of  representatives  from  the  county 
societies  to  the  State  Medical  Society.  This 
would  appear  a valuable  contribution  since  it 
would  mitigate  against  self-perpetuation  in  office 
and  would  avoid  monopoly.  This  provision 
indicated  a commendable  foresight,  and  it 
remained  intact  for  many  years  of  the  societies’ 
history. 

In  this  same  bill,  however,  were  evidences  of 
political  machination.  We  discover  that  the 
politically  untrained  and  naive  medical  body 
was  seduced  by  the  use  of  the  rider,  introduced 
by  an  unknown  hand.  This  historically  anony- 
mous hand  either  held  a brief  for  others  or  held 
no  particular  affection  for  the  medical  profession. 
This  rider  negated  any  benefits  otherwise  to  be 
derived  and  at  the  same  time  opened  up  loop- 
holes through  which  any  herbalist,  pseudo- 
apothecary,  or  quack  could  slip.  The  rider 
clauses  provided  that  there  was  to  be  no  penalty 
for  an}'  apothecary  or  any  person  administering 
medicine  who  did  not  actually  practice  medicine 
as  a profession.  This  permitted  unlicensed 
individuals  to  practice  medicine  over  the  counter 
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Diploma  issued  by  Medical  Society  of  the  County  of  New  York  in  1832;  an  official  license  to  prac- 
tice medicine  and  so  recognized  from  1806  to  1880.  Seal  hanging  from  diploma  is  original  insignia 
of  Society  designed  by  Dr.  Alexander  Anderson.  ( From  the  Library  of  the  New  York  Academy  of  Medi- 
cine. Cut  courtesy  ‘ ‘ New  York  Medicine ’ ’ ) 


of  their  apothecary  store,  a sort  of  over-the-table, 
under-the-table  maneuver.  A traveling  quack 
could  ply  his  wares  by  taking  holidays  which 
were  designed  to  indicate  that  his  profession  was 
not  wholly  that  of  the  practice  of  medicine. 
Another  and  even  more  damnable  provision 
provided  that  nothing  in  the  Act  was  to  be  con- 
strued to  debar  any  person  from  using  or  apply- 
ing, for  the  benefit  of  any  sick  person,  any  root 
or  herbs  which  were  the  growth  or  produce  of  the 
United  States.  This  not  only  sanctioned  the 
“medicine  man”  but  put  the  competing  physi- 
cian who  may  not  have  used  such  herbs  at  a 
psychologic  disadvantage.  The  medicine  man 
thus  peddled  the  only  salmon  which  was  not 
pink,  the  only  soap  which  was  not  white,  the 
inference  being  that  the  normal  and  accredited 
was  inferior.  Since  gullibility  is  not  a contem- 
porary monopoly  and  since  our  forebears  were 


hardly  as  scientifically  enlightened  as  we  today, 
it  can  be  seen  that  the  law  of  1807  was  in  many 
ways  a legal  travesty  which  placed  the  patient  at 
the  mercy  of  the  unscrupulous.  It  would  follow 
as  the  night  the  day  that  considerable  difficulty 
was  encountered  in  prosecuting  individuals 
practicing  medicine  without  a license. 

In  addition,  doubt  was  cast  on  the  legal  status 
of  the  unincorporated  county  society  to  sue  and 
be  sued.  This  condition  held,  to  a degree,  even 
with  respect  to  the  State  Medical  Society.  In 
1813  a formal  bill  was  therefore  drawn  up  to 
determine  the  legal  status  of  the  State  and 
county  societies.  The  need  for  this  bill  grew 
out  of  the  original  law  of  1806  which  afforded 
legal  status  to  the  county  societies  only  on  con- 
dition that  their  first  meetings  be  held  during 
the  year  subsequent  to  the  passage  of  the  law. 
In  many  instances  county  societies  had  not 
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The  Medical  Society  of  the  hate  was 
duly  organized  on  the  firh  Tucfday  in 
February  1807,  when  the  following  mem- 
bers were  chofen  officers. 

William  M‘Clelland,  Prefident. 

Alexander  Sheldon,  Vice-Prelident. 

Mofes  Willard,  Treafurer. 

John  Stearns,  Secretary. 

Ccnfors. 

John  M.  Mann,  Columbia, 

PREFACE.  V 

William  Wheeler,  Dutchefs. 

Lyman  Cook,  Wehcheher. 

Mofes  Willard,  Renffelaer. 

Caleb  Samfon,  Oneida. 

Committee  of  Correfporidence. 

David  R.  Arnell,  Orange. 

John  Ely,  Greene. 

Weflcll  Willoughby,  jun.  Herkimer. 

Alexander  Sheldon,  Montgomery. 

John  M.  Mann,  Columbia. 

The  fociety  enadled  certain  bye-laws,  and 
agreed  to  apply  to  the  Legiflature  to  divide 
the  members  of  the  fociety  into  daffies,  and 
to  make  fome  provifion  for  the  fupport  of 
the  fociety.  They  examined  and  licenfed 
fome  candidates  for  the  practice  of  phyfic 
and  furgery. 

At  this  early  period  of  the  ehablifhment 
of  the  fociety,  it  was  confidered  proper  to 
extend  its  ufefulnefs  in  promoting  medical 
enquiries  in  the  different  counties  in  the 
hate.  Accordingly  each  member  of  the 
fociety  was  directed  to  prefent  a geological 
and  typographical  defeription  of  the  county 
in  which  he  might  practife,  and  alfo  a 
hihory  of  fuch  difeafes  as  might  prevail  in 
his  particular  place  of  refidence : and  that 

Pages  from  1808  Transactions  of  the  Medical 
Society  of  the  State  of  New  York,  in  which  is 
reported  the  organization  of  the  Society  on  the 
first  Tuesday  in  February,  1807.  ( From  the  Library 

of  the  Medical  Society  of  the  County  of  Kings ) 


Vi  PREFACE. 

each  member  ffiould  give  an  account  of 
any  remarkable  cafe  that  might  occur  in 
his  pradice,  together  with  its  treatment,  at 
the  anniverfary  meetings  of  the  fociety. 

The  fociety  then  adjourned  to  meet  on 
the  firlt  Tuefday  in  February  1808. 

organized  in  this  period  of  time,  and  therefore, 
their  legal  status  was  in  jeopardy.  In  addition, 
with  the  rapid  growth  of  New  York,  many  new 
counties  had  been  carved  out  of  pre-existing 
ones,  and  these  new  counties,  also  desiring 
representation,  formed  local  county  societies. 

The  required  privileges  were  finally  secured  by 
the  law  of  1813  with  the  additionally  welcome 
proviso  that  if  there  were  not  enough  members 
in  any  one  county  to  justify  such  an  organiza- 
tion, then  prospective  members  of  that  county 
could  join  medical  societies  in  adjacent  counties. 
This  Act  of  1813,  therefore,  proved  to  be  the  most 
important  legal  enactment  of  the  first  half- 
century  of  the  Society’s  existence. 

The  relationship  between  the  county  and 
State  societies  is  best  understood  from  the  con- 
tents of  a communication  circulated  by  the 
State  Medical  Society  to  the  several  county 
medical  societies  in  1809.  This  circular  stresses 
their  goals  to  be  the  improvement  in  the  knowl- 
edge of  “the  healing  act”  and  encouragement 
of  professional  education.  It  suggests  modera- 
tion in  the  exercise  of  the  powers  of  the  county 
societies  and  that  no  offense  be  given  to  the 
public.  The  circular  also  stressed  scientific 
investigations  and  the  dissemination  of  scientific 
knowledge.  It  is  pleasant  but  amazing  to  the 
almost  extinct  breed  of  present-day  medical 
historians  to  read  in  this  circular  that  “ it  may  be 
useful  for  the  medical  societies  to  collect  and 
reward  such  historical  facts  as  are  connected  with 
the  settlement  of  their  respective  counties  and 
such  other  circumstances  as  will  elucidate  the 
history  of  the  State.” 

February  3,  1807 — The  First  Meeting 

Now  that  we  have  traced  some  of  the  legisla- 
tive developments,  we  must  return  to  pick  up 
the  thread  of  more  proper  chronologic  and  histor- 
ical development.  We  have  mentioned  how  the 
enactment  of  the  law  of  1806,  providing  for  a 
State  Medical  Society,  should  be  considered  the 
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The  Society  then  proceeded  to  arrange  its 
members  into  four  claffes,  according  to  the 
four  great  fen  torial  diftridts  of  the  hate, 
purfuant  to  la  v,  whereupon  it  appeared 
that  in  the  Southern  diflricl,  the  county 
of  New-York,  was  drawn  into  the  third 
clafs,  Nicholas  Romaync,  member. 

Weflcheftcr,  2d  clafs,  Lyman  Cook,  member. 


Green,  4th, 
Columbia,  2d 
Dutchefs,  4th 
Ulfler,  2d 
Delaware,  3d 
Orange,  3d 


Middle  D i/1  riel. 

John  lily,  member. 
John  M.  Mann. 
William  Wheeler. 
James  G.  Graham. 
Thomas  B.  Whitmarfli. 
David  R.  Arncll. 


Wejlern 

Oneida,  ifl 
Madifon,  2d 
Herkimer,  2d 
Orange,  3d 
Cayuga,  ill 
Jefferfon,  4th 
Chenango,  2d 


Di/lricl. 

Caleb  Samfon. 

James  Morfe. 

Weflell  Willoughby. 
John  H.  Frifbee. 
Barnabas  Smith. 
Hugh  Henderfon. 
Tracy  Robinfon. 


Ontario, 

4th 

Reuben  Hart. 

Lewis, 

4th 

Jonathan  Bufli. 

Otfego, 

ill 

Gurdon  Huntington 

Eajlcrn 

DiJirtEl. 

EfTex, 

4th 

Alexander  Morlc. 

Schoharie, 

4th 

Jefle  Shepherd. 

Saratoga, 

ifl 

John  Stearns. 

Clinton, 

2d 

Horatio  Powell. 

Albany, 

ifl 

William  M‘Cielland. 

Montgomery 

2(1 
» 3U 

Alexander  Sheldon. 

Walhington, 

2d 

RenHelaer, 

3d 

Andrew  Proudfit. 

The  Society  proceeded  to  the  anniverfary 
election  agreeably  to  law,  when  it  appeared. 
That, 

Dr.  Nicholas  Romaync  was  elcdlcd  Prefidcnt. 
Dr.  Alexander  Sheldon,  Vicc-Prefidcnt. 

Dr.  John  Stearns,  Secretary. 

Dr.  James  G.  Graham,  Trcafurcr. 

Ccnfors. 

Dr.  Lyman  Cook. 

Dr.  John  M.  Mann. 

Dr.  William  Wheeler. 

Dr.  David  R.  Arnell. 

Dr.  Weftell  Willoughby. 


Pages  from  1808  Transactions  of  the  Medical  Society  of  the  State  of  New  York,  describing  the 
division  of  membership  into  four  classes,  according  to  the  four  senatorial  districts  of  the  State, 
with  the  counties  and  representatives  listed.  ( From  the  Library  of  the  Medical  Society  of  the  County  of  Kings) 


first  milestone.  But  deserving  equal  rank  is  the 
second  milestone,  the  corollary  event  which 
gave  substance  to  the  ideal.  We  are  of  course 
referring  to  the  actual  convention  of  delegates 
from  the  various  county  societies  in  the  State 
at  Albany'  on  the  first  Tuesday  (the  third)  Feb- 
ruary, 1807,  which  gives  meaning  to  our  present 
sesquicentennial  celebration. 

If  we  are  to  judge  by  the  transactions  of  the 
Society,  this  first  meeting  was  rather  abrupt,  for 
the  published  proceedings  occupied  the  space 
of  but  two  pages.  These  transactions  do  not 
tell  us  exactly  where  in  Albany  the  meeting  was 
held,  but  since  the  meeting  of  the  following  year 
was  held  at  the  “City  Hall  of  the  City  of  Albany,” 
it  is  assumed  that  the  first  meeting  convened 
there  as  well.  The  following  officers  were  chosen 


at  the  first  meeting:  William  M’Clelland,  presi- 
dent; Alexander  Sheldon,  vice-president;  Moses 
Willard,  treasurer;  John  Stearns,  secretary. 

These  first  transactions44  tell  us  that  “the 
society  enacted  certain  by-laws”  and  “examined 
and  licensed  some  candidates  for  the  practice  of 
physic  and  surgery.”  Strangely,  the  Society  at 
that  time  was  interested  in  geologic  and  topo- 
graphic surveys,  and  each  member  was  directed 
to  present  such  descriptions  of  their  respective 
counties  as  well  as  “a  history  of  such  diseases 
as  might  prevail  in  his  particular  phase  of  resi- 
dence.” It  was  also  suggested  that  each  member 
prepare  an  account  of  any  unusual  case  in  his 
practice  to  be  given  at  the  anniversary  meetings 
of  the  Society,  always  to  be  held  on  the  first 
Tuesday'  of  February'  in  each  yrear. 
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The  original  bylaws  indicate  the  intent  of  the 
State  Society,  particularly  its  emphasis  on  the 
ethical  relationships  between  physicians,  as  well 
as  concern  with  the  high  professional  standards  it 
hoped  to  maintain.  It  is  not  surprising  that 
some  attitudes  of  1807  do  not  exactly  conform  to 
ours  of  today,  but  which  is  the  better  may  still 
be  argued  in  musty  corridors  and,  in  this  cancer- 
conscious age,  non-smoke-filled  auditoria.  For 
example,  our  independent  forebears  did  not  feel 
that  it  was  proper  to  determine  ordinary  medical 
and  surgical  fees,  it  being  “inconsistent  with  the 
dignity  of  the  medical  profession,”  and  they  felt 
so  strongly  about  this  that  any  member  found 
guilty  of  promoting  or  encouraging  such  practice 
was,  on  conviction,  liable  to  expulsion  then  and 
forever  after.  In  addition,  and  unrelated  to  the 
foregoing,  the  Society  maintained  the  privilege 
of  license  revocation  and  of  expelling  members 
for  gross  immorality  or  improper  pretensions  to 
any  specific  or  nostrum — much  as  we  feel  today. 

At  this  initial  assembly  it  was  decided  that 
meetings  were  to  be  held  on  the  first  Tuesday  in 
February  of  every  year,  and  the  order  of  trans- 
acting the  business  of  the  Society  was  agreed. 
The  president  of  the  Society  was  to  deliver  a 
dissertation  on  an  appropriate  subject  at  the 
annual  meeting  and  at  the  end  of  each  year  after 
his  election  to  office;  in  case  of  default,  with  some 
reasonable  exceptions,  “he  shall  forfeit  and  pay 
to  the  society  the  sum  of  twenty-five  dollars.” 
All  students  qualified  by  training  who  passed  the 
examination  given  by  the  censors  would  receive 
a requisite  diploma,  after  signing  a declaration: 
“I,  A.  B.,  do  solemnly  declare,  that  I will  hon- 
estly,  virtuously  and  chastely  conduct  myself  in 
the  practice  of  physic  and  surgery,  with  the 
privdlege  of  exercising  such  profession  I am  now 
to  be  invested;  and  that  I will  with  fidelity  and 
honor,  do  everything  in  my  power  for  the  benefit 
of  the  sick  committed  to  my  charge.”  The 
diplomas  could  be  had  in  Latin  or  in  English 
(if  requested). 

The  basis  for  the  annual  address  having  been 
established  in  the  bylaws,  it  was  to  continue 
essentially  unchanged  during  the  entire  period 
under  discussion.  Several  of  these  addresses 
are  classics.  The  first  formal  presidential  ad- 
dress was  delivered  at  the  Society’s  third  meeting 
in  February,  1809,  In’  Dr.  Nicholas  Romayne,45 
who  also  gave  two  succeeding  addresses  of  com- 
parable importance.  The  third  of  these  ad- 
dresses, which,  peculiarly,  did  not  appear  when 


Nicholas  Romayne,  M.D.,  Medical  Society 
president,  1808-1811.  ( From  the  Library  of  the 
New  York  Academy  of  Medicine) 


the  transactions  were  reprinted  in  1868,  gives  a 
fine  sketch  of  the  history  of  medicine  in  New 
York  City  by  this  contemporary  participant  in 
the  scene.  Dr.  Nicholas  Romayne,  the  second 
president  of  the  State  Society,  was  also  the  first 
president  of  the  New  York  County  Medical 
Society.  Dr.  Romayne  was  born  in  New  York 
in  1756  and  completed  his  medical  studies  at 
Edinburgh.  He  was  one  of  the  founders  of  the 
College  of  Physicians  and  Surgeons  and  was 
elected  its  first  president.  Dr.  M’Leod,  quoted 
by  Thacher,46  called  him  a man  of  strong  mind, 
well  cultivated  with  “much  self-command  though, 
naturally,  of  powerful  passions  and  very  tender 
sensibilities.”  He  could  speak  Low  Dutch  and 
French  fluently.  He  solicited  a charter  for 
the  purpose  of  founding  the  College  of  Phy- 
sicians and  Surgeons  in  1807,  and  “though  he  was 
assisted  by  numerous  and  powerful  supporters, 
he  may  be  considered  as  the  leading  agent  on  the 
occasion.”47  On  his  last  visit  to  Europe  he  was 
made  a Licentiate  of  the  Royal  College  of  Phy- 
sicians of  Edinburgh,  a compliment  which  had 
not  previously  been  bestowed  on  an  American. 

Many  of  the  annual  addresses  of  the  early 
years  afford  excellent  sources  of  valuable  histor- 
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A LIST 


OF  THE 

HONORARY  MEMBERS 

OF  THE 

NEW-FORK  STATE  MEDICAL  SOCIETF. 

Benjamin  Rush,  M.  D.  LL.  D.  Professor  of  the  Theory 
and  Practice  of  Medicine,  Philadelphia. 

Nathan  Smith,  M.  D.  Professor  of  the  Theory  and 
Practice  of  Medicine,  New-Haven. 

John  Warren,  M.  D.  Professor  of  Anatomy  and  Sur- 
gery, Cambridge,  Massachusetts. 

Dr.  John  Pomeroy,  Burlington,  Vermont. 

Dr.  John  Milter,  Onondaga,  New-York. 

Bev.  Alexander  Proudjit,  D.  D.  Salem,  New-York. 

Dr.  John  Frisbie,  Onondaga,  New-York. 

Dr.  Moses  Willard,  Albany. 

Dr.  Alexander  Sheldon,  Montgomery. 

Dr.  Thomas  B.  Whitmarsli,  Delaware. 

Dr.  David  R.  Arnell,  Orange. 

Samuel  Latham  MitchiU,  LL.  D.  New-York. 

David  Hosack,  M.  D.  New-York,  Professor  of  the 
Theory  and  Practice  of  Physic. 

Dr.  Lyman  Spalding,  Professor  of  Anatomy  and  Sur- 
gery, Fairlield. 

George  Cheyne  Shattuck,  M.  D.  Boston. 

Nicholas  Romayne,  M.  D.  Professor  of  the  Institutes 
of  Medicine,  Practice  of  Physic,  and  Forensic  Me- 
dicine, New-York. 


8 

John  Stearnd,  M.  D.  Albany. 

Dr.  John  Ely. 

Note. — It  is  ordained  in  the  by-laws  (page  100  of 
the  Transactions)  that  all  ex-members  of  this  Society 
shall  be  honorary  members  thereof;  and  that  the  Go- 
vernor and  Lieutenant-Governor  of  the  State,  the 
Chancellor  and  Judges  of  the  Supreme  Court  for  the 
time  being,  shall  be  ex-officio  members  of  this  said 
Society. 


PERMANENT  MEMBERS. 

Nicholas  Romayne,  M.  D.  Professor  of  the  Institutes 
of  Medicine,  Practice  of  Physic,  and  Forensic  Me- 
dicine, New-York. 

Samuel  Bard,  M.  D. 

William  Wilson,  M.D. 

John  Stearns,  M.D. 

Pages  from  the  Transactions  of  the  Medical 
Society  of  the  State  of  New  York  for  1814,  which 
included  a list  of  the  honorary  members.  ( From 
the  Library  of  the  Medical  Society  of  the  County  of  Kings) 


ical  information,  although  they  were  not  all  of 
this  category.  In  the  1813  address  by  Dr. 
John  R.  B.  Rogers  there  is  mentioned  the  “sud- 
den oppression  of  the  breast  and  lungs”  as  in 


John  R.  B.  Rodgers,  M.D.,  Medical  Society 
president,  1812-1815. 


the  disease  “so  little  known,  called  angina  pec- 
toris”48— an  early  allusion  to  a present-day,  too 
common  disorder. 

Prizes  for  Medical  Research 

The  newly  formed  State  Society,  evincing  an 
interest  in  scientific  research,  decided  at  its 
first  meeting  to  award  prizes  (in  the  form  of 
medals)  for  winners  of  prize  essay  competitions 
on  subjects  chosen  by  the  Society.  The  first 
topic  for  dissertation  was  concerned  with  the 
“topography,  geology  and  mineralogy  of  any 
county  in  the  State,  together  with  an  account 
of  the  prevalent  diseases  in  such  county.”  There 
would  appear  to  have  been  very  few  applicants 
for  these  prizes  in  the  earlier  years.  At  least  we 
find  no  mention  of  any  winning  dissertations 
until  we  find  published  in  the  Transactions  of  the 
State  Medical  Society  for  1884-85,  the  prize  essay 
for  1825  which  was  written  by  Dr.  Andrew 
Hammersley  and  entitled  “A  dissertation  on  the 
Remote  and  Proximate  Causes  of  Phthisis 
Pulmonalis.”  In  this  paper  we  note  that  Dr. 
Hammersley  wisely  excluded  cold  as  an  etio- 
logic  agent  in  tuberculosis. 
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Physic  & Surgery. 

THE  fubfcriber  hereby  informs 
the  inhabitants  of  Burlington 
that  he  h^as  opened  an  office  in  the 
Toom  over  the  flore  of  Mr.  S.  Wil- 
liams, and  is  ready  to  attend 'to 
calls  in  the  praft ic e of 

Physic  & Surgery . 

Having  been  in  the  fludy  and  at- 
tended to  the  practice  ot  two  phy fi - 
cians,  eminent  in  their  proleflion, 
and  a!fo  availed  liitnfelt  of  a coui  f« 
of  Medical  Letluits  at  Bofton, 
with  the  privilege  of  vifititig  at  « fie 
hofpital  with  the  pbyficians  and 
lering  their  treatment  in  a gieat 
variety  of  difeafes  both  acute  and 
chrome,  he  hopes  therefore  to  mer- 
it their  patronag  : and  confidence. 

ISAAC  CUSHMAN. 

Butlington,  Nov.  16,  1812.  *ng 

Such  an  ad  was  standard  practice  in  the  19th 
century.  ( Photo — Courtesy  of  Pfizer  Spectrum. 
From  Doctor's  Office,  Farmers'  Museum,  Cooperstown ) 

The  second  prize-winning  essay  presented  to 
us  by  publication  was  written  in  1828  by  Dr. 
Alfred  Y.  Magell  of  Winchester,  Virginia,  and 
entitled  “An  Essay  on  the  History,  Causes  and 
Treatment  of  Typhus  Fever.”  Thereafter,  from 
time  to  time  and  with  increasing  frequency,  we 
find  other  winning  essays  published  in  the  So- 
ciety’s transactions. 

In  order  to  run  the  State  Society  it  was  found 
necessary  to  assess  the  membership.  The 
solicitation  of  Society  dues  was  legalized  in  an 
act  passed  April  13,  1819,  which  stipulated  that 
“it  shall  and  may  be  lawful;  for  each  medical 
society  in  this  State,  to  cause  to  be  raised  and 
collected  from  each  practicing  physician  or 
surgeon. . . a sum  not  exceeding  one  dollar  in  any 
one  year.”  Sad  as  this  precedent  may  have 
originally  been,  how  happy  so  many  would  now 


A SYSTEM 

OK 

MEDICAL  ETHICS. 

—&&&— 

A system  of  Medical  Ethics  comprises  all  the  moral  prin- 
ciples and  regulations  which  should  govern  physicians  and 
surgeons' in  the  exercise  of  their  professional  avocations 
with  the  public  in  general,  in  private  and  confidential  cases, 
as  well  as  in  their  intercourse  with  other  medical  men,  and 
before  magistrates  and  courts  of  justice. 

Such  a system  may  he  reduced  to  the  form  of  a code  of 
medical  police,  exhibiting  maxims  and  precepts  in  five  re- 
spective divisions  of  medical  ethics,  under  the  following 
heads. 

Is/.  Personal  Character  of  Physicians. 

2d.  Quackery. 

3 d.  Consultations. 

4 th.  Specifications  of  Medical  Police  in  practice. 

5th.  Forensic  Medical  Police. 

Note  — Precepts  mid  article!  of  the  Code  of  Medical  Police  ore  severally 
.arranged  under  a series  of  numbers. 

FIRST  DIVISION. 

Personal  Character  of  Physicians. 

It  would  be  difficult  to  determine  which  of  the  thrde 
learned  professions  in  society  requires  the  most  virtue,  or  the 

Page  of  first  Code  of  Ethics  adopted  by  the 
Medical  Society  of  the  State  of  New  York, 
published  as  an  appendix  to  the  Transactions 
of  the  Society  for  the  year  1823.  ( From  the  Library 

of  the  Medical  Society  of  the  County  of  Kings) 

be  had  the  dues  not  been  subsequently  increased 
to  meet  modern  financial  exigencies!  In  1822 
there  was  a balance  in  the  treasury  of  the  New 
York  State  Society  of  8112.19,  not  a very  princely 
sum  but  consistent  with  the  modesty  of  the  So- 
ciety dues  of  that  era. 

A Code  of  Medical  Ethics 

While  the  Society  was  steadfastly  progressing 
in  scientific  research  and  in  the  elevation  of 
standards  for  medical  practice,  it  became 
apparent  that  some  codification  of  principles 
relative  to  the  conduct  of  medical  practice  would 
also  constitute  a valuable  asset. 

No  other  medical  group  in  this  country'  had 
ever  before  attempted  such  self-imposed  restric- 
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The  following  is  a list  of  all  the  counties  and  Medical  Colleges  h. 
this  State,  which  have  been  represented  in  this  Society. 


ALBANY, 

CAYUGA, 

CHATAUQUE, 

CHENANGO, 

CLINTON, 

CORTLAND. 

COLUMBIA, 

DELAWARE, 

DUTCHESS, 

ERIE, 

ESSEX, 

KRANKLIN. 

GENESEE, 

GREENE, 

HERKIMER, 

JEFFERSON, 

LEWIS, 

LIVINGSTON, 

MADISON, 

MONTGOMERY, 

NEW- YORK, 

NIAGARA, 


ONEIDA, 

ONONDAGA, 

ONTARIO, 

ORANGE, 

OTSEGO, 

RENSSELAER, 

SAR  \TOGA, 

SCHENECTADY, 

SCHOHARIE, 

SENECA, 

St.  LAWRENCE, 

SUFFOLK, 

TIOGA, 

ULSTER, 

warren, 

WASHINGTON, 

WESTCHESTER, 

YATES, 

COLLEGE  OF  PHYSICIANS  & 
SURGEONS,  New-  Ynrk, 
COLLEGE  OF  PHYSICIANS  & 
SU RG EONS,  Western  District. 


I have  not  been  able  to  ascertain  that  the  following  counties  have 
formed  Medical  Societies,  if  they  have,  they  have  not  been  represent- 
ed in  this  Society. 


ALLEGANY, 

BROOME, 

CATTARAUGUS, 

HAMILTON, 

KINGS, 

MONROE, 

OSWEGO, 

EUTNAM, 


QUEENS, 

ROCKLAND, 

RICHMOND, 

TOMPKINS, 

STEUBEN, 

SULLIVAN, 

WAYNE. 

C.  D.  TOWNSEND,  Sec'ry. 


A list  of  counties  represented  in  the  Medical 
Society  of  the  State  of  New  York,  as  reported 
by  the  Society  secretary  in  the  Transactions  for 
1825.  ( From  the  Library  of  the  Medical  Society  of  the 

County  of  Kings) 


tion  of  their  own  conduct,  and  the  subsequent 
formulation  of  this  code  of  medical  ethics  must 
he  considered  an  exemplary  pioneer  action  by 
dedicated  men. 

And  so  on  February  8,  1821,  the  State  Medical 
Society  appointed  a committee  on  medical 
ethics,  consisting  of  Dr.  James  R.  Manley, 
Dr.  John  H.  Steele,  and  Dr.  Pascalis.  They 
submitted  a code  in  the  form  of  a resolution 
which  was  adopted  unanimously  by  the  State 
Society. 

The  aims  of  this  code  of  ethics  were  to  enlarge 
and  codify  opinion  concerning  relationships 
between  physicians  themselves,  particularly  in 
consultation,  to  outline  maxims  “sanctioned  by 
respectable  authority,  in  relation  to  the  personal 
character  of  the  profession,”  especially  in  relation 
to  legal  inquiry,  and  also  to  serve  as  a guide  to  new 


Samuel  L.  Mitchill,  M.D.,  Medical  Society 
president,  1821-1823. 


members  of  the  profession.  That  particular  code 
of  ethics  became  the  model  for  the  one  adopted 
by  the  American  Medical  Association  in  1847, 
tvhile  itself  remaining  in  force  until  1880.  Dr. 
Henry  G.  Piffard  states  that  this  code  of  1823 
was  necessary  “to  control  some  w'ho  appeared  to 
regard  medicine  in  the  light  of  a trade  rather 
than  a profession  and . . . regarded  as  medical 
freebooters  rather  than  physicians.”49  This 
code  dealt  with  the  obligations  of  the  profession 
to  the  public  and  the  obligations  of  physician  to 
physician.  The  code  was  formulated  under 
five  divisions,  as  follows: 

1.  Personal  character  of  physicians. 

2.  Quackery. 

3.  Consultations. 

4.  Specifications  of  Medical  Police  in  practice. 

5.  Forensic  Medical  Police. 

The  physician  was  enjoined  against  vulgarity 
of  manners,  drunkenness,  gambling,  or  any 
species  of  debauchery.  It  was  declared  that 
felonious  conduct  would  not  induce  public  con- 
fidence, nor  would  menial  employment  afford 
proper  public  respect  for  the  physician. 

Medicine  was  to  be  practiced  according  to 
scientific  principles,  and  quackery  or  association 
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Medical  College  at  Fairfield,  New  York.  ( From  the  Library  of  the  New  York  Academy  of  Medicine) 


with  quacks  was  condemned,  specifically  in 
consultation.  Patent  medicines,  public  adver- 
tisements, and  such  were  frowned  on. 

It  was  felt  improper  to  confine  a physician  to 
either  surgery  or  medicine  to  the  exclusion  of  the 
other.  Specialization  was  thus  ethically  ab- 
horred in  1823.  Each  member  participating  in  a 
consultation  was  adjudged  to  be  equally  respon- 
sible for  the  trust  assigned  to  him.  A physician 
in  the  minority  was  advised  to  retire  from  the 
consultation,  and  if  he  be  the  family  physician, 
he  should  “consistently  resign  his  deliberate 
vote.”  Whatever  opinion  was  reached  would 
be  rendered  to  patient  or  relatives  as  a unani- 
mous one.  A consulting  physician  could  not  be 
dismissed  without  the  consent  of  the  patient  as 
well  as  of  the  attending  physician.  Physicians 
were  censurable  who  did  not  procure  advice  in 
dangerous  cases.  Furthermore,  this  code  pointed 
out  that  acts  of  physicians  which  “offend  the 
respective  obligations  of  married  persons  or  the 
chastity  and  modesty  of  the  youth  of  both 
sexes”  were  censurable.  Physicians  were  not  to 
visit  patients  of  other  physicians  professionally 
except  in  conformity  to  the  rules  of  consultation. 
The  physicians’  professional  relationships  should 
be  considered  confidential.  The  most  lucrative 


practice,  without  charitable  ministrations,  would 
constitute  proof  of  his  (the  physician’s)  selfish- 
ness or  want  of  humanity.  Emergency  calls 
were  to  be  answered  immediately.  A physician 
should  not  undervaluate  his  services  with  the 
view  to  drawing  patronage  by  exciting  compari- 
sons. This  proclaimed  the  principle  of  the  man 
being  worthy  of  his  hire.  On  the  other  hand,  the 
placing  of  an  exorbitant  value  on  medical  min- 
istrations was  declared  equally  reprehensible. 

Physicians  were  exhorted  to  respect  and  assist 
their  preceptors  and  masters,  their  seniors  by 
experience  or  age  and  to  contribute  to  the  honor, 
improvement,  and  utility  of  their  profession. 

The  physician  was  encouraged  to  cooperate  in 
jurisdictional  inquisitions  and  to  give  opinions 
according  to  approved  medical  doctrines;  how- 
ever, a personal  physician  was  entitled  to  secrecy 
about  all  matters  (such  as  gestation  and  birth  of 
a child,  parentage,  color,  and  age;  venereal 
diseases,  etc.)  except  in  cases  of  treason  or  mur- 
der. It  was  emphasized,  however,  that  this 
privilege  was  limited  by  discretion  and  regulated 
by  a strong  sense  of  moral  duty. 

This  code  of  ethics  was  a document  of  lofty 
aspiration,  honorably  concerned  with  the  finest 
interests  of  the  physician,  the  patient,  and  the 
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Jackson’s  day  book  recorded  visits  and  fees. 
It  shows  he  farmed  on  the  side  and  is  inter- 
spersed with  notes  like  “bought  bull”  and 
“took  in  hay  today.”  ( Photo — Courtesy  of  Pfizer 
Spectrum.  From  Doctor's  Office,  Farmers'  Museum, 
Cooperstown) 


Prized  wooden  splints  for  fractures  could  be 
used  over  and  over.  ( Photo — Courtesy  of  Pfizer 
Spectrum.  From  Doctor's  Office,  Farmers'  Museum, 
Cooperstown ) 


government.  The  code,  which  is  only  summar- 
ized above,  goes  into  greater  detail  and  with 
Socratic  calm  elucidates  the  essential  factors  of 
morality  and  social  justice  which  form  the  frame- 
work. It  must  have  been  considered  essentially 
adequate  even  twenty-three  years  later  when  the 
American  Medical  Association  modeled  their 
code  on  this. 

Later  in  this  paper  we  will  trace  the  further 


Theodoric  Romeyn  Beck,  M.D.,  Medical  So- 
ciety president,  1827-1830. 


changes  and  modifications  of  this  code  of  ethics 
which  occurred  in  response  to  a modified  set  of 
medicosociologic  conditions.  Some  of  these 
changes  involved  the  emergence  of  irregular 
medical  sects  in  New  York,  and  as  an  under- 
standing of  their  development  is  germane,  we  will 
proceed  to  trace  the  history  of  some  of  these 
groups. 

Eclectics,  Homeopaths,  and  the  Irregulars 

At  the  time  of  the  adoption  of  the  code  of 
ethics  of  the  New  York  State  Medical  Society 
there  came  into  prominence  several  groups  of 
irregular  practitioners  of  no  medical  acquire- 
ments, followers  of  Samuel  Thomson  and 
generously  known  as  “herb-doctors”  and  “steam- 
doctors.”  Their  chief  armamentarium  consisted 
of  sweating  with  the  free  use  of  lobelia.  They 
vigorously  condemned  the  mineral  and  other 
potent  drugs  used  by  licensed  physicians,  and 
their  loud  protestations  were  in  proportion  to 
their  ignorance — and  thus  was  heard  a fearful 
clamor  to  the  general  morbid  interest  and,  it 
was  hoped,  amusement  of  the  laity.  Appeals 
by  organized  medicine  were  made  to  the  State 
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Certificate  of  Mr.  Freeman  Wheeler’s  term  of  study,  communicated  by  Drs.  Perry  and  Henry  to 
Dr.  J.  G.  T.  Hunt,  president  of  the  Medical  Society  of  the  County  of  Kings,  1828.  ( From  the  Library 
of  the  Medical  Society  of  the  County  of  Kings ) 


Legislature,  and  finally  in  1827  the  medical 
profession  was  given  the  supreme  control  and 
regulation  of  medicine  in  the  State.  Since 
in  1827  the  State  Society  had  less  than  complete 
control  over  the  policies  of  the  county  societies, 
it  became  a matter  of  local  policy  how  the  matter 


of  the  herb-doctors  was  to  be  handled.  While 
this  conflict  was  brewing,  a new  fashion  of  “ir- 
regular” medical  practice  appeared  in  the  form 
of  homeopathy  or  Hahnemannism.  This  cult 
had  its  origin  in  the  1840’s  and  was  to  last  for 
decades.  The  adherents  of  this  new  form  came 
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largely  from  within  the  body  of  accredited  phy- 
sicians, and  therefore,  there  was  no  legal  instru- 
ment to  deprive  them  of  their  right  to  practice  in 
a manner  eschewed  by  the  majority.  Yet  there 
nevertheless  devolved  on  the  homeopaths  a 
certain  amount  of  professional  and  social  os- 
tracism which,  however,  did  not  prevent  their 
numbers  from  increasing  during  the  succeeding 
years.  Since  these  Hahnemannists  were  duly 
accredited  members  of  the  local  societies,  they 
could  not  be  legally  expelled  without  court 
action.  The  courts,  as  might  have  been  pre- 
dicted, maintained  a laissez-faire  attitude,  not 
wishing  to  become  involved  in  internecine  med- 
ical warfare. 

The  societies  could  only  fall  back  on  their 
rights  to  prevent  any  newcomers  from  prac- 
ticing this  type  of  medicine  in  their  districts,  and 
in  1842  the  Orange  County  Medical  Society 
availed  itself  of  this  privilege.50  The  homeopathic 
physician  who,  in  this  instance,  was  denied 
membership  in  this  county  society  gathered 
his  political  forces  and,  apparently  without  too 
much  difficulty,  procured  the  passage  in  1844  of  a 
law  that  deprived  the  county  societies  of  their 
power  in  this  regard.  As  might  also  be  expected 
from  a legislative  body  knowing  little  or  nothing 
about  the  medical  profession  and  with  the  wisdom 
and  aim  of  a latter-day  Don  Quixote,  it  not  only 
tilted  at  the  windmill  but,  in  doing  so,  prac- 
tically upended  it.  This  new  law  repealed  what 
little  deterrent  to  quackery  there  had  been  in  the 
1827  enactment  and  for  all  practical  purposes 
permitted  the  practice  of  medicine  by  any  who  so 
desired,  whether  educated  or  not. 

This  state  of  affairs,  brought  on  by  the  right- 
eous, yet  ill-timed  action  of  the  Orange  County 
Society,  then  continued  during  the  succeeding 
thirty  years.  It  should  be  hastily  added  that  the 
general  sentiments  of  the  State-wide  profession 
were  avidly  in  agreement  with  the  feelings  of  the 
Orange  County  Society.  But  the  loosing  of 
homeopathy  on  the  laity  was  not  without 
recompense  for  it  was  the  spur  to  the  formation 
of  the  American  Medical  Association  a short 
time  later. 

During  this  same  span  of  years  the  old  herb- 
doctors,  followers  of  the  aforementioned  Samuel 
Thomson,  enlarging  their  medical  horizon  by  the 
acquisition  of  smatterings  of  medical  knowledge, 
also  aspired  to  professional  and  governmental 
recognition.  Just  as  the  homeopaths  had  ap- 
plied successfully  to  the  State  to  form  corpora- 


Doctor  Willoughby,  from  the  committee  appoint- 
ed on  the  subject  of  an  American  Pharmacopoeia,  re- 
ported the  following  preamble  and  resolutions,  which 
were  discussed,  and  finally  adopted  by  the  .Society. 

W hereas  a uniform  system  of  preparing  and  com- 
pounding medicines,  throughout  the  United  States, 
would  contribute  much  to  the  satisfaction  of  the 
practitioner,  and  obviate  many  existing  sources  of 
embarrassment  and  danger  : And  whereas  much  di- 
versity does  now  prevail  in  pharmaceutical  prepa- 
rations in  the  different  sections  and  states  of  the 
Union,  in  consequence  of  the  various  Pharmacopoeias 
which  are  adopted — such  as  Coxe’s  Dispensatoiy, 
the  Massachusetts  Medical  Society  Pharmacopoeia, 
Thatcher's  Dispensatory,  the  New-York  Hospital 
Pharmacopoeia,  the  Edinburgh  Dispensatory,  the 
London  Dispensatory,  the  London  Pharmacopoeia, 
the  Dublin  Pharmacopoeia,  the  Parisian  Pharmaco- 
poeia, &c. — which  accounts  for  a well  known  fact, 
that  the  traveller  gets  a different  preparation,  under 
the  same  name,  in  almost  every  village,  town,  or 
city,  in  which  he  may  chance  to  be  indisposed.  This 
is  not  the  only  evil ; for  so  multifarious  are  the  names 
of  medicines,  that  a name  w hich  is  common  in  one 
town  may  be  unknown  in  another,  or,  w hat  is  w orse, 
be  applied  to  a very  different  medicine.  Therefore, 

Resolved,  That  it  is  expedient  that  an  American 
Pharmacopoeia  should  be  formed  for  the  use  of  the 
United  States. 

Resolved,  That  the  several  incorporated  state  me- 
dical societies,  the  several  incorporated  colleges  of 
physicians  and  surgeons,  ormedical  schools,  and  such 
medical  schools  as  form  a faculty  in  any  incorpo- 
rated university  or  college  in  the  United  States,  be 
respectfully  invited  to  unite  in  the  formation  of  the 
American  Pharmacopoeia,  and  in  case  there  should 
be  any  state  or  territory  in  the  union,  in  which  there 
is  no  incorporated  medical  society,  medical  college. 

Pages  from  the  Transactions  of  the  Medical 
Society  of  the  State  of  New  York  at  the  meeting, 
February  3, 1818, in  which  the  organization  of  the 
United  States  Pharmacopeia  is  discussed.  ( From 
the  Library  of  the  Medical  Society  of  the  County  of  Kings ) 

tions  of  their  own,  with  powers  equal  to  that  of 
the  older  societies,  so  did  the  herbalists,  nowr 
known  as  “eclectics.”  There  were  thus  in  the 
State  of  New  York  three  distinct  medical  bodies, 
each  with  equal  powers  and  jurisdiction  at  the 
same  time.  'Whereas  the  original  members  of 
the  State  Society  were  essentially  similar  to  the 
homeopaths  in  everything  but  therapeutics, 
they  both  differed  from  the  eclectics  in  their 
views  of  therapeutics  and  ethics.  The  flood- 
gates opened  by  the  law  of  1844,  which  emascu- 
lated the  law  of  1827,  at  the  same  time  admitted 
additional  individuals  whom  we  may  consider- 
ately and  conscientiously  call  quacks  and  char- 
latans. These  found  an  uninhibited  (at  least 
by  legal  restraint)  happy  hunting  ground  in  the 
practice  of  medicine.  This  affliction  of  quackery 
then  persisted  in  this  State  until  1874. 
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or  school;  that  voluntary  associations  of’  physicians  Resolved,  That  it  be  recommended  to  each  medi- 
and  surgeons,  in  such  state  or  territory,  be  respect-  cal  society,  &c.  to  adopt  the  American  Pharmaco- 
fully  invited  to  unite  in  the  formation  of  this  work.  poeia,and  encourage  the  use  of  it  by  all  apothecaries. 
Resolved , That,  to  form  the  American  Pharmaco-  Resolved , That  the  general  convention  do  sell,  for 


poeia,  it  will  be  expedient  to  divide  the  United  States 
into  four  districts,  viz.  the  northern  states  to  form 
one  district;  the  middle  states  one;  the  southern 
states  one  ; and  the  western  states  and  territories  one. 

Resolved , That  a convention  be  called  in  each  of 
these  districts. 

Resolved,  That  each  state  medical  society,  college 
of  physicians  and  surgeons,  medical  school,  faculty 
of  medicine,  and  voluntary  association,  as  before  de- 
scribed, be  invited  to  appoint  one  or  more  delegates 
to  meet  in  district  convention. 

Resolved,  That  each  district  convention  form  a 
Pharmacopoeia,  or  select  that  one  which  is  in  the 
most  general  use,  and  make  therein  such  alterations 
and  additions  as  shall  adapt  it  to  the  present  state 
of  medical  science. 

• Resolved , That  each  district  convention  appoint 
one  or  more  delegates,  to  meet  in  general  conven- 
tion, in  the  city  of  Washington,  and  transmit  their 
Pharmacopoeias  to  the  general  convention. 

Resolved,  That  it  be  recommended  to  each  medi- 
cal society,  &c.  to  defray  the  expenses  of  its  own  de- 
legation, and  its  proportion  of  the  expenses  of  the 
district  convention. 

Resolved,  That  a general  convention  be  held  in 
the  city  of  Washington,  on  the  first  day  of  January, 
1820,  to  be  composed  of  delegates  from  the  district 
conventions. 

Resolved,  That  the  general  convention  do  form  an 
American  Pharmacopoeia  from  the  district  conven- 
tion Pharmacopoeias. 

Resolved,  That  the  general  convention  adopt  a 
plan  for  revising  the  American  Pharmacopoeia  at 
the  end  of  every  ten  years,  and  that  no  alteration  l*e 
made  therein  except  once  in  ten  year*.  and  then  liy 
the  authority  aforesaid. 

A United  States  Pharmacopeia 

Correlated  with  the  lack  of  definitive  standards 
and  regulations  for  medical  training  and  prac- 
tices, there  was  an  at  least  equal  state  of  chaos 
in  the  field  of  drugs  and  medications  with  no 
uniformity  in  their  compounding  and  usage. 
Thus  it  is  easy  to  see  that  the  matter  of  drug 
adulteration  and  prescription  would  be  of  serious 
concern  to  the  members  of  the  State  Society  as 
early  as  1817.  In  this  year  the  New  York 
State  Medical  Society  took  steps  for  the  establish- 
ment of  a United  States  pharmacopeia.  In  the 
meeting  of  the  State  Society  in  181 751  mention 
was  made  of  pharmaceutical  preparations  ex- 
hibited to  the  Society  by  Dr.  James  Low  of 
Albany.  The  committee  to  whom  the  prepara- 


ten  years,  the  copy  right  ol  the  American  Pharmaco- 
poeia. 

Resolved.  That  the  general  convention  defray  ex- 
penses out  of  the  proceeds  of  the  saly,  and  divide 
the  surplus  equally  among  all  the  societies,  &c. 
which  were  represented  in  the  district  conventions. 

Resolved,  That  this  Society  do  now  appoint  David 
Hosack,  M.  D.  J.  R.  B.  Rodgers,  M.  D.  Samuel  L. 
Mitchell,  M.  D.  John  Stearns,  M.  D.  John  Watts, 
M.  D.  T.  Romeyn  Beck,  M.  D.  Lyman  Spalding, 
M.  D.  Wright  Post,  M.  D.  and  Ebenezer  elevens, 
M.  D.  delegates  to  meet  in  district  convention,  for 
thq  purpose  of  forming  a Pharmacopoeia. 

Resolved,  That  the  delegates  appointed  by  this  So- 
ciety be  a special  committee  to  correspond  with  all 
the  incorporated  state  medical  societies,  &c.  in  the 
Union,  and  such  other  influential  medical  men  aa 
they  may  deem  proper. 

Resolved , That  if  a majority  of  the  incorporated 
state  medical  societies,  incorporated  medical  col- 
leges, medical  schools,  and  faculties  of  medicine,  in 
the  United  Stales,  approve  of  the  formation  of  an 
American  Pharmacopoeia,  that  it  ought  to  be  under- 
taken. 

Resolved,  That  as  soon  as  it  shall  be  made  known 
that  a majority  of  the  societies,  &c.  approve  of  the 
formation  of  a Pharmacopoeia,  that  the  special  com- 
mittee of  correpondencc  of  t lie  New- York  State  Me- 
dical Society,  shall  give  public  notice,  as  well  as 
notice  to  all  incorporated  state  medical  societies, 
&c.  that  an  American  Pharmacopoeia  will  be 
formed. 

Resolved,  That,  in  order  to  fix  on  times  and  places 
for  holding  the  several  district  conventions,  the 
special  committee  of  correspondence  be  directed  to 
request  the  several  societies.  &c.  to  name  what  time 

8 

and  place,  in  their  opinion,  would  be  most  con- 
venient for  the  meeting  of  the  convention  in  this  dis- 
trict; and  when  the  formation  of  a Pharmacopoeia  is 
agreed  on,  that  the  aforesaid  committee  transmit  to 
each  society,  &c  the  names  of  the  several  places  in 
their  district,  and  the  times  which  have  been  men- 
tioned, and  point  out  what  time  and  place  have  the 
most  votes,  and  submit  to  the  several  societies,  &c. 
if  such  time  and  place  would  be  most  convenient. 

Resolved,  That  this  Society  would  propose  the 
first  day  of  June,  A.  D.  1819,  and  the  city  of  Phila- 
delphia, as  a convenient  time  and  place,  for  the  meet- 
ing of  the  convention,  in  the  district  known  by  the 
name  of  the  Middle  States. 

Resolved,  That  it  he  recommended  to  the  different 
county  societies,  to  raise  money  by  subscription,  or 
otherwise,  to  defray  the  expenses  of  the  delegation 
to  the  district  convention. 
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Rack  drawer  to  keep  frequently  used  drugs 
within  reach  was  handmade.  Doctor’s  bag 
can  be  seen  at  left  and  pill-rolling  equipment 
at  upper  right.  {Photo— Courtesy  of  Pfizer  Spec- 
trum. From  Doctor's  Office,  Farmers'  Museum, 
Cooperstown ) 

tions  were  shown  reported,  in  part,  “the  impurity 
and  adulterations  of  medicines  is  an  evil  preg- 
nant with  mischief  to  the  country  at  large”  and 
disappointing  to  the  doctor’s  expectations;  “but 
when  medicines  are  faithfully  and  accurately  pre- 
pared, they  are  prescribed  and  administered  with 
confidence  and  their  effects  are  accurately  and 
distinctly  ascertained.  Medicines  . . . precisely 
what  they  are  named  . . . produce  the  same  ef- 
fects.” In  commenting  on  Dr.  Low’s  excellent 
and  pure  preparations,  they  stated  that  “a  prop- 
osition so  obviously  and  extensively  useful  may 
meet  with  an  encouragement  equal  to  its  im- 
portance.” 

We  are  told  by  Walsh,52  who  is  generally  ac- 
curate, that  a communication  from  the  New 
York  County  Medical  Society  on  the  subject  of  a 
National  Pharmacopeia  was  received  by  the  State 
Societj’  at  the  1818  meeting.  This  was  published 
in  the  transactions  of  that  meeting,  the  matter 
being  referred  to  a committeee  consisting  of 
Drs.  Westel  Willoughby,  William  Patrick,  and 
Peter  Wendell.  This  committee  reported  a resolu- 
tion which  was  adopted  by  the  State  Society. 
The  resolution  pointed  out  the  value  to  the  prac- 
titioner’s peace  of  mind  and  the  avoidance  of 
danger  to  the  patient  by  the  use  of  uniform  drugs; 
that  there  was  a considerable  diversity  in  the 
various  pharmacopeias  then  in  use  in  different 
sections  of  the  country,  accounting  for  the  fact 
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Communication  from  the  secretary  of  the  State  Medical  Society  to  the  county  societies  and 
individual  members,  written  in  1846,  announcing  the  availability  of  the  first  three  volumes  of  the 
Transactions,  at  the  cost  of  54  cents  per  volume.  ( From  the  Library  of  the  Medical  Society  of  the  County 
of  Kings) 


that  “the  traveler  gets  a different  preparation, 
under  the  same  name,  in  almost  every  village, 
town  or  city.”  It  was  resolved  that  an  American 
Pharmacopeia  should  be  formed  for  the  United 
States.  Representatives  from  various  state  socie- 
ties, voluntary  medical  associations,  medical 
schools,  etc.,  were  invited  to  unite  to  the  further- 
ance of  this  project,  and  it  was  proposed  “that  a 
general  convention  be  held  in  the  City  of  Wash- 
ington on  the  first  day  of  January,  1820”  to  form 
an  American  Pharmacopeia. 

It  was  further  suggested  that  there  be  a revi- 
sion of  this  pharmacopeia  every  ten  years  and 
recommended  that  each  medical  society  adopt 
such  a pharmacopeia  and  “encourage  the  use  of  it 
by  all  apothecaries.”  The  Society  then  appointed 
Drs.  David  Hosack,  J.  R.  B.  Rogers,  Samuel  L. 
Mitchill,  John  Stearns,  John  Watts,  T.  Romeyn 


Beck,  Lyman  Spalding,  Wright  Post,  and  Ebene- 
zer  Stevens  as  delegates  to  meet  in  district  con- 
vention for  the  purpose  of  forming  such  a phar- 
macopeia. 

In  the  1819  meeting  of  the  State  Society, 
Dr.  Samuel  L.  Mitchill  reported  good  progress 
in  obtaining  representatives  of  other  medical 
societies  and  colleges,  and  at  the  succeeding 
annual  meeting  in  1820,  the  definite  success  of 
the  enterprise  was  announced.  In  the  annual 
address  given  by  Dr.  John  Stearns53  at  the  same 
meeting,  he  said,  with  true  and  accurate  ap- 
praisal, that  this  new  work  “would  constitute  a 
new  era  in  medical  history.”  As  a historic 
footnote  to  this  important  meeting,  it  is  noted 
that  Drs.  Benjamin  Waterhouse  of  Cambridge, 
Massachusetts,  and  Valentine  Mott  of  New  York 
were  elected  honorary  members  of  the  Society. 
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Formation  of  a National  Medical  Society 

It  would  be  historically  inadequate  and  med- 
ically ungracious  to  write  a history  of  the  be- 
ginnings of  the  New  York  State  Medical  Society 
without  discussing  the  formation  of  the  American 
Medical  Association  for  the  two  are  as  intimately 
related  as  cause  and  effect. 

The  foundation  of  the  American  Medical 
Association  was  so  intimately  associated  in  its 
period  of  germination  and  gestation  with  the 
impetus  given  by  the  Medical  Society  of  the 
State  of  New  York  that  it  is  necessary  to  trace 
these  relationships  while  indicating  the  credit 
and  responsibility  of  our  own  State  Society  in 
this  effort. 

In  order  to  understand  better  the  reasons  and 
purpose  of  this  movement,  we  should  recall  some 
of  the  sociomedical  and  politicomedical  situa- 
tions existing  at  this  time.  We  have  already 
noted  the  rise  of  sectarian  medicine  and  the 
hostility  derived  from  the  legal  frustration  of 
previous  powers  granted  to  the  regular  medical 
societies  to  prevent  the  practice  of  medicine  by 
irregulars.  It  was  Piffard’s64  opinion  that  the 
existence  of  sectarian  medicine  resulted  in  action 
by  the  State  Society  of  New  York  which  even- 
tually culminated  in  the  formation  of  a national 
medical  society.  Thus  this  initial  desire  to  de- 
stroy the  unhealthy  practices  of  the  “irregulars” 
in  New  York  State  became  the  spur  to  the  result- 
ant formation  of  the  American  Medical  Associa- 
tion. Walsh  stresses  as  prime  mover  the  “wish 
to  raise  the  professional  standard  among  phy- 
sicians in  this  country”56  and  equates  this  with 
the  extremely  low  level  of  medical  education 
existing  at  the  time. 

Medical  school  requirements  and  courses  of 
study,  even  by  early  American  standards, 
were  frighteningly  substandard.  Medical  schools 
mushroomed  in  numbers  inconsistent  with  the 
need,  and  since  there  was  a considerable  competi- 
tion for  students,  the  requirements  became  less 
and  less  awe-inspiring.  Dr.  T.  R.  Beck56  pointed 
out  that  between  1830  and  1845  the  number  of 
medical  colleges  in  this  country  more  than 
doubled,  leading  to  “a  competition  unrestrained 
by  any  mutual  intercourse,  with  each  other  or 
social  connection  with  the  profession  at  large.” 
These  colleges  could  both  teach  and  confer 
licenses  to  practice  medicine,  and  as  special 
inducements  to  prospective  students  they 
tended  to  reduce  their  terms  and  periods  of 
instruction.  The  usual  college  term  was  six- 


John  McCall,  M.D.,  Medical  Society  president, 
1846. 


teen  weeks  and  in  certain  instances  as  little  as 
thirteen.  The  evils  attendant  on  such  a de- 
plorable situation  were  readily  apparent,  but  the 
remedy  awaited  the  action  of  the  State  Society 
of  New  York.  (A  very  fine  contemporary 
account  of  the  organization  of  the  national 
society  is  given  by  an  anonymous  author57 
writing  in  the  New  Jersey  Medical  Reporter.) 

Dr.  John  McCall  of  Utica  is  given  credit  for 
sponsoring  the  first  movement,  which  aimed  at  a 
convention  of  delegates  from  both  medical 
colleges  and  regularly  organized  medical  societies 
throughout  the  country  for  the  purpose  of  form- 
ing a national  medical  society.  At  the  annual 
meeting  of  the  New  York  State  Medical  Society 
in  February,  1839,  Dr.  McCall  offered  such  a 
resolution  following  a spirited  discussion  and  a 
preceding  resolution  that  the  business  of  teaching 
be  separated  from  the  privilege  of  licensure. 
Obviously,  the  medical  schools  would  be  expected 
to  show  the  greatest  opposition  to  any  such 
movement  to  deprive  them  of  their  powers  of 
licensure,  and  in  this  respect  at  least  they  proved 
not  to  be  deficient. 

Although  Dr.  McCall’s  proposition  was  adopted 
by  the  New  York  State  Society,  the  noteworthy 
lack  of  response  from  medical  schools  and  other 
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M.  H.  Cash  of  Orange  County,  who  felt  that 
raising  the  medical  standards  in  New  York 
without  changing  the  standards  of  medical 
schools  in  other  states  would  only  serve  to  drive 
students  out  of  the  New  York  medical  colleges. 
It  would  be  difficult  to  give  a clearer  picture  of 
the  low  status  of  medicine  prevailing  then  than 
by  a simple  mention  of  the  facets  of  this  contro- 
versy as  given  above. 

When  the  result  of  the  debate  appeared  to  be  a 
stalemate,  Dr.  Alden  March  suggested  to  Dr. 
Davis  that  the  objections  could  be  met  by  in- 
viting delegates  from  the  medical  colleges  as  well 
as  from  the  state  medical  societies.  Dr.  Davis, 
appreciating  the  value  of  this  suggestion,  moved 
the  resolution  “that  the  New  York  State  Med- 
ical Society  earnestly  recommend  a National 
Convention  of  delegates  from  Medical  Societies 
and  colleges  in  the  whole  Union,  to  convene  in 
the  City  of  New  York,  on  the  first  Tuesday  in 
May,  in  the  year  1846,  for  the  purpose  of  adopt- 
ing some  concerted  action  on  the  subject  set 
forth.”  In  the  ensuing  discussion  Dr.  Davis 
learned  for  the  first  time  that  failure  had  re- 
warded a similar  proposal  (Dr.  McCall’s)  in 
1839,  but  he  urged  perseverance  commensurate 
with  the  importance  of  the  proposition.  As  a 
result  of  circularizing  all  the  medical  societies 
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state  societies  buried  it  in  a grave  of  temporary 
oblivion.  As  a consequence  no  meeting  ever 
took  place  according  to  the  suggestion  of  Dr. 
McCall’s  proposition. 

Nevertheless,  the  smoldering  indignation  of 
the  State  Society  vis-a-vis  the  medical  schools 
persisted,  and  rumblings  continued  to  be  heard  in 
the  State  Society  meetings.  At  the  annual 
meeting  in  1844  the  subject  was  again  presented 
with  increased  vigor  and  took  the  form  of  a 
resolution  by  Dr.  Alexander  Thompson  of 
Cayuga  County  and  Dr.  N.  S.  Davis,  then  a 
delegate  from  Broome  County,  New  York. 
These  resolutions  indicated  the  feeling  that  the 
premedical  and  medical  requirements  were 
woefully  inadequate  and  that  there  should  be  a 
separation  of  teaching  and  licensure.  During 
that  same  year  these  resolutions  obtained  sanc- 
tion by  many  of  the  county  societies,  and  this 
gave  the  resolution  a more  general  interest  and 
importance.  At  the  succeeding  annual  meeting 
of  1845  there  was  a further  resolution  embodying 
the  action  of  the  county  societies  and  recom- 
mending the  principles  of  the  original  resolution 
of  Drs.  Thompson  and  Davis.  There  was 
opposition  to  this  resolution  on  the  part  of  Dr. 
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and  colleges  known  to  exist  in  the  land,  there 
developed  widespread  and  general  interest  with 
favorable  responses,  except  from  the  two  oldest 
colleges  located  in  Philadelphia  and  the  college  in 
Boston.  These  respectfully  declined  to  take 
part  in  the  proposed  convention. 

In  accordance  with  the  recommendation  at 
the  annual  meeting  of  the  New  York  State 
Medical  Society  in  February,  1846,  there  were 
appointed  16  delegates  to  attend  the  convention 
proposed  to  take  place  “on  the  first  Tuesday  in 
May,  following.”  The  invitation  of  the  faculty 
of  the  New  York  University  to  use  their  college 
as  the  meeting  place  was  accepted. 

A communication  of  Dr.  L.  Ticknor,58  the 
president  of  the  Medical  Society  of  the  State  of 
Connecticut,  contained  the  first  distinct  propo- 
sition to  perpetuate  the  results  of  the  contem- 
plated National  Convention  by  organizing  out 
of  it  a permanent  “National  Medical  Society.” 
At  about  the  same  time  Dr.  N.  S.  Davis59  recom- 
mended action  to  achieve  a standard  of  premedi- 
cal education,  an  improvement  in  the  quality  of 
medical  instruction,  a more  uniform  standard  of 
qualifications  for  the  medical  degree,  and  a 
greater  interest  in  “intellectual  activity  and 
scientific  inquiry.”  As  a means  for  their  prac- 
tical realization,  he  also  urged  a “permanent 
National  Medical  Society.” 

As  might  be  expected  the  most  vitriolic  op- 
position came  from  the  threatened  New  York 
medical  schools  who  had  been  attacked  by  the 
statements  of  the  State  Society  which  deplored 
their  control  of  medical  practice.  The  actual 
attack  of  the  medical  schools  was  launched  by 
Professor  Martin  Paine  of  the  Medical  Depart- 
ment of  the  New  York  University  in  his  vale- 
dictory address60  to  the  graduating  class  of 
March,  1846.  This  unnecessarily  harsh  and 
impolitic  address  accused  the  State  Society  of 
slander,  defamation,  and  oppression.  The  pos- 
itive result  of  this  tirade  was  to  convince  the 
medical  schools  in  Philadelphia  that  they  had 
been  mistaken  in  their  assumption  that  the 
purpose  of  the  convention  was  to  “attract  undue 
attention  to  the  medical  schools  of  that  city” 
(New  York),  and  they  thereupon  indicated  their 
intention  to  send  delegates  to  the  convention. 
This  is  another  forceful  illustration  of  the  mutual 
jealousy  and  distrust  that  existed  among  the 
medical  schools  of  that  era. 

On  Tuesday,  May  5,  1846,  80  of  119  accredited 
delegates  from  every  part  of  the  country  as- 


sembled in  the  Hall  of  the  Medical  Department 
of  the  New  York  University.  During  the 
course  of  the  convention  the  roster  of  delegates 
was  increased  by  almost  a score.  The  conven- 
tion had  hardly  begun  when  Dr.  Gunning  S. 
Bedford,  a colleague  of  Dr.  Martyn  Paine  and 
delegate  from  the  Medical  Department  of  New 
York  University,  moved  the  resolution  to  “ad- 
journ sine  die.”  This  was  promptly  seconded  by 
Dr.  G.  S.  Pattison,  colleague  of  Dr.  Bedford. 
Invitation  to  a quick  and  painless  death  for  the 
convention!  The  question,  however,  was  put 
to  a vote,  and  Drs.  Bedford  and  Pattison  found 
themselves  in  a unanimous  minority  of  two.  A 
committee  was  then  appointed  to  formulate 
propositions  (concerned  with  medical  education) 
“suitable  for  discussion  and  action.”  The 
committee  agreed  that  it  was  expedient  to 
institute  a National  Medical  Association,  that  it 
was  desirable  to  adopt  an  elevated  and  uniform 
standard  for  a medical  degree,  that  a proper 
premedical  education  be  required,  and  that  the 
entire  country  be  guided  by  the  same  code  of 
medical  ethics.  Committees  were  then  appointed 
to  report  at  a meeting  to  be  held  in  Phila- 
delphia on  the  first  Wednesday  in  May,  1847. 

There  being  no  further  opposition  the  delegates 
met  on  May  5,  1847,  at  the  Hall  of  the  “Academy 
of  Natural  Sciences”  in  Philadelphia.  There 
were  present  almost  250  delegates  representing 
more  than  40  medical  societies  and  28  colleges. 
Dr.  Jonathan  Knight  of  Connecticut  was  elected 
president.  Dr.  Alexander  H.  Stevens  of  New 
York  was  elected  vice-president  and  Dr.  F. 
Campbell  Stewart  of  New  York  elected  one  of  the 
secretaries.  Among  the  reports  given  by  New 
Yorkers  was  one  by  Dr.  John  Watson,  chairman 
of  the  Committee  “to  prepare  a plan  of  organ- 
ization for  a National  Medical  Association.” 
Perhaps  the  most  important  subject  which 
engaged  the  attention  of  the  convention  was 
that  concerned  with  the  organization  of  the 
National  Medical  Association.61 

Four  of  the  seven-member  committee  ap- 
pointed to  deal  with  this  matter  were  from  New 
York,  again  indicating  the  influence  of  New 
York  State  in  the  organization  of  the  American 
Medical  Association.  The  New  York  members 
were  Drs.  John  Watson,  John  Stearns,  F.  Camp- 
bell Stewart,  and  N.  S.  Davis.  This  committee 
drew  up  a proposed  constitution,  making  the 
majority  of  the  members  of  the  National  Asso- 
ciation consist  of  delegates  from  permanently 
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organized  state  and  county  medical  societies  of 
ill  states  of  the  Union.  The  constitution  also 
provided  for  standing  committees  on  medical 
sciences,  practical  medicine,  surgery,  obstet- 
rics, medical  education  and  literature,  and 
publication.  The  various  articles  of  the  con- 
stitution being  adopted,  the  convention  then 
resolved  itself  into  the  “American  Medical 
Association.” 

The  following  officers  were  then  selected  by 
the  nominating  committee:  president,  Dr. 

Nathaniel  Chapman  of  Philadelphia;  vice- 
presidents,  Dr.  Jonathan  Knight  of  New  Haven, 
Connecticut,  Dr.  Alexander  II.  Stevens  of  New 
York  City,  Dr.  James  Moultrie  of  Charleston, 
South  Carolina,  and  Dr.  A.  H.  Buchanan  of 
Nashville,  Tennessee;  secretaries,  Dr.  Alfred 
Stilki  of  Philadelphia  and  Dr.  J.  R.  W.  Dunbar 
of  Baltimore;  treasurer,  Dr.  Isaac  Harp  of 
Philadelphia.  Baltimore  was  selected  as  the 
place  of  meeting  for  1848. 

“To  no  other  man  is  the  profession  as  deeply 
indebted  as  to  him  who  by  persistent,  never- 
tiring,  well-directed  effort,  enlisted  the  aid  of 
other  noble  men  in  the  successful  organization  of 


Edward  H.  Parker,  M.D.,  Medical  Society  presi- 
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a National  Medical  Association.”62  Dr.  Frank 
Billings  thus  characterizes  Dr.  N.  S.  Davis,  the 
father  of  the  American  Medical  Association  and 
member  from  New  York.  It  may  be  modestly 
stated  that  the  American  Medical  Association  is 
a monument  to  his  memory. 

Further  Legislative  Attempts  to  Establish 
Standards 

At  the  same  time  as  the  early  history  of  the 
American  Medical  Association  was  being  writ- 
ten, in  the  main  by  New  York  physician-authors, 
the  efforts  on  the  part  of  the  Medical  Society  in 
this  State  to  elevate  medical  standards  and  im- 
prove medical  legislation  continued  to  go  forward. 
Nevertheless,  there  continued  to  be  an  increase  in 
both  the  number  and  influence  of  the  homeopaths. 
Because  the  state  societies  had  no  legal  recourse 
of  expulsion  on  these  grounds,  application  for  a 
law  to  correct  this  defect  was  made.  Through 
the  efforts  of  Dr.  J.  G.  Adams  and  others  a law 
was  enacted  in  1866  permitting  the  county  socie- 
ties (subject  to  the  supervision  of  the  State 
Society)  to  frame  bylaws  which  would  enable 
them  to  expel  the  “irregulars.” 
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In  1874  yet  another  law  was  passed  whose 
purpose  was  ostensibly  to  regulate  the  practice 
of  medicine  in  New  York.  It  appears,  however, 
to  have  been  influenced  somewhere  in  the  proc- 
ess by  the  eclectics,  who  by  the  terms  of  the  law 
as  promulgated  were  permitted  to  license  any 
quack  in  the  State  who  so  desired  and  who 
could  afford  $10  as  an  “examination”  fee. 

This  then  was  the  deplorable  situation  that 
existed  in  1876.  Besides  regular  practitioners, 
there  were  homeopaths,  eclectics,  and  a motley 
conglomeration  of  miscellaneous  and  mischievous 
quacks.  This  insupportable  situation  was  a 
result  of  the  lack  of  legislation  to  control  the 
situation,  and  this  state  of  affairs  existed  be- 
tween 1844  and  1876.  Realizing  the  laws  to  be 
“palpably  defective,”  the  Medical  Society  of 
the  County  of  New  York,  through  their  legal 
adviser,  prepared  a bill  designed  to  modify  this 
deficiency.  The  bill  was  presented  to  a com- 
mittee represented  by  its  chairman,  a Dr.  Ray 
V.  Pierce  of  Buffalo,  “a  noted  medical  adver- 
tiser” and  believed  to  be  an  eclectic.63  It  re- 
quires no  crystal  ball  to  learn  that  the  bill  did 
not  meet  the  approbation  of  the  “committee” 
and  consequently  never  became  a law. 


A succeeding  and  more  fruitful  attempt  to  se- 
cure suitable  medical  legislation  was  made  in  1880 
by  the  State  Society.  Their  committee  on  legis- 
lation prepared  a law  and  submitted  it  to  the 
Legislature,  and  the  Medical  Act  of  1880  was  the 
result.  This  Act,  although  not  perfect,  reduced 
the  number  of  bodies  competent  to  license  from 
150  to  13.  Of  this  number,  besides  the  regular 
schools,  there  were  two  homeopathic,  two  eclectic, 
and  one  nondescript.  In  1882  there  was  an  un- 
successful attempt  to  reduce  the  number  of  licens- 
ing bodies  to  one,  but  this  attempt  was  doomed  to 
failure. 

A short  summary  of  the  medicopoliticab 
situation  of  the  nineteenth  century  could  be 
written  as  follows:  After  a bitter  struggle  the 
medical  profession  obtained  important  powers 
in  1827  which  were  retained  in  essence  to  1844.] 
In  1844  the  accredited  medical  bodies  lost  their 
powers  of  licensing  physicians,  and  these  powers 
were  only  partially  regained  in  1880. 
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The  Problem  of  Ethics 


The  problem  of  ethics  has  been  discussed 
before  in  this  paper,  first  in  terms  of  the  code 
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(promulgated  by  the  New  York  State  Medical 
Society  in  1823  and  later  in  relation  to  the  code 
I adopted  by  the  American  Medical  Association 
in  1850.  As  both  of  these  discussions  indicated, 
the  details  of  proper  medical  procedures  ethi- 
cally consistent  with  the  accepted  ideals  of 
i medicine  were  not  subjects  of  universal  agree- 
: ment.  Therefore,  we  find  the  search  for  a code 
i satisfactory  to  all  parties  continuing  into  the 
last  quarter  of  the  nineteenth  century. 

It  has  been  seen  that  the  earliest  attempt  at  a 
code  of  ethics  produced  a valuable  one  in  1823. 
This,  the  first  official  code  of  ethics  in  this  coun- 
try, became  the  model  for  the  code  of  the  Ameri- 
can Medical  Association,  adopted  in  1850.  Thus, 
in  1850  it  is  seen  that  the  profession  in  New  York 
remained  under  the  guidance  of  two  codes  whose 
provisions  were  frequently  but  not  completely 
“in  harmony.”64  At  the  time  of  adoption  of  the 
code  of  the  American  Medical  Association,  there 
were  members  in  New  York  who  preferred  the 
“older”  New  York  State  code,  but  at  the  altar  of 
uniformity  and  unity  they  sacrificed  their  inde- 
pendent feelings  and  agreed  to  be  bound  by  both. 
They  thus  accepted  a double  responsibility  which 


D.  B.  St.  John  Roosa,  M.D.,  Medical  Society 
president,  1878. 


was  in  excess  of  that  borne  by  members  in  all  the 
other  states. 

When  the  homeopaths  organized  a few  years 
later,  they  adopted  a code  which  was  in  many 
respects  an  exact  duplicate  of  that  of  the  Amer- 
ican Medical  Association  but  with  certain  ex- 
ceptions, notably  in  those  sections  pertaining  to 
consultation.  The  homeopaths  permitted  more 
liberal  interpretation,  a liberality  which  per- 
mitted consultations  by  “irregulars.”  The  ho- 
meopathic code  likewise  permitted  advertising 
and  the  taking  of  patents. 

There  thus  existed  at  least  three  different 
codes  of  ethics  in  New  York  State  in  the  1860’s. 
Cracks  began  to  appear  in  the  armor  of  these 
codes,  and  major  and  minor  transgressions  were 
noted,  even  in  the  occasional  case  of  eminent 
members  of  the  profession.  The  medical  so- 
cieties were  essentially  either  unable  or  unwilling 
to  prosecute  these  offenses. 

By  1865  the  situation  with  regard  to  ethical 
affairs  was  so  unpleasant  that  a communication 
from  Dr.  Oliver  White  to  the  comitia  minora  of 
the  county  society  said,  in  part:  “Members  of 
our  profession,  once  occupying  honorable  po- 
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sitions  in  it,  have  lost  their  standing  among  us 
by  their  own  disreputable,  dishonorable  and 
empirical  practices,  in  violation  of  all  medical 
ethics;  and  inasmuch  as  we  are  not  permitted  by 
the  laws  of  the  State  to  discipline  or  expel  un- 
worthy members  from  the  County  Medical 
Societies,  except  through  the  courts;  and,  inas- 
much as  we  deem  it  both  just  and  proper  that  our 
County  Society  should  be  the  custodian  of  its 
own  honor,  and  the  conservatory  of  its  own 
morals — therefore,  do  I earnestly  entreat  the 
Comitia  Minora  to  draft  a memorial  to  the 
Legislature  of  the  State,  praying  that  honorable 
body  to  grant  the  County  Medical  Societies 
throughout  the  State  relief  from  the  oppressive 
disabilities  aforementioned.” 

The  result  was  the  Act  of  1866  which  gave 
the  county  societies  the  required  power  of  dis- 
cipline. However,  a committee  appointed  to 
enforce  this  Act  suggested  that  “no  further  action 
be  taken  on  the  matter  at  present”  and  requested 
“to  be  excused  from  further  deliberation.” 

In  1876  Dr.  J.  Marion  Sims  in  his  presidential 
address  before  the  American  Medical  Association 
proposed  to  repeal  the  code,  but  when  a majority 
apparently  looked  on  this  suggestion  with  dis- 


favor, no  supportive  action  was  taken  at  that 
time.  According  to  a contemporary  of  the 
scene,65  “the  Code  was  violated  daily . . . but  dis- 
cipline was  rarely  asked  for,”  and  “these  evils 
the  officers  of  the  Society  found  themselves 
powerless  to  combat.”  There  were  also  evils  of 
indirect  advertising,  and  appeals  were  made 
for  redress  to  the  State  Society  at  its  1879  ses- 
sion. These  appeals  were  disregarded.  For 
several  }Tears  the  problem  was  discussed  and 
debated  in  the  state  medical  societies,  and  for  a 
superb,  documented,  and  inclusive  portrayal  of 
these  happenings,  the  reader  is  referred  to  the 
series  of  articles  written  by  Dr.  Piffard66  in  1883. 

Since  there  could  be  no  universal  agreement 
concerning  the  value  of  the  codes  of  ethics  then 
in  existence,  a new  code  of  ethics  was  drawn  up 
in  1881  to  be  substituted  for  the  one  then  in 
force.  The  basic  principle  of  this  newly  pro- 
posed code  was  “that  the  only  ethical  offenses  for 
which  the  profession  of  New  York  claim  and 
promise  to  exercise  the  right  of  discipline  are 
those  comprehended  under  the  commission  of 
acts  un  worth  j"  a ph\'sician  and  a gentleman.”67 
With  the  formal  adoption  of  the  nonspecific 
generalit3r,  the  State  Medical  Society  became 
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a so-called  “no  code”  organization.  This  new 
code,  nevertheless,  was  adopted  by  the  State 
Society  in  February,  1882,  despite  the  opposition 
by  many  of  the  county  societies.  Because  of 
the  adoption  of  this  revised  code,  the  American 
I Medical  Association,  meeting  in  St.  Paul  in 
June,  1882,  refused  to  receive  the  credentials  of 
the  delegates  from  the  New  York  Medical  So- 
-ciety.  Then,  according  to  the  interpretation  of 
Piffard,  “the  State  Society,  with  perfect  delib- 
eration, and  with  its  eyes  opened,  resigned  from 
the  American  Medical  Association  because  it 
believed  that  the  consultation  rules  of  that  body 
were  both  morally  and  politically  wrong  and  that 
(further  acquiescence  in  them  would  be  to  per- 
petuate the  evils  that  had  already  accrued  from 
their  observance.”  As  a footnote,  we  find 
the  explanation  that  this  was  neither  an  act  of 
secession  nor  an  act  of  rebellion. 

Thus,  at  the  end  of  the  first  seventy-five 
years  of  the  history  of  the  State  Society,  we 
find  a disassociation  of  the  group,  which  led  in 
the  organization  of  the  national  association, 
from  the  object  of  its  formation.  This  rupture 
. was  destined  to  persist  for  more  than  a score  of 
years. 

These  First  Seventy-Five  Years 

lit  In  this  our  H-bomb  era  we  look  back  on  these 
& first  seventy-five  years  of  our  State  Medical 

■ Society’s  history  with  justifiable  pride.  We 
8 honor  the  lofty  ideals,  the  remarkable  achieve- 
#1  ments,  and  the  resultant  elevation  of  standards 

in  medical  education  and  practice.  We  are 

■ grateful  for  the  direction  and  humble  in  our 
oi  heritage.  Yet  to  the  laity  accrue  the  greatest 
«l  benefits  of  all — a vigilant  and  vigorous  Society 
i with  dedicated  ideals  protecting  their  interests 
ol  in  the  medical  sphere.  Although  our  illustrious 
lit  antecedents  are  often  forgotten  midst  the  pres- 
3.  sures  of  present  times,  it  is,  nevertheless,  fitting 
Hi  on  this  particular  occasion  of  the  celebration  of 
til  this  sesquicentennial  anniversary  that  our  debt 
of  be  acknowledged.  We  can  do  no  less. 

in  

'O’  l The  author  is  indebted  to  his  wife,  Sheila  Shaftel,  for  edi- 
, torial  assistance  in  the  preparation  of  this  manuscript,  and  to 
John  Ische,  assistant  librarian  of  the  Kings  County  Medical 
ni  Library,  Brooklyn,  New  York,  for  assistance  in  the  prepara- 
tion of  the  bibliography. 
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ANNOUNCEMENT 


PRIZE  ESSAYS 


The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  awarded  at  the  Sesqui- 
centennial  Meeting  of  the  House  of  Delegates  of  the  Medical  Society  of  the  State  of  New 
York,  May  13  to  15,  1957,  in  New  York  City. 


The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 


Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 


If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1957,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 


R.  Townley  Paton,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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The  Years  Between,  1882—1906 

EMERSON  CROSBY  KELLY,  M.D.,  ALBANY,  NEW  YORK 


A study  of  the  minutes  of  many  county 
societies  during  the  middle  of  the  nine- 
teenth century  shows  the  antagonism  of  the 
physicians  to  the  so-called  “irregular”  practi- 
tioners, even  censure  of  those  who  dared  consult 
I with  them. 

A well-known  surgeon  of  Dutchess  County 
stated,  when  he  was  up  for  censure  about  1878, 
that  he  felt  it  was  his  duty  to  a patient  to  see 
that  the  patient  had  the  proper  care  of  his  ill- 
ness. A committee  appointed  at  this  time  to 
review  such  actions  stated  that  they  realized  a 
j consultation  with  homeopaths  might  be  unavoid- 
able and  recommended  a liberal  construction  of 
the  code  of  ethics,  but  the  committee  also 
advised  a physician  who  might  be  involved  in 
[such  a consultation  that  he  was  infringing  on 
this  code  and  should  be  prepared  to  answer  such 
j charges  as  were  preferred  against  him. 

Homeopathic  practitioners  were  regarded  as 
quacks  for  many  years,  and  a perusal  of  pres- 
idential addresses  of  the  State  Medical  Society 
reveals  many  disparaging  remarks,  which  were 
almost  libelous.  Dr.  George  Jackson  Fisher  in 
1875  said,  “Homeopathy  is  the  most  stupendous 
fraud  of  the  present  age,  the  greatest  delusion 
and  the  most  subtle  snare  with  its  system  of  spe- 
cifics and  potencies,  its  infinitesimal  pharmacy 
and  therapeutical  juggery.” 

However,  the  Legislature  of  the  State  allowed 
homeopathic  societies  to  incorporate  in  1857 
and  the  eclectics  to  incorporate  in  1865.  From 
these  dates  throughout  the  nineteenth  century 
there  existed  three  Medical  Examining  Boards, 
with  greatly  varying  examinations  and  require- 
ments. 

The  Schism 

The  problem  of  consultations  with  homeo- 
pathic and  eclectic  physicians  became  increas- 
ingly difficult  in  the  ensuing  years  until,  finally, 
in  1881  a committee  of  the  Medical  Society  of 
the  State  of  New  York  was  appointed  to  prepare 
a revision  of  the  code  of  ethics  and  to  report  at 
the  next  meeting.  In  1882  the  report  was  duly 
made,  and  the  revised  code  of  the  committee 
came  up  for  action.  It  omitted  many  of  the 


George  J.  Fisher,  M.D.,  Medical  Society  presi- 
dent, 1874. 


“duties”  and  “obligations”  contained  in  the 
national  code  but  retained,  in  substance,  many 
of  the  sentiments  regarding  that  which  is  “derog- 
atory to  the  dignity  and  interests  of  the  pro- 
fession,” and  pertaining  to  the  “relations  of 
physicians  to  each  other.”  Also  included  were 
many  of  the  “rules  governing  consultation,” 
with  one  important  exception,  however. 

Section  I,  Article  IV,  of  the  national  code, 
defining  who  were  to  be  met  in  consultation, 
stated : 

Nevertheless,  as  in  consultations  the  good  of  the 
patient  is  the  sole  object  in  view,  and  this  is  often 
dependent  on  personal  confidence,  no  intelligent 
regular  practitioner,  who  has  a license  to  practice 
from  some  medical  board  of  acknowledged  re- 
spectability, recognized  by  the  association,  and 
who  is  of  good  moral  character  and  professional 
standing  in  the  place  where  he  resides,  should  be 
fastidiously  excluded  from  fellowship,  or  his  aid 
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refused  in  consultation,  when  it  is  requested  by 
the  patient.  But  no  one  can  be  considered  as  a 
regular  or  fit  associate  in  consultation,  whose 
practice  is  based  on  exclusive  dogma,  to  the  re- 
jection of  the  accumulated  experience  of  the  pro- 
fession, and  the  aids  actually  furnished  by  anat- 
omy, physiology,  pathology  and  organic  chemistry. 

For  this  the  new  code  substituted  the  following: 
“Members  of  the  Medical  Society  of  the  State  of 
New  York,  and  of  the  medical  societies  in  affil- 
iation therewith,  may  meet  in  consultation  le- 
gally qualified  practitioners  of  medicine.” 

This  substitution  aroused  a most  fervid  and 
lengthy  discussion,  both  for  and  against  it.  In 
an  address  to  theErieCounty  Medical  Association 
on  March  11,  1901,  summarizing  “The  Reason  for 
the  Existence  of  the  New  York  State  Medical 
Association,”  Dr.  Alvin  A.  Hubbell  stated: 
“To  adopt  a ‘revised  code,’  with  this  incor- 
porated in  it,  was  to  drop  the  bars  which  divided 
nonsectarian  from  sectarian  or  exclusive  medi- 
cine, and  was  to  repudiate  the  national  code, 
and  thus  to  cut  the  society  off  from  the  American 
Medical  Association.” 

The  battle  waged  fierce  and  strong,  and  yet  on 
February  7,  1882,  when  a final  vote  was  taken, 
the  new  code  was  adopted,  receiving  52  ayes  to 
18  nays — 70  votes  in  all.  The  Society,  according 
to  good  authority,  had  at  that  time  a voting 
membership  of  386,  of  which,  as  ascertained  by  a 
careful  canvass,  only  143  favored  the  new  code 
or  no  code.  A canvass  of  sentiment  was  also 
made  of  the  physicians  throughout  the  State, 
and  5,002  were  cataloged.  Of  these,  1,142  did 
not  express  a preference,  thus  leaving  3,860  who 
declared  themselves  either  for  the  national  code, 
new  code,  or  no  code,  and  of  these  2,547,  or 
nearly  two-thirds,  favored  the  national  code.* 
The  struggle  did  not  cease  in  1882  but  was 
renewed  at  the  meeting  of  1883,  and  the  “new- 
code”  faction  again  won.  The  Medical  Society 
of  the  State  of  New  York,  by  thus  adopting  a 
code  of  ethics  which  was  essentially  at  variance 
with  the  national  code,  defied  the  constitution 
and  bylaws  of  the  American  Medical  Association 
and  was  therefore  denied  further  official  repre- 
sentation in  that  body. 

A most  uncomfortable  situation  confronted 


* In  contrast  to  the  end  results  of  this  canvass  of  the 
physicians  of  New  York  State,  in  which  ultimately  the 
wishes  of  the  majority  were  ignored,  see  the  editorial,  “Free- 
dom of  Choice  Upheld,”  in  the  November  1,  1956,  issue  of 
the  Journal,  page  3289,  concerning  a more  recent  referen- 
dum of  the  membership. 


Henry  D.  Didama,  M.D.,  Medical  Society  I 
president,  1879;  first  president  of  New  York  | • 
State  Medical  Association,  1884. 


those  who  did  not  believe  that  all  “legally  quali- 
fied practitioners”  could  be  met  in  consultation 
and  who  felt  that  a majority  of  the  physicians  of 
the  State  should  not  be  shut  out  of  the  A.M.A. 
The  only  way  of  resolving  the  difficulty  was  to 
organize  another  medical  society,  in  compliance 
with  the  constitution  and  bylaws  of  the  national 
organization.  Accordingly  in  February,  1884, 
76  members  of  the  medical  profession  met  in 
Albany  to  consider  what  course  should  be  pur- 
sued. After  lengthy  discussion  Dr.  Austin 
Flint,  Sr.,  presented  the  following:  “Resolved, 
that  the  members  of  the  medical  profession  of  the 
State  of  New  York,  here  convened,  do  now 
unite  in  forming  an  organization  to  be  known  as 
the  New  York  State  Medical  Association.” 
After  discussion  the  resolution  was  adopted. 

On  February  6,  1884,  the  Association  met  in 
adjourned  session,  adopted  a constitution  and 
bylaws,  and  elected  officers  with  Dr.  H.  D. 
Didama  of  Syracuse,  president,  and  Dr.  E.  D. 
Ferguson  of  Troy,  secretary.  The  association 
was  afterward  duly  incorporated  under  the 
general  laws  of  the  State  and  ultimately  was 
granted  a charter  by  the  State  Legislature  in 
1900. 
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The  county  societies  then  in  being  were  af- 
filiated with  the  Medical  Society  of  the  State  of 
' New  York.  The  new  New  York  State  Medical 
1 Association,  needing  regional  representation, 

: founded  the  district  branches,  each  branch 
embracing  the  approximate  area  of  ten  county 
medical  societies.  Through  the  branches  the 
State  Medical  Association  carried  on  a pro- 
: gressive  program  of  postgraduate  instruction 
for  its  members. 

The  New  York  State  Medical  Association, 

1 thus,  was  composed  of  the  united  county  and 
district  branch  associations,  and  membership  in 
i these  latter  groups  carried  with  it  membership 
in  the  State  Association.  In  turn,  membership 
in  the  State  Association  carried  with  it  eligibility 
for  membership  in  the  American  Medical  Asso- 
| ciation. 

For  the  next  twenty  years  there  were  two 
medical  organizations  in  New  York  State,  and  in 
several  counties  there  were  two  county  medical 
t organizations. 

In  1887  the  Medical  Society  of  the  State  of 
New  York  had  a total  membership  of  only 
219  men — honorary,  permanent,  and  delegates: 
“Each  County  Medical  Society  is  entitled  to  as 
many  delegates  as  there  are  Assembly  Districts 
in  said  County.  Each  incorporated  Medical 
College,  which,  by  its  charter,  may  be  represented 
in  this  Society,  is  entitled  to  one  delegate,  and 
the  New  York  Academy  of  Medicine  to  five 
delegates  . . . Permanent  members  are  elected  at 
the  annual  meeting  of  this  Society.  The  names 
of  delegates  from  County  Medical  Societies,  etc., 
who  have  attended  as  such,  at  least  two  meetings 
of  this  Society,  are  placed  by  the  Secretary  on  the 
List  of  Persons  Eligible  to  Permanent  Member- 
ship. Any  person  on  this  list  who  desires  to 
become  a permanent  member,  must  make  appli- 
cation by  handing  in  his  name  to  the  Secretary 
at  an  annual  meeting  of  the  Society  ...  If  no 
objection  is  made  to  their  reception,  the  Society 
proceeds  to  vote  their  election  ...” 

Through  the  years  several  delegates  made 
suggestions  to  increase  the  membership.  As 
late  as  1904  President  A.  T.  Bristow,  stating 
that  there  were  1,135  members,  explained 
that  if  all  members  of  the  county  medical  soci- 
eties became  members  of  the  Medical  Society  of 
the  State  of  New  York,  the  membership  would 
amount  to  5,700.  With  dues  at  $2.00  a year  the 
Society  could  then  support  a State  medical 
journal. 


Albert  Vander  Veer,  M.D.,  Medical  Society 
president,  1885. 


During  the  period  from  1884  to  1906  both 
the  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Medical  Association 
held  annual  meetings  at  which  business  was 
transacted  and  scientific  papers  were  presented. 
For  example,  at  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  in 
1887,  some  of  the  following  questions  were 
raised:  Shall  we  divide  our  scientific  sessions 
into  medical  and  surgical  parts  and  require  our 
members  to  miss  some  scientific  presentations? 
Can  a county  medical  society  require  member- 
ship of  a physician  in  that  county?  Can  a 
county  society  disband,  and  can  a new  or  second 
county  society  be  formed?  Does  the  public 
need  more  boards  of  health  for  its  towns? 

The  problems  before  the  State  Society  meeting 
of  1888  were  as  follows:  What  further  steps  can 
be  taken  to  rid  the  State  of  illegal  and  unquali- 
fied practitioners?  The  Medical  Examiners 
Bill  should  be  passed  by  the  Legislature.  Bet- 
ter accommodations  and  care  of  the  insane  are 
strongly  urged.  Should  maritime  quarantine 
be  placed  under  the  control  of  the  national 
government?  Laws  to  prevent  nuisances  from 
stables  should  be  enacted.  Should  copper  be 
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Samuel  B.  Ward,  M.D.,  Medical  Society  presi- 
dent, 1888. 


allowed  in  canned  green  peas?  Membership  in 
the  State  Society  should  not  be  increased  but 
should  be  limited  to  those  who  have  shown 
interest  and  value  and  who  possess  chartered 
rights. 

Likewise,  by  way  of  illustration,  at  the  seven- 
teenth annual  meeting  of  the  New  York  State 
Medical  Association  in  October,  1900,  the  follow- 
ing were  some  of  the  papers  presented  at  the 
scientific  sessions: 

“Management  of  Normal  Labor,  Including 
the  Use  of  Forceps,”  by  Dr.  Austin  Flint,  Jr.,  of 
New  York  City. 

“Parasites  in  the  Blood,”  by  Dr.  Leon  T. 
LeWald,  of  New  York  City. 

“An  Epidemic  of  Diphtheria  Traced  to  a Milk 
Supply,”  by  Dr.  Chauncey  P.  Biggs,  of  Ithaca. 

“The  Treatment  of  Hystrix  by  Electric  Light,” 
by  Dr.  George  W.  Goler,  of  Rochester. 

The  scientific  portion  of  the  annual  meetings 
of  the  two  organizations  always  presented  out- 
standing men  who  spoke  on  important  subjects 
of  the  day.  A few  of  the  noteworthy  papers 
presented  at  the  State  Society  meetings  are 
listed : 


A.  Walter  Suiter,  M.D.,  Medical  Society 
president,  1891,  for  whom  a memorial  lecture 
is  given  at  each  Annual  Meeting. 


1887  J.  O’Dwyer — “Intubation  of  the  Lar- 

ynx. . .” 

1888  J.  Leonard  Corning — -“A  Further  Con- 

tribution of  Local  Medication  of  the 
Spinal  Cord. . .” 

Alfred  L.  Loomis,  on  the  question  of  the 
bacterial  origin  of  disease. 

1889  George  M.  Sternberg — “The  Etiology  of 

Croupous  Pneumonia.” 

1893  Symposium  on  carcinoma. 

1894  Symposium  on  diphtheria. 

1898  Symposium  on  x-rays  in  medicine  and 

surgery. 

1899  Simon  Baruch — “Hydrotherapy  in 

Chronic  Diseases.” 

Abraham  Jacobi — “The  Disinfection 
of  the  Alimentary  Canal.” 

William  Osier — “The  Problem  of  Ty- 
phoid Fever  in  the  United  States.” 
1904  Symposia  on  diabetes,  nephritis,  ab- 
dominal pain,  typhoid  fever,  roentgen 
ray. 

Russell  S.  Fowler — “Results  in  Diffuse 
Septic  Peritonitis,  Treated  by  the 
Elevated  Head  and  Trunk  Position.” 
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Roswell  Park,  M.D.,  Medical  Society  president, 
1895. 


1905  Symposia  on  cerebrospinal  meningitis, 
genitourinary  conditions. 

In  1901  the  first  semiannual  meeting  of  the 
State  Society,  devoted  to  scientific  papers,  con- 
vened in  New  York  City. 

A perusal  of  the  records  of  the  activities  of  the 
medical  profession  in  the  State  of  New  York 
from  1882  to  1906  enlightens  us  on  many  devel- 
opments whose  benefits  we  enjoy  today.  We  do 
not  often  consider  the  long  and  toilsome  hours 
which  our  predecessors  spent  in  order  that  the 
public  might  have  better  health  and  that  we  of 
the  profession  might  have  better  opportunities 
!'  to  aid  the  public.  Every  hour  of  toil,  every 
brick — yea,  every  grain  of  sand — is  important  for 
the  present  medical  edifice,  which  is  still  growing 
i.  and  improving.  No  one  in  his  right  mind  would 
wish  to  return  to  the  conditions  and  problems  of 
1882. 

The  History  of  the  Medical  Directory 

Two  publications  were  founded  by  the  New 
York  State  Medical  Association  during  its  period 
i of  existence — the  Medical  Directory  of  New 


Algernon  T.  Bristow,  M.D.,  Medical  Society 
president,  1903. 


York,  New  Jersey,  and  Connecticut  in  1899  and  the 
New  York  State  Journal  of  Medicine  in 

1901.* 

The  first  Directory  was  published  in  1899 
and  distributed  to  the  members  of  the  New  York 
State  Medical  Association  and  to  the  members  of 
the  New  York  and  Kings  County  Medical  As- 
sociations. Through  a Committee  on  Publica- 
tions the  New  York  State  Medical  Association 
had  “joined  in  the  reissue”  of  this  publication, 
according  to  the  Transactions  of  the  New  York 
State  Medical  Association  for  the  year  1899, 
volume  16,  page  821. 

Presumably,  this  statement  of  “reissue”  in  the 
Transactions  of  that  organization  had  reference  to 
a yearly  volume  called  the  Medical  Register  of 
New  York,  New  Jersey,  and  Connecticut,  which 
was  published  by  the  New  York  Medico-Histor- 
ical Society  and  which  had  appeared  yearly  from 
1862  to  1896.  The  title.  M edical  Directory  of  New 
York,  New  Jersey,  and  Connecticut  was  used  from 
1899  through  1949.  In  1951  it  was  changed  to 
the  Medical  Directory  of  New  York  Stale. 


* For  a history  of  the  Journal,  see  page  516. 
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1.  Describe  the  upper  half  of  the  humerus. 

2.  Name  the  bones  forming  the  ankle  joint,  describe  its  liga- 
ments, give  the  motions  which  occur  here  and  name  the  muscles 
which  produce  them. 

3.  Name  the  attachments  and  give  the  nerve  supply  of  the 
following  muscles  : 

Sterno  cleido-mastoid. 

Supinator  longus. 

Masseter. 

Biceps  femoris. 

Soleus. 

4.  Give  the  gross  anatomy  of  the  kidney  and  describe  its 
position  and  relations. 

5.  Describe  the  obturator  nerve  and  name  the  muscles  sup- 
plied by  it.  What  symptom  of  hip-joint  disease  does  it  account 
for  ? 

6.  Give  the  near  relations  of  the  common  carotid  artery  on  the 
right  side,  and  state  the  point  of  election  for  its  ligature.  Give 
the  boundaries  of  the  triangle  used  for  finding  the  lingual 
artery  for  its  ligature. 


Prof.  Woolsey. 


Note.  Candidates  are  required  to  sign  only  their  examination 
number  and  not  their  name. 


In  the  1900  edition  of  the  Directory,  the  state- 
ment appears  on  the  title  page,  “Published  by  the 
New  York  State  Medical  Association.”  The 
same  statement  appeared  until  1906,  when  it  was 
changed  to,  “Published  by  the  Medical  Society  of 
the  State  of  New  York,”  since  by  this  time  the 
two  organizations  had  reunited. 

The  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  on  May  19,  1906, 
adopted  the  following  resolution  which  has  been 
strictly  followed  in  all  succeeding  editions: 
“Resolved,  that  in  the  Medical  Directory  of  New 
York,  New  Jersey,  and  Connecticut,  published  by 
the  Medical  Society  of  the  State  of  New  York, 
only  the  names  of  registered  physicians  be  in- 
serted.” 

It  is  interesting  to  compare  certain  figures  in 
the  first  edition  of  the  Directory  in  1899  and  in 
the  forty-sixth  edition  in  1955,  relating  to  the 
number  of  registered  physicians  listed  in  the 
Directory.  The  total  number  in  New  York 
State  in  1899  was  9,199.  In  the  1955  edition  the 
total  number  in  New  York  State  was  29,934.  In 


the  early  edition  these  were  distributed  as  follows: 
Manhattan  and  Bronx  3,324,  Brooklyn  1,146, 
Queens  91,  Richmond  54,  and  New  York  State 
exclusive  of  Greater  New  York  4,584.  In  the 
latest  edition  the  figures  were  Manhattan  8,728, 
Bronx  1,975,  Brooklyn  4,283,  Queens  2,614, 
Richmond  264,  and  New  York  State  exclusive  of 
Greater  New  York  12,070. 

Public  Health  Measures 

Several  health  measures  were  instituted  be- 
fore the  Health  Department,  as  we  know  it 
today,  was  constituted. 

In  1887  Dr.  Joseph  O’Dwyer  read  before  the 
State  Medical  Society  his  paper  on  the  operation 
of  intubation  of  the  larynx  of  patients  with 
diphtheria.  The  value  of  this  procedure  was 
demonstrated  in  the  hospitals  by  the  Boards  of 
Health. 

In  1892  Dr.  E.  J.  Lederly,  acting  chemist  of 
the  Board  of  Health,  began  his  great  work  in 
obtaining  pure  milk.  Four  years  later  the 
Sanitary  Code  was  amended  so  that  no  milk 
could  be  sold  in  the  City  of  New  York  without  a 
permit  in  writing  from  the  Board  of  Health. 

In  1893  a full  and  comprehensive  organization 
of  the  New  York  State  Board  of  Health  was 
begun.*  The  State  Department  was  given 
supervision  over  the  public  health  of  the  entire 
State,  except  the  City  of  New  York,  which  had 
its  own  Health  Department.  On  January  1, 
1895,  under  the  leadership  of  Drs.  Herman  Biggs 
and  Roswell  Park  of  the  Health  Department, 
the  first  antitoxin  produced  in  the  laboratories  of 
the  Department  became  available  for  use  in 
hospitals  and  for  distribution  without  charge 
among  the  poor. 

In  March,  1897,  the  beginning  of  the  present 
school  health  service  was  instituted  in  New  York 
City  by  the  appointment  of  150  school  medical 
inspectors  to  visit  public  schools  and  examine 
children  suspected  of  having  communicable 
disease. 

In  1901  the  Legislature  converted  the  old 
Board  of  Health  into  a new  Department  of 
Health.  Dr.  Daniel  Lewis  of  New  York  City 
became  the  first  New  York  State  Commissioner 
of  Health.  One  of  his  first  important  official 
acts  was  to  call  the  first  conference  of  the  “sani- 
tary” officers  of  the  State. 


* For  a complete  history  of  the  New  York  State  Depart- 
ment of  Health,  see  page  533. 


47G 


New  York  State  J.  Med. 


HISTORY  OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


MATERIA  MEDICA. 

march,  1891. 


5- 

I 6. 


State  the  contrasts  between  Organic  and  Func- 
tional medicines. 

Describe  the  Chlorine  class  of  disinfectants. 
Describe  the  properties  of  Arsenic  as  a remedy, 
and  its  preparations. 

Give  an  account  of  the  sedatives,  Aconite  and 
Chloral. 

How  would  you  detect  Lead  poisoning? 

How  would  vou  make  a Sinapism? 


In  1905  Dr.  Eugene  H.  Porter  became  Health 
Commissioner,  and  two  years  later  the  Hygienic 
Laboratory  of  the  State  Health  Department  was 
established. 


Tuberculosis 

An  enlightening  example  of  the  time  required 
to  put  into  practice  an  important  medical  dis- 
covery is  the  subject  of  tuberculosis.  Koch 
announced  his  discovery  of  the  bacillus  causing 
this  disease  in  1882.  Thereafter  interest  in  the 
importance  of  the  disease  slowly  developed.  In 
1890  Dr.  Paul  H.  Kretzschmar  read  his  paper  on 
“The  Isolation  of  Consumptives”  at  the  annual 
meeting  of  the  Medical  Society  of  the  State  of 
New  York.  In  1891  the  delegates  were  instructed 
in  a symposium  on  tuberculosis.  Five  years 
later  Dr.  John  L.  Heffron  read  a paper  before  the 
State  Society,  “Shall  the  State  Undertake  to 
Restrict  the  Spread  of  Tuberculosis?”  In 
1897  and  1898  papers  on  the  same  subject  were 
presented. 


In  1899  the  Society  urged  the  Legislature  to 
pass  measures  for  the  establishment  of  a State 
tuberculosis  sanatorium,  noting  that  many 
sanatoria  functioned  in  foreign  countries  and  33 
in  other  states  of  the  United  States.  In  1903 
the  State  Society  Committee  on  Hygiene,  among 
many  recommendations  on  this  subject,  urged 
the  registration  of  every  tuberculosis  patient, 
and  the  establishment  of  receiving  hospitals  for 
tuberculosis.  Finally,  in  1905  a State  Hospital 
for  Incipient  Tuberculosis  was  opened  at  Ray- 
brook,  Essex  County,  New  York,  and  almost 
with  its  opening  additions  and  enlargements  were 
necessary. 


SURGERY 

1 • Describe,  with  treatment,  a case  of  septicaemia  originat- 
ing in  a compound  fracture  of  the  leg,  and  ending 
(a)  in  recovery,  (b)  fatally. 

2.  Name  the  symptoms  of  aneurism. 

3.  Describe  the  pathological  changes  of  tuberculosis  of  a 

joint,  of  primary  osteal  form. 

4.  Describe  the  different  forms  of  disp'acement  after  com- 

plete frac'.aie  c a shaft  of  a bone. 

5.  Give  the  clinical  features  of  chronic  enlargement  of  the 

prostate. 

6.  Symptoms  and  treatment  of  suppurative  inflammation 

of  the  lachrymal  sac. 

7.  (To  be  answered  only  by  those  who  have  not  been  ex- 

amined in  operative  surgery.) 

Describe  Gritti’s  amputation  at  the  knee. 

March,  1891 

Final  examinations  in  anatomy,  materia 
medica,  and  surgery,  given  in  March,  1891,  at 
University  Medical  College,  New  York  City. 

{From  the  private  collection  of  Albert  H.  Douglas, 
M.D.) 

New  York  State  Hospital  Commission 

In  1888  there  was  introduced  into  the  Legisla- 
ture a measure  providing  that  the  State  should 
assume  full  charge  and  care  of  all  the  pauper  and 
indigent  insane  in  the  county  poorhouses.  Such 
action  was  brought  about  by  an  investigation  by 
the  State  Charities  Aid  Association  which  found 
that  the  insane  were  not  being  cared  for  properly. 
The  situation  resulted  from  lack  of  facilities,  from 
ignorance  of  those  who  had  the  insane  in  charge, 
and  in  some  cases  from  positive  neglect.  Insan- 
ity was  only  slowly  coming  to  be  recognized  as  a 
disease. 

In  1889  the  first  New  York  State  Commission 
in  Lunacy  was  appointed  to  supervise  institutions 
for  the  mentally  ill,  acting  independently  of  the 
State  Board  of  Charities.  The  commission 
divided  the  State  into  hospital  districts  and 
provided  for  assumption  by  the  State  of  entire 
expense  of  maintenance,  clothing,  transporta- 
tion, etc.  Legal  distinction  between  “acute” 
and  “chronic”  insane  was  abolished.  The  Com- 
mission in  Lunacy  later  became  the  State  Hos- 
pital Commission. 

In  1895  the  Psychiatric  Institute  was  founded 
for  research  for  all  State  hospitals.  In  January, 
1896,  appeared  the  first  issue  of  the  State  Hos- 
pitals’ Bulletin,  the  forerunner  of  the  Psychiatric 
Quarterly. 
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Anatomy  laboratory  at  University  Medical  College,  New  York  City,  in  the  year  1888.  {From  the 

brivate  collection  of  Albert  H.  Douglas,  M.D.) 


By  1900  there  had  been  developed  an  excel- 
lent system  of  statistics  of  insane  and  their  care, 
a model  for  the  whole  world. 

New  York  State  Medical  Library 

In  Ma}-,  1891,  the  physicians  of  the  State  of 
New  York,  through  the  Board  of  Regents  of  the 
University,  pioneered  in  a new  venture  in  medical 
library  service  by  the  establishment,  on  legisla- 
tive enactment,  of  the  New  York  State  Medical 
Library.  The  Act  was  unique  in  that  it  provided 
for  the  only  medical  library  in  the  country  sup- 
ported wholly  by  legislative  appropriation. 
The  State  Medical  Library  was  among  the  earliest 
of  special  libraries. 

The  Library  had  its  physical  beginning  in  a 
gift  from  the  Albany  Medical  College  of  its 
library  of  2,500  volumes  and  3,600  pamphlets. 
The  Legislature  appropriated  $5,000.  The  ap- 
propriation was  unfortunately  decreased  in  sub- 
sequent years.  By  1895  the  Library  could 
boast  of  6,856  volumes,  and  the  Regents  ap- 
pointed a medical  library  council  to  pass  on 
policy^  and  purchases. 

* For  the  history  of  Medical  Libraries  of  New  York  State, 
see  page  584. 


The  New  York  State  Medical  Library,  with 
67,124  volumes,  in  1956  maintains  a lending 
service  to  all  physicians  in  the  State. 

The  Reuniting 

As  might  be  expected,  there  had  been  con- 
siderable bitterness  attendant  on  the  split  be- 
tween the  two  medical  societies.  But  “time 
heals  all  wounds,”  and  as  the  years  passed  and 
the  younger  men  came  along,  the  reasons  for  the 
old  struggle  were  lost  in  the  past,  and  men  little 
understood  and  cared  less  how  and  why  it  had 
happened.  Many  physicians  joined  both  so- 
cieties, and  more  and  more  the  two  organizations 
grew  alike. 

While  the  Medical  Society  of  the  State  of 
New  York  delegates  were  excluded  from  the 
American  Medical  Association  by  reason  for  their 
adherence  to  the  new  code,  the  members  of  the 
State  Association  were  received  by  that  body. 
Dr.  John  A.  Wyeth,  president  of  the  New  York 
State  Medical  Association  in  1901,  was  presi- 
dent of  the  American  Medical  Association  the 
following  year  when  the  national  organization 
met  at  Saratoga  Springs.  When  the  State 
Association  “extended  the  olive  branch”  to  the 
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Vassar  Brothers  Hospital,  Poughkeepsie,  1890.  ( Cut  courtesy  Dutchess  County  Medical  Society) 


older  State  Society,  as  Dr.  Alvin  A.  Hubbell, 
president  of  the  State  Association  in  1902,  said 
in  his  annual  address,  one  of  the  inducements 
offered  was  membership  in  the  American  Med- 
ical Association.  He  said  that  no  progressive 
physician  could  afford  not  to  be  a member  of  the 
A.M.A.  and  that  the  only  society  in  New  York 
State  affiliated  with  it  was  the  State  Medical 
Association.  “Then  let  us,”  he  said,  “one  and 
all,  seek  to  impress  this  fact  upon  our  neighbors 
and  without  hostility  or  controversy,  endeavor 
to  enlist  them  with  us  and  by  a process  of  ab- 
sorption wipe  out  the  lamentable  division  of  the 
profession  of  our  State  and  thus  bring  it  once 
more  into  unity.” 

A special  meeting  of  the  Council  and  Fellows 
of  the  New  York  State  Medical  Association  on 
October  1,  1903,  considered  a letter  from  the 
Committee  on  Conference  of  the  Medical  Society 
of  the  State  of  New  York.  This  committee  had 
been  appointed  to  meet  with  representatives  of 
the  New  York  State  Medical  Association  to 
settle  on  a plan  for  amalgamation  of  the  two 
medical  bodies.*  The  members  of  the  Society 
committee  were  Drs.  Henry  L.  Eisner,  chairman, 
A.  Jacobi,  A.  Vander  Veer,  and  George  R.  Fow- 
ler. The  Association  also  appointed  a com- 
mittee as  requested,  consisting  of  Drs.  E.  Eliot 
Harris,  chairman,  Julius  C.  Bierwirth,  Alexander 

* Resolutions  adopted  at  the  annual  meeting  of  the  Ameri- 
can Medical  Association  in  New  Orleans  in  June,  1903, 
paved  the  way  for  negotiations  on  consolidation  between  the 
two  New  York  State  organizations. 


Lambert,  and  Wisner  R.  Townsend.  Hence- 
forth these  combined  committees  from  the  two 
organizations  were  known  as  the  Joint  Com- 
mittee of  Conference  with  Dr.  Jacobi  as  chair- 
man. Two  years  of  active  negotiations  followed, 
and  as  an  indication  of  the  willingness  of  both 
groups  to  come  together  in  harmony,  we  quote 
from  the  “President’s  Address”  by  Dr.  Algernon 
T.  Bristow  at  the  annual  meeting  of  the  State 
Medical  Society  in  1904.  Dr.  Bristow  said  that 
nearly  a quarter  of  a century  ago  the  State 
Society  had  been  rent  in  twain  by  a dissension 
which  had  its  origin  in  a question  of  principle. 
Each  side  had  viewed  the  question  from  a dif- 
ferent viewpoint,  and  the  differences  seemed 
irreconcilable.  However,  “changes  in  medical 
education,  the  establishment  of  medical  exam- 
ining boards,  the  elevation  of  the  standard  of 
requirements  and  the  slow  progress  of  advancing 
years  which  heals  all  wounds  and  finally  com- 
poses all  differences,  have  made  it  possible  for 
our  brethren,  who  left  us  so  many  years  ago,  to 
return  to  us,  who  gladly  welcome  them.” 

The  following  resolution  adopted  in  June, 
1903,  by  the  Onondaga  County  Medical  Society 
is  indicative  of  the  interest  of  the  county  organ- 
izations in  the  reunification: 

Resolved,  That  the  Onondaga  County  Medical 
Society,  which  has  always  remained  loyal  to  the 
State  body,  because  of  the  recent  action  of  the 
American  Medical  Association  paving  the  way  to 
unification  of  the  regular  medical  profession  of 
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First  ambulance  of  Vassar  Brothers  Hospital,  circa  1890.  ( Cut  courtesy  Dutchess  County  Medical  Society ) 


this  State,  believes  that  the  time  has  come  when 
the  two  State  bodies  shall  become  united  in  a 
single  body,  and  that  the  Medical  Society  of  the 
State  of  New  York;  that  both  the  Society  and  the 
Association  shall  at  once  approach  this  scheme  in 
a spirit  of  conciliation,  willing  to  make  such  con- 
cessions as  each  body  can  consistently  make,  and 
that  a copy  of  this  resolution  be  forwarded  to  the 
president  of  the  Medical  Society  of  the  State  of 
New  York,  the  president  of  The  New  York  State 
Medical  Association  and  to  the  Committee  on 
Conference. 


Si 


t>  St  X. 

n 

u-  a isr 


At  a joint  meeting  of  committees  from  the 
Cortland  County  Medical  Society  and  the 
Cortland  County  Medical  Association  in  Sep- 
tember, 1903,  a similar  resolution  favoring  re- 
unification was  adopted; 

Resolved,  That  as  about  35  or  40  per  cent  of  the 
members  of  the  Cortland  County  Medical  Society 
are  members  of  both  the  Society  and  the  As- 
sociation; 

That  we  believe  we  express  the  sentiment  of 
nearly  all  the  profession  of  the  county  in  the  de- 
sire for  the  harmonious  union  of  the  two  medical 
organizations  of  the  State,  since  we  believe  our 
influence  and  power  in  the  State  in  obtaining 
needed  legislation  and  preventing  the  enactment 
of  harmful  laws  would  be  greatly  enhanced  there- 


Letter  from  Dr.  Hermann  M.  Biggs,  written 
in  1891  to  Samuel  D.  Douglas,  M.D.,  father  of 
Albert  H.  Douglas,  M.D.,  Jamaica.  Dr.  Samuel 
D.  Douglas  was  at  that  time  house  physician  at 
the  hospital  for  the  Italian  Home  in  New  York 
City  ( From  the  private  collection  of  Albert  H.  Douglas, 
M.D .) 

by,  and  we  recommend  that  all  proper  measures 
be  taken  to  bring  about  this  end. 
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Seals  of  the  Association  and  the  Society.  Upper  left:  Earliest  seal,  1789,  of  a Weekly  Society  of 
Gentlemen,  the  Medical  Society  of  the  State  of  New  York.  Upper  right:  Early  seal  of  the  Medical 
Society  of  the  State  of  New  York,  about  1836.  Lower  left:  Seal  of  the  New  York  State  Medical 
Association,  1884  to  1900.  Lower  right:  Present  seal  of  the  Medical  Society  of  the  State  of  New  York. 


Articles  of  consolidation  were  read  and  adopted 
at  the  respective  meetings  of  the  two  organiza- 
tions in  1904.  The  two  societies  joined  as  the 
Medical  Society  of  the  State  of  New  York,  with 
one  treasury,  with  all  members  of  each  eligible 
for  membership  in  the  State  and  county  soci- 
eties, and  with  the  Principles  of  Medical  Ethics 
of  the  American  Medical  Association  as  a 
suggestive  and  advisory  guide  for  members  in 
their  relations  to  each  other  and  to  the  public. 


Fully  expecting  that  the  union  would  be  com- 
pleted the  following  year,  the  members  were 
deeply  disappointed  to  find  that  a legal  techni- 
cality stood  in  the  way.  It  was  not  until  Decem- 
ber 9, 1905,  that  at  a special  session  of  the  Supreme 
Court,  meeting  in  Rochester,  the  order  was  signed 
which  consolidated  the  two  medical  societies. 

Article  I,  Purposes  of  the  Society,  of  the 
Constitution  of  the  now  reunited  Medical  So- 
ciety of  the  State  of  New  York  read  as  follows: 
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Joint  Committee  of  Conference  for  the  Union  of  the  Medical  Society  of  the  State  of  New  York 
and  the  New  York  State  Medical  Association  sitting  at  the  New  York  Academy  of  Medicine,  New 
York  City,  1903—1904.  Seated  at  the  head  of  the  table  is  Dr.  Abraham  Jacobi,  chairman  of  the 
Joint  Committee. 


The  purposes  of  the  Society  shall  be  to  federate 
and  bring  into  one  compact  organization  the  medi- 
cal profession  of  the  State  of  New  York;  to  ex- 
tend medical  knowledge  and  advance  medical 
science;  to  elevate  the  standard  of  medical  edu- 
cation and  to  secure  the  enactment  and  enforce- 
ment of  just  medical  laws  to  promote  friendly 
intercourse  among  physicians;  to  guard  and  foster 
the  material  interests  of  its  members,  and  to 


protect  them  against  imposition;  and  to  enlighten 
and  direct  public  opinion  in  regard  to  the  great 
problems  of  State  medicine. 

The  first  meeting  of  the  united  members  was 
held  in  Albany  at  the  end  of  January,  1906,  at 
which  auspicious  time  the  one  hundredth  annual 
meeting  was  celebrated. 


Se4$uccetttefttti<i£  TTteetuup 

Medical  Society  of  the  State  of  New  York 

0?e6*cuvut  fo  2 /,  ?957 
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The  Last  Fifty  Years 

JOHN  F.  ROGERS,  M.D.,  POUGHKEEPSIE,  NEW  YORK 


The  second  century  of  the  Medical  Society 
of  the  State  of  New  York  began  with  the 
consolidation  of  the  county  societies  into  one 
amalgamated  union  of  the  profession.  It  also 
marked  the  competent  representation  of  the 
State  Society  with  the  American  Medical  Associ- 
ation, so  that  henceforth  we  would  have  an  equal 
representation  proportionate  with  any  state  in 
the  Union  as  of  June,  190b.  At  that  time  it  was 
stated  that  New  York  State  had  the  largest 
number  of  professional  men  of  any  state,  and  it 
was  considered  probable  that  we  would  have  the 
largest  representation  of  any  state  at  the  con- 
vention. 

The  Centennial  Meeting 

The  first  meeting  of  the  united  members  was 
held  in  Albany  on  January  30  and  31  and  Feb- 
ruary 1,  1906,  at  which  auspicious  time  the 
One  Hundredth  Annual  Meeting  was  celebrated. 

At  this  meeting  a letter  was  read  from  Dr. 
Lewis  S.  McMurty,  president  of  the  American 
Medical  Association,  inviting  the  New  York 
State  Society  to  send  its  quota  of  delegates  to  the 
next  meeting  of  the  national  body  to  be  held  in 
June.  The  president  of  the  State  Society,  Dr. 
Joseph  D.  Bryant,  happily  announced  at  this 
State  meeting  that  the  Medical  Society  of  the 
State  of  New  York  would  be  fully  represented  in 
the  House  of  Delegates  of  the  A.M.A.  The  new 
State  Society  with  over  6,000  members  then 
became,  as  it  had  not  been  for  many  years,  a 
powerful  body  working  for  the  protection  of 
public  health  through  legislation  and  through 
raising  the  standards  of  medical  education  and 
medical  practice. 

The  program  of  the  Centennial  Meeting  was 
as  follows: 

Tuesday  Morning,  9.30  o’Clock 
Opening  Prayer 
President’s  Inaugural  Address. 

Report  of  Committee  of  Conference. 

Executive  business. 

Papers 

“The  Art  and  Science  of  Fitting  Glasses,” 
A.  E.  Davis. 


Joseph  D.  Bryant,  M.D.,  Medical  Society 
president,  1905-1906,  first  president  of  united 
organizations. 


“The  Immediate  and  Early  Treatment  of 
Ocular  Injuries,”  Alvin  A.  Hubbell. 

“Typhoid  Fever,”  Luzerne  Coville. 

“Rapid  Methods  of  Detection  of  Blood  in 
Feces,”  A.  L.  Benedict. 

“Economy  in  Hospital  Management,”  John  A. 
Wyeth. 

“Toxic  Arthritis,”  Henry  A.  Fairbairn. 

Tuesday  Afternoon,  3 o’Clock 

Centennial  Exercises,  Odd  Fellows’  Hall 
Oration  on  Medicine,  Dr.  S.  B.  tVard. 

Oration  on  Sanitation,  Dr.  H.  M.  Biggs. 

Tuesday  Evening,  8 o’Clock 
Centennial  Exercises 
In  Emmanuel  Baptist  Church  on  State  Street. 
Address,  Dr.  Joseph  D.  Bryant,  President  of  the 
Society. 

Address,  Hon.  Charles  II.  Gaus,  Mayor  of 
Albany. 


February  1,  1957 


483 


JOHN  F.  ROGERS 


Address,  Hon.  Frank  W.  Higgins,  Governor, 
State  of  New  York. 

Address,  Hon.  St.  Clair  McKelway. 

Address,  Hon.  Grover  Cleveland.* 

Wednesday  Morning,  9.30  o'Clock 
Papers 

“Report  of  a Case,”  J.  F.  Whitbeck. 

“Arterio  Sclerosis,”  J.  M.  Van  Cott. 

“A  Point  in  the  Technique  of  Breast  Amputa- 
tions for  Cancer,”  R.  F.  Weir. 

“Induction  of  Hyperleucocytosis  in  Infection,” 
W.  G.  Macdonald. 

“Notes  on  Factors  Which  Further  Convales- 
cence Following  Abdominal  Section,”  Frederick 
Holme  Wiggin. 

“A  Stud}'  of  Results  of  Sanatorium  Treatment 
of  Pulmonary  Tuberculosis,”  J.  H.  Pryor. 

“A  Contribution  to  the  Etiology  of  Uterine 
Fibro-Myomata,”  George  McNaughton. 

Wednesday  Afternoon,  3 o'Clock 

In  Emmanuel  Baptist  Church  on  State  Street. 

Oration  on  Surgery,  Dr.  Roswell  Park. 

Addresses 

Dr.  W.  W.  Keen,  Dr.  Nicholas  Senn,  Dr.  W.  H. 
Welch. 

Wednesday  Evening,  7 o'Ctock 
Annual  Dinner  at  Odd  Fellows’  Hall 

Thursday  Morning.  9.30  o’Clock 
Papers 

“Technic  of  Vaginal  Section  in  Pelvic  Diseases 
of  Women,”  J.  Riddle  Goffe. 

“Ex-Ophthalmic  Goitre,”  W.  Gilman  Thomp- 
son. 

“The  Role  of  the  Medical  Society  of  the  State 
of  New  York  Concerning  Medical  Education,” 
William  Warren  Potter. 

“The  Clinical  Limitations  of  Eliminative 
Treatment,”  Allen  A.  Jones. 

“Somatic  Evidences  of  Syphilis  in  Paretics,” 
James  McF.  Winfield. 

“The  Falsity  of  the  Oath  as  at  Present  Ad- 
ministered,” William  Browning. 

An  address  delivered  on  the  occasion  of  the 
One  Hundredth  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  by  the  Hon- 


*  The  world  did  not  then  know  that  in  1893,  as  Cleveland 
began  his  second  term  as  President,  a malignant  tumor  was 
found  in  the  roof  of  his  mouth.  The  greatest  secrecy  sur- 
rounded the  operation  performed  by  W.  W.  Keen,  assisted 
by  Joseph  D.  Bryant,  president  of  the  Medical  Society  in 
1906,  and  J.  F.  Erdmann,  aboard  a yacht  in  Long  Island 
Sound.  Not  until  several  years  after  Cleveland  had  died  in 
in  1908,  did  Keen  publish  the  story. 


orable  Grover  Cleveland,  Princeton,  New 
Jersey,  ex-President  of  the  United  States,  stated: 

. . . We  celebrate  tonight  the  close  of  the  first 
century  in  the  life  and  usefulness  and  honorable 
achievement  of  the  Medical  Society  of  the  State 
of  New  York.  If  it  has  experienced  vicissitudes, 
they  are  as  nothing  when  compared  with  its 
many  triumphs.  It  is  well  to  recall  them  all. 
And  yet  I believe  there  is  no  single  incident  of  its 
career  which  furnished  greater  cause  for  satis- 
faction and  joy  tonight  than  the  harmonious  uni- 
fication of  medical  organization  within  the  Empire 
State,  which  has  just  been  accomplished  under  the 
name  of  this  Society. 

Upon  the  resumption  of  its  relations  with  the 
American  Medical  Association,  it  will  be  in  affil- 
iation with  a national  body  nobly  responsive  to 
the  highest  and  purest  motives  of  the  profession 
We  do  not  suspect  that  the  ethical  sentiment  of 
t he  doct  ors  of  t he  State  of  New  York  needs  prompt- 
ing. And  yet  no  scheme  of  medical  ethics  could 
more  delight  and  satisfy  us  than  the  suggestive 
and  advisory  statement  of  ethical  principles  which 
the  national  organization  has  submitted  to  its 
constituent  State  branches.  This  statement  opens 
with  the  declaration  that  “Physicians  should  not 
only  be  ever  ready  to  obey  the  calls  of  the  sick 
and  the  injured,  but  should  be  mindful  of  the  high 
character  of  their  mission  and  of  the  responsibili- 
ties they  must  incur  in  the  discharge  of  momen- 
tous duties.  In  their  ministrations  they  should 
never  forget  that  the  comfort,  the  health  and  the 
lives  of  those  entrusted  to  their  care  depend  on 
skill,  attention  and  fidelity.”  It  declares  that 
“the  physician  should  be  a minister  of  hope  and 
comfort  to  the  sick,”  and  that  “the  opportunity 
which  a physician  has  of  promoting  and  strength- 
ening the  good  resolutions  of  patients  suffering 
under  the  consequences  of  evil  conduct,  ought 
never  to  be  neglected.”  The  truth  which  under- 
lies the  real  gospel  of  the  profession  is  thus  an- 
nounced: “There  is  no  profession  from  the  mem- 
bers of  which  greater  purity  of  character  and  a 
higher  standard  of  moral  excellence  are  required 
than  the  medical;  and  to  attain  such  eminence  is  a 
duty  every  physician  owes  alike  to  the  profession 
and  to  patients.  It  is  due  to  the  patients,  as  with- 
out it  their  respect  and  confidence  cannot  be  com- 
manded; and  to  the  profession  because  no  scien- 
tific attainments  can  compensate  for  the  want  of 
correct  moral  principles.” 

Another  address,  delivered  on  the  occasion  by 
the  Honorable  St.  Clair  McKelway,  Brooklyn, 
New  York,  Chancellor  of  the  Board  of  Regents 
of  the  University  of  the  State  of  New  York, 
stated : 
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. . . This  has  a relation  to  medical  education. 
This  State  insisted  on  prescribing  primary  stand- 
ards to  its  own  schools,  and  then  monopolized  the 
control  of  intermediate  education  through  its  own 
Boards.  After  doing  both,  it  reserved  to  itself 
the  licensure  of  medical,  legal,  dental,  pharmaceu- 
tical and  other  learned  practitioners.  Whatever 
it  may  then  have  contemplated  or  intended,  it 
then  created  the  demand  that  it  should  eventually 
provide  and  control  the  institutions  themselves, 
whose  human  produce  it  vises,  examines  and  licen- 
ses. I am  not  unaware  of  the  amount  of  property 
involved  in  private  ownership  of  scientific  school 
foundations.  Neither  am  I unaware  of  the  very 
gradual  process  of  public  opinion  and  of  public 
action.  Generations  will  probably  pass  away 
before  the  State  will  completely  control  the  educa- 
tion of  the  children,  from  the  kindergarten  through 
to  the  university;  before  the  State  will  teach  and 
train  as  well  as  make  doctors,  just  as  it  now 
finally  examines  them  and  exclusively  commissions 
them.  Nor  should  one  for  a moment  conclude 
that  there  will  be,  or  that  I would  advocate,  the 
abolition  of  private  foundations.  Such  a division 
already  obtains  in  commonwealths  which  have 
long  conducted  State  universities.  Nothing  es- 
sential, however,  will  eventually  be  beyond  the 
reach  of  the  children  of  the  commonwealth,  at  the 
hands  of  the  commonwealth,  which  is  now  within 
the  reach  of  the  children  who  can  command  the 
benefits  of  private  wealth.  There  will  be  no  com- 
pulsion or  confiscation,  but  there  will  be  discrimi- 
nation. The  State  must  eventually  put  within  the 
reach  of  all  what  private  endowment  or  private 
munificence  now  puts  within  the  reach  only  of 
some  . . . 

It  is  of  interest  to  note  that  the  banquet,  held 
in  Odd  Fellows’  Hall,  cost  $5.00,  including  wine. 
From  the  report  of  the  Committee  of  Arrange- 
ment we  learn  that  cash  was  paid  out  to: 


W.  A.  Wood,  Caterers,  450  dinners 


at  $2.00  per  dinner 

$ 900  00 

Hotel  Ten  Eyck  for  wines  and  cigars 

773.00 

Rent  of  chairs 

25.00 

Flowers 

100.00 

Decorations  of  hall 

50.00 

Stenography,  stationery,  and  postage 

26.00 

Janitor 

15.00 

Sundries 

5.00 

Carriages  for  speakers 

6.50 

$1,900.50 

Activities  of  the  County  Societies 

Since  the  Centennial  Meeting  of  the  State 
Society  and  its  reunion  that  year,  1900,  great 


good  has  been  accomplished  in  the  State  in 
matters  of  medical  interest,  and  all  this  is 
reflected  in  the  acts  of  the  county  societies. 

Charles  L.  Dana,  at  his  induction  as  presi- 
dent of  the  New  York  Academy  of  Medicine  in 
1905,  stated:  “Medical  literature  was  now  so 
profuse  and  the  number  of  Medical  Societies  so 
great,  that  the  profession  in  self  defense  must 
take  some  measures  to  save  time  and  ‘unless  it 
wished  to  be  swamped  by  the  exuberance  of  its 
own  fertility’  should  master  the  art  of  presenting 
what  it  desired  to  record  with  accuracy,  clear- 
ness and  dispatch.’’  He  suggested  the  appoint- 
ment by  the  council  of  a permanent  committee 
on  public  health  and  medical  economics. 

This  was  noted  by  Dr.  Jacobi  as  a master- 
piece of  “Lucid  Brevity.” 

In  1907  Horace  Hicks,  of  Amsterdam,  at  his 
induction  as  president  of  Montgomery  County, 
made  this  prophecy:  “Study  and  research  will 
carry  our  profession  to  a point  of  perfection 
where  disease  will  be  prevented,  not  cured,  that 
death  will  result  from  two  causes  only,  accident 
and  old  age\” 

During  these  years  most  county  medical 
societies  had  open  meetings,  and  a reporter  from 
the  press  as  well  as  an  interested  general  public 
were  present.  Occasionally,  someone  would 
call  for  an  executive  session,  and  everyone  would 
have  to  leave  the  room  except  the  members  in 
good  standing. 

At  the  beginning  of  1908  many  medical  soci- 
eties, notably  Westchester,  New  York,  Seneca, 
Montgomery,  and  Erie  and  probably  most  others, 
proposed  the  following  resolution: 

It  is  for  the  best  interests  of  the  public,  that 
the  Health  Department  of  this  State  should  fur- 
nish free  diphtheria  and  tetanus  antitoxins  to  all 
those  in  the  State  who  need  them. 

Resolved,  that  we  use  our  influence  with  mem- 
bers of  the  Legislature  to  appropriate  sufficient 
funds; 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  State  Commissioner  of  Health  and  also 
published  in  the  State  Journal. 

At  a meeting  in  July,  1908,  the  president  of  the 
First  District  Branch  addressed  the  Dutchess 
County  Medical  Society  and  spoke  of  the  need 
for  an  offensive  instead  of  a defensive  attitude  as 
regards  medical  legislation.  This  meeting  was 
particularly  disturbed  over  the  fact  that  our 
local  legislators  “failed  to  vote  as  requested  by 
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the  members  and  voted  against  the  advice  and 
wishes  of  the  members.”  The  subject  matter 
was  the  passing  of  the  Optometry  Bill  and  the 
then  Governor  of  the  State,  Charles  E.  Hughes, 
was  criticized  for  signing  it.  The  Society  re- 
quested by  resolution  “that  in  the  future  he 
respect  the  wishes  of  the  united  profession  in 
medical  legislative  matters.”  The  problem  of 
legislation  is  still  with  us,  and  nothing  much  can 
be  done  until  local  societies  make  a concerted 
effort  to  inform  and  persuade  our  legislators  to 
our  point  of  view. 

In  October,  1908,  the  A.M.A.  recommended 
that  medical  societies  conduct  popular  lectures 
on  medical  subjects.  This  was  a forerunner 
of  the  medical  forums  presented  today  by  the 
county  medical  societies  as  part  of  their  public 
relations  programs. 

On  October  21,  1908,  the  second  annual  meet- 
ing of  the  First  District  Branch  was  held  at 
Vassal'  Institute,  Poughkeepsie,  New  York,  with 
a morning  and  afternoon  session.  Among  the 
distinguished  speakers  were  Dr.  Joseph  Price  of 
Philadelphia,  Dr.  Daniel  Dougherty  of  New 
York  City,  and  Dr.  Louis  Fougeres  Bishop  of 
cardiac-blood  pressure  fame.  One  can  see  the 
fine,  diplomatic  hand  as  well  as  the  approaching 
medical  political  power  of  Dr.  James  Sadlier  in 
all  these  meetings  from  1900  onward.  There 
was  always  present  a great  array  of  scientific 
talent  as  well  as  officials  of  the  State  Society. 
Travel  was  still  primitive,  involving  railroads 
for  any  distance  over  25  miles,  and  the  presence 
of  these  distinguished  men  was  a great  com- 
pliment to  Dr.  Sadlier.  He  was  aided  by  that 
masterful  expert  at  extemporaneous  speech, 
Dr.  John  A.  Card.  No  one  has  ever  equaled  the 
commanding  presence  at  a meeting  of  Dr.  Card, 
who  later  became  the  speaker  of  the  House  of 
Delegates.  He  was  for  many  years  a coroner  and 
later,  in  1932,  became  the  first  Medical  Examiner 
of  Dutchess  County. 

A campaign  against  tuberculosis  was  begun 
in  1908  by  the  State  Charities  Aid  Association, 
which  realized  the  seriousness  of  this  disease,  for 
at  this  time  tuberculosis  was  responsible  for  one 
tenth  of  the  deaths  in  New  York  State,  and 
750,000  died  of  it  in  the  United  States. 

All  of  the  county  societies  throughout  the 
State  aired  their  individual  problems  of  public 
health,  and  through  their  delegates  to  the  State 
Society  much  legislation  was  sponsored  in  the 
never-ending  crusade  for  improved  health. 


One  of  the  earliest  committees  on  public  health 
was  formed  in  1912  by  the  New  York  Academy  of 
Medicine.  In  this  year  they  adopted  resolutions 
opposing  a new  City  Health  Department  clinic 
in  New  York  for  treatment  of  venereal  disease 
until  it  was  proved  that  existing  clinics  were 
inadequate,  but  they  approved  diagnostic  serv- 
ices through  the  Department  of  Laboratories 
for  those  unable  to  pay  and  also  the  establish- 
ment of  a Department  of  Health  hospital  for 
treatment  in  certain  stages  of  venereal  disease. 

Newspapers  were  urged  to  discontinue  the  use 
of  obscure  terms  and  to  speak  frankly  of  venereal 
disease.  The  New  York  Academy  requested 
report  cards  on  this  condition  as  early  as  1910. 
The  State  of  New  York,  through  the  Depart- 
ment of  Health,  had  provided  district  health 
officers  since  1914,  but  earlier  and  more  com- 
plete reporting  by  the  profession  was  deemed 
necessary,  not  only  of  those  cases  under  treat- 
ment, but  also  of  contacts.  The  venereal  disease 
law  of  the  Federal  government  was  enacted  in 
1918,  giving  the  states  funds  for  clinics  and 
lectures. 

In  1913  it  was  recommended  that  the  Society 
emphasize  the  importance  of  public  education 
on  the  subject  of  cancer.  Poliomyelitis  was 
made  reportable  under  the  Public  Health  Law 
after  1910,  and  an  appropriation  was  recom- 
mended to  the  Legislature  under  Governor  Dix 
to  investigate  and  study  the  epidemic  of  polio- 
myelitis in  1907. 

William  M.  Polk,  as  newly  elected  president 
of  the  New  York  Academy  of  Medicine  in  1911, 
stated  that  he  deplored  the  mercenary  motive, 
regrettably  increasing  in  the  profession  at 
large,  and  urged  hospitals  to  develop  their  use- 
fulness by  adopting  social  service  activities 
such  as  the  Massachusetts  General  Hospital  had 
done.  At  the  same  meeting  Dr.  Lewis  Cole 
prophesied  the  coming  of  x-ray  diagnosis. 

In  1913  the  Federal  Income  Tax  Law  was 
ratified. 

Possibly  the  most  important  event  of  the  year 
1914  was  the  Workmen’s  Compensation  Act. 
The  Act  was  published  in  abstract  with  accom- 
panying “Medical  and  Surgical  Fee  Bill.”  As 
described  by  Dr.  Alexander  Lambert,  chairman 
of  the  Society’s  Committee  on  the  Workmen’s 
Compensation  Law,  “It  is,  therefore,  a fee  bill 
for  all  laborers  and  household  servants,  artisans 
and  workmen  except  agricultural  laborers,  and 
only  for  their  care  when  they  are  injured  during 
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their  working  hours  at  their  trade  or  occupation.” 
The  fees  reflect  the  rates  of  pay  current  at  that 
time  in  business  and  industry.  First  visit  in  a 
doctor’s  office,  including  operative  procedure  and 
dressing  of  ordinary  wounds — Si. 50;  house 
visit,  day — S2.00;  hospital  visit,  day — $1.00, 
including  antiseptic  dressing  when  necessary; 
night  visit  (9  p.m.  to  7 a.m.) — $3.00;  mileage 
beyond  city  limits,  per  mile,  one  way  only — 50^. 
Those  were  the  days  of  the  Model  T Ford. 

The  development  and  expansion  of  the  State 
Laboratory  at  Albany,  established  in  1907,  was 
discussed  the  same  year  by  Dr.  A.  B.  Wads- 
worth, its  director,  and  he  announced  a new 
service  by  his  staff,  “the  serum  diagnosis  of 
syphilis.”  The  medical  war  against  venereal 
disease  was  being  intensified. 

A paper  in  1914  dealing  with  the  dangers  of 
nonmedical  anesthetists,  particularly  nurses, 
employed  some  strong  language.  Says  the 
author:  “Never  in  the  History  of  the  United 
States  has  there  been  a time  when  the  public 
distrusted  the  medical  profession  as  much 
as  it  does  today  . . . Educated  men  and  women 
are  beginning  to  learn  that  the  administration  of 
a general  anesthetic  is  a very  serious  matter,  and, 
before  many  years  have  passed,  people  will  know 
something  of  the  dangers  of  anesthesia  and  its 
horrible  after-effects  when  given  by  amateurs 
to  sensitive  patients  . . . Legislation  prohibiting 
physicians  from  doing  surgical  work  before  be- 
coming surgeons  may  be  desirable  if  constitu- 
tional, but  it  is  not  nearly  as  necessary  ...  as  is 
legislation  that  will  prevent  nurses  from  prac- 
ticing a specialty  in  medicine  without  a medical 
education  . . . with  the  connivance  and  assistance 
...  of  surgeons  some  of  whom  know  very  little  of 
the  reai  dangers  of  any  general  anesthetic.” 
Such  criticism  is  indicative  of  the  vitality  of 
medicine  here  and  of  the  will  to  police  its  own 
affairs  in  the  public  interest. 

In  1915  the  members  of  the  New  York  Acad- 
emy of  Medicine  complained  of  their  inability  to 
park  their  cars  in  front  of  the  Academy!  During 
the  period  of  1910-1920  the  practice  of  medicine 
underwent  very  definite  changes.  The  auto- 
mobile reached  that  state  of  perfection  in  which 
it  could  be  used  all  year  around.  This  imme- 
diately increased  the  distance  the  physician  could 
profitably  travel  to  make  calls,  and  one  phy- 
sician could  take  care  of  many  more  patients. 
The  automobile  also  made  it  possible  for  the 
patient,  even  though  moderately  ill,  to  visit  the 


physician,  and  when  seriously  ill,  he  was  hospi- 
talized, with  the  result  that  home  visits  became 
much  fewer  and  hospital  and  office  work  in- 
creased. 

On  July  14,  1915,  Dr.  Sadlier  brought  up  the 
question  of  inviting  the  Putnam  County  phy- 
sicians to  join  in  a new  organization  called  the 
Dutchess-Putnam  County  Medical  Society.  A 
formal  resolution  was  presented  by  Dr.  Card  in 
January,  191(1,  and  passed. 

The  Comitia  Minora  report  on  the  amalgama- 
tion of  Dutchess  and  Putnam  Counties,  to  be 
known  as  Dutchess-Putnam  Medical  Society, 
was  approved,  and  the  secretary  was  directed  to 
obtain  the  necessary  seal  and  rubber  stamps 
indicating  the  change  of  name.  The  Council  of 
the  State  Society  had  approved  the  projected 
union.  A new  set  of  bylaws  was  proposed  for  the 
October  meeting.  In  these  new  bylaws  the 
annual  meeting  was  to  be  changed  from  October 
to  January. 

The  report  of  the  Councillor  of  the  First 
District  Branch  in  1917  was  interesting  in  that  it 
chronicled  the  completion  of  county  member- 
ship in  that  branch  by  including  Putnam  County, 
which  was  without  a county  society,  having 
only  20  practicing  physicians.  The  dilemma  was 
solved  “by  reason  of  the  fact  that  its  neighbor, 
Dutchess  County,  extended  an  invitation  to  the 
medical  fraternity  of  Putnam  County  to  amal- 
gamate with  them  under  the  name  of  the  Dutch- 
ess-Putnam Medical  Society.” 

As  a sequel  to  this  amalgamation  we  are  in- 
serting here  the  action  taken  later,  dissolving  this 
union.  On  June  13,  1934,  a group  of  physicians 
residing  in  Putnam  County  petitioned  the 
House  of  Delegates  for  permission  to  form  their 
own  separate  organization,  to  be  known  as  the 
Putnam  County  Medical  Society.  At  the 
September,  1934,  meeting  the  petition  was 
discussed,  and  it  was  unanimously  voted  that  it 
be  accepted  and  referred  back  to  the  House  of 
Delegates  of  the  State  Society  for  final  action. 
The  dissolution  was  completed  as  of  October, 
1935,  and  Dutchess  reverted  to  its  original  cor- 
porate name  of  September  20,  1806,  the  Dutch- 
ess County  Medical  Society.  The  members  in 
Putnam  who  had  paid  dues  were  returned  a 
half  year’s  dues  from  July  1,  1935,  to  December 
31,  1935.  It  would  appear  that  the  reason  be- 
hind the  petition  was  that  the  physicians  living 
in  Putnam  were  not  having  a chance  to  be  active 
on  committees.  Nor  were  they  being  given  op- 
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portunities  to  act  as  delegates  to  the  State  Society. 
There  were  only  12  physicians  involved.  It  is 
interesting  to  note  that  Putnam  County  was 
taken  from  Dutchess  County  on  June  12,  1812. 
The  reasons  underlying  this  county  division 
would  make  a story  in  itself,  but  this  does  not 
concern  the  medical  history  of  the  two  counties 
from  union  in  1916  to  separation  in  1935. 

In  1917  the  Eighteenth  or  Prohibition  Amend- 
ment was  submitted  to  Congress,  the  Work- 
men’s Compensation  Act  in  New  York  State 
had  been  in  operation  for  three  years,  and  on  top 
of  all  this  now  came  the  Mills  Bill  for  compul- 
sory health  insurance.  In  England,  under 
Lloyd  George,  health  insurance  had  been  in 
operation  since  1911  in  a modified  form,  later  to 
be  expanded.  It  is  no  wonder  that  the  then 
editor  of  the  Journal  gave  top  ranking  to 
matters  of  domestic  social-economic  importance 
and  stated  in  1917:  “Can  you  recall  a year  since 
the  exciting  one  of  amalgamation  in  winch  the 
vital  interests  of  the  profession  had  more  at 
stake  than  the  present  one?” 

World  War  I and  the  Postwar  Years 

The  United  States  officially  declared  war  on 
Germany  on  April  6,  1917,  but  President  Wood- 
row  Wilson  delayed,  until  May  18,  1917,  the 
signing  of  the  Selective  Military  Conscription 
Bill.  The  actual  entrance  of  the  United  States 
into  the  war  coincided  with  the  Annual  Meeting 
in  Utica  in  April,  1917.  Many  medical  officers 
had  had  battle  experience  of  a kind  in  the  Mexi- 
can border  war  under  General  John  J.  Pershing 
the  year  previous,  most  of  them  being  National 
Guardsmen.  The  editor  of  the  Journal  at  this 
time  stated  that  “preparedness  for  the  threat- 
ened war  is  a subject  of  vital  importance  and 
practical  plans  should  be  devised  to  organize  into 
shape  the  acceptable  medical  personnel  (age, 
mental  and  physical  fitness)  of  the  State  into  a 
utilizable  force.” 

This  subject  was  not  given  a place  on  the  pro- 
gram of  the  annual  meeting,  although  there  was 
some  discussion  at  that  meeting  on  the  matter. 

Dr.  J.  Bentley  Squier  of  the  Council  for  Na- 
tional Defense  discussed  the  problem  of  the  loss 
or  dissipation  of  the  practice  of  a civilian  doctor 
who  joined  the  Arm}’  or  Navy.  To  protect 
these  men  and  to  reassure  those  who  might  wish 
to  volunteer,  several  resolutions  were  adopted, 
which  were  also  to  be  presented  at  “the  Annual 
Meetings  of  the  State  Societies.”  One  resolu- 


Martin  B.  Tinker,  M.D.,  Medical  Society  presi- 
dent, 1916. 


tion  proposed  the  following: 

Resolved,  That  the  ( Name  of  State  Society) 
recognizes  the  patriotism  of  those  members  of  the 

medical  profession  resident  in  . . who 

volunteer  for  the  service  of  the  U.S.  Government, 
and  in  appreciation  of  this  we  recommend  that 
should  these  members  of  the  profession  be  called 
into  active  service,  the  doctors  who  shall  attend 
their  patients  should  turn  over  one  third  of  the 
fees  collected  from  such  patients  to  the  physician 
in  active  service  or  to  his  family. 

This  was  adopted,  as  well  as  the  other  recom- 
mendations of  the  committee  for  implementing 
the  resolution. 

An  agreement  was  drawn  up  which  was  to  be 
sent  to  each  physician  in  the  State  for  signature, 
and  each  physician  who  did  enter  one  of  the 
military  services  was  given  a printed  form  for  his 
patients  embodying  the  resolution,  which  was 
to  be  shown  to  any  attending  doctor  whom  the 
patient  might  call.  The  agreement  was  as 
follows : 

Agreement 

I agree  to  abide  by  resolution  adopted  in  rela- 
tion to  fees  for  attendance  on  patients  of  doctors 
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ordered  into  active  service  for  the  Government, 
and  to  keep  such  books  as  will  readily  show  collec- 
tion of  such  fees.  I further  agree  to  ask  every 
patient  whom  I have  not  previously  treated,  the 
name  of  his  usual  or  last  medical  attendant  and  if 
such  doctor  is  in  the  active  service  of  his  Govern- 
ment, to  turn  over  monthly  or  quarterly  to  such 
physician  or  his  family  if  he  so  directs,  one  third 
of  the  fees  collected  by  me  from  this  patient. 

I further  agree  that  when  patients  are  referred 
to  me  by  a physician  or  person  who  has  not  here- 
tofore referred  patients  to  me,  to  find  out  from 
such  physician  or  persons  to  whom,  in  the  im- 
mediate past,  they  have  usually  referred  their 
patients  requiring  the  special  services  I can  render, 
and  if  such  physician  is  in  the  active  service  of 
his  country,  to  turn  over  to  him  one  third  of  the 
fee  collected  from  such  patient.  This  paragraph 
shall  likewise  apply  to  consultations. 

I further  agree  not  to  attend  any  patients  refer- 
red to  above,  for  a period  of  one  year  following 
the  resumption  of  active  practice  by  the  physician 
who  has  been  in  active  service. 

In  the  remote  chance  of  misunderstandings  or 
disagreements  arising  under  this  resolution,  I 
agree  to  submit  the  facts  to  the  Board  of  Censors 
of  the  County  Society  and  abide  by  their  decision. 
( Signed ) 

Date 

After  signing  please  mail  this  to  Secretary  of 
State  Society. 

More  and  more  of  the  men  in  the  medical 
profession  were  entering  military  service,  among 
them  the  president  of  the  Medical  Society  for 
the  year  1917-1918,  Major  Alexander  Lambert. 
A member  of  the  Medical  Reserve  Corps  since 
1907,  he  was  called  to  active  duty  in  France  in 
May,  1917,  and  was  appointed  Deputy  Com- 
missioner of  War  Relief  of  the  Red  Cross  and 
Chief  Medical  Advisor  of  all  American  Red  Cross 
Activities  in  France  and  Belgium.  During  his 
absence  the  affairs  of  the  Society  were  handled  by 
the  first  vice-president,  Dr.  Thomas  H.  Halsted. 
Major  Lambert  was  available  to  give  the“  Presi- 
dent’s Address”  at  the  Annual  Meeting  in  1918, 
and  his  words  give  us  a stirring  picture  of  the 
trials  of  a physician  in  war  torn  France. 

. . . The  work  there  is  to  do  now  and  for  which 
I have  come  home  and  ask  your  aid  is  this:  we  are 
short  of  doctors.  I have  come  back  for  about 
thirty  or  fifty  doctors  to  help  us.  I have  been 
working  alone  caring  for  the  scientific  part;  I 
have  been  unable  for  days  and  weeks  to  leave 
Paris  because  I did  not  have  anyone  there  to  whom 
I could  entrust  my  work.  Dr.  Burlingame,  my 
assistant,  is  doing  work  that  half  a dozen  men 
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should  do,  and  he  is  getting  tired.  During  the 
recent  drive  we  had  to  take  every  doctor  and  send 
him  to  the  front  to  help  out.  There  have  been 
Red  Cross  doctors  in  one  of  the  hospitals  who 
stayed  because  they  were  not  ordered  back,  and 
they  stayed  back  of  the  line  between  the  head- 
quarters of  the  French  Division  and  their  front 
line,  with  hospitals  near  where  105  millimeter 
guns  were  in  full  action.  They  stayed  there  and 
did  their  work  with  the  aid  of  one  or  two  nurse 
aids,  and  two  canteen  workers,  an  old  gardener, 
and  two  chauffeurs,  and  worked  for  28  hours  on  a 
stretch  when  every  one  belonging  to  the  hospital 
had  left.  They  stuck  it  out  because  they  would 
not  leave.  They  did  splendid  work,  and  a French 
consultant  told  me  that  they  did  as  good  surgical 
work  as  any  that  was  being  done.  In  fact,  he 
could  not  express  himself  in  words  of  praise  suffi- 
ciently adequate  for  these  men.  You  may  be 
called  upon  to  do  that  work  if  you  help  me.  You 
may  be  called  upon  to  do  such  surgery.  There  are 
also  administrative  duties  to  perform.  There  is 
work  to  be  done  in  plain  administration  with  Dr. 
Burlingame.  You  may  be  sent  at  any  time  to  go 
down  into  some  of  the  smaller  districts,  for  the 
whole  of  France  has  been  districted.  I need  men 
to  help  the  commanders  in  these  districts.  I need 
men  for  hospitals  of  the  superintendent  type.  I 
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need  x-ray  men  if  I can  obtain  them.  Bacteriol- 
ogists are  wanted.  The  services  to  be  rendered 
to  the  civilian  population  are  great  in  the  way  of 
breaking  up  epidemics  of  scarlet  fever,  diphtheria, 
mumps,  and  other  infectious  diseases  that  break 
out  among  the  civilian  population.  I need  15  or 
20  men  for  that  work. 

...  I need  young,  vigorous  men  and  older  men 
who  have  retained  their  physical  vigor.  It  is 
emotional,  hard,  trying  work  over  there,  and  it 
requires  an  abundance  of  courage  and  plenty  of 
resistance. 

You  will  find  the  climate  of  France  is  one  of  the 
meanest  you  ever  worked  in.  It  is  a cold,  chilly 
climate  that  gets  into  your  bones  and  you  do  not 
know  why,  as  the  temperature  does  not  seem  to  be 
so  low. 

As  I have  previously  said,  I am  here  to  beg  for 
volunteers  and  for  those  who  will  help  me.  I 
cannot  take  men  from  the  medical  schools,  but  I 
can  take  them  during  the  summer  vacation,  and  I 
will  be  glad  to  have  them,  but  they  must  make  up 
their  minds  to  return  in  the  fall  to  their  work  in 
this  country.  I do  not  want  men  of  draft  age. 
I can  take  men  who  have  been  wanting  to  go  into 
the  Medical  Reserve  Corps  and  who  for  one  reason 
or  another  have  been  ruled  out,  or  men  between 
55  and  60  who  retain  their  active  physical  vigor, 


who  can  stand  the  hard  work  which  they  will 
have  to  do  over  there. 

I have  said  enough,  and  this  is  a report  of  the 
work  I have  done  instead  of  the  work  you  gave 
me  to  do,  but  which  has  been  so  ably  done  by  Dr. 
Halsted,  that  the  Society  has  increased  in  its  in- 
fluence and  usefulness. 

The  Directory  was  almost  a month  late  in 
publication,  it  was  reported  at  the  Annual  Meet- 
ing in  1918,  owing  first  to  the  printers’  strike, 
which  delayed  the  work  at  least  three  weeks,  and 
also  to  the  fact  that  the  services  of  Boyd’s  City 
Dispatch,  who  had  the  delivery  of  the  Directory, 
were  commandeered  by  the  Government  for  the 
delivery  of  War  Savings  Stamps  just  at  the  time 
when  the  directories  were  sent  to  them,  which 
meant  an  additional  ten  days  before  the  book 
reached  the  members. 

It  is  strange  that  in  many  county  society 
minutes  of  1917-1918,  there  was  little  comment 
made  about  military  service.  Seneca,  Dutchess, 
Westchester,  and  some  others  did  pass  a resolu- 
tion that  State  dues  of  all  members  absent  in 
military  service  would  be  paid  by  the  county 
society,  and  the  Society  would  remit  dues  of  the 
county  for  these  members. 

The  influenza  epidemic  of  1918  created  havoc, 
and  tremendous  efforts  were  made  by  the  physi- 
cians of  the  State  to  cope  with  it.  This  dif- 
ficulty was  trebled  by  the  fact  that  a large  number 
of  the  professional  men  were  in  military  service. 
The  mortality  was  appalling  since  the  therapy 
was  still  nearly  the  same  as  in  the  nineteenth 
century. 

Efforts  were  made  in  October,  1919,  to  endorse 
a bill  to  be  framed  by  the  Council  of  the  State 
Society  to  make  a physician’s  bill  a preferred 
claim  against  an  estate.  This  type  of  legislation 
has  been  attempted  for  forty  years  with  no 
report  out  of  committee. 

In  the  year  1921  there  was  much  discussion  of 
and  opposition  to  the  passage  of  the  Osteopathic 
and  Chiropractic  Bills  unless  the  State  demanded 
educational  requirements  equal  to  those  of  a 
Doctor  of  Medicine. 

Growth  of  the  Society 

After  World  War  I the  medical  profession 
in  the  State  reached  its  highest  peak,  both  in 
facilities  for  successful  practice  and  in  financial 
returns  for  services.  The  1907  membership  of 
the  State  Society  was  5,857,  and  in  January, 
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1917,  it  stood  at  8,287,  while  by  1925  the  Society 
numbered  10,244.  In  January,  1957,  the  total 
membership  was  24,433. 

Rapid  growth  of  the  Society  and  extension  of 
its  activities,  especially  in  the  field  of  legislative 
matters,  were  producing  changes  within  the 
organization  to  meet  the  new  demands  on  it. 

On  May  2,  1921,  the  House  of  Delegates  voted 
the  creation  of  a Legislation  Bureau,  and  it  was 
reported  in  1922  that  the  Bureau  was  established 
at  51  Chapel  Street,  Albany.  On  April  22, 
1924,  the  House  adopted  a recommendation  that 
the  Bureau  be  continued  and  that  a full-time 
executive  be  employed,  and  the  Council  approved 
the  appointment  of  Dr.  Joseph  Lawrence  on 
December  29,  1924.  The  executive  officer, 

with  offices  in  Albany,  was  added  to  the  roster  of 
the  State  Society  officers,  and  Dr.  Lawrence, 
formerly  with  the  State  Department  of  Health, 
began  his  duties. 

The  various  departments  reflect  the  growth  of 
the  Society’s  interests  on  behalf  of  the  practicing 
physicians  of  the  State.  Relations  with  the 
public  press  improved  as  the  Public  Relations 
Committee  began  to  function,  and  the  Committee 
on  Public  Health  and  Education  under  Dr. 
Harry  Trick,  as  chairman,  was  working  well 
with  the  Department  of  Health  of  the  State  of 
New  York,  as  well  as  with  the  New  York  City 
Department  of  Health.  Postgraduate  instruc- 
tion of  physicians  proceeded  according  to  a well- 
organized  plan,  covering  a wide  variety  of 
medical,  surgical,  and  therapeutic  topics. 

At  its  March  29,  1926,  meeting  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  adopted  Article  6 of  the  Constitution 
creating  a Board  of  Trustees  for  the  Society. 
The  first  trustees  were  elected  on  March  30  of 
that  year. 

The  Prohibition  Era 

There  were  frequent  comments  on  alcoholism 
during  the  prohibition  era  with  particularly 
widespread  dissatisfaction  regarding  the  role  of 
the  dispensing  physician.  It  would  be  difficult  to 
determine  the  number  of  physicians  who  wrote 
liquor  prescriptions  for  strictly  medical  purposes. 

An  interesting  commentary  from  the  minutes 
of  the  Dutchess-Putnam  Medical  Society  min- 
utes relative  to  alcohol  is  noted  here.  A letter 
was  received  at  the  December,  1930,  meeting  of 
the  Dutchess-Putnam  Medical  Society  from 
Mrs.  John  Wing  asking  the  society  to  state  its 


Nathan  B.  Van  Etten,  M.D.,  Medical  Society 
president,  1925;  American  Medical  Association 
president,  1940. 


position  on  the  medical  use  of  alcohol.  The 
Committee  on  Public  Relations  of  the  Dutchess- 
Putnam  Medical  Society  offered  the  following 
resolution : 

Whereas,  certain  members  of  the  laity  and 
some  professional  people  have  reported  that  physi- 
cians are  discontinuing  the  use  of  alcohol  as  a 
stimulant  in  medical  treatment  and  that  Vassar 
Hospital  has  adopted  the  same  procedure  and  is 
using  aromatic  spirits  of  ammonia  in  place  of  alco- 
hol; therefore  be  it 

Resolved,  that  such  statements  are  without 
foundation  and  that  the  Dutchess-Putnam  Medi- 
cal Society,  is  not  in  accord  with  the  statements 
in  the  preamble;  be  it  further 

Resolved,  that  the  members  of  this  society  know 
that  alcohol  is  a valuable  stimulant  and  its  use 
should  not  be  restricted  by  legislation,  and  that 
the  substitution  of  other  agents  does  not  accom- 
plish the  same  results;  be  it  furt  her 

Resolved,  that  inasmuch  as  the  statements  in  the 
preamble  have  been  publicly  made,  that  a copy  of 
these  resolutions  be  sent  to  the  daily  papers  and 
to  the  Woman’s  Organization  for  National  Pro- 
hibition Reform. 

Signed:  John  A.  Card 

Wm.  A.  Kreiger 
C.  Knight  Deyo 
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2 East  103rd  Street,  New  York  City.  ( Photo 
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In  January,  1927,  the  director  of  the  New 
York  Academy  of  Medicine  called  the  attention 
of  its  council  to  the  fact  that  the  Supreme  Court 
in  its  decision  in  April,  1925,  had  stated  that 
Congress  could  not  regulate  the  practice  of 
medicine  by  means  of  the  Harrison  Narcotic 
Law,  yet  in  November,  1926,  the  Court  handed 
down  a decision  that  that  part  of  the  Volstead 
Act  which  limited  the  right  of  physicians  to 
prescribe  was  constitutional.  The  president  was 
authorized  to  appoint  a special  committee  to 
consider  this  matter. 

In  May  the  Academy  adopted  the  following 
resolution : 

Whereas,  the  Federal  Law,  known  as  the 
Volstead  Act,  in  the  provisions  of  Section  7,  the 
constitutionality  of  which  has  been  upheld  in  a 
recent  decision  of  the  Supreme  Court  of  the  United 
States,  limits  the  freedom  of  the  physician  in 
prescribing  for  his  patients,  and 

Whereas,  this  congressional  assumption  of 
power  belonging  to  the  States  takes  away  from 
the  States  their  right  to  regulate  the  practice  of 
medicine  within  their  own  borders,  and 

Whereas,  this  power  may  be  extended  so  as 
to  limit  the  use  of  other  drugs  for  the  satisfactory 
and  scientific  practice  of  medicine  and  to  the  dis- 
comfiture of  the  States,  be  it 
Resolved,  that  the  New  York  Academy  of 
Medicine  hereby  records  its  opinion  that  Section  7 
of  the  Volstead  Act  is  a serious  infringement  upon 
the  legitimate  practice  of  medicine,  and  that  the 


Council  of  the  Academy  is  hereby  authorized  to 
take  such  steps  as  it  may  deem  necessary  to 
secure  a modification  of  this  Section  so  that  there 
will  be  no  limitation  in  the  time  during  which  one 
pint  of  spirituous  liquor  may  be  administered 
under  due  regulations  to  prevent  the  illegal  use 
of  spirituous  liquor  for  beverage  purposes. 

Of  course  the  Academy  could  do  little,  but  the 
council  voted  to  print  the  resolutions  and  send 
them  to  every  county  medical  society  in  the 
State  and  to  all  members  of  Congress. 

The  Committee  on  Public  Health  Relations  of 
New  York  Academy  of  Medicine  was,  as  always, 
very  active.  In  1929  the  Police  Department 
raided  the  office  of  a private  physician  who  was 
giving  advice  on  birth  control  and  seized  her 
records.  This  caused  a great  deal  of  newspaper 
notoriety'.  The  whole  matter  was  seriously 
discussed,  and  the  Academy,  on  the  report  of  the 
committee,  published  a very  guarded  statement, 
protesting  against  the  seizure  of  confidential 
records  as  a dangerous  precedent,  but  withheld 
final  judgment  until  all  the  facts  were  ascertained. 

The  Committee  on  Modification  of  the  Vol- 
stead Act  was  also  active.  Dr.  Coleman  had 
presented  a preamble  and  resolution  in  1929, 
charging  that  the  law  which  made  the  diagnosis 
available  to  any  prohibition  inspector  whenever 
liquor  was  prescribed  violated  the  confidential 
relations  of  patient  and  physician.  This  in- 
violability had  been  protected  from  earliest 
times,  just  as  the  relations  of  priest  and  peni- 
tent, lawyer  and  client  had  been.  The  resolu- 
tion expressed  the  opposition  of  the  Academy'  to 
this  forced  betrayal  of  confidential  communica- 
tion. 

The  resolution  was  tabled  for  some  time,  but 
in  May',  1931,  in  a long  preamble  were  outlined 
Dr.  Coleman’s  complaint,  the  action  of  the 
Legislature  in  freeing  the  medical  profession 
from  the  authority  of  Congress  over  medical 
practice  (Hastings  Act),  and  the  recommenda- 
tions of  the  Wickersham  Commission,  which 
unanimously'  voted  the  removal  of  this  cause  of 
complaint.  Resolutions  followed  which  con- 
demned the  provisions  interfering  with  medical 
practice  and  urged  each  Fellow  of  the  Academy 
to  demand  of  his  Senators  and  Congressmen  the 
repeal  of  these  portions  of  the  Volstead  Act. 
Also  a copy  of  the  resolution  was  to  be  sent  to 
the  members  from  New  York  in  the  Senate  and 
in  the  House  of  Representatives. 
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Medicine  in  the  Depression 

The  first  conference  of  the  chairmen  of  the 
public  relations  committees  of  the  component 
county  medical  societies  was  held  in  Albany  in 
September,  1929.  Thirty-one  counties  were 
represented.  The  leadership  of  the  State  So- 
ciety was  producing  rapid  results  throughout  the 
State.  Twenty-two  speakers  “described  con- 
ditions in  their  counties”  and  what  was  being 
done  particularly  about  public  health  matters. 

Extensive  surveys  of  the  medical,  hospital, 
and  public  health  facilities  of  the  counties  of  the 
State  had  been  carried  on  as  a public  relations 
project  by  the  State  Society  in  conjunction  with 
the  analogous  committees  of  the  several  counties. 
Expansion  of  Society  activities  in  the  fields  of 
medical  economics  and  the  volume,  quality,  cost, 
and  spread  of  medical  care  to  the  indigent  and 
to  low-income  groups  were  spurred  ahead  by  the 
voluminous  report  of  the  Committee  on  the 
Costs  of  Medical  Care  and  its  numerous  minority 
reports.  The  deepening  depression,  the  growing 
number  of  the  aged  and  infirm,  the  extravagance 
of  government  in  the  matter  of  Veterans  Admin- 
istration hospitals,  and  the  low  state  of  the 
medical  service  in  these  facilities  were  creating 
problems  of  great  seriousness  and  vast  extent. 

The  crescendo  of  this  growth  of  the  Depart- 
ment of  Public  Welfare  facilities  barely  kept 
ahead  of  the  enormous  burden  thrown  upon  it  by 
the  depression  of  1929-1933.  To  afford  better 
medical  service  for  the  people  of  the  counties 
an  effort  was  made  to  take  advantage  of  the 
66  per  cent  refund  of  Federal  Relief  Aid  for 
home  relief  made  available  on  November  1, 
1933.  This  would  not  be  available  for  insti- 
tutional care  of  the  sick.  The  Society  was  of  the 
opinion  that  full  use  of  home  medical  service 
would  save  the  taxpayers  money,  improve  the 
medical  service,  lighten  the  load  on  institutions, 
and  improve  the  economic  situation  of  the 
physicians  of  the  counties  who  were  also  tax- 
payers. 

In  many  ways  the  problems  of  the  Society 
were  novel  in  1933.  Statistical  information  was 
lacking  by  which  reasonable  argument  and 
judgment  could  be  guided  in  meeting  novel 
situations  which  were  constantly  arising.  As 
may  be  seen,  Westchester  County,  for  example, 
was  pioneering  in  social  welfare  practice.  This 
necessitated  a careful,  well-integrated  procedure 
on  the  part  of  government,  the  medical  profession, 


and  the  social  and  economic  theorists.  These 
latter  might  be  expected  to  be  far  ahead  of  the 
procession.  But  government  had  to  resolve 
theory  into  statute  and  produce  the  revenue  to 
implement  whatever  practice  was  followed.  On 
the  medical  profession  fell  the  very  practical,  con- 
stant, and  urgent  need  to  produce  the  medical 
service  without  which  neither  the  theorists  nor 
the  government  could  solve  any  problem  involv- 
ing medical  care.  Shorn  of  confusing  detail, 
the  conservative  attitude  of  the  medical  pro- 
fession was  the  only  one  it  could  take  under  the 
circumstances. 

Charged  with  individual  responsibility  and 
accountability,  by  the  ethics  of  the  profession 
and  by  statute,  for  every  citizen-taxpayer  he 
undertook  to  diagnose  and  treat,  the  physician, 
in  justice  to  his  patient,  could  not  compromise 
with  theory  merely  to  see  what  would  happen 
or  concede  to  government  the  exercise  of  any 
medical  authority.  He  could  accumulate  facts, 
however,  on  which  to  proceed. 

The  Economics  Committee  of  Westchester 
County  Medical  Society,  therefore,  made  a study 
of  medical  service  at  that  time.  It  found  that 1 ‘in 
1932  physicians  had  rendered  medical  service  to 
17,117  persons  in  Westchester  hospitals  admitted 
to  ward  beds,  on  whom  medical  and  surgical 
service  was  rendered  without  charge  to  the 
patients  or  hospitals.  Those  patients  received 
315,775  days’  care.  They  also  received  3256 
major  operations,  5082  minor  operations,  1785 
obstetrical  deliveries.  In  addition  to  these 
ward  patients,  the  same  hospitals  admitted 
56,171  patients  in  their  dispensaries  and  out- 
patient departments.  These  received  184,324 
treatments  and  consultations  for  which  the  at- 
tending physicians  received  no  remuneration.” 
The  report  notes  “that  the  attending  physicians 
and  surgeons  of  the  15  general  hospitals  of  the 
County  have  contributed  to  the  poor  in  these 
institutions  in  a period  of  twelve  months,  med- 
ical and  surgical  attendance  (based  on  detailed 
figures  in  the  report)  conservatively  worth 
11,857,873.” 

Government  at  this  time  in  the  nation,  the 
State,  and,  to  a limited  extent,  in  the  county  was 
under  the  influence  of  a group  of  vital,  enthusias- 
tic, younger  men  and  women,  sincere  and  ardent 
supporters  of  reform.  They  were  imbued  with 
the  desire  to  improve  the  lot  of  the  “forgotten 
man,”  and  many  who  read  these  lines  will  re- 
member the  veritable  geyser  of  alphabetic  agen- 
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cies  which  began  to  spout  in  Washington. 
Many  of  these  agencies  had  to  do  with  relief 
of  the  indigent.  Federal  bureaucracies  began  to 
be  superimposed  on  State  bureaucracies.  Rules 
and  regulations  governing  relief  of  the  indigent 
and  near  indigent  began  to  enmesh  medicine  in 
a snarl  of  red  tape.  Facilities  were  hugely 
overtaxed,  and  the  study  which  Dr.  W.  W.  Mott’s 
committee  made  for  the  Westchester  County 
Medical  Society  was  for  the  purpose  of  finding  out 
what  method  of  handling  relief  cases  seemed  best. 
These  statistics  on  the  free  medical  care  being 
rendered  in  the  county  by  the  physicians  of 
Westchester  were  the  first  accurate  indication  of 
the  extent  of  that  work  available. 

Dr.  John  A.  Card  made  the  following  report  of 
the  Public  Health  and  Public  Relations  Com- 
mittee on  March  11,  1931,  to  the  Dutchess- 
Putnam  Medical  Society: 

Your  Committee  has  given  serious  considera- 
tion to  the  proposed  bill  now  in  the  Legislature 
known  as  the  Wicks-Hutchinson  bill,  which  is  the 
result  of  the  report  of  the  Governor’s  Commission 
on  the  question  of  Public  Health,  which  report 
has  also  been  given  extensive  study.  . . yom  Com- 
mittee feels  that  the  bill  in  substance  and  intent  is 
well  founded,  but  that  there  are  several  matters 
contained  therein  which  are  not  in  keeping  with 
the  previous  action  of  this  Society. 

This  Society  is  on  record  as  favoring  a County 
Health  Department,  and  feels  that  the  mandatory 
action  in  the  proposed  bill  is  in  keeping  with  the 
progress  being  made  by  the  State,  in  Public 
Health  matters,  but  your  Committee  feels  that 
September  1st,  1931,  is  too  soon  to  put  in  execu- 
tion a procedure  as  important  as  this  is. 

We  also  feel  that  all  appointments  of  Health 
Commissioners,  Health  Officers,  or  other  medical 
appointments  should  be  citizens  and  licensed  to 
practice  medicine  in  this  State,  which  qualifica- 
tions are  omitted  in  the  proposed  law. 

The  composition  of  County  Boards  of  Health, 
in  the  proposed  law,  consists  of  two  physicians, 
who  may  be  chosen  from  a list  submitted  by  the 
County  Medical  Society.  Your  committee  feels 
that  there  should  be  at  least  three  physicians  out 
of  a total  of  seven  on  such  boards,  and  that  it 
shall  be  mandatory  that  these  physicians  be  se- 
lected from  a list  submitted  by  the  respective 
County  Medical  Societies.  Your  Committee 
feels  that  all  portions  of  the  proposed  law  which 
deal  with  treatment,  examinations  of  patients 
and  the  like,  should  be  limited  to  indigent  pa- 
tients, and  that  such  treatments,  and  examina- 
tions, of  such  patients,  should  be  at  the  expense  of 


the  County,  as  prescribed  in  the  Public  Welfare 
Lawr  of  this  State,  and  that  the  physicians  should 
not  be  asked  or  expected  to  do  this  or  other  type 
of  work  as  a gratuity. 

The  Committee  feels  that  in  the  matter  of 
treatment  of  venereal  disease  of  indigent  people, 
that  it  should  be  confined  to  those  who  are  in  an 
infectious  stage. 

We  resent  that  portion  of  the  proposed  law  or 
any  law  which  fixes  the  charges  which  a physician 
may  make  for  services  rendered.  . . 

Nowq  therefore,  your  Committee,  after  careful 
consideration  of  preceding  matters  referred  to, 
offer  the  following: 

. . . Resolved,  that  the  Dutchess-Putnam 
Medical  Society  at  its  regular  meeting  held 
March  11th,  1931,  approves  the  proposed 
Wicks-Hutchinson  Act,  in  substance,  and  with 
certain  amendments,  approves  it  in  its  entirety; 
be  it  further 

Resolved,  that  the  Executive  Committee  of 
the  Medical  Society  of  the  State  of  New  York, 
be  notified  of  the  above  action. 

The  Society  was  deeply  concerned  lest  the 
quality  of  medical  service  deteriorate  through 
short-sighted  administrative  policy  of  the  De- 
partment of  Public  Welfare,  through  exploitation 
of  physicians’  services  to  the  indigent,  and 
through  failure  to  make  maximal  use  of  the 
State  and  Federal  funds  available  for  home 
medical  care.  It  must  be  kept  in  mind  that  the 
administration  of  relief  at  this  time  and  on  such 
a scale  was  unprecedented.  Neither  the  medical 
profession  nor  the  departments  of  government 
were  adequately  organized  to  handle  it;  trained 
personnel  did  not  exist  in  the  quantities  neces- 
sary, although  the  pattern  worked  out  on  a 
small  scale  in  Westchester  County  had  been 
adopted  by  the  State  of  New  York  three  years 
previously.  The  vexatious  matter  of  fees  under 
the  Workmen’s  Compensation  Law  had  also 
been  under  consideration  by  the  Economic 
Committee  for  the  period  of  a year  with  many 
meetings  held  between  representatives  of  the 
Society,  the  National  Bureau  of  Casualty  and 
Surety  Underwriters,  and  the  insurance  carriers 
in  an  endeavor  to  work  out  a more  equitable 
schedule. 

Another  facet  of  the  interest  of  medicine  in 
private  practice  was  discussed  in  an  editorial  of 
the  New  York  State  Journal  op  Medicine 
in  November,  1936: 

Medicine  is  not  alone  in  welcoming  the  outcome 
of  the  State’s  action  against  the  Life  Extension 
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Institute  in  New  York  City.  By  upholding  the 
statutory  ban  on  the  practice  of  medicine  by 
corporations,  however  well-intentioned,  the  deci- 
sion strengthens  similar  prohibitions  in  other  pro- 
fessions. Interdiction  of  physical  examinations 
by  the  Institute,  even  though  unattended  by 
treatment,  shows  that  it  is  not  necessary  to  per- 
form all  the  acts  pertaining  to  a profession  in  order 
to  come  within  the  meaning  of  the  law;  perform- 
ance of  a single  professional  act  constitutes  pro- 
fessional practice. 

The  precedent  set  in  this  particular  case  will  go 
tar  to  maintain  the  integration  of  all  professions 
and  individual  responsibility  therein.  In  law,  as 
in  medicine,  private  practice  has  suffered  greatly 
from  corporate  encroachment.  Title  companies, 
government  agencies,  have  taken  over  many 
lucrative  branches  of  the  law,  with  the  result  that 
qualified  members  of  the  bar  are  denied  the  eco- 
nomic opportunity  that  shoidd  be  theirs.  This  de- 
struction of  the  normal  incentives  stifles  initiative, 
inhibits  the  constant  striving  for  self  improvement 
which  is  essential  to  high  professional  standards, 
and  chives  many  with  the  requisite  mental  and 
moral  qualities  into  more  lucrative  pursuits. 
What  is  true  of  the  law  in  this  respect  is  equally 
applicable  to  medicine,  dentistry,  and  other  pro- 
fessions. 

It  is  not  to  be  assumed  that  the  decision  in  the 
Life  Extension  Institute  case  will  operate  solely 
to  the  profession’s  advantage.  There  is  nothing 
in  the  service  rendered  by  such  corporations  that 
cannot  be  done  at  least  equally  well  by  the  private 
practitioner,  either  at  his  office,  or,  in  complicated 
cases,  in  the  hospital.  As  a matter  of  fact,  it  is 
universally  conceded  that  the  health  examination 
has  the  best  chance  of  eliciting  significant  data 
when  it  is  performed  by  the  family  doctor,  who  is 
familiar  with  the  patient’s  heredity,  past  medical 
history,  and  social  and  economic  environment.  . . 

Study  of  Maternal  Mortality  by  the  New 
York  Academy  of  Medicine 

In  1930  the  Public  Health  Relations  Commit- 
tee of  the  New  York  Academy  of  Medicine,  with 
the  backing  of  the  New  York  Obstetrical  Society 
and  with  funds  provided  by  the  Commonwealth 
Fund,  started  an  investigation  of  all  deaths  in 
childbirth  in  the  City  of  New  York.  Dr.  R.  S. 
Hooker  was  made  the  director  of  the  study  and 
gave  full  time  to  it.  A Subcommittee  on  Mater- 
nal Mortality,  consisting  of  Drs.  Frederic  E. 
Sondern,  chairman,  B.  P.  Watson,  Philip  Van 
Ingen,  and  R.  S.  Hooker,  and  an  Obstetrical 
Advisory  Committee  consisting  of  Drs.  B.  P. 
Watson,  chairman,  John  0.  Polak,  George  W. 


Kosmak,  and  Harry  Aranow,  were  appointed. 
Dr.  Polak  died  in  1931,  and  Dr.  Charles  A. 
Gordon  was  appointed  in  his  place. 

A photostatic  copy  of  every  death  certificate 
which  even  mentioned  the  condition  of  preg- 
nancy was  forwarded  each  week  by  the  Health 
Department  to  the  Academy.  Every  physician 
connected  with  a case  was  interviewed  by  an 
investigator  within  a month  after  the  death.  In 
every  hospital  death  the  institution  was  in- 
spected and  its  routine  studied.  Each  month  the 
Obstetrical  Advisory  Committee  studied  the 
individual  reports  and  determined  the  “respon- 
sibility” for  death.  The  main  work,  outside  of 
collecting,  tabulating,  and  analyzing  the  2,041 
individual  reports,  fell  on  the  Advisory  Com- 
mittee. It  worked  hard  and  long.  The  in- 
vestigation, which  received  the  most  complete 
cooperation  from  all  physicians  and  hospitals 
contacted,  covered  the  years  1930-1932. 

The  report  was  finished  in  the  summer  of  1933. 
The  Subcommittee  was  authorized  by  the  Ex- 
ecutive Committee  of  the  Academy’s  Public 
Health  Relations  Committee  to  go  ahead  with 
the  editing  of  the  report  and  to  arrange  for  its 
publication,  which  the  Commonwealth  Fund  was 
anxious  to  do,  and  do  promptly. 

A conference  was  held  between  the  Subcom- 
mittee on  Maternal  Mortality,  the  Bureau  of 
Medical  Information,  and  the  Commonwealth 
Fund.  It  was  decided  that  the  Subcommittee 
should  prepare  a review  for  the  Health  Examiner , 
published  by  the  Academy.  Dr.  Hooker  had  it 
ready  by  November  13.  A review  for  the 
American  Journal  of  Obstetrics  or  the  Journal  of 
the  American  Medical  Association  was  proposed, 
but  it  was  decided  it  would  be  more  desirable 
that  publicity  in  the  medical  journals  should 
follow,  rather  than  precede,  any  possible  reviews 
of  the  report  in  the  public  press.  The  Bureau  of 
Medical  Information  was  to  deliver  a copy  of  the 
report  to  representatives  of  the  press  and  to 
review  any  reports  prepared  by  them.  The 
Commonwealth  Fund  was  to  have  no  active 
responsibility  in  the  matter. 

Dr.  Galdston  did  even  better.  With  the  copy 
of  the  report  he  submitted  to  the  press  a full, 
sensible,  and  accurate  statement.  It  was  care- 
fully worded  and  summarized  the  findings  in  a 
complete  and  honest  manner.  It  was  to  be 
released  November  20  and  was  headed  “Why 
Women  Die  in  Childbirth.” 

The  report  received  a tremendous  response 
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from  the  press.  Most  of  the  articles  were  brief 
and  had  various  headlines,  but  not  one  of  them 
was  objectionable.  The  New  York  Times  and 
New  York  Herald  Tribune  reviewed  the  report 
quite  extensively.  It  is  noticeable  in  reading 
the  300-odd  notices  from  39  states  and  Canada 
how  serious  and  unspectacular  they  were.  And 
a surprising  tiling  was  that  the  papers  kept 
referring  to  the  report  for  several  months.  It 
was  a news  item. 

But,  as  was  doubtless  expected,  with  the  ap- 
pearance of  the  press  comments,  the  storm  broke. 
A number  of  letters  from  Fellows  were  received, 
protesting  the  Academy’s  method  of  publicity. 
At  the  meeting  of  the  Academy  December  7, 
1933,  three  Fellows,  all  officers  of  the  New  York 
County  Society,  presented  resolutions  stating 
that  the  press  release  by  the  Academy  “loft  the 
impression  upon  the  lay  public  of  questionable 
practices  on  the  part  of  the  profession,  and  such 
publicity  not  only  failed  to  bring  about  any 
remedial  measures  but  has  caused  a reaction  of 
distrust  and  fear  upon  the  part  of  the  public.” 
The  Academy  was  urged  to  condemn  the  action 
of  the  council  in  authorizing  publicity  of  the 
report  before  the  members  had  expressed  their 
wishes.  The  resolutions  were  later  withdrawn. 
Several  other  letters  were  received  from  Fellows 
and  non-Fellows. 

The  New  York  Obstetrical  Society  later  pro- 
tested in  the  public  press.  The  Bronx  County 
Medical  Bulletin  (official  organ  of  the  Bronx 
County  Medical  Society)  published  a scathing 
article  accusing  the  Academy  of  serving  “as  the 
tool  of  certain  interests  to  the  detriment  of  the 
physician  and  to  no  benefit  of  the  public.” 
The  Queens  County  Society  and  the  Medical 
Society  of  the  County  of  Albany  also  sent  in 
protests.  All  were  on  the  methods  of  publicity. 

On  the  other  hand,  letters  are  on  file  applaud- 
ing the  report.  The  Science  Editor  of  the 
Literary  Digest  wrote : 

...  I wish  to  be  numbered  among  the  many  who 
feel  grateful  to  the  New  York  Academy  of  Medi- 
cine for  its  frank  and  forthright  announcement  of 
the  results  of  the  Survey  on  Maternal  Mortality. 

I can  imagine  that  an  organization  of  lesser 
integrity  might  have  been  tempted  to  keep  secret 
findings  such  as  this,  when  they  appeared  to  re- 
flect upon  some  portion  of  the  medical  profession. 
You  undoubtedly  have  done  medicine  and  the 
general  public  a great  service  in  making  all  the 
facts  public  immediately  in  such  a courageous, 
thorough,  and  competent  manner. 


The  chairman  of  the  Committee  on  Maternal 
Welfare  of  the  Philadelphia  County  Medical 
Society  wrote:  “You  have  done  a splendid 

piece  of  work  and  I congratulate  you  and  the 
Advisory  Committee  on  your  courageous  pres- 
entation.” The  Federal  Children’s  Bureau, 
which  was  making  a study  of  its  own,  also  wrote 
in  appreciative  approval. 

The  council  immediately  appointed  a Sub- 
committee on  Publicity  of  Maternal  Mortality 
Report,  consisting  of  Dr.  S.  W.  Lambert  and 
Dr.  J.  A.  Hartwell,  last  two  presidents  of  the 
Academy.  Everybody  who  complained  was 
invited  to  meet  this  committee.  Every  letter  of 
complaint  was  answered  by  the  president,  and 
the  whole  matter  was  handled  in  a most  states- 
manlike manner.  To  the  tact,  frankness,  and 
courtesy  of  these  two  gentlemen  and  Dr.  Sachs, 
the  Academy  owes  much.  They  made  a careful 
study  of  the  whole  matter  and  presented  a report 
which  was  sent  to  all  critics  and  the  whole  Fel- 
lowship. 

The  report  may  be  summarized  as  follows: 
The  intention  of  the  council  was  that  there 
should  always  be  cooperation  between  Fellows, 
Academy  committees,  and  the  Medical  Infor- 
mation Bureau  on  all  matters  which  might  be  of 
publicity  value  to  the  lay  press.  The  Public 
Health  Committee  was  authorized  to  issue 
statements  in  the  name  of  the  Academy  when 
approved  by  the  Executive  Committee,  by 
three-fourths  of  the  members  of  the  full  com- 
mittee present  and  voting,  and  with  the  approval 
of  the  president.  This  had  been  done. 

The  Medical  Information  Bureau  was  charged 
with  guiding  and  advising  on  all  matters  of 
publicity  affecting  medical  practice  and  pro- 
cedure insofar  as  it  might  exert  its  influence 
on  publicity  agencies.  Definite  regulations  for 
Fellows  as  to  publicity  had  been  adopted  by  the 
council  on  May  27,  1931,  and  by  the  county 
society’s  Comitia  Minora  on  October  9,  1931. 
In  the  present  case  cooperation  had  been  ob- 
tained by  repeated  conferences  between  Drs. 
Hooker  and  Galdston  and  Mr.  Taylor  of  the 
Commonwealth  Fund.  The  question  of  a review 
of  the  report  in  the  medical  press  had  been  con- 
sidered, and  on  the  advice  of  a member  of  the 
Obstetrical  Advisory  Committee,  it  was  decided 
to  postpone  this  until  after  the  publication  of  the 
report.  (This  answered  the  criticism  of  un- 
authorized methods  of  publicity.) 

The  proposed  releases  (by  the  press)  were  sub- 
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mitted  to  the  Bureau,  which  did  a fine  job  in 
persuading  the  press  to  accept  a prepared  state- 
ment which  summarized  the  views  of  the  com- 
mittee. The  statement  was  appropriately  and 
accurately  captioned  “Why  Women  Die  in 
Childbirth.” 

The  startling  nature  of  the  findings  caused 
fears  that  the  story  would  react  harmfully  on  the 
profession.  This  was  not  the  fault  of  the  Com- 
mittee on  Maternal  Mortality.  Facts  must  he 
stated  freely  but  accurately  if  the  labor  and 
expense  of  the  investigation  was  to  be  justified. 
To  minimize  would  have  justly  caused  a charge 
that  the  profession  was  shielding  itself  against 
attack.  It  was  now  up  to  the  profession  to  cor- 
rect the  evils  disclosed. 

As  to  future  publicity,  the  Subcommittee  rec- 
ommended : 

that  whenever  any  study  which  may  have  pub- 
licity value  is  undertaken  by  the  Academy  or  its 
committees,  the  advice  of  the  Medical  Informa- 
tion Bureau  Committee  shall  be  sought  in  refer- 
ence to  its  publicity  aspect;  and  to  facilitate  this, 
that  the  minutes  of  all  committees  other  than 
those  held  confidential  (namely  Fellowship,  Ad- 
missions, and  Professional  Standards)  shall  be 
made  available  to  the  Medical  Information  Bu- 
reau, but  no  publicity  thereon  shall  emanate  ex- 
cept upon  the  written  authority  of  the  Council  or 
the  Committee  on  Public  Health  Relations,  in  ac- 
cordance with  its  powers  under  the  By-Laws. 

And  your  Subcommittee  further  recommends: 
That  this  report  be  approved  by  the  Council 
and  that  those  Fellows  who  have  protested  as  to 
the  manner  of  publicity  be  invited  to  appear  be- 
fore your  Subcommittee  to  hear  the  evidence  upon 
which  it  is  based,  and  that  all  Fellows  and  Mem- 
bers be  furnished  with  a copy. 

Change  in  Place  of  Annual  Meeting 

In  1913  the  State  Society  convened  in  Roches- 
ter, after  having  met  in  Albany  each  year  since 
its  formation  in  1806.*  For  more  than  one 
hundred  years  the  State  Medical  Society  meet- 
ings were  held  in  Albany  at  the  time  when  the 
State  Legislature  was  in  session. 

The  largest  number  of  doctors  gathered  in  the 
city  of  Albany  at  one  session  was  600  on  the 
occasion  of  the  State  Society  dinner  in  the  Ten 
Eyck  Hotel  in  1934. 


* In  the  State  Society  there  were  20  physicians  from  Al- 
bany County  who  served  as  president.  One  Albany 
physician,  Dr.  Arthur  .T.  Bedell,  served  in  the  A.M.A.  House 
of  Delegates  for  thirty-three  years. 


The  city  of  Albany  was  an  advantageous 
locale  for  the  annual  meetings  of  the  Society, 
for  the  lawmakers  and  the  doctors  had  a chance 
to  become  better  acquainted,  and  it  was  possible 
for  one  group  to  appreciate  the  problems  of  the 
other.  The  profession  lost  a source  of  very 
valuable  information  when  this  custom  of  meeting 
in  Albany,  which  had  been  established  by  an 
act  of  the  State  Legislature  in  1806,  was  set 
aside.  The  State  Society  has  not  met  there 
since  1934.  The  Society  was  growing  so  rapidly 
in  membership  that  the  facilities  for  the  meeting 
and  hotel  accommodations  were  no  longer  ade- 
quate. After  1934  meetings  were  held  in  Utica, 
Rochester,  Syracuse,  Buffalo,  and  Mew  York 
City.  The  latter  two  cities,  because  of  the 
adequacy  of  housing  and  large-sized  meeting 
rooms,  eventually  became  the  locations  of  choice. 
Meetings  have  been  held  alternately  upstate  and 
downstate  for  many  years. 

Establishment  of  the  Public  Relations 
Bureau 

In  May,  1934,  a resolution  was  introduced  in 
the  State  Society’s  House  of  Delegates  empower- 
ing the  president  to  appoint  a committee  of  not 
less  than  five  members  to  be  known  as  the  Com- 
mittee on  Medical  Trends.  In  1935  this  com- 
mittee, under  the  chairmanship  of  Dr.  James  F. 
Rooney,  established  a Bureau  of  Public  Rela- 
tions. In  1938  the  Council  changed  the  name  to 
the  Committee  on  Medical  Publicity.  Ten 
years  later,  in  1948,  the  name  was  again  changed 
and  became  the  Council  Committee  on  Public 
Relations.  In  May,  1952,  after  a change  in  the 
Bylaws,  the  membership  was  increased  to  nine 
members,  one  intended  to  come  from  each 
district  branch  and  a chairman.  The  name  of 
the  Public  Relations  Bureau  was  also  changed  in 
the  same  year  to  the  Public  and  Professional 
Relations  Bureau,  its  present  title. 

The  purpose  of  the  original  Committee  on 
Medical  Trends,  authorized  in  1934,  was  to  study 
plans  proposed  by  a group  of  New  York  City 
physicians  in  regard  to  the  trend  toward  a change 
in  the  form  of  medical  practice  which  might  lead 
to  the  socialization  of  medicine,  to  advise  and  use 
means  to  meet  the  public  propaganda  directed 
against  the  independence  of  the  medical  pro- 
fession, and  by  all  legal  and  lawful  means  to 
protect  the  public  from  exploitation  under  the 
guise  of  furnishing  them  cheaper  and  better 
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Exhibit  of  Medical  Society  of  the  State  of  New  York  at  Hall  of  Springs,  Saratoga  Spa,  1953,  show- 
ing activities  of  the  Society.  ( Prepared  by  Public  and  Professional  Relations  Bureau ) 
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medical  care.  According  to  a report  to  the 
Council  in  1935,  the  year  the  Public  Relations 
Bureau  was  established,  the  Bureau  was  organ- 
ized under  the  control  of  the  Committee  on 
Medical  Trends  with  several  objectives:  (1)  to 
secure  the  publication  of  the  true  position  of  the 
medical  profession  in  the  press  of  this  and  other 
states,  (2)  to  point  out  by  all  means  possible  the 
danger  of  socialized  and  other  forms  of  medical 
practice  which  are  neither  in  the  public  interest 
nor  acceptable  to  the  medical  profession,  and 
(3)  to  obtain  such  publicity  as  may  be  for  the 
good  of  the  public  and  the  profession. 

Commenting  on  the  newly  established  Bureau, 
the  report  of  the  president  of  the  State  Medical 
Society  in  the  same  year,  1935,  pointed  out  that 
“its  sphere  of  usefulness  and  of  influence  is  al- 
most unlimited.”  The  report  also  stated  that 
“we  anticipate  a steady  improvement  in  the 
recognition  of  medical  problems  by  the  layman, 
as  well  as  the  presentation  of  authentic  infor- 
mation to  the  members  of  the  Society.  The 
releases  sent  to  the  press  have  been  very  favor- 
ably received.  The  Bureau  will  have  entire 
charge  of  publicity  at  the  annual  meeting.” 

In  the  days  following  the  establishment  of  the 
Public  Relations  Bureau,  emphasis  was  placed 
on  the  operation  of  an  information  and  publicity 


service  through  news  releases  and  special  stories. 
At  the  same  time  the  staff  strove  to  improve 
relations  between  member  physicians.  It  also 
kept  close  contact  with  civic,  fraternal,  business, 
and  educational  groups,  maintained  relations 
with  health  agencies,  and  promoted  medical 
education.  The  staff  also  assisted  in  carrying 
out  the  Society’s  legislation  program  in  Albany. 

In  1949  the  work  of  the  Bureau  was  greatly 
expanded  to  implement,  on  a State  level,  the 
national  education  campaign  initiated  by  the 
American  Medical  Association  to  prevent  the 
enactment  of  national  compulsory  health  in- 
surance legislation.  At  that  time  three  field 
representatives  were  employed  to  promote  the 
general  purposes  of  the  campaign  by  encouraging 
the  distribution  of  literature,  enlisting  the  sup- 
port of  lay  organizations,  and  organizing  phy- 
sicians at  the  county  level  for  the  purpose  of 
defeating  compulsory  health  insurance. 

During  1952,  when  the  danger  of  the  enact- 
ment of  socialized  medicine  legislation  appeared 
to  be  on  the  wane,  the  Bureau  shifted  from  a 
defensive  attitude  to  promoting  a positive  pub- 
lic relations  program.  Although  conscious  that 
the  issue  of  socialized  medicine  was  still  alive, 
the  Bureau  devoted  itself  to  building  construc- 
tive projects  to  create  better  public  relations  for 
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the  medical  profession.  For  the  past  several 
years,  therefore,  the  Bureau  has  concentrated  on 
four  main,  positive  objectives: 

1.  Winning  the  favor  of  the  public,  thereby 
cultivating  a favorable  attitude  toward  the  in- 
dividual physician  and  his  county  and  State 
medical  societies. 

2.  Developing  and  improving  relationships 
between  the  doctor  and  his  patient. 

3.  Stimulating  and  encouraging  county  med- 
ical societies  to  cooperate  in  the  development  of 
effective  public  relations. 

4.  Promoting  the  cooperation  of  the  individual 
physicians  as  well  as  county  medical  societies 
with  voluntary  prepayment  health  insurance 
plans. 

Makeup  of  Society  Committees 

When  Dr.  Arthur  J.  Bedell  gave  his  address  as 
incoming  president  of  the  State  Society  in 
June,  1934,  he  stated  that  the  Society  had  too 
many  committees — “They  are  too  loosely  con- 
nected to  the  parent  organization,  usurp  too 
many  functions,  publish  too  many  opinions, 
which  have  not  been  passed  upon  by  the  legis- 
lative bodies  of  the  Society  and  are,  I believe, 
tending  to  retard  our  natural  progress,  for  no 
emergency  is  sufficiently  acute  to  require  an 
immediate  decision  by  one  man  or  one  com- 
mittee.” It  was  nearly  ten  years  later  before 
any  concerted  action  was  taken  to  study  inten- 
sively the  makeup  of  committees  which  in  those 
ten  years  had  progressed  by  leaps  and  bounds 
individually  and  numerically. 

The  thirteenth  annual  report  in  1956  of  the 
Planning  Committee  for  Medical  Policies  of  the 
State  Society  shows  that  the  committee  is  still 
wrestling  with  the  problem  of  the  Society’s 
committee  setup  which  had  been  voiced  by  Dr. 
Bedell  in  1934.  The  report  made  the  following 
comment: 

We  of  the  Planning  Committee  feel  that  we  do 
not  have  all  the  answers  to  this  study  of  our  com- 
mittee setup.  We  ask  that  the  recommendations 
we  have  made  be  given  the  utmost  consideration 
by  the  reference  committee,  the  House  of  Dele- 
gates, and  by  the  delegates  themselves.  We  ask 
that  our  suggestions  be  received  in  the  same  spirit 
that  they  have  been  given. 

We  are  aiming  at  streamlining  our  setup.  We 
are  hoping  to  reduce  total  cost  and  still  maintain 
services  that  are  asked  of  our  Society.  We  urge 
a continuing  study  of  our  activities  to  stay  at 
least  abreast  of  changing  times. 


Organization  of  the  Woman’s  Auxiliary 

Under  the  stimulus  of  Dr.  Arthur  J.  Bedell, 
the  first  steps  were  taken  in  1934  toward  the  for- 
mation of  county  women’s  auxiliaries  in  the 
State  through  the  Woman’s  Auxiliary  of  the 
American  Medical  Association.  Mrs.  John  L. 
Bauer,  president  of  the  Kings  County  Auxiliary, 
was  the  organizing  chairman  appointed  by  Dr. 
Bedell.  The  first  State  constitution  was  adopted 
at  a meeting  of  six  organized  county  auxiliaries 
on  March  11,  1936,  and  Mrs.  Bauer  was  elected 
first  president.  The  objectives  laid  forth  in 
the  constitution  were  as  follows:  to  merge 

into  one  organization  all  organized  county 
auxiliaries;  to  extend  the  aims  of  the  medical 
profession  to  all  organizations  which  look  to  the 
advancement  of  health  and  education;  to  pro- 
mote harmony  and  good  fellowship  among 
physicans’  families;  to  assist  in  the  entertain- 
ment at  conventions  of  the  Medical  Society;  to 
do  such  work  as  may  be  approved  by  the  Medical 
Society  of  the  State  of  New  York. 

The  first  annual  State  convention,  held  April, 
1936,  was  attended  by  a delegation  of  40 
members  and  reported  600  paid  up  members. 
In  1956,  on  its  twentieth  anniversary,  the  Aux- 
iliary had  a membership  of  5,000  from  47  organ- 
ized county  auxiliaries. 

On  June  6,  1935,  the  Executive  Committee  of 
the  State  Medical  Society  had  voted  that  a 
committee  of  three  be  appointed  as  advisory  to 
the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York.  It  was  recognized 
many  years  ago  that  the  wives  of  physicians 
could  give  valuable  assistance  in  matters  of 
medicine,  such  as  legislation  and  social  prob- 
lems. Their  sincere  interest  has  proved  most 
fruitful  in  the  intervening  years,  as,  for  example, 
the  help  they  gave  against  the  Chiropractic 
Bill,  their  participation  in  the  first  pilot  Blood 
Banks  program,  their  contributions  to  the 
American  Medical  Education  Foundation,  and 
their  various  continuing  projects,  among  which 
are  nurse  recruitment  and  scholarships,  the 
Health  Poster  Contests,  and  annual  exhibits  at 
the  State  Fair  in  Syracuse. 

These  activities  reflect  the  early  opinion  of 
Dr.  Bedell  and  many  others.  The  Woman’s 
Auxiliary  has  done  more  for  public  relations,  not 
only  among  the  laity,  but  in  the  profession  itself, 
than  most  of  the  members  individually  could 
ever  have  done. 
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Public  Housing  and  Health 

Investigations  of  urban  health  in  the  latter 
part  of  the  nineteenth  century  had  exposed  the 
gravity  of  the  high  mortality  and  sickness  rates 
of  cities.  Investigators  recommended  action. 
Among  the  effective  documents  is  that  prepared 
by  Dr.  Stephen  Smith,  Dr.  Elisha  Harris,  and 
others  published  under  the  title,  Report  of  the 
Council  of  Hygiene  and  Public  Health  of  the 
Citizens’  Associalioti  of  A Tew  York:  Upon  the 
Sanitary  Conditions  of  the  City  (New  York, 
1865).  This  report,  which  led  to  a reorganiza- 
tion of  the  health  department  of  New  York  City 
and  initiated  basic  reforms  in  municipal  sanita- 
tion in  this  country,  contended  “that  it  is  an 
imperative  demand  of  civilization  and  a duty  to 
humanity  to  seek  out  and  restrain  the  prevent- 
able sources  of  disease,  debasement  and  paup- 
erism, which  in  the  City  of  New  York,  are  found 
closely  allied.”  It  also  declared  eloquently,  in 
words  that  have  a very  modern  ring: 

It  is  a maxim  in  the  medical  profession  that  it  is 
far  easier  to  prevent  disease  than  to  cure  it,  and  it 
certainly  is  far  more  economical  to  do  so.  And 
when  we  remember  that  the  great  excess  of  mor- 
tality and  of  sickness  in  our  city  occurs  among  the 
poorer  classes  of  our  population,  and  that  such 
excessive  unhealthiness  and  mortality  is  a prolific 
source  of  physical  and  social  want,  demoralization 
and  pauperism,  the  subject  of  needed  sanitary 
reforms,  in  a crowded  metropolis,  assumes  such 
important  bearings  and  such  vast  magnitude  as  to 
demand  the  most  serious  consideration  of  all  per- 
sons who  regard  the  welfare  of  their  fellow-beings, 
or  the  best  interests  of  the  community. 

After  several  early  experiments  in  direct 
government  construction  of  housing  projects,  a 
low-rent  public  housing  program  was  established 
in  1937  with  passage  of  the  United  States  Hous- 
ing Act  which  provided  for  Federal  loans  to 
local  housing  authorities.  These  bodies,  ap- 
pointed by  the  governments  of  cities  and  counties 
on  local  initiative,  were  allowed  the  opportunity 
to  build  and  operate  the  housing  projects  in 
conformance  with  the  Federal  law  and  State 
enabling  legislation.  By  the  year  1940  about 
500  such  authorities  had  been  appointed.  About 
165.000  permanent  homes  have  been  built  under 
the  1937  housing  act.  In  the  field  of  rural 
housing,  advances  were  also  made  during  this 
decade  through  the  work  of  the  Farm  Security 
Administration  which  built  farm  home  com- 
munities in  many  parts  of  the  country,  partic- 


ularly in  the  West  and  Southwest.  Both  rural 
and  urban  public  housing  was  built  with  a con- 
siderable improvement  in  standards  of  open 
space,  site  planning,  and  building  design.  How- 
ever, only  a few  projects — Greenbelt,  Maryland, 
is  one — could  be  compared  in  originality  and 
imagination  with  those  which  had  been  built  in 
Europe  during  the  previous  decade.  The  Fed- 
eral Housing  Administration  was  established  to 
guarantee  loans  on  private  housing  develop- 
ments and  in  so  doing  helped  to  raise  standards 
of  subdivision  development. 

Further  strides  were  also  made  in  the  field  of 
city  and  regional  planning.  The  depression 
demonstrated  to  local  authorities  that  planning 
ahead  of  time  was  a desirable  tiling;  further- 
more, Federal  loans  and  grants  for  public  works 
and  housing  development  often  required  the 
existence  of  some  sort  of  city  plan.  In  this  way 
many  cities,  counties,  and  metropolitan  regions 
expanded  the  staffs  and  facilities  of  their  plan- 
ning boards  and  hastened  the  preparation  of 
master  plans.  With  this  new  impetus,  many 
cities,  such  as  New  York,  which  had  already 
established  a regional  planning  policy,  were  able 
to  carry  their  studies  to  a much  greater  degree  of 
effectiveness.  Various  states  in  the  Union 
passed  enabling  acts  to  standardize  city,  county, 
and  regional  planning  procedures  and  to  estab- 
lish planning  commissions. 

As  these  activities  in  the  fields  of  housing, 
planning,  and  public  works  increased,  New  York 
State  benefited  through  construction  of  needed 
public  improvements  and  advancements  of 
technics  for  regulating  and  improving  standards 
of  urban  development. 

The  coming  of  World  War  II  opened  a new 
phase  in  this  field  and  released  a great  wave  of 
opportunities  for  further  experience  in  housing 
and  community  planning  technics.  A total  of 
600,000  dwellings  for  war  workers  were  built 
during  the  span  of  World  War  II,  and  much  of 
this  was  in  the  form  of  self-contained  commun- 
ities, including  not  only  dwellings,  but  shopping 
areas,  hospitals,  schools,  recreation  areas,  and 
other  services. 

Other  Activities,  1936-1940 

During  the  years  1936-1940  a standing  Com- 
mittee on  Workmen’s  Compensation  and  a 
Bureau  were  established  with  a full-time  director, 
Dr.  David  J.  Kaliski,  who  was  appointed  on 
June  11,  1936.  The  work  of  this  committee  is 
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|i  discussed  in  a special  section  on  workmen’s 

■ I compensation  (see  page  508) . 

Also  in  1939  a Medical  Expense  Insurance 

■ I Subcommittee  under  Dr.  Frederick  E.  Elliot  was 
I established. 

At  the  annual  meeting  of  the  Medical  Society 
1 I in  1939,  it  was  announced  that  on  June  25,  1939, 
|:  the  new  Food,  Drug  and  Cosmetic  Law  would  go 
1 I into  effect.  This  required  that  all  drugs  and 
| cosmetics  display  prominently  the  list  of  their 
' | ingredients  and  instructions  for  safe  usage  and 
dosage.  It  took  one  hundred  and  sixty-three 
I years  of  the  Republic  to  achieve  this  result. 

The  same  meeting  of  1939  approved  a resolu- 
• |!  tion  to  the  effect  that  steps  were  to  be  taken  to 
secure  the  introduction  of  legislation  to  amend 
' ] the  Medical  Practice  Act,  so  as  to  require  intern- 
I ship  of  not  less  than  one  year  in  an  A.M.A.- 
approved  hospital  before  a license  to  practice 
' I medicine  might  be  granted  by  the  Board  of 

■ I Regents. 

A resolution  was  also  adopted  that  the  dele- 
I gates  to  the  American  Medical  Association  should 
endeavor  to  secure  the  passage  of  the  following 
I resolution:  “Resolved,  that  the  House  of  Dele- 
I gates  of  the  American  Medical  Association  de- 
" I clare  its  belief  that  membership  in  the  various 
constituent  county  societies  of  the  American 
' I Medical  Association  should  not  be  denied  to  any 
person  solely  on  the  basis  of  race,  color  or  creed.” 

Another  resolution  proposed  in  1940  seems 
apropos  at  this  time  in  view  of  the  recent  survey 
in  1956  of  Social  Security:  “Resolved,  that  we 
instruct  our  delegates  to  the  American  Medical 
J'  Association  to  introduce  suitable  resolutions  to 
have  the  A.M.A.  induce  the  Federal  Govern- 
j ment  to  extend  the  scope  of  the  security  laws  to 
make  special  provisions  for  the  security  of  the 
; physicians  in  their  old  age.” 

A news  item  in  the  June,  1941,  Journal 
. | noted  that  70  “Men  in  White”  appeared  before 
i the  Board  of  Estimate  of  New  York  City  in 
April  and  criticized  as  a “municipal  scandal”  the 
j 1 $18  a month  paid  to  the  city’s  interns.  “The 
i!  principle  of  pay  for  interns  has  already  been 
established  and  it  was  recommended  that  resi- 
dents be  given  $1,200  per  year  and  interns 
$1,000.” 

a.  Ij  It  was  also  pointed  out  that  the  intern  is  a 
i i licensed  physician  trained  for  eight  years  at  a 
| cost  of  $15,000,  is  twenty-seven  years  old,  re- 
on  j ceives  60  cents  a day  for  his  services,  and  is  the 
is  , lowest  paid  of  all  public  servants. 


Samuel  J.  Kopetzky,  M.D.,  Medical  Society 
president,  1941. 


The  Medical  Society  in  World  War  II 

The  attack  on  Pearl  Harbor  on  December  7, 
1941,  signaled  the  beginning  of  WTorld  War  II. 
From  that  time  until  even  after  the  cessation  of 
hostilities  one  of  the  main  preoccupations  of  the 
Medical  Society  was  the  provision  of  medical 
personnel,  both  for  the  battle  fronts  and  for  the 
civilian  population. 

The  year  1942  was  the  beginning  of  feverish 
activity  relative  to  physicians  leaving  for  war 
service  and  the  establishment  of  a Procurement 
and  Assignment  Committee  under  the  chair- 
manship of  Dr.  Henry  W.  Cave.  Many  of  the 
county  societies  had  problems  under  the  rules  of 
the  committee  dictated  to  them  on  a national 
basis,  but  eventually  all  were  satisfied.  Through- 
out the  years  1942-1945  the  minutes  of  the 
House  of  Delegates  and  the  Council  reflect  the 
demands  of  a nation  at  war.  Likewise  the 
scientific  programs  at  the  annual  meetings  devote 
more  time  to  problems  of  military  medicine. 
The  General  Sessions  at  the  annual  meeting  in 
1942  included  such  titles  as  “Transition  of 
Civilian  Doctors  to  Medical  Officers  of  the 
Army,”  “Lessons  Learned  from  Physical  Exami- 
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nations  of  Registrants,”  and  “The  Physician’s 
Role  in  Civilian  Defense.” 

On  July  29,  1940,  the  State  Medical  Society 
had  held  a conference  of  the  secretaries  of  county 
medical  societies,  at  which  time  each  county 
society  was  requested  to  form  its  own  medical 
preparedness  committee,  and  the  work  of  these 
committees  was  outlined  for  the  guidance  of  the 
individual  societies. 

Later  in  the  same  summer  the  New  York 
State  Temporary  Legislative  Commission  to 
Formulate  a Long  Range  Health  Program  was 
requested  by  the  Governor  to  take  over  the 
functions  of  a health  and  preparedness  committee 
for  the  State  government.  At  that  time  it  was 
decided  to  request  the  board  of  supervisors  or 
county  executive  in  each  county  to  appoint  a 
local  county  health  and  preparedness  committee 
as  an  agency  corresponding  to  the  State  Com- 
mission, to  be  composed  of  representatives  of 
each  local  agency  interested  in  the  health  pro- 
gram. It  was  also  officially  recommended  that 
the  chairman  of  the  medical  preparedness  com- 
mittee of  the  county  medical  society  should  be 
appointed  chairman  of  the  official  health  pre- 
paredness committee  in  each  county. 

Several  months  later  defense  councils  were 
established  in  each  county,  and  again  the  recom- 
mendation was  made  that  the  chairman  of  the 
county  medical  society’s  committee  on  medical 
preparedness  be  automatically  made  the  chair- 
man of  the  health  and  sanitation  committee  of 
the  local  county  defense  council. 

Thus,  if  we  take  Westchester  County  as  an 
example,  Dr.  Erich  H.  Restin  of  Mount  Vernon, 
having  accepted  appointment  “for  the  duration” 
as  chairman  of  the  county  medical  society’s 
committee,  eventually  found  himself  chairman 
also  of  the  local  committee  of  the  Long  Range 
Health  Program  Commission  and  also  of  the 
official  health  and  sanitation  committee  of  the 
Westchester  County  Defense  Council. 

The  first  actual  steps  toward  the  provision  of 
Emergency  Medical  Sendee  for  the  civilian  pop- 
ulation were  taken  in  March,  1941,  when  it  was 
decided  to  establish  “catastrophe  units”  in 
connection  with  each  of  the  general  hospitals. 
The  county  medical  society  committee  immedi- 
ately requested  and  obtained  the  cooperation  of  a 
number  of  the  chiefs  of  surgical  divisions  in  the 
various  hospitals,  and  these  names  were  turned 
over  to  the  American  Red  Cross  which  proceeded 
with  the  organization  of  “catastrophe  units.” 


Already  in  the  Report  of  the  President  for  the 
3'ear  1942-1943,  Dr.  George  W.  Cottis  was 
urging  that  the  Society  start  planning  for  the 
role  of  medicine  in  the  postwar  world.  And 
again  the  annual  meeting  reflected  the  interests 
of  physicians  in  war  injuries  with  a symposium 
of  plasma  and  other  papers  on  British  and  Amer- 
ican experiences  in  civil  defense  and  the  treat- 
ment of  war  injuries. 

Not  all  the  deliberations  of  the  House  of 
Delegates  during  this  period  dealt  with  the  war, 
however.  It  was  in  June,  1941,  that  the  House 
of  Delegates  voted  that  presidents  of  district 
branches  sitting  in  the  House  of  Delegates 
“shall  be  allowed  necessary  expenses.”  At  the 
annual  meeting  on  April  27,  1942,  the  Medical 
Society  of  the  State  of  Connecticut  was  lauded 
for  its  150th  anniversary  on  June  3 and  4,  1942, 
and  two  delegates  of  the  Medical  Society  of  the 
State  of  New  York  were  to  be  sent  to  join  them  in 
their  celebration.  The  Reference  Committee 
on  Report  of  the  Council  at  the  meeting  of  April, 
1942,  moved  the  adoption  of  a part  of  their  re- 
port that  serious  consideration  be  given  to  a plan 
for  compilation  of  historical  data,  manuscripts, 
archives,  biographic  sketches,  memoirs,  and 
scientific  contributions,  to  be  followed  by  a final 
publication  of  a complete  history  of  the  contri- 
butions of  the  medical  profession  of  the  State  of 
New  York  in  this  historic  area. 

Travel  restrictions  forced  the  postponement  of 
the  annual  meeting  in  1945  from  May  until  the 
following  October.  The  war  now’  being  over, 
the  delegates  to  the  meeting  had  to  cope  with  the 
problems  of  the  early  postwar  period — the  care 
of  veterans,  for  example.  An  editorial  in  the 
November  1,  1945,  issue  of  the  Journal  pointed 
up  the  difficulties  of  separating  doctors  from  the 
military  services  but  urged  that  the  great  need 
of  the  civilian  communities  and  hospitals  should 
be  considered  and  release  of  medical  officers 
expedited  wherever  possible. 

Nearly  5,100  physicians  of  New  York  State 
were  in  service  during  World  War  II.  A story 
of  their  participation  in  this  country  and  in 
foreign  theaters  would  make  an  interesting 
chronicle.  Reference  to  the  Surgeon  General’s 
report  as  wTell  as  local  medical  school  units  would 
uncover  many  facts  of  interest. 

One  of  the  emergencies  arising  from  the  par- 
ticipation of  medicine  in  World  War  II  was  the 
necessity  for  compressing  medical  courses  into 
less  than  the  usual  four  calendar  years  curricu- 
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lum.  A majority  of  the  medical  colleges  in 
New  York  State  adopted  an  accelerated  war- 
time teaching  program  based  on  a nine-month 
curriculum,  whereby  the  requirements  for  the 
M.I).  degree  were  completed  in  three  calendar 
years.  This  apparently  worked  out  very  well 
for  the  students,  but  at  the  annual  meeting  of 
the  Medical  Society  of  the  State  of  New  York 
held  in  October,  1945,  a resolution  was  passed 
recognizing  the  necessity  for  a return  to  the 
prewar  educational  policies  to  preserve  the  high 
standard  of  medical  education  in  the  medical 
colleges  of  the  State  and  nation: 

Resolved , that  the  Medical  Society  of  the  State 
of  New  York  hereby  records  itself  as  urging  the 
termination  of  the  accelerated  programs  for 
medical  students,  interns,  and  residents  and  the 
return  to  prewar  practice  in  all  phases  of  medical 
teaching;  and  be  it  further 

Resolved,  that  the  government  of  the  United 
States,  through  its  appropriate  agencies  and  offi- 
cers, be  and  it  hereby  is  respectfully  memorialized 
to  take  the  necessary  steps  to  effectuate  the  fore- 
going recommendations. 

The  War  Memorial 

Editor’s  Note.- — Since  Dr.  Eugene  H. 
Coon  originally  conceived  the  plan  for  the 
Society’s  War  Memorial,  we  have  asked  him 
to  tell  in  his  own  words  how  the  idea  first 
came  to  him  and  the  subsequent  events  which 
culminated  in  the  War  Memorial. 

Dr.  Eugene  H.  Coon : It  was  a stormy 
evening  in  mid-April,  1945.  Mrs.  Coon  (Peg) 
and  I were  discussing  a news  article  which  an- 
nounced plans  for  the  erection  of  a statue  as  a 
war  memorial.  We  agreed  that  it  didn’t  really 
carry  on  the  deep-seated  ideals  for  which  our 
boys  had  given  their  lives.  Then  later  that 
evening  Peg  told  me  of  a student  who  came  to  her 
guidance  office,  asking  for  information  about 
colleges.  The  boy  explained  that  he  would 
have  to  help  himself  by  working.  “So  many 
come,”  she  said,  “and  I have  to  discourage  them 
because  it  is  impossible  for  them  to  earn  the  high 
tuition  as  well  as  their  board  and  room.  I have 
to  show  them  that  they  haven’t  the  strength 
or  the  necessary  hours  to  do  the  college  work  and 
earn  so  much  at  the  same  time.”  Fortunately, 
she  was  able  to  see  a happy  outcome  for  this  boy. 
His  grandmother  had  left  him  $3,000  to  pay  his 


college  tuition.  This  assured  him  his  advanced 
education. 

“What  a wonderful  way  for  a grandmother  to 
indirectly  guide  and  assist  a grandson,”  was  my 
comment.  In  the  next  hour  the  idea  of  the  War 
Memorial  of  the  Medical  Society  of  the  State  of 
New  York  was  conceived  and  the  details  worked 
out.  A scholarship  would  be  a very  real  way  of 
influencing  and  assisting  the  sons  and  daughters 
of  the  members  who  had  made  the  supreme  sacri- 
fice. The  youngsters  would  know  during  their 
preparatory  years  of  the  scholarship  which  was 
available,  and  many  would  work  to  attain  it. 
This  would  be  helping  in  a practical  way  to  ful- 
fill the  future  of  which  their  fathers  had  dreamed. 

I was  a delegate  to  the  annual  meeting  of  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  in  1945.  Mrs.  Coon  and  I 
drafted  the  resolution  to  be  presented  to  the 
House  of  Delegates,  and  I telephoned  the  officers 
of  the  Medical  Society  of  the  County  of  Nassau 
to  explain  our  idea  and  to  get  their  reactions. 
Every  member  enthusiastically  approved  of  our 
suggestion.  Nassau’s  other  delegates  endorsed 
the  War  Memorial  project  whole  heartedly. 

The  resolution  was  as  follows: 

Whereas,  some  5,100  and  more  members  of  the 
Medical  Society  of  the  State  of  New  York  have 
entered  the  armed  services  of  our  country;  and 
Whereas,  certain  of  these  members  have  made 
the  supreme  sacrifice;  and 

Whereas,  there  can  be  little  doubt  that  the 
advanced  education  of  the  children  of  these  gold 
star  members,  a project  dear  to  the  heart  of  any 
professional  father,  will  entail  great  sacrifice  or  be 
impossible  to  achieve;  be  it  therefore 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  requests 
the  Board  of  Trustees  to  establish  a fund  for  the 
advanced  education  of  the  children  of  our  col- 
leagues who  have  died  in  the  service  of  our  coun- 
try; and  be  it  further 

Resolved,  that  said  fund  may  be  raised  by  a 
small  increase  in  dues  or  an  annual  levy  over  a 
period  of  years ; for  example,  one  dollar  per  year 
for  ten  years,  in  order  that  each  member  may  have 
a part  in  the  memorial. 

The  reference  committee  approved  the  resolu- 
tion with  the  suggestion  that  it  be  referred  to  the 
Council  for  study  and  action. 

At  the  House  of  Delegates  meeting  in  May, 
1946,  the  Council  reported  approval  of  the  estab- 
lishment of  the  War  Memorial  Fund  and  sug- 
gested that  “advanced  education”  mean  four 


February  1,  1957 


503 


JOHN  F.  ROGERS 


years  of  college  for  everyone  and  four  years  of 
postgraduate  education  for  all  who  wish  it.  This 
was  accepted  by  the  House,  and  the  entire  matter 
was  rereferred  to  the  Council. 

At  the  annual  meeting  of  the  House  of  Dele- 
gates in  May,  1947,  the  Finance  Committee  of 
the  Council  reported  that  64  children,  34  boys  and 
30  girls,  were  eligible  to  receive  benefits.  Fur- 
thermore, the  committee  asked  that  the  House  of 
Delegates  determine  the  means  of  financing,  while 
the  Council  Committee  would  determine  the 
eligibility  and  administer  the  funds. 

The  Reference  Committee  on  Report  of  the 
Finance  Committee  recommended  a special 
assessment  on  the  membership  for  this  fund,  also 
that  the  question  be  returned  to  the  Council  and 
the  Trustees  for  more  study  as  to  costs.  This 
was  granted. 

A Special  Committee  on  War  Memorial  of  the 
Council  and  the  Board  of  Trustees  with  Dr. 
James  Rooney,  a Trustee,  as  chairman  was  ap- 
pointed. The  first  meeting  was  held  September 
11,  1947.  And  may  I say  here  that  once  I had 
convinced  Dr.  Rooney  of  the  noble  purpose  and 
feasibility  of  the  Memorial,  it  never  had  a 
stauncher  friend  or  more  ardent  advocate.  He 
worked  long  and  hard  for  its  success  until  the  end 
of  his  days. 

In  May,  1948,  this  committee  proposed  to  the 
House  of  Delegates  three  plans  for  the  Memorial’s 
operation.  Plan  3,  which  would  make  a contri- 
bution of  $600  per  year  for  collegiate  and  pro- 
fessional training  up  to  age  twenty-five  years 
provided  the  candidate  remained  unmarried,  was 
adopted.  This  plan  necessitated  an  assessment 
of  $12  per  member. 

Now  the  War  Memorial  is  in  its  ninth  year  and 
continues  to  justify  the  broad  vision  of  those 
members  of  our  State  Society  who  initiated  and 
promulgated  the  project. 

To  date  the  fund  has  been  privileged  to  aid  in 
college  and  professional  training  of  27  of  the 
children  of  our  colleagues  who  lost  their  lives  as  a 
result  of  World  War  II.  Three  beneficiaries 
graduated  as  Doctors  of  Medicine  in  June,  1955. 
There  are  two  students  attending  medical  school 
at  present  and  one  attending  a nursing  college. 

Three  children  of  a member  who  lost  his  life 
in  the  Korean  conflict  have  been  added  to  the 
list,  and  the  contribution  has  been  increased  to 
$900  per  year  by  the  action  of  the  1956  House  of 
Delegates. 

The  generous  response  of  the  members  proves 


that  the  War  Memorial  has  met  with  widespread 
approval.  As  one  doctor  said  to  me,  “I  have 
never  sent  a check  as  willingly  as  I have  sent  my 
assessment  to  the  fund.  It  might,  but  by  the 
grace  of  God,  have  been  my  son  or  daughter  who 
needed  the  help.”  Best  of  all,  it  is  a memorial 
which  continues  to  work  for  a long  time  ahead. 
Who  of  us  can  judge  the  influence  of  the  young 
men  and  women  who  are  being  better  prepared  for 
life  through  the  help  of  this  Fund? 

The  Recent  Past 

An  interesting  comment  in  1948  on  the  impor- 
tance of  the  deliberations  of  the  House  of  Dele- 
gates about  medical  affairs  in  New  York  State  is 
noted  in  an  editorial  of  the  September,  1948,  issue 
of  the  Journal: 

One  fifth  of  all  interns  in  the  United  States 
receive  their  training  in  New  York  State  hospitals; 
one  fourth  of  all  United  States  physicians  serve 
their  residencies  in  New  York  State  Hospitals; 
13  per  cent  of  all  prescriptions  are  prescribed  by 
New  York  State  phjrsicians;  almost  half  of  the 
22,717  New  York  State  physicians  are  specialists; 
one  eighth  of  all  the  hospital  beds  are  in  New 
York  State  hospitals. 

New  York  State  is  not  only  the  largest  state 
with  respect  to  population  and  number  of  physi- 
cians but  continues  to  be  the  fastest  growing  state 
also,  based  on  the  number  of  new  physicians  who 
are  licensed  to  practice  medicine  each  year.  Last 
year  (1947)  over  1,100  new  physicians  joined  the 
Medical  Society  of  the  State  of  New  York,  and 
this  year  the  number  has  continued  to  grow,  until 
now  (1948)  our  membership  stands  at  22,717, 
twice  as  many  member  physicians  as  the  next 
largest  state. 

Thus  New  York,  with  15  per  cent  of  all  the 
physicians  in  the  United  States,  occupies  a key 
position  in  the  national  medical  picture.  Hand  in 
hand  with  this  tremendous  growth  has  gone 
New  York's  progressive  spirit  of  medical  leader- 
ship, which,  at  the  very  beginning,  brought  about 
the  establishment  of  the  American  Medical 
Association  in  1847  and  later  the  United  States 
Pharmacopeia.  Today,  New  York  is  taking  the 
leadership  in  much  of  the  battle  against  socialized 
medicine  and  antivivisection  and  for  licensing 
reforms,  prepayment  medical  care  plan  insurance, 
chiropractic  control  measures,  better  postgraduate 
medical  education,  particularly  for  the  general 
practitioner,  and  a host  of  other  problems  of  the 
day. 

This  was  the  first  year  that  the  transactions  of 
the  House  of  Delegates  were  published  in  a single 
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volume  as  a second  section  of  the  September  1 
issue  of  the  Journal.  This  was  brought  about 
through  the  suggestion  of  the  assistant  to  the 
editor  of  the  Journal.  Her  technical  advice  has 
certainly  revolutionized  the  understanding  of  the 
transactions  of  our  Delegates,  and  each  member  of 
the  Society  has  no  excuse  for  not  being  familiar 
with  the  deliberations  of  our  duly  elected  legisla- 
tive body. 

A resolution  proposed  this  same  year  that  the 
Council  redistrict  the  county  medical  societies 
with  the  creation  of  a Ninth  District  Branch. 
This  was  approved  and  was  executed  at  the 
annual  meeting  in  May,  1950. 

A paragraph  from  the  remarks  of  the  speaker  of 
the  House  of  Delegates  at  the  annual  meeting  of 
1949  seems  appropriate: 

It  will  interest  you  to  learn  that  of  the  154 
elected  delegates,  including  a few  alternates,  about 
whom  we  biannually  obtained  the  information 
we  asked  for,  all  but  five,  who  are  administrators 
or  officers  in  the  government  services,  are  actively 
engaged  in  the  practice  of  medicine;  all  are  con- 
nected with  hospitals.  Thirty-four,  or  22  per 
cent,  are  general  practitioners;  38,  or  25  per  cent, 
are  surgeons;  25,  or  16  per  cent,  are  internists; 
13,  or  9 per  cent,  are  obstetricians  and  gyne- 
cologists, and  44,  or  28  per  cent,  are  specialists  in  13 
different  qualifications  or  categories,  including 
nine  otolaryngologists,  eight  urologists,  four  gas- 
troenterologists, three  roentgenologists,  three 
neuropsychiatrists,  and  two  each  of  anesthesi- 
ologists, bronchoscopists,  dermatologists,  patholo- 
gists, and  ophthalmologists;  several  other  special- 
ties are  represented  by  one  delegate  apiece.  All 
of  you  are,  or  have  been,  officers  and  members  of 
important  committees  of  your  county  societies. 
Eighty-one  of  you,  or  53  per  cent,  have  been 
presidents.  Twenty-five,  or  16  per  cent,  hold 
important  teaching  positions  in  medical  schools. 
The  high  percentage  of  general  practitioners  re- 
futes the  contention  that  the  opinions  of  our 
medical  societies  are  entirely  controlled  by 
specialists.  It  would  be  expected  that  special- 
ists, who  have  more  time  to  give  to  organization 
matters,  would  be  in  the  majority,  but,  after  all, 
specialists  depend  largely  upon  general  practi- 
tioners for  their  livelihood  and  are  certainly 
interested  in  their  welfare. 

The  annual  per  capita  assessment  on  each 
component  county  society  for  the  incoming  year 
was  raised  to  $25. 

Although  the  last  six  years  of  the  Society’s 
existence  are  rather  too  recent  to  be  treated 


as  history,  certain  actions  and  events  are  worthy 
of  note. 

The  annual  meeting  held  in  May,  1950,  at 
New  York  City  was  considered  to  have  been  one  of 
the  most  successful  ever  held  in  the  Society’s 
then  one  hundred  and  forty-four  years.  The 
final  check  on  registrations  revealed  a total  of 
6,985  of  which  4,407  were  physicians.  A frame- 
work was  set  up  under  which  grievance 
committees  might  be  formed  at  the  county 
level,  and  nine  district  branches  were  created, 
which  is  still  in  effect  today.  The  Board  of 
Trustees  was  increased  to  seven,  and  the  number 
of  councillors  was  increased  from  nine  to  12. 

Speaker  Albert  F.  R.  Andresen  in  his  opening 
remarks  at  this  session  advised  the  delegates  that 
many  resolutions  in  the  past  were  merely  expres- 
sions of  wishful  thinking,  particularly  adding  to 
expense  by  calling  for  more  committees.  He  em- 
phasized the  importance  of  appealing  at  reference 
committee  hearings  to  argue  the  merits  of  resolu- 
tions rather  than  taking  time  of  the  Delegates  at 
a session: 

Most  of  the  resolutions  you  pass  here  are  re- 
ferred to  the  Council  for  implementation.  Few 
realize  the  long  hours  spent  by  the  members  of  the 
Council,  the  loss  of  time  and  money  involved,  in 
attending  not  only  the  long  monthly  sessions  in 
New  York  City  but  in  acting  as  chairmen  of  the 
many  Council  committees.  These  men,  whom 
you  elect  each  year  as  being  best  fitted  to  carry  on 
the  responsibilities  of  the  House  of  Delegates 
when  it  is  not  in  session,  are  striving  constantly 
to  carry  out  the  often  difficult  mandates  of  the 
House,  to  provide  for  emergencies  arising  in  the 
interim  between  the  annual  meetings  of  the 
House,  and  to  conduct  as  efficiently  and  eco- 
nomically as  possible  the  many  different  activities 
of  the  Society.  The  many  reports  of  the  Council 
Committees  of  the  activities  of  the  past  year  are 
to  be  reviewed  and  acted  upon  at  this  session. 
If  anyone  has  thought  of  criticizing  any  action  of 
the  Council,  he  should  be  sure  to  attend  the 
reference  committees  considering  these  reports. 
All  will  then  agree  that  the  members  of  the 
Council  are  entitled  to  the  highest  commendation 
for  their  unselfish  devotion  and  sacrifice. 

It  is  important  for  us  to  realize  here  today  that 
our  actions  are  not  only  of  interest  and  importance 
to  the  medical  profession  but  are  subject  to  the 
scrutiny  of  representatives  of  newspapers,  of 
other  professional  and  lay  groups,  and  of  propa- 
gandists who  may  use  every  evidence  of  differ- 
ences of  opinion  in  furthering  schemes  of  their 
own.  Our  actions  here  will  also  greatly  influence 
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actions  taken  by  other  state  societies  and  by  the 
American  Medical  Association.  We  must  so 
conduct  ourselves  as  to  show  to  the  world  that  the 
practitioners  of  medicine  of  the  State  of  New  York 
are  united  in  their  support  of  the  activities  of  the 
A.M.A.,  in  their  determination  to  provide  better 
and  better  medical  services  to  more  and  more 
people,  and  to  carry  on  a relentless  campaign 
against  the  few  black  sheep  among  them  who 
bring  criticism  and  disrepute  to  the  profession. 

A new  committee  was  established  at  the  1950 
Annual  Meeting  called  the  Committee  on  Hos- 
pital and  Professional  Relations.  There  was  con- 
sidered to  be  a pressing  need  to  deal  with  ethics, 
responsibilities,  standards,  and  contractual  rela- 
tions, as  well  as  general  policies  with  regard  to 
medical  practice  in  hospitals.  The  resolution  pre- 
sented on  the  subject  matter  was  approved  by  the 
reference  committee  and  unanimously  carried. 

Under  the  able  chairmanship  of  Dr.  Louis 
Bauer,  important  changes  were  posed  in  the 
Constitution  and  Bylaws  of  the  Society,  but  their 
ultimate  revisions  by  amendments  were  not  com- 
pletely accepted  until  1954. 

There  was  considerable  discussion  on  a resolu- 
tion, proposed  by  Dr.  Henry  McGarvey  of  West- 
chester County,  that  the  House  of  Delegates  take 
action  requiring  as  one  condition  for  membership 
in  the  Society  the  signing  by  each  member  of  a 
constitutional  oath  and  declaration  against 
ideologies  which  would  seek  to  overthrow  the 
American  system  of  government.  This  was  re- 
ferred to  the  Council  for  further  study. 

One  of  the  most  important  and  probably  far- 
reaching  resolutions  approved  at  this  meeting  was 
the  acceptance  by  the  House  of  Delegates  of  the 
formation  of  grievance  committees  throughout 
the  State  on  the  county  level.  This  was  proposed 
as  Appendix  III  of  the  Principles  of  Professional 
Conduct  by  the  reference  committee  reviewing 
the  Principles,  under  the  able  leadership  of  Dr. 
Joseph  A.  Geis.  A statement  of  policy  was  noted 
that  a grievance  committee  was  desirable  as  a 
means  of  improving  doctor-patient  relationships. 
The  method  of  operation  was  described,  but  the 
respective  counties  should  decide  on  their  own 
procedure,  and  if  no  conclusion  could  be  agreed 
on,  then  an  appeal  to  the  proper  judicial  body,  as 
provided  in  the  Constitution  and  Bylaws  of  the 
State  Society,  could  be  exercised  to  for  dis- 
ciplinary action.  Appendix  III  was  unanimously 
carried. 

The  problem  of  Health  Insurance  Plan  of  New 
York  (HIP)  for  a short  time  threatened  to  cause 


a discord  in  the  House  of  Delegates  that  for  a 
time  seemed  insurmountable.  Under  the  astute 
chairmanship  of  the  late  Dr.  Guy  Philbrick,  the 
reference  committee  considering  the  letter  of  Dr. 
George  Baehr,  chairman  of  the  board  of  directors 
of  HIP,  recommended  that  “Because  of  the 
volume  of  material  submitted  (by  HIP),  it  was 
considered  impractical  to  give  full  and  necessary 
analysis  of  its  contents  in  the  short  time  available” 
and  that  the  problem  be  referred  to  the  Council, 
which  would  analyze  the  material  without  haste. 
The  recommendation  was  unanimously  carried. 

There  was  considerable  discussion  of  a resolu- 
tion to  include  doctors  in  Social  Security  benefits. 
The  House  voted  down  anj-  action  to  effect  the 
inclusion  of  the  medical  profession  in  the  new 
Social  Security  Law. 

The  composition  of  the  Planning  Committee 
for  Medical  Policies  was  changed  from  an  irregular 
appointive  body  by  the  president  of  the  Society  to 
the  following,  as  noted  by  the  resolution:  “That 
membership  be  reconstituted  as  follows:  presi- 

dent, president-elect,  speaker  of  the  House, 
secretary,  one  trustee,  and  nine  other  members, 
each  one  representing  a district  branch.  It  is 
suggested  that  each  component  county  society, 
through  its  Comitia  Minora,  select  a representa- 
tive to  a district  planning  committee;  the  mem- 
bership of  such  district  committee  to  select  its 
representative  on  the  State  Planning  Committee 
for  Medical  Policies.”  This  was  approved  by 
the  reference  committee  and  unanimously  carried 
in  1951. 

This  meeting  of  the  House  of  Delegates  went 
on  record  as  disapproving  free  medical  care  by 
the  Veterans  Bureau  for  nonservice-connected 
disabilities. 

The  House  of  Delegates,  at  its  May,  1951, 
session,  approved  a recommendation  from  the 
Subcommittee  on  Blood  Banks  of  the  Council 
Committee  on  Public  Health  and  Education  that 
“The  organization  of  a New  York  State  Associa- 
tion of  Blood  Banks  is  a necessity  at  this  time,” 
and  at  the  October,  1951,  meeting  the  Council 
of  the  Society  voted  to  sponsor  the  formation  of  a 
State  association  of  blood  banks.  An  organiza- 
tional meeting  was  held  in  March,  1952,  and  the 
Blood  Banks  Association  of  New  York  State  was 
formed. 

Each  year  since  1948  an  award  has  been  pre- 
sented to  the  Outstanding  General  Practitioner  of 
New  York  State.  The  names  of  the  New  York 
State  physicians  so  honored  are  as  follows : 
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Percy  G.  Waller,  M.D.,  New  Baltimore,  named 
New  York  State’s  Outstanding  General  Practi- 
tioner for  1951. 


1948  Dr.  Arthur  D.  Jaques,  Lynbrook* 

1949  Dr.  John  Rankin  MacElroy,  Jonesville* 

1950  Dr.  Alfred  0.  Persons,  Lexington 

1951  Dr.  Percy  G.  Waller,  New  Baltimore* 

1952  Dr.  Charles  D.  Graney,  LeRoy* 

1953  Dr.  Mary  J.  Ross,  Binghamton 

1954  Dr.  Antonio  Pisani,  New  York  City* 

1955  Dr.  James  H.  Bennett,  Baldwinsville* 

1956  Dr.  Edward  Danforth,  Bainbridge 

The  meetings  of  the  House  of  Delegates  from 
1952  through  1956  were  replete  with  discussions  of 
medical  economics  with  reference  to  further  study 
of  health  and  hospital  insurance  and  emphasizing 

* Deceased. 


that  the  medical  profession  take  the  lead  in 
economic  problems  lest  the  initiative  pass  to 
others. 

A successful  campaign  against  chiropractic 
under  the  able  leadership  of  Dr.  J.  Stanley 
Kenney  was  conducted  in  1953.  This  involved  a 
large  sum  of  money  and  nearly  had  disastrous 
results,  but  the  education  of  the  public  made  it 
well  worth  while. 

Many  changes  in  the  Constitution  and  Bylaws 
of  the  Society  were  finally  approved  in  1954,  in- 
cluding a change  from  a Board  of  Censors  to  a 
Judicial  Council.  The  Principles  of  Professional 
Conduct  were  brought  up  to  date  conforming  to 
certain  recommendations  of  the  American  Med- 
ical Association. 

In  December,  1956,  the  Society  signed  a con- 
tract with  the  Federal  Government  to  administer 
the  Military  Dependents’  Medical  Care  Program 
(Medicare).  This  program,  which  provides  for 
medical  care  of  the  dependents  of  military  per- 
sonnel, was  brought  into  being  by  the  passage  of 
Public  Law  569  by  the  84th  Congress. 

The  last  five  years  have  witnessed  the  ending  of 
the  Korean  War  with  most  of  our  members  back 
in  practice,  the  success  of  Emergency  Medical 
Service  established  throughout  most  of  the  coun- 
ties, and  the  weathering  of  a threat  by  chiro- 
practors. Also  the  subsidence  of  the  acceptance 
of  socialized  medicine,  the  strengthening  of  the 
Workmen’s  Compensation  Board,  and  the  revision 
of  the  Bylaws  of  the  State  Society  were  among  the 
important  events.  The  problem  of  gamma 
globulin  distribution  and  polio  vaccine  proved  to 
be  major  headaches  for  the  health  authorities  and 
physicians  in  general. 

The  problems  of  the  next  fifty  years  will  cer- 
tainly include  medical  economics,  particularly 
insurance  care,  some  type  of  security  for  the  self- 
employed,  and  the  consideration  of  group  medical 
practice.  As  to  what  else  the  future  holds,  the 
reader  is  entitled  to  his  own  guess. 
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Other  Developments  of  the  Last  Fifty  Years 


Workmen’s  Compensation 

Toward  the  end  of  the  nineteenth  century  our 
profession  was  concerned  with  matters  medical, 
not  economic.  The  educational  requirements  for 
admission  to  most  recognized  medical  colleges 
met  acceptable  standards.  The  minimal  re- 
quirement specified  by  the  Education  Law  of 
New  York  was  amended  year  by  year  from  mere 
grammar  schooling  and  one  year  in  a medical 
college  (1880-1900)  to  a required  premedical 
course  of  four  years  (high  school)  and  at  least  four 
years  of  medical  college  instruction.  It  was  in 
this  era  that  the  laws  of  New  York  were  first  set 
up  to  limit  the  treatment  of  human  afflictions  to 
“duly  licensed  and  registered”doctorsof  medicine. 
In  1900  there  were  400  hospitals  in  the  United 
States  compared  with  8,000  today;  there  was  no 
x-ray,  little  pathology,  and  anyone  gave  “ether 
or  chloroform.” 

Concurrently  with  the  advances  of  medical 
education  came  changes  in  our  pioneer-colonial 
environments,  each  having  an  impact  on  our 
profession.  Progressively  improved  transporta- 
tion and  means  of  communication  merged  rural 
life  with  that  of  tire  metropolis.  Industries 
multiplied  to  transform  a nation  of  agriculture  to 
one  whose  major  effort  was  factory  production. 
A marked  increase  in  population  was  another 
factor.  America  was  growing. 

Both  capital  and  labor  organized.  In  the  rush 
to  keep  up  with  new  world  opportunities,  the 
members  of  our  profession  were  carried  along  in 
rapid  currents  toward  uncharted  horizons; 
quite  generally,  doctors  were  too  concentrated  on 
individual  daily  affairs  to  take  a look  ahead. 
Many  phases  of  life  were  like  Topsy  of  Uncle 
Tom’s  Cabin — they  “just  growed.”  Our  pro- 
fession focused  attention  on  the  problems  of 
health  and  medical  care  and  not  on  economics 
and  social  relations.  Medical  practice  remained 
an  individualistic  enterprise. 

At  the  turn  of  the  century  workmen  who  suf- 
fered personal  injury  were  on  their  own.  They 
had  recourse  to  suits  at  law  for  recovery  of  losses 
but  were  very  commonly  frustrated  by  the  em- 
ployer’s claim  of  “contributory  negligence.”  To 
a considerable  degree  the  payments  to  doctors 
for  professional  services  of  the  injured  worker 
rested  on  the  outcome  of  the  patient’s  suit  for 


recovery  of  his  losses.  Much  time  of  many 
doctors  was  wasted  when  appearing  as  sub- 
poenaed witnesses,  and  too  often  they  received 
no  remuneration  for  their  services  either  as 
witnesses  or  doctors.  Many  doctors  were  impelled 
to  decline  care  of  such  cases,  and  the  number  who 
shunned  such  practice  increased  progressively  in 
the  second  and  third  decades.  Often  the  doctor- 
witness  suffered  embarrassment  by  insinuating 
questions  which  implied  that  his  testimony  was 
colored  by  a financial  interest  in  the  outcome  of 
the  case.  On  the  witness  stand  many  doctors 
were  like  fish  out  of  water.  They  were  easy 
prey  for  lawyers  who  sought  “to  win”  rather  than 
to  establish  the  true  facts  of  a case.  Today, 
doctors  are  compensated  for  testimony  at  “de- 
partmental hearings,”  and  very  often  the  doctors’ 
written  reports  are  accepted  without  personal 
appearance. 

It  was  not  until  the  1914  session  of  the  New 
York  Legislature  that  the  law  of  our  State  re- 
quired “industry  to  bear  the  cost  of  care  of  its 
casualties.”  Many  of  the  provisions  of  this 
“Labor  Law”  were  spelled  out  in  minute  legal 
details.  Not  so,  however,  in  Section  13  which 
loosely  and  indefinitely  required  the  employer 
to  provide  medical,  hospital,  and  ancillary 
services.  And  the  employers  promptly  turned 
over  to  the  writers  of  insurance  the  administra- 
tion of  this  responsibility. 

Here  was  a new,  unexplored  opportunity  for 
the  insurance  companies.  Data  from  which  to 
estimate  “costs”  and  premium  rates  were  meager. 
Employers  and  their  insurance  carriers  were 
naturally  very  concerned  to  keep  costs  low. 
There  was  no  accepted  schedule  of  medical  fees. 
The  quality  of  care  was  secondary,  just  good 
enough  to  “get  by”  the  Labor  Commission. 

Of  course,  the  carriers  expected  to  establish 
a margin  of  profit  for  themselves.  A State 
Insurance  Fund  was  constituted  to  pick  up  ac- 
counts which  no  insurance  company  would  write, 
and  it  also  provided  a measuring  rod  by  which 
to  evaluate  the  operations  of  the  independent 
insurance  companies. 

Clinics  for  the  care  of  injured  workmen  sprang 
up  singly  and  in  “chains.”  Medical  care  became 
commercialized  with  all  the  demoralizing  con- 
sequences of  uncontrolled,  unrestricted  com- 
petition. Progressive!)'’  the  better  elements  of 
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our  profession  declined  to  participate  in  this  field 
of  practice.  The  less  capable  and  less  scrupulous 
of  the  profession  found  employment  in  the 
clinics.  A few  of  our  eminent  members  partic- 
ipated because  of  “quantity  of  referrals”  who  were 
accepted  at  lower  fees. 

In  most  cases,  when  a doctor  accepted  a case 
and  rendered  a bill  at  the  prevailing  rate,  his 
fees  were  arbitrarily  cut.  The  insurance  carrier 
cited  the  clinic  fee  to  justify  its  proffered  settle- 
ment. It  was  futile  to  argue.  What  was  not 
generally  known  was  that  some  “on  the  inside” 
were  quoting  low  fees,  say  $35  for  a hernia,  and 
then  by  special  arrangement  with  the  office  staff 
of  the  company,  they  sent  in  claims  for  $50  to  $100 
for  “after-care.”  Prolonged  treatments  of  rela- 
tively minor  cases  were  tolerated  by  the  same 
indulgent  insurance  companies  when  billed  by  a 
clinic. 

By  the  early  1930’s  competitive,  commercialized 
medical  care  reached  an  all-time  low  of  moral 
corruption.  Employes  of  insurance  offices  were 
suspected  of  accepting  persuasive  gratuities  as  a 
quid  pro  quo  in  the  settlement  of  clinic  bills.  The 
climax  of  competition  was  reached  when  one  clinic 
staged  a “Roman  holiday  dinner  party”  to  which 
the  top  brass  of  the  insurance  industry  was  in- 
vited. The  hospitality  of  this  occasion  was 
offensive. 

On  the  day  following  this  party  a committee 
representing  many  of  the  larger  insurance  carriers 
waited  on  the  president  of  your  State  Medical 
Society.  They  admitted  that  affairs  had  gotten 
out  of  control,  and  they  proposed  that  the  Society 
take  over  medical  care  of  injured  workmen  and 
that  State-wide  clinics  be  established  under 
Society  administration.  The  president  placed 
this  proposal  in  the  lap  of  the  Committee  on 
Economics,  which  by  chance  was  in  session  in  a 
nearby  hotel. 

On  December  29,  1932,  the  New  York  Academy 
of  Medicine  received  a communication  from  the 
Honorable  Franklin  D.  Roosevelt,  requesting  the 
Academy  to  study  the  report  of  the  committee 
which  had  investigated  the  medical  abuses  of  the 
Workmen’s  Compensation  Law  and  to  make 
recommendations  and  suggestions  for  correcting 
these  abuses.  Said  the  Academy : 

We  appreciate  the  confidence  which  has  been 
placed  in  us  by  Governor  Roosevelt,  and  we  desire 
to  do  everything  in  our  power  to  aid  in  the  solu- 
tion of  the  present  difficulties. 

We  desire  to  point  out  to  your  Excellency,  how- 


ever, that  a matter  of  this  kind  involves  the  entire 
medical  profession  of  the  State  of  New  York;  that 
although  the  Academy  has  been  deeply  interested 
and  much  concerned  in  the  operation  of  this  Act 
for  the  past  twelve  years,  and  has  made  a number 
of  studies  and  reports  on  the  subject,  we  feel  that 
any  recommendations  and  suggestions  which  we 
might  make  will  not  have  the  full  support  of  the 
medical  profession  of  the  State  unless  the  study 
be  made  by  representatives  of  the  Medical  Society 
of  the  State  of  New  York  in  cooperation  with 
representatives  of  our  own  organization. 

We  feel  convinced  that  if  you  would  be  willing 
to  appoint  a committee  consisting  of  five  repre- 
sentatives of  the  Medical  Society  of  the  State  of 
New  York  and  five  representatives  of  the  New 
York  Academy  of  Medicine,  it  is  practically  cer- 
tain that  such  a Committee  would  work  in  com- 
plete harmony  and  would  make  recommendations 
and  suggestions  that  would  have  the  full  support 
of  the  medical  profession  of  the  State. 

Governor  Lehman  accepted  the  suggestion  in  a 
personal  letter  to  Dr.  Sachs.  The  committee, 
of  which  Dr.  Eugene  H.  Pool  was  the  chairman, 
worked  very  hard  and  presented  a valuable  re- 
port in  1934.  It  confirmed  the  findings  of  the 
Cullman  Committee:  thatmedical  care  and  treat- 
ment of  injured  workmen  had  in  many  cases 
degenerated  into  a commercialized  venture,  with 
rebating,  fee-splitting,  organized  solicitation,  and 
“lifting”  of  cases,  in  which  so-called  medical 
clinics  and  unscrupulous  people  exploited  the  in- 
jured worker.  Certain  changes  in  the  law  recom- 
mended by  the  committee  were  introduced  into 
both  branches  of  the  Legislature  and  were  en- 
dorsed by  the  Academy. 

The  committee  studied  intensively  the  status 
of  workmen’s  compensation  and  made  recom- 
mendations as  to  amending  the  law,  which  the 
Commissioner  intimated  were  the  most  important 
received,  and  most,  if  not  all,  would  be  incor- 
porated into  the  law. 

In  view  of  the  Moreland  Commissioner’s  in- 
vestigation of  unethical  practices,  the  committee 
recommended  strongly  that  the  question  of  fee- 
splitting, when  proved,  would  constitute  a cause 
for  debarring  a physician  from  the  practice  of 
medicine,  with  the  penal  law  amended  to  make  it 
a misdemeanor. 

Three  conclusions  were  immediately  reached  by 
the  committee.  First  was  the  opinion  that  clinics 
operated  under  the  State  Medicial  Society  would 
probably  fail  as  completely  as  had  one  such 
institution  operating  in  the  New  York  office  of  one 
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large  insurance  carrier;  second,  that  good  medical 
care  could  be  best  assured  by  giving  the  injured 
worker  the  right  of  “free  choice”  of  doctor,  and, 
third,  that  a schedule  of  minimum,  reasonable,  and 
fair  fees  should  be  established  and  that  fees  below 
such  levels  be  prohibited.  Labor  leaders  recog- 
nized that  good  care  and  upright  conduct  could 
not  be  expected  of  cut-rate  competition.  A sub- 
committee of  five  composed  the  first  draft  of 
what  eventually  became  Section  13(a)  of  the 
Labor  Law. 

A proposed  amendment  to  the  Labor  Law  was 
approved  by  action  of  the  House  of  Delegates. 
A special  committee  appointed  by  the  Governor 
of  the  State  took  this  draft  apart  and  then  put 
it  back  together  much  as  it  had  been,  and  this 
was  made  law,  effective  July  1,  1935. 

The  New  York  law  was  signed  by  the  Governor 
during  the  first  week  of  June,  to  become  effec- 
tive July  1,  1935.  In  mid-June  the  first  con- 
ference meeting  assembled,  with  some  200  repre- 
senting the  insurers  and  two  doctors  representing 
the  Medical  Society.  After  several  hours  of 
unproductive  discussions  a spokesman  for  the 
Society  called  attention  to  the  fact  that  the 
doctors  of  the  State  were  depending  on  representa- 
tion of  a committee  of  three  members  and  sug- 
gested that  the  number  representing  the  assembly 
might  be  reduced  to  six.  The  proposal  was 
accepted.  However,  seldom  less  than  20  attended 
the  subsequent  meetings. 

Beginning  in  the  last  week  of  June  and  con- 
tinuing at  frequent  intervals  through  the  first  of 
October,  the  conferees  slowly  and  laboriously 
composed  the  items  of  the  schedule.  Presiding  at 
the  meetings  was  the  late  Mr.  Leon  Senior  whose 
attitude  of  judicial  fairness  saved  many  heated 
situations  which  might  have  disrupted  and  ter- 
minated the  negotiations.  Mr.  George  A.  Dierauf 
did  the  secretarial  recording  and  reporting,  and 
how  he  managed  to  inscribe  so  well  the  essential 
comments  and  actions  out  of  the  vigorous  ex- 
changes across  the  table,  at  times  going  on  in  a 
babble  of  voices,  remains  an  unexplained  marvel. 

The  ratio  of  some  20  insurance-employer  mem- 
bers against  two  for  the  State  Society  would 
suggest  an  advantage  to  the  insurance-employers, 
but  it  worked  out  to  be  a handicap;  the  larger 
group  often  had  difficulty  in  reaching  agreement 
among  themselves.  On  one  side  were  the  avail- 
able collated  records  of  payments  made  by  in- 
surance carriers  over  the  whole  nation.  On  the 
other  side  was  a broad  experience  in  everyday 


medical  practice  with  a more  practical  working 
understanding  of  what  would  constitute  a “fair 
and  adequate”  payment  for  the  various  services. 
At  the  conclusion  of  the  conferences  it  was  the 
opinion  of  the  Society  representatives  that  they 
had  met  with  conscientious  gentlemen  who,  like 
themselves,  were  trying  to  do  a good  job — each 
side  faithful  to  its  respective  interests. 

The  Minimum  Fee  Schedule,  finally'  promul- 
gated in  October,  1935,  was  to  apply  to  the 
metropolitan  counties.  Notwithstanding  that 
the  carriers  alleged  that  fees  “upstate”  were 
lower,  it  was  not  until  some  two  years  later  that 
application  of  the  schedule  was  made  State-wide. 
In  counties  with  little  compensation  coverage, 
some  companies  paid  relatively  higher  fees  as  a 
good  will  measure  in  order  to  sell  other  forms  of 
insurance,  such  as  life,  health  and  accident,  auto 
liability,  fire,  and  other  types  of  coverage. 
Upstate  doctors  were  not  disposed  to  accept  the 
metropolitan  schedule. 

Section  13(a)  as  proposed  by  the  State  Medical 
Society  was  written  to  exclude  commercial  com- 
petition. It  required  nearly  two  years  to  accom- 
plish its  favorable  consideration  by  the  Legisla- 
ture. Then  late  in  May,  1935,  in  a period  of  less 
than  ten  da3rs,  a joker  was  introduced,  passed,  and 
signed  by  the  Governor.  It  read:  “Nothing  in 
this  section  shall  be  construed  as  preventing  the 
employment  of  a duly  authorized  physician  on  a 
salary  basis  by  an  authorized  compensation  med- 
ical bureau  or  laboratory.” 

The  first  law  granted  authority  to  the  com- 
missioner to  license  a medical  bureau  or  labora- 
tory on  the  recommendation  of  the  local  county 
medical  society.  Later  this  provision  was  deleted, 
and  power  to  license  passed  out  of  the  hands  of 
the  medical  society  officers  in  counties  having 
populations  of  one  million  or  more. 

One  of  the  outstanding  sources  of  abuse  through- 
out the  earlier  years  of  workmen’s  compensation 
were  the  charges  levied  for  the  follow-up  services 
incident  to  most  if  not  all  surgical  procedures. 
The  coverage  of  this  service  as  an  integral  part  of 
the  fee  for  the  procedure  was  devised  to  control 
this  abuse.  It  was  not  intended  that  unusual 
needs  beyond  this  period  were  to  put  the  patients 
on  their  own;  the  law  required  complete  care. 
But  care  beyond  such  time  required  “authoriza- 
tion” based  on  the  individual  circumstances,  and 
it  placed  a control  of  such  extra  fees  under  the 
scrutiny  of  those  who  would  pay  the  cost. 

Perhaps  the  best  way  to  summarize  the  activities 
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of  the  Society  in  the  field  of  workmen’s  compensa- 
tion is  to  quote  from  a report  by  Dr.  David  J. 
Kaliski,  director  of  the  Workman’s  Compensation 
Bureau,  and  Dr.  Gerald  D.  Dorman,  chairman  of 
the  Council  Committee  on  Workmen’s  Com- 
pensation:* 

1.  Date  originally  founded:  Actually  our 
committee  began  to  function  in  1933  when  the 
Governor  of  the  State  of  New  York,  the  Honorable 
Herbert  Lehman,  appointed  a commission  of  ten 
physicians  to  study  the  Workmen’s  Compensa- 
tion Law.  I was  a member  of  that  committee  and 
when  the  law  was  amended  in  1935,  I became 
active  in  directing  the  work  of  the  State  Society 
Committee  and  also  of  the  New  York  County 
Medical  Society.  Dr.  Charles  Gordon  Heyd 
was  chairman  of  the  original  committee,  and  Dr. 
Frederic  E.  Elliott  and  I were  the  other  two 
members.  The  committee  has  been  enlarged  so 
that  it  now  represents  every  district  in  the  State. 
Dr.  Gerald  D.  Dorman  is  the  present  chairman  of 
the  committee. 

2.  The  original  aims,  objectives  and  functions 

of  the  committee:  The  real  purpose  of  the  com- 

mittee was  to  put  into  operation  throughout  the 
State  the  amendments  to  the  Workmen’s  Com- 
pensation Law  of  March,  1935,  which  became 
effective  on  July  1,  1935.  The  committee,  under 
my  supervision,  set  up  the  medical  administra- 
tive functions  of  the  law.  Sixty-one  county 
medical  society  committees  on  workmen’s  com- 
pensation were  appointed  and  instructed  in  their 
duties  and  responsibilities.  A State  commit- 
tee was  appointed.  Since  the  qualifications  of 
physicians  to  practice  under  the  Workmen’s 
Compensation  Law  devolved  on  the  medical 
societies,  we  set  up  uniform  professional  standards 
to  qualify  specialists  and  general  practitioners. 
We  assisted  the  county  medical  societies  in  quali- 
fying doctors.  We  set  up  a table  of  symbols  to 
denote  general  practitioners  and  specialists.  We 
prepared  the  necessary  literature,  application 
forms,  etc.,  used  by  the  county  medical  societies 
in  this  function. 

We  set  up  the  machinery  for  examining  and 
authorizing  physicians’  medical  bureaus  and  em- 
ployers’ medical  bureaus,  and  we  assisted  the 
Industrial  Commissioner  in  setting  up  rules  and 
regulations  governing  the  licensing  of  such  medical 

* This  report  was  presented  to  the  Planning  Committee  for 
Medical  Policies  in  November,  1954,  on  the  occasion  of  the 
Planning  Committee’s  study  of  the  committee  setup  of  the 
State  Society  (as  suggested  by  President  Arthur  J.  Bedell  in 
his  inaugural  address  in  1934,  see  page  499). 


bureaus,  x-ray  and  pathologic  laboratories.  We 
assisted  the  Industrial  Council  in  setting  up  rules 
and  regulations  governing  the  treatment  of  com- 
pensation claimants  by  authorized  and  qualified 
doctors.  We  assisted  the  county  medical  societies 
to  set  up  the  necessary  machinery  to  take  care  of 
improper  medical  conduct. 

We  cooperated  with  the  more  than  80  insurance 
carriers  and  self-insurers  of  the  State  of  New 
York  and  with  the  Industrial  Commissioner  in 
devising  a medical  fee  schedule.  We  succeeded 
in  convincing  the  Industrial  Commissioner  that 
a uniform  State-wide  fee  schedule  (rather  than  a 
variable  one)  for  the  State  was  advisable,  and 
such  a fee  schedule  was  promulgated.  We  set 
up,  with  the  Compensation  Insurance  Rating 
Board,  a bureau  for  the  arbitration  of  compensa- 
tion medical  bills  in  the  metropolitan  area  and 
in  the  large  cities  throughout  the  State.  We 
assisted  the  Industrial  Commissioner  and  the 
Industrial  Council,  particularly  the  Medical 
Committee  of  the  Industrial  Council,  in  develop- 
ing rules  and  regulations  for  the  administration  of 
the  Workmen’s  Compensation  Law  under  the 
amended  Section  13.  These  were  printed  in  the 
1935  fee  schedule  and  in  our  State  Journal. 
This  is  but  a partial  list  of  the  duties  and  responsi- 
bilities and  functions  of  the  State  Medical  Society 
Committee  on  Workmen’s  Compensation  over 
the  past  twenty-two  years. 

During  all  this  period  of  time  we  were  active 
in  supporting  favorable  legislation  and  opposing 
legislation  that  was  deemed  inimical  to  the  best  in- 
terest of  the  public  and  of  the  medical  profession. 
Thus,  we  have  actually  been  an  arm  of  the  Work- 
men’s Compensation  Law  administration  since 
1935. 

3.  What  have  been  the  results  of  specific  actions ? 
This  would  be  difficult  to  answer.  It  would  re- 
quire a review  of  the  annual  reports  of  our  com- 
mittee and  bureau  over  a period  of  twenty 
years.  These  are  available.  Almost  everybody 
is  familar  with  the  activities  of  the  Workmen’s 
Compensation  Committee  and  the  Workmen’s 
Compensation  Bureau  over  this  period  of  time. 
Annual  income  from  compensation  cases  has  in- 
creased from  approximately  15  million  dollars  a 
year  in  1935  to  over  40  million  dollars  a year  dur- 
ing the  year  1954. 

The  Workmen’s  Compensation  Bureau  has 
assisted  and  acted  as  a means  of  contact  with  the 
county  medical  societies,  between  physicians  and 
their  county  medical  societies  and  between  physi- 
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cians  and  employers,  insurance  carriers,  and  the 
Workmen’s  Compensation  Board  in  all  matters 
relating  to  workmen’s  compensation  medicine. 
We  believe  that  in  this  respect  we  have  been  suc- 
cessful in  building  up  excellent  public  relations. 
We  have  directly  assisted  members  of  the  medical 
profession  where  the  county  medical  societies 
have  been  unable  to  help.  We  have  succeeded 
in  collecting  millions  of  dollars  in  disputed  and 
outstanding  compensation  medical  bills  for 
physicians  throughout  the  State  without  any 
cost  whatsoever  to  any  physician  or  county 
society.  Public  relations  wise  we  have  con- 
ducted a bureau  that  has  the  respect  and  con- 
fidence of  employers  and  insurance  carriers  of 
this  State,  and  we  are  able  to  do  by  conciliation 
and  compromise  that  which  often  could  not  have 
been  accomplished  by  legal  means.  The  Bureau 
is  firmly  established  in  the  minds  of  the  member- 
ship and  of  county  medical  societies  as  a real  help 
in  all  compensation  matters. 

The  Bureau  has  been  so  well  established  as  an 
arm  of  the  State  Medical  Society  that  we  must 
continue  to  render  sendee  to  county  medical 
societies,  to  our  membership  individually,  to 
employers,  insurance  carriers,  and  to  insurance 
and  industrial  organizations.  Relationships  with 
the  Workmen’s  Compensation  Board  must  be 
continued  and  improved.  We  have  reached  an 
enviable  position  in  which  many  insurance  carriers 
or  self-insurers  call  on  us  for  impartial  opinions 
on  many  phases  of  the  Workmen’s  Compensation 
Law,  especially  on  the  interpretation  of  new  med- 
ical fees  or  for  advice  on  the  value  of  services  not 
always  included  in  the  fee  schedule.  Our  opinion 
is  a fair  and  impartial  one,  and  innumerable 
physicians’  bills  have  been  paid  as  a result  of  our 
opinion,  where  ordinarily  such  disputed  bills 
would  have  been  left  unpaid  and  submitted  to 
arbitration.  Thousands  of  bills  each  year  are 
settled  either  directly  or  indirectly  through  our 
intervention,  thus  saving  time  at  arbitration  and 
preserving  good  will. 

The  Bureau  receives,  almost  daily,  requests 
for  information  and  assistance  from  lay  people 
on  workmen’s  compensation  matters.  Our  staff 
each  year  assists  in  the  preparation  of  workmen’s 
compensation  symbols  and  qualifications  in  the 
Medical  Directory. 

We  should  continue  to  serve  in  an  advisory 
capacity  to  the  chairman  of  the  Legislation  Com- 
mittee in  compensation  matters  and  to  consult 
with  and  appear  before  the  Workmen’s  Compen- 


sation Board  and  its  administrators  in  connec- 
tion with  workmen's  compensation  matters. 
We  appear  annually  before  the  Joint  Legislative 
Commission  on  Industrial  and  Labor  Conditions. 

The  question  of  free  choice  of  physician  under 
workmen’s  compensation  must  always  be  vigor- 
ously defended.  The  director  of  the  Bureau  and 
the  chairman  of  the  Committee  on  Workmen’s 
Compensation  are  prepared  to  consider  and  make 
recommendations  to  improve  the  administration 
of  the  Workmen’s  Compensation  Law.  There 
has  been  an  unbroken  line,  from  1933  to  the 
present  time,  of  service  to  the  State,  to  the  public, 
and  to  the  medical  profession. 

What  of  the  Workmen’s  Compensation  sched- 
ule of  today?  The  nomenclature  is  obsolete. 
The  code  numbering  for  identification  of  the  var- 
ious items  is  inept.  Both  are  in  need  of  revision. 
The  A.M.A.  has  sponsored  the  “Standard  Nomen- 
clature for  Surgical  Procedures.”  These  stand- 
ards have  been  generally  accepted  and  used  by 
the  Blue  Shield  plans,  and  these  plans  have  spon- 
sored a code  system  bjr  which  to  identify  the  vari- 
ous surgical  procedures  listed  by  the  A.M.A. 
There  should  be  one  medical  language  and  one 
code  system  for  all  insured  medical  care. 

This,  in  fact,  has  been  attempted  in  the  new 
medical  fee  schedule  revised  for  use  in  connection 
with  the  “Medicare”  Program  of  the  Department 
of  Defense,  operative  as  of  December  8,  1956. 
Possibly  the  time  is  not  too  distant  when  such  a 
standard  nomenclature  will  be  in  universal  use. 

Development  of  Group 
Malpractice  Insurance 

It  has  been  thought  that  organized  malpractice 
defense  originated  in  the  minds  of  members  of  the 
New  York  State  Medical  Association.  It  may 
have  been  so,  but  there  had  existed  in  the  medical 
societies  of  England,  before  this  defense  was 
taken  up,  a similar  defense  plan  which  had  also 
been  successfully  carried  on.  In  1897,  at  the 
time  when  the  New  York  State  Medical  Associa- 
tion was  reorganized,  this  subject  was  discussed 
by  Dr.  Frederick  Holme  Wiggin  and  Dr.  E. 
Eliot  Harris,  of  New  York.  Various  methods  of 
procedure  were  considered,  and  finally  the  one 
now  in  use  in  this  State  was  decided  on. 

The  question  of  means  of  implementation  was 
a matter  of  serious  consideration,  and  it  was 
thought  that  if  one  of  the  large  insurance  com- 
panies would  undertake  this  defense  with  a legal 
department  fully  equipped,  it  might  prove  a 
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most  satisfactory  plan.  However,  after  consulta- 
tion with  the  attorneys  and  officers  of  these 
companies,  it  was  found  that  the  expense  would 
be  too  great  and  the  policy  issued  by  these  com- 
panies would  not  be  accepted  by  the  entire  mem- 
bership of  the  Association. 

The  problem  then  resolved  itself  into  an  at- 
tempt to  defend  the  members  of  the  Association 
who  were  sued  for  alleged  malpractice  without 
adding  anything  to  the  dues  of  the  members,  and 
under  these  conditions  the  malpractice  defense 
proposition  was  first  introduced  at  a meeting  of 
the  Medical  Association  and  was  overwhelmingly 
and  decisively  refused  and  discarded  uncondi- 
tionally. Thus  ended  the  first  attempt  at  assist- 
ance offered  to  the  members  of  the  New  York 
State  Medical  Association. 

Nevertheless,  those  who  had  really  studied  the 
matter  felt  sure  that  the  subject  was  not  suffi- 
ciently understood  by  the  members  who  had 
voted  against  it,  and  in  the  following  year  at  the 
annual  meeting  the  defense  project  was  again 
brought  forward  by  Dr.  Wiggin  and  was  as 
decisively  and  overwhelmingly  adopted  as  it 
had  been  defeated  previously.  Since  that  time 
this  defense  has  been  continuously  carried  on. 
It  was  thought  the  Society  should  be  able,  on  an 
i economical  basis,  to  defend  its  members,  for  a 
very  small  annual  charge. 

The  success  of  the  defense  and  the  enormous 
influence  which  it  has  exerted  on  the  mind  of  the 
profession  and  on  the  mind  of  the  public  is  due  to 
the  fact  that  it  is  purely  a defense.  The  public 
has  come  to  know,  and  lawyers  have  been  given 
to  understand,  that  no  money  will  be  paid  to 
avoid  a lawsuit.  It  is  understood  that  when  the 
defense  of  a member  is  once  undertaken  by  the 
Society,  that  defense  will  be  continued  to  the  court 
of  last  resort,  which  is  an  extremely  tiresome 
proceeding  for  a litigious  attorney  to  contemplate. 
The  member,  of  course,  realizes  that  the  Society 
stands  ready  to  uphold  him  if  what  he  has  done 
is  proper  and  if  he  has  made  the  best  use  of  an 
enlightened  judgment.  This  is  what  the  law 
requires  and  what  the  Council  of  the  State 
Medical  Society  has  demanded.  Malpractice 
defense  was  not  organized  to  defend  those  who 
commit  illegal  acts. 

In  the  intervening  years  from  the  inception  of 
malpractice  defense  until  1921,  the  State  Society’s 
efforts  were  directed  toward  providing  legal  de- 
fense without  indemnity.  The  number  and  costs 
of  malpractice  suits  and  claims  increased  to  the 


point  where  defense  alone  was  not  deemed  suffi- 
cient  protection,  so  the  Society  organized  its 
Group  Plan  of  Malpractice  Insurance  and  De- 
fense. 

The  Society’s  group  plan  of  malpractice  protec- 
tion was  made  necessary  by  failure  on  the  part  of 
insurance  companies  to  furnish  satisfactory  in- 
surance and  defense  to  medical  men  in  this  State 
at  a time  when  they  needed  it  most.  Malpractice 
insurance  was  never  more  than  a small,  experi- 
mental sideline  with  the  few  companies  which  were 
originally  interested  in  the  business.  Conse- 
quently none  of  them  was  prepared  to  deal  effec- 
tively with  the  situation  created  by  the  tre- 
mendous increase  in  the  number  and  cost  of  suits 
and  claims  which  occurred  in  this  State  im- 
mediately after  the  first  world  war.  Up  to  that 
time  the  insurance  provided  by  the  companies 
was  generally  regarded  as  sufficient  for  ordinary 
needs,  but  when  malpractice  protection  became 
an  important  factor  in  medical  practice,  members 
of  the  Society  became  increasingly  dissatisfied 
with  their  situation  for  the  following  reasons: 

1.  The  coverage  provided  by  the  companies 
was  not  adequate  to  meet  the  changing  re- 
quirements of  the  profession.  This  was  due  to 
the  fact  that  their  policy  contracts  were  drafted 
by  insurance  men  who  were  more  interested  in 
their  own  ideas  of  underwriting  than  they  were 
in  meeting  the  needs  of  practicing  doctors. 

2.  The  legal  defense  furnished  by  the  com- 
panies was  seldom  acceptable  to  defendant  doc- 
tors. The  companies  were  obliged  to  delegate  the 
defense  of  intricate  medical  cases  to  general  in- 
surance attorneys  who  had  little  knowledge  of  the 
medical  questions  involved  and  still  less  about  the 
law  governing  them. 

3.  The  cost  of  malpractice  insurance  was  in- 
creasing at  a rate  which  threatened  to  make  it  a 
prohibitive  burden  on  medical  practice.  Some 
of  the  companies  withdrew  from  the  business 
because  of  the  high  loss  costs,  and  the  few  remain- 
ing increased  their  rates  in  various  amounts  up  to 
300  per  cent  with  nothing  to  prevent  further 
heavy  increases  whenever,  in  the  opinion  of  the 
companies,  they  were  required,  leaving  doctors  no 
choice  but  to  pay  the  increased  cost  or  go  without 
insurance  protection. 

In  view  of  this  situation,  the  Society  con- 
cluded that  an  investigation  should  be  made  of 
the  entire  question  of  malpractice  indemnity  and 
defense  to  determine  what,  if  anything,  organized 
medicine  could  do  to  improve  the  quality  of  and 
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to  reduce  or  control  the  cost  of  malpractice  pro- 
tection of  the  members. 

The  project  was  then  submitted  to  the  House 
of  Delegates,  which  met  in  Brooklyn  in  April. 
1921.  The  late  Dr.  James  Rooney  was  president 
of  the  Medical  Society  of  the  State  of  New  York 
at  that  time.  During  the  meeting  of  the  House  of 
Delegates  that  year,  the  chairman  of  the  Refer- 
ence Committee  on  Malpractice  Study,  Dr.  Fred- 
erick Sondern,  recommended  approval  of  the 
Group  Plan,  and  it  was  so  authorized.  Desig- 
nated as  the  Group  Plan  of  the  Medical  Society 
of  the  State  of  New  York,  the  project  was  put 
into  operation  on  May  10,  1921. 

The  preliminary  study  of  the  insurance  situa- 
tion was  undertaken  during  the  winter  of  1920- 
1921  l)}'  Mr.  Harry  F.  Wanvig  at  the  request  of 
Messrs.  George  Whiteside  and  Lloyd  Stryker, 
attorneys  for  the  Medical  Society.  Mr.  Wanvig 
was  to  interest  a reliable  company  in  a coopera- 
tive program  as  has  been  outlined  above.  Al- 
though he  expected  merely  to  be  the  intermediary 
to  work  out  the  necessary  details,  the  project 
occupied  so  much  of  his  time  that  he  eventually 
gave  up  his  position  with  a brokerage  firm. 
Since  1921  he  has  continuously  acted  as  the  in- 
demnity representative  of  the  Society  and,  since 
its  formation  in  1946,  as  secretary  for  the  Mal- 
practice Insurance  and  Defense  Board  through  the 
present  years  of  1956-1957.  Dr.  Charles  Gordon 
Heyd  was  the  medical  genius  who  guided  this 
Board  for  many  years  and  has  retained  a close 
interest  in  it  to  this  day. 

The  Aetna  Life  Insurance  Company  of  Hart- 
ford was  the  first  carrier  of  the  Group  Plan,  and  it 
deserves  the  highest  credit  for  its  invaluable 
assistance  in  working  out  the  details  of  its  opera- 
tion. However,  differences  with  the  company 
were  encountered  in  the  early  1930’s  and  led  the 
Society  to  conclude  that  so  long  as  Aetna  under- 
wrote the  Group  Plan,  it  would  never  be  possible 
to  secure  a reduction  in  the  expense  ratio  which 
was  a burden  on  our  rates.  So.  in  1936  the 
transfer  was  made  to  the  Yorkshire  Indemnity 
Company  of  New  York.  The  officers  of  this 
good  company  cooperated  fully  with  the  State 
Society  but,  after  carrying  the  business  for  thir- 
teen years,  concluded  that  it  would  never  pay  for 
itself.  By  1949  Yorkshire  had  lost  a substantial 
amount  of  money  and  asked  to  be  relieved  of  this 
burden  in  that  year.  After  a period  of  un- 
certainty and  several  months  of  negotiations  with 
the  Employers  Mutual  Liability  Insurance  Com- 


pany of  Wisconsin,  this  company,  which  is  one  of 
the  leading  mutual  casualty  underwriters  in 
America,  was  persuaded  to  undertake  the 
Society’s  business  and  is  now  carrying  it. 

During  World  War  I George  Whiteside  be- 
came the  legal  counsel  for  the  Society  and  con- 
tinued to  hold  that  appointment  until  1928  when 
he  resigned  to  accept  a partnership  in  one  of  New 
York’s  important  law  firms.  His  partner,  Lloyd 
Stryker,  was  then  appointed  by  the  Society  to 
take  his  place.  He  served  as  legal  counsel  until 
1930  when  he  resigned  to  concentrate  his  time  on 
the  private  practice  of  law.  Lorenz  Brosnan, 
who  had  served  as  assistant  to  both  George  White- 
side  and  Lloyd  Stryker,  was  appointed  by  the 
Society  to  replace  the  latter.  Lorenz  Brosnan 
served  as  legal  counsel  until  his  death  in  1943 
when  he  was  replaced  by  Mr.  William  F.  Martin 
who  now  represents  the  Society.  Mr.  Martin 
had  also  served  under  his  predecessors  so  that 
each  of  the  legal  representatives  since  George 
Whiteside  was  thoroughly  indoctrinated  in  this 
difficult  specialty  of  the  law  by  those  who  pre- 
ceded him  in  that  office. 

During  the  early  days  of  the  Group  Plan  there 
was  no  member  of  the  Society  appointed  to  super- 
vise its  operations,  and  Mr.  Wanvig  reported 
directly  to  what  was  then  designated  as  the 
Executive  Committee.  In  1926  Dr.  John  Card 
of  Poughkeepsie  was  given  that  task  which  he 
continued  until  after  he  became  speaker  of  the 
House  of  Delegates.  In  1 934  this  work  was  taken 
over  by  a committee,  consisting  of  three  members 
of  the  Council.  In  the  meantime,  however,  the 
Group  Plan  had  grown  in  size,  and  its  problems 
had  become  more  complex.  The  Council  com- 
mittee finally  concluded  that  some  permanent 
body  should  be  formed  which  would  provide  a 
continuity  of  supervision  by  members  who  would 
have  more  than  one  year  in  which  to  study  and 
become  familiar  with  the  details  of  the  operation 
and  the  problems  that  confronted  the  Group 
Plan. 

Accordingly,  in  1945  Dr.  James  M.  Flynn  of 
Rochester  submitted  to  the  House  of  Delegates  an 
amendment  to  the  Bylaws  providing  that  a spe- 
cial committee  of  the  House  of  Delegates  be  estab- 
lished, to  be  known  as  the  Malpractice  Insurance 
and  Defense  Board  and  to  consist  of  five  members 
to  rotate  over  a period  of  five  years.  In  addition, 
the  amendment  provided  that  the  secretary, 
treasurer,  legal  counsel,  and  indemnity  representa- 
tive of  the  Society  would  be  ex  officio  members  of 
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the  Board  with  voice  but  without  vote.  This 
proposal  was  adopted  by  the  House  of  Delegates 
in  1946.  Six  years  later  the  House  voted  to  en- 
large the  Board  to  seven  voting  members,  and  that 
is  its  status  today. 

The  number  and  cost  of  losses  and  hence  the 
cost  of  insurance  have  risen  far  beyond  what 
anyone  could  have  anticipated,  but  this  is  equally 
true  throughout  the  United  States.  Through  the 
years  the  policy  contract  has  been  revised  by  the 
Malpractice  Insurance  and  Defense  Board  numer- 
ous times  to  keep  it  abreast  of  the  needs  of  modern 
practice.  In  the  beginning  there  was  one  set  of 
rates  for  all  members  throughout  the  State. 
Today,  in  order  to  distribute  the  costs  as  fairly  as 
possible,  three  classes  of  practice  have  been 
adopted  for  rating  purposes — major  surgery, 
minor  surgery,  and  nonsurgery — and  three  geo- 
graphic areas  have  been  established:  metropoli- 
tan, suburban,  and  upstate.  In  addition,  special 
premium  charges  are  made  for  x-ray  therapy, 
electroshock  therapy,  and  cosmetic  plastic 
surgery. 

For  the  last  thirty-three  years,  during  which 
companies  selling  insurance  at  cheaper  rates  have 
come  into  the  field,  lost  money,  and  withdrawn 
again,  the  Group  Plan  of  the  Society  has  stood 
firm  and  has  continued  to  supply  sound  depend- 
able insurance  at  the  lowest  cost  consistent  with 
the  fine  protection  it  has  furnished.  This  is 
because  of  the  high  character  of  our  carriers  and 
their  confidence  in  the  loyalty  of  the  State 
Society  to  live  up  to  its  obligations  and  to  support 
whatever  rates  are  necessary  to  cover  the  costs 
incurred.  Insurance  in  the  Group  Plan  has  be- 
come a priceless  privilege  of  membership  and 
must  be  preserved  and  protected  at  all  costs  for 
the  welfare  of  the  members  and  for  their  patients. 

The  list  below  shows  the  chairmen  appointed 
to  supervise  the  operation  of  the  Group  Plan  and 
legal  defense  since  1926: 


1926-1931 

1932-1933 

1934-1936 

1936- 1937 

1937- 1938 

1938- 1943 
1943-1947 

1947- 1948 

1948- 1950 

1950- 1951 

1951- 1952 

1952- 1953 


Dr.  John  A.  Card 
Dr.  Frederick  E.  Sondern 
Dr.  Charles  Gordon  Heyd 
Dr.  James  M.  Flynn 
Dr.  John  J.  Masterson 
Dr.  Clarence  G.  Bandler 
Dr.  J.  Stanley  Kenney 
Dr.  Thomas  M.  d’Angelo 
Dr.  Leo  F.  Schiff 
Dr.  John  F.  Kelley 
Dr.  Christopher  Wood 
Dr.  Thomas  M.  d’Angelo 


1953- 1954  Dr.  Christopher  Wood 

1954- 1955  Dr.  John  F.  Kelley 

1955- 1957  Dr.  Joseph  A.  Lane 

Cults 

Although  the  history  of  medicine  in  New  York 
State  is  really  the  story  of  the  continued  conquest 
of  disease  and  the  advancement  of  medical  educa- 
tion and  public  health  standards,  the  State 
Medical  Society  has  also  found  it  necessary  to  act 
as  the  sentinel  between  persons  who  seek  the 
privilege  of  practicing  the  healing  arts,  without 
meeting  the  educational  standards  established  by 
the  Board  of  Regents  and  the  Department  of 
Education,  and  the  State  Legislature. 

As  early  as  1904  the  then  Commissioner  of 
Education  suggested  and  the  Legislature  decreed 
that  everyone  who  would  treat  the  human  body, 
i.e.,  practice  medicine,  must  submit  proof  of 
moral  and  educational  standards.  Although 
changes  have  been  made  as  new  courses  have  been 
added  to  the  curricula  of  medical  schools,  the 
general  over-all  requirements  as  conceived  in  1904 
and  made  part  of  the  education  law  in  1910  still 
prevail. 

Educators  throughout  the  country  hailed  the 
report  of  the  Graves  Commission  as  a milestone 
in  medical  education.  When  these  reports 
reached  the  State  Legislature,  its  members  be- 
lieved it  had  at  last  settled  a most  important  and 
trying  problem.  The  general  public  also  ap- 
proved and  therefore  supported  the  new  law.* 
There  were,  however,  certain  people  or  groups 
who  considered  these  requirements  either  too 
stringent  or  unnecessary,  and  they  began  then  and 
have  never  ceased  their  efforts  to  circumvent  the 
requirements.  Because  of  the  unscientific  nature 
of  the  theories  held  by  these  nonconformists,  the 
medical  profession  refers  to  them  as  cultists. 

The  most  vocal  of  these  cultists  call  themselves 
chiropractors.  Closely  allied  with  them  are  the 
naturopaths.  Originally  both  groups  could  lie 
classified  as  drugless  healers,  but  of  late  their 
activities  and  methods  of  treatment  have  become 
so  varied  they  defy  description. 

Although  most  chiropractors  claim  they  can 
treat  and  cure  almost  all  the  ailments  known  to 
mankind  and  therefore  insist  they  should  have 
the  same  privileges  as  doctors  of  medicine,  their 
appeal  to  the  Legislature  is  based  on  a claim  that 
chiropractic  is  something  different  from  medicine, 


* Medical  Practice  Act. 
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and  therefore,  its  followers  should  not  be  obliged 
to  meet  the  same  high  standards  as  govern  doctors 
of  medicine.  The  chiropractors  represent  the 
largest  and  best  organized  group  of  cultists. 

The  chiropractors  began  their  annual  appeal 
to  the  Legislature  about  1920  and  have  renewed 
it  every  year  since.  However,  the  history  of  cult- 
ist  activity  shows  that  as  early  as  1915  the  physi- 
cians of  Seneca  County  were  disturbed  over  the 
activities  of  a group  they  described  as  chiro- 
practors. The  chiropractors  are  more  active 
some  years  than  others,  but  every  year  they  repre- 
sent a threat  to  educational,  medical,  and  public 
health  standards  of  New  York  State.  Someone, 
therefore,  must  expose  and  thereby  oppose  their 
claims  for  legal  recognition.  This  task  appar- 
ently has  been  given  to  the  medical  profession, 
perhaps  because  among  its  ranks  are  to  be  found 
a majority  of  those  public-spirited  citizens  who 
understand  the  true  nature  of  chiropractic  and 
other  cults  from  the  educational  and  scientific 
viewpoint.  From  this  it  follows  that  the  State 
Medical  Society  must  accept  the  responsibility, 
not  only  of  informing  each  new  Legislature  of 
the  reasons  why  chiropractic  and  other  cult 
theories  are  unscientific  and  therefore  not  en- 
titled to  recognition,  but  also  of  keeping  itself  in- 
formed of  the  progress  of  all  such  legislation. 

So  powerful  are  the  advocates  of  chiropractic 
that  in  1928  they  were  successful  in  having  a bill 
granting  them  recognition  passed  by  both 
houses  of  the  State  Legislature.  It  was  only  be- 
cause of  the  understanding  and  foresight  of  the 
then  Governor,  Alfred  E.  Smith,  that  the  bill  did 
not  become  law. 

Again,  in  1943,  while  Dr.  Joseph  Lawrence,  the 
State  Society’s  first  executive  officer,  was  in  charge 
of  the  Albany  office,  the  chiropractors  were  able 
to  persuade  the  Legislature  to  appoint  a com- 
mittee entitled  the  “Joint  Legislative  Committee 
to  Investigate  the  Practice  of  Chiropractic.”  It 
was  only  through  the  strenuous  efforts  of  the  State 
Medical  Society  that  the  conclusions  of  the  com- 
mittee did  not  gain  popular  support. 

Each  year  the  chiropractors  make  a new  appeal. 
Each  year  the  State  Society  must  act  as  the 
sentinel  and  advise  the  Legislature  of  the  danger. 
In  1953  under  the  chairmanship  of  Dr.  J.  Stanley 
Kenney,  the  State  Society  organized  a State-wide 
Citizens  Health  Education  Campaign  for  the  pur- 
pose of  educating  the  public  as  to  the  fraudulence 
of  the  chiropractors’  claims.  Still  the  chiro- 
practors were  almost  able  to  muster  enough  votes 


to  get  their  bill  passed  by  the  Senate. 

Because  of  the  tune  and  money  involved,  a few 
people  question  the  value  of  medicine’s  position 
as  the  sentinel  between  the  chiropractors  and 
other  cultists  and  the  Legislature,  especially  since 
the  general  public  seems  to  have  so  little  knowl- 
edge of  this  vital  problem.  Men  of  science, 
however,  have  always  been  obliged  to  speak  out 
for  what  they  believe  to  be  true  as  a part  of  their 
academic  and  professional  duty,  and  therefore, 
the  great  majority  of  physicians  know  that  they 
must  continue  to  oppose  the  recognition  of  chiro- 
practic or  any  other  cult  with  all  the  forces  at 
their  command. 

With  this  conviction  as  its  basis,  the  Council  of 
the  Medical  Society  of  the  State  of  New  York 
formed  a Committee  to  Combat  Cults  in  1955  and 
again,  by  order  of  the  House  of  Delegates,  re- 
activated the  committee,  with  Dr.  Henry  I. 
Fineberg  as  chairman,  in  1956.  Thus  the  Society 
will  be  prepared  to  provide  the  members  of  the 
1957  Legislature  with  the  information  they  must 
have  if  the  people  of  the  State  of  New  York  are  to 
continue  to  be  protected  from  those  who  would 
practice  the  healing  arts  without  first  proving  by 
examination  that  they  are  qualified  to  do  so. 

As  an  additional  safeguard,  the  Legislation 
Committee  of  the  State  Society  will  also  strive 
for  the  passage  of  an  injunction  bill  so  that  the 
law  enforcement  authorities  will  be  better  able 
to  protect  the  public  from  all  who  jeopardize  the 
people’s  health  by  undertaking  the  practice  of 
medicine  or  any  phase  of  it  without  first  demon- 
strating their  ability  to  do  so  in  accordance  with 
the  standards  and  procedures  established  by  the 
Department  of  Education  and  the  Board  of  Re- 
gents of  the  State  of  New  York. 

The  New  York  State  Journal  of  Medicine 

With  the  issue  of  January  1,  1901,  the  New 
York  State  Journal  of  Medicine  was  founded 
by  the  New  York  State  Medical  Association,  later 
to  become  the  official  publication  of  the  Medical 
Society  of  the  State  of  New  York  in  1906. 

The  Journal  of  the  American  Medical  Associa- 
tion commented,  on  January  2,  1901,  “This  makes 
the  third  State  body  to  publish  a monthly  journal 
in  place  of  an  annual  volume,  the  other  two  being 
the  Medical  Society  of  the  State  of  Pennsylvania 
and  the  Illinois  State  Medical  Society.  We  note 
that  the  new  Journal  opens  its  pages  to  adver- 
tisers; this  is  sensible.  . .Legitimate  advertising 
is  a benefit  to  the  physician,  as  well  as  to  those 
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association  motes. 


With  the  present  issue  the  New  York  State 
Medical  Association  begins  the  monthly  publica- 
tion oi  a journal  which  will  take  the  place  ot  its 
annual  volume  ot  J ruitf actions,  ilns  undertak- 
ing marks  a distinct  era  in  the  affairs  of  a State 
medical  organization,  that  it  will  meet  with  im- 
mediate recognition  there  can  be  no  doubt,  the 
example  should  be  followed  by  every  btate  Med- 
ical Association  in  this  country.  Every  member 
of  a live  organization,  whether  lay  or  medical 
should  be  111  close  touch  with  the  aims  and  pu 
poses  oi  that  body,  lie  should  feel  himself  a vf 
part  of  it;  should  work  for  iis  interests;  shj 
raise  his  voice,  when  occasion  demj 
that  ' c The  mi 

N e \\^r  ^CAssocia 


will  know  what  the  others  are  doing  to  advance 
the  common  interests  of  the  profession  and  the 
public.  Uut  it  is  difficult  to  successfully  conduct 
a journal  of  this  sort.  No  matter  how  willing 
those  having  it  in  charge  may  be  to  expend  time 
and  energy  in  developing  its  possibilities,  they 
must  have  help.  Each  and  every  member  of  the 
Association  should  not  only  consider  it  his  privi- 
ilt  his  duty  to  mntrihntp  to  its  Cu 


Masthead  and  part  of  first  editorial  page  of  Volume  1,  Number  1,  NEW  YORK  STATE 
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who  supply  him  with  the  many  tilings  he  needs  in 
his  work.” 

Dr.  Peter  Warbasse,  editor  of  the  New  York 
State  Journal  of  Medicine,  in  March,  1906, 
wrote  the  following  editorial ; 

With  this  number,  the  New  York  State 
Journal  of  Medicine  enters  the  field  of  medical 
journalism  under  new  conditions  and  with  new 
aims.  While  it  is  the  organ  of  the  Medical 
Society  of  the  State  of  New  York,  still  the  whole 
profession  of  medicine  is  bound  so  closely  by 
mutual  interests,  that  a service  rendered  to  a part 
is  rendered  to  the  whole,  and  any  service  which 
this  journal  performs  for  the  medical  profession 
of  the  State  of  New  York  is  not  a service  unless 
it  redounds  to  the  advantage  of  the  whole  pro- 
fession. 

This  journal  will  be  devoted  to  what  we  regard 
as  the  best  interests  of  medicine.  It  will  present 


original  articles  which  are  the  products  of  original 
investigation  and  thought.  It  will  cull  and 
digest,  for  the  benefit  of  its  readers,  the  important 
things  from  the  current  medical  literature  of  the 
world.  Transactions  of  societies  and  other 
indices  of  medical  progress  also  will  be  presented. 

Its  editorial  columns  will  be  devoted,  not  to 
controversy,  but  to  the  fostering  of  the  high 
ideals  which  we  know  to  be  so  dear  to  the  heart  of 
our  profession. 

It  is  to  the  glory  of  medicine  that  its  doctors  are 
united  in  a single  aim,  the  alleviation  of  physical 
suffering;  and  it  is  to  the  honor  of  this  profession 
that  there  exists  among  its  members,  in  every 
nation,  a splendid  sympathy  and  disposition  of 
mutual  helpfulness.  Every  medical  community 
freely  brings  its  knowledge  and  the  products  of  its 
experience  and  adds  them  to  the  common  store, 
dedicated  to  the  service  of  humanity.  Out  of  this 
has  grown  medical  journalism,  purveying  the  best 
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of  medical  thought,  and  transmitting  it  from  one 
community  to  another.  It  brings  us  the  wisdom 
of  all  lands;  and  it  makes  us  the  denizens  of  all 
nations. 

This  journal  is  dedicated  to  these  ends;  and  the 
hope  is  indulged  in  that  it  may  be  an  exponent  of 
the  best  things  in  the  art  and  science  of  medicine, 
and  a fair  medium  of  communication  between 
earnest  workers  in  this  great  field.” 

The  Journal,  in  1914  appearing  in  a gray 
cover,  was  published  monthly  still,  with  editorial 
and  business  offices  at  17  West  43rd  Street, 
New  York  City ; its  editor  was  John  Crowell  Mac- 
Evitt,  M.D.,  and  the  Committee  on  Publication 
consisted  of  Wisner  R.  Townsend,  M.D.  (also 
secretary  of  the  Medical  Society  of  the  State  of 
New  York);  Floyd  M.  Crandall, M.D.;  Alexander 
Lambert,  M.D.;  John  C.  MacEvitt,  M.D.,  and 
Victor  A.  Robertson,  M.D.  This  was  the  one 
hundred  and  eighth  year  of  the  Society,  and  the 
mailing  of  the  Journal  monthly  ran  to  8,500 
copies  more  or  less  at  a yearly  subscription  price 
of  11.00.  The  editor  comments  in  the  March 
issue  on  the  difference  between  domestic  and 
foreign  medical  journalism:  “So  many  American 
medical  journals  find  inspiration  in  the  achieve- 
ment of  foreigners  and  yet  by  comparison  how 
meager  the  praise  of  anything  American  do  we 
find  in  the  foreign  publications.  We  are  not  lack- 
ing in  admiration  for  the  marvelous  achievements 
in  medicine  the  world  over,  but  we  do  want 
recognition  and  credit  for  that  which  is  in- 
digenous.” 

Medical  publicity  in  the  daily  press  was 
criticized  by  the  editor  on  the  ground  of  its  in- 
accuracy and  lurid  treatment.  “What  we  partic- 
ularly object  to,”  he  wrote,  “is  exploitation  of 
theories,  remedies,  operations,  modes  of  treatment 
and  above  all  personality  in  which  the  naked  ‘I’ 
affronts  modest  merit.”  He  hopes  to  find  some 
common  meeting  ground  on  which  “we  can  co- 
operate in  giving  to  the  public  information  on 
medical  topics  from  an  authoritative  source.” 
The  Journal  of  1917  announces  the  annual 
meeting  of  that  year  to  be  held  in  Utica  in  April. 
The  Journal  carried  18  pages  of  advertising  plus 
the  front  and  back  cover.  At  this  111th  Annual 
[Meeting  in  1917  a new  feature  was  being  tried 
out  experimentally:  “A  scientific  exhibit  modeled 
on  that  of  the  American  Medical  Association. 
County  laboratories  will  be  especially  featured,” 
says  the  editor. 

The  Journal  went  through  an  experimental 


change  in  1924  and  early  1925  when  it  was  pub- 
lished weekly.  Dr.  Nathan  B.  Van  Etten  was 
editor-in-chief,  with  Dr.  Orrin  Sage  Wightman 
of  New  York  as  associate  editor,  and  Dr.  Frank 
Overton  of  Patchogue,  Long  Island,  as  executive 
editor  on  full  time.  At  the  annual  meeting  of 
that  year  Dr.  Owen  Jones  recommended  and 
the  House  of  Delegates  approved  the  sugges- 
tion that  “the  Journal  be  published  semi- 
monthly.” There  was  delay  in  arranging  for  the 
semimonthly  publication  of  the  Journal,  how- 
ever, and  it  was  not  until  the  following  year 
(1926)  that  we  find  in  the  report  of  the  Publica- 
tion Committee  for  the  year  1925:  “After  careful 
consideration  it  was  decided  to  publish  the 
Journal  twice  a month  throughout  the  year  and 
to  add  a department  on  Medical  Progress.” 

In  June,  1925,  the  Journal  masthead  shows 
Dr.  Orrin  Sage  Wightman  as  editor-in-chief  and 
Dr.  Frank  Overton  as  executive  editor.  Dr. 
Nathan  B.  Van  Etten  had  become  president 
of  the  Society  and  notes  that  the  editor  of  the 
Journal  had  been  accorded  a “courtesy  seat 
in  the  Council.”  Also  it  was  stated,  “An  im- 
proved Journal  is  assured  by  the  promise  of  a 
stronger  editorial  staff,  by  new  business  methods, 
and  by  a growing  general  interest  in  a most 
valuable  organ.  The  next  Directory  will  be 
strengthened  by  the  addition  of  the  list  of  the 
Hospitals  of  the  State  and  of  the  physicians  who 
serve  them.” 

By  1930  the  Journal  had  acquired  an  adver- 
tising manager,  but  the  editorial  staff  remained  as 
in  1925.  The  president,  Dr.  James  N.  Vander 
Veer,  in  his  annual  report  to  the  House  of 
Delegates  recommended  the  establishment  by  the 
Society  of  a Standing  Committee  on  Publicity. 
The  membership  stood  at  12,010.  The  Journal 
income  stood  at  $54,832.58  with  expenses  listed  as 
$64,232.76,  a deficit  of  $9,400.18.  The  Journal 
offices  were  at  the  headquarters  of  the  Society  at 
the  Academy  of  Medicine,  2 East  103rd  Street, 
New  York  City.  The  Publication  Committee  is 
listed  on  the  masthead  as  consisting  of  Dr. 
William  Ross,  Dr.  Charles  Gordon  Heyd,  and 
Dr.  Daniel  S.  Dougherty.  Both  the  contents  of 
the  Journal  and  the  half-tone  cuts  begin  to  show 
a marked  improvement,  and  some  color  inserts 
in  the  advertising  section  are  noted. 

In  1933  it  was  proposed  to  appoint  a Special 
Committee  of  the  House  of  Delegates  “to  study 
the  entire  question  of  the  Journal  with  a view  to 
submitting  recommendations  as  to  organization, 
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form  of  Journal,  finances,  and  possible  profit 
making  administration.”  In  the  same  year  it  was 
also  proposed  that  there  should  be  an  “adminis- 
trative officer  appointed  who  should  be  an  em- 
ploye of  the  House  of  Delegates,  the  Council,  and 
the  Executive  Committee  of  the  State  Society.” 
He  would  be  a full-time  individual  on  a salary. 

With  the  January  1,  1934,  issue  the  Journal 
appeared  in  a blue  cover  and  “under  the  Auspices 
of  the  Journal  Management  Committee,”  with 
offices  at  33  West  42nd  Street,  New  York  City. 
There  was  no  designated  editor,  but  the  personnel 
of  the  committee  changed  twice  during  the  year, 
on  June  1 and  July  1.  New  format,  different 
type  faces,  and  new  arrangement  of  material  are 
noted.  The  business  manager  was  Thomas  R. 
Gardiner,  and  the  office  of  publication  was  100 
State  Street,  Albany,  New  York.  The  “farming 
out”  of  the  Journal  to  Thomas  Gardiner  was  on 
the  basis  of  payment  of  50  cents  a member  to  the 
publisher  and  an  allocation  of  the  balance  of  40 
cents  of  the  members’  dollar  to  the  Journal 
Management  Committee  for  editorial  expenses. 


The  Journal,  it  was  thought  in  1935,  should 
have  a full-time  editor  and  be  under  “complete 
State  Society  control.”  Dr.  Heyd,  in  his  Report 
of  the  President  for  that  year,  was  highly  com- 
mendatory of  the  work  of  the  Journal  Manage- 
ment Committee  for  having  saved  the  Society 
$33,000  within  two  years.”  He  recalled  the 
recommendations  of  the  Special  Journal  Com- 
mittee based  on  an  analysis  of  the  contents  of  the 
Journal  made  for  the  year  1933  by  “Dr.  George 
I W.  Kosmak,  an  editor  of  distinguished  com- 
petency” who  recommended  that  “the  Journal 
office  be  discontinued,  and  that  the  Society 
enter  into  contract  of  publication.”  The  Special 
Journal  Committee  recommended  the  accept- 
ance of  “properly  edited  liquor  advertisements” 
and  commented  that  “the  Journal  cancelled 
$11,000  worth  of  advertising  for  drugs  that  were 
not  acceptable  by  the  A.M.A.” 


In  1939  the  Journal  Management  Committee 
was  replaced,  by  the  Council  on  November  10, 
by  the  “Journal  Planning  Committee.”  It  was 
to  recommend  ways  and  means  of  carrying  out 
recommendations  previously  made  regarding  the 
publication  of  the  Journal  and  Directory  and 
the  management  of  the  technical  exhibits  at  the 
annual  meeting.  The  new  committee  was  a 
merger  of  three  previous  committees:  the  Com- 
mittee on  Literary  Work,  the  Committee  on 
Business  Work,  and  the  Committee  on  Pub- 


George  W.  Kosmak,  M.D.,  editor  of  the  New 
York  State  Journal  of  Medicine  from  1945 
to  1952. 


licity.  It  is  noted  by  direction  of  the  Council, 
that  a director  of  public  relations,  Mr.  Dwight 
Anderson,  was  asked  to  meet  with  the  newly 
constituted  committee. 

The  January  1 issue  of  1940  appeared  invested 
in  a new  cover  of  light  gray  without  the  imprint  of 
the  Society’s  seal  and  with  printing  in  dark  blue 
ink.  The  color  scheme  was,  doubtless,  an 
emotional  after-image  of  the  long,  drab,  and 
murky  years  immediately  preceding  or  an  un- 
intentional forecast  of  the  “mood  blue”  so  shortly 
to  come  with  the  news  of  Pearl  Harbor.  The 
editorial  section  was  placed  in  the  front  of  the 
book  instead  of  the  center  section,  and  the  type 
size  was  increased.  The  annual  meeting  number 
of  April  1 contained  the  annual  reports  of  the 
Society  or  as  many  of  them  as  were  submitted 
by  deadline  time.  It  was  recommended  to  the 
House  of  Delegates  that  the  Public  Relations 
Bureau  and  the  Publication  Department  should  be 
kept  separate.  “We  feel,”  said  the  chairman, 
“that  the  Journal  is  on  a sound  basis,  and  the 
present  method  of  production  and  the  setup  of  its 
staff  is  sound.” 

In  1941  the  Publication  Committee  consisted  of 
five  members:  the  general  manager  of  the  Society; 
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the  business  manager;  the  literary  editor  of  the 
Journal;  a representative  of  the  trustees;  and 
the  treasurer  of  the  Society.  The  business  man- 
ager was  the  only  nonmedical  member  of  the 
committee,  which  met  monthly. 

In  1942  the  general  manager  of  the  Society  be- 
came the  managing  editor  of  the  Journal  in  a 
partial  reorganization  of  the  administration  which 
accompanied  the  nation’s  growing  participation 
in  World  War  II.  Restriction  in  paper  supply 
and  the  necessity  to  cut  costs  and  to  conserve 
materials  caused  an  intensive  study  to  be  made, 
in  the  interests  of  economy,  of  Journal  typog- 
raphy and  format.  As  a result  in  1942  there 
were  published  251  scientific  articles,  an  increase 
of  22  over  1940,  in  a total  of  1,899  text  pages 
including  Table  of  Contents  and  Officers  of  the 
Society.  Book  Reviews,  Medicolegal,  Public 
Health,  Hospital  News,  Maternal  Welfare, 
Medical  Relief,  Medical  Preparedness,  Mental 
Hygiene,  Therapeutics,  and  Diagnosis.  The  use 
of  the  new  format  and  smaller  type  for  editorial 
and  scientific  sections,  begun  January  1,  1941, 
made  it  possible  to  publish  additional  material, 
representing  an  increase  of  some  200,000  words 
with  no  increase  in  paper  used.  The  cost  was  88 
cents  per  member  in  1941  as  against  91  cents  for 
1940.  Total  copies  printed  in  1941  were  19,150 
greater  than  in  1940,  representing  growth  in 
membership  and  sales,  as  noted  in  the  Report  of 
the  Council,  Part  IV,  for  1942. 

By  1944  three  associate  editors  had  been 
added,  and  a technical  editor  was  put  in  charge  of 
production  as  an  assistant  to  the  managing  editor. 
In  the  latter  part  of  the  year  an  acting  managing 
editor  took  the  place  of  the  managing  editor  who 
was  seriously  ill. 

In  1945  the  literary  editor  became  also  the 
assistant  managing  editor,  and  in  October  of  that 
year  an  assistant  literary  editor  was  added. 
These  changes  reflected  an  attempt  to  correct 
certain  editorial  difficulties  which  are  as  yet  only 
partially  solved.  The  associate  editorial  board 
and  the  assistant  editor  represent  an  effort  to 
create  a “training  school,”  for  lack  of  a more 
appropriate  phrase,  to  assure,  as  far  as  this  can 
be  done,  the  continuity  of  quality,  form,  and 
excellence  of  the  editorial  content  of  the  Journal. 

The  plan  was  further  extended  in  1948-1949 
with  the  expansion  of  the  asssociate  editorial 
board  to  eight  members.  In  the  same  year  the 
Journal  circulation  was  23,500  copies  with  the 
average  cost  of  an  issue  of  112  pages  of  $3,600. 


The  number  of  articles  published  was  303  by 
435  authors. 

The  issue  of  January  1,  1950,  the  Golden 
Anniversary  Issue,  celebrated  fifty  years  of 
Journal  publication  from  its  founding  in  January 
1,  1901.  This  special  issue  included  a complete 
history  of  the  Journal  and  various  articles  on 
advances  in  different  fields  of  medicine  during 
the  previous  fifty  years. 

In  July,  1952,  the  late  Dr.  George  W.  Kosmak, 
editor  of  the  Journal  since  1945,  became  editor 
emeritus,  and  Dr.  Laurance  D.  Redway  assumed 
the  editorship  with  Dr.  Norman  Moore  as  assist- 
ant editor. 

Beginning  with  the  January  1,  1954,  issue  the 
Journal  appeared  in  a new  format  with  an  ex- 
tended table  of  contents  appearing  on  the  cover 
and  new  type  sizes  and  layout  in  the  editorial  sec- 
tion. Recent  years  have  seen  increasing  use  of 
color  in  the  advertising  section. 

For  the  year  1955,  503  articles  were  submitted, 
of  which  406  were  published,  representing  549 
authors.  Total  pages  of  the  Journal  in  1955 
numbered  3,840,  as  against  3,208  in  1953.  One 
of  the  outstanding  features  of  the  Journal  in 
recent  years  has  been  the  appearance  of  special 
series,  which  in  the  year  1955-1956  included  a 
series  on  Fundamentals  of  Modern  Allergy; 
Clinical  Anesthesia  Conferences;  Recent  Ad- 
vances in  Medicine  and  Surgery,  a series  of  review 
articles;  Postgraduate  Radio  Programs,  a series 
of  papers  presented  as  radio  talks  by  the  New 
York  Academy  of  Medicine.  Clinicopathologic 
conferences  and  medical-surgical  conferences 
are  also  regular  features. 

On  January  1,  1957,  the  staff  of  the  Journal 
was  as  follows: 

Editor — Laurance  D.  Redway,  M.D. 

Assistant  Editor — Norman  S.  Moore,  M.D. 

Assistant  to  the  Editor — Alvina  Rich  Lewis 
Business  Manager — Thomas  E.  Alexander 
Publication  Committee 

John  J.  Masterson,  M.D.,  Chairman 

W.  P.  Anderton,  M.D. 

Maurice  J.  Dattelbaum,  M.D. 

John  G.  Masterson,  M.D. 

Norman  S.  Moore,  M.D. 

Laurance  D.  Redway,  M.D. 

Associate  Editorial  Board 

I.  J.  Brightman,  M.D. 

Harold  F.  R.  Brown,  M.D. 

William  A.  Brumfield,  M.D. 

Paul  A.  Bunn,  M.D. 

John  J.  Butler,  M.D. 
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William  G.  Childress,  M.D. 

Theodore  J.  Curphey,  M.D. 

Samuel  Z.  Freedman,  M.D. 

Samuel  A.  Garlan,  M.D. 

William  Hammond,  M.D. 

Louis  M.  Heilman,  M.D. 

Reginald  A.  Higgons,  M.D. 

Alfred  P.  Ingegno,  M.D. 

Bernard  I.  Kaplan,  M.D. 

Granville  W.  Larimore,  M.D. 

George  M.  Lewis,  M.D. 

Margaret  M.  Loder,  M.D. 

Arthur  M.  Master,  M.D. 

John  G.  Masterson,  M.D. 

Peter  M.  Murray,  M.D. 

Henry  J.  Noerling,  M.D. 

George  H.  O’Kane,  M.D. 

Raymond  L.  Pfeiffer,  M.D. 

Samuel  J.  Prigal,  M.D. 

John  F.  Rogers,  M.D. 

Howard  A.  Rusk,  M.D. 

Irving  J.  Sands,  M.D. 

Robert  Turell,  M.D. 

Edward  T.  Wentworth,  M.D. 

Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 

James  M.  Kelly 
James  A.  Mullaney 

John  A.  Bassett  (Pacific  Coast  Representative) 
Editorial  Staff 
Frances  E.  Casey 
Anne  G.  Colahan 
Joan  Vitrano 
Eleanor  Meissner 
Advertising  Staff 
Grace  I.  West 
Camille  M.  Marra 
Vivian  Muller 

State  Charities  Aid  Association 

The  campaign  against  tuberculosis  in  1908 
was  undertaken  jointly  by  the  State  Health 
Department  and  the  State  Charities  Aid  Associa- 
tion and  began  immediately  to  organize  citizen 
tuberculosis  committees  in  upstate  communities. 
Generous  grants  from  the  Russell  Sage  Founda- 
tion supplied  funds  for  the  campaign  until  1918. 

A mass  meeting  of  citizens,  organized  by  the 
S.C.A.A.,  was  held  in  Albany  in  the  fall  of  1908 
at  the  Harmanus  Bleecker  Hall,  the  largest 
theater  in  Albany,  which  was  crowded  to  the 
rafters.  The  Hon.  Joseph  H.  Choate,  one  of  the 
founders  of  S.C.A.A.,  presided,  and  among  the 
principal  speakers  were  Governor  Charles  Evans 
Hughes;  Dr.  William  H.  Welch;  James  W.  Wads- 
worth, Speaker  of  the  Assembly;  Lieutenant 


Governor  Lewis  S.  Chandler;  Dr.  Eugene  Porter, 
State  Health  Commissioner;  and  Mr.  Homer 
Folks,  secretary  of  the  S.C.A.A.  This  gave  great 
impetus  to  the  campaign  against  tuberculosis  and 
led  to  the  enactment  of  a State  law  in  1909, 
drafted  by  the  S.C.A.A.  State  Committee,  author- 
izing county  boards  of  supervisors  to  establish 
county  tuberculosis  hospitals.  The  securing 
of  county  hospitals  for  tuberculosis  was  a major 
objective  of  the  two  coordinating  agencies, 
the  State  Department  of  Health  and  the  S.C.A.A. 
The  latter  worked  with  and  through  the  local 
citizen  tuberculosis  committees,  which  it  was  then 
organizing.  In  1909  Ulster  and  Schenectady 
were  the  first  counties  to  establish  tuberculosis 
hospitals,  along  with  the  cities  of  Binghamton, 
Elmira,  Poughkeepsie,  and  Albany. 

The  year  1909  also  saw  the  first  sale  of  tuber- 
culosis Christmas  seals  in  New  York  State, 
organized  by  the  S.C.A.A.  State  Committee  in  52 
cities  and  villages.  The  total  amount  raised  the 
first  year  was  $26,422.  Later  it  was  demon- 
strated through  a trial  in  Albany  and  Cohoes  that 
direct  mail  of  a sheet  of  100  seals  was  the  most 
fruitful  and  dependable  method  of  selling.  By 
1938  the  Christmas  seal  sale  totaled  $468,945, 
and  at  the  close  of  1955  the  annual  Christmas 
Seal  sale  reached  a total  of  $1,634,270. 

The  work  of  the  S.C.A.A.  State  Committee 
and  affiliates  has  always  stressed  interest  in  the 
individual  victim  of  tuberculosis.  Efforts  are 
now  being  made  to  ensure  that  tuberculosis 
hospitals  are  not  closed  prematurely,  but  that 
concentration  of  these  cases  in  centers  able  to 
offer  the  latest  therapy  is  most  important.  The 
impetus  of  the  S.C.A.A.  in  tuberculosis  control 
has  provided  the  means  by  which  a death  rate 
of  152.8  per  100,000  population  in  1907  has 
dropped  to  7.2  in  1955. 

Another  project  accomplished  through  the 
S.C.A.A.  was  the  recommendation  to  the 
Governor  of  New  York  State  of  the  appointment 
of  a Temporary  State  Public  Health  Commission 
to  recommend  needed  changes  in  the  public  health 
system  of  the  State.  Dr.  Hermann  M.  Biggs  was 
chairman  and  Mr.  Homer  Folks  secretary  of  the 
Commission.  The  result  was  a new  and  model 
Public  Health  Law  providing  for  vast  improve- 
ment in  the  organization  of  the  State  Health 
Department  and  trebling  its  appropriation  for 
services.  Dr.  Biggs  was  induced  to  become  the 
new  State  Health  Commissioner.  By  1915  the 
S.C.A.A.  had  successfully  waged  an  extraordinary 
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campaign  to  maintain  the  integrity  of  the  model 
Public  Health  Law  of  1913  to  prevent  the  scut- 
tling of  the  new  organization.  The  direct  out- 
growth of  this  campaign  was  a recognition  by 
political  leaders  on  the  State  level  that  public 
health  as  a public  service  should  not  be  subjected 
to  political  pressure  and  partisan  interference. 
As  a result  New  York  State  has  had  only  five 
State  Health  Commissioners  since  1914,  all  five  of 
them  “career  men”  (Drs.  Hermann  M.  Biggs, 
Matthias  Nicoll,  Thomas  J.  Parran,  Edward  S. 
Godfrey,  and  Herman  E.  Hilleboe),  and  their 
successive  service  has  extended  through  18 
gubernatorial  administrations. 

In  1916_  Dutchess  County  was  one  of  the  first 
to  establish  a County  Board  of  Child  Welfare  with 
general  powers  and  duties,  and  this  year  also 
marked  the  organization  of  the  Dutchess  County 
Health  Association.  This  was  brought  about 
through  the  S.C.A.A.  by  Messrs.  Homer  Folks 
and  Joseph  Weber. 

Further  accomplishments  of  the  S.C.A.A. 
included  establishment  of  tuberculosis  hospitals 
in  1918  in  Chemung,  Chenango,  Niagara,  Otsego, 
and  Steuben  Counties,  and  in  1919  a series  of 
tuberculosis  clinics  were  organized  in  36  counties 
in  cooperation  with  the  State  Health  Department 
to  assist  localities  in  securing  free  expert  medical 
diagnosis. 

During  the  intervening  years  the  S.C.A.A.  was 
also  concentrating  on  mental  health,  sponsored 
the  Mental  Deficiency  Law  enacted  in  1919,  and 
also  directed  the  successful  State-wide  campaign 
for  approval  by  voters  of  a 50  million  dollar 
bond  issue  for  State  hospitals  in  1923. 

During  the  year  1921  the  S.C.A.A.  sponsored  a 
law  authorizing  boards  of  supervisors  to  establish 
any  county  or  part  thereof  as  a general  health 
district  with  a full-time  health  officer.  In  1923 
Cattaraugus  County  established  the  first  county 
board  of  health  in  New  York  State.  A law 
was  passed  in  that  year  authorizing  contribution 
of  State  funds  up  to  50  per  cent  of  money  spent  by 
counties  for  new  public  health  work. 

An  important  project  in  child  health  was  under- 
taken by  S.C.A.A.  with  other  health  agencies  for 
eradication  of  diphtheria  in  New  York  State  by 
toxin-antitoxin  immunization.  In  four  years  the 
mortality  from  this  disease  decreased  by  42  per 
cent,  and  cases  were  reduced  by  48  per  cent  dur- 
ing this  period.  By  1950  the  case  rate  declined  to 
1.3  per  100,000  population  and  the  death  rate  to 
0.1. 


In  1926  the  S.C.A.A.  secured  and  organized 
support  of  State  and  New  York  City  volunteer 
health  agencies  at  the  request  of  the  State  Medical 
Society  in  a successful  effort  to  promote  enact- 
ment of  important  far-reaching  amendments  to 
the  Medical  Practice  Act.  This  gave  the  State 
Board  of  Regents  power  to  revoke,  suspend,  or 
annul  licenses  because  of  unprofessional  conduct 
and  created  within  the  profession  a committee  on 
grievances  appointed  by  the  Board  of  Regents 
for  hearing  charges  against  a physician  and  sub- 
mitting their  findings  to  the  Board  of  Regents. 

An  extensive  and  important  program  for  the 
prevention  and  control  of  syphilis  was  launched 
by  the  S.C.A.A.  State  Committee  in  1930  on  the 
recommendation  of  Commissioner  Thomas  Parran. 
The  Milbank  Memorial  Fund  made  substantial 
grants  for  the  work  during  the  next  ten  years. 

In  1936  the  State  Legislature  unanimously 
passed  a bill  providing  that  the  State  District 
Tuberculosis  Hospital,  authorized  in  1931  and 
located  adjacent  to  the  City  of  Oneonta,  “shall 
be  known  as  the  Homer  Folks  Tuberculosis 
Hospital  in  honor  of  Homer  Folks,  L.L.D.,  in 
recognition  of  his  long  and  devoted  service  in  the 
cause  of  tuberculosis  control,  public  health  and 
social  welfare.” 

In  1 940  an  extensive  program  was  launched  for 
the  substantial  eradication  of  tuberculosis  in  up- 
state New  York  in  conjunction  with  the  State 
Health  Department  and  with  financial  assistance 
from  the  Metropolitan  Life  Insurance  Company. 
By  1946  one  of  the  extraordinary  results  was 
authorization  for  counties  to  close  their  own  tuber- 
culosis hospitals.  There  was  also  initiated  a new 
program  for  free  chest  x-rays  for  every  adult 
throughout  the  State  and  the  provision  of  free 
chest  x-rays  for  persons  admitted  to  general 
hospitals  for  whatever  sickness  or  disability. 

In  1949  heart  work,  one  of  the  most  important 
of  the  expanding  services  during  the  fifty-year 
span  of  the  S.C.A.A.  State  Committee,  was  added 
through  an  arrangement  with  the  American 
Heart  Association  and  with  the  blessing  of  the 
National  Tuberculosis  Association.  This  pattern 
is  unique  in  the  United  States,  with  the  tuber- 
culosis and  heart  movements  functioning  under  a 
single  administration  but  financed  through  two 
separate  fund-raising  campaigns:  the  annual 

Seal  Sale  at  Christmas  time  and  the  Heart  Fund 
appeal  in  February. 

The  New  York  Heart  Assembly  is  the  identity 
given  to  this  enterprise,  which  is  receiving  unusual 
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DISSERTATION 

ON  THE 

MINERAL  WATERS  OF  SARATOGA. 

INCLUDING  AN  ACCOUNT  OF  THE 

WATERS  OF  BALLSTON. 

Second  Edition Enlarged. 



By  VALENTINE  SEAMAN,  M.  D. 

One  of  the  Surgeons  of  the  Neiv-York'-Hofpilal. 


*‘  What  dire  neceffitirs  on  every  hand 
“ Our  art,  our  ftrength,  our  fortitude  require  ! 

OF  foes  intefline  what  a numerous  hand  • 

" Againft  this  little  throb  of  life  confpire  ! ' 

“ Yet  Science  can  elude  their  fatal  ire 
“ Awhile,  and  turn  afide  death’s  level’d  dart, 

“ Soothe  the  (harp  pang,  allay  the  fever’s  fire, 

“ And  brace  the  nerves  once  more,  and  cheer  the  heart, 
11  And  yet  a few  foft  nights  and  balmy  days  impart.” 


NEW-YORK  : 

Printed  and  Sold  by  Collins  & Perkins,  No.  189  Pearl-ftreet. 


1809.  ^ 

T itle  page  of  second  edition  of  book  by  Valen- 
tine Seaman,  M.D.,  on  Saratoga  waters.  Pub- 
lished in  1809.  {From  the  Library  of  the  Medical  So- 
ciety of  the  County  of  Kings ) 

public  support.  The  Heart  Assembly  provides  a 
meeting  point  for  the  heart  interests  of  the  State — 
| scientific,  medical,  official,  and  voluntary.  Local 
affiliates  of  the  State  committee  are  characteristi- 
cally successful  in  the  organization  of  Heart 
Chapters,  promotion  of  the  Heart  Fund,  and  the 
development  of  programs  of  community  heart 
services.  The  Heart  Assembly  operates  through 
its  annual  meeting  and  periodic  sessions  of  its 
executive  and  various  advisory  committees, 
following  closely  the  precepts  of  the  American 
Heart  Association.  The  first  Heart  Fund  in 
1950  totaled  $180,500,  and  in  1956  it  had  risen 
to  approximately  $906,000. 

A joint  fund  for  medical  education  and  research 
was  created  as  a means  of  pooling  State  Com- 
mittee and  affiliate  Christmas  Seal  Sale  and  Heart 


/’ui/itAee/  iy  & Psrttn*  -V 


Map  used  as  frontispiece  in  Seaman’s  disserta- 
tion on  the  mineral  waters  of  Saratoga. 

Funds  for  the  support  of  approved  medical  educa- 
tion and  research  projects  within  the  State, 
supplementing  in  many  instances  projects  which 
have  been  approved  by  the  American  Heart 
Association  and  the  National  Tuberculosis 
Association. 

The  nearly  fifty-year  period  since  the  founding 
of  the  S.C.A.A.  has  been  impressive  evidence  of 
the  voluntary  health  agency’s  willingness  and 
capacity  to  meet  community  health  needs  as  they 
arise.  It  helped  to  create  local  associations  that 
could  grow  stronger  in  their  development  and 
fund  raising  and  assisted  small  local  units  to 
consolidate  into  county-wide  associations. 

Saratoga  Spa 

The  mineral  springs  of  Saratoga  had  been  used 
by  the  Indians  long  before  Gideon  Putnam  built 
the  first  resort  hotel  in  1802.  Saratoga  was  well 
established  as  a health  center  even  before  the 
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MINERAL  WATERS 

OF 

SARATOGA,  See. 

topographical  Description  of  the  Coun- 
try, and  situation  of  the  several 
Springs. 

These  Springs  are  fttuated  on 
the  fide  of  a valley,  which  lies  about 
twelve  miles  weft  of  the  confluence 
of  Fifh  creek  with  the  Hudfon  or 
North  river,  in  the  county  of  Sara- 
toga and  ft  ate  of  New- York,  and 
about  two  hundred  miles  above  that 
city.  This  valley,  at  leaft  the  part 
of  it  where  the  Springs  rife,  runs  a 
northerly  and  foutherly  courfe,  and 
appears  to  have  been  formed  by  a 

First  page  of  Seaman’s  dissertation  on  the 
mineral  waters  of  Saratoga,  beginning  with 
topographic  description  of  the  country.  ( From 
the  Library  of  the  Medical  Society  of  the  County  of  Kings) 

modern  State-owned  Saratoga  Spa.  Harness 
racing  began  there  in  1850,  and  in  186-1  the 
thoroughbred  track,  the  oldest  and  one  of  the 
most  beautiful  in  the  country,  was  opened. 

Under  the  stimulus  of  Franklin  D. 
Roosevelt,  then  Governor  of  New  York  State, 
the  development  of  the  State  reservation  was 
made  a part  of  the  State’s  public  health  policy  by 
Chapter  866  of  the  Laws  of  1930  to  assure  its 
availability  to  the  public  for  balneologic,  thera- 
peutic, and  other  health  purposes.  A Saratoga 
Springs  Commission  was  created  under  the 
Conservation  Department  to  develop  all  parts  of 
the  reservation  property  and  to  prescribe  rules 
and  regulations  for  its  use  and  for  the  sales  and 
distribution  of  all  waters,  minerals,  and  gases. 

Through  the  further  interest  of  Governor 
Herbert  Lehman  under  Chapter  208  of  the  Laws 
of  1933,  the  Saratoga  Springs  Authority  was 
organized,  to  be  composed  of  the  members  of  the 


Saratoga  and  Ballston.  131 

ranging  the  aftimilating  operations 
of  digeftion  : it  is  cordial,  antifep- 
tic  and  exhilarating. 

There  is,  however,  a clafs  of  the 
community,  for  whom  I feel  a near 
fympathifing  intereft,  who  cannot 
too  cautioufly  avoid  having  any 
thing  to  do  with  this  or  either  of 
the  other  of  thefe  waters : I mean 
thofe  of  weak  lungs,  thofe  who  are 
confumptively  difpofed  : the  uni- 
form opinion  of  phyftcians,  con- 
curring with  general  obfervations, 
has  been  fully  confirmed  by  my 
own  perfonal  experience,  that  fuch 
drinks  are  highly  prejudicial  to  per- 
fons  of  this  defeription. 

FINIS. 

Last  page  of  Seaman’s  dissertation  on  the 
mineral  waters  of  Saratoga,  in  which  he  cau- 
tions those  with  weak  lungs  to  avoid  drinking 
from  the  springs.  ( From  the  Library  of  the  Medical 
Society  of  the  County  of  Kings) 

Saratoga  Springs  Commission  with  the  chairman 
of  the  commission  to  be  the  president  of  the 
Authority.  This  was  classed  as  a public  benefit 
corporation,  empowered  to  take  custody  of  the 
State  reservation  and  to  issue  and  sell  its  securities 
for  the  purpose  of  developing  the  reservation. 
With  the  proceeds  of  a loan  of  $3,200,000  ap- 
proved by  the  Reconstruction  Finance  Corpora- 
tion on  June  24,  1933,  the  development  was  com- 
pleted, making  Saratoga  the  first  true  spa  in  the 
United  States.  Under  Chapter  845,  Laws  of 
1946,  the  Authority  was  provided  with  power 
to  issue  its  bonds  in  the  aggregate  principal 
amount  not  to  exceed  six  million  dollars. 

The  Saratoga  Spa  includes  three  bath  houses, 
the  Lincoln,  Washington,  and  Roosevelt  baths, 
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[31  the  Hall  of  Springs,  Broadway  Drink  Hall  and 
the  Simon  Baruch  Research  Institute,  the  Recrea- 
■ tion  Center  with  swimming  pool,  golf,  and  tennis, 
the  bottling  plant  where  the  Geyser,  Hathorn  and 
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Medical  Philosophy 


“ Homines  ad  deos  nulla  re  proprius  accedunl, 
quam  salutem  hominibus  dando!”  (In  nothing 
do  men  more  nearly  approach  to  gods  than  in 
giving  health  to  their  fellow  creatures! — Cicero.) 

The  picture  of  modern  medicine  reveals  many 
shadows  which  do  not  bring  out  the  artistry,  be- 
cause the  lighting  effects  are  not  analyzed  in  their 
true  perspective. 

The  members  of  the  Medical  Society  of  the 
State  of  New  York,  which,  by  its  enabling  legisla- 
tion, are  bound  as  a membership  corporation, 
have  no  basic  legal  authority  to  control  the  eco- 
nomic realm  that  medicine  now  finds  itself  facing. 
In  the  early  days  of  the  twentieth  century,  the 
physicians  were  concerned  only  with  a small  area 
of  geography,  their  knowledge  was  stimulated 
only  by  medical  schools,  and  life  was  more 
leisurely.  Now  they  must  combat  constant  civic 
pressure  and  a sometimes  hostile  press  and  must 
cope  with  radio  and  television,  new  media  needing 
informed  direction. 

In  the  recent  forty  to  fifty  years  the  economics 
of  medical  practice  has  almost  slipped  from  our 
grasp.  We  have  no  quarrel  with  scientific 
studies  and  instruction;  such  have  been  increased 
by  many  agencies  within  the  profession,  but  we 
must  encourage  the  average  practitioner  to 
understand  also  the  necessity  of  the  business  of 
medicine.  Medicine  is  now  “big  business,”  and 
it  should  be  so  handled.  No  legislation  should  be 
introduced  to  influence  it  before  such  measures 
have  been  approved  by  a consultant  body  of 
physicians  who  understand  the  practice  of 
medicine. 

Governmental  agencies,  commercial  labora- 
tories, vendors,  and  publicity  media  should  com- 
prehend that  the  practitioner  is  the  one  who 
answers  to  the  family  ills  and  that  only  he  signs 
the  birth  and  death  certificates. 

A review  of  the  history  of  medicine  over  a 
period  of  nearly  two  hundred  years  carries  with  it 
a problem  of  analj’sis  which  is  extremely  difficult 
to  resolve  equitably.  One  could  enlarge  end- 


Coesa mineral  waters,  and  State  Seal  water  are 
bottled,  and  the  Gideon  Putnam  Hotel,  which  is 
leased  and  privately  operated.  Parks  and  pic- 
nic grounds  are  operated  for  public  use. 


lessly  on  the  scientific  problems,  the  legal  prob- 
lems, or  the  ethical  considerations. 

Actually,  of  course,  medicine  as  a science  is 
almost  as  new  to  the  doctor  as  it  is  to  the  public, 
the  legislator,  or  the  drug  manufacturer.  Fifty 
years  ago  there  were  thousands  of  practicing 
physicians  in  the  United  States  who  had  little  or 
no  formal  medical  education,  while  for  those 
who  had,  only  a few  medical  schools  offered 
courses  in  even  such  basic  scientific  subjects  as 
biochemistry  and  bacteriology.  To  be  sure, 
the  foundations  of  bacteriology,  pharmacology, 
and  other  branches  of  medical  science  proper  had 
been  laid  in  the  nineteenth  century,  which  also 
saw  notable  advances  in  surgery  and  physiology, 
in  the  description  of  disease  syndromes,  and  in 
the  empiric  knowledge  of  how  to  treat  certain 
symptoms.  But,  by  and  large,  medical  practice 
remained  as  much  of  an  art  and  as  little  of  a 
science  as  it  had  been  in  the  days  of  Hippocrates. 
It  was  simply  a better  art.  Moreover,  the  new 
scientific  approach  to  drugs  and  drug  therapy 
brought  into  discredit,  for  better  or  worse,  many 
traditional  remedies,  resulted  in  a furor  of  so- 
called  “therapeutic  nihilism”  among  the  younger 
medical  generation,  and  provided  a further  ra- 
tionale for  the  various  schools  of  healing  that 
eschewed  drugs  altogether.  True,  many  physi- 
cians went  on  concocting  their  own  medicines  to 
private  formulae  from  botanicals  and  other 
ingredients  or  had  them  made  up  by  pharmacists 
and  drug  manufacturers — placing  faith  in  their 
psychic  merits  if  not  in  their  therapeutic  proper- 
ties and  counting  on  the  observation  that  Nature 
was  bound  to  heal  most  of  the  patients  anyway. 
But  as  recently  as  World  War  I,  the  really  useful 
drugs  in  the  average  physician’s  bag  were  declared 
to  be  opium,  mercury,  quinine,  digitalis,  and 
iodine — exclusive  of  analgesics,  anesthetics,  and 
antitoxins. 

The  discovery  and  development  of  insulin,  for 
example,  in  the  early  1920’s,  which  almost  over- 
night changed  the  prospects  of  diabetics  from 
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Newly-constructed  hospital  at  Cobleskill,  built  with  funds  obtained  through  Hill-Burton  grant. 

{Photo  courtesy  Dr.  John  H.  Wadsworth) 


death  in  a few  years  to  a life  expectancy  approach- 
ing normal,  opened  a new  era  in  medical  science 
characterized  by  successful  application  of  labora- 
tory experiments  to  clinical  medicine.  The 
insulin  development  was  perhaps  the  first  great 
achievement  of  medical  science  working  in  co- 
operation with  a large  pharmaceutical  house. 
From  that  time  the  relationship  between  the 
progress  of  medical  science  and  of  drug  therapy 
has  become  clearer  as  it  has  become  closer,  until 
the  accelerated  progress  of  the  past  fifteen  years 
has  left  no  doubt  in  the  matter. 

The  practice  of  medicine  will,  of  course,  always 
remain  an  art.  But  the  instruments  of  that  art 
are  taking  on  a new  precision,  tone,  and  harmony. 
That  is  a milder  figure  than  the  warlike  one  of  an 
armed  expedition  of  conquest  over  disease,  but  it 
comes  to  the  same  end,  a good  end  which  is  at 
the  opposite  pole  from  that  of  some  of  the  destruc- 
tive and  inhumane  forces  loose  in  the  world  today. 

The  scarcity  of  physicians  in  public  affairs  in- 
dicates that  medical  men,  almost  more  than  any 
other  body  of  men,  take  little  active  interest  in  the 
affairs  of  the  nation  and  its  governmental  sub- 
divisions. To  be  sure,  there  are  a few  who  are 
active  in  public  affairs,  but  physicians  should 
realize  that  before  any  constructive  health  legisla- 
tion can  become  law,  there  should  be  medical 
men,  real  physicians,  men  who  have  practiced 
medicine  and  know  the  difference  between  health 
and  the  lack  of  health,  acting  in  the  capacity  of 
advisers. 

It  is  not  suggested  that  all  medical  men  should 
suddenly  be  seized  with  public  spirit,  for  that  can- 
not be  hoped  for.  Still  there  are  physicians, 
many  of  them,  for  whom  active  practice,  because 
of  their  success,  has  become  a secondary  issue. 
As  human  beings  these  men  feel  the  desire  to 
relax  and  enjoy  the  fruits  of  their  labor.  How- 


ever, we  can  pray  that  perhaps  one  of  these  men, 
perhaps  two  or  three,  might  sacrifice  a little  of 
their  well-earned  leisure  to  the  public  weal.  A few 
doctors  who  possess  intelligence,  spirit,  courage, 
which  attributes  the  public  has  been  taught  to 
believe  inherent  in  all  medical  men,  could  do 
wonders  in  public  work.  These  men,  by  actively 
entering  the  field  of  public  affairs,  could  help  live 
down  the  accusation  that  politics  is  a “dirty 
game.”  The  successful  doctor  is  the  logical 
person  to  do  this. 

There  has  been  always  the  question  of  attend- 
ance at  medical  meetings,  which  means  basic 
interest,  and  the  age-old  worry  of  payment  of 
dues.  Membership  and  interest  in  a medical 
society,  it  would  seem,  should  not  be  permitted 
to  stop  after  it  has  been  used  as  a stepping-stone 
for  a hospital  staff  position.  There  will  come  a 
time  when  attendance  at  a majority  of  the 
meetings  of  the  local  society  will  also  be  a 
prerequisite  for  reappointment  to  the  hospital  staff 
on  a year-to-year  basis.  After  all,  the  county, 
State,  and  national  societies  are  the  only  organ- 
ized bodies  that  attempt  to  guide  legislation,  in- 
stituted by  the  civil  governing  bodies,  which  may 
prove  detrimental  to  the  practice  of  medicine 
on  a voluntary,  private  basis.  This  effort  is 
exerted  on  a national  level  as  well  as  a State  and 
county  level,  yet  is  little  appreciated  by  the 
average  practitioner. 

The  question  arises,  what  influence  do  medical 
societies  exert  in  advancing  and  improving 
medical  science?  Had  the  Act  of  1806  to  in- 
corporate societies  been  made  to  read  “for  the 
purpose  of  extending  and  improving  medical 
science”  instead  of  simply  “for  the  purpose  of 
regulating  the  practice  of  physic  and  surgery,” 
would  it  not  have  been  more  in  conformity  to  the 
spirit  and  practical  working  of  our  Society  as  it 
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Frozen  blood  vessel  in  plastic  bag  is  placed  beneath  nozzle  of  electron  beam  generator  ( top 
center)  at  the  General  Electric  Research  Laboratory  by  Dr.  William  J.  Farrell.  Beam  of  electrons 
sterilizes  the  artery  before  storage  in  “blood  vessel  bank.”  At  right,  General  Electric  Research 
Laboratory  scientists,  Dr.  Willem  F.  Westendorp  and  Elliott  J.  Lawton.  Pioneering  work  in  the 
field  was  done  by  Dr.  Robert  Gross,  of  Children’s  Hospital,  in  Boston,  during  the  1940’s.  There 
ill  are  now  more  than  100  blood  vessel  banks  in  the  United  States,  with  more  springing  up  every 
il  J month.  ( From  Research  Information  Services,  General  Electric  Research  Laboratory,  Schnectady ) 


d 

e | is  now  organized?  The  study  of  medicine  has 
a I been  vastly  promoted  by  associations  like  our 
t , own,  both  State  and  national. 

A medical  society  is  a composite  group,  and 
i j each  of  its  members  as  an  individual  is  important. 
Don’t  sell  yourselves  short.  The  tendency  of 
modern  times  is  to  make  the  individual  unim- 
portant. 

The  average  man  feels  wholly  inadequate  to 
cope  with  the  many  complex  situations.  He  asks 
himself  what  can  one  man  do  anyway  and  arrives 
at  the  conclusion  that  others  are  better  fitted 
than  he  to  take  the  responsibility,  so  why  concern 
himself  about  present-day  problems?  That  is 
taking  a defeatist  attitude.  Most  of  our  limita- 
tions are  self-imposed.  A “do-nothing”  attitude 
is  inexcusable. 

It  behooves  every  doctor  to  take  a keen  interest 
in  political  affairs.  Democracy  functions  through 
politics,  as  everyone  well  knows.  It  is  incon- 
sistent of  us  to  criticize  actions  of  politicians, 
while  we  ourselves  evade  political  service  or 
interest  in  political  affairs. 


Physicians  must  be  brought  to  a realization  that 
medical  progress  will  cease  unless  doctors  learn  to 
work  together.  One  often  hears  the  complaint 
that  medical  societies  are  reactionary  and  are 
run  by  small  cliques. 

If  they  are,  whose  fault  is  it?  Usually  it  is  the 
fault  of  the  complainers  who  have  stood  aside 
and  contributed  only  criticism  to  the  solution 
of  medical  problems.  If  all  the  members  of  a 
society  would  take  an  active  interest  in  its 
welfare,  then  the  society  would  become  a forceful 
agent  in  the  community.  If  the  members  do  not 
like  what  a society  does,  it  is  probably  because 
they  have  made  no  fight  to  change  its  policies.  A 
society  is  the  product  of  its  members.  The 
majority  must  accede  to  the  will  of  the  organized 
minority  until  it  can  persuade  the  majority  to 
change  its  policies.  Nothing  is  accomplished  by 
decrying  the  efforts  of  those  who  work  unless 
those  who  criticize  are  willing  to  work  too  and 
show  how  things  can  be  bettered. 

Medical  security  is  growing  in  prominence  in  the 
thinking  of  labor  leaders,  industrial  and  govern- 
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Brookhaven  National  Laboratory  Research  Reactor,  Upton,  Long  Island.  On  February  15, 
1951,  in  this  building  a nuclear  reactor  was  used  for  the  first  time  in  history  as  a primary  instru- 
ment of  medical  therapy.  ( From  the  Brookhaven  National  Laboratory,  Upton ) 


ment  officials,  and  the  medical  profession.  The 
American  people  are  convinced  of  the  value  of 
adequate  medical  care  and  sooner  or  later  will 
determine  that  in  some  wa}r  the  benefits  of  modern 
medicine  must  be  made  available  to  all.  It  is 
important  for  the  profession,  as  well  as  the  public, 
to  realize  that  adequate  medical  care  is  intended 
for  the  people  and  not  for  the  benefit  of  the 
profession. 

There  was  an  interesting  statement  quoted  in 
the  newspapers  of  the  State  relative  to  an  address 
made  by  Dr.  Floyd  S.  Winslow,  then  president  of 
the  State  Society,  on  September  17,  1936: 

We  need  to  be  told  these  tilings  over  and  over 
again.  The  advocates  of  socialized  medicine  lure 
the  profession  with  the  siren  song  of  bureaucratic 
jobs,  assured  income — security — false  security. 
We  do  not  want  to  be  secure.  We  want  to  remain 
insecure.  We  want  to  continue  to  be  required  to 
give  our  very  best  to  every  patient,  or  lose  out  in 
the  gentlemanly  competition  which  exists  within 
our  ranks.  This  is  an  incentive  that  operates  to 
our  insecurity,  but  to  the  security  of  the  patient. 
We  prefer  the  discipline  of  private  practice  which 
keeps  us  on  our  toes,  to  an  assured  income  under 
bureaucratic  control  where  our  highest  ambition  is 


more  likely  to  be  to  keep  ourselves  solid  with  the 
politicians  who  have  taken  over  the  job  of  running 
our  profession. 

I repeat,  security  for  the  doctor  means  insecur- 
ity for  the  patient. 

And  it  cannot  be  too  emphatically  put  that  it  is 
incumbent  upon  us.  by  the  pursuit  of  such  meas- 
ures as  these,  to  prevent  those  whose  occupation 
is  to  talk  about  medical  care,  from  inaugurating 
visionary  proposals  tending  to  prevent  us,  whose 
occupation  is  to  provide  medical  care,  from  keep- 
ing faith  with  our  patients  and  with  the  public. 
Wo  have  been  accused  of  thinking  only  of  our  bank 
accounts  when  we  oppose  compulsory  health  in- 
surance. When  did  we  ever  think  in  terms  only 
of  our  bank  accounts?  Where  is  there  another 
profession  which  is  so  impersonal  in  its  primary 
objects,  working  so  surely,  and  so  effectually, 
fighting  every  kind  of  disease,  driving  out  of 
existence,  if  it  were  possible  to  do  so,  the  very 
source  of  our  income? 

Todajr  the  American  public  is  the  recipient  of 
the  best  medical  care  in  the  world,  and  I need  not 
bother  you  with  the  statistical  evidence  that  with 
few  exceptions,  our  death  rates  are  below  all  those 
countries  where  the  doctor’s  activities  have  been 
painfully  made  the  object  of  the  state’s  benefi- 
cence. 
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At  Brookhaven  National  Laboratory,  Upton, 
Long  Island,  physicians  measure  and  check  for 
exact  positioning  of  head  over  aperture  through 
which  neutrons  will  escape  from  the  reactor  to 
penetrate  throughout  brain  tumor  region  when 
it  has  a maximum  concentration  of  boron-10 
atoms.  {From  the  Brookhaven  National  Laboratory, 
Upton) 

Government  should  have  little  or  no  role  to 
play  in  medical  care,  for  it  cannot  provide  free 
medical  care  without  intruding  on  the  doctor- 
patient  relationship.  We  are  making  great 
progress  in  utilizing  private  health  insurance 
plans,  and  only  the  problem  of  catastrophic  illness 
remains. 

The  medical  profession  has  a paramount 
interest  in  the  health  of  every  member  of  the 
community.  The  medical  aspect  of  social 
security  is  being  considered  in  many  parts  of  the 
world  today.  In  some  countries  health  insurance 
schemes  have  developed  in  isolation  from  other 
medical  and  health  services,  and  this  has  accen- 
tuated the  tendency  to  divorce  preventive  from 
curative  services.  Health  insurance  schemes 
for  workers  will  not  of  themselves  raise  the  general 


standard  of  a nation’s  health.  They  must  be 
accompanied  by  attention  to  preventive  meas- 
ures, hospital  accommodation  and  equipment, 
maternal  and  child  welfare,  the  health  of  the 
school  child,  the  care  of  the  elderly,  and  similar 
matters,  as  well  as  the  basic  factors  of  healthy 
living,  such  as  housing,  food,  and  clothing.  The 
experts  in  medical  care  are  the  medical  profession. 

There  is  no  question  but  that  the  medical  pro- 
fession suffers  from  bad  public  relations  at  almost 
every  level,  for  during  the  past  fifty  years  the 
doctor  has  increasingly  withdrawn  from  com- 
munity life  into  his  professional  “ivory  tower.” 
Part  of  this  may  be  due  to  overorganization  at  the 
top  with,  for  example,  the  many  surgical,  pediatric, 
and  other  specialty  societies.  This  results  in 
reduced  interest  and  lowered  attendance  at  meet- 
ings of  the  county  societies  with  a correspond- 
ing atrophy  of  their  political  and  civil  influence 
in  the  community. 

Our  strength,  like  that  of  a political  party,  lies 
at  the  grass  roots  and  not  at  the  top  level.  This 
was  well  demonstrated  during  the  election  of 
1956,  when  the  candidate  for  president,  Dwight 
D.  Eisenhower,  overwhelmed  his  opponent  but 
the  congressional  candidates  fell  by  the  wayside 
because  not  enough  local  effort  was  expended  on 
their  behalf. 

Our  problems  cannot  be  solved  by  passing  a 
resolution  in  the  House  of  Delegates,  then  going 
home  and  forgetting  about  it.  They  cannot  be 
solved  by  any  committee  or  bureau  of  the  Society 
but  must  be  solved  on  the  county  level  and  by  the 
individual  doctor  in  his  community.  We  must 
not  only  be  doctors  caring  for  the  sick;  we  must 
also  accept  our  responsibilities  as  citizens. 
John  Stuart  Mill  said:  “A  people  may  prefer  a 
free  government,  but,  if  from  indolence  or  care- 
lessness or  cowardice  they  are  unequal  to  the 
exertions  for  preserving  it,  they  are  unlikely  long 
to  enjoy  it.” 

Freedom  is  not  a gift  from  heaven  but,  instead, 
a rare  mode  of  living  that  must  be  won  and 
rewon  by  every  generation  for  itself. 
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Presidents,  1807-1957 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 


1807 

William  McClelland,  Albany 

1847 

Thomas  W.  Blatehford,  Troy 

1808 

Nicholas  Romayne,  New  York 

1848 

Alexander  H.  Stevens,  New  York 

1809 

Nicholas  Romayne,  New  York 

1849 

Alexander  H.  Stevens,  New  York 

1810 

Nicholas  Romayne,  New  York 

1850 

Alexander  Thompson,  Aurora 

1811 

William  Wilson,  Columbia 

1851 

Robert  G.  Frary,  Hudson 

1812 

John  R.  B.  Rodgers,  New  York 

1852 

Alonzo  Clark,  New  York 

1813 

John  R.  B.  Rodgers,  New  York 

1853 

J.  S.  Sprague,  Cooperstown 

1814 

John  R.  B.  Rodgers,  New  York 

1854 

C.  B.  Coventry,  Utica 

1815 

Joseph  White,  Otsego 

1855 

Frank  H.  Hamilton,  New  York 

1816 

Joseph  White,  Otsego 

1856 

Alden  March,  Albany 

1817 

John  Stearns,  Albany 

1857 

Augustus  Willard,  Greene 

1818 

John  Stearns,  Albany 

1858 

Thomas  C.  Brismade,  Troy 

1819 

John  Stearns,  Albany 

1859 

B.  Fordyce  Barker,  New  York 

1820 

John  Stearns,  Albany 

1860 

Daniel  T.  Jones,  Onondaga 

1821 

Samuel  L.  Mitchill,  New  York 

1861 

Edward  H.  Parker,  Poughkeepsie 

1822 

Samuel  L.  Mitchill,  New  York 

1862 

Thomas  Hun,  Albany 

1823 

Alexander  Coventry,  Utica 

1863 

Daniel  P.  Bissell,  Utica 

1824 

Alexander  Coventry,  Utica 

1864 

Frederick  Hyde,  Cortland 

1825 

James  It.  Manley,  New  York 

1865 

Henry  W.  Dean,  Rochester 

1826 

James  R.  Manley,  New  York 

1866 

Joseph  C.  Hutchinson,  Brooklyn 

1827 

Theodoric  Romeyn  Beck,  Albany 

1867 

John  P.  Gray,  Utica 

1828 

Theodoric  Romeyn  Beck,  Albany 

1868 

J.  V.  P.  Quackenbush,  Albany 

1829 

Theodoric  Romeyn  Beck,  Albany 

1869 

James  P.  White,  Buffalo 

1830 

Jonathan  Eights,  Albany 

1870 

Samuel  O.  Vanderpoel,  Albany 

1831 

Jonathan  Eights,  Albany 

1871 

William  C.  Wey,  Elmira 

1832 

Thomas  Spencer,  Madison 

1872 

C.  R.  Agnew,  New  York 

1833 

Thomas  Spencer,  Madison 

1873 

Edward  Mott  Moore,  Rochester 

1834 

John  H.  Steel,  Saratoga 

1874 

George  J.  Fisher,  Sing  Sing 

1835 

John  H.  Steel,  Saratoga 

1875 

Thomas  F.  Rochester,  Buffalo 

1836 

James  McNaughton,  Albany 

1876 

Edward  R.  Squibb,  Brooklyn 

1837 

James  McNaughton,  Albany 

1877 

J.  Foster  Jenkins,  Yonkers 

1838 

Laurens  Hull,  Oneida 

1878 

D.  B.  St.  John  Roosa,  New  York 

1839 

Laurens  Hull,  Oneida 

1879 

Henry  D.  Didama,  Srjracuse 

1840 

Sumner  Ely,  Otsego 

1880 

William  H.  Bailey,  Albany 

1841 

John  B.  Beck,  New  York 

1881 

Abraham  Jacobi,  New  York 

1842 

William  Taylor,  Onondaga 

1882 

Harvey  Jewett,  Canadaigua 

1843 

Samuel  White,  Columbia 

1883 

Alexander  Hutchins,  Brooklyn 

1844 

Joel  A.  White,  Albany 

1884 

B.  F.  Sherman,  Ogdensburg 

1845 

James  Webster,  Rochester 

1885 

Albert  Vander  Veer,  Albany 

1846 

John  McCall,  Utica 

1886 

William  S.  Eh',  Rochester 
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1887  Alfred  L.  Loomis,  New  York 

1888  Samuel  B.  Ward,  Albany 

1889  Daniel  Lewis,  New  York 

1890  William  Warren  Potter,  Buffalo 

1891  A.  Walter  Suiter,  Herkimer 

1892  Lewis  S.  Pilcher,  Brooklyn 

1893  Herman  Bendell,  Albany 

1894  George  Henry  Fox,  New  York 

1895  Roswell  Park,  Buffalo 

1896  James  D.  Spencer,  Watertown 

1897  Seneca  D.  Powrell,  New  York 

1898  John  O.  Roe,  Rochester 

1899  Willis  G.  MacDonald,  Albany 

1900  A.  M.  Phelps,  New  York 

1901  Henry  L.  Eisner,  Syracuse 

1902  Henry  R.  Hopkins.  Buffalo 

1903  Algernon  T.  Bristow',  Brooklyn 

1904  Hamilton  D.  Wey,  Elmira 

1905  Joseph  D.  Bryant,  New  York 

1906  Joseph  D.  Bryant,  New  York 

1907  Frederic  Colton  Curtis,  Albany 

1908  Arthur  G.  Root,  Albany 

1909  Charles  G.  Stockton,  Buffalo 

1910  Charles  Stover,  Amsterdam 

1911  Wendell  C.  Phillips,  New  York 

1912  John  F.  W.  Whitbeck,  Rochester 

1913  William  Francis  Campbell,  Brooklyn 

1914  Grover  W.  Wende,  Buffalo 

1915  W.  Stanton  Gleason,  Newburgh 

1916  Martin  B.  Tinker,  Ithaca 

1917  Alexander  Lambert,  New  York 

1918  Thomas  H.  Halsted,  Syracuse 

1919  Grant  C.  Madill,  Ogdensburg 

1920  J.  Richard  Kevin,  Brooklyn 

1921  James  F.  Rooney,  Albany 

NEW  YORK  STATE 

1884  Henry  D.  Didama,  Syracuse 

1885  John  P.  Gray,  Utica 

1886  E.  Mott  Moore,  Rochester 

1887  Isaac  E.  Taylor,  New  York 

1888  John  Cronyn,  Buffalo 

1889  William  T.  Lusk,  New  York 

1890  John  G.  Orton,  Binghamton 

1891  Stephen  Smith,  New  York 

1892  Judson  B.  Andrews,  Buffalo 

1893  S.  B.  W.  McLeod,  New  York 

1894  Thomas  D.  Strong,  Westfield 


1922  Arthur  Woodward  Booth,  Elmira 

1923  Orrin  Sage  Wightman,  New  York 

1924  Owen  E.  Jones,  Rochester 

1925  Nathan  B.  Van  Etten,  New  York 

1926  George  M.  Fisher,  Utica 

1927  James  E.  Sadlier,  Poughkeepsie 

1928  Harry  R.  Trick,  Buffalo 

1929  James  N.  VanderVeer,  Albany 

1930  William  H.  Ross,  Brentwood 

1931  William  D.  Johnson,  Batavia 

1932  Charles  Gordon  Heyd,  New  York 

1933  Frederick  H.  Flaherty,  Syracuse 

1934  Arthur  J.  Bedell,  Albany 

1935  Frederic  E.  Sondern,  New  York 

1936  Floyd  S.  Winslow,  Rochester 

1937  Charles  H.  Goodrich,  Brooklyn 

1938  William  A.  Groat,  Syracuse 

1939  Terry  M.  Townsend,  New  York 

1940  James  M.  Flynn,  Rochester 

1941  Samuel  J.  Kopetzky,  New  York 

1942  George  W.  Cottis,  Jamestown 

1943  Thomas  A.  McGoldrick,  Brooklyn 

1944  Herbert  H.  Bauckus,  Buffalo 

1945  Edward  R.  Cunniffe,  Bronx 

1946  William  Hale,  Utica 

1947  Louis  H.  Bauer,  Hempstead 

1948  Leo  F.  Simpson,  Rochester 

1949  John  J.  Masterson,  Brooklyn 

1950  Carlton  E.  Wertz,  Buffalo 

1951  J.  Stanley  Kenney,  New  York 

1952  Edward  T.  Wentworth,  Rochester 

1953  Andrew  A.  Eggston,  Mount  Vernon 

1954  Dan  Mellen,  Rome 

1955  Renato  J.  Azzari,  Bronx 

1956  James  Greenough,  Oneonla 

MEDICAL  ASSOCIATION 

1895  Austin  Flint,  New  York 

1896  Darwin  Colvin,  Clyde 

1897  Charles  Phelps,  New  York 

1898  Douglas  Ayers,  Fort  Plain 

1899  Joseph  D.  Bryant,  New  York 

1900  E.  D.  Ferguson,  Troy 

1901  John  A.  Wyeth,  New  York 

1902  Alvin  A.  Hubbell,  Buffalo 

1903  J.  Orley  Stranahan,  Rome 

1904  William  H.  Thornton,  Buffalo 

1905  Samuel  W.  S.  Toms,  Nyack 
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A Brief  History  of  the  New 
York  State  Department  of 
Health  and  Its  Activities 

HERMAN  E.  HILLEBOE,  M.D.,  ALBANY,  NEW  YORK* 


r I *he  growth  of  the  public  health  movement  in 
■*"  New  York  State  is  reflected  in  the  progres- 
sive development  of  the  State  Health  Departs 
ment.  Today  this  Department  employs  4,750 
people  in  its  central  offices,  regional  agencies, 
laboratories,  and  institutions.  In  1880,  when 
the  State  Health  Department  first  took  form,  a 
total  of  six  employes,  whose  main  purpose  was 
the  collection  of  vital  statistics,  comprised  the  en- 
tire staff.  Following  its  reorganization  in  1913 
the  Department  grew  until  in  1922  it  consisted 
of  ten  divisions  with  a staff  of  356  people. 

Its  physical  facilities  also  have  grown.  From 
an  office  in  the  attic  of  the  State  Capitol,  the 
Department  expanded  to  1 1 different  sites  in  Al- 
bany, including  several  floors  of  the  State  Office 
Building.  In  October,  1956,  the  new  Health 
Department  building  with  135,000  square  feet  of 
space  was  opened  to  house  all  of  the  Depart- 
ment’s central  office  employes  working  in  Al- 
bany. The  building  is  located  across  the  street 
from  the  Veterans  Administration  Hospital  and 
a short  distance  from  Albany  Hospital  and  the 
Albany  Medical  School. 

Another  indication  of  the  size  and  scope  of 
public  health  as  administered  by  the  State 
Health  Department  is  the  appropriation  au- 
thorized for  the  Department’s  activities.  The 
$13,000  used  in  the  first  sixteen  months  of  the 
Department’s  history  was  small  compared  to  the 

* Commissioner  of  Health,  New  York  State. 


$165,000  spent  in  1912  and  is  minute  when  com- 
pared to  the  budget  authorization  of  $62,938,544 
for  the  fiscal  year  of  1956-1957,  including 
$3,856,000  of  Federal  funds. 

The  Health  Department’s  growth  was  ac- 
celerated by  the  recommendations  of  a com- 
mission appointed  by  Governor  Sulzer  in  1912. 
This  commission  recommended  a general  reor- 
ganization of  the  State  Department  of  Health, 
especially  in  local  health  administration.  It 
also  called  for  an  increase  in  appropriations. 
This  latter  recommendation  was  made  to  provide 
salaries  sufficient  to  obtain  and  retain  compe- 
tent personnel.  The  Public  Health  Law  was 
amended  in  1913  to  institute  the  changes  pro- 
posed by  the  commission  which  were  adopted  in 
full. 

Among  the  innovations  were  the  creation  of  a 
Public  Health  Council  and  provision  for  the 
appointment  of  20  sanitary  supervisors  or,  as 
they  are  now  called,  district  health  officers.  It 
was  also  made  mandatory  that  local  health  offi- 
cers be  paid  a prescribed  minimum  salary,  based 
on  population,  for  their  services.  In  addition, 
three  new  divisions — tuberculosis,  public  health 
nursing,  and  child  hygiene — were  created.  The 
Public  Health  Council  was  authorized  to  enact 
a State  Sanitary  Code,  effective  except  in  New 
York  City,  and  to  prescribe  qualifications  for 
local  health  officers  and  other  key  public  health 
personnel. 
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This  organization  set  the  pattern  for  the  Health 
Department  during  the  following  years,  but  as 
the  scope  of  the  Department’s  activities  broad- 
ened, the  administration  of  the  many  and  varied 
public  health  programs  had  become  quite  com- 
plex. By  1944  there  were  13  divisions  reporting 
directly  to  the  Commissioner.  It  became  neces- 
sary for  another  reorganization  in  1946  by 
Governor  Thomas  E.  Dewey  and  Dr.  Edward  S. 
Godfrey,  Jr.,  the  State  Health  Commissioner. 
The  “clothes-line”  type  organization  was  re- 
placed by  a “line  and  staff”  type  of  organization. 
The  line  or  program-operating  units  were  dis- 
tinguished from  the  staff  units  serving  the  Ex- 
ecutive Office  of  the  Commissioner  and  the  Di- 
vision, thereby  securing  advantages  from  such 
grouping. 

An  assistant  commissioner,  responsible  to  the 
Commissioner,  was  designated  to  head  each  of 
the  four  groupings  of  the  various  operating  di- 
visions and  bureaus.  These  new  divisions  were 
laboratories  and  research,  local  health  services, 
medical  services,  and  tuberculosis. 

The  staff  offices — business  administration, 
legal  affairs,  personnel,  planning  and  procedures, 
professional  recruitment,  public  health  education, 
and  vital  statistics — were  made  directly  respon- 
sible to  the  Commissioner. 

In  recognition  of  the  growing  importance  of 
the  education  of  the  public  in  matters  of  health, 
the  public  health  education  unit  of  the  Depart- 
ment was  recreated  as  a staff  office  and  placed 
directly  under  the  Commissioner  at  the  time  of 
the  1946  reorganization.  A physician  specially 
trained  in  public  health  education  was  placed  in 
charge,  and  the  unit  was  completely  reorganized 
along  functional  lines.  Activities  related  to  the 
production  of  educational  materials  were  re- 
grouped into  a production  and  distribution  sec- 
tion. Modern  technics  of  typography  layout  and 
design  were  introduced  in  the  production  of 
printed  materials  so  that  the  Department’s 
publications  now  set  a standard  for  the  health 
field. 

A modem  exhibits  workshop  was  added  so  that 
full  use  could  be  made  of  health  exhibits  and 
training  aids  in  the  Department’s  educational 
activities.  The  medium  of  radio  and  more  re- 
cently that  of  television  was  tapped,  and  profes- 
sionally produced  health  information  materials 
developed.  In  the  audiovisual  field,  personnel 
were  regrouped,  and  new  equipment,  including  a 
modern,  efficient  photographic  laboratory,  was 


added  to  meet  the  needs  of  the  Department’s 
programs  for  economically  produced  still  and 
motion  picture  materials  of  professional  quality. 
The  motion  picture  library  was  revitalized,  its 
booking  procedures  streamlined,  and  its  services 
expanded  until  it  now-  represents  what  is  be- 
lieved to  be  the  largest  health  film  library  in  the 
world. 

The  publications  program  of  the  Department 
was  studied  at  the  time  of  reorganization  of 
health  education  activities,  and  changes  were 
made  to  enable  the  periodical  publications  of  the 
Department  to  meet  the  public  health  needs  of 
the  State  better.  Health  News  was  converted 
from  a weekly  to  a monthly,  broadened  in  scope, 
and  made  the  keystone  of  the  periodical  publica- 
tions program  of  the  Department  which  includes 
seven  periodicals,  with  most  of  them  addressed 
to  the  needs  of  specialized  groups  such  as  com- 
munity  water  treatment  plant  operators. 

Professionally  trained  public  health  educators 
were  added  to  the  staff  of  the  Department  and 
of  local  health  departments  in  1948.  This 
group,  one  of  the  newest  of  the  professionals  in 
the  public  health  field,  is  trained  in  both  public 
health  and  in  educational  technics  and  commun- 
ity organization.  It  is  their  role  to  work  with 
both  individuals  and  organizations  in  the  com- 
munity to  make  health  information  universally 
available  and  to  assist  individuals  and  com- 
munities in  making  full  use  of  that  information 
in  the  achievement  of  optimal  personal  and  com- 
munity health. 

The  administrative  organization  of  training 
within  the  State  Health  Department  is  the  re- 
sult of  evolution  through  the  twenty-two  years 
it  has  performed  this  function.  Naturally,  the 
training  for  any  specific  group  of  personnel  can 
be  done  best  by  those  providing  service  in  that 
category;  therefore,  as  new  training  programs 
were  added,  units  were  established  within  the 
appropriate  division,  bureau,  or  office  to  con- 
duct the  training  of  the  members  of  that  unit. 
As  the  training  function  of  the  Department  be- 
gan to  assume  major  proportions,  it  became  evi- 
dent that  an  office  to  integrate  and  correlate  the 
training  activities  was  needed.  In  1948  the 
Office  of  Professional  Training  was  established  as 
a part  of  the  executive  office  and  was  delegated 
tiffs  responsibility.  There  was  continued  recog- 
nition of  the  need  for  providing  training  within 
the  service  units,  however,  and  one  or  more  pro- 
fessional workers  in  many  of  these  units  are  now 
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devoting  full  or  part  time  to  the  administration 
of  the  training  programs  for  their  disciplines. 

The  immediate  staff  of  the  Office  of  Profes- 
sional Training  consists  of  the  director  of  the 
office,  a sanitary  engineer,  and  an  education  con- 
sultant. Four  nurses  give  full  time  to  a training 
unit  in  the  Bureau  of  Public  Health  Nursing,  and 
one  person  devotes  part  time  to  training  ac- 
tivities in  each  of  the  following:  Division  of 
Medical  Services,  Bureau  of  Nutrition,  Office  of 
Vital  Statistics,  Division  of  Laboratories  and 
Research,  and  Division  of  Tuberculosis  Control. 

Since  1934,  when  the  training  program 
began,  a total  of  110  physicians  have  com- 
pleted their  training  and  have  become  quali- 
fied health  officers  of  New  York  State.  Of  these 
56  are  now  in  official  public  health  positions  in 
New  York  State,  and  15  are  known  to  be  in  official 
public  health  positions  in  other  states  or  in  the 
Public  Health  Service.  Thirteen  have  accepted 
positions  in  organizations  or  schools  where  their 
work  is  of  prime  public  health  importance.  Thus 
a total  of  84  of  the  110  are  presently  working  in 
public  health. 

Training  has  been  considered  an  essential  part 
of  the  Health  Department’s  activity.  A train- 
ing section  was  also  established  in  the  depart- 
mental Office  of  Personnel  Administration  for 
nonmedical  personnel.  One  of  this  particular 
office’s  activities  has  been  the  organization  of  a 
series  of  employe  information  and  observation 
meetings.  These  meetings  are  intended  to  give 
all  departmental  personnel  an  opportunity  to 
meet  in  a small  group  with  the  Commissioner  and 
other  executives  of  the  Department  to  learn 
about  new  activities  in  the  departmental  pro- 
gram. 

Training  and  service  have  been  two  major 
Health  Department  activities  throughout  its  his- 
tory. But  equally  important  is  the  research  ac- 
tivity carried  on  by  the  various  units  of  the  De- 
partment. This  was  one  of  the  prime  reasons 
for  the  establishment  of  the  Office  of  Program 
Development  and  Evaluation  in  1952.  This 
office  has  been  charged  with  the  identification  of 
areas  where  research  in  public  health  science  or 
practice  is  indicated.  Leadership  in  stimulating 
and  evaluating  such  research  is  also  one  of  the 
responsibilities  of  the  office. 

With  the  changing  patterns  of  public  health 
practices,  it  is  important  to  develop  and  apply 
yardsticks  for  the  measurement  of  health  prob- 
lems, activity,  and  accomplishment.  This  is  one 


of  the  objectives  of  the  Office  of  Program  De- 
velopment and  Evaluation,  as  is  the  develop- 
ment of  new  programs  for  which  money  or  re- 
sources have  been  given  to  the  State  Health  De- 
partment by  the  Legislature,  the  Federal  govern- 
ment, or  private  philanthropies.  In  addition, 
the  office  is  expected  to  recommend  priorities  for 
State  Health  Department  emphasis  and  budget 
allocations.  It  also  is  called  on  to  give  special  at- 
tention to  the  study  and  modification  of  com- 
munity attitudes  and  human  relations  required 
for  the  success  of  such  programs. 

Therefore,  through  the  evolution  of  the  reor- 
ganization begun  in  1946,  a new  concept  in 
public  health  administration  was  achieved  which 
from  present  indications  will  bring  rich  rewards 
in  new  research  and  programs. 

Another  innovation  which  stemmed  from  this 
reorganization  in  1946  was  the  establishment  of 
regional  health  offices  to  serve  not  only  as  links 
for  consultation  and  evaluation  between  the  cen- 
tral office  and  the  Department’s  health  offices, 
but  also  as  connecting  agencies  with  the  in- 
creasing number  of  county  and  full-time  city 
health  departments. 

This  latter  reorganization,  begun  by  Dr.  God- 
frey, symbolizes  the  Department’s  policy  through- 
out its  history.  It  has  adapted  to  changes  in 
the  public  health  field  so  that  full  advantage 
could  be  taken  of  progress  being  made.  In  ad- 
dition, it  has  provided  for  close  cooperation  and 
wholehearted  support  of  public  health  adminis- 
tration on  a local  level. 

Dr.  Daniel  Lewis,  appointed  as  first  commis- 
sioner in  1901,  made  a valuable  contribution 
when,  as  one  of  his  initial  acts,  he  called  the  first 
conference  of  the  health  officers  of  the  State. 
This  meeting  of  104  physicians  inaugurated  a 
series  of  annual  health  conferences  which  con- 
tinues to  this  date.  These  meetings  have  served 
to  bring  together  the  health  officers  and,  later, 
the  other  staff  members  of  health  departments 
for  educational  sessions  and  discussions  of  com- 
mon problems. 

The  second  commissioner,  Dr.  Eugene  H. 
Porter,  was  appointed  in  1905.  He  served  until 
1914,  and  during  his  tenure  he  sought  to  in- 
crease his  meager  staff  and  to  obtain  appropria- 
tions for  a new  laboratory  building.  He  suc- 
ceeded in  adding  a deputy  commissioner  to  his 
staff  who  served  as  a liaison  officer  between  the 
department  and  local  physicians,  including 
health  officers. 


February  1,  1957 


535 


HERMAN  E.  HILLEBOE 


Dr.  Porter,  with  the  help  of  the  State  Chari- 
ties Aid  Association,  also  had  a law  enacted  which 
authorized  the  establishment  of  county  tuber- 
culosis hospitals.  This  law  was  amended  in 
1914  to  allow  boards  of  supervisors  to  refer  the 
question  of  establishing  a hospital  to  the  voters. 
During  the  last  two  years  of  his  administration 
Dr.  Porter  sought  the  revision  and  codification 
of  all  public  health  statutes,  and  parti}-  through 
his  efforts  a special  commission  was  appointed 
in  1912  by  Governor  William  Sulzer. 

The  commission’s  recommendations  became 
law  in  1913,  and  Martin  H.  Glynn,  who  became 
Governor  that  year,  appointed  Dr.  Hermann  M. 
Biggs  as  the  State’s  third  Health  Commissioner. 
Dr.  Biggs,  who  had  served  on  Governor  Sulzer’s 
special  commission,  had  been  Chief  Medical 
Officer  of  Xew  York  City  for  twenty-six  years,  a 
position  in  which  he  had  gained  a world-wide 
reputation.  For  instance,  he  had  been  respon- 
sible for  the  first  use  of  diphtheria  antitoxin  in 
this  country. 

Dr.  Biggs  served  until  his  death  in  1923.  His 
first  official  duty  was  to  defend  the  reorganiza- 
tion of  the  Department  against  the  assumption  by 
a new  Legislature  that  the  reorganization  had 
been  a political  measure.  With  the  assistance 
of  the  State  Charities  Aid  Association  and  in- 
fluential citizens  he  was  able  to  preserve  the  new 
appropriation  and  reorganization  policy.  Dur- 
ing Dr.  Biggs's  administration  the  Health  De- 
partment assisted  in  the  fight  against  the  1916 
State-wide  poliomyelitis  epidemic  and  in  1918 
the  influenza  pandemic.  State  hospitals  and 
health  officers  were  pressed  into  sendee  during 
both  of  these  critical  periods. 

In  1919  the  Health  Department’s  new  labora- 
tory building  in  Albany  was  opened.  A law  was 
enacted  in  1923  providing  for  State  aid  for  ap- 
proved local  public  health  laboratories.  This 
enabled  the  Health  Department’s  central  lab- 
oratory to  work  closely  with  local  laboratories 
which  permitted  the  State  to  provide  laboratory 
service  unsurpassed  anywhere  in  the  world. 

The  1923  law  also  provided  State  aid  for 
counties  for  public  health  work.  This  was  an 
outstanding  piece  of  legislation  for  it  was  a major 
incentive  in  the  establishment  of  county  health 
services.  Two  years  prior  to  this  legislation  the 
County  Health  Unit  law-  permitting  boards  of 
supervisors  to  establish  county  health  depart- 
ments had  been  enacted.  In  1923  Cattaraugus 
County,  stimulated  by  this  legislation,  became 


the  first  county  in  the  State  to  establish  a health 
department.  Tins  started  a move  which  other 
counties  followed. 

Dr.  Matthias  Xicoll  who  was  appointed  in  1923 
after  the  death  of  Dr.  Biggs  served  until  1929 
when  he  resigned  as  State  Healtli  Commissioner 
to  organize  the  newly  formed  Westchester  County 
Health  Department.  During  Dr.  Xicoll’s  ad- 
ministration as  State  Health  Commissioner,  the 
Department  inaugurated  a campaign  of  profes-  , 
sional  education  for  physicians  doing  obstetric 
work  in  order  to  reduce  maternal  mortality. 
The  decline  of  maternal  mortality  in  the  State 
since  that  time  received  its  initial  impetus  from 
this  campaign. 

In  1926  the  Department,  under  Dr.  Xicoll, 
joined  with  the  State  Charities  Aid  Association 
and  the  Metropolitan  Life  Insurance  Company 
in  a five-year  drive  to  control  diphtheria.  As  a 
result  of  this  drive  and  the  continuation  of  inten- 
sive activities,  diphtheria  has  declined  to  a level 
of  minor  importance. 

Important  legislative  action  in  1926  included 
amendments  of  the  Children’s  Court,  Education, 
and  Public  Health  Law-s  for  the  care  of  handi- 
capped children.  Since  their  enactment  help  has 
been  given  to  countless  thousands  of  crippled 
children  who  otherwise  would  have  little  means 
of  rehabilitation. 

Dr.  Thomas  Parran,  Jr.,  became  the  State’s 
fifth  health  commissioner  in  1930,  the  fiftieth 
anniversary  of  the  establishment  of  the  first  Xew 
York  State  Board  of  Health.  At  this  time  also 
Governor  Franklin  D.  Roosevelt  appointed  a 14- 
member  health  commission.  Its  report,  sent  to 
the  Governor  in  1931,  made  recommendations 
which  were  enacted  into  laws  that  same  year. 
These  included  the  authorization  for  the  building 
of  three  new  State  tuberculosis  hospitals  in  ad- 
dition to  the  transfer  of  administration  of  the 
Ray  Brook  Hospital  to  the  State  Health  De- 
partment, the  requiring  of  cities  with  populations 
of  50,000  or  more  to  have  full-time  health  officers, 
and  the  requiring  of  county  and  city  boards  of 
health  to  provide  facilities  for  the  diagnosis  and 
treatment  of  venereal  diseases. 

Other  changes  were  the  transfer  of  the  State 
Rehabilitation  Hospital  at  West  Haverstraw  to 
the  Health  Department  and  the  creation  of  a 
Division  of  Cancer  Control  of  which  Roswell 
Park  Memorial  Institute  was  made  a part. 

Shortly  before  his  resignation  in  1936  to  as- 
sume the  duties  of  Surgeon-General  of  the 
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United  States  Public  Health  Service,  Dr.  Parran 
created,  with  Civil  Service  approval,  a position 
to  which  young  physicians  without  public  health 
experience  could  be  appointed  for  a training 
period.  This  was  considered  necessary  because 
of  the  shortage  of  physicians  trained  in  public 
health.  The  continuing  need  for  medical  and 
professional  public  health  workers  led  to  the  es- 
tablishment of  the  Office  of  Professional  Training 
and  Recruitment  in  1947. 

Dr.  Edward  S.  Godfrey,  who  had  started  as 
an  epidemiologist  with  the  State  Health  Depart- 
ment in  1916,  was  appointed  in  1936  as  State 
Health  Commissioner.  One  of  his  first  acts  was 
to  carry  forward  Dr.  Parran’s  program  of  post- 
graduate medical  education  for  county  and  other 
local  groups  to  be  conducted  jointly  by  the  De- 
partment and  the  State  Medical  Society.  In 
addition,  Dr.  Godfrey  received  Governor  Dewey’s 
active  support  in  1946  for  an  intensified  campaign 
against  tuberculosis.  The  importance  of  this 
campaign  is  visibly  evident  today  with  the  re- 
duction in  tuberculosis  mortality  and  the  closing, 
in  1956,  of  the  Hermann  Biggs  Memorial  Hos- 
pital as  a State  tuberculosis  hospital.  Dr.  God- 
frey also  was  successful  in  securing  legislative 
action  to  amend  the  Public  Health  Law  to  pro- 
vide increased  State  aid  to  county  health  de- 
partments (75  per  cent  of  first  $100,000  and  50 
per  cent  of  additional  amounts)  and  to  permit 
50  per  cent  State  aid  to  city  health  departments 
serving  50,000  or  more  people. 

A most  important  action  taken  by  Dr.  God- 
frey was  to  begin  the  intradepartmental  reor- 
ganization described  earlier.  This  step  prepared 
the  way  for  the  rapid  strides  which  were  made  in 
public  health  during  the  decade  which  followed. 

This,  then,  was  the  status  of  the  Health  De- 
partment when  Dr.  Herman  E.  Hilleboe  was  ap- 
pointed commissioner  in  1947,  following  Dr. 
Godfrey’s  retirement. 

The  year  1947  wras  the  second  year  in  the  newly 
expanded  tuberculosis  control  program  in  New 
York  State,  and  at  that  time  New  York  State  op- 
erated four  tuberculosis  hospitals:  Ray  Brook, 
Homer  Folks,  Hermann  Biggs,  and  Mount  Mor- 
ris. In  1948  three  local  hospitals,  the  Onondaga 
Sanatorium  at  Syracuse,  the  Broadacres  Sana- 
torium at  Utica,  and  the  J.  N.  Adam  Memorial 
Hospital  at  Perrysburg  were  transferred  to 
State  control.  These  seven  hospitals  were  op- 
erated by  the  State  until  early  in  1956  wrhen,  be- 
cause of  diminishing  need  of  inpatient  beds,  it 


became  possible  to  transfer  the  Hermann  Biggs 
Hospital  to  Tompkins  County  for  use  as  a general 
hospital. 

The  local  tuberculosis  hospitals  have  also 
played  an  important  part  in  the  tuberculosis  con- 
trol program.  In  1947  there  were  24  county  and 
two  city  tuberculosis  hospitals.  In  1948  three 
of  the  larger  ones,  as  we  have  mentioned,  wrere 
transferred  to  State  control.  During  the  period 
1947  through  1955,  because  of  increasing  costs, 
diminishing  census,  and  difficulty  of  rendering 
modern  care  including  thoracic  surgery,  six  of 
the  smaller  hospitals  requested  that  the  State 
Health  Commissioner  survey  the  situation  and 
advise  the  localities  how  best  to  give  care  to  their 
citizens.  In  five  instances,  Cattaraugus,  Colum- 
bia, Dutchess,  Herkimer,  and  Chemung,  the  local 
tuberculosis  hospitals  were  closed,  and  in  each 
instance  outpatient  and  field  clinic  care  as  wrell  as 
inpatient  care  became  the  responsibility  of  an 
adjacent  State  tuberculosis  hospital.  When 
Gray  Oaks  Hospital,  City  of  Yonkers,  closed, 
the  patients  were  transferred  to  Grasslands  Hos- 
pital, Westchester  County. 

In  addition  to  the  provision  of  facilities  for 
patient  care,  efforts  have  also  been  intensified  to 
seek  out  cases  of  tuberculosis  at  an  early  stage. 
As  a result  the  Case  Finding  Bureau  of  the  Di- 
vision of  Tuberculosis  Control  greatly  expanded 
its  activities  during  the  1946-1956  period.  The 
Departments  mobile  x-ray  equipment  in  1948 
took  x-ray  films  of  122,736  persons  in  community 
mass  chest  x-ray  surveys;  in  1955  the  number 
x-rayed  in  this  program  was  224,468. 

The  other  major  activity  in  case-finding  is  the 
program  of  routine  chest  x-ray  examination  of 
adults  admitted  to  general  hospitals.  By  1948 
there  were  31  general  hospitals  upstate  which 
took  x-ray  films  of  patient  admissions,  either  by 
means  of  their  own  equipment  or  with  State- 
owmed  apparatus.  There  was  a steady  increase 
in  the  number  of  hospitals  participating  in  the 
program  until  by  1955  there  were  81  hospitals 
with  a total  yearly  output  of  286,828  chest  films. 
In  both  of  the  case-finding  activities,  besides  the 
new  yield  in  active  and  suspected  tuberculosis, 
important  contributions  are  made  in  the  detec- 
tion of  pulmonary  neoplasms  and  cardiovascular 
disease,  particularly  in  older  males. 

Since  1941  the  Department  has  conducted  a 
joint  program  with  the  Department  of  Mental 
Hygiene  for  the  routine  chest  x-ray  examination 
and  periodic  re-examination  of  all  patients  and 
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employes  of  the  mental  hospitals  and  the  schools 
for  mental  defectives.  There  has  been  a con- 
stant decrease  in  the  number  of  new  cases  of 
tuberculosis  developing  among  the  patients  in 
these  hospitals  and  schools. 

In  1947  the  distribution  of  BCG  vaccine  was 
begun.  By  1954  there  were  113  agencies  in  the 
State  participating  in  this  activity,  including 
eight  medical  schools,  72  nursing  schools,  11 
tuberculosis  hospitals,  and  1 1 general  hospitals. 

The  reorganization  of  the  Department  in  1946 
and  the  increased  emphasis  on  tuberculosis  con- 
trol have  resulted  in  outstanding  progress  in  this 
field,  but  many  problems  still  remain  to  be  solved. 
These  include  the  provision  of  clinic  service  in 
areas  distant  from  the  parent  hospital,  the  ex- 
tension of  admission  x-ray  programs  to  large  hos- 
pitals which  request  the  sendee,  increased  re- 
search in  drug  therapy  at  hospitals,  the  exten- 
sion of  further  rehabilitation  facilities  to  pa- 
tients, and  the  judicious  use  of  mass  survey  equip- 
ment to  those  areas  of  the  population  which  will 
prove  most  productive  for  tuberculosis  case- 
finding. 

In  1946  Local  Health  Administration  became 
one  of  the  four  operating  divisions;  the  Bureaus 
of  Environmental  Sanitation  and  Public  Health 
Nursing  were  placed  in  this  division.  The  name 
of  the  division  was  changed  in  1948  from  Local 
Health  Administration  to  Local  Health  Sendees 
which  reflects  more  accurately  its  functions.  It 
has  continued  to  furnish  general  supervision,  co- 
ordination, and  appraisal  of  general  health  ac- 
tivities provided  by  local  health  districts  in  New 
York  State  exclusive  of  New  York  City. 

Prior  to  the  1946  legislation  which  permitted 
increased  State  aid  to  counties  for  public  health 
work,  there  had  been  only  six  county  health  de- 
partments. Since  that  time,  however,  11  ad- 
ditional counties  have  established  health  depart- 
ments, covering  a population  of  3,958,034.  The 
city  health  departments,  excluding  New  York 
City,  cover  1,263,964  of  the  upstate  population. 

At  the  Annual  Health  Conference  in  June, 
1953,  the  State  Health  Department  presented  to 
the  New  York  State  Health  Officers  Association 
a proposal  that  the  association  actively  undertake 
the  stimulation  and  support  of  early  establish- 
ment of  county  health  departments  in  the  ten 
upstate  counties  with  populations  of  over 
100,000.  The  proposal  was  received  favorably, 
and  promotional  activities  are  now  in  progress. 

In  1948  a new  feature  of  public  health  ad- 


ministration in  New  York  State  was  introduced 
by  the  establishment  of  five  regional  health 
offices  in  upstate  New  York  and  a New  York 
City  office.  The  regional  health  directors  with 
their  professional  staffs,  consisting  of  regional 
directors  of  public  health  engineering  and  public 
health  nursing,  assumed  responsibility  for  super- 
visory and  consultation  services  to  full-time 
governmental  health  units  in  the  regions. 

Important  changes  have  taken  place  in  the 
environmental  sanitation  program.  Imrnedi- 
ately  after  World  War  II  the  Department  be- 
came increasingly  concerned  with  problems  re- 
lating to  the  use  of  ionizing  radiation.  This  con- 
cern developed  as  a result  of  the  proposed  es- 
tablishment in  the  State  of  facilities  to  be  op- 
erated under  contract  to  the  Atomic  Energy 
Commission  and  related  to  the  possible  con- 
tamination of  the  environment  due  to  the  dis- 
charge of  radioactive  wastes.  In  order  to  meet 
this  problem,  the  Bureau  of  Environmental 
Sanitation  trained  a small  staff  in  the  technical 
aspects  of  the  disposal  of  radioactive  wastes. 

In  the  field  of  water  pollution  control  New 
York  State  is  a member  of  three  Interstate 
Compact  Commissions  which  have  been  created 
by  action  of  the  legislature  of  each  of  the  member 
states  and  have  been  authorized  by  Acts  of  Con- 
gress. The  objective  and  purpose  of  each  inter- 
state compact  commission  is  to  provide  an  inter- 
state agency  that  will  coordinate  and  integrate 
water  pollution  control  programs  on  a coopera- 
tive basis,  working  toward  the  eradication  of 
water  pollution  in  all  of  the  interstate  waters 
which  are  within  the  jurisdiction  of  the  respec- 
tive commissions. 

The  great  demand  for  new  housing  experienced 
in  the  decade  between  1946  and  1956  placed  on 
the  Bureau  of  Environmental  Sanitation  an 
ever-increasing  volume  of  work  and  enlarged 
responsibilities  in  connection  with  the  inspection 
of  subdivision  sites  and  the  approval  of  sanitary 
facilities,  including  water  supply,  sewage  dis- 
posal, and  drainage.  During  these  ten  3'ears 
eight  counties  with  full-time  health  departments 
have  adopted  regulations  for  the  control  ol 
realty  subdivisions  in  their  respective  areas, 
relieving  the  State,  as  permitted  by  law,  of  rou- 
tine approvals  in  these  counties. 

The  Bureau  of  Public  Health  Nursing  in  1946 
reorganized  it6  work  into  three  units,  each  with 
an  assistant  director.  These  units  became  re- 
sponsible, respectively,  for  local  nursing  services, 
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recruitment  and  training  of  nurses,  and  consulta- 
tion and  special  services. 

The  nurse  recruitment  and  training  program 
was  expanded  in  1947  by  the  development  of  the 
Apprentice  Public  Health  Nursing  Program. 
This  program  provides  for  a period  of  field  train- 
ing of  not  more  than  twelve  and  not  less  than  six 
months  followed  by  academic  training  of  not 
more  than  two  semesters  in  a college  or  univer- 
sity approved  for  such  training  by  the  Public 
Health  Council. 

During  the  period  since  the  Department’s 
reorganization,  consultant  nurses  have  been 
added  to  the  Division  of  Tuberculosis  Control, 
to  the  Bureau  of  Maternal  and  Child  Health,  the 
Bureau  of  Cancer  Control,  and  to  the  Division 
of  Medical  Services  for  mental  health.  Con- 
sultant public  health  nurses  in  physical  therapy 
were  assigned  to  the  Medical  Rehabilitation 
Bureau,  and  the  Office  of  Medical  Defense  was 
given  a consultant  public  health  nurse  to  serve  in 
preparing  nurses  throughout  the  State  for  civil 
and  atomic  disaster. 

In  the  last  ten  years  there  has  been  an  increase 
in  the  demand  for  nursing  service  to  the  sick  in 
the  home,  especially  to  those  with  chronic  dis- 
eases. To  further  the  meeting  of  this  need  a 
consultant  public  health  nurse  was  assigned  to  the 
Bureau  of  Chronic  Disease  and  Geriatrics  in 
1956.  The  increase  in  the  demand  for  public 
health  nursing  service  for  the  aged  and  the  chron- 
ically ill  pointed  up  the  need  for  a study  in  this 
area.  Therefore,  a study  in  chronic  disease 
nursing  was  started  in  1956,  and  the  results  will 
be  published  in  1957. 

The  aging  of  the  population,  resulting  from 
decline  in  mortality  during  the  early  years  of 
life  and  the  sharp  reduction  in  deaths  from  infec- 
tious diseases,  has  brought  to  the  fore  the  prob- 
lem of  chronic  disease  in  the  adult  and  older  age 
groups.  The  Department’s  Division  of  Medical 
Services  began  to  plan  actively  in  1947,  in  co- 
operation with  interested  professional  organiza- 
tions and  agencies,  to  meet  these  problems.  In 
1949  a program  relating  to  chronic  disease  in 
adults  was  organized.  In  the  early  phase  of  the 
program  there  was  concentration  on  the  provision 
of  refresher  courses  in  cardiology  for  general 
practitioners  in  order  to  give  these  physicians 
the  opportunity  to  learn  the  latest  methods  of 
diagnosis  and  treatment  of  heart  disease.  Steady 
expansion  in  the  chronic  disease  field  culminated 
in  the  establishment  in  1956  of  the  Bureau  of 


Chronic  Disease  and  Geriatrics. 

In  1950  the  Department  embarked  on  a pro- 
gram of  support  for  research  in  chronic  disease 
through  a contract  with  the  University  of  Buffalo 
School  of  Medicine  to  establish  and  maintain  the 
Chronic  Disease  Research  Institute  in  Buffalo. 
The  initial  research  program  at  the  Institute  in- 
cluded studies  in  alcoholism,  hypertension,  ar- 
thritis, gout,  and  copper  metabolism.  More  re- 
cently, major  emphasis  had  been  placed  on  a com- 
prehensive basic  and  clinical  research  program  in 
cardiovascular  disease.  In  addition  to  this  core 
research  program,  the  Chronic  Disease  Research 
Institute  provides  clinical  care,  professional 
training,  and  clinical  research  in  its  Department 
of  Physical  Medicine  and  its  Respirator  Center. 

A new  phase  of  research  and  service  in  heart 
disease  was  the  establishment  of  the  Albany 
Cardiovascular  Health  Center  in  1953.  The 
Center  provides  comprehensive  cardiovascular 
examinations  for  male  State  employes  forty  to 
fifty-four  years  of  age  in  the  Albany  area.  This 
long-term  longitudinal  type  study  permits  test- 
ing by  available  means  for  early  detection  of 
heart  disease,  as  well  as  the  study  of  factors  pre- 
disposing or  leading  to  coronary  heart  disease. 

An  older  activity  related  to  chronic  diseases  is 
the  rehabilitation  of  physically  disabled  persons. 
This  has  taken  on  new  direction  and  emphasis 
during  the  past  decade.  The  scope  of  the  State 
aid  to  county  programs  for  physically  handi- 
capped persons  under  twenty-one  years  of  age,  ad- 
ministered by  the  Bureau  of  Medical  Rehabilita- 
tion, has  been  greatly  broadened.  Its  coverage 
extends  beyond  so-called  orthopedic  and  plastic 
conditions  to  include  congenital  cardiac  and 
other  congenital  conditions,  auditory  and  visual 
problems,  convulsive  disorders,  and  narcotic 
addiction. 

The  New  York  State  Rehabilitation  Hospital 
at  West  Haverstraw,  which  opened  in  1900,  has 
developed  into  a comprehensive,  inpatient  re- 
habilitation center  for  patients  suffering  from 
neuromuscular,  spastic,  and  related  disabilities. 
Prior  to  1945  only  persons  under  twenty-one 
years  of  age  could  be  admitted  to  the  Rehabilita- 
tion Hospital.  The  removal  of  this  age  restric- 
tion in  the  Public  Health  Law  in  1946  laid  the 
basis  for  the  present  increase  in  its  emphasis  on 
the  rehabilitation  of  disabled  adults.  The 
broadened  concept  of  the  hospital’s  function  was 
reflected  in  the  change  of  the  name  of  the  institu- 
tion from  the  New  York  State  Reconstruction 
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Home  to  the  New  York  State  Rehabilitation 
Hospital  in  1948.  Another  development  con- 
cerned with  children’s  rehabilitation  was  the 
construction  of  a model  unit,  opened  in  1952,  for 
the  rehabilitation  of  children  with  cerebral 
palsy. 

A new  pilot  project  for  the  rehabilitation  of 
physically  disabled  persons  on  public  welfare, 
utilizing  100  beds  at  the  hospital,  was  started  in 

1955.  This  joint  project  of  the  State  Depart- 
ments of  Health,  Social  Welfare,  and  Education 
was  organized  on  a study  basis  to  determine  the 
extent  to  which  physically  disabled  welfare  recip- 
ients can  be  made  more  self-sufficient  to  carrj^ 
on  the  activities  of  daily  living  or  even  to  return 
to  partial  or  complete  employment.  The  second 
objective  of  this  pilot  project  is  to  learn  what  is 
needed  in  the  provision  of  rehabilitation  services 
for  this  group  of  disabled  persons.  The  project 
has  received  widespread  acceptance  throughout 
the  State,  and  significant  benefits  have  already 
been  achieved  for  the  disabled  persons  themselves 
and  the  communities  from  which  they  came. 

A major  development  in  the  chronic  disease 
field  has  been  the  marked  expansion  in  the  De- 
partment’s cancer  research  program.  The  rela- 
tively limited  facilities  and  personnel  at  Roswell 
Park  Memorial  Institute  in  Buffalo,  which  dates 
to  1898,  could  not  cope  with  the  vast  needs  in 
this  field.  Therefore,  in  1947  plans  were  made 
to  develop  the  Institute  into  one  of  the  leading 
centers  for  cancer  research  and  training  in  the 
world.  Ground  was  broken  in  1950  for  a new  re- 
search hospital  with  an  ultimate  capacity  of  516 
beds.  A total  of  306  beds  were  being  used  in 

1956,  while  the  remainder  of  the  space  in  the  re- 
search hospital  is. being  utilized  for  laboratories 
and  office  until  completion  of  a new  basic  science 
research  laboratory.  The  total  cost  of  the  con- 
struction, including  a new  laboratory  and  animal 
house  at  the  Springville  Biological  Station,  will  be 
approximately  $16,300,000.  Patients  will  con- 
tinue to  be  admitted  for  care  on  referral  by 
physician,  with  emphasis  placed  on  the  research 
nature  of  the  condition  of  the  patient  as  a con- 
sideration for  admission  for  investigation  and 
therapy. 

Because  chronic  disease  presents  many  prob- 
lems other  than  medical  disability,  a Social 
Work  Section  has  been  established  within  the 
Division  of  Medical  Services.  A major  concern 
of  the  Section  is  the  removal  of  social  and  emo- 
tional barriers  to  the  utilization  of  available 
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health  services.  The  Section’s  members  work 
with  the  personnel  in  various  programs  in  the 
State  Department  of  Health  and  in  local  health 
departments.  They  have  worked  closely  with 
the  Rehabilitation  Hospital  and  Roswell  Park 
Memorial  Institute  to  help  develop  effective  de- 
partments of  social  work  in  these  institutions. 

The  organization  of  the  Bureau  of  Nutrition  in 
1948  has  resulted  in  expansion  beyond  the  older 
services  in  maternal  and  child  health  to  include 
such  activities  as  nutrition  in  the  adult  and  aging 
population  and  in  research  studies  on  the  role  of 
nutrition  in  atherosclerotic  heart  disease. 

As  a result  of  the  ten-year  study  of  the  effects 
of  water  fluoridation  in  Newburgh  and  Kingston, 
which  began  in  1945  and  was  completed  in  1955, 
a firm  scientific  basis  has  been  established  for 
routine  use  of  this  public  health  procedure. 
This  simple  and  relatively  inexpensive  measure 
has  been  shown  to  reduce  dental  decay  by  about 
two-thirds  and  to  make  correction  of  the  remain- 
ing dental  decay  much  simpler.  Active  promo- 
tion of  water  fluoridation  resulted  in  its  institu- 
tion, by  the  end  of  1955,  in  32  communities  in 
upstate  New  York  with  a total  population  of 
1,550,000.  For  those  sparsely  settled  areas  in 
the  State  in  which  water  fluoridation  is  not 
practicable,  an  alternative  method  of  dental 
caries  prevention,  the  topical  application  of  a 
sodium  fluoride  solution  to  the  teeth,  has  been 
recommended.  Because  of  expanded  dental 
programs  a Bureau  of  Dental  Health  was  es- 
tablished within  the  Division  of  Medical  Services 
in  1949. 

With  the  clarification  of  the  role  of  excessive 
oxygen  in  the  production  of  retrolental  fibro- 
plasia as  a cause  of  blindness  in  premature  in- 
fants, the  Bureau  of  Maternal  and  Child  Health 
embarked  on  a follow-up  program  under  which 
all  hospitals  from  which  new  cases  of  blindness 
from  retrolental  fibroplasia  were  reported  were 
visited  to  secure  correction  of  poor  practices  in 
the  use  of  oxygen  responsible  for  development  of 
the  condition. 

The  outstanding  advance  in  communicable 
disease  control  during  the  past  decade  has  been 
the  successful  development  of  the  Salk  vaccine 
against  poliomyelitis.  The  Department  was  a 
leading  participant  in  the  field  trials  of  1954 
which  demonstrated  the  safety  and  efficacy  of  the 
new  vaccine.  The  Department  successfully 
weathered  the  difficult  period  in  1955  when  the 
vaccine,  although  in  short  supply,  first  became 
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available  for  general  use.  Almost  a half  million 
children  were  given  one  or  more  injections  of  the 
vaccine  during  that  year.  The  Bureau  of  Epi- 
demiology and  Communicable  Disease  Control 
was  among  the  first  to  show  that  a considerable 
degree  of  protection  could  be  afforded  by  one  or 
more  injections  of  poliomyelitis  vaccine,  with  the 
risk  of  paralysis  among  the  vaccinated  children 
only  one  fifth  of  that  observed  in  unvaccinated 
children  of  the  same  age  groups.  Instrumental 
in  the  success  of  the  Salk  vaccine  program  in  New 
York  State  were  the  excellent  facilities  in  the  lab- 
oratories of  the  State  Health  Department. 

In  the  reorganization  of  the  Health  Depart- 
ment in  1946  the  Division  of  Laboratories  and 
Research  became  one  of  the  four  divisions  with 
an  Assistant  Commissioner.  This  Division’s 
internal  organization  is  designed  to  meet  the 
need  for  special  laboratory  services  to  the  citizens 
of  the  State  and  to  provide  an  environment  con- 
ducive to  scientific  work  of  high  caliber. 

In  1947  Dr.  Gilbert  Dalldorf,  director  of  the 
Division  of  Laboratories  and  Research,  and  his 
collaborator,  Miss  Grace  M.  Sickles,  while  in- 
vestigating cases  of  apparent  poliomyelitis  then 
occurring  in  the  State,  isolated  from  specimens 
from  two  boys  a virus  having  properties  different 
from  any  hitherto  described.  It  was  named  the 
Coxsackie  virus  after  the  village  where  the  pa- 
tients resided  and  was  later  one  of  the  “Coxsackie 
group  of  viruses,”  from  which  various  antigenic 
types  were  demonstrated  and  the  etiologic  rela- 
tion with  other  infections  was  established. 
The  Coxsackie  viruses  are  now  recognized  as 
causative  agents  in  such  distinctive  clinical  en- 
tities as  herpangina,  epidemic  myalgia  (Born- 
holm disease),  aseptic  meningitis,  and  fatal  myo- 
carditis in  newborn  infants.  In  the  ten  jmars 
since  the  isolation  of  the  virus,  Coxsackie  infec- 
tions have  been  shown  to  be  world-wide.  The 
World  Atlas  of  Epidemic  Diseases  has  published 
a review  on  “Epidemic  Myalgia,  or  Bornholm 
Disease,  caused  by  the  Coxsackie  Group  of 
Viruses  in  Europe  from  1931-1952.”  This  re- 
port includes  also  a retrospective  survey  of  the 
hitherto  known  cases,  beginning  with  a report 
from  the  Province  of  Schleswig-Holstein)  Ger- 
many, in  1732.  There  is  perhaps  no  more  ex- 
ceptional example  of  geomedicine,  research,  and 
public  health  than  an  infection  being  recorded  in 
middle  Europe  in  1732  and  two  hundred  years 
later  shown  to  be  due  to  a virus  isolated  on  an- 
other continent  in  a type  of  medical  organization 


beyond  the  imagination  of  that  earlier  century. 

Research  in  electron  microscopy  by  Dr.  Hel- 
mut Ruska,  D.  C.  Stuart,  and  Dr.  J.  Winsser 
yielded  in  1955  what  is  believed  to  be  the  first 
observation  of  poliomyelitis  virus  growing  within 
a cell.  Previously  the  virus  had  been  seen  only 
after  concentration  from  infective  fluid. 

The  investigation  of  Dr.  Elizabeth  L.  Hazen 
and  Dr.  Rachel  Brown,  begun  in  1946,  culminated 
in  the  therapeutic  demonstration  of  the  antifun- 
gal antibiotic,  nystatin,  so  called  to  commemorate 
the  fact  that  the  work  was  done  in  the  New  York 
State  Laboratory.  Nystatin  has  been  developed 
and  marketed  under  the  name  Mycostatin,  and 
these  two  scientists  received  a $5,000  award  in 
chemotherapy  in  1955  for  “conspicuous  accom- 
plishment in  the  advancement  of  chemotherapy 
through  their  discovery  and  evaluation  of  nysta- 
tin.” 

Cardiolipin,  isolated  through  the  work  of  Dr. 
Mary  Pangborn,  marked  a significant  advance 
in  the  search  for  a chemically  defined  antigen 
which  would  contribute  to  the  improvement  and 
standardization  of  serologic  tests  for  treponema- 
toses,  especially  syphilis.  In  order  to  secure  the 
purity  of  cardiolipin  products  for  noncommercial, 
nonprofit  purposes,  a protective  patent  was  se- 
cured for  the  United  States.  In  1949  the  World 
Health  Organization  undertook  to  supervise  the 
international  control  of  standards  of  cardiolipin. 

The  Laboratory  for  Virology  of  this  Division 
acts  as  a regional  laboratory  participating  in  the 
influenza  control  program  of  the  World  Health 
Organization.  In  1949  the  Division  of  Labora- 
tories and  Research  was  redesignated  as  a Re- 
gional Salmonella  Center  to  collaborate  with  the 
World  Salmonella  Centre.  In  1950  the  labora- 
tory was  appointed  one  of  13  Regional  Bacterio- 
phage Typing  Centers  in  the  United  States  by 
the  American  Public  Health  Association.  In 
addition  to  New  York  State,  it  serves  Maine, 
New  Hampshire,  New  Jersey,  and  Vermont  in 
the  isolation  and  identification  of  bacillary  in- 
citants  of  enteric  disease  by  bacteriophage  typ- 
ing. In  1956  it  was  similarly  designated  as  a 
regional  reference  laboratory  for  staphylococcus 
bacteriophage  typing. 

Public  health  in  New  York  State  today  is  big 
business.  The  Health  Department  has  interlock- 
ing advisory  committees  with  the  Departments 
of  Mental  Hygiene,  Social  Welfare,  Education, 
and  Correction.  Its  Commissioner  serves  as 
chairman  of  the  Hospital  Planning  and  Survey 
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vate  citizens  on  their  elected  representatives  for  I 
increased  quantity  and  quality  of  public  health  I 

sendees. 

It  is  one  of  the  responsibilities  of  public  health 
to  look  into  the  future,  to  try  to  measure  the  size 
and  form  of  our  task,  and  to  prepare  to  meet  it 
with  all  the  resources  we  can  muster.  Research 
in  public  health  will  continue  to  augment  our 
qualitative  knowledge  with  quantitative  measure- 
ments  of  public  health  activity.  Because  of 
public  knowledge  of  the  chronic  diseases,  in- 
creased life  span,  the  larger  proportion  of  older 
age  groups  in  our  population,  and  the  increasing 
cost  and  complexity  of  all  types  of  medical 
sendees,  the  pattern  of  public  health  will  natu- 
rally follow  these  trends.  The  New  York  State 
Health  Department  stands  ready  to  adapt  its 
programs,  as  it  has  in  the  past,  to  new  problems 
and  to  meet  the  health  needs  of  all  the  citizens  ' 
of  the  great  Empire  State. 


Reserve  the  Dates  . . . 

SESQUI  CENTENNIAL 

MEETING 

Medical  Society  of  the  State  of  New  York 

FEBRUARY  18  TO  21,  1957 

Hotel  Statler 

New  York  City 

542 

New  York  State  J.  Med. 

Commission,  chairman  of  the  Water  Pollution 
Control  Board,  is  a member  of  the  Cemetery 
Board,  and  is  also  a member  of  the  Interdepart- 
mental Health  Resources  Board  and  the  Inter- 
departmental Committee  on  Indian  Affairs. 
These  are  just  a few  of  the  councils,  commissions, 
committees,  and  boards  vitally  concerned  with 
local.  State,  and  national  health  affairs.  When 
we  glance  back  to  their  origins  in  the  history  of 
State  government,  one  finds  that  they  were  es- 
tablished to  meet  new  health  problems  of  the 
State  that  often  cut  across  every  field  of  human 
welfare. 

There  are  few  fields  of  medicine  that  are  not 
encompassed  in  one  or  another  of  the  sendees, 
research,  or  training  programs  under  the 
State  Department  of  Health.  This  has  come 
about  not  because  of  any  individual  or  special 
interest  within  the  Department  but  because  of 
the  demands  of  voluntary  organizations  or  pri- 
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Regulation  and  Licensing 
of  Physicians  in  New  York 

STILES  D.  EZELL,  M.D.,  ALBANY,  NEW  YORK* 


A lthough  the  first  legal  license  issued  by  the 
State  of  New  York  for  the  practice  of  medi- 
cine was  not  until  1891,  there  were  formal  regu- 
lations and  legal  requirements  for  the  practice  of 
physic  and  surgery  as  early  as  1760.  The  de- 
velopment of  licensure  may  be  outlined  in  three 
successive  eras. 

1760  to  1806 

The  earliest  colonial  legislation  affecting  physi- 
cians was  Chapter  1120  of  the  Colonial  Law  of 
1760.  It  appears  certain  “ignorant  and  un- 
skilled” persons  were  attempting  to  practice  in 
New  York  City.  This  Act  stipulated  that  after 
June  10,  1760,  no  person  shall  practice  who  has 
not  been  examined  and  approved  by  one  of  His 
Majesty’s  Council,  or  the  judges  of  the  Supreme 
Court,  or  the  King’s  Attorney  General,  or  the 
Mayor  of  New  York  City  (for  the  time  being),  or 
by  any  three  or  more  of  these.  If  approved  by 
any  of  these  persons,  a certificate  authorizing  the 
physician  to  practice  was  issued.  This  Act  was 
not  to  affect  established  practitioners.  This,  in- 
deed, represents  the  first  licensure  of  physicians 
in  New  York  State. 

This  Act  was  not  amended  until  March  27, 
1792,  when  certain  educational  requirements 
were  added.  A precepteeship  of  two  years  of 
“attending  the  practice  of  a reputable  physician 
if  a graduate  of  a medical  college  and  three  years 
if  not  a graduate,  and  providing  the  candidate  is 
examined  by  the  Governor,  or  the  Attorney  Gen- 


*  Secretary,  New  York  State  Board  of  Medical 
Examiners. 


eral,  the  Mayor  of  New  York,  or  any  two  of  them, 
and  provided  further  that  they  call  in  three  repu- 
table practitioners  to  assist  them  with  the  evalua- 
tion and  examination.”  The  three  physicians 
were  required  not  to  have  had  any  previous  teach- 
ing contact  with  the  candidate.  In  a sense  this 
Act  established  for  the  first  time  a Board  of  Ex- 
aminers of  three  reputable  physicians.  After 
this  procedure  a certificate  permitting  practice 
was  issued,  and  the  candidate  was  approved. 

There  was  also  provision  for  the  first  time  for 
any  person  to  render  emergency  medical  care, 
for  consultants  to  come  from  another  country  or 
state,  and  for  liability  in  malpractice.  No  dis- 
ciplinary procedures  were  set  up. 

Chapter  45  of  the  Laws  of  1797  amended  the 
above  Act  to  Regulate  the  Practice  of  Physic  and 
Surgery  on  a State-wide  basis.  This  Act,  under 
the  Public  Health  Laws,  was  to  the  effect  that  no 
person  then  practicing  in  the  State  should  con- 
tinue until  he  submitted  satisfactory  evidence  to 
the  Chancellor,  or  to  one  of  the  Judges  of  the 
Supreme  Court,  or  to  a Master  in  Chancery,  or  to 
a Judge  of  Common  Pleas  that  he  had  practiced 
for  two  years  under  a physician  and  obtained 
a certificate  entitling  him  to  practice. 

Also  included  was  penalty  for  unlicensed  per- 
sons practicing  medicine,  and  a penalty  of  $100 
for  anyone  who  made  a counterfeit  copy  of  a 
certificate.  Physicians  with  degrees  of  Doctor  or 
Bachelor  of  Medicine  were  recognized  and  ac- 
cepted. Apparently  they  qualified  for  a certifi- 
cate without  meeting  the  requirements  of  the  Act. 

On  April  4,  1801,  this  Act  was  amended  to  the 
effect  that  physicians  moving  into  the  State 
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could  not  practice  for  three  months  unless  under 
the  immediate  supervision  of  a licensed  physician 
and  until  he  received  a certificate.  Certificates 
obtained  outside  the  State  had  to  be  approved 
by  the  courts.  This  was  in  effect  the  early  origin 
of  interstate  endorsement  in  New  York. 

Some  difficulties  must  have  arisen,  for  the 
Act  of  1797  was  again  amended  by  Chapter  48  of 
the  Laws  of  1803.  This  amendment  provided 
that  all  persons  who  had  been  in  practice  before 
1797  and  all  who  studied  for  the  required  time  as 
required  in  1797  should  have  full  power  to  prac- 
tice as  if  they  had  filed  for  a certificate  before 
October  1,  1797.  Obviously  some  physicians  did 
not  hear  of  the  law,  or  there  was  necessity  to 
“cover”  some  good  men. 

In  the  1760-1806  period  there  were  a number 
of  significant  developments,  including  the  ideas 
of  licensure,  endorsement,  educational  qualifica- 
tions, and  discipline.  Some  of  the  language  of 
these  ideas  has  come  down  through  the  years. 
What  was  not  well  developed  early  was  the  area 
where  responsibility  was  finally  to  rest.  The 
laws  themselves  do  not  reflect  origin  of  thought 
for  many  of  the  early  acts,  but  no  doubt  the 
minutes  of  the  State  Society  reflect  on  this. 
Some  further  discussion  of  this  will  be  found  un- 
der the  role  of  the  Regents  in  licensure. 

1806  to  1890 

Nine  years  after  the  Act  of  1797,  a radical 
change  in  concept  was  crystallized.  What  the 
reaction  to  the  Acts  of  1792  and  1797  was  among 
physicians  themselves  is  again  perhaps  more 
clearly  reflected  in  the  Society’s  minutes.  It  is 
not  likely  that  the  arrangement  of  having  judges 
and  attorneys  pass  on  medical  qualifications  was 
entirely  satisfactory  to  the  medical  men,  even  if 
physicians  assisted  or  had  a major  role  in  assist- 
ing the  lawyers  to  arrive  at  a conclusion  of  fitness 
to  practice.  From  all  the  historical  data  available 
it  is  apparent  this  was  a stormy  era  and  one  in 
which  the  standards  of  medical  education  were 
often  flagrantly  disregarded. 

The  Legislature  of  1806  passed  a bill  which  be- 
came Chapter  138  of  the  laws  of  that  year.  This 
act  permitted  physicians  to  organize  medical 
societies  for  the  purpose  of  regulating  the  practice 
of  medicine  in  the  State.  The  State  Society  was 
to  have  one  delegate  from  each  county  society. 
One  of  the  interesting  requirements  of  the  Act 
was  that  the  secretaries  of  State  and  county 
societies  were  to  file  with  the  Secretary  of  State 


and  county  clerks  a transcript  of  their  first  meet- 
ings. For  this  trouble  they  were  allowed  a fee 
of  12l/2  cents. 

The  county  societies  were  empowered  to  ex- 
amine students  and  to  grant  “diplomas.”  The 
State  Society  also  had  this  privilege,  and  candi- 
dates rejected  by  the  county  societies  might  ap- 
peal to  the  State  Society.  The  State  Society 
might  award  a diploma.  The  Act  does  not  spe- 
cifically require  a county  to  accept  a candidate, 
formerly  refused,  if  he  obtained  a State  diploma, 
and  this  apparently  was  never  brought  to  a point 
of  law. 

Secretaries  of  county  societies  were  required 
to  keep  records  and  hand  them  down  in  succes- 
sion. The  law  also  permitted  the  collection  of 
$3.00  from  each  member  for  library  and  labora- 
tory purposes.  The  law  hints  there  was  some 
botanical  research  going  on  at  the  time.  The 
law  amended  in  1812  also  provided  that  the 
State  Society  diploma  fee  would  be  $10.00  and 
the  county  diploma  fee  $5.00.  This  Act  set  up  a 
fine  of  $25  for  each  offense  of  illegal  practice. 

Trading,  bartering,  and  dispensing  of  herbs  and 
barks  were  specifically  excluded  from  the  practice 
of  medicine.  Unquestionably,  this  exemption 
opened  the  era  of  patent  medicines  from  which 
fabulous  fortunes  were  to  be  made  in  later  years. 

There  were  some  other  interesting  features  of 
this  law  which  permitted  societies  to  hold  real 
estate.  The  State  Society  might  invest  $5,000 
and  a county  $1,000  in  real  estate.  The  State 
Society  was  permitted  to  elect  permanent  mem- 
bers who  had  attained  eminence. 

Once  established  and  amended  slightly  at  var- 
ious times,  the  Law  of  1806  remained  in  force  for 
eighty-four  years.  How  well  it  was  adminis- 
tered, how  efficient  it  was,  what  effect  it  had  on 
the  profession,  and  how  effective  it  was  in  keeping 
unqualified  persons  from  practicing  medicine 
is  a matter  of  the  history  of  the  organized  pro- 
fession. One  can  only  speculate  that  in  an  era 
which  had  as  one  of  its  chief  characteristics  the 
quality  of  rugged  individualism,  there  was  a 
tendency  for  the  county  societies  and  the  State 
Society  to  hold  dear  the  power  of  certification  for 
practice.  Sometime  and  somewhere  in  this  pe- 
riod there  were  to  be  forces  gathering  power  and 
dividing  influence,  to  the  extent  that  central 
State  control  was  inevitable.  One  can  surmise, 
however,  that  these  eighty-four  years  represented 
a period  when  the  physician,  once  qualified  to 
practice,  had  little  contact  with  large  groups  of 
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physicians  and  had  little  opportunity  to  do  hos- 
pital work.  The  absence  of  any  appreciable  dis- 
ciplinary measures  in  the  law  left  the  judgment  of 
competence,  behavior,  and  professional  conduct 
up  to  the  individual  or  perhaps  in  extreme  cases 
to  the  board  of  censors  of  his  society. 

It  may  well  be  assumed,  however,  that  there 
were  some  influences  at  work,  particularly  toward 
the  end  of  this  era,  when  considerations  of  im- 
proving the  profession  came  into  force. 

The  American  physicians  who  went  abroad  for 
travel  and  study  unquestionably  got  a lesson  in  a 
somewhat  more  rigid  attitude  about  qualification 
for  practice.  Faced,  on  their  return,  with  the 
multiple  attitudes  involved  in  county  certifica- 
tion and  the  inability  to  prevent  the  overnight 
appearance  of  medical  schools  of  unknown  qual- 
ity, some  of  these  physicians  sought  a way  out  of 
the  dilemma.  Thus,  the  question  of  a more  uni- 
form and  better  (?)  system  of  licensure  was  con- 
sidered in  this  period. 

Role  of  Regents 

At  the  very  end  of  this  period,  in  1889,  a law 
was  passed  relating  to  the  University  of  the  State 
of  New  York,  headed  by  the  Board  of  Regents. 
Chapter  529  of  the  Law  of  1889  permitted  the 
Regents  to  confer  the  degree  of  Doctor  of  Medi- 
cine, and  the  Act  further  provided  that  the  Re- 
gents establish  a Board  of  Medical  Examiners  in 
Anatomy,  Physiology,  Pathology,  Practical 
Chemistry,  Surgery,  Obstetrics  and  Gynecology, 
and  any  system  of  medicine  represented  by  an 
incorporated  State  Society.  The  Regents’  de- 
gree could  be  granted  on  approval  of  any  five 
members  of  the  Board  of  Examiners. 

Prior  to  this  date,  however,  the  Regents  had 
been  actively  associated  with  the  problems  of 
medical  education  and  practice  in  the  State. 
Chapter  764  of  the  Laws  of  1872  had  enabled  the 
Regents  to  issue  an  “advanced”  degree  of  Doctor 
of  Medicine,  and  the  minutes  of  the  period  which 
followed  up  to  1888  show  numerous  instances  of 
recommendations  for  the  Regents’  degree.  There 
was  concern  over  this  degree  for  a long  time,  and 
in  1872  three  Boards  of  Examiners  were  ap- 
pointed by  the  Regents  to  examine  candidates  for 
their  degree.  The  Act  of  1889  was  a modification 
of  the  1872  law.  As  early  as  1860  the  Regents 
had  conferred  honorary  medical  degrees  on  candi- 
dates recommended  by  the  State  Society.  Three 
physicians  were  so  honored  in  March.  1860 — 
Francis  D’Airgnon  of  Clinton  County,  Harrison 
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Teller  of  Kings,  and  Peter  Moulton  of  West- 
chester. 

Even  when  the  examining  boards  were  set  up 
in  1872  and  certainly  as  late  as  1884,  there  was 
apparently  some  doubt  in  the  minds  of  the  Re- 
gents about  the  propriety  of  giving  degrees  to 
physicians.  Some  men  took  examinations,  and 
some  didn’t.  On  one  or  two  occasions  a physi- 
cian appealed  to  the  Regents  when  more  than  one 
examiner  failed  to  pass  him.  The  Regents  up- 
held the  Boards. 

On  July  8,  1884,  the  issue  of  the  degree  ap- 
parently reached  a critical  point.  There  was  an 
expression  of  opinion  which  left  no  doubt  that 
the  Regents  were  irritated  with  the  three  Boards, 
with  frequent  resignations  and  appointments  to 
the  Boards,  with  unceasing  recommendations 
and  communications  from  the  Boards,  and  prob- 
ably with  criticisms  from  the  more  established 
medical  schools.  The  Regents  said,  “the  main- 
taining of  the  (medical)  Boards  is  inconvenient,” 
and  part  of  the  resolution  of  this  date  was  not  to 
appoint  any  more  Boards.  The  preamble  to  the 
resolution  was  that  “the  1872  law  had  failed  in 
purpose.” 

It  must  have  been  informally  decided  then 
and  there  that  a more  formal  and  uniform 
method  of  licensing  physicians  should  replace  the 
county  and  State  Society  system  and  further  that 
the  conferring  of  degrees  by  the  Regents  was  not 
a desirable  procedure.  At  the  January  13,  1887, 
meeting  of  the  Regents  a formal  report  was  made 
which  contained  recommendations  for  a Medical 
Practice  Act,  and  in  April  of  the  same  year  a new 
statement  of  policy  was  issued  which  declared 
that  the  Regents’  degree  of  Doctor  of  Medicine 
should  be  both  honorable  and  distinctive.  The 
number  of  M.D.  degrees  given  by  the  Regents  is 
not  known,  but  one  further  statement  in  this 
meeting  indicates  there  may  possibly  have  been 
too  many  given:  “The  profession  (of  medicine) 
does  not  require  large  numbers  but  elevated 
standards.” 

Perhaps  this  represents  the  crucial  point  at 
which  the  Regents  took  a fateful  stand.  One 
could  not  say  definitely  that  it  was  a death  blow 
to  weak  systems  of  medical  education,  but  as  an 
indication  of  the  resolve  to  encourage  the  eleva- 
tion of  standards,  it  may  have  been  the  beginning 
of  the  end  for  the  eclectic  system  of  medicine. 
It  was  also  a method  which  in  the  end  relieved 
the  Regents  of  the  harassing  privilege  and  right 
of  maintaining  its  own  three  Boards  of  Medical 
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Examiners.  When  under  the  new  law  of  1890 
the  Regents  appointed  the  three  new  Boards 
authorized  by  law,  they  voted,  with  relief  and 
waning  interest,  that  these  Boards  under  the 
Medical  Practice  Act  would  also  be  their  Boards 
of  Examiners.  This  was  their  final  salute  to 
Regents’  Boards  of  Examiners. 

While  it  is  relatively  certain  that  the  Regents 
had  had  great  hope  of  elevating  medical  standards 
in  operating  and  sponsoring  a Board  of  Exam- 
iners, the  end  result  was  bitterly  disappointing. 
They  had  not  elevated  standards  appreciably, 
and  they  had  no  discernible  effect  on  decreasing 
the  number  of  low  quality  medical  schools  or 
graduates.  That  they  did  resolve  to  take  the 
path  of  raising  standards  may  in  part  be  a re- 
flection of  the  thinking  of  some  of  the  medical 
educators  who  were  beginning  to  see  some  prog- 
ress in  overcoming  a longstanding  state  of  con- 
fusion. William  H.  Welch  had  met  William  S. 
Halstead,  and  Osier  was  revamping  the  system  of 
clinical  teaching.  It  was  too  early  in  1887  to 
sense  what  was  to  come,  but  it  was  more  than  a 
coincidence  that  the  Regents  cast  their  lot  with 
improving  standards. 

The  Regents  had  appointed  dozens  of  Exam- 
iners over  the  years  to  administer  examinations 
for  their  degree,  but  the  Boards  appointed  on 
June  11,  1890,  were  primarily  for  the  purpose  of 
examining  for  a State  license  to  practice  medi- 
cine. 

The  three  Boards  were  appointed  as  follows: 

State  Medical  Society  Board 
W.  W.  Potter,  Buffalo 
W.  S.  Ely,  Rochester 
M.  J.  Lewi,  Albany 
George  Fowler,  Brooklyn 
J.  P.  Crevoling,  Auburn 
Eugene  Beach,  Gloversville 

Homeopathic  Society 
W.  S.  Searle,  Brooklyn 
Horace  Paine,  Albany 
Asa  Couch,  Fredonia 
J.  M.  Wetmore,  New  York  City 
J.  W.  Sheldon,  Syracuse 
E.  E.  Snyder,  Binghamton 
A.  R.  Wright,  Buffalo 

Eclectic  Society 
W.  L.  Tuttle,  New  York  City 
J.  H.  Dye,  Buffalo 


E.  S.  Moore,  Bay  Shore 

Robert  Hamilton,  Saratoga 

J.  P.  Nolan,  New  York  City 

H.  J.  Linn,  Buffalo 

N.  B.  Smith,  Brooklyn 

1890  to  1957 

Following  closely  on  Chapter  529  of  the  Laws 
of  1889,  the  Legislature  enacted  Chapter  507 
of  the  Laws  of  1890.  This  was  the  origin  of  the 
present  Medical  Practice  Act.  This  law  followed 
the  pattern  of  Chapter  529  (1889)  in  that  three 
Boards  of  Examiners  were  created.  Each 
Board  was  to  have  seven  members  to  be  selected 
from  recommendations  of  the  three  separate 
State  medical  societies.  The  law  specified  the 
Boards  were  to  be  appointed  prior  to  August  1, 
1891.  Prospective  members  had  to  be  graduates 
of  an  accredited  medical  college,  possess  an  M.D. 
degree,  and  have  five  years  experience  in  practice. 

Candidates  seeking  admission  to  the  examina- 
tions had  to  be  twenty-one  years  of  age,  be  of 
good  moral  character,  and  be  a graduate  of  a 
medical  school  with  at  least  three  years  of  medical 
study.  It  was  stipulated  that  in  the  three  years 
of  study  no  two  courses  of  lectures  could  start  in 
the  same  year. 

There  was  a “grandfather”  clause.  After 
September  1,  1891,  any  person  not  authorized 
to  practice  might  apply  to  the  Board  for  a li- 
cense. The  fee  was  $25.  After  this  date  all 
unauthorized  persons  had  to  meet  requirements 
for  licensure. 

The  Act  enabled  the  Boards  to  consider  appli- 
cations for  endorsement  of  licenses  from  other 
states.  The  fee  was  $10. 

All  licensed  physicians  were  to  register  their 
licenses  with  count}'  clerks.  This  Act  had  no  for- 
mal disciplinary  provisions.  Although  there 
are  limits  in  some  of  the  earlier  legislation  and 
very  likely  a number  of  disciplinary  matters  were 
considered  by  the  various  boards  of  censors  in  the 
county  societies,  there  were  perhaps  a few  or  no 
complaints  lodged  at  the  State  level  at  the  time 
Chapter  507  was  enacted. 

The  passage  of  Chapter  528  of  the  Laws  of 
1892  suggests  there  was  a tendency  to  use  false 
diplomas.  This  Act  made  it  a fraud  to  issue  a 
false  diploma  or  title  (M.D.). 

That  there  was  considerable  evaluation  of  the 
new  licensing  law  in  the  first  two  years  is  obvious. 
It  was  essentially  only  an  outline  to  be  amended 
and  strengthened  year  by  year.  In  1893  Chap- 
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ter  661  expanded  the  law  considerably.  The  pro- 
vision to  approve  five  years  of  reputable  practice 
in  lieu  of  educational  requirements  was  included. 
This  remained  in  the  law  until  1956.  County 
registration  was  required. 

The  inclusion  of  this  substitution  for  educa- 
tional requirements  was  an  indication  that  se- 
rious objection  to  the  standards  set  up  in  1890 
arose.  At  the  same  time  it  was  an  indication 
that  the  concept  of  some  type  of  equivalency  in 
standards  was  to  be  tolerated  for  a long  time, 
even  though  it  may  not  have  been  often  used. 
There  is  an  interesting  chapter,  which  may  never 
be  accurately  written,  concerning  what  the  actual 
problems  were  in  this  field.  It  is  certain  from 
the  examination  records  that  New  York  State 
was  admitting  some  foreign  graduates  in  1891 
and  thereafter.  It  is  also  evident  that  the  multi- 
ple levels  of  education  in  American  schools  had 
a pressing  effect  on  this  legislation.  Just  how 
much  pressure  there  was,  who  applied  it,  and 
what  recommendations  the  Boards  made  may 
never  be  fully  reported.  In  retrospect,  one  can 
visualize  the  situation  with  three  major  groups 
fighting  to  survive  in  an  era  when  scientific  ev- 
aluation was  not  applicable  to  systems  of  medical 
education  and  thought.  Equivalency  was  a 
compromise  then  as  always.  The  Regents  ap- 
pear to  have  taken  the  stand  of  elevating  stand- 
ards gradually  and  assuming  a role  of  leadership 
in  medical  education  in  this  State.  The  Board  of 
Examiners  (State  Society  group)  certainly  em- 
phasized its  position  by  the  record  of  failures  in 
the  early  examinations  after  1895. 

Although  the  Medical  Practice  Act  was  part 
of  the  Health  Law  for  many  years,  it  is  clear  that 
the  intent  of  the  Legislature  was  that  the  Re- 
gents should  have  the  major  role  in  the  licensing 
of  physicians.  It  had  given  them  broad  power 
in  the  Act  of  1889,  and  later,  in  Section  211  of 
the  Education  Law,  it  strengthened  their  position 
in  respect  to  the  regulation  of  all  professions. 
Some  of  their  activities  up  to  1900  illustrate  the 
thinking  of  the  Regents. 

A Regent’s  Committee  on  Examinations  made 
a report  to  the  Regents  on  July  10,  1890.  One 
recommendation  voted  was  “that  the  three  Boards 
of  Medical  Examiners  be  appointed  as  printed 
with  such  changes  as  the  Chancellor  might  make 
after  consultation  with  the  Societies.”  A second 
suggestion  voted  was  “that  the  formation  of  lists 
of  medical  colleges  whose  diplomas  are  worthy  the 
endorsement  of  this  Board  (of  Regents)  etc.  be 


referred  to  the  Chancellor  with  power.” 

Thus  it  is  certain  that  at  this  date  three  sepa- 
rate Boards  had  been  nominated  by  the  State 
Society,  the  Homeopathic  Society,  and  the 
Eclectic  Society.  The  Chancellor  was  author- 
ized to  appoint  them  on  February  12,  1891. 
There  is  a note  in  the  December  9 and  10,  1891, 
meetings  that  the  Examiners  whose  terms  ex- 
pired on  September  1,  1891,  be  paid  85.00  for 
each  meeting  attended.  One  Board  member, 
W.  G.  Tucker,  was  voted  the  same  fee  for  73  con- 
ferences he  had  attended  in  supervising  the  en- 
dorsement of  medical  diplomas.  There  is  no 
record  of  how  many  were  endorsed. 

In  1894  the  medical  schools  recommended  that 
licensing  examinations  be  given  medical  students 
at  the  end  of  the  second  year.  Apparently 
nothing  was  done  about  this  until  1896  (March) 
when  the  Regents  voted  to  permit  this,  but  the 
Secretary  reminded  the  Regents  that  a recom- 
mendation from  the  Medical  Board  was  desir- 
able. The  resolution  was  tabled  temporarily. 

One  of  the  early  indications  of  the  potential 
effect  of  licensure  in  supporting  standards  in  edu- 
cation was  a recommendation  of  the  Regents  that 
the  Legislature  amend  the  medical  law  to  prevent 
students  with  lower  attainments  than  those  re- 
quired of  citizens  in  New  York  from  practicing  in 
the  State.  This  was  February,  1895.  This 
resolution,  together  with  the  growing  tendency  to 
elevate  standards,  caused  concern.  Dr.  Austin 
Flint  appeared  before  the  Regents  on  November 
21,  1895,  and  protested  that  higher  standards 
“were  closing  New  York  medical  schools”  and 
intimated  that  there  were  fewer  students  en- 
rolled. The  Regents  showed  there  had  been  a 
gain  of  752  students  between  1892  and  1895. 
Flint  also  left  the  impression  that  students  from 
other  states  and  countries  were  being  “driven 
away.”  The  Regents  showed  an  increase  of  337. 
He  criticized  the  Students’  Qualifying  examina- 
tions and  charged  that  the  equivalents  for  the 
certificate  were  too  high.  His  last  complaint  was 
that  New  York  students  were  going  to  Phila- 
delphia. Nobody  seemed  to  believe  him  on  any 
of  his  complaints.  Later  Flint  was  suspected  of 
sponsoring  a bill  in  the  Legislature  (February  6, 
1896)  to  require  four  years  of  medical  study  in- 
stead of  three  years. 

The  Regents  voted  in  June,  1896,  to  allow 
qualified  graduates  of  the  Syrian  Protestant  medi- 
cal school  at  Beirut  to  take  examinations  for  an 
M.D.  degree.  The  Regents  were  to  have  a 
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“responsible  deputy”  there,  and  the  examination 
papers  were  to  be  graded  by  the  State  Board  of 
Examiners.  In  the  same  year  the  Regents  re- 
fused to  reconsider  a suspension  of  the  medical 
license  of  one  Dr.  John  Gabbey.  This  may  have 
been  the  first  disciplinary  action  taken  by  the 
Regents. 

Beginning  of  Licensing  Examinations 

Formal  legal  licensing  of  physicians  in  New 
York  State  began  in  1891  when  the  first  written 
examinations  were  conducted  for  licensure. 
This  action  by  New  York  State  preceded  by 
twenty  years  the  report  of  Flexner  on  the  state 
of  medical  education  in  the  United  States.  Dr. 
Maurice  J.  Lewi,  of  Albany,  had  been  active  for  a 
number  of  years  in  the  legislative  activities  which 
led  up  to  licensure  laws.  His  report  of  early 
activities  has  been  published  in  January  15, 
1955,  issue  of  the  New  York  State  Journal  of 
Medicine.  Having  traveled  in  Europe  and 
having  had  a keen  sense  of  comparative  educa- 
tional values,  Dr.  Lewi  recognized  in  the  early 
1880’s  that  the  majority  of  medical  schools  were 
substandard.  His  account  of  the  historical  back- 
ground of  the  creation  of  three  separate  Boards  as 
of  January  1,  1892,  is  far  superior  to  anything  in 
existence,  and  the  credit  for  consolidating  and 
amalgamating  the  three  Boards  within  a few 
years  into  one  Board  of  Examiners  was  for  that 
time  a master  stroke. 

The  formal  records  and  minutes  of  the  Board  of 
Medical  Examiners  up  to  1911  were  destroyed  in 
the  Capitol  fire,  and  much  of  the  actual  history  of 
the  early  years  of  licensure  is  lost  forever.  How- 
ever, the  examination  records  are  complete.  The 
first  medical  licensing  examination  was  given  on 
November  10  to  13,  1891.  One  physician  took 
the  examination  in  Buffalo,  and  five  sat  in  New 
York  City.  All  were  graduates  of  foreign  medi- 
cal schools.  Eight  grades  of  100  were  given  by 
the  Board  in  this  examination ; the  lowest  general 
average  of  any  candidate  was  85.42  per  cent. 
Apparently  there  was  one  man  in  this  first  ex- 
amination who  was  not  rated  for  some  reason. 
A special  examination  was  set  up  for  him  on 
January  13,  1892,  at  which  time  he  passed. 

It  appears  the  Medical  Society  of  the  State  of 
New  York  got  approval  for  its  examining  board 
to  give  its  first  examination  before  the  Eclectic 
and  Homeopathic  Boards  began  to  function. 
Their  first  examinations  were  given  in  January, 
1892.  Each  Board  examined  only  one  man. 


Although  Dr.  Lewi  states  that  it  took  “several 
years”  to  amalgamate  the  three  Boards,  it  is 
evident  that  this  occurred  in  part  in  1892  for  the 
record  of  the  third  examination  of  March  15  to 
18,  1892,  shows  that  one  eclectic  candidate  was 
examined  by  the  State  Society  Board  as  of  that 
date.  The  names  of  the  schools  were  not  often 
recorded,  and  it  is  difficult  to  estimate  when  com- 
plete union  occurred.  It  was  after  1895,  since 
the  Homeopathic  Board  held  an  examination  in 
that  year. 

The  highest  grades  ever  given  in  the  New 
York  examinations  went  to  Dr.  Edward  L. 
Williamson,  who  obtained  an  average  of  99.7 
per  cent.  The  first  recorded  failure  was  that  of 
Raphael  Tito,  a graduate  of  Naples  (1859).  He 
had  an  average  of  63.88  per  cent.  The  Homeo- 
pathic Board  never  reported  a failing  grade. 
The  Eclectic  Board  only  failed  one.  There  is  no 
record  that  Tito  ever  appeared  again  for  examina- 
tion. 

The  examination  records  for  the  early  years 
indicate  that  rather  careful  screening  may  have 
been  exercised.  There  is  one  entry  where  it  was 
decided,  after  the  man  had  been  accepted  for 
examination,  that  he  was  “unfit,”  and  no  record 
of  grades  appears.  It  is  also  apparent  that  the 
Boards  in  the  first  few  years  took  a very  generous 
attitude  toward  candidates,  or  else  they  were 
extremely  well  educated  men.  Williamson,  men- 
tioned above,  had  six  grades  of  100  and  one  of  98. 
After  about  five  years  of  examining,  the  Boards 
apparently  began  to  grade  a bit  more  harshly, 
and  averages  dropped  from  the  middle  and  high 
nineties  to  the  eighties.  In  the  June  examina- 
tions of  1895  there  were  40  unsuccessful  candi- 
dates! Apparently  there  were  a few  bureau- 
cratic mistakes  in  those  days  too,  for  there  ap- 
pears one  note  “license  not  yet  issued.  Candi- 
date has  not  met  requirements,”  even  though  he 
passed  the  examination. 

The  first  medical  license,  Number  1,  was  issued 
to  Leopold  Steiglitz,  a graduate  of  Heidelberg  in 
1891.  This  license  was  exhibited  at  the  Regents 
Convocation  of  1954.  Dr.  Steiglitz  died  on  Oc- 
tober 7,  1956.  At  the  time  this  report  was  pre- 
pared, 77,985  licenses  had  been  issued  in  New 
York  State. 

Information  about  Licensure 

The  interpretation  and  application  of  laws  is 
not  a primary  concern  of  this  paper,  but  there  are 
numerous  entries  in  the  Medical  Handbooks 
which  are  of  great  interest.  While  there  was 
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authority  to  endorse  licenses  from  other  states 
as  early  as  1901,  there  is  a note  that  “endorse- 
ment of  licenses  from  other  State  Boards  applies 
to  this  country  only,  and  is  inoperative  at  present 
as  no  other  State  Board  meets  in  all  respects  the 
New  York  Statutory  requirements.”  Dates  of 
examinations  were  listed,  and  in  1905  the  schedule 
of  examinations  was  listed.  The  law  occupied 
22  pages  of  the  1905  handbook,  and  the  remaining 
pages  (50)  contain  information,  lists  of  schools, 
and  requirements  in  other  states.  There  must 
have  been  some  registration  “not  legal  because  of 
error”  in  those  days  since  there  is  a provision  for 
correction  of  the  same. 

Medical  schools  were  classified  in  those  days 
as  follows:  Fully  registered  (four  years),  Class  1 
(three  years),  Class  2 (two  full  years),  Class  3 
(one  full  year).  They  were  further  classified  as 
to  whether  graduates  were  eligible  for  the  licens- 
ing examinations  or  “accredited  for  admission  to 
registered  medical  schools.”  In  1908  informa- 
tion was  printed  about  the  requirements  for 
registering  a medical  school.  A school  needed 
“equipment  and  resources  of  $50,000  and  had  to 
insure  proper  educational  requirements  for  ad- 
mission of  students.”  No  work  done  in  unaccred- 
ited schools  was  to  be  recognized  by  a regis- 
tered school.  Graduates  in  dentistry,  veteri- 
nary medicine,  and  pharmacy  were  not  allowed  to 
graduate  ahead  of  regular  students  with  a high 
school  education.  In  1909  students  with  two  full 
years  of  study  in  a registered  school  were  allowed 
to  take  the  first  part  of  the  examinations.  There 
was  a great  deal  written  about  the  requirements 
for  the  Students  Qualifying  Certificates.  Sub- 
jects and  hours  required  were  listed  in  1909. 

Beside  the  listing  of  New  York  College  and 
Hospital  for  Women  in  the  1910  handbook  there 
appears  an  entry  in  red  ink,  “admits  women.” 
In  this  issue  also  appears  the  first  list  of  states 
recognized  for  endorsement,  including  Delaware, 
Indiana,  Michigan,  New  Jersey,  Ohio,  Utah, 
Vermont,  and  Wisconsin.  Four  years  after 
recognizing  New  Jersey,  the  Attorney  General 
ruled  that  New  Jersey  did  not  meet  New  York 
standards,  and  the  Regents  rescinded  their  ap- 
proval. Candidates  from  Indiana,  Utah,  and 
Wisconsin  had  to  show  one  year  of  practice  in 
order  to  receive  endorsement.  This  book  also 
records  the  action  of  the  Regents  on  April  1, 
1909,  approving  a year  of  medical  study  for 
credit  toward  a baccalaureate  degree,  provided 
the  entire  time  in  the  combined  program  was  not 


less  than  seven  years.  There  had  to  be  a total  of 
1,050  hours  of  medical  study  to  obtain  this 
credit. 

Rules  for  the  Board  of  Examiners  appear  for 
the  first  time.  The  75  per  cent  passing  grade  was 
established.  Candidates  receiving  more  than 
90  per  cent  in  all  subjects  received  an  “honor 
license.”  Candidates  taking  partial  examina- 
tions had  to  pass  all  subjects  to  get  credit  for  the 
part. 

In  1911  there  were  17  states  which  had  no 
preprofessional  requirements  for  the  study  of 
medicine,  and  in  most  of  the  other  states  the 
Boards  had  the  power  to  fix  preprofessional  re- 
quirements. In  1912  the  number  of  questions  in 
each  examination  was  decreased  from  15  to  12. 
All  papers  marked  70  to  75  were  automatically 
reviewed  by  the  Board.  The  Regents  had  recog- 
nized “eminence  and  authority”  as  a basis  for  en- 
dorsing a foreign  license.  Only  six  have  been  so 
considered  to  date. 

A medical  school  eligible  for  registration  in  1913 
had  to  show  evidence  of  a minimum  of  3,400  h urs 
of  instruction,  including  thirty  hours  in  medical 
economics.  Missouri  had  ten  medical  schools 
in  existence.  The  first  recognition  of  Asian 
medical  colleges  went  to  Nanking  and  the  Uni- 
versity of  the  Philippines  in  1915. 

The  Philadelphia  College  of  Osteopathy  was 
registered  in  1910.  Several  other  schools  in  other 
areas  were  credited  with  three  years  of  study. 
The  first  osteopath  examined  in  New  York  was  in 
June,  1908.  Some  osteopath  graduates  were 
licensed  in  1907  on  waiver. 

In  1918  any  paper  marked  60  or  above  in  the 
examination  could  be  reviewed  on  request  of  the 
candidate  within  thirty  days  of  the  report  of  the 
examination. 

After  1920  there  were  few  changes  in  the  rules, 
and  after  the  legal  requirements  of  one  and  two 
years  of  college  level  work  were  required  as  a 
preliminary  to  medical  study,  most  of  the  printed 
information  on  Qualifying  Certificates  was  de- 
leted. Many  references  appeared  in  the  old  rules 
about  the  Regents’  actions  on  endorsement  and 
registration.  The  modern  handbook  carries 
Section  211  of  the  Education  Law  as  well  as  the 
Commissioner’s  regulations. 

This  information  is  pertinent  to  the  history  of 
licensure  since  it  illustrates  both  the  problems 
confronting  the  Regents  and  the  administrative 
duties  of  the  Boards  of  Examiners.  In  1907  the 
union  of  the  three  original  Boards  had  been  com- 
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pleted,  and  for  the  first  time  there  was  one 
Board.  There  was  an  osteopath  on  this  Board, 
and  his  subject  assigned  for  examination  was 
physiology.  The  same  is  true  today.  The  ori- 
gin of  the  title  "Diagnosis”  for  the  medical  ex- 
amination was  a concession  made  to  the  osteo- 
paths since  at  that  time  they  did  not  study 
general  medicine.  Osteopaths,  however,  always 
took  the  regular  medical  examination,  even  when 
they  obtained  only  a limited  license. 

After  the  Flexner  report  the  number  of  accred- 
ited schools  decreased,  and  the  number  of  regis- 
tered schools  decreased  slightly.  In  1921  there 
were  78  registered  schools,  in  1931  only  76  regis- 
tered schools.  By  then,  however,  only  schools 
qualifying  for  a four-year  curriculum  were  con- 
sidered for  registration.  Two-year  schools  were 
registered  also. 

Subsequent  Amendments 

The  basic  pattern  of  the  Medical  Practice  Act 
was  Chapter  661  of  the  Laws  of  1893.  This  law 
has  been  amended  many  times,  and  in  1907  the 
Act  was  transferred,  in  the  consolidation  of  Laws, 
from  the  Public  Health  to  the  Education  Law. 
By  1898  the  requirement  of  four  years  of  medical 
study  was  achieved.  The  State  Education 
Department  had  been  created  in  1904,  and  as 
further  indication  of  the  role  of  the  Regents  in 
medical  education,  the  Medical  Act  was  placed 
under  their  supervision. 

It  is  not  possible  to  discuss  in  detail  all  the 
subsequent  amendments,  but  the  more  important 
ones  are  outlined  as  follows: 

Laws  of  1907. — Transferred  Medical  Practice 
Act  to  Education  Law.  Rather  complete  re- 
vision and  recognized  osteopathic  education, 
provided  for  licenses  without  examination  for 
those  who  applied  within  six  months  of  effective 
date  of  law.  It  was  also  decided  at  this  time 
that  satisfactory  study  of  osteopathy  would  in- 
volve three  years  prior  to  January  1,  1910,  and 
four  years  of  seven  months  each  after  January  1, 
1910.  Preprofessional  qualifications  were  the 
same  as  for  medicine.  Later  (1949),  the  law  was 
amended  to  extend  full  medical  and  surgical 
privileges  to  osteopaths  after  completing  addi- 
tional study  and  acquiring  a Certificate  of  Rights. 
This,  together  with  the  original  osteopath  license, 
could  be  exchanged  for  a regular  medical  license. 
There  are  still  a few  restricted  osteopathic  li- 
censes outstanding. 

Law  of  1912. — Chapter  199  provided  that 


chiropodists  were  to  be  examined  by  the  Board  of 
Medical  Examiners.  A separate  Board  of  Po- 
diatry was  later  established. 

Law  of  1927. — -Chapter  490  included  physio- 
therapy under  the  Medical  Practice  Act  and  de- 
fined the  practice  of  physiotherapy.  This  Act 
provided  for  licensure  without  examination  for 
certain  groups.  Examinations  were  established 
to  be  given  by  the  Board  of  Medical  Examiners. 

Law  of  1934. — Chapter  26  provided  that  per- 
sons convicted  of  a felony  causing  loss  of  licen- 
sure might,  after  a Presidential  or  Governor’s 
pardon,  apply  to  the  Regents  for  restoration  on 
submitting  satisfactory  evidence  of  rehabilita- 
tion. 

Law  of  1940. — Chapter  761  amended  the  law 
to  permit  medical  students  in  registered  schools  to 
act  as  clinical  clerks  and  excepted  them  from 
licensure  requirements. 

Law  of  1947. — Chapter  721  established  stand- 
ards for  interns  and  residents  serving  in  hospi- 
tals. This  act  included  foreign  medical  graduates 
who  came  from  schools  maintaining  a standard 
not  lower  than  that  required  in  this  State. 

Law  of  1953. — Chapter  802  established  stand- 
ards for  residency  training  by  requiring  eligi- 
bility for  admission  to  the  examination  except  in 
State  and  municipal  hospitals.  Temporary  cer- 
tificate required  to  serve  as  resident  except  in 
municipal  or  State  hospital  and  except  for  Ex- 
change Visitor  physicians  seeking  training  in 
New  York.  This  Act  also  prevented  unlicensed 
persons  serving  as  residents  or  interns  in  private 
proprietary  hospitals. 

Law  of  1956. — There  were  five  amendments. 
The  number  of  examinations  in  medicine  were 
reduced  to  two  each  year.  Graduates  of  regis- 
tered Canadian  schools  can  qualify  for  a tempo- 
rary certificate  for  residency  training  without  ob- 
taining first  citizenship  papers.  Residents  may 
serve  in  proprietary  hospitals  if  eligible  for  the 
examination  and  if  under  the  supervision  of  a 
full-time  licensed  physician.  The  substitution 
of  five  years  of  reputable  practice  in  lieu  of  educa- 
tional requirements  was  eliminated.  The  old 
provision  for  Students  Qualifying  Certificates 
was  also  removed  from  the  law. 

As  it  stands  today,  the  Medical  Practice  Act, 
as  part  of  the  Education  Law,  is  a composite  doc- 
ument, embodying  some  of  the  old  and  some  of 
the  new.  It  has  been  added  to  and  changed  as 
the  demands  of  the  times  indicated.  As  an  Act 
it  has  been  supplemented  and  complemented  by 
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the  Rules  of  the  Commissioner,  the  Regents,  and 
perhaps  most  of  all  by  Section  211  of  the  Educa- 
tion Law  which  gives  broad  power  to  the  Regents 
in  the  supervision  of  the  professions. 

In  1909  Chapter  21  of  what  was  then  Section 
51  of  the  Education  Law,  was  enacted  as  follows: 
“Conformable  to  law  the  regents  may  supervise 
the  entrance  requirements  to  and  the  licensing 
and  practice  of  the  professions  of  medicine,  den- 
tistry, veterinary  medicine,  pharmacy  and  optom- 
etry and  also  supervise  the  certification  of 
nurses  and  public  accountants.”  In  1917  this 
law  was  amended,  giving  the  Regents  power  to 
consider  education  “substantially  equivalent” 
to  that  required  by  law  for  admission  to  the  ex- 
aminations. It  further  gave  them  power  to  en- 
dorse licenses  from  other  states  if  the  applicant 
has  five  years  of  practice  and  if  he  meets  sub- 
stantially the  requirements  for  endorsement  in 
the  law. 

In  1935  there  was  a further  amendment  giving 
the  Regents  authority  to  hold  hearings  on  dis- 
ciplinary proceedings  arising  in  the  profession. 
The  1956  Legislature  gave  them  power  to  use  pro- 
bation in  lieu  of  revocation  or  suspension  of  a 
medical  or  other  professional  license. 

The  Foreign  Graduate  Problem 

As  the  tension  in  Europe  mounted  after  1932 
with  the  spread  of  the  Nazi  philosophy,  the 
trend  to  migration  increased.  Physicians  made 
up  the  largest  percentage  of  the  professional  per- 
sonnel who  decided  to  seek  a new  land.  There 
are  three  main  classifications  which  will  be  de- 
scribed briefly: 

1 .  The  pre-1939  graduates  were  those  who  got 
out  of  Germany  and  Austria  between  1932  and 
1939.  By  the  time  the  United  States  entered 
the  war  in  1941,  more  than  7,000  of  these  gradu- 
ates had  been  examined  in  New  York  State.  By 
the  end  of  1941  the  State  had  licensed  2,715  of 
these  after  examination.  The  years  1939-1941 
represent  the  largest  numbers  examined,  with 
1,093,  1,429,  and  1,207,  respectively. 

This  group  largely  represented  graduates  of 
schools  where  educational  standards,  in  terms  of 
the  thinking  of  the  time,  were  relatively  equal  to 
those  in  the  United  States.  It  does  not  appear 
that  there  were  many  problems  in  respect  to 
credentials  and  eligibility  for  the  examination. 
Many  of  this  group  had  been  on  medical  faculties 
and  in  prominent  professional  positions  in 
Europe. 


2.  The  group  who  entered  between  1942  and 

1950.  This  was  a mixed  group.  Some  had 
graduated  before  1939,  and  some  had  completed 
part  or  all  of  their  medical  study  in  this  period. 
Most  of  them  could  be  classified  as  refugees,  and 
many  had  little  or  no  evidence  of  study.  The 
origins  of  this  group  represented  a much  wider 
segment  of  Europe — Germans,  Poles,  Hungarians, 
Czechs,  Italians,  Balkans,  Estonians,  Latvians, 
Lithuanians,  and  many  from  the  eastern  Medi- 
terranean and  Near  East  areas.  There  were 
3,569  examined  in  this  group,  and  1,456  were 
licensed  as  a result. 

The  problems  in  this  group  were  legion.  Many 
had  no  credentials.  Standards  for  admission 
were  relaxed  considerably,  and  the  examination 
was  the  main  evaluation  of  their  ability.  The 
Regents  had  not  established  a definite  policy  or 
approved  any  foreign  schools.  There  were,  in 
addition  to  those  admitted  to  the  examinations, 
large  numbers  who  were  here  as  Exchange  Visi- 
tors to  get  additional  training.  It  was  recognized 
that  there  were  educational  problems  involved  in 
this  group,  since  it  was  known  that  medical 
schools  in  many  lands  were  seriously  damaged  by 
war,  and  the  quality  of  education  had  deterior- 
ated in  almost  every  country  where  there  was  war. 
The  number  actually  entering  during  the  war 
period  was  small,  and  many  examined  up  to  1946 
represented  repeaters  from  the  earlier  group. 

3.  The  period  following  1950  accounts  for 
about  2,000  additional  persons  examined  with  878 
of  these  passing  the  examination.  The  Regents 
had  looked  at  this  problem  critically  in  1950  and 

1951.  Inspection  of  some  foreign  schools  was 
made,  and  a list  of  schools  was  established. 
This  group  above  all  others  had  complicated 
educational  problems.  Many  had  escaped  from 
Russian-dominated  lands  without  bringing  any 
evidence  of  study.  Large  groups  had  studied 
during  the  war  when  there  were  accelerated  and 
abbreviated  programs,  “underground”  schools, 
temporary  schools  such  as  the  Polish  Medical 
School  in  Scotland,  and  the  tendency  for  occupa- 
tion forces  to  control  university  education. 

On  the  basis  of  the  power  of  the  Regents  to 
consider  equivalency  in  education,  plans  were  de- 
vised to  require  additional  training  depending  on 
a number  of  factors.  In  many  cases  the  Regents 
rejected  many  applicants  altogether.  Supple- 
mental education,  in  the  form  of  formal  study  de- 
vised to  review  adequately  the  basic  features  of 
medical  education,  was  established  in  1951,  and 
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in  1954  a twoj-ear  course  of  study  was  approved 
and  required. 

Postwar  medical  education  has  been  studied 
very  carefully,  and  by  the  end  of  1955  the  man- 
agement of  the  foreign  graduate  problem  had 
reached  its  most  effective  stage.  It  was  not  un- 
til after  1950  that  the  effect  of  World  War  I on 
medical  education  actually  became  apparent,  and 
as  the  effects  of  World  War  II  were  reviewed,  the, 
gap  between  the  American  and  European  sys- 
tems of  education  became  more  obvious. 

Considerations  in  this  period  were  on  an  indi- 
vidual basis  and  subject  to  some  outside  forces 
such  as  service  needs  in  hospitals  for  interns  and 
residents.  Fortunately  these  external  forces  were 
not  a major  consideration. 

The  most  significant  thing  to  come  out  of  the 
vast  experience  of  dealing  with  the  large  group  of 
graduates  was  the  idea  of  supplemental  education. 
It  is  not  as  yet  applicable  at  the  national  level, 
but  it  has  been  possible  to  demonstrate  its  intrin- 
sic worth  in  many  ways.  Some  graduates  have 
been  unable  to  complete  the  educational  require- 
ments because  of  poor  basic  education.  Those 
who  have  completed  it  acknowledge  it  as  the 
best  training  they  have  had.  It  is  the  only  way 
to  bridge  the  gap  in  education  which  exists  today. 
It  is  not  yet  a perfect  system,  but  the  ground- 
work has  been  laid  for  meeting  the  challenges  in- 
volved in  the  inevitable  results  of  the  attraction 
of  this  nation  for  medical  graduates  of  all  lands. 

The  responsibility  of  licensure  is  primarily  to 
the  public,  but  the  tireless  work  of  the  Board  of 
Medical  Examiners,  the  educational  considera- 
tions of  the  Regents,  and  the  continued  effort  to 
isolate  and  identify  the  problems  inherent  in  eval- 
uating foreign  education  have  resulted  in  a con- 
tribution to  medical  education  as  well. 

Operating  as  it  does  in  a complicated  area, 
licensure,  as  a national  body,  is  accepting  the 
challenge  ahead  and  has  laid  the  groundwork  for 
educational  screening  in  cooperation  with  other 
groups  interested  in  this  problem. 

Medical  Secretaries  of  the  Board  of  Ex- 
aminers 

Dr.  Maurice  J.  Lewi  was  the  first  secretary  of 
the  State  Medical  Society  Board  of  Examiners, 
and  after  the  union  of  the  original  three  Boards, 
he  became  secretary  of  the  combined  Boards. 
He  served  until  1912  when  he  resigned  to  become 
president  of  the  College  of  Podiatry.  He  had  a 
major  role  in  the  development  of  the  Medical 


Practice  Act  of  1890,  both  as  to  its  content  and  its 
passage  through  the  Legislature.  He  was  a strong 
advocate  of  high  standards  and  gave  support  to 
the  early  movements  to  improve  medical  educa- 
tion. In  another  section  of  this  paper  a report 
on  his  inspections  of  New  York  medical  schools 
is  given.  Now  in  his  ninety-ninth  year,  Dr. 
Lewi  still  maintains  an  active  interest  in  the  work 
of  the  Board  of  Medical  Examiners. 

Dr.  Otto  V.  Huffman  succeeded  Dr.  Lewi  as 
secretary.  He  served  for  about  two  years.  One 
of  the  Board  members,  W.  G.  Bissel,  served  as 
temporary  secretary. 

Dr.  William  J.  Denno  became  secretary  in  1916. 
He  only  served  one  year,  and  no  permanent  secre- 
tary was  appointed  until  1921  when  Dr.  William 
D.  Cutter  became  secretary.  He  served  about 
two  years. 

Dr.  Harold  Rypins  was  appointed  secretary  in 
1924  and  served  until  1939. 

Dr.  Robert  Hannon  succeeded  Dr.  Rypins  and 
served  until  1944.  Dr.  Jacob  L.  Loehner,  Jr., 
served  from  1945  to  November,  1951.  The 
present  secretary  was  appointed  in  February, 
1952. 

Inspection  of  Medical  Schools  in  1911-1912 

Among  Dr.  Lewi’s  last  duties  as  secretary  of 
the  Board  of  Examiners  were  inspections  and 
reports  on  some  of  the  medical  schools  of  the 
State.  Since  they  contain  a definite  indication 
of  his  interest  and  knowledge  of  medical  educa- 
tion and  because  they  reveal  his  insight  into  the 
future  of  medical  education,  summaries  of  his 
recommendations  are  included  in  this  report. 

Albany  Medical  College:  The  school  should 
establish  a library.  One  man  should  not  be 
professor  of  two  main  divisions — Obstetrics  and 
Gynecology  and  Pediatrics.  He  also  objected 
to  having  Physical  Diagnosis  and  Medical  Juris- 
prudence under  one  man.  He  recommended  a 
full-time  Professor  in  Anatomy  and  Pharma- 
cology. Buildings  were  inadequate.  Dissect- 
ing room  was  in  poor  condition  (the  school  was 
anticipating  a new  building).  The  museum  was 
not  cataloged.  He  criticized  the  program  of  in- 
struction as  “inadequacy  of  direction  as  to  teach- 
ing in  certain  departments.”  He  suggested 
“regulated  methods  of  teaching”  be  instituted. 
He  recommended  clinical  clerkships  for  medical 
students  “if  the  trustees  can  be  made  to  see  the 
light.”  The  school  had  no  physiology  labora- 
tory. Financially,  the  school  was  weak,  and 
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“there  is  a prime  essential  lacking  in  the  man- 
agement.” Of  his  own  school  Dr.  Lewi  con- 
cludes, “The  school  is  doing  good  work — it 
should  do  better— it  can  do  better — it  must  do 
better.”  Albany  “loses  by  comparison  with  the 
best  of  medical  institutions  in  the  state.” 

Long  Island  Medical  College:  There  were  too 
many  combined  departments  under  one  head. 
Too  much  time  in  the  fourth  year  (eighty-three 
hours)  was  given  to  lectures  in  obstetrics.  “The 
school  has  everything  pertaining  to  a library  ex- 
cept books.”  A full-time  Professor  in  Anatomy 
was  needed.  The  medical  school  apartment  of 
the  building  superintendent  should  be  used  for 
laboratory  space.  Present  program  of  study  was 
too  “elastic.”  The  school  needed  to  be  com- 
pletely reorganized.  Those  managing  the  school 
failed  to  subscribe  completely  to  the  new  order  of 
things.  The  “nucleus  exists  here  for  the  con- 
struction of  a medical  teaching  institution  second 
to  none.”  Clinical  clerkships  had  not  been  set 
up  here  at  the  time. 

University  of  Bvffalo:  This  school  had  a library 
of  8,000  volumes  as  well  as  a “well  kept”  museum 
of  specimens.  School  had  a full-time  Anatomy 
Professor.  There  were  five  full-time  professors. 
The  College  of  Medicine  should  not  be  part  of  the 
“University”  because  the  title  was  misleading  in 
the  absence  of  what  was  commonly  understood  by 
a “University.”  Under  “existing  conditions  the 
school  (medical)  is  made  to  appear  as  claiming 
that  for  which  it  does  not  stand.”  Generally,  the 
school  appeared  to  be  heading  in  the  right  direc- 
tion. 

New  York  Homeopathic  College  and  Flower 
Hospital:  This  school  was  inspected  in  March, 
1912.  It  stood  at  63rd  Street  and  the  “Boule- 
vard.” The  curriculum  outline  was  quite  ex- 
tensive and  there  were  4,912  hours  instruction 
in  the  four  years,  more  than  any  other  medical 
school.  Dr.  Lewi  observed  that  in  addition  to 
emphasis  on  “the  Homeopathic  creed  there  was 
other  instruction  calculated  to  make  the  gradu- 
ates conversant  with  the  theories  and  practices  of 
other  cults  in  medicine.”  The  system  of  teach- 
ing in  some  areas  was  “productive  of  a waste  of 
time  in  some  of  the  didactic  lectures.”  The 
library  books  were  outdated.  He  found  clinical 
facilities  adequate  at  the  Metropolitan  Hospital 
but  recommended  clinical  clerkships.  In  this 
report,  as  in  others,  Dr.  Lewi  emphasized  medical 
ethics. 

Syracuse  University  Medical  College:  The  col- 


lege had  a total  of  87  students  in  four  classes. 
The  school  had  1 1 full-time  instructors.  A long 
report  on  plans  for  a new  dispensary  was  in- 
cluded. Dr.  Lewi  considered  Syracuse  one  of  the 
best  of  the  “small  schools,”  and  he  commended 
the  school  for  using  its  resources  to  improve 
its  plant.  The  future  of  the  school  was  described 
as  “pregnant  with  possibilities.”  The  relations 
between  students  and  faculty  were  good.  “There 
is  no  shirking  of  duty”  by  the  faculty.  His  re- 
port concluded,  “it  was  a pleasure  to  inspect  this 
school  as  it  is  a pleasure  to  report  it  worthy.” 

Columbia  University  College  of  Physicians  and 
Surgeons:  Dr.  Lewi’s  report  showed  66  teaching 
positions  at  the  professional  level,  with  about 
125  additional  instructors.  For  the  first  time 
he  mentioned  “great  stress  being  laid  on  labora- 
tory training,  demonstrations,  and  bedside  in- 
struction.” Students  had  to  pass  examinations 
in  practical  work  before  being  promoted.  Fourth 
year  work  was  almost  entirely  clinical.  Hospi- 
tals “examined”  the  senior  students,  and  if  they 
passed,  they  had  no  work  at  the  medical  school 
except  on  Thursday.  The  school  had  a reference 
library  of  1,200  volumes  in  addition  to  the  Uni- 
versity library.  Columbia  was  using  Bellevue, 
Mount  Sinai,  Presbyterian,  German,  St.  Luke’s, 
and  New  York  Hospitals  for  teaching.  De- 
tailed outlines  of  all  courses  were  included  in  the 
report.  The  “paraphernalia  of  P & S is  far  be- 
yond the  minimum  requirements”  of  the  newly 
formed  Council  on  Medical  Education.  The 
hospitals  were  finding  clinical  clerks  advanta- 
geous, and  laboratories  were  being  organized  for 
them. 

This  was  one  school  where  the  secretary  felt 
there  was  a true  university  affiliation.  For  this 
reason  he  considered  Columbia  should  have  a den- 
tal school.  In  most  of  the  other  schools  Dr. 
Lewi  was  dissatisfied  because  diseases  of  the 
mouth  were  not  stressed. 

Dr.  Lewi  sensed  the  intent  of  Columbia  to 
make  of  its  medical  school  a true  teaching  center, 
and  he  recommended  “a  modernly  equipped  hos- 
pital co-adjacent  to  the  Administration  build- 
ing.” Further,  “by  an  arrangement  with  Presby- 
terian Hospital,  it  is  more  than  likely  that  this 
will  come  to  pass  ere  long  if  agreement  on  a site 
can  be  had.” 

This  school  awakened  Dr.  Lewi  to  the  possi- 
bilities of  specialization,  for  he  wrote,  “The  trend 
of  layman istic  thought  is  largely  in  favor  of 
placing  in  the  hands  of  scientific  medical  men 
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only,  all  of  the  specialties  of  medicine  and  of 
those  pertaining  to  medicine.”  His  experiences 
in  Vienna  and  Germany  awakened  also  the  hope 
that  Columbia  might  become  a research  center. 
He  mentioned  faulty  metabolism  as  a source  of 
disease  and  hoped  that  “it  might  be  possible  to 
elucidate  the  complex  situations  which  now  con- 
found the  investigator.” 

That  by  1912  he  had  a keen  interest  in  podiatry 
is  evident  in  this  report.  He  suggested  ortho- 
pedic surgeons  and  dermatologists  should  show 
interest  in  and  instruct  students  in  “those  fea- 
tures of  medical  work  ordinarily  relegated  to  the 
Chiropodists.”  Perhaps  too  he  foresaw  the  rise 
of  physical  medicine  when  he  suggested  that  sur- 
geons should  “give  the  students  a knowledge  of 
what  Osteopathy  advocates.”  Along  this  line 
Dr.  Lewi  advocated  that  students  should  be  al- 
lowed to  engage  in  research  with  “prolific  re- 
sults.” 

He  was  delighted  that  Columbia  was  to  have 
full-time  professors  in  medicine  and  surgery. 
He  had  little  to  criticize  at  Columbia,  saying 
“it  would  be  a work  of  supererogation  for  one  in- 
specting Columbia  to  make  criticism.”  He  did 
feel  the  school  might  suffer  because  some  of  the 
clinical  teachers  refused  any  salary  since  they 
would  probably  have  to  pay  the  newly  appointed 
men  who  replaced  “those  men,  grown  gray  in  the 
service  (of  Columbia).”  He  expressed  the 
opinion,  “the  public  and  the  profession  labor  un- 
der the  impression  that  this  particular  institution 
has  all  the  means  it  requires  for  its  purposes.” 
Later  he  predicted  “sooner  or  later  philanthro- 
pists will  wake  up  to  this  fact  (the  charitable  sup- 
port for  those  who  battle  disease),  and  then  only 
will  it  be  possible  to  adopt  measures  for  carrying 
on  warfare  against  disease  through  the  medium  of 
approved  methods  which  are  now  but  ideals.” 

Dr.  Lewi  graduated  in  medicine  at  Albany  in 
1877  and  at  the  time  of  these  reports  had  had 
thirty-five  years  in  medical  practice  and  medical 
educational  and  licensure  work.  These  reports 
clearly  differentiate  levels  of  medical  education 


and  at  the  same  time  are  a reflection  on  the 
twenty  years  he  had  spent  advising  the  Board  of 
Medical  Examiners  and  the  Regents  as  well  as 
leaders  in  the  Legislature.  He  approached  each 
school  in  a methodical  way,  reported  on  physical 
and  financial  resources,  outlined  the  courses  of 
study,  and  made  recommendations  accordingly. 
The  Columbia  record  is  dated  January  11,  1911, 
and  perhaps  was  one  of  the  first  he  wrote.  His 
reaction  to  Syracuse  indicates  he  sensed  serious 
effort  in  the  small  school,  although  he  knew  most 
of  the  schools  could  not  match  the  effort  of 
Columbia. 

Dr.  Lewi  was  a friend  of  the  Flexners,  and  he 
had  observed  the  early  work  of  the  Council  on 
Medical  Education.  He  saw  better  times  for 
medical  education  and  in  1912  turned  his  heart 
and  effort  to  a field  his  father,  a physician,  had 
long  considered  neglected — podiatry. 

No  reports  on  other  New  York  schools  are 
available. 

Conclusion 

If  we  look  backward  for  a moment,  the  period 
of  licensing  physicians  over  the  past  one  hundred 
and  fifty  years  has  been  divided  somewhat 
equally  between  organized  medicine  and  the 
State.  It  is  an  interesting  story  in  which  one 
may  look  on  advances  in  medical  education  as  the 
major  weapon  in  improving  the  relations  not 
only  among  doctors  themselves  but  among  socie- 
ties, medical  schools,  and  the  many  people  who 
have  administered  the  formal  duties  involved  in 
State  regulation.  The  Medical  Practice  Act 
cannot  be  a fixed  or  a static  document,  and  it  will 
change  as  do  the  times,  customs,  and  programs  of 
progress  which  he  in  the  future.  Licensure  as  a 
government  operation  has  had  an  influence  on 
the  quality  of  medical  practice  over  these  one 
hundred  and  fifty  years,  and  it  considers  its  posi- 
tion as  a membership  in  the  community  of  in- 
terests involved  in  keeping  the  standards  of 
medicine  at  a high  level. 
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History  of  the  New  York 
State  Department  of 
Mental  Hygiene 

JAMES  A.  BRUSSEL,  M.D.,  NEW  YORK  CITY* 


"Dsychiatry  was  nonexistent  in  New  York 
until  1792  when  a mentally  ill  patient  was 
hospitalized  for  the  first  time  in  the  newly  opened 
New  York  Hospital.  Insane  people  were  cared 
for  in  the  same  manner  that  custodial  supervision 
was  provided  for  the  poor  and  indigent.  Early 
in  the  nineteenth  century,  Thomas  Eddy,  a 
New  York  City  Quaker,  caused  reforms  in  the 
State’s  Penal  Code,  and  in  1805  he  helped  estab- 
lish a free  school  in  the  city,  the  first  step  toward 
the  State  public  school  system.  Meanwhile, 
he  had  heard  of  the  work  in  Europe  by  Pinel  and 
Tuke,  particularly  in  the  matter  of  caring  for  the 
mentally  ill.  Mr.  Eddy  outlined  a plan  for  es- 
tablishing a separate  hospital  for  mental  patients 
and  in  1821  had  the  gratification  of  presiding  at 
the  opening  of  Bloomingdale  Asylum,  the  first 
mental  hospital  in  the  State  to  be  operated  on 
therapeutic  principles.  It  received  State  aid  for 
many  years. 

In  1818,  spurred  on  by  public  sentiment,  the 
Governor  addressed  the  State  Legislature  and 
instructed  the  Secretary  of  State  to  survey  the 
problem  of  the  poor.  The  population  was 
1,372,812,  of  whom  there  were  approximately 
22,000  requiring  poor  relief,  and  of  these  446  were 


* Assistant  Commissioner,  New  York  State 
Department  of  Mental  Hygiene. 

Reprinted  from  the  New  York  State  Journal 
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recorded  as  insane  persons.  A report  to  the 
Governor  indicated  that  many  towns  and  villages 
had  no  almshouses,  and  the  poor  were  disposed  of 
by  farming  them  out  as  contract  laborers  or  by 
auctioning  them  off  to  persons  who  would  keep 
them  at  the  lowest  cost  to  the  town.  The  men- 
tally ill  also  appeared  on  the  auction  block.  By 
1824  it  was  recommended  that  the  counties  be 
made  centers  of  the  poor  relief  system  and  that 
indigent  mentally  ill  should  not  be  confined  in 
prisons  or  jails  or  kept  at  hard  labor  but  might 
be  maintained  in  county  almshouses  or  sent  to 
Bloomingdale  Asylum,  the  expenses  being  charge- 
able to  the  county. 

By  1835  only  four  of  the  56  counties  then  in  ex- 
istence had  failed  to  establish  their  own  alms- 
houses. It  is  a matter  of  history  that  the  de- 
grading conditions  in  these  institutions  for  the 
poor,  including  lack  of  any  sort  of  medical  at- 
tention, poor  and  insufficient  food,  cruelty,  etc., 
led  to  public  indignation  which  culminated  in  a 
voluntary  petition  signed  by  28  physicians,  which 
was  presented  to  the  Legislature  of  1836.  Ul- 
timately, this  led  to  the  establishment  of  the 
Utica  Asylum,  which  was  opened  in  1843  and  to 
which,  by  law,  counties  were  required  to  send 
their  acute  cases.  A decade  later  the  New  York 
State  Custodial  Asylum  for  Idiots  was  opened  at 
Syracuse. 

Meanwhile,  Miss  Dorothea  Lynde  Dix  in  1844 
had  begun  her  liistorical  survey  of  poorhouses, 
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asylums,  and  institutions,  and  she  ultimately  re- 
ported her  findings  to  the  State  Legislature. 
The  obvious  answer  was  more  State  institutions 
for  the  mentally  ill,  and  although  several  counties 
now  opened  their  own  asylums  for  the  insane, 
the  problem  was  anything  but  solved.  Finally, 
in  1856  Dr.  Sylvester  D.  Willard,  secretary  of  the 
New  York  State  Medical  Society,  at  the  request 
of  the  Legislature  undertook  to  survey  the  entire 
situation.  His  painstaking  and  detailed  work 
consumed  nine  years,  and  in  the  almshouses  he 
found  “great  want  of  provision  for  the  common 
necessities  of  physical  health.  . . The  inmates 
were  unwashed,  many  unclothed  and  slept  on 
straw  which  was  unchanged  for  days,  denied 
even  the  fresh  air  of  heaven,”  and  he  went  on  to 
describe  the  dank  and  dark  quarters  which  lacked 
facilities  for  ventilation.  As  a physician,  he 
claimed  that  the  mentally  ill  became  progressively 
worse  when  institutionalized.  He  concluded  his 
report  with  an  impassioned  plea  for  the  estab- 
lishment of  another  State  institution,  which  led 
to  the  construction  and  opening  in  1869  of  the 
Willard  State  Hospital  on  the  east  shore  of  Lake 
Seneca,  in  what  was  originally  the  first  building 
for  Cornell  University.  Counties  were  required 
by  law  to  send  the  chronic  insane  to  Willard  and 
the  acute  cases  to  Utica. 

It  now  became  apparent  that  supervision  of 
the  mentally  ill  should  be  a function  of  the  State 
rather  than  the  independent  county,  and  in 
1859  the  Medical  Society  of  the  State  of  New 
York  resolved  that,  “It  is  expedient  to  estab- 
lish ...  a Commission  of  Lunacy.”  By  1866, 
as  an  aftermath  of  the  Civil  War,  the  prob- 
lem of  poor  relief  was  intensified  by  the  increase 
of  minor  dependents  from  8,000  in  1861  to  more 
than  26,000  in  1866.  In  1867  the  Legislature, 
at  the  Governor’s  recommendation,  established 
the  Board  of  State  Examiners  of  Public  Charities, 
which  was  later  renamed  the  State  Board  of 
Charities.  This  body  was  charged  with  the 
duty  of  inspecting  all  public  charity  institutions 
regularly,  these  including  State  and  county 
almshouses  for  the  mentally  ill  and,  of  course, 
almshouses  where  the  insane  were  still  housed 
in  most  of  the  counties. 

Loopholes  in  the  law  enabled  counties  to  have 
their  own  institutions  for  the  mentally  ill  certi- 
fied as  suitable  so  that  they  did  not  need  to  send 
their  cases  to  Willard,  and  the  situation  was  wors- 
ened rather  than  improved.  In  1872  the  State 
Charities  Aid  Association  was  formed  as  a private 


organization  whose  members  visited  institutions, 
bringing  what  comfort  and  solace  they  could  to 
the  poor.  Inevitably,  these  visiting  committees 
noted  abuses  and  took  action  to  have  them  cor- 
rected. At  first  they  concentrated  on  the  condi- 
tion of  children  in  almshouses,  but  after  legisla- 
tion was  enacted  removing  children  from  such  in- 
stitutions, the  committees  turned  their  attention 
to  the  mentally  ill,  working  closely  with  the  State 
Board  of  Charities. 

Finally,  in  1873  the  position  of  State  Commis- 
sioner in  Lunacy  was  created.  This  officer  was 
authorized  to  examine  into  and  report  to  the 
Board  “conditions  of  the  insane  and  idiotic  in 
this  State,  and  the  management  and  conduct  of 
the  asylums  and  other  institutions  for  their  cus- 
tody.” Dr.  John  Ordonaux,  the  first  Commis- 
sioner, was  a Doctor  of  Laws  as  well  as  of  Medi- 
cine and  hence  was  more  than  able  to  lay  the 
foundation  for  the  State’s  jurisprudence  relating 
to  the  civil  and  criminal  status  of  the  insane. 
Within  a year  the  law  was  changed  at  his  request, 
altering  admission  procedures  for  mentally  ill  to 
asylums  so  that  no  patient  could  be  admitted 
without  the  certification  of  at  least  two  physi- 
cians as  to  his  condition  and  that  a patient  pre- 
sented for  admittance  should  be  represented  by 
an  appointed  guardian. 

Between  1870  and  1880  the  State  had  con- 
structed and  opened  the  Hudson  River,  Middle- 
town,  and  Buffalo  Asylums  for  acute  cases,  the 
Binghamton  Asylum  for  the  chronically  mentally 
ill,  and  the  Newark  Asylum  for  mental  defectives. 
Public  anger  was  mounting  at  the  conditions  ex- 
isting in  county  asylums  which  continued  to  be 
allowed  to  exist.  By  1890  these  institutions 
were  abolished,  and  the  State  finally  assumed 
full  responsibility  for  the  mentally  ill  and  defec- 
tive. There  was  now  created  a three-member 
State  Commission  in  Lunacy,  and  the  office  of 
Commissioner  in  Lunacy  was  abolished.  The 
Commission  was  made  responsible  for  the  inspec- 
tion of  institutions  for  the  mentally  ill,  enforce- 
ment of  remedial  measures,  and  the  preparation 
of  reports  on  the  care  of  the  mentally  ill  in  other 
states  and  countries.  This  led  to  steps  to  secure 
a better  type  of  attendant,  improved  care  and 
treatment,  better  diets,  a decrease  in  the  use  of 
mechanical  restraint,  and  the  extension  of  occu- 
pational activities.  More  far  reaching,  perhaps, 
was  the  abolition  of  the  distinction  between  acute 
and  chronic  patients,  the  further  segregation  of 
mental  defectives  and  epileptics,  additional  facili- 
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ties  for  the  mentally  ill,  revision  of  what  is  now 
the  Mental  Hygiene  Law,  and  the  encouragement 
of  scientific  investigation  in  the  infant  specialty 
of  psychiatry. 

Beginning  in  1883  personnel  were  appointed 
by  Civil  Service  regulation.  Now  there  were 
night  service  on  continued  treatment  wards, 
training  schools  for  attendants,  and  patients 
were  allowed  more  liberty,  which  meant  leaving 
many  doors  of  convalescent  wards  unlocked  and 
the  granting  of  ground  privileges.  The  first 
woman  physician  was  appointed  at  Middletown 
Asylum,  later  at  other  institutions,  and  finally 
the  law  was  amended  to  read  that  “there  must 
be  at  least  one  woman  physician  on  the  staff  of 
each  institution.” 

The  first  New  York  State  Commission  in  Lu- 
nacy, consisting  of  Drs.  Carlos  F.  McDonald, 
Goodwin  Brown,  and  Henry  A.  Reeves,  was  ap- 
pointed May  15,  1889,  and  this  body,  later 
known  as  the  State  Hospital  Commission,  con- 
tinued to  function  until  1929  when  the  first 
Commissioner  of  Mental  Hygiene,  Dr.  Frederick 
W.  Parsons,  was  appointed.  On  April  15,  1890, 
the  Governor  finally  signed  a bill,  passed  by  the 
Legislature,  which  removed  the  mentally  ill 
from  county  institutions  and  placed  them  in 
hospitals  maintained  by  the  State.  Likewise, 
asylums  were  thereafter  to  be  known  as  hospitals. 
Counties  that  were  excepted  were  New  York, 
Kings,  and  Monroe,  whose  facilities  were  re- 
garded as  adequate  and  have  continued  as  ob- 
servation wards,  which  are  integral  parts  of 
city  institutions.  By  New  York  taking  over 
larger  county  institutions  this  brought  hospitals 
to  the  State  which  ultimately  became  the  Man- 
hattan, Central  Islip,  and  Rochester  State 
Hospitals. 

The  first  drive  toward  centralization  of  super- 
vision occurred  early  in  the  1890’s  when  an  at- 
tempt was  made  to  set  up  a standard  dietary, 
exclusive  of  special  diets.  For  this  purpose 
Dr.  Austin  Flint,  professor  of  physiology,  Bellevue 
Hospital  Medical  College,  was  enlisted,  and  his 
initial  attempts  were  experimentally  tried  in  1893. 
Shortly  before  the  turn  of  the  century,  on  the 
recommendation  of  the  Commission,  the  Legis- 
lature approved  the  employment  of  medical  in- 
terns, and  voluntary  admissions  also  came  into 
being.  At  the  same  time  research  was  centering 
on  the  physiologic  aspects  of  psychiatry,  and 
this  was  the  subject  pursued  when  the  Pathologi- 
cal Institute,  later  named  the  Psychiatric  Insti- 


tute, was  founded  in  1895  for  the  benefit  of  all 
the  State  hospitals.  In  January,  1896,  the  first 
issue  of  The  State  Hospitals’  Bulletin,  forerunner 
of  The  Psychiatric  Quarterly,  was  published  for  the 
purpose  of  disseminating  information  on  mental 
illness  to  the  medical  profession. 

In  time  dentists,  ophthalmologists,  and  later 
other  specialties  were  added  to  the  hospital  staffs, 
and  the  teaching  of  medical  students  was  also 
organized  in  the  State  hospital  system.  Schools 
of  nursing  were  commenced,  and  shortly  after 
departments  of  recreation  and  occupational  ther- 
apy were  established  at  each  institution. 

By  1900  the  Commission  had  established  an 
excellent  system  of  statistics,  which  with  time 
has  served  as  the  model  in  psychiatry  for  the 
country,  if  not  the  world.  Also  a reimburse- 
ment system  was  established;  the  State  hospitals 
adopted  a uniform  system  of  accounting,  and 
central  purchasing  was  organized.  Shortly  after 
the  turn  of  the  century,  medical  and  patients’ 
libraries  had  been  started,  and  in  1901  institu- 
tions were  visited,  for  the  first  time,  by  a Gover- 
nor. This  was  Benjamin  B.  Odell.  In  1903 
the  total  number  of  patients  was  34,187  in  hos- 
pitals, with  a total  certified  capacity  of  21,500, 
and  it  was  estimated  that  by  1905  there  would 
be  an  additional  deficiency  of  more  than  2,000 
beds.  In  the  same  year  the  Legislature  made 
possible  emergency  commitment  procedures. 

In  the  first  decade  of  this  century  social  service 
was  established  at  the  Manhattan  State  Hospital 
and,  rapidly  proving  its  worth,  was  soon  found  at 
every  institution. 

In  1910  the  State  Department  of  Agriculture 
began  to  advise  the  State  Hospital  Commission 
on  farming  matters,  particularly  as  it  applied 
to  our  rural  institutions.  Similarly,  construc- 
tion, like  other  public  building,  was  supervised 
through  the  State  Department  of  Architecture, 
and  in  1911  the  Commission  added  an  Inspector 
of  Buildings  and  an  Inspector  of  Supplies  to  its 
staff.  About  the  same  time  legal  matters  were 
relegated  to  the  Attorney  General.  In  1912  the 
name  of  the  Commission  in  Lunacy  was  changed 
to  the  State  Hospital  Commission. 

It  soon  became  apparent  that  statistics  was 
an  important  yardstick,  and  in  1907  a commit- 
tee, headed  by  Dr.  Richard  II.  Hutchings,  called 
for  a new  classification  and  readjustment  of 
statistical  tables.  Based  on  the  original  work  of 
the  great  Kraepelin,  Dr.  Adolf  Meyer  prepared  a 
new  classification  system,  while  Horatio  M. 
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Pollock,  Ph.D.,  in  1912  took  over  the  task  of 
revising  mental  hygiene  statistics,  devising  a 
system  which  later  served  as  the  model  for 
similar  records  on  a national  basis. 

In  1915  an  exhibit  prepared  by  the  Bureau  of 
Statistics  in  cooperation  with  the  State  hospitals 
and  the  Psychiatric  Institute  won  a Grand  Prize, 
the  highest  award,  at  the  Panama-Pacific  Exhibi- 
tion in  San  Francisco.  It  consisted  of  statistical 
and  scientific  charts  on  the  causes  and  prevention 
of  mental  illness,  a relief  model  of  a State  hospital, 
photographs  and  lantern  slides  of  various  kinds 
of  therapy,  and  samples  of  products  made  by 
patients. 

In  1913  outpatient  clinics  were  started  in  each 
hospital  district,  which  called  for  close  coopera- 
tion between  psychiatrists  and  social  workers. 
Several  periods  of  economic  depressions  between 
1900  and  1917,  followed  by  waves  of  economy  in 
State  government,  explained  why  no  institutions 
had  been  built  since  1898.  Therefore,  in  1917 
the  Legislature  established  a State  Hospital 
Development  Commission  which  studied  the 
available  facilities  and  what  would  be  required 
in  the  field  of  mental  hygiene  for  the  next  ten 
years.  Before  the  Commission  could  report  to 
the  Legislature,  World  War  I had  commenced. 
However,  in  1919  when  the  Commission  finally 
reported,  it  was  obvious  that  priority  must  be 
given  to  the  relief  of  congestion.  Work  was 
started  on  the  construction  of  new  buildings  under 
an  appropriation  of  more  than  two  million  dollars 
by  the  1920  Legislature.  In  1923  the  State  was 
shocked  by  a disastrous  fire  at  one  of  the  hospitals. 
Governor  Alfred  E.  Smith  rushed  a message  to 
the  Legislature  proposing  a bond  issue  of  more 
than  50  million  dollars  to  provide  safer  and  more 
adequate  accommodations  for  patients  in  State 
institutions.  Meanwhile,  postwar  “reconstruc- 
tion” was  being  undertaken  in  other  divisions. 
Schools  of  nursing  increased  their  terms  from 
two  to  three  years,  training  courses  for  attend- 
ants were  re-established,  and  occupational  ther- 
apy was  expanded  until  a director  for  this  division 
was  appointed  in  1922. 

In  1925  Charles  Evans  Hughes  was  elected 
chairman  of  a reorganization  committee,  part  of 
whose  work  was  the  creation  of  the  Department 
of  Mental  Hygiene,  effective  January  1,  1927, 
which  replaced  the  State  Hospital  Commission 
and  saw  the  appointment  of  Dr.  Frederick  W. 
Parsons. 

In  1927  a major  reorganization  resulted  in  18 


major  departments  taking  over  the  functions  of 
some  180  former  commissions  and  bureaus. 
Thus,  schools  for  mental  defectives  and  Craig 
Colony  for  epileptics  were  joined  to  the  Depart- 
ment of  Mental  Hygiene.  In  the  order  named, 
“custody,  care,  treatment”  were  the  standards 
that  gauged  future  progress  in  the  twentieth 
century. 

In  time,  therefore,  recognition  of  the  fact  that 
many  mental  illnesses  spring  from  childhood  con- 
flicts stimulated  the  expansion  of  child  guidance 
by  the  addition  of  many  new  clinics  and  clinic 
teams  of  psychiatrists,  social  workers,  psycholo- 
gists, and  clerk-stenographers.  So,  too,  was  the 
outpatient  clinic  idea  formulated  in  1911,  cul- 
minating in  1953  with  the  creation  of  the  After- 
care Clinic  Program  in  New  York  City. 

The  Department  has  always  pioneered  in  re- 
search and  new  forms  of  therapy,  which  include 
the  treatment  of  general  paresis  by  the  use  of 
malaria  therapy  (1924),  insulin  shock  therapy 
(1928),  Metrazol  shock  therapy  (1937),  and  elec- 
tric shock  therapy  (1940).  Today,  every  insti- 
tution has  immediate  access  to  the  latest  modes 
of  psychosurgery,  while  biochemotherapy  came 
into  its  own  in  the  field  of  endocrinology  and 
its  association  with  mental  illness  (1945  at 
Creedmoor  State  Hospital).  During  the  past 
two  years  various  research  centers  have  been  set 
up,  particularly  at  Rockland  and  Manhattan 
State  Hospitals.  Meanwhile,  the  ever-increasing 
number  of  admissions  and  the  need  for  and  lack 
of  sufficient  psychiatrists  resulted  in  the  com- 
mencement of  group  therapy  at  most  of  the  in- 
stitutions, and  for  a number  of  years  the  Depart- 
ment has  been  conducting  its  own  resident-train- 
ing programs  at  the  Psychiatric  Institute  in  New 
York  and  the  Syracuse  Psychopathic  Hospital  in 
Syracuse.  New  York  State  was  a pioneer  in  the 
colony  system  and  also  in  formulating  an  inten- 
sive program  of  family  care. 

The  building  program  authorized  by  the  50 
million  dollar  bond  issue  of  1923  witnessed  the 
construction  of  many  new  institutions,  including 
the  Pilgrim  State  Hospital,  the  largest  institu- 
tion in  the  world,  so  that  by  1949,  with  the  open- 
ing of  the  Willowbrook  State  School,  the  New 
York  State  Department  of  Mental  Hygiene 
operated  27  institutions.  After  World  War  II 
another  intensive  building  program  witnessed 
the  additional  construction  of  almost  two  dozen 
buildings  at  13  institutions  to  provide  9,500 
additional  beds.  At  the  present  writing  a bond 
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issue  is  being  proposed  on  a long-range  scale  to 
erect  more  institutions  and  estimated  to  total 
about  300  million  dollars. 

In  1948  a Food  Service  Training  School  was 
opened  at  Hudson  River  State  Hospital,  and  dur- 
ing the  past  five  years  more  than  400  employes 
have  completed  specialized  training.  In  the 
laboratory  operated  in  conjunction  with  the 
school,  formulas  for  institutional  use  were  devel- 
oped and  tested,  and  a file  of  some  200  recipes 
was  compiled  and  made  available  to  the  institu- 
tions. 

The  Department  now  maintains  separate  di- 
visions covering  such  items  as  engineering,  law, 
personnel,  nursing  services,  nutrition  services, 
occupational  therapy,  psychology,  recreational 
therapy,  public  relations,  statistics,  psychiatric 
social  work,  business  administration,  inspection, 
after-care  clinics,  and  prevention.  The  Depart- 
ment of  Mental  Hygiene  is  also  closely  and  inti- 
mately concerned  with  the  Mental  Health  Com- 
mission, psychiatric  service  to  the  various  prisons 
and  reformatories  in  the  Department  of  Correc- 
tion, the  Retirement  Board  for  State  hospital 
officers  and  employes,  the  Board  of  Psychiatric 
Examiners,  and  there  are  standing  committees 
whose  functions  cover  the  above-mentioned  top- 
ics in  addition  to  many  more  concerned  with 
clinical  and  administrative  psychiatry. 

During  the  quarter  of  a century  since  the 
organization  of  the  Department  of  Mental  Hy- 
giene, there  have  been  four  commissioners:  Dr. 
Frederick  W.  Parsons,  until  October,  1937;  Dr. 
William  J.  Tiffany  until  April,  1943;  Dr.  Fred- 
erick MacCurdy  until  April  1950,  and  since  that 


time  the  present  Commissioner,  Dr.  Newton 
Bigelow.  There  are  approximately  120,000  pa- 
tients currently  on  the  books,  of  whom  there  are 
about  105,000  in  the  institutions,  900  in  colonies, 
2,000  in  family  care,  and  12,000  in  convalescent 
care.  The  Department  employs  more  than  one 
third  of  all  State  government  employes  and 
accounts  for  one  third  of  the  annual  State  oper- 
ating budget. 

Although  51  per  cent  of  all  patients  admitted 
last  year  were  discharged  before  the  expiration 
of  the  year,  the  patient  population  is  increasing 
at  the  rate  of  approximately  3,000  per  annum, 
or,  to  put  it  another  way,  the  increase  is  sufficient 
to  warrant  the  addition  of  one  institution  per 
year.  More  and  more  admissions  are  in  the  ad- 
vanced age  bracket,  and  to  paraphrase  the  great 
Leah}-,  “Medical  science  is  making  it  possible 
for  man  to  live  longer  to  suffer  more  complica- 
tions.” 

Clinical  investigation  and  research  by  the 
Department  of  Mental  Hygiene  is  leaving  no 
stone  unturned,  and  every  possible  channel  into 
the  cause  of  mental  illness  and  the  possible 
means  of  therapy  are  being  scrutinized.  The 
attitude  of  a century  ago,  i.e.,  custodial  care, 
has  given  way  to  the  more  enlightened  one  of 
prevention. 

While  there  may  be  deficiencies,  it  can  be  justi- 
fiably asserted  that  the  Department  of  Mental 
Hygiene  of  the  State  of  New  York  is  one  of  the 
most  forward-looking  and  progressive  psychiatric 
units  in  the  world. 

* Since  this  article  was  originally  published,  Dr.  Paul  Hoch 
has  replaced  Dr.  Bigelow  as  commissioner. 
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Development  of  Voluntary 
Nonprofit  Medical  Care 
Insurance  Plans 

GEORGE  P.  FARRELL,  NEW  YORK  CITY* 


r I ''he  Medical  Society  of  the  State  of  New  York 
"*■  during  the  past  fort}'  years  has  shown  keen 
interest  in  the  economics  of  medicine  and  had  the 
foresight  to  recognize  socioeconomic  changes  in 
medicine,  as  they  affected  the  doctor  and  the  pa- 
tient, as  early  as  the  annual  meeting  of  the  House 
of  Delegates  in  April,  1915. 

It  was  recommended  at  that  meeting  by  Dr. 
Grover  W.  Wende,  president  of  the  State  Society, 
that  a standing  committee  of  five  members  be 
created  to  be  known  as  the  “Committee  on  Med- 
ical Economics.’'  The  purpose  of  this  committee 
was  to  watch  for  the  appearance  of  any  move- 
ment affecting  the  economic  life  of  the  member- 
ship and  to  begin  at  once  an  investigation  when 
such  a movement  was  discovered  and  report  the 
findings  and  recommendations  of  the  committee 
at  least  annually  to  the  House  of  Delegates. 

At  the  December  15, 1915,  meeting  of  the  Coun- 
cil a committee  was  appointed  to  propose  amend- 
ments to  the  Bylaws  to  proride  a medical  eco- 
nomics committee.  These  amendments  were 
adopted  at  the  May,  1916,  meeting  of  the  House 
of  Delegates.  Dr.  James  F.  Rooney  was  the 
chairman  of  this  committee. 

We  find  that  prior  to  May,  1916,  a bill  was  in- 

*  Director,  Bureau  of  Medical  Care  Insurance, 
Medical  Society  of  the  State  of  New  York. 

Reprinted  from  the  New'  York  State  Journal 
of  Medicine,  May  1,  1955,  page  1354. 


troduced  in  the  Legislature  of  the  State  of  New7 
York,  by  Senator  Mills,  winch  would  enable  every 
employe  whose  income  wras  not  over  $100  a 
month  to  be  given  the  right  to  have  the  care  of 
physicians,  medicines,  etc.,  when  he  became  ill  or 
injured;  Dr.  James  F.  Rooney  opposed  the 
enactment  of  this  proposed  law  and  asked  for  a 
commission  to  investigate  the  whole  question  of 
health  insurance. 

The  first  Committee  on  Medical  Economics 
was  approved  at  the  May,  1916,  Council  meeting, 
and  Dr.  Samuel  J.  Kopetzky  was  appointed 
chairman. 

At  the  House  of  Delegates  meeting  in  April, 
1917,  Dr.  Samuel  J.  Kopetzky,  chairman  of  the 
Committee  on  Medical  Economics,  reported  that 
the  committee  had  tw7o  functions:  (1)  educa- 
tional, to  arouse  the  medical  profession  to  an  in- 
terest in  compulsory  health  insurance,  and  (2)  to 
make  an  independent  study  of  health  insurance 
from  the  medical  standpoint  and  to  be  prepared 
to  lay  dowm  the  fundamentals  of  the  medical  pro- 
visions in  such  a law,  should  its  passage  become 
imminent. 

We  find  in  May,  1919.  under  the  report  of  the 
president,  that  Dr.  Thomas  H.  Halsted  discussed 
the  Davenport-Donohue  bill  for  compulsory 
health  insurance  and  found  it  very  objectionable 
to  the  medical  profession.  The  House  of  Dele- 
gates that  same  year  was  instructed  to  introduce 
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a resolution  in  the  House  of  Delegates  of  the 
American  Medical  Association  opposing  the 
scheme  of  compulsory  health  insurance. 

Also,  in  the  House  of  Delegates  meeting  of 
May,  1921,  the  committee  reiterated  their  posi- 
tion by  stating  in  part  that  “the  Medical  Society 
of  the  State  of  New  York  is  emphatically  opposed 
to  ‘State  Medicine’  and  to  any  scheme  for  health 
centers,  group  medicine,  and  diagnostic  clinics, 
either  wholly  or  partly  controlled,  operated  or 
subsidized  by  the  state  or  national  government; 
and  that  the  Delegates  from  the  Medical  Society 
of  the  State  of  New  York  present  this  resolution 
to  the  House  of  Delegates  of  the  American  Med- 
ical Association  in  June.” 

At  the  May,  1925,  House  of  Delegates  meeting 
the  Committee  on  Medical  Economics  reported 
it  was  their  opinion  that  compulsory  health  in- 
surance was  a dead  issue  and  that  the  stand 
against  it  by  the  medical  profession  in  New  York 
State  undoubtedly  had  a more  far-reaching  in- 
fluence and  did  more  to  unify  the  profession  than 
any  other  one  thing  in  the  history  of  medicine. 
However,  the  Legislation  Committee  at  the  House 
of  Delegates  meeting  in  1926  reported  that  the 
health  insurance  bill  of  four  years  ago  was  rein- 
troduced and  got  no  further  than  the  Assembly, 
and  at  the  June,  1929,  meeting  it  was  resolved 
that  the  president  be  empowered  to  appoint  a 
special  committee  to  consider  the  problem  (cost 
of  medical  care)  and  report  to  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  for  the 
purpose  of  giving  that  information  to  the  public. 

It  is  interesting  to  note  that  the  May,  1932, 
House  of  Delegates  received  a report  that  the 
Committee  on  Medical  Economics  felt  there 
should  be  some  ready  means  or  method  for  the 
citizen,  who  desires  to  remain  in  the  self-respect- 
ing and  self-supporting  class,  to  provide  for  him- 
self and  his  family  if  the  emergency  overtakes 
him  when  he  has  no  ready  cash.  “We  conceive 
that  in  this  way,  in  a measure,  we  may  combat 
one  great  argument  for  socialized  sick  care.  The 
importance  of  it  justifies  further  consideration.” 
The  House  recommended  that  the  committee 
continue  its  study  regarding  available  types  of 
saving  and  community  service  plans  where  an 
individual  could  save  money  for  unexpected  ill- 
ness. Apparently  this  is  the  first  time  that  the 
idea  of  medical  care  insurance  appeared  in  the 
thinking  of  the  Medical  Society  of  the  State  of 
New  York. 

At  the  Council  meeting  of  April,  1933,  it  was 


resolved  that  the  House  of  Delegates  authorize 
the  appointment  of  a special  committee  of  five 
by  the  president  for  the  purpose  of  studying  and 
preparing  a plan  of  medical  service  for  the  people 
of  New  York  State.  This  was  referred  to  the 
executive  committee  and  tabled. 

At  the  May,  1933,  House  of  Delegates  meeting 
the  House  authorized  the  appointment  of  a spe- 
cial committee  of  five  to  study  and  prepare  a plan 
for  medical  service  for  the  people  of  the  State  of 
New  York.  This  was  referred  to  the  executive 
committee  of  the  Council,  and  the  president  of 
the  Society  appointed  the  committee  with  Dr. 
Arthur  W.  Booth  as  chairman. 

Again  at  the  May,  1935,  meeting  of  the  House 
of  Delegates  it  was  resolved  that  the  House  of 
Delegates  reaffirm  its  opposition  to  all  forms  of 
compulsory  sickness  insurance,  particularly  ex- 
pressing its  opposition  to  the  so-called  Epstein 
Bill  proposed  by  the  American  Association  for 
Social  Security,  as  introducing  a hazardous  prin- 
ciple of  multiple  taxation  with  inordinate  costs. 

At  the  May,  1937,  House  of  Delegates  meeting 
a report  of  the  Council  was  given  in  which  med- 
ical expense  insurance  was  defined  as  a form  of 
insurance  whereby  an  individual,  by  making 
payments  of  stated  premiums,  purchased  a defi- 
nite sum  of  money  in  cash  which  was  thus  made 
available  to  him  for  the  payment  of  individual 
physician’s  charges  for  professional  services. 
The  House  recommended  endorsement  of  the 
report. 

Dr.  Frederic  E.  Elliott,  chairman  of  the  Com- 
mittee on  Medical  Economics,  reported  at  the 
February,  1938,  Council  meeting  that  the  sug- 
gestions of  the  Society  had  been  adopted  in  the 
tentative  draft  of  the  original  section  of  Article 
IX-c  of  the  Insurance  Law  under  which  volun- 
tary nonprofit  medical-dental  indemnity  and 
hospital  service  corporations  could  operate.  The 
Council  instructed  its  Legislation  Committee  to 
support  legislation  for  an  amendment  to  the  In- 
surance Law  which  would  permit  nonprofit  cash 
indemnity  medical  insurance  plans.  The  amend- 
ment to  the  law  became  effective  June,  1939. 

At  the  Council  meeting  of  January,  1939,  a 
report  of  conferences  between  the  Associated 
Hospital  Service,  Inc.,  of  New  York  City  and 
State  and  metropolitan  county  medical  society 
representatives  was  given  regarding  the  feasibility 
of  medical  expense  insurance  being  written  by 
the  Hospital  Sendee  Corporation.  A special 
committee  was  appointed  consisting  of  repre- 
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sentatives  of  the  State  Society  and  the  Associated 
Hospital  Service  of  New  York,  Inc.,  to  study  this 
matter,  and  at  the  April,  1939,  House  of  Dele- 
gates meeting  the  report  of  the  Council  stated  in 
part  that  “nonprofit  agencies  for  hospital  care 
should  not  undertake  to  supply  medical  care  in- 
surance either  in  or  outside  of  the  hospital.” 

A Medical  Expense  Insurance  Subcommittee 
was  formed  under  the  Council  Committee  on 
Public  Relations  and  Economics  in  1939,  Dr. 
Herbert  H.  Bauckus,  chairman.  He  reported  at 
the  December,  1939,  meeting  of  the  Council  that 
the  first  three  plans  to  incorporate  under  Article 
IX-c  of  the  Insurance  Law  would  soon  approach 
the  State  Department  of  Insurance  for  permission 
to  operate.  These  companies  were  the  Western 
New  York  Medical  Plan,  Inc.,  Buffalo;  Medical 
and  Surgical  Care,  Inc.,  Utica;  and  Medical  Ex- 
pense Fund  of  New  York,  Inc.,  all  nonprofit  plans 
underwritten  by  their  own  participating  physi- 
cians. Approval  was  required  from  each  local 
county  medical  society  before  they  could  offer 
service  in  those  respective  counties. 

These  brief  sketches  over  a period  of  twenty- 
five  years  show  what  has  transpired  within  the 
State  Society  and  indicate  definitely  its  tremen- 
dous interest  in  opposing  any  compulsory  health 
insurance  scheme  and  that  it  is  now  on  the 
threshold  of  a new  era  in  offering  to  the  public  a 
program  which  will  enable  it  voluntarily  to  pro- 
vide for  medical  care  costs  through  voluntary  non- 
profit plans.  It  is  particularly  interesting  also  to 
note  that  during  this  period  of  twenty-five  years, 
no  commercial  insurance  company  was  interested 
to  volunteer  to  enter  into  this  field  of  medical 
care  insurance. 

At  the  end  of  1940  the  voluntary  plans  in  New 
York  State  had  a membership  of  4,100  and  paid 
to  the  doctors  for  their  services  $10,700.  Dur- 
ing the  next  five-year  period  two  new  plans  were 
organized:  Medical  Expense  Fund  of  New  York, 
Inc.,  and  Community  Medical  Care,  Inc.,  New 
York,  combined  to  form  LTnited  Medical  Service, 
Inc.,  as  of  July  1,  1944,  with  operating  offices  in 
New  York  City,  and  the  Central  New  York  Med- 
ical Plan,  Inc.,  Syracuse,  was  formed.  At  the 
end  of  that  period  membership  had  increased  to 
268,000,  and  payments  to  doctors  had  reached 
one  million  dollars. 

In  tins  five-year  period  the  pressure  for  social- 
ized medicine  from  both  government  and  the 
public  was  constantly  growing  stronger,  and  the 
only  rebuttal  that  the  medical  profession  had  to 


offer  was  a program  of  their  own  making — Blue 
Shield  medical  care  plans. 

In  its  report  to  the  1944  House  of  Delegates 
the  Planning  Committee  for  Medical  Policies 
stated  in  part  that  “in  its  opinion  the  time  had 
come  for  the  State  Society  to  stimulate  these 
plans,  facilitate  their  expansion,  and  exercise 
supervision  over  the  whole  program  and  recom- 
mended the  establishment  of  a Bureau  of  Med- 
ical Care  Insurance  by  the  State  Society  under  a 
full-time  director,  and  with  necessary  personnel.” 
The  Reference  Committee  on  Planning  Commit- 
tee for  Medical  Policies  concurred  in  the  recom- 
mendation to  establish  a Bureau  of  Medical  Care 
Insurance  as  outlined  in  the  report  to  the  House, 
and  this  was  adopted  by  the  House.  In  Feb- 
ruary, 1945,  the  Bureau  of  Medical  Care  Insur- 
ance was  established  by  the  State  Society,  and 
George  P.  Farrell  of  Buffalo  was  engaged  as  full- 
time director  of  the  Bureau. 

Pressure  for  socialized  medicine  increased 
steadily  during  the  next  five-year  period.  How 
ever,  at  the  end  of  1950  membership  in  the  New 
York  State  Blue  Shield  plans  had  increased  to 
over  2,700,000,  and  payments  to  doctors  exceeded 
13  million  dollars.  During  this  same  period  two 
additional  Blue  Shield  plans  were  organized: 
the  Genesee  Valley  Medical  Care,  Inc.,  Rochester, 
and  Northeastern  New  York  Medical  Services, 
Inc.,  Albany. 

The  1946  House  of  Delegates  adopted  a recom- 
mendation that  through  the  Bureau  of  Medical 
Care  Insurance  greater  integration  of  interest  be 
sought  among  the  New  York  State  Blue  Shield 
Plans  working  toward  uniformity  throughout 
the  State.  The  Subcommittee  on  Medical  Ex- 
pense Insurance  of  the  Council  Committee  on  Eco- 
nomics, Dr.  A.  H.  Aaron,  chairman,  recommended 
to  the  1947  House  of  Delegates  the  establishment 
of  Standards  for  Approval  by  the  Medical  Society 
of  the  State  of  New  York  of  New  York  State  medi- 
cal care  plans,  and  these  were  unanimously 
adopted.  The  original  standards  have  been 
amended  by  action  of  the  House  of  Delegates 
on  two  occasions.  The  purpose  of  the  standards 
was  to  protect  the  interests  of  the  public  and  the 
doctor. 

The  basic  principles  of  the  standards  are  as 
follows : approval  of  the  county  medical  societies 
in  whose  area  a plan  operates;  a majority  of 
the  governing  bod)'  of  a plan  shall  be  physicians 
who  are  acceptable  to  the  local  county  societies 
or  the  Medical  Society  of  the  State  of  New  York; 
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free  choice  of  physician  by  the  plan  member; 
payment  for  a doctor’s  services  shall  be  made  di- 
rect to  a participating  physician  on  filing  of  claim 
for  such  services;  and  to  obtain  approval  each 
plan  shall  submit  to  the  Bureau  of  Medical  Care 
Insurance  information  at  least  quarterly  on  a 
uniform  reporting  form  so  that  all  phases  of  the 
plan’s  activities  may  be  analyzed  and  quarterly 
reports  made  to  the  plans,  the  Council,  and  secre- 
taries of  component  county  medical  societies  re- 
garding progress;  approval  or  duration  of  ap- 
proval of  a plan  will  not  be  granted  where  ac- 
commodation in  a hospital  is  the  sole  and  only 
basis  for  remuneration  of  the  physician  regard- 
less of  the  patient’s  income. 

Two  voluntary  nonprofit  medical  care  plans 
which  have  applied  to  the  State  Society  for  ap- 
proval have  not  qualified  according  to  the  Stand- 
ards for  Approval. 

The  information  required  of  a plan  to  qualify 
for  approval  has  been  used  in  compiling  compre- 
hensive annual  progress  reports  on  the  activities 
of  each  plan  which  have  been  published  in  the  New 
York  State  Journal  of  Medicine.  The  an- 
nual and  quarterly  reports  have  become  invalu- 
able to  the  plans  and  the  medical  profession  for 
they  indicate  trends  in  utilization  which  affect 
the  costs  of  medical  care. 

At  the  October,  1948,  meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York, 
a report  of  the  Council  on  Medical  Service  of  the 
American  Medical  Association  opposing  the  for- 
mation of  a national  health  insurance  company 
under  the  auspices  or  direction  of  Blue  Cross- 
Blue  Shield  was  adopted.  The  Subcommittee 
on  Medical  Expense  Insurance  was  instructed  to 
notify  all  of  the  Blue  Shield  medical  care  insur- 
ance plans  in  New  York  State  to  that  effect. 

The  Council  Committee  on  Economics  re- 
ported the  recommendation  of  the  Subcommittee 
on  Medical  Expense  Insurance  to  the  Council  at 
its  March,  1949,  meeting  that  a State-wide  con- 
tract be  established  to  offer  surgical,  in-hospital 
medical  benefits,  including  fractures  and  mater- 
nity; that  surgical  care  be  rendered  in  the  hos- 
pital, home,  or  physician’s  office;  and  that  mater- 
nity care  be  confined  to  in-hospital  cases,  the  con- 
tract to  embrace  service  and  indemnity  features, 
the  point  of  distinction  being  income  limits  with 
tentative  income  ceilings  of  $2,500  for  an  individ- 
ual and  $4,500  for  the  family  of  two  or  more. 

The  Subcommittee  on  Medical  Expense  In- 
surance submitted  a report  to  the  Council  at  the 


February,  1950,  meeting  on  a meeting  held  with 
Blue  Shield  plan  presidents  for  the  purpose  of 
discussing  contract  provisions  and  schedule  of 
allowances  for  the  uniform  State-wide  contract. 
The  chairman  pointed  out  that  the  subcommittee 
had  no  power  and  that  matters  discussed  and 
acted  on  at  the  meeting  should  be  presented 
before  local  area  groups  for  study  and  action. 
On  December  13,  1950,  at  a joint  meeting  of  the 
Subcommittee  on  Medical  Expense  Insurance 
and  Blue  Shield  plan  presidents,  it  was  voted  to 
submit  an  amended  uniform  State-wide  contract 
to  each  countjr  medical  society  for  consideration 
and  report.  Twenty-seven  county  medical  so- 
cieties indicated  acceptance  in  principle  of  the 
uniform  State-wide  contract  on  a service  basis. 
At  the  November  13,  1952,  meeting  of  the  Sub- 
committee on  Medical  Expense  Insurance,  Dr. 
Carlton  E.  Wertz,  chairman,  advised  the  com- 
mittee that  because  of  the  inability  of  the  West- 
ern New  York  Medical  Plan,  Buffalo,  and  Med- 
ical and  Surgical  Care,  Utica,  to  enter  into  a serv- 
ice type  contract,  any  State-wide  contract 
would  necessarily  have  to  be  one  of  indemnity. 
Subsequently,  an  indemnity  contract  embodying 
most  of  the  provisions  of  the  proposed  service 
type  contract  and  schedule  of  allowances  was 
drafted  and  submitted  to  the  plans,  together  with 
an  optional  rider  to  provide  x-ray,  anesthesia, 
pathology,  and  physical  therapy. 

At  the  close  of  1952,  all  areas  in  New  York 
State  were  covered  by  a Blue  Shield  nonprofit 
voluntary  medical  care  insurance  plan.  The 
latest  plan  to  begin  operations  was  the  Chautau- 
qua Region  Medical  Service,  Inc.,  Jamestown, 
New  York. 

At  the  end  of  1954  membership  in  the  seven 
New  York  State  Blue  Shield  Plans  was  in  excess 
of  4,800,000,  and  payments  to  doctors  exceeded 
$34,750,000. 

During  the  past  eight  years  commercial  insur- 
ance companies  have  entered  the  field  of  offering 
group  surgical  and/or  medical  insurance  on  an 
indemnity  basis.  It  is  important  to  point 
out  why  they  cannot  fill  the  socioeconomic  needs 
of  the  people  in  the  same  respect  that  Blue  Shield 
can,  because  (1)  they  operate  for  profit,  (2)  they 
do  not  offer  to  small  groups  of  employes  or  indi- 
viduals the  same  benefits  as  Blue  Shield  under 
similar  conditions,  (3)  they  indemnify  the  sub- 
scriber and  not  the  doctor,  and  (41  they  cannot 
provide  service  benefits  to  the  insured  member. 

Under  consideration  by  the  Subcommittee  on 
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Medical  Expense  Insurance  at  the  present  time 
is  the  inclusion  of  catastrophic  coverage,  to  be 
added  as  a rider  to  existing  Blue  Shield  contracts, 
for  the  care  of  long  and  costly  illnesses.  Tins  is 
being  studied  by  the  Bureau  of  Medical  Care  In- 
surance. Lack  of  this  coverage  is  one  of  the  chief 
complaints  in  the  report  to  the  President  by  the 
President’s  Commission  on  the  Health  Needs  of 
the  Nation  recently  made;  also  the  inclusion  of 
anesthesiology,  pathology,  x-ray,  and  physical 
therapy  in  Blue  Shield  plans  which  do  not  pro- 
vide them. 

The  Bureau  of  Medical  Care  Insurance  has 
been  active  in  keeping  the  medical  profession  and 
Blue  Shield  Plans  apprised  of  the  activities  of 
Health  Sendee,  Inc.,  the  national  Blue  Cross  in- 
surance corporation,  and  Medical  Indemnity  of 
America,  Inc.,  the  national  Blue  Shield  insurance 
corporation.  The  purpose  of  these  two  corpora- 
tions is  to  offer  uniform  coverage  to  employers 
whose  employes  are  located  in  different  areas  of 
the  United  States.  Local  Blue  Shield  plans  have 
an  invested  interest  in  Medical  Indemnity  of 
America,  Inc. 

In  conclusion,  from  the  facts  it  becomes  evident 
that  the  Blue  Shield  Plans  in  New  York  State 
are  only  beginning  to  accomplish  their  objectives. 
It  is  reasonable  to  assume  that  within  the  next 
five  years  in  this  State  there  will  be  six  million 


members  and  that  payments  made  directly  to 
doctors  will  be  in  excess  of  50  million  dollars  an- 
nually. Because  payments  are  made  directly  to 
the  participating  physicians,  which  is  not  the 
case  in  commercial  companies,  there  is  eliminated 
any  possibility  of  the  physician  not  receiving  full 
compensation  for  Iris  services. 

During  the  past  seven  years  the  average  income 
of  workers  has  been  above  normal.  However,  in 
the  event  of  a recession  millions  of  the  doctor’s 
patients  who  have  Blue  Shield  will  continue  it, 
thereby  guaranteeing  to  the  doctor  compensation 
for  his  services.  This  is  particularly  significant  in 
Blue  Shield  plans  because  in  commercial  programs 
a subscriber  who  leaves  a group  through  which 
he  is  enrolled  can  no  longer  continue  his  protec- 
tion. 

This  brief  resume  regarding  the  economics  of 
medicine  in  the  Medical  Society  indicates  that 
from  1915  to  1940  a definite  program  was  for- 
mulated, and  the  fourteen-year  period  from  1940 
to  1954  shows  tremendous  accomplishment  in 
offering  voluntary  prepaid  medical  care  insur- 
ance to  the  public.  If  medicine  wishes  to  pro- 
tect its  economic  interests  and  the  distribution  of 
medical  service  and  to  offer  a program  which  will 
prevent  socialized  medicine,  it  cannot  afford  to 
relinquish  to  any  outside  interests  what  it  has 
fought  for  over  the  last  forty  years. 
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Columbia  University  College  of  Physicians  and 
Surgeons 

SAMUEL  WALDRON  LAMBERT,  JR.,  M.  D.,  NEW  YORK  CITY* * 


Tn  attempting  to  compress  the  almost  two 
hundred  years  of  the  history  of  the  Columbia 
University  medical  school,  the  College  of  Physi- 
cians and  Surgeons,  into  twenty  minutes,  I 
read  my  efforts  over  to  my  family  one  evening 
which  caused  a certain  amount  of  nodding  on 
three  separate  occasions.  I trust  that  this  pa- 
per will  have  a more  lasting  and  more  benefi- 
cial effect  on  you — that  you  will  drowse  off  now 
and  not  awaken  until  I shall  have  finished. 

One  cannot  delve  into  the  early  beginnings  of 
medical  education  in  New  York  without  running 
head-on  into  Dr.  John  Bard  and  his  more  illus- 
trious son,  Samuel.  While  the  latter  was  com- 
pleting his  three  years  of  study  at  London  and 
Edinburgh,  he  envisioned  the  foundation  of  a 
medical  school  to  be  connected  with  the  newly 
commenced  King’s  College.  A year  after  his 
return  to  the  Colonies — on  August  14,  1767,  to 
be  exact- — -he  and  five  other  outstanding  physicians 
of  New  York  proposed  to  the  Governors  of 

Presented  at  the  150th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New 
York  City,  Session  on  History  of  Medicine,  May  8, 
1956. 

* From  the  Department  of  Clinical  Medicine, 
College  of  Physicians  and  Surgeons  of  Columbia 
University. 


King’s  College  that  they  institute  “a  Medical 
Department  within  this  College  for  instructing 
pupils  in  the  most  useful  and  necessary  Branches 
of  Medicine.”  The  Governors  agreed,  and  on 
November  2 of  that  year  New  York’s  first  medical 
school  opened  with  the  following  professors: 
Samuel  Clossy,  Anatomy;  Peter  Middleton, 
Physiology  and  Pathology;  John  Jones,  Theory 
of  Surgery,  with  a course  of  Operations  on  the 
Human  Body;  James  Smith,  Chemistry;  John 
VanBrugh  Tennent,  Materia  Medica  and  Mid- 
wifery, and  Samuel  Bard,  Theory  and  Practice 
of  Physick. 

The  notice  of  Dr.  Clossy’s  course  in  anatomy, 
published  in  the  New  York  Mercury  of  that  date, 
quoted  the  following  fees: 

Attendance  for  each  course  to  the  students  in 
physic,  5 pounds  and  free  after  2 courses. 

For  seeing  Dissections  and  Preparations,  10 
pounds,  and  free  after  2 courses. 

To  Gentlemen  who  will  chuse  to  attend  for  the 
improvement  of  their  Minds,  3 pounds  4 shil- 
lings. 

During  the  seven  years  of  the  Revolution 
almost  the  entire  curriculum  of  the  college  was 
abandoned,  that  of  the  Medical  Department  com- 
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pletelv  so,  and  the  college  building  was  used  first 
as  a prison  and  later  as  a hospital,  while  the 
almost  completed  nearby  New  York  Hospital 
was  turned  into  a barracks. 

Recovery  from  the  war  was  slow,  money  scarce, 
and  the  teaching  of  medicine  desultory,  until  in 
1791  the  State  Legislature  declared  that  the 
Board  of  Regents,  if  necessary,  should  establish 
a College  of  Physicians  and  Surgeons.  This 
apparently  was  sufficient  stimulus  to  the  trustees 
of  the  newly  named  Columbia  College,  of  which 
Samuel  Bard  was  one,  to  reorganize  their  Medi- 
cal Department  completely,  with  Richard  Bayley 
as  Professor  of  Anatomy;  Samuel  Nicholas, 
Chemistry;  John  Rodgers,  Midwifery;  Richard 
Kissam,  Botany;  William  P.  Smith,  Materia 
Medica;  William  Hammersly,  Institutes  of 
Medicine;  Wright  Post,  Surgery,  and  Samuel 
Bard  as  dean,  which  position  he  held  even  after 
his  retirement  up  the  Hudson  to  Hyde  Park  until 
after  the  death  in  1804  of  his  great  friend  and 
fellow  trustee,  Alexander  Hamilton.  Dr.  Nicholas 
Romayne,  of  whom  more  anon,  who  had  been 
teaching  in  the  Medical  Department  and  who 
had  just  presented  Columbia  with  a large  collec- 
tion of  anatomic  specimens,  having  been  omitted 
from  the  faculty,  resigned  in  order  to  conclude  his 
courses  in  medical  instruction  in  peace. 

The  most  noteworthy  innovation  in  teaching 
at  this  time  was  Dr.  Bard’s  bedside  instruction  of 
students  in  the  wards  of  New  York  Hospital, 
something  that  many  of  us  have  felt  is  of  much 
more  recent  achievement.  The  requirements 
for  a medical  degree  at  this  time  were,  first,  the 
candidate  should  be  at  least  twenty-one  years 
of  age;  second,  he  should  have  studied  medicine 
for  three  years  at  Columbia  or  some  other  college, 
and  third,  he  was  expected  to  attend  at  least  one 
complete  course  of  all  the  medical  lectures  given 
at  Columbia  College.  On  the  whole  rather  broad- 
minded, it  seems  to  me. 

Apparently  the  affairs  of  Columbia  languished 
due  to  lack  of  funds  and  apathy  on  the  part  of 
the  trustees,  whose  major  interest  seemed  to  be 
whether  or  not  the  needed  president  of  the 
college  should  be  an  Episcopalian  clergyman  and 
hence  possibly  a Tory.  For  the  twenty  years 
between  1793  and  1813  only  35  medical  degrees 
were  awarded,  and  in  1807  the  total  enrollment 
in  the  entire  college  had  shrunk  to  128. 

It  was  not  surprising  then  that  in  this  same 
year  the  medical  profession  of  New  York  felt 
that  medical  education  should  be  under  its  own 


immediate  supervision.  Consequently  the  then 
two-year-old  county  medical  society  memori- 
alized the  State  Legislature,  setting  forth  its 
desire  “to  promote  the  progress  of  medical 
knowledge  and  to  give  encouragement  and  pro- 
tection to  the  pursuit  of  medical  science,” 
and  it  accordingly  petitioned  that  a College  of 
Physicians  and  Surgeons  “under  the  direction, 
inspection  and  patronage  of  the  Regents  of  the 
University  of  the  State  of  New  York”  be  incor- 
porated. The  charter  was  granted  on  March 
12,  1807.  The  first  president  and  also  lecturer 
in  anatomy  was  our  old  friend,  Dr.  Nicholas 
Romayne,  who,  we  hope,  at  last  had  found  that 
peace  for  which  he  had  been  seeking.  The  most 
distinguished  member  of  the  faculty  was  Dr. 
Bard’s  prot6g6  and  assistant,  to  whom  he  had 
turned  over  his  large  practice  on  his  retirement, 
Dr.  David  Hosack,  who,  besides  continuing  his 
medical  teaching  at  Columbia,  held  the  chairs  of 
both  Materia  Medica  and  of  Botany  as  well 
as  being  lecturer  on  surgery  and  also  midwifery — 
obviously  quite  an  assignment  even  in  those 
days.  Dr.  Hosack  apparently  resigned  in 
the  following  year,  and  his  arduous  duties  were 
assumed  by  Dr.  Samuel  Mitchill,  Botany;  Dr. 
Archibald  Bruce,  Materia  Medica;  Dr.  John  A. 
Smith,  Surgery,  and  Dr.  William  J.  McNevin, 
Obstetrics. 

The  cost  of  establishing  the  new  school  this 
first  year  was  $2,650  which  was  met  by  contribu- 
tions from  the  members  of  the  county  medical 
society,  amounting  to  $230  (not  too  impressive), 
and  a note  of  hand  for  $5,000  given  by  President 
Romayne  to  the  Bank  of  Manhattan.  This  and 
further  expenditures  were  gradually  returned  to 
the  guarantors  by  an  act  of  the  Legislature  allow- 
ing the  school  an  interest  in  the  literature  fund 
lotteries  established  for  the  benefit  of  Union 
College  in  Schenectady.  Who  of  us  can  say  that 
legalized  gambling  does  not  have  its  benefits? 

The  original  site  of  the  new  college  was  in  a 
rented  building  at  18  Robinson  Street  (now  Park 
Place),  adjacent  to  the  grounds  of  Columbia. 
Two  years  later  it  moved  to  its  own  building  on 
Magazine  Street  (now  part  of  Pearl),  near  the 
New  York  Hospital.  The  first  commencement 
was  held  in  May,  1811,  after  each  candidate  for  a 
degree  had  submitted  and  publicly  defended  his 
graduating  thesis,  written  in  either  English, 
French,  or  Latin. 

In  this  same  year  Dr.  Romayne  was  replaced 
as  president  by  Dr.  Bard  who  at  the  age  of  sixty- 
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nine  undertook  this  duty  in  order  to  bring 

0 harmony  between  the  two  adjacent  but  not 
neighborly  medical  schools  and  probably  because 
of  the  insistence  of  Dr.  Hosack  who  had  been 

to-  criticized  for  holding  chairs  in  both  institutions. 
Dr.  Hosack  resigned  from  his  duties  at  Columbia, 

01  and  an  amicable  settlement  was  reached  whereby 
in,  by  1813  the  Medical  Department  of  Columbia 
he  was  completely  abandoned  and  all  its  facilities 
ir-  were  transferred  to  the  College  of  Physicians 
ck  and  Surgeons.  Dr.  Hosack  was  Professor  of  the 
er  Theory  and  Practice  of  Physick ; Dr.  Samuel 
as  Mitchill,  who  had  served  in  the  United  States 
at  Senate  from  1804  to  1809,  still  taught  botany, 
$t  and  Dr.  Valentine  Mott  held  the  Chair  of 
ir.  Surgery. 

But  let  us  continue  for  a moment  with  Dr. 
Hosack,  who  was  really  a botanist  at  heart  and 
; who  owned  the  Elgin  Botanic  Gardens  consisting 
' of  about  20  acres  purchased  from  the  City  and 
'■  situated  between  what  is  now  Fifth  and  Sixth 
Avenues  and  47th  to  51st  Streets.  The  good 

* doctor  found  the  maintenance  of  this  property 
111  too  steep  for  his  purse,  having  already  sunk  about 

1100,000  in  it,  so  that  with  more  memorials,  etc., 
r the  Legislature  was  induced  to  purchase  it  for 
' i $74,268.75,  which  money  was  raised  by  another 
lottery  and  placed  in  the  keeping  of  the  Board  of 
Regents.  As  they  had  no  funds  for  its  main- 
is  tenance,  they  in  their  turn  put  it  under  the  care 
i-  of  the  College  of  Physicians  and  Surgeons.  This 
il  was  also  in  that  fateful  year  of  1811.  However, 
),  after  five  years  under  that  stewardship,  the 
it  gardens  had  fallen  into  general  disorder,  and 
l undoubtedly  the  medical  students  had  more 

0 important  duties  to  perform  than  to  travel  miles 

• into  the  country  to  examine  rare  botanic  speci- 
d mens.  Therefore,  by  still  another  act  of  the 
n Legislature  this  land  was  transferred  to  Columbia 
it  College,  to  which  institution  most  of  it  still 

1 belongs  and  is  leased  to  Rockefeller  Center. 

In  1813  the  College  of  Physicians  and  Surgeons 
t moved  to  3 Barclay  Street  where  four  years  later 
i the  property  behind  and  to  the  north,  with  its 
a already  existing  stable  opening  on  Park  Place, 
e was  acquired  through  the  generosity  of  Dr. 
it  Wright  Post,  then  Professor  of  Anatomy.  This 
a acquisition  proved  to  be  extremely  useful  to  the 
J necessary  nocturnal  expeditions  in  the  interests 
i of  Dr.  Post’s  anatomic  department.  In  1837 
the  site  was  moved  about  a mile  uptown  to  67 
,]  | Crosby  Street,  in  1856  to  23rd  Street  and  Fourth 
Avenue,  in  1887  to  59th  Street  and  10th  Avenue, 


and  in  1928  to  its  present  site  at  168th  Street 
and  Broadway. 

It  might  be  interesting  to  note  some  of  the 
reasons  that  influenced  the  choice  of  this  latter 
site.  In  the  late  teens  and  early  twenties  there 
were  three  locations  available:  one  on  Gun  Hill 
Road  where  the . Columbia  War  Hospital  had 
been,  one  the  site  just  south  of  an  old  brewery 
on  York  Avenue  from  67th  to  68th  Streets  which 
was  already  owned  by  the  Presbyterian  Hospital, 
and  the  old  Highlander  baseball  park  at  168th 
Street.  The  first  was  deemed  too  far  uptown  and 
not  of  sufficient  acreage.  The  second  was  thought 
unsuitable  as  also  not  being  large  enough  and 
because  of  the  proximity  of  the  brewery  and  a 
great  many  livery  stables  and  the  consequent 
myriads  of  disease-carrying  flies.  The  Presbyte- 
rian Hospital  sold  this  land  to  the  Rockfeller 
Institute.  Shortly  thereafter  prohibition  did 
away  with  the  brewery,  and  the  increased  use  of 
the  automobile  took  care  of  the  flies,  making 
this  location  available  to  Cornell  and  the  New 
York  Hospital. 

But  of  course  the  benefits  and  progress  of  any 
educational  institution  do  not  stem  in  the  main 
from  stone,  metal,  glass,  and  linoleum  but  much 
more  from  the  individualities  of  both  those  who 
teach  and  guide  and  also,  let  us  be  quite  frank, 
from  money.  The  citizens  of  New  York  have 
been  extremely  generous  in  their  support  of  its 
medical  education  over  the  years.  Many  of  the 
members  of  the  profession  themselves  have  been 
most  timely  in  their  gifts,  such  as  some  already 
noted  and  such  as  Dr.  Willard  Parker’s  purchase 
of  the  land  at  23rd  Street  and  Fourth  Avenue  with 
$35,000  from  his  own  funds.  The  families  that 
have  possibly  been  the  most  generous  to  the 
college  are  the  Vanderbilts,  especially  William  H. 
who  made  possible  the  move  to  59th  Street  and 
then  influenced  his  sons  and  his  son-in-law, 
John  D.  Sloane,  to  continue  their  support  so 
that  the  new  college  would  not  be  a white  elephant 
with  a wonderful  plant  and  no  funds  to  maintain 
it  and  would  at  least  have  an  obstetric  hospital 
and  a clinic  which  could  be  run  on  a university 
teaching  basis. 

Roosevelt  Hospital,  because  of  its  proximity 
to  the  newly  located  medical  school,  seemed  the 
logical  choice  for  affiliation  as  a teaching  hospital. 
However,  Mr.  Vanderbilt’s  own  physician,  Dr. 
McLane,  who  at  one  time  was  president  of  the 
college  and  later  its  first  dean,  appeared  to  block 
any  such  connection  with  this  hospital,  on 
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whose  board  of  trustees  he  also  served.  The 
reason  given  for  not  carrying  out  this  amalga- 
mation was  the  dislike  of  students  on  the  wards. 
The  real  reason,  however,  seems  to  have  been  the 
fact  that  the  influential  Dr.  McLane  was  opposed 
to  anything  that  Dean  Lambert  favored  because 
of  an  argument  over  a tree  in  the  adjacent  back- 
yards of  the  two  families. 

When  the  long  drawn-out  negotiations  that 
finally  achieved  the  firm  union  between  the 
college  and  the  Presbyterian  Hospital  were  con- 
cluded in  spite  of  the  many  objections  and 
obstructions  interposed  by  President  Butler,  it 
was  the  Carnegie  Foundation,  the  Rockefeller 
family  through  its  Foundation  and  its  General 
Education  Board,  and  especially  the  Harkness 
family  that  made  possible  the  erection  and  main- 
tenance of  the  present  Columbia-Presbyterian 
Medical  Center. 

There  have  been  and  still  are,  however,  in- 
numerable gifts,  both  small  and  large,  which  make 
progress  in  medical  education  possible.  One 
small  incident  may  be  permissible.  About  1915, 
because  of  the  growth  of  laboratory  teaching  and 
the  rise  of  many  more  departments  in  the  college, 
a new  building  was  desperately  needed  on  land 
adjacent  and  available  on  60th  Street  just  north 
of  the  original  buildings  that  were  thought  so 
adequate  twenty-five  years  earlier.  There  was  a 
little  old  Quaker  spinster  who  was  very  interested 
in  the  education  of  women,  and  especially  their 
medical  education,  and  who  also  happened  to  be 
my  great  aunt.  The  then  dean  tapped  his  wife’s 
aunt  for  a sizable  donation,  the  building  was 
erected,  and  women  were  admitted  to  the  sacred 
precincts  of  the  medical  school  for  the  first  time 
in  the  autumn  of  1917.  The  direful  predictions 
of  this  precedent-shattering  action  could  be 
heard  all  the  way  from  the  Hudson  River  to  the 
conservative  salons  of  Fifth  and  even  Park 
Avenues.  But  aside  from  a few  necessary  changes 
in  the  plumbing  and  a scattered  romance  here 
and  there,  all  has  been  serene  ever  since. 

I seem  to  have  gotten  ahead  of  myself.  Let  us 
return  briefly  to  I860,  when,  because  some  of  the 
affairs  of  the  college  in  New  York  were  greatly 
encumbered  by  being  conducted  by  the  Board  of 
Regents  in  Albany  and  because  of  the  many 
exasperating  delays  this  caused,  the  trustees  of 
the  college  petitioned  the  Regents  to  grant  them 
autonomy  in  issuing  their  own  diplomas,  etc. 
This  request  was  acquiesced  in  by  the  Regents, 
probably  because  the  State  Legislature  from  1835 


to  1858  had  already  established  six  other  medical 
schools  throughout  the  State  not  under  the  super- 
vision of  the  Regents.  Soon  after,  negotiations 
were  opened  with  Columbia  to  become  the 
medical  department  of  that  institution.  With 
some  of  the  trustees  already  on  both  boards  and 
because  of  the  more  or  less  close  intimacy  and 
affiliation  between  these  two,  this  amalgamation, 
while  more  or  less  nominal,  was  readily  effected, 
even  though  the  complete  unification  under  one 
president  and  one  board  of  trustees  (Columbia’s) 
was  not  wholly  accomplished  until  1891,  follow- 
ing Mr.  Vanderbilt’s  gift  already  mentioned. 

The  cost  of  medical  education  has  always  been 
increasingly  high.  Before  medical  schools  were 
established,  medicine  was  taught  almost  by  the 
apprentice  system  so  that  it  was  a natural  step 
for  the  students  to  pay  their  professors  directly 
when  the  schools  were  first  established.  Besides 
fees  for  courses  there  were  graduation  fees  of 
around  $50  which  seemed  to  be  the  perquisite 
of  the  president.  This  method  of  payment  kept 
the  school  poor  and  influenced  the  teachers  to 
spread  their  courses  without  much  care  in  the 
selection  of  who  attended  them  and  to  graduate 
inferior  material.  Worst  of  all,  there  were  many 
fusses,  feuds,  and  disruptions,  not  only  among 
the  faculty  themselves,  but  also  between  the 
faculty  and  the  trustees,  resulting  in  1826  in  the 
mass  resignation  of  the  entire  teaching  body. 
The  above  method  of  payment  gradually  developed 
into  what  might  be  termed  the  card  system  where 
the  students  purchased  a card  for  each  course, 
the  doctor  giving  the  course  pocketing  the  entire 
fee.  As  instruction  and  fees  became  more  intra- 
mural, so-called  quizzes,  which  were  apparently 
unique  at  the  college,  were  established.  Both 
Dr.  Halstead  and  Dr.  Welch  conducted  some  of 
these  until  the}7  departed  for  the  warmer  climate 
of  Baltimore.  But  the  most  famous  of  these 
quizzes  was  that  of  Dr.  Ellsworth  Eliot,  which 
did  not  become  extinct  until  1913.  A quiz  was 
a sort  of  seminar  and  examination,  conducted 
usually  in  the  evening,  by  a doctor  who  may  or 
may  not  have  taught  in  the  school  and  which  was 
attended  by  six  or  eight  students  who  paid  around 
$100  apiece  in  addition  to  the  regular  tuition  fee. 
After  1913  all  seminars,  examinations,  and  fees 
became  completely  intramural. 

Student  aid  has  always  been  a real  problem  in 
any  institution  of  learning.  When  the  college 
was  first  founded,  it  was  the  privilege  but  not  the 
obligation  of  each  county  medical  society  in  the 
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State  to  advance  financial  help  to  one  student 
apiece  if  so  desired.  Apparently  such  opportu- 
nity was  scarcely,  if  ever,  utilized.  However, 

1 scholarship  funds  more  recently  have  become 
increasingly  available,  so  that  during  the  past 
year  80  students  received  financial  aid  averaging 
about  $437  a student. 

In  looking  back  over  the  past  almost  two 
hundred  years  that  I have  endeavored  to  picture 
to  you  so  briefly,  one  sees  that  not  many  of  the 
so-called  great  medical  advances  have  been  born 
at  P.  & S.,  although  in  the  last  forty  years  or  so 
many  new  discoveries  of  inestimable  value  have 
D emanated  from  the  combined  research  labora- 
■(  tones  of  the  school  and  its  affiliated  hospitals. 
,e  What  one  does  see  is  a long  line  of  outstanding 
clinicians  and  teachers,  such  as  Bard,  Hosack, 
r J.  M.  Smith,  Alonzo  Clark,  Delafield,  and 
c Janeway  in  medicine;  surgeons  like  Valentine 
if 
e 
t 


Mott,  Alexander  II.  Stevens.  Willard  Parker, 
Markoe,  Bull,  Blake,  and  Brewer;  among  the 
obstetricians  are  Gilman,  Gaillard  Thomas, 
McLane,  and  Craigin;  and  in  anatomy,  cer- 
tainly Sabin  and  Huntington  stand  out  far 
above  the  rest. 

There  are  many  others — it  would  seem 
more  circumspect  to  omit  the  moderns — who 
have  given  of  their  best  in  attempting  to 
train  and  graduate  doctors  who  are  competent 
to  care  for  the  sick,  gain  the  respect  of  the 
community  in  which  they  practice,  and  help 
to  raise  the  standards  of  the  public  health 
throughout  the  nation.  This,  in  my  humble 
opinion,  should  be  the  primary  purpose  of 
all  medical  schools,  and  I feel  confident  that 
the  Columbia  University  medical  school,  College 
of  Physicians  and  Surgeons,  has  fulfilled  and 
will  continue  to  fulfill  this  objective. 


New  York  University  College  of  Medicine 

CLAUDE  EDWIN  HEATON,  M.D.,  NEW  YORK  CITY* * 


r | Vie  University  of  the  City  of  New  York, 
**■  now  known  as  New  York  University,  was 
established  in  1832.  Plans  for  a medical  school 
were  a part  of  the  initial  design,  but  it  was  not 
until  1841  that  the  University  Medical  School 
began  operation. 

The  first  site  of  the  medical  school  was  the 
old  Stuyvesant  Institute,  located  on  the  west 
side  of  Broadway  nearly  opposite  Bond  Street. 
In  1851  the  school  moved  to  a larger  building  on 
14th  Street  between  Third  Avenue  and  Irving 
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Place.  In  1866  the  medical  school  and  the 
adjacent  Academy  of  Music  burned  down.  It 
was  decided  to  build  further  uptown  because 
14th  Street  had  become  too  fashionable,  the  cost 
of  board  and  lodging  for  the  students  in  the  vi- 
cinity having  been  raised  to  as  much  as  $11  a 
week.  In  1869,  therefore,  the  school  was  moved 
to  East  26th  Street  opposite  Bellevue  Hospital. 

In  1854  an  advance  of  more  than  local  im- 
portance was  achieved  by  the  faculty  of  the 
University  Medical  School.  They  succeeded  in 
having  the  “Bone  Bill”  passed  by  the  State 
Legislature,  legalizing  the  dissection  of  the  dead. 

The  establishment  of  the  Bellevue  Hospital 
Medical  College  in  1861  was  the  first  successful 
attempt  in  New  York  City  to  bind  together 
as  a unit  a hospital,  dispensary,  and  medical 
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school.  However,  credit  belongs  to  Long  Island 
College  Hospital  for  the  unique  first  effort  to 
operate  a hospital  and  medical  school  as  a unit 
under  one  roof. 

At  Bellevue  Hospital  a suitable  building  for  the 
college  was  erected  on  the  southerly  part  of  the 
grounds.  A strong  faculty  was  fully  prepared  to 
utilize  the  vast  clinical  material  available  in  the 
hospital.  As  a result  the  new  institution  rapidly 
became  one  of  the  leading  medical  schools  in  the 
country. 

The  union  of  the  University  Medical  College 
and  the  Bellevue  Hospital  Medical  College  was 
projected  in  1893  because  the  State  Legislature 
was  about  to  outlaw  proprietary  schools.  Al- 
though under  nominal  university  control,  the 
University  Medical  College  was  in  reality  a 
proprietary  school,  and  as  a result  of  dissension 
among  the  faculty,  standards  had  sunk  to  a very 
low  level.  In  the  year  1895-1896  the  State 
Regents  placed  the  University  Medical  College 
lowest  of  the  12  schools  whose  graduates  they 
examined  for  license  to  practice  in  the  State  of 
New  York. 

On  March  1,  1897,  the  council  of  the  university 
assumed  direct  control  of  the  medical  college. 
The  council  then  invited  the  Bellevue  Hospital 
College  to  join  the  university.  The  invitation 
was  unanimously  accepted,  and  the  consolidated 
college  opened  in  October  as  the  University  and 
Bellevue  Hospital  Medical  College.  The  Bellevue 
faculty  transferred  to  the  university  all  its 
equipment  and  buildings,  including  the  “new  and 
commodious  building”  erected  that  year  on  the 
corner  of  26th  Street  and  First  Avenue.  In- 
cluded also  was  the  adjacent  Carnegie  Labora- 
tory at  338  East  26th  Street.  Built  in  1885, 
this  was  the  first  public  gift  of  Andrew  Carnegie, 
the  first  laboratory  for  research  and  pathology  in 
the  United  States,  and  the  first  place  where  a 
laboratory  course  in  bacteriology  was  conducted 
in  this  country. 

In  1935  the  name  of  the  school  was  changed  to 
New  York  University  College  of  Medicine. 
The  New  York  University-Bellevue  Medical 
Center  was  established  in  1948  and  included  the 
College  of  Medicine,  the  Post-Graduate  Medical 
School,  and  the  University  Hospital.  The 
Medical  Science  Building  and  the  Berg  Institute 
were  completed  in  1954. 

Time  will  not  permit  mention  of  the  many 
outstanding  members  of  the  faculty  who  taught 
in  this  institution  over  the  years.  Among  the 


famous  alumni  were  Walter  Reed,  William  C. 
Gorgas,  Hermann  M.  Biggs,  and  Joseph  Gold- 
berger. 

An  outstanding  member  of  the  faculty  of  the 
Bellevue  Hospital  Medical  College  was  Austin 
Flint.  Before  coming  to  this  institution  at  the 
age  of  forty-eight,  Flint  taught  in  no  less  than  six 
widely  separated  medical  colleges  in  the  United 
States.  He  did  more  than  anyone  in  this  country 
to  bring  the  stethoscope  into  general  use  and 
came  to  be  regarded  as  the  American  Laennec. 
Two  eponyms  survive  in  the  literature,  Flint’s 
law  and  Flint’s  murmur.  Twro  articles,  the 
first  “On  Cardiac  Murmurs”  and  the  second  on 
“The  Analytical  Study  of  Auscultation  and 
Percussion,  with  Reference  to  the  Distinctive 
Character  of  Pulmonary  Signs,”  were  republished 
in  Medical  Classics  in  April,  1940.  Flint  first 
introduced  the  terms  “bronchovesicular  respira- 
tion” and  “cavernous  respiration”  into  medical 
literature. 

When  Flint’s  Principles  and  Practice  of  Medi- 
cine appeared  in  a thoroughly  revised  edition  in 
1881,  credit  was  given  in  the  preface  to  a young 
assistant  by  the  name  of  William  Welch  who  had 
contributed  the  first  seven  chapters,  embracing 
the  general  pathology  of  the  solid  tissues  and  of 
the  blood.  He  had  also  revised  and  in  great 
part  rewritten  the  descriptions  of  the  anatomic 
characters  of  the  diseases  in  the  rest  of  the  vol- 
ume. William  Welch  taught  at  the  Bellevue 
Hospital  Medical  College  from  1878  to  1884. 
He  had  been  given  a little  laboratory  for  private 
teaching  in  the  use  of  the  microscope.  This 
wras  the  first  teaching  laboratory  for  pathology 
in  America. 


The  story  is  told  of  howr  Austin  Flint,  having 
read  in  the  morning  newspaper  of  the  discovery 
of  the  tubercle  bacillus,  rushed  downtown  to 
awaken  young  Welch  and  in  his  enthusiasm 
shouted,  “I  knew  it,  I knew  it,  I knew  it.”  Soon 
Welch  was  demonstrating  the  discovery  before 
his  laboratory  class  at  Bellevue.  Among  his 
students  was  Hermann  M.  Biggs  who  became 
the  leader  of  the  public  health  movement  in 
America. 

In  1878  Welch  wrote  “that  the  condition  of 
medical  education  here  is  simply  horrible.”  It  is 
true  that  laboratory  work  in  the  sciences  of  the 
caliber  which  Welch  found  in  Germany  was 
sadly  lacking.  Nevertheless,  improvement  was 
to  come  rapidly.  In  recalling  his  teaching 
days  in  New  York,  Welch  once  said,  “My  most 
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11  •'  I active,  vigorous  days  were  here  in  New  York. 


rliiii. 


What  I count  as  especially  good  fortune  was  my 


association  with  Austin  Flint,  the  elder,  a great 
physician  and  a man  of  wide  vision.” 
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’ I 'he  most  striking  and  current  evidence  of 
the  tremendous  advances  of  medical  educa- 
tion over  the  past  few  years  is  the  appearance  on 
j the  local  scene  of  six  medical  centers  of  varying 
sizes  and  composition.  Those  of  us  who  began 
■ our  careers  in  New  York  City  thirty-five  or 
more  years  ago  remember  when  not  one  of  these 
centers  was  in  existence.  Related  to  those 
structural  achievements  has  been  the  spectacular 
rise  of  specialization,  enormous  expansion  of 
hospitalization  and  of  internships  and  residen- 
cies, and  a growing  realization  of  the  responsi- 
bility of  the  medical  centers  to  integrate  their 
interests  with  the  variegated  health  problems  of 
their  surrounding  communities.  The  necessity 
for  recruitment  of  full-time  faculty  and  staff 
members  to  operate  the  teaching,  research,  and 
medical  service  activities  of  these  great  center 
programs  has  involved  us  in  a new  version  of 
the  ancient  “town  and  gown”  rivalries  and 
apprehensions  between  the  private  practitioners 
and  the  salaried  professionals.  We  live  in  an 
age  of  rapid  change  and  difficult  readjustments, 
as  well  as  a world  of  unexampled  opportunites 
based  on  research  discoveries.  Perhaps,  if  we 
review  the  histories  of  our  respective  schools  of 
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medicine  at  this  point,  we  may  hope  that  the 
experience  gained  during  the  remote  and  im- 
mediate past  may  give  us  helpful  guidance  for  an 
uncertain  and  unpredictable  future.  For  one 
thing  it  should  be  of  interest  to  explore  the 
extent  to  which  the  flowering  of  our  modern  uni- 
versity medical  centers,  with  their  wide  com- 
munity relationships,  had  their  seeds  in  the  early 
beginnings  of  a century  or  so  ago. 

When  the  State  University  of  New  York 
dedicates  its  fine  new  science  building  in  the 
near  future  as  the  initial  step  in  building  up  what 
has  been  designated  as  the  Downstate  Medical 
Center,  due  credit  must  be  given  to  the  con- 
tributions of  the  past,  which  have  made  the 
present  development  possible.  They  may  be 
traced  back  some  ninety-six  years  to  1860  when 
the  first  medical  lectures  were  given  at  the  Long 
Island  College  Hospital. 

In  contrast  to  many  other  medical  schools 
organized  during  that  largely  proprietary  era, 
Brooklyn’s  new  college  had  its  own  hospital 
“center,”  giving  it  the  unique  advantage  of 
bringing  the  students  directly  to  the  bedside, 
thereby  creating  a reputation  for  good  clinical 
teaching  from  the  very  start.  The  original 
announcement  of  a sixteen-week  medical  course, 
beginning  March  29,  1860,  described  “ample 
opportunities  for  clinical  observation  and  teach- 
ing ...  in  the  hospitals  and  dispensaries  with 
which  Brooklyn  is  liberally  provided.”  At  the 
Long  Island  College  Hospital  within  the  pre- 
vious eighteen  months,  “nearly  ten  thousand 
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patients  afflicted  with  various  forms  of  medical 
and  surgical  maladies”  had  been  treated.  The 
announcement  went  on  to  say,  “Patients  will  be 
examined  and  prescribed  for  in  the  presence  of 
the  class,  and  the  fullest  opportunity  afforded  to 
students  for  the  observation  of  disease,  the 
practice  of  percussion  and  auscultation,  the 
study  of  minor  surgery,  application  of  bandages, 
etc.,  etc.” 

Descriptions  of  facilities  in  the  city  included 
the  outdoor  departments,  Brooklyn  City  Hos- 
pital, Kings  County  Hospital  (then  an  hour’s 
drive  away  over  a country  road  to  the  village  of 
Flatbush),  the  Eye  and  Ear  Infirmary,  and  the 
Kings  County  Lunatic  Asylum.  Even  in  those 
early  days  psychiatry  was  considered  a fit  sub- 
ject for  the  curriculum! 

Furthermore,  the  founding  fathers  realized  the 
need  for  a university  and  made  an  abortive  effort 
to  found  one.  The  laws  of  the  State  of  New 
York,  Chapter  66,  page  122,  record  the  approval 
of  a University  of  Brooklyn  on  March  26,  1861, 
to  include  Departments  of  Law  and  Medicine. 
Among  the  incorporators  were  A.  A.  Low  (of  the 
Brooklyn  family  whose  name  is  so  prominently 
associated  with  Columbia  University)  and  other 
leading  figures  who  had  become  regents  of  the 
Long  Island  College  Hospital  a year  previously. 
Although  Brooklyn  was  then  a city  of  200,000 
souls,  the  third  largest  in  the  United  States, 
and  had  a full  quota  of  citizens  of  wealth  and 
culture,  that  promising  effort  to  establish  an 
educational  enterprise  within  a university  setting 
unfortunately  failed  to  materialize. 

In  any  case  the  founding  of  the  medical  college, 
which  eventually  became  the  independent  Long 
Island  College  of  Medicine  in  1930  and  merged 
with  the  State  University  of  New  York  in  1950, 
was  not  the  result  of  merely  fortuitous  circum- 
stances. The  profound  political  and  educational 
ferment  on  both  sides  of  the  Atlantic  which  pre- 
ceded the  midpoint  of  the  nineteenth  century  was 
nowhere  more  striking  than  in  the  revolutionary 
advances  occurring  in  medicine.  Only  four 
years  before  that  midpoint  the  discovery  of 
general  anesthesia  had  encouraged  bold  venturing 
in  surgery  without  the  knowledge  of  how  to 
control  suppuration.  Muller,  the  great  pioneer 
in  the  rise  of  German  scientific  medicine,  which 
was  to  have  such  impact  on  American  trends, 
ended  his  career  in  1858.  Helmholtz  was  at  the 
crest  of  his  brilliant  applications  of  fundamental 
principles  of  physics  to  physiologic  research. 


Virchow’s  classic  Cellular  Palhologie  appeared 
just  two  years  before  the  inception  at  Long 
Island,  while  Pasteur  was  laying  the  bases  of 
bacteriology  by  his  studies  of  fermentation  and 
Lister  was  beginning  to  open  the  door  to  anti- 
septic surgery.  John  Shaw  Billings,  who  was  to 
do  so  much  to  advance  the  interests  of  university 
medical  education  and  of  medical  literature  at 
Johns  Hopkins  and  at  the  Surgeon  General’s 
Library,  was  graduated  from  Miami  Medical 
School  in  1860. 

In  the  midst  of  that  favorable  scientific  cli- 
mate, the  first  move  in  Brooklyn  was  made  by  a 
German-educated  physician,  Louis  Bauer,  who 
had  founded  the  German  General  Dispensary  on 
Court  Street.  He  and  two  colleagues,  Daniel 
Ayers  and  John  Byrne,  initiated  what  was 
chartered  as  the  Long  Island  College  Hospital 
in  1858.  To  the  college  Bauer  generously  do- 
nated the  dispensary’s  furniture,  equipment, 
and  lease. 

When  classes  were  begun  in  1860,  the  regents 
had  transferred  the  infant  venture  to  what  had 
been  the  mansion  of  the  Perry  family,  a handsome 
edifice  with  a pillared  portico  on  Henry  Street  on 
the  southern  slope  of  Brooklyn  Heights  and 
overlooking  New  York  harbor.  Atlantic  Avenue, 
which  was  immediately  adjacent,  was  then  the 
main  thoroughfare  between  Manhattan  and 
southern  Long  Island.  In  spite  of  Dr.  Bauer’s 
Teutonic  background  the  college  organization 
resembled  that  of  hospital  medical  schools  in 
London.  In  curriculum  perhaps  the  dominant 
influence  was  French,  in  that  Americans  turned 
largely  to  the  brilliant  Parisian  clinical  teachers 
for  leadership  for  the  first  half  of  the  nineteenth 
century.  In  any  case  the  educational  offerings 
at  Long  Island  College  were  somewhat  like  a 
modern  second  semester,  for  its  sessions  of  sixteen 
weeks  began  in  March  and  ended  in  July.  There- 
fore, they  followed  chronologically  those  at  the 
College  of  Physicians  and  Surgeons  and  at  New 
York  University,  which  began  in  the  autumn 
and  completed  in  February.  At  that  time  a 
candidate  for  the  medical  degree  must  have 
attended  two  full  courses  of  lectures  but  not 
necessarily  at  the  same  institution.  Since  lec- 
tures at  each  school  were  identical  for  both 
years,  it  was  not  surprising  that  students  mi- 
grated to  avoid  the  necessity  of  sitting  through 
the  same  didactic  presentations  twice!  Further- 
more, the  second-year  or  “senior”  students  could 
obtain  two  M.D.  degrees  in  one  academic  year, 
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one  in  Manhattan  and  the  other  in  Brooklyn! 
Perhaps  we  may  claim  that  at  that  point  “Long 
Island”  was  offering  advanced  courses  to  grad- 
uates of  “P  & S”  and  New  York  University! 

Then  and  for  at  least  fifty  years  thereafter 
throughout  the  country,  good  faculty  talent  was 
scarce  and  financial  lesourccs  equally  so.  A 
great  many  of  the  best  professors  followed  per- 
ipatetic circuits,  from  New  York  City  as  far 
afield  as  Boston,  Buffalo,  Ann  Arbor,  and  New 
Orleans.  Consequently,  Long  Island  College, 
by  its  “springtime”  course,  was  able  to  utilize 
very  handily  the  services  of  the  “circuit-riding” 
professors  of  that  day — the  famous  Austin 
Flints,  senior  and  junior,  in  medicine  and  phys- 
iology, Frank  Hamilton  in  surgery,  Dalton  and 
Lusk  in  physiology,  Corydon  L.  Ford  in  anatomy, 
and  James  D.  Trask  (the  forerunner  of  a long 
line  of  distinguished  professors  of  obstetrics  and 
gynecology).  One  was  Trask’s  distinguished 
pupil,  Alexander  J.  C.  Skene,  who  graduated  as 
early  as  1863. 

The  years  after  1860,  under  the  auspices  of  the 
regents  of  the  Long  Island  College  Hospital, 
were  distinguished  by  a record  for  a high  quality 
of  practical  clinical  instruction  at  the  bedside 
and  by  two  notable  new  developments  in  1888 
and  1897  when  unparalleled  opportunities  were 
presented  to  attain  front  rank  in  research  and 
medical  education  in  the  United  States. 

The  1888  development  was  the  Hoagland 
story,  which  began  in  1883  when  Cornelius  N. 
Hoagland,  a wealthy  retired  physician,  lost  his 
only  grandson  from  diphtheria.  He  was  in- 
spired by  a faculty  member,  Joshua  M.  Van  Cott, 
a disciple  of  Koch  and  Virchow,  to  build  and 
endow  the  Hoagland  Laboratory  across  the 
street  from  the  college.  It  was  the  first  privately 
endowed  laboratory  in  the  country  devoted 
primarily  to  bacteriologic  research.  George 
M.  Sternberg,  later  Surgeon  General  and  associa- 
ted with  Walter  Reed  in  solving  the  yellow 
fever  riddle,  was  the  first  director. 

Amazingly,  Franklin  P.  Mali’s  services  were 
lost  in  1888  when  he  wished  to  join  Sternberg  at 
the  Hoagland,  because  the  salary  offered  was 
only  $1,000  and  Mall  insisted  on  $1,200!  Among 
workers  there  were  Ezra  Wilson,  who  shared  with 
Biggs,  Park,  and  Prudden  the  distinction  of 
preparing  tire  first  diphtheria  antitoxin  in  this 
country;  Oswald  Avery,  who  later  made  such 
brilliant  discoveries  in  the  advancement  of 
microbiologic  knowledge  at  the  Rockefeller 


Institute;  and  Benjamin  White,  later  director 
of  the  Massachusetts  Department  of  Health, 
Division  of  Biological  Laboratories,  and  a pro- 
fessor at  Harvard  Medical  -School.  Financial 
limitations  prevented  Hoagland  Laboratory  from 
realizing  fully  its  great  opportunity,  but  nonethe- 
less, its  research  library  and  laboratories  have 
been  of  immense  value  to  the  students  and  to  the 
faculty  of  the  college  up  to  the  present  day. 
Since  none  of  the  early  full-time  research  workers 
at  the  Hoagland  were  members  of  the  college 
faculty,  the  possibility  of  continuing  French 
educational  influence  is  again  evident,  for  the 
great  research  workers  in  France  of  that  period 
also  were  divorced  from  academic  medicine. 

The  founding  of  the  Polhemus  Clinic  in  1897, 
through  a generous  benefaction  in  memory  of 
her  husband  by  Mrs.  Caroline  H.  Polhemus, 
unfortunately  proved  to  be  in  part  a great  missed 
opportunity.  While  approximately  a million 
dollars  was  spent  in  the  erection  and  endowment 
of  the  building,  it  was  constructed  too  much  in 
the  outmoded  proprietary,  nonsalaried,  purely 
clinical  teaching  tradition  which  had  dominated 
American  medicine  through  much  of  the  nine- 
teenth century.  While  there  were  included  two 
large  amphitheaters  for  demonstrations  of  ex- 
periments and  patients  and  student  dissecting 
rooms  and  laboratories,  no  provision  was  made 
for  the  accommodation  or  support  of  research. 
According  to  a former  president  of  the  Polhe- 
mus board  of  trustees,  the  Polhemus  estate 
totaled  more  than  six  million  dollars,  which  might 
have  been  made  available  to  meet  the  challenge 
similar  to  the  one  visualized  at  Johns  Hopkins 
only  a decade  or  two  earlier.  One  can  only  specu- 
late what  would  have  happened  if  the  guidance  of 
John  S.  Billings,  Welch,  and  Osier  had  been 
sought.  The  Flexner  Survey  in  1909-1910 
revealed  alarming  weaknesses  threatening  the 
very  existence  of  the  college.  The  situation  was 
saved,  first  through  the  introduction  of  full-time 
teaching  in  the  basic  sciences  and  eventually  by 
the  donation  of  sufficient  funds  by  Dr.  John 
Osborn  Polak  to  construct  a new  science  lab- 
oratory building  and  by  the  raising  of  nearly  two 
million  dollars  for  the  college’s  first  endowment 
by  Dr.  Frank  Lusk  Babbott,  who  became  presi- 
dent of  the  college  in  1930.  Through  the  lat- 
ter’s leadership,  supported  by  a strong  board  of 
trustees  composed  of  Brooklyn  citizens,  a long- 
range  program  of  reconstruction  was  initiated, 
first  among  the  basic  science  departments  and, 


February  1,  1957 


573 


SYMPOSIUM 


later,  through  the  introduction  of  full-time 
leadership  in  the  clinical  departments.  After 
intensive  surveys  it  was  decided  to  center  the 
college’s  activities  on  a new  campus  in  the  midst 
of  Brooklyn,  direct]}'  opposite  the  3,000-bed 
Kings  County  Hospital.  Over  $300,000  was 
raised  for  the  purchase  of  the  land  required, 
architectural  plans  were  prepared  for  the  new 
center,  and  a fund-raising  campaign  was 
launched.  Through  substantial  alumni,  medical, 
and  public  support,  well  over  one  million  dollars 
were  raised  during  the  first  effort,  and  rapid  prog- 
ress was  begun  in  strengthening  the  faculty, 
student  body,  curriculum,  teaching  services,  and 
research.  A number  of  private  and  govern- 
ment hospitals  were  drawn  into  affiliation  to 
tap  Brooklyn’s  vast  clinical  resources,  with  the 
dual  objective  of  improvement  of  the  standards  of 
medical  care  and  of  teaching,  since  both  are  inter- 
related. At  one  time  or  another,  13  hospitals 
were  drawn  into  this  teaching  cooperation. 

In  connection  with  those  advances,  a number 
of  the  great  foundations  rendered  invaluable 
support,  such  as  the  establishment  of  a Depart- 
ment of  Environmental  Medicine  and  Commun- 
ity Health  under  full-time  leadership,  a Depart- 
ment of  Psychiatry  on  a similar  basis,  the  re- 
organization of  the  combined  Department  of 
Physiology  and  Pharmacology,  the  provision  of 
visiting  professorships  and  fellowships  for  prom- 
ising young  teachers.  These  developments  were 
made  possible  through  the  understanding  and 
encouragement  of  the  Commonwealth  Fund. 
They  were  followed  by  a long-range  study  of 
curriculum  and  educational  policies  which  finally 
culminated  in  a new,  progressive  curriculum. 
Other  foundations,  government  agencies,  and 
philanthropic  individuals,  too  numerous  to 
mention,  made  possible  a rapidly  growing  vol- 
ume of  research  activity. 

Another  advance  which  deserves  mention  was 
one  of  the  first  postgraduate  programs  for  general 
practitioners,  which  was  inaugurated  in  1921  and 
then,  two  years  later,  set  up  as  a joint  proj- 
ect with  the  Medical  Society  of  the  County  of 
Kings.  Over  the  years  since,  hundreds  of  courses 
and  thousands  of  physicians  have  benefited  by 
this  continuation  type  of  teaching. 

The  merger  of  the  college  with  the  State  Uni- 
versity of  New  York,  which  occurred  on  April  5, 
1950,  was  the  immediate  result  of  a State- wide 
study  that  revealed  the  need  for  increased  op- 
portunity to  study  medicine.  On  the  advice 


of  leading  consultants  and  after  thorough  in- 
vestigations by  the  university  trustees,  it  was 
decided  that  the  Brooklyn  and  Syracuse  com- 
munities offered  the  most  favorable  prospects  for 
immediate  augmentation  of  such  opportunities. 
For  our  college  of  medicine  it  meant  an  approxi- 
mate 35  per  cent  increase  in  the  size  of  entering 
classes  and  eventually  a total  of  200  students  in 
the  first-year  class  when  adequate  basic  and 
clinical  facilities  and  faculty  are  provided.  We 
were  encouraged  to  plan  this  expansion  by  the 
example  of  such  universities  as  Michigan,  Illinois, 
Harvard,  and  others  who  were  successfully  han- 
dling classes  ranging  from  150  to  200.  Harvard, 
which  teaches  the  enlarged  third  and  fourth- 
year  classes  by  distributing  them  among  six 
separate  hospitals,  set  a good  example.  Our 
college  of  medicine,  for  the  first  time  in  ninety 
years  of  history,  was  provided  with  an  adequate 
budget,  a greatly  augmented  faculty  on  both  a 
full-time  and  voluntary  basis,  and  the  promise 
of  adequate  facilities.  These  were  considered 
adequate  grounds  for  launching  the  ambitious 
new  program  centered  in  Brooklyn. 

Extensive  new  developments  in  methods  of 
medical  teaching  and  arrangement  of  curriculum 
and  the  possibilities  inherent  in  the  use  of  audio- 
visual aids  have  encouraged  us  in  this  new 
adventure.  Furthermore,  our  new  science  build- 
ing has  been  designed  to  give  great  flexibility 
in  adaptations  to  future  educational  develop- 
ments. Faculty  committees  on  curriculum  and 
educational  policy,  after  years  of  work,  have 
evolved  a new  curriculum  which  is  being  intro- 
duced this  3'ear.  It  provides  sufficient  non- 
scheduled  time  per  week  and  ample  electives  to 
foster  preceptorial  relationships  with  small 
groups  and  with  individual  students.  During 
these  free  periods  research-minded  undergrad- 
uates will  be  given  additional  opportunities,  while 
the  slower  students  will  have  added  time  to 
strengthen  their  knowledge  in  one  field  or  another. 

In  looking  back  over  ninety-six  years  of  history, 
the  college  of  medicine  has  had  the  good  fortune 
and  innate  strength  to  survive  the  hazards  and 
crises  over  that  long  space  of  time  and  looks 
forward  to  full  fruition  of  its  possibilities  through 
the  support  of  all  the  citizens  of  New  York  State 
under  the  auspices  of  the  State  University  of 
New  York.  The  faith,  courage,  and  devoted 
contributions  of  thousands  of  individuals  over 
the  long  years  have  made  this  present  develop- 
ment of  great  promise  possible. 
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Tn  1960,  four  years  hence,  the  New  York 

Medical  College,  Flower  and  Fifth  Avenue 
Hospitals  will  celebrate  its  centennial.  In- 
corporated April  12,  1860,  it  has  operated  con- 
tinuously since  that  time  with  unbroken  suc- 
cession of  authority.  From  the  standpoint  of 
age  it  is  neither  the  youngest  nor  the  oldest 
member  of  the  family  of  medical  institutions 
devoted  to  undergraduate  teaching  in  New  York 
City.  Like  some  of  our  sister  institutions,  it 
was  founded  in  the  dark  days  of  the  Civil  War, 
and  it  is  one  of  the  11  survivors  of  43  medical 
colleges  which  have  operated  in  New  York 
State.  As  of  1950  it  was  one  of  the  five  sur- 
vivors of  28  medical  colleges  which  have  operated 
in  New  York  City.  Within  a very  short  space 
of  time  58  medical  schools  in  the  United  States 
out  of  166  went  out  of  existence  after  the  Flexner 
report  in  1911.  The  mortality  among  medical 
colleges  has  been  high. 

Since  several  speakers  in  this  symposium, 
this  year  as  well  as  last,  employed  a more  or  less 
chronologic  method  of  presentation  to  highlight 
certain  developments  in  medical  education  at 
their  institutions,  I thought  it  might  be  of  in- 
terest and  of  value  to  recall  some  practices  which 
might  reflect  contemporary  growing  pains  since 
they  were  probably  symptomatic  of  similar 
problems  encountered  by  other  medical  colleges. 

Most  existing  medical  colleges  are  derived 
from  antecedent  institutions.  In  a strict  sense 
j this  is  not  true  of  the  New  York  Medical  College, 
but  the  New  York  Ophthalmic  Hospital,  in- 
corporated in  1852,  played  an  extremely  impor- 
tant role,  and  ultimately  it  merged  with  the 
college.  The  New  York  Ophthalmic  Hospital, 
as  its  name  indicates,  was  created  to  instruct 
students  in  the  diagnosis  and  treatment  of 
diseases  of  the  eye.  In  1869  its  charter  was 
amended  to  include  teaching  of  diseases  of  the 
ear,  and  in  1875  a department  of  laryngology  was 

Presented  at  the  150th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New 
York  City,  Session  on  History  of  Medicine,  May  8, 
1956. 

* From  the  Department  of  Medicine  and  Pharma- 
cology, New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals. 


added.  Apart  from  foreshadowing  the  specialty 
of  diseases  of  the  eye,  ear,  nose,  and  throat,  it  is 
interesting  to  note  that  this  hospital  was  granted 
the  right  to  bestow  a special  degree  of  surgeon  of 
the  eye  and  ear  ( oculi  et  auris  chirurgus ) on  its 
graduates.  The  future  historian  of  specialty 
boards  might  take  note  of  this  innovation.  These 
dates  may  have  some  significance  when  it  is 
realized  that  the  vocal  cords  were  visualized  in 
the  living  subject  for  the  first  time  in  New  York 
in  1858,  and  the  science  of  laryngology  and 
rhinology  seems  to  stem  from  the  work  of  J. 
Solis  Cohen  in  1872. 

The  New  York  Medical  College  was  originally 
located  at  116  and  then  151  East  20th  Street. 
After  some  preliminary  moves  the  New  York 
Ophthalmic  Hospital  erected  a new  building  at 
23rd  Street  and  Third  Avenue,  and  the  young 
medical  college  occupied  the  upper  floors  of  the 
hospital.  Later  in  the  century  (1889)  the  col- 
lege moved  to  “Jones  Field”  as  the  area  around 
63rd  Street  and  York  Avenue  was  known,  and  in 
the  early  thirties  of  the  present  century  the 
Ophthalmic  Hospital  moved  there  as  well.  At 
this  time  they  had  an  interlocking  board  of 
trustees.  In  the  mid-thirties  the  college  moved 
to  its  present  location  at  105th  Street  and  Fifth 
Avenue. 

The  original  charter  of  the  college  contains 
some  items  of  interest.  There  is  no  reference  to 
the  sex  of  the  medical  students,  but  the  admis- 
sion of  women  does  not  seem  to  have  been  con- 
templated since  only  the  words  “he”  or  “his” 
are  employed.  Apparently  the  college  became 
coeducational  in  1919  when  the  Women’s  Medical 
College  of  New  York  closed.  Many  of  the 
faculty  of  that  college  were  alumni  of  the  New 
York  Medical  College  and  subsequently  joined 
its  faculty  and  staff. 

Some  major  implications  of  the  original  charter 
indicate  that  for  admission  and  graduation  a man 
had  to  be  apprenticed  to  an  authorized  physician 
for  three  years  after  reaching  the  age  of  sixteen 
and  had  to  complete  two  full  courses  of  all  lectures 
in  an  incorporated  medical  college;  the  last 
course  of  lectures  had  to  be  taken  at  the  New 
York  Medical  College.  No  admission  exam- 
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ination  was  required,  although  at  this  time 
Harvard,  for  example,  seems  to  have  required  a 
knowledge  of  Latin  and  physics.  In  reading  the 
minutes  of  the  meetings  of  the  board  of  trustees 
of  the  college,  it  is  interesting  to  note  that  the 
faculty  soon  began  to  complain  about  students 
sent  by  certain  preceptors.  Apparently  some 
apprentices  received  little  instruction,  and  it 
was  bluntly  stated  that  some  practitioners 
exploited  the  apprentices  merely  for  ostentation. 

The  early  charters  reveal  that  the  faculty 
had  to  consist  of  six  members,  but  the  rosters 
usually  contained  more.  The  preclinical  and 
clinical  disciplines  were  equally  represented. 
Anatomy,  physiology,  chemistiy,  and  materia 
medica  exemplify  the  first,  surgery,  medicine,  and 
obstetrics  the  second.  The  name  of  the  janitor 
was  invariably  added  at  the  end  of  the  faculty 
roster  so  that  one  may  presume  that  he  repre- 
sented a counterpart  of  the  indispensable  “diener” 
of  European  universities. 

Among  the  founders  of  the  college,  the  present 
speaker  recognizes  only  one  name,  Cjtus  Field, 
who  was  responsible  for  laying  the  first  Atlantic 
cable.  One  of  the  first  presidents  of  the  board 
of  trustees  after  incorporation  was  the  poet 
William  Cullen  Bryant,  who  remained  active 
until  1872. 

Class  schedules  of  the  first  years  are  not  avail- 
able, but  in  the  earliest  announcements  repeated 
reference  is  made  to  the  right  of  enrolled  students 
to  “walk  the  wards  of  Bellevue  Hospital  and  the 
great  charities  on  Blackwell’s  and  Randell’s 
Island.”  The  extent  to  which  Bellevue  Hospital 
was  actually  utilized  is  unknown  but  probably 
was  little  used,  if  at  all.  On  the  other  hand, 
some  use  was  made  of  the  hospital  on  Ward’s 
Island,  and  Metropolitan  Hospital  on  Black- 
well’s Island  (now  Welfare  Island)  has  been  one 
of  the  main  teaching  units  of  the  college  for  more 
than  seventy-five  years.  Apparently  three  half- 
days were  available  each  week  for  clinics  at  the 
hospitals. 

Another  requirement  for  a diploma  was  a 
thesis  which  had  to  be  in  the  “candidate’s  own 
handwriting,”  and  this  thesis  had  to  be  success- 
fully defended  before  the  faculty.  If  the  thesis 
was  rejected,  all  fees  which  the  candidate  had 
paid  were  refunded,  or  the  candidate  was  allowed 
to  submit  a new  work.  The  rule  must  have  been 
enforced  since  only  27  of  59  matriculants  of  1860 
obtained  a degree  in  1861.  Successful  candi- 
dates were  recommended  to  a council  and  then 


to  the  county  society.  A vital  point  in  our 
history  is  that  the  New  York  State  Board  of 
Regents,  although  established  in  1794  and 
authorized  to  inspect  medical  colleges,  did  not 
assume  responsibility  for  licensure  until  the  end 
of  the  nineteenth  century.  This  vested  right  of 
the  county  medical  society  was,  as  we  shall  see,  a 
major  factor  in  the  genesis  of  the  college. 

The  subjects  of  the  theses,  to  which  reference 
lias  just  been  made,  varied  greatly  from  medicine 
to  philosophy.  The  former  can  be  exemplified 
by  one  on  “Stricture  of  the  Urethra”  and  the 
latter  by  one  “Health.”  I noted  one  on  “Chem- 
ical Changes  in  the  Urine”  by  a graduate  of 
1864.  This  successful  candidate  was  perhaps 
the  finest  scholar  who  ever  graduated  from  the 
college  in  which  he  subsequently  taught.  Later, 
as  a chemist,  he  discovered  saccharine  and  still 
later  became  president  of  Johns  Hopkins  Uni-  L 
versity.  I refer  to  Ira  Remsen. 

In  the  early  days  subject  matter  was  fre- 
quently reassigned.  Thus,  pediatrics  was  taught 
in  conjunction  with  obstetrics  and  gynecology 
and  later  with  medicine  until  it  finally  became  a 
separate  department. 

One  year  after  the  college  was  established, 
medical  jurisprudence  was  introduced  into  the 
curriculum,  and  by  1866  a Professorship  of 
Special  Pathology  was  created;  in  the  same 
year  teaching  in  gross  and  microscopic  anatomy 
was  separated  into  anatomy  and  histology  as 
we  know  them.  Physiology  seems  to  have 
been  shunted  from  one  department  to  another. 
By  1868  a course  in  “Psychological  Disease” 
was  offered.  In  this  year  each  professor  was 
given  an  adjunct,  by  which  means  the  size  of  the 
faculty  was  doubled. 

The  college  catalogs  before  1869  do  not  contain 
a detailed  description  of  the  courses,  but  it  is 
obvious  that  surgery  consisted  of  lectures,  the 
observation  of  operations,  and  their  performance  : 
on  cadavers.  After  receiving  lectures  with 
special  emphasis  on  manipulations  and  the  use 
of  instruments,  students  were  assigned  to  ob-  ; 
stetric  deliveries  in  the  home.  Materia  medica 
was  an  important  course,  and  dings  were  pre-  j 
sented  with  particular  reference  to  their  botanic 
arrangement  and  action.  The  announcement  of 
the  course  in  psychologic  medicine  emphasizes 
that  mental  disturbances  merely  reflect  somatic 
disorders,  an  interesting  thought  in  connection 
with  psj'chosomatic  diseases.  The  course  in 
“Institutes  and  Practice  of  Medicine”  embraced  | 
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pathology  as  well  as  diagnosis  and  differential 
diagnosis.  Anatomy  was  gross,  microscopic, 
regional,  descriptive,  and  practical.  Embry- 
ology was  presented  as  a part  of  physiology  so 
that  the  development  and  function  of  each 
organ  could  be  taught. 

In  a class  schedule  of  1870,  I find  most  classes 
lasted  one  hour,  although  three  half-days  were 
available  for  clinics.  The  cost  of  tuition  was 
$100  per  annum  if  paid  in  advance  and  was 
refunded  if  the  candidate  failed.  Twelve  groups 
of  textbooks  were  recommended,  and  they  in- 
cluded Virchow’s  Cellular  Pathology.  Time  was 
allotted  for  animal  experiments  in  physiology. 
If  the  curriculum  sketched  seems  to  be  very 
fragmentary,  at  least  each  course  of  lectures 
lasted  a month  longer  than  those  presented  at 
Harvard  at  the  same  time. 

The  year  1870  was  momentous  because  it 
witnessed  the  innovation  of  the  graded  course. 
Heretofore,  students  attending  medical  colleges 
sat  through  the  same  set  of  lectures  both  years. 
An  exception  was  provided  by  the  Chicago 
Medical  College  which  introduced  but  did  not 
enforce  the  novelty  of  a graded  course  in  1859. 
Apparently  this  subject  was  in  the  foreground  of 
medical  education  at  the  time.  At  least  it  is 
mentioned  in  the  minutes  of  the  trustees’  meet- 
ings in  1870  and  was  carried  out  at  the  college 
in  1871,  simultaneously  with  its  introduction  at 
Harvard. 

By  1872  the  earlier  recommendation  to  extend 
the  medical  course  to  three  years  became  an 
actuality.  The  classes  were  now  junior,  inter- 
mediate, and  senior,  and  the  division  of  pre- 
clinical  and  clinical  became  more  obvious.  In 
the  first  year  were  taught  anatomy,  physiology, 
and  chemistry.  In  the  second  year  surgery, 
practice  of  medicine,  materia  medica,  and  med- 
ical chemistry  were  presented,  but  much  time 
was  devoted  to  a review  of  the  first  year. 
In  the  third  year  medicine  and  therapeutics, 
obstetrics,  and  surgery  were  offered,  but  now 
for  the  first  time  electives  were  offered  and 
included  comparative  anatomy,  pathologic  anat- 
omy, anatomic  drawing,  vegetable  physiology, 
botany,  and  the  like.  Although  this  third  year 
was  available  and  utilized,  it  was  not  compulsory. 
On  the  other  hand,  it  is  certain  that  the  three- 
year  course  was  obligatory  by  1878,  and  some 
assert  the  college  was  the  first  to  insist  on  it. 
It  was  not  until  1894  that  the  four-year  course 
became  obligatory,  a practice  in  which  the 


college  had  been  anticipated,  at  least  by  two 
years,  by  Harvard. 

At  all  events  in  1872  a clinical  school  became 
available,  and  here  diseases  of  the  nasal  cavities, 
throat,  lungs,  and  heart  were  taught  in  the 
third  year.  The  lectures  at  the  New  York 
Ophthalmic  Hospital  were  available  without 
payment  of  fee,  and  a diploma  could  be  ob- 
tained from  the  hospital  by  manifesting  an 
ability  to  pass  the  examinations. 

In  1873  special  lectures  were  given  for  the 
first  time  in  diseases  of  the  skin,  in  venereal 
diseases,  children’s  diseases,  and  on  sanitary 
science. 

An  important  forward  step  was  taken  in 
1885  when  prospective  students  were  required 
to  present  a diploma  of  graduation  from  a col- 
lege, high  school,  or  a first  grade  teacher’s  cer- 
tificate. Otherwise  they  were  required  to  pass 
entrance  examinations. 

Through  the  generosity  of  John  D.  Rocke- 
feller, Sr.,  David  Dows,  and  other  subscribers, 
land  was  purchased  on  Avenue  A between  63rd 
and  64th  Streets  for  the  erection  of  a new  college 
building,  and  in  1888  Mr.  Roswell  P.  Flower, 
trustee  and  treasurer  of  the  college  and  later 
Governor  of  New  York  State,  provided  the  funds 
for  a surgical  hospital  building.  When  the 
charter  was  subsequently  amended,  the  name 
“Flower  Hospital”  was  added  to  the  title. 

This  seems  to  be  a proper  place  to  trace  the 
origin  of  the  name,  the  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals. 
Originally  it  was,  as  some  may  recall,  a homeo- 
pathic college,  which  taught  homeopathy  in 
addition  to  “regular  medicine.” 

In  1813  a law  was  passed  in  New  York  State 
which  gave  licensing  power  to  practice  medicine 
to  the  county  societies.  Through  their  proper 
representatives,  these  societies  examined  all 
candidates  for  licenses  and  granted  licenses  to 
those  considered  qualified. 

Homeopathy  had  been  introduced  into  the 
United  States  in  1825,  and  by  1834  enough 
physicians  in  New  York  City  had  become  suffi- 
ciently interested  in  it  to  establish  a special 
society.  Apparently  students  trained  under 
their  auspices  and  in  an  “academy”  which 
developed,  encountered,  or  seemed  to  meet  with 
obstacles  in  obtaining  licenses.  As  a result  the 
society  sought  and  obtained  incorporation  in 
1857.  When  the  college  started  in  1860,  it  was 
named  the  Homoeopathic  Medical  College  of  the 
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State  of  New  York,  and  students  fulfilling  its 
requirements  were  recommended  to  a council 
and  then  to  the  new  county  society  for  licensure.* 
Subsequently  the  name  of  the  college  was  changed 
to  the  New  York  Homoeopathic  Medical  College 
(1869),  and  in  1907  the  words  “and  Flower 
Hospital”  were  added. 

The  third  part  of  the  name  is  the  Fifth  Avenue 
Hospital.  This  hospital  was  the  outgrowth  of 
two  institutions,  developed  largely  by  graduates 
of  the  college,  the  Hahnemann  Hospital  and  the 
Laura  Franklin  Delano  Hospital  for  Children. 
When  these  institutions  closed,  their  assets 
were  transferred  to  the  new  Fifth  Avenue  Hos- 
pital, which  was  completed  in  1922.  In  1935 
the  college  was  asked  to  take  over  the  Fifth 
Avenue  Hospital.  This  was  followed  in  1938  by 
a formal  merger  with  the  present  corporate 
title:  The  New  York  Medical  College,  Flower 
and  Fifth  Avenue  Hospitals.!  Since  home- 
opathy was  no  longer  taught,  the  word  was 
omitted  from  the  new  name. 

Late  last  year  a new  term  was  introduced  in 
connection  with  the  college:  the  New  York 
Medical  College-Metropolitan  Hospital  Center. 
Included  in  this  are  the  new  Metropolitan  Hos- 
pital at  Second  Avenue  and  97th  Street  in  Man- 
hattan and  the  Bird  S.  Coler  Memorial  Hospital 
and  Home  on  Welfare  Island;  together  with  the 
college  this  provides  about  4,000  beds  for 
undergraduate  instruction,  as  well  as  the  re- 
sponsibility for  patient  care  on  a medical  school 
level. 

The  present  speaker  came  to  the  college  about 
thirty  years  ago  to  improve  the  clinical  clerkship 
program.  At  that  time  the  curriculum  con- 
tained nearly  5,000  hours  in  comparison  to 


* The  society  received  permission  to  grant  licenses  April  13, 
1857.  The  last  one  granted  by  them,  as  far  as  I can  deter- 
mine, was  in  1881.  In  1890  the  State  Board  of  Medical 
Examiners  was  formed  by  law.  The  questions  asked  in  the 
basic  sciences  were  the  same  for  all  schools,  but  separate  ex- 
aminations were  given  in  the  practice  of  medicine  and  ma- 
teria medica  by  each  school  of  practice,  including  the  eclectic. 
In  1907  the  Medical  Practice  Act  was  amended  and  a single 
board  formed  whereby  the  examination  in  materia  medica 
and  therapeutics  was  eliminated. 

t Although  the  new  name  was  cumbersome,  it  seemed  ad- 
visable in  respect  to  endowments  not  to  create  double 
jeopardy  by  dropping  “homeopathic”  from  the  title  and  at 
the  same  time  fail  to  include  the  newly  acquired  Fifth  Avenue 
Hospital.  The  word  “Flower”  had  become  an  integral  part 
of  the  tradition,  and  graduates  frequently  stated  they  had 
graduated  from  Flower  Medical  College. 

From  a factual  standpoint  the  number  of  hours  devoted 
to  the  presentation  of  homeopathy  numbered  only  32  in  a 
curriculum  of  4,000  hours  by  the  middle  of  the  1930’s.  To 
have  retained  the  old  name  would  have  implied  the  presenta- 
tion of  subject  matter  which  had  been,  for  practical  purposes, 
discontinued  several  years  earlier. 


5,100  at  the  turn  of  the  century.  By  1940  the 
hours  had  been  reduced  to  3,800,  and  somewhat 
later,  under  the  present  administration,  two 
major  innovations  were  introduced  which  may 
not  be  known  to  many,  but  both  have  excited 
considerable  interest. 

The  third  year  at  the  college,  as  in  many  other 
medical  colleges,  is  a clinical  clerkship.  The 
student  spends  most  of  his  time  on  the  wards 
of  the  major  services  and  in  the  outpatient 
divisions  of  various  medical  and  surgical  special- 
ties. Lectures  are  reduced  to  a minimum,  that 
is,  to  those  subjects  which  can  be  presented 
better  by  didactic  or  audiovisual  instruction  than 
at  the  bedside  (for  example,  medical  jurispru- 
dence). The  innovation,  however,  was  an 
orientation  course  for  six  weeks,  beginning 
immediately  after  the  close  of  the  sophomore 
year.  During  this  period  the  potential  clinical 
clerk  is  drilled  in  history  taking,  physical  exam- 
inations, and  simple  procedures  like  venipunc- 
ture and  has  the  opportunity  to  participate  in 
most  of  the  technical  procedures  required  on  the 
ward.  Students  apply  the  electrocardiographic 
leads  on  each  other  or  record  tracings  on  patients, 
observe  and  do  basal  metabolic  determinations, 
and  use  the  oscillometer,  head  mirrors,  the 
ophthalmoscope,  and  a host  of  other  aids.  The 
program  makes  it  possible  for  a third-year 
clinical  clerk  to  wTalk  on  a ward  or  into  the  dis- 
pensary intelligently  and  to  be  better  prepared  by 
virtue  of  his  orientation  period. 

In  the  fourth  year  the  students  are  in  resi- 
dence. The  fourth-year  students  live  in  the 
institutions  to  which  they  are  assigned  and 
perform  every  function  of  a junior  intern  under 
direct  supervision  of  a resident  or  staff  member, 
except  the  actual  waiting  of  orders  for  diagnostic 
or  therapeutic  procedures.  They  are  on  twenty- 
four-hour  call  and  can  follow  the  patient  from 
admission  to  discharge.  Since  the  program  wras 
recently  presented  in  detail  in  Chicago,  I shall 
omit  the  details  at  this  time. 

About  fifteen  years  ago,  when  this  program  wras 
planned,  it  was  obvious  that  it  wTould  require  a 
very  large  clinical  staff  to  supervise  the  activi- 
ties of  the  clinical  clerks  and  students  in  resi- 
dence without  neglecting  patient  care.  More- 
over, a vast  amount  of  clinical  material  wrould 
have  to  be  available.  Consequently,  affilia- 
tions were  established  with  several  municipal 
hospitals.  These  included,  for  example,  the 
New  York  City  Hospital,  Morrisania  Hospital, 
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he  i Queens  General  Hospital,  and  others.*  This 
at ; may  serve  to  explain  why  our  faculty  is  larger 
ro  i than  that  of  most  medical  schools- — for  example, 
iy  j the  Department  of  Medicine  alone  has  well  in 
id  excess  of  300  members — although  our  student 
body  is  exceeded  by  15  other  colleges, 
er  Reference  to  this  subject  has  been  made  with 
ie  two  purposes  in  mind.  First,  the  medical  schools 
]s  of  New  York  City  have  provided  a stimulus  to 
it  j large  numbers  of  physicians  whose  academic 
affiliations  and  student  contacts  made  continued 


it 


* It  is  interesting  to  note  in  this  connection  that  two  of  the 
hospitals,  the  Otisville  Municipal  Sanatorium  and  Seton 
Hospital,  both  devoted  to  the  care  of  patients  with  tubercu- 
losis, have  since  closed  because  of  the  enormous  progress  in 
the  management  of  this  disease. 


e 

j 


study  and  research  compulsory.  Second,  at- 
tention is  drawn  to  the  great  contributions  made 
by  the  medical  colleges  to  the  care  of  the  city 
poor.  Thus,  in  one  of  our  outpatient  facilities 
1,800  to  2,200  charity  patients  daily  receive  med- 
ical attention;  the  patient  load  in  some  facilities 
of  the  other  medical  colleges  is  probably  equally 
heavy. 

Time  does  not  permit  any  discussion  of  devel- 
opments in  graduate  and  postgraduate  educa- 
tion, in  research,  in  the  evolution  of  individual 
departments  such  as  anesthesiology,  and  a 
host  of  other  interesting  subjects.  However, 
sufficient  may  have  been  said  to  reflect  some 
developments  in  medical  education  in  New  York 
City,  employing  a single  college  as  an  example. 


e 
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Cornell  University  Medical  College 

PAUL  REZNIKOFF,  M.D.,  NEW  YORK  CITY* 


/Cornell  University  Medical  College  was 
founded  in  1898  by  a group  of  physicians 
who  left  New  York  University  and,  with  the 
financial  help  of  Colonel  Oliver  Hazard  Payne, 
organized  the  new  school.  While  factually 
correct,  the  above  statement  gives  no  indication 
of  the  actual  condition  which  led  to  the  establish- 
ment of  the  new  medical  college.  Who  were 
these  men?  Why  did  they  break  away  from 
New  York  University?  Why  did  Colonel  Payne 
give  the  new  medical  school  one  of  the  largest 
contributions  ever  made  for  such  a purpose  up 

to  that  tune? 



Presented  at  the  150th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New 
York  City,  Session  on  History  of  Medicine,  May  8, 
1956. 

*From  the  Department  of  Medicine,  New  York 
Hospital-Cornell  University  Medical  College. 


The  story  of  the  schism  between  the  future 
Cornell  University  Medical  College  faculty  and 
Chancellor  MacCracken  of  New  York  Univer- 
sity was  described  graphically  in  the  New  York 
Herald  of  September  11,  1898.  Apparently  the 
faculty  of  the  school  turned  over  its  assets, 
including  $150,000  given  by  Colonel  Payne,  to 
New  York  University.  A gentlemen’s  agree- 
ment was  made  by  which  the  faculty  was  per- 
mitted to  manage  the  professional  activities  of 
the  school  including  appointments  and  fees. 
The  Chancellor,  according  to  the  faculty,  dis- 
regarded this  agreement,  and  as  a result  several 
members  of  the  council  of  the  university  re- 
signed, including  Colonel  Payne.  This  group 
took  the  matter  to  court,  and  finally  the  property 
and  assets  in  question  were  turned  back  to  the 
medical  faculty. 

The  leading  spirits  in  this  new  venture  were 
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Dr.  William  M.  Polk,  who  was  Professor  of 
Gynecology  and  Obstetrics  and  was  to  be  the 
dean,  and  Dr.  Lewis  A.  Stimson,  Professor  of 
Surgery.  Dr.  Polk  was  a veteran  of  the  Con- 
federate Army  who  combined  the  charm  of  a 
gentleman  from  the  Old  South  and  a forceful 
personality  which  made  him  an  effective  ad- 
ministrator. Dr.  Stimson  fought  on  the  Union 
side  during  the  Civil  War  and  was  a classmate  of 
Colonel  Pape  at  Yale.  He  was  one  of  the 
leading  authorities  on  fractures  and,  in  addition, 
was  known  to  be  an  expert  mathematician. 
Both  men  came  from  prominent  families.  Polk’s 
father  was  the  famous  “Fighting  Bishop”  and  a 
major  general  of  the  southern  army,  and  Dr. 
Stimson’s  son  was  to  be  one  of  our  best  known 
Secretaries  of  State  and  later  of  War. 

Colonel  Payne  was  attracted  to  medical 
education  because  he  had  been  a patient  of 
Dr.  Hern-)'  P.  Loomis  and  a classmate  of  Dr. 
Stimson.  He  was  extremely  modest  and  tried 
to  remain  anonymous  with  respect  to  his  con- 
tributions. When  the  new  school  was  contem- 
plated, he  gave  $1,500,000  for  a building  and 
equipment.  This  building  was  located  on  First 
Avenue  between  27th  and  28th  Streets  opposite 
Bellevue  Hospital  and  was  designed  by  Mr. 
Stanford  White,  of  McKim,  Mead  and  White, 
probably  the  foremost  architect  of  his  time. 
The  building,  which  opened  its  doors  in  1900, 
was  the  home  of  Cornell  University  Medical 
College  in  Xew  York  City  for  thirty-two  years 
and  was  used  for  medical  education  by  the  Xew 
York  University  Medical  School  from  1932 
until  its  new  building  was  erected  in  1954. 

This  was  not  the  first  time  that  Cornell  Uni- 
versity had  considered  establishing  a medical 
college.  In  1866  a group  of  physicians  from 
Xew  York  City  proposed  the  organization  of  a 
medical  department  to  be  located  in  Xew  York 
City.  These  men  were  homeopathic  practi- 
tioners, but  it  was  understood  that  there  was 
no  objection  to  the  appointment  of  allopathic 
or  eclectic  physicians  to  the  instructing  staff. 
Although  man}-  conferences  were  held,  the 
plan  never  matured. 

In  1873  another  attempt  was  made  by  these 
physicians  to  start  a medical  school,  but  the 
distance  between  Ithaca  and  Xew  York  City  was 
considered  too  great  to  permit  adequate  admin- 
istration of  such  a division  of  the  university. 
This  might  be  remembered  as  an  illustration  of 
our  improved  communications  twenty-five  years 


later.  A third  effort  to  establish  a medical 
department  of  the  university  was  made  in  1887  by 
a group  interested  in  the  Graduate  School  of 
Medicine,  New  York  City. 

In  1892  a committee  of  the  board  of  trustees 
considered  the  advisability  of  incorporating  the 
Bellevue  Medical  College  as  a part  of  the  uni- 
versity, but  no  final  agreement  was  reached. 

Cornell  University  did  have  a medical  pre- 
paratory course  under  Professor  Burt  Wilder. 
The  trustees  thought  that  a medical  college 
might  grow  from  this  department,  but  it  was 
considered  desirable  to  establish  such  a division 
in  Ithaca. 

In  1898  the  offer  of  the  group  which  left  New 
York  University  to  organize  a medical  school  as  a 
part  of  Cornell  University  was  accepted  by  the 
board  of  trustees,  and  the  new  college  was 
officially  established  on  April  14,  1898.  In  ad- 
dition to  the  faculty  members,  185  students  left 
the  New  York  University  Medical  School  to 
enter  the  new  college  and  were  joined  by  30 
others.  Instruction  was  started  in  the  Loomis 
Laboratory  on  26th  Street  and  in  a building  on 
the  grounds  of  Bellevue  Hospital. 

At  the  opening  exercise  of  the  new  college, 
President  Jacob  Gould  Schurman  told  of  Colonel 
Payne’s  reason  for  his  contribution.  “I  suppose,” 
the  Colonel  told  the  president,  “we  all  want  to 
do  some  good  in  the  world,  and  I should  like  to 
do  something  by  improving  the  education  of 
that  profession  which  cares  for  the  fives  of  men, 
heals  their  wounds,  and  alleviates  their  suffer- 
ings.” President  Schurman  emphasized  the  im- 
portance of  a thorough  grounding  in  funda- 
mental science  and  a liberal  education  as  a prep- 
aration for  a medical  career  and  predicted  that 
the  future  Cornell  medical  student  would  have 
both  an  A.B.  and  M.D.  degree  before  he  be- 
came a physician.  He  made  it  clear  that  a 
college,  while  needing  financial  aid,  was  made 
up  primarily  of  a competent  faculty  and  that 
“the  success  of  any  institution  is  to  be  found 
in  the  men  who  are  its  active  soul.” 

Dean  William  Polk  also  spoke  at  this  opening 
exercise,  and  he  stated  that  the  purpose  of  the 
school  was  to  teach  clinical  medicine  on  the 
broad  basis  of  laboratory  instruction.  He  in- 
dicated that  the  new  school  would  attempt  to 
de-emphasize  didactic  instruction  and  try  to 
teach  small  sections  of  students  so  that  they 
would  be  in  closer  contact  with  the  patient,  and 
the  “object  would  be  less  the  display  of  Iris 
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(the  professor’s)  learning  than  the  eliciting  of  the 
student’s  knowledge,  with  a view  to  its  cor- 
rection and  enlargement.”  Today  we  take  for 
granted  this  method  of  education,  but  at  the 
time  when  Dean  Polk  spoke,  such  departure  from 
’ lecturing  and  what  we  call  “spoon-feeding”  was 
revolutionary. 

Another  unusual  feature  of  the  school,  at  least 
as  far  as  medical  education  in  our  country  was 
j concerned,  was  in  keeping  with  the  university’s 
policy  of  admitting  women  on  an  equal  footing 
with  men.  At  first  women  were  obliged  to  take 
the  first  two  years  of  the  course  at  Ithaca.  Men 
could  elect  this.  Later  the  Ithaca  division 
| comprised  a one-year  course;  finally  the  Ithaca 
division  was  abolished,  and  all  the  work  for  men 
and  women  was  taken  in  New  York  City.  The 
entering  class  of  1937  was  the  last  one  which 
j could  take  work  upstate. 

It  is  of  interest  to  note  in  the  first  announce- 
; ment  of  the  College  (1898-1899)  that  although 
the  admission  requirements  were  good  moral 
; character  and  conformity  to  the  rules  and  regu- 
lations of  the  New  York  State  Board  of  Regents, 
the  following  statement  appears:  “While  it  is 
not  necessary,  it  is  highly  advantageous  that 
students  entering  upon  the  study  of  medicine 
should  have  had  a college  or  university  training 
in  the  liberal  arts  and  sciences.”  And,  in  fact, 
arrangements  were  made  so  that  students  in  the 
academic  department  at  Cornell  University 
might  elect  certain  studies  in  the  Medical  College, 
thereby  materially  shortening  the  time  required 
for  obtaining  a combined  A.B.  and  M.D.  degree. 

Another  interesting  feature  of  the  new  school 
was  that  three  full  .years  of  study  were  required 
of  students  entering  in  1898  to  complete  the 
course  leading  to  an  M.D.  degree,  but  after 
that  year  four  years  of  work  were  necessary. 

The  tuition  fee  was  $150,  registration  fee 
$5.00,  and  laboratory  fees  were  listed  as  $40 
for  the  first,  $30  for  the  second,  $20  for  the  third, 
j and  $15  for  the  fourth  year.  The  graduation 
fee  was  $30.  A summer  course  was  given  in 
1899  for  which  the  student  paid  $5.00  for 
j registration  (not  required  of  Cornell  students) 
and  $40  for  the  course — -“including  quizzes.”  It 
is  interesting  to  compare  these  fees  with  those 
of  today,  keeping  in  mind  of  course  the  general 
living  costs  at  that  time. 

At  the  opening  ceremony  of  the  new  school 
' building  in  1900  the  principal  speakers  were 
i Theodore  Roosevelt,  Governor  of  New  York 


State,  and  Seth  Low,  president  of  Columbia 
University.  The  Governor  spoke  at  length  of 
Colonel  Payne’s  generosity  and  held  him  up  as 
an  example  to  the  wealthy  citizens.  This  un- 
doubtedly embarrassed  the  modest  benefactor 
of  the  school  and  probably  indicated  how  the 
future  “wielder  of  the  big  stick”  felt  about 
“malefactors  of  great  wealth”  who  did  not  use 
their  riches  for  public  welfare. 

The  year  following  the  opening  of  the  school 
Dr.  James  Ewing  was  appointed  Professor  of 
Pathology,  and  a few  years  later  Dr.  Graham 
Lusk  was  made  Professor  of  Physiology.  These 
two  men  exerted  considerable  influence  on  the 
educational  policies  of  the  medical  college  and  on 
the  student  body  and  younger  faculty  members. 

On  November  15,  1907,  the  faculty  finally 
decided  that  President  Schurman’s  hopes  when 
the  college  was  started  should  be  realized.  De- 
spite fears  for  the  future  income  from  a reduced 
student  body,  it  was  voted  unanimously  that  the 
entering  class  of  1908  should  be  made  up  of  (1) 
graduates  of  an  approved  college,  (2)  appli- 
cants who  could  give  evidence  by  examination 
of  an  equivalent  education,  or  (3)  students  of 
approved  colleges  who  would  be  permitted  to 
take  their  first  year  in  medical  school  instead  of 
their  senior  year  at  college  and  would  be  granted 
a bachelor’s  degree  by  their  colleges  on  satis- 
factory completion  of  their  first  year  in  medical 
school.  Colonel  Payne  assured  the  faculty 
that  he  would  support  any  decision  which  was 
for  the  best  interests  of  medical  education,  no 
matter  how  small  the  student  body  might  be. 

The  entering  class  of  1908  numbered  only  ten, 
both  in  New  York  City  and  Ithaca.  The  fol- 
lowing year  a total  of  24  students  were  admitted, 
and  each  succeeding  year  more  and  more  applied 
for  admission  until  in  1920  it  was  necessary  to 
limit  the  size  of  the  classes. 

The  importance  of  providing  adequate  clinical 
material  for  instruction  was  apparent  to  the 
faculty.  Most  of  the  instruction  in  the  hos- 
pitals was  carried  out  in  Bellevue  Hospital  from 
the  beginning  of  the  medical  school’s  existence, 
but  in  New  York  Hospital  the  use  of  the  wards 
for  teaching  depended  on  the  fact  that  some 
members  of  the  faculty  happened  to  be  on  the 
staff  of  the  hospital.  In  1913  through  Dr. 
Stimson’s  efforts  an  agreement  was  made  by 
the  school  and  the  New  York  Hospital  which 
provided  one  half  of  the  beds  for  instruction  of 
Cornell  Medical  students  and  permitted  the 
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university  to  nominate  the  medical  and  surgical 
staffs  of  this  half  of  the  hospital.  The  arrange- 
ment was  aided  by  the  pledge  of  four  million 
dollars  by  Colonel  Payne  and  two  million  dollars 
by  George  F.  Baker  so  that  the  two  institutions 
could  work  together.  This  affiliation  might  be 
considered  the  engagement  of  the  school  and 
hospital  which  was  to  result  in  their  marriage  in 
1927. 

The  Russell  Sage  Institute  of  Pathology  was 
associated  with  Cornell  in  1912.  At  first  located 
in  Bellevue  Hospital  and  later  moving  to  New 
York  Hospital,  it  has  been  the  outstanding  center 
for  the  study  of  metabolic  disorders.  Under  the 
direction  of  Graham  Lusk  and  then  under  his 
brilliant  students,  Eugene  F.  DuBois  and  David 
P.  Barr,  it  has  numbered  among  its  fellows  some 
of  the  most  important  investigators  in  the  fields 
of  nutrition,  respiratory  diseases,  and  endo- 
crinology. 

In  1914  through  the  leadership  of  Dr.  James 
Ewing  the  Memorial  Hospital  became  affiliated 
with  Cornell  University  Medical  College.  This 
provided  an  institution  for  the  study  of  neo- 
plastic diseases.  The  union  of  the  medical 
school  and  the  Memorial-Sloan  Kettering-James 
Ewing  Center  is  even  closer  today  since  the 
latter  institution  has  moved  to  its  present  loca- 
tion near  the  New  York  Hospital-Cornell  Med- 
ical Center. 

In  keeping  with  the  tradition  of  the  school  to 
experiment  in  medical  education  and  patient 
care,  the  clinic  of  Cornell  University  Medical 
College  was  reorganized  in  1921.  Dr.  Lewis 
Conner,  Professor  of  Medicine,  was  dissatisfied 
with  the  perfunctory  services  rendered  to  clinic 
patients,  especially  since  the  students  received 
their  first  introduction  to  clinical  medicine  in 
the  clinic.  Therefore,  a clinic  was  established 
where  patients  were  given  definite  appointments 
for  moderate  fees,  the  doctors  were  paid  for  their 
services,  their  work  was  supervised  by  senior 
physicians,  and  examinations  of  patients  were 
performed  as  carefully  as  in  the  best  private 
physicians’  offices.  This  gave  the  students  an 
opportunity  to  see  good  ambulatory  medicine 
practiced.  The  Cornell  Clinic,  housed  in  the 
medical  school,  W'as  made  possible  by  a grant 
from  the  Dispensary  Development  Committee 
of  the  United  Hospital  Fund.  Considerable 
credit  for  the  success  of  the  educational  features 
of  this  pioneer  project  was  due  to  the  untiring 
efforts  of  Dr.  Connie  Guion. 


Although  actually  a part  of  the  New  York 
Hospital  and  not  connected  with  Cornell,  the 
Vincent  Astor  Diagnostic  Service,  organized  by 
Dr.  Barr  and  made  possible  by  a gift  of  Captain 
Vincent  Astor,  affords  a similar  type  of  service 
in  the  present  New  York  Hospital.  Here  ex- 
cellent ambulatory  diagnostic  procedures  are 
available. 

As  an  example  of  Cornell’s  interest  in  educa- 
tional experimentation,  the  Comprehensive  Care 
and  Teaching  Program  might  be  cited.  The 
fourth-year  students  act  as  family  physicians  to  a 
selected  family  which  may  include  supervised 
home  calls.  The  object  of  such  instruction  is 
to  permit  the  student  to  learn  not  only  scientific 
medicine  as  applied  to  a sick  patient  in  the 
hospital  and  clinic,  but  also  to  understand  the 
patient’s  environment  and  to  consider  him  as  a 
human  being  with  all  his  socal  and  emotional 
problems. 

In  1927  the  New  York  Hospital-Cornell 
Medical  College  Association  was  formed,  bring- 
ing together  several  institutions  into  one  unit. 
Mr.  Payne  Whitney,  Colonel  Payne’s  nephew, 
and  the  General  Education  Board  provided  the 
principal  funds  for  the  establishment  of  the  new 
center.  In  1932  the  new  buildings  were  opened. 
Here  in  one  area,  from  68th  to  71st  Streets  and 
from  York  Avenue  to  the  East  River,  were 
grouped  the  New  York  Hospital,  Cornell  Uni- 
versity Medical  College,  the  Payne- Whitney  Psy- 
chiatric Clinic,  and  the  Lying-In  Hospital,  the  in- 
corporation of  which  was  made  possible  by  gifts 
of  two  million  dollars  from  John  D.  Rockefeller, 
Jr.,  two  million  dollars  from  Mr.  J.  Pierpont 
Morgan,  Jr.,  and  one  million  dollars  each  from  Mr. 
George  F.  Baker,  Sr.,  and  Mr.  George  F.  Baker, 
Jr.  The  old  Nursery  and  Child  Hospital  became 
part  of  the  Pediatric  Pavilion.  The  Kips 
Bay-Yorkville  Health  Center  on  69th  Street  is 
the  chief  location  of  the  Department  of  Public 
Health  and  Preventive  Medicine.  In  1955  the 
Hospital  for  Special  Surgery  moved  to  70th 
Street  and  became  affiliated  with  the  center. 

The  students  of  Cornell  University  Medical 
College  now  had  beautiful  buildings  for  their 
education,  but  their  living  conditions  were  very 
poor.  It  was,  therefore,  a great  day  when  the 
F.  W.  Olin  Hall  was  opened  in  1954  on  the  north- 
west corner  of  69th  Street  and  York  Avenue  as  a 
residence  for  the  students.  This  commodious 
structure  was  made  possible  by  a generous  gift 
from  the  Olin  Foundation  through  the  efforts 
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of  the  then  dean,  Dr.  Joseph  C.  Hinsey,  who  is 
now  director  of  the  New  York  Hospital-Cornell 
Medical  Center. 

As  one  reviews  the  history  of  Cornell  Uni- 
versity Medical  College,  it  is  apparent  that 
from  its  very  foundation  and  throughout  its 
history  new  methods  of  instruction  and  of  pa- 
tient care  have  been  constantly  in  the  minds 
of  the  faculty.  Some  of  the  most  striking  ad- 
vances in  medical  education  have  been  carried 
out  by  its  alumni  in  other  institutions  who 


received  their  inspiration  from  their  Alma  Mater. 
There  has  been  a venturesome  tradition  which 
has  replaced  the  “ivory-tower”  policy,  and  work 
has  been  done  in  far-flung  laboratories — in 
Mexico,  the  Navajo  Reservation,  many  states, 
and  indeed  in  many  other  foreign  countries. 

Cornell  University  Medical  College  has  a 
proud  heritage  in  education,  patient  care,  and 
research.  However,  it  is  looking  forward  to 
continued  advances  in  each  of  these  spheres — - 
Tradition  on  the  March. 


Sesquicentennial  Convention  Announcement 

The  Medical  Society  of  the  State  of  New  York  has  again  arranged  for  the 
services  of  the  Languild  Convention  Service  during  the  Sesquicentennial  Meet- 
ing, February  18  to  21,  at  the  Hotel  Statler,  New  York  City.  This  service  is 
available  without  cost  to  our  members  beginning  now  and  continuing  through 
the  first  three  days  of  the  meeting,  February  18,  19,  and  20,  when  representa- 
tives of  Languild  will  be  on  hand  near  the  registration  desk  on  the  mezzanine. 

The  services  offered  are: 

Tickets — Information  about  Broadway  shows,  concerts,  radio  and  television 
programs,  movies,  sporting  events — and  will  help  you  secure  tickets.  If  you 
wish  to  make  reservations  in  advance,  write  the  Languild  Convention  Service 
indicating  that  you  are  planning  to  attend  the  February  18  to  21  Sesquicen- 
tennial meeting. 

Night  Clubs— Advice  as  to  atmosphere,  floor  shows,  dancing,  cover  and 
minimum  charges — reservations  made  for  you. 

Restaurants — Information  about  type  of  food,  atmosphere,  cost,  directions — 
and  make  arrangements  for  you. 

Transportation- — Assistance  in  making  train  and  plane  reservations. 

Shopping  Service — Advice  regarding  any  type  of  shopping — and  even  do  it 
for  you. 

Sightseeing — Arrange  for  trips  around  the  city,  the  United  Nations,  to  the 
Statue  of  Liberty,  to  Hyde  Park  and  West  Point. 

Places  and  Activities  of  Interest — Information  about  exhibits,  museums, 
galleries,  athletic  events,  etc. 

If  you  wish  to  make  arrangements,  you  may  write: 

Languild  Convention  Sebvice 
545  Fifth  Avenue 
New  York  17,  New  York 

Mention  that  you  are  a member  of  the  Medical  Society  of  the  State  of  New  York 
and  expect  to  attend  the  February  18  to  21  Sesquicentennial  meeting. 
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r I 'hf:  first  medical  libraries  of  the  State  were 
private  libraries  belonging  to  physicians, 
but  the  need  for  collections  of  medical  knowledge 
for  the  use  of  all  was  felt  even  before  the  Revo- 
lutionary War.  Writing  in  1769,  Peter  Middle- 
ton  recommended,  “to  those  Gentlemen  in  prac- 
tice whose  judgment  and  experience  in  the  dis- 
eases of  the  country  may  have  enabled  them  to 
undertake  the  task,  that  they  would  not  only 
study  and  improve  upon  the  observations  of 
those  who  have  gone  before  them,  but  also  col- 
lect others  for  their  own  use  and  for  the  benefit 
of  their  successors.” 

He  gave  several  reasons  for  this  step  being 
necessary7.  Many  changes  were  taking  place 
in  the  practice  of  medicine.  Many"  diseases  then 
existed  which  were  entirely  unknown  to  the  an- 
cients: “the  names  both  of  diseases  and  drugs 
by"  custom  are  differently"  applied ; improvements 
and  discoveries  are  daily  made ; medicines  in  the 
highest  reputation  at  one  time  are  laid  aside 
and  others  substituted  in  their  place,  and  the 
forms  and  manners  of  using  those  retained  are 
perpetually"  diversified.”  The  most  important 
reason  given  was  that  “our  climate,  way"  of  living, 
and  other  circumstances,  which  ought  always  to 
be  regarded  in  the  treatment  of  diseases  are  so 
very"  much  different  from  those  of  the  countries 
whence  the  most  useful  and  judicious  observa- 
tions are  transmitted  to  us,  that  the  young  prac- 
titioners of  this  continent  must  be  under  the 


* Librarian,  Library  of  the  Medical  Society  of 
the  County  of  Kings  and  Academy  of  Medicine  of 
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greatest  difficulties  to  accommodate  those  foreign 
observations.  . . Such  a collection  would  not 
only  tend  to  the  benefit  of  mankind  in  general, 
but  would  greatly"  redound  also  to  the  honor  of 
the  profession  in  America.” 

A large  part  of  the  medical  literature  of  that 
day  was  in  the  form  of  repositories  of  medical 
excerpts,  reprints,  reviews,  and  translations. 
Dr.  Middleton  undoubtedly  envisioned  a reposi- 
tory" of  this  ty"pe  for  his  proposed  collection  of 
medical  literature,  rather  than  a library.  This 
same  idea  was  emphasized  by"  the  founding  of  the 
first  American  medical  periodical,  the  Medical 
Repository,  which  was  published  in  New  York, 
the  first  issue  appearing  in  July,  1797.  In  a 
circular  dated  November  15,  1796,  the  editors 
listed  16  different  subjects  which  they"  expected 
to  cover  and  stated  that,  “It  will  be  obvious  to 
everyrone,  that  the  variety  of  subjects  compre- 
hended in  this  undertaking  will  put  it  in  the 
power  of  almost  every"  other  class  of  citizens, 
as  well  as  of  physicians,  usefully"  to  aid  in  its 
execution,  as  the  benefits  which  may"  result  from 
its  success  are  limited  to  no  description  of  men.” 
As  the  name  implies,  it  was  the  purpose  of  the 
editors  to  collect  medical  literature  and  make  it 
available  to  the  public.  They  probably"  little 
dreamed  that  one  hundred  and  sixty  yrears  later 
there  would  be  about  100  libraries  or  repositories 
of  medical  literature  in  New  York  State  alone. 
The  economic  factor  evidently  influenced  their 
decision  to  start  an  American  publication  of  this 
type  since  they  undoubtedly"  thought  it  would 
be  a paying  proposition  due  to  the  high  cost  of 
European  publications.  In  the  preface  to  the 
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first  issue,  the  editors  note  that,  "The  art  of 
1 bookmaking,  as  it  is  now  practiced  in  Europe, 

, and  especially  in  Great  Britain,  with  the  increas- 
ing necessity  for  books  and  the  increasing  charges 
j upon  them,  must  leave  men  of  moderate  fortunes 
in  absolute  despair  of  forming  any  considerable 
library  of  medical  works.  The  periodical  pub- 
lications alone  amount  to  an  expense  that  few 
are  able  to  bear.” 

The  Medical  Repository  did  not  “live  long  and 
happily  ever  after,”  although  it  went  through  23 
volumes  before  it  ceased  publication  in  1824. 
During  that  time  the  editors,  through  original 
articles,  book  reviews,  and  letters  to  the  editor, 
collected  the  best  in  medical  literature  of  that 
period,  both  from  America  and  abroad. 

While  some  were  thinking  in  terms  of  publish- 
ing medical  repositories,  others  evidently  were 
d thinking  of  public  medical  libraries  as  we  know 
t them  today.  The  earliest  public  medical  li- 
I,  : brary  in  New  York  was  connected  with  a medical 
i association;  it  goes  no  further  back  than  the  year 
1787  and  belonged  to  the  “Medical  Society”  as 
it  was  called.  This  collection  eventually  be- 
i came  a part  of  the  library  of  the  New  York  Hos- 
pital, which  is  generally  considered  the  first 
public  medical  library  to  be  organized  in  New 
York  State.  It  was  organized  on  the  recom- 
mendation of  the  Medical  Faculty  of  Columbia 
I College  and  Governors  of  the  Hospital  in  August, 
1796,  who  “appropriated  the  sum  of  five  hundred 
dollars  towards  the  purchase  of  a Medical  Library 
to  which  the  members  of  that  faculty  contributed 
books  from  their  private  libraries,  and  part  of 
their  fees  of  public  instruction.”  The  library 
was  further  augmented  by  the  purchase  of  the 
medical  library  of  Dr.  Romayne  in  1800  and  by 
the  accession  in  1805  of  the  “library  of  a private 
association  of  physicians  under  the  name  of  the 
Medical  Society  of  New  York,  who  gave  their 
books  on  condition  that  they  and  such  of  their 
sons  as  should  become  practitioners  of  medicine 
in  the  city  should  have  the  free  use  of  the  Hos- 
pital library.”  The  library  continued  to  grow 
steadily  and  at  one  time  was  reported  to  be  the 
largest  and  best  medical  library  in  the  country, 
but  the  financial  burden  of  its  maintenance  be- 
came so  heavy  that  in  1898  the  Governors  of 
the  Hospital  decided  to  give  the  collection  of 
23,000  volumes  to  the  New  York  Academy  of 
Medicine.  They  were  severely  criticized  for  this 
action  later  and  found  it  necessary  to  re-establish 
the  library. 
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This  was  the  beginning  of  medical  periodical 
literature  in  the  United  States  and  of  medical 
libraries  in  New  York  State.  The  two  efforts 
were  not  in  competition;  one  did  not  supplant  the 
other,  but  both  were  necessary  to  the  develop- 
ment of  each  other.  As  periodical  and  other 
literature  grew,  libraries  became  necessary  to 
preserve,  index,  and  house  the  ever-expanding 
literature,  of  which  a large  and  the  most  im- 
portant part  consists  of  periodical  publications. 

By  the  year  1850  about  seven  of  the  present 
existing  medical  libraries  had  been  organized. 
The  second  was  the  Westchester  Division  of  the 
New  York  Hospital,  which  was  started  in  1823, 
just  two  years  after  separation  from  its  parent 
when  it  became  the  Bloomingdale  Hospital. 
“The  governors  had  always  realized  the  usefulness 
of  a medical  library,  and  that  at  the  New  York 
Hospital  was  liberally  supported.  Access  to  this 
library  was,  however,  no  longer  easy  for  the  asy- 
lum physician,  and  the  governors  encouraged  the 
establishment  of  a separate  library  at  Blooming- 
dale.”  Once  a person  becomes  accustomed  to 
the  facilities  of  a library,  it  is  difficult  to  get 
along  without  such  services. 

The  next  two  medical  libraries  of  the  State 
were  founded  by  medical  schools:  one  in  1834 
by  the  Medical  Institution  of  Geneva  College, 
now  the  State  University  of  New  York  College 
of  Medicine  at  Syracuse,  and  the  other  by 
Albany  Medical  College. 

Medical  societies  were  rather  slow  in  starting 
more  libraries,  due  partly  to  their  other  activi- 
ties and  responsibilities.  The  Act  of  the  Legis- 
lature to  incorporate  medical  societies  conferred 
on  them  the  duty  of  regulating  the  practice  of 
medicine.  The  law  of  the  State  required  all 
practicing  physicians  and  surgeons  to  join  the 
society  in  the  county  in  which  they  resided. 
It  also  required  the  president  of  the  county  med- 
ical society  to  serve  personally  a notice  on  every 
physician  and  surgeon  residing  in  the  county 
who  was  not  a member  of  his  society,  directing 
him  to  apply  for  a certificate  of  membership 
entitling  him  to  practice  medicine.  Since  the 
standing  of  many  physicians  in  those  days  was 
open  to  question,  the  officers  and  members  of 
the  various  societies  had  sufficient  work  in  en- 
forcing the  law  of  the  State. 

Even  though  this  law  was  not  changed  until 
1858  and  the  various  societies  were  relieved  of  this 
responsibility,  the  Medical  Society  of  the  County 
of  Kings  found  time  to  start  a library  in  1844,  the 
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Proposal  of  the  Brooklyn  City  Library  Association  to  the  Kings  County  Medical  Society,  regard- 
ing the  establishment  of  a medical  library.  The  Medical  Society  agreed  to  take  five  shares  of  stock 

in  the  city  library;  184-4.  {From  the  Library  of  the  Medical  Society  of  the  County  of  Kings ) 
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fifth  one  to  be  founded  in  the  State.  The  com- 
mittee appointed  at  that  time  to  bring  the  library 
into  being  gave  several  reasons  why  a medical 
society  should  have  a medical  library:  “Believing 
this  to  be  among  the  most  important  questions 
ever  submitted  to  the  consideration  of  the 
Society,  they  deem  it  but  justice  to  all  parties  to 
state  at  some  length  a few  of  the  reasons  which  in 
their  honest  conviction  induced  them  to  concur 
in  the  strong  recommendation.”  The  chief  rea- 
sons given  were  that  a library  would  provide  a 
better  understanding  among  members  through 
social  contacts.  It  would  give  easy  access  to  all 
the  latest  advances  in  medicine  through  new 
books  and  medical  periodicals,  and  would  “elevate 
its  respectability  as  a body.”  It  would  be  es- 
pecially valuable  to  junior  members  “whose 
minute  libraries  are  often  limited,  from  the  painful 
but  necessary  economy  attendant  on  their  early 
struggles.” 

The  Library  of  the  New  York  Academy  of 
Medicine  was  founded  in  1847,  at  which  time 
Dr.  Isaac  Wood  presented  a copy  of  Paine’s 
Commentaries  in  three  volumes.  From  these 
original  three  volumes,  still  in  the  possession  of 
the  library,  it  has  become  the  largest  medical 
library  in  the  State  and  the  second  largest  in  the 
nation. 


After  the  founding  of  these  first  libraries,  there 
followed  a period  of  slow  growth  or  almost  non- 
existence for  some.  The  library  of  the  New  York 
Hospital  fared  the  best.  It  had  a fast  early 
growth,  its  collection  numbering  over  5,000 
volumes  in  1845;  by  1898,  when  it  was  given  to 
the  New  York  Academy  of  Medicine,  it  had  a 
total  of  23,000  volumes.  The  Library  of  the  New 
York  Academy  of  Medicine  did  not  grow  much 
for  the  first  thirty  years.  It  was  reported  that 
the  full  cost  of  moving  the  library  in  1858  was 
only  $3.50.  However,  in  1866  Dr.  Samuel  S. 
Purple  offered  to  donate  portions  of  his  medical 
library  to  the  Academy  when  it  had  a permanent 
home  and  contributed  $2,000  toward  a building; 
then  it  really  began  to  increase  in  size  and  has 
had  a steady  and  persistent  growth  since. 

The  Library  of  the  Medical  Society  of  the 
County  of  Kings  fared  even  worse,  for  the  report 
of  the  Library  Committee  for  1867  states  that 
“here  in  Brooklyn,  a city  of  over  three  hundred 
thousand  inhabitants,  the  medical  profession  has 
not  a library,  public  or  private,  that  is  worthy 
the  name.  There  is  probably  no  collection  of 
medical  books  in  the  city  where  a physician  may 


mm. 


The  first  home  owned  by  the  Medical  Society 
of  the  County  of  Kings;  1887-1898,  also  housing 
the  Medical  Library.  ( Photo  courtesy  of  the 
Library  of  the  Medical  Society  of  the  County  of  Kings ) 


make  an  exhaustive  study  of  any  single  subject 
or  specialty  in  the  whole  range  of  medical  science. 
It  is  a humiliating  fact  that  we,  belonging  to  a 
profession  that  claims  the  title  of  learned,  from 
whose  members  the  philosophers  of  the  world 
are  mostly  formed,  embracing  nearly  all  the  regu- 
lar practitioners  in  a large,  wealthy,  and  enlight- 
ened community,  are  destitute  even  to  poverty 
of  books  of  reference.  Our  condition,  therefore, 
is  sadly  inconsistent  with  our  pretension.” 

It  seems  that  the  scientific  meetings  of  the 
New  York  Academy  of  Medicine  continued  to 
be  well  attended  throughout  this  period,  pos- 
sibly because  the  members  were  more  interested 
in  that  phase  of  medicine.  The  members  of  the 
Medical  Society  of  the  County  of  Kings  were 
more  concerned  with  medical  ethics  and  medical 
economics.  The  bylaws  were  amended  from  time 
to  time;  the  fee  bill  was  revised,  and  all  the 
while  attendance  at  the  meetings  became  less 
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Rules  of  the  library  of  the  Kings  County  Medical  Society,  describing  the  duties  of  the  medical 
librarian.  (From  the  Library  of  the  Medical  Society  of  the  County  of  Kings) 


and  less.  It  appeared  that  the  whole  society 
was  “about  to  die  of  neglect,  and  a state  of 
anarchy  was  about  to  ensue,”  as  one  expressed 
it.  Meeting  after  meeting  there  were  not  enough 
members  present  to  conduct  business.  So  many 
meetings  adjourned  without  a quorum  that  the 
poetic-minded  secretary  evidently  tired  of  writing 
“no  quorum,  adjourned”  quoted: 

At  length  the  sun  was  out  of  sight, 

And  darkness  gloaming  brought  the  night; 

And  each  took  off  his  several  way 

Resolved  to  meet  some  other  day. 

The  few  remaining  members  attending  the 
meetings  realized  the  seriousness  of  the  situa- 


tion and  decided  to  have  scientific  papers  pre- 
sented by  various  members  of  the  society.  The 
natural  result  followed  immediately;  the  mem- 
bers needed  a library  for  research,  and  within 
a year  a committee  was  appointed  to  “take  into 
consideration  the  best  method  of  raising  a li- 
brary for  the  use  of  the  members  of  the  society.” 
Later  one  of  the  members  reported,  “When  the 
Medical  Society  of  the  County  of  Kings  sunk  a 
few  years  ago  into  a state  of  collapse,  it  was  not 
a discussion  on  the  Code  of  Medical  Ethics,  but 
it  was  the  numerous  and  excellent  papers  that 
were  read  before  the  State  Medical  Society  that 
conferred  upon  it  the  ‘Banner  Society  of  the 
State.’  ” At  the  same  meeting  a committee 
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j was  appointed  to  report  what  means  should  be 
taken  for  the  further  improvement  of  the  library. 

About  one  hundred  years  earlier  Dr.  Peter 
Middleton  had  made  practically  the  same  ob- 
servation when  he  wrote,  “Nothing  of  late  years 
so  much  contributed  to  the  advancement  of 
learning  in  general  and  to  the  improving  of  this 
profession  in  particular,  as  the  institution  of 
societies,  or  those  well  regulated  associations  of 
gentlemen  who  collect,  examine  and  publish  what- 
ever instructive  remarks  or  essays  are  laid  be- 
fore them  according  to  their  several  merits.” 

Library  rules  of  these  first  libraries  were  very 
similar,  and  probably  all  came  from  the  same 
source,  each  changing  parts  to  suit  the  needs  of 
the  particular  library.  In  1820  the  New  York 
Hospital  required  that:  “Before  the  librarian 

enters  on  the  execution  of  his  office,  he  shall  give 
sufficient  security,  to  be  approved  of  by  the  visit- 
ing committee,  in  a sum  not  less  than  two  hun- 
dred and  fifty  dollars,  that  he  will  indemnify 
this  corporation  for  any  loss  or  damage  which 
may  be  sustained  by  his  neglect  or  misconduct 
as  librarian.”  The  size  of  the  book  determined 
the  period  of  the  loan:  “A  folio  may  be  kept  out 
four  weeks;  a quarto  three  weeks;  an  octavo  or 
duodecimo,  two  weeks;  and  if  any  volume  is  de- 
tained longer,  the  person  who  took  it  out  shall 
pay  a weekly  fine  of  twenty-five  cents  for  every 
week  beyond  the  time  above  specified  until  it 
is  returned.”  Students  could  borrow  books 
only  if  they  deposited  with  the  librarian  a “sum 
of  money  amounting  to  at  least  one  third  more 
than  the  value  of  the  whole  work  to  which  the 
volume  belongs.” 

The  Catalogue  of  the  Library  of  the  New  York 
Hospital,  printed  in  1845,  contains  an  extremely 
interesting  list  of  books  written  by  such  men  as 
Par6,  Hunter,  Jenner,  Holmes,  Rush,  and  other 
masters  of  medicine  and  surgery,  a collection 
which,  if  available  today,  would  require  a small 
fortune  to  purchase.  The  same  catalog  lists 
more  than  100  periodical  publications,  of  which 
27  were  being  received  currently.  A large  part 
of  them  were  early  American  and  form  an  im- 
portant source  for  the  study  of  medical  history 
of  that  period. 

This  catalog  points  up  a phase  of  medical  li- 
brary activity  often  not  considered  by  economy- 
minded  budgeters  who  overlook  the  investment 
value  of  books  and  periodicals.  Many  collectors’ 
items  secured  by  the  library  at  cost  when  they 
were  originally  published  become  more  valuable 


over  the  years.  Sets  of  periodicals  kept  up  to 
date  year  after  year  also  increase  in  value,  and 
both  are  often  impossible  to  obtain  at  any 
cost  at  a later  date. 

Periodical  publications  form  the  most  impor- 
tant part  of  medical  literature,  and  an  interesting 
phase  in  the  development  of  medical  libraries 
was  the  formation  of  medical  journal  associations. 
In  1870  there  were  at  least  three  in  the  New  York 
City  area  alone,  the  Medical  Library  and  Journal 
Association  of  New  York,  the  Brooklyn  Medical 
Journal  Association,  and  the  Long  Island  College 
Hospital  Journal  Association.  The  two  in  Brook- 
lyn were  rather  small,  one  being  limited  to  12 
members,  the  other  having  even  less. 

The  New  York  Medical  Journal  Association 
was  organized  in  1864  and  was  “designed  to 
furnish  to  the  medical  profession  of  New  York 
City,  immediate  access  to  all  current  medical 
literature  in  the  department  of  Medical  Journals.” 
Regular  Friday  evening  meetings  were  held  for 
the  presentation  of  new  and  important  develop- 
ments as  reported  in  periodical  literature  and  for 
discussion  of  matters  of  professional  interest. 
A total  of  70  journals  were  received,  of  which 
28  were  American  publications.  The  others  orig- 
inated in  England,  France,  and  Germany.  The 
Medical  Register  lists  its  membership  as  number- 
ing 167  and  as  coming  from  all  parts  of  the  metro- 
politan area.  At  a time  when  dues  of  $5.00  a 
year  for  society  membership  were  considered 
high,  this  organization  was  collecting  twice  that 
amount  annually. 

Later  a change  was  made  in  the  original  plan 
of  having  periodicals  only,  which  was  followed 
by  the  purchase  of  several  libraries  at  a cost  of 
about  $4,000.  According  to  Dr.  Purple,  this 
“created  some  division  of  sentiment  and  finally 
led  to  the  dispersion  of  the  collection  of  medical 
books,  which  formed  the  greater  part  of  the 
library,  and  a restoration  of  the  primary  objects 
for  which  the  association  was  organized.” 

However,  the  Association  did  not  have  a long 
existence,  for  in  1880  all  of  its  property  was  turned 
over  to  the  New  York  Academy  of  Medicine; 
all  members  of  the  Association,  who  were  eligible, 
were  to  become  Fellows  of  the  Academy  without 
paying  an  initiation  fee,  and  the  Academy  was  to 
start  a circulating  department  of  medical  jour- 
nals similar  to  that  of  the  Association. 

One  of  the  important  private  medical  libraries 
was  collected  by  Dr.  Valentine  Mott;  at  the  time 
of  his  death  in  1865  it  contained  almost  3,000 
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volumes.  This  library  was  opened  to  the  public 
by  the  widow  of  Dr.  Mott  in  July,  1866.  and  was 
soon  incorporated  by  an  Act  of  the  Legislature 
of  New  York  State.  It  had  17  trustees,  among 
whom  were  the  Mayor,  the  City  Comptroller, 
the  City  Recorder,  and  such  well  known  plysi- 
cians  as  Austin  Flint,  Isaac  E.  Taylor,  and 
Edward  Vanderpoel.  According  to  the  Medical 
Register  for  1866,  “all  the  books,  journals,  pam- 
phlets and  plates  which  belonged  to  Dr.  Mott 
during  his  lifetime  are  to  be  placed  there  for 
the  free  use  of  medical  men  and  students  of 
medicine.  It  is  also  proposed  to  admit  members 
of  the  legal  profession  who  may  at  any  time  be  in 
search  of  Medico-legal  information.” 

To  aid  the  project  the  widow  of  Dr.  Mott 
“publicly  manifested  her  appreciation  of  his 
character  by  the  purchase,  at  a cost  of  upwards 
of  S30,000.  of  a suitable  edifice  for  the  accommo- 
dation of  the  Mott  Memorial  Library.” 

With  such  an  excellent  beginning  the  library 
should  have  become  one  of  the  top  medical  li- 
braries of  the  State.  It  did  not  work  out  so  well, 
however,  probably  because  it  was  not  kept  up 
but  became  more  of  a museum  type  of  library, 
for  twenty  years  later  it  was  still  listed  as  having 
only  3,000  volumes. 

In  the  meantime  the  New  York  State  Medical 
Association  had  been  organized  in  1884  and  soon 
thereafter  had  offices  at  the  Mott  Memorial 
Building,  64  Madison  Avenue.  The  Association 
began  at  once  to  collect  a library  and  in  six  years 
had  over  8,000  volumes.  The  two  libraries  were 
combined  with  a total  of  12,788  volumes  in  the 
building,  although  it  is  not  certain  that  the  col- 
lections were  actually  thrown  together.  In 
1905  when  the  New  York  State  Medical  Associa- 
tion combined  with  the  Medical  Society  of  the 
State  of  New  York,  the  library  of  the  Association 
was  given  to  the  Medical  Society  of  the  County 
of  Kings  which  at  that  time  was  the  onh'  medical 
society  having  a suitable  building  of  its  own. 
The  building  was  onh'  six  years  old  and  was 
modern,  up  to  date,  and  fireproof  throughout. 
Many  of  these  books  still  in  the  library  carry  the 
stamp  of  the  Mott  Memorial  Library,  although 
in  1910  the  trustees  of  the  Mott  Library  gave 
its  collection  of  books  to  the  New  York  Academy 
of  Medicine  and  paid  $750  for  transportation. 
Evidently  the  State  Association  had  received  the 
second  copies  for  its  library  when  the  two  were 
separated. 

When  the  New  York  State  Medical  Association 


was  combined  with  the  Medical  Society  of  the 
State  of  New  York  in  1905,  it  was  publishing 
the  New  York  State  Journal  of  Medicine, 
the  State  Society  was  issuing  its  Transactions, 
and  the  Medical  Society  of  the  County  of  Kings 
had  its  own  Brooklyn  Medical  Journal.  With  the 
amalgamation  of  the  societies  both  the  Trans- 
actions and  the  Brooklyn  Medical  Journal 
ceased  publication.  Of  the  two  magazines  the 
Brooklyn  Medical  Journal  was  the  older  and  better 
publication.  Started  in  1888,  it  had  gone 
through  19  volumes  and  was  a thriving  journal. 
One  of  the  chief  reasons  for  the  Medical  Society 
of  the  County  of  Kings  starting  a publication 
of  this  type  was  that  through  exchanges  and  books 
received  for  review  the  library  could  be  built  up 
without  placing  a heavy  financial  burden  on  its 
membership.  The  library  seemed  to  be  con- 
sidered a luxury.  Several  years  earlier  the 
treasurer  had  reported  that  “there  were  no 
outstanding  bills  against  the  Society,  and  as  the 
expenses  for  the  ensuing  year  would  probably 
be  light,  he  thought  that  $2.00  dues  would  be 
sufficient.”  The  society  accepted  his  recom- 
mendation and  at  the  same  meeting  received 
pledges  for  the  library  totaling  over  $1,000  from 
66  members. 

When  the  societies  were  combined,  the  Medical 
Society  of  the  County  of  Kings  gave  up  the  pub- 
lication of  its  journal  to  lend  full  support  to  the 
publication  of  the  New  York  State  Journal 
of  Medicine,  then  a comparatively  new  journal 
in  its  sixth  volume.  Dr.  James  P.  Warbasse, 
one  of  the  editors  of  the  Brooklyn  Medical  Journal, 
became  editor  of  the  State  Journal  beginning 
March,  1906,  and  the  offices  were  combined 
with  those  of  the  Brooklyn  Medical  Journal,  it 
ceasing  publication  with  the  December,  1906, 
issue.  Several  months  later  the  offices  were 
moved  back  to  64  Madison  Avenue. 

In  order  that  the  library  would  not  suffer  be- 
cause of  this  arrangement  the  State  Journal 
continued  to  give  the  review  books  to  the  Medical 
Society  of  the  County  of  lungs  for  its  library, 
and  the  Brooklyn  Medical  Journal  transferred 
its  exchanges  to  the  New  York  State  Journal 
of  Medicine.  Evidently  the  exchange  arrange- 
ment did  not  work  out  too  well,  and  at  a later 
date  the  library  agreed  to  purchase  its  exchange 
copies  of  the  New  York  State  Journal  of 
Medicine  at  cost.  Part  of  the  agreement  was 
that  the  Medical  Society  of  the  County  of  Kings 
was  to  provide  a circulating  library  and  lend 


590 


New  York  State  J.  Med. 


MEDICAL  LIBRARIES  OF  NEW  YORK  STATE 


books  to  any  member  of  the  State  Society  re- 
in? questing  a loan,  the  borrower  to  pay  the  full  cost 
of  the  transaction.  The  Medical  Society  of  the 
County  of  Kings  was  to  keep  what  volumes  it 
igs  needed  for  its  original  collection  and  offer  the 
ie  duplicates  to  other  county  societies  of  the 
■ State  having  libraries.  The  New  York  State 
d | Medical  Association  Library  consisted  of  some 
be  8,000  volumes.  The  Medical  Society  of  the 
-f  County  of  Kings  kept  2,300  volumes  for  its  origi- 
ie  nal  collection,  sent  1 ,068  to  the  Dutchess  County 
Medical  Society,  the  only  one  requesting  material, 
' and,  with  the  exception  of  some  volumes  kept 
i for  second  sets,  throughout  the  years  has  dis- 
' posed  of  the  remainder  of  the  collection  to  various 
p libraries  of  the  country,  largely  through  the 
> Medical  Library  Association  Exchange. 

At  the  time  of  the  amalgamation  of  the  two 
State  medical  organizations,  the  general  condi- 
tion of  medical  libraries  in  the  State  as  a whole 
was  not  too  good.  In  fact,  Dr.  C.  D.  Spivak, 
who  had  made  a survey  of  medical  libraries  of 
the  country  about  eight  years  previously,  men- 
tioned that  about  all  there  was  to  be  learned 
concerning  one  of  the  medical  libraries  in  New 
York  was  that  it  was  founded  in  1879.  It  was 
; reported  to  him  that,  “The  books  we  have 
collected  have  been  frittered  away  or  are  stored 
unavailably  in  the  general  library  building  of 
the  city.”  The  disposition  of  the  State  Society 
library  and  the  offer  of  duplicates  to  other  li- 
braries brought  this  condition  into  sharp  focus. 
Dr.  Smith  Baker  in  January,  1907,  reported  to 
the  State  Society  that  “there  are  now  but  very 
few  medical  libraries  in  the  state  where  there 
should  be  many  more.”  He  believed  that  it  was 
the  responsibility  of  the  State  to  provide  libraries 
for  the  medical  profession.  The  libraries  then 
in  existence,  with  the  exception  of  the  State 
Library  in  Albany,  had  been  paid  for  originally 
- and  were  maintained  by  funds  contributed  by 
private  individuals  and  corporations  without 
help  from  the  State.  According  to  him  about 
$11,000  were  expended  annually  for  all  the  li- 
braries, and  only  $2,000  of  that  came  from  the 
’ State;  the  rest  was  supplied  by  the  same  private 
sources. 

This  report  led  to  the  appointment  of  a Special 
Committee  on  Medical  Libraries,  with  Dr. 
William  Browning  as  chairman.  It  was  learned 
that  New  York  actually  outstripped  all  other 
1 states  in  the  number  of  active  medical  libraries 
but  rated  third  in  the  ratio  of  books  to  inhabitants 


Present  home  of  the  Library  of  the  Medical 
Society  of  the  County  of  Kings;  located  in  the 
County  Society  Building,  1313  Bedford  Avenue, 
Brooklyn.  ( Photo  courtesy  of  the  Library  of  the 
Medical  Society  of  the  County  of  Kings ) 


with  both  Massachusetts  and  Maryland  ahead. 
Excluding  asylum  collections,  the  ratio  for  New 
York  was  one  book  to  each  40  inhabitants.  The 
showing  “was  not  specially  flattering,  and  the 
less  so,  as  our  population  is  so  largely  urban.” 
The  committee  did  not  recommend  going  to  the 
State  for  aid  but  felt  that  it  was  the  duty  of 
the  State  Society  to  do  something  for  those  sec- 
tions not  having  medical  library  facilities.  The 
committee  divided  the  libraries  into  two  classes. 
The  first  class  was  that  of  hospital  and  labora- 
tories or  working  libraries,  especially  the  ones  in 
several  State  hospitals.  These  were  entirely 
State  supported,  $200  per  j’ear  being  allowed 
to  each  of  the  13  or  more  and  of  such  special 
character  and  necessarily  so  managed  that  they 
did  not  come  into  consideration  for  general 
professional  purposes. 

The  other  class  was  supposed  to  be  the  special 
concern  of  the  State  Medical  Society.  They  were 
the  “consulting  or  general  medical  libraries” 
and  included  the  rest  in  the  State.  There  were 
nine  of  them  and  were  described  as  follows: 

The  Library  of  the  New  York  Academy  of 
Medicine  stands  at  the  head.  More  has  been  done 
by  that  institution  to  encourage  and  advance 
medical  libraries  in  this  country  than  perhaps  by 
all  other  agencies  combined.  Its  management  and 
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Reading  room  at  the  Library  of  New  York  Academy  of  Medicine. 

New  York  Academy  of  Medicine ) 


{Photo  courtesy  of  the  Library  of 


pr 


policy  may  vary  somewhat,  but  on  the  whole  it 
represents  what  is  most  advanced,  most  liberal, 
and  in  all  ways  most  admirable.  In  Buffalo  a 
lack  of  unification  still  exists;  and  until  this  is 
accomplished,  the  best  results  cannot  be  ex- 
pected. ' 

Albany  is  represented  by  the  excellent  medical 
department  of  the  State  library,  and  this  will  bene- 
fit by  the  newer  quarters  now  under  way.  The 
original  nucleus  of  this  collection  was  gathered  by 
the  profession  of  Albany.  It  is  the  only  library  of 
this  class  dependent  on  State  support. 

In  Syracuse  the  work  is  done  through  the 
medical  department  of  the  University  Library. 
At  Rochester  the  collection  of  the  Academy  of 
Medicine  constitutes  a department  of  the  Rey- 
nolds Library,  the  latter  contributing  one-half 
of  its  support  as  well  as  caring  for  it.  Originally 
the  Monroe  County  Medical  Society  participated 
in  this  work,  but  it  is  now  entirely  divorced  from 
it. 

In  Tompkins  County,  Cornell  University  has  a 
small  medical  library  at  Ithaca.  At  Utica  a medi- 
cal library  has  recently  been  instituted.  For  the 
Elmira  Academy  of  Medicine,  Doctor  Westlake 
reports  “What  few  journals  and  books  we  now 
possess  are  in  the  Steele  Memorial  Library,  they 
are  not  enough  to  count,  however.”  In  Brooklyn 
is  the  Library  of  the  Medical  Society  of  the 
County  of  Kings.  This  is  the  only  one  of  the 
series,  barring  the  collection  of  the  Erie  County 
Medical  Society,  that  is  directly  affiliated  with 
the  State  Society,  and  is  the  only  one  which  also 
possesses  a home  of  its  oven. 

There  may  be  other  collections  than  those  here 


th 


listed,  but  hardly  of  moment.  In  two  cases  in 
(Erie  and  Monroe  Counties)  there  has  been  some  fJ( 
want  of  harmony  for  medical  library  purposes, 
between  the  County  Society  and  other  local 
organizations.  In  most  such  cases  some  arrange- 
ment looking  to  the  common  good  would  seem 
highly  desirable.  It  appears  that  there  are  two 
general  sections  of  the  State  not  favored  with  any  111 
local  work  of  the  kind,  viz.;  the  extreme  northern 
part  and  the  southwestern  tier  of  counties. 


51 


Since  this  report  was  presented  to  the  State 
Society,  the  concept  of  what  constitutes  adequate 
library  service  has  changed  considerably.  The 
nation  has  passed  through  two  wrorld  wars, 
each  of  which  produced  a period  of  decreasing  . 
medical  research  followed  by  one  of  expanded 
activity,  due  partly  at  least  to  new  developments 
in  medicine  learned  on  the  battlefields  and  in 
hospitals  where  the  sick  and  wounded  were  j- 
treated.  With  the  development  of  the  newer 
drugs  and  chemicals,  medical  research  has  be- 
come more  highly  organized  and  has  been  largely 
transferred  from  the  individual  to  the  group. 
With  vast  amounts  of  money  being  spent  annually 
by  various  groups,  medical  research  has  become 
big  business.  Accrediting  agencies  have  sprung  . 
up  and  require  teaching  and  training  groups  to 
provide  better  libraries. 

These  changes  and  advances  have  produced  a 
large  increase  in  medical  literature  requiring 
more  and  better  equipped  libraries  to  process  and 
index  the  material  and  to  make  it  available  to  the 
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researcher.  The  type  of  library  which  the  com- 
mittee reporting  to  the  State  Society  in  1908 
classified  as  not  coming  “into  consideration  for 
general  professional  purposes”  has  become  in- 
creasingly important  as  research  projects  have 
centered  around  medical  schools  and  hospitals. 

On  the  basis  of  affiliation,  medical  libraries 
of  today  may  be  classified  as  hospital,  govern- 
ment, industrial  research,  school,  and  society. 
Hospital  libraries  comprise  the  largest  number, 
totaling  about  half  of  all  the  medical  libraries  of 
the  State.  As  a whole  they  are  the  smallest 
libraries,  ranging  in  size  from  those  having  only 
a few  hundred  volumes  without  a regularly 
assigned  medical  librarian  to  the  libraries  con- 
taining several  thousand  volumes  with  well- 
trained  medical  librarians  to  manage  them. 

The  next  largest  group  is  government,  com- 
prising about  one  fourth  of  the  libraries  and  in- 
cluding the  15  Veterans  Administration  libraries 
throughout  the  State,  with  society,  college,  and 
industrial  medical  research  libraries  forming  the 
other  fourth. 

The  largest  collections  are  to  be  found  in  the 
long-established  society  and  college  libraries, 
on  which  the  smaller  and  more  recently  estab- 
lished libraries  must  depend  for  much  of  their 
interlibrary  loan  material. 

In  all  there  are  over  100  libraries  in  the  State 
covering  the  field  of  medicine  and  closely  related 
subjects.  They  show  a wide  variation  both  in 
the  type  of  material  they  contain  and  in  the  size 
of  their  collections,  as  well  as  in  the  services 
they  provide  and  the  clientele  they  serve.  Some 
are  rather  highly  specialized,  while  others  try 
to  cover  medicine  in  all  its  branches  including 
closely  related  fields.  In  all  the  medical  libraries 
of  the  State  there  are  about  1,630,000  volumes, 
or  about  one  book  for  every  nine  residents. 
Fifty  years  ago  the  ratio  was  one  to  every  24 
residents,  and  in  the  meantime  the  population 
has  almost  doubled. 

There  are  now  four  libraries  belonging  to 
county  medical  societies  and  four  others  organ- 
ized especially  to  serve  practicing  physicians 
of  the  State.  The  medical  societies  of  Broome, 
Kings,  Queens,  and  Schenectady  Counties  all 
have  libraries,  the  collections  in  the  four  totaling 
over  240,000  volumes.  The  other  libraries 
serving  physicians  are  those  of  the  New  York 
Academy  of  Medicine,  the  Rochester  Academy 
of  Medicine,  the  Utica  Academy  of  Medicine, 
and  the  New  York  State  Medical  Library. 


Entrance  door  to  the  New  York  Academy  of 
Medicine  building,  home  of  outstanding  medi- 
cal library  and  offices  of  New  York  County 
Medical  Society.  ( Photo  courtesy  of  the  Library  of 
the  New  York  Academy  of  Medicine') 


Some  of  these  serve  local  clientele  only,  while 
others  supply  library  materials  to  physicians 
throughout  the  State.  The  largest  of  these  and 
the  most  strategically  located  are  the  Library 
of  the  New  York  Academy  of  Medicine  in  Man- 
hattan, the  Library  of  the  Medical  Society  of 
the  County  of  Kings  and  Academy  of  Medicine 
of  Brooklyn,  and  the  New  York  State  Medical 
Library  at  Albany. 

The  American  Medical  Association  Directory 
for  1956  lists  these  three  libraries  as  containing 
over  a half  million  volumes:  the  Library  of  the 
New  York  Academy  of  Medicine  292,000  vol- 
umes, the  Library  of  the  Medical  Society  of  the 
County  of  Kings  and  Academy  of  Medicine  of 
Brooklyn  189,600  volumes,  and  the  New  York 
State  Medical  Library  67,124  volumes.  The 
first  two  of  these  libraries  have  been  in  existence 
for  more  than  a hundred  years  and  the  other 
for  over  sixty  years.  Although  all  three  have 
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considerable  older  material,  the  most  rapid 
growth  has  been  in  recent  years  and  is  due 
largely  to  the  untiring  efforts  of  the  professional 
medical  librarians  who  have  efficiently  managed 
them,  some  over  a period  of  many  years.  The 
New  York  Academy  of  Medicine  has  had  some 
outstanding  and  internationally  known  profes- 
sional medical  librarians  as  Dr.  Archibald  Malloch 
and  Miss  Janet  Doe,  who  recently  retired.  The 
present  librarian,  Miss  Gertrude  Annan,  is  also 
well  known  and  had  several  years  of  experience 
in  the  Academy’s  Rare  Book  Room  before  be- 
coming librarian.  Dr.  William  Browning  and 
Mr.  Charles  Frankenberger  were  patron  saints 
of  the  Library  of  the  Medical  Society  of  the 
County  of  Kings  and  Academy  of  Medicine 
of  Brooklyn,  Dr.  Browning  serving  both  as  di- 
recting librarian  and  librarian  for  many  years. 
Mr.  Frankenberger  was  the  professional  medical 
librarian  for  twenty-eight  years  and  continued 
several  years  longer  as  consulting  librarian  un- 
til his  death.  The  present  directing  librarian  is 


Dr.  Harold  R.  Merwarth  who  has  held  that  po- 
sition since  1947.  The  professional  librarian, 
Mr.  Wesley  Draper,  was  employed  as  a library 
assistant  in  1929  and  has  been  librarian  since 
1945.  Miss  Maude  E.  Nesbit  was  librarian  of 
the  New  York  State  Medical  Library  for  many 
years  and  has  been  succeeded  by  Miss  Heath 
Babcock,  who  has  ably  managed  the  library  since 
1953. 

In  his  report  on  the  condition  of  medical  li- 
braries, Dr.  William  Browning  stated  a known 
fact,  that  “even  the  very  best  of  our  libraries 
wax  and  wane  very  much  according  to  the  en- 
thusiasm of  the  few  devotees  who  carry  their 
destiny;  unless  there  exists  an  adequate  local 
desire  and  a considerable  support  nothing  per- 
manent results.”  This  has  proved  true  of  New 
York  medical  libraries.  All  have  had  their 
ups  and  downs;  several  which  were  prominent 
in  their  day  have  ceased  to  exist,  but  among 
those  remaining  are  some  of  the  very  best  medical 
libraries  to  be  found  anywhere. 
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Mid-Nineteenth  Century 
from  a Student’s  Point 
of  View 

From  the  Private  Journal  of  the 
Affairs  du  Vie  1842-1852 
by  Henry  Darwin  Didama,  M.D. 

Compiled  by  WILLIAM  A.  BRUMFIELD,  JR.,  M.D., 

WHITE  PLAINS,  NEW  YORK 


Foreword 


Much  has  been  recorded  of  medical  education  during  the  nineteenth  century.  For 
the  most  part  the  records  are  based  on  official  documents  of  the  medical  colleges,  such  as 
catalogs  and  bulletins,  and  reminiscences  of  the  faculty  and  alumni  some  years  after 
having  experienced  medical  training  as  teachers  or  students.  It  is  not  often  that  we 
have  the  privilege  of  viewing  medical  education  through  the  eyes  of  the  contemporary 
student.  Such  an  opportunity  presents  itself  in  the  Private  Journal  of  the  Affairs  du 
Vie  (1842-1852)  of  Henry  Darwin  Didama. 

1 1 must  be  remembered  that  medicine  was  taught  from  a very  practical  point  of  view 
prior  to  the  scientific  discoveries  which  have  made  it  what  it  is  today.  The  physician 
was  taught  first  to  give  support  and  comfort  to  the  patient  in  the  face  of  circumstances 
which  he  could  not  alter.  Next,  he  was  taught  the  limitations  of  knowledge  and  exhorted 
to  look  for  the  new  as  he  applied  the  old.  Perhaps,  as  medicine  has  advanced  as  a 
science,  it  has  lost  much  of  what  it  possessed  as  an  art.  Perhaps  as  a science  medicine 
has  become  too  impersonal.  Perhaps  present-day  medicine  woidd  profit  from  recaptur- 
ing some  of  the  warmth  and  feeling  which  the  earlier  physician  had  when  this  was 
largely  what  he  had  to  offer;  art  and  science  are  not  incompatible. 

Henry  Darwin  Didama  was  born  at  Perrysville,  New  York,  June  17,  1828.  He 
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received  his  early  training  at  the  Cazenovia  Seminary  and  began  the  study  of  medicine 
under  the  tutelage  of  Dr.  David  A.  Moore  of  Cazenovia.  The  following  year  he  trans- 
ferred to  Peterboro  and  studied  under  Dr.  Nelson  C.  Powers,  with  whom  he  remained 
throughout  his  preceptor al  period.  He  attended  lectures  at  Geneva  Medical  College 
during  the  fall  and  winter  of  1843-1844  and  at  Albany  Medical  College  during  the 
winters  of  181+J+-18J+5  and  1845-1846.  He  was  graduated  with  the  degree  of  M.D.  at 
Albany  on  January  27,  1846.  He  began  the  practice  of  medicine  at  Romulus,  New 
York,  moved  to  Syracuse  in  1851 , and  remained  there  the  rest  of  his  life.  On  the  removal 
of  the  charter  of  the  Geneva  Medical  College  to  Syracuse  University,  Didama  was 
appointed  Professor  of  the  Principles  and  Practice  of  Medicine.  He  was  appointed 
Dean  of  the  medical  school  in  1893,  a position  he  held  until  his  retirement  in  June, 
1905,  whereupon  he  was  appointed  Dean  Emeritus.  He  died  in  Syracuse,  October 
4,  1905,  of  chronic  cystitis  and  senility. 

Didama  was  not  a regular  contributor  to  his  journal.  There  were  periods  during 
which  he  wrote  almost  daily,  followed  by  breaks  of  several  weeks  to  several  months. 
The  journal  was  apparently  a confidante  in  whom  he  confided  in  distress.  The  author’s 
interests  were  obviously  broad,  covering  such  subjects  as  politics,  slavery,  temperance, 
the  attributes  of  the  ideal  wife,  and  marriage.  The  following  excerpts  include  references 
to  medical  subjects  only  during  his  training  period.  It  will  be  noted  that  in  the  beginning 
these  references  were  sometimes  only  in  passing.  As  his  knowledge  increased,  they  be- 
came more  pointed.  It  is  unfortunate  that  he  did  not  make  entries  in  the  journal  during 
his  attendance  of  lectures  at  Geneva  Medical  College,  as  he  did  at  Albany.  Perhaps  he 
was  happy  and  did  not  need  his  spirits  bolstered.  Perhaps  he  was  too  dissatisfied  to 
write.  He  gives  no  reason  for  having  made  the  change  from  Geneva  to  Albany  after  the 
course  of  lectures  there. 


A Medical  Career  Begins 


On  a bright  sunny  day,  Sept.  1st,  1842,  in  the 
village  of  Cazenovia,  whose  streets  resound  with 
the  lively  hum  of  business,  1 find  myself  seated  in 
the  office  of  Dr.  Moore  for  the  professed  purpose 
of  acquiring  the  art  of  healing  some  of  the  many 
diseases  which  “flesh  is  heir  to.”  My  name  was 
entered  just  one  month  since  but  I did  not  com- 
mence my  studies  till  the  22nd  ult.  I have  read 
as  far  as  Syndesmology  in  Wistar’s  Anatomy. 

Nineteen  long  years  have  rolled  their  rounds 
over  my  head  and  never  till  now  have  I had  a 
settled  object  at  which  to  aim.  I have  dwelt  in 
the  regions  of  fancy  . . . today  forming  hopes  and 
resolutions  which  tomorrow  would  crash  and 
break — existing  only  in  the  present  and  not  daring 
to  raise  the  curtain  which  veiled  the  future — pass- 
ing my  time  in  happy  communion  with  kindred 
spirits  and  forming  friendships  and  affiances 
which  in  future  tunes  are  to  be  the  guardian  stars 
of  my  feeble  bark  on  the  ocean  of  life  or  the  false 
lights  which  shall  lure  it  onward  only  to  shatter  it 
on  the  rocks  of  disappointment — Now  the  scene 
is  changed.  I have  left  the  abode  of  fancy  and  the 
home  of  romance  and  have  entered  my  name  as  an 
actor  in  that  great  drama  of  reality — human  life. 


The  profession  which  I have  made  my  choice  and 
to  qualify  myself  for  which  I am  now  striving  is 
one  requiring  all  the  energy,  all  the  perseverance 
which  any  mortal  can  possess.  Three  long  years 
of  severe  mental  labor  will  only  give  me  a slight 
knowledge  of  the  mechanism  of  the  human  system 
and  if  I succeed  in  obtaining  a diploma  I must 
expect  to  encounter  the  black  waves  of  opposi- 
tion— the  bold  and  open  attack  of  interested 
rivals  and  the  cowardly  and  concealed,  but  never- 
theless dangerous  and  often  fatal,  shafts  of  the 
most  vile  of  all  God’s  creatures — the  insinuating 
slanderer. 

Yet  I hesitate  not,  I tremble  not.  With  the 
motto  “ Onward ” (which  my  friend  Lansing  sug- 
gests) raised  to  the  breeze  I push  forward  re- 
solved to  act  my  part  manfully  and  if  I then  fail, 
if  the  black  waters  of  adversity  then  roll  over 
me  I shall  find  some  consolation  in  the  thought 
that  I have  done  my  best. 

Monday,  Sept.  26th 

The  past  week  has  been  full  of  incidents.  On 
Wednesday  evening  I listened  to  an  address  on 
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the  “Second  Coming  of  Christ”  by  Rev.  Mr. 
Beach,  a Millerite.  He  appeared  to  be  a very  sin- 
cere man,  understood  his  subject  well  and  ap- 
parently demonstrated  it  to  a mathematical  cer- 
tainty. His  theory  was  principally  formed  from 
Daniel  and  Revelations  and  his  facts  drawn  from 
history.  Not  being  able  to  comprehend  all  his 
arguments  I can  neither  assert  nor  deny  the 
truth  of  his  conclusions!!! 

On  Saturday  I visited  at  Morrisville,  my  friends 

Misses  H.  M.  W and  L.  H and  had  a 

very  pleasant  time.  On  our  way  home  on  Sunday 
afternoon — my  friend  Callanan  and  myself  letting 
our  spirits  flow  rather  more  freely  than  the  sacred- 
ness of  the  day  would  warrant — our  horse,  noted 
for  his  steadiness,  commenced  running  down  hill 
at  a rapid  rate  and  notwithstanding  our  efforts  to 

the  contrary  continued  to  advance  “ * like” 

till  reining  him  up  a steep  bank,  upsetting  our 
waggon,  breaking  the  thill  iron,  tearing  C’s  pants 
and  “barking”  his  knees  we  at  last  succeeded  in 
“heading”  him.  Adjusting  matters  a little  we 
started  for  home  and  met  with  no  further  acci- 
dent. We  are  thankful  that  it  was  no  worse. 

Today  Dr.  Moore  has  gone  to  Pompey  for  the 
purpose  of  trying  to  trade  situations  with  Dr. 
Stearns  of  that  place.  If  he  exchanges  places  I 
shall  probably  accompany  him  as  he  desires  me 
to,  as  he  suits  me  both  as  an  instructor  and  man 
and  he  offers  me  the  reading  of  his  books  gratis. 
Yet  it  will  be  hard  to  leave  the  delightful  scenes  of 
this  pleasant  village.  Here  the  golden  chain  of 
friendship  has  linked  me  to  many  a congenial 
spirit,  here  I have  received  instruction  in  litera- 
ture and  science,  here  I have  passed  hours  of  as 
perfect  enjoyment  as  I ever  expect  and  to  this 
place  I am  bound  by  ties  which  no  feeble  effort  can 
break.  But  it  may  be  best  for  me  to  leave  my 
! large  circle  of  acquaintances  and  apply  myself 
I more  closely  to  my  studies  though  I have  ad- 
vanced quite  rapidly  (through  Myology) . Yet  we 
may  not  go  after  all.  Nous  verrons.  W.  E. 
Lansing  has  commenced  editing  his  brother’s 
paper,  The  Essex  Co.  Republican.  Success  to 
him.  (Note  1846)  Subsequently  Lansing  studied 
law  with  J.  S.  Spencer,  Utica — was  admitted — 
and  is  now  practicing  with  “success”  in  Chit- 
tenango. — A few  years  make  great  changes.  When 
I wrote  the  page  above  I was  an  unfledged  disciple 
of  Esculapius — now  I am  permitted  to  minister  at 
the  altar. 


* Word  undecipherable. 


October  15th  ( Saturday ) 

It  is  strange  that  man  will  not  profit  by  ex- 
perience when  it  is  repeated  again  and  again! 
When  enduring  today  the  pain  resulting  from  the 
excesses  of  yesterday  we  form  strong  resolutions 
but  perhaps  to-morrow  will  see  them  broken. 

I am  just  recovering  from  a severe  turn  in  con- 
sequence of  eating  an  undue  quantity  of  apples 
while  at  home  on  Wednesday.  I endured  during 
the  middle  part  of  Thursday  as  great  amount  of 
real  misery  as  I think  will  be  necessary  to  keep  me 
within  bounds  for  some  time. 

I have  now  finished  one  volume  of  Anatomy 
and  can  truly  say  that  the  study  of  medicine,  thus 
far,  has,  in  regard  to  pleasantness,  exceeded  my 
expectations.  I find  everything  to  admire  in  the 
construction  of  the  human  frame  and  am  led  more 
and  more  to  venerate  the  wisdom  which  con- 
trived and  that  Power  which  completed  this 
beautiful,  this  wonderful  and  complex  machine. 

December  30th 

Married 

On  the  28th  Inst,  by  the  Rev.  G.  G.  Hapgood, 
Principle  of  the  0.  C.  Seminary 

David  A.  Moore,  M.D. 

and  Miss  Cornelia  A.  Carpenter  daughter  of 
Ezekial  Carpenter  Esq.  all  of  Cazenovia. 

Though  fortune  smiled,  and  blessings  bright 

Lay  smiling  round  her  door: 

Though  crowned  by  heaven  with  much  delight, 

She  sighed  and  wished  for  Moore. 

Phrenology  Was  a Highly  Controversial 

Subject  in  the  Mid-Nineteenth  Century. 

Saturday  Evening  10-l/i  o'clock, 
Feb.  4th,  43. 

—0.  S.  Fowler,*  the  Phrenologist,  commenced 
a course  of  lectures  here  two  weeks  ago  last 
evening  and  on  Saturday  last  gave  an  exhibition 
on  mesmerism.  Start  not  dear  Journal!  Call  me 
not  gullible  for  I,  and  others  too,  think  he  proved 
it  to  be  true.  I would  my  Journal  that  Thou 
hads’t  eyes  to  gaze  upon  the  field  of  discoveries 
and  wonders  which  greet  our  doubting  eyes.  The 
nineteenth  century  is  fast  ripening  for  something 

* Fowler  married  Lydia  Folger,  an  1849  graduate  of  the 
Central  Medical  College,  Syracuse,  New  York.  This  was  not 
an  accredited  medical  school  and  closed  its  doors  after  only 
five  years. 
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and  may  Divine  Wisdom  direct  that  something 
to  the  accomplishment  of  much  good.* — I at- 
tended on  Tuesday  last,  the  Med.  Society’s 
meeting  at  Morrisville  and  listened  to  a discourse 

on  “Intestinal  Worms”  by  Dr.  L besides 

having  a short  visit  with  my  friends.  In  the  eve- 
ning Dr.  Douglas  of  Hamilton  delivered  an  ad- 
dress before  the  Sem.  & Conf.  Lyceum  on  “Ani- 
mal Magnetism”  which  formed  the  eighth  of  a 
course  delivered  successively  by  Rev.  Z.  Paddock, 
Rev.  Dr.  West  of  England,  S.  North  D.D.  of 
Ham.  Coll.,  Pres.  Hale  of  Geneva  Coll.,  Prof. 
Bannister,  Eld.  S.  Comfort  and  O.  S.  Fowler 
esq.  I attended  Glidden’s  Singing  school  this 
evening.  It  is  prospering  and  will  make  a splendid 
choir.  (Note  in  October  1843)  G.  Singing  school 
fell  through  after  a time — he  choosing  not  to 
teach  without  funds  which  were  not  forth  com- 
ing— (*Note  June  16th,  1846) — 0.  S.  Fowler  had 
some  very  imposing  experiments  but  I am  now 
rather  sceptical  about  some  of  his  results.  Fowler 
is  a most  unblushing  boaster  and  I doubt  not 
would  resort  to  any  means  to  carry  his  point.  I 
had  a better  opinion  of  him  in  ’43  than  a more  ex- 
tended observation  of  his  actions  has  confirmed. 
I now  think  him  to  be  a pretty  considerable 
humbug.  All  of  which  is  respectfully  submitted. 

April  9th,  1843. 


is  clothed  in  mourning — Many  students  have  left 
and  deep  gloom  seems  to  have  settled  upon  those 
that  remain. — 

Last  Saturday  was  my  birthday  and  threw  an 
impassable  barrier  between  me  and  twenty  past 
years.  They  are  gone  and  I cannot  recall  them  if 
I would.  Were  I to  live  them  again  I see  much 
that  might  be  improved,  many  sins  that  might 
be  avoided  and  much  happiness  that  might  be 
enjoyed — but  I turn  to  the  future  and  resolve  on 
its  pages  to  write  improvement.  My  studies  shall 
be  more  closely  pursued  and  the  trifles  of  ephem- 
eral sports  of  the  day  shall  receive  less  attention. 
Dr.  Moore  is  on  an  eye  expedition  and  will  be  gone 
for  a fortnight.  My  Journal  shall  record  my 
progress. — 

June  20th 

I am  reading  Roman  History  in  Lathi.  I find 
Latin  easy — 

June  23 

Read  medicine  and  so  forth. 

July  5th 

—This  afternoon  I visited  alone  the  Smith’s 
girl — found  her  some  better  pulse  130* 


— I think  I would  take  Mineralogy  at  the  Sem. 
this  term  and  pursue  Latin  at  home.  Physiology 
I finished  yesterday  and  intend  to  commence 
Theory  and  Practice  tomorrow. 

Dr.  Moore  has  entered  into  partnership  with 
Dr.  Nolton  and  will  now  have  a good  practice. 
He  will  move  to  his  future  residence  this  week  and 
can  then  enjoy  the  company  of  his  intellectual 
and  affectionate  wife  a greater  share  of  the  time. 

Five  o'clock  Monday  afternoon 
June  19th,  1843 

— Since  I wrote  my  last  entry  the  cold  hand  of 
Death  has  snatched  from  the  Hall  at  the  Semi- 
nary two  of  the  fairest  flowers.  On  the  5th  Inst. 
Miss  Janette  Malcolm  of  Syracuse  one  of  the  most 
health}'  and  beautiful  of  the  Seminary  ladies  de- 
parted to  the  unseen  land  of  spiritual  existence, 
and  on  the  11th  Miss  C.  B.  M.  Bostwick  one  of 
the  oldest  students,  a fair  and  lovely  girl  of  18 
summers,  a to-be  graduate  this  term,  and  the 
friend  of  every  one  who  knew  her  followed  Janette 
after  an  illness  of  only  a few  hours.  The  Seminary 


July  7th  evening 

I have  been  quite  sick  today  and  I thought  I 
should  have  the  “Influenza”  but  I feel  some  bet- 
ter tonight,  took  a dose  of  salts  this  forenoon — 
haven’t  operated  yet — Dr.  Nolton  thinks  he  is 
going  to  be  sick — I hope  not.  Dr.  Moore  writes 
that  he  shall  be  home  tomorrow. 

Saturday  evening  1 1 o’clock. 

Another  day — another  week  has  passed  and  all 
its  events  are  chronicled  on  the  pages  of  what 
“never  returns.”  The  day  and  the  week  have 
both  been  of  much  interest  to  me.  They  have 
introduced  me  to  the  bedside  of  disease  and  death 
and  have  taught  me  a new  lesson  concerning  the 
uncertainty  and  frailty  of  human  affairs.  Dr. 
Nolton  is  quite  sick  today.  I visited  with  Dr. 
Foord,  Mr.  Savage’s  boy— pulse  200 — breath- 
ing hurried — oppressed-bellows  like — senseless — - 
swallows  with  difficulty — Died  about  4 this  after- 
noon— effusion  in  the  brain.  The  little  girl  of 

* Here  the  bottom  of  the  page  was  torn  off. 
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t!’t  Mr.  Brown’s  is  no  better — no  action  of  the  vessels 
...  of  the  surface.* 

Monday  5 P.M.  July  10th 

1st 

Well  I am  getting  to  be  a doctor.  That  is  a 
(]  i fact!  Only  think!  Dr.  Nolton  not  able  to  leave 
i(  his  room  and  7,  the  celebrated,  the  matchless  7! 
iif  taking  charge  of  his  patients!  Yesterday  I was 
n so  “hard  drove”  that  I had  not  time  to  change 
my  clothes — much  less  to  write  in  my  Journal. 
I will  not  pretend  to  enumerate  the  patients  and 
their  complaints  with  the  symptoms  &c.  In  the 
morning  I went  across  the  lake  then  down 
towards  Woodstock — then  to  Toad  Hollow — 
twice — went  to  bed  at  1 1 — pulled  the  clothes  over 
me — was  called  up  to  visit  a spasmodic  case  up 
the  lake — returned  at  1 and  this  morning  I again 
went  to  the  Hollow  des  toads  and  also  to  Mr. 
id  I Jackson  and  Rufus  Mays — Influenza  is  the  pre- 
vailing disease  and  everybody  almost  has  it.  Dr. 
Nolton  is  some  better  this  afternoon — will 
j probably  be  out  in  a day  or  two.  Our  term 
draweth  nigh  unto  its  ending — In  one  week  from 
Wednesday  next  the  grand  closing  scene  will  be 
displayed — the  usual  quantities  of  tears  will 
,l  be  shed  (i.e. : if  onions  are  plenty)  and  the  same 
j number  of  sighs  offered — but — (Note  some 
months  after)  My  prophesy  was  fulfilled  to  the 
letter.  It  was  a cold — friendless — unfeeling  time. 

I 

j | Monday — Tuesday — evening  12th 

Dr.  Moore  returned  from  his  eye  expedition 
last  eve.  and  both  he  and  his  wife  look  tanned  and 
healthy.  My  (?)  ride  will  be  some  curtailed  I ex- 
« ! pect.  Dr.  Nolton  is  much  better — weak — bilious 
— worn  out — He  may  recover — I hope  he  will. 
Miss  Peck  was  taken  down  yesterday  and  is 
quite  sick  now. — l am  busy  “about  now”  in  tend- 
j ing  upon  Dr.  Nolton  and  so  I close  this  unin- 
^ teresting  diary — . 

e 

Gei*eva  Oct.  26th,  18^8 

“Change  and  alteration  form  the  very  essence 
r of  the  world.”  Thus  reads  the  old  adage  and  it 
applies  as  well  to  my  course  as  to  the  “world.”  It 
• | seems  almost  that  days  and  months  have  “local 
habitations”  and  that  it  is  my  lot  to  locomote 
from  the  station  of  one  to  that  of  the  next — for 
the  sun  rises  on  me  in  this  place  and  before  it 
1 sets  I am  far  away  in  another.  Yes,  so  it  is.  I 


vacillate  between  the  sands  of  time  and  shall  con- 
tinue to  vibrate  till  some  physical  wheel  of  my 
mortal  clock-work  shall  “get  out  of  repair”  and 
disturb  the  whole  machine,  or  else  till  the 
“moving  weight”  shall  “run  down”  and  thus  for- 
ever “wind  up”  my  earthly  existence. 

Could  I look  forward  with  perfect  confidence  to  a 
time  when  my  running  part  should  be  new-cased 
— could  I adopt  as  my  rule  of  life  “Fides — spes — 
caritas” — could  I be  what  I should  be — I would 
turn  to  the  conflicting  scenes  of  life  a careless 
eye — I would  triumph  over  its  woes  and  enjoy 
and  rejoice  in  its  weal — mais-non-ci-n’est  pas 
aussi.  Well — 

“Who  made  the  heart,  tis  He  alone 
Decidedly  can  try  us. 

He  knows  each  chord — its  various  tone, 

Each  spring — its  various  bias:”  and  He 
looketh  upon  the  intention — this  heart — and  not 
as  man  looketh. 

December  81st,  18Jt3 

“Tis  but  as  yesterday  since”  the  new  born 
year  ’43  was  christened  and  presented  to  the 
world  amid  sports  and  shouts  of  the  fun-loving 
and  happy! — The  ruddy  cheek  and  sparkling  eye 
of  childhood — the  brightened  charms  of  witching 
maidens — the  “begone  dull  care”  expression  on 
the  visage  of  manhood — the  forced  smile  of  the 
“sear  and  yellow”  spinster,  as  she  plucked  the 
silver  thread  from  the  lustreless  tresses,  though  she 
still  was  & had  been  “lang  syne”  but  twenty-two — 
wrinkled  brow  & tottering  gait  of  “second  child- 
hood”— all  are  before  me,  in  their  brightness  or 
gloom,  as  they  appeared  one  year  ago. 

But  the  year  is  now  fast  going.  “Fading — still 
fading — the  last  beam  is  shining.”  It  has 
reached  its  manhood  & decrepitude  and  already 
totters  on  the  brink  of  “a  limbo  large  and  wide,” 
to  make  way  for  its  younger  brother  whose  birth 
and  reign  commence  at  the  “noon  of  night.” 

Well,  Old  Year,  short  lived  as  thou  hast  been, 
still  thou  has  had  as  many  sands  of  time  as  thy 
ancestors  & the  scenes  thou  hast  witnessed  have 
doubtless  been  as  varied  and  unnumbered — An 
ocean  of  ink  could  not  record  what  thou  hast 
known.  Thou  hast  seen  the  “infant  in  the  nurse’s 
arms”  & thou  hast  gazed  upon  the  victim  of  the 
cold  arrows  of  Death.  Thou  hast  beheld  the 
ravages  of  Want  and  Crime,  of  Disappointment, 
of  Disease,  of  Death  & hast  seen  the  healing  oil 
poured  forth  by  Plenty  & Innocence  & Mercy,  by 


* And  here  the  page  is  torn  opposite  to  tear  noted  above. 
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Love  & by  Truth — Affection  has  been  frozen  & 
“Hope  deferred” — We  have  resolved  and  re- 
resolved & have  lived  the  same.  Fair  thee  well! 
Old  Year!  and  as  thou  passest  into  the  “home  of 
all  the  earth”  canst  thou  not  bear  to  the  throne 
of  the  Great,  a report  of  one  good  word — of  one 
good  deed  or  motive  of  him  who  writes  “thee  now, 
thus  feelingly”?  “Thou  art  passing  away”  and 
will  not  wait  to  hear  me — Farewell  & requiescat  in 
pace. 

The  Lectures  are  nearly  closed.  Profs.  Hadley 
& Spencer  ended  their  courses  not  long  since. 
Hamilton  is  the  popular  lecturer — Two  days  ago 
symptoms  of  winter  first  showed  themselves 
here.  The  weather  has  been  warm  and  disagree- 
able and  the  roads  very  muddy. — 

Perryville  March  16th,  1844 

Days  and  months  have  passed — the  lectures 
have  closed  and  I am  again  at  home.  The 
weather  is  quite  warm  for  this  season — the  roads 
filled  with  mud. 

How  fast,  how  very  fast  time  slips  away.  I 
can  scarcely  realize  it.  I look  back  upon  the  four 
months  I spent  in  Geneva  and  all  their  events 
come  up  as  vividly  as  the  occurrences  of  as  many 
days.  So  it  is  in  fact  with  all  past  events.  We 
turn  the  small  end  of  the  telescope  to  the  scenes 
of  bygone  days — they  appear  diminutive.  We 
look  to  the  future  with  the  glass  reversed  & all  ap- 
pears magnified — I am  now  reading  Dunglison’s 
Practice  and  Mr.  Hall’s  Diagnosis. 

Peterboro  June  10th,  1844 

On  June  3rd  I entered  the  office  of  Dr.  N.  C. 
Powers  of  this  place  and  am  reading  Jackson’s 
Principles  of  Medicine  under  his  instruction. 

June  26th  Almost  (!)  Noon 

We  had  a heavy  rain  last  evening — today  the 
weather  is  quite  warm  and  everything  grows  finely. 
Je  lis  medicine  like  every  thing  now-a-days — thirty 
or  forty  pages  a day  and  recite.  Je  pense  Peter- 
boro is  rather  a dull  place — good  for  a student  who 
wishes  to  confine  himself  to  his  studies  exclu- 
sively. Wonder  where  I shall  be  a year  from  this 
time — wonder  when  dinner  will  be  ready — & 
wonder  if  what  I have  written  on  this  page  is  very 
interesting.  Well  I do  feel  dull  that  [is]  a fact. 
I have  written  three  letters  this  morning,  and  I 
have  read  forty  pages  of  Jackson’s  Principles 


since  9 o’clock  and  am  now  writing  to  pass  away 
time  till  dinner  which  is  about  ready  “I  guess 
not.” 

Self  Medication — an  Experiment 

28th — Day  before  yesterday  I played  ball  too 
long,  and  had  the  pleurisy  in  consequence. 
Choosing  to  have  the  irritation  on  the  surface  I 
applied  to  my  side  the  pleasant  “counter-irri- 
tatio” — cantharides,  and  yesterday  enjoyed  the 
exquisite  pleasure  usually  produced  by  a blister. 
It  is  rather  interesting  to  study  the  “modus 
operandi”  of  therapeutic  agents,  and  I am  fully 
sensible  that  the  properties  of  some  of  the  reme- 
dial agents  are  as  laid  down  in  the  books.  Now, 

I haven’t  the  least  doubt,  in  my  mind,  that 
Spanish  Flies  applied  to  the  external  tegumentary 
system  in  the  form  of  a vesiccating  plaster  will 
produce  a good  degree  of  irritation  of  which  the 
patient  will  in  most  cases  be  sensible.  The  old 
medical  saw — ubi  stimulus — ubi  irritatio,  ubi 
fluxus — is  very  aptly  illustrated  by  the  applica- 
tion of  Cantharis  vesicatoria.  They  act  as  a 
stimulus — produce  irritation,  and  this  is  followed 
by  a flow  and  effusion.  Je  me  porte  (pretty)  bien 
cet  matinee — it  is  very  pleasant — . 

June  29th — Finished  reading  J’s  Prin.  of  Med. 

It  is  a very  interesting  and  valuable  work,  and 
one  which  every  medical  student  should  carefully 
read. 

July  1st.  Returned  from  a visit  to  the  Hollow 
des  Pratts.  Had  quite  a fine  time — went  via  Mr.  ; 
Manuel’s,  where  we  (Sami.  G and  I)  staid  over 
night. — 

July  2 — Commenced  re-reading  Dunglison’s 
Practice — Visited  R’O  last  evening — Elle  promit 
m’ecrire  une  lettre  decisif  bien  tot — 

Tuesday,  August  20th  1844 

Night  before  last  I returned  from  a working 
visit  at  P.  I went  from  here  on  the  24th  ult.  and 
assisted  our  folks  to  secure  their  hay  and  grain. 
Nothing  of  special  importance  occurred  during 
my  stay  at  home.  Attended  Med.  Soc.  meeting 
at  Morrisville  on  the  30th.  A resolution  censur- 
ing those  of  the  “regulars”  who  have  turned  I 
Homeopathists  was  laid  on  the  table.  Dr.  F. 
Rice  of  Caz.  one  of  the  “new  school”  spoke  j 
against  the  resolution  quite  feelingly,  and  finally, 
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I understand,  pocketed  it  and  in  the  course  of  a 
few  days  sent  the  Secretary  of  the  Society  a copy 
of  it.  In  my  opinion,  if  “like”  deserves  “like”  as 
well  as  “cures”  it  this  same  Dr.  Fordyce  Rice  of 
Caz.  richly  merits  an  indignant  censure  if  not 
expulsion.  Perhaps  he  will  appear  in  some  pure, 
disinterested  Hahnemannic  Journal  and  pour 
forth  a column  of  “flam”  abusing  the  Med.  Society 
for  their  persecution  (!)  but  it  will  have  little  in- 
fluence where  he  is  known. 

Peterboro  Sept.  18th,  '44 

I leave  today  this  place,  where  I have  had 
some  pleasant  times  & some  hard  study  for 
Perryville.  I intend  to  remain  but  a short  time 
at  home  as  the  Lectures  commence  on  the  1st  day 
of  Oct.  Peterboro  vale,  & may  thy  fair  and  un- 
fair inhabitants  enjoy  much  happiness. 

Albany  October  5th  1844 

I am  on  the  2nd  floor  of  No.  39  High  Street 
and  am  in  good  health.  I came  to  this  famed  city 
last  Tuesday  accompanied  by  Cousins  Avaline  & 
Louise  Pier.  We  had  a pleasant  ride  on  the 
Packet  and  car  and  a fine  social  chat  at  the  Tem- 
perance House  after  our  arrival.  They  left  on 
Wednesday  morning  for  the  Seminary  at  South 
Hadley  where  Soeur  Amelia  attended  school. 

I like  them  both,  L is  my  favorite  of  the  two. 
They  are  both  intelligent — pretty — interesting. 
They  go  to  a land  of  strangers  to  obtain  an  educa- 
tion. They  have  no  home  but  the  cold  world. 
They  are  lonely  and  alone.  They  are  orphans. 
For  them  I feel  a lively  sympathy.  May  heaven 
protect  & encourage  them. 

Our  lectures  have  commenced.  The  course 
opens  well.  Some  75  students,  I think,  are  now 
in  attendance.  Today  we  had  about  fifteen  cases 
presented  to  us  and  some  five  or  six  operations 
performed.  Milton  Jerome,  with  whom  I roomed 
last  winter,  is  my  chum — 

Albany  Med.  Coll.  Oct.  10th,  1844- 

We  are  receiving  some  good  lectures  now,  and 
the  prospect  is  fair  for  the  future.  Dr.  Marsh 
delivers  the  first  lecture  in  the  morning  at  9 
o’clock.  This  subject — Surgery- — he  appears  to 
understand  but  he  lacks  the  faculty  of  com- 
municating his  knowledge  with  that  elegance  and 
force  which  characterize  the  lectures  of  Dr. 
Hamilton  of  Geneva  College.  Still  he  does  well 


and  is  by  no  means  an  inferior  speaker — The 
scientific  Lewis  C.  Reck  follows  Dr.  Marsh  with  a 
lucid  and  well-illustrated  lecture  on  Chemistry. 
Dr.  Hun  comes  next  and  gives  a clear,  finished, 
lecture  on  the  Institutes  of  Medicine.  In  conse- 
quence of  the  anti-total  abstinence  grounds  taken 
by  Dr.  Hun  in  his  celebrated  discussion  with  E.  C. 
Delevan  I had  come  with  the  expectation  of  find- 
ing him  an  illiberal,  disagreeable,  man,  but  I now 
think  he  will  prove  far  from  being  disagreeable. 
At  12  o’clock  Dr.  Armsby  edifies  the  class  with 
his  remarks  on  the  subject  of  Anatomy.  He  is 
not  purely  descriptive  like  the  celebrated  Webster 
of  Geneva,  but  gives  one  an  insight  to  the  use  and 
design  of  the  parts  as  he  proceeds — I think  Dr. 
Armsby  is  an  amiable  & accomplished  man  but  he 
evidently  has  less  depth  than  some  of  the  other 
teachers.  In  the  afternoon  at  3 o’clock  we  receive 
a lecture  from  Esq.  Dean  on  Medical  Juris- 
prudence in  which  with  much  ingenuity  he  follows 
in  the  wake  of  Dr.  Beck’s  celebrated  work.  Dean 
is  quite  a chap  if  not  more  humorous  and  intelli- 
gent. For  the  present  Dr.  MacNaughton  closes 
the  day’s  hard  labor  with  an  expression  of  his  views 
concerning  the  Theory  & Practice  of  Medicine. 
Six  hours  confinement  to  the  hard  side  of  hard 
seats  listening  to  the  lectures  of  men  who  are 
no  fools  is  rather  hard  work  both  for  the  spirit  and 
the  flesh.  But  it  is  an  agreeable  task  after  all  and 
one  I would  like  to  follow  for  a living  if  I had 
health  and  money  enough.  Last  evening  Chum 
and  I had  a glorious  treat  (on  our  own  expense) 
at  the  Museum  in  the  City — Oh!  and  didn’t  we 
laugh  till  our  sides  ached  again  at  the  comic  per- 
formances of  the  inimitable  Mr.  Holland. 

Fine  weather — just  like  the  ephemeral  “weather 
breeders”  we  had  at  Geneva  last  fall.  Albany  is 
quite  a pretty  village  & has  some  respectable  in- 
habitants no  doubt — 

Monday  evening  Nov.  18,  1844 

Polk  is  chosen  president  of  the  United  States. 
Well  I hope  he  will  endeavor  to  behave  himself  in 
his  new  situation.  He,  certainly,  cannot  com- 
plain that  “Republics  are  ungrateful.”  He  is  one 
of  those  fortunate  ones  “born  with  gold  spoons  in 
their  mouths”  for  whose  good  luck  no  kind  of 
reason  can  be  given.  He  resembles  very  much  a 
certain  class  of  preacher  over  whose  insipid  dis- 
courses we  are  disposed  to  throw  the  mantle  of 
charity  on  account  of  their  being  good  men.  If 
he  has  no  great  virtues  he  also  has  no  prominent 
vices.  If  he  has  not  intellect  enough  to  do  the 
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noble  acts  of  the  stateman  he  also  has  too  little  to 
originate  the  schemes  of  the  villain.  I hope  he 
may  choose  good  advisors — The  weather  has  be- 
come cooler  but  we  have  no  snow  yet. — Prof.  T. 
R.  Beck  has  commenced  his  course  on  Materia 
Medica.  He  is  a scientific  and  interesting  lec- 
turer. 

Sunday  Morning  Dec.  22nd 

The  weather  is  pretty  cold,  but  the  roads  are 
snowless  yet.  Now  this  is  very  singular,  very 
indeed.  Why,  we  shant  have  any  Christmas  or 
New  Year  sleigh  riding  at  this  rate — “Tres  bien,” 
we  may  have  enough  after  the  lectures  close  & 
won’t  I enjoy  it  a few? 

Clinic  yesterday — 23  cases.  I saw  that  moving 
sight  a strong  man  writhing  in  agony — A tumor 
of  the  cartilaginous  kind  was  removed  from  over 
the  external  abd.  ring — and  as  its  numerous  at- 
tachments were  cut  away  the  cries  of  anguish 
pierced  all  hearts.  Oh,  what  an  immense  amount 
of  suffering  must  have  been  crowded  into  those 
few  moments ! His  efforts  to  repress  the  groans  of 
pain  caused  his  contorted  features  to  become  livid 
and  engorged,  almost  to  bursting,  with  blood — 
Could  he  have  succeeded  in  choking  down  all 
sounds  of  what  he  endured  still  the  language  of 
deepest  agony  was  so  eloquently  depicted  on  his 
face  that  the  dullest  could  read,  and  the  hardest 
feel.  How  vain  the  art  of  painting  to  transfer 
such  expression  to  canvas.  The  perpetual  change 
of  the  features — the  writhing — could  not  be  ex- 
pressed. Last  evening  Chum  and  I called  on  the 
Misses  Skerritt.  Did  not  have  a bit  good  visit, 
so.  No  letter  yet  from  the  Seely's.  Now  if  I 
don’t  maul  those  fellows  when  I see  them. 
Armsby’s  lectures  still  continue  interesting.  He 
makes  a person  continually  admire  the  wisdom 
of  the  Great  Maker  of  this  human  frame. 

“What  a piece  of  work  is  Man!  How  noble  in 
reason!  How  infinite  in  faculties!  in  form,  & 
moving,  how  express  and  admirable!  in  action, 
how  like  an  angel ! in  apprehension,  how  like  a god! 
the  beauty  of  the  world!  the  paragon  of  animals!” 

Albany  January  14th,  1845 

At  last  we  have  sleighing  and  cold  weather. 
I don’t  know  that  I have  anything  to  write  this 
evening  & I will  finish  this  line  only  & then  stop, 
“IT  IS  FINISHED” 

Last  Saturday  Dr.  Marsh  performed  an  opera- 
tion which  gained  for  him  no  little  applause. 


The  circumstances  of  the  case  are  these:  Some 
weeks  since  a Miss  Van  Volkenberg  from  Mass, 
was  brought  before  the  class  with  contracted 
muscles  of  the  forearm  and  hand.  Her  arm  was 
forcibly  flexed  & her  hand  firmly  clinched.  The 
cause  of  the  difficulty  was  this:  Some  months 
since  venesection  was  performed  in  the  median 
cephalic  vein  and  the  external  cutaneous  nerve 
was  wounded.  Immediately  the  flexors  of  her 
hand  and  arm  began  to  contract  & continued  so 
up  to  the  present  time,  attended  with  much  pain 
and  tenderness  in  the  neighborhood  of  the 
cicatrix  from  the  opening  of  the  vein.  For  two  or 
three  weeks  after  her  arrival  Dr.  Marsh  en- 
deavored, with  indifferent  success,  to  overcome 
the  contraction  by  the  application  of  splints 
cupping  &c,  operations  which  caused  much  pain 
with  no  corresponding  benefit.  At  length  it  was 
determined  that  the  injured  nerve  should  be 
divided  & on  last  Saturday'  the  operation  was 
performed  before  the  class.  Before  commencing 
Dr.  Marsh  informed  the  class  that  this  was  the 
dernier  resort  & that  he  could  not  promise  suc- 
cess. The  operation  consisted  in  cutting  out  a 
portion  of  the  nerve  in  the  situation  of  the  original 
puncture.  The  patient  complained  bitterly  of 
the  pain  but  when  the  nerve  was  divided  she 
straightened  her  arm  & hand,  & the  applause  was 
loud  and  long  & heartfelt.  A contribution  of 
nearly  12  dollars  w'as  raised  instanter  to  pay  her 
expenses,  she  being  in  low  circumstances.  This 
uras  a glorious  triumph  of  old  surgery  A has  added 
no  small  feather  to  the  cap  of  the  distinguished 
professor. 

Perry ville  Feb.  14th  1845 

Our  lectures  closed  on  the  18th  ult.  and  on 
Wednesday  the  23rd  Jerome  and  I left  Albany'. 
T.  R.  Beck  delivered  the  Valedictory'  to  the 
graduating  class. — - 

I expect  to  commence  studying  with  Dr. 
Pow'ers  on  Monday  next.  He  has  now  one 
student — Mr.  Reese,  and  expects  Mr.  Bickford 
soon.  We  may  have  good  times.  Helen  starts 
today  for  Nonvich  to  attend  school.  There  is 
little  prospect  of  my'  visiting  the  Seelys  this 
winter  anyway'.  I would  like  to  there’s  no  doubt 
about  that. 

Perryville  Feb.  19th  1845 

Monday  and  Tuesday  have  passed  and 
Wednesday  evening  still  finds  me  seven  miles  from 
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Peterboro.  I know  it  is  expensive  to  keep  me 
away  from  home  studying  but  I think  a little 

(expense  might  be  met  with  some  less  murmur- 
ing— I do.  Tomorrow,  nemo  dissenteus,  I shall 
hid  farewell  to  Perryville.  I mean  to  study  this 

(summer.  I intend  to  rise  early — exercise  enough — 
pay  little  attention  to  ex  professio  matters — and 
apply  myself,  perseveringly  to  my  calling. 
Anatomy  I must  finish  by  April  1st — Physiology 
by  May  1st — Materia  Medica  by  June  1st — 
Practice  by  July  1st — Surgery  by  15th  August — • 
Obstetrics  by  September  15th. 

Peterboro  Monday  24th  Feb.  ’45 

Today  I resume  my  studies  in  the  office  of  my 
old  preceptor  Dr.  Nelson  C.  Powers.  The  Dr’s 
business  is  very  good  and  his  ride  quite  extensive. 
Our  fine  little  run  of  sleighing  has  left  us  and 
here  we  are  in  the  mud  up  to  our  knees  and 
glorious  sugar  weather.  I find  the  people  about 
here  quite  natural.  Rec’d  3 papers  (8ia!  (singu- 
lar after  what  has  happened)  F.  . . . & Wallace) 

Tuesday  Evening — 

Dr.  Powers  went  to  Nelson  today  and  I had  the 
good  fortune  to  have  an — case — simple — success- 
ful. Le  t6te  avait  passei  both  straits — Mr. 
Hamilton — gargon- — Commenced  reading  Eberle 
instead  of  Anatomy. 

Wednesday  Eve.  April  2d 

Last  Saturday  I went  home  and  had  a very  good 
little  visit,  returned  Monday  and  finished  Eberle. 
Commenced  physiology  yesterday.  I found  our 
folks  plowing  and  Edward  probably  sowed  his 
wheat  on  the  1st  of  April.  We  have  now  another 
cold  snap. 

Peterboro  May  5,  1845 

Weather  cooler:  frost  tonight.  Business 

rather  dull  at  present.  Reading  Eberle’s  Therap. 
Sic  transit  mundus.  Miss  Jenette  Douglas  has 
commenced  boarding  with  the  doctor  and  is 
teaching  school.  I can  not  write  this  evening. 
I wonder  what  can  ail  me  now-a-days.  Bah,  the 
candle  has  burned  down—. 

May  6th 

— Read  some  of  Eberle’s  to-day — Sulphate  of 
Copper  & whiskey  good  for  baldness.  Oxide  of 
Zinc  and  Bismuth  good  for  sore  & c & c — Miss 


Maria  Clark,  Mrs.  Powers’  niece  is  singing  below. 
Bell  just  rang  for  9 o’clock  and  I have  not  the 
least  shade  of  doubt  in  the  world  that  I shall  be 
able  to  finish  this  page.* 

I really  do  wonder  what  kind  of  a doctor  I shall 
make.  Let  me  see,  what  is  my  opinion  of  myself? 
I fear  I am  not  observing  enough.  I think  I am 
not  able  to  notice  small  daily  changes  in  the  ap- 
pearance of  diseases.  I believe  I shall  be  an  in- 
different prognosticator.  I think  I do  not  re- 
member as  I aught  the  particular  properties  of 
medicines  & those  doses.  But  on  the  other  side,  I 
think,  I shall  be  judicious  and  firm  when  my 
mind  is  made  up:  I shall  be  courteous  and  liberal 
in  my  dealings  with  my  professional  brethren: 
I shall  examine  cases  thoroughly  and  “nil 
desperandeum”  of  arriving  at  some  conclusion. 
Now  the  truth  is  just  here  about  myself.  I have 
read  enough,  but  my  reading  has  been  jumbled 
together,  and  my  mind  is  a sort  of  receptaculum 
commune  where  chaos  reigns  supreme.  No  one 
can  ever  give  me  advice  about  having  order  and 
method  in  reading  so  that  the  facts  I have  gath- 
ered are,  the  Lord  knows  where,  and  my  mind  in- 
stead of  being  strengthened  has  been  weakened 
by  reading  &c.  I am  too  diffident  in  some  re- 
spects, too  bold  in  others.  I have  not  moral 
courage  enough  to  meet  trifles  unmoved,  & I have 
obstinacy  which  will  meet  mountains  and  remain 
inflexible ! Enough ! 


July  6th 

Attended  church  this  forenoon  at  the  Baptist 
House.  Very  fair  sermon  by  Elder  Pease. 

Oh  Temporal  Oh,  Mores!  It  is  warm  this 
afternoon!  Oh,  dear,  I cannot  write  I feel  so  lazy 
or  something  else.  I must  write  my  Thesis.  I 
think  I will  take  Dyspepsia  for  a subject.  I do 
not  like  it.  Everybody  has  written  about  it. 
It  will  give  anybody  a fit  of  indigestion  to  read 
an  essay  on  this  persecuted  but  still  fashionable 
disease.  Everybody  can  cure  it.  The  changes 
have  been  rung  on  every  article  in  the  materia 
medica;  pills,  powders  and  sirups,  in  multitudes 
which  no  man  can  number  have  been  prescribed 
and  taken,  but  still  the  malady  is  as  impregnable 
as  the  English  Gibraltor,  as  independent  & re- 
gardless of  remedies  as  Bustles  are  of  Public 
Opinion. 


* To  satisfy  curiosity,  he  finished  it. 
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Peterboro  20th  August  1843 

— I am  reading  the  last  volume  of  Surgery.  I 
shall  I hope  soon  prepare  for  lectures.  Mrs. 
Divan  sick — cholera  morbus — gastric  irritation  if 
not  inflammation. — 

Miss  Jennette  L.  Douglas  is  teaching  school  in 
this  place  and  boarding  at  Dr.  Powers’.  Jennette 
is  an  intelligent,  intellectual,  persevering  woman, 
and  has  the  highest  reputation  as  a school 
teacher.  She  has  firmness  enough  to  overcome 
all  ordinary  obstacles,  and  the  patience  and  indus- 
try needed  in  the  walk  of  life  she  has  chosen.  She 
is  a person  of  extensive  reading,  and  occasionally 
she  unconsciously  displays  rather  too  much  of  the 
blue  stocking  to  be  perfect!}"  pleasing.  She  has 
a habit  of  quoting  poetry  on  all  occasions : and  at 
times,  to  indulge  her  passion  for  the  jingle  of 
words,  she  drags  in  lines  and  stanzas  irrelevant  in 
the  extreme.  Could  she  use  a little  of  the  as- 
tringent, discretion,  or  minute  doses  of  the  al- 
ternative— Public  Opinion — she  would  find  the 
peristaltic  motion  of  her  intellectual  alimentary 
canal  checked,  and  her  orthographic  defecations, 
instead  of  being  lienteric  & continuous,  would  be 
consistent  & moderate  and  intermittent — Non 
aqua  Cologna  est  capilli  sudor — Miss  D is  apt  to 
flatter,  and  sometimes  most  grossly,  her  asso- 
ciates but  she  would  not  like  to  have  it  applied 
unmercifully  to  herself.  Lansing  thinks  she  is  a 
good  “femma  virilis”  and  I’m  agreed.  She  ap- 
pears to  deserve  all  the  popularity  she  re- 
ceives— “May  her  shadow  never  be  less” — May 
she  see  a thousand  birthdays— may  heaven  and 
terra  bless  her. 

Peterboro — September  23rd  1845 

Tomorrow  I expect  to  leave  Peterboro  perhaps 
forever.  I have  had  some  good  times  here — some 
hard  study — have  found  some  warm  friends,  have 
received  kind  attention  from  Dr.  Powers  and  his 
family.  Success  attend  the  doctor  forever.  My 
heart  goes  out  towards  the  students  Bickford  and 
Pease*  and  my  best  wishes  are  for  their  happiness 
and  perfect  success  in  the  work  they  have 
chosen.  May  they  never  falter,  never  swerve 
from  the  right  and  God  bless  them  ever. 

Pease  goes  to  Geneva  to  attend  Lectures.  Bick- 
ford will  teach  this  winter.  Well,  Peterboro — 
Adieu.  Heaven  save  thy  people — . 


* Note  previous  reference  to  Reese — this  was  before 
Didama  had  met  the  students.  The  student  was  Roger 
Pease  who  later  became  Professor  of  Surgery  at  Syracuse 
University  Medical  School. 


Perryville  October  3rd  1845 

I mean  to  be  off  today — Packet — Farewell 
Perryville  and  joy  be  wi’  you ! 

Albany  October  8th 

After  one  of  the  most  uncomfortablest  pas- 
sages in  the  universe  on  board  of  one  of  the  most 
crowdedest  packets  in  two  universes  I “arriv” 
here  Monday  morning  having  been  out  two  im- 
mortal nights  and  one  external  day  on  the 
"raging  canal.”  It  was  one  continued  drizzle 
from  the  Alpha  to  the  Omega  of  the  ride,  Oh  My ! 

Well  I’m  here,  up  two  pair  of  stairs  on  Plain 
Street  No.  26,  fine  rooms  and  good  board  and  re- 
spectable people  I should  reckon.  Heard  the  in- 
troductory by  Prof.  Emmons  last  evening,  very 
good.  He  gave  us  a real  serious  & long  faced  dis- 
course on  “the  progress  of  medicine”  till  the  very 
wind-up,  when  he  informed  the  students  that  in- 
dividual effort  is  absolutely  necessary  for  prog- 
ress— that  “this  college  is  not  like  a great  sausage 
machine  which  stuffs  loose  membranes  to  un- 
natural distention  but” — well  that  is  all  the 
ludicrous  of  the  sentence  and  the  rest  was 
drowned  out.  T.  Romeyn  swelled  up  in  the  face 
like  the  neck  of  a pelican  frog,  and  it  was  with  the 
greatest  difficulty  that  he  choked  in  a tremendous 
“guf-faw.”  It  was  so  singular  to  hear  the  old 
deacon  professor  perpetrate  anything  ludicrous 
that  even  a Nestor  would  be  tempted  to  relax  a 
little — just  a trifle  you  know.  I shall  look  for 
Jerome  today. 

New  Years  12  o'clock  M 1846 

“Happy  New  Year”  is  here  at  last.  Everybody 
feels  most  glorious  this  morning.  Fine  day,  fine 
folks,  fine  entertainments.  Called  at  Prof. 
Marsh’s,  found  him  sick,  but  his  oysters  very  good 
indeed,  and  his  lemonade  decidedly  rich,  real 
good,  in  fact.  Next  on  to  Mr.  Howard  Townsend 
“one  of  the  boys.”  Townsend  gave  us  the 
punch — real- — genuine — hot — humming  stuff. 
And  then  I by  special  request  sipped  a little 
“Tokay,”  the  concentrated  alcohol  disguised 
with  Almonds  &c.  Then  Dennison*  (for  he  was 
with  me  all  this  while)  and  I called  at  the  Capitol 
and  wished  the  Governor  “happy  &c”  and  then 
took  a glass  of  wine  with  Prof.  Hun ! Well,  then 
we  called  on  Prof.  Emmons,  and  devoured  an  un- 
certain quantity  of  his  delicious  cake  (doubly  so 

* Dennison  was  one  of  his  roommates. 
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from  being  soaked  in  brandy)  and  grapes,  and 
figs,  and  mottoes  (the  candy)  &c  and  now  I am 
at  home — not  drunk  (no ! I scorn  the  insinuation !) 
but,  decidedly — “Happy  New  Years!” — This 
afternoon  again!  My  resolutions  are  oozing  out, 
as  the  wine  oozes  in.  Well,  New  Year’s  only  once 
in  twelve  months!  Oh  I forgot  that  we  called  on 
Mr.  Paige  the  Mayor  at  the  City  Hall.  I went  in, 
introduced  myself  as  “Didama,”  then  introduced 
Dennison.  Well,  Dennison  then  announced 
“Mr.  Didama,  of  Madison  Co.”  and  I (not  wish- 
ing to  be  out-done)  rejoined  with — “Mr.  Denni- 
son of  Chautauqua.”  “Be  seated  gentlemen,  be 
seated,”  said  his  Honor,  affably,  but  we  chose  to 
go:  and  we  did  go  Dennison  turning  to  the  Mayor 
as  we  went  out  with,  “wish  you  a happy  New 
Year,  of  course” — ha  ha  ha — didn’t  I laugh. 

Evening — 1 1 o’clock.  The  calls  of  the  day  are 
ended.  I am  standing,  in  my  “dishabille”  or 
robe  de  chambre  at  the  bureau.  Have  called  this 
afternoon  at  Mrs.  Pierce’s,  McHarg’s,  Our  House, 
Dr.  Wood’s,  Mrs.  Skirritts:  and  have  spent  the 
evening  training  with  Louise,  Kate  Y.  W.  Cushing 
and  Roberts,  downstairs.  The  day  has  passed, 
whether  wisely  or  not  I cannot  pretend  to  say 
without  reflection.  I have  seen  some  of  the 
genuine  aristocracy  (very  little)  and  some  of  the 
small  potatoe  & cod  fish  kind.  Cui  bono?  Well, 
never  mind : let  us  be  merry  once  a year:  yes,  yes, 


oh  what’s  the  use  of  being  vinegar-faced  all  the 
while? 

Tomorrow  must  witness  the  turning  of  a new 
leaf! 

Monday  Morning  Jan  26th  1846 

Well,  tomorrow  did  witness  the  turning  of  a 
new  leaf — but  the  leopard’s  spots  remained  un- 
changed. The  good  resolutions  were  formed — 
were  they  kept ? 

Another  epoch  in  my  existence  is  at  hand — shall 
I not  date  it  from  my  reformation?  Shall  I not 
make  one  more  attempt  to  leave  forever  my  silly 
boyish  habits — my  foolish  & ivicked  ones — and  be 
a man f Shall  I not  la}"  my  hand  on  the  parch- 
ment, which  I expect  to  receive  tomorrow  night, 
and  solemnly  declare  that  I never  will  disgrace  the 
honor  it  may  confer — never  lower  the  dignity 
which  it  has  a right  to  expect? 

Wednesday  morning  and  Albany  farewell — 
probably  forever!  Well,  so  it  is:  so  it  ever  has 
been,  & ever  must  be.  Friends  must  part. — Why 
all  this  saddness? 

Wednesday  morning — and  all  the  kind  ac- 
quaintances— all  the  dear  friends — all  the  pleasant 
scenes — must  be  left  behind — Year  may  roll  by 
and  perhaps  some  may  be  seen  again — but  the 
most — oh,  perhaps  all — will  never  meet  again! 
Farewell! 
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Practitioners  of  Folk 
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r I 'he  practitioner  of  folk  medicine  in  America 
goes  by  many  different  names,  and  unfor- 
tunately1' there  is  no  clear-cut  classification  on 
which  we  may  rely.  The  names  change  from 
region  to  region,  even  from  community'  to  com- 
munity. 

The  herb  doctor,  the  yarb  doctor  or  yarb  wo- 
man is,  generally  speaking,  one  who  relies  almost 
entirely'  upon  herbals  rather  than  upon  any'  use 
of  magic  or  the  supernatural.  A healer  is  fre- 
quently one  who  combines  a knowledge  of  herbs 
with  a careful  use  of  white  magic,  that  is,  magic 
used  for  positive  and  moral  purposes  as  opposed 
to  black  magic,  used  by  the  devil’s  disciples  for 
evil  purposes.  In  New  York  State  the  word 
"healer”  is  very'  generally'  used  and  seems  to  have 
replaced  the  term  witch  doctor  which  was  com- 
mon, especially'  in  the  German  communities, 
even  as  late  as  a generation  ago.  The  witch  doc- 
tor originally,  it  would  appear,  was  primarily' 
concerned  with  the  patient  who  had  been  be- 
witched or  whose  sufferings  came  from  the  mach- 
inations of  a witch.  In  the  Ozark  Mountains, 
according  to  Vance  Randolph  in  his  excellent 
compilation,  Ozark  Superstitions,  the  common 
term  is  power  doctor,  and  the  power  doctor  is 
often  a specialist,  just  as  healers  and  witch  doc- 
tors are  often  specialists  in  this  part  of  the  coun- 
try'. The  term,  powwow-doctor,  however,  is  very' 
common  among  the  Pennsylvania  Germans,  and 
once  in  a while  we  find  the  term  creeping  into  the 
southern  tier  of  New  York  which  borders  on 


Reprinted  from  Bulletin  of  the  Histoiy  of  Medicine , vol. 
XXIII,  no.  5,  September-October,  1949. 

Originally  read  before  the  Section  on  Historical  and  Cul- 
tural Medicine  of  the  New  York  Academy  of  Medicine, 
January  12,  1949. 


Pennsylvania.  The  powwow-doctor,  again,  is 
both  learned  in  herbals  and  folk  medicine  and  in 
devices  for  counteracting  witchcraft.  I notice 
among  those  of  our  people  whose  traditions  are 
rooted  in  Ireland  that  we  sometimes  hear  the 
term  good  man,  not  to  be  confused  with  the  Irish 
expression  “good  people”  used  for  the  fairies. 
There  are  other  terms  in  use,  but  these  I think 
will  be  the  most  commonly'  found  in  the  United 
States. 

Among  all  these  practitioners,  regardless  of 
nomenclature,  will  be  found  specialists  whose 
reputations  depend  upon  a bent  for  special  ty'pes 
of  medical  problems.  This  is  just  as  true  with 
the  folk  practitioners  as  it  is  with  the  medical 
profession  itself.  There  has  been,  for  example, 
in  SyTacuse  for  three  generations,  a family  of 
bone-setters;  for  more  than  seventy  years,  all 
through  the  area  covered  by  Delaware,  Scho- 
harie, Otsego,  Madison,  and  Onondaga  counties 
people  have  had  faith  and  confidence  in  their 
abilities.  In  the  ‘80’s  and  ’90’s  the  grandfather 
of  the  present  practitioners  would  go  into  a town 
and  set  up  headquarters  in  a local  hotel  or  saloon, 
and  word  would  go  out  that  he  was  there.  All 
those  with  broken  bones,  or  dislocated  shoulders, 
would  line  up  outside  his  room,  pay  him  his  fee  of 
fifty  cents,  and  take  the  cure.  He  was  a big 
powerful  man  with  stubby'  hands  who  used  only 
physical  methods.  Very'  often  the  victim  would 
scream  with  pain,  but  there  are  many  stories 
current  of  the  crippled  children  and  adults  whom 
he  cured.  Tradition  even  gives  him  credit  for 
curing  sufferers  from  infantile  paralysis. 

While  in  the  North  we  have  no  snake-bite 
doctors  such  as  are  common  in  the  Southern 
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mountains,  we  do  have  people  who  are  blood 
stoppers.  In  Natural  Bridge,  New  York,  there 
was  in  recent  time  a woman  of  French  and  Indian 
descent  who  could  stop  bleeding  by  repeating 
certain  Indian  words.*  The  stories  tell,  as  so 
often  in  the  folklore  of  these  practitioners,  that 
she  was  especially  successful  when  the  regular 
physicians  failed  to  bring  about  the  desired  re- 
sults. The  folk  telling  these  stories  are  always 
delighted  when  they  can  say,  “Of  course,  the 
city  doctors  don’t  take  any  stock  in  this  sort  of 
thing  but  when  they  failed  we  would  go  to  So- 
and-so  and  he  could  fix  you  up.”  Indeed,  much 
of  the  reputation  of  these  practitioners  rests  on 
the  fact  that  they  are  given  credit  for  bringing 
about  cures  which  the  medical  doctor  cannot  do. 

Another  blood  stopper  was  Aunt  Nanny  Salts- 
man,  one  of  a famous  healing  couple  in  the  Mo- 
hawk Valley.  One  family  tells  that  when  a child 
cut  its  foot  badly,  Aunt  Nanny  was  called  in, 
that  she  gently  took  hold  of  the  injured  foot,  and, 
gazing  off  into  the  distance  toward  the  hills, 
muttered  some  phrases  in  German,  which  trans- 
lated into  English  were:  “I  conquer  this  blood 

in  the  name  of  the  Father,  the  Son  and  the  Holy 
Ghost.”  No  sooner  had  she  said  it  than  the 
blood  ceased  to  flow.  Aunt  Nanny  and  her 
husband  were  also  specialists  in  “sweeney,”  a 
term  the  folk  used  both  for  the  disease  of  horses 
and  for  atrophy  of  the  muscles  in  humans.  The 
patient  had  to  come  to  the  Saltsman  home  before 
daybreak,  and  neither  the  patient  nor  the  prac- 
titioner dared  speak  a word  before  the  practi- 
tioner began  to  repeat  certain  charms  in  German 
and  to  stroke  the  diseased  member  three  times 
during  each  of  the  three  repetitions  of  a verbal 
charm.  This  whole  process  had  to  go  on  three 
mornings  in  succession,  and  it  took  as  many  days 
for  the  cure  to  become  effective  as  there  were 
days  from  the  day  of  the  inception  of  the  disorder 
to  that  when  the  patient  came  to  the  Saltsman 
house.  My  informant  says,  discussing  this  cure, 
“You  had  to  have  belief  in  it — if  you  didn’t  be- 
lieve, they  couldn’t  cure  anything.” 

Other  specialists,  like  Black  Kate  Laurisch,  a 
big,  hairy,  homely  old  woman  who  also  lived  in 

* I might  call  attention  to  the  fact  that  for  a long  period  of 
time  many  communities  often  had  Indians  living  by  them- 
selves as  hermits  who  knew  the  Indian  herbal  and  medicinal 
lore.  I remember,  as  a child  growing  up  in  Albany,  an 
Indian  basket  maker  who  lived  in  the  outskirts  of  town  to 
whom  people  turned  for  all  kinds  of  medical  advice.  He 
made  herbals  in  the  spring  and  peddled  them  along  with  his 
baskets.  But  particularly  I remember  a spring  tonic  which 
he  sold  in  small  brown  bottles  without  a label,  which  cured  all 
the  aches,  pains,  fevers,  and  worries  of  the  springtime. 


the  Mohawk  Valley,  were  “baruchers”  specializ- 
ing in  erysipelas  and  other  skin  eruptions.  Her 
methods  involved  heating  an  iron  shovel  in  the 
fire  until  it  was  red  hot,  and  then  a thread,  pre- 
sumably from  the  clothing  of  the  patient,  was 
placed  on  the  shovel.  When  the  thread  had 
burned,  she  waved  the  shovel  over  the  affected 
part  chanting  in  an  indiscernible  mumble  cer- 
tain phrases  that  she  well  knew  by  heart.  Very 
often  several  treatments  were  necessary,  and  it 
was  always  important  that  the  patient  please 
Black  Kate  during  the  process  because  she  was 
easily  irritated.  If  she  didn’t  like  a patient,  she 
refused  to  cure  him.  Black  Kate,  who  died  only 
a few  years  ago,  lived  in  a community  where 
witchcraft  no  longer  had  any  followers  even  in  its 
simplest  forms,  but  the  ritual  of  burning  the 
thread  bears  evidence  of  that  earlier  fear  and 
faith. 

The  specialist  in  the  removal  of  warts  is  to  be 
found  in  all  communities  where  folk  medicine 
persists.  The  grandfather  of  a former  student 
of  mine  who  came  to  this  country  from  Germany 
was  known  in  the  Utica  area  as  a healer  with  this 
special  ability.  He  was  a tall,  white-haired, 
peace-loving  man,  greatly  loved  and  respected 
in  the  entire  neighborhood.  It  was  well  known 
that  he  had  a certain  prayer  book,  or  magic  book, 
which  he  kept  under  lock  and  key.  One  of  the 
interesting  things  about  Simon  Sylvatius  is  that 
he  spent  considerable  time  praying  and  fasting 
for  every  cure  that  he  made,  and  it  took  a great 
deal  out  of  him.  This  was  not  something  he  did 
casually  but  something  to  which  he  devoted  his 
whole  immortal  soul  during  the  process  of  cure. 
Cures  for  warts  are,  of  course,  infinite  in  their 
variety — Sylvatius  touched  the  wart  and  prayed 
over  it.  And  the  people  remember  that  the 
warts  went  away. 

Another  type  of  specialist  is  the  one  who  can 
talk  the  fire  out  of  a burn,  and  still  others  spe- 
cialize in  cancer,  and  in  the  diseases  of  children, 
particularly  the  removal  of  thrush  from  the 
mouth,  and  the  problems  of  feeding.  One  of 
the  most  interesting  specialists  in  folk  medicine 
of  whom  I know  was  a German  woman  who  lived 
not  long  ago  in  Syracuse  whom  we  might  think  of 
as  a diagnostician.  She  was  called  a “rag  doc- 
tor,” and  her  technic  was  to  take  a piece  of  white 
linen  cloth  and  put  it  around  the  diseased  part  of 
the  body.  Then  she  placed  the  cloth  against 
her  own  forehead,  removed  it,  gazed  at  it,  and 
saw  in  it  not  only  the  name  of  the  disease  from 
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which  the  patient  was  suffering,  but  also  the 
remedy  which  she  forthwith  made  and  applied. 
I am  told  that  the  rag  doctor  was  sufficiently 
successful  so  that  she  could  send  her  son  to  medical 
school  and  that  today  he  is  a practicing  physician. 

In  passing  we  have  mentioned  various  tech- 
nics used,  but  I would  like  to  discuss  and  clas- 
sify the  various  methods  used  by  the  folk  prac- 
titioners. Of  course,  a great  many  of  them  were 
conversant  with  the  abundant  herb  lore  which  has 
been  the  property  of  the  human  race  for  thou- 
sands of  years.  Along  with  the  herbals  were 
other  kinds  of  brew  and  concoction  which,  properly 
made,  often  with  certain  rituals  involving  magic, 
were  believed  to  be  efficacious.  A good  example 
of  this  is  a kidney  cure  used  by  a grandniece 
of  the  famous  Bull  Smith  of  Putnam  County, 
New  York.  This  woman  had  a “touch  with 
animals,”  and  she  could  cause  spiders  to  come 
down  out  of  their  webs  and  then  cause  them  to  go 
back  again.  Mice  would  come  out  of  their  holes 
to  take  food  from  her  hand.  But  sometimes  she 
had  to  kill  mice  to  use  them  in  curing  kidney 
trouble.  She  would  skin  the  mouse,  boil  it,  and 
feed  the  hind  legs  to  sufferers  from  those  disor- 
ders. When  a child  had  a fever  and  the  doctors 
couldn’t  cure  him,  she  would  kill  a chicken,  slit 
it  open,  and  while  it  was  still  warm,  she  would 
stick  the  child’s  feet  in  it,  and  this  would  draw 
out  the  fever.  As  our  informant  said,  “Them 
doctors  don’t  like  to  admit  nuthin’  like  that  but 
they  had  to  admit  she  cured  'em.” 

But  herbals  and  brews  aren’t  always  neces- 
sary. Sometimes  the  power  of  the  word  is  suffi- 
cient, and  an  old  witch  doctor  who  lived  in  the 
Canajoharie  (New  York)  area  would  straddle 
the  bed  of  a sick  child  and,  following  verbal  for- 
mulae, would  talk  away  the  sickness.  Others 
would  accomplish  this,  not  with  formulae  but 
with  special  prayers,  and  when  you  find  the  folk 
doctor  who  follows  the  technic  of  prayer,  you  al- 
most always  have  a consistently  devout  person, 
though  not  always  a churchgoer. 

I have  already  mentioned  the  fact  that  some 
practitioners  use  heated  objects  in  various  ways 
and  that  originally  this  was  to  drive  the  witch- 
craft out  of  the  patient.  The  laying  on  of  hands 
is,  of  course  tremendously  important,  and  it  is 
most  important  with  the  godly  type  of  healer. 
Sometimes  a certain  kind  of  grease  was  used,  or 
unguent,  a “white  unguent”  as  distinct  from  the 
“black  unguent”  used  by  witches  to  make  it  pos- 
sible for  them  to  fly  through  the  air.  The  use  of 


greases,  particularly  goose  grease  and  skunk  oil, 
spread  on  the  hands  of  the  healer  and  used  as 
kind  of  a massage  was  by  no  means  uncommon. 
But  even  here  the  important  thing  was  the  hand 
itself.  As  one  such  woman  said,  “The  power  of 
the  Holy  Ghost  has  inspired  my  hands  to  do  this 
work.”  And  witnesses  tell  how  this  same 
woman,  coming  to  a feverish  patient,  thrashing 
about  in  his  bed,  would  lay  her  hands  upon  him 
and  he  would  become  calm  and  his  breathing 
would  grow  regular  and  the  cure  would  begin 
from  that  point  forward. 

The  use  of  magic  and  the  medical  technics  of 
the  magicians  are  by  no  means  unknown.  Es- 
pecially in  Pennsylvania  we  get  reports  of  the 
powwow-doctors  drawing  a magic  circle  around 
the  house  in  which  the  patient  lay  and  another 
around  the  bed  of  the  patient  and  then  sometimes 
describing  a circle  around  the  injured  or  diseased 
part.  Gradually,  by  incantation  and  the  use  of 
various  kinds  of  verbal  formulae,  they  drove  the 
evil  spirit  out  from  within  these  circles.  This 
calls  to  mind  that  in  most  of  these  technics  we 
are  dealing  with  matters  that  are  often  far  older 
than  Christianity,  going  back  to  Egyptian  and 
Phoenician  civilizations.  The  insistence  on  hav- 
ing the  full  name  of  the  patient,  his  date  of  birth, 
and  the  ability  often  to  cure  in  absentia  by  the 
exertion  of  great  will  power  on  the  part  of  the 
practitioner,  all  point  to  the  devices  of  the  magi- 
cians of  the  twelfth,  thirteenth,  and  the  sixteenth 
and  seventeenth  centuries. 

Over  and  over  again,  too,  we  find  reference  to 
the  use  by  the  practitioners  of  a "special”  or 
“secret”  book.  Who  wrote  these  books  and 
what  was  in  them?  Certainly  we  do  not  have 
knowledge  in  all  cases,  but  certain  volumes  we 
know  to  have  been  and  still  to  be  very  common 
and  typical.  I would  like  to  speak  of  two  of 
them  particularly,  the  work  of  Albertus  Magnus, 
published  under  a variety  of  titles  including,  as 
in  my  own  edition,  The  Egyptian  Secrets  of  Black 
and  White  Art  for  Man  and  Beast,  revealing  the  for- 
bidden knowledge  and  mysteries  of  the  ancient 
philosophers,  and  the  work  of  John  George  Hoh- 
man,  Pow  Wows,  or  the  Long  Lost  Friend.  Al- 
bertus Magnus,  born  some  time  around  1200  and 
dying  in  1280,  known  otherwise  as  Albert  of 
Cologne,  the  Bishop  of  Ratisbon,  and  canonized 
in  1932,  was  one  of  the  great  scholars  of  the  thir- 
teenth century,  a contemporary  of  Roger  Bacon, 
a teacher  and  defender  of  Thomas  Aquinas. 
He  was  the  great  Aristotelian  scholar  of  his  time, 
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interested  in  and  learned  in  geography,  astron- 
omy, zoology,  botany,  alchemy,  and  especially 
in  medicine  and  natural  magic.  By  natural 
magic,  of  course,  he  meant  good  magic,  magic  to 
be  found  in  Arabic  writings  along  with  informa- 
tion regarding  the  virtues  in  herbs  and  stones. 

Albertus  Magnus  probably  did  not  write  the 
work  that  carries  his  name,  but  it  is  significant, 
I think,  that  one  of  the  great  scholars  in  magic 
and  occult  studies  should  have  his  name  attached 
: to  this  collection  which  has  been  so  widespread 
and  so  generally  used  and  held  in  such  high  es- 
teem. A few  excerpts  will  show  you  what  type 
of  material  it  contains  and  the  character  of  its 
cures  and  charms.  While  this  was  probably  only 
one  of  many  books  which  circulated  even  as  late 
as  the  twentieth  century  in  America  among  folk 
practitioners,  it  is  the  most  famous  and  most  po- 
tent of  them.  It  was  to  these  folk  practitioners 
what  the  work  of  Osier,  Cushing,  and  Welch  are 
among  medical  men  today.  There  is  no  way  of 
ever  knowing  how  many  editions  of  this  book 
have  been  printed  or  in  how  many  different  lan- 
guages, nor  with  how  many  differing  texts,  but  it 
is  always  in  print  in  our  own  time,  usually  ap- 
pearing in  little  paper-bound  editions. 

There  is  a considerable  variety  of  information 
in  the  work  of  Albertus  Magnus.  First  of  all, 
there  are  cures  for  both  internal  and  external 
medical  disorders.  Take  for  example  the  cure 
for  “a  youth  contracting  hernia  or  rupture”: 
“Cut  three  bunches  of  hair  from  the  crown  of  the 
head,  tie  it  in  a clean  cloth,  carry  it  noiselessly 
to  another  part  of  the  county,  and  bury  it  under 
a young  willow  tree  so  that  it  may  grow  together 
therewith.  This  is  a sure  remedy.”  When  a 
person  “cannot  pass  water,  take  black  carroway 
[sic]  seed,  like  grains  of  incense,  of  each  one  ounce, 
lay  upon  live  coals  and  inhale  the  fumes.  It’s  a 
well  confirmed  remedy.”  “For  epilepsy,  pur- 
chase a half-grown  black  rooster,  capon  the  fowl, 
take  a nutmeg  and  put  it  in  the  place  from  which 
you  made  the  cut,  leave  the  nutmeg  in  this  place 
until  the  rooster  is  fat,  then  kill  the  fowl,  with- 
drawing the  nutmeg  and  scrape,  evenings  and 
mornings,  the  part  of  a knifeful  and  add  it  to  a 
spoonful  of  soup  which  is  given  to  the  patient. 
Furthermore,  the  baptismal  name  of  the  afflicted 
person  must  be  written  six  times  upon  a piece  of 
paper  and  laid  under  the  head  of  a corpse.  Fur- 
thermore, perspire  in  a linen  cloth  and  wrap  it 
around  a dead  person.  If  it  is  a female  who  has 
this  disease  add  the  powder  made  by  burning  to  a 


crisp  a lock  of  her  hair.  In  the  case  of  a male 
person,  leech  him  and  dip  a rag  into  the  blood  and 
let  it  be  buried  with  the  corpse.  This  remedy 
probat.” — These  are  two  typical  cures — two  of 
many. 

Obstetricians  may  find  Albertus  useful  to  in- 
sure a nearly  painless  and  safe  childbirth  when 
the  natural  pains  are  at  hand.  “Take  a handful 
of  white  mugwort  or  artemesia,  a similar  quantity 
of  maletha,  four  ounces  of  lavender  flowers  (all 
these  herbs  must  be  dried),  four  ounces  of  galli- 
gan,  four  ounces  cinnamon,  two  ounces  fennel 
seed.  All  these  cut  fine  and  pound  them,  after- 
ward two  ounces  of  wine  poured  over  them  and 
boiled  down  over  a quick  fire.  Then  strain 
through  a cloth  and  quickly  give  to  the  patient  to 
drink.  Sweeten  the  beverage  either  with  honey 
or  sugar.  If  the  child  is  a stillborn  child  add  to 
the  above  drink  a handful  of  senna  and  another 
of  southern  tree.” 

We  might  turn  briefly  to  the  veterinary  infor- 
mation, which  is  also  found  in  Albertus  Magnus. 
Much  of  this  information  concerns  the  care  and 
treatment  of  cows,  which  were  the  most  likely 
victims  of  the  machinations  of  the  witches. 
“First  of  all,  to  cause  the  cow  to  give  a good 
supply  of  milk,  you  take  during  Christmas  night 
the  meat  of  a herring  and  the  sinews  thereof,  also 
bay  leaves,  saffron,  black  carroway  seed  and  mix 
together,  and  give  it  to  the  cow.”  “To  restore 
the  usefulness  of  a cow,  write  the  words  given  be- 
low upon  three  scraps  of  paper,  nail  one  on  the 
outside  of  the  stable  door,  the  other  on  the  man- 
ger and  the  third  tie  to  the  left  horn  of  the  cow 
and  speak  : 

‘Byan,  punctum,  sobat, 

Byan,  punctum,  sobat.’ 

This  should  be  repeated  three  times  and  then  one 
says,  ‘This  assault  and  trouble  shall  cause  thee 
no  more  pain  as  it  be  to  our  dear  Lord  in  Heaven 
and  all  his  disciples  as  little  as  God  the  Father, 
as  little  as  God  the  Son,  as  little  as  God  the  Holy 
Ghost’  and  this,  too,  should  be  repeated  thrice.” 

There  are  also,  in  Albertus  Magnus,  besides 
veterinary  medicine  a number  of  protective 
charms  against  witchcraft,  against  fire,  calamity, 
death,  and  particularly  interesting  charms  for 
spellbinding,  that  is,  for  making  thieves  im- 
mobile once  they  have  committed  an  offense 
against  you.  There  are  charms  against  rodents 
and  against  insects,  and  there  is,  as  one  would  ex- 
pect, a charm  for  the  restoration  of  manhood — 
one  which  employs  no  hormones:  “You  buy  a 
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pike  as  they  are  sold  in  the  fish  market,  carry 
noiselessly  to  a running  water,  there  let  whale  oil 
run  into  the  snout  of  the  fish,  pour  the  fish  into 
the  running  water,  and  then  walk  stream  up- 
ward and  you  will  recover  your  strength  and 
former  powers.”  There  are  other  rituals  for 
proving  someone  a witch  and  for  driving  out  evil 
spirits.  Besides  these  somber  and  serious  mat- 
ters there  are  such  useful  domestic  hints  as  how  to 
glue  glass  together.  Albertus  Magnus’  volume, 
then,  is  a kind  of  hodgepodge  of  magic,  folk  medi- 
cine, herb  lore,  and  household  hints,  but  he  was 
regarded  with  awe,  and  the  instructions  he  gives 
for  the  spelling  of  charms,  the  necessity  of  calling 
upon  the  name  of  God,  the  importance  of  saying 
each  formula  three  times — all  of  this  was  a mat- 
ter of  great  secrecy  and  great  importance.  I 
want  to  emphasize  this  about  the  book  of  Alber- 
tus Magnus — that  it  is  entirely  white  magic — 
there  is  no  maleficium  here — this  is  wisdom  to  be 
used  to  the  benefit  of  man  and  beast  and  it  brings 
harm  to  none  except  to  witches  and  thieves 
against  whom  it  may  be  used.  On  the  other 
hand,  it  may  have  been  possible,  by  inversions 
and  misconstructions  of  the  text,  to  produce 
black  magic. 

John  George  Hohman’s  Pow  Wows,  or  The 
Long  Lost  Friend,  has  probably  been  as  well 
known  and  as  widely  used,  especially  in  German 
communities,  in  this  country  as  Albertus  Magnus. 
Hohman’s  work  which  was  first  published  in 
America  in  1820,  in  German  (indeed,  not  trans- 
lated into  English  until  1855),  is  another  com- 
pilation of  German  medical  folklore  and  magic, 
much  of  it  based  upon  Albertus  and  much  like 
Albertus  in  the  type  of  material  it  covers.  One 
of  the  things  that  has  always  interested  me  about 
Hohman’s  book  is  that  the  book  itself  is  a talis- 
man and  a charm.  For  the  first  page  says: 
“Whoever  carries  this  book  with  him  is  safe  from 
all  his  enemies,  visible  or  invisible,  and  whoever 
has  this  book  with  him  cannot  die  without  the 
Holy  corpse  of  Jesus  Christ,  nor  drown  in  any 
water,  nor  burn  up  in  any  fire,  nor  can  any  unjust 
sentence  be  passed  upon  him,  so  help  me.” 
Hohman’s  book  came  into  great  prominence  in 
1929  when  a feeble-minded  boy  named  John 
Blymyer  in  York  County,  Pennsylvania,  set  out 
to  destroy  the  power  of  a man  witch  in  his  area 
named  Nelson  D.  Rehmeyer  who  he  had  been 
convinced  had  hexed  him.  A witch  whom  he 
had  consulted  had  advised  him  that  he  must 
either  get  a lock  of  Rehmeyer’s  hair  or  his  copy 


of  The  Long  Lost  Friend  so  that  the  hex  could  be 
removed.  Unfortunately,  in  trying  to  bring  this 
about,  Rehmeyer  was  murdered  through  the  un- 
due enthusiasm  on  the  part  of  young  Blymyer, 
and  the  whole  matter  came  into  the  courts  during 
the  trial.  The  book  continues  to  sell  very  widely 
and  continuously,  and  I am  quite  certain  that  not 
all  of  the  people  who  buy  it  are  interested  in  it 
wholly  from  an  antiquarian  and  folkloristic  point 
of  view. 

From  what  has  been  said  already,  it  must  be 
evident  that  across  the  whole  study  of  folk  medi- 
cine falls  the  shadow  of  black  witchcraft.  Cer- 
tainly the  emphasis  in  Albertus  Magnus  and  in 
Hohman  makes  unquestionably  clear  the  basic 
fact  that  folk  medicine  grew  up  in  a world  in 
which  witchcraft  was  a tremendously  important 
factor — a society  in  which  everyone,  at  all  levels, 
believed  in  witchcraft  and  accepted  it,  consider- 
ing it  to  be  as  valid  as  Holy  Writ.  Nor  is  it  safe 
to  think  that  the  belief  in  witchcraft  died  when 
the  persecution  of  witches  ceased.  As  recently 
as  1930  there  was  a witch  with  a good  deal  of 
power  operating  in  the  Rensselaer  County  hills 
in  New  York  State,  and  as  recently  as  1946  a 
woman  was  murdered  in  Geneseo,  New  York, 
because  she  had  bewitched  the  man  who 
murdered  her.  Certainly  in  New  York  City, 
throughout  the  South,  and  throughout  the  West 
Indies  there  is  abundant  evidence  easily  avail- 
able of  the  continuing  potency  of  the  belief  in 
black  witchcraft. 

Now  the  folk  practitioner  had  to  be  able  to 
counteract  all  those  elements  of  human  disease 
and  animal  disease  that  derived  from  the  curses 
and  plottings  of  a black  witch.  If  he  could  not 
handle  the  ailments  that  were  brought  on  by 
witchcraft,  then  he  could  not  keep  his  standing 
in  a community  that  believed  in  the  power  of 
witchcraft.  Remember  that  where  a community 
believes  in  witchcraft,  it  tends  to  lay  before  its 
door  all  the  disaffections,  evils,  ailments,  and 
tragedies  which  are  otherwise  inexplicable.  The 
necessity  for  the  folk  practitioner  to  understand 
the  counteraction  of  witchcraft  is  much  like  the 
necessity  for  the  modern  doctor  to  understand 
the  psychologic  problems  of  his  patients.  The 
practitioner  of  folk  medicine  must  know  how  to 
counteract  black  magic  with  white  magic,  how  to 
outwit  the  witch  and  how,  in  the  name  of  the 
Father,  Son  and  Holy  Ghost,  to  cancel  out  the 
vile  and  evil  corruptions  of  the  flesh  which  the 
black-heartedness  of  the  Devil  has  perpetrated. 
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The  amount  of  magic  used  by  the  witch  doctor  or 
healer  will  be  in  direct  proportion  to  the  prev- 
i alence  of  the  belief  in  black  witchcraft  in  his 
time  and  area. 

. 

I would  like  now  to  consider  briefly  the  cal- 
iber of  the  men  and  women  who  were  engaged 
in  practicing  folk  medicine.  There  is  no  ques- 
tion, naturally,  that  a good  many  of  them  were 
iust  local  fakers  and  frauds.  But  many  of  them 
stand  out  in  the  memory  of  the  people  as  devout, 
devoted,  selfless,  and  high  principled.  It  is 
really  amazing  how  sometimes  two  generations 
after  these  healers  are  dead  and  gone,  the 
memory  of  them  as  people  of  distinguished 

lc  character  and  principle  remains  impressed  on  the 
folk  mind. 

Many  of  them  earned  their  living  by  farming  or 
by  some  craft  or  trade  and  accepted  no  money  for 
their  cures.  They  considered  their  curing  power 
as  the  result  of  a special  gift  from  God,  and  they 
felt  that  any  attempt  to  commercialize  it  in  any 
way  or  to  make  a living  from  it  would  cause  that 
special  power  to  be  taken  away  from  them. 
Over  and  over  again  we  have  evidence  that  the 
really  important  healers  refused  to  accept  any 
money  for  their  cures.  Some  of  them  did  accept 
gifts,  and  those  who  worked  without  any  super- 
natural aids,  like  the  bonesetters  I mentioned 
earlier,  charged  a regular  fee  just  the  way  a doc- 
tor would.  But  among  those  who  utilized  white 
magic,  or  those  who  utilized  prayer  as  devices  for 
curing,  there  was  a strong  tendency  to  feel  that 
the  accepting  of  money  would  destroy  their 
power.  Frequently  these  secrets  and  formulae 
which  had  been  traditional  in  their  families  could 
only  be  transmitted  to  one  of  the  opposite  sex. 
A man  could  tell  his  daughter,  a mother  could 
tell  her  son,  but  the  father  could  not  tell  the  son 
and  the  mother  could  not  tell  the  daughter. 
With  some  there  was  the  belief  that  when  the 
secrets  of  the  power  had  been  transmitted  for  the 
third  time,  the  individual  lost  his  own  power.  I 
remember,  for  example,  one  old  man  who  was 
saving  his  secrets  for  his  granddaughter  because 
he  had  twice  taught  his  cures  to  other  women  in 
the  family  and  he  was  waiting  until  the  child  was 
old  enough  to  receive  his  learning  and  then  he 
felt  that  his  power  would  be  gone.  Interestingly 
enough,  although  a great  many  of  the  healers 
were  devout  and  religious  people,  very  few  of 
them  were  churchgoers  and,  in  one  or  two  in- 
stances, the  special  power,  which  rested  in  the 
hands,  left  the  practitioner  when  he  became  en- 


grossed in  the  Church.  Certain  persons  by 
birth  are  especially  qualified  as  healers:  the 
seventh  son  of  a seventh  son  and  men  and 
women  born  with  a card  over  their  faces — which 
gave  them  special  insight  as  well  as  a capacity  for 
divining  the  future — were  considered  equally 
well  endowed  for  becoming  healers. 

I learned  something  of  the  almost  saintly  re- 
gard with  which  a community  can  remember 
these  healers  when  I was  first  doing  folklore 
field  work  in  the  Rensselaer  County  hills  some 
fifteen  years  ago.  There  was  in  the  area  known 
as  Berlin  Mountain  up  near  the  town  of  Tabor- 
town  in  the  period  from  1890  to  1915  a couple 
named  Mr.  and  Mrs.  Franz  Engwer,  both  of 
whom  were  beloved  and  admired  for  their  un- 
selfish willingness  to  cure  both  man  and  beast 
when  trouble  came.  The  Engwers  were  parents 
of  twenty-eight  children,  twenty-six  of  whom 
stood  by  their  graves  when  the  time  came  for 
them  to  pass  on.  My  friends,  Lewis  Palmer  and 
his  wife,  who  were  herb  collectors,  remembered 
them  with  great  clarity  and  spoke  of  the  blame- 
less and  devoted  lives  that  the  Engwers  lived. 
Franz  Engwer  was  gifted  in  the  curing  of  sick 
cattle.  Palmer  told  me  one  time  when  their  cow 
was  sick:  “her  hair  stood  up  and  she  wouldn’t 

number  one  or  wouldn’t  number  two,  she  wouldn’t 
eat  and  she  wouldn’t  drink.  What  little  milk 
she  gave  was  bloody.”  The  first  thing  Palmer 
did  was  to  tap  her  horn  and  find  that  it  was  hol- 
low. He  bored  a hole  with  a gimlet  and  filled 
the  hole  with  pepper  and  vinegar  but  that  didn’t 
do  any  good.  And  so  he  went  over  to  Engwer’s 
farm  and  asked  him  to  come.  He  said  he’d  be 
there  late,  after  dark ; they  were  all  to  be  in  bed 
and  he  was  to  be  left  alone  with  the  cow.  After 
the  moon  came  up  they  could  hear  him  drive  into 
the  driveway  and  Palmer,  whose  bedroom  was  at 
the  back  of  the  house,  only  about  ten  feet  from 
the  barn  door,  was  interested  in  knowing  how  the 
master  healer  worked.  He  got  out  of  bed  and 
knelt  by  the  open  window  in  the  dark,  watch- 
ing and  listening.  Engwer  opened  all  the  barn 
doors,  went  into  the  barn  and  began  talking  to 
the  cow  and  finally  by  the  light  of  the  lantern 
that  was  there  Palmer  could  see  him  rubbing  his 
strong,  knotty  hands  along  the  beast’s  flank.  It 
was,  he  reported,  a long  charm  that  Engwer 
spoke  with  many  words,  mentioning  the  Holy 
Trinity  repeatedly.  Finally,  Engwer  said,  “Evil, 
come  out  of  this  cow,”  and  those  were  really  the 
only  distinguishable  words  that  Palmer  could  re- 
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peat,  but  he  could  see  this  inan  whose  hands  had 
been  working  gradually  backward  down  the 
flanks  of  the  beast  pulling  gently  and  slowly  the 
length  of  her  tail.  “Evil,”  he  said  again,  “come 
out  of  this  cow.”  Palmer,  who  had  kept  himself 
carefully  hidden  all  this  time,  then  saw  Engwer 
close  the  barn  door,  look  up  into  the  darkened 
window  where  Palmer  was  hiding,  and  heard  him 
say,  “There,  Palmer,  she’ll  be  all  right  in  the 
morning.”  And,  as  is  always  true  with  these 
stories,  the  beast  was  well. 

Airs.  Palmer  remembered  Airs.  Engwer  coming 
to  cure  the  children  of  yellow  jaundice.  She 
insisted  that  all  the  doors  and  windows  of  the 
house  be  opened  and  that  everyone  in  the  house 
be  perfectly  silent.  She  read  aloud  from  “her 
book”  in  German,  and  Airs.  Palmer,  who  was 
German  herself,  said  “It  was  all  good  words  like 
was  in  the  Bible  but  I didn’t  understand  it.” 
She  made  signs  of  the  cross  over  the  child  and  she 
gave  in  this  ritual  the  child’s  name  and  date  of 
birth,  and  Airs.  Palmer  said,  “there  was  parts 
where  the  words  all  had  to  be  said  backwards.” 
I remember  very  clearly  Airs.  Palmer  sitting  by 
her  stove  in  the  kitchen  as  she  talked  to  me  and 
after  a long  silence,  when  we  had  been  discussing 
the  Engwers,  she  said,  “Well,  I wisht  they  was 
alive  today.  They’d  know  what  to  do  about 
my  sky-attic  rheumatism.  These  dumfool  doc- 
tors today  don’t  know  nuttin.” 

In  my  State  certainly  the  most  famous,  and 
perhaps  the  greatest  of  the  witch  doctors  was  Doc- 
tor Jake  Brink,  about  whom  Emelyn  Gardner 
has  written  most  capably  and  most  interestingly 
in  her  Folklore  from  the  Schoharie  Hills.  Jake 
Brink,  who  died  in  1879  and  is  still  remembered 
in  the  Schoharie  and  Ulster  country,  was  a 
specialist  in  the  problems  of  medicine  which  were 
the  result  of  bewitching  and  was  popularly  called 
a “witch  doctor.”  He  was  of  Dutch  stock;  his 
grandfather,  another  Jacob  Brink,  was  the  most 
famous  witch  doctor  of  his  day.  A prominent 
feature  of  the  elder  Brink’s  treatment  was  a salve, 
consisting  of  seven  ingredients,  of  which  he  had 
dreamed  for  three  successive  nights.  It  ap- 
peared to  have  wonderful  curative  properties 
and  so  folks  from  far  and  near  went  to  Iris  home 
to  stay  and  be  healed.  The  younger  Doctor 
Brink  inherited  this  formula  and  added  to  his 
credit  a white  salve  and  a famous  ointment. 
His  son,  from  whom  Aliss  Gardner  collected  valu- 
able information  in  1914,  told,  and  others  cor- 
roborate, that  much  of  his  power  was  in  the  mid- 


dle finger  of  his  right  hand.  It  was  with  this 
finger,  smeared  with  pottle,  that  the  doctor 
would  describe  a magic  circle  over  the  afflicted 
part  of  the  patient,  then  he  was  heard  to  speak 
strange  and  unintelligible  words  in  a tongue 
which  men  did  not  understand.  Very  often  he 
kept  three  candles  burning  by  the  sick  bed  and 
one  of  the  features  of  his  treatment  was  the 
silence  which  he  insisted  upon  enforcing  upon  all 
members  of  the  household  while  he  was  treating 
the  patient.  Doctor  Brink,  like  so  many  other 
witch  doctors,  had  a book  of  magic,  and  his  son 
remembered  seeing  the  scattered  leaves  of  that 
book  in  the  attic  after  his  father’s  death. 

Brink’s  great  reputation  was  made  in  driving 
the  Devil  out  those  who  had  been  bewitched. 
He  was  called  often  for  children  who  were  suffer- 
ing in  this  way  and  sometimes  he  would  take  the 
blanket  from  the  child’s  bed,  fill  it  full  of  pins, 
and  then  with  a magic  gesture  and  verbal  ritual, 
he  would  drive  the  being  of  the  witch  away  from 
the  child’s  person.  At  other  times  he  would 
steal,  or  have  stolen,  an  article  of  clothing  from 
the  woman  whom  he  believed  to  be  the  witch, 
and  would  beat  it  and  beat  it  with  a rod  or  wand 
until  she  came  to  heel  and  withdrew  her  curse 
from  the  afflicted  one. 

A story  of  this  sort  is  told  in  the  Woodstock 
area,  just  outside  of  Kingston,  in  the  little  town 
of  Willow  where  Beck  DeAIille  was  the  most 
dangerous  of  the  local  witches.  One  day  she 
went  to  visit  Aunt  Alalindy  and  was  treated 
pretty  coolly,  and  that  night  Malindy’s  beautiful 
eighteen-year-old  daughter  became  ill.  For 
weeks  her  illness  came  on  every  night  at  sunset 
and  lasted  until  cockcrow  in  the  morning.  And 
in  the  morning  they  would  find  the  print  of  a bit 
in  her  mouth,  where  Beck  DeAIille  had  driven 
her  as  a horse  through  the  night  skies.  The 
poor  girl  grew  increasingly  distracted  and  lost 
weight ; when  she  became  run  down  with  fatigue, 
Doctor  Brink  was  finally  called  in.  He  was  told 
the  history  of  the  case ; he  considered  it  carefully 
and  finally  said,  “As  soon  as  I leave,  Beck  De- 
Alille  will  come  riding  up  to  your  door  on  her 
big  black  horse.  She  will  make  three  requests. 
Grant  none  of  them  because  any  one  of  them  will 
give  her  possession  of  your  daughter.”  And 
sure  enough,  a few  minutes  later  Beck  DeAIille 
did  ride  up,  and  Aunt  Alalindy  and  her  husband 
met  her  at  the  door.  It  was  just  getting  dusk. 
“Give  me  that  ribbon,”  designating  a bow  which 
the  daughter  wore.  Nobody  moved.  “Give 


me 

gan 

ter. 

thir 

was 

mg 

rep 

the 

far 

tit 

the 

L 

fi 

;r 

an; 

mi 

rt 

sci 

pn 

pe 

to 


ap 

tit 

isl 

br 

f! 


612 


New  York  State  J.  Med. 


F 


PRACTITIONERS  OF  FOLK  MEDICINE 


me  that  cloak,”  she  demanded  next,  pointing  to  a 
garment  which  she  knew  belonged  to  the  daugh- 
ter. Still  no  one  budged.  And  then  came  the 
third  request,  “Give  me  that  riding  whip.”  It 
was  the  whip  the  daughter  herself  used  when  rid- 
ing. “I’ll  give  you  the  whip,”  the  girl’s  father 
replied,  and  with  that  he  snatched  it  up  and  gave 
the  big  black  stallion  a terrific  lash  across  the 
flank.  The  horse  tore  out  of  the  yard  with  his 
witch  rider  shrieking  her  curses,  but  that  night 
the  daughter  wasn’t  ill  for  the  first  time  in 
months,  and  after  that  Beck  DeMille  always 
walked  with  a limp.  She  said  she  had  a hip  in- 
jury. “I  slipped  on  a butternut,”  she  said,  if 
anyone  asked  her.  But  the  people  in  the  com- 
munity knew  that  the  horse  was  her  familiar  with 
whose  body  she  could  at  will  exchange  spirits. 

It  is  easy  enough,  in  our  greater  knowledge  of 
science,  to  make  fun  both  of  these  men  who 
practiced  medicine  in  these  terms  and  of  the 
people  who  believed  in  them.  But  it  is,  it  seems 
to  me,  more  important  that  we  understand  the 
background  from  which  such  beliefs  came  and 
appreciate  the  fact  that  many  of  these  practi- 
tioners were  devoted  spirits  wrho  gave  unself- 
ishly of  their  very  best  energies  and  thought  to 
bring  relief  and  to  alleviate  the  suffering  of  those 
who  were  ill.  You  must  in  all  fairness  give  credit 


to  many  of  them  for  a willingness  to  serve  as 
physicians  in  the  noblest  sense  of  that  word. 
Their  day  has  passed,  and  they  are  but  a footnote 
in  the  history  of  American  medicine  but  a foot- 
note which  it  is  important  for  us  not  to  neglect 
completely. 

Notes 

The  evidence  for  this  paper  derives  from  the 
section  on  “Folk  Remedies”  in  the  Farmers’ 
Museum  Folklore  Archive,  Farmers’  Museum, 
Cooperstown,  New  York.  This  manuscript  col- 
lection was  made  by  over  a thousand  students  of 
the  author  when  he  was  on  the  faculty  of  New 
York  State  College  for  Teachers,  Albany,  New 
York. 

1.  Albertus  Magnus  being  the  Approved,  Verified, 
Sympathetic  and  Natural  Egyptian  Secrets  or  White 
and  Black  Art  for  Man  and  Beast,  n.d. 

2.  Aurand,  A.  Monroe,  editor.  The  Pow-Wow 
Book, . . . containing  also  the  complete  collection  of 
remedies  and  cures  in  John  George  H oilman’s  “Pow- 
Wows,  or  Long  Lost  Friend.”  Harrisburg,  Pennsyl- 
vania, 1920. 

3.  Gardner,  Emelyn,  E.  Folklore  from  the  Scho- 
harie Hills,  New  York.  Ann  Arbor,  1937. 

4.  Randolph,  Vance.  Ozark  Superstitions. 
New  York,  1947. 
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T I 'he  triumphs  of  medicine,  surgery,  and  public 
A health  in  the  past  century  have  been  the  most 
dramatic  in  history.  During  this  period  the  un- 
ending effort  to  restore  the  disabled  to  the  fullest 
dignity  of  which  they  are  capable  has  been  par- 
ticularly notable.  Since  World  War  II  the 
achievements  in  the  service  hospitals  in  the  care 
of  disabilities  have  been  translated  into  civilian 
medicine.  In  an  effort  to  strengthen  the  medical 
responsibility  in  this  area  of  patient  care,  the 
American  Board  of  Physical  Medicine  and  Re- 
habilitation was  established  in  1949,  and  today 
there  are  departments  or  coordinated  teaching 
programs  in  more  than  75  per  cent  of  the  colleges 
of  medicine  in  the  country. 

The  outstanding  advances  in  rehabilitation  can 
be  considered  from  1949  to  the  present.  Pro- 
fessional and  paramedical  training,  the  develop- 
ment of  therapeutic  technics,  advances  in  appli- 
ances and  prostheses,  and  most  importantly  the 
focus  on  the  concept  of  totality  of  patient  care — 
physical,  emotional,  and  vocational — all  these 
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have  progressed  with  great  intensity  in  the  past 
eight  years.  The  growth  of  community  resources 
and  interest  in  the  needs  of  the  disabled  has  been 
outstanding.  New  York  State  has  been  in  the 
forefront  of  this  program,  both  nationally  and 
internationally. 

The  evolution  of  undergraduate  medical  edu- 
cation in  physical  medicine  and  rehabilitation 
during  the  past  fifty  years  has  been  prodigious. 
The  only  courses  available  at  the  turn  of  the  cen- 
tury were  electives  in  hydrology  at  the  College  of 
Physicians  and  Surgeons  taught  by  Simon  Baruch 
and  lectures  by  Albert  C.  Geyer  in  electrotherapy 
and  radiotherapy  at  Fordham  University  College 
of  Medicine.  At  the  present  time  four  colleges 
in  the  State  of  New  York  have  comprehensive 
programs  of  undergraduate  education  in  the 
field  of  physical  medicine  and  rehabilitation 
extending  through  the  four  years  of  training. 
In  the  first  two  years  portions  of  the  courses  in 
anatomy,  physiology,  and  physical  diagnosis 
contain  kinesiology,  electrodiagnosis,  and  evalua- 
tion of  the  physically  handicapped.  Courses  and 
lectures  in  the  management  and  treatment  of  the 
severely  handicapped  are  given  in  the  third  and 
fourth  years,  and  in  several  schools  clinical  clerk- 
ships are  required.  The  technic  of  integrating 
philosophy  and  responsibility  is  employed  in  this 
training  as  much  as  it  is  in  psychiatric  and  public 
health  education. 
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One  of  the  unique  features  of  the  Institute  of  Physical  Medicine  and  Rehabilitation,  New  York 
University-Bellevue  Medical  Center  is  its  research  and  information  center  in  self-help  devices 
for  the  handicapped. 


When  the  Baruch  Committee  on  Physical 
Medicine  and  Rehabilitation  was  established  in 
1944,  there  were  five  Fellows  in  three  medical 
centers  throughout  the  nation . The  lists  of  accred- 
ited residencies  in  physical  medicine  and  reha- 
bilitation for  1956  reveals  49  approved  residencies 
in  New  York  State  alone.  This  training  includes 
basic  science  lectures  and  training  in  the  care  and 
management  of  chronically  ill  and  severely  handi- 
capped, such  as  poliomyelitis,  cerebral  palsy, 
hemiplegias,  arthritics,  amputees,  and  neurologic 
disorders.  Several  programs  include  special- 
ized training  in  the  management  and  care  of  respi- 
rator patients. 

The  medical  schools  of  New  York  University- 
Bellevue,  Columbia  University,  and  the  Univer- 
sity of  Buffalo  each  have  post-graduate  courses 
directed  toward  the  general  practitioner.  The 
State  of  New  York  annually  awards  fellowships 
to  interested  physicians  for  special  courses  and 
training  in  the  diagnosis  and  management  of  the 
problems  of  cerebral  palsy.  Hundreds  of  phvsi- 


TABLE  I.- — Analysis  of  Personnel  Registered  in 
Their  Respective  Specialty  Fields  for  the  Years 
1946  and  1956 


1946 

1956 

Total 

Need 

Physical  therapists 

3,000 

7,800 

13 , 600 

Occupational  therapists 

1,650 

3,900 

10,500 

Medical  social  workers 

3,300* 

3,500 

13,000 

Clinical  psychologists 
Speech  and  hearing 

2,000 

3 , 665 

10,000 

therapists 

684 

3,572 

15,000 

Total 

10,634 

22,437 

72,100 

* 1951. 


cians  have  benefited  from  courses  in  problems  re- 
lated to  poliomyelitis. 

Rehabilitation  requires  the  services  of  quali- 
fied physical  therapists,  occupational  therapists, 
social  workers,  clinical  psychologists,  speech  and 
hearing  therapists,  and  nurses.  Exclusive  of  the 
nursing  profession,  the  numbers  of  these  ther- 
apists have  increased  twofold  within  the  last 
ten  years  (Table  I).  Estimates  of  the  needs  in 
these  areas  reveal  that  approximately  three  times 
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as  many  personnel  as  we  presently  have  will  be 
necessary  to  meet  the  problems  of  public  health 
and  chronic  disease. 

The  American  Physiotherapy  Association  (now 
the  American  Physical  Therapy  Association), 
which  was  a group  of  former  “reconstruction 
aides”  during  World  War  I,  was  founded  in  New 
York  City  on  June  15,  1921.  By  1936  there  were 
13  schools  training  physical  therapists.  Pres- 
ently there  are  34.  New  York  State  has  four 
schools  with  an  annual  enrollment  of  112  stu- 
dents. The  education  of  these  therapists  has 
been  shared  by  the  field  of  physical  medicine  and 
rehabilitation  with  the  other  interested  medical 
specialties. 

The  National  Society  for  the  Promotion  of 
Occupational  Therapy  (now  the  American  Occu- 
pational Therapy  Association)  was  founded  in 
Clifton  Springs,  New  York,  in  March,  1917. 
This  too  was  an  outgrowth  of  the  “reconstruction 
aides”  of  World  War  I.  At  present,  of  the 
30  schools  throughout  the  country,  New  York 
State  has  three  for  the  training  of  occupational 
therapists.  The  occupational  therapists  at 
present  are  important  for  the  care  of  psychiatric 
and  chronic  disability. 

The  social  worker  is  one  of  the  essential  corner- 
stones of  a comprehensive  rehabilitation  pro- 
gram. Of  the  total  number  of  social  workers 
(6,300)  employed  in  the  medical  and  psychiatric 
field,  half  are  engaged  in  medical  social  work. 
Less  than  10  per  cent  of  this  group  are  employed 
in  specific  programs  for  the  physically  handi- 
capped. There  are  four  schools  for  the  training 
of  social  workers  in  New  York  State  with  an 
annual  graduating  class  of  147. 

It  is  interesting  that  in  1954  an  estimate  of  only 
90  clinical  and  counseling  psychologists  of 
3,600  were  employed  in  specialized  programs 
dealing  with  the  handicapped.  There  is  no  ac- 
curate figure  available  regarding  the  number  of 
clinical  and  counseling  psychologists  that  would 
be  necessary  to  meet  the  needs  of  rehabilitation. 
There  are,  however,  six  schools  in  the  State  of 
New  York  offering  Master  and  Doctoral  degrees 
in  areas,  and  estimates  of  the  number  of  personnel 
in  this  field  over  the  past  fifty  years  indicate  that 
they  have  doubled  in  each  decade  since  1900. 

In  the  past  eleven  years  from  1944  to  1955  the 
members  and  associates  of  the  American  Speech 
and  Hearing  Association  have  increased  from 
584  to  3,572.  The  estimated  500,000  aphasics  in 
the  United  States  gives  an  idea  of  the  problem 


and  the  pitiful  shortage  of  trained  speech  thera- 
pists. The  programs  of  training  and  treatments 
of  patients  while  in  the  hospital  have  been  ex- 
panding, and  approximately  20  per  cent  of  these 
therapists  are  presently  employed  in  hospitals 
and  specialized  clinics.  New  York  State  offers 
training  in  this  field  in  nine  of  its  universities. 
A helpful  manual  for  the  training  of  the  aphasic 
has  been  published  for  use  both  in  the  hospital 
and  home.  This  is  available  in  a French  and 
Spanish  edition  as  well. 

The  professional  groups  who  are  in  greatest 
numbers  in  public  health  and  medical  care  are 
the  nurses.  Their  services  are  available  to  hospi- 
talized patients  to  a greater  degree  than  any 
other  professional  group.  As  programs  of  re- 
habilitation increase  and  as  departments  in  hos- 
pitals increase,  the  role  and  function  of  the  nurse 
in  comprehensive  rehabilitation  care  becomes  in- 
creasingly apparent. 

Many  of  the  nursing  schools  throughout  the 
country  are  attempting  to  develop  programs  of 
undergraduate  and  graduate  training  of  rehabili- 
tation nursing.  For  the  past  nine  years  the  School 
of  Nursing  at  Bellevue  Hospital  has  had  a 
program  of  graduate  nursing  education  as  well  as 
undergraduate  training.  These  programs  are 
being  duplicated  throughout  the  State.  At  St. 
Vincent’s  Hospital  of  New  York  City  School  of 
Nursing  there  is  an  integrated  program  of  physi- 
cal medicine  and  rehabilitation  nursing  through- 
out the  entire  period  of  training.  This  includes 
clinical  practice  on  a rehabilitation  floor  where  an 
opportunity  to  work  with  patients  with  chronic 
diseases  and  disabilities  is  afforded  the  student. 

The  responsibility  of  proper  posturing,  the 
understanding  of  the  emotional  problems  of  the 
handicapped,  the  need  to  train  the  patient  in  self- 
care  activities,  such  as  dressing,  feeding,  getting 
in  and  out  of  bed,  washing,  and  toilet  activities — 
all  are  intimately  related  to  the  sphere  of  nursing. 
The  opportunity  for  assisting  and  training  pa- 
tients in  applying  braces,  care  of  their  wheelchairs, 
instruction  of  the  families  in  the  various  areas  in 
which  the  patient  will  require  assistance — these 
too  are  assumed  by  nurses. 

Public  health  nursing,  through  the  Visiting 
Nurses  Association,  has  been  of  inestimable  value 
in  assisting  families  and  patients  in  meeting  the 
problems  of  the  disabled  at  home.  The  oppor- 
tunity for  reducing  a disability  through  guidance 
and  direction  of  the  family  is  in  many  instances 
best  met  by  the  public  health  nurse  when  she  is 
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Prevocational  exploration  for  a group  of  adult  arthritics  at  the  New  York  State  Rehabilitation 

Hospital,  West  Haverstraw. 


actually  in  the  home  situation.  Fellowships 
through  the  O.V.R.  for  training  in  rehabilitation 
nursing  are  available. 

It  is  apparent  from  these  remarks  that  there  is 
a severe  shortage  of  qualified  trained  personnel 
in  the  auxiliary  services  of  rehabilitation.  These 
shortages  will  continue  to  get  worse  as  new  pro- 
grams place  demands  on  the  resources  of  trained 
personnel. 

The  problems  of  long-term  and  chronic  illnesses 
have  brought  a significant  change  in  the  patterns 
of  hospital  care.  There  no  longer  is  any  sharp 
distinction  between  acute  and  chronic  patients, 
and  the  needs  of  each  overlap  medically  and  surgi- 
cally. 

The  Hospital  for  the  Care  of  Ruptured  and 
Crippled  of  New  York  City  was  founded  in  1863. 
Since  then  many  institutions  have  been  estab- 
lished, initially,  for  the  care  of  crippled  children 
and,  more  recently,  for  adults.  The  scope  of 
these  original  programs  was  “classes  in  sewing, 
cooking,  laundry  work,  basketry,  bench  work  and 
stenography”  (St.  Agnes  Hospital  for  Crippled 
and  Atypical  Children  in  White  Plains). 

The  experiences  in  World  War  II,  when  all  the 
facilities  of  rehabilitation  and  physical  medicine 
were  centralized  into  one  service,  were  translated 
into  a civilian  hospital  program  on  July  1,  1947, 
when  the  80-bed  Rehabilitation  and  Physical 
Medicine  Ward  was  opened  at  Bellevue  Hospital. 


This  was  the  first  such  service  of  its  kind  in  the 
country  in  a general  hospital.  One  year  later 
the  New  York  University-Bellevue  Institute  of 
Physical  Medicine  and  Rehabilitation  opened 
and  at  present  has  83  adult  and  children’s  beds 
and  an  outpatient  program  treating  100  patients 
daily. 

Many  hospitals  throughout  the  State  have  been 
developing  physical  medicine  and  rehabilitation 
programs  which  bring  these  services  to  the  acute 
bed  and  the  chronic  patient  to  the  acute  hospital. 
The  advantages  of  this  planning  are  apparent 
when  it  is  realized  that  at  times  several  months  of 
treatment  are  necessary  to  lyse  a joint  or  emo- 
tional contracture.  Equally  important  is  the  fact 
that  by  proper  medical  and  surgical  measures  a 
disability  can  be  corrected  or  reduced  and  the 
necessity  of  months  of  “training  around”  the 
disability  eliminated. 

Throughout  the  nation  the  medical  colleges 
and  their  affiliated  hospitals  have  been  in  the  fore- 
front of  this  attack  on  the  problem.  New  York 
State  has  an  interest  in  this  program  extending 
back  to  the  turn  of  the  century  when  Governor 
Theodore  Roosevelt  established  the  forerunner  of 
the  New  York  State  Rehabilitation  Hospital, 
presently  at  West  Haverstraw  where  the  program 
has  been  greatly  extended  within  the  past  few 
years. 

At  present  the  Chronic  Disease  Research  In- 
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Whenever  possible  at  the  Institute  of  Physical  Medicine  and  Rehabilitation,  New  York  Uni- 
versity-Bellevue  Medical  Center,  group  instruction  is  given  in  the  activities  of  daily  living. 
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stitute  sponsored  jointly  by  New  York  State  and 
the  University  of  Buffalo  is  an  example  of  this 
trend.  It  is  interesting  to  note  that  programs 
at  Buffalo  Mercy  Hospital,  Kenmore  Mercy 
Hospital,  Childrens  Hospital,  E.  J.  Meyer  Me- 
morial Hospital,  and  the  Buffalo  General  Hospital 
have  all  developed  since  1951  as  an  outgrowth  of 
the  Institute’s  program. 

An  example  of  hospital  planning  is  the  Rehabil- 
itation Floor  at  St.  Vincent’s  Hospital  of  the  City 
of  New  York  where  a 36-bed  floor  was  established 
in  1953.  Patients  with  long-term  needs  for 
hospitalization,  such  as  hemiplegics,  are  either 
admitted  directly  or  transferred  as  soon  as  the 
medical  status  permits.  Rehabilitation  is  started 
immediately  by  the  nurses,  and  as  the  status 
permits,  the  patient  is  taken  to  the  department 
for  additional  training. 

The  facilities  of  the  floor  include  high-low 
beds,  rails  above  the  beds  for  attaching  exercise 
and  assistive  devices,  corridor  rails  for  assistance 
in  walking,  specially  designed  telephone  booth, 
shower,  bathtub,  and  toilets.  All  these  are  for 
the  purpose  of  encouraging  greater  independence 
in  the  patient.  There  is  no  hiatus  between  the 
acute  and  chronic  stage  of  the  patient’s  illness. 
The  effects  of  this  approach  can  be  appreciated 
by  the  fact  that  the  majority  of  hemiplegics  ad- 
mitted acutely  are  discharged  to  their  home  semi- 
independent for  self-care  within  six  to  eight 
weeks.  This  is  repeated  in  a wide  variety  of  dis- 
abling diseases  and  injuries. 

Community  resources  for  meeting  the  needs 
of  the  disabled  and  aged  are  developing  at  a grati- 
fying rate.  The  first  outstanding  example  of 


this  was  the  founding  in  1917  of  the  Institute  for  j 
Crippled  and  Disabled.  This  program  combined 
physical  restoration  and  vocational  training  and 
placement  and  was  the  forerunner  of  many  of 
our  present-day  programs.  The  technics  and 
experiences  gained  in  this  institution,  as  describee' 
by  Deaver,  were  incorporated  into  the  convales- 
cent program  of  the  Air  Force  in  World  War  II. 

Many  communities  throughout  the  State  have 
been  developing  rehabilitation  centers  focused  on 
vocational  training  and  job  placement — Bing- 
hamton, Buffalo,  Syracuse,  to  mention  a few. 
The  Office  of  Vocational  Rehabilitation  has  demon- 
strated that  the  taxes  on  salaries  earned  by  the 
rehabilitated  worker  paid  to  the  government  for 
five  years  equal  the  expense  of  their  rehabilita- 
tion. An  outstanding  example  of  an  industrial 
program  for  the  disabled  is  found  in  West  Hemp- 
stead, Long  Island.  This  factory,  called  Abili- 
ties, Inc.,  employs  180  disabled  and  overage 
workers  who  are  competing  on  an  equal  basis  with 
regular  industry.  Many  of  the  employes  are 
industrially  injured  and  considered  permanent 
total  disabilities.  Many  communities  have  es- 
tablished sheltered  workshops  and  homebound 
employment  programs  and  are  encouraging  place- 
ment of  the  handicapped  in  regular  industry. 

In  the  past  ten  years  the  responsibility  for 
education  of  the  handicapped  child  has  extended 
beyond  classes  for  orthopedic,  cardiac,  deaf,  and 
blind  children.  Cerebral  palsy  and  mentally  re- 
tarded children  are  receiving  training  under  spon- 
sorship of  State  and  local  boards  of  education. 

Residential  facilities  for  the  bedbound  and 
aged  are  being  built  as  rapidly  as  funds  are  avail- 
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able.  The  experiences  of  Dacso  and  others  have 
demonstrated  the  need  for  thorough  medical 
care  of  the  aged  and  bedridden,  coupled  with  an 
active  program  of  physical  medicine  and  rehabili- 
tation. Patients  who  have  been  bedridden  for 
twenty  years  and  residents  of  a chronic  hospital 
were  restored  to  the  community.  Many  were 
made  self-sufficient  within  the  institution,  and  the 
remainder  in  most  instances  required  less  assist- 
ance and  nursing  care.  The  era  of  custodial 
and  recumbent  care  to  meet  the  needs  of  the  dis- 
abled and  aged  has  passed.  There  is  an  increas- 
ing awareness  of  the  necessity  for  dynamic  re- 
habilitation programs  in  nursing  homes,  chronic 
hospitals,  and  county  poorhouses. 

Prior  to  World  War  I the  community  assumed 
little  or  no  responsibility  for  the  aged  or  disabled. 
Schooling  for  a limited  number  of  children  was 
the  extent  of  participation.  1918  marked  the 
establishment  of  the  Compensation  Laws  in  New 
York  State.  Today  through  the  Department  of 
Education  Division  of  Vocational  Rehabilitation 
thousands  of  disabled  men  and  women  are  being 
financially  assisted  in  securing  medical  care, 
physical  rehabilitation,  vocational  testing  and 


training,  and  job  placement.  These  services  are 
available  much  as  our  public  education  and  are 
being  expanded  each  year. 

The  conquest  of  diseases  and  the  raising  of  pub- 
lic health  standards,  which  have  been  accom- 
plished in  the  past  one  hundred  and  fifty  years, 
are  the  most  outstanding  advances  in  the  history 
of  medicine.  A consequence  of  this  progress  is  the 
28  million  citizens  presently  living  with  chronic 
disabilities  due  to  either  disease,  injury,  or  age. 
Over  these  years  we  have  seen  how  medicine  has 
created  within  itself  resources  and  skills  to  keep 
pace  with  its  progress.  Special  spheres  of  prac- 
tice, special  equipment,  personnel,  and  facilities 
all  resulted  with  each  advance. 

Physical  medicine  and  rehabilitation  is  at  this 
juncture.  It  is  less  than  ten  years  of  age  as  a 
specialty,  which  is  not  long  in  terms  of  a sesqui- 
centennial  celebration.  The  responsibilities  of 
research,  education,  and  patient  care  are  being 
pursued  with  all  the  resources  at  hand.  The 
need  for  expanding  these  is  apparent.  As  the 
youngest  member  of  the  family,  we  hope  for  con- 
tinuing growth  and  maturity  in  the  next  one 
hundred  and  fifty  years. 


See  a Century  and  a Half  of 
MEDICAL  PROGRESS 


SESQUICENTENNIAL  MEETING 

Medical  Society  of  the  State  of  New  York 

February  18  to  21,  1957 

HOTEL  STATLER  NEW  YORK  CITY 
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1626 

Original  Dutch  settlement  of  New 
Amsterdam. 

1665 

Duke  of  York’s  Laws  (includes  regu- 
lation of  practice  of  medicine). 

1630 

Herman  van  den  Bogaert  arrives 

1668 

Yellow  fever  appears  in  New  York. 

New  Amsterdam  asa  ship’s  surgeon. 

1691 

Autopsy  of  Governor  Slaughter  in 

1637 

First  educated  physician  in  New 

New  York. 

1638 

York — Dr.  Johannes  La  Mon- 
tagne. 

Surgeons  Gerrit  Schult  and  Ilans 

1693 

First  printing  press  in  New  York. 

1700 

Kierstede  arrive  in  New  York. 

1716 

New  York  City  issues  ordinance  for 
midwives. 

1638 

Earliest  record  of  mid  wives  in  New 
Amsterdam  with  erection  of  house 
for  Lysbert  Dircksen,  town  mid- 
wife. 

1736 

1737 

Municipal  care  began  in  “Publick” 
Workhouse  and  House  of  Correc- 
tion. 

Dr.  Pieter  Van  Veuren  practiced  in 

1642 

Dr.  Abraham  Staats  arrives  in  Albany. 

Poughkeepsie. 

1643 

Dr.  Paulus  Van  der  Beeck,  first 

1749 

Medical  Society  in  New  York. 

medical  man  in  Brooklyn. 

1750 

First  essay  written  in  Colonies  by  Drs. 

1652 

First  medical  regulation  in  New  York 
as  a result  of  complaint  of  New 
Amsterdam  surgeons  against  the 

John  Bard  and  Peter  Middleton 
for  purpose  of  imparting  medical 
knowledge  by  dissection. 

barber  surgeons. 

1750 

Private  dissection  of  a human  cadaver 

1657 

City  ordinance  requiring  physicians 
to  notify  sheriff  of  all  wounds 

in  New  York,  the  second  recorded 
in  this  country. 

dressed. 

1751 

Diphtheria  appears  in  New  York. 

* Assistant  Librarian,  Library  of  the  Medical 

1759 

First  public  dissection  in  American 

Society  of  the  County  of  Kings  and  Academy  of 

colonies  by  Drs.  John  Bard  and 

Medicine  of  Brooklyn,  Brooklyn,  New  York. 

Peter  Middleton. 
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1760  June — New  York  State  adopts  first 

measure  for  regulating  the  practice 
of  medicine. 

1764  Idea  of  formation  of  a medical  society 
in  New  York  proposed  by  Dr. 
Cadwallader  Colden. 

1767  First  attempt  at  formation  of  a 
medical  school  in  State  of  New 
York. 

1767  F irst  professorship  of  obstetrics 

created  and  filled  by  Dr.  J.  Y.  B. 
Tennant  of  King’s  College. 

1768  College  of  Physicians  organized  as  a 

department  of  King’s  (now  Colum- 
bia) College. 

1769  Dr.  Peter  Middleton  publishes  first 

American  book  on  history  of  medi- 
cine. 

1769  Medical  Society  of  New  York  City 
founded. 

1769  First  medical  degree — Bachelor  in 
Medicine,  conferred  on  Samuel  Kis- 
sam  and  Robert  Tucker  by  College 
of  New  York. 

1769  Dr.  Samuel  Bard  delivered  public 
address  on  History  of  Medicine  at 
first  medical  graduation,  showing 
necessity  of  a hospital. 

1769  Birth  of  New  York  Hospital  with 

beginning  of  subscription  sales. 

1770  First  Degree  of  Doctor  of  Medicine 

conferred  in  New  York  on  Samuel 
Kissam. 

1771  Society  of  New  York  Hospital  granted 

a Royal  Charter. 

1771  Diphtheria  epidemic  in  New  York. 

-1772 

1773  Foundation  of  New  York  Hospital 
laid  July  27  (later  destroyed  by 
fire  before  completion). 

1775  Dr.  John  Jones  published  first  sur- 
gical work  in  Colonies:  Plain  Re- 
marks upon  Wounds  and  Fractures. 

1787  Earliest  public  medical  library  in  New 
York. 


1788  Doctors’  mob.  (In  consequence  of  a 
suspicion  that  the  physicians  of  the 
City  had  robbed  graveyards.) 

1788  Organization  of  Medical  Society  of 
New  York  in  New  York  City,  Dr. 
John  Bard  as  first  president. 

1791  New  York  Hospital  rebuilt. 

1792  March.  Act  passed  requiring  pro- 

spective physicians  to  study  with 
some  authorized  practitioner  for 
two  years  if  college  graduate  and 
three  years  if  not  a college  graduate. 

1792  New  York  Medical  School  reorganized 
under  trusteeship  of  Columbia 
College. 

1794  November.  New  York  State  Medical 

Society  organized  in  New  York 
City. 

1795  Dr.  David  Hosack  appointed  librarian 

of  State  Medical  Society. 

1796  Board  of  Health  at  New  York  City. 

1796  Formation  of  a medical  society  in 

Saratoga  County. 

1797  March.  New  York  State  passes  first 

general  law  to  regulate  practice  of 
physic  and  surgery. 

1797  May  8.  Westchester  County  Medical 
Society  organized. 

1797  July.  First  issue  of  Medical  Reposi- 
tory published  in  New  York,  Sam- 
uel Latham  Mitchill,  Editor. 

1800 

1800  Dr.  Nicholas  Romayne  appointed  to 
purchase  books  in  London  for 
Medical  Society  Library. 

1800  One  physician  for  every  800  of  popu- 
lation in  towns  and  one  for  every 
1,000  or  1,200  in  rural  districts. 

1806  April  4.  Enactment  of  law  which  in 
corporated  State  and  County  Med- 
ical Societies  into  the  Medical 
Society  of  the  State  of  New  York. 

1806  Law  requiring  license  of  all  practi- 
tioners in  New  York  State. 
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1806 

Medical  Societies  organized  in  the 
Counties  of  Albany,  Broome,  Col- 
umbia, Dutchess,  Herkimer,  Madi- 
son, New  York,  Oneida,  Onondaga, 
Orange,  Otsego,  Queens,  Richmond, 
Saratoga,  and  Suffolk. 

1823 

1827 

1806 

New  York  State  Medical  Society  of 

New  York  City  (1794)  changes  its 
name  to  the  New  York  County 
Medical  Society. 

1834 

1835 

1807 

February.  First  meeting  of  Medical 
Society  of  the  State  of  New  York 

1836 

at  Albany. 

1807 

March.  Board  of  Regents  of  New 
York  granted  a charter  establishing 

1837 

College  of  Physicians  and  Sur- 
geons. 

1807 

April.  Law  giving  penal  clause  to 
Act  of  1806. 

1839 

1809 

February.  First  formal  presidential 
address  by  Dr.  Nicholas  Romayne. 

1839 

1809 

Publication  of  New  York  Medical  and 
Philosophical  Journal. 

1839 

1810 

Publication  of  American  Medical  and 
Philosophical  Register. 

1844 

1811— 

Erie  Canal  authorized — and  com- 

1846 

1825 

pleted. 

1812 

College  of  Physicians  and  Surgeons 
of  Western  District  of  State  of 
New  York,  incorporated  by  Re- 
gents of  University. 

1812 

June  12.  Albany  Medical  College 
incorporated. 

1847 

1813 

Union  of  College  of  Physicians  and 
Surgeons  with  Columbia  College. 

1878 

1813 

Act  prohibiting  persons  from  prac- 
ticing physic  and  surgery  without 
having  passed  an  examination  from 
a medical  society. 

1880 

1822 

New  York  Medical  and  Philosophical 

1884 

Journal.  (Francis,  Dyckman,  and 
Beck) 

1822 

March  2.  Medical  Society  of  the 
County  of  Kings  (Brooklyn) 
founded. 

February.  State  Medical  Society 
adopts  first  official  Code  of  Medical 
Ethics  in  country. 


Medical  profession  given  supreme 
control  and  regulation  of  medicine 
in  the  State. 

Medical  library  founded  by  Medical  I 
Institution  of  Geneva  College. 

March  27.  Geneva  College  medical 
department  incorporated. 

First  dermatologic  clinic  in  United 
States  (Broome  Street  Infirmary, 
New  York  City). 

Medical  Faculty  of  University  of  the  I 
City  of  New  York. 

Albany  Medical  College  library  or-  I 
ganized. 

Dr.  John  McCall  of  Utica  sponsors  | 
movement  for  purpose  of  forming  a ; 
national  medical  society. 

First  dental  journal  published  in  New 
York. 

3 

Medical  Society  of  the  County  of  I 
Kings  starts  library. 

I S 

May.  Delegates  from  all  over  the  j 
country  meet  at  New  York  Uni-  i 
versity  to  form  national  medical  | 
association.  Dr.  N.  S.  Davis  J ! 
credited  as  “father”  of  American  | 
Medical  Association. 

January  6.  Founding  of  the  New  j 
York  Academy  of  Medicine  and  i 
beginning  of  their  library. 

1 f 

Dr.  William  H.  Welch  organizes  the  > 
first  laboratory  course  to  be  given  l 
in  any  American  school  at  Bellevue  ; 
Hospital  Medical  College. 

Medical  act  reducing  number  of  li- 
censing  bodies  in  the  State. 

New  York  State  Medical  Association  j>| 
organized  as  protest  against  new  1 
code  of  ethics  adopted  by  Medical  j 
Society  of  the  State  of  New  York.  |;| 
Dr.  H.  D.  Didama,  Syracuse,  first  i 
president. 
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ety  1889  First  Medical  Directory  published. 

ill  I 

1889  First  New  York  State  Commission  in 

Lunacy  appointed. 

1891  May.  New  York  State  Medical 

g . 

Library  at  Albany  established  by 
legislative  enactment. 

cal  1892  Creation  of  State  Board  of  Medical 
Examiners. 

cal  1893  New  York  State  Board  of  Health 
organized. 

ed  1895  New  York  Health  Department,  Bu- 

reau of  Laboratories  organized. 

1897  March.  Beginning  of  present  school 
health  service  in  New  York  City. 

1900 

)r' 

1901  January.  New  York  State  Journal 
of  Medicine  begins  publication 
and  replaces  former  yearly  Trans- 
actions. 

1901  Old  Board  of  Health  converted  into 

■w 

Department  of  Health. 

1905  December.  Two  State  medical  or- 

ganizations consolidated. 

1906  One  Hundredth  Annual  Meeting  of 

iG 

Medical  Society  of  State  of  New 
York. 

is  | 1914  Workmen’s  Compensation  Act. 

1916  Committee  on  Medical  Economics 

established  by  State  Society. 

if 

d 


1921 

Group  Plan  of  Malpractice  Insurance 
authorized  by  State  Society  House 
of  Delegates. 

1921 

State  Society  establishes  Legislation 
Bureau  in  Albany. 

1926 

Constitution  of  State  Society  amended 
to  create  a Board  of  Trustees. 

1929 

September.  First  Conference  of  the 
Chairmen  of  the  Public  Relations 
Committees  of  County  Societies. 

1934 

Committee  on  Medical  Trends  formed 
now  known  as  Public  and  Profes- 
sional Relations  Bureau. 

1934 

First  steps  toward  formation  of 
county  auxiliaries. 

1936 

Workmen’s  Compensation  Bureau 
established. 

1942- 

1945 

Nearly  5,100  physicians  from  New 
York  State  served  in  World  War  II. 

1944 

Bureau  of  Medical  Care  Insurance 
authorized. 

1946 

Veterans  Medical  Service  Plan,  Inc. 
organized. 

1948 

Plan  for  War  Memorial  adopted  by 
State  Society’s  House  of  Delegates. 

1951 

Nuclear  reactor  used  for  the  first 
time  in  history  as  a primary  in- 
strument of  medical  therapy  at 

Brookhaven  National  Laboratory. 


Medical  Society  of 

the  State  of  New  York 

HEADQUARTERS  OFFICE 

SECRETARIES 

LOCATIONS  IN 

NEW  YORK  CITY 

1906-1916 

YVisner  R.  Townsend,  M.D. 

1916-1919 

Floyd  M.  Crandall,  M.D. 

1907 

1910 

1926 

64  Madison  Avenue 
17  West  43rd  Street 
2 East  103rd  Street 

1919-1925 

Edward  Livingston  Hunt,  M.D. 

1925-1936 

Daniel  S.  Dougherty,  M.D. 

1940 

292  Madison  Avenue 

1936-1944 

Peter  Irving,  M.D. 

1952 

386  Fourth  Avenue 

1944-present 

W.  P.  Anderton,  M.D. 
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Preface 

Most  physicians  and  librarians  realize  that  there  is  no  such  thing  as  an  entirely 
“complete”  bibliography.  This  one  is  no  different.  Every  effort  has  been  expended, 
however,  to  make  this  as  complete  a bibliography  as  possible  on  the  history  of  medicine 
in  New  York  State.  Of  necessity,  some  articles  about  specific  diseases,  subjects,  or 
institutions  were  omitted  if  they  did  not  add  to  the  general  historical  background.  It  is 
hoped  that  this  will  stimulate  an  interest  in  this  fascinating  field  of  medical  history  and 
will  provide  some  of  the  basic  sources  of  information  for  our  State.  Any  additional 
sources  will  be  gratefully  and  humbly  received. 

Most  of  the  items  can  be  found  in  either  the  Medical  Society  of  the  County  of  Kings 
Library  or  the  New  York  Academy  of  Medicine  Library.  Items  marked  “N.Y.A.” 
are  only  in  the  Academy.  Thanks  are  extended  to  Miss  Gertrude  Annan  and  Miss 
Eleanor  Johnson  of  the  Academy  for  their  help  in  the  use  of  their  resources.  Many 
items  will  be  available  at  the  State  Medical  Library  at  Albany  and  elsewhere. 

Andrews,  G.  C.  Dermatology,  1900-1950.  New 
York  State  J.  Med.  51 : 115-120,  1951. 

Lists  the  leading  dermatologists  of  the  New  York 
area  with  backgrounds  and  accomplishments.  In- 
cludes a descriptive  summary. 

Ayer,  W.  D.  A surfeit  of  medicine.  Bull.  Onon- 
daga County  M.  Soc.  20 : 15-21,  43-47  (Feb.)  1956. 

Constructive  review  of  fifty  years  of  medical  prac- 
tice in  Onondaga  with  accomplishments  and  changes 
noted. 


* Assistant  Librarian,  Library  of  the  Medical 
Society  of  the  County  of  Kings  and  Academy  of 
Medicine  of  Brooklyn,  Brooklyn,  New  York. 

624  New  York  State  J.  Med. 


Babcock,  J.  A rdsume  of  the  progress  in  otolaryn- 
gology. New  York  State  J.  Med.  51 : 124-125, 
1951. 

Contributors  and  contributions  of  New  York 
physicians  to  the  development  and  growth  of 
otolaryngology. 

Baehr,  G.  The  role  of  the  Academy  in  the  City 
and  the  Nation.  Bull.  New  York  Acad.  Med.  23: 
245-259,  1947. 

A presidential  discourse  at  the  centennial  celebra- 
tion that  is  an  excellent  source  of  background  infor- 
mation about  the  Academy.  Includes  the  founders 
and  other  leaders  along  with  the  social  and  scientific 
forces  at  work  at  the  time. 


ANNOTATED  BIBLIOGRAPHY 


Bakwin,  H.,  and  Ross,  L.  J.  Fifty  years  of  pediat- 
rics in  New  York  State.  New  York  State  J. 
Med.  51:78-82,1951. 

Presents  the  work  of  the  leading  pediatricians  of 
the  State  for  the  first  fifty  years  of  the  twentieth 
century. 

Bayley,  G.  C.  An  historical  address  delivered  be- 
fore the  Dutchess  County  Medical  Society  . . . 
190G. 

This  address  given  at  the  Dutchess  County  cen- 
tennial meeting  is  a record  of  the  medical  profession 
of  the  area  from  1740-1900. 

Bechet,  P.  E.  The  City  Hospital.  A history  of  its 
dermatologic  division.  New  York  State  J.  Med. 
54:  2013-2016,  1954. 

Although  this  fascinating  account  emphasizes  the 
development  of  a specialty  in  a municipal  hospital, 
there  is  additional  historical  information  of  a general 
nature. 

Bechet,  P.  E.  Rise  and  growth  of  dermatology  in 
j New  York.  New  York  State  J.  Med.  54:2227- 
j 2233,  1954. 

This  article  presents  the  more  important  contribu- 
j tions  of  many  of  the  leading  dermatologists  of  the 
j New  York  City  area. 

Beck,  J.  B.  Annual  address  on  American  medicine 
j before  the  revolution.  Tr.  M.  Soc.  Stale  New  York. 
5 : 109-143,  1841-43. 

Although  this  historical  review  is  of  the  Colonies 
in  general,  it  includes  a great  deal  that  relates  to 
! New  York  State. 

Beck,  J.  B.  An  historical  sketch  of  the  state  of 
medicine  in  the  American  Colonies,  . . . from  their 
first  settlement  to  the  period  of  the  Revolution. 
Tr.  M.  Soc.  Stale  New  York.  8 : 42-93,  1850. 

Although  this  extended  account  is  of  the  Colonies 
in  general,  there  is  a great  deal  about  early  New  York 
physicians,  medical  education,  literature,  and  insti- 
tutions. 

Bellows,  L.  Medical  organization  and  medical 
biography  of  Seneca  County,  New  York.  West 
Henrietta,  New  York,  Manza,  1926. 

An  historical  sketch  of  the  Seneca  County  Medical 
Society  with  some  account  of  their  physicians. 

Bennett,  P.  Iy.  Early  Cortland  county  doctors. 
Cutting:  Bull.  Cortland  County  Historical  Soc.,  1950. 


An  account  of  the  foundation  of  the  county  medi- 
cal society  in  1808,  the  first  physicians  and  many  of 
those  who  followed. 

Berens,  C.  Fifty  years  of  ophthalmology  in  New 
York  State.  New  York  State  J.  Med.  51 : 120- 
135,  1951. 

A comprehensive  history  of  the  leading  ophthal- 
mologists of  the  State,  classified  by  area  of  profi- 
ciency and  research  with  a valuable  bibliography  of 
some  200  references. 

Bosworth,  F.  H.  The  doctor  in  old  New  York. 
New  York,  G.  P.  Putnam’s  Sons,  1898.  (Half 
moon  series,  vol.  2,  #8). 

A brief  but  extremely  interesting  review  of  the 
practice  and  personality  of  the  seventeenth  and 
eighteenth  century  doctor. 

Bragman,  L.  J.  Some  notes  on  a history  of  medi- 
cine of  Onondaga  County.  New  York  State  J. 
Med.  32:1185-1188,1932. 

An  account  of  medicine  from  about  1792  through 
the  nineteenth  century  with  a plea  for  the  compiling 
of  more  complete  account  of  the  area. 

Brooks,  P.  B.  The  New  York  State  Department  of 
Health.  An  historical  review.  New  York  State 
J.  Med.  55:  1766-1771,  1955. 

An  excellent  account  of  the  early  days  of  the 
Department  of  Health  with  its  people,  problems, 
and  progress. 

Brussel,  J.  A.  History  of  the  New  York  State 
Department  of  Mental  Hygiene.  New  York 
State  J.  Med.  54  : 822-826,  1954. 

An  interesting  account  of  the  development  of  the 
care  for  the  mentally  ill  from  1792  to  date. 

Burke,  John.  Medical  practice  in  New  York, 
1861-1865.  Academy  Bookman.  6 : 2-12,  #1,  1953. 
6:  3-12,  #2,  1953. 

Interesting  items  from  the  diary  of  John  Burke 
that  throw  much  light  on  the  medical  practice  of  the 
turbulent  Civil  War  era. 

Chase,  H.  L.  Some  early  physicians  of  Palmyra. 
New  York  State  J.  Med.  24 : 498-501,  1924. 

A collection  of  biographies  of  the  first  doctors  of 
Palmyra  and  Wayne  County,  New  York. 
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Chittenden,  A.  S.  Early  medicine  in  Broome 
County.  1922. 

A 16-page  pamphlet  giving  the  early  medical 
pioneers  with  their  problems  and  accomplishments 
from  Indian  times  through  the  nineteenth  century. 
(N.Y.A.) 

Clark,  T.  W.  The  birth  of  medical  education  in 
upstate  New  York.  New  York  State  J.  Med. 
43 : 1527-1532,  1943. 

The  historical  background  of  the  medical  depart- 
ment of  Fairfield  Academy  from  its  organization  in 
1810  to  its  demise  in  1840. 

College  of  Physicians  and  Surgeons  of  the  Univer- 
sity, N.Y.  Of  the  origin,  progress,  and  present  state 
of — Am.  Med.  Phil.  Reg.  4:  105-152,  1814. 

Presents  the  historical  background  of  the  College, 
including  the  leading  doctors  who  were  associated 
with  it. 

Contributions  to  the  medical  history  of  the  State  of 
New  York.  (Clippings  from  Medical  Register  by  the 
late  Wm.  Schroeder,  M.D.,  of  Kings  County)  1862- 
1870. 

A collection  of  curious  and  quaint  items  on  medical 
history  of  the  Empire  state. 

Cooksley,  F.  A.  A history  of  medicine  in  the 
State  of  New  York  and  the  County  of  Monroe. 
New  York  State  J.  Med.  36:  1673-1686,  1785- 
1797,  1901-1912,  1997-2006,  1936.  37:  88-103, 
1937. 

A series  of  articles  by  the  Librarian  of  the  Roches- 
ter Academy  of  Medicine  on  local  and  State  medical 
history. 

Corner,  B.  C.  Early  medical  education  in  Western 
New  York,  Geneva  and  Rochester  areas,  1827-1872. 
New  York  State  J.  Med.  55 : 3156-3164,  1955. 

An  historical  background  of  early  medical  educa- 
tion and  medicine  in  the  western  section  of  the 
State. 

Curran,  J.  A.  Medical  correspondence  and  other 
writings  in  seventeenth  century  New  York.  New 
York  State  J.  Med.  54 : 3264-3272,  1954. 

Some  medical  records  and  letters  written  prior  to 
the  Revolutionary  War. 

Curtis,  F.  C.  Glimpses  of  early  medicine  in 
Albany.  Albany  M.  Ann.  7:  289-300,  Oct.  1886. 


Interesting  glimpses  predominantly  concerned 
with  the  region  of  Albany  and  the  Albany  Medical 
College,  with  others  relating  to  the  development  of 
medicine  in  the  State. 

Cushing,  H.  Pioneer  medical  schools  of  Central 
New  York.  (From:  The  medical  career  and  other 

papers,  pp.  123-152)  Boston,  Little  Browm  & Co., 
1940. 

Dr.  Cushing  discusses  the  Fairfield  School  and  the 
school  at  Geneva  along  with  a wealth  of  general 
background  information. 

Dennie,  C.  C.  T.  Gale,  the  man  of  mystery 
New  York  State  J.  Med.  54 : 400-405,  1954. 

General  information  about  an  obscure  Doctor 
Gale  who  was  the  first  to  apply  electricity  to  treat- 
ment of  disease. 

Directory  of  New  York,  New  Jersey,  and  Connecti- 
cut, history  of  the  medical — Med.  Directory  New 
York,  New  Jersey,  & Conn.  41 : xi,  1941-42. 

Interesting  facts  and  statistics  relative  to  the 
publication  of  the  Directory. 

Directory,  history  of  (Editorial).  New  York 
State  J.  Med.  41 : 2104-2105,  1941. 

Interesting  facts  relative  to  the  publication  of  the 
Directory  with  the  comparative  data  throwing  much 
light  on  medical  development  in  the  tri-state  area. 

Doctors  of  old  New  York;  men  who  were  famous  in 
society  as  well  as  in  medicine.  . . Cutting:  Sun,  the 
N.Y.  Nov.,  1897.  (Unreliable  as  to  dates.) 

More  than  30  society  physicians  with  interesting 
anecdotes  about  each  one.  (N.Y.A.) 

Doctor’s  office,  early  American.  Dedicated  at 
Cooperstown.  New  York  State  J.  Med.  53 : 
98-99,  1953. 

An  account  of  the  official  opening  of  a typical  doc- 
tor’s office  of  the  1830’s  presented  to  the  New  York 
State  Historical  Society  and  now  a part  of  the 
Farmer’s  Museum. 

Eliot,  W.  G.  Portraits  of  the  noted  physicians  of  New 
York,  1750-1900.  (American  Biographical  Society, 
vol.  1)  1900. 

According  to  the  author,  this  volume  was  compiled 
to  perpetuate  the  faces  of  some  noted  physicians.  A 
short  biography  is  included  with  each  portrait. 
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Elliott,  F.  E.  Comparative  study  of  the  develop- 
ment of  Blue  Shield  and  Workmen’s  Compensation. 
New  York  State  J.  Med.  55 : 1487-1490,  1955. 

A detailed  presentation  of  how  the  provisions  of 
contracts  for  coverage  of  medical  care  have  grown. 

Encyclopaedia  of  contemporary  biography  of  New 
York.  New  York,  Atlantic  Publishing  Co.,  1878. 

A great  number  of  medical  men  are  included  in 
this  volume  of  general  biography. 

Ershler,  I.  L.  The  past  two  decades.  Bull. 
Onondaga  County  M.  Soc.  20:  49-53,  Apr.,  1956. 

Presents  some  recent  developments  in  medicine  in 
the  Syracuse  and  Onondaga  County  area. 

Excursions  in  old  New  York  medicine.  M.  News. 
82 : 87-88,  1903. 

This,  the  first  of  an  intended  series  of  medical  his- 
tory of  New  York  City,  deals  with  the  career  of  Dr. 
J.  W.  Francis,  the  second  president  of  the  New  York 
Academy  of  Medicine. 

Ezell,  S.  D.  Early  activities  of  the  first  secretary 
of  the  Board  of  Medical  Examiners — Dr.  M.  J. 
Lewi.  New  York  State  J.  Med.  54:  1971-1972, 
1954. 

A compilation  of  the  work  of  the  State  Board  of 
Medical  Examiners  and  the  influence  of  the  first 
secretary. 

Farmer,  L.  Medical  correspondence  in  eighteenth 
century  New  York.  New  York  State  J.  Med. 
54 : 2996-2999,  1954. 

A presentation  of  the  medical  correspondence  of  a 
few  doctors  of  the  eighteenth  century,  including 
John  and  Sam  Bard. 

Farrell,  G.  P.  Development  of  voluntary  non- 
profit medical  care  insurance  plans.  New  York 
State  J.  Med.  55 : 1354-1358,  1955. 

A brief  resume  of  the  economics  of  medicine  of 
the  last  forty  years  including  the  influence  of  the 
State  Medical  Society. 

Fisher,  G.  J.  Anniversary  address,  “Medical 
progress.”  Tr.  M.  Soc.  Stale  New  York.  p.  54-77, 
1875. 

A brief  history  of  the  State  Society  that  considers 
membership,  officers,  and  publications. 


Foote,  E.  T.  Early  history  of  Chautauqua  county 
physicians.  Tr.  M.  Soc.  State  New  York.  p.  272- 
283,  1865. 

Considers  the  early  settlement  and  pioneer  physi- 
cians of  the  county  along  with  an  account  of  the 
organization  of  the  society. 

Fowler,  G.  B.  The  history,  aim,  and  purpose  of 
the  Medical  Society  of  the  County  of  New  York. 

M. Rec.  58:911-913,1900. 

An  historical  background  of  the  county  society 
and  its  relationship  with  the  A.M.A.  and  State 
Society. 

Francis,  J.  W.  Anniversary  discourse  before  the 
New  York  Academy  of  Medicine — November  10, 
1847  . . . N.Y.  Printed  by  Henry  Ludwig,  1847. 

A scholarly  presentation  of  112  pages  giving  the 
historical  background  of  New  York  medicine  with 
some  of  the  leading  physicians.  (N.Y. A.) 

Francis,  S.  W.  Biographical  sketches  of  distin- 
guished living  New  York  physicians.  New  York, 
Putnam,  1867. 

A series  of  biographic  sketches  of  about  14  of  the 
author’s  contemporaries. 

Francis,  S.  W.  Biographical  sketches  of  distin- 
guished living  New  York  surgeons.  New  York,  John 
Bradburn,  1866. 

A collection  of  16  biographic  sketches  of  outstand- 
ing surgeons  of  the  city. 

Francis,  J.  W.  Old  New  York.  Widdleton,  1866. 

This  volume  includes  a biography  of  the  author 
along  with  a historical  discourse  he  gave  at  a meeting 
of  the  New  York  Historical  Society  in  1857. 

French,  S.  H.  Biographical  sketch  of  the  medical 
profession  of  Broome  county.  Binghamton,  1854. 

A historical  sketch  of  the  county  with  a bio- 
graphic account  of  many  of  the  doctors  who  prac- 
ticed there  from  1791  through  the  nineteenth  cen- 
tury. 

Galdston,  I.  Medicine's  history  in  New  York  City. 
In:  Association  of  military  surgeons  of  the  United 
States.  Medicine  at  war;  52  annual  meeting 

N. Y.  ?,  1944),  p.  82-89. 

Pictures  the  background  of  medicine  in  the  city, 
including  the  outstanding  leaders  and  organizations. 
(N.Y.A.) 
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Galdston,  I.  New  York  Academy  of  Medicine, 
1874-1947.  J.  Hist.  Med.  & Allied  Sc.  2:  147- 
162,  1947. 

A background  of  the  founding  of  the  Academy 
with  the  leading  men  and  some  problems  of  its 
development. 

Goodman’,  H.  Venereal  diseases  circa  1800  as  re- 
corded in  Medical  Repository.  New  York  State 
J.  Med.  56:  3944-3947,  1956. 

The  founding  of  the  Medical  Repository  and  what 
it  contained  on  venereal  diseases.  Contains  also 
biographic  information  about  Samuel  Mitchill,  E. 
Miller,  and  E.  H.  Smith,  founders  of  this  first 
medical  journal  in  America. 

Greene,  F.  B.  History  of  the  medical  profession  of 
the  city  of  Brooklyn,  1822-1884.  In:  Stiles,  H.  R. 
The  civil,  political,  professional,  and  ecclesiastical 
history.  N.Y.  (1884),  vol.  2,  p.  887-893. 

An  account  of  the  history  of  the  Kings  County 
Medical  Society  and  of  the  profession  generally. 

Greene,  F.  B.  A history  of  the  medical  profession 
in  the  County  of  Kings  and  the  city  of  Brooklyn,  New 
York.  2 vols.  Brooklyn,  1884. 

These  volumes,  reprints  from  Stiles,  History  of 
Kings  County,  cover  the  years  1644-1884.  They 
contain  sketches  and  portraits  of  early  physicians 
and  medical  facilities. 

Hague,  E.  B.  Development  of  medical  education 
in  Western  New  York,  particularly  in  Buffalo. 
New  York  State  J.  Med.  55 : 3311-3317,  1955. 

A detailed  survey  of  the  development  of  medical 
education  in  Buffalo  with  those  responsible  for  its 
organization  and  growth. 

Hall,  C.  R.  Doctors  and  the  practice  of  medicine 
in  earlj'  Nassau  county,  New  York.  Ann.  Hist. 
Med.  N.S.  9:168-173,1937. 

An  interesting  account  of  the  doctors  and  their 
practices  in  Nassau  county  of  the  early  nineteenth 
century. 

Hall,  C.  R.  Doctors  and  the  rise  of  civilization  in 
Long  Island.  M.  Times.  67:  523-527,  1939. 

Presents  medicine  of  the  colonial  days  and  bio- 
graphic information  about  such  Long  Island  doctors 
as  S.  L.  Mitchill,  V.  Mott,  and  W.  Post. 


Hazelton,  H.  I.  The  boroughs  of  Brooklyn  and 
Queens,  Counties  of  Nassau  and  Suffolk,  Long  Island, 
New  York.  1609-1924.  7 vols.  New  York,  1925. 

Of  these  seven  volumes,  one  to  three  are  historical, 
and  four  to  seven  are  biographic.  Although  general 
in  nature,  they  contain  a great  deal  of  historical 
medicine. 

Heaton,  C.  E.  Body  snatching  in  New  York  City. 
New  York  State  J.  Med.  43 : 1861-1865,  1943. 

Considers  the  early  problems  of  physicians  in  ob- 
taining bodies  for  instruction  in  anatomy. 

Heaton,  C.  E.  Fifty  years  of  progress  in  obstetrics 
and  gynecology.  New  York  State  J.  Med.  51: 
83-85,  1951. 

A brief  survey  of  progress  in  the  field  of  obstetrics 
and  gynecology  in  New  York  State  for  the  first  half 
of  the  twentieth  century. 

Heaton,  C.  E.  The  growth  of  medicine  in  New 
York  City.  New  York  Med.  21 : 290-303,  1956. 

A well-illustrated  account  of  the  development  of 
medicine  in  New  York  City,  including  hospitals, 
medical  schools,  and  societies  from  1626  through  the 
nineteenth  century. 

Heaton,  C.  E.  Medicine  in  New  Amsterdam.  Bull. 
Hist.  Med.  9:  125-143,  1941. 

A well-illustrated  account  of  the  early  days  of 
medicine  in  New  Amsterdam. 

Heaton,  C.  E.  Medicine  in  New  York  during  the 
English  colonial  period.  1664-1775.  Bull.  Hist. 
Med.  17:9-37,1945. 

Considers  early  aid  to  the  poor,  the  first  municipal 
hospital,  medical  education,  epidemics,  and  litera- 
ture of  the  colonial  period. 

Heaton,  C.  E.  The  rise  of  medicine  in  New  York 
City  before  the  Revolution.  New  York  State  J. 
Med.  55 : 685-687,  1955. 

A picture  of  medicine  from  1745-1775,  including 
information  about  the  leading  physicians  and  the 
establishment  of  King’s  College  and  New  York 
Hospital. 

Heaton,  C.  E.  Yellow  fever  in  New  York  City. 
Bull.  M.  Library  A.  34 : 67-78,  1946. 

Considers  the  ravages  of  yellow  fever  and  the 
attempts  to  combat  it. 
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Herkimer,  The  Medical  Society  County  of,  1806  -1950. 
(Sesquicentennial  program,  Mohawk  Valley  Coun- 
'>■  try  Club,  Little  Falls,  N.  Y.  Sept.  8,  1956.) 

In  addition  to  the  history  by  Dr.  F.  C.  Sabin, 
'al  !,  there  is  a listing  of  officers  and  membership. 

il 

Hicks,  H.  M.  Some  glimpses  of  the  past.  Albany 
M.  Ann.  29:  471-476,  1908. 

I A background  of  the  Montgomery  County  Medical 
Society  along  with  information  and  problems  of  prac- 
tice in  1907. 

Hilleboe,  H.  E.  Fifty  years  of  public  health. 
New  York  State  J.  Med.  51 : 86-89,  1951. 

Pictures  the  progress  of  public  health  for  the  first 
half  of  the  twentieth  century  in  the  Empire  State. 

If 

Hinkel,  F.  W.  A review  of  the  relations  between 
the  State  and  medical  profession  in  New  York. 
Buffalo  M.  & S.  J.  34 : 193-203,  1894-95. 

Reviews  relations  between  State  and  physician 
from  the  first  act  in  1797  to  regulate  medicine  along 
with  additional  information. 

Hinton,  J.  W.  The  progress  in  surgery  during  the 
first  half  of  this  century  as  related  to  New  York 
Surgeons.  New  York  State.  J.  Med.  51 : 74-77, 
1951. 

An  account  of  the  innumerable  surgeons  in  this 
State  who  have  made  outstanding  contributions  to 
surgery. 

Hiss,  J.  G.  Fifty  years  of  internal  medicine.  New 
York  State  J.  Med.  51 : 71-73,  1951. 

The  developments  of  this  specialty  as  recorded  in 
the  State  Journal  over  the  past  fifty  years. 

Howe,  H.  S.  Progress  in  neurology  and  psychiatry 
during  the  first  half  of  the  twentieth  century.  New 
York  State  J.  Med.  51:  96-102,  1951. 

Considers  the  leading  physicians  of  the  State  and 
their  contributions  to  this  specialty. 

Jacobi,  A.  Reminiscences  of  medical  practitioners 
in  New  York  during  the  period  of  the  early  history  of 
the  Academy.  M.  Rec.  71 : 129-134,  1907. 

An  account  of  the  doctors  known  personally  by  the 
author  with  their  backgrounds  and  accomplish- 
ments. 


Jacobson,  A.  C.  The  earliest  Manhattan  prac- 
titioners. M . Times  44  : 167-169,  1916. 

There  is  included  in  these  few  pages  a great  deal 
of  biographic  information  and  miscellaneous  items  of 
historical  interest. 

Jarcho,  S.  The  therapeutic  use  of  resin  and  tar 
w'ater  by  Bishop  George  Berkeley  and  Cadwallader 
Colden.  New  York  State  J.  Med.  55:  834-840, 
1955. 

A historical  re-examination  of  the  use  of  resin 
and  tar  water  by  a colonial  physician  and  Irish 
pastor. 

Jelliffe,  S.  E.  The  Dutch  physician  in  New 
Amsterdam  and  his  colleagues  at  home.  M.  Library 
& Hist.  J.  4 : 145-161,  1906. 

A well-illustrated  and  interesting  account  of  the 
Dutch  physicians  who  practiced  here  in  the  early 
seventeenth  century. 

Jivoff,  L.  Onondaga  medical  society  formed  in 
1806  by  22  doctors.  Bull.  Onondaga  County  M.  Soc. 
20:  43-45  (Apr.)  1956. 

An  interesting  account  of  the  development  of 
medicinein  this  county  and  some  of  the  problems  en- 
countered. 

Judson,  E.  A.  The  code  question.  New  York  M.  J. 
37:593, 1883. 

Facts  and  consideration  of  the  men  who  favored 
upholding  the  national  code  after  it  was  abolished 
by  the  State  Society  in  1882. 

Kellert,  E.  The  doctors  Beck  of  Schenectady  and 
Albany.  New  York  State  J.  Med.  48:1015-1019, 
1948. 

An  account  of  the  five  Beck  brothers  and  their 
contributions  to  medical  development  in  the  State. 

Kellert,  E.  The  doctors  of  old  Albany.  Albany 
M.  Ann.  58 : 69-77,  1939. 

An  interesting  account  of  the  doctors  of  Albany 
from  the  first  “Comforter”  of  1626  and  including 
van  den  Bogaert,  Staats,  Colden,  and  others. 

Kellert,  E.  Early  medical  history  of  the  Mo- 
hawk Valley.  New  York  State  J.  Med.  32 : 588- 
594,  1932. 

Considers  medicine  in  the  Mohawk  Valley  from 
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the  time  of  the  Indians  to  the  end  of  the  nineteenth 
century. 

Kellert,  E.  The  medical  history  of  Schenectady 
county.  New  York  State  J.  Med.  36:  651-655, 
1936. 

This  historical  background  of  Schenectady  county 
includes  parts  of  the  van  den  Bogaert  exploration 
journal  of  1631  and  information  relating  to  the 
formation  of  the  county  society. 

Kelly,  E.  C.  Development  of  medical  education 
in  upstate  New  York.  The  Albany  area.  New 
York  State  J.  Med.  55 : 2664-2668,  1955. 

A historical  background  of  the  Albany  Medical 
College  with  short  biographies  of  17  of  their  out- 
standing sons. 

Kimball,  F.  N.  The  progress  of  aviation  medicine 
during  the  past  half  century.  New  York  State  J. 
Med.  51:136-144,1951.' 

Presents  the  origin  and  development  of  aviation 
medicine  with  many  important  “firsts.” 

Knox,  L.  C.  Progress  of  pathology  in  New  York 
State  during  the  last  half  century.  New  York 
State  J.  Med.  51 : 145-147,  1951. 

A historical  background  of  the  development  of 
this  specialty  with  the  local  institutions,  schools, 
and  personnel  responsible  for  its  growth. 

Ladenheim,  J.  C.  The  doctors’  mob  of  1788.  J 
Hist.  Med.  & Allied  Sc.  5 : 23-43,  1950. 

An  exciting  account  of  reaction  of  the  laity  to  dis- 
section in  New  York  City. 

Lambert,  J.  (Autographed  letter  signed,  ad- 
dressed to  the  Medical  Society  of  the  Count}-  of 
New  York,  containing  a history  of  the  Medical 
Society  of  the  County  of  Washington  with  brief 
biographical  sketches  of  its  early  members.  Salem, 
N.Y.  Nov.,  1879.)  (N.Y.A.) 

Langstaff,  J.  B.  Doctor  Bard  of  Hyde  Park.  . . 
New  York,  Dutton,  1942. 

A most  interesting  volume  about  the  Dr.  Bard 
whose  talents  influenced  a number  of  medical  insti- 
tutions in  and  near  New  York  City. 

Lauderdale,  W.  E.  History  of  the  medical  society 
of  Livingston  County,  New  York.  Tr.  M.  Soc. 
State  New  York.  p.  298-310,  1876. 


Presents  a history  of  medicine  in  this  county  from 
1821  to  1876. 

Leake,  C.  D.  The  gentlemen  scientists  of  old  New 
York.  Tr.  New  York  Acad.  Sc.  17:  192,  1955. 

A short  abstract  giving  a general  listing  of  out- 
standing scientists  of  1815. 

Lewi,  M.  J.  Licensing  of  physicians  in  New  York 
State.  An  eyewitness  account.  New  York  State 
J.  Med.  55:  251-256,  1955. 

An  intimate  account  of  many  of  the  obstacles 
faced  in  the  origin  and  development  of  licensing  of 
physicians  in  this  State. 

Lewi,  M.  J.  Medicine  and  podiatry  in  New  York 
State.  A first  hand  history.  New  York  State  J. 
Med.  54:536-540,1954.' 

The  development  of  foot  care  in  this  State  by  an 
“elder  statesman”  of  medicine. 

Lewi,  M.  J.  Roundup  of  illicit  practitioners  of 
medicine  during  Theodore  Roosevelt’s  police  com- 
missionership  of  New  York  City.  New  York 
State  J.  Med.  56 : 2135-2136,  1956. 

An  account  of  how  the  illegitimate  practitioners  of 
the  city  were  apprehended  and  dealt  with. 

Lipkind,  M.  A.  Some  east  side  physicians  at  the 
close  of  the  nineteenth  century.  M.  Leaves.  4 : 103- 
109,  1942. 

Pictures  of  medicine  with  the  practitioners  on  the 
East  Side  of  New  York  City  at  the  turn  of  the 
century. 

Lloyd,  M.  S.  The  first  one  hundred  years  of  the 
Richmond  County  Medical  Society.  New  York 
State  J.  Med.  54:698-702,  1954. 

An  interesting  account  of  the  development  and 
growth  of  medical  practice  on  Staten  Island. 

McMillen,  L.  History  of  the  medical  profession 
of  Staten  Island.  New  York  State  J.  Med.  55: 
3489-3493,  3647-3653,  1955. 

An  interesting  and  well-written  chronicle  of  early 
medicine  and  medical  men  of  Richmond  County. 

McMillen,  L.  The  medical  collections  of  the  Staten 
Island  Historical  Society.  Bull.  Richmond  County 
M.  Soc.  14:  14-15  (June)  1956. 

Notes  on  the  medical  and  dental  material  of  his- 
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toric  value  located  in  the  Staten  Island  Historical 
\ Society. 

M’Naughton,  J.  On  the  progress  of  medicine  in 
the  State  of  New  York.  Tr.  M.  Soc.  State  New 
\ York.  3 : 53-80,  1836-37. 

Considers  early  problems  of  medical  practice 
along  with  the  progress  of  medicine  and  medical 
education. 

Madison  County  Medical  Society.  Sesquicentennial. 
(Dinner  and  program  menu,  Colgate  Inn,  Hamilton, 

! New  York.  Oct.  4,  1956.) 

In  addition  to  a paper  on  the  history  of  the  medi- 
cal society  by  Dr.  H.  Beach,  there  is  a listing  of  the 
founders  and  present  membership. 

Manley,  J.  R.  Annual  address.  Tr.  M.  Soc.  State 
New  York.  p.  23-49,  1827. 

Pictures  the  state  of  the  profession,  with  the 
abuses,  along  with  a concise  history  of  medicine  in 
the  State. 

Medical  Register.  (Vols.  1-29,  1862,  1892). 

These  small  volumes  are  worthy  of  special  note 
for  the  articles  by  Dr.  Shrady  on  medical  history  and 
for  a wealth  of  other  general  historical  information. 

Medical  Society  of  the  County  of  Kings,  History  of 
[ the.  . . Brooklyn,  1899. 

This  history  includes  an  account  of  the  Graeco- 
Roman  festival  celebrating  the  completion  of  the 
new  library  building  in  1899. 

Medical  Society  of  the  County  of  Westchester,  History 
of  the  ...  1797-1947.  1947. 

Includes  a reprint  of  an  early  history  of  medicine 
of  the  county  and  brings  the  account  up  to  the  year 
1947. 

Middleton,  P.  A medical  discourse  or  an  historical 
inquiry  into  the  ancient  and  present  state  of  medicine. 
New  York,  Gaine,  1769. 

This  first  American  contribution  to  medical  his- 
tory, according  to  Garrison- Morton,  was  delivered 
by  the  author  at  the  opening  of  the  medical  school 
in  the  city  of  New  York. 

Moore,  N.  S.,  and  Maynard,  L.  A.  Highlights  in 
nutritional  progress,  with  emphasis  on  the  last  fifty 
years.  New  York  State  J.  Med.  51:  103-108, 
1951. 


A general  historical  consideration  of  nutrition, 
especially  proteins  and  amino  acids,  vitamins,  and 
nutritional  requirements  with  food  consumption; 
not  limited  to  New  York  State. 

Moorehead,  J.  J.  Harlow  Brooks;  man  and  doc- 
tor. New  York,  Harper,  1937. 

Within  this  biography  of  Dr.  Brooks  is  also  to  be 
found  general  information  of  New  York  City  of  1895 
and  medical  practice  of  the  early  twentieth  cen- 
tury. 

Mulford,  H.  J.  My  sixty-eight  years  in  medicine. 
New  York  State  J.  Med.  53:  2526-2528,  2711- 
2713,  1953. 

The  author  reflects  on  his  years  of  practice  in  an 
attempt  to  illustrate  the  manner  in  which  medicine 
has  progressed. 

Nagel,  J.  D.  Memories  of  a G.P.’s  sixty  five  years 
in  New  York  City.  New  York  State  J.  Med.  54 : 
120-122,  273-277,  1954. 

A doctor  tells  of  medical  practice  in  the  city  in 
the  late  nineteenth  century. 

Nesbit,  M.  E.  New  York  State  Medical  Library. 
New  York  State  J.  Med.  53:  3046-3048,  1953. 

An  historical  account  of  the  State  medical  library 
from  its  establishment  in  1891  to  present-day 
operation. 

New  York’s  Laboratory,  Jubilee  of.  (Cholera 
laboratory).  M . Officer.  68:  171,  1942. 

In  recognition  of  the  fifteenth  anniversary  of  the 
founding  of  the  “worlds  largest  public  health  labora- 
tory.” Compares  hygiene  of  England  and  the 
United  States. 

New  York  State  Journal  of  Medicine.  Golden 
Anniversary  Issue.  New  York  State  J.  Med.  51 : 
55-148,  1951. 

This  well-illustrated  anniversary  issue  presents  the 
development  of  medicine  in  this  State  by  subject, 
written  by  authorities  in  each  field.  Altogether  it  is 
a record  of  medical  development  in  this  State  from 
1901  to  1951. 

Norwood,  W.  F.  Medical  education  in  the  U.S- 
before  the  Civil  War.  (Part  4,  medical  schools  of 
New  York  State,  pp.  109-166).  Philadelphia,  Uni- 
versity of  Pennsylvania  Press,  1944. 

Presents  the  problems  faced  by  the  medical  men 
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of  this  State  in  the  development  of  the  early  medical 
schools. 

O’Brien,  H.  R.  History  of  public  health  in  Chau- 
tauqua, Cattaraugus,  and  Allegany  counties.  New 
York  State  J.  Med.  44 : 2132-2137,  1944. 

A former  health  commissioner  of  upstate  New 
York  presents  a detailed  history  of  public  health  in 
three  counties  from  Revolutionary  times  to  World 
War  II. 

Oneida,  M edical  Society  of  the  County  of.  Sesquicen- 
tennial.  (Dinner  and  program  menu,  Hotel  Utica, 
Nov.  10,  1956.) 

This  pamphlet  contains  a history  of  medicine  in 
this  county  by  Dr.  I.  Alper  along  with  a list  of  found- 
ing officers  and  present  membership. 

Orange,  historical  sketch  of  the  Medical  Society  of  the 
County  of.  Newburgh,  New  York,  Moore  Printing 
Co. 

Contains  the  histories  of  medicine  in  Orange 
County  by  J.  T.  Howell,  D.  B.  Hardenbeigh,  and 
M.  P.  Seese,  along  with  other  general  information  of 
their  society. 

Packard,  F.  R.  History  of  medicine  in  the  United 
States.  (2nded.)  2vols.  New  York,  Hoeber,  1931. 

Although  there  is  no  specific  chapter  on  the  his- 
tory of  medicine  in  this  State,  there  is  a great  deal 
about  it  included  in  various  chapters. 

Piffard,  H.  G.  The  status  of  the  medical  profes- 
sion in  the  State  of  New  York.  New  York  M.  J. 
37  : 400-403,  456-457,  484-487,  567-571,  589-593, 
1883.  38:  372-377,  568-574,  1883. 

This  series  of  articles  contain  a history  of  the 
events  that  led  to  the  formulation  of  the  new  code 
of  ethics  of  the  State  Medical  Society. 

Pilcher,  L.  S.  Medical  Society  of  State  of  New 
York.  New  York  M.  J.  57 : 149-154,  1893. 

In  this  inaugural  address  is  presented  a good  pic- 
ture of  the  medical  profession  of  1893.  Medical  edu- 
cation is  also  included  as  it  related  to  obstetrics. 

Potter,  R.  D.  New  horizons  and  new  problems. 
New  York  Med.  12 : 303,  1956. 

Considers  the  problems  of  the  last  fifty  years  as 
medical  care  insurance,  group  practice,  reporting  of 
medical  news,  and  corporate  practice  of  medicine. 


Redway,  L.  D.  Fifty  years  of  Journal  publication 
in  retrospect.  New  York  State  J.  Med.  51: 
55-70,  1951. 

A well-illustrated  narrative  of  the  State  Journal 
origin  and  development.  Also  includes  information 
relative  to  the  State  Society  and  is  followed  by  an 
appendix  that  lists  chronologically  all  the  editors 
and  publication  committees  of  the  State  Journal. 

Reed,  C.  B.  New  Windsor:  eighteenth  century 
medical  crossroads.  New  York  State  J.  Med. 
50 : 69-72,  1950. 

Considers  New  Windsor,  New  York,  and  some  of 
the  noted  physicians  that  lived  there,  including  C. 
Colden  and  others. 

Rochester,  T.  F.  Anniversary  address.  Medical 
men  and  medical  matters  of  1776.  Tr.  M.  Soc.  Slate 
New  York.  p.  72-99,  1876. 

Biographic  notes  on  many  important  medical 
leaders  of  New  York  and  surrounding  communities 
who  played  a part  in  the  Revolutionary  War. 

Rogers,  J.  F.  History  of  the  Dutchess  County  Medi- 
cal Society,  1806-1956. 

Presents  over  130  pages  of  the  historical  back- 
ground of  medicine  in  Dutchess  County. 

Rohdenburg,  G.  L.  Historical  notes  on  the  prac- 
tice of  medicine  in  New  York  City.  New  York 
M.J.  112:349-353,1920. 

Although  there  is  included  a series  of  disconnected 
items,  they  are  of  particular  interest.  Some  im- 
portant “firsts”  are  included. 

Rosen,  G.  Politics  and  public  health  in  New 
York  City  (1838—1842).  Bull.  Hist.  Med.  24:441- 
461,  1950. 

A well-documented  account  of  how  the  position  of 
health  officer  failed  to  go  to  the  deserving  Dr.  Peter 
Townsend  because  of  political  patronage. 

Rovenstine,  E.  A.,  and  Bartels,  J.  A half  century 
of  progress  in  anesthesia  in  New  York  State.  New 
York  State  J.  Med.  51:  121-123,  1951. 

A few  of  the  physicians  from  this  State  who 
contributed  to  the  progress  of  anesthesiology  during 
the  past  fifty  years. 

Samuels,  B.  New  York  as  an  ophthalmological 
center.  Am.  J.  Ophth.  30 : 1081-1093,  1947. 

Considers  the  history  of  this  specialty  in  New 
York  City,  presenting  a well-illustrated  account  of 
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the  leading  men  and  institutions  from  the  early 
1:  nineteenth  century  to  date. 

Schiff,  L.  J.  Medicine  in  Albany  in  the  nineteenth 
century.  Albany  M . Ann.  56:132-136,1937. 

A picture  of  the  state  of  medicine  in  Albany  in  the 
A 1880’s. 

Schiff,  L.  J.  Medicine  in  Albany  in  the  nineteenth 
)’  century.  New  York  Stvte  J.  Med.  56:121-124, 
M 1956. 

Contains  a background  of  medicine  in  the  State 
< Capitol  with  all  the  strife  and  problems  of  the  era. 
Included  are  fee  schedules  and  general  information  of 
the  Albany  Medical  College  and  Hospital. 

1 Schneider,  D.  M.,  and  Deutsch,  A.  The  history 
■ of  public  welfare  in  New  York  State,  1867-1940. 
Chicago,  University  of  Chicago  Press,  1941. 

A skillful  and  painstaking  analysis  of  the  growth 
and  development  of  public  welfare. 

Schneider,  D.  M.  The  history  of  public  welfare  in 
New  York  Stale  1609-1866.  Chicago,  University  of 
Chicago  Press,  1938. 

An  outstanding  coverage  of  the  development  of 
public  welfare  in  an  early  period  of  the  State. 

Schneider,  D.  M.  Notes  on  the  history  of  the 
New  York  State  Department  of  Social  Welfare. 
New  York  State  J.  Med.  54:  3120-3125,  1954. 

An  historical  account  of  the  important  role  played 
\ by  the  Department  of  Social  Welfare  in  promoting 
the  health  and  welfare  of  the  people  of  this  State. 

Schroeder,  W.  Dispensaries,  hospitals,  and  medi- 
i cal  societies  of  Kings  County,  1830-1880.  Brooklyn 
M.J.  10:123-133,1896. 

Some  background  information  about  medical  in- 
stitutions giving  names  of  men  and  other  factors  of 
historical  interest. 

Schroeder,  W.  Early  history  of  medicine  in  Kings 
County.  Brooklyn  M.  J.  17:  275-278,  1903. 

A listing  of  the  early  practitioners  in  the  county 
along  with  the  surgeons  on  Long  Island  during  the 
Revolutionary  War. 

Schroeder,  W.  The  early  history  of  medicine  on 
Long  Island.  Brooklyn  M . J.  9 : 635-648,  1895. 

A collection  of  extremely  interesting  and  humorous 
notes  about  early  medicine  on  Long  Island. 


Seese,  M.  P.  Historical  review  of  our  society  in 
celebration  of  its  150th  year.  The  Orange  18:  2-4 
(Apr.)  1956. 

A detailed  account  of  the  background  of  the 
Orange  County  New  York  Medical  Society. 

Shlimbaum,  S.  The  Suffolk  County  Medical  So- 
ciety— then  and  now.  Bull.  Suffolk  County  M.  Soc. 
34:  30-33  (Feb.)  1956. 

A review  of  the  formative  years  of  medicine  in 
Suffolk  County  with  a look  to  the  future. 

Shrady,  J.  Contribution  to  the  medical  history  of  the 
City  of  New  York.  (A  series  of  articles  arranged  and 
bound  together  by  W.  Schroeder,  M.D.,  of  Kings 
County). 

The  articles  are  arranged  chronologically  from 
about  1609  to  the  time  of  the  smallpox  epidemic  in 
Brooklyn  of  1894.  Includes  many  interesting  items 
of  information. 

Shrady,  J.  Two  hundred  years  of  medicine.  (In 
New  York  City)  In:  Memorial  history  of  the  City  of 
New  York,  The  . . . ed.  by  J.  G.  Wilson,  (New  York) 
1892-93.  Vol.  4.  (N.Y.A.) 

Presents  medicine  of  the  seventeenth  and  eight- 
eenth centuries  in  a detailed  manner  and  concludes 
wnth  biographies  of  outstanding  doctors. 

Shrady,  J.  Medical  New  York  in  1880.  (A  series  of 
articles  arranged  and  bound  together  by  W.  Schroe- 
der, M.D.,  of  Kings  County.) 

These  articles  present  a clear  picture  of  the  medi- 
cal practice  of  the  1880’s  along  with  something  of  the 
political  background. 

Sigerist,  H.  E.  The  early  medical  history  of  Sara- 
toga Springs.  Bull.  Hist.  Med.  13:  540-584,  1943. 

This  well-illustrated  account  presents  a back- 
ground of  the  Springs  from  Indian  times  to  1817. 
Contains  photographs  of  such  men  as  S.  L.  Mitchill, 
V.  Seaman,  D.  Hosack,  and  what  they  published 
relative  to  the  Spa. 

Silver,  H.  M.  General  practice  in  New  York 
more  than  fifty  years  ago.  South.  Med.  & Surg.  105  : 
161-163,  1943. 

The  personal  experiences  of  a New  York  physician 
in  the  late  nineteenth  century. 

Spencer,  G.  A.  Medical  symphony.  New  York, 
Arlan  Printing  Co.,  1947. 
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A study  of  the  contributions  of  the  Negro  to 
medical  progress  in  New  York. 

Spillman,  R.  New  York  contributions  to  roent- 
genology. New  York  State  J.  Med.  51 : 109-113, 
1951. 

An  interesting  account  of  how  roentgenology  came 
to  New  York  with  the  phases  of  its  early  develop- 
ment and  the  early  pioneer  who  worked  with  it. 

Spratt,  D.  W.  (Historical  articles).  Bull.  M.  Soc. 
County  Monroe  & Rochester  Acad.  Med.  1955- 
1956. 

A group  of  historical  articles  on  medicine  in  this 
area,  including  information  about  the  Rochester 
Medical  Association,  Central  Medical  College,  and 
various  other  topics. 

Stearns,  J.  An  account  of  the  origin  of  the  law  “to 
incorporate  medical  societies  for  the  purpose  of  regu- 
lating the  practice  of  physic  and  surgery  in  this 
state.”  New  York  M.  <fc  Physical  J.  7 : 380-384, 
1828. 

Gives  the  influence  of  medical  societies  on  the 
profession  and  some  of  the  leading  proponents  of 
the  Act  of  1806. 

Stewart,  F.  C.  The  actual  conditions  of  the  medi- 
cal profession  in  this  country.  . . New  York  J. 
Med.  6:  145-171,  1846. 

A brief  account  of  how  medical  progress  is  often 
impeded. 

Sverdlik,  S.  S.,  Covalt,  D.  A.,  and  Rusk,  H.  A. 
Fifty  years  of  progress  of  physical  medicine  and 
rehabilitation  in  New  York  State.  New  York 
State  J.  Med.  51 : 90-95,  1951. 

A background  of  the  crippling  disorders  with 
consideration  of  organizations  and  individuals  who 
cope  with  them  along  with  a description  of  the 
founding  and  development  of  physical  medicine. 

Sweet,  A.  L.  Medicine  in  New  York  City  in  the 
60’s.  M.Rec.  90:938-941,1916. 

A series  of  biographic  sketches  of  some  of  the 
medical  “giants”  of  the  60’s  who  practiced  in  New 
York  City. 

Thacher,  J.  American  medical  biography  or 
memoirs  of  eminent  physicians  who  have  flourished 
in  America.  2 vols.  Boston,  Richardson  & Lord, 
1828. 


Includes  a “succinct  history  of  medical  science  in 
the  United  States  from  the  first  settlement  of  this 
country.”  Pages  51-62  are  devoted  to  New  York 
State. 

Thompson,  H.  W.  Medicine  in  New  York  folklore. 
New  York  State  J.  Med.  47 : 870-873,  1947. 

An  interesting  account  of  how  the  “Yorker  has 
gone  about  curing  his  ailments  without  the  benefit 
of  physicians.” 

Toner,  J.  M.  Contributions  to  the  annals  of  medical 
progress  and  medical  education  in  the  United  Slates 
before  the  and  during  the  War  of  Independence. 
Washington,  Government  printing  office,  1874. 

Considers  early  medicine  by  states  with  New 
York  on  pages  37-48.  Contains  a great  deal  of 
biographic  information. 

Trudeau,  E.  L.  An  autobiography.  Garden  City, 
New  York,  Doubleday  Page,  1916. 

This  is  a record  of  the  forty-year  struggle  against 
tuberculosis  and  the  founding  of  a sanitarium  in  the 
Adirondack  Mountains  of  New  York  State. 

Van  Ingen,  P.  The  New  York  Academy  of  Medi- 
cine; its  first  hundred  years.  New  York,  Columbia 
University  Press,  1949. 

A useful  volume  with  general  information  of  medi- 
cal events  and  physicians  in  New  York  City  from 
1847-1946. 

Van  Ingen,  P.  A brief  account  of  the  first  one  • 
hundred  years  of  the  New  York  Medical  and  Surgical  j 
Society.  Privately  printed,  1946. 

An  account  of  the  actions,  subjects  of  discussion, 
public  relations,  members,  and  influence  of  the  so-  [ 
cietv  from  1836  to  1946. 

Vander  Veer,  A.  Influence  of  Medical  Society  of 
State  of  New  York  on  medical  legislation  and  the  - 
standard  of  medicine.  Albany  M.  Ann.  24:  6-12, 
1903. 

This  article  tells  how  the  State  Society  helped  to  i 
advance  medicine  to  a higher  plane. 

Von  Hohoff,  T.  Hudson  Valley  doctor.  New  ; 
York  State  J.  Med.  54:  1814-1815,  1954. 

A short  account  of  a Dr.  Tuttle  who  practiced  in  j 
Poughkeepsie,  New  York,  in  the  nineteenth  cen- 
tury. 

[Continued  on  page  636] 
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Walsh,  J.  J.  History  of  the  Medical  Society  of  the 
State  of  New  York.  Published  by  the  Society,  1907. 

The  evolution  and  development  of  the  State  So- 
ciety written  for  the  centennial  celebration. 

Walsh,  J.  J.  History  of  medicine  in  New  York: 
three  centuries  of  medical  progress.  5 vols.  New 
York,  1919. 

In  these  five  volumes  is  about  as  complete  a medi- 
cal history  of  the  Empire  State  as  can  be  found. 
The  first  three  volumes  are  of  a general  nature,  and 
the  last  two  are  biographic. 

Ward,  S.  B.  History  of  medicine  in  the  State  of 
New  York  in  the  last  hundred  years.  Albany  M. 
Ann.  27:  179-202,  1906. 

An  account  of  what  has  taken  place  in  United 
States  medicine  in  general  and  some  of  the  particular 
problems  of  the  New  York  State  area. 

Wardner,  L.  H.  Adirondack  medicine.  New 
York  State  J.  Med.  42 : 794-797,  1942. 

An  historical  outline  of  medicine  in  the  Adirondack 
region  of  New  York  State  from  1642-1873. 

Webster,  J.  P.  European  influences  on  medicine 
in  Colonial  New  York.  New  York  State  J.  Med. 
55 : 1208-1210,  1955. 

Influence  of  the  Universities  of  Leyden,  Utrecht, 
Edinburgh,  and  others  on  Colonial  medical  practice 
with  interesting  charts  to  illustrate  the  article. 

Weiskotten,  H.  G.  Pioneer  medical  schools  in 
New  York  City  Bull.  New  York  M.  College, 
Flower  & Fifth  Ave.  Hosp.  4:  83-90,  1941. 

Reviews  briefly  some  circumstances  involved  in 
the  early  development  of  medical  education  in  New 
York  City. 


Westchester  Academy  of  Medicine,  the.  TEest- 
chester  M.  Bull.  23 : 15-16,  1955. 

A brief  account  of  the  historical  development  of 
the  Academy  of  Medicine  in  Westchester  County. 

Wetherell,  F.  S.  Wine  and  water.  Bull.  Onon- 
daga County  M.  Soc.  20:  29,  etc.  (Apr.)  1956. 

The  founder  and  first  editor  of  the  county  bulle- 
tin gives  an  itemized  account  of  twenty  years  of 
publishing. 

Willard,  C.  E.  History  of  Green  County  Medical 
Society.  Tr.  M.  Soc.  State  A Tew  York.  p.  73-78, 
1876. 

This  history  is  valuable  mainly  for  its  descrip- 
tions of  early  physicians  and  the  lists  of  members  and 
officers. 

Willard,  S.  D.  Regimental  surgeons  of  the  State 
of  New  York  in  the  War  of  the  Rebellion,  1861-64. 
Tr.  M.  Soc.  State  New  York.  p.  398-431,  1864. 

An  alphabetic  listing  of  doctors  from  New  York 
State  passed  as  surgeons  with  their  age,  college,  ex- 
perience, outfit,  and  subsequent  experience  in  the 
war. 

Wofson,  I.  The  influence  of  the  Erie  Canal  on 
medical  education  and  practice  in  upstate  New 
York.  New  York  State  J.  Med.  55 : 2524-2527, 
1955. 

An  account  of  the  value  of  the  Erie  Canal  in 
stimulating  the  growth  of  upper  New  York  State  and 
how  the  medical  services  expanded  with  it. 

Wyckhoff,  R.  M.  Early  medicine  in  New  York: 
a centennial  contribution.  Tr.  M.  Soc.  State  New 
York.  p.  278-279,  1876. 

This  article  gives  a full  account  of  early  practi- 
tioners and  their  relations  with  the  Indians.  In- 
cludes such  information  as  weather,  agriculture,  and 
diseases. 
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be  your  problem  — nor  the  heavy  investment 
formerly  required  for  x-ray  equipment  capa- 
ble of  overcoming  them. 

At  a price  competitive  with  low-power, 
limited-range  apparatus,  you  can  now  enjoy 
full  x-ray  facilities  offered  by  the  General 
Electric  Patrician:  kenotron-rectified  output 
for  longer  x-ray  tube  life. . . 81-inch  angulat- 
ing  table  for  those  tall  patients . . . double-focus 
rotating-anode  tube  for  radiography  and 


"Progress  fs  Our  Most  Important  Product 

GENERAL®  ELECTRIC 


fluoroscopy  . . . highly  maneuverable  inde- 
pendent tube  stand  . . . fully  counterbalanced 
fluoroscopic  screen  . . . compact,  simplified 
control  unit. 

Before  investing  in  x-ray  equip- 
ment, get  the  complete  Patrician 
story,  including  G-E  financing 
plans.  Use  this  handy  coupon. 

X-RAY  DEPARTMENT 
GENERAL  ELECTRIC  CO. 

Milwaukee  1,  Wisconsin 

□ Please  send  me  your  16-page  PATRICIAN  bulletin 
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Direct  Factory  Branches: 

ALBANY  — 8 Elk  St.  NEW  YORK  CITY  — 205  E.  42nd  St. 

BUFFALO  — 27  Barker  St.  ROCHESTER  — 66  Scio  St. 
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NECROLOGY 


Sarkis  J.  Anthony,  M.D.,  of  Williamsville,  died 
on  December  3,  1956,  at  the  age  of  forty-five.  Dr. 
Anthony  graduated  in  1933  from  the  University  of 
Buffalo  School  of  Medicine  and  had  been  superin- 
tendent of  Meyer  Memorial  Hospital  since  1952. 
Since  1948  he  had  been  an  assistant  professor  of 
medicine  and  therapeutics  at  the  University  of 
Buffalo  School  of  Medicine  and  in  1944  was  sent  by 
the  School  to  the  Army  Medical  Schoool,  Walter 
Reed  Army  Hospital,  Washington,  where  he  re- 
ceived special  training  in  the  treatment  of  tropical 
diseases,  and  later  went  to  Guatemala,  Honduras, 
and  Costa  Rica  to  do  field  work.  Dr.  Anthony 
was  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Moses  A.  Bluestone,  M.D.,  of  Brooklyn,  died  on 
December  20,  1956,  at  the  age  of  sixty-one.  Dr. 
Bluestone  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1920.  He 
was  a former  president  of  the  Coney  Island  Hos- 
pital Alumni  Association  and  a former  secretary  of 
the  Coney  Island  Medical  Society. 

Joseph  Bruder,  M.D.,  of  New  York  City,  died 
on  August  18,  1956,  at  the  age  of  eighty-four.  Dr. 
Bruder  graduated  from  Bellevue  Hospital  Medical 
College  in  1898.  He  was  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Albert  Harvey  Casey,  M.D.,  of  Utica,  died  on 
December  17,  1956,  at  the  age  of  sixty-three.  Dr. 
Casey  graduated  in  1919  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He 
was  an  attending  otolaryngologist  at  St.  Eliza- 
beth Hospital  and  Oneida  County  Hospital  of 
Utica.  Dr.  Casey  was  a member  of  the  Utica 
Academy  of  Medicine,  the  Central  New  York  Eye, 
Ear,  Nose  and  Throat  Society,  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Gwendolen  S.  Jones,  M.D.,  of  New  York  City, 
died  on  December  30,  1956,  at  the  age  of  fifty-three. 
Dr.  Jones  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1929  and 
interned  at  Presbyterian  Hospital.  An  assistant 
physician  at  Presbyterian  Hospital,  she  was  attend- 


ing physician  at  the  Columbia  School  of  Nursing 
and  an  instructor  in  medicine  at  Columbia  Uni- 
versity. Dr.  Jones  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Max  Krimke,  M.D.,  of  New  York  City,  died  in 
December,  1956,  at  the  age  of  ninety-four.  Dr. 
Krimke  graduated  from  the  Eclectic  College  of  the 
City  of  New  York  in  1891.  He  was  a member  of 
the  Society  of  Medical  Jurisprudence  of  New  York 
City,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eugene  W.  Martz,  M.D.,  of  Stony  Point,  died  on 
December  29,  1956,  at  the  age  of  fifty-eight.  Dr. 
Martz  graduated  from  Ohio  State  University  Col- 
lege of  Medicine  in  1925.  Until  his  retirement  in 
1947  he  was  assistant  director  of  Letchworth  Vil- 
lage. Dr.  Martz  was  a member  of  the  Rockland 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Mayeroff,  M.D.,  of  New  York  City,  died 
on  December  23,  1956,  at  the  age  of  sixty-nine. 
Dr.  Mayeroff  graduated  in  1916  from  Long  Island 
College  Hospital.  He  was  an  associate  in  obstet- 
rics and  gynecology  at  Beth  David  Hospital.  Dr. 
Mayeroff  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gertrude  Fisher  McCann,  M.D.,  of  Rochester, 
died  on  November  15,  1956,  at  the  age  of  sixty- 
seven.  Dr.  McCann  graduated  in  1915  from 
Cornell  University  Medical  College. 

Dean  Miltimore,  M.D.,  of  Nyack,  died  on  De- 
cember 21,  1956,  at  the  age  of  eighty.  Dr.  Milti- 
more graduated  in  1902  from  Cornell  University 
Medical  College.  He  was  a consulting  physician 
at  Nyack  Hospital  and  a member  of  the  Rockland 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Archibald  Wilson  Thomson,  M.D.,  of  Pough- 
keepsie, died  on  November  18,  1956,  at  his  home 

[Continued  on  page  640] 
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[Continued  from  page  638] 

at  tho  age  of  seventy-two.  Dr.  Thomson  graduated 
from  the  University  of  Buffalo  School  of  Medicine 
in  1909.  He  was  a consultant  in  surgery  at  the 
Harlem  Valley  State  and  Vassar  Brothers  Hos- 
pitals. He  was  a past  president  of  the  Dutchess 
County  Medical  Society  and  recently  he  had  been 
named  medical  director  for  the  City  Welfare  De- 
partment. Dr.  Thomson  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
Dutchess  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hendrik  van  Renken  Stam,  M.D.,  of  New  York 
City,  died  on  September  13,  1956,  at  the  age  of 
seventy-three.  Dr.  van  Renken  Stam  graduated 
from  Vanderbilt  University  School  of  Medicine  in 
1909  and  in  1933  from  the  University  of  Vienna. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


MEDICAL  MEETINGS 


Medical  Aid  to  Hungary 

A dinner  concert  for  the  benefit  of  medical  aid  to 
Hungary  will  be  held  in  the  Grand  Ballroom  of  the 
Hotel  Plaza  in  New  York  City  on  February  2,  given 
by  the  American  Hungarian  Medical  Association. 
Tickets  may  be  obtained  from  Dr.  Jerome  Gerendasy 
at  Butterfield  8-7119. 

New  York  Proctologic  Society 

The  next  scientific  session  of  the  New  York  Proc- 
tologic Society  will  be  held  at  the  New  York  Acad- 
emy of  Medicine,  2 East  103rd  Street,  New  York 
City,  on  February  14.  The  recent  advances  in 
treating  multiple  isolated  polyps  of  the  colon  will 
be  discussed  by  Drs.  Solomon  Schwartz,  J.  Arnold 
de  Veer,  and  Neil  Swinton.  Members  of  the 
medical  profession  are  invited  to  attend. 

Buffalo  Surgical  Society 

On  February  14  the  Buffalo  Surgical  Society  will 
sponsor  the  Roswell  Park  Lecture,  this  year  to  be 
given  by  Dr.  Alton  Ochsner,  professor  of  surgery, 
Tulane  University,  and  director  of  surgery  at  the 
Ochsner  Clinic.  The  title  of  this  year’s  lecture 
will  be  “Bronchogenic  Cancer:  Factors  Which 

Influence  Long  Term  Survival.”  Dr.  Ochsner 
will  be  awarded  the  Society’s  Gold  Medal  being 
given  for  the  tenth  time  in  honor  of  Dr.  Roswell 


Park,  professor  of  surgery  at  the  University  of 
Buffalo  from  1883  to  1914. 

American  College  of  Cardiology 

The  American  College  of  Cardiology  will  hold  a 
symposium  in  the  Sert  Room  of  the  Waldorf-Astoria 
Hotel,  New  York  City,  on  February  16.  The 
general  topic  of  discussion  will  be  the  management 
of  acute  myocardial  infarction.  A program  of  the 
meeting  may  be  obtained  from  Dr.  Philip  Reichert, 
480  Park  Avenue,  New  York  City. 

Eastern  Conference  of  Radiologists 

The  scientific  sessions  of  the  Eastern  Conference 
of  Radiologists  will  be  held  on  March  7,  8,  and  9 
at  the  Waldorf-Astoria  Hotel  in  New  York  City. 
Dr.  Sidney  Rubenfeld  is  chairman  of  the  conference. 

Course  in  Pediatric  Oncology 

The  annual,  comprehensive  three-day  course  in 
pediatric  oncology  for  pediatricians,  general  prac- 
titioners, and  health  officers,  sponsored  by  the 
Pediatric  Department  of  Memorial  Center  for 
Cancer  and  Allied  Diseases,  New  York  City,  will 
be  held  April  24,  25,  and  26.  For  further  informa- 
tion address  the  Director,  Pediatric  Service,  Me- 
morial Center,  444  East  68th  Street,  New  York  City. 
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Flexible  Arthritis  Therapy 
with  BUFFERIN'* 


, Exploit  fully  the  use  of  salicylates  in  arthri- 
tis-give steroids  in  minimal  doses— combine 
salicylates  with  corticosteroids  for  additive 
antiarthritic  effect  — this  is  the  program 
Spies1  advocates  in  a recent  article  in  the 
Journal  of  the  American  Medical  Associa- 
tion. 

Treatment  of  rheumatoid  arthritis  de- 
mands a “highly  individualized  program,” 

Spies1  writes.  The  additive  action  of  salicy- 
lates permits  use  of  smaller  amounts  of  hor- 
mones, thus  lessening  or  eliminating  their 
well-known  side  effects.  “A  proper  mixture 
of  salicylates  and  corticosteroids  produces  an 
effective  antirheumatic  agent  in  many  cases.”1 

Suit  your  treatment  to  your  individual 

BRISTOL-MYERS  CO.,  19  West  50  Street,  New  York  20,  N.  Y. 


arthritic  patient.  Use  the  hormone  you  pre- 
fer, in  the  dosage  you  think  best,  but  for 
better  results  combine  it  with  Bufferin,  the 
salicylate  proved  to  be  better  tolerated  by 
arthritics.2 

Bufferin  contains  no  sodium,  a marked 
advantage  when  cardiorenal  complications 
make  a salt-restricted  diet  necessary. 

Each  Bufferin  tablet  contains  5 grains 
of  acetylsalicylic  acid 
and  the  antacids  mag- 
nesium carbonate  and 
aluminum  glycinate. 

REFERENCES: 

1.  J.A.M.A.  159:645  (Oct.  15)  1955. 

2.  J.A.M.A.  158:386  (June  4)  1955. 
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Plastic  Surgery  Essay  Contest — The  Foundation 
of  the  American  Society  of  Plastic  and  Reconstruc- 
tive Surgery  has  announced  their  eighth  annual 
scholarship  contest.  Two  prizes  of  $1,000,  and  1750 
will  be  awarded  to  plastic  surgeons  who  have  been  in 
practice  less  than  five  years  and  who  submit  the 
best  essays  on  original  research  in  plastic  surgery. 
Two  other  awards,  consisting  of  silver  plaques,  will 
be  awarded  for  the  best  research  in  plastic  surgery  by 
a plastic  surgeon  who  has  been  in  practice  more  than 
five  years,  and  a researcher  outside  the  field  of  plastic 
surgery.  For  information,  write  to  Dr.  Clarence 
Straatsma,  president,  Foundation  of  the  American 
Society  of  Plastic  and  Reconstructive  Surgery,  5 
East  83rd  Street,  New  York  City. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  November, 
1956,  were:  Albany — Dr.  G.  Dalldorf;  Alton — Dr. 
Ralph  Munzner;  Belfast — Dr.  Dorothy  Grey;  Bing- 
hamton— Dr.  Alfred  Loewenstein;  Bronx — Drs.  A. 

L.  Luhby,  Abraham  Raab,  H.  Seidenstein,  and  Jacob 
Traub;  Brooklyn — Drs.  Charles  H.  Birnberg, 
Gladys  M.  Muller,  M.  Shlansky,  and  Irving  Tara- 
suk;  Clyde — Dr.  John  Pulvino;  Corning — Dr. 
Parker  M.  Hoffman;  Delmar — Dr.  Robert  L.  Mac- 
Dowell;  Garden  City — Drs.  Eben  Breed  and  Janith 
S.  Kice;  Great  Neck — Drs.  Leonard  J.  Bloome  and 
Walter  M.  Glass;  Hempstead — Dr.  Eugene  Bifulco; 
Hollis — Dr.  Samuel  R.  Coleman;  Jamaica — Drs. 
Francis  A.  Gagliardi  and  Irene  Garrow;  Jamestown 
■ — Dr.  R.  F.  Wettingfeld;  Kenmore — Dr.  Joseph  W. 
Hewett;  Lima — Dr.  E.  A.  Sanders;  Long  Island 
City — Drs.  Harry  Knoterwitz  and  Wilmer  H.  Ran- 
del;  Lyons — Dr.  Myron  Carmer;  Marlboro — Dr. 
W.  B.  Harris;  Maybrook — Drs.  Daniel  Rakov  and 
Robert  W.  Rakov;  Mount  Vernon — Dr.  Harry 
Wallerstein. 

Also:  New  York  City — Drs.  T.  P.  Almy  and 
Harold  Altman,  the  Babbott  Foundation,  Drs. 
Harry  Bakwin,  Henry  J.  Barrow,  Louis  H.  Bauer, 
David  M.  Bosworth,  Harold  Brandeleone,  Phebe  L. 
DuBois,  John  H.  Dunnington,  David  B.  Friedman, 
Stanley  I.  Glickman,  Isaac  Hartshorne,  Eugenia 
Ingerman,  Charles  E.  Kossmann,  Joseph  Laval, 

M.  D.  Lipsey,  James  R.  Lisa,  Hans  L.  Mannheim, 
Mary  H.  Markham,  Arthur  M.  Master,  A.  P. 
McCombs,  John  M.  McKinney,  Luis  Mendez,  Seth 
M.  Milliken,  Charles  A.  Perera,  A.  C.  Posner,  Ada 
C.  Reid,  Walter  E.  Remmers,  Walter  Rosen, 
Henry  M.  Scheer,  Charles  F.  Schetlin,  G.  Schnerb, 
I.  T.  Soifer,  Leo  Stone,  and  T.  C.  Thompson; 
Oneida — Dr.  Howard  Beach;  Oswego — Dr.  Olin  J. 
Mowry;  Palmyra — Dr.  James  Brarner;  Pough- 
keepsie— Dr.  S.  N.  Miller;  Rensselaer — Dr.  Lot.har 


Wirth;  Rochester — Dr.  J.  W.  Cooney,  Warren  E- 
George,  Roy  B.  Greer,  Leonard  Jones,  and  A.  C- 
Snell,  Jr.;  Rockville  Centre — Dr.  William  L.  Don- 
nelly; Rome — Drs.  Walter  I.  Akana,  Henry  N. 
Reid,  and  Edwin  P.  Russell,  Sr.;  Schenectady — Dr. 
G.  F.  Emerson;  Sherburne — Dr.  H.  H.  Epstein; 
Sodus — Dr.  F.  L.  Myers;  Suffem — Dr.  Paul  B.  Van 
Dyke;  Syracuse — Dr.  Charles  A.  Gwynn;  Utica — 
Dr.  Leonard  V.  Marrone;  White  Plains — Drs.  S.  H. 
Nickerson,  E.  Rockwell,  A.  G.  Silberstein,  and 
Raymond  Sobel;  Williamson — Dr.  Raymond  De- 
Smit;  Wolcott — Drs.  Charles  Single  and  Robert 
Stuck;  Woodside — Dr.  Alfred  E.  Passera,  and 
Yonkers — Drs.  Richard  Baruch,  Edwin  C.  Coyne, 
and  Arthur  D.  Josephson. 

Infantile  Paralysis  Foundation — The  National 
Foundation  for  Infantile  Paralysis  has  announced 
the  availability  of  a limited  number  of  fellowships 
for  medical  students  who  wdsh  to  take  advantage  of 
vacation  time  for  study  during  the  year  1957. 

The  program,  administered  by  the  National 
Foimdation  through  the  deans  of  the  medical  schools, 
provides  six  fellowships  for  each  approved  medical 
school,  two  in  each  of  the  following  categories:  re- 
search in  the  biological  and  physical  sciences  related 
to  medicine,  public  health  and  preventive  medicine, 
and  rehabilitation. 

Students  must  have  completed  one  year  toward 
the  M.D.  degree  in  order  to  be  eligible  for  the  re- 
search program,  and  two  years  in  order  to  qualify  for 
each  of  the  other  fellowships.  The  stipend  is  $200 
per  month  for  a minimum  of  two  and  maximum  of 
three  months.  Medical  students  must  have  at  least 
eight  weeks  of  consecutive  free  time  for  study.  Ap- 
plication forms  should  be  requested  from  the  dean  of 
the  medical  school  where  the  student  is  enrolled. 

For  further  information  write  to  Professional 
Education  Division,  National  Foundation  for  In- 
fantile Paralysis,  120  Broadway,  New  York  5,  New 
York.  After  March  1,  write  to  301  East  42nd  Street, 
New  York  17,  New  York. 

Cardiac  Surgical  Program— The  National  Jewish 
Hospital  at  Denver,  a free,  nonsectarian  institution, 
is  expanding  its  facilities  for  cardiovascular  patients 
with  lesions  amenable  to  surgical  intervention. 
Only  patients  unable  to  pay  for  private  care  are 
eligible  for  admission.  Since  the  hospital  has  a com- 
plete cardiopulmonary  physiology  laboratory,  defini- 
tive diagnosis  by  the  referring  physician  is  not 
necessary.  Inquiries  concerning  admission  should 
be  directed  to  Miss  Grace  Grossmann,  director  of 
Social  Service  and  Rehabilitation,  National  Jewish 

[Continued  on  page  644] 
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Why 

A«id 


The  normal  skin  has  an 
acid  pH  between  4 and  6. 
This  acid  mantle  acts  as 
a protective  barrier. 

When  the  skin  is  washed 
with  soap  or  detergents, 
or  is  exposed  to  chemi- 
cals,  solvents,  et  cetera, 
the  protective  acid  man- 
tle is  removed. 

This  exposes  the  un- 
protected skin  to  contact 
irritants  and  pathogenic 
organisms.  It  results  in  a 
rise  in  the  skin  pH  above 
7,  provides  a fertile  field 
for  development  of  harm- 
ful bacteria  and  fungi, 
and  may  result  in  various 
types  of  dermatitis. 

Dome  Acid  Mantle  returns 
the  skin  to  its  normal  acid 
pH  in  a matter  of  seconds 
and  holds  it  for  hours. 
Both  the  creme  and  lotion 
are  greaseless,  stainless. 


AVAILABLE— Acid  Mantle  Creme 
pH4.2  in  1 oz.  tubes,  4 oz.  and 
16  oz.  jars.  Acid  Mantle  Lotion 
pH4.5  in  4 oz.  squeeze  bottles 
and  16  oz.  bottles. 


THERE'S  NO  SUBSTITUTE  FOR 

Acid  Mantle® 

CREME  or  LOTION-DOME  pH4.2 


CHEMICALS  INC. 

109  W.  64  ST.  NEW  YORK  23.  N.Y. 


PATIENT. 


\ .o.rev,  n.  S 

7 Plus:*1.  ' 

1 V > CJ  > - 


n 


* 


Cj\ Cv  £>% 

h£> 


NE0MAGNAC0RT 


neomycin  and  ethamicort 


v*  . • I 0 * • 

/.  4 , i '** 


,M.D. 

* trademark 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 
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Hospital,  3800  East  Colfax  Avenue,  Denver  6, 
Colorado. 

AGPA  Publication  Available — The  American 
Group  Psychotherapy  Association  has  published  a 
44-page  book  of  scientific  abstracts  covering  its 
January,  1957  annual  convention.  It  can  be  ob- 
tained for  $1.00  from  the  AGPA,  Room  300,  345 
East  46th  Street,  New  York  City. 

Pediatric  Section  Meeting — The  pediatric  section 
of  the  Medical  Society  of  the  County  of  Kings  and 
the  Academy  of  Medicine  of  Brooklyn  met  on 
January  28  at  the  Kings  County  Medical  Society 
auditorium  in  Brooklyn.  Dr.  Willis  J.  Potts,  asso- 
ciate professor  of  surgery  at  Northwestern  Uni- 
versity Medical  School,  and  chief  of  surgery  at 
Children’s  Memorial  Hospital  of  Chicago,  was  the 
speaker.  He  discussed  “The  Current  Status  of  the 
Surgery  of  Congenital  Heart  Disease  with  Special 
Reference  to  Intracardiac  Lesions.” 

New  York  Proctologic  Society — All  interested 
physicians  are  invited  to  attend  the  February  14, 
April  11,  and  October  10  meetings  of  the  New 
York  Proctologic  Society  at  the  New  York  Academy 
of  Medicine,  103rd  Street  and  5th  Avenue,  New 
York  City. 

At  its  last  meeting  the  Society  elected  Dr.  George 
L.  Becker,  president;  Dr.  Saul  Sehapiro,  vice- 
president,  and  Dr.  Norman  L.  Freund,  secretary- 
treasurer. 

Mount  Sinai  Cardiology  Department — An  inte- 
grated Department  of  Cardiology  has  been  estab- 
lished at  the  Mount  Sinai  Hospital,  New  York  City, 
under  Dr.  Charles  K.  Friedberg,  who  will  serve  as 
cardiologist  to  the  Hospital  and  attending  physician 
for  cardiology.  The  Cardiology  Department,  a 
division  of  the  Department  of  Medicine,  will  include 
and  coordinate  all  cardiac  groups  and  their  clinical 
and  research  activities.  A comprehensive  residency 
and  clinical  fellowship  program  is  being  established. 

Annual  “Fracture  Day” — The  22nd  annual 
“Fracture  Day,”  presented  by  the  New  York  and 


Brooklyn  Regional  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  will  be  held  on  Febru- 
ary 23  at  9:00  a.m.  in  the  Einhorn  Auditorium  of 
Lenox  Hill  Hospital,  111  East  76th  Street,  New 
York  City. 

Medico-Surgical  Cinema — The  annual  p"ize  for 
“Medico-Surgical  Cinema,”  will  be  presented  at  the 
Faculte  de  M6decine  de  Paris  in  March.  The  prize 
can  be  awarded  only  to  amateur  films  unpublished, 
not  subsidized,  and  not  produced  by  any  laboratory 
or  firm.  Only  16  mm.  film  will  be  allowed,  but  it 
may  be  silent  or  sound  film  and  in  color  or  black  and 
white.  Information  on  sending  films  may  be  ob- 
tained from  La  Presse  Medicate,  120,  Boulevard 
Saint-Germain,  Paris  VI,  France.  Films  must  be 
received  by  February  28. 

Chenango  County  Medical  Society — At  the  an- 
nual meeting  of  the  Chenango  County  Medical  So- 
ciety the  following  officers  were  elected:  Dr.  Hugh 
D.  Black,  Oxford,  president;  Dr.  Angelo  Franco, 
New  Berlin,  vice-president,  and  Dr.  Oscar  Schles- 
inger,  South  Otselic,  secretary-treasurer. 

Veterans  Administration  Clinic — A new  Veterans 
Administration  Outpatient  Clinic  is  located  at  35 
Ryerson  Street  in  Brooklyn.  Dr.  Philip  R.  Casesa, 
who  headed  the  regional  office  clinic  at  250  Living- 
ston Street  in  Brooklyn,  has  been  named  director  of 
the  new  station. 

Doctors’  Orchestras — Physicians,  dentists,  and 
others  engaged  in  allied  professions  are  invited  to  be- 
come members  of  the  Doctors’  Orchestral  Society  of 
New  York  or  the  Brooklyn  Doctors’  Symphony 
Orchestra. 

The  Doctors’  Orchestral  Society  of  New  York 
rehearses  every  Thursday  evening  at  8:30  p.m. 
in  the  auditorium  of  Stuyvesant  High  School,  1st 
Avenue  and  15th  Street,  New  York  City. 

The  Brooklyn  Doctors’  Symphony  Orchestra 
meets  on  Wednesday  evenings  at  8:30  p.m.  in  the 
auditorium  of  the  Brooklyn  High  School  for  Home- 
making, 901  Classon  Avenue,  Brooklyn.  For  de- 
tails concerning  either  group  call  Dr.  Benjamin  A. 
Rosenberg  at  NEvins  8-2370. 


Personalities 


Elected 

Dr.  Max  Michael  Simon,  Poughkeepsie,  re- 
elected president;  Dr.  Joseph  F.  Rooney,  presi- 
dent-elect; Dr.  Juan  Negrin,  Jr.,  secretary;  Dr. 
John  J.  Sauer,  treasurer,  and  Dr.  Horace  E.  Ayers, 
regent,  of  the  New  York  State  section  of  the  Inter- 
national College  of  Surgeons.  . .Dr.  Thomas  I. 
Tyrrell,  Albany,  chairman  of  the  staff  of  St.  Peter’s 
Hospital,  Albany. 


Honored 

Dr.  E.  M.  Bluestone,  Bronx,  with  a dinner  in 
honor  of  his  sixty-fifth  birthday,  given  by  public 
health  leaders  at  the  Savoy  Plaza  Hotel  in  New 
York  City  on  December  26,  1956. 

New  Office 

Dr.  William  C.  Feldman,  practice  of  obstetrics  and 
gynecology  in  Kingston. 
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There  are  many  short  periods  of  time 
which,  if  measured  correctly,  are  considered  valuable 
diagnostic  durations  — such  as  the  P-R  interval  in  ECG  interpretation, 
and  the  minutes  during  which  a patient  consumes  oxygen  in 
a BMR  test.  If  the  readings  related  to  these  measurements  are  to  be  used 
with  complete  confidence,  it  is  wise  to  consider  another  important 
measure  of  time  — and  that  is  the  background  of  the 
svy  instruments  which 

produced  them. 


No  one  understands 
better  than  a physician 
that  it  takes  time  to 
become  suitably  proficient 

in  a chosen  work.  The  unmatched 
background  of  knowledge  and  experience  making  possible 

such  fine  instruments  as  the  Viso-Cardiette  and  Metabulator 
did  not  come  about  overnight,  and  is  the  result  of  almost 

40  years  of  successful  medical  instrument  development.  Such 
a background  assures  you  that  it  is  safer  to  select  Sanborn. 


PANY,  WALTHAM  54, 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Best  Wishes  to  the  Medical  Society  of  the  State  of  New  York 


'T'HE  Auxiliary  extends  to  the  Medical  Society  of 
the  State  of  New  York  best  wishes  on  the  150th 
anniversary  of  its  founding  and  offers  congratula- 
tions on  its  achievements  as  an  organization  bring- 
ing together  the  various  county  medical  societies  to 
improve  the  scientific  aspects  of  medicine,  for  its 
efforts  in  raising  the  educational  standards  of  our 
medical  schools,  and  for  being  the  means  of  bringing 
good  medical  care  to  the  people  of  this  state  at  a 
reasonable  cost.  The  Auxiliary  takes  pride  in  its 
parent  organization  and  hopes  that  the  coming 
years  will  bring  further  growth  from  which  all  the 
people  of  New  York  State  will  benefit. 

The  Auxiliary  welcomes  the  opportunity  the 
Sesquicentennial  Convention,  February  18  to  21, 
1957,  furnishes  to  be  of  real  help  to  the  State  So- 
ciety, and  our  president,  Mrs.  Albert  Vander  Veer, 
II,  has  appointed  a special  committee  to  work  with 
the  Society’s  committee  and  plan  how  best  to  serve 
the  Medical  Society.  There  are  many  ways  by 
which  county  auxiliaries  can  assist  in  making  this 
convention  one  long  to  be  remembered. 

Auxiliary  members  realize  that  theirs  is  the  re- 
sponsibility to  inform  those  with  whom  they  come 
in  contact  what  this  Sesquicentennial  celebration 
means,  when  and  where  it  will  take  place,  and  ex- 
tend an  invitation  to  them  to  attend.  They  wall 
inform  their  friends  and  members  of  other  organ- 
izations of  the  tremendous  progress  medicine  has 
made  in  the  last  century  and  a half  and  emphasize 


the  many  ways  the  public  can  take  advantage  of 
this  great  progress. 

County  auxiliaries  will  be  instrumental  in  placing 
the  special  Sesquicentennial  poster  depicting  the 
family  physician  of  yesteryear  and  today  and  in- 
tended to  call  attention  to  this  important  event. 
County  societies  have  been  asked  to  order  from  the 
State  Society  as  many  posters  as  can  be  used. 
These  will  be  turned  over  to  auxiliary  members  for 
distribution. 

Auxiliary  members  will  serve  as  hostesses  as  they 
have  done  at  other  conventions.  They  will  man 
the  registration  and  information  booths,  the  expo- 
sition and,  of  course,  serve  at  the  social  functions. 
They  will  serve  where  needed  with  enthusiasm, 
patience,  and  graciousness. 

Mrs.  Colgate  Phillips  and  Mrs.  John  Dill  are  on 
the  dinner  committee  and  will  do  their  best  to  boost 
the  sale  of  tickets  for  the  dinner  to  be  held  at  the 
Waldorf-Astoria. 

There  will  be  no  formal  meetings  of  the  Auxiliary 
membership  so  that  doctors  attending  with  their 
wives  will  have  ample  time  to  enjoy  all  that  the 
Sesquicentennial  and  New  York  City  have  to  offer. 
Plan  to  come  and  enjoy  these  few  special  days. 
You  will  be  so  glad  you  did. 

Mrs.  Thomas  M.  d’Angelo,  Chairman 
Sesquicentennial  Committee 
157-05  Rose  Avenue 
Flushing  55,  New  York 


( 
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CAMBRIDGE 

CARDIAC  DIAGNOSTIC  INSTRUMENTS 

A3 

« - • 


Cambridge  Standard  String  Galvanometer  Electrocardio- 
graphs are  available  in  the  SIMPLI-TROL  PORTABLE 
MODEL,  the  MOBILE  MODEL,  and  the  RESEARCH 
MODEL,  all  of  which  may  be  arranged  for  heart  sound 
and  pulse  recording. 

AUDIO-VISUAL 
HEART  SOUND 
RECORDER 

Enables  the  Doctor  to 
simultaneously  Hear, 

See  and  permanently 
Record  heart  sounds 
which  are  visible  upon 
the  “long  persistence” 
screen  of  a cathode 
ray  tube.  Any  por- 
tion of  the  heart 
sounds  may  be  per- 
manently recorded 
upon  a magnetic  disc, 
which  may  then  be 
played  back  and 
viewed  at  any  time. 


CATHETERIZATION 

(Multi-Channel) 

MONITOR-RECORDER 

Indicates  and  simultaneously 
records  EKGs,  pulse  waves, 
EKYs,  pneumograms,  intra- 
cardiac blood  pressures,  etc. 
Any  combination  of  these 
functions  can  be  traced  on  a 
single  record. 

SIMPLI-TROL  PORTABLE 
ELECTROCARDIOGRAPH 

A string  galvanometer  instru- 
ment, a standard  of  comparison. 
Light  in  weight,  simple  to 
operate. 


CARDIOSCOPE 

Provides  continuous  observa- 
tion of  the  electrocardiogram 
and  heart  rate  during  surgery. 
Warns  of  approaching  cardiac 
standstill.  Explosion-proof. 
An  invaluable  new  instrument 
for  use  by  the  Anesthesiologist. 
EDUCATIONAL  CARDIO- 
SCOPE. A valuable  aid  in 
teaching  Electrocardiography 
and  Auscultation  by  audio 
and  visual  means. 

CAMBRIDGE  ALSO  MAKES 

Plethysmograph 
Electrokymograph 
Automatic  Continuous  Blood 
Pressure  Recorder 
Amplifying  Stethoscope 
Research  pH  Meter 


SIMPLE-SCRIBE 
DIRECT  WRITER 

A portable  direct  writ- 
ing Electrocardiograph 
of  utmost  usefulness 
and  accuracy  for  the 
Cardiologist,  Hospital 
or  Clinic. 

Send  for  descriptive  literature 

CAMBRIDGE  INSTRUMENT  CO.,  INC. 

3034  Grand  Central  Terminal,  New  York  17 
CHICAGO  39,  ILL.  DETROIT  2,  MICH. 


4000  West  North  Ave. 
CLEVELAND  1 5,OHIO 
1720  Euclid  Avenue 


7410  Woodward  Ave. 
PHILADELPHIA  4,  PA. 
135  South  36th  St. 


PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 


SEE  BOOTHS  143-144  S E S Q U I C E N T E N N I A L CONVENTION 
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New  Chairman — Dr.  Charles  L.  Eckert  has  re-  gery,  and  surgeon-in-chief,  Albany  Hospital.  Dr. 
sumed  his  duties  as  chairman,  Department  of  Sur-  Eckert’s  appointment  was  announced  in  October. 


University  of  Rochester  School  of  Medicine  and  Dentistry 

Emeritus  Professor — Dr.  William  S.  McCann,  become  emeritus  professor  July  1,  1957.  Dr. 
chairman,  Department  of  Medicine,  since  1925,  will  Lawrence  E.  Young  will  succeed  Dr.  McCann. 


State  University  of  New  York  Downstate  Medical  Center 


Dr.  Curran  Resigns  Post — President  William  S. 
Carlson  has  accepted  the  resignation  of  Dr.  Jean  A. 
Curran  as  associate  executive  dean  for  medical  edu- 
cation, effective  December  31,  1956,  to  enable  him 
to  accept  the  post  of  full-time  consultant  to  the 
Trust  for  Charity  established  by  the  late  William 
Bingham  2nd,  Bethel,  Maine.  Dr.  Curran  will  con- 
tinue as  consultant  to  the  University  and  professor 
of  the  history  of  medicine. 

Dr.  Curran  was  dean  and  president  of  the  Long 
Island  College  of  Medicine  from  1937  to  1950  and 
continued  as  dean  after  1950  when  it  became  a part 
of  the  State  University  of  New  York  until  his  ap- 
pointment as  the  University’s  associate  executive 
dean  for  medical  education  in  1954. 

As  consultant  to  the  William  Bingham  2nd  Trust 
for  Charity,  Dr.  Curran  will  study  their  postgraduate 
medical  program  which  has  made  unique  contribu- 
tions to  the  advancement  of  medical  care  in  rural 
areas  of  Maine  and  Massachusetts. 

Adam  M.  Miller  Memorial  Lecture — The  21st 
Adam  M.  Miller  Memorial  Lecture  of  the  College  of 
Medicine  took  place  on  December  19.  The  Lecture- 
ship, created  in  honor  of  the  late  Adam  M.  Miller,  pro- 
fessor of  anatomy,  1914-1935,  and  dean  of  the  Long 
Island  College  of  Medicine,  1921-1935,  had  as  its 
guest  speaker  Dr.  G.  Kenneth  Mallory,  Pathologists 
in-Chief  and  Director,  Mallory  Institute  of  Pa- 
thology, Boston  City  Hospital.  In  his  talk  on  “The 
Development,  Healing,  and  Complications  of 
Myocardial  Infarction,”  Dr.  Mallory  discussed  from 
the  gross  and  microscopic  points  of  view,  the  de- 
velopment and  healing  of  the  injury  caused  to  the 
heart  by  coronary  thrombosis,  which  results  from  a 
blood  clot  in  a vessel  supplying  the  heart  and  ex- 
plained the  important  complications  of  such  injury. 
A dinner  in  Dr.  Mallory’s  honor  followed  the  lecture. 


Second  Symposium — January  8-10 — The  second 
in  a series  of  three  symposia  on  the  historical  de- 
velopment of  physiological  thought  was  held  on 
January  8,  9,  and  10  at  the  College.  The  topics  of 
this  second  symposium  dealt  with  “Development  of 
Specific  Concepts  of  Functional  Processes.” 

The  first  speaker  of  this  series  was  George  Rosen, 
professor  of  health  education  at  the  School  of  Public 
Health  and  Administrative  Medicine  of  Columbia 
University.  His  topic  was  “The  Conservation  of 
Energy  and  the  Study  of  Metabolism.” 

The  well-known  author  and  scientist,  Homer  W. 
Smith,  professor  of  physiology,  Bellevue  Medical 
Center  of  New  York  University,  spoke  at  the  eve- 
ning session.  His  topic  was  “The  Biology  of  Con- 
sciousness.” 

On  January  9,  Dr.  John  F.  Fulton,  Professor  of  the 
History  of  Medicine  at  Yale,  spoke  on  “Excitation, 
Inhibition  and  Integrative  Action.” 

The  final  session  of  this  symposium  was  conducted 
by  Herbert  M.  Evans,  Professor  Emeritus  of 
Anatomy  and  Director  of  the  Institute  of  Experi- 
mental Biology,  University  of  California  at  Berkeley. 
His  topic  was  “The  Humoral  Control  of  Function 
and  the  Birth  of  Endocrinology.” 

The  third  and  last  symposium  dealing  with  “The 
Broad  Application  of  Basic  Concepts  and  the  Unity 
of  the  Medical  Sciences,”  will  take  place  April  9-11. 

Alumni  Association — Dr.  Benjamin  Zohn  has 
been  appointed  chairman  of  the  budget  and  finance 
committee  for  1957  of  the  Alumni  Association.  A 
graduate  of  the  Class  of  1925,  Dr.  Zohn  holds  the 
post  of  clinical  instructor  of  pediatrics  on  the  Col- 
lege Faculty.  He  was  elected  secretary  of  the 
Alumni  .Association  for  the  year  1956-57  and  is  also 

(Continued  on  page  650] 
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Whether  you're  furnishing  a n«^9 
office  or  “toning-up”  your  pres- 
ent one,  take  advantage  of  oaf 
complete  Decorators'  Service..- 


Doctor- does  your  office  need  a check-up? 


It  is  just  one  of  those  curious  quirks  of  human  nature,  Doctor, 
but  we  can’t  escape  it.  The  truth  is,  the  first  impression  your 
office  decor  makes  is  of  you.  You  will  find  it  more  satisfactory 
— and  less  expensive — to  let  our  skilled  authorities  in  office 
planning  prescribe  the  right  desk,  chairs,  or  other  equipment 
for  your  office,  whether  your  needs  are  large  or  small.* 

*For  details  of  the  Regan  Extended  Payment  Plan,  call  or  write  today. 
MU  3-8990  • 270  MADISON  AVENUE,  CORNER  39th  • NEW  YORK,  N.  Y. 


“ Gesundheit,  everybody!” 
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[Continued  from  page  648] 

a member  of  the  Association’s  liaison  committee  for 
Alumni  Faculty  Relations  and  the  Alumni  Funds 
Committee.  Other  members  of  the  committee  are: 
Dr.  Albert  W.  Cook  (Class  of  1946) ; Dr.  Abraham 
Jablons  (Class  of  1914);  and  Dr.  Ira  A.  Polisar 
(Class  of  1941). 

New  Appointments — Dr.  Jerome  B.  Abelman  has 
been  appointed  clinical  instructor  of  obstetrics  and 
gynecology;  Dr.  Lee  Stevens  Binder,  assistant  pro- 
fessor of  anesthesiology;  Dr.  .Anthony  Fragola, 
clinical  instructor  of  otolaryngology;  Dr.  Murvin 


Rabbin,  clinical  assistant  instructor  of  dermatology 
and  syphilology,  and  Mr.  Ralph  Mitchell,  assistant 
instructor  in  microbiology  and  immunology. 

The  following  have  been  named  to  posts  in  the 
Psychiatry  Department:  Dr.  Lawrence  Alfred 

Samuelson,  instructor;  Dr.  Jack Sheps,  lecturer;  Dr. 
Ulysses  Schutzer,  clinical  instructor;  Dr.  Charles  W. 
Socarides,  clinical  assistant  professor;  Dr.  George 
'W  . Naumburg,  Jr.,  clinical  assistant  professor;  Dr. 
Jean  D.  Jameson,  clinical  assistant  professor;  Dr. 
Max  Cohen,  clinical  assistant  professor;  Dr.  Julian 
I.  Barish,  clinical  assistant  professor. 

Dr.  Joseph  .Angel  has  also  joined  the  Faculty  as 
assistant  professor  of  medicine. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Review  Course — The  seventh  annual  postgrad- 
uate review  course  in  ophthalmology  was  sponsored 
by  the  College’s  Department  of  Ophthalmology  in 
December.  Dr.  Franklin  R.  Webster,  professor  and 
chairman  of  the  Department,  was  the  chairman  of 
the  program  and  Dr.  Herbert  Katz,  associate  pro- 
fessor of  the  Department,  conducted  a participating 
conference  on  muscles.  The  course  was  attended 
by  59  specialists  in  ophthalmology. 

Fellowship — Dr.  Earle  L.  Lipton,  assistant  pro- 
fessor in  pediatrics,  has  been  appointed  the  first 
Commonwealth  Fellow  under  the  Commonwealth 
Fund  grant  received  by  Dr.  Julius  B.  Richmond, 


professor  and  chairman  of  pediatrics.  As  a re- 
cipient of  the  Commonwealth  Fellowship,  Dr. 
Lipton  will  now  be  on  a three-year  leave  of  absence 
from  the  College  but  will  remain  in  Syracuse  and 
take  his  specialized  training  with  Dr.  Richmond. 

Resigned — Dr.  Lytt  I.  Gardner,  professor  of 
pediatrics,  accepted  the  position  of  professor  of 
pediatrics  at  Yale  University  School  of  Medicine. 
He  assumed  his  new  duties  in  January.  During  his 
tenure  in  Syracuse,  Dr.  Gardner  and  associates  have 
been  conducting  investigations  in  the  endocrinologic 
aspects  of  pediatrics. 


<Jtaue  1 OU  Made  Co+ttndudio+i  to-  tlte 

li/a/i  Memorial  fyund? 


650 


New  York  State  J.  Med. 


PERSPIRATION  PROOF 
Insoles  do  not  crack  or  curl 
from  perspiration ★ 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Geor-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.’’ 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin; 


mumps 

vaccine 


practical 

A specific  immunizing  antigen  for  prevention 
of  mumps  in  children  and  adults  where  indi- 
cated. Immunizes  for  about  one  year. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
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BOOKS  REVIEWED 


Advances  in  Pediatrics.  Vol.  8.  Editor,  S.  Z. 
Levine,  M.D.  Associate  Editors,  John  A.  Ander- 
son, M.D.,  Margaret  Dann,  M.D.,  A.  Ashley 
Weech,  M.D.,  Myron  E.  Wegman,  M.D.,  and  War- 
ren E.  Wheeler,  M.D.  Octavo  of  273  pages,  il- 
lustrated. Chicago,  Year  Book  Publishers,  1956. 
Cloth,  S8.00. 

Advances  in  Pediatrics,  volume  VIII,  maintains 
fully  the  high  standards  of  the  preceding  volumes  of 
this  series.  Perhaps  more  by  accident  than  by  de- 
liberate intent  this  is  an  all  American  volume. 
There  is  a wealth  of  information  for  the  scientist, 
the  teacher,  and  the  practitioner.  Each  article  is 
written  by  an  individual  or  a group  whose  names 
have  been  linked  with  the  subject  through  numerous 
contributions  and  is  therefore  authoritative,  in- 
formative, interesting,  and  stimulating.  Because 
of  space  limitations,  important  matters  are  at  times 
dealt  with  very  briefly.  This  is  compensated  for  by 
an  extensive  bibliography.  Although  the  scientific 
aspects  of  the  subject  are  stressed  at  times,  the 
significance  of  the  findings  for  the  clinician  is  em- 
phasized. 

A critical  analysis  of  each  article  would  exceed  by 
far  the  space  allotted  to  this  review.  However, 
one  cannot  refrain  from  mentioning  a few  which  are 
both  interesting  and  timely. 

In  his  monograph  on  “The  Etiology  of  Infantile 
Diarrhea,”  Dr.  Horace  L.  Hodes  presents  convincing 
evidence  of  the  multiplicity  of  factors  responsible  for 
this  distressing  clinical  condition.  The  newer  work 
dealing  with  identification  of  pathogenic  strains  of 
Escherichiae  coli  is  presented  in  detail  and  the  simple 
methods  for  their  detection  are  described.  The  role 
of  the  other  agents  is  also  evaluated. 

“Isosexual  Precocity”  in  the  male  by  Dr.  S.  Z. 
Levine  and  his  coworkers  is  a well-documented, 
beautifully  illustrated  study  of  a series  of  such 
cases.  The  clinical  features  are  emphasized,  es- 
pecially the  earliest  manifestations  in  infancy  when 
awareness  of  the  condition  and  early  diagnosis  may 
be  lifesaving.  The  hormonal  patterns  of  these 
cases,  the  psychologic  problems  which  they  generate, 
the  therapy  and  the  course  both  in  the  treated  and 
in  the  untreated  are  all  discussed  in  detail. 

Dr.  Herman  Yannet’s  article  on  mental  deficiency 
is  timely  and  goes  a long  way  to  bring  order  out  of 
chaos.  Nevertheless,  about  30  per  cent  of  these 
cases  defy  classification.  It  is  encouraging  to  note 
that  in  Yannet’s  opinion,  75  per  cent  of  these  children 
belong  in  the  educable  group  for  whom  much  can 
be  done  once  the  complexity  of  the  problem  is 
recognized  and  all  available  agencies  are  brought 
together  in  a coordinated  attack  upon  the  problem. 
The  indications  for  institutionalization  are  presented 


in  detail  and  there  is  some  very  sound  advice  for  the 
pediatrician  faced  with  the  problem  of  informing 
the  unfortunate  parents  of  the  birth  of  a mongol 
child. 

Additional  monographs  are  “Sarcoidosis  in  Child- 
hood,” by  John  P.  McGovern  and  Doris  H.  Merritt, 
“Offspring  of  Diabetic  and  Prediabetic  Mothers” 
by  Herbert  C.  Miller,  “Subdural  Lesions  in  Child- 
hood” by  Margaret  H.  D.  Smith,  and  “Prevention 
of  Accidents  in  Childhood”  bv  George  M.  Wheats 
ley. — Benjamin  Kramer 


Preventive  Medicine  in  World  War  H.  Volume 
II.  Environmental  Hygiene.  Editor  in  Chief, 
Col.  John  Boyd  Coates,  Jr.,  M.C. ; Editor  for  Pre- 
ventive Medicine,  Ebbe  Curtis  Hoff,  M.D.  Quarto 
of  404  pages,  illustrated.  Washington,  D.C.,  Of- 
fice of  the  Surgeon  General,  Department  of  the 
Army,  1955.  Cloth,  $3.50. 

This  is  a noteworthy  contribution  to  the  medical 
literature  documenting  the  U.S.  Army’s  World  War 
II  experience  in  an  area  in  which  military  medicine 
has  traditionally  pioneered.  The  well-written  ac- 
count confirms  and  amplifies  this  role  and  elucidates 
the  effective  intercorps  program  in  which  ento- 
mologists, sanitarians,  and  engineers  shared  with 
physicians  the  responsibility  and  glory  of  dramatic 
implementation.  All  the  essentials  are  incorporated 
in  a historical  development  of  the  theoretic  and 
practical  aspects  of  environmental  hygiene,  from 
recognition  and  formulation  of  the  problem  through 
research  and  development,  to  trial  application  and, 
finally,  widespread  adoption  of  a series  of  impressive 
and  timely  innovations. 

Nine  chapters,  representing  accepted  subdivisions 
of  the  field,  comprise  a comprehensive  review  of  the 
most  important  subject  matter,  including  much 
material  with  applications  and  implications  beyond 
the  purely  military.  The  sections  on  housing, 
water  purification,  and  preventive  medicine  at  ports  I 
of  embarkation  and  for  persons  in  transport  seem  i 
especially  meritorious,  although  all  chapters  are  in- 
teresting reading  and  valuable  sources  of  reference. 
Three  appendices  contribute  further  to  the  latter 
function. 

This  book  is  recommended  to  those  concerned 
with  environmental  hygiene  as  a review  of  recent 
trends  and  developments,  to  those  interested  in  the 
interdisciplinary  approach  to  community  problems, 
to  those  who  will  derive  inspiration  as  well  as  help 
from  the  detailed  accounts  of  a remarkable  suc- 
cession of  achievements,  and  to  those  hopefully  still 
vigorous  spirits  who  might  enjoy  just  reminiscing. — 
Robert  W.  Hillman 
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: To  serve  your  patients  today— 
Is  fall  your  pharmacist  for  any  additional 
,ij  nformation  you  may  need  to  help  you 
j.  Prescribe  Synatan  and  Seco-Synatan. 
, He  has  been  especially  alerted. 
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L A.:  Clin.  Med.  3:1  185,  1956. 
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for  predictable  control  of  appetite  and  mood — 
free  of  exaggerated  response1 

Synatan® 

tanphetamin  protocolloid  complex,  Irwin-Neisler 

Each  Synatan  tabule  is  composed  of  a protocolloid 
complex  containing  tanphetamin  (dextro-amphetamine 
tannate)  17.5  mg.,  equivalent  to  5.25  mg.  of  tf-amphe- 
tamine  base. 


and  for  predictable  control  of  the  DIS /ease  of 
anxiety,  depression  or  obesity 

Seco-Synatan™ 

Each  tabule  contains: 

Tanphetamin*  (c/-amphetamine  tannate)  17.5  mg. 
Secobarbital  35.0  mg. 

*Patents  pending 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  FEBRUARY 


1,  1957—24,031 


County 


President 


Secretary 


T reasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua . . . 

Chemung 

Chenango .... 

Clinton 

Columbia... 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Bangs 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga . . . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady  . 
Schoharie  . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


Thomas  I.  Tyrrell Albany 

Kurt  Zinner WellsviUe 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Stephen  J.  Karpinski Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Mathew  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Philip  W.  Gorman  Fort  Covington 
Joseph  J.  Thompson  . . . Gloversville 

Joseph  F.  Krawezyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

Aaron  Kottler Brooklyn 

Edward  O.  Boggs Lowville 

Laverne  G.  Wagner Dansville 

Willis  E.  Hammond Earlville 

Lynn  Rumbold Rochester 

Andres  A.  Casano Amsterdam 

Paul  H.  Sullivan Great  Neck 

Samuel  Z.  Freedman  ....  New  York 
Charles  M.  Dake,  Jr.. . Niagara  Falls 

Keith  B.  Preston Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam Monroe 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . .Flushing 

John  P.  Jaffarian Troy 

Cyril  M.  Levin Staten  Island 

Robert  L.  Y'eager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell  Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  Sharon  Springs 
James  J.  Norton.  . . . Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

Sol  Shlimbaum Bay  Shore 

Lee  R.  Tompkins Liberty 

Welton  D.  Brown Nichols 

C.  Douglas  Darling Ithaca 

John  A.  Olivet Kingston 

John  W.  Canaday  .Glens  Falls 

Sigmund  Weiss Hudson  Falls 

Charles  M.  Single Wolcott 

Howard  J.  Dunlap  New  Rochelle 

R.  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Henry  J.  Romano Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Eaper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon . . . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  0.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  F.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Raoul  E.  Vezina Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Nanuet 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein  . Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes.  . Glens  Falls 
Newton  Krumdieek..  .Cambridge 

Leman  W.  Potter Newark 

Donald  R.  Reed . . . Irvington 

Paul  A.  Burgeson.  . . .Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albanj 

S.  I.  McMillen Houghtoi 

Joseph  A.  Landy Brom 

Alden  K.  Boyd Binghamtol 

James  Durkin deal 

Bernard  J.  Hartnett Aubun 

C.  Otto  Lindbeck Jamestowi 

Robert  E.  Good Elmin 

Oscar  Schlesinger South  Otselii 

William  L.  Ladue Plattsburgl 

Roger  C.  Bliss Hudsoi 

C.  Franklin  Sornberger Cortlam 

Philip  Hust Sidne; 

Philip  V.  Buckley ....  Poughkeepsi 

W.  Thornton  Zindahl Buffah 

James  E.  Glavin Port  Henr; 

Daisy  H.  Van  Dyke Malon 

Arthur  Howard Johnstoi 

Sawyer  A.  Glidden Batavi. 

Mahlon  H.  Atkinson Catskil 

Mary  K.  Irving Little  Fall 

Lawrence  E.  Henderson . Watertowj 

James  L.  O’Leary Brooklyi 

William  S.  Reed Lowvill 

Charles  Greenberg Sonye 

Gareth  S.  West Chittenangc 

George  R.  Bodon Rocheste 

Robert  W.  Dunlap,  Jr. . . Amsterdac 

Joseph  G.  Zimring Long  Bead 

George  W.  Fish New  Yor 

Robert  D.  Glennie,  Jr. .Niagara  Fall 

Robert  H.  Cross Utic 

Albert  W.  Van  Ness Syracus 

James  A.  Stringham ..  Canandaigu 

Earl  C.  Waterbury Newburg 

James  G.  Parke Albio 

John  S.  Puzaukas Osweg 

Hans  F.  Wilk Oneont 

Eugene  J.  Lusardi Cold  Sprin 

Anthony  A.  Mira Forest  Hill 

John  J.  Keenan Tro 

Michael  R.  Mazzei  . .Staten  Islan 

Marjorie  R.  Hopper Nyac 

Maurice  J.  Elder Massen 

William  H.  Moore . Saratoga  Spring 

George  A.  Gilbert Schenectad 

Duncan  L.  Best Middlebur 

William  F.  Tague.  . . . Montour  Fat 

Charles  W.  Smith Waterlo 

Milton  Tully Horne 

John  J.  Murphy Bay  Shoi 

Deming  S.  Payne Libert 

Jack  F.  Bailey Oweg 

Murray  P.  George Ithac 

Herbert  B.  Johnson Kingsto 

Richard  C.  Batt Glens  Fal 

Roy  E.  Borrowman.  . .Fort  Edwar 

Leman  W.  Potter Newar 

Arthur  H.  Diedrick . . . Port  Chesh 

Paul  A.  Burgeson Warsa 

Paul  C.  Johnson Pann  Ya 
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a true 

cough  specific 
non-narcotic 

H O IV1  1 L /V  R 'Roche' 

For  suppressing  cough,  whatever  the 
cause,  Romilar  is  at  least  as  effective  as 
codeine.  Yet  it  has  no  general  sedative 
or  respiratory  - depressant  activity,  and 
it's  remarkably  free  of  side  effects  such 
as  nausea,  constipation,  or  tendency  to 
habit  formation.  Available  as  a 
syrup,  in  tablets,  or  expectorant  mixture 

. (with  ammonium  chloride). 
rochk]  Original  Research  in  Medicine  and  Chemistry 


Romllor®  hydrobromide — brand  of  dextromethorphan  hydrobromide 
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Remember?  How  could  you  forget  her? 

This  little  girl  is  one  of  tens  of  thousands  who  need  your  March 
of  Dimes  help  today  — who  will  need  care  for  a long  time.  Long, 
because  care  doesn’t  stop  until  all  possible  recovery  is  achieved  — 
no  matter  how  long;  no  matter  how  costly. 


Join"  MARCH  OF  DIMES 
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a Liquid 

Mysteclin 


MYSTECLIN  SUSPENSION 


Steclin-Mycostatin 


(Squibb  Tetracycline-Nystatin) 


Another  form  of  the  only  broad  spectrum 
antibiotic  preparation  ivith  added  protection 
against  mondial  superinfection 


PLEASANT  TASTING  — Mysteclin  Suspension  is  pleasant- 
ly fruit-flavored  and  will  appeal  to  taste-conscious 
youngsters  as  well  as  to  adults  who  prefer  liquid 
medication. 

BROADLY  EFFECTIVE  — Mysteclin  Suspension  provides 
well  tolerated  therapy  for  the  many  common  infec- 
tions which  respond  to  tetracycline— and  also  acts  to 
prevent  monilial  overgrowth. 

READY-TO-TAKE  — Mysteclin  Suspension  requires  no  re- 
constitution and  can  be  given  by  simple  teaspoon 
dosage  to  patients  of  all  ages. 

MYSTECLIN  SUSPENSION:  a fruit-flavored  oil  suspension 
containing  the  equivalent  of  125  mg.  Steclin  (Squibb 
Tetracycline)  Hydrochloride  and  125,000  units  My- 
costatin  (Squibb  Nystatin)  per  5 cc.  teaspoonfuL 
Supplied  in  two-ounce  bottles. 

Also  available  as  Capsules  (250  mg.  Steclin  Hydrochloride  and 
250,000  units  Mycostatin)  and  Half  Strength  Capsules  (125  mg. 
Steclin  Hydrochloride  and  125,000  units  Mycostatin). 


Sqjjibb 


Squibb  Quality  — the  Priceless  Ingredient 


'MYSTECLIN'®,  ‘STECLIN'®,  AND  'MYCOSTATIN'®  ARE  SOUlBB  TRADEMARKS 
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J1L  he  tempo  of  progress  in  medicine,  as  in  other 
sciences,  has  increased  as  knowledge  has  been 
spread  with  improved  communications. 

We  are  proud  to  have  had  a part  in  this  dis- 
semination of  the  knowledge  gained  in  the  office, 
hospital,  clinic,  and  laboratory,  as  printers  of  the 
New  York  State  Journal  of  Medicine  and  many 
other  scientific  and  technical  publications. 

We  salute  the  Medical  Society  of  the  State  of 
New  York  on  the  observance  of  their  sesquicen- 
tennial. 


h 

Iks. 

I Hi 

Mack  PRINTING  COMPANY 

36  i 

EASTON  • PENNSYLVANIA 
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Supplied:  White,  5 mg.  oral  tab- 
lets, bottles  of  20  and  100.  Pink, 
1 mg.  oral  tablets,  bottles  of  100. 
Both  are  deep-scored. 

‘Schwartz,  E.:  New  York  J.  Med. 
56:570,  1956. 


in  bronchial  asthma 

Sterane 

brand  of  prednisolone 

whenever  corticosteroids 
are  indicated 

provides  restoration  of  breathing  capacity  — Relief  of  symptoms 
[bronchospasm,  cough,  wheezing,  dyspnea]  is  maintained  for  long 
periods  with  relatively  small  doses.* 

minimal  effect  on  electrolyte  balance  — "in  therapeutically  effective 
doses  . . . there  is  usually  no  sodium  or  fluid  retention  or  potassium 
loss.”*  Lack  of  edema  and  undesirable  weight  gain  permits  more 
effective  therapy  particularly  for  those  with  cardiac  complications. 


PFIZER  LABORATORIES,  Brooklyn  6,  New  York 
Division,  Chas.  Pfizer  Sc  Co.,  Inc. 
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reveals  that 


in  diabetes  mellitus  you  can 


* 


THE  NEED  FOR  INSULIN 


S AMG 


by  supplementing  the  diet  with 


“ In  all  25  cases  there  teas 
significant  symptomatic 
improvement  icithin  a week  or 
two  of  starting  the  Entozyme 
and  the  high  protein  diet  . . 


Of  14  patients  who  were  taking; 
insulin  “.  . . 4 patients  were 
able  to  discontinue  insulin 
completely , while  the  other  10 
all  experienced  a decrease  in 
their  insulin  requirements •" 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND 

Ethical  Pharmaceuticals  of  Merit  since  1878 

Each  Entozyme  Tablet  contains: 

Pepsin,  N.  F 250  mg. 

— in  gastric-soluble  coating 

Pancrectin,  U.S.P 300  mg. 

Bile  salts 150  mg. 

— in  enteric-coated  inner  core 
Dosage:  2 to  4 tablets  t.i.d.  at  meals 


COMPREHENSIVE  DIGESTIVE  ENZYME  REPLACEMENT 

A highly  significant  clinical  report  (abstracted 
on  the  facing  page)  reveals  that,  with  Entozyme 
added  to  a special  high  protein  diet  in  diabetes 
mellitus,  insulin  could  be  discontinued  entirely 
in  29%,  cut  by  four-fifths  to  one-half  in  50%, 
and  by  one-half  to  one-third  in  21%  of  cases 
receiving  insulin.  Marked  symptomatic  im- 
provement occurred  in  all  cases. 

Entozyme  was  employed  to  insure  proper  diges- 
tion, to  restore  the  nitrogen  balance,  and  to  make 
available  the  full  lipotropic  activity  of  protein. 

Entozyme  is  a natural  replacement  of  digestive 
secretions.  Each  tablet  is  formulated  so  that 
pepsin  is  released  in  the  stomach,  and  pancre- 
atin  and  bile  salts  in  the  upper  intestine.  In 
addition  to  its  value  in  diabetes  mellitus,  it  has 
proved  most  useful  in  the  management  of 
chronic  nutritional  disturbances,  dyspepsia, 
psoriasis  and  various  degenerative  diseases  as- 
sociated with  aberrations  in  protein  metabolism. 


VIRGINIA 
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Clinically  it  was  noted  that  some  diabet- 
ics—particularly  those  who  seemed  to  need 
protein  the  most  — failed  to  derive  the  an- 
ticipated benefits  from  a high  protein  diet. 
It  appeared  likely  that  the  lack  of  im- 
provement could  be  ascribed  to  a partial 
failure  of  their  digestive  function.  For 
this  reason,  it  was  decided  to  add  pancre- 
atic digestive  enzyme  tablets  to  the  high 
protein  diet  to  make  sure  that  all  food 
taken  was  properly  digested. 

The  25  patients  used  in  the  study  were 
drawn  from  the  author’s  own  private 
practice  and  from  the  diabetic  clinic  of  the 
Dade  County  Hospital  at  Kendall,  Fla. 
While  11  were  controlled  by  diet  alone,  14 
were  taking  insulin. 

Diets  used  were  based  on  the  standard 
ADA  diets  fortified  by  the  addition  of  ap- 
proximately 20  Gm.  of  protein  (15  Gm.  of 
gelatin  and  10  Gm.  of  brewer’s  yeast) 
divided  into  5 or  6 feedings.  Two  Ento- 
zyme®  tablets  were  prescribed  3 times  a 
day  with  meals,  and  one  Allbee®  capsule 
daily  to  supply  fully  adequate  B-complex 
vitamins. 

Results— All  25  cases  showed  significant 
symptomatic  improvement  within  a week 
or  two  of  starting  the  Entozyme  and  high 
protein  diet.  In  16  of  the  25,  there  was  a 
significant  decrease  in  the  serum  choles- 
terol; and  in  the  14  patients  taking  insu- 
lin, there  was  a decrease  in  the  insulin 
requirement. 

In  most  cases,  the  postprandial  blood 
sugar  began  to  rise  within  a week  or  two 
after  starting  therapy  — a result  that  had 
been  anticipated  because  of  improved 
digestion.  The  insulin  dose  was  not  in- 
creased, however,  as  there  was  no  accom- 


•Lowenstein. B.  E.:  The  Value  of  Entozyme®  in  the 
Clinical  Management  of  Diabetes  Mellitus:  Pre- 
liminary Report.  American  Pract..  September.  1956. 


panying  acidosis  or  acetonuria.  Even- 
tually, the  postprandial  blood  sugar 
declined  toward  normal  in  all  cases. 

When  the  blood  sugar  had  fallen  to  the 
pre-experimental  level,  the  insulin  dose 
was  decreased  by  2 units  or  more.  Subse- 
quently, the  postprandial  blood  sugar 
again  rose  briefly,  but  once  again  dropped 
toward  normal.  When  it  reached  the  pre- 
experimental  level,  the  insulin  dose  was 
once  more  decreased.  In  this  fashion,  4 
patients  were  able  to  discontinue  insulin 
completely,  while  the  other  10  all  experi- 
enced a material  decrease  in  requirements. 

Discussion  — The  “well-regulated”  dia- 
betic may  still  fall  prey  to  the  degenerative 
complications  of  the  disease,  since  it  is  not 
enough  merely  to  guard  against  ketosis  or 
hypoglycemic  reactions.  In  order  to  pre- 
serve protein  balance,  it  is  necessary  also 
to  guard  against  a drop  in  blood  sugar  so 
low  as  to  stimulate  hepatic  glyconeogene- 
sis,  lest  the  alimentary  canal  be  unable  to 
absorb  enough  nitrogen  to  maintain  pro- 
tein balance.  Therapy  calls  for  a high  pro- 
tein diet  amply  fortified  by  vitamins  and 
(at  least  in  the  beginning)  by  the  diges- 
tive enzymes  of  the  pancreas,  in  order  to 
stimulate  protein  recovery  and  to  enable 
the  lipotropic  action  of  the  protein  to  be- 
come fully  manifest. 

Conclusions  and  Summary  — A group  of 
25  diabetics  treated  with  a special  high 
protein  diet, oral  pancreatic  enzymes  (En- 
tozyme) , and  careful  regulation  of  their 
insulin  dosage  so  that  neither  excessive 
hyperglycemia  nor  hypoglycemia  occurred 
showed  significant  symptomatic  improve- 
ment. In  most  cases  there  was  not  only  a 
decline  in  the  serum  cholesterol  levels,  but 
also  a reduction  in  insulin  requirements. 

It  is  suggested  that  this  improvement  is 
due  to  redressing  the  nitrogen  balance  and 
making  available  the  lipotropic  activity  of 
protein,  as  well  as  other  intrinsic  factors 
essential  to  normal  tissue  metabolism. 
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in 

continuous 

service 


Hydrochloride 
Chlortetracycline  HC1  Lederle 


Today,  after  eight  years  of  world-wide  use,  physicians 
in  every  field  of  medicine  routinely  employ 
aureomycin  in  their  practices. 


Exhaustively  tested,  thoroughly  proved,  aureomycin 
remains  unsurpassed  in  anti-infective  range,  variety  of 
application,  effectiveness  at  low  dosage. 


A convenient  dosage  form  for  every  patient , 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY. 
PEARL  RIVER.  N.Y.  *reg.  u.  s.  pat.  off. 
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relieves  the  discomfort  of  colds 


‘TABLOID’ 

UMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.  S.A.)  INC.,  Tuckahoe,  n.  y. 
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Parents  will  notice  a change  . . . 

It  doesn’t  take  long  for  the  beiow-par  child  with  an  eating  problem  to  re- 
spond to  delicious,  cherry-flavored  Troph-Iron’.  This  potent  combination 
of  Vitamin  B,2,  B,  and  iron  is  designed  to  stimulate  appetite,  promote 
growth  and  correct  nutritional  iron  deficiency. 

'Troph-Iron’  is  available  in  both  liquid  and  tablet  form.  Each  5 cc.  tea- 
spoonful of  the  liquid  and  each  tablet  supplies  25  meg.  Vitamin  B12,  10 
mg.  Vitamin  B,  and  250  mg.  ferric  pyrophosphate. 


Troph-Iron* 


B,2-lron-B, 


Smith,  Kline  & French  Laboratories , Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 
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Potentiated  Mephenesin^ 

For  relief  of  low  back  pain  and  other  arthritic  pain, 
for  release  of  tension  accompanying  pain. 

• Relieves  pain  *Mephenesin  physiologically  potensi- 

• Soothes  tension  fied  with  a smooth  muscle  relaxant 

• Relaxes  muscle  spasm  and  analgesic  . . . dibenzyl  succinate 

Each  EXPASMUS  tablet  contains:  Dosage:  2 to  3 tablets  3 times  daily  to 

Dibenzyl  succinate  125  mg.,  mephen-  12  tablets  daily. 

esin  250  mg.,  salicylamide  100  mg.  Supplied:  Bottles  of  lOO's  tablets 

Request  reprints  and  samples. 

Martin  H.  Smith  Co.  131  East  23rd  St.,  New  York  lO,  New  York 
Manufacturers  of  ethical  products  for  over  half  a century 


HERE  ARE  THE  FACTS  ABOUT  THE  BEVERAGE 
THAT  MEETS  ALL  DIETARY  REQUIREMENTS... 


Sood  IHleal+h 


PAJ_ME»  W>nTB  DtAQOSTlC 
LABORATORY.  lac. 

IOJJ  CRAND  CONCOURSE 
(Cor  Grxod  Coacomt  - SurHdt  An.) 
BRONX.  N Y 


**.134848 


2-20-55  Nemo  Good  Health  Seltzer 

Addm«  130tf  Bronx  Hirer  Are. 


aa**  rucvrranoii  Tmar 


un>rrr*Ltx 

WlT®  AjrAiTBTB 


Nature  of  Eununatioo  Seltzer  Analysis 
Result 


Date  Submitted  2-25—55 


SODIUM  CHLORIDE  (NaCl) 0.02% 

SUGAR  (Dextrose  or  Sucrose) ....  NONE 

OTHER  SALTS VERY  MINUTE  TRACES 

(Normal  amounts  found  in  Croton  drinking  water) 

HeapectfuJly  • lfcnitted, 

A • (A  • /_/• 


APPROVE  WITH  CONFIDENCE  For  your  DIABETIC  PATIENTS 
and  all  SUGAR-FREE,  SALT-FREE,  and  REDUCING  DIETS! 

GOOD  HEALTH  SELTZER  ASSN.,  NEW  YORK  CITY 
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ADJUSTABLE  TRANSDUCER 

a Birtcher  exclusive  feature 


indicated,  therapy 
for  treatment  of 

BURSITIS,  ARTHRITIS, 
TRAUMATIC  INJURIES 

and  a host  of 
other  conditions 

ON  ICS 


Conclusive  evidence  on  the  value 
of  ultrasonic  therapy  is  being 
amassed  in  the  thousands  of 
papers  on  the  subject  being 
published  in  medical  journals 
all  over  the  world.  These  reports, 
covering  more  than  one  million 
treatments,  range  from  the 
empirical  to  carefully  recorded 
laboratory  work  with  controls. 
Results  reported  have  been 
largely  excellent,  wdth  private 
communications  indicating 
outstanding,  sometimes 
startling  results. 

NEW  BIRTCHER  MEGASON  V 

The  finest  ultrasonic  unit  ever 
placed  on  the  market.  Precision 
electronic  engineering  features 
found  in  no  other  unit.  The 
only  machine  made  with 
the  5-Way  transducer. 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  MEDICAL  JOURNAL  REPRINTS  ON 
ULTRASONICS  OR  FOR  A DEMONSTRATION  OF  THE  BIRTCHER  MEGASON  IN  YOUR  OFFICE 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center— Route  9 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

BROOKLYN,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

NEW  YORK  CITY,  NEW  YORK 
Falk  Surgical,  1430 — 3rd  Ave. 

J.  A.  Preston  Corporation,  175  — 5th  Ave. 


LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 

NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

ROCHESTER,  NEW  YORK 

R.  E.  Reynolds  Company,  653  Park  Ave. 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  490  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 


See  us  at  the  Sesquicentennial  Meeting  — Booth  44 
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SEE  the 

Saratoga  Spa 
Exhibit 

at  the  ANNIVERSARY 
MEETING 

Medical  Society  of  State  of  New  York 


BOOTH  81 
HOTEL  STATLER 
NEW  YORK  CITY 
FEB.  18-21 


The  Spa  is  owned  and 
its  health  services  oper- 
ated by  The  State  of  New 
York 


SARATOGA  SPRINGS,  N . Y . 


Where  LECITHIN  is  indicated  — 

►granulestin 

for  oral  therapy 
in  psoriasis 

(ASSOCIATED  CONCENTRATES 

57-01  32nd  Avenue,  Woodside  77,  L.  I.,  N.  Y. 


in  very  special  cases 
a very  superior  brandy... 
specify 

HENNESSY 

COGNAC  BRANDY 

S4  Proof  | Schieffelin  A Co..  New  York 


lit 

9 


\ Wnt 

A i 

then 

peut 

Or  J 
::  : 


c/( 
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D, 


for  the  aged  and  senile  patient 

oral  iJletrazol 

— in  early  and  advanced  signs  of  mental  confusion.  Dose:  1 or  2 tablets, 
or  1 or  2 teaspoonfuls,  Metrazol  Liquidum,  three  or  four  times  a day. 

Metrazol  ®,  brand  of  Pentylenetetrazol,  a product  of  E.  Bilhuber,  Inc. 

BILHUBER-KNOLL  C 0 R P . distributor  Orange,  New  Jersey 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE,  M.D.,  Physician -in -Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic 
tion  accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


HOLBROOK  MANOR  N5G 

Five  Acres  of  Pinewooded  Grounds 


SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  ft;  '» 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri . , — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


Vi  hen  addressing  your  replies  to 
Box  Numbers 

Please  direct  them 

e/o  New  York  State  Journal  of  .Medicine 
386  Fourth  Ave.  New  York  16,  N.  Y. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
In  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MotuUScJuxd  *M&?7K|VC 

Licensed  by  the  State  ol  New  York  _______ 


PHONE:  CH  2-8686- 


For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Licensed 
Day  A Eva  Courses 
Co-cd.  (Founded  1936) 
Get  Free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  V. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 

Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  4si(.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-51 05  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Cross  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times.  . . . .90 

24  Consecutive  times.  . . .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 
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FOR  SALE 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


MOVIES— SLIDES— STEREOS 


KODACHROME  8mm-16mm  MOVIES:  35mm  SLIDES! 
35mm  STEREOS!  World’s  largest  selection — Travel, 
U.S.A.,  National  Parks,  Florida,  Alaska,  Hawaii,  Foreign, 
Wild  Animals,  Adventure,  Varieties.  Show  complete,  or 
add  to  your  own.  Free  catalogs — Please  specify  mm-size. 
Colonial,  247-1,  ’Swarthmore.  Pa. 


WATERS  EDGE 

In  the  Heart  of  Brooklyn's  Fashionable 

Shore  Road  Section 


Shore  Rd.  Cor.  93d  St.,  Brooklyn,  NY. 
Phone:  SHore  Road  5-9639 


I He*  Luxury  7-Storyl 
Apartment  Bldg  I 

D # * 

Professional  Apt 
Available  ‘ , 

- MJ-«VOmtn  1 


GT.  NECK,  N.  Y„  EXCLUSIVE  KENSINGTON. 
PRIVATE  POOL  AND  PARK  PRIVILEGES. 

Spacious  8 room  authentic  Colonial  house  with  sepa- 
rate wing  consisting  of  3 room  apartment  and  bath. 
Private  entrance  suitable  for  doctor's  office.  Over 
Vi  acre  of  spacious  gradens  and  beautiful  shrubbery. 
Gracious  center  hall,  28  ft.  living  room  with  fireplace, 
oversized  paneled  den  with  built-in  bar  and  fireplace, 
15  x 20  master  bedroom  with  fireplace,  spacious 
walk-in  closets;  modern  kitchen  with  all  appliances, 
1 5 ft.  square  dining  room  and  screened  dining  porch. 
3 car  garage.  Exceptional  value. — Priced  for  quick 
sale  $53,500.  Call  owner.  Great  Neck  2-4117. 


POSITION  W ANTED 


Internist  certified;  also  trained  radiology  & qualified  g-i  x- 
ray;  desires  association  established  individual  or  group. 
Box  522,  N.  Y.  St.  Jr.  Med. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 

Surgical  procedures.  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


POSITION  W ANTED 


Intern,  family,  graduate  upstate  N.  Y.  medical  school 
desires  to  associate  with  established  general  practitioner  after 
completion  internship  June  30.  Radius  150  miles  N.  Y.  C. 
Box  549  N.  Y.  State  Jr.  Med. 


Excellent  opportunity,  G.P.  in  growing  community,  Pearl 
River,  New  York.  Will  arrange  attractive  financing  for  right 
person.  Contact  Leonard  Schwall,  Rockland  County  Mort- 
gage Co.,  New  City,  Rockland  County,  N.Y.  Ne  4-4631. 


Electrocardiographic  Interpretation  by  N.  Y.  cardiologist. 
Airmail  service.  Box  539,  N.  Y.  St.  Jr.  Med. 


WANTED 


One,  possibly  two,  certified  internists  to  direct  Department 
of  Internal  Medicine  in  180  bed  industrial  hospital  in  West 
Virginia  city  of  80,000  people.  Excellent  supportive  staff. 
Salary  and  private  practice.  Apply  J.  M.  Emmett,  Chief 
Surgeon,  Chesapeake  and  Ohio  Railway  Company,  Clifton 
Forge,  Va. 


WANTED 


General  practicioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory. 


Surgical  assistant,  young  well  trained,  private  surgical  prac- 
tice; to  work  in  operating  room  and  office,  full  time; 
$12,000.  Box  541,  N.  Y.  St.  Jr.  Med. 


BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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CLASSIFIED  ADVERTISING 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497. 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Physician  specializing;  fine  home-office,  equipped,  at  attrac- 
tive price  for  quick  sale,  central  N.  Y.  state.  Box  550  N.Y. 
St.  Jr.  Med. 


FOR  SALE 


A complete  package  offer.  Internist’s  expanding  practice, 
fully  furnished  and  equipped  office,  air  conditioned  five-room 
office  building.  Ideally  located  in  populated  area  of  East 
Central  Nassau  County.  Will  introduce  buyer.  Owner 
leaving  State.  Call  WHitehall  4-1893. 


FOR  SALE 


40  M.A.  WEST1NGHOUSE  SIMPLEX  X-RAY  (TILT- 
ABLE),  ACCESSORIES.  EXCELLENT  CONDITION. 
BEST  OFFER.  BU  2-1010 


FOR  SALE 


Spacious  and  Luxurious  Rancher,  4 Bdrin.,  Kt.,  D.R., 
L.R.,  Playroom,  Service  Room,  33^  baths,  Riverview. 
R.Schrang,  28  Curie  Rd.  Cornwall-on-Hudson,  N.  Y.  Phone 
3-5826. 


Yonkers,  N.  Y. — Active  general  practice.  Established  15 
years.  Home  office  Combination — Equipment  optional. 
Leaving  state  March  1st.  Terms  available.  Box  553,  N.  Y. 
St.  Jr.  Med. 

— 


FOR  SALE 


New  Jersey — Morristown  area,  Office-Home  combination. 
Established  20  year  Medical  and  Surgical  practice  in  rapidly 
growing  Community.  $40,000.00.  Will  introduce.  Box 
551,  N.  Y.  St.  Jr.  .Med. 


FOR  SALE 


Available  at  once,  office  and  home,  established  20  year  prac- 
tice, can  make  a living  at  once.  Riverhead,  L.  I.  area, 
open  hospital.  For  any  type  of  specialty  or  general  practice. 
Box  546,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Beautiful  colonial  7 rm  home,  adjoining  4 rin  office.  Practice 
established  10  years  in  growing  Nassau  Co.  community. 
Excellent  opportunity.  Leaving  to  specialize.  $35,000 
ED  4-4945.  Box  544,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


Rockland  County:  Large  private  space  for  rent  from  D.D.S. 

Rapidly  growing  community  of  two  thousand  needs  physi- 
cian. Forty  minutes  to  N.  Y.C.  Box  536,  N.  Y.  St.  Jr.  Med 


FOR  RENT 


4 room  suite  in  building  with  General  Practitioners  on 
main  thoroughfare  of  Plainview,  Nassau  County.  Suitable 
Eye,  ENT,  Psychiatry  Dermatology.  Wells  1-0403. 


OFFICE  TO  SHARE 


Suitable  for  specialist:  New  air  conditioned  professional 
building,  with  all  facilities  and  situated  in  fastest  growing 
area  of  North  Shore  of  Long  Island.  Four  excellent  Hos- 
pitals nearby.  Phone  Great  Neck  2-8400 


New  York  City,  West  Side,  Street  level,  busy  Crosstown. 
Professional  office,  furnished  thriving  Doctor’s  office  for  30 
years — 2 rooms,  waiting  room  to  share  with  established  den- 
tist. Phone — Chelsea  3-6951. 


OFFICES  AVAILABLE 


Brooklyn,  5 Room  Doctors  Office  plus  Reception  Vestibule 
Few  Doors  From  Midwood  Hospital — X-Ray,  Office  Furni- 
ture For  Sale  If  Desired.  Call  Buckminster  7-1322. 


OFFICE  TO  SHARE 


Suitable  for  specialist;  recently  furnished;  full  or  part 
time.  Separate  consultation  room  if  desired;  in  most  de- 
sirable professional  building  on  North  Shore  of  Long  Island 
— Four  Hospitals  nearby.  Phone  Manhasset  7-1424. 


FOR  SALE 


Attractive  home  and  office,  Baldwin,  L.I.,  designed  and  built 
for  doctor.  Waiting  room,  office,  examining  and  utility 
rooms.  Settlement  of  estate.  Jamaica  6-7427. 


OFFICE  TO  SHARE 


Park  Avenue  near  63rd  Street.  Exclusive  use  or  share  two 
or  three  rooms.  Furnished  or  unfurnished.  Share  waiting 
room.  Beautifully  furnished  office.  TE-8-7117. 


FOR  RENT 


Fully  equipped  four-room  office  in  prosperous  Long  Island 
community  within  commuting  distance  of  New  York  City. 
Ideal  for  specialist  seeking  part-time  facilities  on  the  Island. 
Available  owing  to  death  of  well-known  physician.  Reason- 
able arrangements  will  be  made  to  suit  individual  require- 
ments. Write  Box  545,  N.  Y.  St.  Jr.  Med.,  or  call  Glen 
Cove  4-2165. 
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Trasentine-Phenobarbila 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  ( adiphenine 
hydrochloride  Cl  BA)  and  20  mg.  phenobarbitaL 


2J2229H 
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FURADANT 


BRAND  OF  NITROFURANTOIN 


'OOO 

for  rapid  eradication  of  infection 


In  the  majority  of  112  cases  of  acute,  per- 
sistent or  relapsing  urinary  tract  infections 
“nitrofurantoin  [Furadantin]  was  effective 
clinically,  with  a pronounced  improvement, 
indicated  by  the  appearance  of  the  urine  as 
well  as  by  verbal  commendation  by  the  pa- 
tient, within  24  to  36  hours  . . . Some  of  these 
patients  with  seemingly  impossible  cases  were 
cured  of  their  infection.”* 

Furadantin  first  because  of  these  advantages: 
a specific  for  urinary  tract  infections  • rapid 
bactericidal  action  • negligible  development 
of  bacterial  resistance  • nontoxic  to  kidneys, 
liver  and  blood-forming  organs. 


AVERAGE  DOSAGE:  ADULTS- four  100  mg.  tab- 
lets daily;  1 tablet  during  each  meal  and  1 on 
retiring,  with  food  or  milk.  In  acute,  uncom- 
plicated infections,  50  mg.  q.i.d.  may  be  pre- 
scribed. If  patient  is  unresponsive  after  2 to 
3 days,  increase  dose  to  100  mg.  q.i.d. 
CHILDREN— 5 to  7 mg.  per  Kg.  (2.2  to  3.1  mg. 
per  lb.)  per  24  hours. 

SUPPLIED:  Tablets,  50  and  100  mg.  Oral  Sus- 
pension (25  mg.  per  5 cc.  tsp.). 

*Stewort,  B.  L,  ond  Rowe,  H.  J.:  J.  Am.  M.  Ass  160:1221.  1956. 

(W  EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Nitrof  urans  — a new  class  of  ant  imicrobials— neither  antibiotics  nor  sulfonamides 
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relaxes 

both  mind 


ybr  the  average 
patient  in 
everyday  practice 


C well  suited  for  prolonged  therapy 

Q well  tolerated,  nonaddictive,  essentially  nontoxic 

# no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

® chemically  unrelated  to  chlorpromazine  or  reserpine 
© does  not  produce  significant  depression 
Q orally  effective  within  30  minutes  for  a period  of  6 hours 

Indications:  anxiety  and  tension  states,  muscle  spasm. 


JYLiJttown 


Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 
BY  ^WALLACE  LABORATORIES,  New  Brunswick,  N.J. 


2-methyl-2-n-propyl-l ,3 -propanediol  dicarbamate  — U S.  Patent  2,72^,720 
SUPPLIED:  1,00  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  l.i.d. 
Literature  and  Samples  Available  on  Request 
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m treatment 
of  respiratory 
infections 


new  multi-spectrum  synergistically  strengthened  antibiotic  formulation 
Sigmamycin  adds  certainty  in  antibiotic  therapy,  particularly  for  the  90%  of  patients 
treated  at  home  or  in  the  office  where  sensitivity  testing  may  not  be  practical,  and  provides: 
a new  maximum  in  therapeutic  effectiveness,  a new  maximum  in  protection  against  resist- 
ance, a new  maximum  in  safety  and  toleration. 

Supply:  Capsules,  250  mg.  (oleandomycin  83  mg.,  tetracycline  167  mg.).  Bottles  of  16 
and  100. 

...  and  for  a new  maximum  in  palatability 

New  mint-flavored  Sigmamycin  for  Oral  Suspension,  1.5  Gm.  in  2 oz.  bottle;  each  5 cc.  tea- 
spoonful contains  125  mg.  (oleandomycin  42  mg.,  tetracycline  83  mg.).  ‘Trademark 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  <fe  Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  developynent  and  production 


“...effective... in  the  treatment  of 
a variety  of  infections  seen  regu- 
larly by  the  practicing  clinician . . .” 
including  pharyngitis,  bronchitis  and 
other  respiratory  infections 
and  “. . . often  useful  in  the  treat- 
ment of  infections  due  to  staphylo- 
cocci resistant  to  one  or  several  of 
the  regularly  used  antibiotics” 
“side  effects  . . . [are]  notable  by 
their  absence”1 


1.  Carter,  C.  H.,  and  Maley,  M.  C. : Antibi- 
otics Annual  1956-1957,  New  York,  Medical 
Encyclopedia,  Inc.,  1957,  p.  51. 
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Pharmaceutical  Division 
RACINE,  WISCONSIN 


Nulacin 

A recent  clinical  study*  of  46  ambulatory  non- 
hospital patients  treated  with  Nulacinf  and 
followed  up  to  15  months  describes  the  value  of 
ambulatory  continuous  drip  therapy  by  this 
method.  Total  relief  of  symptoms  was  afforded 
to  44  of  46  patients  with  duodenal  ulcer,  gastric 
ulcer  and  hypertrophic  gastritis. 

The  delicately  flavored  tablets  dissolve 
slowly  in  the  mouth  (not  to  be  chewed  or  swal- 
lowed). They  are  not  noticeable  and  do  not 
interfere  with  speech. 

Nulacin  tablets  are  supplied  in  tubes  of  25 
at  all  pharmacies.  Physicians  are  invited  to 
send  for  reprints  and  clinical  sample. 

*Steigmann,  F.,  and  Goldberg,  E.:  Ambulatory  Continuous  Drip 
Method  in  the  Treatment  of  Peptic  Ulcer,  Am.  J.  Digest. 

Dis.  22: 67  (Mar.)  1955. 

tMg  trisilicate  3.5  gr.;  Ca  carbonate  2.0  gr.;  Mg  oxide  2.0  gr.; 

Mg  carbonate  0.5  gr. 
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A.P.  C-.Demerol 


TcMi 


EAtJM 

C&uttiUM' 


Aspirin 200  mg.  (3  grains) 

Phenacetin 150  mg.  (2'/i  grains) 

Caffeine  30  mg.  ( Vi  grain  ) 

Demerol®  hydrochloride  30  mg.  ( Vi  grain  ) 


AfMa/pAiu Itj  Di 


fAi 


l04£/...  1 or  2 tablets 

repeated  in  three  or  four  hours  as  needed. 


O marked  potentiation  of  analgesia 

mild  sedation 

antispasmodic  action 

antipyretic  action 

no  constipation 

no  interference  with  micturition 


"Such  a combination  has  proved  clinically  to 
be  far  more  effective  and  no  more  toxic  than 
equivalent  doses  of  any  of  these  used  singly. " 


Bonica,  J.J.;  and  Backup,  P.H.  (Tacoma  General  Hospital, 
Washington):  Northwest  Med.,  54:22 , Jan.,  1955. 


Supplied  in  bottles  of  100  tablets. 
NARCOTIC  BLANK  REQUIRED 
YORK  18,  N.Y.  • WINDSOR,  ONT. 

Demerol  (brond  of  meperidine),  trademark  reg.  U.  S.  Pat.  Off. 
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for  the  processes  of 


RESISTANCE 


REPAIR 


RECOVERY 


Good  health  is  “much  more  than  the  absence  of  dis- 
ease.”1 


To  enable  your  patient  to  resist  harder  . . . recover 
faster,  prescribe  one  or  more  viterra®  capsules  a day. 

In  one  capsule,  11  minerals,  10  vitamins  . . . formu- 
lated for  more  complete  supplementation  and  the 
building  of  reserves. 


VITERRA 

THE  COMPLETE  VITAMIN-MINERAL  FORMULA 


Now  in  three  forms: 

viterra®  capsules  for  daily  supplementation-bottles 
of  30  and  100.  viterra®  tastitabs*,  where  capsules 
are  a problem  ...  . newest  way  to  take  vitamins  and 
minerals- bottles  of  100  and  250.  viterra®  thera- 
peutic, when  higher  potencies  are  indicated  — bottles 
of  30  and  100. 

1.  Stieglitz,  E.  J.:  in  Modern  Nutrition  in  Health  and  Disease, 
ed.  by  Wohl,  M.  G.  and  Goodhart,  R.  S.,  Lea  and  Febiger, 
Philadelphia,  1955,  p.  945. 


Chicago  11,  Illinois 

•Trademark 


PEACE  of  mind  ATARAX® 
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How  to  perk  up  a lagging  appetite 


CYANOCOBALAMIN  (CRYSTALLINE  VITAMIN  B„) 

Cherry-flavored  REDISOL  Elixir  and  soluble  Tablets  of  pure 
vitamin  B,2  stimulate  capricious  appetites  — help  youngsters 


gain  weight.  Both  blend  readily  with  liquids. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC..  PHILADELPHIA  1.  PA. 


PSORIASIS 


iLIPAN  Capsules  contain:  Specially 
[prepared  highly  activated,  desiccated 
|and  defatted  whole  Pancreas:  Thiamin 
|HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

[Available:  Bottles  180’s,  500’s. 

I ©Copyright  1956  Spil  t & Co. 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 

COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 


Spirt  & Co.,  Inc. 


WATEKBUKY,  CONN. 
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Osteoarthritis 


Acute  gouty  arthritis 


Bursitis 


Tendinitis 


Trigger  finger 


Peritendinitis 


Trigger  points 


Tennis  elbow 


Lumbosacral  strain 


Capsulitis 


Rheumatoid  arthritis 


Frozen  shoulder 


Coccydynia 


in  MYOSITIS 
relieves 
pain  and 
disability  a 


Rheumatoid  nodules 


Osteochondritis 

Ganglia 


for  relief  that  lasts -longer 


HYDELTRAtba 


(Prednisolone  ferfiory-bufylocetate,  Merck) 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


(13.2  days— 20  mg.) 


0129466789  10  It  12  13 


Dosage:  the  usual  intra-articular, 
mtra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra'- 
t.b.a. — 20  mg. /cc.  of  predniso- 
lone ^r/iary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  A DOHME 

DIVISION  OF  MERCK  A CO  .INC. 
PHILADELPHIA  I . PA 


1.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City , May  31  and  June  1,  1955 
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In  Angina  Pectoris 
The  Attacks  Lessen  and 


The  Patient  Loses  His  Fear 


ach  long-acting  tablet  provides  the  sustained  coronary  vaso- 
dilating effect  of  10  mg.  pentaerythritol  tetranitrate  (PETN) 
as  well  as  the  tranquilizing,  anxiety-relieving  and  pulse-nor- 
malizing action  of  1 mg.  Rauwiloid®  (alseroxylon) . 


• Reduces  incidence  of  attacks 

• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for 
fast-acting  vasodilating  drugs 

• Reduces  tachycardia 

• Reduces  blood  pressure  in  hyper- 
tensives, not  in  normotensives 


• Increases  exercise  tolerance 

• Produces  demonstrable  ECG 
improvement 

• Exceptionally  well  tolerated 

• Minimal  side  actions 

• Dosage:  one  to  two  tablets  q.i.d., 
a.c.  and  h.s. 


And- 


for  faster  relief  of  the  acute  attack 

Medihaler-Nitro^ 


octyl  nitrite  (1%)  in  aerosol  solution 


For  faster,  safer,  and  more  lasting  rehef  of 
acute  anginal  attacks  . . . Measured-dose 
inhalation  provides  instantaneous  coronary 
vasodilatation  via  the  lungs  . . . one  in- 


halation equivalent  to  1/100  gr.  nitro- 
glycerin . . . fewer  side  actions  than  amyl 
nitrite  . . . pocket-sized  aerosol  set  . . . each 
10  cc.  bottle  delivers  200  metered  doses. 
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and  shortened  disability 
in  Herpes  Zoster  and  Neuritis 


. . . Five  Year  Clinical  Evaluation 

With  only  one  to  four  injections  of  Protamide®  prompt 
and  complete  recovery  was  obtained  in  84%  of  all  herpes 
zoster  patients  and  in  96%  of  all  neuritis  patients  treated 
during  a five-year  period  by  Drs.  Henry  W.,  Henry  G., 
and  David  R.  Lehrer  (Northwest  Med.  75:1249,  1955). 

The  investigators  report  on  a total  of  109  cases  of 
herpes  zoster  and  313  cases  of  neuritis,  all  of  whom 
were  seen  in  private  practice.  All  but 
one  patient  in  each  category 
responded  with  complete  recovery. 

This  significant  response  is  attributed  to 
the  fact  that  Protamide  therapy  was  started 
promptly  at  the  patient’s  first  visit. 

The  shortening  of  the  period  of  disability 
by  this  method  of  management  is 
described  as  “a  very  gratifying  experience 
for  both  the  physician  and  the  patient.” 

Protamide®  is  a sterile  colloidal  solution  prepared 
from  animal  gastric  mucosa  . . . free  from  protein 
reaction  . . . virtually  painless  on  administration 
. . . used  intramuscularly  only.  Available  from 
supply  houses  and  pharmacies  in  boxes  of  ten 
1.3  cc.  ampuls. 


Detroit  11,  Michigan 


clinical  evidence1,2'®  indicates  that  to  augment  the 
therapeutic  advantages  of  the  “predni- steroids’ ; 
antacids  should  be  routinely  co-administered 
to  minimize  gastric  distress 


ROUTINE  | 

CO-ADMINISTRA  TION 
MEANS 


All  the  benefits  of  the 
“predni-steroids”  plus 
positive  antacid  action  to 
minimize  gastric  distress. 

References:  1.  Boland,  E.  W., 

J.A.M.A.  160:613  (February 
25)  1956.  2.  Margolis,  H.  M. 
et  al.,  J.A.M.A  158:454  (June 
11)  1955.  3.  Bollet,  A.  J.  et  al., 

J.A.M.A.  158:459  (June  11) 

1955. 

‘CO-DELTRA’  and  'CO-HYDELTRA'  are  trademarks  of  Merck  & Co..  INC. 
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2.5  mg.  or  5 mg. 
prednisone  or 
prednisolone  with 
50  mg.  magnesium 
trisilicate  and 
300  mg.  aluminum 
hydroxide  gel. 


CoDeltra 

(Prednisone  Buffered) 
MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  \.  PA. 


INDEX  TO  ADVERTISERS 


bott  Laboratories 

lerican  Bakers  Association. 
ies  Company,  Inc 


gham  Hall  Hospital . 
stol  Laboratories,  Inc..  . 
Troughs  Wellcome  & Co. 


708-709 

707 

. 696,  3rd  cover 


826 

Between  688-689 
816 


lifornia  State  Personnel  Board  . 

nada  Dry  Ginger  Ale,  Inc 

ja  Pharmaceutical  Products,  Inc. 
rn  Products  Refining  Company . 


E.  Dubin  Laboratories. 


ton  Laboratories.  . . 
do  Laboratories.  Inc. 


dl  Brooke 

>ffmann-La  Roche  Inc. 

ilbrook  Manor 

illand-Rantos  Company,  Inc. 
rlicks  Corporation 


829 

805 

673 

807 


809 


674 

801 


826 

Between  816-817,  820 

826 

813 

678 


ckson  Mitchell  Pharmaceuticals,  Inc. 
nket  Brands 


las.  B.  Knox  Gelatine  Co. 


803 

689 


823 


keside  Laboratories,  Inc 720 

derle  Laboratories,  Div.  American  Cyanamid  Co 

695,  811,  817,  822 

wal  Pharmaceutical  Company.  700 

i Lilly  and  Company 710 

uden-Knickerbocker  Hall. . . 826 


andl  School 826 

aroc  Baby  Powder . . 826 

cNeil  Laboratories,  Inc.  . . . .702-703 

ead  Johnson  & Company 4th  cover 

erck  Sharp  & Dohme,  Div.  Merck  & Co.,  Inc 

683,  685,  688,  701.  818-819,  827,  831 

m.  S.  Merrell  Company .2nd  cover 


ordmark  Pharmaceutical  Labs.,  Inc.  704-705 


rtho  Pharmaceutical  Corp Between  696-697 


izer  Laboratories,  Div.  Chas.  Pfizer  <fe  Company.  .677,  828 

newood  Sanatorium 826 

itman-Moore  Company.  . . . . .824,  825 


iker  Laboratories,  Inc 

. H.  Robins  Company,  Inc.. 
B.  Roerig  & Company . . 


ihering  Corporation.  . . 

ilius  Schmid,  Inc 

. D.  Searle  & Co 

aerman  Laboratories 

lartin  H.  Smith  & Co 

mith  Kline  & French  Labs. 

pirt  & Co.,  Inc 

tandard  Pharmaceutical  Co. 
. H.  Strong  Co 


win  Elms 

raub  Estate  Service. . . 


686,  697 

.695,  698,  805,  809,  821 
681 


690-691 

799 

.699,  719,  825 

687 

811 

832 

683 

698 

809 


. S.  Vitamin  Corp. 


826 

829 


797 


Zest  Hill 826 

Wallace  Laboratories. . . 675 

7hite  Laboratories,  Inc.  . 694 

7inthrop  Laboratories 679 


desserts  for 
cardiac  patients? 


certainly! 

jf  they're  low  sodium 

"Junket"  rennet  desserts  are  excellent  for  the  cardiac 
patient  who  is  permitted  milk,  as  they  average  about 
62  mg.  per  li-cup  serving ...  of  which  "Junket"  Rennet 
Powder  contributes  only  2.0  mg.(,)  The  balance  of 
about  60  mg.  sodium  per  serving  is  in  the  whole  milk 
from  which  "Junket"  rennet  desserts  are  made. 
They're  relatively  low  in  caloric  content  too  ...  128 
calories  for  an  average  14-cup 
serving  . . . and  high  in  nutri- 
tional value. 

Whenever  milk  is  permitted 
on  the  sodium  restricted  diet, 
refreshing,  delicately  flavored 
"Junket"  rennet  desserts  may 
be  safely  advocated. 

11  Based  on  average  of  7 flavors.  Analysis  of  sodium  con- 
tent made  by  Foster  D.  Snell,  Inc.,  New  York  City. 


'Junket"  Rennet  Powder 
2.0  mg.  per  serving 


® 


RENNET  POWDER 

Makes  Fresh  Milk  into  Rennet  Desserts 

"Junket"  Rennet  Powder  — Vanilla,  Chocolate, 
Lemon,  Orange,  Raspberry,  Maple,  Strawberry. 


“JUNKET"  (Rcfj.  U.S.  Pat.  Off.)  is  the  trade-mark  of  ('hr.  Hansen’s 


;!  'M. 


the  hero 
of  the  hil 
gets  his  reward 


I.H.  SO-J-117 


The  pain  Dad  feels  now  is  the  beginning  of  tenosyno- 
vitis. With  adequate  early  treatment  he’ll  be  able  to 
stay  on  his  job.  Delaying  therapy  might  result  in  the 
development  of  effusion  and,  later,  calcification  of 
ligaments  or  even  periarthritis  with  severe  pain  and 
serious  restriction  of  movement. 

Immediate  antirheumatic  therapy  is  to  be  encouraged 
in  the  treatment  of  tenosynovitis,  as  it  should  be  in 
the  majority  of  other  common  rheumatic  disorders, 
to  alleviate  pain  and  prevent  progression  of  the  dis- 
turbance to  a point  of  irreversible  damage. 

SlGMAGEN  provides  doubly  protective  corticoid-sali- 
cylate  therapy— a combination  of  Meticorten®  (pred- 
nisone) and  acetylsalicylic  acid  giving  additive  anti- 
rheumatic benefit  as  well  as  rapid  analgesic  effect. 
These  benefits  are  supported  by  aluminum  hydroxide 
to  counteract  excess  gastric  acidity  and  by  ascorbic 
acid,  the  vitamin  closely  linked  to  adrenocortical  func- 
tion, to  help  meet  the  increased  need  for  this  vitamin 
during  stress  situations. 


for  patients 
who  go  beyond 
their  physical 
capacity 


o/ticoid-salicylate  therapy 

IGMAG  € N 

corttcoid-analgesic  compound  ” | Q tS 


I 


f 


I 


/ 
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! 

i 
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HIGHER 

BLOOD 

LEVELS 
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for  Triple  Sulfas! 


Physicians  find  that  modern  sulfas  now  lessen  many  therapeutic 
difficulties.  Specific  advantages  of  present  triple  sulfonamides 
include  smaller  dosage,  lower  incidence  of  sensitization,  rarity 
of  superinfections,  reliable  protection  of  the  kidney,  outstanding 
effectiveness  against  a great  variety  of  organisms. 

A first  choice  is  the  Triple  Sulfa  formulation  combining  equal 
parts  of  sulfadiazine,  sulfamerazine , and  sulfamethazine — offering 
the  unsurpassed  therapeutic  activity  of  the  most  frequently 
prescribed  sulfonamides.  (U.S.P.  XV  Trisulfapyrimidines.) 

American  Cyanamid  Company,  Fine  Chemicals  Division,  30 
Rockefeller  Plaza,  New  York  20,  New  York. 


TRIPLE  SULFAS 

Meth-Dia-Mer  Sulfonamides 

SULFADIAZINE  SULFAMERAZINE  SULFAMETHAZINE 


C VAJVA  AT  I D 
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“A  GOOD  PRESENT  DAY  ALL-PURPOSE  DIG  I TALI  S . . .G I TALIG  I N 
...A  PREPARATION  WHICH  HAS  A WIDER  MARGIN  OF  SAFETY...”* 


VISUAL  HEART  CLINIC — ONE  OF  A SERIES 


RHEUMATIC  HEART  DISEASE  • MITRAL  STENOSIS  AND  INSUFFICIENCY 


ROENTGEN  configuration — Postero-anterior  examination — moderate  heart  enlargement — right  ventricular  en- 
largement— prominence  of  pulmonary  artery  segment. 

Taken  from  White  Laboratories'  Technical  Exhibit,  American  Medical  Association  lC6th  Annual  Meeting,  Chicago.  June  11-15, 1956. 


Every  year  since  1950  when  Batterman,  et  al., 
published  the  results  of  their  study  of  230  car- 
diac patients,  clinical  evidence  has  repeatedly 
confirmed  the  therapeutic  advantages  of 
GITALIGIN. 

For  initial  digitalization  and  maintenance, 
GITALIGIN  has  proved  to  be  “the  digitalis  of 
choice”  for  these  significant  reasons: 


in  Widest  safety  margin  of  any  currently 
available  digitalis  glycoside  (average  ther- 
apeutic dose  only  1/3  the  toxic  dose;  in 
contrast,  therapeutic  doses  of  other  prep- 
arations are  approximately  2/3  toxic  dose) 
(2)  Uniform  clinical  potency 
o)  Moderate  rate  of  dissipation 
(«>  Short  latent  period 


Patieitts  now  being  maintained  with  other  cardiotonics  can  be  easily  switched  to  gitaligin:  0.5  mg.  of 
gitaligin  is  approximately  equivalent  to  0.1  Gm.  digitalis  leaf,  0.1  mg.  digitoxin,  0.5  mg.  digoxin. 


GITALIGIN' 


TABLETS — BOTTLES  OF  30.  100.  AND  1000  DROPS — 30  CC#  BOTTLES  WITH  DROPPER  CALIBRATED 

FOR  0.05.  0.1,  0.2.  0.3.  0.4  AND  0.5  MG. 

INJECTION— 5 CC.  AMPULS  CONTAINING  2.5  MG.  (0.5  MG.  PER  CC.)  OF  GITALIGIN.  PACKAGES  OF  3 AND  12  AMPULS. 


White  Laboratories,  Inc.  Kenilworth , New  Jersey 


*EHRLICH.  J.C.:  ARIZONA  MED  12:239  (JUNE)  1955. 

BIBLIOGRAPHY  FURNISHED  ON  REQUEST 
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VITAMIN  B COMPLEX  LEDERLE 

Nutritionists  agree  that  vitamin  B deficiencies  rarely  occur  singly. 
Proportionate  loss  among  B complex  factors  is  the  common  oc- 
currence. Despite  similarity  of  published  formulas,  B complex 
multivitamin  preparations  are  not  equal  in  potency. 

By  specifying  lederplex  for  a patient  in  need  of  B complex  ther- 
apy, you  recommend  a preparation  conforming  to  highest  pro- 
fessional standards. 

The  entire  vitamin  B complex  (folic  acid  and  B12  included)  is 
offered  in  highly  potent  form.  The  palatable  orange  flavor  of 
lederplex  is  taste-true,  does  not  “wear  thin”  or  go  “flat”  on  pro- 
longed dosage. 


Each  teaspoohful  (5  cc.)  of  lederplex  Liquid  Contains: 


Thiamine  HC1  (B,) 

2 mg. 

Pantothenic  Acid 

2 mg. 

Riboflavin  (B2) 

2 mg. 

Choline 

20  mg. 

Niacinamide 

10  mg. 

Inositol 

10  mg. 

Folic  Acid 

0.2  mg. 

Soluble  Liver  Fraction 

470  mg. 

Pyridoxine  HC1  (B„) 

0.2  mg. 

Vitamin  B,., 

5 mcgm. 

A Iso  available  in  tablet,  capsule  and  parenteral  forms. 


LEDERLE  LABORATORIES 

•reg.  u.  s.  pat.  off. 


DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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the  power  of  gentleness 


helps  patients  face  everyday  anxieties  and  tensions 
“...mild  action  promotes  an  over-all  calmness...”* 


New  and  Different  • not  a hypnotic-sedative  — unrelated  to  any  available  chemo- 
psychotherapeutic  agent  • no  evidence  of  cumulation  or  habituation  • does  not  cause 
gastric  hyperacidity  • unusually  wide  margin  of  safety  — no  significant  side  effects 

Dosage:  150-300  mg.  three  or  four  times  daily. 

Supplied:  300  mg.  scored  tablets,  bottles  of  48. 


•Ferguson,  J.  T.:  J.  Am.  Geriatrics  Soc.  4:1080,  1956. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 


24956 
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Medihaler 

Means  self-powered,  uniform, 
measured-dose  inhalation  ther- 
apy . . . made  possible  by  specially 
designed  metered-dose  valve  . . . 


Medihaler 

Means  notably  safe  and  effec- 
tive therapy  when  indicated  for 
children.  Medication  is  in  leak- 
proof  plastic  coated  bottles  . . . 


Medihaler 

Means  true  nebulization.  Each 
measured  dose  provides  80  per 
cent  of  its  particles  in  the  opti- 
mal size  range— 0.5  to  4 microns 
radius— insuring  effective  pene- 
tration of  the  respiratory  tract. 


Medihaler 

Means  an  unbreakable  Oral 
Adapter— no  movable  parts  — 
no  glass  to  break— no  rubber 
to  deteriorate  . . . 


Medihaler 

Medication  and  Adapter  fit  into  neat 
plastic  case,  convenient  for  pocket 
or  purse  . . . 


Medihaler 

Means  greater  economy— no 
costly  glass  nebulizers  to  re- 
place, and  one  or  two  inhalations 
usually  suffices  for  prompt  relief. 


The  Unique  Measured-Dose  Inhalation  Method 


In  Asthma 


For  Rapid  Relief  of  Acute  or  Continuing  Bronchospasm 

Medihaler-Epi™  Medihaler-lso 


Riker  brand  of  epinephrine  0.5%  solu- 
tion in  inert,  nontoxic  aerosol  vehicle. 
Each  ejection  delivers  0.125  mg.  epine- 
phrine. In  10  cc.  vial  with  metered- 
dose  valve,  sufficient  for  200  inhalations. 


Riker  brand  of  isoproterenol  HC1 
0.25%  solution  in  inert,  nontoxic  aero- 
sol vehicle.  Each  ejection  delivers  0.06 
mg.  isoproterenol.  In  10  cc.  vial  with 
metered-dose  valve,  sufficient  for  200 
inhalations. 


Medihaler-Epi  replaces  injected  epine- 
phrine in  emergency  situations  in  which 
respirations  have  not  ceased.  It  provides 
rapid  relief  in  acute  food,  drug,  or  pollen 
reactions  (including  urticaria,  broncho- 
spasm, angioneurotic  edema,  edema  of 
glottis,  etc.).  In  most  instances  only 
one  inhalation  is  necessary. 


Note : First  prescription  for  Medihaler  medi- 
cations should  include  the  desired  medication 
and  Medihaler  Oral  Adapter. 
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‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


NUEARPON" 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  </2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

presto-boro 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


PHENAPHEN 

PLUS 


MISERABLE  COLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 Vt  gr.)  . 162.0  mg. 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamlne  Sulfate  ....  0.031  mg. 
Prophenpyridamlne  Maleate  . . 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


INDEX  TO  ADVERTISED  PRODUCTS 

Achromycin  (Lederle  Laboratories,  Div.  American 


Cyanamid  Co.) 822 

Aminophyllin  (H.  E.  Dubin  Laboratories) 809 

A.P.C.  with  Demerol  (Winthrop  Laboratories) 679 

Ataraxoid  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.)  828 
Azo-Gantrisin  (Hoffmann-La  Roche  Inc.).  .Between  688-689 

Chologestin  (F.  H.  Strong  Co.) 809 

Clinitest  (Ames  Company,  Inc.) 3rd  cover 

Co-Hydeltra  (Merck  Sharp  & Dohme,  Div.  of  Merck  & 

Co.) 688 

Colace  (Mead  Johnson  & Co.) 4th  cover 

Dexedrine  (Smith  Kline  & French  Labs.) 832 

Diamox  (Lederle  Laboratories,  Div.  American  Cyan- 
amid Co.) 817 

Dramamine  (G.  D.  Searle  & Co.) 825 

Erythrocin  (Abbott  Laboratories) 708-709 

Expasmus  (Martin  H.  Smith  & Co.) 811 

Ferronord  (Nordmark  Pharmaceutical  Labs.,  Inc.).  .704-705 

Flexin  (McNeil  Laboratories,  Inc.) 702-703 

Folbesyn  (Lederle  Laboratories,  Div.  American  Cyan- 
amid Co.) . . . 811 

Furadantin  (Eaton  Laboratories) 674 

Gantricillin  (Hoffmann-La  Roche  Inc.) 820 

Gitaligin  (White  Laboratories,  Inc.) 694 

Hydeltra  T.B.A.  (Merck  Sharp  & Dohme,  Div.  Merck 

& Co.) 685 

Hydrolamins  (Lewal  Pharmaceutical  Co.) 700 

Ilotycin  (Eli  Lilly  & Company) 710 

Koromex  (Holland-Rantos  Co.  Inc.) 813 

Lederplex  (Lederle  Laboratories,  Div.  American  Cyan- 
amid Co.) , 695 

Lipan  (Spirt  & Co.,  Inc.) 683 

Medihaler  (Riker  Labs.,  Inc.) 697 

Meprolone  Merck  Sharp  & Dohme,  Div.  Merck  & Co.. 

Inc.) 818-819 

Meratran  (Wm.  S.  Merrell  Company) 2nd  cover 

Metamucil  (G.  D.  Searle  & Co.) 719 

Miltown  (Wallace  Laboratories) 675 

Neohydrin  (Lakeside  Laboratories,  Inc.) 720 

Neuro-Centrine  (Bristol  Laboratories,  Inc.)  Between  688-689 

Nilevar  (G.  D.  Searle  & Co.) 699 

Noludar  (Hoffmann-La  Roche  Inc.) Between  816-817 

Nostyn  (Ames  Company,  Inc.) 696 

Novahistine  (Pitman-Moore  Company) 824-825 

Nucarpon  (Standard  Pharmaceutical  Co.) 698 

Nulacin  (Horlicks  Corporation) 678 

Pentoxylon  (Riker  Laboratories,  Inc.) 686 

Percodan  (Endo  Laboratories,  Inc.) 801 

Phenaphen  with  Codeine  (A.  H.  Robins  Co.) 821 

Phenaphen  Plus  (A.  H.  Robins  Co.) 698,  805,  809 

Polysporin  (Burroughs  Wellcome  & Co.) 816 

Preceptin  (Ortho  Pharmaceutical  Corp.). . . Between  696-697 

Presto-Boro  (Standard  Pharmaceutical  Co.) 698 

Protamide  (Sherman  Laboratories) 687 

Pyridium  (Merck  Sharp  & Dohme,  Div.  Merck  & Co.)  827 

Ramses  (Julius  Schmid  Inc.) 799 

Redisol  (Merck  Sharp  & Dohme,  Div.  Merck  & Co.)..  683 

Sigmagen  (Schering  Corporation) 690-691 

Sigmamycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Co.) 677 

Tablogestin  (F.  H.  Strong  Company) 809 

Tempogen  (Merck  Sharp  & Dohme,  Div.  Merck  & Co.)  701 
Tetrazets  (Merck  Sharp  & Dohme,  Div.  Merck  & Co.)  831 
Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 673 

Vi-Syneral  (U.  S.  Vitamin  Corp.) 797 

Viterra  (J.  B.  Roerig  & Co.) 681 


Dietary  Foods 

Enriched  Bread  (American  Bakers  Association) 707 

Hi-Pro  (Jackson  Mitchell  Pharmaceuticals  Inc.) 803 

Junket  (Junket  Brand  Foods) 689 

Knox  Gelatine  (Chas.  B.  Knox  Geletine  Co.) 823 

Mazola  (Corn  Products  Refining  Co.) 807 


Medical  and  Surgical  Supplies 

Ortho  Kits  (Ortho  Pharmaceutical  Corp.) 

Between  696-697 

Miscellaneous 

Scotch  Whisky  (Canada  Dry  Ginger  Ale) 805 


698 


A RESEARCH  MILESTONE 


Nilevar' 

(BRAND  OF  NORETHANDROIONE) 

Searle’s  New  and  Practical  Steroid 
Specifically  for  Protein  Tissue  Building 


It  has  long  been  recognized  that  a substance 
which  would  promote  protein  anabolism  would 
be  of  inestimable  value  in  therapy.  The  andro- 
gens have  this  property,  but  unfortunately  they 
also  exert  actions  on  secondary  sex  characteris- 
tics. These  effects  are  commonly  undesirable  in 
therapeutic  programs. 

THE  FIRST  STEROID  WITH  ANABOLIC  SPECIFICITY  — 

Nilevar,  the  newest  Searle  Research  develop- 
ment, therefore,  meets  a long  desired  clinical 
need  because  Nilevar  presents  the  first  steroid 
primarily  anabolic  for  protein  synthesis.  More- 
over, Nilevar  is  without  prominent  androgenic 
effects  (only  about  one-sixteenth  of  that  exerted 
by  the  androgens). 

ch3 

ch2 


objective  and  subjective  response  — Orally  ef- 
fective, Nilevar  therapy  is  characterized  by  re- 
tention of  nitrogen,  potassium,  phosphorus  and 
other  electrolytes  in  ratios  indicative  of  protein 
anabolism.  Moreover,  subjectively  the  patient 
observes  an  increase  in  appetite  and  sense  of 
well-being. 

well  tolerated  — Nilevar  has  an  extremely  low 
toxicity.  Laboratory  animals  fail  to  show  toxic 
effects  after  six  months  of  continuous  adminis- 
tration of  high  dosages.  Nilevar  should  not  be  ad- 
ministered to  patients  with  prostatic  carcinoma. 
Nausea  or  edema  may  be  encountered  infre- 
quently. Slight  androgenicity  may  be  evidenced 
on  high  dosage  or  in  particularly  responsive 
individuals. 


major  indications— Preparation  for  and  recov- 
ery from  surgery;  supportive  treatment  of  serious 
illnesses  (pneumonia,  poliomyelitis,  carcinomato- 
sis, tuberculosis);  recovery  from  severe  trauma 
and  burns;  decubitus  ulcers;  care  of  premature 
infants. 

dosage— The  daily  adult  dose  is  three  to  five 
Nilevar  tablets  (30  to  50  mg.)  but  up  to  100  mg. 
may  be  administered.  For  children  the  average 
daily  dose  is  1 to  1.5  mg.  per  kilogram  of  body 
weight;  individual  dosages  depend  on  need  and 
response  to  therapy. 

SUPPLY-Nilevar  is  available  in  uncoated,  un- 
scored tablets  of  10  mg.  G.  D.  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 
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STOPS 


the  silent  agony 
of  PRURITUS  ANI 
in  98%  of  cases* 

Breaking  the  itch-scratch-itch  cycle  is  essential 
to  control  of  pruritus  ani.  Topically  applied 
Hydrolamins  Amino  Acid  Ointment  relieves  itch 
with  anesthetic  speed — but  without  danger 
of  tissue  reaction. 

In  a series  of  100  unselected  sufferers  from 
pruritus  ani,  the  author*  reported  “Relief... 
experienced  immediately  in  98  cases.” 

Moreover,  in  88%  of  cases,  “Within  a few 
weeks’  time  there  is  every  appearance 
of  normal  skin.” 

HYDRO  LAM  INS® 

AMINO  ACID  OINTMENT 

Hydrolamins  offers  an  isotonic,  specially 
selected  combination  of  amino  acids  derived  from 
lactalbumin  in  a vehicle  of  polyethylene 
glycol  1500.  Hydrolamins  buffers  against  local 
(bowel)  irritants.  It  does  not  contain  local 
anesthetics  (“caines”)  or  astringents. 

supplied  in  1 oz.  (28  Gm.)  tubes. 

PHARMACEUTICAL  COMPANY  CHICAGO  14,  ILLINOIS 


BEFORE:  Female,  61  years.  Severe  itch  in 
anorectal  and  vulval  areas  for  7 years.  Area 
about  rectum  and  vulva  reddened  and  fissured, 
sensitive,  painful.  Itching  continuous.  Moder- 
ate erythema. 


AFTER:  Hydrolamins  applied  2 or  3 times  daily. 
Itch  and  pain  relieved  first  week.  Within  3 
weeks  no  irritation,  erythema  or  itch. 
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•Bodkin,  L.G.,  and  Ferguson.  E.A.,  Jr.:  Successful  Ointment  Therapy 
for  Pruritus  Ani,  Am.  J.  Digest.  Dis.  18:59  (Feb.)  1951. 


PREDNISOLONE  ( 1 mg.) 
ASPIRIN  ( 0.3  Gm.) 


Proper  formula  for  treating  "Rheumatism" 


Multiple  Compressed  Tablets 

TEMPOGEN 

© 


With  TEMPOGEN,  many  patients  obtain  adequate 
relief  from  immobilizing  “rheumatic”  pain  with 
lower  hormone  dosages  than  are  ordinarily 
required,  because  of  the  enhanced  antirheumatic 
effect  provided  by  the  prednisolone-salicylate 
combination,  in  addition,  the  likelihood  of  the 
occurrence  of  gastric  distress  or  adrenal  ascor- 
bic acid  depletion  is  minimized. 

INDICATIONS:  Early  rheumatoid  arthritis,  rheu- 
matoid spondylitis,  osteoarthritis,  Still’s  disease, 
psoriatic  arthritis,  bursitis,  synovitis,  tenosynovi- 
tis, myositis,  fibrositis,  and  neuritis. 

Supplied:  TEMPOGEN®  and  TEMPOGEN®  Forte-in  bottles  of  100  Multiple  Com- 
pressed Tablets.  (TEMPOGEN  Forte  provides  2 mg.  of  prednisolone.)  TEMPOGEN 
and  TEMPOGEN  Forte  are  trademarks  of  Merck  & Co.,  Inc. 

* present  as  60  mg.  sodium  ascorbate 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC.  PHILADELPHIA  1.  PA. 


patients 
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NOW  AVAILABLE! 

f) 


(Zoxazolamine,*  McNeil) 


ingestic  coated 

(ENTERIC) 

ROMPT  RELIEF 

IN  LOW  BACK  PAIN 


/ith  FLEXIN,  of  the  20  patients  with 

ost-traumatic  muscle  spasm  of  the  low  back  had 
xcellent  or  good  responses.”1 

bailable:  Tablets,  Engestic  Coated,  pink, 

50  mg.,  bottles  of  36. 

ablets,  scored,  yellow,  250  mg.,  bottles  of  50. 

Wallace,  S.  L:  Zoxazolamine  (Flexin)  in  Low 
ick  Disorders,  to  be  published. 


3.  Patent  Pending 


McNEIL) 


Laboratories,  Inc. 
Philadelphia  32,  Pa. 


I 


Well  tolerated 


“555  ( 98v2% ) patients  tolerated  this 
ferrous  sulfate-amino  acid  complex 
(FERRONORD)  without  complaint.”1 

“Extraordinarily  well  tolerated”  in  120 
obstetrical  and  gynecological  patients.2 

Well  tolerated  even  in  patients  with 
peptic  ulcer  and  gastritis.3 


• serum  response  in  3 hours 

• clinical  response  in  days 

• between-meal  administration 
for  better  utilization 

FERRONORD  Dosage: 

average  adult  dosage : Initially,  2 tablets  twice  a day ; in  severe  cases,  2 tablets 
3 times  daily.  Maintenance,  1 to  2 tablets  daily, 
children’s  dosage : In  proportion. 

FERRONORD  Supplied: 

Bottles  of  100  tablets.  Each  tablet  supplies  40  mg.  of  ferrous  iron. 


1.  Frohman,  I.  P.;  Pomeranze,  J.;  Rummel,  W.;  Kircher,  R.  F.;  Clancy,  J.  B.;  Dwyer,  T.  A.;  Wagner,  H.; 
O’Brien,  T.  E.;  Curley,  R.  T.;  Jorgensen.  G.;  Onorato,  R.  R.;  Ira,  F.;  Lee,  Jr.,  J.  G.;  Gorla,  W.  O.;  White, 
R.  N.;  Gadek,  R.  J.;  Remy,  D.:  Scientific  Exhibit,  6th  International  Congress  of  Hematology,  Boston,  Mass., 
August,  1956. 

2.  Wagner,  H.:  Landarzt  37:496,  1955. 

3.  Jorgensen,  G.:  Arztl.  Wchnschr.  70:82,  1955. 

fa-aminoacetic-ferrous  sulfate  complex,  exsiccated 


NORDMARK 


PHARMACEUTICAL  LABORATORIES,  INC.,  IRVINGTON,  N.  J. 


Suppliers  of  fine  chemicals  to  the  pharmaceutical  industry  for  more  than  a quarter  of  a century. 
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Sesquicentennial  Convention 

TELEVISION  PROGRAM 
IN  COLOR 

From  Bellevue  Hospital 
February  18  to  21,  1957 

A.M.  Operative  Procedures  P.M.  Dry  Clinics 

Georgian  Room,  Ballroom  Floor 
Hotel  Statler,  New  York  City 

Sponsored  by  Smith,  Kline  & French  Laboratories 
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The  Upjohn  Company — for  assuming  the  entire  responsibility  of  printing 
the  Official  Convention  Program. 

The  Diaparene  Company — for  the  preparation  and  presentation  of  the 
souvenir  menu  for  the  Banquet. 

E.  R.  Squibb  & Sons — for  the  excellent  program  of  entertainment  at  the 
Banquet,  a feature  of  the  annual  function  for  the  first  time. 

Mead  Johnson  & Company — for  providing  the  good  music  for  dancing 
at  the  Banquet. 


The  Well-Proportioned 
Nutrients  in 
Enriched  Bread 


Equally  Important  in 


Diets  Moderately  Low  in  Fat 


L 


1 


The  added  nutrients  in  Enriched  Bread  are  chosen  qualitatively  and 
quantitatively  because  of  their  importance  in  everyday  nutrition.  They 
have  proved  equally  advantageous  when  dietary  adjustment  is  indicated 
for  therapeutic  purposes. 

In  low-fat  diets  prescribed  for  many  patients  with  coronary  arterioscle 
rosis,  gallbladder  disease,  hyperlipemia,  obesity,  and  allied  conditions, 
the  proportions  of  the  nutrients  in  enriched  bread  are  especially  significant. 

The  fat  content  of  enriched  bread  approximates  only  3 per  cent,  and  its 
cholesterol  content  is  negligible.  This  feature  and,  in  addition,  its  well- 
balanced  proportions  of  essential  nutrients  qualify  enriched  bread  as  an 
important  constituent  of  low-fat  diets. 

Six  slices  of  the  average  enriched  bread,  containing  4 per  cent  added 
nonfat  dry  milk,  provide  12  grams  of  good  quality  protein  (flour  protein 
supplemented  with  milk  protein),  0.36  mg.  of  thiamine,  0.26  mg.  of 
riboflavin,  3.35  mg.  of  niacin,  3.5  mg.  of  iron,  and  126  mg.  of  calcium — 
from  16  to  29  per  cent  of  the  adult  patient’s  daily  needs  for  each  of 
these  nutrients.  Yet  six  slices  of  enriched  bread  supply  only  19  per  cent 
of  the  nutrient  energy  of  a 2,000-calorie  diet. 


AMERICAN  BAKERS  ASSOCIATION 

20  NORTH  WACKER  DRIVE  • CHICAGO  6,  ILLINOIS 


The  nutritional  statements  made  in  this 
advertisement  have  been  reviewed  by  the 
Council  on  Foods  and  Nutrition  of  the  Amer- 
ican Medical  Association  and  found  consistent 
with  current  authoritative  medical  opinion. 
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Erythromycin  in  Treating  Pneumonia 


A 27-yea r-oid  man,  a chronic  ak 
fury  of  an  alcoholic  spree  follow 
and  chills  and  fever. 
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In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”2 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  re-  0 0 1 1 

spiratory  infections)  when  you  prescribe  Erythrocin.  VXutKMX 


(Erythromycin,  Abbott) 
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After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”1 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  /H|  nn  . . 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  vXaMTOXL 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1 Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954.  d.  556. 
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when  infection  strikes  the  respiratory  tract  . . . 


I LOT YC  I N 


(Erythromycin,  Lilly) 


provides  singularly  effective  antibiotic  therapy,  because 


• Virtually  all  gram-positive  organisms  are  in- 
herently sensitive 


The  usual  adult  dose  is  * Allergic  reactions  following  systemic  therapy 
250  mg.  every  six  hours.  3J"e  rare 


Available  in  specially 
coated  tablets,  pediatric 
suspension,  drops,  oint- 


• Bactericidal  action  kills  susceptible  organisms 


• Normal  bacterial  flora  of  the  intestine  is  not 


ments,  and  I.  V.  ampoules.  appreciably  disturbed 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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EDITORIALS 

Medical  Historians  Needed 


As  a byproduct  of  the  writing  of  the  history 
of  the  Society  for  publication  at  the  time  of 
the  Sesquicentennial,  it  became  evident  that 
much  historical  research  and  investigation 
at  the  county  or  grass  roots  level  remains 
to  be  done.  Published  information,  al- 
though voluminous,  as  perusal  of  the  An- 
notated Bibliography  in  the  February  1 
issue  shows,  is  yet  incomplete  for  many  of 
the  upstate  areas  and  in  places  downstate. 

It  is  suggested  that  much  progress  could 
be  made  if  county  societies  were  to  appoint 
a historian  in  those  areas  where  no  such 
action  has  been  already  taken.  More  and 
more  county  societies  are  considering  the 
publication  of  bulletins;  many  already  have 
them.  Medical  historical  material  of  the 
county  area  could  well  be  incorporated  in 
those  publications.  Admittedly  a great  deal 
of  digging  among  the  local  archives  would  be 
the  lot  of  such  county  medical  historians,  but 


the  results  would  be  worth  while. 

More  and  more  county  societies  are 
founding  academies  of  medicine.  The  nu- 
cleus around  which  such  organizations  are 
constructed  is  the  library.  Here  the  so- 
ciety’s historian  would  have  a great  useful- 
ness. In  most  county  areas  there  are 
probably  quantities  of  textbooks,  diaries, 
records,  books  of  account,  pictures,  old 
diplomas,  licenses  stored  in  attics  and 
cellars;  many  local  historical  societies  may 
have  old  newspapers,  maps,  old  surgical  in- 
struments, and  the  like  to  throw  light  on  the 
development  of  the  area  and  the  lives  of  its 
past  residents. 

The  history  of  medicine  in  the  State  is 
something  of  which  the  profession  may  well 
be  proud.  It  is  integral  with  the  lives  of 
the  people  who  have  made  it.  Let  us  hope 
that  more  and  more  of  the  as  yet  unrecorded 
gaps  may  be  filled  in. 


Medicine’s  Contribution  to  D or  Id  Peace 


Medicine  is  universally  recognized  as  one  of 
the  great  world-wide  arts  and  sciences  that 
bind  humanity  together  with  a language 
and  a purpose  transcending  all  differences  of 
race,  creed,  or  color. 

To  make  the  language  of  medicine  more 
articulate  in  the  cause  of  international 
peace  and  human  progress,  the  doctors  of 
the  free  world  are  united  in  the  World 
Medical  Association,  whose  membership 
now  embraces  53  national  medical  associa- 
tions. 

But  it  is  never  enough  to  establish  great 
institutions.  Only  when  individuals  are 
given  an  opportunity  to  play  an  active  part 
does  any  human  organization  “come  alive” 
and  begin  to  realize  its  basic  purposes. 


Every  American  doctor  knows  first  hand 
the  vital  role  he  may  play  in  guiding  and 
protecting  his  profession  by  becoming  an 
active  member  of  his  county,  state,  and 
national  medical  societies. 

Today,  every  American  doctor  has  the 
opportunity — and  the  imperative  challenge 
- — to  help  make  our  profession  a stronger 
influence  for  world  peace.  This  he  may  do 
by  joining  our  own  United  States  Commit- 
tee of  the  World  Medical  Association. 

Similar  “supporting  committees”  have 
been  organized  in  a number  of  other  leading 
nations  whose  national  medical  societies, 
like  the  A.M.A.,  are  members  of  W.M.A. 

In  a timely  action  W.M.A.  at  its  Tenth 

[Continued  on  page  718] 
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Medical  Defense  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  Office  of  Medi- 
cal Defense,  I\eiv  York  State  Department  of  Health 

j.  g.  fred  hiss,  m.d.,  Syracuse,  Chairman 


New  York  State  Law  Provides  Naturat  Disaster  Assistance 


When  the  1955  torrential  floods  hit  the 
northeastern  states,  many  thousands  were 
made  homeless.  Whole  towns  were  virtually 
demolished.  Fire  and  flood  raged  in  damaged 
communities.  Wires  were  down,  roads  were 
impassable,  and  hundreds  of  persons  required 
medical  care.  Doctors  worked  by  candlelight 
and  electric  torches  to  aid  the  sick  and  injured. 
Over  the  entire  devastated  area  hung  the  threat 
of  typhoid  outbreaks,  made  more  dangerous  by 
the  acute  shortage  of  drinking  water.  Condi- 
tions were  similar  to  those  which  will  exist  after 
a nuclear  attack,  and  Civil  Defense  played  its 
part  in  disaster  relief. 

Inaugurated  to  protect  our  country  in  a time 
of  nuclear  attack,  Civil  Defense  has  trained 
hundreds  of  thousands  of  persons  to  help  bring 
order  out  of  chaos.  While  we  have  not  been 
attacked  by  an  enemy,  we  have  been  attacked  in 
recent  years  by  other  disasters,  such  as  the 
floods  mentioned  above.  A tornado  in  Mas- 
sachusetts filled  the  hospitals,  and  a thousand 
persons  suffered  minor  injuries.  Explosions  in 
Texas  City  killed  500  persons  and  injured 
hundreds.  Hurricanes  have  caused  enormous 
damage  to  life  and  property.  In  many  of  these 
natural  disasters  trained  Civil  Defense  workers 
have  added  their  strength  and  knowledge  to  that 
of  other  forces  battling  the  disaster.  The  worth 
of  Civil  Defense  forces  at  such  a time  has  been 
proved  time  and  again. 

Until  1955,  however,  there  was  no  provision  in 
the  New  York  State  law  for  Civil  Defense  forces 
to  function  legally  at  a time  of  natural  disaster. 
When  Civil  Defense  personnel  did  take  part, 
they  did  so  without  official  standing  as  an  organ- 


ization— each  individual  volunteered  on  his  own. 
In  April,  1955,  the  law  was  amended  to  provide 
for  the  use  of  Civil  Defense  forces  in  an  emer- 
gency. Since  most  physicians  in  New  York 
State  are  enrolled  members  of  Civil  Defense  and 
may  be  called  on  to  serve  if  and  when  a disaster 
strikes,  it  is  necessary  for  the  physician  to  under- 
stand who  may  call  on  him  and  what  he  may  be 
expected  to  do. 

Definitions 

A natural  disaster  is  an  actual  or  threatened 
disaster  induced  by  other  than  enemy  attack, 
such  as  flood,  drought,  fire,  hurricane,  earth- 
quake, tornado,  storm,  or  other  catastrophe. 
According  to  the  amended  law,  the  Civil  Defense 
forces  are  to  be  regarded  as  a reserve  disaster 
force  to  be  activated,  in  whole  or  in  part,  when 
the  area  where  the  disaster  occurs  cannot  cope  with 
it,  after  first  making  full  use  of  the  personnel  and 
resources  of  State,  local,  municipal,  and  private 
agencies  normally  available  for  disaster  assistance. 

If  a natural  disaster  is  beyond  the  scope  of 
local  resources  in  any  respect,  aid  may  be  re- 
quested from  the  Civil  Defense  organization 
“to  assist  in  the  protection  and  preservation  of 
human  life  or  property  by  holding  a civil  defense 
drill  and  training  exercise  at  the  scene  of  the 
disaster  and  at  any  other  appropriate  places.” 

By  making  the  activities  of  Civil  Defense 
volunteers  in  a natural  disaster  a drill  or  training 
exercise  for  nuclear  attack,  the  lawmakers  have 
made  it  possible  for  them  to  be  protected  at  such 
time  by  the  provisions  of  the  New  York  State 
Defense  Emergency  Act.  For  instance,  a 
Civil  Defense  auxiliary  policeman  working  in  a 
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Aftermath  of  Earth- 
quake— Many  were  in- 
jured in  falling  debris  when 
this  drug  store  and  apart- 
ment house  collapsed  in 
Compton,  California,  in 
March,  1933,  during  the 
series  of  earth  shocks  which 
struck  the  vicinity,  killing 
about  120  and  injuring  over 
5,000  people  in  the  worst 
tragedy  ever  experienced 
in  the  state.  {Acme) 


Nightmare  of  Explo- 
sion and  Fire — A group  of 
Texas  City,  Texas,  rescue 
workers  still  in  the  area  on 
April  16,  1947,  after  the 
fire-ridden  city  was  evacu- 
ated. They  lift  a heavy 
beam  as  they  continue  a 
grim  search  through  twisted 
masses  of  wreckage  and 
debris  for  victims  of  a 
series  of  blasts  that  swept 
the  city  of  15,000.  The 
disaster  was  one  of  the 
worst  in  Texas  history. 
{Associated  Press  Photo 
from  the  American  Red 
Cross) 


DistressCall  forHelp 
— Physicians  are  among 
the  first  to  be  called  to 
help  in  any  major  disaster 
involving  injured  persons. 
This  is  an  actual  scene  dur- 
ing the  1947  explosion  in 
Texas  City.  ( Photo  frcm 
the  American  Red  Cross) 
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Tornado  Deals  Death 
— Bricks,  beams,  and  other 
debris  in  downtown  Waco, 
Texas,  after  furious  torna- 
does ripped  through  the 
area  in  May,  1953,  causing 
death,  injury,  and  exten- 
sive destruction.  There 
were  112  dead  in  Waco. 
More  than  300  persons  were 
injured  by  the  rampant 
twisters.  Almost  200  busi- 
ness and  manufacturing 
buildings  were  destroyed 
by  the  powerful  tornadoes. 
( United  Press) 


Tornado’s  W'rath — A 
city  block  in  Worcester, 
Massachusetts,  lies  in  a 
flattened  mass  of  splintered 
wood  and  broken  stone, 
following  the  freak  tornado 
that  lashed  into  the  area  on 
June  9,  1953.  More  than 
60  persons  died  in  the 
destructive  storm,  and  800 
were  injured.  ( United 
Press) 


Floods  Rampage — In 

1955,  along  the  north- 
eastern coast  of  the  United 
States,  whole  cities  and 
towns  were  crippled  by 
furious  hurricanes  and  the 
floods  that  followed.  Com- 
munities like  Winsted, 
Connecticut,  learned  the 
real  meaning  of  disaster  in 
these  howling  nightmares 
of  wind,  rain,  and  despair. 
This  photograph  shows 
what  Winsted ’s  M ain  Street 
looked  like  after  the  storm 
tore  it  up.  ( United  Press) 
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natural  disaster  must  be  obeyed.  Volunteers 
having  proper  Civil  Defense  identification  can 
pass  through  road  blocks  to  get  to  assigned 
stations.  Volunteers  are  also  covered  by  the 
Workmen’s  Compensation  Act  while  giving  aid. 
They  are  also  immune  to  legal  liability  while 
following  the  orders  of  Civil  Defense  authorities. 

How  the  Law  Works 

After  an  enemy  attack  a Civil  Defense  Director 
is  responsible  for  all  disaster  operations  in  his 
jurisdiction,  and  all  agencies,  in  addition  to  the 
Civil  Defense  forces,  work  under  his  direction. 
In  a time  of  natural  disaster,  however,  the  chief 
executive  officer  of  a city  or  county  (the  county 
sheriff  may  serve  as  chief  executive  officer)  is 
responsible  for  the  disaster  operations.  The 
Civil  Defense  Director  and  Civil  Defense  forces 
work  under  the  direction  of  this  chief  executive 
officer. 

Such  a command  procedure  is  necessary  during 
a natural  disaster  since  all  normally  available 
resources — public  agencies  and  private  agencies, 
such  as  the  American  Red  Cross — will  already  be 
at  work  by  the  time  Civil  Defense  forces  are 
called  in  to  assist. 

The  key  to  understanding  how  the  plans  for 
coping  with  a natural  disaster  affect  the  phy- 
sician and  all  other  Civil  Defense  personnel  lies 
in  the  statement  that  the  chief  executive  officer 
will  request  Civil  Defense  assistance  after  first 
making  full  use  of  all  normally  available  resources. 
For  the  physician  this  means  that  if  a natural 
disaster  strikes  his  community,  he  would  pro- 
ceed to  do  his  utmost  to  help  without  waiting  for 
the  call  for  Civil  Defense  volunteers.  If  the 
medical  resources  of  his  community  normally  are 
used  by  adjacent  communities,  the  physician 
would  again  give  his  services  locally  without 
waiting  for  Civil  Defense  to  call  him. 

It  will  be  difficult  for  the  chief  executive 
officer  to  be  sure  that  all  physicians  normally 
available  to  the  disaster  area  have  been  utilized. 
The  task  of  getting  in  touch  with  every  local 
physician  in  the  telephone  directory  will  be  a 
very  real  problem.  Therefore,  if  a physician  is 
in  doubt  whether  his  services  are  needed,  he 
should  call  the  Civil  Defense  Director  and  offer 
his  services.  Even  though  Civil  Defense  forces 
have  not  been  activated,  the  Director  will  know 
what  help  is  needed. 

When  it  is  apparent  that  normal  resources  will 
be  unable  to  cope  with  the  disaster,  the  chief 


executive  officer  of  a county  or  city  will  ask  the 
Civil  Defense  Director  to  activate  the  Civil 
Defense  forces.  If  the  chief  executive  officer 
of  a city  still  needs  help  after  calling  out  the 
Civil  Defense  forces  in  the  city,  he  may  appeal 
to  the  county  executive  officer  who  may  direct  the 
county  Civil  Defense  Director  to  give  assistance 
to  the  city.  In  such  an  event  the  physician  may 
be  called  on  to  give  assistance  anywhere  in  the 
countyn 

Even  in  a natural  disaster  a physician  might 
be  asked  to  proceed  to  another  part  of  the  State 
to  render  assistance  as  a part  of  Civil  Defense 
forces.  If  necessary,  the  chief  executive  officer 
of  a disaster  area  may  request  help  from  the 
State  Civil  Defense  Commission.  If  the  natural 
disaster  should  reach  such  proportions  that  all 
the  State  resources  could  not  cope  with  it,  help 
may  also  be  requested  from  the  Federal  Civil 
Defense  Administration.  When  a tornado  hit 
Blackwell,  Oklahoma,  on  May  25,  1949,  members 
of  the  medical  staff  of  the  town’s  only  hospital 
lived  in  the  section  of  Blackwell  which  was 
demolished.  Teams  of  doctors  and  nurses  came 
to  help  from  hospitals  in  Enid  and  Ponca  City, 
Oklahoma,  and  from  Wichita,  Kansas. 

Types  of  Assistance 

It  should  be  remembered  that  the  law  states 
that  “the  civil  defense  forces  . . . shall  be  re- 
garded as  a reserve  disaster  force  to  be  acti- 
vated, in  whole  or  in  part.  . . ” Therefore,  it 
is  not  necessary  that  a Civil  Defense  Director 
call  out  all  Civil  Defense  personnel  to  help  in  a 
natural  disaster.  He  can  call  out  only  those 
Civil  Defense  volunteers  whose  services  are 
required.  More  physicians  and  nurses,  more 
fire  fighters,  or  more  policemen  might  be  needed 
in  a distant  community,  but  no  other  volunteers. 
It  is  also  possible  that  only  supplies  or  equip- 
ment will  be  needed,  such  as  medical  supplies, 
pumps,  or  auxiliary  generators. 

During  the  August,  1955,  floods  in  Connec- 
ticut, Civil  Defense  officials  sent  a request  to  the 
New  Jersey  Civil  Defense  organization  for  dry 
ice  in  order  to  keep  frozen  foods  from  spoiling 
in  areas  without  electricity.  During  the  same 
floods  Port  Jervis  Civil  Defense  arranged  for 
food  and  medical  supplies  to  be  dropped  by  plane 
to  a flooded  area  in  Pennsylvania. 

Points  to  Remember 

1 . If,  as  happened  in  Massachusetts  in  1953,  a 
disaster  should  affect  the  lives  of  people  within 
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the  area  where  the  physician  normally  practices, 
he  should  volunteer  his  services  without  waiting 
for  a Civil  Defense  call. 

2.  If  a physician  is  in  doubt  about  whether  he 
is  needed,  he  should  get  in  touch  with  the  Civil 
Defense  Director  to  volunteer  his  services. 

3.  If  a natural  disaster  should  occur  in  any 
other  part  of  the  State,  the  physician  should  be 
prepared  to  go  where  he  is  needed  at  the  direction 
of  Civil  Defense  authorities. 

4.  If  a physician  does  go  with  the  Civil 
Defense  forces  to  aid  a disaster  area,  he  will  work 


at  the  direction  of  the  Civil  Defense  authorities 
in  the  area  where  the  disaster  occurred. 

Surveys  of  areas  where  natural  disasters  have 
occurred  show  that  the  lack  of  a command  system 
and  the  overlapping  of  the  lines  of  authority 
have  hindered  the  disaster  relief  operations. 
The  clarification  by  the  new  amendments  of  the 
use  of  Civil  Defense  forces  will  help  to  eliminate 
these  difficulties  and  assure  the  people  of  New 
York  State  positive  protection  and  preservation 
of  human  life  and  property  in  the  event  of  a 
natural  disaster. 


Editor’s  Note. — The  following  letter  to  Dr.  James  M.  Hershey,  Office  of  Medical 
Defense,  from  Mr.  M.  G.  Ause,  administrator  of  the  Lutheran  Medical  Center,  tells  of 
the  experience  in  that  hospital  in  handling  the  casualties  which  resulted  from  the  recent 
disastrous  pier  explosion  and  fire  in  Brooklyn. 


January  7,  1957 

I Dr.  Dr.  Hershey: 

On  December  3,  1956,  following  a fire  at  the 
Luckenbach  Steamship  Company  pier,  an  explo- 
sion occurred  in  which  ten  persons  were  killed 
and  an  estimated  240  were  injured.  At  the  time 
of  the  disaster  Fire  Commissioner  Edward  J. 
Cavanagh  stated  that  it  was  among  the  worst  in 
the  history  of  the  city. 

Located  just  ten  blocks  from  the  scene  of  the 
disaster  more  than  200  people,  an  estimated  75 
per  cent  of  all  those  injured,  came  to  the  Emer- 
gency Department  of  the  Lutheran  Medical 
Center  for  treatment.  In  a period  of  less  than 
three  hours  all  of  these  patients  were  treated, 
admitted  to  the  hospital,  transferred  to  other 
hospitals,  or  sent  home.  From  comments  by 
the  press,  radio,  and  others  this  represents  a 
rather  unusual  accomplishment  in  terms  of 
prompt  treatment  during  a disaster. 

It  would  be  difficult  for  me  or  my  staff  to 
express  our  appreciation  for  the  document  “Out- 
line of  Hospital  Disaster  Plan”  and  for  the  very 
important  part  it  played  in  the  development  of 
our  disaster  program.  For  the  past  several 
months  a portion  of  each  weekly  administrative 
staff  meeting  was  devoted  to  a discussion  of  each 
of  the  questions  and  subjects  contained  in  the 
outline.  As  a result  we  were  conditioned  to 
thinking  in  terms  of  the  steps  that  must  be  taken 
should  a disaster  occur.  Within  minutes  after 
the  first  casualty  arrived,  and  before  the  space 
was  required,  the  dietitian  had  moved  all  tables 
and  chairs  from  the  cafeteria  in  anticipation  of 
its  use,  the  housekeeper  brought  litters  to  the 

February  15,  1957 


Accident  Room,  to  the  nursing  classrooms,  and 
to  the  church  auditorium  across  the  street.  The 
lobby  was  cleared  and  litters  set  up.  The  store- 
keeper (who  was  watching  the  fire  from  the  roof 
of  the  building)  went  to  the  storeroom  and  began 
placing  supplies  in  large  boxes  for  distribution 
to  treatment  centers.  By  the  time  the  first 
patient  arrived,  14  doctors  were  waiting  in  the 
Accident  Room,  and  personnel  from  the  various 
nursing  stations  were  bringing  treatment  charts 
to  the  Accident  Room.  The  clerks  from  the 
Medical  Records  Department  went  to  each  of 
the  treatment  centers  to  register  each  of  the 
casualties  as  they  arrived.  Without  having  had 
the  several  months  of  review  of  the  “Outline” 
prepared  by  your  office,  the  independent  action 
taken  by  all  of  the  personnel  mentioned  above 
would  never  have  occurred  with  the  spontaneity 
and  close  integration  that  existed. 

In  critiques  held  subsequent  to  the  disaster  it 
has  been  increasingly  apparent  that  overplan- 
ning can  be  as  hazardous  as  underplanning  for 
disaster.  Your  outline  was  sufficiently  compre- 
hensive to  integrate  all  of  the  departments  of  the 
hospital,  but  not  so  involved  that  individual 
duties  were  spelled  out,  eliminating  freedom  for 
ingenuity  and  flexibility  by  the  employes  in- 
volved. 

I hope  that  you  will  find  occasion  to  convey 
to  your  staff  our  expression  of  appreciation  for 
the  “Outline”  and  the  very  important  part  the 
products  of  their  efforts  played  in  creating  a 
disaster  plan  that  permitted  our  hospital, 
Lutheran  Medical  Center,  to  fulfill  its  obligation 
in  time  of  disaster. 
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General  Assembly  in  Havana  in  October 
adopted  a six-point  program  to  implement 
one  of  its  constitutional  purposes:  to  pro- 
mote world  peace.  This  program  includes 
the  development  of  mutual  exchange  visits 
of  foreign  doctors,  exchanges  of  distin- 
guished medical  teachers,  establishment  by 
each  W.M.A.  member  national  association 
of  an  “international  visitor’s  bureau,” 
stimulation  of  visits  by  representatives  of 
member  associations  to  the  annual  meetings 
of  other  member  associations,  holiday  ex- 
change programs  between  doctors  and  their 


families,  and  exchanges  of  textbooks  and 
medical  and  scientific  publications. 

To  implement  this  program  takes  money 
— and  interested  members.  You  may  play 
your  part  by  joining  the  U.S.  Committee 
of  W.M.A.  Active  membership  dues  for 
1957  are  $10.  To  join  the  U.S.  Committee 
— and  to  learn  how  you  can  contribute  to 
this  great  cause — communicate  with  Renato 
J.  Azzari,  M.D.,  chairman,  New  York  State 
Committee,  World  Medical  Association, 
1951  Benedict  Avenue,  New  York  62,  New 
York. 


ANNOUNCEMENT 


Employer  Liability : Important  Notice 

A recent  amendment  to  the  New  York  State  Unemployment  Insurance  Law  states 
that  any  firm  which  had  two  employes  on  January  1,  1957,  or  any  firm  putting  on  a 
second  man  for  even  a day  thereafter  is  subject  to  the  law  and  must  pay  taxes  and 
fulfill  other  responsibilities. 

This  extension  of  unemployment  insurance  coverage  is  the  second  step  in  a program 
that  last  year  brought  employers  of  three  persons  on  any  day  into  the  system. 

Many  physicians  who  have  two  employes  will  be  receiving  notice  of  their  liability 
from  the  State.  However,  since  the  State’s  record  of  two-employe  firms  is  not  com- 
plete, some  may  not  receive  notice.  This  does  not  absolve  you  from  liability  however. 
And  since  it  can  be  very  costly  if  liability  goes  undetected,  those  who  think  they  are 
subject  but  have  not  yet  received  notice  should  write  to  the  State  Division  of  Employ- 
ment immediately.  The  address  is  Unemployment  Insurance  Accounts  Bureau, 
Division  of  Employment,  New  York  State  Department  of  Labor,  800  North  Pearl 
Street,  Albany  1,  New  York. 

Failure  to  pay  unemployment  insurance  taxes  when  they  are  due  can  be  an  expensive 
proposition.  A delinquent  firm  must  make  up  all  back  payments  due  from  the  day  the 
firm  became  liable  plus  interest  on  that  unpaid  amount  at  9 per  cent  a year. 

There  are  other  pitfalls  too  for  the  employer  who  is  not  fully  acquainted  with  his 
responsibilities  under  the  law.  For  example,  it  is  important  to  know  in  advance  what 
is  expected  when  a former  employe  files  a claim  for  unemployment  insurance. 

Physicians  will  also  w'ant  to  know  wrhen  their  taxes  are  due  and,  most  important  of 
all,  how  much  the}’  will  actually  be  required  to  pay. 

If  any  physician  wishes  more  information  about  the  Unemployment  Insurance  Law, 
w'rite  to  the  Public  Relations  Office,  Division  of  Employment,  500  Eighth  Avenue, 
New  York  City,  for  a free  question-and-answer  booklet  and  the  Division’s  Handbook 
for  Employers. 
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Metamucil  does  both:  produces  soft,  easy  stools 
and  stimulates  normal  peristalsis.  Metamucil 
is  effective  in  both  the  atonic  and  spastic  types 
of  constipation.  "Smoothage”  management 
of  these  conditions  thus  is  accomplished  without 
the  use  of  laxatives. 


METAMUCIL 

Psyllium  hydrophilic  mucilloid  with  dextrose 
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YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET  » 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODRIN  (ie.3  mg.  of  3-chloromercuri-2-methoxy*propylurca 

EQUIVALENT  TO  IO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN*  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 
• till 
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The  Significance  of  Pancreatic  Calcification 


MAURICE  L.  KELLEY,  JR.,  M.I).,  LUCY  F.  SQUIRE,  M.I).,  LYMAN  C.  BOYNTON,  M.D.,  AND  VICTOR 

W.  LOGAN,  M.D.,  ROCHESTER,  NEW  YORK 

( From  the  Departments  of  Medicine  and  Radiology,  University  of  Rochester  School  of  Medicine  and  Dentistry) 


Calcification  of  the  pancreas,  once  con- 
sidered a rarity,  at  the  present  time  is  not 
an  unusual  finding  in  any  large  clinic.  It  is 
most  often  discovered  by  the  roentgenologist 
in  the  course  of  diagnostic  studies  of  the  gas- 
trointestinal tract,  thereby  establishing  chronic 
pancreatitis  as  the  cause  of  obscure  and  puz- 
zling abdominal  pain.  However,  calcification 
occasionally  occurs  in  patients  with  little  or  no 
suggestion  of  past  or  present  disease  of  the 
; pancreas,  either  in  their  histories,  physical 
findings,  or  after  extensive  studies.  Such  cases 
may  come  to  light  as  incidental  observations 
during  x-ray  examinations  of  urologic  or  ortho- 
pedic problems. 

By  the  term  pancreatic  calcification  we  mean 
calcareous  deposits  in  any  part  of  the  gland, 
whether  in  the  ducts,  parenchymal  tissues,  or 
both.1  Previously,  it  wras  customary  to  dis- 
tinguish between  “diffuse  calcification,”  “mul- 
tiple calculi,”  and  “mixed  calcification.”2  This 
separation  is  not  necessary  because  of  the  sim- 
ilarity of  the  clinical  features,  as  well  as  the 
I pathologic  changes,  as  has  been  pointed  out  by 
I Peters3  and  Martin.4  The  biochemical  factors 
w hich  determine  the  deposition  of  calcium  in  the 
pancreas  are  still  obscure.  The  various  theories 
have  been  well  reviewed  by  Edmondson.5 

Calcification  of  the  pancreas  was  described  as 
early  as  1667  by  de  Graaf.6  In  1788  an  English 
physician,  Thomas  Cawley,7  reported  the  case 
of  a thirty-four-year-old  man  who  developed 
fatal  diabetes  and  whose  pancreas  at  postmortem 


Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Gastroenterology  and  Proctology,  May  10,  1956. 


examination  was  found  to  be  scirrhous  and  filled 
with  stones.  Allen8  is  usually  credited  with 
publishing  in  1903  the  first  clinical  and  path- 
ologic study  of  diffuse  pancreatic  lithiasis.  That 
it  is  not  common  is  apparent  in  the  report  of 
Pascucci9  who  was  able  to  assemble  only  52  cases 
among  117,031  autopsies  (0.044  per  cent).  In 
the  records  of  our  own  Department  of  Pa- 
thology, dating  from  the  founding  of  the  school 
in  1926,  31  cases  were  indexed  among  16,000 
autopsies.  This  represents  an  incidence  of 
0.2  per  cent,  which  is  higher  than  that  noted  in 
earlier  postmortem  series.  Unfortunately,  at 
times  the  process  is  missed  by  the  pathologist 
who  fails  to  section  the  entire  gross  specimen. 
The  x-ray  files  offer  a more  fruitful  source  of 
cases.  While  our  autopsy  index  suggests  that 
we  have  had  an  average  of  one  case  a year  since 
the  founding  of  the  school,  we  are  adding  three 
or  more  cases  each  year,  many  of  which  are 
relayed  by  our  colleagues  in  the  Department  of 
Radiology. 

This  report  is  concerned  with  31  well-doc- 
umented cases  with  radiographic  evidence  of 
pancreatic  calcification,  which  have  come  to  our 
attention  since  1936,  from  the  hospitals  affiliated 
with  the  University  of  Rochester.  The  clinical 
course,  extent  of  calcific  deposits,  and  associated 
conditions  and  complications  will  be  presented  in 
an  attempt  to  cast  some  light  on  the  implica- 
tions of  pancreatic  calcification.  A few  re- 
marks on  the  treatment,  both  medical  and  sur- 
gical, of  these  cases  and  their  course  following 
such  measures  will  be  added  where  information 
was  adequate. 

The  group  consisted  of  20  men  and  11  women, 
of  whom  28  were  white  and  three  Negro.  The 
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TABLE  I. — X-ray  Study  in  Which  Pancreatic  Calcifica- 
tion Was  First  Detected 


Study 

Number 

of 

Cases 

Gastrointestinal 

Plain  film  of  abdomen 

7 

Upper  gastrointestinal  series 

8 

Cholecystogram 

6 

Barium  enema 

2 

Genitourinary 

Kidney,  ureter,  and  bladder  film 

3 

Intravenous  pyelogram 

3 

Retrograde  pyelogram 

1 

Orthopedic 

Thoracolumbar  spine 

1 

Total 

31 

age  at  which  calcification  was  found  by  x-ray 
ranged  from  fourteen  to  seventy-five  years,  the 
majority  (75  per  cent)  falling  in  the  fifth,  sixth, 
and  seventh  decades  of  life. 

The  particular  x-ray  study  in  which  pan- 
creatic calcification  was  first  detected  is  listed 
in  Table  I. 

Factors  Which  May  Have  Contributed 
to  the  Development  of  Pancreatic  Cal- 
cification 

Gallbladder  Disease. — This  has  long  been 
accused  of  being  responsible  for  many  cases  of 
pancreatic  inflammation.  In  our  group  seven 
patients  underwent  cholecystectomy  at  some 
time  during  their  course.  Of  the  three  operated 
on  at  this  institution,  two  had  acute  and  chronic 
cholecj'stitis  associated  with  cholelithiasis,  and 
one  showed  chronic  cholecystitis.  Another  pa- 
tient was  found  to  have  cholelithiasis  at  post- 
mortem examination. 

Cholecystography  was  carried  out  in  nine 
others.  Results  were  reported  as  normal  in 
five,  decreased  contractility  in  two,  decreased 
concentration  of  dj-e  in  one,  and  nonfunctioning 
gallbladder  in  one. 

Thus,  in  our  series  12,  or  about  one  patient  in 
three,  had  evidence  of  gallbladder  disease. 

Acute  Hemorrhagic  Pancreatitis. — We 
could  be  sure  of  a diagnosis  of  antecedent  acute 
hemorrhagic  pancreatitis  in  only  three  patients. 

Alcoholism  and  Drugs.— The  increased  in- 
cidence of  pancreatitis  among  heavy  users  of 
alcohol  has  been  well  documented.  Fifteen  of 
our  patients  were  heavy  drinkers.  Of  these, 
one  was  also  addicted  to  Demerol,  and  another 
was  habituated  to  bromides  and  barbiturates. 
Nine  of  these  alcoholics  had  cirrhosis. 


Trauma. — There  was  a history  of  trauma  to  ___ 
the  upper  abdomen,  followed  by  abdominal 
pain,  in  three  patients.  A heavy  crate  fell  on 
one,  a tractor  ran  over  another,  and  the  third 
was  struck  in  the  abdomen  by  a brutal  husband. 

Disturbances  of  Fat  and  Calcium  Me-  — 
tabolism. — Xo  cases  of  hyperlipemia  or  hyper- 
calcemia were  encountered.  No  patients  were 
recorded  as  having  milky  serum.  Cholesterol 
levels  were  measured  in  11  patients.  The 
highest  determination  was  305  mg.  per  cent,  and 
this  patient  was  a diabetic. 

Associated  Findings 

' s 

Peptic  Ulcer. — Five  patients  had  peptic 
ulcer  as  well  as  pancreatic  calcification.  Two  of 
these  perforated  and  recovered.  Two  others 
perforated  and  survived  the  repair  of  the  perfo- 
ration but  died  shortly  thereafter  from  massive 
hemorrhage  due  to  erosion  of  an  artery  by 
another  (duodenal)  ulcer. 

Hiatus  Hernia. — Barium  studies  of  the 
upper  gastrointestinal  tract  were  done  in  22  of 
the  31  cases.  A hiatus  hernia  was  found  in 
nine,  which  might  be  expected  in  persons  of 
this  age  group. 

Gastrointestinal  Bleeding. — Five  patients 
had  well-documented  major  episodes  of  upper  _ 
gastrointestinal  bleeding,  and  two  of  these  bled 
from  peptic  ulcers  as  mentioned  above.  The 
other  three  probably  bled  from  hiatus  hernias. 

Inflammatory  Mass. — Three  patients  de- 
veloped x-ray  evidence  of  a mass  in  the  head  of 
the  pancreas,  causing  widening  of  the  duodenal 
loop  or  displacement  of  the  gastric  antrum. 

Tuberculosis. — Tuberculosis  developed  in 
six  patients  during  the  period  of  observation. 
These  will  be  reported  in  detail  at  another  time. 

Conditions  Reflecting  Pancreatic  Dys- 
function 

Diabetes  Mellitus. — No  evidence  of  dia-  i 
betes  was  found  in  16  patients.  Three  patients 
might  be  classified  as  potential  diabetics  because 
of  elevated  glucose  tolerance  curves  at  some  i 
time  during  the  period  of  observation. 

The  remaining  12  patients  had  diabetes  mel- 
litus. Nine  required  insulin,  and  three  could  be  : 
controlled  on  diet  alone.  Three  patients  were 
“labile”  diabetics  with  frequent  insulin  reactions 
and  periods  when  control  was  difficult.  One 
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THE  SIGNIFICANCE  OF  PANCREATIC  CALCIFICATION 


TABLE  II. 

— Group  A: 

Patients  With  True  Pancreatic  Pain 

Duration 

Symptoms 

Before 

Calcium 

Found 

Case 

Sex 

Pain 

(Years) 

Diabetes 

Steatorrhea 

Pancreatic  Calcification  by  X-ray 

1 

F 

3 + * 

12 

No 

No 

Diffuse,  soft,  heavy  throughout  entire  gland 

2 

M 

4 + t 

11 

Potential 

No 

Very  heavy,  diffuse,  rocklike  calcifications  through- 
out an  enlarged  gland  (great  increase  over  15 
years) 

3 

M 

2 + * 

26 

No 

No 

Diffuse  light  calcification,  most  in  head  (increase 
noted  over  2 years) 

4 

F 

3 + * 

8 

Yes 

No  (10%) 

Granular  periductal  calcification  throughout  gland 
(confirmed  at  postmortem) 

5 

M 

4 + * 

7 

Yes 

Yes  (Sudan) 

Cluster  of  calcifications  in  head  and  juncture  of 
body  and  tail  (increase  over  3 years) 

6 

M 

4 + t 

3 

No 

No 

Cluster  of  calcifications  in  head  and  juncture  of 
body  and  tail 

7 

M 

2 + * 

6 

Yes 

Yes  (40%) 

Rounded,  heavily  calcified  areas  outlining  entire 
gland,  most  in  head  and  tail 

8 

M 

4 + * 

5 

Yes 

No  (Sudan) 

Diffuse  calcification  outlining  entire  gland.  Mass 
developed  in  head  (increase  over  5 years) 

9 

M 

4 + 

10 

Yes 

No 

Multiple,  fine,  punctate  calcifications  outlining  en- 
tire gland  (confirmed  at  postmortem) 

10 

F 

3 + * 

4 

Yes 

Yes  (45%) 

Many  calcifications  in  head,  calcifications  with 
linear  configuration  in  body  and  tail  (no  change 
in  20  years) 

11 

F 

3 + 

1 

Yes 

Yes  (40%) 

Fluffy,  flocculent  calcifications  of  entire  gland. 
Most  in  head  and  body,  less  in  tail  (mass  in  head 
of  pancreas) 

12 

M 

4 + * 

7 

Yes 

No 

Scattered  calcification  in  head.  Mass  in  head  de- 
veloped during  5-year  observation 

13 

M 

2 + 

20 

Potential 

Yes  (36%) 

Heavy  calcifications  in  head  and  scattered  through- 
out body  and  tail 

14 

M 

2 + 

12 

Yes 

No 

Cluster  of  calcification  in  head  and  scattered  cal- 
cifications in  tail 

15 

M 

1+t 

30 

No 

No 

Moderate  number  of  calcifications  in  head  and 
body,  possibly  around  central  duct 

16 

M 

2 + 

7 

Potential 

Yes  (Sudan) 

Extensive  coarse  calcifications  in  entire  gland, 
heaviest  in  head 

17 

M 

1 + 

9 

Yes 

No 

Numerous  discrete  calcifications  outlining  entire 
gland  (confirmed  at  postmortem) 

* Pain  significantly  decreased  in  severity  during  period  of  observation. 

f Pain  relieved  by  surgery.  Case  2 had  cholecystectomy  with  biliary  decompression;  Case  6 had  bilateral  splanchnicec- 
tomy,  and  Case  15  had  pancreatolithotomy. 


of  these  developed  gangrene  of  a toe  and  another 
severe  diabetic  neuropathy. 

Steatorrhea. — An  increased  fat  content  of 
the  stools,  from  36  to  40  per  cent  by  dry  weight, 
was  found  in  four  of  the  six  patients  in  whom  a 
quantitative  determination  was  done.  Exces- 
sive sudanophilic  material  was  present  in  the 
stools  of  three  out  of  four  other  patients  tested 
by  this  method.  Stools  were  described  as 
normal  in  appearance  in  the  rest  of  the  group. 
Definite  evidence  of  steatorrhea  was  thus  pres- 
ent in  seven  patients. 

Vitamin  A Absorption  Studies.- — Impaired 
absorption  of  vitamin  A ester  was  demonstrated 
in  six  of  the  nine  patients  in  whom  this  test  was 
done.  Three  patients  showed  normal  absorp- 
tion of  vitamin  A ester.  In  three  patients  with 
poor  assimilation  of  the  ester,  vitamin  A alcohol 
absorption  was  unimpaired.  Serum  carotene 
levels  were  low  in  eight  of  the  nine  cases. 
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Amyla.se. — As  was  to  be  expected,  serum 
amylase  studies  were  not  particularly  inform- 
ative. These  were  done  on  15  patients  during 
episodes  of  abdominal  pain.  Many  had  nu- 
merous determinations.  In  only  five  patients 
were  there  elevations  of  over  200  Somogyi  units 
per  100  cc.,  the  upper  range  of  normal  for  this 
laboratory.  The  highest  level  observed  in  any 
patient  was  a value  of  790  Somogyi  units.  In 
general,  the  values  were  between  50  and  150 
units. 

Clinical  Patterns 

The  clinical  patterns  varied  from  patients  with 
no  symptoms  or  history  of  pancreatitis,  acute  or 
chronic,  and  who  presented  no  evidence  of  pan- 
creatic dysfunction  to  those  who  had  recurring 
attacks  of  severe  abdominal  pain  accompanied 
by  diabetes,  steatorrhea,  and  malnutrition. 
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TABLE  III. — Group  B:  Patients  With  Pain  Not  Definitely  Pancreatic  in  Origin 


Case 

Sex 

Pain 

Disease 

Duration 

Symptoms 

Before 

Calcium 

Found 

Diabetes 

Steator- 

rhea 

Pancreatic  Calcification  by  X-ray 

18 

M 

2 + 

Gallbladder 

6 months 

No 

No 

Numerous  small  calcifications  throughout 
gland,  with  cluster  calculi  in  head  of  pan- 
creas (confirmed  at  postmortem) 

19 

F 

3 + 

Gallbladder 

1 week 

Yes 

No 

Entire  gland  outlined  by  punctate,  scattered 
calcifications 

20 

M 

3 + 

Ulcer 

13  years 

No 

No 

Small,  rounded  calcifications  in  head  of  pan- 
creas 

21 

M 

1 + 

Gallbladder 

4 years 

Yes 

No 

Numerous,  small,  rounded  calcifications  in 
head  of  pancreas 

TABLE  IV. — Group  C:  Patients  With  Minimai  Symptoms  Possibly  Due  to  Pancreatitis 


Duration 

Symptoms 

Before 

Calcium 


Case 

Sex 

Pain 

Found 

Diabetes 

Steatorrhea 

Pancreatic  Calcification  by  X-ray 

22 

F 

Vague 

Years 

No 

Stools  not  de- 
scribed 

Scattered  calcifications  tending  to  be  linear, 
head,  body,  and  tail 

23 

M 

Vague 

Years 

No 

Stools  not  de- 
scribed 

Delicate  flecks  of  calcification  in  head  of  pan- 
creas 

24 

F 

Mild 

Years 

No 

No 

Flecks  of  calcification  outlining  entire  gland. 
Few  large  rocks  in  body  and  tail 

25 

F 

Vague 

Years 

No 

No 

Small  cluster  of  calcifications  in  tail  of  pan- 
creas 

26 

F 

Vague 

Years 

No 

No  (10%) 

Group  of  nodular  calcifications  juncture  of 
body  and  tail 

27 

F 

Vague 

Years 

No 

No 

Moderate  number  of  calcifications  around 

V 

|W< 


T 


central  duct.  head,  and  body  of  pancreas 


TABLE  V. — Group  D:  Patients  With  No  Gastrointestinal  Symptoms 


Case 

Sex 

Pain 

Diabetes 

Steatorrhea 

Pancreatic  Calcification  by  X-ray 

28 

M 

None 

No 

No 

Cluster  of  calcifications  in  body  and  rounded 
areas;  linear  pattern  in  tail 

29 

M 

None 

No 

No 

Multiple,  small  calcifications  in  head  of 
pancreas;  a few  scattered  through  body 
and  tail 

30 

F 

None 

No 

Yes  (Sudan) 

Large,  rocklike  calcifications  outlining  the 
entire  gland  (confirmed  at  postmortem) 

31 

M 

None 

No 

No 

Scattered,  rounded  calcifications  in  head  of 

pancreas  (slight  increase  over  two  years) 


The  type  of  pain  descrioed  by  these  patients 
is  so  variable  and  may  be  so  atypical  that  the 
diagnosis  is  often  not  suggested  on  the  basis  of 
the  history  alone.  The  pain  in  our  patients  was 
most  frequently  located  in  the  epigastrium  or 
in  either  of  the  upper  quadrants.  Occasionally  it 
was  generalized.  Radiation  through  to  the 
mid-back  and  the  onset  of  pain  soon  after  eating 
were  the  two  most  distinctive  features.  Gall- 
bladder disease  rather  than  pancreatitis  was 
frequently  the  initial  impression. 

Tables  II  through  V outline  the  symptoma- 
tology, duration  of  symptoms  before  discovery 
of  pancreatic  calcification,  presence  or  absence 
of  diabetes  and  steatorrhea,  and  the  extent  of  the 
deposition  of  calcium  in  the  x-ray  films. 


Group  A — All  17  patients  listed  in  Table  II 
had  significant  upper  abdominal  pain  which  in 
our  opinion  was  related  to  pancreatitis.  In  ten 
cases  the  pain  was  severe  and  was  often  ac- 
companied by  nausea  and  vomiting.  Occasion- 
all}'  diarrhea  was  present. 

Group  B — In  the  four  cases  in  Table  III, 
abdominal  pain  was  present,  but  the  coexistence 
of  gallbladder  disease  in  three  and  peptic  ulcer 
in  one  made  it  impossible  to  evaluate  the  pan- 
creatic element  of  discomfort. 

Group  C — The  six  patients  described  in  Table 
IV  had  vague  or  minimal  symptoms  possibly 
related  to  calcific  pancreatitis. 

Group  D — Four  patients  had  no  symptoms  to 
suggest  either  past  or  present  pancreatic  disease 
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Fig.  1.  Case  2,  Group  A — Calcifications  in  the  head 
and  body  of  the  pancreas,  first  noted  at  age  nineteen. 
The  patient  had  been  experiencing  attacks  of  severe 
abdominal  pain  since  the  age  of  two. 


(Table  V). 

The  following  case  presentations  will  illus- 
trate some  of  the  clinical  patterns  encountered: 

Case  2 (Group  A). — At  the  age  of  two  years  this 
patient  had  an  exploratory  laparotomy  because  of 
abdominal  pain.  His  appendix  was  removed  but 
was  found  to  be  normal,  and  no  cause  for  the  pain 
was  established.  He  continued  to  have  unexplained 
episodes  of  severe,  generalized  abdominal  pain  ac- 
companied by  nausea  and  vomiting  during  child- 
hood and  adolescence.  He  was  admitted  to  the 
hospital  at  the  age  of  fourteen  because  of  excruciat- 
ing abdominal  pain  which  over  a three-day  period 
localized  in  the  right  upper  quadrant.  The  icterus 
index  was  16,  the  serum  amylase  105.  A plain  film 
of  the  abdomen  was  negative,  and  an  intravenous 
cholecystogram  showed  no  concentration  of  dye. 
Symptoms  subsided  on  conservative  management. 
He  was  discharged  after  six  days  in  the  hospital. 

Following  this  episode  he  had  only  minor  bouts  of 
discomfort,  but  at  the  age  of  nineteen  he  was  read- 
mitted with  knifelike  epigastric  pain  and  nausea  and 
vomiting  of  ten  days  duration.  He  appeared  acutely 
ill.  There  was  abdominal  tenderness  and  spasm. 
Serum  amylase  on  admission  was  126  units  and  fell  to 
49  the  next  day.  A film  of  the  abdomen  showed  dif- 
fuse, heavy,  ringlike  calcifications  in  the  region  of 
the  head  and  body  of  the  pancreas  (Fig.  1 ).  Review 
of  the  films  taken  four  years  previously  revealed  a 
few  flecks  of  calcium  in  these  areas,  which  had  been 
unnoticed  at  the  time.  Stools  were  normal,  but  the 
glucose  tolerance  test  showed  an  elevated  curve. 

When  he  was  twenty,  his  gallbladder  was  re- 
moved as  a prophylactic  measure,  and  T-tube  drain- 
age was  done  for  some  days  after  the  operation.  No 
gallstones  were  present,  but  there  were  microscopic 


Fig.  2.  Case  2,  Group  A — Increase  in  the  degree  of 
pancreatic  calcification  at  age  twenty-five  despite 
decrease  in  frequency  and  severity  of  the  pain  during 
the  intervening  period. 


changes  consistent  with  chronic  inflammation.  The 
pancreas  was  indurated  and  very  hard  in  spots. 

He  remained  well  for  four  years,  but  at  the  age  of 
twenty-five,  while  he  was  home  on  leave  from  the 
Navy,  another  episode  of  severe  pain  necessitated 
hospitalization.  X-rays  showed  the  entire  pancreas 
to  be  outlined  by  large  calcifications.  The  gland 
appeared  to  be  enlarged  (Fig.  2).  Serum  amylase 
was  58  units.  The  glucose  tolerance  test  was  nor- 
mal. Again  the  pain  subsided  on  conservative 
management.  The  patient  is  now  twenty-seven 
years  old  and  has  been  essentially  free  from  symp- 
toms since  his  return  to  civilian  life. 

This  patient  had  had  repeated  episodes  of 
severe  abdominal  pain  since  early  childhood 
which  defied  diagnosis  until  attention  was  drawn 
to  the  pancreas  by  the  appearance  of  calcific 
deposits.  Despite  marked  increase  in  calcifi- 
cation, as  shown  by  serial  x-rays,  no  evident 
pancreatic  dysfunction  developed.  Since  chole- 
cystectomy with  T-tube  drainage  he  has  had 
only  one  episode  of  major  abdominal  pain. 

Case  6 (Group  A). — This  fifty-eighty  ear-old, 
white  construction  worker  was  admitted  to  the 
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Fig.  3.  Case  7 , Group  A — Oral  cholecystogram 
showing  heavy,  rounded  calcifications  outlining  the  en- 
tire pancreas.  The  gallbladder  is  filled  with  dye. 
The  patient  had  only  a moderate  degree  of  abdominal 
pain. 


hospital  because  of  severe  stabbing  pain  of  five 
months  duration,  located  between  the  shoulder 
blades  and  radiating  around  his  left  side  to  the 
xiphoid  and  epigastrium.  His  gallbladder  had  been 
removed  two  months  previously  at  another  hospital 
for  treatment  of  cholelithiasis  without  relief  of  his 
discomfort.  No  explanation  for  the  pain  could  be 
found  despite  numerous  diagnostic  procedures. 
There  was  a strong  suspicion  that  he  was  psycho- 
neurotic.  The  pain  continued  during  a year  of  ob- 
servation. It  became  more  pronounced  after  meals, 
and  he  lost  16  pounds.  He  began  needing  narcotics 
for  pain  relief.  At  this  time  films  of  the  pancreatic 
region  showed  a cluster  of  calcific  flecks  in  the  head 
and  body  of  the  pancreas.  The  serum  amylase 
was  114  units.  No  evidences  of  pancreatic  dys- 
function were  found.  The  pain  was  temporarily 
relieved  by  a splanchnic  block  and  bilateral  para- 
vertebral block.  A left  lumbodorsal  splanchnicec- 
tomy  was  done  with  relief  of  pain. 

However,  two  weeks  after  discharge  there  was 
pain  below  the  right  costal  margin  which  required 
Dilaudid  for  relief.  He  was  readmitted,  and  a right 
lumbodorsal  splanchnicectomy  was  performed. 
(Both  procedures  were  done  by  Dr.  Earle  B.  Ma- 
honey. ) Following  the  second  procedure  the  patient 
was  free  of  pain  and  had  no  complaints  four  years 
after  surgery-.  No  diabetes  or  steatorrhea  de- 
veloped. 

The  atypical  nature  and  severity  of  this 
patient’s  pain  made  the  problem  a difficult  one, 
and  narcotic  addiction  seemed  imminent.  This 


case  illustrates  the  necessity  for  bilateral 
splanchnicectomy  when  there  is  disease  in  the 
body  of  the  pancreas,  as  pointed  out  by  Zollinger.10 

Case  7 (Group  A). — This  white,  married,  bus 
dispatcher,  formerly  a chronic  alcoholic,  was  ad- 
mitted to  the  hospital  at  t he  age  of  forty-eight  because 
of  a 15-pound  weight  loss  and  polydypsia,  polyuria, 
and  polyphagia  of  three  months  duration.  For 
about  six  years  he  had  had  episodes  of  moderately 
severe  upper  abdominal  pain  as  well  as  loose,  bulky, 
light-colored  stools.  He  was  found  to  have  diabetes 
mellitus  which  was  controlled  by  diet  and  25  units 
of  NPH  insulin  a day.  Fat  comprised  40  per  cent 
of  the  dry  weight  of  the  stool.  An  oral  cholecysto- 
gram showed  adequate  concentration  of  dye  but 
no  contraction  after  a fatty  meal.  The  entire  pan- 
creas was  completely  outlined  bv  rounded,  heavily 
calcified  areas  (Fig.  3).  An  upper  gastrointestinal 
series  revealed  a coarse  small  bowel  pattern.  The 
serum  amylase  level  was  101  units  with  no  increase 
after  secretin  administration. 

Moderate  restriction  of  fat  and  very  large  doses 
of  pancreatin,  as  well  as  control  of  the  diabetes,  re- 
sulted in  weight  gain  and  subsidence  of  diarrhea. 

He  has  continued  with  this  regimen  and  despite 
persistent  steatorrhea  is  working  and  feeling  well. 
Diarrhea  occurs  if  pancreatin  is  omitted.  At  the  i 
present  time,  at  the  age  of  fifty-two,  he  has  no  ab-  ^ 
dominal  pain  whatsoever.  His  diabetes  continues  am 
unchanged. 


In  tliis  patient  the  major  problem  was  not 
pain  but  rather  control  of  the  diabetes  and 
steatorrhea.  He  illustrates  the  fact  that  with 
increasing  destruction  of  the  pancreas,  pain 
tends  to  disappear. 

Case  10  (Group  A). — This  Negro  housewife  was 
first  seen  at  the  age  of  thirty-five  because  of  right 
upper  quadrant  abdominal  pain  and  nausea  and 
vomiting  of  two  weeks  duration.  A similar  episode 
had  occurred  four  years  previously.  She  had  lost 
100  pounds  in  the  year  prior  to  admission.  The 
pain  promptly  subsided  on  conservative  manage- 
ment. She  was  found  to  have  diabetes  mellitus. 
A cholecystogram  was  normal,  but  calcifications 
throughout  the  pancreas  were  noted.  The  patient 
has  been  followed  at  this  institution  for  the  past 
twenty  years.  She  has  been  admitted  to  the  hospi- 
tal at  least  25  times.  Insulin  requirements  have 
been  small,  but  she  has  had  numerous  hypoglycemic 
reactions.  Gangrene  of  one  toe  necessitated  ampu- 
tation. Severe  abdominal  pain  has  not  recurred 
since  the  initial  admission,  although  she  consistently 
complains  of  distress.  The  highest  serum  amylase 
obtained  has  been  270  units.  Fat  in  the  stools,  up 
to  45  per  cent  by  dry  weight,  has  been  repeatedly 
demonstrated. 
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Fig.  4.  Case  24,  Group  C — Numerous  calcifications 
ti  throughout  the  pancreas.  Minimal  abdominal  pain 
| and  no  diabetes  or  steatorrhea. 

It  seems  likely  that  this  patient  had  acute 
[ pancreatitis  followed  by  calcification  of  the 
j gland,  with  resultant  diabetes  and  steatorrhea. 
Control  of  the  diabetes  has  been  the  most  dif- 
ficult problem. 

Case  24  (Group  C). — This  thirty-two-year-old, 

I white  widow  was  examined  because  of  back  pains 
j following  an  auto  accident.  X-rays  of  the  dorsal 
I lumbar  spine  showed  no  bone  pathology.  How- 
ever, the  pancreas  was  seen  to  be  completely  out- 
lined by  small  flecks  of  calcium  with  several  large 
calcifications  in  the  body  and  head  (Fig.  4).  Careful 
questioning  revealed  occasional,  mild  epigastric 
pains  as  the  only  abdominal  symptom.  She  had 
been  a heavy  drinker  for  thirteen  years  but  had 
stopped  using  alcohol  two  years  previously.  A 
1 glucose  tolerance  test  was  normal,  and  the  stools 
were  described  as  normal  in  appearance.  An  oral 
I choleeystogram  showed  good  concentration  of  dye 
but  poor  contractility.  An  upper  gastrointestinal 
series  was  unremarkable  except  for  the  calcific  de- 
posits in  the  pancreas.  The  patient’s  back  pain 
subsided  four  months  after  the  injury.  She  con- 
tinued to  abstain  from  alcohol  and  now,  five  years 
later,  is  working  and  in  good  health. 


Despite  extensive  calcification  of  the  pancreas 
this  patient  had  only  minor  abdominal  symptoms 
and  no  evidence  of  pancreatic  dysfunction. 

Surgery 

The  operations  performed  in  this  group  of 
patients  will  be  divided  into  those  specifically 
related  to  pancreatic  disease  and  those  done  for 
associated  conditions. 

Surgery  for  Pancreatic  Disease.- — Four 
patients  had  exploratory  laparotomies  performed 
because  of  severe  abdominal  pain.  In  three  of 
these  no  cause  for  the  pain  was  found,  but  with 
the  subsequent  appearance  of  pancreatic  calci- 
fication it  seems  probable  that  pancreatitis  was 
the  etiologic  factor.  A hard,  indurated  gland 
wras  found  in  one  case. 

Two  patients  wrere  explored  because  of  x-ray 
evidence  of  a mass  developing  in  the  region  of 
the  head  of  the  pancreas.  In  one  of  these  a 
hemorrhagic  pseudocyst  of  the  pancreas  was 
marsupialized  and  a gastroenterostomy  per- 
formed with  excellent  results.  The  other  pa- 
tient had  a firm  indurated  mass  consisting  of 
inflammatory  tissue,  which  was  biopsied,  but 
no  definitive  surgery  was  done.  Despite  this, 
the  patient  has  had  a favorable  course. 

One  patient  (Case  2,  Group  A)  had  a chole- 
cystectomy as  a prophylactic  measure  because  of 
a nonfunctioning  gallbladder. 

Case  6,  Group  A,  had  a left  splanehnicectomy 
followed  by  a right  splanehnicectomy  with 
subsequent  good  relief  from  pain. 

One  patient  underwent  a pancreatolithotomy 
elsewhere  with  complete  relief  of  abdominal 
pain  despite  persistence  of  x-ray  evidence  of 
pancreatic  calcification. 

Surgery  For  Associated  Conditions.- — Six 
patients  had  cholecystectomies  for  chronic 
cholecystitis  and/or  cholelithiasis. 

Three  patients  were  explored  because  of 
perforated  peptic  ulcer. 

Two  patients  were  explored  because  of  tu- 
berculosis of  the  abdominal  cavity. 

Mortality 

Six  of  the  31  patients  have  died.  The  re- 
maining 25  are  alive,  to  the  best  of  our  knowl- 
edge. The  causes  of  death  as  found  at  autopsy 
in  the  six  patients  who  died  were  as  follows: 
subdiaphragmatic  abscess  following  cholecystec- 
tomy and  portal  cirrhosis,  liver  coma  due  to 
severe  portal  cirrhosis,  widespread  tuberculosis 
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with  tuberculous  peritonitis,  far-advanced  pul- 
monary tuberculosis,  diabetes  mellitus,  and 
massive  gastrointestinal  hemorrhage  due  to  ero- 
sion of  an  artery  by  a duodenal  ulcer,  soon  after 
surgical  repair  of  a perforated  peptic  ulcer  (two 
patients). 

A review  of  the  autopsy  findings  in  all  of  these 
patients  showed  extensive  pancreatic  disease, 
consisting  of  multiple  areas  of  calcification, 
chronic  inflammation  with  severe  fibrosis  and 
atrophy,  and  dilatation  of  the  ducts,  often  with 
calculi  in  the  dilated  ducts.  All  glands  showed 
some  apparently  normal  islets  remaining,  despite 
the  degree  of  acinar  damage. 

Comment 

The  significance  of  pancreatic  calcification 
must  be  assessed  in  terms  of  its  effect  on  the 
patient.  It  is  capable  of  producing  agonizing 
pain  which  may  lead  to  drug  addiction.  It  can 
cause  severe  loss  to  the  bod}'  economy  by  inter- 
fering with  fat,  nitrogen,  and  carbohydrate 
metabolism,  not  only  because  of  a lack  of  pan- 
creatic enzymes,  but  also  because  of  destruction 
of  the  islets  of  Langerhans.  On  the  other  hand, 
calcification  of  the  pancreas  may  be  of  no  more 
inconvenience  to  the  individual  than  the  occur- 
rence of  calcium  in  his  mesenteric  nodes.  It 
would  be  mischievous  to  overtreat  or  alarm  such 
patients. 

In  order  to  evaluate  the  significance  of  the 
pancreatic  calcification,  certain  diagnostic  pro- 
cedures should  be  instituted  in  addition  to  the 
clinical  history,  physical  examination,  and 
standard  laboratory  studies.  Investigation  of 
pancreatic  function  by  an  oral  glucose  tolerance 
test  and  examination  of  the  stools  for  excess  fat 
are  helpful.  In  selected  cases  added  informa- 
tion may  be  obtained  by  a vitamin  A absorption 
test,  secretin  test,  or  duodenal  aspiration  for 
enzymatic  activity.  Recently  a starch  tolerance 
test  for  pancreatic  insufficiency  has  been  de- 
scribed,11 but  we  have  had  no  experience  with 
this.  An  interesting  finding  in  our  study  was 
the  demonstration  of  a low  fasting  serum  car- 
otene level  in  eight  of  the  nine  patients  on  whom 
this  determination  was  done. 

Correlation  between  a history  of  abdominal 
pain  representing  attacks  of  pancreatitis  and 
the  incidence  of  diabetes  mellitus  and  steator- 
rhea has  been  found  at  the  Mayo  Clinic  in  a 
study  of  patients  with  pancreatic  calcification.1 
In  22  patients  with  calcification  who  had  a 


TABLE  VI. — Complications  Occurring  With  Pancreatic 
Calcification  in  Rochester,  New  York,  and  Rochester, 
Minnesota 


Complication 

Rochester, 

New  York . 

Cases  Per  Cent 

Rochester. 

- — Minnesota — - 
Cases  Per  Cent 

Diabetes  mellitus 
Pancreatic 

12 

39 

9 

23 

steatorrhea 

Gastrointestinal 

7 

22.5 

7 

18 

hemorrhage 

5 

16 

3 

8 

Peptic  ulcer 

5 

16 

Tuberculosis 

6 

19 

Inflammatory  mass 

3 

10 

2 

5 

Drug  addiction 

2 

6 

3 

8 

Peripheral  neuritis 

1 

3 

1 

3 

Pancreatic  abscess 

0 

0 

1 

3 

history  of  pancreatitis,  nine  had  diabetes  and 
seven  steatorrhea.  Of  17  patients  with  calci- 
fication but  no  history  of  pancreatitis,  there 
were  none  with  either  diabetes  or  steatorrhea 
(Table  VI). 

A somewhat  similar  relationship  was  found 
in  our  series.  Of  the  17  patients  with  signifi- 
cant pain  suggesting  pancreatitis,  there  were 
ten  with  diabetes,  three  “potential  diabetics,” 
and  six  with  steatorrhea.  In  the  14  cases  with 
absent,  minor,  or  unrelated  abdominal  pain, 
only  two  had  diabetes,  and  one  had  steatorrhea. 

The  extent  of  calcification  also  paralleled  the 
degree  of  pancreatic  dysfunction.  In  the  18 
cases  in  which  there  was  calcification  throughout 
the  pancreas,  there  were  eight  diabetics,  three 
with  elevated  glucose  tolerance  curves,  and 
six  with  steatorrhea.  Of  the  13  other  cases  in 
which  calcification  was  in  the  head  or  tail  of  the 
pancreas  or  otherwise  localized,  four  had  dia- 
betes and  one  had  steatorrhea. 

In  several  instances  the  degree  of  calcification 
bore  no  clear-cut  relation  to  the  severity  of  the 
abdominal  pain. 

The  etiology  of  pancreatic  calcification  in 
patients  with  only  minor  or  nonexistent  ab- 
dominal pain  remains  a matter  of  speculation. 
It  has  been  suggested  that  they  have  had  an 
unrecognized  pancreatitis  or  that  a low-grade 
inflammatory  process  is  responsible.1 

It  must  be  concluded  that  the  radiographic 
demonstration  of  pancreatic  calcification  in 
patients  with  abdominal  pain,  and  especially 
with  dysfunction  of  the  gland,  is  presumptive 
evidence  of  chronic  pancreatitis.  In  others 
with  vague  or  absent  abdominal  symptoms  and 
without  diabetes  or  steatorrhea,  it  possibly  in- 
dicates past  pancreatic  inflammatory  disease 
but  is  ordinarily  of  little  clinical  significance. 
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However,  the  possibility  that  diabetes  may 
develop  in  the  future  should  be  kept  in  mind. 
It  is  conceivable  that  in  some  asymptomatic 
patients  metabolic  calcinosis  of  the  acinar  tissue 
may  have  occurred  without  inflammatory  re- 
action. 

An  interesting  finding  in  eight  of  our  patients 
with  severe  abdominal  pain  who  were  not  sub- 
jected to  surgery  was  a decrease  in  severity  and 
frequency  of  the  pain  following  the  appearance  of 
calcification.  In  several  patients  an  actual 
increase  in  the  degree  of  calcium  deposits  coin- 
cided with  amelioration  or  cessation  of  pain. 
This  would  seem  to  indicate  a gradual  “burning 
out”  of  the  inflammatory  process. 

The  roentgenographic  aspects  of  pancreatic 
calcification,  as  well  as  its  differentiation  from 
other  intra-abdominal  calcifications  have  been 
thoroughly  covered  by  others.12-14  It  is  worth 
mentioning  that  in  our  group  the  oblique  views 
of  the  cholecystogram  were  additionally  helpful 
in  demonstrating  calcium  deposits  in  the  head 
of  the  pancreas  because  the  obliquity  separates 
the  calculi  from  the  dense  shadow  cast  by  the 
vertebral  column.  Minor  amounts  of  calcium 
in  the  head  of  the  pancreas  may  be  superimposed 
on  the  vertebral  shadow  in  both  the  postero- 
anterior  and  straight  lateral  views,  the  oblique 
view  alone  succeeding  in  differentiating  the  head 
of  the  pancreas  from  the  spine.  For  this  reason 
it  seems  probable  that  limited  pancreatic  cal- 
cifications not  infrequently  pass  unnoticed  in 
routine  roentgenologic  practice. 

While  a high  percentage  of  individuals  with 
pancreatic  calcification  have  diabetes  mellitus, 
among  diabetics  it  is  not  a common  cause  of 
the  disease.  In  a survey  done  by  one  of  us,  200 
consecutive  patients  from  our  diabetic  clinic 
were  x-rayed  for  evidence  of  pancreatic  cal- 
cification.15 Calcium  deposits  were  found  in 
only  one  patient.  In  a similar  study  of  100 
diabetics  at  another  institution  two  cases  of 
calcification  of  the  pancreas  were  uncovered, 
together  with  one  case  of  solitary  stone.3 

Treatment 

The  treatment  of  the  symptomatic  patients 
in  our  group  has  been  the  same  as  that  employed 
for  chronic  relapsing  pancreatitis  without  cal- 
cification. In  general,  this  has  been  a conserv- 
ative approach.  Stiict  abstinence  from  alcohol 
and  small,  frequent  feedings  rather  than  three 
heavy  meals  a day  are  important.  Mild  seda- 


tion, atropine,  and  the  synthetic  antispasmodic 
drugs  are  often  useful.  Diabetes  is  controlled 
by  standard  means,  usually  with  good  success. 
Pancreatin  has  been  given  in  doses  large  enough  to 
control,  for  practical  purposes,  the  loss  of  fat  and 
nitrogen  in  the  stool  when  excessive  loss  exists. 
Doses  of  less  than  20  Gm.  a day  (pancreatin 
U.S.P.)  are  rarely  effective  when  gross  steator- 
rhea is  present.  Limitation  of  dietary  fat  to 
00  Gm.  a day  can  usually  be  imposed  on  the 
patient  without  making  the  diet  too  unpalatable. 

If  gallbladder  disease  is  present,  a cholecys- 
tectomy should  be  done.  The  occurrence  of 
intractable  pain  in  this  group  has  been  infre- 
quent. Narcotic  addiction  was  responsible  for 
surgical  palliation  in  two  patients  (Cases  6 and 
12,  Group  A).  Decompression  of  the  biliary 
tree  with  T-tube  drainage  and  cholecystectomy 
seemed  beneficial  in  several  cases,  notably 
Case  2 (Group  A).  These  results  of  course  have 
been  noted  by  many  observers.  The  surgical 
procedures  advocated  for  chronic  pancreatitis 
are  well  discussed  by  Waugh16  and  in  a recent 
publication  by  Doubilet.17 

Among  the  operations  performed  with  good 
results  in  our  series  of  cases  have  been  bilateral 
splanchnicectomy  for  relief  of  pain  and  narcotic 
addiction,  T-tube  drainage  and  cholecystectomy, 
marsupialization  of  a large  pseudocyst  of  the 
pancreas  and  posterior  gastroenterostomy,  and 
pancreatolithotomy.  Sphincterotomy,  Roux  en 
Y anastomosis,  and  resection  of  the  pancreas 
were  not  carried  out  on  any  of  our  patients 
with  pancreatic  calcification. 

Summary 

A group  of  31  patients  is  presented  with 
varying  degrees  of  pancreatic  calcification  found 
by  x-ray  and  confirmed  by  autopsy  in  six.  Ab- 
dominal pain,  representing  attacks  of  pancrea- 
titis, was  present  in  17.  This  group  had  the 
highest  incidence  of  pancreatic  dysfunction,  as 
indicated  by  diabetes  mellitus,  steatorrhea,  and 
impaired  absorption  of  vitamin  A.  Of  the  re- 
maining 14  cases  six  had  minor  abdominal 
symptoms  possibly  related  to  pancreatitis,  and 
four  had  no  gastrointestinal  complaints.  In 
four  the  pancreatic  element  of  pain  could  not  be 
clearly  evaluated  because  of  coexisting  gall- 
bladder disease  or  peptic  ulcer. 

The  degree  and  extent  of  calcific  deposits  in 
the  pancreas  were  related  to  the  degree  of  pan- 
creatic dysfunction  but  not  to  the  severity  of 
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abdominal  distress. 

Serum  amylase  determinations  were  of  little 
help  in  indicating  pancreatic  disease,  probably 
because  of  destruction  of  so  much  of  the  acinar 
tissue  of  the  gland. 

A decrease  in  the  frequency  and  severity  of 
abdominal  pain  occurred  in  a number  of  patients 
following  the  appearance  of  calcification,  re- 
flecting a “burning  out”  of  the  inflammatory 
process. 

Medical  therapy  is  briefly  discussed.  In 
those  patients  subjected  to  surgery,  benefit  was 
derived  from  biliary  tract  decompression  and 
cholecystectomy,  splanchnicectomy,  and  pan- 
creatolithotomy. 

The  major  complications  encountered  were 
diabetes  mellitus,  steatorrhea,  gastrointestinal 
hemorrhage,  peptic  ulcer,  tuberculosis,  and  in- 
flammatory mass  in  the  head  of  the  pancreas. 

Six  of  the  patients  have  died.  Two  died  of 
tuberculosis,  two  from  massive  hemorrhage,  one 
of  hepatic  coma,  and  one  succumbed  from  the 
postoperative  complication  of  subdiaphragmatic 
abscess  after  cholecystectomy. 


Calcification  of  the  pancreas  is  of  significance 
only  when  it  gives  rise  to  pain  or  is  accompanied 
by  pancreatic  insufficiency. 
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Arfonad  in  Hemorrhage 
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( From  the  Department  of  Anesthesiology , Albany  Medical  College  of  Union  University,  and  the  Albany  Hospital) 


Arfonad  (d-3,4  (l',3'-dibenzyl-2'-ketonim- 
idazolido-1, 2-trimethylene  thiophanium  d- 
camphorsulfonate)**  is  a thiophanium  derivative 
which  has  the  characteristic  ganglionic  blocking 
and  hypotensive  effects  of  tetraethylammonium 
bromide  (TEA).1  Although  in  dogs  the  hypo- 
tensive activity  of  Arfonad  has  been  shown  to 
be  dependent  on  histaminic  properties  and  direct 
vasodilator  properties  in  addition  to  those  of 
ganglionic  blockade,2  its  action  in  man  has 
been  assumed  to  be  primarily  ganglionic  block- 
ade. The  evidence  that  histaminic  effects  or 
direct  vasodilator  effects  play  a prominent  role 
in  the  hypotensive  response  in  man  to  the  intra- 
venous administration  of  this  drag  has  been 
indefinite  and  inconclusive,  although  we  have 
been  able  to  produce  a new  blood  pressure  “floor” 
with  Arfonad  after  total  sympathetic  blockade 
in  patients  subjected  to  total  spinal  anesthesia. 
However,  irrespective  of  the  possible  multi- 
plicity of  modes  of  action  of  this  drug,  its  speed 
of  action  and  ready  controllability  by  intravenous 
drip  administration  have  provided  an  expanding 
number  of  clinical  uses. 

Sarnoff  et  al.3  state  that  the  continuous 
graded  intravenous  administration  of  Arfonad 
appears  to  “provide  a quantitative  method  of 
diminishing  peripheral  vascular  resistance  in  a 
gentler  and  more  promptly  controllable  manner 
than  has  been  possible  by  other  means,”  and 
these  authors  suggest  the  use  of  Arfonad  in 
conditions  of  acute  pulmonary  edema  not  associ- 
ated with  severe  uremia  or  myocardial  infarc- 
tion and  for  the  control  of  hypertension  for  both 
short  and  long  periods  in  cases  of  hypertension 
which  do  not  accompany  acute  glomerulonephritis 
or  acute  bronchial  asthma.  The  report  of 
Danzig  and  Gomez4  on  the  long-term  intra- 
venous use  of  Arfonad  in  the  treatment  of  pul- 

*  Present  address:  University  of  Miami  School  of  Medi- 
cine, Miami,  Florida, 
t By  invitation. 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  11,  1950. 

**  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


monary  edema  is  confirmatory  evidence  of  the 
value  of  the  drug  in  this  condition.  Mendlo- 
witz6  mentions  the  fact  that  if  drugs,  such  as 
Arfonad  and  TEAC,  are  used  either  for  testing 
purpose's  or  in  the  treatment  of  hypertension, 
care  must  be  taken  to  exclude  pheochromoeytoma 
by  other  pharmacologic  tests  since  both  of  these 
substances  may  provoke  secretion  of  large 
amounts  of  epinephrine  or  norepinephrine  from 
such  tumors.  This  may  be  related  to  the  ex- 
perimentally demonstrated  histaminic  effect  of 
Arfonad. 

Arfonad  has  likewise  assumed  an  increasingly 
important  place  in  the  production  of  deliberate 
hypotension  during  surgery  as  evidenced  by  the 
widely  expanding  bibliography  on  this  particular 
aspect  of  its  use.6-22  Its  use  in  the  field  of  ob- 
stetrics in  the  hypertensive  toxemic  patient  has 
not  been  received  with  the  same  degree  of  enthu- 
siasm as  in  other  conditions.23  However,  ad- 
ditional data  are  necessary  in  order  to  substan- 
tiate the  conclusions  of  Assali24  that  the  use  of 
Arfonad  in  the  management  of  toxemia  does  not 
seem  to  be  justifiable.  Our  own  experience 
with  deliberate  hypotension,26  either  by  contin- 
uous spinal  technics  or  Arfonad  infusions,  has 
been  particularly  fortunate  in  the  management  of 
anesthesia  for  portacaval  anastomoses.  In  point 
of  fact,  we  now  feel  that  the  technic  of  deliberate 
hypotension  is  specifically  indicated  in  the 
management  of  this  particular  surgical  endeavor. 
The  possibility  of  utilizing  ganglionic  blockade 
in  still  another  situation  suggested  itself  to  us  on 
the  basis  of  the  following  considerations. 

The  physiologic  responses  to  acute  hypovol- 
emia have  been  delineated  by  many  investigators, 
such  as  Wiggers,26  Remington,27'28  Zweifach,29"10 
Wang,31-32  Shorr,33  Forman,34  and  recently 
reviewed  by  Nickerson35  and  Boba.36  From 
these  data  it  is  apparent  that  vasoconstriction 
at  the  metarteriolar  level  is  a factor  common  to 
all  responses  to  intravascular  fluid  loss.  De- 
pending to  a certain  extent  on  the  volume  loss 
and/or  the  speed  of  volume  depletion,  this 
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constrictor  phenomenon  may  be  associated 
clinically  with  either  hypertension  or  hypo- 
tension.37 As  a result  of  a diminished  or  absent 
head  of  pressure  in  the  capillary  bed,  a concom- 
itant response  is  capillary  reinfusion,  i.e.,  the 
osmotic  pressure  of  the  capillary-contained 
blood  immediately  draws  in  water  from  the 
extra  vascular  tissue  spaces.38  Glasser  and 
Page,39  by  rapid  transfusion  of  all  the  with- 
drawn blood  in  experimentally  shocked  ani- 
mals, have  produced  primary  cardiac  failure 
due  to  an  overloaded  circulatory  system  as  a 
result  of  this  aforementioned  autoinfusion. 
Walcott40  demonstrated  that  more  than  the 
predicted  residual  blood  volume  is  present 
after  bleeding  a known  percentage  of  the  blood 
volume  and  thus  delineated  a direct  relation- 
ship between  the  ability  to  withdraw  fluids  from 
the  tissues  and  the  survival  rate  in  hemorrhaged 
animals. 

Even  before  vasoconstriction  had  been  ob- 
served directly  under  the  microscope,  numerous 
investigators  had  concluded  that  if  the  body  were 
freed  from  the  influence  of  the  central  nervous 
system,  “marked  shock”  would  fail  to  produce 
death  in  a significant  percentage  of  cases.  Ever- 
sole  et  a/.41  administered  spinal  anesthesia, 
thereby  blocking  efferent  impulses,  a technic 
also  utilized  by  Phemister42  with  similar  results. 
Even  high  transection  of  the  spinal  cord  produced 
a definite  resistance  to  traumatizing  procedures.43 
Freeman  et  alA 4 have  shown  an  increase  in  resists 
ance  to  hemorrhage  in  dogs  which  had  been 
previously  subjected  to  bilateral  thoracolumbar 
sympathectomy.  Conclusions  drawn  from  these 
observations  suggest  that  “irreversibility”  is 
caused  by  bodily  reactions,  which  are  secondary 
to  a hemorrhagic  hypovolemic  state,  necessarily 
existing  over  a prolonged  period  of  time  and 
mediated  over  nerve  pathways. 

The  word  “hemorrhage”  has  deliberately 
been  used  in  place  of  hypotension  because  there 
is  sufficient  evidence  to  prove  that  hypotension 
obtained  by  direct  stimulation  of  the  depressor 
nerves45  or  by  blocking  sympathetic  tone46  does 
not  result  in  “irreversible  shock.”  Indeed,  the 
use  of  deliberate  hypotension  during  anesthesia, 
as  mentioned  above,  has  also  demonstrated  that 
in  the  absence  of  marked  blood  loss  a subnormo- 
tensive  blood  pressure  can  be  tolerated  for  long 
periods  of  time.  The  importance  of  the  role  of 
vasoconstriction  in  the  shock  syndrome  may  be 
further  elucidated  by  the  work  of  Erlanger  and 


Gasser,47  who  were  able  to  produce  “irreversible 
shock”  by  prolonged  intravenous  injection  of 
adrenalin  in  animals  which  had  not  suffered 
blood  or  fluid  loss.  These  authors  also  reported 
that  blood  flow  through  the  tissues  was  absent 
during  the  vasoconstriction  which  followed 
administration  of  the  drug.  The  method  of 
producing  irreversible  shock  by  prolonged  intra- 
venous injection  of  adrenalin  in  animals  was 
reintroduced  by  Sholz  et  alA 8 and  Freeman  el 
al ,,49  and  Remington  et  al ,27  have  also  demon- 
strated that  if  a sympathomimetic  amine  (Levo- 
phed)  was  adminstered  to  a group  of  animals 
subjected  to  a standard  shocking  procedure, 
the  survival  rate  of  this  group  was  significantly 
lower  than  that  of  a control  group  of  “shocked” 
animals  which  received  no  vasopressor. 

Since  it  has  been  demonstrated  by  Reming- 
ton,60 Wiggers,51  Beck,52  Glasser  and  Page,39  and 
Hershey53  that  protection  of  the  experimental 
animal  against  the  noxious  stimulus  of  vaso- 
constriction by  the  preshocking  administration 
of  blocking  agents,  such  as  dibenamine,  TEA, 
and  chlorpromazine,  results  in  a significantly 
higher  survival  rate  in  these  animals,  it  becomes 
apparent  that  vasoconstriction  is  not  necessarily 
an  effective  long-term  physiologic  response  to 
hemorrhage  or  intravascular  fluid  loss.  Al- 
though the  mechanism  of  the  protective  action 
of  ganglionic  blockade  is  far  from  clear,  one  may 
hypothesize  that  in  the  absence  of  vasoconstric- 
tion, blood  flow,  in  whatever  quantity  available, 
is  maintained  through  all  tissues,  and  a greater 
surface  for  autoinfusion  is  afforded.  On  the 
basis  of  this  postulate,  which  incorporates  the 
philosophy  of  preservation  of  viability  of  tissues 
even  though  function  may  be  temporarily  sus- 
pended, we  and  others54  have  treated  patients  in 
acute  “hemorrhagic  shock”  with  partial  volume 
replacement  plus  the  rapidly  acting  ganglionic 
blocking  agent  Arfonad  with  heartening  re- 
sults in  better  than  25  per  cent  of  the  cases. 
This  posthemorrhagic  ganglionic  blockade  has 
been  attempted  in  spite  of  the  adverse  labora- 
tory results  reported  by  Levy  et  a/.55  and  Her- 
shey.56 The  case  reports  of  our  clinical  ex- 
perience follow. 

Case  Reports 

Case  1. — A thirty-four-year-old,  gravida  4,  para 
3,  parturient  mother  was  admitted  in  labor  at  2 
p.m.  Her  previous  pregnancies  and  deliveries  and 
the  present  pregnancy  had  been  uncomplicated. 
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|J  Physical  examination  was  essentially  normal  for  her 
. jj  condition,  including  a blood  pressure  of  130/90. 
a Six  hours  after  admission  she  was  taken  to  the  de- 
livery room.  Ten  minutes  later,  at  8:10  p.m.,  the 
■ fetal  heart  could  not  be  heard,  and  at  8:24  p.m.  a 
dead  fetus  was  delivered  by  forceps.  The  placenta 
was  delivered  at  8:30  p.m.;  immediately  afterward 
massive  uterine  hemorrhage  occurred. 

At  8:30  p.m.  the  patient  was  obviously  in  shock, 
with  a blood  pressure  of  60/30  and  a pulse  rate  of 
140  per  minute.  While  blood  was  being  typed  and 
cross-matched,  Dextran,  500  ml.,  was  administered 
rapidly.  This  measure  failed  to  alter  the  clinical 
picture  of  the  patient,  and  an  additional  500  ml. 
of  Dextran,  to  which  10  units  of  Pitocin  and  4 mg. 
of  Levophed  tartrate  had  been  added,  were  admin- 
istered under  pressure.  After  300  ml.  of  this  in- 
fusion had  run  in  rapidly,  with  no  apparent  effect 
on  the  patient’s  condition,  whole  blood,  which  had 
now  become  available,  replaced  the  Dextran  as 
colloid  therapy.  At  this  time  the  patient  was  in 
profound  shock  with  marked  vasoconstriction,  as 
evidenced  by  absence  of  blanching  or  capillary  re- 
filling on  skin  pressure.  The  blood  pressure  was 
now  0/0,  and  pulse  was  peripherally  imperceptible. 

A 0.1  per  cent  Arfonad  drip  with  5 per  cent  dex- 
trose in  water  as  the  vehicle  was  started  in  the  arm 
opposite  to  that  in  which  the  blood  transfusion  was 
being  administered  under  pressure.  While  the 
patient  was  being  prepared  for  emergency  hysterec- 
tomy, the  diagnosis  of  uterine  rupture  having  been 
made,  the  needle  in  the  vein  through  which  the 
blood  was  being  administered  was  dislodged. 
Rather  than  use  the  vein  through  which  Arfonad 
was  being  administered  as  a route  for  blood  adminis- 
tration, the  Arfonad  drip  was  continued.  It  was 
felt  that  the  vasodilatation  consequent  to  ganglionic 
blockade  would  allow  for  another  venipuncture  to 
be  accomplished.  Within  five  minutes  of  the  start 
of  Arfonad  administration  pronounced  peripheral 
vasodilatation  occurred,  allowing  easy  venipuncture 
with  a 15-gauge  needle  and,  thus,  administration  of 
further  quantities  of  whole  blood.  Blanching  and 
capillary  refilling  on  skin  pressure  became  apparent, 
and  although  no  blood  pressure  could  be  obtained, 
the  peripheral  pulses  became  palpable  at  a rate  of 
120  per  minute. 

While  whole  blood  and  Arfonad  were  being  con- 
tinued as  shock  therapy,  hysterectomy  of  the  rup- 
tured uterus  was  quickly  performed  under  1 per 
cent  Novocain  field  block,  supplemented  by 
nitrous  oxide-oxygen  analgesia  via  a semiclosed 
system.  Neither  assisted  nor  controlled  ventilation 
was  employed  since  the  patient’s  ventilation  had 
become  quite  adequate  following  arrival  in  the  op- 
erating room.  At  11:15  p.m.  surgery  was  con- 
cluded. The  patient  had  received  200  mg.  of 
Arfonad,  1,150  ml.  of  whole  blood,  and  800  ml.  of 


Dextran.  Arfonad  was  discontinued,  and  the  pa- 
tient returned  to  the  recovery  room  with  blood 
running  by  gravity  How  only.  Although  the  blood 
pressure  was  still  0/0,  the  patient  was  awake  and 
appeared  warm  and  dry.  The  blood  pressure  dur- 
ing the  next  eight  hours  slowly  returned  to  its  pre- 
delivery level.  During  the  period  from  the  begin- 
ning of  Arfonad  administration  to  the  return  of 
normal  blood  pressure,  the  patient  put  out  400  ml. 
of  normal  urine. 

Summary  of  blood  volume  changes  revealed  an 
estimated  (gravimetric)  blood  loss  of  3,500  ml.  with 
colloid  replacement  of  Dextran  800  ml.  and  whole 
blood  1,500  ml.  during  the  immediate  twelve-hour 
period  of  the  patient’s  uterine  rupture.  Subse- 
quently, during  her  uneventful  convalescence  of 
fourteen  days  she  received  an  additional  500  ml.  of 
whole  blood  as  supportive  therapy  for  a postopera- 
tive hematocrit  of  30.  In  a follow-up  period  of 
twelve  months  she  has  demonstrated  no  neurologic, 
cardiovascular,  or  renal  complications. 

Case  2. — This  patient,  a thirty-two-year-old  fe- 
male, was  admitted  to  the  hospital  with  a diagnosis 
of  suprasellar  tumor.  Physical  examination,  with 
the  exception  of  the  signs  localizing  the  suprasellar 
lesion,  was  unremarkable.  The  patient  was  sched- 
uled for  a right  frontal  craniotomy,  and  on  the  day 
of  surgery  anesthesia  was  begun  at  7:45  a.m.,  with 
an  uneventful  induction  utilizing  Sodium  Pento- 
thal.  Intubation  was  performed  after  relaxation 
had  been  obtained  with  40  mg.  of  succinylcholine, 
and  anesthesia  was  maintained  with  nitrous  oxide- 
oxygen  in  an  open  system  without  any  respiratory 
assistance. 

At  10:30  a.m.  in  an  attempt  to  improve  exposure 
of  the  suprasellar  tumor,  which  was  cystic  in  nature, 
a large  intracranial  artery,  unidentified,  was  torn, 
and  massive  hemorrhage  ensued.  Although  the 
patient  went  into  sudden  profound  circulatory 
collapse  with  an  unobtainable  blood  pressure,  the 
massive  bleeding  was  uncontrollable  by  any  surgi- 
cal manipulation.  Arfonad  in  a 0.1  per  cent  solution 
with  5 per  cent  dextrose  in  water  as  the  vehicle  was 
immediately  started  through  an  already  patent 
infusion.  Fifteen  minutes  after  the  traumatic 
rupture  of  the  intracerebral  vessel,  the  bleeding 
had  been  successfully  controlled,  and  the  blood 
pressure  was  now  45/30  with  a pulse  rate  of  110. 
At  11  a.m.,  at  the  surgeon’s  request,  the  blood  pres- 
sure was  cautiously  raised  with  a vasopressor  drip 
but  as  soon  as  the  pressure  reached  110/70,  massive 
hemorrhage  recurred.  Once  again  Arfonad  was 
started,  and  again  bleeding  was  successfully  con- 
trolled, utilizing  silver  clips.  It  was  then  decided 
to  maintain  the  blood  pressure  artificially  for  a pro- 
tracted period  of  time  in  order  to  allow  formation 
of  a satisfactory  thrombus.  Accordingly,  the  blood 
pressure  was  maintained  in  the  range  of  60  mm.  Ilg 
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systolic  during  the  remainder  of  the  surgery,  which 
involved  the  partial  removal  of  the  suprasellar 
cyst. 

Following  closure  of  the  wound  the  patient  was 
extubated;  20  mg.  of  Anectine  were  used  to  prevent 
coughing  and  straining  during  extubation.  Al- 
though the  patient  had  ventilated  quite  adequately 
throughout  the  entire  operation,  following  the  use  of 
the  Anectine  for  extubation  ventilation  became  rela- 
tively inadequate.  She  was  moved  to  the  recovery 
room,  and  ventilation  was  assisted  with  a demand 
ventilator  providing  inspiratory  assistance  only. 
Up  to  this  time  the  patient  had  received  colloid  re- 
placement of  500  ml.  of  Dextran,  2,000  ml.  of  blood, 
1,900  cc.  of  5 per  cent  glucose  in  water,  and  120 
mg.  of  Arfonad.  Her  estimated  blood  loss  (non- 
gravimetric)  was  roughly  3,800  ml. 

The  Arfonad  drip  was  now  adjusted  so  that  a sys- 
tolic pressure  of  80  mm.  Hg  was  maintained.  The 
urinary  output,  which  was  being  checked  hourly, 
was  found  to  vary  between  25  and  40  ml.  per  hour. 
In  the  recovery  room  the  patient  never  regained 
consciousness,  perhaps  because  of  irreversible  brain 
damage  secondary  to  the  surgical  severance  of  the 
blood  supply.  At  about  9 p.m.,  after  ten  and  one- 
half  hours  of  deliberate  hypotension,  it  was  decided 
to  allow  the  patient  to  resume  her  normal  blood 
pressure,  and  the  Arfonad  drip  was  discontinued. 
The  blood  pressure  over  a short  period  of  time  re- 
sumed its  preoperative  level  of  about  130/80,  but 
the  patient  showed  no  evidence  of  regaining  con- 
sciousness. 

Because  ventilatory  insufficiency  was  still  evident, 
an  electrocardiogram  was  taken  to  ride  out  hypo- 
kalemia as  a possible  cause  of  the  insufficiency.  The 
tracing  was  interpreted  by  a medical  resident  as  sug- 
gestive of  hypokalemia,  and  it  was  recommended 
that  30  mEq.  of  potassium  be  administered  to  the 
patient  as  a therapeutic  test.  Unfortunately  the 
order  was  misinterpreted,  and  the  entire  30  mEq. 
of  potassium  were  given  over  a period  of  four  min- 
utes. Within  a minute  or  two  of  the  completion  of 
the  injection  of  the  potassium,  the  patient  became 
suddenly  hypertensive  and  then  ceased  breathing 
entirely  and  was  pronounced  dead.  Although  no 
postmortem  examination  could  be  obtained,  it  was 
the  consensus  that  the  immediate  cause  of  death 
in  this  patient  was  the  sudden  overdosage  of  potas- 
sium. 

Case  3.- — This  fifty-six-year-old  white  female  was 
admitted  to  the  hospital  with  a diagnosis  of  car- 
cinoma of  the  rectum,  for  which  a combined  ab- 
dominoperineal resection  was  planned.  With  the 
exception  of  the  diagnosed  carcinoma  of  the  rectum, 
physical  examination  on  admission  was  within  nor- 
mal limits  for  a woman  of  her  age.  She  was  anes- 
thetized with  cyclopropane  and  ether  via  an  endo- 
tracheal tube  on  a closed  circle  absorption  system. 


The  operative  and  anesthetic  course  was  without 
incident  until  approximately  two  hours  after  the 
start  of  surgery  when  sudden  massive  hemorrhage 
of  undetermined  source  occurred  deep  in  the  pelvis. 
Whole  blood  and  Dextrai  were  administered  in  an 
attempt  to  replace  the  blood  loss,  but  in  spite  of  the 
colloid  therapy  the  patient’s  blood  pressure  disap- 
peared, and  the  pulse  rose  to  160  per  minute  and  was 
barely  palpable  peripherally.  A Levophed  drip 
was  started  in  an  attempt  to  produce  an  audible 
blood  pressure  but  after  a trial  of  ten  minutes  was 
discontinued  since  there  was  no  obvious  response. 
During  this  period  the  patient  was  cold  and  clammy 
with  marked  peripheral  cyanosis. 

At  this  time  a 0. 1 per  cent  Arfonad  drip,  utilizing 
5 per  cent  dextrose  in  water  as  the  vehicle,  replaced 
the  Levophed  infusion.  Within  a period  of  less  than 
five  minutes  the  hemorrhage  was  brought  under  con- 
trol by  the  surgeon,  and  the  patient’s  clinical  picture 
improved  remarkably.  She  became  warm  and  dry, 
her  peripheral  pulse  became  easily  palpable  at  a 
rate  of  approximately  110,  and  capillary  refilling  on 
finger  pressure  became  obvious.  The  peripheral 
cyanosis  had  disappeared  promptly  on  adminis- 
tration of  the  Arfonad.  The  patient  was  maintained 
on  a slow  Arfonad  drip  for  the  remainder  of  the 
procedure,  and  during  this  period  her  blood  pressure 
gradually  returned  to  approximately  60/40  and 
was  maintained  at  that  level  for  the  duration  of  the 
procedure.  Prior  to  her  return  to  the  recovery 
room,  her  blood  loss  was  estimated  (gravimetric)  at 
8,000  ml.,  and  colloid  replacement  included  1,500 
ml.  of  Dextran  and  4,000  ml.  of  whole  blood.  In 
addition,  she  received  1,500  ml.  of  5 per  cent  dex- 
trose in  water  and  a total  of  200  mg.  of  Arfonad. 

In  the  recovery  room  the  patient  received  an  ad- 
ditional 500  cc.  of  whole  blood  slowly.  Her  course 
was  complicated  slightly  by  some  mild  ventilatory 
insufficiency  which  was  treated  with  a demand  ven- 
tilator that  provided  inspiratory  assistance  only. 
Blood  pressure  slowly  rose  to  a preoperative  level 
of  approximately  150/90,  and  she  recovered  con- 
sciousness approximately  two  hours  after  comple- 
tion of  the  procedure. 

She  was  discharged  from  the  recovery  room  in  es- 
sentially good  condition  five  hours  after  the  end  of 
surgery,  and  it  was  considered  that  she  had  a satis- 
factory result.  She  maintained  normal  vital  signs 
for  the  next  eight  hours  but  suddenly  expired  on  the 
ward  when  she  was  being  turned  in  bed  as  part  of 
her  postoperative  nursing  care.  Postmortem  ex- 
amination revealed  only  the  existence  of  multiple 
small  air  bubbles  in  the  cerebral  vessels,  and  it  is 
assumed  that  she  expired  from  massive  air  embolism, 
site  of  origin  undetermined. 

Case  4. — This  patient,  a forty-year-old,  white 
male,  was  brought  to  the  emergency  room  after 
having  driven  his  automobile  into  a tree  with  some 
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violence  approximately  an  hour  and  forty-five 
minutes  prior  to  his  arrival  in  the  hospital.  On  ad- 
mission the  patient  was  found  to  be  in  profound 
shock,  bleeding  from  multiple  scalp  lacerations, 
cold  with  a gray-blue  mottling  of  his  skin,  and  semi- 
comatose  except  for  occasional  writhing,  moaning, 
and  efforts  to  raise  his  head.  His  pupils  were 
moderately  dilated  and  did  not  respond  to  light. 
There  was  one  sizable  abrasion  on  the  lower  right 
chest  and  two  on  the  upper  right  abdomen.  Nor- 
mal breath  sounds  could  be  heard  over  the  left 
hemithorax  but  only  very  faint  breath  sounds  on  the 
right.  Multiple  right  posterior  rib  fractures  were 
clinically  detectable,  and  there  was  a great  deal  of 
splinting  and  guarding  of  the  right  upper  abdomen. 
X-rays  showed  traumatic,  multiple  fractures  of  the 
ninth,  tenth,  and  eleventh  right  ribs  and  right  pubis 
and  ischium  fractured  in  three  places. 

Intravenous  Dextran  and  nasal  oxygen  via  cathe- 
ter were  begun  by  the  emergency  room  staff.  These 
measures  were  followed  by  a detectable  blood  pres- 
sure at  70/40,  whereas  the  blood  pressure  had 
been  unobtainable  on  admission.  A Foley  urethral 
catheter  was  passed  and  drained  grossly  blood  urine. 
The  neurosurgical  team  rhade  a diagnosis  of  right- 
sided cerebral  contusions  and  probable  right  parietal 
skull  fracture,  but  the  chest  and  abdominal  injur- 
ies, w’hich  were  causing  hemorrhagic  shock,  were 
considered  to  take  precedence  in  order  of  surgical 
repair. 

Although  2 pints  of  Dextran  and  4 pints  of  whole 
blood  had  been  administered  under  pressure,  the 
patient’s  blood  pressure  had  become  unobtainable 
again,  and  his  pulse  was  140  per  minute,  barely  pal- 
pable, extremely  weak,  and  thready.  As  previously 
noted,  the  pale,  doughy  color  of  the  skin  with  prom- 
inent, ashen,  grayish-blue  mottling  was  still  present. 
His  ventilation  was  unobstructed,  active,  and  deep 
at  a rate  of  28.  The  right  side  of  the  chest  did  not 
expand  as  well  as  the  left,  and  only  with  the  greatest 
concentration  could  faint  breath  sounds  be  heard  on 
the  right,  while  those  on  the  left  were  normal. 

With  a presumptive  diagnosis  of  a ruptured  liver 
with  bleeding  into  the  chest  through  a lacerated 
diaphragm,  the  patient  was  taken  to  the  operating 
room.  Previously  a large  rubber  catheter  had  been 
passed  into  the  right  pleural  space  through  a Coryl- 
los  trocar.  Large  volumes  of  dark  blood  drained 
through  the  catheter;  the  amounts  were  gravi- 
metrically  estimated  to  approximate  4,000  ml. 
While  the  patient  was  being  moved  to  the  operating 
room,  his  condition  became  rapidly  terminal  with 
increased  coldness,  grayness,  and  gray-blue  mottling 
of  the  skin,  indicating  imminent  complete  failure  of 
circulation.  The  patient’s  ventilation  became  ster- 
torous, slower,  and  more  shallow.  A rapid,  thready 
pulse  was  only  intermittently  obtainable  in  the  caro- 
tids, and  no  blood  pressure  could  be  heard  or  felt. 


After  endotracheal  intubation  had  been  per- 
formed, using  40  mg.  of  succinylcholine  as  a relax- 
ant, the  patient  was  lightly  anesthetized  with  mini- 
mal amounts  of  cyclopropane  and  oxygen  via  a 
closed  circle  absorption  system.  The  surgical  in- 
cision, which  was  made  approximately  three  hours 
after  the  patient’s  arrival  in  the  hospital,  revealed  a 
dissecting  room  study;  the  skin  was  leathery  gray, 
the  connective  tissue  snowy  white  and  lacy  in  ap- 
pearance, and  the  dead  looking  muscle  was  flabby 
and  dark.  There  was  no  wound  bleeding  at  all, 
although  dark  blood  still  dripped,  now  very  slowly, 
from  the  intercostal  catheter,  up  to  the  time  of  in- 
cision. At  this  time  a 0.1  per  cent  Arfonad  drip, 
utilizing  5 per  cent  Dextrose  in  water  as  the  vehicle, 
was  begun.  By  now  the  estimated  (gravimetric) 
minimum  total  blood  loss  was  7,500  ml.,  and  the 
total  colloid  replacement  in  the  emergency  room  and 
the  operating  room  amounted  to  3,500  ml.  of  which 
1,000  ml.  were  Dextran  and  the  remainder  whole 
blood  replacement. 

Within  five  minutes  of  the  start  of  the  Arfonad 
drip,  both  anesthetist  and  surgeons  noted  that  the 
patient’s  skin  was  becoming  warm  and  pink,  and  a 
full,  regular  pulse  was  palpable  in  the  carotid  arteries 
at  a rate  of  100  to  1 10  per  minute.  At  the  same 
time  the  tissues  (omentum,  lung,  subcutaneous,  etc.) 
lost  their  cadaverous  appearance  and  began  to  ooze 
like  normal  incised  tissue.  During  this  period  the 
patient,  who  had  required  controlled  ventilation 
since  intubation,  began  again  to  ventilate  on  his 
own,  and  assisted  ventilation  replaced  controlled 
ventilation  within  ten  minutes.  However,  no  blood 
pressure  could  be  elicited  by  auscultation,  and  the 
radial  pulse  was  not  palpable.  During  the  course'of 
surgery,  which  consumed  approximately  two  and 
one-half  hours  and  included  repair  of  liver,  dia- 
phragm, and  head  lacerations  and  tracheotomy,  the 
patient  received  400  mg.  of  Arfonad,  and  his  blood 
pressure  intermittently  rose  to  a level  of  about  60/38. 
Blood  replacement,  by  gravity  administration  rather 
than  under  pressure,  had  been  continued  throughout 
the  operation,  and  at  the  end  of  surgery  the  colloid 
replacement  was  7,000  ml.  to  offset  a gravimetrically 
estimated  loss  of  8,500  ml. 

Over  the  course  of  the  next  eight  hours  the  pa- 
tient’s blood  pressure  slowly  rose  to  a level  of  130/70, 
and  his  pulse  remained  between  70  and  80.  During 
this  period,  in  which  the  patient’s  indwelling  cathe- 
ter remained  in  situ,  only  40  cc.  of  bloody  urine  were 
collected,  and  it  was  suspected  that  gross  trauma  to 
both  kidneys  was  influencing  the  urinary  output. 

Over  the  next  six  days  the  patient  remained  semi- 
comatose.  Multiple  trephines  were  performed  three 
days  after  his  initial  operation  and  revealed  cerebral 
lacerations  and  contusions.  Over  the  next  two  days, 
although  the  patient’s  urinary  output  approached 
normal  levels,  his  nonprotein  nitrogen  continued  to 
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rise,  and  he  died  six  days  after  admission. 

Postmortem  diagnoses  included  traumatic,  mul- 
tiple fractures  of  ninth,  tenth,  and  eleventh  right 
ribs,  moderate  contusion  of  heart,  traumatic  rupture 
of  right  hemidiaphragm,  traumatic  laceration  of 
liver,  marked  hematoma  of  right  perirenal  region, 
marked  edema  and  congestion  of  lungs,  and  trau- 
matic fractures  of  right  pubis  and  ischium. 

In  addition  to  the  above  cases  reported  in 
some  detail,  in  recent  months  four  additional 
cases  of  exsanguinating  hemorrhage  treated 
with  ganglionic  blockade  produced  by  Arfonad 
have  widened  our  somewhat  limited  clinical 
experience  with  this  therapy.  The  over-all 
pattern  outlined  in  the  above  cases  was  followed  in 
these  four  cases. 

The  first  of  these  additional  cases  was  a pa- 
tient undergoing  a right  femoral  thromboend- 
arterectomy  and  right  lumbar  sympathectomy 
as  an  emergency  procedure  four  days  after  a 
thromboendarterectomy  of  the  lower  aorta. 
With  an  estimated  blood  loss  (gravimetric)  in 
excess  of  5,000  ml.,  this  patient  failed  to  show 
any  cardiovascular  response  to  the  administra- 
tion of  a Levophed  infusion.  He  received 
colloid  replacement  of  2,500  ml.  of  blood,  500  ml. 
of  Dextran,  and,  in  addition,  1,000  ml.  of  5 per 
cent  glucose  in  water  and  a total  of  250  mg.  of 
Arfonad.  Although  he  fell  into  the  category  of 
immediate  survival,  his  postoperative  course 
was  quite  poor.  His  right  leg  became  pulseless 
within  twenty-four  hours  of  surgery;  he  devel- 
oped marked  jaundice  and  became  progres- 
sively more  confused.  His  urinary  output  was 
maintained  within  normal  limits  for  three  days 
and  then  gradually  diminished.  On  the  fifth 
postoperative  day  he  became  completely  anuric 
and  comatose  and  expired.  At  autopsy  throm- 
boses of  the  abdominal  aorta  and  all  its  branches 
were  noted,  but  there  was  no  microscopic  evi- 
dence of  lower  nephron  nephrosis. 

Another  of  these  cases  had  been  run  over  by  a 
large  trailer  truck.  He  was  in  extremis  on  ar- 
rival in  the  emergency  room  and  died  within 
fifteen  minutes  of  arrival  in  spite  of  attempts 
to  treat  him  with  colloid  replacement  and  Ar- 
fonad. 

The  third  case  was  successfully  managed  in 
the  operating  room,  an  aortic  graft  being  placed 
as  a substitute  for  a large  aortic  aneurysm  which 
had  ruptured  four  hours  prior  to  surgery.  The 
pattern  of  therapy  was  again  partial  blood 
volume  replacement  plus  ganglionic  blockade. 


The  last  of  the  four  additional  cases  was  an 
unsuccessful  attempt  to  salvage  an  aortic  rup- 
ture which  had  occurred  two  hours  prior  to  ar- 
rival in  the  operating  room.  This  patient  had 
almost  completely  exsanguinated  before  being 
placed  on  the  operating  table,  and  both  surgical 
and  anesthetic  attempts  were  heroic  but  futile. 

Comment 

While  it  is  clear  that  only  two  of  the  eight 
patients  had  complete  recovery  from  the  hemor- 
rhagic episode,  in  at  least  two  of  the  four  pa- 
tients with  immediate  survival  but  who  later 
died,  the  causes  of  death  were  apparently  un- 
related to  our  method  of  therapy.  In  the  other 
two  patients  who  fell  into  the  category  of  im- 
mediate survival,  there  is  no  way  of  proving 
that  the  low  pressure  system  associated  with 
the  use  of  Arfonad  was  not  a contributory  factor 
to  the  ultimate  demise  of  these  individuals. 
On  the  other  hand,  it  is  quite  likely  that  the 
initial  traumatic  insults  could  have  resulted  in 
similar  pathologic  changes  leading  to  their 
deaths.  The  two  patients  in  whom  our  method 
of  therapy  was  totally  unsuccessful  obviously 
fell  outside  the  limits  of  blood  volume  replace- 
ment for  which  this  or  any  other  method  could  be 
satisfactory. 

Aside  from  the  ultimate  survival  rate  in  the 
cases  reported  above,  which  is  obviously  not 
statistically  significant  because  of  the  relatively 
small  experience,  it  became  obvious  to  us  that  the 
use  of  a ganglionic  blocking  agent  possessing 
the  attributes  of  ready  controllability  and  speed 
of  action  could  be  of  considerable  value  in  sur- 
gical control  of  hemorrhage.  The  advantages 
of  deliberate  hypotension  prior  to  surgical  inter- 
vention have  been  demonstrated  in  the  preven- 
tion of  excessive  blood  loss  in  certain  types  of 
surgical  manipulations.  As  mentioned  pre- 
viously, this  has  been  one  of  the  most  satisfactory 
facets  of  the  use  of  deliberate  hypotension  in 
portacaval  anastomoses.  The  use  of  deliberate 
vasodilatation  after  hemorrhage  has  occurred, 
as  we  have  employed  it,  appears  to  have  the 
same  beneficial  results  with  regard  to  hemor- 
rhage control. 

In  the  management  of  these  cases,  we  have 
had  the  advantage  of  being  able  to  undertake 
this  method  of  therapy  in  a relatively  early 
phase  of  hypovolemic  shock.  Furthermore, 
in  almost  all  the  cases  the  hemorrhage  occurred 
in  the  operating  room  where  actual  volume  loss 
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could  be  fairly  closely  approximated.  This 
■ - factor  has  allowed  for  greater  controllability  of 
#■  volume  replacement  as  opposed  to  situations 
in  which  such  treatment  could  not  be  started 
early,  as,  for  example,  on  the  battlefield  or  in 
civilian  disasters. 

The  concomitant  use  of  Dextran  in  these  cases 
was  governed  by  three  considerations:  (1)  its 
ready  availability  for  immediate  use,  (2)  the 
characteristic  of  Dextran  of  remaining  in  the 
intravascular  compartment  for  conveniently 
long  periods  of  time,  and  (3)  its  capacity  to 
maintain  the  osmotic  force  of  plasma  and  thus 
encourage  autoinfusion  at  the  low  heads  of  pres- 
sure under  which  it  was  circulating  peripherally. 
Because  the  extravascular  fluid  spaces  must 
, supply  a reservoir  of  fluid  for  withdrawal  into  the 
, intravascular  compartment,  intravenous  glucose 
in  water  and/or  normal  saline  has  been  used  in 
fairly  large  amounts  during  and  following  hemor- 
, rhagic  crises.  Rapid  transfusion  of  volumes 
equal  to  those  removed  from  experimentally 
hemorrhaged  animals  has  produced  primary 
cardiac  failure  because  the  post-transfusion 
blood  volume  exceeds  that  before  hemorrhage. 
Hence,  we  prefer  to  replace  only  part  of  the 
estimated  blood  loss  and  allow  the  patient  to 
provide  intravascular  volume  increases  from 
his  own  extravascular  fluid  reservoir.  In  the 
experimental  animal  subjected  for  a two-hour 
period  to  extreme  levels  of  hypotension  produced 
by  Arfonad  alone,  blood  volume  increases  as  a 
result  of  plasma  volume  expansion  from  auto- 
infusion have  been  in  the  range  of  7 to  12  per 
cent  over  the  control  blood  volume,  as  deter- 
mined by  radiochromate-51  determinations. 
These  observations  will  be  presented  at  a later 
date.67  We  are  convinced  that  under  the  con- 
ditions of  our  experimental  work  autoinfusion 
is  a mechanism  which  functions  in  deliberate 
vasodilatation  effected  by  ganglionic  blockade 
with  Arfonad.  There  is  also  reason  to  believe 
that  the  use  of  Arfonad  does  not  interfere  with  and 
probably  complements  this  physiologic  response 
under  conditions  of  experimentally  produced 
hypovolemia. 

A relatively  consistent  observation  in  both 
our  clinical  and  laboratory  experience  has  been 
ventilatory  insufficiency  when  the  clinical  or 
experimental  subject  is  submitted  to  extremely 
low  heads  of  arterial  pressure  produced  by  gan- 
glionic blockade.  It  is  presumed  that  cerebral 
blood  flow  and,  therefore,  respiratory  center 
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oxygenation  suffer  to  some  extent  when  one 
works  at  systemic  blood  pressures  below  40  mm. 
Ilg.  In  the  experimental  animal  we  have  ob- 
served apnea  only  when  the  mean  arterial  pres- 
sure has  reached  a level  of  10  to  15  mm.  Hg. 
One  might  expect  that  cerebral  blood  flow  would 
remain  relatively  constant  under  conditions 
of  controlled  vasodilatation.  However,  from 
the  observations  of  Kety  et  al ,M  and  Stone  et  al.b 9 
that  cerebrovascular  resistance  varies  in  the 
same  direction  as  the  arterial  blood  pressure,  it 
is  quite  obvious  that  there  must  be  certain 
limitations  to  the  adaptability  of  cerebrovascular 
resistance  to  arterial  blood  pressure.  There- 
fore, the  need  for  facilities  for  artificial  ventila- 
tion of  patients  being  thus  treated  for  hemor- 
rhagic states  is  quite  obvious. 

If  our  clinical  experience  is  integrated  with 
the  laboratory  experience  of  others,  as  well  as 
with  our  own  pilot  investigations,  it  would 
appear  that  controlled  vasodilatation  produced 
by  drugs  such  as  Arfonad  takes  advantage  of 
the  beneficial  fraction  of  the  normal  response  to 
intravascular  fluid  loss,  while  blocking  those 
responses  which  in  themselves  may  become 
pathophysiologic  parent  stimuli.  In  other 
words,  part  of  the  normal  mechanism  for  de- 
fense against  blood  loss  is  maintained,  i.e.,  low 
capillary  pressure  allowing  reinfusion  from  extra- 
vascular fluid  spaces  to  take  place,  while  vaso- 
constriction with  its  attendant  anoxia,  an- 
aerobic metabolites,  etc.,  is  effectively  blocked. 
The  previously  mentioned  concept  of  the  neces- 
sity of  maintaining  blood  flow  to  all  organs — 
permitting  viability,  although  not  function 
temporarily — appears  to  be  satisfied  by  this 
method  of  therapy.  From  the  observations  in 
the  field  of  deliberate  vasodilatation,  it  is  sug- 
gested that  the  philosophy  of  treating  a pa- 
tient’s blood  pressure  may  in  certain  instances 
be  much  more  therapeutic  for  the  physician  than 
the  patient. 

Obviously  there  must  be  limitations  to  our 
method  of  treatment  of  hemorrhagic  hypovole- 
mia, as  there  are  to  all  other  methods,  and 
attempts  are  being  made  to  quantitate  these 
limitations,  at  least  with  regard  to  the  parame- 
ters of  blood  volume  in  which  this  approach  can 
function.  Thus,  even  in  the  absence  of  labora- 
tory quantitation,  there  are  certain  limitations 
that  age  can  place  on  this  method  of  therapy. 
In  the  age  groups  in  which  atherosclerosis  pro- 
duces a rigid  vascular  system,  the  hemodynamic 
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responses  postulated  for  our  mode  of  treatment 
probably  do  not  obtain.  The  posture  in  which 
patients  may  be  maintained  can  be  deduced  from 
the  observations  on  ventilatory  insufficiency, 
probably  as  a result  of  impaired  cerebral  blood 
flow.  It  appears  that  it  is  essential  to  employ 
gravity  as  an  aid  to  cerebral  blood  flow  in  the 
presence  of  such  subnormal  pressures. 

The  ability  of  the  heart  to  maintain  oxygena- 
tion under  conditions  of  controlled  vasodilata- 
tion seems  to  have  wider  limitations  of  function. 
This  fact  is  related  to  the  observations  of  Ecken- 
hoff  et  al.eo  working  on  experimental  animals, 
and  Sancetta  et  al.,61  investigating  hemodynamic 
responses  in  man,  which  have  forced  the  con- 
clusion that  the  reduction  in  coronary  flow 
under  conditions  of  decreased  peripheral  resists 
ance  and/or  reduction  in  cardiac  output  is 
relatively  less  than  the  reduction  in  cardiac  work. 

The  decrease  or  absence  of  renal  function 
under  conditions  of  deliberate  hypotension  in 
certain  instances  may  lead  to  oliguria  and/or 
anuria  refractory  to  treatment  thus  negating 
the  purposes  for  which  this  hemodynamic  ap- 
proach was  utilized.  However,  it  has  been  our 
experience  that  in  cases  of  deliberate  vasodila- 
tation other  than  those  reported  herein,  as  well 
as  in  certain  of  the  patients  discussed  in  this 
paper,  urinary  output  is  maintained,  although 
somewhat  depressed,  even  at  extremely  low 
heads  of  systemic  blood  pressure.  The  status 
of  renal  function  before  hypotension  is  probably 
the  important  factor  in  determining  the  ability 
of  the  kidney  to  resume  normal  activity  after 
prolonged  hypotension,  either  deliberate  of 
otherwise. 

Thus,  although  the  limitations  of  partial 
volume  replacement  plus  ganglionic  blockade 
as  a therapeutic  measure  in  conditions  of  hemor- 
rhagic shock  have  not  been  satisfactorily  quan- 
titated, we  would  like  to  suggest  that  this  is  a 
rational  approach  to  the  therapy  of  hemorrhagic 
hypovolemia. 

Summary 

1.  The  present  clinical  uses  of  Arfonad  have 
been  reviewed. 

2.  A possible  additional  use  of  this  drug  has 
been  suggested  in  the  light  of  clinical  experience 
with  eight  patients  in  the  management  of  ex- 
sanguinating hemorrhage,  utilizing  partial  vol- 
ume replacement  plus  the  ganglionic  blocker 
Arfonad. 


3.  A discussion  of  the  basic  philosophy 
involved  in  this  approach  to  the  therapy  of 
hemorrhagic  hypovolemia  is  presented. 
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Di  sciission 

Robert  G.  Hicks,  M.D.,  Xew  York  City. — The 
management  of  hemorrhagic  shock  is  one  of  the 
challenging  problems  in  surgery  and  anesthesia. 
Although  there  may  be  rapid,  adequate  blood  volume 
replacement  after  severe  hemorrhage,  we  have  all 
seen  an  ineffective  physiologic  response  with  racing 
pulse,  hardly  perceptible  blood  pressure,  and  a cold, 
clammy  patient.  Drs.  Converse,  McKechnie,  and 
Boba  are  to  be  congratulated  for  their  courageous 
and,  indeed,  rational  approach  to  one  facet  of  this 
problem — that  of  persistent  metarteriolar  constric- 
tion which  mitigates  against  effective  oxygen  ten- 
sion at  the  all-important  cellular  membrane.  The 
use  of  Arfonad  as  a peripheral  vasodilator  is  en- 
couraging since  it  is  capable  of  exerting  its  strong, 
easily  controllable  influence  under  the  circumstances 
of  hemorrhagic  hypovolemia,  while  allowing  for  low 


capillary  pressure  for  rapid  autoinfusion  from  the 
extravascular  spaces. 

I do  not  believe,  however,  that  this  represents  the 
entire  problem  we  face.  Although  good  work- 
ers have  shown  that  total  blood  replacement  of  an 
exsanguinated  volume  may  lead  to  primary  cardiac 
failure  because  of  the  additional  circulatory  load 
from  autoinfusion,  Sarnoff  has  shown  that  in  late 
hemorrhagic  shock  in  dogs,  i.e.,  an  average  duration 
of  one  and  one-quarter  hours,  there  is  a definite 
coronary  component.  After  varying  periods  these 
dogs  showed  left  and  then  right  ventricular  failure, 
as  evidenced  by  a rise  in  auricular  pressure.  The 
elevated  auricular  pressure  and  cardiac  dilatation 
were  reversible  with  perfusion  of  the  left  main  cor- 
onary flow  while  maintaining  the  same  degree  of 
hypotension  and  without  increasing  blood  volume. 
Sarnoff  was  also  able  to  achieve  this  result  by  using 
Aramine,  a long-acting  sympathomimetic  amine 
similar  to  Levophed.  In  addition  to  being  a periph- 
eral vasoconstrictor,  this  drug  allows  for  marked 
coronary  vasodilatation  and  does  produce  myocar- 
dial contractility.  In  a controlled  series  ten  of  20 
shocked  dogs  that  received  Aramine  survived  while 
two  of  19  control  dogs  survived.  Sarnoff  concluded 
that  myocardial  failure  plays  a significant  role  in 
hemorrhagic  shock,  and  this  is  consequent  to  an 
insufficient  coronary  flow. 

It  becomes  necessary,  therefore,  for  the  clinician 
to  direct  his  attention  toward  both  vasodilatation 
and  coronary  flow.  We  believe  that  it  is  generally 
unnecessary  to  elevate  blood  pressure  above  80  mm. 
Hg  rapidly.  Doing  so  only  maintains  a head  of 
pressure  which  perpetuates  bleeding  and  demands 
further  transfusion.  It  has  also  been  our  feeling 
that  if  the  circulating  blood  volume  is  nearly  com- 
plete (the  sine  qua  non  of  Blalock),  there  is  adequate 
tissue  and  oxygen  perfusion  despite  low  systolic 
pressure.  Dr.  Converse’s  findings  only  foster  our 
belief  and  provide  support  to  initiate  this  form  of 
treatment  in  addition  to  our  usual  effort  to  replace 
blood  loss  eventually  with  whole  blood.  The  status 
of  the  treatment  of  hemorrhagic  shock  in  mam-  quar- 
ters, I am  sure,  is  still  in  a state  of  flux,  especially 
with  regard  to  eliminating  the  possible  protective 
influence  of  the  autonomic  nervous  system  on  vital 
organs.  It  is  only  through  challenge  that  offers 
promise,  such  as  Dr.  Converse  and  his  coworkers 
have  shown,  that  we  can  all  refine  our  thinking  and 
results. 
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Neoplasms  of  the  Pancreas 

HAROLD  A.  ZINTEL,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
{From  the  Surgical  Service  of  St.  Luke’s  Hospital ) 


In  general,  the  neoplasms  found  in  pan- 
creatic tissue  include  cystadenomas,  der- 
moid cysts,  islet  cell  tumors,  metastatic  tumors, 
and  carcinomas  arising  in  the  region  of  the  head 
of  the  pancreas.  In  the  differential  diagnosis 
of  tumors  of  the  pancreas,  one  must  include 
congenital,  obstructive,  and  hemorrhagic  pan- 
creatic cysts,  false  cysts,  hydatid  cysts,  large 
stones  of  the  lower  portion  of  the  common  bile 
duct,  and  localized  fibrosis  with  calcification 
resulting  from  chronic  pancreatitis.  The  inci- 
dence of  the  various  lesions  of  the  pancreas  ob- 
served in  a group  of  patients  from  a large  teach- 
ing hospital  over  a period  of  fifteen  years  is  shown 
in  Table  I.  Forty-four  per  cent  of  these  pa- 
tients had  carcinoma  of  the  pancreas.  Forty- 
nine  per  cent  had  various  manifestations  of 
acute  or  chronic  pancreatitis,  and  5 per  cent  had 
tumors  of  the  islands  of  Langerhans  (islet  cell 
tumors).  A more  recent  series  of  patients 
would  show  an  increased  number  with  neoplasms 
and  with  pancreatitis.  It  is  only  natural  that 
as  we  learn  more  about  certain  diseases  and 
improve  our  therapy  of  these  diseases,  we  make 
the  diagnoses  more  frequently.  Not  many 
years  ago  the  pancreas  was  referred  to  as  the 
“hermit”  organ  of  the  body.  This  connotation 
obviously  developed  because  we  knew  so  little 
about  many  of  the  diseases  of  the  pancreas,  and 
therapy  was  not  well  established. 

False  pancreatic  cysts  occur  in  conjunction 
with  pancreatitis,  usually  traumatic  pancreati- 
tis. Either  as  a result  of  trauma  or  of  inflamma- 
tion and  necrosis,  pancreatic  juices  escape  into 
the  abdominal  cavity  through  the  gastrohepatic 
ligament  into  the  subhepatic  space,  into  the 
lesser  peritoneal  cavity,  or  through  the  trans- 
verse mesocolon  into  the  lower  peritoneal  cavity. 
Tins  fluid  becomes  loculated  and  finally  is  sur- 
rounded by  fibrous  tissue  without  an  endoderm 
lining  to  form  a false  cyst.  In  one  patient  on 
whom  an  operation  was  performed,  it  was  neces- 
sary to  remove  the  left  lobe  of  the  liver  in  order 
to  remove  the  cyst  completely.  The  most 
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Fig.  1.  Distortion  of  the  duodenal  loop  and  down- 
ward displacement  of  the  distal  end  of  the  stomach  by  a 
eystadenoma  of  the  pancreas. 


TABLE  I. — Surgical  Lesions  of  the  Pancreas* 


Diagnosis 

Number  of 
Cases 

Incidence 
(Per  Cent) 

Carcinoma  of  the  pancreas 

45 

44 

Acute  edematous  pancreatitis 
Acute  necrotizing  or  acute  hemor- 

20 

20 

rhagic  pancreatitis 

13 

13 

Abscess  of  the  pancreas 

1 

1 

Chronic  pancreatitis 

6 

6 

Pancreatic  cysts  and  pseudocysts 

6 

6 

Pancreatic  calculi 

2 

2 

Chronic  relapsing  pancreatitis 

3 

3 

Tumors  of  the  islands  of  Langerhans 

5 

5 

Total 

101 

100 

* Hospital  of  the  University  of  Pennsylvania,  1932  to 
1947. 


satisfactory  type  of  therapy  is  complete  excision 
of  the  cyst.  Most  patients  will  do  well  with  a 
cystenterostomy,  allowing  the  contents  of  the 
cyst  to  drain  into  the  upper  small  bowel  or 
stomach.  The  third  and  least  desirable  treat- 
ment of  these  lesions  is  marsupialization. 

Figure  1 shows  distortion  of  the  duodenal 
loop  and  downward  displacement  of  the  distal 
end  of  the  stomach  by  a eystadenoma  of  the 
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Fig.  2.  The 
entire  head  of  the 
pancreas  was  re- 
sected because 
the  lesion  had  ob- 
literated the  lu- 
mina  of  the  pan- 
creatic and  com- 
mon bile  ducts  by 
compression. 


pancreas.  As  might  be  expected,  the  trans- 
verse colon  was  also  displaced  downward.  This 
lesion  had  obliterated  the  lumina  of  the  pan- 
creatic and  common  bile  ducts  by  compression, 
and  therefore,  the  entire  head  of  the  pancreas 
was  resected  (Fig.  2). 

Hyperinsulinism,  or  the  effects  of  a func- 
tioning islet  cell  tumor,  is  one  of  the  most  inter- 
esting and  tantalizing  of  all  surgical  lesions. 
Dr.  Allan  Whipple  described  the  triad  (known 
as  Whipple’s  triad)  as  follows: 

1.  The  first  point  of  the  triad  is  nervousness, 
manifestations  of  which  are  confusion,  convul- 
sion, coma,  and  finally  collapse. 

2.  The  second  point  of  the  triad  is  the  finding 
of  a blood  sugar  value  of  less  than  50  mg.  per 
cent  during  one  of  these  attacks. 

3.  The  third  point  of  the  triad  is  that  these 
patients  immediately  recover  from  an  acute 
attack  following  the  rapid  administration  of 
50  per  cent  glucose  intravenously. 

Before  operating  on  a patient  for  an  islet  cell 
tumor,  one  must  investigate  adequately  the 
pituitary  gland,  the  thyroid  gland,  the  liver,  and 
the  adrenal  glands  for  evidences  of  abnormality. 

It  is  well  recognized  that  disorders  of  these 


organs  can  produce  a symptomatology  which 
suggests  hyperinsulinism.  Once  the  abdomen 
has  been  opened,  the  search  for  such  a tumor 
may  be  very  difficult  because  some  of  these 
lesions  are  only  several  millimeters  in  diameter. 
As  previously  stated,  most  of  them  lie  in  the 
neck,  body,  or  tail  of  the  pancreas.  When  the 
preoperative  search  for  other  types  of  disorders 
has  been  exhaustive  and  no  tumor  is  found  in  the 
usual  area  of  the  pancreatic  gland  at  operation, 
most  surgeons  prefer  to  amputate  the  body  and 
tail  of  the  pancreas,  hoping  that  the  lesion  will 
thus  be  excised.  It  is  well  recognized  that  some 
individuals  have  minute  multiple  adenomas  and 
others  simply  have  diffuse  hyperplasia  of  the 
islet  cell  tissue.  As  might  be  expected,  in  the 
latter  type  of  patient  the  postoperative  results 
are  not  always  what  one  might  anticipate. 

I would  like  to  make  it  clear  that  when  I 
speak  of  carcinomas  arising  in  the  region  of  the 
head  of  the  pancreas,  I include  not  only  those 
tumors  which  arise  from  the  pancreatic  paren- 
chyma, but  also  tumors  arising  from  the  pan- 
creatic ducts,  the  lower  portion  of  the  common 
bile  duct,  the  ampulla,  and  the  papillae.  For- 
tunately, approximately  80  per  cent  of  the  car- 
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TABLE  II. — Incidence  op  Early  Symptoms  of  Carcinoma 
of  Head  of  Pancreas.  Ampulla,  and  Duodenum  in  25 
Patients 


Symptoms 

Number  of 
Patients 

Per  Cent  of 
Incidence 

Pain 

12 

48 

Jaundice 

10 

40 

Anorexia 

9 

36 

Weight  loss 

6 

24 

Indigestion 

6 

24 

Pruritus 

4 

16 

Weakness 

4 

16 

Loose  stools 

3 

12 

Vomiting 

2 

8 

cinomas  within  the  pancreas  arise  in  the  region 
of  the  head  of  the  pancreas.  This  is  exactly 
the  reverse  of  the  occurrence  of  islet  cell  tumors, 
80  per  cent  of  which  arise  either  in  the  body  or 
the  tail  of  the  pancreas. 

Everyone  is  familiar  with  Courvoisier’s  Law, 
which  is  usually  explained  as  follows:  “With  a 
stone  in  the  cystic  duct  there  is  a large  gall- 
bladder filled  with  white  bile  and  no  jaundice : 
with  a stone  in  the  common  duct,  there  is  a small, 
shrunken,  scarred  gallbladder  plus  jaundice; 
with  a carcinoma  of  the  head  of  the  pancreas, 
both  a large  gallbladder  and  jaundice  are  pres- 
ent.” 

Carcinoma  arising  in  the  region  of  the  head 
of  the  pancreas  is  an  excellent  diagnosis  when 
one  is  presented  with  a patient  who  has  a marked 
serum  bilirubin  (20  to  30  mg.  per  cent)  and  un- 
remitting jaundice  unassociated  with  pain.  I 
hasten  to  point  out,  however,  that  these  signs 
and  symptoms  are  found  in  only  a few  of  the 
individuals  with  carcinoma  of  the  head  of  the 
pancreas.  These  same  signs  and  symptoms  are 
not  infrequently  associated  with  common  bile 
duct  stones.  Table  II  shows  the  relatively  early 
signs  and  symptoms  of  a group  of  25  patients  at 
the  time  when  they  felt  sufficiently  indisposed  to 
discontinue  their  work  or  to  consult  a physician 
regularly.  Forty-eight  per  cent  had  pain.  40 
per  cent  had  jaundice,  but  only  4 per  cent  had 
jaundice  associated  with  pruritus,  indicating  a 
rather  severe  and  unremitting  jaundice.  Ano- 
rexia, weight  loss,  and  indigestion  were  rather 
frequent  symptoms.  Table  III  shows  the 
signs  and  symptoms  of  these  same  patients  just 
prior  to  surgery.  Eighty-eight  per  cent  had 
marked  weight  loss,  88  per  cent  were  jaundiced, 
13  per  cent  had  had  intermittent  jaundice,  and 
approximately  41  per  cent  of  these  patients  had 
jaundice  severe  enough  to  produce  pruritus. 
Only  half  of  the  patients  who  still  retained  their 


TABLE  III. — Incidence  of  Late  Signs  And  Symptoms 
of  Carcinoma  of  Head  of  Pancreas,  Ampulla,  and 
Duodenum  in  25  Patients 


Symptoms* 

Number  of 
Patients 

Per  Cent  of 
Incidence 

Weight  loss  (average, 

22 

88 

19  pounds) 

Jaundice 

22 

88 

Intermittent 

3 

13 

Indigestion 

21 

84 

Anorexia 

19 

76 

Pain 

18 

72 

Weakness 

17 

68 

Vomiting 

15 

60 

Pruritus 

9 

41 

Loose  stools 

7 

28 

F ever 

3 

12 

Thromboses 

2 

8 

Diabetes 

2 

8 

* Of  the  20  patients  who  retained  their  gallbladders,  only 
ten  had  palpable  gallbladders  on  physical  examination. 


gallbladders  had  a palpable  gallbladder  on 
physical  examination. 

It  must  also  be  recognized  that  an  early  lesion 
may  produce  obstruction  of  only  the  common 
bile  duct  or  only  the  pancreatic  duct.  Thus, 
jaundice  may  be  completely  absent  in  the  early 
stages  of  the  disease.  Gastrointestinal  roent- 
genographic  studies  are  seldom  useful  in  estab- 
lishing the  diagnosis  in  patients  who  can  be 
treated  surgically  with  a hope  of  cure.  One  of 
the  most  interesting  early  x-ray  signs  of  common 
duct  obstruction  secondary  to  a neoplasm  is  a 
rather  wide  (1  to  2 cm.)  flattening  of  that  por- 
tion of  the  duodenum  immediatel}'  overhang  the 
common  bile  duct.  It  is  well  recognized  that 
common  duct  dilatation  secondary  to  a tumor  is 
usually  more  extensive  than  common  duct  dila- 
tation secondary  to  obstruction  by  stones. 
Such  a flattening  of  the  first  portion  of  the  duo- 
denum is  seldom  seen  in  those  patients  with 
common  duct  obstruction  due  to  stones. 

Late  x-ray  findings  are  (1)  distorted  duodenal 
mucosal  pattern,  (2)  enlargement  of  the  duodenal 
loop,  and  (3)  the  inverted  three  sign.  A dis- 
torted mucosal  pattern,  of  course,  suggests  in- 
volvement of  the  duodenal  mucosa  by  tumor.  A 
wide  duodenal  loop  suggests  marked  enlarge- 
ment of  the  head  of  the  pancreas.  The  inverted 
three  sign  is  produced  by  an  enlarged  head  of  the 
pancreas  with  retraction  or  apparent  retraction 
of  the  pancreatic  duct,  thus  producing  an  in- 
verted three  contour  of  the  inside  of  the  duodenal 
loop.  If  one  or  more  of  these  three  x-ray  find- 
ings is  present,  seldom  if  ever  can  one  do  an 
operation  with  hope  of  curing  the  patient. 

At  the  time  of  operation  one  must  of  course 
decide  whether  the  patient  has  a neoplasm  aris- 
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ing  from  the  head  of  the  pancreas.  As  pre- 
viously noted,  any  of  several  other  lesions  will 
produce  a mass  in  this  area.  However,  if  there 
is  a mass  in  this  area  and  if  there  is  evidence  of 
dilatation  of  the  common  duct  and  of  the  pan- 
creatic ducts,  one  can  be  reasonably  sure  of  a 
lesion  obstructing  both  ductal  systems.  Dila- 
tation of  the  pancreatic  duct  can  occasionally  be 
determined  by  elevating  the  body  of  the  pan- 
creas from  its  bed  and  palpating  the  pancreatic 
body  between  the  fingers  in  the  anteroposterior 
axis. 

In  most  instances  whether  to  perform  a 
radical  operation  must  be  decided  without  the 
benefit  of  a frozen  section  diagnosis.  The  head 
of  the  pancreas  is  a very  difficult  portion  of  the 
gland  to  biopsy  satisfactorily.  Although  serious 
and  prolonged  attempts  were  made  to  obtain 
biopsies  in  all  patients,  I was  able  to  obtain  a 
positive  and  definite  biopsy  for  carcinoma  in 
only  one  third  of  the  patients  on  whom  I per- 
formed radical  resection  of  the  head  of  the  pan- 
creas. Only  one  of  these  patients  did  not  have 
carcinoma.  The  one  exception  was  the  patient 
who  had  the  cystadenoma  previously  mentioned. 

For  one  reason  or  another,  probably  because  of 
obstruction  of  small  ductules,  one  frequently 
finds  varying  degrees  of  pancreatitis  and  in- 
flammatory reaction  surrounding  carcinoma  of 
this  region.  One  may  miss  the  tumor  with  the 
scalpel  or  a biopsy  needle  and  be  misled  by  the 
pathologist’s  diagnosis  of  acute  or  chronic  pan- 
creatitis. Those  of  us  who  interested  ourselves 
in  this  type  of  surgery  when  it  was  in  its  relative 
infancy  were  very  much  embarrassed  when  we  did 
a radical  pancreatic  resection  and  were  told  that 
the  “tumor”  was  the  result  of  localized  pan- 
creatitis. We  are  no  longer  embarrassed  for  we 
have  come  to  realize  that  if  the  individual  has 
localized  pancreatitis  with  scarring  and  calcifica- 
tion producing  obstruction  of  both  the  common 
bile  duct  and  the  functioning  pancreatic  duct, 
then  radical  resection  of  the  pancreas  is  indicated 
just  as  surely  as  it  is  indicated  for  neoplasm  of 
the  pancreas.  Some  cystic  masses  which  pro- 
duce compression  of  the  ductal  systems  and 
cannot  be  completely  removed  without  injury 
to  the  ducts  may  also  be  treated  by  resection  of 
the  head  of  the  pancreas. 

It  is  generally  known  that  the  prognosis  for 
five-year  survival  is  best  with  a lesion  arising 
from  the  common  bile  duct  and,  in  the  order 
given,  less  satisfactory  with  tumors  arising  from 
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the  papillae,  the  pancreatic  ducts,  and  the  pan- 
creatic acinar  tissue.  It  has  been  repeatedly 
stated  that  those  individuals  whq  have  tumors 
arising  from  the  pancreatic  tissue  or  the  pan- 
creatic ducts  should  not  be  operated  on,  whereas 
patients  with  tumors  arising  from  the  remaining 
areas  should  be  operated  on.  From  a practical 
viewpoint  such  discussions  are  unimportant  for 
two  reasons:  first,  because  it  is  very  difficult  to 
obtain  an  adequate  biopsy,  as  I have  previously 
stated,  and,  second,  because  the  pathologist  has 
considerable  difficulty  in  deciding  on  the  correct 
diagnosis.  Even  after  operation,  when  the 
specimen  has  been  removed,  little  can  be  told 
about  the  exact  site  of  the  origin  of  the  tumor 
unless  the  tumor  is  confined  to  that  particular 
area.  The  pathologist  will  seldom  flatly  state 
the  origin  of  the  tumor  on  the  basis  of  a frozen 
section.  Not  infrequently,  several  days  or  weeks 
will  have  elapsed  after  the  paraffin  sections  are 
available  before  the  pathologist  will  make  a 
specific  diagnosis  which  indicates  the  probable 
origin  of  the  tumor. 

Once  the  fact  has  been  established  that  a tumor 
exists  in  the  head  of  the  pancreas  and  that  it 
blocks  either  or  both  of  the  ductal  systems,  then 
one  should  determine  whether  it  is  feasible  to 
remove  the  lesion  with  a possible  chance  of 
curing  the  patient  of  malignant  disease.  By 
sharp  and  blunt  dissection  one  should  com- 
pletely elevate  the  body  and  tail  of  the  pancreas 
from  the  retroperitoneal  tissues.  Similarly,  the 
posterior  surface  of  the  head  of  the  pancreas  with 
its  uncinate  process,  the  anterior  surface  of  the 
inferior  vena  cava,  and  most  of  the  surface  of  the 
portal  vein  as  it  progresses  cephalad  between  the 
uncinate  process  and  the  head  and  neck  of  the 
pancreas  should  be  investigated  for  evidences  of 
tumor  in  these  surrounding  structures.  A careful 
search  should  be  made  for  metastatic  lesions 
within  the  abdomen.  Under  no  circumstances 
should  one  start  immediately  after  the  abdomen 
is  opened  to  divide  the  lower  portion  of  the 
stomach,  the  body  of  the  pancreas,  and  the 
common  bile  duct,  only  to  find  that  a tumor  has 
extended  into  other  areas  and  that  it  is  impossible 
to  remove  the  tumor  completely.  After  careful 
inspection  such  patients  should  have  a palliative 
type  of  operation,  a cholecystojej  unostomy  and 
gastroenterostomy. 

I would  like  to  say  a word  about  the  useful- 
ness of  cholecystojej  unostomy  or  similar  short- 
circuiting  procedures.  A number  of  years  ago  I 
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TABLE  IV.— Review  of  27  Patients  Surviving  Five  Years  or  More  Following  Radical  Resection  of  Head  of  Pan- 
creas for  Carcinoma 


Number  of  Cases 

Length  of 
Survival* 

Origin  of 
Carcinoma 

Author 

1 

10  years 

Islet  cell  of  head 

Whipple1 

1 

5 years 

? 

Bartlett1 

1 

7 years  3 months 

Ampulla 

Siler  and  Zinninger1 

1 

8 years  9 months 

Ampulla 

Brunschwig1 

1 

5 years 

Head 

Miller  and  Clagett1 

1 

6 years 

? 

Moore,  Salso,  and  Thomas1 

1 

5 years  3 months 

Papilla 

Child  and  Ellis1 

1 

Over  5 years 

Head 

Sanoff1 

1 

7 years  3 months 

Head 

Brunschwig1 

1 

6 years  3 months 

Ampulla 

Varco1 

1 

5 years 

Papilla 

Brunschwig2 

1 

8 years 

Head,  ? 

Zinninger2 

3 

Over  10  years 

Ampulla 

Bennett2 

1 

Over  8 years 

Ampulla 

Siler2 

1 

6 years  2 months 

Ampulla 

Clifton2 

1 

10  years 

Ampulla 

Everson2 

1 

11  years  8 months 

Ampulla 

Thompson3 

1 

6 years  2 months 

Head 

Child4 

2 

Over  5 years 

Head 

Catell  and  Warren5 

3 

Over  5 years 

Ampulla 

Catell  and  Warren5 

1 

Over  6 years 

Ampulla 

Zintel 

1 

Over  5 years 

Ampulla 

Rhoads6 

1 

Over  5 years 

Ampulla 

Erb1 

* Some  of  the  above  patients  were  still  living  at  the  time  of  the  indicated  publications. 


looked  up  the  available  data  in  the  literature  and 
came  up  with  what  to  me  were  rather  surprising 
findings.  The  data  indicated  that  those  indi- 
viduals who  had  carcinoma  of  the  head  of  the 
pancreas  and  were  operated  on  without  definitive 
surgical  procedure  lived  an  average  of  seven  and 
one-half  months.  Those  individuals  who  had  a 
cholecystojej unostomy  lived  for  approximately 
nine  and  one-half  months.  Tins  short  two- 
month  period  of  prolongation  of  life,  however, 
does  not  indicate  that  cholecystojejunostomy  is 
not  a useful  procedure,  because  these  patients 
are  relieved  of  their  pain,  jaundice,  and  pruritus 
and  may  be  quite  useful  individuals  for  the 
greater  portion  of  their  remaining  life.  Recent 
experience  indicates  that  when  a cholecysto- 
jejunostomy is  performed,  a gastroenterostomy 
should  be  performed  at  the  same  time  because 
a large  percentage  of  patients  with  cholecysto- 
jejunostomy alone  die  from  duodenal  obstruc- 
tion. Presumably  the  combined  palliative  op- 
erations will  produce  a longer  survival  than 
simple  cholecystojejunostomy. 

In  regard  to  the  number  of  survivors  following 
a radical  resection  of  the  head  of  the  pancreas  or 
the  Whipple  type  of  operation,  the  current  op- 
erative mortality  in  the  various  large  clinics 
ranges  between  5 and  10  per  cent.  Previously, 
operative  mortalities  of  25  per  cent  were  not 
unusual.  The  literature  continues  to  show  an  in- 
creasing number  of  long-term  survivals.  In  a 
very  hasty  review  of  the  recent  literature,  some 


27  survivals  of  five  to  eleven  years  were  found 
(Table  IV).  No  doubt,  more  five  to  eleven- 
year  survivals  have  been  reported  than  are  here 
indicated.  It  is  interesting  to  note  that  at  least 
12  patients  have  survived  eight  years  or  more. 
The  Lahey  Clinic  reports  an  11  per  cent  five- 
year  survival  for  carcinoma  of  the  head  of  the 
pancreas  and  a 30  per  cent  five-year  survival  for 
ampullary  lesions.  It  is  most  interesting  to 
reflect  that  a surgeon  from  a large  eastern  clinic 
stated  in  1948  that  this  was  too  complicated  and 
too  extensive  an  operation  to  justify  its  use. 
However,  during  the  ensuing  years  apparently 
the  surgeons  in  this  clinic  have  continued  to  do 
this  type  of  operation,  for  in  the  past  year  they 
have  reported  the  results  of  approximately  150 
radical  resections  of  the  head  of  the  pancreas. 

Five  years  ago  I reviewed  the  11  cases  that  I 
had  operated  on  at  that  time  and  compared  their 
average  survival  (five  patients  still  living)  with 
the  average  survival  of  patients  operated  on  for 
carcinoma  of  the  stomach  during  the  ten-year 
period  from  1933  to  1943.  It  was  obvious  in 
1950  that  pancreatic  resection  in  a small  group 
of  patients  was  a more  useful  operation  than 
gastric  resection  and  gastroenterostomy  had 
been  in  a small  group  of  patients  with  carcinoma 
of  the  stomach  operated  on  in  the  period  from 
1933  to  1943.  Periods  of  survival  of  the  patients 
are  shown  in  Table  V. 

One  must  be  practical  and  admit  that  the  ex- 
perience with  pancreatic  head  resection  is  insuf- 
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TABLE  V.- — Average  Survival,  Following  Radical 
Surgery  for  Carcinoma  of  Stomach  and  Pancreas* 


Length  of 

Number  of 

Survival 

Cases 

(Months) 

Gastroenterostomy — 1933  to  1943 

12 

5.0 

Gastric  resection — 1933  to  1943 

20 

9.8 

Pancreatic  resection — 1945  to  1950 

11 

14.lt 

* All  cases  from  Hospital  of  University  of  Pennsylvania, 
t Five  still  living  in  1950. 


ficient  to  convince  all  that  it  is  a justifiable  pro- 
cedure. It  may  take  another  ten  years  or  more 
to  prove  or  disprove  this  point.  Toward  this 
goal,  those  of  us  who  are  convinced  that  it  is  a 
good  procedure  should  continue  to  do  the  opera- 
tion to  the  best  of  our  abilities,  follow  our  pa- 
tients carefully,  and  report  the  results  honestly. 

Technically,  there  are  several  points  that  I 
would  like  to  mention.  First,  although  when 
the  operation  was  originally  performed  no  at- 
tempt was  made  to  anastomose  the  remaining 
pancreatic  tissue  to  the  gastrointestinal  tract,  we 
now  know  that  tliis  is  an  absolute  essential  of  the 
operation.  Second,  one  should  not  simply  tie 
off  the  end  of  the  common  bile  duct  and  anas- 


tomose the  gallbladder  to  the  gastrointestinal 
tract,  for  there  have  been  several  patients  who 
have  ruptured  the  distal  end  of  the*common  bile 
duct.  Third,  these  patients  should  be  adequately 
prepared  preoperatively,  and  the  operation  should 
be  a one-stage  procedure  whenever  possible. 
The  operation  is  more  easily  completed  in  one 
stage  with  less  risk  to  the  patient  and  less  wear 
and  tear  on  the  surgeon  than  when  a two-stage 
procedure  is  attempted.  Occasionally,  a two- 
stage  procedure  is  performed  because  of  neces- 
sity, not  because  of  election.  Finally,  I would 
like  to  repeat  that  all  possible  avenues  should  be 
explored  to  determine  whether  or  not  direct  ex- 
tension or  metastases  are  present  before  one 
attempts  to  do  a radical  resection  of  the  head  of 
the  pancreas. 
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In  the  treatment  of  exstrophy  of  the  urinary 
bladder,  the  Sweetser  method  of  reimplanting 
the  bladder  within  the  abdomen  is  the  first 
major  advance  we  have  seen  in  the  past  thirty 
years.  Our  previous  methods  of  ureteroenter- 
ostomy  were  not  entirely  satisfactory.  The  anal 
sphincter  in  some  children  was  not  competent 
to  retain  urine,  and  some  children  had  a pro- 
lapse of  the  rectum.  In  other  cases  strictures 
formed  at  the  point  of  anastomosis  between  the 
ureter  and  bowel.  Episodes  of  pyelonephritis 
and  acidosis  from  the  reabsorption  of  urinary 
chlorides  further  complicated  the  courses  of 
some  of  these  children. 

During  the  past  year  we  have  employed  the 
Sweetser  technic  for  the  reimplantation  of  the 
bladder  within  the  abdomen  and  have  initiated 
one  or  more  of  the  stages  of  this  procedure  in 
five  patients.  We  have  also  had  the  good  for- 
tune to  observe  four  patients  operated  by  Dr. 
Sweetser  and  one  by  Dr.  Ralph  Yeaw  of  our 
staff.  The  objectives  of  this  procedure  are  as 
follows: 

1.  To  provide  a reservoir  for  the  collection 
of  urine  by  forming  the  exstrophic  bladder  into 
a sac. 

2.  To  provide  a urethra  by  rolling  together 
the  urethral  epithelium  into  a tube. 

3.  To  wrap  a strand  of  muscle  around  the 
urethra  and  retain  a connection  of  this  band  of 
muscle  with  the  muscular  pelvic  diaphragm  in 
an  effort  to  afford  some  connection  with  a mus- 
cular structure  which  might  give  sphincteric 
action  later.  This  strand  of  muscle  is  derived 
by  splitting  off  a strip  from  the  top  of  the  pelvic 
diaphragm  on  either  side  of  the  midline  and 
wrapping  the  ends  upward  around  the  urethra. 


* By  invitation. 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Urology,  May  11,  1956. 


Technic 

The  exstrophic  bladder  and  urethra  are  first 
circumscribed  with  a shallow  incision,  which  is 
deepened  until  the  margins  of  the  bladder  and 
urethra  can  be  freed  sufficiently  so  that  they  will 
join  in  the  midline.  The  superior  border  of  the 
pelvic  diaphragm  is  then  located  in  the  fat  and 
fascia  connecting  the  two  separated  pubic  rami. 
A muscular  strand  of  this  pelvic  diaphragm  is 
liberated  from  its  superior  margin  by  removing 
a flake  of  periostium  from  the  tip  of  each  pubic 
ramus  and  freeing  up  a strand  approximately  y8 
inch  in  diameter  from  the  top  of  each  side  of  the 
pelvic  diaphragm.  These  two  strands  are  left 
attached  near  the  midline  and  are  raised  upward 
and  curved  around  the  urethra  until  they  meet 
in  the  midline  superiorly.  There  they  are 
joined  with  three  interrupted  sutures  of  fine 
chromic  catgut.  Next,  a flap  of  fascia  from  the 
anterior  sheath  of  the  rectus  muscle  is  outlined 
on  each  side  just  above  the  attachment  of  the 
rectus  muscle  to  the  symphysis  pubis.  These 
flaps  are  measured  so  that  when  swung  across 
the  midline,  they  will  cover  the  newly  formed 
bladder  like  the  two  sides  of  a double-breasted 
coat.  The  lower  margins  of  these  flaps  are 
sewed  to  the  upper  border  of  the  pelvic  diaphragm 
and  to  the  muscular  ring  of  sphincter.  A cys- 
totomy tube  is  brought  out  through  one  side  of 
the  bladder  dome  and  through  the  abdominal 
wall.  A 22  French  de  Pezzer  catheter  has  been 
used  in  most  cases. 

In  male  patients  the  urethra  is  now  dissected 
free  of  the  two  lateral  corpora  cavernosa,  and 
these  two  corpora  are  separated  in  the  midline 
until  only  the  skin  of  the  ventral  surface  of  the 
penis  remains  in  the  midline.  The  new  urethra 
is  then  dropped  downward  between  the  divided 
corpora  to  the  ventral  surface  of  the  penis.  The 
two  corpora  cavernosa  are  then  closed  together 
over  the  new  urethra.  In  some  instances  it  has 
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been  difficult  to  make  the  new  urethra  reach  to 
the  tip  of  the  penis,  and  it  Iras  been  necessary  to 
roll  up  a tube  of  prepuce,  bring  it  back  through 
the  glans  penis,  and  anastomose  it  to  the  stump 
of  the  new  urethra.  This  method  has  the  ad- 
vantage of  leaving  fewer  urinary  fistulas  along 
the  top  of  the  penis. 

The  skin  is  now  closed  by  whatever  under- 
mining, swinging  of  flaps,  or  Z-plasties  are  neces- 
sary. In  female  patients  it  is  necessary  to  rotate 
the  skin  lateral  to  each  inguinal  area  toward  the 
midline.  In  this  way  the  two  halves  of  the 
divided  clitoris  are  brought  close  together,  and  a 
vertical  vulvar  opening  is  left. 

Pitfalls 

Observation  of  these  ten  cases  has  made  it 
apparent  to  us  that  there  are  many  points  of 
technic  which  must  be  learned  by  experience. 
There  may  be  a tendency  to  injure  the  lower 
end  of  the  ureters  if  the  bladder  is  freed  up  too 
much.  There  is  also  a tendency  to  cause  stric- 
tures at  the  tip  of  the  urethra  with  resultant 
back  pressure  and  a considerable  tendency  to 
leave  pinhole  fistulas  along  the  top  of  the  urethra 
or  in  the  dome  of  the  bladder. 

Whether  urinary  control  will  be  achieved  by 
these  children  is  not  yet  known  since  all  of  them 
are  under  the  expected  age  for  toilet  training. 
Postoperative  intravenous  pyelograms  have  re- 
vealed that  the  bladder  capacity  has  increased 
gradually  in  these  children  and  that  they  retain 
amounts  of  urine  of  the  magnitude  of  30  to  75  cc. 
for  short  periods  of  tune.  When  they  strain, 
they  are  able  to  push  out  the  accumulated  urine 
in  a weak  stream.  Creation  of  a urinary  sphinc- 
ter has  been  attempted  in  three  of  our  patients. 
Their  ages  are  six  months,  fifteen  months,  and 
twenty-nine  months.  The  six-month-old  does 
not  make  any  effort  to  control  the  urine  as  yet. 
The  two  older  children  are  able  to  retain  the 
urine  for  short  periods  of  time  but  eject  it  im- 
mediately when  they  cry  or  strain.  Whether 
this  condition  will  improve  as  these  children 
grow  older  is  still  to  be  determined. 

Comment 

After  observing  these  ten  patients  in  whom 
the  bladder  has  been  reimplanted  in  the  abdomen, 


we  believe  that  all  children  with  exstrophy  of  the 
bladder  should  be  given  the  benefit  of  an  attempt 
at  this  type  of  repair.  While  none  of  these  chil- 
dren is  old  enough  to  have  achieved  urinary 
control,  the  seven  in  whom  urinary  sphincter 
construction  was  attempted  have  all  been  able 
to  hold  urine  for  short  periods  of  time  and  have 
shown  a slight  increase  in  the  bladder  capacity 
on  successive  x-ray  examinations. 

The  pitfalls  observed  in  this  small  group  of 
patients  have  consisted  of  strictures  of  the 
urethra  and  multiple  pinhole  fistulas  along  the 
dorsum  of  the  penis  and  bladder  in  three  out  of 
the  four  cases  where  the  penis  has  been  closed. 
We  have  observed  one  case  where  hydroureters 
developed,  apparently  as  a result  of  stricturing 
of  the  urethra.  In  another  case  the  bladder 
shriveled  up,  apparently  as  a result  of  damage 
to  its  vascular  suppy  because  of  excessive  “free- 
ing up”  of  the  bladder  base  during  surgery. 
These  technical  difficulties  occurred  so  frequently 
as  to  give  us  a great  deal  of  respect  for  this 
operation.  It  is  not  a simple  procedure.  Nev- 
ertheless, most  of  these  defects  were  technical 
and  have  been  mastered. 

Advantages  of  this  procedure  are  absence  of 
acidosis,  of  febrile  episodes  of  pyelonephritis, 
and  nothing  is  lost  or  damaged  by  the  operation. 
The  ureters  may  still  be  transplanted  into  the  in- 
testine (or  a segment  of  ileum)  at  a later  date  if 
this  should  become  preferable.  It  is  a relatively 
superficial  and  innocuous  operation.  It  is  not 
intra-abdominal,  and  there  is  no  risk  of  intra- 
peritoneal  leakage  of  urine,  as  is  possible  with 
ureteroenterostomy.  No  new  anastomosis  be- 
tween the  ureters  and  the  urinary  reservoir  is 
necessary,  so  that  stricturing  is  unlikely  at  this 
point. 

It  should  be  noted  that  reflux  of  urine  up  the 
ureters  is  a common  finding  after  this  operation, 
as  it  is  after  implantation  of  the  trigone  into  the 
rectum.  This  merely  points  up  the  fact  that  the 
ureterovesical  junctions  in  exstrophy  do  not 
have  the  advantage  of  a valve  action,  such  as  is 
present  in  the  normal  ureterovesical  junction. 

Finally,  this  technic  comes  closest  to  restoring 
the  child’s  urinary  apparatus  to  Nature’s  design. 
We  now  believe  that  all  children  with  exstrophy 
should  be  given  the  benefit  of  an  attempt  at 
closure  by  this  method. 
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Osteochondritis  dissecans  is  a term  used 
by  many  to  denote  a condition  in  which, 
in  the  absence  of  any  recognizable  history  of 
trauma,  there  arises  detachment  of  a fragment 
of  cartilage,  usually  with  its  underhung  can- 
cellous bone,  from  the  articular  surface  of  a bone. 
It  is  most  commonly  seen  in  the  knee  joint  of  a 
young  male  adolescent.  Separation  of  the 
fragment  from  its  nidus  is  slow  and  gradual, 
proceeding  over  a period  of  months.  The  term 
implies  that  the  onset  is  spontaneous  and  due  to 
localized  vascular  ischemia  of  unknown  cause. 
Trauma  plays  an  incidental  or  secondary  role. 
Others  prefer  to  designate  the  condition  as  an 
osteochondral  fracture.  The  implication  in  the 
latter  term  is  that  trauma,  as  the  sole  cause,  has 
created  a fracture  cleavage  of  the  articulating 
end  of  the  bone  with  immediate  or  delayed 
separation  of  the  fragment.  This  may  occur 
after  a single  severe  injury  or  repeated  subclin- 
ical  minimal  trauma.  However,  this  latter 
designation  fails  to  explain  satisfactorily  many 
of  the  cases  encountered,  particularly  in  the 
absence  of  any  history  of  recognizable  provoca- 
tive trauma  or  where  the  lesion  occurs  simul- 
taneously in  multiple  joints. 

The  discussion  of  therapy,  with  which  this 
report  is  concerned,  is  applicable  regardless  of 
which  designation  is  employed. 

A review  of  the  literature1-8  indicates  that  in 
children  and  growing  adolescents  spontaneous 
healing  of  the  fragment  may  result,  provided 
the  fragment  has  not  been  completely  extruded 
from  its  nidal  cavity.  Despite  the  import  of 
these  observations  the  orthodox  resort  to  im- 
mediate surgical  excision  of  the  lesion  as  soon  as 
it  is  recognized  on  the  roentgenogram  is  still 
prevalent. 

A study  of  the  case  discussed  below  will  not 
only  confirm  previously  recorded  experience 
with  spontaneous  healing  of  the  nondisplaced 
fragment  but  also  will  demonstrate  that  inju- 
dicious surgery  can  cause  undesirable  and  some- 
times irreversible  residuals. 


Right  Left 


Fig.  1.  Tangential  tunnel  views  ( retouched !)  taken 
on  April  25,  11)49,  prior  to  surgical  resection  of  nidus 
in  right  knee.  Patient  was  nine  years  of  age.  Osteo- 
chondritis dissecans  symmetrically  involves  the  latero- 
femoral  condyles  of  both  knees.  The  appearance  in 
the  left  knee  suggests  an  avascular  sclerotic  state  de- 
spite which  there  occurred  spontaneous  complete  reso- 
lution. In  the  right  knee  surgery  resulted  in  inhibi- 
tion of  growth  with  irregular  development  of  the  lateral 
femoral  condyle  (see  Figs.  3 and  4). 


Illustrative  Case  Report 

M.  H.,  male  patient,  age  eight,  first  experienced 
recurrent  pain  in  both  knees  in  1948.  Pain  became 
more  prominent  in  the  right  knee  and  was  associ- 
ated with  episodes  of  swelling.  There  was  no  recog- 
nizable antecedent  history  of  injury  to  either  knee, 
the  symptoms  having  appeared  spontaneously. 
Roentgenograms  taken  in  1949  showed  typical  le- 
sions of  osteochondritis  dissecans  symmetrically  in- 
volving the  laterofemoral  condyles  of  both  knees 
(Figs:  1 and  2).  In  1949  surgery  of  the  right  knee 
was  performed  with  removal  of  the  undetached 
nidus  from  its  crater  and  saucerization  of  the 
parent-bed  cavity.  Postoperatively  the  patient 
remained  asymptomatic  for  a period  of  two  years, 
complaining  only  of  occasional  soreness  in  both 
knees.  Then  pain  recurred  in  the  right  knee,  at 
first  infrequently  with  minimal  discomfort,  but 
gradually  progressing. 

The  knee  became  sufficiently  disabling  for  the 
patient  to  seek  medical  attention  in  February,  1955. 


748 


New  York  State  J.  Med. 


THEORY  OF  OSTEOCHONDRITIS  DISSECANS  IN  CHILD  AND  GROWING  ADOLESCENT 


Right  Left 


Fig.  2.  Routine  preoperative  anteroposterior  views 
taken  on  April  25,  1949,  fail  to  reveal  any  lesions. 
This  indicates  inadequacy  of  relying  only  on  routine 
standard  x-ray  views.  Tangential  views,  sometimes  a 
large  number,  may  be  necessary  to  demonstrate  the 
lesion. 


At  this  time  the  patient  had  recurrent  episodes  of 
swelling  of  the  knee  and  limitation  of  motion  with 
pain  and  limp;  symptoms  were  aggravated  by 
activity  and  weather  changes.  At  the  time  the  pa- 
tient. was  referred*  for  orthopedic  consultation  in 
November,  1955,  these  disabling  symptoms  in  the 
right  knee  had  persisted  for  several  months  without 
subsidence.  In  the  interim  the  left  knee  had  be- 
come completely  asymptomatic.  At  no  time  had 
there  been  any  immobilization  of  the  left  knee. 

Examination  in  November,  1955,  revealed  atrophy 
of  the  quadriceps,  increased  laxity  of  capsular 
ligamentous  structures,  and  pain  and  tenderness 
localized  to  the  external  lateral  femoral  condylar 
area  of  the  right  knee.  The  left  knee  was  normal. 
Figures  3 and  4 illustrate  the  roentge'nographie  find- 
ings at  t his  time. 

Comment 


Right  Left 


Fig.  3.  On  November  23,  1955,  six  years  postopera- 
tively,  residual  of  operated  defect  apparent  in  right 
knee.  Complete  resolution  in  left.  Note  associated 
incomplete  osseous  maturation  of  lateral  femoral 
condyle  in  right  knee  as  evident  by  increased  width  of 
lateral  tibial-femoral  space. 


Fig.  4.  Tangential  tunnel  view  more  clearly  reveals 
in  right  knee  the  irreversible,  postsurgical,  residual 
arrest  of  osseous  maturation  of  the  lateral  femoral 
condyle  with  irregularity  of  its  condylar  surface.  Com- 
pare with  normal  full  development  of  similar  condyle 
in  nonoperated  left  knee.  The  patient’s  chronic  clinical 
symptoms  with  regard  to  the  right  knee  are  those  of  a 
localized  chondritis  with  quadriceps  inadequacy;  the 
left  knee  is  asymptomatic. 


A study  of  this  case  is  instructive  because  the 
occurrence  of  symmetric  lesions  permits  con- 
trolled observation  and  evaluation  of  therapy. 
In  the  light  of  accumulated,  prerecorded  ex- 
perience, the  case  indicates  that  osteochondritis 
dissecans  in  growing  children  should  be  treated 
conservatively  when  the  fragment  is  retained  in 
its  niche.  This  is  apparently  true  even  if  the 
wall  of  the  crater  appears  sclerotic  and  the  nidus 
avascular  and  necrotic.  Reparative  processes 
in  the  young  are  potentially  excellent,  and  spon- 
taneous healing  by  revascularization  with  resti- 

*  Dr.  Theodore  Fink. 


tution  of  normal  structure  can  and  should  be 
permitted  to  occur.  As  long  as  the  fragment 
remains  in  its  parent-bed,  it  still  may  obtain 
sufficient  blood  supply  for  healing. 

If  conservative  therapy  is  adopted,  it  has  been 
advocated6-8  that  a plaster  cylinder  cast  be 
applied  to  immobilize  the  knee.  This  is  based 
on  the  belief  that  the  repeated  trauma  incidental 
to  normal  function  may  be  sufficient  to  prevent 
healing.  A study  of  the  case  presented  ques- 
tions the  necessity  of  such  rigid  immobilization. 
The  cast  does  not  prevent  end-to-end  weight 
stress.  It  does  enhance  quadriceps  muscle 
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atrophy  and  inhibits  joint  motion  essential  to 
nourishment  of  growing  cartilage.  It  is  reason- 
able to  assume  that  strenuous  activity  such  as 
indulgence  in  sports  may  be  unwarranted  and 
therefore  curtailed.  If  desired,  a simple,  elastic, 
foam-padded  knee  support  from  midcalf  to 
mid  thigh  may  be  used  until  healing  of  the  lesion 
occurs.  This  may  take  months.  The  clinical 
symptoms  of  the  undisplaced  fragment  are 
usually  mild.  There  may  be  vague  pain  or 
soreness  infrequently  accompanied  by  mild 
swelling,  often  subsiding  on  rest.  As  a rule  the 
symptoms  are  not  disabling,  nor  do  they  inter- 
fere with  schooling. 

It  is  self-evident,  however,  that  if  unremitting 
and  protracted  disabling  symptoms  exist,  re- 
course to  surgery  is  indicated.  Such  symptoms 
may  result  from  the  size  or  site  of  the  lesion  (for 
example,  involvement  of  the  patella)  or  from 
partial  extrusion  of  the  fragment  sufficient  to 
cause  gross  mechanical  incongruity  of  the  juxta- 
articular  surfaces  during  joint  motion.  These 
symptoms  are  evident  as  constant  pain,  frequent 
effusions,  locking,  restriction  of  motion,  and 
limp.  Persistence  of  symptoms  causes  marked 
quadriceps  atrophy  and  laxity  of  the  ligamentous 
capsular  apparatus  support  and  results  in  a 
chronically  weak,  vulnerable  joint.  To  avoid 
such  a consequence  surgery  should  be  performed 
and  should  be  confined  to  simple  removal  of  the 
fragment  and  curettage  of  the  crater  base  down 
to  the  vascular  bone  bed.  Wide  saucerization  of 
the  adjacent  circumventing  cartilage  may  cause 
inhibition  of  the  normal  osseous  maturation  of 
the  cartilaginous  epiphyseal  cap  with  growth 
arrest  and  irreversible  irregularity  of  condylar 
configuration  (Figs.  3 and  4). 

If  the  fragment  is  completely  extruded  into  the 
joint  cavity,  then  surgery  is  indicated  as  with 
any  other  joint  calculus  causing  mechanical 
derangement.  Here  arises  the  question  of 
curettage  of  the  parent  cavity.  In  cases  where 
trauma  has  caused  an  immediate,  complete 
detachment  of  the  fragment,  then  the  sole  aim 
of  treatment  should  be  removal  of  the  free  body 
by  utilization  of  a small  operative  exposure.  The 
parent  cavity  fills  with  blood  clot  which  will 
become  organized  and  possibly  even  will  become 
smoothed  over  with  fibrocartilage  to  the  level  of 
the  edges  of  the  crater.  A small  incision,  in- 
stead of  the  wide  parapatellar  exposure,  causes 
less  reaction  with  more  rapid  recovery,  partic- 
ularly when  the  operation  is  in  a recently  in- 


jured joint.  In  chronic  cases  in  which  extru- 
sion of  the  fragment  occurs  as  a gradual  process, 
it  is  advisable  to  remove  the  fibrous  wall  of  the 
cavity  bed  by  curettage  down  to  fresh  bleeding 
bone. 

In  addition,  it  is  axiomatic  that  regardless  of 
type  all  therapy  directed  to  knee  derangements 
should  include  restoration  and  maintenance  of 
quadriceps  strength.  This  is  best  accomplished 
by  progressive  exercises  performed  against 
resistance.  Residual  weakness  and  deficiency 
of  the  external  quadriceps  mechanism  cause 
increased  strain  on  the  supporting  ligaments  with 
resultant  stretch  and  laxity.  Such  a joint  be- 
comes vulnerable  to  unexpected  and  even  ordi- 
nary stresses  incidental  to  normal  activity.  Re- 
current effusions  and  synovitis  result  and  lead  to 
a chronically  disabled  joint. 

Conclusions 

A controlled  case  study  illustrates  and  con- 
firms prerecorded  observations  that  in  the  young 
and  growing  adolescent  conservatism  is  the 
treatment  of  choice  in  cases  of  osteochondritis 
dissecans  in  which  the  fragment  is  still  retained 
in  its  bed.  Plaster  casts  or  other  types  of  rigid 
immobilization  do  not  appear  to  be  necessary 
adjuncts  to  therapy.  On  the  contrary  they  may 
serve  to  enhance  undesirable  effects,  particularly 
quadriceps  muscle  wasting. 

Surgical  therapy  is  indicated  when  complete 
detachment  has  occurred  or  in  cases  where  the 
extent,  site  of  lesion,  or  degree  of  partial  pro- 
trusion causes  unremitting  symptoms. 

Radical  saucerization  of  the  surrounding  ad- 
jacent cartilaginous  cap  of  the  growing  epiphy- 
sis may  result  in  arrest  of  normal  osseous  matura- 
tion and  growth  development.  Therefore,  sur- 
gery should  be  confined  to  simple  removal  of  the 
fragment  and  curettage  of  the  crater  base  to 
bleeding  subchondral  bone. 

110-45  Queens  Boulevard 
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Acne  vulgaris  and  its  relationship  to  puberty 
and  the  ensuing  years  has  been  recognized 
for  centuries.  Although  much  has  been  learned 
about  this  condition,  there  is  no  panacea  for  its 
cure. 

The  disorder  is  usually  described  as  a chronic, 
inflammatory  condition  of  the  pilosebaceous  sys- 
tem manifested  by  comedones,  papules,  pustules, 
cysts,  and  nodules.  The  primary  lesion  is  de- 
rived from  the  fatty  plug  in  the  opening  of  the 
sebaceous  gland. 

The  face  is  most  commonly  involved,  but  it  is 
not  unusual  for  the  back,  chest,  and  arms  to  be 
affected.  As  a rule  seborrhea  is  associated  with 
the  acne.  The  occurrence  is  slightly  more  com- 
mon in  males  than  in  females,  appearing  most 
frequently  during  the  adolescent  years  with  spo- 
radic cases  in  the  earlier  and  later  years.  A gen- 
eral observation  is  that  it  occurs  less  frequently 
in  Negroes  than  in  the  total  population.  It  is 
also  thought  to  occur  less  frequently  among  those 
who  have  darker  skins  in  the  white  race. 

Causative  Factors 

Studies  of  a large  series  of  cases  from  the  point 
of  view  of  etiology  have  implicated  many  factors. 
It  has  been  suggested  that  there  is  a hereditary 
factor  since  many  persons  in  the  same  family  may 
be  affected. 

Endocrine  imbalance  has  been  mentioned  as 
being  significant.  A state  of  hyperactivity  of  the 
sebaceous  glands  has  also  been  considered  to  be 
important.  There  is  evidence  of  the  existence  of 
a thalamic  center  which  influences  fat  secretion, 
as  has  been  shown  in  experimental  animals. 
Allergy  to  certain  foods,  such  as  chocolate  or 
milk,  apparently  causes  some  exacerbation  of  the 
acne  activity.  That  water  balance,  which  is 
influenced  by  many  factors,  is  of  importance 
seems  to  be  indicated  by  the  acne  activity  dur- 
ing menstruation  in  some  females.  Some  of  the 
other  factors  believed  to  have  a part  in  the  etiol- 
ogy are  contact  inoculation,  fatigue  and  exhaus- 
tion, avitaminosis,  anemia,  constipation,  and 
squeezing  the  pustules  with  involvement  of 


adjacent  normal  sebaceous  glands. 

Methods  of  Treatment 

From  such  a partial  review  of  the  uncertain 
etiologic  factors,  one  can  readily  understand  the 
reasons  for  the  multiple  approaches  which  have 
been  used  in  treatment.  Such  treatment  con- 
sists of  local  therapy,  including  cleansing  and 
keratolytic  agents,  as  well  as  surgical  procedures 
for  incisions  of  pustules  and  extraction  of  come- 
dones. Physical  therapy  includes  x-ray,  ultra- 
violet light,  and  carbon  dioxide  slush.  Hor- 
monal therapy  in  the  form  of  liver,  thyroid, 
pituitary,  and  ovarian  extracts  has  been  used 
with  some  success.  Dietary  restrictions,  such  as 
elimination  of  chocolate,  iodized  salt,  and  fatty 
and  highly  seasoned  foods,  seem  to  be  of  value  in 
some  instances.  Various  vaccines  and  antibiot- 
ics have  been  used  with  widely  differing  opin- 
ions as  to  their  efficacy. 

From  the  many  reports  of  acne  studies,  it  ap- 
pears that  multiple  causative  factors  are  at  work, 
some  of  more  importance  than  others.  In  re- 
viewing the  treatment  it  seems  that  many  single 
and  combined  forms  of  therapy  have  a beneficial 
effect  on  the  course  of  the  disorder. 

Psychologic  Implications 

The  purpose  here  is  not  to  suggest  a specific 
form  of  treatment  for  acne  vulgaris  but  to  em- 
phasize, as  a part  of  the  total  treatment  program, 
some  elements  which  each  of  us  recognizes  but 
often  fails  to  utilize.  This  is  the  psychologic 
management  of  the  patient  suffering  from  acne. 

Since  most  acne  occurs  during  the  adolescent 
years,  it  is  with  this  age  group  that  we  are  mainly 
concerned.  It  is  a time  of  life  when  the  emo- 
tional barometer  is  keenly  attuned  to  the  forces 
and  influences  in  the  environment,  and  there  is 
almost  constant  motion  in  this  sensitive  instru- 
ment. It  is  a time  when  creative  urges  come  into 
the  foreground  and  youth  is  constantly  seeking 
self-expression  in  an  effort  to  establish  himself 
as  an  individual  in  his  own  right.  At  the  same 
time  there  is  an  increasing  need  to  modulate  these 
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forces  because  it  is  so  important  that  the  young 
person  belong  and  be  accepted  as  one  of  the 
group.  Emotional  responses  during  this  transi- 
tion from  childhood  to  adulthood  may  quickly  rise 
to  heights  of  spiritual  exhilaration,  only  to  come 
crasliing  rapidly  into  depths  of  dark  despond- 
ency. One  merely  has  to  recall  some  of  his  own 
reactions  during  these  vacillating  years  to  recog- 
nize the  quickly  shifting  patterns  of  this  age 
with  its  many  frustrations  and  disappointments. 

It  is  important  for  the  adolescent  to  present 
an  outward  appearance  similar  to  that  of  the 
group  in  which  he  functions.  This  is  evidenced 
particularly  by  the  synonymous  modes  of  dress 
in  boj'S  and  girls  of  this  age  group. 

Our  culture  is  such  that  possessing  a clear  skin 
is  of  great  importance,  as  shown  by  the  volume  of 
advertisement  of  various  soaps,  creams,  tonics, 
etc.  It  is  particularly  necessary  for  the  adoles- 
cent to  have  this  smooth  complexion  because  he 
is  so  sensitive  to  the  approval  or  disapproval  of  his 
contemporaries.  The  presence  or  absence  of  an 
outbreak  of  acne  may  determine  whether  the 
youth  is  rejected  or  accepted  by  the  group. 
If  he  is  repeatedly  rejected,  the  unfavorable  emo- 
tional response  most  probably  will  be  damaging. 
There  is  a common  belief,  handed  down  through 
the  years,  that  something  is  wrong  with  the  sex- 
ual life  of  the  person  afflicted  with  acne.  The 
implications  vary  all  the  way  from  excessive  mas- 
turbation to  promiscuity.  Such  distorted  beliefs 
are  sometimes  used  to  deride  and  chastise  the  un- 
fortunate individual,  thereby  increasing  his  dis- 
comfort and  forcing  him  into  deeper  isolation. 

With  the  coming  of  spring  and  the  warm 
sunshine  we  migrate  to  the  beaches,  to  our  roof- 
tops, or  out  on  our  lawns  for  long  hours  under  the 
sun  in  an  effort  to  acquire  a tan.  With  this  al- 
most universal  habit  in  our  country,  it  is  interest- 
ing to  note  the  lower  incidence  of  acne  among 
Negroes.  Might  not  our  intense  efforts  be  at- 
tributed to  a desire  to  emulate  darker-skinned 
people,  who  in  so  many  ways  seem  to  have  far 
more  freedom  in  their  emotional  reactions  than 
those  of  the  white  race?  It  is  suggested  that 
aside  from  the  direct  effect  of  the  ultraviolet 
light  on  the  skin,  the  emotional  freedom  found  by 
the  adolescent  while  obtaining  a good  suntan  may 
have  something  to  do  with  the  lessening  of  acne 
activity. 

A few  brief  suimnaries  obtained  in  discussions 
with  acne  patients  will  illustrate  some  of  the 
points  just  mentioned. 


Case  1. — A nineteen-year-old  white  male  had 
severe  acne  characterized  by  pustules  and  scarring. 
As  the  disorder  progressed,  he  became  very  mood.y 
and  tended  to  withdraw  from  social  activity.  He 
blamed  t his  withdrawal  on  his  acne  and  claimed  that 
other  people  acted  as  if  they  considered  him  unat- 
tractive. He  felt  guilty  over  masturbation  and  re- 
membered having  been  told  by  his  elders  that  if  he 
masturbated,  it  would  “cause  him  to  have  a bad 
complexion  and  drive  him  crazy.”  He  had  a con- 
stant feeling  that  his  face  was  dirty  and  his  whole 
bod}'  was  unclean. 

Case  2. — A young  man  tried  to  describe  fully  the 
suffering  he  had  experienced  during  his  late  adoles- 
cent years  when  his  acne  activity  was  at  its  height. 
He  had  been  very  active  in  athletics  and  was  a popu- 
lar member  of  the  class.  As  the  acne  condition 
grew  worse,  he  felt  alone  and  began  to  withdraw 
from  his  former  associates.  He  experienced  guilt 
over  masturbation,  “felt  different  from  others,”  and 
said  that  he  “did  not  belong  anywhere.”  He  had 
practically  discontinued  dating  for  a long  period  of 
time. 

Case  3. — This  young  girl  had  an  excellent  job 
with  a law  firm.  Her  acne  became  quite  severe  in 
the  late  adolescent  years  and  resulted  in  consider- 
able scarring.  She  became  so  concerned  about  the 
appearance  of  her  skin  that  she  gave  up  her  work. 
Not  until  the  acne  activity  subsided  did  she  begin  to 
emerge  from  her  isolation. 

Case  4. — This  young  man  had  unusually  severe 
acne.  He  considered  himself  physically  unattrac- 
tive and  became  involved  in  several  acts  of  juvenile 
delinquency.  He  felt  that  no  one  was  interested  in 
him  and  thought  of  his  antisocial  acts  as  a way  of 
striking  back  for  the  unkindness  he  had  experienced. 

Case  5. — This  young  girl  felt  that  her  skin  was 
unclean  and  unwholesome.  The  interpersonal  rela- 
tionships in  the  family  were  somewhat  askew,  she 
felt  alone,  and  she  had  no  meaningful  friendships 
with  her  contemporaries.  She  felt  guilty  over 
things  which  had  a sexual  connotation.  Many 
hours  were  spent  in  the  sun  because  “the  tan  makes 
me  more  attractive,  and  people  then  become  inter- 
ested in  me.”  The  time  spent  in  acquiring  this  tan 
was  accompanied  by  a feeling  of  freedom  from  her 
ordinary  concerns. 

These  descriptions  represent  verbalizations  of 
individuals  who  suffered  severe  acne.  However, 
the  thoughts  and  feelings  mentioned  are  very 
typical  and  are  expressed  by  many  of  the  other 
adolescent  patients  we  have  seen.  Repeatedly 
they  tell  of  their  guilt  feelings  over  sexual  mat- 
ters, of  feelings  that  they  are  unwholesome  and 
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i unworthy  and  that  they  are  unattractive  to 
other  people.  Their  discomfort  seems  to  be  in- 
tensified by  the  overwhelming  concern  of  their 
i mothers,  especially  among  the  girls.  In  many 
instances  this  excessive  concern  makes  it  more 
difficult  for  the  girl  to  discuss  her  feelings  and 
problems  with  her  mother,  resulting  in  a facili- 
tation of  the  anxiety. 

Psychologic  Management 

We  have  observed  repeatedly  that  if  a boy  or 
girl  afflicted  with  acne  is  shown  that  someone  is 
: genuinely  interested,  not  only  in  his  skin  ailment, 
but  in  him  as  a whole  person,  he  will  eagerly  dis- 
cuss his  anxieties  and  concerns.  Through  this 
process  one  can  almost  see  the  tension  disappear 
and  the  individual  become  more  comfortable. 

It  seems  to  be  of  utmost  importance  to  estab- 
lish an  atmosphere  of  freedom  in  which  the  acne 
patient  can  discuss  his  innermost  feelings  and 
problems.  After  this  is  accomplished,  we  can 
see  fairly  soon  an  improvement  in  his  skin  con- 


dition, as  well  as  in  his  over-all  functioning,  even 
though  the  choice  of  medication  varies  widely. 

Adolescents  who  come  to  the  doctor  for  treat- 
ment of  the  skin  also  need  to  discuss  their  con- 
flicts; therefore  it  is  most  important  that  the  doc- 
tor be  an  understanding  person.  If  the  doctor 
can  recognize  the  value  of  this  individual  and 
help  him  to  discard  his  feelings  of  guilt  and  un- 
worthiness, it  will  be  of  great  future  benefit  to 
both  patient  and  doctor.  This  patient  may  pre- 
pare the  way  for  other  people  with  emotional 
problems,  not  necessarily  related  to  acne,  but  who 
are  in  dire  need  of  guidance  and  someone  to  help 
them. 

The  close,  understanding  doctor-patient  re- 
lationship and  the  brief,  effective  psychotherapy 
which  is  within  the  capability  of  any  general 
physician  can  be  of  tremendous  long-range  value 
to  many  people  and  very  especially  to  the  adoles- 
cent affected  with  acne. 


The  author  wishes  to  express  appreciation  to  Anne  Howie, 
R.N.,  of  the  University  of  Virginia  Hospital,  for  sharing  with 
him  stories  of  her  many  experiences  with  acne  patients, 
similar  to  those  mentioned  in  the  paper. 
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Atopic  Dermatitis  Due  to  Inhalants 


H.  ELIAS  DIAMOND,  M.D.,  F.A.C.A.,  F.A.A.A.,  NEW  YORK  CITY 


Many  allergists  and  certainly  most  derma- 
tologists find  it  difficult  to  accept  in- 
halants as  an  important  cause  of  atopic  der- 
matitis. Yet  it  was  as  early  as  1918  that 
Walker,’  one  of  the  pioneers  in  the  field  of  allergy, 
demonstrated  its  reality  in  four  cases  of  derma- 
titis, two  being  due  to  timothy  and  ragweed 
pollen,  respectively,  and  the  other  two  to  horse 
dander. 

To  Rowe  and  Tuft  must  be  given  the  lion’s 
share  of  credit  for  their  determination  and 
persistence  in  pursuing  this  problem.  Rowe2-4 
repeatedly  emphasized  the  role  of  inhalants  in  the 
etiology  of  atopic  dermatitis  and  its  appro- 
priate treatment  by  desensitization  with  ex- 
tremely minute  doses  of  antigen.  Tuft5-9 
likewise  published  a series  of  articles  on  the 
importance  of  inhalants  in  the  etiology  and 
treatment  of  atopic  dermatitis. 

Other  investigators,  such  as  Cazort,10  Zakon 
and  Taub,11  Feinberg,12  and  Diamond,13  pub- 
lished case  reports  on  various  inhalants  pro- 
ducing atopic  dermatitis.  Chief  among  the 
offenders  were  house  dust,  pollens,  molds,  and 
horse  dander.  Similarly,  Epstein14  recom- 
mended house  dust  desensitization  in  cases  of 
generalized  atopic  dermatitis.  Recently  Jillson 
and  Piper15  wrote  on  the  same  subject. 

Not  all  dermatologists,  however,  seem  to  be 
ready  to  go  so  far  in  accepting  this  premise. 
Thus,  Kesten,16  in  discussing  the  role  of  in- 
halants, wrote,  “It  was  not  possible  to  prove 
that  any  of  the  substances  was  the  sole  cause  of 
the  eczema.”  Despite  this  she  reported  im- 
provement in  the  treatment  of  three  cases  by 
desensitization  with  ragweed  pollen.  The  cases 
were  aggravated  during  the  late  summer  and 
early  fall  and,  when  tested,  showed  positive 
dermal  reactions  to  ragweed. 

In  the  revised  edition  of  Vaughn’s  textbook  of 
allergy  (1948),  Black17  states  merely,  “Chronic 
dermatitis  may  develop  after  the  ingestion  or  the 
inhalation  of  allergenic  substances  which  are 
carried  throughout  the  blood  stream  to  the 
skin.” 

Further  evidence  that  inhalants  play  an  im- 
portant role  in  the  management  of  atopic  der- 


matitis was  obtained  by  this  writer18  in  1953 
when  he  reported  on  23  cases  of  atopic  dermati- 
tis and  gave  a detailed  account  of  nine  cases  in 
which  dust,  ragweed,  other  pollens,  and  molds 
were  found  to  be  etiologically  involved  in  atopic 
dermatitis.  Meanwhile,  many  additional  cases 
were  seen  in  private  practice  and  in  the  clinics 
of  the  Bronx  and  Fordham  Hospitals,  partic- 
ularly among  children  and  young  adults.  It 
appears  timely  to  call  attention  to  these  oc- 
currences, which  appear  to  be  far  from  rare. 
In  addition,  we  will  discuss  the  diagnosis  and 
therapeutic  approach. 

Of  526  cases  studied  during  the  period  from 
January,  1949,  to  November,  1955,  there  were  427 
cases  with  respiratory  symptoms  alone.  There 
were  63  cases  with  respiratory  allergy  and  derma- 
titis and  36  cases  with  dermatitis  alone.  Thus,  13 
per  cent  of  our  patients  with  respiratory  allergies 
were  suffering  from  atopic  dermatitis.  As  has 
previously  been  noted,18  frequent  association  of 
atopic  dermatitis  with  respiratory  allergy  at- 
tracted our  attention  to  the  possibility  that 
inhalant  antigens  may  be  a major  or  possibly 
dominant  factor  in  atopic  dermatitis. 

An  analysis  of  the  age  of  onset  of  99  cases, 
where  reliable  information  could  be  obtained,  is 
shown  in  Table  I.  Twenty-seven  of  36  patients 
with  dermatitis  before  the  age  of  five  also  had 
respiratory  complaints.  In  22  patients  der- 
matitis preceded  nasal  or  bronchial  allergy. 
This  is  in  marked  contrast  to  the  experience  in 
the  36  cases  with  both  dermatitis  and  respiratory 
allergy  first  noted  after  the  fifth  year  of  age 
where  respiratory  symptoms  preceded  derma- 
titis in  26  cases. 

One  cannot  overemphasize  the  value  of  a 
painstaking  history.  In  addition,  complete  blood 
counts,  urine  examinations,  and  sedimentation 
rates  have  been  performed  routinely  in  recent 
years.  Also  nasal  and  pharyngeal  smears  and 
cultures  are  done  if  a respiratory  infection 
accompanies  the  dermatitis. 

A study  of  blood  eosinophils  was  made  in  31 
cases  of  atopic  dermatitis  (Table  II).  When  the 
dermatitis  was  associated  with  the  respiratory 
symptoms,  50  per  cent  had  eosinophilia;  how- 
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TABLE  I.— Relation  of  Age  to  Onset  of  Respiratory  and  Dermal  Symptoms 


Dermatitis  Respiratory  Symptoms  • — Precedence  of  Symptoms  When  Both  Types  Present 

Age  Alone  and  Dermatitis  Respiratory  Preceding  Dermatitis  Preceding  Simultaneous 


0 to  6 months 
6 to  11  months 

1 to  2 years 
3 to  5 years 
6 to  10  years 
11  to  15  years 
16  to  20  years 
Over  20  years 

; Totals 


C 


10  1 

i 27 

8 I 

6 f36 


18 


63 


9) 


0 

1 

0 

1 


2) 


29 


28 


6 


TABLE  II. — Blood  Eosinophilia  in  31  Cases 


' Eosinophilia  — ^ 

Present  Absent 

Total 

Dermatitis  alone 

2(13%) 

12  (87%) 

14 

Dermatitis  with  respiratory 
symptoms 

10(59%) 

7(41%) 

17 

— 

— 

— 

Totals 

12  (39%) 

19(61%) 

31 

I ever,  when  the  dermatitis  occurred  alone,  only 
13  per  cent  showed  eosinophilia.  (Five  per  cent 
eosinophils  is  considered  normal.) 

Practically  every  case  was  found  to  be  sensi- 
tive to  house  dust,  which  is  the  general  expe- 
rience. Of  the  pollens,  ragweed  is  the  most 
common  reactor,  and  timothy  (grass)  and  tree 
pollen  (oak  and  birch)  are  next  in  frequency. 
Sheep’s  wool,  because  of  its  frequent  use  in 
clothing,  is  next  in  order.  Cases  of  mold  and 
kapok  sensitivity,  while  not  seen  often,  do  occur. 
Animal  dander  may  also  produce  atopic  der- 
matitis. Any  combination  of  these  antigens 
may  of  course  occur. 

The  experience  of  over  six  years  has  taught 
us  that  the  desensitizing  treatment  of  dermatitis 
requires  a different  approach  from  that  of  re- 
' spiratory  allergies  as  far  as  optimal  dosage  is 
concerned.  We  observed  that  with  the  amounts 
of  antigen  routinely  used  for  respiratory  al- 
lergies there  was  sometimes  an  exacerbation  of 
the  dermatitis  after  the  injection  of  extracts  for 
the  purpose  of  testing  or  treatment.  Therefore, 
we  attempted  to  use  smaller  doses  for  the  treat- 
ment of  the  dermatitis.  With  these  smaller 
doses  we  saw  a remarkable  improvement  in 
therapeutic  results.  Similar  observations  were 
independently  made  by  Walker,1  Rowe,2-3  Ep- 
stein,14 and  Jillson  and  Piper.15  Similarly, 
Tuft9  states  that  “at  times  minute  doses  may  be 
given.” 


Such  therapy  has  to  be  adjusted  to  the  needs 
of  the  patient.  As  a rule  treatment  is  begun  with 
0.1  ml.  of  a 1:5,000  or  a 1:50,000  dilution  of 
house  dust*;  for  all  pollens  treatment  is  begun 
with  0.1  ml.  of  a solution  of  0.00001  mg.  N per 
ml.  If  the  results  are  satisfactory,  the  dose  for 
subsequent  injections  is  not  necessarily  increased. 
If  local  reactions  are  absent,  the  dose  may  be 
increased  by  10  per  cent  at  two,  three,  or  four- 
day  intervals  to  an  upper  limit  of  about  twice  the 
starting  dose  of  house  dust,  pollens,  sheep’s 
wool,  and  kapok.  For  molds  the  dose  is 
determined  by  the  local  reaction  and  system- 
atic disturbance  produced.  It  must  again  be 
emphasized  that  if  a respiratory  infection  en- 
sues, treatment  is  stopped  or  the  dosage  is 
lowered  temporarily  until  the  infection  subsides. 
The  cooperation  of  the  patients  in  reporting 
progress  and  their  reactions  to  treatment  are  of 
great  importance  in  determining  the  best  course 
of  treatment. 

Under  a regime  of  immunologic  therapy  as 
outlined  above,  little  additional  therapy  is 
needed.  A minimum  of  local  therapy  is  given. 
Where  infection  complicates  either  the  der- 
matoses or  the  concomitant  respiratory  allergy, 
every  measure  should  be  employed  to  treat  or 
remove  this  factor.  Adequate  treatment  with 
an  antibiotic  given  orally  or  by  means  of  an 
aerosol  appears  to  be  particularly  helpful  in  this 
respect. 

The  question  arises  as  to  just  what  to  do  with 
those  cases  which  have  a combination  of  bron- 
chial asthma  or  hay  fever  and  atopic  dermatitis. 
Our  impression  is  that  with  small  doses  we  can 
accomplish  both  therapeutic  objectives  more 
often  than  not. 

* Extracts  of  house  dust  and  pollens  were  prepared  by 
the  author.  The  mold  extracts  and  the  food  extracts  were 
purchased  from  the  Center  Laboratories,  Port  Washington, 
New  York. 


February  15,  1957 


755 


H.  ELIAS  DIAMOND 


Case  Reports 

The  following  cases  havre  been  selected  to  show 
procedures  employed  and  the  results  obtained  in 
typical  cases  and  to  emphasize  certain  practical 
points.  Also  the  need  for  restricting  therapy  to 
small  quantities  of  extract  is  shown  by  these  two 
cases  of  atopic  dermatitis. 

Case  1.* — J.  C.,  age  twelve,  female,  was  first 
seen  in  the  Pediatric  Allergy  Clinic  of  Fordham 
Hospital  on  April  12,  1951.  Her  chief  complaint 
was  difficulty  in  breathing  and  a disfiguring  eruption 
around  the  mouth. 

She  had  had  eczema  of  the  face  and  in  the  back 
of  the  ears  at  the  age  of  six  weeks  while  on  breast 
feeding.  This  condition  of  the  face  was  unsuccess- 
fully treated  by  private  physicians  and  in  various 
clinics.  It  was  thought  at  that  time  to  be  due  to 
breast  milk  and  to  orange  juice,  which  had  just  been 
introduced  in  the  diet.  The  elimination  of  orange 
juice  and  the  substitution  of  cow’s  milk  and  later 
Mull-Soy  as  a milk  substitute  were  of  no  avail.  The 
diet  was  continued  until  the  age  of  two.  When  the 
child  was  three  years  old,  the  eczema  of  the  face 
cleared  spontaneously.  The  eruption  around  the 
corners  of  the  mouth  made  its  first  appearance  at 
the  age  of  six  years.  The  difficulty  in  breathing 
appeared  the  following  September. 

On  physical  examination  the  eruption  of  the  face 
was  seen  to  consist  of  a weeping,  pruritic,  scaling, 
crusting  dermatitis  on  a purplish  base  extending 
about  an  inch  in  all  directions  from  the  mouth. 
The  popliteal  areas  showed  a scaling,  erythe- 
matous eruption,  and  there  was  loss  of  pigment  in 
the  cubital  fossae.  Respiratory  symptoms  were 
notably  absent  at  the  time  of  examination. 

Intradermal  tests  showed  positive  reactions  to 
house  dust  (Endo)  and  to  ragweed  combined  and 
mixed  grasses  (Arlington).  Treatment  for  the 
bronchial  asthma  was  started  with  doses  of 
0.1  ml.  of  house  dust  1:40,000  and  ragweed  1:50,- 
000.  The  dosage  was  increased  in  increments  of 
about  50  per  cent.  The  mother  noted  that  im- 
mediately after  each  treatment  the  eruption  of  the 
face  became  more  pronounced.  The  dose  of  both 
extracts  was  lowered  to  0.1  ml.  of  house  dust  1:- 

400.000  and  ragweed  1:500,000.  The  dermatitis 
of  the  face  began  to  clear.  Experimentally  we 
again  employed  the  initial  dose  of  house  dust  1:- 

40.000  and  ragweed  1:50,000  After  twenty- 
four  hours  reddening  and  marked  itching  in  the 
zone  of  the  facial  dermatitis  was  observed.  Again 
the  dose  was  lowered,  and  the  eruption  cleared. 
Treatment  was  continued  at  two  to  four-week 


* I am  much  obliged  to  Dr.  J.  Golomb,  Director  of  Pediat- 
rics, Fordham  Hospital,  for  his  permission  to  include  this 
case  in  this  report. 


intervals.  At  present,  after  four  and  one-half 
years,  no  recurrence  of  the  eruption  has  been  noted.  ^ 
The  pollen  asthma  is  well  controlled.  The  child  ^ 
occasionally  develops  hives  after  eating  incom- 
pletely cooked  meats. 


Case  2. — B.  R.,  age  nine,  female,  was  seen  on 
January  7,  1954,  with  a history  of  a weeping  eczema 
of  the  face  for  the  past  thirteen  months.  There 
was  a history  of  a running  nose  from  late  May 
until  October.  This  condition  was  untreated  ex- 
cept for  the  use  of  antihistaminic  drugs.  Elimina- 
tion diets  had  been  tried  without  success.  The 
dermatitis  was  aggravated  during  the  month  of 
September. 

Objective  findings  included  weeping  dermatitis 
of  the  face  extending  below  the  lower  lip  to  the  far 
corners  of  the  mouth.  There  were  bleeding  cracks 
in  the  lips.  It  was  difficult  for  her  to  eat  solid 
foods.  The  child  was  self-conscious  and  highly 
nervous. 

On  intradermal  tests  4 plus  reactions  were  elicited 
by  house  dust,  ragweed,  and  timothy  grass. 
There  were  also  4 plus  reactions  to  wheat,  beef, 
lamb,  pork,  and  veal,  although  the  child  could  eat 
any  of  these  foods  without  affecting  the  dermatitis. 
Erythrocytes,  leukocytes,  and  hemoglobin  deter- 
minations were  within  normal  limits.  There  were 
5V2  per  cent  eosinophils  on  the  differential  smear. 
Smears  disclosed  numerous  leukocytes  and  a mod- 
erate number  of  eosinophils  in  the  nasal  secretion 
and  a few  leukocytes  and  no  eosinophils  in  the 
pharynx. 

Treatment  was  started  with  0.1  ml.  of  house 
dust  1:50,000  and  ragweed  and  timothy  0.000001 
at  two  to  three-day  intervals.  The  dose  was 
cautiously  increased  by  steps  of  0.01  ml.  until  0.17 
ml.  of  each  antigen  was  used.  The  dermatitis  of 
the  face  cleared  without  any  local  medication. 
Syrup  of  Neo-Calglucon,  5 Gm.  four  times  daily, 
was  given  orally.  By  January  15,  1954  (after 
three  treatments),  she  was  able  to  open  her  mouth 
with  ease  and  take  solid  foods.  Improvement 
continued  until  February  9,  1954,  when  a respira- 
tory infection  aggravated  the  dermatitis  in  the  face. 
The  eruption  spread  to  the  hands. 

At  this  point  bacteriologic  studies  were  done. 
Nasal  culture  showed  alpha  hemolytic  strepto- 
coccus and  Neisseria  meningitidis,  throat  culture 
showed  predominantly  nonhemolytic  streptococcus. 
Argyrol  packs  and  Terramycin  (which  had  been 
found  to  be  effective  against  the  microorganisms 
present)  in  aerosol  form  (50  mg.  per  ml.)  were 
given  intranasally  twice  weekly  for  a month.  On 
February  15,  1954,  after  three  aerosol  treatments 
the  mother  reported  that  the  facial  eruption  had 
now  completely  disappeared  for  the  first  time  in 
fifteen  months  (see  comment  below).  Treatment 
with  pollen  and  dust  antigens,  as  described  above, 
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continued  until  August  19,  1954.  The  only  symp- 
toms that  the  child  had  during  the  ensuing  six 
months  were  a clogged  nose  during  the  month  of 
June,  1954.  On  December  18,  1954,  the  child  was 
returned  for  treatment  because  the  eruption  of  the 
face  reappeared.  With  renewed  treatment  with 
house  dust  and  the  pollen  extracts,  the  dermatitis 
quickly  vanished. 

Comment 

The  use  of  extremely  minute  doses  of  antigen, 
as  exemplified  in  the  case  reports,  is  essential  in 
the  successful  management  of  atopic  derma- 
titis. Our  cases  comprised  children  and  adults 
in  approximately  even  proportions.  The  re- 
ports of  Rowe4  and  Tuft9  concern  children  only. 
Whether  this  type  of  atopic  dermatitis  is  more 
prevalent  in  children  than  in  adults  can  only  be 
decided  by  more  extensive  experience. 

Once  a proper  diagnosis  is  made,  the  results  of 
therapy  are  most  gratifying.  The  question 
arises  as  to  whether  the  treatment  should  be 
maintained  perennially  or  on  any  other  schedule. 
In  our  experience  the  perennial  method  offers 
the  best  solution,  as  it  does  in  most  allergy  cases, 
since  we  observe  the  patient  more  thoroughly 
and  can  treat  any  intercurrent  respiratory 
affection. 

Our  experience  with  the  reappearance  of 
dermatitis  at  periods  of  intercurrent  respiratory 
infections  merits  emphasis.  This  possibility 
should  be  explained  to  the  patient  in  order  to 
avoid  disappointment  from  setbacks  of  a tem- 
porary nature.  It  should  also  be  mentioned 
that  the  possibility  of  a reaction  to  the  desen- 
sitizing therapy  at  the  site  of  the  rash  is  def- 
initely increased  during  the  time  of  intercurrent 
infection.  We  find  it  advisable  to  decrease 
doses  during  these  critical  periods. 

Among  our  patients  with  respiratory  allergy, 
incidence  of  atopic  dermatitis  is  high;  approx- 
imately 13  per  cent  of  490  patients  were  thus 
affected  (Table  I;  see  also  reference  18).  A 
similar  incidence  was  noted  by  Rowe.4  No 
valid  data  on  the  incidence  of  atopic  dermatitis 
in  the  general  population  are  available.  The 
dermatologists,  whose  patients  probably  approx- 
imate a random  sample  of  the  population  more 
closely  than  do  an  allergist’s,  do  not  seem  to  see 


very  many  cases  of  the  type  described  here. 
However,  it  is  quite  possible  that  the  etiologic 
factors  of  an  inhalant  nature  sometimes  may  be 
overlooked  in  situations  in  which  not  much 
attention  is  being  paid  to  the  causal  relations 
discussed  in  this  paper. 


Summary 

1.  The  management  of  atopic  dermatitis  is 
an  important  problem  in  medical  practice.  The 
prognosis  has  been  greatly  improved  by  modern 
technics  of  specific  desensitization. 

2.  A study  of  526  cases  over  a six-year  period 
revealed  that  among  427  cases  with  respiratory 
allergic  symptoms,  63  had  also  allergic  derma- 
titis. Thirty-six  cases  with  dermatitis  alone 
were  seen. 

3.  Atopic  dermatitis  requires  a careful  study 
of  the  specific  causation  of  each  individual  case. 

4.  The  condition  responds  to  specific  therapy 
if  the  treatment  is  properly  organized  and  car- 
ried through.  This  is  true  with  both  children 
and  adults. 

5.  Recurrence  or  worsening  of  atopic  derma- 
titis is  often  seen  in  the  presence  of  intercurrent 
respiratory  infections. 

1749  Grand  Concourse 
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Case  History 

First  Admission. — The  patient  was  a fifty- 
five-year-old  swimming  instructor  who  was 
admitted  to  the  hospital  complaining  of  shortness 
of  breath  and  palpitation. 

The  patient  claimed  that  she  had  been  in  good 
health  until  approximately  thirty  days  before  her 
admission  when  she  noticed  dyspnea  on  exertion. 
Later  she  developed  rapid  heart  action  and 
nocturnal  dyspnea  which  caused  her  to  get  out 
of  bed  and  sleep  the  remainder  of  the  night  in  a 
chair.  She  had  vague,  fleeting  precordial  pains 
from  time  to  time  which  did  not  seem  to  be 
related  to  exertion.  She  denied  cough  or  swelling 
of  the  ankles. 

The  patient  claimed  that  she  had  been  able  to 
do  her  work  as  a swimming  instructor  without 
difficulty  all  her  life.  Approximately  ten  and 
eight  years  previously  she  had  had  two  operations 
in  which  first  one  tube  and  ovary  were  removed 
and  then  a complete  hysterectomy  was  done. 
Her  family  history  was  noncontributory. 

Examination  showed  a well-developed  and  well- 
nourished  woman  who  appeared  to  be  in  no  dis- 
tress. The  lungs  were  clear.  The  heart  was 
regular  with  no  murmurs.  The  liver  could  not 
be  palpated,  and  the  extremities  showed  no 
edema.  The  temperature  was  normal,  pulse 
100,  and  respirations  20.  The  blood  pressure  was 
146/100. 

The  urinalysis  wras  negative;  a complete  blood 
count  was  normal,  and  the  sedimentation  rate 
was  2.  An  x-ray  of  the  chest  showed  “cardiac 

* From  the  Department  of  Cardiology,  Meyer  Memorial 
Hospital,  Buffalo,  New  York. 
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Fig.  1.  “Cardiac  enlargement  of  the  hypertensive 
type”  shown  by  x-ray. 


enlargement  of  the  hypertensive  type”  (Fig.  1). 
The  electrocardiogram  showed  flat  T waves  in 
all  the  standard  leads  and  in  aVL.  The  sum  of 
the  S wave  in  Vi  and  the  R wave  in  V5  was  35 
mm.  The  T waves  of  V5  and  V6  were  inverted. 

The  patient  remained  in  the  hospital  three  days 
and,  because  she  was  as}Tnptomatic,  insisted  on 
being  discharged. 

Second  Admission  (Seven  Months  Later). — 
After  discharge  the  patient  did  well  for  a short 
time,  but  then  dyspnea  returned,  and  dependent 
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edema  first  became  manifest.  Mercurial  diuret- 
ics and  ammonium  chloride  controlled  the  edema 
for  a period.  For  several  weeks  before  her 
readmission  the  edema  had  become  worse  and 
had  involved  the  thighs.  Nocturnal  dyspnea 
recurred;  she  became  weak,  complained  of  pains 
in  the  epigastrium,  and  had  nausea. 

On  examination  she  appeared  acutely  ill  and 
dyspneic  at  rest.  There  were  a few  rales  at 
both  lung  bases.  The  heart  sounds  were  distant 
with  a grade  II  systolic  murmur  at  the  apex. 
The  liver  was  palpable  two  fingerbreadths  below 
the  costal  margin,  and  there  was  2 plus  edema 
of  the  legs  as  high  as  the  mid-thighs. 

The  temperature  was  normal,  pulse  120, 
respirations  30.  The  blood  pressure  was  90/72. 
Urinalysis  showed  no  change  from  the  previous 
examination.  The  complete  blood  count  and 
sedimentation  rate  were  the  same.  The  non- 
protein nitrogen  was  24;  serum  sodium  chloride 
was  450  (normal  570  to  620).  Total  serum  pro- 
teins were  4.4  Gm.  with  albumin  3.4  and  globulin 
1.0. 

A portable  x-ray  of  the  chest  showed  “marked 
cardiac  enlargement  of  the  hypertensive  type,” 
as  well  as  an  area  of  increased  density  just 
lateral  to  the  right  border  of  the  heart.  The 
electrocardiogram  showed  a small  Q wave  in 
standard  lead  I and  a Q wave  of  0.04  second 
duration  in  lead  aVL.  The  high  R wave  in  V5 
had  disappeared. 

The  patient  responded  very  slowly  to  treat- 
ment. Her  sodium  chloride  rose  to  607  mg.  per 
cent.  Diuretic  response  to  mercurials  finally 
resulted  in  a total  loss  of  24  pounds.  Her 
venous  pressure  before  this  response  was  the 
equivalent  of  220  mm.  of  water,  and  her  arm-to- 
tongue  circulation  time  was  thirty-nine  seconds. 
The  highest  blood  pressure  recorded  was  160/180, 
and  it  usually  was  in  the  range  of  90/70.  She 
was  discharged  approximately  two  months  after 
admission. 

Third  Admission  (Fourteen  Months  Later). 
— The  patient  had  been  studied  at  another 
hospital.  The  pertinent  parts  of  their  report  are 
as  follows:  “General  symptomatology  was 

dyspnea,  orthopnea,  and  paroxysmal  breathless- 
ness of  one  year  duration.  The  blood  pressure 
was  95/78,  pulse  126,  and  temperature  99.4  F. 
There  were  congested  and  pulsating  neck  veins. 
The  heart  showed  a grade  II  systolic  murmur  at 
the  apex  and  at  the  tricuspid  area;  there  was  a 
diastolic  gallop  at  both  sites.  The  lungs  were 


clear.  The  liver  was  palpable  one  to  two  fingers 
down  and  was  slightly  tender.  There  was  no 
edema  of  the  extremities.  The  venous  pressure 
was  210  with  a circulation  time  of  forty-five 
seconds.  Blood  chemistries  were  normal  as 
were  liver  function  tests.  Basal  metabolic 
rate  was  within  normal  limits.  The  electrocar- 
diogram revealed  sinus  tachycardia  with  an 
intraventricular  conduction  disturbance  involving 
the  left  bundle.  There  were  good  pulsations  of 
the  cardiac  silhouette  on  fluoroscopy;  enlarge- 
ment was  maximal  in  the  region  of  the  left 
auricle  and  left  ventricle.  Angiocardiography 
revealed  an  enlargment  of  all  cardiac  chambers, 
the  etiology  not  determinable.” 

Her  readmission  to  this  hospital  was  due  to  a 
progression  of  her  symptoms.  She  was  now 
dyspneic  at  rest  and  cyanotic.  There  was 
almost  continuous  nausea. 

The  only  changes  on  physical  examination 
were  that  the  patient  was  now  cyanotic,  the 
lungs  showed  rales  at  both  bases,  and  the  heart 
sounds  were  of  poor  quality  and  distant;  the 
liver  was  enlarged  to  three  fingerbreadths  below 
the  costal  margin.  The  temperature  and  pulse 
were  normal,  but  respirations  were  30;  the  blood 
pressure  was  120/82. 

Urinalysis  and  blood  count  showed  no  change. 
The  nonprotein  nitrogen  and  serum  sodium 
chloride  were  still  within  normal  limits;  serum 
potassium  was  4.9  mEq. 

In  the  hospital  she  was  continued  on  the 
same  therapy  and  slowly  improved  so  that  she 
was  able  to  return  to  her  home  in  two  weeks. 

Final  Admission  (Three  Months  Later). — 
During  this  interval  the  patient  was  continued  on 
the  same  treatment.  She  was  unable  to  do 
anything,  leading  a bed  and  chair  existence;  in 
spite  of  this  her  symptoms  relentlessly  progressed 
until  she  had  to  be  readmitted  to  the  hospital. 
On  admission  the  patient  had  dyspnea,  cyanosis, 
and  Cheyne-Stokes  respiration.  There  were 
no  new  findings  on  physical  examination.  The 
heart  tones  were  barely  audible,  and  peripheral 
edema  was  marked. 

Urinalysis  and  a complete  blood  count  showed 
no  change.  Nonprotein  nitrogen  was  97  and 
carbon  dioxide  combining  power  23  volumes  per 
cent.  Total  protein  was  6.3  with  albumin  4.0 
and  globulin  2.3.  An  electrocardiogram  showed 
an  intraventricular  conduction  delay  of  0.11 
second. 

The  patient  failed  to  respond  to  therapy  and 
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gradually  became  comatose.  Her  temperature 
rose  to  105  F.  preterminally,  and  she  died  on  the 
tenth  day  after  admission. 

Discussion 

Dr.  Dexter  S.  Levy:  It  is  the  function  of 
the  heart  to  maintain  an  adequate  output  of  blood 
at  all  times.  From  the  protocol  it  is  quite 
apparent  that  for  fifty-five  years  this  woman  was 
able  to  maintain  an  adequate  output,  and  then 
acutely  (because  I think  symptoms  of  a month 
duration  are  acute)  she  had  signs  and  symptoms 
indicative  of  an  inability  of  the  heart  to  carry 
on  its  normal  work. 

In  reading  the  protocol  I was  immediately 
impressed  by  the  fact  that  this  woman  had  been 
an  athlete.  The  English  have  shown  that 
swimming  and  marathon  racing  are  two  athletic 
pursuits  which  may  be  associated  with  cardiac 
hypertrophy.  While  the  term  “athlete’s  heart” 
is  ambiguous,  I feel  that  it  merits  brief,  if  still 
controversial,  mention.  What  is  the  “athlete’s 
heart?”  The  answer  may  be  twofold:  (1) 

It  is  the  heart  of  the  normal  athlete  which  shows 
a slow  rate  and  physiologic  increase  in  size  as  a 
result  of  the  demand  placed  on  it,  or  (2)  it  is  the 
heart  of  an  athlete  which  became  hypertrophied 
and  which  will  go  into  failure  more  easily  if 
another  cause  of  heart  disease  is  added.  I men- 
tion this  because  I think  she  was  an  athletic 
woman. 

From  the  available  data  I think  we  can  quite 
quickly  exclude  the  usual  forms  of  congenital 
heart  disease  which  may  be  associated  with 
enlargement.  In  some  of  these  cases  the  body 
build  itself  may  be  helpful  in  indicating  the 
presence  of  congenital  heart  disease.  I am  sure 
you  all  realize  that  disproportion  between  the 
upper  and  lower  parts  of  the  body  frequently 
occurs  in  coarctation  of  the  aorta.  While  the 
initial  hypertension  of  146/100  might  suggest 
the  possibility  of  coarctation,  the  fact  that  this 
woman  was  fifty-five  without  any  other  evidences 
of  coarctation  made  it  unlikely.  However, 
coarctation  is  not  the  only  lesion  that  gives  you 
a lead  when  you  look  at  the  patient.  The  habitus 
gracilis,  at  times  seen  in  auricular  septal  defects 
or  in  patent  ducti,  was  not  present  here.  I have 
seen  several  patients  with  auricular  septal  defect 
who  have  lived  to  over  fifty  years  of  age  with  the 
development  of  congestive  failure  terminally. 
But  in  auricular  septal  defects  per  se  or  in  pul- 
monary stenosis  associated  with  septal  defect, 
right  ventricular  hypertrophy,  characteristic 


murmurs,  and  a more  progressive  course  from 
earlier  in  life  usually  are  seen.  Therefore,  I 
would  dismiss  congenital  heart  disease  as  an 
etiologic  factor. 

I introduced  this  discussion  by  saying  that 
heart  failure  is  an  inability  of  the  heart  to  carry 
on  its  normal  function.  Since  we  know  that 
heart  failure  may  present  itself  primarily  with 
symptoms  referable  to  either  the  pulmonary  or 
systemic  circuits,  I think  the  initial  symptoma- 
tology reflects  pulmonary  hypertension.  Dyspnea 
as  a major  manifestation  of  left  ventricular 
disease  is  an  extremely  important  symptom. 
While  it  is  surprising  to  read  the  protocol  and 
find  no  initial  signs  referable  to  left  ventricular 
failure,  one  can  say  that  there  are  phases  of  early 
acute  left  ventricular  failure  which  may  present 
with  dyspnea  and  show  no  pulmonary  signs. 
Pulmonary  hypertension  secondary  to  left  ven- 
tricular disease  usually  results  from  one  of  three 
major  causes:  hypertension,  aortic  valvular 
disease,  or  coronary  artery  disease.  This  latter 
cause  could  be  amplified  by  listing  a number  of 
diseases  which  can  affect  the  coronary  arteries, 
such  as  the  collagen  diseases,  which  would  include 
rheumatic  fever,  lupus  erythematosus,  and  peri- 
arteritis nodosa.  In  this  patient  there  were  no 
symptoms  or  signs  or  laboratory  data  enabling 
us  to  fit  her  into  the  collagen  disease  group. 
The  absence  of  murmurs  was  evidence  that  aortic 
valvular  pathology  did  not  exist.  The  other 
possibility,  hypertension,  was  not  clearly  demon- 
strated. A blood  pressure  of  146/100  in  a woman 
who  had  symptoms  and  signs  of  congestive  failure 
does  not  in  itself  indicate  hypertensive  vascular 
disease.  We  know  that  frequently  in  the  pres- 
ence of  congestive  failure  hypertension  of  this 
degree  may  occur.  The  variable  blood  pressure 
readings  in  this  case  fail  to  impress  me  as  being 
suggestive  of  this  etiologic  factor.  Rest  is 
often  sufficient  for  subsidence  of  the  symptoms 
in  the  first  stage  of  left  ventricular  failure,  as 
demonstrated  in  this  case. 

The  improvement  noted  on  rest  was  apparently 
transient,  however,  because  she  was  soon  back 
showing  signs  and  symptoms  indicating  pro- 
gression of  congestive  heart  failure.  We  like 
to  think  of  congestive  failure  as  initially  left- 
sided or  right-sided,  but  truly  there  is  no  isolated 
type  of  failure.  When  one  sees  a beginning 
failure  of  one  ventricle,  that  is  usually  the  com- 
monest cause  for  subsequent  failure  of  the  other. 
In  this  case,  when  orthopnea  and  nocturnal 
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dyspnea  appeared,  we  had  evidence  of  the  pro- 
gression of  left  heart  failure  with  pulmonary 
hypertension.  There  were  no  signs  by  x-ray 
(Fig.  1)  or  by  clinical  findings  to  indicate  she  was 
a case  of  bronchopulmonary  disease.  Therefore, 
we  are  still  in  the  same  position  of  trying  to  under- 
stand what  produced  her  heart  failure.  With 
initial  left-sided  failure  eventual  systemic  failure 
can  be  anticipated  with  the  development  of 
systemic  hypertension,  increased  venous  return, 
increased  venous  pressure,  and  congestive  failure 
of  the  right  side.  This  in  turn  reflects  itself  in 
the  laboratory  findings  described  here  of  increased 
venous  pressure  and  circulation  times.  In  addi- 
tion, one  finds  an  enlarging  liver  as  further 
evidence  of  right-sided  failure. 

With  the  sudden  onset  of  congestive  failure  in 
a woman  of  this  age,  we  must  ascertain  whether 
this  failure  was  due  to  increased  demand  by  the 
tissues  with  a resultant  high-output  type  of 
failure,  as  suggested  by  the  persistent  tachycar- 
dia, or  whether  the  tachycardia  was  a compensa- 
tory mechanism  in  a failure  of  the  back-pressure 
type.  The  circulation  time  in  this  case  seems 
important  to  me  because  in  the  usual  case  of  so- 
called  high-output  failure  one  finds  an  increased 
speed  of  the  circulation  time.  Thus,  with  these 
primary  evidences  of  pulmonary  hypertension,  a 
seven-month  delay  in  the  development  of  right- 
sided failure,  and  increased  venous  pressure  and 
circulation  time,  I think  we  have  evidence  to 
support  the  diagnosis  of  primary  left-sided  disease 
with  secondary  right-sided  failure. 

Since  we  had  no  evidence,  as  I have  already 
intimated,  to  indicate  the  presence  of  primary 
valvular  pathology  and  since  the  basic  signs 
described  in  the  protocol  are  not  those  of  endocar- 
dial origin,  our  thinking  must  include  those 
conditions  which  may  affect  the  myocardium 
and  result  in  heart  failure.  We  must  include 
infection  or  inflammation,  degenerative  disease, 
and  deficiency  of  certain  substances,  such  as 
vitamin  B.  Infection  in  this  case  is  very  hard  to 
imagine.  While  I will  concede  that  in  the  pres- 
ence of  congestive  heart  failure  the  sedimenta- 
tion rate  may  be  low  or  normal,  I cannot  corre- 
late the  clinical  picture  with  the  common  causes 
of  active  myocarditis,  such  as  rheumatic  fever, 
specific  infections  due  to  bacteria,  or  nonbacterial 
infections.  Nor  can  I believe  that  one  of  them 
was  responsible  for  the  pathology  in  this  case. 
The  signs  of  myocarditis  often  may  include  a pulse 
rate  out  of  proportion  to  fever,  as  seen  in  this  case, 


but  such  tachycardia  is  persistent  and  unyielding 
unless  a specific  cause  can  be  found.  Rheumatic 
fever  is  usually  a pancarditis,  and  one  would 
expect  to  find  more  evidence  of  pericardial 
involvement  and  endocardial  change. 

The  murmur  described  was  not  pathologic  in 
origin,  in  my  opinion.  I feel  the  murmur  was 
physiologic  since  it  was  described  as  a blowing, 
soft  murmur  of  grade  II  intensity.  I do  not 
know  how  much  the  gradation  of  murmurs  is  used 
in  this  hospital,  but  gradation  has  been  a helpful 
form  of  interpretation  for  many  years.  Mur- 
murs less  than  grade  III  are  usually  considered  as 
physiologic,  while  those  above  grade  III  are  con- 
sidered to  be  organic  in  origin.  Grade  III  mur- 
murs can  be  either,  depending  on  other  findings 
in  the  case.  I think  this  systolic  murmur  was 
more  the  result  of  a physiologic  mitral  insuffi- 
ciency secondary  to  the  enlargement  of  the  heart, 
i.e.,  a physiologic  alteration  at  the  mitral  ring 
resulting  in  insufficiency  of  the  mitral  valve. 
I have  given  thought,  in  attempting  to  prove  to 
myself  whether  or  not  this  was  bacterial  endocar- 
ditis, to  the  absence  of  petechiae  or  splintered 
hemorrhages,  the  lack  of  the  usual  febrile  response, 
the  blood  count,  and  the  lack  of  a palpable  spleen. 
All  made  me  feel  that  this  was  merely  didactic 
thinking  and  ruled  out,  in  my  opinion,  bacterial 
endocarditis. 

Leaving  the  common  infectious  types  of  myo- 
carditis and  before  we  consider  the  degenerative 
types  of  myocardial  disease,  I should  like  to  call 
your  attention  to  a group  of  cases  recently 
reported1  in  which  the  clinical  picture  would  fit 
this  case  nicely.  These  patients  are  usually 
women;  they  are  usually  over  fifty;  they  have 
evidence  of  tachycardia  and  cardiac  enlargement, 
but  the  rhythm  remains  regular.  Congestive 
failure  develops  and  reflects  itself  in  a systolic 
murmur  and  gallop  rhythm  (which  is  merely 
evidence  of  heart  failure),  and  usually  the  disease 
is  complicated  by  multiple  emboli.  However,  I 
think  this  particular  entity,  called  idiopathic 
hypertrophy,  is  a grab-bag  in  which  we  place 
many  cases  due  to  various  unknown  causes. 
The  clinical  syndrome  is  as  described  above,  and 
pathologically  a mild  fibrosis  is  seen  in  the  myo- 
cardium with  some  necrosis.  Also  Fiedler’s 
myocarditis,  an  idiopathic  type  of  myocarditis 
seen  more  commonly  in  men  who  are  usually  in 
their  thirties  and  who  show  a rapidly  fulminating 
type  of  heart  failure,  could  be  mentioned.  On 
postmortem  examination  the  exact  causative 
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factor  remains  unknown.  I do  not  like  these 
diagnoses  in  this  case. 

I have  also  considered  beriberi  heart  disease, 
but  in  a well-developed  woman  in  whom  we  have 
no  definite  reason  to  suspect  deficiency  in  diet  or 
high  alcoholic  intake,  such  a diagnosis  is  a remote 
and  unlikely  possibility.  I think  it  is  important 
to  remember  that  beriberi  is  frequently  associated 
with  congestive  failure  of  unyielding  type  and 
frequent  thrombemboli  and  can  be  a cause  of 
myocardial  failure  responding  beautifully  to  the 
specific  use  of  vitamin  B.  Other  unusual  types 
of  myocardititis,  such  as  those  due  to  parasites, 
drugs,  and  tumors,  also  seem  unlikely  in  this 
particular  case. 

Where  is  all  of  this  leading  us?  I hope  it  leads 
to  the  question  of  the  commonest  cause  for 
development  of  myocardial  failure  in  a woman 
of  fifty-five,  wherein  the  signs  indicate  a dis- 
turbed blood  flow  to  heart  muscle.  The  data 
fail  to  suggest,  as  I have  already  mentioned,  that 
this  disturbed  flow  was  on  the  basis  of  inflamma- 
tory disease.  Was  the  disturbed  flow  due  to 
inability  to  get  the  blood  into  the  heart,  such  as 
occurs  with  pericarditis?  The  classic  triad  of  in- 
creased venous  pressure,  a small  pulse  pressure, 
and  a small  quiet  heart  were  not  present  diag- 
nostically. Figure  1 shows  a large  heart,  and  while 
you  may  find  a large  heart  in  some  cases  of 
pericarditis,  usually  such  cardiomegaly  is  associ- 
ated with  other  underlying  cardiac  pathology. 
I cannot  fit  this  patient  into  the  constrictive  or 
adhesive  pericarditis  group. 

Thus  we  must  consider  primary  disturbance 
in  blood  flow  to  the  heart  muscle,  and  in  this  age 
group  the  most  likely  cause  is  degenerative  in- 
volvement of  the  coronary  arteries.  We  know 
that  in  women  of  this  age  the  incidence  of 
coronary  artery  disease  is  almost  the  same  as  in 
men.  The  teaching  that  coronary  artery  disease 
is  more  frequent  in  men  is  probably  true  if  you 
draw  a line  as  to  age.  After  the  age  of  fifty  the 
curves  of  incidence  between  men  and  women 
come  much  closer  together,  and  particularly  after 
the  age  of  sixty,  the  incidence  of  coronary  artery 
disease  with  occlusion  in  men  and  women  is 
about  the  same.  Its  infrequency  in  younger 
women  has  been  postulated  as  resulting  from  the 
presence  of  some  endocrine  substance.  Whether 
such  substance  in  itself  causes  coronary  vasodila- 
tation or  whether  the  endocrines  have  an  effect 
on  cholesterol  metabolism  is  open  to  debate. 

But  how  can  one  postulate  coronary  artery 


disease  without  pain?  I feel  this  might  well 
have  been  painless  coronary  artery  disease  with 
infarction.  Painless  and  silent  are  not  synony- 
mous. This  was  not  silent  disease;  the  patient 
showed  actual  symptomatology  indicative  of 
myocardial  disease,  probably  coronary  in  origin, 
but  presented  with  the  symptom  of  dyspnea. 
Coronary  artery  disease  can  present  itself  in 
several  ways: 

1.  The  clinical  picture  can  be  dominated  by 
the  acute,  agonizing,  substernal  oppression  which 
occurs  with  occlusion  and  infarction. 


{ 

1 


2.  It  can  be  dominated  by  the  occurrence  of 
acute  left  ventricular  failure. 


3.  It  can  be  dominated  by  the  development  of 
congestive  heart  failure. 

4.  It  can  be  dominated  by  electrocardio-  j 
graphic  features. 

5.  It  can  be  dominated  by  substitution  symp- 
toms, such  as  gastrointestinal  disease,  an  unusual 
bursitis,  or  attacks  of  syncope. 

In  this  case  then  it  is  possible  for  us  to  postulate 
a painless,  but  not  silent,  myocardial  infarct 
due  to  coronary  occlusion.  On  the  basis  of  the 
electrocardiograms  I feel  that  anterior  damage  did 
exist.  Her  second  tracing  showed  prolongation 
of  intraventricular  conduction  and  the  develop- 
ment of  Q waves. 

In  summary,  we  know  that  we  are  dealing 
with  congestive  heart  failure.  It  presented  itself 
primarily  as  left  ventricular  failure  with  dyspnea 
which  was  progressive  to  orthopnea  and  nocturnal 
dyspnea.  Then,  because  of  increased  demand 
on  an  already  damaged  left  heart,  she  developed 
signs  and  symptoms  indicative  of  right-sided 
failure  with  hepatomegaly,  edema,  and  signs 
of  failure  with  gallop  rhythm  and  tricuspid  and 
mitral  murmurs.  In  the  differential  diagnosis  I 
am  unable  to  attribute  this  case  to  the  usual 
infectious  or  deficiency  states  associated  with 
myocardial  disease.  As  a long-shot  possibility 
I would  consider  the  entity  of  idiopathic  hyper- 
trophy of  unknown  cause  associated  with  mul- 
tiple thrombemboli.  However,  one  must  be 
realistic  and  play  the  percentages,  and  in  a woman 
of  fifty-five  years  the  commonest  cause  of  myo- 
cardial failure  is  coronary  artery  disease. 
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Diagnoses 

Clinical. — Heart  disease,  cause  unknoum,  and 
congestive  heart  failure. 

Dr.  Levy. — Arteriosclerotic  heart  disease  with 
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Fig.  2.  Right  auricular  wall  is  nonelastic  and  rigid, 
light  gray  in  color.  There  is  a thrombus  in  the  right 
auricular  appendage  projecting  into  the  auricular  cav- 
ity. 

anterior  myocardial  infarction  and  congestive 
heart  failure. 

Pathologic. — Endocardial  fibroelastosis,  con- 
gestive heart  failure,  and  pulmonary  emboli. 

Pathologic  Report 

Dr.  James  A.  Mitchell:  At  autopsy  this 
was  the  body  of  a small  but  well-developed,  well- 
nourished  woman  of  fifty-seven  years  of  age. 
There  was  no  edema  of  the  extremities.  The 
peritoneal,  pleural,  and  pericardial  cavities 
showed  no  free  fluids.  The  lungs  showed  a 
moderate  amount  of  pulmonary  edema  and  con- 
gestion at  the  bases.  In  the  right  lower  lobe 
there  was  a wedge-shaped,  solid,  hemorrhagic 
area  with  the  wider  part  of  the  wedge  at  the 
periphery  measuring  approximately  4 cm.  in 
width. 

The  heart  was  symmetrically  and  concentri- 
cally hypertrophied  and  weighed  approximately 
500  Gm.  There  was  dilatation  of  both  ventric- 
ular cavities  with  marked  dilatation  of  the  right 
auricle  and  moderate  dilatation  of  the  left  auricle. 


The  mural  endocardium  of  both  ventricles  and 
auricles  was  markedly  thickened  and  light 
grayish  in  color.  The  auricular  walls  were  non- 
elastic and  rigid  on  palpitation.  There  was 
noted  a large,  dark  red,  mural  thrombus  attached 
to  the  posterior  wall  of  the  left  ventricle  just 
above  the  apex.  Another  large,  similar  thrombus 
in  the  right  auricular  appendage  projected  into 
the  auricular  cavity  (Fig.  2).  The  valve  leaflets 
showed  no  thickening  or  vegetations.  The 
mitral  and  tricuspid  orifices  were  somewhat 
dilated.  The  aortic  and  pulmonary  orifices 
were  approximately  normal  in  circumference. 
The  left  ventricular  wall  measured  12  mm.  in 
thickness,  the  right  ventricular  wall  4 mm.  The 
coronary  arteries  were  patent  and  elastic  through- 
out. Serial  sections  of  the  myocardium  showed 
a few  small  focal  areas  of  fibrosis,  mainly  in  the 
left  ventricle.  The  aorta  was  smooth  and 
glistening. 

The  liver  was  approximately  normal  in  size, 
and  the  cut  surface  showed  the  typical  nutmeg 
appearance  of  chronic  passive  congestion. 

Dr.  Levy  has  gone  through  practically  the  same 
processes  that  we  did  at  the  autopsy  in  trying  to 
determine  just  what  type  of  heart  disease  we 
were  dealing  with.  We  ruled  out  such  factors 
as  rheumatic  fever  and  syphilis,  hypertension, 
arteriosclerosis,  bronchopulmonary  disease,  and 
congenital  abnormalities.  The  three  outstand- 
ing things  about  this  heart  was  the  symmetric 
hypertrophy,  the  thickened  mural  endocardium, 
and  the  mural  thrombi  with  pulmonary  emboli. 
We  believed  the  pathology  was  possibly  similar  to 
that  referred  to  by  Dr.  Levy  as  idiopathic  myo- 
cardial hypertrophy. 

Then  a case  of  endocardial  fibroelastosis 
reported  by  White  and  Fennell2  was  called  to  my 
attention.  This  man  died  at  the  age  of  seventy- 
one  after  two  years  of  congestive  failure.  The 
outstanding  finding  was  thickened  mural  endo- 
cardium. That  case  also  had  mural  thrombi 
and  pulmonary  emboli.  I was  not  aware  that 
this  condition  could  occur  in  an  adult.  We 
presented  a case  here  a year  or  two  ago  in  an 
infant  under  one  year  of  age,  at  which  time  the 
literature  of  fibroelastosis  was  thoroughly  dis- 
cussed. I do  not  recall  that  the  discussant 
mentioned  that  this  condition  could  occur  in  an 
adult. 

The  microscopic  findings  seem  to  fit  this  entity 
of  a markedly  thickened  endocardium  and  focal 
areas  of  fibrosis  and  necrosis  in  the  myocardium 
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Fio.  3.  Across 
the  top  is  shown 
thickening  and 
fibroelastosis  of 
the  endocardium 
with  extension  of 
the  fibrosis  into 
the  myocardium. 
On  the  left  there 
is  separation  of 
muscle  fibers  by 
the  fibrosis. 


(Fig.  3).  Microscopically,  marked  thickening 
of  the  mural  endocardium  was  seen  which  seemed 
to  be  made  up  of  collagen-like  tissue.  Someone 
has  suggested  that  tliis  is  a form  of  collagen 
disease,  although  he  was  unable  to  find  any  evi- 
dence of  systemic  involvement. 

Summary 

Dr.  Levy:  I am  aware  of  the  occurrence  of 
fibroelastosis  in  adults  but  have  had  no  personal 
experience  with  this  entity  prior  to  this  time.  I 
am  appreciative  of  the  opportunity  to  review  this 


case  because  certainly  from  the  postmortem 
findings  this  case  fits  the  picture  of  endocardial 
fibroelastosis.  All  the  signs  and  symptoms 
described  in  this  protocol  would  fit,  and  I think 
this  case  is  very  adequately  explained.  I am 
duly  flattered  by  your  implied  confidence  in  me 
by  giving  me  the  opportunity  to  make  the 
diagnosis  of  this  rare  adult  myocardiopathy. 
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A classification  of  allergic  diseases  of  the  eye 
may  be  based  on  the  route  of  sensitization, 
the  type  of  antigen,  or  the  type  of  reaction. 
This  is  well  recognized  by  ophthalmologists1-2  as 
well  as  allergists,3  who  consider  the  appearance  of 
the  lesions  as  only  one  of  the  many  features  in 
the  classification  of  allergic  diseases  of  the  con- 
junctiva, cornea,  and  sclera. 

The  route  of  the  sensitizing  and  of  the  reactive 
dose  may  be  (1)  by  direct  contact  (cosmetics,  pol- 
lens, chemicals),  (2)  airborne  (pollens,  cosmetics), 
(3)  via  the  blood,  following  ingestion  or  injection 
(foods,  drugs,  antibiotics),  or  (4)  by  lymphatic 
spread  from  other  sites  (infection  in  sinuses, 
teeth).  Any  combination  of  routes  may  occur 
for  the  sensitization  and  the  allergic  reaction. 
For  example,  an  individual  may  be  sensitized  with 
sulfathiazole  by  ingestion  and  at  a later  date 
develop  a local  reaction  when  the  ointment  is 
applied  to  the  eyelid  or  conjunctival  sac.  On  the 
other  hand,  sensitization  may  first  be  produced 
by  contact  of  the  ointment  with  the  lid  or  con- 
junctival sac,  and  at  a later  date,  following  inges- 
tion, the  allergic  reaction  may  occur  locally  where 


the  ointment  had  previously  been  applied. 

The  variety  of  potential  allergens  is  almost 
limitless.  In  general,  any  protein  or  substance 
capable  of  combining  with  body  protein  to  be- 
come a protein  complex  may  be  allergenic. 
Therefore,  in  establishing  a diagnosis  a careful 
history  is  extremely  important.  It  should  in- 
clude consideration  of  temporal,  geographic,  and 
dietary  factors,  as  well  as  detailed  information 
concerning  the  use  of  drugs,  cosmetics,  lotions, 
soaps,  and  the  like,  both  in  the  patient  and  in  the 
family. 

Although  anatomic  classification  of  allergic 
reactions  is  less  useful  to  the  allergist  in  estab- 
lishing a diagnosis,  location  and  appearance  of 
the  lesion  is  of  distinct  value  in  pointing  toward 
certain  lines  of  investigation  (Table  I).  Not  all 
of  the  lesions  listed  have  been  clearly  proved 
to  be  allergic.  Nor  is  this  listing  inclusive  of  all 
eye  diseases  ascribed  at  one  time  or  another  to 
allergic  etiology.  The  following  discussion  will 
emphasize  those  conditions  most  commonly  seen 
by  the  allergist  rather  than  the  ophthalmologist. 

Of  the  extraocular  lesions  the  most  common  are 
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TABLE  I. — Anatomic  Classification  of  Allerqic 
Disease  of  the  Eye 


Extraocular  lesions 

Acute  allergic  conjunctivitis 
Chronic  allergic  conjunctivitis 
Eczema  of  eyelids 
Angioedema  of  eyelids 
Vernal  catarrh 
Ocular  lesions 
Cornea 

Phlyctenular  keratoconjunctivitis 
Recurrent  marginal  ulcers 
Uveal  tract 

Nongranulomatous  uveitis 
Granulomatous  uveitis 
Sympathetic  ophthalmia 
Endophthalmitis  phacoanaphylactica 
Lens — cataract 


the  acute  and  chronic  conjunctival  allergic  reactions , 
characterized  by  chemosis,  itching,  and  profuse 
tearing.  These  are  most  likely  due  to  airborne 
allergens  or  to  eye  medicaments,  less  commonly 
to  foods.  The  severity,  rate,  and  time  of  recur- 
rence depends  on  the  nature  and  distribution  of 
the  offending  allergen.  There  are  usually  no 
signs  or  symptoms  between  attacks  of  acute 
allergic  conjunctivitis.  Almost  always,  when  due 
to  pollen  allergy,  there  is  an  associated  allergic 
rhinitis.  Just  as  in  studies  of  nasal  secretions  in 
allergic  rhinitis,  the  secretions  or  scrapings  from 
the  conjunctiva  in  allergic  conjunctivitis  reveal 
eosinophilia,  a valuable  diagnostic  aid  particu- 
larly helpful  in  distinguishing  allergic  from  infec- 
tious conjunctivitis.4 

Eczematous  reactions  of  the  lids  are  character- 
ized by  dry,  scaly,  hyperemic  lesions,  which 
sometimes  become  moist.  They  are  most  likely 
to  be  caused  by  contactants,  sometimes  by  way 
of  the  hands.  Nail  polish  is  a frequent  cause, 
and  wool  is  occasionally  implicated,  while 
various  topically  applied  drugs  and  antibiotics 
are  not  infrequent  causes.  Face  powder  has 
become  less  important  since  the  major  offenders, 
orris  root  and  rice  powder,  are  now  less  commonly 
used  in  their  preparation.  Other  cosmetics, 
lotions,  and  creams  are  all  potential  offenders. 
Airborne  inhalants  may  rarely  cause  eczema  of 
the  lids,  sometimes  in  association  with  acute 
allergic  conjunctivitis.  Food  allerg}’  is  not 
likely  to  cause  eczema  of  the  lids  unless  associated 
with  eczema  at  other  sites  as  well.  Occasionally, 
eczema  of  the  lids  is  associated  with  infection  in 
the  conjunctiva  or  in  foci  nearby,  such  as  the 
upper  respiratory  tract  and  sinuses.  This  will 
be  discussed  below. 

Angioedema,  characterized  by  severe  swelling 
of  the  lids,  may  be  associated  with  swelling  of  the 


lips,  mouth,  tongue,  and  glottis,  or  with  other 
manifestations  of  generalized  urticaria.  Itching 
is  usually  but  not  always  present.  This  type  of 
reaction  is  generally  associated  with  bloodborne 
allergens  following  injection  or  ingestion.  It  is 
uncommonly  related  to  contact  or  inhalant 
allergy. 

Vernal  catarrh  has  been  placed  in  a separate 
category  because  it  has  both  extraocular  and 
ocular  lesions.  Considerable  doubt  has  been 
expressed  concerning  its  allergic  etiology,  par- 
ticularly in  relation  to  pollenosis.  The  con- 
junctiva in  vernal  catarrh  is  described  as  having 
a “cobblestone”  appearance,  due  to  mucosal 
proliferation,  resulting  in  flat,  polygonal  papillae, 
usually  in  the  tarsus  of  the  upper  lid  and,  in 
severe  cases,  in  the  lower  lid.  This  is  covered 
with  a sticky  pseudomembrane  which  may  be 
peeled  off  without  causing  bleeding.  Lesions  of 
the  limbus  and  cornea  are  also  described.2  While 
there  tends  to  be  a seasonal  relationship  between 
exacerbations  of  the  lesions  and  the  various 
pollen  seasons,  a residual  permanent  lesion 
usually  remains  long  after  the  pollen  season. 
While  a high  percentage  of  these  patients  show 
positive  skin  tests  to  one  or  many  pollens,  treat- 
ment with  injections  of  pollen  extracts  has  been 
notoriously  unsuccessful.  Furthermore,  vernal 
catarrh  has  been  observed  in  patients  who  are 
in  pollen-free  areas,  and  it  has  been  suggested 
that  the  lesions  are  due  to  a hyperreactivity  to 
ultraviolet  radiation  or  other  physical  factors 
rather  than  to  allergic  disease.  However,  the 
dense  eosinophilia  in  the  secretions  from  vernal 
catarrh  continues  to  serve  as  evidence  in  favor  of 
an  allergic  etiology. 

Many  of  the  ocular  diseases  have  been  thought 
to  be  due  to  allergic  mechanisms.  These  include 
various  forms  of  keratitis,  uveitis,  sympathetic 
ophthalmia,  endophthalmitis,  and  cataract. 
The  experimental  and  clinical  evidence  suggest- 
ing the  allergic  etiology  of  these  ocular  diseases 
have  been  reviewed  by  Woods.1-6  In  brief,  the 
offending  allergens  have  been  of  two  major  types: 
(1)  bacteria  or  bacterial  products  and  (2)  auto- 
antigens  produced  by  breakdown  of  tissue  prote- 
ins, such  as  lens  protein  or  uveal  pigment.  The 
possibility  of  allergy  to  bacterial  antigens  lends 
importance  to  a diligent  search  for  foci  of 
infection  in  uveitis,  while  the  concept  of  auto- 
sensitivity is  the  rationale  for  prompt  enucleation 
in  certain  cases  of  perforating  injuries  of  the  eye  to 
prevent  sympathetic  ophthalmia.  Autosensi- 
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tization  has  also  been  proposed  as  a possible 
cause  of  cataract. 

Regarding  the  role  of  bacteria  in  diseases  of 
the  eye,  it  is  generally  agreed  that  there  is  a 
relationship  between  bacteria  and  various  dis- 
eases of  the  eye,  but  there  is  disagreement  as  to 
whether  these  diseases  are  due  to  allergy  to  bac- 
terial substances  or  to  primary  toxicity.  The 
answer  probably  lies  somewhere  between  the  two 
extreme  viewpoints,  and  while  primary  infection 
and  toxicity  can  cause  lesions  indistinguishable 
from  allergic  reactions,  truly  allergic  reactions  to 
bacterial  substances  can  and  do  occur.  Two 
cases  are  worthy  of  mention  as  examples  of  infec- 
tion and  bacterial  allergy,  respectively. 

The  following  is  an  example  of  periorbital 
dermatitis  indistinguishable  from  allergic  eczema, 
probably  due  to  staphylococcal  infection: 

Case  1. — A fifty-year-old  housewife  was  seen  be- 
cause of  a ten-month  history  of  alternating  eczem- 
atoid  dermatitis  around  the  eyelids  and  orbit.  All 
of  the  usual  treatments,  including  cortisone  locally 
and  systemically,  were  ineffective.  A smear  exami- 
nation of  pus  from  the  left  conjunctival  sac  revealed 
polymorphonuclear  cells  with  occasional  eosino- 
phils. Extensive  intradermal  tests  showed  only 
slight  reactions  to  dust,  feathers,  and  a few  molds. 
Antral  lavage  resulted  in  removal  of  pus  and  shreds 
from  both  antra.  Within  two  days  the  eczematoid 
dermatitis  around  the  eyelids  had  almost  completely 
cleared,  and  she  was  well  thereafter  for  ten  months, 
except  for  recurrences  associated  with  upper  respir- 
atory infections  and  sinusitis,  which  cleared  promptly 
following  treatment  with  antibiotics,  lavage  of  the 
antra,  or  both.  She  discontinued  medical  manage- 
ment against  advice,  because  her  skin  had  cleared 
up  and  she  saw  no  reason  to  return. 

This  case  emphasizes  the  need  to  consider  the 
primary  toxic  effects  of  infection  before  making  a 
diagnosis  of  allergic  disease.  The  preponderance 
of  neutrophils  in  the  secretions  and  the  absence 
of  positive  skin  tests  to  various  vaccines  and 
toxoids  lead  to  a diagnosis  of  infection  rather 
than  allergy. 

The  following  is  an  example  of  uveitis,  probably 
due  to  bacterial  allergy. 

Case  2. — A thirty-four-year-old  man  was  first 
seen  March,  1954,  because  of  loss  of  vision  over  a 
seven-year  period.  In  March,  1947,  he  developed 
progressive  loss  of  vision  in  the  left  eye  until  his 
acuity  was  an  uncorrectable  20/400.  In  March, 
1952,  he  developed  the  same  situation  in  the  right 
eye,  which  again  progressed  until  he  had  vision  of 
20/100.  Treatment  had  consisted  of  corticosteroids, 


many  broad-spectrum  antibiotics,  foreign  protein, 
and  typhoid  therapy.  An  allergy  workup  in  1953  re- 
vealed positive  reactions  to  house  dust,  horse  epi- 
thelium, and  catarrhalis  vaccine,  and  he  was  treated 
with  dust  and  vaccine  for  a few  months  without  re- 
lief. No  particular  treatment  had  been  directed  to- 
ward his  sinuses,  although  x-rays  were  said  to  have 
shown  sinus  disease. 

The  physical  examination  revealed  bilateral  uvei- 
tis with  corneal  opacities,  partial  in  the  right  and 
complete  in  the  left.  Visual  acuity  was  20/200  in 
the  right  eye  and  nil  except  for  light  in  the  left. 

On  March  15,  1954,  he  was  tested  with  various 
bacteriologies,  with  marked  immediate  positive 
reactions  to  Staphylococcus  ambotoxoid  (Squibb) 
and  slightly  less  but  distinctly  positive  reactions  to 
Staphylococcus  toxoid  (Lederle),  and  to  an  extract 
of  an  aureus  strain  of  Staphylococcus  (FIO)  which 
was  under  investigation  in  our  laboratories.6  The 
following  day,  on  a routine  visit  to  his  ophthalmolo- 
gist, he  was  found  to  have  even  greater  positive  re- 
actions at  the  Staphylococcus  test  sites  on  his  arms 
and,  in  addition,  had  an  acute  uveitis  plus  an  optic 
neuritis  in  his  right  eye.  He  was  hospitalized, 
placed  on  ACTH  therapy,  and  had  a bilateral  radi- 
cal sinusotomy.  He  was  started  on  bacterial  antigen 
therapy,  given  injections  of  the  positively  reacting 
materials  beginning  with  high  dilutions.  Culture 
of  the  tissue  removed  from  his  sinuses  revealed  only 
a Streptococcus  viridans,  but  unfortunately  he  had 
been  given  antibiotics  prior  to  surgery. 

Following  discharge  from  the  hospital,  his  vision 
was  20/70  in  his  good  eye.  He  was  continued  on 
ACTH  therapy  for  a few  months,  then  changed  to 
hydrocortisone,  which  was  gradually  tapered  in  dos- 
age to  5 mg.  a day  at  the  present  writing  (March, 
1956).  Vaccine  therapy  was  continued.  He  im- 
proved progressively,  attaining  20/30  vision  with- 
out correction  in  the  left  eye.  (This  was  the  same 
as  of  January,  1957.) 

This  case  is  more  likely'  explainable  on  an  aller- 
gic rather  than  an  infectious  basis  for  the  follow- 
ing reasons:  (1)  immediate  and  delayed  positive 
skin  tests  to  bacterial  products,  (2)  followed  by  a 
flareup  of  his  disease,  thus  demonstrating  a con- 
stitutional reaction;  (3)  removal  of  the  focus  of 
infection  in  the  sinuses  and  treatment  with  vac- 
cine were  followed  by  progressive  improvement 
in  his  vision  and  quiescence  of  his  disease  despite 
reduction  of  corticosteroids  to  a very  small 
dosage. 

The  skin  test  is  an  extremely  important  diag- 
nostic tool  in  allergic  disorders  of  the  eye.  In 
general,  patch  tests  are  best  for  cosmetics  and 
other  contactants;  scratch  tests  and  intradermal 
tests  are  best  used  for  foods  and  inhalants.  There 
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are  those  who  recommend  the  use  of  conjunctival 
tests,  that  is,  placing  extracts  of  allergens  in  the 
conjunctival  sac  and  reading  the  positive  reac- 
tions on  the  basis  of  suffusion  and  edema  of  the 
conjunctiva.  While  these  tests  have  been  of  in- 
terest from  the  standpoint  of  investigation,  they 
are  of  less  practical  value,  since  one  is  limited  in 
the  number  of  tests  one  can  do  at  a time  and  they 
may  be  dangerous  to  the  eye  in  violently  positive 
reactions. 

The  significance  of  positive  skin  tests  is  similar 
to  that  of  any  laboratory  procedure,  as  has  been 
discussed  elsewhere  in  this  series.  A positive  test 
is  always  confirmatory  or  suggestive  and  often 
gives  us  leads  to  further  investigation  of  the  pa- 
tient’s environment.  However,  a test  is  never 
completely  diagnostic  in  and  of  itself. 

Those  who  are  particularly  interested  in  the 
problem  of  bacterial  hypersensitivity  also  do  skin 
tests  with  various  materials  derived  from  bac- 
teria. These  may  be  grouped  roughly  into  solu- 
tions and  suspensions.  The  solutions  may  be  of 
either  extracellular  (culture  filtrates)  or  intra- 
cellular (ground  or  lysed  organisms)  origin,  while 
the  suspensions  are  only  intracellular  (vaccines'*. 
The  intradermal  tests  with  these  materials  should 
be  read  at  fifteen  or  twenty  minutes  and  again  in 
twenty-four  to  forty-eight  hours.  Solutions  may 
give  either  immediate  or  delayed  reactions  or 
both,  but  a positive  reaction  to  a well-washed, 
fresh  vaccine  is  more  often  of  the  delayed  type. 

The  significance  of  positive  skin  reactions  to 
bacterial  antigens  is  obscured  by  the  toxic  proper- 
ties of  many  of  these  antigens  if  used  in  high  con- 
centrations. If  a strongly  positive  reaction  to  a 
lowr  concentration  of  bacteria  or  bacterial  product 
can  be  correlated  with  the  clinical  picture,  it 
merits  respect  and  may  be  useful  in  considering 
vaccine  therapy,  to  be  discussed  below. 

The  treatment  of  allergic  diseases  of  the  eye,  as 
with  the  treatment  of  allergic  diseases  in  general, 
may  proceed  when  the  diagnosis  is  established. 
The  most  effective  and  complete  cures  of  allergic 
reactions  are  obtained  in  those  patients  in  whom 
the  offending  allergen  can  be  removed.  Unfor- 
tunately, such  cases  are  far  outnumbered  by  those 
in  which  the  allergen  can  only  be  partly  elimi- 
nated, if  at  all.  This  is  the  case  wdth  pollens,  air- 
borne molds,  dust,  and  bacteria.  In  these  cases 
other  measures  must  also  be  used. 

Symptomatic  and  palliative  measures  are  too 
numerous  to  detail  here.  Epinephrine,  0.2  or  0.3 
cc.  given  subcutaneously,  is  helpful  in  acute  an- 


gioedema.  It  is  much  better  to  give  these  small 
doses  repeatedly  every  twenty  to  thirty  minutes 
than  to  give  a large  dose  initially,  both  from  the 
standpoint  of  therapeutic  effect  and  minimizing 
the  side-effects  of  excitability  and  cardiovascular 
disturbances.  Ephedrine  3/g  grain  and  Amytal 
3/4  grain  three  times  a day  are  helpful.  The  anti- 
histamines, described  in  detail  elsewhere  in  this 
series,  are  also  useful  medications.  In  the  case  of 
conjunctival  reactions,  in  addition  to  ephedrine 
and  antihistamines,  Neo-Synephrine  y8  per  cent 
or  Collyrium  drops  are  helpful  in  the  mildest  cases, 
and  in  the  more  severe  problems  topical  hydro- 
cortisone ointment  or  drops,  together  with  neomy- 
cin if  there  is  any  danger  of  infection,  can  be  used. 
However,  since  an  abscess  in  the  anterior  cham- 
ber of  the  eye  may  follow  the  use  of  hydrocorti- 
sone or  cortisone  ointment  or  drops,  even  when 
antibiotics  are  used  at  the  same  time,  these  hor- 
mones should  be  used  only  when  more  conserva- 
tive treatment  has  failed  and  preferably  not  until 
the  patient  has  been  seen  by  an  ophthalmologist. 
Of  particular  danger  is  the  use  of  steroids  in  un- 
recognized herpes  simplex  of  the  cornea,  since 
these  lesions  progress  rapidly,  even  to  blindness, 
in  the  presence  of  steroids. 

In  the  final  analysis  allergists  find  the  most  im- 
portant approach  to  inhalant-type  allergy  (pol- 
len, mold,  dust)  to  be  immunization  against 
these  materials  by  injections  of  extracts  in  an 
attempt  to  build  up  tissue  and  circulating  anti- 
body which  will  combine  with  and  inactivate  the 
antigen.  This  statement  is  oversimplified,  since 
there  is  much  yet  to  be  learned  about  the  mecha- 
nisms involved  in  the  relationship  of  immunity  to 
allergy,  but  in  the  case  of  pollenosis  this  treat- 
ment has  stood  the  test  of  time,  since  most  aller- 
gists give  high  figures  for  improvement  with  this 
method.  The  specific  dosage  schedules  and  other 
details  have  been  previously  discussed  in  this 
series. 

In  ocular  allergy*,  since  the  most  likely  offending 
allergen  is  bacterial  or  autoantigenic,  treatment 
consists  first  in  a careful  search  for  and  elimina- 
tion of  foci  of  infection,  particularly  in  the  nose, 
throat,  sinuses,  and  teeth.  Appropriate  anti- 
biotics should  be  used  in  conjunction  with  sur- 
gery or  where  foci  cannot  be  remo\red. 

ACTH  and  corticosteroids  have  assumed  con- 
siderable importance  in  the  ocular  diseases  under 
discussion,  since  their  palliative  if  not  their 
curative  effects  are  unquestioned.  Dosage 
schedules  have  been  discussed  elseyvhere  in  this 
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series. 

Vaccine  therapy  is  employed  by  some,  scorned 
by  others.  Its  value  has  been  neither  proved 
nor  clearly  disproved,  since  carefully  controlled 
clinical  studies  in  such  diseases  as  uveitis  are 
virtually  impossible.  Dramatic  cures  of  uveitis 
have  occasionally  followed  removal  of  a focus  of 
infection  without  vaccine  therapy,  as  without 
any  other  therapy  for  that  matter. 

Recognizing  the  lack  of  proof  of  benefit  from 
vaccine  therapy,  it  is  our  opinion  that  vaccines 
should  be  used  in  the  hope  that  they  may  be  of 
value  in  such  patients.  This  is  particularly  true 
in  patients  with  positive  skin  tests  to  certain  of 
the  intracellular  and  extracellular  materials 
derived  from  various  types  of  organisms  and  in 
patients  with  positive  skin  tests  to  autogenous 
vaccines  derived  from  foci  of  infection.  On  the 
other  hand,  in  patients  with  no  apparent  focus  of 
infection  and  with  negative  skin  tests,  there  is  less 
justification  for  vaccine  therapy. 

Summary 

The  diagnosis  of  extraocular  allergic  diseases 
depends  more  on  the  proof  of  an  offending  allergen 
than  on  the  appearance  of  the  lesion,  since  a 
wide  variety  of  physical  and  chemical  stimuli 
may  produce  lesions  indistinguishable  from  aller- 
gic reactions.  Once  the  offending  allergen  is  dis- 


covered, its  removal,  if  possible,  is  the  ideal  treat- 
ment. If  this  cannot  be  done,  the  next  best  ap- 
proach is  immunization  by  repeated  injections  of 
the  offending  allergens.  During  the  course  of 
immunization  various  palliative  and  sympto- 
matic measures  may  be  helpful. 

Although  the  allergic  mechanism  in  ocular 
disease  is  far  from  clear,  treatment  in  principle  is 
essentially  the  same  as  that  of  extraocular  dis- 
ease. This  consists  first  and  foremost  of  a careful 
search  for  and  elimination  of  foci  of  infection,  to- 
gether with  appropriate  antibiotic  therapy,  to 
remove  possible  bacterial  allergens.  ACTH  and 
corticosteroids  are  of  great  value,  although  pallia- 
tive. Vaccine  therapy  is  of  far  from  proved  value 
but  is  probably  justified  if  there  is  evidence  of  a 
focus  of  infection  together  with  dermal  hyper- 
sensitivity to  bacterial  antigens. 

50  East  78th  Street 


References 

1.  Woods,  A.  C.:  Am.  J.  Ophth.  32:  1457  (Nov.)  1949. 

2.  Theodore,  F.  H.:  Tr.  Am.  Acad.  Ophth.  59:  490 

(July-Aug.)  1955. 

3.  Urbach,  E.,  and  Gottlieb,  P.  M.:  Allergy,  2nd  ed., 

New  York,  Grune  & Stratton,  1946. 

4.  Theodore,  F.  II.:  Eye,  Ear,  Nose  & Throat  Monthly 

30:  653  (Dec.)  1951. 

5.  Woods,  A.  C.:  Allergy  and  Immunity  in  Ophthal- 

mology, Wilmer  Institute,  Monograph  No.  1,  Baltimore, 
Johns  Hopkins  Press,  1933. 

6.  Dworetzky,  M.,  Baldwin,  H.  S.,  and  Smart,  K.  M.: 
J.  Allergy  27 : 39  (Jan.)  1956. 


( Number  thirty  of  a series  on  Fundamentals  of  Modern  Allergy) 


Medical  Society  of  the  State  of  Neiv  York 
Sesquicentennial  Meeting — February  18  to  21,  1957 


February  15,  1957 


769 


CLINICAL  ANESTHESIA 
CONFERENCE 


A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 


Importance  of  Preoperative  Evaluation 


The  following  case  illustrates  the  develop- 
ment of  a complication  which  might  possibly 
have  been  avoided  had  more  care,  scrutiny,  and 
alertness  been  exercised  in  the  preoperative 
preparation  of  this  patient. 

Case  Report 

The  patient,  a fifty-eight-year-old,  white  male,  was 
referred  to  the  hospital  by  his  local  medical  doctor 
complaining  of  frequency,  nocturia,  and  hematuria. 
The  only  item  of  significance  in  his  past  history  was 
the  discovery  of  a spinal  cord  tumor  nine  years  ago. 
This  lesion  had  been  treated  successfully  with  sur- 
gical excision  and  deep  x-ray  therapy.  His  recovery 
had  been  complete  with  no  discernible  sequelae. 

The  system  review  and  physical  examination  were 
negative  except  for  the  pulse,  which  was  observed 
to  be  irregular.  The  rate  was  80  per  minute.  The 
hemoglobin  was  13  Gm.  per  cent,  and  the  urine 
contained  1 plus  albumin,  5 to  8 white  blood  cells, 
and  20  to  30  red  blood  cells  per  high-power  field. 
Special  examination  of  the  urogenital  tract  revealed 
a bladder  wall  tumor,  confirmed  by  cystoscopy  and 
cystograms  performed  on  the  day  of  admission. 
More  detailed  evaluation  of  the  patient’s  cardiac 
status  was  not  sought,  and  he  was  scheduled  for 
operation  (transurethral  resection)  the  next  day. 
Chlorpromazine,  Demerol,  and  atropine  given  on 


the  morning  of  operation  provided  satisfactory  seda- 
tion. The  patient  arrived  in  the  operating  room 
calm  and  at  peace.  His  blood  pressure  taken  at  this 
time  was  130/80  and  the  pulse  82  and  "slightly 
irregular.” 

Surital  0.4  per  cent  was  employed  for  the  induc- 
tion of  anesthesia  with  nitrous  oxide-oxygen  for 
maintenance.  Shortly  after  the  onset  of  anesthesia 
the  anesthesiologist  noted  that  the  pulse  became 
noticeably  more  irregular.  The  alteration  in  rhythm 
was  so  dramatic  and  after  one-half  hour  so  profound 
that  the  anesthesia  and  operation  were  discontinued. 
The  patient  was  returned  to  his  room  where  an 
electrocardiogram  was  taken.  A diagnosis  of  auric- 
ular fibrillation  with  occasional  ventricular  extra- 
systoles was  made.  Since  there  was  no  evidence  of 
cardiac  failure  at  this  time,  0.02  Gm.  of  quinidine, 
three  times  a day,  was  begun.  (On  regaining  con- 
sciousness the  patient  was  questioned  more  closely 
about  his  past  history.  For  the  first  time  he  revealed 
that  two  years  ago  he  had  been  hospitalized  with  a 
diagnosis  of  coronary  insufficiency  following  an 
episode  of  acute  chest  pain  and  syncope.  No  treat- 
ment was  instituted,  and  he  had  continued  at  his 
normal  pace.) 

After  two  days  of  quinidine  therapy  the  pulse  of 
the  patient  became  regular,  and  the  electrocardio- 
gram showed  a normal  sinus  rhythm.  On  the  fifth 
postanesthetic  day  the  patient  again  began  to 
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fibrillate  with  an  apical  rate  of  120  and  radial  pidse 
of  102  per  minute.  The  electrocardiogram  at  this 
time  suggested  quinidine  intoxication.  Quinidine 
was  discontinued,  therefore,  and  the  patient  was 
digitalized.  On  the  following  day,  although  there 
was  persistence  of  auricular  fibrillation,  there  was 
no  longer  a pulse  deficit.  Two  days  later,  eight  days 
after  the  original  episode,  transuretheral  resection 
of  the  bladder  tumor  was  performed  under  Surital- 
nitrous  oxide-oxygen  anesthesia.  The  course  was 
uneventful  both  during  and  after  operation,  al- 
though the  auricular  fibrillation  persisted. 

Comment 

This  case  represents  the  typical  course  of 
events  when  careful  preoperative  evaluation  is 
neglected  in  the  apparent  urgency  provoked  by 
the  compulsion  to  operate.  A man  in  his  late 
fifties  with  an  irregular  pulse  (even  if  only 
“slightly  irregular”)  deserves  a careful  investi- 
gation of  his  cardiac  status,  especially  the  history. 
While  this  does  not  mean  that  every  patient  over 
fifty  years  of  age  must  have  a “cardiac  consulta- 
tion” and  an  electrocardiogram  prior  to  opera- 
tion, where  there  are  either  symptoms  or  history, 
careful  evaluation  is  needed.  This  patient  had 
an  irregular  pulse.  This  salient  factor  was 
neglected,  time  wasted,  the  life  of  the  patient 
endangered,  and  unnecessary  expense  encoun- 
tered. Such  cases  as  this  illustrate  that  the 
desire  to  operate  must  not  short-circuit  the 


natural  process  of  preoperative  evaluation. 
This  is  not  good  medical  practice.  While  it  can 
be  said  that  “no  harm  was  done”  in  this  partic- 
ular instance,  this  is  not  always  the  case.  It  was 
commendable  that  the  anesthesiologist  and 
surgeon  exhibited  good  judgment  in  discontin- 
uing the  operation  when  faced  with  this  com- 
plication. However,  how  much  better  it  would 
have  been  to  have  had  all  the  facts  beforehand. 
How  fortunate  that  the  surgical  commitment  was 
not  beyond  the  point  where  turning  back  was 
impossible  in  the  face  of  a deteriorating  situa- 
tion. 

It  is  a joint  responsibility  of  the  anesthe- 
siologist as  well  as  the  surgeon  to  evaluate  the 
status  of  a patient  before  operation.  A clear 
history,  careful  physical  examination,  and  a 
careful  evaluation  is  the  right  of  every  patient 
who  presents  himself  for  operation.  Too  often 
in  the  search  for  a surgical  diagnosis  the  medical 
status  of  the  patient  is  somehow  brushed  aside; 
yet  it  is  this  status  which  may  in  the  last  analysis 
determine  the  outcome.  Cardiovascular  and 
pulmonary  disease  particularly  must  be  diag- 
nosed, assessed,  and  treated  whenever  possible 
before  operation  is  embarked  upon.  The  great 
strides  in  surgical  care  achieved  during  the  last 
few  decades  can  only  be  maintained  when  those 
who  are  associated  with  surgical  treatment  of 
patients  remember  that  they  are  physicians  as 
well  as  specialists. 
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Sarcoidosis 


CARL  T.  NELSON,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Dermatology  of  the  College  of  Physicians  and  Surgeons  of  Columbia  University  and 

the  Presbyterian  Hospital ) 


Sarcoidosis  or  Boeck’s  sarcoid  is  a disease 
that  manifests  itself  in  a variety  of  clinical 
forms.  Originally  the  attention  of  physicians 
was  directed  primarily  to  the  cutaneous  features 
of  the  disease.  It  was  not  until  some  time  later 
that  it  became  evident  that  the  skin  lesions  were 
the  manifestations  of  a generalized  process 
affecting  the  reticuloendothelial  and  lymphoid- 
hematopoietic  apparatus.  With  the  realization 
that  sarcoidosis  is  a disease  with  many  regional 
manifestations  — in  fact,  one  that  may  involve 
almost  any  organ  of  the  body — interest  in  it  has 
been  mounting  in  recent  years. 

At  the  present  time  a number  of  clinical 
syndromes  are  recognized  under  the  term  sar- 
coidosis, including  dermatologic  entities  such  as 
miliary  lupoid  of  Boeck,  lupus  pernio,  subcu- 
taneous sarcoid,  and  angiolupoid;  generalized 
involvement  of  the  lymph  nodes,  skin,  ■viscera, 
and  bones  (called  benign  lymphogranulomatosis 
by  Schaumann) ; uveoparotid  fever;  some  cases 
of  Mickulicz  disease;  and  the  cystic-like  rarefac- 
tion of  bones  known  as  “osteitis  tuberculosa 
multiplex  cystoides”  of  Jungling. 

Pathology 

The  characteristic  pathologic  lesion  in  sarcoid 
is  the  so-called  naked  tubercle.  This  consists 
of  a collection  of  large,  pale,  epithelioid  cells 


accompanied  by  slight  connective  tissue  pro- 
liferation and  a small  amount  of  lymphocytic 
infiltration.  Giant  cells  are  often  present,  but 
the  cellular  aggregates  are  usually  devoid  of 
peripheral  inflammatory  zones.  Degeneration 
of  the  central  cells  occurs,  but  well-developed 
caseation  necrosis,  such  as  that  seen  in  tuber- 
culosis, is  not  found. 

It  is  the  production  and  dissemination  of  these 
lesions  which  account  for  the  manifestations  of 
sarcoidosis.  Symptoms  of  the  disease  seem  to  be 
caused  primarily  by  the  mechanical  interference 
with  the  function  of  organs  rather  than  by  any 
form  of  intoxication.  On  the  whole  the  histo- 
logic picture  is  one  of  proliferation  rather  than 
inflammation,  and  healing,  when  it  occurs,  seems 
to  be  by  a process  of  fibrosis  or  by  hyalinization 
and  ultimate  resorption. 

Incidence 

Sarcoidosis  was  once  considered  to  be  an  un- 
common disorder,  but  as  its  disseminated  char- 
acter became  recognized  and  as  the  diagnostic 
use  of  x-rays  became  widespread,  the  disease,  at 
least  in  its  nondermatologic  forms,  has  been 
diagnosed  with  increasing  frequency.  Actually 
the  disorder  may  be  more  common  than  formerly 
suspected  since  in  many  patients  without  skin 
lesions  or  eye  lesions  it  may  be  sufficiently  benign 
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to  escape  detection. 

In  the  United  States  sarcoidosis  apparently 
occurs  in  Negroes  more  commonly  than  in  other 
racial  groups.  This  is  certainly  true  in  New 
York  City  if  the  clinical  material  at  the  Presby- 
terian Hospital  may  be  taken  as  any  criterion. 
In  addition,  for  some  reason  female  patients  with 
this  disease  have  outnumbered  males  by  a sub- 
stantial margin  in  recent  years. 

Clinical  Features 

The  lesions  of  sarcoidosis  have  been  found  in 
practically  every  organ  of  the  body  at  one  time 
or  another,  and  the  many  regional  manifestations 
have  resulted  in  an  extremely  polymorphic 
clinical  picture.  One  of  the  characteristic  features 
of  the  disease  is  the  occurrence  of  rather  extensive 
dissemination  in  the  absence  of  significant 
symptoms.  Fatigue,  weakness,  loss  of  weight, 
vague  arthralgias,  and  low-grade  fever  may  be 
present  in  variable  degrees,  but  even  these  us- 
ually subside  as  the  disease  enters  the  chronic 
phase. 

The  skin  lesions  of  sarcoidosis  may  be  of  several 
types.  The  form  of  the  disease  described  by 
Boeck  occurs  as  papules,  nodules,  and  infiltrating 
plaques.  Sometimes  the  plaques  are  superficial 
and  scaly;  at  other  times  they  may  have  an 
annular  configuration  and  contain  a number  of 
small  yellowish  nodules.  Papular  and  small, 
discrete,  annular  lesions,  especially  of  the  face, 
eyelids,  and  nasal  folds,  are  particularly  frequent 
in  Negroes.  Subcutaneous  nodules,  when  they 
are  encountered,  are  found  mainly  on  the 
trunk. 

The  skin  lesions  of  sarcoid  ordinarily  do  not 
break  down  and  do  not  produce  an  exudate.  Oc- 
casionally, however,  sufficient  thinning  and  scali- 
ness are  produced  in  the  epidermis  to  simulate 
the  appearance  of  a healed  ulcerative  process. 

The  frequency  of  skin  manifestations,  the  oldest 
and  best  known  of  the  regional  manifestations, 
varies  widely  with  the  source  of  the  material. 
In  the  dermatologic  literature  the  incidence  of 
such  lesions  is  of  course  very  high,  but  when  one 
considers  the  reported  cases  of  sarcoidosis  from 
all  sources,  it  seems  safe  to  say  that  cutaneous 
lesions  are  found  in  only  about  half  of  the  proved 
cases. 

Erythema  nodosum  occasionally  occurs  as  a 
skin  manifestation  of  sarcoidosis  and  may  be 
associated  with  a characteristic  pulmonary 
radiographic  picture  not  unlike  that  seen  in 


erythema  nodosum  due  to  other  causes.  Mucous 
membrane  lesions  occur  in  about  25  per  cent  of 
cases  but  are  probably  frequently  overlooked. 
The  oral  mucosa,  tonsil,  larynx,  nasopharynx, 
and  even  the  rectal  mucosa  may  be  involved. 

The  lymph  nodes  are  involved  in  the  vast 
majority  of  cases.  Palpable  peripheral  nodes  are 
present  in  many  patients,  and  the  intrathoracic 
nodes,  as  manifested  by  prominent  hilar  shadows, 
are  frequently  affected.  The  spleen  is  probably 
involved  far  more  often  than  is  commonly  re- 
ported, and  pronounced  splenomegaly  is  some- 
times found.  The  liver  is  apparently  affected 
only  slightly  less  often  than  the  spleen,  for  aspi- 
ration biopsy  studies  have  shown  that  tuberculoid 
changes  occur  in  this  organ  in  a surprisingly 
large  percentage  of  cases.  There  may  be  in- 
creases in  the  globulin,  alkaline  phosphatase, 
and  cephalin  flocculation  levels  of  the  serum  in 
sarcoid.  YTiile  the  significance  of  these  changes 
is  not  clear,  it  is  possible  that  they  are  correlated 
with  actual  sarcoid  involvement  of  liver  paren- 
chyma. 

Involvement  of  the  lung  is  also  a common 
feature  of  the  disease.  However,  there  is  often 
a lack  of  correlation  between  the  degree  of  pul- 
monary infiltration  and  the  respiratory  symptoms 
exhibited  by  the  patient.  Not  uncommonly  one 
finds  extensive  involvement  with  almost  complete 
absence  of  symptoms,  such  as  cough  or  dyspnea. 
On  the  other  hand,  severe  and  progressive  dyspnea 
is  occasionally  seen,  usually  in  association  with 
widespread  and  progressive  pulmonary  fibrosis 
with  or  without  cardiac  insufficiency  of  the  cor 
pulmonale  type.  The  x-ray  pattern  of  pul- 
monary involvement  consists  of  two  main  types. 
There  may  be  disseminated  miliary  or  more 
coarsely  nodular  foci  which  must  be  distinguished 
from  hematogenous  tuberculosis,  or  there  may 
be  a reticulated  appearance  with  strandlike  areas 
extending  outward  from  the  hilus  along  the 
bronchovascular  markings.  The  latter  may  re- 
semble lymphangitic  carcinomatosis  or  sili- 
cosis. In  the  majority  of  cases  it  is  probable 
that  the  pulmonary  lesions  resorb  almost  com- 
pletely, although  regression  may  be  slow.  Some- 
times interstitial  fibrosis  may  supervene  and 
be  associated  with  areas  of  bullous  emphysema 
or  cystic  bronchiectasis. 

Involvement  of  the  heart  is  also  known  to  occur 
in  sarcoid.  Sometimes  direct  involvement  of  the 
heart  by  sarcoid  lesions  takes  place,  but  in  the 
majority  of  cases  the  cardiac  abnormality  is  due 
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to  various  degrees  of  cor  pulmonale  secondary  to 
extensive  pulmonary  fibrosis. 

Localization  of  sarcoid  lesions  in  bone  has  fre- 
quently been  described,  particularly  in  the 
Scandinavian  literature  where  the  incidence  of 
this  involvement  has  ranged  between  15  and  25 
per  cent.  However,  in  this  country  bone  lesions 
are  seen  considerably  less  frequently.  In  our 
material  at  Presbyterian  Hospital  the  incidence 
of  such  involvement  has  been  approximately  5 per 
cent.  The  bone  lesions  have  a predilection  for 
the  short  bones  of  the  hands  and  feet,  and  when 
demonstrable  by  x-ray,  they  are  of  considerable 
diagnostic  importance.  External  manifestations 
of  bone  involvement  may  be  seen  as  fusiform 
swellings  of  the  fingers  and  toes  which  are  often 
surprisingly  painless  to  the  patient. 

Involvement  of  the  eye  and  its  related  struc- 
tures is  also  not  uncommon  in  sarcoidosis.  This 
manifestation  is  usually  an  iritis  or  iridocy^clitis, 
either  bilateral  or  unilateral.  Conjunctival  in- 
volvement occurs  in  probably  not  more  than  5 
per  cent  of  the  cases,  and  involvement  of  the 
posterior  uveal  tract  is  rare.  Uveitis,  usually 
bilateral,  may  be  associated  with  enlargement  of 
the  parotid  gland  and  frequently  of  the  sub- 
maxillary  glands  as  part  of  the  syndrome  called 
uveoparotid  fever.  Actually  fever  occurs  in 
less  than  half  of  these  cases  and  is  usually  of  low 
grade.  Enlargement  of  the  lacrimal  gland  may 
also  be  seen  with  the  uveoparotid  syndrome  or 
may  occur  with  salivary  gland  enlargement  alone 
as  one  form  of  Mikulicz  syndrome.  In  the  era 
before  corticosteroids  uveitis  and  iridocyclitis 
were  extremely  serious  complications,  and  some 
patients  with  this  type  of  ocular  involvement 
advanced  to  a stage  of  permanent  blindness. 

Other  organs  which  have  been  found  to  be  in- 
volved in  a significant  number  of  sarcoid  patients 
include  the  kidney  and  central  nervous  system. 
Involvement  of  the  cranial  nerves,  especially  the 
facial  nerve,  may  occur  in  association  with  the 
uveoparotid  syndrome  and  may  result  in  a palsy 
of  the  peripheral  type.  Localization  in  the 
hypothalamic  region  and  pituitary  gland  may  be 
associated  with  diabetes  insipidus.  Involvement 
of  the  stomach  and  intestinal  tract  has  also  been 
reported,  but  this  is  relatively  infrequent.  Some- 
times skeletal  muscle  is  involved  asymptomati- 
cally, and  occasionally  biopsies,  of  a skeletal 
muscle,  such  as  the  gastrocnemius,  xdeld  a positive 
histologic  diagnosis  of  sarcoid  when  other  avail- 
able material  does  not. 


La  bora  tory  Fi n di n gs 

Changes  in  the  white  blood  cell  and  differential 
count,  the  red  blood  cell  count,  or  hemoglobin  are 
not  constant  and  are  of  little  significance  in 
sarcoid.  Elevation  of  the  total  serum  protein, 
however,  is  a frequent  finding.  This  rise  is  ex- 
clusively in  the  globulin  fraction  and  primarily 
in  the  gamma  globulin  fraction.  Elevations  of 
serum  calcium  are  commonly  seen  and  may  reach 
levels  of  15  to  16  mg.  per  100  cc.  Apparently  the 
hypercalcemia  is  independent  of  the  hvperpro- 
teinemia,  although  of  course  both  may  exist 
in  the  same  patient. 

In  spite  of  the  elevated  calcium,  serum  phos- 
phorus is  usually  normal.  Elevations  of  the 
serum  alkaline  phosphatase,  however,  are  not 
uncommon  and  are  sometimes  of  diagnostic  help. 
Usually  it  is  impossible  to  correlate  the  phos- 
phatase values  with  either  the  extent  of  the  bone 
lesions  or  with  the  calcium  content  of  the  blood. 
In  approximately  one  fourth  of  the  cases  the 
cephalin  flocculation  test  is  positive,  which  is 
probably  not  surprising  in  view  of  the  known 
frequency  of  parenchymatous  sarcoid  involve- 
ment of  the  liver. 

Serologic  reactions  for  syphilis  have  been 
positive  in  some  cases  of  sarcoid  and  have  some- 
times been  interpreted  as  nonspecific  reactions 
accompanying  the  elevated  serum  globulins. 
Recently,  however,  through  the  use  of  the  spe- 
cific treponemal  immobilization  test  it  has  been 
found  that  biologic  false  positive  reactions  to  the 
ordinary  serologic  tests  for  syphilis  are  not  very 
common  in  sarcoid,  and  in  the  great  majority  of 
cases  the  serologic  tests  actually  indicate  past 
syphilitic  infection. 

Tuberculin  Reaction 

The  high  incidence  of  sarcoid  patients  in  an 
active  stage  who  fail  to  react  to  tuberculin  in 
relatively  high  concentrations  is  a well-known 
fact.  Nonreactors  to  tuberculin  occur  much 
more  commonly  in  sarcoid  patients  than  in 
normal  individuals  or  in  those  with  other  dis- 
eases. There  is  nothing  specific  about  this 
anergv  to  tuberculin,  however,  for  patients  with 
sarcoid  generally  exhibit  a poverty  of  immuno- 
logic reactivity  to  other  microbial  antigens  as  well. 

The  etiology  of  sarcoid  is  still  unknown,  al- 
though practically  every  agent  capable  of  produc- 
ing a granulomatous  tissue  reaction  or  of  affecting 
the  reticuloendothelial  system  has  been  suggested 
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as  a cause  at  one  time  or  another.  The  bulk  of 
the  controversy  has  centered  about  the  possible 
etiologic  role  of  the  tubercle  bacillus.  The  great 
objection  to  accepting  the  tubercle  bacillus  as  the 
cause  of  sarcoid  has  been  the  consistent  failure  to 
find  the  organism  in  the  lesions  and  the  high 
incidence  of  nonreactors  to  tuberculin  in  this 
group.  In  all  other  instances  I know  of  in  medi- 
cine, failure  to  isolate  an  organism  and  inability 
to  show  that  the  affected  individuals  develop  a 
specific  hypersensitivity  to  the  suspected  organ- 
ism or  its  products  would  be  taken  as  good  evi- 
dence that  that  particular  agent  has  nothing  much 
to  do  with  the  etiology  of  the  disease.  Paradox- 
ically, however,  proponents  of  the  theory  that 
sarcoid  is  due  to  the  tubercle  bacillus  use  these 
devastatingly  negative  findings  as  an  argument 
for  their  contention!  The  surprising  thing  to 
me  is  that  this  idea  should  have  been  able  to 
persist  as  a valid  concept  as  long  as  it  has.  While 
it  is  true  that  some  cases  of  sarcoid  do  go  on  to 
develop  frank  tuberculosis,  in  our  experience  this 
has  occurred  mainly  in  patients  with  widespread 
and  crippling  sarcoid  involvement,  particularly 
of  the  lungs.  These  respiratory  cripples  offer  a 
happy  habitat  for  the  growth  of  the  tubercle 
bacillus,  although  the  number  of  such  patients 
with  sarcoid  who  actually  develop  tuberculosis  is 
surprisingly  small.  In  our  series  of  more  than 
100  cases  of  sarcoid,  tuberculosis  is  known  to 
have  supervened  in  only  four  during  the  past  ten 
years. 

Kveim  Test 

Intradermal  injections  of  heated  suspensions 
of  sarcoid  tissue  produce  characteristic  skin  reac- 
tions in  about  70  per  cent  of  patients  with  active 
sarcoidosis.  This  is  the  so-called  Kveim  re- 
action, consisting  of  an  indurated  papule  at  the 
site  of  injection  which  is  remarkable  for  its  slow 
evolution  and  its  persistence.  It  requires  several 
weeks  for  the  skin  test  to  become  positive,  and 
then  it  may  persist  for  many  months  or  even 
years  if  the  disease  remains  active.  The  Kveim 
reaction  tends  to  become  negative  when  the 
disease  is  about  to  enter  a stage  of  remission  or 
when  the  lesions  have  healed.  Kveim  tests  in 
normal  individuals  are  regularly  negative,  and 
negative  tests  are  also  obtained  in  other  diseases, 
such  as  tuberculosis,  leprosy,  Hodgkin’s  disease, 
and  lymphogranuloma  venereum.  The  Kveim 
test,  therefore,  is  quite  specific  for  sarcoidosis, 
and  it  often  is  a useful  index  of  activity. 


As  a diagnostic  procedure  the  Kveim  test  is 
somewhat  limited  by  its  slow  evolution.  When 
there  is  an  accessible  lymph  node  or  an  active 
lesion  in  the  skin,  this  usually  provides  histologic 
proof  of  the  disease  without  resorting  to  the 
Kveim  test.  When  such  tissue  is  not  available, 
aspiration  liver  biopsy  or  biopsy  of  skeletal 
muscle  may  be  performed  in  an  effort  to  obtain 
positive  histologic  evidence  of  sarcoidosis.  How- 
ever, the  Kveim  test  is  an  easier  alternative  and 
is  applicable  to  ambulatory  patients. 

Recently  some  doubt  "has  been  cast  on  the 
specificity  of  the  Kveim  reaction  because  posi- 
tive tests  have  occasionally  been  obtained  with 
some  antigen  preparations  in  normal  individuals 
and  in  those  with  tuberculosis.  This  emphasizes 
the  fact  that  the  specificity  and  activity  of  each 
lot  of  Kveim  antigen  must  be  tested  carefully 
before  it  is  used  clinically.  At  best  these  anti- 
gens are  crude  and  difficult  to  standardize. 
Some  prove  to  be  inert,  and  others  rapidly  lose 
their  specificity.  When  this  happens,  the  anti- 
gen in  question  must  be  discarded.  However, 
when  an  active  and  specific  Kveim  antigen  is 
obtained,  it  usually  can  be  used,  within  the  limi- 
tations I have  already  mentioned,  for  a consid- 
erable period  of  time.  In  our  experience,  when 
these  precautions  are  observed,  there  is  nothing 
wrong  with  the  specificity  of  the  Kveim  reaction. 

Course  and  Prognosis 

Sarcoidosis  tends  to  run  a prolonged,  low-grade, 
chronic,  and  unpredictable  course,  ranging  in 
duration  from  several  months  to  many  years. 
In  the  majority  of  cases  the  course  is  benign,  and 
the  patients  ultimately  recover  completely,  but 
in  some  patients  (probably  about  10  per  cent)  the 
disease  may  be  progressive  to  the  point  of  death. 
Death  is  usually  due  to  pulmonary  fibrosis  with 
resultant  respiratory  and  cardiac  insufficiency  or 
to  superimposed  caseating  tuberculosis.  Ex- 
tensive localized  involvement  in  vital  structures, 
such  as  the  heart  and  possibly  the  kidney  and 
brain,  may  also  be  fatal  in  some  cases.  Other 
serious  sequelae  include  blindness  resulting  from 
ocular  involvement  and  occasionally  the  mutilat- 
ing effects  of  bone  and  skin  lesions. 

Treatment 

In  closing,  I should  like  to  say  a few  words 
about  the  treatment  of  sarcoidosis.  The  evalua- 
tion of  therapeutic  measures  in  sarcoidosis  has 
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been  extremely  difficult  because  of  the  pro- 
nounced tendency  for  the  disease  to  regress  spon- 
taneously. In  the  past  many  different  agents 
have  been  tried,  all  with  doubtful  or  equivocal  re- 
sults. Recently,  the  corticosteroids  have  been 
used  successfully  to  produce  clinical  remissions. 
These  compounds  are  in  no  sense  curative  since 
their  therapeutic  effect  lasts  only  as  long  as  they 
are  given.  Nevertheless,  maintenance  therapy  of 
this  type  is  possible  and  may  be  continued  for 
relatively  long  periods  of  time  in  the  hope  that 


the  disease  will  ultimately  regress  spontaneously. 
Of  course,  in  the  majority  of  cases  with  minimum 
involvement,  long-term  treatment  with  the 
steroids  is  not  necessary.  But  in  those  patients 
with  ocular  lesions  or  severe  pulmonary  involve- 
ment, there  is,  to  my  mind,  an  absolute  indication 
for  treatment  with  the  steroids.  The  prevention 
of  the  devastating  effects  of  blindness  and  exten- 
sive pulmonary  and  cardiac  insufficiency  cer- 
tainly seems  to  warrant  the  risk  inherent  in 
prolonged  steroid  administration. 


( Number  twelve  of  a series  of  Postgraduate  Radio  Programs) 


See  Special  Historical  and 
Scientific  Exhibits 

at  the 

SESQUICENTENNIAL  CONVENTION 

Medical  Society  of  the  State  of  New  York 
February  18  to  21,  1957 

HOTEL  STATLER  NEW  YORK  CITY 


776 


New  York  State  J.  Med. 


sesquicentennial 


CLINICOPATHOLOGIG  CONFERENCE 

February  20,  1957,  9:00  to  10:30  A.  M 

Keystone  Room,  Ballroom  Balcony 
Hotel  Statler,  New  York  City 


Editor’s  Note. — The  following  is  the  protocol  of  the  case  to  be  presented  at  the  Clinico- 
pathologic  Conference  in  the  Scientific  Program  of  the  Sesquicentennial  Convention  of  the 
Medical  Society  of  the  State  of  New  York.  It  is  printed  here  for  the  benefit  of  those  who  may 
wish  to  study  the  case  before  attending  the  conference. 


C.  A.,  a seventy-year-old,  white  male,  was  first 
admitted  to  Bronx  Municipal  Hospital  Center  on 
September  20,  1954,  with  complaints  of  weakness, 
fatigue,  and  pallor  of  two  and  one-half  years  dura- 
tion, exertional  dyspnea,  and  occasional  precordial 
pain  on  effort. 

Past  History. — Two  and  one-half  years  prior  to 
admission  the  patient  developed  fatigue,  weakness, 
and  pallor  associated  with  bilateral  inguinal  and 
axillary  adenopathy.  He  received  radiation  therapy 
as  follows:  from  March  31  to  April  16,  1952,  1,400 
r to  the  left  axilla  and  1,200  r to  the  right  axilla, 
left  cervical,  and  anterior  splenic;  from  July  10  to 
16,  1952,  200  r to  the  left  axilla  and  100  r to  the 
right  axilla;  from  April  15  to  28,  1953,  500  r to  the 
anterior  splenic;  and  from  April  3 to  20,  1954,  500  r 
to  the  anterior  splenic. 

Since  no  improvement  followed  the  above  regime 
he  was  hospitalized  at  another  hospital  for  nineteen 
days  and  received  blood  transfusions.  The  physical 
examination  at  that  time  revealed  the  liver  two  and 
one-half  fingers  below  the  costal  margin,  question- 
able splenic  enlargement,  and  palpable  lymph  nodes 
in  the  cervical,  axillary,  and  inguinal  regions.  The 
hemogram  showed  hemoglobin  71  per  cent,  red 
blood  cells  3,500,000,  and  white  blood  cells  440,000 
with  92  per  cent  lymphocytes. 

First  Admission. — On  his  admission  to  Bronx 
Municipal  Hospital  Center  on  September  20,  1954, 
the  physical  examination  revealed  generalized  pallor. 
Enlarged,  hard  lymph  nodes  were  present  on  both 
sides  of  the  neck,  in  both  axillae,  and  in  both  inguinal 
regions.  Crepitant  rales  were  heard  at  the  right 
lung  base,  and  a blowing  systolic  murmur  was  pres- 
ent over  the  entire  precordium.  There  was  a 
tachycardia  of  130  per  minute.  The  liver  was  en- 
larged three  to  four  fingers  below  the  right  costal 
margin;  the  spleen  was  not  felt. 

The  hemoglobin  on  admission  was  4.0  Gm.,  red 
blood  cells  1,000,000,  white  blood  cells  125,000  with 


95  per  cent  lymphocytes.  Following  transfusion 
of  4,000  cc.  of  whole  blood  the  hemoglobin  was  9.5 
Gm.  and  red  blood  cells  3,000,000.  The  patient  was 
discharged  improved  on  October  25,  1954. 

Second  Admission. — Twenty  days  later,  on 
November  15,  1954,  he  was  readmitted  because  of 
increasing  weakness.  Physical  examination  was 
essentially  unchanged  except  that  there  was  icterus 
of  the  skin  and  mucous  membranes. 

Urinalyses  and  blood  counts  during  this  admission 
are  shown  in  Table  I.  Mazzini  and  VDRL  tests 
were  negative  on  November  15,  1954.  Blood  chem- 
istries were  as  follows: 

November  25,  1954 — Icteric  index  18,  phosphorus 

12.6. 

December  8 — Blood  urea  nitrogen  100,  icteric 
index  13,  bilirubin  1.24. 

December  11 — Blood  urea  nitrogen  53,  carbon 
dioxide  combining  power  21,  chlorides  111,  sodium 
139,  potassium  4.8. 

December  22 — Icteric  index  11,  bilirubin  0.44, 
van  den  Bergh  direct  0.14,  indirect  0.25. 

December  25  and  29 — Blood  urea  nitrogen  31  and 
24,  respectively. 

December  31 — Glucose  84,  chlorides  105,  sodium 
144,  potassium  4.7. 

January  5,  1955 — Icteric  index  36,  bilirubin  0.96. 

On  December  9,  1954,  the  patient  was  placed  on 
cortisone  therapy.  After  ten  weeks  in  the  hospital 
and  13  blood  transfusions,  he  was  discharged  home 
on  January  28,  1955,  to  continue  the  cortisone  and 
to  be  followed  in  the  outpatient  department. 

Third  Admission. — He  was  doing  fairly  well  at 
home  until  about  one  month  later  when  he  required 
immediate  hospitalization  (on  February  28,  1955) 
because  of  severe  dyspnea,  diarrhea,  and  vomiting 
of  three  to  four  days  duration  with  loss  of  conscious- 
ness. There  was  cough  of  one  week  duration.  On 
admission  he  was  in  shock.  Blood  pressure  was 
50/0,  pulse  140,  and  respirations  40  per  minute  and 
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TABLE  I. — Laboratory  Data,  Bronx  Hospital  Municipal  Center,  1954 


A.  URINALYSES,  195  A 


Nov.  15 

Nov.  30 

Dec.  6 

Dec.  15 

Dec.  22 

Dec.  27 

Color 

Amber 

Amber 

Amber 

Yellow 

Specific  gravity 

1.011 

1.006 

1.015 

1.012 

Sugar 

Negative 

Negative 

Negative 

Negative 

Albumin 

Trace 

i+ 

Trace 

Negative 

Red  blood  cells 
White  blood  cells 

5 to  10 

Loaded 

Epithelial  cells 
Bile 

Many 

Few 

Negative 

Negative 

Negative 

Negative 

Urobilinogen 

Positive 

Negative 

Positive 

Positive 

B.  BLOOD  COUNTS 


Nov.  15 

Nov.  20 

Nov.  22 

Dec.  6 

Dec.  12 

Dec.  18 

Dec.  21 

Hemoglobin  (Gm.) 

6.0 

4.5 

9.5 

7.5 

4.0 

4.0 

6.5 

Red  blood  cells 

1,500,000 

2,800,000 

2,850,000 

2,600,000 

2,000,000 

1,750.000 

2,200,000 

White  blood  cells 

128,000 

88.000 

88,000 

120,000 

144,000 

95 , 000 

620,000 

Segmented  forms 

2 

3 

7 

2 

2 

7 

Lymphocytes 

97 

95 

95 

92 

98 

97 

93 

Monocytes 

Eosinophils 

1 

2 

1 

Hematocrit 

17 

shallow.  Jaundice  was  still  present.  An  electro- 
cardiogram showed  a possible  anterior  wall  infarc- 
tion. 

He  was  given  cortisone  intramuscularly  and  in- 
travenously, and  he  was  digitalized.  He  died  with- 
in a few  hours  after  admission  without  recovering 
from  shock. 

X-rays. — Reports  of  x-rays  taken  during  all  three 
admissions  were  as  follows: 

September  22,  1954 — Chest:  Hilar  adenopathy 
(leukemic?),  obliteration  of  both  costophrenic  sinuses 
(pleural  thickening  or  free  effusion),  and  slight  left 
ventricular  enlargement. 

October  11,  1954 — Lumbosacral  Spine:  Degenera- 
tive changes  of  the  lumbosacral  spine  and  pseudo- 
spondy  lolist  hesis . 

October  13,  1954 — Lumbosacral  Spine:  Antero- 

posterior and  oblique  views  again  show  degenerative 
changes.  On  the  oblique  views  there  is  a suggestion 


of  destruction  of  the  anterior  lower  portion  of  the 
fourth  lumbar  vertebra. 

October  16,  1954 — Spot  Films  of  Lumbosacral 
Spine:  Confirm  findings  of  October  13.  Very  likely 
these  represent  bone  destruction  by  a neoplastic 
process,  although  osteomyelitic  destruction  cannot 
be  ruled  out  from  the  x-ray  findings  alone. 

November  19,  1954 — Chest:  Increased  prominence 
of  hilar  shadows  and  partial  atelectasis  of  the  right 
upper  lobe.  In  view  of  the  presence  of  calcified 
lymph  nodes  in  the  right  hilum,  there  is  the  possibil- 
ity that  the  right  upper  lobe  changes  may  be  due  to 
pressure  on  the  bronchus  to  that  lobe  by  these  nodes. 
Changes  could  also  be  due  to  old  pulmonary'  tubercu- 
losis. 

February  28,  1955 — Chest:  A not  too  satisfactory 
bedside  film  shows  the  lung  changes  previously 
noted,  as  well  as  some  increasing  infiltration  in  the 
right  lower  lobe. 
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Anna  Marie  Agnew,  M.D.,  of  Brooklyn,  died  on 
January  7 at  the  age  of  ninety-three.  Dr.  Agnew 
graduated  in  1899  from  the  University  of  Minnesota 
College  of  Medicine  and  Surgery.  One  of  the  early 
women  psychiatrists,  she  worked  in  the  research  lab- 
oratory of  the  City  of  New  York  from  1904  to  1907  at 
which  time  she  joined  the  staff  of  Brooklyn  State 
Hospital  as  an  assistant  physician  and  rose  to  the 
rank  of  supervising  psychiatrist.  Dr.  Agnew  was  a 
member  of  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Bonfield,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 16,  1956,  at  the  age  of  sixty.  Dr.  Bonfield 
graduated  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital  in  1923.  He  was  an 
associate  in  pediatrics  at  the  Coney  Island  Hospital. 

Richard  Joseph  Boyce,  M.D.,  of  Poughkeepsie, 
died  on  December  5,  1956,  at  the  age  of  fifty-two. 
Dr.  Boyce  graduated  from  Queen’s  University 
Faculty  of  Medicine,  Kingston,  in  1929.  He  was  an 
Associate  of  the  International  College  of  Surgeons 
and  a member  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Noah  Bunin,  M.D.,  of  Brooklyn,  died  on  October 
2,  1956,  at  the  age  of  eighty.  Dr.  Bunin  graduated 
from  Long  Island  College  Hospital  Medical  School 
in  1908.  He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Arnold  Conason,  M.D.,  of  New  York  City,  died 
on  January  10  at  the  age  of  forty.  Dr.  Conason 
graduated  in  1941  from  the  University  of  Michigan 
Medical  School.  He  served  during  World  War  II 
with  the  Army  Medical  Corps  and  later  with  the 
Joint  Distribution  Committee  in  its  European  wel- 
fare program.  Dr.  Conason  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  E.  Edelstein,  M.D.,  of  New  York  City  and 
Saddle  River,  New  Jersey,  died  on  January  14 
at  the  age  of  fifty-three.  Dr.  Edelstein  graduated 
from  New  York  University  and  Bellevue  Hospital 
Medical  College  in  1929.  He  was  with  the  Bureau 
of  Child  Guidance  of  the  New  York  City  Board  of 
Education.  Dr.  Edelstein  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  and  a 


member  of  the  American  Psychiatric  Association, 
the  Rockland  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elsie  Emmerich  Ewer,  M.D.,  of  the  Bronx,  died 
on  July  12,  1956,  at  the  age  of  seventy-one.  Dr. 
Ewer  graduated  from  New  York  Medical  College 
and  Hospital  for  Women  in  1910. 

Carl  C.  Franken,  M.D.,  of  New  York  City,  died  on 
January  8 at  the  age  of  eighty- three.  Dr.  Franken 
graduated  in  1910  from  University  College  of  Medi- 
cine, Richmond,  Virginia,  and  interned  at  Lying-In 
and  Mount  Sinai  Hospitals.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hilde  Cecile  Kramer,  M.D.,  of  West  Brentwood, 
died  on  October  4,  1956,  at  the  age  of  sixty-eight. 
Dr.  Kramer  received  her  medical  degree  from  the 
University  of  Vienna  in  1931.  She  was  a super- 
vising psychiatrist  at  Pilgrim  State  Hospital  and  a 
member  of  the  Long  Island  Psychiatric  Society. 

Robert  Andrew  Kroehler,  M.D.,  of  Rosedale,  died 
on  September  27,  1956,  at  the  age  of  fifty-six.  Dr. 
Kroehler  graduated  from  the  University  of  Nebraska 
College  of  Medicine  in  1925.  He  was  a member  of 
the  American  Academy  of  General  Practice,  the 
Queens  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Louis  Michael  John  Lally,  M.D.,  of  Floral  Park, 
died  on  January  1 at  the  age  of  sixty-three.  Dr. 
Lally  graduated  in  1921  from  McGill  University 
Faculty  of  Medicine.  He  was  chief  of  general  prac- 
tice at  Nassau  Hospital,  Mineola.  Dr.  Lally  was  a 
member  of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Losner,  M.D.,  of  Brooklyn,  died  on  Janu- 
ary 14  at  the  age  of  forty-four.  Dr.  Losner  received 
his  medical  degree  from  the  University  of  Berlin  in 
1937  and  interned  at  the  Jewish  Hospital  of  Brook- 
lyn and  Jewish  Chronic  Disease  Hospital  of  which  he 
was  assistant  medical  director.  He  was  assistant 
director  of  medicine  and  chief  of  the  coagulation 
laboratory  at  the  Jewish  Chronic  Disease  Hospital, 
Brooklyn  and  an  adjunct  physician  at  Beth-El 
Hospital  and  Beth-El  Hospital  Outpatient  Depart- 
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ment,  and  an  instructor  of  clinical  medicine  at  the 
State  of  New  York  College  of  Medicine  Downstate 
Medical  Center.  In  1956  he  invented  the  ballisto- 
scope  and  donated  its  patent  to  the  Jewish  Hospital. 
Dr.  Losner  was  a Fellow  of  the  American  College  of 
Angiology  and  a member  of  the  New  York  Cardio- 
logical Society,  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Frederick  Wolfe  Manly,  M.D.,  of  Phoenix,  died 
on  December  19,  1956,  at  the  age  of  eighty-eight. 
Dr.  Manly  graduated  from  Syracuse  University 
College  of  Medicine  in  1897.  He  had  practiced  in 
Phoenix  for  fifty-seven  years  and  prior  to  that  in 
Syracuse  and  Naples  and  was  a member  of  the  staff 
of  Lee  Memorial  Hospital,  Fulton.  He  was  honored 
in  1947  for  his  fiftieth  year  of  practice.  Dr.  Manly, 
a veteran  of  World  War  I,  was  a member  of  the  Os- 
wego County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Karl  Andrews  Matzinger,  M.D.,  of  Buffalo,  died 
on  December  7,  1956,  at  the  age  of  fifty.  Dr. 
Matzinger  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1932.  He  was  an  attending 
psychiatrist  at  Meyer  Memorial  Hospital,  clinical 
assistant  in  psychiatry  at  Buffalo  General  Hospital, 
an  associate  in  psychiatry  at  the  University  of 
Buffalo,  and  a consultant  at  DeGraff  Memorial 
Hospital,  North  Tonawanda.  Dr.  Matzinger  was  a 
member  of  the  American  Psychiatric  Association, 
the  Buffalo  Neuropsychiatric  Association,  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leopold  Mehler,  M.D.,  of  New  York  City,  died  on 
September  4,  1956,  at  the  age  of  fifty-six.  Dr. 
Mehler  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1926.  He  was  attending  sur- 
geon in  ophthalmology  at  the  Harlem  Eye  and  Ear 
Hospital  and  an  assistant  attending  in  otolaryn- 
gology at  New  York  Hospital.  A Diplomate  of  the 
American  Board  of  Otolaryngology,  Dr.  Mehler 
was  a member  of  the  Industrial  Medical  Association, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ernest  Mendel,  M.D.,  of  New  York  City,  died  on 
January  18  at  the  age  of  sixty-one.  Dr.  Mendel 
received  his  medical  degree  in  1920  from  the  Uni- 
versity of  Munich.  He  was  former  chief  resident 
of  the  Berlin  University  Clinic  and  the  author  of  a 
number  of  scientific  articles.  A Fellow  of  the  Ameri- 
can College  of  Cardiology,  Dr.  Mendel  was  a member 
of  the  New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eugene  Chandler  Milch,  M.D.,  of  New  York 


City,  died  on  January  8 at  the  age  of  fifty-four. 
Dr.  Milch  graduated  from  the  Medical  College  of 
Virginia  in  1927.  From  1933  to  1935  he  was  an 
instructor  in  neurology  at  New  York  University, 
assistant  clinical  psychiatrist  of  the  New  York 
State  Psychiatric  Institute  and  Hospital  from  1935 
to  1940,  and  a former  associate  in  psychiatry  at  Co- 
lumbia University  until  1941.  He  was  on  the  staff 
of  the  Association  for  Psychoanalytic  Medicine  and  a 
lecturer  at  the  State  University  of  New  York 
College  of  Medicine  Downstate  Medical  Center 
where  he  was  also  a training  analyst  for  the  division 
of  psychoanalytic  education.  In  1946  he  retired 
from  the  Navy  as  a commander.  Dr.  Milch  was  a 
Diplomate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American  Psy- 
chiatric Association,  the  Association  for  Psycho- 
analytic Medicine,  the  New  York  Society  for  Clini- 
cal Psychiatry,  the  New  York  Psychoanalytic  So- 
ciety, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Joseph  Reilly,  M.D.,  of  New  York  City,  died 
on  January  5 at  the  age  of  ninety-six.  Dr.  Reilly 
graduated  from  Bellevue  Hospital  Medical  College 
in  1896.  He  practiced  in  New  York  for  a short 
time  before  going  to  China  as  a member  of  the 
International  Health  Association.  Dr.  Reilly  served 
as  physician  to  President  Theodore  Roosevelt  and 
was  also  personal  physician  to  President  William 
Howard  Taft. 

Isador  Ripps,  M.D.,  of  the  Bronx,  died  on  January 
17  at  the  age  of  fifty-four.  Dr.  Ripps  graduated  in 
1928  from  Tulane  University  of  Louisiana  School  of 
Medicine.  He  was  an  associate  attending  physician 
at  Harlem  and  Bellevue  Hospitals  and  an  assistant 
attending  physician  at  University  Hospital.  Dr. 
Ripps  was  a member  of  the  American  Academy  of 
Allergy  and  the  New  York  Allergy  Society. 

Leon  Arthur  Salmon,  M.D.,  of  New  York  City, 
died  on  January  13  at  the  age  of  fifty-six.  Dr. 
Salmon  graduated  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1925.  He  was  an 
associate  in  neurology  at  Presbyterian  Hospital  and 
a consultant  in  neurology  at  St.  Francis  Hospital, 
Port  Jervis.  Dr.  Salmon  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  Association  for  Research  in  Nervous 
and  Mental  Diseases,  the  American  Academy  of 
Neurology,  the  New  York  Academy  of  Medicine, 
the  New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Henry  Lewis  Sherman,  M.D.,  of  New  York  City, 
died  on  December  27,  1956,  at  the  age  of  forty-five. 
Dr.  Sherman  graduated  from  Cornell  University 
Medical  College  in  1911  and  interned  at  Mount 
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Sinai  and  Cornell  Hospitals.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Frederick  Swift,  M.D.,  of  Jordan,  died  on 
December  29,  1956,  at  the  age  of  seventy-four. 
Dr.  Swift  graduated  in  1904  from  Michigan  Homeo- 
pathic Medical  College. 

James  Almon  Taggert,  M.D.,  of  Salamanca,  died 
on  January  1 at  the  age  of  eighty-three.  Dr.  Tag- 
gert graduated  from  the  University  of  Buffalo  School 
of  Medicine  in  1896.  He  was  an  attending  physi- 
cian at  Salamanca  District  Hospital.  Dr.  Taggert 
was  a member  of  the  Cattaraugus  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  Wingate  Thayer,  M.D.,  formerly  of  Hemp- 
stead, Long  Island,  died  on  December  16,  1956,  in 
Barnes  Hospital,  St.  Louis,  Missouri,  at  the  age  of 
sixty-three.  Dr.  Thayer  graduated  from  the  Uni- 
versity of  Pennsylvania  School  of  Medicine  in  1923. 
He  was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  Lamont  Truex,  M.D.,  of  Middletown, 
died  on  December  15,  1956,  at  the  age  of  sixty-nine. 
Dr.  Truex  graduated  from  Long  Island  College 
Hospital  Medical  School  in  1911.  He  was  a con- 
sultant in  obstetrics  and  gynecology  at  Horton  Memo- 
rial Hospital.  Dr.  Truex  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 


member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Vladimir  Jacob  Viatkin,  M.D.,  of  New  York  City, 
died  on  September  15,  1956,  at  the  age  of  sixty-eight. 
Dr.  Viatkin  received  his  medical  degree  from  the 
Imperial  University  of  Kazan  in  1912. 

Martin  Berthold  Welt,  M.D.,  of  New  York  City, 
died  on  October  5,  1956,  at  the  age  of  fifty-eight. 
Dr.  Welt  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1923.  He  was  a senior  clinical 
assistant  in  surgery  at  Mount  Sinai  Hospital.  Dr. 
Welt  was  a member  of  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Theodore  West,  M.D.,  of  Port  Chester,  died  on 
January  5 at  the  age  of  seventy-one.  Dr.  West 
graduated  from  Albany  Medical  College  in  1916. 
He  was  director  of  roentgenology  at  United  Hospital. 
Dr.  West  supervised  physical  examinations  of  the 
scientific  personnel  of  the  Manhattan  Project 
(atomic  bomb),  during  World  War  I as  a captain  he 
trained  other  medical  corps  personnel  in  radiology, 
and  he  originated  and  developed  x-ray  treatment  for 
shingles.  Dr.  West  was  a Diplomate  of  the  Ameri- 
can Board  of  Radiology,  a Fellow  of  the  American 
College  of  Radiology,  and  a member  of  the  American 
Roentgen  Ray  Society,  the  New  York  Roentgen 
Society,  a past  chairman  of  the  Westchester  Radio- 
logical Society,  the  Westchester  County  Medical  So- 
ciety of  which  he  was  a past  president,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 
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Physical  Medicine  and  Rehabilitation — A full- 
time course  in  recent  advances  in  physical  medicine 
and  rehabilitation  of  the  arthritides  will  be  offered 
from  May  27  through  31,  sponsored  by  the  Depart- 
ment of  Physical  Medicine  and  Rehabilitation,  New 
York  University-Bellevue  Medical  Center,  and  the 
Office  of  Vocational  Rehabilitation  at  the  Institute 
of  Physical  Medicine  and  Rehabilitation,  New  York 
City.  Tuition  is  free  and  20  scholarships  of  $100 
each  are  available  to  qualified  physicians.  The 
class  is  limited  to  25  members. 

Applications  listing  qualifications  should  be  sent 
to  Dr.  Joseph  G.  Benton,  Institute  of  Physical 
Medicine  and  Rehabilitation,  New  York  University- 
Bellevue  Medical  Center,  400  East  34th  Street, 
New  York  16,  New  York. 

Mobile  Hospital  Exhibitions — More  than  5,400 
persons  in  upstate  New  York  attended  the  11 
mobile  hospital  outfit  exhibitions  held  bj^  the  New 
York  State  Department  of  Health,  Office  of  Medical 
Defense,  during  the  fall  of  1956.  A series  of  spring 
exhibitions  will  also  be  held  in  upstate  communities. 

On  February  27  and  28  there  will  be  an  exhibition 
in  White  Plains  at  the  Mitchell  Place  Armory;  on 
March  6 and  7,  in  the  Highland  Avenue  Arnxuy  in 
Middletown;  March  13  and  14,  Academy  Street 
Armory,  Oneonta;  March  20  and  21,  Seneca  Street 
Armory,  Hornell;  April  3 and  4,  Times  Square 
Armory  in  Olean;  April  10  and  11,  State  Street 
Armory,  Batavia;  April  17  and  18,  Main  Street 
Armory  in  Geneva;  April  24  and  25,  Arsenal  Street 
Armory,  Watertown;  May  8 and  9,  North  Broad- 
way Armory,  Yonkers,  and  May  15  and  16,  Wash- 
ington Street  Armory,  Schenectady. 

Society  of  Anesthesiologists — The  New  York  State 
Society  of  Anesthesiologists,  in  cooperation  with  the 
American  Society  of  Anesthesiologists,  is  offering 
postgraduate  training  in  anesthesiology  to  physi- 
cians engaged  in  full-  or  part-time  practice  of  the 
specialty.  Instruction  will  be  varied  to  suit  indi- 
vidual needs.  There  is  no  tuition  fee.  For  informa- 
tion write  to  Dr.  Sarah  Joffe,  New  York  State 
Society  of  Anesthesiologists,  131  West  11th  Street, 
New  York  11,  New  York. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  December, 
1956  were:  Albany — Dr.  Richard  T.  Beebe; 

Amsterdam — Dr.  Norbert  Fethke ; Angola — Dr.  Lee 
R.  Sanborn;  Bath — Dr.  Donald  D.  Hutchings; 
Bayside — Dr.  Abraham  Halberstein;  Binghamton — 
Drs.  Harry  H.  Levy  and  Irving  Werner;  Bronx — 


Drs.  Ellis  M.  Black,  H.  E.  Diamond,  Kurt  Elias, 
N.  J.  Gould,  Kurt  E.  Hirschfeld,  Milton  D.  Klein, 
Samuel  Lieberman,  L.  J.  McTague,  and  Ira  L. 
Rubin;  Brooklyn — Drs.  William  Bloom,  Ralph 
Blumberg,  J.  H.  Clark,  Cecil  C.  Gloster,  Arthur  J. 
Lapovsky,  Max  Manasse,  John  G.  Masterson,  Mor- 
ton L.  Rosenthal,  and  Simon  Smelensky ; Buffalo — 
Drs.  Joseph  T.  Andrews,  E.  J.  Lippschutz,  Joseph  E. 
Sokal,  and  G.  Swarthout;  Cooperstown — Dr.  Hugh 
Adams;  Dobbs  Ferry — Dr.  Everett  C.  Bragg; 
Elmhurst — Dr.  Alvin  Slipyan:  Elmira — Drs.  Wil- 
liam T.  Boland,  C.  E.  Erway,  and  F.  S.  Hassett; 
Endicott — Dr.  John  A.  Kalb;  Flushing — Drs. 

Joseph  F.  Ascione,  William  Feiring,  Paul  B.  Ross, 
Charles  M.  Rothburd,  and  I larry  Weiss;  Forest 
Hills — Dr.  Leon  Falik. 

Also:  Garden  City — Dr.  T.  J.  Curphey;  Glendale 
— Dr.  Helmut  Zeiger;  Glens  Falls — Drs.  William  P. 
Simmonds  and  B.  C.  Tillotson;  Great  Neck — Drs. 
Francis  X.  Colassard  and  L.  A.  Janoff ; Hempstead — 
Dr.  B.  M.  Stein;  Hudson — Dr.  Joseph  Bellamy; 
Hudson  Falls — Dr.  Robert  W.  Homer;  Huntington 
— Dr.  J.  L.  Sengstack;  Jackson  Heights — Dr.  Harold 
Foster;  Jamaica — Dr.  J.  F.  Faigle;  Kew  Gardens — 
Dr.  A.  Nathan;  Lackawanna — Dr.  E.  M.  Tracy; 
Little  Falls — Drs.  Bernard  J.  Burke,  Joseph  W. 
Conrad,  and  Fred  C.  Sabin;  Malverne — Dr.  Albert 
J.  Beckmann;  Manhasset — Dr.  M.  F.  Wiener; 
Millerton — Dr.  M.  J.  Badeen;  Mount  Kisco — Dr. 
Charles  W.  Pierce;  Mount  Vernon — Dr.  Julius  J. 
Carucci;  New  Rochelle — Drs.  F.  H.  Lutze  and 
Holland  N.  Stevenson;  New  York  City — Drs. 
Simon  A.  Beisler,  Bernard  Berglas,  Alice  I.  Bernheim, 
Myron  I.  Buckman,  S.  B.  Burk,  I.  H.  Cohn,  Alvin  J. 
Cronson,  G.  S.  Dudley,  Edwin  J.  Foley,  Charles  K. 
Friedberg,  Samuel  M.  Friedland,  Paul  Friedman, 
John  H.  Garlock,  Oscar  Glassman,  Henry  R.  Gold, 
Morris  F.  Goldberger,  Milton  H.  Goolde,  Ernst 
Hammerschlag,  William  A.  Horwitz,  C.  Howe,  D.  R. 
Jensen,  Salomon  Jollek,  Ralph  C.  Ivahle,  Gerald  B. 
Kara,  Naomi  Katcher,  M.  R.  Kaufman,  Andrew  D. 
Kerr,  Jr.,  M.  Kris,  James  R.  Lisa,  Robert  L. 
Marcus,  Louis  M.  Mascitelli,  Robert  McGrath,  and 
Jessie  G.  Merin. 

Also:  Drs.  David  T.  Mintz,  Vincent  J.  Morrissey, 
John  Neilson,  Jr.,  Howard  A.  Patterson,  Thomas  C. 
Peightal,  Julius  Pincus,  Norman  Plummer,  A. Rosen- 
blatt, Percy  E.  Rvberg,  J.  E.  Sawhill,  Edward  M. 
Shepard,  Ellen  I.  Simon,  H.  Southworth,  Henry  M. 
Taterka,  G.  Tomasulo,  and  F.  D.  Zeman;  North 
Tonawanda — Dr.  T.  C.  Gerwig,  Jr.;  Pelham — Dr. 
Paul  Reznikoff;  Poughkeepsie — Drs.  C.  O.  Davison, 
George  E.  Lane,  and  Helen  L.  Palliser;  Rochester — 
Drs.  Ralph  E.  Alexander,  Paul  W.  Beaven,  Louis  N. 
Kerstein,  Ray  W.  Kimball,  Morris  E.  Missal,  Nor- 
man J.  Pfaff,  John  Romano,  Gustav  Rosbasch, 
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Lynn  Rumbold,  Martin  A.  Sander,  Bernard  P. 
Solhner,  Howard  A.  Spindler,  and  W.  S.  Thomas; 
Rockville  Centre — Drs.  William  L.  Donnelly,  and 
Harvey  Poliakoff;  Rome — Dr.  Milton  Dorfman; 
Rye — Dr.  W.  P.  Myers;  Staten  Island — Drs. 
Charles  N.  Accettola  and  John  Beck;  Syracuse — 
Drs.  F.  N.  Marty,  William  J.  Michaels,  Jr.,  and  T. 
Perl;  Troy — Drs.  Charles  E.  Bessey,  Rudolph  L. 
Coletti,  John  A.  Enzien,  and  Sherman  W.  Mcllmoyl; 
Utica — Drs.  John  S.  Fitzgerald,  Quentin  M.  Jones, 
Samuel  T.  Rubino,  Herman  J.  Segaul,  and  Joseph 
J.  Witt;  White  Plains — Dr.  V.  M.  Palmer;  Whites- 
boro — Dr. William  H. Williams;  Woodside — Drs.  A. 
Dombrowiecki,  Thomas  M.  Grodin,  and  Harry  K. 
Stone,  and  Yonkers— Dr.  John  M.  Recht. 

Jefferson  County  Medical  Society — A meeting  of 
the  Jefferson  County  Medical  Society  was  held  on 


January  15  at  the  Black  River  Valley  Club  in 
Watertown.  Dr.  Richard  H.  Lyons,  professor  of 
medicine  at  the  State  University  at  Syracuse,  spoke 
on  “Use  and  Abuse  of  Newer  Drugs.” 


Society  of  Medical  Jurisprudence — The  702nd 
regular  meeting  of  the  Society  of  Medical  Juris- 
prudence was  held  at  the  New  York  Academy  of 
Medicine  Building,  2 East  103rd  Street,  New  York 
City,  on  January  14.  Edward  J.  Bohne,  Esq., 
retiring  president,  discussed  a “Review  of  Activities 
of  the  Society  for  the  Past  Year.”  Dr.  George  W 
Slaughter,  incoming  president,  and  associate  profes- 
sor of  clinical  urology  at  New  York  University- 
Bellevue  Medical  Center,  spoke  on  “Stones  of  the 
Urinary  Tract;  Factors  in  Their  Formation; 
Modern  Treatment.” 


Personalities 


Elected 

Dr.  Alfred  P.  Ingegno,  director  of  the  Depart- 
ment of  Internal  Medicine  at  St.  Peter’s  Hospital, 
Brooklyn,  as  president  of  the  medical  board  of  the 
hospital . . . Dr.  Daniel  Sherber,  president;  Dr.  Belle 
Jacobson,  first  vice-president;  Dr.  Victor  Baer, 
second  vice-president;  Dr.  Milton  Dworin,  secre- 
tary, and  Dr.  Irving  Samuels,  treasurer  of  the 
Ehrlich  Medical  Society  . . . Dr.  George  J.  Ward, 
Poughkeepsie,  as  president  of  the  medical  staff  of 
St.  Francis’  Hospital,  Poughkeepsie  . . . Dr.  Mark  H. 
Williams,  Binghamton  thoracic  surgeon,  to  the 
Board  of  Governors  of  the  American  College  of  Sur- 
geons, and  as  president  of  the  medical  staff  of  the 
Binghamton  City  Hospital  . . . Dr.  Arthur  W. 
Wright,  Albany,  as  chairman  of  the  staff  of  Albany 
Hospital. 

Appointed 

Dr.  John  M.  Benny,  former  assistant  super- 
intendent of  Meyer  Memorial  Hospital  in  Buffalo,  as 
acting  superintendent  of  the  hospital  . . . Dr.  George 
R.  Bodon,  Rochester,  as  chief  of  surgery  at  Roches- 
ter General  Hospital  . . . Dr.  Michael  M.  Dacso, 
director  of  the  Department  of  Physical  Medicine  and 
Rehabilitation  at  Goldwater  Memorial  Hospital,  as 
special  consultant,  United  States  Public  Health 
Service,  Bureau  of  State  Services,  Division  of 
Special  Health  Services,  Chronic  Disease  Branch  . . . 
Dr.  Samuel  Dunaif,  instructor  in  psychiatry  at 
Columbia  University  College  of  Physicians  and  Sur- 
geons, as  principal  research  scientist  at  Sing  Sing 
Prison  for  the  State  Departments  of  Mental  Hygiene 
and  Correction  . . . Dr.  Arthur  Nathan,  Beacon,  as 
chief  of  the  tuberculosis  service  at  Castle  Point  . . . 
Dr.  Abraham  Norman,  director  of  professional  serv- 
ices at  the  Veterans  Hospital  in  Bath,  as  manager 
of  the  Veterans  Administration  Hospital  at  Newing- 
ton, Connecticut . . . Dr.  Robert  E.  Rothermel,  New 
York  City,  as  principal  public  health  physician  in 
the  Office  of  Professional  Training  . . . Dr.  Clarence 
R.  Pearson,  Scottsville,  as  a member  of  the  Nurse 


Advisory  Council  to  succeed  Dr.  Christopher 
Parnall,  Rochester;  Dr.  James  C.  Potter,  Rochester, 
reappointed  as  a member  of  the  Medical  Grievance 
Committee;  Dr.  Irving  L.  Ershler,  Syracuse,  ap- 
pointed to  that  committee  to  succeed  Dr.  William 
W.  Street.  Dr.  Thomas  B.  Garlick,  Rochester,  as 
chief  of  surgery  at  Highland  Hospital  in  Rochester. 

Speakers 

Dr.  Perry  Hudson,  clinical  professor  of  urology  at 
Columbia  University  College  of  Physicians  and 
Surgeons,  before  the  Rensselaer  County  Medical 
Society  on  January  8 at  St.  Mary’s  Hospital  in 
Troy,  on  “Adrenalectomy  for  Cancer.” 

Dr.  Paul  A.  Bunn,  professor  of  medicine  at  the 
State  University  of  New  York  College  of  Medicine  at 
Syracuse,  before  the  Ulster  County  Medical  Society 
on  February  5 on  “The  Use  of  Antimicrobial  Agents 
in  Clinical  Medicine”  . . . Dr.  George  L.  Kauer,  Jr., 
New  York  City,  before  the  Rensselaer  County 
Medical  Society  on  February  12  on  “The  Diagnosis 
and  Treatment  of  Anemias”  . . . Dr.  William  J. 
Messinger,  assistant  professor  of  clinical  medicine  at 
the  New  York  University  College  of  Medicine,  be- 
fore the  Suffolk  County  physicians  on  March  2 at 
Southside  Hospital  in  Bay  Shore  on  “The  Diagnosis 
and  Treatment  of  Coronary  Artery  Disease”  . . . Dr. 
George  T.  Pack,  New  York  City,  before  the  com- 
bined tumor  conference  of  the  Einstein  College  of 
Medicine,  New  York  City,  on  February  19  on 
“Melanomas”  and  before  the  Kings  County  Medical 
Society  that  same  evening  on  “Cancer  of  the 
Stomach”  . . . Dr.  Roy  M.  Seideman,  Jamaica 
Estates,  before  the  first  winter  meeting  of  the 
American  Nuclear  Society  in  Washington,  D.C.,  on 
December  11  on  “Photographic  Measurement  of 
Radiation  Quality  and  Quantity:  An  Improved 

Film-Monitoring  Technic  for  the  Evaluation  of 
Exposure  to  Radiation”  . . . Dr.  George  M.  Wheat- 
ley,  third  vice-president  of  the  Metropolitan  Life 
Insurance  Company,  before  the  Onondaga  County 
Medical  Society  on  January-  8 on  “Prevention  of 
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Accidental  Trauma”  . . . Dr.  Frederic  D.  Zeman, 
chief  of  medical  service  at  the  Home  for  Aged  and 
Infirm  Hebrews,  New  York  City,  before  the  Orange 
County  Medical  Society  on  February  12  on  “Com- 
mon Clinical  Errors  in  the  Care  of  the  Elderly 


Patient.” 

New  Offices 

Dr.  Desmond  D.  Moleski,  general  practice  of 
medicine  in  Ellicottville. 


Sesquicentennial  Convention  Announcement 

The  Medical  Society  of  the  State  of  New  York  has  again  arranged  for  the 
services  of  the  Languild  Convention  Service  during  the  Sesquicentennial  Meet- 
ing, February  18  to  21,  at  the  Hotel  Statler,  New  York  City.  This  service  is 
available  without  cost  to  our  members  beginning  now  and  continuing  through 
the  first  three  days  of  the  meeting,  February  18,  19,  and  20,  when  representa- 
tives of  Languild  will  be  on  hand  near  the  registration  desk  on  the  mezzanine. 

The  services  offered  are: 

Tickets — Information  about  Broadway  shows,  concerts,  radio  and  television 
programs,  movies,  sporting  events — and  will  help  you  secure  tickets.  If  you 
wish  to  make  reservations  in  advance,  write  the  Languild  Convention  Service 
indicating  that  you  are  planning  to  attend  the  February  18  to  21  Sesquicen- 
tennial meeting. 

Night  Clubs — Advice  as  to  atmosphere,  floor  shows,  dancing,  cover  and 
minimum  charges — reservations  made  for  you. 

Restaurants — Information  about  type  of  food,  atmosphere,  cost,  directions — 
and  make  arrangements  for  you. 

Transportation — Assistance  in  making  train  and  plane  reservations. 

Shopping  Service — Advice  regarding  any  type  of  shopping — and  even  do  it 
for  you. 

Sightseeing — Arrange  for  trips  around  the  city,  the  United  Nations,  to  the 
Statue  of  Liberty,  to  Hyde  Park  and  West  Point. 

Places  and  Activities  of  Interest — Information  about  exhibits,  museums, 
galleries,  athletic  events,  etc. 

If  you  wish  to  make  arrangements,  you  may  write: 

Languild  Convention  Service 
545  Fifth  Avenue 
New  York  17,  New  York 

Mention  that  you  are  a member  of  the  Medical  Society  of  the  State  of  New  York 
and  expect  to  attend  the  February  18  to  21  Sesquicentennial  meeting. 
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Medical  Group  Psychoanalysts 

The  Society  of  Medical  Group  Psychoanalysts  is 
presently  being  formed  by  trained  psychoanalysts 
who  do  group  work.  Their  first  scientific  meeting 
will  be  held  on  March  22  at  8:30  p.m.  at  the  New 
York  Academy  of  Sciences,  2 East  63rd  Street,  N ew 
York  City. 

The  Society  is  presently  open  for  charter  member- 
ship. Those  interested  in  further  particulars 
should  contact  the  acting  secretary,  Dr.  Benjamin 
Wassell,  49  East  78th  Street,  New  York  21,  New 
York. 

American  College  of  Gastroenterology 

A regional  meeting  of  the  American  College  of 
Gastroenterology  will  be  held  in  Grand  Rapids, 
Michigan,  on  March  17.  Members  of  the  medical 
profession  are  invited  to  attend  and  may  secure  pro- 
grams from  the  Secretary,  American  College  of 
Gastroenterology,  33  West  60th  Street,  New  York 
23,  New  York.  ' 

Phi  Lambda  Kappa  Fraternity 

The  fifth  annual  interim  scientific  meeting  of  Phi 
Lambda  Kappa  Fraternity  will  be  for  the  benefit  of 
the  general  practitioner  and  will  be  held  at  the 
Desert  Inn,  Las  Vegas,  Nevada,  from  March  19 
through  26.  For  further  information  write  to  Dr. 
Samuel  L.  Lemel,  National  Secretary,  Phi  Lambda 
Kappa,  1030  Euclid  Avenue,  Cleveland  15,  Ohio. 

Advancement  of  Psychoanalysis 

The  Association  for  the  Advancement  of  Psycho- 
analysis will  hold  the  fifth  annual  Karen  Horney 
lecture  on  March  27  at  8:30  p.m.  in  Hosack  Hall  at 
the  New  York  Academy  of  Medicine,  2 East  103rd 
Street,  New  York  City.  Dr.  Frieda  Fromm-Reich- 
mann  will  speak  on  “Psychotherapy  of  Schizo- 
phrenics.” 

Medicolegal  Symposium 

A medicolegal  symposium  for  doctors  and  lawyers 
in  New  England  and  the  Eastern  States  will  be  held 
in  Philadelphia  on  March  29  and  30.  The  sym- 
posium will  feature  such  subjects  as  trauma  and 
disease,  medical  expert  testimony,  and  the  medical 
witness.  A mock  trial  demonstration  will  take  up 
the  introduction  in  court  of  chemical  tests  for 


intoxication.  Information  may  be  secured  from  the 
Law  Department,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago  10,  Illinois. 

Medical  Technologists  Meeting 

The  Empire  State  Association  of  Medical  Tech- 
nologists (American  Society  of  Clinical  Patholo- 
gists), an  affiliate  member  of  the  American  Society  of 
Medical  Technologists,  will  hold  its  tenth  annual 
state  convention  in  the  Hotel  Syracuse  in  Syracuse 
from  March  29  through  31.  Further  information 
may  be  obtained  from  Miss  Helen  Munro,  St. 
Joseph’s  Hospital  Laboratory,  Syracuse. 

Histopathology  for  Latin  Americans 

A special  course  in  practical  histopathology  will  be 
given  for  visiting  Latin  American  ophthalmologists 
in  the  Weeks  Hall,  New  York  Eye  and  Ear  Infir- 
mary, 218  Second  Avenue,  New  York  City,  April  5 
and  6. 

Rhinoplasty  and  Reconstructive  Surgery 
Course 

Dr.  Irving  B.  Goldman,  associate  in  otolaryngology 
at  Mount  Sinai  Hospital  in  New  York  City,  will 
direct  a special  course  in  “Rhinoplasty  and  Recon- 
structive Surgery  of  the  Septum”  to  be  given  after 
the  Sixth  International  Congress  of  Otolaryngology 
from  May  13  to  18  at  Mount  Sinai.  This  course 
will  be  open  only  to  foreign  colleagues  on  a full 
scholarship  basis. 

From  July  13  to  27  Dr.  Goldman  will  direct  an 
intensive  postgraduate  course  in  “Rhinoplasty,  Re- 
constructive Surgery  of  the  Nasal  Septum,  and 
Otoplasty”  at  Mount  Sinai  Hospital  in  affiliation 
with  Columbia  University. 

Candidates  should  apply  to  the  Registrar  for 
Postgraduate  Medical  Instruction,  Mount  Siani 
Hospital,  5th  Avenue  and  100th  Street,  New  York 
29,  New  York. 

International  Poliomyelitis  Congress 

The  fourth  international  poliomyelitis  conference 
will  be  held  in  Geneva,  Switzerland,  July  8 through 
12.  Correspondence  and  inquiries  regarding  the 
conference  should  be  addressed  to  the  Secretariat  of 
the  Fourth  International  Poliomyelitis  Conference, 
Hotel  du  Rhone,  Geneva,  Switzerland.  The  tele- 
graph address  is:  Inpolio,  Geneva. 


February  15,  1957 


785 


THE  MONTH  IN  WASHINGTON 


rPHE  broad  issue  of  Federal  construction  grants  for 
medical  schools  pending  before  the  85th  Congress 
raises  again  a major  question:  To  what  extent  is 
there  a physician  shortage  in  the  United  States? 

The  administration,  through  Secretary  Folsom, 
maintains  that  the  need  for  more  doctors  and  re- 
search scientists  is  increasing  rapidly  as  the  population 
rises,  as  medical  science  grows  more  complex,  and  as 
research  programs  are  greatly  expanded.  And,  he 
adds,  the  need  undoubtedly  will  continue  to  increase 
in  the  years  ahead. 

Many  of  these  schools  already  are  in  a critical 
financial  plight,  Mr.  Folsom  argues,  and  they  need 
increased  private  and  public  funds  “just  to  meet 
regular  operating  expenses.”  Under  these  circum- 
stances, without  further  aid,  “many  schools  face 
almost  impossible  obstacles  in  raising  funds  for  con- 
struction of  new  classrooms,  laboratories,  and  other 
facilities.”  The  Secretary  then  sounded  this  warn- 
ing: “Unless  effective  action  is  taken  now  toward 
providing  these  facilities,  the  shortage  of  medical 
scientists  will  grow  much  more  acute  in  the  years 
ahead,  and  the  health  of  the  American  people  will  be 
retarded.” 

To  solve  this  problem,  the  administration  wants 
to  broaden  the  program  enacted  last  year  for  30 
million  dollars  a year  for  three  years  to  help  build 
and  equip  laboratories  doing  research  in  various 
diseases.  It  asked  the  last  Congress  for  50  million 
dollars  a year  for  five  years  for  both  research  labora- 
tories and  teaching  facilities.  The  legislators 
granted  only  the  30-million-dollar-a-year  part.  That, 
says  the  administration,  is  not  enough. 

And  to  bolster  that  contention,  Mr.  Folsom  cites 
the  record  on  the  laboratory  facilities  act:  within 
three  months  after  authorization,  requests  totaling 
well  over  100  million  dollars  were  received  by  the 
Public  Health  Service. 

But  when  the  committees  of  Congress — in  all 
likelihood  starting  with  the  House  Interstate  and 
Foreign  Commerce  group — launch  their  hearings, 
members  will  want  to  know  just  how  short  the 
country  is  of  doctors  and  whether  reports  of  short- 
ages take  into  account  the  increased  productivity  of 
each  physician  in  the  light  of  new  technics  and  other 
medical  advances. 

On  the  opening  day  of  the  85th  Congress,  health 
legislation  emerged  as  a popular  subject.  Of  the 
approximately  2,000  bills,  resolutions,  and  private 
measures  introduced  that  day,  70  were  marked  for 
study  by  the  Washington  Office  of  the  American 
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Medical  Association.  Experience  has  shown  that 
about  3 per  cent  of  all  measures  are  of  medical 
importance. 

Many  of  the  bills  were  duplicates  of  those  in  the 
last  Congress,  while  others  were  revised  versions  of 
old  favorites.  In  the  latter  category  were  the 
Jenkins-Keogh  bills  (again  bearing  the  numbers 
H.R.  9 and  H.R.  10)  which  would  provide  tax  defer- 
ment on  money  paid  in  annuity  plans  and  the 
Bricker  Amendment  for  keeping  international 
treaties  from  affecting  internal  laws  of  the  U.S. 

The  tax  deferment  proposal  was  changed  in  several 
respects,  the  most  important  being  a provision  for 
withdrawal  of  money  from  plans  in  advance  of  age 
sixty-five,  on  payment  of  a tax  penalty.  The  key 
section  in  the  proposed  constitutional  amendment 
sponsored  by  the  Ohio  Senator  states  that  “A  provi- 
sion of  a treaty  or  other  international  agreement  not 
made  in  pursuance  of  this  Constitution  shall  have 
no  force  or  effect.” 

One  of  the  few  surprises  in  the  opening  day  rush 
to  the  bill  hoppers  was  a bill  from  Rep.  Poage  (D., 
Tex.)  to  authorize  the  Secretary  of  HEW  to  make 
long-term,  3 per  cent  interest  loans  to  nonprofit 
hospitals  for  construction  and  expansion  of  facilities, 
including  nurses’  homes.  Certain  sectarian  groups 
have  been  pressing  for  just  such  a plan  in  lieu  of 
taking  Federal  grant  money  under  the  Hill-Burton 
program. 

Moving  to  fill  two  major  spots  in  therDepartment 
of  HEW,  President  Eisenhower  has  named  as  As- 
sistant Secretary  thirty-six-year-old  Elliott  L. 
Richardson,  a Boston  lawyer  and  son  of  the  late  Dr. 
Edward  P.  Richardson  of  Massachusetts  General 
Hospital  and  Harvard  Medical  School.  Mr.  Rich- 
ardson served  at  one  time  as  law  clerk  to  Judge 
Learned  Hand  and  Justice  Felix  Frankfurter,  as  as- 
sistant to  Senator  Sal  tons  tall  and  as  consultant  to 
former  Governor  Christian  Herter,  now  Under- 
secretary of  State. 

To  succeed  Dr.  Lowell  T.  Coggeshall  as  special 
assistant  for  health  and  medical  affairs,  the  President 
appointed  Dr.  Aims  C.  McGuinness,  a Philadelphia 
pediatrician  who  was  last  in  Washington  as  a 
clinical  consultant  to  the  United  Mine  Workers  Wel- 
fare and  Retirement  Fund.  He  was  responsible  for 
the  medical  staffing  of  the  Fund’s  ten  memorial 
hospitals  in  three  mining  states.  Dr.  McGuinness 
was  dean  of  the  University  of  Pennsylvania  Graduate 
School  of  Medicine  and  onetime  director  of  Chil- 
dren’s Hospital  of  Philadelphia. 

Dr.  Coggeshall,  who  returns  to  the  University  of 
Chicago,  was  praised  by  Mr.  Folsom  for  his  “splendid 
work  on  behalf  of  the  health  of  the  American 
people.” 
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The  following  is  a summary  of  the  minutes  of  the  December,  1956,  meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,  as  approved  January  10,  1957 


''he  Council  met  December  13,  1956,  from  9:15 
a.m.  to  12:25  p.m.  at  the  Manhattan  Club, 
New  York  City.  Dr.  James  Greenough,  president, 
occupied  the  chair. 

The  minutes  of  the  meeting  of  November  8,  1956, 
were  approved. 

Secretary’s  Report 

Executive  Committee. — Dr.  Anderton  reported 
actions  of  the  Executive  Committee  on  six  com- 
munications, as  follows: 

1.  Resolution  of  the  Broome  County  Medical 
Society  regarding  fee  schedules  of  the  medical 
rehabilitation  program  conducted  by  the  New  York 
State  Department  of  Health,  of  the  Division  of 
Vocational  Rehabilitation  of  the  New  York  State 
Department  of  Education,  and  of  the  Workmen’s 
Compensation  Board  of  the  State  Labor  Depart- 
ment. 

The  resolution  calls  for  action  by  this  Society  to 
effect  adjustments  in  these  fee  schedules  and  stand- 
ardization of  nomenclature,  progress  in  such  efforts 
to  be  reported  to  the  1957  House  of  Delegates. 

Dr.  Anderton  suggested  that  Mr.  George  P. 
Farrell  be  requested  to  write  to  the  Broome  County 
Medical  Society,  describing  what  has  been  accom- 
plished by  the  State  Society  along  the  lines  sug- 
gested, that  his  letter  be  read  to  the  Council  at  its 
next  meeting,  and  that  the  resolution  be  tabled. 

It  was  so  voted. 

2.  The  next  regarded  a request  of  Dr.  Alfred  E. 
Moore  of  Vernon,  New  York,  for  permission  to 
transfer  his  membership  from  the  Medical  Society  of 
the  County  of  Oneida  to  the  Madison  County 
Medical  Society. 

“The  Executive  Committee  recommends  that  this 
be  approved  by  the  Council  subject  to  approval  of 
the  Madison  County  Medical  Society  ” 

It  was  so  voted. 

3.  Letter  of  December  6,  1956,  from  the  Suffolk 
County  Medical  Society  requesting  refund  of  half 
of  the  1956  State  dues  of  Dr.  Felix  Pulese,  who  died 
in  July  1956. 

“The  Executive  Committee  recommends  that  a 
refund  of  Dr.  Pulese’s  dues  to  this  Society  for  the 
whole  year  1956  be  authorized.” 

It  was  so  voted. 

4.  Letters  of  September  25  and  October  3,  1956, 
from  Dr.  Keith  B.  Preston,  president  of  the  Medical 
Society  of  the  County  of  Oneida,  to  Dr.  Greenough, 
enclosing  a resolution  adopted  by  the  county  medical 
society  on  September  13.  The  resolution  requests 


conference  between  representatives  of  this  Society 
and  representatives  of  the  Division  of  Vocational 
Rehabilitation  of  the  New  York  State  Education 
Department  “in  order  to  obtain  an  agreement.  . . 
that  general  surgeons  (SA)  who  are  on  the  General 
Surgery  Roster  shall  be  authorized  to  perform  re- 
constructive surgery  in  burns,  including  excision  of 
scars  and  skin  grafting.” 

“The  Executive  Committee  approves  of  this 
request  and  suggests  that  the  Council  comply.” 

It  was  so  voted. 

5.  Correspondence  with  the  Medical  Society  of 
the  County  of  Tioga  and  with  Dr.  Winsor  Chase 
Schmidt  regarding  Dr.  Schmidt’s  request  for  mem- 
bership in  the  Medical  Society  of  the  County  of 
Westchester;  suggested  resolutions  remitting  Dr. 
Schmidt’s  dues  to  this  Society  for  1954  and  1955, 
authorizing  a request  that  the  American  Medical 
Association  take  similar  action,  and  approving 
admission  of  Dr.  Schmidt  to  membership  in  the 
Medical  Society  of  the  County  of  Westchester. 

The  Executive  Committee  approved  of  the  sug- 
gested resolutions  and  recommends  that  they  be 
presented  to  the  Council  for  action. 

The  Council  voted  approval. 

Dues  Remissions. — The  Council  voted  to  remit 
annual  State  dues  of  five  members  for  1956  because 
of  illness  and  to  request  remission  of  American 
Medical  Association  dues  of  four  members.  The 
Council  also  rescinded  a previous  action  remitting 
1956  annual  State  dues  of  one  member  because  of 
military  service  and  requesting  that  the  American 
Medical  Association  take  similar  action. 

General. — The  secretary’s  report  continued:  It 

is  a pleasure  to  state  that  Dr.  John  J.  Masterson, 
chairman  of  the  Board  of  Trustees,  on  December  3, 
1956,  signed  five  copies  of  a contract  with  the  U.S. 
Army  to  implement  medical  service  to  dependents 
of  the  personnel  of  the  U.S.  Armed  Forces  and 
certain  others,  under  Public  Law  569.  This  was 
result  of  two  conferences  in  Washington,  D.C., 
between  representatives  of  your  body  and  repre- 
sentatives of  the  Surgeon  General  of  the  U.S.  Army, 
and  much  conferring  by  the  delegated  members  of 
the  Council,  Mr.  George  P.  Farrell,  Mr.  Thomas  E. 
Alexander,  accountant,  and  J.  Richard  Burns,  Esq., 
of  counsel.  The  contracts  were  mailed  to  Colonel 
Lawrence  at  Major  General  Paul  I.  Robinson’s 
office  immediately  after  they  were  signed.  It  is 
anticipated  that  this  new  public-spirited  effort  on 
the  part  of  our  Society  will  meet  with  several  diffi- 
culties, but  there  is  hope  of  it  being  fully  as  success- 
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ful  as  Veterans  Medical  Service  Plan  of  New  York, 
Inc. 

The  annual  conference  of  county  medical  society 
secretaries  in  New  York  State  was  held  at  the 
Syracuse  Corinthian  Club,  through  courtesy  of  Dr. 
and  Mrs.  Leo  E.  Gibson,  on  November  15,  1956. 
Thirty-six  persons  attended  from  28  counties.  The 
program  included  addresses  by  Dr.  Henry  I.  Fine- 
berg,  Dr.  Leo  E.  Gibson,  Dr.  Harold  B.  Smith,  Mr. 
George  P.  Farrell,  and  J.  Richard  Burns,  Esq.,  on 
matters  of  current  medical  interest,  such  as  Public 
Law  569,  medical  care  insurance  for  civil  service 
employes,  medical  care  insurance  in  rural  areas, 
chiropractic  legislation  campaign,  and  our  sesqui- 
centennial.  The  meeting  lasted  from  noon  until 
3 p.m.  Those  who  attended  were  enthusiastic  in 
their  praise. 

Your  secretary  was  much  honored  to  attend  the 
sesquicentennial  meeting  of  the  Medical  Society  of 
the  County  of  Oneida  with  President  Greenough  in 
Utica  on  November  10.  He  attended  a dinner  and 
interesting  presentation  at  the  Savoy  Plaza  Hotel, 
New  York  City,  on  November  13,  given  by  Mr. 
Keith  S.  McHugh,  president  of  the  New  York  Tele- 
phone Company.  On  November  14  he  attended  the 
meeting  of  the  Medical  Expense  Insurance  Subcom- 
mittee of  the  Economics  Committee;  November  16, 
a luncheon  and  conference  on  industrial  rehabilita- 
tion under  the  auspices  of  the  Workmen’s  Compen- 
sation Board  of  the  New  York  State  Department  of 
Labor;  November  19,  joint  meeting  of  the  Sub- 
committee on  General  Practice  and  Rural  Medical 
Service  Committee,  at  Syracuse;  November  23, 
accompanied  President  Greenough,  Dr.  John  C. 
McClintock,  J.  Richard  Burns,  Esq.,  and  Mr. 
George  P.  Farrell  in  negotiations  with  the  U.S. 
Department  of  the  Army  in  Washington,  D.C. 
The  representatives  of  the  Army  were  Colonels 
Evans  and  Newman,  Major  Andrew  Cappey,  and 
Captain  Frank  Dusyn;  November  27  to  29,  at- 
tended House  of  Delegates  of  the  American  Medical 
Association  in  Seattle,  Washington. 

Your  secretary  has  also  scheduled  meeting  of 
Hospital  and  Professional  Relations  Committee  in 
Albany,  December  7 ; dinner  in  honor  of  Dr.  Edward 
Danforth,  your  selection  of  Outstanding  Practi- 
tioner of  1956,  and  Mrs.  Danforth,  at  Oxford, 
December  11;  and  meetings  of  the  Publication, 
Office  Administration  and  Policies,  and  Executive 
Committees  the  following  day. 

As  the  hallowed  season  of  Christmas  approaches, 
your  secretary  takes  the  liberty  to  wish  all  members 
of  the  Council  and  Board  of  Trustees  a mighty  Merry 
Christmas  and  a happy,  health}’,  and  satisfying  1957, 
in  the  name  of  your  full-time  and  part-time  asso- 
ciates. 

The  secretary’s  report  and  supplementary  report 

were  approved. 

The  T reasurer’s  report  was  adopted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Greenough 

stated:  “As  you  all  know,  the  House  of  Delegates 

continued  the  Blood  Banks  Commission  and  the 


Blood  Banks  appropriation  to  run  until  the  first  of 
January.  Therefore,  it  becomes  necessary  at  this 
time  for  the  Council  to  decide  what  should  be  done 
in  regard  to  the  Blood  Banks  Association  after 
January  1,  1957.  After  consultation  with  Dr. 
Givan,  chairman  of  the  Blood  Banks  Commission, 
we  have  invited  Dr.  Herbert  Berger,  president  of 
the  Blood  Banks  Association,  to  be  present  this 
morning.  I would  like  to  ask  Dr.  Givan  to  report 
on  the  Blood  Banks  Commission  and  Dr.  Berger  to 
give  us  information  from  the  Blood  Banks  Associ- 
ation.” 

Dr.  Thurman  B.  Givan,  chairman  of  the  Com- 
mission, reported:  “For  November,  1956,  the 
Blood  Banks  Association  of  New  York  State  had  a 
net  loss  of  $1,597.  The  total  deficit  for  the  eleven 
months  ended  November  30,  1956,  amounted  to 
$11,285. 

“As  of  this  date,  the  Association  has  been  loaned 
$90,000  by  our  Society’.  It  is  pointed  out  again  to 
the  Council  that  last  May  the  House  of  Delegates 
approved  loaning  additional  monies  for  the  rest  of 
this  year  amounting  to  $15,000.  Of  this  the  Associ- 
ation, to  date,  has  received  $5,000. 

“It  was  reported  at  the  last  meeting  of  the  Council 
that  the  budget  of  the  Association  for  1957  had  a 
deficit  of  $18,527.  It  was  pointed  out  that  at 
present  the  budget  of  the  Society  carries  no  appro- 
priation for  loaning  money  to  the  Association  in 
1957. 

“During  November  and  December  the  Associ- 
ation did  some  bleeding  under  the  Community 
Blood  Program.  It  is  also  planned  to  do  some 
bleeding  in  Westchester  County’  during  the  latter 
part  of  January  or  early  in  February. 

“Beginning  January  1,  1957,  the  clearing  house 
program  of  the  Association  will  be  absorbed  by  the 
Northeast  District  Regional  Clearing  House.  While 
the  Association  will  continue  to  operate  the  clearing 
house  program,  it  is  planned  that  any  income  from 
such  operations  and  expenses  will  be  absorbed  by 
the  regional  clearing  house,  rather  than  the  Blood 
Banks  Association. 

“As  it  is  planned  now,  should  the  clearing  house 
operate  in  the  black,  the  fee  paid  by  banks  from  the 
transfer  of  blood  would  be  reduced.  Should  the 
clearing  house  operate  in  the  red,  it  is  presumed  that 
the  transfer  fee  will  be  increased.  The  thought 
behind  this  is  to  make  all  blood  transfers  on  a non- 
profit basis. 

“Dr.  Berger,  who  is  president  of  the  Blood  Banks 
Association,  would  like  to  bring  you  up  to  date  with 
respect  to  any  other  ideas  he  has.  At  the  end  of  his 
remarks,  we  have  some  recommendations  to  make.” 

Dr.  Berger  addressed  the  Council  and  handed  the 
following  report  to  the  secretary':  “It  has  been  the 

philosophy’  of  the  Council  and  of  the  House  of 
Delegates  that  the  Blood  Banks  Association  should 
be  self-sufficient  economically’.  With  this  principle  I 
could  take  exception  because  it  would  seem  that  the 
purpose  of  the  organization  was  fourfold: 

“1.  To  make  areas  self-sufficient  in  their  blood 
needs  so  that  every'  patient  in  every’  community 
could  have  all  the  blood  his  doctor  orders  for  him  at 
minimal  expense. 
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“2.  To  establish  blood  banks  in  hospitals 
throughout  the  State. 

“3.  To  disseminate  information  on  the  mechanics 
and  service  of  blood-banking  to  technicians  and 
physicians. 

“4.  To  establish  a clearing  house  for  distant 
donor  replacements. 

“In  every  one  of  these  four  activities  the  program 
has  been  entirely  successful  wherever  it  has  been 
initiated  properly.  For  example,  one  hospital  pur- 
chased 600  pints  at  a cost  of  $8,400  the  year  before 
our  program  was  introduced  and  none  the  year  after. 
It  has  created  excellent  public  relations  and  has  been 
enthusiastically  welcomed  by  communities,  physi- 
cians, hospital  administrators,  and  primarily  by 
patients. 

“But  we  must  return  to  our  first  statement,  and 
that  is  that  the  program  be  self-supporting.  There- 
fore, a considerable  part  of  the  energies  of  this 
organization,  every  one  of  whose  many  committees 
has  met  repeatedly  during  the  past  six  months,  has 
been  devoted  to  increasing  our  income  and  de- 
creasing our  expenses. 

“Of  these,  income  increase  is  not  only  the  primary 
but  the  only  practical  approach.  These  are  our 
methods  of  doing  this: 

“1.  The  Northeast  Clearing  House  has  been 
established  so  that  our  organization  will  now  be  the 
exchange  medium  for  all  blood  banks  in  13  states 
and  the  District  of  Columbia.  A similar  enterprise 
operating  for  five  years  in  California  has  a gross 
income  in  excess  of  $100,000.  Should  this  endeavor 
be  successful,  we  may  better  this  figure  for  two 
reasons:  (a)  our  area  is  more  heavily  populated  and 

( b ) there  are  many  more  banks  here.  In  California 
there  are  only  seven  large  community  banks  in  the 
entire  state.  The  more  banks,  the  more  exchanges. 

“2.  Program  in  Westchester — We  are  starting 
the  Community  Blood  Program  in  a new  county. 
This  is  a big  effort.  Westchester  was  chosen  for  a 
variety  of  reasons : 

“(a)  It  was  nearby  so  that  we  should  have  a 
minimum  of  travel  expenses.  No  hotels  will  be 
necessary  and  no  long  distance  plane  or  train  fares. 

“(b)  It  is  a large  enough  area  to  occupy  us  for 
many  months. 

“(c)  We  secured  the  cooperation  of  the  hospital 
administrators  even  in  defiance  of  the  Greater 
New  York  Hospital  Association  to  which  these 
gentlemen  all  belong. 

“(d)  The  program  has  been  recommended  to  the 
county  medical  society  by  the  pathologists  and  the 
blood  banks  after  initial  talks  with  us. 

“(e)  The  county  society  has  invited  us  to  initiate  a 
blood  program  there. 

“(/)  Should  we  succeed  in  this  large  and  cosmo- 
politan county,  it  may  go  a long  way  toward  meeting 
our  deficit.  It  may  even  abolish  it.  Even  more 
important  if  we  can  manage  to  meet  the  blood  needs 
of  this  large  area,  we  can  feel  confident  to  handle  any 
county,  including  those  in  New  York  City. 

“This  program  will  start  on  January  1,  1957,  in 
Tarry  town.  It  will  operate  through  local  blood 
banks.  No  out-of-county  units  will  be  sent  in  to 
collect  blood.  Blood  will  be  collected  only  as 


needed  by  the  member  hospitals.  This  is  a complete 
change  in  thinking  on  the  part  of  the  Blood  Banks 
Association. 

“3.  Progress  in  New  York  City — Several  mem- 
bers of  your  board  of  directors  have  sat  as  members 
of  the  Advisory  Council  on  Blood  to  the  Greater 
New  York  Hospital  Association.  This  organization 
has  advised  its  member  hospitals  not  to  start  blood 
banks  till  the  Hospital  Association  completes  its 
survey.  Thirty-five  thousand  dollars  was  obtained 
from  three  foundations  to  conduct  a study  of  New 
York  City’s  blood  needs.  This  is  to  be  done  bv  an 
independent  consultant  under  the  auspices  of  the 
New  York  Academy  of  Medicine.  When  the  data 
are  procured,  they  will  be  analyzed  by  an  out-of- 
State,  unbiased  blood  banker  who  will  then  submit 
recommendations.  Some  of  the  data  may  be 
interesting  and  valuable  in  our  future  planning. 

“In  the  meantime,  we  are  trying  to  show  hospital 
administrators  and  blood  banks  throughout  the  city 
what  we  can  do.  For  example,  the  Bethlehem  Ship 
Yard,  Brooklyn  Branch,  has  6,000  workers  who 
wished  to  enter  the  program.  This  meant  a mini- 
mum of  600  pints  or  $1,800  to  the  Blood  Banks 
Association.  The  Norwegian  Lutheran  Hospital  of 
Brooklyn  agreed  wholeheartedly  to  enter  our  pro- 
gram so  they  could  get  this  blood. 

“This  hospital,  two  on  Staten  Island,  and  eight  in 
Westchester  are  members  of  the  Greater  New  York 
Hospital  Association.  All  are  or  will  be  participants 
in  our  work.  At  the  termination  of  the  survey  it  is 
my  purpose  to  show  the  Greater  New  York  Hospital 
Association  how  this  program  has  worked  success- 
fully among  its  own  members.  In  this  I have  al- 
ready been  promised  the  support  of  those  hospital 
administrators  where  we  have  programs  working 
now.  This  may  break  down  some  of  the  resistance 
which  has  been  generated  within  the  hospital  organ- 
ization to  the  Blood  Banks  Association.  In  the 
meantime  we  have  already  met  their  prime  objection 
to  our  original  plan,  the  broadening  of  our  base  of 
activities. 

“In  some  areas  of  the  city  we  have  used  the 
services  of  the  Blood  Transfusion  Association  and 
University  Blood  Banks  to  insure  unions  and  hous- 
ing projects  where  hospital  blood  banks  are  unavail- 
able. During  the  past  month  such  activities  grossed 
$1,092.  This  is  welcome  income,  but  these  activities 
are  stopgaps,  mentioned  here,  not  with  pride,  but 
rather  as  a method  of  keeping  these  donor  groups 
active  till  more  New  York  hospitals  come  in. 

“4.  We  are  exploring  the  possibility  of  getting 
charitable  foundations  to  support  some  of  our 
activities.  These  have  not  progressed  to  a point 
where  they  are  worth  discussing. 

“The  State  of  New  York  Department  of  Health 
has  been  approached  to  subsidize  part  of  this  pro- 
gram since  it  is  a public  health  measure.  Dr.  Miller 
thinks  there  is  a possibility  that  funds  may  be 
available  from  that  source.  Similarly,  the  civil 
defense  authorities  are  being  interviewed.  Nothing 
may  come  of  these  efforts,  but  we  are  trying  des- 
perately to  meet  our  financial  obligations  and  to 
fulfill  the  desires  of  the  Council  and  the  House. 
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“Finally,  we  are  in  a state  of  flux.  Our  very 
principles  must  change  from  time  to  time  as  we 
attempt  to  meet  problems  which  we  must  face. 
We  are  sailing  an  uncharted  sea.  We  must,  there- 
fore, of  necessity  make  mistakes.  When  any  new 
plan  is  suggested,  since  we  have  no  precedent,  we 
must  try  it  if  the  board  thinks  it  has  a good  chance 
of  success.  Each  error  teaches  us  something,  as  it 
does  in  all  medical  research  activities. 

“The  first  three  years  of  this  activity  were  experi- 
mental. Some  of  the  errors  were  expensive.  All  of 
them  taught  us  facts  which  we  are  now  using  with  a 
modicum  of  success.  Each  of  us  is  indebted  to  the 
man  who  led  this  organization  through  those  turbu- 
lent and  trying  years.  All  credit  for  any  success 
we  now  enjoy  or  may  hope  to  enjoy  belongs  to 
Stanley  Kenney.” 

After  discussion  it  was  voted  that  the  Council 
recommend  to  the  Board  of  Trustees  that  $7,500 
be  appropriated  as  a loan  to  carry  the  Blood 
Banks  Association  until  the  House  of  Delegates 
meeting  in  May  1957. 

Constitution  and  Bylaws. — Dr.  Frederick  W. 
Williams,  chairman,  stated:  “Your  committee  has 

considered  the  two  amendments  to  the  bylaws  of 
the  Medical  Society  of  the  County  of  Columbia. 
They  have  been  approved  by  counsel,  by  the  secre- 
tary, and  by  the  members  of  the  committee.  There- 
fore, I move  that  the  Council  approve  the  amend- 
ments to  the  bylaws  of  the  Medical  Society  of  the 
County  of  Columbia.” 

Approval  was  voted. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  the  following  report:  Mr.  Farrell  at- 

tended a meeting  of  New  York  State  Blue  Shield 
Plans,  November  12,  1956,  in  the  offices  of  United 
Medical  Service.  Among  other  things  was  discussed 
the  present  status  of  proposed  health  insurance  for 
New  York  State  Civil  Service  employes. 

November  15,  1956,  Mr.  Farrell  attended  the 
annual  conference  of  county  medical  society  secre- 
taries in  New  York  State,  Syracuse,  and  discussed 
the  present  status  of  medical  care  insurance  for 
New  York  State  Civil  Service  employes.  Novem- 
ber 14,  1956,  he  was  present  at  a meeting  of  the 
Subcommittee  on  Medical  Expense  Insurance  held 
at  United  Medical  Service,  New  York  City. 

November  23,  1956,  Mr.  Farrell  attended  a 
meeting  in  Washington  of  representatives  of  the 
Department  of  Defense  and  the  State  Society  for 
further  negotiations  regarding  the  contract  and 
schedule  of  allowances  for  the  “Medicare”  Program. 

November  28,  1956,  he  attended  a hearing  held 
by  the  Joint  Legislative  Committee  on  Health 
Insurance  Plans  at  80  Centre  Street,  New  York 
City,  Senator  George  R.  Metcalf,  chairman.  The 
purpose  was  to  consider  proposed  legislation  drafted 
by  the  Joint  Legislative  Committee  in  regard  to 
changing  the  law  applying  to  insurance  policies 
specifically  providing  for  health  insurance.  Some 
of  the  important  suggestions  offered  by  the  Joint 
Legislative  Committee  were  to  make  conversion 
privileges  mandatory  without  decrease  in  benefits 


and  with  no  discrimination  because  of  age,  sex, 
physical  reasons,  race,  or  occupation,  from  a group 
coverage  basis  and  an  individual  contract  basis. 
Several  people  testified  before  the  hearing,  repre- 
senting Blue  Cross  and  Blue  Shield  plans  and  com- 
mercial insurance  companies.  A representative  of 
the  New  York  State  Department  of  Health  pre- 
sented statistics  regarding  the  cost  of  providing 
medical  care  to  the  aged.  Mr.  Farrell  believed  it 
was  the  feeling  of  the  Joint  Legislative  Committee 
that  if  certain  protection  was  given  to  individuals 
who  have  either  reached  the  age  of  retirement  or 
have  left  their  place  of  employment  and  were  per- 
mitted to  continue  hospital  and  medical  care  pro- 
tection, it  would  help  to  eliminate  some  of  the  cost  of 
providing  this  type  of  service  for  our  aging  popula- 
tion. 

Senator  Samuel  L.  Greenberg  made  it  plain  that  I 
the  Joint  Legislative  Committee  on  Health  Insur- 
ance Plans  will  introduce  some  type  of  legislation 
and  is  seeking  the  assistance  of  all  insurers  and  the 
medical  profession  to  draft  the  best  kind.  It  was 
tentatively  agreed  that  Blue  Cross  and  Blue  Shield 
plans  meet  so  that  they  could  present  a uniform 
opinion.  Mr.  Farrell  suggested  that  the  State 
Society  be  apprised  when  this  meeting  is  held  so 
that  we  can  have  representation. 

Mr.  Farrell  pointed  out  to  the  Joint  Legislative 
Committee  that  the  State  Society  is  interested  from 
two  points  of  view:  (1)  The  doctors  will  have  to 
render  the  services  whether  the  people  are  insured 
through  a commercial  or  nonprofit  company  or  if 
they  are  not  insured,  and  (2)  the  Medical  Society 
will  be  tremendously  interested  in  the  effect  such 
legislation  would  have  on  the  experience  of  Blue 
Shield  plans  because  the  doctors  are  the  under- 
writers. He  assured  the  committee  that  the  State 
Society  will  be  willing  to  assist  and  cooperate  with  ! 
the  committee. 

Mr.  Farrell  reported  on  the  present  progress  of 
implementing  the  Medicare  program;  on  November 
29,  1956,  he  confirmed  an  order  with  the  New  York  ' 
Litho  Company  for  35,000  schedule  of  allowances 
booklets  and  envelopes.  Also  he  informed  United  ; 
Medical  Service  that  the  State  Society  would  avail 
itself  of  their  offer  to  prepare  the  necessary  IBM 
cards  and  other  work  as  outlined  under  the  Schedule  t 
of  Administration  in  the  government’s  directive. 

It  has  been  necessary  to  review  on  several  occa- 
sions, with  Mr.  Thomas  E.  Alexander,  establishing  a 
proper  claim  register  for  information  which  will  have 
to  be  given  to  the  accounting  department  for  pay-  u 
ment  of  claims.  The  accounting  office  reports  that 
they  have  prepared  a formal  application  for  the  : 
advancement  of  funds  from  the  Federal  Government 
which  will  make  it  unnecessary  for  the  State  Society  f 
to  use  its  own  funds. 

The  Subcommittee  on  Medical  Expense  Insurance 
met  November  14,  1956,  Dr.  Carl  R.  Ackerman,  j 
chairman.  The  subcommittee  reviewed  a resolution 
introduced  at  the  1956  House  of  Delegates  by  the  ; 
Medical  Society  of  the  County  of  Monroe,  entitled  1 
“Hospital  and  Medical  Care  Insurance.”  The 
resolution  was  referred  by  the  Council  to  the  sub-  p 
committee.  It  relates  to  corporations  practicing  1 
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medicine.  After  discussion  a motion  was  passed 
approving  the  resolution  and  urging  that  the  Council 
ask  Blue  Cross  and  Blue  Shield  to  collaborate  and 
review  areas  that  overlap  and  to  refine  and  define 
the  areas  of  each  group  to  avoid  future  complica- 
tions. 

The  subcommittee  considered  a request  of  Mr. 
Warren  L.  Schnur,  attorney  for  the  “Family  Medical 
Plan,  Inc.”  for  approval  by  the  State  Society.  This 
plan  would  operate  as  a nonprofit  voluntary  medical 
care  plan  under  Article  IX-c  of  the  Insurance  Law. 
After  reviewing  the  information  made  available, 
it  was  recommended  that  the  matter  be  tabled  until 
further  information  was  received  from  the  plan 
regarding  issuance  of  a permit  from  the  Department 
of  Social  Welfare  permitting  operation. 

The  quarterly  progress  report  on  the  seven  New 
York  State  Blue  Shield  Plans  to  September  30,  1956, 
has  been  mailed  to  county  society  secretaries,  Blue 
Shield  plans,  a selected  list  of  those  interested  in 
medical  care  insurance,  and  to  councillors  and  trus- 
tees. Your  chairman  requests  that  copy  of  this 
progress  report  be  filed  with  the  minutes  of  the 
December  13,  1956,  Council  meeting.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  McClintock  presented  a supplementary  report 
as  follows:  “I  attended  a conference  on  financing 

health  care  for  the  aged,  called  by  Governor  Harri- 
man  in  the  Senate  Chamber,  State  Capitol,  Albany, 
December  6 and  7,  1956.  Governor  Harriman 
opened  the  conference  by  referring  to  the  financing 
of  health  costs  for  the  aged,  pointing  out  that  medi- 
cal care  in  old  age  assistance  had  risen  from  14  per 
cent  in  1951  to  27.5  per  cent  in  1956.  One  of  the 
major  problems  is  to  find  how  a larger  number  of  old 
people  can  pay  for  medical  care,  and  one  of  the 
soundest  methods  of  approach,  the  Governor  felt,  is 
through  prepayment  insurance. 

“About  70  attended  the  conference.  They 
divided  into  three  groups  and  considered  how  to 
make  it  possible  for  the  aged  to  continue  voluntary 
health  insurance  whereby  they  would  pay  an  in- 
creased premium  during  their  younger  years  to  take 
care  of  the  increased  risk  in  later  years;  also  the 
possibility  of  State  grants  or  subsidies  in  regard  to 
existing  prepayment  plans,  the  inclusion  of  health 
benefits  under  the  OASI,  and  the  creation  of  a State- 
sponsored  insurance  fund.  At  the  end  of  the  ses- 
sion, representatives  of  all  three  groups  reported, 
and  it  was  agreed  in  practically  all  instances  that  an 
opportunity  should  be  made  available  to  convert 
individual  health  insurance  for  those  losing  eligi- 
bility for  group  coverage,  regardless  of  age.  Non- 
cancellable  health  insurance  policies  could  be 
encouraged;  health  and  welfare  plans  could  be 
encouraged  to  extend  health  insurance  to  retiring 
personnel;  change  in  the  insurance  law  which  would 
permit  commercial  plans  to  expand  coverage  to  rural 
farm  groups,  regional  associations,  etc.;  group 
insurance  plans  to  provide  for  dependent  parents 
living  in  the  insured’s  household. 

“One  group  recommended  that  local  welfare  de- 
partments be  permitted  to  pay  insurance  premiums 
for  those  who  have  coverage  when  they  enter  the 


welfare  roles. 

“A  complete  report  on  this  conference  will  be 
mailed  to  those  who  attended. 

“Under  date  of  November  27,  1956,  the  State 
Medical  Society  was  notified  by  Dr.  John  F.  Kelley, 
president,  that  a special  meeting  of  the  board  of 
directors  of  Medical  and  Surgical  Care,  Inc.,  was 
held  November  21,  1956,  to  approve  or  disapprove 
the  development  of  a service  type  contract,  with 
service  benefits  limited  to  patient  members  whose 
incomes  did  not  exceed  $6,000  per  annum,  with  cash 
indemnity  for  other  members,  and  other  flexible 
features  of  the  contract.  Approval  was  voted  by  13 
in  favor  and  six  opposed.  This  approval  of  a service 
type  contract  in  the  Utica  plan  now  makes  available 
throughout  all  of  New  York  State  a service  program 
for  those  within  certain  income  limits  and  a cash 
indemnity  program  for  those  above  such  limits. 

“The  Medicare  Program,  P.L.  569 — 84th  Con- 
gress, became  effective  December  7,  1956.  There- 
fore, in  order  to  administer  this  program,  the  follow- 
ing recommendations  are  made  to  the  Council: 

“1.  All  actions  of  the  administrative  officer  and 
the  Council  Committee  on  Economics,  in  the  ad- 
ministration of  the  New  York  State  Division  of 
Medicare  program  are  subject  to  review  and  direc- 
tion by  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  and  must  conform  to  the  contract 
negotiated  with  the  Federal  Government. 

“2.  That  Mr.  George  P.  Farrell,  or  his  successor, 
be  designated  the  administrative  officer  of  the  pro- 
gram. 

“3.  He  shall  have  authority  to  employ  any  per- 
sonnel necessary  to  administer  the  program  which 
will  be  payable  by  the  government. 

“4.  Subject  to  directives  from  the  Contracting 
Officer,  administrative  policies  for  the  processing  of 
claims  shall  be  decided  by  the  Council  Committee 
on  Economics. 

“5.  All  funds  received  from  the  Federal  Govern- 
ment for  the  administration  of  this  program  shall  be 
maintained  in  a bank  account  completely  separate 
from  any  accounts  maintained  by  the  Medical 
Society  of  the  State  of  New  York.” 

Dr.  McClintock  moved  and  Dr.  Williams  seconded 
adoption  of  this  part  of  the  report.  Dr.  Anderton 
made  and  Dr.  Di  Natale  seconded  a motion  to  amend 
the  report  by  deleting  item  3. 

After  discussion  the  amendment  was  passed.  (This 
report  was  amended  January  10,  1956,  and  item 
5 was  deleted. — Secretary.) 

A motion  to  approve  the  report  as  amended  was 
adopted. 

Dr.  Dorman  made  and  Dr.  Williams  seconded  a 
motion  to  extend  to  Dr.  McClintock  a vote  of  ap- 
preciation for  the  job  he  had  done,  both  on  “Medi- 
care” and  on  the  extension  of  the  service  contract  for 
medical  care  insurance  throughout  the  State  of  New 
York. 

The  motion  was  carried  by  acclamation. 

Dr.  McClintock  continued  his  report:  “I  would 
like  to  pay  tribute  to  the  Public  Relations  Bureau 
for  their  cooperation  in  getting  out  the  Newsletter  in 
December  in  advance  of  its  ordinary  mailing  date 
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and  for  devoting  it  entirely  to  the  Medicare  program. 

“If  I may,  Mr.  President,  I would  like  to  ask  Mr. 
Farrell  to  bring  us  up  to  date  on  what  has  happened 
since  December  7 when  this  law  went  into  effect.” 

Mr.  Farrell  stated  that  the  schedule  of  allowances 
was  being  printed,  that  envelopes  would  be  addressed 
in  advance,  and  that  the  schedules  would  be  mailed 
before  the  end  of  the  year.  He  reported  that  direc- 
tive 500-E,  dealing  with  outpatient  care  conflicted  in 
several  respects  with  the  “Medicare”  contract  in 
this  State  and  that  the  Department  of  Defense  had 
been  informed  this  Society  intended  to  act  in  ac- 
cordance with  its  contract  rather  than  with  the  di- 
rective. He  referred  to  several  inquiries  from  pro- 
spective beneficiaries  regarding  fees.  He  also  de- 
scribed the  organization  of  a system  for  control  of 
claims,  stating  that  IBM  records  will  be  prepared 
outside  the  Society  office,  that  claim  forms  should  be 
complete  when  sent  by  physicians,  that  blank  forms 
are  being  distributed  through  the  component  county 
medical  societies,  that  a code  number  must  be  as- 
signed to  each  physician,  and  that  such  number 
should  be  on  each  claim  form. 

It  was  voted  to  adopt  the  report  of  the  Economics 

Committee  as  a whole,  as  amended. 

Hospital  and  Professional  Relations. — Dr.  John 

F.  Rogers,  chairman,  presented  the  following  report: 
“A  meeting  of  the  Hospital  and  Professional  Rela- 
tions Committee  of  the  Medical  Society  of  the  State 
of  New  York  with  a similar  committee  of  the  Hos- 
pital Association  of  New  York  State  was  held  on 
December  7,  1956,  at  the  Fort  Orange  Club,  Albany. 

“Those  present  for  the  Medical  Society  of  the 
State  of  New  York  were  John  F.  Rogers,  Bernard  A. 
Watson,  Ralph  Isabella,  and  W.  P.  Anderton. 
For  the  Hospital  Association  of  New  York  State 
were  Christopher  Parnall,  Jr.,  M.D.,  Rochester 
General  Hospital;  Ellison  Capers,  administrator, 
Vassar  Brothers  Hospital,  Poughkeepsie;  Hayden 
C.  Nicholson,  M.D.,  executive  director,  Hospital 
Council  of  Greater  New  York;  James  Bordley,  III, 
M.D.,  medical  director,  Mary  Imogene  Bassett 
Hospital,  Cooperstown;  Charles  Rovle,  executive 
director,  Hospital  Association  of  New  York  State; 
William  A.  Kelly,  M.D.,  director,  Mount  Vernon 
Hospital;  Henry  Pratt,  M.D.,  executive  vice-presi- 
dent, Hospital  Association  of  New  York  State. 

“The  chairmanship  of  the  meeting  wras  assumed  by 
Christopher  Parnall,  Jr.,  M.D. 

“The  early  discussion  concerned  certain  principles 
as  to  the  ultimate  purpose  of  this  committee,  particu- 
larly as  a possible  function  on  a voluntary  basis  to 
settle  grievances  between  local  hospitals  and  mem- 
bers of  the  Medical  Society. 

“It  was  felt  that  since  this  committee  had  no  defin- 
itive power  and  had  to  report  to  their  respective 
executive  bodies,  it  might  serve  in  a liaison  capacity. 
This  should  be  a discussion  group,  particularly  on 
any  possible  legislation  proposed  by  either  body 
so  that  a complete  analysis  could  be  made. 

“No  definite  conclusion  or  action  was  taken,  but 
it  did  help  the  members  present  to  clear  their  minds 
for  the  major  problem  at  hand. 


“The  Supplementary  Report  of  the  Hospital  and 
Professional  Relations  Committee  submitted  to  the 
House  of  Delegates  as  56-K  was  then  considered. 

A copy  of  56-K  is  not  included  except  Paragraph  4, 
which  is  as  follows:  “The  financial  arrangements,  if 
any,  between  a hospital  and  a physician  properly 
may  be  placed  on  any  mutually  satisfactory  basis, 
but  a physician  shall  not  dispose  of  his  professional 
services  to  any  hospital,  lay  body,  organization, 
group  or  individual,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions  which 
cause  deterioration  in  the  quality  of  the  medical  serv- 
ices rendered  (deleted)  which  allow  the  diversion 

OF  FEES  FOR  PROFESSIONAL  MEDICAL  SERVICES  TO  A 
HOSPITAL,  ORGANIZATION,  OR  POLITICAL  SUBDIVISION 
(approved).  This  shall  apply  in  all  cases,  whatever 
the  purpose  of  the  financial  arrangement  may  be, 
including  the  remuneration  of  a physician  for  teach- 
ing, research,  and  charitable  services.” 

“This  report  will  concern  itself  only  with  the 
preceding  paragraph,  as  amended  by  the  House  of 
Delegates,  for  it  provoked  considerable  billingsgate 
as  to  the  meaning  of  the  amended  portion,  particu- 
larly one  word,  “diversion.”  For  a time  it  appeared 
that  paragraph  4 would  not  be  accepted  by  the  rep- 
resentatives of  the  Hospital  Association,  although 
they  did  agree  that  such  wording  was  innocuous. 
However,  a compromise  was  accomplished  by 
changing  that  portion  of  the  paragraph  to  read: 

“. . . under  terms  or  conditions  which  allow  the  diver- 
sion of  fees  in  such  manner  as  to  cause  deterioration 
in  the  quality  of  the  medical  services.”  This  sub- 
stitution was  unanimously  approved. 

“The  group  further  approved  unanimously  that 
we  would  try  to  continue  to  have  “Guiding  Prin- 
ciples” as  a basis  for  further  discussions. 

“Your  chairman  brought  out  the  fact  that  at  the 
meeting  of  our  House  of  Delegates  in  1956,  the  re- 
port of  the  Committee  on  Hospital  and  Professional 
Relations  was  discussed  along  with  a report  on  ethics; 
hence  no  clear  analysis  of  the  subject  could  be  elic- 
ited from  the  minutes  as  published. 

“Your  chairman  would  like  to  advise  the  Speaker 
at  the  next  House  of  Delegates  to  refer  the  final  re- 
port of  this  committee  to  a reference  committee  that 
will  keep  the  course  clear.” 

Dr.  Rogers  called  attention  to  the  underlined 
clause  in  paragraph  4 as  quoted,  which  was  deleted 
by  the  conferees,  and  to  the  clause  in  capital  letters, 
which  was  substituted.  He  stated  that  the  rep- 
resentatives of  the  Hospital  Association  objected  to 
the  word  “diversion”  as  being  reminiscent  of  the 
Friedman  bill  but  that  after  long  discussion  they 
accepted  its  use  in  the  substituted  clause.  They 
approved  of  all  the  rest  of  the  “Guiding  Principles” 
included  in  report  56-K. 

Dr.  Rogers  moved  adoption  of  his  report.  After 
discussion  Dr.  Rogers  withdrew  his  motion. 

The  substitute  motion  was  adopted  that  this  report 
should  be  filed  for  submission  to  the  House  of  Dele- 
gates but  that  the  proposed  changes  in  the  word- 
ing suggested  by  the  joint  committee  be  dis- 
approved. ■ 

Industrial  Health. — Dr.  Peter  J.  Di  Natale, 
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chairman,  reported  that  applications  received  for 
the  position  of  director  of  the  Bureau  of  Industrial 
Health  and  Workmen’s  Compensation  showed 
differences  in  the  training  of  the  applicants  and  that 
it  was  difficult  to  find  someone  with  both  compensa- 
tion and  industrial  health  experience.  He  expressed 
his  appreciation  of  Dr.  Anderton’s  cooperation  with 
the  committee  in  its  efforts  to  find  a director  and  his 
hope  that  it  would  be  possible  in  January  to  make  a 
definite  recommendation. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
presented  the  following  report:  “We  are  awaiting 

the  opening  of  the  1957  session  of  the  Legislature 
during  the  early  part  of  next  month.  By  then  the 
drafting  of  the  bills  which  have  been  approved  for 
introduction  will  have  been  completed  and  ready 
for  referral  to  members  of  the  Senate  and  Assembly. 
Thus  far,  our  list  includes  an  injunction  bill;  a bill 
which  would  prevent  hospitals  from  practicing  medi- 
cine; three  bills  pertaining  to  workmen’s  compensa- 
tion— to  abolish  medical  practice  committees  in 
counties  with  a population  of  over  a million,  to  make 
decisions  of  the  Medical  Appeals  Unit  binding  on  the 
Workmen’s  Compensation  Board  chairman,  to  pro- 
vide that  the  chairman  designate  physicians  to  serve 
individually  or  in  panels  as  expert  consultants; 
an  amendment  to  the  autopsy  law;  a bill  calling  for  a 
change  in  the  Disability  Benefits  Law,  as  recom- 
mended by  the  Council  Committee  on  Workmen’s 
Compensation,  which  would  provide  that  physicians 
shall  be  paid  for  testimony  where,  in  the  opinion  of 
the  referee,  the  testimony  is  necessary  to  decide  the 
claim  for  disability  benefits;  the  ‘free  choice  of  medi- 
cal plan’  bill. 

“We  are  still  deferring  action  on  the  resolution 
concerning  the  taking  of  blood  for  alcoholic  testing, 
introduced  by  Dr.  Burgin  of  Herkimer  County  at 
the  last  meeting  of  the  House  of  Delegates,  pending 
a report  from  Mr.  George  M.  Searle,  Deputy  Super- 
intendent of  State  Police. 

“A  meeting  of  your  Committee  on  Legislation  is 
scheduled  for  November  27.  Then  we  will  review 
and  re-evaluate  our  legislation  program  and  ‘blue- 
print’ the  entire  campaign. 

“Since  the  last  Council  meeting  your  chairman  dis- 
cussed the  antichiropractic  legislation  campaign 
before  two  groups,  the  annual  secretaries’  conference 
in  Syracuse  on  the  afternoon  of  November  15  and 
the  sesquicentennial  banquet  and  celebration  of  the 
Jefferson  County  Medical  Society  in  Watertown 
that  evening.  We  also  traveled  to  Buffalo  on 
December  6 to  address  representatives  of  the  Eighth 
District  Branch  on  ‘The  1957  Session  of  the  State 
Legislature — a Critical  One  for  Medicine.’ 

“Your  chairman  has  written  to  Dr.  Stiles  D.  Ezell, 
secretary  of  the  State  Board  of  Medical  Examiners, 
about  the  problem  of  excessive  fines  in  the  case  of 
those  who  fail  to  register  biennially,  referred  to  our 
committee  by  the  Council.  As  yet,  we  have  had  no 
reply  to  our  letter. 

“We  have  heard  from  a number  of  physicians  who 
are  greatly  concerned  about  the  present  autopsy 
law.  It  is  their  feeling  that  they  cannot  rest  easily 
until  some  liberalization  of  the  law  is  effected.  As 


explained  on  previous  occasions,  we  are  of  the  opin- 
ion that  unless  we  can  overcome  the  opposition  of 
one  of  the  major  religions,  our  efforts  will  be  to  no 
avail.  With  this  in  mind  your  chairman  has  been 
in  touch  with  an  assemblyman,  who  in  the  past  has 
resisted  our  attempts  to  have  an  amendment  passed. 
He  has  agreed  to  arrange  a meeting  for  the  purpose 
of  presenting  our  views,  and  he  has  promised  that  the 
president  of  the  New  York  Board  of  Rabbis  and 
other  clergymen  will  be  present.  A nufnber  of 
legislators  and  hospital  people  will  also  attend. 
We  hope  in  this  way  to  clear  the  air. 

“We  have  been  invited  to  attend  the  next  stated 
meeting  of  the  Medical  Society  of  the  County  of 
Kings  when  a panel  discussion  of  ‘Medicine  and 
Religion’  will  be  conducted.  Members  of  the 
clergy  will  participate  in  the  program,  and  it  is  our 
understanding  that  the  subject  of  autopsies  will  be 
included  in  the  agenda. 

“Senator  Daniel  G.  Albert,  of  the  Second  District 
in  New  York  City,  has  notified  us  that  he  is  deeply 
interested  in  introducing  an  amendment  to  the  Edu- 
cation Law  (Section  6154,  Subdivision  2d)  to  cover 
medical  advertising  by  means  of  television,  news- 
papers, or  other  media.  You  will  remember  that  a 
resolution  to  provide  for  this  was  approved  at  the 
1955  House  of  Delegates,  at  the  request  of  West- 
chester County,  and  that  we  sponsored  an  appropri- 
ate bill  at  the  last  session  of  the  Legislature.  It 
was  not  reported  out  of  committee.  You  will  hear 
more  of  Senator  Albert’s  proposal  at  a subsequent 
meeting  of  the  Council.” 

Dr.  Fineberg  stated:  “Mr.  President  and  gentle- 
men, the  report  of  the  Committee  on  Legislation  is 
before  you.  Before  the  Legislature  convenes, 
there  will  be  a meeting  of  your  committee  on  No- 
vember 27  in  order  to  review  and  re-evaluate  our 
program  and  blueprint  the  entire  legislation  cam- 
paign, and  that  will  be  presented  to  you  next  month. 

“I  would  also  like  you  to  know  that  we  have  been 
invited  to  attend  a meeting  of  legislators,  clergymen, 
and  hospital  people  in  order  to  discuss  the  amend- 
ment to  the  autopsy  law,  that  will  be  held  on  the 
18th  of  this  month.” 

Approval  was  voted. 

Cults,  Committee  to  Combat.  —Dr.  Fineberg, 
chairman,  reported:  “In  accordance  with  the 

mandates  of  the  House  of  Delegates,  the  Committee 
to  Combat  Cults  has  organized  its  program  in 
advance  of  the  opening  of  the  next  session  of  the 
Legislature. 

“We  would  like  to  thank  the  Public  and  Profes- 
sional Relations  Bureau  for  its  splendid  coopera- 
tion.” 

Dr.  Fineberg  outlined  his  plan  of  action. 

It  was  voted  to  approve  the  report. 

Malpractice  Insurance  and  Defense. — At  Presi- 
dent Greenough’s  request,  Dr.  Joseph  A.  Lane, 
chairman  of  the  Malpractice  Insurance  and  Defense 
Board,  made  the  following  report:  “The  Mal- 

practice Insurance  and  Defense  Board  met  yesterday 
afternoon.  We  interviewed  three  subscribers,  one 
of  whom  had  recently  had  a very  large  settlement 
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made  on  a case  against  him.  On  the  two  others  no 
definite  decision  was  made,  but  further  consideration 
will  be  given  to  them  at  a later  date. 

“The  other  matter  pending  is  the  problem  of  the 
Advisory  Committee  for  Malpractice  Insurance  in 
the  Kings  County  Society.  We  had  one  meeting 
with  them,  and  we  will  have  to  have  another  because 
only  yesterday'  a letter  was  received,  transferred  to 
Mr.  Wanvig’s  office  by  Dr.  Anderton.  It  asks  for 
additional  information.  It  is  the  attitude  and  the 
definite  opinion  of  the  carrier  that  they  will  not  open 
their  files  to  committees  composed  of  members  who 
are  not  insured  in  the  Group  Plan,  and  that  is  the 
problem  we  are  having  to  work  out  with  the  Kings 
County  group.” 

Office  Administration  and  Policies  Committee. — 

Dr.  John  J.  Masterson,  chairman,  reported:  “The 

regular  monthly  meeting  of  the  Office  Administra- 
tion and  Policies  Committee  was  held  yesterday. 
Various  personnel  matters  were  acted  on. 

“In  an  attempt  to  reduce,  as  well  as  to  control 
better,  the  overtime  of  clerical  employes,  the  com- 
mittee approved  a plan  which  provides  that  all 
employes  who  receive  extra  compensation  for  over- 
time should  have  prior  approval  of  the  office  man- 
ager or  the  secretary  and  general  manager,  whenever 
possible.  This  plan  will  begin  January  1,  1957. 

“In  order  to  provide  the  staff  with  details  of  our 
pension  plan,  the  committee  voted  an  expenditure 
of  approximately  $77  to  print  250  booklets. 

“There  was  a general  discussion  of  the  ‘Medicare’ 
program,  particularly  from  the  point  of  view  of  how 
the  work  was  to  be  handled  in  our  office,  as  well  as 
the  expenditures  of  monies  for  the  program. 

“The  committee  understood  that  temporary  help 
will  be  required  to  mail  the  ‘Medicare’  program 
booklet  to  all  New  York  State  medical  and  osteo- 
pathic physicians.  The  committee  approved  the 
employment  of  an  extra  clerk-typist  to  assist  in  the 
clerical  work  of  the  program. 

“It  was  the  sense  of  the  meeting  that  the  ‘Medi- 
care’ program  contract  should  be  mimeographed 
and  a copy  sent  to  each  county  medical  society.” 

It  was  voted  to  approve  the  report. 

Publication. — Dr.  Masterson,  chairman,  stated: 
“The  regular  monthly  meeting  of  the  Publication 
Committee  was  held  yesterday. 

“The  editor  reported  that  the  annual  dinner  to 
the  Associate  Editorial  Board  was  held  on  November 
7 and  was  attended  by  24  members  of  the  board  and 
the  committee. 

“After  dinner  criteria  for  acceptance  of  advertising 
in  the  New  York  State  Journal  of  Medicine 
and  the  Medical  Directory  of  New  York  State  were 
discussed.  This  group  suggested  the  following 
criteria:  If  (1)  the  advertising  is  factually  correct, 

(2)  the  copy  is  in  good  taste,  (3)  the  advertiser  or 
agency  does  not  exploit  his  Journal  advertising  to 
the  public  through  newspapers,  television,  or  radio 
channels,  and  (4)  the  advertising  to  the  public 
makes  no  unjustifiable  claims,  there  seems  to  be  no 
reason  why  the  Journal  or  the  Directory  should  not 
accept  it. 


After  discussion  the  Publication  Committee 
voted  to  recommend  these  criteria  to  the  Council. 

“You  will  recall  the  last  House  of  Delegates 
passed  a resolution  that  advertising  criteria  be 
studied  and  a report  brought  to  the  next  House 
meeting.” 

Approval  of  the  criteria  was  voted. 

Dr.  Masterson  continued:  “Dr.  Redway  re- 
ported progress  on  the  compilation  of  the  History  of 
the  Society.  It  was  pointed  out  that  a number  of 
individuals  had  worked  hard  in  order  to  meet  the 
deadline.  The  committee  approved  of  the  editor 
sending  commendation  to  those  who  had  assisted  in 
the  work  and  to  express  the  appreciation  of  the 
Publication  Committee. 

“There  was  discussion  of  having  understudies  for 
everyone  in  the  Journal  department.  The  Com- 
mittee voted  that,  in  so  far  as  possible,  the  practice 
of  having  understudies  be  followed. 

“The  committee  approved  of  having  the  Reuben 
H . Donnelley  Corporation  deliver  the  1957  Medical 
Directory  in  New  York  City,  excluding  Staten  Island. 

“It  was  reported  that  the  ‘Key  Medical  Market,’ 
one  of  the  promotional  pieces  for  Journal  adver- 
tising, had  not  been  revised  for  three  years.  The 
committee  approved  revision  and  reprinting.  It 
was  voted,  therefore,  to  ask  the  Council  to  request 
the  Board  of  Trustees  to  increase  our  Journal 
advertising  promotion  budget  for  1957  by  $3,900. 
Distributed  over  three  years,  this  would  be  a little 
more  than  $1,300  a year.  The  salesmen  use  this  to 
solicit  advertising.  It  contains  factual  material, 
and  we  feel  it  has  been  of  material  assistance  in 
increasing  advertising  revenue. 

“The  business  manager’s  report  was  accepted.” 

It  was  voted  to  approve  the  report  and  recommend 
to  the  Board  of  Trustees  that  the  Journal 
advertising  promotion  budget  for  1957  be  in- 
creased by  $3,900. 

Planning  Committee. — Dr.  Frederick  A.  Wurz- 
bach,  chairman,  reported:  “The  Planning  Com- 

mittee for  Medical  Policies  met  December  12,  1956. 
All  members  of  the  committee  were  present,  except 
Drs.  Charles  C.  Murphy,  Peter  J.  Di  Natale,  and 
W.  P.  Anderton. 

“The  committee  unanimously  reaffirmed  the 
stand  of  our  Society  as  originally  promulgated 
April,  1952:  ‘The  medical  profession  cannot  and 

must  not  compromise  in  the  matter  of  cults.’ 

“President  Greenough  reported  that  the  Sub- 
committee on  Permanent  Headquarters  was  active 
and  checking  locations  and  that  a report  would 
shortly  be  made  to  the  Council. 

“In  regard  to  the  matter  of  increasing  American 
Medical  Association  membership,  the  consensus  was 
that  this  requires  action  at  the  county  society  level. 
To  stimulate  this,  a motion  was  carried  that  each 
county  medical  society  be  notified  of  the  new  movie 
of  the  American  Medical  Association  regarding 
American  Medical  Association  membership. 

“The  three  propositions,  size  and  composition  of 
the  Planning  Committee,  size  of  the  Council,  and 
size  of  the  Board  of  Trustees,  which  were  left  over 
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from  the  report  of  the  1955  committee  were  allotted 
to  a subcommittee  of  Dr.  Thurman  B.  Givan,  chair- 
man, and  Drs.  Walter  W.  Mott  and  John  F.  Rogers. 

“The  House  of  Delegates  referred  back  for  further 
study  a recommendation  that  the  Bureau  of  Medical 
Care  Insurance  be  abolished.  A committee  of  Dr. 
Edward  F.  Shea  and  Dr.  Donovan  M.  Jenkins  was 
appointed  to  consider  this.  President  Greenough 
reported  that  the  extra  work  under  ‘Medicare’  has 
shown  that  this  Bureau  has  value. 

“The  House  of  Delegates  referred  back  to  this 
committee  ‘an  impartial  fact-finding  study  of  the 
Public  and  Professional  Relations  Bureau,  of  the 
Public  Relations  Committee,  and  of  the  Legislation 
Committee  and  Bureau.’  This  was  considered 
under  five  headings:  possible  combination  of  these 

groups;  possible  curtailment  of  total  expense; 
possible  use  of  a professional  public  relations  firm 
with  less  intra-Society  help;  the  retention  of  Mr. 
Beasley;  and  the  value  of  the  Albany  representative. 
A subcommittee,  consisting  of  Dr.  Frederic  W. 
Holcomb,  chairman,  and  Drs.  Arthur  Q.  Penta, 
Arthur  Gaffney,  and  Charles  C.  Murphy,  was 
appointed  to  consider  this. 

“There  was  considerable  discussion  concerning  the 
other  referral  of  the  House  of  Delegates,  the  study 
of  the  Public  Health  and  Education  Committee  as 
regards  the  need  for  the  committee  as  a whole  and 
the  need  for  the  individual  subcommittees.  There 
was  considerable  discussion  as  to  the  relative  values 
of  individual  subcommittees,  if  only  standby,  but 
that  personnel  changes  would  allow  an  increase  in 
efficiency  and  operation. 

“The  committee  discussed  the  appointment  of  a 
director  of  the  Industrial  Health  and  Workmen’s 
Compensation  Bureau  and  asked  that  the  Council 
hasten  the  appointment  of  this  man  and  that,  if  the 
present  salary  allotment  is  not  realistic,  an  addi- 
tional sum  be  advocated. 

It  was  voted  to  adopt  the  report. 

Permanent  Headquarters  Subcommittee.- — 
Dr.  Andrew  A.  Eggston,  chairman,  reported  enthusi- 
astically about  the  proposal  for  new  quarters  for  the 
State  Society  and  passed  around  a photograph  of 
19  East  54th  Street,  New  York  City  and  the  follow- 
ing information  from  Nelson  Realty  Co.: 

Location-  19  East  54  Street,  between  Fifth  and 
Madison  Avenues,  five  minutes  from  Grand  Central 
Station,  easily  reached  by  Lexington  and  Sixth 
Avenue  subways  and  by  Madison  and  Fifth  Avenue 
buses. 

Building  size:  44.6  feet  frontage,  100  feet  depth, 
five  floors  plus  same-size  finished  basement,  passenger 
elevator,  freight  elevator,  fireproof  rear  staircase, 
beautiful  main  staircase,  rear  fire  escape,  fireproof 
cement  floors  covered  by  parquet  and  wood,  high 
ceilings  with  windows  throughout  entire  building. 

Basement:  freight  elevator,  separate  entrance, 

large  finished  storage  rooms,  living  quarters  for 
superintendent. 

First  Floor:  marble  staircase  entrance,  four 

offices  and  spacious  reception  room,  men’s  and 
ladies’  lounge  and  toilets. 

Second  floor:  built-in  and  fully  equipped  kitchen 

for  cafeteria  or  banquet  use,  large  meeting  hall  space. 


and  library. 

Third  floor,  fourth  floor,  and  fifth  floor:  all  sepa- 

rate offices  with  adequate  storage  space  and  bath- 
rooms. 

Work  we  will  do:  We  will  paint  all  floors  inside 

building,  install  air  conditioning  in  all  offices,  modern- 
ize passenger  self-service  elevator,  wash  down  front 
of  building,  install  new  carpet  in  reception  hall  and 
first  floor  staircase. 

Proposed  lease:  twenty-one  years,  all  services 

included  at  one  rental  price  (electricity,  New  York 
Steam  heat,  janitor  service,  window  cleaning,  main- 
tenance of  entire  building,  maintenance  of  air-condi- 
tioning). All  the  above  are  included  at  the  rental  of 
$77,000  per  year,  entire  building,  to  be  occupied  by 
New  York  State  Medical  Society. 

After  discussion,  it  was  voted  that  the  matter  be 
referred  to  the  Board  of  Trustees,  who  will  consult 
with  the  Office  Administration  and  Policies  Com- 
mittee and  report  later  as  to  practicability. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  reported  he  had  attended  five 
meetings  and  arranged  eight  postgraduate  lectures 
in  seven  counties  since  his  last  report. 

He  continued:  “The  Subcommittee  on  Alcohol- 

ism and  Narcotic  Addiction  discussed  (a)  the 
training  of  physicians  in  the  management  of  the 
alcoholic  and  ( b ) the  opening  of  beds  to  alcoholics  in 
general  hospitals  and  the  possibility  of  insuring  the 
care  of  these  patients  through  existing  hospital  and 
medical  care  insurance  facilities.  It  was  pointed 
out  that  admission  of  these  patients  would  take  them 
out  of  jails  and  expose  them  to  the  best  medical, 
sociologic,  and  psychiatric  care;  give  physicians 
interested  in  treating  these  sick  people  an  oppor- 
tunity to  practice  in  ideal  surroundings  of  a hospital; 
expose  interns  and  residents  to  the  problems  of  alco- 
holism so  that  they  may  become  conversant  with 
this  symptom  complex.  Eventually  as  they  enter 
into  the  practice  of  medicine,  they  may  feel  confi- 
dent to  care  for  these  now  neglected  patients.  The 
committee  recommended  that  the  Council  use  its 
influence  to  bring  about  the  admission  of  alcoholics 
to  general  hospitals  and  that  the  Publication  Com- 
mittee devote  a page  in  the  New  York  State 
Journal  of  Medicine  to  the  dissemination  of  in- 
formation on  this  disease  to  physicians  in  the  State. 

“Two  members  of  the  subcommittee  are  members 
of  the  Advisory  Committee  on  Alcoholism  of  the 
New  York  State  Interdepartmental  Health  Re- 
sources Board.  They  attended  a meeting  of  that 
body  where  the  following  subjects  were  discussed: 
(1)  ‘Skid  Row’  alcoholics,  (2)  female  alcoholism, 
(3)  alcoholism  in  industry,  (4)  educational  programs 
for  secondary  schools  and  colleges,  (5)  magnitude  of 
the  alcoholism  problem  (70,000,000  drinkers, 
4,000,000  homeless  alcoholics),  (6)  reports  on  alco- 
holic clinics  over  the  State,  (7)  Alcoholics  Anony- 
mous, (8)  religion  and  alcoholism,  (9)  budget  for 
further  study,  (10)  necessary  legislation. 

“The  chairman  of  the  subcommittee  has  been 
requested  to  testify  before  the  New  York  State 
Joint  Legislative  Committee  on  Narcotics  in  Decem- 
ber.” 

Dr.  Curphey  supplemented  his  report  as  follows: 
“The  Subcommittee  on  Geriatrics  met  on  December 
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11.  In  its  discussion  Senator  Metcalf  and  his  rela- 
tionship with  matters  of  public  health  were  consid- 
ered. It  was  voted  to  recommend  a letter  to  Sena- 
tor George  R.  Metcalf,  as  chairman  of  the  Senate 
Committee  on  Public  Health,  thanking  him  for  his 
interest  in  procuring  the  views  of  the  Medical 
Society  relative  to  legislation  and  offering  the  con- 
tinued services  of  the  Society  in  all  matters  pertain- 
ing to  the  health  of  the  people  of  the  State. 

“It  was  agreed  that  he  should  be  given  a list  of  the 
chairmen  of  appropriate  committees  so  that  he  might 
know  whom  to  approach  for  particular  information. 

“It  was  also  voted  to  recommend  that,  in  reply  to 
the  letter  of  October  26,  1956,  from  Mr.  Albert  J. 
Abrams,  Dr.  Anderton  state  that  the  Subcommittee 
on  Geriatrics  favors  the  formation  of  an  ad  hoc  com- 
mittee to  study  the  possible  transfer  of  certification 
of  nursing  homes  from  the  State  Department  of 
Social  Welfare  to  the  State  Department  of  Health, 
said  committee  to  be  composed  of  representatives  of 
the  Subcommittee  on  Geriatrics,  of  the  Committee 
on  Public  Medical  Care,  and  of  the  Committee  on 
Legislation. 

“In  this  connection  it  was  also  voted  to  appoint  a 
subcommittee  composed  of  Drs.  Dickson,  Graczyk, 
and  Reynolds  to  confer  with  representatives  of  the 
Mew  York  State  Association  of  Mursing  Homes 
concerning  problems  relative  to  proper  medical 
supervision  of  their  patients. 

“It  was  recommended  that  an  article  be  included 
in  the  Newsletter  concerning  the  hemiplegia  project 
and  the  availability  of  the  film,  ‘Going  Places,’ 
which  shows  the  rehabilitation  of  hemiplegics.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

Dr.  Curphey  continued:  “I  have  here,  Mr. 

President,  a news  notice  in  the  weekly  bulletin  of  the 
State  Department  of  Health  announcing  that  Dr. 
William  E.  Ayling  has  received  the  William  A.  Howe 
Award  by  the  American  School  Health  Association 
at  their  annual  banquet  at  Atlantic  City.  The 
award  is  presented  each  year  to  a recipient  chosen 
for  outstanding  service  in  school  health  for  the 
children  and  youth  of  America. 

“Our  committee  has  written  Dr.  Ayling  a con- 
gratulatory letter,  but  we  think  it  would  be  appro- 
priate for  the  Council  to  express  their  feelings  in  the 
matter.” 

Approval  was  voted. 

Dr.  Curphey  continued:  “The  next  item  is  to 

call  to  the  attention  of  the  Council  the  December  15 
issue  of  the  Journal,  which  is  in  the  Christmas 
spirit  and  which  has  a report  of  the  Symposium  on 
the  Medical  Aspects  of  Motor  Vehicle  Accident 
Prevention  that  was  held  in  May  at  New  York 
University.  It  is  a very  complete  report  mapping 
out  the  various  aspects  of  accident  prevention,  and 
it  carries  with  it  a great  deal  of  interest  to  the 
Society,  largely  because  of  the  establishment  of  this 
broad  base  accident  prevention  committee  for  the 
State  Society.  I would  like  to  commend  the 
attention  of  every  member  of  the  Council  to  the 
article. 

“There  is  also  a very  good  article — we  are  blowing 


the  horn  for  the  Subcommittee  on  Cancer  this  time — 
on  detection  of  breast  cancer  written  by  Health 
Commissioner  Hilleboe.  It  is  replete  with  beautiful 
illustrations,  as  you  will  see.  I think  it  is  well 
worth  reading. 

“The  report  of  the  Council’s  Committee  meeting 
with  the  State  Health  Department  is  not  yet  com- 
pleted. It  will  be  ready  next  month.” 

It  was  voted  to  adopt  the  report  as  a whole  and  to 

send  a copy  of  the  Christmas  number  of  the  New 

York  State  Journal  of  Medicine  to  the  Com- 
missioner of  Motor  Vehicles  of  New  York  State. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report:  “Among  the 

projects  on  which  your  committee  and  the  Public 
and  Professional  Relations  Bureau  concentrated 
during  the  past  several  weeks  was  the  launching  of 
the  1956-1957  campaign  to  prevent  chiropractic 
licensure.  Working  under  direction  of  your  Com- 
mittee to  Combat  Cults,  of  which  Dr.  Henry  I. 
Fineberg  is  chairman,  the  first  step  was  to  draw  up  a 
plan  which  spelled  out  the  objectives  of  the  cam- 
paign and  a timetable.  These  included  the  mailing 
of  important  letters  to  key  people  announcing  the 
opening  of  the  campaign  and  giving  suggestions  for 
participating. 

“The  first  of  these  was  a letter  from  President 
Greenough  to  county  medical  society  presidents 
scheduled  for  December  5.  Future  plans  call  for  the 
mailing  of  follow-up  letters  to  county  society  public 
relations  and  legislation  chairmen  and  Woman’s 
Auxiliary  local  presidents  before  January  1.  Within 
the  same  period  there  will  be  a special  distribution  of 
the  excellent  talk  on  ‘What’s  New  in  Chiropractic’ 
by  Richard  M.  Stalvey  of  the  American  Medical 
Association  staff,  which  was  given  at  our  annual 
Conference  of  County  Medical  Society  Public  Rela- 
tions Chairmen. 

“Another  activity  carried  on  with  a Council  com- 
mittee was  the  publicizing  of  the  Federal  military 
dependent  medical  care  plan.  After  consultations 
with  Dr.  John  C.  McClintock,  chairman,  Council 
Committee  on  Economics,  and  Mr.  George  P. 
Farrell,  director,  Bureau  of  Medical  Care  Insurance, 
Mr.  Tracey  condensed  the  information  about  the 
plan,  and  the  entire  December  Newsletter  was  de- 
voted to  ‘Medicare.’ 

“Considerable  time  was  devoted  to  preparations 
for  the  Sesquicentennial.  Working  with  Dr.  Samuel 
Z.  Freedman,  committee  chairman,  the  Bureau’s 
representative,  Mr.  Schuyler,  continued  projects 
already  under  way,  such  as  mailing  of  a news  release 
and  a memorandum  of  information  for  exhibitors  in 
the  Exposition  of  the  History  of  Medicine  in  the 
Empire  State.  Plans  for  the  distribution  of  a poster 
and  preparations  for  a luncheon  also  have  progressed. 

“Your  chairman  and  the  Bureau’s  director,  Mr. 
Miebach,  attended  the  Clinical  Meeting  of  the 
American  Medical  Association  in  Seattle,  Washing- 
ton, November  27  to  30. 

“Postgraduate  lectures  given  in  the  following 
counties  were  publicized  by  news  releases  from  the 

[Continued  on  page  798] 
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Bureau  to  newspapers  in  various  parts  of  the  State: 
Chemung,  Franklin,  Greene,  Jefferson,  Ontario, 
Rensselaer,  Schoharie,  Steuben,  Suffolk,  and  Sulli- 
van. 

“Numerous  inquiries  for  information  and  requests 
for  publications  were  received  at  the  Bureau. 
Among  these  were  calls  for  assistance  from  news- 
papers and  magazines,  such  as  the  New  York  Times, 
the  Plattsburgh  Press-Republican,  and  McCall's. 
Requests  for  copies  of  ‘Telephone  Cues  for  Medical 
Personnel’  were  received  from  such  areas  as  Milling- 
ton, Tennessee  and  Wellsville,  Ohio.  Among  other 
letters  was  a request  for  ‘Seven  PR  Pointers  for 
Medical  Personnel’  which  came  from  Van  Nuys, 
California. 

“Continuing  to  assist  the  Woman’s  Auxiliary,  the 
Bureau’s  representative  reviewed  material  for  the 
Conference  issue  of  the  Distaff  and  supervised  its 
mailing.  In  response  to  a request  from  the  Sesqui- 
centennial  Committee  suggestions  for  the  formation 
of  an  Auxiliary  Committee  to  Promote  the  Celebra- 
tion were  forwarded  to  the  Auxiliary  president. 
Conferences  also  were  held  with  State  chairmen  of  the 
press  and  publicity  committee  as  well  as  with  dis- 
trict councillors  regarding  articles  for  the  New  York 
State  Journal  of  Medicine  and  regarding  future 
organization  plans.  An  outline  showing  how  the 
Auxiliary  can  assist  the  Committee  to  Combat  Cults 
in  its  antichiropractic  licensure  campaign  was 
prepared. 

“Assistance  also  was  given  the  Laennec  Confer- 
ence of  Fordham  University.  Arrangements  were 
made  to  have  five  physicians  participate  in  the  con- 
ference, which  consists  of  premedical  and  predental 
students. 

“Under  the  direction  of  Dr.  Anderton,  a Bureau 
representative  attended  a special  meeting  of  the 
Greene  County  Medical  Society,  called  to  consider  a 
new  welfare  schedule.  The  representative  sub- 
mitted a report  to  the  Public  Welfare  Subcom- 
mittee. 

“In  concluding  this  report,  your  chairman  would 
call  to  your  attention  an  excellent  example  of  what 
proper  teamwork  among  medical  and  nonmedical 
groups  can  accomplish.  The  American  Medical 
Association,  working  with  the  American  Agricul- 
tural Editors  Association,  has  made  available  to  one 
publication  in  this  State  a health  column  covering  71 
subjects.  At  the  request  of  the  American  Medical 
Association,  the  Bureau’s  director,  Mr.  Miebach, 
contacted  the  American  Agriculturist,  a publication 
with  headquarters  in  Ithaca  and  known  as  ‘the  farm 
paper  of  the  Northeast.’  A few  days  ago  the  Bu- 
reau’s director  received  a letter  from  the  magazine’s 
field  editor  stating  that  he  would  be  happy  to  co- 
operate with  the  American  Medical  Association  and 
our  State  Medical  Society  in  carrying  the  column. 
In  closing  his  letter  the  field  editor  stated,  ‘I  am  sure 
the  material  will  be  helpful  to  our  readers  and  the 
medical  profession.’  ” 

Dr.  McClintock  stated  the  committee  would  be 
very  glad  to  send  extra  copies  of  the  December 
Newsletter  to  Council  members  or  to  other  members 


of  the  Society  on  application. 

It  was  voted  to  adopt  the  report. 

Rural  Medical  Service. — Dr.  Leo  E.  Gibson, 
chairman,  reported:  “The  Rural  Health  Com- 

mittee held  a meeting  with  the  Subcommittee  on 
General  Practice  of  the  Committee  on  Public  Health 
and  Education.  The  House  of  Delegates  adopted  a 
suggestion  that  that  committee  concern  itself  with 
the  relationship  of  general  practitioners  with  hos- 
pitals and  also  the  attitude  of  medical  schools  in 
teaching  general  practice. 

“It  developed  that  one  of  the  medical  schools  in 
the  Buffalo  and  Rochester  area  had  about  42  per 
cent  of  its  students,  early  in  their  course,  entertain 
the  idea  of  going  into  general  practice.  However, 
they  were  reported  to  have  been  discouraged  by 
prominent  faculty  members,  who  seemed  to  believe 
that  the  general  practice  of  medicine  was  rapidly 
becoming  obsolete. 

“As  far  as  the  Rural  Health  Committee  was  con- 
cerned, we  thought  that  Dr.  Bratt,  who  was  chair- 
man of  the  General  Practice  Subcommittee,  should 
continue  the  study  of  those  two  matters  and  report 
to  the  Council  through  the  parent  committee.” 

Approval  of  this  portion  of  the  report  was  voted. 

Dr.  Gibson  continued:  “Now  I come  to  the  mat- 

ter of  the  proposed  study  by  Cornell  University,  ‘A 
Survey  of  Rural  Communities  in  New  York  State 
Seeking  a Resident  Physician.’ 

“Dr.  Anderton  has  covered  about  60  of  these 
communities,  and  that  material  is  in  the  hands  of 
Dr.  Ellenbogen,  and  he  proposes  to  make  a scientific 
survey  of  those  60  rural  communities  which  have 
been  certified  by  the  State  Medical  Society  as 
needing  a general  practitioner. 

“The  object  will  be  to  explore  the  organizational 
procedures  used  by  these  60  rural  communities  in 
attempting  to  obtain  a physician.  Since  com- 
munity action  in  resolving  local  problems  is  pre- 
sumed to  follow  a sequence,  the  proposed  survey  will 
include  variables  from  the  subsequent  data  specifica- 
tions : 

“1.  The  structure  of  the  community- — the 
physical  characteristics,  demographic  composition, 
and  socioeconomic  patterns. 

“2.  The  definition  of  a community  problem — 
groups  and  individuals  who  initiate  action  in  defin- 
ing the  need  for  a doctor  as  a community  problem. 

“3.  The  sponsorship  of  community  action- 
groups  and  individuals  who  accept  the  responsibility 
for  attempting  to  resolve  the  problem  after  it  has 
been  defined  and  accepted  by  the  community. 

“4.  Community  organizational  methods  and 
technics — (a)  strategy  and  tactics  applied  within  the 
community  to  obtain  consensus  and  maintain  inter- 
est in  the  problem,  (6)  strategy  and  tactics  utilized 
to  obtain  the  assistance  of  agencies  and  organiza- 
tions outside  of  the  community,  (c)  strategy  and 
tactics  used  to  contact  and  attract  prospective 
physicians. 

“5.  Community  expectations  of  a resident  doc- 
Continued  on  page  800] 
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TODAY’S  COLLEGE  GRADUATES  HAVE 
BIGGER  FAMILIES  — PLANNED  BIG 


Even  college  graduates,  traditionally  the 
low-birthrate  group,  are  having  big  fam- 
ilies today.  Planning  them  bigger.  A survey 
just  completed  among  29,494  graduates  of 
178  colleges  shows  that  the  men  of  the  class 
of  ’45  have  families  averaging  70%  larger  than 
those  of  the  class  of  ’36  in  the  ten  years  after 
graduation.1 

Want  big,  but  spaced,  families — When  these 
wives  come  to  you  for  contraceptive  advice 
so  that  they  can  space  their  large  families, 
they  want  to  be  sure  that  the  recommended 
method  really  gives  them  protection.  You 
can  give  them  this  assurance  with  diaphragm 
and  jelly— the  preferred  technique  for  women 
of  high  parity.  These  patients  may  not  be  as 
well  protected  by  use  of  jelly  alone,  a method 
that  seems  better  suited  to  low-parity  women. 
In  urban  population  groups  using  the  dia- 
phragm-jelly method,  unplanned  pregnancy 
occurred  only  “once  in  ten  to  15  years.”2 
Security  plus  comfort  — RAMSES®  Dia- 
phragm and  Jelly  assure  comfort  as  well  as 


peace  of  mind  for  your  patient.  The  cush- 
ioned, flexible  rim  of  the  RAMSES  Dia- 
phragm permits  complete  freedom  of 
movement,  causes  no  irritation.  RAMSES 
Jelly,*  a “10-hour  jelly,”  quickly  immobilizes 
sperm  and  occludes  for  a full  ten  hours. 
When  patients  learn  that  for  more  than  30 
years  physicians  have  relied  on  RAMSES 
Diaphragms  and  Jelly  to  help  plan  families 
— big  families  — they  will  feel  confident  of 
receiving  sound  advice.  RAMSES  “TUK-A- 
WAY”®  Kit  #701  (diaphragm,  introducer 
and  jelly  in  a neat  zippered  bag),  RAMSES 
Diaphragms  50-95  millimeters  in  size, 
RAMSES  Jelly  in  3 and  5 oz.  tubes. 

1.  College  Study  Report:  Population  Bulletin  11:45  (June) 
1955.  2.  Tietze,  C.,  in  Dickinson,  R.  L. : Techniques  of 
Conception  Control,  ed.  3,  Baltimore,  Williams  & Wilkins 
Co.,  1950,  pp.  55-57. 

RAMSES  and  "TUK-A-WAY"are  registered  trade-marks  of  Julius  Schmid,  Inc. 
‘Active  agent,  dodecaethyleneglycol  monolaurate  5%, 
in  a base  of  long-lasting  barrier  effectiveness. 

JULIUS  SCHMID,  inc. 

423  West  55th  Street,  New  York  19,  N.  Y. 
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tor — (a)  the  sociopersonal  characteristics  desired  in 
a physician,  (b)  the  type  of  service  expected  from  a 
doctor. 

“6.  Qualifications  of  the  resident  physician — (a) 
sociopersonal  characteristics  possessed  by  the 
doctor,  ( b ) the  type  of  service  rendered  by  the  doc- 
tor, (c)  social  participation  of  the  doctor  and  his 
family  in  community  affairs. 

“7.  The  physician’s  evaluation  of  the  commu- 
nity— (a)  his  acceptance  by  the  community,  (6)  his 
acceptance  by  members  of  the  medical  profession 
and  the  hospitals  in  the  community  and  adjacent 
localities,  (c)  the  economic  rewards  provided  by  his 
practice,  (d)  the  suitability  of  the  community  setting 
for  his  family. 

“All  of  these  communities  will  be  mailed  question- 
naires, and  all  doctors  who  have  applied  to  these 
communities  will  be  mailed  questionnaires,  and  those 
individuals  or  communities  who  do  not  have  any 
questionnaires  will  be  contacted  personally  by  a 
member  of  Professor  Ellenbogen’s  faculty  at  Cornell 
University. 

“For  this  work  he  has  submitted  a budget,  for 
which  he  asked  and  received  .$500  at  a previous 
meeting  in  October.  This  budget  is  as  follows: 


Contributed  by 
Medical  Society 
of  the  State 
of  New  York 

Contributed  by 
Department  of 
Rural  Sociology 
State  College  of 
Agriculture  at 
Cornell  University 

Salaries 

Professional 

$1 ,500 

Nonprofessional 
Clerical  (2  months) 

$200 

Secretary-typist 
(1  month) 

250 

Maintenance  and 
Operation 

Travel — use  of  State 
car,  S'M  per  mile 
(for  follow-up  in- 
terviews and  com 
munity  case  stud- 

ies) 

135 

Travel  expenses — 
$12  per  day  (for 
follow-up  inter- 
views and  com- 
munity case  stud- 
ies) 

430 

Communication 

Telephone 

25 

Postage 

10 

Printing  (mimeo- 
graphing) 

25 

Tabulation  (McBee 
Card  Sort) 

25 

Total 

S850 

$1,750 

“In  order  to  meet  the  budget  which  the  Medical 
Society  will  offer,  we  will  have  to  ask  the  Council  to 
recommend  to  the  Board  of  Trustees  that  they 
appropriate  an  addition  of  $350  to  the  previous  $500. 

It  was  so  voted. 


Dr.  Gibson  continued:  “In  order  to  carry  out 

this  study  Cornell  University  has  submitted  a docu- 
ment which  is  entitled  ‘Special  Temporary  Grant  in 
Cornell  University;  Memorandum  of  Understand- 
ing’: 

For  the  purpose  of  promoting  useful  knowledge, 
Cornell  University,  through  and  on  behalf  of  the 
New  York  State  College  of  Agriculture  at  Cornell, 
accepts  from  the  New  York  State  Medical  Society  a 
grant  to  the  University  of  $850,  to  be  known  as  the 
New  York  State  Medical  Society  Grant  for  a Survey 
of  Rural  Medical  Services. 

It  is  agreed  by  both  parties  that  the  conditions 
governing  the  grant  shall  be  as  follows: 

The  investigations  conducted  under  this  grant 
shall  have  for  their  object  the  study  of  the  methods 
and  technics  used  by  rural  communities  in  New  York 
State  to  obtain  a resident  physician. 

The  investigations  shall  be  conducted  by  Professor 
Bert  L.  Ellenbogen  of  the  Rural  Sociology  Depart- 
ment, with  the  aid  of  qualified  students  or  other 
persons  chosen  by  him  and  paid  on  a bimonthly  basis 
as  needed. 

The  New  York  State  College  of  Agriculture  at 
Cornell  shall  provide  such  laboratory  equipment  and 
supplies  as  are  available  for  the  proper  conduct  of  the 
work. 

The  New  York  State  Medical  Society  agrees  to  pay 
$850  to  Cornell  University  on  or  before  December  15, 
1956,  toward  the  support  of  this  work.  After  its 
receipt  by  Cornell  University  the  money  may  be  used 
to  defray  personnel  and  field  expenses,  including  tele- 
phone calls,  required  to  undertake  the  study. 

The  investigat  ion  shall  be  continued  over  a period 
of  twelve  months  beginning  December  15,  1956,  and 
any  unexpended  balance  at  the  termination  of  the 
agreement  shall  be  returned  to  the  donor.  All  pay- 
ments provided  for  in  this  paragraph  shall  be  paid 
from  the  New  York  State  Medical  Society  fund  by 
the  Treasurer  of  Cornell  University  on  presentation 
to  him  of  the  bills  or  vouchers  properly  executed  and 
approved  by  the  head  of  the  Department  of  Rural 
Sociology. 

Special  provisions:  none. 

A report  of  the  progress  of  the  work  shall  from  time 
to  time  be  made  to  the  New  York  State  Medical 
Society  through  one  of  the  directing  professors,  and  a 
final  report  will  be  submitted  on  completion  of  the 
work.  Any  results  of  the  investigations  under  the 
grant  shall  be  made  available  for  publication  by  the 
New  York  State  College  of  Agriculture,  full  credit 
being  given  in  every  case  to  the  New  York  State 
Medical  Society  through  whose  cooperation  the  work 
has  been  made  possible.  It  is  understood  and  agreed 
that  the  donor  (or  donors)  shall  not  make  use  of  the 
establishment  of  this  grant  and  of  the  results  of  the 
investigations  conducted  thereunder,  or  of  either  such 
establishment  or  results,  for  publicity  or  advertising 
purposes,  except  with  the  consent  of  and  to  the  extent 
approved  by  the  New  York  State  College  of  Agricul- 
ture, as  given  by  its  Dean. 

It  is  further  understood  and  agreed  that  this  con- 
tract may  be  discontinued  at  any  time  at  the  option 
of  the  Dean  of  the  New  York  State  College  of  Agri- 
culture if,  in  his  judgment,  the  welfare  of  the  College 
or  of  the  University  is  best  served  thereby.  In  such 
an  event  any  unexpended  balance  of  the  funds  ad- 
vanced by  the  donor  (or  donors)  shall  be  refunded  to 
him. 

In  witness  whereof  the  respective  parties  have 
[Continued  on  page  802] 
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executed  this  instrument,  or  caused  it  to  be  executed 
by  their  duly  authorized  officer,  on  the  dates  indicated 
below  opposite  their  respective  signatures. 

“This  is  signed  by  Dean  Myers  and  a signature 
which  I can’t  read.  I have  not  signed  this  contract 
so  I would  move  that  this  document  be  submitted  to 
Mr.  Martin  to  review  and  that,  if  approved,  it  be 
signed  by  the  proper  person  representing  the  Medical 
Society  of  the  State  of  New  York.  Dr.  Masterson, 
the  chairman  of  the  Board  of  Trustees,  would  be  that 
person.  I so  move.” 

Approval  was  voted. 

It  was  voted  to  approve  the  report  as  a whole. 

Sesquicentennial. — Dr.  Samuel  Z.  Freedman, 
chairman,  reported:  “First,  I want  to  ask  the 

approval  of  the  Council  to  allow  the  World  Medical 
Association  to  have  an  exhibit  at  the  Sesquicenten- 
nial celebration.” 

Approval  was  voted. 

“The  second  item  is  the  matter  of  the  Sesqui- 
centennial Monday  luncheon.  At  the  last  meeting 
I reported  there  was  a question  whether  we  could 
have  the  luncheon  because  we  found  we  could  not 
sell  tickets,  and  other  obstacles  arose.  Then  Mr. 
Baldwin  reminded  me  we  were  committed  to  have 
a luncheon  at  the  Statler  because  we  were  not  having 
the  dinner  there.  They  are  giving  us  a room  up- 
stairs for  the  public  exhibit  so  we  must  have  a 
luncheon. 

“The  luncheon  would  accommodate  about  350 
people.  It  would  cost  $3.75  per  individual.  There 
would  be  some  other  incidental  expenses.  The 
budget  for  the  luncheon,  as  approved  last  meeting, 
allows  $800.  I find  now  that  we  will  have  to  have 
more  money.  I,  therefore,  ask  you  for  approval  to 
run  that  luncheon  by  invitation.  A list  of  guests 
will  be  drawn  up  so  that  they  will  include  men  from 
contiguous  areas.  Of  course  the  Council  would  be 
invited,  the  delegates,  and  so  on.  This  list  will  be 
drawn  up  by  Dr.  Anderton,  Dr.  Greenough,  and 
myself,  with  the  advice  of  our  public  relations 
people.” 

After  discussion,  an  additional  appropriation,  total 
not  to  exceed  $1,000,  for  the  sesquicentennial 
luncheon  was  approved  and  recommended  to  the 
Board  of  Trustees. 

Dr.  Freedman  continued:  “You  also  recall  that 

we  are  going  to  have  a forum  on  Wednesday  night, 
and  it  had  been  my  hope  that  we  could  get  the  large 
auditorium  at  Hunter  College,  which  seats  about 
2,200  people.  We  asked  for  the  appropriation  of 
$500  because  the  Hunter  College  large  auditorium, 
with  all  of  the  expenses,  would  run  about  that.  On 
investigation  we  find  that  we  cannot  get  a definite 
commitment  for  the  Hunter  College  large  auditorium 
because  some  dean  has  an  option  on  it. 

“The  only  other  place  available  is  Town  Hall. 
This  seats  about  1,500  people,  but  they  want  $500 
for  the  auditorium  itself.  And  there  would  be  some 
extra  expenses  that  would  run  about  $250  or  more.” 
It  was  voted  that  an  additional  appropriation  of 


$250,  for  use  if  Town  Hall  is  hired,  be  approved 

and  recommended  to  the  Board  of  Trustees. 

Dr.  Freedman  continued:  “I  have  found  that  I 
violated  the  powers  given  to  a chairman  under  our 
Constitution,  but  I did  it  quite  innocently  and  only 
because  time  has  been  of  the  essence  in  all  of  these 
matters. 

“At  our  last  meeting  you  authorized  the  hiring  of 
an  outside  publicity  outfit  up  to  the  sum  of  $3,000  if 
we  found  it  necessary.  We  made  a thorough  study 
of  this,  with  Mr.  Miebach.  I signed  the  paper  for 
it.  Now  I find  out  that  I violated  the  Bylaws,  that 
I should  have  had  this  contract  go  through  channels, 
but  it  was  one  of  those  things  where  time  was 
running  out,  and  they  keep  telling  you  we  must  start 
right  away.  So,  I must  say,  innocently,  I signed, 
and  I tell  it  to  you  now  and  throw  myself  now  on 
your  mercy. 

The  report  was  approved. 

It  was  voted  that  the  Council  request  the  Board  of 

Trustees  to  approve  the  contract  as  inadvertently 

signed  by  Dr.  Freedman. 

Dinner  Arrangements  Subcommittee. — Dr. 
Frederick  A.  Wurzbach,  Jr.,  chairman,  presented  an 
informative  report  regarding  decisions  made  by  the 
subcommittee  at  its  meeting  on  November  29,  1956. 

He  stated  that  a dinner-dance  would  be  held  in 
the  Grand  Ballroom  at  the  Waldorf-Astoria  in  New 
York  City  on  Tuesday  evening,  February  19,  1957, 
that  Ben  Cutler’s  band  would  be  engaged  for  danc- 
ing and  to  play  for  the  entertainers,  that  a hand- 
some souvenir  menu  would  be  contributed  by  the 
Diaparene  Company,  that  a pharmaceutical  house 
would  provide  entertainers,  and  that  still  another 
would  sponsor  a cocktail  hour.  The  subcommittee 
requests  an  absolute  minimum  of  speech  making 
and  that  speeches  be  limited  to  a total  of  one-half 
hour.  It  also  asked  to  be  informed  of  the  name  of 
the  toastmaster.  Dinner  tickets  will  cost  $15; 
equipment  houses  have  been  asked  to  sponsor  tables 
for  medical  students,  nurses,  or  interns  from  institu- 
tions of  their  choice;  sale  of  tickets  should  be  pro- 
moted by  a letter  to  the  membership,  by  order  blanks 
in  the  Journal  and  Newsletter,  and  by  notices  in 
county  medical  society  bulletins.  To  publicize  the 
dinner,  the  subcommittee  requests  assignment  of  a 
man  from  the  Public  and  Professional  Relations 
Bureau,  establishment  of  sesquicentennial  com- 
mittees in  county  medical  societies,  releases  to  news- 
papers, and  close  work  with  the  Woman’s  Auxiliary. 

War  Memorial. — Dr.  Walter  W.  Mott,  chairman, 
stated:  “To  date,  the  receipts  from  the  letter  we 

have  sent  out  amount  to  $4,833.” 

Woman’s  Auxiliary. — Dr.  Renato  J.  Azzari, 
chairman,  reported:  “Mr.  Chairman,  when  the 

Woman’s  Auxiliary  were  asked  to  participate  in  the 
exhibit  of  the  Sesquicentennial,  they  realized  that  it 
required  some  money,  so  they  scraped  up  $100  of 
their  funds.  It  soon  became  apparent  that  in  order 
to  participate  in  the  exhibit,  it  would  cost  more. 

[Continued  on  page  804] 
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So  they  have  asked  me  to  request  the  Council  to 
approve  an  appropriation  of  S150  for  this  purpose 
I would  respectfully  request  the  Council  to  approve 
this  amount  for  that  purpose.” 

It  was  voted  to  approve  the  request  and  recommend 

that  the  Board  of  Trustees  approve  the  appropria- 
tion. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  presented  the  following  report: 
“The  rehabilitation  conference  under  the  auspices 
of  the  Workmen’s  Compensation  Board  on  No- 
vember 16,  1956,  at  the  Sheraton-Astor  Hotel  in 
New  York,  which  was  attended  by  your  chairman 
and  director,  brought  together  representatives  of 
medical,  insurance,  and  communal  groups  interested 
in  the  rehabilitation  of  workmen’s  compensation 
claimants. 

‘‘Everyone  seemed  to  be  in  favor  of  rehabilitation, 
but  the  meeting  did  not  advance  anything  new  con- 
cerning the  actual  practical  application  of  our  pres- 
ent compensation  laws  and  regulations  concerning 
rehabilitation  of  the  injured  worker.  It  seemed  to 
us  to  be  the  consensus  that  our  present  Work- 
men's Compensation  Law,  even  if  it  does  not  lay 
stress  on  rehabilitation  of  injured  workers,  does  not 
stand  in  its  way.  Everyone  seemed  to  be  in  favor 
of  the  continuance  of  the  free  choice  principle  in  the 
Workmen’s  Compensation  Law.  Our  own  contri- 
bution to  this  subject  is  the  creation  in  the  Work- 
men's Compensation  Board  of  panels  of  experts, 
recommended  by  the  medical  societies  and  appointed 
by  the  chairman  to  serve  on  a part-time  salary  basis, 
to  resolve  promptly  all  medical  problems  and  to 
determine  early  in  the  course  of  a patient’s  disability 
whether  he  would  benefit  by  additional  rehabilita- 
tive treatment,  especially  if  there  was  any  dispute 
between  his  attending  physician  and  those  of  the 
carrier  or  employer. 

“Your  director  participated  in  public  hearings  of 
the  Joint  Legislative  Committee  on  Industrial  and 
Labor  Conditions  at  the  Sheraton-Astor  Hotel  on 
November  27,  1956.  The  chairman  of  the  Work- 
men’s Compensation  Board,  Miss  Angela  Parisi, 
outlined  her  recommendations  for  legislation  in  the 
coming  session  of  the  Legislature,  as  follows. 

“1.  Increase  the  maximum  weekly  workmen’s 
compensation  rate  in  disability  and  death  cases:  The 
chairman  proposes  an  increase  in  the  statutory 
maximum  weekly  benefits  to  at  least  S40.  LTnder 
the  Federal  Longshoremen’s  and  Harbor  Worker’s 
Act  the  maximum  weekly  benefit  rate  is  now  $54. 
She  also  proposes  to  increase  the  maximum  wage 
limitation  for  the  purpose  of  calculating  benefits 
payable  to  surviving  dependents  and  proposes  to 
increase  the  maximum  wage  limitation  to  at  least 
$286  per  month,  the  equivalent  of  S66  per  week, 
which  would  increase  the  maximum  to  $26.40  per 
week  where  a widow  alone  is  eligible  for  benefits  and 
to  S44  where  a widow  has  two  or  more  dependent 
children. 

“2.  Awards  for  temporary  total  disability  and 
schedule  loss  cases  in  addition  to  the  schedule  loss 


awards:  This  would  require  an  amendment  to  Sec- 
tion 15,  subdivision  4-a  of  the  Workmen’s  Compensa- 
tion Law  to  permit  an  award  for  all  temporary  total 
disability  subject  to  the  waiting  period  provisions  of 
the  law,  incurred  in  connection  with  the  schedule 
loss  in  addition  to  the  schedule  loss  award. 

“3.  Additional  Assessment  to  replenish  Special 
Disability  Fund  in  second  injury  law  cases:  The  pro- 
posal is  that  Section  15,  subdivision  8 (h)  be  amended 
to  provide  for  the  collection  of  a single  assessment  of 
1 per  cent  of  total  compensation  paid  by  all  carriers 
including  self-insurers  during  the  fiscal  year  ending 
March  31,  1957.  This  assessment  would  be  col- 
lected as  soon  as  practicable  after  April  1,  1957,  for 
the  purpose  of  replenishing  the  Special  Disability 
Fund  maintained  for  the  payment  of  second  injury 
law  cases. 

“4.  Elimination  of  requirement  of  prior  author- 
ization by  Board  Chairman  for  surgical  operation  in 
Section  25-a  cases  where  previous  authorization  has 
been  given  by  the  Board  or  by  employer:  The  amend- 
ment to  Section  25-a  subdivision  2 would  provide 
that  in  these  old  cases,  prior  authorization  by  the 
chairman  for  a surgical  operation  should  not  be  re- 
quired if  the  operation  had  been  authorized  pre- 
viously by  a referee,  the  chairman,  or  the  worker’s 
employer.  L’ntil  a recent  court  decision  it  had  been 
generally  accepted  that  prior  authorization  by  the 
chairman  was  a prerequisite  to  evoking  the  liability 
of  the  Special  Funds  for  reopened  cases  for  treatment 
given  the  injured  worker  whether  that  treatment  was 
rendered  before  or  after  the  reopening  of  the  case 
under  Section  25-a.  The  recent  court  decision  held 
that  the  requirement  for  prior  authorization  only 
applies  to  treatment  furnished  after  the  reopening 
of  the  case  and  that  treatment  rendered  within  two 
years  and  before  the  reopening  of  the  case  could  be 
authorized  subsequently  by  the  chairman.  The 
liability  of  the  Fund  is  not  retroactive  beyond  two 
years  before  the  reopening  of  a case.  In  a recent 
court  case  the  treatment  involved  was  a hernia 
operation  performed  prior  to  the  reopening  of  the 
case.  The  claim  for  payment  of  the  bill  was  dis- 
allowed because  prior  authorization  was  neither  re- 
quested nor  received  from  the  chairman,  the  Board, 
or  the  employer.  The  court  held  that  Section  13-a 
subdivision  5,  must  be  read  in  connection  with 
Section  25-a  subdivision  2.  Since  there  is  some 
ambiguity  both  in  the  ruling  and  dicta  in  court  de- 
cisions as  to  the  necessity  for  authorization,  the 
Board  suggests  an  amendment  which  would  in 
effect  provide  that  if  a referee  or  the  chairman  has 
established  accident,  notice  and  causal  relationship 
for  a hernia,  for  example,  and  authorized  an  opera- 
tion, then  closed  the  case  pending  the  operation,  it 
would  not  be  necessary  for  the  claimant  to  apply 
to  reopen  his  case  first  and  get  the  chairman’s  prior 
authorization  for  the  operation  before  undergoing 
the  surgery  in  order  to  make  the  Special  Funds 
liable  for  the  payment  of  the  case. 

“5.  Extension  of  coverage  of  the  Disability  Benefits 
Law  to  employers  of  one  or  more  workers:  The  Work- 
men’s Compensation  Board  proposes  that  the  Dis- 
continued on  page  806] 
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all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 
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ability  Benefits  Law  be  amended  so  that  on  and 
after  January  1,  1958,  employers  of  one  or  more 
persons  would  be  included  in  its  coverage.  At 
present  the  law  requires  four  or  more  employes  on 
each  of  »t  least  thirty  days  in  a calendar  year.  The 
proposed  amendment  would  exempt  employers  of 
personal  and  domestic  servants  in  a private  home 
unless  they  had  four  or  more  such  employes  as  at 
present. 

“6.  Extension  of  the  maximum  statutory  duration 
of  benefits  under  the  Disability  Benefits  Law  to  twenty- 
six  weeks:  The  Board  will  also  propose  an  amend- 
ment to  the  Disability  Benefits  Law  which  would 
extend  the  benefits  to  twenty-six  weeks  instead  of 
twenty  weeks  during  any  fifty-two  consecutive 
weeks.  In  addition,  the  Board  is  now  giving  serious 
consideration  to  other  possible  amendments,  among 
which  is  the  provision  for  reducing  either  the  rates 
or  the  maximum  weekly  amount  of  employe  contri- 
butions to  the  cost  of  disability  benefits  as  well  as 
for  a limited  allowance  probably  between  $120  and 
1150,  which  would  be  granted  towards  hospital  or 
medical  expenses  of  disability  benefits  claimants. 

“The  Commerce  and  Industry  Association  of 
New  York,  Inc.,  through  its  chairman  on  workmen’s 
compensation,  Mr.  Oliver  T.  Clayton,  recommended 
the  reintroduction  next  year  of  the  Mackell-Rice 
Bill  (Senate  Intro.  3060;  Assembly  Intro.  3703). 
This  would  provide  for  panels  of  impartial  specialists 
limited  to  physicians  who  did  not  practice  in  work- 
men’s compensation  on  behalf  of  either  the  claimant 
or  the  carrier.  The  bill  provides  that  in  cases  of 
controversy  between  the  claimant  and  the  carrier 
either  side  or  the  Board  could  call  on  the  impartial 
specialist  to  make  a finding  in  the  case,  and  these 
specialists  could  be  used  either  individually  or  in 
panels  and  would  be  available  to  both  sides  in  an 
early  stage  in  all  medical  problems  and  disputes. 
This  would  not  in  any  way  interfere  with  the  pa- 
tient’s right  of  free  choice.  We  again  approve  in 
the  writing  of  this  bill  this  year.  Our  only  difference 
with  the  Association  is  that  we  feel  the  panel  special- 
ists should  be  on  a part-time  basis  and  paid  a salary 
rather  than  paid  on  a fee  basis,  so  as  to  attract  the 
most  competent  and  experienced  men  in  the  pro- 
fession. 

“Other  recommendations  of  the  Commerce  and 
Industry  Association,  Incl  concerning  workmen’s 
compensation  administration  and  legislation  are  too 
numerous  to  mention  here  but  are  outlined  in  the 
paper  by  Mr.  Clayton.  Some  seemed  to  be  of  du- 
bious value. 

“However,  we  do  feel  that  there  is  some  merit  to 
the  recommendation  to  promote  a conference,  con- 
ducted by  the  Workmen’s  Compensation  Board,  of 
all  interested  parties  concerned  with  the  rehabilita- 
tion of  injured  workers  to  study  and  participate  in 
the  drafting  of  legislation  aimed  at  obtaining  a 
properly  functioning  section  of  the  present  Work- 
men’s Compensation  Law.  The  purpose  would  be 
to  obtain  legislative  language  which  would  promote 
the  early  rehabilitation  of  injured  workers;  to  which 
we  would  add  ‘without  interfering  with  the  free 


choice  of  the  patient  to  select  his  own  physician.’ 

“Arbitrations  of  compensation  medical  bills  were 
held  in  Nassau  County  on  November  15  and  in 
Westchester  County  on  November  19,  both  of  which 
were  attended  by  your  director.  The  director  also 
expects  to  participate  in  arbitration  hearings  in 
Newburgh  on  December  5 and  in  Albany  on  De- 
cember 6. 

“On  November  19  your  chairman  met  Judge 
Callahan,  Moreland  Commissioner.” 

Dr.  Dorman  stated:  “The  only  thing  I wish  to 
add  is  that  on  January  4 your  director  of  the  Work- 
men’s Compensation  Bureau  and  the  chairman  will 
again  meet  with  the  Rating  Board  in  a discussion  of 
the  revised  fee  schedule.  If  the  Rating  Board  are 
not  willing  to  go  along  more  closely  with  the  pro- 
posed fee  schedule,  we  plan  to  tell  them  that  this  is 
the  recommendation  of  the  State  Society,  and,  as  the 
Workmen’s  Compensation  Law  requires  the  presi- 
dent of  the  State  Society  to  recommend  fee  schedules 
to  the  chairman  of  Workmen’s  Compensation,  we 
will,  without  their  cooperation,  request  that  the  pres- 
ident of  the  State  Society  submit  our  fee  schedule  to 
Miss  Parish” 

It  was  voted  to  adopt  the  report. 

Report  of  Delegates  to  the  American 
Medical  Association 

Dr.  Floyd  S.  Winslow,  chairman  of  the  delegation, 
presented  the  following  report: 

At  the  interim  session  of  the  House  of  Delegates  of 
the  American  Medical  Association  at  the  Olympic 
Hotel,  Seattle,  Washington,  November  27  to  29, 
1956,  you  were  represented  by  Maurice  J.  Dattel- 
baum,  alternate  for  A.  H.  Aaron;  Elton  R.  Dickson, 
alternate  for  Herbert  Bauckus;  William  B.  Rawis, 
alternate  for  Dan  Mellen;  and  the  following:  W.  P. 
Anderton,  Renato  J.  Azzari,  Peter  J.  Di  Natale, 
Gerald  D.  Dorman,  Edward  P.  Flood,  Thurman  B. 
Givan,  James  Greenough,  J.  Stanley  Kenney, 
Frederic  W.  Holcomb,  Charles  H.  Loughran,  Nor- 
man S.  Moore,  Peter  M.  Murray,  Carlton  E.  Wertz, 
Floyd  S.  Winslow,  and  Ezra  A.  Wolff. 

Dr.  Di  Natale  was  chairman  of  the  Reference 
Committee  on  Miscellaneous  Business  and  acquitted 
himself  in  a wray  which  drew  applause.  Other  refer- 
ence committee  members  were  Dr.  Peter  M.  Murray, 
Amendments  to  the  Constitution  and  Bylaws;  Dr. 
Renato  J.  Azzari,  Reports  of  Board  of  Trustees  and 
Secretary;  Dr.  Gerald  D.  Dorman,  Medical  Educa- 
tion and  Hospitals;  Dr.  W.  P.  Anderton,  Rules  of 
Order  and  Business. 

Your  delegates  held  breakfast  meetings  November 
28  and  29.  On  the  former  date  Past-President  Louis 
H.  Bauer  and  Colonel  Lowry,  U.S.  Army  Medical 
Corps,  were  also  present.  At  President  Greenough’s 
behest  there  was  a fruitful  discussion  of  the  imple- 
mentation of  U.S.  Public  Law  569.  Also  several 
members  were  detailed  to  attend  reference  com- 
mittee meetings  and  report  the  following  day. 
The  meeting  lasted  from  8 until  9:27  a.m. 

Our  second  meeting  was  also  attended  by  the  en- 
tire delegation.  It  was  decided  that  Dr.  Wolff 

[Continued  on  page  8081 
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\ow  available ...  a new  manual . . . 

‘‘Vegetable  Oils  in  Nutrition’’ 


Timely,  Comprehensive,  Useful ...  with  special  reference 
to  unsaturated  fatty  acids 


TIMELY  . . a summary  of  the  literature  in 

this  important  field 

COMPREHENSIVE  . . . a review  of  au- 

. . |l 

thoritative  experimental  and  clinical  research 
pertaining  to  the  special  metabolic  roles  of 
polyunsaturated  fats 

USEFUL  . . in  a form  suitable  for  continual 
reference  use.  Valuable  to  clinician,  nutritionist, 
chemist.  Bibliography  listing  all  pertinent  pub- 
lications 

The  role  of  dietary  lipids  in  health  and  disease 
is  universally  assuming  new  importance.  Evi- 
dence is  accumulating  that  quality  of  the  dietary 
fat  may  be  more  important  than  quantity. 

This  review  provides  a broad  perspective  on 
current  authoritative  and  clinical  opinions 
regarding  the  relative  dietary  characteristics  of 
saturated  and  unsaturated  fats  . . . and  t*he 
indispensable  nutritional  role  of  polyunsatu- 
rated fatty  acids. 

Corn  Products  Refining  Company,  the  man- 
ufacturer of  Mazola  corn  oil,  will  keep  you 
informed  of  significant  new  developments  in 
this  rapidly  expanding  field. 


Mazola  is  a vegetable  oil 
(not  hydrogenated)  made 
from  corn.  It  is  unsaturated 
...  a prime  source  of  essen- 
tial linoleic  acid. 
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Corn  Products  Refining  Co. 
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would  lead  our  delegation’s  support  of  a resolution 
to  have  the  stronger  code  of  ethics  prevail  (state  or 
A.M.A.)  when  there  is  divergence.  A successor  to 
Dr.  Weiskotten  on  the  Council  on  Medical  Educa- 
tion and  Hospitals  was  discussed.  Thanks  were 
voted  to  the  Hospitality  Committee,  Drs.  Kenney 
and  Dorman.  Dr.  Winslow  was  elected  chairman. 
The  meeting  adjourned  at  8 : 45  a.m. 

Your  delegation  gave  a cocktail  party  to  the 
House  of  Delegates  Tuesday  afternoon,  November 
27.  The  Hospitality  Committee  was  assisted  by 
Mesdames  Azzari,  Dickson,  Di  Natale,  Dorman, 
Flood,  Greenough,  Rawls,  and  Wertz,  who  had  been 
appointed  official  hostesses  by  President  Greenough 
with  approval  of  the  Council.  There  were  similar 
hospitality  rooms  maintained  by  the  medical  socie- 
ties of  the  states  of  Washington,  Wisconsin,  Cali- 
fornia, and  others.  Our  hospitality  room  was  also 
used  November  28  and  29. 

The  House  of  Delegates  referred  the  proposed 
revision  of  the  Principles  of  Medical  Ethics  back 
to  the  Council  on  Constitution  and  Bylaws,  re- 
questing report  “at  least  six  weeks  prior  to  the  June 
session,”  the  new’  version  to  be  published  in  the 
Journal  of  the  American  Medical  Association. 

The  House  of  Delegates  reversed  part  of  the 
American  Medical  Association  policy  on  veterans 
medical  care  by  endorsing  the  following  from  the 
Council  on  Medical  Service,  “With  respect  to  the 
provision  of  medical  care  and  hospitalization  bene- 
fits for  veterans  in  Veterans  Administration  and 
other  Federal  hospitals  that  new  legislation  be  en- 
acted limiting  such  care  to  veterans  with  peacetime 
or  wartime  service,  whose  disabilities  or  diseases  are 
service-incurred  or  aggravated.”  The  object  of 
this  policy  is  to  prevent  cases  of  nonservice-con- 
nected disabilities  from  excluding  service-connected 
illness. 

A policy  limiting  hospital  use  of  radium  and  radio- 
active isotopes  to  board-certified  radiologists  was 
rescinded  in  favor  of  the  policy  that  a hospital  which 
uses  radioactive  isotopes  should  include  in  its  staff 
a “Committee  on  Radium  and  Artificially  Produced 
Radioisotopes,”  which  would  include  but  would  not 
be  limited  to  a radiologist,  a surgeon,  an  internist,  a 
gynecologist,  a urologist.,  and  a pathologist.  This 
committee  in  any  hospital  should  have  the  power  to 
specify  which  members  of  its  staff  are  qualified  to  use 
such  therapeutic  tools.  The  House  also  recom- 
mended that  wherever  possible,  the  department  of 
radiology  should  procure,  store,  and  control  dosim- 
etry and  inventory  of  all  radioactive  isotopes. 
Further  study  of  these  problems  was  recommended. 

The  abolition  of  the  interim  session  was  proposed 
and  referred  to  the  Board  of  Trustees  with  several 
suggestions. 

The  House  directed  the  Councils  on  Pharmacy  and 
Chemistry  and  on  Foods  and  Nutrition  to  study 
fluoridation  of  public  water  supplies  and  present  a 
documented  report  at  the  1957  interim  session. 


The  Board  of  Trustees  was  instructed  to  accentu- 
ate cooperation  with  the  American  Bar  Association 
toward  the  enactment  by  Congress  of  a “Jenkins- 
Keogh”  type  of  social  security  bill. 

The  annual  report  of  the  Board  of  Trustees  of  the 
A.M.A.  was  approved.  It  stated  in  regard  to 
A.M.A.  dues  collection,  “As  soon  as  this  study  is 
complete,  a final  report  will  be  made  to  the  House.” 

It  wTas  also  recommended  “that  the  A.M.A.  do 
not  establish  a Hall  of  Fame  at  this  time,”  which  had 
been  advocated  by  our  Society  as  result  of  resolution 
of  Dr.  Benjamin  M.  Bernstein’s  of  the  Medical 
Society  of  the  County  of  Kings. 

This  House  of  Delegates  was  conducted  smoothly 
and  with  good  speed.  Your  representatives  were 
diligent  in  their  attendance  and  behavior. 

It  was  voted  to  adopt  the  report. 

Neva  Business 

Fund  for  Hungarian  Refugee  Doctors. — Dr. 

Gerald  D.  Dorman  stated:  “I  would  like  to  propose 

that  this  Council  recommend  to  the  Board  of 
Trustees  that  the  Medical  Society  of  the  State  of 
New  York  contribute  $5,000  to  the  help  of  the 
Himgarian  refugee  doctors.  The  American  Medical 
Association  made  such  a contribution.  We  have 
received  word  that  it  was  enough  probably  to  carry 
them  for  about  five  days.  The  Hungarian  doctors 
have  been  fleeing  into  Austria  in  unusually  large 
numbers  because  word  went  out  that  every  doctor 
who  had  treated  a revolutionary  in  the  Hungarian 
uprising  and  had  not  made  a complete  report  to  the 
authorities  would  be  imprisoned  and  possibly  shot 
as  a traitor.  The  reports  further  indicate  that  there 
were  some  casualties,  that  the  doctors  were  so  busy 
taking  care  of  the  casualties  that  they  did  not  have 
complete  lists  of  names  and  injuries  which  they  could 
report.  I feel  that  in  this  case  we  are  faced  with 
some  of  our  colleagues  in  Europe  who  were  doing  a 
job  of  taking  care  of  patients  in  the  best  traditions 
of  the  profession  and  who  because  of  that  were  badly 
penalized.  I feel  that  if  this  Medical  Society,  as 
such,  made  a contribution  of  85,000,  even  if  it  had  to 
come  out  of  capital  fimds,  it  would  be  an  investment 
v hich  was  well  worth  while. 

“I  also  feel  that  it  would  head  up  a possible  drive 
among  our  own  individual  members  for  private 
contributions  to  this  cause.” 

It  was  voted  that  the  Council  recommend  to  the 

Board  of  Trustees  that  the  Medical  Society  of  the 

State  of  New  York  contribute  $5,000  to  the  help 

of  the  Hungarian  refugee  doctors. 

Appointments. — Dr.  Greenough  stated:  “I  should 
like  to  nominate  Dr.  Earl  P.  Waterbury,  of  New- 
burgh, who  is  very  much  involved  in  social  welfare 
and  is  also  a past  vice-president  of  this  Society,  as 
a member  on  the  Subcommittee  for  Public  Medical 
Care. 

Approval  was  voted. 


If  all  the  world  were  just,  there  would  be  no  need  of  valour. — Plutarch 


808 


New  York  State  J.  Med. 


ease  the  . . . 


burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


HEAD  COLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 V6  gr.)  . 162.0  mg. 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamlne  Sulfate  ....  0.031  mg. 
Prophenpyrldamlne  Maleate  . . 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


in  bronchial  asthma 
pgcEP?^  paroxysmal  dyspnea 

Cheyne-Stokes  respiration 


•toTuTtv* 


tablets,  ampuls,  powder  and  suppositories 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 
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When  fats  upset  digestion , it’s  time  to  step  up  the  flow  of  bile 


Remington*  says:  “Bile  is  essential  for  the  normal 
digestion  of  fats  and  the  absorption  of  fatty  acids. 
The  presence  of  bile  in  the  intestine  is  also  neces- 
sary for  optimal  absorption  of  the  fat-soluble 
vitamins.” 

CHOLOGESTIN  is  a reliable  choleretic  and 
cholagogue.  It  is  highly  effective  because  it 
contains  salicylated  bile  extract  combined 
with  pancreatin  and  sodium  bicarbonate. 

CHOLOGESTIN  is  indicated  for  fat  in- 
tolerance and  other  hepatic  and  biliary 
conditions  where  there  is  a deficient 
flow  of  bile.  Dosage,  1 tablespoonful 
in  cold  water  after  meals. 

TABLOGESTIN,  3 tablets  are 
equivalent  to  1 tablespoonful  of 
Chologestin. 

f F.  H.  STRONG  COMPANY  NYS  2 

112 

l|  Pleoie  tend  me  tree  tomple  of  TABLOGESTIN  together  with  literolure  on  CHOLOGESTIN. 
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11th  ed.,  1956,  p.  704; 
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BOORS  RECEIVED 


(The  following  books  were  received  during  the  month  of  December,  1956) 


Industrial  Deafness.  Hearing  Testing  and  Noise 
Measurement.  By  Joseph  Sataloff,  M.D.  Octavo 
of  333  pages,  illustrated.  Xew  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  1957. 
Cloth,  S8.00. 

Handbook  of  Biological  Data.  William  S. 
Spector,  Editor.  Prepared  under  the  Direction  of 
the  Committee  on  the  Handbook  of  Biological  Data, 
Division  of  Biology  and  Agriculture,  The  National 
Academy  of  Sciences,  The  National  Research  Coun- 
cil, October  1956.  Quarto  of  584  pages,  illustrated. 
Wright-Pat terson  Air  Force  Base,  Ohio,  Wright  Air 
Development  Center,  Air  Research  and  Develop- 
ment Command,  United  States  Air  Force,  1956. 
(WADC  Technical  Report  56-273,  Astia  Document 
No.  AD  110501) 

The  Visual  Fields.  A Textbook  and  Atlas  of 
Clinical  Perimetry.  By  David  0.  Harrington, 
M.D.  Octavo  of  237  pages,  with  234  illustrations 
and  9 color  plates.  St.  Louis,  The  C.  V.  Mosby 
Company,  1956.  Cloth,  S16. 

Children’s  Eye  Problems.  By  Emanuel  Krim- 
sky,  M.D.  Quarto  of  175  pages,  illustrated.  New 


York,  Grune  & Stratton,  1956.  Cloth,  $6.00. 

Carcinoma  of  the  Breast.  The  Study  and  Treat- 
ment of  the  Patient.  By  Andrew  G.  Jessiman, 
M.D.,  and  Francis  D.  Moore,  M.D.  Duodecimo  of 
135  pages,  illustrated.  Boston,  Little,  Brown  & 
Company,  1956.  Cloth,  $4.00.  (New  England 
Journal  of  Medicine  Medical  Progress  Series) 

Low-Fat  Cookery.  By  Evelyn  S.  Stead  and 
Gloria  K.  Warren,  Dietitian.  Illustrated  by  Frank 
Sieminski.  Octavo  of  184  pages,  illustrated.  New 
York,  The  Blakiston  Company,  McGraw-Hill  Book 
Company,  1956.  Cloth,  $3.95. 

Diseases  of  the  Heart  and  Circulation.  By  Paul 
Wood,  M.D.  Second ' edition.  Octavo  of  1,005 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1956.  Cloth,  S15. 

Ageing  in  Industry.  An  Inquiry,  Based  on 
Figures  Derived  from  Census  Reports,  into  the 
Problem  of  Ageing  Under  the  Conditions  of  Modem 
Industry.  By  F.  Le  Gros  Clark  and  Agnes  C. 
Dunne.  Octavo  of  146  pages,  illustrated.  New 
York,  The  Philosophical  Library,  1956.  Cloth, 
$7.50. 


BOOKS  REVIEWED 


Shock  and  Circulatory  Homeostasis.  Trans- 
actions of  the  Fourth  Conference,  December  6,  7, 
and  8,  1954,  Princeton,  N..J.  Edited  by  Harold  D. 
Green,  M.D.  Octavo  of  291  pages,  illustrated. 
New  York,  Josiah  Macy,  Jr.  Foundation,  1955. 
Cloth,  S5.00. 

This  volume  is  the  contribution  of  a learned  con- 
ference group  of  investigators  in  discussion  of  vital 
coordination  of  physiologic  processes.  Nothing  is 
necessarily  accepted  as  proved  just  by  weight  of 
authority.  Statements  apparently  contradictory 
are  thoroughly  examined.  Discussion  is  free  and 
easy.  The  book  is  valuable,  extraordinarily  in- 
teresting, and  stimulating. — Charles  A.  Gordon 


Diseases  of  the  Endocrine  Glands.  By  Louis  J. 
Soffer,  M.D.,  with  J.  Lester  Gabrilove,  M.D.,  and 
the  Section  on  the  Gonads  by  Arthur  R.  Sohval, 
M.D.  Second  edition.  Octavo  of  1,032  pages. 
102  illustrations  and  3 colored  plates.  Philadelphia, 
Lea  & Febiger,  1956.  Cloth,  S16.50. 

This  second  edition  of  Soffer  et  al.  is  a treatise  on 
endocrinology  which  compares  favorably  with  other 
similar  textbooks.  It  deserves  the  praise  heaped 
upon  it  by  many  reviewers  in  the  foremost  medical 
journals.  The  extensive  bibliographies,  diagrams, 
and  photographs  are  an  indication  of  depth  of 
thought  and  effort  employed  in  the  compilation  of 
[Continued  on  page  812] 
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B COMPLEX  + C 

Separate  packaging  of  dry  vitamins  and  diluent  (mixed  immedi- 
ately before  injection)  assure  controlled  dosage.  The  folic  acid 
solution  is  specially  prepared  to  preserve  full  potency  and  to  serve 
for  quick  solution  of  the  dried  vitamins,  folbesyn  may  be  con- 
veniently added  to  standard  intravenous  solutions. 

Dosage:  2 cc.  daily. 


Each  2 cc.  dose  contains: 


Thiamine  HC1  (Bi)  10  mg. 

Riboflavin  (B?)  10  mg. 

Niacinamide  50  mg. 

Pyridoxine  HC1  (Bo)  5 mg. 

Sodium  Pantothenate  10  mg. 

Ascorbic  Acid  (C)  300  mg. 

Folic  Acid  3 mg. 

Vitamin  B12  15  mcgm. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N.  Y. 

♦ REG.  U.  S.  PAT.  OFF. 


Potentiated  Mephenesin^ 

For  relief  of  low  back  pain  and  other  arthritic  pain, 
for  release  of  tension  accompanying  pain. 


• Relieves  pain  *Mephenesin  physiologically  potensi- 

• Soothes  tension  fied  with  a smooth  muscle  relaxant 

• Relaxes  muscle  spasm  and  analgesic  . . . dibenzyl  succinate 

Each  EXPASMUS  tablet  contains:  Dosage:  2 to  3 tablets  3 times  daily  to 

Dibenzyl  succinate  125  mg.,  mephen-  12  tablets  daily. 

esin  250  mg.,  salicylamide  IOO  mg.  Supplied:  Bottles  of  lOO’s  tablets 

Request  reprints  and  samples. 

Martin  H.  Smith  Co.  131  East  23rd  St.,  New  York  IO,  New  York 
Manufacturers  of  ethical  products  for  over  half  a century 
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this  book.  It  is  complete  and  excellent  in  method- 
ology. It  would  profit  by  a more  even  distribution 
in  its  presentation  and  a more  direct  approach  to 
the  various  clinical  syndromes.  While  the  known 
decisive  forms  of  therapy  in  endocrinology  are  met 
forthrightly,  further  simplification  is  in  order  to  help 
the  clinician. — Bernard  Seligman 


The  Management  of  Oral  Disease.  A Treatise  on 
the  Recognition,  Identification,  and  Treatment  of 
Diseases  of  the  Oral  Regions.  By  Joseph  L. 
Bernier,  D.D.S.  Octavo  of  825  pages.  1,001  text 
illustrations  and  5 color  plates.  St.  Louis,  C.  V. 
Mosby  Company,  1955.  Cloth,  $15. 

The  Management  of  Oral  Disease  is  a well-illus- 
trated, well-documented  volume.  It  covers  a wide 
variety  of  oral  diseases — the  interpretation  of  signs 
and  symptoms,  biopsy,  histology  of  the  skin  and 
oral  mucous  membrane,  anomalies  of  the  teeth,  the 
pathology  of  dental  caries,  diseases  of  the  pulp  and 
periapical  tissues,  periodontal  disease,  oral  reaction 
in  allergy  and  to  drugs,  etc.  There  is  a good  chap- 
ter on  malignant  tumors  of  the  oral  regions.  It  is 
an  excellent  book  for  the  medical  and,  especially, 
for  the  dental  practitioner. — Lawrence  J.  Dunn 

A Short  History  of  Medicine.  By  Erwin  H. 
Ackerknecht,  M.D.  Octavo  of  258  pages,  illus- 
trated. New  York,  Ronald  Press  Company,  1955. 
Cloth,  $4.50.  ■ 

The  history  of  medicine  is  an  inseparable  part  of 
the  history  of  mankind.  In  this  excellent  book  the 
author  has  traced  this  history  from  its  earliest  ori- 
gins to  the  profound  developments  of  recent  times. 
The  path  has  not  been  a smooth  one  by  any  means, 
and  the  vicissitudes  encountered  through  the  ages 
are  portrayed  in  a fascinating  and  unbiased  manner. 
The  influence  of  schools  of  thought  and  other  ex- 
traneous factors  have  all  had  their  effect  on  the  de- 
velopment of  medicine.  The  author’s  integration 
of  these  effects  in  a very  well-written  and  illustrated 
book  has  given  us  a most  acceptable  addition  to  the 
literature  on  medical  history. — Jerome  Weiss 

Operative  Technic  in  General  Surgery.  Edited 
by  Warren  H.  Cole,  M.D.  With  67  contributing 
authors.  Second  edition.  Octavo  of  973  pages,  il- 
lustrated. New  York,  Appleton-Century-Crofts, 
1955.  Cloth,  $12. 

This  is  an  excellent  text.  It  presents  a good 
general  over-all  picture  of  the  problems  and  opera- 
tions in  general  surgery. 

The  text  is  amply  illustrated  and  the  technical 
procedures  are  given  in  sufficient  detail  and  clarity  to 
be  of  value  to  the  student  or  the  accomplished  sur- 
geon who  may  wish  to  review  an  operation  he  may  do 
only  occasionally. 

The  sections  dealing  with  gastrointestinal  surgery 
are  particularly  good.  The  book  is  highly  recom- 
mended.— William  Sheinfeld 


The  Practice  of  Dynamic  Psychiatry.  By  Jules 

H.  Masserman,  M.D.  Octavo  of  790  pages.  Phila- 
delphia, W.  B.  Saunders  Companv,  1955.  Cloth, 
$12. 

. The  last  quarter  of  the  century  has  witnessed  a 
most  phenomenal  growth  and  expansion  of  psychi- 
atric theory  and  practice.  The  development  has 
been  so  rapid  and  in  so  many  directions  that  even 
the  trained  psychiatrist  finds  it  at  times  rather  diffi- 
cult to  keep  abreast  with  the  numerous  contribu- 
tions made  daily  in  this  field  of  medicine.  A text- 
book which  deals  with  psychiatry  is  hardly  expected 
to  cover  all  of  its  different  facets.  When  a pub- 
lished book  succeeds  in  doing  so  it  is  heartily  wel- 
comed. Hence  the  value  of  the  book  under  review. 

The  author  is  professor  of  neurology  and  psy- 
chiatry at  Northwestern  University.  He  has  es- 
tablished for  himself  a notable  reputation,  not  only 
as  a clinical  investigator  but  also  as  an  experimental 
worker  in  the  field  and  as  an  eminent  teacher.  He 
divides  the  book  into  five  parts,  each  dealing  with  a 
particular  phase  of  psychiatry. 

There  are  appendices  devoted  to  tabular  and 
statistical  material.  A bibliography  and  an  index  to 
subjects  and  authors  enhance  the  usefulness  of  the 
work. 

This  is  a masterful  presentation  of  the  various 
theories  of  the  different  aspects  of  psychiatry  and 
coordination  of  them  into  a workable  and  under- 
standable text.  It  is  highly  recommended  for  the 
student,  the  general  practitioner,  for  the  psychia- 
trist, and  for  all  who  are  interested  in  the  subject. — 
Irving  J.  Sands 


Recent  Advances  in  the  Study  of  the  Structure, 
Composition,  and  Growth  of  Mineralized  Tissues. 

By  Roy  O.  Greep,  Ph.D.  (zool.),  and  Albert  E.  So- 
bel,  Ph.D.  fchem.)  (Conference  Cochairmen),  W.  D. 
Armstrong,  Ph.D.  (physiol,  chem.),  L.  F.  Belanger, 
M.D.,  R.  C.  Greulich,  S.  B.  Hendricks,  Ph.D.,  et  al. 
Octavo  of  265  pages,  illustrated.  New  York,  New 
York  Academy  of  Sciences,  1955.  Paper,  $4.00. 
( Annals  of  the  New  York  Academy  of  Science,  V. 
60,  Art.  5,  pp.  541-806). 

Recent  Aavances  in  the  Study  of  the  Structure, 
Composition,  and  Growth  of  Mineralized  Tissues  is  a 
symposium  by  a group  of  competent  investigators 
and  is  edited  by  Dr.  Roy  Waldo  Miner.  This  little 
volume  will  find  its  greatest  usefulness  in  the  dental 
school  and  among  those  research  students  investi- 
gating dental  caries  and  other  abnormalities  of  the 
teeth  and  bones  of  the  face. — Lawrence  J.  Dunn 


Basic  Surgical  Skills.  A Manual  With  Appro- 
priate Exercises.  By  Robert  Tauber,  M.D. 
Quarto  of  75  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1955.  Ring-binding. 
Cloth,  $3.75. 

In  a manual  of  75  pages,  replete  with  51  practically 
foolproof  illustrations  and  42  exercises  which  are  pre- 
sented in  clear  and  concise  fashion,  the  author  de- 
[Continued  on  page  814] 
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This  is  a doctor.  We  know  the  toils  of  his  education  dedicate  him  to 
his  daily  work.  We  also  know  that  his  work  is  varied,  complex,  and 
always  demands  a broad  personal  and  infinitely  professional  approach. 

His  may  be  a rewarding  chore  ...  but  it's  a most  trying  one.  Above 
all,  his  responsibility  is  the  restoration  and  preservation  of  the  health  of 
those  who  seek  his  help. 

It  is  for  these  men  that  vye  devote  intensive  research  and  study 
techniques  to  provide  for  them  the  finest  conception  control  products. 

History  indicates ...  if  product  demand  is  an  index  ...that  ours  assure 
consistently  more  effective  results*.  We're  pleased  that  doctors  of 
America  have  proven  this. 

That's  why  they  rely  on  and  recommend  . , . 

^Factual  literature  sent  on  request. 

AVAILABLE  AT  ALL  LEADINQ  PHARMACIES  • KOROMEX  JELLY,  CREAM  AND  DIAPHRAQM  COMPACT 

HOLLAND  - RANTOS  COMPANY.  INC.  • IAS  HUDSON  STREET  • NEW  YORK  13.  N.  Y. 
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scribes  virtually  every  known  knot,  ligature,  and 
suture  singly  and  in  various  combinations.  It  is 
doubtful  whether  any  one  individual  could  master 
all  of  the  technical  details.  However,  using  this 
monograph  as  his  guide,  patient  and  diligent  prac- 
tice will  enable  the  surgeon  to  attain  adequate 
technical  proficiency  and  with  time  and  greater  ex- 
perience he  will  learn  to  rely  upon  those  which  serve 
him  best. 

Perhaps  the  monograph  will  have  its  greatest  ap- 
peal to  the  young  surgeon.  However,  the  older 
surgeon  may  well  wish  to  use  it  as  a handy  reference 
book  to  brush  up  on  his  technic.  Moreover,  he 
will  find  some  very  helpful  hints  and  suggestions 
in  overcoming  technical  difficulties:  for  example, 
tying  square  knots  under  tension  and  the  avoidance 
and  control  of  hemorrhage. 

Tauber  is  to  be  commended  for  his  thoroughness 
and  patient  and  painstaking  efforts.  The  reviewer 
regards  his  manual  as  a unique  and  worthy  con- 
tribution.— Arthur  Goetsch 

Clinical  Pathologic  Conferences  of  Cook  County 
Hospital.  Vol.  I.  Cardiovascular-Renal  Problems. 

Edited  by  Hans  Popper,  M.D.,  and  Daniel  S.  Kush- 
ner,  M.D.  Octavo  of  325  pages,  illustrated.  New 
York,  The  Blakiston  Company  (New  York,  Mc- 
Graw-Hill Book  Company),  1954.  Cloth  $5.00. 

This  volume  comprises  a series  of  26  clinical  patho- 
logic conferences  held  at  the  Cook  County  Hospital. 
The  cases  illustrate  interesting  problems  in  circula- 
tory and  renal  diseases.  Particularly  noteworthy 
are  the  sections  on  clinical  pathologic  correlations 
by  Dr.  Hans  Popper,  integrating  the  clinical  picture 
and  autopsy  findings.  Too  often  clinical  pathologic 
conferences  serve  merely  as  a quiz  forum  for  clini- 
cians with  inadequate  discussion  of  the  case  in 
point.  The  Cook  County  conferences  are  a model  of 
how  such  meetings  should  be  conducted.  They 
draw  their  inspiration  from  the  memorable  con- 
ferences held  by  Dr.  Richard  Jaffe,  pathologist  at 
the  Cook  County  Hospital  in  the  nineteen  thirties. — 
Richard  Gubner 

Anesthesia  in  Ophthalmology.  By  Walter  S. 
Atkinson,  M.D.  Octavo  of  101  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1955.  Fabricoid, 
$3.25.  (American  Lecture  Series  #251) 

This  short  but  comprehensive  treatise  should  be  in 
every  ophthalmologist’s  office  and  should  be  care- 
fully read  by  all  anesthetists  connected  with  eye 
institutions. 

It  contains  a considerable  amount  of  information 
about  the  drugs  ordinarily  used  in  ocular  surgery,  of 
which  the  average  ophthalmologist  may  not  be 
aware,  particularly  as  regards  the  secondary  effects 
of  the  drugs.  How  many  ophthalmologists  are 
aware  that  the  barbiturates  counteract  the  toxic 
effects  of  local  anesthetics  or  that  one  should  not 
attempt  to  re-establish  breathing  in  cases  of  laryn- 
geal spasm  by  pressing  on  the  thorax? 

The  author  gives  the  advantages  and  disadvan- 


tages; the  indications  and  contraindications;  as  well 
as  the  toxic  effects  and  their  countertreatments  of 
all  the  drugs  in  general  use  in  eye  surgery  today. — 
Daniel  Kravitz 


Diet  Manual  of  the  Jewish  Hospital  of  Brooklyn, 
1954.  Edited  by  Charles  Solomon,  M.D.,  Nanette 
D.  Robertson,  M.A.,  and  Miriam  C.  Tekulsky,  B.S. 
Octavo  of  87  pages.  Brooklyn,  The  Jewish  Hospital 
of  Brooklyn,  1954. 

This  book  is  what  the  title  states  it  to  be,  namely 
a collection  of  therapeutic  diets  which  are  used  in  the 
Brooklyn  Jewish  Hospital.  The  committee  which 
compiled  the  manual  has  followed  the  modern  tend- 
ency to  simplify  the  serving  of  diets  in  a hospital 
by  keeping  the  variety  of  diets  to  a minimum. 
Much  duplication  has  thus  been  avoided.  The 
diets  for  diabetics  recommended  by  the  American 
Diabetes  and  Dietetic  Associations  have  been 
adopted  by  the  hospital  for  general  use. 

Since  the  coverage  of  the  material  is  efficient  and 
comprehensive,  this  manual  could  be  employed  in 
most  hospitals. — Milton  B.  Handelsman 


Fifth  Annual  Report  on  Stress,  1955-56.  Edited 
by  Hans  Selye,  M.D,  and  Gunnar  Heuser,  M.D. 
With  17  contributors.  Octavo  of  815  pages,  illus- 
trated. New  York,  MD  Publications,  1956.  Cloth, 
$20. 

During  the  past  few  years,  the  voluminousrlitera- 
ture  on  stress  and  adrenal  activity  has  been  coordi- 
nated and  presented  concisely  so  that  the  relation  of 
any  stress  or  organ  could  be  immediately  correlated. 
This  volume  continues  in  this  approach. 

A most  important  addition  to  the  volumes  of  the 
past  few  years  has  been  the  section  on  special  articles 
by  authorities. 

This  year’s  volume  has  nine  excellent  articles 
on  primary  aldosteronism,  hormonal  influence  on 
inflammation,  stress  and  catechol  hormones,  ad- 
renal influences  on  gastric  response  to  stress,  the 
role  of  the  adrenal  cortex  in  the  etiology  of  disease, 
factors  controlling  adrenocortical  secretion,  neuro- 
secretion, effect  of  psychic  stress  in  infancy,  and 
finally  cortisone  in  relation  to  lymphoid  tissue  and 
immunity. — Martin  Perlmutter 


Gynecologic  Cancer.  Second  edition.  By  James 
A.  Corscaden,  M.D.  Octavo  of  546  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins  Company, 
1956.  Cloth,  $10. 

This  book  is  easily  the  best  in  its  field:  sound, 
informative,  authoritative,  up  to  the  minute,  and 
very  readable.  Much  space  is  given  to  diagnosis. 
The  diagnosis  of  cervical  carcinoma  in  situ,  Cor- 
scaden says,  is  made  by  intuition.  Diagrams, 
technics,  operations,  and  procedures  are  clearly  de- 
scribed. Illustrations  are  excellent.  Few  glaring 
typographical  errors  mar  the  book,  but  are  other- 
wise harmless.  Every  gynecologist  will  approve  this 
book.  Highly  recommended. — Charles  A.  Gordon 
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DETECTION  OF  EARLY  BREAST  CANCER 


Results  of  treatment 


No  axillary  glands 
70  to  80  per  cent — 
five-year  survival 


Comparative  frequency 


Axillary  glands  or  fixation  of 
tumor  20  to  30  per  cent — 
five-year  survival 


OF  TREATMENT  OF  BREAST  CANCER 

Don't  WATCH  and  WAIT  for 
OBVIOUS  lump. 

OBVIOUS  fixation  or  retraction  of  skin. 

areola,  nipple,  or  chest  wall. 
OBVIOUS  fixed  axillary  and  supraclavicular 
nodes. 

OBVIOUS  ulceration  of  skin. 

OBI  IOUS  bleeding  from  palpable  duct 
tumor. 

OBI  IOUS  tense  orange  peel  skin. 

OBVIOUS  edema  of  arm. 

OBVIOUS  pain  from  metastasis  to  bone. 

examination  of  axilla 


TO  IMPROVE  THE  RESULTS 

Investigate 

‘Bloody,  serous,  grumous  discharge  from  nip- 
ple with  or  without  palpable  mass. 

Tiny  lump. 

Minimal  localized  thickening. 

Persistent  fissure,  ulceration  and  scaling  of 
nipple. 

Slightest  dimpling  of  overlying  skin. 
Nontender  axillary  gland. 

POSITION  FOR 


The  arm  is  relaxed  so  that  the  examiner 
can  palpate  the  axilla,  apex,  lateral 
chest  wall,  upper,  outer,  and  lower 
quadrants  of  the  breast. 


The  physician  should  stand  behind  the 
patient  to  examine  for  supraclavicular 
nodes  and  for  a breast  tumor. 


Raising  the  arms  demonstrates  the  Tensing  the  pectoral  muscles  by  pressure  on  the  hips  or 

dimpling  and  fixation  of  the  tumor  tightly  clasping  the  fingers  shows  fixation  of  the  tumor  to 

to  the  skin.  the  skin,  pectoral  fascia  or  muscle. 


‘Express  a few  drops  of  discharge  from  nipple  on  a glass  slide  and  fix  wet  slide 
in  mixture  of  95  Der  cent  alcohol  and  ether  for  cytologic  examination. 

(Prepared  by  the  Subcommittee  on  Cancer,  Medical  Society  of  the  State  of  Xew  York) 


brand 


POLYMYXIN  B — BACITRACIN  OINTMENT 


tp  imm  b/tmt^joeSmc  l&vuzfj# 
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For  topical  use:  in  Vi  oz.  and  1 oz.  tubes* 


For  ophthalmic  use:  in  '/«  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckaho®.  N.  Y. 
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ACETAZOLAMIDE  LEDERLE 


non -mercurial  diuretic 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


A single  daily  tablet  of  Diamox  con- 
trols the  edema  frequently  associated  with 
premenstrual  tension.  Tangible  relief  of 
such  symptoms  as  pelvic  engorgement, 
tightness  of  skin  and  head-heaviness  pro- 
duces marked  improvement  of  physical 
and  emotional  well-being  in  these  patients. 

Diamox  — a versatile,  well-tolerated 
drug  — is  highly  effective  not  only  in  the 
mobilization  of  edema  fluid  but  in  the 
prevention  of  fluid  accumulation  as  well. 
A single  oral  dose  is  active  for  6 to  12 
hours,  offering  convenient  daytime  diu- 
resis and  nighttime  rest.  Excretion  by  the 
kidney  is  usually  complete  within  12  hours 
with  no  cumulative  effects. 

For  premenstrual  tension,  prescribe  a 
simple  regimen  of  Diamox:  1 tablet  daily, 
beginning  5 to  10  days  before  menstrua- 
tion, or  at  the  onset  of  symptoms. 

Supplied:  Scored  tablets  of  250  mg. 
(Also  in  ampuls  of  500  mg.  for  parenteral 
use.) 

•Reg.  U.S.  Pat.  Off. 
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Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  antiarthritic,  antirheumatic 
benefits  of: 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate — the  newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  b)  muscle 
spasm  c)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease).  Still’s  disease,  psoriatic  arthritis,  osteo- 


Therapeutic  benelits  ol  MEPROLONE  compared  with  traditional  antiarthritics. 


relieves 

pain 

suppresses 

inflam- 

mation 

relaxes 

muscle 

eases 

anxiety 

Imparts 
sense  ol 
well-being 

Salicylates 

/ 

y 

Muscle  relaiants 

yi 

Tranquilizers 

Steroids 

/ 

y 

MEPROLONE 

y 

y _ 

y 

y 

y 

I . Meprobamate  is  the  only  tranquilizer  with 
muscle -relax ant  action. 

arthritis,  bursitis,  synovitis,  tenosynovitis,  myositis,  fibro- 
sitis,  fibromyositis,  neuritis,  acute  and  chronic  low  back 
pain,  acute  and  chronic  primary  and  secondary  fibrositis 
and  torticollis,  intractable  asthma,  respiratory  allergies, 
allergic  and  inflammatory  eye  and  skin  disorders  (as  main- 
tenance therapy  in  disseminated  lupus  erythematosus, 
periarteritis  nodosa,  dermatomyositis  and  scleroderma). 

SUPPLIED:  Multiple  Compressed  Tablets  in  bottles  of 
100  in  two  formulas  as  follows:  Meprolone-1 — 1.0  mg. 
of  prednisolone,  200  mg.  of  meprobamate  and  200  mg.  of 
dried  aluminum  hydroxide  gel.  Meprolone-2 — provides 
2.0  mg.  of  prednisolone  in  the  same  formula. 
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NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


MEPRO  BAMATE 
PREDN1SO  LONE, 


THE  ONLY 
ANTI  RHEUMATIC, 

ANTI  ARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 

2.  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO..  INC  PHILADELPHIA  1.  PA. 


MFPROLONE  ic  the  trade-mark  of  Merck  tc  Ca.  Inc. 


plus 


Gantricillin  is  Gantrisin  plus  penicillin 
in  a single  tablet.  For  severe  infections, 
Gantricillin- 300 ; for  mild  infections, 
Gantricillin  (100);  for  pediatric  infections, 
Gantricillin  (acetyl) -200  suspension. 

Gantricillin®  Gantrisin®  - brand  of  sulf  isoxazole 


original  research  in  medicine  and  chemistry 


Raise  the  Pain  Threshold 


= l 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  Va  gr.(16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.(32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  2%  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  M gr (16.2  mg.) 

Hyoscyaraine  sulfate (0.031  mg.) 


coins 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VIRGINIA 
Ethical  Pharmaceuticals  of  Merit  since  1878 
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Liquid 

Pediatric  Drops 

aqueous  suspension 

stabilized,  soluble,  no  oil  to  block  absorp- 
tion, no  oily  taste  or  repeat,  remarkably 
free  of  side  effects 

ready-to-use,  no  refrigeration 

freely  miscible  in  water,  milk,  formula,  or 
drop  directly  on  tongue 

handy,  plastic  dropper  bottle 

accurate  dosage  is  easy,  one  drop  per 
pound  body  weight  per  day 

Supplied:  10  cc.  plastic  dropper-ty  pe  bottle 
(cherry-flavor),  100  mg./cc. 
(approx.  5 mg.  per  drop) 


Achromycin*  Tetracycline  ranks 
among  the  foremost  in  its  field  today... 
judged  on  its  exceptional  effectiveness 
against  a wide  range  of  pathogens, 
prompt  control  of  infections  commonly 
seen  in  medical  practice,  low  incidence 
of  side  reactions.  These  outstanding 
features  have  been  repeatedly  confirmed 
by  physicians  everywhere  during  more 
than  three  years  of  clinical  usage. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 

*Reg.  U.  S.  Pat.  Off. 


ACHROMYCIN. ..ACKNOWLEDGED  FOR  COMPETENCE 
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KNOX  PROTEIN  PREVIEWS 


Knox  “Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


tit 


j 


1 . Color-coded  diets  of  1200,  1600  and  1800  calories  are 
I based  on  nutritionally-sound  Food  Exchanges.* 1 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
I booklet  as  Choices)  eliminate  calorie  counting  by  patient. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 

Ij considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
t presented  on  the  last  14  pages  of  each  diet  booklet. 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 

I “Meal  Planning  with  Exchange  Lists’*  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
I’ Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


: 

j Chas.  B.  Knox  Gelatine  Co.,  Inc. 

J Professional  Service  Dept.  NM  21 

N.  Y. 

Please  send  me  dozen  copies  of  the  new  illus-  \ 

trated  Knox  Reducing  booklet  based  on  Food  Exchanges.  J 

I 

Your  Name  and  Address 

■ 
I 
■ 
■ 
a 
■ 


i 

■ 

■ 


Johnstown, 


Gives  fast  relief  of 
nasal  congestion 


Novahistine  works  better  than  anti- 
histamines alone.  The 
of  a vasoconstrictor  with  an 
minic  drug  provides  marked 
decongestion,  inhibits 
tion . . . combats  allergic 
dosage  avoids  patient  misuse 
drops,  sprays  and  inhalants 
nates  rebound  congestion, 
will  not  cause  jitters  or  insomnia. 


Each  Novahistine  Tablet  or  teaspoon- 
ful of  Elixir  provides  5.0  mg.  of  phenyl- 
ephrine HC1  and  12.5  mg.  of  prophen- 
pyridamine  maleate.  For  patients  who 
need  greater  vasoconstriction,  Nova- 
histine Fortis  Capsules,  Novahistine 
with  APC  and  Novahistine  with  Peni- 
cillin Capsules  contain  twice  the 
amount  of  phenylephrine. 


“ unlock ’ the 

closed-up 
nose ... 


orally 


i stine 


IN  COLDS... 

SINUSITIS... 

RHINITIS 


Pitman-Moore  Company 

Division  of  Allied  Laboratories,  Inc. 


Indianapolis  6,  Indiana 
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when  colds 

are  complicated  by 
useless,  exhausting 

coughs 


A 


Novahistine- 


* 


promptly  controls  coughs 
and  clears  obstructed  air  passages 

Each  teaspoonful  (5  cc.)  of  this  palatable 
grape-flavored  elixir  contains: 

Phenylephrine  hydrochloride  10  mg. 

Prophenpyridamine  maleate  12.5  mg. 

Dihydrocodeinone  bitartrate  1.66  mg. 

(warning:  may  be  habit  forming) 

Chloroform  (approximately)  13.5  mg. 

1 -Menthol  1.0  mg. 

(Alcohol  content,  10%; 
sugar,  33!A%) 

*Trademark 

Pitman-Moore  Company 

Division  of  Allied  Laboratories,  Inc. 

Indianapolis  6,  Indiana 


"A 

111 


.rteriosclerosis  of  the  cen- 
tral nervous  system  is  the  com- 
monest cause  of  vertigo  that  we 
see  ...  It  is  usually  mild,  is  often 
positional  and  responds  poorly 
to  treatment.  Dramamine  and 
sedation  are  often  beneficial ” 


Lewis,  M.  L.,  Jr.:  The  Problem 
of  the  Dizzy  Patient,  New 
Orleans  M.  & S.  J.  104:161 
(Oct.)  1951. 


-fba  dAjO^rccJZcy  J\JZAAx(1£a_j 


Dramamine 


SEAR 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician- in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HOLBROOK  MANOR  Tome3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  siven  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


PINEWOOD  g;:  lv:s' w«pnde,n} 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


WEST  HMEE 

West  252nd  St.  and  Fieldston  Road 
Rivcrdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


HALL-BROOKE  ...  d modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-51 05  New  York:  Lehigh  5-5155 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray, 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MoauU  ScluuU  *M3i£\raVC 

Licensed  by  the  State  of  New  York 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


MAROC  FOR  "HEAT  RASH" 

Doctor — do  not  plant  mold  and  bacteria  on  infant's  skin — use 
this  bactericidal  and  fungicidal  powder  of  proven  safety  and 
minimal  toxicity. 

Benzalkonium  Chloride  0.6%  Kaolin  45.0% 

Hexachlorophene  0.5%  Perfume  0.1% 

Magnesium  Carbonate  1.0%  Talc  q.s. 

MAROC  BABY  POWDER 
Maroc  Company  Box  590  Oak  Park,  III. 


Buy  Savings  Bonds 
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In  urinary  tract  disturbances 

Pyridium  achieves  the  first  objective 


(Brand  of  Phenylazo-diamino*pyridine  HC1) 


in  a matter  of  minutes 


With  PYRIDIUM,  irritated  urinary  tissues  are  bathed  in  a continuous  flow  of  analgesic  fluid,  keeping  the 
patient  comfortable  during  diagnostic  procedures  and  while  maintaining  therapy.  The  benefits  of 
therapy  with  PYRIDIUM  include  • gratifying  relief  in  a matter  of  minutes— long  before  specific  therapy, 
if  required,  can  take  effect  * elimination  of  urinary  retention  due  to  pain  spasm  * local  analgesia  only 
• complementary  to  any  antibacterial  of  the  physician’s  choice  — allows  separate  control  of  analgesic 
and  antibacterial  therapy  * simple,  convenient  dosage  — just  2 tablets  before  meals  for  adults. 


Pyridium  b ibe  refbtered  trade-mark  of  Nepera  Chemical  Co.,  Inc.  for  its  brand  of  phenylazo-diamino-pyridine  HCI.  Merck  Sharp  ft  Dohme,  Division  of  Merck  ft  Co.,  Inc.,  sole  distributor  in  the  United  Slates. 


MERCK  SHARP  & DOHME  • DIVISION  OF  MERCK  & CO.,  INC.  • PHILADELPHIA  1.  PA 


the  first 
and  only 
ataraxic- 
corticoid 


Rheumatoid  Arthritis 


patient 

for  the  objective  symptoms 
for  the  subjective  distress 


Rtaraxoid 


prednisolone  and  hydroxyzine 

provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 

FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA,  INFLAMMATORY  DERMATOSES. 


Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg.  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride (Atarax). Bottles  of  30  and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


•Trademark 


CLASSIFIED  ADVERTISING 


OFFICE  TO  SHARE 


Suitable  for  specialist:  New  air  conditioned  professional 
building,  with  all  facilities  and  situated  in  fastest  growing 
area  of  North  Shore  of  Long  Island.  Four  excellent  Hos- 
pitals nearby.  Phone  Great  Neck  2-8400 


OFFICE  TO  SHARE 


Suitable  for  specialist;  recently  furnished;  full  or  part 
time.  Separate  consultation  room  if  desired;  in  most  de- 
sirable professional  building  on  North  Shore  of  Long  Island 
— Four  Hospitals  nearby.  Phone  Manhasset  7-1424. 


OFFICE  TO  SHARE 


Park  Avenue  near  63rd  Street.  Exclusive  use  or  share  two 
or  three  rooms.  Furnished  or  unfurnished.  Share  waiting 
room.  Beautifully  furnished  office.  TE-8-7117. 


Suburban  physician  desiring  branch  Manhattan  office  or  local 
specialist.  Four  large  unfurnished  rooms.  Fine  location. 
Private  entrance.  Elegant  house.  Phone  TR7-5678. 


SUBLET 


Part  time  sublet.  Central  Park  South.  Ideal  for  pediatrician, 
surgeon  or  psychiatrist.  Write  Box  554,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


Share  waiting  room  with  young,  established,  modern  Dentist 
in  Riverdale  (Bronx,  N.  Y.)  private  house  opposite  shopping 
center  in  midst  of  new  apartment  house  area.  Excellent  to 
start  with  even  greater  potential.  Box  556,  N.  Y.  St.  Jr. 
Med. 


OFFICE  TO  SHARE 


Share  specialist’s  office,  seven  rooms,  Professional  Building, 
Mount  Vernon,  7-2756. 


FOR  SALE 


Large  family  home  with  adjoining  four  room  office  com- 
pletely equipped  for  eye,  ear,  nose  and  throat  specialist. 
Complete  $20,000  or  equipment  separately.  Saratoga 
Springs,  N.  Y.  Box  562,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


GT.  NECK,  N.  Y.,  EXCLUSIVE  KENSINGTON. 
PRIVATE  POOL  AND  PARK  PRIVILEGES. 

Spacious  8 room  authentic  Colonial  house  with  sepa- 
rate wing  consisting  of  3 room  apartment  and  bath. 
Private  entrance  suitable  for  doctor's  office.  Over 
Vi  acre  of  spacious  gradens  and  beautiful  shrubbery. 
Gracious  center  hall,  28  ft.  living  room  with  fireplace, 
oversized  paneled  den  with  built-in  bar  and  fireplace, 
1 5 x 20  master  bedroom  with  fireplace,  spacious 
walk-in  closets;  modern  kitchen  with  all  appliances, 
15  ft.  square  dining  room  and  screened  dining  porch. 
3 car  garage.  Exceptional  value. — Priced  for  quick 
sale  $53,500.  Call  owner.  Great  Neck  2-4117. 


Two  University  trained  Internists,  one  board  certified,  one 
board  qualified.  Major  subspecialty  interests  Cardiology, 
Neurology,  Endocrinology.  Pulmonary  diseases  and  Gastro- 
enterology. Desire  to  establish  in  area  where  there  is  a need 
for  their  services.  Box  558,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Ophthalmologist:  Age  32,  married,  category  IV,  university 

trained,  board  eligible,  available  July  1957.  Interested  in 
promising  location  or  association  in  upstate  New  York.  Box 
555,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Associate  in  General  Practice,  some  Obstetrics,  in  growing 
area  within  75  miles  of  New  York  City.  Salary  for  six 
months,  then  percentage.  Box  559,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


General  Surgeon — Board  Qualified;  F.A.C.S.;  experienced, 
competent  and  mature,  desires  full  or  part  time  position  with 
established  surgeon,  group,  industrial  or  private  practice  op- 
portunity. Will  consider  investment.  Box  560,  N.  Y.  St. 
Jr.  Med. 


POSITION  WANTED 


Intern,  family,  graduate  upstate  N.  Y.  medical  school 
desires  to  associate  with  established  general  practitioner  after 
completion  internship  June  30.  Radius  150  miles  N.  Y.  C. 
Box  549  N.  Y.  State  Jr.  Med. 


POSITION  WANTED 


Internist  certified;  also  trained  radiology  & qualified  g-i  x- 
ray;  desires  association  established  individual  or  group. 
Box  522,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


MALE  & FEMALE  (LICENSED)— for  Children’s  Camps; 
good  salary;  Summer,  Free  Placement  Service  (250  Member 
Camps).  Write  or  contact:  Association  of  Private  Camps, 
55  West  42nd  Street,  New  York  36,  N.  Y. 


WANTED 


General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  S15.000  at  six  months  if  satisfactory. 
Box  565,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  AND  PSYCHIATRISTS  FOR 
CALIFORNIA  STATE  STREAMLINED  EM- 
PLOYMENT PROCEDURE:  By  interview  only 
(no  written  examinations).  Interviews  held 
periodically  in  California  and  nationwide.  Wide 
choice  of  positions  in  15  large  State  hospitals, 
institutions,  and  veteran  homes.  40  hour  week, 
liberal  vacation  and  other  benefits  including 
generous  retirement  annuities.  Annual  salary 
increases.  Three  salary  groups:  §10,860  to 

S12.000;  §11,400  to  §12,600;  §12,600  to  §13,800. 
Candidates  must  be  U.  S.  citizens  and  in  possession 
of,  or  eligible  for,  California  license.  For  full 
information  write  to  Miss  Carmack,  Supervisor, 
Medical  Recruiting,  Box  D,  State  Personal  Board, 
801  Capitol  Avenue,  Sacramento,  California. 
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SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33>/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation.  230  W.  41st  St.,  New  York  36. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 

Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


Electrocardiographic  Interpretation  by  N.  Y.  cardiologist. 
Airmail  service.  Box  539,  N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <fe  Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


FOR  SALE 


General  Practice,  fully  equipped  office  with  Library.  Estab- 
lished for  over  30  years  would  like  someone  to  come  in  and 
take  over  practice  for  patients  who  are  without  a physician 
now.  For  full  particulars  address  Box  561,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Jr.  Med. 


Yonkers,  N.  Y. — Active  general  practice.  Established  15 
years.  Home  office  Combination — Equipment  optional. 
Leaving  state  March  1st.  Terms  available.  Box  553,  N.  Y. 
St.  Jr.  Med. 


FLUOROSCOPE  FOR  SALE 


Standard  Vertical  Shockproof  Fluoroscope,  10  MA  capacity, 
Peterson  screen,  12  x 16  inches,  for  sale.  Call  BUtterfield 
8-8264,  mornings. 


FOR  RENT  OR  SHARE 


West  86th  Street,  New  York  City.  Doctor’s  office  equipped 
and  fully  furnished.  Immediate  occupancy.  Telephone 
EN  2-3610. 


PHYSICIAN  WANTED 


Physician  wanted — large  ethical  pharmaceutical  company, 
New  York  City.  Full  time  writing  New  Product  Reports 
based  on  evaluation  medical  data.  Send  resume.  Replies 
confidential.  Salary  open.  Box  557,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Roentgenologist,  Diagnosis  certified,  good  references,  New 
York  License,  available  for  locum  tenens,  full  or  part  time, 
hospital  or  private.  Box  564,  N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE 


Lake  Mahopac;  beautiful  six  room  ranch  type  house  for 
sale:  directly  on  lake;  steam  heated;  for  information — 

KI.  7-6133  in  N.Y.C.  evenings. 


FOR  SALE 


Beechhurst  (Whitestone) — Queens  North  Shore  CORNER 
RANCH  DIRECTLY  OPPOSITE  42  NEW  DELUXE  APT. 
HOUSES  (6  and  8 stories).  App:  1600  NEW  FAMILIES. 
Hospital  3 blocks.  Flushing  bus  at  corner.  Brick,  6 Rooms, 
Full  Basement,  4 years  old.  S28.750  FLushing  8-7682. 


FOR  SALE 


New  Jersey — Morristown  area,  Office-Home  combination. 
Established  20  year  Medical  and  Surgical  practice  in  rapidly 
growing  Community.  S40.000.00.  Will  introduce.  Box 
551,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  general  practice.  Seven  room  office,  conveniently 
located.  X-ray,  EKG,  BMR,  Whirlpool,  Ultra  Sonic,  Gal- 
vanic, Diathermy.  Efficient  Nurse.  DE-9-6608. 


FOR  SALE 


A complete  package  offer.  Internist’s  expanding  practice, 
fully  furnished  and  equipped  office,  air  conditioned  five-room 
office  building.  Ideally  located  in  populated  area  of  East 
Central  Nassau  County.  Will  introduce  buyer.  Owner 
leaving  State.  Call  WHitehall  4-1893. 


FOR  SALE 


Spacious  and  Luxurious  Rancher,  4 Bdrm.,  Kt.,  D.R.. 
L.R.,  Playroom,  Service  Room,  3)^  baths,  Riverview. 
R.  Schrang,  28  Curie  Rd.  Cornwall-on-Hudson,  N.  Y.  Phone 
3-5826. 


FOR  SALE 


Office  & Home,  8 room  brick,  3 baths,  fireplace  & garage.  15 
minutes  Times  Sq.  Richard  J.  White,  7602  Roosevelt  Ave. 
Jackson  Heights,  N.  Y.  S32.000.  NE  9-4049. 


FOR  SALE  OR  RENT 


5th  Ave.  Office 

In  70’s — 8 Room,  2 Bath,  Lav.,  Air-cond.  in  ceilings.  Fully 
equipped  for  internist  or  surgeon.  Fully  furnished,  coopera- 
tive building  For  sale  with  maintenance  of  $280.  or  for  rent 
at  $8,000.  Mr.  O’Connor,  Pease  dc  Elliman,  Inc.,  TE  8-6600. 


WATERS  EDGE 

In  the  Heart  of  Brooklyn's  Fashionable 

Shore  Road  Section 


Sio^l 

' Wrtment  Bldg. 

Professional  Apt 
m Available 

JLMtav  Qj/r  c..... 


Shore  Rd.  Cor.  93d  St.,  Brooklyn,  NY. 
Phone:  SHore  Road  5-9639 


ESTATE  PLANNING 

Specializing  in  Doctors'  Estates  for  29  years.  Free 
Estimate  and  Consultation. 

THE  TRAUB  ESTATE  SERVICE 

225  B'WAY,  N.  Y.  C.  BA  7-3984 
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For  winter  sore  throats,  a more  potent  antibiotic  troche 


BACITRACIN-TYR OTHRICIN-N  EOMYCIN-BENZOCA IN  E TROCHES 


It’s  the  time  of  year  when  people  crowd  together 
and  sore  throats  spread.  For  these  mixed  bacterial 
throat  infections,  TETRAZETS  troches  provide  con- 
tinuing local  therapy.  The  3 potent  antibiotics  in 
TETRAZETS  have  a low  index  of  toxicity  and  sen- 
sitization. Each  TETRAZETS  troche  contains  zinc 
bacitracin  50  units,  tyrothricin  1 mg.,  neomycin  sul- 
fate 5 mg.,  and  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  8t  CO..  Inc..  PHILADELPHIA  I.  PA. 
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Overeating  is  a bad  habit— 


you  can  help  your  patients 
to  break  it 


/ Jow) Even  Greater 
Effectiveness 

id  EAR  CANAL 
THERAPY 


* 0 A RR  * Rfc  n ■%  0 RArTrotrinAi 


EAR  DROPS  bactericidal 


b 


OTITIS  EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS  MEDIA 


FUNGICIDAL 
ANALGESIC 
HYGROSCOPIC 
Anti-allergic  • Anti-inflammatory 

Otamylon  with  Hydrocortisone  is  a clear,  odor* 
less,  sterile,  viscid  liquid  containing: 


Excellent  Topical  Tolerance  • No  Systemic  Effects 

The  addition  of  hydrocortisone  to  the  Otamylon  formu- 
lation greatly  enhances  its  effectiveness  against  infectious 
processes  involving  the  ear  canal  and  ear  drum.  Exudation, 
erythema,  itching  and  sensation  of  fulness  subside  rapidly. 

Otamylon  with  Hydrocortisone  is  effective  against  all 
commonly  encountered  ear  pathogens.  Through  its  local 
analgesic,  anti-inflammatory,  anti-allergic  and  hygroscopic 
effects,  Otamylon  with  Hydrocortisone  quickly  soothes  the 
irritated  or  inflamed  surfaces  and  promotes  prompt  healing. 


Sulfamylon®  HCI 5% 

Benzocaine  5% 

Hydrocortisone  0.02% 


Anhydrous  glycol  q.s.  100 

Manner  of  Uso:  After  gently  cleansing  and 
drying  the  ear  canal,  Otamylon  with  Hydro- 
cortisone (2  or  3 drops  or  moistened  wick)  is 
applied  three  or  four  times  daily. 

Supplied:  Combination  package  with  drop- 
per: Otamylon  (13.4  cc.)  and  Hydrocortisone 
solution  (2  cc.)  to  be  mixed  prior  to  dispensing. 


LABORATORIES 

NEW  VOLK  II.  H.  V, 


Otamylon  and  Sutfomylon  (brand  at  mofenide),  trademarks  rag.  U..S.  Pot.  Off. 
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Problem-eaters,  the  underweight,  and  gener- 
ally below-par  patients  of  all  ages  respond  to 
INCREMIN. 

Incremin  offers  1-Lysine  for  protein  utiliza- 
tion, and  essential  vitamins  noted  for  out- 
standing ability  to  stimulate  appetite,  over- 
come anorexia. 


Specify  incremin  in  either  Drops  (cherry 
flavor)  or  Tablets  (caramel  flavor).  Same 
formula.  Tablets,  highly  palatable,  may  be 
orally  dissolved,  chewed,  or  swallowed.  Drops, 
delicious,  may  be  mixed  with  milk,  milk  for- 
mula, or  other  liquid;  offered  in  15  cc.  poly- 
ethylene dropper  bottle. 

Each  incremin  Tablet 

or  each  cc.  of  incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (Br,)  5 mg. 

Vitamin  B,_,  25  mcgm.  (incremin  Drops  contain 

Thiamine  (B,)  10  mg.  1%  alcohol) 

*Reg.  U.  S.  Pat.  Off. 

Dosage  only  1 incremin  tablet  or  10-20 
incremin  Drops  daily. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


INCRE 


LYSINE-VITAMIN  SUPPLEMENT  LEDERLE 
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relaxes 
both  mind 
and 
muscle 


for  anxiety 
and  tension  in 
everyday  practice 


U nonaddictive,  well  tolerated,  relatively  nontoxic 
# well  suited  for  prolonged  therapy 

@ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

# chemically  unrelated  to  chlorpromazine  or  reserpine 
© does  not  produce  significant  depression 
<3  orally  effective  within  30  minutes  for  a period  of  6 hours 

anxiety  and  tension  states,  muscle  spasm. 


Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 

BV  WALLACE  LA  BO  RATO  R I ES,  New  Brunswick,  N.  J. 
2-melhyl-2-n-propyl-l  ,3-propanediol  dicarbamate — U.  S.  Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 


CM-3707-R3 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Diuretics  needing  “rest  periods,”  whether  enforced  by  dosage  restriction  to  once 
daily,  or  by  omission  to  alternate  days,  inevitably  fail  to  achieve  sustained  control 
of  edema. 

The  organomercurials  never  require  interruption  of  dosage  to  prevent  refractori- 
ness and  can  maintain  patients  continuously  in  the  edema-free  state. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORM  ERODRI  N < ie  3 mg  of  3-ch  lorom  ercuri  2 methoxy  propylurea 

EQUIVALENT  TO  10  MG  OF  NON  IONIC  MERCURY  IN  EACH  TABLET) 


LAKESIDE 


a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 
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/ Simplified  dosage* 

NOW  ( t°  Prevent 

\ Angina  Pectoris 

Metam  ine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


‘Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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introducing 

VI-CERT 


T.  M. 


the  vitamin  IJVCEUT 


LYOPHILIZED  B VITAMINS 
WITH  C 

IN  UNIQUE  INCERT 
ADDITIVE  VIAL 


Every  day  more  hospitals  are  adopting  the  INCERT 
Systemf  to  supplement  parenteral  solutions. 
VI-CERT  (B  Vitamins  with  C)  is  now  available  in 
the  unique  INCERT  additive  vial  — the  only 
one-step  sterile  additive  vial  designed 
specifically  for  hospital  use. 

The  INCERT  vial  is  merely  plugged  into 
stopper  of  solution  bottle.  After  vitamins 
are  reconstituted  with  a few  cc.  of  solution 
from  the  bottle,  resulting  mixture  is  pumped 
into  the  bulk  solution ...  sterile  technique 
is  unbroken. 


also  available  in  INfC^RT  SYSTEM 

SUCCINYLCHOLINE  CHLORIDE  500  and!  000  mg. 
in  sterile  solution 

POTASSIUM  CHLORIDE  20  and  40  mEq.  in  sterile 
solution 

POTASSIUM  PHOSPHATE  30  mEq.  K+  and 
HP04=  in  sterile  solution 
CALCIUM  LEVULINATE  6.5  mEq.  Ca  + + in  10% 
sterile  solution 

•Contains  Thiamine  HCL  25  mg.,  Riboflavin  10  mg.,  Niacin- 
amide 100  mg..  Sodium  Pantothenate  20  mg.,  Pyridoxine 
HCL  20  mg.,  Ascorbic  Acid  500  mg.  — in  lyophilized  form. 


tdeveloped  by 


no  ampules 

no  needles 

no  syringes 

just  a quick 
pumping  action 


TRAVENOL  LABORATORIES,  INC. 


PHARMACEUTICAL  PRODUCTS  DIVISION  OF  BAXTER  LABORATORIES,  INC  • MORTON  GROVE,  ILLINOIS 
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PANMYCIN*  PHOSPHATE 


S’ac/i  cahiule  contain^: 

^/etracy.cAine  fi/ci/i/iate  ccm/i/ex 
equivalent  to  250  ni(q.  cfe tetracycline  hydrochloride 


Jrn  dica  tic  n j and  doiaye: 

^/a/ine  aA  feor  tetracycline  hydroch  /c  vide 

tied: 

bottles  cfe t 6 and  tOO  ca/ilulei- 

•Trademark,  Reg.  U.S.  Pat.  Off. 


Upjohn 


$41 
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sometime  soon,  the  depression  and  anxiety 
you  can  see  may  lead  him  to  irresponsible 
behavior,  impaired  mental  and  emotional 
health,  or  even  to  physical  illness. 

If  he  comes  to  your  office,  you’ll  find  that 
Dexamyl*  can  help  you  to  relieve  his 
depressed  sense  of  “being  unable  to  do  any- 
thing right.”  ‘Dexamyl’  (a  combination  of 
dextro-amphetamine  sulfate,  S.K.F.,  and 
amobarbital)  is  smooth  and  subtle  in  action, 
helps  to  restore  a sense  of  well-being. 

In  three  dosage  forms:  tablets,  elixir, 
Spansulet  capsules. 


where  is 


Smith,  Kline  & French  Laboratories, 
Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 

fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


this  man 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  (Continued  from  page  842) 


Section  Officers 

1956-1957 


ALLERGY 

Victor  L.  Cohen,  Chairman Erie 

Harry  Markow,  Vice-Chairman.  . Kings 

Harry  Leibowitz,  Secretary . . . . Kings 

William  G.  Woodin,  Delegate Onondaga 

ANESTHESIOLOGY 

John  A.  Kalb,  Chairman Broome 

Albert  E.  Chiron,  Vice-Chairman.  . Kings 

Irving  M.  Pallin,  Secretary Kings 

Vincent  J.  Collins,  Delegate New  York 

CHEST  DISEASES 

George  F.  Herben,  Chairman Westchester 

Mark  H.  Williams,  Secretary . . Broome 

Harry  Golembe,  Delegate Sullivan 

DERMATOLOGY  AND  SYPHILOLOGY 

Joseph  J.  Hallett,  Chairman Monroe 

J.  Lowry  Miller,  Vice-Chairman.  New  York 

Herbert  L.  Traenkle,  Secretary . . Erie 

Orlando  Canizares,  Delegate New  York 

GASTROENTEROLOGY  AND  PROCTOLOGY 

Sydney  D.  Weston,  Chairman Kings 

M.  Luther  Musselman,  Vice-Chairman . . Erie 

Sidney  M.  Fierst,  Secretary Kings 

William  F.  Lipp,  Delegate Erie 

GENERAL  PRACTICE 

Mary  H.  Wyttenbach,  Chairman Chemung 

John  H.  Fuchs,  Vice-Chairman Queens 

Royal  S.  Davis,  Secretary . Westchester 

Seymour  Fiske,  Delegate New  York 

INDUSTRIAL  MEDICINE  AND  SURGERY 

James  H.  McDonough,  Chairman Oneida 

Norman  Plummer,  Vice-Chairman  . .New  York 
Harry  A.  Hanson,  Secretary.  ...  . . Monroe 

Harry  E.  Tebrock,  Delegate Queens 

MEDICINE 

Arnold  W.  Pohl,  Chairman Albany 

Herbert  Berger,  Vice-Chairman.  Richmond 

Victor  L.  Pellicano,  Secretary. . . . . .Niagara 

Eusebius  J.  Murphy,  Delegate Bronx 

NEUROLOGY  AND  PSYCHIATRY 

Meyer  Rosenberg,  Chairman Kings 

Isaac  Shapiro,  Secretary Schenectady 

Harry  E.  Faver,  Delegate Erie 

OBSTETRICS  AND  GYNECOLOGY 

Arthur  V.  Greeley,  Chairman New  York 

Albert  W.  Van  Ness,  Vice-Chairman  Onondaga 

Michael  J.  Jordan,  Secretary New  York 

Raymond  J.  Pieri,  Delegate Onondaga 


OPHTHALMOLOGY 

James  I.  Farrell,  Chairman Oneida 

Milton  L.  Berliner,  Vice-Chairman  .New  York 
Donald  E.  Moore,  Secretary . ...  .Onondaga 

Frank  D.  Carroll,  Delegate New  York 

ORTHOPEDIC  SURGERY 

James  P.  Cole,  Chairman Erie 

Edward  M.  Winant,  Secretary . . New  York 

Frederick  Lee  Liebolt,  Delegate New  York 

OTOLARYNGOLOGY 

Stanley  L.  Edmunds,  Chairman Warren 

Samuel  F.  Kelley,  Vice-Chairman  .New  York 

Alfred  W.  Doust,  Secretary . . Onondaga 

R.  Clark  Grove,  Delegate New  York 

PATHOLOGY  AND  CLINICAL  PATHOLOGY 

James  R.  Lisa,  Chairman New  York 

Hollis  K.  Russell,  Vice-Chairman  Westchester 

George  K.  Higgins,  Secretary.  ..  ..New  York 

Harry  P.  Smith,  Delegate New  York 

PEDIATRICS 

William  O.  Kopel,  Chairman . Onondaga 

John  A.  Monfort,  Vice-Chairman.  . . . . Kings 

Richard  A.  Downey,  Secretary ...  Erie 

Alfred  J.  Vignec,  Delegate New  York 

PHYSICAL  MEDICINE 

Arthur  Abramson,  Chairman . Bronx 

Leslie  Blau,  Vice-Chairman. . Erie 

Frederick  Ziman,  Secretary . . .New  York 

Milton  Lowenthal,  Delegate New  York 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 

William  A.  Brumfield,  Jr.,  Chairman. . .Westchester 

Ralph  M.  Vincent,  Vice-Chairman Albany 

Robert  H.  Broad,  Secretary Tompkins 

Joseph  H.  Kinnaman,  Delegate Nassau 

RADIOLOGY 

Norman  Heilbrun,  Chairman Erie 

Francis  F.  Ruzicka,  Jr.,  Vice-Chairman.  .New  York 

John  F.  Roach,  Secretary Albany 

Frank  J.  Borrelli,  Delegate.  ...  . .New  York 

SURGERY 

Paul  A.  Kennedy,  Chairman. ...  Erie 

Edmund  N.  Goodman,  Secretary.  . .New  York 
Jose  M.  Ferrer,  Jr.,  Delegate. . . .New  York 

UROLOGY 

Dean  Makowski,  Chairman.  . .New  York 

William  J.  Staubitz,  Vice-Chairman Erie 

E.  Craig  Coats,  Secretary .New  York 

William  J.  Staubitz,  Delegate Erie 


Session  Officers 

1956-1957 

HISTORY  OF  MEDICINE  LEGAL  MEDICINE 

Irving  Wolfson,  Chairman Erie  Samuel  Sanes,  Chairman Erie 

Hilton  H.  Stothers,  Secretary New  York  Milton  Helpern,  Secretary New  York 

PUBLIC  RELATIONS 

John  C.  McClintock,  Chairman Albany 

John  W.  Latcher,  Secretary Otsego 


844 


release  from  anxiety 

U LTR  AN 

(Phenaglycodol,  Lilly) 


Dosage:  Usually,  1 pulvule 
t.i.d. 

Supplied:  As  attractive  tur- 
quoise-and-white  pulvules  of 
300  mg.,  in  bottles  of  100. 


mild,  safe  tranquilizer 

anxiety  quickly  allayed 

The  patient  with  vague  symptoms,  nervous  and  distressed 
under  the  burden  of  unsolved  problems,  finds  release  from 
anxiety  and  restoration  of  emotional  composure. 

mental  acuity  not  impaired 

Exhaustive  psychological  testing  shows  that  recommended 
dosage  does  not  affect  intellectual  or  motor  abilities.  'Ultran’ 
is  the  first  drug  for  which  this  has  been  established  by  objec- 
tive and  standardized  quantitative  tests. 

chemically  unique 

'Ultran’  is  a new  chemical  compound,  one  of  a group  of 
butanediols  synthesized  at  the  Lilly  Research  Laboratories. 
It  is  not  a modification  of  any  other  therapeutic  agent. 


774030 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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CAT  HO 

more  effective 
^ ^ in  clinically 
m important  infections 
than  any  other 
antibiotic 
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FOR  MOST  INFECTIONS 


I NOVOBIOCIN-PENICILLIN  G.  MERCK) 


THE  ANTIBIOTIC  PRODUCT 
MOST  LIKELY  TO  BE  EFFECTIVE 


COMPARE  THESE  ADVANTAGES: 

1.  Proved  effectiveness  in  the  largest  num- 
ber of  clinically  important  infections  in- 
cluding those  caused  by  antibiotic-resistant 
staphylococci  and  proteus. 

2.  Therapeutic,  bactericidal  blood  levels  are 
promptly  achieved. 

3.  Exceptionally  well  tolerated;  patient  sen- 
sitivity reactions  are  rare  at  recommended 
dosage. 

4.  No  yeast  or  fungal  super-infections  nor 
any  antibiotic-induced  enteritis,  vaginitis  or 
proctitis  have  been  reported  following 
Cathocillin. 

5.  No  problems  of  cross-resistance  have  been 
encountered  with  Cathocillin. 

6.  The  normal  intestinal  flora  is  not  dis- 
turbed by  Cathocillin. 

DOSAGE:  for  adults — two  capsules  q.i.d.;  for  children 
under  too  lbs. — dosage  in  proportion  to  weight  ( e.g . one 
capsule  q.i.d. for  a child  weighing  50  lbs.). 


CONSIDER  CATHOCILLIN  FIRST 

— for  these  clinically  important  infec- 
tions: tonsillitis;  pharyngitis;  pneumonia; 
otitis  media;  cervical  lymphadenitis; 
streptococcal  sore  throat;  infected  tooth 
sockets;  Vincent’s  infection;  acne  and 
superficial  skin  infections;  impetigo; 
boils,  furuncles  and  carbuncles;  lung  ab- 
scess; bronchitis;  mastitis;  osteomyelitis; 
wound  infections;  postoperative  wound 
infections  and  infected  lacerations;  sta- 
phylococcal enteritis, staphylococcal  diar- 
rhea of  the  newborn;  peritonitis  (caused 
by  susceptible  organisms);  pelvic  in- 
flammatory disease;  gonorrhea;  gono- 
coccal arthritis;  urethritis;  scarlet  fever; 
erysipelas. 

SUPPLIED:  Blue  andwhite  capsules  ^‘Cathocillin’ 
—each  containing  125  mg.  of  ‘Cathomycin’  {as 
Sodium  Novobiocin,  Merck)  and  75  mg.  {125,000 
units)  Potassium  Penicillin  G;  bottles  of  16. 


In  one  prescription  the  one  antibiotic  product  most  likely  to  be  effective 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC..  PHILADELPHIA  1.  PA. 
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for  the  patient  who  does  not  require  steroid 

PABALATEI 

_ ....  In  each  enteric-coated  table 

Reciprocally  acting  non-  ...  ..  . . , , _ „ 

. J . ° Sodium  salicylate  U.S.P.  ...0.3Gm.(5g 

Steroid  antirneumatlCS...more  Sodium  para-aminobenzoate  . 0.3Gm.(5gi 
effective  than  salicylate  alone.  Ascorbic  acid 50.0m 

■ 

for  the  patient  who  should  avoid  sodiur 

PA BALATE  - Sodium  Fret 


Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 


In  each  enteric-coated  table 

Potassium  salicylate  0.3  Gm.  (5  gi 

Potassium 

para-aminobenzoate  . . . . 0.3  Gm.  (5gi 
Ascorbic  acid  50.0  m 


or  the  patient  who  requires  steroids 

PABALATE®-HC 


Robins] 


(PABALATE  WITH  HYDROCORTISONE) 


n each  enteric-coated  tablet: 
tydrocortisone  (alcohol)  . 2.5  mg. 
’otassium  salicylate  ...  0.3  Gm. 
’otassium 

para-aminobenzoate  . . 0.3  Gm. 
tscorbic  acid 50.0  mg. 


Rgbi 


ms 


Comprehensive  synergistic 
combination  of  steroid  and  non- 
steroid antirheumatics. ..full 
hormone  effects  on  low  hormone 
dosage... satisfactory  remission 
of  rheumatic  symptoms  in  85%  of 
patients  tested. 


Steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  Ethical  Pharmaceuticals  of  Merit  since  1878 


CORNELL  UNIVERSITY 
MEDICAL  COLLEGE 

ANNOUNCES  THE  SECOND  ANNUAL  POSTGRADUATE  £ 

COURSE  IN  : 

FRACTURES  AND  OTHER 
TRAUMA 

JUNE  10-15,  1957  j 

Hospital  for  Special  Surgery — The  New  £ 
York  Hospital  in  New  York  City 

UNDER  THE  DIRECTION  OF  : 

PRESTON  A.  WADE,  M.D. 

Metabolic  Response  to  Injury Dr.  James  A.  Nicholas  £ 

Fundamental  Principles  of  Wound  Treatment £ 

Dr.  Frank  Glenn  : 

X-Rays  in  Fracture  Treatment Dr.  John  A.  Evans  £ 

General  Principles  of  Treatment  of  Multiple  Injuries : 

Dr.  Preston  A.  Wade  £ 

Anaesthesia  in  Trauma Or.  Joseph  F.  Artusio  : 

Treatment  of  Shock  and  Blood  Replacement £ 

Dr.  John  M.  Beal  : 

Open  Fractures Dr.  Robert  L.  Patterson  £ 

Head  Injuries Dr.  Bronson  S.  Ray  : 

Injuries  to  Spinal  Cord Dr.  Herbert  Parsons  £ 

Peripheral  Nerve  Injuries Dr.  Howard  S.  Dunbar  : 

Back  Injuries Dr.  Peter  C.  Rizzo  £ 

Fiactures  and  Dislocations  of  Spine : 

Dr.  Philip  D.  Wilson,  Sr.  ■ 

Fractures  of  Pelvis  & Complicating  Injuries : 

...Dr.  John  W.  Draper  and  Dr.  Faul  W.  Braunstein  £ 

Trauma  to  Genito-Urinary  System Dr.  Victor  F.  Marshall  : 

Antibiotics  in  Trauma Dr.  Peter  Dineen  £ 

Pathological  Fractures Dr.  Robert  L.  Fatterson  : 

Fiactures  and  Dislocations  of  Shoulder  Girdle j 

Or.  Philip  D.  Wilson,  Jr.  : 

Fractures  of  Humerus Dr.  William  A.  Cooper  £ 

Fractures  and  Dislocations  of  Elbow : 

Dr.  T.  Campbell  Thompson  £ 

Fractures  in  Children : 

Or.  Preson  A.  Wade  and  Dr.  Howard  Balensweig  ■ 

Fractures  of  Forearm Dr.  Faul  W.  Braunstein  : 

Colies’  Fractures Dr.  L.  Ramsay  Straub  £ 

Fractures  and  Dislocations  of  Carpal  Bones : 

Dr.  Irvin  Balensweig  £ 

Fractures  of  Hand Or.  L.  Ramsay  Straub  : 

Injuries  to  Abdomen Dr.  Samuel  W.  Moore  £ 

Injuries  to  Chest Dr.  Cranston  W.  Holman  : 

Injuries  to  Blood  Vessels Dr.  Jere  W.  Lord,  Jr.  £ 

Treatment  of  Burns Dr.  Herbert  Conway  £ 

Skin  Grafting  of  Fresh  Burns— Coverage  of  Chronic  Granu-  £ 

lating  Wounds Dr.  Herbert  Conway  £ 

Fractures  of  Acetabulum  and  Dislocations  of  Hip £ 

Dr.  T.  Campbell  Thompson  : 

Intracapsular  Fractures  of  Femoral  Neck £ 

Dr.  Preston  A.  Wade  : 

Intertrochanteric  Fractures  of  Femur £ 

Dr.  Carleton  M.  Cornell  £ 

Fractures  of  Femoral  Shaft Dr.  Preston  A.  Wade  £ 

Injuries  to  Ligaments  & Cartilages  of  Knee £ 

Dr.  Frederick  Lee  Liebolt  £ 

Fractures  and  Dislocations  of  Knee j 

Dr.  Frederick  Lee  Liebolt  £ 

Fractures  of  Tibia  and  Fibula  Or.  Rolla  D.  Campbell,  Jr.  £ 

Cross-leg  Flaps  for  Injuries  to  Leg Dr.  Herbert  Conway  £ 

Fractures  and  Dislocations  of  Ankle £ 

Dr.  Robert  L.  Patterson  £ 

Fractures  and  Dislocations  of  Foot  and  Tarsus £ 

Dr.  Philip  D.  Wilson,  Sr.  : 

Joint  Motion  and  Physical  Therapy.. Dr.  Howard  Balensweig  £ 

Management  of  Mass  Casualties £ 

Dr.  Paul  W.  Braunstein  and  Dr.  Preston  A.  Wade  £ 

Eye  Injuries Dr.  John  M.  McLean  £ 

Demonstration  of  Plaster  of  Paris  Application £ 

Dr.  Robert  L.  Patterson  & Dr.  Preston  A.  Wade  : 

Demonstration  of  Application  of  Traction £ 

Dr.  Robert  L.  Patterson  & Dr.  Preston  A.  Wade  £ 

Operative  Treatment  of  Fractures Dr.  Preston  A.  Wade  £ 

Amputations Dr.  T.  Campbell  Thompson  £ 

Injuries  to  Hand Dr.  L.  Ramsay  Straub  £ 

Auto-Crash  Injury  Research Dr.  Paul  W.  Braunstein  : 

Pathological  Anatomy  of  Intra-Cranial  Injuries £ 

Dr.  Milton  Helpern  : 

Tracheostomy— Indications  and  Technique £ 

Dr.  James  A.  Moore  : 

Living  accommodations  for  a limited  number  of  physicians  £ 
and  their  wives  will  be  available  in  Olin  Hall,  the  Medical  £ 

College  Student  Residence,  at  $2.50  per  night  per  person.  £ 

Tuition:  $150.00 

For  further  information  write  to:  £ 

DR.  PRESTON  A.  WADE 

CORNELL  UNIVERSITY  MEDICAL  COLLEGE 

1200  YORK  AVENUE.  NEW  YORK  21  : 
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Since  daily  dosage  is  an  important  part 
of  supplementation,  gevral  is  now 
packaged  in  a special  jubilee  jar— an 
attractive  container  of  100  capsules 
for  the  family  dining  table.  Specify 
gevral.  Your  patients  will  remember 
to  take  their  “vitamins”  regularly  when 
they  have  the  jubilee  jar  before 
them  at  mealtime. 

Gevral  is  aptly  formulated  to  meet  the 
broad  vitamin-mineral  requirements  of 
daily  life.  Balanced,  comprehensive, 
gevral  provides  14  vitamins,  1 1 min- 
erals and  Purified  Intrinsic  Factor 
Concentrate.  Dosage  is  only  one  dry- 
filled  capsule  daily. 


Each  gevral  capsule  contains: 


Vitamin  A 5000  1 

Vitamin  D 500  I 

Vitamin  B12 

Thiamine  Mononitrate  (B4) 

Riboflavin  (B.,) 

Niacinamide 
Folic  Acid 
Pyridoxine  HC1  (B„) 

Ca  Pantothenate 
Choline  Bitartrate 
Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates) 
1-Lysine  Monohydrochloride 
Rutin 

Purified  Intrinsic  Factor  Concentrate 
Iron  (as  FeS04) 

Iodine  (as  KI) 

Calcium  (asCaHPO,) 

Phosphorus  (as  CaHPO,) 

Boron  (as  Na-B407  • 10H..O) 

Copper  (as  CuO) 

Fluorine  (as  CaFo) 

Manganese  (as  MnO.) 

Magnesium  (as  MgO) 

Potassium  (as  1C.S04) 

Zinc  (as  ZnO) 


VITAMIN-MINERAL  SUPPLEMENT  LEDERLE 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER:  NEW  YORK 

*Reg.  U.  S.  Pat.  Off. 


1 

VQ  fllle 


filled  sealed  capsules 


no 


there’s 

substitute 

for 

standardized 

testing 


color-calibrated 


CU  N ITEST 

BRAND 

the  urine-sugar  test  with  the  color  scale  that  never  varies 

• full  color  calibration-standard  blue-to-orange 
color  scale  does  not  omit  the  critical  readings: 

34%  (++);  1%  (+  ++). 

• easy-to-read  colors-sharp  distinctions  give  reliable 
readings,  dependable  reports. 

• uniformly  reliable-results  you  can  trust,  reports 
you  can  rely  on. 
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AMES  COMPANY,  INC  • ELKHART,  INDIANA 
Ames  Company  of  Canada,  Ltd.,  Toronto 


Dizziness  in  the  elderly  patient  with 
arteriosclerosis 
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Rolicton  (G.  D.  Searle  & Co.) 879 

Romilar  (Hoffmann-La  Roche  Inc.) ..  963 

Rubraton  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 977 

Seco-Synatan  (Irwin,  Neisler  & Company)..  854 

Serpasil  (Ciba  Pharmaceutical  Products,  Inc.) . . 871 

Sterane  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.) . 873 

Sustagen  (Mead  Johnson  & Co.) 4th  cover 

Synatan  (Irwin,  Neisler  & Co.)..  . . . 854 

Tensodin  (Bilhuber  Knoll  Corp.) 859 


Tetrazets  (Merck  Sharp  & Dohme,  Div.  Merck  & Co., 

Inc.) 861 


Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Triniscon  (Eli  Lilly  & Company) . . 874 

Trophite  (Smith,  Kline  & French  Laboratories)  872 

Ultran  (The  Eli  Lilly  Company) 845 

Veralba-R  (Pitman  Moore  Company).  3rd  cover 

Vi-Cert  (Travenol  Laboratories) 839 


Dietary  Foods 


Meat  Protein  (American  Meat  Institute) . . . 965 

Soyalac  (Loma  Linda  Food  Co.) 987 


Medical  and  Surgical  Supplies 


Electro- Dessiccation  Sets  (Birtcher  Corp.) ......  981 

Foot-So-Port(Foot-So-Port  Shoe  Co.).  . . 985 

Short  Wave  Diathermy  (Birtcher  Corp.). . 992 


_Len  of  the  fifteen  patients  [with 
arteriosclerosis  and  hypertensive  cardio- 
vascular disease]  studied  were  completely 
relieved  of  the  vestibular  symptoms  . . . 
[after  being]  placed  on  Dramamine  in 
doses  varying  from  25  to  100  mg.  four 
times  daily.” 

Goldman,  I.  R.;  Stern,  N.  S., 
and  Stern,  T.  N.:  The  Use  of 
Dramamine  in  Vestibular  Dis- 
turbances Complicating  Hyper- 
tensive and  Arteriosclerotic 
Heart  Disease,  Am.  Heart  J. 

42:302  (Aug.)  1951. 
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Dramamine* 

Brand  of  Dimenhydrinate 


SEARLE 
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for  predictable  control  of  appetite  and  mood — 
free  of  exaggerated  response1 


tanphetamin  protocolloid  complex,  Irwin-Neisler 

Each  Synatan  tabule  is  composed  of  a protocolloid 
complex  containing  tanphetamin  (dextro-amphetamine 
tannate)  17.5  mg.,  equivalent  to  5.25  mg.  of  d-amphe- 
tamine  base. 


To  serve  your  patients  today— 

call  your  pharmacist  for  any  additional 
information  you  may  need  to  help  you 
prescribe  Synatan  and  Seco-Synatan. 
He  has  been  especially  alerted. 


and  for  predictable  control  of  the  DIS/ease  of 
anxiety,  depression  or  obesity 


1.  Less  than  4%  of  699  patients 
exhibited  over-stimulation  of 
central  nervous  system.  (Garrett, 
T.  A.:  Clin.  Med.  3:1185,  1956.) 


Each  tabule  contains: 

Tanphetamin*  (cf-amphetamine  tannate)  17.5  mg. 
Secobarbital  35.0  mg. 

*Patents  pending 


IRWIN,  NEISLER  & CO.  • decatur,  Illinois 
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A “re-view”  of  iron  therapy 
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LIVITAMINI 
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with  peptonized  iron 
for  dependable 
hemopoietic  response 


■ 


, ■ 
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It  is  well-established  that  peptonized  iron  is  vir- 
tually predigested.  Anemias  refractory  to  other 
forms  of  iron  will  often  respond  promptly  to 
Livitamin.  And  the  Livitamin  formula,  con- 
taining the  B complex,  provides  integrated 
therapy  to  correct  the  blood  picture,  and  to 
improve  appetite  and  digestion. 

Current  studies*  show  Peptonized  Iron 
— One-third  as  toxic  as  ferrous  sulfate. 

— Absorbed  as  well  as  ferrous  sulfate.  . 

— Non-astringent. 

— Free  from  tendencies  to  disturb  digestion. 
(One-tenth  as  irritating  to  the  gastric 
mucosa  as  ferrous  sulfate.) 

— Highly  effective  in  iron-deficiency  anemias. 

*Keith,  J.H.:  Utilization  and  Toxicity  of  Pep- 
tonized Iron  and  Ferrous  Sulfate.  Read  before 
the  American  Association  for  the  Advancement 
of  Science,  Atlanta,  Georgia,  December,  1955 


EACH  FLUIDOUNCE  CONTAINS: 

Iron  peptonized  0.42  Gm. 

(Equiv.  in  elemental  iron  to  71  mg.) 
Manganese  citrate,  soluble  . . . 0.158  Gm. 

Thiamine  hydrochloride  10  mg. 

Riboflavin  10  mg. 

Cobalamin  Cone. 

(Vitamin  B|2  activity) 20  meg. 

Niacinamide  50  mg. 

Pyridoxine  hydrochloride 1 mg. 

Pantothenic  acid 5 mg. 

Liver  fraction  1 2 Gm. 

Rice  bran  extract  . . 1 Gm. 

Inositol 30  mg. 

Choline  60  me. 


The  S.  E.  MASSENGILLCompany 


New  York 


Bristol,  Tennessee 
Kansas  City  San  Francisco 
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in  acute 
subdeltoid 
bursitis 

clinical  response  follows  a pattern1... 

Pain  is  relieved,  function  returns,  swelling  subsides 
and  tenderness  disappears.1  Usually,  relief  is  mani- 
fest in  one  or  two  days  and  complete  within  a week. 

MY-B-DEN' 

( aHenosine-5-monophosphate ) 

systemic  muscle  adenylic  acid  therapy 

and  in  chronic  calcific  bursitis . . . 

An  average  of  9 injections  of  My-B-Den  produced 
subjective  and  objective  improvement  in  31  of  36 
patients,  the  majority  of  whom  had  not  previously 
experienced  any  change  in  their  “complaint- 
disability”  patterns  over  periods  of  months  to  years.2 

Write  for  brochure  and  dosage  schedules. 

1.  Rottino,  A.:  Journal-Lancet  77  : 237,  1951. 

2.  Susinno,  A.  M.,  and  Verdon,  R.  E.:  J.A.M.A.  151,: 239,  1954. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
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Ihe  Lungs  are  the  Logical 
Portal  of  Entry  for 
Fastest  Relief  in 

ANGINA 

PECTORIS 

Only  a Single-Cell  Barrier  to  Cross 


Medihaler! . .the  Unique  Measured-Dose  Inhalation  Principle 


Inhalation  Therapy  . . . 

A Logical  Approach 

The  most  direct  portal  of  entry — the  respira- 
tory tract— assures  faster  relief  than  by  the 
sublingual  route  because  medication  has  to 
cross  only  the  single-cell  alveolar  lining.  . . . 
Relief  of  anginal  pain  occurs  in  10  to  30  seconds. 

Medihaler-Nitro  . . . 

A Dependable  Coronary  Vasodilator 

Virtually  free  from  side  actions.  . . . No  irritat- 
ing odor.  . . . Longer-lasting  vasodilating  effect. 
. . . Each  measured  dose  of  Medihaler-Nitro 
delivers  0.25  mg.  of  octyl  nitrite,  equivalents 


1/100  gr.  nitroglycerin.  . . . Extensive  testing 
shows  outstanding  effectiveness  and  patient- 
acceptance  of  this  revolutionary  approach. 

The  Medihaler®  Method 

This  unique  measured-dose  inhalation  method 
of  drug  administration  makes  possible  exact 
dosage  with  nebulized 
medications.  . . . Each 
bottle  provides  200 
inhalations.  . . . Oral 
Adapter  and  10  cc. 
bottle  of  medication 
fit  into  convenient 
pocket-sized  plastic 
case. 


— The  Medihaler'  principle 


Note:  First  prescription  must  include  medication  and 
Medihaler  Oral  Adapter  ( supplied  with  plastic 
case  for  medication  and  Adapter ). 


is  also  available  in  Medihaler-Epi®  (epinephrine)  and  Medihaler- Iso  " (isoproterenol) 
for  rapid  relief  of  asthmatic  attacks  . . . and  Medihaler -Phen™  (phenylephrine- 
hydrocortisone-neomycin)  for  lasting,  effective  relief  of  nasal  congestion. 


LOS  ANGELES 
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The  pleasant  cinnamon  flavor  of  this 
children’s  sulfa  tablet  carries  clear  through 
— no  bitter  after-taste.  Children  will 
accept  your  therapy  gladly  because  Demisulf  can 
be  chewed  or  will  disintegrate  rapidly 
in  a teaspoonful  of  water. 

Doctors  have  found  Demisulf  most  successful 
for  treating  their  young  patients  with  a well  balanced 
sulfa  combination. 


Sulfadiazine 
Sulfamerazine 
S ul  fa  me  th  azi  n e 

( Represents  Total  Sulfonamides 


0.083  Gm. 
0.083  Gm. 
0.083  Gm. 
0.250  Gm.) 


Try  Demisulf  for  your  next  young  patient.  Send  for  your 
free  testing  sample  today. 

Please  send  me  my  testing  sample  of  Demisulf  along  with  complete  information. 
Name 


Street 

City 


.Zone 


.State . 


YATES  DRUG  COMPANY 

295-303  Lafayette  Street,  New  York  1 2,  N.  Y. 
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for  dermatitis 

complicated  or  threatened 
by  secondary  bacterial 


invasion 


unique  topical  steroid-antibiotic  combining 

the  first  water-soluble 
dermatologic  corticoid 

MAGNACORT*  (brand  of  ethamicort). . . 

500  times  as  soluble  as  hydrocortisone,  and 

an  outstanding  topical  antibiotic,  neomycin 

Supplied:  In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate 
and  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


‘Trademark 


THE  NEW  YORK  POLYCLINIC 

MEDICAL  SCHOOL  AND  HOSPITAL 


UROLOGY 

A combined  full-time  course  in  Urology  covering  an 
academic  year  (8  months).  It  comprises  instruction  in 
pharmacology;  physiology;  embryology;  biochemistry; 
bacteriology  and  pathology;  practical  work  in  surgical 
anatomy  and  urological  operative  procedures  on  the 
cadaver;  regional  and  general  anesthesia  (cadaver); 
office  gynecology;  proctological  diagnosis;  the  use  of 
the  ophthalmoscope;  physical  diagnosis;  roentgeno- 
logical interpretation;  electrocardiographic  interpreta- 
tion; dermatology  and  sy philology ; neurology;  physical 
therapy;  continuous  instruction  in  cysto-endoscopic 
diagnosis  and  operative  instrumental  manipulation; 
operative  surgical  clinics;  demonstrations  in  the  operative 
instrumental  management  of  bladder  tumors  and  other 
vesical  lesions  as  well  as  endoscopic  prostatic  resection. 

For  Information  about  these  and  other  courses  Address: 


EYE,  EAR,  NOSE  AND  THROAT 

A three  months  combined  full  time  refresher  course  con- 
sisting of  attendance  at  clinics,  witnessing  operations, 
lectures,  demonstration  of  cases  and  cadaver  demonstra- 
tions; operative  eye,  ear,  nose  and  throat  on  the  cadaver; 
clinical  and  cadaver  demonstrations  in  bronchoscopy, 
laryngeal  surgery  and  surgery  for  facial  palsy;  refrac- 
tion; radiology:  pathology,  bacteriology  and  embryology; 
physiology;  neuro-anatomy;  anesthesiology;  physical 
medicine;  allergy,  as  applied  to  clinical  practice.  Exam- 
ination of  patients  preoperatively  and  follow-up  post- 
operatively  in  the  wards  and  clinics.  Attendance  at 
departmental  and  general  conferences. 

THE  DEAN,  345  West  45th  Street,  New  York  City  19 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 


Each  Tensodin  tablet  contains  ethaverine  HC1  (non-narcotic  ethyl  homolog  of  papaverine) 
Vi  gr.,  phenobarbital  gr.,  theophylline  calcium  salicylate  3 grs. 

Tensodin.  ® a product  of  E.  Bilhuber,  Inc. 


Bilhuber-Knoll  Corp. 


Orange,  N.  J. 
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SUSPECT  URETHRITIS  in  the  presence  of  these 

symptoms1 23  • pain  in  the  suprapubic  region,  lower  back,  lower 
abdominal  quadrants  • frequency  • urgency  • dysuria  • incontinence 
• straining  • voiding  with  effort  • sensation  of  incomplete  emptying 


SWIFT  RELIEF  OF  URETHRITIS  with  these  sup- 
positories. When  you  suspect  urethritis,  begin  immediate  therapy 
with  safe  Furacin  Urethral  Suppositories.  Furacin  is  the  wide-spec- 
trum  topical  antibacterial  that  is  nontoxic  to  tissues  and  does  not  invoke 
bacterial  resistance.  Effective— “rapid  relief  of  symptoms  and  early  cure 
were  obtained  in  virtually  all  of  several  hundred  cases  treated  . . ,”4 
These  suppositories  are  also  useful  for  topical  anesthesia  and  prophy- 
laxis of  infection  before  and  after  instrumentation. 


Formula:  Furacin  0.2%  and  2%  diperodon- HC1  in  a water- 
dispersible  base.  Hermetically  sealed,  box  of  12. 


REFERENCES:  1.  Youngblood,  V.  H.:  J.  Urol.  70:926,  1953.  2.  Powell,  E.  M.,  and  Wottenberg,  C.  A.: 
Tr.  Southcentr.  Sect.  Am.  Urol.  Ass.  Oct.  17-19,  1955.  3.  Tudor,  J.  M.:  J.  Tennessee  M.  Ass.  49181, 
1956.  4.  MacLeod,  P.  F.;  Rogers,  G.  S.,  and  Anzlowar,  B.  R.:  Internat.  Rec.  Med.  169:561,  1956. 

FURACIN®  URETHRAL 

BRAND  OF  N1TROFURAZONE  , - - * * JJ.  - * 

suppositories 


FURACIN —the  topical  antibacterial  most  widely  useful  to  the  physician 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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For  on-the-job  relief  of  sore  throat 


BACITRACIN  ■ TYROTHRICIN  - NEOMYCIN  ■ BENZOCAINE  TROCHES 

Sore  throat  patients  want  quick  relief  — and  get  it 
when  you  prescribe  TETRAZETS  troches.  Given 
alone  they  are  effective  against  mixed  bacterial  throat 
infections.  In  severe  infections  they  are  a useful  ad- 
junct to  systemic  antibiotics.  Individually  wrapped 
and  easily  carried,  each  TETRAZETS  troche  con- 
tains zinc  bacitracin  50  units;  tyrothricin  1 mg.;  neo- 
mycin sulfate  5 mg.;  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  INC  . PHILADELPHIA  1.  PA. 
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and  the  60-10-70  Basic  Plan 

In  the  development  of  good  eating  habits,  there 
are  three  essentials:  supervision  by  the  physician, 
selective  medication,  and  a balanced  eating  plan.1'2,3 


Obedrin  contains: 

• Methamphetamine  for  its  anorexigenic  and  mood- 
lifting effects. 

• Pentobarbital  as  a balancing  agent,  to  guard  against 
excitation. 

• Vitamins  Bj  and  B2  plus  niacin  to  supplement  the  diet. 

• Ascorbic  acid  to  aid  in  the  mobilization  of  tissue  fluids. 

Since  Obedrin  contains  no  artificial  bulk,  the  hazards 
of  impaction  are  avoided.  The  60-10-70  Basic  Plan 
provides  for  a balanced  food  intake,  with  sufficient 
protein  and  roughage. 


Formula 

Semoxydrine  HCI  (Methamphet- 
amine HCI)  5 mg.;  Pentobarbital 
20  mg.;  Ascorbic  acid  100  mg.; 
Thiamine  HCI  0.5  mg.;  Riboflavin 
1 mg.;  Niacin  5 mg. 

1.  Eisfelder,  H.W.:  Am.  Pract.  & Dig. 
Treat.  5:778  (Oct.,  1954) 

2.  Sebrell,  W.H..  Jr.:  J.A.M.A.  152:42 
(May,  1953) 

3.  Sherman,  R.J.:  Medical  Times, 
82:107  (Feb.,  1954) 


Write  for 

60-10-70  Menu  pads,  weight  charts 
and  samples  of  Obedrin 


The  S.  E.  MASSENGILL  Company 

Bristol,  Tennessee 
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from  the  cough  center  clear  down  to  the  small 
bronchi,  this  golden,  nectar-like  syrup  gives  your 
coughing  patients  fast,  comprehensive  therapy. 

each  30  cc.  (1  fl.  oz.)  of 
Improved  CALCIDRINE  represents: 

Dihydrocodeinone  Bitartrate 10  mg.  gr.) 

Nembutal®  Sodium 25  mg.  (%  gr.) 

Ephedrine  Hydrochloride 25  mg.  (%  gr.) 

Calcium  Iodide,  anhydrous.  . . ...  .910  mg.  (14  grs.) 

(twice  as  much  iodide  as  before)  _ 

Qft&ott 


JALCIDRI 


Rauwiloid 

A Dependable  Antiliypertensive 

“...by  far  the  most  effective 

and  useful  orally  administered  agent  for  reducing  blood 
pressure  . . . fully  worthy  of  a trial  in  every  case  of 
essential  hypertension  in  which  treatment  is  thought 
necessary.  The  severe  cases,  which  always  need  treat- 
ment, are  as  likely  to  respond  as  the  mild.”1 

1.  Locket,  S.:  Brit.  M.J. 

2:809  (Apr.  2)  1955. 

An  Effective  Tranquilizer,  too 

“ . . . relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.”2  Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  diseases 
burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas 
M.  Soc.  57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 

After  full  effect  one  tablet  suffices. 

A logical  first  step  when  more  potent  drugs  are  needed 

Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

Rauwiloid  + Veriloid 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon)  and  3 mg.  Veriloid  (alkavervir). 

Initial  dose,  1 tablet  t.i.d.,  p.c. 


_v£2 

Rauwiloid  + 

Hexamethonium 


In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  Yz 
tablet  q.i.d. 


Riker 


LOS  ANGELES 


increasingly  preferred 

by  physicians 
strikingly  effective 
for  patients 


METICORTEN 


- rt  i L TTTT 

..  .. 


(PREDNISONE) 


Schering 


METICORTEN 

PREDNISONE 


excellent  relief  of  pain,  swelling,  ten- 
derness; diminishes  joint  stiffness— 
facilitates  early  physical  therapy— 
expedites  rehabilitation 


dietary  regulations  usually  unneces 

sary 


minimizes  incidence  of  electrolyte 
imbalance 


1 , 2.5  and  5 mg.  tablets 
Meticorten.5  brand  of  prednisone. 

&T  M MO  1.2  376 


symptomatic 
relief . . . plus! 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND  $ 


Tablets 

and 

Syrup 


Achrocidin  is  indicated  for  prompt  con- 
trol of  undifferentiated  upper  respiratory 
infections  in  the  presence  of  questionable 
middle  ear,  pulmonary,  nephritic,  or  rheu- 
matic signs;  during  respiratory  epidemics; 
when  bacterial  complications  are  observed 
or  expected  from  the  patient’s  history. 


Early  potent  therapy  is  provided  against 
such  threatening  complications  as  sinusitis, 
adenitis,  otitis,  pneumonitis,  lung  abscess, 
nephritis,  or  rheumatic  states. 


Included  in  this  versatile  formula  are  rec- 
ommended components  for  rapid  relief  of 
debilitating  and  annoying  cold  symptoms. 


Adult  dosage  for  achrocidin  Tablets  and 
new,  caffeine-free  achrocidin  Syrup  is  two 
tablets  or  teaspoonfuls  of  syrup  three  or 
four  times  daily.  Dosage  for  children 
according  to  weight  and  age. 


Available  on  prescription  only 


Each  tablet  contains: 

Achromycin®  Tetracycline 

125  mg. 

Phenacetin 

120  mg. 

Caffeine 

30  mg. 

Salicylamide 

150  mg. 

Chlorothen  Citrate 

25  mg. 

*T  rademark 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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anything 
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NEW  for  dizziness? 


vertigo 

(AND  A GLANCE  AT  THE  FORMULA  SHOWS  2 REASONS  WHY) 

each  tablet  contains: 

MECLIZINE  (12.5  mg.) —specifically  sup- 
presses labyrinthine  irritation1 

+ 

NICOTINIC  ACID  (50  mg.) -for  prompt 
increase  of  cerebral  blood  flow2 

Proof?  Try  antivert  on  your  next  vertig- 
inous patient.  One  tablet  t.i.d.  before  meals. 

In  bottles  of  100  blue-and-white  scored  tab- 
lets. Rx  only. 


CHICAGO  11,  ILLINOIS 


l.Weil,  L.  L.:  J.  Florida  Acad.  Gen. 
Pract.  4.9  (July)  1954.  2.  Williams, 
Henry  L : J.  Michigan  State  Med. 
Society  51:572-576  (May)  1952. 


VERTIGO  IN  GERIATRICS 

antivert  is  particularly  useful  for  the  relief 

of  vertigo  in  the  aging. 


8G 


Erythromycin  in  Treating  PneUnioni3 


-<  >ear-old  man,  a chronic  alcoholic  rr  • i 

;V  °f  an  Cholic  spree  followed  bv  a *$”""**  With 
and  chills  and  fever.  Ugh>  «r^nish  sputui 

Physical  examination  showed  , 

•ndK;M  ~„ia  in  the  right  loCuTn  * 'W  * a"' 
V X'ray‘  lhe  sputum  revealed  <ta,  16  was  confirm^ 

woT°'i  ^^uratiy  K,,„  T:r:  ,,,p]oto«-i  •* 

Th(?  patient  was  treated  wit  t l pneumococci. 
b°U,S  «•  H-  temperature  .h^XT’"'  Tk  ^ * 

,Vray  of  thl>  ‘best  revealed  eons Seraht  1 J 48  l’°ursa"‘i 
f>o«p.tal  day.  After  10  davs  hosnO^  by  th*  four,! 

for  discharged  ' hospital, zatton,  the  patient  was 


«y< 


< Antibiotics  •Symposium,  we  reported  tl 
■Win  of  //,  ,•„«««  pri(,  d ‘he  s“ressr“'  treatment  wi 

“ **,“'»»»  pneumonia  and  Wt(,  ‘ '’arlcmni..  A second  p,,i, 
identical  to  the  one  previousiy  reported  ^wip^*  ^ 

«*  »f  erythromycin  per  s e^m  ^ ^ -.men,  wi, 

Of  these  132  patient,  with  „ "T  **  14  "*»• 

.T*-  Pet’ent  with  ,oW  p„eumonT3‘“'  **  ha"  * •»*  *- 

delavprl  . ia  Had  a in><:„i  _ 


In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”2 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  re-  C\  0 0 in- 
spiratory infections)  when  you  prescribe  Erythrocin.  vXUXKMX 


filmtab' 


Erythrocin 

(Erythromycin,  Abbott) 

STEARATE 


"AJo  S&vkrM  2u£c  OaaiowufL? 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”1 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  /H  pn  . . 
Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  vAijUXMX 
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® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1 Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954.  p.  556. 
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rf. . . nauseated  and  vomiting  every  day, 
practically  the  whole  day,  from  the 
beginning  of  this  pregnancy . . 


After  ‘Compazine’  5 mg.  q.i.d.,  this  severe  case1  of  nausea 
and  vomiting  of  pregnancy  showed  “ . . . almost  immedi- 
ate response.” 

In  fact,  the  physician  reports,  “She  hasn’t  had  any  nausea 
or  vomiting  since  then  and  she  has  not  had  the  drug  for 
three  weeks.” 

‘Compazine’  is  a potent  new  antiemetic  that  has  shown  86% 
favorable  results  in  the  treatment  of  nausea  and  vomit- 
ing of  pregnancy.  In  over  12,000  patients,  treated  with 
‘Compazine’  before  introduction,  side  effects  were  infre- 
quent, minimal  and  transitory. 

Compazine 

a potent  new  antiemetic  for  everyday  practice 

Smith,  Kline  & French  Laboratories,  Philadelphia 

i.  Personal  communication  to  S.K.F. 

^Trademark  for  proclorperazine,  S.K.F. 


does  not  give 

a false  sense 
of  well-being 

does  give 

true  emotional 
control 


Serpasil  provides  more  than  eupho- 
ria — more  than  temporary  escape 
from  the  stresses  and  strains  that 
are  actually  a “normal”  part  of  life. 
Rather,  Serpasil  sets  up  a “stress 
barrier”  against  anxiety  and  ten- 
sion the  patient  would  otherwise 
find  intolerable.  In  a low,  once-a-day 
dose  Serpasil  keeps  out  external 
pressures  long  enough  for  the  emo- 
tionally disturbed  individual,  with 
your  help,  to  deal  calmly  with  his 
internal  conflicts. 

Serpasil 

™ (reserpine  CIBA) 


TABLETS,  0.1  mg.,  0.25  mg.  (scored),  1 mg. 
(scored),  2 mg.  (scored)  and  4 mg.  (scored). 
ELIXIRS,  0.2  mg.  and  1 mg. per4-ml.  teaspoon. 


CIBA 

SUMMIT,  N.  J. 


Although  it  is  first  choice  in  hypertension. 
Serpasil  does  not  significantly  lower 
blood  pressure  in  normotensive  patients. 


With  all  this  talk  about 
losing  weight,  are  we 


overlooking  a lot  of 
patients  who  need  to 


GAIN 


WEIGHT? 


There  are  legions  of  them:  The  below-par  child.  The  “skinny”  adoles- 
cent. The  sallow,  listless  adult.  The  elderly  patient  who  eats  next  to 
nothing — and  looks  it.  Convalescents  of  all  ages. 

Try  ‘Trophite’  in  your  anoretic,  undernourished  patients  and  see  how 
quickly  they  start  to  eat,  how  quickly  they  gain  weight,  how  quickly 
they  regain  normal  vim  and  vigor.  Each  delicious  teaspoonful  of 
‘Trophite’,  or  each  convenient  tablet,  contains  25  meg.  B12;  10  mg.  Bp 


the  high  potency  combination  of  B12  & B: 

Trophite*  for  appetite 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 
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STERANE®^on7  straighten  his  hook , cure  his  slice  or  put 
him  on  the  green  in  three ..  .hut  Sterane  may  reduce 
your  rheumatoid  arthritic's  handicap  of  joint  pain,  swell- 
ing and  immobility . The  most  potent  anti-rheumatic 
steroid,  Sterane  (prednisolone)  is  supplied  as  white, 
scored  5 mg.  tablets  (bottles  of  20  and  100)  and  pink, 
scored  1 mg.  tablets  (bottles  of  100). 


zer) 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 


Brooklyn  6,Neiv  York 
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anemias  you  encounter  respond  rapidly  to 

TRINSICON 

(Hematinlc  Concentrate  with  Intrinsic  Factor,  Lilly) 

potent  • convenient  • economical 

I * 

Because  anemia  complicates  so  many  clinical  conditions,‘TRiNsicoN’ 
serves  a vital  function  in  your  total  therapy.  It  provides  therapeutic 
quantities  of  all  known  hematinic  factors.  Just  2 pulvules  daily 
provide  a standard  response  in  the  average  uncomplicated  case  of 
pernicious  anemia  and  related  megaloblastic  types.  ‘Trinsicon’  also 
offers  at  least  an  average  dose  of  iron  for  hypochromic  anemias, 
including  nutritional  deficiency  types.  Available  in  bottles  of  60 
and  500  at  pharmacies  everywhere. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Editorials 


Of  Medical  Progress 


Speaking  to  members  of  the  Seventh  Dis- 
trict Branch  at  its  meeting  in  Rochester  on 
September  26,  1956,  Dr.  Thurman  B. 

Givan,  president-elect  of  the  Medical  Soci- 
ety of  the  State  of  New  York,  said,  in  part: 

I am  an  optimist  so  far  as  the  practice  of 
medicine  is  concerned;  hence  I think  the  public 
is  gradually  realizing  how  fortunate  they  are 
to  be  able  to  live  in  a community  where  they 
so  lavishly  have  the  opportunity  to  enjoy 
good  health.  How  well  we  know  that  each 
doctor  of  medicine  brings  this  about  in  his 
individual  office  or  in  the  hospital  in  which  he 
works. 

Medicine  in  this  country  would  not  have  at- 
tained the  high  pinnacle  it  has,  or  is  reaching, 
were  it  not  for  the  many  medical  centers  so 
strategically  placed  in  the  various  states.  If 
every  practitioner  would  avail  himself,  or  her- 
self, of  the  opportunities  afforded  by  these 
centers  (and  it  only  requires  a comparatively 
short  time  each  year  to  do  so),  the  public 
would  be  the  beneficiary.  . . . 

What  doctor  of  medicine  is  there  in  this 
State,  whether  he  be  young  or  old,  who  should 
not  keep  abreast  of  legislative  matters  that 
have  affected,  or  will  affect,  his  very  life  as 
well  as  that  of  his  family?  Our  Legislation 
Committee  has  evidence  that  the  chiroprac- 
tors are  going  all  out  this  year  to  gain  legal 
recognition.  For  the  good  of  the  citizens  for 
whom  you  care,  each  doctor  should  take  it 
upon  himself  to  aid  in  every  way  possible  to 
block  such  legislation.  These  laws,  and  others 
inimical  to  the  good  and  proper  practice  of 
medicine,  should  be  worked  at  diligently  by 
each  of  us  in  our  various  counties.  . . . 

Speaking  before  any  medical  group,  one 
could  hardly  escape  discussing  economics.  I 
shall  do  so  briefly.  Its  ramifications  have 
tentacles  too  numerous  to  count.  Practically 
all  bad  public  relations  have  to  do  with  it. 
Doctors’  fees  in  various  branches  of  medicine 
(often  when  the  services  rendered  are  more  or 
less  identical)  vary  so  greatly  that  the  public 
is  often  chagrined  at  the  apparent  inequities. 


This  subject  should  be  scrutinized  and  analyzed 
by  our  best  minds  so  that  tangible  fee  sched- 
ules can  be  set  up,  agreeable  to  most  of  those 
concerned.  . . . 

Almost  everyone  will  agree  that  our  medical 
centers  should  maintain  the  highest  standards 
possible  and  become  models  for  the  rest  of  the 
universe.  In  order  to  attain  this  position, 
physicians  manning  these  centers  should  be 
adequately  recompensed  so  that  they  may  give 
their  best  efforts.  This  compensation  should 
be  such  that  they  should  not  have  to  compete 
with  other  physicians  in  the  field  of  the  prac- 
tice of  medicine.  Thus  their  time  could  be 
spent  more  advantageously,  whether  it  be  in 
research,  in  caring  for  the  patients  in  the  hos- 
pital, in  undergraduate  or  postgraduate  teach- 
ing. The  relationship  between  the  full-time 
or  part-time  physicians  and  the  physicians  in 
the  surrounding  communities  or  areas  would 
be  more  cordial,  and  the  public  would  benefit,  i 
Furthermore,  the  smaller  community  hospitals 
should  benefit  through  workable  agreements 
with  the  nearby  medical  center.  This  is  being 
done  at  present  in  some  areas  in  the  United 
States.  If  the  smaller  hospitals  are  to  keep 
up  to  standard,  the  physicians  on  their  staffs 
must  avail  themselves  of  the  best  medical 
progress.  The  recent  Stover  report  has  well 
outlined  the  standards  such  hospitals  must 
attain.  In  order  to  maintain  such  accredi-  I 
tation,  the  large  teaching  hospitals,  it  seems  to  I 
me,  should  aid  the  smaller  community  hospi- 
tals in  every  way  possible,  whether  it  be  house  II 
staff,  nursing,  and  at  times  attending  staff 
recruitment.  Such  workable  agreements  might 
furnish  a basis  for  better  hospital-physician 
relationships. 

The  general  practitioner  should  be  inte- 
grated into  more  and  more  community  hospi- 
tals. Those  who  participate  in  the  activities 
of  the  hospital  must  keep  abreast  of  the  times 
in  rendering  excellent  medical  care,  however. 
The  various  chapters  of  the  Academy  of  Gen- 
eral Practice  must  see  that  this  is  done. 

Voluntary  health  insurance  is  growing  very 
rapidly  throughout  the  country.  It  is  honed 
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that  each  area  in  this  State  will  support  its 
Blue  Shield  plan  and  aid  in  improving  its 
standards.  Blue  Shield  and  Blue  Cross  must 
sit  together  around  the  conference  table  and 
work  out  harmonious  solutions  to  the  many 
problems  confronting  them. 

Industrial  medicine  is  here  upon  us.  The 
speed  with  which  it  has  arrived  has  baffled  us 
as  a medical  profession.  The  mechanics  of 
handling  this  situation  can  and  will  be  met. 
We  must  see  to  it  that  medical  men  take  the 
lead  in  setting  up  a workable  program  which 
will  be  for  the  best  interest  of  the  public  and 
medical  science.  What  a great  opportunity 
there  is  for  the  young  physician  in  industrial 
medicine!  He  must  see  to  it  that  nothing  will 
jeopardize  his  leadership  in  supplying  the  most 
scientific  mechanisms  obtainable  to  the  laborer 
and  his  family.  Proper  liasion  between  indus- 


trial medicine  and  environmental  hospitals  is 
a “must.” 

Physicians  should  interest  themselves  in  the 
field  of  preventive  medicine.  Each  individual 
should  set  up  a workable  program  in  his  office 
for  carrying  out  in  detail  such  measures.  It 
only  takes  a few  well-selected  sentences  per 
patient  or  in  other  instances  a hypodermic 
needle  to  educate  people  into  thinking  in 
terms  of  prevention.  A very  fine  committee  of 
your  State  Society  is  studying  the  baffling  sub- 
ject of  automobile  accidents.  The  Bureau  of 
Motor  Vehicles  has  asked  us  to  cooperate  with 
it  in  this  field.  Every  doctor  should  join 
in  this  worth-while  effort.  He  should  make 
certain  that  no  one  physically  incapable  of 
driving  an  automobile  without  endangering 
himself  or  herself  or  others  should  obtain  a 
license. 


Editorial  Comment 


Delayed  Registration  by  Doctors.  It 

would  appear  that  in  some  parts  of  the  State 
a few  physicians  have  failed  for  one  or  an- 
other reason  to  comply  with  the  requirement 
of  the  New  York  State  Department  of 
Education  for  biennial  registration.  Failure 
to  comply  exposes  the  doctor  to  the  penalty 
of  a fine. 

A correspondent,  Dr.  Matthew  J.  Calla- 
nan,  president  of  the  Medical  Society  of  the 
County  of  Erie,  has  called  to  the  attention 
of  the  secretary  of  the  Medical  Society  of  the 
State  of  New  York  certain  instances  of  al- 
leged excessive  fines  imposed  for  such  fail- 
ure to  register.  Dr.  Callanan’s  letter  was 
referred  to  the  Executive  Committee  of  the 
Council  on  November  7,  which  directed 
that  it  be  referred  to  the  Committee  on 
Legislation  and  “that  the  facts  as  described  * 
...  be  publicized  in  the  New  York  State 
Journal  of  Medicine  and  Newsletter.” 

Pertinent  excerpts  relating  the  facts  are 
these:  Several  members  of  our  Society, 

who,  either  through  inadvertence  or  failure 
of  the  State  Bureau  of  Registrations  to  ad- 
vise them  properly,  neglected  to  register  with 
the  Department  of  Education,  have  com- 

*  In  Dr.  Callanan’s  letter  of  October  31,  1956. 


plained  regarding  the  excessive  fines  imposed 
on  them  for  delayed  registration. 

In  one  case  a fine  exceeding  $300  was  lev- 
ied. In  another  case  the  fine  was  more  than 
$200.  A third  instance  of  this  kind  was 
brought  to  our  attention  and  involved  a 
fine  of  $278  in  addition  to  the  registration 
fees  for  the  years  since  the  doctor’s  last  reg- 
istration. 

On  checking  we  find  that  all  three  doctors 
requested  a remission  or  compromise  of  the 
fines.  Two  of  the  requests  are  pending,  while 
the  third  was  denied,  f 

Although  the  statutory  fines  for  delayed 
registration  may  be  remitted  or  compro- 
mised in  the  discretion  of  the  Regents,  we 
have  been  told  that  the  Regents  invariably 
collect  the  full  fine,  even  in  cases  where  the 
failure  to  register  is  due  to  the  fact  that  no 
renewal  registration  blank  was  furnished  to 
the  doctor. 

We  realize  that  some  sort  of  fine  or  penalty 
may  be  needed  in  order  to  secure  physician 
compliance  with  the  requirements  as  to  reg- 
istration, but  we  question  the  necessity  of 
excessive  fines  to  accomplish  this  purpose. 
For  this  reason  we  believe  that  something 

f Letter  of  November  19,  1956,  to  the  editor. 
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should  be  done  to  do  away  with  these  exces- 
sive fines.  * 

The  facts  as  stated  in  Dr.  Callanan’s  let- 
ters to  the  secretary  and  to  the  editor  will  be 
studied  by  the  Committee  on  Legislation  and 


the  results  of  the  study  reported  back  to  the 
Council  in  due  course.  Final  action  by  the 
Council  will  be  published  in  the  minutes  of 
that  body  in  the  New  York  State  Journal 
of  Medicine. 


PRESIDENT’S  PAGE 


r 


<i 


On  June  7,  1956,  President  Eisenhower’s  signature  created 
Public  Law  569.  This  program,  to  provide  medical  care  for 
dependents  of  personnel  in  the  Armed  Forces,  was  considered 
by  the  Department  of  Defense  to  be  essential  for  improve- 
ment of  morale  and  as  an  incentive  for  personnel  to  make  a 
career  in  the  services.  Because  the  Law  became  effective 
on  December  7,  1956,  very  rapid  action  was  required  to 
implement  the  Law  and  provide  for  fulfilling  its  objectives. 
Since  this  was,  and  is,  an  entirely  new  venture,  much  of  the 
development  was  through  trial  and  error.  It  is  of  consider- 
able importance  that  those  charged  with  creating  the  plans 
on  behalf  of  the  Government  sought  the  advice  of  organized 
medicine  and  still  continue  to  be  guided  by  the  profession’s 
suggestions. 

The  Medical  Society  of  the  State  of  New  York  pledged  its 
cooperation  in  fulfilling  provisions  of  Public  Law  569.  At  one 
point  in  the  development  of  plans  it  seemed  desirable  to  administer  the  program  through  Blue 
Shield  Plans.  More  intensive  study  of  all  factors  involved,  plus  the  very  strong  request  from 
the  Government  to  establish  only  one  agent,  resulted  in  having  the  Medical  Society  of  the 
State  of  New  York  assume  all  administrative  responsibility.  Another  reason  for  this  decision 
stemmed  from  the  contract  with  the  Government  which  requires  the  State  Society  to  pro- 
vide for  arbitration  of  disputes.  It  was  felt  that,  the  medical  committee  or  comitia  minora 
of  each  county  society  could  perform  this  service  at  a local  level  to  best  advantage,  thereby 
keeping  the  solution  of  problems  in  the  hands  of  the  practicing  physicians. 

In  preparing  the  schedule  of  allowances,  time  did  not  permit  any  opportunity  to  consult 
all  who  might  have  contributed  helpful  suggestions  in  the  creation  of  this  part  of  the  con- 
tract. Each  item  had  to  be  negotiated  with  representatives  of  the  Government  who  do  not 
approve  all  suggested  fees.  Physicians  must  remember  that  the  allowances  are  to  be  full 
payment  for  the  services. 

This  explanation  of  the  difficulties  encountered  while  getting  the  program  into  operation 
is  really  an  invitation  to  any  physician  to  suggest  improvements.  The  entire  contract  with 
the  Government  will  be  renegotiated  before  June  30,  1957.  If  you  have  suggestions,  please 
send  them  in  writing  to  the  Medical  Society  of  the  State  of  New  York  through  your  county 
medical  society  secretary  before  the  meeting  of  the  House  of  Delegates,  May  13,  1957. 


James  Greenocgh,  M.D. 
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FOR  A "DRY"  CARDIAC  PATIENT 


Illustration  by  Hans  Elias 

Rolicton  Diuresis  Maintains 
Continuous  Edema  Control 


The  efficacy  of  Rolicton  (brand  of  amiso- 
metradine)  in  maintaining  diuresis  in  the  ede- 
matous patient  has  been  established  on  an 
average  dosage  of  one  tablet  b.i.d.  Larger 
doses  may  be  given  as  initial  therapy  and  as 
maintenance  therapy  in  edema  difficult  to 
control.  Many  patients  will  respond  to  one 
tablet  daily. 

“The  margin  of  safety  and  the  diuretic  index  is 
certainly  an  improvement  over  the  use  of  oral  mer- 
curial diuretics.”1 

Avoiding  “Peaks  and  Valleys ” 

A highly  desirable  effect,  and  one  which 
has  been  made  possible  with  Rolicton,  is  the 
maintenance  of  continuous  diuretic  effective- 
ness day  after  day  over  an  extended  period, 
to  avoid  the  up-and-down  weight  pattern 
typical  of  other  edema-control  methods. 


“There  was  an  obvious  stabilization  of  weight 
in  practically  all  of  the  patients  under  observation, 
and  previous  wide  fluctuations  in  poundage  disap- 
peared.”2 

Mercury-Sparing 

Typical  of  the  Rolicton  diuresis  pattern  is 
the  ability  of  the  drug  to  reduce  and,  in  a 
large  percentage  of  patients,  to  eliminate  the 
need  for  mercurials  parenterally. 

“.  . . the  drug  represents  a most  useful  addition 
to  our  armamentarium  in  the  treatment  of  edema, 
not  only  because  it  can  be  given  orally  . . . but  more 
so  because  it  permits  [us]  to  replace  or  to  spare  the 
. . . mercurials.”3 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

1.  Asher,  G.:  Personal  communication,  June  23,  1956. 

2.  Settel,  E.:  A Clinical  Evaluation  of  a New  Oral  Diuretic, 
Rolicton,  Postgrad.  Med.,  Feb.  1957,  in  press. 

3.  Goldner,  M.  G.:  Personal  communication,  June  29,  1956. 
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. . . your  treatment  can  make  the  difference 


i 


In  angina  pectoris:  . . the  difference  between 

complete,  or  almost  complete,  absence  of  symp- 
toms, or  a prolonged  illness  with  much  suffering” 
may  lie  in  routine  prophylaxis  with  Peritrate.1 

New  studies  continue  to  confirm  the  effectiveness 
of  this  long-acting  coronary  vasodilator.  “Impres- 
sive and  sustained  improvement”  is  observed  in 
patients  on  Peritrate  therapy.2 

Simple  prophylaxis:  Peritrate  is  not  indicated  to 
abort  the  acute  attack  (nitroglycerin  is  still  the 
drug  of  choice).  However,  you  can  reduce  or 
eliminate  nitroglycerin  dependence  and  provide 
continuing  protection  against  attacks  of  angina 
pectoris  with  Peritrate.  Prophylaxis  is  simple:  10 
or  20  mg.  of  Peritrate  before  meals  and  at  bed- 
time. Maintenance  of  a continuous  daily  dosage 
schedule  is  important  for  successful  therapy. 

Peritrate  has  been  demonstrated  to  prevent  or 


reduce  the  number  of  attacks,  lessen  nitroglycerin 
dependence,  improve  abnormal  EKG  findings  and 
increase  exercise  tolerance.3,4,6 
The  specific  needs  of  most  patients  and  regimens 
are  met  with  Peritrate’s  five  dosage  forms:  Peritrate 
10  mg.  and  20  mg.  tablets;  Peritrate  Delayed  Ac- 
tion (10  mg.)  for  continuous  protection  through 
the  night;  Peritrate  with  Phenobarbital  (10  mg. 
with  phenobarbital  15  mg.)  where  sedation  is  also 
required;  Peritrate  with  Aminophylline  (10  mg. 
with  aminophylline  100  mg.)  in  cardiac  and  cir- 
culatory insufficiency. 

Usual  Dosage:  10  to  20  mg.  before  meals  and  at 
bedtime. 

References:  1.  Rosenberg,  H.  N.,  and  Michelson,  A.  L.: 
Am.  J.  M.  Sc.  230: 254  (Sept.)  1955.  2.  Kory,  R.  C.,  el  al.: 
Am.  Heart  J.  50:308  (Aug.)  1955.  3.  Winsor,  T.,  and 
Humphreys,  P.:  Angiology  3:1  (Feb.)  1953.  4.  Plotz.  M.: 
New  York  State  J.  Med.  52: 2012  (Aug.  15)  1952.  5. 
Dailheu-Geoffroy,  P.:  L’Ouest-Medical,  vol.  3 (July)  1950. 
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Peritrate" 

(brand  of  pentaerythritol  tetranitrate) 
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SCIENTIFIC  ARTICLES 


Etiology  and  Treatment  of  Cardiac  Arrhythmias 
Under  Anesthesia  for  Electroconvulsive  Therapy 


D.  JEANNE  RICHARDSON,  M.D.,  WILLIAM  HALL  LEWIS,  JR.,  M.D.,  LAWRENCE  H.  GAHAGAN,  M.D., 
AND  DANIEL  SHEEHAN,  M.D.,  M.R.C.P.  (LONDON),  NEW  YORK  CITY 


( From  the  Doctors  Hospital , New  York  City) 


The  increasing  use  of  psychiatric  electro- 
therapy (primarily  electroconvulsive  ther- 
apy) in  the  treatment  of  the  various  depressive 
states  has  brought  with  it  a number  of  problems. 
At  the  same  time  it  has  provided  us  with  an  op- 
portunity to  study  certain  induced  and  tem- 
porary physiologic  disturbances  of  the  circula- 
tory mechanism  in  man.  Since  these  treat- 
ments are  given  to  patients  with  normal  as  well 
as  diseased  cardiovascular  systems  and  also 
since  a patient  usually  receives  a number  of 
treatments  (which  from  a scientific  standpoint 
permits  him  to  serve  as  his  own  control),  obser- 
vations on  the  role  of  the  neurogenic,  or  perhaps 
neuroendocrine,  factors  in  circulatory  responses 
may  be  carried  out. 

Providing  safe  and  effective  electrotherapy  is 
the  problem  which  first  prompted  these  inves- 
tigations. The  most  important  nonfatal  com- 
plication of  unmodified  electroconvulsive  therapy 
is  fracture,  particularly  compression  fractures  of 
the  vertebrae,  which  are  reported  to  occur  in  a 
high  percentage  of  patients.  With  the  use  of 
muscle  relaxants  this  type  of  fracture  has  been 
reduced  to  zero  in  our  series.  Another  and 
probably  the  most  important  problem  is  cardio- 
vascular strain,  which  must  be  mitigated,  if  not 
avoided,  particularly  in  older  patients. 

Depression  is  a common  psychiatric  illness  in 
older  patients,  and  it  is  within  this  age  group 
that  cardiovascular  disease  has  its  highest  inci- 
dence. The  main  signs  and  sources  of  cardio- 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Anesthesiology,  May  11,  1956. 


vascular  strain  in  unmodified  electroconvulsive 
therapy  are  cardiac  arrhythmias  (which  may  be 
vagal  or  extra  vagal  in  origin),  paroxysmal  hy- 
pertension, increased  work  of  the  heart,  the 
Valsalva  phenomenon,  and  hypoxia. 

The  need  for  avoiding  cardiovascular  strain  is 
evident  from  the  fact  that  the  majority  of  the 
fatalities  reported  during  or  immediately  after 
electroconvulsive  therapy  have  been  attributed 
to  cardiovascular  disturbances.  Maclay1  reports 
62  deaths  that  have  occurred  in  hospitals  in 
England  and  Wales  from  1947  to  the  middle  of 
1952.  Two  thirds  (41)  of  these  deaths  were  due 
to  cardiovascular  disturbances,  and  over  one 
half  (35)  were  in  people  over  fifty-five  years  of 
age. 

In  another  report  five  deaths  associated 
with  electrotherapy  over  a six-year  period  at 
Rockland  State  Hospital  were  attributed  to 
circulatory  strain.  The  incidence  of  deaths  in 
that  series  was  one  per  1,065  patients  treated.2 
At  least  three  deaths  in  electroconvulsive  therapy 
have  occurred  in  New  York  City  during  the  past 
two  years. 

In  an  effort  to  make  this  therapy  safer,  es- 
pecially for  the  older  age  group  who  have  cardio- 
vascular disease,  we  undertook  this  study  of  the 
cardiovascular  disturbances  which  occur  during 
modified  electrotherapy,  that  is,  the  use  of  (1) 
an  intravenous  barbiturate,  (2)  a muscle  re- 
laxant, and  (3)  controlled  respiration  with  100 
per  cent  oxygen  in  order  to  reduce  or  abolish  the 
muscular  contractions  of  the  convulsive  episode 
and  also  to  prevent  hypoxia. 
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Method 

The  patient,  having  fasted  for  three  to  five 
hours,  was  treated  in  his  hospital  room.  Pre- 
treatment sedation  and  other  medication,  such  as 
chlorpromazine,  digitalis,  quinidine,  and  various 
hypotensive  agents  (such  as  Rauwolfia  serpen- 
tina or  reserpine)  were  given  according  to  the 
requirements  of  the  individual  case. 

A continuous  electrocardiogram  was  taken 
from  the  beginning  of  the  treatment  until  the 
patient  started  to  move  afterward.  Controls 
with  all  standard  leads  were  run  immediately  be- 
fore and  after  treatment.  The  only  period  of  no 
record  was  for  the  three  to  seven  seconds  imme- 
diately before  and  during  the  application  of  the 
electric  stimulation.  The  arterial  blood  pressure 
was  taken  in  the  usual  manner  with  a sphyg- 
momanometer at  intervals  of  one  to  two  minutes. 

After  the  pretreatment  electrocardiogram  was 
recorded,  the  various  medications  were  given  via 
the  intravenous  tubing.  This  method  had  the 
advantage  of  requiring  only  one  venipuncture  per 
treatment  and,  in  addition,  of  having  a vein 
always  available  for  emergency  medication 
should  there  be  any  untoward  reaction,  such  as 
vasomotor  collapse. 

Usually  the  first  medication  was  the  injection 
of  atropine  into  the  intravenous  tubing.  In  a 
few  cases  at  the  beginning  of  this  series,  atropine 
was  omitted  in  order  to  observe  the  electro- 
cardiogram without  its  use.  After  having  ob- 
served the  action  of  the  electrostimulation  in 
several  cases  without  atropine,  it  was  used 
routinely.  The  dosage  was  1.2  to  2.4  mg. 
(V50  to  V25  grain)  except  in  a few  instances  where 
smaller  doses  of  0.4  to  0.6  mg.  were  given  in 
order  to  determine  the  dose-response  relation- 
ship. 

Within  one  to  two  minutes  after  the  injection 
of  atropine  a slow  drip  of  0.4  to  0.5  per  cent 
intravenous  barbiturate  was  started  and  con- 
tinued until  the  patient  just  lost  consciousness. 
The  chief  agent  used  was  thiamylal  sodium 
(Surital),  although  in  a few  instances  thiopental 
(Pentothal)  or  pentobarbital  sodium  (Nembutal) 
was  used.  The  pentobarbital  sodium  was  used 
specifically  in  two  patients  with  an  asthmatic 
history  who  developed  bronchospasm  or  who 
coughed  when  given  either  thiamylal  or  thio- 
pental. The  average  dose  of  thiamylal  was 
400  mg.,  although  this  was  considerably  reduced 
when  the  patient  received  any  preliminary 


medication,  such  as  chlorpromazine  or  amo- 
barbital  (Sodium  Amytal). 

As  soon  as  the  patient  lost  consciousness,  one 
of  the  muscle  relaxants  was  injected  into  the 
intravenous  tubing.  Early  in  the  series  galla- 
mine  (Flaxedil)  was  used  alternately  with  suc- 
cinylcholine  (Anectine),  but  its  use  was  soon 
abandoned.  Succinylcholine  had  several  ad- 
vantages. The  point  of  peak  muscle  relaxation 
was  easier  to  determine  because  of  the  fascicula- 
tions  it  produced.  The  duration  of  action  was 
much  less.  Within  four  minutes  after  the  in- 
jection of  succinylcholine,  the  patient  was 
usually  again  breathing  spontaneously  and  ad- 
equately, whereas  with  the  gallamine  the  de- 
pression of  respirations  lasted  as  long  as  forty- 
five  minutes  and  frequently  required  the  ad- 
ministration of  edrophonium  (Tensilon)  to  return 
them  to  normal  rate  and  volume.  d-Tubocur- 
arine  chloride  and  Intocostrin  were  not  used  in 
this  series  because  they  had  been  used  by  two  of 
us  (L.H.G.  and  D.J.R.)  previously  and  had 
been  found  to  have  the  same  disadvantages  of 
gallamine.  The  average  dose  of  succinylcholine 
was  60  mg.  with  a range  of  30  to  140  mg. 

Immediately  after  the  injection  of  the  muscle 
relaxant,  controlled  respirations  with  100  per 
cent  oxygen  were  begun  with  a bag  and  mask,  a 
Guedel  type  airway  having  been  inserted  if 
necessary.  This  procedure  was  continued  until 
spontaneous,  adequate  respirations  were  again 
established  in  the  poststimulus  recovery  period. 
The  average  period  of  apnea  was  five  minutes, 
ranging  from  a low  of  one  and  one-half  to  a high 
of  seventeen  and  one-half  minutes. 

Electric  stimulation  by  the  conventional  or 
Cerletti-Bini  technic  was  applied  as  soon  as  the 
muscle  fasciculations  produced  by  succinyl- 
choline had  subsided.  This  was  usually  within 
one  minute  after  the  injection  of  this  drug.  The 
electric  stimulus  was  usually  applied  for  two 
one-second  intervals.  In  most  cases  there  was 
barely  perceptible  muscular  response  to  the 
electric  stimulus,  manifested  mainly  by  up- 
turning of  the  great  toes.  Occasionally  there 
were  only  signs  of  autonomic  excitation,  such  as 
pilomotor  response,  dilatation  of  the  pupils,  and 
a sudden  and  marked  elevation  in  the  arterial 
pressure. 

As  soon  as  the  patient  was  breathing  satis- 
factorily and  showed  signs  of  returning  to  con- 
sciousness with  a return  of  his  blood  pressure  to 
pretreatment  levels,  a control  electrocardiogram 
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ETIOLOGY  AND  TREATMENT  OF  CARDIAC  ARRHYTHMIAS  UNDER  ANESTHESIA 


TABLE  I.— -Treatment-Induced  Cardiac  Arrhythmias 
Classified  According  to  Their  Severity 


Mild 

Atrial  premature  contractions 
Scattered  ventricular  premature  contractions 
Short  runs  of  ventricular  premature  contractions 
Occasional  short  pause 
Moderate 

Frequent  ventricular  premature  contractions  with  long 
runs  of  bigeminy  or  trigeminy 
Asystole  up  to  2l/s  seconds 
Severe 

Frequent  ventricular  premature  contractions  of  vary- 
ing patterns  with  beginning  disruption  of  the  basic 
cardiac  rhythm 

Asytole  from  more  than  2l/t  to  5 seconds 
Very  severe 

Disruption  of  the  basic  cardiac  rhythm 
Ventricular  tachycardia 
Asystole  for  more  than  5 seconds 


with  all  standard  leads  was  repeated  and  com- 
pared with  the  pretreatment  electrocardiogram. 

Results 

We  have  now  given  312  modified  treatments 
with  continuous  electrocardiography  to  26 
patients,  15  women  and  11  men.  Their  ages 
ranged  from  thirty-five  to  eighty-five  years. 
Mostly,  they  were  poor  risks;  in  several  cases 
treatment  had  been  refused  or  discontinued 
elsewhere  because  of  complications  or  contrain- 
dications. Three  patients  had  attempted  suicide. 
Several  had  been  severely  injured  in  previous 
courses  of  unmodified  treatment.  The  path- 
ologic conditions  found  in  this  group  included 
large  aortic  aneurysm,  valvular  (rheumatic) 
heart  disease,  coronary  artery  disease  with  old 
coronary  thrombosis  and  healed  myocardial 
infarction,  myocardial  insufficiency,  recent  fem- 
oral artery  embolectomy  (three  months  pre- 
viously), hypertensive  and  arteriosclerotic  heart 
disease,  rhythm  disorders  (e.g.,  sinus  brady- 
cardia), advanced  osteoporosis,  recent  unhealed 
fractures,  recent  unhealed  abdominal  operation, 
infantile  cerebral  palsy  with  spinal  deformity, 
and  the  various  debilities  of  old  age. 

In  39.4  per  cent  of  the  treatments  cardiac 
arrhythmias  of  various  degrees  of  severity  were 
temporarily  induced  by  treatment.  These  dis- 
turbances were  found  in  21  of  the  26  patients  and 
ranged  from  mild  to  very  severe.  The  disturb- 
ances were  rated  as  mild  in  22  treatments, 
moderate  in  58,  severe  in  34,  and  very  severe  in 
nine.  The  criteria  for  estimating  the  severity 
of  the  treatment-induced  arrhythmias  are  shown 
in  Table  I. 

The  arrhythmias  produced  in  treatment  are 
the  result  of  the  electric  stimulation  of  the  brain, 


which  sets  into  action  a series  of  neurogenic  or 
perhaps  in  some  respects,  neuroendocrine  re- 
sponses. We  have  divided  these  arrhythmias 
into  those  of  vagal  and  those  of  extravagal 
origin.  The  vagal  arrhythmias  which  occur  in 
about  30  per  cent  of  nonatropinized  patients  are 
characterized  by  marked  slowing  and  occasional 
standstill  of  the  heart  and  are  preventable  by 
adequate  atropinization.3-4  It  has  been  shown 
by  Gold  and  coworkers5  that  about  2.4  mg.  of 
atropine  sulfate  by  vein  will  completely  block 
the  cardiac  portion  of  the  vagus  nerve  and 
thereby  prevent  arrhythmias  of  vagal  origin. 
Consequently,  any  rhythm  disturbances  that 
then  occur  must  be  of  extravagal  origin.  In 
40  per  cent  of  the  treatments  with  full  atropini- 
zation, there  were  rhythm  disturbances,  neces- 
sarily classified  as  extravagal.  The  fact  that  the 
percentage  of  arrhythmias  under  full  atropiniza- 
tion is  the  same  as  the  over-all  percentage  of 
arrhythmias  does  not  necessarily  mean  that 
atropinization  is  of  no  avail.  It  must  be  noted 
that  the  risk  of  omitting  the  atropine  was  not 
taken  in  the  patients  with  known  cardiovascular 
disease  (in  whom  there  is  a high  incidence  of 
treatment-induced  arrhythmias),  and  it  must 
also  be  noted  that  other  drugs,  which  shall  be 
discussed  later,  such  as  chlorpromazine,  quini- 
dine,  and  tetraethylammonium  chloride,  were 
also  used  in  the  poor-risk  patients. 

The  most  common  extravagal  arrhythmias 
are  ventricular  premature  contractions.  These 
might  arise  immediately  after  the  stimulation  or 
might  be  delayed  as  long  as  several  minutes. 
Usually  the  arrhythmias  arose  within  less  than  a 
minute  of  the  application  of  the  stimulus.  These 
contractions  could  arise  from  one  or  more  foci 
and  were  sometimes  associated  with  an  incip- 
ient breakdown  of  the  basic  cardiac  rhythm. 
The  arrhythmias  were  frequently  bigeminal  and 
occasionally  trigeminal,  lasting  for  as  long  as 
eighteen  minutes  after  the  electric  stimulation. 
Sometimes  the  extrasystoles  ended  abruptly;  at 
other  times  they  gradually  washed  out,  with 
intervening  periods  of  regular  sinus  rhythm.  In 
every  case  the  arrhythmias  produced  by  a given 
treatment  had  disappeared  by  the  time  of  the 
next  treatment,  which  was  usually  the  following 
day.  In  addition  to  the  ventricular  premature 
beats,  there  were  rarer  cases  of  atrial  premature 
contractions,  bundle  branch  block,  and  delayed 
intraventricular  conduction  with  shortened  PR 
interval.  There  were  also  a few  short  runs  of 
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ventricular  tachycardia  and  one  short  bout  of 
arrhythmia  which  resembled  ventricular  fibrilla- 
tion. Each  patient  tended  to  show  a character- 
istic pattern  of  cardiovascular  response,  but  this 
was  not  a definitely  predictable  reaction.  Under 
identical  methods  of  treatment  a patient  might 
one  day  show  a marked  arrhythmia  and  the 
next  day  have  no  disturbance  of  rhythm.  This 
complicates  the  evaluation  of  drugs  to  decrease 
treatment-induced  arrhythmias. 

Our  experience  with  the  use  of  quinidine  and 
chlorpromazine  in  the  treatment  of  extravagal 
arrhythmias  has  been  inconclusive.  In  some  of 
the  treatments  these  drugs  seemed  to  reduce  the 
arrhythmias,  but  then  in  the  same  patient  under 
the  same  medication  the  arrhythmias  would 
“break  through.”  It  is  possible  that  our  dosage, 
especially  of  quinidine,  was  not  high  enough. 

Recently,  however,  we  have  been  using  tet- 
raethylammonium  chloride  on  the  theory  that 
with  the  use  of  an  appropriate  ganglionic-block- 
ing agent  we  might  effectively  block  the  sym- 
pathetic overflow  which  results  from  the  electric 
stimulation.  (Atropinization  to  produce  vagal 
blockade  has  already  been  described.)  We  also 
felt  that  tetraethylammonium  chloride  might 
reduce  the  paroxysmal  hypertension,  which 
frequently  becomes  alarming.  We  elected  to 
use  tetraethylammonium  chloride  because  its 
duration  of  action  when  given  intravenously 
is  only  from  fifteen  to  sixty  minutes.6  Our 
procedure  is  to  inject  200  mg.  of  tetraethylam- 
monium chloride  intravenously  about  five  min- 
utes before  applying  the  electric  stimulation. 
The  blood  pressure  is  recorded  every  minute 
during  this  period,  and  while  there  is  usually  a 
slight  fall,  none  has  been  severe. 

In  the  24  treatments  in  which  we  have  used 
tetraethylammonium  chloride  in  conjunction 
with  the  usual  dose  of  atropine,  there  have  been 
no  arrhythmias.  The  effect  of  tetraethylam- 
monium chloride  was  most  striking  in  one  pa- 
tient (a  forty-year-old  woman  with  sinus  brady- 
cardia) who  had  29  treatments,  all  with  adequate 
atropinization  and  many  with  the  addition  of 
chlorpromazine.  In  each  treatment  moderate 
to  very  severe  arrhythmias  were  induced.  In 
fact,  the  very  severe  rhythm  disturbances  re- 
sembled ventricular  fibrillation  on  one  occasion. 
For  the  last  treatment,  the  thirtieth,  we  used 
tetraethylammonium  chloride  plus  atropine,  and 
for  the  first  tune  there  were  no  arrhythmias. 

We  realize  that  this  is  a very  small  series 


from  which  to  draw  ultimate  conclusions,  but  we 
believe  that  this  type  of  modified  therapy  is 
probably  directed  at  the  cause  of  the  extravagal 
arrhythmias,  excessive  stimulation  of  the  auto- 
nomic nervous  system.  It  is  probable  that  the  use 
of  tetraethylammonium  chloride  may  enable  us 
to  do  away  with  atropine  in  these  treatments 
since  this  drug  is  parasympatholytic  as  well  as 
sympatholytic.  (We  propose  to  make  this  in- 
vestigation.) 

In  addition  to  preventing  treatment-induced 
arrhythmias,  tetraethylammonium  chloride  has 
the  added  advantage  of  reducing  the  paroxysmal 
rise  in  blood  pressure  which  follows  the  electrical 
stimulation.  Tetraethylammonium  chloride  in 
this  dosage  (200  mg.)  has  not  prevented  a rise, 
but  instead  the  rise  has  been  reduced  from  an 
average  of  75  mm.  Hg  to  an  average  of  43.  This 
decrease  is  clearly  of  particular  benefit  to  those 
patients  who  are  already  hypertensive. 

Rarely,  one  other  source  of  arrhythmia,  suc- 
cinylcholine,  has  been  associated  with  this 
method  of  modified  electrotherapy.  This  drug 
is  not  always  inert  so  far  as  the  cardiovascular 
system  is  concerned.  The  onset  of  the  fas- 
ciculations  (depolarization  phenomenon)  pro- 
duced by  the  succinylcholine  is  frequently 
associated  with  a sudden  and  marked  rise  in  both 
systolic  and  diastolic  pressure.  In  addition, 
there  are  occasionally  ventricular  premature 
beats,  sometimes  with  coupling,  which  occur 
shortly  after  the  injection  of  the  succinylcholine. 
A similar  occurrence  of  ventricular  extrasystoles 
has  been  reported  by  Martin,  Nowill,  and 
Stephen.7 

We  have  had  only  one  untoward  reaction  dur- 
ing these  treatments,  aside  from  the  arrhythmias 
and  hypertension.  That  occurred  in  a sixty- 
eight-year-old  patient  with  a large  aortic  aneu- 
rysm of  nonluetic  origin.  Shortly  after  the  in- 
jection of  60  mg.  of  succinylcholine,  the  blood 
pressure  was  unobtainable  for  six  minutes.  At 
this  time  the  patient  was  under  fight  thiamylal 
anesthesia  and  had  also  received  2.4  mg.  of 
atropine  intravenously.  The  blood  pressure  was 
quickly  restored  to  normal  by  the  rapid  intra- 
venous injection  of  ephedrine  sulfate  (20  mg.), 
and  the  electric  stimulation  was  then  given 
without  further  difficulty.  This  patient  had 
received  several  treatments  before  this  episode 
and  received  several  more  after  it.  This  inci- 
dent is  largely  of  value  in  illustrating  the  desir- 
ability of  always  having  a vein  accessible  for 
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emergency  medication  and  of  always  being  pre- 
pared to  deal  with  any  emergencies. 

Summary  and  Conclusions 

Electrotherapy  for  psychiatric  illness  has 
usually  been  of  limited  application  in  patients 
with  cardiovascular  disease.  Cardiovascular  dis- 
ease has  been  the  major  source  of  death  in  treat- 
ment. This  hazard  is  disproportionately  in- 
creased in  older  patients. 

A modified  technic  that  aims  at  the  ameliora- 
tion of  circulatory  strain  in  treatment  is  de- 
scribed. 

The  cardiac  arrhythmias  produced  in  treat- 
ment are  defined.  Such  arrhythmias  are  con- 
veniently divided  into  vagal  and  extravagal 
disturbances  according  to  their  origin. 

Arrhythmias  of  vagal  origin  can  be  prevented 
by  adequate  atropinization.  Quinidine,  chlor- 
promazine,  and  tetraethylammonium  chloride 
have  been  used  in  attempting  to  prevent  the 
extravagal  arrhythmias.  Tetraethylammonium 
chloride  appears  to  be  the  most  promising  in  this 
respect.  It  also  alleviates  the  paroxysmal  rise 
in  arterial  pressure  induced  by  the  electric 
stimulus. 
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Di  scussion 

Albert  E.  Chiron,  M.D.,  Brooklyn,  New  York. — 
Dr.  Richardson  has  described  the  modified  treat- 
ment for  psychiatric  disorders  as  a means  of  pro- 
viding safe  and  effective  treatment.  Her  experiences 
generally  are  similar  to  ours,  although  there  are 
some  differences  as  to  detail. 

In  the  modified  treatment  described  by  Dr. 
Richardson,  there  is  no  standard  dose  of  Sodium 
Pentothal,  Surital,  or  succinylcholine  that  can  be 
used  for  all  patients.  The  dose  must  be  modified  to 
suit  individual  circumstances  and  may  even  have 
to  be  changed  during  <the  course  of  treatment  as  a 
patient  may  progress.  In  our  procedure  one-half 
hour  before  treatment  an  antihistaminic  or  atropine 
is  given  to  prevent  salivation,  which  is  seen  oc- 


casionally after  succinylcholine  during  light  anes- 
thesia. Then  a 2 per  cent  solution  of  Surital  or 
Sodium  Pentothal  is  slowly  administered  intra- 
venously until  the  patient  is  asleep  or  the  lid  reflex 
is  obtunded.  An  airway  is  inserted,  100  per  cent 
oxygen  is  administered  by  mask,  and  then  the  suc- 
cinylcholine is  given.  We  found  that  we  use  less 
barbiturate  than  Dr.  Richardson. 

Dr.  Brody  and  I"  feel  that  the  prolonged  apnea  in 
Dr.  Richardson’s  series  is  due  to  too  much  current 
and  too  much  succinylcholine  being  used  to  produce 
the  grand  mal  seizure.  Furthermore,  in  our  series 
as  well  as  in  that  reported  by  Drs.  Steven  and 
Tovell,6  there  has  been  no  appreciable  rise  in  blood 
pressure  following  the  administration  of  succinyl- 
choline as  reported  by  Dr.  Richardson. 

The  contraindications,  even  to  the  modified  type 
of  treatment,  are  difficult  to  determine  since  there 
is  inadequate  knowledge  regarding  the  method  of 
prevention  of  alarming  reactions  and  the  mech- 
anisms of  fatal  outcome.  Acute  myocardial 
infarction  and  aneurysm  are  usual l}-  considered 
absolute  contraindications  to  electric  shock  therapy 
with  the  modified  type  of  treatment.  Yet  Dr. 
Richardson  reports  a case  of  aneurysm  in  her  series, 
and  I have  treated  a patient  who  had  a recent  acute 
myocardial  infarction  and  tolerated  electric  shock 
therapy  very  well. 

Dr.  Richardson  reports  mortality  statistics  in  the 
unmodified  treatment  to  be  quite  high.  In  one 
series  it  was  one  per  1,065  cases.  In  the  modified 
treatment,  especially  when  an  anesthesiologist  is 
part  of  a team,  fatalities  are  rare.  In  Drs.  Steven’s 
and  Tovell’s  series  of  3,184  cases,  they  reported  one 
death.  In  Dr.  Richardson’s  series  of  312  and  in 
Dr.  Brody’s  and  my  series  of  450  cases,  there  were 
no  deaths.  The  causes  of  sudden  death  remain 
obscure.  Kalinowsky  and  Hoc  IP  believe  that  most 
fatalities  are  cardiovascular  in  origin,  although 
respiratory  complications  are  more  common. 

Like  Dr.  Richardson  I believe  that  postconvul- 
sive  arrhythmias  are  due  to  hyperactivity  of  the 
vagus,  and  most  of  them  are  prevented  by  atropin- 
ization. The  reflexes  responsible  for  increased 
vagus  tone  probably  have  their  origin  in  the  changes 
in  the  respiratory  and  cardiovascular  systems  im- 
mediately following  the  convulsions.  The  lowered 
pH  following  a convulsion  accentuates  the  vagal 
effects  just  as  acidosis  potentiates  the  inhibitory 
effects  of  the  acetylcholine.  The  increase  in  cardiac 
rate  during  the  tonic  phase  of  a convulsion  appears  to 
be  due  to  the  increased  sympathetic  tone  which  is 
a response  to  muscular  activity/  Brow  et  all  have 
shown  that  stimulation  of  the  cardiac  sympathetic 
nerves  in  lightly  anesthetized  cats  can  cause  ventric- 
ular extra  systoles  and  ventricular  tachycardia. 

The  increased  irritability  of  the  myocardium  due 
to  anoxia  is  another  cause  of  arrhythmia.  The  in- 
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creased  incidence  of  abnormalities  of  rhythm  in 
patients  with  myocardial  damage  supports  the  idea  of 
local  origin  of  myocardial  irritability.  The  transitory 
rise  in  P waves  and  depression  of  RST  segments 
can  be  explained  by  marked  increase  in  venous 
returns  after  the  cessation  of  the  forced  expiratory 
efforts  which  pool  venous  blood  in  the  periphery. 
The  resulting  dilatation  of  the  right  atrium  and 
overloading  of  the  right  ventricle  would  account  for 
the  electrocardiographic  changes. 

As  Dr.  Richardson  has  mentioned,  the  arrhyth- 
mias of  vagal  origin  as  a complication  of  the  modi- 
fied treatment  can  be  prevented  by  atropinization. 


Quinidine  orally  and  the  administration  of  oxygen 
before  and  after  convulsion  have  proved  of  value 
in  preventing  frequent  premature  ventricular  con- 
tractions. The  use  of  tetraethylammonium  chloride 
in  the  prevention  of  extravagal  arrhythmias  appears 
promising. 
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WHO  and  WMA - 

WHO  and  WMA  must  work  together  in  medical 
education.  This  is  of  the  utmost  importance.  Cer- 
tain favored  areas  have  physicians  aplenty,  but  in 
man}'  parts  of  the  world  it  is  common  to  find  one 
doctor  to  20,000,  40,000,  or  even  100,000  people. 
In  planning  standards  of  education  we  must  keep  in 
mind  those  areas  where  there  is  a dearth  of  doctors. 
Scarcely  fifty  years  ago  in  New  York,  medical  prac- 
titioners lyere  being  graduated  with  no  more  than  a 
high  school  education  and  two  years  of  formal  train- 
ing. It  is  true  that  they  served  apprenticeships  in 
doctors’  offices,  but  that  is  all  they  had  as  a start. 
Yet  some  of  these  very  doctors  have  made  outstand- 
ing contributions  to  medicine.  Should  the  medical 
profession,  then,  perhaps  begin  to  think  of  educating 
two  types  of  medical  practitioners,  one  for  areas 
which  lack  medical  resources,  where  a man  or 
woman  with  elementary  medical  and  public  health 
training  can  be  of  tremendous  usefulness,  and  the 
other  a fully-trained  physician  who  can  serve  as 
guide  and  mentor  to  the  first? 

It  has  come  to  be  recognized  as  wasteful  and  inap- 
propriate to  take  health  personnel  out  of  their  en- 
vironment in  order  to  train  them.  To  give  only  one 


Medical  Education 

instance:  It  is  said  that  in  the  Netherlands,  East 
Indies,  when  nurses  who  were  trained  in  the  larger 
cities  where  gas  is  available  returned  to  their  vil- 
lages, they  did  not  know  how  to  set  about  boiling 
water  without  it.  Hydrick’s  experiences  with  the 
same  people  forcefully  brought  home  the  tremen- 
dous value  to  the  doctors  of  locally  trained  women 
picked  right  out  of  their  native  villages,  who  proved 
better  able  to  enter  the  inhabitants’  homes  and  win 
their  confidence  than  were  the  doctors  themselves. 

Thus  the  World  Health  Organization  must  be  able 
to  count  on  the  World  Medical  Association  for  any 
and  all  'projects  leading  towards  total  health.  In  each 
and  ever}'  country,  it  is  the  practicing  physician  who 
will  be  making  the  diagnoses,  treating  the  ills,  and 
gearing  his  efforts  into  any  governmental  health  proj- 
ects then  in  existence.  WHO  looks  at  those  physi- 
cians to  be  articulate  and  forceful  figures  in  their 
own  communities,  not  only  with  respect  to  good 
medical  practice  but  also  to  fundamental  philoso- 
phies of  public  health,  preventive  medicine,  and  the 
development  of  sound  social  thinking. 

— Frank  A.  Calderone,  M.D.,  M.P.H. — Health 
News,  June,  1956 
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Straightening  the  Deviated  Nose 

IRVING  B.  GOLDMAN,  M.D.,  NEW  YORK  CITY 
( From  the  Division  of  Rhinoplasty,  Otolaryngological  Service,  The  Mount  Sinai  Hospital) 


A deviated  nose  is  the  most  common  nasal 
deformity,  varying  in  degree  from  a minor 
deviation  from  the  facial  center,  which  is  com- 
monplace, to  a severe  deviation.  Asymmetry  of 
bony  structures  of  the  face,  including  the  nasal 
pyramid,  is  camouflaged  and  thus  modified  to 
some  extent  by  the  overlying  soft  parts — skin, 
subcutaneous  tissue,  and  muscle.  Nasal  asym- 
metry represents  a peculiarity  which,  on  the  one 
hand,  is  transmitted  by  heredity  and,  on  the 
other,  is  produced  by  prenatal  posture  and 
mechanical  conditions  present  at  the  end  of  fetal 
life.  The  embryologic  development  of  the  nose 
consists  of  two  parallel  and  segmental  structures. 
The  midpart,  which  is  to  be  the  septum,  deter- 
mines the  symmetry  or  asymmetry  of  the  nose; 
however,  independent  of  the  septum,  there 
develop  the  lateral  nasal  capsules,  which  are 
never  completely  symmetric.  Berndorfer  con- 
siders the  two  halves  of  the  nose  as  separate 
entities.  In  nasal  corrections  an  attempt  is 
made  to  make  the  nasal  halves  as  symmetric  as 
possible.  In  accomplishing  this  one  must  gauge 
the  asymmetry  of  the  face  and  nasal  septum. 
Deviations  of  the  nose  become  extremely  notice- 
able at  the  time  of  consolidation  of  the  facial 
skeleton  during  and  after  the  second  dentition. 

Trauma  is  by  far  the  most  common  cause  of 
advanced  nasal  scoliosis.  Unquestionably,  un- 
known or  forgotten  traumas  are  factors  which 
also  influence  the  developmental  variety  of 
the  deviated  nose. 

Nasal  deviations  are  invariably  associated  with 
a deflected  septum,  which  requires  repair  without 
producing  malfunction,  depression  of  the  nasal 
dorsum,  drooping  of  the  nasal  tip,  retraction  of 
the  columella,  or  flaccidity  of  the  septum.  A 
technic  will  be  described  to  repair  effectively  a 
deviated  nose  and  the  accompanying  deviated 
septum.  This  technic  not  only  will  produce 
improved  esthetic  appearance  and  nasal  func- 
tion, but  also  it  is  without  the  aforementioned 
complications. 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Otolaryngology,  May  10,  1956. 


Varieties  of  Deviated  Noses 

For  the  purpose  of  description  the  various 
effects  of  deviated  noses  can  be  grouped  as 
follows: 

1.  Unilateral — Disproportionate  width  of  the 
halves  of  the  deviated  nose.  The  narrow  side  is 
convex  and  indicates  the  deviated  side.  The 
broad  side  is  concave : (a)  angulated  or  C-shaped 
or  (6)  shifted  to  one  side,  ventral  margin  straight 
but  severed  from  midsaggital  position. 

2.  Bilateral — S-shaped  deviation. 

3.  Diverse — Combination  of  osseous  hump 
and  cartilaginous  depression  deviated  in  various 
directions. 

4.  Twisted  implants. 

Deviations  of  any  kind  are  accompanied  by 
deflections  of  the  septum.  The  associated  septal 
deformity  increases  as  the  degree  of  deviation 
becomes  more  pronounced.  The  nasal  pyramid 
and  septum,  therefore,  must  be  treated  as  one 
unit.  There  is  seldom  involvement  of  one 
component  alone,  such  as  the  osseous  vault  or 
upper  or  lower  cartilaginous  vault.  There  are 
exceptions,  but  the  deviated  nose  requiring 
rhinoplasty  shows  multiple  vault  deformities. 
This  provides  the  key  to  treatment.  In  the  final 
analysis,  however,  correction  of  abnormalities  in 
the  internal  as  well  as  the  external  skeleton  is 
dependent  on  the  treatment  of  the  septum,  be- 
cause movement  of  the  part  to  a particular  posi- 
tion results  in  a corresponding  external  shift. 

Technic  for  Correction  of  a 
Deviated  Nose 

A safe  and  proper  technic  for  the  correction  of 
a deviated  nose  is  to  be  found  in  the  concept  of 
preventing  disruption  of  the  osteocartilaginous 
structures,  no  matter  how  distorted  they  may  be, 
which  can  be  accomplished  by  avoiding  disturb- 
ance in  the  continuity  of  the  vaults  formed  by 
the  nasal  bones  and  upper  lateral  cartilages. 
It  is  of  prime  importance  to  avoid  the  surgical 
formation  of  a saddle  nose  (and  consequently 
reparative  use  of  a dorsal  graft)  as  well  as  a col- 
lapsed tip  and/or  retracted  columella.  The  aim 
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is  to  maintain  supporting  keystone  areas  when  the 
parts  of  the  pyramid  are  shifted  and  replaced. 
The  area  in  question  is  at  the  junction  of  the 
upper  lateral  cartilages  and  the  nasal  bones 
(cephalad)  and  at  the  junction  of  the  upper 
lateral  cartilages  and  septum  near  the  tip  (caudal) . 
Oddly  enough,  it  is  at  these  anatomic  levels  that 
the  upper  lateral  cartilages  attached  underneath 
the  nasal  bones  and  underlie  the  cephalic  margin 
of  the  lower  lateral  cartilages  to  which  they  are 
attached  by  an  aponeurosis. 

After  the  nose  has  been  freed  and  transfixed, 
the  successive  steps  in  the  correction  of  a deviated 
nose  are  as  follows: 

1.  Septal  Reconstruction.— The  technic  I 
follow  in  the  reconstruction  of  theseptumhas  been 
previously  described  by  Fine.1  After  the  trans- 
fixion incision  the  mucoperichondrium  is  freed  on 
both  sides  of  the  septum  up  to  but  not  including 
the  ventral  border.  Two  vertical  incisions  made 
in  the  caudal  end  of  the  septum  form  dual  ver- 
tical segments  which  are  then  freed  from  the 
nasal  spine  and  maxillary  crest  by  horizontal 
prolongation  of  the  incisions.  Posteriorly,  the 
quadrilateral  cartilage,  perpendicular  plate  of 
the  ethmoid,  vomer,  and  maxillary,  and  vomerine 
crests  are  sometimes  resected  but  more  often  are 
replaced  in  the  midline  with  the  use  of  a special 
displacer.  After  correcting  the  position  of  the 
anterior  nasal  spine  by  resection  or  replacement, 
the  first  segment  is  reattached  by  two  mattress 
sutures  to  both  mucoperichondrial  flaps.  The 
straightened  lower  anterior  septal  margin,  easily 
movable  in  any  direction,  is  approximated  and 
united  to  the  columella  at  the  end  of  the  opera- 
tion by  number  3-0  chromic  catgut  strands  from 
the  septal  mucosa  to  the  columella.2 

2.  Medial  Osteotomy. — The  septum  or 
foundation  of  a crooked  nose  is  now  straight. 
It  is  now  necessary  to  balance  the  various  na- 
sal components.  With  the  glabella  elevator  in 
position,  the  caudal  margins  of  both  upper 
lateral  cartilages  are  severed  from  their  septal 
attachments  with  a number  1 1 Bard-Parker 
blade. 

A special  grooved  chisel  is  then  inserted  at  the 
incised  junction  of  the  upper  lateral  cartilages 
and  the  nasal  bones.  It  is  now  astride  the 
straightened  septum  and  by  mallet  tapping  is 
directed  toward  the  nasofrontal  articulation. 
This  area  is  reached  either  with  the  grooved  chisel 
or,  after  a pathway  has  been  made,  with  a 7-mm. 
straight  chisel. 


3.  Osteotomy — This  is  carried  out  through 
an  incision  at  the  junction  of  the  lateral  wall  and 
nasal  floor  overlying  the  pyriform  aperture. 
The  nasal  chambers  are  packed  with  gauze. 
By  pressure  of  superimposed  thumbs  the  nasal 
bones  are  infractured  and  approximated.  The 
profile  is  now  carefully  observed. 

4.  Hump  and  Profile  Correction. — After 
realignment  some  of  the  primary  irregularities 
may  disappear.  The  deviated  hump  may  drop 
spontaneously  to  the  desired  profile  level,  or  it 
may  be  manipulated  into  that  position.  Under 
direct  vision  and  with  a bone  clipper  the  pro- 
jecting unequal  particles  are  excised.  The  upper 
lateral  cartilages  are  also  alignable  in  the  same 
manner  so  that  a straight  profile  line  can  be  seen 
externally  as  well  as  internally  and  can  be  pal- 
pated for  smoothness. 

The  upper  lateral  cartilages  are  freed  from  the 
septum  except  at  their  caudal  attachment.  I 
have  not  found  that  this  step  interferes  with 
stability  if  the  septum  is  corrected  by  the  technic 
described.  At  the  caudal  margin,  where  the 
septum  is  attached  ventrally  and  is  free,  pedicle 
flaps  maintain  this  attachment  with  the  upper 
lateral  cartilages.  The  only  time  of  severance  is 
when  a low  cartilaginous  hump  appears.  Then 
it  is  necessary  to  lower  this  part  of  the  cartilag- 
inous dorsum,  and  separation  of  this  attachment 
produces  the  depressed  effect.  Frequently, 
after  shifting  the  nasal  components  the  upper 
lateral  cartilages  align  themselves  so  well  in  the 
midline  that  it  is  unnecessary  to  free  them. 
Incomplete  separation  may  also  prove  adequate. 
It  is  advisable,  if  at  all  possible,  to  leave  the 
underlying  mucosa  intact  and  attached  to  the 
septum  if  the  latter  structure  has  been  resected 
in  order  to  prevent  possible  dropping  of  the  frail 
unsupported  dorsum.  The  undisturbed  remain- 
ing attachment  may  be  adequate  to  maintain 
the  necessary  continuity  between  the  upper 
lateral  cartilages  and  the  septum.  Dorsal  sup- 
port is  re-established  by  reattachment  in  the 
process  of  healing  of  the  opposing,  equalized 
upper  lateral  cartilages. 

The  septum  operation  advocated  is  conserv- 
ative in  the  extreme,  with  as  little  excision  of 
tissue  as  possible.  The  usual  septal  resection  may 
not  prove  effective  in  the  correction  of  a ventral 
deflection.  This  can  be  overcome  by  pruning 
the  curvature  on  both  sides  of  the  deviation  so 
that  a relatively  straight  line  is  obtained,  even 
though  it  may  leave  a fine  ridge  in  some  areas. 
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Fig.  1.  Preoperative  and  postoperative  views  of  varieties  of  nasal  deviations  corrected  with  technic  described. 
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Tig.  2.  Preoperative  and  postoperative  views  of  deviated  noses  due  to  twisted  autogenous  cartilaginous  im- 
plants. Each  was  corrected  by  extraction  of  costal  cartilage,  reconstruction  of  nasal  septum,  leveling  of  dorsal 
bed,  and  insertion  of  autogenous  iliac  bone  graft. 


A slight  ventral  curve,  although  visible  internally, 
is  not  obvious  on  the  external  nasal  skeleton. 

Septal  replacement,  not  excision,  helps  to  main- 
tain the  stability  and  form  of  the  osteocartilag- 
inous dorsum.  The  perpendicular  plate  is  thrust 
to  the  midline  intramucosally  and  thus  drags  the 
attached  deviated  quadrilateral  cartilage  with  it. 
Only  a minimal  resection  is  then  required  even  of 
the  cartilaginous  septum.  A wide  vomer  can  be 
split,  fractured,  and  then  mobilized  to  the  mid- 
line.  These  positions  are  held. 

The  fractured  bone  remains  in  the  newly 
fashioned  position.  The  quadrilateral  cartilage, 
shifted  to  the  midline  and  in  correct  relation  to 
the  crest,  also  remains  placed.  With  the  technic 
described,  I have  found  that  the  injured  septum, 
although  displaced  from  its  normal  groove  and 
despite  the  filling  in  of  the  maxillary  and  vomerine 
crest,  remains  in  its  central  position.  Nasal 
packing  for  four  to  five  days  helps  maintain  it  in 
anatomic  relationship. 

The  nasal  tip  is  remodeled  following  correction 
of  the  deviated  osteocartilaginous  dorsum. 
The  septum  is  reattached  to  the  columella. 
The  nostrils  are  packed  lightly  with  petrolatum 
gauze  for  four  to  five  days.  A neat  adhesive 
dressing  is  placed  on  the  newly  shaped  nose. 
A molded  splint  of  dental  stent,  held  in  proper 
position  with  adhesive  tape,  and  a tip  dressing 
complete  the  operation  (Fig.  1). 


Diverse  Nasal  Deviations 

The  nasal  deviations  characterized  by  scoliotic 
bones  and  depressed  cartilages,  frequently  ac- 
companied by  a depressed  nasal  tip  and  con- 
sequent severe  nasal  obstruction,  present  a 
different  problem.  The  same  technical  se- 
quence is  followed  in  general,  but  additional 
measures  must  be  taken  to  restore  the  nasal 
profile  and  normal  respiratory  function.  It 
may  be  expedient  to  insert  a cartilaginous  strut 
through  a hemitransfixion  incision  before  the 
septum  is  corrected.  This  provides  easier  access 
for  insertion  of  the  implant. 

A pre-existent  saddle  nose  requires  the  correc- 
tive use  of  a graft.  In  slight  cartilaginous 
depressions  the  osseous  component  may  merely 
require  reduction  to  the  contemplated  profile 
level,  or  again  a thin  implant  may  prove  adequate. 

The  problem  becomes  complex,  however,  when 
one  is  dealing  with  a saddle  of  conspicuous  dimen- 
sions. A presurgical  analysis  of  the  deformity 
often  indicates  the  size  and  contour  of  the  req- 
uisite implant.  The  patient  should  be  informed 
that  it  is  best  to  utilize  a graft  derivable  from  the 
crest  of  his  or  her  hip  bone.  If  permission  is  not 
granted,  the  alternate  use  of  a homogenous  graft, 
such  as  one  of  preserved  rib,  is  suggested. 

The  bed  for  the  graft  (which  is  the  ventral 
surface  of  the  septum,  nasal  bones,  and  upper 
lateral  cartilages!  must  be  smooth]}''  leveled  and 
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straightened.  If  this  precaution  is  not  taken,  the 
graft,  whether  cartilage  or  bone,  will  subse- 
quently warp  (Fig.  2). 

Summary 

A procedure  has  been  outlined  for  restoration 
of  normal  intranasal  as  well  as  extranasal 
contour  of  a deviated  nose  with  uniform  technic 
which  is  based  on  the  principle  of  shifting  dis- 
placed parts  while  maintaining  support  of  the 
keystone  areas.  The  surgical  steps  follow  a 
definite  sequence: 

1.  Conservative  reconstruction  of  the  septum. 

2.  Mobilization  of  bones  and  soft  structures. 

3.  Reassemblage  of  components  in  the  con- 
templated midline. 

4.  Producing  symmetry  by  trimming  the 
faulty,  unequal  osteocartilaginous  vault  under 
direct  vision. 

Correction  of  the  deviated  nose  with  avoidance 
of  saddling,  drooping  of  the  tip,  and  retraction  of 
the  columella  can  thus  be  achieved  by  an  aware- 
ness at  the  beginning  of  the  operation  of  the  basic 
problem  concerning  the  septum  and  by  keeping 
the  two  keystone  areas  intact,  thus  maintaining 
the  stability  and  continuity  of  the  nasal  dorsum. 
At  the  end  of  the  operation  the  keystone  areas 
may  be  altered,  if  warranted,  for  modeling  pur- 
poses. 
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Discussion 

Stanley  L.  Edmunds,  M.D.,  Glens  Falls. — With 
the  exception  of  minor  deviations  the  problem  of  the 
deflected  nose  still  remains  unsolved.  This  is  at- 
tested by  the  innumerable  technics  found  in  the 
literature.  Each  surgeon  in  his  time  develops  a 
personal  method  for  the  correction  of  this  deformity; 
no  unanimity  can  be  found. 

The  centralization  of  the  nose  at  the  time  of  the 
operation  is  comparatively  easy.  The  difficulty  lies 
in  keeping  it  from  gradually  shifting  back  to  its 
former  position.  This  shifting  is  probably  due  to  the 
trauma  inflicted  in  the  extensive  mobilization.  All 
rhinologists  are  agreed  that  when  it  becomes  neces- 
sary to  do  a septum  operation  in  the  course  of  a 
rhinoplasty,  the  cosmetic  result  will  suffer. 

I am  in  accord  with  Dr.  Goldman  in  that  with 
major  deviations  not  only  the  septum  but  all  parts 
must  be  mobilized,  the  lateral  walls  equalized,  and 


the  structures  reassembled.  However,  it  is  my 
impression  from  Dr.  Goldman’s  paper  that  a sub- 
mucous resection  of  the  nasal  septum  should  be  per- 
formed far  more  frequently  than  has  been  the  habit 
of  many'  of  us  in  the  past.  I quote  from  Dr.  Gold- 
man’s paper  as  follows:  “Nasal  deviations  are  in- 

variably associated  with  a deflected  septum  which 
requires  repair.”  I think  perhaps  my'  difference  in 
this  connection  is  with  the  word  “invariably'.”  In 
my'  experience  the  deflected  septum  requiring  repair 
at  the  time  of  the  rhinoplasty  has  not  been  an  invari- 
able thing,  and  while  it  is  true  that  we  often  see 
severe  deflections  of  the  septum,  many  of  the  cases 
have  such  extremely  minor  deflections  that  there  is 
no  impairment  of  function  and  very'  little  effect  on 
the  ultimate  outcome  of  a well-performed  rhino- 
plasty. I am  certain  that  it  has  been  the  experience 
of  all  of  us  that  many'  successful  rhinoplasties  have 
been  performed  without  a submucous  resection  of 
the  nasal  septum. 

In  connection  with  the  combined  rhinoplasty'  and 
submucous  resection  advocated  by  Dr.  Goldman, 
I quote  from  an  article  by  the  Foman  group:  “Gen- 

erally speaking,  a better  result  will  be  obtained  if 
the  rhinoplasty  and  septal  corrections  are  done  in 
separate  operative  stages,  three  or  more  weeks 
apart,  and  today'  the  submucous  resection  is  done 
first.”  For  the  most  severe  type  of  septal  deflec- 
tions this  has  been  my'  procedure,  and  for  the  rela- 
tively minor  septal  deflections  without  physiologic 
effects  I have  not  found  it  necessary  to  perform  a 
submucous  resection  at  the  same  time  as  the  rhino- 
plasty for  its  effect  on  the  success  of  the  rhinoplasty. 
However,  occasionally'  in  selected  cases  I feel  that 
this  operation,  as  advised  by'  Dr.  Goldman,  would  be 
worth  while,  and  it  seems  to  be  basically  sound. 
I am  sure  it  will  acomplish  the  desired  result  without 
the  complications  which  sometimes  plague  us  in  this 
ty'pe  of  work.  I am  equally  sure,  however,  that 
undue  trauma,  an  additional  source  of  scar  tissue, 
and  an  increased  length  of  operating  time  result 
when  the  operation  is  used  in  the  average  case  in 
which  one  would  ordinarily'  consider  a rhinoplasty 
and  that  the  subsequent  effect  on  the  cosmetic  result 
is  adverse. 

I should  like  to  ask  Dr.  Goldman  what  he  does 
with  S and  C-shaped  septal  deflections  immediately' 
beneath  the  nasal  bone  and  the  upper  lateral  carti- 
lages, which  can  be  reached  only  by'  separation  of  the 
nasal  bones  and  the  upper  lateral  cartilages.  How 
does  he  keep  from  losing  the  membranes? 

Dr.  Goldman’s  paper  is  of  great  value  in  focusing 
attention  on  one  of  the  most  complicated  physi- 
ologic and  cosmetic  problems  in  rhinoplasty.  I 
would  expect  the  approach  advocated  by  Dr.  Gold- 
man, when  indicated,  would  have  the  desired 
results. 
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Reconstructive  Surgery  for  Compound  Injuries  of  the  Hand 
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Compound  injuries  of  the  hand  are  those  in- 
juries complicated  by  damage  or  loss  of  the 
skin.  The  need  for  reconstructive  surgery  arises 
in  the  more  severe  injury  involving  tissue  loss  of 
skin  and  other  deep  structures,  all  of  which 
losses  must  be  replaced  by  tissue  grafts.  This 
replacement  of  lost  tissue  is  necessary  to  achieve 
a satisfactory  result. 

The  hand  is  an  organ  of  function  involving 
complex  movement  and  acute  sensation,  and  all 
surgery  must  achieve  restoration  of  this  motion 
and  preservation  of  sensation.  A beautifully 
healed  hand  with  but  little  function  and  feeling 
is  a tragic  surgical  failure. 

The  principles  of  reconstructive  surgery  are 
applied  in  both  the  emergency  treatment  as  well 
as  in  the  secondary  elective  surgery  of  the  hand. 
The  hand  is  gently  cleansed  with  pHiso-hex 
solution  and  then  thoroughly  irrigated  with 
copious  amounts  of  saline  solution.  A tourni- 
quet is  placed  and  can  be  readily  used  if  it  be- 
comes necessary  to  study  the  more  intricate 
anatomy.  We  prefer,  however,  not  to  use  the 
tourniquet  while  estimating  the  viability  of 
tissue  but  only  when  study  of  the  deeper  anatomy 
is  necessary.  The  initial  treatment  is  a thorough 
but  discriminating  debridement  of  all  the  non- 
viable  tissue,  preserving  all  other  tissue  for 
future  use.  During  the  emergency  treatment 


the  plans  for  future  reconstruction  must  have 
their  beginning,  and  tissue  that  can  be  of  any 
possible  value  in  the  later  stage  of  repair  is  never 
discarded. 

Because  healing  by  granulation  tissue  and 
scar  epithelium  eventually  results  in  dense 
fibrous  tissue  formation  that  seriously  freezes 
the  hand,  all  soft  tissues  must  be  carefully  closed 
and  all  cutaneous  losses  immediately  replaced  to 
achieve  rapid  and  complete  healing  that  will 
minimize  scar  tissue  formation  and  permit  early 
and  adequate  motion.  Prolonged  immobiliza- 
tion awaiting  the  slow  healing  of  a granulating 
wound  must  be  avoided.  However,  since  some 
temporary  immobilization  is  necessary  in  most 
cases,  it  should  be  achieved  in  the  position  of 
function:  partial  dorsiflexion  of  the  wrist  and 
semiflexion  of  the  fingers,  with  the  thumb  in 
partial  rotation  so  that  the  pad  of  the  flexor 
surface  of  the  distal  phalanx  of  the  thumb  faces 
the  index  finger. 

All  tissue  grafts  should  be  autogenous,  since 
the  amount  of  tissue  needed  is  not  great  and  the 
patient  can  readily  supply  all  that  is  demanded. 
Autografts  employed  with  proper  care  and  tech- 
nic assure  a much  more  rapid  and  complete  take. 
Thus  the  hand  is  freed  for  the  most  essential 
phase  of  hand  surgery,  early  and  adequate 
motion.  Tissues  available  for  use  are  skin, 
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flaps  of  skin  and  fat,  tendon,  bone,  nerve,  and  on 
rare  occasions  cartilage  and  fascia. 

The  treatment  of  the  injured  tissues  and  the 
type  and  time  of  the  above  grafts  are  as  follows : 

1.  Skin:  The  thin  split-skin  graft  is  used  as  a 
temporary  cover  for  skin  loss  in  order  to  obtain 
a quickly  closed  wound.  It  is  replaced  later  by 
either  a flap  of  skin  and  fat  or  a thick  free-skin 
graft.  The  free  full-thickness  skin  graft  and 
the  thick  split-skin  graft  are  used  as  permanent 
cover  over  a well-padded  area  in  which  some  fat 
or  areolar  tissue  remains. 

2.  Flaps  of  skin  and  fat  are  employed  in  the 
initial  emergency  treatment  to  cover  areas  in 
which  both  skin  and  fat  are  lost,  particularly 
over  denuded  tendons  which  need  a cover  of 
smooth,  loose  tissue  beneath  which  to  glide. 
In  the  secondary  reconstructive  phase  these 
flaps  are  used  to  replace  any  scarred  area  of  skin 
and  fat  loss,  beneath  which  either  bone,  nerve,  or 
tendon  surgery  or  transplants  of  such  tissues 
must  be  done.  These  buried  transplants  always 
need  a thick,  well-vascularized  cover  both  to 
survive  and  to  function  adequately.  This  skin 
and  fat  flap  is  first  placed;  then  at  a later  date, 
when  all  healing  is  complete  and  the  flap  is  soft 
and  pliable,  the  deep  transplants  are  grafted. 

S.  Tendons  are  usually  not  repaired  initially 
in  cases  in  which  the  overlying  skin  and  fat  have 
been  badly  damaged  or  lost.  In  an  occasional 
emergency  case  involving  skin  loss  in  which  a flap 
of  skin  and  fat  is  to  be  employed  and  the  tendon 
is  not  badly  crushed,  this  tendon  may  be  re- 
paired. However,  this  is  the  exceptional  rather 
than  the  usual  case.  A free  tendon  graft  or 
tendon  transfer  is  never  performed  in  the  emer- 
gency phase  of  surgery.  This  is  done  only  after 
the  tissues  have  completely  healed  and  softened 
and  always  in  a good  bed  of  soft  tissue,  which 


may  have  to  be  supplied  by  a flap  of  skin  and  fat. 

4.  Fractures  are  reduced  as  anatomically  as 
possible  and  in  a high  percentage  of  cases  are 
best  immobilized  by  intramedullary  wiring,  which 
will  allow  early  motion  in  the  remaining  unaf- 
fected parts  of  the  hand.  Replacement  of  lost 
bone  is  always  done  in  the  secondary  reconstructive 
phase  and  always  in  a bed  of  soft,  well-vascular- 
ized tissue,  as  stated  above. 

5.  Nerves  are  repaired  if  possible  at  the  time 
of  emergency  treatment,  provided  additional 
trauma  is  not  inflicted.  All  nerve  grafts,  how- 
ever, are  performed  in  the  secondary  recon- 
structive phase  and  always  in  a soft,  well-vas- 
cularized bed. 

Cartilage  and  fascia  grafts,  although  readily 
available,  are  rarely  if  ever  placed  since  the 
five  tissues  discussed  above  will  suffice  in  prac- 
tically all  cases. 

Summary  and  Conclusions 

1.  Compound  injuries  of  the  hand  involve 
damage  to  or  loss  of  cutaneous  covering  as  well 
as  deeper  injuries. 

2.  Healing  by  granulation  tissue  and  scar 
epithelium  results  in  a hand  frozen  in  scar  tissue. 

3.  All  irreparably  damaged  or  lost  skin  must 
be  fully  replaced  in  the  initial  treatment  to 
achieve  prompt  healing  and  early  active  and 
passive  motion. 

4.  Tissue  loss  must  be  replaced  by  autogenous 
grafts  of  like  tissue  in  order  to  achieve  early  and 
permanent  healing. 

5.  In  practically  all  cases  the  grafts  available 
for  transplants  are  skin,  flaps  of  skin  and  fat, 
bone,  tendon,  and  nerve,  either  alone  or  in  any 
combination. 

Ill  East  61st  Street 


Anti-A  Agglutinins  in  Pooled  Plasma  as  a Cause  of  Hemolytic  Anemia 


Development  of  severe  hemolytic  anemia  with 
jaundice  in  a hemophilic  patient  given  multiple 
transfusions  of  pooled  plasma  after  an  injury  stimu- 
lated Julius  Rutzky,  Flossie  Cohen,  and  Wolf  W. 
Zuelzer  at  the  Child  Research  Center  of  Michigan, 
Wayne  University,  and  Children’s  Hospital,  De- 
troit, to  extend  their  investigations  of  the  possible 


risks  of  prolonged  administration  of  pooled  plasma 
to  recipients  belonging  to  certain  blood  groups. 
They  conclude  that  giving  large  quantities  of  un- 
titered pooled  plasma  to  recipients  of  blood  groups 
A and  perhaps  B is  potentially  dangerous  due  to 
isoantibody  content  of  the  pooled  plasma. — Blood, 
May,  1956 
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WILLIAM  F.  HARRIGAN,  M.D.,  D.D.S.,  NEW  YORK  CITY 
(From  the  Departments  of  Oral  Surgery  of  Bellevue  Hospital  and  the  New  York  University  College  of  Medicine) 


This  paper  will  deal  with  fractures  of  the 
maxilla  and  zygomatic  complex  of  bones. 
Nasal  fractures  will  not  be  discussed.  Midfacial 
fractures  are  less  common  than  mandibular 
fractures  and  are  usually  associated  with  “dash 
board”  injuries  rather  than  fist  fights  and 
athletics.  Also  other  bodily  injuries,  partic- 
ularly cranial  injuries,  are  present.  Therefore, 
patients  with  midfacial  fractures  are  frequently 
admitted  to  general  surgery  service,  and  many 
times  the  facial  fractures  are  not  recognized 
until  too  late.  Since  the  associated  edema  masks 
the  deformities,  and  other  body  injuries  draw 
attention,  the  face  is  left  alone.  This  is  bad  be- 
cause these  fractures  unite  early,  and  sometimes 
after  two  to  three  weeks  they  cannot  be  moved 
into  proper  position. 

Maxillary  Fractures 

The  maxilla  is  attached  to  the  skull  by  three 
buttresses.  Laterally,  it  is  attached  by  the 
zygomatic  bone;  posteriorly,  by  the  pterygoid 
processes  of  the  sphenoid,  and,  anteriorly,  by  the 
frontal  bone  between  the  orbits.  Considerable 
force  is  necessary  to  create  maxillary  fractures, 
even  though  the  bone  is  thinner  than  the  man- 
dible. This  is  due  to  a certain  amount  of  elas- 
ticity and  pneumatization.  Complete  horizontal 
fractures  of  the  maxilla,  therefore,  usually  occur 
through  the  attachment  of  the  maxilla  to  the 
skull  by  these  buttresses. 

The  displacement  of  maxillary  fractures  is  due 
to  the  force  and  direction  of  the  blow.  Muscle 
pull  plays  little  part  in  ultimate  displacement 
except  that  the  pull  of  the  internal  and  external 
pterygoid  muscles  results  in  a downward  and 
backward  pull  of  the  posterior  of  the  maxilla, 
with  a resultant  open  bite  in  the  front. 

The  most  common  types  of  maxillary  fractures 
are  alveolar,  which  involves  alveolar  process  and 
teeth;  unilateral,  due  to  a blow  to  the  side  of  the 
face  which  will  create  a fracture  through  the 
alveolar  and  palatal  process,  and  horizontal, 
which  may  be  low  or  high.  The  horizontal 
types  result  in  complete  floating  fractures  so 


that  the  entire  middle  of  the  face  may  be  moved 
through  the  fracture  site  as  one  mass.  The  low 
horizontal  type  breaks  through  the  alveolar 
process,  the  palatal  vault,  and  the  pterygoid 
processes.  The  higher  type  results  from  a blow 
on  the  nose  through  the  frontal  processes  of  the 
maxilla  and  the  pterygoids. 

Diagnosis. — If  the  patient  is  conscious,  a 
history  of  where  he  was  hit  should  be  obtained. 
If  it  was  in  the  midline,  a complete  floating  frac- 
ture may  be  present,  or  if  it  was  lateral,  it  may  be 
a unilateral  fracture.  The  most  important 
diagnostic  aid  is  abnormal  occlusion.  Occlusion 
of  the  teeth  is  measured  in  millimeters,  so  that 
even  a slight  displacement  will  cause  a derange- 
ment in  a patient’s  bite.  This  is  very  obvious 
to  the  patient,  and  thus  his  occlusion  should  be 
determined  by  questioning. 

Physical  Examination. — On  inspection  the 
head  looks  like  a balloon.  This  is  particularly 
true  if  there  are  no  lacerations  of  the  soft  tissues, 
which  is  often  the  case.  There  is  swelling, 
periorbital  ecchymosis,  and  usually  bleeding 
from  the  nostrils  (rhinorrhea  should  be  watched 
for). 

Palpation:  This  is  the  most  important  physi- 
cal test  for  these  fractures,  for  they  are  actually 
diagnosed  by  palpating  for  abnormal  movement 
of  the  entire  middle  face. 

Percussion:  Percussion  is  not  too  valuable, 
but  when  upper  teeth  are  percussed,  dullness  will 
be  elicited  as  a result  of  fractures  involving  the 
maxillary  sinuses  whereby  resonance  is  lost. 

X-rays:  Occlusal  film,  particularly  for  the 
palate,  and  anteroposterior  and  Waters’  views  for 
midface  are  important. 

Treatment. — The  object  of  treatment  is  to 
restore  occlusion,  that  is,  function.  This  is  done 
by  open  or  closed  methods.  The  open  method 
is  by  direct  bone  wiring  at  frontomaxillary 
suture  fine  or  through  the  infraorbital  ridge. 
These  are  fixed  cranial  points  and  help  stabilize 
the  fractures.  The  teeth  are  also  wired  in  occlu- 
sion. 

The  closed  method  involves  wiring  the  teeth 
into  occlusion. 
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Complications. — The  early  complications  are 
respiratory  obstruction,  hemorrhage,  and  skull 
injury.  With  skull  injury  one  must  look  for 
rhinorrhea,  otorrhea,  and  bleeding  from  the 
ear.  Later  we  may  find  paresthesia  involving 
the  infraorbital  nerve,  sinusitis,  and  dacro- 
cystitis. 

Fractures  of  the  Zygoma 

Fractures  of  the  zygoma  are  usually  due  to 
accidents  or  fist  fights.  The  zygoma  consists  of 
the  malar  bone  and  four  processes.  The  four 
processes  are  anatomically  known  as  the  orbital 
process,  the  frontal  process,  the  temporal  process 
or  zygomatic  arch,  and  the  maxillary  process. 
There  are  two  types  of  fractures  involving  the 
malar  bone  complex.  One  is  a depressed  frac- 
ture of  the  malar  bone  which  is  in  reality  a mul- 
tiple fracture  involving  the  attachment  of  the 
four  processes  to  the  malar  bone.  The  malar 
bone  itself  does  not  fracture,  but  the  weak  proc- 
esses do.  A depressed  fracture  of  the  processes 
exclusive  of  a depression  of  the  malar  bone  can 
also  occur.  This  usually  involves  the  zygomatic 
arch  but  can  occasionally  be  in  the  orbital 
process. 

Diagnosis. — If  the  patient  is  conscious,  it  is 
helpful  to  find  out  from  him  exactly  where  he  was 
hit.  If  he  was  hit  laterally,  just  anterior  to  the 
ear,  we  may  be  dealing  with  a depressed  fracture 
of  the  zygomatic  arch.  If  he  was  hit  more 
medially,  a depressed  malar  bone  fracture  may 
be  suspected.  We  should  inquire  whether  the 
middle  of  the  face  is  numb.  Numbness  of  the 
middle  of  the  face  occurs  with  depressed  malar 
bone  fractures  due  to  compression  of  the  infra- 
orbital nerve  in  the  infraorbital  canal.  If  the 
malar  bone  is  depressed,  the  sinus  on  that  side  is 
involved,  so  that  there  is  usually  a history  of 
bleeding  from  the  nostril  on  that  side.  There  is 


also  a history  of  inability  to  open  the  mouth  in 
both  these  fractures  because  the  depressed  part 
rides  on  the  coronoid  process  of  the  mandible. 

Physical  Examination. — Inspection  shows 
bleeding  from  the  nostril  on  the  affected  side. 
There  is  also  a definite  deformity  of  the  face  if  it 
is  seen  early  enough.  Many  times  this  deformity 
is  masked  by  edema,  particularly  when  associated 
with  cranial  and  other  facial  injuries. 

Palpation:  Palpation  over  the  definite  weak 
spots  reveals  step  deformities  due  to  the  frac- 
tures. These  step  deformities  are  usually  at  the 
anatomic  points  of  weakness,  mainly  the  zygo- 
matic frontal  suture  line,  the  infraorbital  rim,  and 
the  zygomatic  arch. 

Percussion:  There  is  loss  of  resonance  because 
of  communication  of  the  antrum  through  the 
fracture  with  the  outside  (mouth)  in  depressed 
malar  bone  fractures. 

X-ray:  The  diagnosis  is  confirmed  by  x-ray. 
The  x-rays  used  are  the  Waters’  sinus  position 
and  a silhouette  x-ray  of  the  arch.  This  is  ob- 
tained by  placing  a cassette  flat  on  the  patient’s 
head  and  directing  the  rays  at  right  angles  to  the 
cassette  through  the  angle  of  the  mandible. 

Treatment. — Treatment  of  fractures  of  the 
zygoma  includes  the  Gillies  approach  through 
the  temporal  fascia  (this  approach  can  also  be 
used  for  malar  bone  depressions);  the  oral  ap- 
proach which  may  be  simple  elevation  or  mod- 
ified open  reduction ; and  direct  bone  wiring. 

Complications. — Paresthesia,  which  is  usually 
transient,  may  occur.  Diplopia  may  be  present 
in  severely  depressed  malar  bone  fractures  that 
involve  the  orbital  floor.  If  the  orbital  floor  is 
not  reduced,  there  is  sagging  of  the  orbital  con- 
tents with  resultant  diplopia.  Sinusitis  may 
also  be  a complication. 

70  Central  Park  West 


Sporotrichosis 


Sporotricha  are  found  in  a saprophytic  stage  on 
some  plants  and  animals.  Farmers,  florists,  and 
others  working  around  them  may  become  inoculated 
through  some  local  injury.  In  the  case  reported,  a 
housewife  cut  her  thumb  while  peeling  potatoes 
about  a year  before  she  was  seen  by  Dr.  Jacob  S. 
Ludwig. 

While  sporotrichosis  cannot  be  said  to  be  rare, 
it  is  often  mistaken  as  a bacterial  infection,  con- 


sidered to  be  a pyogenic  granuloma  and,  there- 
fore, treated  surgically.  In  this  country  sporotri- 
chosis is  usually  of  the  lymphangitic  variety,  which 
fortunately  responds  readily  to  the  administration 
of  potassium  iodide.  After  five  months,  on  this 
therapy  (along  with  superficial  x-ray  and  other  sup- 
portive treatment)  this  patient  was  almost  com- 
pletely recovered. — Pennsylvania  Medical  Journal, 
May,  1956 
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Selection  of  Patients  for  Cardiac  Surgery 


GERALD  H.  PRATT,  M.D.,  NEW  YORK  CITY 

(From  the  Cardiac  Surgery  Evaluation  Team  and  the  Cardiovascular  Unit,  Department  of  Surgery,  St.  Vincent’s 

Hospital) 


Ten  years  ago  the  title,  “Selection  of  Patients 
for  Cardiac  Surgery,”  would  not  have  been 
considered  by  a New  York  State  program  com- 
mittee. Medical  and  surgical  progress  has  ad- 
vanced so  much  since  that  time,  however,  that 
today  one  wonders  if  the  subject  is  too  primary 
for  a postgraduate  audience.  The  surgical  suc- 
cesses are  due  to  (1)  modern  anesthesia  including 
hypothermia,  (2)  blood  and  fluid  replacement,  (3) 
improved  surgical  technic,  (4)  drugs  to  combat  in- 
fection and  blood  clotting,  and  (5)  the  extra- 
corporeal circulation  system  which  is  still  in  a 
stage  of  development.  An  oxygenator  or  a 


mechanical  heart  is  the  ideal  toward  which  all 
cardiac  surgery  strives,  for  this  method  permits 
definitive  surgery  at  the  surgeon’s  normal  operat- 
ing speed  under  ideal  circumstances.  It  is 
important  to  realize,  however,  that  efforts  to 
develop  such  a mechanical  heart  have  been 
expended  by  many  able  investigators  for  the 
last  forty-two  years.  Since  the  last  war  in- 
numerable types  of  pumps  have  been  devised, 
and  millions  of  dollars  have  been  spent  on 
them.  While  recent  work  indicates  that  a 
satisfactorily  functioning,  simple  pump  has 
been  nearly  developed,  similar  hopes  in  the 


Fig.  1.  Mitral  commissurotomy,  (a)  Purse-string  suture  in  auricular  appendage. 
(b)  Amputation  appendix  application  of  clamp;  various  shapes  of  appendix  clamps,  (c) 
Finger  spreading  the  mitral  valve.  (Pratt  Cardiovascular  Surgery,  Philadelphia,  Lea  & 
Febiger,  1954) 
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Fig.  2.  Use  of  knife  to  cut  resistant  commissure.  ( Pratt  Cardiovascular  Surgery,  Philadelphia,  Lea  & Fehiger, 

1954) 


past  have  been  unfounded.  In  addition,  many 
patients  with  cardiac  disease  can  be  helped  to- 
day by  the  technics  already  available.  Most  of 
these  patients  cannot  wait  for  the  day  of  the  ideal 
open  cardiac  operation.  Thus  we  discuss  the 
selection  of  patients  who  need  cardiac  surgery  to- 
day and  look  hopefully  for  the  method  which  will 
permit  wider  selection  in  the  future. 

In  most  cases  both  congenital  and  acquired 
cardiac  diseases  have,  either  in  their  origin  or  in  a 
later  stage  of  the  disease,  a mechanical  basis  for 
the  disability  or  death  which  they  cause.  The 
heart  lesions  which  may  be  treated  surgically 
fall  naturally  into  two  types,  those  which  are 
acquired  and  those  which  existed  at  the  time  of 
birth. 

If  we  include  disease  of  the  blood  vessels  with 
heart  disease,  failure  of  the  cardiovascular  system 
is  the  greatest  single  cause  of  death  today.  These 
diseases  will  cause  the  death  of  three  out  of  every 
four  people  who  survive  infancy.  One  out  of 
every  four  deaths  in  the  important  five  to  nine- 
teen-year age  group  is  due  to  this  disease.  The 
acquired  cardiac  lesions  are  those  resulting  from 


disease  and  subsequent  functional  failure  of  the 
valves  and  those  affecting  the  blood  supply  to 
the  heart  itself,  the  coronary  system.  The  other 
conditions,  such  as  constrictive  pericarditis  and 
cardiac  aneurysms,  are  more  rare.  Mechanical 
injuries  to  the  heart  are  not  included  in  this 
discussion. 

Valvular  Disease 

Mitral  Stenosis. — Eighty-five  per  cent  of  the 
million  rheumatics  who  develop  heart  lesions  will 
acquire  mitral  stenosis,  the  most  common  lesion. 
This  lesion  causes  a disease  of  the  valve  leaflets 
and  especially  the  commissures,  mechanically 
preventing  these  valves  from  adequately  opening 
so  that  the  left  ventricle  is  not  satisfactorily 
filled  with  blood  and  its  systemic  output  inade- 
quate. The  auricle  dilates,  the  degree  of  failure 
increases  with  effort,  and  each  failure  predestines 
another.  The  symptoms  are  fatigue,  dizziness, 
and  unconsciousness  with  secondary  pulmonary 
hypertension,  edema,  and  right  heart  failure. 
The  amount  of  stenosis  need  not  be  great  for  the 
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Fig.  3.  Extensive  valve  stenosis  with  new  vegetations. 


syndrome  to  develop.  A mitral  valve  area  of  1 .5 
square  cm.  or  greater  permits  normal  function. 
At  1 square  cm.  the  valve  is  only  20  per  cent  its 
normal  size.  Some  regurgitation  always  accom- 
panies stenosis,  and  this  increases  greatly  as  the 
area  decreases  below  1.5  square  cm.  Thus  be- 
tween a valve  that  admits  the  index  finger  easily 
and  one  that  admits  only  the  little  finger  lies  the 
mechanism  for  cardiac  failure  and  often  death. 

The  selection  of  patients  for  surgical  relief  of 
mitral  stenosis  thus  simplifies  itself.  It  becomes 
the  selection  of  those  who  have  evidenced  cardiac 
failure  even  once  and  who  are  still  in  fair  general 
condition.  Many  of  us  have  felt  that  we  were  in 


the  same  position  surgically  in  operating  on 
patients  with  mitral  stenosis  as  were  our  surgical 
brethren  forty  years  ago  who  were  asked  to  cure 
appendicitis  after  that  organ  had  ruptured.  If 
we  are  given  patients  who  have  had  repeated 
breaks  in  compensation,  whose  cardiac  muscula- 
ture has  been  worn  out  and  beaten  like  a tired 
horse  by  overexertion  and  digitalization,  our 
morbidity  and  mortality  wall  be  high.  If  we 
operate  on  patients  with  mitral  stenosis  after  their 
first  or  first  few  compensation  breaks,  we  feel 
we  can  help  them.  The  selection  of  patients  for 
operation,  therefore,  consists  of  eliminating  those 
with  contraindications  to  surgery,  such  as  the 
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LEFT  VEUTR; 


Fig.  4.  Aortic  stenosis  with  left  ventricle  hypertrophy, 


following : 

1.  Minimal  disease  and  dysfunction.  The 
patient  who  can  get  along  well  and  whose  disease 
is  not  progressing  naturally  needs  no  operation. 

2.  Overage.  This  factor  has  to  be  decided, 
not  on  chronologic  age  alone  but  on  the  age  of  the 
vascular  system. 

3.  Serious  complications.  The  extreme 
arrhythmias,  advanced  renal  disease,  and  hemi- 
plegia probably  constitute  contraindications  in 
most  patients. 

4.  Active  carditis.  Active  disease  of  the 
myocardium  or  valves  is  a definite  contraindica- 
tion to  surgical  intervention. 

5.  Severe  aortic  valve  or  mitral  insufficiency 
disease. 

In  an  effort  to  be  surgically  practical  in  this 
discussion,  I have  deviated  from  the  American 
Heart  Association  and  other  classifications. 

Mitral  Insufficiency. — The  ideal  treatment 
of  this  disorder  will  come  with  open  cardiotomy. 
Some  of  the  insufficiency  which  accompanies 


mitral  stenosis  will  be  corrected  by  enlarging  the 
mitral  valve.  This  frees  the  valve  at  the  com- 
missure and  often  permits  it  to  close  better  than 
before.  If  the  commissures  are  split  too  widely, 
however,  the  reverse  is  true,  and  insufficiency 
may  increase.  Other  surgical  methods  include  a 
purse-string  tie  to  snug  the  heart  down  to  its 
valve  size,  the  introduction  of  a prosthesis,  and 
efforts  to  use  grafts.  If  the  patient’s  progress  is 
downhill,  the  problem  should  be  discussed  frankly, 
and  he  should  be  given  an  opportunity  for  surgical 
repair  before  the  condition  is  irreversible. 

Aortic  Stenosis.- — Admittedly  the  ideal  treat- 
ment for  aortic  stenosis  is  not  yet  available, 
mainly  because  of  the  proximity  of  this  valve  to 
the  vulnerable  coronary  apertures.  Dilators 
passed  through  the  valve  via  the  left  ventricle 
and  some  open  operations  are  feasible  in  selected 
cases. 

The  valve  can  be  dilated  from  above  by  an 
aortic  approach.  In  Grade  II  heart  disease  the 
mortality  is  7 to  15  per  cent.  In  Grade  III  it  is 
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Fig.  5.  X-ray  of  recurrent,  extensive  pericarditis 
treated  by  pericardectomy. 


higher  and  at  present  prohibitive  in  Grade  IV. 
This  therapy  is  in  a stage  of  development,  but  if 
the  patient  obviously  will  be  lost,  he  should  be 
considered  for  operation  at  the  present  time  for 
the  results  in  those  who  survive  are  reasonably 
good. 

Aortic  Insufficiency. — This  is  a most 
serious  heart  lesion.  The  Hufnagle  valve  and 
that  of  Neuman  and  others  have  had  clinical  suc- 
cess, and  certainly  in  the  future  good  results  with 
better  analogous,  homologous,  or  prosthetic  de- 
vices is  certain.  These  valves  are  placed  beyond 
the  coronaries  or  in  the  descending  aorta.  The 
mortality  has  been  20  per  cent.  Replacement  or 
reduplication  of  the  valve  by  a graft  may  be 
possible. 


Pericarditis 

The  surgeon  can  be  a lifesaver  to  patients  with 
pericarditis  in  which  there  is  constriction,  either 
of  the  adhesive  or  persistent  fluid  type.  The 
constrictive  pericarditis  triad  consists  of  (1)  high 
venous  pressure,  (2)  quiet  heart,  and  (3)  low 
arterial  pressure  (acute)  or  ascites  (chronic). 
The  symptoms  are  dyspnea,  edema  fluid  requir- 
ing taps,  and  leather  bottle  heart.  The  relief  of 
the  heart  by  pericardiectomy  can  be  likened  to 
that  which  follows  the  evacuation  of  a tamponade. 
This  condition  and  its  surgical  relief  have  not  been 
emphasized  sufficiently.  It  is  suggested  that 
where  a severe  degree  of  cardiac  disability  exists 


and  the  course  is  downhill,  the  patient’s  history 
should  be  scrutinized  again  for  a telltale  bout  of 
pericarditis.  The  diagnosis  is  not  simple,  but  it 
can  be  made  from  the  history  of  pericarditis,  the 
severity  of  cardiac  failure,  the  severe  compression 
with  bulging  of  the  veins  entering  the  pericardium 
(the  jugulars),  and  by  cardiac  catheterization  and 
in  some  cases  angiocardiography.  In  no  other 
cardiac  condition  does  a surgeon  havemore  to  offer 
a seriously  ill  patient  than  in  constrictive  peri- 
carditis. 

Tumors  of  the  Heart  and  Pericardium 

Both  primary  and  metastatic  tumors,  as  well  as 
cysts  of  the  heart  and  pericardium,  can  be 
diagnosed  now  by  modern  x-ray  technics.  These 
tumors  should  be  treated  surgically  to  eliminate 
the  cysts,  the  benign  tumors,  and  the  early  pri- 
mary malignant  lesions  which  are  now  surgically 
eradicable. 

Coronary  Disease 

Like  other  occlusive  arterial  diseases  the 
coronaries,  when  diseased  or  thrombosed,  present 
problems  of  a life-and-death  nature.  When  a 
major  coronary  vessel  is  occluded  in  a young  in- 
dividual, death  is  usual.  The  older  patient  may 
have  protected  himself  to  some  extent  by  the 
development  of  collaterals.  A direct  approach  to 
the  removal  of  the  occlusion  of  the  coronary 
artery  may  soon  be  effective.  Efforts  to  develop 
collateral  circulation,  however,  are  more  within 
the  realm  of  potential  surgical  success.  It  is 
known  that  patients  have  survived  massive 
thromboses  when  there  are  marked  adhesions 
between  the  heart,  its  covering  sac,  the  lung,  and 
even  the  chest  wall.  The  production  of  such  ad- 
hesions has  successfully  protected  experimental 
animals  from  subsequent  coronary  obstructions. 
Therapeutically,  therefore,  this  treatment  has 
potential  value.  Adhesions  may  be  produced 
by  abrading  the  cardiac  surface,  by  the  introduc- 
tion of  an  irritant,  such  as  asbestos  or  talc,  or  by 
mechanically  suturing  the  structures  together. 
The  implanting  of  a section  of  muscle,  a mammary 
or  intercostal  artery,  or  some  type  of  graft  has 
been  advocated  and  in  a few  selected  patients 
seems  to  have  been  successful.  The  success  of 
Beck’s  shunt  operation  from  the  aorta  to  the 
coronary  sinus  has  not  yet  been  substantiated.  In 
the  young  individual  with  marked  coronary 
disease,  especially  those  who  have  survived  one 
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Patent  ductus  arteriosus.  Recurrent  laryngeal  nerve  identifies  ductus. 

used  for  large  ductus. 


Method  of  ligation  and  suture 


y insult,  surgical  therapy  should  be  considered. 

The  interruption  of  the  sympathetics  to  control 
the  pain  of  coronary  occlusion  and  angina  is  not 
y a new  treatment.  It  is  ba  ed  on  the  fact  that 
ip  angina  in  itself  can  initiate  the  syndrome  and 
id  cause  occlusion.  Its  use  at  present  is  restricted 
to  those  in  whom  the  pain  factor  is  an  overwhelm- 
■e  ing  problem. 


Congenital  Lesions 


The  correction  of  congenital  cardiac  lesions  is 
the  Cinderella  story  of  surgery  and  dates  back 
only  to  1938.  We  are  all  aware  of  the  work  of 
Gross,  Crafoord,  and  Blalock  along  with  the  in- 
numerable others  who  have  followed  them.  Cer- 
tain lesions  now  can  be  attacked  successfully  with 
failures  to  be  expected  only  in  those  in  whom  the 
therapy  is  delayed  too  long  or  in  whom  technical 
errors  or  accidents  occur.  It  is  surprising,  how- 
ever, that  even  today  some  doctors  advise  against 
surgery  to  correct  a lesion  such  as  patent  ductus 
or  coarctation  and  doom  a child  to  restricted 
living  or  even  to  death. 

Patent  Ductus. — This  shunt  between  the 
aorta  and  the  pulmonary  artery  is  essential  for 


fetal  life  but  normally  closes  at  birth.  Its 
persistence  permits  blood  to  pass  continually 
through  the  pulmonary  circulation  without  enter- 
ing the  peripheral  circulation.  In  most  cases  this 
causes  cardiac  hypertrophy  and  failure.  Re- 
tarded growth  and  failure  to  gain  weight,  endo- 
carditis, embolism,  and  infection  are  usual,  and 
these  patients  rarely  live  beyond  their  twentieth 
year.  This  defect  can  be  divided  with  a cure  to 
be  expected.  It  is  our  feeling  that  all  patients 
over  two  years  of  age  with  this  defect  should  be 
operated  on  unless  it  is  obvious  that  they  could 
not  tolerate  an  anesthetic  or  that  the  duct  is 
acting  as  a lifesaving  shunt. 

Coarctation. — These  lesions,  which  occur  in 
0.1  per  cent  of  the  population,  result  in  an  hour- 
glass constriction  of  the  aorta.  Forty  per  cent  of 
these  patients  die  between  the  ages  of  sixteen 
and  thirty,  and  75  per  cent  will  be  dead  by  the 
age  of  forty.  The  operation  should  be  performed 
early  (age  five  to  fifteen)  because  the  collateral 
circulation  which  develops  makes  later  correction 
difficult  and  hazardous.  The  operation  includes 
resection  of  the  constricted  area  and  end-to-end 
anastomosis  or  insertion  of  a graft.  We  believe 
all  of  these  patients  should  be  treated  by  surgery. 
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Fig.  7.  Autopsy  patient  six  years  after  Blalock  bypass  operation. 


Pulmonary  Stenosis  and  Tetralogy  of 
Fallot. — Pulmonary  stenosis  is  the  cause  of 
three  fourths  of  all  cyanotic  congenital  cardiac 
disease.  It  may  occur  as  a pure  stenosis  at  the 
valve  or  as  an  occlusion  below  the  valve  in  the 
infundibulum  of  the  right  ventricle,  or  it  may  be 
associated  in  20  per  cent  with  the  so-called  tetral- 
ogy of  Fallot  (an  overriding  aorta  and  a ventric- 
ular septal  defect).  With  the  cyanosis  there  is 
dyspnea,  clubbing  of  the  fingers,  polycythemia, 
and  repeated  thromboses  which  result  in  neuro- 
logic lesions.  The  diagnosis  can  be  confirmed  by 
physical  exmination,  fluoroscopy,  cardiac  cath- 
eterization, and  angiocardiography. 

In  the  first  two  types  of  stenosis  surgical  treat- 
ment is  effective.  This  is  carried  out  in  most 
cases  today  by  open  cardiotomy  and  division  of 
the  stenosed  valve.  Hypothermia  permits  the 
stenosed  valve  to  be  opened  and  a defective  sep- 
tum repaired.  Where  the  patient’s  status  is 
precarious,  the  valve  may  be  cut  blindly  by  the 
insertion  of  a cardiotome  knife  (Brock)  through 


the  right  ventricle.  The  knife  is  guided  through 
the  valve  into  the  pulmonary  artery,  and  the 
valve  is  divided  as  the  knife  is  withdrawn.  With 
the  pump-oxygenator  more  complicated  problems 
can  be  corrected.  The  short-circuiting  opera- 
tions were  devised  to  permit  the  blood  on  its  way 
to  the  periphery  to  be  sidetracked  into  the  lung 
by  an  anastomosis  of  a systemic  vessel  to  the 
pulmonary  artery.  In  the  Blalock  operation  the 
subclavian  artery  was  united  in  an  end-to-side 
anastomosis  to  the  pulmonary  artery.  Potts 
anastomosed  the  aorta  to  the  pulmonary  artery 
in  a side-to-side  manner.  These  operations 
relieved  the  cyanosis  but  created  an  arteriovenous 
fistula,  the  late  effects  of  which  sometimes  were 
serious. 

In  the  tetralogy  of  Fallot,  in  addition  to  the 
pulmonary  stenosis,  there  is  an  interventricular 
septal  defect  and  an  overriding  aorta,  which  per- 
mits blood  from  both  ventricles  to  enter  the 
aorta.  The  correction  of  this  defect  lately  has 
been  successful  with  open  cardiotomy  by  suturing 
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Fig.  8.  Atrial  septal  defects  at  fossa  ovale  and  also  at  fossa  secundum. 


or  sewing  an  Ivalon  sponge  into  the  defect.  Thus 
all  patients  with  pulmonary  stenosis  should  be 
considered  candidates  for  surgery  before  their 
pathology  is  so  extensive  that  it  cannot  be 
corrected. 

Interatrial  Septal  Defects. — Time  does 
not  permit  details  about  the  cause  of  this  defect. 
It  may  occur  as  a persistent  patent  foramen  or 
ostium  primum,  or  if  the  septum  primum  is  very 
low,  all  four  chambers  may  communicate.  A 
persistent  ostium  secondum  may  also  occur.  In 
the  normal  individual  the  fossa  ovale  has  a valve 
permitting  only  a right-to-left  blood  shunt  which 
closes  at  birth.  Even  if  the  defect  persists,  there 
is  usually  no  shunt  since  the  right  atrial  pressure 
is  lower  than  the  left.  If  the  valve  does  not  func- 
tion, then  a left-to-right  shunt  may  result.  When 
pulmonary  hypertension  occurs,  however,  the 
right  atrial  pressure  may  increase,  and  a right-to- 
left  shunt  then  develops.  A coexistent  mitral 
stenosis  is  known  as  Lutenbacher’s  syndrome. 


Death  usually  follows. 

These  septal  defects  may  be  accompanied  by 
other  congenital  anomalies,  such  as  drainage 
of  the  pulmonary  veins  into  the  right  auricle. 
A common  auricle  or  ventricle  are  other  anomalies. 

Septal  defects  are  diagnosed  by  cardiac  cath- 
eterization, the  most  important  part  of  this 
diagnosis  being  the  actual  passage  of  the  catheter 
through  the  defect.  Pressure  readings  and 
oxygen  content  aid  in  localization  of  the  defect 
and  in  determining  its  extent  and  the  direction  of 
the  shunt.  The  left-to-right  shunts  previously 
were  corrected  by  a closed  or  blind  technic.  In 
this  method  a section  of  the  wall  was  sutured,  or 
the  appendage  was  forced  into  the  defect.  The 
placement  of  sutures  was  done  blindly  with  a 
finger  in  the  appendage  (Bailey) . The  atria  may 
be  separated  by  dissection  and  sutures  placed 
around  the  atrial  septum  (Sondegaard).  Gross 
has  developed  a well  which  he  sutures  over  the 
atria  and  then  opens,  the  atria  permitting  the 
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Fig.  9.  Interventricular  septal  defect.  ( Pathology , Courtesy  Dr.  A.  Rottino,  Pathologist,  St.  Vincent’s  Hospital) 


blood  to  come  up  into  the  well  and  sutures  under 
the  blood.  The  condition  also  may  be  treated  by 
open  cardiotomy.  This  requires  the  use  of  an 
oxygenator  pump  or  hypothermia.  In  the  latter 
event  only  five  to  nine  minutes  can  elapse  with 
the  heart  open. 

Transposition  of  the  Pulmonary  Veins. — 
The  diagnosis  of  this  condition  should  be  made  by 
the  catheterization  studies,  but  unfortunately  it 
may  be  missed.  The  diagnosis  can  be  made, 
however,  by  the  examining  finger  inserted  through 
the  appendage.  In  such  event  the  fossa  ovale 
will  be  found  open.  Its  upper  margin  may  be 
sutured  to  the  upper  margin  of  the  anomalous 
pulmonary  vein,  thus  excluding  all  or  most  of  this 
blood  from  the  right  auricle  and  shunting  it  to  the 
left.  Without  an  oxygenator  one  must  know  this 
condition  exists  prior  to  operation. 

Interventricular  Septal  Defects. — Inter- 
ventricular septal  defects  are  due  to  embryologic 
failures.  If  the  ventricular  septal  defect  is  low, 
the  patient  has  the  same  condition  as  if  he  had 

904 


one  ventricle.  If  it  is  high,  however,  consider- 
able difficulties  will  be  encountered.  Most  such 
conditions  are  accompanied  by  tetralogy  of  Fallot  . 
With  an  extracorporeal  circulation,  open  cardi- 
otomy through  the  ventricle  can  be  performed. 

At  times  it  is  necessary  to  bridge  the  defect  with  a 
foreign  body,  and  the  most  satisfactory  one,  both 
experimentally  and  in  the  few  clinical  operations, 
so  far  performed  is  polyvinyl  sponge,  a substance 
known  as  Ivalon. 

Hypo  t her  mi  a 

At  the  present  time,  hypothermia  has  proved 
to  be  a safe  method  for  open  cardiotomy  op- 
erations. It  has  been  found  that  the  heart 
action  can  be  stopped  for  up  to  twelve  minutes 
in  monkeys  with  reactivation  if  the  temperature 
is  26  to  30  C.  The  blood  supply  to  the  brain  can 
be  shut  off  from  oxygen  (blood  supply)  up  to  j 
thirty  minutes  under  hypothermia  without  perma- 
nent mental  change.  The  heart  muscle  cells, 
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however,  become  more  sensitive  to  anoxia. 
Hyperventilation  reduces  this  sensitivity. 

Thus,  open  operations  are  possible  with  hypo- 
thermia. While  we  are  all  working  with  oxy- 
genated pumps  in  the  laboratory,  when  they  are 
used  on  clinical  patients,  the  mortality  has  been 
too  high.  With  hypothermia  the  mortality  will 
be  low,  depending  on  the  lesion.  This  modality 
permits  operations  with  relative  safety  today  on 
the  patients  who  cannot  wait  with  their  heart 
disease  until  the  ideal  pump,  already  forty  years 
in  its  manufacture,  is  perfected.  The  final 


realization  of  the  ideal  pump-oxygenator  seems 
near. 

Summary 

The  selection  of  patients  for  cardiac  surgery 
depends  upon  a knowledge  of  the  status  of  heart 
surgery — an  ever  changing  and  advancing  field. 
If  this  paper  encourages  you  to  consider  surgery 
for  some  of  your  cardiac  patients  before  an  irre- 
versible heart  status  is  reached,  its  effort  will 
have  been  well  worth  while. 
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Management  of  Suppression  of  Lactation 


Whenever  suppression  of  lactation  is  necessary  or 
i desirable,  it  should  be  accomplished  with  a minimum 
of  discomfort  and  inconvenience  to  the  patient  and 
should  not  have  unpleasant  or  dangerous  sequelae. 
Stilbestrol,  which  has  been  used  most  extensively, 
■ has  not  been  entirely  satisfactory  since  secondary 
breast  engorgement  and  lactation  occur  fairly  fre- 
quently and  withdrawal  bleeding,  at  times  severe 
, enough  to  require  transfusion,  is  encountered  suf- 
s 1 ficiently  often  to  constitute  a serious  objection  to  its 
h use. 

One  of  the  estrogenic  substances  to  become  avail- 
able recently  is  methallenestril,  available  under  the 
trade  name  Vallestril.  Early  reports  on  the  use  of 
this  substance  suggested  that  it  was  a potent  estro- 
gen and  remarkably  free  from  untoward  side-effects, 
i Of  special  interest  is  the  relative  absence  of  with- 
drawal uterine  bleeding.  It  was  therefore  decided  to 
evaluate  the  effects  of  the  drug  for  the  initial  sup- 
pression of  lactation  in  comparison  with  other  sub- 
stances. 

rt  Shook  studied  872  patients  who  were  delivered  of 
viable  infants  over  an  eight-month  period,  and  who 
did  not  nurse. 

Vallestril  was  used  in  a daily  dosage  of  18  mg.  for 
iB  i six  days.  The  results  were  compared  with  those  of 
to  I stilbestrol  and  testosterone,  placebo  medication 
0.  i being  used  in  the  control  group. 

The  results  indicate  that  in  the  doses  used  Valles- 


tril was  highly  efficient  in  preventing  lactation,  en- 
gorgement, pain,  and,  although  stilbestrol  was  ef- 
ficient in  inhibiting  lactation,  a high  incidence  of  re- 
engorgement or  secondary  lactation  accompanied  its 
use.  Testosterone  gave  surprisingly  poor  results. 
It  may  be  that  the  occasional  delay  in  beginning  the 
testosterone  medication  has  adversely  affected  the 
results,  but  this  delay  was  in  no  case  longer  than 
twenty-four  hours. 

In  summary,  Shook  states  that  this  study  indi- 
cates that  withdrawal  bleeding  and  inhibition  of  nor- 
mal involution  of  the  uterus  constitute  a serious 
objection  to  the  use  of  stilbestrol  and  that  stilbes- 
trol-treated  patients  usually  have  secondary  lacta- 
tion and  breast  engorgement;  that  testosterone  is 
ineffective  in  suppressing  lactation  initially  but  is 
otherwise  satisfactory  in  that  secondary  lactation 
and  breast  engorgement  do  not  occur  and  there 
is  no  withdrawal  bleeding;  and  that  Vallestril 
does  prevent  breast  symptoms  and  lactation  ini- 
tially, is  not  follow'ed  by  secondary  lactation  and 
breast  engorgement,  does  not  result  in  withdrawal 
bleeding,  and  does  not  inhibit  normal  involution  of 
the  uterus. 

He  concludes  that  Vallestril  is  the  drug  of  choice 
for  the  suppression  of  lactation  in  nonnursing 
mothers. 

— D.  M.  Shook,  M.D.,  American  Practitioner  &• 
Digest  of  Treatment  June,  1956 
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Sterility  Study  of  the  Infertile  Couple 


LEONARD  F.  CINER,  M.D.,  NEW  YORK  CITY 

( From  the  Departments  of  Obstetrics  and  Gynecology  of  Lenox  Hill  Hospital  and  New  York  University  College 

of  Medicine) 


At  the  present  time  there  are  approximately 
three  and  one  half  million  involuntarily  in- 
fertile couples  in  the  United  States.  A great  deal 
of  attention  is  now  being  given  to  the  handling  of 
these  cases,  and  the  emphasis  has  been  on  the  im- 
portance of  an  integrated  study  and  investigation 
of  each  couple  for  the  achievement  of  best  results. 
This  has  been  shown  by  the  results  obtained  at 
the  Fertility  Service  of  the  Margaret  Sanger 
Research  Bureau.  Of  approximately  3,300 
couples  evaluated  for  diagnosis  and  therapy 
during  a ten-year  period,  900  conceptions  have 
occurred.  The  basic  principle  in  these  investiga- 
tions has  been  the  consideration  of  the  problems 
of  each  couple  as  a unit  rather  than  those  of  each 
individual. 

The  usual  routine  for  the  couple  consists  of 
detailed  histories,  physical  examinations,  and 
laboratory  workup  which  includes  complete  blood 
count,  urinalysis,  sedimentation  rate,  serologic 
test  for  syphilis,  blood  grouping  and  Rh  deter- 
mination, basal  metabolic  rate,  cervical  cytology 
smears,  and  chest  x-ray. 

A basic  part  of  the  routine  is  an  orientation  ses- 
sion, which  husbands  and  wives  attend  together. 
A lecture  by  a staff  physician  explains  the 
anatomic  and  physiologic  factors,  the  many 
conditions  that  may  lead  to  sterility  or  in- 
fertility, the  tests  required  in  individual  cases, 
and  the  nature  of  treatments  that  may  be  neces- 
sary. We  at  the  Sanger  Bureau  feel  strongly 
that  acceptance  of  the  situation  by  the  couple 
and  a realization  that  their  situation  is  not  unique 
will  result  in  release  of  fears  and  tensions.  An 
awareness  that  problems  can  be  transferred  to 
people  who  are  specially  skilled  in  coping  with 
comparable  situations  was  also  considered  to  be  a 
pertinent  factor  for  total  success. 

Usual  procedures  include  the  evaluation  of 
the  cervical  factor  by  bacteriologic  and  pH 
determinations  of  the  cervical  mucus,  its  physical 
characteristics,  and  the  “fern”  phenomenon. 
The  postcoital  examination  is  a routine  part  of  our 
studies.  Tubal  functions  are  evaluated  by  in- 
sufflation with  carbon  dioxide  and  uterosalpingog- 
raphy with  contrast  media.  Ovulatory  func- 
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tions  are  measured  by  daily  basal  body  tempera- 
ture charts,  endometrial  biopsy,  and  daily  vaginal 
smears  when  indicated.  Study  of  the  husband 
includes  a detailed  seminal  analysis  with  partic-  ‘ 
ular  attention  to  quantity  and  the  quality  of  the 
motility  of  sperm.  Specialized  procedures  in- 
clude a thorough  endocrine  study,  psychiatric 
evaluation,  and  the  use  of  whatever  therapy  may 
be  indicated. 

In  a study  of  500  pregnancies  from  the  Fertility 
Service  of  the  Margaret  Sanger  Research  Bureau,  ' 
as  reported  by  Stone  and  Ward,1  the  major 
factors  responsible  for  success  in  the  cases  re-  I 
viewed  were  classified  into  11  general  groups  as  ' 
follows: 

1.  Vaginal  (2.06  per  cent). — This  group  in-  I 
eludes  cases  in  which  pregnancy  followed  shortly  1 
after  control  of  severe  vaginal  infection  or  the  ! 
use  of  a special  precoital  douche  designed  to  in- 
crease the  motility  and  longevity  of  sperm  in  the 
vagina. 

Case  1. — Primary  infertility  of  nine  months  dura- 
tion had  been  present.  Semen  was  reported  good, 
and  the  wife  was  normal  with  patent  tubes.  Two 
postcoital  tests  were  poor.  A buffered  douche  was 
used,  and  the  third  postcoital  test  was  found  to  be 
highly  satisfactory.  Conception  occurred  at  the 
time  of  this  test. 

2.  Cervical  ( 14  per  cent) . — Many  pregnancies 
followed  treatment  of  cervical  infections,  erosion, 
stricture,  or  other  local  pathology. 


Case  2. — There  had  been  infertility  for  six  years. 
All  aspects  were  normal  except  for  repeatedly  poor 
postcoital  tests  and  endocervicitis.  Bacteriologic 
studies  were  done  by  cultures  with  sensitivity  evalua- 
tions to  direct  the  choice  of  antibiotics.  A second 
culture  after  treatment  showed  absence  of  the 
pathogenic  organism.  Conception  occurred  the 
following  month. 

3.  Uterine  (2.04  per  cent). — Treatment  of 
retroversion  and  fibromyomas  was  necessary  in 
the  following  case. 


Case  3. — Infertility  had  been  present  for  five 
years.  Seminal  analysis  was  excellent.  The  wife 
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had  multiple  fibroids,  which  were  removed,  and 
conception  occurred  shortly  afterward. 

4.  Tubal  (15  per  cent). — Some  pregnancies 
occurred  after  improvement  of  tubal  physiology 
or  patency  as  the  result  of  insufflation,  salpingog- 
raphy, drug  therapy,  or  physiotherapy. 

Case  4- — There  was  a history  of  infertility  for 
three  years  in  this  case.  Semen  and  postcoital  tests 
were  adequate,  but  tubal  insufflation  was  con- 
sistently atypical.  Later  a hysterosalpingogram 
showed  bilateral  patency.  The  patient  conceived 
in  the  cycle  following  this  procedure. 

5.  Ovarian  (3.2  per  cent). — Included  are 
cases  in  which  the  essential  difficulty  appeared  to 
be  a deficiency  in  ovulation  and  in  which  preg- 
nancy followed  either  hormonal  therapy  or 
pituitary-ovarian  irradiation. 

Case  5. — Infertility  of  five  years  duration  had  been 
present.  The  husband’s  seminal  fluid  was  satis- 
factory, and  postcoital  test  was  good.  The  wife’s 
menstrual  cycles  were  irregular  and  anovulatory, 
but  the  tubes  were  normally  patent.  Endometrial 
biopsy  showed  a nonsecretory  endometrium.  Pro- 
longed hormonal  therapy  was  of  no  avail.  The  wife 
then  received  low-voltage  x-ray  therapy  to  ovaries 
and  pituitary  gland.  She  then  began  to  ovulate  and 
subsequently  conceived. 

6.  Male  (4.6  per  cent). — Included  in  this 
category  are  cases  where  pregnancies  followed 
marked  improvement  in  previously  poor  seminal 
fluid.  In  these  cases  the  wife  had  been  found  to 
be  apparently  normal. 

Case  6. — Two  and  one-half  years  of  infertility 
had  elapsed.  The  husband’s  semen  originally  re- 
vealed a count  of  8,000,000  per  cc.  with  very  poor 
motility.  Wife’s  findings  were  within  normal  limits. 
The  husband  was  treated  with  thyroid,  vitamins,  and 
small  doses  of  testosterone.  Semen  improved  to  a 
count  of  31,000,000  with  better  motility,  at  which 
time  wife  became  pregnant. 

7.  Homologous  Insemination  or  Utiliza- 
tion of  Husband’s  Semen  (2.07  per  cent). — The 
usual  indications  were  oligospermia  or  repeated 
unsatisfactory  postcoital  tests.  Homologous  in- 
semination was  considered  the  factor  responsible 
for  the  pregnancy  when  it  occurred  during  the 
cycle  in  which  inseminations  were  done. 

Case  7. — Infertility  had  been  present  for  seven 
years.  Seminal  fluid  was  satisfactory,  but  repeated 
fi'1  postcoital  tests  were  poor.  Tubes  were  patent,  and 
»•'  endometrial  biopsy  revealed  ovulation.  Homol- 


ogous insemination  was  initiated;  conception  oc- 
curred during  the  first  month. 

8.  Sexual  Pattern  (4.8  per  cent). — Con- 
ceptions followed  a change  in  the  patterns  of 
sexual  behavior  or  in  attitudes.  Relief  of 
vaginismus,  improvement  in  coital  technics,  or 
timing  of  intercourse  at  frequent  intervals  during 
fertile  period  of  cycle  were  effective. 

Case  8. — Infertility  had  been  present  for  fifteen 
months.  Examination  revealed  that  penetration 
had  never  occurred.  Conception  followed  soon  after 
normal  relations  were  established. 

9.  General  Health  (3.4  per  cent). — In 
these  cases  pregnancy  occurred  after  the  general 
health  of  husband  and/or  wife  had  been  improved 
by  adequate  diet,  vitamins,  thyroid,  hematinics, 
or  other  measures. 

Case  9. — There  had  been  infertility  for  two  years. 
Semen  was  satisfactory,  and  postcoital  tests  were 
good.  Tubes  were  patent,  ovulation  normal.  Basal 
metabolic  rate  of  wife  was  minus  23.  Thyroid  was 
prescribed,  and  conception  occurred  six  months 
later. 

10.  Psychologic  (24.4  per  cent). — Whenever 
no  physical  reason  could  be  found  for  the  in- 
fertility and  conception  occurred  soon  after  the 
initial  interview  and  examination  or  after  a few 
routine  tests  which  revealed  no  pathology,  the 
pregnancy  was  considered  to  be  due  to  a change  in 
the  emotional  attitudes  of  the  couple.  Over  two 
thirds  of  the  patients  in  this  group  had  been 
attempting  conception  for  from  one  to  ten 
years.  We  can  explain  these  pregnancies  on  no 
other  basis  up  to  this  time. 

This  group  indicates  one  reason  why  great 
emphasis  is  placed  on  the  emotional  aspects  in 
order  to  effect  release  of  fears  and  tension. 

Case  10. — Secondary  infertility  of  four  years 
duration  had  been  present.  Examinations  which 
were  performed  were  completely  negative.  Con- 
ception occurred  three  months  later,  before  all  tests 
had  been  completed. 

11.  Multiple  (25.6  per  cent). — When  more 
than  one  of  the  preceding  factors  seemed  equally 
important  as  the  cause  of  sterility,  the  causative 
agents  were  considered  to  be  multiple.  In  this 
group  there  were  usually  two  factors,  but  some- 
time there  were  more  than  two. 

Case  11. — Infertility  had  been  present  for  five 
years.  Semen  was  barely  passable  in  motility.  The 
husband  was  placed  on  thyroid,  and  after  one  year 
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semen  was  considered  normal.  The  wife  had  a 
history  of  pelvic  inflammatory  disease.  Repeated 
tubal  insufflations  showed  patency  with  spasm. 
Postcoital  tests  were  never  satisfactory.  The  en- 
docervix  was  treated  with  silver  nitrate.  Hystero- 
salpingograms  showed  a left  hydrosalpinx,  but  there 
was  patency  on  the  right.  Conception  occurred  in 
cycle  following  the  one  in  which  this  procedure  was 
done. 

The  treatment  of  the  husband  and  of  the  cervix 
and  tubes  were  all  necessary  to  achieve  conception 
in  this  case. 

In  summarizing  the  relationship  of  types  of 
disorder  to  conception,  the  striking  fact  was  that 
the  highest  percentage  of  difficulties  was  in  psycho- 
logic and  multiple  groups.  This  would  indicate 
the  essential  role  of  emotional  factors  in  human 
fertility.  In  the  multiple  group  the  problems 
are  plural,  requiring  thorough  investigation  of 
both  husband  and  wife  with  treatment  of  the 
various  difficulties  as  they  are  revealed. 

These  two  groups  accounted  for  50  per  cent 
of  the  successful  cases;  the  cervical  and  tubal 
factors  included  30  per  cent,  and  the  remaining 
20  per  cent  was  distributed  among  the  other 
seven  groups.  It  is  interesting  to  note  that  in  the 
cervical  and  tubal  factor  group,  only  nine  con- 
ceptions followed  surgery.  Four  of  these  were 
surgery  of  the  cervix,  two  were  tubal  plastic 
operations,  and  two  were  myomectomies,  and 
one  was  a vasoepidydimal  anastomosis. 


Interestingly,  in  this  group  of  500  pregnancies 
over  half  the  couples  conceived  within  six  months 
and  80  per  cent  within  a year.  Generally,  those 
who  were  infertile  for  over  five  years  needed 
treatment  for  longer  periods  before  pregnancy 
occurred. 

A follow-up  of  the  pregnancies  studied  revealed 
findings  comparable  to  a group  of  pregnancies  for 
the  population  at  large.  Our  group  had  82.5  per 
cent  full-term  pregnancies,  16.6  per  cent  spon- 
taneous abortions,  and  0.8  per  cent  ectopic 
pregnancies.  The  pregnancy  wastage  compares 
favorably  with  an  ordinary  group,  once  the  in- 
fertility problem  is  resolved,  and  the  chance  of 
a couple’s  having  a normal  child  is  equal  to  any 
average  couple. 

Summary  and  Conclusion 

One  is  impressed  by  the  need  for  an  exhaustive 
and  individual  study  of  each  couple  with  a fertility 
problem.  It  is  quite  apparent  that  this  type  of 
medical  evaluation  is  imperative  if  we  hope  to 
achieve  a successful  outcome  for  the  infertile 
couple.  A successful  result  is  indeed  rewarding 
for  both  doctor  and  patients. 

68  East  79th  Street 
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Severe  Alcoholism  in  Career  Military  Personnel 


Of  173  Navy  and  Marine  Corps  career  personnel 
(eight  years  or  more  of  service)  admitted  to  this 
psychiatric  service,  94  were  diagnosed  as  severely  al- 
coholic. Observation  during  the  ten  months  of  the 
study  in  group  and  individual  therapeutic  sessions 
brought  out  certain  basic  emotional  needs  of  these 
patients  in  relation  to  the  military  framework.  As 
in  findings  generally  in  other  alcoholics,  there  were 
in  this  group  outstanding  personality  features  of  ma- 
ternal dependency,  avoidance  of  responsibility  and 
personal  decision,  oral  needs  satisfied  by  alcohol  or 
food,  and  self-destructive  feelings  both  conscious  and 
unconscious.  These  needs,  indicates  Dr.  Jack  V. 
Wallinga,  U.S.  Naval  Hospital,  Oakland,  California, 
are  related  to  the  choice  of  a military  career.  As  the 


career  lengthens,  the  increasing  weight  of  responsi- 
bility and  necessity  of  making  decisions  which  go 
with  promotion  and  experience — the  very  thing  they 
chose  a military  career  to  avoid — dependence  on  al- 
cohol as  an  ego  defense  increases.  Often  these  anx- 
ieties are  intensified  with  the  prospect  of  approach- 
ing discharge,  when  these  men  will  be  on  their  own. 
The  personality  factors  leading  to  alcoholism,  as  well 
as  the  alcoholism  itself,  then  tend  to  become  disab- 
ling. In  view  of  this,  certain  modifications  of  the 
traditional  military  structure  are  suggested  aimed  at 
making  it  possible  for  these  individuals  to  function 
more  satisfactorily  in  military  organizations. 

— U.S.  Armed  Forces  Medical  Journal,  April, 
1956 
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Allergy  and  Its  Relation  to  Industry 


THELMA  BROCK,  M.D.,  BUFFALO,  NEW  YORK 


The  subject  of  allergy  and  its  relation  to 
industry  is  a very  broad  one  with  many 
different  aspects.  This  paper  will  attempt  to 
highlight  a few  of  the  commoner  ones. 

At  the  present  time  most  employes  are  in- 
sured to  some  extent  for  injuries  or  diseases 
resulting  from  or  aggravated  by  their  occupa- 
tions. The  employe,  honestly  or  dishonestly, 
attributes  his  illness,  injury,  or  disability,  to  his 
occupation.  The  doctor  must  state  with  a rea- 
sonable degree  of  certainty  whether  the  illness, 
injury,  or  disability  is  of  occupational  origin, 
whether  it  is  aggravated  by  the  occupation  or 
previous  occupation,  or  whether  it  has  no  bearing 
at  all  on  the  occupation.  The  fee  for  his  services 
must  come  from  either  the  patient  or  the  insur- 
ance carrier.  If  the  patient  starts  treatment 
with  the  assumption  that  the  disease  is  of  oc- 
cupational origin  but  later  discovers  that  it  is 
not,  he  may  be  unable  or  unwilling  to  pay  a fee. 
This  might  in  some  instances  prejudice  the 
physician  toward  a diagnosis  of  occupational 
disease.  The  insurance  companies  must  either 
accept  or  reject  the  claim,  a situation  which, 
fortunately  for  all  concerned,  has  led  to  con- 
siderable study  of  occupational  diseases. 

Because  of  possible  litigation  in  compensation 
cases,  care  must  be  exercised  in  the  publishing  of 
articles  by  authoritative  sources  so  that  general- 
izations are  not  used  lightly,  and  an  attempt  must 
be  made  to  define  and  qualify  conditions  care- 
fully. These  articles  are  not  infrequently  used 
to  the  detriment  either  of  the  employe  or  of  the 
carrier. 

There  are  few  occupations  in  which  some  al- 
lergenic material  cannot  sensitize  a predisposed 
individual.  Some  occupations,  however,  carry 
greater  hazards  than  others. 

Schepers1  says:  “Industrial  asthma  is  now  by 
no  means  limited  to  hereditarily  predisposed 
individuals  though  it  naturally  includes  such 
cases.”  The  major  occupational  chest  diseases 
encountered  are  anthracosis,  silicosis,  asbestosis, 
and  siderosis. 

Bronchitis  and  asthma  are  the  cardinal  com- 
plications in  these  diseases.  Why  then  should 

Presented  at  a meeting  of  the  Women’s  Medical  Society  of 
New  York  State,  Syracuse,  New  York,  October  15,  1955. 


these  not  be  considered  in  relation  to  allergy? 
Quartz  can,  through  a complicated  process,  be- 
come an  altered  protein,  act  as  a sensitizer,  and 
even  cause  cross  sensitization.1  “The  balance 
of  evidence  inclines  to  the  acceptance  of  bron- 
chitis and  asthma  as  occupation  entities  under 
certain  circumstances.”1  There  must  be  a 
causal  relationship  between  asthma  and  bron- 
chitis and  the  inhalation  of  mineral  dust,  such  as 
quartz  or  some  organic  compound,  which  may  be 
natural,  synthetic,  or  some  animate  substance, 
living  or  dead,  like  molds.  For  such  a causal 
relationship  to  be  recognized  there  must  be  at 
least  a 1 per  cent  incidence  in  any  industry. 
The  bronchitis  or  asthma  may  also  be  influenced 
by  smoking,  infection,  allergy,  air  pollution  and 
atmospheric  conditions,  dampness,  medications, 
nutrition,  general  health,  and  emotional  factors. 
Industrial  asthma  or  bronchitis  may  aggravate 
pre-existing,  nonindustrial  pulmonary,  cardiac, 
or  systemic  disease,  and  these  in  turn  may  ag- 
gravate the  industrial  bronchitis  or  asthma. 

Asthma  in  industry  may  be  caused  by  repeated 
overwhelming  exposures  of  primary  allergens, 
such  as  raw  wool,  cotton,  kapok,  furs,  grains, 
molds,  and  many  other  substances.2  Working 
conditions  at  times  may  be  a secondary  cause,  as 
with  the  employe  who  is  able  to  tolerate  his 
perennial  allergens  at  work  until  the  pollen 
season  arrives  and  then  is  overcome  with  asthma. 
Fumes,  gases,  and  strong  odors  may  act  in  a non- 
specific fashion  to  aggravate  or  initiate  symptoms 
of  asthma  in  sensitive  individuals.  Although  the 
patient  may  wheeze  or  have  a severe  attack  of 
asthma  at  work,  it  may  be  caused  by  something 
he  ate  at  home  or  contacted  on  his  way  to  work. 
There  may  also  be  psychogenic  factors  which  can 
precipitate  an  attack  of  asthma  at  work  when  no 
physical  allergen  is  demonstrable.  Such  con- 
ditions as  cold  air,  sudden  heat,  ice,  pressure,  or 
friction  can  reproduce  symptoms  resembling 
allergic  diseases. 

True  allergens  in  manufacturing  processes  are 
generally  discovered  because  of  the  epidemic- 
like nature  of  mass  responses.3  Therefore,  the 
doctor  must  question  and  examine  the  employe 
very  carefully  and  must  study  all  conditions 
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TABLE  I. — Principal  Inorganic  Primary  Irritants’ 


Acids* 

Alkalies 

Irritant  Elements  and  Salts 

Arsenious 

Alkaline  sulfides 

Antimony  and  salts 

Chloroplatinic 

Sodium  hydrate,  carbonate,  silicate,  metasilicate  Arsenic  and  salts 

Chlorosulfonic 

Potassium  hydrate  and  carbonate 

Chromium  and  alkaline  chromates 

Chromic 

Ammonium  hydrate  and  carbonate 

Copper  sulfate  and  cyanide 

Hydriotic 

Barium  hydrate  and  carbonate 

Mercuric  salts 

Hydrobromic 

Calcium  oxide,  hydrate,  cyanamide,  and  carbonate  Zinc  chloride 

Hydrochloric 

Trisodium  phosphate 

Silver  nitrate 

Hydrofluoric 

Sodium,  potassium, 

phosphorus  elements  (burn) 

Hydrofluosilic 

Nitric 

Perchloric 

Phosphoric 

Sulfuric 

* Including  some 

of  their  salts. 

TABLE  II. — Principal  Organic  Primary  Irritants*.’ 

Organic  Acids  and  Anhydrides  Organic  Alkalies 

Organic  Solvents 

Acne  Producers 

Acetic,  chloracetic  (mono,  di.  tri)  Ethanolamines 

Petroleum  solvents 

Petroleum  oils 

Anisic 

Methylamines 

Coal  tar  solvents 

Cutting  oils 

Carbolic  (phenol) 

Chlorinated  hydrocarbon  solvents 

Pitch 

Cresylic 

Esters 

Tar 

Formic  (formaldehyde) 

Ketones 

Paraffin  (impure) 

Aminonaphthol 

Turpentine 

Solid  chloronaphthalenes 

sulfonic 

Terpenes 

Solid  chlorofenzols 

Lactic 

Carbon  bisulfide 

Solid  chlorodiphenyls 

Maleic 

Alcohols 

Chlordiphenyl  oxides 

Metanelic 

Solid  chlorophenols 

Oxalic 

Salicylic 

* Also  includes  essential  oils. 


having  a possible  relationship  to  the  asthma. 
The  following  should  be  ascertained: 

1 . Did  the  patient  ever  have  asthma  previous 
to  the  particular  job?  If  so,  where? 

2.  Does  the  patient  have  a family  history  of 
allergy? 

3.  When  did  the  asthma  start,  and  where? 

4.  What  relieves  it? 

5.  What  aggravates  it? 

6.  Does  the  asthma  disappear  over  the  week- 
end or  a holiday? 

Mention  of  some  industries  where  asthma  may 
be  on  a purely  allergic  basis  might  be  of  interest: 

1.  Cotton  industry — Byssinosis  caused  by 
sensitization  to  the  protein  fraction  of  cotton, 
afflicting  particularly  cotton  spinners  and  strip- 
pers. 

2.  Sugar  cane  industry — Bagassosis  due  prob- 
ably to  the  quartz  in  the  waste  of  the  sugar  cane 
after  the  sugar  has  been  extracted. 

3.  Grain  industry — Handlers,  millers,  and 
even  stenographers  working  in  offices  attached 
to  the  mills  may  suffer  from  asthma.  They  are 
affected  most  by  wheat,  followed  by  rye,  barley, 
oats,  and  also  by  fungi,  particularly  Aspergillus 
and  Mucor. 

4.  Brewers — Penicillium  mold. 


5.  Haymakers — A variety  of  molds. 

6.  Woodworkers — Wood  dust  and  mold. 

7.  Fur  handlers — Furs,  dyes  (paraphenylene 
diamine),  hides,  wool,  and  down. 

8.  Printers — Gum  acacia  and  gum  arabic. 

9.  Drugs — Sensitize  personnel  from  the  man- 
ufacturer to  nurses,  doctors,  etc. 

10.  Welding — Fumes  of  chromium. 

11.  Metal  workers — Fumes  of  chromium, 
chromium  salts,  gold,  silver,  copper  during 
smelting,  soldering,  or  manufacture  of  alloys. 

12.  Miners — May  have  true  allergic  asthma 
from  sensitivity  to  an  overwhelming  exposure  to 
fungi  or  sensitivity  to  a fungous  infection  (for 
example,  moniliasis). 

In  the  consideration  of  the  dermatoses  the 
physician  must  know  whether  the  condition  was 
present  before  this  particular  occupation,  whether 
it  developed  during  exposure  or  possibly  within  a 
week  following  exposure,  and  whether  similar 
lesions  have  occurred  in  fellow  employes. 

The  character  of  the  lesion  is  important.  Is  it 
acute,  as  evidenced  by  erythema  with  papules, 
vesicles,  and  oozing?  Are  the  lesions  dry  and 
fissured,  which  are  expressions  of  chronicity? 

The  site  of  the  original  lesion  is  most  impor- 
tant. If  it  is  on  the  face  and  neck,  it  is  likely 
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TABLE  III. — Cutaneous  Sensitizers7 


A.  Dye  intermediates 

1.  Aniline  and  compounds 

2.  Chlor  compounds 

3.  Nitro  compounds 

4.  Acridine  compounds 

5.  Naphthalene  compounds 

6.  Benzidine  and  compounds 

7.  Benzanthrone  and  compounds 

8.  Naphthylamines 

B.  Dyes 

1.  Fur  and  hair — paraphenylenediamine 

2.  Leather — Bismarck  brown  and  nigrosin 

C.  Fabric — safranine 

D.  Photo  developers — paraphenylenediamine 

E.  Rubber  accelerators  and  antioxidants — guanidines  and 

toluidines 

F.  Soaps — containing  excess  of  free  alkali 

1.  Perfumes 

2.  Antiseptics 

G.  Insecticides 

1.  Creosote 

2.  Nicotine 

3.  Tar 

4.  Pyrethrum 

5.  Mercury  compounds 

6.  Phenol  compounds 

7.  Petroleum  distillates 

8.  Arsenic  compounds 

9.  Fluorides 

10.  Lime 

11.  Rotenone 

12.  Thiocyanates 

H.  Cosmetics — containing 

1.  Irritant  or  photosensitizing  dyes 

2.  Essential  oils 

3.  Perfumes 

4.  Resins 

I.  Oils 

1.  Cutting  oils  (the  inhibitor  or  antiseptic) 

2.  Coning  oils 

3.  Sulfonated  oils 

4.  Linseed 

5.  Mustard 

6.  Coconut 

7.  Cashew  nut 

8.  Tung  oil 

9.  Essential  oils  of  plants  and  flowers 

J.  Resins 

Natural 

1.  Pine  resin 

2.  Wood  resin 

3.  Burgundy  pitch 

4.  Japanese  lacquer 

5.  Dammar 

6.  Copal 
Synthetic 

1.  Alkyd  (paints) 

2.  Vinyl  (floor  covering) 

3.  Acrylic  acid 

4.  Phenol  ) Formaldehyde 
Urea 

K.  Coal  tar  and  its  direct  derivatives,  such  as  acridine, 

anthracene,  pyridine,  phenol,  creosol 

L.  Explosives,  such  as  trinitrotoluene  (T.N.T.),  picric  acid 

and  picrates 

M.  Plasticizers — stearic  acid 


that  vapors  or  fumes  are  responsible.  If  the 
clothing  has  not  been  changed,  the  vapors  may 
penetrate  and  involve  the  body.  The  hands, 
fingers,  and  forearms  are  likely  to  be  involved 
with  solids.  Points  of  friction  may  create  special 
areas  of  sensitization,  as  under  a cuff,  collar,  shoe 
top,  ring,  or  watch  strap.4-5 

Dermatoses  in  industry  are  caused  predom- 


TABLE  IV. — Agents  Producing  Dermatoses  and  Their 
Action  on  the  Skin 


1 . Keratin  solvents 

Alkalies 

Soaps 

2.  Desiccators  or  hygroscopic  agents  (remove  water  from 

skin) 

Sulfuric  acid 
Powerful  alkalies 
Calcium  oxide 

3.  Protein  precipitants 

Heavy  metal  salts 

4.  Fat  solvents 

Turpentine 
Petroleum  distillates 
Volatile  hydrocarbon  solvents 

5.  Oxidizers 

Chlorine  gas 
Hydrogen  peroxide 
Chromic  acid  and  salts 

6.  Hydrolizers 

Formaldehyde 

7.  Keratogenic  agents 

Petroleum 
Coal  tar 

8.  Sensitizers 

Dyes 

Soaps 

Cosmetics 

9.  Photosensitizers 

Petroleum 
Coal  tar 
Bromfluorescin 


inantly  by  chemicals  which  may  be  primary 
cutaneous  irritants,  cutaneous  sensitizers,  or 
both.  A primary  cutaneous  irritant  is  an  agent- 
which  will  cause  dermatitis  by  direct  action  on 
the  normal  skin  at  the  site  of  contact  if  per- 
mitted to  act  over  a sufficient  period  of  time. 
The  more  concentrated  and  the  longer  the 
contact,  the  greater  the  inflamation.  Since  only 
substances  which  wet  the  skin  can  affect  it,  a 
primary  irritant  must  be  soluble,  even  if  only 
slightly  so,  in  the  secretions  of  the  skin;  other- 
wise, the  primary  irritant  must  first  be  dissolved 
in  a solvent.  A primary  irritant  such  as  formalin 
may  also  be  a sensitizer.6 

A cutaneous  sensitizer  is  an  agent  which  does 
not  necessarily  cause  demonstrable  cutaneous 
changes  on  first  contact  but  may  effect  such 
specific  changes  in  the  skin  that  after  five  to 
seven  days  or  more  further  contact  on  the  same 
or  other  parts  will  cause  dermatitis. 

There  is  an  overwhelming  number  of  both 
primary  irritants  and  cutaneous  sensitizers.  In 
listing  them  I have  tried  to  choose  those  which 
are  more  frequently  encountered.  The  principal 
primary  irritants  are  both  inorganic  and  organic 
and  are  described  in  Tables  I and  II.  Table  III 
lists  some  cutaneous  sensitizers. 

Agents  producing  dermatoses  are  classified  by 
their  action  on  the  skin  in  Table  IV,  and  in 
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TABLE  V.— Factors  in  the  Diagnosis  of  Industrial 
Skin  Diseases 


A.  History — most  important 

1.  Whether  or  not  symptoms  were  present  before 

occupation 

2.  Developed  during  exposure  (industrial) 

3.  Lapse  of  a week  following  exposure  (incubation 

period) 

4.  Similar  condition  in  fellow  employes 

B.  Site 

1.  Onset — exposure  parts 

Hands,  fingers,  forearms  (solids) 

Face  and  neck — vapors  and  fumes 

Body  (if  vapors  and  fumes  penetrate  clothing) 

2.  Points  of  friction 

Cuffs — wrists 
Collars — neck 
Shoes — ankles 

3.  Later — generalized 

C.  Character  of  lesion 

1.  Erythema,  papules,  vesicles,  oozing,  crusting 

2.  Paronychia  \ fruit  and  vegetable  canners 
Anycholysis  / 

3.  Acne-like  lesions 

Chlorinated  naphthalenes  and  diphenyl 
Certain  tar  compounds 

4.  Oils — boils  and  furuncles  especially  on  hairy  por- 

tions of  the  body 

5.  Keratosis 

Paraffin — grease,  tar 

6.  Dry,  fissurized  eczemas 

Sugar,  salt,  lime 
Petroleum  distillates 


Table  V are  summarized  the  essential  factors  to  be 
considered  in  the  diagnosis  of  industrial  skin 
diseases. 


Summary  and  Conclusion 


The  role  that  allergy  plays  in  industry  and  its 
consequences  in  terms  of  money,  efficiency,  and 
health  are  so  important  that  widespread  studies 
and  investigations  are  extremely  necessary.  In 
some  instances  the  relationship  of  allergy  to  in- 
dustry is  definite  and  clear-cut.  Other  areas 
are  less  well  defined  and  even  vague.  When, 
with  sufficient  time  and  study,  the  areas  are 
clarified,  much  will  be  accomplished  for  the 
benefit  of  the  patient  and  industry  as  well. 

964  Delaware  Avenue 
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Old  Parr 


In  the  year  1635,  eleventh  in  the  reign  of  His 
Gracious  Majesty  King  Charles  the  First,  there 
lived  in  the  county  of  Shropshire,  England,  one 
Thomas  Parr,  who  was  reputed,  on  what  was 
deemed  indisputable  authority,  to  be  152  years  old. 
Old  Parr,  as  he  was  affectionately  known,  was  living 
quietly  on  his  native  heath,  and  might  have  well 
survived  another  half-century  or  so,  had  not  his 
fame  one  day  reached  the  ears  of  the  great  Lord 
Thomas  Howard,  Earl  of  Arundel  and  Constable  of 
England,  who,  yielding  to  a sudden  whim,  ordered 
the  old  man  up  to  London.  Old  Parr  dutifully 
came,  on  a litter  provided  by  Lord  Howard.  He  was 
appropriately  wined  and  dined,  and  thereupon  he 
promptly  died.  At  this  juncture,  King  Charles — 
always  more  concerned  with  the  oddities  than  with 
the  necessities  of  his  kingdom — expressed  his  inter- 
est by  commanding  his  personal  physician,  one 


William  Harvey,  to  perform  an  autopsy  on  the  mor- 
tal remains  of  Old  Parr.  Dr.  Harvey  was  also  at 
the  time  Professor  of  Anatomy  in  the  London  Col- 
lege of  Physicians.  As  a practitioner  Dr.  Harvey 
was  thought  by  his  contemporaries  to  be  somewhat 
crack-brained,  by  reason  of  an  odd  book  he  had  re- 
cently published  on  the  circulation  of  the  blood;  but 
even  his  friends  agreed  that  he  was  a good  anato- 
mist. At  all  events  he  did  the  autopsy,  and  pro- 
nounced all  the  organs  of  the  late  Thomas  Parr  to  be 
quite  normal,  as  healthy  and  sound  as  on  the  day  he 
was  born.  It  was  noted  that  there  was  not  even 
calcification  of  the  costal  cartilages.  No  anatomical 
cause  of  death  was  found,  and  Old  Parr  was  de- 
clared to  have  died  of  a surfeit.  He  was  buried  in 
Westminster  Abbey,  where  his  tombstone  can  still  be 
found. — D.  W.  Richards,  The  Aging  Lung,  Bulletin  of 
the  New  York  Academy  of  Medicine,  June,  1966 
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The  Treatment  of  Osteoarthritis:  General  and 

Specific 

ESTHER  TUTTLE,  M.D.,  NEW  YORK  CITY 


To  treat  osteoarthritis  successfully,  there 
must  be  a separate  plan  for  each  patient. 
Diagnosis  exists  only  for  the  purpose  of  aiding  in 
the  treatment  of  the  patient.1  Arthritic  patients, 
even  those  with  incurable  conditions  or  irrevers- 
ible deteriorations,  can  be  made  more  comfort- 
able through  supportive  measures.  The  phy- 
sician must  be  willing  to  take  the  time  required  to 
explain  this  to  the  patient.  The  hygiene  pro- 
gram and  the  functional  and  nutritional  re- 
sources of  the  various  organs  of  the  patient  must 
be  brought  to  maximum  efficiency.  This  gives 
the  joints  better  service  and  less  work  and  will 
also  remove  one  or  more  of  the  original  causes 
of  the  degenerative  joint  situation.  Again,  with 
maximum  general  health,  you  attain  joint  ef- 
ficiency. 

Reassurance 

Evaluation  of  the  facts  in  relation  to  normal 
health  is  needed.  The  patient  must  understand 
that  the  illness  of  one  organ  is  often  due  to  the 
failure  of  another  and  that  this  in  turn  is  the 
result  of  causes  ferreted  out  only  by  intensive 
examinations.  The  existence  of  several  chronic 
disorders  in  the  same  patient  is  the  rule  rather 
than  the  exception,  and  each  increases  the  vul- 
nerability of  the  patient  to  related  disease.  Facts 
are  evaluated  in  relation  to  normal  physiology 
and  health.  The  discovered  abnormalities  are 
conveyed  to  the  patient  in  relation  to  their 
effect  on  reserve  capacities.  Patients  are  then 
reassured  and  guided  as  befits  their  intellectual 
understanding.  By  offering  explicit  reasons  for 
each  therapeutic  measure,  better  cooperation 
is  obtained,  and  apprehensions  are  generally' 
avoided. 

The  patient  is  advised  that  the  same  treat- 
ment required  to  restore  an  abnormal  condition 
to  normal  must  continue  for  several  months  for  a 
“maintain-the-gain”  period.  The  importance  of 
a health  reserve  is  explained.  A health  reserve 
like  a wealth  reserve,  must  be  maintained  for  the 
unforeseen  future  when  excessively  heavy  de- 


mands may  be  made  on  the  body’s  reserves. 

Rest 

The  physical  law  of  conservation  of  energy 
applies  to  the  osteoarthritic  patient.  Judicious 
rest  is  important  in  the  treatment  of  this  disease, 
and  the  degree  of  rest  depends  on  the  severity 
and  extent  of  the  disease.2 

Rest  for  the  involved  joint  means  not  using  it. 
It  may  require  an  initial  period  of  strict  rest  in 
bed,  especially  when  weight-bearing  joints  are 
involved,  followed  by  a gradual  resumption  of 
activity  as  tolerated  by  the  affected  joints.3 

Prolonged  immobilization  in  bed  contributes 
to  the  loss  of  nitrogen,  potassium,  phosphorus, 
and  sulfur.  It  may  also  lead  to  considerable 
loss  of  calcium  with  the  development  of  osteo- 
porosis in  which  the  serum  calcium  may  be  found 
to  be  normal.  The  administration  of  calcium  is 
contraindicated  since  it  may  lead  to  the  forma- 
tion of  renal  calculi.  Changes  develop  in  the 
protein  matrix  in  which  a lack  of  calcium  deposit 
becomes  evident.  To  prevent  such  a mineral 
loss,  a high-protein  diet  must  be  supplied.  Early 
massage,  physiotherapy,  and  ambulation  are 
also  recommended. 

Emotional  stress  situations  may  provoke  pro- 
found alterations  in  the  body’s  metabolic  de- 
mands. They  cause  a depletion  in  tissue  nu- 
trients by  disturbance  in  protein  metabolism, 
resulting  in  lowered  resistance  to  infection  and 
retarded  healing.  Enzyme  activity  is  disturbed ; 
anemia  and  edema  may  appear  and,  with  them, 
prolonged  illness.  It  is  a common  experience 
for  quiescent  arthritis  to  erupt  acutely  following 
emotional  upset  or  fatigue.  Attitudes  which 
manifest  a deep-seated  psychologic  disturb- 
ance require  attention.  Psychosomatic  therapy 
should  be  applied  to  remove  the  primary  cause. 
Overwrought  nerves  and  fatigue  may  require 
bed  rest  and  occupational  therapy  for  the  relief 
of  boredom. 

In  addition  to  analgesics,  sedatives,  and  anti- 
spasmodics,  the  new  tranquilizing  drugs  have 
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been  found  useful  as  adjuncts  to  symptomatic 
treatment.  By  reducing  the  threshold  to  pain, 
the  osteoarthritic  symptoms  are  relieved. 

Correction  of  Trauma 

Congenital  joint  defects  impose  added  strain, 
as  may  joint  instability  from  ligamentous  de- 
ficiency or  from  muscle  weakness,  e.g.,  pronated 
feet  or  dislocated  hip.  Medical,  physical,  or 
surgical  correction  may  be  required  to  attain  the 
best  joint  mechanics.  The  correction  of  de- 
formities often  requires  orthopedic  appliances, 
such  as  foot  supports,  knee  caps  or  braces  to 
relieve  painful  knees,  bed  board,  back  braces,  or 
special  corsets  and  abdominal  supports.  Obes- 
ity must  be  treated  for  it  increases  the  tend- 
ency to  repetitive  microtrauma. 

The  strain  imposed  by  occupation  can  acceler- 
ate the  degenerative  process  and  increase  the 
liability  toward  clinical  symptoms.  It  may 
necessitate  a change  in  occupation  or  the  use  of 
mechanical  support  during  work  hours,  with 
time  allotted  to  rest. 

Improving  Resistance 

In  all  cases  of  chronic  arthritis  any  focus  of 
infection  needs  discovery  and  removal.  Even 
though  we  know  infection  can  never  cause  the 
disease,  we  also  know  toxins  are  aggravators, 
acting,  in  a sense,  as  microtraumatic  agents, 
which  demand  extermination.  Foci  of  infection 
are  generally  due  topoor  local  resistance.  Nicety 
in  judgment  is  required  to  remove  these  foci.4 
Drastic  and  vigorous  attack  is  futile.  Some- 
times removal  can  only  be  accomplished  after 
building  up  systemic  resistance. 

Gastrointestinal  Tract 

The  gastrointestinal  tract  must  be  brought  up 
to  normal  functioning.  Particularly,  there  may 
be  constipation  which  requires  regulation,  and 
toxic  gases  subsequent  to  constipation  must  be 
corrected.  Impaired  digestion  and  absorption, 
as  in  gastrointestinal  disturbances,  diseases  of 
the  gallbladder,  diarrhea,  or  associated  endo- 
crine imbalance,  must  be  treated.  The  pres- 
ence or  absence  of  acid  and  enzymes  in  the  di- 
gestive tract  is  of  obvious  significance.  Such 
deficiencies  may  be  supplied  by  appropriate 
prescription.  The  stomach  may  need  hydro- 
chloric acid,  or  other  compounds  containing 
hydrogen  ions  may  be  substituted. 


Nutrition 

Nutritional  disease  is  a major  etiologic  factor 
in  metabolic  disorders.  In  the  majority  of 
patients  in  this  study,  these  processes  were 
profoundly  disturbed. 

The  osteoarthritic  patient  with  nutritional 
deficiencies  may  come  to  his  physician  burdened 
by  outmoded  medical  ideas,  by  a pessimistic 
attitude  toward  his  illness,  and  by  food  habits 
and  prejudices  not  conducive  to  optimal  health. 
Unhappiness  may  curtail  his  appetite  so  that 
he  becomes  a victim  of  undernutrition  and  mal- 
nutrition, or  he  may  compensate  for  his  frus- 
trations by  overindulgence  in  food,  becoming 
overweight  with  the  usual  chain  of  handicaps. 
To  determine  his  deficiencies  a complete  nu- 
tritional survey  should  be  made,  including  a 
consideration  of  the  psychologic,  social,  eco- 
nomic, and  physiologic  needs.5 

A fisting  of  the  patient’s  eating  habits  and 
dietary  intake  is  desirable.  He  should  write 
down  for  a period  of  a week  the  food  and  bev- 
erages consumed  daily  for  breakfast,  lunch, 
dinner,  and  between-meal  snacks.  This  fist 
should  take  into  consideration  religious  attitudes 
and  dietary  customs  with  an  ethnographic  back- 
ground; it  should  discover  individual  food 
antipathies,  fallacies,  and  foibles.  For  instance 
the  view  once  prevailed  that  meat  was  the 
cause  of  many  infirmities,  such  as  gout,  arthritis, 
and  hypertension.  A present-day  diet  without 
meat  is  apt  to  be  low  in  protein,  especially  in 
superior  protein  containing  amino  acids,  and 
poor  in  B complex  vitamins  and  antianemia 
factors.  A meatless  diet  produces  anemia,  a 
condition  which  leads  to  fatigue,  lassitude, 
constipation,  and  emotional  disturbance.  It 
also  leads  to  anemic  anoxia.  Cells  deprived  of 
part  of  their  oxygen  quota  for  too  long  tend  to 
deteriorate  physiologically.  It  must  be  remem- 
bered that  tissues,  once  depleted,  require  more  of 
the  essential  factors  than  is  possible  to  secure  in 
even  optimal  diets.  Therefore,  supplementa- 
tion is  prescribed.6 

Protein:  The  diet  must  be  high,  not  in  any 
protein,  but  the  superior  protein  contained  in 
lean  meat,  fish,  fowl,  and  cottage  cheese.  When- 
ever patients  object  to  the  use  of  meat  because 
of  dental  difficulties,  they  may  avail  themselves 
of  baby  foods. 

Special  care  must  be  given  to  meats  whose 
content  of  invisible  fat  is  high,  since  so  much 
of  this  fat  is  cholesterol.  Only  lean  meats  should 
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be  provided  as  a source  of  biologically  adequate 
protein.  Glandular  meats,  such  as  liver,  kidney, 
pancreas,  or  brain,  should  be  completely  elim- 
inated from  the  diet. 

Fats:  It  has  been  demonstrated  that  a relation 
exists  between  the  nature  and  amount  of  lipids 
ingested  and  the  presence  of  hypercholesterol- 
emia and  certain  associated  diseases  like  athero- 
sclerosis and  osteoarthritis.  Part  of  the  cho- 
lesterol found  in  the  human  economy  is  synthe- 
sized from  appropriate  material,  and  a much 
larger  part  is  absorbed  in  the  diet.  Further- 
more, in  osteoarthritis  there  is  a congenital  in- 
ability to  excrete  cholesterol  because  of  the 
hereditary  nature  of  this  function.  Diet  has 
little  effect  on  the  disturbed  serum  cholesterol 
and  phospholipids  in  hypothyroidism.  Dieting 
is  limited  as  an  important  aid  in  the  control  of 
cholesterol  but  is  used,  along  with  the  restoration 
of  normal  thyroid  levels  by  thyroid  therapy. 
Sources  of  visible  fat  must  be  restricted,  except 
for  the  vegetable  oils  which  are  allowed  in  moder- 
ation. 

Lecithin:  The  equilibrium  of  the  cholesterol- 
phospholipid  ratio,  so  important  in  modifying  or 
preventing  the  development  of  osteoarthritis,  is 
stabilized  through  the  use  of  the  lecithins  which 
are  the  principle  vehicle  for  fatty  acid  absorption. 

Thyroid:  An  essential  measure  in  the  treat- 
ment of  biochemical  metabolic  dysfunctions 
which  threaten  osteoarthritis  consists  of  the 
stepping  up  of  aerobic  and  anaerobic  oxidation. 
Intracellular  oxidation  is  invigorated  by  small 
doses  of  thyroid  judiciously  administered  under 
proper  supervision.  The  dose  must  be  increased 
to  the  individual’s  maximum  tolerance  to  syn- 
thesize the  utilization  of  the  lipids. 

The  greatest  preventive  therapy  lies  in  the 
early  recognition  of  hypothyroidism  and  its 
correction.  The  thyroid  gland  is  essential  in 
maintaining  normal  body  functioning.  Any 
dysfunction  that  tends  toward  a deprivation  of 
thyroid  secretion  must  be  detected  and  treated 
promptly. 

Bad  habits  are  a cause  for  decline  in  tissue 
function,  especially  those  concerned  with  nutri- 
tion, such  as  overindulgence  in  food  or  liquor  and 
the  use  of  tobacco  and  sedatives. 

Minerals:  The  essential  minerals  must  be 
provided  by  supplementation  if  they  are  inad- 
equate in  the  diet.  These  are  especially  iron, 
sodium,  calcium,  and  phosphorus.  The  best 
dietary  sources  for  calcium  and  phosphorus  are 
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milk  or  cheese  made  by  the  enzyme  or  rennet 
process. 

Vitamins:  Vitamin  deficiencies  are  determined 
clinically  or  by  blood  analysis  and  are  replaced 
both  by  diet  and  the  commercially  available 
vitamins.  Vitamin  K deficiencies,  most  com- 
mon in  liver  and  gallbladder  disease,  may  be 
recognized  by  low  prothrombin  values.  Anti- 
biotics destroy  intestinal  bacteria  which  supply  a 
number  of  important  vitamins,  such  as  vitamin 
K and  a few  of  the  B complex  group.  The  sali- 
cylates deplete  the  body  of  vitamins  C and  K. 
Absence  of  bile  salts  seriously  affects  the  di- 
gestion of  fats,  and  the  fat-soluble  vitamins 
A,  D,  E,  and  K are  not  absorbed  in  the  absence  of 
bile  salts  in  the  intestinal  tract.  The  use  of 
estrogens  calls  for  a greater  intake  of  B vita- 
mins. All  these  factors  enter  into  the  consid- 
eration of  correct  vitamin  supplementation. 

The  En docrin e-Nutri tion a l 
Relationship 

The  hormones  are  used  as  an  auxiliary  to 
nutritional  therapy.  When  patients  assimilate 
nutritional  substances,  particularly  proteins, 
vitamins,  and  hormones,  in  physiologic  amounts, 
they  may  restore  function  to  tissues  and  check 
the  progression  of  a disease. 

Deficiencies  in  the  endocrine  system  may  place 
an  osteoarthritic  person  in  negative  calcium 
balance.  Since  calcium  ions  are  necessary  in 
many  biologic  processes,  such  as  blood  coagula- 
tion, muscular  contractions,  and  neuromuscular 
equilibrium,  in  cases  of  imbalance  this  element 
is  removed  from  the  bones.  A high-protein, 
high-vitamin  diet  will  aid  in  correcting  this  sit- 
uation. Furthermore,  maximum  retention  of 
calcium  is  achieved  with  the  aid  of  the  steroid 
hormones.  When  bone  demineralization  is  the 
result  of  hormonal  insufficiency,  it  is  treated  by 
adding  the  specific  hormone  in  adequate  dosage 
to  the  diet. 

Estrogen  has  a particular  influence.  It  tends 
to  inhibit  the  deposit  of  cholesterol  in  selected 
arteries,  acting  favorably  in  retarding  athero- 
genesis.  In  general,  estrogen  alone  was  used 
in  both  sexes  in  small  doses  sufficient  to  aid  in 
changing  abnormal  lipid  patterns  to  normal. 
When  in  the  male  the  feminizing  effects  of  estro- 
gen appear  to  interfere  with  its  anabolic  action, 
testosterone  is  added. 

Whenever  implicated,  imbalances  in  any  of  the 
hormones  are  considered  and  treated.  The  in- 
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cidence  of  deficiencies  in  thyroid,  ovarian,  testos- 
terone, pancreas,  and  steroid  hormones  and 
subsequent  degenerative  vascular  disease  is  so 
great  as  to  warrant  their  inclusion  as  one  of  the 
major  causes  in  the  development  of  degenerative 
joint  disease.  Hormones  must  be  considered  an 
important  adjunct  in  nutritional  therapy. 

Sustained  hypercholesterolemia  has  so  far  been 
produced  only  by  the  suppression  of  normal 
thyroid  function.  Now  the  serum  cholesterol 
can  be  elevated  by  the  prolonged  administration 
of  the  cortisones  or  ACTH.  Occasionally,  with 
careful  serologic  studies,  the  cautious  use  of 
cortisone  or  ACTH  is  warranted,  especially  if 
there  is  an  elevated  sedimentation  rate  and  if 
rheumatoid  arthritis  appears  to  be  concomitant 
with  osteoarthritis. 

Trial  use  of  hydrocortisone  is  suggested  since 
cortisone  will  increase  only  the  peripheral  blood 
flow7  and  in  osteoarthritis  there  is  a circulatory 
insufficiency  in  the  joints.  Therefore,  for  pain 
and  muscle  spasm,  where  conservative  methods 
fail,  guided  use  of  both  these  hormones  is  war- 
ranted.8 

Analgesics 

In  addition  to  hormones  and  vitamins,  anal- 
gesics and  antispasmodics  are  prescribed  in  a 
capsule  as  follows: 

Mephenesin  (250  mg.):  Along  with  its  anti- 
spasmodic  action  as  a muscle  relaxant  me- 
phenesin reduces  certain  neuromuscular  impulses 
between  connecting  nerve  cells  in  the  nerve 
pathways  of  the  brain  and  spinal  cord  without 
affecting  voluntary  function. 

Sodium  salicylate  (200  mg) : This  drug  is  used 
for  its  analgesic  action  and  as  a uric  acid  elim- 
inant.  Its  antirheumatic  action  is  attributed 
to  its  partial  oxidation  in  the  body  to  a genti- 
sate.  A salicylate  provides  prompt  relief  from 
pain. 

Sodium  gentisate  (100  mg.):  The  corrective 
action  of  sodium  gentisate  is  generally  not  im- 
mediate. Its  chief  usefulness  is  as  a hyaluron- 
idase  inhibitor.  In  the  chemical  changes  in- 
volved in  the  osteoarthritic  joint,  as  a result  of 
destruction  of  the  cartilage  due  to  interference 
with  its  blood  supply,  the  joint  fluid  undergoes 
changes.  An  excessive  amount  of  hvaluronidase 
is  present  in  the  synovial  fluid.  The  salicylate, 
by  its  quicker  action,  acts  partially  but  more 
rapidly  as  an  inhibitor  of  hyaluronidase,  and  both 
aid  in  the  relief  of  pain. 


Potassium  para-aminobenzoic  acid  (60  mg.): 
The  established  antirheumatic  efficacy  of  the 
salicylate  component  is  greatly  enhanced  by 
para-aminobenzoic  acid  through  its  synergistic 
analgesic  action  and  its  elevation  of  the  plasma 
salicylate  level  through  retardation  of  the  rate  of 
urinary  excretion  of  salicylate.  This  compound 
is  also  called  vitamin  Bx.  It  inhibits  the  action 
of  the  sulfonamides  and,  therefore,  they  should 
never  be  used  together. 

Ascorbic  acid  (50  mg.):  This  drug  functions  in 
various  oxidation-reduction  reactions  of  the 
tissues  and  is  essential  for  normal  metabolism. 
It  aids  in  the  prevention  of  degenerative  changes 
in  connective  tissues. 

Sodium  nucleate  (12.5  mg.):  Sodium  nucleate 
is  employed  in  this  formula  to  aid  in  tissue 
metabolism  and  to  prevent  the  cumulative  ac- 
tion of  the  toxins  by  detoxification. 

Glutamic  acid  (12.5  mg.):  This  amino  acid, 
resulting  from  the  hydrolysis  of  proteins,  is  used 
as  a nutritive  in  the  treatment  of  muscle  weak- 
ness. Like  sodium  nucleate  it  has  detoxifying 
properties. 

Cortisone  acetate  (2.5  mg.) : This  drug  is  used 
for  its  anti-inflammatory  activity  via  its  hor- 
monal activity. 

Methadone  (5  mg.):  Methadone  is  the  most 
effective  analgesic.  For  exquisitely  painful  joints 
it  is  well  to  prescribe  up  to  ten  doses.  Codeine 
may  be  used,  but  its  constipating  action  makes 
it  an  inferior  analgesic. 

Substances  found  to  be  of  little  or  no  value  are 
vaccines,  sulfur,  antibiotics,  and  bee  or  cobra 
venom.  Phenylbutazone  was  discarded  because 
of  its  toxic  action  on  the  blood. 

Commonly  Affected  Joints 

Spine.' — The  spine  is  the  most  common  site 
for  osteoarthritis,  and  symptoms  are  frequently 
pronounced  when  x-ray  findings  are  slight  or 
negative.  There  may  be  advanced  x-ray  evi- 
dence of  the  disease  with  vague  or  no  discomfort 
in  the  spine.  Often  the  disease  produces  a 
radial  pain  by  compression  of  nerve  roots.  Tiffs 
occurs  most  commonly  in  the  cervical  and 
lumbar  spine  from  which  pain  radiates  down  the 
arms  and  legs  and  into  the  hands  and  feet. 
Pain  from  the  periosteum  in  the  spine  often 
diffuses,  with  radiation  to  considerable  distances 
from  its  source. 

Cervical  Spine. — Because  of  the  numerous 
interconnections  of  the  cervical  nerves,  disease 
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in  the  cervical  spine  may  cause  occipital  head- 
ache, earache,  sore  throat  (greater  on  one  side), 
and  thoracic  pain  simulating  angina  pectoris  or 
trouble  in  the  breast.  A sudden  head  lurch  may 
cause  a spastic  bulge  in  the  trapezius  muscle. 
At  first  pain  may  be  unilateral;  later  it  may  be 
bilateral.  The  pain  varies  from  dull  to  ex- 
cruciating, while  in  some  patients  the  only 
symptoms  are  a dead  sensation  or  a numbness 
and  tingling  in  the  fingers. 

In  some  cases  abrupt,  acute  pain  may  awaken 
the  patient  from  sleep,  and  frequently  this  pain 
localizes  in  the  deltoid  bursa.  These  symptoms 
frequently  appear  months  or  even  years  before 
the  patient  complains  of  any  discomfort  in  the 
neck. 

Because  the  lesion  is  in  the  cervical  vertebrae, 
the  application  of  physical  treatment  must  be 
chiefly  to  its  origin,  even  though  the  symptoms 
are  localized  in  the  nerve  peripherally.  Short- 
wave diathermy  followed  by  light  massage  and 
gentle  exercise  of  the  neck  and  shoulder  muscles 
may  give  considerable  relief. 

Sometimes  cervical  spine  stretching,  by  pulling 
upward  on  the  head  while  the  patient  is  seated, 
will  relieve  pain  and  numbness  secondary  to  osteo- 
arthritic  changes  in  the  spine  with  nerve  root  ir- 
ritation. 

Similarly,  downward  traction  in  the  pelvis  or 
involved  leg  may  relieve  sciatic  nerve  root 
irritation.  Here  the  same  modalities  are  used, 
and  a bed  board  is  also  employed.  Hot  tub 
baths  for  twenty  minutes  help  in  both  instances, 
preferably  with  an  ice  bag  to  the  head. 

Shoulder. — When  pain  is  mild  and  localized, 
injections  of  procaine  and  hydrocortisone  may 
be  tried,  combined  with  rest  and  heat  therapy 
for  quick  relief  of  symptoms.  Rarely  in  the 
chronic,  persistently  painful  shoulder  surgical 
excision  of  the  acromial  end  of  the  clavicle  is 
necessary  which  usually  results  in  relief  of  pain 
with  good  function. 

Acute  subdeltoid  bursitis  usually  responds  to 
rest,  restriction  of  motion  to  the  limit  of  comfort, 
injections  of  the  bursa  with  procaine  and  hydro- 
cortisone, and  x-ray  therapy. 

Temporomandibular  Joints. — These  joints 
may  be  treated  by  external  heat  and  by  hot 
water  in  the  mouth.  Immediately  after  the  ap- 
plication of  heat  the  patient  should  exercise  the 
jaws  by  opening  and  closing  his  mouth  widely 
and  slowly.  If  necessary,  a dental  consultation 
should  be  obtained  to  correct  malocclusion. 


Physical  Medicine 

Since  osteoarthritis  is  a joint  manifestation  of  a 
general  circulatory  disease,  physical  measures  to 
increase  the  local  circulation  in  the  joints  be- 
come an  important  part  of  therapy.9  Inflam- 
mation occurs  in  osteoarthritis,  not  as  a primary 
condition  but  is  secondary  to  the  damaged  artic- 
ulating surfaces  of  the  joint.  When  the  joint  is 
used,  friction  occurs,  leading  to  inflammation. 
Friction  increases  the  intra-articular  heat  and 
produces  a traumatic  synovitis.  This  produces 
pain  and  muscle  spasm.  The  spasm  predis- 
poses to  contractures  of  the  periarticular  tissues 
and  restricts  motion  of  the  involved  joint.  The 
joint  is  used  less,  and  a progressive  joint  weak- 
ness results,  causing  still  further  impairment  in 
its  functional  capacity. 

Heat  is  a versatile  form  of  physical  energy.  It 
may  be  transmitted  by  direct  heating,  as  by  im- 
mersion in  water,  or  may  be  derived  from  the 
projected  heat  of  a baking  lamp  and  from  the 
passage  of  high-frequency  currents  through 
the  tissues  in  shortwave  diathermy.  Ultrasonic 
therapy  involves  a form  of  radiant  heat  by  agi- 
tation of  the  molecules  in  the  tissues.  Heat 
increases  circulation  in  the  joint  and  encourages 
favorable  metabolic  processes.  It  expedites 
healing  of  diseased  tissues,  relieves  pain  and 
stiffness,  induces  relaxation  before  massage,  and 
alleviates  muscle  spasm. 

Water  is  an  excellent  medium  for  thermal 
therapy.  Hydrothermal  measures,  such  as  com- 
pressed packs  and  contrast  baths,  utilize  the 
principle  that  the  greater  the  difference  in  tem- 
perature between  water  and  skin,  the  greater  are 
the  physiologic  effects  of  both  hot  and  cold  ap- 
plications. Cold  constricts  peripheral  vessels 
and  is  used  for  immediate  relief  of  acute  or  early 
stages  of  inflammation.  The  contrast  bath  uses 
hot  and  cold  water.  T wo  containers  large  enough 
to  immerse  the  parts  treated  are  used.  This  is 
especially  useful  in  treating  hands  and  feet. 
The  bath  is  continued  for  twenty  or  thirty 
minutes  with  the  first  and  last  immersion  in  the 
hot  water.  Acutely  inflamed  joints  do  well 
wrapped  in  large  dressings  of  magnesium  sulfate 
which  are  kept  wet  and  hot  for  half-hour  inter- 
vals or  longer.  The  whirlpool  bath  is  a hydro- 
kinetic  measure  which  combines  massage  with 
heat  and  permits  underwater  exercise.  A hot 
tub  bath  at  about  100  F.  for  at  least  twenty 
minutes  affords  relief  from  pain. 

Massage  is  contraindicated  in  active  or 
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hypertrophic  arthritis,  as  are  all  kinds  of  early 
manipulations.  Massage  is  used  to  assist  in  the 
flow  of  blood  and  lymph  proximally  and  to  soften 
and  stretch  rigid  muscles,  tendons  and  joint 
capsule,  thereby  helping  to  restore  the  range  of 
motion  in  joints.  It  also  effects  muscle  relaxa- 
tion and  relieves  spasm.  When  a joint  is  acutely 
painful,  it  should  not  be  massaged  at  all.  As 
soon  as  pain  is  no  longer  severe,  massage  is 
applied  to  the  muscles  above  and  below  the 
joint,  at  first  very  gently.  As  the  acute  symp- 
toms subside,  massage  can  be  applied  more  vig- 
orously to  the  muscles  and  later  to  the  joint 
itself,  but  never  to  the  extent  of  inflicting  pain, 
and  it  must  always  be  preceded  by  heat  and  fol- 
lowed by  rest. 

Exercise  is  a definite  procedure  for  maintaining 
normal  range  of  motion  in  joints,  restoring 
restricted  ranges,  and  maintaining  or  restoring 
muscle  power.  There  is  no  set  formula  for  the 
kind  of  exercise,  its  duration,  or  extent.  The 
purpose  of  exercise  is  to  prevent  adhesions  and 
contractures  around  the  joint.  Light  move- 
ments are  allowed  as  soon  as  they  are  not  ac- 
compained  or  followed  by  pain.  Exercise  is 
encouraged  to  the  limits  of  the  patient’s  toler- 
ance. Fatigue  or  pain  lasting  more  than  a few 
hours  are  signs  that  disease  limits  have  been 
exceeded.  Movements  are  often  possible  in 
warm  water  that  are  impossible  outside  of  it. 
Since  the  capacity  for  exertion  varies  from  day 
to  day,  the  extent  of  any  favorite  and  suitable 
exercise  should  be  varied  accordingly. 


Increase  in  Population  of 

Children  under  eighteen  in  the  United  States  in- 
creased in  number  by  more  than  a third  during  the 
ten  years  following  World  War  II  to  reach  a record 
total  of  552/3  million,  a gain  of  more  than  14  million 
over  the  1945  figure,  according  to  the  Metropolitan 
Life  Insurance  Company’s  statisticians. 

The  increase  is  by  far  the  greatest  in  the  coun- 
try’s history.  For  comparison,  during  the  three 
decades  of  1900  through  1930  the  children  at  these 
ages  increased  by  only  12 'A  million. 

This  explanation  is  offered  by  the  statisticians: 
“The  situation  reflects  essentially  a new  outlook  to- 
ward family  life  by  our  young  people — the  propor- 
tion married  is  at  an  all-time  high,  and  they  are 
marrying  and  starting  their  families  earlier.” 

The  postwar  upsurge  in  the  number  of  children 
is  concentrated  very  largely  at  ages  under  ten  years, 


Surgery  may  be  required  after  the  joint  dis- 
ease is  quiescent.  Bony  exostoses  limiting 
joint  movement  may  have  to  be  removed  and 
contracted  tendons  divided  to  straighten  a crooked,  j 
neglected  joint.  In  the  removal  of  hypertrophied 
fringes  with  joints  obstructed  by  villous  growths, 
there  may  be  great  relief  from  symptoms  and 
resultant  improvement  in  function.  Surgery 
is  rarely  necessary  in  osteoarthritic  joints  given 
proper  medical  care. 

Summary 

Osteoarthritis,  a degenerative  joint  disease,  is  ] 
a chronic,  intermittently  progressive  disease.  In 
outlining  its  treatment,  particular  emphasis  has 
been  paid  to  nutrition,  rest,  emotional  stability, 
and  endocrine  balance.  Diets,  minerals,  vita- 
mins, hormones,  and  analgesics  are  specifically 
outlined.  Physiotherapy  for  the  arthritic  pa- 
tient and  for  the  most  commonly  affected  sites 
is  described. 
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Children  Under  Eighteen 

a study  of  Bureau  of  the  Census  data  shows,  with 
the  number  at  ages  under  five  increasing  by  41  per 
cent  and  at  ages  five  to  nine  by  58  per  cent.  In 
contrast,  the  increase  at  ages  ten  to  fourteen  was 
only  24  per  cent,  while  at  ages  fifteen  to  seventeen 
there  was  actually  a small  decrease. 

The  teenagers  are  the  children  who  were  born 
just  before  the  war,  when  the  birth  rate  was  still 
relatively  low.  Within  the  next  few  years  their 
number  will  rise  rapidly  as  the  large  cohort  of 
younger  children  grows  older. 

Because  people  are  living  longer,  today’s  children 
are  less  likely  to  be  orphaned  than  was  the  case  in 
past  generations.  In  1955  less  than  five  per  cent 
of  children  under  eighteen  had  lost  one  or  both  par- 
ents; as  recently  as  1920  the  proportion  was  16  per 
cent. 
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( From  Grasslands  Hospital,  Valhalla,  New  York,  and  the  Department  of  Physical  Medicine  and  Rehabilitation, 
New  York  University  College  of  Medicine,  New  York  City) 


The  evolution  of  physical  medicine  and  re- 
habilitation as  a medical  specialty  has  led 
to  the  need  for  a reappraisal  of  the  hospital’s 
scope  of  activities.  The  great  diversity  in 
hospitals,  both  in  size  and  extent  of  medical 
services,  has  emphasized  the  importance  of 
flexibility  in  determining  the  scope  of  the  physical 
medicine  and  rehabilitation  services. 

This  presentation  deals  with  the  development 
of  such  a service  in  a fairly  large  public  institution 
devoted  to  the  care  of  acutely  and  chronically  ill 
children  and  adults  including  the  residents  of  a 
large  county  home.  Grasslands  Hospital,  main- 
tained by  the  Department  of  Public  Welfare  of 
Westchester  County,  consists  of  several  units 
located  in  separate  buildings,  including  the 
general  hospital  with  its  contagion  wing  and 
tuberculosis,  pediatric,  and  psychiatric  divisions 
and,  in  the  immediate  vicinity,  the  county  home, 
penitentiary,  and  jail,  each  under  separate  ad- 
ministration as  units  of  the  Welfare  Department 
but  receiving  medical  services  from  the  hospital. 

The  service  has  been  in  operation  for  almost 
six  years  following  a survey  by  the  medical 
board  and  director  of  the  hospital  in  consultation 
and  collaboration  with  Dr.  Howard  Rusk.  The 
physical  facilities  of  the  department  are  located  in 
a major  unit  in  the  main  building  and  in  smaller 
areas  in  the  various  other  divisions  of  the  hospital 
and  county  home.  To  some  extent  the  ac- 
tivities of  the  department  are  decentralized, 
permitting  a more  concentrated  program  in  each 
building  without  the  need  for  cumbersome 
and  time-consuming  transportation  of  patients 
through  corridors  and  tunnels. 

Administrative  Aspects 

Initially,  the  department  was  established  as  a 
service  facility  within  the  hospital  framework. 
It  rendered  diagnostic  as  well  as  therapeutic 
services  on  a consultation  basis,  operating  under 


the  principle  that  a hospital  service  rendering  a 
given  type  of  treatment  inevitably  accepts  the 
major  part  of  the  responsibility  for  its  effective  ap- 
plication and  control. 

The  director  of  the  department  is  responsible  for 
the  administration  of  the  service  and  its  personnel. 
He  evaluates  all  cases  referred  for  treatment, 
outlines  the  program  for  maintaining  the  neces- 
sary liaison  with  the  referring  services,  checks  the 
clinical  progress,  and  determines  when  the  ob- 
jective prescribed  in  the  initial  evaluation  has 
been  attained. 

In  1953  a residency  affiliation  program  with 
the  service  of  Dr.  Rusk  at  the  New  York  Uni- 
versity-Bellevue  Medical  Center  was  established. 
The  resident  spends  six  months  of  his  second 
year’s  training  at  Grasslands  Hospital.  Simul- 
taneously an  inpatient  service  was  established 
with  the  allocation  of  12  adult  beds,  exclusive  of 
poliomyelitis  cases.  Only  those  patients  re- 
quiring intensive  rehabilitation  are  accepted  for 
transfer.  Other  treatments  are  continued  on  a 
consultation  basis. 

Teaching  Aspects 

The  development  of  an  effective  orientation 
and  teaching  program  was  considered  funda- 
mental in  order  to  integrate  the  services  within 
the  hospital  framework.  The  cooperation  and 
understanding  of  the  medical  board  was  effected 
by  a series  of  conferences  with  a special  working 
committee  on  physical  medicine  and  rehabilita- 
tion, resulting  in  the  formulation  of  the  funda- 
mental operational  policies  of  the  department. 
The  director  of  the  hospital  played  a major  role 
in  bringing  about  this  innovation. 

The  monthly  general  staff  meetings  were 
utilized  on  several  occasions  for  presentation  and 
discussion  of  specific  problems  within  the  scope  of 
the  department,  therein’  establishing  contact 
with  the  attending  staff  of  the  hospital.  The 
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TABLE  I. — Analysis  of  58  Patients  Treated  on  the 
Chronic  Medical  Wards  During  1951 


Number  of 
Patients 

Age  (years) 
25  to  35 

5 

36  to  45 

7 

46  to  55 

9 

56  to  65 

16 

66  to  75 

13 

76  to  85 

7 

86 

1 

Hospital 

stay  (days) 
1 to  30 

10 

31  to  60 

20 

61  to  90 

8 

91  to  120 

2 

121  to  150 

4 

151  to  180 

1 

241  to  270 

1 

Diagnosis 

Diseases  of  the  circulatory  system  (cerebral, 
cardiac,  peripheral  vascular) 

38 

Diseases  and  tumors  of  the  central  nervous 
system 

10 

Arthritides 

7 

Miscellaneous 

3 

Condition  on  Discharge 
Ambulatory 

23 

Self-sufficient  in  wheelchair 

15 

Bedridden 

8 

Disposition 

Expired 

6 

Pending 

6 

Discharged 

46 

Own  home 

30 

County  home 

3 

Nursing  home 

9 

Convalescent  home 

3 

Transfer  to  other  hospital 

1 

department  participation  in  panel  discussions 
with  the  other  services  demonstrated  the  ad- 
vantages of  integration  of  activities  in  the  treat- 
ment of  various  diseases  and  injuries. 

In  addition  to  formal  lectures  and  presenta- 
tions, the  house  staff  was  oriented  on  a practical 
level  by  case  work  and  bedside  teaching.  The 
need  for  early  referral  of  cases  was  demonstrated 
by  actual  results  in  selected  problems,  thereby 
establishing  a definite  pattern  of  consultation  on 
a resident  level. 

The  nursing  services  were  included  in  the  early 
phases  of  the  program.  Thejr  participate  in 
staff  rounds  and  bedside  teaching  so  that  the 
specific  patient  goal  is  understood  on  all  levels. 
The  curriculum  of  the  school  of  nursing  has  been 
revised  to  include  both  academic  and  practical 
experience  in  physical  medicine  and  rehabilita- 
tion. 

To  complete  the  team,  the  social  service  de- 
partment of  the  hospital  was  asked  to  collaborate 
actively  in  all  phases  of  the  program  including 
staff  rounds  and  conferences.  Through  case 


TABLE  II. — Follow-up  Study  of  Patients  Discharged 
from  the  Chronic  Medical  Wards  During  1951 


Number  of  Patients 


Contacts 


Completed 

31 

Unable  to  locate 

3 

Deceased 

12 

Total 

46 

Status  at  discharge 

Ambulatory 

17 

Wheelchair 

7 

Bedridden 

7 

Total 

31 

Status  at  follow-up 

Ambulatory 

23 

Wheelchair 

4 

Bedridden 

4 

Total 

31 

Location 

Own  home 

23 

Nursing  home 

6 

County  home 

2 

Total 

31 

Home  setting 

Good 

12 

Fair 

9 

Poor 

2 

Total 

23 

work  the  social  service  department  is  instrumental 
in  helping  the  patient  meet  the  problems  that 
interfere  with  realization  of  the  rehabilitation 
goal.  This  assistance  includes  an  interpretation 
of  the  program  to  insure  the  active  participation 
of  the  patient. 

Community  agencies  and  resources  were  con- 
tacted on  an  individual  case  basis  as  the  need 
arose.  With  a better  understanding  of  the  opera- 
tion of  the  hospital’s  inpatient  service,  so-called 
custodial  cases  were  not  referred  for  admission. 

Medical  Aspects 

The  activities  of  a physical  medicine  and  re- 
habilitation service  in  a large  general  county 
hospital  tend  to  gravitate  about  the  older  age 
groups  with  degenerative  disabilities.  This  is 
particularly  true  when  patients  are  referred 
after  initial  care  in  voluntary  hospitals.  These 
individuals  pose  a very  selected  problem  in  re- 
habilitation. If  they  can  be  mobilized  to  the 
extent  that  the3r  are  self-sufficient  and  continent 
of  bowel  and  bladder,  they  require  less  nursing 
care.  By  attaining  a degree  of  hospital  inde- 
pendence they  remain  more  alert  and  cooperative 
and  do  not  deteriorate  physically  or  mentally. 
Bedsores  are  prevented,  and  nutritional  defi- 
ciencies are  less  frequent.  Their  program  is 
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necessarily  restricted,  and  in  many  instances  total 
rehabilitation  means  returning  the  patient  to  his 
home  in  such  condition  that  he  can  satisfactorily 
care  for  his  daily  needs,  thereby  releasing  the 
family,  the  local  hospital,  and  the  community  of 
the  necessity  for  providing  custodial  care. 

When  the  service  was  first  organized,  there  was 
a large  number  of  so-called  chronic  patients  on  the 
wards.  They  were  either  at  a static  level  or  had 
been  hospitalized  purely  for  domiciliary  care. 
These  patients  were  screened  by  the  medical, 
nursing,  and  social  services.  The  administra- 
tion of  the  hospital  participated  actively  in  the 
necessary  relocation  and  alteration  of  physical 
facilities. 

During  1951  a total  of  58  such  patients  were 
evaluated  and  received  some  form  of  rehabilita- 
tion service.  Table  I shows  the  high  incidence  of 
diseases  of  the  circulatory  system  in  the  older  age 
groups.  Almost  two  thirds  of  the  group  were 
over  fifty-five  years  of  age.  Forty-six  patients, 
or  over  75  per  cent,  were  discharged  from  the 
hospital,  with  the  great  majority  going  to  their 
own  homes.  Fifty  per  cent  of  the  discharged 
cases  were  successfully  ambulated.  Sixty-five  per 
cent  of  the  screened  cases  remained  in  the  hospital 
for  less  than  sixty  days  after  treatment  was  in- 
itiated. 

A partial  follow-up  study  of  the  discharged  pa- 
tients included  in  this  series  is  summarized  in 
Table  II.  The  high  mortality  rate  reflects  the 
incidence  of  the  older  age  groups  in  the  study. 
The  increase  in  the  ambulatory  group,  particu- 
larly among  those  discharged  to  their  own  homes, 
would  seem  to  indicate  that  once  the  pattern  of 
rehabilitation  has  been  established,  it  can  be  ef- 
fectively completed  outside  the  hospital,  provided 
the  family  and  attending  physician  continue  to 
motivate  the  patient. 

All  patients  are  referred  soon  after  admission 
for  evaluation  and  treatment.  A hemiplegic  is 
seen  during  the  acute  phase,  and  early  mobiliza- 
tion is  initiated,  including  care  of  bowel  and 
bladder  by  the  nursing  staff.  The  treatment  of 
the  degenerative  neuromuscular  disorders  varies 
with  the  individual  and  the  prognosis.  The 
program  must  have  a definite  objective,  be 
practical,  attainable,  and  prescribed  only  when 
the  progression  of  the  disease  does  not  counter- 
balance the  functional  gains  in  the  process  of  re- 
habilitation. This  is  essential  to  conserve  staff 
resources.  The  treatment  of  the  various  types  of 
arthritis  depends  on  the  phase  of  the  disease,  but 


continuity  is  maintained  to  prevent  disuse 
atrophy,  contractures,  and  permanent  immobili- 
zation. 

The  medical,  surgical,  orthopedic,  and  neuro- 
surgical services  blend  into  the  rehabilitation 
program.  The  average  patient  with  a hip  frac- 
ture is  seen  within  days  after  surgery  and  started 
on  bed  exercises  for  both  lower  extremities. 
Further  rehabilitation  depends  on  the  age  of  the 
patient  and  healing  of  the  fracture.  Weekly 
orthopedic  rounds  permit  close  cooperation  in  the 
prescription  of  various  weight-bearing  and  joint 
range  activities.  Whenever  feasible,  the  lower 
extremity  amputee  is  started  directly  on  crutch- 
walking to  avoid  prolonged  wheelchair  convales- 
cence with  its  attendant  contractures  in  both  the 
stump  and  the  well  leg.  In  some  instances  a 
molded  plaster  of  paris  bucket  attached  to  the 
lower  part  of  a crutch  is  utilized  to  shrink  the 
stump  and  to  determine  the  capabilities  of  the 
amputee.  Many  of  the  older  age  group  are  con- 
tent with  this  improvised  appliance. 

A large  tuberculosis  service  presents  a variety 
of  problems  for  the  physiatrist.  In  addition  to 
the  usual  disabilities  prevalent  in  any  group  of 
adult  patients,  one  has  specific  problems  pro- 
duced by  prolonged  immobilization  in  bed. 
The  older  tuberculous  patient  is  apt  to  develop 
mild  contractures  in  osteoarthritic  joints.  The 
early  detection  of  such  deformities  with  ade- 
quate rehabilitation  procedures  has  become  an 
accepted  phase  of  the  program  despite  the  age- 
old  concept  of  complete  bed  rest.  The  advent  of 
drug  therapy  has  permitted  a greater  latitude  in 
the  mobilization  of  the  tuberculous  patient. 
Early  radical  lung  surgery  is  replacing  thora- 
coplasty so  that  the  spinal  deformities  and 
shoulder  contractures  are  less  of  a problem. 
However,  the  surgical  case  is  oriented  preopera- 
tively  and  subsequently  followed  throughout  the 
course  of  his  convalescence  with  shoulder  and 
postural  mobilization  exercises. 

The  following  case  histories  are  illustrative  of 
the  close  integration  of  physical  medicine  and 
rehabilitation  with  the  basic  hospital  services. 

Case  1. — A sixty-seven-year-old  male  was  ad- 
mitted to  the  county  home  several  years  ago  with 
rheumatoid  arthritis.  He  was  confined  to  a wheel- 
chair. Three  years  ago  he  was  transferred  to  the 
tuberculosis  division  for  treatment  of  pulmonary 
tuberculosis.  He  underwent  prolonged  bed  rest. 
However,  it  was  felt  that  physical  restoration  of  his 
disability  secondary  to  the  rheumatoid  arthritis 


March  1,  1957 


921 


EUGENE  MOSICOWITZ 


should  be  attempted.  This  consisted  of  flexion 
contractures  of  both  knees  and  shoulders.  He  was 
placed  on  bed  traction  to  both  lower  legs  alternating 
with  mobilization  and  stretching  of  both  knees  and 
quadriceps  exercises.  In  addition,  both  shoulders 
were  mobilized  to  increase  their  range  of  motion. 
As  soon  as  his  pulmonary  condition  was  stabilized, 
he  was  provided  with  a long  leg  brace  to  give  him 
stability  in  one  leg.  Crutch-walking  followed.  He 
was  transferred  back  to  the  county  home  where  his 
condition  continued  to  improve  to  the  extent  that  he 
became  fully  self-sufficient  and  was  discharged  to 
his  own  home. 

Case  2.— A nine-year-old  female  child  was 
hospitalized  in  1951  with  the  diagnosis  of  tubercu- 
lous meningitis.  She  was  unconscious  for  several 
weeks  and  developed  a severe  spastic  quadriparesis 
necessitating  extensive  nursing  care  as  well  as  daily 
passive  exercises  to  prevent  contractures.  After 
several  months  her  general  condition  improved. 
Subsequently  she  was  placed  in  bilateral  long  leg 
casts  for  a period  of  several  weeks  by  the  orthopedic 
service.  Following  removal  of  the  casts  her  general 
condition  permitted  a gradual  increase  in  her  activi- 
ties. She  was  left  with  multiple  disabilities,  includ- 
ing total  blindness,  impaired  hearing,  and  a spastic 
triplegia  with  complete  paralysis  of  the  left  hand. 

Ambulation  was  unsuccessful  because  of  a severe 
spastic  equinus  of  the  right  foot.  A neurectomy  and 
heel  cord  lengthening  were  performed  by  the  ortho- 
pedic service,  and  subsequently  a brace  was  applied. 
Further  rehabilitation  was  then  possible  to  the  ex- 
tent that  the  child  became  fully  self-sufficient  on  the 
ward  and  able  to  take  care  of  all  her  daily  needs. 
She  received  instruction  by  the  hospital  teacher  and 
recently  was  transferred  to  an  institution  for  the 
blind  which  did  not  consider  her  physical  disability 
sufficient  to  disqualify  her  for  admission. 


tion  activities  have  now  restored  this  individual  to 
his  previous  state  of  complete  independence  within 
the  county  home. 


Case  4. — A fifty-eight-year-old  female  was  re- 
ferred to  the  hospital  with  the  diagnosis  of  left  renal 
calculus.  She  had  previously  been  hospitalized  in 
another  institution  for  approximately  ten  months 
with  multiple  fractures  of  both  lower  legs  and  pelvis 
complicated  by  paralysis  of  the  left  sciatic  and  fem- 
oral nerves  following  an  automobile  accident.  At 
the  time  of  admission  she  was  bedridden. 

The  stone  was  removed,  and  the  patient  had  an 
uncomplicated  postoperative  course.  She  was  sub- 
sequently referred  for  physical  rehabilitation.  She 
was  placed  on  a program  of  graduated  bed  activities 
and  slowly  progressed  to  the  state  where  she  was 
able  to  get  in  and  out  of  bed  into  a chair  and  take 
care  of  herself.  After  being  provided  with  a short 
leg  brace,  ambulation  was  started.  She  was  trans- 
ferred to  the  county  home  for  further  rehabilitation 
and  temporary  domiciliary  care.  She  negotiated 
steps  and  improved  her  walking  sufficiently  to  en- 
able her  to  return  to  her  own  home. 


Case  5. — A fifteen-year-old  male  was  admitted 
with  the  diagnosis  of  spinal  poliomyelitis  with  com- 
plete paraplegia.  He  received  the  usual  physical 
therapy  procedures  including  muscle  re-education 
and  hydrotherapy  in  the  Hubbard  tank.  Subse- 
quently he  was  provided  with  a complete  set  of  lower 
extremity  braces  and  was  placed  on  a program  of 
functional  rehabilitation.  He  received  bedside 
teaching  service  through  his  local  school  authorities. 
Discharged  from  the  hospital  fully  self-sufficient  as 
an  ambulatory  paraplegic,  he  completed  his  high 
school  education.  He  was  referred  to  the  New  York 
State  Division  of  Vocational  Rehabilitation  which  is 
currently  sponsoring  his  education  in  an  agricultural 
college. 


Case  3. — A fifty-eight-year-old  male  had  been 
domiciled  in  the  county  home  for  several  years  for 
physical  and  sociologic  reasons.  He  was  seen  about 
four  years  ago  because  of  a partial  spastic  paralysis 
of  both  lower  extremities  secondary  to  a primary 
lateral  sclerosis.  At  that  time  he  was  confined  com- 
pletely to  a wheelchair.  He  was  started  on  a pro- 
gram of  physical  restoration  and  was  taught  to  take 
care  of  all  his  daily  needs  from  his  chair.  Prelimi- 
nary nerve  blocks  by  the  anesthesia  service  temporar- 
ily relieved  the  spasticity  and  scissor  gait.  The 
neurosurgical  service  then  performed  bilateral  ob- 
turator neurectomies.  Subsequently  he  was  am- 
bulated with  crutches  and  became  completely  self- 
sufficient. 

One  year  ago  he  developed  a tuberculous  pleur- 
isy with  effusion,  necessitating  several  months  of 
care  in  the  tuberculosis  division.  He  was  again  in- 
capacitated by  the  prolonged  bed  rest.  Rehabilita- 


During the  past  five  seasons  573  poliomyelitis 
cases  were  evaluated  and  treated  by  the  depart- 
ment. Weekly  rounds  with  the  orthopedic  and 
pediatric  services  insure  continuity  of  care  and 
reduce  hospitalization.  Severely  involved  pa- 
tients attained  maximum  functional  level  on  dis- 
charge unless  transferred  to  other  facilities. 
The  procurement  of  braces  has  been  considerably 
facilitated.  Families  of  the  poliomyelitis  pa- 
tients are  brought  more  closely  into  the  picture 
and  given  complete  instruction  in  the  exercise 
program  and  the  use  of  appliances.  The  hos- 
pital school  teachers  participate  in  the  weekly 
poliomyelitis  rounds  in  order  to  effect  a closer 
operating  schedide  and  obtain  a first-hand  pre- 
scription of  the  physical  capabilities  of  the  pedi- 
atric patients.  The  hospital  carpenter  and  the 
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machine  and  sewing  shops  are  frequently  called 
in  to  improvise  various  devices  and  gadgets. 

Recently  an  extensive  survey  of  100  residents 
t in  the  infirmary  section  of  the  county  home 
crystallized  the  need  for  rehabilitation  services 
I geared  to  a permanent  domiciliary  population. 

This  program  has  been  in  operation  for  one  year, 
I and  more  than  85  residents,  or  about  one  fourth 
of  the  infirmary  population,  are  active  in  the 
program.  The  objective  is  to  improve  or  main- 
tain the  functional  status  of  the  participants  in 
order  to  facilitate  their  care,  to  prevent  further 
physical  and  mental  deterioration  including 
incontinence,  and,  wherever  possible,  to  permit 
them  to  function  independently  within  the  frame- 
work of  the  county  home.  The  program  is  under 
the  immediate  operation  of  a therapist  with 
trained  attendants  as  assistants.  Frequently  a 
minor  intercurrent  infection  or  disability  is  suffi- 
cient to  immobilize  a resident  completely,  and 


early  activation  can  restore  him  to  his  previous 
capabilities.  This  has  been  termed  a “mainte- 
nance” rather  than  a rehabilitation  program. 
The  proximity  of  the  hospital  permits  consider- 
able flexibility  in  the  operational  activities  with 
full  utilization  of  all  resources. 

Summary 

1 . The  operation  of  a department  of  physical 
medicine  and  rehabilitation  in  a county  hospital 
is  discussed,  with  emphasis  on  the  administrative, 
teaching,  and  medical  activities. 

2.  The  need  for  integration  of  the  services 
within  the  framework  of  a general  hospital  is  re- 
iterated. 

3.  The  functions  of  a department  of  physical 
medicine  and  rehabilitation  are  outlined.  Dis- 
ability evaluation  constitutes  the  basis  for  the 
operation  of  the  services. 


j 


Catastrophic  Accidents 


Catastrophic  accidents — defined  as  those  in 
which  five  or  more  persons  are  killed — claimed 
about  20,000  lives  in  the  continental  United  States 
during  the  fifteen  years  from  1941  through  1955, 
the  Metropolitan  Life  Insurance  Company’s  statis- 
ticians report. 

The  death  toll  fluctuated  from  year  to  year,  rang- 
ing from  a low  of  about  825  in  1941  to  nearly  2,000 
in  1947.  Tabulations  for  the  first  six  months  of 
1956  show  that  catastrophes  took  about  700  fives, 
which  is  approximately  an  average  half-year  figure, 
the  statisticians  note. 

Breakdown  of  the  fifteen-year  toll  as  to  the  type 
of  catastrophe  shows  conflagrations  to  have  been 
most  costly  as  to  loss  of  fife.  These  fires  occurred  in 
private  dwellings,  hotels,  boarding  and  rooming 
houses,  institutions  of  various  kinds,  and  other 
places,  and  the  number  of  such  fatalities  totaled 
5,124. 


Ranking  next  in  number  of  fatalities  were  such 
natural  disasters  as  tornadoes,  hurricanes,  and 
floods,  which  resulted  in  3,941  deaths.  Motor 
vehicle  catastrophes  were  responsible  for  3,717 
deaths. 

The  greatest  single  disaster  during  the  fifteen  years 
was  the  explosion  and  fire  at  Texas  City,  Texas,  on 
April  16  and  17,  1947,  in  which  about  560  lost  their 
lives.  Other  disasters  resulting  in  more  than  150 
deaths  were:  Night  club  fire  in  Boston,  Mass.,  No- 
vember 28,  1942,  492;  explosion  of  two  ammunition 
ships,  Port  Chicago,  Calif.,  July  18,  1944,  322;  se- 
ries of  tornadoes  in  the  Mississippi  Valley  states, 
March  21-22,  1952,  229;  hurricane  “Diane”  and 
floods  in  the  Northeastern  United  States,  August  17- 
19,  1955,  180;  circus  fire  in  Hartford,  Conn.,  July  6, 
1944,  168;  tornado  in  Texas  and  Oklahoma,  April  9, 
1947,  167,  and  tornado  in  Pennsylvania,  West  Vir- 
ginia, and  Maryland,  June  23,  1944,  159. 
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Sleep  Induction  with  Combined  Administration  of 
Salicylamide  and  Acetophenetidin 


LINN  J.  BOYD,  M.D.,  F.A.C.P.,  WILLIAM  GITTINGER,  M.D.,  AND  JULIUS  SCHWIMMER,  M.D., 

NEW  YORK  CITY 

( From  the  Department  of  Medicine,  Xew  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals,  and  the 

Metropolitan  Hospital) 


Berger1  has  demonstrated  that  ineffective 
doses  of  salicylamide  and  acetophenetidin. 
when  administered  in  combination,  produced 
hypnosis  of  considerable  duration.  The  hyp- 
notic effect  of  tills  synergism  was  tested  on  mice, 
using  loss  of  the  righting  reflex  as  the  criterion  of 
hypnosis. 

The  central  depressent  action  of  salicylamide 
had  already  been  described,2-4  but  its  hypnotic 
action  is  weak  and  would  not  be  suitable  for 
clinical  purposes  because  of  the  narrow  margin 
between  the  lethal  and  hypnotic  doses.  Aceto- 
phenetidin has  no  hypnotic  action,  yet  it  will 
potentiate  the  hypnotic  action  of  salicylamide1 
without  simultaneous  potentiation  of  their  toxic 
properties.  The  combination  of  the  two  drugs 
causes  a substantial  widening  of  the  therapeutic 
index,  suggesting  the  possible  usefulness  of  such 
combinations  as  sedatives  and  hypnotics.  The 
clinical  data  detailed  below  corroborate  the  ex- 
pectation of  sedation  and  sleep  induced  by  the 
combination  of  two  and  one-half  parts  of  sali- 
cylamide and  one  part  of  acetophenetidin  which 
was  found  most  effective  in  animals  by  Berger.1 

The  present  investigation  was  undertaken  with 
fall  cognizance  of  the  pitfalls  inherent  in  a 
clinical  study  involving  a hypnotic.  The  data 
reported  below  are  as  much  an  exhibit  of  the 
successful  application  of  the  method  used  as 
they  are  proof  of  the  hypnotic  powers  of  the 
drug  combination,  Effisan. 

Method  of  Study 

In  order  to  insure  adequate  measurement  of 
the  effectiveness  of  Effisan,  the  following  pre- 
cautions were  observed: 

1.  All  hospital  ward  patients  who  reported 
any  degree  of  insomnia  not  due  to  pain,  cough, 
or  other  physical  discomfort  were  used  as  sub- 
jects. The  patients  were  between  twelve  and 
eight}7- three  years  of  age  (average  49.6  years), 


of  whom  40  per  cent  were  women. 

2.  Patients  who  could  not  sleep  without  one 
of  the  known  hypnotics,  such  as  barbiturates, 
chloral  hydrate,  or  paraldehyde,  were  included. 

3.  Placebo  tablets  indistinguishable  from  Ef- 
fisan were  used  on  almost  all  cases  irrespective  of 
response  to  Effisan.  Placebos  were  used  more 
often  on  the  subjects  who  responded  favorably 
to  Effisan  than  on  the  others. 

4.  The  “drugs,”  Effisan  and  placebo,  were 
administered  at  bedtime  on  a double  blind  test 
basis.  Neither  the  nurses  who  gave  the  tablets 
nor  the  resident  physician  who  ordered  it  knew 
which  preparation  was  being  administered.  The 
identity  of  the  tablets  were  known  only  to  the 
physician  in  charge  of  the  project. 

5.  The  judgment  of  efficacy  was  made  the 
next  morning  by  a physician  who  had  no  knowl- 
edge as  to  which  preparation  had  been  ad- 
ministered. The  patient’s  report  was  recorded 
on  a chart  set  up  for  the  purpose  of  insuring 
accurate  and  prompt  recording.  The  data  were 
obtained  by  two  independent  workers  in  different 
hospital  wards  and  analyzed  by  a third  person 
who  had  not  seen  the  patients. 

6.  The  dose  of  Effisan  was  from  one  to  four 
tablets  at  bedtime,  depending  on  the  response  of 
each  patient.  Each  tablet-contained  250  mg.  of 
salicylamide  and  100  mg.  of  acetophenetidin. 
When  the  response  to  the  Effisan  was  favorable, 
regimen  was  repeated  several  times  to  eliminate 
coincidental  effects.  Where  no  effect  was  pro- 
duced, the  dose  was  raised  gradually  to  a max- 
imum of  four  tablets.  Each  patient  received  the 
Effisan  or  placebo  medication  for  from  three  to 
nineteen  days,  with  an  average  of  six  days  for 
the  group. 

Results 

The  hypnotic  effectiveness  of  Effisan  was 
recorded  as  “good”  when  sleep  induction  was 
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TABLE  I. — Hypnotic  Effects  of  Effisan 


Hypnotic  Effect  Number  Per  Cent 


Good* 

73 

47 

Fair* 

47 

30 

Same  as  placebo 

37 

23 

Total 

157 

100 

* The  results  are  scored  relative  to  the  placebo  effect,  i.e., 
“good”  and  “fair”  are  distinguishably  better  than  the 
placebo,  as  explained  in  the  test. 

obvious  and  superior  to  the  placebo;  “fair” 
when  it  was  found  to  be  effective  but  the  dif- 
ference from  placebo  was  not  always  consistent; 
and  “poor”  when  either  no  effect  was  obtained 
or  the  effect  was  the  same  as  with  the  placebo. 
Both  the  good  and  fair  responses  were  considered 
as  satisfactory  hypnotic  effects  because  of  the 
severity  of  the  grading.  The  data  are  sum- 
marized in  Table  I. 

Of  the  157  subjects  studied,  120  or  77  per 
cent  were  classified  as  showing  a satisfactory 
hypnotic  effect  from  Effisan.  Even  if  the 
results  listed  as  “fair”  are  excluded,  47  per  cent 
of  patients  obtained  indubitable  hypnotic  action. 
However, the  results  in  the  “fair”  group  cannot 
be  ascribed  to  a placebo  effect  because  the  pa- 
tients did  sleep  better  with  Effisan  than  with  a 
placebo. 

Table  II  shows  the  sleep-inducing  power  of 
Effisan  in  patients  who  had  been  receiving 
another  hypnotic  prior  to  the  test.  Of  the  54 
subjects  in  this  group,  43  or  79  per  cent  responded 
favorably  to  Effisan.  Thus,  the  new  hypnotic 
combination  is  effective  in  patients  accustomed 
to  using  hypnotic  medication  of  known  potency. 

As  a measure  of  central  depression,  a number 
of  subjects  were  tested  for  electroencephalo- 
graphic  changes  induced  by  Effisan.  In  some 
of  these  patients  monopolar  and  bipolar  electro- 
encephalograms were  recorded  in  the  waking 
state,  during  natural  sleep,  and  during  sleep 
induced  by  Effisan  and  by  secobarbital.  Sample 
monopolar  records  from  one  subject  are  shown 
in  Figs.  1 and  2.  The  waking  record  demon- 
strated low-voltage,  9 to  10-per-second  occipital 
alpha  rhythm  and  diffuse,  low-voltage,  fast 
activity.  In  light  natural  sleep  there  was  a 
flattening  of  activity  with  4 to  6-per-second  waves 
in  central  and  parietal  recordings.  In  sleep 
following  the  administration  of  Effisan,  the  rec- 
ord was  generally  similar  to  that  obtained  in 
natural  sleep,  although  sleep  humps  were  some- 
what more  prominent,  and  there  were  some  low- 


TABLE  II. — Hypnotic  Effect  of  Effisan  on  Patients 
Previously  Receiving  Other  Hypnotics 


Hypnotic 

Previously 

Used 

/ F a vorable » 

Good  Fair 

Same  as 
Placebo 

Total 

Barbiturates 

23 

10 

10 

43 

Chloral  hydrate 

6 

2 

1 

9 

Paraldehyde 

i 

1 

0 

2 

Total 

30 

13 

11 

54 

Grand  total 

43 

11 

54 

Per  cent 

79 

21 

100 

voltage  spindles  at  12  to  13  per  second.  After 
140  mg.  of  secobarbital  the  record  showed  high- 
voltage,  12  to  14-per-second  spindles  and  higher- 
voltage  slow  activity  than  that  seen  under  the 
other  conditions.  A comparison  of  the  three 
different  sleep  records  shows  a great  similarity 
of  pattern  of  natural  sleep  and  sleep  induced  by 
Effisan. 

Side-Effects 

There  were  no  side-effects  which  could  be  as- 
cribed to  Effisan.  We  encountered  the  usual 
untoward  symptoms  which  occur  during  a study 
of  this  kind  in  ward  patients  presenting  a wide 
variety  of  pathologic  conditions.  There  were  18 
isolated  reports  of  disturbances,  including  head- 
ache, nausea,  dizziness,  and  diarrhea.  How- 
ever, there  was  rarely  more  than  one  such  report 
from  a patient,  and  on  occasion  these  reports 
followed  placebo  administration. 

Summary  and  Conclusions 

The  following  conclusions  are  drawn  with  full 
knowledge  that  insomnia  is  a highly  subjective 
phenomenon  difficult  to  assay  and  highly  re- 
sponsive to  suggestion.  It  is  believed  that  the 
rigid  criteria  set  up  during  this  study  enabled  us 
to  conclude  that  Effisan  is  indeed  an  efficient 
hypnotic  remedy. 

1.  Effisan,  a combination  of  salicylamide  and 
acetophenetidin,  was  administered  to  157  sub- 
jects with  insomnia  not  due  to  pain  or  other  ob- 
vious physical  discomfort. 

2.  Seventy-seven  per  cent  of  the  subjects 
were  adequately  sedated  as  judged  by  the  cri- 
teria detailed  in  the  text. 

3.  Two  to  four  tablets  were  given  at  bed- 
time for  from  three  to  nineteen  days  (average 
six  days).  There  were  few  side-reactions  and 
no  evidence  of  allergy  or  intolerance;  no  di- 
gestive upsets  could  be  ascribed  to  the  drug. 
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AWAKE 


] 50  >iV 

I SECOND 


LIGHT  SLEEP 

Fig.  1.  Electroencephalograms  of  a normal  adult  subject  showing,  in  the  waking  state,  low-voltage  9 to  10- 
per-second  occipital  alpha  rhythm  and  diffuse  18  to  24-per-second  activity.  In  the  lower  record  the  subject  was 
in  light  sleep.  There  is  some  flattening  of  activity  with  4 to  6-per-second  waves  in  central  and  parietal  recordings. 


There  was  no  evidence  of  habituation.  Sleep 
induction  was  never  preceded  by  stimulation, 
restlessness,  giddiness,  or  other  similar  symptoms 


often  seen  with  barbiturate  medication. 

4.  Electroencephalograms  failed  to  reveal 
any  abnormal  patterns  during  Effisan  adminis- 
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EFFISAN  SLEEP 


]50uV 

I SECOND 


SECOBARBITAL  SLEEP 

Fig.  2.  Electroencephalograms  of  the  same  subject  as  in  Fig.  1.  The  upper  record  was  taken  during  light 
sleep  following  the  administration  of  four  tablets  of  Effisan.  There  are  4-  to  6-per-second  waves  in  central  and 
parietal  recordings  and  some  low-voltage  spindles  at  12-  to  13-per-second.  The  lower  record  was  taken  during 
sleep  after  the  administration  of  140  mg.  secobarbital.  High-voltage  12-  to  14-per-second  spindles  are  seen,  as 
well  as  higher-voltage  slow  activity  than  in  the  other  records. 


tration.  Sleep  induced  by  Effisan  resembles  5.  Seventy-nine  per  cent  of  54  subjects  who 
natural  sleep.  had  previously  needed  a hypnotic  in  order  to 
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sleep  responded  well  to  Effisan,  demonstrating  a 
favorable  comparison  between  it  and  known 
hypnotics. 

6.  In  conclusion,  it  can  be  stated  that 
Effisan  has  been  found  to  be  an  efficient  aid  to 
sleep  induction  and  maintenance  in  persons  who 
cannot  sleep  because  of  disturbances  of  everyday 
occurrence.  It  should  prove  valuable  to  per- 


sons who  need  aid  in  order  to  sleep. 
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Patterns  of  Postgraduate  Medical  Education 


To  many  older  doctors  there  must  come  moments 
of  concern  when  they  come  to  a hospital  and  meet 
so  many  different  physicians,  interns,  residents,  and 
research  fellows,  each  pursuing  his  particular  field  of 
interest  with  emphasis  on  research  and  teaching 
rather  than  treatment  of  the  sick.  They  may  be- 
come quite  bewildered  as  they  witness  the  replace- 
ment of  the  traditionally  American  attending  or 
chief  by  a full-time  director  of  the  service.  They 
may  even  become  disturbed  when  they  realize  the 
five-day  hospital  week  is  becoming  a reality  and 
most  services  are  covered  by  skeleton  staffs  on  week- 
ends and  holidays.  Nostalgia  of  the  past,  when  the 
reputations  of  hospitals  were  established  on  the 
character  of  treatment  afforded  to  patients  rather 
than  on  the  amount  of  research  and  teaching  done 
in  these  institutions,  may  add  to  their  confusion. 
Yet,  if  they  pause  to  reflect  on  the  changing  pattern 
of  post-graduate  hospital  education,  they  will  realize 
we  are  now  in  the  midst  of  a challenging  revolution- 
ary change  that  is  a part  of  modern  progress. 

Until  the  first  world  war,  hospital  internships 
were  luxuries  enjoyed  by  a relatively  few  privileged 
doctors.  After  the  first  World  War,  more  and  more 
hospitals  were  built  and  greater  improvement  in  the 
laboratory  and  research  facilities  were  made  avail- 
able. There  were  more  internships  available  and 
many  more  younger  medical  graduates  took  ad- 
vantage of  these  opportunities.  Then  came  the 
great  surge  for  improving  the  training  of  specialists. 
Specialty  boards  were  organized  by  the  profession 
itself,  standards  were  established  and  courses  of  in- 
structions were  outlined  and  organized  so  that  an 
applicant  for  licensure  in  a particular  specialty  had 
to  undergo  a rigid  course  of  instructions  before  he 
could  be  allowed  to  take  an  examination  in  a given 
specialty.  After  the  second  World  War,  when  the 
need  for  specialization  became  more  evident,  resi- 
dencies were  established  for  the  training  of  special- 
ists. These  residencies  were  awarded  to  the  more 
promising  younger  doctors  who  had  already  served 
as  interns.  Soon,  more  residencies  were  established 
than  the  available  number  of  applicants.  Speciali- 
zation became  the  slogan  of  medical  postgraduate 
education.  At  the  same  time,  there  was  an  aware- 
ness of  the  gradual  decline  of  general  practitioners 
who  had  been  the  mainstay  of  medical  practice.  Lay 
people  realized  that  the  old-fashioned  doctors,  who 
had  served  their  parents,  were  becoming  scarcer. 
There  soon  developed  a current  of  resentment 
against  this  tendency  of  elimination  of  the  general 


practitioner  from  hospital  practice — yet  there  was 
the  demand  for  specialists.  Currently  there  is  a 
great  discussion,  in  candor  and  frankness,  as  to  how 
far  should  specialization  progress;  what  should  be 
the  place  of  the  general  practitioner  in  the  scheme 
of  hospital  staff  organization;  what  should  be  the 
role  of  interns  and  residents  in  this  scheme.  In 
addition,  there  has  come  an  influx  of  foreign  physi- 
cians who  seek  training  in  our  great  medical  cen- 
ters. These  foreign  physicians  are  constructively 
aggressive  men,  highly  educated,  who  realize  the 
opportunities  that  our  hospitals  offer  to  further 
their  medical  education. 

The  challenging  problem  resolves  itself  into  several 
trends.  There  are  many  who  would  abolish  the  in- 
ternship, allowing  the  senior  medical  students  to 
serve  as  clerks  on  the  wards  of  the  hospitals;  then 
have  only  residencies  available  at  the  hospitals  for 
those  who  would  become  specialists.  On  the  other 
hand,  there  are  many  who  decry  such  movements  in- 
sisting that  such  trends  would  lead  to  the  creation  of 
medical  technicians  rather  than  practicing  doc- 
tors. They  insist  that  every  recent  medical  gradu- 
ate should  have  a general  rotating  internship  before 
being  permitted  to  become  a resident  in  a speciality. 
There  are  some  members  of  this  last  group  who  ad- 
vocate that  every  applicant  for  a residency  in  a spe- 
cialty should  have  had  at  least  five  years  of  general 
medical  practice  before  being  permitted  to  train  in  a 
specialty.  These  are  the  extremes  and  there  are 
many  intermediary  trends  that  are  recommended. 

The  salutary  feature  of  the  challenging  problem  is 
the  frankness  and  candor  with  which  these  trends  are 
being  discussed  at  medical  meetings  and  in  medical 
periodicals.  This  is  consistent  with  the  highest  pre- 
cepts of  medical  education  in  a free  and  vigorous 
democracy  and  should  eventually  produce  a definite 
and  acceptable  solution  to  the  problem  of  postgradu- 
ate medical  education. 

In  the  meantime,  medical  education  is  still  in  a 
state  of  flux  and  the  views  of  all  doctors  are  to  be 
respected  and  considered.  Therefore,  all  physi- 
cians should  express  their  views  on  the  subject. 
Only  in  this  way  will  “American  Medicine”  continue 
to  retain  its  world  leadership  and  American  col- 
leges and  hospitals  become  the  mecca  for  all  doctors, 
foreign  as  well  as  domestic,  who  wish  to  improve 
their  own  medical  and  professional  status. — Irving  J. 
Sands,  M.D.,  Editorial,  Bulletin  of  the  Medical  So- 
ciety of  the  County  of  Kings  and  Academy  of  Medicine 
of  Brooklyn,  August,  1966 
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A review  of  current  concepts  in  the  manage- 
ment of  biliary  tract  disorders  seems  war- 
ranted at  this  time,  both  from  medical  and  sur- 
gical points  of  view.  It  is  today  generally  agreed 
that  gallbladder  disorders  constitute  the  most 
common  cause  of  indigestion.  It  has  been 
stated  that  the  diseased  gallbladder  is  the  most 
prevalent  cause  of  operation  in  the  aged  and  the 
second  most  common  reason  for  surgery  in  all  age 
groups.1-4  Marshall5  states  that  15,000  people 
die  yearly  in  the  United  States  because  of  gall- 
stones or  their  associated  conditions. 

Many  reports  on  investigations  of  the  physiol- 
ogy, pathology,  diagnosis,  and  treatment  of 
biliary  tract  disorders  have  been  published  during 
the  past  twenty-five  years.  The  major  con- 
clusion which  seems  to  emerge  from  this  vast 
literature  is  that  successful  management  is 
based  on  a comprehensive,  initial  diagnostic  in- 
vestigation for  the  purpose  of  determining  for 
any  given  case  whether  the  etiologic  factor  is 
functional  or  organic  or  both.  Establishment  of 
the  proper  diagnosis  with  the  institution  of  ap- 
propriate medical  or  surgical  therapy  is  the 
foundation  of  successful  management. 

The  purpose  of  this  paper  is  to  review  those 
concepts  of  diagnosis  and  management  which 
have  proved  clinically  practical  and  to  call  atten- 
tion to  new  ideas  that  give  promise  of  future 
usefulness. 


Types  of  Biliary  Tract  Disorders 

Gallbladder  disorders  should  be  classified  in 
two  major  groups,  functional  and  organic.  It  is 
this  differentiation  that  serves  to  determine 
whether  in  any  given  case  medical  or  surgical 
therapy  is  indicated. 

Functional  Disorder. — Biliary  dyskinesia 
(or  dyssynergia)  is  an  important  factor  seldom 
recognized  in  the  initial  stages  of  gallbladder  dis- 
orders.6-8 If  untreated,  this  condition  may  re- 
sult in  organic  changes  on  which  inflammatory, 
infectious,  or  metabolic  diseases  such  as  stones 
may  be  superimposed.  There  are  two  types  of 
dyskinesia,  each  distinctive  and  typical  in  char- 
acter. 

Hypotonic  dyskinesia  is  also  known  as  atonic 
dyskinesia  and  is  the  less  prevalent.  It  is  most 
frequently  found  in  the  obese,  sedentary  type  of 
individual  (frequently  described  as  “fair,  fat, 
and  forty”),  who  usually  gives  a vague  history  of 
dyspepsia,  gas,  and  constipation  without  colic. 
The  diagnostic  features  of  this  condition  are 
deficiency  or  absence  of  free  hydrochloric  acid 
and  the  presence  of  an  enlarged  gallbladder  which 
does  not  empty  in  response  to  fat,6  as  revealed  by 
cholecystographic  studies. 

Hypertonic  dyskinesia,  classified  either  as 
hyperacidity  or  reflex  in  type,  is  most  commonly 
found  in  individuals  having  the  “peptic  ulcer  per- 
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sonality.”  The  underlying  etiologic  mechanism 
in  this  nervous,  tense,  and  ambitious  type  of 
person  is  an  autonomic  imbalance  associated 
with  an  excessive  internal  tension  and  a.  per- 
sistent spasm  of  the  common  duct  sphincter 
which  is  capable  of  withstanding  pressures  far 
beyond  those  exerted  by  the  liver  or  gallbladder.8  9 
The  consequent  increased  intraductal  pressure 
causes  overdistention  of  the  common  duct,  which 
results  in  pain  and  sometimes  colic. 

In  the  hypertonic-hyperacidity  group  the 
outstanding  symptoms  of  intermittent  pain  or 
colic  are  frequently  associated  with  heartburn 
and  acid  eructations  and  clinical  findings  of 
gastritis  and  duodenitis.  In  the  hypertonic  re- 
flex group  an  irritable,  spastic  common  duet 
sphincter  is  aggravated  by  a focus  outside  the 
biliary  tract,  sometimes  known  as  a “trigger 
mechanism.”8  The  source  of  this  stimulation 
may  be  cerebral  as  a result  of  mental  anxiety, 
unfavorable  environmental  conditions,  or  other 
conditions.  Symptoms  may  be  initiated  during 
periods  of  pregnancy,  menstruation,  or  meno- 
pause. There  may  also  be  a focal  point  of 
organic  or  functional  irritation.  In  the  gastro- 
intestinal tract  foci  may  originate  in  a hiatus 
hernia,  cardiospasm,  peptic  ulcer,  diseased  ap- 
pendix, or  irritable  colon.  In  the  urinary  tract 
there  may  be  foci  resulting  from  pathologic  con- 
ditions, such  as  a renal  calculus  or  stricture  of 
the  ureter.  Arthritis  of  the  spine  is  among  the 
less  common  etiologic  factors. 

Organic  Disease. — Organic  disease  of  the 
gallbladder  may  be  chemical,  bacterial,  metabolic, 
or  mechanical  in  origin.610-12  In  a small  propor- 
tion of  patients  bacterial  infection  originates  in 
the  gallbladder  as  an  infectious  cholecystitis. 
If  unrecognized  and  not  treated  by  cholecystec- 
tomy, the  infection  is  progressive  and  in  most 
cases  eventually  involves  the  bile  ducts,  liver 
ducts,  and  possibly  the  pancreas.  At  any  point 
stone  formation  or  inflammatory  obstructive 
lesions  may  occur. 

In  other  cases  the  initiating  factor  is  frequently 
metabolic.  The  metabolic  cholesterol  stone, 
commonly  formed  during  pregnancy,  is  an  ex- 
ample. In  most  cases  stones  produce  trauma  and 
inflammation  in  the  gallbladder  wall,  even 
though  theyr  can  be  asymiptomatic  for  years. 
Complications  may’  include  cystic  duct  obstruc- 
tion, hydrops,  or  einpyrema  of  the  gallbladder. 
The  stone  may  enter  the  common  duct,  causing 
cholangitis,  hepatitis,  biliary-  cirrhosis,  or  pan- 


creatitis. 

In  certain  cases  the  initiating  factor  is  me- 
chanical and  may  consist  of  kinks,  strictures, 
congenital  anomalies,  or  aberrant  blood  vessels 
causing  pressure  on  the  bile  ducts.  Inflammatory 
changes,  sometimes  with  superimposed  infection, 
frequently  result  from  the  mechanical  irritation 
of  stones  or  other  forms  of  mechanical  obstruc- 
tion. Conversely’,  stones  may  result  from  ob- 
structive lesions.  Regardless  of  the  initial 
source  the  pathologic  changes  may  gradually 
involve  the  entire  biliary'  tract,  ultimately’  pro- 
ducing irreversible  effects  which  cannot  be  re- 
lieved by’  any  form  of  medical  or  surgical 
therapy’.13 

Associated  Disorders. — There  is  a growing 
appreciation  of  the  interrelation  of  biliary  tract 
disorders  with  those  of  other  systems.  Symp- 
toms of  biliary’  tract  disorders  may  actually 
originate  in  disorders  of  the  gastrointestinal  or 
genitourinary  tract.8  In  the  recent  literature 
most  stress  seems  to  be  on  the  prevalence  of 
biliary  tract  disorders  in  patients  with  pancreatitis 
and  diabetes  mellitus.  The  increase  in  our 
population  of  people  who  live  to  an  advanced  age 
has  brought  with  it  the  recognition  that  symptoms 
of  organic  heart  disease  may’  be  instigated  or  ag- 
gravated by  disorders  of  the  biliary  tract.  Re- 
cent statistical  studies  have  shown  a surprisingly 
high  incidence  of  carcinoma  associated  with 
disease  of  the  biliary’  tract,  particularly’  in  the 
older  age  group.14 

Diagnostic  Procedures 

This  section  is  concerned  primarily’  with  the 
ways  in  which  a comprehensive  diagnostic  in- 
vestigation can  be  utilized  to  differentiate  be- 
tween functional  and  organic  disorders  and  to 
serve  as  a basis  for  medical  or  surgical  treatment. 

History 

A detailed  history’  of  the  patient  is  still  the 
cornerstone  of  successful  diagnosis  and  manage- 
ment, notwithstanding  recent  improvements  in 
laboratory’  procedures.  From  the  viewpoint  of 
differential  diagnosis  the  situation  is  complicated 
by’  the  fact  that  the  symptomatology  of  biliary’ 
functional  disorders  is  sometimes  almost  identical 
with  that  of  organic  disease.8  It  is  important, 
therefore,  to  emphasize  that  some  symptoms  are 
common  to  both  functional  disorders  and  organic 
disease,  while  other  symptoms  occur  only’  with 
organic  disease.9 
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The  symptoms  common  to  all  biliary  tract 
disorders  are  indefinite  “dyspepsia,”  consisting 
of  discomfort  after  meals,  belching,  distention, 
and  bloating.  A “bilious  feeling”  and  an  in- 
tolerance to  certain  foods,  such  as  fats,  fried  foods, 
and  eggs,  are  also  common  findings.  Heartburn, 
acid  eructation,  a coated  tongue,  and  chronic 
constipation  may  occur  as  associated  symptoms. 

The  symptoms  usually  limited  to  organic 
disease  include  recurrent  attacks  of  pain  with 
nausea,  vomiting,  chills,  or  fever.  Acute  at- 
tacks of  pain  followed  by  dark  urine,  clay-colored 
stools,  or  jaundice  are  frequently  associated  with 
common  duct  stones.  Painless  jaundice  in  the 
young  is  commonly  the  result  of  hepatitis;  in 
the  aged  it  is  apt  to  be  the  result  of  carcinoma  or 
pancreatitis.  Anorexia,  anemia,  and  loss  of 
strength  and  weight  occur  with  either  carcinoma 
or  advanced  infectious  disease.  Excessive  loss  of 
weight  occurs  in  patients  with  malignancies  and 
other  forms  of  advanced  organic  disease,  at  times 
because  of  anorexia  and  sometimes  because  the 
patient  is  “afraid  to  eat.” 

Pain  is  a predominant  symptom  in  most  pa- 
tients with  biliarjr  tract  disorders.  Its  char- 
acter, which  ranges  from  colic  to  discomfort,  is 
well  known.  Less  well  known  is  the  fact  that  in 
about  50  per  cent  of  proved  gallbladder  cases, 
pain  is  found  to  be  localized  in  the  epigastric 
section.  Also  worthy  of  mention  is  radiation  of 
pain  to  the  precordial  area,  which  may  be  con- 
fused with  pain  of  cardiac  origin.  Pain  of  pan- 
creatic origin  may  be  located  in  the  epigastrium 
or  left  upper  quadrant  and  radiate  to  the  back. 
This  pain  is  apt  to  occur  following  overindul- 
gence in  food,  fats,  or  alcohol.  The  colic  caused 
by  a common  duct  stone  is  frequently  associated 
with  nausea  and  vomiting,  followed  in  some  cases 
by  jaundice. 


Physical  Examination 

In  patients  with  functional  disorders  there  are 
certain  characteristics.  In  the  atonic  or  hypo- 
tonic group  obesity  and  deficiency  of  muscle 
tone  are  predominant.  In  the  hypertonic  group 
findings  include  excessive  internal  tension,  di- 
lated pupils,  postcervical  tenderness  on  deep 
pressure,  a slow  pulse,  a spastic  colon  with  a 
tender  palpable  sigmoid,  sometimes  a dilated 
cecum,  and  generally  overactive  reflexes. 

In  patients  with  organic  disease,  infection  is 
associated  most  commonly  with  tenderness  of 
the  gallbladder,  liver,  or  the  pancreatic  region. 


Acute  cholecystitis  is  usually  associated  with 
tenderness  and  rigidity  of  the  right  upper  quad- 
rant. Fever  and  tachycardia  are  apt  to  be  ac- 
companied by  active  inflammation.  There  may 
be  a palpable  mass  in  the  gallbladder  region  due 
to  hydrops,  empyema,  or  adherent  omentum. 
With  extrahepatic  obstructive  lesions  the  gall- 
bladder may  be  palpable.  In  the  absence  of 
acute  symptoms  a palpable  Courvoisier  gall- 
bladder is  usually  found  with  a gradual  common 
duct  obstruction,  such  as  that  due  to  stenosis  or 
malignancy.  Jaundice  may  result  from  common 
duct  obstruction,  or  it  may  occur  with  hepatic  or 
pancreatic  disease.  With  infection  the  liver  is 
usually  enlarged  and  tender.  Emaciation,  ca- 
chexia, and  excessive  loss  of  weight  indicate  ad- 
vanced or  serious  organic  disease,  such  as  malig- 
nancy or  cirrhosis  of  the  liver. 

Cholecyst  ogra phy 

This  procedure  has  recently  been  improved  by 
the  use  of  dyes  with  a higher  concentration  of 
iodine,  such  as  Telepaque  or  Priodax.1616  A 
particular  advantage  of  the  concentrated  dye  is 
the  fact  that  after  a fat  meal,  in  many  cases  where 
the  gallbladder  is  visualized,  the  common  bile 
duct  can  be  demonstrated.  Films  are  best  taken 
ten  to  thirty  minutes  after  the  administration  of 
the  fat  meal.  In  patients  of  subnormal  weight, 
four  dye  tablets  are  preferable. 

However,  while  the  cholecystogram  is  accurate 
in  90  per  cent  of  cases,  certain  problems  remain. 
The  high  concentration  of  dye  may  obscure  small 
stones,  although  these  sometimes  do  visualize 
after  contraction  of  the  gallbladder  following  a 
fat  meal  or  when  precipitated  or  layered  (as  seen 
in  films  taken  in  the  upright  position).  A pre- 
liminary flat  plate  and  serial  films  taken  after  the 
fat  meal  should  be  followed  by  a final  film  taken 
in  the  upright  position. 

Another  problem  involved  in  cholecystography 
is  nonvisualization  of  the  gallbladder  in  the 
routine  procedure.  This  finding  is  usually  due 
to  a calculous  cystic  dust  obstruction.  How- 
ever, an  operation  based  on  this  assumption  may 
reveal  a normal  gallbladder.  Following  non- 
visualization of  the  gallbladder  the  dye  tablets 
can  be  given  the  same  night  and  another  chol- 
ecystogram taken  the  following  day.  However, 
this  procedure  was  reported  recently  to  give 
identical  findings  in  95  per  cent  of  the  tests  in 
which  it  was  used.17 

Obviously,  additional  tests  are  necessary  to 
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Fig.  1.  Oral  cholangiogram  of  patient  having  a re- 
port of  no  visualization  on  routine  cholecystography. 
Operation  disclosed  the  gallbladder  full  of  stones  with 
five  stones  in  the  common  bile  duct.  ( Courtesy  of  Dr. 
Howard  W estcott) 

confirm  the  diagnosis  of  a nonfunctioning  gall- 
bladder. In  my  experience  one  of  the  most  ac- 
curate is  duodenal  drainage.  Here  the  absence 
of  concentrated  gallbladder  bile  affords  im- 
mediate and  accurate  evidence  of  cystic  duct  ob- 
struction, provided  the  position  of  the  duodenal 
tube  is  confirmed  by  fluoroscopic  examination. 
Another  reliable  confirmatory  test  of  a non- 
functioning gallbladder  is  oral  cholangiography,18 
by  which  in  the  majority  of  cases  either  the  gall- 
bladder or  common  duct  can  be  visualized. 
Similar  findings  have  been  obtained  by  the  use 
of  intravenous  cholangiography.19’20 

Oral  Cholangiography 

This  method  consists  of  the  use  of  a double  or, 
more  recently,  a triple  dose  of  oral  dye  such  as 
Telepaque.18  Tablets  are  given  the  night  be- 
fore and  on  the  morning  that  films  are  taken, 
each  dose  of  tablets  being  followed  in  two  hours 
by  paregoric  in  order  to  induce  a spasm  of  the 
common  duct  sphincter.  Patients  are  de- 
hydrated during  the  night  to  obtain  maximal 
concentration  of  dye  in  the  common  duct.  In 
patients  with  a hypertonic  common  duct  sphinc- 
ter, colic  may  follow  the  use  of  paregoric.  This 


can  be  relieved  by  an  adequate  dose  of  atropine 
sulfate. 

In  patients  having  a gallbladder  which  does  not 
visualize  in  the  routine  cholecystogram,  a 
cholangiogram  is  made  after  an  interval  of  one 
week.  Twelve  tablets  of  Telepaque  are  given 
the  previous  night  and  six  on  the  morning  the 
films  are  taken.  In  this  way  most  patients  with  a 
partial  cystic  duct  obstruction  will  show  visualiza- 
tion of  the  gallbladder,  usually  with  stones  (Fig. 
1).  With  complete  cystic  duct  obstruction  the 
common  bile  duct  is  frequently  visualized  with 
evidence  of  dilatation,  obstruction,  or  calculi. 
When  there  is  no  visualization  of  the  common 
duct,  this  can  sometimes  be  obtained  if  the  film  is 
repeated  in  twenty-four  hours. 

Intravenous  Cholangiography 

The  intravenous  use  of  Cholografin  is  particu- 
larly effective  in  visualizing  the  common  bile 
duct  in  postcholecystectomy  patients.16’21  The 
usual  procedure  is  the  injection  of  40  ml.  of  the 
Cholografin  after  a test  dose  of  1 ml.  Wise 
and  O’Brien20  precede  the  test  dose  by  the 
intravenous  injection  of  1 ml.  of  diphenhydramine 
(Benadryl).  A review  of  technic  has  been  re- 
ported by  Shehadi21  and  others.  The  simul- 
taneous use  of  morphine  sulfate  may  intensify 
the  common  duct  shadow,  but  producing  a 
spasm  of  the  common  duct  sphincter  limits  the 
diagnostic  value  of  the  test  to  some  extent. 
Recently,  a more  highly  concentrated  solution 
for  intravenous  cholangiography  has  become 
available,  known  as  Cholografin-methylgluca- 
mine.19  This  solution  has  twice  the  iodine  con- 
tent of  Cholografin  (20  cc.)  and,  therefore,  gives  a 
concentration  equivalent  to  that  of  40  cc.  of 
Cholografin.  Optimum  visualization  of  the  bile 
ducts  occurs  in  about  twenty  minutes  and  of  the 
gallbladder  in  about  two  hours. 

One  disadvantage  of  this  procedure  is  the 
reaction  which  may  occur  following  the  intra- 
venous injection  of  dye.19  While  these  occur  in  a 
minority  of  patients,  they  are  serious  in  some 
cases.  The  reactions  reported  have  included 
abdominal  pain,  nausea,  vomiting,  flushing, 
pruritus,  dermatitis,  and  shock.  In  one  unre- 
ported case  death  occurred.  Satisfactory  chol- 
angiograms  are  not  obtained  where  there  is  jaun- 
dice with  a serum  bilirubin  of  over  4 mg.  per  cent 
or  in  the  presence  of  a bromsulfalein  retention  of 
over  40  per  cent. 

Following  cholecystectomy  the  common  duct 
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findings  of  significance  are  the  intensity  of  visual- 
ization, the  presence  of  dilatation,  and  the  demon- 
stration of  pathologic  elements,  such  as  cystic 
duct  remnants,  strictures,  tumors,  and  stones. 
Stones  found  in  the  common  duct  at  operation 
were  visualized  in  the  intravenous  cholangiogram 
in  half  the  tests.19  Tomograms  afford  the  most 
reliable  means  of  demonstrating  calculi.  Con- 
clusions as  to  the  significance  of  dilatation, 
according  to  Wise  and  O’Brien,20  are  justified  only 
if  the  study  is  carried  out  over  a period  of  two 
hours.  Normal  ducts  empty  within  sixty  min- 
utes, and  the  persistence  of  an  intense  shadow  for 
two  hours  is  considered  evidence  of  obstruction. 
For  the  purpose  of  emptying  the  duct,  the  fat 
meal  has  proved  more  effective  than  amyl  nitrite. 
The  routine  use  of  a two-hour  period  of  observa- 
tion is  recommended. 

The  use  of  cholangiograms  has  been  of  value  in 
contributing  to  the  understanding  of  the  physio- 
logic changes  in  the  common  duct  following  chole- 
cystectomy. As  measured  on  the  film  taken  under 
standard  conditions,  the  average  diameter  is  about 
7 mm.;  10  mm.  may  be  considered  within  nor- 
mal limits,  and  up  to  20  nun.  may  be  considered 
a moderate  degree  of  dilatation.  Studies  of  post- 
cholecystectomy common  ducts  for  periods  up  to 
twenty  years  showed,  in  the  absence  of  symptoms, 
no  common  ducts  with  more  than  a 15-mm.  diam- 
eter.18 

Generally  speaking,  common  duct  dilatation  is 
only  moderate  with  common  duct  stones  or 
organic  stricture.  The  most  marked  degrees  of 
dilatation  occur  with  pancreatitis  and  with 
malignant  tumors  of  the  ducts  or  of  the  head  of 
the  pancreas.  Dilatation  of  20  to  30  mm.  has 
also  occurred,  however,  with  no  evidence  at 
operation  of  pathologic  changes  other  than  a 
spastic  or  hypertrophic  common  duct  sphincter. 

A further  important  concept  which  has  grown 
from  cholangiographic  studies  is  that  pathologic 
conditions  demonstrated  may  not  be  responsible 
for  the  patient’s  symptoms.  By  means  of  intra- 
venous cholangiograms  Evans  and  his  associates16 
studied  121  postcholecystectomy  patients,  includ- 
ing a group  of  46  control  patients  with  no  symp- 
toms. The  same  incidence  (34  per  cent)  of  cystic 
duct  remnants,  common  duct  stones,  and  stric- 
tures was  found  in  the  control  group  as  in  the 
group  of  patients  with  symptoms.  Whether  the 
pathologic  conditions  are  producing  symptoms 
should  be  decided  on  the  basis  of  the  presence  of 
common  duct  obstruction  or  infection.  Common 


duct  obstruction  usually  is  indicated  by  the 
persistence  of  an  intense  common  duct  shadow 
over  a period  of  two  hours  and  an  elevation  in  the 
serum  bilirubin.  Infection  is  suggested  by  the 
clinical  evidence  of  chills  and  intermittent  fever 
with  an  enlarged  tender  liver;  the  diagnosis  is 
confirmed  by  the  presence  of  pathogenic  organ- 
isms in  the  bile  obtained  by  duodenal  drainage 
under  sterile  conditions. 

Operative  Ch olan giography 

In  certain  cases  this  procedure  has  given 
valuable  information  not  obtainable  by  palpation 
or  inspection  at  the  time  of  operation.22'23  A 
Contrast  medium,  such  as  35  per  cent  Diodrast, 
is  injected  into  the  common  duct  by  a needle  or 
catheter  inserted  through  the  cystic  duct.  This 
medium  is  useful  in  detecting  lesions,  such  as 
small  stones,  strictures,  malignant  tumors,  or 
papillomas  of  the  bile  ducts,  particularly  if  these 
occur  in  the  bile  ducts  of  the  liver,  the  intra- 
pancreatic  portion  of  the  common  duct,  or  in  the 
ampulla  of  Yater.  The  use  of  operative  chol- 
angiography is  indicated  in  those  patients  who 
have  a history  of  jaundice  or  in  whom  a dilated 
common  duct  is  found  at  operation  where  the 
cause  of  the  symptoms  or  findings  is  not  other- 
wise apparent. 

In  patients  with  T-tube  drainage  a delayed 
cholangiogram  is  done  after  an  interval  of  ten  or 
fourteen  days.  In  this  way  it  is  possible  to 
detect  common  duct  stones  or  other  possible 
pathologic  conditions  and  to  assure  the  free  flow 
of  bile  into  the  duodenum  before  removal  of  the 
tube. 

Duodenal  Drainage 

Duodenal  or  gallbladder  drainage,  first  popular- 
ized by  Lyon24  as  a diagnostic  procedure,  is  not  as 
widely  used  as  its  value  would  indicate,  notwith- 
standing recent  articles  approving  its  use.7'9  25'26 
However,  our  experience  with  several  thousand 
operative  patients  over  a period  of  twenty-five 
years  has  indicated  that  this  procedure  is  of 
diagnostic  value  if  properly  performed  and  care- 
fully interpreted.6  Our  conclusion  is  based  on  a 
comparative  study  of  the  findings  of  duodenal 
drainage,  cholecystography,  and  other  diagnostic 
procedures,  as  well  as  with  operative  findings. 
The  results  of  bacteriologic  studies  of  bile  ob- 
tained by  duodenal  tube  were  compared  with 
cultures  of  specimens  from  all  parts  of  the  biliary 
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tract  at  operation.  The  specific  findings  which 
give  duodenal  drainage  its  diagnostic  value  are 
as  follows: 

1 . Abnormalities  in  the  free  hydrochloric  acid 
of  the  fasting  gastric  contents,  such  as  achlor- 
hydria or  hyperacidity  (if  confirmed  by  fractional 
gastric  analysis),  serve  as  useful  indications  for 
therapy  to  improve  the  function  of  the  gall- 
bladder or  pancreas. 

2.  Gross  examination  of  bile,  obtained  after 
stimulation  with  magnesium  sulfate  and  olive  oil. 
gives  immediate  and  reliable  evidence,  by  the 
presence  or  absence  of  concentrated  gallbladder 
bile,  of  a functioning  or  nonfunctioning  gall- 
bladder. (This  test  is  of  great  practical  value, 
especially  for  patients  having  a cholecystogram 
showing  no  gallbladder  shadow.) 

3.  Microscopic  examination  of  biliary  sedi- 
ment sometimes  reveals  crystals  suggestive  of 
stones  or  stasis. 

4.  Microscopic  findings  of  bile-stained  pus 
cells  suggest  biliarv  tract  infection. 

5.  Microscopic  findings  of  blood  or  cancer 
cells  (stained  by  the  Papanicolaou  technic)  may 
give  evidence  of  malignancies  not  otherwise 
demonstrable.27 

6.  Cultures  of  bile  taken  by  duodenal  tube 
under  adequate  sterile  precautions  afford  reliable 
evidence  of  biliary  tract  infection,  as  shown  by  a 
large  series  of  patients  in  whom  cultures  of  duo- 
denal bile  were  compared  with  cultures  taken 
from  all  parts  of  the  biliary  tract  at  operation.28 

7.  The  absence  of  bile,  when  the  position  of 
the  duodenal  tube  has  been  checked  by  fluoro- 
scope,  is  the  most  direct  and  reliable  evidence 
obtainable  of  complete  obstruction  of  the  com- 
mon bile  duct,  usually  due  to  a neoplasm. 

Blood  Chemistry- 

In  chronic  conditions  certain  chemical  blood 
determinations  are  of  value  in  differentiating 
functional  disorders  from  organic  disease.  I\  ith 
functional  disorders  findings  are  invariably 
normal. 

With  organic  disease  there  may  be  evidence  of 
biliary  obstruction  or  damage  to  the  liver  or 
pancreas.  Following  attacks  of  acute  pain  an 
elevation  in  serum  bilirubin  indicates  that  the 
probable  cause  is  a common  duct  stone.  Eleva- 
tion in  serum  amylase  suggests  acute  pancre- 
atitis, which  may  be  associated  with  elevation  in 
alkaline  phosphatase.  In  cases  of  early  jaundice 
these  tests  are  of  value  in  differentiating  intra- 


hepatic  and  extrahepatic  types.  With  hepa- 
togenous jaundice  the  cephalin  flocculation  and 
thymol  turbidity  tests  are  strongly  positive,  there 
is  an  excessive  amount  of  urobilinogen  in  the 
urine,  and  the  serum  bilirubin  is  usually  high. 
Extrahepatic  obstructive  lesions  may  be  inter- 
mittent or  constant.  Intermittent  obstructions, 
usually  due  to  common  duct  stones,  give  fluctu- 
ating elevations  in  the  serum  bilirubin  and  alka- 
line phosphatase  tests.  Organic  obstruction 
gives  a progressive  elevation  of  the  serum  bili- 
rubin, cholesterol,  alkaline  phosphatase,  and, 
with  obstruction  of  the  ampulla  of  Vater,  an 
elevation  of  the  serum  amylase.  The  cephalin 
flocculation  and  thymol  turbidity  tests  may 
eventually  become  strongly  positive  in  cases  of 
prolonged  jaundice  of  extrahepatic  origin  due 
to  complications  of  infection  and  liver  damage. 
In  addition  to  the  findings  already  noted,  with 
complete  common  duct  obstruction,  there  is 
absence  of  urobilinogen  in  periodic  specimens  of 
urine  and  absence  of  bile  on  duodenal  drainage. 
Periodic  determinations  should  be  made  at 
intervals  of  five  to  seven  days. 

In  patients  who  are  critically  ill  and  are  there- 
fore poor  risks  for  surgery,  the  above  findings  of 
biliary  obstruction  and  damage  to  the  liver  or 
pancreas  are  supplemented  by  significant  indica- 
tions of  impending  fiver  or  renal  failure.  With 
fiver  failure  the  elevated  blood  cholesterol  may 
drop  appreciably7,  with  the  ester  ratio  reduced  to  a 
trace.  The  serum  proteins  may7  be  reduced,  with 
the  major  reduction  in  the  serum  albumin  and  an 
inversion  of  the  albumin-globulin  ratio.  In  the 
absence  of  jaundice  the  bromsulfalein  retention 
test  may  become  strongly  positive.  One  of  the 
most  serious  prognostic  findings  under  these 
circumstances  is  elevation  of  the  urea  or  non- 
protein nitrogen,  indicative  of  impending  renal 
failure. 

General  Medical  Management 

Medical  therapy,  when  appropriately  used,  is 
usually7  successful  in  relieving  functional  dis- 
orders or  catarrhal  conditions  of  the  biliary7  tract. 
In  patients  with  functional  disorders,  surgery  is 
apt  to  aggravate  rather  than  relieve  symptoms. 
In  cases  of  proved  organic  disease,  however,  medi- 
cal therapy  rarely  gives  lasting  s.vmptomatic 
relief.  Furthermore,  even  if  there  is  relief,  the 
underlying  pathologic  conditions  become  pro- 
gressively worse  in  most  cases.  Therefore,  a 
continued  search  for  different  diets  and  medica- 
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tions  to  relieve  persistent  pain  is  not  justified; 
prompt  surgical  intervention  is  the  preferable 
procedure. 

Biliary  stasis,  as  shown  by  a delay  in  emptying 
of  the  gallbladder  in  the  cholecystogram,  is  in 
most  cases  an  indication  for  medical  therapy.7,12 
This  condition  may  be  associated  with  preg- 
nancy, inadequate  food  stimulation  to  bile  flow, 
gastric  hyperacidity  with  duodenitis,  achlorhy- 
dria, or  chronic  constipation.  Improved  gall- 
bladder function  usually  results  from  the  correc- 
tion of  etiologic  factors  by  appropriate  dietary, 
hygienic,  and  medical  measures. 

Diet 

Inasmuch  as  food  is  the  most  effective  chola- 
gogue  known,12  the  judicious  use  of  appropriate 
diets  can  play  an  important  part  in  correcting 
gallbladder  dysfunction  which  results  in  symp- 
toms and  ultimately  in  pathologic  changes. 
Conversely,  improper  dietary  and  hygienic  habits 
may  cause  or  aggravate  gallbladder  disorders  to  a 
serious  degree.  Detrimental  dietary  and  hygi- 
enic habits  may  be  elicited  by  a carefully  taken 
history.  Among  these  are  drastic  reducing  diets 
with  missed  meals  and  excessive  weight  loss, 
delayed  or  hurried  meals,  and  the  regular  omission 
of  breakfast  or  lunch.  Conversely,  overeating, 
especially  with  a high-fat  or  high-roughage  diet, 
may  be  conducive  to  indigestion.  The  excessive 
use  of  roughage,  seasonings,  condiments,  and 
rich  and  highly  seasoned  foods  may  also  be 
harmful  and  productive  of  symptoms.  The 
prolonged  use  of  a low-fat  diet  is  also  contra- 
indicated because  it  is  unpalatable,  low  in  caloric 
value,  inadequate  in  vitamins  A and  D,  and  lacks 
the  ability  to  stimulate  properly  the  emptying  of 
the  gallbladder  and  intestinal  peristalsis. 

Generally  speaking,  diets  for  gallbladder  dis- 
orders should  be  bland  and  should  have  a caloric 
value  suitable  for  the  correction  of  abnormal 
weight.7,12  In  order  to  promote  emptying  of  the 
gallbladder  of  patients  in  the  atonic  gallbladder 
group,  a “stimulating”  type  of  diet,  moderately 
high  in  fats  and  cholesterol,  is  indicated  (if  toler- 
ated) with  intermediate  feedings  if  the  patient  is 
not  overweight.  For  patients  with  an  intoler- 
ance to  fats,  hypercholesteremia,  gallstones,  or 
inflammatory  conditions  of  the  gallbladder  for 
which  operation  is  contraindicated  or  refused,  a 
low-fat  and  low-cholesterol  diet  may  relieve  indi- 
gestion.12 This  diet  should  not  be  used  for  an 
indefinite  period,  and  a normal  diet  should  be 


gradually  resumed.  Should  symptoms  recur, 
notwithstanding  appropriate  medical  therapy, 
removal  of  the  diseased  gallbladder  should  be 
urged.  Biliary  stasis  induced  by  duodenitis  and 
a hypertonic  common  duct  sphincter,  usually 
characterized  by  symptoms  of  heartburn,  acid 
eructation,  and  at  times  recurrent  colic,  responds 
well  to  a bland  Sippy  type  of  diet  with  inter- 
mediate feedings.  Medication  here  includes 
antacids,  sedatives,  and  antispasmodics. 

Hygienic  Care 

Poor  hygienic  habits  discovered  by  a carefully 
taken  history  can  be  corrected.  The  importance 
of  regular  meals  should  be  stressed,  as  well  as  the 
avoidance  of  practices  known  to  be  detrimental. 
Among  those  most  apt  to  be  overlooked  by  the 
hurried  physician  are  excessive  smoking  and 
drinking,  practices  which  can  be  ascertained  in 
some  cases  only  through  friends  or  relatives. 
The  patients  most  frequently  needing  this  advice 
usually  suffer  from  the  hypertonic  types  of  dis- 
orders associated  with  gastrititis,  duodenitis,  and 
gastric  hyperacidity.  Firm  instructions  and 
follow-up  supervision  are  sometimes  necessary  in 
order  to  counteract,  as  far  as  possible,  lack  of 
cooperation  on  the  part  of  the  patient. 

Hygienic  instructions  may  also  be  especially 
useful  in  that  large  group  of  patients  who  live  in  a 
state  of  sustained  internal  tension.  Here  the 
cause  of  the  tension  should  be  determined  if 
possible  and  a more  sensible  daily  routine  of 
living  outlined.  Environmental  disturbances 
may  sometimes  be  changed  or  the  patient  induced 
to  accommodate  himself  to  them.  At  times  a 
change  of  environment  or  prolonged  vacation 
may  be  helpful.  Among  other  corrective  meas- 
ures are  adequate  intake  of  fluids,  especially  be- 
fore breakfast  and  between  meals.  Adequate 
exercise  is  frequently  beneficial,  as  is  encourage- 
ment of  regular  bowel  habits. 

Medication 

Attention  to  the  dietary  and  hygienic  factors 
previously  noted  should  obviate  the  use  of  medi- 
cines to  a large  extent.  An  effort  should  be  made 
to  limit  medicines  to  the  specific  needs  of  the 
patient,  as  shown  by  the  diagnostic  investigation. 

In  the  majority  of  patients  seen  in  urban  prac- 
tice, the  primary  need  is  for  the  relief  of  excessive 
internal  tension.  Sedatives  and  in  many  cases 
antispasmodics  are  needed.  Among  those  which 
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have  been  satisfactory  is  phenobarbital  in  a dos- 
age of  32  mg.  (V,  grain)  taken  three  times  daily. 
For  those  unable  to  tolerate  phenobarbital, 
carbromal  hydrate  or  one  of  the  newer  proprietary 
preparations,  such  as  Miltown  or  Equanil,  has 
proved  helpful.  For  patients  having  persistent 
pain  or  vomiting  in  which  surgery  is  not  indi- 
cated, other  agents  may  be  necessary.  Thora- 
zine, while  useful  in  severe  nervous  disorders, 
may  have  a hepatoxic  effect  and  for  this  reason 
should  be  used  with  caution.  Sparine,  a related 
substance,  is  said  not  to  have  shown  these  toxic 
effects  up  to  the  present  time. 

Among  the  antispasmodics  atropine  sulfate  and 
belladonna,  in  my  opinion,  still  hold  a predomi- 
nant position.  Tincture  of  belladonna  has  the 
advantage  of  easy  regulation  in  dosage.  The 
suggested  initial  dose  is  20  drops  taken  three 
times  daily.  If  this  drug  is  not  tolerated,  many 
proprietary  preparations,  such  as  anticholinergic 
drugs,  may  be  useful.  Among  these  may  be 
mentioned  Prantal,  Bentyl,  Trasentine,  and  Pro- 
Banthine.  The  combinations  of  sedatives  and 
antispasmodics  are  both  convenient  and  very 
effective  in  most  cases.  Among  those  are  Bel- 
lergal,  Belladenal,  Bentyl  with  phenobarbital, 
Donnatal,  and  Trasentine  with  phenobarbital. 

The  gastric  hyperacidity  associated  with  gas- 
tritis, duodenitis,  pancreatitis,  and  hypertonic 
functional  disorders  of  the  biliary  tract  is  often 
unrecognized,  even  though  the  results  of  appro- 
priate medical  treatment  for  these  conditions  are 
frequently  dramatic  and  may  save  the  patient 
from  an  unnecessary  operation.  The  principal 
reason  for  this  seems  to  be  the  antipathy  of  most 
patients  to  gastric  analysis  and  the  consequent 
reluctance  of  the  doctor  to  use  it.  The  intriguing 
possibilities  of  “tubeless  gastric  analysis”  await 
further  confirmation.  In  any  case  symptoms  of 
hyperacidity  are  relieved  by  the  use  of  antacids. 
Among  those  found  most  useful  in  acute  condi- 
tions are  the  liquid  preparations,  such  as  Ampho- 
jel  with  magnesium  trisilicate,  Basaljel,  Gelusil, 
and  Maalox.  The  preferred  initial  dose  is  a 
tablespoonful  after  meals  and  at  bedtime  with 
gradual  reduction  of  dosage.  If  tablets  are  more 
convenient,  one  or  two  may  be  taken  four  times 
daily.  Among  the  tablet-form  drugs  are  Aludrox, 
Creamalin,  Gelusil,  Maalox,  Titralac,  and  many 
others.  Calcined  magnesia,  a laxative  antacid, 
may  be  combined  with  calcium  carbonate  and 
bismuth  subcarbonate  and  given  in  dosage  of  one 
level  teaspoonful  four  times  daily. 


A stimulating  or  building-up  regimen  is  needed 
for  patients,  particularly  the  aged,  of  the  atonic, 
sedentary,  or  obese  types.  Daily  exercise  and  an 
adequate  fluid  intake  are  prescribed.  For  the 
correction  of  achlorhydria  and  chronic  gastritis 
an  appropriate  bland  diet  is  supplemented  by  the 
use  of  dilute  hydrochloric  acid  (a  teaspoonful  in 
orange  juice  with  meals)  or  one  or  two  glutamic 
acid  capsules  with  meals.  The  concomitant  use 
of  tonics,  such  as  tincture  of  nux  vomica, 
compound  tincture  of  gentian,  or  various  com- 
mercial preparations,  such  as  Theranates  or 
Metatone,  may  be  helpful.  In  the  case  of  pa- 
tients who  are  underweight,  olive  oil  taken  by 
mouth  is  helpful  in  combating  gallbladder  stasis. 
Bile  salts  are  also  frequently  beneficial  for  the 
relief  of  gas  and  distention  associated  with  biliary 
and  intestinal  stasis.  The  choleretic  acid  of  the 
bile  salts  is  thereby  supplemented  in  increasing 
intestinal  peristalsis.  Additional  aids  which 
may  be  used  temporarily  for  the  relief  of  disten- 
tion and  indigestion  are  the  saline  laxatives,  such 
as  sodium  phosphate,  sodium  sulfate,  and  sodium 
bicarbonate.  Thyroid  therapy  may  be  useful  in 
the  relief  of  both  indigestion  and  obesity  and  in 
those  with  a low  basal  metabolic  rate. 

Medical  Management  of  Specific  Conditions 

Chronic  Cholecystitis 

Among  the  less  severe  inflammatory  conditions 
of  the  gallbladder  is  a chronic  catarrhal  type  pro- 
ducing indigestion  but  not  colic,  chills,  fever  or 
jaundice.11  Physical  findings  are  usually  limited 
to  tenderness  in  the  right  upper  quadrant,  and 
cholecystography  may  show  an  impairment  in 
visualization  of  the  gallbladder.  Duodenal 
drainage  may  show  disorders,  such  as  abnormal 
gastric  acidity,  deficient  amounts  of  concentrated 
gallbladder  bile,  or  evidence  of  stasis  on  micro- 
scopic examination  of  the  bile  sediment.  Cul- 
tures of  bile  are  usually  sterile,  and  chemical 
blood  examinations  of  liver  and  pancreatic  func- 
tion are  normal. 

The  medical  management  of  these  disorders  is 
based  on  the  findings  of  a comprehensive  diag- 
nostic investigation.  Gallbladder  stasis  may  be 
corrected  by  the  various  methods  described  for 
the  relief  of  gastric  hyperacidity  or  achlorhydria, 
with  sedatives,  antispasmodics,  and  antacids  if 
needed.  Bile  salts  may  be  useful,  especially  in 
the  aged.  Laxatives,  tonics,  and  the  general  hy 
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gienic  measures  described  may  result  in  the  relief 
of  symptoms  and  in  demonstrable  improvement 
of  gallbladder  function.  Patients  with  patho- 
genic organisms  in  the  bile  obtained  by  duodenal 
drainage  may  receive  benefit  from  antibiotic 
therapy  based  on  sensitivity  tests. 

Generally  speaking,  the  treatment  of  chronic 
infectious  cholecystitis  should  be  surgical.  How- 
ever, the  possibility  of  treating  such  conditions 
medically  with  success  is  suggested  by  recent  in- 
vestigations which  have  shown  that  some  broad- 
spectrum  antibiotics,  as  well  as  Furadantin,  are 
excreted  in  the  bile  in  sufficient  concentration  to 
inhibit  the  growth  of  most  pathogenic  organisms 
found  there.18'29-33 

Associated  Conditions 

There  is  frequently  need  for  medical  manage- 
ment of  associated  pathologic  conditions  in 
patients  w ith  chronic  disease  of  the  biliary  tract. 
Pancreatitis,  diabetes  mellitus,  and  arterio- 
sclerotic heart  disease  have  been  most  prevalent. 
Although  the  interrelationship  of  these  diseases 
and  their  association  with  biliary  disorders  is  not 
yet  entirely  understood,  there  are  certain  facts  of 
interest  and  practical  clinical  value  that  should 
be  brought  out  and  are  therefore  included  here. 

Pancreatitis. — In  a review  of  1,356  cases  of 
operative  gallbladder  disease,  Colcock  and  Mc- 
Manus1 remark:  “The  high  incidence  of  associ- 
ated pancreatic  disease  indicates  the  close  rela- 
tionship between  pathologic  conditions  of  the 
biliary  tract  and  disease  of  the  pancreas.” 
Bockus34  has  noted  that  most  patient^  with 
pancreatitis  have  a previous  history  of  chole- 
lithiasis. Rabinowitch36  found  that  in  patients 
with  acute  pancreatitis,  the  incidence  of  diabetes 
mellitus  was  40  times  that  of  chance  expectations. 
Rabinowitch’s  investigation  further  revealed  that 
infection  of  the  biliary  tract  was  a common  pre- 
cursor of  pancreatitis. 

These  reports  seem  to  indicate  that  pancreatitis 
may  be  induced,  at  least  in  some  cases,  by  com- 
mon duct  stones  or  infection  of  the  gallbladder.9 
The  infection  may  be  transmitted  to  the  pancreas 
by  the  lymphatics.  In  other  patients,  those  with 
a common  opening  of  the  pancreatic  and  common 
bile  ducts,  inflammation  or  infection  may  be  in- 
duced by  regurgitation  of  bile  into  the  pancreas 
because  of  an  obstruction  of  the  ampulla  of  Vater 
due  to  stone,  spasm,  tumor,  or  fibrosis3'14'36'37  or 
because  of  transmission  to  the  pancreas  of  infec- 
tion from  the  gallbladder  by  way  of  the  lym- 


phatics. 

Medical  measures  which  sometimes  give 
symptomatic  relief  and  improve  biliary  tract  and 
pancreatic  function  in  these  cases  include  the 
correction  of  abnormalities  in  gastric  acidity, 
sedatives  and  antispasmodics  for  the  relief  of 
common  duct  sphincter  spasm,  the  therapeutic 
use  of  pancreatic  extract  and  bile  salts,  and  suit- 
able broad-spectrum  antibiotics  for  the  treatment 
of  pathogenic  organisms  of  the  biliary  tract  found 
in  the  duodenal  bile. 

On  the  basis  of  actual  clinical  observation, 
particularly  in  older  patients,  many  recent  arti- 
cles on  surgery  of  the  biliary  tract  for  chronic 
cholecystitis  and  cholelithiasis  have  stressed  the 
need  for  early  operation  as  a preventive  measure 
against  the  possibility  of  pancreatitis  as  a com- 
plicating factor.3'6'11'36'38  Generally  speaking,  the 
operative  mortality  for  cholecystectomy  in 
patients  under  fifty  years  of  age  is  about  1 per 
cent;  with  the  added  complication  of  pancre- 
atitis, the  operative  mortality  is  greatly  increased. 
The  incidence  of  cholelithiasis  in  patients  with 
chronic  pancreatitis  was  found  to  be  high  by 
Zollinger,3  who  advises  an  interval  operation  on 
the  biliary  tract  of  these  patients. 

Diabetes  Mellitus. — Rabinowitch36  found  in 
a biometric  study  of  patients  with  gallbladder 
disease  that  nine  times  as  many  had  diabetes 
mellitus  as  would  be  expected  in  the  general 
population.  Also  the  incidence  of  cholelithiasis 
is  much  higher  in  diabetics  than  in  the  general 
population.11'39  The  high  incidence  of  diabetes  in 
patients  with  gallbladder  disease  suggests  that 
the  mechanisms  predisposing  to  pancreatitis  in 
some  cases  may  be  responsible  for  the  subsequent 
development  of  diabetes,  possibly  through  necrosis 
of  the  islands  of  Langerhans. 

Cholecystectomy  has  been  advised  for  diabetic 
patients  with  a pathologic  gallbladder  or  chole- 
lithiasis6'12 as  a means  of  improving  the  diabetic 
condition  and  preventing  complications  requiring 
further  surgery  with  its  accompanying  greatly 
increased  mortality.3'6'11'36'38  Operations  for 
acute  biliary  tract  conditions  are  poorly  with- 
stood by  diabetics,  both  because  of  their  suscepti- 
bility to  infection  and  the  difficulty  of  regulating 
the  diabetes  and  insulin  requirements  during  the 
operative  period.  It  is  also  important  to  note 
that  most  diabetics  of  the  older  age  group  have 
arteriosclerotic  cardiovascular  disease,  frequently 
of  an  advanced  degree.39  Preoperative  investiga- 
tion of  these  patients,  therefore,  should  include 
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an  electrocardiogram  and  an  x-ray  of  the  chest, 
as  well  as  chemical  blood  studies  for  adequacy  of 
liver  and  renal  function.3-40  Roentgenographic 
studies  which  may  reveal  unsuspected  pathologic 
conditions  are  the  gastrointestinal  series  and 
barium  colon  enema. 

Heart  Disease.— During  recent  years  many 
articles  have  been  written  about  the  frequent 
association  of  gallbladder  and  heart  dis- 
ease.5-11-37-41-43  This  interrelationship  may  pro- 
duce difficulties  in  making  a differential  diagnosis 
in  that  either  condition  may  cause  severe  epigas- 
tric or  precordial  pain.  Thus,  Garrett43  has 
recommended  that  “all  patients  with  symptoms  of 
heart  disease  should  have  a choleevstogram  and 
all  patients  with  symptoms  of  gallbladder  disease 
should  have  an  electrocardiogram.”  In  any  case 
there  has  been  considerable  discussion  as  to 
whether  pain  of  this  type  originates  in  the  biliary 
tract  or  in  the  heart. 

The  fact  that  biliary  tract  disorders  may  cause 
or  aggravate  substernal  or  precordial  pain  or  may 
induce  typical  attacks  of  angina  pectoris  has  been 
emphasized  by  Ravdin,44  Cole,42  Zollinger,37  and 
many  others.  Ravdin  has  been  able  to  duplicate 
acute  attacks  of  angina  pectoris  by  dilatation  of 
the  common  bile  duct  in  postcholecystectomy 
patients.  The  prevailing  opinion  seems  to  be 
that  overdistention  of  the  biliary  tract  can  cause 
pain  and  other  abnormalities  of  the  heart  by 
reflex  vasoconstriction  of  the  coronary  arteries 
with  resultant  ischemia  of  the  heart  muscle. 

There  is  general  agreement  that  the  cardiac 
patients  with  organic  disease  of  the  biliary'  tract, 
especially  cholelithiasis,  should  have  a chole- 
cystectomy. In  the  absence  of  recent  myocardial 
infarction  or  cardiac  failure,  the  operation  (in 
skillful  hands)  is  usually  tolerated  well.  Many' 
patients  with  anginal  pain,  cardiac  irregularities, 
and  abnormal  findings  revealed  by  the  electro- 
cardiogram have  improved  following  cholecystec- 
tomy'.6-12-41-43 

Surgical  Management 

O’Brien  and  Schweitzer38  state,  “The  extra- 
hepatic  biliary  tract  is  subject  to  functional  dis- 
orders. congenital  malformations,  inflammations, 
and  malignant  growths.”  Any  of  these  conditions 
may  result  in  obstructive  or  infectious  pathologic 
conditions  which  will  require  surgery.  This  is 
true  even  of  persistent  functional  disorders  which 
are  not  recognized  and  treated  before  the  onset 
of  complications.8-25-38 


Much  of  the  recent  literature  has  been  con- 
cerned with  the  prophylactic  value  of  biliary' 
tract  surgery  for  the  removal  of  gall- 
stones.1-3-s-10-12-26-36-38-40-43  An  elective  opera- 
tion for  cholelithiasis  is  advised  since  the  mor- 
tality' from  surgery  is  approximately  1 per  cent, 
as  compared  with  a much  higher  operative  mor- 
tality in  older  patients  suffering  from  complica- 
tions induced  by'  cholelithiasis. 

Chronic  Cholecystitis 

A brief  review  of  the  pathologic  factors  in- 
volved in  this  condition  may  aid  in  providing  a 
basis  for  the  management  advised. 3-7-11-36-38-40- 41 
A minority'  of  cases  fall  into  the  category  of 
“catarrhal  cholecystitis,”  and  for  these  patients 
medical  therapy  is  indicated.  The  least  satisfac- 
tory results  are  obtained  by  cholecystectomy  in 
this  group  of  noncalculous  gallbladders.  How- 
ever, since  chronic  cholecystitis  is  a recurrent  and 
progressive  disease,  continued  medical  super- 
vision is  necessary  for  all  patients. 

Recent  bacteriologic  studies  have  indicated 
that  infection  does  not  play  the  predominant  role 
attributed  to  it  in  the  past.6-7-10-42  Initial  stages 
of  pathologic  change  are  apparently'  associated 
with  partial  obstruction  of  the  cystic  duct.  In 
the  majority'  of  cases  the  partial  or  intermittent 
obstruction  is  due  to  the  presence  of  a stone, 
which  in  turn  is  the  result  of  some  previous  meta- 
bolic disturbance.6-7-10-42  One  of  the  main  factors 
in  the  precipitation  of  stones  is  the  inflamed,  dis- 
eased gallbladder  wall,  which  is  usually  associated 
with  some  degree  of  cy'stic  duct  obstruction  and 
which  absorbs  bile  salts  but  not  pigments  or 
cholesterol.  The  resultant  supersaturated  bile 
leads  to  the  precipitation  of  stones.  The  highly' 
irritative  viscid  bile  results  in  a “chemical 
cholecystitis”  on  which  infection  may'  later  be 
superimposed  to  produce  an  infectious  chole- 
cystitis. It  has  been  estimated  that  70  per  cent 
of  patients  with  chronic  cholecy'stitis  have  stones. 

Further  pathologic  complications  consist  of 
edema,  fibrosis,  ischemia,  necrosis,  abscess  forma- 
tion, ulceration,  gangrene,  and  perforation. 
Eventually  an  appreciable  portion  of  patients 
with  chronic  cholecy'stitis  develop  cholangitis, 
hepatitis,  pancreatitis,  common  duct  stone,  or 
biliary'  cirrhosis.  Acute  cholecy'stitis  and  carci- 
noma of  the  gallbladder  are  other  possible  com- 
plications. The  multiplicity  of  possible  compli- 
cations has  been  repeatedly  stressed  as  good 
reason  for  the  early  removal  of  stones  and  the 
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diseased  gallbladder. 

The  diagnostic  features  and  findings  of  chronic 
cholecystitis  are  emphasized  in  the  literature. 
After  reviewing  cholecystography  and  operative 
findings,  Colcock  and  McManus'  remark,  “A 
normal  gallbladder  shadow  does  not  rule  out 
stones.”  Zollinger37  notes  that  “a  single  non- 
visualization of  the  gallbladder  is  inadequate 
reason  for  operation  and  this  must  be  confirmed 
by  a reinforced  dose  of  dye.”  Methods  of  con- 
firming the  diagnosis  of  a nonfunctioning  gall- 
bladder have  been  discussed  under  cholangi- 
ography. The  importance  of  a comprehensive 
diagnostic  investigation,  particularly  in  the  aged, 
has  been  stressed. 

In  regard  to  treatment  there  is  general  agree- 
ment in  the  published  reports  that  for  the  dis- 
eased gallbladder,  cholecystectomy  is  indicated, 
preferably  during  a period  when  the  patient  is 
free  from  acute  symptoms.3’6'36’37’32  Recurrent 
pain  is  the  most  urgent  indication  for  operation, 
particularly  when  associated  with  the  other 
symptoms  already  described.  Jaundice  is  one  of 
the  most  serious  risks  involved  in  surgery  for 
chronic  cholecystitis. 

The  presence  of  jaundice  greatly  increases  the 
operative  mortality  and  postoperative  morbid- 
ity.10’36'46 A preoperative  investigation  should 
determine,  as  far  as  possible,  whether  the  jaun- 
dice is  hemolytic,  hepatic,  or  extrahepatic.  The 
differential  diagnosis  of  jaundice  has  been  dis- 
cussed. With  obstruction  of  the  ampulla  of  Vater 
by  calculus,  tumor,  or  fibrosis,  the  serum  amylase 
may  be  greatly  elevated,  suggesting  pancreatic 
involvement.  Duodenal  drainage  is  of  diagnostic 
value. 
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On  the  subject  of  preoperative  preparation  it  is 
suggested  that  whenever  possible,  patients  who 
are  aged,  overweight,  underweight,  or  generally 
in  poor  condition  should  have  several  months  of 
medical  management.12  These  patients  who  are 
suitable  for  an  elective  operation  should  have  a 
complete  physical  examination,  including  procto- 
scopic study,  electrocardiogram,  x-rays  of  the 
chest  and  gastrointestinal  tract,  and  barium 
colon  enema,  as  well  as  chemical  blood  tests  of 
liver  and  kidney  function.  A diet  high  in  pro- 
teins, carbohydrates,  and  vitamins  is  indicated. 

Cholecystectomy  is  the  operation  of  choice  for 
chronic  cholecystitis  with  cholelithiasis,  which  is 
found  in  at  least  90  per  cent  of  all  patients  at 
operation.  Glenn46  has  recently  stressed  the  im- 
portance of  carefully  dissecting  and  ligating  the 


cystic  duct  and  avoiding  injury  to  the  common 
duct  or  surrounding  structures.  As  previously 
stated,  an  operative  cholangiogram  sometimes 
discloses  pathologic  lesions  not  apparent  on  in- 
spection or  palpation,  such  as  stones  or  lesions  of 
the  intrapancreatic  common  duct  or  intrahepatic 
bile  ducts. 

Cholecystectomy  is  a far  more  formidable  pro- 
cedure in  patients  over  sixty.1’2’37'38’40’43  One 
reason  for  this  is  the  arteriosclerotic  condition  of 
gallbladder  arteries  in  older  patients  which  leads 
to  an  increased  susceptibility  to  ischemia,  necro- 
sis, and  at  times  gangrene  and  perforation.  The 
management  of  elderly  patients  is  further  com- 
plicated by  the  fact  that  even  in  those  with  a 
gangrenous  gallbladder  (apparently  because  of 
their  lowered  resistance),  the  pulse,  temperature, 
and  leukocyte  count  may  be  normal. 

For  patients  with  chronic  cholecystitis  and 
cholelithiasis  who  are  aged,  debilitated,  or  seri- 
ously ill  from  failure  of  function  of  the  liver, 
heart,  or  kidneys,  cholecystostomy  may  be 
preferable  to  cholecystectomy  as  a lifesaving 
measure.  In  operating  on  such  patients,  the 
preferable  procedure  in  many  cases  is  a small 
incision  over  the  gallbladder  under  local  anes- 
thesia. The  fundus  of  the  gallbladder  is  located, 
incised,  and  aspirated,  and  stones  are  then  re- 
moved. After  a free  flow  of  clear  bile  is  obtained, 
a drainage  tube  is  introduced,  and  the  wound  is 
closed.  Unfortunately,  a considerable  number  of 
these  patients  have  a recurrence  of  symptoms  due 
to  the  reformation  of  stones,  which  requires 
eventual  cholecystectomy  with  a much  higher 
operative  mortality. 

Cholelithiasis 

The  incidence  of  cholelithiasis  varies  with  age. 
In  individuals  under  forty  years  of  age  the  inci- 
dence has  been  estimated  to  be  about  10  per  cent. 
In  those  over  forty  years  of  age  the  general 
incidence  was  found  to  vary  from  about  21  to  77 
per  cent.  About  32  per  cent  of  women  in  this  age 
groiip  are  affected.  In  the  aged  and  in  diabetics 
the  incidence  is  higher.47 

It  is  a well-known  fact,  as  demonstrated  by 
operative  and  autopsy  findings,  that  stones  may 
be  present  in  the  gallbladder  for  years  without 
causing  symptoms.  However,  the  irritation  of 
the  stones  may  and  frequently  does  cause  inflam- 
matory and  edematous  changes  in  the  gallbladder 
wall,  cystic  duct  obstruction,  and  subsequent 
infection.  Impaction  of  stones  in  the  cystic  duct 
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may  result  in  a nonfunctioning  gallbladder  with 
hydrops,  empyema,  or  acute  cholecystitis.  Fur- 
ther possible  complications  include  common  duct 
obstruction,  cholangitis,  pancreatitis,  and  biliary 
cirrhosis. 

The  formation  of  cholesterol  stones  and  their 
complications  has  been  described.7-10’28’42  Large 
stones  may  perforate  into  the  gastrointestinal 
tract  and  cause  obstruction,  usually  in  the 
ileocecal  area,  which  sometimes  can  be  diagnosed 
by  flat  films  of  the  abdomen.  Barium  introduced 
by  the  Miller-Abbott  tube  has  been  advised  as 
an  aid  in  clarifying  the  diagnosis.4 

In  the  recent  literature  there  is  general  agree- 
ment that  cholecystectomy  is  indicated  for 
cholelithiasis3'10’36'37’40’42  regardless  of  the  presence 
of  typical  symptoms.  However,  this  viewpoint 
is  modified  by  many  physicians  and  surgeons  who 
include  the  factor  of  age.  The  need  for  surgical 
intervention  is  conceded  to  be  greatest  in  those 
under  forty  years  of  age,  whereas  for  those  over 
sixty  with  no  symptoms  operation  is  not  advised 
because  of  the  higher  operative  mortality. 

Acute  Cholecystitis 

This  condition  is  an  acute  exacerbation  of 
chronic  cholecystitis  and  almost  invariably  in- 
volves stones,  cystic  duct  obstruction,  and  many  of 
the  pathologic  changes  described  for  chronic  chole- 
cystitis 3,42’47— 66  While  there  seems  to  be  unani- 
mous agreement  among  surgeons  that  surgical 
intervention  is  indicated,  opinions  still  differ  over 
the  optimum  time  at  which  to  operate.  Some  are 
in  favor  of  deferring  surgery  until  the  acute  con- 
dition has  subsided.56  The  majority  of  surgeons, 
however,  agree  that  these  patients  should  be 
operated  on  as  soon  as  they  can  be  adequately 
prepared.10'36’42  43  All  stress  the  necessity  of 
hospitalization  and  careful  observation  with  re- 
peated blood  counts  and  other  indicated  labora- 
tory procedures.  Factors  which  favor  early 
surgical  intervention  are  the  usual  presence  of 
stones  and  the  extensive  pathologic  changes 
noted,  as  well  as  the  increased  incidence  after 
the  fourth  day  of  illness  of  bacterial  infection, 
gangrene,  and  perforation.  With  delayed  opera- 
tion patients  tend  to  have  a longer  period  of 
hospitalization  and  subsequent  disability 

The  aged  patient  with  acute  cholecystitis  has 
a high  operative  mortality  In  these  cases  diag- 
nostic investigation  which  is  as  complete  as  pos- 
sible is  indicated,  especially  in  regard  to  the 


cardiac  status  and  including  a chest  x-ray  and 
chemical  blood  studies,  which  should  include  i 
determinations  for  urea  nitrogen,  sugar,  serum 
albumin,  and  liver  function.  A depression  of  the 
serum  albumin  or  cholesterol-ester  ratio,  as  well  j 
as  an  increased  bromsulfalein  retention,  are  • 
serious  prognostic  signs. 

Carcinoma  of  the  Gallbladder 

The  prevalence  of  carcinoma  of  the  gallbladder, 
“one  of  the  most  uniformly  lethal  tumors  to  I 
which  man  is  heir,”67  is  not  generally  realized. 

It  constitutes  4 per  cent  of  all  cancers  and  has 
been  responsible  for  6,500  deaths  in  the  United 
States  in  a single  year.68’69  The  incidence  of  this  i 
disease  is  higher  in  women  than  in  men.  Stones  ( 
are  found  in  about  95  per  cent  of  all  patients  l 
admitted  for  surgery.  The  most  common  : 
symptoms  are  persistent  pain  in  the  right  upper  ! 
quadrant,  nausea,  jaundice,  and  loss  of  weight. 

At  times  there  may  be  a palpable  mass  in  the  i 
right  upper  quadrant.  Carcinoma  may  also  : 
involve  the  bile  ducts.60’61 

With  few  exceptions  surgery  on  the  gallbladder 
with  carcinoma  has  been  unsuccessful,  largely  due 
to  the  usual  involvement  of  the  liver  and  sur- 
rounding organs.  Pack  and  his  associates62  have 
successfully  resected  the  right  lobe  of  the  liver  in 
several  patients.  However,  further  observation 
is  needed  to  determine  the  eventual  outcome  of 
such  operations. 

Strictures  of  the  Common  Bile  Ducts 

Strictures  of  the  common  bile  duct,  most  fre- 
quently the  result  of  operative  trauma,  are  the 
most  common  cause  of  multiple  operations  on 
the  biliary  tract.63-66  Recurrent  jaundice  and 
the  symptoms  of  biliary  tract  obstruction  and 
infection,  as  previously  described,  are  usually  I 
associated  with  the  presence  of  an  enlarged,  tender 
liver  and  the  presence  of  pathogenic  organisms  in 
the  duodenal  bile.  Stricture  of  the  intrahepatic 
ducts,  noted  by  Carter  and  Gillette,66  is  a condi- 
tion giving  similar  symptoms  which,  in  the  ab- 
sence of  an  operative  cholangiogram,  may  be 
overlooked  even  at  operation.  The  concomitant 
and  progressive  impairment  in  liver  function 
associated  eventually  and  invariably  with  infec-  j 
tion  makes  cicatricial  biliary  tract  obstruction  | 
one  of  the  most  serious  problems  in  biliary  tract 
disease.  The  management  of  the  complicated 
and  technically  difficult  operations  necessary  for  i 
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such  conditions  has  been  the  subject  of  several 
comprehensive  papers.67’68 

Obstructive  Lesions  of  Papilla  of  Vater 

In  recent  years  considerable  attention  has  been 
given  to  the  surgical  relief  of  obstructive  lesions 
of  the  papilla  of  Vater,  such  as  a hypertrophic  or 
stenotic  common  duct  sphincter.  The  presence 
of  this  condition  may  be  suspected  from  a history 
of  jaundice,  cholangitis,  or  complications  of  pan- 
creatic or  liver  disease.68  The  diagnosis  may  be 
made  by  the  cholecystogram  or  cholangiogram 
or  may  be  suspected  from  a deficient  flow  of 
duodenal  bile  by  duodenal  drainage.  At  opera- 
tion diagnostic  findings  include  the  dilatation  of 
the  common  duct,  the  obstruction  apparent  by 
palpation  or  probing,  and  the  appearance  of  the 
papilla  after  duodenotomy.  The  diagnosis  may 
be  confirmed  by  manometric  studies  at  operation. 
The  normal  manometric  pressure  of  the  common 
duct  is  from  80  to  150  mm.  of  saline,  and  with 
obstructive  lesions  the  pressure  may  be  elevated 
to  200  or  even  400  mm. 

For  cases  with  these  clinical  findings  of  obstruc- 
tion, the  results  of  sphincterotomy  are  found  to 
be  good,  provided  the  obstruction  is  not  due  to 
pancreatitis.  The  sphincter  may  be  severed 
intraduodenally  according  to  the  method  of 
Doubilet  and  Mulholland.69  External  sphinc- 
terotomy, dividing  the  sphincter  muscle  extern- 
ally by  a method  similar  to  the  pyloromyomot- 
omy  of  Rammstedt,  has  been  reported  by  Gil- 
lette70 to  have  given  good  results  and  no  com- 
plications in  a series  of  20  cases. 

The  Postcholecystectomy  Syndrome 

There  is  still  considerable  interest  in  the  post- 
cholecystectomy syndrome,  which  has  been 
found  to  occur  in  approximately  50  per  cent  of 
patients  following  the  removal  of  nonealculous 
gallbladders  and  in  many  others  who  have  stones 
at  operation.  Mock71  has  again  stressed  the  im- 
portance of  errors  in  diagnosis  preceding  chole- 
cystectomy and  the  importance  of  functional  dis- 
orders, poor  hygienic  habits,  and  infection  in 
producing  postoperative  symptoms.  Cole  and 
Grove72  have  stressed  the  importance  of  common 
duct  stones,  dyskinesia,  pancreatitis,  and  ob- 
structions of  the  ampulla  of  Vater  in  causing  the 
postcholecystectomy  syndrome.  These  authors 
advise  duodenotomy  in  all  questionable  cases. 
Neuromas  of  the  biliary  tract  have  also  been 


considered  the  source  of  postoperative  symp- 
toms.73 


Summary  and  Conclusions 

Recent  clinical  investigations  have  provided 
sufficient  knowledge  of  biliary  tract  disorders  to 
permit  accurate  differentiation  between  func- 
tional disorders  and  organic  disease. 

The  interpretation  of  a comprehensive  diag- 
nostic investigation  is  the  basis  for  the  employ- 
ment of  medical  or  surgical  therapy.  The  most 
helpful  diagnostic  procedures  recently  developed 
have  been  in  the  field  of  roentgenology. 

Medical  therapy  is  indicated  for  those  dis- 
orders not  associated  with  obstructive  lesions  or 
organic  disease.  The  latter  conditions  require 
surgical  intervention  in  order  to  prevent  progres- 
sive irreversible  disease  and  complications  with 
high  rates  of  operative  mortality  and  prolonged 
postoperative  morbidity. 

The  surgical  removal  of  stones,  especially  those 
producing  obstructive  lesions  and  infection,  is 
stressed  in  order  to  prevent  complications  re- 
quiring emergency  operations  that  involve  a 
much  higher  operative  mortality. 

Pancreatitis,  cholangiohepatitis,  and  neo- 
plasms are  among  the  serious  complications 
which  occur  with  advanced  biliary  tract  disease. 

983  Park  Avenue 
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] Tatty  replacement  of  the  kidney  is  a rare  path- 
ologic entity  which  has  never  been  correctly  diag- 
nosed preoperatively  or  prior  to  autopsy.  Simril 
and  Rose1  suspected  the  diagnosis  in  the  second 
of  their  two  cases.  Only  by  more  general  knowl- 
edge of  this  condition  will  it  be  possible  to  make  the 
diagnosis  preoperatively. 

Replacement  of  the  renal  parenchyma  by  fatty 
tissue  usually  occurs  in  the  presence  of  renal  calculi 
and  infection.2  It  has  also  been  reported  in  other 
diseases  accompanied  by  atrophy  of  the  renal 
parenchyma,  such  as  nephrosclerosis,  tuberculosis, 
glomerulonephritis,  arteriosclerosis,  congenital  hypo- 
plasia, amyloidosis,  and  hypernephroma.3  Young4 
reported  one  case  in  a kidney  with  only  perine- 
phritis. 

Fatty  replacement  of  the  kidney  is  probably  due 
to  the  accumulation  of  pelvic  and  peripelvic  fat  in 
areas  of  atrophy  of  the  kidney,  rather  than  to  pri- 
mary hyperplasia  of  adipose  tissue  causing  second- 
ary atrophy  of  the  renal  parenchyma.2  Kidneys 
with  fatty  replacement  may  be  quite  large.  Priest- 
ley5 described  one  weighing  1,000  Gm.,  and  Frum- 
kin6  removed  a mass  which  measured  12  by  7 by  10 
cm. 

Clinically,  fatty  replacement  is  found  with  equal 
frequency  in  both  sexes.  It  is  most  commonly 
seen  between  the  ages  of  forty-five  and  sixty  years 
but  has  been  reported  between  the  ages  of  ten  and 
seventy-seven  years.  It  is  usually  unilateral  but 
occasionally  involves  both  kidneys.  Most  of  the 
patients  are  obese.  There  is  no  definite  symptom 
complex  associated  with  the  condition.  Symptoms 
vary  with  the  underlying  pathologic  condition. 
Pain,  pyuria,  dysuria,  urinary  frequency,  and  a 
mass  may  or  may  not  be  present.  The  urine 
usually  shows  signs  of  infection  but  may  be  normal 
in  those  cases  where  the  affected  kidney  is  function- 
less.6 Cystoscopy  frequently  shows  ureteral  ob- 
struction so  that  dye  cannot  be  injected.  When 
filling  of  the  pelvis  is  accomplished,  a filling  defect 


Fig.  1.  Flat  film  of  the  abdomen  showing  a soft 
tissue  mass  and  a calcific  density  in  the  left  half  of  the 
abdomen. 


is  usually  demonstrated.  Roth  and  Davidson3  state 
that  this  condition  should  be  suspected  in  the  pres- 
ence of  chronic  renal  infection,  renal  calculi,  a func- 
tionless kidney,  and  a filling  defect  of  the  pyelogram. 
Treatment  depends  on  the  underlying  disease  of 
the  affected  kidney. 

Case  Report 

A sixty-three-year-old,  white  male  was  admitted 
to  the  Bronx  Veterans  Administration  Hospital  on 
January  25,  1955,  for  pain  and  swelling  of  the  left 
side  of  the  abdomen  of  five  months  duration.  Five 
months  prior  to  admission  the  patient  developed 
sharp  nonradiating  pain  in  the  left  upper  quadrant. 
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Fig.  2.  Excretory  urogram  showing  no  visualization  of 
the  left  kidney  and  ureter. 


It  occurred  every  four  to  five  hours  and  lasted 
fifteen  to  twenty  minutes.  The  pain  was  not  re- 
lated to  food  and  was  relieved  by  aspirin  and  by 
lying  supine.  About  the  same  time  he  noted  the 
appearance  of  a progressively  enlarging,  nontender, 


CENT  I M E T E R-  S 

Fig.  4.  Gross  specimen  weighing  approximately  2,500 
Gm. 


CENT'METERS 

Fig.  5.  Longitudinal  section  of  specimen  showing 
massive  fatty  replacement  of  renal  parenchyma,  in- 
fected cystic  areas,  and  a renal  calculus. 


left  upper  quadrant  mass.  Shortly  thereafter  he 
started  to  have  nausea,  frequent  eructation  of  gas, 
and  a gurgling  sound  in  the  abdomen.  About  two 
months  later  he  became  constipated.  His  stool 
was  small  in  size  and  black  in  color.  His  appetite 
diminished,  and  he  lost  23  pounds.  Past  history 
showed  that  he  had  been  treated  for  gonorrhea  and 
syphilis  in  1925. 

The  patient  was  an  obese,  white  male  in  no  dis- 
tress. Temperature  was  98  F.,  pulse  80  per 
minute,  and  blood  pressure  120/80  mm.  Hg.  Ex- 
amination of  the  abdomen  showed  a round,  firm, 
smooth,  regular  mass  extending  from  the  costal 
margin  superiorly  to  the  brim  of  the  pelvis  inferiorly 
and  from  the  midline  to  the  flank.  It  was  non- 
tender  and  did  not  move  with  respiration.  The 
fiver  edge  was  sharp  and  smooth  and  extended  4 cm. 
below  the  costal  margin.  The  remainder  of  the 
physical  examination  was  normal. 

Urine  specimens  showed  specific  gravity  from 
1.006  to  1.024  and  contained  0 to  2 plus  albumin, 
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many  red  blood  cells,  white  blood  cells,  and  pus 
clumps.  Hemoglobin  was  13.6  Gm.  and  white 
blood  cells  7,250  with  normal  differential.  Serol- 
ogy was  negative.  The  blood  urea  nitrogen  was 
5 mg.  per  cent,  blood  sugar  100  mg.  per  cent,  serum 
calcium  9.2  mg.  per  cent,  inorganic  phosphorus 
4.9  mg.  per  cent,  and  alkaline  phosphatase  1.7 
Shinowara  units.  Liver  function  studies  were 
normal,  and  four  stool  specimens  were  guaiac 
positive. 

Flat  films  of  the  abdomen  showed  a radiolucent, 
soft  tissue  mass  in  the  left  half  of  the  abdomen 
(Fig.  1).  An  irregular  calcific  density,  5 by  3 cm. 
in  diameter,  was  present  2.5  cm.  to  the  left  of  the 
fourth  lumbar  vertebra.  The  right  kidney  and 
psoas  outlines  were  normal.  Excretory  urograms 
showed  appearance  of  contrast  material  on  the 
right  in  five  minutes  (Fig.  2).  The  right  renal  col- 
lecting system,  although  incompletely  filled,  showed 
no  gross  dilatation  or  distortion.  The  upper  right 
ureter  was  visualized  and  appeared  normal.  The 
left  kidney  and  ureter  were  not  seen.  After  fif- 
teen minutes  the  bladder  was  partially  opacified, 
and  some  elevation  of  the  floor  was  noted. 

Cystoscopy,  retrograde  pyelography,  and  pre- 
sacral  air  studies  were  done  simultaneously.  All 
attempts  to  catheterize  the  left  ureteral  orifice  were 
unsuccessful.  No  urine  was  seen  to  come  from  the 
left  ureter.  Some  ropy  white  material  exuded  from 
the  left  ureteral  orifice.  Presacral  air  studies 
demonstrated  normal  fascial  planes  on  the  right  and 
absence  of  fascial  planes  on  the  left  (Fig.  3).  The 
left  half  of  the  colon  was  displaced  superiorly  and 
laterally,  and  the  sigmoid  colon  was  pushed  in- 
teriorly by  the  previously  noted  mass. 

The  preoperative  diagnosis  was  pyonephrosis 
with  nephrolithiasis  or  renal  tumor  with  central 
necrosis  and  calcification.  On  February  24,  1955, 
under  general  endotracheal  anesthesia,  the  left 
kidney  and  adrenal  gland  adherent  to  the  mass  were 
removed  through  a Nagamatsu  incision,  with  re- 
section of  the  twelfth  and  part  of  the  eleventh  ribs. 
The  mass  extended  from  the  dome  of  the  diaphragm 
to  the  pelvic  brim  and  medially  to  the  midline  of  the 
abdomen.  The  normal  cleavage  planes  were  ob- 
literated by  firm  adhesions  between  the  mass  and 
the  surrounding  structures.  Aspiration  of  a cyst 


at  the  upper  pole  yielded  300  cc.  of  pus.  Imme- 
diately postoperatively  the  patient  sustained  a drop 
in  blood  pressure  which  responded  to  cortisone  and 
Neo-Synephrine.  On  the  third  postoperative  day 
he  developed  a mild  pneumonitis  of  the  right  lower 
lobe.  He  was  ambulatory  on  the  third  postopera- 
tive day  and  discharged  from  the  hospital  on  the 
thirteenth  day  after  surgery. 

The  gross  specimen  was  a kidney-shaped  mass, 
22  cm.  in  length,  14  cm.  in  width,  and  10  cm.  in 
thickness,  weighing  approximately  2,500  Gm.  It 
consisted  of  a mass  of  yellow  fat  with  dilated  cystic 
areas  and  some  firm  pinkish-white  tissue,  represent- 
ing remnants  of  renal  tissue  (Fig.  4).  Section 
through  the  mass  revealed  loculated  areas  filled  with 
creamy,  greenish-yellow  purulent  material  (Fig. 
5).  In  one  of  the  cystic  areas  there  was  an  irregular 
calculus,  measuring  4 by  2.5  cm.  in  diameter. 
Several  smaller  calculi  were  present. 

Microscopic  sections  showed  marked  hyper- 
plasia of  adipose  tissue.  Severe  pyohydronephrosis 
was  present.  The  renal  parenchyma  was  reduced 
to  a few  scattered  glomeruli  and  tubules  surrounded 
by  fibrous  tissue. 

Summary 

A case  of  advanced  fatty  replacement  of  the 
kidney  is  presented.  The  specimen  was  the  largest 
reported  to  date,  measuring  22  by  14  by  10  cm.  and 
weighing  approximately  2,500  Gm.  Although  it 
met  the  criteria  of  Roth  and  Davidson,3  the  diag- 
nosis was  not  suspected  preoperatively.  It  is  the 
authors’  opinion  that  only  by  a greater  awareness  of 
the  existence  and  clinical  manifestations  of  this  entity 
will  it  be  possible  to  make  the  correct  diagnosis 
prior  to  surgery  or  autopsy. 

References 

1.  Simril,  W.  A.,  and  Rose,  D.  K.:  J.  Urol.  63:  588 

(1950). 

2.  Kutzman,  A.  A.:  Surg.,  Gynec.  & Obst.  52:  690 

(1931). 

3.  Roth,  L.  J.,  and  Davidson,  H.  B.:  J.A.M.A.  Ill: 

233  (1930). 

4.  Young,  H.  H.:  J.  Urol.  29:  631  (1933). 

5.  Priestley,  J.  B. : ibid  40:  269  (1938). 

6.  Frumkin,  J.:  ibid  58:  100  (1947). 


jetite 

story 

land 


S dir 
f 

fr 

firm, 


Femoral  Head  Prosthetic  Replacement 


Despite  the  current  pessimistic  reaction  of  some 
surgeons  following  the  initial  enthusiasm  for  the 
femoral  prosthetic  replacement  procedure  Dr. 
Nick  J.  Accardo,  Tulane  University  and  Charity 
Hospital,  New  Orleans,  believes  that  in  selected 
cases  the  use  of  a femoral  prosthesis  in  hip  surgery  is 
valuable.  If  it  is  used  primarily  as  a salvage  pro- 
cedure and  not  as  a panacea  for  all  hip  joint  lesions  it 


will  continue  to  serve  a useful  purpose,  he  says,  and 
adds  that  its  application  in  the  management  of  fresh 
fractures  in  the  aged  and  debilitated,  or  those  with 
mental  illness,  will  continue  to  gain  favor  and  afford 
probably  the  best  method  of  management  in  these 
cases. 

- — Bulletin  of  the  Tulane  University  Medical 
Faculty,  May,  1966 
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Closed  Loop  Obstruction  of  the  Cecum  and  Ascending  Colon  Pre- 
cipitated by  Ingestion  of  Serutan  and  Enemas 


DAVID  LYALL,  M.D.,  F.A.C.S.,  AND  DONALD  AKEY,  M.D.,  NEW  YORK  CITY 


| n recent  years  case  reports  of  obstruction  of 
various  parts  of  the  gastrointestinal  tracts  by  the 
hydrogel  cathartics  have  become  increasingly  fre- 
quent. The  lower  end  of  the  esophagus  appears  to 
be  most  frequently  involved1-6  and  the  colon 
next.7-9 

The  hydrogel  in  such  cases  is  usually  ingested 
without  water,  the  material  thus  forming  a hard 
concretion.6  Hydrogels  owe  their  cathartic  proper- 
ties to  their  ability  to  absorb  and  retain  liquids  in  a 
gelatinous  spongy  mass  with  a corresponding  in- 
crease in  bulk.  In  the  following  case  a great 
quantity  of  water  given  by  enema  caused  an  increase 
in  the  bulk  of  hydrogel  (Serutan*)  proximal  to  an 
annular  carcinoma  of  the  ascending  colon. 

Case  Report 

F.  M.,  a sixty-three-year-old,  uncommunicative, 
white  male,  called  a neighborhood  doctor  complain- 
ing of  intermittent,  crampy,  abdominal  pain  of  ten 
hours  duration.  The  pains  had  awakened  him  in 
the  early  morning  hours.  In  spite  of  this  he  was 
able  to  eat  a hearty  breakfast.  However,  the 
cramps  increased  in  severity  in  the  periumbilical 
region  and  were  associated  with  nausea  and  vomit- 
ing. The  physician  in  attendance  advised  a low 
enema.  The  patient’s  wife  proceeded  to  administer 
three  full  enema  bags  of  tap  water.  There  was 
incomplete  evacuation  of  all  this  liquid.  The  pain 
then  localized  in  the  right  lower  quadrant.  The 
patient  was  seen  two  hours  later. 

Physical  examination  revealed  a moderately  ill, 
spare  male.  The  abdomen  was  slightly  distended. 
Tenderness  and  marked  muscle  spasm  were  present 
in  the  right  lower  quadrant.  There  was  a vague, 
tender  mass  in  this  region.  The  rectum  was  empty. 
A diagnosis  of  acute  appendicitis  with  probable 
perforation  and  localized  abscess  was  made.  The 
enemas  were  thought  to  have  increased  the  rapidity 
of  the  process. 

Accordingly,  operation  was  performed  five  hours 
after  the  enemas  had  been  given.  Through  a lower 
right  rectus  incision,  an  enormously  distended 
cecum  and  ascending  colon  with  several  ecchymotic 
areas  in  its  wall  were  found.  The  cecum  was  at 
least  7 inches  in  diameter.  Percussion  produced 
quivering  reminiscent  of  “jelly  on  a plate.”  The 
distention  ended  abruptly  15  cm.  distal  to  the  ileo- 


*  A bland,  granular,  hygroscopic  substance  derived  from 
Plantago  ovata  and  extracted  sugar  beets  widely  used  for 
constipation. 


cecal  valve  at  a hard,  annular  carcinoma.  The 
small  bowel  and  distal  colon  were  not  distended. 
No  enlarged  regional  nodes  or  liver  metastases  were 
palpable.  By  gentle  massage  most  of  the  cecal  con- 
tents were  forced  through  the  obstruction.  Because 
of  the  thinned-out  cecal  wall,  it  was  thought  unde- 
sirable (and  probably  unnecessary)  to  do  a cecos- 
tomy.  Instead,  a loop  of  ileum  10  cm.  from  the 
ileocecal  valve  was  exteriorized  through  a small, 
muscle-splitting  incision.  The  right  rectus  wound 
was  then  closed  in  layers.  Opening  of  the  ileum 
never  became  necessary,  for  the  patient  subse- 
quently evacuated  large  quantities  of  gelatinous 
material  mixed  with  feces.  The  patient  then 
volunteered  that  he  had  “always”  been  constipated, 
that  this  had  been  increasing  for  the  past  six  months, 
and  that  he  had  been  taking  a variable  amount  of 
Serutan*  daily  to  cope  with  the  situation.  This 
material  had  accumulated  proximal  to  the  carcinoma 
in  a partially  hydrated  form  and  was  swollen  by  the 
enemas  until  the  cecum  became  acutely  distended. 
In  the  presence  of  a competent  ileocecal  valve  this 
resulted  in  a closed  loop  obstruction. 

Subsequently  the  patient  was  subjected  to  a right 
hemicolectomy.  Pathologic  examination  revealed 
adenocarcinoma  with  many  involved  mesenteric 
nodes.  The  patient  died  eight  months  later  with 
clinical  signs  of  liver  metastasis  and  abdominal 
carcinomatosis. 

Summary  and  Conclusions 

A case  is  presented  of  closed  loop  obstruction  be- 
tween a competent  ileocecal  valve  and  a carcinoma  of 
the  ascending  colon.  This  was  precipitated  by  the 
ingestion  of  Serutan,  a hydrogel  cathartic,  and  the 
injudicious  use  of  enemas. 

Hydrogel  cathartics  should  be  used  only  in  the 
absence  of  organic  intestinal  disease.  Sufficient 
water  should  be  administered  with  them  to  prevent 
formation  of  an  intestinal  impaction. 
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Perifolliculitis  Capitis  Abscedens  Et  Suffodiens 

Report  of  a Case  and  Response  to  Therapy 

WALTER  G.  GASNER,  M.D.,  MOUNT  VERNON,  NEW  YORK 


I Perifolliculitis  capitis  abscedens  et  suffodiens  is 
a rare  and  chronic  disease  of  the  scalp.  The 
clinical  picture  of  this  disease  described  by  Hoff- 
mann1 in  1908  is  rather  typical  of  all  cases.  The 
disease  is  a chronic,  suppurative  process  that  ex- 
tends over  the  scalp  for  many  months,  usually 
years.  On  the  vertex  of  the  scalp  and  extending  to 
each  side  are  a few  firm  or  fluctuating,  nodular 
swellings,  varying  in  size  from  that  of  a pea  to  that 
of  a hazel  nut.  These  nodules  may  become  con- 
fluent to  form  a sausage-shaped  elevation.  Out  of 
the  more  fluctuant  areas  a small  amount  of  pus 
mixed  with  blood  can  be  expressed.  The  hair  is 
usually  absent  in  these  areas.  Sometimes  one  can 
probe  the  communicating  sinuses.  The  nodules  are 
brownish  red  in  color  and  in  many  places  are  joined 
together  by  firm  oval  ridges  about  the  size  and  shape 
of  a lead  pencil.2  Very  little  pain  is  produced  by 
pressure  on  these  ridges. 

It  is  believed  that  the  process  begins  as  a result  of 
plugging  of  the  follicles  with  horny  and  sebaceous 
material  which  in  turn  causes  a low-grade  folliculitis 
and  perifolliculitis.3  This  process  is  similar  to  that 
in  acne  conglobata,  and  Spitzer4  regards  perifollic- 
ulitis capitis  abscedens  et  suffodiens  as  belonging  to 
the  latter.  Barney,2  after  examining  five  biopsies 
taken  at  different  stages  of  the  disease  over  a period 
of  eighteen  months,  concluded  that  it  begins  as 
folliculitis  with  disintegration  of  the  upper  part  of 
the  follicle  wall  which  in  turn  is  followed  by  a severe 
perifolliculitis  with  purulent  destruction  of  the  deep- 
est part  of  the  follicle.  The  process  than  spreads  to 
the  deeper  layers  of  the  scalp,  producing  a cellulitis 
of  the  undermining  and  dissecting  type. 

The  bacteriology  of  this  disease  is  not  entirely 
settled.  Foxs  and  most  German  observers  report 
pure  cultures  of  Staphylococcus  albus.  The  dif- 
ferential diagnosis  between  pseudopelade  and  follic- 
ulitis decal  vans  may  have  to  be  entertained. 
The  end  results  of  all  three  may  lead  to  permanent 
I scarring.  However,  the  degree  of  folliculitis  and 
perifolliculitis  in  the  two  latter  diseases  never  at- 
tains the  proportions  seen  in  the  disease  under  dis- 
I cussion. 

, Case  Report. 

E.  T.,  a Negro  male,  thirty-four  years  old,  pre- 
I sented  an  eruption  of  two  years  duration  which  was 
) limited  to  his  scalp.  The  patient  stated  that  a little 
i bump  appeared  on  his  scalp  which  was  tender  and 
later  spread  to  involve  other  areas  in  close  proximity. 

March  1,  1957 


Fig.  1.  Appearance  one  month  after  therapy. 


T reatment  in  the  past  consisted  of  surgical  drainage 
and  hot  compresses.  Examination  on  October  29, 
1955,  revealed  several  areas  of  induration  on  the 
vertex  of  the  scalp,  two  of  them  with  small,  draining 
sinus  tracts. 

There  was  a firm,  sausage-shaped  elevation  to- 
ward the  occipital  area  of  the  scalp.  The  hair  was 
absent  in  the  involved  areas.  The  patient  was 
started  on  1,000  mg.  of  chloramphenicol  daily  in 
divided  doses.  Hot  boric  acid  compresses  were 
applied  for  one  hour  daily,  and  he  was  advised  to 
wash  his  scalp  daily  with  liquid  germicidal  detergent 
(Parke  Davis).  After  two  weeks  there  was  marked 
improvement,  and  no  active  lesions  were  present. 
Chloramphenicol  was  reduced  to  500  mg.  daily. 
The  sausage-shaped  lesion  remained  the  same,  and 
alopecia  in  the  healed  areas  was  still  present  (Fig.  1). 

Summary 

A case  of  perifolliculitis  capitis  abscedens  et 
suffodiens  with  good  response  to  therapy  is  reported. 
The  drugs  of  choice  in  recently  reported  cases  have 
been  the  sulfonamides.  However,  the  results  were 
not  too  gratifying.  The  case  described  in  this 
paper  responded  rapidly  to  chloramphenicol. 

Professional  Building 
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Acute  Appendicitis  and  Parovarian  Cyst  in  Patient  with  Situs 

Inversus  Totalis 

STEPHEN  W.  GIORLANDO,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Obstetrics  and  Gynecology,  Bushwick  Hospital) 


Citus  inversus  totalis,  a congenital  abnormality 
in  which  there  is  a complete  transposition  of  the 
thoracic  and  abdominal  viscera,  occurs  once  in 
about  35,000  individuals  and  is  more  common  in 
males  than  in  females.  It  is  a recessive  character 
caused  by  a single  autosomal  gene  and  may  be 
associated  with  other  congenital  abnormalities. 
Inasmuch  as  this  condition  does  not  affect  activity 
or  duration  of  life,  its  chief  importance  lies  in  the 
fact  that  it  can  cause  serious  and  bizarre  diagnostic 
difficulties  in  acute  conditions  of  the  abdomen. 
Pelzer1  in  1941  reported  a case  of  acute  appendicitis 
in  a patient  with  total  transposition.  Gordon2  in 
1951  described  a case  of  appendicitis  in  a patient 
with  situs  inversus  in  whom  the  pain  was  in  the 
center  of  the  abdomen  and  transmitted  slightly  to 
the  right. 

Case  Report 

The  patient,  A.  Q.,  an  eighteen-year-old,  un- 
married female,  was  seen  on  February  24,  1954, 
complaining  of  right  lower  quadrant  abdominal 
pain  and  vomiting  of  about  twelve  hours  duration. 
The  pain  had  previously  been  paraumbilical,  and 
the  patient  reported  having  had  only  a low-grade 
fever.  She  also  stated  that  she  had  had  similar, 
episodes  in  the  past  eight  months  but  had  not 
sought  medical  attention.  Menses  were  regular 
every  twenty-eight  days  and  lasted  four  days;  there 
were  no  clots.  The  last  flow  had  occurred  a week 
previously.  A thorough  review  of  her  past  and 
family  history  revealed  nothing  of  note. 

Physical  examination  revealed  a moderately  obese, 
well-developed,  well-oriented  white  female  in  con- 
siderable pain.  The  hemic  component  was  good. 
Temperature  was  99.8  F.,  pulse  90,  respirations  14, 
and  blood  pressure  120/80.  She  had  slight  acne 
vulgaris.  The  pharynx  was  not  injected.  The 
tongue  showed  some  signs  of  dehydration  but  was 


otherwise  not  remarkable.  Her  lungs  were  clear  to 
percussion  and  auscultation.  Point  of  maximal 
impulse  of  the  heart  was  on  the  right  side  of  the 
chest;  regular  sinus  rhythm  was  present.  The 
abdomen  revealed  no  palpable  enlargement  of  the 
liver  or  spleen,  no  masses,  and  no  operative  scars 
or  striae.  There  was  definite  tenderness  in  the  right 
lower  quadrant  with  definite  muscle  spasm  and 
moderate  rebound  tenderness  in  the  right  lower 
quadrant.  Rectoabdominal  examination  revealed 
no  tenderness  or  masses. 

Laboratory  examination  results  were  as  follows: 
Hemoglobin  was  78  per  cent  and  white  blood  cells 
19,400  with  79  per  cent  polymorphonuclear  leuko- 
cytes. Urine  showed  no  albumin,  sugar,  red  blood 
cells,  or  casts. 

It  was  our  impression  that  we  were  dealing  with 
an  acute  appendicitis  or  possibly  a twisted  ovarian 
cyst.  She  was  immediately  admitted  to  the  Bush- 
wick Hospital,  and  a laparotomy  was  done.  In  spite 
of  her  dextrocardia  it  was  decided  to  make  a right 
rectus  incision  because  of  the  location  of  the  pain  on 
the  right  side.  However,  an  acutely  inflamed  ap- 
pendix on  the  left  side  and  complete  situs  inversus 
were  found.  Also  a parovarian  cyst  on  the  left 
side  was  removed.  The  dextrocardia  was  con- 
firmed by  x-ray. 

Recovery  was  uneventful,  and  she  was  discharged 
on  March  2,  1954.  From  that  time  to  the  present 
she  has  been  in  excellent  health. 

Summary 

A case  of  acute  appendicitis  in  a patient  with 
situs  inversus  totalis  is  presented  to  emphasize  the 
difficulties  in  differential  diagnosis  and  choice  of 
incision. 

477  Marion  Street 
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Case  of  Recurrent  Contralateral  Spontaneous  Pneumothorax  With 
a Twenty -Eight-Year  Follow-Up 


EDGAR  LEON  DITTLER,  M.D.,  NEW  YORK  CITY 
( From  the  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals ) 


T t is  now  fairly  well  established  that  spontaneous 
pneumothorax  may  occur  in  previously  healthy 
young  individuals,  that  undue  physical  exertion  is 
not  necessarily  a precipitating  factor,  and  that 
usually  after  two  weeks  the  lung  re-expands  without 
impairment  of  the  patient’s  well-being.  I believe 
the  following  case  to  be  of  interest,  however,  be- 
cause of  a recurrence  on  the  contralateral  side  and 
because  of  the  availability  of  a twenty-eight-year 
follow-up. 

Case  Report 

The  patient  was  a well-developed,  twenty-one- 
year-old  medical  student  who  awakened  one  morning 
feeling  quite  well,  as  usual,  but  soon  after  arising  and 
walking  around,  he  experienced  a sudden,  sharp, 
compressive  pain  in  the  left  hemithorax.  Dyspnea 
and  palpitation  with  aggravation  of  the  pain  were 
experienced  on  the  slightest  movement.  There  was 
no  antecedent  pulmonary  history;  his  health  had 
always  been  excellent,  his  habits  good,  and  he  did  not 
smoke. 

Two  physicians  apprised  the  patient  that  the  x- 
ray  taken  on  March  30,  1927,  demonstrated  a left 
pneumothorax  and  intimated  that  the  etiology  was 
active  tuberculosis  (Fig.  1).  Another  physician1 
was  then  consulted  and  assured  him  that  this  was 


Fig.  1.  Left  pneumothorax  demonstrated  in  x-ray 
taken  on  March  30,  1927. 


Fig.  2.  Complete  re-expansion  of  lung  in  x-ray  taken 
on  April  29,  1927. 


not  so,  that  the  lung  would  re-expand  in  two  weeks, 
and  that  his  health  would  be  as  good  as  ever.  This 
consultant  further  stated  that  the  incident  was  an 
example  of  “idiopathic”  spontaneous  pneumothorax 
which  occurred  in  healthy  individuals  and  was  a 
benign  noninfectious  lesion.  In  1927  this  concept 
had  not  been  universally  established. 

The  prognosis  was  correct.  The  film  of  April  29, 
1927,  showed  complete  re-expansion  (Fig.  2).  The 
patient  had  remained  in  bed  for  ten  days  with  no 
specific  treatment  and  resumed  his  medical  studies 
shortly  afterwards. 

Although  cautioned  about  excessive  exertion,  he 
did  not  curtail  his  activities.  On  September  30, 
1929,  after  playing  tennis,  a fleck  of  blood  was 
coughed  up.  The  following  morning,  directly  after 
arising,  he  had  a sharp  pain  in  the  right  hemithorax 
accompanied  by  dyspnea  and  palpitation,  which 
abated  on  rest.  Right  pneumothorax  was  revealed 
by  the  x-ray  of  October  1,  1929  (Fig.  3).  The 
patient  remained  in  bed  for  only  a few  days  and  then 
resumed  his  many  activities.  The  symptoms  were 
aggravated  but  tolerable.  The  x-ray  taken  on 
October  7,  1929,  showed  partial  re-expansion  and, 
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Fig.  3.  Right  pneumothorax  revealed  by  x-ray  taken 
on  October  1,  1929. 


Fig.  4.  Partial  re-expansion  of  lung  shown  in  x-ray 
taken  on  October  7.  1929. 


October  24,  1929,  complete  re-expansion  (Figs.  4 
and  5). 

The  patient’s  health  has  been  excellent  in  the 
years  that  followed,  notwithstanding  his  failure  to 
moderate  activities.  Periodic  x-rays  revealed  no 
abnormality.  The  last  film  was  taken  on  November 
15,  1955  (Fig.  6). 

Comment 

The  etiology  of  spontaneous  pneumothorax  is 
diverse.  The  author  believes  that  in  many  of  the 
reported  cases  the  pneumothorax  was  caused  by  the 
rupture  of  one  of  the  blebs  in  a subapical  area  of 
fibrous  tissue,  described  many  years  ago  in  the  Ger- 
man literature  as  “spitzennarbenblasen.”  The 
mechanism  has  been  demonstrated  to  be  a ball- 
valve  action  which  permits  the  ingress,  but  not  the 
egress,  of  air.  Formerly,  this  fibrous  focus  in  the 
subapical  region  was  most  frequently  caused  bt- 


Fig.  5.  Complete  re-expansion  of  right  lung  shown  in 
x-ray  taken  on  October  24,  1929. 


Fig.  6.  Normal  lungs  demonstrated  in  latest  x-ray 
taken  on  November  15,  1955. 


healed  tuberculosis.  The  rupture  of  emphysema- 
tous blebs  anywhere  on  the  periphery  of  the  lung, 
as  well  as  the  rupture  of  blebs  during  the  evolution  of 
any  pulmonary  disease,  active  or  healed,  also  has 
been  responsible  for  pneumotharax. 

Sum  mary 

In  the  case  described  the  pneumothorax  occurred 
in  a previously  healthy,  young,  adult  male  and  re- 
curred two  years  later  on  the  contralateral  side. 
Twenty-eight  years  after  the  primary  incident  the 
patient’s  lungs  presented  no  pulmonary  disease. 

142-146  East  71st  Streei 
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The  Role  of  Allergy  in  the  Collagen  Diseases 

GEORGE  BAEHR,  M.D.,  NEW  YORK  CITY 


IN  a sensitized  animal  in  which  the  Arthus 
phenomenon  has  been  produced  by  subcutane- 
ous injection  of  the  sensitizing  antigen,  histologic 
examination  of  the  local  lesion  reveals  a striking 
morphologic  reaction  in  which  a most  con- 
spicuous change  is  extensive  fibrinoid  degenera- 
tion of  the  collagen  fibrils  of  connective  tissue. 
The  material  derived  from  the  degenerated 
collagen  tends  to  melt  together  into  irregular 
eosinophilic  staining  masses. 

In  human  allergy,  lesions  may  be  observed  by 
microscopic  study  of  various  organs  and  tissues 
in  which  the  most  conspicuous  tissue  change  is 
fibrinoid  degeneration  of  collagen.  In  the  so- 
called  collagen  diseases — rheumatic  fever,  rheu- 
matoid arthritis,  disseminated  lupus  erythe- 
matosus, periarteritis  nodosa,  scleroderma,  and 
dermatomyositis — fibrinoid  degeneration  is  pres- 
ent in  early  lesions  in  various  affected  sites. 
Such  observations  have  given  rise  to  a belief 
that  these  diseases  are  related  to  one  another 
pathogenetically  and  that  they  are  all  manifes- 
tations of  some  form  of  allergy. 

This  interpretation  of  the  significance  of  fibri- 
noid degeneration  is  contradicted  by  the  common 


observation  of  similar  fibrinoid  changes  in  con- 
nective tissue  which  has  been  injured  by  various 
traumatizing  agents  unrelated  to  allergy.  For 
example,  fibrinoid  degeneration  may  be  observed 
in  connective  tissue  at  the  base  of  a peptic  ulcer, 
in  retroperitoneal  connective  tissue  injured  by 
the  escape  of  pancreatic  secretion  in  acute  pan- 
creatitis, in  the  walls  of  blood  vessels  adjacent  to 
a tuberculous  lesion  such  as  acute  miliary  tuber- 
culosis, and  in  arterioles  in  experimentally  in- 
duced malignant  hypertension. 

Rich  and  Gregory  reported  the  production  in 
sensitized  animals  of  lesions  resembling  those  of 
rheumatic  fever  following  the  intravenous  in- 
jection of  foreign  protein.  More  recently  Kell- 
ner reported  similar  results  following  injection 
into  experimental  animals  of  streptococcal 
derivatives  of  enzymatic  nature.  These  ob-' 
servations  are  suggestive  but  not  convincing. 

At  this  stage  of  our  knowledge  there  is  no 
evidence  that  the  various  collagen  diseases  are 
related.  Clinically,  each  is  a distinct  entity. 
The  one  common  factor  is  that  connective  tissue 
is  injured  by  some  unknown  agent  or  disease 
process.  Because  connective  tissue  forms  the 


March  1,  1957 


951 


GEORGE  BAEHR 


supporting  structure  in  the  skin,  beneath  synovial 
and  serous  membranes,  beneath  the  endocar- 
dium, and  in  the  walls  and  periarterial  spaces  of 
blood  vessels,  all  the  so-called  collagen  diseases 
at  some  time  in  their  course  may  present  some- 
what similar  clinical  manifestations  affecting 
these  structures.  Hence,  arthralgia  and  arthri- 
tis, angiitis,  pericarditis,  pleuritis,  endocarditis, 
and  even  aseptic  peritonitis  are  apt  to  occur  at 
some  stage  of  the  clinical  course  in  any  of  the 
so-called  collagen  diseases. 

In  the  various  diseases  of  the  group  some  parts 
of  the  body  are  more  characteristically  affected. 
Arthralgia  and  arthritis  are  more  conspicuous  in 
rheumatic  fever,  rheumatoid  arthritis,  and  lupus 
erythematosus,  but  they  also  occur  in  scleroderma 
and,  less  commonly,  in  periarteritis  nodosa  and 
dermatomyositis. 

Verrucous  endocarditis  is  characteristic  of 
rheumatic  fever  and  causes  serious  valvular 
deformities.  The  Libman-Sacks  type  of  endo- 
carditis is  found  at  autopsy  in  about  25  per  cent 
of  patients  dying  of  lupus  erythematosus  or 
scleroderma,  but  it  does  not  cause  clinically 
significant  valvular  deformities.  A form  of  endo- 
carditis resembling  rheumatic  fever  is  found  at 
autopsy  in  some  patients  who  have  had  rheu- 
matoid arthritis  or  periarteritis  nodosa,  but,  when 
present,  it  is  rarely'  conspicuous  and  infrequently 
produces  significant  valvular  defects.  Lesions 
resembling  Aschoff  bodies  may  be  found  in  the 
myocardium  of  some  patients  with  periarteritis. 

Attacks  of  acute  pericarditis,  followed  some- 
times by  an  adhesive  pericardium,  and  attacks 
of  acute  pleuritis  (with  or  without  inflammatory' 
effusions)  are  very  common  occurrences  in 
rheumatic  fever  and  in  lupus  erythematosus. 
Acute  pericarditis  and  pleuritis  may  occur  in 
other  collagen  diseases,  but  they  are  not  charac- 
teristic. 

Vascular  lesions  are  the  most  conspicuous 
feature  of  periarteritis  nodosa  and  lupus  ery- 
thematosus, and  they  dominate  the  clinical 
picture.  Yet  the  pathologic  changes  in  the 
blood  vessels  in  these  two  diseases  are  quite  dis- 
similar. The  vascular  changes  in  periarteritis 
are  essentially  cellular  inflammatory  lesions  in 
and  adjacent  to  the  walls  of  small  and  medium- 
sized arteries,  and  hypertension  is  common. 
When  renal  insufficiency'  occurs  in  periarteritis, 
it  is  the  end  result  of  multiple  infarctions  of  renal 
parenchyma  caused  by'  thrombotic  occlusion  of 
many'  diseased  arteries. 


The  “wire-loop”  lesions  seen  in  the  glomeruli 
in  many  cases  of  lupus  erythematosus  do  not 
occur  in  periarteritis.  In  lupus  erythematosus 
small  arteriolar  and  capillary  lesions  are  often 
most  intense  in  the  kidneys,  although  they  occur 
in  other  organs  and  tissues.  Microscopic  hema- 
turia is  invariably  present,  and  renal  insufficiency 
supervenes  when  the  arteriolar  lesions  and  the 
glomerulitis  are  sufficiently  diffuse  and  severe  to 
be  equivalent  to  or  identical  with  diffuse  glo- 
merulonephritis. Only'  then,  terminally,  is  mild 
hypertension  occasionally  observed. 

Both  in  periarteritis  and  in  lupus  erythemato- 
sus the  multiplicity  of  vascular  lesions  through- 
out the  body  accounts  for  the  occurrence  of 
symptoms  and  signs  in  many  diverse  organs  and 
structures.  In  fact,  this  characteristic  multi- 
plicity of  symptoms  and  signs  in  many  parts  of 
the  body'  first  enables  the  clinician  to  suspect  the 
diagnosis.  If  there  is  eosinophilia,  involve- 
ment of  peripheral  nerves,  or  hypertension,  the 
possibility  of  periarteritis  is  enhanced.  In 
contrast,  the  most  conspicuous  symptoms  and 
signs  of  lupus  erythematosus  are  centered  in  the 
joints,  the  blood,  the  kidneys,  and  the  skin.  In 
rheumatoid  arthritis  they  are  centered  pre- 
dominantly in  the  joints,  in  rheumatic  fever  in  the 
heart,  and  in  scleroderma  in  the  skin  and  esoph- 
agus. 

Purpuric  skin  lesions  may  occur  in  periarter- 
itis and  in  lupus  erythematosus  as  a result  of  the 
rupture  of  superficial  capillaries.  They  may  re- 
semble the  purpura  observed  in  some  fulminating 
allergic  or  anaphylactic  states.  However,  the 
more  common  type  of  generalized  purpura  ob- 
served in  lupus  erythematosus  is  due  to  throm- 
bocytopenia rather  than  to  capillary  fragility. 
Thrombocytopenia  and  acquired  hemolytic  ane- 
mia which  occur  in  lupus  erythematosus  are  not 
characteristic  of  any  of  the  other  collagen  dis- 
eases or  of  allergy'.  Nor  do  they  show  the  “L.E.” 
blood  phenomena  of  lupus  erythematosus. 

At  this  time  it  can  be  stated  categorically  that 
only'  in  periarteritis  nodosa  has  an  allergic  etiology 
been  proved.  It  is  the  one  member  of  the 
collagen  group  in  which  eosinophilia  is  com- 
monly' observed  in  the  active  stage  of  the 
disease.  Absence  of  eosinophilia  at  any  stage 
of  the  disease  is  unusual.  About  one  third 
of  the  patients  with  periarteritis  have  previ- 
ously had  asthma.  Many  have  previously 
had  urticaria  or  other  allergic  phenomena,  or 
they  exhibit  such  symptoms  with  the  onset  of 
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the  disease.  If  the  disease  has  an  acute  ful- 
minating onset,  it  may  at  first  resemble  acute 
anaphylaxis  or  serum  sickness,  including  at  times 
a widespread  purpuric  rash  due  to  rupture  of 
fragile  skin  capillaries.  Finally,  typical  vascular 
lesions  of  periarteritis  nodosa  have  been  repro- 
duced in  animals  by  the  repeated  intravenous 
injection  of  foreign  protein.  The  puzzling 
feature  is  that  it  is  rarely  possible  in  humans  to 
determine  the  nature  of  the  offending  antigen. 

Summary 

In  all  the  so-called  collagen  diseases  the  offend- 
ing agent  or  disease  process  injures  connective 
tissue  and  induces  fibrinoid  degeneration  of  col- 


lagen. Similar  collagen  changes  are  found  in 
diseases  due  to  allergy.  Because  mesenchymal 
structures  are  affected  in  all  members  of  the 
collagen  group  as  well  as  in  allergy,  these  diseases 
may  exhibit  some  symptoms  in  common  with 
one  another.  This  does  not  justify  their  clinical 
or  pathogenetic  identification.  In  only  one  of 
the  collagen  diseases,  periarteritis  nodosa,  is 
there  an  unquestionable  allergic  etiology. 

The  response  of  these  diseases  to  steroid  therapy 
is  also  unacceptable  as  evidence  of  a pathogenetic 
relationship  to  allergy,  for  cellular  disturbances 
of  many  kinds  respond  to  cortisone  and  ACTH 
therapy  in  a nonspecific  manner. 

110  East  80th  Street 


( Number  thirty-one  of  a series  on  Fundamentals  of  Modern  Allergy ) 


T uberculosis 


There  were  6,214  new  cases  of  tuberculosis  re- 
ported in  New  York  City  during  1955,  bringing  the 
known  total  of  cases  for  the  year  to  24,132,  accord- 
ing to  the  annual  report  of  the  New  York  Tubercu- 
losis and  Health  Association,  released  September  24. 

In  a preface  to  the  report,  Dr.  Foster  Murray, 
president  of  the  Association,  calls  attention  to  these 
figures,  pointing  out  that  tuberculosis  in  New  York 
City  is  being  kept  in  check  only  by  continuous,  daily, 
community-wide  services,  public  and  voluntary. 

Keyed  to  the  theme,  “Your  Christmas  Seal  Dol- 
lars at  Work  for  You,”  the  report  stresses  the  role  of 
the  Association  in  the  prevention  of  tuberculosis 
through  activities  made  possible  by  Christmas  Seal 
contributions.  These  include  a program  for  early 
detection  of  the  disease,  medical  and  socioeconomic 
research,  counseling  for  patients  and  their  families, 
and  education  for  good  health. 

To  help  find  TB  early  and  prevent  its  spread,  the 


Association  maintains  low-cost  x-ray  services  in  the 
three  boroughs  it  serves:  Manhattan,  Bronx,  and 
Staten  Island. 

Association  staff  also  work  with  the  New  York 
City  Department  of  Health  in  many  of  its  x-ray 
surveys,  helping  to  organize  volunteers  and  pro- 
mote community  interest. 

Research  projects  and  grants  of  the  Association 
during  the  past  year  included  support  of  a special 
study  of  home  care  treatment  of  TB  patients  being 
made  at  Bellevue  Hospital  and  the  James  Alexander 
Miller  Fellowship  for  medical  research  in  tubercu- 
losis. 

The  report  notes  that  $125,010  will  be  spent  over  a 
three-year  period  to  study  TB  control  in  lower  Har- 
lem in  a joint  project  with  the  Department  of 
Health;  also  that  a study  of  housing,  economic  sta- 
tus, and  tuberculosis  prevalence  in  New  York  City 
was  nearing  completion. 
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A series  of  conferences  on  medical  emergencies 
in  Ihe  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 


Insulin  Hypoglycemia  in  the  Surgical  Patient 


While  the  management  of  the  patient  with 
diabetes  who  requires  surgery  is  primarily 
the  concern  of  the  internist,  it  must  also  be  thor- 
oughly understood  by  both  the  surgeon  and  the 
anesthesiologist.  The  stress  of  illness  and  sur- 
gical procedures  can  often  change  the  picture  of 
this  disease  with  alarming  rapidity.  Therefore, 
it  is  most  important  that  the  anesthesiologist  be 
thoroughly  familiar  with  the  natural  history  of 
diabetes  and  the  metabolic  complications  which 
may  ensue  under  these  circumstances.  He 
should  be  thoroughly  familiar  with  the  signs, 
symptoms,  and  manifestations  of  diabetic  aci- 
dosis and  ketosis  and  also  be  on  the  alert  for  the 
development  of  hypoglycemia  brought  about  by 
insulin  overdosage.  The  astute  and  informed 
observer  can  ordinarily  differentiate  between 
these  two  serious  developments  which  may,  to 
some  extent,  be  masked  by  anesthesia. 

The  case  which  is  to  be  presented  illustrates 
the  occurrence  of  such  a problem  just  before  op- 
eration and  the  course  of  management. 

Case  Report 

The  patient,  a thirty-eight-year  old  primigravida, 
had  been  in  reasonably  good  health,  except  for 


moderately  severe  diabetes,  before  becoming  preg-  , 
nant.  With  the  onset  of  pregnane}',  especially  be-  i 
cause  of  protracted  nausea  and  vomiting,  the 
management  of  her  diabetes  had  become  increas- 
ingly  difficult.  It  was  necessary,  therefore,  to  bring 
the  patient  into  the  hospital  during  her  last  tri- 
mester. Here,  under  closer  supervision,  more  ( 
adequate  control  of  her  diabetic  condition  could  be 
achieved.  However,  in  spite  of  every  effort  there  i 
was  an  ever-present  acetonuria.  It  was  necessary 
to  use  liberal  amounts  of  regular  insulin,  as  well  as  i 
protamine  zinc  insulin,  to  effect  some  measure  of  | 
control. 

Three  and  one-half  weeks  from  term  it  was  de-  : 
cided  that  the  patient  should  be  subjected  to  an  | 
elective  cesarean  section.  Spinal  anesthesia  was  j 
selected  as  the  technic  under  which  section  was  to 
be  performed. 

Preanesthetic  medication  consisted  of  100  mg.  of 
pentobarbital  at  bedtime  and  0.4  mg.  of  atropine  I 
administered  subcutaneously  one  hour  before  the  I 
scheduled  induction  of  anesthesia.  Opiates  and 
analgesics  were  withheld.  It  was  proposed  to  op- 
erate on  the  patient  at  9:00  a.m.  Foods  and  fluid  | 
were  withheld  in  the  routine  manner.  The  patient 
arrived  in  the  operating  room  alert  and  somewhat) 
apprehensive.  It  was  noticed  at  this  time  that  she  1 
was  perspiring  freely.  The  blood  pressure  taken  at 
this  time  was  128/90  and  the  pulse  100  beats  peri 
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minute.  Her  apprehension,  sweating,  and  tachy- 
cardia were  attributed  to  the  lack  of  sedation. 

Before  the  administration  of  the  spinal  anesthetic, 
an  infusion  of  10  per  cent  dextrose,  into  which  25 
units  of  regular  insulin  were  introduced,  was  begun. 
Lumbar  puncture  was  carried  out  with  the  patient 
in  a lateral  position,  and  8 mg.  of  pontocaine  in 
0.8  cc.  of  10  per  cent  dextrose  were  injected.  Ephe- 
drine  20  mg.  had  been  given  intramuscularly  at  the 
time  of  the  administration  of  the  spinal  anesthetic. 
The  patient  was  turned  on  her  back,  and  the  level 
of  analgesia,  determined  by  pinprick,  was  extended 
to  the  eighth  thoracic  segment.  The  blood  pressure 
at  this  moment  was  120/85.  The  pulse,  however, 
had  increased  from  100  to  120  beats  per  minute. 
Within  the  next  five  minutes  the  blood  pressure  had 
risen  to  142/80,  and  the  pulse,  which  appeared  to  be 
still  increasing,  had  risen  to  130  beats  per  minute. 

It  was  felt  that  the  modest  dose  of  ephedrine  could 
not  account  for  the  sudden  development  of  tachy- 
cardia. Nor  did  it  seem  reasonable  to  indict  the 
spinal  anesthetic.  The  patient  was  perspiring 
more  profusely,  and  her  apprehension  and  concern 
became  more  noticeable.  The  dose  of  insulin  in  the 
intravenous  solution  was  rechecked  and  found  to  be 
correct.  Operation  was  deferred,  and  a re-exami- 
nation  of  the  patient’s  chart  was  made.  It  was  then 
discovered,  following  more  careful  perusal  of  the 
chart,  that  the  patient  had  received  the  usual  dose 
of  regular  insulin  at  7:30  in  the  morning.  It  then 
became  clear  that  the  tachycardia,  apprehension, 
and  profuse  sweating  were  undoubtedly  brought 
about  by  a state  of  hypoglycemia  provoked  by  the 
ill-advised  and  inadvertent  administration  of  insulin 
prior  to  operation. 

Dextrose,  50  cc.  of  50  per  cent,  was  given  imme- 
diately. Approximately  fifteen  minutes  after  the 
administration  of  the  50  per  cent  dextrose  solution 
the  pulse  decreased  from  130  to  80,  and  the  blood 
pressure  dropped  to  120/70.  Operation  was  then 
begun,  and  thirty-five  minutes  later  a normal,  male 
infant  was  born  in  good  condition. 

Comment 

In  the  case  under  discussion  the  diagnosis  and 
treatment  of  insulin  overdosage  and  hypogly- 


cemia was  essentially  simple.  It  was  fortunate 
that  the  diagnosis  was  made  before  anesthesia 
was  begun.  The  problem  would  obviously  be 
more  difficult  in  a patient  subjected  to  sedation 
and  general  anesthesia.  Under  general  anes- 
thesia tachycardia  from  no  apparent  cause  may 
have  been  the  only  indication  that  something  was 
awry.  On  the  other  hand,  we  must  also  consider 
that  in  diabetic  patients  presenting  themselves 
for  operation,  particularly  in  emergency  situa- 
tions where  adequate  evaluation  cannot  or  has 
not  been  made,  one  must  be  concerned  with  the 
differential  diagnosis  between  hypoglycemia  and 
diabetic  acidosis  or  ketosis. 

With  insulin  overdose  the  predominating  signs 
are  tachycardia,  sweating,  and,  in  the  conscious 
individual,  apprehension  and  agitation.  The 
systolic  blood  pressure  may  rise.  The  diastolic 
pressure  generally  remains  normal  or  falls,  so 
that  there  is  almost  always  an  increased  pulse 
pressure. 

In  the  presence  of  ketosis  or  acidosis  the  state 
of  consciousness  may  be  dulled  and  impaired, 
although  in  extreme  states  of  hypoglycemia 
consciousness  may  be  lost.  The  pulse,  however, 
is  slow  or  normal.  While  in  the  beginning  there 
may  be  slight  elevation  in  pressure,  this  is  soon 
supplanted  by  the  rapid  development  of  hypo- 
tension and  the  appearance  of  shock  for  which 
there  is  no  apparent  cause.  In  either  event, 
where  uncertainty  exists,  the  slow  and  careful 
administration  of  50  per  cent  glucose  will  almost 
immediately  correct  hypoglycemia.  In  diabetic 
acidosis  or  ketosis  hypertonic  glucose  will  have 
no  adverse  effect. 

The  unexplained  development  of  tachycardia, 
the  presence  of  sweating,  and  apprehension  in  a 
known  diabetic  patient  should  under  all  circum- 
stances raise  the  question  of  hypoglycemia  and 
insulin  overdosage.  It  was  fortunate  that  in 
this  case  time  was  taken  to  correct  the  situation 
before  it  became  further  complicated. 


( Number  twenty-seven  of  a series  of  Clinical  Anesthesia  Conferences ) 
— 

In  journeys,  as  in  life,  it  is  a great  deal  easier  to  go  down  hill  than  up 

Charles  Dickens 
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Samuel  Doughty  Abrams,  M.D.,  of  Inwood,  died 
on  July  8,  1956,  at  the  age  of  seventy-two.  Dr. 
Abrams  graduated  in  1906  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  a consultant  in  surgery  at  St.  Joseph’s  Hospital, 
Far  Rockaway,  Rockaway  Beach  and  Long  Beach 
Memorial  Hospitals,  and  an  honorary  member  of 
the  staff  at  Meadowbrook  Hospital,  Hempstead. 
Dr.  Abrams  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

' Edward  Francis  Dodge,  M.D.,  of  Niagara  Falls, 
died  in  January,  1956,  at  the  age  of  fifty-two.  Dr. 
Dodge  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1928.  He  was  an  attending 
surgeon  at  Mount  St.  Mary’s  Hospital.  Dr.  Dodge 
was  a member  of  the  Industrial  Medical  Association, 
the  Niagara  Count}'  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Victor  William  Eisenstein,  M.D.,  of  New  York 
City,  died  on  February  3 at  his  home  at  the  age  of 
fifty-two.  Dr.  Eisenstein  graduated  from  George 
Washington  School  of  Medicine  in  1929.  He  was 
chief  of  the  psychiatric  clinic  at  Lenox  Hill  Hospital 
Outpatient  Department,  and  an  attending  psychia- 
trist at  the  Lenox  Hill  Hospital.  Dr.  Eisenstein 
was  a founder  and  a past  chairman  of  the  Psychiatric 
Forum  Group,  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology,  a Fellow  of  the 
American  Psychiatric  Association,  and  a member  of 
the  Association  for  the  Advancement  of  Ps}cho- 
therapy,  the  American  Orthopsychiatric  Associ- 
ation, the  New  York  Society  for  Clinical  Psychiatry, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Violet  de  Beck,  M.D.,  of  New  York  City,  died 
on  January  25  at  the  age  of  fifty-nine.  Dr.  de 
Beck  graduated  from  Long  Island  College  of  Medi- 
cine in  1931.  She  was  an  adjunct  physician  at  the 
Hospital  for  Joint  Diseases.  Dr.  de  Beck  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Abraham  S.  Gordon,  M.D.,  of  Brooklyn,  died  in 
a Bridgeport  Connecticut,  hospital  on  February  2 
at  the  age  of  sixty.  Dr.  Gordon  graduated  in  1923 
from  the  University  of  Maryland  School  of  Medicine. 

4 F«R  C9RKCT19N 


He  was  an  associate  physician  at  Kings  County 
Hospital  Center  and  an  adjunct  physician  at  the 
arthritis  clinic,  which  he  founded  in  1932,  at  the 
Jewish  Hospital  of  Brooklyn.  In  1927  he  helped 
found  the  American  Rheumatic  Association  and  for 
seventeen  years  taught  postgraduate  courses  on 
arthritis  for  the  Kings  County  Medical  Society. 
Dr.  Gordon  was  a Fellow  of  the  American  College 
of  Physicians  and  a member  of  the  American 
Rheumatism  Association,  the  Society  of  American 
Bacteriologists,  the  American  Public  Health  Associ- 
ation, the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Allen  Bouthrod  Graves,  M.D.,  of  New  York 
City,  died  at  his  home  on  February  3 at  the  age  of 
seventy-eight.  Dr.  Graves  graduated  in  1908 
from  Howard  University  College  of  Medicine.  He 
was  clinical  assistant  physician  in  tuberculosis  at 
the  Harlem  Hospital  Outpatient  Department.  In 
1925  he  was  president  of  the  Harlem  Medical 
Association. 

Leo  J.  Herbert,  M.D.,  of  Syracuse,  died  on 
December  30,  1956,  at  the  age  of  seventy-four. 
Dr.  Herbert  graduated  from  the  University  of 
Louisville  School  of  Medicine  in  1908.  He  was  an 
attending  in  general  practice  at  the  Crouse-Irving 
Hospital.  Dr.  Herbert  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Dan  Holbrooke,  M.D.,  of  New  York  City  and 
Scarsdale,  died  on  January  29  at  the  age  of  forty- 
four.  Dr.  Holbrooke  received  his  medical  degree 
in  1938  from  the  University  of  Bologna.  He  was 
senior  clinical  assistant  in  gastrointestinal  medicine 
at  Mount  Sinai  Hospital.  Formerly  he  had  been 
engaged  in  research  on  stress  at  the  New  York 
University-Bellevue  Medical  Center  and  was  a 
medical  adviser  to  the  Indian  delegation  to  the 
United  Nations.  Dr.  Holbrooke  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and'  the  American 
Medical  Association. 

Hubert  Shattuck  Howe,  M.D.,  of  New  York 
City,  died  at  his  home  on  February  4 at  the  age  of 
sixty-nine.  Dr.  Howe  graduated  in  1912  from 
Columbia  University  College  of  Physicians  and 
Surgeons  and  interned  at  Presbyterian  Hospital. 
Dr.  Howe  was  a consultant  in  neurology  at  St. 
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Clare’s  Hospital.  From  1936  until  his  retirement  in 
1953  he  was  clinical  professor  of  neurology  at  the 
College  of  Physicians  and  Surgeons.  Dr.  Ilowe 
was  a Diploma te  of  the  American  Board  of  Psychi- 
atry and  Neurology,  and  a member  of  the  American 
Neurological  Association,  the  Association  for  Re- 
search in  Nervous  and  Mental  Diseases,  the  New 
York  Academy  of  Medicine  where  he  had  served 
as  a member  of  the  committee  on  public  health  and 
was  chairman  of  its  subcommittee  on  narcotics, 
the  New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Beatrice  Smith  McKay,  M.D.,  of  Niagara  Falls, 
n died  recently  at  the  age  of  fifty-seven.  Dr.  McKay 
1 graduated  in  1924  from  the  University  of  Buffalo 
I'  School  of  Medicine.  She  was  a member  of  the 
J'  American  Public  Health  Association,  the  Niagara 
le  County  Medical  Society  and  the  Medical  Society 
of  the  State  of  New  York. 

rk 

William  George  Muench,  M.D.,  of  Syracuse,  died 
I on  January  9 at  the  age  of  eighty-two.  Dr.  Muench 
graduated  from  Bellevue  Hospital  Medical  College 
, in  1898.  He  was  a senior  attending  physician  at 
1 , St.  Joseph’s  Hospital.  Dr.  Muench  was  a member 
i of  the  Syracuse  Academy  of  Medicine,  the  Onon- 
daga County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
on  Association. 

IE 

oi 


William  August  Lange,  M.D.,  of  Brooklyn,  died 
on  February  2 at  the  age  of  fifty-six.  Dr.  Lange 
graduated  from  Cornell  University  Medical  Col- 
lege in  1930.  He  was  chief  of  the  medical  clinic 
at  Methodist  Hospital,  Brooklyn,  where  he  had 
served  his  internship,  and  since  1946  had  been  an 
attending  physician  at  the  Methodist  Hospital. 
From  1934  to  1938  Dr.  Lange  was  an  instructor  in 
medicine  at  the  Long  Island  College  of  Medicine 
and  during  World  War  II,  he  served  as  chief  of 
medicine  with  the  rank  of  lieutenant  colonel  at  an 
Army  overseas  hospital.  Dr.  Lange  was  a Fellow 
of  the  American  College  of  Physicians  and  a member 
of  the  Brooklyn  Society  of  Internal  Medicine,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Shirley  E.  Sprague,  M.D.,  of  New  York  City, 
died  at  his  home  on  February  1 at  the  age  of  eighty- 
two.  Dr.  Sprague  graduated  in  1899  from  New 
York  University  and  Bellevue  Hospital  Medical 
College  and  interned  at  the  Hospital  for  the  Rup- 
tured and  Crippled,  now  the  Hospital  for  Special 
Surgery.  At  one  time  he  was  on  the  staffs  of  Belle- 
vue, Roosevelt,  and  New  York  Polyclinic  Hospitals. 
Dr.  Sprague  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 


Guy  Vail  Wilson,  M.D.,  of  Johnstown,  died  on 
October  22,  1956.  Dr.  Wilson  graduated  from 
Albany  Medical  College  in  1904. 
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Sympathetic  Ophthalmia  Cured  hy  Cortisone  and  ACTH 


Prior  to  the  advent  of  steroid  therapy,  the  prog- 
nosis in  sympathetic  ophthalmia  was  extremely 
gloomy.  Having  once  developed  after  injury  to  the 
opposite,  or  exciting  eye,  the  uveal  inflammation 
progressed  relentlessly  to  blindness.  Now,  the 
management  of  sympathetic  ophthalmia  promises 
to  be  revolutionized  by  ACTH  and  cortisone.  Dr. 
Robert  M.  Sturman  presents  the  case  of  an  eight- 
year-old  boy  who  had  suffered  a meridional  lacera- 
tion through  the  limbus  after  a lacerating  blow  with 
a stick  to  his  left  eye.  As  described,  this  excited 
an  uveal  inflammation  in  the  right  eye  which  was 


diagnostically  established  as  sympathetic  ophthal- 
mia. The  treatment  and  clinical  course  of  this 
patient  are  reported  in  considerable  detail.  Under 
various  types  of  steroid  therapy  over  a period  of  more 
than  a year  the  disease  was  finally  pronounced  ar- 
rested. The  tendency  of  the  disease  to  recur  when 
hormone  therapy  was  withdrawn  is  regarded  as  good 
evidence  of  the  role  of  the  medication.  The  author 
reviews  the  literature  which  reflects  wide  agreement 
on  the  effectiveness  of  hormone  therapy  in  sym- 
pathetic ophthalmia. — Eye,  Ear,  Nose  & Throat 
Monthly,  June,  1956 
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Postgraduate  Courses — A series  of  postgraduate 
courses  is  currently  being  presented  by  the  Medical 
Society  of  the  County  of  Queens,  Committee  on 
Postgraduate  Education.  Information  may  be  ob- 
tained by  writing  Dr.  Conrad  Stritzler,  chairman 
of  the  Graduate  Education  Committee,  Medical 
Society  of  the  County  of  Queens,  Inc.,  112-25 
Queens  Boulevard,  Forest  Hills  75,  New  York. 

American  Cancer  Society — The  American  Cancer 
Society’s  program  of  clinical  fellowships  and  fellow- 
ships in  radiation  therapy  is  being  offered  in  1958- 
1 959.  Applications  from  institutions  for  both  fellow- 
ships must  be  submitted  by  deans,  executive  officers, 
or  department  heads  prior  to  April  15,  1957. 
Further  information  on  both  fellowships  may  be 
obtained  from  the  Director  of  Professional  Educa- 
tion, American  Cancer  Society,  Inc.,  521  West  57t.h 
Street,  New  York  19,  New  York. 

Pediatric  Refresher  Course — Intensive  refresher 
courses  in  pediatrics  are  being  offered  at  the  Uni- 
versity of  Buffalo  School  of  Medicine  under  the 
sponsorship  of  the  Medical  Society  of  the  State  of 
New  York  and  the  Bureau  of  Maternal  and  Child 
Health,  New  York  State  Department  of  Health. 
The  courses  will  be  held  May  20  through  24,  and 
May  27  through  31.  All  teaching  will  be  done  by 
the  faculty  of  the  University  of  Buffalo  School  of 
Medicine  under  the  immediate  supervision  of  Dr. 
Mitchell  I.  Rubin,  chairman  of  the  Department  of 
Pediatrics.  Application  for  enrollment  in  either  of 
these  two  courses  must  be  made  prior  to  May  1. 
Request  to  enroll  may  be  made  to  the  offices  of 
county  or  city  departments  of  health,  to  State  dis- 
trict health  officers,  or  directly  to  the  Bureau  of 
Maternal  and  Child  Health,  New  York  State  De- 
partment of  Health,  84  Holland  Avenue,  Albany  8, 
Newr  York. 

Treatment  of  Rheumatic  Disorders — A course  on 
the  orthopedic  aspects  of  the  treatment  of  rheumatic 
disorders  will  be  given  for  the  first  time  by  the  Newr 
York  University  Post-Graduate  Medical  School  for 
three  successive  Thursdays,  from  March  19  through 
April  2. 

For  further  information,  write  to  the  dean,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue, 
New’  York  16,  New  York. 

Postgraduate  Course  in  Cardiology— A post- 
graduate course  in  cardiology  will  be  presented  at 
St.  Francis  Hospital  and  Sanatorium,  Roslyn,  Long 
Island,  from  April  15  through  27.  The  course  is 
designed  to  give  intensive  training  in  the  diagnosis 


and  management  of  heart  disease.  The  four  sec- 
tions of  the  course  include  diagnostic  technics  in 
cardiology,  congenital  heart  disease,  rheumatic 
fever  and  rheumatic  heart  disease,  and  degenerative 
heart  disease. 

Information  and  applications  may  be  obtained 
from  Rev.  Mother  Superior,  F.M.M.,  Adminis- 
trator, St.  Francis  Hospital  and  Sanatorium, 
Roslyn,  Long  Island. 

National  Resuscitation  Society — The  121st  course 
in  clinical  hypoxia,  presented  by  the  National 
Resuscitation  Society,  Inc.,  is  being  given  on 
March  1 and  2 at  2 East  63rd  Street,  New  York 
City.  Spring  courses  will  be  held  on  April  5 and  6, 
May  3 and  4,  and  June  7 and  8 at  the  same  address. 

Nassau  Pediatric  Society — A scientific  session  of 
the  Nassau  Pediatric  Society  was  held  on  February 
11  in  Westbury.  Dr.  Irving  S.  Cooper,  director  of 
neurosurgery  at  St.  Barnabas  Hospital,  spoke  on 
“A  New  Method  of  Neurosurgical  Alleviation  of 
Involuntary  Movement  Disorder  in  Children.” 

Child  Psychiatry  Residency — The  Astor  Home 
for  Children,  Rhinebeck,  has  been  accredited  by 
the  American  Board  of  Psychiatry  and  Neurology 
for  a one-year  training  program  in  intensive  resi- 
dential treatment  of  emotionally  disturbed  children. 
The  training  program  is  affiliated  with  the  Albany 
Medical  College  and  St.  Vincent’s  Hospital  in 
New  York  City.  It  offers  training  and  experience 
in  diagnosis  and  treatment  of  psychiatric  disorders 
of  children,  and  the  patient  population  consists  of 
inpatients,  outpatients,  and  children  in  foster  care. 
Lectures,  conferences,  seminars,  and  visits  by  out- 
standing consultants  are  part  of  the  program. 
Inquiries  should  be  addressed  to  Dr.  Joseph  J. 
Reidy,  medical  director  of  the  Home. 

Doctors  Orchestral  Society — The  Doctors  Orches- 
tral Society  presented  two  concerts  in  February  in 
New  York  City.  Interested  physicians,  dentists, 
and  others  engaged  in  allied  professions  should  con- 
tact Dr.  Benjamin  A.  Rosenberg  at  NE  8-2370. 

Henry  Joachim  Lecture— The  19th  Dr.  Henry 
Joachim  lecture  wdll  be  given  on  March  27  at  8:30 
p.m.  in  the  auditorium  of  the  private  pavilion  of 
the  Jewish  Chronic  Disease  Hospital,  Rutland 
Road  and  East  49th  Street,  Brooklyn.  Dr.  W. 
Stanley  Hartroft,  professor  and  chairman  of  the 
Department  of  Pathology,  Washington  University, 
St.  Louis,  Missouri,  will  speak  on  “Fatty  Livers 
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and  Sequelae  in  Experimental  Animals  and  Man: 
Relation  to  Obesity,  Alcohol,  and  Dietary  Protein.” 

Public  Health  Committee — The  Public  Health 
Committee  of  Kings  County  Medical  Society  is 
sponsoring  six  health  forums  for  the  public  under 


the  chairmanship  of  Dr.  Harry  S.  Lichtman.  The 
forum  on  March  13  will  deal  with  the  topic,  ‘‘The 
City  Protects  Our  Health,”  on  March  27  with 
“Accidental  Poisonings,”  on  April  10  with  “Latest 
Approach  to  Cancer,”  and  on  April  24  with  “Nutri- 
tion.” 
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Personalities 


Elected 

Dr.  Joseph  A.  Pincus,  president;  Dr.  Harry  K. 
Grottewit,  vice-president;  Dr.  Morton  M.  Spiel- 
man,  treasurer,  and  Dr.  Stanley  H.  Greenwald, 
secretary,  of  the  New  York  Academy  of  General 
Practice.  . Dr.  Thomas  N.  Sheen,  associate  attend- 
ing physician  at  St.  Clare’s  Hospital,  New  York 
City,  as  president-elect  of  the  New  York  Tuber- 
culosis and  Health  Association . . . Dr.  Marie  Pichel 
Varner,  New  York  City,  as  president  of  the 
Women’s  Auxiliary  of  Physician’s  Square  Club  of 
America. 

Appoin  ted 

Dr.  Marc  H.  Hollender,  professor  and  chairman 
of  the  Department  of  Psychiatry  at  State  University 
College  of  Medicine  in  Syracuse,  as  director  of 
Syracuse  Psychopathic  Hospital.  . . Dr.  Frank  La 
Gattuta,  Bronx,  as  director  of  ophthalmology  at 
the  Bronx  Eye  and  Ear  Infirmary ...  Dr.  Charles 
L.  Nord,  senior  surgeon  of  the  United  States 
Public  Health  Service,  as  director  of  the  Nassau 
County  Mental  Health  Board. 

Awarded 

Dr.  Rufus  Baker  Crain,  Rochester,  a Presidential 
award  for  “outstanding  contributions”  in  aiding  the 
physically  handicapped . . . Dr.  Virginia  Kneeland 
Frantz,  professor  in  surgery  at  Columbia  University 
College  of  Physicians  and  Surgeons,  the  Elizabeth 
Blackwell  award  for  scientific  research  on  the  thyroid 
and  pancreas. 

Speakers 

Dr.  Milton  G.  Bohrod,  director  of  laboratories, 
Rochester  General  Hospital,  before  the  Greene 
County  Medical  Society  in  the  Greene  County 
Memorial  Hospital  at  Catskill  on  June  20,  on  “A 


Study  in  Clinicopathologic  Correlation” ...  Dr. 
Arthur  C.  DeGraff,  Samuel  A.  Browne  professor  of 
therapeutics,  New  York  University  College  of 
Medicine,  before  the  Suffolk  County  physicians  at 
the  Southside  Hospital  in  Bay  Shore  on  March  10, 
on  “Newer  Concepts  in  the  Management  of  Con- 
gestive Heart  Failure,”  and  Dr.  Regina  Gluck, 
assistant  professor  of  clinical  pediatrics,  New  York 
University  College  of  Medicine,  before  the  same 
group  on  March  30,  on  “The  Diagnosis  and  Treat- 
ment of  Congenital  Anomalies  of  the  Heart”.  . . 
Dr.  L.  Maxwell  Lockie,  professor  and  head  of  the 
division  of  therapeutics  at  University  of  Buffalo 
School  of  Medicine,  before  the  Geneva  Academy 
of  Medicine  at  the  Belhurst  in  Geneva  on  March 
18,  on  “Arthritis”.  . .Dr.  Herman  E.  Pearse  of  the 
University  of  Rochester  School  of  Medicine,  before 
the  monthly  surgical  seminar  at  St.  Joseph’s  Hos- 
pital in  Elmira  on  February  23,  on  “Common 
Problems  in  Gallbladder  and  Biliary  Tract  Surgery” 
. . Dr.  Lloyd  Rogers,  surgeon  at  Veterans  Adminis- 
tration Hospital,  Syracuse,  before  the  Cortland 
County  Medical  Society  on  January  28,  on  “Surgery 
in  the  Jaundiced  Patient” ...  Dr.  Thomas  Walsh, 
instructor  in  surgery,  Albany  Medical  College, 
before  the  Medical  Society  of  the  County  of  Herki- 
mer on  February  5,  on  “Cancer  of  the  Breast; 
Indications  for  Therapy.” 

Honored 

Dr.  Leona  Baumgartner,  New  York  City  Health 
Commissioner,  by  the  National  Foundation  for 
Infantile  Paralysis  for  her  work  in  polio  prevention 
with  the  Health  Department.  . . Dr.  Frederick 
Reiss,  associate  clinical  professor  of  dermatology  at 
New  York  University  Post-Graduate  Medical  School, 
as  “visiting  chief  pro  tern”  at  the  Atlantic  City 
Hospital  from  January  20  through  27. 
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Presence  of  Adult  Contacts  in  Infantile  Seborrheic  Dermatitis 
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A study  of  17  successive  cases  of  infantile  sebor- 
rheic dermatitis  revealed  that  every  one  of  these  in- 
fants was  attended  by  an  adult  suffering  from  vary- 
ing degrees  of  the  same  disorder.  Dr.  A.  J.  Reiches, 
Jewish  Hospital,  St.  Louis,  in  the  Archives  of  Pediat- 
rics, January,  1956,  believes  that  infants  with  seb- 


orrheic dermatitis  are  rarely  found  without  finding, 
if  a careful  check  is  made,  the  same  condition  in  an 
adult  who  comes  into  contact  with  the  child.  A 
program  of  treating  the  child  and  the  adult  contact 
simultaneously  apparently  improves  therapeutic  re- 
sults. 
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Muscular  Dystrophy  Lectures 

The  Muscular  Dystrophy  Associations  of  Ameri- 
ca, Inc.,  is  sponsoring  a series  of  lectures  by  Pro- 
fessor Hans  H.  Weber,  director  of  the  Institute  of 
Physiology  in  the  Max-Planck  Institute  for  Medical 
Research,  Heidelberg,  Germany. 

The  first  lecture  will  be  held  on  March  4 at 
Columbia  Medical  Center,  Amphitheatre  A,  630 
West  168th  Street,  New  York  City,  and  will  be 
entitled,  “The  Phenomena  and  Conditions  in  the 
Interior  of  the  Muscle  Fiber  During  Contraction 
and  Relaxation.” 

On  March  6 at  4:00  p.m.,  the  lecture  on  “Facts 
and  Theories  Concerning  the  Mechanism  of  the 
Contraction  Phase  of  the  Muscle”  will  be  held  at 
the  Rockefeller  Institute  for  Medical  Research, 
66th  and  York  Avenue,  New  York  City. 

The  last  lecture  will  be  given  on  March  8 at  5 : 00 
p.m.  in  the  main  building,  room  709,  of  the  New 
York  University  Washington  Square  Center, 
Waverly  and  Washington  Place,  New  York  City. 
The  title  will  be  “The  Four  Mechanisms  Involved 
in  the  Movement  of  Cells.” 

Speech  Discussion  Group 

The  third  of  a series  of  three  discussion  groups  on 
“Healthy  and  Neurotic  Uses  of  Speech”  will  be 
held  on  March  6 at  220  West  98th  Street,  New 
York  City.  Dr.  Dominick  A.  Barbara,  a practicing 
psychoanalyst  and  author  of  “Stuttering,”  will  lead 
the  group.  For  further  information,  contact  Dr. 
Barbara  at  114  East  90th  Street,  New  York  28, 
New  York. 

New  York  Heart  Assembly 

The  fourth  annual  scientific  session  of  the  New 
York  Heart  Assembly  will  be  held  at  the  Hotel 
Statler  in  Buffalo  on  March  14.  The  subject  will 
be  arteriosclerosis,  and  attendance  is  accredited  by 
the  American  Academy  of  General  Practice. 

Spring  Congress  in  Ophthalmology 

The  30th  annual  Spring  Congress  in  ophthal- 
mology, otology,  rhinology,  laryngoscopy,  facio- 
m axillary  surgery,  bronchoscopy,  and  esophagos- 
copy,  will  be  presented  by  the  Gill  Memorial  Eye, 
Ear  and  Throat  Hospital  of  Roanoke,  Virginia, 
from  April  1 through  6 at  the  Patrick  Henry  Hotel 
in  Roanoke.  Registration  blanks  max’  be  obtained 
from  Dr.  E.  G.  Gill,  Box  1789,  Roanoke,  Virginia. 

Inter- American  Medical  Convention 

The  second  inter-American  medical  convention 


will  be  held  at  the  Hotel  El  Panama,  Panama  City, 
Republic  of  Panama,  April  3 through  5,  under  the 
sponsorship  of  the  Medical  Society  of  the  Isthmian 
Canal  Zone.  Further  information  may  be  obtained 
from  Dr.  William  T.  Bailey,  chairman  of  the  con- 
vention executive  committee,  Box  O,  Ancon,  Canal 
Zone. 

Spring  Clinical  Day 

The  20th  annual  spring  clinical  day  of  the  Uni- 
versity of  Buffalo  School  of  Medicine,  under  the 
auspices  of  the  alumni  association,  will  be  held  at 
the  Hotel  Statler  in  Buffalo  on  April  6. 

Bahamas  Medical  Conference 

The  next  Bahamas  Medical  Conference  will  be 
held  from  April  23  through  30  at  the  British  Colonial 
Hotel  and  the  Princess  Margaret  Hospital  in  Nas- 
sau. Information  may  be  obtained  from  Dr. 
B.  L.  Frank,  Bahamas  Medical  Conference,  P.  O. 
Box  148,  British  Colonial  Hotel,  Nassau,  Bahamas. 

Brooklyn  Eye  and  Ear  Hospital  Alumni 

The  sixth  annual  scientific  session  of  the  Brooklyn 
Eye  and  Ear  Hospital  Alumni  Association  will  be 
held  at  the  Brooklyn  Eye  and  Ear  Hospital,  29 
Greene  Avenue,  Brooklyn,  on  April  27. 

Psychology  Society  Meeting 

The  American  Society  for  Adlerian  Psychology 
and  the  Individual  Psychology  Association  of  New 
York,  Inc.,  will  hold  a joint  memorial  meeting  on 
the  occasion  of  the  20th  anniversary  of  the  death 
of  Alfred  Adler  on  May  10  at  8:30  p.m.  at  the  New 
York  Academy  of  Medicine,  2 East  103rd  Street, 
New  York  City. 

On  May  11  the  American  Society  for  Adlerian 
Psychology  will  hold  its  annual  conference  at  the 
Academy  from  9:30  a.m.  to  1 : 00  p.m.  and  from  2:00 
p.m.  to  5:30  p.m.  The  topic  will  be  “Theory  and 
Practice  in  Adlerian  Psychotherapy.”  Both  meet- 
ings are  open  to  the  public. 

American  College  of  Cardiology 

The  American  College  of  Cardiology  will  hold  its 
sixth  annual  meeting  at  the  Hotel  Willard  in 
Washington,  D.C.,  on  May  15  through  18.  The 
general  topic  of  the  meeting  will  be  “Diagnostic 
Methods  in  Cardiology.”  Further  information  may 
be  obtained  from  Dr.  Philip  Reichert,  Secretary, 
American  College  of  Cardiology,  Empire  State 
Building,  New  York  1,  New  York. 


960 


New  York  State  J.  Med. 


NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Cited — Dr.  Catherine  J.  Peffer,  Greenfield, 
Massachusetts,  the  only  woman  in  the  1956  gradu- 
ating class,  received  an  honorable  mention  citation 
from  the  American  Medical  Women’s  Association 
in  its  1956  Medical  Women  of  the  Year  awards  pro- 
gram for  “scholastic  achievement.” 

Postgraduate  Medical  Education — A postgraduate 
course  in  clinical  medicine  and  recent  advances  in 
medicine  was  held  January  10  through  12.  Dr. 
Richard  T.  Beebe  was  chairman  and  Dr.  Frank  M. 
Woolsey,  Jr.,  arranged  the  courses. 

Grants  from  the  National  Cancer  Institute — Two 


awards  from  the  National  Cancer  Institute  of  the 
U.  S.  Public  Health  Service  will  be  administered  by 
the  College’s  Department  of  Medicine  for  a five- 
year  study  of  the  effects  of  pressure  and  temperature 
on  cancer  cells  growing  in  tissue  culture  and  the 
efficacy  of  transplanting  human  tumors  in  animals. 
Principal  investigator  in  the  cancer  cell  study  will  be 
Dr.  Joseph  P.  Landau  who  will  work  in  conjunc- 
tion with  Drs.  Kenneth  B.  Olson,  Charles  A.  Hall, 
and  Charles  Hurwitz.  Dr.  John  V.  Skiff,  Jr.,  will 
conduct  the  tumor  transplantation  studies  and  will 
work  under  the  direction  of  Drs.  Kenneth  B.  Olson 
and  Arthur  A.  Stein. 


New  York  Medical  College  Flower  and  Fifth  Avenue  Hospitals 


New  Director — Dr.  Joseph  L.  Morse,  a member  of 
the  faculty  at  New  York  Postgraduate  Medical 
School,  New  York  University  Bellevue-Medical 
Center,  and  associate  clinical  professor  of  dermatol- 


ogy, has  been  named  as  director  and  professor  of 
the  Department  of  Dermatology  and  has  also  been 
appointed  attending  dermatologist  to  Flower-Fifth 
Avenue,  Metropolitan,  and  Coler  Hospitals. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Appointed — Dr.  Daniel  M.  Enerson,  assistant 
professor  of  surgery;  Drs.  John  W.  Wood  and  John 
C.  Macauley,  clinical  instructors  in  pediatrics; 
Dr.  Harold  Basowitz,  associate  professor,  and  Dr. 
Ivan  Boszormenyi-Nagy,  assistant  professor  in  the 
Department  of  Psychiatry. 


Resigned — Dr.  Richard  J.  Edelman  has  resigned 
from  the  Department  of  Psychiatry  to  accept  a 
position  in  psychiatry  at  the  University  of  Southern 
California,  Los  Angeles,  where  he  will  join  Dr. 
Edward  Stainbrook  who  left  the  College  last  July 
to  become  chairman  of  that  Department. 


State  University  of  New  York  College  of  Medicine  at  New  York  City 


New  Appointments — The  College  of  Medicine  has 
recently  added  several  new  members  to  its  faculty. 

Assigned  to  the  Department  of  Psychiatry  were 
Dr.  Hyman  S.  Barahal,  clinical  assistant  professor, 
and  Drs.  Oscar  K.  Diamond,  J.  Rothery  Haight, 
Frank  Berchenko,  Irving  Rubins,  Sanford  Stevens, 
and  M.  Bernard  Hecht,  clinical  instructors. 

The  Department  of  Medicine  has  acquired  13 
new  members:  Drs.  Arthur  Fankhauser,  Richard 
S.  Gubner,  and  Charles  E.  Hamilton  as  clinical 
associate  professors;  Drs.  Barnett  Alpert,  Harold 
C.  Denman,  Victor  Ginsberg,  Sol  Glotzer,  Jacob  B. 
Plotkin,  I.  Richard  Schwartz,  Joseph  G.  Terrence, 
and  Jacob  J.  Yarvis,  clinical  assistant  professors, 
and  Drs.  S.  Axelrod  and  Harold  W.  March  as  in- 
structors. 


Drs.  Cajetan  T.  Chiaramonte  and  Seymour  H. 
Silvers  have  joined  the  Department  of  Medicine, 
division  of  dermatology  and  syphilology  as  clinical 
associate  professors. 

Dr.  Harry  H.  LeVeen  has  joined  the  Department 
of  Surgery  as  associate  professor  and  Dr.  Joseph  J. 
Timmes  has  joined  the  Department  of  Surgery, 
thoracic  division,  as  clinical  assistant  professor. 

Full  Professor — Dr.  Robert  Austrian  of  the  De- 
partment of  Medicine  has  been  promoted  from  as- 
sociate professor  to  full  professor  on  the  College 
faculty.  He  has  been  a member  of  the  faculty  since 
1952. 

Dr.  Austrian  received  his  A.B.  degree  from  the 
Johns  Hopkins  University  and  his  medical  degree 
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from  the  Johns  Hopkins  School  of  Medicine  in  1949. 
He  served  both  his  internship  and  residency  at  the 
Johns  Hopkins  Hospital  in  Maryland. 

While  on  active  duty  with  the  United  States 
Army  from  1943-46,  Dr.  Austrian  served  as  a mem- 
ber of  a field  party  in  the  China-Burma-India 
Theatre.  He  was  a member  of  the  United  States 
Typhus  Commission  in  1945  and  recipient  of  the 
United  States  Typhus  Commission  Medal. 

Dr.  Austrian  is  a diplomate  of  the  American 
Board  of  Internal  Medicine,  a member  of  the 
American  Clinical  and  Climatological  Association, 
the  Baltimore  City  Medical  Society,  the  American 
Society  for  Clinical  Investigation,  and  the  Society 
of  American  Bacteriologists. 

Professor  of  Radiology — Dr.  Emanuel  Levin, 
associate  professor  of  radiology  at  the  University  of 
Cincinnati  College  of  Medicine  and  Cincinnati 
General  Hospital,  has  been  named  to  the  joint  post 
of  professor  of  radiology  at  the  State  University 
College  of  Medicine  in  Brooklyn  and  director  of 
radiology  at  Maimonides  Hospital  of  Brooklyn. 
The  announcement  was  made  by  Dr.  Howard  W. 
Potter,  dean  of  the  college  and  Mr.  Edward  Nei- 
meth,  president  of  Maimonides. 

Dr.  Levin  received  his  medical  degree  from  the 
University  of  Pennsylvania  in  1939.  He  served  his 
internship  at  St.  Joseph’s  Hospital  in  Reading, 
Pennsylvania,  and  his  residency  in  radiology  at 
Cincinnati  General  Hospital.  Dr.  Levin  has  been  a 
member  of  the  faculty  of  the  University  of  Cin- 
cinnati College  of  Medicine  since  1951.  He  was  also 
director  of  the  Department  of  Radiology  at  Drake 
Memorial  Hospital  for  Chronic  Diseases  from  1951— 
53. 

The  appointment  of  Dr.  Levin  is  part  of  the  affil- 
ation  between  the  College’s  Department  of  Radiol- 


ogy and  the  Hospital’s  Radiology  Service.  Dr. 
Levin  will  direct  the  teaching  of  medical  students  in 
radiology  at  Maimonides.  He  will  also  participate 
in  the  residency  training  program  at  Maimonides  and 
at  the  State  University  of  New  York,  Downstate 
Medical  Center. 

Exhibit  on  the  Exposition  of  the  History  of  Med- 
icine— The  State  University  College  of  Medicine, 
Downstate  Medical  Center,  in  a joint  endeavor  with 
the  Upstate  Medical  Center,  participated  in  an  ex- 
hibit on  the  “Exposition  of  the  History  of  Medicine” 
sponsored  by  the  Medical  Society  of  the  State  of 
New  York  at  the  Hotel  Statler,  February  18  through 
21. 

The  exhibit  consisted  of  an  eight-paneled  peg 
board  arrangement,  each  college  using  four  panels, 
with  the  historical  development  of  each  medical 
school  as  a theme. 

The  focal  point  on  the  front  panel  was  a model  of 
each  new  building,  Upstate  and  Downstate,  in  bas 
relief.  These  panels  also  contained  statistical  ma- 
terial in  graphic  form  by  means  of  illustrated  charts. 

The  Downstate  Medical  Center  devoted  one  of  its 
three  remaining  panels  to  the  origin  of  the  medical 
school  covering  the  period  1856-58;  one  to  the 
Long  Island  College  Hospital,  which  was  the  next 
step  in  its  development,  covering  the  years  1858- 
1930.  In  1930,  the  Long  Island  College  Hospital, 
which  had  been  one  and  the  same  with  the  medical 
school,  severed  its  ties,  and  the  Long  Island  Col- 
lege of  Medicine  became  a separate  entity  with  its 
own  Board  of  Trustees.  This  period  was  featured 
on  another  panel. 

The  most  interesting  part  of  the  display  was  the 
growth  of  the  medical  college  since  the  State  took 
over  in  1950. 


Simple  Closure  of  Peptic  Ulcer 


After  a review  of  197  cases  accumulated  during 
the  period  1930  to  1953  Drs.  Benjamin  F.  Boyd,  Jr., 
and  Robert  I.  Carlson,  Vanderbilt  University,  con- 
clude that  in  most  instances  plication  is  the  pro- 
cedure of  choice  in  perforated  peptic  ulcer.  While 
there  is  a 28  per  cent  possibility  that  the  patient 
may  need  an  additional  operation,  they  believe  he 
has  the  best  chance  of  a comfortable  life  by  accept- 
ing these  odds.  While  in  some  cases  there  may  be 


coexisting  complications  making  resection  the  pref- 
erable procedure,  the  authors  do  not  believe  this 
to  be  generally'  true. 

From  this  study  it  appears  that  by  simple  closure 
the  average  patient  with  a perforated  ulcer  has 
better  than  one  chance  in  four  of  being  permanently 
symptom-free,  and  that  if  a second  operation  is 
necessary,  the  risk  is  low. 

— Annals  of  Surgery , May,  1956 


962 


New  York  State  J.  Med. 


Y 

c_ 

a true 

cough  specific 
non-narcotic 

ROMILAR  Roche' 

For  suppressing  cough,  whatever  the 
cause,  Romilar  is  at  least  as  effective  as 
codeine.  Yet  it  has  no  general  sedative 
or  respiratory  - depressant  activity,  and 
it’s  remarkably  free  of  side  effects  such 
as  nausea,  constipation,  or  tendency  to 
habit  formation.  Available  as  a 
syrup,  in  tablets,  or  expectorant  mixture 

- (with  ammonium  chloride). 
roche]  Original  Research  in  Medicine  and  Chemistry 

Romilar®  hydrobromide — brond  of  dextromethorphan  hydrobromide 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Legislation 


ITH  the  convening  of  the  State  Legislature  in 
January,  1957,  interest  is  again  focused  by  the 
medical  profession  on  how  this  session  will  handle 
matters  pertaining  to  medical  legislation.  From 
the  problems  of  the  aging,  mental  health,  and  fight 
against  licensure  of  the  chiropractors,  and  on  through 
the  many  other  bills  which  fringe  on  medicine,  the 
members  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  stand  back  of  the 
members  of  the  Society.  It  is  the  aim  of  the 
Auxiliary  to  keep  its  members  and,  through  them, 
the  citizens  in  all  parts  of  this  State  informed  on 
matters  of  medical  legislation.  As  a means  to  this 
end,  the  Auxiliary  has  set  up  a detailed  channel 
through  which  the  directives  on  medical  legislation 
flow. 

The  mechanical  setup  of  the  legislative  committee 
of  the  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  is  comprised  of  the  State 
chairman  and  a chairman  for  each  of  the  nine 
districts.  The  district  chairman  is  responsible  for 
and  advisor  to  the  county  legislation  chairmen  in 
her  district.  In  this  way  the  47  organized  county 
societies  can  be  alerted  quickly  and  efficiently  on 
matters  of  medical  legislation  for  either  routine 
letters  or  urgent  appeals  for  action. 

A resume  of  the  Auxiliary’s  legislative  activities 
for  this  year  consists  of  an  instructive  discussion  by 
the  outgoing  State  chairman,  Mrs.  Charles  Brane, 
on  how  to  set  up  an  efficient  legislation  committee 
at  the  twentieth  annual  convention  in  New  York 
City  in  May,  1956.  Following  this  meeting  the 
Auxiliary’s  aid  was  sought  in  the  fight  against 
passage  of  the  Social  Security  bill  HR  7225.  The 
Auxiliary  responded  by  sending  telegrams  to  their 
representatives  in  Congress.  As  is  well  known, 
this  bill  was  passed  with  a very  narrow  margin. 

The  Fall  Conference  was  held  in  Syracuse  in 
October.  This  conference  was  designed  as  a work- 
shop to  furnish  material  for  guidance  of  the  county 


auxiliaries  for  the  coming  year.  Under  legislation, 
three  of  the  Auxiliary  members  presented  a round 
table  discussion  on  pertinent  legislative  subjects 
— Mrs.  Bernard  Friedsen,  Saratoga  County,  spoke 
on  “A  Round-up  of  State  and  National  Legislation” ; 
Mrs.  Harvey  Kausel,  Albany  County,  “The  Hoover 
Commission,”  and  Mrs.  Cyril  Levin,  Richmond 
County,  “Everyr  Doctor’s  Wife  a Registered  Voter.” 

The  July  issue  of  Distaff  published  an  article 
urging  auxiliary  members,  their  families,  and  friends 
to  back  the  1956  campaign  and  get  out  and  vote. 

In  December,  the  Auxiliary’s  State  president  and 
State  legislation  chairman  met  with  Dr.  Henry 
Fineberg  and  Mr.  Thomas  E.  Walsh  to  discuss 
plans  for  action  on  medical  legislation  after  the 
opening  of  1957  New  York  State  Legislature  with 
particular  emphasis  on  the  licensing  of  chiro- 
practors. Means  for  aiding  the  State  Medical 
Society'  in  its  campaign  to  defeat  this  measure  were 
outlined  and  then  letters  were  sent  to  all  the  county 
auxiliaries  with  detailed  plans  for  action. 

Thus  it  is  that  the  Auxiliary  stands  prepared  to 
help  the  Medical  Society  of  the  State  of  New  York 
and  it  feels  that  the  function  of  the  legislation 
committee  is  best  exemplified  by  this  simile:  “We 
may  be  likened  to  that  of  a fire  warden  on  a moun- 
tain top.  We  may  not  be  active  for  weeks  at  a 
time,  but  we  remain  alert  to  detect  the  early  signs 
of  trouble,  we  are  the  contact  when  someone  else 
spots  a fire,  we  stand  ready  to  provide  leadership  and 
to  call  on  friendly  forces  at  a moment’s  notice. 
Our  availability  is  a vital  adjunct  to  successful 
participation  in  the  development  of  effective 
community,  county  and  state-wide  programs  for 
health  and  welfare.” 

Mrs.  James  A.  Moore,  Chairman 

Legislation  Committee 

490  Western  Avenue 
Albany  3,  New  York 


Cheerfulness  and  content  are  great  beautifiers,  and  are  famous  preservers  of  youthful  looks. 
Barnaby  Rudge,  Chakles  Dickens 
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Meat  Protein... 

and  the  Many  Physiologic 

Functions  of  Its  Amino  Acids 

Ti  le  amino  acids  supplied  by  meat  protein  function  in  many  vital  ways  in 
addition  to  their  well-known  role  in  the  growth  and  maintenance  of  tissues. 
They  participate  in  the  body  economy  as  precursors  of  hormones,  vitamins, 
enzymes,  and  other  physiologic  agents.* 

Some  of  the  important  amino  acids  supplied  by  the  protein  of  meat 
include:  tryptophan  (utilized  for  the  endogenous  production  of 
niacin) ; tyrosine  (the  precursor  of  thyroxine  and  triiodothyronine) ; 
phenylalanine  (converted  to  melanin,  a pigment  found  in  the  skin, 
hair,  retina,  and  other  tissues;  both  phenylalanine  and  tyrosine  are 
precursors  of  the  hormones  noradrenalin  and  adrenalin) ; glycine 
(participates  in  the  formation  of  glutathione,  a tripeptide  important 
in  tissue  oxidation,  in  the  biosynthesis  of  glycocholic  acid,  and  in 
the  production  of  purines,  uric  acid,  and  porphyrins  used  structur- 
ally for  hemoglobin,  cytochromes,  and  iron-containing  enzymes); 
methionine  (an  important  lipotropic  agent;  participates  in  trans- 
methylation processes  in  which  creatine,  adrenalin,  and  choline 
phospholipids  are  formed). 

Top  quality  protein,  as  supplied  by  meat,  yields  important  amino  acids  for 
participation  in  these  and  other  important  functions.  The  excellent  balance  of 
available  amino  acids  is  an  outstanding  feature  of  meat  protein. 

*Geiger,  E.:  Digestion,  Absorption  and  Metabolism  of  Protein,  in  Wohl,  M.  G.,  and  Goodliart, 

R.  S.:  Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea  & Febiger,  1955,  pp.  98-143. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago...  Members  Throughout  the  United  States 
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Principles  of  Service  Benefits  Discussed 

Editor’s  Note. — The  Journal  of  the  American  Medical  Association  in  its  issue  of 
August  11,  1956,  carried  a letter  to  the  editor  captioned  “The  Evils  of  Service  Benefits'' 
by  S.  J.  Baudo,  M.D. 

Recently  the  New  York  State  Journal  of  Medicine  received  and  herewith  prints  a 
letter  to  the  editor  captioned  “Evils  of  Service  Benefits  Exemplified”  by  the  same  author. 

By  coincidence  another  letter  to  the  editor  from  Dr.  Frederic  E.  Elliott  titled  “‘The 
Evils  of  Service  Benefits’ — A Fiction,”  has  also  been  received  in  which  Dr.  Elliott  replies  to 
Dr.  Baudo’ s letter  in  the  J.A.M.A.  mentioned  in  the  first  paragraph  of  this  Editor’s  Note. 

We  are  pleased  to  publish  these  communications  on  opposite  sides  of  a controversial  sub- 
ject for  the  information  of  our  readers. 


Evils  of  Service  Benefits  Exemplified 


To  the  Editor: 

Service  benefits  provided  a fixed  fee  for  medical 
services.  These  benefits  were  to  be  provided  for 
low-income  families  and  individuals.  The  fixed 
fee  of  course,  in  general,  would  be  less  than  the 
average  fee.  This  logically  follows;  otherwise  the 
service  benefit  plans  would  offer  no  advantage 
over  indemnity  plans  or  private  insurance  plans. 
The  general  idea  or  motivation  was  a humane  one 
and  immediately  found  favor  with  many  doctors  and 
the  groups  who  would  be  benefited.  And  rightfully 
so.  Good  medical  care  at  cheaper  than  prevailing 
rates  certainly  was  a desirable  arrangement  for  the 
beneficiaries  of  service  benefits. 

The  success  of  the  service  benefit  principle  was 
due  to  the  generosity  or  humaneness  of  the  phy- 
sician who  agreed  to  accept  as  payment  in  full  the 
fee  established  by  the  particular  plan.  Without 
the  acquiescence  of  these  physicians  the  plan  could 
not  be  initiated.  A sufficient  number  of  doctors 
agreed,  and  the  plans  were  launched  with  much 
success.  Now,  it  is  natural  for  all  of  us  to  want  to 
pay  as  little  as  possible  for  the  things  we  need,  in- 
cluding medical  services.  Given  a situation  where 
(1)  a service  benefit  principle  is  in  operation,  (2)  a 
low-income  group  is  enjoying  these  benefits,  (3) 
groups  whose  income  levels  disqualified  them  from 
service  benefits,  it  is  not  difficult  to  foretell  what 
would  happen  next.  The  latter  group  naturally 
began  to  clamor  for  the  same  desirable  arrange- 
ment. They  met  with  considerable  success.  At 
each  succeeding  income  level  there  would  always 
exist  a group  which  could  not  qualify  for  the  fixed 
fee  provided.  This  group  would  feel  cheated  and 
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cry  out  for  similar  favors. 

It  should  come  as  no  surprise  then  that  nowadays 
we  hear  much  talk  of  abolishing  all  income  ceilings, 
with  fixed  fees  for  all  medical  services.  Thus, 
members  of  the  medical  profession,  by  becoming 
members  of  a plan  to  aid  low-income  families,  un- 
wittingly contributed  to  the  situation  which  exists 
today  in  many  parts  of  our  country. 

Yes,  there  were  voices  raised  objecting  to  higher 
income  ceilings.  They  were  rapidly  subdued  and 
outvoted  in  most  instances.  The  humanitarians 
and  “do-gooders”  ruled  the  day.  The  nonpartic- 
ipating physicians  were  being  accused  of  obstruct- 
ing “progress,”  of  lacking  the  milk  of  human 
kindness,  and  refusing  to  do  “social  good.”  Re- 
actionary became  a popular  invective  directed 
toward  the  nonparticipating  group.  Many  mem- 
bers of  the  latter  group  defended  their  position  by 
maintaining  that  the  relationship  of  doctor  to  pa- 
tient  was  to  be  held  inviolate,  and  this  relationship 
included  the  establishment  of  a fee.  In  other 
words,  they  were  defending  the  fundamental  right  of 
the  freedom  of  contract. 

These  “recalcitrants”  could  be  disciplined  by  a 
simple  manuever,  provided  the  following  con- 
ditions existed:  lay  group  pressures  for  a fixed  fee  I 
for  medical  services  and  numeric  preponderance 
in  county  societies  of  physicians,  however  motivated,  ! 
for  a fixed  fee  for  services.  By  an  easily  obtainable  | 
majority  and  granted  the  above  condition,  a medical 
society  could  vote  to  penalize  a nonparticipating 
physician  in  one  of  the  following  ways:  by  not 
[Continued  on  page  968] 
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paying  him  at  all,  by  paying  him  only  for  emergency 
service,  by  paying  him  a reduced  rate,  or  by  paying 
subscribers  directly.  Could  it  happen?  It  did! 
Thirty-four  of  the  50  Blue  Shield  Plans  in  effect  thus 
penalize  the  nonparticipating  physician.1 

Am  I unduly  alarmed  if  I point  out  the  inherent 
danger  to  the  nonparticipating  physicians  if  a 
majority  is  in  a position  to  exercise  coercive  action 
such  as  this?  Collective  action  can  be  a force  for 
evil,  and  must  be,  if  it  infringes  on  the  rights  and 
liberties  of  one  single  individual.  If  this  pattern 
were  to  become  generalized,  and  there  are  forces 
at  work  who  seek  this  objective,  the  entire  medical 
population  could  conceivably  become  one  uniform 
community  of  participating  physicians.  Once 
surrendered,  the  right  of  the  physician  to  establish 
individually  his  own  fees  could  never  be  regained. 
Escape  from  the  participating  community  would  be 
precluded  by  the  penalties  for  nonconformity. 

A general  public  now  fully  oriented  to  the  idea  of 
a fixed  fee  could,  through  their  representatives,  have 
the  physicians  at  their  mercy.  Shrewd  bargaining 
and  manipulation  of  fees  could  be  adjusted  so  that  a 
majority  of  doctors,  representing  a balance  of  power, 
could  always  be  kept  appeased.  This  would  abort 
any  resistance  from  the  minority  to  break  the 


chains  forged  originally  by  a naive,  well-intentioned 
group  of  physicians.  Majority  opinion  should  not 
be  regarded  as  being  synonymous  with  justice  or 
progress.  Might  does  not  become  right  unless  one 
subscribes  to  the  philosophy  of  a Bismarck. 

If  this  is  the  goal  of  the  proponents  of  service 
benefit  plans,  I venture  to  predict  they  will  be 
eminently  successful.  In  any  event,  as  a medical 
practitioner  thankful  for  our  God-given  liberties,  I 
feel  it  incumbent  on  me  to  alert  my  colleagues  to  the 
dangers  which  confront  them  as  I see  it.  In  my 
opinion  the  time  has  come  for  a re-evaluation  of  the 
principle  of  service  benefits  if  all  physicians  are  to 
remain  free  American  citizens  heir  to  our  blessed 
heritage  of  liberty.  Let  wise  men  devote  their 
energies  to  an  insurance  system  which  provides  pro- 
tection for  the  American  public  and  at  the  same 
time  does  not  contain  within  it  the  seeds  that  might 
jeopardize  the  rights  of  a single  physician  who  also 
happens  to  be  a member  of  the  great  American 
public. 

S.  J.  Baudo,  M.D. 

41-14  21st  Avenue 

Long  Island  City  5,  New  York 


1 Blue  Shield  Manual,  May,  1956. 


“ The  Evils  of  Service  Benefits ” — A Fiction 


To  the  Editor: 

The  August  11  J.A.M.A.  carried  a letter  on  the 
subject  of  service  benefits  which,  although  very  well 
written,  is  not  consistent  with  historical  facts. 
Some  conclusions  are  mere  inferences  and  could  be 
quite  misleading  to  younger  members  of  the  pro- 
fession who,  like  the  author,  were  not  here  when 
Blue  Shield  was  born. 

Blue  Shield  is  the  outgrowth  of  efforts  of  the  pro- 
fession to  establish  a system  of  “voluntary  non- 
profit medical  care  insurance”  beginning  in  the 
mid-1930’s. 

In  New  York  State  the  original  sponsors  of  what  is 
now  Blue  Shield  were  the  members  of  the  Economics 
Committee  of  the  State  Medical  Society.  Hospitals 
and  doctors  were  at  a low  ebb  of  financial  resources 
with  no  prospect  of  basic  necessary  support  for  their 
services.  The  idea  was  to  keep  solvent  citizens 
out  of  financial  distress  when  overtaken  by  a need  for 
doctor  care.  In  California,  Michigan,  and  many 
other  states  the  motives  were  likewise  material  and 
practical.  We  were  all  being  threatened  by  a 
proposal  of  state  socialism  of  medical  practice, 
such  as  has  demoralized  the  high  standards  of 
private  medical  practice  the  world  over. 

Confronting  doctors  of  that  day  were  the  hang- 
over desperations  of  the  1929  economic  depression 


and  the  freely  financed  propaganda  for  state  medi- 
cine, the  money  being  furnished  by  the  lush  tax- 
free  foundations.  The  Ph.D.’s  saw  an  opportunity 
to  set  themselves  up  as  managers  of  the  M.D.’s. 

Of  greater  consequence  was  the  growing  custom 
among  workers  and  lower  salaried  citizens  to  mort- 
gage current  and  future  income  for  the  purchase  of 
autos,  washing  machines,  refrigerators,  radios,  and 
countless  other  gadgets  of  comfort  to  satisfy  the 
American  way  of  life.  Today,  all  who  serve  our 
public  must  accept  this  new  pattern  of  life. 

Doctors  properly  thought  that  a people  who  can 
buy  all  these  costly  comforts  and  pleasures  should 
afford  the  reasonable  cost  of  doctor  and  hospital 
service.  The  challenge  was  to  find  a way  to  help 
them  do  it.  The  American  public  wanted  just  this 
kind  of  help,  as  is  now  proved  by  the  large  enroll- 
ment in  all  the  78  Blue  Shield  Plans  of  our  nation. 
But  to  look  backward.  . . 

“Deferred  payment  plans”  and  “finance  com- 
panies” were  taking  assignments  of  purchase  com- 
mitments based  on  current  and  future  incomes. 
They  were  leaving  little  or  nothing  to  provide  for 
the  unpredictable  needs  of  health  care.  Payments 
for  these  latter  expenses  under  the  circumstances 
[Continued  on  page  970] 
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could  be  made  only  through  some  new  plan  of  pay- 
ment by  installments,  if  at  all.  As  it  has  worked 
out,  the  fund  to  pay  hospitals  and  doctors  now 
comes  out  of  income  before  the  finance  concerns 
gobble  it  up  in  payment  for  gadgets. 

The  war  brought  wage  payments  upward  with 
the  idea  of  “fringe  benefits."  The  “Blue”  plans 
have  become  one  of  the  universal  “fringe”  factors 
in  today’s  adjustments  of  wages.  Relief  for  the 
costs  of  doctor-hospital  care  has  done  much  for  in- 
dustrial peace  among  people  who  formerly  were  im- 
provident in  their  personal  needs  for  the  care  of  un- 
expected illness  or  injury. 

Across  the  nation  Blue  Shield  and  Blue  Cross 
have  served  successfully  in  their  mission  to  ease 
the  costs  of  good  medical  care.  The  free  ward  beds 
and  the  clinics  are  no  longer  crowded  by  the  many 
who  were  forced  there  by  lack  of  ready  resources 
to  pay  for  private  care.  Our  teaching  institutions 
will  attest  to  the  fact  that  they  now  lack  “material” 
for  practical  teaching  of  the  embryo  medics  and 
surgeons.  In  other  words,  thousands  and  thou- 
sands of  our  citizens  no  longer  submit  themselves 
as  “material”  because  they  are  unable  to  pay  for 
private  care. 

When  the  Blue  Shield  Plans  were  organized  in 
New  York,  doctors  were  urged  to  enroll  as  par- 
ticipating physicians  and  to  accept  certain  under- 
writing obligations.  Only  one  plan  has  invoked  the 
latter,  and  all  these  doctors  have  been  fully  reim- 
bursed. Of  some  30,000  doctors  of  the  State,  a 
small  minority  have  not  signed  Participating  Phy- 
sician Agreements,  and  in  a period  of  sixteen  years 
only  an  insignificant  number  have  vacated  this 
relationship. 

It  has  been  complained  that  Blue  Shield  fees  are 
less  than  the  “free  market  rate.”  If  the  author 
refers  to  the  excessive  charges  practiced  by  a few 
doctors,  he  is  right.  In  New  York  the  “minimum 
fee  schedule”  of  the  Workmen’s  Compensation  Law 
has  established  a sound  basis  for  fees  reasonable  to 
the  incomes  of  wage  earners.  Under  this  schedule 
for  more  than  twenty  years  injured  and  ailing 
workers  of  our  State  have  received  care  at  the 
hands  of  the  foremost  doctors  of  every  community. 
Conducive  to  the  acceptance  of  this  schedule  is  the 
fact  of  prompt  100  per  cent  payments.  Today  this 
schedule  is  being  reviewed  and  revised.  The 
“Blue”  plans  have  matched  or  bettered  this  sched- 
ule. In  the  Metropolitan  area  the  “Blue”  schedule 
of  allowances  has  been  upped  three  times  in  twelve 
years. 

Blue  Shield  provides  financial  assistance  to  cover 
such  worker’s  injuries  and  illnesses  as  are  not 
covered  by  the  Workmen’s  Compensation  Law 
and  makes  available  similar  benefits  for  their 
dependents.  No  one  should  be  confused  and  think 


that  there  is  any  benevolence  or  collectivism  in  this 
program.  Blue  Shield  allowances  make  people 
self-reliant. 

As  long  as  doctors  show  intelligence  worthy  of 
free  men,  there  will  be  no  “slavery”  or  “other  goals,” 
the  fear  of  which  apparently  prompted  the  A.M.A.  , 
correspondent  to  choose  the  title  “Evils  of  Service 
Benefits.” 

Blue  Cross,  originally  the  3 cents-a-day  plan, 
began  in  1934,  and  today  it  is  the  financial  mainstay 
of  the  American  hospital  system.  There  has  never 
been  any  confusion  or  fear  in  the  minds  of  anyone 
that  this  project  was  motivated  by  emotional  or 
ulterior  purposes.  It  is  a practical  method  by 
which  people  can  pay  hospital  bills  painlessly. 

“Service  benefits”  was  coined  by  Blue  Cross  and 
the  hospitals  to  mean  that  when  patients  occupy  a 
semiprivate  bed,  the  payments  received  from 
Blue  Cross  are  accepted  in  full  settlement  of  the 
hospital  bill.  Hospital  managers  were  quick  to 
appreciate  that  more  patients  would  be  transferred 
bv  Blue  Cross  from  free  ward  patients  to  semi- 
private pay  patients  than  would  give  up  private 
room  care  for  the  slightly  lower  cost  of  the  semi- 
private bed  occupancy.  No  one  ever  suggested 
that  there  were  “evils”  in  this  service  benefit  idea.  ! 

A doctor  who  hesitates  to  discuss  his  fees  with  a 
patient  confesses  a subconscious  doubt  about  the  1 
propriety  of  his  charges.  We  are  coming  to  the  day 
when  it  will  no  longer  be  socially  just  to  make  one 
patient  pay  for  the  care  of  two.  Blue  Shield  levels 
the  costs  over  a large  number  and  establishes  a 
social  equity  for  both  patients  and  their  doctors. 

“Service  benefits”  in  Blue  Shield  means  that 
patients  receive  care  by  the  doctor  in  place  of  a 
sum  of  dollars  when  the  patient’s  income  does  not 
exceed  the  specified  level  stated  in  the  contract. 

It  means  that  for  the  service  covered  the  patient 
receives  paid-in-full  care  if  treated  by  a participate  | 
ing  physician.  All  doctors  are  eligible  to  take  part  | 
in  Blue  Shield. 

Some  doctors  have  been  slow  to  appreciate  that 
the  service  benefit  provision  of  Blue  Shield  has  re- 
sulted in  greatly  increased  numbers  of  patients  now 
able  to  pay  a reasonable  fee  instead  of  becoming 
“material  for  training  purposes”  with  no  payments 
to  doctors. 

Thus,  the  doctors  and  the  hospitals  developed 
a successful  plan  to  pay'  for  needed  care,  which 
pay'ments  come  out  of  the  income  before  and  not 
after  the  incidence  of  need.  The  money  for  hos- 
pitals and  doctors  comes  before  the  take  of  the 
merchants  for  their  deferred  collections. 

When  the  Blue  Shield  member’s  income  exceeds 
the  qualifications  for  service  benefits,  the  scheduled 
allowance  is  paid,  and  the  doctor  collects  the  dif- 
ference, if  any,  between  that  payment  and  his  cus- 
[Continued  on  page  972] 
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tomary  fee.  The  May,  1956,  issue  of  The  Canadian 
Doctor  says:  “To  use  insurance  as  an  excuse  to  re- 
vise fees  upward  is  but  to  contribute  to  the  defeat 
of  its  very  purpose.  Abuse  of  the  voluntary  system 
will  lead  to  imposition  of  the  compulsory  system. 
Doctors  now  have  it  in  their  power  to  preserve  or 
destroy  medical  democracy.” 

It  is  understandable  that  patients  with  limited 
income  should  prefer  paid-in-full  care  over  the  in- 
security of  a sum  of  money  from  a commercial  in- 
surance company  which  may  or  may  not  pay  the 
bill. 

Not  valid  is  the  complaint  that  the  income  level 
of  eligibility  for  service  benefits  has  been  loosely 
changed  by  Blue  Shield  from  time  to  time  and  that 
this  is  a threat  to  the  future  of  the  private  practice 
of  medicine.  An  inquiry  made  where  facts  are 
collected  will  advise  that  the  original  purpose  was 
to  provide  this  type  of  benefit  for  the  lower  50  per 
cent  of  an  average  income  population.  With  chang- 
ing economic  conditions  this  percentage  has  auto- 
matically dropped  at  times  to  below  30  per  cent.,  and 
the  last  adjustment  by  United  Medical  Service 
contemplates  a return  to  50  per  cent.  Other  plans 
have  made  much  the  same  adjustments  at  various 
times. 

Even  if  an  adjustment  makes  some  60  per  cent 
eligible  for  service  benefits  in  a local  community, 
doctors  should  know  that  professional  incomes  are 
higher  there  than  they  would  be  with  no  Blue  Shield 
to  help  the  “under  40  per  cent”  obtain  private 
medical  care. 

The  complaint  that  Blue  Shield  is  “a  thu  d party 
coming  between  the  patient  and  doctor”  is  also 
invalid.  It  is  odd  that  intelligent  doctors  must  be 
told  that  Blue  Shield  stands  back  of  the  patient  and 
not  between  the  patients  and  the  doctors.  There 
is  no  “closed  panel”  method  in  the  operation  of 
Blue  Shield.  It  is  a cardinal  rule — the  -patient  is 
free  to  and  must  choose  his  doctor.  The  Blue  Shield 
plans  are  sponsored  and  controlled  by  unselfish, 
public-spirited  members  of  the  profession.  The 
object  is  to  pay  for,  not  to  direct,  what  the  doctor 
may  do. 

The  day  is  not  far  off  when  industry,  labor,  govern- 


ment, insurance  companies,  hospitals,  and  related 
groups  will  combine  in  their  campaign  to  control  all 
health  activities. 

We  live  in  a society  which  is  largely  controlled  by 
tightly  organized  groups,  and  I submit  to  you . . . 
that  in  it  only  an  organized  group  can  survive. 

If  we  are  not  organized  into  a position  of  strength, 
private  practice,  as  we  have  known  it,  will  cease  to 
exist.1 

Universal  membership  in  Blue  Shield  and  Blue 
Cross  will  provide  “a  position  of  strength”  in  which 
patients  and  their  doctors  can  share  security  against 
socialism  or  other  collectivist  controls.  Why  not 
make  this  our  number  one  aim? 

Most  observers  who  are  seasoned  by  long  ex- 
perience agree  that  the  time  has  come  when  all 
doctors  will  give  exclusive  and  full  support  to  Blue 
Shield  or  surrender  the  right  to  engage  in  private 
medical  practice. 

Doctors  who  join  splinter  panels  and  make 
splinter  plans  possible — for  personal  profits — are 
human  parasites.  They  will  destroy  the  fibers  of 
our  system  of  voluntary  nonprofit  medical  insurance. 
They  cannot  be  denied  the  liberty  of  their  misguided 
selfish  ways.  But,  should  they  not  be  denied  the 
benefits  of  medical  society  membership?  The 
English  statesman,  Burke,  said:  “The  only  thing 
necessary  for  the  triumph  of  evil  is  that  good  men  do 
nothing.” 

In  the  treatment  of  these  human  parasites  there 
should  be  no  coercion,  no  compulsion,  other  than  the 
dictates  of  each  doctor’s  own  intelligence  and  his  own 
integrity  and  conscience,  without  which  there  can  be 
no  honor  in  the  future  of  medicine. 

It  is  hoped  that  the  author  who  was  critical  of 
Blue  Shield’s  “service  benefits”  will  agree  that  it  is 
better  to  have  even  60  per  cent  of  our  citizens 
eligible  for  such  benefits — rather  than  to  have  these 
otherwise  solvent  people  classed  as  “medically 
indigent”  and  doctored  by  a profession  of  medical 
monitors  and  technicians  in  bondage  to  the  political 
bosses,  Tough  Tonys,  Red  Mikes,  and  their  kind. 

Frederic  E.  Elliott,  M.D. 

122  76th  Street 
Brooklyn,  New  York 


1 Murphy,  G.  W. : North  Carolina  M.  J.,  June,  1956. 


Rapid  Therapy  of  Infectious  Hepatitis 


To  the  Editor: 

In  their  paper  “Rapid  Therapy  of  Infectious 
Hepatitis,”  Drs.  Max  Jacobson  and  Charles  Ressler1 
emphasize  at  least  three  times  that  “No  method  for 
cure  of  this  disease  (infectious  hepatitis)  is  known.” 
This  statement  is  incorrect. 

In  May,  1952,  I published  a paper*  in  which  I 


described  a physiologic  method  for  the  therapy  of 
this  infectious  disease.  It  consists  of  an  intra- 
muscular injection  of  liver  and  spleen  extracts  with 
insulin,*  and  it  has  proved  its  efficacy  not  only  in 
cases  of  infectious  hepatitis,  but  in  severe  homol- 
[Continued  on  page  974] 
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relieves  the  discomfort  of  colds 


‘TABLOID’ 


EMPIRIN 


COMPOUND 

with  CODEINE  PHOSPHATE 


1 

L'; ' I 


shortens  the  “miserable”  period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 

prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 

Available  in  four  strengths 


No.  1 No.  2 


No.  3 


No.  4 


;U  BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  n.  y. 


CORRESPONDENCE 


1.  Its  indications  comprise  over  100 
conditions  . . . 

2.  Its  safety  record  is  unparalleled  . . . 

3.  It  has  the  most  extensive  clinical 
and  research  background  of  all 
ACTH  preparations  . . . 

4.  It  counteracts  and  corrects  adrenal 
atrophy  in  the  corticoid-treated 
patient . . . 


Some  Common  Indications 

Calcareous 

Bursitis 

Tenosynovitis 

Dosage 

Dosage 

60-100  Units 

40-80  Units 

daily. 

daily 

Relief 

Relief 

Noted  in  hours. 

Usually  within 

especially  in 

24-36 

acute  cases. 

hours. 

HP* ACTH  AR®  Gel  is  The  Armour  Lab- 
oratories Brand  of  Purified  Repository 
Corticotropin  (ACTH) 

•Highly  Purified 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANV 
KANKAKEE.  ILLINOIS 
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ogous  serum  hepatitis  as  well. 

My  results  have  been  confirmed  by  other  phy- 
sicians, among  them  Dr.  Armando  Pareja  C.,  pro- 
fessor of  internal  medicine  of  the  University  of 
Guayaquil,  Ecuador,  who  has  used  the  injection 
since  1952  and  is  still  using  it.  In  January,  1956,  at 
the  dedication  ceremonies  of  a new  auditorium  in 
the  800-bed  hospital  where  he  teaches,  he  read  a 
paper3  dealing  with  the  favorable  results  he  has 
obtained  with  this  therapy.  One  of  his  cases  con- 
cerned an  actor  who,  suffering  from  infectious  hep- 
atitis with  jaundice,  did  not  miss  one  performance 
while  he  was  treated  according  to  this  method. 
This  case  is  similar  to  the  one  of  a male  patient  of 
mine  who,  in  spite  of  infectious  hepatitis  with 
jaundice,  did  not  rest  in  bed,  drove  12  miles  daily  to 
my  office  for  his  injection  and  back  home  again,  and 
made  a quick  and  uneventful  recovery. 

Joseph  H.  Isemstead,  M.D. 

33  Barclay  Street 
Canajoharie,  New  York 


9 * Readers  who  would  like  to  get  the  injection  for  clinical 
use  can  obtain  it  from  the  writer  of  this  letter. 

1 Jacobson,  M.,  and  Ressler,  C.:  New  York  State  J.  I 

Med.  56:  3020  (Oct.  1)  1956. 

2 Isenstead,  J.  H.:  Internat.  Rec.  Mec*.  165:  273  (May) 
1952. 

3 Pareja  C.,  A.:  de  Gaceta  Medica,  Jan. -Feb.,  1956,  p.  1 . 


Necessity  of  Ambidextrous  Training 

To  the  Editor  • 

“The  apes  possess  ‘creative  imagination,’  ” re- 
marks Robert  M.  Yerkes,  in  a chapter  on  mental 
evolution  in  the  primates  ( Human  Biology,  1930, 
edited  by  E.  V.  Cowdry),  and  “A  curious  fact  is  that  ! 
in  right-handed  persons  the  left  hemisphere  is  I 
functionally  the  more  important  menially”  (J.  F. 
Fulton  and  Sir  C.  S.  Sherrington,  Nervous  Integra- 
lions  in  Man,  page  262). 

Further,  it  is  stated  that  medical  experience  I 
shows  that  small  lesions  of  certain  parts  of  the  J 
left  hemisphere  destroy  speech  and  even  memory,  1 
while  similar  lesions  of  the  right  hemisphere  may  pass  j 
unnoticed  for  years. 

Why  not  train  both  extremities  in  correlated  j 
exercises?  Dr.  George  M.  Gould  has  reported  ' i 
synchronous  writing,  with  photographic  exactness,  J 
in  Medical  Record,  November  2,  1907.  And  it  is  I 
necessary  to  add  only  the  fact  that  all  piano  players 
practice  ambidexterity. 

Piano  players  so  trained  are  not  harmed  mentally,  I 
although  J.  F.  Fulton  has  noted  harm  in  those  • 
children  whose  left-handedness  in  writing  (and/or 
in  handling  tools)  has  been  treated  by  reversal  meth-  I 
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ods.  It  causes  no  harm  to  a piano  player  to  play  the 
melody  with  the  left  hand  and  the  chords  or  running 
accompaniment  with  the  right  hand.  And  also 
fugues  do  not  harm  the  mentality,  although  in  fugues 
the  theme  is  shifted  here  and  there. 

I suggest  that  the  unused  portions  of  the  cere- 
brum may  become  the  center  of  harmfid  electrical 
manifestations,  undiagnosed  because  the  “distance 
receptors’’  (op.'cit.,  page  111)  are  not  properly  uti- 
lized. George  Ii.  Parker  ( The  Evolution  of  the  Brain) 
explains  how  the  eyes  are  developed  before  the 
ears:  amphioxus  swims  without  orientation  to 

gravity  by  olfaction.  We  say:  “Follow  your 

nose.” 

Thomas  Horace  Evans,  M.D. 
350  South  Main  Street 
Freeport,  New  York 


I 


AMA’s  Committee  on  Aging 

The  American  Medical  Association’s  Committee  on 
Aging,  which  was  established  under  the  Council  on 
Medical  Service,  has  now  held  three  meetings  and  at 
the  last  one,  held  in  Chicago,  the  following  objec- 
tives were  adopted: 

1.  To  explore  problems  concerned  with  the 
medical,  biologic,  psychologic,  and  social  aspects  of 
aging. 

2.  To  collect  data  concerning  energy  mainte- 
nance, fatigue  control,  and  the  preservation  of  spe- 
cific motivation. 

3.  To  promote  research  in  these  areas. 

4.  To  inform  the  medical  profession  of  the 
availability  of  information  regarding  the  aging 
process. 

5.  To  stimulate  medical  society  interest  in  the 
problems  of  aging. 

6.  To  impress  upon  the  practicing  physician  the 
important  role  he  can  play  by  assuming  community 
leadership  to  enrich  the  lives  of  older  citizens. 

The  committee,  headed  by  Chairman  Henry  B. 
Mulholland,  Charlottesville,  Virginia,  is  well  aware, 
after  hours  of  discussion,  that  the  problems  of  geron- 
tology are  complex.  They  extend  from  questions  of 
changes  in  enzyme  systems  within  individual  cells  to 
important  social  and  economic  members  of  society. 

— Secretary’s  Letter,  September  19,  1956 


GRADATIONS  OF  ANALGESIA 


with  light  sedation 


‘EMPIRAL’® 

Phenobarbital  gr.  lA 
Acetophenetidin  gr.  2 Vi 
Acetylsalicylic  Acid  gr.  3 Vi 


‘CODEMPIRAL’®  No.  2lN) 


Codeine  Phosphate 
Phenobarbital 
Acetophenetidin 
Acetylsalicylic  Acid 


gr.  lA 
gr.  lA 
gr.  2 Vi 
gr.  3 Vi 


‘CODEMPIRAL'®  No.  3(N) 

Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  XA 
Acetophenetidin  gr.  2 Vi 
Acetylsalicylic  Acid  gr.  3 Vi 


(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 
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Report  Forms  and  Reporting 


~Y\T e append  herewith  a statement  issued  by  the 
’ ' chairman  of  the  Workmen’s  Compensation 
Board,  Miss  Angela  R.  Parisi,  concerning  new  type 
report  forms  which  go  into  effect  on  July  1,  1957. 
Until  then  physicians  may  use  the  old  or  the  new 
forms,  if  available.  We  strongly  urge  all  physicians 
to  comply  with  the  law  fully  and  cooperate  with  the 
Workmen’s  Compensation  Board  in  making  the  new 
procedure  a success.  These  forms  were  necessi- 
tated by  the  inclusion  in  the  Workmen’s  Compen- 
sation Law,  effective  March  1,  1957,  of  benefits  for 
volunteer  firemen.  It  should  be  noted  that  physi- 
cians already  authorized  will  automatically  be 
authorized  to  treat  volunteer  firemen  injured  in  the 
line  of  duty.  Fees  are  to  be  the  same. 

The  chairman’s  statement  should  be  carefully 
studied  by  physicians  who  treat  compensation 
cases  and  by  specialists. 

The  C-104,  C-4,  and  C-14  forms  are  consolidated 
into  one  and  may  be  used  to  make  a preliminary 
forty-eight-hour  report,  a later  fifteen-day  report, 
and  subsequent  progress  reports.  In  making  the 
forty-eight-hour  report  (C-104),  the  physician 
should  answer  as  many  of  the  questions  as  possible. 
Questions  12  to  15  need  not  be  repeated  in  subse- 
quent reports  if  answered  in  the  first  report.  Speed 
is  essential,  and  the  first  report  should  be  sent  in 
within  forty-eight  hours,  even  if  all  the  questions 
cannot  be  fully  answered.  Additional  information 
can  be  given  in  the  subsequent  reports. 

Detailed  and  accurate  reporting  make  for  speedy 
compensation  payments  and  earlier  determination 
of  compensability.  Accurate  and  full  reporting 
results  in  prompt  payment  of  compensation  benefits 
to  the  claimant,  if  due,  and  avoids  disputes  later 
on  as  to  the  payment  of  medical  bills.  If  the 
physician  is  required  to  obtain  authorization  for 
any  examination  or  treatment,  especially  the 
continuation  of  physical  therapy  treatments  beyond 
$25,  it  should  be  requested  in  future  under  line  16. 

The  new  forms  will  be  made  available  to  all 
county  medical  societies  in  due  course. 
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At  a recent  meeting  called  by  the  chairman  of  the 
Workmen’s  Compensation  Board  for  the  purpose 
of  simplifying  report  forms,  your  director  made  a 
suggestion  to  include  a question  in  the  form  as  to 
whether  or  not  rehabilitation  of  the  claimant  was 
necessary  or  had  been  started.  This  should  bring 
to  the  attention  of  all  parties  concerned  the  question 
of  the  need  for  or  the  institution  of  rehabilitative 
measures.  This  question  has  been  included  in  10-c 
of  the  new  report  forms  under  remarks. 

Workmen’s  Compensation  Board 
State  of  New  York 
Office  of  the  Chairman 

TO:  County  Medical  Societies  for  Physicians  Author- 

ized to  Render  Treatment  in  Workmen’s  Compensa- 
tion and  Volunteer  Firemen’s  Benefit  Cases,  and 
Hospitals 

Copies  to  Insurance  Carriers  and  Self-Insurers 
Providing  Benefits  Under  the  Workmen’s  Com- 
pensation Law  and  Volunteer  Firemen’s  Benefit 
Law 

SUBJECT:  Prescribed  Combined  Forms  for  Medical 
Reports  Under  the  Workmen’s  Compensation  Law 
and  the  Volunteer  Firemen’s  Benefit  Law 

The  new  Volunteer  Firemen’s  Benefit  Law,  effective 
March  1,  1957,  covering  injuries  received  by  volunteer 
firemen  in  line  of  duty,  incorporates  the  provisions  for 
medical,  surgical,  and  hospital  care  and  attendance  of 
the  Workmen’s  Compensation  Law.  It  will  not  be 
necessary  for  a physician  authorized  to  treat  work- 
men’s compensation  cases  to  apply  for  separate  author- 
ization to  treat  claimants  under  the  Volunteer  Fire- 
men’s Benefit  Law.  Treatment  furnished  to  claimants 
for  volunteer  firemen’s  benefits  will  be  subject  to  the 
minimum  fee  schedule  and  to  all  the  rules  and  regula- 
tions applicable  to  workmen’s  compensation  cases. 

Section  13a  (4)  of  the  Workmen’s  Compensation  Law, 
which  provides  for  the  filing  of  medical  reports,  was  also 
made  part  of  the  Volunteer  Firemen’s  Benefit  Law  so 
that  the  medical  reporting  requirements  are  the  same 
for  both  workmen’s  compensation  and  volunteer  fire- 
men’s benefit  cases.  The  prescribed  forms  of  medical 
[Continued  on  page  978] 
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children  are  often  this  eager... 

Because  Rubraton  tastes  so  good,  most  children  actually  look  forward  to  taking 
it.  What  better  way  could  there  be  for  providing  these  essential  nutrients? 


Rubraton  is  indicated  for  combatting 
many  common  anemias  and  for  cor- 
recting mild  B complex  deficiency 
states.  It  may  also  prove  useful  for 
promoting  growth  and  stimulating 
appetite  in  poorly  nourished  children. 
(Not  intended  for  treatment  of  perni- 
cious anemia.) 

Dosage:  1 or  2 teaspoonfuls  t.i.d. 
Supply:  Bottles  of  8 ounces  and  1 pint. 


1 teaspoonful  (5  cc.)  supplies: 


Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

Vitamin  B,2  activity  concentrate 4 meg. 

Thiamine  mononitrate 1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0.5  mg. 


Alcohol  content:  12  per  cent 


•RUBRATON*®  IS  a SQUIBB  TRADEMARK 


RUBRATON 


Squibb 


Squibb  Quality — the  Priceless  Ingredient 
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reports  have  been  revised  accordingly  so  that  they  can 
be  used  in  both  types  of  cases.  Furthermore  the  forms 
C-104,  C-4,  and  C-14  have  been  combined  in  one  form. 

Beginning  March  1,  1957,  all  medical  reports  in  cases 
coming  under  the  Volunteer  Firemen’s  Benefit  Law  are 
to  be  filed  on  the  revised  forms. 

Until  July  1,  1957,  medical  reports  in  workmen’s 
compensation  cases  may  be  filed  either  on  the  revised 
forms  or  on  the  old  forms.  After  July  1,  1957,  all  medi- 
cal reports  filed  by  attending  physicians  should  be  filed 
on  the  revised  prescribed  forms. 

The  revised  prescribed  forms  are  as  follows: 

Form  CM  (3-57),  Attending  Physicians  Report,  and 
Form  C-5  (3-57),  Eye  Surgeon’s  Report:  These  forms 
supersede  the  present  Forms  C-104,  C-4,  C-14,  and 
C-5.  The  same  form  C-4  (or  C-5  in  eye  cases)  can  be 
used  for  filing  the  48-Hour  Preliminary  Report,  the  15- 
Day  Report,  Progress  Reports,  and  the  Final  Report. 
Items  9 through  1 1 cover  information  as  of  the  date  of 
the  most  recent  treatment  or  examination  of  the  patient 
and  should  be  completed  on  each  report  filed.  Items  12 
through  15  cover  information  that  need  not  be  repeated 
after  it  has  once  been  completely  reported.  Information 
called  for  in  items  12  through  15  should  be  reported  on 
the  48-Hour  Preliminary  Report,  if  possible,  and,  in 
any  case,  by  the  time  the  15-Day  Report  is  filed. 

Form  C-24  (3-57),  Attending  Surgeon’s  Post-Opera- 
tive Report  on  Hernia  Case:  This  form  supersedes 

the  present  Form  C-24  and  will  be  used  only  as  the  Final 


Report  of  the  operating  surgeon  following  herniotomy. 

Form  C-27  (3-57),  Medical  Report  in  Support  of  Ap- 
plication for  Re-opening  of  Claim  for  Workmen’s 
Compensation  or  Volunteer  Firemen’s  Benefits:  This 
form  supersedes  the  present  Form  C-27. 

Form  C-64  (3-57),  Proof  of  Death  (by  Physician  Last 
in  Attendance  on  Deceased) : This  form  supersedes 

the  present  Form  C-64. 

In  using  these  forms  for  volunteer  firemen’s  benefit 
cases,  the  following  circumstances  should  be  kept  in 
mind: 

1.  If  the  patient  claims  that  his  injury  occurred  in 
the  performance  of  assigned  firemanic  duty  as  a volun- 
teer fireman,  the  employer  will  be  shown  as  the  city, 
town,  village,  or  fire  district  liable  for  benefits  in  the 
particular  case,  and  the  insurance  carrier  will  be  its 
insurance  company  or  liable  self-insured  political  sub- 
division. 

2.  The  patient’s  ability  to  perform  the  full  duties  of 
his  usual  occupation  is  the  basis  for  determining  what 
benefits  are  due  whether  the  patient  is  actually  working 
or  not. 

Prompt  and  full  reporting  of  medical  information  in 
both  workmen’s  compensation  and  volunteer  firemen’s 
benefit  cases  is  necessary  to  assure  prompt  action  on 
claims  and  the  prompt  payment  of  benefits  including 
medical  expenses. 

Angela  Parisi 
Chairman 


Commercially  and  Home  Laundered  Diapers — A Comparative  Evaluation  of 
Their  Role  in  the  Cause  and  Prevention  of  Diaper  Dermatoses 


‘'Home-laundry”  rash  is  a contact  dermatitis  of 
the  diaper  region,  said  to  be  a detergent  “burn” 
from  irritants  unwittingly  put  into  the  laundered 
diaper  by  the  housewife  in  using  popular  automatic 
washing  machine  detergents,  which  the  washing 
machine  is  unable  to  remove  from  the  fiber  because 
of  the  inadequacy  of  the  rinse-cycle. 

A study  was  undertaken  to  evaluate  the  quality 
of  home-washed  diapers  as  compared  to  commer- 
cially serviced  diapers  laundered  in  keeping  with 
recognized  standards  of  the  National  Institute  of 
Diaper  Services  and  the  Diaper  Service  Institute  of 
America.  Diaparene  chloride  was  selected  for  use 
as  the  antiseptic. 

In  the  series  of  100  home-laundered  diapers, 
seven  showed  the  presence  of  coliform  organisms; 
72  were  found  to  harbor  bacteria  ranging  in  num- 
ber from  2,000  to  39,000,000  per  fabric;  two  showed 
the  presence  of  urea-splitting  bacteria;  16  were 
found  to  contain  either  soap  or  detergent;  74  were 
entirely  devoid  of  residual  antiseptic  properties; 


and  five  were  found  to  have  high  pH  values. 

Of  the  100  commercially  washed  diapers,  none 
was  found  to  contain  coliform  or  urea-splitting  bac- 
teria; only  one  was  found  to  contain  bacteria 
(8,000);  none  contained  residual  soap  or  detergent; 
all  were  found  to  have  retained  the  antiseptic  used 
in  the  final  rinse  in  prevention  of  ammonia  dermati- 
tis, and  all  gave  satisfactory  pH  values. 

In  the  spring  of  1955  the  Diaper  Service  Institute 
of  America  conducted  a study,  as  yet  unpublished, 
of  109  home-washed  diapers  submitted  from  36  cit- 
ies in  all  sections  of  the  country.  It  was  found  that 
92  home-washed  diapers  or  84.4  per  cent  did  not  meet 
the  minimum  passing  standards  for  total  bacterial 
count,  coliform  bacteria,  and  pH  value  required  of 
commercially  laundered  diapers  under  the  Diaper 
Service  Institute  of  America’s  “Protected  Diaper” 
program. 

— ReuelA.  Benson,  M.D.,  Carl  A.  Lawrence,  Ph.D., 
and  Leonard  Chavkin,  M.S.,  Archives  of  Pediatrics, 
July,  1956 


978 


New  York  State  J.  Med. 


for  dermatitis 

complicated  or  threatened 
by  secondary  bacterial 


invasion 


unique  topical  steroid-antibiotic  combining 

the  first  water-soluble 
dermatologic  corticoid 

MAGNACORT*  (brand  of  ethamicort) . . . 

500  times  as  soluble  as  hydrocortisone,  and 
an  outstanding  topical  antibiotic,  neomycin 

Supplied:  In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate 
and  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  New  York 


'Trademark 


mumps 

vaccine 


A specific  immunizing  antigen  for  prevention  of 
mumps  in  children  and  adults  where  indicated. 
Vaccination  should  be  repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 
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{The  following  books  were  received,  during  the  month  of  January,  1957) 


Pregnancy  and  Birth.  A Book  for  Expectant 
Parents.  By  Alan  F.  Guttmacher,  M.D.  Drawings 
by  Anthony  Ravielli.  Octavo  of  335  pages,  illus- 
trated. New  York,  The  Viking  Press,  1957.  Cloth, 
S4.50. 

Notes  on  Atomic  Energy  for  Medical  Officers. 

An  introduction  to  the  subject  for  service  and  other 
medical  officers  who  may  be  concerned  with  defense 
against  atomic  bombs  and  similar  problems.  By 
the  Royal  Naval  Medical  School.  Duodecimo  of  169 
pages,  illustrated.  New  York,  Philosophical  Li- 
brary, 1956.  Cloth,  S4.75. 

Practical  Diagnosis  and  Treatment  of  Liver  Dis- 
ease. By  Carroll  Moton  Leevy,  M.D.  Illustrations 
by  Felix  Traugott.  Octavo  of  336  pages.  84  illus- 
trations, including  23  in  full  color.  New  York,  a 
Hoeber-Harper  book,  1957.  Cloth,  S8.50. 

Allergic  Dermatoses  Due  to  Physical  Agents. 

Edited  by  Rudolf  L.  Baer,  M.D.  Duodecimo  of  110 
pages,  illustrated.  Philadelphia,  New  York  Uni- 
versity Press,  distributed  by  J.  B.  Lippincott  Com- 
pany, 1956.  Cloth,  $3.00. 

Surgery  in  World  War  II.  General  Surgery. 
Volume  II.  By  Medical  Department,  United  States 
Army.  Editor  in  Chief,  Col.  John  Boyd  Coates,  Jr., 
M.C.;  Editor  for  General  Surgery,  Michael  E. 
DeBakey,  M.D.;  Associate  Editors,  W.  Philip 
Giddings,  M.D.,  and  Elizabeth  M.  McFetridge, 

M. A.  Quarto  of  417  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Department  of 
the  Army,  1956.  Cloth. 

Surgery  in  World  War  II.  Orthopedic  Surgery  in 
the  European  Theater  of  Operations.  By  Medical 
Department,  United  States  Army.  Editor  in  Chief, 
Col.  John  Boyd  Coates,  Jr.,  M.C.;  Editor  for 
Orthopedic  Surgery,  Mather  Cleveland,  M.D.; 
Associate  Editor,  Elizabeth  M.  McFetridge,  M.A. 
Quarto  of  397  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Department  of 
the  Army,  1956.  Cloth. 

“Rheumatism.”  Nonspecific  Rheumatic  Dis- 
orders. Octavo.  N.p.  Illustrated.  Bloomfield, 

N. J.,  Schering  Corporation,  1956.  Paper,  gratis. 
(Clinoptikon  Series) 

Agostino  Bassi  in  the  History  of  Medical  Thought 

(A.  Bassi  and  L.  Pasteur).  By  Giovanni  P.  Arcieri, 
M.D.  Octavo  of  40  pages,  illustrated.  Florence, 
[Italy],  Leo  S.  Olschki,  Publisher,  1956. 

The  Philosophy  of  Medicine.  By  William  R. 
Laird,  M.D.  Octavo  of  64  pages,  illustrated. 


Charleston,  W.  Va.,  Education  Foundation,  Inc., 
1956.  Cloth,  $3.00. 

Bladder  Tumors.  A Symposium.  Participating 
Institutions,  The  Department  of  Surgery  (Urology), 
James  Buchanan  Brady  Foundation,  The  New  York 
Hospital;  and  the  Department  of  Surgery  (Urol- 
ogy),  Cornell  University  Medical  College,  New  York, 
N.Y. ; The  Urologic  Service,  Department  of  Surgery, 
Memorial  Hospital,  New  York,  N.Y.;  The  Division 
of  Steroid  Biology,  Sloan-Kettering  Institute,  and 
the  Sloan-Kettering  Division,  Cornell  University 
Medical  College,  New  York,  N.Y.  Quarto  of  92 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1956.  Cloth,  S4.00. 

Manual  of  Anesthesiology.  For  Residents  and 
Medical  Students.  By  Herman  Schwartz,  M.D., 
S.  H.  Ngai,  M.D.,  and  E.  M.  Papper,  M.D.  Octavo 
of  170  pages,  illustrated.  Springfield,  Illinois,  1957. 
Cloth,  $4.25.  (American  Lecture  Series  No.  298) 

The  Medical  Clinics  of  North  America.  Chicago 
Number.  January,  1957.  The  Sick  Heart.  Wright 
Adams,  M.D.,  and  Fausto  Tanzi,  M.D.,  Consulting 
Editors.  Octavo.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Published  Bi-Monthly  (six  num- 
bers a year).  Cloth,  $18  net;  Paper,  $15  net. 

Liver:  Structure  and  Function.  By  Hans  Pop- 
per, M.D.,  and  Fenton  Schaffner,  M.D.  Quarto  of 
777  pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  Inc.,  1957. 
Cloth,  $20. 

Problems  of  Aging.  Edited  by  Robert  L.  Craig, 
M.D.  A Symposium.  Presented  at  the  Twenty- 
Eighth  Annual  Graduate  Fortnight  of  The  New  York 
Academy  of  Medicine,  October  10  to  21,  1955. 
Quarto  of  221  pages,  illustrated.  New  York,  George 
Eliot  (Distributor),  1956.  Paper,  $3.50. 

Cytologic  Technics.  For  Office  and  Clinic.  By 
H.  E.  Nieburgs,  M.D.  Octavo  of  233  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1956.  Cloth, 
$7.75. 

Fundamentals  of  Clinical  Fluoroscopy.  With 
Essentials  of  Roentgen  Interpretation.  By  Charles 
B.  Storch,  M.D.  Second  revised  edition.  Quarto  of 
305  pages,  illustrated.  New  York,  Grune  & Strata 
ton,  1957.  Cloth,  $8.75. 

Analytical  Pathology.  Treatises  in  the  Perspec- 
tive of  Biology,  Chemistry,  and  Physics.  Edited  by 
Robert  C.  Mellors,  M.D.  Octavo  of  477  pages,  illus- 
trated. New  York,  The  Blakiston  Division,  Mc- 
[Continued  on  page  982] 
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suction  and 
desiccating 
current 

simultaneously 

BIRTCHER 

ELECTRO-DESICCATION  SETS 


For  use  with  any  make  of  high  frequency  device  providing 
a coagulating  current.  May  be  attached  to  a suction  pump 
for  simultaneous  withdrawal  of  fluids  or  smoke  through 
the  hollow  electrode,  or  attached  to  C02  positive  pressure 
for  reducing  explosion  hazard  when  coagulating  in  the 
bowel.  A thumb  valve  built  into  the  handle  permits  ready 
control  of  suction.  Both  sets  come  complete  in  handsome 
permanent  wooden  cases. 


No.  740  NOSE  AND  THROAT  SET 

one  4V2"  and  one  6V2"  tube  elec- 
trode, pistol  handle  and  case 

No.  741  PR0CT0-SIGM0ID  SET 

one  8V2"  and  one  16"  tube  elec- 
trode, pistol  handle  and  case 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  LITERATURE  OR  DEMONSTRATIONS  OF  THESE  SETS 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center— Route  9 
BINGHAMTON,  NEW  YORK 
L.  F.  Hamlin,  Inc.,  34-38  Court  St. 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

Joseph  Weintraub  Surgical,  51  East  168th  St. 

BROOKLYN,  NEW  YORK 

Flatbush  Surgical  Supply  Co.,  1260  Nostrand  Ave. 
Mayflower  Surgical  Supply  Co.,  2515 — 86th  St. 

BUFFALO,  NEW  YORK 

Ziegler  Pharmacal  Corporation,  500  Franklin  St. 

HAMMONDSPORT,  NEW  YORK 

J.  Allan  Shaw  Medical  Supply  Co.,  26-28  Mechanics  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 
NEW  YORK  CITY,  NEW  YORK 
J.  Beeber  Co.,  Inc.,  838  Broadway,  New  York  City  3 
Cochrane  Physician  Supplies  Inc.,  133  East  58th  St. 
Friedenberg  Surgical  Supply  Co. ,2019  Amsterdam  Ave. 
G & P Medical  Supply  Co.,  76  East  125th  St. 

S.  G.  Krebs  Co.,  351 — 2nd  Ave.,  New  York  City,  N.Y. 
National  Hospital  Supply  Company  Inc.,  38  Park  Row 
Falk  Surgical,  1430— 3rd  Ave. 

J.  A.  Preston  Corporation,  175 — 5th  Ave. 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

QUEENS,  NEW  YORK 

Leonard  Surgical  Company,  43-2- Queens  Boulevard 

ROCHESTER,  NEW  YORK 

Monroe  Surgical  Supply  Co.,  93  Monroe  Ave. 

R.  E.  Reynolds  Company,  653  Park  Ave. 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  490  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 
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Graw-Hill  Book  Company.  Inc.,  1957.  Cloth,  S12. 

Micro- Analysis  in  Medical  Biochemistry.  By 
E.  J.  King,  Ph.D.,  and  I.  D.  P.  Wootton,  M.B. 
Third  edition.  Octavo  of  292  pages,  illustrated. 
New  York,  Grune  & Stratton,  1956.  Cloth,  S4.00. 

Practitioners’  Conferences.  Held  at  The  New 
York  Hospital-Cornell  Medical  Center.  Volume  5. 
Edited  by  Claude  E.  Forkner,  M.D.  Octavo  of  396 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  Inc.,  1957.  Cloth,  S6.75. 

Experimental  Methods  for  the  Evaluation  of 
Drugs  in  Various  Disease  States.  By  Bradford  N. 
Craver,  M.D.  (Conference  Chairman),  D.  H.  Baeder, 
R.  C.  Batterman,  M.D.,  R.  Bigler,  M.D.,  et  al. 
Octavo  of  286  pages,  illustrated.  New  York,  New 
York  Academy  of  Sciences,  1956.  Paper,  $4.00. 
( Annals  of  the  New  York  Academy  of  Sciences,  v.  64, 
Art.  4,  pp.  463-732.) 

Staphylococcal  Infections.  By  David  E.  Rogers, 
M.D.  (Conference  Chairman),  John  C.  Batten, 
Merlin  S.  Bergdoll,  Ph.D.,  John  E.  Blair,  Ph.D.,  et 
al.  Octavo  of  190  pages,  illustrated.  New  York, 


New  York  Academy  of  Sciences,  1956.  Paper,  $4.50. 
( Annals  of  the  New  York  Academy  of  Sciences,  v.  65, 
Art.  3,  pp.  57-246). 

Techniques  for  the  Study  of  Behavioral  Effects  of 
Drugs.  By  Peter  B.  Dews,  M.D.,  and  B.  F.  Skinner, 
Ph.D.  (Conference  Co-Chairmen),  D.  S.  Blough,  E.  J. 
de  Beer,  et  al.  Octavo  of  114  pp.,  illustrated.  New 
York,  New  York  Academy  of  Sciences,  1956.  Paper, 
$3.00.  ( Annals  of  the  New  York  Academy  of  Sci- 

ences, v.  65,  Art.  4,  pp.  247-356) 

Natural  Resistance  to  Infections.  By  Walsh 
McDermott,  M.D.  (Conference  Chairman),  L.  Joe 
Berry,  Ph.D.,  Werner  Braun,  Ph.D.,  G.  C.  de 
Mello,  et  al.  Octavo  of  176  pages,  illustrated.  New 
York,  New  York  Academy  of  Sciences,  1956.  Paper, 
$3.50.  ( Annals  of  the  New  York  Academy  of  Sciences, 
v.  66,  Art.  2,  pp.  233-414) 

The  Evaluation  of  Autonomic  Responses: 
Toward  a General  Solution.  By  John  I.  Lacey, 
Ph.D.  Octavo  of  40  pages,  illustrated.  New  York, 
New  York  Academy  of  Sciences,  1956.  Paper,  $1.50. 
( Annals  of  the  New  York  Academy  of  Sciences,  v.  67, 
Art.  5,  pp.  123-164) 


BOOKS  REVIEWED 


On  the  Nature  of  Man.  An  Essay  in  Primitive 
Philosophy.  By  Dagobert  D.  Runes,  Ph.D.  Oc- 
tavo. 105  pages.  New  York,  Philosophical  Li- 
brary, 1956.  Half-cloth,  $3.00. 

The  author,  former  director  of  the  Institute  for  Ad- 
vanced Education,  is  widely  known  and  acknowl- 
edged as  a profound  author  and  editor  of  many 
books  and  scientific  journals  pertaining  to  philoso- 
phy, ethics,  the  Bible,  Goethe,  Spinoza,  the  Soviet, 
and,  among  others,  a very  praiseworthy  volume, 
Letters  to  My  Son. 

This  Essay  on  Primitive  Philosophy  systematically 
analyzes  in  longitudinal  section  man’s  development 
from  the  earliest  known  or  suspected  status  to  the 
present  more  or  less  civilized  accomplishments. 
All  along  the  line  one  is  impressed  with  the  author’s 
uncanny  intuitive  and  trained  insight  and  concep- 
tion of  the  interpretative  and  quest  aspect  of  man’s 
behavioral  activities. 


The  contents  are  well  organized  and  the  short 
chapters  make  effective  pin-pointing  and  sustained 
interest.  There  is  hardly'  a sentence  which  is  not 
provocative  from  the  initial  “The  Quest”  to  the  con- 
cluding gems  of  philosophic  contemplation  para- 
graphically'  expressed  in  "Evening  Thoughts”  per- 
taining to  the  Greater  Self,  God,  and  By-ways  of 
Reason. 

This  book  is  too  inspired  and  majestically7'  ex- 
pressed for  quick  effective  review.  There  is  little 
doubt  that  once  it  finds  its  way  to  the  reader’s  hands, 
he  will  read  it  repeatedly  and  with  significant  profit 
in  gaining  a deeper  and  broader  appreciation  of  a 
different  type  of  soul-searching  philosophy  which 
respects  man  for  what  he  has  been,  and  is,  and 
might  become  in  a melioristic  perspective.  It  is 
highly  recommended  as  a lift  to  the  physician  who 
ofttimes  wonders  “what  it  is  all  about?”  The  an- 

[Continued  on  page  984] 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMAR1N" 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


w 

CLINICAL  EVIDENCE 

HYDROCORTISONE 
IN  ACIO  MANTLE®  BASE 
MORE  EFFECTIVE 
IN  SKIN  THERAPY 

Exclusively  in 


Creme  or  Lotion-DOME-pH4.6 


. . . The  beneficial  effects  of 
Hydrocortisone  appear  to  be 
enhanced  by  placing  it  in 
Acid  Mantle  Creme  base, 
producing  an  acid  preparation 
compatible  with  the  normal  pH 
of  the  skin.  We  have  found 
that  Vi.%  Hydrocortisone  in  the 
above  base  is  about  as  effective 
as  1%  in  most  conditions  treated. 
It  has  been  particularly  effective 
in  atopic  eczema  of  the  skin  . . ” 

Lockwood,  James  H.,  Cmdr.,  MC,  USN 
U.S.  Naval  Hospital,  San  Diego,  Cal. 

Bulletin  of  the  Association  of  Mili- 
tary Dermatologists,  June  1955,  p.  2 

INDICATIONS 

Pruritus  Vulvae  and  Ani, 
Atopic  Dermatitis, 
Dermatitis  Venenata 

AVAILABLE 

3 strengths:  lA%,  1%,  2% 
CREME  (jars)  xh  oz.,  1 oz., 

2 oz.,  4 oz.,  16  oz.  LOTION 
(plastic  squeeze  bottles) 

% oz.,  1 oz.,  2 oz.,  4 oz.,  1 pint. 


k i 


CHEMICALS  INC. 

108  WEST  84th  ST.  NEW  YORK  23.  N.Y. 
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swers  are  not  tidily  packaged,  but  they  contain  no 
end  of  meat  for  thought,  with  occasional  bones  to 
pick  or  muse  upon.  Since  man  is  not  omniscient, 
why  not? — Frederick  L.  Patrt 


Medical  Photography.  Radiographic  and  Clini- 
cal. By  T.  A.  Longmore.  Fifth  edition.  Duo- 
decimo of  990  pages,  illustrated.  London  & New 
York,  The  Focal  Press,  1955.  Cloth,  $15. 

Though  written  by  an  English  author,  the  terminol- 
ogy and  nomenclature  in  this  large  and  profusely 
illustrated  volume  is  so  nearly  synonymous  with 
that  of  American  literature  on  the  subject  as  to  pre- 
sent no  difficulty  for  the  American  reader.  It  deals 
with  all  phases  of  medical  photography  from  simple 
clinical  to  and  through  the  more  difficult  and  ex- 
acting photography  of  radiology  and  microscopy. 
Of  the  more  technical  details  of  formulas  and  equa- 
tions which  are  beyond  the  grasp  of  this  reviewer, 
Mr.  William  H.  de  Veer,  who  is  the  professional 
photographer  for  one  of  the  larger  hospitals  in 
Brooklyn,  has  this  to  say:  “Good  general  introduc- 
tion to  all  phases  and  problems  to  be  met.  Very 
complete  in  the  basic,  simple  areas,  then  suddenly 
somewhat  brief  and  sketchy  in  more  technical  areas, 
though  still  accurate.  Interesting  facts  scattered 
throughout  which  are  valuable  and  hard  to  find 
elsewhere.  While  incomplete  in  some  details  it 
provides  a starting  point  with  enough  to  show  that 
there  are  more  complicated  processes  which  may  be 
followed  through.”  It  will  be  more  useful  to  the 
professional  photographer  than  to  the  amateur 
physician  photographer. — J.  Thornton  Wallace 


Electrocardiography.  Fundamentals  and  Clinical 
Applications.  By  Louis  Wolff,  M.D.  Second  edi- 
tion. Octavo  of  342  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1956.  Cloth, 
$7.00. 

Wolff’s  well-known  gifts  for  teaching  and  clear 
exposition  continue  to  be  demonstrated  in  the  second 
edition  of  Electrocardiography.  The  value  of  the 
text  has  been  much  enhanced  by  the  addition  of 
nine  chapters  on  the  arrhythmias.  Some  of  these 
chapters  are  exceedingly  short  but  they  will  satisfy 
the  needs  of  all  except  the  specialized  cardiographer. 

As  in  the  previous  edition,  the  sections  devoted 
to  cardiographic  theory  are  particularly  strong. 
Here,  too,  the  reader  receives  the  benefit  of  a lucid 
discussion  of  vector  principles. 

In  short,  this  first-rate  book  can  be  unreservedly 
commended  to  student  and  practitioner. — Milton 
Plotz 


The  Year  Book  of  Neurology,  Psychiatry  and 
Neurosurgery  (1955-1956  Year  Book  Series). 

Neurology  edited  by  Roland  P.  Mackay,  M.D., 
Psychiatry  edited  by  S.  Bernard  Wortis,  M.D., 
Neurosurgery  edited  by  Percival  Bailey,  M.D.,  and 
Oscar  Sugar,  M.D.  Duodecimo  of  576  pages,  illus- 


trated. Chicago,  Year  Book  Publishers,  1956. 
Cloth,  $7.00. 

This  compact  and  increasingly  valuable  volume  of 
abstracted  articles  taken  from  journals  received  be- 
tween November,  1954,  and  October,  1955  is  most 
welcome. 

The  section  on  neurology  pays  prime  tribute  to  the 
development  of  an  effective  vaccine  against  acute 
paralytic  poliomyelitis.  Recognition  is  given  to 
the  continuing  work  on  the  function  of  the  temporal 
lobes  and  the  “visceral  brain”  in  behavior.  Refer- 
ences are  also  made  to  the  “tranquilizing  drugs.” 
Progress  is  reported  in  the  field  of  degenerative 
diseases  including  Wolson’s  disease  and  Huntington’s 
chorea. 

The  section  of  psychiatry  is  a critical  digest  of 
wide  reading  which  aims  to  further  practical  psy- 
chiatric understanding  and  practice.  Of  outstand- 
ing importance  this  year  is  the  aggressive  and  wide- 
spread utilization  of  pharmacologic  agents  contrib- 
uting to  psychopharmacologic  data.  Indubitably 
these  phrenotropic  and  ataraxic  drugs  have  made  a 
substantial  contribution  in  furthering  treatment 
and  management  of  the  mentally  ill,  especially 
those  requiring  hospitalization.  It  is  unfortunate 
that  considerable  confusion  has  arisen  by  reason  of 
the  bombardment  of  sales  pressure  and  advertise- 
ment from  highly  competing  drug  houses  which  tend 
to  oversell  respective  and  claimed  advantages  of 
their  products.  Long-range  studies  are  revealing  a 
less  optimistic  experience  for  them.  The  modus 
operandi  is  not  altogether  clear  and  we  are  learning 
more  about  unfortunate  side-reactions  and  how  they 
might  be  prevented  and  combated.  Nevertheless, 
the  scales  tilt  decidedly  in  the  direction  of  clinical 
therapeutic  gain  in  selective  and  critical  utilization 
of  these  drugs  in  neurotic  and  psychotic  reactions. 

Neurosurgery  draws  timely  attention  to  the  mis- 
uses and  abuses  of  lobotomy  which,  happily,  has 
passed  its  heyday.  Critical  experience  indicates 
that  lobotomy,  whatever  reasons  for  its  use  were 
made,  is  dwindling  to  relatively  few  cases  and  es- 
sentially for  the  relief  of  violent  behavioral  reactions 
not  adequately  met  after  thoroughgoing  trial  by 
other  measures.  But  even  these,  for  the  most  part, 
may  be  successfully  counteracted  by  the  newer 
psychopharmacologic  drugs.  No  treatment  or 
procedure  should  be  used  that  will  leave  the  patient 
worse  than  he  was  with  the  disease,  although  ameli- 
oration is  hoped  for. 

This  handy  composite  Year  Book  is  well-nigh  in- 
dispensable for  keeping  abreast  of  the  recent  ad- 
vances in  its  respective  specialties. — Frederick  L. 
Patry 


Psychoanalysis  and  Psychotherapy.  Develop- 
ments in  Theory,  Technique,  and  Training.  By 

Franz  Alexander,  M.D.  Octavo  of  299  pages. 
New  York,  W.  W.  Norton  & Company,  1956, 
Cloth,  $4.75. 

This  book  is  aptly  dedicated  to  Sigmund  Freud’s 
100th  anniversary".  Alexander  has  again  presented, 

[Continued  on  page  986] 
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Prescribed  by  physicians  throughout  the  world 


Shoe  Last  designed 
to  the  shape 
of  average 
normal  foot* 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 
■^Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “ The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.” 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


Have 

^ FELSOL.  provides  safe  and 

YOU 

k effective  relief  in  Asthma, 

ever 

Hay  Fever  and  related  bronch- 

used 

r ial  affections. 

FI 

ELSOL 

P F EL  SOL.  also  relieves  pain 
^ and  fever  in  Arthritis,  Headache, 
^ and  other  painful  conditions. 

The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a sin- 
gle therapeutic  dose  of  antipyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs.”  (J.  Pharm.  & Exper.  Ther.  98:97-104,  1950) 
Each  oral  powder  contains: 

Antipyrine 0.869  gm. 

Iodopyrine 0.031  gm. 

Citrated  Caffeine  . .0.100  gm. 
Try  this  unique  and  superior  product  by  writing  for 
free  Professional  Samples  and  Literature 

American  Felsol  Co.  • P.  O.  Box  395  • Lorain,  Ohio 

Available  at  all  Drug  Stores 


CALIFORNIA  CAREER  OPPORTUNITIES 

FOR 

PHYSICIANS  AND  PSYCHIATRISTS 

Employment  available  as  a result  of  interview  only. 

Wide  choice  of  assignments  in  State  hospitals,  out- 
patient clinics,  juvenile  and  adult  correctional  facili- 
ties and  a veterans  home. 

Annual  merit  salary  increases,  five-day,  forty-hour 
week,  three  week  vacation  and  eleven  paid  holidays 
years.  Sick  leave  and  retirement  annuities. 

Three  salary  groups:  $10,860-12,000;  $11,400-12,600; 

$12,600-13,800. 

Candidates  must  be  United  States  citizens  and  in  pos- 
session of,  or  eligible  for  California  license. 

Write: 

Medical  Recruitment  Unit,  Box  B, 

State  Personnel  Board 

801  Capitol  Avenue, 

Sacramento  14,  California. 


Where  LECITHIN  is  indicated  — 

►granulestin 

for  oral  therapy 
in  psoriasis 

■ ASSOCIATED  CONCENTRATES 

57-01  32nd  Avenue,  Woodside  77,  L.  I.,  N.  t. 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 
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in  his  own  inimitable  style,  his  own  point  of  view  of 
analytic  therapy,  its  theory,  and  practice.  He  has 
attempted  to  bring  it  up  to  date.  He  has  endeav- 
ored to  clarify  a very  difficult  problem  which  has 
vexed  many  general  medical  men;  namely,  of  dif- 
ferentiating psychoanalytic  therapy  from  psycho- 
therapy. 

Further,  he  has  attempted  to  outline  in  general 
what  is  meant  by  “supportive  therapy.” 

He  has  included  in  his  book  a series  of  responses 
to  a questionnaire  he  sent  out  to  some  prominent 
psychiatrists  and  teachers  of  psychiatry.  He 
asked  them  how  they  felt  about  including  theo- 
retic psychoanalytic  instruction  in  the  medical  in- 
stitutions with  which  the}'  were  associated.  These 
responses  are  worth  reading.  Alexander  seems  to 
be  quite  concerned  (and  rightly  so)  about  the  result- 
ant effect  of  such  instruction  and  the  evolving  of 
“wild  cat  analysts”  and  “wild  cat  analysis”  from 
this  type  of  teaching. 

Alexander  could  have  stressed  a little  more  in  his 
book  that  there  are  no  short  cuts  in  analysis.  How- 
ever, since  he  published  his  previous  book  with 
French,  Psychoanalytic  Therapy,  he  has  received 
much  criticism  on  this  score.  In  addition,  he  is  not 
explicit  enough  in  his  attempt  to  clarify  what  he 
means  by  “goals”  in  therapy. 

Alexander  is  still  an  orthodox  Freudian  at  heart, 
even  though  he  attempts  to  impress  the  reader  with 
his  liberalism.  His  philosophic  principles  expressed 
in  an  early  chapter  of  the  book  are  confusing. 

This  book  is  recommended  as  a must  for  general 
practitioners  of  medicine  and  for  light  reading  for 
the  specialist  in  psychiatry. — Joseph  Zimmerman 

Laughter  and  the  Sense  of  Humor.  By  Edmund 
Bergler,  M.D.  Octavo  of  297  pages.  New  York, 
Intercontinental  Medical  Book  Corporation,  (New 
York,  Grune  & Stratton),  1956.  Cloth,  $5.00. 

This  is  not  just  another  volume  to  popularize  the 
meaning  and  modus  operandi  of  man’s  capacity  for 
humor  and  laughter.  The  author  is  an  outstanding 
psychoanalyst  of  the  Vienna  School  who  has  metic- 
ulously fine-combed  and  evaluated  all  the  signifi- 
cant contributions  and  theories  to  date  in  the  field 
of  humor. 

The  raison  d’etre  for  this  volume  is  that  the 
author  does  not  regard  the  various  investigations  to 
date  as  being  adequate  and  correct  in  the  under- 
standing of  laughter,  wit,  the  comic,  and  the  sense  of 
humor.  Although  there  is  some  degree  of  conver- 
gency  and  overlapping,  yet,  in  the  main,  no  two  in- 
vestigators of  the  subject  are  in  full  agreement. 
The  author  gives  credit  to  Freud  for  elaborating 
the  most  comprehensive  presentation  on  this  sub- 
ject to  date.  He  further  elaborates  his  own  analysis 


of  this  evasive  and  perplexing  topic  by  hypothesizing 
various  aspects  of  the  unconscious,  the  unconscious- 
conscious, the  superego,  and  other  ramifications 
which  those  not  specializing  in  psychoanalysis  will 
find  intriguing  and  perhaps  somewhat  confusing.  A 
wholesome  skepticism  will  likely  convince  him  that 
the  final  word  has  not  been  envisaged  in  such  pro- 
lixity. 

This  volume  is  a highly  scientific  treatise  and  not  a 
joke  book  although  many  references  to  anecdotes 
and  witticisms  are  utilized,  along  with  abridged 
case  histories,  to  exemplify  various  aspects  of  the 
subject. 

The  contents  are  divided  into  12  chapters  which 
are  exceedingly  thoroughgoing  in  encompassing  and 
digesting  this  subject.  The  author  has  indebted  us 
to  him  for  this  very  erudite  and  comprehensive 
volume  which  brings  the  subject  up  to  date,  thanks 
to  Freud  and  those  who  have  pursued  his  epochal 
contributions. — Frederick  L.  Patry 


Pulmonary  Carcinoma,  Pathogenesis,  Diagnosis, 
and  Treatment.  Edited  by  Edgar  Mayer,  M.D., 
and  Herbert  C.  Maier,  M.D.  Octavo  of  540  pages, 
illustrated.  New  York,  New  York  University  Press, 
distributed  by  J.  B.  Lippincott  Companv,  1956. 
Cloth,  $15. 

This  is  an  excellent  and  timely  volume,  well  edited 
by  two  men  who  have  enjoyed  an  unusually  ex- 
pansive and  controlled  experience  in  the  medical 
and  surgical  aspects  of  chest  disease.  The  editor- 
ship of  Edgar  Mayer  and  Herbert  C.  Maier  assures 
the  reader  of  authenticity  and  discipline  in  the  com- 
piling of  this  worth-while  monograph.  The  volume 
is  beautifully  printed  and  fairly  well  illustrated. 
The  list  of  collaborators  includes  such  names  as 
Rhoads,  Liebow,  and  Papanicolaou,  all  eminent  in 
their  individual  fields.  The  chapter  by  Robert  S. 
Sherman  on  the  roentgen  diagnosis  of  lung  cancer 
is  excellent.  Sherman’s  instructions  to  the  general 
practitioner,  as  well  as  his  admonitions  to  the  roent- 
genologist, are  to  the  point.  The  chapter  by  Rhoads 
on  cancer  research  and  the  chapter  by  Hammond 
and  Machle  on  environmental  factors  are  particular}- 
commendable.  The  chapter,  “Radiotherapy  and 
Lung  Cancer,”  by  Nixon  and  Rosworth,  is  concise, 
well  focused,  and  reasonably  complete  considering 
its  brevity  and  the  fact  that  it  is  intended  for  the 
general  practitioner. 

There  is  little  in  this  book  to  criticize  except,  per- 
haps, that  fair  measure  of  ambiguity  inherent  in  the 
disease  itself.  The  theoretic  and  practical  side  of 
the  detection,  the  diagnosis,  and  the  treatment  of 
lung  cancer  is  well  covered.  The  epidemiology  is 
touched.  The  prevention  . . . who  knows. — 
Asa  B.  Friedmann 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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portrait  of  a coiitented  baby 

Jtfrefi'ee  hypoallergenic  formula 


Q An  ideal  food  for  milk  allergies,  eczema  and  problem  feeding 
Q An  excellent  formula  for  regular  infant  feeding 

Strikingly  similar  to  mother’s  milk  in  composition  and  ease  of  assimila- 
tion, babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  soyalac’s  value  in  promoting  growth 
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Protein  of  high  biologic  value  is  obtained  from  the  soybean  by  an  ex- 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  MARCH  1, 


1957—24,343 


County 


President 


Secretary 


Treasurer 


Albany 

Thomas  I.  Tyrrell.  . 

William  B.  Garlick. . . 

Albany 

Allegany 

Kurt  Zinner 

George  E.  Taylor,  Jr. 

Bronx 

George  Schwartz. . . . 

Frank  LaGattuta. . . . 

Bronx 

Broome 

James  L.  Palmer.  . . . 

John  H.  Ford,  Jr. . . . 

Cattaraugus.  . 

James  A.  Wintermantel Olean 

William  F.  Hughes.  . 

Olean 

Cayuga 

Roland  J.  Walker.  . . 

Auburn 

Ralph  W.  Getty.  . . . 

Auburn 

Chautauqua. . . 

Albert  W.  Rappole  . 

Edgar  Bieber 

Dunkirk 

Chemung 

Earle  G.  Ridall 

Elmira 

David  Kaplan 

Elmira 

Chenango . . . . 

Hugh  D.  Black 

Oxford 

Oscar  Schlesinger. . . . 

. South  Otselic 

Clinton 

Edward  Siegel 

. . Plattsburgh 

Harold  Singer 

. Plattsburgh 

Columbia 

Carl  G.  Whitbeck. . . 

W arren 

Roger  C.  Bliss 

Hudson 

Cortland 

Robert  T.  Corey . . . . 

Cortland 

Lawrence  Z.  Shultzaberger.  Cortland 

Delaware 

Scott  L.  Bennett . . . 

Hancock 

Philip  Hust 

Sidney 

Dutchess 

Frank  A.  Gagan 

. Poughkeepsie 

Reuben  T.  Lapidus. . 

. Poughkeepsie 

Erie 

Matthew  L.  Carden. 

Buffalo 

Lois  J.  Plummer 

Buffalo 

Essex 

Albert  L.  Hayes.  . . . 

Willsboro 

James  E.  Glavin  . . . 

. . . Port  Henry 

Franklin 

Carl  G.  Merkel 

. Saranac  Lake 

Daisy  H.  Van  Dyke. 

Malone 

Fulton 

Joseph  J.  Thompson 

. . . Gloversville 

John  W.  Esper 

Genesee 

Joseph  F.  Krawczyk. 

Batavia 

Sawyer  A.  Glidden.  . 

Greene 

Alfred  O.  Persons.  . . 

. . . .Lexington 

Hans  W.  Leeds 

Herkimer 

Robert  C.  Ashley. . . 

. . . . Little  Falls 

Mary  K.  Irving 

. . .Little  Falls 

Jefferson 

Thomas  N.  Sickels.  . 

. . .Watertown 

Charles  A.  Prudhon. 

. . . Watertown 

Kings 

Aaron  Kottler 

Warren  A.  Lapp.  . . . 

Brooklyn 

Lewis 

Edgar  O.  Boggs. . . . 

William  S.  Reed 

Lowville 

Livingston  . . . 

Robert  A.  Wise.  . . . 

Charles  Greenberg.  . 

Madison 

Willis  E.  Hammond. 

Felix  Ottaviano 

Oneida 

Monroe 

Michael  J.  Crino... 

Rochester 

James  E.  Segerson. . . 

....  Rochester 

Montgomery. . 

Max  L.  Dreyfuss  . . . 

Julius  Schiller 

. . . Amsterdam 

Nassau 

Paul  H.  Sullivan. . . . 

. . . Great  Neck 

Louis  Bush 

Baldwin 

New  York.  . . . 

Samuel  Z.  Freedman 

. . . . New  York 

William  L.  Wheeler,  Jr..  .New  York 

Niagara 

Charles  M.  Dake,  Jr. 

. . Niagara  Falls 

John  T.  Donovan,  Jr. 

Lockport 

Oneida 

A.  G.  Jaroszewicz.  . 

Utica 

William  E.  Allison.  . 

Onondaga . . 

Charles  A.  Gwynn. . 

Syracuse 

Robert  F.  McMahon 

Ontario 

William  W.  Carty.  . 

Geneva 

James  A.  Stringham. 

. Canandaigua 

Orange 

Chas.  S.  McWilliam. 

Monroe 

Earl  C.  Waterbury.  . 

. . . . Newburgh 

Orleans 

Kenneth  J.  Clark. . . 

Medina 

Arnold  0.  Riley 

Holley 

Oswego 

Harold  J.  LaTulip.  . 

Oswego 

John  S.  Puzaukas. . . . 

Oswego 

Otsego 

Rudolph  F.  Hust.  . . 

Hans  E.  Wilk 

Putnam 

Matthew  H.  Jacobs. 

Mahopac 

Howard  S.  Morrow.  . 

Queens 

George  J.  Lawrence, 

Jr. . . .Flushing 

Monroe  M.  Broad. . . 

Rensselaer.  . . 

John  P.  Jaffarian.  . . 

Raoul  E.  Vezina 

Richmond . . . . 

Cyril  M.  Levin 

. . Staten  Island 

William  A.  Schwarz. 

. Staten  Island 

Rockland 

Robert  L.  Yeager.  . . 

Leo  G.  Weishaar,  Jr. 

St.  Lawrence. . 

Louis  J.  Benton . . . . 

William  R.  Carson. . . 

Saratoga 

R.  E.  Rockwell.  . .Saratoga  Springs 

Claire  K.  Amyot.  .Saratoga  Springs 

Schenectady.  . 

Ralph  E.  Isabella.  . 

Joseph  B.  Cortesi . . . 

Schoharie  . . . . 

R.  J.  Shelmandine.  . 

Sharon  Springs 

Donald  R . Lyon .... 

Schuyler 

James  J.  Norton.  . . 

. Montour  F alls 

William  F.  Tague.  . . 

Montour  Falls 

Seneca 

Jack  Hammond.  . . . 

Charles  W.  Smith.  . . 

Steuben 

John  R.  Kuhl 

Hammondsport 

Milton  Tully 

Suffolk 

David  J.  Wexler  . . . , 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Sullivan 

Lee  R.  Tompkins. . . 

Deming  S.  Payne. . . . 

Tioga 

Welton  D.  Brown.  . 

Jack  F.  Bailey 

Tompkins . . . . 

C.  Douglas  Darling. 

Ithaca 

Noah  J.  Kassman.  . . 

Ulster 

John  A.  Olivet 

Kingston 

Herbert  F.  Schwartz. 

Kingston 

Warren 

Jesse  S.  Parker 

Richard  A.  Hughes.  . 

Washington  . . 

Howard  H.  Romack 

. . . . Cambridge 

Newton  Krumdieck.. 

Wayne 

Thomas  C.  Hobbie. 

Leman  W.  Potter.  . . 

Westchester . 

Howard  J.  Dunlap.  . 

, . New  Rochelle 

Donald  R.  Reed 

Wyoming 

R.  T.  Williams 

Paul  A.  Burgeson . . . 

Yates 

John  L.  Shultz 

Paul  C.  Johnson.  . . . 

Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown  I 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger. . . .Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Sawyer  A.  Glidden Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei.  . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Pann  Yan 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


HOLBROOK  MANOR  Tosmneg 

Five  Acres  of  Pinewooded  Grounds 


SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  g;:  '*»*'•* '» a*** 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
ch oanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices— By  Appointment 
D . Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PHONE:  CH  2-8686- 


Foi  w«ll  tralntd  highly  quallHad  panonnal 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  Stala  Llctnsad 
Day  A Eva  Counts 
Co-cd.  (Founded  1936) 
Gat  lice  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  y. 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P sychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  MULL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Cross  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING ” 


989 


CLASSIFIED  ADVERTISING 


FOR  RENT 


Long  Beach,  Long  Island — Air-conditioned  Professional 
Building  nearing  completion.  Suites  of  various  sizes  avail- 
able for  specialist  in  ENT,  Psychiatry,  dermatology,  etc. 
Phone  or  write  Bernard  Miller,  19  W.  26th  St.,  N.Y.C. 
MU  5-7993. 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


OFFICE  TO  SHARE 


Park  Avenue  near  63rd  Street.  Exclusive  use  or  share  two 
or  three  rooms.  Furnished  or  unfurnished.  Share  waiting 
room.  Beautifully  furnished  office.  TE-8-7117. 


OFFICE  TO  SHARE 


Suitable  for  specialist;  recently  furnished;  full  or  part 
time.  Separate  consultation  room  if  desired;  in  most  de- 
sirable professional  building  on  North  Shore  of  Long  Island 
—Four  Hospitals  nearby.  Phone  Manhasset  7-1424. 


OFFICE  TO  SHARE 


Suitable  for  specialist:  New  air  conditioned  professional 
building,  with  all  facilities  and  situated  in  fastest  growing 
area  of  North  Shore  of  Long  Island.  Four  excellent  Hos- 
pitals nearby.  Phone  Great  Neck  2-8400 


Two  University  trained  internists,  one  board  certified,  one 
board  qualified.  Major  subspecialty  interests  Cardiology, 
Neurology,  Endocrinology.  Pulmonary  diseases  and  Gastro- 
enterology. Desire  to  establish  in  area  where  there  is  a need 
for  their  services.  Box  558,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Large  family  home  with  adjoining  four  room  office  com- 
pletely equipped  for  eye,  ear,  nose  and  throat  specialist. 
Complete  $20,000  or  equipment  separately.  Saratoga 
Springs,  N.  Y.  Box  562,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Associate  in  General  Practice,  some  Obstetrics,  in  growing 
area  within  75  miles  of  New  York  City.  Salary  for  six 
months,  then  percentage.  Box  559,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


MALE  & FEMALE  (LICENSED) — for  Children’s  Camps; 
good  salary;  Summer,  Free  Placement  Service  (250  Member 
Camps).  Write  or  contact:  Association  of  Private  Camps, 
55  West  42nd  Street,  New  York  36,  N.  Y. 


FOR  SALE 


A complete  package  offer.  Internist’s  expanding  practice, 
fully  furnished  and  equipped  office,  air  conditioned  five-room 
office  building.  Ideally  located  in  populated  area  of  East 
Central  Nassau  County.  Will  introduce  buyer.  Owner 
leaving  State.  Call  WHitehall  4-1893. 


FOR  SALE 


New  Jersey — Morristown  area,  Office-Home  combination. 
Established  20  year  Medical  and  Surgical  practice  in  rapidly 
growing  Community.  $40,000.00.  Will  introduce.  Box 
551,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Physician  specializing;  fine  home-office,  equipped,  at  attrac- 
tive price  for  quick  sale,  central  N.  Y.  state.  Box  550  N.Y. 
St.  Jr.  Med. 


Beautiful  split-level  home-office  9 rooms  3 baths  fully 
equipped  X-RAY  BMR  EKG  etc.  Adjacent  shopping  cen- 
ter fastest  growing  community  on  Long  Island.  Wonderful 
potential,  specializing  $32,000.  Box  563,  N.  Y.  St.  Jr.  Med. 


Yonkers,  N.  Y. — Active  general  practice.  Established  15 
years.  Home  office  Combination — Equipment  optional. 
Leaving  state  March  1st.  Terms  available.  Box  553,  N.  Y. 
St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 


Med. 


FOR  SALE 


Spacious  and  Luxurious  Rancher,  4 Bdrm.,  Kt.,  D.R., 
L.R.,  Playroom,  Service  Room,  3 % baths,  Riverview. 
R.  Schrang,  28  Curie  Rd.  Cornwall-on- Hudson,  N.  Y.  Phone 
3-5826. 


Recently  vacated  combination  home  and  office  of  E.E.N.T. 
specialist,  due  to  health.  Central  New  York.  Open  hos- 
pital 7 miles  distant.  Box  566,  N.  Y.  St.  Jr.  Med. 


WATERS  EDGE 

In  the  Heart  of  Brooklyn's  Fashionable 

Shore  Road  Section 


nsass* 1 

Professional  Apt 
m Available 


Shore  Rd.  Cor.  93d  St.,  Brooklyn,  NY. 
Phone:  SHore  Road  5-9639 
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SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


e, 

ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 

Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  Sr. 
New  York,  36,  N.  Y.  Judson  2-4229. 
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COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33Va  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


Electrocardiographic  Interpretation  by  N.  Y.  cardiologist. 
Airmail  service.  Box  539,  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
S12.000  to  start;  $15,000  at  six  months  if  satisfactory. 
Box  565,  N.  Y.  St.  Jr.  Med. 


EDITOR,  thoroughly  experienced  medical  and  allied  sciences. 
Free-lance  writing,  rewriting,  editing;  professional  books 
and  articles.  Member,  American  Medical  Writers’  Assn. 
Muriel  S.  Norden,  509  West  110  St.,  New  York  25,  ACademy 
2-8977. 


POSITION  WANTED 


Internist  certified;  also  trained  radiology  & qualified  g-i  x- 
ray;  desires  association  established  individual  or  group. 
Box  522,  N.  Y.  St.  Jr.  Med. 


Surgeon,  Board  eligible,  29,  with  family;  desires  location  to 
practice  or  association.  Upstate  New  York  preferred. 
Available  July  1,  1957.  Box  569,  N.  Y.  St.  Jr.  Med. 


Physician  desires  to  associate  with  a very  busy  General  Prac- 
titioner. Bronx  only.  Would  consider  buying  later.  Would 
cover  vacations,  holidays  temporarily.  Box  568,  N.  Y.  St. 
Jr.  Med.  or  call  YO  9-8598. 


FOR  SALE 


11  room  house  in  nice  section  of  North  Bergen,  N.  J.  Bath 
every  floor.  Finished  basement.  Must  be  seen.  Asking 
$33,000.  UNION  7-0656,  UNION  7-2029,  BRYANT  9-G086. 


FOR  SALE 


Cystoscope,  Brown-Buerger,  21  French,  convertible,  2 
i sheaths,  telescope,  catheterizing  telescope.  Like  new.  Price 
$175.  Box  571,  N.  Y.  St.  Jr.  Med. 


Unopposed  active  general  practice.  Finger  Lakes  region. 
Modern  3 bedroom  home-office  combined.  Open  hospital  4 
miles.  Wonderful  opportunity  for  active  physician.  Price: 
$25,000 — $10,000  will  handle,  balance  out  of  income.  Box 
570,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times ....  1 .00 

12  Consecutive  times ....  .90 

24  Consecutive  times ...  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


POSITION  OPEN 

Nassau:  Opportunity  for  G.  P.  or  Med.  Spec,  in  Air  Con- 
ditioned building.  Share  waiting  room  with  established 
dentist.  Box  547,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 

Rockland  County:  Rapidly  expanding  community  needs 
physician.  Professional  center  has  D.D.S.  and  Pharmacy. 
Forty  minutes,  to  N.  Y.  C.  Dr.  D.  Fishman,  West  Nyack, 
N.  Y.  NYack  7-4600. 


GT.  NECK,  N.  Y„  EXCLUSIVE  KENSINGTON. 
PRIVATE  POOL  AND  PARK  PRIVILEGES. 

Spacious  8 room  authentic  Colonial  house  with  sepa- 
rate wing  consisting  of  3 room  apartment  and  bath. 
Private  entrance  suitable  for  doctor's  office.  Over 
Vi  acre  of  spacious  gradens  and  beautiful  shrubbery. 
Gracious  center  hall,  28  ft.  living  room  with  fireplace, 
oversized  paneled  den  with  built-in  bar  and  fireplace, 
15x20  master  bedroom  with  fireplace,  spacious 
walk-in  closets;  modern  kitchen  with  all  appliances, 
1 5 ft.  square  dining  room  and  screened  dining  porch. 
3 car  garage.  Exceptional  value. — Priced  for  quick 
sale  $53,500.  Call  owner.  Great  Neck  2-4117. 


BUY 


SAYINGS  BONDS 
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BANDMASTER 


SHORT-WAVE 

DIATHERMY 


The  recognized  standard  of 
quality  for  short-wave  diathermy 
machines,  used  by  every 
physiotherapy  school  recognized 
by  the  A.M.A.,  as  well  as  by  Army, 
Navy  and  leading  civilian  hospitals 
all  over  the  world.  The  Birtcher 
Crystal  Bandmaster  provides 
true  electro-magnetic  induction, 
generating  heat  in  the  deep 
tissues  with  a minimum  of  surface 
heating.  The  only  diathermy 
available  with  the  exclusive 
Birtcher  Treatment  Arm  and 
Triple  Induction  Drum  w'hich  offers 
easy  adjustment  for  efficient 
application  of  local  and  large  area 
technics.  Guaranteed  for  two  full 
years  and  approved  by  the 
Federal  Communications  Commission 
and  Underwriters  Laboratories. 


c 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  LITERATURE 
OR  A DEMONSTRATION  OF  THE  BIRTCHER  CRYSTAL  BANDMASTER 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center— Route  9 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

BROOKLYN,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

NEW  YORK  CITY,  NEW  YORK 
Falk  Surgical,  1430— 3rd  Ave. 

J.  A.  Preston  Corporation,  175— 5th  Ave. 


LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 

NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

ROCHESTER,  NEW  YORK 

R.  E.  Reynolds  Company,  653  Park  Ave. 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  490  Lexington  Ave.,  New  York  City 
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For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 


‘ *A  *AAAAAAAAA>.AA.* 

for  a spast 


Trasentine- Pii@noHarUiial 


C I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine ® hydrochloride  (adiphenine 
hydrochloride  Cl  BA)  and  20  mg.  phenobarbitaL 


2J22I9H 


KNOX  PROTEIN  PREVIEWS 


1 . Color  coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally  tested  Food  Exchanges.1 

2.  The  easy-to-use  Food  Exchanges  (called  Choices  in 
booklet)  simplify  diet  management  by  eliminating  calorie 
counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  NM-23 
Johnstown,  N.  Y. 


Please  send  me dozen  copies  of  the  new,  illu 

trated  Knox  Reducing  booklet  based  on  Food  Exchange 


Your  Name  and  Address. 


C'1  ■ ' 
f 


4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
described  in  the  last  fourteen  pages  of  the  diet  booklet. 


1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


for  anxiety 
and  tension  in 
everyday  practice 


muscle 


C nonaddictive,  well  tolerated,  relatively  nontoxic 
® well  suited  for  prolonged  therapy 

@ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

© chemically  unrelated  to  chlorpromazine  or  reserpine 
# does  not  produce  significant  depression 
© orally  effective  within  30  minutes  for  a period  of  6 hours 

anxiety  and  tension  states,  muscle  spasm. 


Tranquilizer  with  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 

BY  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

2-melhyl-2-n-propvl-l ,3-propanediol  dicarbarnate — U.  S,  Patent  2,724,720 
SUPPLIED:  400  mg.  scored  tablets.  Usual  dose:  1 or  2 tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 

THE  MILTOWN® 

MEPROBAMATE  MOLECULE 
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Scientific  Articles 

Is  Hospitalization  Necessary  for  the  Diagnosis  of  Carcinoma  of  the  Uterus?,  Donald  W.  Hall, 
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Recent  Advances  in  Medicine  and  Surgery 

Pediatric  Proctology,  Robert  Turell,  M.D.,  F.A.C.S 1091 
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Cervicovaginal  Fistula  Compheating  Abortion,  Stephen  N.  Appley,  M.D.,  and  William  H. 
Godsick,  M.D 1104 

Carcinoma  of  the  Adrenal  Cortex  Complicating  Rheumatic  Heart  Disease,  Bernard  Seligman, 

M.D.,  F.A.C.P.,  Charles  Solomon,  M.D.,  F.A.C.P.,  and  Roland  Gluck,  M.D 1106 

Fundamentals  of  Modern  Allergy 

Serum  Sickness  and  Serum  Sickness-like  Reactions,  Bela  Schick,  M.D 1110 
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For  the  Asthmatic 


Medihaler  offers  virtually  instantaneous  relief  and  does 
so  with  little  effort  and  with  maximum  safety. 


Measured-Dose  True  Nebulization 

Delivers  a measured  dose  of  true  nebular  vapor... Dose 
is  always  the  same  regardless  of  strength  of  fingers  or 
amount  of  medication  in  bottle. 


Costs  the  Patient  Less 

Medihaler  Oral  Adapter  is  made  of  unbreakable  plastic 
...no  moving  parts... and  200  applications  in  each  10  cc. 
bottle. 


Fast  Relief 


Medihaler-Epi® 

Riker  brand  of  epinephrine  U.S.P.  0.5%  solution  in  inert, 
nontoxic  aerosol  vehicle.  Each  ejection  delivers  0.125  mg. 
epinephrine.  In  10  cc.  vial  with  metered-dose  valve. 

Indicated  in  acute  or  recurring  bronchospasm.  Re- 
places injected  epinephrine  in  many  emergency  situations. 

Medihaler-lso 

Riker  brand  of  isoproterenol  HC1  0.25%  solution  in 
inert,  nontoxic  aerosol  vehicle.  Each  ejection  delivers 
0.06  mg.  isoproterenol.  In  10  cc.  vial  with  metered-dose 
valve.  • Indicated  in  acute  or  recurring  bronchospasm. 

Note:  First  prescription  should  include  desired  medication  and 
Medihaler  Oral  Adapter,  supplied  with  pocket-sized 
plastic  container. 


The  Medihaler  principle 


is  also  available  in  Medihaler-Nitro™  (octyl  nitrite)  for  the  rapid  re- 
lief of  angina  pectoris . . . and  Medihaler-Phen™  (phenylephrine-hydro- 
cortisone-neomycin)  for  lasting,  effective  relief  of  nasal  congestion. 
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and  (liquid)  2-oz.  bottles  by  Thos.  Leeming  & Co.,  Inc.,  New  York  17. 


998 


Men  Constantly  on  Their  Feet... 

physiologically  prone  to  hemorrhoids 


PNS  SUPPOSITORIES 


RELIEVE  PAIN 


combine 

three  outstanding, 
dependable  therapeutic  agents: 


REDUCE  SWELLING 
PROTECT  AGAINST  INFECTION 


Ponfocaine®  hydrochloride 10  mg. 

I Jeo-Synephrine®  hydrochloride 5 mg. 

Sulfamylon®  hydrochloride 200  mg. 

Bismuth  subgallate 100  mg. 

Balsam  of  Peru 50  mg. 


- in  a cacoo  butter  bose  — 


boxes  of  12. 


"l 


LABORATORIES 

NEW  YORK  18,  N.Y.  • WINDSOR,  ONT. 


Supplied  in 


PNS,  Ponfocaine  (brand  of  tetracaine),  Neo-Synephrine 
(brand  of  phenylephrine),  Sulfamylon  (brand  of  mafenide) 
and  Mucilose,  trademarks  reg.  U.  S.  Pat.  Off. 


As  an  added  measure  to  promote 
rectal  comfort,  add  MUCILOSE® 
to  the  patient's  diet. 

This  lubricating,  nonirritating 
bulk  laxative  will  keep  stool 
consistency  soft  and 
facilitate  evacuation. 
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How  to  pep  up  a poor  appetite 


CYANOCOBALAM1N  (CRYSTALLINE  VITAMIN  BJ2) 

When  REDISOL — pure  vitamin  B12  — is  used  as  a dietary  supple- 
ment, weight  gain  and  increase  in  appetite  often  follow.  The 
cherry-flavored  Elixir  and  soluble  Tablets  dissolve  readily  in 
liquids. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1,  PA 


PHENAPHEN 
PLUS 


MISERABLE  COLD 


each  coated  tablet: 
Phenacetin  (3  gr.)  ..... 
Acetylsalicylic  Acid  (2%  gr.) 
Phenobarbital  (Va  gr.)  . . . 
Hyoscyamine  Sulfate  . . . 
Prophenpyridamine  Maleate  . 
Phenylephrine  Hydrochloride 


194.0  mg. 

162.0  mg. 
16.2  mg. 

0.031  mg. 
12.5  mg. 
10.0  mg. 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


Nil  CARP  ON 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  >/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS  ( 

PRESTO-BORO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  C0„  INC. 
253  West  26th  St.,  New  York,  N.  Y. 
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PER  CENT  RESISTANT 


EXTENSIVELY  CONFIRMED... 

BACTERIAL  RESISTANCE 
IS  SELDOM  ENCOUNTERED 

OUTSTANDING  EFFICACY  REPORTED  OVER  THE  YEARS 

PERCENTAGE  OF  NONRESISTANT  STRAINS  OF  STAPHYLOCOCCUS  AUREUS 
SENSITIVE  TO  CHLOROMYCETIN  AND  THREE  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 

100  NO.  OF  STRAINS:  1950-1953:  120 

1954:  107 
1955:  135 

CHLOROMYCETIN 


TEARS  STUDIED 

•This  graph  is  adapted  from  a five-year  study  by  Rantz,  L.  A..  & Rantz,  H.  H.:  Arch.  Int.  Med.  97:694,  1956. 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  SIGNIFICANT  PATHOGENS 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires 
prolonged  or  intermittent  therapy. 

PARKE,  DAVIS  & COMPANY  - DETROIT  32,  MICHIGAN 
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allergic 


Meti-Derm  cream  0.5% 


water  washable— stainless 


(Meticortelone,  free  alcohol) 


Meti-Derm  ointment  0.5% 

5 mg.  Meticortelone  and  5 mg.  Neomycin  Sulfate  with  Neomycin 

for  comprehensive  topical  therapy 


each  in  lO  Gm.  tubes 

. 

Meti-Derm,*  brand  of  prednisolone  topical. 
Meticortelone,®  brand  of  prednisolone. 

*T.M. 


MDJ-117 


A versatile  diuretic  — the 
most  widely  prescribed  of 
its  kind  - diamox  has  been 
found  strikingly  effective  in 
a variety  of  conditions, 
including  cardiac  edema, 
epilepsy,  glaucoma,  toxemia 
of  pregnancy,  obesity  with 
edema,  premenstrual 
tension,  drug-induced 
edema  following  ACTH  and 
cortisone  therapy. 

A single  oral  dose,  active  for 
6 to  12  hours,  results  in 
continuous  rather  than 
intermittent  control  of 
edema,  since  diamox  is 
effective  in  the  mobilization 
of  edema  fluid  and  in  the 
prevention  of  fluid 
accumulation  as  well. 
Excretion  by  the  kidney  is 
usually  complete  within  12 
hours  with  no  cumulative 
effects. 

diamox  is  well-suited  to 
long-term  therapy. 

Low  toxicity,  lack  of  renal 
and  gastrointestinal 
irritation,  ease  of 
administration  make  its  use 
simple  and  singularly  free  of 
complications.  Blood 
electrolyte  changes  are 
transient,  readily  reversible. 

Supplied:  scored  tablets  of 
250  mg.  (Also  in  ampuls  of 
500  mg.  for  parenteral  use). 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 

*Reg.  U.  S.  Pat.  Off. 


ACETAZOLAMIDE  LEDERLE 
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Rheumatoid  Arthritis 


patient 

for  the  pain  of  the  present 
for  the  fear  of  the  future 


prednisolone  and  hydroxyzine 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane ,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 


FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA,  INFLAMMATORY  DERMATOSES. 


Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg.  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride (Atarax)  . Bottles  of  30  and  100. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  New  York 


all 

“baby  ik*."  k e 
desserts”  «**■' 
aren’t  alike,  either... 

There's  a difference: 


Cal. 

Prof. 

gm. 

Fat 

gm. 

Carbo. 

gm. 

Ca. 

mg. 

P. 

mg. 

Vit.  A 
I.U. 

Ribo. 

mg. 

♦DESSERT  A 

94 

2.0 

2.7 

20.2 

76 

63 

Trace 

0.111 

♦DESSERT  B 

100 

2.32 

1.89 

17.72 

76 

43 

25 

(usp) 

0 160 

♦DESSERT  C 

102 

2.4 

3.2 

16.5 

75 

69 

228 

0.110 

♦♦RENNET-CUSTARDS 
(average  of 
seven  flavors) 

96.5 

3.2 

3.6 

12.7 

123 

102 

175 

0.164 

Fresh  milk  is  the  basis  of  "Junket"  rennet- 
custards.  That  is  why  they  are  higher  in 
nutritional  value  than  many  commercially 
canned  "Baby  desserts".  Rennet-custards 
furnish  valuable  protein,  calcium  and 
phosphorus  needed  for  sturdy  bone 
development  and  growth. 

Rennet-custards,  made  with  fresh  milk  and 
"Junket"  Rennet  Powder  or  Tablets,  are 
widely  advocated  as  one  of  the  first  solid 
foods  in  the  infant  dietary  . . . and  as  a 
refreshing,  readily  digested  dessert  for 
toddlers  and  older  children  too. 


kef. 


J "Junket"  Rennet  Powder  — Vanilla,  Raspberry, 

Lemon,  Orange,  Chocolate,  Maple,  Strawberry. 
"Junket"  Rennet  Tablets  — not  sweetened  or  flavored. 
“JUNKET”  (Reg.  U.S.  Pat.  Off.)  is  the  trade-mark  of  Chr.  Hansen’s 


RENNET  POWDER 

Makes  Fresh  Milk  into  Rennet-Custards 
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Butazolidin  (Geigy  Pharmaceuticals) 1019 

Calmitol  (Thos.  Leeming  & Co.,  Inc.) 998 

Chologestin  (F.  H.  Strong  Co.) 1141 

Chloromycetin  (Parke,  Davis  & Co.) 1003 

Colace  (Mead  Johnson  & Company) 4th  cover 

Delfen  (Ortho  Pharmaceutical  Corp.) 1027 

Desitin  Ointment  (Desitin  Chemical  Co.) 1149 

Diamox  (Lederle  Laboratories,  Div.  American  Cyana- 

mid  Co.) 1000 

Erythrocin  (Abbott  Laboratories) 1022—1023 

Ferronord  (Nordmark  Pharmaceutical  Labs,  Inc.) . 1020-1021 

Flexin  (McNeil  Laboratories) 1011 

Folbesyn  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 1035 

Furadantin  (Easton  Laboratories) 1014 

Gantricillin  (Hoffmann-La  Roche  Inc.) 1152 

Hydrolamins  (Lewal  Pharmaceutical  Co.) 1016 

Lanoxin  Digoxin  (Burroughs  Wellcome  & Co.  Inc.).  . 1133 

Lederplex  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 1031 

Lipan  (Spirt  & Co.) 1141 

Medihaler  (Riker  Laboratories,  Inc.) 997 

Medihaler-Phen  (Riker  Laboratories,  Inc.) ....  1032-1033 

Meprolone  (Merck  Sharp  & Dohme,  Div.  Merck  & 

Co.,  Inc.) 1024-1025 

Meratran  (Wm.  S.  Merrell  Co.) 2nd  cover 

Metamucil  (G.  D.  Searle  & Co.) 1045 

Meti-Derm  (Schering  Corporation) 1005 

Miltown  (Wallace  Laboratories) 995 

Neohydrin  (Lakeside  Laboratories,  Inc.) 1046 

Neuro-Centrine  (Bristol  Laboratories).  . Between  1016-1017 

Nilevar  (G.  D.  Searle  & Co.) 1013 

Nostyn  (Ames  Company,  Inc.) 3rd  cover 

Novahistine  DH  (Pitman-Moore  Co.) 1034,1035 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 1001 

Ortho  (Ortho  Pharmaceutical) 1027 

Phenaphen  Plus  (A.  H.  Robins  Co.) 1009,  1139 

PNS  Suppositories  (Winthrop  Laboratories) 999 

Premocillin  (Premo  Pharmaceutical  Labs.  Inc.) 1139 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.).  . . . 1001 

Protamide  (Sherman  Laboratories) 1010 

Redisol  (Merck  Sharp  & Dohme,  Div.  Merck  & Co., 

Inc.) 1001 

Salcort  (S.  E.  Massengill  Co.) 1030 

Sigmamycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Co.) 1028-1029 

Tetrazets  (Merck  Sharp  & Dohme,  Div.  Merck  & Co., 

Inc.) 1017 

Thorazine  (Smith  Kline  & French  Labs) 1038-1039 

Trasentine  Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 993 

Trinsicon  (Eli  Lilly  & Company) 1040 

Vagisec  (Julius  Schmid,  Inc.) 1036 

Vi-Penta  (Hoffmann-La  Roche  Inc.)..  Between  1008-1009 
Viterra  (J.  B.  Roerig  & Co.) 1018 

Dietary  Foods 

Baby  Foods  (Beech-Nut  Packing  Co.) 1135 

Hi-Pro  (Jackson  Mitchell  Pharmaceuticals,  Inc.) 1015 

Junket  (Junket  Brands) 1008 

Karo  (Corn  Pdts.  Refining  Co.) 1143 

Knox  Gelatine  (Chas.  B.  Knox  Gelatine  Co.,  Inc.).  .-.  994 

Nulaein  (Horlieks  Corp.) 1137 

Sanka  Coffee  (General  Foods  Corp.) 1026 

Yogurt  (Dannon  Milk  Products,  Inc.) 1131 

Medical  and  Surgical  Supplies 

Baby  Powder  (Maroc  Baby  Powder  Co.) 1145 

Wine  (Wine  Advisory  Board) 1037 


HEAD  COLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V6  gr.)  . 162.0  mg. 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 
Prophenpyridamlne  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


Buy 

Savings 

Bonds 
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new  assurance 


for  the  aged  with 


...  to  promote  prompt  recovery 


and  greater  freedom  from 


postherpetic  neuralgia. 


Detroit  11,  Michigan 


IN  LOW 


(Zoxazolamine,*  McNeil) 


engestic- coated  or  plain 

"...17  of  the  20  patients  with  post-traumatic 
muscle  spasm  of  the  low  back  had  excellent  or 
good  responses."' 

"In  acute  and  chronic  recurrent  low  back  syn- 
drome, seven  of  eight  patients  showed  visible 
objective  improvement."2 

1.  Wallace,  S.  L.:  Zoxazolamine  (Flexin)  in  Low  Back  Disorders, 
to  be  published.  2.  Settel,  E.:  Flexin  in  Geriatric  Skeletal  Muscle 
Spasm,  Am.  Pract.  & Digest  Treat.,  in  press. 

Available:  Tablets,  Engestic  Coated,  pink,  250  mg.; 
bottles  of  36.  Tablets,  scored,  yellow,  250  mg.;  bottles 
of  50. 

*U.  S.  Patent  Pending 

McNeil  Laboratories,  Inc  • Philadelphia  32,  Pa.  09ss7 


How 


friends 


l FUWO  *J[Tl 

Children’s  Size 

BAYER 

.ASPIRIN 


AS  TABLETS 


VA  GRS. 


The  Best  Tasting  Aspirin 
you  can  prescribe. 


The  Flavor  Remains  Stable 


down  to  the  last  tablet. 


25^  Bottle  of  48  tablets  (1}4  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.Y. 


1012 


NILEVAR  FOR  PROTEIN  TISSUE  BUILDING 


Protein  Deficiency,  a Hazard  in 

Surgical  Patients,  Reversed  with  Nilevar® 

With  surgery  made  safe  for  the  patient, 
the  patient  may  now  be  made  safe  for  surgery. 


NITROGEN  LOSSES  IN  SURGICAL  PATIENTS  (after  Rhoads*) 


*COMPLETE  DATA  IN  ORIGINAL  ARTICLE  (Rhoads,  J.  E.:  Internat.  Abst.  Sur g.  94:417  (May)  1952.) 


Patients  about  to  undergo  extensive  surgery1 
frequently  have  negative  nitrogen  balance  and 
protein  deficiency.  And  after  any  severe  trauma, 
including  extensive  surgery,  the  rate  of  protein 
breakdown  is  increased. 

It  is  also  well  recognized  that  patients  with  a 
strongly  negative  nitrogen  balance  are  much 
more  prone  to  suffer  delayed  wound  healing2, 
secondary  infections3,  shock2  and  delayed  con- 
valescence4. 

The  need  for  an  effective  protein  anabolic 
agent  is  stated  by  Moore  and  Ball5— “there  is  one 
unbreakable  rule  of  surgical  convalescence:  to 
complete  his  recovery,  regain  strength  and  re- 
turn to  work  the  patient  must  come  into  positive 
nitrogen  balance.” 

Nilevar  (brand  of  norethandrolone)  is  a new 
anabolic  steroid  which  rapidly  and  effectively  re- 
verses or  diminishes  excessive  protein  catabolism 
and  nitrogen  loss  accompanying  major  surgical 
procedures.  The  protein  anabolic  activity  of 


Nilevar  is  specific.  There  are  usually  minimal  or 
no  androgenic  side  effects. 

In  addition  to  its  use  both  preoperatively  and 
postoperatively,  Nilevar  is  indicated  in  all  con- 
ditions in  which  excessive  protein  catabolism 
(nitrogen  loss)  hinders  or  delays  convalescence: 

Recovery  from  pneumonia,  poliomyelitis,  se- 
vere burns  and  fractures,  and  in  the  care  of  pre- 
mature infants,  decubitus  ulcers  and  wasting 
diseases  such  as  cancer  and  tuberculosis. 

The  daily  adult  dose  is  three  to  five  Nilevar 
tablets  (30  to  50  mg.).  For  children  the  daily 
dosage  is  1 to  1.5  mg.  per  kilogram  of  body 
weight  for  the  first  ten  days  of  treatment,  after 
which  the  daily  dosage  should  be  reduced  in  all 
prepuberal  patients  to  0.5  mg.  per  kilogram  of 
body  weight.  Individual  dosages  depend  on  the 
need  for  and  the  response  to  therapy.  G.  D. 
Searle  & Co.,  Chicago  80,  Illinois.  Research  in 
the  Service  of  Medicine.  References  supplied  on 
request. 
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FU  RADANT 


BRAND  OF  NITROFURANTOIN 


'OOO 

for  rapid  eradication  of  infection 


In  the  majority  of  112  cases  of  acute,  per- 
sistent or  relapsing  urinary  tract  infections 
“nitrofurantoin  [Furadantin]  was  effective 
clinically,  with  a pronounced  improvement, 
indicated  by  the  appearance  of  the  urine  as 
well  as  by  verbal  commendation  by  the  pa- 
tient, within  24  to  36  hours  . . . Some  of  these 
patients  with  seemingly  impossible  cases  were 
cured  of  their  infection.”* 

Furadantin  first  because  of  these  advantages: 
a specific  for  urinary  tract  infections  • rapid 
bactericidal  action  • negligible  development 
of  bacterial  resistance  • nontoxic  to  kidneys, 
liver  and  blood-forming  organs. 


average  dosage:  adults— four  100  mg.  tab- 
lets daily;  1 tablet  during  each  meal  and  1 on 
retiring,  with  food  or  milk.  In  acute,  uncom- 
plicated infections,  50  mg.  q.i.d.  may  be  pre- 
scribed. If  patient  is  unresponsive  after  2 to 
3 days,  increase  dose  to  100  mg.  q.i.d. 
CHILDREN— 5 to  7 mg.  per  Kg.  (2.2  to  3.1  mg. 
per  lb.)  per  24  hours. 

supplied:  Tablets,  50  and  100  mg.  Oral  Sus- 
pension (25  mg.  per  5 cc.  tsp.). 

*Stewort,  B.  L.,  ond  Rowe,  H.  J.:  J.  Am.  M.  Ass.  160  1221,  1956. 

EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Nitrofurans  — a new  class  of  antimicrobials  — neither  antibiotics  nor  sulfonamides 
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Cases  where  HI-PRO  is  indicated 


if 

you 
suspect 
infantile 
fat 
intolerance 


A high-protein,  low-fat  diet  is  essen- 
tial therapy.  Hi-Pro  is  a mixture  of 
spray-dried,  defatted  and  specially 
delactosed  cow's  milk  which  provides 
your  patient  with  an  easily  digested, 
soft  curd  basic  food.  Unlike  many 
protein  milks,  Hl-Pro  feeding 
will  not  produce  acidosis. 


,\  of 
infantile 
diarrheas 


In  the  treatment  of  infantile 
diarrheas,  a wealth  of  medical 
evidence  indicates  that  a high- 
protein,  low-fat  diet  is  a simple 
but  effective  prescription.  Hi-Pro 
is  a valuable  medical  tool  for 
optimum  infantile  nutrition  with 
minimal  gastric  disturbances. 


We  invite  you  to  give  Hi-Pro 
a fair  trial  and  discover  its 
therapeutic  advantages. 

Please  send  for  samples 
and  complete  information. 

HI-PRO  is  available  in  1-lb. 
and  21/2-lb.  vacuum 
packed  tins  at  all  pharmacies 


JACKSON-MITCHELL 

Pharmaceuticals,  Inc.,  Culver  City,  Calif. 

SERVING  THE  MEDICAL  PROFESSION  SINCE  1934 


high  protein 
LOW  FAT 
COW  S MILK 


HI-PRO  POWDER 
CONTAINS: 


41.0% 

14.0% 

35.0% 

6.5% 

3.0% 

1.15% 

1.65% 

1.17% 


Protein 


lactose 


Minerals 


Moisture 


Calcium 


Phosphorous 


Potassium 


Calories 

Calories  per  tbsp. 
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A new 


therapeutic  approach 
with  inherent  safety 
in  PRURITUS  ANI 


H YDROLAM  INS* 

TOPICAL  AMINO  ACID  THERAPY 

Unique  physiologic  barrier — topical  amino  acids — 
brings  rapid  relief  ( 98%‘ ) and  cotnplete  healing  (88%!) 

. .the  objectives  of  therapy  in  pruritus  ani  can  be  listed 
under  3 headings: 

(1)  relieve  itching:  [Hydrolamins  produced  immediate  relief 
of  intractable  itching  in  98%  of  patients.  The  anti- 
pruritic effect  of  one  application  lasts  about  twenty-four 
hours.1] 

(2)  accelerate  healing,  [Hydrolamins  rapidly  and  com- 
pletely healed  reddened,  fissured,  macerated  and  ridged 
perianal  lesions  in  88%  of  cases.1] 

(3)  allow  natural  healing  without  trauma  due  to  physical, 
chemical,  allergic,  or  microbiologic  agents.”2  [The 
amino  acids  of  Hydrolamins  promote  safe,  natural  heal- 
ing while  the  ointment  protects  the  perianal  area  from 
irritation.1] 

Due  to  the  rapidity  of  action  of  Hydrolamins,  it  is  believed  that  protein-precipitating 
irritants,  responsible  for  the  pruritus,  are  neutralized.  Hydrolamins  also  forms  a 
biochemical  barrier  against  further  irritation. 

SUPPLIED:  In  1 oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company,  Chicago  14,  Illinois 

1.  Bodkin.  L.G.,  and  Ferguson,  E.A.,  Jr.:  Successful  Ointment  Therapy  for  Pruritus  Ani,  Am.  J.  Digest.  Dis. 
18:59  (Feb.)  1951. 

2.  Fromer,  J.L.:  Dermatologic  Concepts  and  Management  of  Pruritus  Ani,  Am.  J.  Surg.  90:  805  (Nov.)  1955. 
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For  winter  sore  throats,  a more  potent  antibiotic  troche 
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BAC1TR AC IN-TYROTHRICIN-NEOMYC1N-BENZOCATNE  TROCHES 


It's  the  time  of  year  when  people  crowd  together 
and  sore  throats  spread.  For  these  mixed  bacterial 
throat  infections,  TETRAZETS  troches  provide  con- 
tinuing local  therapy.  The  3 potent  antibiotics  in 
TETRAZETS  have  a low  index  of  toxicity  and  sen- 
sitization. Each  TETRAZETS  troche  contains  zinc 
bacitracin  50  units,  tyrothricin  1 mg.,  neomycin  sul- 
fate 5 mg.,  and  anesthetic  benzocaine  5 mg. 

MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  I.  PA. 
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% J first... treat  the 
primary  disorder,  ^ | 
of  course  CW  then... 

add  VITERRA 

iX  as  a matter  of  course 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your  — and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


PEACE  of  mind  ATARAX® 


CHICAGO  11,  ILLINOIS 
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Butazolidin®  (phenylbutazone 
Geigy).  Red  coated  tablets  of  100  mg. 


GEIGY 


Ardsley,  New  York 


■ 

among  nonhormonal  antiarthritics . . . 

unexcelled  in 


In  the  nonhormonal  treatment  of  arthritis 
and  allied  disorders  no  agent  surpasses 
Butazolidin  in  potency  of  action. 

Its  well-established  advantages 
include  remarkably  prompt  action, 
broad  scope  of  usefulness, 
and  no  tendency  to  development 
of  drug  tolerance.  Being 
nonhormonal,  Butazolidin 
causes  no  upset  of  normal 
endocrine  balance. 


Butazolidin  relieves  pain, 
improves  function, 
resolves  inflammation  in: 
Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndrome 


Butazolidin  being  a potent  therapeutic 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 
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py-Well  tolerated 


“555  (98 >/2%)  patients  tolerated  this 
ferrous  sulfate-amino  acid  complex 
(FERRONORD)  without  complaint.”1 

“Extraordinarily  well  tolerated”  in  120 
obstetrical  and  gynecological  patients.2 

Well  tolerated  even  in  patients  with 
peptic  ulcer  and  gastritis.3 


• serum  response  in  3 hours 

• clinical  response  in  days 

• between-meal  administration 

for  better  utilization 


FERRONORD  Dosage: 

average  adult  dosage : Initially,  2 tablets  twice  a day ; in  severe  cases,  2 tablets 
3 times  daily.  Maintenance,  1 to  2 tablets  daily, 
children’s  dosage : In  proportion. 

FERRONORD  Supplied: 

Bottles  of  100  tablets.  Each  tablet  supplies  40  mg.  of  ferrous  iron. 


1.  Frohman,  I.  P.;  Pomeranze,  J.;  Rummel,  W.;  Kircher,  R.  F.;  Clancy,  J.  B.;  Dwyer,  T.  A.;  Wagner,  H.; 
O’Brien,  T.  E.;  Curley,  R.  T.;  Jorgensen,  G.;  Onorato,  R.  R.;  Ira,  F.;  Lee,  Jr.,  J.  G.;  Gorla,  W.  O.;  White, 
R.  N.;  Gadek,  R.  J.;  Remy,  D.:  Scientific  Exhibit,  6th  International  Congress  of  Hematology,  Boston,  Mass., 
August,  1956. 

2.  Wagner,  H.:  Landarzt  37:496,  1955. 

3.  Jorgensen,  G.:  Arztl.  Wchnschr.  70:82,  1955. 

ta-aminoacetic-ferrous  sulfate  complex,  exsiccated 


NORDMARK 


PHARMACEUTICAL  LABORATORIES,  INC.,  IRVINGTON,  N.  J. 


Suppliers  of  fine  chemicals  to  the  pharmaceutical  industry  for  more  than  a quarter  of  a century • 


Erythromycin 


in  Treating  Pneumonia 
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In  one  investigation,  75  adult  patients  with  bacterial  pneumonia 
were  treated  with  erythromycin.  In  his  summary,  the  clinician  re- 
ported: “It  is  concluded  that  erythromycin  is  highly  effective  in  the 
treatment  of  pneumonia  due  to  gram-positive  bacteria.”2 

This,  of  course,  is  only  one  of  many  reports  showing  the  effective- 
ness of  Erythrocin  against  coccic  infections.  You’ll  get  the  same 
good  results  (nearly  100%  in  common,  bacterial  re-  0 0 l. 
spiratory  infections)  when  you  prescribe  Erythrocin.  vaaAHMX 


' AJo  S&AAxntd  Su&s 


After  a study  of  171  patients  treated  with  erythromycin,  the  investi- 
gator wrote:  “No  serious  side  effects  occurred  with  prolonged  therapy 
or  with  doses  up  to  8 Gm.  per  day  in  the  severe  infections.”1 

Actually,  Erythrocin  stands  on  a remarkable  record  of  safety. 
After  four  years,  there’s  not  a single  report  of  a severe  or  fatal  reac- 
tion attributable  to  erythromycin.  In  addition,  you’ll  find  allergic 
manifestations  rarely  occur.  Filmtab  Erythrocin  Cl  f)  0 . . 

Stearate  (100  and  250  mg.),  in  bottles  of  25  and  100.  vAIMjTMX 


[nlibiotirs 

annual 


® Filmtab — Film-Sealed  tablets,  Abbott;  pat.  applied  for. 


1 Romansky,  M.J.,  et  al.,  Antibiotics  Annual  1955-1956,  p.  48, 

2.  Waddington,  W.  S.,  Maple,  F.  C.,  and  Kirby,  W.  M.  M., 
A.M.A.  Archives  of  Internal  Medicine,  1954.  o.  556. 
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Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  antiarthritic,  antirheumatic 
benefits  of: 

1.  Prednisolone  buff ered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate—  the  newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  b)  muscle 
spasm  c)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease),  Still’s  disease,  psoriatic  arthritis,  osteo- 


Therapeutic benelits  ol  MEPROLONE  compared  with  traditional  antiart  hritics. 


relieves 

pain 

suppresses 

inflam- 

mation 

relaxes 

muscle 

eases 

anxiety 

Imparts 
sense  ot 
well-being 

Salicylates 

Muscle  relaxants 

Tranquilizers 

Steroids 

✓ 

y 

MEPROLONE 

/.  Meprobamate  is  the  only  tranquilizer  with 
muscle-relaxant  action. 

arthritis,  bursitis,  synovitis,  tenosynovitis,  myositis,  fibro- 
sitis,  fibromyositis,  neuritis,  acute  and  chronic  low  back 
pain,  acute  and  chronic  primary  and  secondary  fibrositis 
and  torticollis,  intractable  asthma,  respiratory  allergies, 
allergic  and  inflammatory  eye  and  skin  disorders  (as  main- 
tenance therapy  in  disseminated  lupus  erythematosus, 
periarteritis  nodosa,  dermatomyositis  and  scleroderma). 

■ SUPPLIED:  Multiple  Compressed  Tablets  in  bottles  of 
100  in  two  formulas  as  follows:  Meprolone-1  — 1.0  mg. 
of  prednisolone,  200  mg.  of  meprobamate  and  200  mg.  of 
dried  aluminum  hydroxide  gel.  Meprolone-2 — provides 
2.0  mg.  of  prednisolone  in  the  same  formula. 
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NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


ME  PRO  bamate 
predniso  lone , buffered 

THE  ONLY 
ANTI  RHEUMATIC, 

ANTI  ARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 
a.  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  6c  DOHME 

DIVISION  OF  MERCK  A CO..  INC.  PHILADELPHIA  I.  PA. 


MEPROLONE  i*  the  trade-marl  of  Merck  & Ca.  Inc 


Your  verdict  was^DEUCIOUS!77 


and  your  patients  will  agree 


"This  is  for  me  — because  I love  good 
coffee!”  Comments  like  this  were  heard 
time  after  time  at  the  Instant  Sanka  booth 
at  the  medical  convention. 

Good  evidence  that  if  you’re  a coffee 
lover,  you’ll  enjoy  Instant  Sanka.  It’s 
100%  pure  coffee — rich  and  full-bodied. 


Only  the  caffein  has  been  removed. 

And  just  as  a reminder — why  not  tell 
your  caffein  sensitive  patients  about  In- 
stant Sanka  Coffee?  They'll  be  glad  to 
know  they  can  drink  as  much  Instant 
Sanka  as  they  want  without  being  bothered 
by  sleeplessness  or  jitters  due  to  caffein. 


All  pure  coffee... 
97%  caffein-free 


Product  of  General  Foods 
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MOST  SPERMICIDAL  CONTRACEPTIVE 


added  certainty  in  antibiotic  therapy 

—particularly  for  that  90% 
of  the  patient  population 
treated  in  home  or  office 
where  sensitivity  testing 
may  not  be  practical . . . 
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( 100%  EFFECTIVE  in  respiratory  infections  in- 
1 u eluding  the  25%  due  to  resistant  staphylococci.1"3 

97%  EFFECTIVE  in  dermatologic  and  mixed  soft 
* tissue  infections  including  the  22%  resistant  to 
I one  or  more  antibiotics.3'6 

i 84.6%  EFFECTIVE  in  genitourinary  infections  in- 
I eluding  the  61%  resistant  to  other  antibiotic 
■,  x therapy.2'5 

93%  EFFECTIVE  in  diverse  infections  including 
the  21%  due  to  resistant  pathogens.1'5 
98.7%  EFFECTIVE  in  tropical  infections  includ- 
I ing  those  complicated  by  heavy  bacterial  con- 
, tamination  or  multiple  parasitisms.7 


tthe  antimicrobial  spectrum  of  tetracycline  extended 
and  potentiated  with  oleandomycin  (Matromycin®)  to 
combat  resistant  strains  of  pathogens— particularly 
resistant  staphylococci— and  to  delay  or  prevent  the 
emergence  of  new  antibiotic-resistant  strains. 

1.  Carter,  C.  H.,  and  Maley,  M.  C. : Antibiotics  Annual 
1956-1957,  New  York,  Medical  Encyclopedia,  Inc.,  1957, 
p.  51.  2.  Shalowitz,  M.,  and  Sarnoff,  H.  S. : Personal  com- 
munication. 3.  Shubin,  M. : Personal  communication.  4.  La 
Caille,  R.  A.,  and  Prigot,  A.:  Antibiotics  Annual  1956-1957, 
New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  67.  5.  Win- 
ton,  S.  S.,  and  Cheserow,  E. : Antibiotics  Annual  1956-1957, 
New  York,  Medical  Encyclopedia,  Inc.,  1957,  p.  55.  6.  Corn- 
bleet,  T. : Personal  communication.  7.  Loughlin,  E.  H. ; 
Mullin,  W.  G. ; Alcinder,  L.,  and  Joseph,  A.  A. : Antibiotics 
Annual  1956-1957,  New  York,  Medical  Encyclopedia,  Inc., 
1957,  p.  63. 


a new  maximum 
in  therapeutic  effectiveness 


a new  maximum 
in  protection  against  resistant 


a new  maximum 
in  safety  and  toleration 


SUPPLY 

Capsules:  250  mg. 
(oleandomycin 
83  mg.,  tetracycline 
167  mg.) . Bottles 
of  16  and  100. 
new  mint-flavored. 
Oral  Suspension: 
1.5  Gm.,  125  mg. 
per  5 cc.  teaspoonful 
(oleandomycin 
42  mg.,  tetracycline 
83  mg.)  2 oz.  bottle. 


jjp 

W 9 

izer ')  Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  development  and  production 
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Ulysses  and  the  Sirens — from  a vase  in  the  British  Museum 


between  the  hazards  of  high  steroid  dosage 
and  the  frustration  of  inadequate  relief 

Because  of  the  complementary  action  of  cortisone  and  the 
salicylates,  Salcort  produces  a greater  therapeutic  response 
with  lower  dosage. 

One  study  concludes:  “Salicylate  potentiates  the  greatly 
reduced  amount  of  cortisone  present  so  that  its  full  effect 
is  brought  out  without  evoking  undesirable  side  reactions.”1 

SALG 


ORT 


indications:  each  tablet  contains: 

Rheumatoid  arthritis  . . . Rheumatoid  spon-  Cortisone  acetate 2.5  mg. 

dylitis  . . . Rheumatic  fever  . . . Neuromus-  Sodium  salicylate 0.3  Gm. 

cular  affections.  Aluminum  hydroxide  gel,  dried  ...  0.12  Gm. 

'Busse,  E.A.:  Treatment  of  Rheumatoid  Arthritis  Calcium  ascorbate ...  60.0  mg. 


by  a Combination  of  Cortisone  and  Salicylates.  (equivalent  to  50  mg.  ascorbic  acid) 

Clinical  Med.  11: 1105.  Calcium  carbonate 60.0  mg. 

*U.S.  Pat.  2,691,662 

The  S.  E.  MASSENGILL  Company,  Bristol,  Tennessee 

NEW  YORK  ♦ KANSAS  CITY  • SAN  FRANCISCO 
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Nutritionists  agree  that  vitamin  B deficiencies  are  seldom 
seen  singly.  Two  or  more  B-complex  factors  are  usually 
involved.  B-complex  multivitamin  preparations,  despite 
similarity  of  published  formulas,  do  not  agree  quanti- 
tatively. 

By  recommending  a preparation  conforming  to  highest 
professional  standards,  you  assure  your  patients  the  full 
benefit  of  B-complex  therapy. 

Lederplex  offers  the  entire  vitamin  B complex  (folic 
acid  and  Bis  included)  in  highly  potent  form.  The  palata- 
ble orange  flavor  of  lederplex  is  taste-true,  does  not 
“wear  thin”  or  go  “flat”  on  prolonged  dosage. 


Each  teaspoonful  (5cc.)  of 
lederplex  Liquid  contains: 


Thiamine  HCl  (B|)  2 mg. 

Riboflavin  (B»)  2 mg. 

Niacinamide  10  mg. 

Folic  Acid  0.2  mg. 

Pyridoxine  HCl  (B„)  0.2  mg. 

Pantothenic  Acid  2 mg. 

Choline  _ 20  mg. 

Inositol  10  mg. 

Soluble  Liver  Fraction  470  mg. 

Vitamin  B,-  5 mcgm. 


Also  available  in  tablet,  cap- 
sule, and  parenteral  forms. 


LEDERLE  LABORATORIES  DIVISION. 


AMERICAN  CYANAMID  COMPANY. 

PEARL  RIVER.  NEW  YORK 
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Medihaler-Phen 


ip 


Unvarying  Measured-Dose 
Nasal  Medication 

Reaching  the  Entire  Paranasal  Mucosa 


VASOCONSTRICTIVE  Counteracts  hyperemia 
of  nasal  and  paranasal  mucosa 

DECONGESTIVE  Diminishes  edema  and 
hypersecretion  . . . opens  sinus  ostia 


Medihaler-Phen 


TM 


ANTI-INFLAMMATORY  Neutralizes  th| 
exudative  phase  of  tissue  reaction 

ANTIBIOTIC  Attacks  bacterial  invasiol 
directly 


. an  ethical  prescription  item  . 


makes  squeeze  bottle  and  dropper  medications  obsolete 


Medihaler-Phen  is  self-powered,  measured- 
dose  vaporized  medication  providing  effec- 
tive relief  for  congested  nasal  and  para- 
nasal mucosa. 

Its  active  ingredients  — phenylephrine 
HC1,  hydrocortisone,  and  neomycin  sul- 
fate— are  in  wide  clinical  use.  In  Medihaler- 
Phen,  for  the  first  time,  they  are  blended 
with  an  inert,  nontoxic  aerosol  propellent, 
and  are  made  more  effective  with  a pene- 
trating surfactant.  An  accurately-meas- 


ured nebular  cloud  is  gently  ejected,  re- 
gardless of  how  the  Medihaler-Phen  valve 
is  compressed — not  part  spray,  part  stream 
as  with  spray  bottles — not  an  irritating, 
powerful  jet — no  drops  of  liquid  which 
tend  to  run  out  of  the  nasal  passages. 

Because  of  the  extremely  small,  uniform 
particle  size  of  Medihaler-Phen  nebuliza- 
tion,  less  medication  is  required  to  decon- 
gest  the  mucosa  and  open  the  ostia  of 
paranasal  sinuses. 
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SINUSITIS 

PHARYNGITIS 


due  to  upper  respiratory  infections  and  allergies 


tissue  compatible 
greater  effectiveness 
longer  lasting 
no  rebound 


vest  pocket  size 

Medihaler-Pherf  is  Safe 


...FOR  CHILDREN,  TOO 


Repeated  use  does  not  result  in  tachyphylaxis.  . . . Does  not 
possess  the  cardiac  and  nervous  system-stimulating  actions 
characteristic  of  other  topical  vasoconstrictors.  . . . Even  gross 
overdosage  does  not  lead  to  drowsiness  or  deep  somnolence  in 
children.  . . . Concentration  of  hydrocortisone  effective  locally, 
but  produces  no  systemic  effect. . . . Penetrates  “mucous  blanket” 
of  nasal  mucosa  without  irritation. 

OTHER  USES  Medihaler-Phen  is  also  valuable  in  the 
symptomatic  treatment  of  “postnasal  drip”  due  to 
excessive  smoking,  air  pollution,  steam  heating,  etc. 


FIRST 


Riker 


ANOTHER 


Gives  fast  relief  of 
nasal  congestion 


Novahistine  works  better  than  anti- 
histamines alone.  The 
of  a vasoconstrictor  with  an 
minic  drug  provides  marked 
decongestion,  inhibits 
tion . . . combats  allergic 
dosage  avoids  patient  misuse 
drops,  sprays  and  inhalants, 
nates  rebound  congestion, 
will  not  cause  jitters  or  insomnia. 


Each  Novahistine  Tablet  or  teaspoon- 
ful of  Elixir  provides  5.0  mg.  of  phenyl- 
ephrine HC1  and  12.5  mg.  of  prophen- 
pyridamine  maleate.  For  patients  who 
need  greater  vasoconstriction,  Nova- 
histine Fortis  Capsules,  Novahistine 
with  APC  and  Novahistine  with  Peni- 
cillin Capsules  contain  twice  the 
amount  of  phenylephrine. 


“unlock”the 

closed-up 
nose ... 


r>r: 


when  colds 

are  complicated  by 
useless,  exhausting 

coughs 


ovahistine- 


promptly  controls  coughs 
and  clears  obstructed  air  passages 

Each  teaspoonful  (5  cc.)  of  this  palatable 
grape-flavored  elixir  contains: 

Phenylephrine  hydrochloride  10  mg. 

Prophenpyridamine  maleate  12.5  mg. 

Dihydrocodeinone  bitartrate  1.66  mg. 

(warning:  may  be  habit  forming) 

Chloroform  (approximately)  13.5  mg. 

1 -Menthol  1.0  mg. 

(Alcohol  content,  10%; 
sugar,  33!A%) 

♦Trademark 

Pitman-Moore  Company 

Division  of  Allied  Laboratories,  Inc. 

Indianapolis  6,  Indiana 


FOLBESYN 


VITAMINS  LEDERLE 


COMPLEX 


Separate  packaging  of  dry  vitamins 
and  diluent  (mixed  immediately  be- 
fore injection)  assures  the  patient  a 
more  effective  dose.  May  also  be 
added  to  standard  IV  solutions 

Dosage:  2 cc.  daily. 

Each  2 cc.  dose  contains: 

Thiamine  HCI  (B,) 

Riboflavin  (B2) 

Niacinamide 
Pyridoxine  HCI  (Bs) 

Sodium  Pantothenate  10  mg. 
Ascorbic  Acid  (C)  300  mg. 
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HARD-TO-KILL  TRICHOMONADS 

EXPLODE 

WITHIN  15  SECONDS’  CONTACT 
WITH  VAGISEC  LIQUID 


With  the  Davis  technique, t using  Vagisec®  liquid  and  jelly,  flare-ups  of 
vaginal  trichomoniasis  rarely  occur.  Vagisec  liquid  actually  explodes 
trichomonads  within  15  seconds  after  douche  contact.1  Better  than  90  per  cent 
apparent  cures  follow  use  of  this  new  trichomonacide,2  developed  as  “Car- 
lendacide”  by  Dr.  Carl  Henry  Davis,  noted  gynecologist  and  author,  and 
C.  G.  Grand,  research  physiologist.3 

Wo  trichomonad  escapes— The  overwhelming  action  of  Vagisec  liquid  dooms 
the  trichomonad.  One  chelating  agent  and  two  surface-acting  agents  com- 
bine in  attack  to  weaken  the  cell  membrane,  to  remove  waxes  and  lipid 
materials  from  the  membrane  surface,  and  to  denature  the  protein.  With 
its  cell  wall  destroyed,  the  parasite  imbibes  water,  swells  and  explodes.  All 
this  occurs  within  15  seconds.  Only  scattered  fragments  remain. 

No  other  agent  or  combination  of  agents  kills  the  trichomonad  in  this  specific 
fashion  or  with  the  speed  of  Vagisec  liquid.3  When  the  patient  uses  Vagisec 
jelly  as  well  — the  recommended  routine  — these  good  effects  continue  in- 
definitely.4 

Reaches  hidden  trichomonads  — Unlike  many  agents,  Vagisec  liquid  thorough- 
ly penetrates  and  dissolves  the  cellular  debris  and  mucoid  material  lining  the 
vaginal  surface.3  It  reaches  hidden  trichomonads  — often  the  cause  of  treat- 
ment failure  — as  well  as  parasites  swimming  freely  in  the  canal. 

7he  Davis  technique  — Office  therapy  with  Vagisec  liquid  is  combined  with 
home  treatment.  Both  liquid  and  jelly  are  prescribed. 

office  treatment  — Wipe  vaginal  walls  dry  with  cotton  balls, 
then  wash  thoroughly  for  about  three  minutes  with  a l -.lOO  dilution 
of  Vagisec  liquid.  Remove  excess  fluid  with  cotton  balls.  Dr.  Davis 
recommends  three  treatments  the  first  week,  two  the  second  and  one 
the  third. 

home  treatment  — Patient  douches  with  Vagisec  liquid  every  night 
or  morning  and  then  inserts  Vagisec  jelly.  Plome  treatment  is  con- 
tinued through  two  menstrual  periods,  but  omitted  on  office  treat- 
ment days.  Douching  is  contraindicated  in  pregnancy. 

Jdusbatid  re-infects  wife  — Since  “trichomonads  may  be  passed  from  the  in- 
fected male  to  the  uninfected  partner  during  coitus,”5  prevent  re-infection  by 
recommending  the  use  of  prophylactics.  Specify  RAMSES,®  the  finest  possible 
rubber  prophylactic,  transparent,  very  thin  yet  strong;  or  XXXX  (fourex)  ® 
skins,  of  natural  animal  membrane  — pre-moistened.  Your  prescription  of 
one  of  these  brands  insures  the  protection  afforded  by  Schmid  quality  pro- 
phylactics and  assures  full  acceptance  of  your  regimen.  At  all  pharmacies. 

Active  ingredients  in  Vagisec  liquid:  Polyoxy- 
ethylene nonyl  phenol,  Sodium  ethylene  diamine 
tetra  acetate,  Sodium  dioctyl  sulfosuccinate.  In 
addition,  Vagisec  jelly  contains  Boric  acid,  Alco- 
hol 5%  by  weight. 


Vagisec,  RAMSES  and  XXXX  (FOUREX)  are 
registered  trade-marks  of  Julius  Schmid,  Inc. 

fPat.  App.  for 

JULIUS  SCHMID,  inc. 

gynecological  division 
423  West  55th  St.,  New  York  19,  N.  Y. 


7 op  to  bottom: 

2 sec.  CONTACTS 
4 sec.  COMPLEXES 
6 sec.  DISSOLVES 
8 sec.  DENATURES 
10  sec.  SWELLS 

15  sec.  EXPLODES 

16  sec.  SCATTERS 


Jieferences:  1.  Davis,  C.  H.: 
J.A.M.A.  157:126  (Jan.  8)  1955. 
2.  Davis,  C.  H.:  West.  J.  Surg. 
63:53  (Feb.)  1955.  3.  Davis, 
C.  H.,  and  Grand,  C.  G.:  Am. 
J.  Obst.  & Gynec.  68:559 
(Aug.)  1954.  4.  Davis,  C.  H. 
(Ed.)  : Gynecology  and  Obstet- 
rics (revision),  Hagerstown, 
Md.,  W.  F.  Prior,  1955,  vol.  3, 
chap.  7,  pp.  23-33.  5.  Draper, 
J.  W.:  Internat.  Rec.  Med. 
f68:563  (Sept.)  1955. 
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“A 

VOTRE 

SANTE” 

(To  Your  Health) 


In  any  language,  the 
traditional  toast  to  good 
health  takes  on  a meaning 
of  more  than  passing  significance  when  wine  is 
used  for  its  established  physiological  effects. 


The  carminative  action  of  wine  has  been  found  to  whet  the  sluggish 
appetite  of  the  anorexic,  post-surgical  or  convalescent  patient;  the  mild 
secretory  stimulation  that  follows  the  ingestion  of  wine  is  beneficial  to  the 
lax  and  generally  achlorhydric  stomach  of  old  age;  prudent  quantities  of  wine 
are  helpful  in  reducing  the  emotional  pressure  which  aggravates  hypertension, 
encouraging  a generalized  vasodilatation  and  stimulating  a mild  euphoria, 
so  gratifying  to  the  hypertensive,  the  aged,  and  in  the  recovery  phase  of  illness. 

And  for  the  patient  who  has  difficulty  in  dropping  off  to  sleep,  a small 
amount  of  Port  or  Sherry  taken  at  bedtime  is  gently  sedative  and 
sleep-producing — frequently  obviating  the  need  for  medication. 

The  Fine  Wines  of  California — California’s  700-mile  vineyard  belt  affords  a 
range  of  soils  and  climate  in  which  can  be  grown  the  world’s  finest  wine 
grapes  of  every  variety.  Add  to  this  natural  advantage  the  modern  wine- 
making skills  and  facilities  of  a progressive  New  World  industry,  and  you 
have  wines  of  strict  quality  standards,  true  to  type,  moderate  in  price. 

Wine  Advisory  Board, 
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Deeply  involved  in  the  problem  of  the  hostile,  agitated  senile 
are  all  members  of  the  family  . . . and  you,  their  physician. 

In  discussing  the  use  of  ‘Thorazine’,  Pollack1  observes: 

“Older  persons  with  such  disorders  can  be  treated  at  home 
by  the  general  practitioner  with  much  benefit  and  with  great 
relief  to  the  family.” 


With  ‘Thorazine’,  senile  patients  become  calm,  agreeable  and 
sociable.  They  begin  to  eat  and  sleep  better,  often  gain  weight 
and  improve  physically. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


1.  Pollack,  B.:  Geriatrics  11: 253  (June)  1956. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 
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anemias  you  encounter  respond  rapidly  to 

TRINSICON 

(Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 

potent  • convenient  • economical 

Because  anemia  complicates  so  many  clinical  conditions, ‘Trinsicon’ 
serves  a vital  function  in  your  total  therapy.  It  provides  therapeutic 
quantities  of  all  known  hematinic  factors.  Just  2 pulvules  daily 
provide  a standard  response  in  the  average  uncomplicated  case  of 
pernicious  anemia  and  related  megaloblastic  types.  ‘Trinsicon’  also 
offers  at  least  an  average  dose  of  iron  for  hypochromic  anemias, 
including  nutritional  deficiency  types.  Available  in  bottles  of  60 
and  500  at  pharmacies  everywhere. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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The  Chiropractic  Bill,  1957 


Again  the  Legislature  of  the  State  of  New 
York  is  confronted  by  a chiropractic  bill  pro- 
posing to  license  this  plausible  group  whose 
“whole  concept  of  disease  is  based  on  a false 
concept  of  the  mechanism  of  disease”1  and 
who  currently  practice  in  this  State  without 
licensure. 

Anticipating  this  attempt  by  the  chiro- 
practors to  persuade  the  Legislature  to 
license  them  this  year,  the  New  York  State 
Journal  of  Medicine2  published  an  article 
by  Mr.  Richard  M.  Stalvey  of  the  Bureau  of 
Investigation  of  the  A.M.A.,  presenting  a 
factual  stud}'  of  the  evolution  and  current 
status  of  chiropractic  for  the  information 
of  those  who  might  be  interested.  Such 
portions  of  that  article  as  deal  with  chiro- 
practic education,  its  quality  and  character 
(pages  54  and  55),  its  legislative  goals  (page 
56)  and  public  relations,  and  its  conclusion 
that  “legislation  cannot  create  physicians” 
are  deserving  of  careful  study  by  physicians 
and  legislators  alike. 

Responsibility  for  action  on  the  current 
bill  rests  on  the  legislators  and  the  Governor 
as  the  elected  representatives  of  the  people 
of  the  State,  but  an  equally  grave  duty  is 
imposed  on  the  physicians  themselves  to  see 
that  these  legislators  are  fully,  factually, 
and  promptly  informed  of  the  probable  con- 
sequences of  granting  licensure  in  this 
State. 

The  current  bill  is  now  in  the  legislation 
hopper.  In  a supplement  to  Bulletin  3, 
dated  January  28,  1957,  the  Committee  on 
Legislation  has  released  a digest  of  the 
bill  which  we  reprint  herewith  in  part: 

Chiropractor  licensing  bill  introduced. — Sena- 
tor Dutton  S.  Peterson,  a clergyman-legislator 

from  Odessa,  New  York,  introduced  a chiro- 

> Potter,  R.  D.:  Should  Chiropractors  be  Licensed. 

Published  by  the  Committee  to  Combat  Cults  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

5 Stalvey,  R.  M.:  New  York  State  J.  Med.  57:  49 

(Jan.  1)  1957. 


praetor  licensing  bill  (Senate  Intro.  776)  on 
January  24.  Some  of  Senator  Peterson’s 
statements  on  introduction  of  the  bill  were  as 
follows:  “This  bill  has  been  introduced  to 

provide  urgently  needed  health  protection  to 
the  general  public  and  specifically  to  the  more 
than  3,000,000  New  York  residents  who  look 
to  the  chiropractic  profession  for  the  mainte- 
nance of  physical  well-being,”  Senator  Peterson 
said.  “The  Chiropractic  Association  of  New 
York,  the  representative  ethical  society  of  the 
profession  in  this  State,  concurs  with  me  in  all 
the  provisions  of  the  bill,  recognizing  and 
stressing  the  fact  that  a serious  vacuum  exists 
in  the  Education  Law  with  respect  to  control 
of  their  rapidly  growing  healing  art.  The 
Association’s  officers  agree  that  the  proposed 
code  will  advance  their  profession  while  at  the 
same  time  giving  chiropractic  patients  the  same 
benefits  under  the  law  as  now  enjoyed  by  pa- 
tients of  the  medical  profession.”  Senator 
Peterson  stated  that  the  chief  opposition  to 
chiropractic  legislation  has  come  from  the 
State  Medical  Society.  “I  have  the  highest 
respect  and  admiration  for  the  medical  profes- 
sion, but  I condemn  the  attitude  and  methods 
of  the  minority  opposition  among  its  members 
with  regard  to  chiropractic  legislation,”  he  said. 
“Some  of  our  medical  doctors  can’t  seem  to  get 
it  through  their  heads  that  a code  for  the  licen- 
sure of  chiropractic  is  not  to  help  chiroprac- 
tors, but  to  regulate  them.  If  medical  men 
are  afraid  to  compete  with  good  chiropractors, 
then  the}'  should  do  something  about  improv- 
ing the  services  they,  themselves,  have  to  offer 
the  public.  Last  spring,  Senator  Jacob  K. 
Javits,  while  the  State’s  Attorney  General, 
called  for  legislation  which  would  clarify  the 
law  regarding  the  unlicensed  practice  of  chiro- 
practic. My  bill  provides  such  clarification 
in  a positive,  constructive  way.” 

The  bill  contains  the  following  definition  of 
chiropractic:  “4.  For  the  purpose  of  this 
article  chiropractic  is  a system  of  therapeutics 
based  on  the  premise  that  all  physiological 
processes  of  the  human  body  are  co-ordinated 
by  the  nervous  system;  that  interference  with 
the  nerve  control  of  these  processes  impairs 
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their  function  and  induces  dysfunction  or  dis- 
ease by  rendering  the  body  less  resistant  to 
infection  or  to  other  exciting  causes.  Its 
therapy  is  designed  to  detect  and  correct  by 
manual  or  mechanical  means  structural  im- 
balance, distortion,  or  subluxation  in  the  hu- 
man body  for  the  purpose  of  removing  nerve 
interference,  where  such  interference  is  the 
result  of  or  related  to  distortion,  misalignment 
or  subluxations  of  or  in  the  vertebral  column; 
it  does  not  include  or  permit  the  use  of  opera- 
tive surgery,  the  reduction  of  fractures,  the 
prescription  or  use  of  drugs,  medicines,  serums, 
vaccines  or  hormones,  and  the  practice  of 
obstetrics  or  radio-therapy,  except  that  X- 
rays  may  be  used  for  chiropractic  analysis.” 
The  bill  provides  for  an  eight-man  examining- 
board,  consisting  entirely  of  chiropractors, 
who  are  charged  with  the  duties  of  examining 


candidates  for  licensure  and  disciplining  li- 
censed chiropractors. 

It  also  has  provision  for  the  licensure  of 
presently  practicing  chiropractors  upon  special 
examination,  a precaution  which  hardly  seems 
necessary  when  one  considers  the  fact  that  the 
chiropractors  would  prepare  and  grade  the 
regular  examination  mentioned  in  the  bill 

It  is  doubtful  that  the  bill  in  its  present  form 
will  obtain  the  support  it  requires  for  passage. 
Presumably,  history  will  repeat  itself:  the  bill 
will  be  amended  just  enough  to  create  the 
illusion  that  the  chiropractors  are  making 
major  concessions,  and  the  chiropractors  and 
their  friends  then  will  accelerate  their  cam- 
paign. It  is  important  for  the  medical  pro- 
fession to  realize  that  the  chiropractors  do 
have  significant  support  in  their  bid  for  li- 
censure. 


Employes'  Retirement  Plan 


I We  are  pleased  to  report  to  our  membership 
I that  effective  January  1,  1957,  eligible  em- 
ployes of  the  Society  are  now  covered  by 

ia  retirement  plan  authorized  by  action  of 
the  1956  House  of  Delegates.1  Employes 

I become  eligible  on  January  1 of  any  year 
following  the  completion  of  five  years  of 
continuous  service  with  the  Society,  and  the 
normal  retirement  date  will  be  “the  first 
day  of  the  month  on  or  immediately  follow- 
ing the  (employe’s)  sixty-fifth  birthday.” 
Earlier  retirement  is  elective  with  Society 
I consent  on  the  first  day  of  any  month  falling 

I 

1 New  York  State  J.  Med.  56:  97  (Sept.  1,  Part  II)  1956. 


within  ten  years  of  the  normal  retirement 
date,  but  deferred  retirement  at  the  request 
of  the  Society  and  with  the  acquiescence  of 
the  employe  is  provided  for.  Benefits  will 
then  become  payable  on  the  first  day  of  the 
month  on  or  immediately  following  actual 
retirement  date. 

These  are  the  main  provisions  of  the  plan 
which  currently  modernizes  in  this  respect 
the  Society’s  employer-employe  relationships. 
The  total  cost  is  to  be  borne  by  the  Society 
and  the  initial  funds  are  provided  by  an 
assessment  of  $10  per  member  in  the  year 
1957. 


Recent  Diphtheria  Outbreak 


The  recent  outbreak  of  diphtheria  in  Detroit 
is  a warning  of  the  continuing  need  for  effec- 
tive immunization  programs.  It  occurred 
in  a section  of  the  city  where  immunization 
had  not  been  carried  out  and  appeared  to 
have  been  stopped  not  only  by  the  current 
measures  taken,  but  also  because  effective 
immunization  had  taken  place  just  outside 


the  area.  Outbreaks  have  been  reported  in 
recent  years  from  all  sections  of  the  country, 
with  a higher  percentage  in  the  South. 

New  York  State  has  been  particularly 
fortunate,  having  had  only  scattered  cases. 
This  would  indicate  that  in  this  State  the 
citizen  as  well  as  the  physician  is  aware  of  the 
value  of  adequate  immunization.  Despite 
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the  cooperation  between  parent  and  physi- 
cian, while  the  child  is  an  infant,  the  impor- 
tance of  periodic  stimulation  of  the  immunity 
to  maintain  an  adequate  level  of  protection 
must  be  emphasized.  Since  diphtheria  now 
appears  to  be  a rare  disease  in  New  York 
State,  the  opportunity  to  boost  the  immunity 
by  natural  exposure  is  not  available  as  in  the 
past,  and  the  need  for  artificial  stimulation 
by  periodic  injections  of  diphtheria  toxoid 
at  recommended  intervals  is  apparent. 

The  scattered  outbreaks  of  the  disease, 

Editorial 

Resuscitation  of  Newborn  Infants. — In 

the  journal,  Obstetrics  and  Gynecology,  volume 
8,  number  3,  September,  1956,  there  ap- 
peared a report  by  the  Special  Committee 
on  Infant  Mortality  of  the  Medical  Society 
of  the  County  of  New  York,  relating  to 
resuscitation  of  newborn  infants,  and  an 
editorial  comment  by  Dr.  Harold  Abramson, 
secretary  of  the  committee. 

Those  of  us  who  have  been  in  practice 
twenty-five  years  or  more  are  certain  to  re- 
member instances  in  which  the  medical 
profession  felt  helpless  and  frustrated  with 
regard  to  the  methods  available  to  them  for 
meeting  the  emergency  of  a newborn  baby 
who  does  not  breathe  spontaneously. 

This  study  was  begun  several  years  ago, 
and  it  was  soon  evident  that  no  small  com- 
mittee could  handle  the  whole  subject.  The 
final  committee  numbered  24  individuals 
and  covered  the  special  fields  of  obstetrics, 
gtmecology,  pediatrics,  internal  medicine, 
surgery,  preventive  medicine,  anesthesiol- 
ogy, pathology  and  clinical  laboratory, 
pharmacology,  public  health,  and  statistics. 
This  in  itself  gives  good  indication  of  the 
complexity  of  the  problem  and  the  interrela- 
tionships between  the  different  fields  of 
medical  science. 

This  committee  set  out  to  investigate  the 
history,  available  literature  on  the  subject, 
and  the  physiology  of  fetal  and  neonatal  res- 
piration and  to  evaluate  methods  and  pro- 


such  as  the  recent  one  in  Detroit,  are  a warn- 
ing that  not  only  must  infant  immunization 
be  accomplished  in  as  large  a group  of  the 
population  as  is  possible,  but  also  that  an 
adequate  level  of  protection  must  be  main- 
tained by  booster  injections  of  the  toxoid 
at  intervals,  at  least  through  the  school 
years. 

The  accepted  practice  is  to  use  the  diph- 
theria toxoid  combined  with  the  tetanus 
toxoid  to  ensure  immunity  against  both  in- 
fections.— G.  D. 

Comment 

cedures  already  in  use.  After  some  two  years 
of  hard  work  they  compiled  the  report  re- 
ferred to,  which  in  our  opinion  should  be 
circulated  widely  among  all  physicians  and 
hospital  personnel  who  are  interested  in  the 
birth  of  a newborn  babjr. 

Anjmne  who  reads  the  report  carefully  is 
struck  immediate^  by  the  tremendous 
problems  involved  and  the  lack  of  definitive 
majority  opinion  among  physicians  with  re- 
gard to  this  subject.  As  a means  of  illus- 
trating the  inadequacies  and  perplexities 
regarding  our  existing  knowledge  and  prac- 
tices, we  marked  67  spots  in  the  report  in 
which  an  opinion  was  rendered  with  regard 
to  some  one  factor.  In  only  27  of  these  67 
instances  was  the  committee  willing  to  go  on 
record  that  the  factor  under  discussion  was 
of  positive  value.  Of  the  remaining  40,  in  26 
instances  they  gave  a negative  opinion,  and 
in  the  remaining  14  instances  the  opinion 
was  equivocal. 

In  the  face  of  the  enormous  amount  of 
work  carried  out  by  this  committee  over  the 
course  of  several  j^ears,  the  above  would  in- 
dicate to  us  that  the  committee  is  correct  in 
their  statements  toward  the  end  of  the  re- 
port, drawing  attention  to  the  need  for  more 
properly  controlled  research  in  this  field, 
both  of  a statistical,  clinical,  and  basic  phys- 
iologic nature,  and  for  further  study  and 
modification  of  existing  apparatus  used  in 
this  field. — R.  A.  H. 
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Metamucil  stimulates  normal  peristalsis 
and  produces  soft,  easy  stools. 
"Smoothage”  management  with 
Metamucil  may  be  continued  as  long  as 
desired  in  every  type  of  constipation. 


MP  . . 

psyllium  hydrophilic  mucilloid  with  dextrose 
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PATIENTS  IN  FAILURE  NEED  AN  ORGANOMERCURIAL 

Diuretics  needing  “rest  periods,”  whether  enforced  by  dosage  restriction  to  once 
daily,  or  by  omission  to  alternate  days,  inevitably  fail  to  achieve  sustained  control 
of  edema. 

The  organomercurials  never  require  interruption  of  dosage  to  prevent  refractori- 
ness and  can  maintain  patients  continuously  in  the  edema-free  state. 


TABLET 


NEOHYDRIN 


BRAND  OF  CHLORMERODRIN  (ie  3 mg  of  3-chloromercuri-2  methoxy  propylurea 


LAKESIDE 


EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN®  SODIUM 

BRAND  OF  MERALLUR1DE  INJECTION 
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Is  Hospitalization  Necessary  for  the  Diagnosis  of 
Carcinoma  of  the  Uterus? 

DONALD  W.  HALL,  M.D.,  CLYDE  L.  RANDALL,  M.D.,  RICHARD  W.  BAETZ,  M.D.,  AND  PAUL  K. 

BIRTCH,  M.D.,  BUFFALO,  NEW  YORK 

( From  the  Department  of  Obstetrics  and  Gynecology,  University  of  Buffalo  School  of  Medicine) 


The  diagnosis  of  malignancy  in  the  uterus 
should  be  established  at  the  earliest  possible 
stage  of  the  disease.  Delay  is  more  likely  to 
occur  when  hospitalization  is  necessary  to  estab- 
lish the  diagnosis.  It  would  be  most  helpful 
if  those  procedures  which  can  be  employed  during 
pelvic  examination  in  the  office  or  dispensary 
could  be  regarded  as  a reliable  means  of  detecting 
uterine  cancer  in  an  early  and  curable  stage. 

During  the  period  from  August  1,  1949  (when 
a cytology  laboratory  was  established  in  this 
office)  to  June  30,  1955,  the  examination  of 
10,044  patients  has  included  the  study  of  smears 
taken  from  the  cervix  with  an  “Ayre”  type  of 
wooden  spatula  and  stained  by  the  Papanicolaou 
technic. 

In  each  instance  a first  smear  was  taken  from 
the  squamocolumnar  junction,  after  which  a 
second  smear  was  made  of  any  debris  or  dis- 
charge which  followed  passage  of  a sound  through 
the  endocervical  canal  into  the  uterine  cavity. 
If  the  history  suggested  the  probability  of  car- 
cinoma within  the  uterine  cavity  or  if  withdrawal 
of  the  sound  was  followed  by  the  appearance  of 
discharge  or  blood  at  the  os,  endometrial  biopsies 
were  also  taken  in  an  additional  effort  to  detect 
uterine  carcinoma.  Such  biopsies  at  the  time 
of  initial  examination  were  taken  on  a total  of 
780  of  the  10,044  patients  surveyed. 

Endometrial  biopsies  were  done  without  anes- 
thesia. If  the  canal  seemed  stenotic,  a tenaculum 
was  placed  in  the  cervix  to  facilitate  entry  of  the 

Presented  at  the  150th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Obstetrics  and  Gynecology,  May  10,  1956.  , 


Randall  type  of  endometrial  curet.  This  small 
curet  is  used  without  suction,  but  multiple 
short  strokes  are  made  throughout  the  circum- 
ference of  the  uterine  cavum.  A rebiopsy  may 
be  done  immediately  if  no  material  is  obtained, 
but  an  atrophic  endometrium  is  not  infrequently 
found. 

Eighty-four  smears  were  positive  for  squamous 
cell  carcinoma.  Biopsy  revealed  that  42  of 
these  were  invasive  squamous  cell  carcinoma, 
14  were  carcinoma  in  situ,  and  iline  were  atypical 
squamous  metaplasia  of  the  cervix.  Seven  were 
considered  “false  positive”  after  repeatedly  nega- 
tive smears.  In  eight  cases  no  carcinoma  was 
found  at  the  time  of  a more  definitive  procedure; 
multiple  biopsies  were  negative  in  three  cases, 
three  cervical  amputations  were  negative,  and 
two  Wertheim  operations  were  done  on  post- 
radiated  cases  showing  persistently  positive 
smears  nine  months  after  radiation  had  been 
completed.  Finally,  four  other  patients  who 
had  positive  smears  never  returned  for  further 
follow-up. 

In  123  other  patients  the  smears  were  originally 
labeled  “suspicious”  for  squamous  cell  carcinoma 
of  the  cervix.  Follow-up  revealed  invading  car- 
cinoma in  only  four  of  these  123  cases  (two  were 
postradiated  squamous  cell  carcinomas  of  the 
cervix  who  later  proved  to  have  a recurrent  car- 
cinoma). Biopsies  revealed  carcinoma  in  situ 
in  two  patients  whose  smears  had  been  called 
suspicious.  In  87  instances  no  carcinoma  was 
found:  (1)  ruled  out  by  repeated  smears  in  58 
cases,  (2)  repeated  biopsies  in  20  cases,  (3)  by 
amputation  of  the  cervix  in  one  case,  and  (4)  by 
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hysterectomy  in  eight  instances.  The  remaining 
30  patients  failed  to  return  to  the  office  for  further 
study. 

Two  patients  whose  squamous  cell  carcinoma 
was  evident  on  biopsy  had  negative  smears  at 
the  time  of  their  first  examination.  In  both 
instances  the  smears  were  reported  to  show  no 
epithelial  cells;  only  red  blood  cells  were  present. 
Smears  taken  one  week  later,  however,  after 
the  bloody  debris  had  been  wiped  away  prior 
to  taking  the  smears,  were  definitely  positive. 

In  27  cases  the  smears  were  considered  posi- 
tive for  adenocarcinoma  during  this  period. 
This  diagnosis  was  confirmed  by  curettage  in 
21  cases.  During  this  same  period,  however, 
25  women  whose  malignancy  was  established  by 
curettage  had  an  adenocarcinoma  “missed” 
by  our  technic  of  obtaining  smears.  One  pa- 
tient with  clusters  of  malignant  cells  unclassified 
on  a routine  smear  was  found  to  have  sarcoma 
of  the  uterus,  and  two  other  endometrial  sar- 
comas were  “missed”  by  the  smears. 

Since  1952  no  “false  positive”  for  squamous 
cell  carcinoma  has  been  reported. 

In  780  instances  endometrial  biopsies  were 
taken  at  the  time  the  smears  were  made.  In  30 
cases  biopsies  revealed  adenocarcinoma  of  the 
uterus,  nine  were  positive  for  squamous  cell  car- 
cinoma, two  were  positive  for  sarcoma  of  the 
uterus,  and  one  indicated  carcinoma  in  situ. 
Five  additional  endometrial  biopsies  were  con- 
sidered “suspicious,”  and  more  material  was 
requested.  One  of  these  patients  was  found  to 
have  a squamous  cell  carcinoma  of  the  cervix, 
and  another  proved  to  have  adenocarcinoma  of 
the  uterus.  The  remaining  three  were  regarded 
as  negative  after  thorough  curettage  under  anes- 
thesia in  the  hospital.  A total  of  45  cases  of  ad- 
enocarcinoma of  the  uterus  were  finally  diagnosed. 

To  date,  four  adenocarcinomas  of  the  uterus 
have  been  “missed”  by  the  endometrial  biopsy 
taken  in  the  office.  In  one  instance  practically 
no  material  coidd  be  obtained  with  the  curet; 
the  smear  was  reported  negative,  and  the  small 
amount  of  tissue  obtained  was  sent  for  sectioning, 
spun  down  for  cells,  and  the  debris  reported  to 
show  no  evidence  of  malignancy.  Adenocar- 
cinoma was  suspected  from  the  history,  however, 
and  its  presence  was  proved  by  hospitalization 
and  thorough  curettage  of  the  uterus.  In  two 
other  instances  neither  the  endometrial  biopsy 
curet  nor  the  sound  could  be  inserted  into  the 
uterine  canal,  and  no  material  could  be  obtained. 


Although  the  smear  was  negative  in  both  in- 
stances, both  patients  were  hospitalized,  and 
adenocarcinoma  was  demonstrated  by  cervical 
dilatation  and  uterine  curettage.  In  one  case, 
and  only  one,  good  endometrial  biopsies  were 
obtained  twice  which  were  reported  to  show  no 
evidence  of  malignancy,  but  at  the  time  of  the 
second  endometrial  biopsy  this  patient  had  a 
smear  positive  for  adenocarcinoma.  She  was 
admitted  to  the  hospital,  and  under  anesthesia 
adenocarcinoma  of  the  fundus  was  found  by  con- 
ventional curettage  of  the  uterus.  In  two  in- 
stances uterine  sarcoma  has  been  missed  by 
endometrial  biopsy,  and  in  both  cases  the  malig- 
nancy was  “missed”  by  the  smears  at  the  same 
time. 

One  interesting  experience  illustrates  the  re- 
liability of  cytology. 

A fifty-six-year-old  married  woman  was  first  seen 
April  1G,  1951,  because  of  prolapse,  at  which  time  a 
positive  smear  for  malignant  cells  was  obtained.  A 
repeat  smear  was  again  positive.  The  cervix 
looked  “negative.”  Vaginal  hysterectomy  had 
been  recommended,  and  she  finally  agreed  to  have 
surgery  on  October  5,  1951.  Pathologic  examination 
demonstrated  sections  of  the  endometrium  to  be 
generally  atrophic  and  the  myometrium  not  remark- 
able. The  cervix  was  reported  to  show  rather 
marked  atrophy  of  the  surface  epithelium  and 
glands.  Sections  through  a polyp  were  reported  as 
follows:  “some  typical  endometrial  glands,  many 

slightly  cystic.  There  are  also  adenomatous  areas 
with  glands  more  endocervical  in  pattern  with  a thin 
secretion,  and  in  these  adenomatous  areas  there  is 
minimal  mitotic  activity.”  However,  this  was  not 
considered  to  be  a true  malignancy,  and  we  initially 
regarded  this  as  a false  positive  smear. 

The  patient  returned  one  month  later  for  a post- 
operative checkup  and  was  found  to  be  negative. 
Two  months  later,  in  December,  1951,  she  com- 
plained of  bleeding  following  douches.  There  was  a 
large  granular  polyp  at  the  apex  of  the  vagina  which 
was  removed.  This  was  sent  for  pathologic  exam- 
ination, and  it  proved  to  be  granulation  tissue  with 
no  malignancy  in  it. 

She  did  not  return  for  over  three  .years,  until 
March,  1954,  when  she  again  complained  of  oc- 
casional spotting  during  the  two  previous  months. 
Smears  were  taken  from  a dime-sized  granular  spot 
on  the  floor  of  the  vagina,  and  a biopsy  of  this  was 
done  in  the  office.  Smears  were  positive  for  malig- 
nant cells,  and  the  biopsy  reported  anaplastic, 
medullary  carcinoma  suggesting  gland  formation. 
Reviewing  sections  of  the  endometrial  polyp  de- 
scribed originally  in  the  uterus,  the  pathologist  now- 
stated  the  lesion  might  be  considered  to  be  a mature 
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HOSPITALIZATION  FOR  DIAGNOSIS  OF  CARCINOMA  OF  UTERUS 
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adenocarcinoma.  A Wertheim  type  of  parametrial 
excision  was  done,  removing  the  vagina,  the  adja- 
cent adherent  portion  of  rectal  wall,  and  all  of  the 
lymph  nodes  in  the  pelvis.  A colostomy  was  done 
to  allow  the  rectal  defect  to  heal.  The  sections  of 
the  vagina  showed  undifferentiated  carcinoma  of  the 
vagina,  the  same  as  that  seen  in  the  previous  biopsy 
specimen.  Nine  lymph  nodes  showed  no  metastatic 
carcinoma.  To  date  she  has  shown  no  persistent  or 
recurrent  disease. 

Summary  and  Conclusion 

So  far  as  we  know,  squamous  cell  carcinoma 
of  the  cervix  has  not  been  missed  to  date  by  the 
routine  combination  of  smears  and  endometrial 
biopsy  whenever  the  examiner  thought  that  such 
i biopsy  was  indicated.  In  this  series,  however, 
adenocarcinoma  of  the  uterus  has  been  “missed” 
by  such  biopsies  four  times,  and  in  only  one  of 
these  instances  the  malignancy  was  detected  by 
j a positive  smear.  Our  routine,  therefore,  has 
failed  to  detect  three  cases  of  uterine  malignancy 
I suspected  clinically  and  demonstrated  by  curet- 
tage after  hospitalization.  Failure  of  the  detec- 
tion procedure  employed  in  the  office  was  obvi- 
ously due  in  these  instances  to  a failure  to  pro- 
i cure  a satisfactory  biopsy.  Prompt  recognition 
of  the  probability  of  malignancy  in  the  uterus 
and  recognition  of  our  failure  to  obtain  a satis- 
factory biopsy  resulted  in  hospitalization  for 
i curettage  and  establishment  of  the  diagnosis  with- 
out delay. 

In  conclusion,  we  believe  that  the  diagnostic 
procedures  that  can  easily  and  more  or  less 
routinely  be  employed  in  the  office  are  sufficiently 
accurate  to  rule  out  carcinoma  of  the  uterus  if 
the  following  precautions  are  observed : 

1.  Smears  to  detect  squamous  cell  carcinoma 
of  the  cervix  must  be  taken  from  the  squamo- 
columnar  junction.  A sound  should  then  be  in- 
troduced into  the  uterus  in  an  attempt  to  dis- 

; lodge  any  malignant  cells  present  and  a second 
smear  taken  of  any  discharge  or  debris  which 
appears  at  the  external  os. 

2.  Endometrial  biopsies  should  be  repeated 
immediately  if  sufficient  material  is  not  obtained, 
and  the  biopsy  must  not  be  considered  “nega- 
tive” unless  a satisfactory  biopsy  specimen  has 
been  obtained. 

3.  If  intelligently  taken  smears  show  no 
evidence  of  squamous  cell  carcinoma  of  the  cervix 
and  the  cervix  looks  “negative,”  this  possibility 
can  be  excluded.  When  adenocarcinoma  of  the 


uterus  is  suspected,  hospitalization  for  thorough 
curettage  is  indicated,  even  though  smears  and 
endometrial  biopsies  arc  negative. 

Discussion 

Michael  J.  Jordon,  M.D.,  New  York  City. — Dr. 
Hall  is  to  be  complimented  on  his  excellent  presenta- 
tion of  an  unusually  large  series  of  patients  studied 
in  the  main  by  cytologic  method  and  in  part  by  cor- 
related smears  and  biopsies.  I am  in  complete 
agreement  that  as  a rule  early  cancer  of  the  uterus 
can  be  detected  by  routine  and  relatively  simple 
diagnostic  procedures  in  the  office. 

There  can  be  no  disagreement  in  the  diagnosis  of 
early  carcinoma  of  the  cervix,  even  carcinoma  in 
situ.  Here,  with  a combination  of  carefully  carried 
out  clinical,  cytologic,  and  histologic  studies,  diag- 
nosis can  be  100  per  cent  accurate. 

The  weak  point  in  any  large  series  of  cases  is  the 
unknowns  or  the  missed  diagnoses — false  negatives — 
more  likely  to  occur  in  endometrial  lesions,  and  in  a 
large  series  like  Dr.  Hall’s  many  indeterminate  fac- 
tors make  it  impossible  to  get  a true  percentage  of 
accuracy.  The  only  way  to  determine  the  accuracy 
is  by  preoperative  cytologic  and  histologic  studies 
in  patients  who  come  to  surgery  within  a reasonable 
time  after  their  initial  visit. 

In  1050,  in  a paper  on  the  early  diagnosis  of  uter- 
ine cancer  and  its  management,  I pointed  out  that 
if  the  cervical  canal  is  blocked,  as  it  frequently  is  in 
carcinoma  of  the  endometrium,  cells  will  not  be  ex- 
foliated into  the  vaginal  secretions,  and  a higher  per- 
centage of  accurate  diagnoses  would  be  obtained  if 
smears  from  the  endometrial  cavity  were  studied  in 
conjunction  with  endometrial  suction  biopsy  curet- 
tage. The  figures  were  approximate  and  needed 
verification. 

Early  in  1953  at  the  Strang  Clinic  of  Memorial 
Center  we  outlined  a study  which  shortly  thereafter 
was  put  into  effect.  Most  important  was  the  need 
to  establish  by  the  planned  correlation  of  smears  and 
biopsy  in  the  same  cases  a relative  baseline  from 
which  might  be  determined  a percentage  of  diagnos- 
tic error.  One  of  the  subgroups  in  this  study  was 
made  up  of  patients  from  my  private  practice  who 
had  symptoms  and/or  signs  of  endometrial  dis- 
orders. A number  of  these  naturally  came  to  sur- 
gery. Specimens  were  submitted  in  routine  manner 
to  the  departments  of  pathology  and  cytology, 
neither  knowing  the  study  was  being  carried  out. 
The  operative  group  is  composed  of  128  consecutive 
patients;  25  had  malignant  lesions  of  the  endo- 
metrium (Table  I). 

In  those  cases  of  endometrial  carcinoma  where  the 
cervical  canal  is  not  blocked,  exfoliated  endometrial 
cells  will  usually  collect  in  the  vaginal  pool.  In  our 
experience  the  accuracy  of  vaginocervical  smears  is 
almost  equal  to  that  of  the  endometrial  smears. 
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TABLE  I. — Comparison  of  Acccract  of  Cytologic  Studies  and  Endometrial  Biopsy  in  Diagnosis  of  25  Cases  01 

Carcinoma  of  Endometridm 


, Positive , . Suspicious , Positive  and  Suspicious  . Negative . 

Per  Per  Per  Per 

Smears  and  Biopsies  Number  Cent  Number  Cent  Number  Cent  Number  Cent 


Vaginocervical  smears 
Vaginocervical  smears  after  re- 

13 

52 

4 

16 

17 

68 

8 

32 

view 

13 

52 

6 

24 

19 

76 

6 

24 

Endometrial  smears 

13 

52 

5 

20 

18 

72 

6 

24 

Endometrial  smears  after  review 

15 

60 

6 

24 

21 

84 

5 

20 

Endometrial  biopsies 

23 

92 

0 

0 

23 

92 

2 

8 

TABLE  II. — Accuracy  of  Diagnoses  by  Cytologic 
Studies  and  Endometrial  Biopsy  as  Compared  to  Surgi- 
cal Specimens  in  9 Cases  of  Carcinoma  of  Endometrium 
with  Negative  Cytology  and  Biopsy 


Case 

Vagino- 

cervical 

Smear 

Endo- 

metrial 

Smear 

Endo- 

metrial 

Biopsy 

Surgical 

Speci- 

mens 

1 

Negative 

Negative 

Positive 

Positive 

2 

Negative 

Negative 

Positive 

Positive 

3 

Negative 

Negative 

Positive 

Positive 

4 

Negative 

Negative 

Positive 

Positive 

5 

Negative 

Negative 

Positive 

Positive 

6 

Suspicious 

Suspicious 

Negative 

Positive 

7 

Negative 

Suspicious 

Negative 

Unsatisfac- 

tory 

Positive 

8 

Negative 

Suspicious 

Positive 

Positive 

9 

Negative 

Negative 

Positive 

Positive 

Among  the  vaginocervical  smears  13  were  positive 
and  four  suspicious,  totaling  17  or  68  per  cent  of  the 
25  cases.  There  were  also  13  positive  endometrial 
smears,  but  five  were  suspicious,  giving  a total  of  18 
or  72  per  cent.  All  cytologic  material  was  reviewed 
at  the  time  of  this  correlation  because  during  the 
three  years  in  which  this  study  has  been  carried  out 
a substantial  advance  in  the  knowledge  and  inter- 
pretation of  endometrial  cytology  has  been  made. 
Not  only  have  the  cytologic  criteria  of  malignancy 
been  better  established,  but  the  endometrial  atypias 
due  to  inflammatory  changes,  polyps,  hyperplasias, 
etc.,  are  now  recognized  as  previously  confusing  fac- 
tors. It  is  this  increased  knowledge  that  accounts 
for  the  more  accurate  diagnosis  from  reviewed 
smears.  The  percentage  of  accuracy  increased  in 
vaginocervical  smears  from  68  to  76  per  cent  and  in 
endometrial  smears  from  72  to  84  per  cent. 

In  the  25  cases  of  endometrial  carcinoma  the  endo- 
metrial biopsy  was  positive  in  23  cases,  an  accuracy 
of  92  per  cent.  Our  experience,  therefore,  shows 
that  endometrial  biopsy  is  a valuable  diagnostic 


TABLE  III. — Comparison  of  Accuracy  of  Cytologii 
Studies  and  Endometrial  Biopsy  in  25  Cases  of  Car- 
cinoma of  Endometrium 


Vagino- 

cervical 

Smears 

Endo- 

metrial 

Smears 

Com- 

bined 

Smears 

Endo- 
metrial Three 
Biopsy  Combined 

First 

report 

68% 

72% 

72% 

92% 

100% 

Review 

report 

76% 

84% 

84% 

procedure  in  carcinoma  of  the  endometrium  in  spite 
of  the  fact  that  it  has  been  consistently  discouraged 
because  of  its  presumed  inadequacies. 

In  nine  cases  with  a report  of  negative  cytology  or 
biopsy,  we  found  that  of  the  eight  negative  vagino- 
cervical smears,  seven  were  proved  positive  by  endo- 
metrial biopsy.  The  eighth  case  (number  7 in 
Table  II)  had  a negative  vaginocervical  smear  but  a 
suspicious  endometrial  smear.  There  was  a stenosis 
at  the  internal  os,  and  endometrial  biopsy  could  not  ’ 
be  obtained.  A diagnostic  curettage  was  done  with  a 
pathologic  diagnosis  of  superficial  adenocarcinoma. 
The  six  negative  endometrial  smears  were  proved 
positive  by  endometrial  biopsy,  but  endometrial  . 
biopsy  was  not  100  per  cent  accurate  (note  Cases  6 , 
and  7). 

The  comparative  and  combined  accuracy  of  the 
three  methods  used  in  this  study,  as  demonstrated  | 
in  Table  III,  reveals  an  84  per  cent  accuracy  of  the 
cytologic  method  as  opposed  to  92  per  cent  for  endo- 
metrial biopsy.  The  combination  of  cytology  and 
biopsy  gives  an  accuracj'  of  100  per  cent. 

When  one  realizes  that  the  prognosis  in  carcinoma 
is  chief!}-  dependent  on  early  diagnosis  and  adequate 
treatment,  no  one  modality  can  be  omitted,  particu- 
larly in  an  organ  that  is  so  adaptable  to  office  pro- 
cedures. 


It  is  a true  proverb,  that  if  you  live  with  a lame  man  you  will  learn  to  halt.  Plutarch 
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We  have  completed  an  investigation  of  the 
results  of  the  Master  “two-step  exercise 
test”  in  250  patients  with  definite  coronary 
artery  disease  in  order  to  establish  conclusively 
the  diagnostic  value  of  this  test.  Master  and 
his  associates  in  earlier  reports  surveyed  the 
literature  on  the  Master  “two-step”  and  other 
functional  tests  of  the  heart.1-8  Scherf  and  his 
associates9-11  have  also  published  extensive 
reports  on  exercise  electrocardiograms. 


Technic  of  Performing  the  Master 
' “ Two-Step  Test” 

' 4 Since  the  Master  “two-step  test”  is  widely  used, 
l!”  unstandardized  modifications  of  it  are  frequently 
™ employed,  and  therefore,  the  results  obtained  from 
11  these  latter  procedures  are  inconstant  and  unreli- 
1 able.  Again,  knowledge  gained  from  our  own  ex- 
1-1  perience  has  impelled  us  to  make  minor  improve- 
1,9  ments  in  our  procedure.  Hence,  a review  of  our 
" technic,  criteria,  and  the  precautions  which  we  take 
[l!’  is  important. 

" The  patient  is  prepared  essentially  as  for  a basal 
1,1  metabolism  test.  After  a good  night’s  rest,  he 
■'  should  either  have  no  breakfast  or  only  a dry  piece 
of  toast  or  cracker  and  a cup  of  weak  tea.  Smok- 
“ ing  and  medicines  are  prohibited  that  morning. 
B In  order  for  the  patient  to  be  at  ease,  a matter-of- 
* fact,  calm  atmosphere  should  prevail.  There  should 
be  a short  rest  period  just  before  the  test  is  started. 

The  two  steps  are  each  9 inches  high,  and  the 
subject  ascends  the  steps  and  walks  down  the  other 
side  (Fig.  1).  This  is  counted  as  one  trip.  He  then 
turns  and  retraces  his  steps.  This  is  another  trip. 
Full  details  have  been  described  in  previous  publica- 
tions.1-8 

The  method  of  performing  the  “two-step  exercise 
test”  should  not  be  varied.  Before  any  exercise  is 
undertaken,  the  12-lead  resting  electrocardiogram 
must  be  normal.  It  is  usually  taken  with  the  patient 
in  a recumbent  position.  If  a photographic  electro- 
cardiograph is  used,  the  tracing  should  be  developed 


* By  invitation. 

Presented,  in  part,  at  the  150th  Annual  Meeting  of  the 
Medical  Society  of  the  State  of  New  York,  New  York  City, 
Section  on  Medicine,  May  11,  1956. 


Fig.  1.  Picture  of  “two  steps.” 


before  the  test  is  done. 

While  the  exercise  is  being  performed,  the  elec- 
trodes should  be  kept  in  place.  The  number  of 
trips  varies  with  the  age,  sex,  and  weight  of  the  pa- 
tient (Table  I).  To  give  the  patient  a sense  of  secur- 
ity, the  steps  are  placed  near  a wall.  Thus,  shoidd 
the  patient  so  desire,  he  can  support  himself.  As 
each  trip  is  completed,  the  subject  should  turn  in 
the  same  direction,  i.e.,  either  always  toward  the 
wall  or  always  toward  the  person  supervising  the 
test.  An  occasional  firm  grip  on  the  patient’s 
arm  as  he  climbs  the  steps,  without  exerting  any  up- 
ward force,  may  increase  his  confidence.  A large 
clock  or  a wristwatch  with  a sweep  second  hand 
should  be  used  to  regulate  rate  of  ascent  and  descent 
of  the  patient.  If  the  pace  is  too  slow,  he  is  urged  to 
go  faster;  if  he  walks  too  rapidly,  he  is  asked  to  slow 
his  rate.  This  is  done  so  that  the  specified  number 
of  trips  may  be  completed  at  the  end  of  the  time 
allotted  for  the  test:  one  and  one-half  minutes 

(single  test)  or  twice  the  number  of  trips  in  three 
minutes  (double  test).  A variation  of  one  to  three 
seconds  is  of  no  importance. 
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TABLE  I. — “Master  Two-Step  Test,”  Standard  Number  of  Ascents,  Men  and  Women,  by  Age  and  Weight 


5 

10 

15 

20 

25 

30 

— Age — 
35 

40 

45 

50 

55 

60 

65 

to 

to 

to 

to 

to 

to 

to 

to 

to 

to 

to 

to 

to 

9 

14 

19 

24 

29 

34 

39 

44 

49 

54 

59 

64 

69 

MALES 


Weight 
40  to  49 


50  to  59 

33 

35 

32 

GO  to  69 

31 

33 

31 

70  to  79 

28 

32 

30 

80  to  89 

26 

30 

29 

29 

29 

28 

27 

27 

26 

25 

25 

24 

23 

90  to  99 

24 

29 

28 

28 

28 

27 

27 

26 

25 

25 

24 

23 

22 

100  to  109 

22 

27 

27 

28 

28 

27 

26 

25 

25 

24 

23 

22 

22 

110  to  119 

20 

26 

26 

27 

27 

26 

25 

25 

24 

23 

23 

22 

21 

120  to  129 

18 

24 

25 

26 

27 

26 

25 

24 

23 

23 

22 

21 

20 

130  to  139 

16 

23 

24 

25 

26 

25 

24 

23 

23 

22 

21 

20 

20 

140  to  149 

21 

23 

24 

25 

24 

24 

23 

22 

21 

20 

20 

19 

150  to  159 

20 

22 

24 

25 

24 

23 

22 

21 

20 

20 

19 

18 

160  to  169 

18 

21 

23 

24 

23 

22 

22 

21 

20 

19 

18 

18 

170  to  179 

20 

22 

23 

23 

22 

21 

20 

19 

18 

18 

17 

180  to  189 

19 

21 

23 

22 

21 

20 

19 

19 

18 

17 

16 

190  to  199 

18 

20 

22 

21 

21 

20 

19 

18 

17 

16 

15 

200  to  209 

19 

21 

21 

20 

19 

18 

17 

16 

16 

15 

210  to  219 

18 

21 

20 

19 

18 

17 

17 

16 

15 

14 

220  to  229 

17 

20 

20 

19 

18 

17 

16 

15 

14 

13 

FEMALES 

(’eight 

40  to  49 

- 35 

35 

33 

50  to  59 

33 

33 

32 

60  to  69 

31 

32 

30 

70  to  79 

28 

30 

29 

80  to  89 

26 

28 

28 

28 

28 

27 

26 

24 

23 

22 

21 

21 

20 

90  to  99 

24 

27 

26 

27 

26 

25 

24 

23 

22 

22 

21 

20 

19 

100  to  109 

22 

25 

25 

26 

26 

25 

24 

23 

22 

21 

20 

19 

18 

110  to  119 

20 

23 

23 

25 

25 

24 

23 

22 

21 

20 

19 

18 

18 

120  to  129 

18 

22 

22 

24 

24 

23 

22 

21 

20 

19 

19 

18 

17 

130  to  139 

16 

20 

20 

23 

23 

22 

21 

20 

19 

19 

18 

17 

16 

140  to  149 

18 

19 

22 

22 

21 

20 

19 

19 

18 

17 

16 

16 

150  to  159 

17 

17 

21 

20 

20 

19 

19 

18 

17 

16 

16 

15 

160  to  169 

15 

16 

20 

19 

19 

18 

18 

17 

16 

16 

15 

14 

170  to  179 

13 

14 

19 

18 

18 

17 

17 

16 

16 

15 

14 

13 

180  to  189 

13 

18 

17 

17 

17 

16 

16 

15 

14 

14 

13 

190  to  199 

12 

17 

16 

16 

16 

15 

15 

14 

13 

13 

12 

200  to  209 

16 

15 

15 

15 

14 

14 

13 

13 

12 

11 

210  to  219 

15 

14 

14 

14 

13 

13 

13 

12 

11 

11 

220  to  229 

14 

13 

13 

13 

13 

12 

12 

11 

11 

10 

When  the  exercise  has  been  completed,  the  patient 
immediately  returns  to  the  recumbent  position.  An 
electrocardiogram  is  taken  at  once,  another  is  taken 
two  minutes  later,  and  a third  six  minutes  after 
cessation  of  the  exercise.  Originally,  we  preferred 
to  record  the  three  standard  leads  and  one  precordial 
lead,  usually  V4  or  V5,  whichever  had  the  better 
combination  of  a tall  It  and  small  S wave.  The 
precordial  leads  have  been  found  to  be  the  most 
informative,  however,  and  for  several  years  now  we 
have  been  taking  only  lead  II  of  the  limb  leads 
(frontal  plane)  and  precordial  leads  V3,  V4,  and  Vs, 
or  V4,  V5,  and  V6  (horizontal  plane).  These  four 
leads  can  easily  be  obtained  within  forty  seconds. 
On  rare  occasions  electrocardiographic  changes  may 
be  missed  if  more  than  a minute  is  required  for  the 
“immediate”  record,  but  one  minute  is  actually 
ample  time  to  obtain  the  first  postexercise  electro- 
cardiogram. 

When  the  baseline  (line  of  reference)  of  the  elec- 
trocardiogram ascends,  there  is  a tendency  for  the 
RS-T  segment  to  be  elevated  artificially.  It  may 


be  depressed  when  the  baseline  descends.  For  this 
reason  it  is  wise  to  obtain  a record  of  three  or  four 
beats  on  a horizontal  level,  so  that  the  reading  of  the 
exercise  electrocardiogram  can  be  accurately  made. 
The  baseline  is  the  P-Q  or  the  P-R  interval  (just 
before  the  start  of  the  QRS  complex)  and  not  the 
T-P  interval. 

Precautions 

If  the  following  simple  precautions  are  heeded, 
the  test  is  completely  safe : 

1.  The  “two-step  test”  should  be  performed 
only  if  the  12-lead  resting  electrocardiogram 
taken  immediately  prior  to  the  test  is  normal. 

2.  The  exercise  should  be  discontinued  if 
the  patient  complains  of  chest  pain. 

3.  The  test  should  not  be  done  when  the 
patient  is  sick. 

4.  A single  test  should  always  first  be  per- 
formed on  patients.  Only  when  the  single  test 


1052 


New  York  State  J.  Med. 


CORONARY  ARTERY  DISEASE  AND  “TWO-STEP  EXERCISE  TEST ” 


TABLE  II. — Age  and  Sex  of  250  Cases 


Age 

Males 

Females 

30  to  39 

10 

i 

40  to  49 

61 

4 

50  to  59 

98 

12 

60  to  69 

44 

13 

70  to  79 

5 

2 

T OTAL 

218 

32 

is  negative,  should  the  double  test  be  under- 
taken. The  latter  is  usually  done  an  hour  after 
the  single  test  or  on  the  following  morning. 

With  these  precautions  we  have  never  had  an 
accident  during  the  performance  of  the  “two-step 
} exercise  test.”  So-called  modifications  of  the 
test  may  be  dangerous  since  they  usually  re- 
quire excessive  physical  exertion.  They  are,  in 
addition,  of  little  clinical  diagnostic  value  since 
no  criteria  have  been  established  to  determine 
what  constitutes  a positive  residt  in  these  var- 
' ious  modifications. 

Criterion  of  a Positive  Test 

An  RS-T  depression  of  more  than  0.5  mm.  in 
any  lead  is  our  criterion  of  a positive  test.  T- 
I wave  alterations  may  often  occur  with  the  RS-T 
! depressions.  Minor  T-wave  changes  alone  are 
less  significant,  but  definite  T-wave  inversion  is 
probably  abnormal.  Transient  arrhythmias  or 
i bundle  branch  block  are  of  little  diagnostic  im- 
- | portance. 

Present  Study 

We  have  observed  for  many  years  that  the 
r 1 test  is  positive  in  the  vast  majority  of  cases  of 
coronary  artery  disease,  but  because  inquiries 
have  often  been  made  for  specific  information  on 
this  point,  we  have  undertaken  a thorough  stud}" 
of  this  problem.  Two  hundred  and  fifty  con- 
secutive cases  of  unequivocal  coronary  artery 
disease  were  chosen.  The  diagnosis  was  es- 
1. 1 tablished  either  by  the  development  of  an  acute 
coronary  occlusion  or  by  an  episode  of  acute 
1 “coronary  insufficiency,”  as  we  have  described 
J it.12- 1 3 Frequent  attacks  of  a classic  anginal 
syndrome  were  also  considered  presumptive  evi- 
ii ! dence  of  coronary  artery  disease.  An  arbitrary 
limit  of  three  years  before  or  after  the  perform- 
if ! ance  of  the  Master  “two-step  exercise  test” 
was  chosen,  during  which  the  presence  of  definite 
r-  coronary  artery  disease  could  be  determined, 

•t  We  reviewed  the  cases  without  prior  knowledge 


TABLE  III. — Type  of  Coronary  Disease  in  250  Cases 


"Two-Step”  Tests . 


Type  of  Coronary 
Disease 

Number 

of 

Cases 

Posi- 

tive 

Single 

Nega- 

tive 

Single, 

Posi- 

tive 

Double 

Single 

and 

Double 

Nega- 

tive 

Subsequent  coro- 
nary occlusion 

31 

20 

10 

i 

Subsequent  coro- 
nary insufficiency 

18 

15 

2 

i 

Previous  coronary 
occlusion 

35 

15 

17 

3 

Previous  coronary 
insufficiency 

66 

37 

28 

1 

Typical  angina  pec- 
toris 

100 

55 

43 

2 

Total 

142 

100 

8 

of  the  results  of  the  exercise  test  and  agreed  on 
the  diagnosis. 

The  diagnosis  of  coronary  occlusion  was  based 
not  only  on  a good  or  classic  clinical  history,  but 
also  on  a pathognomonic  electrocardiogram 
(typical  Q waves,  RS-T  segment  elevations,  anti 
T-wave  changes). 

The  diagnosis  of  acute  coronary  insufficiency12-13 
was  based  on  the  occurrence  of  an  episode  of 
severe  chest  pain  which  necessitated  medical 
intervention.  Only  RS-T  segment  depressions 
and/or  T-wave  alterations  were  observed;  no 
Q waves  developed,  and  no  RS-T  elevations  ap- 
peared. 

The  diagnosis  of  classic  angina  pectoris  was 
based  on  the  frequent  occurrence  of  short  attacks 
of  substernal  pain  or  pressure  produced  by  effort 
and/or  emotion,  on  the  early  subsidence  of  the 
pain  or  pressure  after  removal  of  the  precipitating 
cause,  and  on  the  rapid  relief  of  the  attack  by 
nitroglycerin. 

Of  the  250  patients  studied,  only  12  had  no 
chest  pain.  In  all  cases,  however,  the  clinical 
diagnosis  of  coronary  artery  disease  was  re- 
peatedly confirmed.  When  the  patients  could 
not  be  observed  personally,  the  referring  phy- 
sician was  asked  to  supply  detailed  information 
on  their  status.  Whenever  a patient  was  not 
under  medical  attention,  he  was  questioned 
directly  by  mail  or  by  telephone.  In  the  event 
of  his  death  the  patient’s  family  was  interrogated. 

Material 

Of  the  250  patients  studied,  218  were  males  and 
32  females,  a ratio  of  about  7 to  1 (Table  II). 
The  patients  fell  into  five  groups:  (1)  those  with 
a subsequent  coronary  occlusion,  (2)  those  with 
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Control  Immediate  2 minute  6 minute 


if 


Fig.  2.  Male,  age  fifty-four,  “two-step”  test.  Subsequent  coronary  occlusion.  Angina  pectoris.  Electro- 
cardiogram on  April  15,  1953,  essentially  negative  but  double  “two-step”  test  positive.  Five  months  later  patient 
had  anteroseptal  infarction  (electrocardiogram  October  29,  1953). 


a subsequent  coronary  insufficiency,  (3)  those 
who  had  had  a previous  coronary  occlusion, 
(4)  those  who  had  suffered  from  a previous 


coronary  insufficiency,  and  (5)  those  with  a 
classic  anginal  syndrome  due  to  coronary  artery 
disease  (Table  III). 
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Fig.  3.  Male,  age  sixty-one,  “two-step”  test.  Subsequent  acute  coronary  insufficiency.  Anginal  syndrome. 
Resting  electrocardiogram  on  November  26,  1952,  normal  but  single  “two-step”  test  positive.  Forty-five  days 
later  patient  had  attack  of  acute  coronary  insufficiency  with  characteristic  electrocardiographic  abnormalities 
(January  10,  1953).  Died  in  1954  during  second  attack. 


Group  I. — Thirty-one  patients  developed  a 
| coronary  occlusion  within  a period  of  three  years 
after  the  Master  “two-step”  test  was  done 
(Fig.  2,  Table  III).  In  30  cases  the  “two-step” 

I tests  were  positive,  the  single  test  (one  and  a 
i half  minutes)  in  20  cases  and  the  double  test 
(three  minutes)  in  ten  cases.  In  only  one  in- 
1 stance  were  the  single  and  the  double  tests  both 
negative. 

A coronary  occlusion  occurred  21  times  within 
the  first  year  after  the  test  was  done,  seven  times 
in  the  second  year,  and  three  times  in  the 
third  year.  Twenty  patients  died  within  a 
period  of  three  years  after  a positive  Master 
test,  practically  all  as  a result  of  heart  disease. 

Group  II. — Eighteen  patients  suffered  from  an 
attack  of  acute  coronary  insufficiency  within  a 
period  of  three  years  after  the  test  was  done 
(Fig.  3,  Table  III).  In  nine  the  attack  occurred 


within  a year,  in  five  during  the  second  year,  and 
in  four  during  the  third  year. 

In  15  of  these  18  cases  the  single  “two-step” 
test  was  positive,  in  two  the  double  test  was 
positive,  and  in  one  both  were  negative. 

Group  III.- — Thirty-five  patients,  predom- 
inantly men,  had  had  a definite  coronary  oc- 
clusion before  the  “two-step”  test  was  done 
(Fig.  4,  Table  III).  In  all  instances,  however, 
the  12-lead  resting  electrocardiogram  had  either 
become  normal,  or  only  Q waves  remained. 
None  of  the  electrocardiograms  showed  RS-T 
changes.  T-wave  inversions  were  occasionally 
seen  only  in  lead  III  and  possibly  in  the  aVF  lead. 

In  15  patients  the  single  “two-step”  test  was 
positive.  In  17  the  single  test  was  negative,  but 
the  double  test  was  positive.  In  three  both  the 
single  and  the  double  “two-step”  tests  were 
negative. 
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9/29/53 

Control  Immediate  2 minute  6 minute 


Vo 

L 

3 

Fig.  4.  Male,  age  forty-five,  “two-step”  test.  Previous  coronary  occlusion  and  angina  pectoris.  Electrocar- 
diogram on  September  2E  1953,  indicates  old  diaphragmatic  infarction.  The  single  “two-step”  test  was  positive. 


Eight  of  these  35  patients  died,  six  within  a 
period  of  three  years. 

Group  IV. — Sixty-six  patients  had  suffered 
from  an  attack  of  acute  coronary  insufficiency 
within  a period  of  three  years  before  the  per- 
formance of  the  “two-step”  test  (Fig.  5,  Table 
III).  In  47  the  acute  coronary  insufficiency  had 
occurred  one  year  before  the  test  was  done,  in 
14  cases  two  years  before,  and  in  five  cases  three 


years  before. 

The  single  “two-step”  test  was  positive  in  | 
37  patients.  The  single  test  was  negative,  but  l 
the  double  test  was  positive  in  28  patients.  In  j 
only  one  instance  were  both  tests  negative. 

Group  V. — One  hundred  patients  had  typical  I 
angina  pectoris  (Fig.  6,  Table  III).  The  age  and 
sex  incidence  was  similar  to  that  of  the  entire  I 
group.  In  55  the  single  “two-step”  test  was  I 
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Fig.  5.  Male,  age  sixty-three.  Previous  acute  coronary  insufficiency.  Severe  anginal  syndrome.  “Two-step” 
test.  Electrocardiogram  on  March  28,  1955,  during  attack  disclosed  RS-T  depressions  in  leads  I,  II,  aVF,  and 
V3,  V„  V5,  and  V6.  One  week  later  (April  5,  1955)  electrocardiogram  showed  improvement.  Two  months  later 
electrocardiogram  normal  but  single  “two-step”  test  positive. 


positive.  In  43  the  single  test  was  negative 
but  the  double  test  was  positive,  and  in  two  both 
the  single  and  double  tests  were  negative. 

In  summary,  then,  the  single  “two-step”  test 
(one  and  one-half  minute  exercise)  was  positive 
in  142  of  the  250  cases  studied,  i.e.,  it  gave 
electrocardiographic  evidence  of  some  inter- 
ference with  the  coronary  circulation.  In  100 
the  single  test  was  negative,  but  the  double 
“two-step”  test  (three-minute  exercise)  was 
positive.  In  only  eight  cases  were  both  the 
single  and  double  tests  considered  to  be  normal, 
although  they  were  equivocal  in  four  of  these. 
In  all  250  cases  the  resting  electrocardiogram  was 
normal  or  considered  normal  for  test  purposes 
since  none  showed  RS-T  changes  or  T-wave 
inversions  in  significant  leads. 

Comment 

In  view  of  the  protean  nature  of  coronary 
artery  disease,  we  believe  it  is  rather  remarkable 
that  our  diagnostic  criterion,  the  “two-step 


test,”  was  negative  in  only  eight  of  the  250  cases 
studied  (3.2  per  cent).  We  know  of  no  other 
safe  exercise  test  which  can  be  expected  to  give 
more  accurate  diagnostic  results.  No  laboratory 
test  is  infallible.  Clinical  judgment  and  skill 
are  always  essential  in  diagnosis.  The  history, 
physical  examination,  and  other  laboratory 
findings  are  extremely  important.  The  Master 
“two-step  test”  is  only  a diagnostic  aid,  but  as 
such  it  is  invaluable  in  the  diagnosis  of  coronary 
artery  disease. 

Davis,  Scarborough,  Mason,  Singewald,  and 
Baker14  report  that  only  50  per  cent  of  their 
cases  of  coronary  disease  showed  positive  “two- 
step”  exercise  tests.  We  cannot  accept  their 
findings  or  explain  their  results.  In  all  likeli- 
hood the  explanation  lies  in  their  clinical  diag- 
nosis of  coronary  artery  disease. 

Since  the  chest  pain  of  coronary  disease  is 
often  atypical,  a functional  test  of  the  heart  is  of 
great  value.  Indeed,  the  appearance  of  only  one 
or  two  of  the  usual  characteristics  of  Heberden’s 


March  15,  1957 


1057 


MASTER,  FIELD,  AND  DONOSO 


aVR 


aVL 


v4 


v£ 


— 

4 

xi 

Nm 

8-8-52 

Control 


d 


1 

Immediate  2 minute  6 minute 


s 


i 

1 

| 

A, 

P 

Pf-p  ppp 


rrr 


aVF 


V, 


ffi. 


Fig.  6.  Male,  age  fifty-three,  “two-step”  test.  Typical  angina  pectoris  due  to  coronary  disease.  Resting  electro- 
cardiogram on  August  7,  1952,  normal.  Double  “two-step”  test  positive. 


angina  is  not  enough  to  establish  the  diagnosis. 
Coronary  disease  may  manifest  itself  as  an  ache 
and  not  as  pressure ; it  may  be  localized  over  the 
precordium  and  not  over  the  sternum;  it  may 
not  be  precipitated  by  walking  at  a regular  or 
even  fast  pace;  it  may  not  be  relieved  by  nitro- 
glycerin.16 Extracardiac  conditions  too  may 
produce  a somewhat  similar  tightening  or  pres- 
sure in  the  chest.  The  pressure  may  be  felt  in 
the  sternum  and  not  over  the  precordium.  It 
may  even  be  relieved  by  nitroglycerin.  It  may 


be  caused  by  emotion  and  occasionally  may  be 
precipitated  by  effort. 

We  believe  that  standardization  of  the  “two- 
step"  exercise  test  according  to  age,  sex,  and 
weight  of  the  individual  patient  is  essential. 
In  patients  who  have  clinically  definite  coronary 
artery  disease,  too  little  exertion  may  not  cause 
sufficient  burden  on  the  coronary  circulation  to 
produce  electrocardiographic  changes.  On  the 
other  hand,  much  more  strenuous  exertion  may 
prove  to  be  dangerous  in  such  patients  and 
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may  cause  electrocardiographic  changes  even  in 
normal  subjects. 

Because  of  the  importance  of  standardization 
of  the  exercise,  we  have  always  used  the  term 
“Master  ‘two-step’  exercise  test”  to  distinguish 
it  from  modifications.  Modifications  of  the 
Master  test,  by  varying  the  type  of  exercise  and 
the  time  spent  in  doing  it,  are  constantly  being 
made.  Knee-bending,  dumbbell  exercises,  run- 
ning up  stairs,  walking  around  the  block,  per- 
forming leg  exercises  in  bed,  walking  a treadmill 
with  an  inclination,  walking  the  “two  steps”  until 
pain,  dyspnea,  or  fatigue  develop,  touching  the 
toes,  walking  up  and  down  only  one  side  of  the 
“two  steps,”  stepping  onto  and  down  from  a 
single  step,  chair,  or  box  12  to  20  inches  high  (the 
“step-up”  test)  may  be  forms  of  exercise  but 
otherwise  have  nothing  whatsoever  in  common 
with  the  Master  test.  They  are  often  dangerous, 
they  have  not  been  standardized,  and  they  make 
no  provisions  for  differences  in  age,  sex,  and 
weight  of  the  subjects  tested.  Furthermore, 
when  steps  higher  than  9 inches  are  used,  the 
tall  patient  has  a distinct  mechanical  advantage, 
and  the  man  of  average  height  or  the  short  per- 
son is  handicapped. 

Our  first  report  on  the  “two-step”  test  by  Enid 
T.  Oppenhenmer  and  Master1  was  published  in 
1929  after  four  years  of  experimentation  at 
Cornell  University  Medical  College  where  va- 
rious types  of  exercise,  various  rates  of  climb,  and 
different  heights  of  steps  were  employed.  In  1941 
a report  on  the  standardized  Master  “two-step” 
test,  employing  electrocardiographic  criteria,3  was 
published.  We  had  empirically  discovered  that 
electrocardiographic  changes  following  the  exercise 
were  of  more  practical  value  than  were  the  blood 
pressure  and  pulse  response  since  the  former  were 
more  objective.  Also  by  long  practical  expe- 
rience we  found  that  if  the  single  “two-step” 
(one  and  one-half  minute)  exercise  is  negative, 
the  double  test  (three  minute)  exercise  must  be 
essayed.  Long  experience  has  also  convinced  us 
that  the  number  of  trips,  originally  determined  on 
a mathematical  and  statistical  basis,1  represented 
the  true  physiologic  limits  of  stress  for  the 
electrocardiogram  for  normal  men  and  women 
physically  trained  or  untrained. 

Scherf  and  Schaffer10  in  1952  included  in  the 
“electrocardiographic  exercise  test”  such  di- 
verse physical  activities  as  climbing  two  flights 
of  stairs  hurriedly  or  one  flight  of  stairs  slowly, 
knee-bending,  dumbbell  exercises,  “two-steps,” 


and  having  the  patient  walk  at  variable  speeds. 
They  gauged  the  rate  and  quantity  of  work  on 
the  basis  of  the  known  exertion  which  caused 
chest  pain  in  each  patient.  Hence,  the  amount 
of  exercise  differs  markedly  for  each  patient. 
They  wrote,  “Patients  who  develop  pain  only 
after  severe  exertion  are  asked  to  climb  several 
flights  of  stairs  rapidly.”  We  are  strongly  of  the 
opinion  that  severe  exertion  may  be  very  dan- 
gerous. Moreover,  we  believe  it  essential  that 
allowances  be  made  for  differences  in  age,  sex, 
and  weight  in  an  exercise  test,  whereas  Scherf 
and  his  associates  think  that  an  exercise  test  does 
not  require  any  standardization.  Tests  are  not 
comparable  if  the  exertion  varies.  Merely  be- 
cause a man  can  walk  only  20  feet  outdoors  be- 
fore he  experiences  chest  pain  may  be  no  indica- 
tion at  all  as  to  the  physical  exertion  he  can  per- 
form indoors.  The  same  patient  may  be  able  to 
walk  the  Master  “two  -steps”  42  trips  (84  steps) 
without  developing  any  symptoms  and  still  show 
the  characteristic  electrocardiographic  changes  of 
coronary  artery  disease.  The  vast  majority  of 
patients  with  coronary  disease  do  not  develop 
pain  during  or  after  the  performance  of  our  test. 
A minimal  number  experience  slight  chest  dis- 
comfort. Yet,  the  same  vast  majority  do  ex- 
perience chest  pressure,  fatigue,  or  dyspnea  while 
walking  on  a level  or  up  a slight  hill  or  while 
climbing  a flight  of  stairs  indoors  or  out.  The 
reassurance  that  comes  in  a doctor’s  office,  the 
short  rest  while  turning  to  make  each  succeeding 
trip  over  the  steps,  or  the  indoor  warmth  may 
account  for  the  absence  of  symptoms  during  the 
performance  of  the  Master  test.  Nevertheless, 
before  the  test  is  begun,  each  patient  is  told  to 
stop  the  exercise  if  any  pain  or  pressure  develops. 

Proof  that  standardization  is  necessary  is 
found  in  the  results  of  this  very  investigation  in 
which  two  fifths  of  the  patients  with  coronary 
disease  who  had  a positive  double  Master  “two- 
step  exercise  test”  had  also  had  a negative  single 
Master  “two-step  test.”  But,  more  important, 
in  scores  of  patients  whom  we  have  examined  on 
various  occasions,  a partial  or  incomplete  single 
Master  test  (less  than  the  required  number  of 
trips)  was  negative,  but  a full  single  test  was 
positive.* 

Since  the  test  was  first  devised,  it  has  been 
performed  by  20,000  or  more  patients  under  our 
personal  supervision.  In  not  one  case  has  there 
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been  an  accident  as  a result  of  the  test.  This  is 
all  the  more  remarkable  since  thousands  of  at- 
tacks of  acute  coronary  disease  occur  daily  in  this 
country.  If  our  simple  directions  are  followed, 
no  accidents  will  occur  except  possibly  by  sheer 
coincidence.  In  every  reported  case  in  which 
an  accident  occurred  following  an  exercise  test, 
the  test  undertaken  was  not  the  Master  test,  or 
it  was  contraindicated  because  the  resting  elec- 
trocardiogram was  abnormal  and/or  the  patient 
was  obviously  sick.16-18 

In  a recent  article  Simonson  and  Keys19  re- 
port on  two  exercise  tests  which  they  evaluated 
on  normal  men.  The  first  is  a 12-inch  single 
step-up  effort,  and  the  second  is  a 5 per  cent 
inclined  treadmill.  These  authors  deem  it  un- 
necessary to  standardize  our  test,  and  they  would 
increase  our  criterion  of  S-T  depression  to  at 
least  1 mm.  We  have  already  answered  their 
criticisms.  However,  they  intimate  that  our 
test  is  dangerous.  Thus  they  state,  “Precipita- 
tion of  myocardial  infarction  by  Master’s  two-step 
test  was  recently  suggested  by  Grossman  and 
Grossman.”  Grossman  and  Grossman,17  how- 
ever, broke  every  rule.  They  performed  the  ex- 
ercise on  a patient  who  was  acutely  ill  to  begin 
with,  and  furthermore,  the  resting  control  elec- 
trocardiogram was  abnormal.  We  and  others 
have  already  answered  this  paper.20 

To  return  to  Simonson  and  Keys — both  the 
12-inch  single  step  and  the  5 per  cent  inclined 
treadmill  must  not  be  compared  with  the  Master 
“two-step”  test.  The  former  two  procedures  are 
likely  to  prove  dangerous  for  people  suffering 
from  coronary  disease;  they  are  much  more 
strenuous  than  our  test.  We  have  repeatedly 
observed  that  patients  who  are  able  to  climb  one 
or  more  flights  of  stairs  without  difficulty  do 
develop  chest  pressure  or  pain  on  walking  up 
even  a slight  incline.  Simonson  and  Keys  com- 
pare our  test  with  those  performed  on  patients 
with  abnormal  resting  electrocardiograms.  We 
have  continuously  written  that  our  test  should 
only  be  performed  when  the  control  12-lead 
tracing  is  normal.  Again,  they  believe  it  un- 
warranted for  us  to  make  so  much  of  a negative 
double  Master  “two-step”  test,  but  we  and  other 
investigators21  have  found  it  of  distinct  clinical 
value. 

Our  long  and  large  experience  with  the  Master 
“two-step”  exercise  test  has  established  its 
clinical  diagnostic  value  and  its  safety  as  a test 
for  coronary  insufficiency.  Our  criterion  of  a 


positive  test,  more  than  0.5  mm.  RS-T  segment 
depression  in  any  lead,  has  not  been  changed, 
although  some  investigators  believe  that  it 
should  be.1819  In  our  experience  an  RS-T 
depression  of  0.75  mm.  is  no  less  significant 
than  a 1.5  or  2-rnm.  depression. 

Our  findings  have  been  strikingly  confirmed  at 
the  Walter  Reed  Hospital  in  Washington,  D.C., 
by  Mattingly,  Fancher,  Bauer,  and  Robb,21 
who  studied  1,000  persons  for  a period  averaging 
seven  years  in  order  to  determine  the  cause  of 
their  chest  pain.  The  subjects  were  essentially 
male  officers  and  enlisted  men,  eighteen  to 
seventy-eight  years  of  age.  The  procedure  of 
the  Master  test  was  closely  followed.  They 
found  that  an  RS-T  depression  of  0.5  to  1 mm.  was 
associated  with  as  high  an  incidence  of  coronary 
disease,  as  indicated  by  the  development  of 
fatal  and  nonfatal  coronary  thrombosis,  as  was  a 
depression  of  1 and  2 mm.  Furthermore,  their 
follow-up  study  of  the  145  patients  who  exhibited 
an  RS-T  depression  of  more  than  0.5  mm.  showed 
a “striking  correlation”  with  the  presence  of 
coronary  heart  disease.  At  the  conclusion  of 
their  study  47  of  the  patients  were  dead.  Forty 
died  as  a result  of  a fatal  coronary  occlusion  and 
seven  from  other  causes.  In  those  who  died, 
clinical  and  postmortem  evidence  of  coronary 
disease  was  found.  Of  the  98  patients  who  were 
alive  at  the  end  of  the  study,  62  had  had  either  a 
myocardial  infarction  or  symptoms  of  angina  or 
prolonged  coronary  insufficiency,  17  had  organic 
heart  disease  of  other  etiology  but  with  probable 
disturbance  of  the  coronary  circulation,  such  as 
aortic  valve  disease  and  bundle  branch  block, 
and  six  had  atypical  chest  pain. 


Mattingly  and  his  associates21  also  considered 
the  significance  of  T-wave  changes  alone.  They 
found  no  really  significant  correlation  between 
T-wave  changes  only  and  the  subsequent  de- 
velopment of  coronary  artery  disease  or  other 
organic  heart  disease.  Similarly,  the  appearance 
of  a disturbance  of  conduction,  e.g.,  bundle 
branch  block,  and  of  an  arrhythmia  alone  fol- 
lowing the  Master  “two-step  exercise  test”  was 
found  to  be  of  little  diagnostic  importance. 
These  results  confirmed  a growing  impression  of 
ours  that  T-wave  alterations  alone  or  transient 
arrhythmias  were  probably  of  little  or  no  sig- 
nificance.7-8 


Not  only  does  a positive  single  or  double  test 
establish  the  diagnosis  of  coronary  disease,  but  a 
negative  double  test  is  also  of  great  diagnostic 
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value  since  it  practically  excludes  the  presence 
of  a disorder  of  the  coronary  circulation.  Mat- 
tingly and  his  coworkers  also  observed  that  the 
incidence  of  coronary  disease  in  patients  with  a 
negative  double  test  was  low.  Only  nine  (less 
than  2 per  cent)  developed  either  fatal  or  non- 
fatal  coronary  occlusion  during  the  first  three 
years  after  the  test  was  performed.  Thus  the 
Master  “two-step”  test  differs  from  other  tests  of 
cardiac  function  in  which  negative  results  are  of 
no  value. 

Summary 

A systematic  investigation  of  250  consecutive 
patients  with  definite  coronary  disease  has  been 
completed. 

Leads  II  and  V3,  V4,  and  V5  or  V4,  V5,  and  V6 
are  now  employed  in  the  Master  “two-step  ex- 
ercise test.”  An  RS-T  depression  of  more  than 
0.5  mm.  in  any  lead  is  the  criterion  of  a positive 
test.  Minor  T-wave  changes  alone  are  of  no  or 
little  significance,  although  definite  T-wave  in- 
version is  probably  abnormal.  Transient  ar- 
rhythmias are  also  usually  of  no  or  little  diag- 
nostic significance.  Long  follow-up  studies  by 
others  have  confirmed  these  observations.  Stric- 
ter criteria  have  not  proved  to  be  more  valuable. 

In  142  of  the  250  patients  the  single  test  (one 
and  one-half  minutes)  was  sufficient  to  demon- 
strate electrocardiographic  evidence  of  inter- 
ference with  the  coronary  circulation.  In  100 
of  the  108  remaining  patients  the  single  test  was 
negative,  but  the  double  test  (three  minutes) 
was  abnormal.  In  only  eight  instances  (3.2  per 
cent)  were  both  the  single  and  double  “two-step” 
tests  normal.  We  do  not  believe  that  any  other 
safe  exercise  will  yield  a greater  percentage  of 
positive  diagnostic  results. 

A negative  double  (three  minute)  Master 
“two-step  exercise  test”  is  valuable  in  diagnosis 
since  it  practically  excludes  the  presence  of  a 
disturbed  coronary  circulation.  The  Master 
test  thus  differs  from  other  functional  tests  of 
cardiac  function  in  which  negative  results  are  of 
no  diagnostic  value. 

The  Master  "two-step  exercise  test”  is  of  par- 


ticular importance  in  patients  whose  chest  pain 
is  not  typically  anginal  in  character  and  whose 
resting  electrocardiogram  is  normal  or  border- 
line. 

Because  of  the  standardization  of  the  Master 
test,  it  can  be  used  advantageously  in  physiologic 
and  pharmacologic  research. 

We  have  never  had  an  accident  during  the 
performance  of  more  than  40,000  “two-step” 
exercise  tests. 

No  laboratory  test  is  infallible.  Sound  clin- 
ical judgment  must  always  be  employed  in  con- 
junction with  a test.  The  history,  physical  ex- 
amination, and  laboratory  findings  are  extremely 
important.  The  Master  “two-step”  test  is 
only  a diagnostic  aid  and  should  not  be  con- 
sidered the  sole  diagnostic  criterion  of  coronary 
disease. 
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Mitral  stenosis  as  a disease  entity  has  been 
subjected  to  critical  laboratory  investi- 
gation since  the  inception  of  valvulotomy  for 
relief  of  vascular  obstruction  to  blood  flow  into 
the  left  ventricle.  Alterations  of  specific  physi- 
ologic functions  evoked  by  protective  and  com- 
pensatory mechanisms  are  involved  in  the 
dynamics  of  mitral  stenosis.  A series  of  inter- 
related events  and  changes  commence  with 
reduction  of  blood  flow  as  the  mitral  orifice 
gradually  diminishes  in  area.  Left  atrial  pres- 
sure and  pulmonary  capillary  and  pulmonary 
artery  pressure  become  elevated  to  produce  an 
adequate  left  ventricular  inflow  and  to  maintain 
peripheral  cardiac  output.  Pressure  in  the 
pulmonary  vascular  circuit  as  well  as  cardiac  out- 
put fluctuate  according  to  body  tissue  require- 
ments for  oxygen.  Excessively  high  pulmonary 
capillary  pressures  may  cause  derangement  of 
the  hydrostatic  osmotic  pressure  balance  and 
result  in  transudation  of  fluid  into  the  lung 
parenchyma.  Pulmonary  arteriolar  resistance,  a 
protective  precapillary  mechanism  against  normal 
capillary  filtration,  is  subjective  to  repeated 
activation  which  may  finally  produce  structural 
vascular  change.  A competent  right  ventricle 
meets  the  work  load  of  changing  pressures  and 
resistances  opposing  it.  Prolonged  excessive 
work  and  dissipated  energy  eventually  result  in 
right  ventricular  incompetency  and  lead  to 
abnormal  elevation  of  its  filling  pressure.  Other 
dynamic  effects  in  mitral  stenosis  pertain  to  the 
work  of  the  left  ventricle,  to  the  diastolic  filling 
time  of  the  ventricles,  to  total  pulmonary  and 
peripheral  resistances,  etc. 

The  functional  effects  of  mitral  stenosis  as 
outlined  above  can  be  measured  by  the  technic 
of  catheterization  of  the  right  heart.  With  a 
double  lumen  tube  simultaneous  blood  samples 
and  manometric  readings  as  far  distant  as  the 
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pulmonary  venous  capillaries  are  obtainable. 
Left  atrial  pressure  can  be  determined  by  the  new 
technic  of  transbronchial  or  direct  puncture  of 
the  left  auricle.  In  the  present  report  the 
pathologic  physiology  of  mitral  stenosis  and  the 
effect  of  valvulotomy  on  these  functions  are 
described. 

Cardiac  Output  and  Cardiac  Index 

Preoperative. — Normal  cardiac  index  aver- 
aged 3.3  L.  per  minute  per  square  meter  and 
cardiac  output  averaged  4.0  L.  per  minute.  In 
patients  with  mitral  stenosis  Class  I and  Class  II 
(functional  capacity,  New  York  Heart  As- 
sociation) cardiac  output  and  index  were  within 
normal  limits.1  In  Class  III  and  Class  IV 
patients  cardiac  output  was  often  reduced  below 
2.7  L.  per  minute.  Generally,  in  response  to 
exercise  cardiac  index  and  output  tended  to  rise, 
but  this  increase  was  usually  small  and  limited. 
A decreased  cardiac  output  in  response  to  exer- 
cise was  believed  to  be  due  to  right  ventricular 
incompetency.  The  cardiac  output  of  stenotics 
was  generally  better  in  patients  with  normal  sinus 
rhythm  than  in  those  with  auricular  fibrillation. 
If  the  mitral  valve  area  was  reduced  to  1.5  square 
cm.2  or  less,  cardiac  output  was  subnormal. 
Elevated  pulmonary  vascular  blood  pressure  and 
increased  pulmonary  resistance  seemed  to  bear  a 
relationship  to  diminished  output.  The  balance 
between  pulmonary  blood  pressure  and  cardiac 
output  was  easily  altered  by  exercise  and  often 
followed  by  pulmonary  edema. 

Postoperative.- — In  postoperative  patients 
with  a previous  Class  III  or  Class  IV  classifi- 
cation the  cardiac  output  and  cardiac  index 
were  usually  increased  significantly.  Where 
cardiac  output  or  index  was  not  altered  by 
operation,  such  failures  were  attributed  to 
persistent  narrowing  of  the  valvular  orifice,  to 
nonimprovement  in  pulmonary  vascular  resist- 
ance, or  to  permanent  myocardial  damage. 
With  exercise  cardiac  output  and  index  showed 


1062 


New  York  State  J.  Med. 


EVALUATION  OF  PHYSIOLOGIC  FUNCTIONS  AFTER  MITRAL  COMMISSUROTOMY 


7.  Pulmonary  Wedge  Pressure  = PVC  12.  Diastolic  Filling  Period  = dfp 

13.  Cardiac  Output  = CO 

14.  Total  Peripheral  Resistance 


Fig.  1.  Diagram  showing  catheter  in  pulmonary  capillary  and  the  cardiovascular  structures  involved  in  mitral 

stenosis. 


compensable  changes  over  the  values  obtained 
at  rest. 

Pulmonary  Artery  Pressure 

Preoperative. — The  normal  mean  pulmo- 
nary artery  pressure  averaged  15  to  18  mm.  Hg. 
In  Yu’s  series2  an  elevated  arterial  pressure  was 
noted  in  70  per  cent  of  cases.  An  elevation  of 
pulmonary  artery  pressure  was  a consistent 
finding  in  our  Class  III  and  Class  IV  patients. 
Pulmonary  artery  pressure  at  rest  averaged 
40  mm.  Hg.  With  exercise  pressure  rose  as 
much  as  60  per  cent  above  the  resting  value  and 
attained  heights  of  almost  70  mm.  Hg.  Pul- 
monary arterial  pressure  increased  with  eleva- 
tions of  pulmonary  capillary  pressure  or  arteri- 
olar resistance.  A mathematic  correlation  be- 
tween these  latter  factors  was  not  possible. 

Postoperative. — A significant  decline  of  pul- 
monary artery  pressure  was  noted,  while  restor- 
ation to  normal  limits  was  rarely  attained.  Of 
27  patients  available  for  postoperative  cardiac 
catheterization,  Glover3  noted  that  pulmonary 
artery  pressure  fell  an  average  of  44  mm.  Hg 
with  minimum  to  maximum  variations  in  fall 
from  6 to  107  mm.  Hg.  In  Judson’s  series4  the 
mean  difference  of  pulmonary  artery  pressure 
from  the  preoperative  value  was  15  ± 4 mm.  Hg, 


and  with  exercise  the  average  postoperative 
difference  was  24  ± 4 mm.  Hg.  Baronofsky5 
also  reported  a significant  reduction  in  pulmonary 
artery  hypertension.  In  a statistical  evaluation 
against  the  initial  preoperative  pressure  he 
showed  a negative  correlation  with  an  r value 
equal  to  minus  0.8  and  a p value  less  than  0.01. 
The  higher  the  initial  pulmonary  artery  pressure, 
the  greater  seemed  the  magnitude  of  post- 
operative decline. 

Pulmonary  Capillary  Pressure 

Preoperative. — The  normal  capillary  pressure 
averaged  5 to  12  mm.  Hg,  and  the  artery  capil- 
lary gradient  averaged  5 to  10  mm.  Hg.  In 
Gorlin’s  series®  pulmonary  capillary  pressure 
averaged  24  mm.  Hg  at  rest,  rose  to  40  mm.  with 
exercise,  and  created  a pressure  gradient  of 
16  mm.  Hg.  In  Judson’s  series  the  mean  pul- 
monary capillary  pressure  averaged  25  ± 2 mm. 
Hg  at  rest  and  42  ± 3 mm.  Hg  with  exercise. 
Marked  elevations  of  pulmonary  capillary 
pressure  occurred  in  response  to  exercise,  and  the 
greater  the  degree  of  valvular  stenosis,  the 
greater  the  pressure  head  in  the  pulmonary 
circuit.  According  to  Gorlin,  pulmonary  capil- 
lary pressure  increased  directly  with  the  square 
of  the  mitral  valve  flow  rate  and  inversely  with 
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the  square  of  the  mitral  valve  area.  Pulmonary 
capillary  pressure  was  affected  by  the  pulse  rate, 
the  diastolic  filling  period,  and  cardiac  output. 
True  capillary  venous  pressure  or  “wedge 
pressure”  was  determined  by  cardiac  catheter- 
ization of  the  right  heart  and  was  usually  consid- 
ered an  index  or  approximation  of  the  degree  of 
pressure  in  the  left  atrium. 

Postoperative. — In  Dexter’s  series7  post- 
operative pulmonary  capillary  pressure  declined 
significantly  in  1 1 out  of  12  patients.  Pulmonary 
capillary  pressure  usually  fell  below  the  so-called 
“critical”  level  of  transudation,  thereby  re- 
lieving these  patients  of  pulmonary  congestion 
or  edema.  In  about  30  per  cent  of  the  cases 
capillary  hypertension  persisted,  and  in  these  the 
physiologic  benefits  of  the  operation  were  there- 
fore limited. 

Pulmonary  Arteriolar  Resistance 

Preoperative. — Pulmonary  arteriolar  resist- 
ance averaged  70  to  100  dynes  sec.  cm.-6  and 
decreased  in  the  normal  subject  in  response  to 
exercise.  In  patients  with  mitral  stenosis  pul- 
monary arteriolar  resistance  at  rest  was  signifi- 
cantly elevated.  In  Miller’s  series8  it  was 
abnormal  in  nine  of  ten  patients,  and  values 
ranged  from  150  to  400  units.  With  exercise 
arteriolar  resistance  increased,  and  values  up  to 
900  units  were  obtained.  Arteriolar  resistance 
seemed  to  parallel  changes  of  pulmonary  arterial 
pressure  and  of  pulmonary  capillary  pressure. 

Postoperative. — In  approximately  45  per 
cent  of  the  operative  cases  pulmonary  arteriolar 
resistance  declined  markedly  and  was  evident  in 
both  the  resting  state  and  in  response  to  exer- 
cise. Judson  reported  an  average  fall  of  230 
units  at  rest  and  a fall  of  280  units  with  exercise. 
In  Dexter’s  series7  the  maximum  fall  was  807  units 
and  the  minimum  fall  78  units.  The  decline  of 
pulmonary  arteriolar  resistance  was  dependent  on 
the  character  of  this  resistance,  functional  or 
structural.  The  most  significant  changes  were 
obtained  in  the  functional  group.  The  post- 
operative decline  of  arteriolar  resistance  as- 
sociated with  pathologic  structural  vascular 
change  was  usually  small. 

Total  Pulmonary  Resistance 

Total  pulmonary  resistance  expressed  the 
total  resistance  of  all  the  forces  which  oppose  the 
pumping  action  of  the  right  ventricle  up  to  and 


including  the  opposition  of  the  mitral  valve.  The 
normal  value  averaged  200  dynes  sec.  cm.-5. 

In  Class  III  and  Class  IY  patients  total  pulmo- 
nary resistance  exceeded  the  normal  value  three 
to  five  times  and  averaged  almost  1,000  dynes 
sec.  cm.-5.  In  response  to  exercise  pulmonary 
resistance  increased  rather  than  declined  as  in  \ 
normal  subjects.  After  operation  total  pul- 
monary resistance  usually  decreased  but  did  not 
return  to  normal. 

Diastolic  Pressure  and  Diastolic  Filling 
of  Ventricles 

The  normal  right  ventricular  diastolic  pressure 
averaged  5 mm.  Hg.  The  filling  pressure  of  the 
right  ventricle  was  elevated  in  50  per  cent  of  the 
patients  and  averaged  10  mm.  Hg.  In  response 
to  exercise  the  pressure  was  further  increased. 
Postoperatively  there  was  a significant  fall  in 
diastolic  pressure. 

Diastolic  filling,  expressed  either  in  seconds 
per  beat  or  per  minute,  indicated  the  duration  of 
blood  flow  during  diastole.  Although  all  of 
diastole  in  mitral  stenosis  is  devoted  to  ven- 
tricular filling,  this  period  may  be  shortened  by 
tachycardia  or  prolongation  of  systolic  time. 
Gorlin  noted  diastolic  filling  time  to  vary  from 
twenty-five  to  forty  seconds.  Decreased  dias- 
tolic filling  time  can  be  compensated  for  by  an 
increase  in  the  rate  of  blood  and  of  pressure  head 
in  the  pulmonary  circuit. 

Mitral  Valve  Area  and  Mitral  Valve  Flow 

Mitral  valve  area  was  determined  by  Gorlin’s 
formula:  Mitral  valve  area  equals  mitral  valve 
flow  divided  by  C multiplied  by  the  square  root 
of  pulmonary  capillary  pressure  minus  5.  In 
this  formula  C represents  an  empiric  constant 
equal  to  31,  and  5 represents  the  value  of  left 
ventricular  diastolic  pressure.  The  normal  mi- 
tral valve  area  averaged  2.5  to  4 square  cm.,  and 
symptomatology  developed  dynamically  as  the 
orifice  decreased  in  size  and  ranged  about  1 
square  cm.  or  less.  The  effectiveness  of  mitral  J 
valve  surgery  was  usually  correlated  with  the  j 
postoperative  increase  in  valve  area. 

The  rate  of  mitral  valve  flow  was  regulated  by  1 
the  required  cardiac  ouptut  and  maintained  by  | 
the  pressure  head  which  developed  in  the  left  j 
atrium  and  pulmonary  circuit.  In  response  to  I 
exercise  the  rate  of  mitral  valve  flow  increased,  ;i 
while  the  amount  of  pressure  needed  to  sustain  I 
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Fig.  2.  Diagrammatic  expression  of  physiologic  alterations  in  cardiovascular  function  as  the  mitral  valve  orifice 

becomes  stenosed  and  after  valvulotomy. 


the  flow  varied  inversely  as  the  square  of  the 
mitral  valve  area. 

Right  Ventricular  Work 

The  upper  normal  limit  of  right  ventricular 
work  averaged  1.2  KgM  per  minute  per  square 
meter.  In  mitral  stenosis  the  right  ventricular 
work  against  pressure  was  about  five  times 
greater  than  normal  and  was  further  increased 
with  exercise.  Judson’s  values  for  right  ven- 
tricular work  were  1.5  ± 0.2  units,  and  in  response 
to  exercise  it  was  3.2  ± 0.5  units.  Gorlin’s 
values  were  1.2  and  2.4  KgM  per  minute  per 
square  meter  at  rest  and  with  exercise,  respec- 
tively. After  operation  the  work  load  decreased, 
depending  on  the  degree  of  fall  in  pressure, 
the  fall  in  resistance,  and  the  size  of  the  mitral 
valve  orifice. 

Pulmonary  Function  atid  Mitral 
Stenosis 

Pulmonary  function  is  closely  associated  with 
the  cardiovascular  dynamics  of  mitral  stenosis. 
As  pressure  of  the  pulmonary  vascular  system 
rises,  the  elasticity  of  the  lung  is  decreased,  and 
pulmonary  resistance  and  compliance  are  altered 
with  progression  of  rigidity  in  the  lungs.  In 
advanced  mitral  stenosis  enlargement  of  the  left 
atrium,  hypertrophy  of  the  right  ventricle, 
engorgement  of  blood  in  the  pulmonary  circuit, 
hemosiderosis,  and  fibrosis  of  the  alveolar 
membrane  contribute  to  reduction  in  the  size  of 
the  ventilatory  compartments  of  the  lung  and 
affect  gaseous  exchange.  Ventilatory  changes 
can  be  demonstrated  in  Class  II,  III,  and  IV 
patients.  The  vital  capacity,  the  inspiratory 
capacity,  and  the  expiratory  reserve  were  usually 
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reduced.  Maximum  breathing  capacity  de- 
clined as  much  as  60  per  cent  of  the  predicted 
normal  value.  The  impairment  of  maximum 
breathing  capacity  can  be  correlated  with 
reduction  in  cardiac  output  and  stroke  index  and 
with  increased  susceptibility  to  muscular  fatigue. 
With  decreased  tidal  volume  the  respiratory  rate, 
minute  ventilation,  and  ventilatory  equivalent 
were  found  to  be  elevated.  The  percentage  rate 
of  residual  volume  to  total  lung  capacity  with  a 
normal  value  of  approximately  20  per  cent  could 
be  increased  as  much  as  50  per  cent.  The 
walking  index  (Carroll’s  test,  ratio  of  walking 
ventilation  to  maximum  breathing  capacity) 
usually  showed  significant  elevations  above  10. 9 

In  the  normal  subject  oxygen  consumption 
(average  150  ml.  per  minute  per  square  meter) 
increased  in  response  to  exercise  and  was  as- 
sociated with  an  increased  cardiac  output  and 
blood  flow  according  to  tissue  demands.  In 
Class  III  and  IV  patients  with  mitral  stenosis, 
oxygen  consumption  and  cardiac  output  could 
not  meet  the  demands  of  exercise.  Oxygen 
arterial  saturation  varied  from  93  to  95  per  cent. 
However,  arterial  unsaturation  was  reported  in 
25  per  cent  of  Miller’s  cases  and  in  22  per  cent  of 
Gorlin’s  cases.  The  arteriovenous  oxygen  dif- 
ference at  rest  rarely  exceeded  45  ml.  per  L., 
but  with  exercise  the  arteriovenous  difference 
averaged  91  ml.  per  L.  (normal  70  ml.).  Tissue 
oxygen  utilization  expressed  in  terms  of  arteri- 
ovenous difference  was  highest  when  cardiac 
output  failed  to  correspond  to  exercise  demand. 
In  about  40  per  cent  of  the  patients  the  alveolar- 
arteriolar  oxygen  pressure  gradient  (normal  less 
than  12  mm.  Hg)  was  found  to  be  increased  as  a 
result  of  significant  reduction  in  arterial  oxygen 
tension,  while  the  alveolar  oxygen  tension 
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stayed  normal.  Blount10  found  impairment  of 
pulmonary  diffusion  of  oxygen  across  the  re- 
spiratory membrane  in  eight  out  of  ten  patients 
with  mitral  stenosis.  Venous  admixture  of 
cardiac  output  blood  was  also  noted  in  seven  of  the 
ten  subjects. 

Impairment  of  pulmonary  function  as  listed 
above  can  be  expected  as  part  of  the  syndrome 
of  dynamic  mitral  stenosis.  Ventilation  is 
affected  by  the  anatomic  encroachment  of 
cardiac  structures,  such  as  enlargement  of  the 
left  atrium  and  hypertrophy  of  the  right  ven- 
tricle. Pathologic  alterations  of  the  alveolar 
capillar}'  membrane  contribute  to  imperfect 
alveolar  aeration  and  affect  diffusion  exchange  of 
oxygen. 

Renal  Function  in  Mitral  Stenosis 

Cardiorenal  function  studies  of  renal  plasma 
flow  (normal  600  ml.  per  minute  per  1.73  square 
meter),  glomerular  filtration  (normal  100  ml.  per 
minute  per  1.73  square  meter),  and  electrolyte 
excretion  were  made.  Normal  values  of  the 
latter  were  usually  obtained  in  Class  I and  II 
patients,  while  in  Class  III  and  IV  patients 
renal  plasma  flow  and  glomerular  filtration  rate 
were  reduced  about  40  per  cent  and  30  per  cent 
respectively.  In  addition,  urine  flow  and  sodium 
and  chloride  retention  were  increased.  After 
operation  these  renal  measurements  were  im- 
proved in  varying  degrees,  but  none  returned  to 
normal.  Judson  et  al*  found  individual  renal 
functions  to  be  improved  postoperative!}',  es- 
pecially in  the  recovery  phase  after  exercise. 
They  were  unable  to  demonstrate  a parellelism 
between  arteriovenous  differences  or  central 
vascular  pressure  or  cardiac  index  with  specific 
renal  function. 

Pulmonary  and  renal  disease  associated  with 
mitral  stenosis  may  be  considered  as  secondary 
dysfunctions  due  to  alteration  of  cardiopul- 
monary and  cardiorenal  hemodynamics.  It 
must  be  remembered  that  primary  disease  of 
these  systems  may  coexist  with  mitral  stenosis. 
After  operation  improvement  of  cardiac,  pulmo- 
nary, and  renal  functions  were  noted,  but  resto- 
ration to  normal  was  not  complete.  It  can  be 
expected  that  in  the  next  few  years  after  a 
longer  follow-up  period,  continuing  functional 
improvement  or  decline  will  be  revealed  by  these 
studies.  No  single  physiologic  test  can  be 
identified  as  specific  for  mitral  disease.  The 
tests  described  above  have  been  of  investi- 


gational value  in  the  study  of  the  operative 
results  of  valvulotomy  or  commissurotomy. 
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Discussion 

Samuel  Waldman,  M.D.,  Brooklyn,  New  York. — 
Dr.  Shafiroff  has  presented  in  a short  time  a con- 
centrated digest  of  much  of  the  work  on  physiologic 
studies  in  mitral  disease,  a subject  which  has  de- 
veloped in  geometric  proportions  in  the  past  few 
years. 

The  comparative  study  of  physiologic  functions 
following  mitral  commissurotomy  has  become  an 
extremely  valuable  point  of  argument  in  view  of  the 
discrepancies  between  subjective  and  objective 
evaluations  of  the  surgical  procedures.  It  has  be- 
come apparent  to  all  interested  physicians  that  the 
alleviation  of  symptoms  by  surgery  is  usually  more 
dramatic  than  the  alterations  in  physical  and  hemo- 
dynamic findings.  Many  patients  are  reluctant  to 
admit  failure  of  improvement  after  subjecting  them- 
selves to  the  procedure.  We  all  know  of  several 
reports  by  qualified  cardiologists  who  feel  that  the 
excellent  results  are  frequently  due  to  other  causes 
than  the  commissurotomy.  Since  maximal  sub- 
jective improvement  may  only  be  achieved  after 
two  or  more  years  while  regressive  changes  usually 
are  noted  within  the  first  two  years,  further  long- 
range  studies  are  still  necessary  for  proper  statistical 
and  evolutionary  evaluations. 

Some  postoperative  objective  changes  corre- 
spond with  clinical  improvement,  although  the 
hemodynamic  studies  rarely  become  normal  at  rest 
and  on  exertion.  The  beneficial  effects  are  related 
to  the  decrease  in  the  pressures  proximal  to  the 
stenosed  mitral  valve.  Significantly,  the  left  atrial 
and  pulmonary  artery  pressures  decrease  gradually 
over  a period  of  months,  a year,  or  more.  The  pul- 
monary vascular  resistance  similarly  decreases  over 
an  extended  period  of  time.  Apparent  clinical  im- 
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provement,  however,  may  become  evident  more 
rapidly  with  a concomitant  decrease  in  the  necessity 
for  cardiac  medications,  such  as  digitalis,  mercurials, 
etc. 

Recent  studies  by  Harvey,  Ferrer,  and  their  asso- 
ciatesa,b  have  been  valuable  in  aiding  us  to  obtain 
some  laboratory  criteria  for  selecting  patients  most 
likely  to  benefit  from  valvulotomy.  Hemodynamic 
analyses  permit  to  some  degree  a differentiation  of 
those  patients  with  mitral  stenosis  who  have  a pre- 
dominant dynamic  mitral  block  from  those  with  pre- 
dominant myocardial  insufficiency.  The  latter  are 
not  likely  to  benefit  from  surgery. 

As  in  the  problem  of  jaundice,  a great  many  lab- 
oratory tests  are  available  for  diagnostic  purposes, 
and  thus,  with  mitral  disease  many  hemodynamic 
studies  have  been  used  for  physiopathologic  evalua- 
tion, as  indicated  in  Dr.  Shafiroff’s  paper.  Ulti- 
mately the  number  of  tests  is  reduced  to  those  most 
useful  and  most  easily  obtained.  The  preoperative 
hemodynamic  pattern  for  mitral  stenosis  with  block 
resolves  itself  into  a triad  of  ( 1 ) reduced  cardiac  out- 
put which  is  relatively  fixed  or  may  rise  slightly  dur- 
ing exertion,  (2)  pulmonary  hypertension  at  rest 
which  is  increased  (usually  markedly)  by  exercise, 
and  (3)  a normal  right  ventricular  residual  volume 
and  diastolic  pressure  which  latter  similarly  may 
become  elevated  during  exercise.  Postoperatively, 
the  cardiac  output  at  rest  is  usually  unaltered,  while 
it  increases  on  exertion  to  a greater  extent  than  pre- 
operatively.  Pulmonary  hypertension  is  dimin- 
ished in  every  case  but  rarely  becomes  normal. 

On  the  other  hand,  when  mitral  block  is  accom- 
panied by  myocardial  insufficiency  as  the  major 
factor  in  the  production  of  symptoms,  we  are  more 
apt  to  find  elevated  right  ventricular  diastolic  pres- 
sure with  an  increase  in  residual  blood  volume  of  two 
to  six  times  its  normal  value/  a fixed  cardiac  output 
on  exertion,  and  a relatively  normal  resting  pulmo- 
nary artery  pressure,  which  may  rise  on  exercise. 
Left  ventricular  failure  as  a cause  of  increased  pul- 
monary artery  pressure  should  be  ruled  out  by  acute 
digitalization.  In  such  instances,  excluding  acute 
carditis,  this  procedure  causes  an  increase  in  cardiac 
output  and  a fall  in  pulmonary  artery  pressure.  It 
is  interesting  to  note  that  an  increase  in  cardiac 
output  to  three  times  its  resting  level  produces  no 
change  in  the  pulmonary  artery  pressure  normally. 

In  those  cases  of  mitral  stenosis  with  myocardial 
insufficiency  subjected  to  surgical  correction,  post- 
operative hemodynamic  studies  indicate  a dimin- 
ished cardiac  output  at  rest  or  during  exercise,  even 
lower  than  preoperatively. 

Where  the  pulmonary  artery  pressure  postop- 
eratively fails  to  diminish  toward  normal  at  rest  or 
with  exercise,  the  cause  may  be  insufficient  enlarge- 
ment of  the  orifice,  left  ventricular  failure,  or  irre- 
versible pulmonary  vascular  structural  changes, 


which  have  been  known  to  be  slowly  reversible  over 
many  months  in  those  cases  where  they  have  not 
yet  reached  the  point  of  no  return. 

Catheterization  of  the  left  heart  has  been  of  value 
postoperatively  in  measuring  the  pressure  gradient 
across  the  mitral  and  aortic  valves.  Where  a new 
diastolic  gradient  develops  across  the  mitral  orifice, 
restenosis  is  indicated. 

Although  in  many  instances  careful  clinical  sur- 
veys are  sufficient  to  choose  proper  subjects  for 
valvulotomy,  catheterization  studies  occasionally 
are  necessary.  It  is  to  be  hoped  that  in  the  future 
accumulation  and  correlation  of  more  preoperative 
and  postoperative  hemodynamic  studies  with  clinical 
data  will  eliminate  further  the  necessity  for  catheter- 
ization by  establishing  more  definitive  clinical  criteria 
for  the  choice  of  patients  to  undergo  surgery. 


a Harvey,  R.  M.,  Ferrer,  M.  I.,  Samet,  P.,  Bader,  R.  A., 
Bader,  M.  E.,  Cournand,  A.,  and  Richards,  D.  W. : Circula- 
tion 11 : 531  (Apr.)  1955. 

b Ferrer,  M.  I.,  Harvey,  R.  M.,  Wylie,  R.  H.,  Himmelstein, 
A.,  Lambert,  A.,  Kuschner,  M.,  Cournand,  A.,  and  Richards, 
D.  W.:  ibid.  12:  7 (July)  1955. 

c Draper,  A.,  Heimbecker,  R.,  Daley,  R.,  Carroll.  D., 
Mudd,  G.,  Wells,  R.,  Falholt,  W.,  Andrus,  E.  C.,  and  Bing, 
R.  J.:  ibid.  3:  531  (Apr.)  1951. 

Arthur  Fankhauser,  M.D.,  Brooklyn,  New  York. — 
The  basic  work  that  has  been  going  on  in  recent 
years  on  the  subject  of  cardiopulmonary  function 
studies  in  normal  as  well  as  pathologic  states  has 
proved  most  rewarding  and  has  removed  consider- 
able of  the  veil  of  mystery  which  formerly  cloaked 
these  matters.  Mitral  stenosis  is  one  of  the  condi- 
tions which,  due  to  its  frequency  as  well  as  its  amen- 
ability to  proper  surgical  correction,  has  drawn 
much  attention  from  investigators. 

The  paper  just  presented  has  most  satisfactorily 
covered  the  salient  features  and  physiologic  devia- 
tions resulting  from  mitral  stenosis  as  well  as  changes 
resulting  from  surgical  correction.  There  seems 
little  to  add  and  nothing  to  contradict.  As  in  all 
things  additional  investigative  approaches  are  being 
developed  which  further  clarify  both  the  preopera- 
tive and  the  postoperative  evaluation  of  mitral 
stenosis.  The  two  which  seem  particularly  promis- 
ing are  (1)  the  skillful  employment  of  angiocardio- 
graphic studies  of  chamber,  valve,  and  vessel  size 
and  (2)  the  simultaneous  catheterization  of  all  four 
cardiac  chambers  as  done  by  Hecht  and  Lange  of 
Salt  Lake  City.  As  applied  to  the  problem  of  mi- 
tral stenosis,  the  left  ventricular-left  atrial  gradient, 
which  in  this  series  of  cases  varied  from  5 to  more 
than  25,  correlated  with  the  other  hemodynamic  data 
enabled  them  tc  relate  the  mechanical  obstruction, 
as  revealed  by  the  gradient,  to  cardiac  output,  pul- 
monary artery  pressures,  vascular  resistances,  and 
left  ventricular  pressures. 

The  use  of  left  heart  catheterization  by  Wood 
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et  al.  of  Rochester,  Minnesota,  with  the  insertion  of 
a needle  into  the  left  atrium  and  a smaller  catheter 
inserted  through  this  needle  into  the  left  ventricle 
enabled  them  to  estimate  the  qualitatively  associated 
mitral  insufficiency  when  a dye  injected  into  the 
catheter  promptly  appeared  in  blood  removed  from 
the  needle.  Quantitation  of  this  defect  based  on 
this  technic  and  its  modifications  is  under  study  by 
these  workers. 

It  is  quite  apparent  from  the  data  presented  in  Dr. 
Shafiroff’s  paper  that  the  benefits  derived  from  mi- 
tral valvulotomy  are  largely  based  on  improvement 
in  two  closely  related  systems. 

1.  The  relief  of  obstruction  to  left  ventricular  fill- 
ing with  resultant  improvement  of  cardiac  output 
and  betterment  of  blood  supply  to  all  systems  in- 
cluding the  pulmonary  and  cardiac. 

2.  Decrease  in  pulmonary  arterial  and  capillary 
pressures,  increasing  the  effectiveness  of  right  ven- 
tricular work  and  decreasing  the  pulmonary  hyper- 
vascularity, tendency  to  rigidity  and  fibrosis,  as  well 
as  the  pulmonary  edema  which  arises  when  the 
oncotic  pressure  is  inadequate  to  withstand  the  hy- 


drostatic pressure  in  the  circuit. 

Similarly  it  is  obvious  that  relief  of  longstanding 
myocardial  hypoxia  due  to  decreased  oxygen  satura- 
tion as  well  as  decreased  blood  flow  will  reduce  the 
hazard  of  permanent  myocardial  damage.  Needless 
to  say,  it  is  essential  that  irreversible  changes  be 
recognized  before  operative  intervention  is  employed 
lest  operative  fatalities  and  poor  postoperative  re- 
sults discourage  proper  utilization  of  surgery. 

In  view  of  the  low  operative  mortality  rate  in 
Class  II  cardiacs,  it  would  appear  that  with  con- 
stantly improving  methods  of  evaluation  and  surgi-  ! 
cal  technic  and  more  complete  understanding  of  the 
physiologic  problems  concerned,  more  and  more  of 
this  group  will  be  considered  suitable  for  elective 
surgery  rather  than  be  permitted  to  progress  to  Class 
III  or  IV  where  the  operative  risk  is  greater  and  the 
hemodynamic  and  pulmonary  changes  have  to  a 
larger  extent  become  irreversible.  Particularly  is 
this  so  now  that  it  is  being  demonstrated  that  small 
degrees  of  mitral  insufficiency,  either  coexistent  or 
operatively  produced,  seem  to  exert  no  deleterious 
effect  on  the  prognosis. 


Effect  of  Tobacco  Chewing  on  Circulation 


Although  the  annual  consumption  of  chewing  to- 
bacco in  the  United  States  is  81  million  pounds, 
practically  no  information  is  available  about  its 
clinical  or  physiologic  effect  and  specifically  its  ef- 
fect on  the  heart  and  circulation.  Accordingly, 
habitual  male  chewers  were  studied  before,  during, 
and  after  chewing  both  standard  commercial  (1.53 
per  cent  nicotine)  and  low  nicotine  ( .31— .47  per  cent 
tobacco). 

Our  subjects  were  24  voluntary  habitual  male 
chewers  whose  ages  ranged  between  thirty-four  and 
seventy-one  (average  age  51.1).  Each  subject 
chewed  a full  mouthful  of  low  nicotine  chewing  to- 
bacco (gum  was  used  in  several  subjects  as  a placebo) 
and  a regular  commercial  brand  on  the  alternative 
day.  The  average  amount  of  tobacco  chewed 
weighed  10  Gm.  Observations  were  made  in  the 
basal  postabsorptive  state  following  a rest  period  of 
at  least  forty-five  minutes.  The  pulse  rate  was  de- 
termined from  the  electrocardiogram,  the  blood 


pressure  was  taken  by  a standard  mercury  sphygmo- 
manometer and  the  skin  temperatures  were  meas- 
ured in  a constant  temperature  room  at  78  F.  and 
40  per  cent  relative  humidity,  with  continuous  tem- 
perature readings  from  copper-constantin  fine  ther- 
mocouples attached  to  the  forehead  and  the  volar 
surfaces  of  the  fingers  and  toes.  Ballistocardio- 
grams were  recorded  with  high  frequency  table 
type  research  instrument.  The  subjects  were  supine 
and  unclothed  and  chewed  for  twenty  minutes. 

• Conclusion:  The  chewing  of  tobacco  in  an  older 
group  of  habitual  male  subjects  produces  increase  in 
pulse  rates,  blood  pressures,  and  drop  in  skin  tem- 
peratures, as  well  as  deterioration  of  the  ballistocar- 
diogram, indicating  a rather  profound  cardiovascu- 
lar effect. 

— David  L.  Simon,  M.D.,  et  al.,  University  of  1 
Cincinnati  College  of  Medicine, ; presented  before  second 
annual  meeting,  American  College  of  Angiology, 
Chicago,  June  10,  1956 
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RAYMOND  A.  OSBOURN,  M.D.,  WASHINGTON,  D.C.,  THOMAS  W.  TUSING,  M.D.,  FALLS  CHURCH, 
VIRGINIA,  AND  FRANCIS  P.  COOMBS,  M.D.,  AND  EDWARD  P.  MORRISH,  M.S.,  NEW  YORK  CITY 

{From  the  Department  of  Dermatology , Georgetown  University  Medical  Center,  Washington,  D.C.,  and  Hazleton 

Laboratories,  Falls  Church,  Virginia) 


Skin  sensitivity  to  perfume  is  a problem  of 
ever-increasing  importance  in  the  marketing 
and  use  of  perfumes  and  perfumed  substances. 
Usually  one  thinks  of  perfume  dermatitis  as  a 
condition  existing  in  women,  but  today  the  wide- 
spread commercial  use  of  perfumed  substances 
exposes  the  skin  of  almost  everyone  to  the  pos- 
sibility of  perfume  sensitivity. 

There  are  in  general  use  today  about  5,000 
odoriferous  substances  usually  mixed  in  groups  of 
ten  to  60  components  and  then  used  as  perfumes. 
Since  any  one  substance,  either  alone  or  in  any 
varied  combination,  is  capable  of  acting  as  a 
skin  sensitizer,  the  magnitude  of  the  problem  is 
easily  appreciated. 

An  exhaustive  review  of  the  literature  on  this 
subject  has  been  made  by  Klarman.1  A careful 
study  reveals  wide  ranges  of  variability  in  the 
quality  of  perfumery  materials  and  a lack  of 
physiologic  and  dermatologic  standardization  of 
materials  as  well  as  of  testing  procedures.  It  is 
difficult,  therefore,  to  determine  which  odorant 
substances  are  skin  sensitizers. 

For  many  years  efforts  have  been  made  to 
standardize  the  odor-producing  substances  in  re- 
lation to  chemical  composition  or  reproducible 
mixtures  and,  over  the  past  few  years,  to  stand- 
ardize test  methods  for  determining  possible 
skin  sensitivity  to  these  materials.  Combined 
studies  in  this  field  were  initiated  in  1950  in 
Geneva,  Switzerland,  by  the  investigations  of 
Dr.  Roger  Firmenich2  and  with  the  collaboration 
of  the  Dermatological  Clinic  of  the  Geneva 
Hospital  under  the  direction  of  Professor  Werner 
Jadassohn.3  They  undertook  to  study  individual 
perfumery  components  and  to  formulate  and  re- 
formulate perfume  mixtures  to  remove  proved 
human  skin  sensitizers.  Table  I lists  a number 
of  the  chemicals,  essential  oils,  and  other  products 
investigated  during  these  studies.  Combining 
the  chemical  technical  knowledge  with  derma- 
tologic observations  of  patch  tests  permitted 

* Dermatologic  Standardization  of  Perfumes,  II,  will  appear 
in  the  April  15,  1957,  issue. 


TABLE  I. — Chemicals,  Essential  Oils,  and  Other 
Products  Studied  and  Screened  by  Patch  Tests  in 
Preliminary  Investigations* 


Alcohols 

Citronellol 

Geraniol 

Rhodinol 

Linalool,  optically  active 
Linalool,  optically  inactive 
Terpineol 

Phenyl  ethyl  alcohol 
Cinnamic  alcohol 
Anisic  alcohol 
Vetyverol 
Benzyl  alcohol 
Aldehydes 
Aldehyde  C.9 
Aldehyde  C.10 
Aldehyde  C.ll, 
undecylenic 
Aldehyde  C.12 
Hydroxycitronellal, 
purified 

Hydroxycitronellal,  pure 
special  grade  (Cyclosia 
Base) 

Hydroxycitronellal 
dimethylacetal 
Alpha-amylcinnamic 
aldehyde 
Heliotropine 
Aldehyde  C.8 
Methyl  nonyl  acetic 
aldehyde 

Phenyl  acetic  aldehyde 
Anisic  aldehyde 
Para-isopropyl 

alpha  methyl  phenyl 
propionic  aldehyde 
Citral 

Essential  Oils 
Bergamot  oil 
Lemon  oil 
Sweet  orange  oil 

concentrated  (Tetraome 
Orange) 

Neroli  brigarade  oil 
Ylang  extra  oil 
Patchouli  oil 
East  Indian  sandalwood 
oil 

Guaiacwrood  oil 
Lavandin  oil 
Clove  buds  oil 
Petitgrain  oil  Paraguay 
Geranium  bourbon  oil 
Cedrene  (ex  Virginia 
cedarwood  oil) 

Oakmoss  extract 


Esters 

Citronellyl  acetate 
Geranyl  acetate 
Linalyl  acetate 
Benzyl  acetate  | 
Phenyl  ethyl  pheny 
acetate 

Dimethyl  phthalate 
Amyl  salicylate 
Phenyl  ethyl  acetate 
Terpenyl  acetate 
Geranyl  isobutyrate 
Benzyl  benzoate 
Benzyl  cinnamate 
Cinnam>l  cinnamate 
Methyl  hydro  abietate 
Methyl  phenyl  acetate 

Phenols  and  Derivatives 
Eugenol 
Paracresol 
Diphenyloxide 
Nitrogen  Derivatives 
Muscambrette 
Musk  xylol 
Indol 

Lactones 

Nonalactone 

Undecalactone 

Coumarin 

Ketones 

Ionone-alpha 
(Violette  A.C.) 
Ionone-beta 
(Violette  B.C.) 
Ionone-alpha 
chemically  pure 
Methyl-ionone  special 
grade  (Iralia) 
Methyl-naphthyl  ketone 
Musk  ketone 

Purified  Essential  Oils 
Bergamot  redistilled 
Geranium  bourbon 
redistilled 

Guaiol  ex  Guaiacwrood  oil 
Ylang  extra  redistilled 
Resins  and  Other 

Natural  Products 
Styrax  resin 

specially  purified 
Benzoin  resin 
Peru  balsam  decolorized 
Civette 

specially  decreased 


* Some  of  these  materials  were  formulated  into  perfume 
compositions  for  extensive  study. 


the  preparation  of  standardized  perfume  mix- 
tures. Of  the  carefully  investigated  compo- 
nents listed  in  Table  I,  82  were  formulated  into 
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ten  perfume  mixtures.  It  is  our  purpose  to  re- 
port sensitivity  studies  in  animals  and  humans 
made  with  these  ten  standardized  perfume  mix- 
tures. The  mixtures  were  prepared  by  the  re- 
search division  of  an  aromatic  chemical  manu- 
facturerf  and  bear  the  trademark,  “Chemoderm.” 

Materials 

The  materials  used  in  these  investigations  were 
standardized  perfumes  of  definite  but  secret 
composition  referred  to  as  Chemoderms.  They 
were  prepared  from  the  substances  listed  in 
Table  I and  represent  primary  perfume  special- 
ties that  are  well  known  in  perfume  manufacture. 
They  are  identified  by  the  following  trade  names : 
Chemoderms  839,  840,  841,  842,  843,  844,  845, 
846,  847,  848. 

The  Chemoderms  were  formulated  in  a cream 
base  or  in  a sesame  oil  (U.S.P.)  for  use  in  the  ani- 
mal studies.  The  composition  of  the  cream  base 
used  for  control  purposes  was  as  follows  (with 
parts  by  weight) : beeswax  (sunbleached,  pollen- 
free)  96.0,  mineral  oil  300.0,  Butoben  (Merck) 
0.3,  glycerine  (chemically  pure)  5.0,  borax 
(chemically  pure)  6.0,  distilled  water  188.0. 

Paraphenylenediamine  was  used  in  the  animal 
studies  as  a positive  control.  All  materials  were 
supplied  by  Firmenich,  Inc.,  New  York  City. 

Animal  Studies 

Skin  sensitization  studies  were  conducted  in 
two  series  on  guinea  pigs,  using  a modified 
Landsteiner  technic.4’5  In  the  first  series  0.5 
per  cent  concentrations  of  Chemoderms  840,  842, 
846,  and  848  in  the  control  cream  formulation 
were  investigated  in  comparison  with  a control 
composed  of  the  cream  formulation  without  a 
perfume  material.  In  the  second  series  0.5  per 
cent  concentrations  in  sesame  oil  of  Chemoderms 
839,  841,  843,  844,  845,  and  847  were  tested, 
using  sesame  oil  as  a control.  A concomitant 
study  using  fresh  solutions  of  0.1  per  cent  para- 
phenylenediamine in  the  control  cream  and  also 
in  distilled  water  was  conducted  to  serve  as  a 
positive  control  which  would  indicate  whether 
the  guinea  pigs  were  capable  of  being  sensitized 
under  the  existing  conditions  of  diet,  housing, 
and  climate.  In  this  technic  guinea  pigs 
received  repeated  intradermal  injections  of 
the  respective  material  every  other  day  for 
ten  injections  over  a period  of  twenty-one 

t Firmenich,  Inc.,  New  York  City. 


days.  Three  weeks  later  a challenge  injection 
was  given.  In  this  study  the  dose  in  the  first 
injection  was  0.05  ml.,  then  0.1  ml.  for  the  next 
nine  injections,  and  0.05  ml.  for  the  final  or 
challenge  injection.  Readings  of  reactions  at  the 
sites  of  injection  were  made  forty-eight  hours 
after  each  dose.  Responses  were  measured  in 
terms  of  erythema,  induration,  and  vesicula- 
tion.  Food  consisting  of  greens  and  commercial 
rabbit  pellets  was  available  at  all  times.  Body 
weights  were  recorded  weekly.  The  animals 
were  housed  in  groups. 

The  guinea  pig  intradermal  tests  with  each  of 
the  Chemoderms  showed  that  none  was  capable 
of  inducing  skin  sensitization  under  the  condi- 
tions of  the  test.  In  the  series  of  guinea  pigs  in 
which  the  base  cream  was  used  as  a carrier  for 
the  Chemoderm  perfumes,  repeated  intradermal 
injections  of  the  cream  alone  or  with  a Chemo- 
derm produced  reactions  due  to  primary  irrita- 
tion. However,  the  challenge  injection  of  each 
Chemoderm  produced  no  greater  response  than 
was  observed  during  the  initial  ten  sensitizing 
injections. 

The  positive  control  material,  0.1  per  cent 
paraphenylenediamine  in  the  base  cream,  also 
produced  responses  indicating  primary  irritation 
during  the  ten  sensitizing  injections.  However, 
the  challenge  injection  of  this  material  produced 
skin  responses  of  greater  degree  with  breakdown 
of  tissues,  indicating  that  sensitization  had  been 
produced.  The  series  of  guinea  pigs  given  re- 
peated injections  of  the  Chemoderm  perfumes  in 
sesame  oil  only  occasionally  produced  a minor 
primary  irritation  response  during  the  ten  sensi- 
tizing doses,  and  the  challenge  injection  of  each 
material  did  not  produce  a reaction  of  any  degree. 
The  positive  control  group  which  received  0.1  per 
cent  paraphenylenediamine  in  this  series  showed 
no  appreciable  degree  of  primary  irritation  during 
the  sensitizing  injections,  but  positive  skin  reac- 
tions of  a greater  degree  were  produced  following 
the  challenge  injection,  indicating  the  develop- 
ment of  skin  sensitization. 

On  the  basis  of  these  animal  studies  it  was  ap- 
parent that  none  of  the  Chemoderm  perfume 
materials  studied  possessed  inherent  sensitizing 
properties.  These  studies,  therefore,  served  as  a 
basis  for  the  extensive  human  patch  tests. 

Human  Studies 

Patch  tests  with  the  ten  Chemoderm  perfumes 
in  the  cream  formulation  were  conducted  with 
52  human  subjects,  seven  males  and  45  females. 
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n A 2.0  per  cent  concentration  of  each  Chemoderm 
st  (approximately  four  times  usage  concentration) 
st  in  the  cream  formulation  was  used,  and  as  a 
or  control  the  cream  without  a perfume  material 
it  was  patch  tested  at  the  same  time. 

The  Chemoderms  and  the  control  cream  were 
in  patch  tested  simultaneously,  using  a multiple 
a-  patch6  and  following  the  “repeated  insult” 
al  method  as  outlined  by  Shelanski  and  Shelanski.7 
I)'  This  method  involved  applying  a multiple  patch 
- containing  each  Chemoderm  in  a cream  base  to 
i the  skin  every  other  day,  three  times  a week, 
of  until  a total  of  ten  applications  were  made.  In 
k each  case  the  test  substances  were  in  contact 
li-  with  the  skin  for  twenty  to  twenty-four  hours, 
in  after  which  they  were  removed.  Readings  were 
ar  made  within  one  hour  following  removal.  A 
al  challenge  patch  was  applied  in  the  same  manner 
j-  ten  days  after  removal  of  the  last  of  the  ten  initial 
a-  patches.  All  patches  were  applied  and  all 
:h  readings  recorded  by  one  of  the  physician  au- 
® thors.  Subjects  who  showed  questionable  posi- 
15  tive  readings  to  any  cream  following  the  challenge 
patch  were  repatched  to  that  cream  after  an  in- 
it  terval  of  three  to  four  days. 

The  multiple  patch  adopted  for  the  simulta- 
111  neous  testing  of  the  ten  Chemoderms  and  the 
ri  control  material  consisted  of  a washable  elastic 
!d  cotton  bandage  in  which  were  placed  11  individ- 

II  ual  patches.  The  individual  patches  were  either 

III  individual  oval  felt  pads  or  surgical  gauze  squares 
e-  spaced  in  an  area  approximately  2y2  by  4'/2 
® inches  at  one  end  of  an  elastic  bandage  4 inches 

wide  and  18  to  20  inches  long.  Approximately 
400  mg.  of  the  cream  containing  each  Chemoderm 
d to  be  tested  was  placed  on  the  individual  patch, 
f'  The  patches  on  the  elastic  bandage  containing 
the  Chemoderms  in  the  control  cream  were  then 
d ' applied  to  the  inner  aspect  of  the  upper  arm  and 
ig  held  in  place  by  wrapping  the  free  end  of  the 
• bandage  around  the  arm  one  or  two  times  and 
18  securing  it  with  adhesive.  The  patches  were 
> ! alternately  rotated  between  the  left  and  right 
upper  arm  of  each  subject.  A new  set  of  patches 
?■  was  used  for  each  application.  A template  was 
ie  made  from  reclaimed  x-ray  film,  with  openings 
ig  designed  to  conform  with  the  outline  of  the  in- 
a 1 dividual  patches  on  the  elastic  bandage.  Ac- 
curate location  of  the  skin  contact  areas  to  the 

I test  materials  could  be  made  following  removal 
of  the  elastic  bandage  by  placing  the  template 
over  the  area  covered  by  the  bandage. 

in  1 

The  criteria  used  in  reading  the  skin  responses 
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TABLE  II- 
on  Subjects 

-Results  of  Repeated  Insult  Patch  Tests 
with  Each  Chemoderm  Containing  2 Per 
Cent  Active  Perfume  Mixture 

Chemoderm  Number  of 

Scoring * 

Odor 

Patches 

0 

1+  2+  3+ 

INSULT  PATCHES* 

839 

500 

500 

840 

499 

496 

3 

841 

500 

500 

842 

498 

495 

3 

843 

498 

495 

3 

84 

499 

498 

1 

845 

500 

500 

846 

500 

499 

1 

847 

498 

498 

848 

500 

500 

Control 

504 

500 

4 

CHALLENGE 

PA  TCHES 

839 

52 

52 

840 

52 

52 

841 

52 

42 

842 

52 

52 

843 

52 

52 

844 

52 

52 

845 

52 

52 

846 

52 

52 

847 

52 

52 

848 

52 

52 

Control 

52 

52 

* Five  subjects  did  not  receive  patches  on  several  occasions. 


were  0,  no  visible  reaction,  1 plus,  erythema, 
2 plus,  erythema  and  edema;  3 plus,  erythema, 
edema,  and  vesiculation. 

Table  II  presents  the  results  of  the  human 
patch  tests  with  each  of  the  Chemoderm  cream 
formulations.  Subjects  who  showed  primary 
irritation  reactions  during  the  ten  initial  or 
sensitizing  applications  should  normally  be  ex- 
pected to  have  a similar  irritation  reaction  on  the 
retest  or  challenge  application.  An  appreciable 
intensification  of  the  response  obtained  on  the 
retest  over  that  obtained  during  the  first  ten 
tests  indicates  sensitization.  The  data  pre- 
sented in  Table  II  indicate  that  none  of  the 
Chemoderms  produced  sensitization  in  any 
subject  tested.  Difficulty  was  encountered  with 
the  patches  originally  employed  in  this  study, 
the  oval  felt  pads.  Five  subjects  were  found 
to  have  dermographism,  and  the  use  of  the  oval 
felt  pad  for  patch  testing  the  creams  produced 
physical  irritation  due  to  the  firmness  and 
roughness  of  the  pad,  along  with  the  pressure 
necessary  to  maintain  the  pads  in  contact  with 
the  skin.  Replacing  the  felt  pads  with  gauze 
squares  eliminated  this  cause  of  mechanical  ir- 
ritation, and  the  five  subjects  continued  in  the 
study  without  further  difficulty. 

Comment 

These  studies  were  designed  to  predict  the  irri- 
tating or  sensitizing  potential  of  ten  Chemoderm 
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perfume  formulations  prior  to  test  marketing 
and  prior  to  their  extensive  use  in  perfumed 
consumer  products.  These  perfume  formula- 
tions were  made  to  approximate  the  most  popular 
perfume  odors  in  general  use  today  in  cosmetic 
creams,  lotions,  and  shampoos.  Their  compo- 
nents have  been  chemically  standardized  and  are 
exactly  reproducible.  While  the  actual  ingre- 
dients and  their  amounts  are  trade  secrets,  never- 
theless, Chemoderms  represent  satisfactory  per- 
fumes which  can  be  offered  with  a minimum  of 
danger  of  skin  sensitivity  or  irritation.  It  is 
realized  that  animal  studies  using  guinea  pigs 
are  not  very  reliable  for  predicting  human 
sensitization.  However,  in  a developmental 
program  such  as  is  described  here,  the  guinea  pig 
test  served  a useful  function  in  determining  if 
the  test  materials  were  strong  sensitizers.  The 
repeated  insult  patch  testing  of  the  test  materials 
using  a closed  patch  must  be  recognized  as  being 
a stringent  test  procedure  which  would  un- 
doubtedly pick  up  materials  that  have  even 
slight  inherent  sensitizing  potential.  We  rec- 
ognize that  the  use  of  52  subjects  may  be  open 
to  criticism  because  of  the  small  number.  It 
must  be  realized,  however,  that  the  subjects 
were  repeatedly  insulted  by  patch  applications 
which  would  appear  to  induce  sensitization  from 
the  material  under  study  if  it  had  such  a bio- 
logic potential.  The  results  of  this  study  indi- 
cated that  none  of  the  Chemoderm  formula- 
tions produced  sensitization.  We  believe,  there- 
fore, that  these  products  would  be  safe  for  fur- 
ther study  in  test  marketing  or  under  actual 
use  conditions.  The  results  of  such  further  in- 
vestigations would  point  up  more  specifically 
whether  the  materials  could  be  definitely  classi- 
fied as  nonsensitizers. 

In  a subsequent  paper  we  will  report  results  of 
a usage  test  with  the  ten  Chemoderm  perfume 
formulations. 


We  should  like  to  comment  on  the  patch 
which  was  finally  adopted  here  for  multiple 
skin  testing.  The  patch  as  finally  designed, 
consisting  of  1-inch  gauze  squares  sewed  to  an 
elastic  cotton  bandage,  greatly  facilitated  the 
simultaneous  study  of  ten  materials.  The  use 
of  a patch  of  this  type  in  clinical  practice,  where 
one  is  studying  a number  of  materials  to  deter- 
mine the  cause  of  contact  dermatitis,  would 
eliminate  the  time-consuming  operation  of 
applying  individual  patches  and  thereby  aid  the 
physician  in  conducting  such  tests  as  well  as 
eliminate  skin  reactions  due  to  adhesive  materials. 
This  technic  has  been  reported  by  us  in  detail 
elsewhere.4 

Conclusion 

Ten  basic  perfumes  of  definite  (but  secret) 
chemical  composition,  designated  as  Chemo- 
derms, were  tested  for  skin  sensitizing  properties 
in  animals  and  humans.  In  guinea  pigs  no 
sensitization  resulted  from  repeated  intradermal 
injections  of  the  perfume.  Repeated  insult 
patch  testing  of  52  human  subjects  did  not  show 
any  true  skin  sensitivity  from  these  substances. 
Consequently  it  is  felt  that  the  Chemoderms  can 
be  considered  safe  for  general  use  in  consumer 
products. 
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Trigger  Areas  and  Refractory  Pain  in  Duodenal 

Ulcer 

JACOB  MELNICK,  M.U.,  BROOKLYN,  NEW  YORK 


The  pain  of  uncomplicated  duodenal  ulcer 
usually  responds  to  medical  treatment;  most 
commonly  used  are  diet,  medication,  psycho- 
therapy, and  general  supportive  treatment. 
When  such  treatment  is  unsuccessful,  surgery 
is  indicated.1  This  paper  deals  with  a factor, 
the  trigger  area,  which  may  contribute  to  the 
failure  of  medical  treatment.  A group  of  35 
patients  with  duodenal  ulcer  and  refractory  pain 
is  presented.  Treatment  consisted  of  infiltra- 
tion of  trigger  areas  within  the  myofascial  tissue 
of  the  abdomen  and  dorsal  area  with  relief  of  the 
pain  in  32. 

The  presence  of  small  tender  areas  in  the 
myofascial  tissue  has  been  noted  in  many  painful 
disturbances,  visceral  as  well  as  somatic.  The 
areas  are  commonly  called  trigger  areas,  but 
their  presence  has  been  variously  described  as 
fibrositis,  myositis,  and  neuralgia,  and  the  terms 
fibrositic  nodules,  neural  tender  zones,  trigger 
points,  or  trigger  zones  have  been  used  by  various 
observers. 

More  than  twenty  years  ago  Murray2  de- 
scribed fibrositis  of  the  abdominal  muscles  as 
causing  pain  simulating  intra-abdominal  vis- 
ceral disease.  In  1935  Klinger3  reported  excel- 
lent results  in  patients  with  refractory  abdominal 
disturbances  by  infiltrating  tender  areas  in  the 
abdominal  muscles  with  Novocain.  Since  then 
Kelly,4  Young,6  Patton  and  Williamson,6  Gut- 
stein,7'8  Good,9’10  Button,11  Harmon  and  Young,12 
Gorrell,13  and  the  author14  have  reported  the 
presence  of  trigger  areas  in  abdominal  disturb- 
ances including  peptic  ulcer.  Excellent  results 
have  been  obtained  by  treatment  of  these  areas 
with  infiltration  of  a local  anesthetic.  The 
trigger  areas  and  their  relationship  to  physical 
findings  and  symptoms  were  described,  and  their 
importance  in  the  diagnosis  of  abdominal  dis- 
turbances was  noted  by  these  writers. 

In  addition  to  its  role  in  abdominal  disturb- 
ances, the  trigger  area  has  been  described  as  a 
factor  in  many  other  painful  and  stubborn  con- 
ditions. Lindgren16  treated  trigger  areas  in  the 
chest  wall  in  patients  with  coronary  disease  and 


demonstrated  not  only  symptomatic  but  also 
electrocardiographic  improvement.  Others16-22 
have  noted  similar  findings.  In  the  realm  of 
skeletal  disturbances  many  conditions  which 
were  previously  stubborn  and  refractory  have 
been  cleared  up  when  treatment  was  directed  to 
specifically  located  trigger  areas.  On  the  basis  of 
results  of  treatment  of  over  1,000  such  cases, 
Travell  and  Rinzler23  have  outlined  diagrammati- 
cally  the  location  of  the  trigger  areas  and  their 
reference  zones.  When  such  trigger  areas  were 
treated  by  procaine  infiltration,  zones  of  ref- 
erence, often  at  a distance,  were  cleared  up.  In  a 
recent  paper  Gorrell24  reported  similar  findings 
with  excellent  results  in  a fifteen-year  follow-up 
of  over  900  patients. 

The  trigger  area  is  a physical  finding  with  the 
following  characteristics: 

1.  It  is  a small  (x/4  to  1 inch  in  diameter), 
hypersensitive,  smooth  nodule  located  in  the 
myofascial  tissue  (occasionally  it  is  present  in  the 
skin) . 

2.  Symptoms,  particularly  pain,  are  set  off 
whenever  the  trigger  area  is  irritated,  as  by 
pressure,  needling,  extreme  heat  or  cold. 

3.  The  zone  of  reference  (area  in  which 
signs  and  symptoms  are  present)  is  constant  for 
specific  trigger  areas. 

4.  Trigger  areas  are  frequently  present  in  the 
reference  zone  but  may  form  at  a distance  from 
the  original  source  (as  in  the  shoulder  in  myo- 
cardial infarction25  or  in  the  lower  dorsal  region 
in  abdominal  disturbances14). 

5.  Common  etiologic  factors  in  the  formation 
of  trigger  areas  are  trauma,  skeletal  disease, 
visceral  disease  (peptic  ulcer,  myocardial  in- 
farction), and  visceral  infection  (dysentery, 
ulcerative  colitis). 

6.  Trigger  areas  may  persist  long  after  the 
original  causative  factor  has  disappeared  and  may 
themselves  cause  signs  and  symptoms  of  disease. 

7.  When  the  etiologic  factor  is  one  of  con- 
tinued activity  (appendicitis,  neoplasm),  treat- 
ment of  the  trigger  area  is  ineffectual,  so  that 
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TRIGGER  AREAS  IN  DUODENAL  ULCER 


Fig.  1.  Trigger  areas  in  duodenal  ulcer:  (1)  Dorsal  trigger  areas,  right  sixth,  seventh,  and  eighth  dorsals. 
(2)  Reference  zone  in  right  upper  abdomen;  trigger  areas  within  reference  zone.  (3)  Afferent  impulses  from 
trigger  areas  enter  cord  via  posterior  roots  maintaining  a focal  area  of  irritation.  (4)  Efferent  impulses  from  cord 
increase  trigger  area  activity;  this  cycle  may  persist  independently. 


evidence  of  active  and  progressive  disease  cannot 
be  masked. 

8.  Trigger  areas  are  activated  by  certain 
factors,  the  most  common  of  which  are  psychic 
and  emotional  stress,  infection,  fatigue,  and 
trauma. 

In  the  course  of  examining  a large  number  of 
patients  with  duodenal  ulcer  and  subsequent 
treatment  of  trigger  areas  in  many,  certain  groups 
of  trigger  areas  were  consistently  found.  Other 
trigger  areas  were  frequently  present  as  well. 

The  trigger  areas  typical  to  patients  with 
duodenal  ulcer  are  as  follows: 

1.  Dorsal  trigger  areas:  These  occur  in  groups 
of  two  on  the  right  side  along  the  sixth,  seventh, 
and  eighth  dorsal  vertebrae  (Fig.  1).  The 
first  group  is  located  about  y2  inch  from  the 
midline  over  the  corresponding  transverse  proc- 
ess and  is  about  1 to  0/2  inches  beneath  the 
skin.  The  second  group  is  2V2  to  3V2  inches 
from  the  midline  in  the  musculofascial  tissue 
over  the  corresponding  rib  and  is  V2  to  1 inch 
beneath  the  surface.  The  reference  zone  of  the 
dorsal  trigger  areas  is  in  the  corresponding 
neural  dermatomes  in  the  right  upper  abdominal 
quadrant  with  physical  findings  of  muscle 
spasm  and  tenderness.  The  symptoms  in  the 
reference  zone  may  vary  considerably,  but  the 
physical  findings  are  constant. 

2.  Abdominal  trigger  areas:  These  are  located 


(EACH  ROW  INDICATES  SPECIFIC  LEVEL 


OF  RADIATEO  PAIN) 


Fig.  2.  Patterns  of  trigger  areas  in  abdominal  muscles. 

in  the  right  upper  quadrant  beneath  the  anterior 
sheath  of  the  rectus  abdominis  muscle  (Fig.  2). 
The  depth  of  the  trigger  area  depends  on  the 
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TABLE  I. — Summary  op  35  Patients  Treated 


Number  of 
Patients 

Sex 

Male 

24 

Female 

11 

Total 

35 

Duration  of  symptoms  (years) 

Less  than  1 

3 

1 to  2 

4 

2 to  5 

12 

5 to  10 

6 

More  than  10 

10 

Type  of  pain* 

Pressure 

7 

Cramplike 

26 

Boring 

4 

Location  of  pain* 

Right  upper  quadrant 

17 

Left  upper  quadrant 

2 

Epigastrium 

9 

Mid-abdomen 

2 

Left  lower  quadrant 

1 

Right  lower  quadrant 

3 

Chest 

3 

Results 

Failure 

3 

Satisfactory 

32 

* Two  patients  had  2 types  of  pain. 


thickness  of  the  abdominal  wall.  The  physical 
finding  in  this  group  is  tenderness  in  the  region 
of  the  trigger  area  with  little  or  no  muscle  spasm. 
The  abdominal  trigger  areas  are  usually  present 
in  groups  characteristic  for  specific  symptoms. 

3.  Trapezius  muscle  trigger  areas:  These  are 
located  in  the  right  trapezius  muscle  midway  be- 
tween the  angle  of  the  neck  and  tip  of  the  shoul- 
der. The  zones  of  reference  are  in  the  neck  and 
shoulder  and  apparently  have  no  relationship  to 
the  abdominal  disturbance. 

The  trigger  areas  are  physical  findings  which 
are  discovered  by  palpation.  The  presence  of 
dorsal  trigger  areas  is  suggested  by  spasm  and 
tenderness  in  the  abdominal  muscle,  and  the 
areas  are  found  by  palpation  over  the  dorsal 
muscles  in  the  corresponding  neural  dermatomes. 

Treatment  consists  of  needling  with  infiltra- 
tion with  a local  anesthetic*  until  no  further 
sensitivity  is  present.  Treatment  is  usually  given 
once  or  twice  weekly,  and  several  areas  are  treated 
at  one  time. 

In  the  present  group  of  patients  there  were 
24  males  and  11  females  (Table  I).  There  was  a 
history  of  duodenal  ulcer  dating  back  as  much  as 
twenty  years.  After  varying  periods,  pain, 
previously  responsive  to  medical  treatment,  no 
longer  responded  and  became  persistent.  The 


* Dorsal  areas — 0.2  per  cent  procaine  hydrochloride  in 
normal  saline  solution;  abdominal  areas — 0.2  per  cent  Ponto- 
caine  in  normal  saline. 


nature  and  location  of  the  pain  varied  consider- 
ably, but  in  no  patient  was  it  the  typical  hunger 
pain  of  duodenal  ulcer,  nor  was  it  particularly 
relieved  by  food  or  antacids.  Most  patients 
noted  that  whether  or  not  they  kept  to  a rigid 
ulcer  diet  made  little  difference  in  their  symptoms. 

In  26  patients  the  pain  was  cramplike,  fre- 
quently occurring  in  attacks  of  varying  severity, 
and  in  17  was  located  in  the  right  upper  quad- 
rant. There  was  no  x-ray  evidence  of  gall- 
bladder disease  in  these  patients. 

In  four  patients  the  pain  was  in  the  epigas- 
trium, boring  in  nature,  and  referred  to  the 
back,  simulating  penetration  of  a duodenal 
ulcer  into  the  pancreas,  although  x-ray  studies 
showed  a small,  nonpenetrating  ulcer  in  each. 

In  six  patients  there  was  a feeling  of  pressure 
in  the  region  of  the  epigastrium  and  lower  ster- 
num. This  was  unrelated  to  effort,  and  elec- 
trocardiograms were  normal.  In  three  patients 
pain  of  considerable  severity  was  referred  to  the 
left  chest  in  one  and  right  chest  in  two.  Mid- 
abdominal pain  occurred  in  two,  right  lower  quad- 
rant pain  in  three,  and  left  lower  quadrant  pain 
in  one.  While  there  were  usually  other  symp- 
toms present  as  well,  pain  was  the  leading  com- 
plaint. 

Typical  groups  of  trigger  areas,  as  described 
earlier  in  the  paper,  were  present  in  all  patients. 
In  addition,  other  groups  of  trigger  areas,  cor- 
responding to  the  symptoms,  were  present  in 
most  patients.  Abdominal  muscle  spasm  and 
tenderness  suggested  the  presence  of  dorsal  trigger 
areas  in  the  corresponding  dermatomes,  and  these 
were  treated  first,  after  which  those  in  the  ab- 
domen were  treated. 

Following  treatment  32  patients  were  relieved 
of  their  symptoms.  Two  patients  were  ap- 
parently unaffected  by  treatment  and  showed  no 
improvement.  A third  patient  who  had  been 
unable  to  work  for  almost  a year  because  of  pain 
was  able  to  return  to  work  and  then  after  several 
weeks  had  a recurrence  which  was  not  relieved. 
In  the  patients  treated  successfully  one  of  the 
measures  of  success  was  that  they  could  adhere  to 
a normal  diet  without  symptoms  or  need  for 
medication.  To  most  patients  the  fact  that 
they  were  able  to  eat  favorite,  but  previously 
forbidden,  food  or  drink  or  to  smoke  without  re- 
turn of  symptoms  was  among  the  most  gratifying 
results  of  this  treatment. 

To  a great  extent  visceral  pain  is  reflex  in 
origin.26-28  Excess  impulses  from  the  injured 
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viscus  enter  the  dorsal  roots  via  the  autonomic 
nerves  and  are  then  referred  to  the  corresponding 
neural  dermatomes  where  both  symptoms  and 
physical  findings  are  present.  Travell  and  Rinz- 
ler23  have  suggested  that  the  trigger  area,  acting 
as  a focus  of  irritation,  sets  up  a similar  reflex  arc. 
Lewis  and  Kellgren29  demonstrated  that  a focus 
of  irritation  in  the  somatic  tissues  can  cause 
findings  similar  to  those  of  visceral  disease. 
They  injected  0.3  cc.  of  6 per  cent  saline  solution 
into  the  deep  musculofascial  tissue  of  the  lower 
dorsal  area  along  the  midline  and  produced  signs 
and  symptoms  of  acute  visceral  disease,  such  as 
renal  or  gallbladder  colic.  Weiss  and  Davis30 
injected  2 per  cent  Novocain  into  tender  areas 
of  the  skin  in  patients  with  severe  refractory 
pain  of  carcinoma,  renal  colic,  gallbladder  dis- 
ease, and  pneumonia  and  obtained  relief  until 
the  skin  anesthesia  wore  off.  Trinca31  noted, 
under  fluoroscopic  observation,  increased  per- 
istalsis of  the  barium-filled  stomach  when  the 
skin  of  the  abdomen  was  irritated  by  the  use  of  a 
rubefacient.  The  previously  irritated  skin  would 
again  become  reddened  if  the  stomach  were 
stimulated  by  the  subject  drinking  a cup  of  tea. 

Activity  of  trigger  areas  may  give  rise  to  other 
phenomena  indicative  of  reflex  activity  by  way 
of  the  autonomic  nervous  system,  such  as  pe- 
ripheral vasospasm,32  lowered  skin  resistance, 
lowered  skin  temperature,  and  sweating33  lo- 
calized to  the  reference  zone. 

Ussher34  noted  that  acute  and  prolonged  ab- 
dominal symptoms,  such  as  occur  in  gallbladder 
colic,  appendicitis,  renal  colic,  or  cardiospasm,  are 
related  to  myositis  of  the  dorsal  muscles  and  that 
treatment  of  the  myositis  relieved  the  symp- 
toms. He  named  this  the  viscerospinal  syn- 
drome. 

The  many  observations,  clinical  as  well  as 
experimental,  point  up  the  interaction  of  the 
somatic  and  the  visceral  tissue.  The  production 
of  signs  and  symptoms  of  visceral  disease  ex- 
perimentally by  the  artificial  creation  of  a focus 
of  irritation29  in  the  somatic  tissue  suggests 
that  the  trigger  area,  as  a naturally  created 
focus  of  irritation,  may  act  similarly.  This  is 
emphasized  by  the  many  writers  who  point  out 
the  importance  of  the  trigger  area  in  the  differen- 
tial diagnosis  of  signs  and  symptoms  usually 
attributed  to  visceral  disease. 

The  consistency  of  the  response  in  the  present 
series  of  patients  suggests  that  their  complaints 
were  due  primarily  to  trigger  area  activity  rather 


than  to  ulcer  activity.  The  lack  of  response  to 
ulcer  therapy  and  the  atypical  nature  of  the  pain 
are  similarly  suggestive.  It  may  be  inferred,  in 
view  of  their  previous  response,  that  as  long  as 
ulcer  activity  caused  symptoms,  these  patients 
did  well  on  ulcer  therapy,  but  at  some  point, 
despite  the  demonstrable  presence  of  an  ulcer, 
trigger  area  activity  became  the  prime  cause  of 
the  symptoms.  Such  an  inference  would  ex- 
plain the  consistency  of  response  of  these  pa- 
tients to  treatment  of  the  trigger  areas. 


Summary  and  Conclusion 

1.  Thirty-five  patients  with  duodenal  ulcer 
and  pain  refractory  to  ulcer  therapy  were  given 
treatment  to  specific  trigger  areas  with  relief  in 
32. 

2.  Trigger  area  activity  in  such  patients  may 
result  in  pain  refractory  to  ulcer  therapy  but 
responsive  to  treatment  of  the  trigger  areas. 

3.  Such  pain  is  frequently  atypical  and  may 
simulate  other  disturbances. 

4.  The  trigger  area  is  a physical  entity, 
specific  in  its  location  and  zone  of  reference,  and 
is  of  diagnostic  importance. 

5.  The  trigger  area  should  always  be  con- 
sidered when  a patient  with  uncomplicated 
duodenal  ulcer  has  symptoms  which  are  atypical 
or  unresponsive  to  therapy. 

930  Ocean  Avenue 
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Control  of  Infectious  Diseases 


Epoch-making  advances  have  been  made  in  the 
control  of  the  infectious  diseases  during  the  last 
twenty  years,  according  to  statisticians  of  the  Met- 
ropolitan Life  Insurance  Company. 

Among  persons  insured  under  Metropolitan  in- 
dustrial policies,  the  mortality  from  tuberculosis 
and  from  pneumonia  and  influenza  dropped  nearly 
90  per  cent  between  1933-1935  and  1953-1955. 
The  decline  in  the  death  rates  from  syphilis  and 
acute  rheumatic  fever  was  almost  as  rapid. 

The  principal  communicable  diseases  of  child- 
hood— measles,  scarlet  fever,  whooping  cough,  and 
diphtheria — together  recorded  an  average  death 
rate  of  only  0.2  per  100,000  policyholders  in  1953- 
1955,  the  statisticians  report,  while  typhoid  fever 
and  paratyphoid  fever  recorded  a rate  of  less  than 
0.05.  A number  of  other  infectious  diseases,  in- 
cluding puerperal  septicemia  and  erysipelas,  also 
have  been  reduced  to  the  vanishing  point  as  a cause 
of  death  in  this  insurance  experience. 

Extraordinary  progress  also  was  made  in  the 
control  of  two  diseases — smallpox  and  malaria — 


which  had  long  been  major  health  problems  in  the 
United  States.  About  8,000  cases  of  smallpox  were 
reported  in  this  country  in  1935;  in  1955  there  was 
not  a single  case.  In  1935  there  were  more  than 
137,000  cases  of  malaria;  last  year  only  477  cases 
were  reported,  and  a considerable  number  of  these 
infections  were  acquired  by  members  of  the  Armed 
Forces  while  serving  overseas. 

Despite  the  outstanding  gains  made  against  the 
infectious  diseases,  they  continue  to  be  major  causes 
of  sickness  and  death.  Tuberculosis  still  accounted 
for  more  than  15,000  deaths  in  1955,  and  pneumonia 
and  influenza  for  about  three  times  as  many. 

“The  common  cold  and  other  respiratory  condi- 
tions, year  after  year,  impose  an  enormous  amount 
of  disability,”  the  statisticians  assert.  “The  infec- 
tious diseases  take  an  additional  toll  in  less  obvious 
ways.  For  example,  not  a few  children  annually 
are  born  with  congenital  malformations  because 
their  mothers  had  German  measles  during  the  early 
months  of  pregnancy.  Then,  too,  infectious  disease 
often  hastens  the  death  of  people  with  serious  chronic 
diseases.” 
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The  general  impression  among  physicians 
that  porphyria  occurs  rarely  may  be  ascribed 
to  its  faculty  for  masquerading  as  many  other 
diseases,  thereby  obscuring  its  true  nature.  The 
incidence  of  this  disease  undoubtedly  would  be 
higher  if  the  physician  were  to  include  porphyria 
in  his  differential  diagnosis,  especially  of  puzzling 
abdominal  emergencies.  The  correct  diagnosis, 
however,  is  made  by  observing  and  recognizing 
the  significant  wine-colored  pigment  in  the 
urine  which  may  be  excreted  as  such  or  as  a color- 
less chromogen  requiring  special  treatment  to 
bring  out  the  characteristic  color. 

The  pigment  producing  this  color  is  porphyrin, 
an  iron-free  hematin  which  is  excreted  in  two 
forms : uroporphyrin  and  coproporphyrin.  The 
prefixes  are  of  historical  interest  only,  referring 
to  the  original  sources  of  discovery,  for  both  of 
these  pigments  are  found  in  the  urine  and  feces.1 
Neither  of  these  pigments  is  derived  from  the 
breakdown  of  hemoglobin,  but  rather  they  are 
usually  manufactured  from  porphyrins  of  in- 
gested plant  and  animal  tissues.  It  is  believed 
that  in  porphyria  there  is  a reversion  to  an 
embryonic  type  of  pigment  metabolism  with  the 
formation  of  excessive  uroporphyrin  in  the  hemo- 
globin synthesis  framework.2  Kolmer3  states 
that  there  are  four  isomers  of  porphyrin  desig- 
nated I,  II,  III,  and  IV,  two  of  which,  types 
II  and  IV,  have  not  been  encountered  in  nature. 
In  normal  individuals  large  amounts  of  type  III 
porphyrin  are  formed  in  the  body  as  a basis  for 
combination  with  iron  and  proteins  in  the  syn- 
thesis of  hemoglobin  and  the  respiratory  enzj'mes. 
Type  I porphyrins  are  produced  in  small  quanti- 
ties purely  as  a b3rproduct  of  type  III  biosynthesis. 
They  are  excreted  as  coproporphyrin,  up  to  300 
mg.  daily  in  the  urine  and  up  to  600  mg.  daily 
in  the  stool.4  More  than  a trace  of  uroporphyrin 
in  the  urine  is  pathologic.5 

Since  porphyrin  exerts  a widespread  depressive 
effect  on  cellular  respiration,  the  pathologic  find- 
ings are  nonspecific.  Autopsy  reports  of  por- 
phyria cases  have  described  degenerative  changes 
in  the  liver,  kidneys,  and  central  nervous  system. 
Some  writers  ascribe  this  pathology  to  an  ische- 
mia secondary  to  local  spasm  of  the  nutrient 


blood  vessels.  Since  the  nervous  system  is 
unduly  sensitive  to  anoxia,  many  of  the  clinical 
symptoms  are  attributable  to  this  ischemia. 
The  intense  abdominal  complaints  are  imputed 
to  the  involvement  of  the  sympathetic  nervous 
system  and  especially  the  vagus  nuclei  that  con- 
trol the  nerve  mechanism  affecting  the  gastro- 
intestinal tract.6  In  addition,  there  is  a direct 
atonic  reaction  of  the  bowel  musculature  to  the 
circulating  porphyrin  of  such  magnitude  as  to 
simulate  intestinal  obstruction.  Spasm  of  blood 
vessels  is  considered  to  be  the  etiologic  factor  in 
the  extreme  hypertension  during  acute  attacks. 

Clinical  Types  of  Porphyria 

Porphyria  has  been  divided  into  three  clinical 
types:7  (1)  congenital,  (2)  acute  (idiopathic  and 
toxic),  and  (3)  chronic. 

Congenital  Type. — The  congenital  type  is 
rare,  occurs  in  infancy  or  early  childhood,  and  is 
more  common  in  males.  The  bones  and  teeth 
are  pink  at  the  clinical  onset  of  the  illness  and 
later  deepen  to  a red-brown.  The  skin  is  photo- 
sensitive and  reacts  with  erythema,  vesicles,  or 
bullae  containing  colorless  to  blood-stained  fluid. 
Healing  of  these  lesions  results  in  permanent 
scarring.  Hirsutism  is  a common  accompani- 
ment. The  liver  and  spleen  are  enlarged,  and 
there  is  often  an  associated  anemia.  The  color 
of  the  urine  varies  from  pink  to  black  as  a result 
of  excess  amounts  of  type  I uroporphj’rins  and 
coproporphyrins. 

Acute  Type. — The  acute  type  is, the  com- 
monest form  of  porphyria  and  is  most  likely  to 
be  encountered  by  the  surgeon.  The  idiopathic 
and  toxic  subtypes  act  alike  clinically,  although 
the  latter  has  a definite  etiologic  agent.  Chemi- 
cals that  have  been  incriminated  in  this  respect  in- 
clude sulfonal,  trional,  veronal,  sulfanilamides, 
alcohol,  arsenicals,  selenium,  lead,  and  methyl 
chloride  gas. 

The  majority  of  the  acute  cases  occur  in  women 
thirty  to  fifty  years  of  age  and  from  whom  a 
family  history  of  porphyria  is  often  obtainable. 

The  presenting  symptom  is  usually  acute  ab- 
dominal pain.  There  is  no  set  pattern  for  this 
pain,  which  is  generalized  or  localized  and  may 
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or  may  not  radiate.  Obstipation  is  common  and 
is  accompanied  by  nausea  and  vomiting.  Diar- 
rhea is  rarely  present.  It  is  important  to  note, 
however,  that  the  abdomen  is  not  unduly  dis- 
tended, nor  are  tenderness  and  rigidity  remark- 
able. However,  x-rays  may  show  distended 
loops  of  bowel.  There  is  a decreased  urinary  out- 
put. Hypertension  and  tachycardia  are  constant. 
Central  nervous  system  involvement  is  frequent 
and  is  manifested  by  cerebral  irritation,  e.g., 
generalized  or  Jacksonian  convulsions,  or  depres- 
sion with  coma.  Concomitant  spinal  cord  or 
peripheral  lesions  of  any  type  may  be  observed. 
Convulsions  are  ominous  because  they  portend 
a 90  per  cent  mortality,  whereas  in  those  cases 
without  convulsions  there  is  a 20  per  cent 
mortality. 

The  diagnosis  of  the  acute  type  rests  on  the 
unusual  color  of  the  urine  which  varies  from  red 
to  Burgundy  wine.  This  color  is  due  to  the 
presence  of  excessive  amounts  of  uroporphyrin 
and  coproporphyrin,  especially  the  former. 
Sometimes  the  pigment  is  excreted  as  a colorless 
chromogen,  porphobilinogen,  which  changes  to 
wine  color  after  exposure  to  sunlight  for  several 
minutes  to  several  hours.  This  change  occurs 
only  if  the  urine  is  acid. 

Porphobilinogen  may  be  demonstrated  by  the 
Watson-Schwartz  test8  which  is  performed  as 
follows:  1 cc.  of  Ehrlich’s  reagent  is  added  to 

1 cc.  of  urine.  Then  2 cc.  of  a saturated  solution 
of  sodium  acetate  are  added.  If  a pink  color 
develops,  2 cc.  of  chloroform  are  added,  and  the 
mixture  is  shaken  well.  If  the  pink  color  is  due 
to  porphyrin,  the  chloroform  will  not  extract  it 
and  will  remain  colorless,  the  pink  color  persist- 
ing in  the  aqueous  fraction. 

Another  specific  test  for  porphyrins  is  the  spec- 
troscopic examination  of  an  acidified  sample  of 
urine.  These  tests  show  the  presence  of  por- 
phyrins during  the  acute  phase  and  for  about 
three  or  four  weeks  in  the  convalescent  period, 
after  which  the  porphyrins  usually  disappear, 
only  to  reappear  in  subsequent  attacks.  The 
case  presented  in  this  article,  however,  has  been 
showing  a persistently  positive  Watson-Schwartz 
test  for  porphyrins  for  six  months  since,  his  last 
attack. 

Other  laboratory  tests  are  not  revealing. 
Hyponatremia  and  hypochloremia  are  present 
and  are  probably  due  to  excess  renal  loss  of  these 
electrolytes. 

Chronic  Type. — Chronic  porphyria  is  a rare 


mixed  type  embracing  the  features  of  both  the 
acute  and  the  congenital  forms.  The  chronic 
type  occurs  more  frequently  in  females  and  may 
also  appear  late  in  life.9  Diabetes  and  liver 
disease  may  be  associated  with  this  form.  The 
clinical  findings  include  a mild  photosensitivity 
with  a concomitant  hyperpigmentation  and 
roughening  of  the  exposed  skin  and  occasional 
jaundice.  Abdominal  and  neurologic  symptoms 
may  be  present  but  are  not  prominent.  The 
urine  is  often  red  and  contains  types  I and  III 
porphyrins.  The  prognosis  in  the  chronic  type 
is  variable.  Death  may  occur  with  any  exacerba- 
tion, especially  if  neurologic  involvement  ensues. 

Differential  Diagnosis 

In  the  differential  diagnosis  of  porphyria  many 
acute  abdominal  conditions,  both  inflammatory 
and  obstructive,  must  be  considered.  The  symp- 
toms of  porphyria  may  be  identical  with  the 
surgical  emergencies  with  which  it  is  confused, 
but  the  physical  signs  are  not  proportionate  to 
the  intense  subjective  complaints.  Distention, 
tenderness,  and  rigidity  are  usually  much  less 
marked  in  porphyria.  The  diagnosis  depends  on 
finding  porphyrin  in  the  urine. 

Other  conditions  in  which  porphyrin  excretion 
in  the  urine  is  increased  are  hemolytic  jaundice; 
pernicious  anemia  following  a reticulocyte  re- 
sponse to  liver  therapy;  certain  liver  diseases, 
such  as  acute  hepatitis,  alcoholic  cirrhosis,  and 
hemochromatosis;  and  infectious  diseases,  such 
as  miliary  tuberculosis,  fungous  and  bacterial 
infections;  and  pellagra.  The  correlation  of  the 
clinical  findings  should  differentiate  porphyria 
from  these  conditions. 

A redurinemay  followtheingestionof  pyridium, 
red  beets,  phenolphthalein  in  alkaline  urine, 
rhubarb,  senna,  cascara,  and  santonin.  Hemo- 
globinuria and  hematuria  must  be  excluded. 

Treatment 

Treatment  of  porphyria  is  nonspecific.  In 
view  of  the  fact  that  treatment  is  essentially 
ineffective,  prophylaxis  assumes  the  major  role. 
Exposure  to  sunlight  is  prohibited  in  the  photo- 
sensitive type.  These  patients  should  be  advised 
to  procure  night  work  and  to  sleep  during  the  day. 
The  toxic  types  may  be  controlled  by  the  inter- 
diction of  barbiturate,  alcohol,  or  other  possibly 
causative  drugs.  This  also  includes  the  prohibi- 
tion of  the  use  of  pentothal  and  barbital  deriva- 
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tives  in  known  cases  of  porphyria  that  require 
surgery. 

Active  cases  require  supportive  and  sympto- 
matic therapy.  Admittedly,  this  is  difficult 
since  many  of  the  recommended  medications  are 
of  questionable  value.  Folic  acid  and  vitamin 
B12  for  the  pigment  metabolism,  prostigmin  for 
the  ileus,  and  calcium  and  intravenous  procaine 
for  the  abdominal  spasms  have  all  given  equivocal 
results.  Demerol  seems  to  be  the  most  effective 
drug  for  relief  of  pain. 

Surgery  is  contraindicated,  although  Calvy1 
states  that  splenectomy  has  been  tried  in  cases 
with  a hemolytic  anemia  component  with  good 
immediate  results. 

Case  Report 

A fifty-five-year-old  white  dentist  was  admitted 
to  the  hospital  on  January  4,  1955,  because  of  severe 
pain  in  the  left  lower  quadrant  and  hypogastrium 
which  had  begun  suddenly  three  days  before.  The 
pain  had  been  constant  with  exacerbations  and  had 
been  increasing  in  severity.  His  last  bowel  move- 
ment had  been  five  days  before  admission  after  a 
dose  of  cascara,  and  no  gas  or  stool  had  been  passed 
since.  No  melena  had  been  observed  at  any  time. 
He  had  vomited  a few  times  in  the  past  two  days. 
Frequency  of  urination  had  been  noted,  but  the 
color  of  the  urine  had  not  been  observed.  There  had 
been  no  loss  of  weight.  The  present  attack  began 
while  the  patient  was  on  a boat  returning  from  a ten- 
day  West  Indian  cruise  during  which  he  had  a great 
deal  of  exposure  to  the  sun. 

Past  History. — The  patient  had  been  well  until 
1946  when  he  developed  an  increasingly  painful 
urgency  to  urinate.  A transurethral  prostatic  resec- 
tion was  performed  which  gave  relief  of  most  of 
these  symptoms.  On  April  4,  1947,  he  had  a hemor- 
rhoidectomy and  was  discharged  on  April  6,  1947. 

Three  days  later  he  was  readmitted  because  of  an 
acute  onset  of  pain  in  the  left  lower  quadrant.  The 
patient  stated  that  he  could  not  recall  excessive 
exposure  to  sunlight  or  ingestion  of  any  barbiturates 
or  alcohol  preceding  this  attack.  The  important 
features  of  this  first  abdominal  episode  were  gleaned 
from  his  hospital  chart.  His  abdomen  was  moder- 
ately distended  and  tender  in  both  lower  quadrants. 
There  was  no  abdominal  rigidity.  Cystoscopy  and 
intravenous  pyelography  were  performed  but  showed 
no  abnormalities.  Because  of  persistent  lower  ab- 
dominal pain  and  tenderness  which  began  shifting 
to  the  right  lower  quadrant,  a provisional  diagnosis 
of  acute  appendicitis  was  made  the  next  day,  and  he 
was  operated  on. 

Laparotomy  revealed  a normal  appendix,  a few 
hemorrhagic  areas  in  the  mesentery  and  small 


bowel  wall,  and  a wralnut-sized  fibrous  nodule  in  the 
liver.  An  appendectomy  and  a biopsy  of  the  liver 
nodule  were  performed.  The  biopsy  report  de- 
scribed some  fibrosis  of  the  liver.  In  the  postopera- 
tive notes  there  was  frequent  mention  of  an  ileus 
that  reacted  poorly  to  Prostigmin,  and  nervous  mani- 
festations, such  as  extreme  restlessness,  lack  of 
cooperation,  and  numbness  of  his  hands.  Gradu- 
ally, his  intestinal  motility  returned,  and  he  was 
discharged  on  May  6,  1947. 

A few  days  after  discharge  from  the  hospital  he 
developed  weakness  of  the  right  upper  extremity 
which  persisted  for  about  four  weeks  and  then 
gradually  disappeared  during  the  next  two  weeks, 
whereupon  the  patient  resumed  his  dental  practice. 

He  remained  well,  except  for  short  periods  of 
constipation,  until  the  summer  of  1950.  During  his 
vacation  at  an  adult  camp,  after  several  days  of  sun 
bathing,  he  was  seized  with  an  acute  attack  of  ab- 
dominal pain  and  obstipation  without  vomiting. 
He  was  hospitalized  on  June  26,  1950,  and  a de- 
compressive regimen  of  Levine  tube  drainage  and 
intravenous  alimentation  was  instituted.  Scout 
abdominal  x-ray  films  showed  “moderate  gas  disten- 
tion of  large  and  small  intestines  with  some  fluid 
levels  in  each.”  Routine  urinalyses  reported  amber 
color,  positive  sugar  (probably  due  to  intravenous 
glucose),  and  negative  acetone  reactions.  Because 
of  the  persistence  of  his  symptoms,  a laparotomy  was 
performed  on  June  28,  1950,  under  spinal  anesthesia 
of  15  mg.  of  Pontocaine.  The  findings  were  as 
follows:  “No  mechanical  obstruction;  many  small 
areas  of  subserosal  hematomas;  gut  appears  like 
a toxic  ileus.”  A nodule  wras  observed  in  the  liver, 
and  biopsy  showed  cloudy  swelling  and  fatty  de- 
generation of  liver  cells.  The  postoperative  notes 
repeatedly  mention  restlessness,  dysuria,  distention, 
and  dark  urine.  Porphyrin  tests  were  not  per- 
formed. His  improvement  w'as  gradual,  and  he  was 
discharged  on  July  11,  1950. 

He  regained  general  good  health  and  was  asympto- 
matic until  July,  1954.  Again  during  a short  vaca- 
tion abdominal  pains  and  obstipation  recurred  and 
increased  in  severity,  necessitating  rehospitalization 
on  July  1,  1954.  The  findings  were  identical  with 
the  previous  episode  in  1950.  Treatment  was  con- 
servative and  consisted  of  Levine  tube  drainage  and 
intravenous  alimentation  for  about  a week,  after 
which  he  recovered  and  was  discharged  on  July  12, 
1954.  Again  no  special  urinary  porphyrin  tests  were 
performed.  Between  this  attack  and  the  last  admis- 
sion, six  months  later,  he  was  well. 

Family  History. — The  patient  could  not  recall 
any  weaknesses,  palsies,  or  photosensitivities  in  his 
relatives.  Hypertension  was  common  in  his  family. 
His  mother,  father,  a brother,  and  a sister  died  of 
heart  attacks  in  their  early  sixties. 

The  patient  had  been  divorced  five  years  before, 
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after  five  years  of  marriage.  There  were  no  children. 
A history  of  termagancy  could  not  be  obtained. 

Physical  Examination  on  Present  Admis- 
sion.— On  admission  to  the  hospital  the  patient 
was  writhing  in  pain.  He  was  well  developed  and 
well  nourished.  The  exposed  skin  was  tanned  a 
coppery-red.  The  head  and  neck,  chest,  heart, 
and  neurologic  system  showed  no  clinical  ab- 
normalities. The  abdomen  was  soft.  A tender  full- 
ness was  palpated  in  the  left  lower  quadrant  under- 
lying the  lower  half  of  a left  rectus  scar.  On  rectal 
examination  no  stool  was  encountered,  and  no 
intrinsic  or  extrinsic  masses  were  palpated. 

Admission  laboratory  studies  were  as  follows: 
Hemoglobin  15  Gm.,  red  blood  cells  5,200,000,  and 
white  blood  cells  13,100  with  segmented  forms  72 
per  cent,  bands  2 per  cent,  and  lymphocytes  26  per 
cent.  Urine  was  amber  color  and  negative  for  sugar 
and  acetone,  and  microscopic  examination  showed  a 
few  white  blood  cells.  X-ray  of  the  abdomen  showed 
moderate,  localized  small  bowel  distention  with  few 
fluid  levels. 

Conservative  therapy  was  prescribed,  consisting 
of  Demerol,  intravenous  glucose  in  saline,  penicillin, 
and  Levine  tube  decompression.  The  patient  was 
unable  to  void  and  had  to  be  catheterized.  The  next 
day  his  temperature  rose  to  100  F.,  the  abdominal 
pain  increased,  the  left  rectus  muscle  was  moder- 
ately spastic,  and  the  fullness  in  the  left  lower  quad- 
rant was  more  tender.  A scout  x-ray  film  of  the 
abdomen  showed  the  same  distended  bowel  loops 
as  on  the  day  before.  A diagnosis  was  made  of  closed 
loop  intestinal  obstruction  due  to  adhesions  with 
possible  strangulation,  and  the  patient  was  operated 
on. 

The  abdomen  was  opened  under  spinal  anesthesia 
of  100  mg.  procaine  and  2 cc.  of  1:200  Nupercaine. 
There  were  massive  adhesions,  interintestinal  and 
between  the  small  bowel  and  the  anterior  abdominal 
wall.  The  proximal  half  of  the  small  bowel  was 
dilated  moderately,  and  the  distal  half  was  incom- 
pletely collapsed  with  no  sharp  line  of  demarcation 
between  the  dilated  and  the  collapsed  loops.  A few 
calculi  were  palpated  in  the  gallbladder.  A walnut- 
sized fibrous  nodule  was  present  in  the  left  lobe  of 
the  liver. 

Most  of  the  adhesions  were  divided,  especially 
where  sharp  kinks  were  present.  An  accordion-like 
area  of  adhesions  was  not  disturbed.  A biopsy  of  the 
liver  nodule  was  taken,  and  the  abdomen  was 
closed.  The  liver  biopsy  showed  interstitial  hepa- 
titis and  fibrosis. 

The  anesthetist  had  difficulty  in  maintaining  the 
patient’s  blood  pressure  throughout  the  operation. 
The  systolic  pressure,  which  had  been  190  before 
the  spinal  anesthesia,  dropped  to  120  immediately 
after  the  administration  of  the  anesthetic.  An  intra- 
venous drip  of  800  cc.  of  1 : 100,000  Neo-Synephrine 


followed  by  400  cc.  of  1 : 10,000  ephedrine  were  in- 
effectual in  controlling  the  blood  pressure  which 
kept  falling  to  60  mm.  Hg.  Finally,  150  cc.  of 
1:250,000  Levophed  intravenously  elevated  the 
blood  pressure  to  140  by  the  end  of  the  operation. 

The  immediate  postoperative  period  was  marked 
by  hypotension  of  70  systolic  which  required  a Neo- 
Synephrine  intravenous  drip  for  several  hours  to 
elevate  it  to  120.  The  next  day  the  blood  pressure 
reach  220/100  and  then  fluctuated  between  120/70 
and  220/100  for  about  two  hours.  Then  he  had  a 
severe  epileptiform  convulsion  lasting  four  minutes. 
Intravenous  Nembutal  200  mg.  was  given  to  quiet 
the  seizure.  He  was  lethargic  for  about  an  hour 
after  the  convulsion;  blood  pressure  readings 
during  this  period  fluctuated  between  120/70  and 
220/110.  After  the  lethargy  he  was  oriented  and 
complained  of  severe  abdominal  pains  for  which 
morphine  sulfate  10  mg.  was  given. 

Thereafter,  he  showed  gradual  improvement.  His 
blood  pressure  ranged  between  150/100  and  110/70. 
His  abdominal  distention  was  moderate,  and  by  the 
third  postoperative  day  intestinal  peristalsis  re- 
turned so  that  the  Levine  tube  could  be  removed. 
On  the  fourth  postoperative  day  the  urine  was  ob- 
served to  be  a Burgundy-wine  color  and  was  sent 
to  the  laboratory  to  be  examined  for  hemoglobinuria 
which  was  reported  as  absent.  Since  the  patient 
was  improving  and  the  urine  was  getting  lighter,  no 
more  than  passing  attention  was  paid  to  the  color 
of  the  urine.  However,  when  the  case  was  reviewed 
with  the  medical  consultant  on  the  ninth  postopera- 
tive day,  porphyria  was  considered  for  the  first  time. 
A Watson-Schwartz  test  was  performed  then  and 
was  strongly  positive  for  porphyrins. 

The  patient’s  wound  healed  by  primary  intention, 
and  he  was  discharged  on  the  eleventh  postoperative 
day. 

On  follow-up  examinations  one,  two,  and  six 
months  later,  he  was  in  good  general  health.  His 
blood  pressure  remained  in  the  vicinity  of  120/88. 
His  urine,  collected  at  each  visit,  was  amber  in  color 
and  gave  definitely  positive  Watson-Schwartz  tests 
for  porphyrins.  Urine  examinations  of  a sister  and 
a brother  were  negative  for  porphyria. 

Comment 

Many  of  the  major  features  of  porphyria  were 
manifest  in  this  case.  Nevertheless,  the  diagno- 
sis was  not  made  during  several  acute  episodes, 
even  though  the  signs  were  begging  for  recogni- 
tion. In  this  patient  photosensitivity  played  a 
prominent  role  in  initiating  the  attacks.  Bar- 
biturates, which  had  been  given  during  his  ill- 
nesses, apparently  did  not  aggravate  his  condi- 
tion. The  symptoms  of  generalized  abdominal 
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pains,  obstipation,  and  vomiting  and  the  physical 
signs  of  abdominal  tenderness  and  a dispropor- 
tionate absence  of  rigidity  were  typical  of  the 
disease.  Associated  central  nervous  system 
affectations  were  present  in  each  of  his  attacks: 
restlessness,  numbness  of  the  fingers,  arm  palsy, 
and,  in  the  last  attack,  epileptiform  convulsions. 
Since  the  mortality  rate  is  reputed  to  be  90  per 
cent  when  convulsions  are  present,  this  patient 
was  indeed  extremely  fortunate  in  having  sur- 
vived. The  most  important  clinical  feature,  the 
dark  urine,  was  specifically  observed  in  the  three 
last  attacks,  but  its  significance  was  not  realized. 
Had  the  attending  physicians  been  alert  to  the 
existence  of  porphyria  and  evaluated  properly  the 
above  symptoms  and  signs,  three  abdominal 
operations  could  have  been  avoided. 

Summary  and  Conclusions 

The  major  clinical  features  of  porphyria  are 
reviewed. 

A case  of  acute  recurrent  porphyria  is  presented 
with  cardinal  signs  of  photosensitivity,  severe 
abdominal  pain,  vomiting,  distention,  obstipa- 
tion, abdominal  tenderness  with  a lack  of  propor- 
tionate rigidity,  and  the  pathognomonic  wine- 


colored  urine  which  gave  a positive  Watson- 
Schwartz  test  for  porphyrins.  The  hospital 
admission  reported  here  was  for  the  fourth  severe 
attack  over  a period  of  eight  years  and  resulted 
in  the  third  operation  for  presumed  intestinal 
obstruction. 

It  is  recommended  that  porphyria  be  included 
in  the  differential  diagnosis  of  obscure  abdominal 
surgical  emergencies.  Its  timely  recognition 
would  undoubtedly  obviate  unnecessary  surgery. 

550  Ocean  Avenxje 
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Studies  on  Burns:  The  Exposure  Method  vs.  Occlusive  Dressings  in  the  Local 

Treatment  of  Experimental  Burns 


The  need  for  controlled  experimental  data  to 
shed  light  on  the  problem  of  local  treatment  of 
burns — with  specific  reference  to  the  exposures  vs. 
the  occlusive  method — stimulated  Drs.  Shaun  P. 
Holman,  Ezra  S.  Shaya,  F.  S.  Hoffmeister,  and 
Milton  T.  Edgerton  to  carry  out  a comparative 
study,  using  young  pigs  as  experimental  animals. 
Third  degree  burns  were  inflicted  in  symmetric 
pairs  on  the  backs  of  the  animals. 

One  of  each  pair  of  wounds  was  treated  with  oc- 


clusive dressings  and  the  other  left  open.  It  was 
found  that  an  average  of  thirty-nine  days  was  re- 
quired for  complete  healing  of  the  dressed  wounds, 
whereas  an  average  period  of  only  twenty-one  days 
was  needed  for  healing  of  the  open  burns.  The 
writers  conclude  that  “perhaps  more  serious  attention 
should  be  given  by  surgeons  to  the  advantages  of 
light  and  dryness  and  avoidance  of  heat  in  the  cure 
of  unhealed  wounds.” — Annals  of  Surgery,  January, 
1956 
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ROSWELL  PARK  MEMORIAL  INSTITUTE 
BUFFALO,  NEW  YORK 


Conducted,  by  j.  w.  pickren,  m.d. 


april  21,  1955 


Dr.  George  Moore:  This  clinicopathologic 
conference  has  special  significance  because  the 
patient  was  a member  of  our  staff.  The  care  of 
a medical  colleague  is  often  difficult  because  of 
the  deference  to  another’s  judgment  which  may 
blunt  the  decisiveness  of  the  attending  physician 
at  a time  when  decisiveness  is  of  paramount  im- 
portance. Similarly,  the  colleague’s  comfort  is 
a concern,  and  perhaps  one  or  several  diagnostic 
tests  which  would  be  done  on  a ward  patient  as  a 
part  of  a routine  workup  are  not  carried  out. 
These  and  other  lessons  can  be  learned  from  this 
conference. 

Case  History  and  Discussion 

Dr.  J.  W.  Pickren:  The  patient  was  a white 
male  born  in  1914.  He  had  no  significant  illnesses 
until  1944  when  he  noticed  swelling  of  the  left 
testis.  Left  orchiectomy  for  an  embryonal  cell 
carcinoma  was  performed  in  an  Army  hospital  in 
December,  1944.  This  was  followed  by  a radical 
retroperitoneal  lymph  node  dissection  in  January, 

1945.  Between  January  and  March,  1945,  deep 
x-ray  therapy  was  given  with  a 1,000,000-volt 
generator.  A dose  of  about  5,000  r was  delivered 
to  each  of  five  portals.  Treatment  was  followed 
by  severe  radiation  changes  of  the  skin  and  soft 
tissues  with  chronic  radiation  dermatitis  and 
immobilization  of  the  spine  due  to  surrounding 
fibrosis.  As  a result  of  these  disabilities,  the 
patient  was  invalided  out  of  the  Army  in  May, 

1946.  At  this  time  his  blood  pressure  was  re- 
corded as  128/93,  not  different  from  that  noted 
in  1936  or  1942. 

In  1946  he  was  admitted  to  another  hospital 
with  a partial  bowel  obstruction  which  cleared 
with  conservative  therapy.  Mucous  casts  of 


the  bowel  were  passed.  The  urine  contained  a 
few  red  cells  at  the  tune  of  admission,  but  sub- 
sequent examinations  were  negative.  His  blood 
pressure  was  138/72. 

During  the  next  few  years  he  had  recurrent 
erysipelas-like  lesions  of  the  skin  of  the  lower 
abdomen  and  scrotum.  Generally,  he  remained 
well  and  maintained  a private  surgical  practice 
until  November,  1952,  when  he  developed  head- 
aches and  was  found  to  have  an  elevated  blood 
pressure.  In  April,  1953,  he  developed  acute 
precordial  pain.  This  was  accompanied  by 
electrocardiographic  changes  indicative  of  an 
acute  myocardial  infarction,  and  subsequently  a 
precordial  friction  rub  was  heard.  He  was 
treated  with  anticoagulants  and  kept  at  bed  rest. 
At  this  time  blood  urea  nitrogen  was  16  mg.  and 
urea  clearance  over  100  per  cent.  Phenol- 
sulfonphthalein  was  25  and  30  per  cent,  and  con- 
centration was  said  to  be  poor.  A blood  pressure 
of  190/120  was  obtained  on  several  occasions. 

The  patient  was  investigated  at  another  medi- 
cal center  early  in  1954  for  the  possibility  of  per- 
forming a sympathectomy.  At  that  time  the 
blood  pressure  was  210/120  and  fell  to  160/114 
with  sedation.  The  urine  showed  a specific 
gravity  of  1.022,  albumin  1 plus,  and  occasional 
red  cells.  The  blood  nonprotein  nitrogen  was 
46  mg.  per  cent.  An  intravenous  pyelogram  was 
reported  as  normal.  The  patient  was  discharged 
without  surgery  on  a supportive  regime  including 
Digitoxin,  Raudixin,  and  Mercuhydrin. 

He  was  readmitted  to  a local  hospital  in  May 
and  June,  1954,  with  dyspnea  and  edema.  At 
this  time  his  blood  pressure  was  210/120,  and 
pulsus  alternans  was  present.  His  blood  urea 
nitrogen  was  19  mg.  per  cent.  Symptomatic 
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Fig.  1.  Marked  distention  of  the  large  bowel  over- 
shadows distended  loop  of  small  intestine  as  denoted  by 
arrow. 


improvement  occurred,  and  he  returned  home  on 
a low-salt  diet,  mercurial  diuretics,  ammonium 
chloride  and  Diamox,  Serpasil,  thorazine,  Apres- 
oline,  Digitoxin,  Demerol,  and  barbiturates. 
For  the  next  five  months  he  was  confined  to  his 
room  and  suffered  from  periodic  dyspnea,  severe 
edema  of  the  leg,  and  headaches.  He  lost  50 
pounds  in  weight  during  this  five-month  period. 

On  November  24,  1954,  the  patient  developed 
abdominal  tenderness  and  distention  and  was 
admitted  to  Roswell  Park  Memorial  Institute  on 
the  following  day. 

Dr.  Moore:  The  patient  was  admitted  on 
November  25,  1954,  with  a history  of  abdominal 
distention  and  some  tenderness,  particularly 
in  the  lower  left  quadrant,  for  approximately 
twenty-four  hours.  He  had  not  passed  flatus 
and  had  been  vomiting  intermittently  for  twenty- 
four  to  seventy-two  hours.  However,  he  had 
been  vomiting  once  or  more  a day  for  the  pre- 
vious month  or  so,  and  since  he  was  on  many 
different  drugs,  it  was  difficult  to  tell  the  cause 
of  this  vomiting.  I examined  him  on  admission 
and  found  slight  distention  of  the  abdomen  and 
marked  tenderness  in  the  lower  left  quadrant. 
There  was  no  appreciable  rebound  tenderness 
but  a rather  diffuse  deep  tenderness  which  could 
not  be  localized.  An  exact  evaluation  of  his 


pain  was  difficult  because  of  his  varied  medica- 
tions and  dependence  on  Demerol.  Rectal  ex- 
amination was  negative.  Both  legs  were  mark- 
edly edematous.  The  patient  was  anxious, 
lethargic,  and  showed  marked  emaciation  and 
dyspnea  with  rapid  respirations  and  a bounding 
pulse  with  a gallop  rhythm. 

Laboratory  findings  were  as  follows:  hemo- 
globin 11.8  Gm.  per  cent;  white  blood  cells 
24,500  with  polymorphonuclears  93  per  cent, 
lymphocytes  5 per  cent,  and  monocytes  2 per 
cent;  blood  sugar  168  mg.  per  cent;  nonprotein 
nitrogen  57  mg.  per  cent;  serum  albumin  3.7  mg. 
percent;  serum  globulin  2.4  mg.  per  cent;  chlo- 
rides 84  mEq.  per  L.;  carbon  dioxide  18.9  mEq. 
per  L.;  calcium  9.2  mg.  per  cent;  phosphorus 
6.1  mg.  per  cent. 

The  history  was  not  compatible  with  the  usual 
mechanical  bowel  obstruction,  inasmuch  as  there 
was  no  definite,  sudden  onset  of  pain  and  no 
antecedent  history  of  cramps  or  pain.  My 
working  diagnosis  was  mesenteric  thrombosis  or 
embolus.  The  important  decision  that  had  to  be 
made  was  whether  this  patient  should  be  ex- 
plored, and  I decided  not  to  explore  him  im- 
mediately for  the  following  reasons:  He  had  a 
tremendous  heart,  he  did  not  seem  to  be  fully 
digitalized,  his  pulse  was  grossly  irregular,  he 
was  edematous,  his  electrolytes  were  abnormal, 
he  had  been  vomiting  for  some  time,  and  finally 
if  by  some  miracle  this  was  a simple  ileus  and 
we  did  operate  on  him,  we  stood  an  excellent 
chance  of  killing  him.  If  it  was  a mesenteric 
thrombosis,  we  should  have  one  or  two  days  of 
grace  since  in  my  experience  the  bowel  does  not 
infarct  to  the  point  of  perforation  for  about 
four  or  five  daj^s  or  even  longer. 

The  first  step  was  the  discontinuance  of  all  his 
previous  medications.  He  was  digitalized,  his 
electrolytes  were  readjusted,  and  gastric  suction  ' 
was  initiated.  There  was  an  improvement  in 
his  general  condition  for  two  days.  However, 
his  white  count  remained  elevated.  The  ab- 
domen remained  tender  but  not  distended.  The 
second  day  he  passed  some  flatus  and  had  a few 
bowel  sounds  but  no  sustained  peristaltic  activ- 
ity. On  the  fourth  day  his  status  was  unchanged. 
May  we  see  the  x-rays  now? 

Dr.  Elliot  Lasser:  On  admission  upright 
films  were  obtained  immediately,  and  they 
showed  an  ileus  picture.  He  had  marked  dis- 
tention of  the  transverse  colon,  a portion  of  the 
descending  colon,  and  of  the  cecal  region  which 
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Fiq.  2.  Distended  small  bowel  loop  is  easily  visual- 
ized on  the  fourth  hospital  day  after  the  gas  in  the  colon 
had  disappeared. 


also  contained  a great  deal  of  fecal  material. 
We  did  not  see  any  gas  present  in  the  lower 
sigmoid  region  and,  therefore,  did  a barium  enema 
carrying  it  up  to  the  splenic  flexure  without  en- 
countering any  obstruction.  In  retrospect,  I 
can  pick  out  a loop  of  small  bowel  which  was 
being  hidden  to  a great  extent  behind  the  dilated 
large  bowel  (Fig.  1).  Follow-up  films  of  the 
abdomen  taken  four  days  after  admission  showed 
a small  bowel  loop  quite  nicely,  and  the  gas  in 
the  colon  had  largely  disappeared  (Fig.  2). 
This  isolated,  dilated,  single  loop  of  small  bowel 
was  interpreted  as  definite  evidence  of  an  in- 
testinal obstruction. 

Dr.  Moore:  Since  he  had  not  unproved 

despite  therapy  and  because  of  the  x-ray  find- 
ings, it  was  decided  that  the  overlying  condition 
could  not  be  anything  that  was  going  to  remedy 
itself,  and  an  exploratory  laparotomy  was  sched- 
uled. 

Laparotomy  was  done,  and  about  50  cm.  of 
necrotic  small  bowel  in  the  lower  left  quadrant 
were  removed  along  with  25-cm.  segments  of 
normal  bowel  on  each  side  of  the  affected  area. 
An  end-to-end  anastomosis  was  performed  with 
one  layer  of  interrupted  number  4-0  silk  sutures. 
The  remainder  of  the  abdomen  seemed  normal; 
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there  was  no  generalized  peritonitis.  The  patient 
seemed  to  respond  well  for  several  days;  he  was 
cheerful  and  was  able  to  talk  to  his  wife  daily, 
and  we  had  some  hope  that  we  might  be  able  to 
resurrect  this  patient.  However,  his  white 
count,  pulse,  respirations,  and  temperature 
remained  elevated,  and  we  had  difficulty  in 
maintaining  his  electrolyte  balance.  It  was  felt 
that  he  had  continuing  infection  in  his  peritoneal 
cavity. 

On  the  sixth  day  alter  operation  he  seemed 
further  unproved  and  had  passed  stool 
per  rectum  after  removal  of  an  impaction  of 
barium  and  stool.  I was  concerned  that  he 
might  develop  a stress  ulcer  and  insisted  that  we 
feed  him  first  through  his  gastric  tube  and  then 
discontinue  gastric  suction  altogether.  Two 
feedings  were  given  without  event;  however,  the 
next  day  he  became  semicomatose,  and  suction 
was  restarted.  Later  in  the  day  his  blood 
pressure  became  unobtainable,  and  despite  nasal 
oxygen  and  vasoconstrictors  he  died  during  the 
evening  of  the  seventh  postoperative  day. 

Dr.  Lenore  Simpson:  Dr.  Tarail,  would  you 
comment  briefly  about  the  fluid  and  electrolyte 
therapy  of  this  patient? 

Dr.  Robert  Tarail:  I should  like  to  make 
just  one  or  two  points  about  this  very  difficult 
problem  in  maintenance,  sustenance,  replace- 
ment, restitution,  and  deficit.  I shall  not  burden 
you  with  the  intricate  nutritional  and  fluid 
management  problem  in  this  patient  or  with  the 
various  paradoxes  and  conflicting  indications 
and  contraindications.  For  example,  it  is  clear 
that  he  had  severe  cardiac  insufficiency,  severe 
renal  insufficiency,  episodes  of  profound  dehydra- 
tion and  electrolyte  depletion,  and  chronic  mal- 
nutrition. A therapeutic  dilemma  which  I 
think  is  interesting  from  the  practical  point  of 
view  was  the  circumstance  that  on  admission  his 
serum  sodium  concentration  was  depressed  to 
122  mEq.  per  L.  and  the  serum  chloride  was 
down  to  84  mEq.  per  L.  Nevertheless,  he  was 
very  edematous,  and  we  were  faced  with  the 
problem  as  to  whether  this  depression  of  sodium 
concentration  in  the  extracellular  fluid  was  a 
consequence  of  a dilution  phenomenon,  retention 
of  water  in  excess  of  salt,  or  whether  it  was  re- 
lated to  bouts  of  vomiting  and  the  treatment  with 
a fabulous  assortment  of  diuretics.  These  two 
possibilities  had  important  therapeutic  impli- 
cations because  the  administration  of  salt  solu- 
tion to  patients  who  develop  low  serum  on  the 
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Fig.  3.  The 
perforation  of 
the  stomach  is 
easily  seen  in  the 
anterior  wall  near 
the  greater  cur- 
vature as  shown 
by  the  arrow  on 
the  right.  The 
arrow  on  the  left 
shows  the  well- 
healed  anastomo- 
sis. 


basis  of  dilution  usually  results  only  in  intensi- 
fication of  the  edema  and  has  no  salutary  effect. 
But  administration  of  salt  to  the  patient  who  has 
lost  it  into  his  environment  may  be  beneficial. 
We  felt  that  both  factors  played  a role  in  this 
patient,  as  perhaps  they  did. 

With  respect  to  the  nature  of  the  renal  insuf- 
ficiency, we  were  very  eager  to  help  the  patient 
reach  a state  of  health  which  would  permit  study 
of  his  renal  problem  and  permit  identification 
of  the  nature  of  his  hypertension.  As  a matter 
of  fact,  I can  recall  how  Dr.  Moore,  Dr.  Holland, 
and  I discussed  the  possibilities,  among  which 
were  unilateral  renal  hypoplasia,  irradiation 
damage,  and  even  pheochromocytoma.  In  gen- 
eral, whenever  we  attempt  to  manage  a patient 
with  hypertension,  one  of  our  guiding  principles 
is  to  identify  those  causes  of  the  hypertension 
which  are  remediable. 

It  is  debatable  whether  hypertension  presum- 
ably secondary  to  unilateral  renal  hypoplasia  is 
remediable  since  there  is  apparently  contrary  evi- 
dence. But  certainly  if  the  patient  has  become 
well  enough  for  us  to  have  identified  a unilateral 
renal  involvement,  we  would  have  seriously  con- 
sidered removing  a possibly  offending  structure. 

Dr.  Simpson:  This  is  a very  complicated  case, 
and  I think  we’ll  ask  Dr.  Stoll  to  tell  us  about 
the  postmortem  examination. 


Pathologic  Report 

Dr.  Henry  Stoll  : At  postmortem  he  showed 
radiation  changes  of  both  the  anterior  and 
posterior  abdominal  walls  with  some  discolora- 
tion and  induration  of  the  abdominal  wall. 
There  was  little  fluid  in  either  pleural  cavity. 
There  was  free  air  in  the  peritoneal  cavity,  and  a 
large  anterior  perforation  of  the  stomach  with 
protruding  mucosa  was  seen  a few  centimeters 
above  the  pylorus  (Fig.  3).  Through  this  per- 
foration the  nasogastric  tube  was  extended  into 
the  free  peritoneal  cavity. 

There  was  a good  deal  of  chronic  reaction 
retroperitoneally  on  both  sides.  Microscopic 
examination  confirms  that  this  was  nonspecific 
fibrous  reaction  which  could  have  been  due  to 
either  surgery  or  radiation. 

In  the  area  of  bowel  resection  the  anastomotic 
site  was  well  healed.  There  was  no  evidence  of 
mesenteric  thrombosis  or  nonviable  bowel. 
There  was  a rather  diffuse  peritonitis,  most 
marked  on  the  surface  of  the  bowel  but  also 
covering  the  surface  of  the  liver  and  spleen  as  well 
as  other  abdominal  viscera. 

The  heart  weighed  550  Gm.  Near  the  apex 
there  was  a small  area  of  adhesions  between  the 
visceral  and  parietal  pericardium.  The  myo- 
cardium was  unremarkable  grossly,  but  micro- 
scopically one  of  the  smaller  arteries  showed  a 
recanalized  thrombus  consistent  in  appearance 
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with  the  clinical  history  of  his  acute  cardiac 
episode  in  1953.  The  aorta  distal  to  the  renal 
arteries  was  sclerotic. 

There  were  superficial  erosions  of  the  esophagus 
which  probably  resulted  from  the  prolonged  in- 
tubation. The  previously  mentioned  perfora- 
tion in  the  stomach  was  peculiar  both  grossly 
and  microscopically.  The  mucosa  mushroomed 
out  about  0.5  cm.  beyond  the  serosa.  There  was 
remarkably  little  inflammatory  reaction  about 
the  perforation  on  the  mucosal  side.  On  the 
serosal  side  there  wras  a small  area  of  scarring, 
and  section  showed  a small  localized  abscess 
underlying  the  perforation.  There  was  no  evi- 
dence of  submucosal  or  mucosal  inflammation. 
Whether  this  could  be  a stress  ulcer  or  whether 
it  resulted  from  local  trauma  of  the  stomach  wall, 
it  is  difficult  to  say.  However,  other  stress 
ulcers  I have  seen  have  involved  actual  erosion 
of  the  mucosa  and  a fair  amount  of  submucosal 
change. 

The  most  interesting  findings  in  this  case  were 


related  to  the  kidneys.  The  patient’s  clinical 
course  subsequent  to  his  initial  diagnosis  of 
testicular  tumor  may  be  explained  by  these 
changes.  The  left  kidney  weighed  160  Gm. 
Grossly,  it  was  somewhat  congested.  Its  surface 
showed  deep  pitted  scars.  The  right  kidney 
weighed  only  50  Gm.  (Fig.  4).  It  was  quite 
symmetric  except  for  one  wedge-shaped  area 
which  was  disproportionately  shrunken  beneath 
the  surface.  A thrombus  occluded  the  right 
renal  artery. 

Microscopically,  the  left  kidney  showed  evi- 
dence of  small  cortical  infarcts  noted  by  wedge- 
shaped  cortical  scars.  In  these  areas  the  vessels 
showed  marked  sclerosis,  and  some  were  oc- 
cluded by  thrombi.  A good  portion  of  this  kid- 
ney, however,  had  a preserved  architecture. 

The  changes  in  the  small  right  kidney  were 
different.  In  comparison  with  the  left  kidney 
the  number  of  glomeruli  per  low-power  field  was 
increased  markedly  (Fig.  5).  In  addition,  the 
tubules  of  the  right  kidney  were  collapsed. 
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Fig.  5.  (A)  The  relative  increase  of  glomeruli  and  the  decrease  in  the  size  of  the  tubules  of  the  atrophic  right 

kidney  is  in  contrast  to  (B)  in  which  the  normal  areas  of  the  left  kidney  show  the  usual  number  of  glomeruli  and  the 
average  size  of  the  tubules. 


There  was  little  scar  tissue.  The  right  renal 
artery  contained  a recanalized  thrombus.  The 
changes  in  this  kidney  are  compatible  with  a 
renal  artery  thrombosis.  Such  a case  has  been 
described  by  Allen.1 

The  problem  resolves  itself  then  into  the  cause 
of  the  renal  changes.  Are  they  related  to  his 
previous  surgery  or  to  irradiation  injury?  Kunk- 
ler2  has  reported  cases  of  renal  failure  subsequent 
to  rather  heavy  x-ray  radiation  over  the  kidney 
area.  In  these  cases  there  was  a rather  diffuse 
inflammatory  reaction  which  some  people  classify 
as  radiation  nephritis.  Diffuse  inflammation 
was  not  present  in  either  of  these  kidneys.  How- 
ever, this  patient  lived  longer  than  the  cases 
reported  so  that  the  inflammatory  reaction  may 
have  subsided.  However,  the  cortical  infarcts 
of  the  left  kidney  might  be  explained  as  late 
irradiation  damage  of  the  arterioles. 

In  cases  of  renal  artery  thrombosis  one  often 
sees  a partial  thrombosis  with  some  organization 
so  that  there  is  an  altered  blood  flow  rather  than 
complete  obstruction.  Such  cases  may  show 
rather  diffuse  atrophy  of  the  kidney  resulting 
from  the  diminished  blood  flow.  The  etiology 
of  this  thrombosis  possibly  is  explained  on  the 
basis  of  either  surgical  trauma  or  radiation 
complication. 


I might  add  in  retrospect  that  we  went  back 
to  the  original  surgical  material  and  studied 
additional  sections  from  the  mesenteric  vessels. 
We  were  unable  to  demonstrate  occlusion.  How- 
ever, most  of  the  vessels  leading  to  the  necrotic 
portion  of  the  bowel  were  extremely  sclerotic. 

Dr.  James  Holland:  Was  arteriosclerosis 
also  present  in  the  pulmonary  vessels? 

Dr.  Stoll:  No,  it  was  not. 

Dr.  Holland:  Or  in  other  arteries  outside 
of  the  field  of  radiation? 

Dr.  Stoll:  I do  not  think  so,  but  then  he  had 
radiation  over  a relatively  wide  area.  The 
changes  were  marked  in  his  mesenteric  vessels, 
splenic  vessels,  renal  vessels,  and  in  vessels  in  the 
retroperitoneal  area.  There  were  no  changes  in 
the  lung  as  previously  mentioned,  but  they 
often  escape  notice.  He  did  have  coronary 
sclerosis;  this  area  was  presumably  outside  the 
field  of  radiation. 

Dr.  Moore  : You  found  no  residual  tumor? 

Dr.  Stoll:  There  was  no  evidence  of  residual 
tumor. 

Dr.  Simpson:  There  are  many  interesting 

points  for  discussion  here.  To  me  the  most 
interesting  question  is  whether  his  hypertension 
and  intestinal  infarction  were,  in  fact,  direct 
complications  of  his  extensive  radiation  therapy. 
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I found  a letter  that  the  patient  himself  wrote  in 
which  he  states  that  9 per  cent  of  patients  treated 
by  a similar  radiation  technic  died  of  radiation 
complications.  Dr.  Murphy,  will  you  comment 
on  his  irradiation  therapy? 

Dr.  Walter  Murphy:  I would  not  want  to 
comment  for  or  against  this  so-called  9 per  cent 
mortality  rate  since  I am  not  familiar  with  the 
end  results  in  that  particular  series  of  cases. 

Since  the  clinical  abstract  stated  that  this  man 
received  5,000  r to  each  of  the  five  skin  ports  and 
since  Dr.  Friedman3  in  his  article  states  that  it 
was  his  custom  to  give  at  least  600  r to  one  port 
per  day,  it  would  be  my  opinion  that  such  changes 
as  shown  in  this  patient’s  skin  and  subcutaneous 
tissues  could  be  expected.  For  a left-sided 
testicular  lesion,  it  apparently  was  the  practice 
to  center  a 10-cm.  wide  port  approximately  3 to 
4 cm.  to  the  left  of  the  midline,  whereas  for  a right 
testicular  lesion  the  port  was  centered  in  the 
midline.  This  would  give  a fairly  good  idea  as 
to  how  much  radiation  would  approach  the 
kidney  proper.  In  other  words,  there  was 
probably  about  7 cm.  of  tissue  to  the  left  and 
about  3 cm.  to  the  right  side  of  the  midline  in  the 
direct  pathway  of  the  radiated  field. 

Dr.  Simpson:  Dr.  Murphy,  I believe  Dr. 
Amory4  reported  an  appreciable  number  of 
bowel  complications  in  similar  cases,  and  in  fact, 
they  were  the  main  cause  of  death.  Dr.  Kunkler2 
has  also  reported  frequent  renal  complications. 
Have  you  any  personal  experience  with  these 
complications? 

Dr.  Murphy:  I can  recall  only  one  case  which 
had  any  serious  complication  of  the  intestinal 
tract  from  the  treatment  we  utilized,  and  we  have 
treated  a large  number  of  patients.  We  have 
found  through  experience  that  when  any  volume 
of  normal  tissue  is  treated,  the  tumor  bed  in- 
crement must  be  kept  below  approximately  200 
to  250  r per  day  or  an  average  of  approximately 
1,000  r per  week.  We  generally  utilize  at  least  a 
15-cm.  wide  port  when  we  apply  opposing  portal 
technic  for  seminoma.  When  we  cross-fire 
through  four  converging  ports,  we  utilize  10  by 
15-cm.  ports  plotted  so  as  to  irradiate  homo- 
geneously the  tissue  between  the  renal  pedicles. 
In  this  method  there  is  no  doubt  that  the  medial 
aspect  of  the  kidney  receives  irradiation.  Like 
any  other  living  tissue  a kidney  will  undergo 
some  radiation  effect.  However,  this  is  a calcu- 
lated risk. 

Dr.  Simpson:  Dr.  Staubitz,  would  you  like 


to  comment? 

Dr.  William  Staubitz:  Dr.  Stoll’s  comments 
were  very  interesting,  but  there  is  one  disturbing 
point.  He  refers  to  a possibility  of  a thrombosis 
at  the  time  of  original  surgery  which  was  in  1944. 
Yet  in  1954  excretory  urograms  were  considered 
normal.  If  the  50-Gm.  right  kidney  resulted 
from  thrombosis  of  the  renal  artery  due  to  a 
surgical  insult  in  1944  I doubt  very  much  that  the 
1954  excretory  urogram  would  have  been  normal. 
Another  interesting  point  was  brought  out  in  an 
article  by  Kunkler.2  A study  was  done  on  the 
specific  effect  of  radiation  on  the  kidneys  of 
patients  being  treated  for  testicular  tumors. 
It  is  interesting  to  note  that  all  the  patients  with 
renal  changes  had  hypertension  and  the  dose  to 
the  kidney  was  estimated  to  have  been  between 
2,300  and  3,000  r.  A latent  period  was  noted 
which  averaged  about  eight  months  from  the 
time  radiation  was  begun  until  these  renal  changes 
were  found.  Our  patient’s  course  parallels 
those  cases  very  closely.  They  usually  begin 
with  dyspnea  on  exertion,  headache,  and  listless- 
ness, and  then  hypertension  develops.  This 
goes  on  to  a progressive  degree  until  the  patient 
dies  of  chronic  uremia,  congestive  heart  disease, 
or  cerebral  vascular  accident.  Of  20  such  cases 
seven  died.  The  pathologic  findings  were  in- 
teresting since  they  simulated  malignant  neph- 
rosclerosis. However,  there  was  more  interstitial 
fibrosis  than  interstitial  nephrosis. 

I think  that  we  can  explain  the  entire  clinical 
picture  of  our  patient  as  a result  of  the  radiation 
effect  on  his  kidney. 

Dr.  Tarail:  Dr.  Stoll,  with  respect  to  the 
fact  that  the  patient  had  normal  lungs  at  autopsy, 
why  didn’t  you  give  us  a garland  of  roses?  De- 
spite massive  cardiac  and  renal  involvement,  this 
patient  received  as  much  as  30  Gm.  of  salt  per 
day,  and  he  did  not  have  pulmonary  edema.  It 
is  high  time  that  we  recognize  the  fact  that  pul- 
monary edema  may  be  related  to  factors  other 
than  circulatory  load. 

Dr.  Stoll:  As  far  as  Dr.  Staubitz’s  point 
about  the  radiation  effect  on  the  renal  artery  was 
concerned,  sections  were  prepared  of  both  renal 
arteries,  and  the  arteries  on  the  left  side  showed 
a comparatively  normal  renal  artery.  In  con- 
trast, the  right  one  was  sclerotic.  Since  there  was 
severe  arteriosclerosis  distal  to  the  renal  arteries, 
involvement  of  one  renal  artery  is  not  surprising. 
Whether  radiation  might  have  played  a part  in 
the  vascular  damage  of  these  large  vessels,  I 
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cannot  tell. 

Dr.  Simpson:  There  was  one  very  interesting 
case  I found  in  the  literature  where  a girl  of 
twenty  received  irradiation  therapy  for  a com- 
pletely undiagnosed  tumor  of  the  abdomen.5 
Five  years  later  she  developed  high  blood  pressure 
and  had  one  kidney  removed.  One  half  of  this 
kidney  showed  very  extensive  disease,  largely 
an  endarteritis  with  resulting  atrophy  of  the 
kidney.  Her  blood  pressure  fell  enormously 
after  removal  of  the  kidney  and  had  remained 
lower  at  the  time  of  report  a year  or  two  later. 

In  summary,  it  should  be  pointed  out  that  our 
patient  had  bilateral  renal  disease.  Although 
the  pathologic  changes  in  each  kidney  were 
different,  it  is  possible  to  explain  these  differences 
on  the  basis  of  the  known  clinical  and  patho- 
logic data.  The  right  kidney  apparently  was  not 
in  the  field  of  heavy  irradiation;  the  right  renal 
artery  was.  The  right  artery  became  infarcted 
and  resulted  in  an  atrophic  right  kidney.  The 
left  kidney  probably  received  intense  irradiation, 
and  the  arterioles  showed  changes  of  endarteritis. 
The  result  was  small  renal  infarcts  as  noted  in 
Fig.  4A. 


Diagnoses 

Clinical. — Hypertension,  etiology  unknown; 

ileoileostomy  following  resection  of  infarcted  intes- 
tine due  to  mesenteric  thrombosis;  radiation  derma- 
titis, and  peritonitis. 

Pathologic. — Hypertension  with  cardiac  hyper- 
trophy— ( 1 ) thrombosis  of  right  renal  artery  with 
atrophy  of  right  kidney  and  (2)  infarcts  of  the  left 
kidney  secondary  to  endarteritis  following  irradia- 
tion; ileoileostomy  following  resection  of  infarcted 
intestine  due  to  mesenteric  thrombosis;  radiation 
dermatitis;  perforation  of  stomach;  diffuse  peri- 
tonitis, and  right  hydrocele. 
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Arteriosclerotic  Syndromes  Treatment 


In  a series  of  50  cases  of  arteriosclerosis,  the  signs 
and  symptoms  which  are  partly  reversible  showed 
significant  improvement  after  treatment  for  two 
months  with  parenteral  niacinamide  hydroiodide  in 
combination  with  iodides.  There  was  some  allevi- 
ation of  the  condition  in  every  case.  The  average 
age  of  the  patients  was  sixty-one,  weight  157  pounds. 
Significant  relief  of  the  following  symptoms  was 
observed:  vertigo,  depression,  disorientation,  ex- 

cessive fatigue,  vague  abdominal  distress,  headache, 
emotional  instability,  and  anorexia.  The  medica- 
tion used  was  Iodo-Niacin  ampuls  5 cc.  twice  weekly 
by  intramuscular  or  slow  intravenous  injection.  No 
untoward  effects  were  observed  and  there  was  not  a 


single  case  of  iodism.  Iodo-Niacin  ampuls  contain  a 
combination  of  niacinamide  hydroiodide  with  sodium 
iodide  and  niacinamide.  The  rationale  of  its  use 
depends  on  the  close  relationship  between  iodism  and 
pellagra,  both  of  which  are  associated  with  porphy- 
rinuria and  impairment  of  the  coenzyme  mechanism. 
The  action  of  niacinamide  hydroiodide  in  prevention 
of  iodism  is  the  same  as  that  of  niacinamide  for  pel- 
lagra. Reference  is  made  to  the  report  of  an  oph- 
thalmologist who  noted  significant  improvement  of 
the  retinal  vessels  following  use  of  Iodo-Niacin. 

— Feinblatt,  T.  M.,  Feinblatt,  H.  M.,  and  Ferguson,  E. 
A.,  Medical  Times,  July,  1956 
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A series  of  review  articles  dealing  with  medical  progress 


ROBERT  TTJRELL,  M.D.,  Editor 


Pediatric  Proctology — Part  I* 

ROBERT  TURELL,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 


Pediatric  proctology  has  recently  received 
considerable  attention  in  the  form  of  a 
symposium  of  a nation-wide  character1  and  as 
an  important  part  of  a comprehensive  symposium 
on  the  function  and  disease  of  the  colon  and 
anorectum.2  The  need  for  these  symposia  was 
attested  by  the  gratifying  cooperation  and  par- 
ticipation of  busy  and  distinguished  authors 
and  teachers  of  the  United  States,  Canada,  and 
England  and  by  an  immense  congratulatory 
response  from  a large  number  of  the  readers  who, 
after  all,  are  the  important  judges.  Both  of 
these  symposia  as  well  as  the  present  review  have 
a common  aim — to  concentrate  in  one  place  a 
great  deal  of  recent,  pertinent,  and  useful  but 
scattered  information. 

Examination 

A well-lubricated  little  finger  can  be  inserted 
with  ease  into  the  anal  canal  of  the  newborn, 
while  the  index  finger  may  be  introduced  easily 
into  the  rectum  of  infants  and  children.  En- 
doscopy, preceded  by  a cleansing  enema,  but  not 
by  cathartics  or  medicated  suppositories,  is 
performed  on  the  patient  in  the  prone  jackknife 
position,  which  can  be  effected  and  maintained 
by  raising  the  patient’s  pelvis  on  one  or  two 
pillows,  or  in  the  knee-chest  or  knee-elbow 


* “Pediatric  Proctology — Part  II”  will  be  published  in  the 
April  15  issue. 


position  on  an  ordinary  flat  table.  At  no  time 
is  it  necessary  or  desirable  to  employ  inverting 
tables  with  straps  to  keep  the  child  “practically 
immobile.”  My  present  policy  is  to  perform 
anoscopy  and  anoproctoscopy  on  juvenile 
patients  of  all  ages  in  the  office  or  clinic  without 
anesthetization  unless  a painful  lesion  is  present 
such  as  an  acute  fissure.  On  the  other  hand, 
sigmoidoscopy  is  seldom  carried  out  without  the 
induction  of  anesthesia  in  uncooperative  children 
or  in  those  under  five  years  of  age.  When  an 
anesthetic  (drop  ether)  is  employed,  the  exam- 
ination is  best  performed  in  a hospital.3 

Specialized  pediatric  instruments  for  endos- 
copy have  been  suggested.  However,  since  the 
stool  passed  by  a child  is  almost  the  size  of  an 
adult  stool,  the  adult-sized  endoscope  (usually 
5/8  inch  or  1.6  cm.  in  diameter)  is  employed  for 
all  juvenile  patients  except  the  newborn.  Re- 
cently, a sigmoidoscope  has  been  developed  with 
perfect  proximal  illumination  as  well  as  with 
provision  for  a distal  light  which  facilitates  the 
examination  greatly.4  A teaching  instrument 
has  also  been  designed  that  permits  two  persons 
to  view  simultaneously  through  the  sigmoido- 
scope.6 

Carefully  performed  endoscopy  presents  no 
danger  to  the  juvenile  patient.6  The  diagnosis 
of  four  cases  of  amebiasis  and  three  cases  of 
ulcerative  colitis  in  infants  and  children  was 
established  on  sigmoidoscopy  and  examination 
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of  the  aspirated  mucosal  exudate.  None  of  the 
seven  patients  presented  diarrhea. 

Bleeding 

Since  blood  originating  in  a lesion  in  the  upper 
intestinal  tract,  stomach,  esophagus,  or  even  the 
mouth  and  nose  may  at  times  appear  as  melena, 
this  discussion  embraces  all  types  of  gastroin- 
testinal bleeding.  The  significance  of  rectal 
bleeding  in  children  is  stressed  by  Hoffert  and 
Hurwitt.7  Brayton  and  Norris8  believe  that 
early  diagnosis  is  most  essential.  If  cases  of 
trauma  are  excluded,  no  primary  gastrointestinal 
hemorrhage  in  infants  or  children  necessitates 
emergency  surgery  other  than  the  occasional  use 
of  balloon  tamponade  of  the  esophagus. 

Before  transfusions  are  started,  sufficient 
blood  should  be  drawn  for  blood  studies,  in- 
cluding typing  and  cross-matching,  complete 
blood  count,  platelet  count,  bleeding  and  clotting 
times,  prothrombin  time,  and  possibly  clot  re- 
traction time.  Any  gross  abnormality  of  the 
blood  other  than  secondary  anemia  or  moderate 
leukocytosis  should  be  assumed  to  indicate  a 
dyscrasia  as  the  cause  of  bleeding  until  proved 
otherwise. 

If  the  results  of  the  initial  blood  studies  are 
normal,  local  investigation  of  the  gastrointestinal 
tract  by  roentgenographic  or  other  means  should 
be  done  as  soon  as  the  circulation  is  stabilized 
regardless  of  whether  the  hemorrhage  has  ceased. 
In  most  cases  the  cause  is  readily  apparent,  but 
in  some  cases  it  is  determined  only  after  exten- 
sive investigation,  if  at  all.  In  Brayton  and 
Norris’  series  of  428  infants  and  children  with 
bleeding  from  the  alimentary  tract  who  had 
been  seen  during  a fifteen-year  period,  the 
diagnosis  of  the  cause  was  difficult  in  15  per  cent 
and  impossible  in  6 per  cent. 

Hemorrhage  may  be  the  primary  sign,  but  it  is 
more  often  a secondary  or  incidental  factor  of 
another  disease  or  syndrome.  Local  gastroin- 
testinal lesions  are  responsible  for  60  per  cent 
of  alimentary  tract  hemorrhages  during  the 
pediatric  age.  In  the  upper  tract  esophageal 
varices,  peptic  ulcer,  hiatus  hernia,  and  acute 
gastritis  may  produce  bleeding.  Varices  are  the 
most  common  cause  of  hematemesis.  The 
only  fatal  hemorrhages  from  local  lesions  in  these 
authors’  series  resulted  from  esophageal  varices 
before  the  use  of  balloon  tamponade.  Lower 
intestinal  lesions  included  intussusception,  polyps 


of  the  colon  and  rectum,  Meckel’s  diverticulum, 
hemangioma,  congenital  stenosis  of  the  colon, 
and  local  anorectal  conditions.  Bloody  stools 
appeared  in  more  than  60  per  cent  of  the  cases  of 
intussusception.  With  polyps  the  blood  is 
usually  liquid  and  bright  red  and  is  found  on 
the  surface  of  the  stool.  Hematochezia  with 
clots,  accompanied  by  a definite  reduction  in  the 
hemoglobin,  may  indicate  Meckel’s  diverticulum, 
but  it  is  not  pathognomonic.  Since  the  lesion 
can  be  demonstrated  only  by  operation,  the 
possibility  of  other  sources  of  bleeding  should  be 
eliminated  before  laparotomy  is  performed. 
Anorectal  conditions,  such  as  anal  fissure,  cryp- 
titis,  imperforate  anus,  low  rectovaginal  fistula, 
and  irritation  by  hard  stools,  produce  bright  red, 
liquid  blood,  usually  outside  of  the  stool.  Gen- 
eral gastrointestinal  factors,  such  as  enterocoli- 
tis, ulcerative  colitis,  persistent  vomiting,  con- 
stipation with  impaction,  trauma,  and  swallowed 
blood  and  other  foreign  materials,  may  produce 
bleeding. 

A blood  dyscrasia  is  the  most  likely  cause  of 
fresh  blood  from  both  alimentary  orifices,  but  all 
types  and  combinations  of  hemorrhage  may  be 
seen  with  purpura. 

Potts  et  al ,9  stated  that  of  the  202  patients  with 
intestinal  bleeding  seen  during  a recent  five-year 
period,  89  per  cent  had  bleeding  from  the  rectum. 
Intussusception,  enterocolitis,  anal  fissure, 
Meckel’s  diverticulum,  and  polyps  were  the  most 
common  known  causes.  Polyps  low  in  the 
rectum  usually  produce  bright  red  blood.  Bleed- 
ing is  moderate  to  severe  and  is  frequently  fol- 
lowed by  a bowel  movement;  freshly  clotted 
blood  may  then  be  passed.  Polyps  in  the  colon 
ordinarily  produce  severe  anemia  instead  of 
gross  hemorrhage.  When  the  rectal  bleeding 
occurs,  the  blood  is  bright  red  and  either  covers 
or  is  mixed  with  the  feces.  In  anal  fissure 
bright  red  blood  may  cover  the  stool.  Slight 
bleeding  occurs  in  about  10  per  cent  of  all  cases 
of  enterocolitis  and  disappears  when  the  diarrhea 
ceases.  Blood  loss  is  also  caused  by  proctitis, 
ulcerative  colitis,  rectal  prolapse,  and  anal 
fistula. 

A significant  number  of  cases  of  rectal  bleeding 
for  which  no  definitive  etiology  can  be  found  are 
seen  in  the  neonatal  period.  These  are  prob- 
ably associated  with  slight  hypothrombinemia. 
Usually  one  brief  episode  occurs,  and  conserva- 
tive management,  including  the  administration 
of  vitamin  K,  is  adequate. 


1092 


New  York  State  J.  Med. 


PEDIATRIC  PROCTOLOGY 


In  a review  of  the  causes  and  over-all  prog- 
nosis of  a series  of  143  patients  with  bleeding  via 
the  anal  canal,  chronic  recurrent  intussusception 
of  the  sigmoid,  a previously  unreported  entity, 
was  described  as  a cause  of  bleeding  from  the 
rectum.10  I have  seen  or  suspected  this  lesion 
on  a number  of  occasions. 

Adenomas 

Discrete. — In  recent  years  there  has  been  a 
paucity  of  published  material  dealing  with  dis- 
crete adenomas  in  juvenile  patients,  although  in 
my  private  and  clinic  practice  this  lesion  is  of 
quite  frequent  occurrence.  This  lesion  is  re- 
puted to  undergo  spontaneous  amputation. 
This  point  is  mentioned  by  Harris11  who  has 
observed  eight  such  cases  in  a reported  expe- 
rience with  70  adenomas.  He  particularly  pointed 
out  that  whereas  polyps  are  found  in  children 
younger  than  twelve  years  of  age,  none  was  dis- 
cernible between  the  ages  of  twelve  to  nineteen 
in  his  series  of  70  cases.  Harris  posed  the 
question  as  to  whether  adenomas  are  amputated 
spontaneously  during  the  second  decade  of  life. 
On  the  other  hand,  I have  only  encountered  one 
probable  self-amputation  of  a polyp  in  a series 
of  almost  100  cases.12 

The  exact  incidence  of  adenomas  in  infants 
and  children  is  unknown.  At  postmortem 
examination  Helwig13  noted  an  incidence  of 
about  3 per  cent  in  a study  of  449  cases  under 
twenty-one  years  of  age  which  had  died  of 
noncolonic  disorders;  no  adenomas  were  ob- 
served during  the  first  year  of  life.  My  own 
sigmoidoscopic  studies  conducted  some  twelve 
years  ago  yielded  two  adenomas  in  105  appar- 
ently normal  children  who  ranged  in  age  be- 
tween six  and  sixteen  years.  However,  Kerr’s14 
experience  with  349  juvenile  patients  with  such 
symptoms  as  bleeding,  protrusion  from  the  anus, 
and  pain  in  the  lower  abdomen  revealed  solitary 
adenomas  in  68  and  multiple  adenomas  in  32 
patients. 

The  diagnosis  is  usually  made  on  the  basis  of 
history,  digital  exploration,  endoscopy,  and 
double  contrast  roentgenography  (barium  sul- 
fate and  air).  Wietersen16  described  the  routine 
use  of  the  high  kilovoltage  technic  for  the  de- 
tection of  polyps.  The  value  of  compressed  car- 
bon dioxide  instead  of  air  has  been  stressed  re- 
cently.8, 

a Levene,  G.,  and  Kaufman,  S.  A.:  Radiology  68:  83 
(Jan.)  1957. 


The  value  of  colotomy  and  coloscopy  in 
juvenile  patients  remains  to  be  assessed.  In 
two  adults  coloscopy  through  colotomy  yielded 
additional  adenomas.  However,  at  autopsy 
performed  less  than  a fortnight  after  operation, 
additional  adenomas  were  observed  which  had 
apparently  been  missed  on  coloscopy.  This 
limited  but  unique  experience  indicates  an  im- 
portant deficiency  of  endoscopy  of  the  colon  at 
the  time  of  operation.  So  far  as  is  known,  such 
failures  have  not  yet  been  reported  by  others. 
Recently,  extended  colotomy  incision  for  direct 
visualization  of  the  lumen  of  the  colon  has  been 
described. b This  procedure  reveals  lesions  not 
discovered  by  palpation,  transillumination,  and 
endoscopy  through  small  colotomy  incisions; 
it  also  proves  the  absence  of  true  adenomas  after 
a mistaken  radiographic  diagnosis  is  made  (fic- 
titious polyps)  that  leads  to  surgical  intervention. 

Unlike  familial  polyposis,  which  is  a hered- 
ofamilial disease  transmitted  by  genes  or  caused 
by  gene  mutation  and  behaving  as  a mendelian 
dominant  and  as  both  a dominant  and  recessive 
in  successive  generations,  either  solitary  or 
scattered  multiple  discrete  adenomas  of  the 
colon  are  not  considered  hereditary.  However, 
my  studies16'17  of  two  families,  although  ex- 
tremely incomplete  because  many  of  the  mem- 
bers of  the  involved  families  have  not  been  ex- 
amined, and  the  studies  reported  by  others18 
recently  suggest  that  discrete,  solitary,  or  scat- 
tered adenomas  may  occur  in  several  generations 
of  the  same  family;  two  additional  families  are 
now  under  scrutiny.  For  the  present  these  ob- 
servations impose  an  impossible  obligation  on 
the  clinician  to  perform  sigmoidoscopy  and,  if 
possible,  also  proper  roentgenography  on  all  mem- 
bers of  the  family  of  patients  with  discrete  ade- 
nomas of  the  rectum  and  colon.12 

The  morphology  of  the  histologic  architecture 
of  discrete  adenomas  of  the  colon  and  rectum  of 
juvenile  patients  is  similar  to  that  of  adults 
except  for  a greater  amount  of  connective  tissue 
stroma  and  inflammatory  cell  infiltration19  with 
a preponderance  of  eosinophils  in  some  cases.20 

The  occurrence  of  malignancy  in  juvenile 
adenomas  has  been  reported  from  time  to  time.21 
It  is  my  policy  to  maintain  an  open  mind  because 
theoretically  such  transformation  is  a distinct 
possibility,  but  my  data  and  experience  have 
not  yet  revealed  any  such  occurrence  to  date, 

b Gants,  R.  T.,  Raymond,  B.  A.,  and  Pope,  J.  K.:  Ann. 
Surg.  144:  865  (1956). 
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thus  confirming  He  1 wig’s  observations.13  Ap- 
parently not  all  pathologists  agree  as  to  the 
precise  diagnostic  histologic  criteria  of  malig- 
nant conditions.  It  is  imperative  that  writers 
on  adenomas  should  state  the  criteria  of  their 
microscopic  examination  so  that  the  reader  will 
know  the  basis  for  the  diagnosis.  Furthermore, 
the  clinician  should  effect  a close  liaison  with  his 
pathologist  and  talk  the  same  language.  It 
would  be  ideal  of  course  if  the  pathologists  would 
agree  among  themselves  as  to  the  diagnostic 
criteria  and  would  adopt  a universal  classifica- 
tion. Different  pathologists  infrequently  render 
contrary  views  on  the  same  specimen.  In 
doubtful  cases  some  pathologists  render  the 
diagnosis  of  a malignant  condition  largely  for 
fear  of  missing  one.  It  is  appreciated  that  the 
differentiation  between  hyperplasia  and  malig- 
nant neoplasia  is  at  times  difficult  because  the 
dividing  line  is  not  always  sharp  or  distinct 
and  may  vary  with  the  pathologist’s  critical 
discrimination  of  interpretation.  Also  the  cri- 
teria for  the  early  diagnosis  of  cancer  in  adeno- 
mas, particularly  that  of  the  noninvasive  va- 
riety, differ  enormously  with  the  experience  and 
perhaps  the  philosophy  of  the  pathologist.  It 
is  noteworthy  that  while  benign  colonic  adenomas 
in  juvenile  patients  are  incidentally  found  at 
routine  autopsy  after  death  from  other  causes, 
incidental  cancer  must  be  an  extremely  rare 
finding  as  judged  by  my  being  unable  to  find  a 
single  reference  to  such  an  occurrence. 

To  me  a diagnosis  of  cancer  signifies  both 
clinical  and  pathologic  proof  of  malignant  be- 
havior. Studies  in  adults  have  indicated  that 
pathologically,  noninvasive  malignant  adenomas 
are  cancer,  but  clinically  they  behave  as  benign 
lesions.  The  term  “premalignant”  or  “pre- 
cancerous,”  as  applied  to  adenomas,  is  essentially 
a statistical  one  which  indicates  an  increased 
probability  of  the  development  of  cancer.  An- 
other term  infrequently  encountered  is  “car- 
cinoma in  situ,”  denoting  an  intraepithelial 
cancer  which  has  not  yet  become  invasive.  For 
the  present  it  is  best  to  avoid  these  terms  and  to 
designate  malignant  changes  in  adenomas  as 
invasive  or  noninvasive  cancer.  Grading  of 
adenomas  is  decidedly  unwise.  The  present 
chaos  of  names  has  clouded  our  clear  ideas  and 
thoughts.  These  matters  are  not  only  of  aca- 
demic but  of  practical  import. 

A word  about  biopsy.  I do  not  believe  in 
fractional  biopsy  because  the  removal  of  a bit  of 


tissue  from  the  surface  or  summit  of  a polyp 
does  not  usually  reveal  the  character  of  the  body 
at  the  base  of  the  lesion.  I practice  “total 
biopsy”  or  the  removal  of  the  entire  adenoma  at 
its  base  in  one  piece  or  in  several  large  segments, 
which  has  real  diagnostic  and  at  the  same  time 
therapeutic  value.  Tiny  lesions  should  not  be 
removed  by  electrosurgery  since  most  of  the  tissue 
will  be  rendered  useless  for  microscopy.  Paren- 
thetically, it  may  be  stated  that  because  of  many 
limitations  I have  great  reservations  about  diag- 
nosis based  on  a frozen  section  of  unfixed  tissue 
because  the  best  pathologists  can  be  deceived  in 
both  directions.  Infrequently,  a benign  biopsy 
in  the  frozen  section  may  prove  to  be  malignant 
in  the  paraffin  section  and  vice  versa. 

Harris  disposed  of  the  polyps  situated  within 
the  reach  of  the  endoscope  by  means  of  electro- 
surgery, using  the  high  frequency  snare  for 
adenomas  situated  below  the  peritoneal  reflec- 
tion and  coagulation  in  situ  for  those  located 
above  the  reflection.  However,  I employ  the 
snare  whenever  the  polyp  can  be  visualized  well 
and  the  pedicle  can  be  looped  with  relative  ease 
regardless  of  the  anatomic  site  of  the  lesion. 
In  this  manner  the  entire  lesion  is  procured  for 
histopathologic  examination.  Like  Hayden22 
I have  never  encountered  intrarectal  explosions, 
but  this  potential  hazard  should  always  be  kept 
in  mind  and  measures  taken  to  prevent  this 
complication.  Polypectomy  through  transab- 
dominal colotomy  was  employed  by  Harris  in  12 
instances  for  lesions  situated  beyond  the  reach 
of  the  scope.  This  is  a satisfactory  operation. 
In  adults  segmental  resection  of  the  adenoma- 
bearing segment  of  the  colon  has  recently  again 
been  advocated  for  the  extirpation  of  solitary 
pedunculated  adenomas  because  of  the  infre- 
quent finding  of  carcinoma  within  the  polyp. 
This  procedure  appears  unnecessary  in  juvenile 
patients,  for  malignant  areas  in  solitary  adenomas 
or  in  the  mesenteric  lymph  nodes  occur  rarely 
if  ever. 

The  principles  of  preoperative  sterilization  of 
the  colon  employed  in  adults23  are  applied  to 
the  surgery  of  the  juvenile  colon.  I have  made 
it  clear  that  the  presurgical  preparation  of  the 
colon  with  sulfonamide  or  antibiotic  therapy  is 
only  an  adjunct  to  colonic  and  major  rectal 
operations  and  not  a substitute  for  sound  sur- 
gical principles,  refinements  of  technic,  or  good 
anesthesia.  Nor  does  bowel  preparation  take 
the  place  of  correction  of  dehydration,  anemia, 
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hypoproteinemia,  avitaminosis,  or  other  de- 
ficiencies, such  as  those  encountered  in  ulcera- 
tive colitis  in  children  (as  well  as  in  adults  in 
whom  cancer  of  the  colon  may  produce  these 
deficiencies).  There  is  no  need  for  sterilization 
of  the  colon  prior  to  the  performance  of  simple 
anorectal  operations  or  operations  for  the  removal 
of  pilonidal  disease. 

The  historic  development  of  sulfonamides  has 
been  traced,23  and  it  was  pointed  out  that  the 
utilization  of  the  slightly  absorbable  sulfona- 
mides with  or  without  the  soluble  sulfonamide 
drugs  has  caused  a profound  change  in  the  surgery 
of  the  colon.  Many  surgeons  began  to  abandon 
multiple-stage  operations  in  favor  of  one-stage 
resections  and  primary  anastomosis.  Further- 
more, the  closed  technics  of  anastomosis  grad- 
ually gave  way  to  the  open  type  of  anastomosis 
which  is  most  popular  at  this  time.  The  in- 
cidence of  peritonitis  and  wound  infection  was 
lowered  to  such  a degree  that  the  beneficial  role 
of  these  drugs  was  compared  to  that  of  iodine  in 
the  surgery  of  thyrotoxicosis. 

Subsequently,  the  chronologic  development  of 
antibiotics  was  traced.23  The  effect  of  peni- 
cillin, streptomycin,  dihydrostreptomvcin,  chlor- 
|!  amphenicol,  chlortetracycline,  tetracycline,  eryth- 
romycin, and  magnamycin  (carbomycin)  on 
the  intestinal  bacterial  population  was  discussed. 
It  was  pointed  out  that  the  ideal  single  drug  for 
the  preoperative  sterilization  of  the  colon  is  not 
yet  available,  that  the  complete  sterilization 
of  the  large  intestine  is  neither  possible  nor 
desirable,  and  that  the  presurgical  bacteriologic 
preparation  of  the  bowel  has  become  almost  a 
universally  accepted  practice  in  spite  of  the 
contrary  or  dissenting  voice  heard  at  times  from 
the  occasional  surgeon  who  prefers  to  rely  on 
mechanical  cleansing  of  the  gut  alone.  The 
problem  of  selecting  the  proper  therapeutic 
agents  and  programs  was  discussed  in  some 
detail. 

Soframycin,  as  a substitute  for  neomycin,  is 
I being  given  a clinical  trial.  It  appears  to  have  a 
; better  therapeutic  range  for  gram-negative 
organisms,  including  the  Proteus,  with  a small 
(half  of  that  of  neomycin)  dosage  (Prigot). 

I still  favor  the  combination  of  neomycin  with 
oxytetracycline,  reserving  the  combination  of 
neomycin  with  erythromycin  (and,  more  re- 
cently, neomycin  and  oleandomycin)  for  patients 
in  the  past  or  patients  in  hospitals  in  which  pen- 
I icillin  or  the  tetracyclines  have  been  used  ex- 


cessively which  conceivably  might  reduce  their 
effectiveness  against  staphylococci  and/or  coli- 
form  infections  because  of  organism  fastness. 
The  value  of  the  early  detection  and  treatment 
of  resistant  enteric  microccocci  is  stressed. 
Stool  cultures  (and  Gram  stains)  should  be  done 
prior  to,  at  the  time  of,  and  after  operation.24-25 
If  resistant  organisms  are  found,  carbomycin 
or  erythromycin  is  employed.  Postoperatively 
spot  checks  of  fecal  cultures  are  made  every 
forty-eight  hours.  If  resistant  microorganisms 
are  then  detected,  appropriate  treatment  is 
instituted. 

Because  I feel  that  systemic  protection  of  the 
patients  undergoing  colonic  surgery  is  of  value, 
as  evidenced  by  the  frequent  finding  of  non- 
malignant  mesenteric  lymphadenitis,  I am  in- 
clined to  advocate  the  inclusion  of  an  absorb- 
able with  a slightly  absorbable  antibiotic,  for 
the  present  at  least.  Such  a mixture  is  effective 
against  (1)  the  intraluminal  bacterial  aerobic 
population,  (2)  anaerobic  bacteria,  and  (3) 
preoperative  cellulitis  and/or  infection  in  and 
about  the  lesion,  and  it  protects  the  intestinal 
anastomosis.  Since  the  preparation  of  the 
bowel  can  be  accomplished  in  less  than  forty- 
eight  hours,  the  likelihood  of  the  development 
of  Micrococcus  pyogenes  enterocolitis  is  di- 
minished. The  rapidity  of  sterilization  of  the 
colon  helps  prevent  unsuspected  losses  of  potas- 
sium by  the  elimination  of  the  numerous  colonic 
irrigations  and  enemas.  Of  interest  is  the 
observation  that  the  loss  of  potassium  incident 
to  purgation  or  irrigation  may  predispose  to  or 
increase  the  chances  of  postoperative  hypoka- 
lemia.26 

Cohn  and  Rives27  have  presented  evidence 
that  intraluminally  introduced  antibiotics  pro- 
tect devascularized  colons  including  the  site  of 
anastomosis. 

Most  recently  it  has  been  suggested  that 
antibiotic  therapy  after  colonic  surgery  be 
combined  with  the  living  lyophilized  Escherichia 
coli  for  the  prevention  of  adverse  side-effects, 
including  enteritis  caused  by  staphylococci 
(micrococci)  and  streptococci.28  In  Germany 
Colifer  ( a proprietary  preparation)  has  been 
employed  orally  in  a dosage  of  10  to  15  cc.  in 
water,  or  the  same  dose  has  been  given  in  250  cc. 
of  tepid  water  as  an  enema  through  a cecostomy 
opening  if  one  was  constructed.  Early  restora- 
tion of  the  reduced  bacterial  flora  is  said  to 
follow  the  administration  of  the  E.  coli  culture, 
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which  prevents  the  overgrowth  of  resistant  or- 
ganisms. 

Familial. — In  contrast  to  the  paucity  of 
articles  dealing  with  discrete,  scattered  adeno- 
mas, there  has  been  a profusion  of  articles  dealing 
with  the  familial  type  of  adenomatosis.  This 
lesion  was  first  reported  in  1721  by  Menzel  and 
was  accurately  described  in  1863  by  Virchow. 
Apparently  the  presence  of  this  lesion  had  never 
been  noted  in  a newborn  child.  However,  the 
occurrence  of  this  disease  in  an  infant  four  months 
old  was  recently  reported.29  The  polyps  in  this 
last  instance  were  of  such  large  size  as  to  force 
the  belief  that  they  “must  have  been  present 
prior  to  the  birth  of  this  child.” 

The  large  intestine  may  be  the  seat  of  nu- 
merous isolated  or  clustered  adenomas  with  in- 
tervening normal  mucosa,  or  the  colon  may  be 
studded  with  adenomatous  polyps  of  varying 
size,  shape,  and  degree  of  development  with  no 
or  very  little  intervening  normal  mucosa.  Rarely 
is  the  vermiform  appendix  or  the  entire  gas- 
trointestinal tract  involved.  At  autopsy  I 
have  encountered  one  case  of  multiple  ade- 
nomatous polyposis  in  which  the  entire  rectum 
was  free  from  adenomas.  An  adenoma  may  be 
dormant  or  benign  for  a long  time.  Cancer 
usually  develops  within  ten  to  fifteen  years  after 
the  onset  of  symptoms  of  polyposis.30  Once  the 
malignant  condition  develops,  the  process  may 
simultaneously  affect  or  involve  many  adenomas 
situated  in  different  segments  of  the  large  in- 
testine. 

Since  1925  Dukes31  at  the  St.  Mark’s  Hos- 
pital, London,  has  studied  41  families  with 
polyposis  which  included  a population  of  753 
members.  Seventy-seven  males  and  79  fe- 
males (156  individuals)  have  so  far  shown 
evidence  of  polyposis,  and  of  these,  55  males 
and  59  females  (114  individuals)  have  already 
developed  carcinoma  of  the  colon  and  rectum. 

Of  the  41  families  33  which  had  been  fully'  in- 
vestigated were  divided  into  two  groups:  (1) 
those  in  which  more  than  one  member  was 
affected  (22  families)  and  (2)  those  in  which  so 
far  only  one  member  was  affected  (11  families). 
These  two  groups  were  studied  separately'  so 
that  comparison  could  be  made  between  the 
familial  and  apparently  nonfamilial  instances 
of  polyposis. 

Duke’s  statistical  analysis  of  22  families  in 
which  more  than  one  member  was  affected 
proves  that  polyposis  is  a hereditary  disease. 


Furthermore,  his  study  shows  that  polyposis 
affects  males  and  females  equally,  and  either 
may  transmit  the  disease;  (2)  in  most  poly- 
posis families  only'  half  the  children  are  likely 
to  inherit  the  abnormality,  the  remainder  being 
normal;  (3)  as  a rule  only  those  who  have  in- 
herited polyposis  can  transmit  it  to  the  next 
generation;  (4)  the  severity  of  the  disease  and 
the  liability  to  cancer  of  the  rectum  or  colon 
varies  considerably  in  different  families,  and 
(5)  in  families  in  which  polyposis  develops 
early'  in  life,  cancer  frequently1'  occurs  within 
ten  to  fifteen  years,  whereas  in  families  in  which 
polyposis  occurs  later,  the  precancerous  incu- 
bation period  is  longer  so  that  the  patients  may 
die  of  natural  causes  before  intestinal  cancer 
has  had  time  to  develop. 

Solitary  cases  of  polyrposis  are  sometimes 
assumed  to  be  of  a different  character  as  if 
there  were  two  types  of  the  disease,  one  familial 
and  the  other  nonfamilial.  This  is  a question 
requiring  further  investigation,  but  the  com- 
parison so  far  made  between  solitary  and  ob- 
viously' familial  cases  of  polyposis  has  not  re- 
vealed any  difference  in  the  size,  number,  or 
distribution  of  the  tumors  or  any  difference 
in  the  age  of  onset,  symptoms,  or  course  of  the 
disease.  Solitary  cases  of  polyposis  also  tend 
to  develop  carcinoma  after  the  same  average 
period  of  fifteen  y'ears,  and  the  average  age  of 
death  from  carcinoma  is  the  same  for  both 
solitary'  and  familial  cases.  For  all  these  reasons 
solitary  and  familial  cases  are  regarded  as  man- 
ifestations of  one  and  the  same  disease.  A 
further  period  of  observation  mayr  show  that 
some  of  these  solitary'  cases  are  simply  the 
first  manifestation  of  a gene  mutation,  and  al- 
though these  patients  have  not  inherited  poly- 
posis, they  may  transmit  it  to  their  offspring. 
Patients  with  this  disease  ought  not  to  have 
children  in  order  to  spare  the  offspring  the  in- 
heritance of  this  disease  and  to  halt  or  diminish 
the  further  spread  of  familial  multiple  adenoma- 1 
tosis.32 

In  another  communication  Dukes33  reviewed 
the  basic  principles  of  genetics  of  polyposis. 

Gardner  and  Woolf34  have  presented  a pedi- 
gree with  a high  incidence  of  polyposis  and 
cancer  of  the  colon  in  one  branch  of  a large 
kindred.  All  five  siblings  of  one  generation, 
including  a pair  of  identical  twins,  had  intestinal 
polyposis.  The  mother  of  these  five  died  from! 
multiple  polyposis  and  cancer.  This  abnormality  II 
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was  traced  through  three  successive  generations, 
the  grandmother  being  a mutant  who  trans- 
mitted the  mutant  factor.  McCarty36  has  also 
dealt  with  the  genetic  factor  of  this  disease. 

Reed  and  Neel36  have  presented  an  unusually 
fine  genetic  study  of  multiple  polyposis  of  the 
colon,  with  an  appendix  describing  a method 
of  estimating  relative  fitness  of  individuals  with 
the  multiple  polyposis  gene.  Fitness  is  measured 
by  the  ability  to  produce  children  and  is  a func- 
tion of  viability  and  fertility.  The  more  re- 
liable of  the  two  estimates  is  that  of  the  “relative 
reproductive  span”  (R.R.S.).  This  is  a weighted 
measure  of  survival,  to  and  through  the  repro- 
ductive period,  of  persons  with  the  gene  in 
relation  to  that  of  persons  lacking  the  gene. 
This  estimate  is  0.78.  On  the  basis  of  these 
estimates  for  frequency  and  relative  fitness 
and  taking  into  consideration  the  known  biases 
involved,  the  mutation  rate  is  estimated  to  be 
1— 3X105  per  gene  per  generation.  The  deriva- 
tion of  equations  for  estimating  the  relative 
reproductive  span  is  presented. 

Weiner37  discussed  the  occurrence  of  osteo- 
matosis  (a  hereditary  disease  of  membranous 
bone  formation)  and  soft  tissue  tumors  in  as- 
sociation with  multiple  polyposis  of  the  colon. 
This  familial  syndrome  was  observed  in  four 
brothers;  the  relatives  of  the  brothers  could  not 
be  studied  because  of  lack  of  cooperation.  Se- 
cretiveness about  the  family  pedigree  charac- 
terizes patients  with  familial  polyposis.  This 
syndrome  has  been  reported  only  once  before. 
It  is  possible  that  the  bony  changes  may  be  the 
first  manifestation  of  this  disease,  hence  the 
value  of  roentgenography  of  the  bones  of  all 
members  of  any  family  in  which  this  syndrome 
appears  in  order  to  help  determine  in  which 
members  polyposis  will  occur.  Also  fibrous 
tissue  tumors  may  develop  in  incisions  in  these 
individuals. 

Multiple  cartilaginous  exostosis  in  association 
with  familial  polyposis  of  the  colon  has  appar- 
ently been  reported  for  the  first  time  by  Zanca.38 
The  bone  lesions  (true  exostoses)  described  had 
their  origin  in  the  cartilage  cells  of  the  epiphy- 
seal plates  in  contradistinction  to  osteomatosis 
which  has  its  origin  in  disturbed  formation  of 
membranous  bone.  Since  the  genealogy  of  Zan- 
ca’s  patient  was  not  investigated,  it  is  not  known 
whether  there  is  a hereditary  pattern  similar  to 
osteomatosis. 

Oldfield39  reported  the  association  of  familial 


polyposis  of  the  large  intestine  with  multiple 
sebaceous  cysts  in  three  interesting  cases.  The 
patients  were  said  to  belong  to  a family  known  to 
suffer  from  sebocystomatosis  in  which  multiple 
sebaceous  cysts  appear  to  be  inherited  as  a 
mendelian  dominant.  Two  of  the  patients  had 
died  from  cancer  of  the  colon,  while  the  third 
one  was  treated  by  total  colectomy.  Inciden- 
tally, Oldfield  prefers  total  colectomy. 

Sporadic  cases  of  the  rare  familial  disease  in 
which  multiple  adenomas  of  the  small  bowel 
and  possibly  of  the  colon  are  associated  with 
congenital  pigmentation  (melanin)  of  the  oral 
mucous  membrane,  lips,  and  fingers  have  been 
reported.40  This  syndrome  seems  to  be  inherited 
as  a simple  mendelian  dominant.  Peutz41  is 
credited  with  having  described  the  first  cases 
of  this  condition  in  1921.  Jeghers  reviewed  the 
world  literature  in  1944  and  described  a personal 
case  with  this  syndrome.  Less  than  30  cases 
have  thus  far  been  reported.42  By  common 
consent  this  condition  has  been  called  the  “Peutz- 
Jeghers  syndrome.”  Most  recently  Berkowitz 
et  al ,43  have  reported  three  cases.  They  stated 
that  a malignant  condition  occurred  in  20  per 
cent  of  the  reported  cases,  most  of  which  in- 
volved the  ileum.  For  this  reason  segmental 
resection  with  the  attached  wedge  of  mesentery 
is  advised  for  ileal  lesions,  while  polypectomy 
remains  a satisfactory  operation  for  the  extir- 
pation of  polyps  occurring  in  other  parts  of  the 
alimentary  tract.  Impalpable  polyps  can  often 
be  detected  with  the  aid  of  a sigmoidoscope  in- 
serted into  the  lumen  of  the  bowel  via  the  in- 
testinal polypectomy  incision.43  Two  of  the 
polyps  removed  by  Freeman  and  Ravdin44  had 
undergone  malignant  transformation. 

Young46  reported  a case  of  jejunal  obstruction 
caused  by  a benign  adenomatous  polyp  3.5  cm. 
in  diameter,  situated  in  the  proximal  end  of  an 
intussusception  and  necessitating  the  resection 
of  3 feet  of  the  bowel. 

Treatment  of  familial  adenomatosis  began  on 
a radical  note  and  has  become  increasingly  more 
radical.  Just  what  constitutes  adequate  therapy 
of  this  disease  has  been  the  recent,  lively  polemic. 
Should  the  rectum  with  the  anal  sphincter  be 
preserved?  If  so,  should  electrocoagulation  of  the 
adenomas  precede  or  follow  the  colonic  operation? 
The  choice  now  lies  between  the  conservative 
method,  consisting  of  (1)  disposing  of  the  polyps 
of  the  terminal  colon  and  an  anastomosis  of  the 
terminal  ileum  to  the  technically  lowest  possible 
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level  of  the  terminal  colon  followed  by  subtotal 
colectomy  and  periodic  observation  of  the  pre- 
served rectum  and  (2)  total  colectomy  with  ileos- 
tomy. Of  historic  interest  is  the  often  over- 
looked fact  that  the  anastomosis  of  the  ileum  to 
the  terminal  colon  as  a primary  operation  was 
carried  out  at  Xew  York’s  Mount  Sinai  Hospital 
by  Howard  Lilienthal  on  March  6,  1900,  and  was 
followed  by  a subtotal  colectomy  on  June  15, 
1900. 46  This  operation  along  with  destruction  of 
the  polyps  by  surgical  diathermy  through  the 
endoscope  is  favored  by  some  surgeons,47-50  while 
radical  surgery  consisting  of  permanent  ab- 
dominal or  anal  ileostomy,  total  colectomy,  and 
proctectomy  performed  in  one  or  more  stages  is 
favored  by  other  surgeons,48'51  primarily  as  a 
prophylaxis  against  the  frequent  development  of 
rapidly  growing  and  lethal  cancers  in  the  retained 
segment  of  rectum  or  rectosigmoid. 

A technic  for  the  construction  of  a mucosa- 
grafted  ileostomy  has  recently  been  described.52 
This  procedure  prevents  dysfunction  of  the 
abdominal  ileostomy  by  protecting  its  serosal 
surface.  The  Brooke53  technic  of  eversion  of  the 
ileal  wall  is  also  favored.  For  the  prevention  of 
recurrent  prolapse  of  the  ileostomy  stoma,  the 
Nobel  plication  procedure,  utilizing  loops  of  ter- 
minal ileum  about  15  cm.  long,  has  been  ingeni- 
ously utilized  by  Lichtenstein  and  Herzikoff.54 
The  suturing  of  the  serosa  to  serosa,  as  advocated 
by  others,  should  not  be  practiced  in  order  to 
avoid  leakage  from  the  bowel  and  possible  lethal 
peritonitis. 

A provocative  article  dealing  with  benign  lym- 
phoid hyperplasia  of  the  rectum  is  that  by 
Barba.55  He  described  the  dynamic  relationship 
between  the  various  lymphomas. 

Malignant  Conditions 

Williams56  stated  that  carcinoma  of  the  colon, 
although  rare  in  childhood,  should  be  considered 
whenever  a child  has  protracted  or  obscure 
abdominal  pain.  Earl}’  diagnosis  and  therapy 
is  important  because  the  tumors  grow  rapidly. 
None  of  the  53  children  reported  to  have  cancer 
of  the  colon  lived  longer  than  four  years  after 
the  diagnosis  had  been  made.  The  symptoms 
are  usually  nonspecific,  but  pain  is  the  out- 
standing feature.  Nausea  and  vomiting  are 
common,  especially  in  association  with  obstruc- 
tion. Bleeding  is  unusual.  Tumor  of  the  right 
colon  may  be  palpable.  The  diagnosis  is  usually 


made  at  operation  instituted  for  presumptive 
tuberculous  peritonitis  or  appendicitis. 

Ulcerative  Colitis 

Although  this  disease  or  syndrome  is  basically 
the  same  at  all  ages,  ulcerative  colitis  is  usually 
more  severe  and  treatment  is  less  satisfactory  in 
children  than  in  adults.  Bargen  and  Kennedy57 
stated  that  if  the  onset  of  chronic  ulcerative 
colitis  occurs  in  early  infancy  and  the  disease 
persists  during  childhood  and  adolescence,  the 
growth  and  development  of  the  entire  body  are 
retarded.  Often  infantilism  of  endocrine  origin 
may  be  suspected. 

Involvement  may  be  slight  for  months  or 
years,  but  the  disease  generally  progresses  in 
severity.  Occasionally,  the  onset  is  fulminating 
with  high  fever,  extreme  toxemia,  massive 
rectal  hemorrhage,  and  severe  diarrhea.  With 
moderate  disease  granular,  easily  bleeding  mucous 
membrane  with  secondary  ulceration  is  seen  on 
proctoscopic  examination.  With  severe  involve- 
ment intermucosal  hemorrhages,  large  sloughing 
ulcers,  and  perirectal  abscesses  and  fissures  are 
observed.  Roentgenologieally,  the  entire  colon 
is  involved  in  most  of  the  cases  and  occasionally 
the  terminal  ileum.  In  some  instances  the 
disease  is  segmental  and  localized.  Serious 
complications  occur  in  a relatively  small  number 
of  patients  and  include  polyposis,  stricture, 
anal  abscess,  fistula,  arthritis,  erythema  nod- 
osum, perforation,  colonic  carcinoma,  phlebitis, 
splenomegaly,  nephritis,  massive  hemorrhage, 
endocarditis,  and  pyelitis. 

Well-planned  management  is  extremely  im- 
portant for  successful  control  of  the  condition. 
Observation  in  the  hospital  for  several  weeks  is 
helpful  to  establish  a dietary  regimen  and  to 
determine  the  dosage  of  medications.  A diet 
high  in  protein,  vitamins,  and  calories  but  low 
in  residue  is  most  satisfactory.  During  the 
acute  phase  proper  fluid  balance  is  of  extreme 
importance.  Blood  transfusions  are  also  val- 
uable. A trial  of  the  antibiotics  may  be  of 
value.  Extra  vitamins  are  helpful  in  improving 
the  appetite  and  sense  of  well-being. 

Surgery  should  be  avoided  if  at  all  possible 
and  should  not  be  performed  unless  a severe 
complication,  such  as  carcinoma,  stricture,  or 
perforation,  necessitates  intervention.  Many 
strictures  may  be  dilated  digitally,  and  when  the 
disease  is  controlled,  the  lumen  returns  to  ade- 
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quate  caliber.  Ileostomy  and  colectomy  are 
done  as  for  adults. 

Kirsner  et  al .M  stated  that  ulcerative  colitis  in 
children  is  not  uncommon  and  that  it  follows  a 
course  similar  to  that  of  adults.  On  the  basis 
of  four  selected  cases  they  emphasized  the  impor- 
tance of  prolonged,  comprehensive  medical 
therapy,  skillfully  supervised  psychotherapy,  and 
the  adjunctive  value  of  the  steroid  hormones  and 
of  lifesaving  surgical  intervention.  Lyons59  also 
discussed  this  problem  lucidly. 

The  problem  of  ileostomy  and  colectomy  is 
well  discussed  by  Ripstein.60  The  complications 
and  care  of  ileostomy  are  also  well  discussed  by 
Lyons.59  Following  the  example  set  by  Lyons, 
ileostomy  clubs,  where  common  problems  are 
discussed,  have  been  organized  in  many  large 
cities. 

An  interesting  follow-up  study  of  483  patients 
with  ulcerative  colitis  seen  before  1943  is  of 
importance.  The  interested  reader  is  referred 
to  the  original  article.61  Of  the  343  patients 
followed  for  ten  years  or  until  death,  48  per 
cent  eventually  required  operation.  Cancer 
developed  in  about  10  per  cent  of  all  the  patients 
and  in  more  than  18  per  cent  of  the  patients  who 
had  colitis  for  ten  years  or  longer. 

An  increase  in  the  number  of  ganglion  cells 
in  the  myenteric  plexuses  has  been  observed  in 
cases  of  chronic  ulcerative  colitis.  Duration  of 
the  disease  and  the  age  and  sex  of  the  patient 
have  no  significant  influence  on  the  number  of 
ganglion  cells.  There  is  no  obvious  explanation 
for  this  increase  in  the  number  of  ganglion  cells.62 

Regional  Ileitis. — The  occurrence  of  re- 
gional ileitis  was  discussed  lucidly  by  Anfanger.63 

Amebiasis 

For  a comprehensive  discussion  of  this  problem 
the  reader  is  referred  to  the  articles  by  Faust64  and 
Rives.65  Oxytetracycline  and  fumagillin  (Fum- 
idil,  10  to  20  mg.  three  times  daily  for  ten  days) 
are  the  recent  additions  to  the  therapeutic  ar- 
mamentarium that  have  proved  to  be  valuable 
in  controlling  intestinal  amebiasis.  Arsthinol 
(Balarsen)  is  now  under  assessment;  it  appears 
to  have  merit. 

Enterobiasis 

Control  of  reinfestation  is  essential  to  effective 
treatment.  The  pathway  to  reinfestation  is  as 
follows:  Enterobius  vermicularis  eggs  may 
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initially  be  picked  up  by  a child  in  household 
dust  or  elsewhere  and  introduced  into  the  mouth. 
The  eggs  make  their  way  into  the  gastrointestinal 
tract  where  digestive  processes  release  the 
larvae  which  molt  twice  on  their  way  through 
the  gut.  The  worms  mature  in  the  small  in- 
testine. The  female  moves  to  the  cecum,  where 
its  uterus  becomes  filled  with  eggs,  and  migrates 
from  the  cecum  out  of  the  rectum  to  discharge 
the  eggs  in  the  perianal  area,  sometimes  by 
complete  rupture  of  the  worm.  Itching  is 
provoked,  and  in  the  course  of  events  the  child’s 
contaminated  fingers  enter  the  mouth.  The 
cycle  then  repeats  itself.  Effective  therapeutic 
agents  are  oxytetracycline66  and  piperazine.67-68 
The  latter,  however,  may  cause  neurotoxicity  in 
patients  with  renal  insufficiency  by  virtue  of 
impaired  kidney  function.69  The  newest  drug 
is  promethazine  hydrochloride  (an  antihistamine 
derived  from  phenothiazine).  It  is  admin- 
istered orally  in  a single  dose  of  125  mg.  (ten 
tablets  of  12.5  mg.  at  bedtime)  without  pre- 
liminary fasting.  This  drug  is  apparently  non- 
toxic, highly  effective  (97  per  cent),  and  inex- 
pensive.70 

Pilonidal  ( Sacrococcygeal ) Disease 

Pilonidal  disease,  especially  suppuration,  is 
occasionally  seen  in  older  children.  By  and 
large  disease  activity  is  noted  in  adolscent  and 
adult  life. 

Haworth  and  Zachary71  have  discussed  the 
relation  of  congenital  dermal  sinuses  in  chil- 
dren to  pilonidal  sinuses.  They  reported 
18  children  who  had  congenital  dermal  sinuses 
overlying  the  spine.  In  three  children  the 
sinus  communicated  with  the  central  nervous  sys- 
tem; in  two  of  these  meningitis  developed  as  a 
result  of  the  spread  of  infection  along  the  sinus 
tract.  The  remaining  15  patients  had  sinuses 
in  the  coccygeal  area  without  communication 
with  the  central  nervous  system;  one  became 
locally  infected,  and  in  another  the  infection 
spread  to  the  extradural  space. 

Congenital  dermal  sinuses  overlying  the 
coccyx  were  found  in  seven  (1.4  per  cent)  of 
500  children  examined.  These  authors  believe 
that  congenital  dermal  sinuses  which  are  not 
just  superficial  dimples  should  be  excised  to 
prevent  either  local  or  spreading  infection  to  the 
central  nervous  system. 

An  opinion  is  ventured  that  “pilonidal  sinuses” 
found  in  other  anatomic  sites  are  acquired  and 
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quite  different  conditions.  Weale’s72  serial  sec- 
tions of  pilonidal  sinuses  have  demonstrated 
that  their  contained  hair  originates  in  their 
depth,  and  hence  the  sinuses  are  considered 
developmental  defects.  On  the  other  hand,  on 
the  basis  of  a critical  review  of  the  literature 
and  correlation  of  the  objective  information 
with  the  various  theories  of  pathogenesis,  Dav- 
age73  has  rejected  the  commonly  accepted  de- 
velopmental or  congenital  theory  in  favor  of  the 
opinion  that  this  disease  is  acquired.  Further 
evidence  in  favor  of  the  acquired  origin  is  pre- 
sented by  Brearley74  who  also  advanced  a new 
puncture  sinus  and  suction  sinus  theory.  Hue- 
ston75  believes  that  this  lesion  is  of  a foreign 
body  type  due  to  penetration  of  short  stiff  hairs. 
This  mechanism  resembles  that  attributed  to  the 
interdigital  sinuses  of  barbers’  hands.76 

Treatment  varies  with  many  surgeons.  For 
abscess  in  children  or  adults  I continue  to  unroof 
widely,  and  for  noninfected  cases  in  adults  I still 
advocate  the  use  of  some  type  of  the  gluteal 
musculofascial  flap  operation.77-78 

Anorectal  Lesions 

Very  little  has  been  written  about  the  simple 
anorectal  lesions  in  juvenile  patients,  which  I 
see  often  enough  to  warrant  discussion.  For 
the  completeness  of  this  review  some  of  this 
material  is  reproduced  from  a previous  pub- 
lication.79 Also  the  reader  should  refer  to  the 
latest  symposium1  and  an  article  by  Hullsiek.80 

Pruritus  Ani. — The  true  incidence  of  this 
syndrome  is  not  indicated  in  the  literature. 
Actually,  anal  pruritus  seems  to  occur  quite 
commonh'  as  a result  of  either  local  dermatitis 
or  of  Enterobius  vermicularis  (Oxyuris  vermic- 
ularis),  although  a host  of  other  causes  maj-  be 
active.  The  dermatitis  is  occasionally  the  local 
representation  of  a general  dermatologic  con- 
dition, or  it  may  be  the  result  of  the  passage  of 
irritating  feces.  The  exact  nature  of  the  con- 
dition in  many  cases  is  not  easily  established; 
many  cases  respond  readily  to  improved  anal 
hygiene  and  the  topical  application  of  the  newer 
derivatives  of  the  fatty  acids  (sodium  propionate 
and  caprylate),  diiodo-hydroxyquinoline  in  a 2 
per  cent  or  higher  concentration,  or  Mycostatin. 
These  agents  are  particularly  valuable  for  mycotic 
infection  and  for  pruritus  following  antibiotic 
therapy.  Pratt  and  Read81  believe  that  the 
incidence  of  perianal  dermatitis  varies  with  the 
pH  of  the  feces  and  the  perianal  skin  with  which 


the  stool  comes  in  contact.  The  more  acid  the 
stool  and  the  perianal  skin,  the  less  frequent  is 
the  occurrence  of  perianal  dermatitis.  The  old 
Lilienthal  therapy  is  particularly  useful  for  this 
type  of  case. 

The  topical  application  of  antihistaminic 
drugs,  especially  chlorprophenpyridamine  male- 
ate  (Chlor-Trimeton)  in  a concentration  of  2 to 
5 per  cent,  is  of  value,  but  it  carries  a high  in- 
cidence of  contact  dermatitis.  Recently  it  has 
been  established  that  hydrocortisone  applied  in  a 
concentration  of  1 per  cent  is  of  value  in  the 
presence  of  associated  acute  or  subacute  der- 
matitis or  of  more  advanced  cutaneous  changes.82 
This  hormone  may  occasionally  be  combined 
with  oxytetracycline.  Prednisolone  and  other 
steroid  hormones83  are  under  clinical  trial. 

Anal  pruritus  of  nocturnal  periodicity  is 
almost  invariably  due  to  pinworm  infection  and 
requires  an  intensive  search  for  E.  vermicularis. 
The  possibility  of  such  parasitic  infection  is 
frequently  overlooked. 

Fissures. — The  acute  form  of  anal  fissures 
occurs  quite  commonh'  in  juvenile  patients  and 
is  frequently  observed  in  association  with  diar- 
rhea and  secondarily  infected  anal  crypts.  Def- 
ecator}' trauma  caused  by  the  passage  of  hard 
feces  and  primary  infection  in  preformed  anal 
structures  often  resulting  in  chronic  anal  fissure 
(better  termed  “ulcer”)  are  two  important  causes 
of  this  anal  lesion.  Sladek84  stated  that  a 
fissure  may  be  a complication  of  congenital  or 
other  lesions  of  the  anal  canal. 

Treatment  aims  primarily  at  removal  of  the 
underlying  cause.  Conservative  therapy,  con- 
sisting of  moist  compresses,  topical  application  of 
a bland  ointment,  proper  diet  with  or  without 
small  doses  of  liquid  petrolatum,  and  the  gentle 
dilatation  incidental  to  proctoscopic  examina- 
tion, if  performed,  is  effective  in  most  cases. 
The  use  of  silver  nitrate  in  solution  or  stick 
form  should  be  avoided  because  of  its  undesirable 
caustic  effect.  If  the  lesion  fails  to  respond  in  a 
reasonable  period  of  time,  excision  should  be 
performed  in  the  same  manner  as  for  adults. 

The  postoperative  management  is  now  greatly 
simplified  and  rationalized  as  a result  of  recent 
studies85  which  have  disclosed  that  the  con- 
ventional periodic  digital  explorations  or  exam- 
inations or  the  topical  application  of  special 
medication,  such  as  vitamins  and  chlorophyll, 
to  anorectal  wounds  following  fissurectomy  (or 
open  type  of  hemorrhoidectomy)  failed  to 
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influence  or  expedite  the  healing  process  of  the 
wounds.  The  controls  in  which  the  postopera- 
tive wounds  were  left  practically  undisturbed 
healed  just  as  effectively.  In  adults  these 
maneuvers  are  performed  regularly,  either  as  a 
result  of  custom,  habit,  or  tradition,  or  their 
use  is  dictated  by  the  dire  need  resulting  from  a 
poorly  conceived  technic  or  a poorly  executed 
initial  orthodox  anorectal  operation. 

In  juvenile  patients,  especially  infants,  super- 
ficial circumanal  fissures  or  shallow  ulcers  should 
arouse  suspicion  of  congenital  syphilis. 

Nichamin  and  Kallet86  again  called  attention 
to  the  occurrence  in  infants  of  anomalous  anal 
papillae  associated  with  pain  and/or  bleeding  at 
defecation.  This  lesion  responds  well  and 
permanently  to  surgical  excision.  I have  seen 
and  treated  a number  of  cases  and  have,  perhaps 
erroneously,  considered  the  lesions  to  be  simple 
fissures  associated  with  cryptitis  and  papillitis. 
Hemorrhage  into  a hypertrophied  anal  papilla 
as  the  cause  of  sudden  “rectal  pain”  should  be 
kept  in  mind.87  Prompt  examination  may  reveal 
a blood  clot  extruding  from  the  rupture. 

Anal  Suppuration  and  Fistula. — Contrary 
to  general  belief,  these  conditions  are  seen  fre- 
quently enough  in  juvenile  patients,  even  in 
infants,  to  warrant  a full  discussion. 

An  anal  fistula  is  invariably  the  result  of 
progression  of  an  anal  abscess;  hence,  anal 
fistulas  should  be  regarded  as  chronic  anal 
abscesses.  Venturo88  encountered  seven  such 
cases  in  five  years.  The  tracts  in  all  of  his 
patients  were  on  the  lateral  aspect  of  the  per- 
ianus;  the  primary  abscesses  had  apparently 
originated  in  the  lateral  anal  crypts.  The 
fistulas  had  been  treated  by  fistulotomy,  which 
I consider  an  incomplete  operation.  It  should 
be  stressed  that  treatment  in  young  patients 
differs  in  no  way  from  that  in  adults.  Abscesses 
should  be  drained  early  and  adequately,  and 
fistulas  should  be  excised  completely.  The 
fistulous  tract  is  opened  from  its  source  to  its 
termination  regardless  of  the  amount  of  sphincter 
muscle  involved,  a rule  promulgated  by  John 
Aderne  more  than  five  hundred  years  ago.  . 

Not  all  clinicians  are  aware  that  anal  inflam- 
mation and  infection  may  originate  in  the  pre- 
formed anal  ducts  and  glands.  Nesselrod89 
stated  that  according  to  Coleman,  Winslow  in 
1733  and  Haller  in  1754  observed  the  etiologic 
role  of  infection  of  the  anal  crypts  in  the  genesis 
of  fistula-in-ano.  In  1878  Chiari  was  the  first 
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to  describe  the  preformed  anal  ducts  and  anal 
glands.  His  work  was  confirmed  by  Hermann 
and  Desfosses  in  1880.  The  subject  was  again 
studied  by  Johnson  in  1914.  In  1917  Penning- 
ton discussed  the  relationship  between  the  anal 
ducts  and  glands  and  the  genesis  of  anal  fistula, 
a concept  which  was  also  stresssed  by  Harris 
in  1929.  In  1933  and  again  in  1937  Tucker  and 
Helwig  restudied  the  histopathology  of  these 
structures,  and  their  work  was  confirmed  by 
Pope  and  Gunn  and  by  Kratzer  and  Dockerty. 

The  anal  ducts,  which  usually  empty  into  the 
crypts  of  .Morgagni,  may  lead  to  racemose 
multiglandular  structures  located  in  the  perianal 
tissue  and  even  piercing  the  sphincter  muscles, 
especially  the  internal  sphincter  muscle.  The 
columnar  epithelium  lining  of  the  anal  ducts  is 
cuboidal  in  branches  and  under  suitable  con- 
ditions may  become  a natural  incubator  for 
bacteria.  At  times  primary  infection  of  these 
glandular  structures  may  cause  perianal  and 
perirectal  suppurations  with  the  subsequent 
formation  of  fistulas.  The  frequency  of  in- 
flammatory and  suppurative  processes  in  the 
posterior  arc  of  the  anal  canal  is  attributable  to 
the  prepondrance  of  anal  ducts,  anal  glands,  and 
especially  anal  crypts  in  the  posterior  portion  of 
the  anal  tube. 

Hemorrhoids. — True  internal  hemorrhoids 
are  observed  infrequently  in  children,  while  the 
presence  of  external  thrombosed  hemorrhoids 
(perianal  hematomas)  and  tags  is  quite  common. 
The  latter  are  treated  conservatively  when  the 
symptoms  are  minimal,  or  excision  is  performed 
when  the  pain  persists  or  the  swelling  increases. 
Uhle  and  Campbell90  reported  severe  bleeding 
in  a four-year-old  girl  caused  by  internal  hemor- 
rhoids ; blood  transfusion  and  hemorrhoidectomy 
were  necessary  for  cure.  These  cases  are  not 
rare,  as  has  been  believed.  Many  juvenile 
patients  suffer  from  iron-deficiency  anemias, 
which  in  turn  are  the  result  of  slow  or  chronic 
bleeding  caused  by  internal  hemorrhoids  that 
are  often  overlooked  or  undiagnosed — a clinical 
picture  that  is  frequently  seen  in  adults.16 

Prolapse. — This  is  commonly  encountered 
in  pediatric  practice.  Malnutrition,  poor  eco- 
nomic and  social  conditions,  constipation, 
diarrhea,  and  polyps  are  important  causative 
factors  in  some  cases.  In  juvenile  patients 
prolapse  usually  involves  the  mucous  membrane, 
although  in  the  extremely  undernourished  the 
entire  intestinal  wall  may  protrude.  In  many 
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instances  prolapse  is  the  direct  result  of  the 
peculiar  juvenile  anatomy  and  is  often  auto- 
matically corrected  during  the  natural  growth 
of  the  child  when  with  increasing  age  the  pelvis 
loses  its  vertical  plane,  the  sacrum  becomes 
hollowed  out,  the  muscular  layers  of  the  rectum 
develop,  and  the  mucosal  redundancy  disappears. 
Prolapse  usually  responds  to  simple  management 
which  can  be  entrusted  to  the  mother,  who  must 
be  taught  what  to  do.  Despite  opinions  to  the 
contrary,  prompt  digital  reduction  by  any  of 
several  methods  is  definitely  indicated.  One 
form  of  reduction  is  easily  accomplished  by 
gently  inserting  a finger,  previously  wrapped 
around  with  tissue  paper,  into  the  lumen  of  the 
protruding  mass  and  forcing  it  back  into  the 
rectum.  The  finger  is  then  withdrawn,  the 
paper  being  left  behind  in  the  anorectum.  A 
small  piece  of  absorbent  cotton  is  placed  against 
the  anal  orifice  and  held  there  by  strapping  the 
buttocks  with  adhesive  tape  until  the  following 
act  of  defecation.  Defecation  in  the  recumbent 
position  or  the  use  of  a “toidy”  seat  is  desirable. 
A somewhat  laxative  diet  is  helpful.91 

Submucous  injection  of  a sclerosing  solution 
into  the  posterior  and  lateral  aspects  of  the 
rectum  is  a worth-while  procedure  for  a number 
of  cases.  Linear  cauterizations  in  the  sub- 
mucosa of  the  prolapse  (one  in  each  quadrant) 
is  practiced  by  some  surgeons;  I have  abandoned 
this  operation  because  better  results  follow 
sclerotherapy  which  is  also  a safer  procedure. 
The  procedure  described  by  Caulfield92  appears 
to  be  inferior  to  the  Thiersch  operation.93  I 
used  the  Thiersch  procedure  in  five  cases  of  huge 
prolapse  of  the  rectal  mucosa  that  failed  to 
respond  to  other,  simpler  forms  of  therapy  and 
in  two  cases  of  massive  rectal  prolapse  (pro- 
cidentia). 

Radical  operative  procedures  are  indicated  for 
gangrene  of  the  prolapsed  mucosa  or  sometimes 
for  procidentia. 

Constipation. — In  juvenile  patients  this  con- 
dition may  be  caused  by  one  or  more  of  the 
following  factors:  dietary  or  nutritional  de- 

ficiency, functional  derangement,  or  anatomic 
abnormalities  of  the  bowel,  congenital  or  acquired. 

The  general  history  and  physical  examination 
usually  reveal  a dietary  deficiency,  a frank 
nutritional  deficiency,  or  a functional  derange- 
ment of  the  bowel.  Anatomic  defects  can 
readily  be  diagnosed  by  proctologic  survey,  a 
procedure  which  can  be  performed  by  the  pedi- 


atrician, the  general  surgeon,  or  the  proctolo- 
gist. Proctologic  lesions  of  etiologic  sig- 
nificance in  constipation  include  strictures, 
bands,  and  fissures,  as  well  as  other  spasm- 
producing  lesions.  The  latter  are  discussed 
elsewhere  in  the  text. 

The  use  of  suppositories  for  the  treatment  of 
constipation  is  to  be  deprecated.  Enemas 
should  be  used  only  on  proper  indication.94 
While  administration  of  liquid  petrolatum  per 
rectum  is  permissible,  its  oral  administration  is 
unwise  because  of  the  danger  of  regurgitation 
with  subsequent  aspiration  and  development  of 
lipoid  pneumonia.  When  there  is  need  of  stimu- 
lation of  the  gut,  use  of  a laxative  is  permis- 
sible. 

In  the  prevention  of  constipation  it  is  im- 
portant to  give  generous  amounts  of  fruits, 
especially  prune  puree  or  prune  juice,  as  well 
as  vegetables  and  cereals.  Recently,  dioctyl 
sodium  sulfosuccinate  has  been  used  successfully 
for  this  purpose.  Dioctyl  sodium  sulfosuccinate 
(Colace)  is  now  available  in  50  and  100-mg., 
soft,  gelatinous  capsules,  as  well  as  in  a 1 per 
cent  solution.  It  has  been  employed  extensively 
following  proctologic  (and  other  colonic)  oper- 
ations in  place  of  mineral  oil  in  order  to  avoid 
the  formation  of  dry  stools.95  This  substance 
appears  to  be  nontoxic  even  when  administered 
in  large  doses  and,  thus  far,  has  been  exceedingly 
well  tolerated  by  both  children  and  adults. 

A dose  of  4 to  6 cc.  of  a 1 per  cent  solution 
of  this  wetting  agent  in  60  cc.  of  water  may  be 
given  intrarectally  as  a retention  enema  for 
liquefaction  of  fecal  impactions.  In  many 
cases  manual  removal  of  the  impacted  feces  can 
thus  be  avoided. 
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Cervicovaginal  Fistula  Complicating  Abortion 


STEPHEN  N.  APPLEY,  M.D.,  AND  WILLIAM  H.  GODSICK,  M.D.,  NEW  YORK  CITY 


( From  the  Department  of  Obstetrics  and  Gynecology , Lincoln  Hospital ) 


Pustulous  communication  between  the  cervix 
and  vagina  is  not  commonly  observed.  Al- 
though it  is  not  possible  to  establish  the  etiology  of 
the  fistula  definitely  in  most  cases,  the  possibility 
of  spontaneous  central  cervical  rupture  with  subse- 
quent fistula  formation  must  be  considered.  Since 
the  first  published  cases  by  Neugebauer1  in  1889 
there  has  been  considerable  discussion  in  the  foreign 
literature  as  to  the  frequency  of  spontaneous  rupture 
as  a cause  of  cervicovaginal  fistula.  Review  of  the 
English  literature  has  revealed  only  three  published 
cases,  two  occurring  at  four  to  five  months  gesta- 
tion and  one  at  term.2-4  In  the  present  case  the 
etiology  was  obscure,  and  the  various  possibilities 
are  worthy  of  discussion. 

Case  Report 

N.  J.,  a thirty-year-old,  para  0,  gravida  1,  was 
first  admitted  to  the  Obstetrical  Service  of  Lincoln 
Hospital  on  September  24,  1953,  with  profuse  vag- 
inal bleeding  at  thirty-three  weeks  gestation.  The 
diagnosis  of  abruptio  placentae  was  made,  and  at 
cesarean  there  was  noted  to  be  considerable  infiltra- 
tion of  blood  into  the  uterine  wall.  Vaginal  exam- 
ination prior  to  operation  revealed  the  cervix  to  be 
1.5  cm.  dilated  and  about  2.5  cm.  long.  The  pa- 
tient’s second  admission  was  on  June  6,  1954,  when 
she  was  admitted  at  four  months  gestation  with 
slight  vaginal  bleeding  and  intermittent  lower  ab- 
dominal pains.  She  denied  any  form  of  instrumen- 
tation or  interference.  Vaginal  examination  at  that 
time  revealed  the  cervix  to  be  eight  weeks  in  size;  a 
two-month  fetus  was  passed  on  spontaneously  and 
placental  tissue  removed  from  the  vagina. 

Inspection  of  the  cervix  showed  that  the  opening 
which  was  thought  to  be  the  cervical  os  was  actually 
in  the  posterior  cervical  wall  in  the  midline  about  3 
cm.  from  the  external  os.  The  opening  was  trans- 
verse and  2 cm.  in  diameter,  easily  admitting  one 
finger.  The  edges  were  ragged,  and  the  opening 
presented  the  appearance  of  an  eroded,  functioning 
cervical  os.  The  cervix  appeared  nulliparous,  long, 
and  firm  with  an  almost  pinpoint  external  os.  A 
sound  inserted  into  the  cervical  canal  through  the 
external  os  passed  through  the  opening  in  the  pos- 
terior cervical  wall.  A drain  was  inserted  through 


the  posterior  opening  and  removed  the  following  day. 

Examination  six  months  later  showed  an  opening 
still  present  in  the  posterior  cervical  wall  about  the 
size  of  a pea  with  a small  erosion  around  it.  The 
external  os  was  closed  and  did  not  admit  a sound. 

Menstrual  history  subsequent  to  the  last  admis- 
sion has  been  normal.  Hysterography  done  at  this 
time  through  the  cervicovaginal  fistula  did  not  re- 
veal any  uterine  or  tubal  abnormalities  other  than 
uterus  somewhat  smaller  than  normal. 

Comment 

All  of  the  following  conditions  have  been  put 
forth  as  possible  causes  of  cervicovaginal  fistula  by 
Wormser:5  (1)  trauma,  especially  abortive  ma- 
neuvers, (2)  spontaneous  central  rupture  of  the 
cervix  in  the  course  of  delivery  or  abortion,  (3)  lac- 
eration of  the  cervix  healed  only  in  the  lower  portion, 
(4)  incomplete  healing  after  vaginal  surgery,  (5) 
congenital  double  cervical  os,  and  (6)  ulcerative 
processes. 

The  possibility  of  perforation  of  the  cervix  during 
attempts  at  induced  abortion  is  the  first  considera- 
tion that  comes  to  one’s  mind  on  discovering  a 
cervicovaginal  fistula.  Vonnegut6  believes  that 
this  is  the  most  common  cause  of  cervicovaginal 
fistula.  Undoubtedly  trauma  of  this  type  is  a 
chief  cause  of  this  lesion,  but  the  difficulties  in  ob- 
taining precise  data  on  the  relative  frequency  are 
obvious.  In  most  of  the  cases  reported,  attempts 
at  induced  abortion  were  denied  by  the  patient. 
Furthermore,  these  fistulas  may  heal  spontaneously, 
or  the  portion  of  cervix  between  the  fistula  and  the 
external  os  may  become  necrotic,  giving  the  ap- 
pearance of  an  old  cervical  laceration. 

Spontaneous  central  rupture  of  the  cervix  as  a 
cause  of  cervicovaginal  fistula  has  been  advanced 
by  Ottow7  and  others.  Ever  since  Neugebauer’s 
description  it  has  been  recognized  that  a special 
set  of  circumstances  is  present  in  many  of  these 
cases.  These  patients  are  usually  primiparas  be- 
tween the  ages  of  twenty  and  twenty-eight.  They 
are  in  their  fourth  to  fifth  month  of  gestation  at 
the  time  of  abortion.  The  fistula  occurs  most 
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commonly  in  the  posterior  wall  of  the  portio,  and 
characteristic  ally  there  is  excessive  anteflexion  of 
the  uterus  and  rigidity  of  the  cervix  with  a thin, 
elongated,  “infantile”  type  of  cervix. 

It  is  the  belief  of  many  authors  that  the  mecha- 
. nism  of  central  cervical  rupture  leading  to  cervico- 
vaginal  fistula  consists  of  rigidity  and  consequent 
obstruction  at  the  external  os  of  the  products  of 
conception  in  cases  of  spontaneous  abortion.  Hiess8 
has  observed  the  characteristic  dilatation  in  the  wall 
of  the  cervix  with  no  dilatation  of  the  external  os 
and  with  actual  central  rupture  of  the  posterior 
i cervical  wall  followed  by  cervicovaginal  fistula. 
Studdiford9  has  observed  a cervicovaginal  fistula 
following  lateral  cervical  rupture  in  a probable  case 
of  cervical  pregnancy. 

There  is  no  doubt,  therefore,  as  to  the  occurrence 
^8  I of  spontaneous  central  rupture  of  the  cervix  during 
the  course  of  abortion  with  subsequent  fistula  for- 
mation. It  is  the  relative  frequency  of  this  con- 
dition which  has  aroused  discussion  in  the  litera- 
ture. The  forensic  significance  of  this  type  of 
i ^ ! rupture  is  evident. 

Laceration  of  the  cervix  during  delivery  usually 
involves  the  external  os,  and  it  is  difficult  to  con- 
| ceive  of  pressure  necrosis  on  only  a small  portion  of 
the  cervix.  However,  the  faulty  suturing  of  a 
put  i cervical  laceration  may  leave  the  proximal  portion 
of  the  laceration  unrepaired,  with  a permanent 
I opening. 

! A congenital  double  cervical  os  may  be  confused 
1st-  with  cervicovaginal  fistula.  The  two  ora  are  not 
always  situated  next  to  each  other,  for  Bleier10  has 
1 reported  a case  in  which  there  was  90-degree  rota- 
tin'1 tion  with  the  two  openings  situated  one  above  the 
other. 

urrng  The  possibility  of  ulcerative  processes  (tubercu- 
dera-  I losis,  carcinoma,  lues,  etc.)  as  etiologic  factors  is 
18  s only  theoretic  since  no  cases  have  been  found  in  the 
that  literature. 

igma!  The  pathologic  basis  of  spontaneous  central 
is  a rupture  of  the  cervLx  which  causes  cervicovaginal 
nob-  fistula  is  the  softening  of  the  walls  of  the  cervix, 
v are  This  softening  takes  place  in  pregnancy  and  may  not 
-mpt-  include  the  external  os  in  those  women  who  have  an 
tient  j “infantile”  type  of  uterus.  The  onset  of  abortion 
iiiilv.  is  followed  by  attempts  to  expel  the  products  of 
id  the  conception  through  the  external  os,  and  the  failure 
p jp-  of  the  rigid  os  to  dilate  sufficiently  to  allow  expulsion 
may  force  the  rupture  of  the  posterior  cervical  wall 
• a in  cases  where  the  uterus  is  sharply  anteflexed  on  the 
miced  cervix.  The  distribution  of  cervical  muscle  fibers 
• transversely  accounts  for  the  fact  that  most  of  the 
il  [reported  ruptures  are  transverse  in  configuration, 
these  I 
jibe- 

They  

ion  I 

m0st  Time  is  the  rider  that  breaks 


This  is  a plausible  explanation  of  the  mechanism  of 
spontaneous  cervical  rupture  even  if  one  does  not 
accept  the  necessity  of  actual  implantation  of  the 
ovum  in  the  cervical  canal. 

The  diagnosis  of  cervicovaginal  fistula  is  not 
difficult  once  the  existence  of  this  condition  is 
recognized.  The  paucity  of  reports  in  the  literature 
may  be  due  to  incomplete  examination  and  over- 
looking of  the  fistula  which  almost  always  is  lo- 
cated in  the  posterior  wall,  sometimes  high  on  the 
portio.  In  all  cases  of  abortion  the  cervix  should 
be  grasped  and  pulled  anteriorly  and  the  posterior 
fornix  inspected.  The  appearance  of  the  fistulous 
opening  at  the  time  of  abortion  is  entirely  unlike  the 
external  os;  it  is  gaping  with  ragged  edges  and  may 
be  quite  large,  depending  on  the  length  of  the 
gestation.  The  opening  is  usually  large  enough 
to  permit  easy  curettage  of  the  uterus. 

The  surgical  repair  of  cervicovaginal  fistula  has 
not  been  satisfactory  in  most  of  the  cases  reported. 
Ottow7  advocates  sagittal  incision  of  the  posterior 
cervical  wall  distal  to  the  fistula  with  freshening  of 
the  edges.  However,  healing  is  poor,  especially  in 
the  larger  fistulas,  and  breakdown  occurs.  Portio 
amputation  has  also  been  advocated.  Spontaneous 
closure  of  cervicovaginal  fistula  is  not  common. 

Summary 

1 A case  of  cervicovaginal  fistula  is  reported. 

2.  Cervicovaginal  fistula  is  an  uncommon  con- 
dition which  may  follow  abortion  at  four  to  five 
months  gestation. 

3.  The  etiology  of  cervicovaginal  fistula  is  dis- 
cussed, particularly  the  possibility  of  spontaneous 
rupture  of  the  cervix. 

4.  Cervicovaginal  fistula  is  most  common  in 
patients  with  acutely  anteflexed  uterus  and  an 
elongated,  rigid,  “infantile”  cervix. 

5.  The  recognition  of  this  condition  depends  on 
careful  inspection  of  the  posterior  cervical  wall  in 
cases  of  abortion. 
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rrHis  woman  suffered  from  rheumatic  heart 
disease,  auricular  fibrillation,  and  pulmonary 
emboli.  She  had  evidence  of  a functional  carcinoma 
of  the  adrenal  gland  with  diffuse  metastases.  The 
masculinizing  symptoms  were  minimal,  and  an  ante- 
mortem diagnosis  was  made  with  difficulty.  The 
clinical  picture  resembled  subacute  bacterial  en- 
docarditis. 

Case  Report 

On  September  21,  1952,  at  5 p.m.,  this  forty- 
nine-year-old  white  housewife  suddenly  experienced 
a severe  chill  followed  by  a rise  of  temperature  to 
101.2  F.  Respirations  were  60  per  minute,  the  pulse 
rate  94  per  minute,  and  the  blood  pressure  107/92. 
She  became  markedly  apprehensive  and  wTas  ad- 
mitted to  the  Jewish  Hospital  of  Brooklyn. 

Since  1943  she  had  had  rheumatic  heart  disease 
with  mitral  stenosis  and  insufficiency.  On  March 
28,  1947,  she  was  treated  in  the  outpatient  de- 
partment of  Memorial  Hospital  for  Cancer  and 
Allied  Diseases  for  multiple  fibromyomas  of  the 
uterus  and  menorrhagia  of  three  years  duration. 
Bleeding  was  so  profuse  that  she  was  confined  to  bed 
for  the  entire  period  of  menstruation.  In  June,  1947, 
a curettage  was  performed  at  Memorial  Hospital 
and  radium  implanted  for  1,500  hours  because  of 
suspected  malignancy.  The  final  report  of  the 
scrapings  was  proliferative  endometrium. 

On  March  24,  1948,  the  patient  had  pain  in  the 
region  of  the  left  shoulder  and  left  lateral  aspect  of 
the  chest.  The  pain  was  at  times  related  to  exertion 
and  bending  over.  She  was  given  digitalis  and  seda- 
tion. She  had  a 1 plus  pitting  edema  of  the  ankles. 
In  September,  1948,  she  had  pain  in  her  back  radiat- 
ing to  both  hips  and  left  costovertebral  angle  tender- 
ness. 

She  had  had  an  unhappy  first  marriage  and  had 
two  children.  Just  before  her  demise  she  married 
an  understanding  man  whom  she  loved.  In  Sep- 
tember, 1948,  psychosomatic  therapy  was  begun  at 
New  York  Hospital  outpatient  department  for 
“psychogenically  induced”  attacks  of  angina  and 
paroxysmal  tachycardia,  which  had  been  present  for 
five  years.  She  did  well,  except  for  episodes  of 
tachycardia,  until  July,  1951,  when,  during  a game 
of  golf,  she  developed  auricular  fibrillation  and  mild 
cardiac  decompensation.  Until  her  last  visit  to 
New  York  Hospital  in  November,  1951,  she  had  fre- 
quent episodes  of  mild  congestive  failure  controlled 


* Deceased. 


by  digitalis  and  diuretics.  In  1950  a physician  noted 
a small  amount  of  hair  on  the  chin  and  upper  lip. 
For  three  months  prior  to  her  first  admission  to 
Jewish  Hospital,  she  suffered  from  severe  dyspnea 
and  chronic  weakness  of  the  legs  on  walking. 

On  admission  to  the  Jewish  Hospital  her  severe 
dyspnea  was  apparent.  She  had  coarse,  loud,  sys- 
tolic and  diastolic  murmurs  at  the  apex  of  the  heart, 
as  well  as  auricular  fibrillation.  Examination  of  the 
lungs  revealed  impaired  resonance  varying  to  dull- 
ness in  the  right  subscapular  region.  Crepitant 
rales  were  present  with  bronchophony  and  whisper- 
ing pectoriloquy  at  the  extreme  base  in  the  left  mid- 
axillary  region.  The  breasts  were  small  and  atro- 
phic. The  abdomen  was  diffusely  tender.  She  had 
old  cholecystectomy  and  appendectomy  scars.  A 
firm,  smooth,  tender  liver  was  palpable  two  and 
one-half  fingerbreadths  below  the  costal  margin. 
Suggestive  clubbing  of  the  fingers  and  toes  was 
noted.  Roentgenograms  of  the  chest  revealed  in- 
filtration of  the  apex  of  the  right  lower  lobe  of  the 
lung,  interpreted  as  an  infarct. 

The  temperature  spiked  to  105  F.  White  blood 
cells  were  18,700  per  cu.  mm.  with  72  per  cent 
polymorphonuclear  leukocytes.  A diagnosis  of  sub- 
acute bacterial  endocarditis  was  entertained,  al- 
though blood  cultures  were  repeatedly  negative. 
During  the  next  seven  weeks  the  patient  was  given 
massive  doses  of  antibiotics.  Slow  defervescence 
occurred  over  a period  of  one  week.  Despite 
doses  of  penicillin  up  to  18  million  units  daily  along 
with  vaiying  amounts  of  streptomycin,  oxytetra- 
cycline,  chloramphenicol,  and  bacitracin,  a rising 
remittent  fever  persisted  until  October  25  when  all 
drugs  but  bacitracin  were  discontinued.  The 
temperature  then  fell  abruptly  and  remained  low 
for  the  sixteen  days  during  which  bacitracin  was 
administered. 

During  this  period  the  patient  had  manifestations 
of  embolic  phenomena  which  probably  had  their 
origin  in  the  auricles.  She  had  severe  right  chest 
pain  and  productive  cough  with  occasional  blood 
streaking  for  the  first  ten  days  of  her  stay  in  the 
hospital.  On  September  21  she  complained  bitterly 
of  pain  in  the  lumbar  region,  especially  on  the  right 
side,  along  with  fleeting  abdominal  pains,  restless- 
ness, and  sleepiness.  The  mine  contained  occasional 
red  and  white  blood  cells.  Moreover,  on  October  5 
at  2 a.m.  she  reached  out  of  bed  to  get  a bedpan  with 
her  left  arm  and  an  embolism  to  the  left  axillary 
artery  resulted.  Symptoms  and  signs  of  this  sub- 
sided in  a few  days.  On  October  10  she  had  left 
upper  quadrant  soreness  with  mild  urinary  suppres- 
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Fig.  1.  Intravenous  pyelogram.  Left  renal  pelvis  is 
depressed  from  above  and  angulated. 


sion,  as  well  as  considerable  hematuria  and  pyuria  on 
microscopic  examination.  Because  of  another  pul- 
monary embolic  episode  and  the  possible  reactiva- 
tion of  her  rheumatic  heart  disease,  she  was  given 
350  mg.  of  ACTH  and  1,000  mg.  of  heparin  over  a 
five-day  period  starting  October  24,  when  the  dra- 
matic defervescence  previously  described  occurred. 
Subsequent  roentgenograms  showed  progressive 
clearing  of  the  infarct  in  the  right  lung. 

A mass  was  palpated  in  the  left  upper  quadrant. 
An  intravenous  pyelogram  performed  on  November 
22,  1952,  revealed  good  function  of  both  kidneys 
(Fig.  1).  The  left  renal  pelvis  appeared  to  be  de- 
pressed from  above  with  a degree  of  angulation  at 
the  ureteropelvic  junction.  This  was  not  believed 
to  be  obstructive.  A perirectal  air  insufflation  was 
suggested  but  was  not  carried  out  because  of  the 
patient’s  critical  condition.  Edema  and  other  signs 
of  congestive  heart  failure  were  controlled  by  the 
use  of  Mercuhydrin.  Dicumarol  was  also  given 
and  caused  slight  transient  bleeding  from  the  bowel 
and  nose.  Despite  this  she  improved  moderately 
and  went  home,  only  to  be  readmitted  one  week  later 
on  December  14  because  of  another  sudden  shaking 
chill.  She  also  complained  of  aggravation  of  her 
chronic  cough  with  blood-streaked  sputum,  as  well 
as  pains  in  the  retrosternal,  left  shoulder,  lumbo- 
sacral, and  abdominal  regions. 

On  her  second  admission  her  temperature  was 
103.4  F.,  pulse  94,  respirations  38  per  minute,  and 
blood  pressure  112/68.  She  had  become  weak  and 
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Fig.  2.  Pulmonary  opacities  are  nodular  and  con- 
fluent. The  heart  is  enlarged  along  its  entire  left 
border. 


emaciated  and  had  slight  clubbing  of  the  fingers. 
Numerous  small  red  nevi  were  present  on  the  ante- 
rior chest  wall.  She  had  two  small  exudates  in  the 
fundus  of  the  left  eye.  Veins  in  the  neck  were  dis- 
tended. Lymph  nodes  in  the  left  submaxillary,  left 
posterior  cervical,  and  axillary  regions  were  enlarged. 
She  had  tenderness,  dullness  on  percussion,  dimin- 
ished tactile  fremitus,  and  decreased  breath  sounds 
posteriorly  over  the  left  lower  lobe.  Scattered  sub- 
crepitant rales  were  heard  over  both  lungs.  The 
heart  was  significantly  enlarged,  the  apical  rate  was 
100,  and  the  radial  rate  slightly  slower,  resulting 
in  a pulse  deficit  of  6 per  minute.  The  abdomen  was 
diffusely  tender  and  tympanitic,  and  the  bowel 
sounds  were  absent.  The  liver  was  palpable  four 
fingerbreadths  below  the  costal  margin.  A mass 
about  4 cm.  in  diameter  was  palpable  below  the  left 
costal  margin  in  the  region  of  the  left  kidney. 
Tenderness  was  present  in  both  costovertebral 
angles.  Pelvic  examination  was  negative.  No 
enlargement  of  the  clitoris  was  noted,  and  the  labia 
minora  were  small.  The  hair  on  the  chin  and  upper 
lip  was  slightly  increased  in  amount. 

A roentgenogram  on  the  second  admission  re- 
vealed multiple  opacities  involving  the  right  mid-lung 
field,  left  lung  root,  and  the  base  of  the  left  lower 
lobe.  A small  amount  of  fluid  was  seen  in  the  left 
costophrenic  angle.  X-ray  examinations  during  the 
next  two  months  showed  progressive  increase  in  the 
size  of  the  opacities,  which  became  nodular  and  were 
confluent  (Fig.  2).  These  opacities  were  different  in 
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appearance  from  the  diffuse  infiltration  which  had 
been  seen  in  the  right  middle  lung  field  in  September, 
1952.  The  latter,  moreover,  had  cleared.  Electro- 
cardiograms showed  auricular  fibrillation,  right 
axis  deviation,  and  digitalis  effect. 

Extensive  and  repeated  laboratory  tests  were  per- 
formed. A mild  to  moderate  anemia  with  persistent 
polymorphonucleosis  was  noted.  Bone  marrow 
puncture  revealed  a slight  increase  in  eosinophils. 
The  urine  contained  varying  amounts  of  albumin 
and  pus  cells.  At  times  Proteus  vulgaris,  Escherichia 
coli,  Aerobacter  aerogenes,  enterococci,  and  yeast 
organisms  were  also  present  in  the  urine.  Sputum 
and  gastric  juice  contained  no  tubercle  bacilli.  Tu- 
berculin and  histoplasmin  skin  tests  were  negative. 
Serologic  studies  were  negative  for  Salmonella  ty- 
phosa,  brucella,  antifibrinolysin,  and  cold  aggluti- 
nins. Erythrocyte  sedimentation  rates  were  markedly 
elevated.  Papanicolaou  smears  from  the  pleural 
fluid  in  the  left  costophrenic  angle  showed  many  red 
blood  cells  but  no  neoplastic  cells.  Blood  chemistry 
tests  revealed  fasting  blood  sugars  varying  from  58 
to  104  mg.  per  cent.  Blood  urea  nitrogen  averaged 
16  mg.  per  cent.  The  cephalin  cholesterol  floccula- 
tion test  was  negative,  and  the  thymol  turbidity  was 
3.0  units.  Serum  cholesterol  level  was  186  mg.  per 
cent,  of  which  34  per  cent  was  free  cholesterol. 
Alkaline  phosphatase  levels  varied  between  6.0  and 
9.6  units,  calcium  was  9.0,  and  phosphorus  was 
3.0  mg.  per  cent.  Serum  sodium,  potassium,  chlo- 
ride, and  carbon  dioxide  combining  power  were 
normal  throughout  the  patient’s  stay  at  the  hospital. 
Total  serum  protein  averaged  5.8  Gm.  per  cent,  the 
albumin  fraction  3.4  Gm.  per  cent  and  globulin  2.4 
Gm.  per  cent. 

The  patient  continued  to  do  poorly,  and  her  condi- 
tion deteriorated.  Anti-infective  drugs  were  again 
introduced.  Acetylsalicylic  acid  and  aminopyrine 
were  ineffective.  Dicumarol  was  again  given  be- 
cause of  the  likelihood  of  pulmonary  embolization. 
Maintenance  doses  of  0.2  mg.  digitoxin  were  given 
daily.  Narcotic  analgesics  had  to  be  administered, 
and  the  patient  apparently  became  addicted  to 
meperidine. 

About  the  middle  of  January,  1953,  the  patient 
showed  a progressive  increase  of  hair  on  her  chin, 
fullness  of  the  face,  and  a moderate  increase  of  an 
acneform  eruption  of  the  face  and  chest.  This  sug- 
rested  the  presence  of  an  adrenal  carcinoma  with 
metastases  to  the  lungs.  On  February  25  a Silver- 
man  needle  biopsy  of  a nodule  in  the  right  mid-lung 
field  was  performed  under  fluoroscopic  guidance.  It 
revealed  the  presence  of  small  collections  of  large 
mononuclear  cells  of  vandng  size  with  deeply  stained 
nuclei,  some  of  which  were  in  mitotic  division.  In 
some  the  cell  outlines  were  distinct,  and  the  cyto- 
plasm was  pink  and  granular.  These  were  neoplastic 
cells  originating  in  the  adrenocortical  gland.  Uri- 
nary 17-ketosteroid  excretion  was  found  to  be  47.2  mg. 
in  twenty-four  hours  (our  standard  in  females  is  4 
to  14  mg.).  Intensive  therapy  with  cortisone  and 
diethylstilbestrcl  was  tried  in  order  to  inhibit 
endogenous  ACTH  activity  and  thereby  possibly 
bring  about  regression  of  the  adrenal  neoplasm. 


The  patient  rapidly  deteriorated,  and  she  expired 
on  March  6,  1953. 

Autopsy.* — The  autopsy  revealed  a cachectic 
white  woman,  60  inches  long.  Petechial  hemor- 
rhages were  noted  over  the  trunk.  The  thyroid 
gland  weighed  10  Gm.  and  the  heart  300  Gm.  The 
right  atrium,  auricle,  and  ventricle  were  slightly 
dilated,  and  the  ventricle  was  slightly  hypertro- 
phied. The  left  atrium  and  auricle  were  markedly 
dilated  and  hypertrophied.  The  mitral  orifice  was 
stenosed,  fish-mouthed  in  shape,  barely  admitting 
the  small  finger.  The  valves  were  fused,  retracted, 
and  calcified.  The  external  surfaces  of  the  lungs 
showed  numerous  firm,  nodular  bulges.  They  were 
gray  yellow  to  purplish  pink  in  color  and  moder- 
ately soft.  On  cut  surface  the  nodules  were  up  to 
1.5  cm.  in  diameter.  The  contents  of  the  nodules 
were  soft,  cheesy,  hemorrhagic,  and  extended  into 
the  lumina  of  the  bronchioles  and  blood  vessels.  A 
dark  red  infarcted  area  was  found  at  the  apex  of 
the  right  lower  lobe.  The  diaphragm  contained 
numerous  firm  nodules  and  was  adherent  to  the 
dome  of  the  fiver  and  to  a mass  on  the  left  side. 
The  fiver  showed  central  necrosis  and  bile  stasis 
with  metastatic  lesions  up  to  10  cm.  in  diameter. 
Tumor  tissues  were  found  in  the  lumina  of  the 
vessels.  The  right  adrenal  gland  weighed  5 Gm., 
while  the  left  with  its  tumor  weighed  1,800  Gm. 
This  tumor  was  soft  and  consisted  of  gray-white, 
gray-pink,  or  yellow  lobulated  tissues  admixed  with 
soft,  pasty,  necrotic  and  hemorrhagic  material. 
The  left  ureter  was  dilated  and  filled  with  scanty 
amounts  of  tumor  tissue. 

Microscopic  Examination:  Preparations  made 

from  the  left  adrenal  gland  showed  the  cytoarchi- 
tecture  to  be  completely  destroyed  and  replaced  by 
tumor  tissue.  Neoplastic  cells  varied  markedly  in 
size,  shape,  and  nuclear  staining.  Cytoplasm  was 
abundant,  eosinophilic,  or  slightly  basophilic  in 
some  cells.  Some  were  granular  or  reticulated. 
Multinucleated  giant  cells  were  frequently  seen, 
and  nucleoli  were  distinct  in  some.  Mitotic  figures 
were  numerous.  These  tumor  cells  were  arranged 
into  cords  or  sheets  resting  on  a delicate  and  hyal- 
inized  fibrous  stalk  or  reticular  network.  Some 
assumed  an  alveolar  pattern,  while  others  were  in 
strands  simulating  the  cortical  adrenal  cytoarchi- 
tecture.  On  fuchsinophil  stain  there  were  nu- 
merous cell  bodies  in  clusters,  strands,  or  islands, 
whose  cytoplasm  contained  eosinophilic  granules. 
For  the  most  part  the  tumor  showed  diffuse  areas 
of  necrosis,  hemorrhages,  and  calcifications,  partic- 
ularly toward  the  center.  Nests  of  tumor  cells 
infiltrated  the  capsule.  Some  were  space  taking; 
others  were  in  the  vascular  channels. 

The  right  adrenal  gland  showed  fatty  degenera- 


* Performed  by  Dr.  K.  N.  Lee. 
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tion  of  the  zona  reticularis.  The  thyroid  gland 
revealed  collapsed  acini  in  most  places  with  broad, 
hyalinized,  fibrous,  interlobar  strands.  Acinar  lining 
cells  were  desquamated  and  filled  the  lumina.  A 
hemorrhagic,  well-encapsulated  adenoma  containing 
numerous  pigment-filled  macrophages  was  noted. 
Aschoff  bodies  were  present  in  the  myocardium. 
The  anterior  lobe  of  the  pituitary  gland  showed  a 
predominance  of  chromophobe  cells,  and  “many 
degenerating  and  hyalinized  or  Crooke’s  cells  were 
noted.”*  Nerve  cells  in  the  brain  were  swollen. 
Perivascular  edema  was  noted  at  the  floor  of  the 
third  ventricle.  There  were  numerous  corpora 
amylacea  and  increased  gliosis. 

Anatomic  Diagnoses:  The  anatomic  diagnoses 

were  as  follows: 

1.  Carcinoma  (hormonal)  of  left  adrenal  gland 
with  metastases  to  left  kidney,  liver,  lungs,  dia- 
phragm, with  tumor  thrombi  in  the  inferior  vena 
cava,  renal  veins  bilaterally,  ovarian  veins  bilat- 
erally. 

2.  Rheumatic  heart  disease  with  healed  mitral 
valvulitis  and  stenosis,  hypertrophy  and  dilation  of 
the  heart,  and  myofibrosis  cordis. 

3.  Lungs  with  congestion,  atelectasis,  inter- 
stitial pneumonitis,  compensatory  emphysema,  and 
apical  nonmetastatic  pulmonary  infarct  of  the  right 
middle  lobe. 

4.  Liver  with  central  necrosis  and  bile  stasis. 

5.  Spleen  with  fibrocongestion. 

6.  Kidneys  with  nephrosclerosis,  nephrosis,  and 
acute  glomerulitis. 

7.  Lymph  nodes  (paratracheal,  bronchial,  and 
peritoneal)  with  lymphonodulitis. 

8.  Hydro  thorax. 

9.  Brain  with  mild  degenerative  nerve  cell 
changes  and  slight  increased  gliosis. 

10.  Involution  of  the  thyroid  gland. 

11.  Involution  of  the  reticular  layer  of  the  right 
adrenal  gland. 

12.  Leiomyoma  of  the  ovary  and  uterus. 

Com  men  t 

The  complexity  of  diseases  in  this  patient  gave 
rise  to  a difficult  diagnostic  problem.  The  adreno- 

*  A.  T.  Rasmussen  reviewed  the  slide. 


genital  syndrome  was  present  in  such  a mild  form 
that  it  was  almost  obscured  by  the  other  conditions. 
She  had  rheumatic  heart  disease,  auricular  fibrilla- 
tion, and  sudden  episodes  due  to  bland  auricular 
thrombi  that  embolized  to  the  lungs.  She  had 
been  treated  with  anticoagulants  to  no  avail.  More- 
over, questionable  petechiae,  a “mass  in  the  region 
of  the  spleen,”  and  the  occurrence  of  chills  and 
fever  led  to  a diagnosis  of  subacute  bacterial  endo- 
carditis. This  diagnosis  was  revoked  when  the 
usually  adequate  therapy  was  unavailing.  Re- 
medial measures  to  abate  an  exacerbation  of  a sup- 
posed rheumatic  heart  disease  were  also  discon- 
tinued after  the  progression  of  the  terminal  disease 
was  revealed. 

With  pulmonary  pathology  as  a major  definitive 
problem,  granulomatous  lesions  and  fungal  infec- 
tions had  to  be  excluded.  The  embolic  shadows 
confused  the  interpretation  of  the  metastatic  opac- 
ities. 

The  fact  that  the  cells  of  the  zona  reticularis  of 
the  right  adrenal  gland  showed  fatty  degeneration 
lends  favor  to  Selye’s1  theory  of  specific  corti- 
cotropic  hormones.  Depression  of  the  glucocortico- 
tropic  factor  by  excess  “androgenic”  hormone  could 
cause  the  fatty  degeneration  of  the  zona  reticu- 
laris. 

In  the  literature  are  several  specific  similar  cases. 
A sixtv-nine-year-old  woman  had  hirsutism  as  the 
major  sign  of  hyperplasia  of  both  the  zona  reticu- 
laris and  fascicularis.2  She  also  had  an  oat  cell 
carcinoma  of  the  lung  with  metastases  to  the  pos- 
terior pituitary  gland  and  ovary.  In  a twenty- 
eight-year-old  woman  who  had  increased  muscular 
development  and  profuse  heterosexual  hair  for  four- 
teen years,  a large  adrenocortical  tumor  with  in- 
vasion of  the  blood  vessels  was  removed.3  No 
mention  was  made  of  the  cell  origin  of  the  tumor. 
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Revised  Manual  of  Standard  Therapeutic  Diels 


The  Commission  on  Nutrition  of  the  Medical  So- 
ciety of  the  State  of  Pennsylvania  has  made  avail- 
able a new  revised  edition  of  Manual  of  Standard 
Therapeutic  Diets.  More  than  30  separate  diets  are 
presented  as  well  as  a wide  variety  of  nutrition  needs 
from  liquid  diets  through  soft  diets  to  various  types 


of  modified  diets.  Recommended  daily  dietary  al- 
lowances are  given  as  wrell  as  a food  composition 
table  for  a short  method  of  dietary  analysis. 

Copies  may  be  obtained  by  sending  $1.00  in  cash, 
check,  or  money  order  to:  The  Commission  on  Nu- 
trition, 230  State  Street,  Harrisburg,  Pennsylvania. 
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Serum  sickness  provided  the  basis  for  studying 
the  clinical  observations,  pathogenesis,  and 
theory  of  allergy.  Pirquet’s1  observation  of  a 
change  in  the  incubation  time  helped  explain 
why  the  first  injection  of  foreign  protein  creates 
an  altered  reactivity  of  the  organism.  The  re- 
injection of  the  same  kind  of  foreign  protein 
(in  the  original  study  this  was  horse  serum)  is 
followed  by  either  an  immediate  or  an  accelerated 
reaction.  The  incubation  time  is  missing  or  at 
least  decidedly  shortened  to  four  to  six  days, 
whereas  the  first  injection  is  followed  by  symp- 
toms only  after  eight  to  twelve  days. 

Pirquet  coined  the  term  “allergy”  for  this  al- 
tered reactivity.  It  must  be  added  that  this  al- 
lergic reactivity  is  frequently  characterized  by  an 
intensification  of  the  regular  symptoms.  The 
usual  symptoms  are  urticaria  (local  or  general- 
ized), edema,  fever,  and  lymph  gland  swelling. 
Sometimes  other  kinds  of  skin  eruptions,  such  as 
morbilli-like,  rubeolar,  or  erythematous,  are  seen. 

In  an  attempt  to  explain  the  pathogenesis  of 
this  disease,  Pirquet  and  Schick1  evolved  the 
theory  that  injected  foreign  protein  cannot  be 
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tolerated  by  the  human  organism  and  must  be 
destroyed  in  a similar  way  to  that  in  the  intes- 
tinal tract  where  digesting  enzymes  act  as  anti- 
bodies. In  the  course  of  digestion  toxic  inter- 
mediary substances  are  created.  In  the  intes- 
tinal tract  they  rapidly  progress  to  nontoxic 
amino  acids  and,  furthermore,  are  detoxified  by 
passing  through  the  intestinal  wall  and  by  the 
liver  where  the  intrinsic  protein  of  the  organism 
is  synthesized.  When  injected  parenterally, 
such  intermediary  toxic  substances  can  exert 
their  effect  because  no  detoxification  takes  place. 
The  specific  antibodies  produced  after  injection 
of  foreign  protein  interact  with  the  foreign  pro- 
tein, and  this  interaction  is  the  cause  of  the 
symptoms  of  serum  sickness.  The  formation 
of  specific  antibodies  can  be  demonstrated  by  the 
appearance  of  precipitin.  However,  we  pur- 
posely avoided  identifying  these  antibodies  as 
being  responsible  for  the  symptoms  of  serum 
sickness. 

I wish  to  emphasize  the  dangers  of  this  form  of 
allergy.  It  persists  for  a long  time,  even  for  life, 
and  leads  to  hypersensitivity  rather  than  to  im- 


New  York  State  J.  Med. 


SERUM  SICKNESS  AND  SERUM  SICKNESS-LIKE  REACTIONS 


t be 
its- 
inti- 
iter- 
ates- 
toxic 
d by 
tie 
m 
*• 
exert  | 
ilace.  | 
ction  I 
pro-  I 
( the  I 
ation  I 
v the 
pur- 
ee 8S  I 
;erum 

,rmof 

irlife, 

;o  in1'  1 

Med. 


munity.  It  can  cause  fatal  anaphylactic  shock. 
Therefore,  I propose  to  call  this  allergy  to  foreign 
protein  a “pathologic”  form  of  allergy.  We 
pointed  out  that  Nature  was  not  prepared  to 
handle  parenterally  injected  foreign  protein. 
The  human  organism  had  to  develop  a strong 
defense  against  the  invasion  of  pathogenic  mi- 
croorganisms which  produce  infectious  diseases. 
The  mechanism  of  allergy  is  extremely  effective 
against  this  form  of  attack  and  leads  to  immu- 
nity. 

The  first  attack  of  an  infectious  agent  is  on  an 
organism  which  has  no  bacteriolytic  or  antitoxic 
antibodies  against  the  invading  microorganism. 
An  incubation  time  of  eight  to  twelve  days  is 
needed  to  mobilize  the  antibodies.  Therefore, 
during  this  period  the  in\rading  germ  can  multiply 
without  interference,  and  a large  amount  of 
toxic  substances  can  accumulate.  The  mobil- 
ized antibodies  will  terminate  the  multiplication 
and  kill  the  invading  germ.  In  case  of  re-ex- 
posure the  now  present  antibody  can  go  into 
action  without  any  or  with  a shortened  incubation 
time.  This  mechanism  will  protect  the  organism 
against  disease  by  making  it  immune.  This 
“physiologic”  form  of  allergy  is  very  beneficial, 
whereas  the  allergy  against  foreign  protein  sub- 
stances is  a pathologic  form  which  does  not  lead 
to  immunity.  It  is  the  latter  type  of  allergy 
which  is  treated  by  the  allergist. 

An  important  and  interesting  achievement  in 
allergy  was  made  by  Landsteiner2  when  he  dis- 
covered that  very  simple  chemical  substances 
are  able  to  produce  symptoms  of  allergy  by 
combining  with  the  protein  of  the  organism  and 
thus  becoming  foreign  proteins.  Such  sub- 
stances are  called  haptens.  They  stimulate  the 
production  of  specific  antibodies.  Through  the 
interaction  between  antigen  and  antibody  a re- 
action ensues  which  is  similar  to  that  of  a foreign 
protein. 

Schick  and  Sobotka3  demonstrated  that  the 
use  of  nirvanol  in  treating  chorea  produced 
morbillous  rashes  and  fever  after  an  interval  of 
eight  to  ten  days.  This  reaction,  which  re- 
sembled a form  of  serum  sickness,  ameliorated 
the  intensity  of  the  choreatic  movement. 
We  found  this  “chemical”  allergy  to  be  of  par- 
ticular interest  because  we  were  able  to  establish 
that  the  commercial  preparation  of  nirvanol  was 
really  composed  of  two  forms,  one  levorotatory 
and  the  other  dextrorotatory.  A nirvanol 
tablet  contains  50  per  cent  of  each  form.  The 
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most  striking  discovery  was  that  the  levorotatory 
form  was  biologically  potent  and  responsible  for 
the  nirvanol  sickness  and  for  the  beneficial  effect 
on  chorea,  while  the  dextrorotatory  form  was 
relatively  inactive. 

In  a not  yet  published  study  of  over  100  cases 
of  nirvanol  sickness,  Drs.  Spiegel  and  Schick 
found  that  this  chemical  allergy  was  somewhat 
different  from  serum  sickness  in  that  it  was  of 
shorter  duration.  Several  months  after  the 
nirvanol  treatment  the  immediate  or  accelerated 
reactivity  was  found  to  have  disappeared,  and 
normal  reactivity  was  re-established.  We  con- 
cluded that  in  the  case  of  nirvanol  sickness  the 
antibodies  were  lost  earlier  than  in  serum  sick- 
ness, and  no  lasting  impression  was  left  on  the 
cells  of  the  organism.  In  its  persistence  nir- 
vanol allergy  in  human  beings  stands  between 
serum  allergy  of  the  rabbit  and  of  the  guinea  pig. 

After  considering  the  findings  of  Landsteiner 
and  others,  as  well  as  our  own,  it  was  not  sur- 
prising to  find  that  chemical  substances  having 
no  relation  to  horse  serum  or  other  proteins 
could  produce  a specific  allergy.  Therefore,  it 
was  to  be  expected  that  allergic  symptoms  might 
follow  the  repeated  administration  of  antibiotics. 
Indeed,  after  the  introduction  of  the  antibiotics 
there  were  reports  of  allergic  and  even  hyperergic 
(anaphylactic)  features  following  the  injection 
or  oral  administration  of  penicillin,  strepto- 
mycin, and  other  antibiotics.  The  same  ex- 
planation as  that  for  allergy  to  Landsteiner’s 
compounds  and  nirvanol  is  applicable. 

I had  a very  early  opportunity  to  observe 
typical  symptoms  of  serum  sickness  after  injec- 
tions of  penicillin.  My  first  observation  was 
reported  in  a paper  entitled  “Joint  Allergy”4’5 
given  at  the  allergy  meeting  in  Philadelphia  in 
1947.  An  eight-year-old  boy  was  operated  on  by 
Dr.  Touroff  for  a patent  ductus  arteriosus.  Two 
days  after  the  successful  operation  the  left  lung 
became  congested,  and  fever  to  104  F.  developed. 
To  combat  the  pneumonic  infiltration,  100,000 
units  of  pencillin  were  administered  intramus- 
cularly daily  for  four  days.  The  effect  of  pen- 
icillin was  very  satisfactory.  The  temperature 
became  normal,  and  the  lungs  cleared.  The 
patient  was  discharged.  Eight  days  later  a 
severe,  generalized  urticarial  eruption  appeared, 
accompanied  by  high  temperature  and  very 
annoying  itching.  The  itching  was  so  intense 
that  the  patient  was  unable  to  sleep.  Edematous 
swelling  of  both  wrists  and  ankles  developed, 
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and  all  finger  joints  became  very  painful  and 
swollen.  The  pain  was  intolerable,  necessitat- 
ing administration  of  morphine.  The  patient 
could  not  bend  his  fingers  and  was  unable  to 
make  a fist.  Fever  ranged  between  101  and  103 
F.  Benadryl  somewhat  controlled  the  urti- 
caria and  itching  but  not  the  pain.  The  con- 
dition lasted  three  days  with  slowly  diminishing 
intensity. 

The  severity  of  the  symptoms  reminded  me  of 
how  tetanus  antitoxin  frequently  produces  more 
intense  and  painful  symptoms  than  other  anti- 
toxic sera.  It  is  very  difficult  to  understand  why 
it  is  that  only  tetanus  antitoxin  has  such  an  un- 
pleasant effect.  I discussed  this  problem  with 
Dr.  William  H.  Park  and  inquired  whether  any 
difference  exists  in  the  preparation  of  tetanus 
and  diphtheria  antitoxin.  Dr.  Park  stated  that 
the  same  method  was  used  in  the  manufacture 
of  both.  It  must  Ire  assumed,  therefore,  that 
protein  substances  in  the  tetanus  bacillus  itself 
are  responsible  for  the  difference  in  the  intensity 
of  the  symptoms. 

Since  penicillin  and  streptomycin  are  the  most 
frequently  used  antibiotics,  it  naturally  follows 
that  allergic  symptoms  are  seen  more  often  after 
the  use  of  these  drugs,  particularly  penicillin. 
Some  fatalities  have  been  reported  after  pen- 
icillin injections,  although  it  seems  that  the 
danger  of  extreme  hyperergic  (anaphylactic) 
reactions  is  not  great.  The  intravenous  injection 
should  be  avoided  if  allergy  to  penicillin  or  strep- 
tomycin exists.  Whether  allergic  patients  are 


more  frequently  allergic  to  antibiotics  is  not 
known.  However,  I would  advise  caution  and 
the  taking  of  a detailed  history  concerning  known 
sensitivity  before  making  the  injection.  Some  of 
my  colleagues  are  decidedly  allergic  to  penicillin 
and  rapidly  develop  severe  edema  of  the  face, 
even  after  oral  administration.  In  such  patients 
the  antibiotics  should  certainly  be  selected  with 
great  care.  Fortunately,  many  new,  effective 
antibiotics  are  available.  If  allergic  symptoms 
appear,  it  is  preferable  to  replace  the  offending 
antibiotic  drug  with  another.  The  treatment 
of  these  symptoms  is  the  same  as  in  serum 
sickness;  Benadryl,  Pyribenzamine,  adrenalin, 
and  cortisone  may  be  used. 

Many  physicians  use  antibiotics  without 
hesitation,  even  when  less  intensive  treatment, 
such  as  bed  rest,  aspirin,  etc.,  would  be  sufficient 
to  control  the  annoying  symptoms  of  simple 
colds  or  other  mild  upper  respiratory  infections. 
Several  years  ago  I asked  a prominent  physician 
from  Los  Angeles  whether  he  brought  any- 
thing new  from  California..  His  answer  was  that 
they  had  just  discovered  that  sore  throat  could 
be  treated  with  aspirin. 

1045  Park  Avenue 
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{Number  thirty-two  of  a series  on  Fundamentals  of  Modern  Allergy) 


Use  of  Methallenestril  in  Control  of  Menopausal  Symptoms 


Menopausal  symptoms  in  100  patients  between 
the  ages  of  thirty-five  and  sixty-two  years  were 
treated  with  6 mg.  daily  of  methallenestril  (Valle- 
stril),  a synthetic  estrogen;  a contra-test  group  of  20 
patients  received  a placebo.  Good  or  fair  results 
were  obtained  in  91  per  cent  of  the  test  group  in  con- 
trast to  15  per  cent  in  the  control  patients.  The 
dosage  schedule  ran  for  thirty  days,  at  which  time 
medication  was  interrupted  for  two  weeks  and  the 
need  for  a second  course  determined  by  the  return  or 
absence  of  symptoms.  No  patient  was  given  more 
than  three  such  courses  in  any  four-month  period. 


Vaginal  smears  taken  from  certain  patients  ob- 
jectively corroborated  the  subjective  findings.  An 
estrogenic  response  was  evident  after  ten  to  four- 
teen days  of  medication  and  persisted  for  sixteen  to 
thirty  days  after  cessation  of  therapy.  The  dosage 
used  did  not  cause  withdrawal  bleeding  or  any  other 
untoward  effects  but  generally  gave  a feeling  of  well- 
being. As  is  usual  with  all  estrogens,  the  warning 
against  unnecessarily  prolonged  medication  is  of- 
fered. 

— A.  F.  Goldfard,  M.D.,  and  E.  E.  Napp,  M.D., 
J.A.M.A.  June  16, 1956 
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CLINICAL  ANESTHESIA 
CONFERENCE 

A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 
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Auricular  Flutter  During  Operation — Its  Diagnosis  and 

T reatment 


Balia 

<i.  («  f | the  sudden  development  of  tachycardia  dur- 
M. 45:  J-  ing  operation  poses  a serious  problem.  Blood 

loss,  hypoxia,  carbon  dioxide  excess,  or  the 
effects  of  operation  and  anesthesia  on  an  already 
damaged  heart  may  be  predisposing  factors. 
Therefore,  whenever  tachycardia  supervenes  in 
the  course  of  operation,  it  is  essential  that  if  pos- 
sible, the  nature  of  the  arrhythmia  be  estab- 
lished, for  only  after  proper  diagnosis  can  effec- 
tive treatment  be  instituted.  The  following  case 
in  which  auricular  flutter  developed  during  opera- 
tion is  illustrative  of  this  problem. 
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Case  Report 

The  patient,  a sixty-one-year-old,  Negro  female, 
was  admitted  to  the  hospital  with  a provisional  diag- 
nosis of  carcinoma  of  the  sigmoid  colon.  Investiga- 
tion by  her  local  physician  had  shown  that  there  was 
a constricting  lesion  of  the  rectosigmoid  demonstra- 
ble by  barium  enema.  For  the  past  nine  months  the 
patient  had  been  experiencing  cramping  pain,  inter- 
mittent in  character  and  localized  in  the  left  lower 
quadrant.  Six  months  ago  chronic  constipation  had 
changed  to  intermittent  diarrhea.  In  addition,  dur- 
ing the  past  three  months  she  had  lost  15  pounds. 

Except  for  a hysterectomy  performed  ten  years 


ago  the  patient  Jiad  been  in  good  health.  On  admis- 
sion it  was  noted  that  her  blood  pressure  was 
200/120.  In  addition,  there  was  a blowing  systolic 
murmur  at  the  apex.  General  system  examination 
was  otherwise  noncontributory  except  for  examina- 
tion of  the  abdomen  which  revealed  a hard,  some- 
what fixed,  immovable,  nontender  mass  in  the  left 
lower  quadrant . Laboratory  studies  were  essentially 
normal.  The  urine  was  negative,  hemoglobin  12.0 
Gm.  per  cent.  Because  of  the  presence  of  hyper- 
tension and  cardiac  murmur,  an  electrocardiogram 
was  taken.  This  was  read  as  being  normal.  The 
patient  was  then  scheduled  for  an  abdominoperineal 
resection. 

The  night  before  the  operation  she  was  given  a 
sedative,  and  in  the  morning  she  received  0.3  mg.  of 
scopolamine.  The  patient  was  brought  to  the  oper- 
ating room  calm  and  in  good  spirits.  The  blood 
pressure  just 'prior  to  anesthesia  was  200/120,  pulse 
100,  and  respirations  20.  Thiopental  sodium  200 
mg.  was  administered,  followed  by  40  mg.  of  suc- 
cinylcholine.  Intubation  was  carried  out  unevent- 
fully. Oxygen  and  ether  were  then  begun,  and  the 
operation  was  started  ten  minutes  after  the  induc- 
tion of  anesthesia. 

Approximately  one  hour  after  the  induction  of 
anesthesia,  the  blood  pressure  was  140/80  and  the 
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pulse  110.  In  order  to  facilitate  the  operative  pro- 
cedure at  this  time,  the  patient  was  placed  in  the 
head-down  position.  This  was  followed  by  a 
gradual  rise  in  the  blood  pressure  to  180/110  and  a 
fall  in  pulse  rate  to  90.  At  this  time  an  infusion  of 
whole  blood  was  begun.  The  operative  procedure 
was  quite  difficult,  and  there  was  considerable  bleed- 
ing. In  an  effort  to  control  hemorrhage  the  vascular 
supply  of  the  spleen  was  compromised,  necessitating 
its  removal.  The  blood  pressure  at  this  moment 
was  140/80  and  the  pulse  104  (one  and  one-half 
hours  after  the  induction  of  anesthesia).  Five 
minutes  later  the  pulse  was  160  and  somewhat 
irregular,  the  blood  pressure  120/80.  Additional 
blood  was  given  under  pressure  to  counteract  the 
active  bleeding.  However,  the  pulse  continued  to 
speed  up  and  ten  minutes  later  was  counted  at  a 
rate  of  200. 

By  this  time  the  hemorrhage  had  been  controlled, 
and  the  operative  procedure  was  halted  so  that  the 
tachycardia  could  be  evaluated.  Pressure  applied 
by  the  anesthetist  supraorbitally  and  over  the 
carotid  sinus  did  not  alter  the  cardiac  rate.  Lighten- 
ing of  the  anesthesia  likewise  had  no  effect.  An 
electrocardiogram  was  then  taken  and  showed  the 
heart  to  be  beating  at  a rate  of  240  and  perfectly 
regular  with  no  evidence  of  heart  block.  With  this 
evidence  a diagnosis  of  auricular  flutter  was  made. 
At  this  time  the  anesthetist  could  not  hear  the  blood 
pressure.  Rapid  digitalization  was  immediately  car- 
ried out  by  the  intravenous  injection  of  4'/2  cat  units 
of  acetyl  strophanthidin.  This  drug  was  adminis- 
tered slowly  over  a period  of  three*  minutes.  The 
heart  rate  was  continuously  monitored  during  this 
time  by  means  of  the  electrocardiogram.  Potassium 
chloride,  20  mEq.  per  L.,  was  held  in  readiness  to 
antagonize  the  toxic  manifestations  of  digitalization 
should  they  appear.  Within  five  minutes  there  was 
a most  dramatic  reduction  in  pulse  rate  to  120. 
The  blood  pressure,  which  just  prior  to  the  digitaliza- 
tion had  been  unobtainable,  could  now  be  heard  at 
190/110.  The  operation  was  then  continued. 

During  the  remaining  three  and  one-half  hours  of 
operation  the  pulse  rate,  as  monitored  bv  the  elec- 
trocardiogram, was  120  to  160  and  regular  (sinus 
tachycardia).  The  blood  pressure  remained  ele- 
vated between  120/80  and  160/90.  The  patient 
was  conscious  at  the  end  of  operation  and  was  taken 
to  the  recovery  room.  In  the  recovery  room 
digitalization  was  completed  by  the  addition  of  0.6 
mg.  of  Cedilanid.  Thereafter,  the  patient  received 
0.5  Gm.  of  Digoxin.  The  pulse  rate  remained  regular 
and  never  exceeded  a rate  of  130.  The  sinus 
tachycardia,  however,  persisted  at  an  average  rate 
of  100.  The  subsequent  course  of  the  patient  in  the 
hospital  was  characterized  by  a slow,  steady  re- 
cover}'. At  no  time  during  her  convalescence  was 
there  a recurrence  of  the  auricular  flutter. 


Comment 

The  development  of  tachycardia  in  the  con- 
scious patient  can  arise  from  many  causes.  Un- 
less acute  heart  failure  is  present,  time  for  treat- 
ment may  proceed  in  a deliberate,  orderly  fashion. 
However,  when  such  a complication  develops 
during  operation,  the  diagnosis  and  treatment 
must  be  instituted  without  delay  for  the  pre- 
cipitating cause  may  play  a significant  role  in  the 
patient’s  immediate  welfare.  When  this  type  of 
arrhythmia  is  associated  with  a complication 
such  as  hypotension,  as  in  the  case  under  discus- 
sion, the  means  of  diagnosis  and  treatment  must 
be  at  hand.  It  is  absolutely  essential  in  this  cir- 
cumstance to  be  able  to  differentiate  between 
tachycardias  which  are  sinus  in  nature  and  those 
which  are  supraventricular  in  origin.  Frequently, 
the  only  means  for  distinguishing  between  these 
types  of  arrhythmias  is  the  electrocardiogram. 
In  all  such  patients  it  is  vital  to  know  whether  or 
not  they  have  received  digitalis  in  the  immediate 
past. 

Sinus  tachycardia  is  generally  well  tolerated  by 
normal,  healthy  myocardia.  If  it  appears  desir- 
able to  slow  the  heart  rate,  drugs  such  as  Prostig- 
min  and/or  quinidine  may  be  administered.  The 
intravenous  use  of  quinidine,  however,  has  been 
associated  with  profound  hypotension,  and  on 
the  whole  for  emergency  use  this  drug  has  not 
gained  wide  acceptance.  Procaine  and  procaine 
amide  have  likewise  been  employed,  but  these 
drugs  also  do  not  appear  to  be  the  agents  of  choice 
when  hypotension  is  present. 

Supraventricular  tachycardia,  fibrillation,  or 
flutter  is  generally  best  treated  by  digitalization. 
In  the  face  of  hypotension  the  use  of  a rapid- 
acting  drug  would  appear  to  be  desirable.  Acetyl 
strophanthidin,  the  agent  used  in  this  case,  would 
appear  under  this  circumstance  to  have  the  merit 
of  rapid  action  (three  to  five  minutes)  and  also  a 
transient  effect.  If  previous  digitalization  had 
been  in  force,  acetyl  strophanthidin  would  possess 
significant  advantage  since  with  continuous  elec- 
trocardiographic monitoring,  which  should  always 
be  done  in  a case  of  this  type,  the  toxic  manifesta- 
tions of  digitalization  would  rapidly  become 
apparent.  This,  as  a matter  of  fact,  forms  the 
basis  of  the  so-called  digitalis  test  devised  by 
Levine  and  Lown. 

Cedilanid  (lanatoside  C)  is  also  a useful  drug  in 
this  circumstance.  Its  onset  of  action,  however, 
is  slower,  and  its  effect  is  considerably  more  pro- 
longed. 
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AURICULAR  FLUTTER  DURING  OPERATION 
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Another  factor  worthy  of  comment  was  the 
absence  of  block  with  the  flutter.  This  is  most 
unusual.  The  development  of  auricular  flutter  in 
this  patient,  moreover,  probably  proceeded  from 
coronary  insufficiency  associated  with  hypoten- 
sion . The  dramatic  response  of  the  cardiac  rate 
and  blood  pressure  illustrates  the  efficacy  of  well- 
directed  drug  therapy.  It  must  be  emphasized, 
however,  that  all  precautions  must  be  taken,  such 
as  the  continuous  monitoring  by  an  electro- 
cardiogram. If  the  patient  has  been  previously 
digitalized,  potassium  chloride  must  be  available 
to  counteract  the  toxic  effects  of  the  intravenous 
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administration  of  digitalis. 

It  is  clear  from  this  case  how  intimately  con- 
cerned the  anesthetist  must  be  with  the  practice 
of  emergency  medicine  and  how  familiar  he  must 
be  with  the  variety  of  drugs  available  for  use. 
While  it  may  be  desirable  in  such  conditions  to 
avail  one’s  self  of  the  service  of  the  internist  when 
possible,  such  service  on  occasion  may  not  be 
obtainable.  Therefore,  the  ability  to  diagnose 
and  to  treat  a problem  such  as  this  must  often- 
times fall  on  the  anesthetist  who  in  turn  should 
be  able  to  bring  to  the  care  of  patient  the  back- 
ground of  a physician. 

Clinical  Anesthesia  Conferences) 


Medical  Consultant  Answers  Public's  Questions 


An  American  Medical  Association  staff  physician 
recently  explained  an  old  saying  and  debunked  ideas 
about  snake  venom  and  black  pepper.  Dr.  William 
W.  Bolton’s  comments  in  the  September  Today’s 
Health,  published  by  the  A.M.A.,  were  in  answer  to 
questions  from  the  public. 

Small  children  are  told  that  the  “sandman” 
comes  visiting  each  night  and  that  it  is  his  “sand” 
which  makes  their  eyes  scratchy.  Actually  the 
scratching  occurs  when  the  small  glands  which 
produce  secretions  to  keep  the  ej-eball  moist  be- 
come tired  and  slow  down.  The  resulting  dryness 
produces  an  irritation  and  causes  a person  to  rub  his 
eyes. 
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The  human  body  does  not  build  up  immunity  to 
the  venom  of  poisonous  snakes  and  neither  does  it 
receive  any  benefits  from  the  consumption  of  black 
pepper,  Dr.  Bolton  said. 

A professional  snake  handler  was  bitten  ten  times 
by  various  snakes  and  reacted  to  the  venom  each 
time.  He  was  affected  more  seriously  by  some  of 
the  bites  than  by  others,  probably  because  some 
bites  were  deeper. 

Although  black  pepper  is  12  per  cent  protein,  it  is 
used  in  such  small  quantities  that  its  effect  on  the 
body  is  “negligible,”  Dr.  Bolton  said.  Raw  green 
peppers,  however,  are  a valuable  source  of  vita- 
min C. 
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IN  recent  years  there  have  been  some  note- 
worthy advances  in  the  treatment  of  several 
arterial  and  venous  problems.  This  has  been 
due  in  part  to  a better  understanding  of  the  patho- 
logic anatom}-  and  pathologic  physiology  of 
venous  occlusion,  segmental  arterial  occlusion, 
aneurysmal  formation,  and.  finally,  the  blood- 
clotting mechanism.  Further,  the  development 
of  the  arterial  bank  and  prosthetic  devices,  the 
wider  use  of  radiopaque  examinations  of  the  vas- 
cular system,  and  the  improvement  in  the  tech- 
nic of  blood  vessel  anastomoses  have  done  much 
to  brighten  the  picture  for  patients  suffering 
from  diseases  of  the  peripheral  vascular  system. 

Venous  Aspects 

During  the  early  forties  there  were  two  oppos- 
ing camps  in  regard  to  the  management  of  acute 
venous  occlusion  of  the  lower  extremity.  Called 
by  some  phlebothrombosis  and  by  others  throm- 
bophlebitis there  were  those,  usually  surgeons, 
who  promptly  ligated  a vein,  usually  the  super- 
ficial femoral,  occasionally  the  common  femoral, 
and  less  frequently  the  inferior  vena  cava.  Fur- 
thermore, not  only  was  the  superficial  femoral 
vein  of  the  involved  leg  interrupted  but  also  its 
counterpart  in  the  opposite  leg.  It  was  held 
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that  the  operation  had  not  only  a salutary  effecl 
on  the  disease  process  in  the  leg  but  also  pro- 
tected against  pulmonary  emboli.  The  othei 
camp,  usually  internists,  embraced  the  anti- 
coagulants and  emphasized  that  the  clots  which 
sometimes  become  pulmonary  emboli  may  have 
arisen  not  only  from  the  veins  of  the  leg,  but 
also  from  a pelvic  vein,  the  inferior  vena  cava 
and  even  from  the  right  auricle  of  the  heart. 

There  were  (and  still  are)  several  potent  argu- 
ments against  the  surgical  approach  in  additior 
to  the  above,  such  as  the  propagation  of  a clol 
above  the  point  of  interruption,  the  risk  of  opera 
tion  in  an  occasionally  very  ill  patient,  and,  finally 
the  added  evil  of  surgical  interruption  to  the!  ' 
already  existing  problem  of  venous  thrombosis- 
with  regard  to  the  development  of  the  postphle- 
bitic  leg. 

Those  who  favor  anticoagulants  must  overcome 
the  just  criticism  posed  by  the  absolute  need  foi 
accurate  prothrombin  control  (not  present  even 
in  some  of  the  best  hospitals),  occasional  hemor- 
rhage in  the  therapeutic  range,  and  progression  oi 
the  thromboembolic  process  after  the  discontinu 
ation  of  anticoagulant  therapy. 

At  present  the  majority  of  internists  and  sur- 
geons particularly  interested  in  the  management  -v 
of  the  thromboembolic  problem  follow  the  middle 
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. [road  by  employing  anticoagulants  as  the  main 

line  of  attack  and  utilizing  appropriate  surgical 
interruptions  when  anticoagulants  are  contra- 
indicated (absolutely  or  relatively)  or  where  they 
have  failed  to  control  the  process.  On  the 
Fourth  Surgical  Division  at  Bellevue  and  in  the 
writer’s  private  practice,  less  than  five  patients 
have  had  surgical  interruption  of  veins  of  the 
lower  extremities  for  thromboembolic  disease 
during  the  past  five  years. 


1 


There  are  two  useful  adjuvants  in  the  pro- 
phylaxis against  thromboembolic  disease  in  the 
preoperative  and  postoperative  period : first, 
the  temporary  discontinuation  of  tobacco,  which 
in  some  patients  reduces  peripheral  blood  flow 
and  in  others  causes  an  increase  in  the  adhesive- 
mess  of  platelets,  and  second,  a carefully  indoc- 
trinated ritual  of  active  exercises  of  the  toes  and 
ankles  ten  to  twenty  times  every  half  an  hour,  day 
and  night,  when  the  patient  is  awake. 
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The  best  treatment  of  the  postphlebitic  leg 
with  all  of  its  various  complications  is  to  prevent 
its  development  from  the  outset.  Almost  with- 
out exception  postphlebitic  eczema,  induration, 
cellulitis,  and  ulceration  are  the  result  of  4he 
accumulation  of  fluid  in  the  tissues  and  the  pro- 
gressively persistent  nature  of  its  accumulation 
and  the  development  to  a greater  or  lesser  extent 
of  a fungous  infection  of  the  toes  and  feet. 

Prophylaxis  implies  as  a rule  (1)  anticoagulant 
therapy  to  arrest  the  thrombosing  process  with 
occasional  clearance  of  thrombi  and  full  canal- 
ization of  the  veins  (valves  may  be  permanently 
damaged),  (2)  warm  massive  packs  until  pain 
and  tenderness  have  cleared,  (3)  a firm,  well- 
fitted,  custom-made  elastic  stocking  from  the 
base  of  the  toes  to  below  the  knee,  (4)  elevation 
of  the  foot  of  the  bed  on  6 to  8-inch  blocks,  and 
(5)  potassium  permanganate  foot  soaks  1 : 10,000 
lilution  one  to  two  times  weekly.  Anticoagu- 
lants are  discontinued  in  the  average  case  in  two 
to  three  weeks,  while  the  elastic  stocking  and 
devation  of  the  foot  of  the  bed  are  continued  for 
it  least  six  months  and  discontinued  gradually 
until  there  is  absolutely  no  sign  of  edema.  In 
some  patients  these  two  modalities  will  be  neces- 
sary for  the  remainder  of  the  patient’s  lifetime, 
dome  sort  of  fungicidal  ointment  or  powder 
nay  replace  the  potassium  permanganate  soak 
n most  patients. 

When  varicose  veins  develop,  they  may  be 
primarily  due  to  defective  valves  in  the  greater 
>r  lesser  saphenous  systems  or  in  one  or  more  of 


the  communicating  veins  or  may  develop  second- 
arily as  a response  to  an  obstruction  in  the  deep 
venous  system.  When  the  latter  cause  is  present, 
if  testing  shows  that  the  valves  of  the  superficial 
system  are  ineffectual  in  the  prevention  of  a 
significant  retrograde  flow,  then  surgical  therapy 
is  indicated  exactly  as  it  is  in  the  patient  with 
primary  varicose  veins  with  defective  valves. 

The  most  realistic  and  probably  the  most 
effective  therapeutic  approach  to  the  patient  with 
varicose  veins  is  to  make  crystal  clear  the  life- 
time nature  of  his  disease.  It  has  been  helpful 
in  the  understanding  of  this  problem  to  liken 
it  to  pernicious  anemia  and  diabetes  mellitus 
wherein  the  proper  medical  management  on  a per- 
manent basis  will  usually  assure  good  health  and 
the  avoidance  of  major  complications.  Similarly, 
with  varicose  veins  no  possible  therapeutic  pro- 
cedure (operation,  sclerosing  therapy,  etc.) 
will  afford  a permanent  cure.  However,  if  the 
patient  will  return  for  postoperative  checkups  at 
regular  three-month  intervals  for  the  first  year 
and  then  biannually,  he  can  usually  maintain  an 
excellent  result.  If  new  veins  appear  (and  they 
usually  do),  they  are  small  for  the  most  part,  and 
injections  will  control  them.  If  on  occasion  a 
vein  suddenly  appears  and  is  large,  then  excision 
under  local  anesthesia  is  indicated. 

A word  about  the  operation  which  is  an  essen- 
tial in  the  over-all  therapy  of  the  patient  with 
varicose  veins  due  to  defective  valves.  A com- 
plete procedure  is  in  order,  i.e.,  thorough  high 
ligation  of  the  greater  saphenous  vein  with  divi- 
sion of  all  its  tributaries,  complete  stripping 
through  multiple  incisions  sufficiently  long  to  tie 
all  significant  branches,  and  excision  of  all  var- 
icosities through  a number  (five  to  20)  of  incisions 
in  the  thigh  and  lower  leg. 

When  this  type  of  rounded  approach  is  applied, 
the  majority  of  patients  with  varicose  veins, 
primary  or  secondary,  can  be  made  well  and  kept 
that  way. 

Arterial  Aspects 

Surgical  progress  has  been  noteworthy  in  two 
groups  of  arterial  lesions:  segmental  obstruc- 
tion and  aneurysm.  There  are  several  reasons 
for  such  progress,  the  most  important  one 
being  the  understanding  of  the  vascular  graft. 
For  decades  autogenous  venous  grafts  have  been 
employed  successfully  to  bridge  defects  in  periph- 
eral arteries.  However,  it  has  been  the 
development  and  use  of  homologous  arterial 
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grafts  which  led  to  the  founding  of  arterial 
banks.  The  basic  difficulties  in  the  maintenance 
of  an  arterial  bank  stimulated  research  in  the  use 
of  prostheses  of  fabric,  such  as  vinvon  X cloth, 
nylon,  orlon,  and  dacron. 

Better  understanding  of  the  pathologic  anat- 
omy of  the  arteriosclerotic  process  changed  the 
classic  concept  of  a diffusely  occlusive  process 
in  the  large  arteries  to  that  of  a segmental 
involvement.  Angiographic  studies  revealed  in 
man}'  instances  a relatively  normal  vessel  above 
and  below  the  point  of  thrombosis,  adequate  for 
the  technical  insertion  of  a graft  and  adequate  to 
transplant  a pulsatile  flow  of  oxygen-enriched 
blood  to  the  small  arteries  in  the  extremities. 

The  most  classic  example  of  segmental  arterial 
disease  is  the  thrombotic  occlusion  of  the  ter- 
minal aorta  which  is  manifested  by  intermittent 
claudication  with  fatigue  and  pain  noted  chiefly 
in  the  buttocks  and  thighs,  loss  of  libido,  global 
muscular  atrophy  of  the  lower  extremities,  and 
absence  of  all  pulses  including  the  femorals.  A 
salutary  sign  is  the  presence  of  well-nourished 
feet  indicative  of  a fair  collateral  circulation  and 
patent  major  arteries,  iliacs  or  femorals.  When 
the  diagnosis  is  clinically  suspect,  then  a trans- 
lumbar  aortogram  is  valuable  in  delineating  the 
level  and  extent  of  the  aortic  occlusion  and  the 
presence  of  peripherally  patent  arteries.  If  the 
latter  finding  is  obscure,  then  exploratory 
incisions  to  expose  and  examine  the  superficial 
femoral  arteries  near  the  inguinal  ligaments  will 
help  in  deciding  whether  resection  of  the  occluded 
segment  and  restoration  of  arterial  flow  by  a graft 
is  possible. 

A more  common  type  of  segmental  arterial 
occlusion  is  the  isolated  involvement  of  one  com- 
mon or  external  iliac  artery.  Probably  the  most 
frequent  location  for  an  isolated  segmental  block 
is  the  superficial  femoral  artery  in  the  adductor 
canal.  This  area  may  be  demonstrated  quite 
readily  by  a percutaneous  femoral  arteriogram. 

One  of  the  most  recent  advances  from  the 
technical  viewpoint  has  been  the  application  of 
the  bypass  graft  (autogenous  vein,  homologous 
artery,  plastic  prosthesis)  attached  end  to  side 
and  grafted  to  the  host’s  artery  both  above  and 
below  the  occluded  segment.  By  means  of  a 
relatively  new  technical  principle  in  construct- 
ing the  orifice  at  the  anastomosis  it  is  possible  to 
have  the  cross-sectional  area  of  the  opening  at  the 
junction  of  the  vessels  larger  than  the  cross-sec- 
tional area  of  either  the  graft  or  the  host’s  artery. 


In  this  way  the  incidence  of  successful  grafts  has 
been  increased  from  approximately  50  to  85  per 
cent. 

Since  arteriosclerosis  is  one  of  the  commonest 
diseases  of  mankind,  segmental  arterial  occlusion 
must  be  held  suspect  by  the  clinician  in  even- 
patient  with  symptoms  indicative  of  an  insuffi- 
cient blood  flow.  Not  only  may  the  major  arteries 
of  the  lower  extremities  be  involved  but  also  less 
frequently  those  of  the  upper  extremity  and 
occasionally  the  extracranial  carotid  arteries. 

The  second  lesion  produced  by  arteriosclerosis 
which  is  amenable  to  surgical  therapy  is  the 
arterial  aneurysm.  This  dilatation,  which  may 
be  saccular  or  fusiform,  most  commonly  strikes 
the  abdominal  aorta  and  the  popliteal  artery. 
Occasionally  the  femoral  vessel  is  involved,  and 
more  rarely  is  there  isolated  dilatation  of  the 
iliac  and  brachial  arteries.  In  a minority  of 
patients  two  or  more  aneurysms  may  be  present. 

The  clinical  behavior  of  an  aneurysm  depends  j 
in  part  on  its  location.  In  the  abdominal  aorta, 
for  example,  it  may  present  a pulsating  mass 
which  produces  no  symptoms  and  does  not  inter- 
fere-with  the  well-being  of  the  host  for  years  on 
end.  More  characteristically,  however,  the 
lesion  grows,  causes  episodes  of  abdominal  or 
lumbar  discomfort,  and  ruptures  with  a rapidly 
fatal  exitus  in  hours  or  occasionally  days. 
Although  opinions  vary,  probably  the  majority 
of  patients  die  from  their  ruptured  aneurysm 
within  the  first  year  of  its  discovery  on  physical 
examination. 

Another  example,  the  popliteal  aneurysm,  may 
cause  clinical  difficulty  in  one  or  more  of  five 
ways: 

1.  It  may  grow  and  press  on  contiguous 
nerves  and  periosteum  and  cause  pain. 

2.  It  may  partially  or  completely  occlude  the 
popliteal  vein  with  edema  of  the  foot  and  low-er 
leg  or  a frank  episode  of  venous  thrombosis. 

3.  The  aneurysm  may  undergo  total  throm- 
bosis which  may  precipitate  gangrene  of  the  ! 
foot  if  the  major  pedal  vessels  had  been  pulsating. 

If  there  had  been  previous  thrombosis  or  nar- 
rowing of  the  major  arteries  in  the  lower  leg, 
then  aneurysmal  thrombosis  might  lead  only  to 
relative  ischemia. 

4.  Small  pieces  of  the  ever-present  thrombus 
lining  the  walls  of  the  aneurysmal  sac  may  be  i-  ■ 
dislodged  and  pass  peripherally  as  emboli  and 
lead  to  gangrene  of  the  toes  and  foot. 

5.  The  aneurysm  may  rupture  with  loss  of 
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circulation  to  the  extremity,  resulting  in  gangrene 
and  occasionally  in  the  loss  of  life. 

It  is  generally  conceded  that  surgical  interven- 
tion is  the  only  approach  to  the  control  of  aneu- 
rysms of  the  abdominal  aorta.  Fortunately  most 
of  these  arise  from  the  aorta  below  the  renal 
arteries  and  may  be  resected  and  the  gap  bridged 
by  an  arterial  graft  or  prosthesis.  This  pro- 
cedure is  curative  but  still  has  a significant  opera- 
tive and  postoperative  mortality  in  the  hands  of 
most  surgeons. 

I believe  that  resection  of  the  aneurysm  should 
be  reserved  for  patients  who  are  fair  or  good 
risks,  who  have  patent  femoral  arteries,  and  in 
whom  there  are  at  least  2 cm.  of  relatively 
normal  aorta  between  the  renal  arteries  and  the 
origin  of  the  aneurysm.  In  those  patients  not 
fulfilling  the  above  criteria,  complete  isolation 
of  the  aneurysm  except  for  the  posterior  part 
adjacent  to  the  vertebral  bodies  and  wrapping 
with  reactive  polythene  will  relieve  pain  in  most 
patients  (when  significant  preoperatively)  and 
will  prolong  life  in  some  by  strengthening  the 
aneurysmal  wall. 


In  the  peripheral  arteries  two  procedures  are 
available,  the  obliterative  endoaneurysmorrha- 
phy  and  resection  of  the  aneurysm  and  restora- 
tion of  continuity  by  a graft.  The  former  pro- 
cedure, when  performed  with  attention  to  detail, 
is  simple  and  curative.  Occasionally  a lumbar 
sympathectomy  is  necessary  as  an  adjuvant  to 
promote  collateral  circulation.  Although  opin- 
ions vary , it  is  my  feeling  that  the  indications  for 
resection  of  a peripheral  arterial  aneurysm  and  the 
insertion  of  a graft  should  include  (1)  patent 
vessels  with  pulsation  in  the  distal  peripheral 
arteries,  (2)  a patient  who  is  a fair  or  good  opera- 
tive risk,  and  (3)  a patient  who  may  be  expected 
to  resume  an  active  physical  existence. 

At  the  present  time  the  results  of  surgical  pro- 
cedures in  the  treatment  of  segmental  arterial 
lesions,  thrombosis,  and  aneurysms,  are  remark- 
ably good.  From  75  to  80  per  cent  of  patients 
are  improved,  and  the  operative  mortality  is  low. 
Of  greatest  interest  is  the  steady  progress  which 
has  been  observed  in  this  field  and  which  promises 
to  continue  for  some  time  to  come. 

55  East  92nd  Street 
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In  consonance  with  the  growth  of  medicine,  the 
science  of  angiology  has  matured  to  a degree  that  a 
forum  for  exchange  of  clinical  experience  and  re- 
search data  is  essential.  That  there  is  no  medium 
whereby  the  clinician,  the  surgeon,  the  pathologist, 
the  pharmacologist,  the  physiologist,  the  physicist, 
and  the  chemist  engaged  in  the  study  of  vascular 
disease  can  meet  periodically  in  order  to  approach 
collectively  the  problems  of  this  special  area  is  recog- 
nized by  many.  The  obligation  and  responsibility 
of  systematically  indoctrinating  the  practicing  phy- 
sician can  only  be  assumed  by  a coordinate,  spe- 
cialty group. 

What  has  worried  many  leaders  in  the  field  is  that 
overspecialized  modern  medicine  has  not  organized 


itself  properly  over  the  years  to  take  broad-front 
action.  There  has  been  senseless  partitioning  not 
only  of  cardiovascular  disease,  but  of  the  patient, 
per  se.  Without  effective  coordination,  we  have 
cardiologists,  angiologists,  cardiac  surgeons,  periph- 
eral vascular  specialists.  Unfortunately,  there  seems 
to  be  no  category  to  cover  the  entire  circulation. 

It  is  the  hope  and  aim  of  the  American  College  of 
Angiology  to  make  a fresh  start  and  consider  the 
heart  as  merely  a specialized  portion  of  the  whole 
vascular  system  and  reintegrate  the  heart  and  blood 
vessels  into  the  unified  system  that  it  really  is. — 
Leo  Loewe,  M.D.,  New  York,  American  College  of 
Angiology,  presidential  address,  second  annual  meet- 
ing of  College,  Chicago,  June  9,  1956 
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MINUTES  OF  THE  COUNCIL 

The,  following  is  a summarxj  of  the  minutes  of  the  January , 1957,  meeting  of  the  Council 
of  the  Medical  Society  of  the  Stale  of  New  York,  as  approved  F ebruary  17,  1957. 


HPhe  Council  met  January  10,  1957,  from  9:12 
A a.m.  to  12  NOON. 

The  minutes  of  the  meeting  of  December  13, 
1956,  were  approved  with  one  correction.  The 
Council  decided  to  omit  item  five  from  the  list  of 
recommendations  regarding  the  Medicare  Program 
(see  page  791,  New  Yoke  State  Journal  of  Medi- 
cine for  February  15,  1957). 

Secretary’s  Report 

Executive  Committee. — Dr.  Anderton  reported 
actions  of  the  Executive  Committee  on  communica- 
tions, as  follows: 

1.  Letter  of  January  3,  1957,  from  Dr.  Louis  H. 
Bauer,  secretary  general  of  the  World  Medical 
Association,  expressing  appreciation  for  the  $5,000 
sent  by  this  Society  to  Vienna  for  relief  of  Hungarian 
refugee  physicians. 

This  letter  was  read  to  the  Council,  as  directed  by 
the  Executive  Committee. 

2.  Letter  of  January  2,  1957,  from  Dr.  Louis  H. 
Bauer,  secretary  general  of  the  World  Medical 
Association,  expressing  appreciation  for  exhibit 
space  at  the  sesquicentennial  celebration. 

The  Executive  Committee  directed  that  this 
letter  be  read  to  the  Council  for  information. 

3.  Letter  of  January  4,  1957,  from  Dr.  William 
E.  Ayling,  chairman  of  the  School  Health  Subcom- 
mittee of  the  Committee  on  Public  Health  and 
Education  expressing  appreciation  of  the  Council’s 
congratulations  on  his  receipt  of  the  William  A. 
Howe  Award  from  the  American  School  Health 
Association;  carbon  copy  of  Dr.  Anderton’s  letter 
of  December  28,  1956  to  Dr.  Ayling. 

The  Executive  Committee  approved  Dr.  Ander- 
ton’s letter  and  directed  that  the  correspondence  be 
reported  to  the  Council. 

4.  Request  of  the  Medical  Society  of  the  County 
of  New  York  that  the  Council  rescind  its  action  of 
November  8,  1956,  when  annual  State  dues  of 
Dr.  Robert  B.  Hiatt  for  1954,  1955,  and  1956  were 
remitted  because  of  military  service,  and  the  Ameri- 
can Medical  Association  was  requested  to  take  simi- 
lar action.  The  county  medical  society  informed 
us  that  Dr.  Hiatt  was  not  in  the  armed  forces  but 
was  employed  in  Iran.  The  Executive  Committee 
recommends  that  the  Council  take  the  requested 
action. 

It  was  so  voted. 

Dues  Remissions. — The  Council  voted  to  remit 
annual  State  dues  of  five  members  for  1956  and  of 
two  members  for  1957  because  of  illness,  of  three 


members  for  1956  because  of  service  in  the  armed 
forces,  and  of  two  members  for  1956  because  of 
financial  hardship.  The  Council  also  voted  to 
request  remission  of  American  Medical  Association 
dues  of  five  members  for  1956  and  of  five  members 
for  1957. 

General. — Dr.  Anderton  reported:  “Following 

your  last  meeting,  the  Board  of  Trustees  acceded  to 
all  your  requests: 

“1.  Approved  the  contract  for  additional  public 
relations  counsel  in  connection  with  the  Monday, 
February  18,  luncheon  at  the  sesquicentennial  cele- 
bration and  increased  the  appropriation. 

“2.  Approved  additional  appropriation,  not  to 
exceed  $250,  for  possible  rental  of  Town  Hall  for 
the  sesquicentennial  forum. 

“3.  Approved  appropriation,  not  to  exceed 
$7,500,  additional  loan  to  Blood  Banks  Association 
of  New  York  State,  Inc.,  until  May,  1957,  meeting 
of  the  House  of  Delegates. 

“4.  Increased  Mr.  George  P.  Farrell’s  salary, 
commencing  January  1,  1957. 

“5.  Approved  $3,900  for  revised  production  of 
‘Key  Medical  Market,’  as  used  by  our  Journal  ad- 
vertising salesmen. 

“6.  Increased  appropriation  by  $350  for  studies 
in  rural  health  administration. 

“7.  Sent  $5,000  by  cable  to  Dr.  M.  Arthur  Kline, 
executive  secretary,  American  Medical  Society  of 
Vienna,  11  Universitatsstrasse,  Vienna,  Austria,  for 
use  by  Hungarian  refugee  physicians. 

“8.  Referred  to  the  Office  Administration  and 
Policies  Committee  investigation  of  Dr.  Andrew  A. 
Eggston’s  recommendations  regarding  19  East 
54th  Street,  New  York  City. 

“Your  secretary  has  implemented  your  actions  as 
directed  at  your  last  meeting. 

“It  was  a great  pleasure  to  attend  the  December 
meeting  of  the  Medical  Society  of  the  County  of 
Chenango,  at  Oxford,  the  evening  before  your  last 
meeting.  The  meeting  was  in  honor  of  Dr.  and 
Mrs.  Edward  Danforth  of  Bainbridge.  You  selected 
Dr.  Danforth  as  the  outstanding  practitioner  in 
New  York  State  during  1956.  Not  only  was  it  a 
privilege  to  observe  the  admiration  and  respect  his 
fellow  members  held  for  Dr.  and  Mrs.  Danforth, 
but  your  secretary  also  enjoyed  the  business  meeting 
of  the  Medical  Society  of  the  County  of  Chenango. 
Its  size  allows  the  organization  to  function  like  a 
club. 

“Your  secretary  was  absent  on  sick  leave,  Decem- 
ber 14  to  26,  with  President  Greenough’s  permission. 
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“On  December  27  I attended  the  Legislation 
Committee  meeting.  I attended  a meeting  of  the 
Committee  Investigating  Malpractice  Insurance 
and  Defense,  January  9,  1957,  as  well  as  Publication 
Committee,  Office  Administration  and  Policies  Com- 
mittee, and  Executive  Committee  that  afternoon. 

“Your  headquarters  staff  enjoyed  their  usual 
Christmas  party  and  have  individually  expressed 
their  appreciation  for  it,  as  well  as  for  the  addi- 
tional holiday  of  either  Christmas  or  New  Year’s 
Eve. 

“The  Executive  Committee  recommends  that  the 
Council  meet  Sunday,  February  17,  at  12  noon 
in  the  Hotel  Statler.  The  Committee  suggests 
that  the  Board  of  Trustees  meet  at  3 f>.m.  and  that 
the  Publication  Committee  meet  at  9 a.m.,  the  Office 
Administration  and  Policies  Committee  at  10  a.m., 
and  the  Executive  Committee  at  1 1 a.m.” 

After  discussion  approval  was  voted. 

Dr.  Anderton  continued:  “Finally,  the  Executive 
Committee  recommends  for  the  consideration  of  the 
Council  that  members  of  the  Council  and  the 
Board  of  Trustees  have  their  hotel  bill  in  New  York 
City  paid  from  February  16  or  17  through  February 
21  if  they  so  desire.  That  would  be  a recommenda- 
tion to  the  Board  of  Trustees.” 

It  was  voted  to  make  this  recommendation  to  the 

Board. 

Dr.  Anderton  stated:  “At  the  Sesquicentennial, 
the  usual  ribbon  badges  for  members  of  the  Council 
and  Trustees  will  be  at  the  registration  desk  on  the 
mezzanine.” 

The  report  was  approved. 

The  Treasurer's  report  and  requests  for  budgetary 
changes  were  adopted. 

Reports  of  Committees 

Blood  Banks  Commission.  -Dr.  Thurman  B. 
Givan,  chairman,  reported:  “For  December, 

1956,  the  Blood  Banks  Association  had  a net 
loss  of  $2,058.  This  figure  is  tentative  since  the 
books  have  not  been  closed  for  the  year.  This 
brings  the  tentative  net  deficit  for  the  twelve  months 
ended  December  31,  1956,  to  $13,343.  The  deficit 
for  the  year  1955  amounted  to  $48,367.  In  other 
words,  the  annual  deficit  has  been  reduced  more 
than  $35,000.  The  total  deficit  as  of  December  31, 
1956,  is  (tentative)  $96,300.  The  final  figures  will 
be  reported  to  the  Council  at  the  February  meeting. 

“During  the  month  of  December  the  Association 
borrowed  an  additional  $3,000  from  the  Society, 
and  the  total  loan  now  amounts  to  $93,000. 

“On  January  1,  1957,  the  Blood  Banks  Associa- 
tion began  operation  of  the  North  East  District 
Clearing  House  Program.  We  have  had  a good 
response  from  hospitals,  both  in  New  York  City 
and  upstate.  Under  the  North  East  District  Clear- 
ing House  there  is  a total  of  55  hospitals  which 
have  already  signed  up. 

“With  regard  to  the  Community  Blood  Program, 
renewals  are  proceeding  in  Newburgh  as  well  as  in  a 
few  selected  groups  in  the  New  York  metropolitan 


area.  As  reported  at  the  last  meeting,  it  is  expected 
that  bleeding  in  Westchester  County  will  commence 
in  February. 

“All  in  all  the  picture  is  not  too  rosy  as  yet,  but  I 
don’t  see  how  we  can  afford  not  to  go  ahead  and  try 
to  use  every  means  possible  to  advance  the  program, 
certainly  until  the  House  of  Delegates  meets  again. 
We  hope  things  will  look  better  during  the  winter 
and  spring.” 

It  was  voted  to  approve  the  report. 

Dr.  Anderton  inquired  if  our  Society  is  the  sole 
support  of  the  North  East  Regional  Blood  Bank. 

Dr.  Wurzbach  stated:  “As  I remember  the  report 
that  I brought  in  to  the  House  of  Delegates,  which 
was  adopted,  it  was  that  the  clearing  house  program 
was  to  be  considered  entirely  separate  from  the  loans 
to  the  Blood  Banks  Association.  As  I remember  this 
report,  there  was  to  be  $200  per  month  that  was 
definitely  an  individual  item,  entirely  separate  from 
loaning  to  the  Blood  Banks  Association  and  the 
blood  procurement  program.  If  I am  wrong,  please 
correct  me,  but  I am  quite  certain  that  was  the 
report  of  the  reference  committee,  and  any  money 
advanced  for  the  work  of  the  clearing  house  is  not 
part  of  the  outstanding  loan  but  is  an  individual, 
separate  item  from  the  State  Society.” 

He  read  the  following  excerpt  from  the  1956 
House  of  Delegates  minutes:  “There  is  only  one 
basic  cost  that  will  continue  unchanged,  and  that  is 
for  the  blood  exchange  program.  This  is  estimated 
at  $20U  per  month.  Your  committee  recommends 
that  this  activity  be  continued  and  the  cost  met  by 
proper  appropriation  by  the  Council  and  Board  of 
Trustees.” 

After  discussion  it  was  voted  that  decision  on  this 

question  be  deferred  until  the  next  meeting. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  the  following  report:  “Mr.  Farrell  at- 
tended the  Conference  on  Financing  Health  Care  for 
the  Aged  called  by  Governor  Harriman  in  Albany, 
December  6 and  7,  1956. 

“Mr.  Farrell  reports  on  the  Medicare  Program 
that  claim  forms  have  been  sent  to  each  county 
medical  society  with  a covering  memorandum  so  that 
they  are  available  to  doctors  in  each  area. 

“The  schedule  of  allowances  is  expected  to  be 
mailed,  beginning  January  7,  1957,  to  all  doctors  in 
the  State. 

“Inquiries,  claims,  and  correspondence  at  the 
present  time  average  about  30  per  day.  There  have 
been  several  instances  where  rulings  have  had  to  be 
obtained  from  Washington  in  regard  to  the  amount 
of  the  schedule  of  allowances  which  would  be  paid 
for  certain  types  of  cases,  particularly  maternity 
cases. 

“It  is  felt  that  the  program  is  progressing  satis- 
factorily.” 

This  part  of  the  report  was  adopted. 

Dr.  McClintock  continued:  “Second,  Mr.  Presi- 
dent, I have  the  schedule  of  allowances  for  the 
Medicare  Program  in  the  State  of  New  York.  To 
those  of  you  who  did  not  receive  a copy  earlier,  I 
will  distribute  one  until  the  supply  is  exhausted. 
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You  will  all  receive  them  in  the  mail. 

“In  connection  with  this  program  it  has  been 
suggested  that  the  president  of  the  Society  put  a page 
in  the  Journal  indicating  that  this  whole  matter 
had  to  be  decided  hurriedly  and  requesting  any 
member  of  the  State  Society  or  any  physician  in  the 
State  to  send  us  written  criticism  concerning  the 
schedule  of  allowances  in  order  that  we  may  have 
such  comments  when  we  renegotiate  the  contract 
before  June  30,  1957.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“A  third  portion  of  my  report,  sir,  has  to  do  with 
the  Temporary  Health  Insurance  Board,  which 
announced  in  the  newspapers  the  day  before  yester- 
day that  they  would  like  to  consider  a uniform 
State-wide  fee  schedule,  such  as  exists  in  the  Medi- 
care Program. 

“Yesterday  afternoon,  I received  a call  from  Mr. 
Edward  Meecham  requesting  an  appointment  with 
me,  as  chairman  of  the  Economics  Committee. 
This  is  scheduled  for  tomorrow  afternoon  in  my 
office  in  Albany  at  4:30.  He  is  bringing  a lawyer.” 

After  discussion  it  was  voted  that  Dr.  McClintock 
not  commit  the  Society  to  anything  other 
than  to  the  resolutions  already  adopted  by  this 
Council. 

Dr.  McClintock  continued:  “Mr.  President,  this 
whole  matter  is  being  discussed  by  the  Blue  Shield 
Plans  today  at  a meeting  in  Rochester  or  Syracuse, 
and  the  chairman  of  the  State  Blue  Shield  Plans  has 
sent  this  telegram,  which  I would  like  to  read,  in- 
cluding its  inaccuracies: 

I understand  Temporary  Help  Committee  is  con- 
sidering program  based  on  Medicare.  I ask  if  this 
is  proposed  to  State  Medical  Society  that  Council 
stand  by  its  former  resolutions  regarding  Blue  Shield 
Plans  and  keep  Civil  Service  Employee  Program  in 
on  Blue  Shield  on  Prepayment  Basis. 

Merle  B.  Evans,  M.D. 

Chairman  State  Blue  Shield  Plan 

After  discussion  it  was  voted  that  the  president  be 
empowered  to  appoint  a committee  of  three,  in- 
cluding the  president  and  secretary,  to  discuss 
with  the  Temporary  Health  Insurance  Board,  if 
necessary,  any  suggestions  which  they  have, 
being  governed  by  the  previous  commitments  of 
the  Council. 

Dr.  Norman  S.  Moore  stated:  “I  move  re- 

consideration of  the  report  of  the  chairman  of  the 
Economics  Committee  in  order  to  amend  it.” 

The  motion  to  reconsider  was  passed. 

It  was  voted  that  Dr.  McClintock  be  given  specific 
instructions  to  reject  any  approval  by  the  civil 
service  staff  that  an  exception  to  our  stand  on 
Blue  Shield  be  taken. 

It  was  voted  to  approve  the  report  of  the  Eco- 
nomics Committee  as  a whole. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale, 
chairman,  stated:  “We  are  still  having  difficulty. 
However,  I can  report  progress.  What  I am  sure 
of  is  that  finally  there  is  a realization  of  what  we 


will  have  to  do  if  this  Society  is  to  obtain  the  in- 
dividual they  may  be  looking  for.  I think  the  chair- 
man of  the  Board  of  Trustees  realizes  that. 

‘A  esterday  it  was  suggested  holding  this  appoint- 
ment in  abeyance  until  the  meeting  of  the  House  of 
Delegates,  but  I doubt  if  that  will  be  necessary. 

In  view  of  the  fact  that  we  are  finally  realizing 
what  must  be  done,  I think  something  concrete 
can  be  accomplished  in  the  near  future.” 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
presented  the  following  report:  “A  meeting  of  the 
Council  Committee  on  Legislation  and  the  Com- 
mittee to  Combat  Cults  was  held  in  New  York  City 
on  the  evening  of  December  27,  1956. 

“Present  were  Drs.  James  Greenough,  W.  P. 
Anderton,  James  A.  Lynch,  Aaron  Kottler,  George 
J.  Lawrence,  Jr.,  Theodore  J.  Curphey,  Harold  B. 
Smith,  Henry  I.  Fineberg  (chairman),  and  Mr. 
Frederick  W.  Miebach. 

“This  conference  was  called  in  order  to  review 
and  re-evaluate  our  legislative  program  as  it  now 
stands  and  to  ‘blueprint’  the  coming  campaign  for 
your  approval  prior  to  the  opening  of  the  1957 
session  of  the  New  York  State  Legislature  on 
January  9th. 

“The  following  matters  were  discussed: 

“I.  Recommendations  of  the  House  of  Delegates 
and  Council 

“A.  The  Injunction  Bill:  We  reiterated  our 
stand  that  we  must  again  propose  a strong  injunc- 
tion bill  and  fight  vigorously  for  its  passage.  Such 
a bill  has  already  been  drafted.  A copy  has  been 
submitted  to  Dr.  Dominick  F.  Maurillo  of  the 
Board  of  Regents. 

“One  point  was  again  stressed — that  the  counsel 
to  our  Legislation  Bureau  should  seek  ‘strong’  legis- 
lators in  both  houses  to  sponsor  its  introduction. 

“B.  The  Practice  of  Medicine  by  Hospitals: 
According  to  the  December  1,  1956,  issue  of  Hos- 
pitals, the  official  publication  of  the  American 
Hospital  Association,  a compromise  has  been  | 
reached  in  the  Iowa  controversy.  Following  is  the  I 
text  of  the  joint  declaration  accepted  in  November, 
1956,  by  the  Board  of  Trustees  of  the  Iowa  Hos- 
pital Association  and  the  Executive  Council  of  the  I 
Iowa  State  Medical  Society: 

1.  The  ownership  and  maintenance  of  the  lab-  I 
oratory  and  x-ray  facilities  and  the  operation  of  same  1 
under  this  joint  declaration  is  a proper  function  of  a f 
hospital. 

2.  Pathology  and  radiology  services  performed  I 
in  hospitals  are  the  product  of  the  joint  contribution  I 
of  hospitals,  doctors,  and  technicians,  but  these  serv-  j 
ices  constitute  medical  services  which  must  be  per-  1 
formed  by  or  under  the  direction  and  supervision  I 
of  a doctor,  and  no  hospital  shall  have  the  right  to  ji 
control  or  interfere  with  the  professional  medical  acts  i 
and  duties  of  the  doctor  in  charge  of  the  pathology  | 
or  radiology  facilities  or  of  the  technicians  under  his  8 
supervision. 

3.  Each  hospital  should  arrange  for  such  serv-  I 
ices  and  for  the  direction  and  supervision  of  its  I 
pathology  or  radiology  department  by  entering  into  r 
either  an  oral  or  written  agreement  with  a doctor  who  I 
is  a member  of  or  acceptable  to  the  hospital  medical  I 
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staff.  Such  a doctor  may  or  may  not  be  a specialist. 
The  laboratory  may  be  supervised  and  directed  by  a 
qualified  member  of  the  staff,  and  specific  services 
may  be  referred  to  a specialist,  or  the  specialist  may 
also  direct  and  supervise  the  laboratory  as  may  be 
desired.  Any  contract  so  entered  into  shall  be  in 
accordance  with  the  principles  stated  herein. 

4.  Technicians  and  other  personnel  (not  in- 
cluding doctors)  in  pathology  or  radiology  depart- 
ments shall  (unless  the  department  is  leased)  be  em- 
ployes of  the  hospital  or  members  of  the  religious 
order  operating  the  hospital,  subject  to  the  rules  and 
regulations  of  the  hospital  applicable  to  employes 
generally  but  under  the  direction  and  supervision  of 
the  doctor  in  charge  of  the  Department  as  set  forth 
elsewhere  in  this  Declaration. 

5.  The  doctors  and  hospitals  shall  mutually  agree 
on  the  employment  of  any  technicians  necessary  for 
the  proper  operation  of  said  Department,  and  no 
technicians  shall  be  dismissed  from  said  employment 
without  the  mutual  consent  of  the  parties,  provided, 
however,  that  in  the  event  the  hospital  and  Doctor 
are  unable  to  mutually  agree  on  the  hiring  or  dis- 
ciplining of  any  employe  of  said  Departments,  the 
matter  shall  be  promptly  submitted  to  the  Joint  Con- 
ference Committee. 

6.  The  contract  between  the  hospital  and  doc- 
tor in  charge  of  the  laboratory  or  x-ray  facilities  may 
contain  any  provision  for  compensation  of  each  on 
which  they  mutually  agree,  provided,  however,  that 
no  contract  shall  be  entered  into  which  in  any  way 
creates  the  relationship  of  employer  and  employe 
between  the  hospital  and  the  doctor,  and  a percentage 
arrangement  is  not  and  shall  not  be  construed  to  be 
unprofessional  conduct  on  the  part  of  the  physician 
or  in  violation  of  the  statutes  of  the  State  of  Iowa 
on  the  part  of  the  hospitals. 

7.  The  hospital  admission  agreement  signed 
by  the  patient  or  his  legal  representative  shall  con- 
tain the  following  statement:  “Pathology  and  radi- 
ology services  are  medical  services  performed  or  super- 
vised by  physicians,  and  the  personnel  and  facilities 
are  furnished  by  the  hospital  for  said  services. 
Charges  for  such  services  are  collected,  however,  by 
the  hospital  on  behalf  of  said  doctors  pursuant  to  an 
agreement  between  said  physicians  and  the  hospital, 
and  from  said  charges  I consent  that  an  agreed  sum 
will  be  retained  by  the  hospital  in  accordance  with  an 
existing  agreement  between  the  doctor  and  the 
hospital.” 

8.  The  hospital  bill  shall  properly  include  the 
charges  for  pathology  and  radiology  services  as  long 
as  the  name  of  the  doctor  is  stated  and  it  fairly  ap- 
pears that  the  charge  is  for  medical  services. 

The  said  hospital  bill  shall  also  contain  a statement 
substantially  in  the  following  form:  “The  pathology 
and  radiology  charges  are  for  medical  services  ren- 
dered by  or  under  the  direction  of  the  doctor  listed 
above  and  are  collected  by  the  hospital  on  behalf  of 
the  doctor,  from  which  charges  an  agreed  sum  will  be 
retained  by  the  hospital  in  accordance  with  an  exist- 
ing agreement,  to  which  retention  you  consented  at 
the  time  of  your  admission  to  the  hospital.” 

9.  All  fees  to  be  charged  by  the  physicians  for 
pathology  and  radiology  services  shall  be  mutually 
agreed  on  by  the  hospital  and  the  doctor.  In  the 
event  dispute  shall  arise  between  the  parties,  the 
matter  shall  be  submitted  for  judgment  to  the  Joint 
Conference  Committee. 

10.  Fees  for  radiology  and  pathology  services 
must  be  paid  for  as  medical  and  not  hospital  serv- 
ices. In  all  cases  this  requires  payment  by  “Blue 
Shield”  (Iowa  Medical  Service)  and  not  by  “Blue 


Cross”  (Hospital  Service  of  Iowa). 

11.  Nothing  in  these  principles  is  intended  or 
should  affect  in  any  way  that  obligation  of  public 
hospitals  under  Chapter  347  or  380  of  the  Code  of 
Iowa  (1954),  as  well  as  the  State  Hospital  at  Iowa 
City,  to  provide  in  Chapter  254  and  Chapter  255  of 
the  Code  wherein  medical  treatment  is  to  be  provided 
by  hospitals  of  that  category  to  patients  of  certain 
entitlement,  nor  to  the  operation  by  the  State  men- 
tal or  other  hospitals  authorized  by  law. 

12.  Whenever  used  herein,  the  term: 

(a)  “Hospital”  shall  include  all  hospitals  licensed 
under  Chapter  135B  of  the  Code  of  Iowa  (1954); 

( b ) “Doctor”  shall  mean  any  person  licensed  to 
practice  medicine  and  surgery  under  the  provisions 
of  Chapters  147  and  148  of  the  Code  of  Iowa  (1954); 

(c)  "Technician”  shall  mean  either  technician  or 
technologists; 

( d ) “Joint  Conference  Committee”  shall  mean  the 
Joint  Conference  Committee”  as  required  by  the 
Joint  Commission  on  Accreditation  of  Hospitals. 

13.  This  Joint  Declaration  shall  be  submitted  to 
the  Iowa  State  Medical  Society  and  to  the  Iowa  Hos- 
pital Association  for  approval  on  November  15,  1956, 
and  it  is  recommended  that  this  Joint  Declaration  be 
implemented  by  both  organizations  in  a spirit  of 
cooperation  as  to  the  pending  Supreme  Court  appeal 
and  in  all  other  respects  and  that  joint  action  by 
legislation  be  undertaken  to  legalize  the  principles 
herein  stated  wherever  necessary. 

This  joint  declaration  was  signed  by  John  A.  Dailey, 
member  of  advisory  committee,  Mercy  Hospital, 
Burlington,  Iowa;  Thomas  C.  Murphy,  trustee, 
Murphy  Memorial  Hospital,  Red  Oak,  Iowa;  Joseph 
F.  Rosenfield,  trustee,  Iowa  Methodist  Hospital, 
Des  Moines;  W.  L.  Downing,  M.D.,  president,  Iowa 
State  Medical  Society;  George  H.  Scanlon,  M.D., 
chairman  of  the  board  of  trustees  of  the  Iowa  State 
Medical  Society;  and  R.  B.  Throckmorton,  attorney 
for  the  Iowa  State  Medical  Society. 

“The  problem  of  hospitals  practicing  medicine 
still  exists  in  New  York  State.  We  have  heard  that 
there  is  a possibility  that  the  Hospital  Association  of 
New  York  State  will  seek  legislation  to  permit  them 
to  do  this. 

“Our  committee  proposes  that  we  proceed  in  the 
same  fashion  as  in  previous  years  and  that  we 
sponsor  a bill  similar  to  the  Friedman  and  Pino 
bills.” 

After  discussion  it  was  voted  that  this  portion  of 
the  report  be  approved,  which  carries  with  it  the 
introduction  of  a bill  similar  to  the  Friedman  and 
Pino  bills.  Dr.  Rogers  voted  in  the  negative. 

“The  committee  also  recommends  that  the 
Medical  Society  of  the  State  of  New  York  institute 
litigation  proceedings  against  corporations  prac- 
ticing medicine,  the  procedure  to  be  determined  by 
the  Council  and  Counsel.” 

After  discussion  it  was  voted  to  receive  this  recom- 
mendation and  refer  it  to  a special  committee  for 
study  and  report  to  the  Council  at  the  February 
meeting. 

The  Council  voted  approval  of  the  president’s 
appointment  of  the  following  committee:  Dr. 

Thurman  B.  Givan,  chairman,  Dr.  W.  P.  Ander- 
ton,  Dr.  Maurice  J.  Dattelbaum,  Dr.  Henry  I. 
Fineberg,  and  Dr.  John  F.  Rogers. 
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“C.  The  resolution  concerning  the  taking  of 
blood  for  alcohol  testing,  introduced  in  the  House 
of  Delegates  by  Dr.  Burgin  of  Herkimer  County, 
was  again  discussed.  Some  time  ago,  we  reported 
that  this  matter  is  under  study  by  the  State  Police 
Department.  Dr.  Harold  Smith  has  recently  re- 
ceived this  information  from  Mr.  George  M.  Searle, 
Deputy  Superintendent  of  State  Police: 

This  problem  was  brought  to  the  attention  of  the 
New  York  State  Joint  Legislative  Committee  on 
Traffic  Violations,  Senator  Searles  G.  Shultz,  chair- 
man, at  its  public  hearings  in  Buffalo  on  July  13, 
1956,  and  in  New  York  City  on  September  28,  1956. 

A copy  of  the  minutes  of  those  meetings  could  be 
obtained  from  Senator  Shultz  at  his  office,  9 East 
Genesee  Street,  Syracuse,  New  York. 

Favorable  reaction  was  indicated  at  those  hearings, 
and  it  is  our  understanding  that  this  Committee  will 
prepare  legislation  for  the  1957  session  of  the  Legis- 
lature, designed  to  eliminate  the  problem. 

We  recently  received  a letter  from  a physician 
protesting  the  fees  which  were  paid  in  blood  test 
cases,  and  as  we  have  had  several  reports  of  this 
kind,  this  information  was  also  sent  to  Senator 
Shultz  with  the  sugg=stion  that  steps  be  taken  to  ex- 
plore the  possibility  of  increasing  fees  for  the  taking 
of  blood  samples. 

Your  continued  interest  in  this  situation  is  very 
much  appreciated,  and  you  may  be  sure  of  our  com- 
plete cooperation  in  the  matter. 

“It  is  therefore  recommended  that  no  action  be 
taken  by  us  at  this  time. 

“Your  chairman  has  written  to  Senator  Shultz 
and  requested  copies  of  the  minutes  of  the  meetings 
referred  to  by  Mr.  Searle.” 

It  was  voted  to  support  Senator  Shultz’s  legisla- 
tion, which  would  absolve  physicians  from 
liability  for  assault  if  they  take  blood  tests  of 
drunken  drivers. 

“D.  The  reintroduction  of  three  bills  relating 
to  workmen’s  compensation  was  approved:  (I) 

to  abolish  medical  practice  committees  in  counties 
with  a population  of  one  million  or  more,  (2)  to  make 
decisions  of  the  Medical  Appeals  Unit  binding  on  the 
Workmen’s  Compensation  Board  chairman,  (3) 
to  provide  that  the  chairman  designate  physicians 
to  serve  individually  or  in  panels  as  expert  con- 
sultants to  advise  with  respect  to  disputed  questions 
of  medical  testimony  and  care. 

“It  was  reported  that  the  Eighth  District  Branch 
has  recently  submitted  a resolution  in  which  it 
states  that  it  lends  ‘its  support  to  the  Medical 
Society  of  the  County  of  Erie  in  the  taking  of 
appropriate  steps  to  insure  that  the  Erie  County 
Society’s  workmen’s  compensation  committee  retain 
its  functions  notwithstanding  that  the  County  of 
Erie  will  have  attained  a million  population.’ 

“E.  Amendment  to  the  Autopsy  Law:  Your 
chairman  reported  that  on  December  18,  1956,  he 
attended  a conference  on  autopsies  held  in  New  York 
City,  called  at  the  request  of  the  Greater  New  York 
Hospital  Association. 

“Present  were  five  New  York  State  Assemblymen 
residing  in  the  metropolitan  area — Sidney  Asch, 
Bernard  Austin,  J.  Lewis  Fox,  Herman  Katz, 


Mitchell  Sherwin,  Max  Turshen;  Rabbi  Emanuel 
Rackman,  president  of  the  New  York  Board  of 
Rabbis;  Rabbi  Chaim  A.  Lysschitz  of  the  Rabbini- 
cal -Alliance  of  America;  Rabbi  I.  Klavan  of  the 
Rabbinical  Council  of  America;  Dr.  Morris  Hinen- 
burg  of  the  Federation  of  Jewish  Philanthropies; 
Dr.  Antonio  Rottino,  chairman  of  the  Legislative 
Committee  Pertaining  to  Autopsy  Law,  New 
York  State  Association  of  Pathologists;  Dr.  Aaron 
Kottler,  president  of  the  Medical  Society  of  the 
County  of  Kings;  Air.  Bernard  Friedlander,  repre- 
senting Mr.  Yictor  Condello,  Assistant  to  the 
Mayor  of  the  City  of  New  York;  Mr.  Eckhardt  of 
the  Department  of  Health  of  the  City  of  New 
York;  Mr.  Emanuel  Hayt,  counsel  of  the  Greater 
New  York  Hospital  Association;  and  Dr.  John  V'. 
Connorton,  executive  director  of  the  Greater  New 
York  Hospital  Association. 

“The  rabbis  disclosed  their  convictions  about 
autopsies  and  stressed  procedures,  the  ‘degradation’ 
of  the  human  body,  and  the  approach  to  relatives. 
It  was  their  opinion  that  the  medical  profession  must 
primarily  take  two  steps:  (1)  to  honor  the  deceased 
body  and  (2)  to  convince  rabbis  that  autopsies  are 
serving  a purpose. 

“The  results  of  the  deliberations  may  be  sum- 
marized as  follows:  that  a noncontroversial  bill 

should  be  drawn  up,  taking  into  consideration  the 
feelings  of  the  rabbinate,  to  be  presented  at  the  1957 
session  of  the  Legislature  and  that  a committee 
should  study  a long-range  program  concerned  with 
the  entire  question  of  autopsies,  the  Sanitary  Code, 
and  other  related  matters. 

“It  must  be  kept  in  mind  that  if  we  are  to  be  suc- 
cessful in  our  efforts  to  amend  the  autopsy  law,  we 
must  have  the  approval  of  all  three  groups  of  the 
Jewish  faith. 

“Your  chairman  has  received  several  communi- 
cations from  pathologists  through  the  State  request- 
ing that  some  action  be  taken  to  liberalize  the  laws 
which  govern  postmortem  examinations. 

“As  a result  of  the  meeting  held  on  December  18 
the  Greater  New  York  Hospital  Association  has 
proposed  an  amendment  to  the  public  health  law  in 
relation  to  the  right  to  dissect  the  body  of  a deceased 
person. 

“Your  committee  is  not  entirely  in  accord  with 
this  bill.  It  recommends  that  we  use  the  bill 
sponsored  by  us  a year  ago,  plus  certain  features 
specified  in  the  proposal  of  the  Greater  New  York 
Hospital  Association. 

“Our  amendment  will  then  read  as  follows  (new 
matter  in  italics) : 

An  Act  to  amend  the  public  health  law,  in  relation 
to  the  right  to  dissect  the  body  of  a deceased  person. 

The  People  of  the  State  of  New'  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Subdivision  three  of  section  forty- 
two  hundred  ten  of  the  public  health  law  is  hereby 
amended  to  read  as  follows: 

3.  Whenever  and  so  far  as  the  husband,  wife  or 
next  of  kin  of  the  deceased,  being  charged  by  law 
with  the  duty  of  burial,  or  if  there  be  more  than  one 
such  next  of  kin,  then  whenever  any  one  of  them,  acting 
on  behalf  of  all  the  next  of  kin,  (a)  may  authorize  dis- 
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section  by  a physician  authorized  to  practice  medicine, 
for  the  sole  purpose  of  ascertaining  the  cause  of  death, 
or  (b)  may  authorize  dissection  for  any  other  pur- 
pose by  written  instrument  which  shall  specify  the 
purpose  and  extent  of  the  dissection  so  authorized, 
however,  dissection  pursuant  to  this  subdivision  shall 
be  performed  without  undue  delay  and  with  proper  re- 
gard for  the  religious  convictions  of  the  deceased,  so 
far  as  the  same  can  be  ascertained , and  the  remains  of 
the  deceased  shall  be  treated  with  all  due  respect,  and  the 
body  delivered  thereafter  to  the  designated  funeral  direc- 
tor with  reasonable  dispatch;  or, 

§ 2.  This  act  shall  take  effect  immediately. 

“II.  No  action  was  taken  regarding  the  ‘medical 
technician  bill’  because  this  is  under  consideration 
by  the  Section  on  Ophthalmology  of  the  Medical 
Society  of  the  State  of  New  York.  We  have  had  no 
word  from  this  group  since  our  meeting  with  its 
representatives  on  September  24,  1956. 

“III.  It  was  again  agreed  that  we  will  sponsor 
the  introduction  of  a bill  to  amend  the  Disability 
Benefits  Law  to  the  effect  that  ‘physicians  shall  be 
paid  for  testimony  where,  in  the  opinion  of  the 
referee,  testimony  is  necessary  to  decide  the  claim 
for  disability  benefits.’  Despite  the  action  taken  by 
the  council  at  a previous  meeting,  your  committee 
strongly  urges  that  two  other  changes  in  the  Dis- 
ability Benefits  Law  be  approved. 

“A.  At  present  physicians  must  have  a com- 
pensation rating  in  order  to  qualify  for  the  render- 
ing of  medical  care.  The  committee  unanimously 
recommends  that  this  requirement  be  eliminated. 
It  is  our  feeling  that  any  physician  who  has  a license 
to  practice  medicine  in  the  State  of  New  York 
should  have  the  right  to  treat  patients  in  this 
category. 

“B.  The  chairman  of  the  Workmen’s  Compensa- 
tion Board  can  now  remove  from  the  list  of  physi- 
cians authorized  to  render  medical  care  any  physi- 
cian who  he  shall  find,  after  reasonable  in- 
vestigation, has  submitted  a statement  of  dis- 
ability that  is  not  truthful  and  incomplete.  Your 
committee  feels  that  this  provision  is  unnecessary 
and  should  be  deleted.” 

After  discussion  this  portion  of  the  report  was 
approved. 

“Section  30  of  the  Regulations  of  the  Commis- 
sioner of  Education  defining  unprofessional  conduct 
in  the  practice  of  medicine  states,  among  other 
things,  that  unprofessional  conduct  in  the  practice 
of  medicine  shall  include  ‘wilfully  making  and 
filing  false  required  reports’  (4-i).” 

After  discussion  this  portion  of  the  report  was 
approved. 

“IV.  Your  chairman  announced  that  he  has  not 
as  yet  received  a reply  to  his  letter  to  Dr.  Stiles  D. 
Ezell,  secretary  of  the  Board  of  Medical  Examiners, 
concerning  the  problem  of  excessive  fines  in  the  case 
of  those  physicians  who  have  failed  to  register  bienni- 
ally. 

“This  problem  was  originally  brought  to  the 
attention  of  Dr.  Anderton  by  Dr.  Matthew  J. 
Callahan,  president  of  the  Medical  Society  of  the 
County  of  Erie. 

“Your  chairman  was  instructed  to  contact  again 


Dr.  Ezell  and  also  Dr.  John  W.  Paige,  chief  of  the 
Bureau  of  Professional  Examinations  and  Regis- 
trations of  the  New  York  State  Department  of 
Education,  with  the  idea  of  determining  the  present 
policy  and  to  ask  for  recommendations  as  to  what  we 
can  do. 

“What  the  fine  shall  be  in  any  given  case  is  evi- 
dently prescribed  by  law,  which  might  need  some; 
changes  if  we  are  to  achieve  the  desired  result. 

“V.  The  recommendations  of  the  Second  Hoover 
Commission  were  presented  for  discussion.  It  was 
noted  that  some  of  the  recommendations  have 
already  been  enacted  into  law.  Further  action  on 
our  part  will  be  postponed  until  the  85th  Congress 
has  designated  what  its  intentions  are  in  this  matter. 

“VI.  A letter  addressed  to  Dr.  Harold  B.  Smith 
by  Dr.  James  R.  Reuling,  chairman  of  the  Com- 
mittee on  Legislation  of  the  American  Medical 
Association,  was  read.  In  it  Dr.  Reuling  brings  to 
our  attention  a new  legislation  program  recently 
adopted  by  his  committee.  This  was  brought 
about  by  the  fact  that  there  has  been  a substantial 
increase  in  Federal  legislative  activity  concerning 
bills  of  medical  interest  , and  there  is  every  indication 
that  this  upward  trend  will  continue  during  the  85th 
Congress. 

“The  new  program  contains  these  major  sugges- 
tions: 

“1.  Each  state  society  should  set  up  a legisla- 
tion committee. 

“2.  There  should  be  a legislation  contact  man 
appointed  in  each  county. 

“3.  A legislation  manual  should  be  prepared  by 
each  state.  (The  American  Medical  Association 
hopes  to  prepare  a model  draft  for  those  states  which 
desire  a guide  in  the  preparation  of  a manual.) 

“4.  Key  legislation  men  should  be  appointed  in 
each  state.  These  men  will  be  appointed  by  the 
Board  of  Trustees  and  will  serve  as  a link  between 
the  State  Society  and  the  American  Medical  Associ- 
ation Committee  on  Legislation.  They  will  be 
primarily  responsible,  through  the  appropriate  mem- 
ber of  the  American  Medical  Association  Legislative 
Committee,  for  national  legislation  activities  in  their 
states. 

“It  is  suggested  that  a panel  of  such  nominations 
be  submitted  to  Dr.  C.  L.  Palmer,  a member  of  the 
American  Medical  Association  Committee  on  Legis- 
lation. 

“These  proposals  were  discussed  in  detail.  It 
was  agreed  that  the  physicians  in  our  State  should 
take  a more  active  interest  in  Federal  legislation 
without  in  any  way  jeopardizing  our  State  program. 
It  is,  therefore,  the  recommendation  of  your  com- 
mittee that  a Federal  legislation  subcommittee  of 
three,  responsible  to  the  Council  Committee  on 
Legislation,  be  appointed  to  study  and  evaluate 
that  part  of  legislation  which  is  under  consideration 
bv  Federal  agencies.” 

It  was  voted  to  approve  this  portion  of  the  report. 

The  Council  voted  to  approve  the  appointment 

by  the  president  of  Dr.  John  F.  Rogers,  chairman, 

Dutchess,  Dr.  Theodore  B.  Steinhausen,  Monroe, 

and  Dr.  George  J.  Lawrence,  Jr.,  Queens. 
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“It  is  also  our  recommendation  that: 

“1.  A legislation  manual  be  promulgated  as  soon 
as  the  American  Medical  Association  model  draft  has 
been  submitted. 

“2.  The  three  names  of  the  members  of  the 
subcommittee  be  submitted  to  Dr.  Chauncey  L. 
Palmer  as  nominations  for  the  key  men  in  New  York 
State  who  are  willing  to  assist  in  Federal  legislation 
affairs. 

“3.  The  legislation  chairman  of  each  county 
medical  society  be  designated  as  the  legislation 
contact  man  to  work  with  the  State  Legislation 
Subcommittee  and  the  Woman’s  Auxiliary.” 

It  was  voted  to  approve  this  portion  of  the  report. 

“VII.  A draft  of  a bill  on  health  insurance,  pro- 
posed by  Senator  George  It.  Metcalf,  was  presented. 
This  is  a bill  which  would  ‘amend  the  Insurance  Law 
in  Relation  to  the  Provisions  of  Group  or  Blanket 
Accident  and  Health  Insurance  Policies  and  Non- 
profit. Subscriber  Contracts’  and  is  aimed  at  finding 
ways  of  increasing  coverage  on  a voluntary  basis. 

“Attached  to  the  bill  was  also  a communication  to 
Senator  Metcalf  from  Dr.  Louis  H.  Bauer,  chairman 
of  the  Board  of  the  United  Medical  Service. 

“It  was  agreed  that  this  matter  should  be  referred 
to  Dr.  John  C.  McClintock,  Mr.  George  P.  Farrell, 
and  Dr.  Carl  R.  Ackerman,  chairman  of  the  Medical 
Expense  Insurance  Subcommittee,  for  study  and 
evaluation  before  it  is  referred  back  to  our  committee 
for  legislative  consideration.” 

This  portion  of  the  report  was  approved. 

“VIII.  It  was  approved  that  the  Medical  Society 
of  the  State  of  New  York  support  the  New  York 
State  Association  of  Public  Health  Laboratories, 
the  New  York  State  Society  of  Pathologists,  the 
Department  of  Health,  and  the  State  Education 
Department  in  their  opposition  to  the  passage  of 
legislation  designed  to  license  laboratory  directors. 
The  bill,  which  will  be  introduced  by  the  New  York 
State  Society  of  Clinical  Laboratories,  whose 
membership  is  composed  primarily  of  laboratories 
not  under  the  direction  of  licensed  physicians, 
would  license  medical  technicians,  laboratory  direc- 
tors, and  medical  laboratories,  and  the  licensing 
would  not  be  restricted  to  qualified  pathologists  or 
medical  technologists  with  qualifications  required 
by  the  Registry  of  Medical  Technologists  (American 
Society  of  Clinical  Pathologists).” 

Approval  was  voted. 

“IX.  Your  chairman  reported  that  he  has  re- 
ceived several  communications  from  Senator  Daniel 
G.  Albert  to  the  effect  that  he  is  interested  in  spon- 
soring a bill  which  would  prohibit  physicians  from 
advertising  by  means  of  television,  newspapers,  and 
other  media. 

“Your  chairman  has  notified  the  senator  that  the 
Medical  Society'  of  the  State  of  New  York  had  a bill 
of  this  type  introduced  last  year,  at  the  request 
of  the  Medical  Society'  of  the  County  of  Westchester, 
but  that  due  to  opposition  of  a newspaper  or  news- 
papers, it  was  not  reported  out  of  committee. 

“It  was  agreed  that  we  will  await  further  develop- 
ments. 


“X.  A free  choice  of  medical  plan  bill  will  be 
reintroduced.  However,  in  keeping  with  our  policy 
of  previous  years,  it  will  not  be  actively  supported 
in  Albany  because  we  still  believe  that  this  is  a prob- 
lem which  primarily  concerns  the  doctors  in  the 
downstate  area  and  that  the  ‘battle’  should  be 
fought  in  New  York  City. 

“XI.  There  was  brought  to  our  attention  an 
amendment  to  the  lien  law  in  relation  to  the  liens 
of  physicians  and  surgeons,  written  by  Mr.  Eman- 
uel Hayt,  counsel  of  the  Greater  New  York  Hos- 
pital Association.  The  proposal,  which  apparently 
is  designed  to  assist  physicians  in  the  State  of  New 
York,  is  a lengthy  one  (consisting  of  eight  pages) 
and  merits  considerable  study  before  any  decision 
is  reached.  It  was  recommended,  therefore,  that 
copies  be  submitted  to  members  of  the  committee, 
Dr.  Greenough,  Dr.  Anderton,  Dr.  Smith,  and  our 
counsel,  before  proceeding  further. 

“We  have  been  notified  that  the  new  list  of  sen- 
ators and  assemblymen  is  now  available.  As  soon 
as  it  is  received,  your  chairman  expects  to  write 
to  the  legislators,  bringing  to  their  attention  that 
our  Bureau  in  Albany'  and  the  Council  Committee 
on  Legislation  stand  ready  to  help  in  any  matters 
concerning  public  health,  medicine,  and  the  public 
welfare  of  the  people  of  our  State.” 

It  was  voted  to  approve  the  report  as  a whole  with 

the  exception  of  the  portion  that  wras  received. 

Committee  to  Combat  Cults. — Dr.  Henry  I. 
Fineberg,  chairman,  presented  the  following  report: 
“The  committee  reviewed  its  plan  of  action,  which 
was  approved  by  the  Council  at  its  last  meeting. 
The  timetable  of  events  is  proceeding  according  to 
schedule.” 

Dr.  Fineberg  detailed  the  active  work  of  the 
committee  to  date. 

It  was  voted  to  approve  the  report. 

Malpractice  Insurance  and  Defense  Board. — 

President  Greenough  stated:  “I  have  received  a 
resignation  from  Dr.  Leo  F.  Schiff  from  the  Mal- 
practice Insurance  and  Defense  Board,  which  I 
have  answered,  expressing  my  regret  and  the  regret 
of  the  Council  and  the  Trustees.  I should  like  to 
appoint  Dr.  Azzari  to  take  his  place.” 

It  was  voted  that  Dr.  Schiff’s  resignation  be  ac- 
cepted with  regret  and  that  the  president’s  ap- 
pointment of  Dr.  Azzari  be  confirmed. 

Office  Administration  and  Policies. — Dr.  John  J. 

Masterson,  chairman,  stated:  “The  Office  Admin- 
istration and  Policies  Committee  held  its  regular 
monthly  meeting  yesterday.  The  office  manager 
submitted  his  report,  and  various  personnel  matters 
were  approved. 

“The  committee  discussed  postage  costs  and  de- 
cided hereafter  that  material  sent  to  new  members, 
which  includes  ‘You  and  Your  Medical  Society,’ 
‘Guide  for  Cooperation,’  Principles  of  Professional 
Conduct,  and  the  Constitution  and  Bylaws,  should 
be  mailed  in  the  most  economical  way,  and  the 
office  manager  was  so  authorized. 

“Handling  of  the  administrative  details  of  the 


1126 


New  York  State  J.  Med. 


MINUTES  OF  THE  COUNCIL 


employes  pension  plan  was  turned  over  to  the  com- 
mittee by  the  Board  of  Trustees.  To  date  approx- 
imately $8, 100  has  been  received  in  pension  assess- 
ments. 

“The  committee  had  referred  to  it  by  the  Board  of 
Trustees  the  recommendation  that  a building  on 
East  54th  Street  be  used  as  new  headquarters. 
After  discussion,  it  was  recommended  to  report  to 
the  Council  that  we  do  not  recommend  moving  to 
the  54th  Street  location  at  this  time. 

“The  committee  noted  that  our  lease  has  almost 
four  years  to  run.  It  is  suggested  that  the  Board 
of  Trustees  make  some  recommendation  about  two 
years  before  the  lease  expires. 

It  was  voted  to  approve  the  report. 

Publication  Committee. — Dr.  Masterson,  chair- 
man, reported:  “The  Publication  Committee  held 
its  regular  monthly  meeting  yesterday  afternoon. 

“The  recommendation  approved  by  the  Council 
at  its  December  meeting  regarding  the  inclusion  of  a 
section  in  the  Journal  on  alcoholism  was  reviewed. 
Dr.  Redway  reported  that  some  material  was  on 
hand  but  that  we  would  be  unable  to  commence 
these  articles  until  more  advance  copy  is  on  hand. 

“The  committee  voted  to  continue  its  present 
policy  in  allowing  10  per  cent  discount  to  county 
medical  societies  purchasing  a 1957  Medical  Direc- 
tory. 

“Dr.  Greenough  pointed  out  that  the  rate  sched- 
ule as  set  up  under  the  Medicare  Program  might 
have  to  be  reviewed  before  any  renewal  of  the  con- 
tract is  contemplated.  He  suggested  a notice  or 
article  be  published  in  the  Journal  in  the  March 
first  issue  asking  for  suggestions.  It  was  under- 
stood that  these  suggestions  should  be  made  in 
writing  by  doctors  through  their  county  medical 
societies  so,  before  we  take  up  the  renewal  of  the 
contract  a year  from  now,  we  will  have  this  infor- 
mation. 

“The  committee  also  wishes  to  report  to  the 
Council  that  the  deadline  for  the  submission  of 
annual  reports  is  February  15,  1 D57,  for  publication 
in  the  April  1,  1957,  issue  of  the  Journal. 

It  was  voted  to  accept  the  report. 

Advisory  Committee  to  New  York  State  Health 
Department  Regarding  Poliomyelitis. — Dr.  Thur- 
man B.  Givan,  chairman,  stated:  “In  the  City  of 
New  York  the  doctors  have  started  a program  in  the 
five  counties  to  have  everyone  under  forty  years 
of  age  given  Salk  vaccine  at  a very  minimum  cost. 

“The  day  before  yesterday,  at  the  request  of  Dr. 
Hilleboe,  Dr.  Larimore  asked  me  if  I would  advo- 
cate before  the  Council  this  morning  similar  action 
in  the  State  as  a whole.  They  thought,  from  a 
public  relations  standpoint,  this  would  be  one  of  the 
greatest  things  that  the  medical  profession  could  do 
at  this  time. 

“As  you  know,  many  years  ago  diphtheria  was 
labeled  similarly.  To  meet  the  objections  of  a lot 
of  the  profession  that  it  is  lowering  the  standards  of 
the  practice  of  medicine  let  this  be  pointed  out: 
Most  of  the  time  a public  health  procedure  such  as 
this  has  a tremendous  impact  once  it  gets  going  and 


its  importance  is  realized,  and  after  it  is  put  over  to 
the  public,  the  public  doesn’t  forget  it.  In  the  case 
of  diphtheria  I don’t  think  it  hurt  a single  doctor  in 
any  State;  so  I,  for  one,  am  in  favor  of  this  Council 
going  along  with  the  State  Health  Department  and 
starting  such  a procedure  as  was  started  in  the  City 
of  New  York  and  suggest  that  the  Public  Health 
and  Education  Committee,  in  cooperation  with  the 
Public  Relations  Committee,  go  along  with  the 
Health  Department  in  instituting  such  a program.” 

Approval  was  voted. 

Dr.  Greenough  stated  a request  had  been  received 
from  the  American  Medical  Association  to  send  an 
official  representative,  expenses  paid,  to  a national 
meeting  of  state  and  territorial  medical  association 
representatives  in  Chicago  to  discuss  the  polio 
vaccine  program.  Dr.  Greenough  appointed  Dr. 
Givan. 

The  Council  voted  approval. 

Public  Health  and  Education.  Dr.  Anderton,  in 
the  absence  of  Dr.  Theodore  J.  Curphey,  chairman, 
moved  acceptance  of  the  report  as  distributed  with 
the  agenda. 

Acceptance  was  voted. 

The  report  stated  that  Dr.  Curphey  had  attended 
one  meeting  and  arranged  16  postgraduate  lectures 
and  teaching  days  in  nine  counties  since  his  last 
report  to  the  Council. 

It  continued:  A report  of  the  proceedings  at  the 
joint  meeting  of  this  Council  Committee  with  rep- 
resentatives of  the  New  York  State  Health  Depart- 
ment on  November  30  was  not  given  at  the  previous 
Council  meeting.  It  follows: 

I.  A.  Your  chairman  reviewed  for  those  present 
the  proceedings  of  the  meeting  dn  October  30  of 
the  Subcommittee  on  Accident  Prevention,  stress- 
ing the  decision  to  approach  foundations  in  the  hope 
of  procuring  $15,000  to  cover  estimated  expenses  in 
connection  with  the  setting  up  by  the  committee  of 
the  criteria  requested  bv  the  Commissioner  of 
Motor  Vehicles  in  determining  the  eligibility  of  ap- 
plicants for  operators’  licenses.  Dr.  Hilleboe  was 
asked  for  suggestions  as  to  what  sources  to  contact. 

It  was  Dr.  Hilleboe’s  opinion  that  monies  for  this 
particular  phase  of  the  committee’s  work  could  be 
included  in  the  Health  Department’s  budget.  He 
pointed  out  that  the  ground  rules  which  would  be 
laid  down  for  the  use  of  the  Commissioner  of  Motor 
Vehicles  in  granting  licenses  could  be  tested  for 
validity  in  the  Department’s  driver  research  proj- 
ect as  each  aspect  of  physical  or  mental  disability 
was  dealt  with  by  the  committee. 

Dr.  Korns  reminded  Dr.  Curphey  that  earlier  the 
committee  had  recognized  that  it  is  for  those  phases 
of  the  problem  of  accident  prevention  in  which 
the  Medical  Society  can  do  a better  job  than  the 
Health  Department  that  the  committee  should 
seek  financial  assistance  from  lay  sources.  The 
particular  project  which  had  been  mentioned  was  a 
study  of  the  type  of  emergency  care  which  is  given 
to  victims  of  motor  vehicle  accidents.  The  Na- 
tional Institute  of  Health  might  well  be  interested 
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in  subsidizing  such  a study,  which  could  be  tied 
in  with  the  Cornell-Thruway  project,  already  ap- 
proved by  the  Council. 

B.  In  this  connection  your  chairman  believed 
pathologists  in  the  vicinity  of  the  Thruway  could 
contribute  a great  deal  by  ascertaining  that  autop- 
sies are  performed  on  all  crash  fatalities. 

C.  Relative  to  the  matter  of  the  physician’s 
legal  liability  in  filling  out  the  forms  which  will  be 
required  in  the  Thruwav  project,  Dr.  Larimore  re- 
ported that  according  to  the  Health  Department’s 
counsel  it  is  entirely  a matter  of  ‘'unethical  conduct” 
in  divulging  to  the  Health  Department  what  could 
be  considered  “privileged  communication,”  in  that 
the  patient’s  name  would  be  made  known  to  them, 
even  though  it  later  is  replaced  by  a number. 

It  was  agreed  that  before  the  State  Society  could 
send  a letter  to  physicians  in  the  counties  bordering 
the  Thruway  relative  to  their  projected  role  in  the 
study,  the  Society’s  legal  counsel,  Mr.  William  F. 
Martin,  should  confer  with  the  Health  Depart- 
ment’s counsel.  Dr.  Korns  read  the  favorable 
opinion  of  the  legal  advisor  to  the  Arizona  Medical 
Association  in  connection  with  the  Cornell  Crash 
Injury  Research  project  in  that  state. 

D.  Dr.  Larimore  read  from  the  New  York  Times 
the  opinions  rendered  the  day  before  in  the  cases  of 
two  accidents  occasioned  by  epileptic  drivers,  one 
in  Buffalo  and  one  in  New  Hyde  Park.  It  was 
ruled  that  they  were  liable  for  criminal  negligence, 
not  because  they  had  the  accidents  but  because 
of  the  mere  fact  that  they  drove  when  they  knew 
t hey  were  subject  to  periods  of  unconsciousness. 
This  might  lead  to  an  eventual  change  in  the  motor 
vehicle  regulations  of  the  State,  prohibiting  persons 
with  any  sort  of  physical  disability,  such  as  heart 
disease,  diabetes,  etc.,  from  driving,  in  which  case 
there  would  be  no  object  in  setting  up  course  rules 
for  the  Commissioner.  However,  until  there  is  a 
definite  change  in  the  law,  the  Health  Department 
and  the  Subcommittee  on  Accident  Prevention  will 
have  to  proceed  as  agreed,  with  full  recognition  that 
there  may  be  changes  later. 

E.  Dr.  Larimore  requested  the  support  of  the 
Medical  Society  for  a bill  which  will  be  reintroduced 
into  the  State  Legislature  this  year  requiring  safety 
locks  on  automobile  doors.  There  is  no  other 
single  factor  which  will  reduce  the  death  rate  as 
greatly  as  this,  even  more  than  the  safety  belt.  He 
agreed  to  send  the  data  and  information  to  Dr. 
Henry  Fineberg,  chairman  of  the  Legislation  Com- 
mittee. 

In  this  connection  Dr.  Laurance  D.  Redway,  who 
was  present,  was  requested  to  publish  in  the  Journal 
a summary  by  Messrs.  Moore  and  Tracy  of  the 
Cornell  Crash  Injury  Research  Center  relative  to 
fatalities  resulting  from  ejection  from  automobiles 
involved  in  accidents.  This  should  assist  in  in- 
fluencing the  Legislature  to  pass  the  bill. 

F.  The  question  of  the  legality  of  taking  blood 
specimens  from  drivers  involved  in  accidents  was 
discussed  as  another  phase  of  physician  liability. 
At  your  chairman’s  suggestion  it  was  agreed  that  the 
State  Health  Department  would  explore  the  feasi- 
bility of  having  the  State  Troopers  take  a specimen 


of  expired  air  by  means  of  the  “drunkometer,”  for 
the  improved  type  has  proved  as  accurate  as  the 
blood  test. 

II.  Dr.  Larimore  reported  that  certain  problems, 
principally  economic,  had  arisen  in  connection  with 
meat  inspection  in  the  State,  of  which  5 per  cent  is 
handled  by  count}'  and  local  health  departments 
as  an  accepted  public  health  activity.  The  State 
Health  Department  would  like  to  amend  the  San- 
itary Code  (I)  to  keep  inspection  in  local  health  de- 
partment hands,  (2)  to  revise  inspection  standards 
for  meat  and  meat  products,  (3)  to  include  inspec- 
tion of  poultry.  Your  chairman  was  requested  to 
ask  the  Council  to  approve  amendment  of  the 
Sanitary  Code  to  standardize  the  local  program  and 
eliminate  the  economic  barriers  that  have  been 
raised. 


III.  A.  Dr.  Hilleboe  stated  that  because  of  the 
bad  effect  of  ionizing  radiation  on  the  health  of  the 
citizenry  the  State  Health  Department  must  con- 
cern itself  with  this  highly  complex  problem.  He 
solicited  the  support  of  the  State  Society  in  the 
Health  Department’s  research  efforts  to  find  a 
better  method  of  control  of  this  radiation  and  to 
give  demonstrations  to  apply  the  knowledge,  es- 
pecially in  connection  with  large,  industrial  plants. 

Legislation  will  be  introduced  by  the  Joint  Legisla- 
tive Committee  on  Natural  Resources  calling  for  an 
Air  Pollution  Control  Board. 


B.  With  the  increase  in  ionizing  radiation  and 
the  incidence  of  “fall-out”  the  problem  of  radio- 
logic  exposure  has  become  more  acute.  The  Ra- 
diological Society  of  the  State  of  New  York  is  con- 
cerned that  measures  be  taken  in  this  country  to 
limit  this  exposure  as  much  as  possible.  They  pro- 
pose that  the  State  Health  Department  develop  a 
project  for  this  purpose.  A punch  card  system  for 
x-ray  patients  had  been  proposed,  but  this  would 
seem  impractical. 

IV.  Dr.  Larimore  brought  to  the  attention  of 
the  committee  once  more  the  increasing  hazard  of 
death  from  poison,  especially  in  the  case  of  children. 
With  the  growth  of  the  chemical  industry  the  house- 
hold has  been  filled  with  complex  compounds  whose 
ingredients  are  unknown  to  the  public  and  the 
average  physician.  To  combat  this  threat  the 
State  Health  Department  has  adopted  the  principle 
of  the  poison  control  center,  which  originated  in 
Chicago  and  was  subsequently  put  into  operation 
in  metropolitan  New  York.  The  Health  Depart- 
ment has  set  up  a plan  for  several  such  centers  over 
the  State  in  conjunction  with  the  medical  schools 
and  Meadowbrook  Hospital  in  Hempstead.  An 
up-to-date  list  of  all  known  industrial  compounds 
will  be  maintained,  with  twenty-four-hour  coverage 
for  emergency  cases. 

V.  Dr.  Hilleboe  reported  that  Dr.  Gilbert  Dall- 
dorf  had  completed  his  study  in  the  matter  of  the 
laboratory  practice  of  medicine  and  that  he  was 
ready  for  a meeting  of  the  Ad  Hoc  Committee  with 
the  health  officers  and  representatives  of  the  As- 
sociation of  Laboratorv  Directors. 


Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report:  Toward  the 
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end  of  1956  your  committee  and  the  Public  and 
Professional  Relations  Bureau  devoted  a great  deal 
of  time  to  two  important  projects  which  will  be 
completed  in  1957. 

The  first  of  the  1957  undertakings  was  the  anti- 
chiropractic campaign.  Working  closely  with  Dr. 
Henry  I.  Fineberg,  chairman,  Committee  to  Combat 
Cults,  the  Bureau  carried  on  the  plan  of  action, 
previously  approved,  by  adhering  to  the  timetable 
of  events.  On  December  14  a letter  prepared  by 
the  Bureau  and  signed  by  the  Committee  to  Com- 
bat Cults  was  mailed  to  all  county  society  public  re- 
lations and  legislation  chairmen.  On  December  26 
a similar  request  for  the  cooperation  of  the  Woman’s 
Auxiliary,  signed  by  the  committee,  also  was  mailed. 

As  a means  of  implementing  this  letter,  a meeting 
was  held  with  Dr.  Fineberg,  Mrs.  Albert  Vander 
Veer,  II,  Auxiliary  president,  and  Mrs.  James  A. 
Moore,  Auxiliary  legislation  chairman,  to  formulate 
plans  for  the  Auxiliary’s  participation  in  the  cam- 
paign. Mr.  Walsh  represented  the  Bureau  at  the 
meeting.  Another  instrument  employed  to  pro- 
mote the  campaign  was  the  use  of  the  January  issue 
of  the  Newsletter  to  call  attention  to  the  campaign 
and  the  Society’s  positive  legislative  program. 

To  ascertain  what  additional  steps  the  Bureau 
could  take  in  furthering  the  antichiropractic  and  the 
general  legislation  program,  Mr.  Miebaeh  attended 
a meeting  of  the  Council  Committee  on  Legislation 
on  December  27. 

The  second  1957  activity  was  the  sesquicen- 
tennial  celebration.  Cooperating  with  Dr.  Samuel 
/.  Freedman,  sesquicentennial  chairman,  much  prog- 
ress was  made.  Adapting  the  format  customarily 
used  for  our  annual  conventions,  releases  were  pre- 
pared and  mailed.  Three  pages  of  the  January 
issue  of  the  Newsletter  featured  the  meeting. 

Working  under  the  supervision  of  Dr.  Freedman, 
the  Bureau’s  liaison  representative  with  the  Ses- 
quicentennial Committee,  Mr.  Schuyler,  handled 
several  special  projects.  Arrangements  were  made 
through  the  New  York  State  Pharmaceutical  As- 
sociation for  the  distribution  of  a special  poster  to 
its  some  6,500  member-pharmacies.  County  medi- 
cal societies  also  were  asked  to  cooperate  in  dis- 
tributing the  poster.  Invitations  to  the  public  to 
attend  the  Exposition  on  the  History  of  Medicine 
were  ordered  printed. 

Arrangements  were  made  by  the  Bureau’s  rep- 
resentative, Mr.  Tracey,  to  secure  a suitable  audi- 
torium for  presenting  the  public  forum  on  medical 
care  on  February  20.  At  the  time  this  report  is 
being  written,  an  option  has  been  taken  on  Town 
Hall,  pending  the  signing  of  a formal  release  for 
which  application  has  been  made.  Every  effort  is 
being  made,  however,  to  secure  a larger  and  less 
expensive  hall. 

In  continuing  the  work  of  cooperating  with  the 
newly  established  office  of  Medicare,  a newspaper 
release  was  distributed  on  December  1 1 , announcing 
that  the  Society  and  the  U.S.  Government  had 
signed  a contract  under  which  the  Society  will  ad- 
minister Medicare.  Following  the  publication  of 
the  special  Medicare  issue  of  the  Newsletter,  numer- 
ous requests  were  received  for  additional  copies. 


As  a result  1,500  additional  copies  were  made  avail- 
able. 

Newspaper  releases  pertaining  to  postgraduate 
lectures  scheduled  for  presentation  in  the  following 
counties  were  distributed:  Broome,  Columbia, 

Cortland,  Greene,  Jefferson,  Ontario,  Suffolk,  and 
Sullivan. 

A release  announcing  the  Society’s  contribution 
of  $5,000,  to  aid  Hungarian  physician  refugees  in 
Austria,  was  distributed  on  December  13. 

Assistance  was  rendered  to  the  Woman’s  Auxil- 
iary in  setting  up  a special  committee  to  cooperate 
with  our  Committee  to  Combat  Cults,  as  well  as  a 
special  committee  to  work  with  our  Sesquicenten- 
nial Committee. 

Through  the  Speakers’  Service  assistance  was 
given  to  the  program  chairman  of  Fordham  Uni- 
versity’s Laennec  Conference,  made  up  of  pre- 
medical and  predental  students,  in  securing  speak- 
ers. At  the  December  meeting  Mr.  Walsh  discussed 
the  medical  public  relations  and  legislation  objec- 
tives of  the  State  Society. 

As  an  example  of  how  county  medical  societies  can 
celebrate  the  sesquicentennial  date  of  their  founding, 
the  Bureau  sent  out  a mailing  to  all  county  public 
relations  chairmen  in  which  was  enclosed  a copy  of 
an  attractive  program  produced  by  the  Medical 
Society  of  the  County  of  Herkimer  in  honor  of  its 
one  hundred  and  fifty  years. 

Press  and  magazine  writers  continued  to  ask  the 
Bureau  for  various  kinds  of  help.  Notable  among 
these  requests  was  one  from  the  New  York  Times 
for  materials  to  be  used  in  a series  of  articles  on 
medical  care.  Among  others  assisted  were  writers 
for  the  Journal- American,  Good  Housekeeping,  and 
Today's  Living.  The  latter  pul  dication,  distributed 
with  the  Sunday  Herald  Tribune,  recently  featured 
an  excellent  article  on  metropolitan  New  York  City’s 
Emergency  Service  Systems,  based  in  part  on 
materials  the  Bureau  supplied. 

In  the  field  of  press  relations  your  chairman 
would  like  to  refer  briefly  to  a reply  to  a letter 
I sent  to  Mr.  William  C.  Lundquest,  general  man- 
ager, Plattsburgh  Press-Republican.  Mv  letter  com- 
plimented Mr.  Lundquest  for  cooperating  with  Dr. 
Leonard  Schiff  and  the  Clinton  County  Medical 
Society  in  sponsoring  medical  forums,  a project 
recommended  by  your  committee.  Mr  Lundquest’s 
letter  praised  Dr.  Schiff’s  efforts  and  stated,  “We 
too  feel  that  these  forums  have  been  rather  suc- 
cessful, and  it  is  our  intent  to  continue  the  series 
through  the  months  to  come,  for  much  good  public 
relations  has  come  to  the  medical  society  and  our- 
selves through  these  efforts.” 

Plans  have  been  completed  for  holding  the  an- 
nual meeting  with  representatives  of  the  media  of 
public  information  at  the  Hotel  Roosevelt,  New 
York  City,  on  January  10.  The  purpose  is  to  fulfill 
the  promise,  made  in  the  original  Guide  for  Cooper- 
ation, that  it  would  “be  reviewed  and  renewed 
annually  or  more  often  if  necessary.”  Following 
this  meeting  we  will  publish  a revised  edition  of  the 
Guide  in  a new,  attractive  format  to  help  com- 
memorate our  sesquicentennial  celebration. 


March  15,  1957 
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It  was  voted  to  adopt  the  report. 

Media  Subcommittee. — Dr.  McClintock  stated: 
‘‘The  Subcommittee  on  Cooperation  with  Media 
■of  Information  is  meeting  this  afternoon  with  rep- 
resentatives from  the  press,  radio,  and  television.” 

Rural  Medical  Service. — Dr.  Leo  E.  Gibson, 
chairman,  presented  the  following  report  submitted 
by  Dr.  Thurston  L.  Keese,  a member  of  the  com- 
mittee, who  was  authorized  to  attend  the  confer- 
ence sponsored  by  the  American  Medical  Associa- 
tion Council  on  Rural  Health: 

“Report  on  Study  Conference  on  Rural  Health 
Conducted  by  the  Council  on  Rural  Health  of  the 
.American  Medical  Association  at  Purdue  University, 
October  19  and  20,  1956. — Present  at  this  confer- 
ence were  the  chairmen  of  the  state  rural  health 
committees  of  32  states  and  several  executive 
secretaries  from  these  state  societies. 

“The  purpose  of  the  conference  was  set  forth  by 
Dr.  F.  S.  Crockett,  vice-president  of  the  A.M.A. 
and  chairman  of  the  Council  on  Rural  Health.  He 
stated  that  the  farm  organizations  across  the  coun- 
try have  asked  whether  doctors  are  willing,  able, 
and  available  to  provide  adequate  rural  medical 
care.  Dr.  Crockett  stated  that  without  question 
the  doctors  are  able  to  give  such  medical  care  and 
that  the  purpose  of  the  conference  was  to  answer  the 
other  two  portions  of  this  question,  i.e.,  are  they 
willing  and  available? 

“The  moderator  for  the  following  discussions  was 
Air.  Aubrey  Gates,  executive  director  of  the  Coun- 
cil on  Rural  Health,  A.M.A.  Mr.  Gates  indicated 
the  following  groups  as  being  essential  for  proper 
liaison  with  rural  areas,  and  that  the  help  of  these 
organizations  is  necessary  in  effecting  a proper  rural 
health  program: 

State  Farm  Bureau  Federation 
President  and  Secretary 
Chairman,  Women’s  Committee 
Chairman,  Bureau  of  Health  and  Safety  Com- 
mittee 

Agricultural  Extension  Service 
Director 

Extension  Specialist 
Health  Organization 
4-H 

State  Leader 

Department  of  Health 
Commissioner 

State  Grange 
Master 
Lecturer 

State  Ministerial  Alliance 
Chairman 

State  Veterinary  Aledical  Association 
President 

“The  initial  subject  for  discussion  was,  “What  is 
the  job  of  a State  Rural  Health  Committee?” 
Details  of  experience  from  North  Carolina  and 
Ohio  where  very  extensive  work  in  this  field  has 
been  accomplished  may  be  summarized  as  follows: 

“1.  Unification  of  all  various  organizations 
which  are  interested  in  improving  health.  This 
may  be  accomplished  in  part  by  holding  combined 


meetings  for  the  promotion  of  health  in  the  out- 
lying districts  and  through  the  services  of  the  Ex- 
tension Service. 

“2.  Provision  of  physicians  with  proper  doctor 
placement  following  study  of  the  areas  requesting 
physicians  relative  to  living  conditions,  office  space, 
church,  school,  and  social  facilities. 

“3.  The  promotion  of  the  extension  of  volun- 
tary health  insurance. 

“4.  To  tell  and  sell  the  doctors  that  the  re- 
sponsibility for  leadership  in  health  promotion  rests 
with  them. 

“5.  Education  through  the  various  farm  organ-  i 
izations — state,  district,  and  county. 

“6.  The  establishment  of  an  advisory  committee  I 
from  these  farm  organizations  and  from  churches,  I 
civic  organizations,  schools,  and  service  clubs;  the  jj 
purpose  of  this  committee  to  advise  on  local  health  i 
problems. 

“7.  The  establishment  of  regular  health  educa-  I 
tion  in  the  school  through  talks  by  the  local  phy- 
sieian,  avoiding  all  controversial  subjects,  but  em- 
phasizing sanitation,  brucellosis,  tetanus,  rabies,  I 
and  all  preventive  medicine  pertaining  to  local  1 
health  conditions. 

“8.  The  maintenance  of  proper  publicity  through  | 
the  medium  of  the  farm  organization  organs,  radio,  I, 
T.V.,  pamphlets,  and  through  the  local  or  county  I 
papers.  This  has  also  been  very  effective  in  Col-  I 
orado  where  regular  weekly  articles  are  written  by  I 
individual  society  members  ‘for  the  society.’  I 
These  to  be  reviewed  by  the  public  relations  exec-  I 
utive  of  the  society. 

“9.  Active  participation  in  the  4-H  program  by  j 
local  physicians.  The  sponsoring  of  a project,  the 
giving  of  financial  aid,  or  the  act  of  being  a re-  I 
gional  donor,  the  showing  of  educational  film  strips.  I 

“10.  The  establishment  of  hospitals  in  areas  de- 
void of  readily  accessible  hospital  care. 

“The  second  topic  for  discussion  was  the  question  p 
of  the  relationship  of  the  state  rural  health  com-  I 
mittee  to  lay  groups  and  agencies.  The  consensus  I 
was  that  there  should  be  an  attempt  to  work  I 
with  such  lay  groups  in  trying  to  organize  a I 
community  of  effort  in  reaching  and  educating  i 
individuals  in  which  these  lay  groups  are  I 
interested.  It  was  conceded  that  many  of  these  | 
voluntary  health  agencies  extend  their  activities  to  I 
such  an  extent  that  they  attempt  to  set  up  socialized  i 
medical  care  and  that  it  should  be  the  purpose  of  I 
the  medical  societies  and  the  rural  health  com-  J 
mittees  to  contain  these  lay  organizations  within  t 
their  proper  bounds. 

“The  third  topic  for  discussion  was  how  to  get  the  I 
cooperation  of  people  in  the  counties  and  local  J 
communities.  The  following  measures  were  sug-  < 
gested : 

“1.  Speakers  bureaus,  usually  headed  bv  a local 
physician,  to  appear  before  community  groups  for 
education  on  health  matters. 

“2.  To  have  county  rural  health  committees 
formed  from  the  county  medical  societies  to  deal 
with  community  health  problems. 

“3.  To  have  periodic  meetings  with  each  of  the 
[Continued  on  page  1132] 
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Either  as  food  or 
as  medicine,  more 
physicians  are  finding 
wider  application  of 
DANNON®  YOGURT 
in  their  daily  practice... 
it  fits  into  practically 
any  regimen. 


nutritionally. . . 


Dannon  Yogurt 

provides  a delicious,  palatable  source  of  protein-mineral  supply;  it 
is  low  in  calories  (50%  butter  fat  removed),  a natural,  good- 
tasting food  supplement,  smooth  as  custard,  in  several  palate- tested 
flavors . . . plain,  orange,  strawberry,  vanilla  and  prune  whip. 
Simply  excellent  for  all  ages. 


medicinally. . . 


Dannon  Yogurt  is  a 
valuable,  physiological  adjunct  in  the  treatment  of  gastrointestinal 
dysfunction,  diarrhea,  autointoxication,  flatulence,  obesity,  in 
the  correction  of  faulty  eating  habits.  In  chronic  constipation, 
Dannon  Prune  Whip  Yogurt  has  been  found  95%  effective 
when  taken  every  night  before  bedtime  for  three  weeks*. 


J 


try  it,  doctor. . . 


either  on  several 
hard-to-manage  patients,  or  in  your  own  home.  We  should  be 
pleased  to  send  a supply  of  introductory  coupons  to  you  and  to 
any  patients  you  may  designate. 


* Ferrer,  F.  P.,  and  Boyd,  L.  J.:  Am.  J.  Dig.  Dis.,  22:272,  1955 
Write  for  reprints 
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educational  and  civic  leaders  from  these  commu- 
nities. 

“4.  To  influence  and  educate  local  physicians 
to  be  leaders  in  such  community  projects. 

“Summary:  Enclosed  is  a list  of  suggestions  for 
the  activities  of  state  rural  health  committees. 
These  suggestions  include  not  only  measures  for  the 
education  of  rural  committees  but  also  measures 
for  the  placement  of  general  practitioners  in  rural 
communities  through  the  use  of  (1)  scholarships, 
(2)  conferences  with  the  dean  and  faculty  of  neigh- 
boring medical  schools,  (3)  investigation  of  areas 
specifying  a need  for  local  physicians,  and  (4)  the 
extensive  use  of  the  preceptorship  for  senior  medical 
students  and  as  a part  of  a general  rotating  intern- 
ship during  the  first  postgraduate  year.” 

Study  Conference,  Council  on  Rural  Health,  Ameri- 
can Medical  Association 

Suggestions  for  State  Rural  Health  Committees: 

I . Get  acquainted  with  the  leaders  or  groups  of  at 
least  five  of  the  major  farm  or  rural  groups  in  the 
State. 

2.  Have  a meeting  or  meetings  of  this  group  in 
order  to  explore  the  health  and  medical  care  needs  of 
the  state  as  they  and  their  groups  see  them. 

3.  Invite  each  organization  to  designate  a rep- 
resentative to  become  a member  of  an  advisory  com- 
mittee to  your  rural  health  committee. 

4.  After  sufficient  meetings  or  deliberations  ex- 
plore the  possibility  of  a state  rural  health  confer- 
ence to  which  rural  leaders  will  be  invited.  This 
meeting  should  be  sponsored  by  the  rural  health 
committee  of  the  state  medical  association. 

5.  Persuade  each  county  or  area  medical  society 
to  appoint  a rural  health  committee  for  the  county 
or  area  or  a liaison  physician  for  the  county  rural 
groups. 

6.  Try  to  get  each  county  medical  society  to  be 
host  once  a year  to  the  agricultural  organizations  in 
the  counties. 

7.  Help  each  community  or  county  to  appraise 
its  health  and  medical  care  needs. 

8.  Sponsor  the  4-H  health  activity  in  the  state 
by  offering  to  the  4-H  leaders  or  extension  director 
to  defray  the  expense  of  one  of  the  two  top  winners 
in  the  4-H  Health  program. 

9.  Encourage  the  county  medical  societies, 
particularly  where  they  have  appointed  county  rural 
health  committees  or  liaison  physicians,  to  sponsor 
local  4-H  health  activities.  Awards  to  individual 
winners  may  be  a subscription  to  Today’s  Health. 

10.  Get  acquainted  with  the  radio  and  TV  farm 
directors  over  the  state,  and  arrange  to  provide 
speakers  on  medical  subjects  for  their  programs. 

II.  Confer  with  dean  and  faculty  of  medical 
schools. 

12.  Local  newspapers,  TV,  radio. 

It  was  voted  to  receive  the  report. 

Sesquicentennial. — Dr.  Samuel  Z.  Freedman, 
chairman,  stated:  “We  have  engaged  for  the  forum 
on  distribution  of  medical  care  an  auditorium  in 
Hunter  College,  which  is  cheaper  than  Town  Hall.” 
Dinner  Arrangements  Subcommittee. — Dr. 
Frederick  A.  Wurzbach,  Jr.,  chairman,  reported 
progress. 


Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  reported:  “Mr.  President,  on 

January  7 your  director  of  the  Workmen’s  Compen- 
sation Bureau  and  your  chairman  of  the  Committee 
on  Compensation  met  with  the  Compensation 
Rating  Board  to  discuss  the  fee  schedule.  We 
came  to  an  impasse.  The  Compensation  Rating 
Board  has  the  feeling  that  the  Governor  or  the 
Moreland  Commission  want  to  hold  down  expenses 
on  compensation,  and  their  impression  to  us  was 
this:  They  did  not  want  to  agree  to  any  increase  in 
compensation  fees  other  than  a mere  token. 

“Their  suggestion  on  house  visits  was  that  we 
accept  $5.00  for  the  first  visit,  S3. 00  for  the  second 
and  third  visits,  and  S2.50  thereafter.  Under  the 
present  fee  schedule  we  are  now  getting  S2.70 
after  the  first  visit,  so  that  would  be  a cutback. 
As  a compromise  they  were  willing  later  to  offer 
S5.00  for  the  first  visit,  S3. 00  for  the  next  three 
visits,  and  then  cut  back  to  S2.50. 

“Dr.  Kaliski  and  I felt  that  this  was  unrealistic, 
and  we  refused  to  discuss  it  further.  We  told  them 
that  if  they  would  not  be  willing  to  discuss  a greater 
increase  in  fees,  we  would  recommend  to  the  presi- 
dent of  the  Society  that  he  carry  out  his  obligation 
under  the  law  and  state  to  the  chairman  of  the 
Compensation  Board,  Miss  Angela  Parisi,  what  he 
felt  the  fee  schedule  should  be. 

“It  was  the  next  day  that  the  Medicare  fee 
schedule  came  out,  and  we  feel  that  this  is  so  far 
above  the  requests  for  compensation  fees  that  we 
have  submitted  to  the  Compensation  Board  that  it 
is  a better  yardstick  for  private  care  of  compensa- 
tion cases.  Therefore,  we  do  not  feel  that  we  can 
accede  to  the  cut-rate  fees  suggested  by  the  Com- 
pensation Rating  Board. 

“On  January  9 Dr.  Kaliski  again  met  with  the 
Compensation  Rating  Board  on  another  matter, 
the  simplification  of  the  compensation  forms.  That 
has  been  the  bane  of  the  Chairman  of  Compensa- 
tion. Actually  the  forms  presented  for  discussion 
at  the  beginning  were  not  a simplification  but  a 
consolidation  of  forms  4,  14,  and  104,  which  meant 
that  not  only  was  there  not  a simplification  but  you 
had  the  information  from  all  of  those  forms  on 
one  form — quite  a formidable  paper.  Dr.  Kaliski, 
in  the  course  of  the  conversation,  was  able  to  point 
that  out  to  the  Forms  Committee,  and  the  result  of 
the  meeting  was  a much  simplified  form  which  may 
be  able  to  take  the  place  of  those  three  forms. 

“A  modification  of  the  C-5,  which  is  the  eye  spe- 
cialists’ form,  was  also  discussed.  I believe  they  are 
making  progress.  I believe  that  there  will  be  a 
final  simplification.” 

After  discussion  the  report  was  adopted. 

Dr.  Dorman  continued:  “I  would  like  to  move 
that  the  Council  recommend  to  the  Board  of  Trus- 
tees an  increase  in  the  expense  account  of  the 
director  of  the  Bureau  of  $2,500.  Dr.  Kaliski  has 
had  to  move  down  to  Florida  because  of  his  health 
and  his  wife’s  health  and  has  bought  a house  there. 
When  he  made  the  move,  this  Council  had  rec- 
ommended that  a firm  offer  be  made  to  his  succes- 
sor, who  was  going  to  staff  the  Industrial  Health 
[Continued  on  page  1134] 
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LANOXIN’ 

brand 

DIGOXIN 

provides  the 

greater  margin  of  safety 

of  a brief  latent  period 
and  optimum  rate  of  elimination 

for  dependable 

digitalization  and  maintenance 

Tablets:  0.25  mg.  (white)  and  0.5  mg.  (green) 

Pediatric  Elixir:  0.05  mg.  in  each  cc. 

Ampuls : 0.5  mg.  in  2 cc. 

*‘Lanoxin’  was  formerly  known  as  Digoxin  ‘B.  W.  & Co.’  The  new  name  has  been 
adopted  to  make  easier  for  everyone  the  distinction  between  digoxin  and  digitoxin. 

5l  BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  New  York 
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[Continued  from  page  1132] 

and  Workmen’s  Compensation  Bureau.  That 
offer  was  not  accepted.  We  are  back  in  the  situa- 
tion where  we  are  still  making  progress  toward  a 
director  of  the  Industrial  Health  and  Workmen’s 
Compensation  Bureau.  At  present  I have  need 
of  a director  of  the  Workmen’s  Compensation  Bu- 
reau. I am  not  able  to  carry  on  the  entire  job  as 
chairman  on  my  own,  and  we  do  need  a man.  I 
feel  that  it  is  only  justice  that  the  Society  pay  the 
increased  personal  costs  involved  in  this  case.” 
After  discussion  it  was  voted  to  recommend  to  the 
Board  of  Trustees  that  this  increase  be  granted, 
Drs.  Winslow  and  Anderton  voting  in  the  nega- 
tive. 

Unfinished  Business 

Fee  Schedules. — Dr.  Anderton  stated:  “Last 

month  the  Council  instructed  Mr.  Farrell  to  reply 
to  a letter  from  the  Broome  County  Medical  Society, 
and  for  me  to  read  his  reply,  which  is  dated  Jan- 
uary 7,  1957 : 

Mr.  John  Sargeant,  Executive  Secretary 
Broome  County  Medical  Society 
42  Front  Street 
Binghamton,  New  York 
Dear  Mr.  Sargeant: 

Your  letter  of  November  20,  1956,  with  a resolution 
from  the  Broome  County  Medical  Society,  was  re- 
ferred to  the  Council  at  its  December  13,  1956,  meet- 
ing. The  Council  requested  that  I write  you  in  re- 
gard to  what  has  been  accomplished  in  standardizing 
the  nomenclature  and  fees  of  the  New  York  State 
Department  of  Health,  Vocational  Rehabilitation 
Division,  of  the  New  York  State  Department  of 


Health,  the  New  York  State  Department  of  Social 
Welfare,  and  the  Workmen’s  Compensation  Board 
of  the  State  Labor  Department. 

In  the  early  part  of  1955  a standard  format  and 
nomenclature  was  submitted  to  each  of  the  State 
departments  to  complete  and  return  to  this  office. 
It  was  fully  realized  that  between  the  different  de- 
partments there  were  discrepancies  regarding  fees 
for  independent  procedures  and  further  realized 
that  many  were  not  up  to  date. 

Through  the  Council  Committee  on  Public  Health 
and  Education  and  the  Council  Committee  on 
Economics,  a review  was  made  of  the  fees  in  the 
different  departments.  It  is  the  intention  for  repre- 
sentatives of  the  committees  and  the  Workmen’s 
Compensation  Committee  to  meet  representatives 
of  these  New  York  State  departments  so  that  an 
understanding  will  be  reached,  establishing  uniform 
fees  and  the  standardizing  of  the  nomenclature. 
This  joint  meeting  is  expected  to  be  held  in  the  very 
near  future. 

Very  truly  yours, 
George  P.  Farrell 
Director 

New  Business 

Nominating  Committee  Appointment. — Presi- 

dent Greenough  stated:  “Last  Sunday  Dr.  Stanton 
of  Schenectady  called  me  and  said  he  would  be 
unable  to  serve  on  the  Nominating  Committee  which 
meets  tonight.  I would  like  approval  of  the  nom- 
ination of  Dr.  Ralph  E.  Isabella,  who  is  president 
of  the  Medical  Society  of  the  County  of  Schenectady, 
to  take  his  place.” 

Approval  was  voted. 


Useful  Guide  in  Acute  Myocardial  Infarction 


It  is  proposed  that  a battery  of  tests  determining 
enzymes  as  well  as  fibrinogen  levels  may  supple- 
ment the  electrocardiographic  findings  so  as  to  ulti- 
mately provide  a better  profile  of  the  clinicopatho- 
logic  entity  of  acute  myocardial  infarction. 

The  peak  of  all  these  procedures  seems  to  reflect 
the  gravity  of  the  disease.  The  enzymes  as  an  im- 
mediate result  of  myocardial  necrosis  rise  sharply 
and  within  a few  hours  after  the  onset  of  illness. 
However,  the  acute  injury  leads  only  to  a short- 
lasting  elevation  in  serum  not  exceeding  four  to  five 
days. 

The  maximum  fibrinogen  concentration,  on  the 
other  hand,  is  not  reached  until  forty-eight  hours 


after  the  onset  of  the  disease.  However,  the  grad- 
ual decline  extending  over  a total  of  at  least  two  or 
three  weeks  seems  to  offer  a reliable  laboratory  guide 
as  to  the  progress  of  the  disease  process. 

From  a clinical  viewpoint  it  seems,  therefore,  that 
neither  the  plasma  fibrinogen  concentration  nor  the 
enzymes  alone  adequately  reflect  the  myocardial 
pathology  and  that  a combination  of  these  tests, 
supplementing  the  electrocardiographic  findings, 
may  be  useful  as  a guide  for  treatment  and  prognosis 
of  patients  with  acute  myocardial  infarction.- 
Samuel  Losner,  M.D.,  and  Bruno  W.  Volk,  M.D., 
presented  before  second  annual  meeting,  American 
College  of  Angiology,  Chicago,  June  9, 1956 
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Freshly  harvested  Peas 


Beech-Nut  peas  are  harvested  at  their  tender 
best,  then  rushed  to  the  plant  in  iced  con- 
tainers, to  preserve  freshness.  This  extra  care 
means  flavor  and  nutritional  benefits  for 
Baby.  It’s  with  good  reason  doctors  recom- 
mend Beech-Nut  confidently. 


Trust  Beecli-JVut. . . 
carefulest  baby  feeders 
in  the  world 


Another  reason  why  you  can  recommend 
Beech-Nut  with  confidence 


BEECH-NUT  BABY  FOODS,  CAN  AJOHAR  I E,  N.  Y. 


THE  MONTH  IN  WASHINGTON 


ith  Congress  now  well  along  in  its  session,  the 
list  of  health  and  medical  bills  totals  several 
hundred.  Some  are  minor,  and  few  persons  will  be 
affected  regardless  what  happens.  Others  just 
don’t  make  much  sense,  and  the  committees,  re- 
gardless of  politics,  can  be  trusted  to  let  these 
measures  die  a peaceful  death. 

But  there  are  scores  of  others — all  important 
bills — that  have  some  chance  of  passage,  their 
prospects  ranging  from  an  outside  possibility  to  a 
strong  probability.  At  this  stage  they  can  be  re- 
garded as  the  raw  material  out  of  which  will  come  the 
studies,  the  debates,  and  the  arguments  in  the 
months  ahead. 

One  of  the  major  health-medical  issues  is  Federal 
aid  to  medical,  dental,  and  osteopathy  schools.  On 
this  the  administration  wants  grants  for  construc- 
tion and  equipment  only;  some  of  the  Democrats 
want  to  include  money  for  operating  expenses  as 
well. 

In  number  of  bills  introduced,  the  general  subject 
of  problems  of  the  aging  probably  tops  the  list. 
And  that  is  no  surprise.  For  several  years  welfare 
workers,  housing  experts,  and  recreation  leaders,  as 
well  as  physicians,  have  been  looking  for  ways  to 
help  the  retirement  age  population.  Recently  a 
special  center  was  set  up  within  the  Institutes  of 
Health  to  devote  its  time  exclusively  to  the  aged. 
Outside  of  the  government,  voluntary  groups  have 
also  been  at  work  on  the  same  subject. 

Now  the  ideas  developed  by  the  years  of  discus- 
sion are  coming  to  the  surface  in  the  form  of  legisla- 
tion. Several  of  the  bills  would  set  up  commissions, 
appointed  either  by  the  President  or  Congress. 
Another  recommends  that  an  existing  House  Com- 
mittee make  a study  of  the  aging,  similar  to  that 
suggested  for  the  various  commissions. 

The  commissions  and  committees  would  have  one 
thing  in  common.  They  would  further  stud}'  and 
investigate  in  a field  that  many  persons  believe 
already  has  been  plowed  and  replowed  by  investiga- 
tors. 

Several  lawmakers  want  to  get  going  right  away. 
They  would  set  up  within  the  Department  of  Health, 
Education,  and  Welfare  a new  Bureau  of  Older  Per- 
sons, which  immediately  would  start  out  to  solve 
some  of  the  problems  through  grants,  demonstra- 
tions, and  more  research. 

Most  controversial  of  the  “help  the  aged”  bills  is 
one  originally  proposed  by  the  then  Social  Security 
Administrator,  Oscar  Ewing,  in  1951.  It  would 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


allow  sixty  days  a year  of  government-paid  hos- 
pitalization every  year  for  persons  covered  by  OASI 
after  they  reach  age  sixty-five.  They  could  have 
this  free  service  whether  or  not  they  were  on  retire- 
ment. 

As  in  most  Congresses  those  who  want  to  get  the 
veterans  more  benefits  and  those  who  think  they  are 
getting  too  much  already  are  coming  to  grips  over 
new  bills.  Important  in  this  group  is  a measure 
proposed  by  Chairman  Teague  (D.,  Texas)  of  the 
House  Veterans  Affairs  Committee  that  would 
tighten  up  procedures  under  which  veterans  with 
nonservice-connected  conditions  receive  hospitaliza- 
tion. But  at  the  same  time  there  is  pressure  from 
other  quarters  for  a lengthening  of  the  “presumptive 
periods”  for  various  diseases.  Where  the  law  now 
states  that  a certain  disease  or  condition  will  be 
considered  service-connected  if  diagnosed  within  one 
year  after  the  veteran’s  discharge,  these  bills  would 
make  the  period  two  or  three  years. 

Many  other  bills  aimed  at  liberalizing  veterans’ 
benefits  in  various  ways  also  are  awaiting  commit- 
tee action. 

Social  security  and  taxes  are  other  popular  fields 
for  the  legislators.  As  expected,  several  bills  call 
for  lowering  the  age,  now  set  at  fifty,  at  which  a dis- 
abled person  can  start  receiving  his  social  security 
pension.  Many  measures  would  change  the  in- 
come tax  laws  to  allow'  more  credit  for  medical 
expenses,  and  one  proposes  allowing  the  taxpayer  to 
deduct  premiums  for  health  insurance  from  his 
income  tax  itself. 

Of  major  interest  to  physicians  and  most  self- 
employed  is  the  Jenkins-Keogh  legislation,  which 
would  allow'  deferment  of  taxes  on  a portion  of  in- 
come put  into  retirement  plans. 

Again,  a number  of  lawmakers  w'ant  the  Federal 
government  to  take  a more  active  part  in  control  of 
narcotics,  barbiturates,  and  amphetamines  and 
treatment  of  addicts.  One  suggestion  is  to  con- 
sider an}'  shipment  of  barbiturates  or  amphetamines 
as  a part  of  interstate  commerce  on  the  theory  that 
intrastate  control  is  essential  to  interstate  control. 
This  and  other  bills  also  call  for  strict  record-keeping 
and  registration  ( physicians  excepted  from  these 
provisions). 

A plan  introduced  in  the  last  session  and  offered 
again  would  give  the  President  the  right  to  assume 
control  over  the  production,  distribution,  and  use 
of  any  drugs  or  biologies  “for  use  in  the  prevention 
and  treatment  of  disease.” 

Other  medical  bills  will,  of  course,  be  introduced 
as  the  session  moves  on;  those  discussed  here  al- 
ready are  assured  of  considerable  attention. 
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MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  2:  Because  you  should  be  able  1o  call  upon  the  State  Insurance  Depart- 

ment as  well  as  the  Malpractice  Insurance  and  Defense  Board  of  the  Society  if  the  pro- 
visions of  your  insurance  policy  are  not  satisfactorily  interpreted.  Neither  of  these 
agencies  can  be  of  any  assistance  to  you  if  your  insurance  company  is  not  licensed  to  do 
business  in  the  State  of  New  York. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

HARRY  F.  WANVIG 

Indemnity  Representative 

2 PARK  AVENUE,  NEW  YORK  16,  N.  Y.  Telephone:  MUrray  Hill  4-3211 

iHlebtcal  Hkictetp  of  tfje  £Hate  of  f9orfe 


HORLICKS 

CORPORATION 

Pharmaceutical  Division 
RACINE,  WISCONSIN 


Nulacin 

A recent  clinical  study*  of  46  ambulatory  non- 
hospital patients  treated  with  Nulacinf  and 
followed  up  to  15  months  describes  the  value  of 
ambulatory  continuous  drip  therapy  by  this 
method.  Total  relief  of  symptoms  was  afforded 
to  44  of  46  patients  with  duodenal  ulcer,  gastric 
ulcer  and  hypertrophic  gastritis. 

The  delicately  flavored  tablets  dissolve 
slowly  in  the  mouth  (not  to  be  chewed  or  swal- 
lowed). They  are  not  noticeable  and  do  not 
interfere  with  speech. 

Nulacin  tablets  are  supplied  in  tubes  of  25 
at  all  pharmacies.  Physicians  are  invited  to 
send  for  reprints  and  clinical  sample. 

*Steigmann,  F.,  and  Goldberg,  E.:  Ambulatory  Continuous  Drip 
Method  in  the  Treatment  of  Peptic  Ulcer,  Am.  J.  Digest. 

Dis.  22:67  (Mar.)  1955. 

tMg  trisilicate  3.5  gr.;  Ca  carbonate  2.0  gr.;  Mg  oxide  2.0  gr.; 

Mg  carbonate  0.5  gr. 
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Cora  M.  Ballard,  M.D.,  of  Hancock,  died  on 
January  12  in  a nursing  home  at  the  age  of  ninety- 
one.  Dr.  Ballard  graduated  in  1898  from  Eclectic 
Medical  College  of  the  City  of  New  York.  Dr. 
Ballard  was  one  of  the  first  licensed  women  phy- 
sicians in  New  York  State  and  began  the  practice 
of  medicine  in  Brooklyn,  later  moving  to  New  York 
City.  She  was  the  first  woman  physician  appointed 
to  the  staff  of  the  New  York  Post-Graduate  Hospital 
and  pioneered  in  the  treatment  and  education  of 
retarded  children.  In  1948  she  received  a certificate 
of  honor  from  the  Medical  Society  of  the  State  of 
New  York  for  “Completion  of  fifty  years  of  service 
to  the  people  of  the  State  of  New  York.”  Dr. 
Ballard  was  a member  of  the  Delaware  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

C.  Gregory  Barer,  M.D.,  of  New  York  City  and 
Bronx ville,  died  on  February  9 at  the  age  of  fifty- 
three.  Dr.  Barer  graduated  from  the  State  Univer- 
sity of  Iowa  College  of  Medicine  in  1928.  He 
was  an  associate  director  of  ophthalmology  at 
Lawrence  Hospital,  Bronxville,  and  an  associate  in 
ophthalmology  at  Presbyterian  Hospital,  New  York 
City.  Dr.  Barer  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
Westchester  County  Medical  Society  and  the  Med- 
ical Society  of  the  State  of  New  York. 

Pierce  J.  Candee,  M.D.,  of  Buffalo,  died  on  Jan- 
uary 1 at  the  age  of  eighty-four.  Dr.  Candee 
graduated  from  Niagara  University  Medical  Depart- 
ment in  1897.  He  was  an  honorary  member  of  the 
staff  at  Sisters’  Hospital  where  he  had  served  as 
chief  of  staff.  Dr.  Candee  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association 

Glenn  Corbett  Cummings,  M.D.,  of  Rochester, 
died  on  February  5 at  the  age  of  fifty-seven.  Dr. 
Cummings  graduated  in  1927  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  assistant 
attending  physician  at  Genesee  Hospital.  Dr. 
Cummings  was  a Fellow  of  the  American  College 
of  Allergists  and  a member  of  the  Rochester  Academy 
of  Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  T.  Donovan,  M.D.,  of  Buffalo,  died  in  Sisters’ 
Hospital  on  January  3 at  the  age  of  seventy.  Dr. 
Donovan  graduated  from  the  University  of  Buffalo 


School  of  Medicine  in  1912.  He  was  an  honorary 
member  of  the  staff  at  Sisters’  Hospital  where  he 
had  served  as  a member  of  the  staff  for  more  than 
forty  years.  He  was  an  inactive  member  of  the 
surgical  staff  of  Buffalo  State  Hospital.  A Fellow 
of  the  American  College  of  Surgeons,  Dr.  Donovan 
was  a member  of  the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society  of  which  he  was 
a past  president  and  former  delegate  to  the  Medical 
Society  of  the  State  of  New  York,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Henry  Sage  Dunning,  M.D.,  retired,  of  New  Ca- 
naan, Connecticut,  formerly  of  New  York  City,  died 
at  his  home  on  February  11  at  the  age  of  seventy- 
six.  Dr.  Dunning  graduated  in  1911  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Presbyterian  Hospital.  He  had  been  a 
consultant  in  oral  surgery  at  the  Hospital  for  Special 
Surgery,  St.  Luke’s  Hospital,  Jamaica,  Mary  Im- 
maculate, National  Speech  Disorders,  United  (Port 
Chester),  Stamford,  Greenwich,  Norwalk,  and  St. 
Joseph’s  (Stamford,  Connecticut),  Hackensack 
(New  Jersey)  General,  and  North  Hudson  (Wee- 
hawken)  Hospitals.  Dr.  Dunning  was  professor 
emeritus  and  a founder  of  the  College  of  Dental  and 
Oral  Surgery  of  Columbia  University.  In  1906 
he  established  the  first  oral  surgery  clinic  at  the 
New  York  College  of  Dentistry.  During  World 
War  I he  served  overseas  with  a Presbyterian 
Hospital  Unit  attached  to  the  British  Army  and 
later  became  chief  of  the  maxillary  surgery  section 
of  the  American  Expeditionary  Force.  Dr.  Dun- 
ning was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  the  American  Board  of  Plastic 
Surgery,  a Feilow  of  the  American  College  of  Sur- 
geons, and  a member  of  the  American  Laryngologi- 
cal,  Rhinological  and  Otological  Society,  the 
American  Association  of  Plastic  Surgeons,  the  New 
York  Academy  of  Medicine,  the  New  \ ork  Otological 
Society,  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Thomas  J.  Fearns,  M.D.,  of  Williston  Park,  died 
on  February  7 at  the  age  of  fifty-five.  Dr.  Fearns 
graduated  from  Georgetown  University  School  of 
Medicine  in  1927.  He  was  a member  of  the  Nassau 
County'  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

[Continued  on  page  1140] 
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The  data  in  your  MEDICAL 
DIRECTORY  OF  NEW 
YORK  STATE  has  been  pain- 
stakingly compiled.  Consult 
the  DIRECTORY  in  referring 
cases  to  colleagues.  You’ll  find 
it  easy  to  use  and  highly 
informative. 
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PHENAPHEN*  PLUS 


NOSE  COLD 

each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V6  gr.)  . 162.0  mg. 
Phenobarbital  (Vi  gr.)  ....  16.2  mg. 

Hyoscyamlne  Sulfate  ....  0.031  mg. 
Prophenpyridamlne  Maleate  . . 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 
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PREMOCILLIN 


DYNAMIC 
ANTI-INFECTIVE 
THERAPY  for  mixed 
infections  . . . PREMOCILLIN 
penicillin  — triple  sulfonamide 
combination  in  exceptionally  palatable 
fluid  form  . . . provides  a wider  antibacterial 
spectrum;  is  convenient  to  administer  and  is  usually 
well  tolerated.  PREMOCILLIN  combines  250,000  U.  potassium 
penicillin  G and  0.5  Gm.  sulfonamide  (0.167  Gm.  each  sulfadiazine,  sulfamerazine, 
sulfacetamide)  per  teaspoonful.  • Coming  soon  Premo’s  REVOLUTIONARY,  NEW  TRANQUILIZER! 


premo  pharmaceutical  laboratories,  inc.,  south  hackensack,  new  jersey 
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Thomas  John  Goodfellow,  M.D.,  of  Saratoga 
Springs,  died  in  the  Saratoga  Hospital  on  January 
19  at  the  age  of  seventy-two.  Dr.  Goodfellow 
graduated  in  1909  from  Queens  University  Faculty 
of  Medicine,  Ontario,  and  interned  at  New  York 
Post-Graduate  Hospital  (now  University  Hospital). 
He  was  a consultant  in  EEXT  at  Benedict  Memorial 
Hospital,  Ballston  Spa,  and  an  honorary  member  of 
the  staff  and  consultant  in  EEXT  at  Saratoga 
Hospital,  Saratoga  Springs.  Dr.  Goodfellow  was 
a Diplomate  of  the  American  Board  of  Otolaryn- 
gology and  of  the  American  Board  of  Ophthalmology, 
a Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Public  Health  Associa- 
tion, the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Trudeau  Society,  the 
American  Association  for  Research  in  Ophthal- 
mology, the  Pan  American  Association  of  Ophthal- 
mologists, the  Saratoga  County  Medical  Society 
of  which  he  was  a past  president,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  John  Heller,  M.D.,  of  Ridgewood,  died 
on  December  5,  1956,  at  the  age  of  sixty-seven.  Dr. 
Heller  received  his  medical  degree  in  1916  from  the 
University  of  Budapest.  He  was  an  associate  in 
roentgenology  at  the  Evangelic  Deaconess  Hospital, 
Brooklyn.  Dr.  Heller  was  a member  of  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edward  Hicks  Hume,  M.D.,  of  New  York  City, 
died  on  February  9 in  Wallingford,  Connecticut,  at 
the  age  of  eighty.  Dr.  Hume  graduated  in  1901 
from  Johns  Hopkins  University  School  of  Medicine. 
A former  director  of  the  New  York  Post-Graduate 
Medical  School,  Dr.  Hume  practiced  medicine  and 
taught  in  China  for  twenty-two  years.  He  was 
head  of  the  medical  service  of  Yale-in-China  from 
1906  until  1923  and  professor  of  medicine  from  1914 
to  1926.  In  1934  he  became  visiting  professor  of 
the  National  Shanghai  Medical  College  and  during 
the  next  three  years  he  inspected  some  400  hospitals 
in  China,  Iraq,  and  Iran  for  this  institution.  In 
1926  he  was  appointed  executive  vice-president  of 
the  Post-Graduate  Medical  School  and  in  1931 
he  became  director  where  he  remained  until  he  left 
for  Asia  in  1934.  In  1938  he  was  appointed  direc- 
tor of  the  Christian  Medical  Council  for  Overseas 
Work  and  coordinated  American  medical  missions 
in  the  Orient.  He  was  the  author  of  three  books, 
for  one  of  which  he  received  the  Norton  Medical 
Award  of  S3, 500.  Dr.  Hume  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medical  Society 
of  the  State  of  New  York. 

Frank  H.  Hurst,  M.D.,  of  Schenectady,  died  on 
January  21  at  the  age  of  eighty-four.  Dr.  Hurst 
graduated  from  Alban y Medical  College  in  1895 


and  from  the  University  of  Berlin  in  1896.  Dur- 
ing \\  orld  War  I he  served  with  the  American 
Expeditionary  Forces,  was  wounded  in  the  Battle 
of  the  Somme,  and  following  his  recovery  was  named 
commanding  officer  of  a camp  hospital.  He  was 
a member  of  the  Schenectady  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  Henry  Long,  M.D.,  of  St.  Petersburg, 
Florida,  formerly  of  Buffalo,  died  at  his  home  on 
December  26,  1956,  at  the  age  of  sixty-four.  Dr. 
Long  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1914.  He  was  a gynecologist 
at  Lafayette  General  and  Meyer  Memorial  Hospitals 
and  a clinical  assistant  in  obstetrics  and  gynecology 
at  Buffalo  General  Hospital.  From  1934  to  1954 
he  served  as  associate  professor  of  gynecology  at 
the  University  of  Buffalo.  He  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of  the 
American  Venereal  Disease  Association,  the  Buffalo 
Academy  of  Medicine,  the  Buffalo  Obstetrical  and 
Gynecological  Society,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Clyde  MacLean-Kennedy,  M.D.,  of  Port  Chester, 
died  on  February  5 at  the  age  of  sixty-four.  Dr. 
MacLean-Kennedy  graduated  in  1924  from  the 
University  of  London  Western  Ontario  Faculty  of 
Medicine.  He  was  a surgeon  in  otorhinolaryngology 
at  United  Hospital.  Dr.  MacLean-Kennedy  was 
a member  of  the  Westchester  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Francis  Joseph  McMahon,  M.D.,  of  Asheville, 
North  Carolina,  formerly  of  Yonkers,  died  on  the 
New  Year’s  weekend  in  Genoa,  Italy,  at  the  age  of 
fifty-seven.  Dr.  McMahon  graduated  in  1925 
from  St.  Louis  University  School  of  Medicine.  He 
was  a former  surgeon  at  St.  Joseph’s  Hospital  where 
he  had  been  president  of  the  medical  board. 

Lloyd  Thomas  McNulty,  M.D.,  of  Potsdam,  died 
at  his  office  on  January  11  at  the  age  of  sixty-eight. 
Dr.  McNulty  graduated  from  McGill  University 
Faculty  of  Medicine  in  1912.  He  was  surgeon  and 
chief  of  staff  at  the  Potsdam  Hospital,  a consultant 
at  St.  Lawrence  State  Hospital,  and  a consultant 
in  surgery  at  North  Country  Hospital,  Gouverneur. 
In  1915  he  served  as  prison  physician  at  the  Danne- 
mora  State  prison.  During  World  War  I he  served 
at  an  Army  post  hospital  in  Garden  City,  Long 
Island.  He  was  an  industrial  surgeon  for  the 
New  York  Central  and  Rutland  Railroads  in  the 
Potsdam  section.  Dr.  McNulty  was  a member  of 
the  St.  Lawrence  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Hugh  John  Monaghan,  M.D.,  of  Hamburg,  died 
on  December  28,  1956,  in  the  Buffalo  General 

[Continued  on  page  1142] 
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PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas : Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 


COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY.  CONN. 


©Copyright  1956  Spirt  & Co. 


When  fats  upset  digestion , ids  time  to  step  up  the  flow  of  Irile 


Remington*  says:  “Bile  is  essential  for  the  normal 
digestion  of  fats  and  the  absorption  of  fatty  acids. 
The  presence  of  bile  in  the  intestine  is  also  neces- 
sary for  optimal  absorption  of  the  fat-soluble 
vitamins.” 

CHOLOGESTIN  is  a reliable  choleretic  and 
cholagogue.  It  is  highly  effective  because  it 
contains  salicylated  bile  extract  combined 
with  pancreatin  and  sodium  bicarbonate. 

CHOLOGESTIN  is  indicated  for  fat  in- 
tolerance and  other  hepatic  and  biliary 
conditions  where  there  is  a deficient 
flow  of  bile.  Dosage,  1 tablespoonful 
in  cold  water  after  meals. 

TABLOGESTIN,  3 tablets  are 
equivalent  to  1 tablespoonful  of 
Chologestin. 

H.  STRONG  COMPANY  NYS  3 

112  W 42nd  SI..  New  York  36.  N.  Y. 

Pleoie  tend  me  tree  tnmple  of  TABLOGESTIN  together  with  literolure  on  CHOLOGESTIN. 
Or  


* Practice  of  Pharmacy 
11th  ed.,  1956,  p.  704; 
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Hospital  at  the  age  of  sixty-one.  Dr.  Monaghan 
graduated  in  1925  from  the  University  of  Toronto 
Faculty  of  Medicine.  He  was  senior  attending 
surgeon  at  Mercy  Hospital,  Buffalo.  Dr.  Mona- 
ghan was  a member  of  the  Erie  County  Medical  - 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  Max  Rosenfeld,  M.D.,  of  Rochester,  died 
on  January  16  in  an  automobile  accident  at  the  age 


of  sixty-six.  Dr.  Rosenfeld  received  his  medical 
degree  from  the  University  of  Erlangen  in  1912. 
He  was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ernst  Stein,  M.D.,  of  Albany,  died  on  January  20 
at  the  age  of  seventy-five.  Dr.  Stein  received  his 
medical  degree  from  the  Universitv  of  Vienna  in 
1906. 


There  has  been  a recent  change  in  procedures  for 
authorizing  fee-basis  treatment  pursuant  to  recent 
VA  interim  issue  10-385  for  veterans  in  those  in- 
stances where  it  has  been  determined  that  long  term 
care  is  required. 

In  such  instances  when  it  becomes  necessary  to 
authorize  long  term  care,  a single  authorization  will 
be  issued  for  the  treatment  of  the  veteran  concerned. 
This  authorization  will  be  in  force  to  the  end  of  the 
fiscal  year  (June  30,  1957).  If  necessary,  such 
authorization  will  be  renewed  on  July  1,  1957,  for 
the  entire  next  fiscal  year  and  thereafter  on  a fiscal 
yearly  basis  as  indicated.  The  authorization  will 
show  the  estimated  monthly  services  required  for 
the  care  of  the  veteran.  Please  do  not  render  serv- 
ices beyond  those  estimated  without  receiving  prior 
approval,  except  in  emergencies.  This  approval  may 
be  requested  either  by  phone  or  letter  from  the  VA 
regional  office  in  your  area.  If,  for  any  reason,  treat- 
ment of  the  veteran  is  discontinued  by  you,  please 
notify  that  office  immediately. 

Bills  should  be  submitted  promptly  on  these  long 
term  patients  at  the  end  of  each  month  on  the 
doctor's  own  letterhead.  His  bill  should  show  the 
dates  services  were  rendered,  the  services  rendered 


for  each  of  the  dates,  and  the  fees  charged  for  each 
of  the  services  rendered.  The  bill  must  show  the 
following  certification  over  the  doctor’s  personal 
signature:  "I  certify  that  the  above  bill  is  correct 

and  just  and  that  payment  therefor  has  not  been 
received.” 

In  addition,  it  is  requested  that  the  doctor  submit 
reports  of  treatment  rendered  the  veteran  once 
every  three  months,  using  VA  form  2690A.  This 
form  should  be  prepared  in  duplicate,  one  copy  to  be 
returned  to  the  VA  and  the  other  to  be  retained  for 
the  doctor’s  own  file.  These  clinical  reports  should 
be  complete  and  present  an  adequate  history,  ex- 
amination, findings,  diagnosis,  detailed  description 
of  the  treatment  rendered  including  medication  pre- 
scribed, dosage  and  frequency,  results  of  laboratory 
and  x-ray  studies  if  applicable,  and  the  prognosis. 

It  is  expected  that  treatment  rendered  the  veteran 
will  be  limited  to  the  type  of  disability  for  which 
services  have  been  authorized  by  the  Veterans 
Administration.  The  frequency  of  such  treatment 
will  be  based  upon  the  actual  needs  of  the  veteran. 
These  instructions  do  not  change  the  procedure 
already  in  effect  for  prescribing  medication  and/or 
supplies  for  veterans  authorized  for  medical  care. 


1142 


New  York  State  J.  Med. 


In  Feeding  Prematures 


Recent  metabolic  studies  have  established 
rational  feeding  procedures  for  prematures. 

The  initial  feeding,  12  hours  after  birth, 
consists  of  one  dram  of  5 per  cent  dextrose. 
This  solution  is  increased  by  one  dram  at 
2-hour  intervals  if  tolerated  and  retained. 

After  twenty-four  hours,  breast  milk  or 
formula  (table  below)  gradually  replaces  the 
prelacteal  feeding  at  2-hour  intervals.  The 
volume  of  a feeding  may  be  increased  up  to 
2 drams  daily  until  maintenance  caloric  re- 
quirements are  fulfilled  by  the  fifth  day.  If 
the  infant  shows  signs  of  intolerance,  the 
formula  increase  is  made  more  slowly  and 
the  fluid  requirement  fulfilled  parenterally. 

Successful  feeding  mixtures  consist  of  dilu- 
tions of  powdered  half-skimmed  or  evapo- 
rated whole  cow’s  milk,  skimmed  or  whole 
lactic  acid  milk.  These  formulas  contain  high 


protein,  moderate  carbohydrate  and  low  fat, 
yielding  about  120  calories  and  150  cc.  fluid 
per  kgm.  body  weight. 

The  problems  of  prematures  are  always 
the  same  but  the  solutions  differ  with  each 
era.  Today  the  moderate  carbohydrate 
requirement  for  normal  infants  as  well  as 
prematures  is  fulfilled  by  Karo®  Syrup  as 
adequately  as  a generation  ago.  Whatever 
the  type  of  milk  adapted  to  the  infant,  Karo 
may  be  added  confidently  because  it  is  a bal- 
anced mixture  of  lower  sugars  resistant  to 
fermentation,  non-laxative,  easily  assimi- 
lated and  well  tolerated  by  all  infants. 
Readily  available  in  all  food  stores. 

MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 


Evaporated  mi*  • 

Water  - - ' 

KARO 

Dried  milk  (half-skimm* 

Water  - - * 

KARO  - - ' ’ 1 


\ [1RSt  formulas  for 

ih  or  whole  lactic  acid  milk 


Measures:  1 °z.  Cow's  milk< 

;loriC  :°'U SapoSd  milk%  per  o*-»  °“ed 

ormulas. 

Adapted  from  Nelson's  Pedi- 
atrics, Saunders,  Phila.  1954 


Produced  by 

Corn  Products  Refining  Co. 


Behind  Every  Bottle  ...  A Generation  of  World  Literature 
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American  Medical  Education  Foundation 
Grants — The  American  Medical  Education  Founda- 
tion made  its  annual  distribution  of  grants  to  the 
count  ry’s  83  medical  schools  on  February  11.  The 
following  Xew  York  State  schools  received  a total 
of  $89,81-1.41  in  undesignated  grants  and  grants 
earmarked  by  donors  for  specific  schools:  Albany 
Medical  College,  Columbia  University  College  of 
Ph\  sicians  and  Surgeons,  Cornell  University  Medi- 
cal College,  Xew  York  Medical  College  Flower 
and  Fifth  Avenue  Hospitals,  New  York  University 
College  of  Medicine,  State  University  of  Xew  York 
College  of  Medicine  at  X’ew  York  City,  State  Uni- 
versity of  Xew  York  College  of  Medicine  at  Syracuse, 
University  of  Buffalo  School  of  Medicine,  University 
of  Rochester  School  of  Medicine  and  Dentistry, 
and  the  Albert  Einstein  College  of  Medicine. 

Bela  Schick  Lecture — The  14th  Bela  Schick  Lec- 
ture was  presented  on  March  11  in  the  Blumenthal 
Auditorium  of  the  Mount  Sinai  Hospital  of  Xew 
York.  Dr.  Samuel  Z.  Levine,  pediatrician-in- 
chief  and  professor  of  pediatrics  at  the  Xew  York 
Hospital-Cornell  Medical  Center,  spoke  on  “A 
Quarter  of  a Century  with  Prematures.” 

Biggs  Memorial  Lecture — The  32nd  Hermann  M- 
Biggs  Memorial  Lecture  under  the  auspices  of  the 
Committee  on  Public  Health  of  the  Xew  York 
Academy  of  Medicine,  New  York  City,  was  pre- 
sented on  February  7 by  Dr.  Paul  Dudley  White, 
Emeritus  Professor  of  Medicine  at  the  Harvard 
Medical  School  in  Boston.  Dr.  White  spoke  on 
“The  Relation  of  the  Ways  of  Life  to  Heart  Disease.” 

Memorial  Lecture  Instituted — A memorial  lec- 
ture in  honor  of  the  late  Dr.  Nathaniel  P.  Rathbun 
was  instituted  at  the  December  11,  1956,  meeting 
of  the  Brooklyn  Urological  Society.  The  lecture  was 
instituted  under  the  sponsorship  of  Dr.  Michael  A. 
Ferragamo,  retiring  president  of  the  Society,  and 
an  annual  memorial  lecture  is  planned. 

Lectures  to  the  Laity — The  sixth  and  last  of 
Lectures  to  the  Laity  was  held  on  February  13  at 
the  New  York  Academy  of  Medicine,  New  York 
City.  Dr.  William  H.  Sebrell,  Jr.,  administrator 
for  research  on  institutional  grants,  American 
Cancer  Society,  spoke  on  “Food  and  Civilization.” 

Physical  Medicine  and  Rehabilitation — A full- 
time course  in  recent  advances  in  physical  medicine 
and  rehabilitation  of  the  arthritides  will  be  offered 
from  May  27  through  31,  sponsored  by  the  Depart- 


ment of  Physical  Medicine  and  Rehabilitation, 
New  York  University-Bellevue  Medical  Center, 
and  the  Office  of  Yocational  Rehabilitation,  New 
York  City.  Tuition  is  free  and  20  scholarships  of 
$100  each  are  available  to  qualified  physicians. 
The  class  is  limited  to  25  members. 

Applications  listing  qualifications  should  be  sent 
to  Dr.  Joseph  G.  Benton,  Institute  of  Physical 
Medicine  and  Rehabilitation,  New  York  University- 
Bellevue  Medical  Center,  400  East  34th  Street, 
New  York  16,  New  York. 

Hospital  Diamond  Jubilee — The  Diamond  Jubilee 
of  University  Hospital,  Xew  York  University- 
Bellevue  Medical  Center,  was  held  March  4 and  5 
at  the  Hotel  Waldorf-Astoria  in  New  York  City. 
Panel  discussions  were  held  and  General  Alfred  M. 
Gruenther  was  the  guest  speaker. 

Memorial  Lecture — The  fifth  annual  Emanuel 
B.  Schoenbach  memorial  lecture  will  be  delivered  in 
the  solarium  of  the  Maimonides  Hospital  of  Brook- 
lyn on  April  25  at  4: 30  p.m.  Dr.  William  Dameshek, 
professor  of  medicine  at  Tufts  University  School  of 
Medicine,  will  speak  on  “Polycythemia  and  Related 
States.” 

Medical  Neoplasia  Fellowship — A fellowship  in 
medical  neoplasia  is  available  for  candidates  who  are 
graduates  of  recognized  A.M.A.-approved  medical 
schools  and  who  have  completed  or  are  completing 
two  years  of  postgraduate  training  in  internal  medi- 
cine in  addition  to  one  year  of  internship.  Informa- 
tion may  be  obtained  by  writing  to  Dr.  Lloyd  F. 
Craver,  Chief,  Medical  Neoplasia  Service,  Memorial 
Center  for  Cancer  and  Allied  Diseases,  444  East 
68th  Street,  Xew  York  21,  Xew  York. 

Arthritis  and  Rheumatism  Foundation  The 

Xew  York  State  chapter  of  the  Arthritis  and  Rheu- 
matism Foundation  is  granting  fellowships  for  stu- 
dents in  the  Xew  York  medical  schools.  A limited 
number  of  student  research  fellowships  carrying 
stipends  up  to  $600  (depending  on  the  time  spent 
on  the  project)  will  be  granted  to  students  in  any 
year  for  work  during  the  summer  vacation  period 
on  “Research  Problems  in  Rheumatic  Diseases” 
under  the  direction  of  a faculty  member.  Project 
protocols  and  the  students’  curricula  vitae  should 
be  submitted  to  the  Chairman,  Medical  and  Scien- 
tific Committee,  New  York  State  Chapter,  Arthritis 
and  Rheumatism  Foundation,  432  Fourth  Avenue, 
X’ew  York  16,  X’ew  York,  bv  the  supervising  faculty 

[Continued  on  page  1146] 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE,  M.D..  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HOLBROOK  MANOR  Tosmneg 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


west  uni 

West  252nd  St.  and  Fieldston  Hoad 
Riverdale-on-the-IIudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D ..  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

254  W.  54  St— N Y C 
Circle  7-3434 

Licensed  by  the  State  of  New  York  


Mandl  School 


PINEWOOD  g;:&WEePnt"}  Physicians  in  Charge 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


GIVE  to 


CONQUER  CANCER 


MAROC  FOR  "HEAT  RASH" 

Doctor — do  not  plant  mold  and  bacteria  on  infant's  skin — use 
this  bactericidal  and  fungicidal  powder  of  proven  safety  and 
minimal  toxicity. 

Benzalkonium  Chloride  0.6%  Kaolin  45.0% 

Hexachlorophene  0.5%  Perfume  0.1% 

Magnesium  Carbonate  1.0%  Talc  q.a. 

MAROC  BABY  POWDER 
Maroc  Company  Box  590  Oak  Park,  III. 


HALL-BROOKE  . • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


Buy  Savings  Bonds 
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member  before  May  1 . Fellowships  will  be  awarded 
by  June  1 . The  number  of  weeks  to  be  devoted  to 
the  project  must  be  specified,  giving  starting  and 
concluding  dates. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  January 
were:  Albany — Dr.  Robert  W.  Raymond;  Amity- 
ville — Dr.  H.  B.  Hendler;  Astoria — Dr.  Arthur  H. 
Gladstein;  Bayside — Dr.  Evelyn  Apogi;  Bing- 
hamton— Dr.  Robert  M.  Bogdasarian;  Bronx — 
Drs.  Edward  Flood,  J.  W.  Goldenkranz,  and  William 
Horowitz;  Brooklyn — Drs.  Gladys  M.  Muller  and 
Joshua  J.  Rabinowitz;  Cuba — Dr.  Hazen  G.  Cham- 
berlin; Fayetteville — Drs.  Leonard  D.  Carpenter 
and  T.  L.  Keese;  Garden  City — Dr.  Thomas  Y.  Miles; 
Germantown — Dr.  James  W.  Orr;  Great  Neck — Dr. 
Herman  Wolff;  Hartsdale — Dr.  John  H.  Iselin,  Jr.; 
Jamaica — Drs.  Robert  E.  Carter  and  Frances 
Lewis;  Lockport — Dr.  H.  B.  Fitzgerald;  Minoa — 
Dr.  Harold  J.  Platz. 

Also:  New  York  City — Drs.  Irving  Abelow,  How- 
ard J.  Agatston,  Albert  H.  Aldridge,  Arthur  C. 
Allen,  Maurice  R.  Altchek,  F.  H.  Amendola, 
George  Baehr,  Irving  Balensweig,  Hugh  R.  Barber, 
William  A.  Barnes,  David  X.  Barrows,  Edward  J. 
Bassen,  Doris  Bate,  Joan  Baumgartner,  John  Beal, 
Robert  S.  Beekman,  Simon  A.  Beisler,  Hans  E. 
Bejac-h,  Samuel  H.  Belgorod,  Edmund  Bergler, 
Alice  R.  Bernheim,  Richard  S.  Blacher,  Milton  J. 
Blaustein,  Lester  Blum,  Austin  P.  Boleman,  George 

L.  Bowen,  Goodwin  M.  Breinin,  Norton  S.  Brown, 
William  T.  Brown,  K.  D.  Brownell,  Howard  G. 
Bruenn,  Michael  S.  Burman,  Janet  Caldwell, 
Robert  E.  Carroll,  Edmund  Carter,  and  L.  J. 
Caruso. 

Also:  Drs.  John  A.  Cinelli,  Lester  Clahr,  Gra- 

ham Clark,  Edward  C.  Coats,  John  R.  Cobb,  Ralph 
Colp,  Emil  Conason,  E.  F.  Constantine,  Nelson  W. 
Cornell,  Joseph  E.  Corr,  Stuart  L.  Craig,  J.  H. 
Cudmore,  Edward  P.  Danforth,  Arthur  M.  Davids, 
Matthew  DiGiorgi,  J.  F.  Eagle,  Jr.,  Arnold  Eisen- 
dorfer,  Samuel  Iv.  Elster,  Daniel  S.  Feldman, 
Morris  Feldstein,  John  B.  Ferran,  Jr.,  George  W. 
Fish,  William  H.  Foege,  V.  K.  Frantz,  Eugene  W. 
Friedman,  Milton  Friedman,  Emil  Froeschels,  A. 
Garcia,  Leon  Ginzberg,  Edward  M.  Goodwin,  Dan 

M.  Gordon,  B.  B.  Greenberg,  S.  S.  Greenberg,  Ed- 
ward B.  Greenspan,  John  E.  Hammett,  William  W. 
Heroy,  W.  C.  Jacobson,  Edward  E.  Jemerin,  Bernard 
Ivleiger,  Robert  McClanahan,  Robert  B.  McGraw, 
Max  Miller,  A.  I.  Needles,  the  New  York  County 


Medical  Society,  Drs.  Antonio  Rottino,  Otto  F. 
Schwartzer,  David  Soletsky,  Bianca  Steinhardt, 
M.  P.  Sykes,  Gurney  Taylor,  and  I.  W.  Voorhees. 

Also:  North  Syracuse — Dr.  Erwin  Lindenfeld; 
North  Tonawanda — Dr.  T.  C.  Gerwig;  Norwood — 
Dr.  James  Smith;  Port  Washington — Dr.  A.  A. 
Ressa;  Poughkeepsie — Dr.  Lloyd  D.  Harris;  Roch- 
ester— Dr.  Russell  G.  Allenza;  Roslyn — Dr. 
Richard  M.  Greenwald;  Saratoga  Springs — Dr.  T. 
J.  Goodfellow;  Scarsdale — Dr.  Jane  Lester;  Skane- 
ateles — Dr.  Herman  G.  Weiskotten;  Spring  Valley — 
Dr.  Julius  Pomerantz;  Syracuse — Drs.  Hans  Bruns, 
Walter  F.  Bugden,  Linus  W.  Cave,  Chester  Clark, 
Herbert  R.  Diaso,  Edward  J.  Dick,  Richard  D. 
Eberle,  L.  W.  Ehegartner,  Thomas  J.  Fahey,  Louis 
G.  Fournier,  Richard  O.  Gale,  Thomas  N.  Gigan- 
telli,  George  G.  Lerner,  F.  N.  Marty,  Max  N.  Mar- 
vin, Donald  E.  Moore,  Roy  Moore,  Jr.,  Edgar  M. 
Neptune,  Floyd  Parker,  W.  E.  Pelow,  Arthur  B. 
Raffl,  Harry  A.  Steckel,  Marie  C.  Wasileska,  F. 
R.  Webster,  Walter  J.  Werfelmann,  and  William 
G.  Woodin;  Tarrytown — Dr.  Francis  Giammattei; 
Utica — Dr.  Quentin  M.  Jones;  Wantagh — Dr. 
Joseph  Rosenheck;  Williamson — Dr.  R.  W.  De- 
Smit;  Woodhaven — Dr.  George  J.  Goldberg;  Wood- 
side — Dr.  Louis  L.  Dolinsky,  and  Yonkers — Drs. 
Anthony  M.  DeAngelis  and  George  Anopol. 

Committee  on  Infant  Mortality — The  special 
committee  on  infant  mortality  of  the  Medical  So- 
ciety of  the  County  of  New  York  will  hold  a panel 
discussion  on  “Respiratory  Difficulties  of  the  New- 
born” at  the  New  York  Academy  of  Medicine,  New 
York  City,  on  March  21  at  8:30  p.m. 

Dr.  Samuel  Z.  Levine,  professor  of  pediatrics  at 
New  York  Hospital-Cornell  Medical  Center,  will 
be  the  moderator. 

New  Journal  on  Cardiology — Dr.  Simon  Dack, 
New  York  City,  will  be  editor  of  a new  journal  on 
cardiology  entitled  the  American  Journal  of  Cardi- 
ology. Publication  will  begin  in  January,  1958, 
and  the  journal  will  be  devoted  to  clinical  cardi- 
ology with  monthly  departments  on  “What  Is  New 
In  Cardiology.” 

Postgraduate  Course  in  Pediatrics — Postgraduate 
courses  in  pediatrics  will  be  given  by  the  University 
of  Buffalo  School  of  Medicine  on  March  20  and  27 
and  on  April  3,  10,  and  17  at  the  Children’s  Hospi- 
tal, 219  Bryant  Street,  Buffalo.  Information  may 
be  obtained  from  the  University  of  Buffalo  School 
of  Medicine,  3435  Main  Street,  Buffalo  14,  New 
York. 


Personalities 


Appoin  ted 

Dr.  David  R.  Brown,  senior  physician  at  the  J. 

N.  Adam  Memorial  Hospital  in  Perrysburg,  as  a 
supervising  tuberculosis  physician  there  . . . Dr. 
Edward  F.  Delagi,  assistant  professor  of  rehabili- 
tation medicine  at  Albert  Einstein  Medical  College 


in  New  York  City,  as  chief  of  the  division  of  physical 
medicine  and  rehabilitation  at  St.  Joseph’s  Hospital, 
Yonkers  . . . Dr.  Samuel  Z.  Freedman,  President  of 
the  Medical  Society  of  the  County  of  New  York, 
[Continued  on  page  1148] 
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APARTMENTS  FOR  RENT— WESTCHESTER 

WHITE  PLAINS 

30  N.  BROADWAY  cor.  LAKE  ST. 

THE 

WESKORA 

DISTINCTIVE  6-STORY 
ELEVATOR  APARTMENT 

Easy  Walking  Distance 
to  Best  Shopping  Areas, 

Schools,  Churches, 

Transportation. 

2 PROFESSIONAL  APARTMENTS 

waiting  room,  2 private  rooms,  718  sq.  ft. 

jigan- 1 

m waiting  room,  3 private  rooms,  dark  room,  1012  sq.  ft. 

GARAGE  IN  BUILDING 

ur  B. 

WHITE  PLAINS  8-6424 


WATERS  EDGE 

In  the  Heart  of  Brooklyn's  Fashionable 

Shore  Road  Section 


Shore  Rd.  Cor.  93d  St.,  Brooklyn,  NY. 
Phone:  SHore  Road  5-9639 


OFFICE  TO  SHARE 

Sujtable  for  specialist:  New  air  conditioned  professional 
building,  with  all  facilities  and  situated  in  fastest  growing 
area  of  North  Shore  of  Long  Island.  Four  excellent  Hos- 
pitala  nearby.  Phone  Great  Neck  2-8400 


lark,  I 

ilnn  

u-  

958,  Suitable  for  specialist;  recently  furnished;  full  or  part 
time.  Separate  consultation  room  if  desired;  in  most  de- 
1™‘  I sirable  professional  building  on  North  Shore  of  Long  Island 
— Four  Hospitals  nearby.  Phone  Manhasset  7-1424. 


OFFICE  TO  SHARE 


naif 
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iff  | 
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M? 
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OFFICE  TO  SHARE 


Park  Avenue  near  63rd  Street.  Exclusive  use  or  share  two 
or  three  rooms.  Furnished  or  unfurnished.  Share  waiting 
room.  Beautifully  furnished  office.  TE-8-7117. 


FOR  RENT 


Long  Beach,  Long  Island — Air-conditioned  Professional 
Building  nearing  completion.  Suites  of  various  sizes  avail- 
able for  specialist  in  ENT,  Psychiatry,  dermatology,  etc. 
Phone  or  write  Bernard  Miller,  19  W.  26th  St.,  N.Y.C. 
MU  5-7993. 


;iol  I. 
ital,  [ 
I of  | 
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FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


Electrocardiographic  Interpretation  by  N.  Y.  cardiologist. 
Airmail  service.  Box  539,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Established  good  Orthopedic  practice  for  sale  due  to  recent 
death.  Will  help  with  introductions.  Records  and  office 
available.  Immediate  action.  Call  or  write: 

J.  Jacques  Stone,  Counsellor  at  Law 
22  East  40th  Street 
New  York  16,  New  York 
Murray  Hill  6-4740 


WANTED 


PHYSICIAN  wanted  for  July  and  August  1957  to  assist  in 
my  practice  at  Chautauqua.  N.Y.S.  license  required.  At 
least  one  year  hospital  training  necessary,  preferably  in 
internal  medicine.  Box  46,  Chautauqua,  N.  Y. 


WANTED 


Position  as  full-time  School  Physician  in  New  York  State. 
Write  Box  572,  N.  Y.  St.  Jr.  Med. 


Doctor  wanted  by  children’s  camp  for  July  1957.  Write 
Mr.  M.  Deutsch,  2065  Brown  Street,  Brooklyn  29,  N.  Y. 


FOR  SALE— OFFICE  AND  HOME 


Established  20  years  of  practice.  Modern  building:  advan- 
tageous location  in  Riverhead,  L.  I.  Close  to  open  hospital. 
Forany  type  of  specialty  or  general  practice.  Available  now. 
Tel.  PArk  7-4235. 


RADIOLOGIST — Practice  for  sale,  New  York  City.  Com- 
plete office,  twelve  rooms,  mid-town  Fifth  Avenue.  500  M.A. 
machine,  motor-driven  tilt  table,  extra  Huoroscope,  complete 
accessories  and  furnishings.  Box  573,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Huntington,  Long  Island — Doctors  suites  available  in  new 
airconditioned  medical  building  being  constructed  by  estab- 
lished eight  man  group.  Exoellent  location  for  ENT,  ophthal- 
mologist, urologist,  psychiatrist,  dental  specialties,  etc. 
Box  574,  N.  Y.  St.  Jr.  Med. 


LOCATION  WANTED 


Board  eligible  Pediatrician  30,  married,  desires  association 
with  individual,  group,  or  private  practice.  At  present  in 
practice:  want  to  relocate  in  north  east.  Box  575,  N.  Y. 
St.  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Rockland  County:  Rapidly  expanding  community  needs 
physician.  Professional  center  has  D.D.S.  and  Pharmacy. 
Forty  minutes,  to  N.  Y.  C.  Dr.  D.  Fishman,  West  Nyack, 
N.  Y.  NYack  7-4600. 
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as  chairman  for  the  physicians  division  in  the  1957 
Red  Cross  campaign  for  members  and  funds  for  the 
New  York  Chapter  . . . Dr.  Morris  A.  Jacobs,  Port 
Richmond,  as  Commissioner  of  Hospitals  of  New 
\ork  City  . . . Dr.  John  G.  Masterson,  Brooklyn,  as 
chairman  of  the  Committee  on  Gynecology  of  the 
Chemotherapy  Study  Program  of  the  National 
Chemotherap3r  Service,  Division  of  the  National 
Institute  of  Health  . . . Dr.  K.  H.  Ronald  Chang, 
assistant  to  the  principal  surgeon  at  Mt.  Morris 
State  Tuberculosis  Hospital,  as  principal  thoracic 
surgeon  at  the  J.  N.  Adam  Memorial  Hospital  in 
Perrysburg  . . . Dr.  Ada  Chree  Reid,  executive 
director  of  Physicians’  Home,  as  a member  of  Mayor 
Robert  A.  Wagner’s  Advisory  Committee  for  the 
Aged. 

Speakers 

Dr.  Bernard  Berman,  instructor  in  pediatrics, 
University,  of  Rochester  School  of  Medicine,  before 
the  Fulton  County  and  Montgomery  County  Medi- 
cal Societies  on  February  28  on  “Allergy  in  Chil- 
dren” . . . Dr.  Gerard  Eastman,  instructor  in  medi- 
cine at  the  State  University  of  New  York  College  of 


Medicine  in  Syracuse,  before  the  Chemung  County 
chapter  of  the  Academy  of  General  Practice  on 
February  27  on  “Recent  Advances  in  the  Use  of 
Antibiotics”  . . . Dr.  Edward  E.  Fischel,  director, 
Department  of  Medicine  at  the  Bronx  Hospital, 
before  the  physicians  of  Suffolk  County  on  March  9 
on  “Rheumatic  Fever — Rheumatic  Heart  Disease” 
. . . Dr.  Samuel  J.  Prigal,  assistant  professor  of 
medicine,  New  York  Medical  College,  before  the 
Rensselaer  County  Medical  Society  on  March  12  on 
“Sinus  and  Respiratory  Infections,  with  Special 
Reference  to  Therapy.” 

Honored 

Dr.  Milton  J.  Goodfriend,  director  of  obstetrics 
and  gynecology  at  the  Morrisania  City  Hospital 
and  clinical  professor  of  obstetrics  and  gynecology  at 
New  York  Medical  College,  at  the  annual  dinner 
of  Bronx  physicians  for  the  United  Jewish  Appeal 
on  April  13  at  the  Hotel  Roosevelt,  Madison  Avenue 
and  45th  Street,  New  York  City. 

Retired 

Dr.  William  Field,  as  chief  surgeon  at  Brooklyn 
Hospital,  after  thirty-five  years  of  service. 


Pediatric  Section  Meeting 

A meeting  of  the  Pediatric  Section  of  the  Medical 
Society  of  the  County  of  Kings  and  the  Academy  of 
Medicine  of  Brooklyn  will  be  held  on  March  25  at 
8:45  p.m.  in  the  Kings  County  Medical  Society 
auditorium,  1313  Bedford  Avenue,  Brooklyn.  Dr. 
William  Dameshek,  director  of  the  Blood  Research 
Laboratory,  New  England  Center  Hospital,  Bos- 
ton, Massachusetts,  wall  speak  on  “Purpura  in 
Childhood.” 

Symposium  on  Cardiovascular  Disease 

The  third  annual  symposium  on  cardiovascular 
disease  sponsored  by  the  Stamford  Heart  Associa- 
tion will  be  held  on  April  4 from  9:30  a.m.  to  5:00 
p.m.  at  the  Connecticut  Power  Company  Audi- 
torium, 429  Atlantic  Street,  Stamford,  Connecticut. 
Speakers  will  include  Dr.  Robert  L.  Levy,  professor 
of  clinical  medicine  Emeritus,  College  of  Physicians 
and  Surgeons,  Columbia  University,  who  will  speak 
on  “Some  Current  Views  on  Management  of  Cardiac 
Infarction,”  and  Dr.  Charles  K.  Friedberg,  associate 
clinical  professor  of  medicine,  College  of  Physicians 
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and  Surgeons,  Columbia  University,  who  will  speak 
on  “Treatment  of  Refractory  Heart  Failure.” 

National  Industrial  Health  Conference 

The  twelfth  National  Industrial  Health  Confer- 
ence will  be  held  at  Kiel  Auditorium,  St.  Louis, 
Missouri,  April  20  through  27.  There  will  be  more 
than  100  technical  exhibits  in  addition  to  sympo- 
siums, panel  discussions,  committee  conferences,  and 
meetings  of  company  physicians.  The  complete 
program  may  be  obtained  by  writing  to  Dr.  E.  C. 
Holmblad,  managing  director,  Industrial  Medical 
Association,  28  East  Jackson  Boulevard,  Chicago  4, 
Illinois. 

Congress  of  Group  Psychotherapy 

The  second  International  Congress  of  Group 
Psychotherapy  will  be  held  in  Zurich,  Switzerland, 
on  August  29  through  31,  immediately  preceding 
the  second  International  Congress  of  Psychiatry. 
For  further  information  write  to  Dr.  W.  J.  Warner, 
812  Stuart  Avenue,  Mamaroneck,  New  York. 

New  York  State  J.  Med. 
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ointment 


promotes  “early,  clean  and  healthy  healing ” 

/ifL  • traumatic  and  infectious  wounds 

• burns  (first,  second,  third  degree) 

• abdominal  fistulae  and  wounds 

• pressure  sores  and  ulcers 

• pilonidal  cysts  and  sinuses 

• ano-rectal  wounds  • chest  wounds 


/rr 


1 

-iXu 


This  confirms  previous  findings  regarding  the 
efficacy  of  soothing,  protective,  non-irritant  Desitin 
Ointment — rich  in  cod  liver  oil — to  accelerate  healing 
in  many  other  skin  conditions  . . . diaper  rash, 
ulcers  (decubitus,  varicose,  diabetic),  etc. 

samples  and  new  reprint 1 on  request. 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 

1.  Grayzel,  H.  G.,  and  Schapiro,  S.:  Western  J.  Surgery,  Obstet.  & Gyn.,  Oct.  1956. 
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Officers — County  Medical  Societies — 1957 


TOTAL  31EMBERSHIP  AS  OF  MARCH  15,  1957—24,310 


Count y 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
Schoharie .... 
Schuyler  .... 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren ...... 

Washington.  . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


Thomas  I.  Tyrrell Albany 

Kurt  Zinner Wellsville 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Roland  J.  Walker Auburn 

Albert  W.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Oxford 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

Aaron  Kottler Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Paul  H.  Sullivan Great  Neck 

Samuel  Z.  Freedman.  . . .New  York 
Charles  M.  Dake,  Jr..  .Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam Monroe 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . Flushing 

John  P.  Jaffarian Troy 

Cyril  M.  Levin Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton  ....  Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Welton  D.  Brown Nichols 

C.  Douglas  Darling Ithaca 

John  A.  Olivet Kingston 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romaek.  . . .Cambridge 

Thomas  C.  Hobbie Sodus 

Howard  J.  Dunlap.  . .New  Rochelle 

R.  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Raoul  E.  Vezina Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghtor 

Joseph  A.  Landy Brom 

Alden  K.  Boyd Binghamtor 

James  Durkin Olear 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestowr 

Robert  E.  Good Elmirs 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Sawyer  A.  Glidden Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochestei 

Robert  W.  Dunlap,  Jr. . . Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert.  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswegc 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei.  . .Staten  Islanc 

Marjorie  R.  Hopper Nyacl 

Maurice  J.  Elder Massent 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Water loc 

Milton  Tully Hornel 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owegc 

Murray  P.  George Ithaci 

Herbert  B.  Johnson  . . Kingstoi 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman.  . . Fort  Edwarc 

Leman  W.  Potter Newarl 

Arthur  H.  Diedrick  . . . Port  Cheste 

Paul  A.  Burgeson Warsav 

Paul  C.  Johnson Pann  Yai! 
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CLASSIFIED  ADVERTISING 


HELP  WANTED  MALE 


Physician  Wanted.  Excellent  opportunity  in  N.Y.C.  office 
of  large  insurance  company.  36!4  hour  week!  Liberal  com- 
pany benefits.  Include  r&um4  in  first  letter.  Box  934,  125 
West  41  Street,  N.Y.C. 


PHYSICIANS  WANTED 


■Li: 

Bm 


MALE  & FEMALE  (LICENSED)— for  Children’s  Camps; 
good  salary;  Summer,  Free  Placement  Service  (250  Member 
Camps).  Write  or  contact:  Association  of  Private  Camps. 
55  West  42nd  Street,  New  York  36,  N.  Y. 


PHYSICIAN  WANTED 


Ea 

i (hi 

ifctai 


Associate  in  General  Practice,  some  Obstetrics,  in  growing 
area  within  75  miles  of  New  York  City.  Salary  for  six 
months,  then  percentage.  Box  559,  N.  Y.  St.  Jr.  Med. 


H.is 


111 


POSITION  WANTED 


Internist  certified;  also  trained  radiology  & qualified  g-i  x- 
ray;  desires  association  established  individual  or  group. 
Box  522,  N.  Y.  St.  Jr.  Med. 


■rj: 


tie  Fi 

,!er.  i 

- : 


Two  University  trained  internists,  one  board  certified,  one 
board  qualified.  Major  subspecialty  interests  Cardiology, 
Neurology,  Endocrinology,  Pulmonary  diseases  and  Gastro- 
enterology. Desire  to  establish  in  area  where  there  is  a need 
for  their  services.  Box  558,  N.  Y.  St.  Jr.  Med. 
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Surgeon,  Board  eligible,  29,  with  family;  desires  location  to 
practice  or  association.  Upstate  New  York  preferred. 
Available  July  1,  1957.  Box  569,  N.  Y.  St.  Jr.  Med. 


Physician  desires  to  associate  with  a very  busy  General  Prac- 
titioner. Bronx  only.  Would  consider  buying  later.  Would 
cover  vacations,  holidays  temporarily.  Box  568,  N.  Y.  St. 
Jr.  Med.  or  call  YO  9-8598. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  850,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Med. 


Recently  vacated  combination  home  and  office  of  E.E.N.T. 
specialist,  due  to  health.  Central  New  York.  Open  hos- 
pital 7 miles  distant.  Box  566,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


11  room  house  in  nice  section  of  North  Bergen,  N.  J.-  Bath 
every  floor.  Finished  basement.  Must  be  seen.  Asking 
833,000.  UNION  7-0656,  UNION  7-2029,  BRYANT  9-6086. 


Unopposed  active  general  practice.  Finger  Lakes  region. 
Modern  3 bedroom  home-office  combined.  Open  hospital  4 
miles.  Wonderful  opportunity  for  active  physician.  Price: 
$24,000 — $10,000  will  handle,  balance  out  of  income.  Box 
570,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  AND  PSYCHIATRISTS  FOR 
CALIFORNIA  STATE  STREAMLINED  EM- 
PLOYMENT PROCEDURE:  By  interview  only 
(no  written  examinations).  Interviews  held 
periodically  in  California  and  nationwide.  Wide 
choice  of  positions  in  15  large  State  hospitals, 
institutions,  and  veteran  homes.  40  hour  week, 
liberal  vacation  and  other  benefits  including 
generous  retirement  annuities.  Annual  salary 
increases.  Three  salary  groups:  $10,860  to 

$12,000;  $11,400  to  $12,600;  $12,600  to  $13,800. 
Candidates  must  be  U.  S.  citizens  and  in  possession 
of,  or  eligible  for,  California  license.  For  full 
information  write  to  Miss  Carmack,  Supervisor, 
Medical  Recruiting,  Box  D,  State  Personal  Board, 
801  Capitol  Avenue,  Sacramento,  California. 


FOR  SALE 


Cystoscope,  Brown-Buerger,  21  French,  convertible,  2 
sheaths,  telescope,  catheterizing  telescope.  Like  new.  Price 
S175.  Box  571,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Large  family  home  with  adjoining  four  room  office  com- 
pletely equipped  for  eye,  ear,  nose  and  throat  specialist. 
Complete  $20,000  or  equipment  separately.  Saratoga 
Springs,  N.  Y.  Box  562,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


Beautiful  split-level  home-office  9 rooms  3 baths  fully 
equipped  X-RAY  BMR  EKG  etc.  Adjacent  shopping  cen- 
ter fastest  growing  community  on  Long  Island.  Wonderful 
potential,  specializing  $32,000.  Box  563,  N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations. 

Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33‘/»  over  a year,  and  50%  on  paymen.s 
of  S5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


Gap trie ill in  is  Gantrisin  plus  penicillin 
in  a single  tablet.  For  severe  infections, 
Gantricillin-300;  for  mild,  infections, 
Gantricillin  (100);  for  pediatric  infections, 
Gantricillln  (acetyl) -200  suspension. 

Gantricillin®  Gantrisin®  - brand  of  sulf isoxazole 
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For  hypertension— helping  the  hypertensive  to  help  himself 

THEOMINAL’  R.S. 

(Theominal  with  Rauwolfia  serpentina) 


■ synergistic  antihypertensive  relaxant 

THEOMINAL— Theobromine  (320  mg.)  and  Luminal®  (10  mg.)  — The  peripheral  vasodilating, 
sedative  and  central  antihypertensive  effects  of  Theominal  gradually  reduce  blood  pres- 
sure to  more  nearly  normal  levels. 

Rauwolfia  Serpentina  alkaloids  (alseroxylon)  1.5  mg.*  — The  cumulative  hypotensive  effect  of 
the  Rauwolfia  serpentina  is  preceded  by  a tranquilizing  action  which  produces  a feeling 
of  well-being  in  the  patient. 

Theominal  R.S.  is  well  tolerated. 

DOSAGE:  1 tablet  two  or  three  times  daily.  When  improvement 
has  been  maintained  for  a time,  the  dose 
may  be  reduced  or  medication  suspended  occasionally 
until  its  resumption  is  indicated. 

SUPPLIED:  Bottles  of  100  and  500  tablets. 

* = 0.3  mg.  reserpine  in  activity 

LABORATORIES  . NEW  YORK  18,  N.  Y. 

Theominal  and  Luminal  (brand  of  phenoborbital), 
trademarks  reg.  U.S.  Pat.  Off. 
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When  a diet  sheet  with  didactic  instructions  is  not  enough . . . 

assign  revicaps  to  police  the  appetite  of 
your  overweight  patients. 

revicaps  safely  curb  the  frustrations  and 
hunger  contractions  that  break  dietary 
discipline  during  the  initial  difficult  phase 
of  weight  reduction. 

revicaps  combine  all  three  accepted 
adjuncts  to  healthy  weight  reduction: 
d-amphetamine,  methylcellulose,  vitamins 
and  minerals. 

Include  revicaps  in  the  reducing  regimen 
you  prescribe. 

Available  on  Prescription  Only 

REVICAPS* 

d - Amphetamine  - Methylcellulose  - Vitamins  and  Minerals 

Dosage:  1 or  2 capsules  V2  to  1 hour  before  meals. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  N.  Y. 

*REG.  U.  S.  PAT.  OFF. 
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accepted 

reducing 

medication 


Pleasant  tasting 

‘ANT 


brand 


PIPERAZINE 


SYRUP  - TABLETS  - WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR’  SYRUP  - Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR*  TABLETS  “Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR*  WAFERS  "Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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relaxes 


fl  mini 


for  anxiety 
and  tension  in 
evei'yday  practice 


nonaddictive,  relatively  nontoxic,  well  tolerated 
well  suited  for  prolonged  therapy 

no  blood  dyscrasias,  liver  toxicity,  Parkinson-like 
syndrome  or  nasal  stuffiness 

chemically  unrelated  to  phenothiazine  compounds 
and  rauwolfia  derivatives 

orally  effective  within  30  minutes  for  a period  of  6 hours 


anxiety  and  tension  states  and  muscle  spasm 


Milt  own 

2-methyl-2-n-propy  1-1,8 -propanediol  dicaroamale — U.S.  Patent  2,726.720 


Tranquilizer  with  muscle-relaxant  action 

WALLACE  LABORATORIES 

New  Brunswick,  N.  J. 

supplied:  1*00  mg.  scored  tablets  ( Bottles  of  50  tablets ) 
Usual  Dosage:  1 or  2 tablets  t.i.d. 
Literature  and  samples  available  on  request 


CM  -3707-  R4 
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--  FLO-TROL 


now  exclusively  on  PLEXITRON® 

Expendable  Administration  Sets 

A simple,  one-hand  adjustment  permits  admin- 
istration of  blood  or  parenteral  solution  at 
exactly  the  prescribed  rate.  FLO-TROL  also  ad- 
justs to  completely  stop  flow  of  fluid.  Fool-proof, 
trouble-free  . . . and  a distinct  advantage  in 
parenteral  therapy. 


FOR  THE  PAST  QUARTER  C E NT  U RY  - P I O N E E R I N G PARENTERALS 


DISTRIBUTED  AND  AV  A I L ABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Poso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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Even  stubborn 

trichomoniasis  yields... 
because  Tricofuron 

is  effective 


during  menstruation, 
the  critical  time 


for  therapy. 


TRICOF 


Recurrences  of  trichomoniasis  “are  most  likely 
to  follow  the  menstrual  period.”1 

“Over  and  over  again  today  patients  are  seen 
with  what  is  said  to  be  an  intractable,  treatment- 
resistant  Trichomonas  infestation,  but  history- 
taking often  reveals  that  such  patients  have  never 
had  treatment  prescribed  during  any  menstrual 
period.”2 

Menstrual  blood  in  the  vagina  “forms  an  ex- 
cellent medium  for  the  rapid  multiplication  of  T. 
vaginalis”3  and  “lowers  the  acidity  of  the  vagina 
and  hence  there  is  a tendency  to  recrudescence 
[of  trichomoniasis]  at  that  time.”4 

Tricofuron  is  powerfully  trichomonacidal 
“even  in  the  presence  of  vaginal  debris  and  men- 
strual blood.”3 


For  44  of  48  patients:  lasting  cure  was  obtained 
with  a single  course  of  Tricofuron  therapy ,3 

Vaginal  Suppositories— for  home  use-each  morn- 
ing and  night  through  one  cycle,  including  the  im- 
portant menstrual  days.  Contain  0.25%  Furoxone® 
(brand  of  furazolidone)  in  a water-miscible  base. 
Box  of  12,  each  sealed  in  green  foil. 

Vaginal  Powder— tor  office  use— applied  by  the 
physician  at  least  once  a week,  except  during  men- 
struation. Contains  0.1%  Furoxone  in  an  acidic 
powder  base  of  lactose,  dextrose,  citric  acid  and  a 
silicate.  Bottle  of  30  Gm. 

References:  1.  Bernstine,  J.  B.,  and  Rakoff,  A.  E.:  Vaginal  Infections, 
Infestations  and  Discharges,  New  York,  The  Blakiston  Company,  Inc., 
1953,  p.  235.  2.  Overstreet,  E.  W.:  Arizona  M.  10:383,  1953. 
3.  Schwartz,  J.:  Obst.  Gyn.,  N.  Y.  7:312,  1956.  4.  Crossen,  R.  J.: 
Diseases  of  Women,  St.  Louis,  The  C.  V.Mosby  Company,  1953,  p.292. 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 


Nitrofurans—a  new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
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ADVANCED  ADJUNCTIVE 
THERAPY  FOR  ELECTRO- 
MUSCLE ACTIVATION 

THE  BIRTCHER 


MYOSYNCHRON 


electro-muscle 

stimulator 


The  Myosynchron  provides 
vigorous  muscle  exercise  with 
minimum  nerve  irritation  and 
muscle  fatigue.  It  is  a low-voltage 
electro-muscle  stimulator  which 
provides  exponential  currents  that 
are  non-irritating.  A precision- 
engineered  unit... it  offers  pulsing, 
tetanizing  and  surging  currents 
for  therapy  in  breaking  up 
lymphstasis  and  muscle  stiffness... 
natural  sequelae  to  sprains, 
strains  and  trauma.  There  are  two 
independent  circuits  of  all  three 
current  forms  allowing  independent 
treatment  of  two  patients  or 
areas  at  the  same  time. 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  LITERATURE  OR  A DEMONSTRATION  OF  THE  BIRTCHER  MYOSYNCHRON 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center — Route  9 
BINGHAMTON,  NEW  YORK 
L.  F.  Hamlin,  Inc.,  34-38  Court  St. 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

Joseph  Weintraub  Surgical,  51  East  168th  St. 

BROOKLYN,  NEW  YORK 

Flatbush  Surgical  Supply  Co.,  1260  Nostrand  Ave. 
Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

BUFFALO,  NEW  YORK 

Ziegler  Pharmacal  Corporation,  500  Franklin  St. 

HAMM0N0SP0RT,  NEW  YORK 

J.  Allan  Shaw  Medical  Supply  Co.,  26-28  Mechanics  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 
NEW  YORK  CITY,  NEW  YORK 
J.  Beeber  Co.,  Inc.,  838  Broadway,  New  York  City  3 
Cochrane  Physician  Supplies  Inc.,  133  East  58th  St. 
Friedenberg  Surgical  Supply  Co., 2019  Amsterdam  Ave. 
S.  G.  Krebs  Co.,  351 — 2nd  Ave.,  New  York  City,  N.Y. 
National  Hospital  Supply  Company  Inc.,  38  Park  Row 
Falk  Surgical,  1430  — 3rd  Ave. 

J.  A.  Preston  Corporation,  175— 5th  Ave. 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

QUEENS,  NEW  YORK 

Leonard  Surgical  Company,  43-2-  Queens  Boulevard 

ROCHESTER,  NEW  YORK 

Monroe  Surgical  Supply  Co.,  93  Monroe  Ave. 

R.  E.  Reynolds  Company,  653  Park  Ave. 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  480  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 
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anything  NEW  for  dizziness? 


YES. 


vertigo 

(AND  A GLANCE  AT  THE  FORMULA  SHOWS  2 REASONS  WHY) 

each  tablet  contains: 

MECLIZINE  (12.5  mg.) —specifically  sup- 
presses labyrinthine  irritation1 

+ 

NICOTINIC  ACID  (50  mg.)  — for  prompt 
increase  of  cerebral  blood  flow2 

Proof?  Try  anti  vert  on  your  next  vertig- 
inous patient.  One  tablet  t.i.d.  before  meals. 

In  bottles  of  100  blue-and-white  scored  tab- 
lets. Rx  only. 


VERTIGO  IN  GERIATRICS 

anttvert  is  particularly  useful  for  the  relief 

of  vertigo  in  the  aging. 


CHICAGO  11,  ILLINOIS 


l.Weil,  L.  L.:  J.  Florida  Acad.  Gen. 
Pract  4.9  (July)  1954.  2.  Williams, 
Henry  L : J.  Michigan  State  Med. 
Society  51:572-576  <May)  1952. 
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does  not  give 

a false  sense 
of  well-being 


does  give 

frue  emotional 
control 


serpasfl  provides  more  than  eupho- 
ria — more  than  temporary  escape 
from  the  stresses  and  strains  that 
are  actually  a “normal”  part  of  life. 
Rather,  Serpasil  sets  up  a “stress 
barrier”  against  anxiety  and  ten- 
sion the  patient  would  otherwise 
find  intolerable.  In  a low,  once-a-day 
dose  Serpasil  keeps  out  external 
pressures  long  enough  for  the  emo- 
tionally disturbed  individual,  with 
your  help,  to  deal  calmly  with  his 
internal  conflicts. 


Serpasil 


(reserpine  CIBA) 


TABLETS,  0.1  mg.,  0.25  mg.  (scored),  1 mg. 
(scored),  2 mg.  (scored)  and  4 mg.  (scored). 
ELIXIRS,  0.2  mg.  and  1 mg. per  4-ml.  teaspoon. 


CIBA 

SUMMIT,  N.  J. 


Although  it  is  first  choice  in  hypertension 
Serpasil  does  not  significantly  lower 
blood  pressure  in  normotensive  patients. 


(Zoxazolamine,*  McNeil) 


engestic  coated  or  plain 

"...17  of  the  20  patients  with  post-traumatic 
muscle  spasm  of  the  low  back  had  excellent  or 
good  responses."’ 

"In  acute  and  chronic  recurrent  low  back  syn- 
drome, seven  of  eight  patients  showed  visible 
objective  improvement."2 

1.  Wallace,  S.  L.:  Zoxazolamine  (Flexin)  in  Low  Back  Disorders, 
to  be  published.  2.  Settel,  E.:  Flexin  in  Geriatric  Skeletal  Muscle 
Spasm,  Am.  Pract.  & Digest  Treat.,  in  press. 

Available:  Tablets,  Engestic  Coated,  pink,  250  mg.; 
bottles  of  36.  Tablets,  scored,  yellow,  250  mg.;  bottles 
of  50. 

*U.  S.  Patent  Pending 

McNeil  Laboratories,  Inc  • Philadelphia  32,  Pa.  o»9T 
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Simplified  dosage* 
to  prevent 
Angina  Pectoris 


Metamine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


‘Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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A “re-view”  of  iron  therapy 


LIVITAMIN 


with  peptonized  iron 
for  dependable 
hemopoietic  response 


It  is  well-established  that  peptonized  iron  is  vir- 
tually predigested.  Anemias  refractory  to  other 
forms  of  iron  will  often  respond  promptly  to 
Livitamin.  And  the  Livitamin  formula,  con- 
taining the  B complex,  provides  integrated 
therapy  to  correct  the  blood  picture,  and  to 
improve  appetite  and  digestion. 

Current  studies*  show  Peptonized  Iron 
— One-third  as  toxic  as  ferrous  sulfate. 

— Absorbed  as  well  as  ferrous  sulfate. 

— Non-astringent. 

— Free  from  tendencies  to  disturb  digestion. 
(One-tenth  as  irritating  to  the  gastric 
mucosa  as  ferrous  sulfate.) 

— Highly  effective  in  iron-deficiency  anemias. 

•Keith,  J.H.:  Utilization  and  Toxicity  of  Pep- 
tonized Iron  and  Ferrous  Sulfate.  Read  before 
the  American  Association  for  the  Advancement 
of  Science,  Atlanta,  Georgia,  December,  1955 


OZ 


EACH  FLUIDOUNCE  CONTAINS: 

Iron  peptonized  0.42  Gm. 

(Equiv.  in  elemental  iron  to  71  mg.) 
Manganese  citrate,  soluble  . . . 0.158  Gm. 

Thiamine  hydrochloride  10  mg. 

Riboflavin  10  mg. 

Cobalamin  Cone. 

(Vitamin  B,2  activity) 20  meg. 

Niacinamide  50  mg. 

Pyridoxine  hydrochloride 1 mg. 

Pantothenic  acid 5 mg. 

Liver  fraction  1 2 Gm. 

Rice  bran  extract  . . 1 Gm. 

Inositol 30  mg. 

Choline  60  mg. 


The  S.  E.  MASSENGILL  Company 


New  York 


Bristol,  Tennessee 
Kansas  City  San  Francisco 
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a penetrant  emulsion 
lor  chronic 
constipation 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeates  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss 
makes  it  more  movable 


penetrates 


softens  “bulks  it  up"  makes  it  more  movable 


KONDREMUL  (Plain)— Pleasant-lasting  and 
non-habil-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascara)— 0.66  Gm.  nonbiller 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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KONDREMUL  / PATG 


blepharitis  responded  dramatically  to  both  the  drop 
and  ointment  form  of  therapy”  t 
allergic  conjunctivitis  “cleared  almost  completely 
in  48  hours...”  in  12  of  14  casest 
acute,  infectious,  gram-positive  conjunctivitis 

38  of  42  cases  “subsided  within  four  to  seven  days ”t 

episcleritis  “responded  successfully  to  topical  Metimyd ”t 

marginal  ulcers  “completely  cleared  in  24  hours”  t 


i Abrahamson,  I.  A.,  Jr.,  and  Abrahamson,  I.  A.,  Sr.: 
Am.  J.  Ophth.  42:482,  1956. 


Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


rZ 


consistently 


Ointment  with  Neomycin 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 


■ 4 >'*  ,:£m 

. 


external 

eye 

conditions 


Ophthalmic  Suspension 


(prednisolone  acetate  and  sulfacetamide  sodium) 


respond  to... 

METIMYD 


i 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 
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PANMYCIN*  PHOSPHATE 


Sac/i  caitAule  con/atnA  : 
r^/eti'acyc/ine  fi/ici/i/ia/e  compiled: 
eyidva/ent  to  250  witp.  Oeti<ac^c/ine  /iydj<ec/t/cj'tde 


jfn (lira tic m and  delate: 
ffame  al  fiw  fetrac ycline  /t tjd vcc/i /o rede 

S^a/t/i  /ted: 

‘cd/es  c^JG  and  JO 0 ca/iudei 
‘Trademark,  Reg.  U.S.  Pat.  Off. 


Upjohn 
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CONTINUING 

ANTIBACTERIAL 

EHycetin 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


SENSITIVITY  OF  4 CLINICALLY  IMPORTANT  PATHOGENS  TO  CHLOROMYCETIN 
AND  TO  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 


100 

CHLOROMYCETIN  96.0% 

NONHEMOLYTIC  ANTIBIOTIC  A 58.0%  | 

STREPTOCOCCUS 

50  STRAINS  ANTIBIOTIC  B 78.0%^^— 

ANTIBIOTIC  C 92.0%^^M^HBHHB 


90  80  70  60  50  40  30  20 


10 


CHLOROMYCETIN  94.2% 
STAPHYLOCOCCUS 
AUREUS 
242  STRAINS 


ANTIBIOTIC  A 48.3% 


ANTIBIOTIC  B 18.2% 
ANTIBIOTIC  C 47.5%HHHHHHHHi 


PROTEUS  GROUP 

133  STRAINS 


CHLOROMYCETIN  45.1% 

ANTIBIOTIC  A 51.2% 

ANTIBIOTIC  B 0% 
ANTIBIOTIC  C 3.6%  ■ 


ESCHERICHIA  COLI 

486  STRAINS 


CHLOROMYCETIN  65.9%  WM 

ANTIBIOTIC  A 59.2% 
ANTIBIOTIC  C 60.5%  I 


*This  graph  is  adapted  from  Rantz,  L.A.,  & Rantz,  H.  H.:  Arch.  Int.  Med.  97:694,  1956.  It  is  based 
on  in  vitro  studies  of  bacteria  freshly  isolated  from  clinical  materials. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent  and,  because  certain 
blood  dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires 

prolonged  or  intermittent  therapy.  c*  *r 

PARKE,  DAVIS  & COMPANY  ■ DETROIT  32,  MICHIGAN  ; j£); 


50109 


£ * 


deal  for  inflammatory/ infectious  dermatoses 

NEO-MAGNACORT 

jomycin  and  ethamicort  i • I • i 

topical  ointment 

lEOMYClN+the  first  water-soluble  dermatologic  corticoid 

outstanding  availability , 'penetration,  therapeutic  concentrations  and  potency 
-without  systemic  involvement . In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  and 
.5%  ethamicort  (Magnacort). 

or  inflammation  without  infection  MAGNACORF  topical  ointment 

brand  of  ethamicort  1 

n 1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 


FIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc. 


Brooklyn  6,  Neiv  York 

“Trademark 


PREMOCILLIN 


DYNAMIC 
ANTI-INFECTIVE 
THERAPY  for  mixed 
infections...  PREMOCILLIN 
penicillin  — triple  sulfonamide 
combination  in  exceptionally  palatable 
fluid  form  . . . provides  a wider  antibacterial 
spectrum;  is  convenient  to  administer  and  is  usually 
well  tolerated.  PREMOCILLIN  combines  250,000  U.  potassium 
penicillin  G and  0.5  Gm.  sulfonamide  (0.167  Gm.  each  sulfadiazine,  sulfamerazine, 
sulfacetamide)  per  teaspoonful.  • Coming  soon  Premo’s  REVOLUTIONARY,  NEW  TRANQUILIZER! 


premo  pharmaceutical  laboratories,  i n c . , south  hackensack,  new  jersey 
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JUST  AS  A REMINDER 

^ B.U.77 fr'iddcccfr  to  / 


AURALCAN 


IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 


O-TOS-MO-SAN 


'ERICIDAL  - FUNGICIDAL 


BROAD-SPECTRUM 
THERAPY  WITHOUT 
ANTIBIOTICS 


RHINALGAN 


NASAL  SPRAY 


"NOT  JUST  ANOTHER 
DECONGESTANT" 


THROAT  SPRAY  • GARGLE  • SV\ 


FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 


D O H O CHEMICAL  CORP.,  100  VARICK  ST.,  NEW  YORK  13,  N.Y. 
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hooked ! 


sterane 9 won’t  show  your  arthritic  where  they’re 
running  or  make  them  strike . . . hut  Sterane  will 
help  him  cast,  play,  net  or  pursue  almost  any  sport 
or  job,  by  reducing  joint  pain,  swelling  and  immo- 
bility. Sterane  (prednisolone) , the  most  potent  anti- 
rheumatic  steroid,  is  supplied  as  white,  scored  5 mg. 
tablets  (bottles  of  20  and  100)  and  pink,  scored  1 mg. 
tablets  (bottles  of  100). 

Pfizer)  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


1177 
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Hydrochloride 

Chlortetracycline  HC1  Lederle 


The  confidence  with  which  physicians  today  employ 
aureomycin  in  the  control  of  infections  is  based 
on  its  established  reputation  as  a well-tolerated, 
fast-acting,  highly  effective  antibiotic. 

World-wide  use  of  aureomycin  has  compiled  an 
incontestable  record  of  therapeutic  value  in  the 
treatment  of  a wide  group  of  bacterial,  rickettsial, 
protozoan,  and  certain  viral  infections.  Few 
therapeutic  agents  have  been  so  extensively  used 
(more  than  a billion  doses),  so  thoroughly  proved 
(more  than  8,000  clinical  reports). 


A convenient  dosage  form  for  every  medical  requirement 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY. 
PEARL  RIVER,  NEW  YORK  *Reg.  U.  $.  Pot.  Off. 


relieves  the  discomfort  of  colds 


‘TABLOID’ 

‘EMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  Tuckahoe,  n.  y. 
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much  less  CNS  overstimulation  . . , 


less  than  any  other  anorexic  you're  using  „ . . 


only  3.7%  of  699  patients  on  proper  dosage 
schedule  exhibited  CNS  overstimulation  with 


Synatan  ( tanphetamin / 


A A r\  A 

I I / \ § \ § 1 


A 


Synatan 

tanphetamin  protocolloid  complex,  Irwin,  Niesler 

^ y-V  /“% 


the  smoothest  amphetamine  compounds  you  can  use  . . . 


I i \J 


\ 


{ \J  \)  X 

Seco  Synatan 

Synatan  with  secobarbital 


each  Synatan  tabule  contains  tan- 
phetamin (dextro  - amphetamine 
tannate)  17.5  mg.,  equivalent  to 
5.25  mg.  of  (/-amphetamine  base. 

Seco-Synatan  contains  Synatan 
17.5  mg.  and  secobarbital  35.0  mg. 

dosage:  One  or  two  tabules  at 
10:00  a.m.  for  all  day  control. 


To  serve  your  patients  today— 
call  your  pharmacist  for  any  addi- 
tional information  you  may  need  to 
help  you  prescribe  Seco-Synatan  and 
Synatan. 

For  prescription  economy,  pre- 
scribe Synatan  and  Seco-Synatan 
in  50’s. 

*Garrett,  T.  A.:  Clin.  Med.  3:  1185  (Dec.)  1956. 


IRWIN,  NEISLER  & CO.  « DECATUR,  ILLINOIS 
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Conservative  therapy 

in  hypertension 

can  be  made  more  effective 


IN  MANY  OF  YOUR  HYPERTENSIVE  PATIENTS,  conservative  treatment  with  reserpine  can  be 
made  more  effective  by  placing  the  patient  on  safe  combination  therapy. 

EFFECTIVE.  When  combined  with  reserpine,  the  blood  pressure 
lowering  effects  of  protoveratrines  A and  B can  be  achieved  with 
smaller  dosage,  and  with  marked  decrease  in  annoying  side  actions. 

SAFE.  Veralba/R  is  many  physicians’  choice  of  combination  therapy. 
It  can  be  used  routinely  without  causing  postural  hypotension  or 
impairing  the  blood  supply  to  the  heart,  brain  and  other  vital 
organs  Dosage  is  simple. 

ACCURATE.  Veralba/R  potency  is  precisely  defined  by  chemical 
assay.  All  active  ingredients  are  in  purified,  crystalline  form. 

Each  Veralba/R  tablet  contains  0.4  mg.  of  protoveratrines  and 
0.08  mg.  of  reserpine.  Bottles  of  100  and  1000  scored  tablets. 

‘Trademark 


PITMAN -MOORE  COMPANY,  Division  of  Allied  Laboratories,  Inc.,  Indianapolis  6,  Indiana 
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symptomatic  relie j . . . plus ! 

ACHROCIDIN 


TETRACVCLINE-ANTIHIST  AM  INE-AN  ALGESIC  COMPOUND 

tablets  and  syrup 


Achrocidin  provides  early  effective  ther- 
apy for  undifferentiated  upper  respiratory 
infections,  especially  in  the  very  young  and 
very  aged;  nephritics;  susceptibles  to  re- 
current middle  ear  and  sinus  infections; 
those  with  diabetes,  chronic  pulmonary 
diseases,  bronchial  asthma  of  the  infec- 
tious type,  rheumatoid  or  rheumatic  dis- 
orders. 

In  addition  to  rapid  symptomatic  improve- 
ment, achrocidin  offers  prompt,  potent 
control  of  the  bacterial  component  fre- 
quently responsible  for  complications  lead- 
ing to  prolonged  disability  in  susceptible 
individuals. 


Adult  dosage  for  achrocidin  Tablets  and 
new,  caffeine-free  achrocidin  Syrup  is 
two  tablets  or  teaspoonfuls  of  syrup  three 
or  four  times  daily.  Dosage  for  children 
according  to  weight  and  age. 

A vailable  on  prescription  only 

Each  tablet  contains: 

Achromycin®  Tetracycline 
Phenacetin 
Caffeine 
jalicylamide 
Chlorothen  Citrate 

' T rademark 


125  mg. 
120  mg. 
30  mg. 
150  mg. 
25  mg. 


no 


h 
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70441 I 


AFTER  ALMOST 
! FIVE  YEARS  OF 

| INVESTIGATION 

AND  EXTENSIVE 
I CLINICAL  USE 

1 (MILLIONS  OF 

PRESCRIPTIONS) 
; THERE  HAS  NOT 

REEN  A SINGLE 
REPORT  OF 
A SERIOUS  OR 
| FATAL  REACTION 

TO  ERYTHROCIN 


This  remarkable  safety  record  stands  un- 
paralleled in  systemic  antibiotic  therapy 
today.  In  addition  to  being  an  unusually 
well-tolerated  drug  . . . erythrocin  (com- 
pared to  most  other  commonly-used  anti- 
biotics) is  virtually  free  of  side  effects. 

Still,  with  this  virtual  freedom  from  tox- 
icity, ERYTHROCIN  is  effective  in  the  great 
majority  of  common,  bacterial  respiratory 
infections.  In  speaking  of  pneumonia,  Her- 
rell  said,  “the  lack  of  toxic  manifestations 
following  administration  of  erythromycin 
today  actually  favors  its  use  over  that  of 
the  broad-spectrum  antibiotics  in  the  treat- 
ment of  this  infection." 1 

While  discussing  purulent  cellulitis  and 
sepsis  due  to  staphylococci,  Eastman,  et  al., 
mentioned  erythromycin  as  a drug  of  first 
choice  in  treating  these  conditions .s 


Meanwhile,  Solomon  and  Johnston  stated, 
“in  the  staphylococcic  and  streptococcic  in- 
fections, other  than  pneumonias,  without 
exception  the  results  of  treatment  with  ery- 
thromycin were  excellent.”3 

IN  ANTIBIOTIC  THERAPY 

You,  too,  can  have  these  same  good  results 
in  your  everyday  practice— plus  the  assur- 
ance of  prescribing  a drug  proved  to  be 
exceptionally  well-tolerated  in  almost  five 
years’  use.  Filmtab  erythrocin  Stearate 
(100  and  250  mg.),  in  bottles  of  25  and  100. 


1.  Herrell,  W.  E . Erythromycin,  Antibiotics  Mono- 
graphs, No  l.p  34. New  York,  Medical  Encyclopedia 
Inc.,  1955  2.  f astman,  G.,  Cook,  E.  and  Bunn.  P., 

N Y.  State  J.  Med..  56:241.  1956.  3.  Solomon,  S.  0 0 l-l- 

and  Johnston,  8 , Amer.  J.  Med. Sc.. 230:660, 1955.  V_A/UO"OlA/ 


®Filmtab  — Film-sealed  tablets,  Abbott;  pal  applied  for. 


when  prescribing 

a diaphragm 

new— woven  plastic— 


. . capable  of  producing 
lesions  virtually  anywhere 
on  the  body  surface.  . . . 

At  times  it  seems  as  if  every 
Staphylococcus  is  different.”1 


c 


low  improved  control  of  the 
ibiquitous  Staph,  with  new 


MATROMYCIN 

(AND  OF  OLEANDOMYCIN 


>r  the  common  bacterial  infections  that  you 
"eat  with  antibiotics  other  than  broad, spec- 
'um  . . . clinical  success  even  in  cases  of  anti- 
iotic-resistant  staphylococci 

' no  predictable  cross  resistance  with  peni- 
illin,  erythromycin,  streptomycin,  tetracy- 
line,  oxytetracycline  and  chlortetracycline 

l resistance  to  Matromycin  itself  does  not 
eadily  occur  and  emerges  slowly  and  in 


adaptive  fashion,  as  shown  by  experiments 
with  various  strains  of  M.  pyogenes  (clinical 
isolates)2 

■ outstandingly  safe  and  well  tolerated 
Available  in  250  mg.  capsules,  bottles  of  16 

references.  1.  McDermott,  W. : Ann.  New  York  Acad.  Sc.  65 :59 
(Aug.  31)  1956.  2.  Noyes,  H.  E. ; Nagle,  S.  C.,  Jr.  : Sanford,  J.  P., 
and  Robbins,  M.  L.  * Antibiotics  & Chemother  6 :450  (July)  1956. 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


World  leader  in  antibiotic  development  and  production 


RamvUoid 

A Dependable  Antihypertensive 

“...by  far  the  most  effective 

and  useful  orally  administered  agent  for  reducing  blood 
pressure  . . . fully  worthy  of  a trial  in  every  case  of 
essential  hypertension  in  which  treatment  is  thought 
necessary.  The  severe  cases,  which  always  need  treat- 
ment, are  as  likely  to  respond  as  the  mild.”1 

1.  Locket.  S.:  Brit.  M.J. 
i:809  (Apr.  2)  1955. 

An  Effective  Tranquilizer,  too 

“ . . . relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.”2  Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  diseases 
burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas 
M.  Soc.  57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


A logical  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 


Rauwiloid  +Veriloid 


In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon)  and  3 mg.  Veriloid  (alkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

H examethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  Yl 
tablet  q.i.d. 


Riker 


LOS  ANGELES 
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Since  daily  dosage  is  an  important  part 
of  supplementation,  gevral  is  now 
packaged  in  a special  .jubilee  jar— an 
attractive  container  of  100  capsules 
for  the  family  dining  table.  Specify 
gevral.  Your  patients  will  remember 
to  take  their  “vitamins”  regularly  when 
they  have  the  jubilee  jar  before 
them  at  mealtime. 

Gevral  is  aptly  formulated  to  meet  the 
broad  vitamin-mineral  requirements  of 
daily  life.  Balanced,  comprehensive, 
gevral  provides  14  vitamins,  1 1 min- 
erals and  Purified  Intrinsic  Factor 
Concentrate.  Dosage  is  only  one  dry- 
filled  capsule  daily. 


Each  gevral  capsule  contains: 


VITAMIN-MINERAL  SUPPLEMENT  LEDFRLE 


1 

m?jj  fine 


filled  sealed  capsules 


Vitamin  A 5000  I 

Vitamin  D 500  l 

Vitamin  B^. 

Thiamine  Mononitrate  (BU 
Riboflavin  ( B..) 

Niacinamide 
Folic  Acid 
Pyridoxine  HC1  (B,;) 

Ca  Pantothenate 
Choline  Bitartrate 
Inositol 

Ascorbic  Acid  (C) 

Vitamin  E (as  tocopheryl  acetates) 
1-Lysine  Monohydrochloride 
Rutin 

Purified  Intrinsic  Factor  Concentrate 
Iron  (as  FeSO,) 

Iodine  (as  KI ) 

Calcium  (asCaHPO,) 

Phosphorus  (asCaHPO,) 

Boron  (as  NaL.B,07  • 10IL.O) 

Copper  (as  CuO) 

Fluorine  (as  CaFL.) 

Manganese  (as  MnOJ 
Magnesium  (asMgO) 

Z.inc  (as  LnU ) 


15  mg. 

1 mg. 
0.5  mg. 
5 mg. 
50  mg. 
50  mg. 
50  mg. 
10  I.  U. 
25  mg. 
25  mg. 
0.5  mg. 
10  mg. 
0.5  mg. 
145  mg. 
1 10  mg. 
0.1  mg. 

1 mg. 
0.1  mg. 
1 mg. 
1 mg. 
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Mom  “wears 
the  pants” 
once  too 
often 


frozen 

shoulder 

Bursitis  and  tenosynovitis  are  new  terms  to  home- 
makers, but  they  are  not  uncommon  sequels  to  over- 
exertion. Early  antirheumatic  therapy  is  to  be 
encouraged  in  the  treatment  of  these  conditions,  as 
it  is  in  more  serious  rheumatic  conditions,  to  allevi- 
ate pain  and  prevent  progression  of  the  disorder. 
With  adequate  therapy  the  prognosis  of  bursitis  in 
its  acute  stage  is  good.  Delaying  therapy  may  result 
in  extension  of  the  inflammation  and  gross  anatom- 
ical changes  that  tend  to  incapacitate  the  patient. 

Sigmagen  provides  doubly  protective  corticoid-sali- 
cylate  therapy— a combination  of  Meticorten®  (pred- 
nisone) and  acetylsalicylic  acid  providing  additive 
antirheumatic  benefits  as  well  as  rapid  analgesic 
effect.  These  benefits  are  supported  by  aluminum 
hydroxide  to  counteract  excess  gastric  acidity  and  by 
ascorbic  acid,  the  vitamin  closely  linked  to  adreno- 
cortical function,  to  help  meet  the  increased  need  for 
this  vitamin  during  stress  situations. 


protective  corticoid-salicylate  therapy 

SlGMAG€N 

corticoid-analgesic  compound  TphlpfQ 


for  patients 
who  go  beyond 
their  physical 
capacity 


*r.M. 


One  donnagesic  Extentab  gives  10 
to  12  hours  of  steady,  high-level  codeine 
analgesia.  Rebuilding  of  effective 
analgesia  with  repeated  doses  is  avoided. 
Patient  comfort  is  continuous. 

There  is  more  pain  relief  in  donnagesic 
Extentabs  than  in  codeine  alone  — 
codeine  analgesia  is  potentiated  by  the 
phenobarbital  present.  In  addition, 
phenobarbital  diminishes  anxiety,  lowering 
patient’s  reactivity  to  pain. 
donnagesic  is  safer,  too,  for  codeine 
side  effects  are  minimized  by  the  peripheral 
action  of  the  belladonna  alkaloids. 

extended  action — The  intensity  of  effects 
smoothly  sustained  all-day  or  all-night 
by  each  donnagesic  Extentab  is  equivalent 
to,  or  greater  than,  the  maximum  which 
would  be  provided  by  q.  4h.  administration 
of  one-third  the  active  ingredients. 


Donnagesic 

Extentabs* 


extended  action  tablets  of  CODEINE  with  DONNATAL® 


once  every  10-12  hours 
and 

for  all  codeine  uses 


DONNAGESIC  No.  1 (pink) 


DONNAGESIC  No 


2 (red)^^^^ 


CODEINE  Phosphate 48.6  mg.  m gr.) 

Hyoscyamine  Sulfate 0.3111  mg. 

Atropine  Sulfate 0.0582  mg. 

Hyoscine  Hydrobromide 0.0195  mg. 

Phenobarbital 48.6  mg.  (%  gr.) 


97.2  mg.  (1V2  gr.) 
. . . . 0.3111  mg. 
. . . . 0.0582  mg. 
. . . . 0.0195  mg. 
. 48.6  mg.  (%  gr.) 


A H.  ROBINS  CO..  INC.,  RICHMOND.  VIRGINIA 

Ethical  Pharmaceuticals  of  Merit  Since  1878 


1 


*Reg.  U.  S.  Pat.  OH.,  Pat.  applied  (or. 


U LTR  AN 

(Phenaglycodol,  Lilly) 


mild,  safe  tranquilizer 


Dosage:  Usually,  1 pulvule 
t.i.d. 

Supplied:  As  attractive  tur- 
quoise-and-white  pulvules  of 
300  mg.,  in  bottles  of  100. 


anxiety  quickly  allayed 

The  patient  with  vague  symptoms,  nervous  and  distressed 
under  the  burden  of  unsolved  problems,  finds  release  from 
anxiety  and  restoration  of  emotional  composure. 

mental  acuity  not  impaired 

Exhaustive  psychological  testing  shows  that  recommended 
dosage  does  not  affect  intellectual  or  motor  abilities.  'Ultran’ 
is  the  first  drug  for  which  this  has  been  established  by  objec- 
tive and  standardized  quantitative  tests. 

chemically  unique 

'Ultran’  is  a new  chemical  compound,  one  of  a group  of 
butanediols  synthesized  at  the  Lilly  Research  Laboratories. 
It  is  not  a modification  of  any  other  therapeutic  agent. 


774030 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Controls  nervousness  and  tension  in  the  older  patient 

Many  agitated  senile  patients  respond  remarkably  to 
‘Compazine’,  the  new  S.K.F.  tranquilizer  and  antiemetic. 
As  nervousness  and  tension  are  diminished,  patients  become 
calmer  and  more  cooperative.  Often  older  patients  take  a 
new  interest  in  their  homes  and  families  and  once  again 
contribute  to  the  normal  daily  routine. 

Vischer1  treated  a 76-year-old  woman  for  extreme  nervous- 
ness and  tremors.  He  found  that  “after  less  than  three 
weeks  treatment  with  proclorpcrazine  [‘Compazine’],  15 
mg.  daily,  she  no  longer  had  any  tremors,  was  substantially 
less  nervous  and  reported:  ‘Doctor,  I feel  like  doing  and 
going.”’ 

‘Compazine’  is  rapid-acting,  highly  effective  and  has 
shown  minimal  side  effects.  Available:  5 mg.  tablets  in  bottles  of  50. 

Compazine 

a true  tranquilizing  agent 

Smith,  Kline  & French  Laboratories,  Philadelphia 


I.  Vischer,  T.J.:  Unpublished  data  from  Clinical  Study  of  Proclorperazine,  a New 
Tranquilizer  for  the  Treatment  of  Non-Hospitalized  Psychoneurotic  Patients. 
A Trademark  for  proclorperazine,  S.K.F. 


For  on-the-job  relief  of  sore  throat 


BACITRACIN  -TYHOTHRICIN  - NEOMYCIN  • BENZOCAINE  TROCHES 

Sore  throat  patients  want  quick  relief  — and  get  it 
when  you  prescribe  TETRAZETS  troches.  Given 
alone  they  are  effective  against  mixed  bacterial  throat 
infections.  In  severe  infections  they  are  a useful  ad- 
junct to  systemic  antibiotics.  Individually  wrapped 
and  easily  carried,  each  TETRAZETS  troche  con- 
tains zinc  bacitracin  50  units;  tyrothricin  1 mg.;  neo- 
mycin sulfate  5 mg.;  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO  INC  . PHILADELPHIA  1.  PA. 
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establishing 

desired 

eating 

patterns 


In  the  development  of  good  eating  habits,  there 
are  three  essentials:  supervision  by  the  physician, 
selective  medication,  and  a balanced  eating  plan. 1,2,3 


Obedrin  contains: 

/ • Methamphetamine  for  its  anorexigenic  and  mood- 
lifting effects. 

c • Pentobarbital  as  a balancing  agent,  to  guard  against 
excitation. 

• Vitamins  Bx  and  B,  plus  niacin  to  supplement  the  diet. 

• Ascorbic  acid  to  aid  in  the  mobilization  of  tissue  fluids. 

Since  Obedrin  contains  no  artificial  bulk,  the  hazards 
of  impaction  are  avoided.  The  60-10-70  Basic  Plan 
provides  for  a balanced  food  intake,  with  sufficient 
protein  and  roughage. 


Formula 

Semoxydrine  HCI  (Methamphet- 
amine HCI)  5 mg.;  Pentobarbital 
20  mg.;  Ascorbic  acid  100  mg.; 
Thiamine  HCI  0.5  mg.;  Riboflavin 
1 mg.;  Niacin  5 mg. 

1.  Eisfelder,  H.W.:  Am.  Pract.  & Dig. 
Treat.  5:778  (Oct..  1954) 

2.  Sebrell,  W.H..  Jr.:  J.A.M.A.  152:42 
(May,  1953) 

3.  Sherman,  R.J.:  Medical  Times, 
82:107  (Feb.,  1954) 


Write  for 

60-10-70  Menu  pads,  weight  charts 
and  samples  of  Obedrin 


The  S.  E.  MASSENGILL  Company 

Bristol,  Tennessee 
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kynex  is  an  entirely  new,  readily  soluble,  single  sulfonamide  exhibiting  excellent  antibacterial 
action  at  radically  reduced  dosage. 


kynex  offers  desirable  clinical  advantages  hitherto  not  obtained  by  any  related  drug: 

low  dosage:  a total  maintenance  dose  of  only  2 tablets  daily. 

high  solubility-,  prompt  absorption,  adequate  diffusion  into  body  fluid  and  tissue. 

prolonged  action:  therapeutic  blood  levels  within  the  hour,  blood  concentration  peaks  within 
2 hours  — 5-10  mg.  per  cent  blood  levels  persist  24  hours  after  a single  oral  dose  of  1 Gm. 


broad-range  effectiveness:  kynex  is  particularly  efficient  in  urinary  tract  infections  due  to  sul- 
fonamide-sensitive organisms,  including  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli,  strepto- 
cocci, staphylococci,  Gram-negative  rods,  diphtheroids  and  Gram-positive  cocci. 


safety:  kynex  offers  a margin  of  clinical  safety  based  on  low  required  dosage,  solubility,  slow 
excretion  rate.  Although  kynex  Sulfamethoxypyridazine  is  a sulfonamide  derivative  and  the  usuai 
precautions  regarding  such  drugs  should  be  observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that 
is  required  for  therapeutic  blood  levels.  No  increase  in  dosage  is  recommended. 

convenience:  The  low  dose  of  1 Gm.  (2  tablets)  per  day  offers  optimal  convenience  and  accept- 
ance to  patients. 

each  tablet  CONTAINS:  sulfamethoxypyridazine  0.5  Gm.  (7 V2  grains). 

available:  Bottles  of  24  and  100  Tablets. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER  NEW  YORK 
*Reg.  U.S.  Pat.  Off. 
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TES-TAPE 

(Urine  Sugar  Analysis  Paper,  Lilly) 


tear  • moisten  • compare 

'Tes-Tape’  is  both  qualitative  and  quanti- 
tative. Its  selective  action  prevents  false 
positive  reactions;  assures  clinical  accuracy. 
Patients  also  welcome  the  convenience,  sim- 
plicity, and  accuracy  of  'Tes-Tape.’ 

The  handy  plastic  dispenser  allows  you  to 

Available  at  pharmacies  carry  'Tes-Tape’  in  your  house-call  bag  for 
everywhere.  on-the-spot  determinations. 

LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U. 
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The  House  of  Delegates  Meeting 


As  usual  this  year  this  issue  of  the  Journal 
carries  the  annual  reports  of  the  officers  and 
Council  committees  of  the  Society  so  that 
they  can  be  studied  by  the  membership  and 
delegates  well  in  advance  of  the  meeting  of 
the  House  of  Delegates  in  New  York  City 
in  May.  It  is  important  that  these  reports 
be  carefully  read  for  they  present  the  policy 
decisions  and  the  accomplishments  of  the 
Society  during  the  past  year.  Many  of  the 
actions  reported  were  mandated  by  the 
House  of  Delegates  in  1956;  others  were 
initiated  by  the  Council  in  the  interim  pe- 
roid  as  necessity  arose. 

These  actions  have  been  published  in  the 
Journal  in  the  minutes  of  the  Council  from 
time  to  time  during  the  year,  and  it  is  hoped 
that  the  membership  has  followed  them 
carefully.  Now  the  officers  and  the  Council 
committees  render  a full  account  of  their 
stewardship,  and  it  is  hoped  that  the  reports 
of  the  reference  committees  will  be  fully 
debated  by  the  delegates. 

This  year,  since  the  annual  meeting  and 
the  meeting  of  the  House  of  Delegates  are 
held  separately,  there  will  be  no  scientific 
program  or  other  exhibit  at  the  May 
meeting. 

Year  by  year  the  Society  has  grown  in 
numbers  until,  as  of  February  1,  1957, 
total  membership  was  24,031.  Every  one 
of  the  61  counties  in  the  State  now  has  its 
own  medical  society  and  is  represented  by 
one  or  more  delegates.  Every  year  the 
scope  of  Society  activities  becomes  greater 
and  touches  more  agencies,  private  and  gov- 
ernmental, operating  within  the  State  and 


out  of  it.  More  and  more  the  delegates  are 
confronted  with  the  necessity  to  guide  the 
Society  through  a maze  of  policy-making 
decisions,  some  of  which  will  be  operative 
for  years  to  come. 

Now  celebrating  its  one  hundred  and  fifty 
years  of  existence,  the  Society  faces  many 
problems.  If  it  continues  to  grow  in  mem- 
bers and  functions — where  to  find  adequate 
housing  and  transportation  facilities,  ade- 
quate meeting  room  space  for  its  annual 
deliberative  and  exhibit  needs,  as  well  as 
hotel  space  for  its  delegates,  visitors,  and 
staff?  Reference  to  the  history  of  the 
Society  recently  published1  reveals  how  short 
a time  ago  it  was  possible  for  annual  meet- 
ings to  be  held  in  many  cities  of  the  State. 
Now  only  Buffalo  and  New  York  City  have 
reasonably  adequate  facilities  available. 
What  of  the  future?  What  effect  will  our 
unprecedented  population  growth  have  on 
the  development,  functions,  and  plans  of  the 
organization? 

The  rapid  progress  of  scientific  discovery 
and  the  extraordinary  opportunity  thus 
afforded  to  prolong  life,  to  extend  the  field 
of  medicine  and  surgery,  and  to  rehabilitate 
the  unfortunate  has  apparently  just  gotten 
well  under  way,  with  the  area  of  atomic 
development  barely  touched.  It  seems 
self-evident  that  medicine  must  deal  with 
the  growing  forces  of  both  construction  and 
destruction  and  must  keep  well  ahead  of 
both.  It  is,  therefore,  no  mean  task  which 
faces  the  delegates  as  the}’  meet  in  May 
of  this  and  subsequent  j’ears. 

1 New  York  State  J.  Med.,  Feb.  1,  1957,  vol.  57.  no.  3. 


Editorial  Comment 


Veterans  Medical  Care  Resolution.  At 

the  House  of  Delegates  session  of  the  .Ameri- 
can Medical  Association  in  November,  1956, 
two  resolutions  were  adopted  concerning  the 


present  practice  of  the  Veterans  Administra- 
tion in  providing  medical  care  to  veterans 
with  nonservice-connected  disabilities  who 
are  covered  by  w’orkmen’s  compensation  or 
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who  have  private  medical  insurance. 

The  portion  of  these  resolutions  dealing 
with  workmen’s  compensation  is  particularly 
interesting  and  has  been  the  subject  of 
comment  in  the  past  by  the  A.M.A.  Law 
Department. 

In  the  cases  in  question  the  Veterans 
Administration  has  rendered  treatment  to 
injured  veteran  workers  who  are  entitled 
to  medical  care  without  charge  under  state 
or  Federal  workmen’s  compensation  laws. 

The  basic  Federal  law  which  provides  for 
medical  care  for  veterans  is  Public  Law  2, 
73rd  Congress,  as  amended.  Section  6 of 
this  law  provides  that  a “veteran  who  is  in 
need  of  hospitalization . . . and  is  unable  to 
defray  the  necessary  expenses  thereof . . . 
shall  be  furnished  necessary  hospitaliza- 
tion... in  any  Veterans  Administration  fa- 
cility within  the  limitation  existing  in  such 
facilities  irrespective  of  whether  the  disability 
was  due  to  service.  The  statement  under 
oath  of  the  applicant  on  such  form  as  may  be 
prescribed  by  the  Administrator  shall  be 
accepted  as  sufficient  evidence  of  inability 
to  defray  necessary  expenses.” 

The  question  has  logically  been  asked 
whether  a veterans  hospital  should  admit  a 
compensation  claimant  for  treatment  of  a 
nonservice-connected  disability  when  he  is 
not  personally  liable  for  the  cost  of  such 
medical  care.  It  seems  obvious  that  the 
Federal  statute  is  intended  to  limit  hospital- 
ization benefits  in  nonservice-connected  cases 
to  indigent  veterans  who  must  look  to 
governmental  or  private  charity  for  such 
services.  When  the  veteran  involved  is  not 
required  to  pay  for  hospitalization  because 
he  is  entitled  to  such  services  by  law  (work- 
men’s compensation  claims),  irrespective  of 
his  financial  ability,  then  he  should  not  be 
eligible  for  Federal  medical  care. 

Obviously,  Congress  intended  to  provide 
hospitalization  to  veterans  with  nonservice- 
connected  disabilities  in  a manner  similar  to 
the  services  offered  by  private  charities. 
The  workmen’s  compensation  claimant  is  not 
in  need  of  charity,  and  therefore,  a hospital 
administrator  who  provides  medical  care, 


having  knowledge  of  such  fact,  may  be 
violating  the  law. 

If  any  instances  of  this  type  of  veterans 
hospitalization  come  to  the  attention  of  any 
of  our  members,  they  are  hereby  requested 
to  communicate  the  facts  to  the  chairman 
of  the  Workmen’s  Compensation  Committee, 
Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New 
York. 

Care  of  the  Eyes.  A new  booklet,  issued 
in  September,  1956,  has  been  prepared  by 
the  National  Association  for  the  Prevention 
of  Blindness  for  free  distribution  to  the 
public.  It  is  designed  especially  “to  help 
middle-aged  people  preserve  good  vision.” 
Such  a booklet  deserves  the  commendation 
of  the  medical  profession  for  it  is  well  and 
simply  written  in  such  a manner  as  to  be 
readily  understood  by  the  man  on  the 
street. 

Your  Eyes  After  Forty  traces  the  changes 
which  take  place  in  the  eyes  during  the 
“second  half”  of  life,  explains  diseases  like 
glaucoma  and  cataract  which  strike  hardest 
among  older  people,  and  answers  questions 
frequently  posed  by  our  “senior  citizens.” 
Single  copies  are  available  without  charge 
from  the  National  Society  for  the  Preven- 
tion of  Blindness,  1790  Broadway,  New 
York  19,  New  York. 

Changes  in  our  eyes  as  we  grow  older,  the 
booklet  says,  fall  into  two  categories — 
normal  developments  and  dangerous  possi- 
bilities. The  former,  related  to  general 
changes  in  tissue  and  muscle  tone,  may  spell 
eye  fatigue,  headache,  inability  to  do  close 
work.  In  most  cases  these  conditions  can 
be  corrected  by  eyeglasses,  which  help  the 
muscles  of  the  eye  to  focus  clearly  on  the 
images  we  see. 

More  serious,  the  booklet  says,  are  the 
“dangerous  possibilities” — glaucoma,  cata- 
ract, diabetes,  and  diseases  of  the  arteries. 
However,  “discovered  in  time — through 
periodic  health  checkups — and  brought 
under  control,  they  need  not  lead  to  loss  of 
vision.” 


April  1,  1957 
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“Our  eyes  give  us  the  most  effective  link 
with  the  world  about  us.  Almost  every- 
thing we  know  has  come  into  our  experience 
through  sight.  We  depend  upon  vision  to 
earn  a living,  to  enjoy  life — and  to  main- 
tain meaningful  contact  with  those  we  love. 
As  modern  science  helps  us  to  live  longer,  we 
are  more  apt  to  be  menaced  by  diseases, 
which,  if  we  do  not  act  wisely,  can  rob  us  of 
our  vision.” 

The  booklet  recommends  a thorough  pro- 
fessional eye  examination  every  two  years 
as  the  best  insurance  for  people  past  forty. 

It  adds  this  word  of  caution  about  your 
choice  of  eyeglasses:  “The  glasses  you 

wear  must  be  prescribed  for  you,  by  an  eye 
doctor,  after  a thorough  examination.  Don’t 
waste  your  money  picking  up  a pair  of  spec- 
tacles you  see  displayed  on  the  counter  of 
some  store.  Make  sure  the  pair  you  buy 
was  made  for  the  eyes  which  need  their 
help.” 

In  a special  section  the  booklet  deals  with 


questions  frequently  asked  in  letters  to  the 
National  Society.  Among  them:  “I  am 
confused  by  the  names  of  the  various  pro- 
fessions in  the  field  of  eye  care.  Will  you 
define  them?”...  “I  wear  glasses.  Should 
my  sunglasses  and  the  safety  goggles  I wear 
at  work  have  the  same  prescription  as  my 
reading  glasses?”...  “What  causes  glau- 
coma?”... “Does  television  harm  the 
eyes?” . . . “What  is  the  best  thing  I can  do 
to  keep  my  eyes  in  good  condition?” 

The  6-page  publication  is  being  offered  by 
the  National  Society  as  part  of  its  observ- 
ance of  “Sight-Saving  Month,”  an  eye 
health  educational  campaign  designed  to  j 
make  Americans  more  avrare  of  the  value  of 
good  vision.  The  campaign,  now  in  its 
sixth  consecutive  year,  is  approved  by  the 
Advertising  Council. 

The  Society  is  the  nation’s  leading  non- 
profit sight  conservation  agency.  It  is 
supported  entirely  by  voluntary  contribu- 
tions. 


Erratum 


Due  to  incorrect  information  received  in  the  Journal  office,  the  Necrology  in  the 
March  1 issue  carried  the  erroneous  statement  that  Dr.  Edward  Francis  Dodge,  of 
Niagara  Falls,  was  deceased.  We  hasten  to  state  that  Dr.  Dodge  is  alive  and  well  and 
continuing  the  practice  of  medicine  in  Niagara  Falls.  The  Journal  sincerely  regrets 
the  inconveniences  this  notice  has  occasioned  to  Dr.  Dodge  and  takes  this  first  oppor- 
tunity to  correct  the  error. 
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k-/imple  vomiting  of 
pregnancy  occurs  in 
about  50  per  cent  of  all 
pregnant  women. 

. . the  patients  who 
vomit  upon  the  change 
of  position  respond  well 
to  Dramamine  when 
given  in  doses  of  50  mg. 
three  times  daily.” 


Slovin,  I.: 

The  Early  Toxemias 
of  Pregnancy, 

Delaware  State 

M.  J.  25:48  (Feb.)  1953. 


Dramamine* 
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24  steps  to  a hospital  bed 


The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “ Will  l be  able  to  make  it?” 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation. 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate’s  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 


Peritrate6 

(brand  of  pentaerythritol  tetranitrate) 
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1957  HOUSE  OF  DELEGATES 


Medical  Society  of  the  State  of  New  York 

May  13  to  15 — Hotel  Statler,  Xeiv  I ork  City 


House  of  Delegates 

The  regular  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  will  be  called  to  order  at  10  a.m. 
on  Monday,  May  13,  1957,  in  the  Penn  Top, 
18th  floor  of  the  Hotel  Statler,  New  York  City. 

In  accordance  with  Chapter  II,  Section  3,  of 
the  Bylaws,  the  House  will  assemble  according 
to  the  following  schedule : 

Monday,  May  13,  1957,  10  a.m. 

Tuesday,  May  14,  1957,  9 a.m.  and  2 p.m. 

Wednesday,  May  15,  1957,  9 a.m. 

At  the  last  adjourned  session  (9  a.m.,  Wed- 


nesday, May  15)  the  election  of  officers,  coun- 
cillors, trustees,  and  delegates  to  the  American 
Medical  Association  will  occur  in  accordance  with 
Chapter  III,  Section  1,  of  the  Bylaws. 

Frederic  W.  Holcomb,  M.D.,  Speaker 
W.  P.  Anderton,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in  the 
foyer  of  the  Penn  Top,  18th  floor  of  the  Hotel 
Statler,  on  Monday,  May  13,  commencing  at  9 

A.M. 

The  Woman’ s Auxiliary 

See  page  1306  for  program. 


Officers,  1956-1957 

i!  President — James  Greenough,  Otsego 
I President-Elect — Thurman  B.  Givan,  Kings 

Vice-President — Thomas  M.  Watkins,  St.  Lawrence 
I Secretary — W.  P.  Anderton,  New  York 
I Assistant  Secretary- — Ezra  A.  Wolff,  Queens 
I Treasurer — Maurice  J.  Dattelbaum,  Kings 
| Assistant  Treasurer — Samuel  Z.  Freedman,  New 
York 

I Speaker — Frederic  W.  Holcomb,  Ulster 
I Vice-Speaker — Frederick  W.  Williams,  Bronx 


Council 

The  Above  Officers 

Chairman,  Board  of  Trustees — John  J.  Masterson, 
Kings 

And  Councillors 

Term  Expires  1957 
Gerald  D.  Dorman,  New  York 
Leo  E.  Gibson,  Onondaga 
Raymond  S.  McKeeby,  Broome 
Frederick  A.  Wurzbach,  Jr.,  Bronx 


MEMBERS  OF  THE  HOUSE  OF 
DELEGATES,  1957 
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Term  Expires  1958 
Harold  F.  Brown,  Erie 
Theodore  J.  Curphey,  Nassau 
John  C.  McClintock,  Albany 
Norman  S.  Moore,  Tompkins 
Term  Expires  1959 
Peter  J.  Di  Natale,  Genesee 
Henry  I.  Fineberg,  Queens 
John  F.  Rogers,  Dutchess 
Floyd  S.  Winslow,  Monroe 

Trustees 

John  J.  Masterson,  Chairman,  Kings 
J.  Stanley  Kenney,  New  York 
Dan  Mellen,  Oneida 
Walter  W.  Mott,  Westchester 
Herbert  H.  Bauckus,  Erie 
Renato  J.  Azzari,  Bronx 
Frederic  W.  Holcomb,  Ulster 

Ex-Presidents 

1923-1924 — Orrin  Sage  Wightman,  New  York 
1932-1933 — Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1936-1937 — Floyd  S.  Winslow,  Monroe 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1947-1948 — -Louis  H.  Bauer,  Nassau 

1949- 1950 — John  J.  Masterson,  Kings 

1950- 1951 — Carlton  E.  Wertz,  Erie 

1951- 1952 — J.  Stanley  Kenney,  New  York 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 

1954- 1955 — Dan  Mellen,  Oneida 

1955- 1956 — Renato  J.  Azzari,  Bronx 

Commissioner,  New  York  State  Department  of 
Health 

Herman  E.  Hilleboe,  Albany 

District  Delegates 

( Presidents  of  District  Branches) 

First  District — Herbert  Berger,  Richmond 
Second  District — Leo  T.  Flood,  Nassau 
Third  District — Everett  A.  Jacobs,  Columbia 
Fourth  District — -Alfred  A.  Hartmann,  Franklin 
Hfth  District — Donald  C.  Tulloch,  St.  Lawrence 
Sixth  District — -William  T.  Boland,  Chemung 
Seventh  District — Eldred  J.  Stevens,  Steuben 
Eighth  District — Elmer  T.  McGroder,  Erie 
Ninth  District— Harold  S.  Heller,  Rockland 

Section  Delegates 

(Delegates  from  Scientific  Sections) 

Allergy — William  G.  Woodin,  Onondaga 
Anesthesiology — -Vincent  J.  Collins,  New  York 
Chest  Diseases — Harry  Golembe,  Sullivan 
Dermatology  and  Syphilology — Orlando  Canizares, 
New  York 

Gastroenterology  and  Proctology — William  F.  Lipp, 
Erie 

General  Practice — Seymour  Fiske,  New  York 
Industrial  Medicine  and  Surgery — Harry  E.  Te- 
brock,  Queens 

Medicine — Eusebius  J.  Murphy,  Bronx 


Neurology  and  Psychiatry — Harry  E.  Faver,  Erie 
Obstetrics  and  Gynecology — Raymond  J.  Pieri, 
Onondaga 

Ophthalmology — Frank  D.  Carroll,  New  York 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New 
York 

Otolaryngology — R.  Clark  Grove,  New  York 
Pathology  and  Clinical  Pathology — Harry  P. 
Smith,  New  York 

Pediatrics — Alfred  J.  Vignec,  New  York 
Physical  Medicine — -Milton  Lowenthal,  New  York 
Preventive  Medicine  and  Public  Health — Joseph  H. 
Ivinnaman,  Nassau 

Radiology — Frank  J.  Borrelli,  New  York 
Surgery — Jose  M.  Ferrer,  Jr.,  New  York 
Urology — William  J.  Staubitz,  Erie 

Delegates  from  Component  County  Societies, 
1957 

Albany  (4) 

David  J.  Locke,  Albany 
James  A.  Moore,  Albany 
William  C.  Rausch,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Irwin  Felsen,  Wellsville 

Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Joseph  P.  Alvich,  Bronx 
Henry  J.  Barrow,  Bronx 
Edward  P.  Flood,  Bronx 
George  A.  Howley,  Bronx 
Moses  H.  Krakow,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Thomas  F.  McCarthy,  Bronx 
Charles  Sandler,  Bronx 
George  Schwartz,  New  York 
Samuel  Wagreich,  Bronx 

Broome  (3) 

Elton  R.  Dickson,  Binghamton 
Leonard  J.  Flanagan,  Binghamton 
John  A.  Kalb,  Endicott 

Cattaraugus ( 1 ) 

Joseph  A.  Wintermantel,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua (2) 

Garra  L.  Lester,  Chautauqua 
Edward  L.  Schwabe,  Brocton 

Chemung  (2) 

Ross  E.  Hobler,  Elmira 
R.  Scott  Howland,  Elmira 

Chenango  (1) 

Norman  C.  Lyster,  Norwich 

Clinton  (1) 

Leonard  J.  Schiff,  Plattsburgh 

Columbia  (1) 

Carl  G.  Whitbeck,  Hudson 
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Cortland  (1) 

George  F.  NevLn,  Cortland 

Delaware  ( 1 ) 

Philip  Hust,  Sidney 

Dutchess  (3) 

Maxwell  Gosse,  Poughkeepsie 
E.  Gordon  MacKenzie,  Millbrook 
Albert  A.  Rosenberg,  Poughkeepsie 

Erie  (8) 

A.  H.  Aaron,  Buffalo 
E.  Dean  Babbage,  Buffalo 
Antonio  F.  Bellanca,  Buffalo 
Virgil  H.  F.  Boeck,  Buffalo 
John  C.  Brady,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Samuel  Sanes,  Eggertsville 
Walter  Scott  Walls,  Buffalo 

Essex  (1) 

James  E.  Glavin,  Port  Henry 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  ( 1 ) 

Sylvester  C.  Clemans,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Herkimer  (1) 

George  A.  Burgin,  Little  Falls 
Jefferson  (1) 

Charles  A.  Prudhon,  Watertown 
Kings  (22) 

George  E.  Anderson,  Brooklyn 
Louis  Berger,  Brooklyn 
Benjamin  M.  Bernstein,  Brooklyn 
Ben  A.  Borkow,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Edwin  A.  Griffin,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
Arthur  P.  Kane,  Brooklyn 
David  Kershner,  Brooklyn 
Aaron  Kottler,  Brooklyn 
Arthur  E.  Lamb,  Brooklyn 
Isaac  Levine,  Brooklyn 
Harry  A.  Mackler,  Brooklyn 
A.  W.  Martin  Marino,  Brooklyn 
John  G.  Masterson,  Brooklyn 
Charles  F.  McCarty,  Brooklyn 
Irving  J.  Sands,  Brooklyn 
Solomon  Schussheim,  Brooklyn 
Abraham  D.  Segal,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Robert  F.  Warren,  Brooklyn 

Lewis  (1) 

Livingston  (1) 

Ernest  A.  Sanders,  Lima 


Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

James  T.  Carroll,  Rochester 
Gordon  M.  Hemmett,  Rochester 
Donovan  M.  Jenkins,  Webster 
Lawrence  A.  Kohn,  Rochester 
Joseph  A.  Lane,  Rochester 
John  H.  Remington,  Rochester 

Montgomery  (1) 

Martin  F.  Geruso,  Amsterdam 

Nassau  (8) 

Gerard  V.  Farinola,  Roosevelt 
John  M.  Galbraith,  Glen  Cove 
Abraham  W.  Freireich,  Malverne 
E.  Kenneth  Horton,  Rockville  Centre 
Percival  A.  Robin,  Manhasset 
Paul  H.  Sullivan,  Great  Neck 
Joseph  G.  Zimring,  Long  Beach 
Stuart  T.  Porter,  Floral  Park 

New  York  (25) 

Philip  D.  Allen,  New  York  City 
Norton  S.  Brown,  New  York  City 
Samuel  B.  Burk,  New  York  City 
Joseph  E.  Corr,  New  York  City 
Harold  B.  Davidson,  New  York  City 
Lawrence  Essenson,  New  York  City 
James  H.  Ewing,  New  York  City 
George  W.  Fish,  New  York  City 
Samuel  Frant,  New  York  City 
Frances  A.  Harmatuk,  New  York  City 
George  Himler,  New  York  City 
John  J.  H.  Keating,  New  York  City 
Ely  Elliott  Lazarus,  New  York  City 
Kenneth  M.  Lewis,  New  York  City 
William  Hall  Lewis,  Jr.,  New  York  City 
John  L.  Madden,  New  York  City 
Gervais  W.  McAuliffe,  New  York  City 
Frank  J.  McGowan,  New  York  City 
Peter  M.  Murray,  New  York  City 
Herbert  S.  Ogden,  New  York  City 
Henry  T.  Randall,  New  York  City 
William  B.  Rawls,  New  York  City 
Adelaide  Romaine,  New  York  City 
Gabriel  P.  Seley,  New  York  City 
William  L.  Wheeler,  Jr.,  New  York  City 

Niagara  (2) 

John  C.  Kinzly,  North  Tonawanda 
T.  Edwin  O’Brien,  Lockport 

Oneida  (3) 

John  S.  Fitzgerald,  Utica 
John  F.  Kelley,  Utica 
Irwin  Alper,  Utica 

Onondaga /5) 

Irving  L.  Ershler,  Syracuse 
Robert  F.  McMahon,  Syracuse 
William  J.  Michaels,  Jr.,  Syracuse 
William  E.  Pelow,  Syracuse 
W.  Walter  Street,  Syracuse 
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Ontario  (2) 

Robert  E.  Doran,  Geneva 
Philip  M.  Standish,  Canandaigua 

Orange  (3) 

Robert  J.  Hewson,  Monroe 
Theodore  R.  Proper,  Newburgh 
Irving  Weiner,  Newburgh 

Orleans  (1) 

Angelo  F.  Leone,  Medina 
Oswego ( 1 ) 

Kent  W.  Jarvis,  Oswego 
Otsego  ( 1 ) 

John  W.  Latcher,  Oneonta 
Putnam  (1) 

Robert  S.  Cleaver,  Brewster 
Queens (13) 

Alfred  A.  Angrist,  Jamaica 
Sol  Axelrad,  Woodhaven 
William  Benenson,  Flushing 
Monroe  M.  Broad,  Jamaica 
Meyeron  Coe,  Queens  Village 
Thomas  M.  d’ Angelo,  Flushing 
Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 
John  L.  Finnegan,  Flushing 
George  J.  Lawrence,  Jr.,  Flushing 
Jerome  L.  Leon,  Forest  Hills 
John  Edward  Lowry,  Flushing 
Anthony  A.  Mira,  Forest  Hills 

Rensselaer  (2) 

Gilbert  A.  Clark,  Troy 
Richard  P.  Doody,  Troy 

Richmond  (3) 

Leif  G.  Jensen,  Staten  Island 
Walter  T.  Heldmann,  Staten  Island 
Frank  Tellefsen,  Staten  Island 

Rockland (2) 

Harold  W.  Grosselfinger,  Suffern 
George  Gordon  Knight,  Piermont 

St.  Lawrence  (1) 

Henry  Vinicor,  Norwood 

Saratoga  ( 1 ) 

Webster  M.  Moriarta,  Saratoga  Springs 

Schenectady  (3) 

James  M.  Blake,  Schenectady1- 
Raymond  J.  Byron,  Schenectady 
Donald  C.  Walker,  Delanson 


Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  ( 1 ) 

A.  Duncan  McCarthy,  Burdett 
Seneca  ( 1 ) 

Stanley  B.  Folts,  Inteilaken 
Steuben  (2) 

Thomas  S.  Cotton,  Hornell 
Maynard  W.  Gurnsey,  Corning 

Suffolk  (5) 

Richard  M.  Arkwright,  Huntington 
Morris  R.  Keen,  Huntington 
Francis  J.  O’Neill,  Central  Islip 
John  L.  Sengstack,  Huntington 
Sol  Shlimbaum,  Bay  Shore 

Sullivan  ( I ) 

S.  Elisabeth  Vuornos,  Liberty 
Tioga  (1) 

Frederick  K.  Shaw,  Waverly 

Tompkins  (1) 

C.  Stewart  Wallace,  Ithaca 

Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Morris  Maslon,  Glens  Falls 

Washington  (1) 

Walter  S.  Bennett,  Granville 

Wayne  (1) 

James  H.  Arseneau,  Lyons 

Westchester  (7) 

John  N.  Dill,  Yonkers 
Harold  J.  Dunlap,  New  Rochelle 
Reid  R.  Heffner,  New  Rochelle 
Henry  E.  McGarvey,  Bronxville 
William  P.  Reed,  Larchmont 
Waring  Willis,  Bronxville 
Christopher  Wood,  White  Plains 

Wyoming  ( 1 ) 

Willard  J.  Chapin,  Perry 

Yates  (1) 

William  G.  Roberts,  Penn  Yan 
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Credentials 

Charles  F.  McCarty,  Chairman,  Kings 
E.  Gordon  MacKenzie,  Dutchess 
Harold  S.  Heller,  Ninth  District  Branch,  Rock- 
land 

Edward  L.  Schwabe,  Chautauqua 
John  S.  Fitzgerald,  Oneida 

President’s  Report 

Walter  Scott  Walls,  Chairman,  Erie 
Francis  J.  O’Neill,  Suffolk 
Alfred  L.  George,  Genesee 
Richard  P.  Doody,  Rensselaer 
William  L.  Wheeler,  Jr.,  New  York 

Reports  of  Secretary,  Judicial  Council,  and  District 
Branches 

C.  Stewart  Wallace,  Chairman,  Tompkins 
Henry  J.  Barrow,  Bronx 
Philip  Hust,  Delaware 
John  G.  Masterson,  Kings 

Reports  of  Treasurer,  Trustees,  Budget,  and  War 
Memorial 

R.  Scott  Howland,  Chairman,  Chemung 
William  C.  Rausch,  Albany 
Adelaide  Romaine,  New  York 
Philip  M.  Standish,  Ontario 
Albert  H.  Douglas,  Queens 

Planning  Committee  for  Medical  Policies 

Joseph  A.  Lane,  Chairman,  Monroe 
E.  Dean  Babbage,  Erie 
John  N.  Dill,  Westchester 
Walter  S.  Bennett,  Washington 
Irving  Weiner,  Orange 

Malpractice  Insurance  and  Defense  Board,  Legal 
Counsel 

William  B.  Rawls,  Chairman,  New  York 
E.  Kenneth  Horton,  Nassau 
Felix  Ottaviano,  Madison 
Solomon  Schussheim,  Kings 
John  C.  Brady,  Erie 

Council — Part  I 

CONSTITUTION  AND  BYLAWS  COMMITTEE  OF  COUN- 
CIL, QUESTION  OF  ETHICS,  POSTGRADUATE  EDU- 
CATION, CIVIL  DEFENSE  AND  CATASTROPHE,  IN- 
HALATION THERAPY 

Joseph  P.  Alvich,  Chairman,  Bronx 
Carl  G.  Whitbeck,  Columbia 
John  J.  Flynn,  Kings 
James  H.  Arseneau,  Wayne 
John  C.  Kinzly,  Niagara 


Council — Part  II 

PUBLIC  HEALTH  ACTIVITIES  A — MATERNAL  AND 
CHILD  WELFARE,  SCHOOL  HEALTH,  ACCIDENT 
PREVENTION 

George  J.  Lawrence,  Jr.,  Chairman,  Queens 
Alfred  J.  Vignec,  Section  Delegate,  New  York 
Joseph  E.  Corr,  New  York 
Maynard  W.  Gurnsey,  Steuben 
Leonard  J.  Schiff , Clinton 

Council — Part  III 

PUBLIC  HEALTH  ACTIVITIES  B — RURAL  MEDICAL 
SERVICE,  GENERAL  PRACTICE 

William  E.  Pelow,  Chairman,  Onondaga 
Donald  C.  Walker,  Schenectady 
Alfred  A.  Hartmann,  Fourth  District  Branch, 
Franklin 

Frank  Tellefsen,  Richmond 
William  Hall  Lewis,  Jr.,  New  York 

Council — Part  IV 

PUBLIC  HEALTH  ACTIVITIES  C — CANCER,  BLOOD 
BANKS,  HEART  DISEASE,  MENTAL  HYGIENE, 
FILM  REVIEW 

Alfred  A.  Angrist,  Chairman,  Queens 
Morris  Maslon,  Warren 
Samuel  Sanes,  Erie 
John  F.  Kelley,  Oneida 
Waring  Willis,  Westchester 

Council — Part  V 

PUBLIC  HEALTH  ACTIVITIES  D — PHYSICAL  MEDI- 
CINE AND  REHABILITATION,  GERIATRICS,  DIA- 
BETES, CEREBRAL  PALSY,  HARD  OF  HEARING 
AND  THE  DEAF,  ALCOHOL  AND  NARCOTICS  ADDIC- 
TION 

George  E.  Anderson,  Chairman,  Kings 
Sylvester  C.  Clemans,  Fulton 
Elton  R.  Dickson,  Broome 
Herbert  S.  Ogden,  New  York 
Stanley  B.  Folts,  Seneca 

Council — Part  VI 

HOSPITAL  AND  PROFESSIONAL  RELATIONS,  DENTAL 
HEALTH 

Edward  P.  Flood,  Chairman,  Bronx 
Norman  C.  Lyster,  Chenango 
Benjamin  M.  Bernstein,  Kings 
George  F.  Nevin,  Cortland 
Harry  Golembe,  Section  Delegate,  Sullivan 

Council — Part  VII 

ECONOMICS,  MEDICARE,  MEDICAL  CARE  INSURANCE, 
PUBLIC  MEDICAL  CARE 

George  A.  Burgin,  Chairman,  Herkimer 
James  M.  Blake,  Schenectady 
Kent  W.  Jarvis,  Oswego 
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Samuel  B.  Burk,  New  York 
Aaron  Kottler,  Kings 

Council — Part  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION,  AMERI- 
CAN MEDICAL  EDUCATION  FOUNDATION,  WOMAN’S 
AUXILIARY,  JOINT  COMMITTEE  WITH  THE  PHARMA- 
CEUTICAL ASSOCIATION  OF  NEW  YORK  STATE 

John  W.  Latcher,  Chairman,  Otsego 
Charles  Sandler,  Bronx 

Frank  J.  Borrelli,  Section  Delegate,  New  York 

George  Gordon  Knight,  Rockland 

Herbert  Berger,  First  District  Branch,  Richmond 

Council — Part  IX 

LEGISLATION 

Peter  Marshall  Murray,  Chairman,  New  York 

Eugene  F.  Galvin,  Ulster 

Irving  J.  Sands,  Kings 

Robert  S.  Cleaver,  Putnam 

John  L.  Sengstack,  Suffolk 

Council — Part  X 

workmen’s  COMPENSATION,  INDUSTRIAL  HEALTH 
Donovan  M.  Jenkins,  Chairman,  Monroe 
Kenneth  M.  Lewis,  New  York 
George  A.  Howley,  Bronx 


Charles  A.  Prudhon,  Jefferson 
W.  Walter  Street,  Onondaga 

Council — Part  XI 

PUBLICATION,  PUBLIC  RELATIONS 

John  M.  Galbraith,  Chairman,  Nassau 
James  E.  Glavin,  Essex 
A.  W.  Martin  Marino,  Kings 
George  W.  Fish,  New  York 
John  H.  Wadsworth,  Schoharie 

Council — Part  XII 

CONVENTION,  SESQUICENTENNIAL,  NURSING  EDU- 
CATION, OFFICE  ADMINISTRATION  AND  POLICIES, 
BELATED  BILLS 

James  H.  Ewing,  Chairman,  New  York 
Gordon  M.  Hemmett,  Monroe 
Martin  F.  Geruso,  Montgomery 
Christopher  Wood,  Westchester 
Joseph  A.  Wintermantel,  Cattaraugus 

Miscellaneous  Business 
William  T.  Boland,  Chairman,  Sixth  District 
Branch,  Chemung 
Harold  W.  Grosselfinger,  Rockland 
Moses  H.  Krakow,  Bronx 
Irwin  Felsen,  Allegany 
Webster  M.  Moriarta,  Saratoga 


Resume  of  Instructions  of  the  1956  House  of  Delegates  and  Actions 
Thereon  by  the  Council,  Board  of  Trustees,  and  Officers 


Care  of  Casualties  in  Major  Disaster  (Section 
108). — Resolution  56-18  called  for  study  and  remedy 
of  inadequacies  in  civil  defense  plans  which  would 
include  specific  information,  assignments,  and  duties 
for  all  physicians  in  the  event  of  any  major  disaster. 

The  Council  voted  to  refer  this  to  the  Committee 
on  Civil  Defense  and  Catastrophe.  (See  Annual 
Reports  in  this  issue,  Report  of  Civil  Defense  and 
Catastrophe  Committee,  page  1300.) 

Change  in  Date  of  Annual  Dinner  (Section  132). — 

Resolution  56-20,  “resolved  that  the  annual  dinner 
of  the  Medical  Society  of  the  State  of  New  York  be 


Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1956  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  September  1,  1956, 
Part  II. 


held  on  Monday  evening  of  the  convention  week, 
after  1957.”  This  was  referred  “to  the  Council  for 
study  before  any  action  is  taken.”  After  discussion 
by  the  Council  it  was  voted  to  refer  this  to  the 
Special  House  of  Delegates  Committee  on  Constitu- 
tion and  Bylaws  for  report  at  the  1957  meeting. 
(See  Annual  Reports  in  this  issue,  Report  of  House 
of  Delegates  Special  Committee  on  Constitution  and 
Bylaws,  page  1289.) 

Medical  Care  Insurance  Bureau  (Section  123). — 

The  House  of  Delegates  referred  to  the  Council  the 
recommendation  of  a reference  committee  that  the 
Bureau  of  Medical  Care  Insurance  be  abolished. 
The  Council  voted  to  refer  this  to  the  Planning 
Committee  for  Medical  Policies  for  further  study. 
(See  Annual  Reports  in  this  issue,  Report  of  Plan- 
ning Committee  for  Medical  Policies,  page  1297.) 
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Industrial  Health  Bureau  (Section  156). — The 
House  of  Delegates  recommended  to  the  Council 
that  the  Bureau  of  Industrial  Health  be  established 
promptly  in  conjunction  with  the  Workmen’s 
i Compensation  Bureau,  to  be  headed  by  a doctor 
of  medicine.  After  discussion  the  Council  voted 
to  recommend  to  the  trustees  that  action  be  taken 
on  the  appointment  of  a director  of  the  Bureau  of 
Industrial  Health  and  Workmen’s  Compensation. 
After  further  discussion  by  the  Council  Dr.  Ander- 
1 ton  reported:  “Dr.  Di  Natale  is  the  only  person 
who  has  formally  applied  for  this  position  at  present. 
There  was  another  man  a while  ago,  and  he  with- 
drew. There  was  also  a gentleman  in  New  York 
who  was  considered  recently  and  whom  I conferred 
with  on  two  occasions.  I asked  him  to  put  in  an 
application  and  he  has  not  done  so,  and  that  was 
over  a month  ago.” 

After  discussion  it  was  voted  that  the  council 
select  Dr.  Peter  J.  Di  Natale  as  director  of  the 
Bureau  of  Industrial  Health  and  the  Workmen’s 
Compensation  Bureau  and  recommend  to  the 
trustees  that  they  negotiate  with  him  for  a salary 
not  to  exceed  $16,000.  Dr.  Di  Natale  declined  at 
the  September  13,  1956,  Council  meeting.  (See 
Annual  Reports  in  this  issue,  Council — Part  X, 
page  1268.) 

Reduction  of  Retirement  Age  (Section  156). — 
There  was  referred  to  the  Constitution  and  Bylaws 
Committee  of  the  House  a recommendation  that  it 
consider  reducing  the  eligibility  for  retired  member- 
ship from  seventy  to  sixty-five  years,  provided  a 
member  in  good  standing  retires  not  only  from  the 
active  practice  of  medicine  but  also  completely  dis- 
continues the  practice  of  medicine  in  any  form, 
which  would  include  any  salaried  position  in  any 
field  of  medicine.  (See  Annual  Reports  in  this  is- 
sue, Report  of  Special  Committee  on  Constitution 
and  Bylaws,  page  1289.) 

Public  and  Professional  Relations  and  Legisla- 
tion Bureaus  (Section  156). — The  House  recom- 
mended an  impartial  fact-finding  study  of  the 
Public  and  Professional  Relations  Bureau  and  Pub- 
lic Relations  Committee  and  the  Legislation  Com- 
mittee and  Bureau,  suggesting  that  the  two  bureaus 
might  be  combined  with  curtailment  of  their  ex- 
■ penses  and  perhaps  retaining  a professional  public 
lt  relations  firm.  The  Council  referred  this  to  the 
, Planning  Committee  for  Medical  Policies  for  further 
(|  study  and  recommendations.  (See  Annual  Re- 
..  ports  in  this  issue,  Report  of  Planning  Committee 
, for  Medical  Policies,  page  1297.) 

Committee  Changes  (Section  156). — The  Medi- 
cal Licensure  and  Medical  Service  Committee  wras 
abolished,  and  the  House  of  Delegates  voted  that  the 
- Planning  Committee  for  Medical  Policies  should  con- 
f tinue  its  study  of  the  Public  Health  and  Education 
it  Committee  because  so  much  continuing  education 
f I is  being  conducted  by  medical  schools,  academies 
i?  of  medicine,  and  hospital  staffs.  The  Council  was 
V-  informed  of  these  changes. 

tr  The  House  also  advised  reduction  of  the  Work- 
men’s Compensation  Committee  from  15  to  nine 


members  and  provision  of  regional  representation 
on  the  advisory  subcommittee  to  the  Workmen’s 
Compensation  Committee.  Appointments  carry- 
ing out  these  instructions  were  approved  by  the 
Council. 

The  recommendation  of  a subcommittee  that  the 
previous  Alcoholism  Committee  be  reactivated  was 
followed  by  President  Greenough  and  the  Council 
by  the  formation  of  a Subcommittee  on  Addiction 
to  Alcohol  and  Narcotics  of  the  Public  Health  and 
Education  Committee. 

The  Council  had  previously  fulfilled  a directive  of 
the  House  by  creating  separate  movie  and  tele- 
vision committees.  The  Public  Medical  Care  Sub- 
committee of  the  Economics  Committee  has  also 
been  diminished  in  size. 

The  House  voted  that  the  Blood  Banks  Com- 
mission be  reduced  from  13  to  seven,  composed  of 
president-elect  as  chairman,  chairmen  of  the  Pub- 
lic Relations  and  Public  Health  and  Education 
Committees,  and  one  representative  each  from  the 
Red  Cross,  New  York  State  Department  of  Health, 
Blood  Banks  Association  of  New  York  State,  Inc., 
and  the  New  York  State  Hospital  Association. 
This  was  effected. 

Medical  Film  Review  Subcommittee  (Section 
156). — President  James  Greenough  has  activated 
the  House’s  vote  that  the  Medical  Film  Review 
Subcommittee  of  the  Public  Health  and  Education 
Committee  be  continued. 

Rural  Medical  Service  (Section  83). — With  the 
concurrence  of  the  Council,  President  Greenough 
elevated  the  Rural  Medical  Service  Subcommittee 
to  full  status  of  a Council  Committee  as  advised  by 
the  House  of  Delegates.  This  necessitated  ap- 
pointment of  a committee  of  only  three  members  as 
required  by  the  Bylaws. 

Maternity  Beds  (Section  126). — The  House  voted 
that  a letter  “be  sent  to  the  superintendent  of  each 
hospital”  recommending  that  maternity  beds  be 
limited  to  maternity  cases  only.  On  August  9, 
1956,  the  secretary  sent  a letter  to  executive  officers 
of  hospitals  in  New  York  State  reporting  the  action 
of  the  House  and  asking  cooperation  in  an  endeavor 
so  to  limit  the  use  of  maternity  beds.  Copies  wrere 
also  sent  to  the  secretary  of  the  New  York  State 
Hospital  Association,  the  secretary  of  the  New 
York  Association  of  Private  Hospitals,  and  the 
secretary  of  the  Greater  New  York  Hospital  Associa- 
tion. 

A.M.A.  Membership  (Section  156). — The  Refer- 
ence Committee  on  Report  of  the  Planning  Com- 
mittee for  Medical  Policies  accentuated  the  need 
for  continuing  education,  particularly  at  the  county 
level,  regarding  the  advisability  of  all  medical 
graduates  being  members  of  the  American  Medical 
Association  and  that  “the  American  Medical 
Association  should  make  a more  determined  effort 
to  increase  membership.”  The  Council  referred 
the  first  part  of  this  recommendation  to  the  secre- 
tary to  be  carried  out  and  the  second  part  to  the 
delegates  to  the  American  Medical  Association. 
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On  August  14,  1956,  the  secretary  wrote  to  secre- 
taries of  county  medical  societies  in  New  York 
State  reporting  the  action  of  the  House  and  stating, 
“It  is  hoped  that  your  society  will  make  a syste- 
matic contact  with  each  active  member  who  is  not 
an  active  member  of  the  American  Medical  Associa- 
tion and  urge  him  to  join  for  his  own  sake,  for  the 
sake  of  the  medical  profession  as  a whole,  and  for  the 
sake  of  the  entire  public.”  A resolution  on  this 
subject  introduced  by  the  New  York  State  dele- 
gates was  approved  by  the  House  of  Delegates  of 
the  American  Medical  Association  and  referred  to 
its  board  of  trustees. 

Fluoridation  of  Water  (Section  149). — The  House 
of  Delegates  reference  committee  suggested  that  the 
Joint  Committee  of  the  Medical  Society  of  the 
State  of  New  York  and  the  Dental  Society  of  the 
State  of  New  York  “might  review  the  important, 
controversial  topic  of  fluoridation  of  water.”  After 
discussion  by  the  Council  it  was  voted  that  this  be 
referred  to  the  Joint  Committee  of  the  Medical  and 
Dental  Societies. 

American  Medical  Education  Foundation  (Sec- 
tion 156). — The  House  of  Delegates  recommended 
that  the  American  Medical  Education  Foundation 
Committee  “be  stimulated  to  more  activity  to 
correlate  the  information  received  from  the  Ameri- 
can Medical  Association  so  that  our  members  may 
be  better  informed  as  to  how  the  money  is  given,  to 
whom,  what  amount,  etc.”  The  Council  voted 
that  the  secretary  inform  the  American  Medical 
Education  Foundation  Committee  of  this  action. 
This  was  done  July  30,  1956.  (See  Annual  Re- 
ports in  this  issue,  Report  of  the  American  Medical 
Education  Foundation  Committee,  page  1287.) 

Hospital  Staff  Bulletin  Boards  (Section  150). — 

The  House  resolved  “that  those  responsible  for  the 
administration  of  all  hospitals — voluntary,  munici- 
pal, and  proprietary — be  requested  by  the  Medical 
Society  of  the  State  of  New  York  to  continue  the 
practice  of  listing  on  the  staff  bulletin  boards  only 
the  names  of  duly  licensed  doctors  of  medicine  and 
doctors  of  dentistry.”  The  Council  voted  that  the 
secretary  write  a letter  to  the  hospitals  to  that 
effect.  On  July  3,  1956,  the  secretary  sent  copies 
of  the  House  of  Delegates’  resolution  to  the  New 
York  City  Commissioner  of  Health,  the  New  York 
City  Commissioner  of  Hospitals,  and  the  executive 
director  of  the  Hospital  Association  of  New  York 
State  with  a request  that  they  “draw  this  to  the 
attention  of  ‘those  responsible  for  the  administra- 
tion of  hospitals’  in  New  York  State.” 

Hospital  and  Medical  Care  Insurance  (Section 
151). — The  following  resolution,  number  56-27, 
was  also  passed: 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  support  the  continuance  and  further  de- 
velopment of  medical  care  insurance  plans,  which 
respect  the  practice  of  medicine  by  the  physicians, 
whether  in  or  out  of  the  hospital;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  support  hospital  insurance  plans  which 


confine  their  coverage  to  nonphysician  hospital 
services,  but  it  aggressively  oppose  the  inclusion,  in 
any  hospital  insurance  plan,  of  coverage  of  services 
rendered  by  a licensed  physician. 

The  Council  voted  that  this  be  referred  to  the 
Economics  Committee  in  order  that  the  Sub- 
committee on  Medical  Expense  Insurance  study  it. 

At  the  Council  meeting  of  December  13,  1956,  the 
chairman  of  the  Committee  on  Economics  reported 
that  the  Medical  Expense  Insurance  Subcommittee 
approved  the  resolution  and  urgently  suggested 
“that  the  Council  ask  Blue  Cross  and  Blue  Shield 
to  collaborate  and  review  areas  that  overlap  and  to 
refine  and  define  the  areas  of  each  group  to  avoid 
future  complications.” 

Hospital  Practice  of  Medicine  and  Ethics  In- 
volved (Section  152). — Resolution  number  56-29 
was  referred  by  the  House  of  Delegates  to  the 
Council.  The  resolution  states: 

Whereas,  the  American  Medical  Association  at  its 
1950  meeting  approved  the  Hess  Report,  which  is  a 
directive  to  prohibit  the  practice  of  medicine  by 
hospitals  in  the  fields  of  pathology,  radiology,  anes- 
thesiology, and  physiatry,  through  licensed  physi- 
cians; and 

Whereas,  the  hospital  practice  of  medicine  has 
spread  by  the  employment  of  full-time  salaried 
physicians  in  all  other  branches  of  medicine;  and 
Whereas,  the  American  Medical  Association  and 
the  American  Hospital  Association  have  reached  an 
agreement,  which  is  published  in  the  Journal  of 
the  American  Medical  Association,  volume  152,  page 
731,  June  20,  1953;  and 

Whereas,  a special  committee  appointed  by  Presi- 
dent Eggston,  December  10,  1953,  to  study  hospital 
and  professional  relations  reported  to  the  House 
of  Delegates  of  the  Medical  Society  of  the  State  of 
New  York  to  wit:  The  committee  was  of  the  opinion 
that  both  the  medical  profession  and  hospitals 
should  adhere  to  the  provisions  of  the  above-men- 
tioned agreement;  and 

Whereas,  another  resolution  was  presented  to  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  at  its  1954  session  (Section  46, 
page  50,  Proceedings  of  the  House  of  Delegates, 
September  1,  1954,  Part  II,  issue  of  the  New  York 
State  Journal  of  Medicine);  and 

Whereas,  this  resolution  was  referred  by  the 
House  of  Delegates  to  the  Special  Committee  to 
Study  Hospital  and  Professional  Relations;  and 
Whereas,  this  special  committee  has  been  unsuc- 
cessful in  its  discussions  with  the  Hospital  Association 
of  New  York  State  in  solving  this  problem;  and 
Whereas,  recent  developments  in  insurance 
contracts  have  made  it  more  essential  that  hospitals 
and  physicians  recognize  the  confines  of  their  prac- 
tice ; and 

Whereas,  it  was  stated  that  a hospital  has  caused 
the  transference  of  fees  paid  by  insurance  com- 
panies to  interns,  residents,  and  members  of  the 
attending  staff  for  medical  and  surgical  services 
rendered  to  their  policyholders;  and 

Whereas,  said  hospital  is  holding  in  escrow  more 
than  one  half  million  dollars  of  such  fees,  pending  a 
decision  as  to  how  to  divide  this  money  among  the 
physicians  on  its  staff ; and 

Whereas,  such  division  of  fees  is  in  violation  of 
both  Section  6514,  paragraph  2f,  of  the  Education 
Law  and  also  the  Principles  of  Professional  Conduct 
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of  the  Medical  Society  of  the  State  of  New  York; 
now  therefore  be  it  hereby 

Resolved , that  the  Medical  Society  of  the  State  of 
New  York  institute  legal  action  to  enjoin  hospitals 
from  illegally  practicing  medicine;  and  be  it  further 
Resolved,  that  disciplinary  action  be  taken  after 
due  process  against  such  members  of  the  Medical 
Society  of  the  State  of  New  York  who  violate  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York  by  transferring 
fees  received  by  the  hospital. 

The  hope  was  expressed:  that  the  Council  could 
find  the  best  ways  and  means  of  preventing  hospi- 
tals from  practicing  medicine. 

The  Council  voted  that  the  “resolved”  regarding 
instituting  legal  action  to  enjoin  hospitals  from  il- 
legally practicing  medicine  be  referred  to  the 
counsel  for  advice.  This  was  done  July  30,  1956. 

After  discussion  by  the  Council  it  was  voted  that 
the  county  societies  should  be  made  aware  of  the 
final  “resolved”  as  it  is  a local  and  not  a State 
matter,  Dr.  Winslow  voting  in  the  negative.  This 
was  done  by  a letter  of  August  3,  1956,  to  county 
medical  society  secretaries  in  New  York  State. 

The  House  expressed  the  hope  that  the  counsel 
could  find  the  best  ways  and  means  of  preventing 
hospitals  from  practicing  medicine.  The  secretary 
was  instructed  by  the  Council  so  to  inform  the 
Committee  on  Hospital  and  Professional  Relations 
and  did  so  in  a letter  of  July  30,  1956,  to  the  chair- 
man. (See  Annual  Reports  in  this  issue,  Report  of 
Legal  Counsel  and  Report  of  Council — Part  VI, 
pages  1232  and  1249.) 

Payment  for  Diagnostic  Study  by  Blue  Cross  and 
Blue  Shield  Plans  (Section  110). — Resolution  56-1, 
as  altered  by  the  reference  committee,  was  passed 
by  the  House:  “that  the  Medical  Society  of  the 

State  of  New  York  request  the  Blue  Shield  and 
Blue  Cross  Plans  within  the  State  to  study  the 
possibility  of  insuring  subscribers  against  the  cost 
of  diagnostic  survey  in  or  out  of  hospitals,”  to  be 
reported  on  by  the  Subcommittee  on  Medical  Care 
Insurance  in  its  1957  report.  The  Council  voted 
to  refer  this  to  the  Subcommittee  on  Medical  Care 
Insurance  of  the  Economics  Committee.  This  was 
done  in  a letter  of  July  31,  1956,  to  Dr.  John  C. 
McClintock,  chairman  of  the  Economics  Com- 
mittee. (See  Annual  Reports  in  this  issue,  Council 
— Part  VII,  page  1250.) 

War  Memorial  Fund  Contributions  (Section 
124). — The  Reference  Committee  on  the  Reports 
of  the  Treasurer,  Board  of  Trustees,  Budget,  War 
Memorial,  and  Expense  Curtailment  recommended 
that  members  who  have  joined  the  State  Society 
since  1948  should  voluntarily  contribute  812  each 
“to  insure  the  War  Memorial  Committee  against 
any  unforeseen  contingency.”  The  increase  of 
allowance  from  $600  to  $900  a year  for  each  bene- 
ficiary was  voted;  also  to  include  children  of 
Korean  police  action  member  casualties. 

The  Council  referred  to  the  War  Memorial  Com- 
mittee for  implementation  the  part  regarding  the 
$12  voluntary  contribution  from  those  who  have 
joined  the  Society  since  1948.  The  War  Me- 


morial Committee  has  increased  the  individual  dis- 
bursements. It  also  sent  a letter  to  each  active 
member  who  had  not  previously  contributed. 
(See  Annual  Reports  in  this  issue,  Report  of  War 
Memorial  Committee,  page  1293.) 

Employes’  Pension  Fund  (Section  125). — The 
House  voted  a special  assessment  of  $10  on  Janu- 
ary 1,  1957,  to  establish  an  employes’  pension 
fund.  The  Council  referred  this  to  the  treasurer 
and  Board  of  Trustees  for  implementation.  (See 
Annual  Reports  in  the  April  15  issue,  Report  of 
Treasurer  and  Report  of  Board  of  Trustees.) 

Consultation  Fees  in  Blue  Shield  (Section  113). — 

The  Reference  Committee  on  Report  of  Council, 
Part  VII,  Dr.  Leonard  J.  Schiff,  chairman,  en- 
dorsed “the  establishment  of  an  adequate  con- 
sultation fee”  by  Blue  Shield  Plans  in  New  York 
State  and  also  requested  that  the  Subcommittee  on 
Medical  Expense  Insurance  study  this  matter  and 
report  next  year.  This  was  passed  by  the  House. 
It  was  referred  by  the  Council  to  the  Subcommittee 
on  Medical  Care  Insurance  of  the  Economics  Com- 
mittee. (See  Annual  Reports  in  this  issue,  Council — - 
Part  VII,  page  1250.) 

Approval  of  Blue  Shield  Plans  in  New  York 
State  (Section  119). — The  House  voted  approval 
of  the  following  Blue  Shield  Plans  for  the  ensuing 
Society  year:  United  Medical  Service,  Inc.,  New 

York  City;  Genesee  Valley  Medical  Care,  Inc., 
Rochester;  Central  New  York  Medical  Plan,  Inc., 
Syracuse;  Medical  and  Surgical  Care,  Inc.,  Utica; 
Northeastern  New  York  Medical  Service,  Inc., 
Albany;  Chautauqua  Region  Medical  Service,  Inc., 
Jamestown.  The  president  of  each  plan  was  noti- 
fied of  this  action  by  letter  on  August  13,  1956. 

Western  New  York  Medical  Plan,  Inc.  (Section 
114)  . — Furthermore,  the  House  “resolved  that  the 
Medical  Society  of  the  State  of  New  York  approved 
the  Western  New  York  Medical  Plan,  Inc.,  pro- 
vided that  by  September  1,  1956,  its  bylaws  are 
modified  so  that  the  component  county  medical 
societies  elect  their  own  representative  members  to 
the  board  of  trustees  of  Western  New  York  Medi- 
cal Plan,  Inc.”  The  Council  voted  to  refer  this 
to  the  Subcommittee  on  Medical  Expense  Insurance 
of  the  Economics  Committee.  The  secretary  re- 
ported that  on  a specific  inquiry  from  the  president 
of  the  Western  New  York  Medical  Plan,  Inc.,  a 
copy  of  the  resolution  which  was  passed  by  the 
House  was  forwarded  to  him,  Dr.  Kinzly,  and  also 
to  the  Medical  Society  of  the  County  of  Erie  be- 
cause they  had  considerable  interest  in  the  matter. 
The  chairman  of  the  Committee  on  Economics  re- 
ported to  the  Council  on  September  13,  1956,  that 
on  September  27  the  necessary  amendment  to  the 
bylaws  would  be  presented  to  the  board  of  directors 
of  the  plan  for  adoption.  (See  Annual  Reports  in 
this  issue,  Council—  Part  VII,  page  1250.) 

Medical  Care  Insurance  for  State  Civil  Service 
Employes  (Section  118). — The  House  also  approved 
of  the  supplementary  report  of  the  Subcommittee 
on  Medical  Expense  Insurance,  emphasizing  the  im- 


April  1,  1957 


1215 


ANNUAL  REPORTS 


portance  of  providing  coverage  for  State  civil  serv- 
ice employes  up  to  an  income  ceiling  of  $6,000. 
It  was  suggested  that  the  delegates  arrange  to  have 
this  report  read  at  the  next  meeting  of  their  county 
medical  societies.  This  action  was  reported  to  the 
Council. 

Standards  for  Approval  of  New  York  State  Blue 
Shield  Plans  (Section  119). — The  House  voted 
approval  of  the  reference  committee  report  which 
stated,  “A  change  in  the  Standards  for  Approval  of 
New  York  State  Medical  Care  Plans  was  approved. 
This  changes  paragraph  2 under  Claim  Payments 
to  read  as  follows,  ‘When  care  has  been  rendered  by 
a nonparticipating  physician  and  claim  filed  for  such 
care,  payment  shall  be  made,  at  the  option  of  the 
plan,  either  to  the  subscriber  or  to  the  nonpartici- 
pating physician  upon  request  of  the  subscriber.’ 
This  gives  an  option  to  the  plan  and  provides  an 
inducement  for  doctors  to  become  participating 
physicians.”  No  action  by  the  Council  was  con- 
sidered necessary. 

General  Practitioners  in  Rural  Areas  (Section 
83).— The  Reference  Committee  on  Report  of 
Council,  Part  III,  “recommended  that  hospitals 
serving  rural  areas  be  urged  to  integrate  the  general 
practitioners  of  these  areas  into  their  staffs.  In 
this  way  they  will  improve  the  practice  of  medicine 
in  rural  areas  and  help  solve  the  problem  of  medi- 
cal care  in  rural  areas.”  The  Council  voted  that 
this  recommendation  be  referred  to  the  Rural 
Medical  Service  Committee  to  negotiate  with  the 
hospitals  to  increase  their  staffs.  A letter  was  sent 
Dr.  Leo  E.  Gibson,  chairman  of  the  committee,  on 
July  30,  1956,  to  inform  him  of  this  action.  (See 
Annual  Reports  in  this  issue,  Council — Part  III, 
page  1241.) 

Blood  Exchange  Program  (Section  161). — 
Furthermore,  the  House  voted  support  for  con- 
tinuing the  blood  exchange  program  of  the  Blood 
Banks  Association  of  New  York  State,  Inc.,  at  an 
estimated  cost  to  the  Society  of  $200  per  month, 
recommending  that  there  be  a proper  appropriation 
by  the  Council  and  Board  of  Trustees.  At  the 
request  of  the  Council  the  Board  of  Trustees  ap- 
proved this  recoqimended  appropriation  on  June  7, 
1956. 

Blood  Banks  Association  Expenses  (Section 
161). — Also  the  House  upheld  the  recommendation 
of  the  Reference  Committee  on  Report  of  Council, 
Part  IV,  Public  Health  Activities  C — Blood  Banks, 
which  stated,  “We  further  recommend  that  the 
limit  of  further  deficit  for  the  year  1956  not  ex- 
ceed $15,000,”  referring  to  the  expenses  of  the  Blood 
Banks  Association  of  New  York  State,  Inc.,  and  its 
blood  insurance  program,  “provided  the  Council 
and  Board  of  Trustees  find  this  feasible.”  (See 
Annual  Reports  in  this  issue,  Report  of  Blood  Banks 
Commission,  page  1298.) 

Narcotic  Prohibition  (Section  162). — Another 
resolution,  number  56-32,  which  the  House  passed, 
said,  “that  the  Medical  Society  of  the  State  of  New 


York  institute  a thorough,  objective  study  of  the 
whole  problem  of  narcotic  addiction”  and  “that 
the  American  Medical  Association  be  apprised  of 
this  action  on  the  part  of  the  Medical  Society  of  the 
State  of  New  York.”  The  Council  voted  to  refer 
this  study  to  the  Subcommittee  on  Addiction  to 
Alcohol  and  Narcotics  of  the  Public  Health  and 
Education  Committee  and  have  the  secretary  notify 
the  American  Medical  Association.  The  text  of 
the  resolution  was  included  in  a letter  of  July  30, 
1956,  to  the  secretary  and  general  manager  of  the 
American  Medical  Association,  carbon  copy  of 
which  was  sent  to  the  chairman  of  the  Public  Health 
and  Education  Committee.  (See  Annual  Reports 
in  this  issue,  Council — Part  V,  page  1249.) 

Injunction  Bill  (Section  98). — Another  action  the 
House  took  was  to  recommend  “that  the  Council  will 
renew  efforts  next  year  for  the  passage  of  an  in- 
junction bill  as  applied  to  the  illegal  practice  of 
medicine.”  This  was  referred  by  the  Council  to  the 
Committee  on  Legislation.  (See  Annual  Reports 
in  this  issue,  Council — Part  IX,  page  1257.) 

Legislation  Regarding  Practice  of  Medicine  by 
Hospitals  (Section  98). — It  is  noteworthy  that  the 
House  of  Delegates  adopted  the  opinion  of  its  refer- 
ence committee  that  legislation  regarding  the  prac- 
tice of  medicine  by  hospitals  “should  be  reviewed  and 
re-evaluated  after  the  Iowa  case  has  been  finally 
settled  in  the  higher  courts.”  This  statement  was 
reported  to  the  Council. 

Cult  Control  Program  (Section  98). — Also  the 
House  voted  that  the  Legislation  Committee  and  the 
Committee  to  Combat  Cults  should  promulgate 
their  plans  long  before  the  opening  of  the  New 
York  State  Legislature  in  1957.  This  was  re- 
ferred to  the  Legislation  Committee.  (See  Annual 
Reports  in  this  issue,  Council — Part  IX,  page  1261.) 

Hospital  Practice  of  Medicine  (Section  100). — 

The  House  of  Delegates  also  resolved,  “that  the 
Medical  Society  of  the  State  of  New  York  re- 
introduce said  bills  in  the  1957  session  of  the  New 
York  State  Legislature  and  actively  work  for  their 
passage,”  referring  to  the  so-called  Friedman  and 
Pino  bills.  The  Council  referred  this  to  the  Legis- 
lation Committee.  (See  Annual  Reports  in  this 
issue,  Council — Part  IX,  page  1257.) 

Taking  Blood  for  Alcoholic  Testing  (Section 
101). — A resolution  regarding  "taking  blood  for 
alcoholic  testing”  was  referred  to  the  Council  for 
proper  action  on  account  of  alleged  liability  of  any 
physician  who  takes  blood  either  without  consent 
of  the  patient  or  with  the  consent  of  a patient  who 
is  not  mentally  normal.  The  Council  voted  to  refer 
this  to  the  Legislation  Committee  in  conjunction 
with  counsel.  (See  Annual  Reports  in  this  issue, 
Council— Part  IX,  and  Report  of  Legal  Counsel, 
pages  1257  and  1232.) 

Medical  Practice  Committee  Abolition  (Section 
81). — The  House  of  Delegates  concurred  with  its 
reference  committee’s  recommendation  (Council — 
Part  X,  Workmen’s  Compensation)  that  there  be 
strong  support  of  legislation  “to  abolish  the  Medi- 
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cal  Practice  Committee  and  restore  to  counties 
having  a population  of  one  million  or  over  those 
functions  which  all  other  counties  in  the  State 
carry  out.”  The  Council  referred  this  to  the  Legis- 
lation Committee.  (See  Annual  Reports  in  this 
issue,  Council — Part  IX,  page  1257.) 

Journal  Advertising  Policy  (Section  93). — When 
the  House  of  Delegates  considered  the  report  of 
Council — Part  XI,  pertaining  to  publications,  it 
recommended  that  the  Council  study  and  clarify 
its  policy  on  advertising  in  the  Journal  and  report 
at  the  next  House  of  Delegates.  The  Council 
voted  that  this  be  referred  to  the  Publication  Com- 
mittee for  report  back  to  the  Council.  On  Decem- 
ber 13,  1956,  the  Council  approved  a report  of  the 
Publication  Committee  recommending  application 
of  the  following  criteria:  “That  if  (1)  the  adver- 
tising is  factually  correct,  (2)  the  copy  is  in  good 
taste,  (3)  the  advertiser  or  agency  does  not  exploit 
his  Journal  advertising  in  the  copy  he  presents  to 
the  public  through  newspapers,  television,  or  radio 
channels,  and  (4)  the  advertising  to  the  public 
makes  no  unjustifiable  claims,  there  seems  to  be  no 
reason  why  the  Journal  or  the  Directory  should 
not  accept  it.” 

Legal  Profession,  Guide  for  Cooperation  with 
(Section  91). — The  Council  was  requested  to  “take 
appropriate  action”  on  a resolution  regarding 
’ “Guide  for  Cooperation  Between  the  Medical  and 
Legal  Professions”  which  directed  the  Society  to  de- 
i velop  such  a Guide.  This  was  referred  to  the 
. Public  Relations  Committee.  (See  Annual  Re- 
t ports  in  this  issue,  Council — Part  XI,  Page  1273.) 

Media  of  Information,  Guide  for  Cooperation 
with  (Section  89). — In  a supplementary  report  of 
the  Public  Relations  Committee,  the  House  of 
' Delegates  “recommended  that  the  Subcommittee 
on  Cooperation  with  Media  of  Information  be  con- 
e tinued  to  supervise  the  publication  of  a new  edition 
. of  the  Guide  for  Cooperation  and  that  funds  be  pro- 
i vided  for  this  purpose.”  This  was  referred  to  the 
ir  Committee  on  Public  Relations.  (See  Annual 
(1  i Reports  in  this  issue,  Council — Part  XI,  page 
, 1273.) 

Publication  Committee  Member-at-Large  (Sec- 
tion 92). — The  House  of  Delegates  approved  one 
in  additional  member  on  the  Publication  Committee, 
3r  a “member-at-large  to  be  appointed  by  the  presi- 
or  dent  on  the  suggestion  of  the  Publication  Com- 
iy  mittee.”  The  other  members  of  the  committee 
at  are  a trustee,  the  editor,  the  secretary,  the  treasurer, 
to  the  assistant  editor,  and  an  adviser.  The  presi- 
er  dent’s  appointment  of  such  a member  was  approved 
m by  the  Council. 

IP  i 

Federal  Medical  Services  (Section  99). — The 
House  adopted  a resolution  “that  the  Medical 
| Society  of  the  State  of  New  York  support  measures 
to  to  implement  the  recommendations  and  urge  enact- 
iti  ment  into  law  of  the  purpose  and  aims  of  this  report 
H of  the  Hoover  Commission  as  it  pertains  to  Federal 
In  I medical  services.”  The  Council  referred  this 
ifrl  resolution  to  the  Committee  on  Legislation.  (See 


Annual  Reports  in  this  issue,  Council — -Part  IX, 
page  1257.) 

A.M.A.  Resolutions. — Six  resolutions  adopted 
by  the  1956  House  of  Delegates  were  introduced  by 
New  York  State  members  of  the  House  of  Delegates 
of  the  American  Medical  Association  at  its  meeting 
in  June,  1956. 

Dr.  Wolff  was  assigned  the  introduction  of  our 
resolution  regarding  ethics,  our  proposed  new 
Section  12  for  Chapter  I of  the  American  Medical 
Association’s  Principles  of  Medical  Ethics.  It 
was  referred  to  the  Reference  Committee  on  Con- 
stitution and  Bylaws.  This  reference  committee’s 
adverse  report  was  defeated,  but  the  House  took 
no  further  action.  However,  at  the  interim  session 
of  the  A.M.A.  House  of  Delegates  in  Seattle, 
Washington,  in  November,  1956,  the  proposal  was 
defeated  on  account  of  unsatisfactory  wording. 

Dr.  Loughran  was  detailed  to  introduce  our  reso- 
lution regarding  reimbursement  for  collecting 
American  Medical  Association  dues.  The  Refer- 
ence Committee  on  Report  of  Board  of  Trustees 
and  Secretary  recommended  that  this  be  referred 
to  the  Board  of  Trustees,  and  the  House  of  Dele- 
gates voted  approval. 

Dr.  Di  Natale  was  given  the  assignment  to  in- 
troduce the  resolution  regarding  increasing  mem- 
bership of  the  American  Medical  Association. 
This  went  to  the  Reference  Committee  on  Report 
of  Board  of  Trustees  and  Secretary,  and  later  the 
House  of  Delegates  voted  approval  and  referred 
the  matter  to  the  Board  of  Trustees. 

Dr.  Kenney  was  delegated  to  introduce  the 
resolution  regarding  establishment  of  inhalation 
therapy  schools.  The  Reference  Committee  on 
Medical  Education  and  Hospitals  recommended 
its  approval  in  principle,  and  the  resolution  was  re- 
ferred to  the  American  Medical  Association  Council 
on  Medical  Education  and  Hospitals. 

Dr.  Dorman  was  given  the  introduction  of  our 
resolution  on  disapproval  of  internship  “one-quarter 
rule.”  The  Reference  Committee  on  Medical 
Education  and  Hospitals  recommended  its  dis- 
approval, and  the  House  of  Delegates  concurred. 

Dr.  Winslow,  in  a resolution  advocated  holding 
the  1961  American  Medical  Association  convention 
in  New  York  City.  The  Reference  Committee  on 
Report  of  the  Board  of  Trustees  and  Secretary 
urged  the  House  of  Delegates  to  send  this  to  the 
Trustees,  with  the  hope  that  it  be  carefully  studied. 

Meeting  Dates  (Sections  58,  166). — On  May  18, 
1956,  the  secretary  informed  the  New  York  Con- 
vention and  Visitors  Bureau,  Inc.  of  the  decisions 
of  the  House  of  Delegates  with  regard  to  the  dates 
of  the  sesquicentennial  celebration  and  the  House 
of  Delegates’  meetings.  He  also  informed  the 
bureau  of  the  invitation  to  the  American  Medical 
Association  to  hold  its  1961  annual  meeting  in  New 
York  City. 

Unprofessional  Conduct  Definition  (Section  140). 

— On  June  21,  1956,  the  secretary  informed  Chan- 
cellor John  P.  Myers  of  the  Board  of  Regents  of  the 


April  1,  1957 


1217 


ANNUAL  REPORTS 


University  of  the  State  of  New  York  of  the  changes 
requested  by  the  House  of  Delegates  in  the  defini- 
tion of  unprofessional  conduct  in  medicine,  Subdi- 
vision 4,  Section  30,  Article  II,  of  the  Regulations 
of  the  Commissioner  of  Education.  Chancellor 
Myers  replied  that  the  request  would  be  brought 
to  the  attention  of  the  Regents  Standing  Committee 
and  that  the  Board  of  Regents  “is  desirous  of 
achieving  an  understanding  on  unprofessional  con- 
duct which  will  be  consistent  with  the  views  of  the 
medical  profession.” 

Election  Results  (Section  175). — Dr.  George  F. 
Lull,  secretary  and  general  manager  of  the  American 
Medical  Association,  Dr.  Thomas  H.  Alphin,  direc- 
tor of  the  Washington  Office  of  the  American 
Medical  Association,  and  the  officers  elected  were 
notified  of  the  results  of  the  election  held  at  the  last 
meeting  of  the  House  of  Delegates. 

1957  Meeting  Place  (Section  166). — On  May  17, 
1956,  Mr.  Charles  L.  Baldwin  notified  the  Hotel 
Statler  in  Buffalo  that  the  1957  meeting  of  the 
House  of  Delegates  would  be  held  in  New  York  City. 

Compulsory  A.M.A.  Membership  (Section  87). — 

As  directed  by  the  House  of  Delegates,  a referendum 
was  conducted  on  the  question  of  amending  the 
Constitution  and  Bylaws  to  require  membership  in 
the  American  Medical  Association  of  all  active  mem- 
bers of  this  Society.  The  referendum  showed  that 
approximately  two-thirds  of  the  members  were 
opposed  to  compulsory  A.M.A.  membership  and 
approximately  one-third  were  in  favor  of  it.  The 
results  of  the  referendum  are  reported  in  the  secre- 
tary’s annual  report.  (See  Annual  Reports  in  this 
issue,  Report  of  the  Secretary,  page  1229.) 

Expense  Curtailment  Committee  (Section  123). — 

On  June  28,  1956,  the  president  was  informed  of  the 
adoption  by  the  House  of  a recommendation  that 
the  Expense  Curtailment  Committee  be  continued 
“with  certainly  the  treasurer,  the  speaker,  a trustee, 
along  with  two  other  individuals,  perhaps  one  of 
these  being  the  chairman  of  the  Planning  Com- 
mittee or  his  designee.” 

Woman’s  Auxiliary  (Section  153). — The  House 
of  Delegates’  commendation  of  the  Woman’s 
Auxiliary  was  reported  to  Mrs.  Albert  Vander 


Veer,  II,  president  of  the  Auxiliary,  in  a letter  of 
May  28,  1956,  from  the  secretary. 

Medicine  at  Midnight  (Section  90). — The  com- 
mendatory resolution  adopted  by  the  House  of 
Delegates  was  transmitted  to  Mr.  and  Mrs.  Tex 
McCrary. 

Alaska  Mental  Health  Bill  (Section  163). — 

Senators  Herbert  H.  Lehman  and  Irving  M.  Ives 
were  informed  of  the  resolution  of  the  House  of 
Delegates  expressing  approval  of  H.R.  6376,  if 
amended  to  limit  its  applicability  to  citizens  of  the 
Territory  of  Alaska. 

Legislation  (Section  98). — On  June  28,  1956,  the 
chairman  of  the  Committee  on  Legislation  was  in- 
formed of  the  House  of  Delegates’  instructions  that 
the  committee  sponsor  an  autopsy  bill  and  work  for 
changes  in  the  Workmen’s  Compensation  Law  to 
abolish  medical  practice  committees,  to  make  de- 
cisions of  the  Medical  Appeals  Unit  binding  on  the 
chairman  of  the  Workmen’s  Compensation  Board, 
and  to  provide  for  the  establishment  of  panels  of 
expert  consultants.  (See  Annual  Reports  in  this 
issue,  Council — Part  IX,  page  1257.) 

A.M.A.  Delegates  (Section  156). — The  chairman 
of  the  Nominating  Committee  was  informed  that 
the  House  of  Delegates  had  adopted  a recom- 
mendation of  the  Reference  Committee  on  Report 
of  the  Planning  Committee  that  “in  presenting 
names  of  delegates  to  be  elected  to  the  House  of 
Delegates  of  the  A.M.A.  (it)  give  serious  considera- 
tion to  the  various  geographic  areas  of  the  State, 
considering  also  records  of  service  to  county,  dis- 
trict, and  State.”  (See  Annual  Reports  in  this  issue, 
Report  of  the  Nominating  Committee,  ppge  1288.) 

Anesthesiology  Residency  (Section  147). — The 

secretary  transmitted  to  Chancellor  John  P.  Myers 
of  the  University  of  the  State  of  New  York  the 
recommendation  of  the  House  of  Delegates  “that 
the  Board  of  Regents  reconsider  the  problem  of 
anesthesiology  and  extend  the  same  recognition 
as  it  has  to  the  other  specialty  services  in  the  hospital 
training  program.”  The  Society  of  Anesthesiolo- 
gists were  requested  to  send  representatives  to  a 
meeting  of  the  Committee  on  Licenses  of  the  Board 
of  Regents  at  which  this  question  was  to  be  dis- 
cussed for  the  purpose  of  making  a recommendation 
to  the  Board. 
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Report  of  the  President 


To  the  House  of  Delegates,  Gentlemen: 

In  keeping  with  custom,  it  is  my  duty  to  give  an 
accounting  of  my  stewardship  in  the  office  of  presi- 
dent in  this  issue 
oftheNEwYoRK 
State  Journal 
of  Medicine. 
While  it  is  an 
obligation,  I 
consider  the 
task  a very 
pleasurable  one. 
My  term  of  of- 
fice has  not  been 
easy,  but  I hope 
it  has  been  a 
productive  year. 
Many  impor- 
tant decisions 
had  to  be  made, 
some  of  them 
quickly,  since 
the  interval  be- 
James  Greenough,  M.D.  fore  the  deadline 


for  making  them  was  short.  My  tenure,  neverthe- 
less, has  been  most  rewarding.  It  has  been  my  ex- 
perience that  any  worth-while  accomplishment  has 
been  due  entirely  to  the  hard,  exacting  work  of  the 
officers,  Council,  Board  of  Trustees,  and  our  com- 
mittees and  their  chairmen.  I am  most  grateful  to 
the  members  of  the  House  for  having  given  me  the 
privilege  of  serving  our  Society  and  the  medical  pro- 
fession. I would  like  at  this  point  to  express  my 
gratitude  to  your  president-elect,  Dr.  Thurman  B. 
Givan,  for  his  unfailing  help  in  sharing  with  me  some 
of  the  duties  incumbent  upon  the  presidency.  His 
splendid  work  since  May  of  1956  indicates  that  the 
Society  will  be  in  excellent  hands  when  he  assumes 
the  leadership  in  May  of  1957. 

In  my  address  to  this  House  as  president-elect  I 
promised  to  carry  out  your  mandates  to  the  best  of 
my  ability.  This  I tried  to  do.  I trust  that  my 
efforts  will  meet  with  your  approval. 

I am  particularly  pleased  to  have  had  the  honor  of 
being  your  president  during  part  of  our  sesquicen- 
tennial  year.  Every  effort  has  been  made  to 
make  the  celebration  of  our  150th  birthday  one  of 
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the  outstanding  events  in  the  long  history  of  our 
Society. 

You  will  recall  that  in  my  remarks  last  May  to  this 
House  I emphasized  certain  objectives.  I stated  at 
that  time  that  in  my  opinion  our  some  sixty  odd 
committees,  comprising  about  500  members,  con- 
stitute the  vital  force  responsible  for  the  success  or 
failure  of  our  Society.  I also  suggested  that  these 
committees  might  be  divided  into  three  groups — 
administrative,  economic,  and  scientific — and  that 
the  activities  of  our  Society  should  be  separated  into 
internal  and  external  components. 

The  Council  meetings  during  the  past  year  have 
considered  matters  under  the  heading  of  adminis- 
trative, economic,  and  scientific.  I believe  this  has 
led  to  a more  efficient  conducting  of  the  affairs  of  the 
Society  because  it  allowed  discussion  of  related  topics 
in  a minimum  amount  of  time.  In  this  report  I 
also  hope  to  group  allied  subjects  together  in  the 
same  manner. 

I am  pleased  to  report  that  on  the  whole  our  com- 
mittees have  functioned  efficiently  and  have  accom- 
plished much  toward  achieving  the  purposes  for 
which  our  Society  exists.  In  some  instances  little 
or  no  progress  was  made.  In  general,  however, 
the  work  of  our  Society  has  gone  forward.  A great 
deal  has  been  done  to  make  us  stronger  internally 
and  externally  as  the  facts  presented  later  in  this 
report  will  show. 

It  is  interesting  to  note  that  during  the  1956  dis- 
trict branch  meetings  there  was  a slight  trend  to- 
ward discussion  of  important  socioeconomic  and  pub- 
lic relations  matters.  You  will  recall  that  I advo- 
cated last  May  that  two  or  three  of  our  State  So- 
ciety committees  give  round-table  discussions  at 
these  meetings  to  acquaint  members  with  our  work 
and  build  a better  liaison  between  them  and  the 
officers  they  have  chosen.  The  Fourth  and  Sixth 
Districts  discussed  such  topics  as  industrial  medicine, 
workmen’s  compensation,  Blue  Cross-Blue  Shield, 
public  welfare,  malpractice  insurance,  and  public 
relations.  This  is  a trend  in  the  right  direction 
which  I trust  will  continue.  A better  understanding 
of  the  activities  of  the  various  departments  of  our 
State  Society  by  its  members  is  essential  if  the  mem- 
bership is  to  cooperate  with  the  officers,  Council, 
and  Trustees  in  its  management. 

The  various  other  objectives  which  I mentioned 
in  my  talk  to  this  House  will  be  touched  upon  under 
the  proper  headings  in  this  report.  It  is  not  my 
intention,  incidentally,  to  discuss  every  phase  of  our 
vast  operations,  since  time  and  space  make  this  im- 
possible. I do  intend,  however,  to  comment  briefly 
on  some  of  the  important  aspects  of  our  work.  I 
strongly  urge,  moreover,  that  in  order  that  you  be 
properly  prepared  for  the  actions  you  must  take  at 
this  session  you  study  and  analyze  most  carefully 
the  report  of  every  committee  printed  in  this  issue. 
Without  doing  so,  you  cannot  intelligently  approach 
the  vital  work  that  is  before  you. 

At  the  last  session  of  this  House,  various  matters 
were  referred  to  the  Council.  While  these  matters 
will  be  reported  to  you  at  the  proper  time,  allow 
me  to  state  that  careful  and  studious  consideration 


was  given  to  all  of  them,  and  whatever  action  that 
seemed  suitable  was  taken. 

In  order  that  related  matters  can  be  reviewed 
efficiently  and  quickly  I am  dividing  this  report  into 
three  major  parts — (1)  Administrative,  (2)  Eco- 
nomic, and  (3)  Scientific. 

Administrati  ve 

Secretary. — Your  efficient  and  popular  secretary 
and  general  manager  has  conducted  the  affairs  of  the 
Society  with  his  usual  quiet  thoroughness.  He  is 
well  known  to  all  of  you,  but  only  when  one  goes 
through  the  year  of  presidency  does  one  appreciate 
his  unfailing  loyalty,  both  personal  and  to  the  So- 
ciety, his  knowledge  of  past  procedures  and  present 
requirements,  and  his  constant  assistance  and  ad- 
vice on  Society  business.  I owe  a deep  debt  of 
gratitude  to  Dr.  Anderton  for  his  complete  coopera- 
tion during  the  past  year. 

Treasurer  and  Budget. — I want  to  call  your 
attention  to  the  report  of  the  Treasurer  and  Budget 
Committee.  Due  to  their  interest  and  many  hours 
of  unselfish  devotion  to  our  business  affairs  you  will 
see  that  our  financial  situation  is  steadily  improving. 
No  necessary  activities  have  been  curtailed,  yet  we 
are  no  longer  piling  up  annual  deficits.  Dr.  Dattel- 
baum  deserves  congratulations  for  bis  devotion  to 
the  Society  which  has  made  possible  this  steady 
advance. 

Office  Administration  and  Policies. — Prob- 
ably the  most  notable  achievement  accomplished 
during  the  year  1956  has  been  the  establishment  by 
the  Committee  on  Office  Administration  and  Policies 
of  a pension  plan  for  employes  of  the  Society. 

Prior  to  the  present  plan  a few  members  of  our 
staff  have  received  pensions  when  reaching  sixty- 
five  years  of  age.  Generally,  such  payments  could 
neither  be  forecast  nor  budgeted.  In  at  least  one 
instance  an  employe  retired  before  any  kind  of 
pension  was  arranged.  With  the  new  plan  the  em- 
ploye can  determine — within  limits — the  pension  he 
or  she  will  receive  upon  retirement. 

Much  time  was  devoted  by  the  Committee  on 
Office  Administration  and  Policies,  the  Council,  and 
the  Board  of  Trustees  in  arranging  a final  plan. 
The  Reference  Committee  on  the  Report  of  the 
Board  of  Trustees  went  deeply  into  the  question  and 
recommended  approval  to  the  House  of  Delegates. 

Financing  of  the  plan  is  being  accomplished 
through  a $10  special  assessment  in  1957.  The 
monies  received  will  be  placed  in  a special  fund  and 
used  only  to  pay  pensions  to  staff  members.  It  is 
anticipated  at  this  time  that  the  fund  will  last  until 
about  1977,  depending  upon  actual  pension  pay- 
ments. 

The  plan  is  modest  in  every'  respect.  In  general, 
pensions  are  based  on  years  of  service  multiplied 
by  a salary  factor.  Provision  has  been  made  under 
which  employes  may  have  a joint  survivorship 
option.  This,  of  course,  is  all  on  a sound  actuarial 
basis.  It  is  believed  that  a constructive  and  worth- 
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while  step  has  been  taken  in  providing  this  employe 
benefit. 

In  addition,  the  work  at  headquarters  was  con- 
ducted in  an  efficient  and  capable  manner.  Those  of 
us  who  come  into  contact  with  our  headquarters 
staff  are  well  aware  of  their  loyalty  to  our  Society 
and  dedication  to  their  jobs.  For  carrying  out  the 
myriad  details  of  organization  we  are  most  grateful 
to  our  employes.  For  setting  policy  and  directing 
activities  we  are  indebted  to  the  Office  Administra- 
tion and  Policies  Committee,  headed  by  Dr.  John  J. 
Masterson,  chairman  of  the  Board  of  Trustees,  as- 
sisted by  Mr.  Thomas  E.  Alexander,  office  manager. 

New  York  State  Journal  of  Medicine. — 
During  the  year  the  Journal  has  appeared  on  time 
twice  a month  due  to  unremitting  efforts  of  the 
associate  editorial  board,  the  editorial  and  adver- 
tising staffs,  and  the  unfailing  cooperation  of  the 
printer.  A detailed  report  of  the  content,  operating 
revenues,  and  expenses  will  be  found  in  the  annual 
report  of  the  Publication  Committee  and  need  not 
be  stated  here. 

Particular  commendation  is  due  this  year  to  the 
operating  personnel  of  the  Journal  who  have  had  to 
carry  on  the  routines  of  the  regular  issues  and  the 
supplement  while  at  the  same  time  planning,  or- 
ganizing, and  editing  the  exceptional  material  for 
the  Sesquicentennial  issue  of  February  1,  1957. 
Copy  for  the  commemorative  annual  meeting  issue 
of  1957  had  to  be  originated,  edited,  and  finished 
by  December  15,  1956,  including  redesign  of  the 
cover,  the  special  seal,  and  the  Society’s  history. 
Special  recognition  is  due  to  Drs.  Claude  Heaton, 
Norman  Shaftel,  Emerson  Crosby  Kelly,  and  John 
F.  Rogers,  Messrs.  Wesley  Draper  and  John  Ische 
of  the  Kings  County  Medical  Society  Library, 
Miss  Heath  Babcock  of  the  State  Medical  Library 
in  Albany,  and  Miss  Gertrude  Annan,  the  librarian 
of  the  New  York  Academy  of  Medicine;  also  Dr. 
Frank  LaGattuta  who  designed  the  special  seal  and 
Mr.  Warner  Feddern  who  designed  the  special 
cover  for  the  issue. 

The  Journal  is  again  indebted  to  the  American 
Cancer  Society  for  making  possible  the  outstanding 
series  of  photomicrographs  in  color  in  the  September 
1 issue  illustrating  the  article  of  Dr.  George  N. 
Papanicolaou.  The  New  York  State  Department 
of  Health  collaborating  with  the  Medical  Defense 
Committee  of  the  Medical  Society  of  the  State  of 
New  York  has  continued  throughout  the  year  to 
publish  in  the  Journal  the  excellent  series  of  articles 
on  medical  preparedness  with  illustrative  charts, 
diagrams,  and  pictures  in  two  colors.  The  large 
increase  in  advertising  in  color  has  facilitated  the 
use  of  color  also  in  the  text.  It  is  hoped  that  this 
type  of  article  will  continue. 

Last  but  by  no  means  least,  on  behalf  of  all  our 
members  I wish  to  thank  the  Publication  Com- 
mittee, Dr.  John  J.  Masterson,  chairman;  Dr. 
Laurance  D.  Redway,  editor;  Dr.  Norman  S. 
Moore,  assistant  editor;  the  editorial  board;  the 
capable  staff,  particularly  Miss  Alvina  Rich  Lewis, 
assistant  to  the  editor,  as  well  as  Mr.  Thomas  E. 
Alexander,  business  manager,  and  the  advertising 


representatives,  for  their  untiring  work  in  constantly 
improving  our  Journal,  a recognized  leader  in  its 
field. 

Medical  Directory. — Compilation  of  the  1957 
Medical  Directory  is  proceeding  according  to  sched- 
ule. It  is  expected  that  it  wall  come  off  the  press  in 
June  or  earlier. 

The  Publication  Committee  is  well  aware  of  the 
need  to  keep  costs  at  a minimum.  Much  study 
and  effort  have  gone  into  this  matter.  As  the  work 
proceeds  from  one  step  to  the  next,  each  expendi- 
ture is  given  careful  thought. 

The  rise  in  publication  costs  over  the  years  is  not 
unusual.  It  is,  rather,  in  step  with  the  times. 
All  publications  have  felt  the  impact  of  rising  prices. 
It  is  no  secret  that  two  well-known  magazines  re- 
cently discontinued  publication  for  this  very  reason. 
That  the  Directory  should  cost  us  more  is  to  be  ex- 
pected. 

The  work  of  compiling  data  for  our  Directory  is  a 
very  difficult  assignment.  For  making  this  valuable 
publication  available  to  us  as  members  of  the 
Society,  we  are  particularly  grateful  to  Dr.  John  J. 
Masterson,  his  Publication  Committee,  and  all  the 
staff  members  who  help  produce  the  Directory. 

Woman’s  Auxiliary. — On  the  distaff  side  the 
Auxiliary  continues  to  strengthen  its  programs. 
It  also  stands  ready  to  assist  the  State  Society  when- 
ever requested.  While  emphasizing  its  three 
State-wide  projects  of  nurse  recruitment  and 
scholarships,  health  poster  contest,  and  exhibit  at 
the  State  Fair,  it  has  extended  its  nurse  recruit- 
ment activities  throughout  the  State.  Two  new 
projects  include  the  appointment  of  special  com- 
mittees to  cooperate  with  the  Committee  to  Combat 
Cults  and  the  Sesquicentennial  Committee. 

Physicians  interested  in  the  ladies’  many  philan- 
thropic programs  should  read  the  December  1, 

1956,  issue  of  the  New  York  State  Journal  of 
Medicine,  which  contains  an  article  detailing  the 
Auxiliary’s  activities. 

To  Mrs.  Vander  Veer,  II,  the  president,  to  each  of 
the  State  and  county  officers,  and  to  every  member, 
I extend  my  appreciation  for  the  numerous  activities 
embarked  upon  and  completed  successfully. 

To  Dr.  Renato  J.  Azzari,  chairman,  Advisory 
Committee,  I also  am  most  grateful  for  the  guid- 
ance and  time  he  has  so  generously  given  to  the 
Auxiliary. 

War  Memorial. — The  War  Memorial  Com- 
mittee, now  in  its  ninth  year,  continues  to  be  one 
of  the  proudest  projects  of  which  we,  as  State 
Society  members,  can  boast.  As  of  January  31, 

1957,  some  $66,200  has  been  paid  out  in  benefits 
to  children  of  our  deceased  fellow-physicians.  As 
approved  by  this  House,  stipends  paid  to  bene- 
ficiaries were  increased  from  $600  to  $900  per 
annum,  starting  with  the  1956-1957  academic  year. 
Children  of  Korean  War  victims  were  included  in 
the  benefits. 

To  obtain  additional  funds  a letter  was  sent  to 
members  who  joined  since  1948,  giving  them  an 
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opportunity  to  contribute  to  the  fund.  At  this 
writing  about  $5,100  had  been  raised  through  this 
appeal. 

During  the  1956-1957  academic  year  there  are 
18  beneficiaries  who  are  receiving  aid  from  the 
fund.  Five  of  these  are  receiving  benefits  for  their 
first  year  at  school.  One  is  a lad  whom  it  seemed 
advisable  to  send  to  preparatory  school.  The 
mother  asked  for  aid,  and  the  Council  voted  her 
$600  annually  towards  expenses  at  a preparatory 
school.  Correspondence  at  hand  shows  there  may 
be  two  more  who  will  be  eligible  to  receive  1956- 
1957  benefits. 

Our  thanks  go  to  Dr.  Walter  W.  Mott,  chairman, 
and  to  the  members  of  his  group,  as  well  as  to  Miss 
Mollie  Pesikoff  for  administering  the  details  of  the 
fund. 

Planning  Committee. — One  of  the  least  heralded 
but  most  vital  groups  in  our  Society  is  the  Planning 
Committee  for  Medical  Policies.  They  act  as  over- 
seers of  all  our  far-flung,  diversified  activities. 
Their  job,  so  to  speak,  is  to  delve  into  the  past, 
watch  the  present,  and  foresee  the  future  so  that 
our  organization  will  function  economically,  effi- 
ciently, and  effectively. 

Numerous  problems  are  under  consideration  by 
this  committee  as  this  report  goes  to  press.  Four 
subcommittees  are  actively  working  on  the  following 
matters:  (1)  the  size  and  composition  of  the  Plan- 
ning Committee  and  the  size  of  the  Council  and 
Board  of  Trustees;  (2)  a recommendation  that  the 
Bureau  of  Medical  Care  Insurance  be  abolished; 
(3)  an  impartial  fact-finding  study  of  the  Public 
and  Professional  Relations  Bureau  and  the  Pub- 
lic Relations  Committee,  and  the  Legislation 
Committee  and  Bureau,  with  the  view  of  possibly 
combining  their  activities,  and  (4)  a study  of  the 
setup  of  the  Public  Health  and  Education  Com- 
mittee and  its  subcommittees.  Recommendations 
regarding  these  matters  are  expected  to  be  made  to 
this  House. 

For  time  and  talents  devoted  to  this  important 
activity,  all  members  should  be  grateful  to  Dr. 
Frederick  A.  Wurzbach,  chairman,  and  his  fellow 
members. 

Permanent  Headquarters. — The  Subcommittee 
on  Permanent  Headquarters,  under  the  capable 
leadership  of  Dr.  Andrew  A.  Eggston,  has  worked 
hard  this  year  in  an  effort  to  find  satisfactory  per- 
manent headquarters  for  the  Society.  In  December 
a building  in  midtown  Manhattan  was  open  for 
inspection.  Several  of  the  officers  examined  the 
building,  with  varying  opinions.  A report  was  made 
to  the  Council  by  the  committee,  and  the  Council 
referred  the  proposition  to  the  Trustees.  The 
Trustees  asked  the  opinion  of  the  Office  Manage- 
ment and  Policies  Committee  and  following  their 
report  discussed  the  matter  carefully.  With  the 
present  financial  situation  of  the  Society  the  opin- 
ion was  expressed  that  the  purchase  and  renova- 
tion of  a building  and  the  maintenance  of  it  there- 
after would  put  a load  upon  the  Society  which  it 
could  not  afford. 

The  Trustees  and  the  Council  felt  that  Dr.  Eggs- 
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ton  had  done  a tremendous  amount  of  work,  and 
they  are  very  grateful  to  him.  It  is  unfortunate 
that  at  present  the  outlook  for  a permanent  home 
for  the  Society  does  not  appear  to  be  hopeful. 

Blood  Banks  Commission. — During  the  seven 
months  prior  to  the  time  this  report  is  being  written 
at  the  beginning  of  1957,  there  has  been  a curtail- 
ment of  expenses.  This  curtailment  was  due,  in 
large  part,  to  the  fact  that  the  Blood  Assurance 
Program  was  temporarily  halted  after  conferences 
with  the  New  York  State  Insurance  Department 
and  the  vacancy  in  the  position  of  executive  direc- 
tor. As  a result  of  these  factors,  little  or  no  prog- 
ress was  made  during  that  period. 

Following  the  ruling  by  the  State  Insurance 
Department,  however,  that  the  Blood  Assurance 
Program  is  legal  and  the  hiring  of  an  executive 
director,  new  impetus  was  given  to  the  associa- 
tion’s activities.  One  of  these  projects  is  the  es- 
tablishment of  blood  centers  in  various  parts  of  the 
State.  This  is  difficult,  especially  with  limited 
funds.  Of  necessity  the  project  must  be  under- 
taken in  a piecemeal  fashion. 

The  Northeast  Regional  Clearing  House  also  was 
established  during  the  past  year.  It  covers  13 
states  and  the  District  of  Columbia.  The  Associa- 
tion has  been  selected  as  the  exchange  medium  for 
the  clearing  house.  It  is  hoped  that  the  new 
venture  will  furnish  as  much  blood  as  is  needed  at 
any  place  within  this  area  at  any  time  at  a minimum 
cost. 

Funds  have  been  secured  from  three  foundations 
for  the  purpose  of  studying  the  entire  blood  pro- 
curement program  for  New  York  City.  The  study 
is  being  made  under  the  auspices  of  the  New  York 
Academy  of  Medicine. 

I hope  that  the  physicians  of  this  State  will  con- 
tinue to  support  this  blood  program.  It  would  be 
almost  a calamity,  from  a public  relations  view- 
point, to  suspend  this  operation,  especially  at  this 
time. 

Dr.  Thurman  B.  Givan,  commission  chairman, 
and  his  associates  and  the  Blood  Banks  Association, 
under  the  efficient  presidency  of  Dr.  Herbert  Berger, 
are  to  be  congratulated  for  carrying  out  a difficult 
assignment. 

Sesquicentennial. — A tremendous  amount  of 
time  and  energy  has  been  put  into  the  preparations, 
both  inside  and  outside  of  our  organization,  for 
our  sesquicentennial  celebration.  At  the  very 
outset  I want  to  express  the  thanks  of  all  of  us  to  all 
who  participated.  Among  these  are  Dr.  Samuel 
Z.  Freedman,  committee  chairman,  Dr.  Frederick 
A.  Wurzbach,  chairman  of  the  dinner  committee, 
Dr.  Floyd  S.  Winslow,  his  public  relations  com- 
mittee, and  the  Public  and  Professional  Relations 
Bureau,  Mr.  Charles  L.  Baldwin,  the  Journal 
staff,  Miss  Mollie  Pesikoff,  and  Tex  McCrary,  Inc. 

Time  and  space  will  not  permit  me  to  enumerate 
all  the  activities  scheduled  at  this  writing.  Allow 
me  simply  to  mention  some  highlights.  These 
include  an  outstanding  scientific  program  for  phy- 
sicians and  a history-making  “Exposition  of  the 
History  of  Medicine  in  New  York  State”  to  which 

New  York  State  J.  Med. 


PRESIDENT 


the  public  was  invited  without  charge.  In  addi- 
tion, there  was  an  unusual  public  forum  to  discuss 
the  future  of  medical  service,  and  a special  luncheon 
to  which  leaders  of  the  various  religious  faiths  were 
invited.  The  climax  of  the  historical  occasion  was 
the  sesquicentennial  banquet  and  dance  in  the 
Grand  Ballroom  of  the  Hotel  Waldorf-Astoria. 

In  addition,  7,200  copies  of  a special  eight-color 
poster  were  printed  for  distribution  throughout  the 
State.  A gold  seal,  designed  by  Dr.  Frank  La- 
Gattuta,  honoring  the  anniversary  also  came  off 
the  press  in  the  amount  of  100,000.  The  February 
1 issue  of  the  New  York  State  Journal  of  Med- 
icine was  dedicated  to  the  occasion,  as  was  the 
February  Newsletter. 

The  successful  conclusion  of  our  150th  birthday 
party  was  one  never  to  be  forgotten  by  our  mem- 
bers and  the  public. 

Judicial  Council. — Fortunately  during  the  past 
year  no  problems  have  arisen  which  required  the 
consideration  of  the  Judicial  Council. 

Economics 

Medical  Economics. — During  the  past  year 
the  Council  Committee  on  Economics  has  im- 
plemented the  directive  of  the  1956  House  of 
Delegates  whereby  it  recommended  a $6,000  service 
ceiling  program  for  all  Blue  Shield  plans  in  order 
that  they  would  be  placed  in  a more  realistic  com- 
petitive position,  especially  as  far  as  the  State  civil 
service  employe  group  is  concerned. 

Within  the  past  twelve  months  the  Western  New 
York  Medical  Plan,  Inc.  of  Buffalo  and  Medical 
and  Surgical  Care,  Inc.  of  Utica  have  officially 
adopted  a service-type  contract,  thereby  making 
available  in  all  areas  of  the  State  of  New  York  a 
service-type  contract  for  employes  who  have  earn- 
ings of  less  than  $6,000  annually  and  an  indemnity 
type  contract  for  those  who  earn  in  excess  of  that 
amount. 

The  Bureau  of  Medical  Care  Insurance,  with  the 
cooperation  of  the  chairman  of  the  Committee  on 
Public  Health  and  Education,  has  made  consid- 
erable progress  between  the  different  departments 
within  the  State  of  New  York  government  and  the 
State  Society  in  the  development  of  a standard 
nomenclature  and  a more  uniform  fee  schedule  for 
services  rendered  by  doctors. 

On  December  7,  1956,  Public  Law  569,  84th 
Congress,  known  as  the  “Medicare”  program, 
became  effective.  On  December  5,  1956,  your 
Medical  Society  contracted  with  the  United  States 
government  to  implement  this  law,  to  act  in  the 
capacity  of  the  prime  contractor  and  also  as  the 
fiscal  agent.  It  was  necessary  to  prepare  a schedule 
of  allowances  to  be  submitted  to  the  Department  of 
Defense,  and  because  of  the  time  limitation,  it  was 
physically  impossible  to  submit  this  schedule  to 
each  county  medical  society.  Considerable  work 
had  been  done  on  this  program  previous  to  Decem- 
ber 5,  1956,  through  a special  committee  appointed 
by  the  American  Medical  Association  under  the 
chairmanship  of  Dr.  Hugh  Hussey,  trustee,  of 
Washington,  D.C. 


Dr.  John  C.  McClintock,  chairman  of  the  Eco- 
nomics Committee  of  the  Council,  negotiated  the 
schedule  of  allowances  with  the  negotiating  officers 
of  the  Department  of  Defense.  This  schedule  was 
developed  from  available  Blue  Shield  schedules,  the 
workmen’s  compensation  schedule,  and  others, 
with  the  thought  in  mind  that  it  would  apply  to  an 
average  income  ceiling  level  of  about  $5,000.  A 
review  of  this  contract  including  the  schedule  will  be 
made  prior  to  July  1,  1957.  As  you  have  probably 
noted  in  the  March  1, 1957,  issue  of  the  Journal,  the 
Council  and  the  Council  Committee  on  Economics 
will  welcome  any  written  suggestions  transmitted 
through  the  component  medical  societies  for  al- 
terations. The  deadline  was  set  for  May  13  in 
order  that  the  House  of  Delegates  might  consider 
the  matter  before  the  renegotiation. 

The  administration  of  the  program  is  being 
handled  through  the  Bureau  of  Medical  Care  In- 
surance. The  program  is  so  new  that  it  is  difficult 
to  estimate  accurately  the  benefits  the  medical  pro- 
fession will  derive  from  it.  However,  the  present 
trend  indicates  that  during  1957  payments  to  doc- 
tors for  services  to  the  dependents  of  men  in  active 
military  personnel  and  others  will  be  approximately 
$1,000,000. 

Subcommittee  on  Medical  Expense  Insurance. 
—Under  the  direction  of  the  Subcommittee  on 
Medical  Expense  Insurance,  the  Bureau  of  Medical 
care  Insurance  has  kept  us  informed  about  the  prog- 
ress of  the  seven  Blue  Shield  plans  in  this  State  by 
quarterly  and  annual  reports  and  also  keeps  us  ad- 
vised regarding  the  activities  of  other  professions 
which  might  unfavorably  affect  the  progress  of  the 
Blue  Shield  plans. 

In  my  opinion  the  Committee  on  Economics 
has  had  one  of  the  most  difficult  assignments 
of  the  past  year,  namely,  the  launching  of  the 
Medicare  program.  A special  vote  of  thanks,  there- 
fore, should  be  given  to  Dr.  John  C.  McClintock, 
chairman,  his  fellow  members;  Mr.  George  P. 
Farrell,  director  of  the  Bureau  of  Medical  Care 
Insurance  as  well  as  of  Medicare,  and  bis  assistant, 
Mrs.  Alice  Arana. 

Veterans  Liaison. — The  Committee  on  Liaison 
with  U.S.  Veterans  Administration  of  the  Medical 
Society  of  the  State  of  New  York  functions  closely 
with  the  Veterans  Medical  Service  Plan  of  New 
York,  Inc.  Dr.  Herbert  H.  Bauckus  of  Buffalo  is 
president  of  the  board  of  directors  and  until  this 
past  year  was  chairman  of  the  Liaison  Committee. 
Dr.  George  A.  Burgin  of  Little  Falls  is  the  current 
chairman. 

The  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  was  set  up  in  1946  as  a separate  corporation  so 
that  a contract  could  be  made  between  the  NA 
and  this  Plan  to  give  medical  care  on  a free-choice- 
of-physician  basis  to  veterans  with  service-connected 
illness.  During  the  past  few  years  the  hometown 
care  has  largely  been  taken  over  by  the  VA  hos- 
pitals so  that  the  duties  of  this  committee  have  be- 
come fewer.  There  have  been  no  complaints  or 
need  of  disciplinary  action  presented  to  this  com- 
mittee this  year. 
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The  Liaison  Committee  held  a meeting  in  Al- 
bany in  November  of  last  year,  at  which  Dr.  John  C. 
McClintock,  chairman,  Council  Committee  on 
Economics,  Dr.  Bauckus,  Dr.  W.  P.  Anderton, 
secretary,  and  your  president  were  present.  Dr. 
Bauckus  gave  a very  detailed  and  helpful  review 
of  the  experience  of  the  past  ten  years  and  revealed 
the  lessening  demand  for  medical  care  at  the  local 
level.  Changes  in  the  fee  schedule  have  been  made 
in  certain  psychiatric  cases,  and  a more  liberal, 
general  fee  schedule  was  suggested.  This,  of 
course,  is  to  be  arranged  between  the  VA  and  the 
corporation. 

I thank  Dr.  Bauckus,  Dr.  Burgin,  and  their  as- 
sociates for  continuing  this  work. 

Hospital  and  Professional  Relations. — As 
you  well  know,  the  problem  of  hospital  and  pro- 
fessional relations  is  a difficult  and  ticklish  one. 
For  a long  time  we  in  the  State  Society  have  been 
trying  to  set  up  guiding  principles  for  our  pro- 
fession and  hospitals. 

In  December  of  1956,  the  Committee  on  Hospital 
and  Professional  Relations  met  with  representatives 
of  the  Hospital  Association  of  New  York  State  in 
Albany.  The  early  discussion  related  to  basic 
guiding  principles  of  hospital-physician  relation- 
ships. It  was  emphasized  that  the  American  Col- 
lege of  Pathology  has  stated  in  its  manual  that  all 
forms  of  financial  arrangements  between  hospitals 
and  pathologists  are  ethical  (rental,  lease,  com- 
mission, or  full-time  salary).  The  ‘“Proposed 
Guiding  Principles”  as  approved  by  this  House  in 
1956  were  recommended  for  adoption  with  the  ex- 
ception of  item  four,  as  amended.  After  discussion 
a compromise  was  reached  by  our  representatives  and 
those  of  the  Hospital  Association. 

A report  was  made  in  December,  1956,  to  the 
Council  which  voted  that  it  be  filed  for  submission 
to  this  House  and  that  it  disapproved  the  proposed 
change  in  wording  suggested  by  the  joint  committee. 

It  will  be  necessary  for  this  House  at  its  1957 
meeting  to  act  upon  the  report  of  the  joint  com- 
mittee. It  is  ardently  to  be  hoped  that  this  House 
will  see  its  way  clear  to  bring  about  the  promulga- 
tion of  a set  of  guiding  principles  satisfactory  to  all 
concerned. 

Our  compliments  to  Dr.  John  F.  Rogers  and  his 
committee  for  what  has  been  accomplished. 

Industrial  Health. — The  Industrial  Health 
Committee,  under  the  capable  leadership  of  its 
chairman,  Dr.  Peter  J.  Di  Natale,  has  spent  many 
hours  trying  to  find  a suitable  director  for  our 
Industrial  Health  Bureau.  At  the  time  of  this  re- 
port it  appears  very  likely  that  such  an  individual 
has  been  secured.  If  so,  by  the  time  the  House  of 
Delegates  convenes,  the  combined  Bureaus  of  In- 
dustrial Health  and  Workmen’s  Compensation  will, 
after  five  years  of  intensive  effort,  finally  be  imple- 
mented. We  cannot  thank  Dr.  Di  Natale  enough 
for  the  successful  consummation  of  a long-delayed 
project  of  our  Society. 


Workmen’s  Compensation. — During  the  past 
year  the  Workmen’s  Compensation  Bureau  assisted 
county  medical  societies,  upon  request,  in  all  work- 
men’s compensation  matters  and  also  served  indi- 
vidual members  in  numerous  ways,  such  as  the  col- 
lection of  disputed  medical  bills  and  the  arbitration 
of  medical  bills. 

The  Bureau  represented  the  Society  before  the 
chairman  of  the  Workmen’s  Compensation  Board 
and  the  members  and  officials  of  her  administrative 
and  executive  staff.  It  had  a close  association  with 
the  New  York  Compensation  Insurance  Rating 
Board  and  the  more  than  one  hundred  insurance 
carriers  of  the  State,  as  well  as  with  employers,  self- 
insurers,  and  industrial  associations.  The  Bureau 
appeared  before  the  Joint  Legislative  Committee  on 
Industrial  and  Labor  Conditions  and  also  before  the 
present  Moreland  Commissioner. 

The  preparation  of  a new  fee  schedule,  using  the 
standard  American  Medical  Association  nomen- 
clature, has  engaged  the  attention  of  the  director 
and  the  chairman  of  the  Workmen’s  Compensation 
Committee  during  the  past  two  years.  It  is  hoped 
the  new-  schedule  will  be  promulgated  by  the  chair- 
man of  the  Workmen’s  Compensation  Board  during 
1957. 

The  director  represented  the  Society  on  numerous 
occasions  on  matters  affecting  the  Workmen’s 
Compensation  Law  and  lectured  on  workmen’s 
compensation  problems  before  county  medical 
societies,  district  branch  meetings,  and  other  organ- 
izations interested  in  the  many-faceted  problems 
of  w-orkmen’s  compensation. 

During  the  past  twenty-two  years  of  its  existence 
the  Workmen’s  Compensation  Bureau  has  become  a 
center  of  workmen’s  compensation  information  and 
has  fostered  public  relations  with  insurance  car- 
riers, the  legal  profession,  the  Workmen’s  Compen- 
sation Board  chairman,  and  the  Workmen’s  Com- 
pensation Administration,  as  well  as  with  the  county 
medical  societies  and  the  medical  profession  of  the 
State  of  New  York. 

To  Dr.  Gerald  D.  Dorman,  committee  chairman, 
and  his  cow-orkers,  I express  my  gratitude  for  w-hat 
has  been  accomplished  and  to  Dr.  David  J.  Kaliski, 
Bureau  director,  and  his  staff. 

Legislation. — Since  the  State  Legislature  has 
just  started  its  deliberations  as  this  report  is  WTit- 
ten,  complete  details  are  not  available  concerning 
our  successes  and  failures.  It  can  be  reported, 
however,  that  every  effort  is  being  made  by  Dr. 
Henry  I.  Fineberg,  Legislation  Committee  chair- 
man, and  Dr.  Harold  B.  Smith,  executive  officer,  to 
carry  out  the  mandates  of  this  House  made  in  1956. 

Long  before  the  Legislature  opened,  Dr.  Fineberg 
and  Dr.  Smith  went  into  action.  They  toured 
eight  areas  of  the  State  to  discuss  our  legislation 
program  with  members  of  our  State  Society  Legis- 
lation Committee,  representatives  of  county  medical 
societies,  and  other  interested  parties.  In  all  they 
met  with  some  77  individuals.  As  a result  of  this 
tour  they  were  in  an  excellent  position  to  present 
our  program  to  the  Legislature,  since  they  learned 
the  views  of  physicians  at  the  local  level. 


5 

ii'K 

. 

E! 

:■ 

: 

: 

! 

■ 

••V 

Pi 

■■ 

. 

' " 
I 

■ 

this 

- 

Ai 

j 

w 

'■y. 

p 

the 

(per. 

iiiif. 

(Pe 

ren" 

ud 

liliM' 

that 

: - 


ture 

The 

last 

At 

hkei 

toeie 

relati 

Aeifi 

Fr, 

entin. 


1224 


New  York  State  J.  Med. 


April 


PRESIDENT 


With  the  opening  of  the  Legislature  the  Legis- 
lation Committee  sponsored  a positive  program 
mandated  at  the  1956  session  of  this  House.  These 
included  bills  that  would  (1)  restrain  the  practice 
of  healing  art  by  unlicensed  persons  (injunction 
bill);  (2)  prevent  hospitals  from  practicing  medi- 
cine; (3)  amend  the  autopsy  law;  (4)  change  the 
Disability  Benefits  Law,  as  recommended  by  the 
Council  Committee  on  Workmen’s  Compensation, 
to  provide  that  physicians  shall  be  paid  for  testi- 
mony where,  in  the  opinion  of  the  referee,  that 
testimony  is  necessary  to  decide  the  claim  for  dis- 
ability benefits,  and  (5)  provide  for  “free  choice  of 
medical  plan.” 

Included  also  in  the  program  are  three  bills  per- 
taining to  workmen’s  compensation  which  would 
(1)  abolish  medical  practice  committees  in  counties 
with  a population  of  over  a million,  (2)  make  de- 
cisions of  the  Medical  Appeals  Unit  binding  on  the 
Workmen’s  Compensation  Board  chairman,  and  (3) 
provide  that  the  chairman  designate  physicians  to 
serve  individually  or  in  panels  as  expert  consultants. 

Pending  a report  from  the  Deputy  Superintend- 
ent of  State  Police  action  has  been  deferred  on  a 
bill  pertaining  to  the  taking  of  blood  for  alcoholic 
testing,  which  is  another  item  in  the  program. 

Since  it  seemed  appropriate  to  consider  the  ad- 
visability of  appointing  a subcommittee  of  the 
Legislation  Committee  to  handle  proposed  Federal 
laws,  the  Council  approved  such  a group.  This 
subcommittee  has  been  appointed  and  will  work 
with  the  Legislation  Committee  of  the  A.M.A. 
There  has  been  in  the  past  few  years  a substantial 
increase  in  Federal  legislation  activity  concerning 
bills  of  medical  interest.  There  are  indications  that 
this  upward  trend  will  continue  during  the  coming 
year. 

Alerted  by  well-founded  rumors  that  the  chiro- 
practors would  make  a “do-or-die”  attempt  to  ob- 
tain legislation  permitting  licensure,  the  Council 
reactivated  the  Committee  to  Combat  Cults  at  its 
September  meeting.  Dr.  Fineberg  was  named 
chairman.  Shortly  thereafter,  in  November,  the 
group  held  an  organization  meeting.  At  its  request 
the  Public  and  Professional  Relations  Bureau  co- 
operated with  the  committee  in  drawing  up  a de- 
tailed plan  of  action.  This  set  forth  ten  objectives. 
One  of  these  was  to  inform  all  doctors  of  the  current 
reactivation  of  the  Committee  to  Combat  Cults 
and  of  its  purpose,  i.e.,  that  since  chiropractic  is 
unscientific,  there  can  be  no  compromise  with  it, 
that  a strong  case  will  be  made  to  have  the  1957 
Legislature  enact  an  injunction  bill,  that  we  will 
marshall  all  forces  to  assure  that  the  1957  Legisla- 
ture does  not  grant  chiropractic  legal  recognition. 
The  plan  also  spelled  out  in  detail  a timetable  of 
15  steps  to  be  taken. 

At  report  time  at  least  1 1 of  these  had  been 
taken.  These  included  letters  to  county  medical 
society  presidents,  legislation  chairmen,  public 
relations  chairmen,  woman’s  auxiliary  officials,  and 
Newsletter  publicity. 

From  the  thorough  preparation  and  continuing 
enthusiastic  labors  of  the  Legislation  Committee, 


the  Committee  to  Combat  Cults,  the  executive 
officer,  and  the  Public  and  Professional  Relations 
Bureau,  it  is  clear  that  a united  effort  will  be  made 
to  carry  out  the  wishes  of  this  House.  To  all  con- 
cerned, we  owe  a debt  of  gratitude. 

Public  Relations. — Following  the  pattern  of 
the  past  several  years  our  Public  Relations  Com- 
mittee concentrated  its  sights  on  improving  rela- 
tions within  our  profession  as  well  as  building  public 
good  will.  Emphasis  was  placed  on  continuing 
and  expanding  tried  and  true  projects  while  creat- 
ing and  developing  new  ideas.  All  of  these  were 
carried  out  through  the  instrumentality  of  the 
Public  and  Professional  Relations  Bureau,  working 
in  more  than  20  areas  of  diversified  activities. 

Within  the  profession  the  Bureau  assisted  county 
medical  societies  through  its  field  program,  the 
Newsletter,  conference  for  county  medical  society 
public  relations  chairmen,  medical  assistants  courses, 
assistance  at  district  branch  meetings,  and  aid  at 
the  annual  meeting,  as  well  as  to  the  Woman’s 
Auxiliary  and  in  various  other  ways. 

Dealing  with  the  public,  the  Bureau  provided 
advisory  service  to  newspapers,  magazines,  radio 
and  television  stations,  speakers,  exhibits,  guide  for 
cooperation,  films,  and  other  activities. 

Two  other  activities  deserve  special  commen- 
dation. In  the  fall  of  last  year  the  annual  Confer- 
ence of  County  Medical  Society  Public  Relations 
Chairmen  was  held  at  the  Hotel  Biltmore,  New  York 
City,  where  more  than  50  persons  gathered.  Evi- 
dence of  the  practical  value  of  this  conference  was 
the  fact  that  Medicare,  the  new  government  medi- 
cal plan  for  military  dependents,  was  discussed  by 
an  A.M.A.  representative  and  our  own  director  of 
Medical  Care  Insurance  one  month  before  it  be- 
came effective.  Incidentally,  allow  me  to  point 
out  in  this  connection  that  the  entire  issue  of  the 
December,  1956,  Newsletter  was  dedicated  to  an  ex- 
planation of  the  Medicare  program. 

An  old  project,  courses  for  medical  assistants  in 
doctors’  offices,  suddenly  gained  momentum  in 
1956.  Many  county  medical  societies  gave  the 
courses  for  the  first  time  in  cooperation  with  the 
Bureau.  Several  societies  repeated  the  course  a 
second  time  and  some  even  a third  time.  The  young 
ladies  have  been  highly  complimentary  in  their 
reactions  to  the  course  and  on  several  occasions 
have  asked  that  it  be  repeated.  Undoubtedly  these 
courses  are  doing  fine  public  relations  work  both 
inside  and  outside  our  ranks. 

Mention  already  has  been  made  of  the  fine  co- 
operation the  Bureau  showed  in  working  with  our 
sesquicentennial  committee.  For  several  months 
a field  representative  was  detailed  to  work  almost 
exclusively  on  this  project.  One  of  the  many 
items  produced  by  the  Bureau  was  a special  pam- 
phlet entitled  “How  the  State  Medical  Society  Serves 
You!”  to  be  given  away  to  the  public  attending  the 
Exposition  of  the  History  of  Medicine  in  New 
York  State. 

Allow  me  to  offer  a word  of  appreciation  to 
Dr.  Floyd  S.  Winslow,  chairman,  the  members  of 
his  committee,  particularly  the  subcommittee  led 
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by  Dr.  John  C.  McClintock;  Mr.  Frederick  W. 
Miebach,  Bureau  director,  and  to  his  field  and 
secretarial  staff. 

Subcommittee  on  Media  of  Information. — 
Through  the  Subcommittee  on  Cooperation  with 
Media  of  Information,  the  Guide  for  Cooperation 
between  the  medical  profession  and  the  various 
media  of  public  information  is  now  being  revised. 
In  early  January  of  this  year,  in  keeping  with  an 
annual  custom,  a meeting  was  held  with  media 
representatives  to  review  and  renew  the  Guide. 
Only  minor  changes  were  suggested  by  the  media 
people  who  have  many  times  expressed  their  ap- 
preciation for  the  help  the  document  has  given  in 
improving  relations  between  themselves  and  our 
members. 

Work  also  has  been  started  by  this  same  sub- 
committee on  a similar  document  between  medicine 
and  law.  This  is  in  fulfillment  of  a resolution  passed 
last  year  by  this  House.  Preliminary  meetings 
have  been  held,  and  a draft  of  a proposed  guide 
tentatively  entitled  “Standards  of  Practice”  has 
been  drawn  up.  It  is  expected  that  a final  version 
w'ill  be  submitted  to  this  House.  The  chairman 
of  the  Subcommittee  on  Media,  Dr.  John  C.  Mc- 
Clintock, has  advanced  the  work  of  this  committee 
admirably,  despite  the  great  demands  upon  him  as 
chairman  of  the  Economics  Committee. 

Malpractice  Insurance. — The  Malpractice 

Board  has  worked  throughout  the  year  to  protect 
and  strengthen  our  Group  Insurance  Plan.  The 
chairman,  Dr.  Joseph  A.  Lane,  deserves  congratu- 
lations for  his  outstanding  work.  As  in  past  years 
our  indemnity  representative,  Col.  Harry  F.  Wan- 
vig,  and  his  associates,  and  Mr.  William  F.  Martin, 
our  counsel,  have  contributed  their  valuable  assist- 
ance to  the  Board. 

We  all  know  of  the  criticism  of  the  Group  Plan 
that  from  time  to  time  has  been  made  by  some  of 
our  members.  To  investigate  these  rumors  and 
complaints  a special  committee  under  the  chair- 
manship of  Dr.  Leo  E.  Gibson  has  been  making  an 
exhaustive  study  of  the  entire  structure  of  the 
Group  Plan  during  the  past  year.  I refer  you  to 
the  report  of  this  committee  with  the  reminder 
that  it  represents  a great  deal  of  work  by  the  com- 
mittee and  its  chairman.  They  all  deserve  our 
thanks. 

Rural  Medical  Service. — In  compliance  with 
the  wishes  expressed  by  this  House,  the  Rural 
Medical  Service  Subcommittee  has  been  elevated 
to  the  status  of  a full  Council  committee.  I am 
pleased  to  report  that  the  activities  of  the  new 
committee  to  date  should,  in  the  future,  greatly 
improve  our  rural  medical  service. 

The  Department  of  Rural  Sociology  of  the  New 
York  State  College  of  Agriculture  at  Cornell  Uni- 
versity, in  conjunction  with  the  Committee  on 
Rural  Medical  Service,  has  begun  a survey  of  rural 
communities  in  New  York  State,  especially  those 
seeking  a resident  physician.  The  Trustees  have 
approved  a requested  grant  of  funds  to  help  finance 
this  study. 


Between  1952  and  1956  approximately  60  rural 
communities  have  been  certified  by  our  Society  as 
needing  a general  practitioner.  The  maintenance, 
therefore,  of  adequate  medical  service  in  a number 
of  rural  areas  of  the  State  has  been  adversely  af- 
fected. The  purpose  of  this  study  is  to  provide 
some  organizational  principles  which  may  be  used  by 
rural  communities  in  resolving  future  needs  for  resi- 
dent doctors. 

In  October,  1956,  Dr.  Thurston  Keese,  vice- 
chairman  of  the  committee,  attended  a seminar  on 
rural  health  sponsored  by  the  A.M.A.  in  Lafayette, 
Indiana.  He  found  from  his  observations  at  this 
meeting  that  New  York  State  may  not  be  as  well 
off  in  regard  to  rural  health  as  wTe  had  supposed. 
The  most  important  factor  learned  from  this  meet- 
ing was  the  idea  of  appointing  a rural  health  com- 
mittee in  certain  counties  in  this  State.  This 
committee  would  serve  as  liaison  with  our  State 
Society  committee,  with  local  groups  interested  in 
health,  as  well  as  with  local  groups  interested  in 
better  health  services.  It  also  would  give  profes- 
sional guidance  to  community  groups. 

Representatives  of  the  committee  attended  two 
meetings  of  Senator  Metcalf’s  Legislative  Com- 
mission, which  is  studying  the  proposed  educational 
program  to  promote  health  insurance  in  rural  areas. 

Finally,  the  committee  held  a joint  meeting  wdth 
the  Subcommittee  on  General  Practice  of  the 
Council  Committee  on  Public  Health  and  Educa- 
tion. This  meeting  was  held  pursuant  to  a resolu- 
tion of  this  House  recommending  that  hospitals 
serving  rural  areas  be  urged  to  integrate  the  gen- 
eral practitioners  of  these  areas  into  their  staffs. 
The  decision  at  this  meeting  W'as  that  Dr.  Floyd  C. 
Bratt  would  continue  to  investigate  this  question 
as  well  as  the  attitude  of  medical  schools  toward 
including  in  their  curricula  some  instruction  more 
appropriate  for  general  practitioners. 

Dr.  Leo  E.  Gibson  and  his  committee  deserve  our 
highest  commendation  for  their  valuable  and 
varied  activities  in  behalf  of  better  rural  health. 

Civil  and  Catastrophic  Defense. — The  Civil 
Defense  Committee,  renamed  the  Civil  Defense 
and  Catastrophe  Committee,  continued  to  work 
closely  with  the  Office  of  Medical  Defense  of  the 
New'  York  State  Department  of  Health.  One  of 
the  activities  undertaken  was  the  publishing  of  a 
special  Newsletter  dealing  with  medical  defense  top- 
ics of  current  interest.  It  is  mailed  approximately 
every  two  months.  Since  there  has  been  much 
interest  shown  in  this  Newsletter  by  groups  as  well 
as  individuals,  the  number  of  copies  distributed  each 
issue  has  gradually  increased.  Copies  have  been 
requested  from  many  places  outside  the  State. 

At  about  the  same  intervals,  articles  concerning 
various  phases  of  catastrophic  and  civil  defense 
medical  problems  have  been  published  in  the  New 
York  State  Journal  of  Medicine.  Some  of 
these  articles  have  attracted  considerable  attention. 

As  instructed  by  action  of  the  House  of  Delegates 
last  year  and  by  the  Council,  the  committee  started 
to  review  the  entire  medical  defense  problem. 
Since  much  basic  information  was  missing,  it  was 
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found  necessary  to  send  questionnaires  to  each 
county  medical  society  as  well  as  to  each  county 
civilian  defense  director.  Replies  were  received 
rather  slowly,  but  enough  were  obtained  to  merit 
their  study.  Following  this  study  a formal  report 
with  recommendations  will  be  sent  to  the  Council. 
It  already  seems  that  the  medical  reports  of  various 
county  organizations  are  generally  inadequate  and 
that  in  most  counties  little  or  no  funds  are  available 
for  purely  medical  purposes. 

I hope  that  as  a result  of  the  study  being  made  we 
will  be  able  to  recommend  and  to  help  put  into 
action  suggestions  for  improving  medical  civil  de- 
fense facilities  throughout  the  State.  For  what 
has  been  done  and  will  be  done,  we  are  thankful  to 
Dr.  J.  G.  Fred  Hiss  and  his  associates. 

American  Medical  Education  Foundation. — 
In  an  effort  to  increase  contributions  to  the  AMEF, 
our  committee  responsible  for  this  project  was  very 
active  under  the  able  leadership  of  Dr.  William  E. 
Pelow.  After  the  group  had  held  a conference  with 
the  field  director  of  the  Foundation,  Mr.  J.  B.  Oliver, 
a special  letter  was  sent  by  the  chairman  to  each 
county  medical  society  secretary  acquainting  him 
with  the  needs  of  the  Foundation.  Following  this, 
subscription  envelopes  were  mailed  to  each  county 
society  secretary  for  distribution  to  members. 

While  it  is  too  early  at  this  time  to  know  what 
effect  this  campaign  will  have  in  increasing  the 
number  of  contributions  from  New  York  State 
doctors,  it  is  reasonable  to  suppose  that  the  some 
3,000  contributions  made  in  1955  will  be  exceeded. 

My  thanks  go  to  Dr.  Pelow  and  his  committee 
for  a job  well  done. 

Scientific 

Public  Health  and  Education.- — The  Council 
Committee  on  Public  Health  and  Education  has  met 
periodically  during  the  year  with  the  State  Commis- 
sioner of  Health  and  members  of  his  staff.  Besides 
these  formal  meetings  there  has  been  continuing  liai- 
son between  this  committee,  the  State  Health  De- 
partment, and  the  Council  Committee  on  Public 
Relations.  This  informal  relationship  between  the 
State  Medical  Society  and  the  State  Health  Depart- 
ment has  been  especially  useful  in  establishing  lines 
of  communication  between  the  two  groups  especially 
in  respect  to  the  polio  vaccination  program,  so  that 
matters  of  policy  established  by  the  State  Health 
Department  and  its  Polio  Advisory  Committee,  on 
which  members  of  the  State  Medical  Society  serve, 
have  been  promptly  and  accurately  presented  both 
to  the  profession  and  the  public. 

The  common  denominator  of  the  work  of  the 
Committee  on  Public  Health  and  Education  is  the 
fusion  of  the  efforts  of  the  various  medical  groups 
in  the  State,  whether  governmental  or  otherwise, 
toward  the  better  medical  care  of  the  citizen. 
The  results  of  the  past  year  have  been  unusually 
encouraging. 

Dr.  Theodore  J.  Curphey,  his  capable  assistant, 
Miss  Susan  Baker,  and  all  others  involved  in  the 
many  activities  of  the  Council  Committee  on 
Public  Health  and  Education  are  entitled  to  our 


deepest  gratitude  for  what  they  have  accomplished. 

Accident  Prevention. — A matter  of  major  interest 
to  the  Council  Committee  on  Public  Health  and 
Education  at  the  moment  is  the  question  of  acci- 
dent prevention,  especially  as  it  relates  to  the  op- 
eration of  automobiles.  Within  the  past  year, 
Mr.  John  F.  Kelly,  Commissioner  of  Motor  Ve- 
hicles, approached  the  State  Medical  Society  for 
advice  and  assistance  in  evaluating  the  medical 
records  of  individuals  suffering  from  epilepsy  and 
applying  for  a motor  vehicle  driver’s  license.  A 
subcommittee  was  immediately  formed  to  study  the 
matter  and  was  able  to  render  assistance  toward  the 
solution  of  the  problem,  which  the  Commissioner 
appreciated.  This  stimulated  the  committee  to 
recommend  to  the  Council  and  to  the  Commissioner 
the  establishment  of  a broad-based  Accident  Pre- 
vention Committee  to  study  the  entire  problem  of 
the  licensing  of  drivers  afflicted  with  other  diseases 
besides  epilepsy  that  might  impair  driver  safety. 
This  committee  is  hopeful  of  contributing  valuable 
assistance  in  the  direction  of  safer  operation  of  cars. 
It  is  now  working  in  close  liaison  with  the  Motor 
Vehicle  Bureau,  the  State  Health  Department,  and 
the  Cornell  Automotive  Crash  Injury  Research 
Group.  It  is  also  assisting  the  latter  group  in 
formulating  plans  for  a research  study  of  motor 
vehicle  accidents  on  the  New  York  State  Thruway. 

Care  for  the  Aging. — Your  president  and  several 
members  of  the  Society  have  attended  meetings 
arranged  by  Governor  Harriman  to  discuss  improved 
medical  care  for  the  aging.  Much  ground  was 
covered.  Possibly  legislation  will  be  proposed  at 
this  session  of  the  Legislature  to  provide  better 
care  and  better  insurance  coverage  for  this  group, 
which  is  steadily  growing  and  which  represents  an 
increasing  problem  in  the  architecture  of  health 
care  throughout  the  State. 

Other  problems  of  interest  concern  an  educa- 
tional program  for  rehabilitation  of  the  hemiplegic, 
through  the  collaboration  of  the  Subcommittee  on 
Geriatrics  with  the  Bureau  of  Chronic  Disease  and 
Geriatrics  of  the  New  York  State  Department  of 
Health.  This  includes  the  distribution  of  a film, 
“Still  Going  Places,”  dealing  with  the  subject. 

Diabetes. — The  Subcommittee  on  Diabetes  is  also 
engaged  with  the  American  Diabetes  Association 
and  the  Bureau  of  Chronic  Disease  and  Geriatrics 
of  the  New  York  State  Department  of  Health  in 
developing  an  educational  program  directed  at  the 
earlier  diagnosis  and  improved  treatment  of  the 
diabetic. 

Polio  Vaccine. — The  fight  against  polio  is  far 
from  over.  Despite  the  strong  evidence  that  the 
Salk  vaccine  offers  a great  protection  against  the 
disease,  for  some  reason,  probably  apathy  on  the 
part  of  the  public,  it  is  estimated  that  while  coverage 
of  those  up  to  age  fifteen  is  fairly  high,  not  more 
than  25  per  cent  between  fifteen  and  twenty  and  not 
more  than  10  per  cent  of  those  from  twenty  to  forty 
have  had  the  three  doses.  In  an  effort  to  overcome 
this  inertia  and  as  evidence  that  the  medical  pro- 
fession would  cooperate  as  far  as  possible,  the 
Council,  in  conjunction  with  the  Coordinating 
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Council  of  the  five  metropolitan  counties  and  the 
American  Medical  Association,  recommended  that 
physicians  provide  injection  in  their  offices  at 
minimal  rates  for  those  who  could  afford  to  pay  and 
that  county  medical  societies  help  to  organize  free 
clinics  for  those  who  could  not.  It  is  the  hope  that 
mass  inoculations  will  then  be  done  before  the  next 
polio  epidemic  season. 

Physicians’  Home. — While  the  Physicians’  Home 
is  not  part  of  the  Medical  Society  of  the  State  of 
New  York,  its  purposes  are  so  closely  related,  I 
feel  a report  on  its  activities  should  be  included. 

On  July  1,  1956,  the  secretariat  of  Physicians’ 
Home  was  transferred  from  the  office  of  Dr.  Beverly 
C.  Smith,  at  63  East  84th  Street,  New  York  City, 
its  president,  where  it  had  been  housed  gratuitously 
for  several  years,  to  an  office  in  the  State  Medical 
Society  offices  at  386  Fourth  Avenue.  Dr.  Ada 
Chree  Reid  was  appointed  executive  director. 
These  moves  were  necessary  because  of  the  increas- 
ing demands  for  beneficial  aid  made  upon  Physi- 
cians’ Home  and  also  because  a more  permanent 
office  was  desirable. 

As  you  know,  the  income  of  Physicians’  Home  is 
derived  in  a large  part  from  contributions  received 
from  the  members  of  the  Medical  Society  of  the 
State  of  New  York  as  follows:  (1)  voluntary  contri- 
butions solicited  with  county  membership  dues  and 
collected  for  Physicians’  Home  by  the  county 
societies  and  (2)  responses  to  an  annual  appeal 
mailed  directly  to  each  member  of  the  State  So- 
ciety. These  contributions  are  returned  directly 
to  the  office  of  Physicians’  Home.  The  1956 
appeal,  as  of  February  1,  1957,  resulted  in  a total 
of  $19,445  from  2,021  contributors,  a response  of 
only  8 per  cent  and  insufficient  to  meet  the  needs  of 
current  beneficiaries. 

The  fine  work  of  the  Physicians’  Home  must 
continue.  In  some  areas  of  the  State  financial  aid 
given  to  physicians  exceeds  the  voluntary  contri- 
butions coming  from  these  sections.  I hope  that 
each  delegate  will  make  it  his  personal  responsibility 
to  carry  back  to  his  society  the  present  status  of  the 
Physicians’  Home  and  to  encourage  greater  con- 
tributions. 

Needless  to  say,  we  are  indebted  to  Dr.  Beverly 
C.  Smith,  president  of  the  Physicians’  Home,  and 
all  associated  with  him  for  their  continuing  labors  in 
behalf  of  our  fellow  physicians. 

Conclusion 

This  concludes  the  seriatim  report  on  the  activ- 
ities of  your  committees.  Anyone  who  has  ever  held 


the  office  of  president  in  any  organization  realizes 
full  well  the  necessity  of  a strong  team  of  officers. 
This  is  especially  true  in  a medical  society  which 
has  to  deal  not  only  with  administrative  problems 
but  economic  and  scientific  as  well.  I feel  it,  there- 
fore, a duty  as  well  as  a great  pleasure  to  thank  all 
my  fellow  officers,  the  Board  of  Trustees,  the  Coun- 
cil, and  the  many  committee  members  for  the  out- 
standing assistance  they  have  given  me.  Without 
their  cooperation  little  would  have  been  accom- 
plished. 

In  this  report  the  name  of  Dr.  John  J.  Master- 
son  has  appeared  several  times.  I would  like  to 
point  out  to  you  what  a tower  of  strength  he  has 
been  as  chairman  of  the  Board  of  Trustees  and 
of  two  of  our  important  committees.  I know 
you  will  join  with  me  in  the  wish  that  his  rapid 
convalescence  will  enable  him  to  continue  to  give 
us  his  valuable  aid  for  many  years  to  come. 

Having  served  you  as  president  for  the  past  year, 
I want  to  make  one  suggestion.  I believe  the 
Society  should  provide  a salary  for  the  president 
during  his  year  of  office.  Without  such  a stipend 
one  of  three  things  will  happen.  First,  the  choice 
of  president  will  be  limited  to  those  members  of 
the  Society  who  have  independent  means,  which  is 
a serious  limitation,  or,  second,  the  man  you  elect,  if 
he  devotes  sufficient  time  to  the  Society  to  do  an 
efficient  job,  will  be  crippled  financially  for  not  only 
the  year  he  serves  but  also  for  a varying  period  there- 
after while  he  attempts  to  regain  his  practice,  or, 
third,  he  will  neglect  his  duties  as  president  in  favor 
of  maintaining  his  practice  which  is  the  source  of 
his  income.  All  of  these  evils  could  be  averted  by 
voting  a salary  to  the  president  so  that  he  could 
afford  to  take  a “sabbatical  year”  and  give  his  un- 
divided attention  to  furthering  the  aims  and  desires 
of  the  Medical  Society  of  the  State  of  New  York. 

In  concluding  this  report  I wish,  again,  to  express 
my  thanks  for  the  privilege  of  serving  as  your 
leader  and  to  wish  you  Godspeed  in  your  delibera- 
tions at  the  1957  session  of  this  House. 

Respectfully  submitted, 


James  Greenouuh,  President 
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To  the  House  of  Delegates,  Gentlemen: 

General  Statement. — Since  your  last  meeting 
your  Society  has  functioned  satisfactorily  under 
President  Greenough’s  self-sacrificing,  conscien- 
tious, and  wise  leadership.  Elsewhere  in  this  issue 
of  the  New  York  State  Journal  of  Medicine 
you  will  find  the  “R6sum6  of  Instructions  of  the 
1956  House  of  Delegates  and  Actions  Thereon  by 
the  Council,  Board  of  Trustees,  and  Officers.” 
The  annual  reports  to  you  are  also  in  this  issue, 
except  a few  which  will  appear  in  the  April  15 
number.  Supplementary  reports  will  be  distributed 
when  you  convene. 

Council. — The  Council  held  its  usual  ten  meet- 
ings, monthly  except  in  July  and  August,  and  one 
special  meeting  August  14  regarding  proposed 
health  insurance  for  New  York  State  civil  service 
employes.  Except  the  national  organization  meet- 
ing and  the  February  meeting  at  the  Hotel  Statler, 
the  Council  met  again  this  year  at  the  Manhattan 
Club  in  New  York  City,  through  the  courtesy  of 
our  legal  counsel,  William  F.  Martin,  Esq. 

Trustees. — With  deep  regret  Dr.  Leo  F.  Schiff’s 
resignation  due  to  ill  health  was  accepted  in  Febru- 
ary. Dr.  Schiff  has  shown  great  devotion  to  his 
profession  and  our  Society  for  many  years.  His 
sage  judgment  will  be  missed.  His  successor  will 
be  chosen  by  the  Council,  to  act  until  your  annual 
election.  In  January  Chairman  John  J.  Masterson 
became  incapacitated,  and  Dr.  J.  Stanley  Kenney 
was  chosen  acting  chairman.  Dr.  Dan  Mellen  also 
was  ill  during  the  winter. 

With  your  approval  the  trustees  have  inaugurated 
a pension  plan  for  aged  employes,  as  is  customary  in 
many  other  places  of  employment. 

The  studious  care  the  Board  has  exercised  in 
caring  for  the  Society’s  funds  has  caused  well- 
deserved  commendation. 

A.M.A. — The  referendum  you  requested  regard- 
ing compulsory  membership  in  the  American  Medi- 
cal Association  for  our  active  members  brought  a 
vote  of  about  three  against  to  one  favoring.  A 
large  proportion  of  the  members  voted.  A total  of 
14,013  signed  replies  were  received;  of  these,  9,563 
(68.2  per  cent)  voted  “no,”  registering  their  dis- 
approval of  compulsory  membership  in  the  American 
Medical  Association  for  active  members  of  the  State 
Society;  4,450  (31.7  per  cent)  voted  “yes,”  in  favor 
of  requiring  active  members  of  the  State  Society  to 
be  members  of  the  American  Medical  Association. 
Thirty-seven  replies  were  not  signed;  of  these,  31 
were  marked  “no,”  and  slx  were  marked  “yes.” 
If  these  had  been  counted,  the  outcome  would  not 
have  been  changed. 

Preparations  are  well  under  way  for  the  annual 
convention  of  the  A.M.A.  in  New  York  City, 
June  3 to  7,  1957. 

Our  Society  has  been  well  represented  in  the 
A.M.A.  House  of  Delegates.  We  have  not  yet  been 
informed  of  the  A.M.A.  trustees’  action  regarding 
our  persistent  pleas  for  adequate  return  of  our 


Society’s  expenses  in  collecting  A.M.A.  dues.  The 
annual  Public  Relations  Conference  in  Chicago  was 
attended  by  the  director  of  our  Public  and  Profes- 
sional Relations  Bureau,  Mr.  Frederick  W.  Mie- 
bach,  and  his  three  assistants,  Messrs.  Tracey, 
Schuyler,  and  Walsh.  Dr.  Thurston  L.  Keese  rep- 
resented your  Rural  Medical  Service  Committee  at 
a national  meeting  at  Purdue  University,  and  Dr. 
Thurman  B.  Givan  went  to  the  A.M.A.  Chicago 
meeting  about  the  use  of  Salk  polio  vaccine  and  an 
American  Medical  Education  Foundation  Confer- 
ence. Dr.  Carlton  E.  Wertz  was  re-elected  a mem- 
ber of  the  Council  on  Medical  Services.  Dr.  Theo- 
dore J.  Curphey  attended  the  annual  conference  on 
medical  education  and  hospitals. 

Secretaries  Conference.— Again  this  year  the 
annual  meeting  of  county  medical  societies’  secre- 
taries was  held  at  the  Syracuse  Corinthian  Club 
through  the  courtesy  of  Dr.  and  Mrs.  Leo  E.  Gib- 
son. It  was  enthusiastically  attended.  Topics  of 
common  interest  were  formally  and  informally  dis- 
cussed. 

District  Branches.— The  activities  of  the  district 
branches  varied  during  the  past  year.  The  First 
District  Branch  functioned  actively,  mainly  through 
its  executive  committee,  the  Coordinating  Council 
of  the  five  metropolitan  county  medical  societies. 
The  Eighth  District  Branch  also  had  meetings  of  its 
executive  body  during  the  year  and  cooperated  with 
the  Seventh  District  in  the  House  of  Delegates. 
On  the  other  extreme  the  Fifth  District  Branch 
met  for  eight  minutes  to  elect  officers  under  the  wing 
of  the  Oneida  County  Heart  Day.  The  other  six 
districts  had  successful  annual  meetings  with  stimu- 
lating programs,  although  in  some  the  small  at- 
tendance showed  lack  of  interest  among  the 
members. 

Representatives. — Our  neighbor  state  societies 
received  a visit  from  delegates  from  our  Society  at 
their  annual  meetings.  Drs.  James  Greenough 
and  W.  P.  Anderton  went  to  the  Pennsylvania 
meeting  at  Atlantic  City,  New  Jersey,  where  the 
New  Jersey  Society  later  entertained  Dr.  J.  Stanley 
Kenney.  Dr.  Renato  J.  Azzari  went  to  the  joint 
meeting  of  the  Vermont  and  New  Hampshire 
societies,  whereas  Drs.  Walter  W.  Mott  and  W.  1’. 
Anderton  again  drove  to  Connecticut.  You  will 
remember  New  Jersey  and  Vermont  sent  delegates 
to  our  own  House  last  year. 

Publications. — One  hears  favorable  comments 
from  all  sides  about  the  New  York  State  Journal 
of  Medicine.  The  sesquicentennial  number  on 
February  1 was  particularly  noteworthy.  It  is 
hoped  the  1957  Medical  Directory  of  New  York  State 
will  be  distributed  soon  after  your  May  meeting. 
Its  thousands  of  details  require  most  meticulous 
care  in  preparation.  The  Newsletter  has  fulfilled 
a useful  purpose  in  its  customary  way. 

Sesquicentennial. — When  this  report  is  being 
written,  the  main  celebration,  third  week  in  Fcbru- 
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ary,  augurs  well  for  a great  success.  It  is  hoped  the 
district  branches  will  also  celebrate  this  memorable 
anniversary. 

Official  Contacts. — During  the  past  year  we 
have  been  well  represented  in  our  dealings  with 
Albany  legislators  and  with  the  Health,  Education, 
and  Public  Welfare  Departments,  as  well  as  the 
Civil  Service  Commission.  Also  in  Washington, 
D.C.,  intensive  negotiations  with  the  office  of  the 
Surgeon  General  of  the  Army  were  undertaken  in 
preparation  of  the  “Medicare”  program  for  de- 
pendents of  personnel  in  Army,  Navy,  Air  Force, 
Coast  Guard,  Geodetic  Survey,  and  Public  Health 
Services. 

On  nomination  requested  of  the  Council,  the 
Board  of  Regents  appointed  to  the  State  Board  of 
Medical  Examiners  Dr.  Howard  A.  Eder  of  New 
York  City  and,  to  its  Medical  Committee  on 
Grievances,  Dr.  William  T.  Boland  of  Elmira;  it  also 
reappointed  Dr.  James  C.  Potter  of  Rochester.  Dr. 
Dan  Mellen  represented  the  Society  at  the  annual 
meeting  of  the  World  Medical  Association  at 
Havana,  Cuba,  in  September,  and  Dr.  Carlton  E. 
Wertz  went  to  the  inauguration  of  a new  president, 
Rev.  Louis  Melbourne  Hirshon,  at  Hobart  and 
William  Smith  Colleges  in  Geneva  last  October. 
Dr.  W.  Guernsey  Frey  was  renominated  by  the 
Council  for  a term  of  three  years  on  the  Joint  Com- 
mission in  New  York  State  for  Improvement  of 
Care  of  the  Patient.  Our  joint  committees  with  the 
Dental  Association  of  New  York  State  and  the 
New  York  State  Pharmaceutical  Association  have 
functioned  well. 

Social  Security. — The  1955  House  of  Delegates 
instructed  your  secretary  to  ascertain  the  desires  of 
our  members  regarding  “social  security”  and  sug- 
gested a questionnaire.  The  replies  from  county 
societies  were  insufficient  to  report  last  year,  and 
this  year  in  some  spots  they  are  ambiguous  and 
confusing.  We  attempted  to  learn  whether  New 
York  State  Medical  Society  members  favored  social 
security  coverage  for  themselves.  Dr.  John  H. 
Iselin,  Jr.,  Mr.  Thomas  E.  Alexander,  and  your 
secretary  have  pondered  long  and  diligently. 

Of  the  total  61  societies  37  replied  in  such  manner 
as  to  enable  us  to  study  the  answers.  However, 
actual  tabulations  had  to  be  abandoned.  It  can  be 
stated,  though,  that  of  the  total  answers  received, 
about  3,030  physicians,  representing  approximately 
12  per  cent  of  the  membership,  a greater  number 
favored  some  kind  of  participation  in  social  security 
than  opposed  it. 

Comments. — “Job  satisfaction”  has  again  made 
the  past  year  a rewarding  experience  for  your  secre- 
tary. And  that  job  satisfaction  was  largely  the 
result  of  cooperation  and  encouragement  from  my 
fellow  officers,  councillors,  trustees,  committeemen, 
and  employes.  President  Greenough  was  so  con- 
scientious and  tireless  as  to  be  a memorable  example 
for  us  all.  Treasurer  Dattelbaum  was  ever  another 
to  emulate.  And  Drs.  John  J.  Masterson  and 
J.  Stanley  Kenney  as  chairman  and  acting  chairman 


of  the  Board  of  Trustees  have  been  ever  mindful  of 
the  best  financial  interests  of  the  Society. 

William  F.  Martin,  Esq.,  Robert  J.  Bell,  Esq., 
and  J.  Richard  Burns,  Esq.,  of  legal  counsel  have 
been  efficient  protectors  of  the  welfare  of  the 
Society  and  many  individual  members.  Their 
helpful  guidance  has  been  much  appreciated. 

The  executive  members  of  your  headquarters 
staff  have  spent  a fruitful  year.  Particularly  to 
Dr.  John  H.  Iselin,  Jr.,  assistant  to  the  secretary, 
and  Miss  Doris  K.  Dougherty,  my  executive  assist- 
ant, Miss  Eileen  Buckley,  Miss  Beatrice  Macaura, 
Miss  Dorothy  Hart,  and  Miss  Mollie  Pesikoff  go 
my  thanks  for  willing  and  accurate  help.  Miss 
Mary  McMahon  in  the  membership  department 
and  Miss  Janet  Loy,  supervisor  of  Directory  pro- 
duction, have  continued  their  ever  efficient  efforts 
among  myriads  of  details.  And  finally  to  Mr. 
Thomas  E.  Alexander  also  goes  unstinted  praise. 
As  accountant,  office  manager,  as  business  manager 
of  the  New  York  State  Journal  of  Medicine 
and  of  the  Medical  Directory  of  New  York  Stale,  and 
for  his  interested  supervision  of  the  sesquicentennial 
celebration,  words  of  encomium  may  well  be 
showered  on  him.  What  I have  accomplished  for 
the  Society  during  the  past  year  has  been  due 
largely  to  the  cooperation,  help,  and  friendship  of 
those  with  whom  it  has  been  a privilege  and  pleas- 
ure to  work. 

Membership. — Our  records  show  the  following 
compilation  on  January  17,  1957: 


1955 —  Membership 23,838 

1956 —  Members  reinstated . . . . 351 

1 956 — N ew  members 898 


25,087 

1956— Deaths 337 

1956 — Resignations 324 

1 956 — Licenses  revoked 2 

1 956 — Licenses  suspended 3 

666 

24,421 

1956 — Delinquent  members. . . . 390 


1956 — Total  Membership 24,031 


Honor  counties  (all  of  whose  members’  1956  dues 
were  received  by  the  State  Society  in  1956)  include 
Allegany,  Broome,  Cayuga,  Chemung,  Chenango, 
Clinton,  Columbia,  Cortland,  Delaware,  Essex, 
Genesee,  Greene,  Herkimer,  Lewis,  Livingston, 
Madison,  Ontario,  Otsego,  Putnam,  Saratoga, 
Schoharie,  Schuyler,  Steuben,  Sullivan,  Tompkins, 
Warren,  Washington,  Wyoming,  and  Yates. 


Comparative 

follow: 

totals  of 

membership 

since  1945 

1945 

19,234 

1951 

..  22,124 

1946 

20,524 

1952 

..  22,637 

1947 

21,303 

1953 

..  23,145 

1948 

21,171 

1954 

..  23,545 

1949 

21,489 

1955 

..  23,838 

1950 

21,861 

1956 

..  24,031 
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Remissions  of  1956  dues  were  voted  for  illness, 
service  in  the  armed  forces,  and  financial  hardship 


as  follows: 

County 

Illness 

Service 

Financial 

Hardship 

Total 

Albany 

3 

6 

9 

Bronx 

6 

10 

1 

17 

Broome 

2 

2 

4 

Chemung 

2 

2 

Chenango 

1 

1 

2 

Clinton 

X 

1 

2 

Columbia 

3 

3 

Erie 

1 

24  (2  rescinded) 

25 

Essex 

1 

1 

Herkimer 

3 

3 

Jefferson 

1 

1 

Kings 

31 

26  (1  rescinded) 

57 

Lewis 

1 

1 

Madison 

1 (1  rescinded) 

1 

Monroe 

1 

7 

8 

Montgomery 

1 

1 

Nassau 

6 

15 

21 

New  York 

45 

50 

95 

Niagara 

1 

2 

3 

Oneida 

1 

1 

2 

Onondaga 

5 

9 (1  rescinded) 

14 

County 

Illness 

Financial 
Service  Hardship 

Total 

Ontario 

1 

1 

Orange 

1 

1 

2 

Otsego 

1 

1 

2 

Queens 

10 

18 

28 

Rensselaer 

1 

1 

Richmond 

4 

1 

5 

St.  Lawrence 

2 

2 

Schenectady 

1 

2 

3 

Steuben 

1 

1 

Suffolk 

1 

1 1 

3 

Sullivan 

3 

3 

Ulster 

2 

1 

3 

Warren 

1 

1 

Washington 

1 

1 

Westchester 

2 

4 

6 

Wyoming 

1 

1 

Y ates 

1 

1 

Total 

132 

199  5 

336 

Rescinded 

5 

5 

132  194  5 331 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Report  of  the  Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  Judicial  Council  of  the  Medical  Society  of 
the  State  of  New  York  has  the  following  members: 

Edward  T.  Wentworth,  M.D.,  Chairman 


Monroe 

Norton  S.  Brown,  M.D. . . New  York 

Charles  H.  Loughran,  M.D.  Kings 

Christopher  Wood,  M.D Westchester 

John  F.  Kelley,  M.D Oneida 


Except  for  the  organizational  meeting  on  May  9, 
1956,  in  New  York  City,  required  by  the  Bylaws  of 
the  Society,  Chapter  VI,  Section  1,  paragraph  2,  it 
has  not  been  necessary  to  convene  the  Judicial 
Council  during  this  1956-1957  year  of  the  State 
Society. 

At  this  time  there  are  no  pending  matters  for 
consideration  by  the  Judicial  Council. 

Respectfully  submitted, 

Edward  T.  Wentworth,  M.D.,  Chairman 
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Report  of  the  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  Spring  marks  the  twenty-ninth  year  of 
your  counsel’s  association  with  the  Society  and  the 
fourteenth  annual  report  I have  submitted  on  the 
activities  of  the  legal  counsel  of  the  Medical  Society 
of  the  State  of  New  York. 

I am  pleased  to  report  that  all  of  the  members  of 
our  staff  have  continued  with  us,  and  we  have  made 
a further  addition.  My  associates  include  Mr. 
Robert  J.  Bell,  attorney  for  the  Society,  who  has 
been  associated  with  the  office  of  the  counsel  since 
1931;  Mr.  John  J.  DeLuca,  who  has  been  our  as- 
sociate for  twelve  years;  Mr.  Harold  Shapero,  who 
was  with  our  office  when  Lloyd  Paul  Stryker  was 
counsel,  and  who  rejoined  our  staff  in  1955,  after 
spending  more  than  twenty  years  with  Mr.  Stryker; 
Mr.  William  C.  Richardson,  who  has  been  with  us 
for  seven  years;  Mr.  J.  Richard  Burns,  five  years; 
Mr.  Robert  C.  Heidell,  four  years,  and  Mr.  Donald 
J.  Fager,  two  years.  Our  newest  associate  is  Mr. 
John  H.  Tovey,  a graduate  of  Georgetown  Univer- 
sity I aw  School.  While  at  Georgetown  he  was  a 
member  of  the  staff  of  the  Georgetown  Law  Journal. 

As  in  past  years  the  excellent  work  of  my  as- 
sociates has  contributed  immeasurably  to  the  suc- 
cess of  your  counsel’s  efforts  on  behalf  of  the  Society. 
I wish  to  pay  a particular  tribute  to  the  trial  work  of 
Messrs.  Robert  J.  Bell  and  Harold  Shapero,  who,  in 
a number  of  important  Supreme  Court  trials  this 
past  year,  have  achieved  great  successes.  I have 
received,  both  from  members  of  the  State  Society 
and  from  the  judges  before  whom  they  appeared, 
high  praise  for  their  efforts. 

The  very  helpful  and  significant  work  of  the 
county  societies  and  their  malpractice  insurance  and 
defense  committees  has  continued  throughout  the 
year.  We  have  found  that  these  committees  have 
aided  us  greatly  and  are  convinced  that  the  county 
societies  participating  in  this  program  have  bene- 
fited from  these  activities  to  a tremendous  degree. 
An  ever-increasing  number  of  meetings  of  these 
committees  have  been  held  during  the  past  years. 
These  meetings  are  attended  by  members  of  this 
office,  as  well  as  the  office  of  the  indemnity  repre- 
sentative and  representatives  of  the  insurance 
carrier.  It  is  my  opinion  that  as  a result  of  these 
meetings  the  physicians  participating  have  gained 
new  insight  into  the  difficulties  and  complexities 
inherent  in  malpractice  litigation  and  claims  and 
have  been  able  to  apprise  their  fellow  county  society 
members  of  the  problems  involved.  The  members 
of  these  committees  are  to  be  highly  commended 
for  their  diligence  and  unselfishness  in  doing  this 
vital  work.  It  is  a tribute  to  their  interest  in  the 
welfare  of  the  public  and  the  medical  profession 
that  they  willingly  sacrifice  their  evening  hours  to 
participate  and  unhesitatingly  work  on  various  as- 
pects of  these  problems  at  other  times.  The  Queens, 
Westchester,  and  New  York  County  committees 
have  met  at  monthly  intervals  during  the  year,  and 
meetings  have  been  held  at  regular  intervals  in 


other  counties,  including  Richmond,  Nassau,  Erie, 
Onondaga,  Oneida,  Schenectady,  Herkimer,  and 
Madison. 

Litigation.- — In  the  calendar  year  1956,  a total 
of  201  lawsuits  were  commenced  against  insured 
members  and  are  currently  being  defended  by  your 
counsel.  This  figure  represents  the  total  number  of 
lawsuits  instituted,  but  it  must  be  kept  in  mind  that 
many  of  these  suits  involve  more  than  one  insured 
member,  and  therefore  the  total  number  of  insured 
members  sued  is  somewhat  higher.  In  addition  to 
the  foregoing  there  were  a large  number  of  mal- 
practice suits  brought  in  New  York  State  against 
members  of  the  Society  who  are  insured  outside  the 
Group  Plan. 

During  1956,  there  also  were  288  claims  made 
against  insured  members.  Many  of  these  claims 
ultimately  will  result  in  lawsuits,  but  on  the  other 
hand,  some  will  be  disposed  of  in  the  claim  stage 
or  never  activated.  However,  each  of  these  claims 
must  be  treated  as  a potential  lawsuit  and  must  be 
fully  investigated  and  evaluated. 

In  addition,  during  1956  there  have  been  on  the 
average  three  lawsuits  or  claims  against  uninsured 
members  reported  per  month  to  your  counsel  for 
investigation  and  defense. 

I am  pleased  to  report  that  an  ever-increasing 
number  of  physicians  have  availed  themselves  of 
the  opportunity  to  communicate  with  the  office  of 
your  counsel  to  discuss  their  problems.  We  have 
been  successful  in  a considerable  number  in  advising 
them  on  a course  of  conduct  which  has  prevented 
the  institution  of  a malpractice  suit  or  claim  and 
has  aided  them  in  their  physician-patient  relation- 
ships. Many  hours  have  been  spent  by  your 
counsel  and  his  associates  on  these  problems,  and 
as  a result  a great  number  of  incidents  have  not 
even  been  reported  as  claims. 

Physicians  from  all  parts  of  the  State  continue  to 
write  and  telephone  your  counsel  with  a wide 
variety  of  questions  involving  the  legal  implications 
of  various  aspects  of  their  practice.  These  ques- 
tions range  from  the  legal  problems  involved  in  a 
sterilization  procedure  to  the  propriety  of  a phy- 
sician testifying  to  the  facts  learned  about  a patient 
while  in  the  confidential  relationship  of  physician 
and  patient. 

I advised  you  in  my  annual  report  for  1955  that 
there  was  considerable  effort  to  increase  the  mal- 
practice statute  of  limitations  from  the  present 
period  of  two  years  to  three  years.  The  present 
statute  provides  that  actions  for  malpractice  must 
be  commenced  within  two  years  after  the  cause  of 
action  accrues.  The  State  Legislature  refused  to 
approve  such  a change  at  its  last  session.  The  pro- 
ponents of  a change  in  the  malpractice  statute  have 
not  given  up,  however,  and  have  come  up  with  an 
even  more  dangerous  proposal.  It  is  now  proposed 
that  the  present  statute  of  limitations  be  amended 
to  add  the  sentence:  “A  cause  of  action  for  mal- 
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practice  shall  not  be  deemed  to  have  accrued  until 
the  discovery  bv  the  plaintiff  of  the  facts  under 
which  liability  was  created.”  There  is  a possibility 
that  a bill  will  be  introduced  into  the  forthcoming 
session  of  the  State  Legislature  to  provide  for  such  a 
change.  I cannot  stress  too  much  the  importance 
of  defeating  such  an  amendment.  If  it  were  adopted, 
the  physician  would  have  no  assurance  that  he 
would  not  be  sued  for  treatment  rendered  many 
years  earlier  and  after  his  recollection  of  the  treat- 
ment involved  was  completely  hazy  and  in  many 
cases  where  his  records  have  been  destroyed.  I 
have  expressed  my  unalterable  opposition  to  the 
adoption  of  such  a change  in  the  statute  to  various 
bar  association  committees  on  State  legislation  and 
have  pointed  out  to  them  the  completely  unjust 
burden  which  such  an  amendment  would  impose  on 
the  physician.  I have  called  to  their  attention, 
among  other  things,  the  ever-increasing  number  of 
malpractice  suits  brought  against  physicians  as 
evidence  that  there  is  no  reasonable  necessity  for 
changing  the  present  statute  of  limitations.  A 
similar  statute  was  adopted  in  the  State  of  Cali- 
fornia, and  I have  been  advised  that  it  has  made  the 
malpractice  insurance  problem  there  almost  im- 
possible. 

In  my  last  report  I called  your  attention  to  the 
Appellate  Division  decision  in  the  case  of  Berg  v. 
New  York  Society  for  the  Relief  of  the  Ruptured  and 
Crippled.  As  anticipated  this  matter  was  appealed 
to  the  Court  of  Appeals.  On  July  11,  1956,  the 
Court  of  Appeals  handed  down  a decision  which  I 
believe  is  of  profound  significance  to  the  physicians 
and  hospitals  of  New  York  State.  Briefly  the 
facts  of  this  case  were  as  follows:  A physician 

ordered  a blood  transfusion  administered  to  a hos- 
pital patient.  As  a preliminary  thereto,  a labora- 
tory technician  employed  by  the  hospital  made  a 
serologic  test  to  determine  the  patient’s  blood 
factor.  The  report  was  erroneous,  with  the  result 
that  blood  of  the  wrong  factor  was  administered, 
with  extremely  serious  consequences  to  the  patient. 
In  an  action  against  the  hospital  the  trial  court 
held  that  it  was  liable  for  damages  of  some  $20,000 
on  the  ground  that  the  acts  of  the  laboratory  tech- 
nician in  testing  the  blood  was  an  “administrative” 
rather  than  a “medical”  act,  within  the  meaning 
that  those  terms  have  acquired  in  the  context  of 
fixing  liability  for  injuries  to  hospital  patients. 
The  Appellate  Division,  First  Department,  re- 
versed the  trial  court  classifying  the  technician’s 
acts  as  “medical.”  The  Court  of  Appeals  in  turn 
reversed  the  Appellate  Division  and  reinstated  this 
trial  court’s  judgment  holding  the  hospital  liable. 
It  agreed  that  the  blood  test  was  a “medical”  act 
in  the  sense  that  it  was  preparatory  to  a transfusion 
but  held  that  the  distinction  between  “administra- 
tive” and  “medical”  acts  was  inapplicable  in  this 
instance  because  the  blood  test  was  not  performed 
by  a physician  or  nurse  but  by  a salaried  employe 
of  subprofessional  status  doing  routine  work  which 
required  a minimum  of  skill  and  training.  The 
Court  pointed  out  that  nonproprietary  hospitals 
in  the  past  have  been  held  exempt  from  liability  for 


negligent  acts  of  physicians  and  nurses  in  their  pro- 
fessional medical  capacities  and  found  that  the 
basis  of  such  exemption  was  irrelevant  where  the 
negligent  person  is  a nonprofessional  employe  of 
the  hospital.  Important  as  this  decision  is  on  the 
narrow  issue  of  facts  presented,  there  is  language  in 
this  decision  which  is  of  even  greater  importance  as 
an  indication  of  the  future  development  of  the  law 
relating  to  physicians  and  hospitals.  The  Court 
queried: 

Modern  hospitals  hire  on  salary  not  only  clerical, 
administrative  and  housekeeping  employees  but  also 
physicians,  nurses  and  laboratory  technicians  of 
many  kinds.  Not  only  do  they  furnish  room  and 
board  to  patients  but  they  sell  them  services  which 
are  “medical”  in  nature  and,  though  furnished 
on  physicians’  orders,  are  performed  wholly  by  and 
under  the  control  of  the  hospitals’  salaried  staffs. 
What  reason  compels  us  to  say  that  of  all  employees 
working  in  their  employers’  businesses  (including 
charitable,  educational,  religious  and  governmental 
enterprises)  the  only  ones  for  whom  the  employers 
can  escape  liability  are  the  employees  of  hospitals? 

It  is  possible  that  the  courts  of  this  State  in  the 
near  future,  when  the  proper  factual  situation  is 
presented,  will  rule  that  hospitals  are  liable  for  the 
“medical”  as  well  as  the  “administrative”  acts  of 
their  salaried  professional  staffs  of  physicians  and 
nurses.  This  trend  in  the  law  relating  to  hospital 
liability,  if  it  continues,  will  profoundly  affect  the 
financial  affairs  of  the  hospitals  and  their  ability  to 
obtain  liability  insurance. 

In  a very  recent  parallel  decision,  Becker  v.  City 
of  New  York,  the  Court  of  Appeals  on  January 
10,  1957,  held  that  the  State  of  New  York  and 
its  political  subdivisions  are  liable  for  both  the 
“medical”  and  “administrative”  acts  of  its  em- 
ployes. The  court  did  not  find  it  necessary  to 
extend  the  Berg  decision  rationale  discussed  above 
but  based  its  decision  on  the  language  of  the  stat- 
utes waiving  the  State’s  sovereign  immunity  from 
suit  and  held  that  such  statutes  impliedly  waived 
the  derivative  immunity  from  liability  of  munici- 
palities within  the  State.  The  Becker  case  involved 
an  action  against  the  City  of  New  York  wherein 
it  was  shown  that  a registered  nurse  employed  by 
the  City  and  in  charge  of  the  urology  ward  of  Mor- 
risania  City  Hospital  negligently  injected  a dye  into 
a hospital  patient’s  arm  preparatory  to  a kidney 
x-ray  and  that  as  a result,  the  patient  sustained 
permanently  disabling  injuries. 

In  connection  with  the  foregoing  decision  involv- 
ing the  liability  of  a municipality,  I would  like  to 
call  your  attention  to  an  amendment  to  Section 
50  (D)  of  the  General  Municipal  Law  passed  by  the 
State  Legislature  in  1956.  Section  50  (D)  in  sub- 
stance provided  that  a municipality  must  “hold 
harmless”  any  physician  or  dentist  sued  for  mal- 
practice resulting  from  medical  or  dental  services 
rendered  gratuitously  at  a public  institution.  The 
object  of  this  statute  was  to  encourage  physicians 
and  dentists  to  donate  their  services  for  the  benefit 
of  patients  in  public  institutions  by  indemnifying 
them  against  claims  for  malpractice.  The  wording 
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of  this  section  as  it  originally  stood  acted  to  pre- 
vent the  application  of  this  indemnity  provision  to 
physicians  who  were  salaried  employes  of  public 
institutions  and  deliberately  excluded  residents  and 
interns.  The  amendment  now  provides  that  phy- 
sicians, dentists,  resident  physicians,  and  interns  will 
be  indemnified  provided  they  receive  no  compensa- 
tion from  the  person  receiving  treatment  in  the 
public  institution,  even  though  they  do  receive  com- 
pensation for  their  services  from  the  municipality 
involved.  This  amendment,  of  course,  will  be  of 
great  assistance  to  the  resident  physicians  and 
interns,  who  are  just  beginning  their  medical  ca- 
reers and  who,  in  most  cases,  cannot  obtain  mal- 
practice insurance  from  private  insurance  carriers. 

I would  also  like  to  call  your  attention  to  another 
recent  Court  of  Appeals  decision  concerning  the 
confidential  relationship  of  physician  and  patient. 
Section  352  of  the  Civil  Practice  Act  provides  in 
substance  that  a physician  shall  not  be  allowed  to 
disclose  any  information  which  he  acquired  in  at- 
tending a patient  in  a professional  capacity  and 
which  was  necessary  to  enable  him  to  act  in  that 
capacity.  It  is  immaterial  whether  or  not  a fee 
was  paid  by  the  patient.  The  privilege  of  refusing 
to  allow  disclosure  of  any  such  information  does 
not  belong  to  the  physician — he  has  no  choice  in  the 
matter.  Whenever  it  appears  that  the  privilege  is 
asserted  to  protect  the  feelings  or  the  reputation  of 
a living  patient  or  the  memory  of  one  who  has 
died,  the  testimony  of  the  physician  will  not  be  re- 
ceived where  objection  is  made  by  the  patient,  his 
personal  representative,  or  a third  person  succeed- 
ing to  the  patient’s  interest.  The  Court  of  Appeals 
on  November  29,  1956,  in  the  case  of  People  v. 
Decina  held  that  the  privilege  is  not  destroyed  even 
by  reason  of  the  presence  of  third  persons.  Its 
decision  upheld  prior  lower  court  rulings  which  held 
that  the  privilege  was  not  destroyed  in  the  following 
situations:  Where  the  patient  was  examined  in  the 
presence  of  his  father  and  others,  the  physician  could 
not  testify,  although  the  others  present  could ; the 
physician  could  not  testify  as  to  a conversation  be- 
tween him  and  the  patient  even  though  made  in 
the  presence  of  a nurse  who  was  neither  a professional 
nor  registered  nurse,  and  the  physician  could  not 
testify  on  details  of  an  operation  performed  in  the 
presence  of  a medical  student. 

Council  Work. — Your  counsel  or  one  or  more  of 
my  associates  has  attended  each  meeting  of  the 
Council  and  Board  of  Trustees  of  the  Medical 
Society  of  the  State  of  New  York.  One  or  more 
of  us  has  attended  each  meeting  of  the  Malpractice 
Insurance  and  Defense  Board  and  nearly  all  of  the 
meetings  of  its  subcommittees.  We  have  attended 
numerous  meetings  of  the  State  Society’s  commit- 
tees. Our  office  and  that  of  Dr.  Harold  B.  Smith, 
your  executive  officer,  are  in  constant  communica- 
tion concerning  legislation  affecting  medicine  in 
New  York  State. 

I and  my  associates  have  prepared  many  written 
opinions  for  various  members  of  the  State  Society. 
Our  office  has  rendered  a considerable  number  of 
opinions  to  various  State  and  county  medical  society 


officers  and  discussed  with  their  officers  and  em- 
ployes the  many  problems  confronting  them.  We 
have  reviewed  in  detail  and  made  recommendations 
and  suggestions  on  all  proposed  revisions  of  the 
constitutions  and  bylaws  of  the  component  county 
societies.  Your  counsel  and  his  associates  assisted 
the  State  Society  in  its  extended  negotiations  with 
the  psychologists  on  the  many  questions  involved 
in  the  practice  of  psychology  and  its  relationship  to 
medicine.  I have  participated  in  the  various  delib- 
erations throughout  the  year  of  the  Blood  Banks 
Association  of  New  York  State.  I would  like  to 
express  my  sincere  thanks  to  Dr.  James  Greenough, 
president;  Dr.  Walter  P.  Anderton,  secretary,  and 
Dr.  Maurice  J.  Dattelbaum,  treasurer,  for  the 
assistance  that  they  have  so  unstintingly  given  to  us 
during  the  past  year. 

During  the  past  year  I spoke  before  the  following 
organizations:  The  Medical-Legal  Symposium  of 
the  American  Medical  Association  in  Chicago, 
Illinois;  the  Putnam  County  Medical  Society;  the 
Middle-Atlantic  Hospital  Association  annual  meet- 
ing in  Atlantic  City,  New  Jersey;  the  Tri-County 
Medical  Societies  in  Utica;  the  staff  meeting  of 
Columbus  Hospital,  Buffalo;  the  annual  meeting  of 
the  Sixth  District  Branch  at  Norwich.  I was 
moderator  of  a panel  discussion  on  the  impartial 
medical  expert  panel  plan  in  effect  in  the  courts 
in  New  York  and  Bronx  Counties  at  the  American 
Bar  Association  annual  meeting  in  Dallas,  Texas. 
I was  a member  of  the  panel  discussing  the  relation- 
ship of  trauma  and  cancer  at  the  regional  meeting 
of  the  American  Bar  Association  at  Baltimore, 
Maryland.  I spoke  at  the  annual  meeting  of  the 
Hospital  Association  of  Northern  New  England  in 
Rutland,  Vermont,  and  at  the  November  meeting 
of  the  Academy’  of  Medical  Jurisprudence  in  New 
York  City.  My  associate,  Mr.  Bell,  spoke  to  the 
Bergen  County  Medical  Society  in  New  Jersey’,  and 
my  associate,  Mr.  Burns,  discussed  the  new  Medi- 
care program  at  the  annual  conference  of  county 
society  secretaries  in  Syracuse.  Mr.  Burns  attended 
a meeting  of  the  American  Medical  Association 
Task  Force  in  Washington,  D.C.,  to  discuss  the 
Medicare  program  of  the  U.S.  Government.  He, 
together  with  Dr.  John  C.  McClintock,  chairman  of 
y’our  Economics  Committee;  Dr.  Walter  P.  Ander- 
ton, secretary’  of  the  State  Society,  and  Mr.  George 
P.  Farrell,  director  of  your  Bureau  of  Medical  Care 
Insurance,  attended  several  meetings  with  repre- 
sentatives of  the  Defense  Department  in  Washing- 
ton, D.C.,  leading  to  negotiation  by  the  State 
Society  of  the  contract  with  the  U.S.  Government 
for  implementation  of  the  Medicare  program  in  New 
York  State. 

I would  like  to  express  my  sincere  appreciation 
for  the  extremely  able  assistance  rendered  to  us  by 
the  members  of  the  Malpractice  Insurance  and 
Defense  Board  of  the  State  Society,  headed  by’  Dr. 
Joseph  A.  Lane  of  Rochester.  Colonel  H.  F. 
Wanvig,  indemnity  representative  of  the  State 
Society,  has  continued  to  be  of  inestimable  help  to 
us  in  the  many  problems  confronting  the  members 
of  the  State  Society.  He  and  his  staff  have  worked 
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tirelessly  to  make  meetings  of  the  Malpractice 
Insurance  and  Defense  Board  fruitful  and  successful 
and  to  insure  the  success  of  the  county  society  mal- 
practice advisory  committees.  Mr.  B.  E.  Kueckle, 
vice-president  of  the  Employers  Mutual  Liability 
Insurance  of  Wausau,  Wisconsin,  your  Group  Plan 
carrier,  and  his  associates,  Mr.  Dale  Snure,  New 
York  resident  vice-president;  Mr.  John  Linster,  its 
general  counsel,  and  its  excellent  claim  staff  headed 
by  Mr.  Frank  Appleton  and  Mr.  Gerald  Wilson 
also  have  been  of  very  great  assistance  to  us  in 
serving  the  State  Society  and  its  members.  They 
richly  deserve  the  appreciation  of  all  the  members 
of  the  State  Society  for  their  resourcefulness  and 
diligence  in  ascertaining  the  facts  and  circumstances 
in  our  various  suits  and  claims. 

There  are  still  a number  of  actions  pending  against 
members  for  the  periods  when  the  Group  Plan  car- 


rier was  the  Yorkshire  Indemnity  Company.  The 
majority  of  these  suits  involve  infants  and  were 
just  recently  instituted.  We  have  continued  to  re- 
ceive splendid  cooperation  from  Mr.  Horace  Crow- 
ell, their  vice-president  in  charge  of  claims;  Mr. 
Thomas  Finnigan,  their  attorney,  and  Mr.  Anthony 
J.  Falke,  their  superintendent  of  claims. 

I would  like  again  to  express  my  sincere  desire 
that  any  of  the  members  of  the  State  Society  who  are 
confronted  with  problems  and  questions  involving 
the  legal  implications  of  the  practice  of  medicine 
contact  this  office  at  any  time.  We  are  always 
read}'  to  offer  our  complete  cooperation  and  as- 
sistance to  them. 

Respectfully  submitted, 
William  F.  Martin,  Counsel 
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Budget  Committee 


To  the  House  of  Delegates,  Gentlemen: 

The  Budget  Committee  consists  of  the  following: 
Maurice  J.  Dattelbaum,  M.D.,  Treasurer,  Chair- 


man  Kings 

Samuel  Z.  Freedman,  M.D.,  Assistant 

Treasurer New  York 

Frederic  W.  Holcomb,  M.D.,  Speaker Ulster 

James  Greenough,  M.D.,  President,  ex 

officio Otsego 

W.  P.  Anderton,  M.D.,  Secretary,  ex 

officio New  York 


Your  committee  met  three  times  since  the  1956 
meeting  of  the  House  of  Delegates.  One  meeting 
was  devoted  to  setting  up  a new  budget  for  the 
calendar  year  1956.  Previously  we  had  been  oper- 
ating on  a fiscal  year  ending  June  30,  and  after  the 
action  of  the  House  at  its  last  meeting,  certain 
budgetary  revisions  were  necessary. 

Since  it  is  the  duty  of  the  Budget  Committee  to 
prepare  and  present  the  proposed  annual  budget  to 
the  Council,  each  chairman  of  each  bureau  or  ac- 
tivity is  requested  at  least  twice  a year  to  submit 
requests  for  funds.  Over  the  past  few  years  it  has 
been  the  custom  to  meet  three  or  four  months  prior 
to  the  beginning  of  the  fiscal  year  to  prepare  a 
budget  for  the  following  year.  Approximately  six 
months  after  the  beginning  of  the  fiscal  year,  each 
chairman  is  requested  to  review  his  budget  and 
make  any  changes  which  he  deems  to  be  necessary. 

Obviously  much  of  our  work  is  merely  in  the 
nature  of  review.  In  some  instances  your  commit- 
tee finds  it  necessary  to  recommend  to  the  Council 
the  reduction  or  elimination  of  some  budgetary  re- 
quests. This  is  done  for  purposes  of  economy  in 
cases  where  the  committee  has  some  reason  to 
question  the  value  of  a particular  expenditure. 

Your  committee  realizes,  particularly  when  it 
deletes  items  from  budgets,  that  they  are  in  a sense 
having  something  to  do  with  Society  policy.  We 
have  been  very  careful,  however,  to  present  full  and 
complete  information  to  the  Council  in  order  that 
any  suggestions  or  ideas  which  we  have,  as  a com- 
mittee, may  be  brought  into  the  open  and  given 
either  Council  approval  or  disapproval. 

In  Table  I,  a summary  of  the  budget  for  the  year 
ended  December  31,  1957,  is  presented.  At  this 
time  we  have  a projected  deficit  of  $4,480  budgeted. 
In  some  instances  some  of  our  departments  have 
been  able  to  decrease  their  budgetary  requests.  It 
is  believed  additional  comment  on  this  budget  is 


unnecessary.  The  figures  speak  for  themselves. 

The  effort  expended  in  budgetary  study  by  each 
member  of  the  committee  is  deeply  appreciated  by 
your  chairman.  Without  this  effort  the  Budget 
Committee  would  merely  be  a rubber  stamp.  Your 
chairman  takes  this  opportunity  of  thanking  Drs. 
Holcomb,  Freedman,  Greenough,  and  Anderton  for 
their  cooperation  and  valuable  advice,  and  partic- 
ularly Mr.  Thomas  E.  Alexander  and  his  able  staff. 

Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Chairman 

TABLE  I. — Summary  of  Budget  for  the  Year  Ended 
December  31,  1957 


Income 

Dues $400,500 

Interest 3,500 

Journal.  54,522 


$524 , 522 

Expenditures 

Administration $142,754 

Public  and  Professional  Relations  Bureau 79,605 

Legislation  Bureau 26,569 

Workmen’s  Compensation  Bureau 25,194 

Bureau  of  Medical  Care  Insurance 22,425 

Scientific  Activities 22,199 

Woman’s  Auxiliary 9,200 

Industrial  Health  Bureau 22,225 

Travel 25,700 

Annual  Meeting 18,341 

District  Branches 5,350 

Planning  Committee  for  Medical  Policies 1 ,500 

Malpractice  Insurance  and  Defense  Board.  . . . 3,000 

Malpractice  Audit 1,250 

Legal  Counsel 35,000 

A.M.A.  Delegates  Expense  Fund 1,500 

Conference  of  Presidents  of  State  Societies.  ...  75 

Veterans  Medical  Service  Plan  of  New  York.  . 300 

Pensions 3,600 

Citizens  Health  Council 100 

New'  York  State  Society  Blood  Banks  Commis- 
sion  900 

Blood  Banks  Association  of  New'  York  State, 

Inc 7 , 500 

Alterations,  Office 1.000 

Cults 3,000 

New  York  State  Society  for  Medical  Research  75 

Provisions  for  Salary  Increases 2.000 

A.M.A.  Meeting  in  New  York  City 10,000 

World  Medical  Association 1,000 

Medical  Directory,  1957 57,640 


$529,002 

Budgeted  Loss $ 4,480 
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Report  of  the  Council 


To  the  House  of  Delegates,  Gentlemen: 

Your  Council  has  the  honor  to  report  on  the 
executive  and  administrative  affairs  of  the  Society  in 
the  period  following  your  last  meeting,  May  7 to  9, 
1956.  The  various  matters  that  came  before  it, 
actions  thereon,  and  recommendations  are  here  pre- 
sented. 


PART  I 

Committee  on  Constitution  and  Bylaws 

The  Council  Committee  on  Constitution  and  By- 
laws has  the  following  membership: 

Frederick  W.  Williams,  M.D., 


Chairman Bronx 

Norman  C.  Lyster,  M.D Chenango 

Homer  L.  Nelms,  M.D Albany 


Revisions  or  amendments  of  the  constitutions  or 
bylaws  or  both  of  the  medical  societies  of  the  coun- 
ties of  Albany,  Columbia,  Erie,  Monroe,  and  Wayne 
have  been  presented  by  your  committee  to  the  Coun- 
cil and  have  received  the  Council’s  approval. 

Before  presentation  to  the  Council,  each  amend- 
ment or  revision  was  reviewed  by  the  secretary,  the 
legal  counsel,  and  each  member  of  the  committee. 
In  each  case  the  appropriate  county  medical  society 
was  notified  of  the  Council’s  action. 

Amendments  to  their  constitutions  and  bylaw's 
submitted  by  the  medical  societies  of  the  counties  of 
Erie,  Genesee,  and  Onondaga  are  at  present  under 
review  by  the  legal  counsel. 

The  w'ork  of  the  committee  members,  legal  coun- 
sel, and  the  secretary  of  the  Society  merits  the 
gratitude  of  the  Society  as  well  as  that  of  the  chair- 
man. 


Questions  of  Ethics 

The  Council  Committee  on  Questions  of  Ethics 
consists  of  the  following  members: 


Harold  F.  Browm,  M.D.,  Chairman Erie 

Frank  LaGattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


Various  matters  were  discussed  by  the  committee 
when  they  met  on  three  occasions  since  the  House  of 
Delegates  meeting  in  1956.  These  matters  con- 
cerned mostly  the  application  of  the  Principles  of 
Professional  Conduct  to  specific  situations.  The 
disposal  of  such  cases  by  the  Ethics  Committee  has 
been  made  known  in  the  minutes  of  the  Council  as 
they  have  appeared  in  the  New  York  State  Jour- 
nal of  Medicine. 

One  matter  concerned  the  propriety  of  a member 
of  our  Society  attending  patients  in  a proprietary 
hospital  presumably  operated  by  osteopaths.  Our 
committee  opinion  coincided  with  that  of  the 


Judicial  Council  of  the  American  Medical  Associa- 
tion, when  they  approved  on  April  25,  1952,  the 
action  of  the  Los  Angeles  County,  California, 
Medical  Society,  as  follows: 

that,  because  of  the  current  acute  shortage  of  hos- 
pital beds  in  the  Los  Angeles  area,  it  is  not  improper 
for  members  (of  the  medical  associations)  to  hospi- 
talize patients  in  certain  of  the  smaller  hospitals  in 
outlying  areas,  even  though  in  these  hospitals  facili- 
ties and  privileges  are  also  extended  to  certain  osteo- 
pathic physicians  and  surgeons — provided  that  dual 
hospital  staff  structure  is  maintained  without  inter- 
mingling. 

Postgraduate  Medical  Education 

The  Council  Committee  on  Public  Health  and 
Education  has  as  its  members: 

Theodore  J.  Curphey,  M.D.,  Chairman  Nassau 

A.  H.  Aaron,  M.D Erie 

Charles  D.  Post,  M.D Onondaga 

Advisers 

Herman  E.  Hilleboe,  M.D.,  Commissioner,  New 
York  State  Department  of  Health,  Albany 
Leona  Baumgartner,  M.D.,  Commissioner  of 
Health,  City  of  New  York 

The  functions  of  the  committee  are  as  follows: 

1.  To  arrange  postgraduate  medical  instruction 
for  the  members  of  the  Society. 

2.  To  act  as  a liaison  between  the  Society  and 
the  State  Department  of  Health: 

(a)  For  the  purpose  of  exchange  of  information 
on  matters  of  common  concern  or  interest. 

(5)  For  the  discussion  of  current  problems  in 
which  the  two  groups  have  a common  responsibility 
for  the  establishment  of  policy  and  of  mutually  satis- 
factory methods  of  implementing  such  policy.  In 
arriving  at  these  decisions  the  basic  differences  that 
exist  in  the  organizational  patterns  and  service  func- 
tions of  each  group  in  the  field  of  general  medical 
care  are  taken  into  account. 

(e)  For  transmission  to  the  Council  of  the  Medi- 
cal Society  of  the  State  of  New'  York  the  results  of 
these  deliberations  for  its  information  and  for  the 
purpose  of  securing  action  in  matters  of  policy  when 
such  need  arises. 

( d ) To  present  to  the  State  Health  Department 
the  viewpoint  of  the  members  of  the  Medical  Society 
of  the  State  of  New  York,  as  expressed  by  the  House 
of  Delegates,  the  Council,  and  its  various  commit- 
tees, on  matters  of  a controversial  nature,  with  the 
hope  of  resolving  these  differences  of  opinion  and 
thus  leading  toward  the  establishment  of  policy  and 
action  that  is  endorsed  and  motivated  by  both 
groups. 

3.  To  coordinate  the  work  of  its  various  subcom- 
mittees with  that  of  the  Society  as  a whole  and  to 
present  to  the  Council  and  the  House  of  Delegates 
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the  recommendations  of  these  committees  regarding 
matters  of  policy  and  contemplated  action  in  their 
respective  fields  of  interest.  Following  upon  this, 
future  action  and  policy  are  determined  solely  by 
action  of  the  Council  or  the  House  of  Delegates. 

4.  To  stimulate  greater  participation  in  com- 
mittee work  by  the  members  of  the  Society  and  to 
assist  the  president  in  his  choice  of  men  who  are 
interested  and  have  had  experience  in  certain  phases 
of  the  work  of  the  Society  at  the  county  level,  a 
letter  was  sent  to  the  presidents  and  secretaries  of 
the  county  medical  societies  requesting  names  of 
prospective  committee  members  and  their  respective 
interests.  These  names  have  been  submitted  to  the 
president-elect  to  assist  him  in  organizing  the  sub- 
committees of  the  parent  Council  committee. 

The  committee  pleasurably  acknowledges  its  debt 
to  and  its  sincere  appreciation  of  the  willing  assist- 
ance rendered  to  it  by  Dr.  Walter  P.  Anderton,  secre- 
tary of  the  State  Society,  as  well  as  by  his  executive 
assistant,  Miss  Doris  K.  Dougherty.  We  also  wish 
to  thank  Mr.  William  Bonzer  for  his  excellent  assist- 
ance in  our  mimeographing,  which  increases  each 
year.  Our  thanks  also  go  to  Miss  Susan  Baker,  our 
executive  assistant,  who  continues  to  serve  faith- 
fully and  well  the  interests  of  the  State  Society 
through  her  efficient  handling  of  the  wide-ranging 
activities  incidental  to  the  committee’s  functions. 

Since  submitting  its  annual  report  for  1955-1956, 
the  committee  has  arranged,  as  of  February,  1957, 
postgraduate  instruction  for  48  groups,  presented  as 
lecture  series,  symposia,  single  lectures,  or  teaching 
days.  A total  of  191  speakers  have  already  partici- 
pated or  will  participate  in  these  meetings.  We  ex- 
press our  thanks  to  the  New  York  State  Department 
of  Health  for  the  continued  assistance  they  give  us 
by  providing  a $25  honorarium  for  these  speakers, 
to  the  Society’s  Bureau  of  Public  and  Professional 
Relations  for  sending  releases  to  local  newspapers, 
and  to  the  editorial  staff  for  inserting  notices  in  the 
New  York  State  Journal  of  Medicine. 

Of  the  following  list  of  postgraduate  sessions,  15 
were  arranged  by  the  Postgraduate  Education  De- 
partment of  the  State  University  of  New  York  Col- 
lege of  Medicine  at  Syracuse  and  six  by  the  Albany 
Medical  College,  in  cooperation  with  our  committee. 

Number  Expense 
of  TO 

County  Organization  Lectures  Committee 


Albany 

Medical  Society 

i 

S . . . * 

Broome 

Medical  Society 

3 

10.50 

Binghamton  Acad- 
emy of  Medicine 

6 

150.79* 

Cattaraugus 

Medical  Society 

4 

20.50* 

Chemung 

Medical  Society  and 
county  chapter  of 
Academy  of  Gen- 
eral Practice 

5 

98.44* 

Chenango 

Medical  Society  (ar- 
ranged by  Syra- 
cuse) 

5 

8.26* 

Clinton 

Public  Forum  on 
Cancer  arranged 
by  Medical  Society 

1 

27.31 

Columbia 

Medical  Society’s 

sesquicentennial 
celebration 

1 

18.20 

Cortland 

Medical  Society 

4 

9.73* 

Dutchess 

Medical  Society 

i 

23 . 50 

Franklin 

Medical  Society 

i 

39 . 04 

Fulton 

Medical  Society 

4 

37.15* 

Medical  Society  and 
county  chapter  of 
Academy  of  Gen- 
eral Practice 

3 

57  70 

Greene 

Medical  Society  and 
county  chapter  of 
Academy  of  Gen- 
eral Practice 

10 

180  10* 

Herkimer 

Medical  Society 

4 

45 . 73 

Jefferson 

Medical  Society 

9 

233  88* 

Montgomery 

Medical  Society 

4 

101  48 

Nassau 

Medical  Society 

4 . 

2.32 

Oneida 

Hospital  staffs.  Llica 

9 

62  96 

Utica  Academy  of 
Medicine 

6 

59.72* 

Onondaga 

Medical  Society 

3 

83  70* 

Ontario 

Medical  Society 

3 

6 30 

Geneva  Academy  of 
Medicine 

1 1 

271.22* 

Orange 

Medical  Society 

2 

* 

Rensselaer 

Medical  Society 

7 

69.36* 

St.  Lawrence 

Medical  Society  (ar- 
ranged by  Syra- 
cuse) 

10 

146  10 

Schenectady 

Medical  Society  (ar- 
ranged by  Albany) 

6 

9 60* 

Schoharie 

Medical  Society 

6 

113.79 

Steuben 

Medical  Society 

5 

74.39* 

Suffolk 

Medical  Society 

2 

20.93 

Medical  Society  and 
county  chapter  of 
Academy  of  Gen- 
eral Practice 

10 

65.87* 

Medical  Societj’, 

county  chapter  of 
Academy  of  Gen- 
eral Practice,  and 
county  heart  com- 
mittee 

5 

* 

Sullivan 

Medical  Society 

3 

35 . 60 

Medical  Society  and 
county  chapter  of 
Academy  of  Gen- 
eral Practice 

8 

* 

Tompkins 

Medical  Society 

1 

8.40 

Lister 

Medical  Society 

2 

23.55* 

Washington 

Medical  Society 

1 

0 

* Incomplete 


Since  the  last  annual  report  was  submitted,  only 
two  medical  groups  not  identified  with  a particular 
county  or  city  made  use  of  the  committee’s  serv- 
ices. These  were  the  Mohawk  Gynecological  and 
Obstetrical  Society  (one)  and  the  South  Side  Clini- 
cal Society  (four). 

Regional  Meetings  and  Teaching  Days. — 
For  regional  meetings  and  regional  teaching  days, 
invitations  are  sent  to  the  members  of  the  medical 
societies  in  counties  adjacent  to  that  in  which  the 
instruction  is  given.  The  committee  arranges  for 
the  speakers,  has  envelopes  addressed  for  the 
memberships  of  the  county  societies,  and  either 
attends  to  the  printing  of  the  programs  or  reim- 
burses the  sponsoring  county  medical  society  for  the 
cost  of  such  printing. 

On  the  following  page  is  a list  of  counties  where 
regional  meetings  or  teaching  days  have  been  held 
this  year : 

Joint  Meetings  with  State  Department  of 
Health. — During  1956  the  Council  Committee  on 
Public  Health  and  Education  has  met  with  Dr 
Herman  Hilleboe,  Commissioner  of  Health  of  New 
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Number  Expense 


County 

Region 

Subject 

OF 

Lectures 

TO 

Com  mitte: 

Broome 

Medical  Society 

Chemung,  Chenango,  Cortland, 

Heart 

3 

$131.24 

Binghamton  City  Hospital 

Delaware,  Otsego,  Schuyler, 
Tioga,  Tompkins 
Same  as  above 

Radioisotopes 

3 

132.79 

Our  Lady  of  Lourdes  Hos- 

Same  as  above 

Internal  medicine 

2 

111.93 

pital 

Madison  (sesquicentennial 

Herkimer,  Oneida,  Lewis,  Mad- 

Adrenal function 

3 

123.3(1 

celebration) 

Oneida 

ison,  Chenango,  Otsego,  Onon- 
daga, Jefferson,  St.  Lawrence 
Same  as  above 

Cancer 

5 

228  89 

York  State,  and  various  members  of  his  staff  in 
keeping  with  its  function  as  a liaison  group.  In 
the  interim  between  the  stated  joint  meetings  the 
two  groups  are  in  frequent  communication  on  mat- 
ters of  common  interest  and  concern.  The  Medical 
Society  is  particularly  grateful  to  Dr.  Granville  W. 
Larimore,  Deputy  Commissioner,  for  the  excellent 
liaison  he  has  established  and  maintained  during  the 
past  years.  The  value  of  this  liaison  has  been  es- 
pecially well  documented  in  the  present  matter  of 
the  polio  vaccination  program  of  the  State. 

An  important  problem  now  receiving  joint  con- 
sideration is  that  dealing  with  postgraduate  medical 
education  for  the  general  practitioner.  The  Medical 
Society  has  long  felt  that  there  is  much  to  be  done  in 
the  way  of  improving  its  program  in  this  field,  es- 
pecially as  it  concerns  the  interrelationship  between 
the  science  of  medicine  and  the  social  sciences. 
There  is  now  a great  need  to  provide  the  graduate 
physician  with  knowledge  that  will  help  to  orient 
him  in  his  professional  relations  with  the  rest  of  the 
social  fabric.  One  of  the  best  services  that  could  be 
rendered  by  the  Medical  Society  and  the  State 
Department  of  Health  would  be  a joint  effort  in  the 
preparation  and  distribution  of  such  educational 
material  to  the  physicians  of  the  State. 

Agenda  for  Joint  Meetings. — Since  the  1956 
annual  meeting  of  the  State  Society  there  has  been 
one  joint  meeting  up  to  the  time  of  the  writing  of 
this  report.  The  following  items  have  been  dis- 
cussed : 

1.  Accident  Prevention:  Based  on  the  activities 
of  the  Subcommittee  on  Epilepsy  and  the  Sub- 
committee on  Accident  Prevention,  the  joint  com- 
mittee explored  ways  and  means  of  obtaining  funds 
to  further  the  work  of  the  Accident  Prevention  Sub- 
committee in  determining  the  criteria  necessary  for 
establishing  the  eligibility  of  applicants  for  opera- 
tors’ licenses  as  requested  by  the  Commissioner  of 
Motor  Vehicles.  Discussion  also  centered  on  the 
legal  liability  of  the  physician  in  taking  blood  sam- 
ples from  drivers  involved  in  accidents  and  also  in 
supplying  the  necessary  medical  data  for  the  pro- 
jected study  of  vehicular  accidents  of  the  New  York 
State  Thruway.  The  State  Department  of  Health 
also  sought  the  support  of  the  Medical  Society  for 
legislation  requiring  safety  locks  on  car  doors. 

2.  The  Medical  Society  was  also  asked  for  ap- 
proval to  amend  the  Sanitary  Code  in  respect  to 
certain  phases  of  municipal  meat  inspection  pro- 
grams operated  by  local  health  departments.  The 
first  problem  to  be  approached  in  such  a Code 


amendment  would  involve  carcass  meat,  with  the  pos- 
sibility of  later  amendments  to  cover  meat  products. 

3.  Another  matter  discussed  wTas  a request  to  the 
Medical  Society  to  endorse  the  research  efforts  of  the 
State  Health  Department  to  find  a better  method  of 
controlling  the  effects  of  ionizing  radiation  on  the 
health  of  the  citizens  of  the  State.  In  this  connec- 
tion the  Joint  Legislative  Committee  on  Natural 
Resources  proposed  to  introduce  legislation  calling 
for  an  Air  Pollution  Board. 

4.  The  State  Society  was  also  asked  to  endorse 
the  establishment  of  poison  control  centers  to  combat 
the  increasing  hazard  of  death  from  poison,  espe- 
cially in  children.  The  Health  Department  has  set 
up  a plan  for  establishing  several  such  centers  over 
the  State. 


PART  II 

Public  Health  Activities  A 

Maternal  and  Child  W elf  are 

The  Subcommittee  on  Maternal  and  Child 
Welfare  has  the  following  membership: 


Charles  A.  Gordon,  M.D.,  Chairman Kings 

Ralph  L.  Barrett,  M.D New  York 

Frank  A.  Disney,  M.D Monroe 

Eugene  R.  Duggan,  M.D Monroe 

Edward  C.  Hughes,  M.D..  Onondaga 

William  J.  Orr,  M.D Erie 

Clvde  L.  Randall,  M.D Erie 

Frederick  H.  Wilke,  M.D New  York 


During  the  past  year  this  committee  has  been  en- 
gaged in  a continuing  review  of  all  maternal  deaths 
outside  the  City  of  New  York.  In  order  to  make  a 
beginning  on  the  related  problems  of  infant  mor- 
tality, a study  of  the  perinatal  mortality  associated 
with  cesarean  section  is  proceeding  in  18  counties. 

The  prime  purpose  of  this  work  is  educational. 
In  a few  areas  of  the  State  interest  has  long  been  high, 
and  cooperation  has  been  excellent.  In  some  coun- 
ties, however,  possibly  because  of  generally  low  mor- 
tality rates,  it  has  been  difficult  to  get  reports. 
Requests  for  the  special  study  folders  that  have 
been  devised  grow  in  number. 

The  Bureau  of  Maternal  and  Child  Health  of  the 
State  Department  of  Health  which  is  cooperating  in 
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this  program  has  provided  the  study  folders  and  will 
pay  travel  expense  wherever  necessary  to  procure 
the  study  data. 

The  pediatric  members  of  the  subcommittee 
have  been  of  help  to  the  State  in  the  preparation  of 
a booklet  called  The  Pre-School  Years. 


School  Health 

The  Subcommittee  on  School  Health  has  the 
following  membership: 

William  E.  Ayling,  M.D.,  Chairman . . .Onondaga 


Thomas  S.  Bumbalo,  M.I) Erie 

Joseph  A.  Geis,  M.D Albany 

Rocco  J.  Martoccio,  M.D Oneida 

Edward  L.  Schwabe,  M.D Chautauqua 

Alfred  Yankauer,  Jr.,  M.D Albany 


Two  meetings  have  been  held,  on  June  5,  1956,  at 
Lake  Placid  and  on  January  23,  1957,  at  Syracuse. 

The  main  topics  considered  this  year  were  post- 
graduate education  of  school  physicians  and  whether 
the  requirement  for  annual  examinations  of  school 
children  should  be  changed.  The  committee  con- 
tinues to  be  active  on  both  and  expects  to  promote  a 
pilot  program  in  a one-day  meeting  in  Syracuse  for 
school  physicians.  Dr.  Curphey  will  continue  to 
pursue  the  matter  of  annual  examinations  with  the 
State  departments  in  Albany. 

Probably  there  will  be  another  meeting  in  Albany 
in  the  near  future,  to  be  attended  by  representatives 
of  the  School  Physicians  Association,  this  commit- 
tee, and  other  organizations,  with  the  Commissioner 
of  Education  to  try  to  accomplish  more  about 
qualifications,  duties,  and  salaries  of  part-time 
school  physicians.  Such  a meeting  was  held  in 
1954,  but  the  results  were  disappointing. 

The  chairman  had  the  honor  to  be  the  recipient  of 
the  William  A.  Howe  Award  by  the  American  School 
Health  Association  for  the  year  1956.  The  award  is 
presented  each  year  to  a person  chosen  for  out- 
standing service  in  school  health  for  the  children  and 
youth  of  America. 


Accident,  Prevention 

The  Subcommittee  on  Accident  Prevention  has 
the  following  membership: 

S.  Bernard  Wortis,  M.D.,  Chairman. . .New  York 


Arthur  S.  Abramson,  M.D Bronx 

Conrad  Berens,  M.D New  York 

Harold  Brandaleone,  M.D New  York 

Edmund  P.  Fowler,  Sr.,  M.D New  York 

Richard  H.  Freyberg,  M.I) New  York 

Milton  Helpern,  M.D New  York 

Walter  D.  Ludlum,  M.D New  York 

Norman  S.  Plummer,  M.D New  York 

Frederick  W.  Williams,  M.D Bronx 


There  have  been  two  meetings  of  this  subcom- 
mittee (June  27  and  October  30,  1956)  and  three  of  a 
subgroup  of  the  committee  (July  19,  August  15,  and 
September  6,  1956).  In  addition,  a joint  meeting 


on  November  30,  1956,  of  the  parent  Council  Com- 
mittee on  Public  Health  and  Education  with  the 
State  Department  of  Health  considered  at  length 
some  of  the  problems  confronting  the  accident  pre- 
vention group. 

The  committee  approached  its  assignment  with 
the  recognition  that  its  task  is  a problem  in  preven- 
tive medicine,  that  its  primary  function  is  to  offer 
opinions  on  a medical  level  and  to  recommend  to  the 
Commissioner  of  Motor  Vehicles  specific  standards 
to  be  met  by  applicants  for  operators’  licenses  in 
order  to  protect  the  public  and  the  drivers.  It  is 
also  recognized  that  comprehensive  education  of  the 
public  and  of  the  profession  will  be  necessary  to  en- 
list their  best  cooperation  for  the  welfare  of  the  en- 
tire citizenry. 

In  appearing  before  the  Council  at  its  meeting  on 
September  13,  1956,  the  chairman  of  the  subcom- 
mittee outlined  the  origin  and  initial  activities  of  the 
group  when  it  set  up  requirements  for  epileptic 
drivers,  as  reported  to  the  House  of  Delegates  in 
May,  1956.  The  Subcommittee  on  Epilepsy  sub- 
sequently was  expanded  and  was  given  the  re- 
sponsibility of  enlarging  its  interest  to  the  general 
area  of  accident  prevention,  particularly  motor  ac- 
cident prevention  (Council  meeting,  January  12, 
1956).  Currently  it  is  studying  the  problem  of 
defective  vision  in  the  driver  and  hopes  to  have  rec- 
ommendations for  Motor  Vehicle  Commissioner 
Joseph  P.  Kelly  in  the  not  too  distant  future. 

The  chairman  pointed  out  that  an  unusual  op- 
portunity had  been  afforded  to  the  Medical  Society 
and  the  practitioners  of  the  State  to  participate  in  a 
venture  in  which  government  (the  Commissioner  of 
Motor  Vehicles)  had  asked  them  to  join  and  where 
the  Society  could  maintain  leadership  and  give  di- 
rection to  physicians  and  the  State  at  large.  On  the 
basis  of  his  remarks  and  on  recommendation  by  the 
Subcommittee  on  Accident  Prevention,  the  Council 
passed  the  following  resolution: 
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Whereas,  the  New  York  State  Commissioner  of 
Motor  Vehicles  has  sought  the  counsel  and  advice 
of  the  Medical  Society  of  the  State  of  New  York, 
through  the  Subcommittee  on  Accident  Prevention 
of  the  Council  Committee  on  Public  Health  and 
Education  of  the  Medical  Society  of  the  State  of 
New  York,  and  of  the  Department  of  Health  relative 
to  regulations  governing  the  issuing  of  operators’ 
licenses  to  persons  with  physical  and/or  mental 
disability;  and 

Whereas,  in  the  course  of  these  joint  deliberations 
it  has  become  obvious  that  there  exists  an  urgent 
need  for  research  into  the  cause  of  motor  vehicle 
accidents;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  the  recognized  representative  of  the 
medical  profession  of  the  State;  therefore,  be  it 
Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  exert  leadership  in  the  field  of  accident 
prevention  to  the  extent  of  helping  in  the  collection 
of  data,  in  the  education  of  the  public  and  the 
physicians  of  the  State,  and  in  focusing  of  research 
projects  in  this  public  health  area;  and  further  be  it 
Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  approve  the  principle  that  the  support  of 
such  research  is  its  proper  function  and  that  it 
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accept  funds  from  public  and  private  agencies  to 
facilitate  the  conducting  of  such  research,  recognizing 
that  these  funds  when  accepted  will  be  controlled 
by  the  Medical  Society  and  would  not  impose  any 
additional  expenses  on  the  Society  membership. 

On  November  11,  1956,  the  Council  approved  ac- 
tion by  the  subcommittee  “to  go  on  record  as  heart- 
ily approving  in  principle  the  study  to  be  conducted 
on  the  New  York  State  Thruway,  commencing  Jan- 
uary 1,  1957,  by  the  Cornell  University  Medical 
College  Automotive  Crash  Injury  Research  division 
in  conjunction  with  the  State  Health  Department, 
the  State  Police  and  the  State  Thruway  Authority.” 
The  subcommittee  met  on  October  30,  1956,  with 
Mr.  Robert  M.  Tracy,  Supervisor  of  Field  Opera- 
tions for  the  Automotive  Crash  Injury  Research  proj- 
ect of  the  Cornell  Univesity  Medical  College,  to 
discuss  the  Thruway  project  in  detail  and  the  role 
to  be  played  by  the  physicians  and  hospital  staffs  in 
the  area  adjacent  to  the  Thruwav. 

The  task  of  collating  and  analyzing  material  which 
will  be  accumulated  in  trying  to  arrive  at  “ground 
rules”  for  the  Commissioner  in  all  phases  of  physical 
disability  is  a formidable  one.  It  was  thought  wise 
to  use  as  a basis  the  decisions  of  the  workshop 
groups  held  at  the  New  York  Universitv-Bellevue 
Conference  on  Medical  Aspects  of  Motor  Vehicle 
Accident  Prevention  in  May,  1956.  (A  report  of  this 
conference  appeared  in  the  December  15,  1956,  issue 
of  the  New'  York  State  Journal  of  Medicine.) 
The  requirements  drawn  up  by  the  committee  could 
be  tested  for  validity  by  the  State  Health  Depart- 
ment’s Driver  Research  and  Testing  Center  in  Al- 
bany as  each  aspect  of  physical  or  mental  disability 
is  dealt  with  by  the  committee. 

The  committee  recognized  that  additional  per- 
sonnel will  be  needed  for  secretarial  and  research 
analytic  purposes,  and  on  November  8,  1956,  the 
Council  approved  the  recommendation,  “that  Drs. 
Wortis,  Brandaleone,  Anderton,  and  Curphev  ap- 
proach certain  foundations  to  solicit  SI 5,000  to 
cover  estimated  expenses  of  meetings  and  of  hiring 
personnel  to  collate  material  in  setting  up  the  criteria 
requested  bv  the  Commissioner  of  Motor  Vehicles  in 
determining  the  eligibility  of  applicants  for  operators’ 
licenses.” 

However,  on  November  30,  1956,  at  the  joint 
meeting  of  the  Council  Committee  on  Public  Health 
and  Education  with  the  State  Health  Department, 
Commissioner  Herman  E.  Hilleboe  expressed  the 
opinion  that  monies  for  this  particular  phase  of  the 
committee’s  work  might  well  be  included  in  the 
Health  Department’s  budget.  It  was  felt  that  it  is 
for  those  phases  of  the  problem  of  accident  preven- 
tion in  which  the  Medical  Society  can  do  a better 
job  than  the  Health  Department  that  the  commit- 
tee should  seek  financial  assistance  from  other 
sources.  It  w-as  suggested  that  a study  might  be 
made  of  the  type  of  emergency  care  given  to  victims 
of  motor  vehicle  accidents,  which  could  be  related 
to  the  Cornell-Thruway  project. 

Attempts  are  being  made  to  procure  a legal  opin- 
ion from  the  Attorney  General  and  our  own  Society 
legal  counsel  as  to  the  legal  status  of  the  physician 


who  reports  a person  applying  for  an  operator’s 
license  as  unfit  to  drive  for  physical  or  mental 
reasons  or  the  physician  who  states  on  accident 
reporting  forms  used  in  the  Thruway  project  that 
the  condition  of  the  person  driving  might  have  con- 
tributed to  the  accident  in  which  he  was  involved. 
Senate  Intro.  1021  (Metcalf),  just  introduced  into  the 
State  Legislature,  contains  provisions  which  would 
cover  the  latter  contingency. 

The  subcommittee  is  grateful  to  Dr.  Theodore 
Ciuphey,  chairman,  and  to  Miss  Susan  Baker,  staff 
secretary,  of  the  Committee  on  Public  Health  and 
Education  for  their  invaluable  help  with  the  work  of 
this  Subcommittee  on  Accident  Prevention. 


PART  III 

Public.  Health  Activities  B 

Rural  Medical  Service 

Members  of  the  Rural  Medical  Service  Committee 
are  as  follows: 


Leo  E.  Gibson,  M.D.,  Chairman Onondaga 

Thomas  M.  Watkins,  M.D Lewis 

Thurston  L.  Keese,  M.D Onondaga 

Granville  W.  Larimore,  M.D Albany 

Prof.  Bertram  Ellenbogen,  Adviser Ithaca 


The  activities  of  the  Rural  Medical  Service  Com- 
mittee have  been  devoted  to  the  organization  of  a 
survey  of  New'  York  State  in  regard  to  the  need  for 
more  and  better  rural  medicine.  This  work  has 
been  carried  out  in  consultation  with  Professor 
Bertram  Ellenbogen  of  the  College  of  Agriculture 
at  Cornell  University.  Professor  Ellenbogen  is 
professor  of  rural  sociology  at  Cornell  University. 

A project  statement  has  been  prepared  for  a 
study  and  survey  of  the  various  communities  which 
have  applied  to  the  Medical  Society  of  the  State  of 
New'  York  for  aid  in  securing  rural  physicians.  This 
project  statement  has  been  presented  to  the  Council 
and  has  been  approved.  The  cost  of  this  survey, 
supported  by  both  Cornell  University  and  the 
Medical  Society  of  the  State  of  New  York,  has  been 
approved  by  the  Board  of  Trustees. 

The  activation  of  the  proposed  survey  has  begun 
under  the  direction  of  Professor  Ellenbogen. 

Project  Statement  for  a Proposed  Study 

Title:  A Survey  of  Rural  Communities  in  New 
York  State  Seeking  a Resident.  Physician. 

Leaders:  Professor  Bertram  Ellenbogen,  Leader; 
Associates,  Dr.  Leo  E.  Gibson  and  Professor  Gordon 
Cummings. 

Sponsors:  The  Medical  Society  of  the  State  of 
New  York  and  the  Department  of  Rural  Sociology, 
New  York  State  College  of  Agriculture  at  Cornell 
University. 

Significance:  Between  1952  and  1956  approxi- 
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mately  60  rural  communities  have  been  certified  by 
the  State  Medical  Society  as  needing  a general 
practitioner.  Therefore,  the  maintenance  of  ade- 
quate medical  service  in  a number  of  rural  areas  of 
the  State  has  been  adversely  affected.  The  purpose 
of  this  study  is  to  provide  some  organizational  prin- 
ciples which  may  be  utilized  by  rural  communities 
in  resolving  future  needs  for  resident  doctors. 

Object:  This  survey  will  explore  the  organizational 
procedures  used  by  some  60  rural  communities  in 
attempting  to  obtain  a physician.  Since  commu- 
nity action  in  resolving  local  problems  is  presumed  to 
follow  a sequence  of  stages,  the  proposed  survey  will 
include  variables  from  the  subsequent  data  speci- 
fications: 

1.  The  structure  of  the  community — the  phys- 
ical characteristics,  demographic  composition,  and 
socioeconomic  patterns. 

2.  The  definition  of  a community  problem — 
groups  and  individuals  who  initiate  action  in  de- 
fining the  need  for  a doctor  as  a community  problem. 

3.  The  sponsorship  of  community  action — groups 
and  individuals  who  accept  the  responsibility  for  at- 
tempting to  resolve  the  problem  after  it  has  been 
defined  and  accepted  by  the  community. 

4.  Community  organizational  methods  and  tech- 
nics 

(a)  Strategy  and  tactics  applied  within  the  com- 
munity to  obtain  consensus  and  maintain  interest 
in  the  problem. 

( b ) Strategy  and  tactics  utilized  to  obtain  the 
assistance  of  agencies  and  organizations  outside  the 
community. 

(c)  Strategy  and  tactics  used  to  contact  and  at- 
tract prospective  physcians. 

5.  Community  expectations  of  a resident  doctor 

(a)  The  sociopersonal  characteristics  desired  in  a 
physician. 

( b ) The  type  of  service  expected  from  a doctor. 

Additional  exploration  will  be  undertaken  in  those 

communities  which  have  succeeded  in  securing  a 
resident  doctor.  Among  these  communities  varia- 
bles will  be  selected  from  the  following  data  speci- 
fications: 

6.  Qualifications  of  the  resident  physician 

(а)  Sociopersonal  characteristics  possessed  by  the 
doctor. 

(б)  The  type  of  service  rendered  by  the  doctor. 

(c)  Social  participation  of  the  doctor  and  his 
family  in  community  affairs. 

7.  The  physician’s  evaluation  of  the  community 

(а)  His  acceptance  by  the  community. 

(б)  His  acceptance  by  members  of  the  medical 
profession  and  the  hospitals  in  the  community  and 
adjacent  localities. 

(c)  The  economic  rewards  provided  by  his  prac- 
tice. 

(d)  The  suitability  of  the  community  setting  for 
his  family. 

Procedure:  Data  for  the  survey  will  be  obtained 
from  all  communities  which  during  the  past  five 
years  (1952 — 1956)  have  been  certified  by  the  State 
Medical  Society  as  in  need  of  a general  practitioner. 

Questionnaires  will  be  mailed  to  individuals  in 
each  communitv  who  have  taken  an  active  role  in 


assisting  the  locality  to  obtain  a doctor. 

(a)  First,  questionnaires  will  be  mailed  to  indi- 
viduals from  each  community  already  listed  with  the 
State  Medical  Society  as  “contacts"  for  prospective 
doctors. 

(5)  Second,  questionnaires  will  be  mailed  to  other 
key  informants  in  each  community  to  be  designated 
from  the  questionnaires  answered  by  the  “contacts.” 

Where  communities  in  the  universe  have  obtained 
a resident  doctor,  the  physician  will  be  mailed  a 
questionnaire. 

In  instances  where  mailed  questionnaires  are  un- 
answered, a follow-up  will  be  conducted  by  a per- 
sonal visit.  This  step  will  increase  the  proportion  of 
responses. 

Based  on  the  data  obtained  from  informants  in 
each  community,  from  three  to  six  “empiric”  com- 
munity" types”  will  be  constructed.  An  abbre- 
viated case  study  will  be  made  in  one  community  of 
each  “type”  in  order  to  explore  more  intensively  the 
data  specifications  previously  indicated. 

The  analysis  will  utilize  descriptive  statistics  and 
case  studies. 

Duration  of  the  Study:  The  study  will  be  conducted 
over  a period  of  twelve  months  from  the  time  re- 
quired funds  are  appropriated.  At  the  end  of  this 
period  a manuscript  on  the  findings  will  be  com- 
pleted in  final  draft. 

Publication:  Results  of  the  investigation  shall  be 
made  available  for  publication  by  the  College  of 
Agriculture  after  consultation  with  the  State  Med- 
ical Society. 

One  June  29,  1956,  a representative  of  the  Rural 
Medical  Service  Committee  attended  a conference 
of  the  New  York  State  Joint  Legislative  Committee 
on  health  insurance  plans  which  was  held  in  Ithaca 
under  the  direction  of  Senator  George  B.  Metcalf. 
Most  of  the  discussion  at  this  conference  concerned 
the  advantages  and  disadvantages  of  Blue  Cross  and 
Blue  Shield  services  as  applied  to  the  rural  popula- 
tion. 

On  October  5,  1956,  your  chairman  attended 
another  meeting  of  Senator  Metcalf’s  committee, 
held  at  the  College  of  Physicians  and  Surgeons  in 
New  York  City.  Discussion  was  confined  to  the 
distribution  of  medical  care  to  three  groups:  farm 
groups,  unemployed  groups,  and  old  age  groups. 
Senator  Metcalf  was  interested  especially  in  estab- 
lishing a program  of  education  for  these  rural  groups 
and  a method  of  paying  for  the  cost  of  the  program. 
Representatives  of  commercial  insurance  companies, 
the  Blue  Shield,  and  Blue  Cross  discussed  the  prob- 
lem. Professor  Ellenbogen  represented  the  De- 
partment of  Rural  Sociology  at  Cornell  University. 
The  result  of  the  conference  was  that  more  definite 
and  specific  information  would  be  obtained  by  Mr. 
Farrell  from  all  Blue  Cross  and  Blue  Shield  Plans 
regarding  their  approach  to  the  rural  areas. 

In  October,  1956,  the  American  Medical  Associa- 
tion Council  on  Rural  Medical  Service  carried  out  a 
study  conference  at  Purdue  University,  Lafayette, 
Indiana.  Dr.  Thurston  Keese  represented  the 
Rural  Medical  Service  Committee  at  this  meeting. 
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Present,  at  this  conference  were  the  chairmen  of  the 
state  rural  health  committees  of  32  states  and  several 
executive  secretaries.  The  purpose  of  the  confer- 
ence was  set  forth  by  F.  S.  Crockett,  M.D.,  vice- 
president  of  the  Americal  Medical  Association  and 
chairman  of  the  Council  on  Rural  Health.  He 
stated  that  the  farm  organizations  across  the  coun- 
try have  asked  whether  doctors  are  w illing,  able,  and 
available  to  provide  adequate  rural  medical  care. 
Dr.  Crockett  stated  that  without  question  the 
doctors  are  able  to  give  such  medical  care  and  that 
the  purpose  of  the  conference  was  to  answer  the 
other  two  portions  of  this  question,  i.e.,  are  they 
willing  and  available? 

The  moderator  for  the  following  discussion  was 
Mr.  Aubrey  Gates,  executive  director  of  the  Council 
on  Rural  Health  of  the  American  Medical  Associa- 
tion. Mr.  Gates  indicated  the  following  suggestions 
to  guide  the  activities  of  state  rural  health  com- 
mittees : 

1 . Get  acquainted  with  the  leaders  or  officers 
of  at  least  five  of  the  major  farm  or  rural  groups  in 
the  state. 

2.  Have  a meeting  or  meetings  of  this  group  in 
order  to  explore  the  health  and  medical  care  needs 
of  the  state  as  they  and  their  groups  see  them. 

3.  Invite  each  organization  to  designate  a rep- 
| resentative  to  become  a member  of  an  advisory 

committee  to  your  rural  health  committee. 

4.  After  sufficient  meetings  or  deliberations  ex- 
plore the  possibility  of  a state  rural  health  conference 
to  which  rural  leaders  will  be  invited.  (This  meeting 
should  be  sponsored  by  the  rural  health  committee 
of  the  state  medical  association.) 

5.  Persuade  each  county  or  area  medical  society 
to  appoint  a rural  health  committee  for  the  county 
or  a liaison  physician  for  the  county  rural  groups. 

6.  Try  to  get  each  county  medical  society  to  be 
host  once  a year  to  the  agricultural  organizations  in 
the  counties. 

7.  Help  each  community  or  county  to  appraise 
its  health  and  medical  care  needs. 

8.  Sponsor  the  4-H  health  activity  in  the  state  by 
offering  to  the  4-H  leaders  or  extension  director  to 
defray  the  expense  of  one  of  the  two  top  winners  in 
the  4-H  health  program. 

9.  Encourage  the  county  medical  societies,  par- 
ticularly where  they  have  appointed  county  rural 
health  committees  or  liaison  physicians,  to  sponsor 
local  4-H  health  activities.  Awards  to  individual 
winners  may  be  a subscription  to  Today's  Health. 

10.  Get  acquainted  with  the  radio  and  TV  farm 
directors  over  the  state,  and  arrange  to  provide 
speakers  on  medical  subjects  for  their  programs. 

On  November  9,  1950,  the  Committee  on  Rural 
Medical  Service  held  a joint  meeting  with  the  Sub- 
committee on  General  Practice  of  the  Council  Com- 
mittee on  Public  Health  and  Education.  This 
meeting  was  initiated  as  a result  of  a referral  from 
the  House  of  Delegates  via  the  Council  at  its  June 
7,  1950,  meeting.  This  was  as  follows:  “It  is 

recommended  that  hospitals  serving  rural  areas  be 
urged  to  integrate  the  general  practitioners  of  these 
areas  into  their  staffs.  In  this  way  they  will  improve 


the  practice  of  medicine  in  rural  areas  and  help  solve 
the  problem  of  medical  care  in  rural  areas.” 

It  was  thought  that  the  General  Practice  Sub- 
committee of  Dr.  Theodore  J.  Curphey’s  Public 
Health  and  Education  Committee  might  be  helpful. 
Dr.  Floyd  C.  Bratt,  Rochester,  is  chairman  of  that 
committee.  Present  at  this  meeting  were  the  fol- 
lowing: Drs.  L.  E.  Gibson,  T.  L.  Keese,  F.  C.  Bratt, 
G.  A.  Galvin,  R.  S.  McKeeby,  and  C.  I).  Post  and 
Professor  B.  Ellenbogen;  also  Drs.  James  Greenough 
and  W.  P.  Anderton,  ex  officio. 

It  was  developed  that  hospital  privileges  for  gen- 
eral practitioners  vary  in  many  localities,  the  worst 
conditions  being  chiefly  within  the  university  areas. 
Thus,  the  committee  decided  to  consult  the  deans  of 
medical  schools  in  these  universities  in  order  to  work 
out  an  objective.  This  was  recommended  to  the 
Council  and  approved. 


General  Practice 

The  Subcommittee  on  General  Practice  has  the 


following  membership: 

Floyd  C.  Bratt,  M.D.,  Chairman Monroe 

Seymour  Fiske,  M.D New  York 

Gregory  A.  Galvin,  M.D Tompkins 

Garra  L.  Lester,  M.D Chautauqua 

Raymond  S.  McKeeby,  M.D Broome 

Sydney  McLouth,  M.D. Genesee 

C.  J.  F.  Parsons,  M.D Westchester 


The  Subcommittee  on  General  Practice  has  par- 
ticipated in  the  following  programs  for  the  improve- 
ment of  medical  practice  in  New  York  State: 

1 . Cooperation  with  other  subcommittees  of  the 
Council  Committee  on  Public  Health  and  Education. 
As  the  result  of  an  action  of  the  House  of  Delegates 
in  May,  1955,  when  they  suggested  that  “the  work 
of  the  Subcommittee  on  Geriatrics  should  be  coor- 
dinated with  the  work  of  the  Subcommittees  on 
General  Practice,  Mental  Hygiene,  Heart  Disease, 
Physical  Medicine  and  Rehabilitation,  and  such 
Council  Committees  as  Economics  and  Medical 
Care  Insurance,”  the  Subcommittee  on  General 
Practice  was  represented  by  Dr.  Seymour  Fiske  at  a 
meeting  of  the  chairmen  of  certain  of  these  sub- 
committees on  April  3,  1956.  Full  support  was 
given  to  the  project  of  education  in  “The  Diagnosis 
and  Management  of  Hemiplegia  in  the  Elderly”  by 
the  Subcommittee  on  Geriatrics  in  cooperation  with 
the  State  Department  of  Health. 

It  is  recommended  by  the  Subcommittee  on 
General  Practice  that  this  subcommittee  can  best 
cooperate  with  the  above-mentioned  Council  com- 
mittees and  subcommittees  by  the  appointment  of  a 
representative  number  of  general  practitioners  to 
these  functioning  units. 

2.  Joint  meeting  of  the  Subcommittee  on  Gen- 
eral Practice  with  the  Committee  on  Rural  Medical 
Service  on  November  7,  1956.  This  meeting  was 
called  at  the  request  of  Dr.  Leo  E.  Gibson  to  con- 
sider the  recommendation  referred  to  the  Rural 
Medical  Service  Committee  by  the  Council  on 
June  7,  1956. 
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It  concerned  the  report  of  the  House  of  Delegates 
Reference  Committee  on  the  Report  of  the  Council, 
Part  III — -Public  Health  Activities  C:  Rural  Med- 
ical Service.  This  paragraph  stated:  “It  is  recom- 
mended that  hospitals  serving  rural  areas  be  urged  to 
integrate  general  practitioners  of  these  areas  into 
their  staffs.  In  this  way  they  will  improve  the 
practice  of  medicine  in  rural  areas  and  help  solve  the 
problem  of  medical  care  in  rural  areas.” 

It  was  brought  out  by  the  chairman  and  members 
of  the  subcommittee  that  we  are  concerned  with 
methods  by  which  we  can  improve  the  integration  of 
general  practitioners  into  the  hospital  staffs  of  their 
community.  We  have  never  been  aware  that  there 
has  been  a problem  in  integrating  general  practi- 
tioners into  hospital  staffs  in  rural  areas,  except  in 
matters  of  location  where  physician’s  office  and  the 
hospital  are  too  far  separated  for  participation  in 
hospital  activities  and  in  an  occasional  hospital 
lying  chiefly  in  a university  area. 

The  necessity  for  adequate  training  was  empha- 
sized. Future  general  practitioners  are  now  en- 
couraged to  complete  a two-year  residency  in  gen- 
eral practice,  and  if  the  young  physician  is  planning 
to  practice  in  a rural  area,  it  is  recommended  that 
the  second  year  of  his  residency  be  in  surgery. 
This  is  based  on  the  fact  that  a physician  in  a small 
town  or  rural  area  must  be  qualified  to  take  care  of 
all  types  of  emergencies,  including  surgery. 

On  completion  of  a two-year  residency,  which  in- 
cludes surgical  training,  a physician  is  qualified  and 
should  be  granted  privileges  to  perform  preoperative 
and  postoperative  care,  minor  surgery,  and  emer- 
gency care  and  procedures.  Elective  operative  pro- 
cedures will  be  done  under  supervision  of  a member 
of  the  surgical  staff  until  defined  privileges  are  ap- 
proved by  the  staff.  A physician’s  hospital  priv- 
ileges should  be  determined  by  his  training,  ability, 
and  experience. 

It  was  suggested  that  deans  of  medical  schools  in 
New  York  State  should  be  interviewed  as  to  their 
opinion  on  further  education  of  general  practitioners, 
including  the  instruction  and  training  of  medical 
students  for  general  practice,  as  well  as  postgraduate 
education  programs  sponsored  bv  medical  schools. 
Subject  to  Council  approval  the  Subcommittee  on 
General  Practice  will  cooperate  with  the  Council 
Committee  on  Public  Health  and  Education  in  a 
meeting  with  the  medical  school  deans  as  the  sequel 
to  a previous  meeting  several  years  ago. 

3.  Hospital  relations  of  the  general  physician  is  a 
continuingly  important  subject  of  deliberation. 
The  establishment  of  general  practice  departments 
and  general  practice  residencies  wherever  advisable 
for  the  protection  of  generalists  and  their  proper 
integration  into  the  staff  of  the  hospital  is  consid- 
ered a matter  of  prime  importance. 

4.  Continued  use  of  the  Health  Examination 
Form.  This  form,  as  developed  by  the  Subcom- 
mittees on  General  Practice  and  on  Cancer,  is  rec- 
ommended for  use  by  general  physicians.  A sup- 
ply may  be  obtained  through  one’s  county  medical 
society  or,  if  they  have  not  stocked  them,  by  writing 
to  the  Mid-Town  Offset  Company,  15  East  16th 


Street,  New  York  3,  New  York,  attention  of  Mr. 
Brauner.  The  price  is  $8.50  per  thousand,  plus 
postage. 

5.  Continuing  medical  education  for  physicians, 
as  portrayed  so  well  in  the  November,  1956,  issue  of 
Health  News  (New  York  State  Department  of 
Health),  receives  full  support  of  this  subcommittee. 
Special  attention  is  called  to  the  media  of  education 
available  through  the  Council  Committee  on  Public 
Health  and  Education. 


PART  IV 

Public  Health  Activities  C 
Cancer 

The  Subcommittee  on  Cancer  has  the  following 
composition: 


Irwin  Siris,  M.D,  Chairman New  York 

George  E.  Moore,  M.D.,  Cochairman Erie 

Charles  S.  Cameron,  M.D.* New  York 

John  S.  Fitzgerald,  M.D Oneida 

Paul  R.  Gerhardt,  M.D Albany 

Reid  R.  Heffner,  M.D Westchester 

LeRoy  S.  House,  M.D Otsego 

Jacques  Lasner,  M.D Ontario 

John  G.  Masterson,  M.D Kings 

Samuel  Sanes,  M.D Erie 

Theodore  Rosenthal,  M.D New  York 


There  has  been  one  meeting  of  the  subcommittee, 
which  will  be  reported  to  the  House  of  Delegates  at 
its  meeting  in  May. 

Heart  Disease 

The  Subcommittee  on  Heart  Disease  has  the 
following  membership: 


Rene  Wegria,  M.I).,  Chairman New'  York 

Norman  Plummer,  M.D.,  Cochairman 

New  York 

John  J.  Finigan,  M.D Monroe 

J.  G.  Fred  Hiss,  M.D Onondaga 

H.  A.  Ranges,  M.D Westchester 

David  G.  Greene,  M.D Erie 

Lee  S.  Preston,  M.D Oneida 


There  have  been  no  meetings  of  this  subcommit- 
tee. 

A statement  was  circulated  among  the  members 
which  had  been  prepared  by  the  New  York  Heart 
Assembly  as  a basis  for  approval  by  the  State  Health 
Department  of  requests  from  county  health  depart- 
ments for  financial  assistance  in  carrying  out  peni- 
cillin programs  for  the  prevention  of  rheumatic 
fever.  At  present  most  of  the  counties  in  upstate 
New  York  are  providing  the  drug  through  the  local 
heart  chapter.  It  is  hoped  that  the  new  statement 


* Resigned,  having  been  appointed  dean  of  the  Hahne- 
mann Medical  College  of  Philadelphia. 
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will  lead  to  the  gradual  transferral  of  the  financial 
cost  to  the  Health  Department  and  that  some  of 
the  administrative  function  may  still  he  carried  out 
by  local  heart  chapters  and  their  rheumatic  fever 
committees.  The  statement  has  been  approved  by 
the  Subcommittee  on  Heart  Disease  and  is  being 
referred  to  the  Council  at  its  February  meeting. 

Menial  Hygiene 

The  membership  of  the  Subcommittee  on  Mental 
Hygiene  consists  of  the  following: 

Curtis  T.  Prout,  M.D.,  Chairman 

Westchester 

William  A.  Horwitz,  M.D.,  Vice-Chairman 

Newr  York 

George  R.  Lavine,  M.D Monroe 

Edward  F.  Shea,  M.D Ulster 

Harry  A.  Steckel,  M.D Onondaga 

There  has  been  no  meeting  of  the  subcommittee 
since  the  last  annual  report. 

Dr.  Horwitz  attended  the  Conference  on  Mental 
i Health  sponsored  by  the  American  Medical  Associa- 
tion on  November  16  and  17,  1956,  in  Chicago. 
There  were  four  main  topics  for  group  discussion: 
(1)  use  of  hypnosis  in  medical  practice,  (2)  the 
alcoholic  patient  as  a medical  and  hospital  manage- 
I ment  problem,  (3)  the  benefits  and  problems  encoun- 
tered by  the  general  practitioner  with  the  use  of  the 
newer  tranquilizing  drugs,  and  (4)  the  inpatient 
psychiatric  care  of  children.  Dr.  Horwitz  reported 
| that  his  group  (Group  1)  made  the  following  recom- 
mendations: 

(a)  Hypnosis  has  a recognized  place  in  the  medical 
armamentarium  which  is  useful  in  treating  certain 
conditions. 

( b ) The  teaching  of  hypnosis  has  been  insuffi- 
ciently emphasized  in  both  undergraduate  and  post- 
graduate medical  training  in  the  recent  past. 

(c)  In  the  medical  profession  psychiatrists  are 
those  who  by  training  are  best  equipped  to  evaluate 
properly  the  use  of  hypnosis  in  any  given  situation. 

(d)  Under  certain  conditions  other  specialists, 
such  as  dentists,  anesthesiologists,  and  obstetricians, 
may  use  hypnosis  for  therapeutic  or  pain-relieving 
uses. 

(e)  All  those  who  use  hypnosis  must  remain  con- 
! stantly  aware  of  what  they  are  doing  and  of  the 

possible  dangers  involved. 

(/)  Certain  aspects  concerning  hypnosis  still 
remain  unknown  and  controversial.  High  level 
research  in  the  field  should  be  encouraged. 

Group  4,  discussing  the  inpatient  pyschiatric  care 
of  children,  recognized  the  tremendous  cost  and 
limited  trained  personnel  but  also  felt  that  the 
needs  of  children  with  mental  and  emotional  prob- 
lems were  not  being  adequately  provided  for  in  the 
United  States. 

Group  2,  on  the  alcoholic  patient,  believed  the 
management  problems  of  this  type  of  patient  were 
much  less  on  general  wards  than  in  a segregated 
environment  and  recommended  that  they  be  accepted 
in  the  general  hospitals. 

April  I,  1957 


Group  3 concluded  that  because  of  the  availability 
of  tranquilizing  drugs,  the  general  practitioner  was 
encouraged  to  treat  patients  with  mild  emotional 
disorders  either  at  home  or  in  the  general  hospital. 
The  use  of  this  type  of  medication  appears  to  be 
effecting  a closer  relationship  between  psychiatry 
and  general  medicine. 

Dr.  Lavine  reported  on  his  attendance  at  the 
Annual  Mental  Health  Forum  of  New'  York  in 
Rochester,  October  22  and  23,  1956,  where  the 
mental  health  of  college  students  was  the  theme  of 
discussion.  It  was  pointed  out  that  the  student 
can  be  prepared  best  for  the  future  shaping  of  public 
opinion  and  world  policy  by  maintaining  their  stand- 
ards and  expectations  high  and  bv  accustoming 
them  to  diversity  of  opinion.  Most  essential  is  a 
better  understanding  of  religion  on  the  same  level 
as  their  understanding  of  science.  It  was  recom- 
mended that  student  health  departments  provide 
for  a mental  hygiene  division  and  that  its  staff  be 
comprised  of  men  of  high  professional  skill  inter- 
ested in  and  understanding  the  problems  of  young 
people  at  college.  It  was  emphasized,  however, 
that  the  college  cannot  remove  neurotic  patterns 
from  a student  by  simple  environmental  manipula- 
tion. Nevertheless,  “it  can  avoid  reinforcing  neu- 
rotic patterns  and  work  toward  a constructive  freeing 
of  the  individual’s  potential  so  that  he  can  proceed 
with  a minimum  of  self-deception  and  self-defeat.” 

The  chairman  of  the  subcommittee  circulated  a 
questionnaire  for  the  American  Medical  Associa- 
tion’s Council  on  Mental  Health  relative  to  the  use 
by  general  practitioners  of  the  tranquilizing  drugs. 
As  president  of  the  New  York  District  Branch  of  the 
American  Psychiatric  Association,  he  has  been 
making  efforts  to  establish  district  branches  to  cover 
the  areas  of  New  York  State.  Preliminary  discus- 
sions have  been  held  as  to  the  possibility  of  having 
district  branch  representatives  meet  in  the  future  at 
the  time  and  place  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York  in  order 
that  closer  relations  may  be  established  between  the 
State  Society  and  the  psychiatrists. 


Medical  Film  Review 

The  Subcommittee  on  Medical  Film  Review  has 
the  following  membership: 

Kenneth  B.  Olson,  M.D.,  Chairman 


Albany 

John  L.  Norris,  M.D Monroe 

James  J.  Quinlivan,  M.D Albany 


The  Subcommittee  on  Medical  Film  Review'  met 
at  the  New  York  State  Department  of  Health  offices 
in  Albany  on  January  29,  1957.  Drs.  Norris, 
Quinlivan,  and  Olson  were  present.  Mr.  Crist  of 
the  Department  of  Health  Film  Library  was  also 
present.  The  library  now  has  available  for  loan  14)1 
films  for  distribution  to  physicians  and  122  films  for 
nurses.  Some  of  these  are  in  both  libraries.  The 
following  is  a r6sum6  of  the  films  requested  and 
loaned  during  1956: 
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Category 

Requests 

Films 

Private  physicians 

130 

204 

Medical  ataffs  of  hospitals 

373 

606 

Medical  schools 

66 

98 

Pharmacy  schools 

Nursing  schools  and  postgraduate 

11 

13 

nursing  courses 

2 . 854 

4,815 

Public  health  staffs 

857 

1,241 

Voluntary  health  agencies 

369 

538 

Colleges — biology  and  sciences 

1 ,007 

1,462 

Total 

5 , 673 

8,971 

Many  requests  are  received  for  several  films  at  the 
same  time. 

During  1956  ten  new  films  were  added  to  the  Med- 
ical Library  and  eight  films  added  to  the  Nursing 
Library.  An  estimated  36  films  were  reviewed, 
and  over  half  were  not  recommended  for  purchase. 
Some  of  the  films  were  not  available  for  purchase 
but  can  be  obtained  from  their  owner  on  loan. 
Other  films  are  considered  to  have  too  much  com- 
mercial or  advertising  matter  for  inclusion,  and  still 
others  are  rejected  because  of  technical  faults  or 
because  they  are  felt  to  be  too  superficial  for  pro- 
fessional audiences. 

A new  catalog  has  recently  been  released  and  is 
available  on  request  from  the  New  York  State 
Health  Department  Film  Library,  84  Holland  Ave- 
nue, Albany,  New  York.  This  catalog  will  be  sent 
to  all  medical  society  secretaries,  medical  and 
nursing  schools,  and  others  in  New  York  State  in 
the  near  future.  It  was  noted  with  encouragement 
that  there  had  been  an  increasing  use  of  medical 
films  by  professional  audiences.  Also  films  have 
been  markedly  improved  in  recent  years,  both  in 
quality  and  content  . 

The  chairman  of  the  subcommittee  attended  the 
Golden  Reel  Film  Festival  in  Chicago  in  April, 
1956,  and  sat  as  a juror  on  the  medical  films  pro- 
jected. This  was  an  opportunity  to  speak  directly 
to  the  producers  of  films  and  to  receive  their  sugges- 
tions. They  readily  accepted  medical  criticism, 
and  it  is  hoped  that  from  these  mutual  agreements 
future  films  will  be  further  improved. 

It  was  suggested  that  the  chairman  write  regular 
film  reviews  to  be  incorporated  in  the  New  York 
State  Journal  of  Medicine  and  also  that  mimeo- 
graphed reviews  of  recent  acquisitions  be  sent  to 
the  principal  users  of  films  so  that  better  circulation 
of  new  films  can  be  obtained.  At  present  new  films 
purchased  are  reviewed  in  both  the  Health  Depart- 
ment newsletter  and  bulletin. 

It  was  further  suggested  that  the  Film  Review 
Subcommittee  be  enlarged  to  include  at  least  two 
new  members  for  a total  of  five  and  that  at  least 
one  of  the  new  members  should  come  from  the 
New  York  City  area,  preferably  someone  interested 
in  using  medical  films. 

Recognition  of  the  pleasant  association  between 
the  New  York  State  Department  of  Health  Film 
Library  personnel  and  the  Medical  Society  of  the 
State  of  New  York  was  noted. 

Finally  it  was  determined  that  the  subcommittee 


continue  its  efforts  to  encourage  the  use  of  medical 
films  at  medical  society  meetings,  hospital  staff 
meet  ings,  for  instruction  of  the  house  staff  and  nurses, 
and  in  colleges  and  universities.  Film  should  be 
used  as  an  audiovisual  aid.  It  adds  greatly  to  the 
effectiveness  of  the  speaker  and  the  film  if  a physician 
comments  upon  and  augments  the  film  presentation. 
Films  can  bring  motion  to  a subject  and  permit  the 
demonstration  of  methods  or  apparatus  which  is 
otherwise  difficult  to  present. 

PART  V 

Public  Health  Activities  D 

Physical  Medicine  and  Rehabilitation 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  has  the  following  membership: 


Arthur  S.  Abramson,  M.D.,  Chairman Bronx 

Alvin  R.  Carpenter,  M.D Broome 

Donald  A.  Covalt,  M.D New  York 

John  A.  Holmes,  M.D Chemung 

Alfred  L.  Lane,  M.D Monroe 

Leonard  D.  Policoff,  M.D Albany 

George  M.  Rails,  M.D Onondaga 

William  B.  Snow,  M.D New  York 

Jerome  S.  Tobis,  M.D New  York 

Cerebral  Palsy  Subcommittee 

George  G.  Deaver,  M.D New  York 

Austin  J.  Canning,  M.D. . Rockland 

R.  Plato  Schwartz,  M.D Monroe 

Henry  L.  Bibby,  M.D Ulster 


One  meeting  of  the  subcommittee  has  been  held 
this  year,  on  October  17,  1956. 

1.  The  subcommittee  had  been  assigned  by  Dr. 
W.  P.  Anderton,  secretary  of  the  State  Society,  the 
task  of  choosing  a nominee  for  the  Physician’s 
Award,  which  is  made  annually  by  the  President’s 
Committee  on  Employment  of  the  Physically 
Handicapped.  At  this  meeting  it  nominated  Dr. 
Jerome  Tobis  from  among  three  candidates.  His 
name  was  subsequently  approved  by  the  Council 
and  transmitted  to  the  Governor’s  Committee  on 
Employ  the  Physically  Handicapped  as  the  choice 
of  the  Society. 

2.  The  chairman  reviewed  the  points  made  by 

representatives  of  the  American  Association  of 
Occupational  Therapists  and  the  American  Associa- 
tion of  Physical  Therapists  at  a joint  meeting  in 
February,  1956:  (a)  need  for  interesting  students 

in  high  school,  ( b ) better  use  of  woman’s  auxiliaries 
to  publicize  the  health  services  careers  through  their 
relationships  with  other  community  agencies,  (c) 
better  orientation  for  practicing  physicians  regard- 
ing the  use  and  purpose  of  these  ancillary  personnel, 
and  (d)  poor  remuneration  and  no  allowance  for 
expanding  salary  scales. 

The  proposal  that  the  State  Society  and  the 
New  York  State  Education  Department  meet  to 
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help  solve  the  problem  of  personnel  shortage  has  not 
yet  been  implemented.  It  was  also  suggested  that 
further  assistance  might  be  obtained  from  the  New 
York  State  Citizens’  Health  Council  through  its 
“Health  Careers”  project. 

3.  The  limitation  of  teaching  facilities  in  medical 
schools  continues  to  contribute  to  the  shortage  of 
personnel.  The  schools  are  hindered  by  the  lack  of 
physical  facilities,  staff,  and  resources.  The  Univer- 
sity of  Buffalo,  Columbia  University,  and  New 
York  University  have  limited  programs.  The 
New  York  Medical  College  still  cannot  set  up  a two- 
year  course  in  physical  therapy  because  of  the  inter- 
pretation of  the  Education  Law  relating  to  the 
scholastic  qualifications  of  applicants. 

4.  The  chairman  reported  on  the  program  on 
“Diagnosis  and  Management  of  Hemiplegia  in  the 
Elderly”  jointly  sponsored  by  the  State  Society  and 
the  New  York  State  Department  of  Health.  As 
part  of  the  publicity  for  this  project  a reprint  of 
“Hemiplegia  and  Rehabilitation”  by  Dr.  Howard 
Rusk  was  mailed  to  each  physician  in  the  State. 
The  chairman  has  been  appointed,  with  Drs.  Frederic 
Zeman  and  Frank  Reynolds  of  the  Subcommittee 
on  Geriatrics,  to  prepare  a long-range,  expanded  pro- 
gram on  comprehensive  medical  care  of  the  patient. 

5.  A letter  was  read  from  a group  of  Erie  County 
physicians  expressing  dissatisfaction  relative  to 
workmen’s  compensation  fees.  A small  committee 
has  been  appointed  to  meet  with  the  chairman  of  the 
Committee  on  Workmen’s  Compensation  to  discuss 
inequities  in  the  physiatrists’  fee  schedule.  A new 
schedule  has  been  worked  out  by  the  subcommittee 
and  the  economics  committee  of  the  New  York 
Society  of  Physical  Medicine  and  Rehabilitation  and 
has  been  submitted  to  Dr.  Kaliski  as  the  official 
recommendation  of  the  specialty  in  the  State. 

Geriatrics 

The  membership  of  the  Subcommittee  on  Geri- 
atrics is  as  follows: 

Frederic  D.  Zeman,  M.D.,  Chairman . .New  York 


Ben  Albert  Borkow,  M.D Kings 

C.  Ward  Crampton,  M.D New  York 

Elton  R.  Dickson,  M.D Broome 

Stephen  A.  Graczvk,  M.D Erie 

Frank  W.  Reynolds,  M.D Albany 

Charles  Steyaart,  M.D Wayne 

Joseph  J.  Witt,  M.D Oneida 


There  has  been  one  meeting  of  the  subcommittee, 
on  December  11,  1956. 

1.  President  Greenough  and  the  chairman  of  the 
subcommittee  reported  their  attendance  at  the 
Governor’s  Conference  on  Financing  Health  Care 
for  the  Aged  in  Albany  on  December  6 and  7, 
1956,  where  three  work  groups  arrived  at  substan- 
tially the  same  conclusions:  that  some  means  must 

be  devised  whereby  older  people  can  carry  insurance 
rated  backwards  so  that  in  their  productive  years 
they  can  provide  for  their  later  life;  tax  funds  of 
some  nature  should  be  applied  to  the  gap  that 
exists  at  present. 


2.  Dr.  Greenough  emphasized  the  need  for  the 
medical  profession  to  cooperate  closely  with  legisla- 
tors seeking  advice  on  health  matters,  with  par- 
ticular reference  to  State  Senator  George  Metcalf, 
chairman  of  the  Senate  Committee  on  Public  Health. 
As  the  result  of  a recommendation  by  the  subcom- 
mittee to  the  Council  at  its  January  10,  1957,  meet- 
ing, a letter  was  written  by  Dr.  Curphey  to  the 
senator  thanking  him  for  his  interest  in  procuring 
the  views  of  the  Medical  Society  and  offering  the 
continued  services  of  the  Society. 

3.  On  another  recommendation  by  the  subcom- 

mittee the  Council  also  approved  of  the  suggestion 
from  the  office  of  Senator  Thomas  Desmond  that  an 
ad  hoc  committee  be  appointed  to  investigate  the 
possible  merit  of  transferring  the  certification  of 
nursing  homes  from  the  State  Department  of  Social 
Welfare  to  the  State  Department  of  Health.  The 
Society’s  appointees  to  the  committee  have  been 
named  as  follows:  Frederic  D.  Zeman,  M.D., 

New  York;  James  A.  Lynch,  M.D. , Bronx;  William 
G.  Childi  'ess,  M.D.,  Y\  estchester.  These  names 
have  been  submitted  to  Mr.  Albert  J.  Abrams,  direc- 
tor of  the  New  York  State  Joint  Legislative  Com- 
mittee on  Problems  of  the  Aging. 

In  this  connection  it  was  also  agreed  that  Drs. 
Dickson,  Gracz3-k,  and  Reynolds  should  confer 
with  representatives  of  the  New  York  State  Associa- 
tion of  Nursing  Homes  concerning  problems  they 
had  cited  relative  to  the  proper  medical  supervision 
of  their  patients.  A meeting  was  held  in  Syracuse 
on  January  23,  1957,  which  proved  useful  in  the 
judgment  of  those  who  attended.  It  is  to  be  hoped 
that  having  now  established  liaison,  the  two  groups 
will  be  able  to  work  together  to  their  mutual  advan- 
tage. 

4.  The  joint  program  of  the  State  Society  and 
the  New  York  State  Department  of  Health  on  “The 
Diagnosis  and  Management  of  Hemiplegia  in  the 
Elderly  Patient”  has  begun  to  take  form.  During 
October,  1956,  an  explanatory  letter  was  sent  to  the 
presidents  and  secretaries  of  all  county  medical 
societies  urging  participation  in  the  project,  and  a 
reprint  of  an  article  by  Dr.  Howard  Rusk  on  “Hemi- 
plegia and  Rehabilitation”  was  mailed  to  each  doctor 
of  medicine  in  the  State.  The  Health  Department 
has  been  training  public  health  nurses  in  the  subject  ; 
several  requests  for  assistance  in  setting  up  pro- 
grams for  county  societies  have  been  received. 

The  subcommittee  is  becoming  more  and  more 
active  as  the  intensity  of  the  problem  of  caring  for 
the  aging  population  grows  with  the  increase  in  the 
numbers  of  the  aging.  The  cooperation  of  the  vari- 
ous interested  agencies  throughout  the  State  is  re- 
garded as  auspicious,  particularly  as  regards  the 
State  Department  of  Health. 

Diabetes 

The  Subcommittee  on  Diabetes  has  the  following 
membership: 


Edwin  \\  . Gates,  M.D.,  Chairmati . . Niagara 
Charles  B.  F.  Gibbs,  M.D. . Monroe 

Maynard  E.  Holmes,  M.D Onondaga 


April  1,  1957 
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Leonard  J.  Schiff,  M.D Clinton 

Frederick  W.  Williams,  M.D Bronx 


The  first  meeting  of  the  subcommittee  was  held 
on  September  19,  1956.  Mr.  J.  Richard  Connelly, 
executive  director  of  the  American  Diabetes  Asso- 
ciation, was  present. 

It  was  decided  at  this  meeting  that  the  chairman 
of  the  subcommittee  should  write  to  the  chairmen 
of  all  the  committees  on  diabetes  of  the  county 
medical  societies  urging  them  to  interest  their  asso- 
ciates in  establishing  diabetic  teaching  programs  in 
their  hospitals.  Very  few  hospitals  have  full-time, 
organized  teaching  programs  in  diabetes.  It  is  the 
opinion  of  the  subcommittee  that  there  is  no  lack  of 
knowledge  of  diabetes  but  that  there  is  a very 
marked  deficiency  in  teaching  the  diabetic  how  to 
take  care  of  himself.  Since  very  few  physicians  have 
the  time  to  teach  their  patients  adequately,  a central 
teaching  program  in  the  hospitals  for  inpatient  and 
outpatient  diabetics  would  be  of  enormous  value. 
This  type  of  program  is  meeting  with  a great  deal  of 
success  in  a few  hospitals.  Appropriate  letters  have 
been  sent  to  the  county  chairmen  as  proposed. 

Much  ol  the  meeting  was  given  over  to  the  dis- 
cussion of  the  proposals  of  Dr.  Frank  Reynolds, 
director  of  the  Bureau  of  Chronic  Disease  and 
Geriatrics  of  the  New  York  State  Department  of 
Health.  The  Bureau  plans  to  go  into  diabetes  de- 
tection and  education,  and  there  was  much  discus- 
sion regarding  the  possible  development  of  a pro- 
gram where  the  Health  Department  could  work  in 
cooperation  with  the  count}'’  medical  societies  and 
individual  physicians  without  sacrificing  the  con- 
fidential doctor-patient  relationship  and  without 
duplicating  work  that  is  already  being  done  by  the 
American  Diabetes  Association. 

A second  meeting  of  the  subcommittee  was  held 
on  November  26,  1956,  and  again  Mr.  Connelly  was 
present.  Most  of  the  meeting  was  given  over  to  a 
continuation  of  the  discussion  of  the  relationship  of 
the  New  York  State  Health  Department  to  diabetes 
detection  and  education.  The  desire  of  the  Bureau 
to  obtain  the  names  of  the  diabetics  presents  a 
formidable  problem  which  will  almost  surely  stop 
detection  before  it  starts  and  will  very  likely  ruin 
any  plan  to  get  cooperation  from  the  physician. 
Connecticut  has  an  excellent  working  program  be- 
tween the  state  health  department  and  the  state 
medical  society.  Mr.  Connelly  was  asked  to  obtain 
details  of  such  a plan  for  discussion  at  a future  meet- 
ing. 

The  Annual  Diabetes  Detection  Drive  was  held 
November  11  to  17,  1956.  Letters  were  sent  by  the 
chairman  to  the  chairmen  of  the  county  committees 
on  diabetes.  The  Subcommittee  on  Diabetes  feels 
that  the  detection  drive  has  other  important  features 
besides  the  finding  of  new  diabetics.  First,  it  is  an 
excellent  means  of  education  of  the  public  regarding 
diabetes,  and  second,  it  creates  a great  deal  of  good 
w ill  since  the  public  is  getting  some  medical  work 
free  of  charge. 

In  the  near  future  another  meeting  will  be  held  to 
recommend  a way  in  which  the  State  Society  shoidd 
cooperate  with  the  Bureau  of  Chronic  Disease  and 


Geriatrics  in  diabetes  detection  and  follow-up. 


Hard  of  Hearing  and  the  Deaf 

The  Subcommittee  on  the  Hard  of  Hearing  and 
the  Deaf  has  the  following  membership: 

Edmund  P.  Fowler,  Sr.,  M.D.,  Chairman 


New  York 

Karl  W.  Gruppe,  M.D Oneida 

Gordon  D.  Hoople,  M.D Onondaga 

C.  Stewart  Nash,  M.D Monroe 

Samuel  Zwerling,  M.D Kings 

Advisers 

Clarence  D.  O’Connor,  Ph.D.,  Lexington  School 

for  the  Deaf New  York 

Mrs.  Eleanor  C.  Ronnei,  New  York  League  for 
Hard  of  Hearing New'  York 


The  next  meeting  of  the  full  committee  will  take 
place  on  February  17,  1957,  too  late  for  inclusion  in 
this  report.  All  of  the  members  have  been  function- 
ing largely  as  a clearing  house  for  information  to 
physicians  and  medical  agencies. 

Dr.  Zwerling  reports  from  Brooklyn  that  the  Com- 
missioner of  Public  Works  has  plans  for  constructing 
a speech  and  hearing  center  to  be  housed  in  the  new 
building  on  Clarkson  Avenue.  This  is  a division  of 
the  State  University  of  New  York  College  of  Medi- 
cine at  New'  York  City,  and  the  clinic  will  be 
conducted  in  conjunction  with  the  Department  of 
Otolaryngology  in  this  school. 

Dr.  Gruppe  reports  that  in  central  New  York  the 
Utica  Hearing  and  Speech  Center  is  continuing  its 
activities  along  broad  lines.  It  has  been  screening 
schools  for  hearing  and  speech  defects  in  the  outlying 
districts  and  calling  attention  to  industrial  noise 
hazards.  Pre-employment  audiometric  examina- 
tions have  been  carried  out  in  various  companies. 

The  public  has  been  invited  to  attend  every 
second  monthly  meeting  of  the  center.  A sym- 
posium on  noise  in  industry  was  held  and  discussed 
from  the  medicolegal,  engineering,  and  armed 
services  standpoints.  Through  a Ford  Foundation 
grant  field  equipment  has  been  expanded. 

Dr.  Hoople  reports  that  the  hearing  and  speech 
center  in  Syracuse  is  the  focal  point  for  all  efforts  of 
rehabilitation  and  propaganda  emanating  from  this 
area.  His  full  report  on  the  research  work,  the 
Parent-Teachers  Association  talks,  and  the  school 
survey  will  be  submitted  at  the  February  17  meeting 
of  this  committee.  Also  at  that  meeting  Dr.  Nash 
will  give  a report  on  the  Rochester  Hearing  and 
Speech  Society. 

The  chairman  wishes  to  express  his  appreciation 
to  all  members  of  the  committee  for  their  continuing 
endeavors  for  the  hard  of  hearing  and  the  deaf  and  in 
the  prevention  and  alleviation  of  deafness  and  espe- 
cially for  their  efforts  to  educate  better  not  only  the 
physicians  but  the  parents  and  school  teachers. 
Through  the  cooperation  of  health  departments  and 
the  State  and  county  medical  societies  we  have 
issued  alerts  on  the  early  detection  of  deafness  and 
stressed  the  fact  that  the  mother  is  usually  the  one 
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who  should  detect  deafness  in  her  child.  It  is  our 
intention  to  release  three  or  four  such  alerts  every 
year. 

Addiction  to  Alcohol  and  Narcotics 

The  Subcommittee  on  Addiction  to  Alcohol  and 
Narcotics  has  the  following  membership: 


Herbert  Berger,  M.D.,  Chairman Richmond 

Marvin  A.  Block,  M.D Erie 

Andrew  A.  Eggston,  M.D New  York 


The  subcommittee  met  once  in  Albany  and  has 
conferred  repeatedly  by  telephone  and  letter  since 
its  inception  last  May  (1956).  It  has  been  repre- 
sented on  the  Interdepartmental  Health  Resources 
Board  of  New  York  State,  with  whom  it  has  held  one 
meeting  advising  the  Legislature  and  the  Governor 
on  the  setup  of  clinics  for  alcoholism.  Members 
of  the  subcommittee  have  conferred  with  members  of 
the  Legislature  on  the  revision  of  the  Criminal  Code 
as  regards  narcotic  addiction.  Congressman  Ray 
of  the  U.S.  House  of  Representatives  has  offered  to 
introduce  legislation  in  that  chamber  embodying  the 
principles  our  State  Society  has  adopted  on  narcotic 
addiction. 

During  the  past  year  members  of  the  subcommit- 
tee have  addressed  the  American  Nursing  Associa- 
tion, the  American  Bar  Association,  and  the  Amer- 
ican Medical  Association  and  have  appeared  on 
radio  and  television  programs  fostering  the  thought 
that  alcoholism  and  narcotic  addiction  are  forms  of 
medical  illness.  There  have  been  innumerable  ap- 
pearances before  civic  groups,  church  organizations, 
and  smaller  political  subdivisions. 

The  committee  has  requested  that  the  general 
hospitals  of  New  York  State  admit  alcoholics  to 
their  wards.  Such  a program  has  been  adopted  by 
the  House  of  Delegates  of  the  American  Medical 
Association. 

A request  to  the  Publication  Committee  has  been 
granted  to  add  a section  on  addictive  diseases  to  the 
New  York  State  Journal  of  Medicine.  Several 
papers  have  already  been  submitted  for  publication. 


PART  VI 

Hospital  and  Professional  Relations 

The  Committee  on  Hospital  and  Professional 
Relations  for  the  current  year  is  composed  of  the 
following: 


John  F.  Rogers,  M.D.,  Chairman Dutchess 

Ralph  E.  Isabella,  M.D Schenectady 

Bernard  A.  Watson,  M.D Ontario 


A meeting  of  the  Hospital  and  Professional  Rela- 
tions Committee  of  the  Medical  Society  of  the  State 
of  New  York  with  a similar  committee  of  the  Hos- 
pital Association  of  the  State  of  New  York  was  held 


on  December  7,  1956,  at  the  Fort  Orange  Club, 
Albany. 

Those  present  for  the  Medical  Society  of  the  State 
of  New  York  were  the  committee  members  men- 
tioned above  and  W.  P.  Anderton,  M.D.,  secretary, 
ex  officio.  For  the  Hospital  Association  of  the  State 
of  New  York  there  were  present:  Christopher 

Parnall,  Jr.,  M.D.,  Rochester  General  Hospital; 
Ellison  Capers,  administrator,  Vassar  Brothers 
Hospital,  Poughkeepsie;  William  A.  Kelly,  M.I)., 
director,  Mount  Vernon  Hospital;  Hayden  C. 
Nicholson,  M.D.,  executive  director,  Hospital 
Council  of  Greater  New  York;  James  Bordley,  III, 
M.D.,  Mary  Imogene  Bassett  Memorial  Hospital, 
Cooperstown;  Charles  Royle,  executive  director, 
Hospital  Association  of  New'  York  State;  Henry 
Pratt,  M.D.,  executive  vice-president,  Society  of 
New  York  Hospital.  The  chairmanship  of  the  meet- 
ing was  assumed  by  Christopher  Parnall,  Jr.,  M.D. 

The  early  discussion  concerned  certain  principles 
as  to  the  ultimate  purpose  of  this  committee,  particu- 
larly as  a possible  function  on  a voluntary  basis  to 
settle  grievances  between  local  hospitals  and  mem- 
bers of  the  Medical  Society.  It  was  felt  that  since 
this  committee  had  no  definite  power  and  had  to 
report  to  their  respective  executive  bodies,  it  might 
serve  in  a liaison  capacity.  This  should  be  a discus- 
sion group,  particularly  on  any  possible  legislation 
proposed  by  either  body,  so  that  a complete  analysis 
could  be  made.  No  definite  action  was  taken,  but 
it  did  help  the  members  present  to  clear  their  minds 
for  the  major  problem  at  hand. 

The  supplementary  Report  of  the  Hospital  and 
Professional  Relations  Committee  submitted  to  the 
House  of  Delegates  as  56-K  was  then  considered. 
A copy  of  the  56-K  is  not  included  except  paragraph 
4,  which  is  as  follows:  “The  financial  arrangements, 
if  any,  between  a hospital  and  a physician  properly 
may  be  placed  on  any  mutually  satisfactory  basis, 
but  a physician  shall  not  dispose  of  his  professional 
services  to  any  hospital,  lay  body,  organization, 
group  or  individual,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions  which 
cause  deterioration  in  the  quality  of  the  medical  services 
(deleted)  which  allow  the  diversion  of  fees  for 

PROFESSIONAL  MEDICAL  SERVICES  TO  A HOSPITAL, 
ORGANIZATION,  OR  POLITICAL  SUBDIVISION  (ap- 
proved). This  shall  apply  in  all  cases,  whatever  the 
purpose  of  the  financial  arrangement  may  be,  in- 
cluding the  remuneration  of  a physician  for  teach- 
ing, research  and  charitable  services.” 

This  report  will  concern  itself  only  with  the  above 
paragraph,  as  amended  by  the  House  of  Delegates, 
for  it  provoked  considerable  billingsgate  as  to  the 
meaning  of  the  amended  portion,  particularly  one 
word,  “diversion.”  For  a time  it  appeared  that 
paragraph  4 would  not  be  accepted  by  the  repre- 
sentatives of  the  Hospital  Association,  although 
they  did  agree  that  such  wording  was  innocuous. 
However,  a compromise  was  accomplished  by 
changing  that  portion  of  the  paragraph  to  read: 
“.  . . under  terms  or  conditions  which  allow  the 
diversion  of  fees  in  such  manner  as  to  cause  deteriora- 
tion in  the  quality  of  the  medical  services.”  This 
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substitution  was  unanimously  approved. 

The  group  further  approved  unanimously  that  we 
would  try  to  continue  to  have  “Guiding  Principles” 
as  a basis  for  further  discussion. 

Your  chairman  presented  the  report  as  outlined 
above  at  a Council  meeting  on  December  13,  1956, 
and  recommended  its  approval.  However,  the  Coun- 
cil voted  that  the  committee  report  “should  be  filed 
for  submission  to  the  House  of  Delegates,  but  we  dis- 
approve the  proposed  change  in  wording  suggested 
by  the  Joint  Committee.” 

Since  the  opinion  of  the  Council  disapproved  the 
actions  of  the  Joint  Committee,  your  chairman  with- 
drew the  motion  to  approve  and  proposed  that 
paragraph  4 should  continue  as  adopted  by  the 
House  of  Delegates  in  1956,  known  as  56-K. 

However,  your  chairman  has  some  misgivings  as 
to  any  solution  of  this  problem  unless  we  go  along 
with  the  thoughts  of  the  Hospital  Association  as 
noted  in  this  report.  I cannot  see  any  major  harm 
to  private  practice  if  those  who  perform  ancillary 
service  must,  of  necessity  accept  a fixed  income.  I 
have  yet  to  receive  any  communication  from  any 
association  or  individual  who  performs  this  service, 
stating  that  they  object  to  being  subsidized.  I sin- 
cerely believe  that  hospitals  would  soon  have  to 
receive  a few  mills  of  the  tax  dollar  if  this  source  of 
profit  was  taken  away  from  their  operating  budget. 

Your  chairman  brought  out  the  fact  that  at  the 
meeting  of  our  House  of  Delegates  in  1956  the  re- 
port of  the  Committee  on  Hospital  and  Professional 
Relations  was  discussed  along  with  a report  on 
ethics;  hence  no  clear  analysis  of  the  subject  could 
be  elicited  from  the  minutes  as  published. 

Your  chairman  would  like  to  advise  the  Speaker 
at  the  next  House  of  Delegates  to  refer  the  final  re- 
port of  this  committee  to  a reference  committee  that 
will  keep  the  course  clear. 


PART  VII 

Economics 

The  Council  Committee  on  Economics  has  the 
following  membership: 

John  C.  McClintock,  M.D.,  Chairman. . . .Albany 


David  Fertig,  M.D Westchester 

Theodore  B.  Steinhausen,  M.D Monroe 

The  committee  met  on  October  6,  1956,  at  the 
Biltmore  Hotel,  New  York  City.  All  members 


were  present  with  the  exception  of  Dr.  David 
Fertig  who  was  excused. 

The  committee  reviewed  a resolution  which  was 
submitted  to  the  House  of  Delegates  in  May,  1956, 
urging  all  Blue  Shield  Plans  to  take  the  necessary 
steps  to  institute  a $6,000  service  ceiling  program 
and  that  the  Medical  Society  of  the  State  of  New 
York  be  asked  to  participate  in  making  a $6,000 
service  ceiling  program  successful  and  so  recommend 
to  each  county  medical  society. 

It  was  pointed  out  that  the  Western  New  \ork 


Medical  Plan,  Buffalo,  had  recently  adopted  a 
$6,000  service  ceiling  contract  and  that  the  presi- 
dents of  several  county  medical  societies  which 
serve  the  Medical  and  Surgical  Plan  area  of  Utica 
had  been  contacted.  The  Council  approved  a 
recommendation  to  poll  the  doctors  in  the  Utica 
area  as  to  whether  they  were  in  favor  of  a service 
type  contract.  Of  the  830  doctors  who  were  mailed 
cards,  243  returns  approved  the  program,  and  137 
disapproved.  On  November  27,  1956,  Dr.  John  F. 
Kelley,  president  of  Medical  and  Surgical  Care, 
Inc.,  Utica,  stated  that  at  a special  meeting  of  the 
board  of  directors  on  November  21,  a service  type 
contract  was  approved  with  benefits  limited  to  mem- 
bers whose  incomes  did  not  exceed  $6,000  per  annum, 
thus  making  available  a service  type  contract  for 
all  areas  in  the  State  of  New  York. 

The  committee  reviewed  a schedule  of  allowances 
for  dependents  of  military  personnel  under  the 
Dependents’  Medical  Care  Act,  Public  Law  569, 
and  recommended  that  it  be  submitted  to  the  Coun- 
cil. 

Mr.  George  P.  Farrell,  director  of  the  Medical 
Care  Insurance  Bureau,  was  asked  to  learn  from 
Mr.  C.  Joseph  Stetler,  counsel  of  the  American 
Medical  Association,  whether  in  his  opinion  an  out- 
side organization  would  have  to  be  established  to 
implement  Public  Law  569  or  whether  it  could  be 
implemented  directly  by  the  Medical  Society  of  the 
State  of  New  York.  It  was  learned  that  a contract 
could  be  made  by  the  Medical  Society  of  the  State 
of  New  York  and  the  Federal  government  to  imple- 
ment Public  Law  569. 

The  committee  met  on  November  7,  1956,  in  the 
office  of  the  State  Society  with  all  members  present. 
The  Medicare  program  was  reviewed,  and  consider- 
able discussion  was  given  to  the  meeting  of  October 
24,  1956,  with  the  Department  of  Defense  in  connec- 
tion with  the  schedule  of  allowances  under  the 
Medicare  program. 

The  committee  recommended  to  the  Council  that 
the  Medical  Society  of  the  State  of  New  York  assume 
the  responsibility  of  fiscal  administrator,  with  the 
provision  of  supplying  the  government  with  statis- 
tical information  from  an  outside  organization,  and 
further  recommended  that  the  president  of  the 
Medical  Society  of  the  State  of  New  York  appoint 
a committee  of  three  members  with  power  to  con- 
clude the  contract  with  the  government  and  with 
authority  to  recommend  to  the  Board  of  Trustees 
that  the  contract  be  signed. 

The  committee  also  recommended  that  the  Bureau 
of  Medical  Care  Insurance  prepare  a brochure  setting 
forth  instructions  and  the  schedule  of  allowances 
which  would  be  sent  to  every  physician  in  the 
State  of  New  York. 

The  committee  further  recommended  that  dis- 
puted claims  regarding  fees  be  arbitrated  at  the 
county  level  through  mediation  committees,  com- 
itiae  minora,  or  executive  committees  with  the 
right  to  appeal  to  the  Judicial  Council  of  the  State 
Society  in  case  an  agreement  could  not  be  reached. 

These  recommendations  were  approved  at  the 
November  8,  1956,  Council  meeting. 
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The  Medicare  program,  U.  S.  Public  Law  569, 
84th  Congress,  became  effective  on  December  7, 
1956,  and  the  following  recommendations  were 
adopted  by  the  Council  at  its  December  13,  1956, 
meeting: 

1.  All  actions  of  the  administrative  officer  and  the 
Council  Committee  on  Economics,  in  the  administra- 
tion of  the  New  York  State  Division  of  Medicare  pro- 
gram (P.L.  569,  84th  Congress)  are  subject  to  review 
and  direction  by  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  and  must  conform  to  the  con- 
tract negotiated  with  the  Federal  government. 

2.  That  Mr.  George  P.  Farrell,  or  his  successor,  be 
designated  as  administrative  officer  of  the  program. 

3.  Subject  to  directives  from  the  contracting 
officer,  administrative  policies  for  processing  claims 
shall  be  decided  by  the  Council  Committee  on  Eco- 
nomics. 

On  invitation  of  Senator  George  R.  Metcalf, 
chairman  of  the  State  of  New  York  Joint  Legisla- 
tive Committee  on  Health  Insurance,  your  chair- 
man appeared  before  his  committee  on  February  21, 
1956.  The  purpose  of  this  meeting  was  primarily 
to  give  information  to  the  committee  regarding  the 
value  of  service  benefits  versus  indemnity  insurance 
benefits.  The  committee  was  evaluating  the  type 
of  program  which  would  be  recommended  for  New 
York  State  civil  service  employes  and  their  depend- 
ents. The  following  statement  was  presented  to 
the  committee: 

Statement  of  Medical  Society  of  the  State  of 
New  York  to  Joint  Legislative  Committee  on 
Health  Insurance  Plans 

The  Medical  Society  of  the  State  of  New  York  is 
the  major  medical  organization  of  this  State,  con- 
sisting of  61  county  medical  societies  and  approxi- 
mately 23,500  members. 

The  Society  has  recommended  to  its  membership 
the  service-indemnity  type  contract  with  a $6,000 
service  benefit  ceiling.  This  means  that  medical 
care  established  in  the  contract  and  rendered  by  a 
participating  physician  to  a member  is  fully  paid 
by  the  plan,  provided  that  the  member’s  income  is 
not  in  excess  of  $6,000.  A member  whose  income  is 
in  excess  of  $6,000  may  be  charged  an  additional 
amount  by  a participating  physician,  above  the 
amount  of  indemnity  allowed  in  the  contract.  If 
a member  receives  medical  care  from  a nonpartici- 
pating physician,  he  is  indemnified  according  to  the 
schedule  of  allowances  in  his  contract. 

A participating  physician,  as  the  term  is  used  in 
connection  with  Blue  Shield  Plans,  is  any  licensed 
physician  of  the  State  who  agrees  with  a Plan  to 
provide  medical  care  to  its  subscribers  within  the 
terms  of  the  subscriber’s  contract  and  further  agrees 
that  in  the  event  of  the  plan’s  financial  inability  to 
pay  100  per  cent  of  the  schedule  of  allowances,  he 
will  accept  a pro  rata  portion  of  the  scheduled  allow- 
ance and  in  no  instance  will  the  subscriber  sustain  a 
loss  of  benefits. 

The  reason  that  plans  in  this  State  of  the  type 
recommended  by  the  Medical  Society  have  been 
successful  is  that  over  90  per  cent  of  privately 
practicing  physicians  voluntarily  assume  the  obliga- 


tions of  a participating  physician.  If  they  did  not 
assume  such  obligations,  these  plans  would  not  be 
possible. 

At  the  September  13,  1956,  meeting  of  the  Coun- 
cil, your  chairman  recommended  that  the  following 
resolution  be  sent  to  the  New  York  State  Temporary 
Health  Insurance  Board  members,  which  was 
approved  by  the  Council: 

Whereas,  it  has  come  to  the  attention  of  the 
Medical  Society  of  the  State  of  New  York  that  as 
provided  by  law,  the  Temporary  Health  Insurance 
Board  is  now  concerned  with  the  development  of 
policy  and  specifications  of  a health  insurance  pro- 
gram which  will  provide  group  surgical  and  medical 
insurance  for  the  employes  of  the  State  of  New  York 
and  their  dependents;  and 

Whereas,  no  plan  of  surgical  and  medical  care 
can  be  implemented  without  the  services  of  physi- 
cians; and 

Whereas,  the  Medical  Society  of  the  State  of  New 
York  is  the  recognized  representative  of  the  organized 
medical  profession  of  the  State;  and 

Whereas,  the  doctors,  in  the  interest  of  their 
respective  communities,  are  the  founders  and  spon- 
sors of  Blue  Shield  and  recognize  it  as  their  official 
surgical-medical  prepayment  plan,  designed  specifi- 
cally to  serve  all  groups  in  the  State;  and 

Whereas,  the  medical  profession  is  convinced  after 
seventeen  years  experience  that  benefits,  as  provided 
by  nonprofit  Blue  Shield  Plans  in  cooperation  with 
physicians,  offer  the  greatest  protection  to  the  entire 
community  at  the  lowest  possible  cost  for  compre- 
hensive quality  care;  and 

Whereas,  over  40.000  employes  of  the  State  of 
New  Y'ork  have  enthusiastically  endorsed  the  bene- 
fits and  philosophy  which  are  uniquely  inherent  in 
this  community  endeavor  by  subscribing  to  Blue 
Shield  through  payroll  deduction;  now  therefore  be 
it 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  Y'ork  pledge  its  continued  full  support  to  the 
cause  of  the  best  surgical-medical  care  for  the  people 
of  the  State  of  New  Y'ork;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  Y'ork  strongly  and  respectfully  urges  the  Tem- 
porary Health  Insurance  Board  that  in  the  develop- 
ment of  specifications  for  prepayment  surgical- 
medical  care  coverage  for  the  employes  of  the  State  of 
New  Y'ork  and  their  dependents,  it  be  guided  by  the 
coverages  offered  by  the  Blue  Shield  Plans  of  the 
State  of  New  Y'ork,  including  free  choice  of  physicians, 
as  fully  endorsed  by  the  Medical  Society  of  the 
State  of  New  York. 

Also  your  committee  recommended  at  its  Novem- 
ber 7,  1956,  meeting  that  the  following  resolution  be 
approved  by  the  Council  and  sent  to  each  member 
of  the  Temporary  Health  Insurance  Board  regard- 
ing the  problems  associated  with  medical  care  for 
New  Y'ork  State  civil  service  employes  and  their 
dependents.  The  Council  approved  at  its  Novem- 
bers, 1956,  meeting: 

Whereas,  the  doctors  of  New  Y'ork  State  have 
long  taken  cognizance  of  the  social  need  for  economic 
aid  and  medical  care  to  low  and  modest  income 
families;  and 

Whereas,  through  doctors  of  medicine-sponsored 
medical  care  plans,  based  on  the  free-choice-of- 


April  1,  1957 


1251 


ANNUAL  REPORTS 


physician  principle,  the  doctors  of  medicine  in  the 
State  of  New  York  are  fulfilling  their  responsibility  in 
this  area  and  have  at  the  same  time  maintained  a 
high  quality  of  medical  diagnosis  and  treatment; 
and 

Whereas,  physicians  have  observed  that  deduct- 
ible arrangements  in  basic  medical  care  insurance 
plans  often  bring  hardship  to  low  and  modest  income 
families;  and 

Whereas,  on  September  13,  1956,  the  Council  of 
the  Medical  Society  of  the  State  of  New  York 
adopted  a resolution  strongly  and  respectfully  urg- 
ing the  Temporary  Health  Insurance  Board  that  in 
the  development  of  specifications  for  prepayment 
surgical-medical  care  coverage  for  employes  of  the 
State  of  New  York  and  their  dependents,  it  be  guided 
by  the  coverage  offered  by  Blue  Shield  Plans  of  the 
State  of  New  York,  which  are  the  doctors’  plans; 
now  therefore  be  it 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  reaffirm  its  stand;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  is  not  in  favor  of  a medical-surgical  plan 
where  the  employe  or  dependent  of  an  employe  is 
not  covered  for  basic  medical  care  costs  and  is  re- 
quired to  pay  deductible  costs  in  addition  to  the 
premium  for  the  basic  plan. 

Your  committee  is  pleased  to  report  that  the 
Western  New  York  Medical  Plan,  Inc.,  Buffalo, 
has  revised  its  bylaws  so  that  each  county  medical 
society  can  nominate  and  elect  its  own  physician 
member  to  the  board  of  trustees  of  the  plan. 

Your  Economics  Committee  and  its  Medical  Ex- 
pense Insurance  Subcommittee  extend  thanks  to  Mrs. 
Alice  Arana  for  her  thoughtful  support  and  coopera- 
tion and  her  loyal  and  efficient  services  to  the  Bureau. 
The  foregoing  catalog  of  his  activities  shows  how 
busy  Mr.  George  P.  Farrell  has  been  in  the  interest 
of  our  Society.  The  subcommittee  and  committee 
commend  him  highly  for  his  work.  We  are  glad  the 
Board  of  Trustees  increased  his  salary  in  recognition 
of  his  added  duties  and  his  accomplishments  for  our 
membership. 


Bureau  of  Medical  Care  Insurance.— The  Bureau 
of  Medical  Care  Insurance,  Mr.  George  P.  Farrell, 
director,  reports  through  your  Economics  Committee 
and  its  subcommittee. 

The  Bureau  operates  under  the  direction  of  the 
Council  Committee  on  Economics  and  its  Subcom- 
mittee on  Medical  Expense  Insurance.  The  direc- 
tor has  participated  in  the  following  activities: 

February  2,  1956 — Joint  Meeting  of  Districts  II 
and  III  of  Blue  Shield  Plans  in  Utica  when  plans  were 
considered  for  the  New  York  Telephone  Company 
and  New  York  State  civil  service  employe  groups. 

February  6 — Meeting  with  Mr.  Frank  Van  Dyke, 
project  administrator  of  the  State  of  New  York 
Joint  Legislative  Committee  on  Health  Insurance 
Plans. 

February  21 — On  invitation  of  Senator  George 
R.  Metcalf,  chairman  of  the  State  of  New  York 
Joint  Legislative  Committee  on  Health  Insurance 
Plans,  met  in  Albany  to  discuss  the  value  of  service 
benefits  versus  indemnity  insurance  benefits  and 


whether  so-called  catastrophic  coverage  should  be 
written  before  a sound  basic  coverage  is  provided. 

March  8 — Meeting  with  Dr.  Theodore  J.  Curphey, 
chairman  of  the  Council  Committee  on  Public 
Health  and  Education,  to  discuss  the  value  of  a 
uniform  fee  schedule  prepared  by  the  Bureau  for  use 
in  the  various  State  departments. 

March  14 — On  invitation  of  Dr.  David  M.  Weeks, 
chairman  of  the  Continuing  Committee  on  Volun- 
tary Health  Insurance  of  the  Medical  Society  of  the 
County  of  New  York,  met  with  his  committee  to 
discuss  the  continuation  of  premiums  on  medical 
care  insurance  for  people  who  became  unemployed. 

April  8 to  13 — Annual  Conference  of  Blue  Shield 
Plans,  Hollywood,  Florida. 

April  11 — Meeting  of  the  Blue  Shield  Commis- 
sion. Dr.  Louis  H.  Bauer  and  Mr.  James  F.  Cole- 
man are  commissioners  from  District  II,  Dr.  Dwight 
V.  Needham  and  Mr.  Donald  R.  Robertson  are 
commissioners  from  District  III,  Dr.  James  R. 
Reuling  is  an  American  Medical  Association  Com- 
missioner, and  Dr.  Carlton  E.  Wertz  a Commissioner 
at  Large. 

May  3 — Joint  Meeting  of  Districts  II  and  III  of 
New  York  State  Blue  Shield  Plans,  Syracuse,  to 
discuss  the  implementation  of  a uniform  State- 
wide contract  for  New  York  State  civil  service 
employe  groups. 

May  7 to  11 — Annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York  at  the  Hotel 
Statler,  New  York  City;  conducted  a booth  and 
distributed  literature  on  New  York  State  Blue 
Shield  Plans  and  a nine-year  progress  report. 

May  9 — Conference  called  by  Mr.  Alfred  W. 
Haight,  Deputy  Superintendent  of  Insurance,  in 
Albany.  The  purpose  was  to  discuss  payment  to 
dentists  for  items  included  in  the  schedules  of  allow- 
ances of  Blue  Shield  Plans  relative  to  the  change  in 
Section  250,  Article  IX-C  of  the  Insurance  Law  of 
1953. 

May  16 — Meeting  of  special  committee  repre- 
senting New  York  State  Blue  Shield  Plans  and  the 
New  York  State  Dental  Society  at  the  State  Educa- 
tion Department,  Mr.  Charles  A.  Brind,  Jr.,  chair- 


man. 


May  24 — Joint  Blue  Shield-Blue  Cross  meeting  in 
Rochester  called  by  Dr.  Merle  D.  Evans,  chairman 
of  District  III  of  Blue  Shield  Plans.  The  purpose 
was  to  formulate  a uniform  Blue  Shield  contract 
offering  service  benefits  up  to  $6,000  annually  for 
a family,  the  basic  Blue  Shield  contract  to  provide 
surgery  in  the  hospital,  home,  or  office;  maternity 
care  on  an  indemnity  basis;  anesthesiology,  x-ray, 
and  special  pathologic  examinations;  and  in- 
hospital  medical  care. 

June  9 — Fourth  Annual  National  Medical  Civil 
Defense  Conference  in  Chicago. 

June  10 — Conference  of  Presidents  and  Other 
Officers  of  State  Medical  Associations,  the  American 
Medical  Association  House  of  Delegates  June  11  to 
14,  and  the  Medical  Society  Executives  Conference 
June  11. 

June  28 — Industrial  Health  Conference  of  the 
American  Medical  Association  in  New  York. 

June  29 — Regional  meeting  of  the  New  York 
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State  Joint  Legislative  Committee  on  Health  Insur- 
ance Plans.  The  following  were  also  present: 
Senator  Samuel  L.  Greenberg,  Assemblymen  Lucio 
F.  Russo  and  Max  M.  Turshen,  and  Senator  George 
R.  Metcalf,  chairman.  The  purpose  of  this  meeting 
was  to  determine  why  people  in  rural  areas  are  not 
covered  by  prepayment  hospital  and  medical  care 
plans  in  the  same  ratio  as  people  in  urban  areas. 
This  was  the  first  regional  meeting,  and  the  Senator 
was  particularly  interested.  Many  groups  were 
present,  representing  the  Community  Council, 
hospitals,  farm  bureaus,  life  underwriters,  labor 
interests,  and  Granges. 

July  2 — Symposium  on  Developing  Comprehen- 
sive Rural  Group  Practice,  held  at  Philmont,  New 
York,  sponsored  by  the  Rip  Van  Winkle  Foundation. 

July  23 — Conference  with  Mr.  Charles  A.  Brind, 
Jr.,  and  Mr.  Lynn  Doctor  to  discuss  the  payment  for 
dental  services  under  Section  250,  Article  IX-C  of  the 
Insurance  Law. 

July  28  and  29— Meeting  in  Chicago  called  by 
Dr.  George  F.  Lull,  secretary-general  manager  of 
the  American  Medical  Association,  to  discuss  Public 
Law  569,  84th  Congress,  which  was  to  become 
effective  December  7,  1956.  Considerable  time  was 
given  to  discussions  regarding  ways  and  means 
by  which  this  law  could  be  implemented  through 
cooperation  of  the  American  Medical  Association 
and  the  Department  of  Defense.  Captain  J.  V. 
Noel,  USN,  chairman  of  the  Task  Force,  repre- 
sented the  Department  of  Defense  and  outlined  the 
provisions  of  the  law  and  its  benefits.  Dr.  Hugh 
H.  Hussey,  Jr.,  chairman  of  the  Liaison  Committee 
of  the  A.M.A.  to  the  Task  Force  of  the  Department 
of  Defense,  spoke  on  the  efforts  made  by  the  Amer- 
ican Medical  Association  and  the  Department  of 
Defense  to  get  this  program  in  operation  as  soon  as 
possible. 

August  14 — Was  appointed  to  the  Task  Force 
by  Dr.  E.  S.  Hamilton,  trustee  of  the  American 
Medical  Association,  as  technical  consultant  to 
work  with  the  Dr.  Hugh  H.  Hussey  committee. 

August  22  and  23 — Meeting  in  Washington  with 
Dr.  Hussey’s  committee  to  review  Draft  7 of  imple- 
mentation for  U.S.  Public  Law  569  of  84th  Congress, 
as  presented  by  the  government. 

August  23 — Meeting  with  Dr.  Hussey’s  commit- 
tee in  the  Pentagon  with  Captain  J.  V.  Noel,  Jr., 
and  his  associates.  It  was  established  that  two 
important  and  immediate  steps  would  be  necessary: 

(1)  the  submission  to  the  Department  of  Defense 
of  a schedule  of  allowances  to  conform  with  the 
nomenclature  developed  by  the  Department  and 

(2)  the  signing  of  a formal  contract  between  the 
Department  of  Defense  and  the  State  Society. 

September  6 — Joint  meeting  of  Blue  Shield-Blue 
Cross  Plans  in  Rochester  to  consider  Public  Law 
669. 

September  17 — Meeting  in  Chicago  of  the  Task 
Force  of  the  American  Medical  Association  to  dis- 
cuss the  Dependents’  Medical  Care  Program. 
Considerable  time  was  given  to  the  legal  aspects 
in  drafting  the  contract  which  would  be  acceptable 
to  the  state  medical  societies  and  the  Department 


of  Defense. 

September  24 — Meeting  of  the  State  of  New 
York  Joint  Legislative  Committee  on  Health  Insur- 
ance Plans  at  the  School  of  Public  Health  and 
Administrative  Medicine,  at  Columbia  University, 
New  York  City.  Dr.  Ray  Trussed,  executive  officer 
of  the  School  of  Public  Health  and  Administrative 
Medicine,  chairman  of  the  meeting,  stated  that  the 
University  was  interested  in  obtaining  the  opinion 
of  those  present  on  how  to  extend  health  insurance 
to  people  living  in  rural  areas. 

During  the  fall  months,  attended  the  Third, 
Fourth,  Sixth,  Seventh,  Eighth,  and  Ninth  District 
Branch  meetings  of  the  Medical  Society  of  the 
State  of  New  York,  at  which  an  opportunity  was 
available  to  speak  briefly  on  the  Medicare  program 
(Public  Law  569,  84th  Congress).  At  the  Fourth 
District  meeting  in  Schenectady  participation  was 
enjoyed  in  a panel  discussion  on  medical  care 
insurance. 

October  5 — Meeting  at  the  College  of  Physicians 
and  Surgeons,  New  York  City,  called  by  Senator 
George  R.  Metcalf,  chairman  of  the  Joint  Legisla- 
tive Committee  on  Health  Insurance  Plans.  The 
purpose  of  the  meeting  was  to  consider  the  possi- 
bility of  establishing  a program  of  education  for 
the  rural  consumer  on  the  need  of  healt  h insurance. 

October  6 — Public  Relations  Conference  of  the 
Medical  Society  of  the  State  of  New  York  at  the 
Biltmore  Hotel,  New  York  City.  Your  director 
spoke  on  the  new  Federal  law  providing  medical 
care  for  dependents  of  active  duty  military  person- 
nel (P.L.  569). 

October  10 — Dr.  Hugh  Hussey’s  Committee  on 
Medicare  in  Washington,  D.C.,  for  review  of  the 
status  of  Medicare  program. 

October  24 — Meeting  with  representatives  of 
the  State  Society  in  Washington,  D.C.,  and  a 
negotiating  team  representing  the  U.S.  Govern- 
ment to  consider  a contract  to  provide  medical 
services  for  dependents  of  active  duty  military 
personnel  and  a schedule  of  allowances. 

November  12 — Meeting  of  New  York  State  Blue 
Shield  Plans  in  New  York  City,  at  which  time  a pro- 
posed health  insurance  plan  for  New  York  State 
civil  service  employes  was  discussed. 

November  14 — Meeting  of  the  Subcommittee  on 
Medical  Expense  Insurance  in  New  York  City. 

November  15 — At  Annual  Conference  of  County 
Medical  Society  Secretaries,  Syracuse,  your  direc- 
tor discussed  the  present  status  of  medical  care 
insurance  for  New  York  State  civil  service  employes. 

November  23 — Meeting  in  Washington,  D.C., 
with  State  Society  representatives  for  further 
negotiation  regarding  contract  and  schedule  of 
allowances,  with  representatives  of  the  Department 
of  Defense. 

November  28 — Hearing  held  by  the  Joint  Legis- 
lative Committee  on  Health  Insurance  Plans  at 
80  Centre  Street,  New  York  City,  Senator  George 
R.  Metcalf,  chairman.  The  primary  purpose  was 
to  discuss  proposed  legislation  about  changing  the 
law  applying  to  health  insurance  policies  specifically 
providing  for  health  insurance  coverages.  One 
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important  suggestion  offered  by  the  Joint  Legisla- 
tive Committee  was  to  make  conversion  privileges 
mandatory  to  the  subscriber,  without  decrease  in 
benefits  and  with  no  discrimination  because  of  age, 
sex.  physical  risks,  race,  or  occupation,  from  a 
group  coverage  basis  to  an  individual  contract  basis. 

December  6 and  7 — Conference  on  financing  health 
care  for  the  aged  called  by  Governor  Harriman  in 
Albany. 

January  16,  1957 — Office  Assistant  Session 

sponsored  by  the  Broome  County  Medical  Society, 
at  Binghamton. 

January  16 — Your  director  spoke  before  a meet- 
ing of  the  Bronx  County  Medical  Society  on  the 
Medicare  program. 

February  11  to  13 — National  Blue  Shield  Pro- 
fessional Relations  Conference  at  the  Drake  Hotel, 
Chicago. 

Quarterly  reports  on  the  progress  of  New  York 
State  Blue  Shield  Plans  approved  by  the  Medical 
Society  of  the  State  of  New  York  have  been  pre- 
sented to  the  Council  and  mailed  to  plan  presidents, 
executive  directors,  secretaries  of  component  county 
medical  societies,  and  others  interested. 

The  Bureau  compiled  the  Tenth  Annual  Progress 
Report  for  1955,  showing  detailed  analysis  of  each 
plan  in  regard  to  membership,  incurred  and  paid 
claims,  claim  incidence,  operating  expenses,  pre- 
mium rates,  reserves,  cancellation  studies,  distribu- 
tion of  earned  premium  income,  etc.,  for  the  informa- 
tion of  the  House  of  Delegates  and  members  of  the 
State  Society.  These  reports  were  included  in  the 
material  distributed  at  the  Bureau's  exhibit  at  the 
1956  annual  meeting. 

Progress  of  the  Blue  Shield  Plans  in  New  York 
State  shows  that  at  December  31,  1956,  total  mem- 
bership (subscribers  and  dependents)  was  6,102,745, 
an  increase  of  609,874  during  the  preceding  year. 

The  following  is  a statement  of  membership  in 
Blue  Shield  medical  care  plans  and  Blue  Cross 
hospital  plans,  showing  comparative  increases  for 
1956: 


Membership  Increase 

Location  Medical  Hospital  Medical  Hospital 


New  York 

4 , 404 

,652 

6 

.543. 

473 

455 . 

474 

374, 

, 505 

Buffalo 

598 

,536 

726, 

612 

33, 

708 

26, 

,122 

Rochester 

415 

,207 

494, 

, 165 

44. 

.041 

26 

,279 

Syracuse 

203 

,667 

372, 

,945 

34, 

.603 

2 

, 104 

Utica 

209 

,907 

213, 

,955 

20, 

,002 

13 

,119 

Albany 

248 

.733 

334 

,243 

19, 

,684 

11, 

,161 

Jamestown 

22 

.043 

53 

,042 

2 

,362 

1 

.683 

Watertown 

25 

,384 

696 

Total 

6.102 

,745 

8 

.763, 

819 

609 

,874 

455 . 

.669 

Note:  Utica  Plan  serves  Watertown  area  for  Blue  Shield 
members. 


The  Blue  Shield  Medical  Care  Plans  had  an 
earned  premium  income  during  1956  of  $65,055,333, 
as  compared  to  $56,364,382  in  1955,  an  increase  of 
$8,690,951. 

Incurred  claims  during  1956  amounted  to  $53,459,- 
116,  as  compared  to  $42,274,367  during  1955,  an 


increase  of  $11,184,749.  Incurred  claims  were  82 
per  cent  of  earned  premium  in  1956,  as  compared  to 
75  per  cent  in  1955. 

Both  the  annual  and  quarterly  progress  reports 
are  of  great  value  to  each  plan  because  they  analyze 
each  plan’s  experience  and  indicate  trends  in  utiliza- 
tion. It  is  recommended  that  they  be  reviewed 
carefully  by  those  who  are  responsible  for  the 
operation  of  a plan.  The  basic  information  in  these 
reports  is  available  to  the  members  of  the  State 
Society  at  the  Medical  Care  Insurance  Bureau. 

The  Eleventh  Annual  Progress  Report  for  1956 
will  be  available  for  the  House  of  Delegates  and 
members  of  the  Society  at  the  May,  1957,  House 
of  Delegates’  meeting. 

The  Bureau  is  extending  its  facilities  in  order  to 
handle  the  Medicare  program  as  requested  by  the 
Council.  The  Bureau  prepared  and  sent  to  each 
physician  in  the  State  of  New  York  a schedule  of 
allowances  and  distributed  to  each  county  medical 
society  secretary  claim  form  1863  for  the  use  of 
physicians  in  submitting  claims  for  medical  services 
rendered  dependents  of  persons  in  active  military 
duty. 

The  program  has  been  in  operation  such  a short 
time  that  an  attempt  to  give  an  accurate  report  or 
projection  at  this  time  would  be  impractical.  How- 
ever, a supplementary  report  on  the  Medicare  pro- 
gram will  be  available  prior  to  the  meeting  of  the 
House  of  Delegates. 


Public  Medical  Care 

The  Subcommittee  on  Public  Medical  Care  of  the 
Council  Committee  on  Economics  is  composed  of 
the  following: 

William  G.  Childress,  M.D.,  Chairman 

Westchester 

Charles  D.  Post,  M.D Onondaga 

Dr.  William  E.  Gazeley  of  Schenectady  resigned 
in  October,  1956. 

There  were  two  meetings  of  the  committee  during 
the  year,  the  first  on  October  4,  1956,  at  the  offices 
of  the  Medical  Society  in  New  York  City.  Present, 
in  addition  to  your  chairman,  were  Dr.  Charles  D. 
Post,  Dr.  John  H.  Iselin  of  the  Medical  Society,  and 
Dr.  Peter  F.  Birkel  of  the  State  Department  of 
Social  Welfare.  Included  in  the  agenda  of  the 
conference  were  the  following: 

1.  The  anesthetist’s  services  in  Broome  County, 
to  which  Dr.  Brightman  had  replied  under  date  of 
February  21,  1956,  to  Dr.  Scott  Lord  Smith,  pre- 
vious chairman. 

2.  Medical  indigency  was  discussed  in  response 
to  a request  from  Dr.  Lester  for  definition  of  medi- 
cal indigency.  Your  chairman  wrote  Dr.  I.  Jay 
Brightman  and  consulted  with  Commissioner  Stan- 
ton M.  Strawson  of  the  Westchester  County  Depart- 
ment of  Welfare.  A reply  to  Dr.  Lester  pointed  out 
statements  of  these  authorities  and  further  referred 
him  to  an  article  in  the  New  York  State  Journal 
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of  Medicine  under  date  of  July  1,  1956.  The 
committee  agreed  that  the  subject  had  been  ade- 
quately covered  and  that  no  further  action  was 
necessary. 

3.  Old  Age  and  Survivor’s  Insurance  was  pre- 
sented for  discussion  on  the  basis  of  a letter  received 
from  Dr.  Charles  A.  Prudhon,  secretary  of  the  Jeffer- 
son County  Medical  Society.  Dr.  Birkel  pointed 
out  that  the  State  Department  of  Social  Welfare 
was  acting  only  on  behalf  of  the  Federal  govern- 
ment in  administering  OASI,  that  application  for 
disability  freeze  was  initiated  by  the  patient  and 
sent  to  OASI  District  Office,  and  that  it  is  the 
applicant’s  responsibility  to  procure  and  submit 
necessary  medical  evidence  in  support  of  his  claim. 
The  medical  information  is  checked  and  approved 
by  responsible  physicians  in  the  State  Department 
of  Social  Welfare. 

4.  Discussion  regarding  visiting  physician’s  fees 
in  adjoining  counties,  raised  by  Dr.  John  S.  Puzans- 
kas  of  Oswego  County.  It  was  pointed  out  that 
the  Department  of  Social  Welfare  had  received  a 
copy  of  Dr.  Puzanskas’  letter  and  had  referred  it 
to  the  proper  area  office  for  settlement,  since  the 
matter  was  essentially  a local  one.  It  was  sug- 
gested by  this  committee,  however,  that  the  fee 
applicable  should  be  one  adopted  in  the  county  of 
residence  of  the  patient,  since  the  welfare  commis- 
sioner of  the  county  of  patient’s  residence  is  legally 
responsible  for  the  cost  of  the  medical  service. 

5.  Protest  on  five-day  notification  for  authoriza- 
tion of  physician’s  services.  It  was  pointed  out 
that  the  time  had  been  increased  from  forty-eight 
hours  to  five  days,  and  since  the  complaint  came 
from  a physician  in  Westchester  County  who  had 
contacted  the  Department  of  Public  Welfare,  the 
matter  was  being  adequately  handled  through  the 
Commissioner’s  office. 

The  second  meeting  was  held  on  Monday,  Novem- 
ber 5,  1956,  in  the  Albany  office  of  the  State  Medical 
Society.  Present,  in  addition  to  your  chairman, 
were  Dr.  Charles  D.  Post,  Dr.  John  C.  McClintock, 
chairman  of  the  Committee  on  Economics,  and  Dr. 
Walter  P.  Anderton  and  Dr.  Peter  Birkel  of  the 
State  Department  of  Social  Welfare.  The  agenda 
of  this  meeting  included  the  following: 

1 . A report  from  your  chairman  sent  to  Mr. 
Sargeant,  executive  secretary  of  the  Broome  County 
Medical  Society,  attaching  a copy  of  Dr.  Brightman’s 
letter  to  Dr.  Scott  Lord  Smith  of  February  21, 
1956.  Further  comments  were  welcomed,  but  to 
date  none  has  been  received. 

Mr.  Sargeant  had  raised  the  question  of  physicians 
being  required  to  sign  Welfare  Department  form 
M-l  personally.  It  was  stated  by  representatives 
of  the  Welfare  Department  that  this  is  protection 
for  the  physician  making  out  the  form  and  is  not  a 
burdensome  task.  Mr.  Sargeant  was  notified 
accordingly. 

2.  Your  chairman  reported  correspondence  to 
Drs.  Schiff  and  Hummer,  whose  inquiries  dealt 
with  questions  of  fees  and  fee  schedules. 

3.  Your  chairman  discussed  special  report  from 
the  A.M.A.  Washington  Office  dealing  with  Social 


Security  amendments.  New  York  State's  welfare 
program  was  reviewed,  and  your  committee  agreed 
to  endorse  the  present  program. 

4.  The  matter  of  OASI  Disability  amendment 
was  again  discussed,  and  it  was  suggested  that  the 
group  visit  the  Social  Welfare  office  in  New  Y'ork 
City,  through  which  OASI  disability  claims  were 
processed. 

5.  The  chairman  announced  with  regret  the 
resignation  of  1 )r.  Gazeley  of  Schenectady  as  a mem- 
ber of  the  committee. 

Dr.  I.  Jay  Brightman  arranged  for  the  subcom- 
mittee to  meet  in  the  office  of  Mr.  Peter  Kasius, 
Deputy  Commissioner  of  the  Department  of 
Social  Welfare,  regarding  OASI  disability  deter- 
mination, on  Wednesday,  November  28,  1956,  at 
3 p.m.  Your  chairman  was  the  only  committee 
member  who  attended.  However,  Dr.  Brightman 
was  present.  They  reviewed  in  detail  the  pro- 
cedures and  answered  the  questions  raised  by  this 
committee.  They  re-emphasized  that  the  respon- 
sibility of  the  Social  Welfare  Department  was 
mainly  interpretation  of  physical  findings  by  phy- 
sicians making  the  medical  report  for  the  claimant. 
It  was  also  the  opinion  of  this  group  that  the  family 
physician  could  not  in  the  final  analysis  shun  his 
responsibility  in  such  matters,  since  he  would  be 
better  qualified  than  anyone  else  to  make  the 
medical  report.  It  was  further  pointed  out  that  the 
group  of  physicians  evaluating  claims  have  recourse 
to  opinion  from  specialists  in  the  various  fields  of 
medicine  if  needed. 

Recently  a letter  from  Dr.  Jerry  J.  Belden,  secre- 
tary of  the  Oswego  Academy  of  Medicine,  to  Dr. 
Anderton  was  referred  to  this  committee.  Cor- 
respondence with  Dr.  Belden  relates  to  fee  schedules 
of  the  State  Department  of  Social  Welfare;  Dr. 
Belden  wants  to  know  if  there  exists  an  agreement 
between  the  State  Medical  Society  and  the  Depart- 
ment of  Social  Welfare  regulating  such  fees.  The 
local  Commissioner  of  Public  Welfare  of  Oswego 
County  stated  in  a letter,  dated  January  10,  1957, 
“The  State  Department  pointed  out  that  the  pres- 
ent fees  are  in  excess  of  those  agreed  upon  between 
the  State  Medical  Society  and  the  State  Departs 
ment  of  Social  Welfare.”  Dr.  Belden  questions 
that  such  an  agreement  exists  between  these 
departments,  and  the  matter  was  again  referred  to 
Dr.  Anderton  by  your  chairman.  On  February  1, 
1957,  Dr.  Anderton  wrote  me  that  this  matter  was 
reviewed  by  this  committee  under  the  chairmanship 
of  Dr.  Ralph  T.  V.  Todd  in  1946,  studying  in  detail 
the  upward  revision  of  the  fee  schedule:  “In  1956 

the  Committee  reviewed  and  approved  this  schedule 
and  again  presented  it  to  the  Council.  The  Coun- 
cil in  granting  its  approval  made  two  stipulations. 
First,  the  schedule  does  not  represent  the  full  value 
of  the  medical  services  given,  and  second,  the 
difference  between  this  schedule  and  the  full  value 
represents  each  physician’s  contribution  to  needy 
persons  of  the  State.”  A copy  of  this  letter  was 
sent  to  Dr.  Belden. 

It  seems  to  me  that  problems  coming  before  this 
committee  are  of  considerable  magnitude,  and  I 
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should  like  to  suggest  appointing  at  least  two  addi- 
tional members,  preferably  in  practice,  who  have 
served  as  consultants  to  or  had  experience  with 
administration  of  medical  care  to  welfare  patients. 
Dr.  William  B.  Hammond,  consultant  to  the 
Department  of  Public  Welfare  in  Westchester 
County,  is  exceptionally  well  qualified  for  such  an 
appointment  and,  because  of  his  experience  and 
knowledge  in  the  field  of  Medical  Social  Welfare, 
might  serve  better  as  chairman  than  the  present 
incumbent. 


PART  VIII 


Woman’s  Auxiliary 

The  Advisory  Committee  to  the  Woman’s 
Auxiliary  consists  of  the  following: 


Renato  J.  Azzari,  M.D.,  Chairman Bronx 

Thomas  M.  d’Angelo,  M.D Queens 

Albert  Vander  Veer,  II,  M.D Albany 


Continuing  its  policy  of  preparedness,  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York  held  its  annual  Fall  Conference 
in  Syracuse.  At  this  meeting  of  county  auxiliary 
presidents  and  presidents-elect  the  ladies  departed 
from  the  usual  custom  of  inviting  outside  speakers 
and  instead  asked  a member  of  the  conference  to 
lead  a discussion  on  a subject  in  which  her  county 
auxiliary  members  had  been  most  active.  The 
Auxiliary  found  this  type  of  meeting  helped  partici- 
pation by  the  ladies,  stimulated  greater  individual 
thought,  and  provided  a more  intimate  knowledge 
of  the  projects  reviewed. 

During  the  fall  and  winter  the  president,  Mrs. 
Albert  Vander  Veer,  II,  of  Albany,  attended  several 
national,  district,  and  county  meetings.  In  her 
talks  Mrs.  Vander  Veer  demonstrated  the  Auxiliary’s 
intrinsic  value  to  the  medical  profession  and  the 
public  and  illustrated  some  of  the  advantages 
Auxiliary  membership  bestows  both  on  the  physician 
and  his  wife. 

Other  Auxiliary  activities  included  the  promotion 
of  voluntary  medical  care  insurance,  promotion  of 
Today's  Health,  publicizing  of  the  American  Medi- 
cal Education  Foundation,  and  the  orientation  of 
physician’s  wives  in  various  phases  of  Auxiliary  ac- 
tivity, as  well  as  the  medical  profession’s  position 
on  the  new  amendments  to  the  Federal  Social  Se- 
curity Law. 

The  Auxiliary  has  continued  its  interest  in  and 
widened  the  scope  of  its  three  State- wide  projects: 
recruitment  (formerly  known  as  nurse  recruitment 
and  scholarship),  the  exhibit  at  the  State  Fair,  and 
the  Health  Poster  Contest.  A new  project  that  is 
attracting  great  interest  is  the  establishment  of 
Future  Nurse  Clubs,  now  being  sponsored  in  more 
than  67  high  schools. 

The  Auxiliary’s  publication,  the  Distaff,  continues 
to  grow  in  size  and  influence.  Each  page  provides 
inspiration  and  enthusiasm  in  Auxiliary  work. 


Much  credit  for  the  influence  of  the  Distaff  must  go 
to  Mrs.  Harry  Dan  Vickers,  the  editor.  Your  com- 
mittee urges  every  doctor  to  make  certain  that  his 
wife  has  access  to  the  Distaff.  The  Auxiliary  articles 
which  have  become  a monthly  feature  of  the  New 
York  State  Journal  of  Medicine  have  also  at- 
tracted attention,  and  the  Auxiliary  is  grateful  to 
Dr.  Laurance  D.  Redwav,  editor,  for  tills  oppor- 
tunity to  give  a monthly  report  on  one  of  its  ac- 
tivities. 

Two  new  projects  the  Auxiliary  worked  on  at  the 
request  of  committees  of  the  State  Society  include 
cooperation  with  the  Committee  to  Combat  Cults 
and  the  Sesquicentennial  Committee.  The  im- 
mediate objective  of  the  Auxiliary’s  Cult  Committee 
is  to  focus  public  attention  on  the  unscientific  nature 
of  chiropractic.  The  Auxiliary’s  Sesquicentennial 
Committee  assisted  in  the  following:  promoting  at- 
tendance at  the  sesquicentennial  dinner  and  public 
forum;  stimulation  of  the  distribution  of  the  ses- 
quicentennial poster  in  cooperation  with  county 
societies;  arranging  for  hostesses  at  the  public  ex- 
position, and  assisting  in  locating  nurses’  uniforms 
and  student  nurses  to  participate  in  the  Nurse 
Exhibit  and  Fashion  Show  held  in  connection  with 
the  public  exposition. 

The  Auxiliary  is  indebted  to  the  Council,  the 
House  of  Delegates,  and  to  each  member  of  the 
State  Society  for  the  support  given  its  program. 
It  is  grateful  to  the  staff  of  the  Public  and  Profes- 
sional Relations  Bureau  and  to  Mr.  Thomas  E. 
Walsh  for  the  tangible  and  intangible  assistance. 

As  in  the  past  county  auxiliaries  have  cooperated 
in  supplementing  the  public  relations  programs  and 
objectives  of  their  parent  societies.  Others  are 
eager  to  do  so  if  they  are  but  asked.  As  physicians 
we  are  conscious  of  the  urgent  need  for  employing 
ever}'  facility  available  to  inform  the  public  of  the 
basis  of  medicine’s  position  on  certain  public  issues. 
Your  committee  can  think  of  no  group  better 
equipped  to  help  us  in  this  work  than  our  Auxiliary. 

In  conclusion,  your  committee  wishes  to  thank 
Mrs.  Albert  Vander  Veer,  II,  State  Auxiliary  presi- 
dent, and,  through  her,  each  of  her  officers  and 
committee  chairmen  and  Auxiliary  members,  in- 
cluding Mrs.  Arthur  F.  Holding,  State  Auxiliary 
treasurer,  and  Mrs.  Harry  Dan  Vickers,  editor  of  the 
Distaff,  who,  not  only  in  public  but  as  often  in  the 
quiet  of  their  homes,  devote  their  time  and  energv 
to  a better  public  understanding  of  medicine  and  its 
objectives.  Your  committee  also  believes  that  the 
Auxiliary  members  deserve  great  credit  for  the  good 
will  their  activities  have  earned  for  the  medical  pro- 
fession throughout  New  York  State. 

Joint  Committee  of  the  Medical  Society 
of  the  State  of  Netv  York  and  the  New 
York  State  Pharmaceutical  Association 

The  Joint  Committee  of  the  Medical  Society  of 
the  State  of  New  York  and  the  New  York  State 
Pharmaceutical  Association  consists  of  the  following: 
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Medical  Society  of  the  State  of  New  York 

Frederick  Schroeder,  M.D.,  Chairman Kings 

Eli  A.  Leven,  M.D Monroe 

L.  Maxwell  Lockie,  M.D Erie 

New  York  State  Pharmaceutical  Association 

Calvin  Berger,  Chairman New  York 

Nicholas  S.  Gesoalde New  York 

John  F.  O’Brien Monroe 

The  Joint  Committee  of  the  Medical  Society  of 
the  State  of  New  York  and  the  New  York  State 
Pharmaceutical  Association  wish  to  report  they  have 
been  very  active  and  in  a month  or  so  will  have  their 
Manual  of  Therapeutics  ready  for  distribution  to  all 
New  York  State  physicians.  It  has  taken  the  best 
part  of  a year  to  prepare  this  manual  for  publica- 
tion. 

In  addition,  several  matters  in  connection  with  a 
complaint  against  pharmaceutical  manufacturers, 
relative  to  unnecessary  duplication  of  remedies  dis- 
pensed in  tablet  and  capsule  form  although  of  the 
same  formula,  have  been  satisfactorily  adjudicated. 


PART  IX 

Legislation 

The  Council  Committee  on  Legislation  has  the 
following  membership: 


Henry  I.  Fineberg,  M.D.,  Chairman Queens 

James  A.  Lynch,  M.D.,  Vice-Chairman.  . Bronx 

John  C.  Brady,  M.D Erie 

Aaron  Kottler,  M.D Kings 

George  J.  Lawrence,  Jr.,  M.D Queens 

Granville  W.  Larimore,  M.D.,  Adviser.  . Albany 
Stiles  D.  Ezell,  M.D.,  Adviser Albany 

Advisory  Subcommittee 

Jurgens  H.  Bauer,  M.D Onondaga 

E.  Yale  Clarke,  M.D Warren 

Henry  W.  Kaessler,  M.D Westchester 

Herbert  Pollack,  M.D New  York 

Herman  B.  Snow,  M.D St.  Lawrence 

Edwin  MacD.  Stanton,  M.D Schenectady 

Robert  J.  Calihan,  M.D Monroe 

Elton  R.  Dickson,  M.D Broome 

Frederic  W.  Holcomb,  M.D Ulster 

Jacob  L.  Lochner,  Jr.,  M.D Albany 

Joseph  G.  Zimring,  M.D Nassau 


Since  this  report  is  being  compiled  during  the 
latter  part  of  January,  it  must  be  one  of  progress. 

The  Legislature  convened  for  its  180th  annual 
session  on  January  9.  In  his  message  to  the  Legis- 
lature Governor  Averell  Harriman  outlined  the 
following  program  relating  to  medicine  and  allied 
fields: 

Atomic  energy — -enactment  of  a State  atomic 
energy  law. 

Disability  benefits — ( 1 ) increasing  maximum  bene- 
fits under  the  Disability  Benefits  Law  to  $45  a week, 


increasing  the  period  of  coverage  from  twenty  to 
twenty-six  weeks,  and  extending  coverage  to  em- 
ployers of  one  or  more;  (2)  provision  that  employes 
not  be  required  to  pay  more  than  one-half  the  cost 
of  Disability  Benefits  Insurance;  (8)  provision  that 
sickness  disability  benefits  include  $10  a day  for 
hospital  expenses  up  to  a maximum  of  $150. 

Mental  health — -(1)  the  appropriation  of  addi- 
tional funds  for  State  mental  hospital  construction; 

(2)  the  redesignation  of  each  State  school  as  a State 
school  and  hospital;  (3)  elimination  from  the  law  of 
the  concept  that  the  State  mental  hospitals  are  only 
for  the  poor. 

Public  health — (1)  legislation  should  be  enacted 
to  aid  those  suffering  from  arteriosclerotic  heart 
disease;  (2)  recommendations  to  be  presented  to 
the  Legislature  on  the  subject  of  air  pollution  con- 
trol. 

On  the  other  hand,  the  Republican  leaders  in  the 
Senate  and  Assembly  announced  the  following  pro- 
gram: 

Problems  of  the  aging — ( 1 ) expansion  of  a pro- 
gram of  job  counseling  for  persons  older  than 
forty;  (2)  assignment  to  a high-level  administrator 
in  the  Department  of  Labor  the  responsibility  of 
devoting  full  time  to  the  problems  of  the  aging; 

(3)  appropriations  to  match  Federal  funds  avail- 
able for  the  training  of  personnel  in  the  special 
problems  of  working  with  the  aged. 

Health  and  mental  health — (1)  efforts  to  con- 
tinue and  improve  programs  for  the  vocational  re- 
habilitation of  persons  who  have  recovered  from 
disease  or  disability;  (2)  continued  and,  where  neces- 
sary, expanded  support  of  broader  research  pro- 
grams in  public  health  and  mental  health,  particu- 
larly in  the  control  of  cancer,  mental  disease,  and 
chronic  physical  disease;  (3)  adoption  of  air  pollu- 
tion control  legislation. 

Thus  far,  the  legislative  activity  in  Albany  has 
been  unexciting.  A number  of  bills  concerned  with 
medicine  and  public  health  have  been  introduced, 
but  no  one  can  predict  accurately  wrhat  course  any  of 
them  will  take.  What  eventuates  in  the  Senate 
and  Assembly  and  the  results  of  deliberations  and 
actions  will  be  fully  reported  in  our  supplementary 
report  to  the  House  of  Delegates. 


Last  June  the  Council  Committee  on  Legislation 
received  instructions  from  the  House  of  Delegates, 
through  the  Council,  to  sponsor  the  following  legis- 
lation : 

1.  A strong  injunction  bill. 

2.  A bill  to  prevent  hospitals  from  practicing 
medicine,  similar  to  the  Friedman  and  Pino  bills 
of  previous  years. 

3.  A law  that  would  protect  physicians  in  cases 
wrhere  they  take  blood  for  alcoholic  testing. 

4.  Changes  in  the  Workmen’s  Compensation 
Law  (supported  a year  ago,  but  to  no  avail):  (a) 
to  abolish  medical  practice  committees  in  counties 
with  a population  over  a million  and  restore  the 
functions  of  these  committees  to  the  county  medical 
societies,  ( b ) to  make  decisions  of  the  Medical  Ap- 
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peals  Unit  binding  on  the  Workmen’s  Compensa- 
tion Board  chairman,  (c)  to  create  panels  of  expert 
consultants  for  evaluation  of  workmen's  compen- 
sation cases. 

5.  Revision  of  the  autopsy  law. 


Despite  strenuous  opposition  of  the  American 
Medical  Association  and  our  State  Society,  H.R. 
7225,  a law  which  embraces  a wide  range  of  changes 
in  old-age  and  survivors  insurance,  the  public 
assistance  programs,  and  child  welfare  services, 
was  passed  by  Congress  and  signed  b}-  the  President 
on  August  1,  1956. 


The  chairman  of  the  Legislation  Committee  at- 
tended a meeting  of  the  New  York  State  Advisory 
Council  in  Psychology  in  the  New  York  City  office 
of  the  State  Education  Department  on  September 
22,  1956.  In  addition  to  the  members  of  that 
Council,  Assistant  Commissioner  Robert  C.  Kil- 
lough,  Jr.,  and  Dr.  Stiles  D.  Ezell,  there  were 
present  Dr.  James  Greenough,  Dr.  W.  P.  Anderton, 
Dr.  Theodore  J.  Curphey,  Mr.  Richard  Burns,  our 
legal  counsel,  and  Drs.  Matthew  Brody  and  Curtis 
T.  Prout  (psychiatrists). 

The  purpose  of  the  conference  was  to  discuss  the 
new  law  which  calls  for  the  certification  of  psy- 
chologists. The  deliberations  brought  forth  these 
facts:  that  the  bill  which  was  passed  and  signed 

by  the  Governor  was  one  of  certification  and  not 
licensure;  that  where  teamwork  is  involved  in  an- 
alyzing a case  in  the  clinic  or  in  the  inpatient  service 
of  a hospital,  there  is  practically  no  conflict  between 
the  psychiatrists  and  the  psychologists — each  mem- 
ber of  the  group  has  his  particular  job  to  do,  with 
the  doctor  of  medicine  in  charge:  that  in  individual 
practice  quite  a number  of  psychologists,  working 
without  medical  supervision,  persist  in  making 
diagnoses  and  using  psychotherapy.  This  is  con- 
trary to  the  law,  which  states  that  “the  practice  of 
medicine  is  defined  as  follows:  a person  practices 
medicine  within  the  meaning  of  this  article  . . . who 
holds  himself  out  as  being  able  to  diagnose,  treat, 
operate  or  prescribe  for  any  human  disease,  pain, 
injury,  deformity  or  physical  condition  and  who 
shall  either  offer  or  undertake,  by  any  means  or 
method,  to  diagnose,  treat,  operate  or  prescribe  for 
any  human  disease,  pain,  injury,  deformity  or  phys- 
ical condition.”  The  psychologists  feel  that  those 
who  have  received  their  training  in  recognized  uni- 
versities which  have  established  departments  for 
this  purpose  are  entitled  to  diagnose  and  treat  “psy- 
chological” conditions. 

No  definite  decisions  were  reached  at  the  meeting. 
The  State  Education  Department  still  has  a big  task 
before  it.  It  was  Dr.  Ezell’s  opinion  that  since  the 
main  objective  of  the  meeting  was  to  gain  expres- 
sions of  opinion  and  to  explore  all  angles  from  an 
administrative  standpoint,  the  get-together  of  medi- 
cine and  psychology  was  reasonably  successful. 


Several  meetings  of  the  Council  Committee  on 


Legislation  have  been  held,  at  which  the  legislation 
program  of  the  Medical  Society  of  the  State  of 
New  York  has  been  thoroughly  discussed. 


In  accordance  with  precedent  the  executive  offi- 
cer of  the  Legislation  Bureau  and  the  chairman  of 
the  committee  completed  their  tour  of  the  State  on 
November  5,  1956.  Eight  cities  were  in  the  itiner- 
ary: New  York,  Saratoga  Springs,  Ogdensburg, 

Cortland,  Geneva,  Buffalo,  White  Plains,  and  Kings- 
ton. We  met  with  one  or  more  members  of  the 
Council  committee  or  its  advisory  subcommittee, 
county  medical  society  legislation  chairmen,  and 
other  representatives  from  the  “grass  root  areas” 
of  the  State.  In  each  section  the  legislation  pro- 
gram was  presented  in  detail,  and  everyone  was  given 
the  opportunity  to  express  his  views. 

Among  those  who  attended  the  conferences  were 
42  county  legislation  chairmen:  14  members  of  the 
Council  committee  and  the  advisory  subcommittee, 
our  vice-president,  five  councillors,  the  chairman 
of  the  Council  Committee  on  Public  Relations,  two 
county  medical  society  presidents-elect,  one  county 
medical  society  president,  five  executive  secretaries 
and  six  others.  This  was  a considerable  improve- 
ment over  a year  ago.  We  were  graciously  received 
in  all  parts  of  the  State  and  are  extremely  grateful 
to  all  who  made  our  visits  so  very  enjoyable. 

At  the  invitation  of  Dr.  Norman  S.  Moore  the 
chairman  spent  a day  in  Ithaca  and  spoke  to  the 
medical  staff  of  the  Cornell  Infirmary  and  Hospital 
about  the  dangers  of  chiropractic  licensure. 

The  tour  reaffirmed  our  belief,  so  aptly  expressed 
by  our  president  some  time  ago,  that  it  is  important 
to  meet  our  colleagues  throughout  the  State  in  order 
to  improve  the  liaison  between  them  and  the  people 
in  central  headquarters.  The  members  of  our 
Society  should  learn  what  we  are  doing  in  the  legis- 
lation field,  and  we  should  know  their  thinking  so 
that  we  can  call  on  them  for  help  at  the  proper 
time.  These  meetings  undoubtedly  bring  us  closer 
together. 

The  deliberations  of  the  Council  Committee  on 
Legislation  and  the  conferences  referred  to  above 
have  resulted  in  the  following  legislation  program 
which  has  been  approved  by  the  Council.  It  has  been 
generally  agreed  that  we  should  concentrate  on  the 
bills  that  have  a chance  of  passing  and  not  waste 
much  time  and  energy  on  those  proposals  which  in 
all  likelihood  will  fall  by  the  wayside.  Our  efforts 
must  not  be  spread  over  too  wide  a field  so  that  they 
become  diluted  and  of  questionable  value. 

1.  The  injunction  bill:  A strong  injunction  bill 

will  be  introduced,  and  we  will  fight  vigorously  for 
its  passage.  It  has  been  stressed  that  the  counsel 
of  our  Legislation  Bureau  should  seek  “strong' 
legislators  in  both  houses  to  sponsor  its  introduction. 

2.  The  practice  of  medicine  by  hospitals:  Ac- 

cording to  the  December,  1956,  issue  of  Hospitals, 
the  official  publication  of  the  American  Hospital 
Association,  a compromise  has  been  reached  in 
Iowa.  Following  is  the  text  of  the  joint  declaration 
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accepted  in  November,  1956,  by  the  Board  of  Trus- 
tees of  the  Iowa  Hospital  Association  and  the  Execu- 
tive Council  of  the  Iowa  State  Medical  Society: 

1.  The  ownership  and  maintenance  of  the  labo- 
ratory and  x-ray  facilities  and  the  operation  of  same 
under  this  joint  declaration  is  a proper  function  of  a 
hospital. 

2.  Pathology  and  radiology  services  performed  in 
hospitals  are  the  product  of  the  joint  contribution  of 
hospitals,  doctors  and  technicians  but  these  services 
constitute  medical  services  which  must  be  performed 
by  or  under  the  direction  and  supervision  of  a doctor, 
and  no  hospital  shall  have  the  right  to  control  or 
interfere  with  the  professional  medical  acts  and 
duties  of  the  doctor  in  charge  of  the  pathology  or  ra- 
diology facilities  or  of  the  technicians  under  his  super- 
vision. 

3.  Each  hospital  should  arrange  for  such  services 
and  for  the  direction  and  supervision  of  its  pathology 
or  radiology  department  by  entering  into  either  an 
oral  or  written  agreement  with  a doctor  who  is  a 
member  of  or  acceptable  to  the  hospital  medical 
staff.  Such  doctor  may  or  may  not  be  a specialist. 
The  laboratory  may  be  supervised  and  directed  by  a 
qualified  member  of  the  staff  and  specific  services 
may  be  referred  to  a specialist,  or  the  specialist  may 
also  direct  and  supervise  the  laboratory  as  may  be 
desired.  Any  contract  so  entered  into  shall  be  in 
accordance  with  the  principles  stated  herein. 

4.  Technicians  and  other  personnel  (not  including 
doctors)  in  pathology  or  radiology  departments, 
shall  (unless  the  department  is  leased)  be  employees 
of  the  hospital  or  members  of  the  religious  order 
operating  the  hospital,  subject  to  the  rules  and  regu- 
lations of  the  hospital  applicable  to  employees  gen- 
erally, but  under  the  direction  and  supervision  of 
the  doctor  in  charge  of  the  Department  as  set  forth 
elsewhere  in  this  Declaration. 

5.  The  doctors  and  hospitals  shall  mutually 
agree  upon  the  employment  of  any  technicians 
necessary  for  the  proper  operation  of  said  Depart- 
ment and  no  technicians  shall  be  dismissed  from 
said  employment  without  the  mutual  consent  of 
the  parties,  provided,  however,  that  in  the  event  the 
hospital  and  Doctor  are  unable  to  mutually  agree 
upon  the  hiring  or  discharge  or  disciplining  of  any 
employee  of  said  Departments,  the  matter  shall  be 
promptly  submitted  to  the  Joint  Conference  Com- 
mittee. 

6.  The  contract  between  the  hospital  and  doctor 
in  charge  of  the  laboratory  or  x-ray  facilities  may 
contain  any  provision  for  compensation  of  each  upon 
which  they  mutually  agree,  provided,  however,  that 
no  contract  shall  be  entered  into  which  in  any  way 
creates  the  relationship  of  employer  and  employee 
between  the  hospital  and  the  Doctor,  and  a per- 
centage arrangement  is  not  and  shall  not  be  con- 
strued to  be  unprofessional  conduct  on  the  part  of 
the  physician  or  in  violation  of  the  statutes  of  the 
State  of  Iowa  upon  the  part,  of  the  hospitals. 

7.  The  hospital  admission  agreement  signed  by 
the  patient  or  his  legal  representative  shall  contain 
the  following  statement:  “Pathology  and  radiology 
services  are  medical  services  performed  or  super- 
vised by  physicians,  and  the  personnel  and  facilities 
are  furnished  by  the  hospital  for  said  services. 
Charges  for  such  services  are  collected,  however,  by 
the  hospital  on  behalf  of  said  Doctors  pursuant  to 
an  agreement  between  said  physicians  and  the  hos- 
pital, and  from  said  charges  I consent  that  an  agreed 
sum  will  be  retained  by  the  hospital  in  accordance 


with  an  existing  agreement  between  tne  Doctor  and 
the  hospital.” 

8.  The  hospital  bill  shall  properly  include  the 
charges  for  pathology  and  radiology  services  as  long 
as  the  name  of  the  Doctor  is  stated  and  it  fairly 
appears  that  the  charge  is  for  medical  services. 

The  said  hospital  bill  shall  also  contain  a state- 
ment substantially  in  the  following  form:  “The 

pathology  and  radiology  charges  are  for  medical  serv- 
ices rendered  by  or  under  the  direction  of  the  Doctor 
listed  above  and  arc  collected  by  the  hospital  on  be- 
half of  the  Doctor,  from  which  charges  an  agreed 
sum  will  be  retained  by  the  hospital  in  accordance 
with  an  existing  agreement  to  which  retention  you 
consented  at  the  time  of  your  admission  to  the 
hospital.” 

9.  All  fees  to  be  charged  by  the  physicians  for 
pathology  and  radiology  services  shall  be  mutually 
agreed  upon  by  the  hospital  and  the  Doctor.  In 
the  event  dispute  shall  arise  between  the  parties 
the  matter  shall  be  submitted  for  judgment  to  the 
Joint  Conference  Committee. 

10.  Fees  for  radiology  and  pathology  services  must 
be  paid  for  as  medical  and  not  hospital  services.  In 
all  cases  this  requires  payment  by  “Blue  Shield" 
(Iowa  Medical  Service)  and  not  by  “Blue  Cross” 
(Hospital  Service  of  Iowa). 

11.  Nothing  in  these  principles  is  intended  or 
should  affect  in  any  way  that  obligation  of  public  hos- 
pitals under  Chapter  347  or  380  of  the  Code  of  Iowa 
(1954),  as  well  as  the  State  Hospital  at  Iowa  City,  to 
provide  in  Chapter  254  and  Chapter  255  of  the  Code 
wherein  medical  treatment  is  to  be  provided  by 
hospitals  of  that  category  to  patients  of  certain  en- 
titlement, nor  to  the  operation  by  the  State  mental 
or  other  hospitals  authorized  by  law. 

12.  Whenever  used  herein  the  term: 

(а)  "Hospital"  shall  include  all  hospitals  licensed 
under  Chapter  135B  of  the  Code  of  Iowa  (1954); 

(б)  “Doctor”  shall  mean  any  person  licensed  to 
practice  medicine  and  surgery  under  the  provisions 
of  Chapters  147  and  148  of  the  Code  of  Iowa  (1954); 

(c)  “Technician”  shall  mean  either  technician  or 
technologists; 

( d ) “Joint  Conference  Committee”  shall  mean  the 
“Joint  Conference  Committee”  as  required  by  the 
Joint  Commission  on  Accreditation  of  Hospitals. 

13.  This  Joint  Declaration  shall  be  submitted  to 
the  Iowa  State  Medical  Society  and  to  the  Iowa 
Hospital  Association  for  approval  on  November  15, 
1956,  and  it  is  recommended  that  this  Joint  Decla- 
ration be  implemented  by  both  organizations  in  a 
spirit  of  cooperation  as  the  pending  Supreme  Court 
appeal  and  in  all  other  respects  and  that  joint  action 
by  legislation  be  undertaken  to  legalize  the  prin- 
ciples herein  stated  wherever  necessary. 

(This  joint  declaration  was  signed  by:  John  A. 

Dailey,  member  of  advisory  committee,  Mercy 
Hospital,  Burlington,  Iowa;  Thomas  C.  Murphy, 
trustee,  Murphy  Memorial  Hospital,  Red  Oak,  Iowa; 
Joseph  F.  Rosenfield,  trustee,  Iowa  Methodist  Hos- 
pital, Des  Moines;  W.  L.  Downing,  M.D.,  president, 
Iowa  State  Medical  Society,  George  H.  Scanlon, 
M.D.,  chairman  of  the  board  of  trustees  of  the  Iowa 
State  Medical  Society,  and  R.  B.  Throckmorton, 
attorney  for  the  Iowa  State  Medical  Society.) 

The  problem  of  hospitals  practicing  medicine  still 
exists  in  New  York  State.  We  will  proceed  in 
the  same  fashion  as  in  previous  years,  and  we  will 
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sponsor  a bill  similar  to  the  Friedman  and  Pino 
bills. 

The  question  of  the  Medical  Society  instituting 
litigation  proceedings  against  corporations  prac- 
ticing medicine  has  been  referred  to  a special  com- 
mittee for  stud}'  and  evaluation. 

3.  A bill  to  absolve  doctors  from  liability  for 
assault  charges  if  they  take  blood  for  tests  of  drunken 
drivers  has  been  introduced  by  Senator  Searles  G. 
Shultz.  This  proposal  must  be  carefully  studied 
before  we  take  any  definite  action. 

4.  Three  bills  relating  to  workmen’s  compensa- 
tion will  be  reintroduced:  (a)  to  abolish  medical 

practice  committees  in  counties  with  a population 
of  a million  or  more;  ( b ) to  make  decisions  of  the 
Medical  Appeals  Unit  binding  on  the  Workmen’s 
Compensation  Board  chairman;  (c)  to  provide  that 
the  chairman  designate  physicians  to  serve  individu- 
ally or  in  panels  as  expert  consultants  to  advise 
with  respect  to  disputed  questions  of  medical  testi- 
mony and  care. 

5.  Amendment  to  the  autopsy  law:  We  are 
committed  to  a liberalization  of  the  autopsy  law. 
In  previous  years  our  efforts  have  failed  because  of 
the  objections  of  the  clergy  of  one  of  the  major  re- 
ligious faiths.  The  chairman  has  thus  far  attended 
two  conferences  on  autopsies  in  New  York  City. 
Present  at  these  meetings  have  been  members  of 
the  Assembly,  representatives  of  the  rabbinate,  a 
number  of  pathologists,  hospital  people,  health  offi- 
cials, and  an  assistant  to  the  Mayor  of  the  City  of 
New  York.  The  rabbis  have  expressed  the  belief 
that  there  must  be  some  change  in  procedure  in 
order  to  avoid  “degradation”  of  the  human  body. 

The  results  of  our  conferences  may  be  summa- 
rized as  follows:  that  a noncontroversial  bill  should 
be  drawn  up,  taking  into  consideration  the  feelings 
of  the  rabbinate,  to  be  presented  at  the  present  ses- 
sion of  the  Legislature  and  that  a committee  should 
study  a long-range  program  concerned  with  the 
entire  question  of  autopsies,  the  Sanitary  Code, 
and  other  related  matters. 

It  must  be  kept  in  mind  that  if  we  are  to  be  suc- 
cessful in  amending  the  autopsy  law,  we  must  have 
the  approval  of  all  three  groups  of  the  Jewish  faith, 
the  orthodox,  the  conservative,  and  the  reformed. 

At  this  time  (February,  1957)  the  bill  recom- 
mended by  the  Greater  New  York  Hospital  Asso- 
ciation and  the  one  proposed  by  us  are  not  in  agree- 
ment. A meeting  has  been  scheduled  between  the 
pathologists  and  the  leaders  in  the  rabbinical  field  in 
order  to  eliminate  these  diflerences. 

At  present  our  bill  reads  as  follows  (italicized 
material  is  new): 

An  Act  to  amend  the  public  health  law,  in  relation 
to  the  right  to  dissect  the  body  of  a deceased  person. 

The  People  of  the  State  of  New  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

Section  1 . Subdivision  three  of  section  forty-two 
hundred  ten  of  the  public  health  law  is  hereby 
amended  to  read  as  follows: 

3.  Whenever  and  so  far  as  the  husband,  wife  or 
next  of  kin  of  the  deceased,  being  charged  by  law 
with  the  duty  of  burial,  of  if  there  be  more  than  one 
such  next  of  kin,  then  whenever  any  of  them,  acting  on 
behalf  of  all  the  next  of  kin,  (a)  may  authorize  dissec- 


tion by  a physician  authorized  to  practice  medicine, 
for  the  sole  purpose  of  ascertaining  the  cause  of  death, 
or  (b)  may  authorize  dissection  for  any  other  pur- 
pose by  written  instrument  which  shall  specify  the 
purpose  and  extent  of  the  dissection  so  authorized, 
however,  dissection  pursuant  to  this  subdivision  shall  be 
performed  without  undue  delay  and  with  proper  regard 
for  the  religious  convictions  of  the  deceased,  so  far  as 
the  same  can  be  ascertained,  and  the  remains  of  the  de- 
ceased shall  be  treated  with  all  due  respect,  and  the  body 
delivered  thereafter  to  the  designated  funeral  director 
with  reasonable  dispatch;  or  . . . 

H 2.  This  act  shall  take  effect  immediately. 

6.  We  will  sponsor  the  introduction  of  three  bills 
to  amend  the  Disability  Benefits  Law-: 

(a)  A bill  to  the  effect  that  “physicians  shall  be 
paid  for  testimony  where,  in  the  opinion  of  the 
referee,  testimony  is  necessary  to  decide  the  claim  for 
disability  benefits.” 

(b)  Making  all  licensed  physicians  eligible  to  render 
care  under  disability  benefits  law.  Under  present 
law  (Workmen’s  Compensation  Law  Section  205 
(2)),  no  employe  is  entitled  to  nonoccupational 
disability  benefits  for  any  period  of  disability  during 
which  an  employe  is  not  under  the  care  of  a physi- 
cian authorized  by  the  chairman  of  the  Workmen’s 
Compensation  Board  to  render  compensation  medi- 
cal care,  but  the  chairman  may  waive  such  authori- 
zation. The  proposed  amendment  would  eliminate 
the  requirement  that  the  physician  have  a com- 
pensation rating  and  make  it  sufficient  that  he  is 
duly  licensed. 

(c)  Repeal  of  authority  of  chairman  to  take  away 
compensation  ratings  for  acts  of  physicians  relating 
to  the  disability  benefits  law.  Under  present  law 
(Workmen’s  Compensation  Law  Section  220  (5)),  in 
addition  to  the  other  penalties,  the  chairman  shall 
remove  from  the  list  of  physicians  authorized  to  ren- 
der compensation  medical  care  the  name  of  any 
physician  whom  he  shall  find  has  submitted  to  the 
employer  or  carrier  or  chairman,  in  connection 
with  any  claim  for  disability  benefits,  a statement 
of  disability  that  is  not  truthful  and  complete.  The 
Medical  Society  takes  the  view  that  disciplining  for 
such  behavior  is  the  function  of  the  Board  of  Re- 
gents pursuant  to  its  rules  relating  to  unprofessional 
conduct. 

7.  A free  choice  of  medical  plan  bill  will  be 
reintroduced.  However,  in  keeping  with  our  policy 
of  previous  years,  it  will  not  be  actively  supported 
in  Albany  because  we  still  believe  that  this  is  a 
problem  which  primarily  concerns  the  doctors  in 
the  downstate  area  and  the  battle  should  be  fought 
in  New  York  City. 


The  Section  on  Ophthalmology  of  the  Medical 
Society  of  the  State  of  New  York  has  indicated 
that  it  intends  to  have  introduced  the  medical 
technicians  bill  which  failed  to  pass  last  year.  The 
problem  is  being  studied  by  the  Interdepartmental 
Health  Resources  Board,  and  we  are  postponing  any 
action  on  our  part  at  this  time. 
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The  Medical  Society  of  the  State  of  New  York 
will  support  the  New  York  State  Association  of 
Public  Health  Laboratories,  the  New  York  State 
Society  of  Pathologists,  and  the  State  Departments 
of  Health  and  Education  in  their  opposition  to  the 
passage  of  legislation  designed  to  license  laboratory 
directors.  The  bill  which  will  be  introduced  by  the 
New  York  State  Society  of  Clinical  Laboratories, 
whose  membership  is  composed  primarily  of  labo- 
ratories not  under  the  direction  of  licensed  physi- 
cians, would  license  medical  technicians,  labora- 
tory directors,  and  medical  laboratories,  and  the 
licensing  would  not  be  restricted  to  qualified  patholo- 
gists or  medical  technologists  with  qualifications  re- 
quired by  the  Registry  of  Medical  Technologists 
(American  Society  of  Clinical  Pathologists). 


The  committee  has  under  consideration  the  prob- 
lem of  excessive  fines  in  the  case  of  those  physi- 
cians who  fail  to  register  biennially.  This  question 
was  originally  brought  to  the  attention  of  Dr.  W.  P. 
Anderton,  our  secretary,  by  Dr.  Matthew  J.  Calla- 
nan,  president  of  the  Medical  Society  of  the  County 
of  Erie.  Dr.  John  W.  Paige,  chief  of  the  Bureau  of 
Professional  Examinations  and  Registrations  of  the 
New  York  State  Department  of  Education,  has 
been  contacted  with  the  idea  of  determining  the 
present  policy  and  to  ascertain  what  the  regulations 
are  that  prescribe  the  amount  of  the  fine. 
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We  have  received  word  that  Senator  George  R. 
Metcalf  will  present  a bill  on  health  insurance. 
This  will  amend  the  insurance  law  in  relation  to  the 
provisions  of  group  or  blanket  accident  and  health 
insurance  policies  and  nonprofit  subscriber  con- 
tracts and  is  aimed  at  finding  ways  to  increase  the 
coverage  on  a voluntary  basis. 

The  Council  has  recommended  that  this  pro- 
posal be  submitted  to  the  Medical  Expense  Insurance 
Subcommittee  for  study  and  evaluation. 


The  recommendations  of  the  Second  Hoover 
Commission  have  been  discussed.  Some  of  them 
have  already  been  enacted  into  law.  Further  ac- 
tion on  our  part  will  be  postponed  until  the  85th 
Congress  has  designated  what  its  intentions  are. 


.1,  A legislation  manual  should  be  prepared  by 
each  state  (the  A.M.A.  hopes  to  set  up  a model  draft 
for  those  states  which  desire  a guide  in  the  prepa- 
ration of  a manual). 

4.  Key  legislation  men  should  be  appointed  in 
each  state.  These  men  will  actually  be  appointed 
by  the  Board  of  Trustees  of  the  American  Medical 
Association  and  will  serve  as  a link  between  the 
state  society  and  the  A.M.A.  Committee  on  Legis- 
lation. They  will  be  primarily  responsible,  through 
the  appropriate  member  of  the  A.M.A.  Legislation 
Committee,  for  national  legislation  activities  in 
their  states. 

The  committee  studied  these  proposals  and  agreed 
that  the  physicians  in  our  State  should  take  a more 
active  interest  in  Federal  legislation  without  in  any 
way  jeopardizing  our  State  program.  The  com- 
mittee, therefore,  recommended  to  the  president  and 
Council  that  a Federal  legislation  subcommittee 
of  three,  responsible  to  the  Council  Committee  on 
Legislation,  be  appointed  to  study  and  evaluate 
that  part  of  legislation  which  is  under  consideration 
by  the  Federal  government.  This  was  approved 
by  the  Council.  Our  president  has  appointed  to  this 
subcommittee  Dr.  John  F.  Rogers,  Poughkeepsie, 
chairman;  Dr.  Theodore  B.  Steinhausen,  Rochester; 
Dr.  George  J.  Lawrence,  Jr.,  Flushing. 

The  Council  has  also  approved  that: 

1.  A legislation  manual  be  published  as  soon  as 
the  A.M.A.  model  draft  has  been  submitted  to  us. 

2.  The  three  names  of  the  members  of  the  sub- 
committee be  submitted  as  nominations  for  the  key 
men  in  New  York  State  who  are  willing  to  assist  in 
Federal  legislation  matters. 

3.  The  legislation  chairman  of  each  county 
medical  society  is  to  be  designated  as  the  legislation 
contact  man  to  work  with  the  State  Legislation 
Subcommittee  and  the  Woman’s  Auxiliary. 


As  soon  as  the  new  list  of  Senators  and  Assembly- 
men was  made  available,  the  chairman  wrote  to 
each  legislator,  bringing  to  their  attention  that  our 
Bureau  in  Albany  and  the  Council  Committee  on 
Legislation  stand  ready  to  help  in  matters  concern- 
ing public  health,  medicine,  and  the  public  welfare 
of  the  people  of  our  State. 
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We  have  been  informed  by  the  chairman  of  the 
Committee  on  Legislation  of  the  American  Medical 
Association  that  a new  legislation  program  has  re- 
cently been  adopted.  This  was  brought  about  by 
the  fact  that  there  has  been  a substantial  increase 
in  Federal  legislative  activity  concerning  bills  of 
medical  interest  and  that  there  is  every  indication 
this  trend  will  continue  during  the  85th  Congress. 

The  new  program  contains  these  major  sugges- 
tions: 

1.  Each  state  society  should  set  up  a legislation 
committee. 

2.  There  should  be  a legislation  contact  man  ap- 
pointed in  each  county. 


The  Committee  to  Combat  Cults  has  the  follow- 
ing membership: 


Henry  I.  Fineberg,  M.D.,  Chairman  . .Queens 

Theodore  J.  Curphev,  M.D Nassau 

Harold  B.  Smith,  M.D Albany 

Floyd  S.  Winslow,  M.D Monroe 

Frederick  W.  Miebach,  Adviser New  York 


The  Committee  to  Combat  Cults  has  met  on 
several  occasions  to  consider  the  threat  of  chiro- 
practic licensure. 

During  the  late  summer  the  Governor  requested 
that  the  Interdepartmental  Health  Resources 
Board  “look  into  the  problem  of  the  licensing  of 
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the  chiropractic  profession.”  The  Interdepart- 
mental Health  Resources  Board  was  organized  to 
replace  the  New  York  State  Interdepartmental 
Health  Council  and  Mental  Health  Commission. 
The  members  of  the  board  are  James  E.  Allen, 
Commissioner  of  Education;  John  J.  Bourke,  M.D., 
director,  Joint  Hospital  Survey  and  Planning 
Commission;  Herman  E.  Hilleboe,  M.D.,  Com- 
missioner of  Health;  Paul  H.  Hoch,  M.D.,  Com- 
missioner of  Mental  Hygiene;  Raymond  W.  Hous- 
ton, Commissioner  of  Social  Welfare;  Isador  Lubin, 
Industrial  Commissioner;  Lee  B.  Mailler,  chairman, 
Board  of  Parole;  Thomas  J.  McHugh,  Commissioner 
of  Correction;  Angela  R.  Parisi,  chairman,  Work- 
men’s Compensation  Board;  I.  Jay  Brightman, 
M.D.,  executive  director. 

From  all  that  we  can  ascertain,  the  chiropractors 
are  on  the  “warpath”  again.  They  are  definitely 
convinced  that  this  is  their  year.  Some  of  them  are 
trying  to  close  ranks  and  bring  about  a unity  be- 
tween all  their  groups.  With  this  in  mind  the 
Chiropractic  Guild  of  New  York,  Inc.  has  issued  a 
“call  to  arms,”  which  is  actually  an  attempt  to  con- 
solidate all  their  forces  in  one  great  effort  to  obtain 
licensure. 

Our  committee  still  feels  that  chiropractic  is 
quackery,  and  we  have  adopted  this  policy,  which 
has  been  approved  by  the  Council : 

I.  We  reiterate  our  stand  that  chiropractic  is 
cultism;  that  we  cannot  be  a party  to  any  program 
that  will  license  chiropractors  and  give  them  the 
stature  to  which  they  are  not,  by  the  widest  stretch 
of  the  imagination,  entitled;  that  we  cannot  com- 
promise with  charlatanism;  that  we  will  not  sponsor 
or  support  any  amendment  or  so-called  “strong” 
bill,  no  matter  how  many  restrictions  and  limitations 
are  included.  We  refuse  to  recognize  that  chiro- 
practic is  anything  but  quackery. 

Should  chiropractic  licensing  pass  at  sometime  in 
the  future — and  we  hope  that  this  will  never  hap- 
pen— no  one  will  be  able  to  point  the  finger  at  the 
medical  profession  in  this  State  and  say  that  we 
were  instrumental  in  making  possible  legislation 
inimical  to  the  public  welfare  or  that  we  agreed  to 
go  along  with  the  least  of  several  evil  bills. 

II.  We  will  continue  our  antichiropractic 
campaign. 

III.  We  will  support  very  actively  the  reintro- 
duction of  an  injunction  bill. 

There  have  been  indications  that  the  members  of 
the  Board  of  Regents  are  still  committed  to  some 
form  of  licensure  for  chiropractors  “in  order  to  con- 
trol them.”  The  official  report  of  the  Interdepart- 
mental Health  Resources  Board  concerning  this 
subject  has  not  yet  been  made  known  to  us. 

During  the  month  of  December  the  Committee 
to  Combat  Cults  adopted  the  following  “Plan  of 
Action”  which  was  subsequently  approved  by  the 
Council: 

A.  Objectives 

1.  Alert  all  doctors  through  county  medical 
societies  that  the  chiropractors  will  wage  an  all-out 
campaign  to  secure  licensure  legislation  in  1957. 


2.  Inform  all  doctors  of  the  current  reactivation 
of  the  Committee  to  Combat  Cults  and  of  its  pur- 
pose, i.e.,  since  chiropractic  is  unscientific,  there  can 
be  no  compromise  with  it;  that  a strong  case  will 
be  made  to  have  the  1957  Legislature  enact  an  in- 
junction bill;  marshall  all  forces  to  assure  that  the 
1957  Legislature  does  not  grant  chiropractic  legal 
recognition. 

3.  Encourage  State  Auxiliary  support  and  par- 
ticipation in  the  campaign  to  be  conducted  by  the 
Committee  to  Combat  Cults. 

4.  Stimulate  county  society  presidents  to  appoint 
county-wide  committees  with  legislation  and  public 
relations  committee  chairmen  as  nuclei. 

5.  Advise  the  Governor,  Board  of  Regents, 
Interdepartmental  Health  Resources  Board,  and 
members  of  the  1957  Legislature  of  the  reasons  why 
chiropractic  is  unscientific  and  therefore  cannot  be 
recognized  as  a healing  art. 

6.  Inform  staff  and  editorial  personnel  of  all 
mass  media  (press,  radio,  TV)  of  chiropractic’s 
unscientific  basis  and  why  its  recognition  would 
serve  to  undermine  New  York  State  standards  of 
education  and  public  health. 

7.  Stimulate  county  medical  society  officers  to 
inform  people  in  their  own  local  areas  and  their 
representatives  in  the  State  Legislature  of  the 
reasons  why  chiropractic  should  not  be  licensed. 

8.  Advise  county  auxiliaries  of  ways  and  means 
of  assisting  county  societies;  campaigns,  especially 
among  members  of  women’s  organizations. 

9.  Work  out  a system  of  distributing  antichiro- 
practic literature  through  county  societies  and 
auxiliaries  so  that  literature  will  be  available  to 
people  in  every  community  in  the  State. 

10.  Encourage  county  societies  and  auxiliaries 
to  secure  resolutions  against  chiropractic  from  all 
allied  organizations  in  individual  counties. 

B.  Timetable  of  Events 

1.  September,  1956 — Council  reactivated  Com- 
mittee to  Combat  Cults,  Dr.  Henry  I.  Fineberg, 
chairman. 

2.  November,  1956 — Committee  held  organiza- 
tion meeting  to  (a)  establish  objectives,  ( b ) take 
position  that  since  chiropractic  is  unscientific,  there 
could  be  no  compromise,  (c)  determine  to  wage 
campaign  for  enactment  of  injunction  law,  (d) 
marshall  all  forces  to  assure  that  the  1957  Legisla- 
ture does  not  grant  chiropractic  legal  standing, 
(e)  secure  cooperation  of  Public  and  Professional 
Relations  Bureau  and  Auxiliary,  (/)  outline  plans  for 
coming  Legislature  session. 

3.  November  14,  1956 — Letter  to  the  president 
of  the  Woman’s  Auxiliary,  signed  by  Dr.  Renato  J. 
Azzari,  chairman  of  the  Advisory  Committee  to  the 
Auxiliary,  requesting  the  Auxiliary  to  cooperate  in 
every  way  with  the  Committee  to  Combat  Cults. 

4.  December  5,  1956 — Letter  addressed  to  the 
presidents  of  county  medical  societies,  signed  by 
President  Greenough,  advising  them  of  the  reactiva- 
tion of  the  Committee  to  Combat  Cults  and  asking 
the  wholehearted  cooperation  of  the  medical  socie- 
ties in  endorsing  the  activities  of  the  State  Society's 
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special  Council  committee. 

5.  December  10,  1956 — Mailing  of  talk  given  by 
Mr.  Richard  M.  Stalvey  of  the  A.M.A.  at  the  PR 
Conference,  sent  to  public  relations  chairmen, 
legislation  chairmen,  and  county  society  presidents. 
Memorandum  tying  in  talk  with  coming  campaign, 
signed  by  the  Committee  to  Combat  Cults.  Article 
also  published  in  January  1,  1957,  issue  of  New 
York  State  Journal  of  Medicine. 

6.  December  14,  1956 — Letter  addressed  jointly 
to  the  chairmen  of  county  medical  societies’  public 
relations  and  legislation  committees,  signed  by  the 
Committee  to  Combat  Cults.  This  letter  contained 
a step-by-step  outline  for  action  by  the  county 
medical  societies. 

7.  December  26,  1956 — Letter  addressed  to  the 
presidents  of  the  local  woman’s  auxiliaries  with  a 
copy  to  the  auxiliaries’  legislation  and  public  rela- 
tions chairmen,  suggesting  means  of  cooperating 
with  the  Committee  to  Combat  Cults.  This  was 
signed  by  the  members  of  the  committee.  Copies 
also  were  sent  to  county  society  legislation  and  public 
relations  committee  chairmen. 

8.  January,  1957 — Letter  or  telegram  signed  by 
the  committee  addressed  to  county  medical  society 
presidents  and  legislation  and  public  relations  com- 
mittee chairmen,  as  well  as  Auxiliary  legislation 
chairmen,  announcing  the  introduction  of  chiroprac- 
tic bills  and  making  whatever  suggestions  are  feasible 
at  the  time. 

9.  January,  1957 — Letter  signed  by  the  commit- 
tee and  sent  to  county  society  presidents,  with 
copies  to  legislation  and  public  relations  committee 
chairmen,  containing  Dr.  Harold  Smith’s  analysis 
and  comments  on  the  1957  chiropractic  bills. 

10.  January,  1957 — Letter  to  all  newspapers  and 
radio  and  TV  stations  advising  them  of  the  State 
Society’s  stand  on  chiropractic  licensure  with  sug- 
gested editorials  and  other  materials  signed  by  the 
committee. 

1 1 . Letter  signed  by  the  committee  and  addressed 

to  members  of  the  State  Assembly  and  Senate,  the 
Governor,  Board  of  Regents,  and  the  Interdepart- 
mental Health  Resources  Board,  advising  them  of 
the  State  Society’s  vigorous  opposition  to  the  chiro- 
practic bills  and  explaining  the  Society’s  reasons. 
Among  these  might  be  the  following:  (a)  Chiro- 

practic is  totally  unscientific,  ( b ) licensure  would 
lower  the  standards  of  professional  education,  and 
( c ) licensure  would  be  a menace  to  public  health. 
(Time  to  be  decided  as  most  advantageous.) 

12.  February,  1957-  If  the  chiropractic  bills 
reach  second  reading,  it  is  suggested  that  the 
Committee  to  Combat  Cults  send  a self-sealing 
letter  to  county  auxiliary  legislation  chairmen  for 
forwarding  to  membership.  This  letter  would  be 
along  the  lines  of  the  one  used  last  year.  If  deemed 
advisable,  this  letter  also  could  be  sent  to  physicians 
by  county  society  legislation  chairmen. 

13.  January,  February,  March,  1957 — Items  on 
chiropractic  to  be  published  in  the  Newsletter  for 
January,  February,  and  March. 

14.  January,  February,  1957 — By  means  of 
personal  contact  the  Committee  to  Combat  Cults 


should  obtain  resolutions  from  allied  professional 
organizations.  Should  be  done  directly  and  through 
the  county  medical  societies  and  woman’s  auxiliaries 
on  the  local  level. 

15.  January,  February,  1957 — Committee  might 
send  out,  periodically,  letters  advising  key  persons, 
such  as  county  medical  society  presidents  and 
legislation  and  public  relations  committee  chairmen, 
of  progress  of  bills  before  Legislature. 

Numbers  1 to  8 of  this  Timetable  of  Events  have 
already  been  put  into  operation. 

As  we  “go  to  press,”  we  learn  that  Senator  Dutton 
S.  Peterson  of  Odessa  has  introduced  a chiropractic 
licensing  bill  (Senate  Intro.  776). 

From  what  we  learn,  there  is  still  considerable 
dissension  among  the  chiropractors  as  to  what  sort 
of  legislation  they  should  support.  Be  that  as  it 
may,  we  are  pledged  to  fight  any  legislation  which 
will  adversely  affect  the  health  of  the  people  of  our 
great  State. 


The  Council  Committee  on  Legislation  and  the 
Committee  to  Combat  Cults  wish  again  to  express 
their  gratitude  to  the  members  of  the  Council,  the 
Board  of  Trustees,  and  the  others  who  have  helped 
us  in  our  program:  Dr.  Harold  B.  Smith,  executive 
officer:  Mr.  James  J.  Beasley,  legal  counsel  to  the 
Legislation  Bureau;  Mr.  William  F.  Martin,  legal 
counsel  to  the  State  Society;  Mr.  Frederick  W.  Mie- 
bach,  director  of  the  Public  and  Professional  Rela- 
tions Bureau,  and  his  assistants:  the  very  capable 
staff  in  the  office  of  the  Medical  Society,  and  Mrs. 
Solden  in  the  Legislation  Bureau  in  Albany.  May 
we  also  express  our  sincere  thanks  to  Dr.  James 
Greenough  and  Dr.  W.  P.  .Anderton  for  their  grand 
cooperation,  guidance,  and  support. 


PART  X 


Workmen 's  Compensation 

The  following  is  the  report  of  the  Committee  on 
Workmen’s  Compensation.  The  committee  con- 
sists of  the  following: 


Gerald  D.  Dorman,  M.D.,  Chairman  New  York 

Stanley  FI.  Alderson,  M.D Albany 

Herbert  M.  Bergamini,  M.D.  .Franklin 

Arthur  E.  Cor  with,  M.D.  Suffolk 

Irving  L.  Ershler,  M.D.  Onondaga 

Harold  W.  Grosselfinger,  M.D.  Rockland 

Joseph  P.  Henry,  M. I ).  Monroe 

Charles  1 >.  Squires,  M.I ).  Broome 

Joseph  A.  Wintermantel,  M.D.  Cattaraugus 

David  J.  Kaliski,  M.D.,  Director  New  York 

Fee  Schedule.  During  the  past  year  our  atten- 


tion and  much  of  our  activity  have  centered  on  a 
revision  of  the  medical  fee  schedule.  It  was  last 
revised  in  1948  when  the  chairman  of  the  Work- 
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men’s  Compensation  Board  permitted  an  over-all 
increase  of  8 per  cent  of  all  medical  fees.  Even 
with  this  increase  the  fees  now  payable  for  the 
examination  and  treatment  of  compensation  cases 
are  below  the  level  of  fees  paid  in  private  practice. 

The  chairman  of  the  Workmen’s  Compensation 
Board,  in  answering  our  plea  for  an  increase  in  fees, 
requested  us  to  meet  with  representatives  of  in- 
surance carriers,  self-insurers,  and  trade  organiza- 
tions in  an  effort  to  reach  an  agreement  on  adequate 
fees.  After  two  prolonged  meetings  we  failed  to 
reach  or  even  approach  an  agreement.  It  was  then 
decided  to  conform  to  the  law  and  request  the 
president  of  the  Medical  Society  of  the  State  of 
New  York  to  advise  the  chairman  of  the  Workmen’s 
Compensation  Board  what  the  Society  believes  the 
fees  should  be. 

Our  fee  schedule  was  prepared  after  considering 
the  views  of  the  members  of  our  Council  Committee 
on  Workmen’s  Compensation,  of  many  specialty 
organizations,  and  of  the  New  York  State  Academy 
of  General  Practice. 

We  hope  the  chairman  of  the  Workmen’s  Com- 
pensation Board  will  call  hearings  promptly  and 
adopt  a schedule  that  is  up  to  date,  realistic,  and 
represents  a fair  and  adequate  return  to  the  general 
practitioner  and  specialist,  based  on  present-day 
costs  on  all  items  entering  into  the  practice  of 
medicine. 

Cooperation  of  Employers — Carriers  to 
Regulate  and  Control  Medical  Bills  and 
Treatment. — Even  though  it  cannot  be  proved 
that  any  appreciable  number  of  physicians  are 
guilty  of  unethical  practice  in  treating  or  billing, 
we  offer  to  take  the  initiative  in  correcting  any 
existing  irregularities.  We  have  on  numerous 
occasions  called  on  employers  and  carriers  to  co- 
operate with  our  county  medical  society  workmen’s 
compensation  committees  and  with  this  Bureau  by 
bringing  to  our  attention  any  instances  of  this  sort. 
They  must  know  the  names  of  the  so-called  habitual 
offenders.  The  Medical  Practice  Committee  has 
operated  for  many  years  and  must  have  evidence  or 
at  least  a strong  suspicion  about  the  ethics  of  those 
physicians  who  constantly  appear  before  them  on 
disputed  bills  and  whose  bills  are  subject  to  marked 
cuts;  yet  few  of  these  physicians  have  been  in- 
vestigated by  the  Medical  Practice  Committee 
under  its  present  authority.  We  now  again  appeal 
to  the  employers  and  insurance  carriers  to  co- 
operate with  us,  and  as  we  did  last  year  in  our 
annual  report,  we  again  call  upon  our  workmen’s 
compensation  committees  to  enforce  the  Principles 
of  Professional  Conduct  and  to  invite  employers  and 
insurance  carriers  to  bring  to  their  attention  evi- 
dence (or  even  suspicion)  of  improper  medical  con- 
duct or  incompetence.  We  would  like  to  have  a 
closer  liaison  between  employers,  carriers,  and 
county  medical  societies  on  a local  level. 

The  administrative  machinery  is  at  hand  to  do 
a good  job.  Therefore,  we  again  call  on  the  House 
of  Delegates  to  urge  the  county  medical  societies  to 
appoint  to  their  committees  on  workmen’s  compensa- 
tion physicians  alert  to  and  interested  in  problems 


incident  to  workmen’s  compensation  practice. 


Rehabilitation. — Your  chairman  and  director 
attended  the  Conference  on  Rehabilitation  held 
under  the  auspices  of  the  Workmen’s  Compensa- 
tion Board  on  November  16,  1956,  at  the  Sheraton 
Astor  Hotel,  New  York  City.  The  meeting  drew 
a very  large  general  audience  and  was  a very  inter- 
esting review  of  all  aspects  of  the  subject.  It  was 
the  consensus  that  every  effort  should  be  made  by 
the  profession  to  rehabilitate  suitable  cases  soon 
after  the  onset  of  disability  and  to  bring  to  bear 
every  phase  of  the  science  and  art  of  medicine  so 
that  the  patient  may  be  returned  to  work  with  as 
little  disability  as  soon  as  possible.  All  who  partici- 
pated in  the  conference  voiced  their  belief  in  the 
continuance  of  the  free  choice  principle  as  applied 
to  the  rehabilitation  of  injured  workers.  We  shall 
support  legislation  to  encourage  the  creation  within 
the  Workmen’s  Compensation  Law  of  a mechanism 
to  provide  medical  rehabilitation  service. 


We  believe  it  is  our  duty  to  inform,  educate,  and 
encourage  the  physicians  of  this  State  to  participate 
in  all  rehabilitation  programs,  especially  at  the 
local  county  society  levels,  so  as  to  make  them 
conscious  of  the  value  of  rehabilitation  and  the 
medical  technics  of  same.  We  feel  that  a program 
should  also  be  inaugurated  by  insurance  carriers 
and  employers  on  the  value  of  rehabilitation  so  that 
authorization  and  needed  rehabilitation  procedures 
may  be  forthcoming  at  the  earliest  possible  moment 
when  the  attending  physician  advises  that  such 
procedures  may  be  carried  out.  We  agree  with  Dr. 
Rusk,  a prominent  authority  in  this  field,  when  he 
states  that  “Rehabilitation  has  become  generally 
accepted  by  the  medical  profession,  industry,  labor 
and  the  public.”  We  feel,  however,  that  the  ad- 
vantages of  rehabilitation  should  also  inure  to  the 
less  severely  disabled  who  are  often  treated  by 
routine  measures  until  disability  becomes  a maxi- 
mum disability  and  rehabilitation  is  of  little  benefit. 
We  also  agree  with  Dr.  Rusk  when  he  states  that 
“as  in  all  medical  programs,  the  physician  is  the 
first  line  of  defense  in  rehabilitation  and  that  many 
of  the  simpler  technics  can  be  done  efficiently  and 
adequately  in  the  physician’s  own  office.  How- 
ever, as  in  all  other  branches  of  medicine,  if  con- 
sultative services  are  used  early  and  wisely,  many 
injuries  and  disabilities  can  be  minimized  so  that 
long-term  and  often  permanent  disability  is  avoided. 
This  applies  especially  to  back  injuries,  injuries  of 
the  hand,  and  fractures  requiring  long  immobiliza- 
tion.” The  attending  physician  should  not  lose 
control  of  his  patient.  This  will  assure  his  full 
cooperation  and  assure  the  cooperation  of  the  I 
claimant  himself  who  will  feel  that  he  is  under  the 
guidance  of  a sympathetic  physician  throughout 
any  period  of  rehabilitation. 

We  recommend  that  the  county  medical  societies  I 
use  every  means  at  their  disposal  to  make  physicians 
rehabilitation  conscious  by  pointing  out  in  meetings 
and  in  their  publications  what  can  be  accomplished 
to  reduce  disability  in  all  types  of  compensation  | 
injuries  by  early  rehabilitation. 
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Legislation. — The  director  again  participated  in 
public  hearings  held  by  the  Joint  Legislative  Com- 
mittee on  Industrial  and  Labor  Conditions  at  the 
Sheraton  Astor  Hotel,  New  York  City,  on  Novem- 
ber 27,  1956.  The  chairman  of  the  Workmen’s 
Compensation  Board,  Miss  Angela  It.  Parisi,  out- 
lined recommendations  for  legislation  at  the  coming 
Legislature: 

1.  Increase  in  the  maximum  weekly  workmen’s 
compensation  rate  in  disability  and  death  cases. 
Under  the  Federal  Longshoremen’s  and  Harbor 
Worker’s  Act  the  maximum  weekly  rate  is  now  $54. 
For  the  purpose  of  calculating  benefits  payable  to 
surviving  dependents,  the  chairman  proposes  to 
increase  the  limitation  to  $286  per  month  from  the 
present  $66  per  week,  which  would  increase  the 
maximum  to  $26.40  per  week  where  the  widow 
alone  is  eligible  for  benefits  and  to  $44  where  a 
widow  has  two  or  more  dependent  children. 

2.  Awards  for  temporary  total  disability  and 
schedule  loss  cases  in  addition  to  the  schedule  loss 
awards.  This  w'ould  require  an  amendment  to 
Section  15,  subdivision  4-a,  of  the  Workmen’s 
Compensation  Law. 

3.  Additional  assessment  to  replenish  special 
disability  fund  in  Second  Injury  Law  cases. 

4.  Elimination  of  requirement  of  prior  authoriza- 
tion by  Board  chairman  for  surgical  operation  in 
Section  25-a  cases  (special  fund)  where  previous 
authorization  has  been  given  by  the  Board  or  em- 
ployer. This  amendment  to  Section  25-a,  sub- 
division 2,  would  provide  that  in  old  law  cases, 
prior  authorization  by  the  chairman  for  a surgical 
operation  should  not  be  required  if  the  operation 
had  been  authorized  previously.  In  a recent  court 
case  treatment  involved  a hernia  operation  per- 
formed prior  to  the  reopening  of  the  case.  Claim 
for  payment  of  the  bill  was  disallowed  because  prior 
authorization  was  neither  requested  nor  received 
from  the  chairman,  the  Board,  or  the  employer. 
Therefore,  the  suggested  amendment  which  would 
in  effect  provide  that  if  a referee  or  the  chairman  has 
established  accident,  notice,  and  causal  relationship 
for  a hernia,  for  example,  and  authorized  an  opera- 
tion, then  closed  the  case  pending  the  operation,  it 
would  not  be  necessary  for  the  claimant  to  apply  to 
reopen  his  case  first  and  get  the  chairman’s  prior 
authorization  for  the  operation  before  undergoing 
the  surgery  in  order  to  make  the  specials  funds  liable 
for  the  payment  of  the  case. 

5.  Extension  of  coverage  of  the  Disability  Bene- 
fits Law  to  employers  of  one  or  more  workers,  to 
apply  on  and  after  January  1,  1958. 

6.  Extension  of  the  maximum  statutory  dura- 
tion of  benefits  under  the  Disability  Benefits  Law 
to  twenty-six  weeks  instead  of  twenty  weeks  during 
any  fifty-two  consecutive  weeks. 

In  addition  to  legislation  recommended  at  the 
last  meeting  of  the  House  of  Delegates  and  being 
introduced  again  this  year,  we  will  again  support  a 
bill  similar  to  the  Mackell-Rice  Bills  (Senate  Intro. 
3060;  Assembly  Intro.  3703 — 1956).  This  would 
provide  for  part-time  panels  of  impartial  specialists 
limited  to  physicians  who  do  not  practice  in  work- 


men’s compensation  on  behalf  of  either  the  claimant 
or  the  carrier.  The  bill  provides  that  in  cases  of 
controversy  between  the  claimant  and  the  carrier, 
either  side  could  call  on  the  impartial  specialist  to 
make  a finding  in  the  case,  and  these  specialists 
could  be  used  either  individually  or  in  panels  and 
would  be  available  to  both  sides  in  an  early  stage  in 
all  medical  problems  and  disputes.  This  would 
not  in  any  way  interfere  with  the  patient’s  right  of 
free  choice.  We  have  recommended  these  impartial 
panels  for  many  years  and  feel  that  they  will  afford 
an  additional  solution  to  the  delay  in  the  determina- 
tion of  disputed  medical  matters  before  referees  or 
the  Workmen’s  Compensation  Board.  These  panels 
could  also  serve  for  the  early  referral  of  cases  for 
the  determination  of  the  need  for  one  or  other  types 
of  medical  care  or  of  rehabilitative  treatment, 
either  by  the  attending  physician  or,  if  necessary, 
by  a specialist  or  in  a hospital  or  special  institution. 

In  support  of  such  legislation  we  refer  to  our 
report  of  last  year  which  refers  to  a report  of  a 
special  medicolegal  committee  of  the  Association  of 
the  Bar  of  the  City  of  New  York  under  Judge 
David  Peck.  The  use  of  the  panels  has  improved 
the  process  of  finding  medical  facts  in  litigated  cases, 
has  helped  to  relieve  court  congestion,  and  has  had 
a wholesome  and  “prophylactic”  effect  on  the 
formulation  and  presentation  of  medical  testimony 
in  court.  The  committee  found  that  the  use  of  im- 
partial medical  experts  tended  to  “deter  doctors  and 
lawyers  from  making  consciously  false  or  grossly 
exaggerated  claims.”  The  medical  experts  used  in 
the  cases  are  selected  by  the  presiding  justices  from 
special  panels  provided  by  the  Medical  Society  of 
the  County  of  New  York  and  the  New  York 
Academy  of  Medicine. 

The  time  is  ripe  to  establish  panels  of  experts  to 
act  in  workmen’s  compensation  litigation  under  the 
aegis  of  the  Workmen’s  Compensation  Board  with 
the  cooperation  of  the  county  and  State  medical 
societies. 

The  Committee  on  Legislation,  will  again  intro- 
duce legislation  to  effect  this. 

Your  Committee  on  Workmen’s  Compensation 
has  recommended  that  a bill  be  introduced  to  amend 
the  Disability  Benefits  Law  to  the  effect  that  physi- 
cians who  are  required  to  appear  and  testify  be 
compensated  for  the  time  spent  in  obeying  a sub- 
poena or  a request  to  be  present  and  testify  to  assist 
the  referee  to  determine  the  claim  for  nonoccupa- 
tional  disability  benefits.  In  Section  207  of  this 
law,  paragraph  3,  the  chairman  is  given  authority 
to  make  administrative  regulations  for  the  determi- 
nation of  benefits.  Either  preceding  or  following 
this  sentence,  beginning  “The  chairman  may 
make  ...”  could  be  added  the  provisions  of  Section 
13-f,  paragraph  2 of  the  Workmen’s  Compensation 
Law,  reading  as  follows:  “Whenever  his  attendance 
at  a hearing  is  required,  the  physician  of  the  claimant 
shall  be  entitled  to  receive  a fee  ...  in  an  amount  to 
be  fixed  by  the  Chairman  in  addition  to  any  fee 
payable  under  Section  120  of  the  Workmen’s  Com- 
pensation Law.” 

Under  the  present  Workmen’s  Compensation 
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Law  a genera]  practitioner  receives  a fee  of  $10  and 
a specialist  a fee  of  $25.  We  are  advocating  an  in- 
crease of  the  general  practitioner’s  fee  to  $15  and 
the  specialist’s  fee  to  $35  in  the  proposed  new  fee 
schedule. 

The  chairman  of  the  Council  Committee  on 
Legislation,  Dr.  Henry  I.  Fineberg,  reported  to  the 
Council  in  December  that  two  other  bills  pertaining 
to  workmen’s  compensation  would  again  be  intro- 
duced: (1)  to  abolish  the  Medical  Practice  Com- 
mittee in  counties  having  a population  of  over  a 
million  and  restore  the  functions  to  the  county 
medical  societies  and  (2)  to  make  decisions  of  the 
Medical  Appeals  LTnit  binding  on  the  chairman  of 
the  Workmen’s  Compensation  Board  and  not  only 
advisory. 

Volunteer  Firemen  and  the  Workmen’s 
Compensation  Law. — On  March  1,  1957,  a new 
benefit  law  for  volunteer  firemen  becomes  effective. 
The  new  law  enacted  by  the  Legislature  1956, 
Chapter  696,  establishes  a single  system  of  benefits 
to  supplant  the  present  dual  system  under  which 
volunteer  firemen  receive  initial  benefits  under  the 
Workmen’s  Compensation  Law.  The  provisions  of 
Section  10,  as  last  amended  in  1952,  however,  will 
continue  to  govern  the  benefit  liability  for  injuries 
occurring  prior  to  March  1,  1957. 

The  administration  of  the  new  single  system  of 
benefits  for  volunteer  firemen  is  under  the  Work- 
men’s Compensation  Board  and  the  chairman  of 
such  Board.  Any  disablement  of  a volunteer  fire- 
man received  in  line  of  duty  and  such  disease  or 
infection  as  may  naturally  and  unavoidably  result 
from  any  injury  are  covered.  Under  Section  13  of 
Article  1 a volunteer  fireman  injured  in  line  of  duty 
shall  be  entitled  to  receive  medical,  surgical,  and 
other  attendance  and  treatment,  nurse  and  hospital 
service,  medicine,  crutches,  artificial  members, 
devices,  appliances  and  apparatus,  including  the 
replacement  and  repair  thereof,  for  such  period  as 
the  nature  of  the  injury  or  the  process  of  recovery 
may  require,  and  the  political  subdivision  liable  for 
the  payment  of  benefits  to  the  volunteer  fireman 
under  this  chapter  because  of  such  injury  shall  be 
liable  for  and  the  cost  thereof  shall  be  audited, 
raised,  and  paid  as  provided  in  section  thirty  of  this 
chapter.  The  provisions  of  Sections  13  to  13-k 
apply  to  the  extent  that  such  provisions  are  not 
inconsistent  with  this  chapter. 

A special  form  for  the  reporting  of  injuries  or 
illnesses  of  volunteer  firemen  has  been  provided. 
Physicians  authorized  under  Section  13  will  be 
eligible  to  treat  volunteer  firemen.  The  same  rules 
and  fees  also  apply. 

Reports  to  Claimants’  Attorney  and  Other 
Legislation. — Section  13  of  the  Workmen’s  Com- 
pensation Law  has  been  amended  by  the  addition  of 
a paragraph  (e)  which  provides  that  copies  of  medi- 
cal reports  of  claimant’s  attending  physician  or 
medical  consultant,  made  pursuant  to  this  chapter, 
shall  be  transmitted  by  the  physician  or  consultant 
to  the  claimant’s  licensed  representative  or  attorney 
representing  the  claimant  before  the  Board  on  his 


written  request  therefor  accompanied  by  a notice  of 
his  retainer  and  consent  to  such  transmittal  signed 
by  the  claimant. 

There  has  also  been  an  addition  to  Section  13-d 
2(c)  giving  the  chairman  authority  to  remove  a 
physician  from  the  list  of  physicians  authorized  to 
render  medical  care  because  such  physician  fails  to 
transmit  copies  of  such  medical  reports. 

Section  13  has  been  amended  to  make  disputed 
medical  bills  objected  to  under  Section  13-g  arbi- 
trated in  the  county  in  which  the  medical  service 
was  rendered,  not  as  heretofore  in  the  county  in 
which  the  claimant  resided. 

Bills  will  also  be  introduced  to  amend  the  Dis- 
ability Benefits  Law  so  as  to  eliminate  the  require- 
ment that  a physician  must  have  a compensation 
rating  in  order  to  be  eligible  to  render  medical  care 
and  file  certificates  under  the  law  (Section  205(2)). 

An  amendment  will  also  be  introduced  to  remove 
from  the  authority  of  the  chairman  of  the  Work- 
men’s Compensation  Board  the  power  to  remove  a 
physician  from  the  list  of  physicians  authorized  to 
render  compensation  medical  care  whom  he  shall 
find  has  submitted  to  the  employer  or  carrier  or 
chairman,  in  connection  with  any  claim  for  dis- 
ability benefits,  a statement  of  disability  that  is  not 
truthful  and  complete.  We  take  the  view  that  the 
power  to  discipline  a physician  is  the  function  of  the 
Board  of  Regents  pursuant  to  the  rules  relating  to 
unprofessional  conduct. 

Hospital  Fees  and  Practice  of  Medicine  by 
Hospitals. — During  the  year  a hospital  fee  schedule 
agreement  between  the  hospital  and  the  carriers, 
self-insurers,  and  employers  was  announced.  It 
contained  two  items  which  require  comment. 

First,  Rule  14,  promulgated  by  the  Workmen’s 
Compensation  Board,  indicated  that  a hospital  or 
dispensary  shall  not  operate  a medical  bureau  or 
clinic  (practice  medicine)  but  that  voluntary  hos- 
pitals may  operate  x-ray  laboratories  or  bureaus  for 
x-ray  examinations,  diagnosis  or  treatment,  etc. 
The  reference  to  x-ray  is  in  accordance  with  Section 
13-c  2 of  the  law.  Rule  19,  however,  as  promulgated 
by  the  chairman  of  the  Workmen’s  Compensation 
Board,  refers  to  hospitals  rendering  bills  for  board 
and  room  accommodations,  medical  and  surgical 
supplies,  and  nursing  facilities,  including  bills  from 
voluntary  hospitals  for  x-ray  services.  So  far  this 
rule  is  correct.  However,  the  rest  of  the  rule 
actually  contradicts  Rule  14  when  it  includes  bills 
for  physiotherapeutic,  anesthesia,  and  pathologic 
services  when  rendered  by  or  under  the  supervision 
of  salaried  physicians  on  the  staff  of  the  hospital 
and  is  not  in  accordance  with  the  Workmen’s 
Compensation  Law.  We  have  drawn  attention 
to  this  rule  which  in  effect  authorizes  the  hospitals 
to  practice  medicine.  Radiology,  pathology,  anes- 
thesiology, and  physiotherapeutic  treatments  are 
the  practice  of  medicine.  Hospitals  should  not  be 
permitted  as  corporations  to  practice  medicine. 
We  recommend  that  the  House  strongly  urge  the 
modification  of  Rule  19  by  the  chairman  of  the 
Workmen’s  Compensation  Board  to  conform  to  the 
law  against  the  practice  of  medicine  by  corporations 
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either  directly  or  indirectly,  through  salaried  physi- 
cians. 

Item  9 — Assistance  at  Operations.— The  chair- 
man of  the  Workmen’s  Compensation  Board,  at 
our  request,  has  revised  Item  9 of  the  fee  schedule 
to  the  effect  that  a fee  for  a private  assistant  shall 
be  paid  where  the  hospital  director  or  super- 
intendent certifies  that  the  intern  or  resident  in  said 
hospitals  is  not  available  for  compensation  opera- 
tions. Until  recently  a few  insurance  carriers  re- 
fused to  pay  for  assistance  in  hospitals  that  had  an 
intern  or  resident,  even  though  the  interns  or  resi- 
dents were  not  available  for  operative  assistance  in 
compensation  and  private  cases.  We  thank  Miss 
Angela  It.  Parisi  for  her  prompt  attention  to  this 
matter. 

Arbitrations. — Arbitrations  for  compensation 
medical  bills  were  held  in  the  following  counties: 
Suffolk  County,  April  19,  1956;  Onondaga  County, 
June  27,  1956;  Monroe  County,  June  28,  1956; 
Niagara  County,  June  28,  1956;  Erie  County, 
June  29,  1956;  Nassau  County,  November  14, 
1956;  Westchester  County,  November  19,  1956; 
Orange  County,  December  5,  1956;  and  Albany 
County,  December  6,  1956. 

Forums  for  Discussion  of  Workmen’s  Com- 
pensation Problems. — We  have  encouraged  forums 
on  workmen’s  compensation  problems,  preferably 
question-and-answer  sessions  in  various  county 
medical  societies  and  at  district  branch  meetings. 
Your  director  usually  acted  as  moderator. 

The  director  and  chairman  of  the  Bureau  attended 
a meeting  of  the  Herkimer  County  Medical  Society 
held  in  Utica,  May  22,  1956.  Also  present  at  this 
meeting  were  Miss  Angela  R.  Parisi  and  Dr.  Willis 
M.  Weeden,  medical  director  of  the  Workmen’s 
Compensation  Board. 

The  director  also  spoke  before  the  Fourth  District 
Branch  in  Schenectady  on  October  4,  1956. 

On  October  22,  1956,  the  director  was  invited 
to  speak  before  the  Academy  of  General  Practice  in 
Buffalo. 

On  February  12,  1957,  the  director  spoke  before 
a stated  meeting  of  the  Broome  County  Medical 
Society  in  Binghamton,  New  York. 

Moreland  Commission. — Your  chairman  and 
director  have  met  with  representatives  of  the 
Moreland  Commission  and  wit  h the  Moreland  Com- 
missioner, Judge  Joseph  M.  Callahan,  with  respect 
to  the  pending  investigation  by  said  commissioner. 

We  outlined  our  position  with  respect  to  the 
practice  of  medicine  in  compensation  cases  and  our 
i part  in  the  administration  of  the  Workmen’s  Com- 
■ pensation  Law.  We  offered  our  fullest  cooperation 
in  any  recommendations  to  improve  the  quality  of 
medical  care,  to  control  unethical  conditions,  and  to 
facilitate  the  administration  of  the  Workmen’s 
Compensation  Law  at  hearings  before  referees  and 
> the  Workmen’s  Compensation  Board.  We  outlined 
p our  views  concerning  the  value  of  impartial,  highly 

p qualified  panels  of  medical  experts  in  various 

• specialties  to  assist  in  the  determination  of  causal 


relationship,  degree  of  disability,  etc.,  and  especially 
to  examine  patients  and  evaluate  evidence  on  dis- 
puted problems  of  medical  care  and  other  matters 
requiring  medical  judgment. 

Among  the  significant  and  important  recom- 
mendations of  the  Moreland  Commission  is  that 
there  be  a recodification  of  the  Workmen’s  Com- 
pensation Law.  This  recodification  of  Section  18 
will  be  of  great  importance.  It  should  not  in  any 
way  abridge  the  right  of  the  injured  worker  to  free 
choice  of  physician.  There  is  a difference  between 
revision  and  recodification.  In  the  latter  there  are 
no  substantive  changes.  If  there  be  a need  for 
certain  revisions  to  make  Section  13  conform  to  other 
sections  of  the  law,  we  should  be  alert  to  any 
attempt  to  abridge  the  right  of  the  claimant  to  free 
choice  or  reduce  any  privileges  or  responsibilities 
that  have  inured  to  the  medical  profession  as  a 
result  of  the  revision  of  Section  13  in  1935. 

Should  there  be  any  revision  of  the  law,  we  would 
recommend  that  there  be  added  to  Section  13-g  a 
provision  whereby  a bill  for  medical  services 
rendered  to  an  employer  or  carrier  and  not  objected 
to  within  thirty  days  shall  be  payable  after  valida- 
tion by  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  as  is  an  award  for  compensation  in 
default  under  Section  26  of  the  Workmen’s  Com- 
pensation Law. 

We  wovdd  also  recommend  an  amendment  to 
Section  13-a  (5)  concerning  disputes  over  the 
authorization  for  certain  medical  services  or  whether 
such  services  were  rendered  in  an  emergency  whereby 
such  disputes  could  be  decided  by  arbitration  before 
the  value  of  the  medical  bill  in  dispute  could  be 
decided  under  the  provisions  of  Section  13-g. 

The  above  amendments  of  course  are  in  addition 
to  those  which  we  are  now  attempting  to  effectuate 
through  legislation. 

Veterans  Administration — The  Practice  of 
Medicine. — At  the  November,  1956,  session  of  the 
House  of  Delegates  of  the  American  Medical 
Association,  two  resolutions  were  adopted  con- 
cerning the  present  practice  of  the  Veterans  Ad- 
ministration in  providing  medical  care  to  veterans 
with  nonservice-connected  disabilities  who  are 
covered  bv  workmen’s  compensation  or  who  have 
private  medical  insurance.  The  basic  Federal  law 
which  provides  for  medical  care  for  veterans  is 
Public  Law  2,  73rd  Congress,  as  amended.  Sec- 
tion 6 of  this  law  provides  that  “a  veteran  who  is  in 
need  of  hospitalization  and  is  unable  to  defray  the 
necessary  expenses  thereof  shall  be  furnished  neces- 
sary hospitalization  in  any  veterans  administration 
facility  within  the  limitations  existing  in  such  facili- 
ties, irrespective  of  whether  the  disability  was  due  to 
service.  The  statement  under  oath  of  the  applicant 
on  such  form  as  may  be  prescribed  by  the  ad- 
ministrator shall  be  accepted  as  sufficient  evidence 
of  inability  to  defray  necessary  expenses.” 

At  its  June,  1955,  meeting  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  called  to 
our  attention  Resolution  55-12  to  determine  the 
extent  to  which  Veterans  Administration  hospitals 
were  treating  compensation  cases  and  to  “make 


April  1,  1957 


1267 


ANNUAL  REPORTS 


every  effort  to  abate  any  abuse  of  the  Workmen’s 
Compensation  Law  which  may  exist.”  Your 
director  thereupon  began  a survey  of  nearby 
Veterans  Administration  facilities  and  ascertained 
that  some  Veterans  Administration  hospitals  were 
admitting  patients  for  injuries  covered  by  the  Work- 
men’s Compensation  Law  of  New  York  State  and 
rendering  bills  for  hospitalization  and  medical  care. 
One  bill  of  $390  for  herniorrhaphy  was  objected  to 
by  a large  food  corporation. 

General  counsel  for  the  Veterans  Administration 
instructed  the  medical  director  of  the  Veterans  Ad- 
ministration as  follows:  “It  is  accordingly  the 

opinion  of  this  office  that  in  workmen’s  compensa- 
tion cases  where  veterans  are  entitled  to  hospital 
care  from  that  source  at  no  expense  to  themselves, 
as  well  as  in  other  cases  involving  third  party  liability 
for  hospital  care,  but  such  veterans  nevertheless 
apply  to  the  VA  for  hospitalization  for  their  non- 
service-connected disabilities,  furnish  statements 
under  oath  on  the  prescribed  form  to  the  effect  that 
they  are  unable  to  defray  the  necessary  expenses 
therefor,  and  subject  to  the  other  requirements  as 
to  such  hospitalization  for  their  nonservice-con- 
nected disabilities,  they  are  eligible  for  and  entitled 
to  be  furnished  hospital  treatment  by  the  VA  on 
condition,  as  provided  in  VA  Regulation  0048  (D), 

. . .,  that  charge  therefor  will  be  made  to  the  extent 
of  the  amount  for  which  third  parties  are  or  will 
become  liable.  Such  right  to  hospitalization  will 
continue  so  long  as  the  proper  medical  authorities  at 
the  particular  VA  hospital  determine  that  there  is 
need  therefor  ...” 

Thereupon  the  Acting  Deputy  Chief  Medical 
Director  of  the  Veterans  Administration  in  Wash- 
ington, D.C.,  replied  to  your  director  that  the  VA 
could  not  comply  with  our  suggestions  to  deny 
hospitalization  to  eligible  veterans  who  may  be 
potentially  entitled  to  such  treatment  under  the 
workmen’s  compensation  statute  of  the  State  of 
New  York.  The  matter  was  referred  to  the 
American  Medical  Association  at  the  suggestion  of 
Dr.  W.  J.  Kennard,  assistant  director,  in  Washing- 
ton, D.C.,  and  then  referred  by  Dr.  Lull  to  the  Law 
Department  of  the  American  Medical  Association. 
On  January  19,  1956,  Dr.  George  F.  Lull,  secretary 
and  general  manager  of  the  American  Medical 
Association,  informed  the  director  that  the  counsel 
of  the  American  Medical  Association  agreed  with 
our  position  as  to  the  acceptance  of  workmen’s 
compensation  cases  by  the  VA  and  also  that  the 
statute  does  not  permit  VA  hospitals  to  practice 
medicine  and  sell  the  services  of  a physician  which 
they  did  when  they  rendered  a bill  for  a herniotomy. 
And  now  finally  Dr.  Lull  asks  for  information  con- 
cerning the  admission  of  compensation  cases  to  VA 
facilities.  We  therefore  recommend  that  our 
Bureau  be  given  such  evidence  of  the  treatment  of 
compensation  cases  in  VA  facilities  in  New  York 
State  by  the  county  medical  societies  as  may  come 
to  the  attention  of  the  societies  or  its  membership. 

Miscellaneous. — Your  chairman  is  not  un- 
mindful of  the  mandate  of  the  House  of  Delegates 
to  create  a bureau  of  industrial  health  and  operate 


same  in  conjunction  with  the  Bureau  of  Workmen’s 
Compensation.  It  was  hoped  that  this  could  have 
been  effectuated  before  the  meeting  of  the  House 
of  Delegates  so  that  the  new  appointee  could  have 
the  benefit  of  an  association  with  the  present 
director  of  your  Bureau  of  Workmen’s  Compensa- 
tion for  a period  of  time  before  taking  over.  Un- 
fortunately, at  the  t ime  this  report  goes  to  press,  an 
appointment  has  not  been  made. 

The  director  of  your  Bureau  of  Workmen’s  Com- 
pensation is  still  carrying  on  in  expectation  of  an 
appointment  in  the  near  future  so  that  he  may  be 
of  assistance  to  the  incoming  director,  particularly 
in  view  of  the  recommendations  of  the  Moreland 
Commission  that  there  be  a recodification  of  the 
Workmen’s  Compensation  Law,  which  will  include 
Section  13,  having  reference  to  medical  care  of  in- 
jured workers  on  which  we  have  commented  else- 
where. 

Dr.  Guy  S.  Philbrick,  for  many  years  a member 
of  our  Council  Committee  on  Workmen’s  Com- 
pensation, passed  to  his  reward.  His  wise  counsel 
and  sober  judgment  will  be  sorely  missed. 

Your  chairman  and  director  both  wish  to  testify 
to  the  close  and  cordial  relationship  that  has  been 
created  with  the  chairman  of  the  Workmen’s  Com- 
pensation Board,  Miss  Angela  R.  Parisi,  as  well  as 
with  her  administrative  staff.  We  have  received 
and  hope  we  have  given  the  fullest  cooperation  with 
the  administrative  staff  both  here  and  throughout 
the  State.  We  feel  we  have  been  of  help  to  the 
chairman  in  her  arduous  duties.  We  wish  es- 
pecially to  comment  on  the  new  spirit  of  cooperation 
in  the  Medical  Registration  Bureau  and  in  the  ad- 
ministrative office  of  the  Medical  Practice  Com- 
mittee. 

We  regret  the  retirement  of  Mr.  Henry  D.  Saver 
as  manager  of  the  New  York  Compensation  In- 
surance Rating  Board  and  wish  him  well  in  his  new 
consulting  capacity.  To  Mr.  Robert  E.  Marshall, 
his  successor,  we  offer  the  fullest  cooperation  and 
friendship.  As  for  so  many  years  in  the  past,  we 
must  acknowledge  the  sympathetic  help  and  co- 
operation we  have  received  from  our  friend,  Mr. 
Irving  Sofferman,  assistant  manager  of  the  New 
York  Compensation  Rating  Board,  who  is,  among 
other  things,  in  charge  of  arbitrations  for  the  in- 
surance carriers. 

And  finally  your  director  deems  it  a special 
pleasure  to  acknowledge  his  indebtedness  and  that 
of  the  Society  as  well  to  Miss  Alice  Wheeler  who, 
since  the  retirement  of  her  aunt,  Miss  Elizabeth  H. 
Wheeler,  has  alone  carried  on  the  many  functions 
of  the  Committee  and  the  Bureau  in  an  exemplary 
and  efficient  manner. 


Industrial  Health 

The  Council  Committee  on  Industrial  Health 
has  the  following  members: 


Peter  J.  Di  Natale,  M.D.,  Chairman Genesee 

Melvin  Newquist,  M.D New  York 

Harry  Tebrock,  M.D New  York 
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The  Committee  on  Industrial  Health  has  had 
several  meetings.  The  meetings  have  been  de- 
voted to  a variety  of  subjects,  notably  the  aims  and 
objects  of  our  committee,  the  setup  of  the  new 
combined  Bureaus  of  Industrial  Health  and  Work- 
men’s Compensation,  and  the  general  problems  of 
industrial  medicine.  Much  time  has  been  spent  by 
this  committee  and  various  special  committees  to 
obtain  a director  for  the  combined  bureaus. 

Your  committee  believes  that  our  State  Medical 
Society  should  assume  its  proper  place  in  the  prob- 
lems of  industrial  health.  Other  state  societies  are 
watching  our  effort  in  this  matter. 

Management  and  labor  unions  are  establishing 
medical  care  programs  in  industry  and  very  often 
not  seeking  the  advice  and  counsel  of  established 
medical  societies.  We  wish  to  emphasize  again 
that  we  desire  the  best  possible  medical  care  for  the 
American  worker. 

We  desire  that  more  physicians  participate  in 
providing  medical  care  to  the  injured  worker.  The 
need  in  this  field  may  lie  in  the  providing  of  medical 
care  to  the  smaller  plants;  the  larger  plants  may 
seem  to  have  sufficient  coverage.  We  wish  to 
stress  the  free  choice  of  physicians  in  providing 
medical  care  to  the  injured  worker. 

Increased  education  is  necessary  for  all  con- 
cerned— the  physician,  management,  and  labor — if 
we  are  to  accomplish  much  in  the  field  of  industrial 
health.  More  lectures  in  medical  schools  and  in- 
creased interest  at  county  society  and  district 
society  levels  are  a necessity.  Good  industrial 
health  practices  can  be  an  effective  adjunct  to  pri- 
vate practice.  In  this  we  firmly  believe. 

We  feel  that  the  field  of  industrial  health  is  fast 
becoming  an  important  phase  of  the  practice  of 
medicine.  It  tries  to  emphasize  preventive  medi- 
cine, therapeutic  medical  practice,  rehabilitation, 
and  compensation  medical  practice. 

Industrial  medical  practice  deals  with  proper 
selection  and  placement  of  the  potential  worker  in 
relation  to  the  job  so  as  to  obtain  the  highest  degree 
of  adjustment  and  insure  least  physiologic  and 
psychologic  stress  and  maximum  satisfaction  and 
productivity  to  the  worker. 

The  employment  and  placement  of  the  handi- 
capped worker  is  receiving  much  more  concern  than 
formerly. 

The  problem  of  the  aging  worker  is  becoming  more 
important  with  the  increase  in  span  of  life.  In 
times  of  emergency,  when  the  labor  market  is 
scarce,  the  aging  worker  can  and  must  play  a vital 
part  in  our  economy. 

Many  observers  feel  that  with  a good  industrial 
health  program,  properly  supervised  and  managed, 
and  with  the  cooperation  of  physicians,  nurses,  per- 
sonnel department,  and  labor  that  absenteeism  and 
labor  turnover  can  be  greatly  reduced. 

Your  Industrial  Health  Committee  and  several 
special  committees  have  conducted  extensive 
studies  to  obtain  information  about  a possible 
director  for  our  combined  Bureaus  of  Industrial 
Health  and  Workmen’s  Compensation.  Many  in- 
dividuals prominent  in  industrial  health  were  con- 


sulted. Many  consultations  were  held  in  person 
and  by  letters.  Many  problems  presented  them- 
selves. The  problem  of  salary  was  perhaps  the 
most  difficult. 

As  of  this  day,  we  are  not  hopefully  and  confi- 
dently able  to  state  that  we  finally  have  obtained  a 
director.  We  expect  no  miracles.  It  will  take 
time ; we  do  expect  results. 


PART  XT 


Publication 

The  Publication  Committee  for  the  current  year 
was  composed  as  follows: 


John  J.  Masterson,  M.D.,  Chairman Kings 

Maurice  J.  Dattelbaum,  M.D Kings 

Laurance  D.  Redwav,  M.D Westchester 

Norman  S.  Moore,  M.D Tompkins 

W.  P.  Anderton,  M.D New  York 

John  G.  Masterson,  M.D. 

( Member-at-large) Kings 


The  composition  of  the  committee  is  in  accordance 
with  the  1956  resolution  of  the  House  of  Delegates 
and  includes  the  editor,  the  assistant  editor,  the 
secretary,  the  treasurer,  and  a member  of  the  Board 
of  Trustees.  It  includes  also  this  year  for  the  first 
time  a member-at-large  authorized  by  the  House  of 
Delegates.  There  has  also  been  appointed  by  the 
president,  as  requested  by  the  committee,  an  ob- 
server with  voice  but  no  vote,  Dr.  Albert  H.  Doug- 
las, Queens.  This  is  a part  of  the  general  intraining 
program  developed  by  the  committee  not  only  for 
the  staffs  of  the  publications  but  for  the  committee 
itself. 

Meetings  of  the  Publication  Committee  have  been 
held  monthly  throughout  the  year  except  in  August. 
At  many  of  the  meetings  the  president  and  the 
president-elect  have  attended,  ex  officio.  Continu- 
ance of  the  committee  as  constituted  is  requested. 

Circulation  of  the  Journal  “gratis”  to  senior  class 
medical  students  of  the  ten  medical  schools  of  the 
State  during  the  academic  year  was  followed  out  as 
a gesture  of  good  will.  It  is  recommended  that  this 
policy  be  continued  as  previously  approved  by  the 
House  of  Delegates  in  May,  1956. 

The  House  of  Delegates  in  1956  referred  a matter 
of  advertising  policy  to  the  Publication  Committee 
and  the  Council  for  recommendation  to  the  House 
in  1957.  The  following  action  was  taken. 

On  December  12,  1956,  the  Publication  Commit- 
tee, after  extensive  study  and  debate,  voted  to  con- 
sider for  publication  advertising  applications  in 
which : 

1.  The  content  is  factually  correct. 

2.  The  copy  is  in  good  taste. 

3.  The  advertiser  or  agency  does  not  exploit 
the  Journal  or  Directory  advertising  in  copy 
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presented  to  the  public  through  newspapers,  tele- 
vision, or  radio  channels. 

4.  The  advertising  to  the  public  makes  no  un- 
justifiable claims. 

The  December  report  of  the  Publication  Com- 
mittee was  unanimously  approved  by  the  Council 
on  December  13,  1956. 

In  1956  the  Publication  Committee  recommended 
and  the  Council  approved  a rise  in  the  subscription 
rates  for  the  Journal  from  $5.00  to  $7.50  per  annum, 
effective  January  1,  1957.  The  committee  con- 
sidered that  the  quality  of  the  Journal  had  im- 
proved to  a point  where  the  higher  subscription 
rate  of  $7.50  per  annum  was  justified.  In  Septem- 
ber the  Council  ratified  this  recommendation.  Con- 
firmation is  requested. 

The  Publication  Committee  discussed  at  many 
meetings  the  Sesquic.entennial  Issue  of  the  Journal 
scheduled  to  appear  February  1,  1957.  Prepara- 
tion for  this  number  had  to  be  made  early  and  the 
work  largely  completed  by  December  15,  1956. 
The  committee  authorized  for  this  one  issue  only  a 
special  cover  and  also  approved  the  suggestion  that 
the  contents  be  limited  to  the  history  of  the  Medical 
Society  of  the  State  of  New  York  and  the  program 
of  the  annual  Meeting.  It  was  anticipated  that  ad- 
vertising for  the  issue  might  defray  some  of  the 
anticipated  additional  cost.  These  extra  costs  were 
expected  to  arise  from  the  large  size  of  the  issue,  the 
illustrations  for  both  portions  of  the  issue,  addi- 
tional typing,  cover  design,  extra  printing,  and  mail- 
ing and  paper  costs.  In  addition,  since  the  issue 
was  to  be  larger  than  normal,  it  was  considered  that 
it  should  be  mailed  in  clasp  envelopes  instead  of  the 
usual  wrapper,  to  insure  against  spoilage.  While 
these  matters  properly  fall  into  the  1957  budget,  the 
policy  decisions  creating  them  had  to  be  made  in 
1956  and  therefore  fall  within  the  period  of  this  re- 
port. 

In  general,  the  costs  of  publishing  both  the  Jour- 
nal and  Directory  increased  during  1956.  This  was 
anticipated  since  more  material  was  published  in 
larger  issues  than  in  former  years,  necessitating  the 
use  of  more  paper  and  printing.  Advertising  reve- 
nues increased  somewhat  because  of  the  higher  space 
rates  effective  in  January,  1956,  but  also  normal  sal- 
ary and  wage  increases  during  the  year  for  the  edi- 
torial and  advertising  department  personnel  in- 
creased operating  costs.  Increased  subscription 
revenue  effective  January  1,  1957,  will  result  in  a 
gain  of  82.50  gross  revenue  per  subscriber. 

As  will  be  noted  in  the  Journal  statistical  report, 
the  year  1956  saw  the  publication  of  the  largest 
regular  issue  in  the  Journal’s  history,  the  224- 
page  issue  of  December  15.  Convention  issues  have, 
because  of  the  material  included,  been  larger.  Again 
this  past  year  the  total  number  of  pages  increased, 
to  4,172,  the  highest  total  in  the  history  of  the  pub- 
lication. 

New  York  State  Journal  of  Medicine. — 
The  Journal  has  appeared  uninterruptedly  in  24 
regular  issues  plus  a supplement,  Part  II,  of  the 
issue  of  September  1,  1956,  containing  the  minutes 
of  the  House  of  Delegates,  thus  making  a total  for 


the  year  of  25  issues. 

It  was  noted  in  the  last  annual  report  that  nearly 
“all  of  the  improvements  scheduled  three  years  ago 
in  the  appearance  and  content  of  the  Journal  have 
been  accomplished.”  As  of  the  end  of  1956,  the 
entire  schedule  has  been  completed.  This  has  been 
in  large  part  due  to  the  effective  coordination  of  the 
production  and  editorial  staffs  under  the  direction  of 
Miss  Alvina  Rich  Lewis,  assistant  to  the  editor. 
She  has  maintained  the  continuous  flow  of  manu- 
script material  to  the  editor  and  has  conducted  the 
intraining  program  commenced  in  1952  with  energy 
and  tact.  Volume  of  material  to  be  processed  has 
steadily  increased,  necessitating  the  employment  of 
extra  secretarial  help  in  1956.  Volume  of  tele- 
phone traffic  in  the  Journal  office  has  also  grown 
steadily.  In  spite  of  this  the  Journal  copy  has 
reached  the  printer  on  schedule. 

Miss  Lewis  also  represented  the  Journal  this 
year  at  the  Chicago  meeting  of  the  American  Medi- 
cal Writers  Association  where  comparative  operat- 
ing and  editorial  studies  were  made  of  state  journal 
methods  of  editing  and  production.  She  also  partici- 
pated with  the  editor  and  the  Public  and  Professional 
Relations  Bureau  in  a forum  on  medical  journalism 
at  Fordham  University.  The  editor  is  pleased  to 
report  that  our  methods  of  handling  the  editorial 
business  of  the  Journal  are  comparable  in  all  re- 
spects to  those  of  state  journals  throughout  the 
country.  Typographic  errors  have  been  kept  to  a 
bare  minimum,  and  it  can  be  reported  that  there 
have  been  no  “lost”  or  misplaced  manuscripts. 
Deadlines  have  been  met  with  the  printer  on  time 
or  ahead  of  schedule,  and  lost  time  in  the  routing  of 
copy  from  the  day  and  hour  of  receipt  to  the  editor, 
thence  to  consultants  by  first  class  mail,  and  return 
to  the  office  and  final  acceptance,  rejection,  or  re- 
write has  been  gradually  reduced  to  a minimum. 
Organization  of  work  schedules  in  the  editorial  of- 
fice has  now'  been  so  improved  that  overtime  under 
usual  conditions  has  been  virtually  eliminated.  Miss 
Lewis  is  now  in  her  tenth  year  of  service  to  the 
Journal. 

Miss  Frances  E.  Casey  has  been  with  us  for  six 
years.  She  has  shown  an  excellent  capacity  as  Miss 
Lewis’  deputy  to  carry  on  her  various  duties.  Dur- 
ing Miss  Lewis’  necessary  absences  either  on  vaca- 
tion or  as  representative  of  the  Journal,  vice  the 
editor,  she  has  taken  over  with  good  judgment  and 
understanding.  She  assists  in  dummying  of  the 
issues,  editing,  and  manuscript  control.  This  con- 
trol assures  at  all  times  exact  information  as  to  the 
status  of  any  given  manuscript  from  the  time  of  its 
receipt  to  its  eventual  publication. 

Mrs.  Anne  G.  Colahan,  manuscript  editor,  has  ex- 
hibited an  increasing  competence  in  that  exacting 
field.  She  has  been  with  the  Journal  for  eight 
years.  Thoroughly  familiar  with  Journal  style 
and  procedure,  accurate,  and  reliable,  she  is  re- 
sponsible for  maintaining  not  only  currently  edited 
material  but  also  a reserve  for  at  least  two  issues 
ahead. 

Miss  Joan  Vitrano  joined  the  Journal  editorial 
staff  in  1954.  Her  duties  are  various.  She  is  in 
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charge  of  maintenance  of  the  manuscript  records 
and  files  and  of  preparing  medical  news  and  meet- 
ings, proof  reading;  she  also  is  in  training  as  a 
manuscript  editor  and  in  charge  of  manuscript 
mailing. 

Miss  Eleanor  Meissner  joined  us  in  October,  1956. 
She  is  also  in  training  as  a manuscript  editor  and  in 
addition  is  in  charge  of  reprints  and  records  and 
routes  incoming  books  and  periodicals. 

Miss  Grace  I.  West  is  in  charge  of  advertising 
production.  She  has  been  with  the  Journal  for 
eighteen  years.  She  and  her  assistant,  Miss  Vivian 
Muller,  handle  the  advertising  layout  work,  con- 
tacts with  advertising  representatives  and  agencies, 
recording  and  billing,  color  copy,  plates,  correspond- 
ence, filing,  and  dummying.  The  volume  of  work  in 
this  department  has  constantly  increased  in  the  past 
few  years,  especially  with  respect  to  color  copy  and 
inserts.  The  work  is  exacting  and  difficult  and  has 
been  well  handled.  The  intraining  program  in  this 
department  has  not  kept  pace  with  that  of  the 
editorial  department,  because  of  the  turnover  in 
personnel. 

Miss  Camille  Marra,  secretary  to  the  advertising 
' representatives,  has  during  the  years  materially  as- 
1 sisted  in  the  development  of  the  work  of  the  depart- 
ment and  deserves  the  commendation  of  the  Society 
for  her  devotion  to  the  work. 

Mr.  Charles  L.  Baldwin,  Mr.  Joseph  A.  Mullaney, 
and  Mr.  James  M.  Kelley  constitute  the  advertising 
representatives  of  the  Journal  and  Directory  with 
i Mr.  John  A.  Bassett,  Pacific  Coast  representative 
with  offices  in  San  Francisco  and  Los  Angeles. 
These  representatives  have  increased  the  gross 
Journal  advertising  revenue  from  $215,945  in  1951 
to  $327,000  in  1956.  They  work  only  for  the  Society 
full  time,  with  the  exception  of  Mr.  Bassett,  and 
- deserve  great  commendation  for  their  effective 
efforts. 

The  associate  editorial  board  now  consists  of  29 
editors,  all  of  whom  work  the  year  round  to  improve 
the  quality  of  the  published  material  in  the  Journal. 
In  1956  Dr.  Paul  Bunn  of  Syracuse  and  Dr.  John  J. 
Butler  of  Rochester  were  added  to  the  roster.  These 
distinguished  men,  at  the  request  of  the  editor,  re- 
view critically  all  submitted  scientific  papers  during 
the  year,  and  it  is  largely  due  to  their  informed 
criticism  that  the  quality  of  the  published  papers 
has  so  greatly  improved.  The  editor  takes  this  oc- 
| casion  to  express  his  deep  gratitude  to  them  for 
j;  their  unfailing  assistance  through  the  years  in  be- 
half of  the  Journal. 

The  editor  has  supervised,  with  the  assistance  of 
the  associate  editorial  board,  all  of  the  submitted 
manuscripts.  He  has  also  supervised  in  general  the 
1 operating  and  training  program  for  his  department. 
He  has  passed  on  all  applications  for  advertising 
within  the  established  policy  of  the  Publication 
Committee  and,  with  the  able  business  manager, 
Mr.  Thomas  E.  Alexander,  has  studied  and  discussed 
new  equipment  needs,  replacement  of  obsolescent 
equipment,  paper,  printing  and  other  operating 
costs,  personnel  problems,  sales  promotion,  foreign 
and  domestic  exchanges,  and  like  matters.  He  has 
found  the  business  manager  always  cooperative, 


understanding,  and  willing  to  devote  time  and 
energy  to  the  many  problems  arising  in  the  course 
of  a complex  medical  publishing  enterprise. 

Because  of  the  efficient,  responsible,  and  hard- 
working organization  of  the  Journal  personnel 
under  Miss  Lewis,  the  editor  has  been  privileged 
recently  to  devote  time  and  energy  to  personal 
visits  to  the  medical  schools,  teaching  hospitals,  and 
other  likely  sources  of  good  scientific  material  for 
the  Journal.  Some  of  these  visits  he  has  made 
concurrently  with  attendance  at  the  district  branch 
meetings  throughout  the  State,  at  other  times  during 
the  summer  by  special  arrangement,  but  always 
with  the  purpose  of  calling  to  the  attention  of  those 
with  whom  he  has  conferred  the  desirability  of  the 
New  York  State  Journal  of  Medicine  as  a 
vehicle  of  increasing  importance  for  the  publication 
of  their  scientific  work.  The  competition  between 
medical  publications  in  the  general  and  specialized 
fields  for  really  excellent  scientific  material  puts  the 
New  York  State  Journal  of  Medicine  with  its 
nearly  25,000  readers  in  an  advantageous  position. 
It  is  circulated  in  an  area  containing  roughly  one 
seventh  of  the  physician  population  of  the  country, 
an  area  which  may  be  said  to  be  one  of  the  foremost 
medical  centers  of  the  world.  But,  like  any  other 
competitive  enterprise,  it  must  be  advertised  and 
“sold”  to  prospective  contributors,  not  once  only 
but  continuously.  Personnel  is  constantly  chang- 
ing in  those  institutions  contacted  by  the  editor,  and 
although  the  appearance  and  content  of  the  Journal 
as  well  as  its  semimonthly  publication  have  inherent 
sales  value,  this  in  itself  is  not  enough  but  must  be 
followed  up  by  personal  contact.  This  the  editor 
has  done  at  the  annual  meeting  and  the  district 
branch  meetings  and  by  correspondence  and  per- 
sonal calls  throughout  the  State  at  hospitals  and 
medical  schools,  research  laboratories,  and  the  like. 

The  policy  of  the  Publication  Committee  in  send- 
ing the  Journal  “gratis”  to  fourth-year  medical 
students  has  proved  to  be  an  excellent  professional 
relations  program.  But  it  stops  at  the  end  of  the 
school  year.  It  has  been  suggested  that  this  pro- 
gram be  followed  up,  perhaps  by  a department  in 
the  Journal  of  interest  to  residents,  thus  closing 
the  gap  between  the  senior  student  and  the  physi- 
cian finally  in  practice.  A practical  way  to  conduct 
such  a department  is  under  study. 

The  Publication  Committee  and  the  editor  are 
sensible  of  and  deeply  appreciate  the  splendid  co- 
operation with  the  Journal  of  the  secretary,  Dr.  W. 
P.  Anderton,  in  expediting  the  flow  of  material  from 
official  and  other  sources  which  originates  in  his  of- 
fice. The  volume  of  such  matter  has  constantly  in- 
creased, as  a careful  scrutiny  of  the  Journal  will 
reveal.  Much  of  it  has  to  be  edited,  as  the  minutes 
of  the  Council  and  the  House  of  Delegates;  some 
of  it,  as  for  example  the  scientific  papers  from  the 
Annual  Meeting,  must  be  collected,  transported, 
checked,  and  transmitted  to  the  Journal  editorial 
office.  This  and  other  valuable  assistance  to  the 
editor  which  the  secretary  develops  in  the  course  of 
his  official  visits  to  county  society  and  other  organi- 
zational meetings  have  been  of  invaluable  assist- 
ance. 
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Statistical  Report,  1956 

In  1956  there  were  24  issues  and  1 supplement  pub- 
lished, totaling  4,172  pages,  the  highest  total  ever 
published. 

A comparison  of  total  pages  for  preceding  years 
will  show  the  growth  of  the  Journal,  as  follows: 

1952  1953  1954  1955  1956 

3,200  3,208  3,620  3,840  4,172 

The  issues  in  1956  were  divided  as  follows: 

1 issue  of  136  pages 

7 issues  of  144  pages 

1 issue  of  152  pages 

2 issues  of  160  pages 
2 issues  of  168  pages 

8 issues  of  176  pages 
1 issue  of  192  pages 
1 issue  of  224  pages 

1 issue  of  240  pages  (April  1,  Convention) 

1 supplement,  156  pages 

During  1956  a total  of  519  articles  were  sub- 
mitted, of  which  99,  or  19  per  cent,  were  rejected. 
This  compares  with  previous  years  as  follows: 


1953 

1954 

1955 

1956 

Number  submitted 

449 

482 

503 

519 

Number  rejected 

70 

96 

103 

99 

Per  cent  rejected 

16 

19 

20 

19 

It  should  be  explained  that  several  of  the  manu- 
scripts rejected  for  publication  were  revised  and  re- 
written by  the  authors  in  accordance  with  the  sug- 
gestions of  the  editor  and  were  subsequently  ac- 
cepted for  publication. 

Of  the  519  papers  submitted  during  1956,  108 
were  papers  presented  at  the  annual  meeting,  a large 
proportion  of  which  have  already  been  published. 
In  addition,  several  excellent  series  of  articles  on 
special  subjects  have  been  published,  including 
“Recent  Advances  in  Medicine  and  Surgery,” 
edited  by  Dr.  Robert  Turell;  “Fundamentals  of 
Modern  Allergy,”  edited  by  Dr.  Samuel  J.  Prigal; 
“Clinical  Anesthesia  Conference,”  edited  by  Dr. 
Merel  H.  Harmel,  and  “Postgraduate  Radio  Pro- 
grams of  the  New  York  Academy  of  Medicine,” 
arranged  by  the  committee  of  which  Dr.  Norton  S. 
Brown  is  chairman  and  Dr.  Iago  Galdston  secretary. 

Among  the  outstanding  material  published  in 
1956  was  a symposium  on  “Medical  Aspects  of 
Motor  Vehicle  Accident  Prevention,”  held  under 
the  auspices  of  the  New  York  University-Bellevue 
Medical  Center  and  the  Center  for  Safety  Educa- 
tion, New  York  University.  The  New  York  State 
Department  of  Health  granted  the  Journal  permis- 
sion to  reprint  an  excellent  section  on  “Detection  of 
Breast  Cancer”  and  has  also  cooperated  in  provid- 
ing us  with  material  for  the  “Doctor  in  Civil  De- 
fense” series. 

There  were  543  authors  represented  in  the  397 
articles  published  in  1956.  These  397  break  down  as 
follows: 

113  scientific  articles  (submitted) 

110  annual  meeting  papers 


38  case  reports 
23  special  articles 
15  clinicopathologic  conferences 
14  history  of  medicine  articles 
3 civil  defense  articles 
8 cancer  treatment  articles 
23  fundamentals  of  allergy  articles 
23  clinical  anesthesia  conferences 
14  recent  advances  in  medicine  and  surgery 
10  postgraduate  radio  talks  (New  York  Academy 
of  Medicine) 

Comparative  statistics  on  page  breakdowns  fol- 
low: 


1954 

1955 

1956 

Total  number  of  pages 

3,620 

3,840 

4,172 

Text  pages 

Advertising  pages  (not 

2,355 

2,445 

2,878 

including  inserts  and 
covers) 

1,117 

1,259 

1,294 

Number  articles  submit- 
ted 

Number  articles  pub- 

482 

503 

519 

lished 

Number  authors  repre- 

364 

406 

397 

sented 

571 

549 

543 

Scientific  text,  pages 

1,552 

1,603 

1,719 

Features,  pages 

458 

499 

626 

Editorials,  pages 
Minutes  and  reports, 

92 

104 

128 

pages 

House  of  Delegates  min- 

253 

239 

249 

utes,  pages 

148 

136 

156 

An  analysis  of  the  text  pages  for  1956  follows: 

Scientific  articles 

1,123 

Case  reports 

96 

Special  articles 

83 

Clinicopathologic  conferences 

100 

History  of  medicine 

17 

Cancer  treatment 

31 

Fundamentals  of  allergy 

87 

Clinical  anesthesia  conferences 

49 

Recent  advances 

150 

Academy  postgraduate  talks 

52 

Infant  mortality 

31 

Editorials  and  editorial  comment 

128 

Medical  care  insurance 

13 

Workmen’s  compensation 

6 

Correspondence 

20 

Medical  news 

60 

Medical  meetings 

18 

Medical  school  news 

21 

Necrology 

52 

Books,  received  and  reviewed 

61 

Woman’s  Auxiliary 

12 

Table  of  contents 

38 

State  Society  officers 

72 

County  society  officers 

15 

Council  minutes 

135 

Annual  meeting  reports 

114 

Annual  meeting  program 

55 

Index 

37 

Physicians’  Home 

7 

District  branch  programs 

5 
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Openings  for  physicians 
.Month  in  Washington 
Aledical  sound  books 
Aliscellaneous  announcements 

Financial  Statement 

Journal  Operations, 
Year  Ended  December  31, 

4 

' 12 
2 
15 

1956 

Income 

Advertising 

$309,875 

Cash  subscriptions 

3,454 

Other 

6,487 

Total  Income 

319,816 

Expenditures 

Printing  and  mailing 

191,794 

Advertising 

80,052 

Editorial 

49,880 

Sundry 

16,676 

Total  Expenditures 

338,402 

Net  income  before  dues  allocation 

-18,586 

Dues  allocation 

60,610 

Final  Net  Income 

$ 42,024 

Medical  Directory  of  New  York  State. — - 
Work  of  compiling  data  for  the  1957  Directory  is  now 
well  under  way.  As  of  December  31,  1956,  a total 
of  1,778  copies  of  the  1955  Directory  had  been  sold 
to  individual  purchasers. 

The  appreciation  of  the  Publication  Committee 
is  extended  to  Miss  Janet  Loy,  Mrs.  Eileen  Car- 
mody  Grubiak,  Airs.  Evelyn  DeAIarco,  Air.  Robert 
W.  Aliller,  and  other  members  of  the  Directory  staff 
for  their  helpful  assistance  in  the  production  of  this 
publication. 

The  work  of  Air.  Thomas  E.  Alexander,  who  has 
acted  as  secretary  to  the  Publication  Committee  at 
all  of  its  meetings,  is  gratefully  acknowledged.  He 
has  also  served  as  business  manager  for  the  Journal 
and  in  this  capacity  has  been  most  helpful  in  assist- 
ing with  the  solution  of  many  production  problems 
that  have  arisen  during  the  year. 

The  secretary  of  the  Aledical  Society  of  the  State 
of  New  York,  Dr.  W.  P.  Anderton,  has  rendered,  as 
in  previous  years,  invaluable  counsel  and  assistance 
in  the  preparation  and  editing  of  the  vast  amount  of 
data  necessary  to  compile  the  Directory  and  editing 
of  reports  of  the  bureaus  and  many  committees  of 
the  State  Society.  His  work  and  advice  as  a mem- 
ber of  the  Publication  Committee  during  the  years 
has  been  most  helpful. 

The  chairman  of  the  Publication  Committee 
would  be  remiss  at  this  time  if  he  did  not  express  his 
sincere  appreciation,  thanks,  and  gratitude  to  the 
other  members  of  the  committee  for  their  helpful 
cooperation.  We  have  previously  mentioned  per- 
sonally those  who  earn-  on  the  routine  work  of  the 
Journal  and  Directory. 

A perusal  of  this  report  is  an  indication  of  the 
prodigious  amount  of  work  of  our  editor,  Dr. 


Lauranee  D.  Redway,  in  behalf  of  the  Journal  and 
the  loyalty  and  devotion  of  him  and  his  very  efficient 
staff  to  our  Society.  It  would  be  difficult  to  find  in 
any  organization  a more  loyal  group  of  people. 


Public  Relations 

The  Council  Committee  on  Public  Relations  for 
the  current  year  consists  of  the  following  members: 

Floyd  S.  Winslow,  M.D.,  Chairman Alonroe 

George  A.  Burgin,  M.D Herkimer 

Henry  I.  Fineberg,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 

Reid  R.  Heffner,  M.D Westchester 

John  W.  Latcher,  M.D Otsego 

John  C.  McClintock,  AI.I) Albany 

John  D.  Naples,  M.D Erie 

Kenneth  T.  Rowe,  M.D Steuben 

Edward  Siegel,  M.D Clinton 

Throughout  the  past  year  the  Public  and  Pro- 
fessional Relations  Bureau  continued  to  carry  on 
its  normal  assignments  while  at  the  same  time 
special  projects  were  undertaken,  supervised  by 
Air.  Frederick  W.  Aliebach,  director.  Contacts 
with  county  medical  societies  and  other  organiza- 
tions were  maintained  through  the  field  staff. 
Air.  A.  C.  Schuyler  covered  the  Fifth,  Seventh,  and 
Eighth  District  Branch  societies.  Air.  Martin  J. 
Tracey  worked  with  the  organizations  in  the 
Second  and  Fourth  District  areas,  while  Air.  Thomas 
E.  Walsh  assisted  the  Third,  Sixth,  and  Ninth  Dis- 
trict groups.  The  field  representatives  also  were 
assigned  additional  duties  at  headquarters.  Air. 
Schuyler  developed  radio,  television,  and  research 
projects;  Air.  Tracey  edited  the  Newsletter  and 
prepared  speeches  and  special  reports,  and  Air. 
Walsh  worked  as  liaison  representative  between  the 
Woman’s  Auxiliary  and  the  Bureau  and  directed 
the  Speakers’  Service.  All  three  men  were  active 
in  the  preparation  for  and  conducting  of  the  Society’s 
sesquicentennial  celebration  and  assisted  in  the  anti- 
chiropractic campaign  of  the  Committee  to  Combat 
Cults. 

General  Public  Relations  Program. — The 
principal  goal  of  your  committee  during  the  past 
year  was  an  over-all  constructive  public  relations 
program.  Aware  of  the  fact  that  a watchful  eye 
must  be  kept  on  Congress  lest  the  Federal  govern- 
ment take  over  the  private  practice  of  medicine, 
vour  committee,  through  its  Bureau,  promoted  the 
use  of  time-tested  public  relations  projects  by  county 
societies,  while  at  the  same  time  stimulating  the 
creation  of  new  ideas. 

In  brief,  such  projects  had  as  their  main  objectives 
the  following: 

1.  Gaining  the  good  will  of  every  citizen,  thereby 
developing  a favorable  attitude  toward  the  family 
doctor,  his  county,  State,  and  national  medical 
organizations. 

2.  Developing  and  increasing  ways  and  means 
of  improving  the  doctor-patient  relationship. 

3.  Assisting  and  inspiring  county  medical  socio- 
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ties  in  creating  and  developing  public  relations  pro- 
grams of  a practical  nature. 

4.  Encouraging  individual  physicians  and  com- 
ponent county  medical  societies  to  cooperate  with 
voluntary  prepayment  health  insurance  plans. 

In  order  to  achieve  these  goals,  the  Bureau’s 
activities  were  divided  into  two  general  classifica- 
tions, internal  professional  relations  and  external 
public  relations.  The  first  category  included  activi- 
ties concerning  the  individual  physician-members  of 
the  State  Society.  The  second  classification  involved 
radio  stations,  television  stations,  newspapers, 
magazines,  bar  associations,  health  departments, 
and  other  groups  outside  the  medical  profession, 
as  well  as  the  public  at  large.  Among  the  some  25 
areas  in  which  the  Bureau  was  active,  these  fields 
included  doing  field  work  with  county  societies, 
promoting  public  service  programs  such  as  emer- 
gency medical  call  services  and  mediation  commit- 
tees, maintaining  a central  information  and  publicity 
center,  publishing  pamphlets  and  reports,  and 
many  other  public  relations  projects  which  will  be 
discussed  in  this  report. 

Field  Program. — One  of  the  fundamental  factors 
in  the  improvement  of  both  internal  professional 
relations  and  external  public  relations  has  been  the 
field  program.  Working  closely  with  officials  of 
county  medical  societies,  the  field  representatives 
have  built  a good  relationship  between  your  commit- 
tee and  local  groups.  Through  them,  your  commit- 
tee’s basic  and  supplemental  public  relations  pro- 
grams have  been  presented  by  personal  visits  to 
physicians  at  the  grass  roots.  They  have  not  only 
presented  our  ideas  but  have  helped  to  put  them  into 
practice  whenever  necessary.  Another  important 
function  the  field  men  have  fulfilled  has  been  that  of 
relaying  to  your  committee  the  ideas  and  opinions 
of  county  leaders.  This  information  has  enabled 
your  committee  to  meet  in  an  effective  fashion  the 
local  needs  of  our  county  societies. 

Among  the  supplemental  projects  which  the  field 
staff  has  been  instrumental  in  developing  is  the 
course  for  medical  assistants  in  doctors’  offices. 
Through  their  efforts  many  societies  were  induced 
during  the  year  to  conduct  such  courses.  Their 
active  participation  in  the  courses,  which  will  be 
reported  on  hereafter,  have  helped  to  make  this 
project  an  outstanding  one  during  1956. 

By  means  of  personal  contacts  with  groups  out- 
side our  ranks,  such  as  the  chambers  of  commerce, 
dental  society,  radio  and  television  stations,  health 
department,  and  other  organizations,  the  field  repre- 
sentatives have  done  much  to  better  our  relations 
with  such  groups. 

Public  Service  Projects. — Two  of  the  most 
important  ingredients  in  a sound  medical  public 
relations  program  are  the  public  service  projects 
known  as  emergency  medical  service  plans  and 
mediation  committees.  By  setting  up  mechanisms 
for  providing  around-the-clock  services  of  physicians 
and  machinery  for  settling  occasional  differences 
between  doctors  and  patients,  county  medical 
societies  have  done  a great  deal  toward  creating 


good  will  for  the  profession.  Your  committee, 
through  the  Bureau,  however,  has  constantly 
emphasized  the  fact  that  the  mere  establishing  of 
such  groups  is  not  enough.  They  must  be  active 
working  units  which  are  given  continual  publicity 
so  that  the  people  know  of  their  existence. 

The  latest  review  of  the  number  of  emergency 
services  recorded  by  the  Bureau  shows  a total  of  60. 
According  to  the  records,  therefore,  only  one  county 
society  has  failed  to  organize  such  a service.  Al- 
though many  attempts  have  been  made  to  have  this 
particular  group  organize  a service,  the  latest  report 
was  that  a study  was  being  made  concerning  the 
feasibility  of  an  emergency  plan.  It  is  encouraging 
to  report  that  county  society  bulletins  frequently 
editorialize  on  the  need  for  their  members  not  to 
allow  emergency  plans  to  deteriorate  through  lack 
of  adequate  manpower. 

Mediation  committees  continued  to  be  active  and 
effective.  Many  of  the  county  medical  societies 
having  publications  published  brief  reports,  without 
names,  of  such  committees.  Some  of  them  used  one 
case  at  a time  to  show  what  are  common  grievances 
in  the  hope  that  members  would  take  steps  to  avoid 
future  similar  instances.  In  all  there  were  59  bodies 
handling  grievances.  Formal  mediation  committees 
or,  in  some  instances,  grievance  committees  were 
on  record  for  57  societies.  The  other  two  consisted 
of  a comitia  minora  or  board  of  censors  acting  as 
such  a committee. 

It  is  hoped  that  through  leadership  of  county 
society  officials  and  the  cooperation  of  all  members, 
the  work  of  the  emergency  service  plans  and  the 
mediation  committees  will  continue,  with  improve- 
ments where  needed,  as  public  service  projects 
which  create  and  preserve  good  public  relations. 

Public  Relations  Conference. — An  inter- 
ested group  of  more  than  50  county  medical  society 
public  relations  chan-men,  executive  secretaries, 
and  guests  met  at  the  Hotel  Biltmore,  New  York 
City,  October  6,  for  the  annual  conference  of  county 
medical  society  public  relations  chairmen.  The 
program  called  for  discussions  of  several  timely 
topics  with  important  public  relations  implications. 
These  included  an  explanation  of  the  new  Federal 
law  providing  medical  care  for  dependents  of 
military  personnel  by  private  practitioners.  This 
subject,  known  as  Medicare,  was  analyzed  by  Dr. 
William  J.  Kennard,  assistant  director,  A.M.A. 
Washington  Office,  and  Mr.  George  Farrell,  direc- 
tor of  our  Medical  Care  Insurance  Bureau. 

Another  highlight  was  “What’s  New  in  Chiro- 
practic Throughout  the  Nation,”  which  was  dis- 
cussed by  Mr.  Richard  Stalvey,  of  the  A.M.A. 
Bureau  of  Investigation.  In  addition,  the  confer- 
ence heard  a report  on  the  guide  for  cooperation 
between  medicine  and  law  by  Dr.  John  C.  McClin- 
tock,  our  subcommittee  chairman,  and  a discussion 
of  the  project  by  Charles  Margett,  Esq. 

Another  item  included  at  the  conference  was  a 
“Public  Relations  Kit  for  County  Medical  Societies 
Public  Relations  Chairmen.”  This  contained  inter- 
esting and  valuable  printed  pieces  on  current  public 
relations  projects. 
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So  much  interest  was  shown  in  the  topic  presented 
by  Mr.  Stalvey  that  a special  mailing  of  his  remarks 
was  made  by  the  Bureau.  In  keeping  with  the  cus- 
tom of  past  years,  the  proceedings  of  the  conference 
were  recorded  through  the  courtesy  of  Dr.  Laurance 
D.  Redway,  editor  of  the  New  York  State  Jour- 
nal of  Medicine.  After  the  conference  the 
recorded  minutes  were  transcribed  by  the  Bureau’s 
secretarial  staff  and  distributed  to  interested  persons. 

Courses  for  Medical  Assistants. — Courses 
for  training  medical  assistants  in  physicians’  offices, 
sponsored  by  county  medical  societies,  continued 
to  increase  in  number  throughout  the  year  accord- 
ing to  reports  received  from  various  parts  of  the 
State  by  the  Bureau.  At  the  time  this  report  is 
being  made  up,  21  societies  had  sponsored  courses 
of  the  type  recommended  by  your  committee 
through  the  Bureau.  This  figure  represents  an 
increase  of  nine  societies  over  the  number  reported 
to  the  House  in  1956. 

The  principal  purpose  of  the  training  course  is 
to  furnish  practical  information  about  medical 
economics,  public  relations,  medical  care  insurance 
plans  including  the  new  Medicare  plan,  workmen’s 
compensation,  and  allied  subjects  which  can  be 
used  by  medical  assistants  in  their  everyday  work. 
Evidence  of  the  value  of  the  course  to  the  assistants 
is  the  large  number  of  compliments  paid  by  them 
after  they  had  attended  the  lectures. 

The  field  staff,  through  personal  visits  to  county 
societies,  promoted  these  courses  and  participated 
in  many  of  them.  Literature,  such  as  “Telephone 
Cues  for  Medical  Personnel,”  “Seven  PR  Pointers 
for  Medical  Personnel,”  “How  to  Conduct  Training 
Courses  for  Physicians’  Office  Personnel,”  and  other 
brochures  were  made  available  free  of  charge  to 
county  medical  societies.  Numerous  requests  for 
such  literature  were  received  by  the  Bureau,  and  the 
orders  were  filled.  Reports  by  the  field  men  show 
that  attendance  at  the  meetings  has  been  uniformly 
very  good.  In  the  City  of  Schenectady  150  office 
assistants  took  part  in  the  course,  while  in  suburban 
Suffolk  County  100  medical  personnel  participated 
in  the  course  conducted  in  that  area. 

Among  the  latest  societies  which  have  given  the 
course  are  Suffolk,  Schenectady,  Fulton,  Mont- 
gomery, Queens,  and  Monroe.  Broome  County 
has  given  a course  for  the  third  time.  Previously, 
the  following  societies  sponsored  the  lectures: 
Albany,  Broome,  Chautauqua,  Chemung,  Colum- 
bia, Dutchess,  Herkimer,  Madison,  Oneida,  Orange, 
Ulster,  and  Westchester.  Numerous  other  county 
medical  societies  from  time  to  time  have  indicated 
interest  in  this  project.  Among  the  groups  having 
considered  conducting  their  own  courses,  studying 
the  advisability  of  joining  with  neighboring,  socie- 
ties in  holding  a course,  polling  their  members,  or 
undertaking  similar  activities  were  Allegany,  Erie, 
Genesee,  Greene,  Jefferson,  Lewis,  Livingston, 
Niagara,  New  York,  Onondaga,  Ontario,  Orleans, 
Oswego,  Putnam,  St.  Lawrence,  Seneca,  Saratoga, 
Steuben,  Warren,  Wayne,  and  Yates. 

The  Bureau  has  aided  many  societies  in  making 
surveys  and  in  other  ways.  In  making  a survey  of 


a society’s  members  concerning  such  a course,  the 
usual  procedure  was  that  a text  of  a special  letter 
asking  whether  the  doctors  wanted  the  course  for 
their  assistants  was  drawn  up  and  mimeographed 
on  the  county  society  stationery  by  the  Bureau.  A 
reply  postcard  usually  was  mimeographed  and  sup- 
plied by  t he  Bureau  for  inclusion  in  the  letter. 

While  the  record  reviewed  above  is  excellent, 
there  is  room  for  improvement.  With  the  coming 
of  spring  and  good  traveling  weather,  societies  which 
have  not  conducted  the  course  are  urged  to  sponsor 
the  project. 

Your  committee  believes  that  these  conferences 
can  do  a tremendous  amount  of  good  in  building 
better  doctor-patient  relations  at  the  grass  roots 
level — in  the  doctors’  offices — and  asks  each  member 
of  this  House  to  encourage  this  worth-while  public 
relations  project  at  every  opportunity. 

Woman’s  Auxiliary. — As  part  of  its  plan  of 
cooperation  with  the  Woman’s  Auxiliary,  the  Bureau 
continued  to  work  closely  with  its  State  officers  and 
chairmen  of  various  committees.  Particular  atten- 
tion was  directed  to  the  coordination  of  the  legisla- 
tion and  public  relations  programs. 

As  noted  elsewhere  in  this  report,  the  Bureau 
aided  the  Auxiliary  personnel  in  staging  an  exhibit 
at  the  State  Fair  in  Syracuse.  It  also  helped  the 
Auxiliary  in  planning  the  Fifth  Annual  Health  Poster 
Contest,  in  widening  the  scope  of  the  nurse  recruit- 
ment program,  and  in  improving  the  Distaff. 

Among  the  new  projects  on  which  both  the  Bureau 
and  the  Auxiliary  worked  together  were  the  estab- 
lishing of  special  committees  to  work  with  the 
State  Society’s  Committee  to  Combat  Cidts  and  the 
State  Society’s  Sesquicentennial  Committee. 

The  Bureau’s  liaison  representative,  Mr.  Walsh, 
met  with  Auxiliary  officials  and  chairmen  whenever 
requested  and  also  arranged  for  clerical  and  other 
assistance  whenever  the  need  was  indicated.  On 
several  occasions  he  spoke  at  local  Auxiliary  meet- 
ings. 

For  the  fine  spirit  of  cooperation  shown  by  all  the 
officials  of  the  Auxiliary,  your  committee  wishes  to 
express  their  thanks  to  them  and  to  their  president, 
Mrs.  Albert  Vander  Veer,  II. 

Radio  and  TV  Programs. — In  addition  to  main- 
taining an  advisory  service  for  radio  and  television 
stations,  the  Bureau  continues  its  efforts,  as  in  the 
past,  to  induce  county  medical  societies  to  make  the 
best  use  of  radio  and  television  programs  at  the 
local  level. 

In  the  field  of  radio  programming,  emphasis  was 
placed  on  the  use  of  electrical  transcriptions  made 
available  free  of  charge  bv  the  A.M.A.  A letter 
announcing  each  new  series  as  it  was  made  avail- 
able from  the  A.M.A.  was  sent  by  the  Bureau  to  each 
county  medical  society  public  relations  chairman  to 
advise  him  of  the  availability  and  to  encourage  him 
to  use  the  series  locally. 

The  cooperation  of  the  Woman’s  Auxiliary  also 
was  asked  for  the  purpose  of  contacting  radio 
stations  in  the  various  county  society  areas. 

In  the  field  of  medical  telecasting  the  popularity 
of  the  television  films  produced  either  by  or  in 
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cooperation  with  the  A.M.A.  seems  to  be  growing. 
Several  requests  were  received  by  the  Bureau  for 
such  A.M.A.  films  as  “The  Case  of  the  Doubtful 
Doctor”  and  “Your  Doctor.”  Films  of  this  type 
are  suitable  not  only  for  showing  over  local  tele- 
vision stations  but  can  also  be  shown  at  county 
medical  society  meetings. 

In  order  to  insure  the  widest  possible  use  of  avail- 
able radio  electrical  transcriptions  and  television 
films,  the  Bureau,  in  addition  to  alerting  local  PR 
chairmen,  is  studying  ways  and  means  of  establish- 
ing a system  for  making  certain  that  all  radio  and  TV 
stations  in  New  York  State  are  advised  about  new 
A.M.A.  films  and  platters  as  soon  as  they  become 
available. 

Health  Films. — In  keeping  with  the  trend  of  the 
past  several  years,  requests  received  by  the  Bureau 
for  health  films  continued  to  increase.  By  consult- 
ing its  file  of  film  catalogs  and  other  materials,  the 
Bureau  was  able  to  assist  the  many  inquirers  in 
obtaining  the  different  types  of  films  in  which 
they  showed  interest.  Statistics  indicate  that 
many  program  chairmen  are  making  health  films 
the  principal  event  of  their  activities  and  that 
more  groups,  particularly  those  composed  of  women, 
are  making  greater  use  of  health  programs. 

Speakers’  Service.- — Since  the  general  public  is 
extremely  concerned  with  means  by  which  they  will 
be  able  to  pay  for  medical  care  now  available,  the 
Speakers’  Service  during  the  past  year  has  alerted 
physician-speakers  throughout  the  State  to  the  need 
for  having  a real  knowledge  of  the  different  types 
of  medical  care  insurance  plans  on  the  market  today. 
Speakers  interested  in  discussing  this  subject  had 
the  opportunity  of  obtaining  material  and  informa- 
tion about  this  topic  from  the  Bureau  at  all  times. 

The  Speakers'  Service  also  kept  the  county  medi- 
cal societies’  public  relations  chairmen  advised  of  all 
the  new  material  made  available  by  the  Bureau  of 
Health  Education  of  the  A.M.A.  The  service  also 
brought  home  to  the  physicians  interested  in  speak- 
ing that  health  films  can  play  an  important  part  in 
making  a speaking  engagement  a joy  rather  than  a 
chore. 

The  cooperation  of  the  Committee  on  Public 
Health  and  Education,  headed  by  Dr.  Theodore  J. 
Curphey,  in  obtaining  the  services  of  physicians  to 
speak  to  lay  groups  on  health  subjects  was  always 
available  to  the  Speakers’  Service  and  is  very  much 
appreciated  by  your  committee. 

Guide  for  Cooperation. — Since  the  last  report 
to  the  House,  the  Guide  for  Cooperation  between 
the  medical  profession  and  the  various  media  of  public 
information  continued  to  attract  wide  attention.  A 
total  of  about  1,500  copies  for  distribution  to  groups 
throughout  the  State  and  the  nation  was  supplied 
by  the  Bureau.  A total  of  about  1,000  copies  was 
sent  to  new  members  of  the  State  Society  through 
the  cooperation  of  our  secretary,  Dr.  W.  P Ander- 
ton. 

At  the  request  of  the  chairman  of  the  Subcommit- 
tee on  Cooperation  with  Media  of  Information,  Dr. 
McClintock,  the  Bureau  arranged  a meeting  with 


representatives  of  the  press,  radio,  TV,  and  other 
media  at  the  Hotel  Roosevelt,  New  York  City,  in 
early  January.  The  purpose  was  to  review  and  renew 
the  Guide  for  Cooperation  promulgated  a few  years 
ago.  As  a result  of  this  meeting  a revised  edition 
of  the  Guide  is  now  being  published;  30,000  copies 
have  been  ordered  from  the  printer. 

A favorable  and  accurate  picture  of  this  confer- 
ence was  published  in  Editor  and  Publisher,  “the 
oldest  publishers’  and  advertisers’  newspaper  in 
America.”  In  the  January  19  issue  of  the  publica- 
tion, which  is  sort  of  a Bible  for  the  press,  a two  and 
one-third  column  story  bore  the  headline  “Medical 
Society  Guide  Revised  to  Help  Media.”  In  this 
article  the  writer  stated  that  the  meeting  was  “a 
graphic  demonstration  of  how  the  two  groups  (news- 
papermen and  physicians)  may  be  led  to  work  more 
effectively  in  close  cooperation.”  As  a result  of 
this  article  the  Bureau  received  numerous  requests 
for  the  Guide  from  various  parts  of  the  country, 
such  as  Austin,  Texas,  and  San  Francisco,  Cali- 
fornia. Requests  also  were  received  from  our  own 
State,  Syracuse,  and  the  nearby  State  of  New  Jersey, 
Passaic.  It  is  planned  to  send  copies  of  the  revised 
edition  to  those  who  communicated  with  the  Bureau 
following  the  publication  of  the  article. 

Every  effort  will  continue  to  bring  this  revised 
edition  of  the  Guide  to  the  attention  of  every  mem- 
ber of  the  State  Society,  and  steps  also  will  be  taken 
to  urge  every  county  medical  society  to  cooperate 
with  us  in  publicizing  the  document. 

Further  information  concerning  the  Guide  will  be 
found  in  the  special  report  of  the  Subcommittee  on 
Cooperation  with  Media  of  Information. 

Standards  of  Practice. — On  request  the  Bureau 
assisted  the  Subcommittee  on  Cooperation  with 
Media  of  Information  in  drawing  up  a guide  for 
cooperation  between  law  and  medicine.  This 
guide,  tentatively  entitled  “Standards  of  Practice,” 
will  be  reported  on  further  in  the  report  of  your  sub- 
committee. 

Advisory  Service  to  Press,  Radio,  and  Tele- 
vision.— This  service,  inaugurated  a few  years  ago 
following  the  publication  of  the  Guide  for  Coopera- 
tion, continued  to  flourish  during  the  past  year. 
The  field  staff,  working  at  the  Bureau’s  headquarters, 
handled  on  an  average  at  least  one  request  per  week 
for  information  from  representatives  of  the  various 
media  of  information.  As  a rule  these  requests 
were  cleared  with  Dr.  Theodore  J.  Curphey  and  Dr. 
Henry  I.  Fineberg,  who  have  generously  given  their 
services  to  work  with  the  media.  The  field  men 
contacted  physicians  named  by  Drs.  Curphey  and 
Fineberg  and  tried  to  clear  the  way  for  press,  radio, 
and  television  representatives  in  obtaining  informa- 
tion. 

Many  magazines,  newspapers,  and  other  publica- 
tions came  to  the  Bureau  for  assistance.  Among 
these  were  Coronet,  Collier’s,  Newsweek,  Good  House- 
keeping, Life,  Ladies  Home  Journal,  McCall’s, 
Medical  Economics,  the  New  York  Journal- American, 
and  the  New  York  Times,  as  well  as  Today’s  Living 
The  latter  publication,  distributed  with  the  Sunday 
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New  York  Herald  Tribune  and  other  papers  through- 
out the  country,  featured  an  excellent  article  on 
metropolitan  New  York  City’s  Emergency  Service 
Systems,  based  in  part  on  materials  the  Bureau  had 
supplied  to  the  writer. 

Assistance  also  was  given  to  radio  and  television 
stations.  Following  President  Eisenhower’s  opera- 
tion the  Bureau  helped  in  obtaining  participants  for 
a program  televised  over  the  Dumont  network  on 
the  subject  of  ileitis.  Aid  also  was  supplied  to  the 
Columbia  Broadcasting  Company  in  preparing  a 
nation-wide  radio  program  in  which  spring  fever 
was  to  be  discussed. 

One  of  the  principal  purposes  for  which  this  serv- 
ice was  established,  besides  supplying  information, 
was  to  improve  relations  between  medicine  and  the 
information  media.  An  example  of  how  this  serv- 
ice builds  improved  press  relations  was  the  instance 
of  a complaint  made  by  an  irate  writer  who  felt 
that  an  article  he  had  prepared  had  been  given 
unfair  treatment  by  a physician.  After  talking  to 
the  local  county  society’s  executive  secretary  and  a 
Bureau  representative,  the  writer’s  anger  calmed, 
and  he  expressed  appreciation  for  the  help  given. 

In  the  field  of  press  relations  your  chairman  would 
like  to  refer  to  a reply  to  a letter  he  sent  to  the 
general  manager  of  the  Plattsburgh  Press-Republican. 
The  letter  complimented  the  manager  for  cooperating 
with  the  Clinton  County  Medical  Society  in  spon- 
soring medical  forums,  a project  recommended  by 
your  committee.  The  general  manager’s  letter 
stated  that  “we  too  feel  that  these  forums  have  been 
rather  successful.  It  is  our  intention  to  continue 
the  series  through  the  months  to  come  for  much 
good  public  relations  has  come  to  the  medical 
society  and  ourselves  through  these  efforts.” 

District  Branch  Meetings. — Continuing  the 
custom  of  recent  years,  the  field  representatives  of 
the  Bureau,  under  the  supervision  of  Dr.  VV.  P. 
Anderton,  assisted  in  registering  physicians  and 
guests  at  district  branch  meetings.  The  director 
took  care  of  dealings  with  the  press  whenever  neces- 
sary. Prior  to  the  meetings  newspaper  releases  fea- 
turing details  of  the  programs  and  copies  of  speeches 
scheduled  to  be  delivered  by  Dr.  Greenough  or  Dr. 
Givan  were  distributed  to  the  press  in  the  branch 
regions.  The  Newsletter  featured  stories  about 
these  meetings. 

Mr.  Tracey  participated  in  the  public  relations 
division  of  the  Fourth  District  Branch  meeting 
where  he  spoke  on  the  functions  of  the  Public  and 
Professional  Relations  Bureau. 

In  addition,  representatives  of  your  committee 
and  the  Bureau  often  attended  meetings  of  commit- 
tees in  the  district  branches  between  their  annual 
meetings.  For  example,  at  a meeting  of  the 
Seventh  District  Branch  advisory  committee  your 
chairman  enlisted  the  support  of  the  branch  in  the 
antichiropractic  licensure  campaign,  while  the 
Bureau’s  director  outlined  the  Bureau’s  functions. 

After  the  district  branch  meetings  were  completed, 
the  secretarial  staff  of  the  Bureau,  in  compli- 
ance with  the  request  of  Dr.  Anderton,  compiled 
a record  of  attendance  at  the  various  meetings. 


Exhibits. — Following  the  favorable  reaction  to 
the  exhibit  cosponsored  by  the  Bureau  and  the 
American  Medical  Association  at  Saratoga  Springs 
during  the  summer  of  1955,  another  A.M.A.  dis- 
play was  cosponsored  by  the  Bureau  again  at  the 
Hall  of  Springs  dining  the  summer  of  195(5.  This 
exhibit,  entitled  “Health  1956,”  showing  a positive 
portrayal  of  health  advancement  in  the  United 
States,  was  erected  by  the  Bureau’s  representative 
shortly  before  Memorial  Day  and  was  dismantled 
about  Columbus  Day.  The  Saratoga  Springs  Spa 
Authority  reported  that  about  100,000  persons 
visited  the  Hall  of  Springs  where  the  exhibit  was 
displayed.  In  addition,  several  thousand  pamphlets 
offered  bv  the  Bureau  in  a display  rack  were  taken 
by  visitors.  The  entire  supply,  including  anti- 
chiropractic  pieces,  was  exhausted.  This  is  strong 
evidence  of  the  value  of  maintaining  an  exhibit  and 
pamphlet  rack  at  the  Spa  every  summer. 

As  part  of  the  technical  exhibit  area  of  the  1956 
annual  meeting,  an  exhibit  featuring  the  slogan, 
“PR  Courses  Improve  Patient  /delations,”  was 
designed  and  erected  by  the  Bureau.  The  display 
brought  to  the  attention  of  physicians  the  value  of 
courses  for  doctors’  assistants  and  made  available 
literature  on  how  to  conduct  such  sessions.  Nu- 
merous requests  for  literature  were  received  as  a re- 
sult of  order  blanks  displayed  in  connection  with  a 
pamphlet  rack  containing  various  pieces  of  litera- 
ture. As  this  report  is  being  written,  plans  are 
under  way  to  erect  a similar  exhibit  in  the  same  area 
during  the  sesquicentennial  celebration. 

In  a third  exhibit  venture  the  Bureau’s  representa- 
tive assisted  the  Woman’s  Auxiliary  in  the  plan- 
ning and  displaying  of  a special  exhibit  at  the  Syra- 
cuse State  Fair. 

Annual  Meeting. — Before,  during,  and  after 
the  150th  annual  convention  May  7 to  11,  in  New 
York  City,  the  Bureau  carried  on  its  various  duties 
by  adhering  to  the  format  successfully  used  for  many 
years. 

Before  the  meeting  numerous  newspaper  releases 
concerning  many  phases  of  the  convention  were 
mailed.  In  keeping  with  the  custom  of  the  past 
several  years,  summaries  of  scientific  papers  were 
made  in  the  form  of  newspaper  releases  written  in 
simple  terms  for  the  “man  on  the  street.”  This 
project,  which  was  handled  by  the  field  representa- 
tives, resulted  in  28  releases.  They  were  given 
valuable  assistance  by  the  editorial  staff  of  the 
New  York  State  Journal  of  Medicine,  under  the 
able  supervision  of  Miss  Alvina  Rich  Lewis.  Dr. 
Henry  I.  Fineberg,  committee  member,  contributed 
to  this  activity  by  giving  much  time  to  reviewing 
these  digests. 

During  the  convention  the  Bureau  secretarial  and 
field  staff  maintained  a press  room.  Fifty-one 
writers  used  our  facilities.  Among  the  visitors  were 
reporters  representing  the  New  York  Times,  Herald 
Tribune,  and  various  other  newspapers.  Also 
included  in  the  group  were  magazine  writers,  repre- 
senting such  publications  as  Medical  Economics,  and 
free  lance  authors. 

As  an  additional  service  to  the  press,  members  of 


April  1,  1957 


1277 


ANNUAL  REPORTS 


the  Bureau  staff  covered  the  proceedings  of  the 
House  of  Delegates.  They  made  available  to  the 
press  resolutions  and  other  materials  which  were 
thought  to  be  newsworthy  for  the  people  and  good 
public  relations  for  the  medical  profession. 

Following  the  pattern  started  three  years  ago  in 
Buffalo,  the  Bureau  utilized  the  facilities  of  radio 
and  television  to  publicize  the  meeting.  An 
estimated  audience  of  29  million  persons  tuned  in  on 
these  radio  and  television  broadcasts.  Twenty- 
three  physician-members  of  the  Society  participated. 
A total  of  two  hundred  and  twenty  minutes  were 
reserved  for  the  Society,  without  cost,  on  the  New 
York  City  key  stations  of  all  major  radio  and  tele- 
vision networks.  The  outlets  included  radio  sta- 
tions WABC,  WOR,  and  WRCA,  with  WRCA’s 
full  NBC  network,  as  well  as  television  stations 
WABD  and  WCBS  and  its  entire  CBS  network. 
This  worth-while  project  undoubtedly  did  much  to 
build  good  will  for  medicine  and  our  Society. 

Your  chairman  is  very  pleased  to  report  that  the 
Public  Relations  Session,  of  which  a member  of 
your  committee,  Dr.  Fineberg,  was  chairman, 
attracted  77  persons.  According  to  reports  received 
by  the  Bureau,  which  helped  in  staging  the  event, 
the  physicians  and  others  present  were  highly^  com- 
plimentary about  the  program.  The  minutes  of 
the  meeting,  which  were  recorded  without  cost  bv 
the  A-V  Tape  Libraries,  Inc.,  were  transcribed  and 
edited  by  the  Bureau’s  secretarial  and  field  staff. 
Digests  of  the  proceedings  were  distributed  after 
the  Session. 

After  the  convention,  work  was  started  on  a sum- 
mary of  the  proceedings  of  the  House  of  Delegates. 
As  a result  a brief  resume  of  what  had  taken  place 
during  the  three-day  session  of  the  House  was  made 
available  within  a short  time  after  the  meeting. 
This  15-page  digest  was  mailed  to  members  of  the 
House  of  Delegates,  county  medical  society  secre- 
taries, and  executive  secretaries.  The  summary 
was  approved  by  Dr.  W.  P.  Anderton  before  mailing. 

An  indication  of  the  value  of  the  awards  presented 
to  fifty-year  doctors  during  the  convention  is  the 
large  number  of  letters  received  from  many  of  the 
147  physicians  so  honored.  One  woman  recipient 
wrote,  “It  was  a lovely  action  on  the  part  of  the 
Medical  Society  to  send  me  this  expression  of  their 
sentiment.”  Other  typical  expressions  of  gratitude 
included  such  words  as  “I  feel  highly  honored  that 
the  Council  remembered  me”  and  “I  want  you  to 
know  how  much  I enjoyed  receiving  your  honorable 
certificate  and  wonderful  letter.”  These  awards 
are  prepared  by  the  Bureau  and  mailed  with  a letter 
signed  by  the  president  of  the  Society. 

Since  the  annual  scientific  meeting  of  our  Society 
is  taking  place  this  year  in  February  in  honor  of  our 
150th  birthday,  the  Bureau  at  the  time  of  this 
report  is  well  under  way  in  its  preparations  for  the 
1957  meeting.  Releases,  special  letters,  and  other 
activities  mentioned  above  in  regard  to  the  1956 
meeting  have  been  undertaken. 

Headquarters  Foyer.  In  keeping  with  the 
spirit  of  this  sesquieentennial  year,  the  Bureau 


arranged  appropriate  displays  on  the  two  boards  in 
the  foyer  of  our  headquarters.  On  the  large  board 
a huge  reproduction  of  our  sesquieentennial  seal 
was  the  center  of  an  exhibit  which  bore  the  heading 
“150  Years  of  Medical  Progress  1807-1957.”  This 
message  was  in  gold  letters  on  a dark  blue  back- 
ground. On  the  smaller  board  at  the  end  of  the  hall 
the  heading  “Events  of  the  Year”  featured  the  sub- 
title, “Sesquieentennial  1807-1957.”  On  this  board 
were  displayed  pages  from  the  sesquieentennial 
issue  of  the  New  York  State  Journal  of  Medicine 
and  other  items  of  interest  which  will  give  visitors 
to  headquarters  some  idea  of  our  celebration. 
Pamphlet  holders  attached  to  this  board  make 
available  various  pieces  of  State  Society  literature. 

Public  Relations  Session. — Aid  was  given  to 
Dr.  Henry  I.  Fineberg,  chairman,  Public  Relations 
Session,  in  publicizing  and  arranging  the  details  of 
the  program.  Over  his  signature  invitations  were 
mailed  to  county  medical  society  public  relations 
chairmen  and  presidents.  Accompanying  these 
invitations  were  brief  outlines  of  the  session  agenda. 
In  preparation  for  the  session  meetings  were  arranged, 
also  at  the  request  of  the  chairman,  with  partici- 
pants to  discuss  their  roles  in  the  session. 

Srecial  Mailings. — In  order  to  assist  county 
medical  society  public  relations  chairmen  and 
other  interested  parties  to  keep  abreast  of  the  latest 
information  and  technics  in  public  relations  and 
related  fields,  the  Bureau  made  several  mailings 
during  the  year.  One  of  the  more  important  of 
these  was  a talk,  delivered  by  Richard  Stalvev  of 
the  A.M.A.  at  our  annual  conference  of  county 
medical  society  public  relations  chairmen,  entitled 
“What’s  New  In  Chiropractic?”  In  addition,  a 
digest  of  the  Public  Relations  Session  held  during  the 
annual  meeting  also  was  sent  out.  One  special 
mailing  was  made  up  of  four  items.  These  included 
a digest  of  a meeting  sponsored  by  Clinton  County 
Medical  Society  to  discuss  the  Guide  for  Coopera- 
tion with  local  press  and  hospital  representatives; 
“Guides  for  Medical  Society  Grievance  Committees” 
(A.M.A.);  a booklet  listing  local  medical  services 
published  by  the  Broome  County  Medical  Society, 
and  a leaflet  describing  the  functions  of  the  Che- 
nango County  Medical  Society. 

As  an  example  of  how  medical  societies  could 
fittingly  celebrate  the  sesquieentennial  date  of  their 
foundings,  the  Bureau  sent  out  a special  mailing  to 
all  county  public  relations  chairmen  in  which  was 
enclosed  a copy  of  an  attractive  program  put  out  by 
the  Medical  Society  of  the  County  of  Herkimer  in 
honor  of  its  one  hundred  and  fiftieth  year.  Since 
many  county  societies  were  celebrating  their  ses- 
quicentennials  during  the  year,  the  Bureau  cooper- 
ated with  the  State  Society  president  in  sending  out 
letters  of  congratulations  and  best  wishes,  bearing 
his  signature,  to  societies  before  their  celebrations. 
In  addition,  the  Bureau  worked  with  Dr.  Anderton 
in  preparing  a special  letter  in  which  a return  post- 
card was  enclosed  requesting  information  about 
these  celebrations.  A record  of  these  sesquicen- 
tennials  was  kept  in  the  Bureau’s  office. 
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Publications. — More  than  50,000  pieces  of  liter- 
ature were  distributed  by  the  Bureau  during  1956 
and  1957  up  to  the  date  of  this  report.  These 
pieces  were  designed  for  use  by  the  public  and 
medical  personnel,  particularly  those  working  in 
physicians’  offices.  In  addition,  several  thousand 
copies  of  specially  designed  literature  for  use  by 
physicians  also  were  distributed. 

In  the  first  category  were  the  following  publica- 
tions: “Should  Chiropractors  Be  Licensed?,”  17,- 

491;  “Science  vs.  Chiropractic,”  7,139;  “Why 
Chiropractors  Shoidd  Not  Be  Licensed,”  7,661 ; 
and  “The  Scope  of  Chiropractic,”  7,593.  The 
grand  total  for  these  four  publications  was  39,884. 
It  is  most  interesting  to  note  that  out  of  this  total 
29,694  pieces  were  sent  as  a result  of  requests  made 
after  having  read  the  Newsletter.  ( )n  occasions  order 
blanks  were  carried  in  the  Newsletter.  The  remaining 
10,190  pieces  came  as  a result  of  order  blanks  made 
available  outside  the  pages  of  the  Newsletter  to  phy- 
sicians and  others. 

Evidence  of  the  continuing  popularity  of  the 
Bureau’s  publications  “Seven  PR  Pointers  for 
Medical  Personnel”  and  “Telephone  Cues  for 
Medical  Personnel,”  was  a letter  received  from  a 
Michigan  physician.  He  requested  that  copies  of 
“your  two  excellent  pamphlets”  be  sent  to  16  phy- 
sicians in  Toronto,  Canada.  They  had  asked  for 
these  materials  at  a lecture  he  had  given  on  medical 
assistants  to  members  of  the  Ontario  Medical 
Association.  Requests  for  pamphlets  also  came 
from  such  varied  areas  as  Millington,  Tennessee; 
Wellsville,  Ohio;  and  Van  Nuys,  California.  In  all 
a total  of  1,381  copies  were  distributed. 

In  the  second  classification  pertaining  to  litera- 
ture designed  for  physicians,  a revised  edition  of 
“You  and  the  Medical  Society  of  the  State  of  New 
York,”  which  describes  the  purposes  and  functions 
of  our  organization,  was  made  available  to  the 
secretary  for  distribution  to  new  members.  Besides 
bringing  the  original  information  up  to  date,  this 
edition  contains  a new  section  describing  the  State 
Society’s  Library  located  at  the  Medical  Society  of 
the  County  of  Kings.  Many  other  requests  were 
filled,  such  as  one  from  Wisconsin  and  another  from 
Louisiana. 

Another  publication  for  physicians  also  received 
wide  distribution.  “The  Guide  for  Cooperation” 
between  the  medical  profession  and  the  various 
media  of  public  information  was  sent  to  all  new  mem- 
bers and  to  others  on  request.  Since  its  original 
printing  only  a few  years  ago  some  30,000  copies  of 
the  Guide  have  been  distributed  to  members  of  the 
Society,  the  State  Hospital  Association,  various  press, 
radio,  and  TV  associations,  and  many  others.  A 
new  revised  edition  will  be  distributed  soon. 

Belated  interest  was  shown  in  pamphlets  published 
by  the  Bureau  some  years  ago.  A representative 
of  the  A.M.A.’s  Council  on  Medical  Service  re- 
quested sample  copies  and  cost  information  about 
the  Bureau’s  1954  12  pamphlets  on  public  relations 
and  medical  economic  subjects  which  had  been 
given  a wide  distribution  through  the  county  medical 
societies  in  this  State. 


Publications  put  out  by  the  A.M.A.  also  were 
distributed  by  the  Bureau.  Among  these  were  two 
of  the  latest  publications,  entitled  “Who  Is  Your 
Doctor?”  and  “Check  and  Know.” 

Newsletter. — For  the  fifth  consecutive  year 
the  Newsletter  was  sent  to  every  member  of  our 
State  Society.  Copies  also  were  sent  to  other 
interested  individuals,  including  editors  of  news- 
papers and  deans  of  medical  schools,  who  had  agreed 
to  distribute  copies  of  the  Newsletter  to  senior  stu- 
dents. During  the  publication  year  255,000  copies 
were  published.  This  estimate  is  based  on  the  fact 
that  some  25,500  copies  were  published  each  month, 
except  August  and  September. 

There  were  interesting  new  developments  during 
the  past  year.  In  the  first  place  practically  every 
issue  of  the  Newsletter  contained  a story  about  the 
sesquicentennial  celebration.  In  the  second  place 
several  issues  were  dedicated  practically  entirely 
to  a special  cause.  For  example,  the  December, 
1956,  issue  was  given  over  to  the  Medicare  program, 
bearing  the  title  “Special  Military  Dependent  Care 
Plan  Issue.”  This  issue  made  available  to  the 
members  in  capsule  form  important  information. 

The  February,  1957,  issue  was  entitled  “Special 
Sesquicentennial  Convention  Issue”  and  was  dedi- 
cated to  the  150th  birthday  celebration  of  our 
Society. 

Some  evidence  of  the  “selling  power”  of  the  News- 
letter were  the  results  of  notices  published  therein. 
The  January,  1957,  issue,  for  example,  carried  order 
blanks  for  antichiropractic  literature  as  well  as  for 
tickets  to  the  sesquicentennial  banquet.  As  this 
report  went  to  press,  268  requests  for  29,694  copies 
of  the  literature  described  therein  had  been  received. 
In  addition,  orders  for  48  tickets  had  been  received 
at  headquarters. 

The  columns  of  the  Newsletter  were  used  not  only 
to  give  publicity  to  the  many  public  relations  proj- 
ects reported  herein  but  also  to  the  various  activi- 
ties of  the  Society  generally.  Such  included  the 
annual  meeting  of  our  Society,  the  Public  Relations 
Session  of  the  Society,  district  branch  meetings,  the 
Outstanding  General  Practitioner  of  the  Year,  the 
Woman’s  Auxiliary,  our  Society’s  delegation  to  the 
A.M.A.,  and  other  subjects. 

As  a means  of  increasing  its  value,  the  Newsletter 
carried  special  messages  from  the  chairmen  of  some 
of  the  Society  committees.  Among  these  were 
recommendations  by  the  chairman  of  the  Council 
Committee  on  Public  Health  and  Education  in 
regard  to  the  Salk  polio  vaccine,  as  well  as  a state- 
ment by  the  chairman  of  the  Committee  on  Eco- 
nomics concerning  the  Medicare  program. 

Special  attention  also  was  given  to  the  projects 
of  allied  groups  as  well  as  to  public  service  activities. 
Stories  about  the  summer  polio  recommendations 
issued  by  both  the  State  Health  Commissioner  and 
the  New  York  City  Health  Commissioner  were 
given  a full  column  of  space  in  one  issue.  The 
work  of  the  Society’s  new  Accident  Prevention  Sub- 
committee, which  cooperates  with  the  State  Com- 
missioner of  Motor  Vehicles,  also  was  given  atten- 
tion. News  about  the  annual  Diabetes  Detection 
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Drive  likewise  was  mentioned  in  the  Newsletter. 

Throughout  the  year  efforts  were  made  to  improve 
as  far  as  possible  the  format  of  the  Newsletter.  For 
the  first  time,  in  the  issue  featuring  the  story  about 
the  1 50th  annual  meeting  of  our  Society,  a full  page 
of  pictures,  highlights  of  the  convention,  was  pub- 
lished. In  other  issues  more  liberal  use  was  made 
of  pictures.  Improvement  was  sought  in  presenting 
such  customary  features  as  “Rx  for  Better  Public 
Relations”  and  “The  County  Society  News  Round 
Up.”  In  connection  with  the  latter  feature  your 
committee  takes  this  opportunity  to  invite  county 
medical  officials  to  submit  items  suitable  for  publica- 
tion in  the  Newsletter. 

A request  for  50  copies  of  the  July  issue  of  the 
Newsletter  was  received  from  the  New  York  Institute 
of  Clinical  Oral  Pathology.  The  reason  for  the 
request  was  the  article  entitled  “Health  Commis- 
sioners Issue  Summer  Polio  Recommendations.” 
The  Pennsylvania  State  Medical  Society  also 
received  on  request  detailed  information  on  setting 
up  a Newsletter,  costs,  and  other  data. 

An  indication  of  what  may  be  accomplished  through 
continuing  efforts  to  improve  service  without  increas- 
ing costs  was  the  authorization  granted  by  the  United 
States  Post  Office  to  mail  the  Newsletter  second  class. 

Surprising  as  it  may  seem,  improving  the  mailing 
service  from  third  class  to  second  class  was  accom- 
plished not  by  increasing  but  by  decreasing  costs. 
For  example,  one  issue  of  the  Newsletter  mailed  third 
class  cost  $243.11.  One  issue  mailed  second  class 
cost  $101.10.  The  difference  was  a decrease  in  cost 
of  $142.01,  or  almost  60  per  cent.  The  explanation 
for  improved  service  at  less  cost  is  the  fact  that 
second-class  privileges  were  granted  at  publisher’s 
rates.  Projecting  the  monthly  savings  over  a year’s 
period  of  ten  issues,  a substantial  annual  saving  of 
approximately  $1,420  can  be  anticipated  along  with 
better  mailing  service. 

From  all  indications  your  committee  feels  that  the 
Newsletter  is  doing  a good  job  in  bringing  important 
news,  particularly  of  a socioeconomic  and  public 
relations  nature,  to  our  members,  thereby  improving 
our  internal  relations.  It  is  interesting  to  note  that 
on  several  occasions  the  Council  has  directed  that 
certain  information  be  published  both  in  the  New 
York  State  Journal  of  Medicine  and  the 
Newsletter. 

The  chairman  of  your  Public  Relations  Committee 
recommends  that  a sincere  vote  of  thanks  must  be 
given  to  one  of  our  hard-working  members,  Dr. 
Henry  I.  Fineberg,  for  the  time  and  effort  he  has 
so  generously  given  to  reviewing  issues  of  the 
Newsletter. 

Liaison  with  the  A.M.A. — Relations  with  the 
A.M.A.  continued  on  a cordial  and  mutually  help- 
ful basis  during  the  past  year.  Your  committee 
invited  two  representatives  of  the  A.M.A.  to  speak 
at  the  Annual  Conference  of  County  Medical  Society 
Public  Relations  Chairmen,  as  mentioned  elsewhere. 
On  another  occasion  a representative  of  the  Bureau, 
Mr.  Tracey,  spoke  at  the  Annual  PR  Institute  of 
the  A.M.A.  in  Chicago  on  how  the  State  Society 
waged  successful  antichiropractic  campaigns.  On 


still  another  occasion  the  Bureau  and  the  A.M.A. 
cosponsored  an  exhibit  entitled  “Health  1956”  at 
Saratoga  Springs  during  the  summer  of  1956. 

There  were  other  ways  in  which  the  two  groups 
operated  together.  Your  chairman  and  the  Bureau’s 
director  attended  the  Clinical  Meeting  of  the  A.M.A. 
in  Seattle,  Washington,  in  November,  1956,  where 
they  were  present  at  several  meetings  held  in  connec- 
tion with  the  clinical  session.  The  field  staff  and 
the  director  were  present  at  the  annual  PR  Institute, 
sponsored  bv  the  A.M.A.  in  Chicago  late  in  1956. 

From  time  to  time  the  Bureau  of  our  Society  and 
the  A.M.A.’s  Public  Relations  Department  assisted 
each  other.  Information  requested  of  the  Bureau 
by  the  A.M.A.  regarding  pamphlets,  methods  of 
holding  meetings,  and  other  data  was  furnished.  On 
the  other  hand,  the  Bureau  often  requested  assist- 
ance from  the  PR  Department  of  the  A.M.A.  which 
was  cheerfully  given. 

Liaison  with  Society  Committees  and  Other 
Groups. — Besides  cooperating  with  the  Sesquicen- 
tennial  Committee  and  the  Committee  to  Combat 
Cults,  the  Bureau  also  worked  closely  with  other 
committees.  These  included  the  Council  Commit- 
tees on  Legislation,  Public  Health  and  Education, 
and  Economics,  as  well  as  subcommittees.  The 
Bureau,  for  example,  at  the  request  of  the  Geriatrics 
Subcommittee  prepared  an  18-page  brochure  con- 
taining suggestions  for  implementing  a program  of 
the  first  annual  State-wide  campaign  for  professional 
and  lay  education  in  the  chronic  diseases  of  the  aged. 

A Bureau  representative,  whenever  requested, 
attended  meetings  for  the  purpose  of  finding  out 
whether  any  newsworthy  matters  were  discussed. 
A representative,  for  example,  was  present  at  the 
meeting  of  the  School  Health  Subcommittee  at 
Lake  Placid. 

Assistance  also  was  rendered  to  the  War  Memorial 
Fund  through  appeals  in  the  Newsletter. 

Concerning  groups  outside  of  the  State  Society, 
the  Bureau  worked  closely  with  many  organizations, 
such  as  the  Chamber  of  Commerce  of  the  State  of 
New  York,  the  New  York  State  Department  of 
Health,  and  others.  Representatives  often  attended 
meetings  of  such  groups.  Among  these  were  the 
52nd  Annual  Health  Conference,  sponsored  by  the 
New  York  State  Health  Department  at  Lake  Placid 
and  the  Laennec  Conference  of  Fordham  Univer- 
sity. At  the  latter  conference  a representative  spoke 
on  the  legislation  and  public  relations  objectives  of 
the  State  Medical  Society. 

One  of  the  most  important  liaison  activities  of 
the  past  year  was  the  combined  efforts  of  the  Bureau, 
the  State  Health  Department,  and  the  Council 
Committee  on  Public  Health  and  Education  in 
regard  to  poliomyelitis.  Through  the  Newsletter 
and  releases  to  newspapers  and  other  channels, 
extensive  publicity  was  given  both  inside  the  pro- 
fession and  to  the  public  in  regard  to  the  need  for 
inoculations  of  all  persons  up  to  the  age  of  forty 
years.  It  is  hoped  that  through  these  combined 
efforts  much  will  be  accomplished  before  next  sum- 
mer in  wiping  out  poliomyelitis  in  New  York  State. 

Outstanding  General  Practitioner  — In  corn- 
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pliance  with  the  direction  of  the  Council,  your  com- 
mittee for  the  first  time  undertook  helping  in  the 
selection  of  the  Outstanding  General  Practitioner  in 
New  York  State.  To  aid  in  this  selection,  a special 
letter  bearing  the  signature  of  Dr.  W.  P.  Anderton 
was  prepared  and  mailed  to  county  medical  societies 
requesting  the  names  of  their  candidates  and  certain 
pertinent  information. 

At  a meeting  of  your  committee  the  information 
obtained  in  this  manner  was  carefully  studied  by  a 
subcommittee.  Accepting  the  report  of  this  sub- 
committee, your  committee  recommended  to  the 
Council  that  Dr.  Edward  Danforth,  of  Bainbridge, 
be  named  as  the  Outstanding  General  Practitioner 
in  New  York  State  for  the  year  1956.  The  commit- 
tee also  made  other  recommendations  concerning 
another  candidate.  The  Council  accepted  the 
recommendation  of  your  committee  and  selected 
Dr.  Danforth  as  the  Outstanding  G.P. 

News  Releases. — In  connection  with  its  role 
as  an  information  center  the  Bureau  prepared  and 
sent  out  newspaper  releases  covering  not  only 
scientific  subjects  but  also  other  matters  of  impor- 
tance to  the  State  Society. 

In  addition  to  the  releases  sent  out  prior  to  the 
annual  meeting  relating  to  the  scientific  aspects  of 
the  gathering,  many  other  releases  were  prepared  and 
sent  to  newspapers  throughout  the  State  on  scien- 
tific subjects.  Covering  postgraduate  lectures,  co- 
sponsored by  the  Council  Committee  on  Public 
Health  and  Education  and  the  State  Health  Depart- 
ment, some  100  releases  were  drawn  up  and  mailed 
to  editors  of  newspapers  in  areas  of  the  State  where 
the  lectures  were  presented.  In  cooperation  with 
the  New  York  State  Journal  of  Medicine, 
special  releases  on  articles  appearing  in  the  publica- 
tion were  sent  out.  These  included  releases  on  lung 
cancer  and  on  polio.  In  addition,  several  articles 
on  poliomyelitis  were  prepared  and  released.  Among 
these  were  releases  by  the  chairman  of  the  Council 
Committee  on  Public  Health  and  Education  appeal- 
ing to  all  physicians  to  alert  parents  to  the  avail- 
ability of  the  Salk  vaccine  and  the  State  Society’s 
action  recommending  that  doctors  cooperate  in  the 
State  Health  Department’s  all-out  drive  to  wipe 
out  more  polio. 

There  were  several  interesting  releases  relating  to 
nonscientific  matters.  A special  release  announced 
the  Society’s  contribution  of  $5,000  to  aid  Hungarian 
physician-refugees  in  Austria  and  another  describ- 
ing the  Society’s  War  Memorial  Fund  which  was 
released  before  Memorial  Day  in  the  hope  that  news- 
papers would  publish  it  as  a human  interest  story. 
Working  with  the  newly  established  office  of  Medi- 
care, a special  release  was  prepared  and  distributed, 
announcing  that  the  Society  and  the  United.  States 
Government  had  signed  a contract  under  which  the 
Society  would  administer  the  program  in  New  York 
State. 

Antichirotractic  Campaign. — Since  the  last 
report  to  this  House  your  committee  and  the 
Bureau  cooperated  with  the  special  Committee  to 
Combat  Cults  in  terminating  one  antichiropractic 


campaign  and  in  launching  another. 

Prior  to  the  closing  of  the  Legislature  in  1956,  the 
field  men,  in  compliance  with  the  request  of  the  Com- 
mittee to  Combat  Cults,  traveled  in  their  respective 
territories  for  the  purpose  of  activating  county 
medical  societies  and  the  Woman’s  Auxiliary  in  the 
campaign.  They  reported  that  they  were  successful 
in  stimulating  action  where  none  had  been  taken  and 
obtaining  additional  cooperation  from  active  groups. 

Long  before  the  1957  Legislature  convened,  the 
Bureau  launched  the  1957  campaign  with  the  advice 
and  supervision  of  Dr.  Henry  I.  Fineberg,  chairman 
of  the  Committee  to  Combat  Cults.  A “Plan  of 
Action’’  was  drawn  up.  This  included  a list  of  ten 
fundamental  objectives  and  a timetable  of  15  dates 
on  which  definite  action  was  to  be  taken.  At 
report  time  at  least  ten  of  these  steps  had  been  taken 
by  the  Bureau  with  the  approval  of  Dr.  Fineberg. 
These  included  letters  and  special  mailings  of  litera- 
ture to  county  medical  society  presidents,  public 
relations  chairmen,  legislation  committee  chairmen, 
as  well  as  to  Woman’s  Auxiliary  officials  on  the  State 
and  local  levels.  The  January  issue  of  the  Newsletter 
also  featured  the  campaign  and  carried  an  order 
blank  for  literature.  Approximately  40,000  copies 
were  requested  as  a result  of  this  notice. 

At  the  time  this  report  is  being  written,  the  remain- 
ing steps  of  the  Plan  of  Action  are  being  mapped  out 
and  will  be  put  into  effect  when  the  time  called  for 
by  the  plan  arrives. 

Sesquicentennial. — In  February,  1956,  your 
committee  and  the  Bureau  began  the  work  of  pre- 
paring for  our  150th  birthday  celebration,  in  coopera- 
tion with  the  special  Sesquicentennial  Committee. 
At  that  time  the  director  sat  down  with  Dr.  Samuel 
Z Freedman,  chairman,  and  others  to  make  plans 
for  an  organized  system  by  which  the  celebration 
could  proceed  in  an  orderly  and  efficient  fashion. 

Since  that  date  much  time  and  labor  has  been 
devoted  to  the  sesquicentennial  project.  In  the 
beginning  one  field  representative  worked  part 
time  on  this  activity.  As  events  developed,  it  was 
necessary  for  him  to  give  all  of  his  time  to  the  event. 
At  the  time  this  report  is  being  written,  the  entire 
Bureau,  both  secretarial  and  field  staff’s,  under  the 
supervision  of  the  director  are  working  on  the 
project. 

In  one  way  or  another  the  Bureau  has  aided  in  all 
phases  of  the  celebration.  Briefhq  Mr.  Miebach 
undertook  the  responsibility  of  having  an  appropri- 
ate seal,  designed  by  Dr.  Frank  LaGattuta  of  the 
Bronx,  a talented  artist,  printed  and  distributed 
in  the  amount  of  100,000;  Mr.  Schuyler  concentrated 
on  the  Exposition  of  the  History  of  Medicine  in  the 
Empire  State;  Mr.  Tracey  helped  with  the  public 
forum,  while  Mr.  Walsh  was  instrumental  in  organ- 
izing the  Woman’s  Auxiliary  to  aid  the  Sesquicen- 
tennial Committee. 

Some  of  the  results  of  the  combined  activities  of 
all  involved  which  are  evident  at  the  present  writing 
are  as  follows:  40  exhibitors  have  agreed  to  par- 

ticipate in  the  Exposition;  7,200  special  posters 
have  been  printed,  6,200  of  which  have  been  shipped 
for  display  in  public  windows  or  the  interiors  of 
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pharmacies,  banks,  hospitals,  department  stores, 
libraries,  and  county  medical  society  headquarters. 
Hunter  College  auditorium  was  obtained  for  the 
public  forum  after  much  difficulty.  A pamphlet  for 
distribution  at  the  Exposition,  prepared  by  the 
Bureau  with  a foreword  by  Dr.  Freedman  and 
entitled  “How  Your  State  Medical  Society  Serves 
You!,”  is  at  the  printers  for  a run  of  25,000  copies. 
The  Woman’s  Auxiliary  set  up  a special  committee 
and  subcommittees,  and  many  sales  of  tickets  to  the 
banquet  have  resulted  from  publicity  in  the  Febru- 
ary Newsletter  which  was  dedicated  as  a “Special 
Sesquicent.ennial  Issue.” 

Your  chairman  wishes  to  report  that  throughout 
the  long  period  of  cooperative  activities  with  Dr. 
Freedman  and  the  firm  engaged  to  promote  and 
publicize  the  sesquicent.ennial,  proceedings  went 
smoothly,  efficiently,  and  in  a spirit  of  mutual 
cooperation.  We  are  grateful  to  all  with  whom  we 
have  had  the  pleasure  to  work  in  trying  to  make  our 
Sesquicentennial  an  outstanding  affair. 

Public  Relations  Program  for  1957. — Con- 
tinuing the  successful  program  of  the  past  year,  the 
1957  program  of  public  relations  will  be  primarily 
based  on  the  following  objectives: 

1.  Operating  a central  publicity  and  informa- 
tion center  on  a State-wide  basis. 

2.  Encouraging  county  medical  societies  to 
sponsor  courses  for  medical  assistants  in  doctors’ 
offices. 

3.  Carrying  out  the  provisions  of  the  revised 
1957  “Guide  for  Cooperation.” 

4.  Stimulating  county  medical  societies  to 
cosponsor  health  forums  with  the  local  papers. 

5.  Aiding  writers  by  helping  them  obtain  what- 
ever facts  they  may  need  in  writing  articles  and  by 
reviewing  articles  already  completed. 

6.  Educating  the  public  through  pamphlets  and 
other  media. 

7.  Continuing  and  improving  relations  with  the 
numerous  committees  of  the  State  Medical  Society 
and  with  organizations  outside  our  State  Society. 

8.  Developing  radio,  television,  and  the  multi- 
tudinous public  media  activities  as  well  as  the 
Speakers’  Bureau. 

9.  Maintaining  the  field  program. 

10.  Implementing  the  “Standards  of  Practice” 
to  be  agreed  upon  by  the  State  Society  and  the  New 
York  State  Bar  Association. 

11.  Helping  the  Woman’s  Auxiliary  in  their 
various  efforts  to  carry  on  their  many  activities. 

On  behalf  of  the  members  of  the  Public  Relations 
Committee,  your  chairman,  in  concluding  this 
report,  wishes  to  express  their  thanks  and  apprecia- 
tion for  the  cooperation  given  by  the  State  Society’s 
officers,  committees,  members  and  employes,  as 
well  as  by  the  officials  of  the  61  county  medical 
societies.  Your  committee’s  efforts,  without  the 
assistance  of  these  individuals,  would  not  have 
resulted  in  the  accomplishments  reported  herein. 
The  fact  that  our  program  has  been  accepted  and 
developed  has  served  and  will  continue  to  serve  as 
an  inspiration  to  your  committee  and  our  Bureau,  to 
carry  on  and  improve  whenever  possible  our  efforts 


to  build  better  internal  professional  relations  and 
external  public  relations  for  the  Medical  Society  of 
the  State  of  New  York. 


Cooperation  with  Media  of  Information 

The  Subcommittee  on  Cooperation  with  Media  of 
Information  of  the  Council  Committee  on  Public 
Relations  consists  of  the  following: 


John  C.  McClintock,  M.D.,  Chairman  . Albany 

Henry  I.  Fineberg,  M.D Queens 

John  D.  Naples,  M.D Erie 


Two  projects  have  occupied  the  attention  of 
the  subcommittee  since  the  last  session  of  the  House 
of  Delegates.  The  first  was  the  Guide  for  Coopera- 
tion between  the  medical  profession  and  the  various 
media  of  information.  The  second  was  a new  proj- 
ect, mandated  by  the  House  of  Delegates  at  its 
1956  session.  This  project  involved  the  drawing  up 
of  a proposed  guide  for  cooperation  between  physi- 
cians and  lawyers. 

Concerning  the  first  project,  a meeting  was  held 
at  the  Hotel  Roosevelt  on  January  10,  1957,  with 
representatives  of  the  press,  radio,  TV,  and  other 
media  of  public  information.  The  purpose  of  this 
meeting  was  to  keep  the  promise  made  in  the  original 
Guide  for  Cooperation  which  stated  “this  Guide  will 
be  reviewed  and  renewed  annually  or  more  often  if 
necessary.”  Some  25  individuals  attended.  Al- 
though there  was  a frank  discussion  and  various 
suggestions  were  made,  particularly  in  regard  to 
changing  the  format,  no  essential  changes  that  would 
alter  the  nature  of  the  Guide  were  proposed.  Your 
committee  feels  that  the  fact  that  the  representatives 
of  the  various  media  could  find  no  basic  objections 
to  the  original  version  proves  that  it  has  been  a 
sound  instrument  since  it  has  withstood  the  test 
of  time.  After  due  consideration  had  been  given  to 
the  changes  proposed,  a new  revised  edition,  which 
will  fit  into  a number  ten  envelope,  has  been  ordered 
and  is  expected  off  the  press  in  a short  time. 

In  regard  to  the  guide  between  the  legal  profession 
and  the  medical  profession,  the  first  step  taken  was 
mailing  of  a letter  to  the  secretaries  of  county  medi- 
cal societies  to  ascertain  how  many  already  have 
Guides  for  Cooperation  between  themselves  and  the 
lawyers.  Armed  with  information  obtained  through 
this  source,  your  chairman  arranged  a meeting  with 
representatives  of  the  legal  profession  through  the 
New  York  State  Bar  Association  at  the  Hotel  Bilt- 
more  in  New  York  City  on  October  5,  1956.  At  this 
meeting  representatives  of  the  association  sat  down 
with  your  subcommittee  and  Mr.  Frederick  W.  Mie- 
bach,  director  of  the  Public  and  Professional  Rela- 
tions Bureau,  for  the  purpose  of  laying  the  ground- 
work for  a guide  of  cooperation  between  the  medical 
and  legal  professions.  Although  it  was  anticipated 
that  there  might  be  some  wide  differences  of  opinion, 
your  chairman  is  happy  to  report  that  there  was  a 
great  deal  of  common  ground  on  which  all  concerned 
were  able  to  work.  Those  present  at  the  meeting, 
which  included  Charles  Margett,  Esq.,  chairman, 
Section  on  Trial  Lawyers,  New  York  State  Bar 
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Association;  Judge  Thomas  F.  Croake;  William  F. 
Martin,  Esq.;  James  Greenough,  M.I).;  Henry  I. 
Fineberg,  M.L).;  John  D.  Naples,  M.D.;  Frederick 
W.  Miebach,  and  your  subcommittee  chairman, 
agreed  that  the  guide  should  be  tentatively  entitled 
“Standards  of  Practice.”  The  result  of  this  meeting 
was  that  each  group  was  to  prepare  a tentative  draft 
and  meet  with  each  other  at  a future  date. 

At  the  time  this  report  is  being  written,  plans 
have  been  made  to  meet  again  with  the  representa- 
tives of  the  New  York  State  Bar  Association  to  con- 
sider the  “Standards  of  Practice”  in  further  detail. 
It  is  the  hope  of  your  committee  that  after  this 
meeting  it  will  be  in  a position  to  present  to  the 
House  of  Delegates  in  May  a draft  of  the  principles 
for  approval. 


PART  XII 

Miscellaneous 

Belated  Bills 

On  October  18,  1956,  a voucher  was  received  from 
Dr.  Alfred  A.  Hartmann,  president  of  the  Fourth 
District  Branch,  covering  expenses  of  travel  from 
Malone  to  Glens  Falls  on  June  27  and  28,  1956,  to 
attend  a planning  meeting  of  the  Fourth  District 
Branch  executive  committee.  The  expenses  totaled 
138.40. 

This  bill  is  submitted  to  the  House  of  Delegates 
because  it  was  received  more  than  ninety  days  after 
the  expenses  were  incurred. 

Convention 

The  Convention  Committee  consists  of  the 
following: 

Samuel  Z.  Freedman,  M.D.,  Chairman. New  York 


W.  P.  Anderton,  M.D New  York 

Maurice  J.  Dattelbaum,  M.D Kings 

Thomas  E.  Alexander New  York 


The  150th  Annual  Convention  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Hotel  Statler  in  New  York  City,  May  7 to  11,  1956. 

Registration. — The  registration  figures  were  as 
follows: 

Ph}rsicians  3,815 

Guests  (including  medical  students, 

nurses,  dentists,  technicians,  et  al.)  1,318 

Technical  exhibitors  1,078 

Total  6,211 

House  of  Delegates. — The  House  of  Delegates 
met  the  first  three  days  of  the  convention.  An 
evening  session  was  held  Tuesday.  Thirty-eight 
resolutions  were  presented  to  the  House. 

Scientific  Program. — Twenty  section  meetings, 
three  session  meetings,  five  general  sessions,  two 


series  of  postgraduate  lectures,  and  an  evening 


round  table  discussion  were 

held. 

The  Physical  Medicine  Section,  formerly  a 

Ses- 

sion,  had  its  first  meeting  as 

i a section. 

The  following  are  the 
scientific  meetings. 

attendance  figures 

for 

Sections 

Allergy 

Wednesday  A.M. 

80 

Anesthesiology 

Friday  A.M. 

77 

Chest  Diseases 
Dermatology  and  Syphilol- 

Friday  A.M. 

54 

og.v 

Gastroenterology  and 

Wednesday  A.M. 

124 

Proctology 

Thursday  A.M. 

50 

General  Practice 
Industrial  Medicine  and 

Wednesday  A.M. 

133 

Surgery 

Wednesday  A.M. 

48 

Medicine 

Friday  A.M. 

75 

Neurology  and  Psychiatry 
Obstetrics  and  Gynecol- 

Wednesday A.M. 

52 

ogy 

Thursday  A.M. 

98 

Ophthalmology 

Friday  A.M. 

140 

Orthopedic  Surgery 

Thursday  A.M. 

108 

Otolaryngology 
Pathology  and  Clinical 

Thursday  A.M. 

60 

Pathology 

Thursday  A.M. 

100 

Pediatrics 

Friday  A.M. 

60 

Physical  Medicine 
Preventive  Medicine  and 

Wednesday  A.M. 

95 

Public  Health 

Thursday  A.M. 

46 

Radiology 

Thursday  A.M. 

120 

Surgery 

Wednesday  A.M. 

35 

Urology 

Friday  A.M. 

64 

Sessions 

History  of  Medicine 

Tuesday  evening 

75 

Legal  Medicine 

Wednesday  A.M. 

42 

Public  Relations 

Thursday  A.M. 

77 

General  Sessions 

Monday  P.M. 

200 

Tuesday  P.M. 

400 

Wednesday  P.M. 

400 

Thursday  P.M. 

200 

Friday  P.M. 

125 

Round  Table  Discussion 

Thursday  evening 

35 

Postgraduate  Lectures 

Tuesday  A.M. 

90 

Wednesday  A.M. 

50 

Scientific  Exhibits. — From  the  66  scientific 
exhibits,  the  Scientific  Awards  Subcommittee  chose 
the  following  for  recognition: 

Clinical  Research 
First  Award 

“Every  Doctor’s  Office  a Cancer  Detection 
Center” 

Theodore  J.  Curphev,  M.D. 

Jack  McElwain,  M.D. 

Peter  Hope-Ross,  M.D. — By  invitation 
Meadowbrook  Hospital,  Hempstead 

Second  Award 

“Diagnosis  by  Gastroscopy:  Hemorrhagic  Lesions 
in  the  X-ray-Negative  Stomach” 

Emmanuel  Deutsch,  M.D. — By  invitation 
Daniel  L.  Shaw,  Jr.,  M.D. — By  invitation 
Tufts  College  Medical  School,  Boston,  Mas- 
sachusetts 
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Honorable  Mention 

“Hypertension:  Pharmacodynamics  of  Therapy” 
John  H.  Moyer,  M.D. — By  invitation 
Ralph  Ford,  M.D. — By  invitation 
Edward  Dennis,  M.D. — By  invitation 
Robert  McConn,  M.D. — By  invitation 

Baylor  University  College  of  Medicine, 
Houston,  Texas 

Scientific  Research 

First  Award 

“Cytodiagnosis  of  Cutaneous  Malignancy” 
Frederick  Urbach,  M.D. — By  invitation 
Eugene  M.  Burke,  B.S. — By  invitation 
Herbert  Traenkle,  M.D. 

Roswell  Park  Memorial  Institute,  Buffalo 

Second  Award 

“Serum  Glutamic  Oxalacetic  Transaminase: 

Variations  in  Heart  and  Liver  Disease” 

John  S.  LaDue,  M.D. 

Felix  Wroblewski,  M.D. 

Memorial  Center  for  Cancer  and  Allied 
Diseases,  New  York  City 

Honorable  Mention 

“Diaphragmatic  Hernias” 

Emil  A.  Naclerio,  M.D. 

Aubre  de  L.  Maynard,  M.D. 

Harlem  Hospital,  New  York  City 

Certificates  of  award  were  sent  to  the  winning 
exhibitors. 

Scientific  Motion  Pictures. — Motion  pictures, 
chosen  by  the  Scientific  Motion  Pictures  Subcom- 
mittee, were  shown  with  the  cooperation  of  the 
Medical  Film  Guild,  Ltd. 

Technical  Exhibits. — Mr.  Charles  L.  Baldwin, 
exhibits  manager,  reported  143  technical  exhibits. 
The  exhibitors  were  pleased  by  the  number  of 
physicians  who  registered  at  their  booths. 

Annual  Meeting  and  Dinner  Dance.— The 
annual  meeting  and  dinner  dance  was  held  on 
Wednesday  evening  of  convention  week;  303 
persons  attended.  The  guest  of  honor  was  Dr.  Buell 
G.  Gallagher,  president,  City  College  of  New  York, 
who  delivered  a scholarly  address.  There  was  danc- 
ing to  the  pleasant  tunes  of  Ben  Cutler’s  orchestra. 

Woman’s  Auxiliary. — The  Woman’s  Auxiliary 
had  a busy  convention.  They  expressed  apprecia- 
tion for  the  facilities  provided  them.  Mrs.  Thomas 
M.  d’Angelo,  chairman  of  the  hostess  committee, 
and  a group  of  auxiliary  members  helped  to  record 
attendance  at  scientific  meetings  and  acted  as 
guides.  Their  help  is  appreciated. 

Miscellaneous. — A card  of  thanks  was  sent  to 
each  participant  in  the  scientific  program  and  to 
each  Woman’s  Auxiliary  hostess. 

We  were  pleased  to  make  facilities  for  meetings 
available  for  the  following:  New  York  State  Acad- 
emy of  Preventive  Medicine;  New  York  State 
Chapter,  American  College  of  Chest  Physicians; 


New  York  State  Society  of  Anesthesiologists; 
Radiological  Society  of  New  York  State;  and 
Veterans  Medical  Service  Plan  of  New  York,  Inc., 
Board  of  Directors;  and  Blood  Banks  Association  of 
New  York  State. 

1957  Sesquicentennial. — The  Sesquicentennial 
will  be  held  February  18  to  21,  1957,  at  the  Hotel 
Statler  in  New  York  City.  A dinner  meeting  of  the 
Subcommittee  on  Scientific  Program  was  held  on 
May  10,  1956,  to  discuss  the  scientific  program  for 
1957.  Instead  of  formal  section  and  session  meet- 
ings, there  will  be  large  scientific  meetings  daily, 
which  will  be  of  interest  to  specialists  and  general 
practitioners.  These  will  consist  of  panel  discus- 
sions and  general  sessions. 

The  Scientific  Exhibits  Subcommittee  met  several 
times  to  discuss  exhibits.  It  was  thought  that  the 
historical  phase  of  medicine  should  be  emphasized. 
Our  subcommittees  deserve  commendation  for  their 
work. 

Meetings  and  exhibits  for  the  laity  are  also 
planned.  A luncheon  for  the  laity  has  been  scheduled 
for  Monday,  February  18,  where  three  religious 
leaders  have  been  invited  to  discuss  religion  and 
medicine.  A public  forum  on  “Distribution  of 
Medical  Care”  is  scheduled  for  Wednesday,  Feb- 
ruary 20,  1957,  at  8 p.m.  at  Hunter  College  Audi- 
torium. The  banquet  will  be  held  at  the  Waldorf- 
Astoria,  Tuesday  evening,  February  19.  The  meet- 
ing of  the  House  of  Delegates  will  be  held  May  13 
to  15,  1957,  at  the  Hotel  Statler  in  New  York  City. 

Dr.  Frank  LaGattuta  designed  an  impressive 
seal  printed  in  gold  for  use  on  letters. 

Nursing  Education 

The  Council  Committee  on  Nursing  Education 
consists  of : 

Raymond  S.  McKeeby,  M.D.,  Chairman 


Broome 

Louis  M.  Rousselot,  M.D New  York 

Beverly  C.  Smith,  M.D New  York 


This  committee  wishes  to  direct  your  attention  to 
a “Survey  of  Nursing  Personnel  Resources  in 
Hospitals  in  New  York  State,”  which  was  carried 
on  by  the  Nurses  Resource  Study  Group,  Division 
of  Research  of  the  State  Education  Department,  and 
released  early  in  1956.  As  was  pointed  out,  al- 
though the  data  was  collected  in  August,  1954,  the 
study  group  believed  “that  the  situation  has  not  sub- 
stantially changed  in  the  subsequent  two  years  and 
that  the  findings  are  usable  as  indicating  the  current 
needs.”  Much  more  can  be  learned  from  reading 
this  survey  in  detail.  However,  some  of  the  per- 
tinent facts  will  be  noted  in  this  report.  The  data 
gave  evidence  of  a shortage  of  nursing  personnel  in 
New  York  State.  In  arriving  at  a definition  of  short- 
age, it  was  “based  upon  the  assumption  that  the 
number  of  budgeted  positions  in  hospitals  reflected 
a standard  for  the  number  of  personnel  needed  to 
give  satisfactory  care  to  patients.”  As  for  the  pro- 
fessional nurse,  there  was  a 23  per  cent  vacancy 
existing  in  positions  budgeted  for  this  category  in 
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hospitals  in  New  York  State.  In  breaking  this 
down,  there  was  a 33  per  cent  vacancy  in  the 
general  duty  nurse  positions,  while  there  was  a 5 to 
J 12  per  cent  vacancy  existing  in  the  administrative, 

; supervisory,  and  head  nurse  positions.  It  was 
pointed  out  that  the  latter  was  serious  because  of 
the  nature  of  the  positions  involved. 

As  for  the  practical  nurse,  whose  value  has  been 
gradually  increasing,  there  was  a 12  per  cent 
i vacancy,  “but  the  number  of  vacancies  in  the  posi- 
tion was  only  one-sixth  the  number  of  vacancies 
for  professional  general  duty  nurses.” 

The  survey  goes  on  to  say,  “It  was  considered 
noteworthy  that  in  view  of  the  large  professional 
nurse  shortage  a relatively  small  number  of  budgeted 
positions  were  allotted  for  the  practical  nurse.” 

I Ward  clerks  in  hospitals  are  not  generally  employed, 
for  out  of  400  hospitals  questioned,  only  156  hos- 
i pitals  reported  budgeted  positions  for  that  category. 

\ The  greater  percentage  of  vacancy  was  reported  in 
the  larger  communities.  This  was  especially  true 
of  New  York  City  hospitals. 

From  the  nurses’  standpoint  many  factors  con- 
tributed to  dissatisfactions,  and  these  were  variable 
throughout  the  State.  Comments  were  made  in 
regard  to  inadequate  salaries,  irregular  working 
hours  and  more  than  a forty-hour  week,  etc.  There 
i was  considerable  difference  of  opinion  as  to  what 
j constituted  an  adequate  staff.  “The  ratio  of  num- 
bers of  patients  to  general  duty  nurses  ranged  from 

0.3  patient  per  nurse  to  32  patients  per  nurse.” 

Recommendations  of  the  survey  released  in 
February,  1955,  included,  under  the  need  for  more 
general  duty  nurses  in  New  York  State,  “that  appro- 
priate action  be  taken  to  permit  fuller  participation 
of  undergraduate  and  graduate  students  of  profes- 
sional nursing  in  the  scholarship  program  of  New 
York  State.”  Subsequently,  in  the  1955  and  1956 
Legislatures  300  undergraduate  scholarships  valued 
at  $350  annually  and  30  graduate  nurse  scholarships 
valued  at  $750  annually  were  provided. 

Also  recommended  was  “that  the  survey  of  Nurs- 
ing Personnel  Resources  in  Hospitals  in  New  York 
State  be  made  available  to  agencies  in  the  State  in- 
terested in  nursing  and  in  hospitals  and  that  these 
i agencies  be  asked  to  consider  the  desirability  of  fur- 
ther study  into  the  organization  and  administration 
of  nursing  personnel  services  in  hospitals.” 

There  were  many  recommendations  for  further 
i studies,  including,  among  others,  the  following: 

1.  “Investigate  the  need  for  assisting  larger 
numbers  of  promising  youth  to  obtain  nursing  prep- 
aration.” 

2.  “Continue  and  expand  experimentation  in 
the  nursing  curriculum  with  special  reference  to 
shortening  the  time  required  to  prepare  competent 
practitioners.” 

3.  “In  selected  hospitals,  where  per  cent  of 
vacancy  is  high,  study  the  causes  of  vacancy  and 
suggest  remedial  measures.” 

4.  “Study  means  by  which  inactive  professional 
I nurses  may  be  attracted  into  active  service.” 

5.  “In  view  of  the  wide  variation  of  ratios  of 
1 nursing  personnel  to  patients  and  of  professional  to 
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nonprofessional  nursing  staffs,  study  the  reason  for 
this  wide  variation.” 

6.  “Investigate  the  functions  performed  by 
various  categories  of  nursing  personnel  in  order  to 
learn  how  both  professional  and  nonprofessional  per- 
sonnel can  be  used  to  maximum  advantage.” 

The  importance  of  each  physician  in  the  State  tak- 
ing a personal  interest  in  contributing  solutions  to 
these  many  problems  cannot  be  underestimated. 
Very  often  his  best  contribution  can  be  not  only  con- 
crete suggestions,  but  also  a proper  attitude  displayed 
toward  the  already  existent  programs  which  have 
been  set  in  motion  to  help  solve  this  very  timely  need 
of  medical  care.  His  continued  assistance  with  con- 
structive suggestions  and  thoughtful  and  under- 
standing manner  will  do  much  toward  encouraging 
the  nursing  profession  to  alleviate  our  mutual 
problem. 

Office  Administration  and  Policies 

The  Committee  on  Office  Administration  and 
Policies  consists  of: 


John  J.  Masterson,  M.D.,  Chairman Kings 

Walter  P.  Anderton,  M.D New  York 

Maurice  J.  Dattelbaum,  M.D Kings 

Thurman  B.  Givan,  M.D Kings 

Raymond  S.  McKeeby,  M.D Broome 


Your  committee  met  each  month  during  the  past 
year  with  the  exception  of  July  and  August.  Almost 
without  exception  all  members  attended  regularly. 
As  has  been  noted  in  past  years,  the  committee  is 
made  up  of  a member  of  the  Board  of  Trustees,  the 
secretary,  the  treasurer,  the  president-elect,  a mem- 
ber of  the  Council,  the  president  ex  officio,  and  the 
office  manager  as  adviser. 

We  are  primarily  concerned  with  the  general  day- 
to-day  work  of  the  office.  This  committee  generally 
originates  requests  for  new  equipment,  the  bettering 
of  or  changes  in  office  procedures,  the  approval  of 
personnel  matters  from  the  time  an  employe  is  hired, 
through  promotions,  salary  increases,  and  finally 
resignation  or  separation  from  the  employ  of  the 
Society. 

In  connection  with  personnel  we  believe  that  one 
of  the  most  important  advances  during  the  past  few 
years  has  been  the  establishment  of  a pension  plan. 
After  the  1956  meeting  of  the  House  of  Delegates, 
at  which  time  a special  assessment  of  $10  was 
approved,  the  committee  was  assigned  the  prepara- 
tion of  a pension  plan  for  submission  to  the  Council 
and  Board  of  Trustees.  Much  time  and  effort  went 
into  this  work.  An  actuarial  firm  was  employed  to 
assist  in  arriving  at  a final  plan.  This  was  com- 
pleted and  presented  to  the  Council  at  the  October 
meeting. 

In  the  report  of  this  committee  last  year,  a note 
was  made  regarding  the  collection  of  A.M.A.  dues 
and  the  expense  to  the  Society,  which  is  only  par- 
tially reimbursed.  We  are  still  looking  forward  to  the 
possibility  that  this  expense  will  be  recognized  and 
proper  reimbursement  made  to  us. 

In  December,  1956,  the  Society  became  fiscal 
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agent  for  the  Medicare  program  in  New  York  State. 
This  will  probably  be  discussed  in  other  reports 
which  are  being  submitted  to  the  House.  It  is  suffi- 
cient to  note  that  a fair  portion  of  the  work  is  being 
done  by  our  accounting  department. 

The  Board  of  Trustees  assigned  the  Committee  on 
Office  Administration  and  Policies  the  special  task  of 
investigating  the  possibility  of  purchasing  or  renting 
a building  in  the  uptown  area  of  the  city.  After  due 
consideration  and  investigation  the  committee  re- 
ported that  it  believes  the  consideration  of  moving 
from  our  present  office  to  either  a rented  or  our  own 
building  is  a little  premature  since  our  present  lease 
will  not  expire  until  1960. 

During  the  year  the  Physicians’  Home  came  to  us 
and  asked  that  t hey  might  make  their  headquarters 
with  us.  After  giving  consideration  to  the  purposes 
and  needs  of  the  Physicians’  Home,  the  committee 
recommended  to  the  Council  that  space  be  allotted 
at  cost. 

One  of  the  functions  of  your  Committee  on  Office 
Administration  and  Policies  is  the  upholding  and 
improving  of  office  morale.  Almost  without  excep- 
tion we  have  a staff  of  loyal  workers.  The  committee 
feels  that  such  loyalty  should  not  go  unrewarded. 
This  of  course  was  one  of  the  basic  reasons  for  our 
pension  plan. 

We  have  an  employe  outing  each  year.  During 
the  past  few  years  this  has  been  a boat  trip  to  Bear 
Mountain.  At  Christmas  time  the  Society  gives  a 
party  to  the  staff.  This  year  with  Christmas  and 
New  Year’s  Day  falling  on  Tuesday,  the  staff  was 
given  additional  time  off,  the  day  before  one  of  these 
holidays.  At  our  sesquicentennial  dinner,  on  Febru- 
ary 19,  1957,  each  employe  was  invited  to  attend. 
The  committee  also  assumes  a liberal  attitude 
toward  employes  who  might  be  afflicted  with  serious 
illness,  particularly  in  the  matter  of  continuing  pay- 
ment of  salary  for  a period  of  time. 

Each  year  we  have  had  some  good  word  for  each 
of  our  departmental  supervisors.  We  are  pleased 
to  single  them  out  at  this  time. 

Miss  Mary  McMahon  is  the  supervisor  of  our 
membership  department.  She  is  also  the  staff 
member  in  charge  of  the  registration  desk  at  the 
annual  meeting  of  the  House  of  Delegates,  working 
under  the  guidance  of  the  chairman  of  the  Creden- 
tial Committee. 

We  commend  also  Mr.  William  Bonzer,  our 
mailroom  supervisor.  He  is  in  charge  of  all  mailings 
which  leave  the  Society’s  office  as  well  as  our  mimeo- 
graphing work. 

The  work  of  Mr.  Frank  Grassi,  our  accounting 
department  supervisor,  is  also  recognized.  He  is 
responsible  for  not  only  the  details  of  the  accounting 
for  the  Society,  but  also  for  the  Blood  Banks  Asso- 
ciation of  New  York  State,  Inc. 

Due  regard  must  be  given  to  the  wise  counsel  and 
judgment  of  our  secretary  and  general  manager, 
Dr.  W.  P.  Anderton.  He  has  been  most  helpful  to 
the  committee. 

We  would  also  like  to  comment  about  each  mem- 
ber of  the  staff,  but  this  would  take  many  pages. 
We  are  completely  aware  of  the  contributions  which 


each  staff  member  makes  toward  the  smooth  func- 
tioning of  the  office  as  a whole.  We  know  that  there 
are  times  when  the  pressure  of  work  becomes  great. 
We  know  that  there  are  instances  in  which  overtime 
is  necessary  in  order  to  complete  a particular  job. 
The  understanding  and  willing  attitude . of  these 
people  is  deeply  appreciated.  Each  is  entitled  to 
recognition,  and  the  committee  is  pleased  to  publish 
the  names  of  the  present  members  of  the  staff  with 
the  date  of  employment. 

1928 — Miss  Janet  Loy 
1935 — Dr.  David  J.  Kaliski 
Miss  Alice  Wheeler 

1937 —  Miss  Doris  K.  Dougherty 

1938 —  Miss  Grace  West 

1940 — Dr.  Laurance  D.  Redway 

1943 —  Mr.  Charles  L.  Baldwin 
Mrs.  Eileen  Grubiak 

1944 —  Miss  Mollie  Pesikoff 
Dr.  Walter  P.  Anderton 
Mr.  William  Bonzer 

1945 —  Mr.  George  Farrell 
Mrs.  Alice  Arana 
Mrs.  Eunice  Leonard 

1946 —  Miss  Frances  E.  Casey 
Mrs.  Evelyn  DeMarco 
Mr.  Thomas  E.  Walsh 

1947 —  Mr.  Thomas  E.  Alexander 
Miss  Alvina  Rich  Lewis 
Mrs.  Evelyn  Clark 

Mrs.  Anne  G.  Colahan 
Miss  Mary  McMahon 

1948 —  Mr.  Frederick  Miebach 
Miss  Gretchen  Wunsch 
Miss  Dorothy  Hart 
Miss  Camille  M.  Marra 
Mr.  Joseph  Logue 

1949 —  Mr.  Martin  J.  Tracey 
Miss  Susan  Baker 
Mr.  James  F.  Kelly 
Mr.  Joseph  A.  Mullaney 

1950 —  Miss  Mary  Singer 

1951 —  Miss  Lieselotte  Benz 

Mrs.  Florence  B.  Gallagher 
Dr.  Harold  B.  Smith 

1952 —  Mr.  Frank  Grassi 
Miss  Julia  Downer 

1953 —  Mrs.  Yvonne  Chapman 
Miss  Marilyn  McKenna 

1954 —  Dr.  John  H.  Iselin 

Miss  Lucille  M.  Leipziger 
Miss  Beatrice  Macaura 
Miss  Dorothy  Landis 
Mr.  Robert  Miller 
Mr.  John  Walsh 
Miss  Joan  E.  Vitrano 
Mr.  Ackley  C.  Schuyler 
Mrs.  Eleonore  S.  Solden 
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1955 —  Miss  Ann  Marie  Marrinan 
Miss  Norma  Gigliotte 
Mrs.  Hilda  Goller 

1956 —  Miss  Lucy  Cicearone 
Mr.  Charles  Struzinski 
Miss  Eleanor  Meissner 
Miss  Vivian  Muller 

1957 —  Miss  Margaret  Hollywood 
Mrs.  Gloria  Gallagher 


The  committee  is  greatly  indebted  to  our  office 
manager,  Mr.  Thomas  E.  Alexander,  who  has  acted  as 
secretary'  to  the  committee  and  has  at  all  times 
been  most  cooperative.  His  efficiency  and  loyalty 
to  the  Society  are  indeed  most  valuable  assets  to  our 
organization. 

The  committee  recommends  that  a committee  of 
similar  composition  be  appointed  for  the  succeeding 
year. 


Report  of  the  Special  Committee  on  American  Medical 
Education  Foundation 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  American  Medical 
Education  Foundation  has  the  following  member- 
ship: 


William  E.  Pelow,  M.D.,  Chairman Onondaga 

John  L.  Edwards,  M.D Columbia 

William  J.  Orr,  M.D Erie 

Edwin  P.  Russell,  M.D Oneida 


The  committee  first  started  activities  when  the 
chairman  held  a conference  in  his  office  with  Mr.  J.  B. 
Oliver,  associate  executive  secretary  and  field 
director  of  the  Foundation. 

On  November  16,  1956,  a letter  was  written  to  the 
secretary  of  each  county  society  in  New  York  State, 
briefly'  acquainting  him  with  the  needs  of  the 
Foundation  and  the  duty  of  each  practicing  physi- 
cian to  contribute  something  to  the  medical  colleges 
of  the  United  States,  instead  of  waiting  for  Federal 
subsidization. 

A list  of  the  county  societies  of  the  State  of  New 
York,  with  the  number  of  members  in  each  group 
and  the  name  and  address  of  the  secretary,  was  sent 
to  the  office  of  the  A.M.E.F.  in  Chicago,  requesting 
that  sufficient  subscription  envelopes  be  mailed  to 
the  secretary'  of  each  county'  medical  society'  in  New 
York  State,  according  to  the  per  capita  membership. 

On  November  28,  1956,  the  committee  received  a 
letter  from  Mr.  J.  B.  Oliver  from  Chicago,  informing 
it  that  the  suggestion  of  the  State  Society  com- 
mittee had  been  complied  with  and  that  subscription 
on  envelopes  had  been  mailed  to  the  secretary  of  each 
county  medical  society'  in  the  State  of  New  York. 

Thus  the  ball  was  set  rolling  so  that  each  member 
of  the  Medical  Society  of  the  State  of  New  York 


would  be  familiar  with  the  drive  for  financial  sup- 
port to  medical  education  in  the  United  States. 
In  the  letter  to  the  secretary'  of  each  county  society 
it  was  requested  that  the  members  of  the  county 
society  be  acquainted  with  the  need  for  individual 
voluntary  contributions,  and  no  suggestion  was 
made  that  am'  personal  pressure  or  solicitation  be 
utilized.  It  was  suggested  that  the  needs  be 
published  in  the  county'  society  bulletin  and,  in  addi- 
tion, the  members  be  acquainted  with  the  facts  at 
one  or  more  medical  meetings.  It  was  even  in- 
ferred that  possibly  each  county'  society  should 
appoint  a committee  to  expedite  the  drive  for  funds. 

On  January  17,  1957,  this  committee  met  in  the 
office  of  the  chairman,  at  600  Keith  Theatre  Build- 
ing, Syracuse,  and  the  activities  of  the  committee 
during  the  year  were  reviewed.  Those  present  were 
Drs.  John  Edwards,  Edwin  Russell,  and  W.  E. 
Pelow.  Dr.  William  Orr  could  not  attend.  The 
members  present  approved  of  the  activities  of  the 
committee. 

Your  committee  has  no  available  figures  as  to  the 
report  of  contributors  during  the  year  1956,  but  the 
committee  is  sure  these  figures  are  available  at  head- 
quarters in  Chicago.  The  figures  for  1956,  includ- 
ing total  contributions,  will  be  of  interest  only  in 
comparison  with  those  of  1957  in  determining  how 
well  the  members  of  the  Medical  Society  of  the 
State  of  New  York  have  become  familiar  with  the 
need  for  doctors’  support  of  medical  education  and 
how  well  they  have  responded  to  this  need. 

Respectfully'  submitted, 

William  E.  Pelow,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Part  VIII) 
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Report  of  the  Nominating  Committee 


To  the  House  of  Delegates,  Gentlemen: 


In  accordance  with  Chapter  XI,  Section  4,  of  the 
Bylaws  of  the  Medical  Society  of  the  State  of  New 
York,  your  Nominating  Committee  met  at  the  Har- 
vard Club,  27  West  44th  Street,  New  York  City, 
Thursday  evening,  January  10,  1957,  at  seven 
o’clock.  Present  were  the  following: 


First  District 
Second  District 
Third  District 
Fifth  District 
Sixth  District 
Seventh  District 


Henry  I.  Fineberg,  M.D. 

Queens 

John  M.  Galbraith,  M.D. 

Nassau 

Albert  Vander  Veer,  II,  M.D. 

Albany 

Edward  C.  Hughes,  M.D. 

Onondaga 

William  T.  Boland,  M.D. 

Chemung 

Eldred  J.  Stevens,  M.D. 
Steuben 


Eighth  District 
Ninth  District 
Member-at-Large 
Member-at-Large 
Ex  officio 
Ex  officio 


A.  H.  Aaron,  M.D. 

Erie 

Andrew  A.  Eggston,  M.D. 

Westchester 

Renato  J.  Azzari,  M.D., 

Chairman Bronx 

Gerald  D.  Dorman,  M.D. 

New  York 

W.  P.  Anderton,  M.D. 

New  York 

James  Greenough,  M.D. 
Otsego 


Ralph  E.  Isabella,  M.D.,  Fourth  District  Branch, 
was  unable  to  attend. 


Your  committee  submits  the  following  nominees 
for  vacancies  for  the  Society  year,  commencing  May 
15,  1957: 


President-Elect 

Vice-President 

Secretary 

Assistant  Secretary 

Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 

Councillors  ( three  years ) 

Gerald  D.  Dorman,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 

Trustee  ( five  years ) 

John  J.  Masterson,  M.D.,  Kings 


Leo  E.  Gibson,  M.D.,  Onondaga 

A.  H.  Aaron,  M.D.,  Erie 

W.  P.  Anderton.  M.D.,  New  York 

Ezra  A.  Wolff,  M.D.,  Queens 

. . . .Maurice  J.  Dattelbaum,  M.D.,  Kings 
. . . Samuel  Z.  Freedman,  M.D.,  New  York 

Frederick  W.  Williams,  M.D.,  Bronx 

Joseph  A.  Lane,  M.D.,  Monroe 

Raymond  S.  McKeeby,  M.D.,  Broome 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 


Delegates  to  the  American  Medical  Association  ( two  years,  commencing  January  1,  1958 ) 


A.  H.  Aaron,  M.D.,  Erie 
Renato  J.  Azzari,  M.D.,  Bronx 
Harold  F.  Brown,  M.D.,  Erie 
Thomas  M.  d’Angelo,  M.D.,  Queens 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Elton  R.  Dickson,  M.D.,  Broome 
Peter  J.  Di  Natale,  M.D.,  Genesee 
Andrew  A.  Eggston,  M.D.,  Westchester 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 

The  nine  receiving  the  highest  number  of  votes 
will  be  delegates,  and  the  second  highest  nine  will  be 
alternates,  unless  our  delegates  are  increased.  We 
are  allowed  one  delegate  per  each  thousand  A.M.A. 
members,  or  part  thereof. 


James  Greenough,  M.D.,  Otsego 
Frederic  W.  Holcomb,  M.D.,  Ulster 
J.  Stanley  Kenney,  M.D.,  New"  York 
Garra  Lester,  M.D.,  Chautauqua 
John  C.  McClintock,  M.D.,  Albany 
Dan  Mellen,  M.D.,  Oneida 
Norman  S.  Moore,  M.D.,  Tompkins 
Peter  M.  Murray,  M.D.,  New’  York 
Solomon  Schussheim,  M.D.,  Kings 
Eldred  J.  Stevens,  M.D.,  Steuben 

The  meeting  adjourned  at  8:30  p.m. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 
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Report  of  Special  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

Your  Special  Committee  on  Constitution  and  By- 


laws consists  of: 

A.  H.  Aaron,  M.D.,  Chairman Erie 

Thomas  O.  Gamble,  M.D Albany 

Louis  H.  Bauer,  M.D Nassau 


All  of  the  material  submitted  to  the  Special  Com- 
mittee on  Constitution  and  Bylaws  was  circulated 
by  mail  to  the  members  of  the  committee  who  stud- 
ied it  and  submitted  written  opinions  on  each  item. 
It  was  then  planned  to  hold  a meeting  of  the  com- 
mittee on  Friday,  January  18,  1957,  at  the  Society’s 
headquarters. 

The  meeting  was  held  in  a piecemeal  manner: 
Dr.  Thomas  O.  Gamble  was  unable  to  be  at  the 
meeting  because  of  professional  duties.  Dr.  Aaron’s 
attendance  was  delayed  by  five  hours  due  to  a rail- 
road accident;  Dr.  Louis  H.  Bauer  and  Dr.  Ander- 
ton  met  at  10  a.m.  and  went  over  all  of  the  material. 
Dr.  Aaron  met  with  Dr.  Anderton  most  of  the  after- 
noon, and  then  they  discussed  the  decisions  with  Dr. 
Bauer  by  telephone. 

Selection  of  A.M. A.  Delegates. — Resolution 
56-40  (Section  162),*  Selection  of  A.M. A.  Delegates, 
introduced  by  Dr.  George  Hinder,  Medical  Society 
of  the  County  of  New  York,  resolved:  “That  the 
Constitution  and  Bylaws  be  amended  to  provide 
that  these  officers  (president,  president-elect,  and 
secretary)  be,  by  virtue  of  their  office,  declared  dele- 
gates from  the  Medical  Society  of  the  State  of  New 
York  to  the  House  of  Delegates  of  the  American 
Medical  Association.” 

Without  supplying  the  exact  wording  for  this  pro- 
posed amendment,  your  committee  recommends 
that  the  resolution  be  defeated  because  it  is  imprac- 
tical. Our  president  and  president-elect  take  office 
at  the  annual  meeting  (dinner  dance),  usually  Wed- 
nesday of  the  second  week  in  May.  Our  delegates 
to  the  American  Medical  Association,  although 
elected  the  second  week  of  May,  take  office  the  fol- 
lowing January  1 for  a term  of  two  years.  There- 
fore, if  the  proposed  amendment  were  carried, 
our  president-elect  would  not  go  to  the  annual  or  the 
interim  session  of  the  American  Medical  Association 
House  of  Delegates.  The  president  would  go  to  both 
these  meetings  and  to  the  two  meetings  during  his 
term  as  immediate  past-president. 

Your  committee  heartily  endorses  a recommenda- 
tion that  the  president,  president-elect,  and  secre- 
tary attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association,  whether 
elected  delegates  or  not,  and  that  their  traveling  ex- 
penses be  paid  by  the  Society. 

We  favor  adding  to  Chapter  VII,  Section  1,  of  the 
Bylaws  the  following  terminal  sentence  regarding  the 


* Sections  referred  to  are  from  the  Minutes  of  the  House 
of  Delegates  of  the  1956  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  op  Medicine,  September  1, 
1950,  Part  II. 


president:  “He  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation.” 

We  also  advocate  adding  the  following  terminal 
sentence  to  Section  2 of  Chapter  VII  of  the  By- 
laws: “The  president-elect  shall  attend  all  meetings 
of  the  House  of  Delegates  of  the  American  Medical 
Association.” 

We  favor  adding  to  Chapter  VII,  Section  6,  of  the 
Bylaws,  wherein  the  duties  of  the  secretary  are  de- 
fined, at  the  end  of  the  section,  the  words:  “He 
shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association.” 

We  move  the  adoption  of  this  amended  resolu- 
tion. 

Procedures  for  Amendments  to  the  Consti- 
tution.— Resolution  56-39  (Sections  103  and  170), 
Proposed  Amendments  to  Constitution,  Article 
XIII,  and  Bylaws,  Chapter  XVII,  introduced  by  Dr. 
Ezra  A.  Wolff,  assistant  secretary,  Medical  Society 
of  the  State  of  New  York. 

The  proposed  amendment  to  the  Constitution 
strengthens  the  force  of  the  regulation  of  introduc- 
tion of  amendments  by  requiring  that  such  proposed 
amendments  be  submitted  in  writing.  The  first 
paragraph  of  Article  XIII  of  the  Constitution  would 
then  read: 

“Amendments  to  this  Constitution,  except  such 
as  are  obligatory  by  law,  shall  be  made  only  at  an 
annual  meeting  of  the  House  of  Delegates  after 
having  been  submitted  in  writing  at  a previous 
annual  meeting,  and  having  been  published  in  the 
official  publication  of  the  Society  at  least  once,  and 
at  least  one  month  before  the  annual  meeting  at 
which  action  shall  be  taken.” 

However,  your  committee  recommends  that  the 
present  wording  of  the  second  paragraph  of  Article 
XIII  of  the  Constitution  be  not  changed  because  it 
is  more  explicit  than  the  proposed  new  paragraph, 
which  states: 

“A  two-thirds  vote  shall  be  necessary  for  adop- 
tion.” 

The  present  wording  is: 

“A  two-thirds  vote  of  the  members  of  the  House 
of  Delegates  present  and  voting  shall  be  necessary 
for  adoption.” 

We  favor  the  retention  of  this  wording.  The  last 
paragraph  of  this  article  would  not  be  changed  ac- 
cording to  the  proposed  amendment. 

Resolution  56-39  also  proposes  amending  the 
Bylaws,  Chapter  XVII,  Section  3,  so  that  it  would 
read: 

“A  two-thirds  vote  shall  be  necessary  for  adop- 
tion.” 
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It  is  proposed  that  by  combining  the  present 
Sections  1 and  2,  Section  1 would  read  as  follows: 

“Amendments  to  these  Bylaws  or  to  the  Prin- 
ciples of  Professional  Conduct,  except  such  as  are 
obligatory  by  law,  shall  be  made  at  an  annual 
meeting  of  the  House  of  Delegates,  after  having 
been  submitted  in  writing  at  a previous  annual 
meeting  and  having  been  published  in  the  official 
publication  of  the  Society  at  least  once,  and  at 
least  one  month  before  the  annual  meeting  at 
which  action  shall  be  taken.” 

Your  committee  approves  of  this  change  of  Sec- 
tions 1 and  2 of  Chapter  XVII  of  the  Bylaws.  This 
would  carry  with  it  renumbering  the  present  Sec- 
tion 3 to  be  Section  2 and  renumbering  the  present 
Section  4 to  be  Section  3. 

On  the  other  hand,  your  committee  recommends 
that  the  present  wording  of  the  present  Section  3 of 
Chapter  XVII  of  the  Bylaws  be  not  changed.  The 
proposal  is  that  it  would  read: 

“A  two-thirds  vote  shall  be  necessary  for  adop- 
tion.” 

We  recommend  the  continuation  of  the  present 
wording: 

“The  affirmative  vote  of  two-thirds  of  the 
House  of  Delegates  present  and  voting  shall  be 
necessary  for  adoption.” 

We  feel  the  latter  is  more  specific  and  better  par- 
liamentary law.  The  present  Section  4,  proposed  to 
become  Section  3,  would  not  be  altered  by  Dr. 
Wolff's  resolution.  It  would  continue  to  read: 

“Amendments  made  necessary  by  law  shall 
be  made  either  by  the  Council  or  House  of  Dele- 
gates whenever  such  necessity  exists.” 

Revision  of  Junior  Membership  Provision  in 
Bylaws. — Resolution  56-25  (Section  62),  Revision 
of  Junior  Membership  Provision  in  Bylaws,  intro- 
duced by  the  Medical  Society  of  the  County  of 
Monroe,  advocates  that  the  first,  sentence  of  Section 
7 of  Chapter  I of  the  Bylaws  be  changed  to  read: 

“Junior  members  shall  be  those  members  who 
have  been  graduated  from  medical  college  not 
more  than  five  calendar  years  not  counting  tem- 
porary United  States  Military  or  United  States 
Public  Health  Service  and  licensed  by  the  State  of 
New  York.  They  shall  become  active  members 
upon  entering  the  private  practice  of  medicine. 
They  shall  be  privileged  to  attend  all  meetings  of 
their  county  societies,  where  they  shall  have  voice 
in  all  discussions  but  no  vote.  They  shall  be  en- 
titled to  receive  the  New  York  State  Journal 
of  Medicine  and  the  Newsletter  but  not  the 
Medical  Directory  of  New  York  Slate.”  (new  ma- 
terial in  italics). 

We  recommend  adoption  of  this  resolution. 

Change  in  Date  of  Annual  Dinner. — Resolu- 
tion 56-20  (Sections  57  and  132),  Change  in  Date  of 
Annual  Dinner,  introduced  by  Dr.  Frederick  Wurz- 


bach,  Jr.,  Bronx  County  Medical  Society,  as  an  in- 
dividual, was  as  follows: 

Whereas,  the  annual  dinner  of  the  Medical 
Society  of  the  State  of  New  York  is  held  on  Wednesday 
evening  of  the  convention  week;  and 

Whereas,  this  dinner  is  in  honor  of  the  outgoing 
president;  and 

Whereas,  this  dinner  takes  place  after  the  annual 
meeting  of  the  House  of  Delegates;  and 

Whereas,  many  delegates  shall  have  departed 
prior  to  this  dinner;  now  therefore  be  it  hereby 
Resolved,  that  the  annual  dinner  of  the  Medical 
Society  of  the  State  of  New  York,  subsequent  to 
1957,  be  held  on  Monday  evening  of  the  convention 
week. 

Although  sympathetic  with  the  purpose  of  this 
resolution,  after  considering  it  carefully,  your  com- 
mittee recommends  that  it  should  not  be  adopted, 
because  ( 1 ) many  times  reference  committees  of  the 
House  of  Delegates  meet  in  the  evening  of  its  first 
day,  (2)  frequently  it  has  been  necessary  to  have  an 
evening  session  of  the  House  of  Delegates  on  Mon- 
day night,  and  (3)  the  elasticity  of  Article  VIII  of  the 
Constitution  should  lie  preserved.  This  Article  is 
entitled  “Meetings”  and  states: 

“There  shall  be  an  annual  meeting  of  the  So- 
ciety and  of  the  House  of  Delegates  to  be  held  at  a 
time  and  place  designated  by  the  House  of  Dele- 
gates.” 

Representation  in  House  of  Delegates. — Res- 
olution 56-6  (Section  43),  Representation  in  House 
of  Delegates,  introduced  by  Dr.  B.  M.  Bernstein, 
Kings  County  Medical  Society,  as  an  individual, 
was  referred  by  the  speaker  of  the  House  of  Dele- 
gates to  us  as  a special  committee.  Our  committee 
has  studied  this  resolution  very  carefully  and  wish  to 
report  as  follows: 

Paragraph  3:  Whereas  the  question  of  the  neces- 
sity for  representation  from  the  various  scientific 
sections  to  this  House  of  Delegates  is  open  to  dis- 
cussion, we  do  not  recommend  that  this  be  altered  in 
any  way  whatsoever.  In  our  opinion  the  sections 
should  be  represented  because  we  do  not  desire  to 
divorce  the  scientific  portion  of  the  Society  from  the 
legislative  activities. 

Therefore,  we  recommend  that  this  remain  as  it 
now  is  stated  in  the  Constitution. 

Paragraph  4:  Whereas  the  matter  of  representa- 
tion from  the  district  branches  can  likewise  be  con- 
sidered a subject  for  study,  we  feel  the  same — that 
the  district  branches  should  be  represented  in  the 
House  of  Delegates. 

However,  we  recommend  that  the  representation 
of  the  district  branches  in  the  House  of  Delegates  be 
altered.  At  present  the  president  of  the  district 
branch  serves  as  a district  delegate  for  his  term  of 
two  years  and  usually  is  not  re-elected.  A repre- 
sentative from  the  district  branch  serving  only  as  a 
delegate  in  a separate  official  position  would  be 
re-electable  as  a delegate. 

Therefore,  we  recommend  that  Chapter  2,  Sec- 
tion 1,  of  the  Bylaws  be  altered  as  follows. 

Item  (c)  shall  be  omitted: 


1290 


New  York  State  J.  Med. 


SPECIAL  COMMITTEES 


“(c)  The  presidents  of  the  district  branches  sit- 
ting as  district  delegates.” 

This  shall  be  deleted  and  the  following  be  sub- 
stituted: 

‘‘(c)  a representative  from  the  district  branch 
shall  be  elected  as  a district  delegate;” 

In  the  sentence  starting  with  “should  the,”  delete 
the  word  “president”  and  substitute  “delegate.”  It 
will  then  read: 

“Should  the  delegate  of  a district  branch  be  till- 
able to  serve  as  a district  delegate.” 

In  the  sentence  beginning  “in  case,”  delete  the 
word  “president”  and  substitute  the  word  “dele- 
i gate,  ” and  it  shall  then  read : 

“In  case  either  the  delegate  of  a district 
branch.  . . ” 

We  recommend  the  continuation  of  these  portions 
of  the  Constitution  and  Bylaws  as  written,  with  the 
above  amendment,  and  move  its  adoption. 

These  aforesaid  changes  should  be  accompanied  by 
amending  Chapter  IX  of  the  Bylaws  so  that  its  fifth 
sentence  shall  read, 

“Delegates  from  district  branches  shall  be  al- 
lowed necessary  expenses.” 

Also  Chapter  XIII,  Section  1 should  be  amended 
to  read, 

“Each  district  branch  shall  elect  a president  for 
two  years  and  a district  delegate  for  two  years  in 
the  House  of  Delegates.  . . ” 

Section  3 shall  be  amended  by  substituting  “dele- 
gate” for  “president”  in  line  2,  deleting  “ as  a dele- 
gate,” and  continuing 

“the  president  shall  designate  an  alternate  dele- 
gate to  serve  in  his  place  and  shall  so  notify  the 
secretary  of  the  Medical  Society  of  the  State  of 
New  York.” 

The  last  sentence  of  Section  3 will  remain  un- 
: changed. 

Paragraph  1:  Paragraph  1 of  the  resolution, 
“Whereas  representation  from  the  county  medical 
societies  to  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  should  be  based 
on  the  relation  of  the  membership  of  the  county 
medical  society  to  the  total  membership  of  the  State 
Society,”  represents  numerous  problems  and  dis- 
cussion. 

This  is  a very  important  and  vital  part  of  the  Con- 
stitution. The  committee  has  studied  it  very  care- 
fully during  the  year,  and  at  this  time  we  should 
like  to  request  of  the  speaker  of  the  House  of  Dele- 
gates that  a committee  be  continued  for  another 
| year  to  study  and  recommend  its  findings  at  the 
next  annual  meeting  of  the  House  of  Delegates.  In- 
formation must  be  secured  from  many  sources  as  to 
the  best  manner  to  cam'  out  equality  of  representa- 
tion. 

We  therefore  recommend  the  adoption  of  this 
resolution  as  amended. 


Proposed  Changes  in  Constitution  and  By- 
laws in  “Retired”  and  “Life”  Membership 
Categories. — On  May  8,  1956,  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  adopted  the  report  of  its  Reference  Commit- 
tee on  Report  of  the  Planning  Committee  for  Medi- 
cal policies.  The  report  stated  in  part: 

On  the  question  of  reducing  the  age  of  retirement 
from  seventy  to  sixty-five  years:  Noting  well  the 
possible  decrease  in  active  memberships  and  income 
loss  to  the  State  Society,  the  subcommittee,  follow- 
ing considerable  study,  feels  that  if  a physician  in 
active  good  standing  should  desire  to  retire  from  the 
active  practice  of  medicine,  he  should  be  privileged 
to  do  so,  providing  that  he  completely  discontinue 
practice  of  medicine  in  any  form  which  shall  include 
any  salaried  position  in  the  field  of  medicine. 

This  will  be  presented  in  the  form  of  an  amend- 
ment to  the  Constitution  and  Bylaws  and,  as  such, 
will  lay  over  for  a year  to  be  acted  upon  at  the  next 
session  of  our  House  of  Delegates,  1957.  We  urge 
each  county  society  to  study  this  so  that  their  dele- 
gates may  be  prepared  to  represent  their  county’s 
views. 

The  reference  committee  feels  the  present  retire- 
ment age  of  seventy  years  should  be  maintained 
and  that  individual  requests  for  retirement,  prior  to 
seventy  years  be  dealt  with  on  their  merits. 

The  reference  committee  estimated  that  the  State 
Society  “would  lose  about  8101,000  in  a period  of 
five  years”  if  most  active  members  should  retire  at 
the  age  of  sixty-five. 

This  proposes  an  amendment  to  the  first  sentence 
of  Chapter  I,  Section  6,  of  the  Bylaws.  The  pro- 
posal might  suggest  insertion  of  a comma  after  the 
word  “age,”  deletion  of  the  word  “or,”  and  after  the 
word  “disabled”  insertion  of  the  words,  “or  if  com- 
pletely retiring  from  the  practice  of  medicine  or  any 
work  directly  or  indirectly  connected  therewith.” 
The  Special  Committee  on  Constitution  and  By- 
laws has  carefully  studied  this.  We  believe  the  ref- 
erence committee’s  recommendation,  that  “the  pres- 
ent retirement  age  of  seventy  years  should  be  main- 
tained and  that  individual  requests  for  retirement, 
prior  to  seventy  years,  be  dealt  with  on  their  merits,” 
is  sound,  and  we  prefer  it  to  the  suggested  change  in 
the  Constitution  and  Bylaws.  Furthermore,  the 
loss  of  $100,000  is  considerable,  and  to  make  it  up 
would  mean  another  increase  in  dues. 

We  are  opposed  to  the  change  in  the  Constitution 
and  Bylaws  in  reducing  the  age  from  seventy  to 
sixty-five  years  and  believe  that  those  who  do  re- 
quest it  can  be  best  handled  by  action  of  appropriate 
officers  in  the  county  society  recommending  it  to  the 
State  Society.  We  would  be  inconsistent  when  we 
asked  for  extension  of  insurance  policies  to  cover  us 
in  practice,  and  also  we  state  that  we  do  not  desire 
to  have  Social  Security  because  most  physicians  sel- 
dom retire.  Whether  retirement  is  a contagious  dis- 
ease only  the  future  can  tell. 

We  do  not  recommend  that  any  changes  be  made 
in  the  present  status,  but  may  we  present  the  con- 
tents of  the  next  resolution  since  it  bears  a close  rela- 
tionship to  the  one  that  we  have  just  read.  Also  we 
would  like  to  present  it  to  you  before  you  take  ac- 
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tion  on  the  one  we  have  just  read.  Our  reason  for 
this  is  that  it  will  give  you  a more  complete  picture 
of  what  we  think  the  policy  of  the  Society  should  be, 
as  expressed  in  Constitution  and  Bylaws. 

Resolution  56-8  (Section  45),  Amendment  to 
Constitution  and  Bylaws  of  State  Society  Providing 
for  “Life”  Membership,  introduced  by  Dr.  George 
Howley,  Bronx  County  Medical  Society,  was  as  fol- 
lows: 

Whereas,  under  the  Constitution  and  Bylaws  of 
the  Medical  Society  of  the  State  of  New  York,  a 
■ member  over  seventy  years  of  age,  wishing  to  avail 
himself  of  the  waiver  of  dues  and  assessments,  must 
apply  for  “retired”  membership;  and 

Whereas,  the  term  “retired”  implies  a cessation 
from  active  practice;  and 

Whereas,  many  members  over  seventy  years  of 
age  and  engaged  in  active  practice  feel  reluctant  to 
apply  for  retired  membership  because  of  this  im- 
plication; now  therefore  be  it  hereby 

Resolved , that  Chapter  I of  the  Bylaws  of  the  Medi- 
cal Society  of  the  State  of  New  York  be  amended  by 
changing  Section  6 which  will  read:  any  doctor  of 
medicine  reaching  the  age  of  seventy  years  who  is  a 
member  in  good  standing  of  the  Medical  Society  of 
the  State  of  New  York  or  any  member  who  is  per- 
manently disabled  may  ipso  facto  have  the  privilege 
of  applying  for  life  membership.  All  such  applica- 
tions shall  be  signed  by  the  president  and  secretary 
of  the  county  society  of  which  the  applicant  is  a 
member  and  sent  to  the  secretary  of  this  Society  for 
presentation  to  the  House  of  Delegates.  An  active 
member  desiring  to  become  a life  member  shall 
apply  for  such  membership  to  the  component  county 
society  of  which  he  is  a member.  Such  applications 
shall  be  governed  by  the  constitution  and  bylaws  of 
the  component  county  society.  Life  members  shall 
not  be  subject  to  dues  or  assessments  but  shall  be 
accorded  all  the  rights  and  privileges  of  active  mem- 
bership except  holding  office;” 

Your  committee  agrees  that  there  should  be  a class 
of  “life”  members  of  our  Society,  and  we  recommend 
that  the  first  “Resolved”  quoted  bv  Dr.  Howley  be 
adopted. 

We  also  recommend  that  Article  II  of  the  Con- 
stitution be  amended  to  read: 

“Membership 

“The  membership  in  this  Society  shall  be 
divided  into  four  classes:  (a)  active,  (6)  life,  (c) 
junior,  (d)  honorary.” 

To  return  to  the  previous  discussion  on  the  pro- 
posal that  the  age  for  commencement  of  “retired” 
membership  be  lowered  from  seventy  to  sixty-five 
years,  your  committee  recommends  that  no  change 
in  the  present  requirements  for  “retired”  member- 
ship be  made,  except  as  noted  above  in  the  establish- 
ment of  “life”  membership. 


Communication  from  Dr.  Leo  Schiff. — Trus- 
tee Leo  F.  Schiff’s  comments  were  carefully  stud- 
ied. Also  Dr.  Schiff  wrote:  “Incidentally,  I find  no 
direct  statement  in  the  Bylaws  that  the  president- 
elect automatically  becomes  president  for  one  year 
at  the  end  of  his  term.  Chapter  VII,  Section  2,  may 
seem  to  imply  this,  but  it  would  clarify  matters  to 
state  it  definitely.” 

Your  committee  is  thoroughly  in  accord  with  this 
sentence  and  advocates  adding  the  following  ter- 
minal sentence  to  Chapter  VII,  Section  2,  of  the  By- 
laws: 


“The  president-elect  shall  become  the  president 
at  the  termination  of  his  office  as  president- 
elect.” 

The  section  would  then  read: 


“The  president-elect  shall  perform  the  duties 
of  the  president  in  the  absence  of  the  president. 
He  shall  perform  such  other  duties  as  may  be  re- 
quested by  the  president.  In  the  event  of  the 
president’s  death,  resignation,  removal,  incapac- 
ity, or  refusal  to  act,  the  president-elect  shall 
succeed  him  and  shall  serve  for  the  remainder  of 
the  term  of  his  immediate  predecessor.  If  the 
time  so  served  is  less  than  six  months,  he  shall  also 
serve  as  president  until  the  second  annual  session 
following  his  original  election  as  president-elect. 
If  the  president-elect  succeeds  to  the  presidency 
six  months  or  more  before  the  following  normal 
session,  the  House  of  Delegates  at  that  following 
annual  session  shall  elect  another  eligible  person  to 
serve  as  president  until  the  next  annual  session. 
If  the  president-elect  dies,  resigns,  is  removed, 
or  is  unable  or  refuses  to  act,  or  if  he  succeeds  to 
the  presidency,  the  office  of  president-elect  shall 
remain  vacant,  and  at  the  next  annual  session  the 
House  of  Delegates  shall  elect  an  eligible  person  to 
serve  as  president  until  the  next  annual  session. 
The  president-elect  shall  become  the  president  at 
the  termination  of  his  office  as  president-elect.” 

Conclusion. — May  I take  this  opportunity  of 
sincerely  thanking  Drs.  Gamble  and  Bauer  for  their 
intense  interest  and  excellent  cooperation  in  formu- 
lating this  report. 

May  I assure  you  it  would  be  completely  impos- 
sible to  do  it  at  all  if  we  were  not  fortunate  in  having 
Dr.  Walter  P.  Anderton  to  help  us  in  every  step 
in  its  preparation. 


Respectfully  submitted, 

A.  H.  Aaron,  M.D.,  Chairman 
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War  Memorial  Committee 


The  War  Memorial  Committee  consists  of  the 
following  members  of  the  Board  of  Trustees: 

Walter  W.  Mott,  M.D.,  Chairman . . .Westchester 


J.  Stanley  Kenney,  M.D New  York 

Leo  F.  Schiff , M.D Clinton  ( resigned ) 

Maurice  J.  Dattelbaum,  M.D., 

Treasurer,  ex  officio Kings 


The  War  Memorial  Committee  is  in  its  ninth 
year  in  the  administration  of  its  duties  as  set  forth 
by  the  House  of  Delegates  when  the  War  Memorial 
Fund  was  established  in  1948. 

The  financial  report  of  the  War  Memorial  Fund 
as  of  December  31,  1956,  follows: 


Amount 


Total  assessments  received* 

8248,356 

Total  interest  received* 

39,162 

Total  paid  out  in  benefits* 

60 . 300 

Assets  of  Fund,  December  31.  1950 
Year  ended  December  31,  1950 

227,218 

Assessments  received 

5 ,005 

Interest  received 

5,345 

Payments  to  beneficiaries 

11,500 

* Since  inception  of  Fund. 


Thirty-three  students  have  received  benefits  of 
this  Fund  to  date,  ranging  from  one  to  eight  years 
of  benefits.  Nineteen  are  receiving  funds  for  the 
1956-1957  academic  year.  One  of  these  is  a young 
boy  who  is  attending  a preparatory  school.  He 
was  not  doing  well  at  home  in  his  local  school. 
After  an  interview  and  correspondence  with  the 
mother,  the  Council,  upon  the  recommendation  of 
the  War  Memorial  Committee,  voted  that  he  re- 
ceive a stipend  toward  his  preparatory  school  ed- 
ucation. A report  from  the  mother  told  of  the 
progress  the  boy  is  making  in  his  personal  adjust- 
ment and  in  his  scholarship.  Her  gratitude  to  the 
Fund  for  making  it  possible  for  her  to  send  the  boy 
to  a school  away  from  home,  where  he  is  doing  so 


well,  justifies  the  wisdom  of  this  step. 

Five  of  our  students  have  started  their  first  year 
of  college.  Among  our  beneficiaries  are  three  who 
are  studying  medicine.  One  is  a girl  in  her  second 
year  at  the  State  University  of  New  York  College 
of  Medicine  at  Syracuse;  one  a third-year  student 
at  New  York  University  College  of  Medicine,  and 
the  other  a first-year  student  at  McGill  University 
Faculty  of  Medicine  in  Montreal,  Canada. 

Last  September  a letter  ( see  below)  was  sent  to  the 
members  of  the  State  Society  who  had  joined 
since  1948.  Despite  the  many  calls  on  doctors  for 
contributions  the  response  has  been  encouraging. 

Last  year  the  House  of  Delegates  approved  an 
increase  of  the  stipend  for  beneficiaries  from  $600 
to  $900  per  annum  and  included  children  of  Korean 
War  victims  in  the  benefits.  This  increase  was 
started  with  the  first  payment  of  the  1956-1957 
school  year.  The  mothers  of  the  students  have  ex- 
pressed deep  gratitude,  since  the  cost  of  college 
education  has  increased  considerably  in  the  last 
few  years. 

Letters  in  the  office  from  the  students  and  their 
mothers  reiterate  sincere  thanks  for  the  opportunity 
for  a college  and  professional  education  that  other- 
wise might  be  denied  them.  They  are  grateful  for 
the  living  tribute  to  the  memory  of  their  deceased. 

Dr.  Leo  F.  Schiff  was  forced  to  resign  as  a trustee 
because  of  illness.  His  wise  counsel  and  warm  in- 
terest have  been  sorely  missed  by  the  War  Memorial 
Committee. 

The  faithful  services  of  Miss  Mollie  Pesikoff  in 
administering  the  details  of  the  War  Memorial 
Fund  and  her  friendly  interest  in  the  scholastic  prog- 
ress of  our  beneficiaries  is  again  gratefully  acknowl- 
edged by  the  committee. 

Respectfully  submitted, 

Walter  W.  Mott,  M.D.,  Chairman 

Following  is  a copy  of  the  letter  sent  to  members 
who  had  joined  the  State  Society  since  1948. 


WAR  MEMORIAL  FUND 


Dear  Doctor: 

The  War  Memorial  Fund  was  established  in  1948 
by  a voluntary  assessment  of  $12  on  each  member  of 
the  State  Medical  Society.  The  money  so  raised, 
some  $240,000,  was  invested  in  a separate  fund,  all 
interest  accruing  from  the  investment  being  added  to 
the  principal  of  the  fund.  This  was  to  be  the  memorial 
of  the  Medical  Society  to  its  members  who  had  died  in 
or  as  a result  of  service  in  World  War  II. 

It  was  to  be  used  to  provide  stipends  of  $000  annually 
for  not  more  than  eight  years  of  higher  education  for  the 
orphaned  children  of  these  doctors.  To  date,  the  fund 
has  already  benefited  27  such  children.  Four  have 
graduated  from  medical  schools  and  are  now  practicing 
physicians;  three  are  currently  in  medical  schools; 
one  is  at  a nursing  college. 

More  than  70  such  sons  and  daughters  will  have 


become  eligible  for  these  benefits  by  1974,  when, 
according  to  actuarial  estimates,  the  fund  will  have 
fulfilled  its  obligations. 

It  is  becoming  increasingly  evident  that  the  annual 
stipend  of  $600  is  inadequate  to  cover  the  expenses  of 
these  students.  Accordingly,  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York,  at 
the  1956  session,  voted  to  increase  this  amount  to  $900 
annually.  It  has  also  been  suggested  that  similar 
benefits  be  given  to  the  children  of  physicians  who 
died  in  or  as  a result  of  service  in  the  Korean  “police 
action.”  There  are,  at  the  most,  only  a few  of  these. 

However,  it  is  likely  that  the  increased  annual  stipend 
will  exhaust  this  fund  before  it  will  have  fulfilled  its 
obligations.  It  has  been  suggested  that  a large  number 
of  present  members  of  the  State  Medical  Society  never 
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had  an  opportunity  to  contribute  to  this  outstanding 
memorial  and  that  many  would  willingly  subscribe 
their  share. 

To  this  end,  we  ask  that  all  present  members  of  the 
State  Medical  Society  who  have  not  previously  con- 
tributed to  the  War  Memorial  Fund  do  so  now  to  the 
amount  of  S12.  Surely  no  more  worthy  gift  could  be 


made.  Please  clip,  fill  in.  and  mail  coupon  below. 
Remember,  this  contribution  is  deductible  for  income 
tax  purposes. 

Sincerely  j ours, 

James  Greenough.  M.D.,  President 
Walter  W.  Mott,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Reports  of  the  Treasurer,  Trustees,  Budget,  and  War 

Memorial) 


Report  of  the  Speciat  Joint  Committee  on  Inhalation  Therapy 


To  the  House  of  Delegates,  Gentlemen: 

The  Special  Joint  Committee  on  Inhalation  Ther- 
apy consists  of  the  following: 

.Medical  Society  of  the  State  of  New  York 

Robert  W.  Robertazzi,  M.D Kings 

Hylan  A.  Bickerman,  M.D New  York 

Edwin  B.  Emma,  M.D New  York 

New  York  State  Society  of  Anesthesiologists 

Paul  Wood,  M.D New  York 

Moses  Krakow,  M.D Bronx 

Yincent  J.  Collins,  M.D.,  Chairman  New  York 

During  the  past  year  one  meeting  was  held  by  the 
joint  committee,  and  several  informal  liaison  meet- 
ings with  various  interested  associations  have  been 
held. 

It  will  be  recalled  that  in  the  report  adopted  in 
May,  1956,  three  objectives  were  outlined,  and  it  is 
desired  at  this  time  to  report  on  the  specific  prog- 
ress toward  accomplishing  each  objective. 

1 . The  report  of  the  Committee  on  Public  Health 
Relations  of  the  New  York  Academy  of  Medicine, 
entitled  “Standards  of  Effective  Administration  of 
Inhalation  Therapy,”  has  been  generally  considered 
by  the  interested  parties  as  being  a basic  guide 
toward  the  application  of  more  effective  therapy  in 
hospitals.  The  representatives  of  the  associations 
interested  include  the  American  College  of  Chest 
Physicians  and  the  American  Association  of  Inha- 
lation Therapists  as  well  as  the  American  Society 
of  Anesthesiologists. 

2.  Development  of  schools  of  inhalation  therapy 

by  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association:  The  resolu- 

tion as  proposed  in  last  year's  report  was  presented 
with  the  essential  concepts  to  the  House  of  Dele- 
gates of  the  American  Medical  Association  in 
Chicago.  This  resolution  was  reported  favorably 
by  the  reference  committee  and  was  adopted  by  the 
House  of  Delegates  of  the  American  Medical  Associa- 
tion. It  was  then  referred  to  the  Council  on  Medi- 
cal Education  and  Hospitals. 


Since  the  Council  has  been  notified  of  the  needs 
and  desires  for  developing  schools  of  inhalation 
therapy,  information  has  been  sought  by  the  Coun- 
cil on  Medical  Education  and  Hospitals,  specifically 
by  the  assistant  secretary,  Dr.  John  Hinman.  An 
extensive  questionnaire  submitted  by  Dr.  Hinman 
regarding  definitions,  supervision,  methods  of 
evaluating  teaching  staff,  period  of  time  necessary 
for  training,  curriculum  content,  and  scope  of  ex- 
perience in  nursing  arts,  all  relating  to  inhalation 
therapy,  was  discussed.  It  was  gratifying  to  realize 
the  fullness  of  interest  shown  by  the  Council  on 
Medical  Education  and  Hospitals.  In  the  mean- 
time at  the  national  level  advisory  committees  to 
the  Council  on  Medical  Education  and  Hospitals 
have  been  organized  by  the  American  Society  of 
Anesthesiologists  and  the  American  College  of  Chest 
Physicians,  to  be  available  when  and  if  called  upon 
by  the  Council  on  Medical  Education  and  Hospitals. 

3.  Recognition  of  technicians:  Most  of  the  major 
interested  organizations  in  the  field  of  inhalation 
therapy  have  surveyed  the  growing  organization 
called  the  -American  Association  of  Inhalation 
Therapists.  It  has  been  found  that  this  association 
represents  an  organization  in  which  technicians 
specializing  in  the  field  of  inhalation  therapy  can  be 
recognized.  Second,  it  is  believed  that  this  same 
organization  can  at  some  time  in  the  future  develop 
a registry  of  certified  technicians  similar  to  that 
which  exists  for  laboratory  technicians.  It  should 
be  emphasized  that  the  American  Association  of 
Inhalation  Therapists  has  a board  of  advisers  con- 
sisting of  six  physicians,  three  from  the  American 
College  of  Chest  Physicians  and  three  from  the 
American  Society  of  Anesthesiologists.  Several 
new  chapters  of  the  inhalation  therapists,  including 
a greater  New  York  unit,  have  been  developed. 

Although  the  basic  work  has  been  outlined  and 
progress  is  being  made,  it  is  believed  that  this  joint 
committee  should  be  continued  for  another  year. 

Respectfully  submitted, 

Vincent  J.  Collins,  M.D.,  Chairman 


{This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Part  7) 
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MALPRACTICE  INSURANCE  AND  DEFENSE  HOARD 


Report  of  the  Malpractice  Insurance  and  Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 


The  Malpractice  1 nsurance  and  I )efense  Board 


consists  of  the  following: 

Joseph  A.  Lane,  M.D.,  Chairman Monroe 

Thomas  M.  d’Angelo,  M.D.,  Vice- 

Chairman  Queens 

J.  Stanley  Kenney,  M.l). . New  York 

Renato  J.  Azzari,  M.D . . . .Bronx 

John  C.  Brady,  M.D . Erie 

Christopher  Wood,  M.D Westchester 

John  F.  Kelley,  M.D Oneida 

Walter  P.  Anderton,  M.D., 

ex  officio New  York 

Maurice  J.  Dattelbaum,  M.  D., 

ex  officio Kings 

William  F.  Martin,  counsel,  ex  officio.  New  York 

Harry  F.  Wanvig,  secretary, 

ex  officio New  York 

In  its  nine  regular  meetings  held  during  1956  the 


hoard  continued  its  usual  activities  incident  to  the 
study  and  supervision  of  matters  relating  to  mal- 
practice insurance  and  defense.  The  board  ap- 
preciates the  interest  shown  and  the  help  given  bv 
the  officers  of  the  State  Society  who  have  attended 
these  meetings  and  participated  in  discussions. 

The  following  recommendations  of  the  board 
were  approved  by  the  Council: 

1.  That  negotiations  with  the  Insurance  De- 
partment regarding  the  activities  of  representatives 
of  unlicensed  insurers  be  continued. 

2.  That  the  six  months  waiting  period  for  re- 
entry into  the  Group  Plan  for  applicants  who  had 
previously  left  it  to  secure  insurance  at  a lower  rate 
be  rescinded. 

3.  That  a procedure  for  the  organization  and 
operation  of  advisory  malpractice  committees  be 
adopted  for  the  guidance  of  county  societies. 

Because  of  the  growing  interest  in  radioactive 
isotopes,  the  board  has  initiated  a study  to  deter- 
mine the  possible  effect  on  insurance  losses  of  the 
increased  use  of  this  modality. 

At  its  1956  animal  meeting  the  House  of  Dele- 
gates approved  the  division  of  the  State  into  three 
rating  areas,  as  recommended  by  our  actuaries  and 
this  board.  This  change  became  effective  for  in- 
surance written  or  renewed  on  and  after  September 
1,  1956.  Since  that  time  this  same  territorial 
division  has  been  adopted  by  all  the  National 
Casualty  Bureau  companies  and  by  the  group  pro- 
gram of  the  American  College  of  Surgeons. 

New  and  Closed  Cases. — A comparison  of  mal- 
practice actions  reported  and  disposed  of  during 
1955  and  1956  shows  the  following: 


1956 

1955 

On  hand  at  first  of  year 

790 

690 

Reported  during  year 

474 

499 

Total 

1,264 

1,189 

Disposed  of  during  year 

437 

399 

On  hand  at  end  of  year 

827 

790 

The  474  new  actions  reported  during  the  year 
involve  551  insured  members  of  the  Society.  While 
these  figures  are  lower  than  those  of  the  preceding 
year,  this  decrease  is  to  be  expected  in  view  of  the 
decrease  in  number  of  insured  members  as  indicated 
later  in  this  report.  In  any  comparison  between  the 
number  of  members  insured  during  a calendar  year 
and  the  number  of  actions  arising  during  the  same 
year,  it  must  be  remembered  that  the  latter  in- 
cludes suits  and  claims  chargeable  to  a number  of 
policy  years.  For  example,  the  cases  originating 
during  1956  were  chargeable  to  the  following  policy 
years: 


1949  1 

1950  1 

1951  6 

1952  20 

1953  41 

1954  102 

1955  205 

1956  98 


474 

Underwriting  Results.— A detailed  analysis 
of  the  underwriting  results  experienced  by  our 
present  carrier  will  be  found  in  the  annual  report 
of  our  actuaries,  Messrs.  Wolfe,  Corcoran  and 
Linder,  which  will  be  filed  with  the  secretary  of  the 
Society.  Since  the  results  of  their  preliminary 
audit  have  not  yet  been  received,  comment  on  the 
trend  in  our  loss  experience  and  any  rate  changes 
that  it  may  involve  will  have  to  be  considered  in  a 
supplementary  report  by  the  board.  That  report 
will  also  present  a summary  of  underwriting  results 
covering  the  period  July  1,  1949,  to  December  31, 
1955,  as  developed  to  December  31,  1956. 

Policy  Revision. — In  its  last  report  the  board 
stated  that  it  had  under  consideration  a revision  of 
the  insuring  clause  and  the  exclusions  of  the  master 
policy.  After  a great  deal  of  study  and  discussion 
this  work  was  completed. 

The  revised  master  policy  has  an  insuring  clause 
that  is  more  general  and  inclusive  and  exclusions 
that  are  more  specific.  Because  they  were  found 
to  be  inadequate  and  subject  to  change,  the  defi- 
nitions of  the  various  classes  of  practice  were 
eliminated.  In  no  case  was  anything  added  that 
detracts  from  the  protection  formerly  provided. 

In  connection  with  the  revision,  the  company 
took  the  opportunity  to  rearrange  and  clarify  cer- 
tain policy  provisions.  The  new  form  was  approved 
by  the  Insurance  Department  and  is  now  appli- 
cable to  all  insurance  written  or  renewed  after 
September  1,  1956.  We  believe  that  the  revised 
master  policy  represents  a considerable  improve- 
ment over  previous  forms.  Furthermore,  it  is  an 
indication  of  the  willingness  of  our  carrier,  and  also 
of  the  desire  of  the  board,  to  take  into  account  the 
changing  needs  of  our  members  arising  out  of  de- 
velopments in  the  practice  of  medicine. 
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County  Advisory  Committees. — In  the  belief 
that  any  long-term  improvement  in  the  over-all 
malpractice  situation  requires  participation  at 
the  county  level,  the  board  for  the  past  several 
years  has  urged  the  formation  of  county  advisory 
committees.  Many  counties  with  active  advisory 
committees  have  acquired  valuable  experience  and 
insight  into  the  causes  of  malpractice  actions,  and 
from  this  preventive  measures  can  be  developed  and 
put  into  practice. 

In  order  to  give  an  official  basis  for  the  organiza- 
tion and  operation  of  these  committees  and  to  set 
up  a uniform  procedure,  the  board  presented  recom- 
mendations that  were  approved  by  the  Council  on 
February  9,  1956.  In  the  section  dealing  with  the 
composition  of  these  committees,  it  was  pointed  out 
that  it  would  be  patently  unwise  to  submit  cases 
involving  Group  Plan  insureds  to  a committee 
composed  of  doctors  who  have  no  stake  or  personal 
interest  in  the  successful  operation  of  the  Group 
Plan.  Since  then  our  insurance  carrier  has  ques- 
tioned the  propriety  of  opening  its  files  to  com- 
mittees composed  in  whole  or  in  part  of  physicians 
not  insured  in  the  Group  Plan.  The  company  has 
agreed  to  make  exceptions  in  the  case  of  members 
who  are  practicing  under  circumstances  not  re- 
quiring individual  insurance,  such  as  a doctor  acting 
as  a hospital  superintendent  or  as  a salaried  chief 
of  sendee  covered  by  insurance  provided  by  his 
hospital.  The  board  regrets,  therefore,  that  it 
must  discontinue  sending  reports  to  committees 
not  organized  along  the  lines  approved  by  the 
Council.  The  board  urges  the  president  of  each 
county  society  to  take  these  facts  into  consideration 
when  making  appointments  to  committees. 

Participation  in  the  Group  Plan. — The  num- 
ber of  members  insured  in  the  Group  Plan  during 
1956,  by  counties,  is  shown  in  Table  I.  For  the 
fourth  consecutive  year  there  has  been  an  over-all 
decrease,  both  in  number  of  insureds  and  in  per- 
centage of  membership.  Although  this  decrease 
was  less  in  1956  than  in  the  two  preceding  years,  it 
still  represents  a threat  to  the  continued  success 
of  the  Group  Plan. 

In  1952,  when  participation  reached  its  peak, 
63  per  cent  of  the  members  of  the  five  counties  of 
Xew  York  City  were  insured  in  the  Group  Plan.  In 
1956  only  36  per  cent  were  so  insured.  The  pe- 
riod of  the  past  four  years  has  shown  a net  decrease 
in  insured  members  in  Xew  York  City  of  3,748, 
which  has  been  partially  offset  by  a net  gain  of  233  in 
the  balance  of  the  State.  The  future  success  of  the 
Group  Plan,  therefore,  depends  to  a large  degree  on 
the  support  that  it  will  receive  from  the  members 
of  the  county  societies  of  Xew  York  City*. 

In  reaching  a decision  in  this  matter,  the  board 
believes  that  the  following  assets  of  the  Group  Plan 
should  be  taken  into  account : 

1.  An  agreement  with  our  insurance  carrier 
which  gives  the  Society  control  over  such  important 
matters  as  the  provisions  of  the  policy  contract, 
method  of  rate  computation,  interpretation  of 
policy  provisions,  and  the  privilege  of  deciding  who 
should  or  should  not  be  insured. 


TABLE  I. — Annual  Report  of  Members  Insured  as  of 
December  31.  1956,  Showing  Percentage  Insured  of 
County  Membership 


County 

Number  of 
Members 

Number 

Insured 

Per  Cc 
Insun 

Cayuga 

74 

71 

96 

Schoharie 

18 

16 

89 

Oswego 

60 

50 

83 

Genesee 

53 

43 

81 

Chemung 

118 

94 

80 

Sullivan 

49 

39 

80 

Yates 

20 

16 

80 

Fulton 

58 

46 

79 

Tioga 

19 

15 

79 

Warren 

81 

64 

79 

Oneida 

289 

226 

78 

Tompkins 

91 

70 

77 

Broome 

281 

214 

76 

Herkimer 

59 

44 

75 

Jefferson 

88 

66 

75 

Madison 

46 

34 

74 

Orange 

202 

150 

74 

Rensselaer 

152 

112 

74 

St.  Lawrence 

89 

65 

73 

Essex 

30 

21 

70 

Onondaga 

568 

400 

70 

Wyoming 

32 

22 

69 

Columbia 

50 

34 

68 

Allegany 

33 

22 

67 

Schenectady 

228 

152 

67 

Albany 

390 

257 

66 

Chautauqua 

128 

84 

66 

Monroe 

822 

541 

66 

Chenango 

40 

25 

63 

Orleans 

19 

12 

63 

Wayne 

63 

40 

63 

Ontario 

107 

66 

62 

Delaware 

41 

25 

61 

Steuben 

112 

68 

61 

Schuyler 

10 

6 

60 

Greene 

24 

14 

58 

Cattaraugus 

93 

53 

57 

Clinton 

60 

34 

57 

Erie 

1,244 

713 

57 

Saratoga 

60 

34 

57 

Cortland 

45 

25 

56 

Niagara 

196 

107 

55 

Suffolk 

532 

295 

55 

Lewis 

17 

9 

53 

Westchester 

1 , 239 

659 

53 

Otsego 

63 

33 

52 

Rockland 

154 

79 

51 

Putnam 

22 

11 

50 

Seneca 

28 

14 

50 

Washington 

36 

18 

50 

Livingston 

43 

20 

47 

Franklin 

67 

31 

46 

Montgomery 

60 

27 

45 

Ulster 

121 

54 

45 

Dutchess 

258 

110 

43 

New  York 

6.916 

2.809 

41 

Nassau 

1,338 

543 

40 

Richmond 

217 

84 

39 

Bronx 

1.498 

505 

34 

Queens 

1 .983 

649 

33 

Kings 

3.197 

966 

30 

Total 

24,031 

11.108 

46 

2.  A legal  defense  service  specializing  in  the  de- 
fense of  malpractice  actions. 

3.  An  outstanding  company  which  since  1949 
has  acquired  experience  and  developed  a highly 
competent  claims  service  of  personnel  specializing 
in  the  handling  of  such  actions. 

4.  An  increasingly  efficient  system  for  exam- 
ining and  evaluating  malpractice  cases  and  assist- 
ing in  their  proper  disposition. 


PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 


The  recent  emergence  of  a number  of  insurance 
programs  sponsored  by  national  specialty  groups 
has  caused  many  members  to  consider  the  advis- 
ability of  transferring  their  insurance  from  the 
Group  Plan.  While  these  programs  are  of  con- 
siderable value  to  many  doctors  throughout  the 
country  who  have  no  reliable  source  of  insurance 
available  to  them,  it  does  not  follow  that  they  are 
equally  advantageous  to  members  of  the  State  So- 
ciety. A case  for  local  versus  national  group  pro- 
grams is  well  presented  in  the  following  extract 
from  an  article  by  I)r.  Joseph  F.  Sadusk,  Jr.,  chair- 
man of  the  Medical  Review  and  Advisory  Board 
of  the  California  Medical  Association,  published  in 
the  November,  1955,  issue  of  California  Medicine: 

What  has  been  said  above  on  the  subject  of  group 
programs  in  malpractice  insurance  does  not  neces- 
sarily apply  to  national  specialty  group  programs. 
Several  such  national  programs  have  been  started 
in  the  recent  past,  and  one  such  specialty  group  al- 
ready has  been  suddenly  dropped  by  the  insurance 
carrier  involved. 

While  a group  national  specialty  program  may 
have  a cost  advantage  over  individual  insurance, 
this  has  not  yet  been  demonstrated.  On  the  other 
hand,  national  programs  are  not  so  advantageous  to 
the  physician  as  a local  group  program.  The  princi- 
pal disadvantage  of  a national  program  is  that  it 
may  lack  concentration  in  an  area  and,  therefore, 
have  so  few  claims  that  it  does  not  have  claims  ad- 
justors and  attorneys  sufficiently  well  qualified  in  the 
field.  The  handling  of  medical  malpractice  problems 
by  the  underwriters  of  national  programs  may  be  a 
very  minor  part  of  their  total  general  work. 

Another  difficulty  with  the  national  program  is  the 
remoteness  of  the  central  claims  office  from  the  field 
of  action.  Consequently,  there  may  be  a tendency 


on  the  part  of  the  carrier  to  settle  on  the  basis  of  ex- 
pediency, medical-professional  appraisal  of  the  case 
with  coordination  of  the  claims  adjustor  may  be 
poor,  and  there  may  be  little  or  no  contact  of  the 
physician  with  the  carrier. 

Still  another  problem  with  national  groups  is  the 
difficulty  in  setting  up  prevention  or  safety  pro- 
grams because  of  local  state  differences,  court  pro- 
cedures, and  legal  codes.  Malpractice  is  not  within 
the  province  of  Federal  courts  but  rather  is  governed 
by  local  and  state  courts — with  differences  not  only 
among  states  but  also  among  counties. 

In  the  belief  that  it  is  in  the  best  interest  of  mem- 
bers to  participate  in  the  insurance  program  of  their 
State  Society  and  that  the  advantages  of  such  par- 
ticipation are  so  compelling  that  a proper  under- 
standing of  them  is  sufficient  to  cause  a member  to 
avail  himself  of  this  privilege,  the  board  has  pre- 
pared material  to  be  sent  to  each  uninsured  member 
and  also  to  the  county  societies.  Distribution  has 
been  delayed  pending  the  submission  of  a report  by 
a special  committee  appointed  by  the  Council. 

The  board  wishes  to  thank  the  many  members  of 
county  advisory  committees  who  have  devoted  a 
great  deal  of  time  and  effort  to  the  study  of  mal- 
practice actions  and  have  contributed  much  to  a 
better  and  more  general  understanding  of  the  prob- 
lems faced  by  our  legal  counsel  and  our  carrier. 
We  wish  also  to  thank  the  officers  and  staff  of  the 
Employers  Mutual  Liability  Insurance  Company, 
wffio  have  continued  to  give  the  same  consideration 
and  cooperation  that  they  have  shown  since  entering 
upon  this  joint  undertaking  with  the  Society. 

Respectfully  submitted, 

Joseph  A.  Lane,  M.D.,  Chairman 


Planning  Committee  for  Medical  Policies 


To  the  House  of  Delegates , Gentlemen: 

Your  Planning  Committee  for  Medical  Policies 


consists  of  the  following  members: 

Frederick  A.  Wurzbach,  Jr.,  M.D., 

Chairman Bronx 

James  Greenough,  M.D.,  President Otsego 

Thurman  B.  Givan,  M.D., 

President-elect Kings 

W.  P.  Anderton,  M.D.,  Secretary New  York 

Frederic  W.  Holcomb,  M.D.,  Speaker Ulster 

Walter  W.  Mott,  M.D.,  Trustee Westchester 

Peter  J.  Di  Natale,  M.D Genesee 

Charles  C.  Murphy,  M.D Suffolk 

Edward  F.  Shea,  M.D Ulster 

Arthur  Q.  Penta,  M.D Schenectady 

Arthur  F.  Gaffney,  M.D Oneida 

William  T.  Boland,  M.D Chemung 

Donovan  M.  Jenkins,  M.D Monroe 

John  F.  Rogers,  M.D Dutchess 

John  J.  Bourke,  M.D.,  Consultant Albany 


The  committee  has  been  organized,  and  sub- 
committees are  actively  studying  the  following 
matters. 


1.  Drs.  Givan,  Mott,  and  Rogers — size  and 
composition  of  the  Planning  Committee,  size  of 
Council,  and  size  of  Board  of  Trustees. 

2.  Drs.  Shea  and  Jenkins — “a  recommendation 
that  the  Bureau  of  Medical  Care  Insurance  be 
abolished.” 

3.  Drs.  Holcomb,  Penta,  Gaffney,  and  Murphy 
have  had  referred  to  them  “an  impartial  fact-finding 
study  of  the  Public  Relations  Bureau  and  the 
Public  Relations  Committee  and  the  Legislation 
Committee  and  Bureau. 

4.  Drs.  Di  Natale  and  Boland  are  making  a 
study  of  the  setup  of  the  Public  Health  and  Educa- 
tion Committee  and  its  subcommittees. 

The  committee  will  probably  be  ready  to  give  a 
partial  report  on  these  matters  at  the  February 
Council  meeting.  It  is  not  expected  that  a full  and 
complete  report  and  recommendations  will  be  ready 
on  parts  3 and  4 even  by  the  May  meeting  of  the 
House  of  Delegates. 

Respectfully  submitted, 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Chairman 
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Blood  Banks  Commission 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Blood  Banks  Commission  are 
as  follows: 


Thurman  B.  Givan,  M.D.,  Chairman Kings 

James  Greenough,  M.D Otsego 

Theodore  J.  Curphev,  M.D New  York 

Floyd  S.  Winslow,  M.D Monroe 

Herbert  R.  Brown,  M.D Monroe 

Leon  S.  Sussman,  M.D New  York 

Herman  E.  Hilleboe,  M.D Albany 

Herbert  Berger,  M.D Richmond 

The  Advisory  Committee  to  the  Blood  Banks 
Commission  has  the  following  members: 

John  J.  Clemmer,  M.D Albany 

Jacob  Geiger,  M.D New  York 

Quentin  Jones,  M.D Utica 

William  Market,  M.D New  York 

Hollis  K.  Russell,  M.D Westchester 

Lester  J.  Unger,  M.D New  York 

Ernest  Witebsky,  M.D Erie 


As  passed  by  the  House  of  Delegates  in  May,  1956, 
the  commission  has  been  reduced  in  numbers.  Also 
at  this  meeting  the  House  of  Delegates  referred  to 
the  Council  the  following: 

1.  It  was  noted  that  a total  deficit  of  about 
$81,000  had  accrued  as  a loan  by  the  Society  to  the 
Blood  Banks  Association  up  to  May,  1956.  It  was 
noted  that,  ‘‘There  is  only  one  basic  cost  that  will 
continue  unchanged,  and  that  is  for  the  blood  ex- 
change program.  This  is  estimated  at  $200  per 
month.  Your  committee  recommends  that  this 
activity  be  continued  and  the  cost  met  by  appropria- 
tion by  the  Council  and  Board  of  Trustees.” 

2.  The  Blood  Banks  Commission  reported  that 
the  blood  assurance  program  had  decided  not  to 
attempt  further  activity  in  New  York  City.  This 
was  decided  because  of  a proposed  study  by  a com- 
mittee of  the  New  York  Academy  of  Medicine  which 
would  encompass  all  matters  related  to  the  pro- 
curement, distribution,  and  utilization  of  blood  and 
blood  derivatives  in  New  York  City. 

3.  On  December  5,  1955,  the  New  York  State 


Insurance  Department  intimated  that  the  original 
individual  contract  relating  to  blood  assurance 
would  probably  be  considered  insurance,  and  there- 
fore, neither  the  Blood  Banks  Association  nor  local 
blood  banks  should  continue  the  assurance  program 
until  (a)  its  charter  be  amended  to  permit  the  Blood 
Banks  Association  to  allow  it  to  engage  in  the  insur- 
ance business;  (6)  a new  section  of  Article  IX  of  the 
Insurance  Law  be  enacted  to  cover  such  a program; 
(c)  the  Blood  Banks  Association  should  register  with 
the  Insurance  Department  and  be  subject  to  its 
regulation,  which  would  probably  mean  close  inspec- 
tion of  its  activities  and  a demand  for  sufficient  cash 
reserves  to  protect  holders  of  blood  assurance  certifi- 
cates. 

On  December  5,  1955,  the  Council  recommended 
that  the  assurance  program  be  terminated  except 
for  contracts  already  negotiated  and  appointed  a 
committee  to  confer  with  the  representatives  of  the 
State  Insurance  Department.  This  committee  re- 
ceived permission  from  the  Insurance  Department 
to  continue  contracts  already  negotiated,  provided 
that  the  Medical  Society  of  the  State  of  New  York 
guaranteed  that  certificate  holders  would  be  pro- 
tected, and  requested  reconsideration  of  the  question 
and  presented  new  evidence  (a  group  contract). 

On  January  12,  1956,  the  Council  agreed  to  make 
the  cessation  of  the  blood  assurance  program  tem- 
porary until  the  final  decision  was  received  from  the 
Insurance  Department.  At  the  time  the  House  of 
Delegates  met,  decision  by  the  Insurance  Depart- 
ment was  not  yet  forthcoming. 

On  June  11,  1956,  the  Insurance  Department 
rendered  a report  to  the  effect  that  the  Blood  Banks 
Association  was  not  in  the  insurance  business. 
Because  of  the  time  it  took  to  get  this  decision,  the 
entire  program  was  materially  injured.  Also  be- 
cause of  this  curtailment  and  other  factors  which 
were  unavoidable,  the  financial  position  of  the 
Association  was  greatly  handicapped. 

4.  The  House  of  Delegates  voted  that  the  limit 
of  further  deficit  for  the  year  1956  not  exceed 
$15,000. 


TABLE  I. — Income  for  1956 


Certifi- 

cates 

Clearing 

House 

Dues 

Shipping 

Credits 

Other 

Total 

Income 

Expense 

Deficit 

January 

SI ,290 

S 435 

s 

S 740 

S190 

S 2,655 

S 3,277 

S 622 

February 

1,678 

214 

660 

322 

2,874 

3.431 

557 

March 

465 

262 

710 

258 

68 

1,627 

1 .988 

361 

April 

514 

183 

247 

198 

112 

1 , 254 

2,053 

799 

May 

523 

221 

52 

225 

25 

1 ,046 

1,973 

927 

June 

570 

189 

35 

143 

937 

2,496 

1 ,559 

July 

340 

318 

5 

154 

27 

844 

1 ,807 

963 

August 

500 

273 

10 

151 

62 

996 

1 .946 

950 

September 

588 

199 

67 

854 

2,407 

1 , 553 

October 

707 

169 

92 

15 

983 

2,380 

1 .397 

November 

562 

237 

132 

9 

940 

2,537 

1 .597 

December 

430 

351 

5 

71 

5 

862 

2,968 

2,106 

Total 

S8. 167 

S3 . 051 

SI .724 

$2,553 

S377 

SI  5, 872 

S29.263 

S13.391 
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TABLE  II.-  Pints  Exchanged  and  Bleeding 
Certificates  Received  for  1956 


Month 

Pints 

Exchanged 

Bleeding 

Certificates 

January 

447 

516 

February 

215 

671 

March 

277 

186 

April 

198 

145 

May 

240 

311 

June 

251 

228 

■Inly 

343 

136 

August 

290 

200 

September 

204 

235 

October 

180 

283 

November 

252 

225 

December 

247 

172 

Total 

3,144 

3,308 

5.  The  House  of  Delegates  then  entered  into  a 
long  discussion  of  the  entire  program  of  blood  bank- 
ing by  the  State  Society,  brought  on  because  no 
decision  by  the  State  Insurance  Department  was 
given  until  that  time.  Finally  the  House  of  Dele- 
gates adopted  the  following  report  of  the  reference 
committee  as  amended:  “Your  reference  committee 
feels  that  this  plan  is  so  important  in  its  professional 
and  public  relations  implications  throughout  the 
State  that  we  recommend  that  the  blood  assurance 
program  be  continued  under  the  regulations  as  laid 
down  by  the  Insurance  Department  and  that  the 
Council  and  Board  of  Trustees  take  the  necessary 
steps  to  implement  this  action  if  they  find  it  feasible.” 

Statistics  relating  to  the  financial  status  of  the 
Blood  Banks  Association  will  be  submitted  in  a 
supplementary  report.  Certificates  received  and 
units  of  blood  exchanged  are  shown  in  Table  I. 

At  the  time  this  report  is  written  we  do  not  have 
final  figures  on  the  operating  results  for  the  year 
1956.  It  is  believed,  however,  that  there  will  be 
no  substantial  change  from  the  figures  submitted 
with  this  report.  Should  this  not  be  the  case,  a 
supplementary  report  in  this  connection  will  be 
submitted  to  the  House  of  Delegates. 

For  the  year  ended  December  31,  1956,  the 
Association  had  a net  loss  of  $13,391  (tentative). 
For  the  year  ended  December  31,  1955,  the  Associa- 
tion suffered  a loss  of  $48,367.  In  other  words,  the 
loss  during  1956  decreased  $34,976.  The  prime 
reason  for  a decrease  in  the  loss  was  due  to  a drastic 
curtailment  of  expenses  in  1956.  Income  also  in- 
creased about  $2,500. 

As  of  December  31,  1955,  the  Association  had 
borrowed  $79,000  from  the  Medical  Society  of  the 
State  of  New  York.  As  of  December  31,  1956, 
the  Society  had  loaned  the  Association  $93,000 
(tentative).  In  other  words,  the  Society  advanced 
approximately  $14,000  to  the  Association  during 
the  year. 

In  Table  II  there  is  a tabulation  of  pints  ex- 
changed and  bleeding  certificates  issued  for  each 
month  of  1956.  It  is  to  be  noted  that  in  1956  a 
total  of  3,144  pints  were  exchanged,  as  compared 


with  3,077  pints  in  1955.  In  1956  a total  of  3,308 
bleeding  certificates  were  issued,  as  compared  with 
2,642  in  1955.  This  is  an  increase  of  666  certifi- 
cates and  is  evidence  of  some  progress  during  the 
year. 

The  Northeast  District  Clearing  House  has 
started  activities.  It  covers  15  states  and  the 
District  of  Columbia.  The  House  of  Delegates 
voted  that  we  support  this  program.  It  is  hoped 
and  believed  to  be  possible  that  the  other  states 
will  pay  part  of  the  office  expense  at  our  head- 
quarters, from  which  the  entire  region  carries  on  its 
program.  It  must  be  remembered  that,  it  will  take 
some  time  for  the  clearing  house  to  function  as 
other  such  clearing  houses  are  in  areas  such  as 
California. 

Since  it  is  customary  for  the  House  of  Delegates 
to  discuss  and  suggest  from  year  to  year  the  amount 
of  money  that  is  to  be  appropriated  for  such  activi- 
ties, the  commission  hopes  the  House  will  carefully 
weigh  all  angles  of  the  blood  program  in  this  State 
and  continue  to  support  it. 

It  is  realized  that  there  has  been  opposition  to  our 
entering  into  and  carrying  on  with  the  blood  pro- 
gram. It  has  cost  a lot  of  money.  Is  it  money 
w’ell  spent?  Many  think  it  is  a necessary  and 
wonderful  commodity  to  furnish  those  in  need  of 
blood  throughout  the  State.  Mistakes  have  been 
made,  but  every  possible  means  to  correct  them 
have  been  attempted  by  conscientious  people. 

Perhaps  it  was  too  big  an  undertaking  for  physi- 
cians to  attempt;  yet  its  need  was  and  is  so  great 
that  we  wonder  if  it  would  not  be  a mistake  to 
abandon  it. 

Since  we  are  one  of  the  organizations  concerned 
with  problems  of  blood  procurement  and  distribu- 
tion in  New  York  City,  a letter  from  Dr.  August  H. 
Groeschel,  chairman  pro  tern  of  the  study,  dated 
December  15,  1956,  was  sent  to  us.  A total  of 
$36,750  was  obtained  from  three  foundations: 
the  Commonwealth  Fund,  the  New  York  Founda- 
tion, and  the  Rockefeller  Brothers  Fund.  We  are 
to  be  kept  informed  from  time  to  time  as  to  the 
progress  of  this  study.  It  is  hoped  that  a solution 
can  be  reached  this  year.  In  the  meantime  your 
committee  will  act  in  an  advisory  capacity  only. 

Interchange  of  blood  is  an  important  phase  of 
blood  banking.  Unless  all  banks  are  inspected  by 
competent  and  unbiased  people,  the  blood  program 
cannot  function  properly  in  the  various  areas  of  the 
State.  A special  committee  was  appointed  to 
study  the  inspection  program.  The  National  In- 
stitute of  Health  Standards  were  adopted  by  the 
committee  as  best  suited  for  our  needs.  This  and 
other  recommendations  of  how  best  the  inspections 
may  be  carried  out  have  been  passed  on  to  the  De- 
partment of  Health  of  the  State  of  New  York. 

It  is  hoped  that  a solution  may  be  reached  to 
implement  these  suggestions  at  an  early  date. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Bart  IV) 
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Report  of  the  Civil  Defense  and  Catastrophe  Committee 


To  the  House  of  Delegates,  Gentlemen: 

Your  Civil  Defense  and  Catastrophe  Committee 
consists  of  the  following  members: 


J.  G.  Fred  Hiss,  M.D.,  Chairman Onondaga 

Edward  A.  Burkhardt,  M.D New  York 

John  J.  Masterson,  M.D Kings 


Our  business  has  been  conducted  by  mail  and 
telephone.  We  held  no  meetings. 

The  committee  has  continued  its  very  close  co- 
operation with  the  Office  of  Medical  Defense  of  the 
New  York  State  Department  of  Health,  and  this 
report  represents  the  joint  efforts  of  these  two  groups. 
A newsletter  dealing  with  medical  defense  topics  of 
current  interest  is  prepared  and  mailed  approxi- 
mately every  two  months.  The  number  of  copies 
distributed  each  issue  has  gradually  increased  be- 
cause of  requests  from  interested  persons  and 
groups.  Copies  of  this  newsletter  have  also  been 
requested  from  many  places  outside  of  the  State. 
At  about  the  same  intervals,  articles  dealing  with 
various  phases  of  catastrophe  and  civil  defense 


medical  problems  have  been  printed  in  the  New 
York  State  Journal  of  Medicine.  Some  of 
these  articles  too  have  attracted  considerable  atten- 
tion. 

As  instructed  by  the  House  of  Delegates  last  year 
and  by  the  Council,  the  committee  started  to  review 
the  entire  medical  defense  problem.  Since  much 
basic  information  was  missing,  it  was  found  neces- 
sary to  send  questionnaires  to  each  county  medical 
society  as  well  as  to  each  county  civil  defense 
director.  Replies  were  received  rather  slowly,  but 
enough  are  at  hand  to  merit  their  study.  Follow- 
ing this  study  a formal  report  with  recommenda- 
tions will  be  sent  to  the  Council.  It  already  seems 
that  the  medical  reports  of  various  county  organiza- 
tions are  generally  inadequate  and  that  in  most 
counties  very  small  or  no  funds  are  available  for 
purely  medical  purposes 

Respectfully  submitted, 

J.  G.  Fred  Hiss,  M.D.,  Chairman 


( This  report  is  referred  to  the  Reference  Committee  on  Report  of  the  Council,  Part  I) 
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Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  officers  of  the  Second  District  met  at  the 
Garden  City  Hotel  with  Dr.  W.  P.  Anderton  in 
April.  A nominating  committee  was  appointed. 
It  consisted  of  Dr.  Sol  Schlimbaum,  Bay  Shore, 
president  of  Suffolk  County  Medical  Society,  as 
chairman;  Dr.  Gerard  Farinola,  Roosevelt,  presi- 
dent of  Nassau  County  Medical  Society;  Dr.  Philip 
Rafle,  Riverhead;  Dr.  Paul  Sullivan,  Great  Neck, 
and  Dr.  Daniel  J.  Bradley,  Amityville.  We  were 
notified  that  the  annual  meeting  of  the  Second 
District  Branch  would  be  in  October.  A speaker 
for  the  evening  was  to  be  obtained  by  Dr.  Leo  T. 
Flood,  since  no  decision  was  reached  at  this  meeting. 

The  annual  meeting  was  held  in  the  Garden  City 
Hotel,  October  3,  1956.  The  nominating  committee 
reported  and  nominated  the  following  for  officers  in 
the  Second  District  Branch:  Dr.  Arthur  E.  Cor- 

with,  Bridgehampton,  president;  Dr.  John  N. 
Shell,  Freeport,  first  vice-president;  Dr.  Charles  W. 
Schlimbaum,  Bay  Shore,  second  vice-president; 
Dr.  Albert  M.  Biglan,  Central  Islip,  secretary, 
and  Dr.  George  C.  Erickson,  Hempstead,  treasurer. 


The  above  were  duly  elected.  The  speaker  of 
the  evening  was  Dr.  Stuart  Ross,  of  Garden  City,  a 
world  traveler  who  gave  a very  entertaining  il- 
lustrated lecture  on  Africa. 

Respectfully  submitted, 

Leo  T.  Flood,  M.D.,  President 

Third  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

A meeting  of  the  executive  committee  was  held 
at  the  Governor  Clinton  Hotel  in  Kingston,  May  12, 
1956.  The  primary  purpose  was  to  determine  the 
date  and  place  of  the  fiftieth  annual  meeting  and  the 
subject  for  the  scientific  session.  It  was  decided  to 
hold  the  meeting  in  Albany  County  on  September 
20,  1956.  The  time  of  the  morning  session  was  ad- 
vanced from  9:30  to  10:30  with  the  hope  that  more 
members  would  be  able  to  attend.  The  topic 
chosen  for  the  scientific  session  was  “Practical 
Hematology  and  Modern  Concepts  of  Blood  Trans- 
fusions.” It  was  also  decided  to  have  a joint  cock- 
tail and  luncheon  meeting  with  the  members  of  the 
Woman’s  Auxiliary  of  the  Third  District  Branch  be- 
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I tween  12  noon  and  2 p.m.  to  be  followed  immediately 
I by  the  scientific  session  from  2 to  4:30  p.m. 

In  accordance  with  the  predetermined  plans,  the 
I annual  meeting  was  held  September  20,  1956,  at  the 
I Colonie  Country  Club.  Registration  started  at 
[ 10:30  a.m.  The  business  meeting  was  called  to  order 
I at  11:35  by  the  president.  Following  the  reading 
I and  approval  of  the  minutes  of  the  previous  meet- 
I ings,  the  following  officers  were  elected  for  the  next 

I two  years:  Dr.  Edwin  G.  Mulbury,  Windham, 

president;  Dr.  Clement  J.  Handron,  Troy,  first 
vice-president;  Dr.  Edward  Shea,  Kingston,  second 
vice-president,  and  Dr.  Henry  J.  Xoerling,  Valatie, 
secretary-treasurer. 

It  was  voted  unanimously  that  the  scientific  ses- 
sions of  future  annual  meetings  be  omitted  and  re- 
I placed  by  sessions  of  a more  medicoeconomic  na- 
I ture,  at  least  for  a time. 

It  was  also  determined  to  hold  a joint  meeting  of 

iB  the  delegates  of  this  district  with  those  of  the  Fourth 
District  Branch  later  in  the  fall. 

The  cocktails  and  luncheon  with  the  ladies  of  the 

I medical  auxiliary  is  a very  enjoyable  custom  and 
should  be  continued.  It  is  our  only  opportunity  to 
I meet  each  other  and  the  officers  of  the  respective 
organizations. 

The  scientific  session  in  the  afternoon  was  ex- 
tremely well  presented  and  instructive.  The  efforts 
of  the  participants  of  the  panel  are  deeply  appre- 
ciated. If  this  fiftieth  is  to  be  the  last  of  the  scien- 
tific sessions,  then  the  closing  chapter  was  an  excel- 
lent one. 

A joint  meeting  of  our  delegates  with  those  of  the 
Fourth  District  Branch  was  held  at  the  Mohawk 
| Country  Club  in  Schenectady  on  October  4 at 
| 10:15  a.m.  It  was  attended  by  24  delegates  and 
I was  largely  an  organization  affair.  Everyone  ap- 
h peared  enthusiastic.  Six  of  the  delegates  volun- 
I teered  to  make  special  investigations  in  various 
I fields  of  general  interest  and  to  make  comprehensive 
reports  at  the  next  meeting  to  be  held  at  the  same 
place  April  25,  1957.  Representatives  of  the  Fifth 
and  Sixth  District  Branches  will  be  invited. 

Arrangements  have  also  been  made  for  a meeting 
| place  for  the  delegates  of  the  Third  and  Fourth 
I District  Branches  at  the  Hotel  Statler  during  the 
meeting  of  the  House  of  Delegates  in  New  York 
next  May. 

Respectfully  submitted, 

E.  A.  Jacobs,  M.D.,  President 

Fourth  District  Branch 

I To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  of  the  Fourth  District 
I Branch  held  a luncheon  meeting  at  the  Queensbury 
Hotel,  Glens  Falls,  on  April  19,  1956.  The  date  for 
the  annual  meeting  was  moved  from  the  third 
Thursday  in  October  to  the  first  Thursday  so  as  not 

I to  conflict  with  the  convention  of  the  Academy  of 
| General  Practice.  Dr.  Arthur  Q.  Penta  of  Schenec- 
| tady  County  gracious!}'  invited  the  Fourth  District 
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Branch  to  hold  its  meeting  in  Schenectady,  and  this 
invitation  was  unanimously  and  gratefully  accepted. 

On  October  4,  1956,  the  annual  meeting  took 
place  amidst  the  comfortable  and  efficient  appoint- 
ments of  the  Mohawk  Golf  Club.  As  a departure 
from  the  customary  scientific  papers  and  as  an  ex- 
periment in  the  realm  of  membership  acceptance, 
the  program  was  devoted  to  panel  discussions  in 
four  vital  professional  fields.  The  first,  “Public 
Relations,”  had  as  its  moderator  John  C.  McClin- 
tock,  M.D.,  councillor  and  member  of  the  Public 
Relations  Committee  of  the  Medical  Society  of  the 
State  of  New  York.  The  second  panel,  “Work- 
men’s Compensation,”  found  Dr.  David  J.  Kaliski 
in  command,  and  his  qualifications  need  no  repeti- 
tion. “Blue  Shield-Blue  Cross”  had  comoderators: 
Mr.  Ralph  Hammersly,  executive  director,  North- 
eastern New  York  Medical  Service,  Inc.,  and  Mr. 
George  P.  Farrell,  director  of  the  Medical  Care 
Insurance  Bureau,  Medical  Society  of  the  State  of 
New  York.  The  final  panel,  “Public  Welfare,” 
was  guided  by  I.  Jay  Brightman,  M.D.,  Assistant 
Commissioner  for  Welfare  Medical  Services,  State 
of  New  York  Department  of  Social  Welfare. 

Under  this  glittering  array  of  authorities  the  ses- 
sions proved  most  interesting  and  rewarding.  In 
fact,  the  discussions  were  so  absorbing  that  the 
membership  was  loath  to  discontinue  even  when 
the  allotted  time  had  been  exceeded.  It  was  de- 
cided right  then  and  there  that  future  meetings 
should  be  devoted  to  similar  programming  but  that 
more  time  be  allowed  for  each  topic,  even  though  it 
might  mean  covering  only  one  or  two  subjects. 

This  enthusiastic  response  to  an  experimental 
program  was  most  gratifying  to  the  sponsors,  and 
much  credit  should  be  accorded  Dr.  Leonard  T. 
Schiff  of  Plattsburgh  who  was  the  prime  instigator 
of  the  experiment. 

After  a social  hour,  dinner  was  served  in  the  dining 
hall  of  the  Club,  well  attended  by  members  and 
their  wives.  A brief  but  timely  message  by  Dr. 
Thurman  B.  Givan,  president-elect  of  the  Medical 
Society  of  the  State  of  New  York,  highlighted  the 
evening.  Thus  the  1956  annual  meeting  came  to  a 
close  with  all  in  attendance  feeling  that  their  time 
and  efforts  were  well  and  wisely  spent. 

Respectfully  submitted, 

Alfred  A.  Hartmann,  M.D.,  President 


Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  executive  committee  of  the  Fifth  District 
Branch  met  at  the  Hotel  Syracuse  on  Wednesday, 
June  30,  1956. 

It  was  decided  that  the  annual  meeting  would 
once  again  be  held  simultaneously  with  the  Heart 
Day  sponsored  by  the  Oneida  County  Medical 
Society,  the  Oneida  County  Chapter  of  the  Academy 
of  General  Practice,  the  Utica  Academy  of  Medicine, 
and  the  Oneida  County  Heart  Committee  of  the 
Oneida  County  Tuberculosis  and  Health  Association. 
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It  was  also  decided  that  as  in  the  previous  year 
there  would  be  no  scientific  session. 

Accordingly,  the  annual  meeting  was  held  at  the 
Hotel  Utica  on  October  18,  1956,  during  an  inter- 
mission of  the  Seventh  Annual  Heart  Day  program. 
There  being  no  new  business  or  discussion,  the  meet- 
ing was  soon  adjourned. 

Respectfully  submitted, 

Donald  C.  Tulloch,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

I respectfully  submit  the  annual  report  for  the 
Sixth  District  Branch  of  the  Medical  Society  of  the 
State  of  New  York  for  the  year  1956. 

The  executive  committee  held  a meeting  at  the 
Arlington  Hotel  in  Binghamton,  on  June  21,  1956. 
At  this  meeting  it  was  decided  to  have  an  afternoon 
and  evening  session  for  the  annual  meeting  of  the 
Sixth  District  Branch.  The  place  selected  was  the 
Canasawacta  Country  Club  at  Norwich  and  the 
date,  September  19,  1956.  It  was  decided  to  have 
panel  discussions  at  the  afternoon  session  on  in- 
dustrial medicine,  malpractice  and  malpractice  in- 
surance, and  trauma  with  emphasis  on  thoracic  in- 
juries and  injuries  of  the  head  and  neck.  Dr. 
James  Black  of  Chenango  County  was  made  chair- 
man of  a committee  to  arrange  the  details  of  the 
meeting. 

The  annual  meeting  was  held  on  September  19, 
1956,  at  the  Country  Club  in  Norwich.  Registra- 
tion was  at  12:30  p.m.  in  the  Eaton  Laboratories 
Research  Center,  after  which  there  was  a tour  of  the 
laboratories.  The  panel  discussion  began  at  2:30 
p.m.  at  the  Country  Club.  Dr.  Peter  Di  Natale  of 
Batavia  was  moderator  for  the  discussion  on  in- 
dustrial medicine;  Dr.  Joseph  A.  Lane  of  Rochester 
was  moderator  for  the  panel  discussion  on  malprac- 
tice and  malpractice  insurance;  Dr.  Edward  A. 
Swift  of  Syracuse  was  moderator  for  the  discussion 
on  trauma.  Each  panel  discussion  was  well  at- 
tended, and  many  pertinent  questions  were  asked 
the  moderator  of  each  panel. 

Following  the  afternoon  sessions  there  was  a 
social  hour,  and  then  an  excellent  dinner  was  served 
which  everyone  enjoyed  very  much.  Following  the 
dinner  all  of  the  officers  of  the  State  Society",  who 
were  present,  were  introduced.  Also,  Mrs.  Albert 
Vander  Veer,  II,  of  Albany,  president  of  the  Women’s 
Auxiliary  to  the  Medical  Society  of  the  State  of  New 
York,  was  introduced  and  made  a short  address. 
The  evening  session  consisted  of  an  address  by  Dr. 
James  Greenough,  president  of  the  Medical  Society 
of  the  State  of  New  York,  and  an  address  by  the 
principal  speaker  of  the  evening,  Mr.  Paul  Martin, 
chief  of  the  Washington,  D.C.,  Bureau  of  the  Gan- 
nett News  Service.  Mr.  Martin’s  subject  was 
“Federal  Legislation  and  the  Medical  Profession.” 
His  address  contained  many  pertinent  facts  that  are 
vital  to  the  interest  of  the  medical  profession  as  a 
whole  and  was  published  in  the  January  1,  1957, 


issue  of  the  New  York  State  Journal  of  Medi- 
cine. 

I am  very  grateful  to  Dr.  James  Greenough  and 
Dr.  C.  Stewart  Wallace,  first  vice-president  and 
second  vice-president,  respectively,  of  the  Sixth 
District  Branch,  for  conducting  this  meeting  in  my 
absence.  Since  there  was  a death  in  my  family,  it 
was  impossible  for  me  to  attend  the  meeting. 

Respectfully  submitted, 

V illiam  T.  Boland,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  first  function  during  the  past  year  of  the  ad- 
visory council  of  the  Seventh  District  Branch  was  a 
dinner  meeting  at  the  Hotel  Canandaigua,  Canan- 
daigua, on  February  23.  All  of  the  component 
societies  were  represented.  The  council  unani- 
mously elected  Dr.  William  Dorr  of  Auburn  as  treas- 
urer, since  Dr.  Edward  Platt  of  Auburn  had  in- 
dicated that  he  would  be  unable  to  serve. 

As  usual  there  was  much  discussion  as  to  the 
type  of  program  which  should  be  planned  for  the 
next  annual  meeting,  on  September  26,  1956.  All 
agreed  that  the  program  committee  headed  bv  Drs. 
Lane  and  Segerson  should  outline  the  type  of  meet- 
ing at  our  next  conference  and  make  efforts  to  re- 
tain a speaker  of  prominence  either  in  the  fields  of 
economics,  government,  or  medicine.  An  innova- 
tion was  introduced  in  that  we  make  arrange- 
ments for  a headquarters  suite  at  the  Statler  Hotel 
during  the  annual  meeting  of  the  State  Society. 

Dr.  Floyd  S.  Winslow,  chairman  of  the  Council 
Committee  on  Public  Relations,  made  several 
stimulating  comments  regarding  chiropractors  and 
contemplated  and  current  chiropractic  legislation. 
Mr.  A.  C.  Schuyler,  field  representative  of  the  State 
Society  offered  chiropractic  kits  to  each  representa- 
tive. Dr.  Roland  Stevens,  editor  of  the  Bulletin, 
noted  that  the  engagement  of  chiropractors  in  debates 
with  physicians  invariably  works  to  the  disfavor  of 
the  physicians,  since  the  physician  is  usually  re- 
stricted in  his  method  of  salemanship.  Dr.  Winslow 
closed  the  discussion  with  the  observation  that  com- 
munications to  our  Albany  representatives  are  still 
the  most  democratic  and  the  most  representative 
method  of  combating  the  chiropractic  threat.  Mr. 
Frederick  W.  Miebach,  director  of  the  Public  and 
Professional  Relations  Bureau,  spoke  briefly  on  the 
political  and  medical  significance  of  the  district 
branch  in  relation  to  the  State  and  county  organiza- 
tion. He  noted  that  the  liaison  between  the  Seventh 
and  Eighth  District  Branches  seems  healthy  and 
that  their  common  interests  should  be  maintained. 

On  April  19,  1956,  at  the  Hotel  Canandaigua,  a 
meeting  of  the  delegates  and  officers  of  the  com- 
ponent societies  of  the  Seventh  District  Branch 
was  held.  There  was  good  representation,  19  being 
present.  It  was  decided  that  the  annual  meeting 
should  start  at  2 p.m.  with  a scientific  session 
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followed  by  a short  business  meeting,  to  be 
completed  by  a joint  dinner  meeting  with  the  aux- 
iliary. Dr.  Joseph  A.  Lane  then  briefed  the 
delegates  on  the  status  of  malpractice  insurance  as 
it  relates  to  the  State  Society  in  Kings  County. 
Plans  for  a hospitality  suite  at  the  annual  State 
meeting  were  consummated,  and  it  wras  announced 
that  there  would  be  a joint  dinner  meeting  with  the 
Eighth  District  Branch  at  the  New  York  meeting. 
Dr.  James  H.  Arseneau  of  Lyons  briefed  the  new 
delegates  on  some  of  the  important  procedures  of  the 
House  of  Delegates.  Dr.  Floyd  S.  Winslow'  gave 
additional  helpful  information  concerning  the 
House  of  Delegates  routine. 

On  the  evening  of  May  7,  1956,  the  delegates  and 
officers  of  the  Seventh  District  Branch  were  guests 
of  the  officers  and  delegates  of  the  Eighth  District 
Branch  at  a most  enjoyable  cocktail  hour  and  dinner 
held  in  the  Hotel  Statler  in  New  York  City.  Dr. 
Sydney  L.  McLoiith,  president  of  the  Eighth  Dis- 
trict Branch,  presided.  The  after-dinner  discussions 
were  most  stimulating  and  educational.  Many  of 
the  resolutions  which  had  been  introduced  on  the 
floor  of  the  House  of  Delegates  that  morning  wrere 
presented  for  open  discussion.  Dr.  David  J.  Kaliski, 
director  of  the  Bureau  of  Workmen’s  Compensation, 
closed  the  evening  with  a discussion  of  the  revision 
of  the  workmen’s  compensation  medical  fee  sched- 
ule. 

The  fiftieth  annual  meeting  was  held  on  Wednes- 
day, September  26,  1956,  at  the  Sheraton  Hotel  in 
Rochester.  The  scientific  program  began  at 
2:05  p.m.  The  attendance  was  good,  the  interest 
and  enthusiasm  were  very  good,  and  the  program 
was  excellent.  Dr.  Frank  A.  Finnerty  of  George- 
town University  discussed  the  modern  medical 
therapy  of  hypertension  and  Dr.  George  P.  White- 
law  of  Boston  University  discussed  the  end  results 
of  surgical  treatment  of  hypertension.  There  was 
much  interest  in  and  much  credit  is  due  to  a panel 
on  office  urology  in  general  practice,  moderated  by 
Dr.  James  H.  Arseneau.  The  other  participants 
were  Drs.  Hobart  L.  Boyd  and  James  E.  Segerson, 
both  of  Rochester,  and  Dr.  Kenneth  T.  Rowe  of 
Hornell. 

At  the  ensuing  business  meeting  very  little  was 
transacted.  Mr.  George  P.  Farrell,  director  of  the 
Bureau  of  Medical  Care  Insurance  of  the  State 
Society,  brought  us  up  to  date  on  the  Medicare  plan 
which  was  to  go  into  effect  on  December  8,  1956. 
The  cocktail  hour  which  immediately  followed  was 
enthusiastically  attended,  and  many  thanks  are  due 
the  Genesee  Valley  Medical  Care  Plan  representa- 
tives who  sponsored  the  party. 

The  dinner  which  followed  seemed  to  be  greatly 
enjoyed  by  all  present.  Dr.  Thurman  B.  Givan, 
president-elect  of  the  Medical  Society  of  the  State 
of  New  York,  and  Mrs.  Albert  Vander  Veer,  II, 
president  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York,  made  some  very 
entertaining  and  pertinent  remarks.  Our  excellent 
Woman's  Auxiliary  was  ably  represented,  in  addi- 
tion, by  Mrs.  Harry  Norton,  past  state  president, 
Mrs.  Leif  Jensen,  president-elect,  and  Mrs.  Osbern 


P.  Willson,  counselor  of  the  Seventh  District 
Branch.  The  evening  closed  with  a highly  interest- 
ing talk  by  Dr.  Robert  E.  Marshak,  chairman  of  the 
1 )epartment  of  Physics,  University  of  Rochester. 
Dr.  Marshak  is  one  of  the  world’s  leading  authori- 
ties on  nuclear  physics.  He  had  recently  been  a 
guest  of  the  Soviet  Union. 

In  closing  the  year’s  effort,  I should  like  to  thank 
Dr.  W.  P.  Anderton,  Mr.  Miebach,  Dr.  Winslow, 
and  all  of  the  officers  and  members  of  the  Seventh 
District  Branch  who  have  been  so  helpful  in  our  ef- 
forts to  preserve  and  stimulate  interest  in  the  district 
branch. 

Respectfully  submitted, 

Eldred  J.  Stevens,  M.D.,  President 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  year  1956  for  the  Eighth  District  Branch  of 
the  Medical  Society  of  the  State  of  New  York  was 
active  and  stimulating  and  productive  of  benefits 
to  our  branch,  to  medicine,  and  to  the  great  public 
served  by  the  physicians  of  the  branch.  The  year 
1956  was  marked  also  by  continued  efforts  to  bring 
more  physicians  into  an  active  role  in  branch  affairs 
and  to  strengthen  the  bonds  of  professional  fellow- 
ship throughout  the  district. 

Of  outstanding  importance  was  the  successful 
fight  put  up  by  the  Eighth  District  Branch  and 
other  groups  to  thwart  the  movement  to  bring 
about  dissolution  of  the  district  branch  organization 
in  the  State  Society.  The  year  1956  also  was  note- 
worthy in  that  it  marked  the  tenth  anniversary  of 
the  founding  of  the  advisory  council  of  presidents 
and  secretaries  of  the  component  county  societies. 
From  every  standpoint  1956  may  be  viewed  as 
profitable  and  enjoyable. 

The  branch  embarked  on  its  activities  at  the 
annual  midwinter  dinner  meeting  of  the  advisory 
council  and  other  auxiliary  agencies  of  the  branch, 
held  at  the  Hotel  Statler,  Buffalo,  on  February  16, 
with  more  than  a score  of  branch  leaders  and  guests 
present.  Dr.  Sydney  L.  McLouth,  Corfu,  presi- 
dent, presided. 

The  branch  previously  had  accepted  the  invitation 
of  the  Cattaraugus  County  Medical  Society  to 
hold  its  1956  meeting  in  that  county  on  September 
27,  and  announcement  was  made  by  Dr.  Milton 
Terris,  chairman  of  the  program  committee,  that  the 
Bartlett  Country  Club  at  Clean  had  been  selected. 
Discussion  of  the  dinner  program  produced  the 
recommendation  that  the  traditional  practice  of  pre- 
senting a prominent  lay  speaker  as  the  feature  at- 
traction be  abandoned  and  that  a cocktail  party  and 
dancing  be  substituted. 

Dr.  Joseph  C.  O’Gorman,  Buffalo,  was  unan- 
imously re-elected  to  another  term  as  chairman  of 
the  central  conference  committee  on  w'orkmen’s 
compensation.  The  meeting  also  voted  that  the 
branch  would  hold  its  customary  dinner  get-together 
of  delegates,  leaders,  and  other  elements  in  conjunc- 
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tion  with  the  annual  convention  of  the  Medical  So- 
ciety of  the  State  of  New  York  in  New  York  City 
May  7 to  11.  The  evening  of  May  7 was  chosen,  and 
an  invitation  was  extended  to  the  Seventh  District 
Branch  to  join  the  Eighth. 

Principal  business  of  the  evening  was  the  con- 
sideration of  major  bills  pending  in  the  1956  State 
Legislature  of  concern  to  medicine,  notably  the 
Peterson-Noonan  Bill  to  set  up  licensure  for  chiro- 
practors in  New  York  State.  Discussion  was  led 
by  Dr.  John  C.  Brady,  chairman  of  the  legisla- 
tion committee  of  the  Erie  County  Medical  Society 
and  a member  of  the  Council  Committee  on  Legis- 
lation; Mr.  Harold  P.  Jarvis,  executive  officer  of 
the  Erie  County  Medical  Society,  and  Mr.  A.  C. 
Schuyler,  field  representative  of  the  Bureau  of 
Public  and  Professional  Relations  of  the  State 
Medical  Society.  Steps  were  mapped  to  make 
branch  opposition  to  the  Peterson-Noonan  Bill 
effectively  felt  at  Albany. 

With  more  than  40  present,  the  joint  cocktail 
party  and  dinner  meeting  of  delegates,  leaders,  and 
others  from  the  Eighth  and  Seventh  District 
Branches  was  held  at  the  Hotel  Statler,  New  York 
City,  on  May  7,  the  opening  day  of  the  1956  con- 
vention of  the  State  Medical  Society.  Dr.  McLouth 
presided.  The  agenda  was  formulated  with  an  eve 
to  practical  values  and  bringing  vital  information  to 
delegates  and  leaders  from  the  16  counties.  Several 
officers  of  the  State  Society  were  dinner  guests. 

Delegate  Dr.  Walter  Scott  Walls,  Buffalo,  in  a 
stirring  address,  rallied  the  forces  from  the  two  dis- 
tricts for  a House  floor  fight  next  day  against  the 
Fifth  District  (Cuthbert)  resolution  calling  for  the 
junking  of  the  district  branch  system  and  the  rec- 
ommendation of  the  Special  Committee  on  Con- 
stitution and  Bylaws  that  the  State  Society  poll  by 
mail  its  entire  membership  on  the  issue  of  district 
branch  elimination.  The  Cuthbert  resolution  was 
not  adopted,  and  the  mail-referendum  proposal  was 
tabled.  That  spelled  out  victory  for  friends  and 
defenders  of  district  branch  organization. 

The  branch  held  its  51st  annual  meeting  at  Bart- 
lett Country  Club,  Olean,  on  September  27,  with 
Dr.  Elmer  T.  McGroder,  Buffalo,  new  president,  in 
charge.  The  meeting  was  divided  into  four  parts: 
(1)  A luncheon  of  the  advisory  council  and  other 
auxiliary  bodies,  with  30-odd  present,  at  which  it  was 
voted  to  hold  the  annual  early  winter  dinner  of 
branch  groups  on  December  6 in  Buffalo.  Feature 


of  the  luncheon  meeting  was  the  observance  of  the 
tenth  anniversary  of  the  formation  of  the  advisory 
council  of  presidents  and  secretaries.  The  “birth- 
day party”  address  was  delivered  by  Dr.  Porter  A. 
Steele,  Buffalo,  who  advanced  the  original  suggest- 
tion  in  1946  which  culminated  in  organization  of  the 
advisory  council.  (2)  The  afternoon  scientific  ses- 
sion at  which  the  speakers  and  their  topics  were 
“Cytologic  Diagnosis  of  Malignancy,”  Thomas  R. 
Simon,  M.D.,  New  York  City;  “The  Tranquilizing 
Drugs,”  George  B.  Koelle,  M.D.,  Philadelphia, 
Pennsylvania,  and  “The  Surgical  Risk  in  Patients 
with  Cirrhosis  of  the  Liver,”  W.  W.  Lindenmuth, 
M.D.,  West  Haven,  Connecticut.  (3)  The  annual 
business  meeting  at  which  President  McGroder’s 
cordial  invitation  to  the  branch  to  hold  the  1957 
annual  meeting  in  Buffalo  was  accepted.  (4)  The 
evening  dinner  dance,  preceded  by  a cocktail  part}', 
at  which  the  principal  speaker  was  Dr.  Thurman  B. 
Givan,  president-elect  of  the  State  Medical  Society. 

The  year’s  activities  concluded  at  the  early 
winter  dinner  of  the  advisory  council  and  other 
auxiliary  groups  on  the  evening  of  December  6 at 
Hotel  Statler,  Buffalo.  The  attendance  numbered 
20-odd.  The  meeting  (1)  voted  to  hold  the 
annual  midwinter  dinner  meeting  of  the  advisory 
council  and  other  branch  groups,  for  the  considera- 
tion of  bills  pending  in  the  Legislature,  on  February 
7;  (2)  adopted  a resolution  pledging  branch  support 
to  the  Erie  County  Medical  Society  in  its  efforts  to 
prevent  imposition  of  medical  practice  committee 
control  over  workmen’s  compensation  committee 
affairs  in  Erie  County  when  the  latter  attains  the 
one  million  population  status  in  1960;  (3)  approved 
President  McGroder’s  appointment  of  Dr.  Milton 
Terris  as  chairman  for  the  third  consecutive  year 
of  the  program  committee  for  the  1957  annual  meet- 
ing; (4)  voted  to  submit  to  the  nominating  com- 
mittee of  the  State  Society  the  name  of  Dr.  Harold 
F.  Brown,  Buffalo,  for  nomination  as  a delegate  to 
the  A.M.A. 

The  meeting  had  as  its  guest  speaker  Dr.  Henry 
I.  Fineberg,  Queens  County,  chairman  of  the  Com- 
mittee to  Combat  Cults  of  the  State  Medical 
Society,  who  spoke  on  “The  1957  Session  of  the 
Legislature — a Critical  One  for  Medicine.” 

Respectively  submitted 

Elmer  T.  McGroder,  M.D.,  President 
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'Pam &dH>e  neat'.. . 


AND  USE  THE  UNIT 


WHAT’S  iTHf 


THAT  GIVES  YOU 
ALL  THE  BEST  FEATURES 
OF  SAFE,  MODERN  SHORT-WAVE 


OF  EQUIPMENT  Y0U  COULD  ADD? 


Modern  short-wave /diathermy  gives  you 
dependable  safety  and  maximum  treatment 
flexibility.  Its  demonstrated  usefulness 
covers  such  a wide^  r^nge  of  frequently- 
encountered  conditions  that  you  kno^w, 
without  question,  to  wli'at  extent  it  could 
help  you  in  your  dai'l1y  practice.  L-F\ 
Short-Wave  Diathermy  Units  give  you  all 
the  best  features  of  thi^  modern  modality. 
This  unit  is  right  for  any  anp  all  applications 
where  thermal  therapy  is  indicated. 
Investigate  this  safe,  efficient  diathermy  unit 
now.  SEND  THE  COUPON  FOR  6-PAGE 
DESCRIPTIVE  BROCHURE.  No  obligation. 


Liebel 


Flarsheim 


LIEBEL-FLARSHEIM  CO.  ny 

Cincinnoti  15,  Ohio 

Gentlemen:  Please  send  me  your  latest  6-page 
brochure  describing  L-F  Frequency-Controlled 
Diathermy  Units.  No  obligation. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


1957  Annual  Convention 


THE  annual  convention  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New 
York  will  be  held  at  the  Hotel  Biltmore  from  May 
12  to  May  15.  Mrs.  Albert  Vander  Veer,  II,  the 
officers  of  the  State  Auxiliary,  and  the  convention 
committee  cordially  invite  all  wives  of  the  members 
of  the  Medical  Society  of  the  State  of  New  York  to 
attend  this  convention  and  to  attend  the  Auxiliary’s 
house  of  delegates  meeting  at  which  much  will  be 
learned  about  the  many  important  projects  spon- 
sored by  the  46  county  auxiliaries.  Some  of  these 
projects  include  nurse  recruitment,  nurses’  scholar- 
ships, geriatrics,  mental  health,  child  welfare,  and 
many  others  of  which  the  Auxiliary  is  justly  proud. 
The  displays  of  the  Auxiliary  will  offer  much  of 
educational  value  and  everyone  is  urged  to  visit 
them. 

Reception 

A reception  will  be  held  on  Sunday  evening,  May 
12,  in  honor  of  the  State  Auxiliary’s  past  presidents 
from  8 to  10  p.m.  All  doctors  and  their  wives  are 
invited.  There  will  be  refreshments  and  an  enter- 
tainment, and  it  is  felt  that  this  will  be  a good  time 
for  the  doctors’  families  from  all  parts  of  the  State 
to  get  together. 

Luncheon 

A luncheon  is  scheduled  for  Tuesday,  May  14, 
at  which  Jinx  Falkenburg  will  be  the  guest  speaker. 


Tickets  will  be  available  near  the  registration  desk. 

Registration 

All  functions  of  the  Auxiliary  will  be  held  at  the 
Biltmore,  and  the  hotel’s  directory  will  list  their 
locations.  Registration  will  begin  on  Sunday  at 
4 p.m.  and  will  close  at  6 p.m.  Monday  and  Tuesday 
registration  will  be  from  8:30  a.m.  until  4:30  p.m., 
and  on  Wednesday  from  8:30  a.m.  until  12  noon. 
An  Auxiliary  information  service  will  provide  de- 
tails concerning  radio  and  TV  shows,  with  some 
tickets  available,  names  of  dining  places,  shops, 
etc.,  as  well  as  being  of  service  to  the  guests  in  any 
way  possible. 

Hospitality  Room 

The  hospitality  room  will  be  staffed  by  hostesses 
to  encourage  the  guests  to  stop  by  for  a rest,  chat, 
and  refreshments.  The  hostessing  counties  are 
Kings,  Nassau,  Orange,  Queens,  Richmond,  Suffolk, 
and  Westchester. 

All  doctors’  wives  attending  the  convention  are 
assured  of  a warm  greeting  from  the  members  of  the 
Woman’s  Auxiliary. 

Mrs.  Ezra  A.  Wolff 
Convention  Chairman 

108-23  Jewel  Avenue 
Forest  Hills  75,  New  York 


My 

Give  me  a good  digestion,  Lord, 

And  also  something  to  digest; 

Give  me  a healthy  body,  Lord, 

With  sense  to  keep  it  at  its  best, 

Give  me  a healthy  mind,  good  Lord, 

To  keep  the  good  and  pure  in  sight, 

Which,  seeing  sin,  is  not  appalled 
But  finds  a w^ay  to  set  it  right. 

Give  me  a mind  that  is  not  bored, 


Prayer 

That  does  not  whimper,  whine  or  sigh ; 

Don’t  let  me  worry  over  much 
About  the  fussy  thing  called  “I.” 

Give  me  a sense  of  humour,  Lord, 

Give  me  the  grace  to  see  a joke, 

To  get  some  pleasure  out  of  life 
And  pass  it  on  to  other  folk. 

— Anonymous  (In  Chester  Cathedral  Refectory, 
England ) 
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R €3  IVI  I L JPL  R 'Roche' 

For  suppressing  cough,  whatever  the 
cause,  Romilar  is  at  least  as  effective  as 
codeine.  Yet  it  has  no  general  sedative 
or  respiratory  - depressant  activity,  and 
it’s  remarkably  free  of  side  effects  such 
as  nausea,  constipation,  or  tendency  to 
habit  formation.  Available  as  a 
syrup,  in  tablets,  or  expectorant  mixture 
(with  ammonium  chloride). 

"Sockb]  Original  Research  in  Medicine  and  Chemistry 

Romllor®  hydrobromide  — brand  of  dextromethorphan  hydrobromide 


a true 
cough  specific 
non-narcotic 


Support  Medical  Education  Week,  April  21-27 — Keep  America  Healthy. 
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Harvey  S.  Albertson,  M.D.,  of  Oswego,  died  on 
February  7 in  Oswego  Hospital  at  the  age  of  eighty- 
one.  Dr.  Albertson  graduated  in  1907  from  Cleve- 
land Medical  College  of  Homeopathy.  He  was 
attending  pathologist  at  the  Oswego  Hospital. 
One  of  the  founders  of  the  Oswego  County  Health 
Association,  Dr.  Albertson  had  served  for  ten 
years  as  city  health  officer  and  for  many  years  was 
a vice-president  of  the  Association.  He  was  es- 
pecially active  in  the  founding  of  the  Health  Camp 
on  the  shore  of  Lake  Ontario  in  Oseego  Town,  the 
camp  now  being  known  as  Camp  Hollis.  Dr. 
Albertson  practiced  medicine  in  Oswego  for  nearly 
fifty  years  and  was  a member  of  the  Oswego  Acad- 
emy of  Medicine,  the  Oswego  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


George  Smith  Allen,  M.D.,  of  Clyde,  died  at 
Barber  Hospital,  Lyons,  on  February  9 at  the  age  of 
eighty-three.  Dr.  Allen  graduated  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1897. 
He  retired  in  1953,  having  practiced  medicine  since 
1900.  Dr.  Allen  was  the  first  medical  director  of 
the  Wayne  County  Infirmary  and  health  officer  of 
the  town  of  Galen  and  Clyde  village.  In  1947 
he  was  honored  by  the  Medical  Society  of  the  State 
of  New  York  for  having  completed  fifty  years  of 
medical  practice.  Dr.  Allen  was  a member  of  the 
Wayne  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 


Charles  Edward  Alliaume,  M.D.,  of  Utica,  died 
on  February  16  at  the  age  of  eighty-three.  Dr. 
Alliaume  graduated  in  1895  from  Hering  Medical 
College,  Chicago.  He  was  a member  of  the  staff 
of  the  Radiological,  Medical  and  Surgical  Depart- 
ments at  St.  Luke’s  Memorial  Hospital.  For 
more  than  half  a century  he  w as  head  of  the  physical 
education  department  of  the  Utica  YMCA.  Dr. 
Alliaume  was  a past  president  of  the  Homeopathic 
Society  of  New  York  State,  and  a member  of  the 
American  Radium  Society,  the  Utica  Academy  of 
Medicine,  the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  NewT  York,  and  the 
American  Medical  Association. 


New  York,  and  the  American  Medical  Association. 

Frederic  Charles  Brandt,  M.D.,  of  New  York- 
City,  died  on  February  14  in  Mount  Sinai  Hospital 
at  the  age  of  fifty-six.  Dr.  Brandt  received  his 
medical  degree  from  the  LTniversity  of  Berlin  in 
1923.  He  was  an  associate  visiting  cardiologist  at 
Sydenham  Hospital.  During  World  War  II  he 
served  as  a captain  in  the  Army  Medical  Corps  in 
the  Pacific  Theatre.  Dr.  Brandt  was  a member  of 
the  Rudolf  Virchow  Medical  Society,  the  New- 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New-  York,  and  the  American  Medi- 
cal Association. 


Irvin  Cecil  Bronsten,  M.D.,  of  A’onkers,  died  at 
the  Montefiore  Hospital  on  March  4 at  the  age 
of  fifty-four.  Dr.  Bronsten  graduated  from  the 
University-  of  Maryland  School  of  Medicine  in 
1926  and  interned  at  Montefiore  and  Lying-In 
Hospitals.  Dr.  Bronsten  was  a member  of  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Arthur  Clarkson  Butts,  M.D.,  of  the  Bronx,  died 
on  February  22  at  his  home  at  the  age  of  seventy- 
seven.  Dr.  Butts  graduated  in  1902  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Lying-In  Hospital.  He  was  a con- 
sultant in  obstetrics  at  Fordham  Hospital.  Dr. 
Butts  was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  Bronx 
Gynecological  and  Obstetrical  Society,  the  Bronx 
County  Medical  Society,  and  the  Medical  Society 
of  the  State  of  New  York. 


Charles  Erwin  Curtiss,  M.D.,  of  Manlius,  died 
on  February  16  at  the  age  of  seventy-eight.  Dr. 
Curtiss  graduated  from  Syracuse  University  College 
of  Medicine  in  1903.  He  was  an  honorary  physician 
at  Crouse-Irving  Hospital.  Dr.  Curtiss  was  a 
member  of  the  Syracuse  Academy  of  Medicine, 
the  Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


John  Axelrad,  M.D.,  of  Farmingdale,  died  on 
February  21  in  the  Lakeside  Hospital,  Copiague, 
at  the  age  of  fifty-seven.  Dr.  Axelrad  received  his 
medical  degree  from  the  University  of  Vienna  in 
1924.  A co-owner  of  the  Lakeside  Hospital,  Dr. 
Axelrad  was  a member  of  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 


David  Eichenbronner,  M.D.,  of  Amsterdam, 
died  on  January  25  at  the  age  of  seventy-eight  in 
St.  Mary’s  Hospital.  Dr.  Eichenbronner  received 
his  medical  degree  in  1902  from  the  University  of 
Freiburg.  He  was  an  honorary  member  of  the 

[Continued  on  page  1310] 
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■ Relieves  cough  quickly  and  thor- 
oughly ■ Effect  lasts  six  hours  and 
longer,  permitting  a comfortable 
night’s  sleep  ■ Controls  useless 
cough  without  impairing  expecto- 
ration ■ rarely  causes  constipation 

■ And  pleasant  to  take 


Syrup  and  oral  tablets.  Each  teaspoon- 
ful or  tablet  of  Hycodan*  contains  5 mg. 
dihydrocodeinone  bitartrate  and  1.5  mg. 
Mesopin.t  Average  adult  dose:  One  tea- 
spoonful or  tablet  after  meals  and  at 
bedtime.  May  be  habit-forming.  Avail- 
able on  your  prescription. 


(Dihydrocodeinone  with  Homatropine  Methylbromide) 


ENDO 

Richmond 


f BRAND  OF  HOMATROPINE  METHYLBROMIDE 


NECROLOGY 


{Continued  from  page  1308] 

staff  of  the  Amsterdam  City  Hospital.  Dr. 
Eichenbronner  was  a member  of  the  Montgomery 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Peter  Henry  Friedman,  M.D.,  of  New  York  City, 
died  in  the  Lenox  Hill  Hospital  on  February  26 
at  the  age  of  seventy-four.  Dr.  Friedman  grad- 
uated from  Long  Island  College  Hospital  School 
of  Medicine  in  1911.  He  was  an  associate  attending 
physician  at  Lincoln  Hospital  and  attending  phy- 
sician and  cardiologist  at  Lincoln  Hospital  Out- 
patient Department.  Dr.  Friedman  was  a member 
of  the  New  York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Maurice  Goldberg,  M.D.,  of  New  York  City, 
died  on  February  28  in  St.  Petersburg,  Florida, 
at  the  age  of  sixty-four.  Dr.  Goldberg  graduated 
in  1916  from  Jefferson  Medical  College,  Philadel- 
phia. He  was  an  associate  physician  (inactive) 
at  Beth  Israel  Hospital.  Dr.  Goldberg  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  Pathological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New'  York,  and  the  American  Medical 
Association. 

Irwin  Johnston,  M.D.,  of  Troy,  died  on  February 
13  at  his  home  at  the  age  of  sixty-eight.  Dr. 
Johnston  graduated  in  1911  from  Albany  Medical 
College.  He  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Harry  V.  Judge,  M.D.,  of  Albany,  died  on  March 
3 at  the  age  of  sixty-seven.  Dr.  Judge  graduated 
from  Albany  Medical  College  in  1914.  He  was 
an  ophthalmologist  at  the  A.N.  Brady  Hospital, 
Albanj7,  and  a consultant  in  ophthalmology  at 
Memorial  Hospital  of  Greene  County,  Catskill. 
Dr.  Judge  w'as  a Diplomate  of  the  American  Board 
of  Ophthalmology,  a Fellow  of  the  American  College 
of  Surgeons,  and  a member  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology,  the  New 
York  Ophthalmology  Society,  the  Albany  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Max  Jungster,  M.D.,  of  New  York  City,  died 
recently  at  the  age  of  sixty-nine.  Dr.  Jungster 
received  his  medical  degree  from  the  University 
of  Wurzburg  in  1912.  He  vras  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Thomas  Francis  Leahy,  M.D.,  of  the  Bronx, 
died  on  February  25  at  the  age  of  fifty-two.  Dr. 


Leahy  graduated  from  Georgetown  University 
School  of  Medicine  in  1934. 

Louis  Jacob  Lipset,  M.D.,  of  New  York  City, 
died  on  October  1,  1956,  at  the  age  of  eighty-one. 
Dr.  Lipset  graduated  from  University  and  Bellevue 
Hospital  Medical  College  in  1902. 

John  Francis  Mars,  M.D.,  of  Newburgh,  died  at 
his  home  on  January  26  at  the  age  of  sixty-five. 
Dr.  Mars  graduated  from  McGill  University  Faculty 
of  Medicine  in  1918.  He  was  attending  anesthetist 
at  the  Cornwall  Hospital  and  a consultant  in 
anesthesia  at  the  Goshen  Hospital.  Dr.  Mars 
was  a member  of  the  Orange  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New7  York. 

Herbert  August  Laage,  M.D.,  of  New  York  City, 
died  on  February  17  at  the  age  of  forty-nine.  Dr. 
Laage  graduated  from  Long  Island  College  of 
Medicine  in  1932  and  interned  at  Lenox  Hill  and 
Long  Island  College  Hospitals.  He  was  chief  of 
orthopedics  at  Misericordia  Hospital  and  Mis- 
ericordia  Hospital  Outpatient  Department,  an 
attending  in  orthopedics  at  St.  Charles  Hospital, 
an  associate  attending  in  orthopedics  at  Long 
Island  College  Hospital,  chief  of  the  orthopedic 
service  at  Long  Island  College  Hospital  Out- 
patient Department,  and  a consultant  in  orthope- 
dics at  Eastern  Long  Island  Hospital  Association, 
Greenport,  Central  Suffolk  Hospital,  Riverhead, 
and  Good  Samaritan  Hospital,  Suffern. 

Dr.  Laage  was  a Diplomate  of  the  American 
Board  of  Orthopedic  Surgery,  a Fellow7  of  the 
American  College  of  Surgeons,  a Diplomate  of 
the  International  College  of  Surgeons,  a Fellow  of 
the  International  College  of  Surgeons,  and  a mem- 
ber of  the  American  Academy  of  Orthopaedic 
Surgeons,  the  American  Academy  of  Compensa- 
tion Medicine,  Inc.,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New7 
York,  and  the  American  Medical  Association. 

John  F.  Mahoney,  M.D.,  of  Staten  Island,  died 
on  February  23  in  the  U.S.  Public  Health  Service 
Hospital  at  the  age  of  sixty-seven.  Dr.  Mahoney 
graduated  in  1914  from  Marquette  University 
School  of  Medicine.  He  developed  the  penicillin 
treatment  for  syphilis,  was  health  commissioner 
of  New  York  City  from  December  31,  1949,  to 
January  1,  1954,  and  at  his  death  was  director  of 
the  bureau  of  laboratories  in  the  New  York  City 
Department  of  Health.  For  four  years,  from  1925 
to  1929,  he  served  as  Public  Health  Service  adviser 
to  the  United  States  Foreign  Service  in  Haiti, 
Ireland,  England,  and  Germany  where  he  studied 
methods  in  foreign  laboratories  and  clinics  for 
control  of  syphilis,  and  following  which  he  became 
director  of  the  venereal  disease  research  laboratory 
of  the  United  States  Marine  Hospital,  now  the 
United  States  Public  Health  Service  Hospital, 
Staten  Island. 

[Continued  on  page  1312] 
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the  new  phosphate  complex  of  tetracycline 


SUMYCIN 

Squibb  Tetracycline  Phosphate  Complex 


the  broad  clinical  spectrum  of  sumycin  against  pathogenic  organisms 


Gram  Negative.  Bacteria 


Gram  Positive  Bacteria 


SUMYCIN 

the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

a single  antibacterial  antibiotic 

SUMYCIN 

a well  tolerated  antibiotic 

SUMYCIN 

a true  broad  spectrum  antibiotic 

Minimum  adult  dose:  1 capsule  q.i.d. 

Each  Sumycin  capsule  contains  the  equivalent 
of  250  mg.  tetracycline  hydrochloride. 

Bottles  of  16  and  100. 


Squibb  Quality —the  Priceless  Ingredient 


Squibb 
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In  19-16  Dr.  Mahoney  received  the  Lasker 
Award  of  the  American  Public  Health  Service  in 
recognition  of  his  work  in  venereal  disease.  He 
also  received  awards  from  the  Association  of 
Military  Surgeons,  the  American  Social  Hygiene 
Association,  the  National  Association  of  Vene- 
realogists  of  Mexico,  and  the  National  Federa- 
tion of  Medicine  in  Guatamala.  Dr.  Mahoney 
served  as  chairman  of  the  committee  of  experts 
on  venereal  disease  of  the  World  Health  Organi- 
zation, also  as  chairman  of  the  National  Ad- 
visory Serology  Council,  and  of  the  committee 
on  standardization  of  serologic  tests  for  syphilis 
of  the  American  Public  Health  Association.  He 
was  the  author  of  more  than  fifty  papers  and 
articles  published  in  medical,  scientific,  and  pro- 
fessional journals,  and  had  served  as  an  associate 
professor  in  clinical  svphilology  at  New  York 
University  School  of  Medicine  and  in  dermatology 
at  Columbia  University  College  of  Physicians  and 
Surgeons.  Dr.  Mahoney  was  a Diplomate  of  the 
American  Board  of  Preventive  Medicine  (Public 
Health)  and  a member  of  the  American  Public 
Health  Association,  the  Association  of  Military 
Surgeons  of  the  United  States,  and  the  New  York 
Academy  of  Medicine. 

Ewing  Cleveland  McBeath,  M.D.,  of  New  York 
City,  died  on  November  13,  1956,  at  the  age  of 
seventy-two.  Dr.  McBeath  graduated  from  the 
University  of  Minnesota  Medical  School  in  1921. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Charles  Dwight  Napier,  M.D.,  of  Sag  Harbor, 
died  on  February  18  at  the  age  of  ninety-three. 
Dr.  Napier  graduated  in  1890  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
Dr.  Napier,  who  retired  three  years  ago,  was  a 
senior  staff  member  in  orthopedic  surgery  at 
St.  Mary’s  Hospital,  a consultant  in  orthopedic 
surgery  at  Long  Island  College,  Caledonia,  St. 
John’s,  Coney  Island,  Kings  County,  and  St. 
Giles  Hospitals,  and  an  honorary  member  of  the 
staff  at  Southampton  Hospital.  A Fellow  of  the 
American  College  of  Surgeons,  he  was  a member  of 
the  American  Academy  of  Orthopaedic  Surgeons, 
the  American  Orthopaedic  Association,  the  Brooklyn 
Surgical  Society,  the  Kings  Coimty  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Archibald  Pattison,  M.D.,  of  Livingstom 
died  on  February  15  in  Columbia  Memorial  Hos- 
pital at  the  age  of  seventy-nine.  Dr.  Pattison 
graduated  in  1904  from  Chicago  Homeopathic 
Medical  College  and  in  1910  from  the  University 
of  Illinois  College  of  Medicine.  He  was  a consulting 
physician  in  tuberculosis  and  rehabilitation  at  the 
Veterans  Administration  Hospital,  Castle  Point. 
From  1917  to  1926  he  was  medical  field  secretary 


and  supervisor  of  the  medical  social  service  of  the 
National  Tuberculosis  Association  and  from  1926 
until  1955  was  medical  director  of  the  Potts  Memo- 
rial Institute,  Livingston.  Since  then  he  has  been 
medical  director  of  the  Potts  Memorial  Founda- 
tion. 

In  1922  Dr.  Pattison  organized  the  Cattaraugus 
County  Health  Department  and  served  as  health 
commissioner.  He  was  adviser  on  tuberculosis 
to  the  Andrew  Mellon  Committee  on  Hospitaliza- 
tion of  Veterans,  the  Bureau  of  War  Risk  Insurance, 
and  the  Federal  Board  of  Vocational  Education. 
For  many  years  he  was  a member  of  the  Medical 
Council  of  the  Veterans  Administration  and  was  a 
delegate  to  the  conference  of  the  International 
Union  Against  Tuberculosis  at  The  Hague,  the 
Netherlands,  in  1933,  and  of  the  British  Tuberculosis 
Association  at  Cambridge  in  1937.  Dr.  Pattison 
w as  a Fellow  of  the  American  College  of  Physicians 
and  a member  of  the  Columbia  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Willis  Herbert  Proctor,  M.D.,  of  Lynbrook, 
died  on  February  13  at  the  age  of  one  hundred  and 
three.  Dr.  Proctor  graduated  from  Hahnemann 
Medical  College  of  Philadelphia  in  1880.  Dr. 
Proctor,  who  retired  June  1,  1931,  was  a member  of 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Floyd  Orton  Reed,  M.D.,  of  Yonkers,  died  on 
February  17  at  the  age  of  seventy-three.  Dr. 
Reed  graduated  in  1911  from  Harvard  University 
Medical  School.  He  was  a former  health  director 
and  medical  examiner  and  for  twenty-five  years 
served  with  the  Yonkers  public  schools.  He  was  a 
member  of  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Alfred  Victor  Salomon,  M.D.,  of  New  York  City, 
died  at  his  home  on  March  5 at  the  age  of  sixty- 
five.  Dr.  Salomon  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1916.  During  World  War  I he  was  a lieutenant 
n the  Army  Medical  Corps  and  in  recent  years  had 
been  a reader  for  the  blind  at  the  Jewish  Guild 
for  the  Blind.  He  held  the  medal  of  Alpha  Omega 
Alpha,  medical  honor  fraternity,  and  was  a past 
Superior  Sublime  Healer  of  the  Association  of 
Physicians  Square  Clubs  of  America.  Dr.  Salomon 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  Sapienza,  M.D.,  of  the  Bronx,  died  on 
February  22  at  the  age  of  sixty.  Dr.  Sapienza 
graduated  from  George  Washington  University 
School  of  Medicine  in  1924.  Dr.  Sapienza  was  a 
member  of  the  Bronx  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

[Continued  on  page  1314] 
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Vaccination  should  be  repeated  annually. 
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Benjamin  Leonard  Schaeffer,  M.D.,  of  South 
Chatham,  Massachusetts,  formerly  of  the  Bronx, 
died  on  February  17  in  Hyannis  Hospital  at  the 
age  of  seventy-eight.  Dr.  Schaeffer  graduated  in 
1901  from  Columbia  University  College  of  Physi- 
cians and  Surgeons  and  interned  at  Gouverneur 
Hospital.  He  was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Harry  Silver,  M.D.,  of  Ridgewood,  died  on 
November  7,  1956,  at  the  age  of  sixty-two.  Dr. 
Silver  graduated  in  1919  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons.  He  was  a 
member  of  the  Queens  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

Milton  G.  Wasch,  M.D.,  of  Brooklyn,  died  at  his 
home  on  February  22  at  the  age  of  seventy-two. 
Dr.  Wasch  graduated  from  Cornell  University 


Medical  College  in  1905  and  interned  at  Beth 
Israel  Hospital.  He  was  a consultant  in  radiology 
at  Jewish  Hospital  of  Brooklyn,  Maimonides 
Hospital,  and  Jewish  Chronic  Disease  Hospital, 
Brooklyn.  He  had  been  a clinical  professor  of 
radiologj-  at  Long  Island  College  of  Medicine 
and  was  a past  president  of  the  Brooklyn  Roentgen 
Rav  Society.  Dr.  Wasch  was  a Diplomate  of  the 
American  Board  of  Radiology,  a Fellow  of  the 
American  College  of  Radiology,  and  a member  of 
the  Radiological  Society  of  North  America,  Inc., 
the  New  York  Roentgen  Society,  the  Brooklyn 
Roentgen  Ray  Society,  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Albert  J.  Wittson,  M.D.,  of  New  York  City, 
died  on  October  4,  1956,  at  the  age  of  eighty-four. 
Dr.  Wittson  graduated  in  1893  from  the  University 
of  Virginia  Department  of  Medicine  and  interned 
at  Knickerbocker  Hospital. 


New  York  University 

Dedication — The  dedication  of  Alumni  Hall 
was  held  on  February  22. 

Honored  at  the  ceremonies  were  Winthrop  Rocke- 
feller, a former  chairman  of  the  center’s  trustees 
and  now  an  honorary  trustee,  who  was  made  a 
Doctor  of  Humane  Letters  and  Dr.  Luther  B.  Mac- 
Kenzie,  an  alumnus,  former  president  of  the  alumni 

State  University  of  New  } ork 

Lecture — The  annual  lecture  of  Phi  Delta  Epsilon 
was  delivered  on  March  6 by  Dr.  W.  McD.  Ham- 
mon  who  spoke  on  “The  Etiology,  Diagnosis,  and 
Control  of  Virus  Diseases  of  the  Central  Nervous 
System.”  Dr.  Hammon  is  chairman  of  the  De- 
partment of  Epidemiology  and  Microbiology  at  the 
University  of  Pittsburgh  School  of  Public  Health. 

Dr.  Willard  M.  Allen,  professor  and  chairman, 
Department  of  Obstetrics  and  Gynecology,  Wash- 
ington L’niversity  School  of  Medicine,  St.  Louis, 
delivered  the  George  Birney  Broad  annual  lecture 
on  March  12.  Dr.  Allen  spoke  on  “Endocrine 
Aspects  of  Virilizing  Syndromes.” 


Bellevue  Medical  Center 

association  and  a faculty  member  from  1911  to 
his  retirement  as  Emeritus  Professor  of  Clinical 
Medicine  in  1951,  the  degree  of  Doctor  of  Laws. 
A scientific  award  was  made  to  Dr.  Henry  L.  Jaffe, 
director  of  laboratories  at  the  Hospital  for  Joint 
Diseases,  for  “outstanding  scientific  study  in  skeletal 
disease  entities.” 

College  of  Medicine  at  Syracuse 

Appointed — Effective  July  1,  1957,  Dr.  Bernard 
Levinson  will  become  director  of  medical  education 
at  St.  Joseph’s  Hospital.  Dr.  Levinson  will  also 
become  instructor  in  medicine  at  the  College. 

Promoted — Dr.  Herbert  Leary,  following  two 
years  leave  of  absence  in  the  armed  service,  to 
clinical  assistant  professor  of  surgery. 

Resigned — Dr.  Carl  I.  Austin,  to  become  director 
of  the  Hospital  Laboratory  at  Cortland  County 
Hospital.  Dr.  Austin  has  been  assistant  professor 
in  pathology  at  the  College  since  1950. 
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National  Council  to  Combat  Blindness — The 

National  Council  to  Combat  Blindness,  Inc.,  in 
accordance  with  its  program  concerned  with  the 
financing  of  research  in  ophthalmology  and  its  re- 
lated sciences  announces  that  applications  for  its 
1957-1958  “Fight  for  Sight”  grant-in-aid  and  fellow- 
ship awards  will  be  considered  up  to  April  15. 

All  applicants  for  fellowships  are  required  to  make 
their  own  arrangements  for  suitable  research  facili- 
ties with  accredited  institutions. 

Information  and  application  forms  may  be  ob- 
tained from  the  secretary,  National  Council  to  Com- 
bat Blindness,  Inc.,  30  Central  Park  South,  New 
York  19,  New  York,  or  PLaza  1-1118. 

Hospital  Awarded  Grant — A research  grant  of 
$31,700  has  been  awarded  to  Hillside  Hospital,  Glen 
Oaks,  by  the  Foundation’s  Fund  for  Research  in 
Psychiatry,  according  to  Dr.  Joseph  S.  A.  Miller, 
medical  director  of  the  hospital. 

The  grant  was  given  to  Dr.  Joseph  Jaffe  of  the  hos- 
pital’s Department  of  Experimental  Psychiatry  for 
research  in  the  nature  of  the  psychiatric  interview. 

Hillside  Hospital,  an  affiliate  of  the  Federation  of 
Jewish  Philanthropies,  is  a nonprofit,  nonsectarian 
mental  hospital. 

Cardiac  Surgery  Program — National  Jewish  Hos- 
pital at  Denver  is  expanding  its  cardiovascular  pro- 
gram. It  will  consider  applications  for  admission  in 
behalf  of  patients  suffering  from  cardiovascular 
defects  amenable  to  surgical  intervention.  Defini- 
tive diagnosis  is  not  necessary  prior  to  admission, 
inasmuch  as  the  hospital  has  a completely  equipped 
cardiopulmonary  physiology  laboratory  for  this  pur- 
pose. Patients  are  accepted  without  regard  to  race, 
religion,  or  national  origin,  and  without  charge. 
Only  those  unable  to  pay  for  private  care  are 
eligible.  Periodic  reports  are  made  routinely  to  the 
referring  physician,  and  the  patient  is  directed  to 
report  to  him  after  discharge.  Inquiries  should  be 
sent  to  the  Medical  Director,  National  Jewish  Hos- 
pital, Denver  6,  Colorado. 

Bowen-Brooks  Scholarship — The  Committee  on 
Medical  Education  of  the  New  York  Academy  of 
Medicine  will  award  one  scholarship  grant  in  the 
amount  of  $1,700  for  the  academic  year  1958-1959. 
The  scholarship  will  provide  aid  for  advanced  study 
abroad  in  a clinical  subject  in  preparation  for  the 
practice  of  medicine  or  surgery  in  any  of  their 
branches. 

Candidates  must  be  male  interns  or  residents  in 
voluntary,  municipal,  or  Veterans  Administration 


hospitals  in  New  York  City.  Applications  must  be 
submitted  by  September  1,  1957.  They  may  be 
secured  from  Dr.  Robert  L.  Craig,  executive  secre- 
tary, Committee  on  Medical  Education,  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  29,  New  York. 

Diamond  Jubilee — A convocation  was  held  by  the 
board  and  the  convocation  committee  of  New  York 
University-Bellevue  Medical  Center  to  celebrate  the 
Diamond  Jubilee  of  University  Hospital,  New  York 
City.  The  convocation  was  held  March  4 and  5 at 
the  Waldorf-Astoria  Hotel  in  New  York  City.  The 
theme  of  the  meeting  was  “The  Hope  of  Mankind — 
Health  and  Peace.” 

Closed  Circuit  Television — Teaching  clinics  in 
dentistry  and  pathology  will  be  presented  on  closed 
circuit  television  at  the  Jacobi  Hospital,  Pelham 
Parkway  and  Eastchester  Road,  Bronx,  on  May  3. 
The  Jacobi  Hospital  is  part  of  the  Bronx  Municipal 
Hospital  Center  and  is  affiliated  with  the  Albert 
Einstein  College  of  Medicine  of  the  Yeshiva  Univer- 
sity. 

In  dentistry,  treatment  of  patients  under  local 
and  general  anesthesia  will  be  demonstrated.  In 
pathology,  an  autopsy  and  discussion  of  the  pa- 
thology will  be  held.  Sessions  will  be  held  from  9:00 
a.m.  to  12:00  noon,  and  from  2:00  to  4:00  p.m. 
All  dentists  and  physicians  are  invited 

Histopathology  Course — A refresher  course  in 
histopathology  of  the  eye  will  be  given  at  the  New 
York  Eye  and  Ear  Infirmary,  218  2nd  Avenue,  New 
York  City,  on  May  13  through  18  from  2:00  to  6:00 
p.m.  daily.  For  further  information  address  the 
registrar,  Mabel  R.  Stewart,  at  the  above  address. 

Advisory  Committee  on  Alcoholism— A group  of 
experts  in  the  problem  of  alcoholism  has  been  ap- 
pointed to  serve  as  an  advisory  committee  to  the 
New  York  State  Interdepartmental  Health  Re- 
sources Board  in  the  development  of  its  alcoholism 
program.  According  to  the,  legislation  establishing 
the  Board  on  April  1,  1956,  the  Board  has  a responsi- 
bility for  establishing  preventive,  diagnostic,  and 
rehabilitation  services  for  persons  suffering  with 
chronic  alcoholism.  The  appointments  were  made 
by  Dr.  Paul  H.  Hoch,  Commissioner  of  Mental 
Hygiene  and  chairman  of  the  Health  Resources 
Board. 

The  members  include:  Dr.  Herbert  Berger, 

Staten  Island;  Dr.  Marvin  A.  Block,  Buffalo;  Dr. 

[Continued  on  page  1318] 
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Harry  D.  Kruse,  New  York  City;  Dr.  Harold  W- 
Lovell,  New  York  City;  Dr.  John  L.  Norris,  Roches- 
ter; Dr.  Milton  Rosenbaum,  New  York  City,  and 
Dr.  S.  Mouchly  Small,  Buffalo.  Dr.  John  L.  Norris 
of  Rochester  is  chairman  of  the  committee. 

Doctors’  Orchestral  Society — The  Doctors’  Or- 
chestral Society  of  New  York,  of  which  Dr.  Alfred 
Mamelok  is  president,  presented  a concert  for  the 


benefit  of  the  National  Cystic  Fibrosis  Research 
Foundation  on  February  28  at  Stuyvesant  High 
School,  New  York  City. 

The  Society  rehearses  every  Thursday  evening  at 
8:30  p.m.  in  the  auditorium  of  Stuyvesant  High 
School,  1st  Avenue  and  15th  Street,  New  York  City. 
Physicians,  dentists,  and  those  in  allied  professions 
are  invited  to  become  members. 

For  further  details  contact  Dr.  Benjamin  A. 
Rosenberg  at  909  President  Street,  Brooklyn  15, 
New  York,  or  at  NEvins  8-2370. 


Personalities 


Appoin  ted 

Dr.  N.  P.  Johnson,  chief  of  surgery  at  the  Olean 
General  Hospital,  as  chief  of  staff  at  the  hospital  . . . 
Dr.  Howard  A.  Rusk,  director  of  the  Institute  of 
Physical  Medicine  and  Rehabilitation,  New  York 
City,  as  a member  of  the  board  of  directors  of  the 
Mary  Manning  Walsh  Home,  a Catholic  institution 
for  the  aged. 

Speakers 

Dr.  Ralph  F.  Jacox,  associate  professor  of  medi- 
cine at  the  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  before  the  Fulton  County 
Medical  Society  on  March  21  on  “Present  Trends  in 
Diagnosis  and  Therapy  of  Collagen  Diseases”  . . . 
Dr.  Victor  F.  Marshall,  associate  professor  of  clinical 
surgery  at  Cornell  University  Medical  College,  New 
York  City,  before  the  Fulton  County  Medical 
Society  on  April  18  at  the  Hotel  Kingston  in  Glovers- 
ville  . . . Dr.  Helen  M.  Rannev,  associate  in  med- 
icine at  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  before  the  Orange  County 
Medical  Society  on  April  9 at  6:30  p.m.  at  the  Hotel 
Palatine  in  Newburgh,  on  “The  Diagnosis  and  Treat- 
ment of  Anemia”  . . . Dr.  Dickinson  W.  Richards, 
Lambert  Professor  of  Medicine,  College  of  Physicians 
and  Surgeons,  Columbia  University,  and  director  of 
the  First  Medical  (Columbia)  Division,  Bellevue  Hos- 
pital, will  deliver  the  first  Dr.  Bernard  Sutro  Oppen- 
heimer  lecture  on  May  21  at  8:30  p.m.  in  Hosack 


Hall  of  the  New  York  Academy  of  Medicine,  2 East 
103rd  Street,  New  York  City,  on  “Some  Problems 
in  the  Physiology  of  Dyspnea”  . . . Dr.  E.  Donald 
Thomas,  of  the  Mary  Imogene  Bassett  Hospital,  in 
Cooperstown,  before  the  Schenectady  County  Medi- 
cal Society  on  March  5 on  “Bone  Marrow  Trans- 
fusions.” 

New  Offices 

Dr.  Kenneth  M.  Bremer,  Woodstock,  general 
practice  in  that  town  . . . Dr.  Thomas  F.  Sullivan, 
Haverstraw,  practice  of  obstetrics  and  gynecology 
there. 

Resumes  Practice 

Dr.  William  G.  Fallon,  Liverpool,  general  practice 
there  after  service  in  the  United  States  Navy  . . . Dr. 
Herbert  J.  Leary,  Syracuse,  practice  of  surgery  fol- 
lowing two  years  as  a surgeon  with  the  United  States 
Air  Force. 

Honored 

Dr.  P.  S Keysor,  Standish,  by  his  community  on 
February  28  for  twenty-five  years  of  medical  serv- 
ice ..  . Dr.  Willard  C.  Rappleye,  dean  of  the 
Faculty  of  Medicine  at  Columbia  University  since 
1931,  by  the  Federation  of  State  Medical  Boards  at 
its  annual  dinner  recently,  for  “early  and  continued 
leadership  in  promoting  the  welfare  of  the  medical 
profession.” 


Medical  Students  Study  Patient  as  a Whole 


Physicians  today  are  giving  more  and  more  at- 
tention to  treating  patients  as  a whole;  not  the 
disease  alone. 

The  nation’s  76  approved  four-year  medical 
schools  are  recognizing  this  fact,  too. 

A recent  report  by  the  American  Medical  Asso- 
ciation says  that  greater  emphasis  is  being  placed 
on  such  factors  as  the  patient’s  emotional  tone,  con- 


ditions of  employment,  habits  of  living,  and  other 
features  of  daily  life  “which  often  determine  proper 
diagnosis,  treatment  and  prevention.” 

Knowledge  of  the  patient,  it  is  felt,  may  lead  to 
more  accurate  diagnosis  of  the  disease.  Not  only 
the  diagnosis  but  also  the  treatment  of  the  patient 
can  be  determined  by  knowledge  of  his  constitutional 
make-up. 
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'Troph-Iron’  is  a delicious  appetite-  and  growth-stimulating  preparation 
that  children  actually  enjoy  taking.  Just  one  teaspoonful  a day 
supplies  more  than  the  entire  daily  requirement  of  vitamins  Bx  and  B12, 


plus  iron  to  encourage  optimum  hemoglobin  levels. 

Also  available:  'Troph-Iron’  Tablets. 

Each  teaspoonful  Vitamin  B12  25  meg. 

( or  tablet ) supplies:  Vitamin  Bj  10  mg. 

Iron  (ferric  pyrophosphate)  . . 250  mg. 


Smith,  Kline  & French  Laboratories,  Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off. 


at  first  taste- 

with  TROPH-IRON* 
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M E D I C A L MEET  1 N G S 


Bahamas  Medical  Conference 

The  Bahamas  Medical  Conference  will  be  held  at 
the  British  Colonial  Hotel  in  Nassau  from  April  23 
to  30.  Among  the  participants  will  be  Dr.  Marvin 
Moser,  White  Plains,  who  will  moderate  a sym- 
posium on  “Hypertension”  at  the  Princess  Margaret 
Hospital  on  April  24. 

Further  information  may  be  obtained  from  Dr. 
B.  L.  Frank,  Bahamas  Medical  Conference,  P.O. 
Box  148,  British  Colonial  Hotel,  Nassau,  Bahamas. 

Physicians'  Square  Clubs 

The  Association  of  Physicians’  Square  Clubs  of 
America,  Inc.,  will  hold  its  33rd  annual  convention 
at  the  Hotel  Park  Lane  in  New  York  City  on  May 
19.  Scientific  sessions  will  be  held  from  1:00  to 
4:00  p.m.  and  all  Masonic  physicians  are  invited  on 
presentation  of  their  current  Blue  Lodge  dues  cards. 

Subjects  to  be  discussed  at  the  round  table  work- 
shop include:  “Masked  Rheumatic  Fever,  Detection 
and  Treatment,”  “When  and  How  High  Blood  Pres- 
sure Should  Be  Treated,”  “Total  and  Subtotal 
Prostatectomy — When  and  Why,”  “Sphincter  of 
Oddi  Syndrome:  A Common  Troublesome  Diagnos- 
tic and  Therapeutic  Problem,  Often  Confused  With 
or  Mistaken  for  Coronary  Thrombosis,”  and  “Hor- 
mones, Enzymes  and  Coenzymes:  Bridge  Between 
Psyche  and  Soma.” 

Dr.  Joseph  B.  Wolffe,  Philadelphia,  and  Dr.  Albert 
Salisbury  Hyman,  New  York  City,  are  chairmen  of 
this  portion  of  the  program. 

American  Goiter  Association 

The  1957  meeting  of  the  American  Goiter  Associa- 
tion will  be  held  May  28  through  30  at  the  Hotel 
Statler  in  New  York  City.  The  program  will  con- 
sist of  papers  and  discussions  dealing  with  the 


physiology  and  diseases  of  the  thyroid  gland. 

American  College  of  Chest  Physicians 

The  23rd  annual  meeting  of  the  American  College 
of  Chest  Physicians  will  be  held  at  the  Hotel  Com- 
modore, New  York  City,  May  29  through  June  2. 
The  scientific  program  will  include  prominent 
speakers  on  all  aspects  of  heart  and  lung  diseases. 
In  addition  to  formal  presentations,  there  will  be  a 
number  of  symposia,  round  table  luncheon  discus- 
sions, seminars,  and  motion  pictures.  The  fireside 
conferences,  inaugurated  at  the  annual  meeting  of 
the  College  in  1 955,  will  be  repeated. 

Copies  of  the  program  may  be  obtained  by  writing 
to  the  Executive  Offices,  American  College  of  Chest 
Physicians,  112  East  Chestnut  Street,  Chicago  11, 
Illinois. 

AM  A Convention 

The  106th  annual  meeting  of  the  American  Med- 
ical Association  will  be  held  in  New  York  City  June 
3 through  7.  Technical  and  scientific  exhibits  will 
be  at  the  Coliseum,  and  headquarters  for  the  house 
of  delegates  will  be  the  Waldorf-Astoria  Hotel. 
The  Section  on  Miscellaneous  Topics  is  arranging 
sessions  on  allergy,  legal  medicine  with  a mock  trial 
involving  the  testing  of  drinking  drivers,  and  meth- 
ods of  improving  communication  in  medicine. 

Further  details  will  be  published  in  the  Journal  of 
the  American  Medical  Association. 

Psychosomatic  Forum 

The  New  York  Psychosomatic  Forum  will  hold  a 
meeting  on  June  7 at  8:30  p.m.  in  the  New  York 
State  Psychiatric  Institute  auditorium.  722  West 
168th  Street,  New  York  City.  The  topic  will  be 
“Contributions  to  Patterns  of  Research  in  Psycho- 
somatic Medicine.” 


American  Hospital  Association 


United  States  hospitals  cared  for  21,072,521  pa- 
tients in  1955,  more  than  in  any  previous  year. 
This  was  an  increase  of  727,090  over  1954’s  total  of 
20,345,431.  Babies  born  in  1955  totalled  3,476,753. 

A steady  rise  in  hospital  admissions  has  taken 
place  since  1946.  The  nonprofit  general  hospitals 
spent  an  average  of  §24.15  a day  for  the  care  of  each 
patient  and  the  average  expenditure  per  day  for 
each  patient  in  the  nation’s  nonfederal  government 
psychiatric  hospitals  was  only  §3.50.  Patients  in  the 


nonprofit  general  hospital  paid  an  average  of  §1.75 
a day.  Hospital  expenses  continue  to  rise  reflecting 
the  increase  in  payrolls  and  the  increased  cost  of 
supplies  and  equipment. 

More  than  290,000  professional  nurses  provided 
service  in  hospitals  in  1955  and  this  included  almost 

261.000  nurses  as  hospital  employes  and  more  than 

30.000  private  duty  nurses. 

The  average  patient  stay  in  the  short-term  general 
hospital  was  7.8  days. 
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ADJUSTABLE  TRANSDUCER 

a Birtcher  exclusive  feature 


indicated  therapy 
for  treatment  of 

BURSITIS,  ARTHRITIS, 
TRAUMATIC  INJURIES 

and  a host  of 
other  conditions 


ULTRASONICS 


Conclusive  evidence  on  the  value 
of  ultrasonic  therapy  is  being 
amassed  in  the  thousands  of 
papers  on  the  subject  being 
published  in  medical  journals 
all  over  the  world.  These  reports, 
covering  more  than  one  million 
treatments,  range  from  the 
empirical  to  carefully  recorded 
laboratory  work  with  controls. 
Results  reported  have  been 
largely  excellent,  with  private 
communications  indicating 
outstanding,  sometimes 
startling  results. 

NEW  BIRTCHER  MEGASON  V 

The  finest  ultrasonic  unit  ever 
placed  on  the  market.  Precision 
electronic  engineering  features 
found  in  no  other  unit.  The 
only  machine  made  with 
the  5- Way  transducer. 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  MEDICAL  JOURNAL  REPRINTS  ON 
ULTRASONICS  OR  FOR  A DEMONSTRATION  OF  THE  BIRTCHER  MEGASON  IN  YOUR  OFFICE 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center— Route  9 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

BROOKLYN,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  YORK  CITY,  NEW  YORK 

Falk  Surgical,  1430 — 3rd  Ave. 

J.  A.  Preston  Corporation,  175 — 5th  Ave. 

NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 


, For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  480  Lexington  Ave.,  New  York  City 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  APRIL  1,  1957—24,363 


County 


President 


Secretary 


Treasurer 


Albany 

Thomas  I.  Tyrrell.  . 

Allegany 

Kurt  Zinner 

Bronx 

George  Schwartz. . . . 

. . . . New  York 

Broome 

James  L.  Palmer.  . . . 

. Binghamton 

Cattaraugus  . . 

James  A.  Wintermantel Olean 

Cayuga 

Roland  J.  Walker.  . . 

Chautauqua.  . . 

Albert  W.  Rappole  . 

. . . . Jamestown 

Chemung 

Earle  G.  Ridall 

Elmira 

Chenango . . . 

Hugh  D.  Black 

Clinton 

Edward  Siegel 

Columbia 

Carl  G.  Whitbeck. . . 

Cortland 

Robert  T.  Corey . . . . 

Delaware 

Scott  L.  Bennett . . . 

Hancock 

Dutchess 

Frank  A.  Gagan 

. Poughkeepsie 

Erie 

Matthew  L.  Carden. 

Essex 

Albert  L.  Haves .... 

Willsboro 

Franklin 

Carl  G.  Merkel 

. Saranac  Lake 

Fulton 

Joseph  J.  Thompson 

. . . Gloversville 

Genesee 

Joseph  F.  Krawczyk. 

Batavia 

Greene 

Alfred  0.  Persons.  . . 

...  Lexington 

Herkimer 

Robert  C.  Ashley 

. . . . Little  Falls 

Jefferson 

Thomas  N.  Sickels . . 

. . . Watertown 

Kings 

Aaron  Kottler 

Lewis 

Edgar  0.  Boggs.  . . . 

Livingston.  . . 

Robert  A.  Wise.  . . . 

Madison 

Willis  E.  Hammond. 

Monroe 

Michael  J.  Crino... 

Montgomery. . 

Max  L.  Dreyfuss  . . . 

Nassau 

Paul  H.  Sullivan. . . . 

. . . Great  Neck 

New  York.  . . . 

Samuel  Z.  Freedman 

. . . . New  York 

Niagara 

Charles  M.  Dake,  Jr. 

. . Niagara  Falls 

Oneida 

A.  G.  Jaroszewicz.  . 

Utica 

Onondaga . 

Charles  A.  Gwvnn. . 

Syracuse 

Ontario 

William  W.  Carty.  . 

Geneva 

Orange 

Chas.  S.  McWilliam . 

Orleans 

Kenneth  J.  Clark. . . 

Medina 

Oswego 

Harold  J.  LaTulip.  . 

Oswego 

Otsego 

Rudolph  F.  Hust.  . . 

Putnam 

Matthew  H.  Jacobs. 

Mahopac 

Queens 

George  J.  Lawrence,  Jr..  . .Flushing 

Rensselaer . . . 

John  P.  Jaffarian . . . 

Richmond.  . . . 

Cyril  M.  Levin 

. . Staten  Island 

Rockland 

Robert  L.  Yeager . . . 

St.  Lawrence. . 

Louis  J.  Benton . . . . 

Saratoga 

R.  E.  Rockwell.  . .Saratoga  Springs 

Schenectady  . 

Ralph  E.  Isabella.  . 

Schoharie . . . . 

R.  J.  Shelmandine.  . 

Sharon  Springs 

Schuyler 

James  J.  Norton.  . . 

. Montour  Falls 

Seneca 

Jack  Hammond.  . . . 

Willard 

Steuben 

John  R.  Kuhl 

Hammondsport 

Suffolk 

David  J.  Wexler  . . . . 

Sullivan 

Lee  R.  Tompkins. . . 

Tioga 

Welton  D.  Brown.  . 

Tompkins . . . 

C.  Douglas  Darling. 

Ithaca 

Ulster 

John  A.  Olivet 

Kingston 

Warren 

Jesse  S.  Parker 

Washington.  . . 

Howard  H.  Romack 

. . . . Cambridge 

Wayne 

Thomas  C.  Hobbie. 

Westchester.  . 

Howard  J.  Dunlap.  . 

. New  Rochelle 

Wyoming 

R.  T.  Williams 

Yates 

John  L.  Shultz 

William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon  ....  Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E:  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. ..New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Joseph  H.  Denton Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh. .Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Sawyer  A.  Glidden Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei.  . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman. . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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Where  LECITHIN  is  indicated  — 

► GRANULESTIN 

in  HYPERCHOLESTEROLEMIA 

because  GRANULESTIN  is 

rich  in  unsaturated  fatty  acids 
rich  in  organically  combined 
choline  • inositol  • colamine 
• phosphorus 

I ASSOCIATED  CONCENTRATES 

57-01  32nd  Avenue,  Woodside  77,  L.  I.,  N.  Y. 


Give  to 

Conquer 

Cancer 


CORNELL  UNIVERSITY 
MEDICAL  COLLEGE 

ANNOUNCES  THE  SECOND  ANNUAL  POSTGRADUATE 
COURSE  IN 

FRACTURES  AND  OTHER 
TRAUMA 

JUNE  10-15,  1957 

Hospital  for  Special  Surgery — The  New 
York  Hospital  in  New  York  City 
Under  the  direction  of 

PRESTON  A.  WADE,  M.D. 

Metabolic  Response  to  Injury Or.  James  A.  Nicholas 

Fundamental  Principles  of  Wound  Treatment 

Or.  Frank  Glenn 

X-Rays  in  Fracture  Treatment Dr.  John  A.  Evans 

General  Principles  of  Treatment  of  Multiple  Injuries 

Dr.  Preston  A.  Wade 

Anaesthesia  in  Trauma Dr.  Joseph  F.  Artusio 

Treatment  of  Shock  and  Blood  Replacement 

Dr.  John  M.  Beal 

Open  Fractures Dr.  Robert  L.  Patterson 

Head  Injuries Dr.  Bronson  S.  Ray 

Injuries  to  Spinal  Cord Dr.  Herbert  Parsons 

Peripheral  Nerve  Injuries Dr.  Howard  S.  Dunbar 

Back  Injuries Dr.  Peter  C.  Rizzo 

Fractures  and  Dislocations  of  Spine 

Dr.  Philip  D.  Wilson,  Sr. 

Fractures  of  Pelvis  & Complicating  Injuries 

Dr.  John  W.  Draper  and  Dr.  Paul  W.  Braunstein 

Trauma  to  Genito-Urinary  System Dr.  Victor  F.  Marshall 

Antibiotics  in  Trauma Dr.  Peter  Dineen 

Pathological  Fractures Dr.  Robert  L.  Patterson 

Fractures  and  Dislocations  of  Shoulder  Girdle 

Dr.  Philip  D.  Wilson,  Jr. 

Fractures  of  Humerus Dr.  William  A.  Cooper 

Fractures  and  Dislocations  of  Elbow 

Dr.  T.  Campbell  Thompson 

Fractures  in  Children 

Dr.  Preston  A.  Wade  and  Dr.  Howard  Balensweig 

Fractures  of  Forearm Dr.  Paul  W.  Braunstein 

Colies’  Fractures Dr.  L.  Ramsay  Straub 

Fractures  and  Dislocations  of  Carpal  Bones 

Dr.  Irvin  Balensweig 

Fractures  of  Hand Dr.  L.  Ramsay  Straub 

Injuries  to  Abdomen Dr. Samuel  W.  Moore 

Injuries  to  Chest Dr.  Cranston  W.  Holman 

Injuries  to  Blood  Vessels Dr.  Jere  W.  Lord,  Jr. 

Treatment  of  Burns Dr.  Herbert  Conway 

Skin  Grafting  of  Fresh  Burns— Coverage  of  Chronic 

Granulating  Wounds Dr.  Herbert  Conway 

Fractures  of  Acetabulum  and  Dislocations  of  Hip 

Dr.  T.  Campbell  Thompson 

Intracapsular  Fractures  of  Femoral  Neck 

Dr.  Preston  A.  Wade 

Intertrochanteric  Fractures  of  Femur 

Dr.  Carleton  M.  Cornell 

Fractures  of  Femoral  Shaft Dr.  Preston  A.  Wade 

Injuries  to  Ligaments  and  Cartilages  of  Knee 

Dr.  Frederick  Lee  Liebolt 

Fractures  and  Dislocations  of  Knee 

Dr.  Frederick  Lee  Liebolt 

Fractures  of  Tibia  and  Fibula ....  Dr.  Rolla  D.  Campbell,  Jr. 

Cross-leg  Flaps  for  Injuries  to  Leg Dr.  Herbert  Conway 

Fractures  and  Dislocations  of  Ankle  Dr.  Robert  L.  Patterson 

Fractures  and  Dislocations  of  Foot  and  Tarsus 

Dr.  Philip  D.  Wilson,  Sr. 

Joint  Motion  and  Physical  Therapy  Dr.  Howard  Balensweig 

Management  of  Mass  Casualties 

Dr.  Paul  W.  Braunstein  and  Dr.  Preston  A.  Wade 

Eye  Injuries Dr.  John  M.  McLean 

Demonstration  of  Plaster  of  Paris  Application 

Dr.  Robert  L.  Patterson  and  Dr.  Preston  A.  Wade 

Demonstration  of  Application  of  Traction 

Dr.  Robert  L.  Patterson  and  Dr.  Preston  A.  Wade 
Operative  Treatment  of  Fractures  — Dr.  Preston  A.  Wade 

Amputations Dr.  T.  Campbell  Thompson 

Injuries  to  Hand Dr.  L.  Ramsay  Straub 

Auto-Crash  Injury  Research Dr.  Paul  W.  Braunstein 

Pathological  Anatomy  of  Intra  cranial  Injuries 

Dr.  Milton  Helpern 

Tracheostomy— Indications  and  Technique 

Dr.  James  A.  Moore 

Living  accommodations  for  a limited  number  of  physicians 
and  their  wives  will  be  available  in  0 1 in  Hall,  the  Medical 
College  Student  Residence,  at  $2.50  per  night  per  person. 

Tuition:  $150.00  . 

For  further  information  write  to: 

DR.  PRESTON  A.  WADE 

CORNELL  UNIVERSITY  MEDICAL  COLLEGE 
1300  YORK  AVENUE,  NEW  YORK  21 
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LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
srams,  shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  siven  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  4it(.  P sychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HOLBROOK  MANOR  NKG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINE  WOOD  8::i.^ifweP„d7rn}  Charge 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PHONE:  CH  2-8686- 


Foi  well  trained  highly  qualified  ptnonntl 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Llcemed 
Day  A Eva  Counei 
Co-ed.  (Founded  1936) 
Gat  free  Catalog  69 
85  Filth  Avtnut 
New  York  3,  N.  Y. 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


ON  THE  JOB! 


More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Cross  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


ira 

YAl 

' BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

.E  REGISTRY  FOR  NURSES 

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING” 
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The  normal  skin  has  an 
acid  pH  between  4 and  6. 
This  acid  mantle  acts  as 
a protective  barrier. 

When  the  skin  is  washed 
with  soap  or  detergents, 
or  is  exposed  to  chemi- 
cals, solvents,  et  cetera, 
the  protective  acid  man- 
tle is  removed. 

This  exposes  the  un- 
protected skin  to  contact 
irritants  and  pathogenic 
organisms.  It  results  in  a 
rise  in  the  skin  pH  above 
7,  provides  a fertile  field 
for  development  of  harm- 
ful bacteria  and  fungi, 
and  may  result  in  various 
types  or  dermatitis. 

Dome  Acid  Mantle  returns 
the  skin  to  its  normal  acid 
pH  in  a matter  of  seconds 
and  holds  it  for  hours. 
Both  the  creme  and  lotion 
are  greaseless,  stainless. 


AVAILABLE  — Acid  Mantle  Creme 
pH4.2  in  1 oz.  tubes,  4 oz.  and 
16  oz.  jars.  Acid  Mantle  Lotion 
pH4.5  in  4 oz.  squeeze  bottles 
and  16  oz.  bottles. 


THERE'S  NO  SUBSTITUTE  FOR 

Acid  Mantle® 

CREME  or  LOTION-DOME  pH4.2 


CHEMICALS  INC. 

109  W.  64  ST.  NEW  YORK  23.  N.Y. 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required. 

Each  Tensodin  tablet  contains  ethaverine  HC1  (non-narcotic  ethyl  homolog  of  papaverine) 
14  gr.,  phenobarbital  gr.,  )4  theophylline  calcium  salicylate  3 grs. 

Tensodin,  ® a product  ol  E.  Bllhuber.  Inc. 


Bilhuber-Knoil  Corp.  orange,  n.  j. 


CLASSIFIED  ADVERTISING 


LOCATION  WANTED 


Pediatrician  Board  eligible  30,  married,  desires  association 
with  individual,  group,  or  private  practice.  At  present  in 
practice;  want  to  relocate  in  north  east.  Box  575,  N.  V. 
St.  Jr.  Med. 


Surgeon,  Board  eligible,  29,  with  family;  desires  location  to 
practice  or  association.  Upstate  New  York  preferred. 
Available  July  1,  1957.  Box  569,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


MALE  & FEMALE  (LICENSED) — for  Children's  Camps; 
good  salary;  Summer,  Free  Placement  Service  (250  Member 
Camps).  Write  or  contact;  Association  of  Private  Camps, 
55  West  42nd  Street,  New  York  36.  N.  Y. 


HELP  WANTED  MALE 


Physician  Wanted.  Excellent  opportunity  in  N.Y.C.  office 
of  large  insurance  company.  365^  hour  week!  Liberal  com- 
pany benefits.  Include  r4sum4  in  first  letter.  Box  934,  125 
West  41  Street,  N.Y.C. 


PHYSICIAN  WANTED 


Rockland  County:  Rapidly  expanding  community  needs 
physician.  Professional  center  has  D.D.S.  and  Pharmacy. 
Forty  minutes,  to  N.  Y.  C.  Dr.  D.  Fishman,  West  Nyack, 
N.  Y.  NYack  7-4600. 


WANTED 


General  practitioner.  Young,  for  practice  in  Manhattan. 
$12,000  to  start ; $15,000  at  six  months  if  satisfactory.  Box 
565.  N.  A'.  St.  Jr.  Med. 


Wanted — General  Practitioner  to  rent  office  in  central  N.Y. 
State  town  of  18.000.  Equipment  optional.  Lucrative. 
Will  introduce.  Leaving  to  specialize.  Box  576,  N.  Y.  St. 
Jr.  Med. 


Psychiatrist  wanted  to  join  group  in  accredited  general  hos- 
pital and  diagnostic  clinic.  Finger  Lakes  area  New  York 
State.  Excellent  salary,  bonus  and  retirement  plan.  Apply 
Dr.  B.  A.  Watson.  Superintendent.  Clifton  Springs  Sanitar- 
ium and  Clinic,  Clifton  Springs.  New  York. 


WANTED — OPHTHALMOLOGIST 


Active  Industrial  Eye  Practice,  well  located  in  L.I.C.  center, 
for  sale.  Terms  arranged — unusual  opportunitv.  Box  577, 
N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist  certified;  also  trained  radiology  & qualified  g-i  x- 
ray;  desires  association  established  individual  or  group. 
Box  522,  N.  Y.  St.  Jr.  Med. 


LICENSED  FEMALE  PHYSICIAN — recent  graduate,  in- 
terneship  not  completed  because  of  childbirth,  seeks  part- 
time  medical  work.  Brooklyn.  INgersol!  7-7970. 


OFFICE  TO  SHARE 


Suitable  for  specialist;  recently  furnished;  full  or  part 
time.  Separate  consultation  room  if  desired;  in  most  de- 
sirable professional  building  on  North  Shore  of  Long  Island 
— Four  Hospitals  nearby.  Phone  Manhasset  7-1424. 


OFFICE  TO  SHAKE 


Suitable  for  specialist:  New  air  conditioned  professional 
building,  with  all  facilities  and  situated  in  fastest  growing 
area  of  North  Shore  of  Long  Island.  Four  excellent  Hos- 
pitals nearby.  Phone  Great  Neck  2-8400 


OFFICE  TO  SHARE 


Park  Avenue  near  63rd  Street.  Exclusive  use  or  share  two 
or  three  rooms.  Furnished  or  unfurnished.  Share  waiting 
room.  Beautifully  furnished  office.  TE-8-7117. 


FOR  RENT 


Long  Beach,  Long  Island — Air-conditioned  Professional 
Building  nearing  completion.  Suites  of  various  sizes  avail- 
able for  specialist  in  ENT,  Psychiatry,  dermatology,  etc. 
Phone  or  write  Bernard  Miller,  19  W.  26th  St.,  N.Y.C. 
MU  5-7993. 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


Huntington,  Long  Island — Doctors  suites  available  in  new 
airconditioned  medical  building  being  constructed  by  estab- 
lished eight  man  group.  Excellent  location  for  ENT,  ophthal- 
mologist, urologist,  psychiatrist,  dental  specialties,  etc. 
Box  574,  N.  Y.  St.  Jr.  Med. 


Farmingdale  L.  I. — Office  for  rent  on  main  throughfare,  ex- 
cellent location  for  specialist:  private  entrance  in  house  al- 

ready shared  by  established  specialist.  CHapel  9-5143. 


FOR  RENT— FOR  SALE 


Established  medical  location,  main  thorough-fare.  Floral 
Park,  Long  Island.  Efficiently  planned  offices  and  fixtures. 
Suitable  for  G.P.'s.  specialists  or  group.  Also  two  apartments 
available.  Building  may  be  purchased.  Box  579,  N.  A'.  St. 
Jr.  Med. 


70's  E.  Doctor’s  Special  Co-op  Apt.  1st  FI.  6 Rooms,  2 
Baths,  Laboratory,  low  maint.  $11,000  cash.  Excellent 
terms.  EL  5-7880  Mr.  Townley. 


QUALIFED  ELECTROLOGIST— formally  trained,  experi- 
enced short  wave  or  multi-needle,  seeks  work  doctor’s  office 
N.  Y.  C..  Westchester  County.  Box  581,  N.  A\  St.  Jr.  Med. 
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CALIFORNIA  CAREER  OPPORTUNITIES 
FOR  PHYSICIANS  AND  PSYCHIATRISTS. 

Employment  available  as  a result  of  interview 
only.  Interviews  at  the  APA  Conference  May 
13-17  in  Chicago  and  in  such  other  locations  as 
New  York,  Boston,  St.  Louis,  Philadelphia,  and 
Minneapolis  during  May  and  June.  Assign- 
ments in  State  hospitals,  juvenile  and  adult 
correctional  facilities,  or  a veterans  home. 
Three  salary  groups:  $10,8(50-12,000;  $11,400- 
12,600;  $12,600-18,800.  Citizenship,  posses- 
sion of,  or  eligibility  for  California  license  re- 
quired. Write  Medical  Recruitment  Unit, 
Box  B,  State  Personnel  Board,  801  Capitol 
Avenue,  Sacramento  14,  California. 


WATERS  EDGE 

In  the  Heart  of  Brooklyn's  Fashionable 

Shore  Road  Section 


•wSpiSPI 

Professional  Apt. 
Available 

JLiu o.  .. 


Shore  Rd.  Cor.  93d  St.,  Brooklyn,  NY. 
Phone:  SHore  Road  5-9639 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  850,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE— OFFICE  AND  HOME 


Established  20  years  of  practice.  Modern  building:  advan- 
tageous location  in  Riverhead,  L.  I.  Close  to  open  hospital. 
Forany  type  of  specialty  or  general  practice.  Available  now. 
Tel.  PArk  7-4235. 


Unopposed  active  general  practice.  Finger  Lakes  region. 
Modern  3 bedroom  home-office  combined.  Open  hospital  4 
miles.  Wonderful  opportunity  for  active  physician.  Price: 
$24,000 — $10,000  will  handle,  balance  out  of  income.  Box 
570,  N.  Y.  St.  Jr.  Med. 


Recently  vacated  combination  home  and  office  of  E.E.N.T. 
specialist,  due  to  health.  Central  New  York.  Open  hos- 
pital 7 miles  distant.  Box  566,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg 
M.D.,  Director:  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00 — */>• 
31  South  Broadway,  Yonkers,  N.Y.  YO-8-7100. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 
Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits. lantern  slideB  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


FOR  SALE 


Woodlawn  Section  of  the  Bronx — New  York.  25  Years — 
Large  Established  General  Practice — W'ell  Equipped  Office — 
and  Residence.  Box  578,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Assistant  in  General  Practice,  Queens  County,  N.  Y.,  Gradu- 
ate of  grade  A medical  school.  Excellent  salary  and  opportu- 
nity, leading  to  partnership.  Box  582,  N.  Y.  St.  Jr.  Med. 


Garden  City  corner  split  level  house  for  immediate  sale. 
Suitable  for  professional.  Call  after  6 P.M.,  IVanhoe  9-3939. 


Excellent  centralized  location  for  entire  Riverdale  community 
(adjacent  Yonkers,  N.  Y.)  for  M.D.  or  specialist.  Reason- 
able rental.  Box  580,  N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times ....  1 .00 

12  Consecutive  times.  ...  .90 

24  Consecutive  times.  . .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 
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Trasentine- 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


uniw 
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EVERYDAY. . . 
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MORE  AND  MORE  PHYSICIANS  FIND  ADDED 
CERTAINTY  WITH  NEW,  HIGHLY  EFFECTIVE, 
CLINICALLY 
PROVED... 


multi-spectrum  synergistically  strength- 
ened Sigmamycin  — for  the  tcidest  variety 
of  infections  seen  regularly  by  the  prac- 
ticing physician  . . . the  greatest  potential 
value  with  the  least  probable  risk 

Sigmamycin  provides  the  unsurpassed  anti- 
microbial spectrum  of  tetracycline  extended 
and  potentiated  with  oleandomycin  to  in- 
clude even  resistant  strains  of  certain 
pathogens  — particularly  resistant  staphy- 
lococci — and  to  delay  or  prevent  the  emer- 
gence of  new  antibiotic-resistant  strains, 
thereby  providing: 

(1 ) a new  maximum  in  therapeutic  effec- 
tiveness; (2)  a neiv  maximum  in  protection 


against  microbial  resistance ; (3)  a neiv 
maximum  in  safety  and  toleration. 

Sigmamycin  Capsules:  250  mg.  (oleando- 
mycin 83  mg.,  tetracycline  167  mg.),  bottles 
of  16  and  100;  100  mg.  (oleandomycin  33 
mg.,  tetracycline  67  mg.),  bottles  of  25  and 
100. 

Sigmamycin  for  Oral  Suspension:  1.5 
Gm.,  125  mg.  per  5 cc.  teaspoonful  (oleando- 
mycin 42  mg.,  tetracycline  83  mg.),  mint 

flavored,  bottles  of  2 oz.  *TRADEMARK 

Pfizer  Laboratories,  Brooklyn  6.  N.  Y.  (Pfi-pp) 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 
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re  axes 
both  mind 


ana 


for  anxiety 
and  tension  in 
everyday  practice 


nonaddictive,  relatively  nontoxic,  well  tolerated 
well  suited  for  prolonged  therapy 

no  blood  dyscrasias,  liver  toxicity,  Parkinson-like 
syndrome  or  nasal  stuffiness 

chemically  unrelated  to  phenothiazine  compounds 
and  rauwolfia  derivatives 

orally  effective  within  30  minutes  for  a period  of  6 hours 


anxiety  and  tension  states  and  muscle  spasm 


Milt  owri 


2-methyl-2-n-propyl-l, 8-propanediol  dicaroamate — U.S.  Patent  2,721.720 


WALLACE  LABORATORIES 


Tranquilizer  with  muscle-relaxant  action 


New  Bruyiswick,  N.  J. 

supplied:  ItOO  mg.  scored  tablets  ( Bottles  of  50  tablets ) 
Usual  Dosage:  1 or  2 tablets  t.i.d. 
Literature  and  samples  available  on  request 
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Gives  fast  relief  of 
nasal  congestion 

Novahistine  works  better  than  anti 
histamines  alone.  The  combined 
of  a vasoconstrictor  with  an 
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cillin Capsules  contain  twice  the 
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(Prednisolone  ferf/ory-butyfocetate,  Merck) 

for  relief  that  lasts -longer 


in  COLLATERAL 
LIGAMENT 
STRAINS  - 
allows  early 
ambulation - 
relieves  pain 
and  swelling 

cf,  ^ 


Rheumatoid  arthritis 
Osteoarthritis 
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Sprains 
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exceeds  that 
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other  steroid 
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Prednisolone  Acetate 
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ing on  location  and  extent  of 
pathology. 
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t.b.a. — 20  mg./cc.  of  predniso- 
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5-cc.  vials. 
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The  authors  of  the  Eleventh  Rheuma- 
tism Review,12  in  describing  the  ad- 
vances made  in  the  treatment  of 
rheumatism  and  arthritis,  devote 
equal  attention  to  the  serious  side 
effects  of  corticosteroid  therapy. 

They  state:  “The  best  protection 
against  the  development  of  signifi- 
cant undesirable  effects  continued 
to  lie  in  the  use  of  the  smallest 
effective  daily  and  total  dose  (Tenth 
Rheumatism  Review),  and  careful 
and  frequent  supervision  of  the 
patient.”1 

Many  investigators  agree  that 
the  potent  steroids  should  be  used 
only  during  the  acute  period  of  the 
first  two  or  three  days,  and  then  the 
patient  should  be  tapered-off  and 
maintained  on  balanced  steroid- 
salicylate  therapy. 

One  study  concludes:  “Salicylate 
potentiates  the  greatly  reduced 
amount  of  cortisone  present  so  that 
its  full  effect  is  brought  out  without 
evoking  undesirable  side  reactions.”3 


® ' 


for  prudent  antiarthritic  therapy 


Indications:  Each  Salcort  tablet  contains: 

• Rheumatoid  arthritis  Cortisone  acetate  2.5  mg. 

• Rheumatoid  spondylitis  Sodium  Salicylate  0.3  Gm. 

• Rheumatic  fever  Aluminum  hydroxide  gel, 

• Neuromuscular  affections  dried  0.12  Gm. 

Calcium  ascorbate 60  mg. 

(equivalent  to  50  mg.  ascorbic  acid) 
Calcium  carbonate  60  mg. 


Average  dose:  Maintenance  dosage  may 
require  from  6 to  8 tablets  to  as  little  as 
3 or  4 tablets  daily,  depending  on  severity 
of  symptoms.  Acute  stages  may  require  a 
high  dosage  of  4 tablets  four  times  daily 
for  two  or  three  days,  or  till  the  acute 
episode  subsides. 


1,2.  Robinson,  W.D.,  et  al.:  Rheumatism  and 
Arthritis  (Eleventh  Rheumatism  Review),  An- 
nals Int.  Med.  45:831  and  45: 1059  (Nov.  and 
Dec.  1956). 

3.  Busse,  E.A.:  Treatment  of  Rheumatoid 
Arthritis  by  a Combination  of  Cortisone  and 
Salicylates,  Clinical  Med.  7/:1105  (Nov.  1955). 

*U.S.  Pat.  2691662 


The  S.  E.  MASSENGILL  Company,  Bristol,  .Tennessee 

NEW  YORK  . KANSAS  CITY  • SAN  FRANCISCO 
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Intraocular  pressure  is  significantly  reduced  by  diamox  in  various 
types  of  glaucoma  — acute  congestive  glaucomatous  crisis,  simple 
glaucoma  which  does  not  respond  to  miotics,  and  some 
secondary  glaucomas.  Well-tolerated,  easily  administered, 
diamox  has  proved  to  be  a highly  useful  drug. 

Preoperatively,  diamox  is  particularly  useful  in  conditions  where 
intraocular  pressure  is  high  and  reduction  is  required. 

Postoperatively,  diamox  aids  early  restoration  of  the  anterior 
chamber  and  maintenance  of  a formed  area. 


Diagnostically,  in  glaucoma  and  other  ophthalmologic  conditions, 
diamox  clears  corneal  edema,  greatly  enhances  visibility,  permits 
examination  of  the  interior  of  the  eye. 

Suggested  dosage  of  diamox  for  most  ophthalmologic  conditions 
is  5 mg.  per  kg.  every  six  hours  day  and  night.  In  severe 
glaucomatous  crises  the  intravenous  form  may  provide  quicker 
reduction  of  global  pressure.  . 

Supplied:  Scored  tablets  of  250  mg.  (Also  in  ampuls  of  500  mg. 
for  parenteral  use.) 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 

*Reg.  U.  S.  Pat.  Olf. 
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BROAD  ANTICHOLINERGIC  BLOCKADE 


Pro-Banthine  Relieves  Pain, 

Accelerates  Peptic  Ulcer  Healing 

The  efficiency  of  Pro-BanthTne  (brand  of 
propantheline  bromide)  in  inhibiting  the 
chemical  substance  which  mediates  para- 
sympathetic gastric  activity  explains  the 
success  of  the  drug  in  ulcer  therapy.  Pro- 
BanthTne  blocks  acetylcholine  at  both  the 
ganglia  and  parasympathetic  effector 
sites.  This  dual  action  controls  excess 
neural  stimulation  of  both  gastric  secre- 
tion and  motility. 

The  therapeutic  benefits  of  this  anti- 


cholinergic blockade  consist,  as  many 
clinical  investigators  have  noted,  in 
prompt  relief  of  ulcer  pain  and  pro- 
nounced acceleration  of  ulcer  healing. 

The  suggested  initial  dosage  is  one  15- 
mg.  tablet  with  meals  and  two  tablets  at 
bedtime.  Two  or  more  tablets  four  times 
a day  may  be  indicated  in  severe  manifes- 
tations. G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 
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Signs  of  a single  B vitamin 
deficiency  are  regarded  by  nutri- 
tionists as  evidence  of  lack  of 
multiple  B-complex  elements 
and  an  indication  for  B-complex 
therapy. 


seldom 

seen 


Despite  similarity  of  published 
formulas,  B-complex  multivita- 
min preparations  may  differ  in 
potency.  Specify  lederplex  and 
assure  your  patient  a preparation 
conforming  to  highest  profes- 
sional standards. 


The  entire  vitamin  B-complex 
(folic  acid  and  B12  included) 
is  offered  in  highly  potent  form. 
The  palatable  orange  flavor  of 
lederplex  is  taste-true,  does  not 
“wear  thin”  or  go  “flat”  on  pro- 
longed dosage. 


Each  teaspoonful  (5  cc 
plex  liquid  contains: 
Thiamine  HC1  (Bi) 
Riboflavin  (Ba) 
Niacinamide 
Folic  Acid 

Pyridoxine  HC1  (Bo) 
Pantothenic  Acid 
Choline 
Inositol 

Soluble  Liver  Fraction 
Vitamin  Bia 

Also  available  in  tablet, 
parenteral  forms. 


.)  of  LEDER- 

2 mg. 
2 mg. 
10  mg. 
0.2  mg. 
0.2  mg. 

2 mg. 
20  mg. 
10  mg. 
470  mg. 
5 mcgm. 
capsule  and 


VITAMIN  B COMPLEX  LEDERLE 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


•REG.  U.  S.  PAT  .OFF. 


desserts  for 
cardiac  patients? 


certainly! 

If  they're  low  sodium 


"Junket"  rennet  desserts  are  excellent  for  the  cardiac 
patient  who  is  permitted  milk,  as  they  average  about 
52  mg.  per  Vi-cup  serving ...  of  which  "Junket"  Rennet 
5owder  contributes  only  2.0  mg.(1)  The  balance  of 
about  60  mg.  sodium  per  serving  is  in  the  whole  milk 
from  which  "Junket"  rennet  desserts  are  made. 
They're  relatively  low  in  caloric  content  too  ...  128 
calories  for  an  average  Vi-cup 
serving  . . . and  high  in  nutri- 
tional value. 

Whenever  milk  is  permitted 
on  the  sodium  restricted  diet, 
refreshing,  delicately  flavored 
"Junket"  rennet  desserts  may 
be  safely  advocated. 

<l>  Based  on  average  of  7 flavors.  Analysis  of  sodium  con- 
tent made  by  Foster  D.  Snell,  Inc.,  New  York  City. 


Junket"  Rennet  Powder 
2.0  mg.  per  serving 


Icet 


® 

RENNET  POWDER 

Makes  Fresh  Milk  into  Rennet  Desserts 

"Junket"  Rennet  Powder  — Vanilla,  Chocolate, 
Lemon,  Orange,  Raspberry,  Maple,  Strawberry. 


“JUNKET”  (Reg.  U.S.  Pat.  Off.)  is  the  trade-mark  of  Chr:  Hansen’s 
Laboratory,  Inc.,  Little  Falls,  N.Y.,  for  Its  rennet  and  other  food  products. 
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first... treat  the 


primary  disorder, 
of  course 


■ 

then... 


add  VITERRA 

as  a matter  of  course 


V') 


>s. 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your  — and  your  patient's  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


PEACE  of  mind  ATARAX® 


ms 
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FOLBESYN 

VITAMINS  LEDERLE 

B+C 


COMPLEX 


Separate  packaging  of  dry  vitamins 
and  diluent  (mixed  immediately  be- 
fore injection)  assures  the  patient  a 
more  effective  dose.  May  also  be 
added  to  standard  IV  solutions 

Dosage:  2 cc.  daily. 

Each  2 cc.  dose  contains: 


Thiamine  HCI  (B,) 

10  mg. 

Riboflavin  (B2) 

10  mg. 

Niacinamide 

50  mg. 

Pyridoxine  HCI  (B6) 

5 mg. 

Sodium  Pantothenate  10  mg. 

Ascorbic  Acid  (C) 

300  mg. 

Vitamin  B,2 

15  mcgm. 

Folic  Acid 

3 mg. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 
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effective  urinary  analgesia 


Whenever  urinary  tract  infections,  strictures, 
structions,  fistulas,  stones,  trauma  or  neoplasms 
cause  painful  mucosal  lesions,  you  can  provide  re- 
lief quickly  (within  20-25  minutes)  with  Pyridium. 
Pyridium  is  compatible  with  and  complementary  to 


all  the  urinary  antibacterials  and  permits  greater 
flexibility  in  the  use  of  any  combination,  potency  or 
dosage  schedule  required  for  successful  treatment. 
Dosage:  Two  tablets  before  each  meal. 

Supplied:  In  bottles  of  12,  50,  500  and  1000. 


Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  antiarthritic,  antirheumatic 
benefits  of: 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate — the  newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  b)  muscle 
spasm  c ) anxiety  and  tension  d ) discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease).  Still’s  disease,  psoriatic  arthritis,  osteo- 


Therapeutic benefits  of  MEPROLONE  compared  with  traditional  antiarthritics. 


relieves 

pain 

suppresses 

inflam- 

mation 

relaxes 

muscle 

eases 

anxiety 

Imparts 
sense  of 
well-being 

Salicylates 

/ 

y 

Muscle  relaxants 

y± 

Tranquilizers 

Z1 

Steroids 

y 

y 

y 

MEPROLONE 

y 

y 

y 

y 

y 

/.  Meprobamate  is  the  only  tranquilizer  with 
muscle-relaxant  action. 

arthritis,  bursitis,  synovitis,  tenosynovitis,  myositis,  fibro- 
sitis,  fibromyositis,  neuritis,  acute  and  chronic  low  back 
pain,  acute  and  chronic  primary  and  secondary  fibrositis 
and  torticollis,  intractable  asthma,  respiratory  allergies, 
allergic  and  inflammatory  eye  and  skin  disorders  (as  main- 
tenance therapy  in  disseminated  lupus  erythematosus, 
periarteritis  nodosa,  dermatomyositis  and  scleroderma). 

SUPPLIED:  Multiple  Compressed  Tablets  in  bottles  of 
100  in  two  formulas  as  follows:  Meprolone-1 — 1.0  mg. 
of  prednisolone,  200  mg.  of  meprobamate  and  200  mg.  of 
dried  aluminum  hydroxide  gel.  Meprolone-2 — provides 
2.0  mg.  of  prednisolone  in  the  same  formula. 
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NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


MEPRO  BAM  ATE 

pr ed niso  lon  e.,  buffered 

THE  ONLY 
ANTI  RHEUMATIC, 

ANTI  ARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 

2..  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  a CO..  INC.  PHILADELPHIA  1.  PA. 


MEPROLONE  is  the  trade-mark  of  Merck  & Co..  Inc. 


KNOX  PROTEIN  PREVIEWS 


Knox  “Choice  of  Foods”  Diet  Ca 
CARDIAC  Patients  Lose  Weight 


1.  Color-coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally-sound  Food  Exchanges.1 2 3 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
booklet  as  Choices)  eliminate  calorie  counting  by  patient. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  NM-24 
Johnstown,  N.  Y. 


3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 


Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 


:onsiderable  latitude  in  the  choice  of  foods. 


Your  Name  and  Address 


4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
presented  on  the  last  14  pages  of  each  diet  booklet. 


L.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
‘Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of  ■ 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


ease  the  . . . 


burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


in  bronchial  asthma 

• paroxysmal  dyspnea 

Cheyne-Stokes  respiration 

vtoiui 

tablets,  ampuls,  powder  and  suppositories 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 


NOSE  COLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 Vt  gr.)  . 162.0  mg. 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 
Prophenpyridamine  Maleate  . . 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


How  to  perk  up  a lagging  appetite 


CYANOCOBALAMIN  (CRYSTALLINE  VITAMIN  BJ2) 

Cherry-flavored  REDISOL  Elixir  and  soluble  Tablets  of  pure 
vitamin  B12  stimulate  capricious  appetites  — help  youngsters 
gain  weight.  Both  blend  readily  with  liquids. 


J 
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BEFORE 

Reddened,  fissured  and  excoriated  peri- 
anal skin,  and  whitening  of  the  anal 
folds,  accompanied  by  intense  burning 
and  itching  of  3 years'  duration. 


A new 

therapeutic  approach 
with  inherent  safety 
in  PRURITUS  ANI 


HYDROLAM  INS* 

TOPICAL  AMINO  ACID  THERAPY 

Unique  physiologic  barrier — topical  amino  acids — 
brings  rapid  relief  (98%[)  and  complete  healing  (88%') 

“.  . .the  objectives  of  therapy  in  pruritus  ani  can  be  listed 
under  3 headings: 

(1)  relieve  itching:  [Hydrolamins  produced  immediate  relief 
of  intractable  itching  in  98%  of  patients.  The  anti- 
pruritic effect  of  one  application  lasts  about  twenty-four 
hours.1! 

(2)  accelerate  healing,  [Hydrolamins  rapidly  and  com- 
pletely healed  reddened,  fissured,  macerated  and  ridged 
perianal  lesions  in  88%  of  cases.1] 

(3)  allow  natural  healing  without  trauma  due  to  physical, 
chemical,  allergic,  or  microbiologic  agents.”2  [The 
amino  acids  of  Hydrolamins  promote  safe,  natural  heal- 
ing while  the  ointment  protects  the  perianal  area  from 
irritation.1] 

Due  to  the  rapidity  of  action  of  Hydrolamins,  it  is  believed  that  protein-precipitating 
irritants,  responsible  for  the  pruritus,  are  neutralized.  Hydrolamins  also  forms  a 
biochemical  barrier  against  further  irritation. 

SUPPLIED:  In  1 oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company , Chicago  14,  Illinois 

1.  Bodkin,  L.G.,  and  Ferguson,  E.A.,  Jr.:  Successful  Ointment  Therapy  for  Pruritus  Ani,  Am.  J.  Digest.  Dis. 
18:59  (Feb.)  1951. 

2.  Fromer,  J.L.:  Dermatologic  Concepts  and  Management  of  Pruritus  Ani,  Am.  J.  Surg.90: 805  (Nov.)  1955. 
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0 Combination  Therapy  Approach  to 
faster. . . more  effective . . . more  prolonged 

V/iamoXcc 

RHINITIS.  .NASOPHARYNCITIS 
SINUSITIS. .NASAL  CONGESTION 

due  to  upper  respiratory  infections  and  allergies 


Medihaler-Phen 

MEASURED-DOSE  NASAL  N EBU  LIZATION 


Medihaler-Phen  is  sate.. .for 
children,  too.  Repeated  use 
does  not  lead  to  cardiac  or 
nervous  stimulation.  No  sys- 
temic effects  from  any  active 
ingredient.  Great  penetrability 
permits  small  dosage. 


Vest  pocket  size ...  unbreakable 
plastic  tip  easily  sterilized... 
economical . . .each  vialdelivers 
200  doses... does  not  lose  po- 
tency on  standing. 


Each  cc.  provides  phenylephrine  HC1  3.6  mg.,  neomycin  sul- 
fate 1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin  base),  and 
hydrocortisone  0.6  mg.,  in  10  cc.  leakproof,  spillproof  vials  with 
metered-dose  valve  and  sterilizable  plastic  nasal  adapter. 

• VASOCONSTRICTIVE 

• DECONG  ESTIVE 
•ANTI-IN  FLAM  MATO  RY 

• ANTIBACTERIAL 

Medihaler-Phen  is  self-powered,  measured -dose,  vaporized, 
tissue-compatible  medication  for  effective  relief  of  all  forms  of 
nasal  and  paranasal  congestion.  Ingredients  are  blended,  for 
the  first  time,  with  an  inert,  nontoxic  aerosol  propellent  and 
are  made  more  effective  with  a penetrating  surfactant.  Accu- 
rately-measured nebular  cloud  is  gentle  hut  penetrating,  avoid- 
ing haphazard  dosage  of  sprays,  inhalants,  and  nose  drops. 
Great  effectiveness... long  lasting... minimal  rebound... pene- 
trates "mucous  blanket.” 


FIRST 


1353 


HYPERTENSION 


i i 


ACTING  IN  CONCER  T”t 


to  treat 

the  hypertensive  patient 
as  a whole 


Unitensen-R  combines  cryptenamine 
and  reserpine  which  “act  in  concert” 
to  control  the  entire  syndrome  of 
essential  hypertension. 

Cryptenamine  dependably  lowers  blood 
pressure,  and  improves  cerebral  and 
renal  circulation.  It  also  increases 
cardiac  efficiency,  and  may  arrest  the 
progress  of  vascular  damage. 

Reserpine  raises  the  threshold  of 
emotional  response  and  stiflesj  % 
neurogenic  aggravation  of  the  disease. 

Given  together,  cryptenamine  and 
reserpine  produce  a far  better 
therapeutic  effect  than  when  given 
separately.  And  successful  therapy 
is  usually  maintained  with  dosages  well 
below  those  producing  side  effects. 

tCohen,  B.  M.;  Cross,  E.  B.,  and  Johnson  W.: 

Am.  Prac.  & Digest  Treat.  6:  1030,  1955. 


UNITENSEN- 

•T.M.,  Reg.  U.S.  Pat.  Oil. 


IRWIN,  NEISLER  & COMPANY 

DECATUR,  ILLINOIS 


Each  grey-coated  Unitensen-R 
tablet  contains: 

Cryptenamine 1.0  mg. 

(tannates) 

Reserpine 0.1  mg. 

Dosage:  1 tablet  t.i.d. 

For  prescription  economy, 
prescribe  in  50’s. 

To  serve  your  patients  today — 

call  your  pharmacist  for  any  addi- 
tional information  you  may  need  to 
help  you  prescribe  Unitensen-R. 

Bibliography.  Orgain.  E.  S Postgrad. 
Med.  17:318. 1955.  Finnerty,  F.  A. : Am.  J.  Med. 
17:  629,  1954  McCall.  M.  L.;  Sass,  0.  K.;  Wag- 
staff.  C.,  and  Cutler,  J.:  Obst.  & Gynec.  6:  297, 

1955.  Cohen.  B.  M. : New  York  State  J.  Med.  55 : 
653,  1955.  LaBarbera,  J.  F.:  Med.  Record  and 
Annals  50:  242, 1956.  Voskian,  J. ; Assali,  N.  S., 
and  Noll,  L:  Surg.,  Gynec.  & Obst.  102:  37, 

1956.  Crisp.  W.  E..  and  McCall,  M.  L:  Am.  Prac. 
& Digest  Treat  7:  620,  1956.  Finnerty,  F.  A.: 
Am.  J.  M.  Sc.  229:379,1955. 


Increasing  the  activity 


of  your  patients  with  coronary 


artery  disease 


THESODATE 


It  has  been  well-established  that  Thesodate  supplies  theobromine  in  a very 
well-tolerated  form  to  provide  long-lasting  vasodilation  and  to  increase 
cardiac  efficiency  so  that  the  patient  can  engage  in  greater  activity  without 
distress.  Because  of  the  special  enteric  coating,  Thesodate  tablets  may  be 
administered  with  no  gastric  side  effects. 


Supplied  as  Thesodate  tablets:  0.5  Gm.  (7Vi  gr.)  and 

0.25  Gm.  (3%  gr.)  in  bottles  of  100  and  500.  SamPles  and  literature  on  request. 


Also  supplied  as  Thesodate  with  Phenobarbital  tablets, 
in  three  dosage  strengths. 


Brewer  & Company,  Inc. 


For  essential  hypertension:  R-S-Thesodate  tablets  (Theo-  Worcester  8,  Massachusetts 

bromine  Sodium  Acetate,  0.5  Gm.,  plus  Rauwolfia  „ 

_ . Est.  1852 

Serpentina,  50  mg.) 


In  bottles  of  100  and  500. 


controls 

fluid 

flow 


WITH 
THE  NEW 


FLO-TROL  - 


now  exclusively  on  PLEXITRON* 

Expendable  Administration  Sets 

A simple,  one-hand  adjustment  permits  admin- 
istration of  blood  or  parenteral  solution  at 
exactly  the  prescribed  rate.  FLO-TROL  also  ad- 
justs to  completely  stop  flow  of  fluid.  Fool-proof, 
trouble-free  . . . and  a distinct  advantage  in 
parenteral  therapy. 


FOR  THE  PAST  QUARTER  CEN  TUR  Y - PI  O N E ER  I N G PARENTERALS 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso.  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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patients  with 

and  their  physicians 


Schering 


METICORTELONI 


benefit  with 

, 


for  patient 

rapid  relief  of  bronchospasm, 
dyspnea;  permits  effective  cough 
following  bronchodilating  action; 
vital  capacity  and  pulmonary 
function  improved... electrolyte  im- 
balance unlikely... hastens  rehabili- 
tation 


ML-/. 1976 


(PREDNISOLONE) 


for  physician 

facilitates  inhalational  and  other 
adjunctive  therapy;  far  smaller  dos- 
age than  with  oral  hydrocortisone 
...little  or  no  worry  about  edema, 
sodium  retention,  potassium  loss... 
patient  cooperation  assured 


buff-colored  tablets  of  1, 2.5  and  5 mg. 

METICORTELONE,®  brand  of  prednisolone. 


“555  (98 Vi°7o')  patients  tolerated  this 
ferrous  sulfate-amino  acid  complex 
(FERRONORD)  without  complaint.”1 


“Extraordinarily  well  tolerated”  in  120 
obstetrical  and  gynecological  patients.2 


Well  tolerated  even  in  patients  with 
peptic  ulcer  and  gastritis.3 


• serum  response  in  3 hours 

• clinical  response  in  days 

• between-meal  administration 
for  better  utilization 

FERRONORD  Dosage: 

average  adult  dosage : Initially,  2 tablets  twice  a day ; in  severe  cases,  2 tablets 
3 times  daily.  Maintenance,  1 to  2 tablets  daily, 
children’s  dosage : In  proportion. 

FERRONORD  Supplied: 

Bottles  of  100  tablets.  Each  tablet  supplies  40  mg.  of  ferrous  iron. 


1.  Frohman,  I.  P.;  Pomeranze,  J.;  Rummel,  W.;  Kircher,  R.  F.;  Clancy,  J.  B.;  Dwyer,  T.  A.;  Wagner,  H.; 
O’Brien,  T.  E.;  Curley,  R.  T.;  Jorgensen,  G.;  Onorato,  R.  R.;  Ira,  F.-#Lee,  Jr.,  J.  G.;  Gorla,  W.  O.;  White, 
R.  N.;  Gadek,  R.  J.;  Remy,  D.:  Scientific  Exhibit,  6th  International  Congress  of  Hematology,  Boston,  Mass., 
August,  1956. 

2.  Wagner,  H.:  Landarzt  32:496,  1955. 

3.  Jorgensen,  G.:  Arztl.  Wchnschr.  10: 82,  1955. 

ta-aminoacetic-ferrous  sulfate  complex,  exsiccated 


NORDMARK 


PHARMACEUTICAL  LABORATORIES,  INC.,  IRVINGTON,  N.  J. 


Suppliers  of  fine  chemicals  to  the  pharmaceutical  industry  for  more  than  a quarter  of  a century. 
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V.  - 

For  the  Asthmatic 


Medihaler  offers  virtually  instantaneous  relief  and  does 
so  with  little  effort  and  with  maximum  safety. 


Measured-Dose  True  Nebulization 
Delivers  a measured  dose  of  true  nebular  vapor... Dose 
is  always  the  same  regardless  of  strength  of  fingers  or 
amount  of  medication  in  bottle. 


Costs  the  Patient  Less 

Medihaler  Oral  Adapter  is  made  of  unbreakable  plastic 
...  no  moving  parts . . . and  200  applications  in  each  10  cc. 
bottle. 


Fast  Relief 


Medihaler-Epi® 

Riker  brand  of  epinephrine  U.S.P.  0.5%  solution  in  inert, 
nontoxic  aerosol  vehicle.  Each  ejection  delivers  0.125  mg. 
epinephrine.  In  10  cc.  vial  with  metered-dose  valve. 

Indicated  in  acute  or  recurring  bronchospasm.  Re- 
places injected  epinephrine  in  many  emergency  situations. 

Medihaler-lso® 

Riker  brand  of  isoproterenol  HC1  0.25%  solution  in 
inert,  nontoxic  aerosol  vehicle.  Each  ejection  delivers 
0.06  mg.  isoproterenol.  In  10  cc.  vial  with  metered-dose 
valve.  • Indicated  in  acute  or  recurring  bronchospasm. 

Note:  First  prescription  should  include  desired  medication  and 
Medihaler  Oral  Adapter,  supplied  with  pocket-sized 
plastic  container. 


The  Medihaler  principle 


is  also  available  in  Medihaler-Nitro™  (octyl  nitrite)  for  the  rapid  re- 
lief of  angina  pectoris ...  and  Medihaler-Phen™  (phenylephrine-hydro- 
cortisone-neomycin)  for  lasting,  effective  relief  of  nasal  congestion. 
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Wwrv'1'' 


wrman 

Detroit  11,  Michigan 


Supplied:  Boxes  of  ten  1.3  cc.  ampuls 


for  the  aged  with 
herpes  zoster 

...  to  promote  prompt  recovery 
and  greater  freedom  from 
postherpetic  neuralgia. 


Blood  pressure  in 
obese  hypertensives 
frequently  drops 
with  weight  loss1 


!n  o \ 


260 


240 


SERIALNC 

7ise4  ! 

250 


And  when  an  appetite-curbing  agent  is  necessary  to 
help  bring  about  weight  loss  in  obese  hypertensives, 
many  physicians  prefer  'Dexedrine’  because  it  has 
little  or  no  pressor  effect  in  the  usual  dosages.2 


Dexedrine* 


220 

200 

180 


230 

210 

190 

170 


dextroamphetamine  sulfate,  S.K.F. 

tablets  • elixir 
Spaii sale*  sustained  release  capsules 

1.  Ferguson,  H.E.:  Virginia  M.  Monthly  76:222 

2.  Roberts,  E.:  Am.  Pract.  & Dig.  Treat.  .5:608 
*T.M.  Reg.  U.S.  Pat.  Off. 


120 


BREWER  was  first 
to  make  it  twice-as-easy 
for  your  patient 


A 


the  First,  Smallest,  Most  Preferred  One 
Gram  Enteric  Coated  Ammonium  Chloride 
Tablet  . . . easy-to-swallow  . . . provides 
freedom  from  gastric  irritation  ...  15  gr., 
instead  of  7*4  gr.,  reducing  the  number  of 
tablets  to  he  taken  daily  by  half  . . . 

Prescribe  AMCHLOR  by  Brewer 

for  Cardiac  Edema:  Used  alone  (4  to  12 
AMCHLOR: S'  daily)  . . . or  to  potentiate 
mercurial  diuretics  (2  to  6 
AMCHLORS  daily). 

Prescribe  AMCHLOR  by  Brewer 

for  Pre-menstrual  Tension.  Stilbestrol 
Nausea.  Menieres  Syndrome 


recognized  by  its  unique 
mottled  green  enteric  coating 
. . . supplied  in  bottles  of 
100  and  500 


WORCESTER  8,  MASSACHUSETTS,  U.S.A. 


Literature  and  samples  will 
he  mailed  to  you  immediately 
on  request 
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designed 


with 


lower  corticoid 


the  original  tranquilizer-corticoid 


Htaraxoid 


* 


prednisolone  and  hydroxyzine 


provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications' 


Ataraxoid  now  written  as 


and  now 

available  as  NEW 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


and  NEW 


Htaraxoid  in 


1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 


advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


1.  Personal  communications 


•Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


Prednisolone  - Hydroxyzine 
Combination  [ATARAXOID] 
in  Rheumatoid  Arthritis 


(excerpted  from  J.  M.  Soc.  New  Jersey  54:7,  1957) 
Peter  J.  Warter,  M.D.,  Trenton 

Dr.  Warter  concludes:  ‘‘‘‘The  effect  of  prednisolone  on 
rheumatoid  arthritis  is  enhanced  by  hydroxyzine,  in 
many  instances  permitting  a substantial  reduction  in  the 
dosage  of  steroid  ...  of  25  to  50  per  cent.” 


* #•  * 

The  intimate  correlation  between  anxiety  states 
and  rheumatoid  exacerbations  suggests  that  an 
ataractic  agent  might  potentiate  the  action  of 
steroids,  or  provide  effective  therapy  for  the 
emotional  components  of  rheumatoid  arthritis. 
. . . Accordingly,  a study  was  developed  to  test 
the  idea  that  combined  steroid-ataraxic  therapy 
[Ataraxoid]  might  be  superior  to  therapy  with 
steroids  alone. 

■}.-  w -X- 

MATERIALS  AND  METHODS 

A total  of  6 men  and  15  women  were  available 
for  study.  All  but  one  had  received  steroids  pre- 
viously for  rheumatoid  arthritis.  . . . All  patients 
were  started  on  a dosage  of  prednisolone  equiva- 
lent to  the  amount  of  steroid  they  had  formerly 
received:  in  most  cases  this  was  15  or  20  milli- 
grams of  prednisolone  daily,  in  divided  doses.  In 
addition,  all  patients  received  hydroxyzine  [as 
Ataraxoid]  ^ # # 

RESULTS 

Of  the  21  patients  who  completed  the  trial,  it 
was  possible  in  12  to  reduce  the  daily  dosage  of 
prednisolone  when  hydroxyzine  was  given  con- 
currently. Two  patients  who  had  been  receiving 
15  milligrams  of  prednisolone  were  maintained  on 
5 milligrams  when  the  steroid  was  supplemented 
by  10  milligrams  of  hydroxyzine.  In  eight  others 
who  had  been  receiving  10  to  15  milligrams  of 
prednisolone,  it  was  possible  to  reduce  the  steroid 
dosage  by  5 or  7.5  milligrams.  . . . Substantial 
clinical  improvement  was  observed  among  most  of 
the  patients  during  this  study,  even  among  eight  of 
those  receiving  reduced  amounts  of  steroid.  The 
table  indicates  the  clinical  status  of  the  patients  at 
the  beginning  of  the  study,  and  their  evaluation 
after  the  period  of  therapy. 

* * * 


STATUS  on  ataraxoid 


Previous  Response 

Steroid 

Clinical 

Patients 

Status 

Dose 

Response 

1 

Poor 

R 

Imp. 

11 

Fair 

7-R 

7-Imp. 

4-M 

1-Worse 

3-N.C. 

9 

Good 

4-R 

6-Imp. 

5-M 

3-N.C. 

R:  Dose  reduced  / M:  Dose  maintained  / Imp.:  Clinically  improved/ 
N.C.:  No  clinical  change. 


Three  had  not  been  treated  with  steroids  prior  to  this 
study.  In  four  patients  in  the  "Imp.”  group,  the  improve- 
ment was  subjective  or  emotional  only. 

# if 

In  general,  the  incidence  and  severity  of  ad- 
verse effects  was  lower  on  prednisolone-hydroxy- 
zine therapy  than  on  steroid  therapy  alone.  . . . 
Therapy  was  discontinued  in  two  patients  because 
of  side  effects.  In  both  these  cases  moderately  large 
doses  of  steroids  were  involved. 

* * * 

SUMMARY 

1.  Ataraxoid  (a  combination  of  prednisolone 
and  hydroxyzine)  was  used  in  the  management  of 
rheumatoid  arthritis  in  patients  whose  response 
to  steroids  was  well-known. 

2.  Using  this  combination  it  was  possible  to 
reduce  substantially  the  maintenance  dosage  of 
prednisolone  in  12  of  21  patients  without  sacri- 
ficing therapeutic  effect  in  any  case  and  with  con- 
tinued improvement  in  most  of  the  patients. 

3.  Clinical  improvement,  reduction  of  steroid 
dosage,  or  both,  was  achieved  in  18  of  the  21 
patients,  and  steroid  side  effects  were  generally 
diminished  in  intensity. 

4.  Therapy  produced  a tranquilizing  effect  in 
most  patients  that  was  not  accompanied  by  drow- 
siness. In  addition  it  was  possible  in  many  cases 
for  the  first  time  to  gain  the  active  cooperation  of 
patients  in  the  management  of  their  disease. 


This  condensation  has  been  prepared  by  the  Medical  Department  of  Pfizer  Laboratories  as  a service 

to  the  Medical  Profession. 


Advertisement 
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FOR  PEAK 

THERAPEUTIC 

PERFORMANCE 


Potentiated  Mephenesin^ 

For  relief  of  low  back  pain  and  other  arthritic  pain, 
for  release  of  tension  accompanying  pain. 


Relieves  pain 
Soothes  tension 
Relaxes  muscle  spasm 

Each  EXPASMUS  tablet  contains: 
Dibenzyl  succinate  125  mg.,  mephen- 
esin  250  mg.,  salicylamide  lOO  mg. 


Mephenesin  physiologically  potensi- 
fied  with  a smooth  muscle  relaxant 
and  analgesic  . . . dibenzyl  succinate 

Dosage:  2 to  3 tablets  3 times  daily  to 
12  tablets  daily. 

Supplied:  Bottles  of  lOO's  tablets 
Request  reprints  and  samples. 

Martin  H.  Smith  Co.  131  East  23rd  St.,  New  York  10,  New  York 
Manufacturers  of  ethical  products  for  over  half  a century 


“I  invited  the  doctor  to  dinner.  He  wants  to  get  to  the  root  of  my  stomach  disorders!’ 
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in  urinary  tract 
infections  of  pregnancy 
delay  is  dangerous... 


“Approximately  one-half  of  the  patients  have 
some  permanent  damage  to  the  urinary  tract.”1 


FU  RADANT 


ROFURANTOIF 


ooo 


FOR  RAPID  ERADICATION  OF  INFECTION 


Specific  for  genitourinary  tract  infections 
• rapid  bactericidal  action  against  a wide 
range  of  gram-positive  and  gram-nega- 
tive pathogens  and  organisms  resistant  to 
other  agents  • negligible  development  of 
bacterial  resistance  • excellent  tolerance 
— nontoxic  to  kidneys,  liver  and  blood- 
forming  organs  • safe  for  use  in  preg- 
nancy2-3 


AVERAGE  FURADANTIN  DOSAGE:  100  mg. 
q.i.d.  with  food  or  milk.  Continue  treat- 
ment for  3 days  after  urine  becomes  sterile. 

supplied:  Tablets,  50  and  100  mg. 

Oral  Suspension  (25  mg.  per  5 cc.  tsp.). 

REFERENCES:  1 . Rives,  H.  F.:  Texas  J.  M.  52:224,  1956. 
2.  Diggs,  E.  S.;  Prevost,  E.  C.,  and  Valderas,  J.  G.:  Am. 
J.  Obst.  71:399,  1956.  3.  MacLeod,  P.  F.,  et  al . : Inter- 
net. Rec.  Med.  169:561,  1956. 


NITROFURANS 


a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas:  Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 


COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY,  CONN. 


©Copyright  1956  Spirt  & Co. 


HORLICKS 

CORPORATION 

Pharmaceutical  Division 
RACINE,  WISCONSIN 


Nulacin 

A recent  clinical  study*  of  46  ambulatory  non- 
hospital patients  treated  with  Nulacin f and 
followed  up  to  15  months  describes  the  value  of 
ambulatory  continuous  drip  therapy  by  this 
method.  Total  relief  of  symptoms  was  afforded 
to  44  of  46  patients  with  duodenal  ulcer,  gastric 
ulcer  and  hypertrophic  gastritis. 

The  delicately  flavored  tablets  dissolve 
slowly  in  the  mouth  (not  to  be  chewed  or  swal- 
lowed). They  are  not  noticeable  and  do  not 
interfere  with  speech. 

Nulacin  tablets  are  supplied  in  tubes  of  25 
at  all  pharmacies.  Physicians  are  invited  to 
send  for  reprints  and  clinical  sample. 

*Steigmann,  F.,  and  Goldberg,  E.:  Ambulatory  Continuous  Drip 
Method  in  the  Treatment  of  Peptic  Ulcer,  Am.  J.  Digest. 
Dis.  22: 67  (Mar.)  1955. 

|Mg  trisilicate  3.5  gr.;  Ca  carbonate  2.0  gr.;  Mg  oxide  2.0  gr.; 

Mg  carbonate  0.5  gr. 
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ASCORBIC  ACID  (50  mg.) 
ANTACID  (0.2  Gm.) 


Proper  formula  for  treating  “Rheumatism*' 


patients 


Multiple  Compressed  Tablets 

TEMPOGEN 


With  TEMPOGEN,  many  patients  obtain  adequate 
relief  from  immobilizing  “rheumatic”  pain  with 
lower  hormone  dosages  than  are  ordinarily 
required,  because  of  the  enhanced  antirheumatic 
effect  provided  by  the  prednisolone-salicylate 
combination.  In  addition,  the  likelihood  of  the 
occurrence  of  gastric  distress  or  adrenal  ascor- 
bic acid  depletion  is  minimized. 

INDICATIONS:  Early  rheumatoid  arthritis,  rheu- 
matoid spondylitis,  osteoarthritis,  Still’s  disease, 
psoriatic  arthritis,  bursitis,  synovitis,  tenosynovi- 
tis, myositis,  fibrositis,  and  neuritis. 

Supplied:  TEMPOGEN®  and  TEMPOGEN®  Forte— in  bottles  of  100  Multiple  Com- 
pressed Tablets.  (TEMPOGEN  Forte  provides  2 mg.  ot  prednisolone.)  TEMPOGEN 
and  TEMPOGEN  Forte  are  trademarks  of  Merck  & Co.,  Inc. 

*present  as  60  mg.  sodium  ascorbate 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC.  PHILADELPHIA  I,  PA. 
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E L I 


Available  at  pharmacies 
everywhere. 


TES-TAPE 

(Urine  Sugar  Analysis  Paper,  Lilly) 

tear  • moisten  • compare 


'Tes-Tape’  is  both  qualitative  and  quanti- 
tative. Its  selective  action  prevents  false 
positive  reactions;  assures  clinical  accuracy. 
Patients  also  welcome  the  convenience,  sim- 
plicity, and  accuracy  of  'Tes-Tape.’ 

The  handy  plastic  dispenser  allows  you  to 
carry  'Tes-Tape’  in  your  house-call  bag  for 
on-the-spot  determinations. 


if 


* * 


LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Doctors  and  Public  Service 


A bulletin1  recently  received  relating  to  doc- 
tors in  public  service  is  of  exceptional  in- 
terest. It  is  the  result  of  a study  by  the 
librarian  of  the  A.M.A.  Washington  Office 
of  the  public  service  of  physicians.  On 
August  2,  1776,  Drs.  Josiah  Bartlett,  Lyman 
Hall,  Benjamin  Rush,  Matthew  Thornton, 
and  Oliver  Wolcott  signed  the  Declaration  of 
Independence.  At  the  time,  says  the  report, 
all  except  Oliver  Wolcott  “were  in  active 
practice . . . ; while  trained  in  medicine,  he 
had  given  it  up  for  law.” 

Dr.  Bartlett  had  been  one  of  four  physician 
members  of  the  Second  Continental  Congress 
in  1775.  The  next  year  the  Colonies  sent 
eight  doctors  to  the  deliberations.  In  the 
critical  years  of  1783-1784,  there  were  11 
doctors  in  the  young  congresses  that 
struggled  to  keep  the  states  united.  It  is  a 
tribute  to  the  versatility  of  the  profession 
that  in  the  one  hundred  and  eighty-one  years 
since  1775  doctors  have  sat  in  every  Congress. 

Here  are  some  statistics  on  the  doctors’ 
participation : 

Total  Representation. — Six  physicians  now 
are  members  of  the  House  of  Representatives 
of  the  85th  Congress  that  convened  in 
January,  making  a total  of  359  physicians 
who  have  served  in  American  Congresses 
since  1775,  including  35  Senators.  Of  the 
359,  11  practiced  another  profession,  gen- 
erally law,  as  well  as  medicine,  33  were  not 
active  in  practice  when  elected,  and  18  had 
graduated  in  medicine  but  never  practiced. 

By  Parties. — A total  of  165  physicians  were 
Democrats.  Other  party  representation  in- 
cluded Republicans  67,  Whigs  30,  Federal- 
ists 17,  Jacksonian  Democrats  six,  American 
Party  five,  National  Republicans  two,  In- 
dependents two,  and  one  each  from  six  other 
minor  parties.  There  is  no  record  of  party 

1 Special  Report  84-30,  Washington  Office,  A.M.A.,  Dec. 
21,  1956. 


affiliation  for  32  doctors  in  Congress,  and 
party  labels  were  not  attached  to  the  27 
who  sat  in  the  Continental  Congress  between 
1775  and  1788. 

By  States. — The  large  states  that  were 
members  of  the  original  13  Colonies  naturally 
have  supplied  the  most  doctors  to  Congress. 
Leading  the  list  is  Pennsylvania  with  52. 
Next  are  New  York  with  48  and  New  Jersey 
with  30. 

In  the  years  leading  up  to  the  Civil  War 
the  profession  was  well  represented  in  Con- 
gress by  seven  to  15  members  in  the  House  or 
Senate.  During  the  Civil  War,  although  a 
high  percentage  of  the  doctors  were  with  the 
armies,  between  five  and  seven  usually  were 
seated  in  Washington. 

A few  New  York  physicians  had  other 
interests  besides  political  ones  according  to 
the  report  : 

Samuel  L.  Mitchill,  of  New  York,  served  as 
Representative  or  Senator  from  1800  to  1813. 
He  was  editor  of  the  Medical  Repository  and 
Professor  of  Natural  History  and  Botany 
and  Materia  Medica  at  the  New  York  College 
of  Physicians  and  Surgeons. 

Westel  Willoughby,  Jr.,  of  New  York,  was 
State  judge,  member  of  the  State  Assembly, 
and  president  of  Western  New  York  College 
of  Physicians  and  Surgeons.  He  was  an 
Army  surgeon  (1812)  before  election  to  U.  S. 
House  of  Representatives.  He  founded  the 
town  of  Willoughby,  Ohio,  and  Willoughby 
College  (now  part  of  Syracuse  University). 

Royal  S.  Copeland,  of  New  York,  perhaps 
best  known  of  the  modern  physician-senators, 
entered  political  life  as  mayor  of  Ann  Arbor, 
Michigan  (1901-1903)  and,  on  moving  to 
New  York  City,  served  as  public  health 
commissioner  for  five  years.  He  was  elected 
to  the  Senate  in  1922  and  served  until  his 
death  in  1938. 

The  report  also  shows  that  among  359 
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doctors  who  have  served  in  the  Congress 
many  were  active  in  state  and  local  politics 
and  government  as  well  as  on  the  national 
scene.  They  were  “sheriffs,  judges,  state 
legislators,  state  and  national  committee- 
men ...  at  least  13  of  these  men  also  became 
state  or  territorial  governors  at  one  time  or 
another.” 

When  the  country  was  young  and  bursting 
at  its  seams,  doctors,  like  others,  moved  from 
one  profession  or  business  to  another  rather 
freely — medicine  to  law  to  agriculture,  then 
perhaps  back  to  medicine.  But  among 
doctors  in  national  politics,  the  most  popular 
transition  was  from  medicine  to  military 
duty  as  line  officers,  then  back  again  to 
medicine.  This  tendency  was  pronounced 
during  the  Revolutionary  War,  continued 
through  the  War  of  1812,  and  was  not  un- 
usual in  the  Civil  War,  even  though  by  that 
time  there  was  a national  awareness  of  the 
great  value  of  military  surgeons. 

It  is  not  unusual  that  two  physicians  who 
served  in  Congress  also  were  selected  as 


Secretary  of  War.  One  was  Henry  Dear- 
born of  Massachusetts,  line  officer  in  the 
Revolutionary  War,  Secretary  of  War  for 
eight  years  under  Washington,  member  of 
Congress,  then  senior  major  general  in 
command  of  troops  in  the  War  of  1812.  An 
earlier  Secretary  of  War  for  Washington  was 
James  McHenry  of  Maryland,  whose  Revolu- 
tionary War  record  shows  him  as  surgeon, 
secretary  to  Washington,  and  member  of 
Lafayette’s  staff.  He  had  sat  in  the 
Continental  Congress. 

John  Archer  of  Maryland  received  the 
first  medical  degree  issued  in  America. 

While  these  excerpts  from  the  report  do  not 
by  any  means  cover  all  of  the  physicians 
mentioned  in  their  various  capacities,  they 
do  serve  to  call  attention  to  the  wide  fields  of 
interest  of  many  of  them  from  this  and 
neighboring  areas.  We  hope  that  the  in- 
spiring example  set  by  these  and  many  other 
doctors  of  medicine  throughout  the  nation 
may  stimulate  others  to  follow  in  their  foot- 
steps. 


Editorial  Comment 


Medical  Ethics.  Subject  of  greatest 
interest  at  Seattle  meeting  of  the  American 
Medical  Association  was  the  proposed,  ten- 
section  revision  of  the  Principles  of  Medical 
Ethics  originally  submitted  at  the  June, 
1956,  annual  meeting  in  Chicago,  where  final 
action  was  deferred  until  the  Seattle  session. 
The  proposed  short  version  of  the  Principles 
was  resubmitted  with  some  changes  based 
on  suggestions  received  since  last  June  by  the 
A.M.A.  Council  on  Constitution  and  By- 
Laws.  The  House  of  Delegates,  however, 
decided  to  refer  the  matter  back  to  the 
Council  on  Constitution  and  By-Laws  for 
further  study  and  consideration. 1 The  refer- 
ence committee  report  adopted  by  the  House 
included  the  following  statements: 

1 Report,  American  Medical  Association,  Dec.  4,  1956. 


Careful  consideration  was  given  to  the  Pre- 
amble and  the  ten  sections  of  the  proposed 
Principles.  The  Preamble  and  seven  of  the 
ten  sections  appear  to  be  acceptable  in  their 
present  form. 

Section  6 and  7 were  not  acceptable  as  pre- 
sented either  to  the  group  which  appeared  at 
the  hearing  or  to  your  reference  committee. 

Out  of  the  general  discussion  the  reference 
committee  received  the  crystallized  opinion 
that  at  least  four  areas  needed  more  specific 
attention  in  Sections  6 and  7.  These  are  (1) 
division  of  fees;  (2)  the  dispensing  of  drugs 
and  appliances;  (3)  the  corporate  practice  of 
medicine;  (4)  greater  emphasis  concerning  the 
relationship  between  physician  and  patients. 

In  addition,  the  reference  committee  felt 
that  the  wording  in  Section  10  could  be  im- 
proved if  amended  to  read  as  follows:  “The 
responsibilities  of  the  physician  extend  not 
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only  to  the  individual  but  also  to  society  and 
deserve  his  interest  and  participation  in  activi- 
ties which  have  as  their  objective  the  improve- 
ment of  the  health  and  welfare  of  the  individual 
and  the  community.” 

In  view  of  the  above  your  reference  com- 
mittee believes  that  the  proposed  Principles  of 
Medical  Ethics  should  be  referred  back  to  the 
Council  on  Constitution  and  By-Laws  for  further 
study  and  consideration  of  the  above  stated 
principles. 

In  the  short  space  of  time  at  our  disposal 
and  in  view  of  the  importance  of  the  subject, 
your  reference  committee  did  not  deem  it  wise 
to  attempt  to  properly  phrase  these  concepts. 

We  would  also  recommend  that  if  possible 
this  study  be  completed  at  least  six  weeks  prior 


to  the  June  session  and  that  the  new  version 
be  published  in  the  Journal  of  the  American 
Medical  Association  in  order  that  all  interested 
physicians  might  have  an  opportunity  to  com- 
ment thereon. 

We  publish  the  above  in  the  hope  that 
our  membership  may  be  alerted  to  study  the 
full  report  on  this  important  subject  when 
it  appears  in  the  J.A.M.A.  This  is  also  a 
reminder  that  in  1957  the  A.M.A.  will  meet 
in  New  York  City  from  June  3 to  7.  It  is 
hoped  that  as  many  of  our  members  as  possi- 
ble will  attend  and  sit  in  on  the  hearings  be- 
fore the  reference  committee  where  the 
Principles  of  Medical  Ethics  will  be  further 
discussed. 


MEDICAL  ALERT 


Steven  Craig  Damman  missing  from  East  Meadow,  New  York,  since  October  31,  1955,  will  be 
five  years  old  on  December  15,  1957.  Believing  the  boy  to  be  alive  and  that  he  may  soon  be  en- 
rolled in  school  for  which  he  may  be  brought  to  a physician  for  vaccination,  inoculation,  or  physical 
examination  in  connection  thereto,  the  cooperation  of  all  practicing  physicians  is  solicited.  We  are 
of  the  opinion  that  any  of  the  following  characteristics  noted,  coupled  with  two  or  more  of 
such  of  the  physical  peculiarities  set  forth,  might  very  well  serve  as  a good  lead  for  further  identifi- 
cation of  this  boy: 

Medical  Description 

1.  May  6,  1953,  examination  revealed  the 
lower  pole  of  the  right  kidney  to  be  pal- 
pable and  was  felt  1 l/i  to  the  right  of  the 
umbilicus. 

2.  January  30,  1954,  x-ray  revealed  oblique 
fracture  of  left  humerus  demonstrated 
between  the  middle  and  distal  thirds. 
Subsequent  x-rays  revealed  good  evi- 
dence of  healing  with  no  change  in  posi- 
tion. 

3.  May  18,  1953,  treated  for  laceration  of  chin. 
Three  sutures  were  required.  Wound 
healed  well. 

4.  September  9,  1955,  examination  revealed 
the  right  ear  drum  ruptured  and  purulent 
drainage  issued 

The  above  information  is  based  upon  his  age  at  the  time  of  his  disappearance. 

If  you  have  information  regarding  the  above,  please  contact,  wire  collect,  Stuyvesant  A Pin- 
ned, Chief  of  Detectives,  Police  Department,  County  of  Nassau.  Mineola,  New  York. 


Physical  Description 

1.  Sex — Male 

2.  Race — Caucasian 

3.  Age— DOB  12/15/52 

4.  Height — 38  inches 

5.  Weight — 32  pounds 

6.  Hair — Blonde 

7.  Eyes — Blue 

8.  Complexion — Fair 

9.  Defects — Large  freckle  on  right  calf, 

approximately  V<  inch  in  diameter;  feet 
turned  out — had  difficulty  in  walking 
properly. 

10.  Blood — Father  “A,”  positive;  Mother 
“O,”  positive. 
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Metamucil  stimulates  normal 
peristalsis  and  produces  soft,  easy  stools. 
"Smoothage”  management  with 
Metamucil  may  be  continued  indefinitely, 
without  the  use  of  irritant  laxatives, 
in  every  type  of  constipation. 


METAMUCIL 

psyllium  hydrophilic  mucilloid  with  dextrose 
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you  can  vary  diuretic  rate 
to  meet  the  needs  of  each 
cardiac  patient 


YOUR  PATIENT  NEEDS  AN  ORGANOMERCURIAL 


Diuresis  produced  by  “therapeutic”  acidosis  is  limited  by  fixed-dosage,  once-a-day 
schedules,  or  every-other-day  administration,  to  avoid  refractoriness. 

Dosage  of  the  organomercurial  diuretics  need  not  be  limited  for  these  reasons,  and 
may  be  varied  to  meet  the  changing  needs  of  each  patient. 


TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  tn.i  mo.  op  1-cNi.oitoMHCuiti-t-MKTMexT.MOPYLUiieA 


a standard  for  initial  control  of  severe  failure 

MERCU HYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 

Mill 
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PROBLEMS  IN  REHABILITATION 
OF  THE  HEMIPLEGIC  PATIENT* 

DEPARTMENT  OF  PHYSICAL  MEDICINE  AND  REHABILITATION 
NEW  YORK  MEDICAL  COLLEGE-METROPOLITAN  MEDICAL  CENTER 

jerome  s.  tobis,  m.d.,  Director 


Introduction 


Cerebral  vascular  disease  is  the  third  most  common  cause  of  death  in  the  United 
States,  preceded  only  by  cardiovascular  disease  and  malignancy.  It  has  been  esti- 
mated that  there  are  over  one  million  Americans  who  have  suffered  the  sequelae  of 
a “stroke.”  Hemiplegia  is  one  of  the  most  common  disabilities  in  any  chronic  dis- 
ease hospital.  Close  to  50  per  cent  of  the  patients  on  the  Rehabilitation  Sendee  at 
Bird  S.  Coler  Hospital  have  hemiplegia. 

This  discussion  has  not  attempted  to  cover  the  entire  subject  of  rehabilitation 
care  of  the  hemiplegic.  Instead,  several  discrete  problems  frequently  encountered 
in  the  patient’s  care  have  been  chosen,  including  the  complaint  of  shoulder  pain, 
contracture  of  the  knee,  orthopedic  surgical  care,  sensory  disturbances,  and  psycho- 
logic considerations  in  the  brain-damaged  patient. 


Posthemiplegic  Shoulder  Pain 

JEROME  S.  TOBIS,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Physical  Medicine  and  Rehabilitation,  New  York  Medical  College-Metropolitan 


Medical 


In  patients  with  hemiplegia  persistent  pain  of 
the  paralytic  shoulder  and  arm  is  a frequent 
complaint.  The  purpose  of  this  report  is  to  call 
attention  to  a common  cause  of  this  pain. 

* This  series  of  five  articles  is  a summary  of  a panel  discus- 
sion on  the  subject  of  “Rehabilitation  of  the  Hemiplegic 
Patient,”  presented  at  the  150th  Annual  Meeting  of  the  Med- 
ical Society  of  the  State  of  New  York,  New  York  City,  Sec- 
tion on  Physical  Medicine.  May  9,  1956. 


Center) 


Hemiplegic  shoulder  pain  is  usually  seen  in 
paralysis  of  the  upper  extremity  with  only  distal 
spasticity.  The  pain  either  may  be  limited  to 
the  shoulder  area  or  radiate  down  to  the  hand. 
The  hand  is  frequently  edematous  from  immobili- 
zation and  dependency.  The  normal  curve  of 
the  shoulder  is  modified.  Digital  pressure  over 
the  shoulder  joint  produces  marked  localized 
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Fig.  1.  Left  hemiplegia  with  subluxation  of  the  left 
shoulder  joint. 


tenderness,  and  passive  motion  is  very  painful. 

A review  of  the  literature  reveals  that  hemiple- 
gic shoulder  pain  has  been  diversely  interpreted 
as  being  due  to  (1)  thalamic  origin,  (2)  disuse, 
(3)  shoulder-hand  syndrome,  or  (4)  trophic 
changes.  Textbooks  on  orthopedics1  and  muscu- 
loskeletal diseases2  omit  any  mention  of  the  phe- 
nomenon. Bing  and  Haymaker3  state  that 
“Patients  with  hemiplegia  often  complain  of 
pains  over  the  affected  side,  particularly  in  the 


shoulder;  these  are  due  in  part  to  trophic 
changes  and  in  part  to  alterations  incident  to 
disuse.  . .In  a few  patients  with  hemiplegia,  the 
pains  are  thalamic  in  origin.”! 

Since  Steinbrocker6  first  described  a shoulder- 
hand  syndrome,  the  pain  associated  with  hemi- 
plegia has  been  interpreted  as  part  of  this 
picture.  Steinbrocker  states:  “From  a brief 

survey  of  the  literature  on  hemiplegia  for  symp- 
toms characterizing  reflex  dystrophy,  it  is 
apparent  that  many  of  the  features  which  are 
typical  of  this  complication  have  been  observed 
in  the  paretic  limbs  of  some  hemiplegics.  The 
changes  recorded  include  particularly  swelling, 
changes  in  skin  temperature,  vasomotor  disturb- 
ances, and,  in  rare  instances,  trophic  changes. 
Arthritic  changes,  especially  in  the  shoulder, 
have  also  been  noted  as  an  interpretation  of  the 
unusual  stiffness  and  limited  mobility  which  may 
develop.  Yet  in  none  of  the  reports  of  these 
observations  have  they  been  recognized  as  a form 
of  reflex  dystrophy.  The  only  reference  to  this 
point  in  the  literature  to  our  knowledge  are  state- 
ments b_y  de  Takats  and  Evans  that  causalgic 
states  maj'  follow  cerebral  lesions.  De  Takats 

t In  a textbook  edited  by  Bierman4  the  following  statement 
appears  as  the  legend  to  an  illustration:  “Sling  suspension 

useful  in  preventing  subluxation  of  the  glenohumeral  joint 
and  frozen  shoulder.  This  device  is  useful  in  both  central 
and  peripheral  neuropathies,  especially  in  hemiplegia.” 


Fig.  2.  X-rays  of  shoulders  of  a hemiplegic  patient  with  subluxation  of  the  paralyzed  extremity  (on  left)  as  com- 


pared with  the  normal. 
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Fig.  3.  Electromyographic  studies  of  the  deltoid 
muscle  of  the  paralyzed  upper  extremity  showing  no 
evidence  of  fibrillation.  Upper  graph  represents  60- 
cycle  sine  wave. 

mentions  one  case  of  cerebral  thrombosis,  and 
Evans  lists  one  of  a thalamic  syndrome,  each  of 
which  was  followed  by  reflex  dystrophy.” 

Russek6  informs  us  that  “The  term  ‘shoulder- 
hand  syndrome’  has  been  given  to  a painful  dis- 
ability of  the  shoulder  or  hand  or  both,  which  is 
seen  as  a complication  of  myocardial  infarction, 
hemiplegia,  protruded  cervical  intervertebral 
disk,  or  cervical  osteoarthritis.”  Bayes  and 
Trias,7  discussing  the  shoulder  pain  of  hemiplegia, 
ascribe  its  etiology  to  the  shoulder-hand  syn- 
drome. 


In  our  experience  the  most  common  cause  of 
shoulder  pain  in  hemiplegics  is  a downward  sub- 
luxation of  the  shoulder  joint  due  to  weakness  of 
its  muscular  support.  This  subluxation  results  in 
distention  of  the  joint  capsule  and  overstretching 
of  the  muscular  joint  cuff. 

The  clinical  picture  in  these  hemiplegic  patients 
is  as  follows: 

1.  All  patients  have  complete  or  almost  com- 
plete paralysis  of  the  shoulder  musculature. 

2.  The  shoulder  musculature  is  flaccid  and 
atrophic. 

3.  The  normal  curve  of  the  shoulder  is  modi- 
fied by  a flattening  and  indentation  (Fig.  1). 

4.  The  hand  and  forearm  are  edematous. 

5.  There  is  pain  of  the  shoulder  at  rest  with 
increased  pain  on  passive  motion. 

6.  A separation  of  1 or  more  cm.  is  seen  and 
palpated  between  the  glenoid  process  and  the 
head  of  the  humerus. 

7.  There  is  marked  tenderness  on  local  pres- 
sure over  the  shoulder  joint. 

8.  The  pain  is  relieved  by  restoring  the  nor- 
mal anatomic  position  of  the  shoulder  joint. 

Radiographic  studies  confirm  the  clinical 
diagnosis  of  a subluxation  of  the  shoulder  joint 
(Fig.  2).  Electromyographic  studies  have  re- 
vealed electrical  silence  in  the  shoulder  muscula- 
ture at  rest  (Fig.  3).  Percussion  of  the  biceps 
tendon  elicits  no  evidence  of  spasticity  (Fig.  4). 

It  is  proposed  that  the  etiology  of  the  pain  in 
these  cases  is  the  stretching  of  the  shoulder  cap- 
sule due  to  the  pull  of  gravity  on  a severely  para- 
lyzed shoulder  musculature.  It  is  our  belief 
that  the  weight  of  the  arm  is  sufficient  to  stretch 
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the  capsule  when  the  patient  is  in  a sitting  posi- 
tion. The  capsular  stretch  leads  to  subluxation 
and  overstretching  of  muscles  surrounding  the 
shoulder.  The  overstretching  of  the  capsule  and 
muscle  results  in  the  severe  pain  which  many 
hemiplegics  experience.  To  protect  themselves 
the  patients  maintain  the  arm  in  adduction. 
Dependency  position  and  adduction  will  readily 
lead  to  edema.  Edema  formation  is  facilitated 
by  circulatory  changes  in  the  hemiplegic  extrem- 
ities as  first  described  by  Weiss  and  Ellis.8 
Edema  and  so-called  trophic  changes  occur  in 
hemiplegia  with  or  without  shoulder  pain. 

Therapy  consists  of  adequate  support  of  the 
shoulder  joint  b}'  means  of  a sling  and  proper 
posturing  at  night.  This  counteracts  the  pull  of 
gravity  and  results  in  rapid  relief  of  pain.  In 
addition,  passive  motion  of  the  shoulder  should 
be  carried  out  daily  in  order  to  prevent  adduc- 
tion contracture.  Attempts  have  been  made  to 
employ  tetanizing  stimulation  to  the  involved 
shoulder  muscles  in  the  hope  that  it  will  result 
in  increased  muscle  bulk.  To  date  this  has  not 
proved  successful.  Undoubtedly  shoulder  pain 
in  hemiplegics  occurs  for  many  reasons,  e.g., 


arthritis,  bursitis,  or  on  the  basis  of  a thalamic 
syndrome.  The  most  frequent  cause,  however, 
appears  to  be  downward  subluxation. 


Summary 

1.  A common  type  of  shoulder  pain  seen  in 
patients  with  hemiplegia  is  described. 

2.  It  is  proposed  that  thecauseof  this  shoulder 
pain  is  local  as  a result  of  partial  dislocation  of 
the  shoulder  joint. 

3.  Therapy  based  on  this  concept  is  proposed. 
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Contractures  of  the  Knee  in  Hemiplegia 

MILTON  LOWENTHAL,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Physical  Medicine  and  Rehabilitation,  New  York  Medical  College-Metropolitan 

Medical  Center) 


The  rehabilitation  of  the  patient  with  hemi- 
plegia has  become  a routine  of  medical  prac- 
tice. Experience  has  shown  that  over  90  per 
cent  of  these  patients  can  be  retrained  to  walk 
independently.  One  of  the  causes  for  failure  of 
rehabilitation  is  flexion  contracture  of  the  knee. 
Although  this  complication  is  uncommon,  it  is 
preventable  and,  therefore,  merits  careful  at- 
tention. The  presence  of  such  a contracture  be- 
yond 10  to  20  degrees  of  flexion  makes  ambula- 
tion difficult  or  impossible. 

The  contracture  follows  prolonged  fixation  of 
the  knee  in  a flexed  position  as  a result  of  the 
dominance  of  spasticity  in  the  flexor  groups. 
The  duration  of  fixation  necessary  to  develop 
fixed  contracture  is  not  known.  One  experi- 
mental claim  was  that  such  contractures  were 


evident  within  two  to  three  days  of  fixation. 
However,  patients  have  been  observed  for  years 
with  flexion  but  without  fixed  deformity.  Fac- 
tors other  than  fixation  must  play  a role  in  deter- 
mining the  onset  and  severity  of  contracture. 
Some  of  these  factors  are  pain,  inflammation, 
circulation,  and  personality. 

Pain  appears  to  accelerate  rapidly  the  changes 
which  lead  to  fixed  deformity.  Pain  tends  to 
increase  the  spasticity,  and  it  may  also  have  a 
direct  effect  on  the  contractile  mechanism  which 
renders  shortening  irreversible. 

Inflammation  of  the  joint  or  surrounding  struc- 
tures also  tends  to  accelerate  the  contracture 
processes.  Whether  this  acceleration  is  due  to 
the  pain  which  accompanies  the  inflammation,  to 
the  inflammatory  changes  alone,  or,  as  is  most 
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likely,  to  a combination  of  both  is  yet  to  be  re- 
solved. 

The  role  of  muscle  circulation  and  personality 
factors  remain  completely  undetermined.  The 
chronically  diminished  circulation  in  a muscle 
maintained  in  a contracted  condition  for  a pro- 
longed period  may  influence  the  permanent 
shortening  of  the  contractile  mechanism.  As 
for  personality  some  authors  have  maintained  the 
importance  of  this  factor  in  the  development  of 
contractures.  References  have  been  vague  and 
without  any  attempt  at  evaluation.  In  testing  a 
group  of  hemiplegics  with  and  without  contrac- 
tures, we  have  been  impressed  with  the  more  ex- 
tensive brain  damage  in  the  contracture  group. 
They  also  showed  characteristics  of  the  hysteric 
and  had  a tendency  to  deny  their  illness.  If 
further  experience  supports  this  early  impression, 
it  might  well  be  worth  while  to  test  all  such 
patients.  Those  showing  the  traits  favoring 
contracture  could  be  given  more  attention  and 
managed  as  outlined  below. 

Therapy 

Since  this  condition  can  be  considered  pre- 
ventable, the  primary  goal  of  therapy  should  be 
prophylaxis.  Prevention  of  deformity  depends 
mainly  on  early  recognition.  Routine  daily 
checking  of  all  hemiplegics  will  quickly  expose  the 
cases  with  resistance  to  passive  range  of  motion. 
Immediate  steps  are  required  in  these  cases  to 
maintain  full  extension.  Reduction  of  spasticity, 


the  basic  underlying  cause  of  fixation,  can  be  at- 
tempted by  the  use  of  muscle  relaxants  or  in  some 
cases  by  selective  denervation  of  the  spastic 
muscles.  Contributory  factors,  such  as  pain  and 
inflammation,  can  be  .managed  by  the  use  of 
analgesics  and  local  heat.  Splinting  of  the 
knee  in  full  extension  is  necessary  if  the  patient 
cannot  maintain  this  position  unaided.  Daily 
range  of  motion  exercises  to  prevent  stiffening  of 
the  knee  in  extension  are  indicated  if  splinting  or 
bracing  is  employed. 

Where  the  limitation  of  motion  is  already 
fixed,  a trial  of  stretching,  including  traction,  is 
indicated.  If  motion  does  not  improve  after 
two  weeks  of  therapy,  surgical  correction  should 
be  considered.  Included  under  surgical  correc- 
tion is  stretching  under  general  anesthesia  com- 
bined with  a muscle  relaxant.  Once  the  con- 
tracture is  reduced,  bracing  must  be  maintained 
until  danger  of  recurrence  has  passed. 

Summary- 

Flexion  contracture  of  the  knee  in  hemiplegia,  a 
complication  which  can  be  avoided,  prevents  re- 
habilitation in  some  cases.  Early  detection  of 
the  limitation  of  range  of  motion  followed  im- 
mediately by  vigorous  measures  to  maintain 
full  extension  constitutes  the  keystone  of  pre- 
vention. If  contracture  is  already  present,  sur- 
gical correction  should  be  considered  in  cases 
in  which  correction  of  the  deformity  would  im- 
prove function. 


Orthopedic  Aspects  of  Treatment  Following  Cerebrovascular 

Accidents 

ANOCH  H.  LEWERT,  M.D.,  JAMAICA,  NEW  YORK 
{From  the  Department  of  Orthopedics , Queens  General  Hospital) 


The  usual  course  of  the  patient  who  has 
suffered  a cerebrovascular  accident  resulting 
in  paralysis  or  paresis  of  motor  function  is  one  of 
gradual  improvement  until  a functional  plateau 
has  been  reached.  This  level  is  determined  by 
the  magnitude  of  the  initial  lesion,  the  degree  of 
cellular  destruction  and  scar  formation,  and  the 
degree  to  which  the  patient  has  been  assisted  both 


mentally  and  physically  by  the  therapists  to  use 
his  remaining  potentialities. 

At  this  point  the  physician  and  therapists  will 
ask  themselves  what  might  have  been  done  to 
achieve  a more  functional  result.  If  contractures 
have  occurred,  would  more  complete  therapy 
have  helped  prevent  them?  Was  the  patient 
encouraged  sufficiently  to  cooperate  fully? 
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Might  the  therapy  have  been  started  ear  her? 
And  now,  possibly  faced  with  a chair-bound  or 
bed-bound  patient,  is  there  anything  further  that 
can  be  offered? 

The  period  immediately  after  the  cerebral 
hemorrhage  often  offers  the  greatest  opportunity 
for  prevention  of  contractures.  The  muscles  in 
spasm  are  mainly  those  deprived  of  their  antag- 
onists. Stretching  and  adequate  splintage  can 
safely  be  carried  out  earl}'.  Muscle  relaxants 
such  as  zoxazolamine  will  help  relieve  spasm. 
Continuous  maintenance  of  a seated  position  will 
almost  inevitably  result  in  flexion  contractures  of 
hips  and  knees,  and  failure  to  support  the  ankles 
will  result  in  a fixed  equinus  deformity.  Valgus 
position  of  the  feet  is  not  uncommon. 

Persistent  contractures  often  defy  all  corrective 
efforts.  Are  surgical  releases  feasible?  It  has 
been  the  experience  of  the  orthopedist  that  once 
the  patient  has  recovered  from  the  immediate 
effects  of  the  cerebral  hemorrhage,  he  is  able 
to  withstand  surgery  with  relatively  little  danger. 
The  orthopedist’s  experience  has  been  gained 
mainly  in  the  treatment  of  the  numerous  frac- 
tures of  the  neck  of  the  femur  which  occur  in 
this  class  of  patients  and  which  require  re- 
duction and  insertion  of  metallic  fixation  material. 
Since  there  has  been  very  little  increase  in 
mortality  as  a result  of  performing  these  pro- 
cedures, compared  with  the  patients  in  similar 
age  groups  who  have  not  had  a cerebral  injury, 
the  surgeon  no  longer  considers  the  release  pro- 
cedures as  entailing  any  exceptional  surgical  risk 
and  will  not  hesitate  to  perform  them  when  indi- 
cated. 

The  procedures  available  for  release  of  flexion 
contractures  of  the  hip  have  been  muscle  strip- 
pings of  the  hip  flexors,  including  release  of  the 
gluteus  medius  attachments,  and  release  of  the 
rectus  femoris  and  of  the  tensor  fascia  femoris 
muscle  complex.  Hip  capsulotomy  is  rarely 
required.  For  release  of  flexion  contractures  of 
the  knees,  lengthenings  of  the  medial  and  lateral 
hamstring  muscles  have  been  effective.  Strip- 
ping of  the  attachments  of  the  gastrocnemius 
muscles  also  tends  to  relieve  knee  contractures  and 
lessen  the  degree  of  equinus  deformity  of  the 
ankles.  Lengthening  of  the  Achilles  tendon 
itself  may  be  necessary.  In  the  presence  of  the 
valgus  position  of  the  foot,  one  of  the  simpler 
fusions  of  the  subastragalar  joint  in  correct 
position,  such  as  that  described  by  Gryce,  may 
be  effective.  The  peroneus  longus  and  brevis 


may  require  sectioning  or  lengthening. 

Where  multiple  contractures  have  occurred,  all 
procedures  necessary  to  realign  the  limb  balance 
should  be  carried  out  over  a relatively  short 
period  of  time  in  order  to  re-establish  weight- 
bearing lines  as  close  to  normal  as  possible.  It  is 
not  sufficient  to  correct  a knee  contracture  if 
residual  hip  contracture  or  a fixed  equinus  of  the 
ankle  will  cause  a recurrence  of  contracture  at  the 
knee.  Similarly  hip  contractures  will  recur  if 
knee  and  ankle  contractures  are  not  corrected  at 
the  same  time. 

Following  these  procedures  satisfactory  bracing 
accompanied  by  physiotherapy  in  the  form  of 
muscle  re-education  and  stretching  will  maintain 
the  newly  realigned  extremity  balance.  These 
procedures  are  very  easily  tolerated  and  are 
derived  from  our  surgical  treatment  of  analogous 
conditions  in  spastic  cerebral-palsied  individuals. 
It  should  be  emphasized  that  the  surgical  pro- 
cedures are  merely  a means  to  regain  proper 
extremity  balance  and  that  maintenance  is 
dependent  on  intensive  postoperative  physio- 
therapy. 

By  way  of  prevention  of  contractures  the  use  of 
a wheelchair  or  the  seated  position  should  be 
avoided  as  much  as  possible.  A firm  and,  if 
possible,  a tilting  bed  should  be  used.  Perform- 
ing work  in  a standing  position  using  a standing 
table  will  also  be  beneficial. 

Mention  should  be  made  of  the  distressingly 
painful  shoulder  found  in  hemiplegics.  This 
condition  is  due  to  relaxation  of  the  scapulo- 
humeral joint  with  subluxation.  Relief  is  usually 
obtained  by  the  performance  of  a suspension 
procedure,  such  as  the  Nicola  or  Henderson 
operation. 

Summary 

Early  therapy  affords  the  best  opportunity  for 
avoidance  of  contractures. 

Positions  conducive  to  contractures,  partic- 
ularly that  of  sitting,  should  be  avoided.  A 
drop  foot  should  be  anticipated  and  prevented. 

Proper  splintage  should  be  carefully  carried  out. 

Failure  of  therapy  to  prevent  contractures 
frequently  calls  for  surgical  intervention.  Sur- 
gery should  be  considered  early  when  regression 
is  first  noted  and  while  contractures  are  minimal. 

Fear  of  the  consequences  of  surgery  or  of  the 
patient’s  ability  to  withstand  surgery  is  usually 
not  justified. 

Surgery  is  not  an  end  in  itself  and  will  not  cure 
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contractures.  It  is  an  adjuvant  to  physio- 
therapy which,  together  with  bracing,  must  be 
carried  out  after  the  surgical  procedure.  A full 
surgical  program  dealing  with  all  joint  contrac- 
tures should  be  instituted. 


Suspension  procedures  for  the  shoulder  defi- 
nitely relieve  the  frequently  intractable  shoulder 
pain  experienced  by  these  patients. 

89-10  150th  Street 


Psychoneurologic  Problems  of  the  Hemiplegic  Patient  in 

Rehabilitation 

IRA  BELMONT,  PH.D.,  NEW  YORK  CITY 

( From  the  Psychology  Section,  Department  of  Physical  Medicine  and  Rehabilitation,  New  York  Medical  College 

and  Bird  S.  Coler  Hospital 1 


Psychology  is  confronted  with  many  differ- 
ent tasks  in  rehabilitation,  ranging  from  the 
assessment  of  personality  and  intellect  to  group 
therapy.  The  present  remarks,  however,  are 
concerned  primarily  with  the  effects  of  brain 
damage  on  the  learning  process  in  the  physical 
retraining  of  the  hemiplegic  patient  and  its  effect 
on  motivation. 

In  the  retraining  situation  the  psychologic 
problems  encountered  by  all  patients,  including 
the  hemiplegic  patients,  center  mainly  about 
two  important  aspects  of  human  behavior: 
motivation  and  learning.  Successful  rehabili- 
tation often  rests  on  an  adequate  assessment 
of  these  factors,  since  its  accomplishment  de- 
pends on  the  active  participation  of  the 
patient.  However,  while  these  two  factors  must 
be  evaluated  separately  in  assessing  the  patient’s 
rehabilitation  potential,  they  are  in  close  inter- 
action during  the  rehabilitation  process.  In  the 
course  of  treatment  good  motivation  facilitates 
learning,  and  success  in  learning  stimulates 
positive  motivation. 

The  old  adage  that  nothing  succeeds  like  suc- 
cess, however,  must  be  supplemented  with  the 
view  that  failure  breeds  failure.  It  is  not  rare 
to  find  that  a patient’s  poor  motivation  adversely 
affects  his  ability  to  learn  the  specific  skills  nec- 
essary to  overcome  his  handicap.  The  patient’s 
negative  attitude  toward  learning  may  be  an 
expression  of  an  inadequate  personality  or  of  a 
difficult  life  situation.  However,  sometimes  poor 
motivation  is  thought  to  be  the  main  obstacle 
when  in  actuality  the  patient  is  suffering  from  a 
neurologically  determined  inability  to  learn.  In 


such  cases,  if  a motivational  problem  exists,  it  is 
often  caused  by  a learning  difficulty. 

The  Hemiplegic  Patient  with 
Positive  Neurologic  Findings 

Such  is  frequently  the  case  with  hemiplegic 
patients  who  present  positive  neurologic  findings. 
These  hemiplegic  patients  may  exhibit  certain 
sensory  changes,  body  image  disturbances, 
pathologic  concreteness  in  thinking,  reduced 
tolerance  for  frustration,  and  a tendency  toward 
catastrophic  reactions,  all  of  which  have  a dele- 
terious effect  on  the  patient’s  ability  to  learn. 
The  neurologic  deficits  often  result  in  learning 
inadequacies  which  lead  to  failures  and  frus- 
trations in  the  training  situation.  It  must  be 
remembered  that  the  failures  and  frustrations 
resulting  from  neurologic  deficits  may  be  the 
cause  of  the  motivational  difficulties. 

These  patients  require  special  consideration  if 
the  psychoneurologic  deficits  are  to  be  dealt  with 
successfully.  The  following  outline  contains 
some  of  the  learning  problems  frequently  en- 
countered in  the  hemiplegic  patient  which  are  the 
result  of  brain  damage. 

Problems  Resulting  from 
Sensory  Changes 

1.  In  the  ambulation  training  situation  the 
hemiplegic  patient  is  expected  to  learn  move- 
ment patterns  which  require  intact  sensation  from 
the  affected  limb.  If  the  patient  suffers  dimin- 
ished cutaneous  and  proprioceptive  sensation,  he 
cannot  clearly  localize  his  leg  in  space.  For  such 
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a patient,  learning  foot  placement  and  leg  move- 
ments is  a long  process  in  which  intensified  sen- 
sory experience  may  be  needed.  It  may  be  use- 
ful for  these  patients  to  step  down  harder  or  to 
scrape  their  feet  in  order  to  gain  sufficiently  in- 
tensified sensory  experience  for  motor  learning  to 
take  place. 

2.  Where  cutaneous  and  proprioceptive  sen- 
sation is  totally  lost,  sensory  substitution  is  nec- 
essary if  learning  to  walk  again  is  to  occur.  The 
use  of  vision  as  a substitute  sense  is  a natural 
method  adopted  by  the  patient  to  inform  him 
where  his  foot  is.  In  these  cases  the  use  of  vision 
for  foot  placement  should  be  emphasized  rather 
than  discouraged.  In  addition  to  vision  such 
patients  often  use  exaggerated  body  movements 
which  create  body  pulls  in  parts  with  intact  sen- 
sation and  thus  provide  the  necessary  sensory 
data  for  the  desired  learning  to  occur. 

3.  In  the  hemiplegic  patient  learning  to 
ambulate  is  adversely  affected  by  another  neuro- 
logic disturbance.  When  double  simultaneous 
stimulation  produces  the  awareness  of  only  a 
single  stimulus,  the  patient  in  the  training  situa- 
tion tends  to  respond  to  the  dominant  stimulus 
at  a particular  moment  and  not  to  the  total  field 
of  stimulation  necessary  for  learning  ambulation. 
For  example,  during  one  moment  in  ambulation 
training  the  incoming  sensation  from  the  impaired 
leg  may  be  the  dominant  stimulus  for  the  patient 
with  other  stimuli  being  inhibited;  at  the  next 
moment  a visual  or  auditory  stimulus  may  be- 
come dominant  and  inhibit  the  sensations  from 
the  leg.  For  the  patient  this  experience  is  one 
in  which  his  leg  and  other  aspects  of  his  external 
and  internal  environment  are  unaccountably 
fading  in  and  out  of  awareness  with  the  result 
that  fear  and  confusion  develop.  Extensive 
training  is  required  to  overcome  such  a deficit. 

While  ambulation  is  specifically  examined  here, 
learning  problems  of  a similar  kind  exist  in  all 
training  areas,  including  personal  hygiene,  feed- 
ing, dressing,  and  all  other  self-care  functions. 

Problems  Resulting  from 
Body  Image  Disturbance 

In  patients  with  a body  image  disturbance 
causing  them  to  mislocalize  body  parts  (atopogno- 
sia),  ambulation  training  can  have  weird  and 
frightening  effects.  The  patient  may  feel  that 
he  is  walking  on  his  knee  when  his  foot  is  on  the 
floor  or  that  he  is  on  his  toes  when  his  heel  is  on 
the  floor,  or  he  may  have  some  other  equally 
incorrect  perception. 


The  peculiar  subjective  perceptions  and  the 
damaged  ability  to  learn  resulting  from  this 
neuropathology  may  cause  the  patient  to  have 
severe  motivational  difficulties.  Fear  of  falling 
because  of  unreliable  sense  reports  and  the  lack 
of  correspondence  between  perception  and 
reality  with  the  consequent  fear  of  being  psychotic 
cause  such  patients  to  fear  and  avoid  the  train- 
ing situation.  (It  should  be  noted  that  patients 
will  not  willingly  report  having  such  peculiar 
sensations  or  ideas  of  being  psychotic.)  Long- 
term treatment  of  many  months  may  be  neces- 
ary  if  the  patient  is  to  gain  sufficient  experience 
for  the  major  sensory  reorganization  necessary 
to  correct  a body  image  disturbance. 

Problems  Resulting  from  a 
Loss  of  Abstract  Thinking 

In  some  cases  the  brain  damage  results  in  a 
loss  of  the  ability  to  think  abstractly  with  a con- 
sequent reduction  to  a pathologic  concreteness 
in  function.  Such  patients  take  words  and 
situations  at  their  most  superficial  and  simple 
level,  responding  only  to  what  is  immediately 
present  and  most  obvious.  (For  example,  in 
discussing  past  work  history  with  such  a patient, 
he  was  asked  when  he  left  his  last  job,  and  he 
replied  that  he  left  at  five  o’clock  when  every- 
body else  departed.)  Where  such  a pathologic 
concreteness  in  thinking  exists,  learning  ambula- 
tion and  other  functions  can  be  facilitated  by 
taking  a number  of  steps: 

1.  Instructions  should  be  given  singly  in 
simple  sentences  with  the  same  words  used  at 
all  times.  The  therapist  should  speak  slowly, 
making  all  references  clear  and  direct  while  using 
pantomime  illustrations  as  often  as  possible. 

2.  The  life  of  the  patient  should  be  clearly 
structured  into  simple,  organized  routines  The 
shift  to  new  material  should  be  attempted  slowly 
and  spread  over  a period  of  time. 

3.  Possible  distractions  should  be  eliminated, 
with  noise  and  crowds  avoided. 

4.  Learning  should  be  spaced  so  that  only 
the  barest  minimum  is  presented  to  the  patient 
at  any  one  time.  Adding  new  instructions 
should  be  paced  at  a very  slow  tempo. 

Problems  Resulting  from  a 
Catastrophic  Reaction 

Some  brain-damaged  patients  tend  to  have  a 
low  tolerance  for  frustration,  and  when  they  can- 
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not  cope  with  even  the  simplest  of  situations, 
they  suffer  from  a catastrophic  reaction,  including 
tachycardia,  shortness  of  breath,  sweating,  etc., 
and  a breakdown  in  mental  responsiveness.  In 
such  instances  it  is  important  to  return  frequently 
to  previous  successes,  especially  when  failure 
occurs.  It  is  important  to  cease  training  when- 
ever necessary  to  permit  the  patient  to  maintain 
or  regain  control  of  himself. 

Utilization  of  Psychologic  Counseling 

For  stimulating  and  maintaining  good  motiva- 
tion in  the  patient,  individual  and  group  counsel- 
ing sessions  are  most  useful.  These  sessions  can 
be  used  to  help  the  patient  evaluate  his  successes, 
to  explain  to  him  the  reasons  for  his  difficulties 
so  that  he  will  not  blame  himself  for  his  training 
problems,  to  help  him  develop  the  patience  and 
perseverance  to  continue  in  treatment,  and  to 
indicate  to  him  that  the  staff  has  a sympathetic 


understanding  of  his  problems 

Summary 

An  understanding  of  the  relationship  between 
learning  and  motivation  is  most  essential  in 
assessing  and  treating  the  hemiplegic  patient 
with  sensory  changes,  body  image  disturbances, 
and  other  effects  of  brain  damage.  Such  patients 
often  have  severe  learning  deficits  due  to  the 
neurologic  losses  and  changes  which  require 
accommodations  in  the  training  situations.  If 
these  accommodations  are  not  made,  poor  motiva- 
tion can  result  with  the  patient  responding  stub- 
bornly or  fearfully  or  in  some  other  equally  dis- 
turbed manner.  In  these  cases  poor  learning 
leads  to  poor  motivation,  and  special  attention 
must  be  paid  to  the  learning  conditions  before 
motivation  can  improve.  This  is  in  contradis- 
tinction to  other  types  of  patients  in  whom  an 
inadequate  personality  or  difficult  life  situation 
adversely  affects  motivation. 


The  K inanesthetic  Hemiplegic 

SIMON  MARINGER,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Neurology,  New  York  Medical  College-Metropolitan  Medical  Center) 


The  rehabilitation  programs  for  the  neurolog- 
ically  disabled  commonly  concern  them- 
selves with  the  motor  disabilities,  such  as  the 
hemiplegic,  paraplegic,  ataxic,  rigid,  and  flaccid 
neuromuscular  disorders.  Logically  enough, 
these  programs  attempt  to  overcome  the  motor 
handicap  by  means  of  physical  therapy,  active 
and  passive  exercises,  retraining  in  self-care 
and  ambulation,  and  by  utilization  of  orthopedic 
appliances.  Much  is  also  being  done  for  the 
speech-disturbed  (aphasic  or  dysarthric),  blind, 
and  deaf  patient.  Thus,  it  seems  that  medical 
rehabilitation  has  concerned  itself  mainly  with 
the  retraining  of  the  lame,  the  blind,  the  deaf, 
and  the  mute. 

However,  there  is  a large  body  of  patients, 
grouped  among  the  hemiplegic  because  of  the 
presenting  complaint  of  useless  homolateral 
limbs,  who  have  little  or  no  motor  or  speech 
disturbance.  They  are  neither  blind,  deaf, 
nor  demented  and  yet  are  completely  unable  to 


meet  the  requirements  of  daily  living  and  self- 
care,  such  as  feeding,  shaving,  dressing  them- 
selves, getting  in  and  out  of  bed,  or  using  toilet 
facilities.  Such  patients  are  frequently  a thorn 
in  the  flesh  of  the  “dyskinetic  and  plegic-minded” 
physiatrist  (one  looking  mainly  for  motor 
disability)  who  might  question  these  patients’ 
motivation  in  getting  well,  should  they  fail  to 
respond  to  his  treatment. 

We  are  referring  to  the  patient  who,  following 
a “stroke,”  complains  that  his  arm  and  leg  feel 
numb,  that  he  has  to  rub  them  frequently,  that 
he  often  drops  things  although  his  hand  feels 
strong,  that  he  stumbles  easily  when  walking, 
and  that  the  soles  of  his  feet  feel  padded.  He 
may  have  noted  that  when  he  does  not  use  his 
eyes  for  supervision,  he  is  unable  to  button  his 
shirt,  to  place  his  hand  in  his  pocket  (which  he 
cannot  find),  or  to  distinguish  a dime  from  a 
baseball. 

Neurologic  examination  may  reveal  (1)  nor- 


April  15,  1957 


1385 


SIMON  M A RINGER 


raal  muscle  power  or  a mild  degree  of  weakness, 
(2)  muscular  normotonia,  hypertonia,  or  hypo- 
tonia, (3)  normal  muscle  bulk  or  atrophy, 
(4)  normal,  hyperactive,  or  hypoactive  stretch 
reflexes,  (5)  normal  visual  fields  or  homonymous 
hemianopsia,  or  (6)  defective  cutaneous  and 
proprioceptive  perception.  Such  a patient’s 
disability  is  not  motor  (since  this  is  usually  only 
of  minor  significance)  but  sensory  in  nature. 
Submitting  such  a patient  to  a muscle-oriented 
rehabilitation  program  would  be  similar  to  plac- 
ing a blind  person  into  a whirlpool  bath  because 
of  his  motor  awkwardness  and  poor  motor  per- 
formance. Nevertheless,  many  thousands  of 
these  “insensitive”  patients  are  subjected  daily 
to  muscle  exercises  which  are  of  as  much  value 
to  them  as  a massage  is  to  a healthy  individual. 

A sensory  deficit  can  be  replaced  by  the  use  of 
another  sense.  The  deaf  patient  is  taught  to 
“hear”  with  his  eyes  (in  lip-reading)  and  the 
blind  to  “see”  with  his  skin  (braille).  Here 
we  are  concerned  with  the  patient  who  has  to 
“feel”  his  way  with  the  aid  of  his  eyes  but  be- 
comes utterly  disoriented  for  self  and  object^ 
when  in  the  dark. 

What  are  these  cerebral  sensory  defects  that 
render  these  patients  so  helpless,  although  their 
motor  power  is  relatively  well  preserved?  The 
lesion  being  postrolandic,  we  can  roughly  dis- 
tinguish an  anterior  postrolandic  syndrome  and  a 
posterior  postrolandic  syndrome.  The  anterior 
postrolandic  syndrome  is  characterized  essen- 
tially by  the  following  sensor}'  defects : 

1.  Moderate  degree  of  hypesthesia  and 
hypalgesia,  frequently  demonstrated  only  by 
the  method  of  double  simultaneous  stimulation 
which  may  reveal  sensor}'  extinction. 

2.  Inability  to  localize  a stimulus  applied 
to  a skin  area  (topanesthesia),  to  recognize 
numerals  written  on  the  skin  (graphanesthesia), 
or  to  distinguish  the  oneness  or  twoness  of  two 
simultaneously  applied  compass  points  (two- 
point  tactile  discrimination). 

3.  Inability  to  perceive  posture  or  motion 
of  the  body  or  its  parts  in  space;  in  other  words, 
the  limbs  are  unaware  of  whether  they  are  com- 


ing or  going  (kinanesthesia).  Perception  of 
vibration  is  also  lost. 

4.  Inability  to  recognize  objects  by  touch  in 
the  presence  of  normal  cutaneous  and  proprio- 
ceptive sensations  (astereognosis,  tactile  agnosia) . 
In  order  for  the  cortex  to  recognize  an  object 
by  feel,  the  object  has  to  be  felt  first  in  the 
periphery. 

The  symptomatology  of  the  posterior  post- 
rolandic syndrome  differs  according  to  the 
hemisphere  involved.  Involvement  of  the  ma- 
jor (left)  side  results  in  a partial  or  complete 
Gerstmann’s  syndrome  consisting  of  (1)  finger 
agnosia  (difficulty  in  recognizing,  selecting,  nam- 
ing, and  differentiating  the  fingers  of  one’s 
own  or  of  the  examiner’s  hands) ; (2)  disorienta- 
tion for  right  and  left  (difficulty  in  recognizing 
sides  with  reference  to  one’s  body  or  to  outer 
space);  (3)  agraphia  (inability  to  write);  (4) 
acalculia  (inability  to  solve  simple  arithmetic 
problems) . 

Involvement  of  the  minor  (right)  side  results 
in  body  scheme  disturbances,  such  as  (1)  denial 
of  left  hemiplegia  (a  negative  delusion  called 
anosognosia) ; (2)  amnesia  for  the  left  limbs 
or  for  the  left  half  of  space  with  loss  of  topo- 
graphic memory;  (3)  delusion  of  the  absence 
of  left  limbs.  Apraxia  for  dressing  (patient 
forgets  how  to  dress)  can  also  result  from  right 
hemisphere  involvement. 

The  patient  with  parietal  lobe  disablement 
has  lost  the  feel  and  the  touch  for  one  side  of 
his  body,  for  the  space  that  surrounds  him,  and 
for  the  objects  in  it.  Therefore,  he  engages 
the  help  of  his  occipital  lobes  to  substitute  for 
the  defective  parietal  area  and  uses  his  eyes  to 
guide  his  “blind”  limbs  for  motor  performance. 

The  problem  of  the  kinanesthetic  patient  is 
frequently  unrecognized,  and  little  therapeutic 
effort  has  been  made  to  help  these  patients. 
Awareness  of  the  existence  of  the  “insensitive” 
patient  will  broaden  the  field  of  neurologic 
rehabilitation  and  place  him  next  to  the  lame, 
the  blind,  the  deaf,  and  the  mute,  for  whom  so 
much  has  already  been  accomplished. 

N-  1225  Park  Avenue 


Mirth  is  like  a flash  of  lightning , that  breaks  through  a gloom  of  clouds,  and  glitters  for  a 
moment;  cheerfulness  keeps  up  a kind  of  daylight  in  the  mind,  and  fills  it  with  a steady  and 
perpetual  serenity. — Joseph  Addison 
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Trends  in  Cancer  Incidence , Mortality , and 
Probability  in  the  State  of  New  York 


PAUL  R.  GERHARDT,  M.D.,  VINCENT  H.  HANDY,  M.D.,  AND  BERNARD  FERBER,  B.B.A.,  ALBANY, 

NEW  YORK 

( From  the  Bureau  of  Cancer  Control,  New  York  State  Department  of  Health ) 


Cancer  is  one  of  the  great  diseases  with  which 
physicians  have  struggled  since  time  im- 
memorial, and  in  this  country  alone  the  disease  is 
responsible  for  over  234,000  deaths  annually. 
Reasonably  reliable  cancer  mortality  data  have 
only  become  available  in  the  last  twenty  years, 
and  until  1940  mortality  data  were  used  almost 
exclusively  to  estimate  and  describe  the  oc- 
currence of  this  disease.  As  Levin1  points  out, 
mortality  data  are  subject  to  numerous  errors, 
including  (1)  failure  to  state  the  exact  diagnosis, 
(2)  incorrect  diagnosis,  and  (3)  omission  of  cases 
successfully  treated  or  in  which  death  occurs  from 
some  other  cause  before  recurrence  of  metas- 
tasis has  developed.  A more  accurate  picture  of 
cancer  incidence  is  found  in  morbidity  records, 
provided  that  they  are  reasonably  complete. 
However,  since  these  have  been  collected  for  only 
a relatively  short  period  of  years  and  are  available 
in  only  a few  states,  mortality  data  must  still  be 
employed  for  studying  trends  in  time.  Con- 
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necticut  has  collected  morbidity  data  since 
1935, 2 and  in  upstate  New  York  such  data  have 
been  collected  since  1940.  The  purpose  of  this 
paper  is  to  review  briefly  the  trend  in  incidence, 
mortality,  and  probability  of  developing  cancer 
in  the  State  of  New  York. 

New  York  State,  exclusive  of  New  York  City, 
is  now  in  its  seventeenth  year  of  cancer  reporting, 
having  started  January  1,  1940,  following  a 
Legislative  Act  in  accordance  with  recommen- 
dations made  by  the  State  Legislative  Cancer 
Survey  Commission  in  its  “Final  Report”  of 
February,  1939. 3 These  recommendations  had 
previously  received  the  endorsement  of  the 
Medical  Society  of  the  State  of  New  York  through 
its  Council.  From  its  inception  cancer  morbidity 
reporting  in  New  York  State  has  had  the  active 
support  of  the  medical  profession.  The  New 
York  State  experience  with  cancer  reporting 
indicates  that  reporting  is  practicable  when  the 
medical  profession  is  informed  about  and  is 
sympathetic  with  the  aims  of  reporting  and  the 
cancer  program  in  general.  The  completeness  of 


TABLE  I. — Age-Standardized  Cancer  Incidence  Rates*  for  All  Sites  Combined  and  the  Ten  Leading  Sites  for 
Each  Sex,  New  York  State  Exclusive  of  New  York  City 


. Male ■ ■ — . Female 

^ — —Rate* » . Rate* . 

1945-  1949-  Per  Cent  1945-  1949-  Per  Cent 

Site  1942  1947  1951  1955  Changet  1942  1947  1951  1955  Changef 


All  sites  combined 

220 

35 

233 

.03 

263 

.75 

279 

.99 

+ 

27 

257 

.56 

260 

.03 

273 

.22 

272 

.23 

+ 6 

Larynx 

3. 

50 

4 

.51 

5 

05 

6 

.40 

+ 

83 

Stomach 

26 

.82 

22, 

.90 

23 

.67 

18 

.14 

— 

32 

16 

.13 

14 

.08 

12 

.87 

10 

.28 

-36 

Large  intestine 

16 

.60 

18 

.49 

22 

.12 

22 

.60 

+ 

36 

21 

.28 

23 

.30 

27 

. 14 

27 

.76 

+31 

Rectum 

12 

.17 

13 

.76 

14 

.82 

14 

.34 

+ 

18 

9 

.46 

10. 

.32 

10 

.40 

10 

.25 

+ 8 

Pancreas 

5, 

.21 

5 

80 

7. 

.37 

8. 

07 

+ 

55 

Lung  and  bronchus 

12. 

09 

16. 

.40 

27 

.26 

36. 

56 

+ 202 

Breast 

57 

.93 

58. 

.77 

61 

.84 

62 

36 

+ 8 

Cervix  uteri 

25 

.22 

26 

.34 

27 

.38 

25 

.66 

+ 2 

Corpus  uteri 

14. 

.19 

14. 

53 

17 

.03 

17 

40 

+ 23 

Ovary 

. 

10 

.44 

11 

.14 

11 

.70 

11 

98 

+ 15 

Prostate 

22. 

.01 

24. 

.78 

28 

.22 

28 

,01 

+ 

27 

Bladder 

10 

.49 

12. 

.66 

13. 

42 

15, 

.34 

+ 

46 

4 

.48 

4. 

73 

5 

00 

5. 

31 

+ 19 

Skin 

31. 

.23 

30. 

,67 

37. 

.18 

43. 

39 

+ 

39 

21. 

49 

22. 

45 

26 

61 

28 

12 

+31 

Leukemia  and  aleukemia 

5. 

,39 

5. 

,97 

8. 

.16 

8. 

.88 

+ 

65 

4 

.02 

4. 

66 

5 

.90 

6 

05 

+ 50 

All  other  sites 

74. 

,83 

77. 

11 

76. 

48 

78. 

.27 

+ 

5 

72. 

94 

69. 

72 

67. 

,36 

67. 

18 

- 8 

* Rates  per  100,000  population  adjusted  to  the  1950  census  population  for  New  York  State  exclusive  of  New  York  City, 
t Between  1942  and  1955. 
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TABLE  H. — Age-Standardized  Cancer  Mortality  Rates*  for  All  Sites  Combined  and  the  Ten  Leading  Sites  for 
Each  Sex,  New  York  State  Exclusive  of  New  York  City 


— — Male * — — — —Female 

r Rate* . Rate* . 

1931-  1939-  1945-  1952-  Per  Cent  1931-  1939-  1945-  1952-  Per  Cent 

Site  1933  1941  1947  1954  Changet  1933  1941  1947  1954  Changet 


All  sites  combined 

144 

93 

159 

48 

163 

.54 

179 

.17 

+ 

24 

187 

.41 

179 

. 15 

166 

.95 

156 

86 



16 

Esophagus 

3 

85 

4. 

87 

4 

95 

5 

29 

+ 

37 

Stomach  and  duodenum 

36 

50 

28 

83 

24 

52 

20 

69 

— 

43 

28 

09 

19 

84 

14 

88 

11 

55 

— 

59 

Intestines 

15 

.68 

18 

.15 

18 

.64 

18 

.65 

+ 

19 

23 

.30 

24 

.02 

22 

.93 

21 

43 

— 

8 

Rectum  and  rectosigmoid 

8. 

89 

12 

.46 

12 

.47 

11 . 

.55 

+ 

30 

8 

.50 

10 

. 15 

8 

.84 

7 

95 

— 

6 

Liver  and  biliary  passages 

10. 

67 

7 . 

07 

5 . 

83 

5. 

49 

— 

49 

16 

48 

10 

10 

8 

13 

7 , 

06 

— 

57 

Pancreas 

3 

69 

6 

42 

6 

.77 

8 

.80 

+ 

138 

4 

22 

5 

.46 

4 

.88 

6 

.13 

+ 

45 

Lung  and  bronchus 

5 

.04 

12 

83 

19 

, 56 

33 

75 

+ 570 

2 

80 

3 

.93 

4 

. 55 

4 

.89 

+ 

75 

Breast 

34 

00 

35 

.74 

35 

.62 

33 

.38 

— 

2 

Uterus 

34 

.93 

29 

.70 

26 

71 

19 

13 

— 

45 

Ovary  and  fallopian  tube 

6 

08 

8 

79 

9 

.49 

10 

.73 

+ 

76 

Prostate 

16 

.49 

20 

00 

18 

59 

17 

98 

+ 

9 

Bladder 

8 

.64 

8 

10 

8 

.68 

8 

29 

— 

4 

Leukemia  and  aleukemia 

3 

36 

5 

.38 

5 

88 

8 

27 

+ : 

146 

2 

.47 

4 

49 

4 

.57 

5 

48 

+ : 

122 

All  other  sites 

32 

.13 

35 

40 

37 

.65 

40 

41 

+ 

26 

26 

.51 

26 

96 

26 

36 

29 

. 15 

+ 

10 

* Rates  per  100,000  population  adjusted  to  the  1950  census  population  for  New  York  State  exclusive  of  New  York  City 
t Between  1931-1933  and  1952-1954. 


cancer  reporting  compares  favorably  with  that  of 
other  reportable  diseases. 

As  would  be  expected  in  the  reporting  of  any 
chronic  disease,  the  largest  number  of  reports 
were  received  during  the  first  .year  of  reporting 
but  apparently  stabilized  in  1942  at  approxi- 
mately 14,000  new  cancer  cases  of  all  sites. 
Since  then  the  number  of  new  cases,  including 
those  reported  by  death  certificate  only,  in- 
creased rather  steadily  until  in  1955  the  total 
number  of  new  cases  for  both  sexes  reached 
22,187.  This  represents  a crude  cancer  incidence 
rate  of  278.1  per  100.000  population. 

Incidence 

In  Table  I the  age-standardized  incidence 
rates,  male  and  female,  for  the  leading  sites  are 
compared  for  the  years  1942  and  1955.  In  men 
the  over-all  incidence  rate  showed  an  increase  of 
27  per  cent  during  this  fourteen-year  interval, 
while  in  women  this  increase  amounted  to  6 per 
cent.  The  greater  incidence  rate  among  males 
as  compared  to  females,  which  appeared  for  the 
first  time  in  1953,  continued  in  1955. 

In  males  the  outstanding  changes  in  incidence 
rates  over  the  fourteen-year  period  was  the  202 
per  cent  increase  in  the  rate  of  lung  and  bronchus 
cancer.  In  1942  the  rate  for  this  site  was  12.1 
per  100,000  male  population,  but  bv  1955  this 
rate  had  increased  to  36.6  per  100.000  male 
population.  There  was  also  an  83  per  cent 
increase  in  the  incidence  rate  of  larynx  cancer,  a 
55  per  cent  increase  in  the  rate  of  pancreas 
cancer,  and  a remarkable  32  per  cent  decrease  in 
the  rate  of  stomach  cancer.  In  fact,  of  the  ten 


leading  sites  in  males  shown  in  Table  I,  stomach 
cancer  was  the  only  site  which  showed  a decrease 
in  incidence. 

In  women  for  the  same  period  the  changes  are 
not  so  marked,  but  there  has  occurred  a 31  per 
cent  increase  in  both  cancer  of  the  skin  and  of  the 
large  intestine,  a 23  per  cent  increase  in  cancer  of 
the  body  of  the  uterus,  and  a 15  per  cent  increase 
in  the  rate  of  ovarian  cancer.  There  has  been  a 
36  per  cent  decrease  in  the  incidence  rate  of 
stomach  cancer. 

In  both  sexes  leukemia  and  aleukemia  showed 
quite  an  increase,  65  per  cent  in  males  and  50  per 
cent  in  females. 

Mortality 

The  main  objective  in  the  eventual  control  of 
any  disease  is  a reduction  of  the  death  rate  from 
that  particular  disease.  In  a study  of  the  age- 
standardized  death  rate  from  the  leading  sites  of 
cancer  in  males  and  females  in  New  York  State, 
exclusive  of  New  York  City,  it  is  most  significant 
to  note  the  changes  that  have  occurred  in  the 
past  twenty-two  .years,  comparing  the  years 
1931-1933  with  1952-1954.  In  this  period  of 
twenty- two  years  there  was  a decrease  among 
women  of  16  per  cent  in  the  annual  average  age- 
standardized  mortality  rate,  while  in  men  a 24 
per  cent  increase  occurred  (Table  II). 

The  continued  rise  in  the  cancer  death  rate 
among  men  is  due  in  large  part  to  the  increase  in 
lung  cancer  among  the  male  population  which 
increased  in  the  past  twenty-two  years  by  570 
per  cent.  In  women  this  increase  was  75  per 
cent.  It  is  pertinent  to  point  out  the  great 
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reduction  in  the  death  rate  from  cancer  of  the 
stomach  and  duodenum,  which  in  the  past 
twenty-two  years  decreased  by  43  per  cent  in 
males  and  59  per  cent  in  females.  This  is  all  the 
more  significant  when  one  realizes  that  cancer  of 
the  stomach  and  duodenum  accounts  for  6.6  per 
cent  of  the  reported  cases  in  men  and  4.0  per  cent 
of  reported  cases  in  women. 

A 45  per  cent  decrease  in  the  death  rate  from 
cancer  of  the  uterus  is  in  a large  measure  respon- 
sible for  the  over-all  decline  in  cancer  mortality 
in  women.  Cancer  of  the  breast,  the  most 
common  form  of  this  disease  in  women,  shows  no 
significant  change  in  mortality,  but  the  death  rate 
from  cancer  of  the  ovaries  and  fallopian  tubes  has 
increased  by  76  per  cent.  It  must  be  remem- 
bered, however,  that  cancer  of  the  ovaries  and 
fallopian  tubes  accounts  for  only  4.4  per  cent  of 
the  cancer  cases  reported  in  women,  whereas 
breast  cancer  accounts  for  22.8  per  cent  and  uterus 
(cervix  and  corpus)  16.3  per  cent.  The  fact  that 
during  the  past  twenty-two  years  a 45  per  cent 
decrease  in  the  age-standardized  death  rate  has 
occurred  for  cancer  of  the  uterus  (cervix  and 
corpus),  one  of  the  most  common  sites  of  malig- 
nancy, certainly  indicates  progress  in  earlier 
diagnosis  and  more  adequate  and  successful 
treatment. 

Some  indication  of  survivorship  over  the  years 
can  be  obtained  by  comparing  the  trends  in 
incidence  rates  and  mortality  rates.  While  the 
age-standardized  incidence  rate  for  both  sexes 
combined  has  increased  from  239.3  cases  per 
100,000  population  in  1945  to  275.8  cases  per 
100,000  population  in  1955,  a rise  of  15.3  per  cent, 
the  mortality  rate  has  increased  less  rapidly 
from  166.7  deaths  per  100,000  population  in  1945 
to  169.4  deaths  per  100,000  population  in  1954,  a 
rise  of  only  1.6  per  cent.  A rapidly  rising  in- 
cidence rate  coupled  with  an  almost  level  mor- 
tality rate  indicates  a gradually  increasing  sur- 
vivorship, probably  due  to  earlier  diagnosis  and 
more  adequate  treatment.  The  increased  sur- 
vivorship would  be  even  more  marked  if  it  were 
not  for  the  rapidly  rising  mortality  from  lung 
cancer  among  males  which  tends  to  keep  the  over- 
all cancer  mortality  high. 

Probability 

The  availability  of  cancer  morbidity  data  has 
made  possible  the  calculation  of  another  useful 
index  of  cancer  risk,  that  is,  the  probability  of 
developing  cancer  throughout  the  remaining 


TABLE  III. — Probability  of  Developing  Cancer  from 
Birth  on  for  Leading  Sites  by  Sex,  New  York  State 
Exclusive  of  New  York  City 

/ Probability 

(Per  Cent) 

Per  Cent 

Sex  and  Site 

1942-1944* 

1949-1951 

Change 

Male 

All  sites 

15.636 

21.572 

+.38 

Skin 

2.111 

2.988 

Prostate 

1 759 

2.613 

Lung  and  bronchus 

0 918 

2.114 

Stomach 

1.784 

1 994f 

Intestines 

1.290 

1.894 

Female 

All  sites 

19.491 

24  990 

+ 28 

Breast 

4.390 

5 . 544 

Intestines 

1.764 

2.691 

Skin 

1.536 

2 507 

Cervix 

2 . 030 

2.319 

Fundus  uteri 

1 188 

1.600 

Stomach 

1317 

1.348f 

Lung  and  bronchus 

0.222 

0 369 

* Based  on  1942-1944  cancer  incidence  rates  applied  to 
1939-1941  life-table  populations  for  New  York  State  exclu- 
sive of  New  York  City. 

t The  probability*  of  developing  cancer  of  the  stomach  has 
gone  up,  while  the  age-adjusted  incidence  rates  for  cancer 
of  the  stomach  have  gone  down,  as  shown  in  Table  1.  This 
is  due  primarily  to  the  decrease  between  1942—1944  and  1949- 
1951  in  the  death  rates  from  other  causes  at  the  younger 
ages,  allowing  a greater  number  of  survivors  in  the  latter 
period  to  reach  the  age  of  maximum  risk  of  developing  cancer 
of  the  stomach. 


lifetime  of  persons  of  various  ages.  Data  on 
cancer  incidence  and  mortality  do  not  per  se 
describe  this  risk.  A preliminary  study  of  this 
question  based  on  cancer  incidence  in  upstate 
New  York  was  reported  at  the  Fourth  Inter- 
national Cancer  Research  Congress.4 

A recent  study  on  the  probability  of  developing 
cancer  throughout  life  which  was  calculated  for 
total  cancer  and  for  each  of  over  25  specific  sites 
separately  for  males  and  females  has  been 
published.5  This  study,  based  on  New  York 
State  data,  was  divided  into  two  three-year 
intervals  (1942-1944  and  1949-1951)  to  deter- 
mine any  difference  between  these  periods.  For 
the  great  majority  of  the  more  than  25  sites 
studied,  among  males  and  females  alike  there  has 
been  an  increase  in  the  probability  of  developing 
cancer.  For  some  sites,  as  lung  cancer,  among 
males  the  increase  in  risk  is  relatively  great, 
particularly  in  view  of  the  short  study  span  of 
eight  years.  A summary  of  the  findings  com- 
paring the  two  study  periods,  1942-1944  with 
1949-1951,  as  presented  in  Table  III,  is  as 
follows: 

1.  The  probability  of  developing  cancer  is 
greater  among  females  than  males,  but  the  gap 
is  narrowing. 

2.  The  relative  risk  of  developing  cancer  in 
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males  increased  by  38  per  cent  from  1942-1944 
to  1949-1951. 

3.  The  relative  risk  of  developing  cancer  in 
females  increased  by  28  per  cent  from  1942-1944 
to  1949-1951. 

4.  According  to  present  experience  one  in  four 
females  and  more  than  one  out  of  every  five  males 
may  be  expected  to  develop  some  form  of  the 
disease  during  their  lifetimes. 

5.  More  than  50  per  cent  of  the  total  cancer 
risk  among  males  is  due  to  malignancies  of  the 
skin,  prostate,  lung,  stomach,  and  intestines. 

6.  The  probability  of  developing  lung  cancer 
among  males  has  more  than  doubled  over  the 
study  span  of  eight  years. 

7.  More  than  50  per  cent  of  the  total  cancer 
risk  among  females  is  confined  to  cancers  of  the 
breast,  intestines,  skin,  and  cervix  uteri. 

8.  Cancer  of  the  breast  alone  accounts  for 
more  than  one-fifth  of  the  total  cancer  risk 
among  females. 

Summary 


In  the  past  fourteen  years  the  over-all  incidence 
rate  showed  an  increase  of  27  per  cent  in  men  and 
a 6 per  cent  increase  in  women.  In  men  the  chief 


increases  were  as  follows: 

Per  Cent 

Lung  and  bronchus 

202 

Larynx 

83 

Leukemia  and  aleukemia 

65 

Pancreas 

55 

Bladder 

46 

Skin 

39 

Large  intestine 

36 

Prostate 

27 

In  women  the  incidence  rates  increased  in  the 
following  sites: 

Per  Cent 

Leukemia  and  aleukemia 

50 

Large  intestine 

31 

Skin 

31 

Corpus  uteri 

23 

Bladder 

19 

Ovary 

15 

Breast 

8 

Rectum 

8 

In  men,  largely  as  a result  of  the 

increase  in 

deaths  from  lung  cancer,  the  death  rate  from  all 
sites  increased  in  the  past  twenty  years  by  24  per 


cent,  while  the  women’s  rate  for  the  same  time 
period  dropped  by  16  per  cent.  The  mortality 
rates  show  statistically  significant  reduction  in 
the  following  sites: 


Per  Cent 

Males 

Liver  and  biliary  passages 

49 

Stomach  and  duodenum 

43 

Females 

Stomach  and  duodenum 

59 

Liver  and  biliary  passages 

57 

Uterus 

45 

Finally,  the  enormity  of  the  cancer  problem  and 
its  increasing  importance  as  a major  health  prob- 
lem become  readily  apparent  by  studying  the  risk 
of  developing  cancer — the  probability  of  develop- 
ing cancer.  At  present  25.0  per  cent  of  females, 
or  one  in  every  four  female  births,  maybe  expected 
to  develop  cancer  sometime  during  her  life  span, 
while  for  males  21.6  per  cent,  or  more  than  one 
in  five  male  births,  can  be  expected  to  develop 
some  form  of  the  disease  after  birth. 

In  reviewing  the  trends  in  cancer  incidence, 
mortality,  and  probability  in  New  York  State, 
it  is  gratifying  to  note  the  improvement  over  the 
years  in  the  decrease  both  in  incidence  and  mor- 
tality in  several  of  the  major  sites.  However, 
this  review  also  indicates  that  in  spite  of  modern 
therapy  there  is  much  that  must  be  done.  While 
the  over-all  survivorship  trends  are  encouraging, 
efforts  must  be  concentrated  on  checking  the 
marked  increase  in  mortality  from  lung  cancer, 
especially  in  men.  Cancer  of  the  breast,  by  far 
the  most  common  form  of  the  disease  in  women, 
shows  practically  a stationary  mortality  rate  in 
the  past  twenty  years.  Much  more  will  be 
accomplished  when  every  physician  increases  his 
awareness  of  the  cancer  problem  and  shoulders 
his  responsibility  to  diagnose  cancer  early,  to 
render  adequate  treatment  without  delay,  and  to 
secure  competent  consultation. 
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RAYMOND  A.  OSBOURN,  M.D.,  WASHINGTON,  D.C.,  THOMAS  W.  TUSING,  M.D.,  FALLS  CHURCH, 
VIRGINIA,  AND  FRANCIS  P.  COOMBS,  M.D.,  AND  EDWARD  P.  MORRISH,  M.S.,  NEW  YORK  CITY 

( From  the  Department  of  Dermatology,  Georgetown  University  Medical  Center,  Washington,  D.C.,  and  Hazleton 

Laboratories,  Falls  Church,  Virginia ) 


IN  a previous  paper*  we  reported  on  favorable, 
prophetic  skin  patch  tests  and  repeated  skin 
insult  tests  of  chemically  standardized  perfumes 
called  Chemoderms.  These  are  referred  to  as 
chemically  standardized  because  they  are  mix- 
tures of  pure  chemicals  and  purified  extracts  of 
plant  and  animal  origin.  While  the  exact  sub- 
stances present  in  each  perfume  are  trade  secrets, 
the  total  list  of  such  substances  from  which  the 
Chemoderms  were  made  was  published  by  us.* 
In  this  investigation  82  nonrepetitive  ingredients 
have  been  studied;  we  noted  further  that  these 
mixtures  are  exactly  reproducible  by  the  manu- 
facturer! who  cooperated  in  the  study. 

Because  our  patch  testing  on  so-called  “nor- 
mal” women  resulted  in  no  case  of  dermal  sensi- 
tivity, we  planned  a usage  test  to  give  even  more 
information  about  the  skin  tolerance  of  the 
Chemoderms.  Accordingly  we  contacted 
Luzier’s,  Inc.,  of  Kansas  City,  Missouri.  This 
organization  markets  specially  formulated  cos- 
metic products  designed  to  eliminate  ingredients 
that  provoke  a dermatologic  response  when  used 
topically  on  a given  individual.  They  have 
been  making  and  marketing  these  cosmetic 
products  for  many  years  and  have  extensive  data 
concerning  all  types  of  women,  including  in- 
formation about  age,  geographic  distribution, 
skin  types,  and,  especially  important,  about  cos- 
metic ingredient  idiosyncrasies. 

We  undertook  two  studies.  The  first  was  on 
108  women  who  were  known  to  be  “allergic”  to 
perfumes.  In  this  study  one  of  the  Chemoderms 
was  used.  In  the  second  study,  in  which  1,200 
women  participated,  ten  Chemoderms  were  em- 
ployed. 

First  Test 

We  selected  108  women  who  classified  them- 
selves as  sensitive  to  perfumes,  either  because  of 

* Dermatologic  Standards  of  Perfumes.  I,  appeared  on 
page  1069  of  the  March  15,  1957,  issue, 
t Firmenich  Inc.,  New  York  City. 


a diagnosis  by  a dermatologist,  allergist,  or 
private  physician  or  because  of  individual  ob- 
servation of  skin  trouble  which  had  been  in 
abeyance  since  their  use  of  unperfumed  cosmetics. 
No  blank  control  was  used  because  these  women 
had  not  used  any  perfumed  cosmetic  for  a period 
of  one  to  twenty  years;  they  were  asked  to  use 
daily  for  twenty-one  days  an  unperfumed  cleans- 
ing cream  they  had  regularly  been  using  but 
which  now  contained  0.15  per  cent  of  a rose- 
scented  Chemoderm. 

Sixty-seven  women  reported  their  reactions  to 
us  in  writing.  Table  I presents  the  geographic 
distribution,  hair  and  skin  types,  and  number  of 
skin  applications.  With  a total  of  2,100  appli- 
cations of  Chemoderm  847,  only  two  of  the  67 
perfume-sensitive  women  showed  dermal  reac- 
tions. This  results  in  a statistical  calculation  of 
93  per  cent  “no  reactions”  in  the  general  popula- 
tion (based  on  a 5 per  cent  probability  level). 

Second  Test 

As  a result  of  the  favorable  usage  test  of  the  67 
women  known  to  be  perfume  sensitive,  the  sec- 
ond test  was  undertaken  on  a wider  scope. 
Here  we  tested  ten  Chemoderms,  each  having  a 
different  odor,  and  each  was  tested  in  a similar 
cleansing  cream  and  in  the  same  perfume  con- 
centration, 0.15  per  cent.  Twelve  hundred 
women  were  selected  geographically  from  Luzier’s 
files.  Of  these  962  completed  the  tests. 

As  in  the  first  test  no  blank  cream  test  was 
used  in  the  1,200  studied  because  all  of  the  women 
had  been  using  this  cleansing  cream,  either  with 
or  without  perfume,  for  a number  of  years. 
Careful  chemical  examinations  were  made  of  all 
the  ingredients  used  in  the  cleansing  cream.  In 
each  instance  they  either  met  or  exceeded  the 
standards  set  by  U.S.  Pharmacopeia,  National 
Formulary,  or  the  Toilet  Goods  Association,  Inc., 
now  widely  used  as  a more  exacting  standard  of 
purity. 

The  final  perfumed  cleansing  cream  was  also 
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TABLE  I. — Geographic  Distribution  and  Information 
Regarding  Skin  Characteristics  of  67  Perfume- 
Sensitive  Women  Studied  in  Test  1 


A.  GEOGRAPHIC  DISTRIBUTION 


Arkansas' 

2 

Missouri 

7 

Alabama 

7 

Nebraska 

2 

Arizona 

1 

North  Carolina 

4 

California 

4 

Ohio 

1 

Florida 

4 

Oklahoma 

I 

Georgia 

2 

Oregon 

1 

Illinois 

1 

Pennsylvania 

4 

Indiana 

3 

Tennessee 

3 

Iowa 

1 

Texas 

8 

Kentucky 

1 

Utah 

2 

Louisiana 

2 

Virginia 

1 

Michigan 

2 

Washington 

1 

Mississippi 

1 

Wyoming 

2 

B.  AGE 


Per  Cent 


Under  20  years 

7.5 

20  to  30  years 

42.0 

30  to  40  years 

25.4 

Over  40  years 

25.4 

C.  SKIN  CHARACTERISTICS 

Per  Cent 

Color 

Fair 

28.0 

Medium 

31.3 

Olive 

7.5 

Sallow 

7.5 

Light  olive 

3.0 

Ruddy 

3.0 

Other 

19.7 

Type 

Normal 

28.4 

Dry  and  very  dry 

38  8 

Oily  and  very  oily 

22  4 

Other 

10.4 

D.  HAIR  CHARACTERISTICS 

Per  Cent 

Color 

Brown 

62.7 

Blonde 

13.4 

Auburn  (titian) 

11.9 

Black 

6.0 

Gray,  white 

6.0 

Texture 

Medium 

70  0 

Fine 

21.0 

Coarse 

9.0 

E.  USE  OF  CLEANSING 

CREAM 

Number 

Total 

of 

Per  Times 

Women 

Cent  Used 

Once  daily 

37 

55.2 

777 

Twice  daily 

27 

40  3 

1,134 

Three  times  daily 

3 

4.5 

189 

2,100 

chemically  assayed,  and  suitable  samples  of  in- 
gredients and  final  compositions  were  saved 
should  any  further  investigations  be  necessary. 
The  women  were  a general  cross  section  of 


TABLE  II. — Geographic  Distribution  and  Information 
Regarding  Skin  Characteristics  of  962  Women  Studied 
in  Test  2 


A.  GEOGRAPHIC  DISTRIBUTION 


Alabama 

29 

Nevada 

2 

Arizona 

9 

New  Hampshire 

0 

Arkansas 

18 

New  Jersey 

3 

California 

65 

New  Mexico 

4 

Colorado 

16 

New  York 

14 

Connecticut 

1 

North  Carolina 

58 

Delaware 

1 

North  Dakota 

4 

Florida 

40 

Ohio 

37 

Georgia 

23 

Oklahoma 

48 

Idaho 

6 

Oregon 

9 

Illinois 

34 

Pennsylvania 

31 

Indiana 

33 

Rhode  Island 

1 

Iowa 

24 

South  Carolina 

8 

Kansas 

26 

South  Dakota 

2 

Kentucky 

27 

Tennessee 

25 

Louisiana 

23 

Texas 

131 

Maine 

0 

Utah 

17 

Maryland 

5 

Vermont 

0 

Massachusetts 

7 

Virginia 

13 

Michigan 

12 

Washington 

9 

Minnesota 

2 

West  Virginia 

4 

Mississippi 

26 

Wisconsin 

17 

Missouri 

49 

Wyoming 

2 

Montana 

2 

Washington,  D.C. 

2 

Nebraska 

34 

Hawaii 

5 

B. 

AGE 

Per  Cent 

Under  20  years 

0.10 

20  to  30  years 

4.99 

30  to  40  years 

24.11 

Over  40  years 

70.27 

No  answer 

0 53 

C.  SKIN  CHARACTERISTICS 

Per  Cent 

Color 

Fair 

33.89 

Medium 

32.64 

Olive  (dark) 

18.92 

Sallow  (pale) 

9.15 

Ruddy 

4.16 

Other 

1.24 

Type 

Normal 

24.74 

Dry  and  very  dry 

65.59 

Oily  and  very  oily 

8.42 

Other 

1.25 

D.  HAIR  CHARACTERISTICS 

Per  Cent 

Color 

Brown 

53.11 

Blonde 

11.01 

Auburn  (titian) 

8.10 

Black 

6.44 

Gray,  white 

19.95 

No  answer 

1.39 

Texture 

Medium 

70.17 

Fine 

25.57 

Coarse 

3.12 

Other 

1.14 

( Continued ) 
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( Table  II — Continued) 


E.  USE  OF 

CLEAN8ING  CREAM 

Number 

Total 

of 

Times 

Women 

Used 

Once  daily 

538 

11,298 

Twice  daily 

378 

15,876 

Three  times  daily 

15 

945 

. Not  stated 

31 

0 

28,119 

TABLE  III. 

— Data  on 

962  Women  Studied  i 

in  Test  2 

Chenio- 

derms 

Number 
of  Indi- 
viduals 
Studied 

Prior 

Perfume 

Sensi- 

tivity 

Prior 
Dermal 
Response 
to  Per- 
fume and 
Allergens 

No 

Prior 

Dermal 

Allergy 

839 

89 

12 

61 

28 

840 

91 

24 

63 

28 

841 

103 

22 

59 

44 

842 

98 

26 

59 

39 

843 

94 

15 

55 

39 

844 

96 

26 

57 

39 

845 

99 

19 

63 

36 

846 

98 

16 

65 

33 

847 

97 

23 

65 

32 

848 

97 

22 

61 

36 

Totals 

962 

205 

608 

354 

TABLE  IV.- 

Results  on  962  Women  Studied  in  Test  2* 

Statistical 
Calculation 
of  “No  Reac- 


Per  Cent  tions”  in  the 


Chemoderms 

Number 

of 

Subjects 

with 

Dermal 

Reaction 

General 
Population* 
(Per  Cent) 

839 

89 

2.2 

94  7 

840 

91 

3.3 

93.0 

841 

103 

6.8 

88.3 

842 

98 

5.1 

90.5 

843 

94 

3.2 

93.2 

844 

96 

3.1 

93.4 

845 

99 

2.1 

95  2 

846 

98 

3.1 

93.5 

847 

97 

2.1 

95.1 

848 

97 

2.1 

95.0 

962 

3.3 

96.3 

* Statistical 

calculation  is 

based  on  a 5 

per  cent  prob- 

ability  level. 

women  throughout  the  United  States,  as  shown 
in  Table  II.  Of  the  962  who  participated  in 
Test  2 and  returned  completed  questionnaires, 
many  reported  a prior  history  of  being  unable  to 
use  cosmetics  containing  perfumes  and,  there- 
fore, were  considered  in  our  analysis  to  be  per- 
fume sensitive.  There  were  also  a number  of 
women  who  reported  dermal  allergies  other  than 
those  related  to  perfumes,  such  as  from  deter- 
gents and  soaps.  This  information  is  presented 
in  Table  III.  Of  the  962  women  there  were  only 


TABLE  V. — R E8ULT8  on  608  Women  with  Prior  History 
of  Perfume  and  Other  Dermal  Allergy  Studied  in 
Test  2* 


Chemoderms 

Number  of 
Subjects 

Per  Cent 
Showing 
Dermal 
Reaction 

839 

61 

3 3 

840 

63 

3.2 

841 

59 

10  1 

842 

59 

8.5 

843 

55 

5 . 5 

844 

57 

5 . 3 

845 

63 

3.2 

846 

65 

3.1 

847 

65 

3.1 

848 

61 

3 3 

608 

4 8 

* Statistical  significance  at  a 5 per  cent 

probability  level 

of  no  reactions  is 

94.7  per  cent. 

TABLE  VI. — Results  on  354  Women  with  No  Prior 
History  of  Dermal  Allergy  Studied  in  Test  2* 

Chemoderms 

Number  of 
Subjects 

Per  Cent 
Showing 
Dermal 
Reaction 

839 

28 

0 

840 

28 

3.6 

841 

44 

2.3 

842 

39 

0 

843 

39 

0 

844 

39 

0 

845 

36 

0 

846 

33 

3.0 

847 

32 

0 

848 

36 

0 

354 

0.85 

* Statistical  significance  at  a 5 per  cent  probability  level 
of  no  reactions  is  98.9  per  cent. 


354  who  could  be  considered  as  having  no  his- 
tory of  dermal  allergy,  with  608  having  some  past 
history  of  contact  dermatitis. 

The  results  of  the  usage  test  on  the  962  women 
are  shown  in  Table  IV.  The  percentage  of  sub- 
jects having  dermal  reactions  to  the  Chemoderm 
cleansing  creams  varied  from  2.1  per  cent  to 
6.8  per  cent,  with  an  over-all  average  of  3.3  per 
cent.  On  dividing  the  962  subjects  into  two 
groups  (those  with  and  those  without  past 
history  of  dermal  allergy)  and  analyzing  the 
number  of  positive  reactors  in  Test  2,  it  is  evi- 
dent from  Tables  V and  VI  that  the  number  of 
reactions  in  so-called  normal  subjects  was  ex- 
tremely low  d).85  per  cent).  The  percentage  of 
reactors  (3.3  per  cent)  in  the  group  of  people 
with  positive  past  histories  of  dermal  allergy  was 
very  low  and  roughly  corresponded  to  the  num- 
ber of  reactors  in  the  group  of  similar  subjects  in 
Test  1. 
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Comment 

This  study  was  undertaken  as  a critical  evalua- 
tion by  actual  usage  on  the  skin  of  various  basic 
perfume  mixtures  which  were  designed  by  a per- 
fume manufacturer  to  have  a low  skin  sensitizing 
index.  We  felt  that  the  test  was  critical  because 
the  67  women  studied  in  Test  1 were  women 
considered  to  be  perfume  sensitive.  The  geo- 
graphic and  age  distribution  and  the  skin  char- 
acteristics of  these  women  seem  to  us  to  be 
representative  of  women  throughout  the  country. 
These  women  could  be  expected  a priori  to  have 
dermal  skin  responses  from  possibly  sensitizing 
perfumes.  However,  since  only  two  such  women 
had  a dermal  response  to  the  Chemoderm  tested, 
this  perfume  could  be  considered  low  in  skin 
sensitization. 

In  planning  the  second  test  1,200  women  were 
chosen  without  regard  to  perfume  sensitivity, 
and  all  ten  of  the  available  Chemoderm  fra- 
grances were  used.  These  women  also  repre- 
sented a wide  geographic  and  age  distribution, 
with  representative  skin  and  hair  characteristics. 
In  this  series  608  of  the  962  women  who  com- 
pleted the  test  had  a history  of  dermal  allergy. 
This  percentage  (63.2  per  cent)  is  certainly  higher 
than  the  general  female  population  as  a whole 
and  would  appear  to  make  the  test  critical.  Of 
these  608,  205  (21.3  per  cent)  indicated  that 
their  skin  did  not  tolerate  any  perfume  prior  to 
this  test. 

The  data  established  in  these  tests  indicate  that 
statistically  on  the  5 per  cent  level,1  94.7  per  cent 
of  the  women  who  are  sensitive  to  perfumes  or 


have  other  dermal  allergy2  could  use  these 
Chemoderms  without  reaction.  With  this  same 
population  group  we  could  expect  a minimum 
reaction  of  5.3  per  cent. 

By  the  same  type  of  analysis  it  is  probable, 
from  the  statistical  data  established  on  the  5 per 
cent  level,  that  the  women  who  did  not  have  a 
history  of  perfume  sensitivity  or  dermal  allergy 
could  use  the  Chemoderms,  and  we  could  expect 
a reaction  of  1.1  per  cent  or  none  at  all.  Thus,  in 
the  total  population  98.9  per  cent  could  use  the 
Chemoderms  without  dermal  reaction. 

Summary 

We  have  reported  the  results  of  two  usage 
tests  of  basic  perfume  mixtures  designed  to  be  of 
lowT  skin-sensitizing  capacity.  They  are  avail- 
able commercially  under  the  trade  name  of 
Chemoderms. 

In  the  usage  test  covered  by  women  having  a 
history  of  dermal  allergy,  we  found  that  94.7 
per  cent  could  use  the  Chemoderms  without  fear 
of  skin  sensitivity,  whereas  98.9  per  cent  of 
women  having  no  history  of  dermal  allergy  could 
use  the  Chemoderms  without  fear  of  skin  sensi- 
tivity. Accordingly  we  feel  that  the  Chemoderms 
can  be  considered  relatively  safe  for  widespread 
use. 
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A Jylidrin  in  Treatment  of  Muscle  Ischemia 


It  was  with  considerable  avidity  that  the  author 
turned  to  clinical  use  of  a recently  introduced  vaso- 
dilator, nylidrin  hydrochloride,  synthesized  ex- 
pressly with  the  vasodilating  properties  of  adrenalin 
in  mind.  Structurally  nylidrin  (Arlidin)  is  related 
to  adrenalin. 

In  the  acute  experiment,  i.e,  the  intra-arterial 
injection  of  a single  dose,  it  possesses  the  ability  to 
increase  blood  flow  in  muscle  as  much  as  5 to  6 
times  the  resting  value,  and  this  increase  may  last  for 
several  hours. 

The  oral  use  of  the  drug  has  been  tried  in  220  pa- 


tients with  intermittent  claudication  as  the  chief 
manifestation  of  a defective  blood  supply  to  the 
working  muscles  of  the  extremity.  These  were  “sta- 
bilized” individuals,  in  whom  other  measures  had 
little  value  in  increasing  walking  tolerance. 

They  demonstrated  a significant  increase  in  this 
ability  in  65  to  70  per  cent  after  its  use.  For  this 
reason,  the  author  feels  that  nylidrin  holds  promise 
in  the  treatment  of  muscle  ischemia. — Irwin  D. 
Stein,  M.D.,  presented  befoie  second  annual  meeting, 
American  College  of  Angiology,  Chicago,  June  10, 
1956 
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Some  Medical  Aspects  of  the  Problem  of  Rabies 


SAMUEL  ADAMS  COHEN,  M.D.,  NEW  YORK  CITY 


Me.  t 
per  I 
fa 

S'  I r I ^he  medical  management  of  a bite  inflicted 
fct  j A.  on  the  human  by  a mammal,  especially  a 
» dog,  should  include  a consideration  of  rabies, 
lie  Man  and  all  warm-blooded  animals  are  suscep- 
tible to  rabies,  which  is  ubiquitous,  occurs  in  all 
! seasons,  and  sometimes  is  referred  to  as  hydro- 
phobia. 

Rabies  in  the  human  is  an  acute  and  invar- 
s' iably  fatal  encephalitis  due  to  a neurotropic 
: virus  and  is  transmitted  to  man  almost  always 
by  a bite  from  a rabid  animal.  The  incubation 
period  is  variable : in  the  main  from  five  to  eight 
weeks,  the  shortest  period  being  ten  days,  rarely 
before  fifteen  days,  and  occasionally  longer  than 
live  months.  Human  rabies  is  characterized 
usually  by  extreme  nervous  and  psychic  excita- 
tion, hyperesthesia,  severe  spasm  of  the  muscles 
of  the  pharynx  and  larynx,  paralysis,  and  death 
usually  within  three  to  five  days  after  onset  of 
symptoms.  There  is  no  satisfactory  treatment. 

Rabies  commonly  appears  in  the  dog  from  ten 
to  sixty  days  after  a bite  from  a rabid  animal, 
rarely  over  ninety  days.  In  general,  animals 
are  observed  up  to  six  months  for  manifestations 
of  this  disease.  Suspicion  of  rabies  in  an  animal 
should  be  aroused  when  it  exhibits  an  abnormal 
! pattern  of  behavior,  for  example,  when  a cat 
suddenly  turns  on  a person  and  bites  or  when  a 
wild  animal  acts  spiritless  or  friendly.  In  the 
dog  the  earlier  symptoms  are  usually  manifested 
also  by  an  unexplained  change  in  its  disposition. 
It  may  then  act  sluggishly,  but  more  often  it 
is  restless,  chases,  snaps,  bites,  and  fights  with 
other  dogs.  As  with  the  human  the  dog  follows 
the  same  general  pattern  of  rabies  infection. 

I excitation  (tremor,  spasms),  paralysis,  and  death 
usually  within  four  to  six  days  after  the  first 
clinical  manifestations.  Occasionally,  when  a 
dog  supposedly  in  good  health  dies  suddenly,  a 
i postmortem  may  reveal  rabies. 

Bats  are  the  only  known  symptomless  carriers 
of  this  virus. 

Any  break  in  the  skin,  either  from  a bite  or  a 
scratch  wound  licked  by  a rabid  animal,  can 
serve  as  an  entrance  for  the  rabies  virus.  This 
virus,  strongly  neurotropic,  migrates  from  the 
wound  along  the  spinal  cord  to  the  brain. 


Man  is  relatively  susceptible  to  rabies,  much 
more  so  when  he  is  severely  exposed.  The 
severity  of  exposure  depends  directly  on  the 
quantity  and  virulence  of  the  rabies  virus  intro- 
duced with  the  bite,  the  location  of  the  bite  on 
the  body,  and  the  extent  of  the  injury,  since  the 
latter  two  contribute  to  traumatizing  and  ex- 
posing nerve  fibers.  Accordingly,  bites  on  the 
head,  neck,  or  face,  areas  with  a more  plentiful 
amount  of  nerve  tissue,  are  more  severe  than 
bites  inflicted  on  the  hands,  feet,  arms,  legs,  or 
trunk  in  that  order.  Deep  or  multiple  bites  and 
those  which  tear  or  mangle  are  to  be  considered 
more  serious  because  such  bites  traumatize  and 
usually  expose  more  nerve  fibers.  Generally,  the 
more  severe  the  exposure,  the  relatively  shorter 
is  the  incubation  period. 

The  interposition  of  clothing  lessens  the 
severity  of  exposure  by  filtering  out  a variable 
amount  of  the  virus-laden  saliva  which  might 
otherwise  be  introduced  with  the  bite.  Oc- 
casionally the  bitten  individual’s  footwear  pre- 
vents bites  from  reaching  the  skin  so  that  there  is 
no  exposure. 

Medical  Management 

The  medical  management  of  a person  bitten 
by  an  animal  may  be  divided  into  (1)  initial 
treatment,  (2)  evaluation  of  the  biting  animal 
for  rabies,  and  (3)  consideration  of  immunization 
against  rabies.  All  bites  should  be  treated 
locally  as  if  the  animal  were  rabid.  The  pos- 
sibilities for  contracting  rabies  or  decreasing  the 
potential  severity  of  exposure  are  lessened  by 
removing  or  inactivating  a variable  volume  of 
the  rabies  virus  already  implanted  with  the  bite 
into  the  injured  tissues.  To  this  extent  effective 
therapy,  when  carried  out  soon  after  the  bite, 
consists  of  cleaning  the  wound  thoroughly  for 
fifteen  minutes  with  soap  or  any  detergent  so- 
lution. Treatment  of  the  wound  by  cauteriza- 
tion with  strong  mineral  acids  such  as  fuming 
nitric  acid  continues  to  be  the  conventional 
therapy  with  some  physicians.  However,  it  is 
the  opinion  of  many  that  such  therapy  is  indi- 
cated only  when  the  wound  is  not  readily  ac- 
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cessible  to  cleaning  as  in  a deep  puncture 
wound.  In  experimental  animals  swabbing  a 
wound  with  1 per  cent  Zephiran  Chloride  solu- 
tion after  the  wound  was  contaminated  with 
rabies  virus  proved  to  be  more  effective  against 
rabies  than  cauterizing  the  wound  with  fuming 
nitric  acid  or  washing  it  with  a soap  solution.1 
Antibiotics  or  tetanus  immunization  are  usually 
not  indicated. 

Although  wild  animals  are  the  important  res- 
ervoir and  vectors  of  rabies,  by  and  large  it  is  the 
dog  which  is  the  major  vector  for  the  human. 
A dog  acquires  the  disease  from  the  enzootic 
reservoir  in  wild  animals  and  also  from  rabid 
dogs.  In  the  urban  areas  the  control  of  rabies 
in  dogs  practically  eliminates  the  domestic  cat 
as  a factor  in  the  spread  of  rabies  to  the  human. 
In  this  respect  other  household  pets  plajr  a com- 
paratively unimportant  role. 


Rabies  Control  in  New  York  State 


of  animal  bites  to  their  respective  local  healt 
officers.  In  turn,  when  indicated,  the  healt 
officer  forwards  pertinent  information  on  rabie 
to  the  public  health  officials  in  communities  con 
cerned. 


Determining  Rabies  Status 


When  a dog  bites  a person,  it  may  be  (1)  rabid 
(2)  suspected  of  being  rabid,  (3)  cleared  of  bein 
rabid,  or  (4)  classified  as  an  unknown  or  stra;  , b 
dog.  Unfortunately  a biting  dog  sometimes  i 
unwittingly  destroyed  without  benefit  of  labora 
tory  examination  to  ascertain  whether  it  ha< 
rabies,  and  as  with  the  unknown  or  stray  dog  ii 
communities  where  rabies  exists  or  may  reason 
ably  exist,  the  presumption  should  be  that  th 
dog  is  rabid  because  it  cannot  be  proved  other 
wise.  If  possible,  an  animal  suspected  of  rabie 
should  be  apprehended  and  confined  up  to  tej 
days  after  the  bite  for  observation  of  rabies  by  ; 
veterinarian. 


In  New  York  State  the  control  of  rabies  in 
rural  areas  and  some  upstate  communities 
presents  a more  difficult  and  complex  problem. 
It  must  be  emphasized  that  rabies,  which  is  es- 
tablished in  wild  animal  life,  is  evident  in  ap- 
proximately one  third  of  upper  New  York  State. 
In  some  areas  at  irregular  intervals,  particularly 
when  there  is  a rise  in  the  fox  population,  rabies 
breaks  out  into  epizootic  proportions  and  is  a 
source  of  great  concern,  especially  to  those  com- 
munities which  are  adjacent  to  regions  containing 
wild  animal  life. 

Rabies  control  in  New  York  State  is  coordi- 
nated by  the  State  Departments  of  Health,  Con- 
servation, Agriculture,  and  Markets.  To  fa- 
cilitate better  control  the  State  Department  of 
Health  designates  some  counties  as  being  certi- 
fied for  rabies,  either  because  rabies  is  endemic 
in  these  or  adjacent  counties  or  because  en- 
vironmental factors  warrant  such  certification. 

The  New  York  State  Sanitary  Code  makes 
the  reporting  of  individuals  bitten  by  a rabid 
or  suspected  rabid  animal  mandatory  in  all 
areas  of  upstate  New  York.  Further,  the  re- 
porting of  bites  by  any  animal  of  a species  sub- 
ject to  rabies  is  mandatory  in  counties  certified 
for  rabies  but  is  permissive  in  noncertified 
counties.  It  is  to  the  credit  of  physicians  and 
veterinarians  in  New  York  State  that  they  have 
been  most  understanding  in  reporting  their  cases 


The  possibility  of  rabies  as  the  cause  of  it 
death  should  be  considered  if  a dog  dies  withu 
fourteen  days  after  it  has  bitten  an  individual 
Its  head  should  be  examined  for  rabies.  Witl 
the  exception  of  the  bat,  if  the  biting  anima 
is  alive  fourteen  days  after  the  bite,  it  probabb 
was  not  rabid. 


An 

fa 


The  pathognomonic  findings  of  rabies  are  th 
demonstration  of  Negri  bodies  in  the  brain  of  tin 
suspected  animal.  If  Negri  bodies  are  not  found 
its  emulsified  brain  tissue  should  be  inoculatec 
intracerebrally  into  mice  for  the  production  o 
Negri  bodies  if  the  test  is  positive.  The  virui 
may  be  isolated  from  the  salivary  glands.  Thi; 
procedure  will  indicate  whether  the  bite  has  en  1 1 
tailed  a definite  risk  because  it  has  been  notec  ki 
that  the  rabies  virus  is  shed  in  the  saliva  of  5(  ilt< 
per  cent  of  cattle,  75  per  cent  of  dogs,  and  8v 
per  cent  of  foxes  proved  rabid.2  In  the  human  £ an; 
diagnosis  of  rabies  may  be  established  by  the  in 


jection  intramuscularly  of  the  patient’s  salivc  en> 


into  mice  or  hamsters. 


Except  when  there  is  severe  exposure,  the  per 
centage  of  persons,  if  left  untreated,  who  develop 
rabies  after  a bite  by  a rabid  animal  is  small 
Nevertheless,  the  truth  of  the  matter  is  that  the 
bitten  person  has  been  placed  in  a dangerou; 
situation,  and  careful  consideration  should  be 
given  to  the  utilization  of  immunizing  agent: 
against  rabies. 


Not 


- 


■- 


1396 


New  York  State  J.  Med 


SOME  MEDICAL  ASPECTS  OF  THE  PROBLEM  OF  RABIES 

TABLE  I. — Indications  for  Specific  Postexposure  Treatment* 


' Condition  of  Biting  Animal % 

During  Observation 

jfjj  Nature  of  Exposure  At  Time  of  Exposure  Period  of  10  Days  Recommended  Treatment 


I.  No  lesions;  indirect 

contact  only 
II.  Licks: 

(1)  Unabraded  skin 

(2)  Abraded  skin 
and  abraded  or 
unabraded  mu- 
cosa 

II.  Bites: 

(1)  Simple  exposure 

'ft 

;i  i 

tli 


er 

ie 

e: 


(2)  Severe  exposure: 
(multiple;  or 
face,  head,  or 
neck  bites) 


Rabid 


Rabid 

(а)  Healthy 

(б)  Healthy 

(c)  Signs  suggestive  of  ra- 
bies 

( d ) Rabid,  escaped,  killed, 
or  unknown 

(а)  Healthy 

(б)  Healthy 

(c)  Signs  suggestive  of  ra- 
bies 

(d)  Rabid,  escaped,  killed, 
or  unknown;  or  any 
bite  by  wolf,  jackal, 
fox,  or  other  wild  ani- 
mal 

(a)  Healthy 


(6)  Healthy 


its 

: 

i 

. 


(c)  Signs  suggestive  of  ra- 
bies 


( d ) Rabid,  escaped,  killed, 
or  unknown.  Any  bite 
by  wild  animal 


None* 


None* 

Healthy  None 

Clinical  signs  of  rabies  or  Start  vaccine  at  first  signs  of  rabies 
proved  rabid  in  animal 

Healthy  Start  vaccine  immediately;  stop 

treatment  if  animal  is  normal  on 
fifth  day  after  exposuref 
Start  vaccine  immediately 


Healthy  None 

Clinical  signs  of  rabies  or  Start  vaccine  at  first  signs  of  rabies 
proved  rabid  in  animal 

Healthy  Start  vaccine  immediately;  stop 

treatment  if  animal  is  normal  on 
fifth  day  after  exposuref 
Start  vaccine  immediately 


Healthy  Hyperimmune  serum  immediately; 

no  vaccine  as  long  as  animal  re- 
mains normal 

Clinical  signs  of  rabies  or  Hyperimmune  serum  immediately; 

proved  rabid  start  vaccine  at  first  sign  of  rabies 

Healthy  Hyperimmune  serum  immediately, 

followed  by  vaccine;  vaccine  may 
be  stopped  if  animal  is  normal  on 
fifth  day  after  exposure 
Hyperimmune  serum  immediately, 
followed  by  vaccine 


* Start  vaccine  immediately  in  young  children  and  in  patients  where  a reliable  history  cannot  be  obtained, 
f An  alternative  treatment  would  be  to  give  hyperimmune  serum  and  not  start  vaccine  as  long  as  the  animal  remained 
normal. 

!Note:  To  be  effective  hyperimmune  serum  must  be  given  within  72  hours  of  exposure.  Dose  is  0.5  ml.  per  Kg.  of  body 
weight. 

These  indications  apply  equally  well  whether  or  not  the  biting  animal  has  been  previously  vaccinated. 

Cl 


Immunizing  Agents 


Antirabies  vaccine  produces  active  immuni- 
zation, and  antirabies  serum  produces  passive 
immunization  against  rabies.  The  indications 
for  their  administration  are  listed  in  Table  I, 
taken  from  the  Second  Report  of  Expert  Com- 
mittee on  Rabies  of  the  World  Health  Organiza- 
tion,6 and  should  be  used  as  a guide.  However,  in 
many  areas  the  environmental  aspects  of  this 
disease  are  such  that  modifications  are  recom- 
mended by  local  health  officials.  For  example,  fol- 
lowing “simple  exposure”  and  when  it  is  possible 
to  observe  the  biting  animal  for  clinical  signs  of 
rabies,  public  health  officials  advocate  delay  in 
giving  antirabies  vaccine.  Generally,  such  delay 
an  be  considered  without  detriment  to  the  bit- 
n person.  Again,  when  it  is  possible  to  observe 
the  biting  animal  following  severe  exposure, 
jareful  consideration  should  be  given  to  the  ad- 
inistration  of  antirabies  serum,  to  be  followed 


by  vaccine.  If  rabies  clearance  is  given  to  the 
biting  animal,  vaccine  should  not  be  given,  or  if 
it  is  being  administered,  it  should  be  discontin- 
ued. 

It  must  be  mentioned  here  that  bites  from  a 
wild  animal,  unless  it  is  captured  and  examined 
for  rabies,  should  be  considered  as  an  exposure 
to  rabies,  and  procedures  in  Table  I might  well 
be  followed.  As  pointed  out  above,  in  any 
community  where  rabies  exist  or  may  reasonably 
exist,  the  presumption  should  be  that  bites 
inflicted  by  a stray  or  unknown  dog  indicate 
possible  exposure  to  rabies  and  should  be  treated 
accordingly. 

The  Semple  type  of  rabies  vaccine,  a phenol 
and  heat-killed  rabies  vaccine  of  5 per  cent  rabid 
brain  tissue  suspension  in  physiologic  salt  solu- 
tion with  0.25  per  cent  phenol,  is  used  practically 
the  world  over.  There  are  comparatively  few 
medical  contraindications  to  its  administration. 
Regardless  of  age  or  severity  of  the  bite  a gen- 
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erally  accepted  procedure  is  to  administer  the 
vaccine  subcutaneously  for  fourteen  days  in  the 
arms,  abdominal  wall,  or  between  the  shoulder 
blades.  In  areas  where  exposure  to  wild  animal 
rabies  occurs  with  greater  frequency,  a twenty- 
one-day  course  of  vaccine  is  usually  given. 

Antibody  Response  to  Antirabies 
Vaccine 

Although  it  is  not  too  clear  how  the  rabies  vac- 
cine confers  immunity,  it  is  generally  believed 
that  the  antibodies  produced  neutralize  and 
otherwise  halt  the  spread  of  the  virus  through 
nerve  tissue  before  it  gains  entrance  to  the  vital 
neurons. 

LeBell  and  associates3  noted  that  neutralizing 
antibodies  and  complement  fixation  antibodies 
began  to  appear  at  the  completion  of  14  daily  in- 
jections of  Semple  type  vaccine.  A maximum 
production  was  reached  four  to  five  weeks  later. 
They  noted  also  that  a lower  antibody  level  was 
found  in  individuals  receiving  seven  daily  doses 
of  vaccine.  Other  investigators4  have  noted  in  a 
series  of  cases  that  response  to  the  rabies  vaccine 
usually  occurs  from  the  fourteenth  to  the  twenty- 
first  day  of  a twenty-one-day  course  of  vaccine 
therapy.  Generally,  adequate  immunity  against 
rabies  can  be  expected  clinically  about  the 
twelfth  day  after  the  completion  of  a fourteen-day 
course  of  treatment  with  Semple  type  vaccine. 

It  is  important  to  point  out  that  the  demon- 
stration of  antibodies  (as  ascertained  by  our 
present-day  methods)  is  the  only  definite  indica- 
tion that  the  antigen  induced  by  the  rabies  vac- 
cine has  been  effective.  However,  the  presence 
of  antibodies  does  not  always  indicate  that  ade- 
quate protection  against  rabies  virus  has  been 
produced.  (At  present  there  is  no  definite 
evidence  available  as  to  the  quantitative  levels 
of  antibody  necessary  to  protect  humans  against 
rabies.)  In  their  evaluation  of  laboratory  data 
of  29  persons  bitten  by  a rabid  wolf  in  Iran  (as 
will  be  mentioned  later),  Habel  and  Koprowski4 
point  out  that  among  other  complicating  factors 
is  the  known  fact  that  certain  individuals  produce 
antibody  very  poorly  or  not  at  all  in  response  to 
any  type  of  antigenic  stimulus  (rabies  vaccine, 
rabies  serum,  or  possibly  from  the  antigen 
arising  from  multiplication  of  the  natural  virus 
introduced  at  the  time  of  the  bite).  Again,  in 
this  series  of  wolf  bites  these  authorities  note  that 
of  the  five  patients  who  only  received  a twenty- 
one-dav  course  of  vaccine,  two  individuals  failed 


to  develop  any  demonstrable  antibody  during 
the  period  of  observation  which  extended  at  least 
ten  days  after  completion  of  the  course  of  21  daily 
treatments.  It  is  interesting  to  mention  that  one 
of  these  patients  survived;  the  other  died. 

Antirabies  Serum 

It  must  be  emphasized  that  in  severe  bites  fromj 
rabid  animals,  especially  those  inflicted  on  the 
head,  face,  or  neck,  prophylactic  treatment  with 
rabies  vaccine  cannot  be  relied  on  to  prevent  the 
fatal  outcome  of  rabies  because  there  is  not  enough 
time  for  the  vaccine  to  produce  antibody  for 
adequate  protection.  In  such  critical  situa- 
tions antirabies  serum  should  be  administered. 
The  serum  not  only  provides  passive  antibodies 
in  the  recipient’s  blood,  but  also  in  some  way 
these  temporarily  restrain  the  progress  of  in- 
fection, probably  by  checking  the  multiplication 
of  the  natural  or,  as  it  is  usually  described,  the 
street  virus  implanted  with  the  bite.  Thus,  a 
critical  time  may  be  gained  for  the  vaccine  to 
produce  its  own  antibodies — active  immunity — 
and  prevent  onset  of  the  disease. 

In  dosage  of  0.5  ml.  per  Kg.  of  body  weight 
the  antirabies  serum  is  injected  intramuscularly, 
preferably  in  the  gluteal  region.  In  the  pro- 
phylaxis of  severe  bites  this  dosage  should  be 
increased  or  repeated.  The  serum  has  its 
greatest  value  when  administered  not  later  than 
seventy-two  hours  after  the  bite.  The  serum 
has  probably  little  value  if  given  after  that 
time,  although  it  might  well  be  beneficial  when 
given  later  than  seventy-two  hours  after  expo- 
sures which  appear  extremely  dangerous.  In 
selective  circumstances  the  antirabies  serum 
might  be  infiltrated  in  and  around  the  bite 
wound  as  a specific  local  treatment. 


ra « 


i: 
tot 
phi 
by  i 
dan' 
tere 
mil 


la- 
te 1 
the 
wtr 
ini 
Foi 
plai 
,[« 
tea 
rab 
pro 
A; 


res' 

Iv 

m 

lei 

me 

w 


ra 

do 

aii 

ti 


a 

e 


After  a single  dose  of  serum  intramuscularly, 
antibody  was  demonstrable  from  the  first  day 
and  up  to  the  fourteenth  day.5  This  response  to 
the  serum  does  not  interfere  with  the  immunizing 
capacity  of  rabies  vaccine.5  The  serum  is  pro- 
duced from  horses,  and  precautions  should  be 
taken  to  minimize  the  occurrence  of  sensitivity. 
Rabies  serum  from  rabbits  is  also  available.  ■ 
Until  further  evidence  indicates  otherwise,  anti- 
rabies serum  should  be  used  only  as  a supple- 
ment to  the  antirabies  vaccine,  and  unless  for 
some  reason  treatment  with  vaccine  is  to  be  de-  f? 
ferred  for  up  to  seven  or  ten  days,  the  first  dose  of 
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vaccine  should  be  given  twenty-four  hours  after 
the  serum. 

The  superior  protective  qualities  of  the  com- 
bined antirabies  serum  and  vaccine  in  the  pro- 
phylactic treatment  of  the  more  serious  bites 
by  rabid  animals  in  the  human  was  made  abun- 
dantly clear  in  the  results  of  treatment  adminis- 
tered to  29  persons  who  were  bitten  by  a rabid 
wolf  (as  mentioned  above)  within  a period  of 
four  hours  in  Iran  in  August,  1954.  The  wolf 
was  killed,  and  the  rabies  virus  was  isolated  from 
its  brain.  Eleven  of  the  victims  were  bitten  on 
the  trunk  or  limbs;  18  others,  bitten  on  the  head, 
were  severely  exposed  to  rabies,  and  12  of  these 
individuals  were  in  very  serious  condition. 
For  purposes  of  treatment  the  bitten  persons  were 
placed  into  groups  of  individuals  similarly  ex- 
posed. The  clinical  results  indicated  that  in 
head  bites  the  combined  administration  of  anti- 
rabies serum  and  vaccine  gives  more  effective 
protection  than  antirabies  vaccine  treatment 
alone.6 

Habel  and  Koprowski,  in  evaluating  their 
results  of  the  seriologic  studies  on  these  29  in- 
dividuals, noted  that  among  other  significant 
findings  it  was  apparent  that  antibody  which  is 
demonstrable  early  and  throughout  the  treat- 
ment period  and  is  obtained  by  the  combined  use 
of  serum  and  vaccine  is  more  effective  in  pre- 
venting rabies  after  severe  exposure  than  is  a 
course  of  vaccine  alone.4 

To  the  question  occasionally  raised  as  to  the 
duration  of  immunity  following  14  daily  doses  of 
vaccine,  it  may  be  stated  that  immunity  un- 
doubtedly lasts  three  months  and  perhaps  six  or 
nine  months  or  up  to  a year.  Unless  a severe 
exposure  has  taken  place  within  three  months 
after  vaccine  therapy,  immunizing  agents  are  not 
indicated;  between  three  to  six  months,  serum 
(even  when  given  later  than  seventy-two  hours 
after  the  bite)  followed  by  two  doses  of  vaccine 
one  week  apart  seems  advisable.  Another  ex- 
posure occurring  six  or  more  months  after  active 
immunization  generally  allows  for  one  of  two  al- 
ternatives: (1)  14  daily  doses  of  vaccine,  a pro- 
cedure which  according  to  Sellers7  increases  the 
risk  of  postparalytic  accidents  or  (2)  administra- 
tion of  serum  followed  by  seven  daily  injections 
of  vaccine,  thereby  lessening  the  risk  of  a para- 
lytic accident.  Moreover,  the  abbreviated  dos- 
age might  be  instrumental  in  causing  a booster 
effect  from  the  previous  antibody  titer. 

A mass  of  statistics  can  be  given  to  show  the 


beneficial  effects  pf  vaccine  therapy.  Unfor- 
tunately, most  of  this  is  not  sufficiently  accurate 
to  warrant  definite  conclusions. 

Reactions  Following  Vaccine 

Localized  reactions,  indurations,  at  the  site  of 
injections  are  noted  generally  from  the  fifth  to 
the  eighth  day  of  vaccine  treatment  and  occur  in 
about  50  per  cent  of  adults,  much  less  frequently 
in  children,  and  are  uncommon  in  infants.  These 
are  rarely  accompanied  by  constitutional  symp- 
toms. Treatment  should  be  continued  since 
these  reactions  usually  subside  within  forty- 
eight  to  seventy-two  hours. 

So-called  postvaccination  paralysis,  i.e.,  neu- 
rologic complications,  may  result  from  the  ad- 
ministration of  rabies  vaccine.  In  Los  Angeles 
this  complication  was  noted  in  one  out  of  1,194 
treatments.8  In  Georgia  Sellers  noted  one  in 
7,200  persons  treated.7  In  some  of  the  largest 
clinics  as,  for  example,  at  Pasteur  Institute  in 
southern  India,  there  was  an  incidence  of  one  in 
21,463  out  of  279,018  persons  treated.9 

Usually  these  complications  are  manifested  by 
clinical  entities  such  as  encephalitis,  myelitis 
(dorsomyelitis),  and  neuritis.  The  character- 
istic morphologic  lesion  in  these  accidents  is  acute 
perivascular  demyelination ; with  nerve  root  in- 
volvement the  picture  is  that  of  acute  polyrad- 
iculoneuritis. 

Applebaum,  Greenberg,  and  Nelson10  of  the 
New  York  City  Department  of  Health  report  on 
a series  of  46  individuals  with  these  accidents, 
one  out  of  every  1,575  persons  treated.  Compli- 
cations were  evident  between  the  eighth  and 
twenty-first  day  after  the  initial  injection,  six 
days  being  the  shortest  and  forty-five  days  being 
the  longest.  With  some  overlapping  the  en- 
cephalitis type  was  noted  in  about  80  per  cent  of 
the  series,  the  dorsolumbar  myelitic  type  1 1 per 
cent,  and  the  neuritic  type  9 per  cent.  There 
were  no  fatalities.  These  authors  did  not  en- 
counter the  rarer  and  more  serious  paralysis  of 
the  Landry  type  which  has  a mortality  of  about 
30  per  cent.  In  general  agreement  with  others, 
these  investigators  observed  that  the  clinical 
course  was  usually  short,  about  one  or  two  weeks, 
with  complete  recovery  in  about  two  thirds  of 
the  cases.  With  some  minor  reservations  the 
residua  in  the  other  one-third  did  not  prevent 
them  from  resuming  their  usual  occupations. 

Although  these  neurologic  complications  usu- 
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ally  appear  suddenly,  they  may  come  on  gradu- 
ally. Depending  on  the  severity  of  exposure, 
treatment  with  vaccine  should  be  discontinued 
when  the  patient  complains  of  severe  headache 
accompanied  by  fever,  nausea  and  vomiting, 
indefinite  sensory  pains,  numbness  and  tingling 
of  the  extremities — all  seemingly  indicative  that 
the  central  nervous  system  is  expressing  a sen- 
sitizing response  to  the  multiple  antigenic  stim- 
ulus induced  by  the  daily  injection  of  the  vac- 
cine. The  belief  is  general  that  these  compli- 
cations are  the  result  of  allergic  sensitization  to 
some  component  of  nervous  tissue  present  in  the 
rabies  vaccine. 

Some  favorable  results  are  reported  in  the 
literature11-14  following  the  utilization  of  cor- 
tisone and  ACTH  to  suppress  these  clinical  man- 
ifestations, apparently  by  protecting  the  tissues 
in  the  central  nervous  system  from  further  in- 
jury as  a result  of  the  union  of  antigen  and  anti- 
body. McFadzean  and  Choa15  also  believe  that 
encephalitis  and  myelitis  are  an  allergic  response 
to  rabies  vaccine,  and  when  they  occur  in  persons 
bitten  by  an  animal  known  to  be  rabid,  these 
authors  advise  that  the  vaccine  therapy  should 
be  continued  and  ACTH  be  given  to  control  the 
hypersensitive  response. 

Obviously  individuals  in  the  status  of  general 
allergy  are  more  prone  to  have  postvaccinal  ac- 
cidents, and  as  mentioned  before,  this  aspect  in- 
cludes those  who  have  had  a previous  course  of 
rabies  vaccine. 

Hodes16  has  recently  leferred  to  some  of  the 
important  experimental  work  in  the  problem  of 
rabies  including  the  production  of  rabies  vaccine 
since  1885  when  the  immortal  Pasteur  modified 
virulent  rabies  virus  to  the  point  of  safety  for 
human  immunization.  Research  to  isolate  and 
eliminate  the  encephalopathic  factor  contained 
in  the  brain  substance  of  the  vaccine  and  at  the 
same  time  provide  a vaccine  that  is  effective  has 
been  encouraging.  Without  causing  any  pa- 
ralysis chick  embryo  (Flury  strain)  vaccine  is 
proving  to  be  highly  effective  in  protecting 
animals  against  rabies  for  three  years  and  prob- 
ably longer.  Further  work  is  necessary  before 
such  a product  is  suitable  for  humans  since  the 
vaccine  is  a living  attenuated  virus. 

Some  risk  is  always  involved  with  the  admin- 
istration of  any  biologic  agent.  The  question 
as  to  whether  the  risk  of  the  administration  of 
rabies  vaccine  is  greater  than  the  risk  of  con- 
tracting rabies  can  be  answered,  without  reser- 


vations, that  when  indicated,  rabies  vaccine  is 
apparently  worth  the  risk. 

Rabiphobia 

Rabiphobia  has  always  been  an  important 
aspect  of  the  problem  of  rabies  because  for  cen- 
turies people  have  had  a distinct  dread  of  this 
disease.  However,  the  reference  here  is  to  the 
marked  emotional  reaction  and  sometimes  to  a 
paralyzing  terror  which  grips  some  individuals 
or,  in  the  case  of  a child,  its  parents  who  with 
little  or  no  basis  of  fact  convince  themselves 
and  frequently  others  that  they  or  their  child 
have  been  exposed  to  rabies.  As  a rule  they  re- 
quest or  even  insist  on  immunization.  It  is 
emphasized  that  rabies  vaccine  should  be  given 
only  when  indicated. 

When  evaluated  solely  from  the  criterion  of 
mortality  (the  nation-wide  range  is  from  a low  of 
ten  deaths  in  1949  to  a high  of  80  in  1934),  rabies 
cannot  be  considered  in  the  same  light  as  most 
other  communicable  diseases.  However,  when  re- 
garded from  its  ever-present  potentialities  which 
threaten  the  health  and  welfare  of  any  com- 
munity, including  those  which  are  now  rabies- 
free,  this  disease  merits  considerable  attention. 
During  the  past  decade  or  so  disturbing  explosive 
outbreaks  of  canine  rabies  have  occurred  in 
Denver,  Colorado;  Houston,  Texas;  Los  An- 
geles, California,  and  Chicago,  Illinois.  Also  in 
irregular  cycles  and  with  great  economic  loss  at 
times  to  cattle  owners,  enzootic  rabies  has  erupted 
into  epizootic  proportions,  spreading  terror 
among  the  people  in  the  vicinity  of  the  Appa- 
lachian Mountain  range  extending  south  from 
north  central  New  York  State  through  the 
northern  part  of  Florida  and  west  to  eastern 
Texas. 

Recent  World-wide  Increase  in  Rabies 

During  the  past  four  years  the  northern  and 
also  the  southern  parts  of  Canada  have  been 
contending  with  epizootic  rabies  from  a “spill- 
over” of  rabies  infection  from  the  northwestern 
territories.  Since  World  War  II  this  disease  has 
been  creeping  from  Eastern  Europe  into  Y estern 
Europe  and  has  terrorized  man}'  communities  in 
West  Germany  and  Austria.  Similarly  some 
sections  in  South  Africa,  which  have  been 
practically  rabies-free  for  many  years,  have  re- 
cently experienced  a “spillover”  of  rabies  from 
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adjacent  areas.  Formosa,  after  being  rabies- 
free  from  1939  to  1947,  had  555  human  deaths 
due  to  rabies  from  June,  1948,  to  May,  1953. 17 
All  these  figures  indicate  that  during  the  past 
decade  there  has  been  a world-wide  increase  in 
the  incidence  of  rabies  and  also  that  rabies  is  re- 
entering many  areas  which  had  been  rabies-free 
for  years. 

For  almost  the  past  half  century  vampire  bats 
have  been  known  to  transmit  paralytic  rabies  to 
livestock  in  Latin,  Central,  and  South  America. 
These  blood-sucking  bats  have  also  infected 
humans  with  rabies,  particularly  in  Mexico  and 
Trinidad.  The  concern  for  vampire  bats  was  in- 
creased considerably  when  it  was  discovered  that 
a proportion  of  these  apparently  healthy  bats 
are  definitely  infected  with  rabies  virus.18 

More  States  Now  Encountering 
Bat  Rabies 

Until  1953  the  existence  of  rabies  infection  in 
bats  was  unknown  in  this  country.  Therefore, 
it  was  of  great  significance  epidemiologically  in 
June,  1953,  when  a boy  was  attacked  in  broad 
daylight  in  Florida  by  an  insectivorous  bat  which 
proved  to  have  rabies.19  Subsequently  a survey 
in  that  area  revealed  that  out  of  384  apparently 
normal  bats,  five  yellow  bats  and  one  seminole 
bat  were  found  to  have  the  rabies  virus  in  their 
brains.  In  Pennsylvania  in  September,  1953,  a 
hoary  bat  made  an  unprovoked  attack  on  a 
woman.  A laboratory  examination  proved  that 
bat  to  be  rabid.20 

Today  bat  rabies  is  recognized  in  eight  states. 
Although  as  yet  bat  rabies  has  not  been  reported 
in  New  York  State,  it  could  occur.  Because  ap- 
parently normal  bats  have  been  known  to  ex- 
crete rabies  virus  in  their  saliva  for  weeks  and 
possibly  months,  the  Sanitary  Code  of  New 
York  State  now  provides  for  the  first  time  for  the 
possibility  of  bat  rabies.  The  Code  requires  that 
biting  bats  be  considered  presumptively  rabid, 
killed  immediately,  and  submitted  for  laboratory 
examination. 

Certain  species  of  bats  are  known  to  have  a 
wide  migration,  extending  sometimes-  to  800 
miles.  There  are  now  grounds  to  suspect  that 
as  is  the  case  with  vampire  bats,  the  nonhema- 
togenous bats  may  be  proved  to  constitute  a 
reservoir  of  infection  and  may  be  the  answer  to 
the  occasional  odd  behavior  of  rabies  which  sud- 
denly breaks  out  in  areas  which  hitherto  have 


been  completely  free  of  rabies  for  a considerable 
period  of  time. 

Burns  and  Farinacci,21  in  their  search  into 
serum  specimens  of  207  apparently  normal  in- 
sectivorous bats  taken  from  the  huge  bat  popu- 
lation of  the  military  reservation  of  Fort  Sam 
Houston,  Texas,  found  that  in  65  per  cent  of  these 
bats  there  were  neutralizing  antibodies  for  the 
virus  of  rabies,  a finding  which  provides  evidence 
of  these  bats’  previous  experience  with  this 
disease. 

Until  much  more  is  known  about  the  epi- 
demiology of  rabies  the  ultimate  and  ideal  solu- 
tion of  the  problem  of  rabies  seems  to  be  in  the 
elimination  of  rabies  from  the  animal  population. 
As  yet  our  knowledge  and  limited  facilities  do  not 
support  any  high  hopes  for  such  elimination  in 
the  foreseeable  future.  However,  a practical 
step  in  that  direction  are  the  well-planned  and 
well-integrated  programs  now  being  conducted  on 
international,  national,  regional,  and  local  levels. 
The  success  of  this  coordinated  program  should 
have  a long-range  effect  in  keeping  this  disease  in 
check  at  lower  levels  and  thus  substantially 
preventing  recurrences  of  epizootic  rabies  in  the 
wild  animal  population.  One  definite  result 
thus  far  has  been  a vast  improvement  in  live- 
stock economy  in  many  areas. 

Advantages  of  Better  Control  of 
Dog  Rabies 

As  pointed  out  before,  it  is  the  dog,  the  one 
animal  living  closest  to  man,  which  is  primarily 
responsible  for  the  spread  of  rabies  in  humans. 
The  veterinarian,  public  health  official,  and 
physician  should  increase  their  efforts  to  en- 
lighten the  general  public  so  that  people  will  have 
a better  understanding  of  the  rabies  problem  and 
will  see  the  advantages  of  supporting  measures 
for  more  effective  rabies  control  in  the  dog  pop- 
ulation. Conditions  can  be  made  unfavorable  for 
the  spread  of  rabies  in  the  dog  population  by 
continually  enforcing  measures  which  will  reduce 
the  number  of  stray  dogs  and  more  especially  by 
accepting  as  a routine  procedure  the  humane  and 
effective  immunization  against  rabies  of  all 
owned  dogs.  The  information  gained  in  check- 
ing outbreaks  of  canine  rabies  in  communities 
emphasizes  the  need  to  include  the  above-men- 
tioned practices  of  preventive  medicine  on  a 
community-wide  basis  to  save  life  and  also  to 
avoid  experiences  which  are  at  times  terrifying. 

The  alternative  to  such  sound  public  health 
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practices  is  noted  when  a community  is  some- 
times greatly  perturbed  because  dog  bites  are  in- 
creasing in  frequency  within  their  area.  Im- 
mediately its  people  are  possessed  with  fright- 
ening thoughts  of  rabies  and  manifest  an  intense 
and,  with  some,  an  irrational  fear  of  contracting 
this  disease,  a disease  soon  known  to  be  dreadful 
and  fatal.  Such  emotional  reaction  usually  leads 
also  to  the  pathetic  and  needless  sacrifice  of  many 
household  pets  which  are  suddenly  placed  under 
suspicion  that  they  have  been  exposed  to  rabies 
or  have  symptoms  too  readily  considered  to  be 
those  of  rabies. 

This  need  not  happen  to  any  community  be- 
cause the  choice  is  obvious. 

215  West  90th  Street 
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W.M.A.  Seeks  5.000  More  Members 


Having  passed  the  5,000  mark  in  membership,  the 
U.S.  Committee  of  the  World  Medical  Association  is 
embarking  on  a campaign  to  double  its  membership 
in  the  next  two  years. 

“The  5,000  leaders  of  American  medicine,  now 
enrolled  in  the  U.S.  Committee,  have  made  a great 
contribution  to  the  progress  and  security  of  medi- 
cine on  the  international  level,  and  we  hope  that 
many  thousands  more  will  join  our  ranks,”  said  Dr. 
Louis  H.  Bauer,  secretary-treasurer  of  the  W.M.A. 

The  U.S.  Committee  has  just  mailed  the  first  issue 
of  a bimonthly  newsletter  to  all  members  of  the  U.S. 
Committee.  It  will  be  issued  in  each  of  the  alter- 
nate months  in  which  the  World  Medical  Journal  is 


not  published. 

Dr.  Austin  Smith,  chairman  of  the  LLS.  Commit- 
tee of  the  W.M.A.,  said  that  as  a result  of  a meeting 
of  members  in  Chicago  on  June  12,  plans  are  now  un- 
der way  to  bring  about  more  frequent  liaison  between 
the  committee  and  individual  members,  along  with 
development  of  local  units  of  committee  organiza- 
tion. 

There  is  a good  possibility  that  a more  formal 
meeting  will  be  held  at  the  time  of  the  1957  annual 
meeting  of  the  A.M.A.  in  New  York  with  suffi- 
cient time  provided  to  permit  a detailed  review  and 
discussion  of  the  committee’s  program  of  service. — 
Secretary’s  Letter,  A.M.A.,  August  3,  1956 
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The  Pulmonary  and  Small  Bone  Changes  in 
Inf  arils  with  Sickle  Cell  Anemia 


ARNOLD  B.  VICTOR,  M.D.,  AND  LOUIS  E.  IMPERIALE,  M.D.,  BROOKLYN,  NEW  YORK 

( From  the  Brooklyn  Hospital) 


This  is  a report  of  two  cases  of  sickle  cell 
anemia  in  infants,  both  of  whom  developed 
lung  and  small  bone  involvement.  The  changes 
that  occurred  have  been  described  before,  but 
they  are  quite  rare,  particularly  in  conjunction 
with  each  other.  By  calling  attention  to  the 
fact  that  these  changes  can  take  place,  we  hope 
that  the  reports  of  these  cases  will  be  of  interest 
and  of  value  to  physicians  dealing  with  sickle 
cell  anemia  and  will  help  to  expedite  early 
diagnosis  and  treatment. 

Case  Reports 

Case  1. — L.  B.,  a thirteen-month-old  Negro 
male,  was  first  admitted  to  the  Brooklyn  Hospital 
with  a two-day  history  of  fever,  pharyngitis,  ques- 
tionable nuchal  rigidity,  and  puffiness  of  both  eye- 
lids and  the  dorsum  of  both  hands  despite  penicillin 
and  Gantrisin.  He  had  been  hospitalized  at  Kings 
County  Hospital  at  the  ages  of  six  and  seven  months, 
and  both  times  chest  x-rays  failed  to  show  any  pa- 
thology. During  the  second  admission  his  white 
blood  count  was  43,500.  He  was  treated  with  iron 
for  a persistently  low  hemoglobin  (6.7  Gm.). 

Physical  examination  showed  a 10.5-Kg.,  irritable, 
Negro  male.  The  positive  findings  were  hypertro- 
phied and  injected  tonsils  covered  with  exudate,  a 
watery  nasal  discharge,  suggestive  nuchal  rigidity, 
a grade  2 systolic  apical  murmur,  and  edema  of  the 
dorsum  of  both  hands,  more  marked  on  the  right 
(Fig.  1). 

The  initial  blood  count  was  red  blood  cells  3,090,- 
000  with  marked  hypochromia,  hemoglobin  6.8  Gm., 
white  blood  cells  14,450  with  polymorphonuclears  74 
per  cent  and  lymphocytes  26  per  cent.  No  sickle 
cells  were  seen  on  the  first  smear,  but  subsequent 
preparations  shoved  marked  sickling.  The  parents’ 
blood  was  checked  (this  was  their  only  child)  and 
showed  no  evidence  of  sickling  on  dry  or  wet  prepa- 
rations. However,  electrophoretic  studies  proved 
that  they  both  had  a sickle  trait  and  that  the  child 
had  pure  sickle  hemoglobin. 

On  the  evening  of  admission  nuchal  rigidity  be- 
came more  marked,  and  a spinal  tap  showed  xantho- 
chromic and  cloudy  fluid  with  many  red  blood  cells; 
974  white  blood  cells  per  cu.  mm.  with  polymorpho- 


Fig.  1.  Case  1 — Edema  of  the  dorsum  of  the  right 
hand  as  seen  on  admission.  The  swelling  of  the  left 
hand  was  not  so  marked  at  this  time  but  later  increased 
until  both  hands  were  quite  swollen  and  tender.  This 
occurred  while  the  patient  was  on  intensive  antibiotic 
therapy  for  meningitis. 

nuclears  87  per  cent  and  lymphocytes  13  per  cent; 
sugar  78.5  mg.  per  cent;  total  protein  148.0  mg.  per 
cent.  The  smear  showed  what  looked  like  gram- 
positive intracellular  diplococci,  but  no  organism  was 
ever  grown  on  culture.  Penicillin,  Gantrisin,  and 
Chloromycetin  were  started  in  high  dosages,  and  in 
two  days  the  child  was  afebrile.  Roentgenograms 
of  the  chest,  hands,  and  long  bones  revealed  only 
minimal  generalized  cardiac  enlargement,  some  en- 
gorgement of  pulmonary  vessels,  and  a suggestion 
of  an  increased  density  in  the  left  upper  lung  field. 
The  hands  remained  swollen  and  became  increasingly 
tender,  there  was  a suggestion  of  puffiness  of  the 
eyelids  and  feet,  and  the  nuchal  rigidity  gradually 
decreased.  The  white  blood  count  began  to  rise 
steadily,  and  seventeen  days  after  admission  it 
was  31,200  with  polymorphonuclears  34  per  cent, 
lymphocytes  62  per  cent,  and  monocytes  5 per  cent. 
The  hemoglobin  and  red  blood  count  never  changed 
much,  but  increasing  numbers  of  nucleated  red  cells 
w'ere  seen  on  smears.  A bone  marrow  specimen 
showed  increased  normoblasts  and  numerous  sickle 
cells. 

Repeat  x-rays  of  the  hands  (sixteen  days  after  the 
onset  of  swelling)  showed  changes  in  the  meta- 
carpals  and  phalanges  of  both  hands  which  were 
labeled  “osteomyelitis”  by  the  radiologists  and 
the  orthopedic  surgeon  (Fig.  2).  On  the  advice  of 
the  latter,  aspiration  of  fluid  was  attempted  from  the 
base  of  the  right  thumb;  none  w'as  obtained.  On 
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Fig.  2.  Case  1 — Sixteen  days  after  the  onset  of 
swelling,  x-rays  of  the  hands,  which  had  been  negative 
originally,  showed  bone  destruction  with  extensive 
periosteal  reaction.  On  the  left  the  third  and  fifth 
metacarpals,  the  middle  phalanx  of  the  fifth  finger,  and 
the  proximal  phalanx  of  the  thumb  are  involved.  On 
the  right  all  the  metacarpals  and  proximal  phalanges 
show  these  changes. 


the  nineteenth  day  of  hospitalization  the  child’s 
temperature  went  up  to  103  F.,  and  he  developed 
respiratory  distress  and  abdominal  distention.  A 
diagnosis  of  sickle  cell  crisis  was  made,  and  the  child 
was  treated  with  oxygen,  sedation,  more  antibiotics, 
fluids,  and  antipyretic  measures.  He  had  received 
one  transfusion  of  80  cc.  of  washed,  packed,  compat- 
ible red  cells  on  the  day  prior  to  the  onset  of  crisis. 
Chest  x-rays  now  showed  densities  which  were  read 
as  “pneumonia”  in  the  left  upper  lobe  and  “broncho- 
pneumonia” in  the  right  lower  lobe  (Fig.  3). 

Tuberculin  skin  tests,  tests  for  trichinosis,  repeated 
urinalyses  and  blood  cultures,  enteric  agglutinins, 
Mazzini  test,  and  a skin  test  for  penicillin  sensitivity 
were  all  negative.  Blood  urea,  total  protein,  al- 
bumin and  globulin,  sodium,  and  potassium  were 
within  normal  limits.  There  was  no  urobilinogen 
in  the  urine,  and  the  total  serum  bilirubin  was  “less 
than  0.7  mg.  per  cent”  except  during  the  height  of 
the  crisis  when  the  indirect  serum  bilirubin  was  1.3 
mg.  per  cent  with  0 direct.  The  electrocardiogram 
showed  only  sinus  tachycardia.  The  white  blood 
count  rose  to  a peak  of  39,000. 

After  three  days  of  crisis  the  temperature  came 
down  to  normal  again,  and  the  child  began  to  im- 
prove from  a clinical,  laboratory,  and  roentgen 
standpoint.  Forty-one  days  after  admission  he  was 
discharged  from  the  hospital.  Six  weeks  later  he 
was  seen  in  the  outpatient  department  with  an 
upper  respiratory  infection,  at  which  time  x-rays  of 
his  hands  showed  complete  healing  of  the  bones. 
Three  weeks  later  the  lung  fields  had  become  almost 
completely  clear  on  x-ray. 


Fig.  3.  Case  1 — On  the  nineteenth  hospital  day  the 
patient  went  into  crisis  and  developed  labored  respira- 
tions with  diminished  breath  sounds  and  a dull  percus- 
sion note  over  the  right  base;  showers  of  moist  rales 
were  heard  over  the  right  chest  and  occasional  coarse 
rhonchi  on  the  left.  Chest  x-rays,  which  previously 
had  not  shown  much,  now  showed  scattered  lung  densi- 
ties at  the  right  base  and  a triangular  density  in  the 
left  upper  lung  field  with  its  apex  toward  the  left  hilum. 
Generalized  cardiac  enlargement  was  noted  throughout 
the  hospital  course. 


Case  2. — F.  F.,  a seven-month-old,  Negro  male, 
was  admitted  to  Kings  County  Hospital  with  a chief 
complaint  of  swelling  of  both  hands  for  one  week. 
One  week  prior  to  admission  puffiness  of  both  feet 
was  noted  which  gradually  subsided.  Anorexia  and 
irritability  were  the  concomitant  salient  features. 

Physical  examination  revealed  a well-developed, 
9.5-Kg.,  alert,  Negro  male  in  no  distress.  The  posi- 
tive findings  were  moderate  pallor  of  the  mucous 
membranes;  a palpable  spleen  4 cm.  below  the  left 
costal  margin;  moderate  puffmess  of  the  dorsum  of 
both  hands,  more  prominent  on  the  right;  a soft 
blowing  apical  systolic  murmur.  The  initial  blood 
count  revealed  hemoglobin  8.5  Gm,,  red  blood  cells 
3,400,000,  and  white  blood  cells  11,250.  The  red 
cells  showed  moderate  hypochromia,  polychromato- 
philia,  and  anisocytosis  with  a few  scattered  normo- 
blasts. No  sickle  cells  were  seen  on  the  smears,  and 
the  initial  sickle  cell  preparation  was  reported  as 
negative.  Bone  marrow  aspiration  showed  normo- 
blastic and  erythroblastic  hyperplasia. 

Two  days  after  admission  he  became  febrile.  A 
mild  pharyngitis  was  noted,  and  when  his  fever  per- 
sisted, he  was  placed  on  Crysticillin.  By  this  time 
roentgen  studies  of  his  hands,  long  bones,  and  chest 
were  reported  as  showing  unusual  changes  in  the 
metacarpals  and  pulmonary  changes  consistent 
with  a parenchymal  process  of  a possible  Koch 
etiology  (Figs.  4 and  5).  The  persistence  of  a spik- 
ing fever  (to  103  to  104  F.),  the  “primary  complex” 
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Left  Right 


Fig.  4.  Case  2 — Approximately  ten  days  after  the 
onset  of  swelling,  x-rays  of  the  hands  showed  multiple 
areas  of  rarefaction  in  the  bones  with  marked  widening 
and  periosteal  proliferation.  These  changes  are  most 
evident  in  the  first,  fourth,  and  fifth  metacarpals  of  the 
left  hand  and  in  all  the  metacarpals  on  the  right. 
The  orthopedic  consultant  diagnosed  “tuberculous 
dactylitis.”  The  radius  and  ulna  on  each  side  show 
slight  widening  of  the  cortex  and  medullary  coarsening. 


Fig.  5.  Case  2 — -There  was  parenchymal  infiltration 
of  the  right  upper  lung  field  which  at  first  was  felt  to  be 
a primary  tuberculous  complex  and  later  a pulmonary 
infarct.  There  also  were  infiltrations  in  the  parahilar 
regions.  Clearing  was  noted  in  six  weeks,  and  by  the 
time  of  discharge  only  minimal  residual  density  was 
present.  No  calcification  was  seen  in  later  films. 


roentgen  findings,  and  opinions  of  acid-fast  etiology 
by  orthopedic  and  tuberculosis  consultants  resulted 
in  the  patient  being  placed  on  streptomycin  and 
PAS  in  adequate  doses  for  almost  one  month.  How- 
ever, repeated  tuberculin  skin  tests  and  gastric 
washings  were  consistently  negative.  Splenic  biopsy 
and  skin  tests  for  histoplasmosis,  blood  chemistries 
(including  total  proteins,  urea,  sugar,  cholesterol, 
calcium,  phosphorus,  alkaline  phosphatase),  Maz- 
zini  test,  enteric  agglutinins,  repeated  urinalyses, 
and  blood  cultures  were  all  negative.  Electrocardio- 
grams were  normal. 

After  one  month  of  antituberculous  therapy  all 
medication  was  discontinued,  and  finally,  within 
two  weeks,  his  temperature  became  normal.  During 
his  hospital  stay  he  received  two  blood  transfusions. 
The  bone  changes  reverted  to  normal  within  a two- 
month  period,  as  did  most  of  the  pulmonary  changes 
according  to  follow-up  x-rays.  He  was  discharged 
from  the  hospital  almost  three  months  from  the 
time  of  admission.  He  was  followed  in  the  hematol- 
ogy clinic  and  was  readmitted  two  months  after  dis- 
charge for  rubella  and  again  the  following  month  for 
mild  sickle  cell  crisis.  At  no  time  after  his  first  ad- 
mission did  anyone  notice  swelling  of  the  hands  or 
feet. 

It  was  learned  some  time  later  that  the  patient  had 
expired  nine  months  after  his  last  Kings  County 
Hospital  admission.  It  occurred  in  another  local 
hospital  during  a severe  sickle  cell  crisis.  An 
autopsy  was  performed  and  revealed  cerebral 
hemorrhage  and  “mononuclear  pneumonia.”  No 
evidence  of  tuberculosis  was  found.  No  unusual 
bony  changes  were  noted  grossly. 


Comment 

The  first  case  was  a thirteen-month-old, 
Negro  male  infant  who  had  been  admitted  to 
another  hospital  twice  previously  without  the 
diagnosis  of  sickle  cell  anemia  being  made.  He 
was  admitted  with  bacterial  meningitis  which 
responded  to  treatment  but  which  apparently 
precipitated  a sickle  crisis.  During  the  crisis 
there  developed  radiologic  changes  in  the  lungs 
and  in  the  bones  of  the  hands;  the  pulmonary 
findings  were  interpreted  as  pneumonia  and 
bronchopneumonia,  and  the  bone  changes  were 
called  osteomyelitis  by  experienced  roentgenolo- 
gists and  orthopedic  surgeons.  Both  the  “pneu- 
monia” and  the  “osteomyelitis”  supposedly  had 
developed  while  the  patient  was  on  intensive 
broad-spectrum  antibiotic  therapy  for  his  menin- 
gitis. Initially,  x-rays  of  the  hands  were  clear, 
but  twelve  days  later  (a  total  of  sixteen  days 
after  the  onset  of  swelling  of  the  hands)  extensive 
destruction  with  periosteal  reaction  was  seen  in 
the  metacarpals  and  phalanges.  Three  wreeks 
later  there  was  roentgen  evidence  of  healing  of 
the  hands,  and  seven  weeks  after  this  there  was 
complete  healing.  Initially,  chest  x-ray  and 
fluoroscopy  showed  generalized  cardiac  enlarge- 
ment, engorgement  of  the  pulmonary  vessels, 
and  a suggestion  of  an  increased  density  in  the 
left  upper  lung  field.  Sixteen  days  later  the 
child  developed  respiratory  distress  and  chest 
findings,  and  x-rays  now  revealed  scattered  lung 
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densities  at  the  right  base  and  a triangular 
density  in  the  left  upper  lung  field.  Nineteen 
days  later  there  was  clinical  and  roentgen 
evidence  of  clearing  of  the  lungs,  and  at  this 
time  the  radiologist  felt  “these  densities  could 
represent  infarction  as  well  as  pneumonitis.” 
Nine  weeks  afterwards  the  chest  had  cleared 
further,  but  the  diffuse  cardiac  enlargement  and 
some  residual  pulmonary  densities  were  still 
present. 

The  second  case  was  a seven-month-old, 
Negro  male  infant  with  sickle  cell  anemia  and 
similar  changes  in  the  lungs  and  bones  of  the 
hands.  On  the  basis  of  the  x-ray  findings  he 
was  treated  for  tuberculosis,  but  the  clinical 
picture  failed  to  change.  Over  the  next  two 
months  the  roentgen  signs  gradually  cleared. 
The  child  died  a year  later,  and  no  evidence  of 
tuberculosis  was  found  at  autopsy. 

The  number  of  white  cells  found  in  the  cerebro- 
spinal fluid  of  the  first  child  is  probably  more 
consistent  with  the  diagnosis  of  meningitis  than 
sickle  cell  disease.  In  the  latter  disease  the 
cerebrospinal  fluid  is  often  normal,  but  there  can 
be  increased  pressure,  xanthochromia,  an  eleva- 
tion in  protein  and  white  blood  cells,  and  red 
blood  cells  present  which  usually  sickle  readily. 
A stiff  neck  and  other  neurologic  signs  may  also 
be  present,  and  thus  sickle  cell  anemia,  “the 
little  imitator,”  can  be  mistaken  for  meningitis  or 
for  spontaneous  subarachnoid  hemorrhage.12 

The  pulmonary  findings  in  these  two  cases, 
which  caused  confusion  with  tuberculosis,  lobar 
pneumonia,  and  bronchopneumonia,  are  fairly 
characteristic  of  the  sickle  cell  anemia  picture. 
The  confusion  is  well  founded,  for  there  is  a 
high  incidence  of  pneumonia  and  tuberculosis 
in  patients  with  sickle  cell  anemia,2-9  particularly 
in  infants  and  children;  pneumonia  and  tuber- 
culosis often  precipitate  sickle  cell  crisis  and  are 
often  the  cause  of  death  in  sickle  cell  anemia. 
In  addition,  the  lungs  may  be  involved  in  the 
sickle  cell  disease  process  and,  as  a result,  may 
be  the  site  of  multiple  thromboses  and  infarcts 
involving  many  segments.210  This  has  been 
proved  at  autopsy  several  times.8-11-13  Post- 
mortem examination  in  these  cases  has  shown 
thrombotic  occlusions  of  small  and  medium- 
sized pulmonary  vessels  with  numerous  small, 
scattered  infarcts  (the  vessels  within  the  infarcts 
showing  thromboses).  Thickening  of  the  walls 
of  small  and  medium-sized  arteries  and  endar- 
terial  intimal  proliferation  in  addition  to  or  even 


in  the  absence  of  thrombosis  have  been  found  in 
various  tissues.  However,  to  complicate  matters 
further,  as  consolidation  of  the  lung  progresses  in 
pneumonia,  thrombosis  of  small  pulmonary 
vessels  will  occur. 14 

Clinically,  in  sickle  cell  anemia  the  picture  is 
one  of  a lobar  or  bronchopneumonia  and  not  one 
of  infarction.5-6  On  x-ray  there  are  seen  in- 
filtrative processes  with  zonal  or  lobar  locali- 
zation. Occasionally,  there  are  concurrent,  scat- 
tered, tiny  radiopacities  of  calcific  density 
(“micronodular”  spots),  explained  as  sections 
of  congested  vessels  or  calcified  thrombi.2-3-9 
The  sputum  reveals  no  specific  etiologic  agent, 
and  there  is  usually  no  increase  in  cold  agglutinin 
titers.2-5  The  response  to  antibiotic  therapy  is 
usually  equivocal,  and  most  often  there  is  slow- 
clearing.5  As  the  patient  improves  clinically, 
the  abnormal  roentgen  findings  in  the  lungs 
disappear.6  There  is  frequently  a favorable 
response  to  transfusions.9 

It  must  be  appreciated  from  the  foregoing 
discussion  that  it  is  quite  difficult  to  decide  in 
any  given  case  what  is  causing  the  lung  picture, 
sickle  cell  disease  or  an  actual  coincidental 
pulmonary  infection. 

The  x-rav  changes  in  the  long  bones  and 
skull  in  sickle  cell  anemia  have  been  frequently 
described  and  are  well  known.  The  first  really 
comprehensive  study  of  the  bone  changes  in 
sickle  cell  anemia  was  made  in  1937  by  Diggs. 
Pulliam,  and  King15  who  correlated  the  gross  and 
microscopic  findings  with  the  x-ray  appearance. 
They  stated  that  “ the  bones  of  the  wrist,  hands, 
ankles  and  feet  present  no  striking  roentgeno- 
graphic  changes.”  Osteoporosis  of  moderate 
degree  was  noted  occasionally  in  the  cancellous 
bones  of  the  hands  and  feet.  Caffey,  Cooley 
(in  Brennemann’s  Practice  of  Pediatrics),  and 
Wintrobe  in  the  standard  reference  texts  also 
state  that  significant  changes  in  the  short  tubular 
bones  are  rare  in  sickle  cell  anemia.  Scott  and 
his  coworkers  in  1951  felt  that  skeletal  x-rays 
“rarely  revealed  abnormal  findings,”  but  in  19557 
osteomyelitis  is  listed  in  a table  of  differential 
diagnoses.  Diamond,  Smith,  and  Vaughn1  in  the 
latest  Nelson  text  recognize  that  x-rays  of  the 
small  bones  of  the  hands  and  feet  may  show  wid- 
ening of  medullary  spaces  and  thinning  of  cortices 
as  in  other  chronic  hemolytic  anemias.  They 
point  out  that  there  also  may  be  “extensive  radio- 
logic  changes  similar  to  and  often  indistinguish- 
able from  those  of  osteomyelitis.” 
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There  are  at  least  six  previously  reported  cases 
of  marked  small  bone  involvement  in  sickle  cell 
anemia.  Danford,  Marr,  and  Elsey16in  1941  had 
an  eight-month-old  male  infant  whose  hands  be- 
came puffyand  tender  threedays  after  the  onset  of 
his  illness.  Roentgenograms  were  negative  on  the 
eighth  day,  but  on  the  sixteenth  day  they  showed 
periosteal  thickening,  coarse  trabeculation,  and 
several  punched-out  areas  in  the  metacarpals  and 
phalanges;  the  x-rays  cleared  on  the  forty-third 
day.  Then  in  1948  Macht  and  Roman6  reported 
two  cases  of  destruction  of  short  bones  in  sickle 
cell  anemia.  They  noted  a definite  time  interval 
between  the  clinical  signs  of  swelling  and  pain  of 
the  hands  or  feet  and  the  appearance  of  bone 
changes  on  x-ray.  The  average  interval  in  the 
two  cases  was  twenty-one  days  before  any  roent- 
genographic  evidence  of  bone  destruction.  Repair 
took  a long  time,  eight  months  in  one  case.  Other 
small  bone  changes  were  coarse  trabeculation 
(six  cases)  and  periostitis  (three  cases).  Carroll 
and  Evans3  in  1949  reported  a case  of  a nine- 
month-old  Negro  male  who  entered  the  hospital 
with  fever  and  painful  swelling  of  the  left  hand 
and  foot;  x-rays  showed  periosteal  elevation  and 
a few  small  areas  of  bone  destruction.  The  pain 
and  swelling  subsided  in  about  a week  with  no 
therapy,  and  follow-up  x-rays  were  negative  in 
one  month. 

Ivy  and  Howard17  in  1953  reported  on  a one- 
year-old  Negro  girl  who  developed  swelling, 
tenderness,  and  increased  warmth  in  the  hands 
and  feet  on  the  fifteenth  day  of  illness.  On  x-ray 
there  were  radiolucent  areas  in  the  distal  me- 
taphyses  of  the  radial  and  ulnar  bones,  as  well  as  in 
the  metacarpals  and  phalanges;  these  areas  were 
both  subperiosteal  and  intramedullary.  There 
was  also  medullary  expansion  in  the  phalanges. 
The  x-ray  changes  cleared  in  two  and  one-half 
months,  and  the  swelling  disappeared  in  six 
months.  Mercer10  in  the  same  year  mentioned 
that  he  had  seen  x-rays  of  swollen  and  painful 
hands  and  fingers  in  individuals  with  sickle  cell 
anemia  which  had  the  appearance  of  “metas- 
tases”  in  the  phalanges  with  destruction  of  the 
small  bones.  In  his  experience  these  destroyed 
phalanges  regenerated  fairly  quickly  with  no  evi- 
dence of  any  involvement  at  the  end  of  two  to 
three  months.  He  does  not  specify  the  number  of 
cases  he  has  seen  with  these  changes.  In  1954 
Tori9  described  another  case  with  destruction 
and  periosteal  reaction  in  the  metacarpal  bones 
of  both  hands.  Almklov  et  a/.18  reported  a case 


in  1950  of  a twenty-one-month-old  Negro  male 
with  x-ray  changes  in  the  skull  and  long  bones 
and  a pathologic  fracture;  swelling  of  the  hands 
and  ankles  was  noted,  but  there  is  no  mention  of 
roentgenographic  changes  in  these  regions. 

All  of  these  writers  assume  that  the  bone 
changes  are  due  to  thromboses  of  small  vessels 
(as  occurs  in  other  organs)  and  subsequent  in- 
farction of  large  areas  of  bone.  There  are  some 
disturbing  features  about  this  explanation,  such 
as  the  lack  of  clinical  evidence  of  thromboses  in 
the  surrounding  tissues,  the  fairly  rapid  healing 
following  roentgen  evidence  of  severe  and  wide- 
spread bone  destruction,  and  the  lack  of  autopsy 
confirmation  of  thromboses  in  the  blood  vessels 
in  this  region.  Custer4  notes  the  occurrence  of 
fibrous  patches  and  areas  of  new  bone  formation, 
particularly  in  the  marrow  of  long  bones,  and 
feels  they  “probably  mark  the  site  of  intramedul- 
lary thromboses  or  hemorrhages.” 

Vascular  thromboses  will  result  in  necrosis, 
hemorrhage,  fibrosis,  abnormal  calcification,  and 
new  bone  formation.  Along  with  the  thromboses 
there  is  another  process  occurring  at  the  same 
time:  marrow  hyperplasia. 

The  findings  on  roentgenography  will  depend 
on  which  of  the  processes  is  dominant.  The 
more  common  finding  is  medullary  hyperplasia, 
giving  a picture  of  thinned-out  cortex,  widened 
marrow,  osteoporosis,  and  coarsening  of  trabec- 
ular patterns. 

Su  m mary 

Two  infants  are  presented  who  demonstrate 
the  changes  in  the  lungs  and  small  bones  of  the 
hand  that  can  occur  with  sickle  cell  anemia.  Em- 
phasis is  placed  on  the  roentgenographic  findings 
which  include  pulmonary  infiltrations  possibly 
with  small  micronodules  and  marked  destruction 
of  short  bones.  An  attempt  is  made  to  correlate 
these  findings  with  pathologic  anatomy.  These 
cases  are  presented  in  order  to  add  to  the  very 
small  body  of  literature  on  this  subject  and  thus 
remind  physicians  again  that  sickle  cell  anemia 
has  protean  manifestations  and  should  be  part 
of  the  differential  diagnosis  in  tuberculosis,  pneu- 
monia, and  acute  osteomyelitis. 

The  first  patient,  who  is  still  living  at  the  time 
of  this  writing,  is  on  prophylactic  oral  penicillin 
in  an  attempt  to  determine  whether  the  fre- 
quency of  recurrent  infections  cannot  be  dimin- 
ished. The  early  death  of  the  second  case  raises 
the  question  of  the  prognostic  significance  of  the 
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above-described  changes  in  infants  with  sickle 
cell  anemia.  More  pathologic  bone  and  lung 
studies  are  needed  to  help  explain  this  often 
baffling  clinical  picture. 
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Motor  Vehicle  Accident  Death  Rate 


Men  at  age  twenty-one  record  the  highest  mor- 
tality from  motor  vehicle  accidents,  statisticians  of 
the  Metropolitan  Life  Insurance  Company  report  on 
the  basis  of  experience  among  the  company’s 
millions  of  industrial  policyholders.  At  this  age, 
the  toll  among  men  is  nearly  eight  times  that  among 
women. 

The  motor  vehicle  accident  death  rate  among  the 
insured  males  during  the  years  1953-1955  rose 
sharply  from  an  average  of  less  than  ten  per  100,000 
at  ages  one  to  fourteen  to  a peak  of  64.1  per  100,000 
at  age  twenty-one.  The  rate  for  females  at  age 
twenty-one  was  8.4  per  100,000. 

Among  females,  there  was  a comparatively 
gradual  rise  in  the  death  rate  from  this  cause  during 
the  teen  ages,  with  a rate  of  13.4  per  100,000  at  age 
eighteen,  but  the  peak  rate,  16.0  per  100,000, 
occurred  at  ages  sixty-five  to  seventy-four  years. 

The  higher  motor  vehicle  death  rate  among  males 


in  the  late  teens  and  early  twenties  may  reflect,  in 
large  measure,  frequent  disregard  of  safe  driving 
practices,  the  statisticians  suggest. 

In  both  sexes,  drivers  and  passengers  comprise  the 
large  majority  of  motor  vehicle  accident  victims 
throughout  the  greater  part  of  life.  The  only 
exceptions  are  young  children  and  older  people,  but 
even  among  them,  pedestrians  account  for  not  much 
more  than  half  of  the  total  fatally  injured. 

“In  meeting  the  challenge  of  the  motor  vehicle 
problem,  special  attention  needs  to  be  focused  on  the 
prevention  and  correction  of  faulty  driving  habits, 
which  are  responsible  for  a large  proportion  of 
traffic  fatalities,”  the  statisticians  comment. 
“Driver  education  courses  being  given  in  many  high 
schools  throughout  the  country  should  help  develop 
a large  corps  of  safe  operators,  but  the  program  needs 
to  be  extended  to  include  persons  in  the  early 
twenties.” 
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The  Clinical  Significance  of  the  Lateral  Plane 
Ballistocardiogram 


ROBERT  A.  MANDELBAUM,  M.D.,  AND  HARRY  MANDELBAUM,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Medicine  of  the  Jewish  Hospital  of  Brooklyn ) 


Several  instruments  have  been  described  in 
the  literature  which  are  designed  to  record 
ballistocardiographic  forces  whose  vectors  are  in 
other  directions  than  the  classic  head-foot  bal- 
listocardiogram.1-7 These  forces  may  be  of 
considerable  magnitude  in  the  aged  or  in  those 
with  heart  disease.  It  is  understandable,  there- 
fore, that  anyone  doing  ballistocardiographic 
studies  should  be  interested  in  recording  such 
forces,  especially  the  lateral  force,  which  is  least 
likely  to  follow  the  form  of  the  classic  longi- 
tudinal ballistocardiogram.  We  have  simulta- 
neously recorded  the  forces  occurring  in  the 
lateral  thoracic  plane  with  the  standard  head- 
foot  ballistocardiogram.  In  over  2,000  studies 
many  observations  were  made  which  indicate 
that  the  recording  of  the  forces  of  cardiac  origin 
produced  in  the  lateral  plane  provides  infor- 
mation of  value  in  the  clinical  interpretation  of 
the  ballistocardiogram.7 

Technics 

The  instrument  we  used  was  similar  to  one 
described  by  Dock.6-7  It  consists  of  a spring- 
opposed  platform  constructed  of  aluminum  on 
which  the  patient  rests.*  The  posterior  thorax 
from  upper  shoulder  level  to  approximately  the 
eighth  thoracic  vertebra  is  in  direct  contact  with 
the  instrument.  Wooden  blocks  are  placed  in 
the  armpits  to  prevent  rolling.  Two  Alnico  HS 
magnets  and  coils  of  number  40  wire  are  used  to 
sense  the  motion  of  the  table  which  moves  on  its 
springs  to  the  left  and  to  the  right  as  the  thorax 
imparts  the  cardiac  forces  to  it  (Fig.  I).6  The 
patient’s  pelvis  rests  on  a wooden  platform 
contiguous  with  the  recording  platform  to  keep 
hips  and  shoulders  in  same  plane.  One  . can  also 
use  a platform  under  the  hips,  constructed  like 
the  lateral  instrument,  to  record  head-foot 
motion  if  the  springs  move  vertically,  not 
laterally.  The  lateral  plane  ballistocardiogram 

* Our  instrument  was  built  for  us  by  the  County  Surgical 
Company  of  Brooklyn. 
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Fig.  1.  (A)  Upper  channel  is  the  classic  head-foot 
ballistocardiogram,  lower  channel  the  lateral  ballisto- 
cardiogram. A radial  pulse  is  used  as  a timer.  A 
normal  thirty-two-year-old  man.  The  lateral  H wave 
is  detectable,  but  the  J is  of  the  usual  small  amplitude 
found  in  young  normals.  The  head-foot  ballistocardio- 
gram is  normal. 

( B ) A thirty-seven-year-old  male.  Blood  pressure 
145  /85.  Head-foot  tracing  normal.  Lateral  shows 
large  amplitude  HIJ  waves,  demonstrating  subject’s 
hyperkinetic  state,  which  was  suspected  clinically. 
Note  the  respiratory  variation  in  the  lateral  J waves. 

(C)  A normal  fifty-four-year-old  man.  Blood  pres- 
sure 140/85.  Head-foot  ballistocardiogram  normal. 
I-J  stroke  of  lateral  is  of  excellent  amplitude,  as  is 
found  in  many  men  over  age  fifty. 

is  recorded  through  the  lead  I wires  of  any 
electrocardiograph . 

The  standard  head-foot  ballistocardiogram  was 
recorded  synchronously  on  a second  electro- 
cardiographic channel.  For  correct  interpre- 
tation of  the  records  it  proved  to  be  necessary  to 
record  the  head-foot  and  lateral  thoracic  bal- 
listocardiograms simultaneously.  The  systolic 
amplitude  in  both  planes  had  to  be  noted  during 
the  same  ventricular  systole.  Furthermore,  it 
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was  found  that  reciprocal  respiratory  variation 
occurred  occasional!}'  between  the  two  bal- 
listocardiograms. The  longitudinal  ballisto- 
cardiogram was  recorded  either  from  the  shins, 
using  our  previously  described  instrument  and 
methods,8  or  a second  spring  platform,  as 
described  above,  was  placed  under  the  pelvis  to 
record  head-foot  motion.  This  latter  method  of 
recording  from  the  spring  table  proved  simpler 
in  operation  and  was  used  to  overcome  any 
theoretic  objections  which  might  be  raised  to  our 
comparing  lateral  records  derived  from  a spring 
table  to  longitudinal  records  done  with  a direct 
electromagnetic  apparatus.  We  could  detect  no 
appreciable  difference,  however,  between  lon- 
gitudinal ballistocardiograms  done  simulta- 
neously using  both  methods.  Timing  of  the 
ballistocardiographic  complexes  was  by  means  of 
an  electrocardiogram  on  a third  channel  or  a 
superimposed  radial  pulse  when  a two-string 
electrocardiograph  was  the  recording  instrument. 

Previously  reported  studies  with  the  Dock 
lateral  thoracic  platform6-7  have  recorded  the 
tracings  so  that  the  principal  systolic  lateral 
movement,  I-J,  is  a downward  stroke.  We  have 
chosen  to  reverse  this;  our  lateral  thoracic 
ballistocardiographic  table  is  so  positioned  that 
forces  moving  from  right  to  left  cause  a down- 
ward deflection  of  the  string.  This  is  deter- 
mined by  tapping  the  thorax  in  a right-to-left 
direction  as  the  patient  lies  on  the  lateral  bal- 
listocardiograph.  If  the  tap  causes  the  electro- 
cardiographic string  to  move  upward,  the  table 
or  the  connection  to  the  electrocardiograph  lead 
wires  (RA  and  LA)  should  be  reversed.  Re- 
cordings done  in  this  manner  result  in  lateral 
HIJK  complexes  which  have  the  same  direction 
and  nomenclature  as  the  longitudinal  ballisto- 
cardiogram in  normal  young  people. 

Observations  on  thoracic  forces  in  the  dorso- 
ventral  direction  are  not  included  in  this  report. 
Although  cardiac  forces  in  this  plane  are  occa- 
sionally of  importance,  this  report  is  limited  to  the 
relationships  between  the  standard  head-foot 
and  the  lateral  thoracic  plane  ballistocardio- 
grams, the  two  principal  ballistocardiographic 
vectors.6-7 

Studies  in  ISoritials 

March7  has  published  careful  observations  on 
the  lateral  ballistocardiogram  in  young  and 
elderly  normals.  In  normal  young  subjects  the 
systolic  complexes  in  the  lateral  plane  are  one- 


Fig.  2.  (A)  A sixty-four-year-old  woman.  No 

cardiovascular  symptoms.  Blood  pressure  135  /85. 
Electrocardiogram  and  teleroentgenogram  of  chest 
normal.  Upper  channel  head-foot  ballistocardiogram  is 
grade  II  in  abnormality.  The  normal  head-foot  I-J 
in  first  and  last  beats  are  accompanied  by  small  lateral 
I-J;  the  small  H-F  waves  in  beats  two  through  five  are 
accompanied  by  large  lateral  I-J  waves.  This  grade  II 
type  tracing  is  due  in  part  to  shift  in  axis  of  ejection  and 
not  all  due  to  decrease  in  myocardial  strength. 

( B ) A sixty-year-old  man.  No  cardiovascular 
symptoms.  Blood  pressure  180/110.  Electrocardio- 
gram and  teleroentgenogram  normal.  Head-foot  bal- 
listocardiogram is  abnormal  showing  shortening  of  HIJ 
waves.  The  lateral  tracing  shows  excellent  I-J  wave 
amplitude.  The  exact  significance  of  the  large  lateral 
H is  not  certain.  Such  large  H waves  are  found  with 
presystolic  gallop,  but  no  gallop  was  noted  in  this  case. 

fourth  to  one-half  as  great  as  synchronous 
complexes  in  the  head-foot  tracing  (Fig.  1A). 
These  findings  correlate  well  with  the  early 
studies  of  Hamilton  et  al.1  In  the  lateral 
ballistocardiogram  of  the  usual  young  healthy 
subject,  H and  I are  prominent.  J is  not  tall,  and 
K is  small.  The  diastolic  M-N  stroke  is  often 
quite  prominent.  If  the  subject  is  anxious  or 
a neurocirculatory  asthenic,  increased  ampli- 
tude of  systolic  and  diastolic  waves  in  the  lateral 
ballistocardiogram  is  to  be  expected  (Fig.  IB). 

In  clinical  normals  over  the  age  of  fifty,  low  or 
normal  amplitude  head-foot  systolic  waves  may 
be  associated  with  tall  complexes  in  the  lateral 
plane  (Fig.  1C).  In  these  instances  it  is  believed 
that  the  excellent  systolic  amplitude  in  the 
lateral  record  has  the  same  good  prognostic 
value  as  does  a good  amplitude  systolic  complex 
in  the  standard  head-foot  tracing,  but  because  of 
a shift  in  cardiac  axis  with  ejection  or  because  of 
tortuosity  of  the  aorta,  the  principal  systolic  force 
is  best  detected  by  recording  the  ballistocardio- 
gram in  the  lateral  thoracic  plane  (Fig.  2A).6-7 
The  phenomenon  of  poor  amplitude  systolic 
complexes  in  the  head-foot  ballistocardiogram 
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Blood  pressure  180/110.  Electrocardiogram  and  tele- 
roentgenogram normal.  Longitudinal  trace  shows 
grade  II  abnormality  with  marked  decrease  of  HIJ 
waves  during  expiration.  The  lateral  record  has  no 
detectable  J wave.  The  II  is  notched. 

(B)  A fifty-eight-year-old  woman.  Ten  years  of 
hypertension.  Blood  pressure  180/100  to  210/110. 
Patient  recently  digitalized,  but  dyspnea  is  marked 
with  effort.  Electrocardiogram  demonstrated  left  ven- 
tricular hypertrophy  and  strain.  Teleroentgenogram 
showed  marked  cardiomegaly.  Ballistocardiogram 
done  at  rest.  Head-foot  shows  marked  improve- 
ment over  the  record  before  digitalis  and  mercurials  and 
is  almost  normal  except  for  low  I waves.  Light  exer- 
i cise  resulted  in  marked  deterioration  of  the  head-foot 
j record.  The  lateral  record  at  rest  indicates  ventricular 
failure  by  prominent  waves  which  were  associated  with 
' a protodiastolic  gallop.  Systolic  activity  is  hardly  de- 
I tectable  in  the  lateral  trace. 

. ( C ) A fifty-four-year-old  man,  hypertensive  for 
!j  seven  years,  recent  dyspnea  on  effort.  Blood  pressure 
175/110  to  230/120.  Electrocardiogram  showed  left 
ventricular  hypertrophy.  Teleroentgenogram  of  chest 
normal.  Ballistocardiogram  taken  after  exercise.  The 
head-foot  record  shows  shortening  of  I-J  wave.  It  had 
been  normal  at  rest.  The  lateral  demonstrated  re- 
markable G-H  waves;  the  huge  left,  then  right  motion 
was  associated  with  a gallop  sound,  probably  due  to 
auricular  systole.  No  lateral  J waves  are  seen. 


accompanied  by  synchronous  J waves  of  excel- 
lent configuration  in  the  lateral  record  is  never 
seen  in  young  healthy  subjects.  This  reciprocal 
j relationship  may  be  observed  as  due  to  respir- 
atory variation.  The  poor  amplitude  expiratory 
pattern  of  the  longitudinal  ballistocardiogram 
is  synchronous  with  an  excellent  lateral  complex; 
during  inspiration  the  longitudinal  complex 
returns  to  normal  configuration,  and  the  lateral 
complex  diminishes  (Fig.  2A).  The  Brown 


grade  II  abnormality8  of  the  longitudinal 
ballistocardiogram  in  this  case  must  be  regarded 
as  a directional  effect,  expiration  having  raised  the 
cardiac  apex,  causing  the  axis  of  left  ventricular 
ejection  to  be  more  in  the  transverse  plane.6 

Hypertension 

In  relatively  asymptomatic  hypertensives 
below  the  age  of  forty-five  with  good  head-foot 
tracings,  the  lateral  ballistocardiogram  showed  no 
prominent  waves.  When  the  emotions  were  a 
contributory  factor  to  the  hypertension,  prom- 
inent H,  I,  and  J waves  were  found  in  the 
lateral  record.  In  hypertensives  older  than  fifty, 
only  a minority  showed  the  low  amplitude 
lateral  record  in  the  presence  of  physiologic  head- 
foot  tracings  which  were  observed  in  the  younger 
hypertensive.  Prominent  lateral  HIJ  waves 
were  usually  noted  in  the  elderly  hypertensive 
who  was  relatively  asymptomatic.  When  these 
excellent  lateral  ballistocardiographic  patterns 
were  found  during  systole  in  the  presence  of 
poor  amplitude  HI  waves  of  a grade  II  pattern 
in  the  longitudinal  record,  the  over-all  ballisto- 
cardiographic pattern  was  interpreted  as  being 
favorable  and  the  longitudinal  abnormality  as 
due  to  the  inevitable  aortic  tortuosity  that  must 
accompany  hypertension  (Fig.  2B).  The  ab- 
normal head-foot  records  of  most  hypertensives, 
particularly  those  with  angina  or  cardiac  enlarge- 
ment, are  accompanied  in  the  lateral  record  by 
low  amplitude  systolic  complexes  of  poor  defini- 
tiveness (Fig.  3A).  Prominent  lateral  pre- 
systolic  GH  waves  or  late  diastolic  N waves  are 
often  noted  in  the  presence  of  ventricular 
failure  (Fig.  3B  and  3C). 

A light  exercise  test  in  the  evaluation  of  the 
ballistocardiogram  in  hypertensives  has  been 
shown  to  be  important  since  the  longitudinal 
record  can  often  show  striking  improvement 
when  the  myocardium  has  the  reserve  to  respond 
to  effort  as  the  peripheral  resistance  is  lowered.9 
When  the  head-foot  tracing  showed  improve- 
ment after  light  exercise,  the  lateral  ballisto- 
cardiogram usually  showed  consistent  prominence 
of  the  I wave.  Occasionally  improvement  was 
noted  in  the  lateral  record  when  the  longitudinal 
tracing  worsened  with  exercise.  The  signifi- 
cance of  this  was  uncertain.  As  a rule,  when  the 
head-foot  ballistocardiogram  worsened  with  exer- 
cise, the  lateral  record  showed  a shortening  of  the 
I and  J wave  with  diastolic  waves  of  striking 
prominence  (Fig.  3C).  These  were  generally 
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Fig.  4.  (A)  A fifty-four-year-old  man.  Anterior 

wall  myocardial  infarction  four  years  ago.  At  present 
asymptomatic  and  at  work.  Electrocardiogram  showed 
old  anterior  wall  infarction.  Teleroentgenogram  nor- 
mal. Longitudinal  ballistocardiogram  is  grade  I be- 
cause of  low  amplitude  complexes  4 and  5 during  ex- 
piration. They  are  accompanied  by  the  largest  systolic 
lateral  complexes.  The  lateral  record  is  generally 
excellent. 

( B ) A sixty-eight-year-old  male,  diabetic  for  twenty 
years.  Anterior  wall  myocardial  infarction  fifteen 
months  previously.  Incapacitated  since  then  by 
angina.  Repeated  electrocardiograms  showed  fixed 
changes  of  anterior  wall  infarction.  Longitudinal  bal- 
listocardiogram is  grade  IV  in  abnormality.  The  lateral 
record  has  only  an  H wave  detectable.  The  small 
head-foot  complexes  are  not  due  to  change  in  axis  of 
ejection  but  represent  marked  myocardial  damage. 


hypertensive  subjects  with  definite  left  ven- 
tricular enlargement  and  clinical  evidence  of 
insufficient  cardiac  reserve  or  angina  pectoris. 

Coronary  Artery  Disease 

The  lateral  plane  ballistocardiogram  is  helpful 
in  confirming  the  impression  of  myocardial 
dysfunction  in  patients  with  angina  pectoris. 
When  the  basal  or  postexercise  head-foot  bal- 
listocardiogram shows  an  abnormal  pattern,  a 
coexisting  lateral  record  of  poor  systolic  ampli- 
tude is  the  rule  (Fig.  3A).  Double  H waves 
are  seen  commonly,  and  huge  L and  N waves 
are  found  occasionally  in  these  anginal  syndrome 
subjects.  In  follow-up  studies,  when  hyper- 
tension or  dietary  and  tobacco  indiscretions 
have  been  corrected,  clinical  improvement  has 
occasionally  been  accompanied  by  improvement 
in  the  lateral  record  when  the  head-foot  abnor- 
malities have  shown  no  regression. 

As  the  patient  recovers  from  acute  myocardial 
infarction,  progressive  improvement  in  the 
ballistocardiogram  is  to  be  looked  for.10  The 
attainment  of  good  amplitude  lateral  or  longi- 
tudinal records  indicates  that  the  myocardium 
has  recovered  to  a state  of  good  functional 
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Fig.  5.  (A)  A forty-eight-year-old  man  four  months 
after  acute  anterior  wall  myocardial  infarction.  Asymp- 
tomatic  but  not  fully  active.  Resting  head-foot  record 
is  abnormal  because  of  poor  amplitude  systolic  com- 
plexes. Lateral  tracing  also  shows  low  amplitude  com- 
plexes. 

(B)  Same  patient  two  months  later.  Back  at  full 
activity  and  asymptomatic.  Longitudinal  record  is 
unchanged,  but  lateral  record  shows  remarkable  ballis- 
tocardiographic improvement. 
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capacity  (Figs.  4A  and  5).  In  this  type  of 
patient  reciprocal  respiratory  variation  in  systolic 
amplitude  between  lateral  and  longitudinal 
records  is  not  infrequently  seen  (Fig.  4A).  The 
specific  abnormality  in  the  longitudinal  ballisto- 
cardiogram does  not  bear  the  usual  serious 
connotation  since  good  ballistic  complexes  are 
noted  to  occur  simultaneously  in  the  lateral  ^ 
plane  tracing  in  association  with  the  poor  IJK  of 
the  head-foot  record.7 


In  the  majority  of  postmyocardial  infarction 
subjects  who  have  persistent  symptoms  of 
angina  or  who  display  evidence  of  heart  failure, 
the  lateral  record  will  show  a poor  amplitude  and 
definitiveness,  similar  to  that  found  in  the  head- 
foot  record  (Fig.  4B).  Double  H waves  in 
association  with  J wave  amplitude  variation, 
occasionally  of  the  alternans  type,  or  peaked  H 
waves  with  low  J waves  and  prominent  mid- 
diastolic waves  are  often  found  in  the  lateral 
ballistocardiogram  in  these  patients  with  a 
severely  scarred  myocardium. 

When  the  light  exercise  test  is  being  used  to 
evaluate  the  functional  capacity  of  the  heart 
after  infarction,10  the  lateral  record  has  proved 
informative  (Fig.  5B).  Most  often,  parallel 
changes  are  observed  in  the  lateral  ballisto- 
cardiogram as  the  head-foot  record  either 
improves  or  deteriorates  with  exercise.  However, 
we  have  observed  improvement  in  the  systolic 
complexes  or  deterioration  or  the  appearance  of 
larger  diastolic  waves  in  the  lateral  tracing 
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6.  A thirty-one-year-old  man  with  soft  systolic 
murmur  of  mitral  insufficiency  and  loud  diastolic 
rumble, of  mitral  stenosis.  Patient  is  incapacitated  by 
congestive  heart  failure.  He  is  fully  digitalized  and  has 
a slow  auricular  fibrillation.  Electrocardiogram  shows 
right  bundle  branch  block.  Fluoroscopy  demonstrated 
marked  cardiomegaly  with  displacement  of  barium- 
filled  esophagus  and  calcification  of  the  mitral  ring. 
Patient  is  considered  a poor  risk  candidate  for  commis- 
surotomy. Longitudinal  ballistocardiogram  demon- 
strated low-amplitude  J waves  with  prominence  of  the 
L wave.  The  lateral  waves  are  of  remarkable  ampli- 
tude, but  no  systolic  stroke  is  noted  with  certainty. 
The  huge  lateral  LMN  is  typical  of  mitral  insufficiency 
with  a loud  gallop,  the  sound  track  of  which  leaves  this 
tracing.  The  gallop  sound  is  followed  by  the  diastolic 
murmur. 


when  the  head-foot  record  has  shown  little  or  no 
change  after  exercise. 


Fig.  7.  A thirty-nine-year-old  female  with  com- 
plaints of  palpitation  after  smoking.  Labile  hyper- 
tension— blood  pressure  150/85  at  rest,  185/105  after 
smoking.  Electrocardiogram  and  chest  teleroent- 
genogram normal. 

(A)  Resting  head-foot  ballistocardiogram  is  grade 
II  in  abnormality.  The  lateral  trace  is  not  remarkable; 
only  HI  waves  are  prominent. 

(B)  After  smoking,  striking  degeneration  of  ampli- 
tude occurs  in  the  head-foot  trace;  it  is  grade  III  in 
abnormality.  However,  increase  in  stroke  volume  and 
blood  velocity  is  suggested  by  the  larger  amplitude  of 
the  HIJ  complexes  of  the  lateral  record.  The  poor 
amplitude  of  the  head-foot  wave  in  the  presence  of  a 
hyperkinetic  state  can  be  explained  by  postulating  that 
nicotine  has  caused  the  aortic  and  pulmonary  artery 
ejections  to  become  out  of  phase,  thus  cancelling  out 
I-J  in  the  head-foot  but  leaving  huge  lateral  waves 
which  are  purely  aortic. 


Other  Cardiac  Problems 

In  congenital  heart  disease  the  lateral  records 
are  usually  quite  prominent,  particularly  during 
diastole.  The  exact  significance  of  these  large 
waves  and  their  relationship  to  rises  in  intra- 
auricular  pressure  and  to  abnormal  blood 
shunts  is  not  clear  at  present.  In  cases  of 
asymptomatic  mitral  regurgitation  and/or  ste- 
nosis the  lateral  tracing  is  usually  normal.  In 
mitral  stenosis  advanced  to  the  point  that  the 
patient  is  symptomatic,  diastolic  waves  with 
variable  combinations  of  tall  H and  L waves 
with  deep  K and  M strokes  are  among  the  most 
striking  to  be  recorded  in  all  ballistocardi- 
ography. The  head-foot  record  is  usually  of 
poor  amplitude  in  the  presence  of  these  prominent 
lateral  waves  (Fig.  6).  After  successful  val- 
vulotomy in  suitable  subjects,  improvement  of 
the  I-J  wave  amplitudes  in  the  lateral  and 
longitudinal  tracings  is  seen  as  the  first  objective 
indication  of  myocardial  functional  improve- 
ment. The  lateral  diastolic  waves  diminish  in 
prominence. 

In  aortic  regurgitation  the  forces  generated 


during  systole  are  prominently  displayed  in  the 
head-foot  tracing.  Diminutive  HIJ  waves  with 
comparatively  large  diastolic  waves  have  been 
noted  in  the  lateral  tracing.  In  aortic  stenosis 
of  arteriosclerotic  etiology  the  presence  of 
tortuosity  of  the  aorta  is  suggested  by  the 
presence  of  large  systolic  waves  in  the  lateral 
tracing,  whereas  the  head-foot  ballistocardio- 
gram may  show  low  amplitudes  or  only  minor 
abnormalities.  In  rheumatic  aortic  stenosis  the 
lateral  tracing  will  become  prominent  only  in 
the  presence  of  ventricular  failure. 

While  the  lateral  plane  ballistocardiogram  is 
not  necessary  for  the  ballistocardiographic 
detection  of  nicotine  sensitivity,8  interesting 
changes  were  noted  in  the  lateral  tracing  when 
deterioration  in  the  longitudinal  record  was 
induced  by  smoking.  The  changes  noted  in  the 
lateral  record  were  decrease  in  amplitude, 
flattening  of  the  I and  increase  in  depth  of  the 
G waves,  hyperkinetic  or  hypokinetic  patterns, 
variation  in  the  amplitude  of  the  systolic  com- 
plexes independent  of  respiration,  or  fusion  of 
J-L  with  a prominent  M wave  (Fig.  7). 
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Summary 

Ballistocardiographic  forces  in  the  lateral 
thoracic  plane  are  recorded  by  means  of  a 
spring-opposed  aluminum  table.  The  lateral 
movements  of  the  table  under  the  thorax  of  a 
supine  subject  are  recorded  with  the  standard 
electrocardiograph.  The  lateral  plane  ballisto- 
cardiogram was  recorded  synchronously  with 
the  classic  head-foot  ballistocardiogram.  The 
various  configurations  and  amplitudes  of  the 
systolic  and  diastolic  waves  of  the  lateral  bal- 
listocardiogram are  described  in  young  and 
elderly  normals  and  in  several  myocardial 
disease  states.  While  the  ballistocardiographic 
forces  in  the  lateral  thoracic  plane  were  minor  in 
the  young  normal  adult,  in  many  subjects  over 
fifty  a great  proportion  of  the  ballistocardio- 
graphic vector  was  in  this  direction,  so  that  a 
normal  elderly  subject  might  demonstrate  a 
normal  systolic  complex  only  in  the  lateral 
record.  These  prominent  systolic  lateral  forces 
are  apparently  due  to  rotation  of  the  axes  of 
cardiac  ejection  and  are  often  related  to  the 
phase  of  respiration  or  to  aortic  tortuosity. 

It  is  our  impression  that  one  cannot  evaluate 
the  head-foot  ballistocardiogram  of  cardiac 
patients  or  of  the  aged  with  any  certainty  unless 


it  is  accompanied  by  a S3'nchronous  lateral 
plane  ballistocardiogram.  Even  a normal  head- 
foot  ballistocardiogram  may  be  associated  with 
significant  abnormalities  during  diastole  in  the 
lateral  record  under  certain  circumstances  (Fig. 
3B)  or  with  unusual  lateral  systolic  amplitudes 
in  states  of  hyperkinetic  blood  flow  (Fig.  IB). 
It  is  logical  to  attempt  to  record  all  the  vectors 
of  cardiac  force  in  order  to  arrive  at  a sound 
clinical  interpretation,  but  the  lateral  tracing 
seems  to  be  more  valuable  than  the  dorsoventral 
one7  and  provides  data  which  appear  to  be 
absolutely  essential  in  many  cases. 
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Treatment  of  Common  Anemias  m Infancy  and  Chitdhood  with  a Cobatt-Iron 

Mixture 


The  observation  that  a cobalt-iron  (Roncovite) 
mixture  proved  effective  in  iron  deficiency  anemia 
due  to  dirt-eating  (geophagia)  whereas  iron  was  in- 
effective led  to  a study  of  the  compound  in  different 
types  of  anemia  in  children.  Age  ranges  tested 
were  from  one  month  to  eleven  years  and  were  fol- 
lowed over  a period  of  three  years.  All  had  iron  de- 
ficiency anemia  of  varying  etiology.  The  patients 
were  given  cobalt-iron  orally  in  tablet  or  liquid 
form  over  a period  varying  between  four  and  six- 
teen weeks. 

The  patients  were  observed  carefully  for  toxic 
manifestations  and  the  over-all  results  indicated  that 


cobalt-iron  therapy  is  useful  in  treating  both  anemia 
due  to  iron  deficiency  and  that  associated  with  other 
disease  etiologies.  According  to  Tevetoglu,  Jour- 
nal of  Pediatrics,  July,  1956,  cobalt  appeared  to  be 
of  clinical  value  in  improving  the  response  to  iron  in 
iron-deficiency  anemia,  and  it  also  makes  possible 
aggressive  treatment  of  those  anemias  due  essen- 
tially to  hemopoietic  depression  which  accompany 
certain  common  diseases  of  children.  In  the  au- 
thor’s opinion,  cobalt-iron  therapy  is  a useful,  safe 
therapeutic  agent  for  routine  use  in  the  treatment  of 
most  of  the  common  anemias  of  infancy  and  child- 
hood. 
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Malformations 

Megacolon. — Of  the  colonic  anomalies  mega- 
colon is  of  general  interest.  It  has  been  dis- 
cussed so  lucidly  and  comprehensively  by  Lee 
and  Bebb96  that  I have  repeated  much  of  their 
material  practically  verbatim.  Credit  for  the 
first  recognition  of  the  etiology  of  true  Hirsch- 
sprung’s disease  should  go  to  Dalla  Valle  of 
Parma  and  Cameron  of  Glasgow.  The  former 
described  two  autopsy  cases  in  brothers  and 
suggested  that  the  absence  of  ganglia  in  the 
terminal  segment  might  be  present  in  other 
similar  cases.  Cameron  reported  two  autopsy 
cases  of  Hirschsprung’s  disease  and  definitely 
proposed  that  the  aganglionic  segment  was  the 
cause  of  the  disorder  in  his  and  similar  cases. 
He  believed  that  the  ganglia  had  been  destroyed 
by  an  inflammatory  process.  Cameron’s  rec- 
ognition of  the  functional  obstruction  resulting 
from  parasympathetic  ganglion  deficiency  ante- 
dated the  report  of  Robertson  and  Kernohan  by 
ten  years.  In  1948  Whitehouse  and  Kernohan 
added  1 1 cases.  Meanwhile,  the  work  of  Zuelzer 
and  Wilson  and  Swenson  began  to  emphasize 
the  significance  of  the  achalasic  or  aganglionic 
segment.  Swenson  described  an  operation  for 
removing  the  obstructing  terminal  segment 
without  destroying  the  anal  sphincter;  this 

* “Pediatric  Proctology — Part  I”  was  published  in  the 
March  15,  1957,  issue,  page  1091. 


operation  is  a modification  of  the  Maunsell-Weir 
technic.97  His  results  were  dramatic  and  have 
provided  a solution  to  the  megacolon  problem. 
Bodian  and  his  associates  pointed  the  way  to  a 
rational  method  of  selective  diagnosis  and 
treatment.  Hiatt’s  correlated  interpretation  of 
kymographic  tracings  from  balloons  implanted 
in  the  bowel  with  microscopic  examination  of  the 
resected  segments  tended  to  elucidate  the  path- 
ologic physiology  and  the  mechanism  of  the 
obstructive  process.  The  anatomic  location  of 
the  autonomic  imbalance  is  at  the  point  of 
obstruction.  The  differentiation  of  patients 
who  have  an  aganglionic  segment  from  those 
who  do  not  and  their  treatment  are  at  times 
problematic. 

Megacolon  falls  into  three  general  categories: 

1.  Achalasic  or  aganglionic  megacolon  (true 
Hirschsprung's  disease)  presents  a strikingly 
different  pattern  from  the  other  two  types  of 
megacolon.  Deficiency  of  the  parasympathetic 
ganglia  in  this  segment  explains  the  functional 
obstruction.  A type  of  mass  contraction  occurs 
without  an  orderly  peristaltic  wave.  The 
achalasic  segment  nearly  always  starts  at  the 
anus  and  extends  for  a variable  distance  up  the 
left  colon,  usually  only  into  the  sigmoid.  Re- 
gardless of  the  level  to  which  the  ganglion  de- 
ficiency extends,  it  is  here  that  the  obstructive 
process  lies,  and  the  bowel  is  dilated  and  hyper- 
trophied above  it.  The  roentgenographic  pic- 
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ture  is  also  characteristic  in  the  well-advanced 
case.  The  onset  of  the  obstructive  symptoms 
occurs  at  birth  or  within  the  first  few  days 
thereafter.  The  morbidity  and  mortality  from 
acute  obstruction  are  high.  The  obstruction 
can  be  relieved  temporarily  but  never  perma- 
nently. 

2.  In  functional  ( idiopathic ) megacolon  the 
source  of  obstruction  is  the  fecal  impaction 
itself.  Frequently  a spastic  anal  sphincter  is 
encountered,  but  it  is  uncertain  whether  it  is  the 
cause  or  result  of  the  impaction.  Usually  faulty 
bowel  care  and  training  are  the  source  of  the 
difficulty,  and  they  may  often  be  traced  back  to 
infancy.  The  onset  is  never  at  birth,  however. 
An  occasional  patient  is  seen  in  whom  a con- 
genitally long  and  redundant  colon  (dolichocolon 
of  Martinotti)  is  present.  This  excessive  ab- 
sorptive surface  removes  too  much  water  from 
the  feces,  and  chronic  constipation  results. 
The  first  recognized  indication  of  the  presence 
of  dolichocolon  may  be  volvulus  of  the  sigmoid 
in  adult  life,  but  in  the  rare  individual  it  may  be 
a fact  in  the  development  of  megacolon.  Very 
few  of  these  cases  require  surgical  treatment 
since  elongation  of  the  bowel  is  much  more  often 
the  result  of  constipation  and  obstructive  im- 
paction than  the  cause  of  it. 

3.  Symptomatic  or  organic  megacolon  has 
long  been  recognized  and  separated  from  the 
“idiopathic”  cases.  The  cause  of  obstruction 
is  grossly  demonstrable,  usually  by  digital 
examination.  The  most  common  single  cause 
in  children  is  stricture  following  operations  for 
imperforate  anus.  Failure  to  provide  adequate 
dilatation  over  a long  enough  period  of  time 
permits  progressive  cicatricial  narrowing  of  the 
surgically  produced  anal  opening.  Bowel  move- 
ment becomes  increasingly  difficult  and  painful, 
and  as  fecal  impaction  develops  and  persists, 
an  extensive  megacolon  may  result.  Other 
causes  of  obstruction  may  be  intrinsic  or  ex- 
trinsic tumors  and  the  rare  congenital  stricture 
of  Type  I anorectal  anomaly  (Ladd  and  Gross). 
Usually  the  symptoms  develop  slowly.  They 
represent  a compounding  of  such  elements  as  the 
progress  of  the  stricture  or  tumor  with  the 
transition  from  soft  to  formed  stools  in  late 
infancy. 

The  rational  treatment  of  achalasic  or  agan- 
glionic  megacolon  is  removal  of  the  obstructing 
segment  by  means  of  Swenson’s  operation  or 
Hiatt’s  modification  thereof, 


When  only  a part  of  the  colon  is  dilated  and 
hypertrophied  and  when  it  is  possible  to  obtain 
a segment  of  a size  readily  compatible  with 
para-anal  anastomosis,  the  one-stage  procedure 
of  Swenson  is  preferred.  Patients  with  acute 
obstruction  in  whom  the  impaction  cannot  be 
relieved  or  the  bowel  decompressed  and  cleared 
by  enemas  require  a preliminary  colostomy. 
Treatment  of  functional  megacolon  depends 
on  the  nature  of  the  obstruction.  Stricture 
demands  dilatation  combined  with  medical  re- 
habilitation of  bowel  function.  Frequently  the 
stricture  is  so  narrow  and  firm  that  the  initial 
dilatations  must  be  done  under  general  anes- 
thesia. Thereafter,  digital  dilatation  without 
anesthesia  is  continued.  In  the  rare  case  of 
stricture  not  amenable  to  dilation,  a plastic 
procedure  may  be  required.  When  the  obstruc- 
tion is  due  to  either  an  intrinsic  or  extrinsic 
tumor,  operation  is  mandatory.  Lee’s  ideas 
have  been  endorsed  by  others.98'99 

The  use  of  tap  water  for  enemas  in  megacobn 
may  result  in  sudden  “water  intoxication.” 
Sudden  and  unexplained  fatal  collapse  may 
occur  when  the  patient  appears  to  be  getting 
along  well  on  conservative  management.  There 
is  a sharp  drop  in  the  plasma  sodium,  chloride, 
and  proteins  and  in  the  serum  potassium  and  a 
rise  in  the  plasma  volume.  Apparently  the 
hypertrophied  and  dilated  bowel  absorbs  water 
much  more  rapidly  than  does  the  normal  colon, 
and  the  disturbance  of  electrolyte  balance, 
especially  of  sodium,  may  be  fatal.  This  danger 
is  common  to  all  types  of  megacolon.  It  is 
obvious  that  tap  water  should  not  be  used  for 
decompressive  enemas;  isotonic  saline  solution 
can  be  safely  used  except  in  patients  with  im- 
paired cardiac  or  renal  reserve.  For  the  latter 
cases  a 7 per  cent  gelatin  solution  is  recom- 
mended. In  a recent  article  Hiatt100  advised  that 
barium  salts  used  in  diagnostic  enemas  in  sus- 
pected cases  of  congenital  megacolon  should  be 
suspended  in  isotonic  chloride  solution  rather 
than  in  water.  The  hazards  of  enemas  in  this 
disorder  have  been  re-emphasized  recently.101 

Parenthetically,  the  seriousness  of  water 
intoxication  following  routine  cleansing  enemas 
has  also  been  greatly  underestimated;  this  is 
particularly  true  in  infants  in  whom  intracolonic 
hypotonic  solutions  may  cause  disequilibrium  of 
the  electrolytes  and  an  increase  in  the  blood 
volume  which  will  lead  to  pulmonary  edema  and 
convulsions.  Of  interest  is  the  observation  that 
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the  loss  of  potassium  incident  to  purgation  or 
irrigation  may  predispose  to  or  increase  the 
chances  of  postoperative  hypokalemia.26-*  Sig- 
nificant depletion  of  body  potassium  caused  by 
the  indiscriminate  use  of  enemas  was  observed 
in  a man  with  neurogenic  constipation  that  was 
caused  by  a chronic  cauda  equina  lesion.  In  a 
single  enema  there  was  a depletion  of  259  mEq. 
of  potassium.  In  normal  individuals  the  values 
for  excreted  potassium  in  an  enejna  varied  from 
1 to  1 1 mEq.,  while  in  patients  with  neurologic 
disorders  these  values  ranged  as  high  as  75 
mEq.  The  training  of  patients  in  the  proper 
care  of  the  bowels  or  the  oral  administration  of 
potassium  supplements  prevents  the  depletion 
of  potassium.102 

It  may  not  be  amiss  to  point  out  that  the  pres- 
ent popularity  of  small  hypertonic  enema  solu- 
tions may  cause  undesirable  electrolyte  dis- 
equilibrium in  patients  suffering  from  nephritis, 
heart  disease,  and  other  conditions  who  may 
be  on  low-sodium  or  other  types  of  restricted 
diets.  Of  importance  is  a fact  generally  over- 
looked that  at  least  one  of  these  proprietary 
preparations  contains  hydrogen  peroxide,  albeit  a 
small  amount,  which  is  capable  of  causing  mod- 
erate to  severe  ulceration  of  the  mucosa  that 
comes  in  contact  with  this  solution. 

The  roentgenographic  and  fluoroscopic  ap- 
pearance of  the  variations  in  the  aganglionic 
contraction  have  been  well  described  and  il- 
lustrated recently.103 

In  a follow-up  report  on  82  patients  treated 
by  resection  of  the  rectum  and  rectosigmoid, 
Swenson104  stated  that  these  patients  have  been 
permanently  relieved  of  their  symptoms  and 
that  all  have  anal  continence. 

Rectal  biopsy  is  advocated  as  an  aid  in  those 
cases  in  which  the  diagnosis  of  Hirschsprung’s 
disease  is  difficult.  The  indications  for  biopsy 
are  as  follows:  (1)  when  the  colon  has  been 
deactivated  by  colostomy  for  from  six  to  twelve 
months  and  the  typical  roentgenographic  evi- 
dence has  disappeared;  (2)  when  the  whole 
colon  is  aganglionic,  especially  in  the  newborn; 
(3)  infants  with  a low-lying  but  short  lesion; 
and  (4)  patients  with  diarrhea  or  other  symptoms 
of  dysfunction  of  the  large  intestine  instead  of 
the  conventional  chronic  constipation.105 

Frozen  section  control  of  resection  of  the 
large  intestine  is  said  to  be  simple,  rapid,  and 


* See  References,  Part  I. 


reliable  and  guides  the  surgeon  at  the  time 
of  the  operation.  This  should  improve  the  end 
results  of  surgical  therapy.106 

Resection  of  only  the  dilated  segment  of  the 
colon,  in  contrast  to  resection  of  the  distal  nar- 
rowed segment,  was  performed  in  three  patients 
with  Hirschsprung’s  disease  and  yielded  uni- 
formly satisfactory  results.107  After  resection 
of  the  dilated  segment,  the  distal  narrowed  seg- 
ment returned  to  nearly  normal  caliber,  dis- 
tensibility,  and  propulsion.  There  had  been 
no  recurrence  to  the  time  of  the  writing  of  this 
paper.  It  is  believed  that  resection  of  either  the 
narrowed  or  dilated  colonic  segment  results  in 
equally  good  results  and  that  the  anatomic  and 
physiologic  basis  for  selection  of  either  procedure 
is  not  yet  at  hand. 

Of  importance  also  is  another  report108  dealing 
with  16  patients  in  whom  a one-stage  trans- 
abdominal operation  was  utilized  which  elim- 
inated the  narrowed  terminal  segment  of  the 
sigmoid  and  portions  of  the  colon  which  showed 
no  peristaltic  activity  roentgenographically.  The 
residual  colon  was  then  anastomosed  to  the 
upper  portion  of  the  rectum  at  a distance  of  6 to 
10  cm.  from  the  anal  margin.  Fifteen  of  these 
patients  had  excellent  results.  The  rectum  was 
saved  in  order  to  avoid  damage  to  the  nervi 
erigentes.  This  operation  has  also  been  per- 
formed on  two  patients  with  megarectum  and 
pseudomegacolon . 109 

Three  cases  of  Hirschsprung’s  disease  involving 
the  entire  colon  were  successfully  treated  by  total 
colectomy  and  ileoproctostomy.  Because  of  the 
satisfactory  results  following  this  operation  it 
is  recommended  whenever  the  aganglionic  defect 
in  the  myenteric  plexus  extends  throughout  or 
involves  the  entire  colon.110 

The  occasional  association  of  megaloureters 
with  Hirschsprung’s  disease  suggested  a common 
congenital  anomaly  or  defect  in  the  pelvic 
parasympathetic  system.  Study  of  the  urinary 
bladder  revealed  a diminution  of  ganglion  cells 
in  patients  with  megaloureters.111 

As  already  alluded  to,  a preliminary  sigmoid 
colostomy  has  been  suggested  for  patients  with 
Hirschsprung’s  disease  when  (1)  almost  com- 
plete colonic  obstruction  exists  and  the  dis- 
tention cannot  be  controlled  or  reduced  by  irri- 
gations and  (2)  in  the  presence  of  an  extremely 
poor  general  condition  that  makes  primary 
resection  hazardous.  The  colostomy  stoma  is 
removed  with  the  distal  aganglionic  colon  at  the 
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time  of  definitive  operation.112 

Five  cases  of  Hirschsprung’s  disease  in  the 
newborn  have  been  presented.113  Three  of  the 
babies  died  because  this  condition  was  probably 
not  recognized  early  enough.  Vomiting  and 
abdominal  distention  with  deficiency  of  the 
fecal  output  are  the  first  symptoms  and  are 
usually  obvious  within  twenty-four  to  forty- 
eight  hours  after  birth.  A palpable  narrowing 
of  the  rectal  ampulla  is  often  noted.  The 
significant  roentgenologic  findings  include  (1) 
dilatation  of  both  the  small  and  large  intestine 
on  the  plain  film  with  absence  of  air  in  the  rectum, 
(2)  disparity  in  the  diameter  between  the  rectum 
and  colon  proximal  to  the  obstruction  by  barium 
enema,  and  (3)  poor  evacuation  with  retention  of 
barium  in  the  colon  for  at  least  twenty-four  hours. 

The  objective  of  treatment  is  the  permanent 
elimination  of  a functional  obstruction  of  the 
distal  colon  and  rectum ; conservative  treatment 
is  justified  as  long  as  there  is  definitive  evidence 
of  relief  of  this  obstruction.  When  conservative 
management  does  not  successfully  relieve  ob- 
struction and  re-establish  normal  digestive 
function  within  a week,  surgical  intervention  is 
indicated.  Colostomy  is  the  procedure  of 
choice  with  the  preferable  site  immediately  prox- 
imal to  the  aganglionic  segment.  Primary 
resection  of  the  aganglionic  area  is  inadvisable. 
Multiple  biopsies  of  the  wall  of  the  rectum  and 
colon  at  laparotomy  are  also  advocated  in  order 
to  establish  the  diagnosis  unequivocally,  to 
verify  the  presence  of  normal  ganglia  at  the 
level  of  colostomy,  and  to  aid  in  the  planning  of 
the  resection.  Immediate  frozen  section  exam- 
ination can  adequately  demonstrate  the  pres- 
ence or  absence  of  ganglia.  It  is  recommended 
that  definitive  surgery  with  resection  of  the 
aganglionic  segment  and  restoration  of  normal 
intestinal  continuity  be  postponed  until  the 
second  or  third  year  of  life.  Dilatation  of  the 
colon  should  be  considered  in  the  case  of  every 
infant  with  symptoms  or  signs  of  intestinal 
obstruction,  particularly  when  no  mechanical 
block  is  demonstrated  roentgenologically. 

Anorectal  Deformities. — A host  of  articles 
dealing  with  atresia  have  appeared  in  the  recent 
literature.  Moore  and  Lawrence114  stated  that 
few  congenital  anomalies  are  so  often  accom- 
panied by  other  malformations  as  are  those 
involving  the  anus  and  rectum.  Nearly  half 
the  deaths  in  anorectal  cases  were  due  to  related 
abnormalities.  To  prevent  fatal  complications 


concomitant,  correctable  lesions,  such  as  atresia 
of  the  esophagus  and  cardiac  defects,  should 
be  recognized  without  delay. 

.Anorectal  atresias  are  classified  as  type  1 
when  the  rectum  or  anus  is  narrowed,  type  2 
when  a blind  rectal  pouch  is  situated  quite 
low,  type  3 when  the  pouch  is  separated  from  the 
anus  by  several  centimeters,  and  type  4 when 
the  atresia  is  high  and  associated  with  an  ap- 
parently normal  anus  and  lower  rectum.  Other 
abnormalities  appear  most  frequently  with  types 
3 and  4.  The  urinary  tract  is  affected  in  about 
one  of  three  cases,  not  including  rectourinary 
fistula.  Megaloureter  and  hydronephrosis  are 
common.  From  10  to  20  per  cent  of  the  children 
will  probably  be  mental  defectives  because  of 
associated  cerebral  lesions. 

Arnheim115and  Santulli116  have  reported  on  the 
surgical  correction  of  a sizable  series  of  atresias 
with  associated  fistulas.  Most  recently  Potts 
et  al.u 7 dealt  very  lucidly  with  22  rectovaginal 
fistulas,  eight  rectourethral  fistulas,  nine  rec- 
toperineal  fistulas,  and  12  rectovesical  fistulas 
complicated  by  congenital  imperforate  anus. 
The  diagnosis,  preoperative  preparation,  opera- 
tive technics  for  the  various  types  of  fistulas, 
postoperative  care  and  complications,  mortality 
rate,  and  results  are  described  and  illustrated. 

Colostomies  are  rarely  performed  for  con- 
genital anomalies  of  the  rectum,  largely  because 
of  the  availability  of  antibiotics.  A combined 
abdominoperineal  operation  is  used  for  patients 
with  rectovesical  and  rectourethral  fistulas. 
For  infants  with  rectovaginal  or  rectoperineal 
fistulas  these  authors  devised  a new  operation 
that  results  in  the  formation  of  a nearly  normal 
rectum. 

Potts  emphasized  the  preservation  of  the 
sphincter  and  working  through  its  rather  tiny 
orifice.  Also  important  is  the  making  of  a 
relatively  small  anal  orifice  which  can  be  dilated, 
rather  than  a relatively  large  one  that  can  never 
be  satisfactorily  closed.  Dilatation  of  the  new 
anal  orifice  by  the  mother  with  her  little  finger 
is  of  incalculable  importance. 

Cochran118  reported  the  occurrence  of  imper- 
forate anus  in  brothers  born  three  years  apart. 
No  other  child  had  been  born  to  the  parents  at 
the  time  of  the  publication  of  this  article.  A 
case  of  imperforate  anus  with  a rectoperineal 
fistula  and  absence  of  both  vagina  and  uterus 
has  been  recorded.119  A successful  technic  of 
repair  is  described. 
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Gross  and  Ferguson120  successfully  operated 
on  seven  premature  babies  with  imperforate 
anus.  They  also  described  the  problems  and 
hazards  that  are  peculiar  to  the  surgical  man- 
agement of  prematures.  Surgical  therapy  re- 
quires delicate  supervision  because  prematurity 
imposes  physiologic  limitations  on  a newborn 
infant,  especially  when  a major  congenital  mal- 
formation is  added  to  these  drawbacks. 

Of  interest  is  the  report  of  the  case  of  a twenty- 
seven-year-old-man  with  a type  III  imperforate 
anus  and  rectourethral  fistula  who -was  success- 
fully operated  on.121  This  is  believed  to  be  the 
only  survivor  on  record  without  definitive  sur- 
gery until  that  age. 

The  problem  of  congenital  median  bands  of  the 
anus  has  recently  been  discussed.122  The  treat- 
ment in  such  cases  consists  of  simple  excision  of 
the  band  of  tissue  plus  anal  dilatations. 

Harris  et  al.123  have  discussed  the  incidence 
and  significance  of  anorectal  rings  in  infancy. 
They  believe  that  most  anorectal  rings  in  new- 
born infants  dilate  spontaneously,  require  no 
treatment,  and  usually  do  not  account  for  the 
symptoms  often  ascribed  to  such  lesions.  An 
anorectal  ring  can  be  discerned  by  careful  ano- 
rectal palpation,  preferably  with  the  bare  fifth 
finger  and  a small  amount  of  lubricant.  Blood 
was  not  observed  on  the  finger  or  passed  after 
the  examination  in  more  than  1,700  such  exam- 
inations. Complete  rectal  examination  is  not 
necessary  and  actually  may  tear  or  obliterate  the 
ring.  Rings  are  graded  on  the  basis  of  the  es- 
timated lumen.  A grade  1 ring  has  a lumen 
larger  than  15  mm.,  a grade  2 ring  has  a lumen  of 
8 to  15  mm.,  and  a grade  3 ring  has  a lumen  of 
less  than  8 mm. 

Most  anorectal  rings  dilate  and  disappear 
during  the  first  week  of  life  with  the  passage  of 
meconium  and  stools.  The  incidence  of  con- 
stipation, colic,  blood  in  the  stool,  excessive 
straining,  distention,  tear  of  the  anal  skin,  and 
crying  with  defecation  is  no  greater  in  an  infant 
with  an  anorectal  ring  than  in  one  with  no  ring. 
A thick,  fibrous  anorectal  ring  which  does  not 
dilate  spontaneously  may  cause  obstructive 
symptoms  and  require  treatment,  but  this  is 
rare.  Anorectal  rings  were  found  in  13.8  per 
cent  of  1,716  consecutive  newborn  infants  and 
occurred  four  times  as  often  in  female  as  in  male 
patients. 

Brown  and  Schoen124  found  39  congenital 
anorectal  strictures  during  routine  examinations 


of  100  consecutive  babies  seen  in  a well-baby 
clinic.  Only  nine  of  these  strictures  caused 
symptoms.  The  treatment  consisted  of  dila- 
tation by  means  of  flexible  rubber  dilators  that 
were  lubricated  with  a special  proprietary 
preparation.  One  may  disagree  with  these 
authors  in  their  use  of  dilators  as  well  as  of  the 
special  lubricant.  In  my  experience  digital 
dilatation  is  far  preferable  to  instrumental 
dilatation,  even  if  “flexible  rubber  dilators” 
are  employed.  Utmost  gentleness  should  be 
practiced  in  dilatations  since  mild  to  moderate 
shock  may  be  produced.  I also  avoid  the  use  of 
lubricants  that  contain  anesthetic  and  related 
agents  such  as  the  one  containing  4.5  per  cent  of 
ethyl  aminobenzoate  (Benzocaine),  1.75  per 
cent  of  carbolic  acid,  0.5  per  cent  of  menthol,  and 
0.25  per  cent  of  ephedrine  in  an  oil  base,  a mix- 
ture that  is  marketed  as  Rectalgan.  These 
drugs  are  strong  cutaneous  sensitizers  even  in 
adult  skins.125 

Semidense,  fibrous  semilunar  strictures  oc- 
cupying the  posterior  and  lateral  walls  of  the 
rectum  which  fail  to  respond  to  digital  dila- 
tations are  best  treated  by  electrothermic  resec- 
tion with  the  aid  of  a high-frequency  double- 
loop resector  in  a manner  similar  to  the  trans- 
urethral resection  of  median  bands  at  the  vesical 
neck.126 

Incontinence. — Bill  et  al. 1 27  treated  two 
children  with  urinary  and  fecal  incontinence  due 
to  congenital  anomalies  by  transplanting  the 
ureters  into  one  end  of  an  isolated  segment  of 
ileum;  the  other  end  was  brought  out  on  the 
abdominal  wall  to  act  as  a urinary  conduit. 
The  fecal  incontinence  was  controlled  by  a con- 
stipating diet  and  enemas.  Gross  et  al.m  dis- 
cussed the  management  of  this  problem  in  great 
detail.  They  realize  that  surgical  therapy  never 
ends  with  entire  satisfaction  to  the  patient  or 
surgeon. 

Pickrell  et  al.m  reconstructed  the  anal  sphinc- 
ter by  transplanting  the  gracilis  muscle  and  re- 
stored anal  continence  in  12  children.  Anal  in- 
continence in  11  of  these  children  was  caused 
by  neurologic  malformations  which  affected  the 
nerve  supply  of  the  perineum  and  rectum.  These 
11  children  were  incontinent  from  birth.  They 
had  been  considered  incurable  or  hopelessly  be- 
yond the  realm  or  hope  of  reconstruction.  The 
optimum  age  for  this  operation  is  between  four 
and  five  jrears  and  spares  the  child  the  psycho- 
logic insult  of  incontinence  at  school.  The  con- 
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tinence  is  voluntary  and  controlled  but  is  not  so 
automatic  as  the  normal  sphincter  mechanism. 
This  new  and  original  operation  is  now  also 
being  utilized  for  the  construction  of  a sphincter 
for  the  correction  of  urinary  incontinence.130 
In  his  last  article  Pickrell131  redescribed  this 
operation  and  stated  that  he  had  performed  it 
with  a uniform  degree  of  success  in  more  than 
30  children  and  adults  ranging  from  three  to 
seventy-two  years  of  age. 

Teratomas 

Sacrococcygeal  teratomas,  among  the  most 
common  large  tumors  seen  in  the  first  three 
months  of  life,  arise  between  the  sacrum  and  the 
rectum.132  The  diagnosis  may  be  missed  by  the 
failure  to  examine  the  rectum.  The  growth 
should  be  removed  immediately  after  birth  when 
recovery  is  most  likely.  Delay  may  result  in 
fatal  ulceration,  infection,  rectal  or  urinary 
blockade,  or  a malignant  change.  Gross  et  al ,133 
have  reported  a series  of  40  patients  from  their 
clinic.  They  illustrated  their  operative  technic 
extremely  well.  Several  other  articles  dealing 
with  only  one  or  two  cases  have  also  been  pub- 
lished recently. 

Antibiotic  Therapy 

Following  the  introduction  of  penicillin  and 
streptomycin  the  broad-spectrum  and  other 
antibiotics  have  been  developed.  The  broad- 
spectrum  antibotics,  because  of  their  wide 
therapeutic  range  and  relatively  low  toxicity, 
have  been  most  popular.  Because  of  their 
nephrotoxic  tendencies  polymyxins,  bacitracin, 
and  neomycin  are  hardly  suitable  for  systemic 
use.134 

Successful  treatment  with  antibiotics  depends 
on  the  knowledge  of  the  most  likely  causative 
microorganisms  and  individual  patient  sensi- 
tivity. While  in  vitro  sensitivity  tests  are 
frequently  helpful  and  may  indicate  a need  to 
change  from  one  to  another  agent,  they  are  not 
always  reliable;  a therapeutic  test  is  usually 
the  best  and  perhaps  the  final  criterion.  Taste 
and  frequency  of  administration  of  the  anti- 
biotics are  important  considerations  in  pediatric 
practice.  Drug  reactions  are  less  frequent 
in  children  than  in  adults.135  Fever  of  unde- 
termined origin  at  times  disappears  on  discon- 
tinuation of  antibiotic  therapy. 

Chloramphenicol  (Chloromycetin)  . — This 


antibiotic,  which  is  administered  orally  or 
parenterally,  should  be  avoided  unless  it  is  the 
only  available  antibiotic  to  which  the  organisms 
in  a given  instance  are  not  resistant  or  in  the 
case  of  typhoid  fever.  Chloramphenicol  is  a 
nitrophenol  compound  and  is  known  to  cause 
granulocytopenia,  agranulocytosis,  and  fatal 
aplastic  anemia.  The  myelotoxicity,  believed  to 
be  due  to  its  nitrozene  radical,  may  be  extremely 
serious.  The  hematopoietic  tissue  should  be 
observed  frequently  and  carefully  whenever  this 
antibiotic  is  given.136 

Polymyxins. — Five  polymyxins,  A,  B,  C,  D, 
and  E,  are  now  available.  They  are  bacte- 
ricidal against  the  Pseudomonas  aeruginosa  or- 
ganisms which  frequently  produce  gastrointes- 
tinal infection  in  juvenile  patients.  Polymyxin 
B is  the  most  popular  of  the  group  and  is  capable 
of  eliminating  the  causative  organisms  in  less 
than  a week.  This  antibiotic  is  also  effective 
against  Bacillus  coli,  Aerobacter  aerogenes,  and 
Shigella.  Its  greatest  usefulness  is  for  the 
treatment  of  infections  caused  by  gram-negative 
bacilli  which  fail  to  respond  to  other  antibiotics. 
The  oral  route  is  the  safest  for  administration 
since  it  precludes  absorption  and  the  systemic 
side-effects  already  mentioned.  The  oral  dose  is 
2 mg.  per  Kg.  of  body  weight  given  every  four 
hours.  The  intramuscular  route  of  administra- 
tion, with  a dose  of  0.8  mg.  per  Kg.  of  body 
weight  given  every  four  hours,  may  have  to  be 
utilized  in  spite  of  the  toxicity,  but  the  toxic 
effects  are  believed  to  be  reversible.135 

Oxytetracycline  (Terramycin)  . — Hunt  et 
al.137  have  studied  the  absorption  and  distri- 
bution of  oxytetracycline  in  children.  The 
spectrum  of  activity  of  this  antibiotic  is  wide 
and  includes  most  of  the  pathogenic  gram-nega- 
tive and  gram-positive  organisms,  except  for 
Proteus  vulgaris  and  Ps.  aeruginosa.  Oxytet- 
racycline hydrochloride  was  given  at  least  two 
hours  after  meals  in  capsules  or  as  a powder 
mixed  with  corn  syrup.  The  peak  levels  were 
low,  generally  occurring  two  to  six  hours  after 
ingestion  and  lasting  several  hours.  Orally, 
1 1 mg.  per  Kg.  of  body  weight  every  six  hours  or 
44  mg.  daily  produced  adequate  serum  values  for 
most  susceptible  bacteria.  When  higher  con- 
centrations are  desired,  33  mg.  may  be  given  by 
mouth  every  six  hours.  Intravenously,  6.6 
to  11  mg.  per  Kg.  were  injected  at  six  to  eight- 
hour  intervals.  Oxytetracycline  diffuses  poorly 
into  spinal  fluid,  and  rectal  absorption  from  per- 
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forated  capsules  is  well  tolerated  but  unpredictable. 

O.xytetracycline  may  be  administered  by 
hypodermoclysis138  for  the  successful  treatment  of 
infection  in  children.  For  average  infections  a 
dosage  of  10  mg.  per  Kg.  of  body  weight  and 
for  more  serious  infections  a dosage  of  20  to  25 
mg.  per  Kg.  are  given  every  eight  to  twelve 
hours.  O.xytetracycline  may  also  be  admin- 
istered intramuscularly,139  as  judged  from  the 
results  of  240  bioassays  of  the  concentration  of 
this  antibiotic  in  the  serum  and  cerebrospinal 
fluids  of  63  infants  and  children  who  were  given 
various  dosage  schedules.  The  dosage  schedules 
for  the  proper  intramuscular  administration  of 
oxytetracycline  to  the  various  pediatric  age 
groups  are  presented.139 

Tetracycline. — Recently,  tetracycline  (Tet- 
racyn)  has  been  introduced.140  It  may  be  pre- 
pared by  catalytic  dechlorination  of  chlortetra- 
cycline  or  by  fermentation.  In  adults  this 
antibiotic  is  clinically  as  effective  as  o.xytetra- 
cycline or  chlortetracycline  because  it  has  an 
antibacterial  spectrum  similar  to  these  anti- 
biotics. There  was,  however,  a tendency  for 
staphylococci,  coliform  bacilli,  Ps.  aeruginosa, 
and  Proteus  species  to  persist  or  appear  after 
the  initiation  of  tetracycline  therapy.  Tetra- 
cycline causes  few  adverse  gastrointestinal 
symptoms.  In  children  tetracycline  is  absorbed 
rapidly  into  the  circulation  after  oral  ingestion.141 
Antibiotic  activity  is  apparent  one-half  hour 
after  the  administration  of  doses  of  25  to  50  mg. 
per  Kg.  of  body  weight.  Therapeutic  serum 
levels  of  eight  hours  duration  were  obtained  with 
a single  dose  of  6 mg.  per  Kg.  of  body  weight. 
Higher  dosages  produced  a proportional  increase 
of  concentration  in  the  serum.  A significant 
cumulative  effect  was  obtained  by  the  second 
day  of  treatment.  This  antibiotic  diffuses 
poorly  into  the  cerebrospinal  fluid  in  subjects 
without  inflammation  of  the  meninges  and  is 
excreted  in  the  urine  in  high  concentrations. 
The  tolerance  to  the  drug  is  rather  high.  An 
absence  of  side-effects  was  noted  even  after  the 
administration  of  a dosage  of  150  mg.  per  Kg.  of 
body  weight  per  day.  Schwarzer  showed  that 
the  effective  oral  dose  of  tetracycline  is  25  mg.  per 
Kg.  of  body  weight  per  twenty-four  hours  given 
at  six  to  eight-hour  intervals.141  Chemically 
conditioned  tetracycline  is  now  available.  It 
combines  tetracycline  with  metaphosphate,  a 
chelating  agent,  to  enhance  absorption  of  this 
antibiotic  in  the  intestine.  Higher  blood  levels 


are  thus  obtained  and  in  a shorter  period  of  time. 
The  status  of  another  antibiotic,  tetracycline 
phosphate,  complex,  is  in  the  process  of  assess- 
ment. What  effect  the  oral  administration  of 
the  phosphate  salts  will  have  on  the  calcium- 
phosphate  ratio  of  the  blood  serum  remains  to 
be  assessed.  For  the  present,  caution  is  cer- 
tainly in  order. 

Mysteclin,  a combination  of  tetracycline  with 
nystatin  (see  elsewhere  in  the  text),  is  said  to 
prevent  the  invasion  of  the  host  by  fungi  fol- 
lowing the  elimination  of  microorganisms  by  the 
broad-spectrum  antibiotic. 

Erythromycin. — Of  the  medium  spectrum 
antibiotics  erythromycin  has  stood  the  test  of 
time.  Amimycin,  now  under  investigation,  bids 
well  to  be  superior  to  erythromycin.  Oleando- 
mycin is  superior. 

Albomycin. — This  antibiotic  was  prepared  in 
Soviet  Russia  from  Actinomyces  subtropicus. 
It  inhibits  the  growth  of  micrococci  (staph- 
ylococci) resistant  to  other  antibiotics,  including 
penicillin,  streptomycin,  the  tetracyclines,  and 
erythromycin.  Albomycin  is  about  ten  times  as 
potent  as  penicillin.  It  is  also  effective  against 
some  gram-negative  organisms  such  as  the  coli- 
dysentery  group  of  bacteria.  Albomycin  may 
be  safely  given  parenterally  in  doses  as  large  as 
50,000,000  units  per  Kg.  of  body  weight.  It 
forms  a reversible  complex  with  serum  proteins 
which  activates  the  circulation  of  the  antibiotic 
in  the  body.  It  has  been  employed  in  the 
treatment  of  septic  complications  of  dysentery, 
peritonitis,  and  other  surgical  infections.142 
This  Russian  work  needs  confirmation.  Al- 
bomycin should  not  be  confused  with  Albamycin 
which  is  derived  from  Streptomyces  niveus  found 
in  the  soil  in  Queens  Village,  New  York,  which  is 
now  being  evaluated 

Nystatin  (Fungicidin). — This  is  a new 
antibiotic  obtained  from  Streptomyces  noursei, 
which  is  said  to  possess  strong  fungistatic  and 
fungicidal  activity  in  vitro  against  Candida 
albicans  and  other  fungi,  yeast,  or  yeastlike 
organisms.  Brown  et  al.li3  observed  that  a 
single  dose  of  nystatin  injected  subcutaneously 
into  mice  two  hours  before  the  inoculation  of 
otherwise  lethal  mixtures  of  C.  albicans  and 
chlortetracycline  was  highly  protective.  Stern- 
berg et  al.1**  observed  that  the  naturally  occurring 
fungi  in  the  alimentary  tract  diminished  in 
number  or  disappeared  altogether  following  the 
administration  of  small  doses  of  nystatin  by 


April  15,  1957 


1421 


ROBERT  TURELL 


mouth  to  mice  for  short  periods  of  time.  After 
the  discontinuation  of  the  administration  of 
nystatin,  the  fungous  flora  of  the  intestine  was 
restored  to  normal  within  a few  days.  In  25 
patients  the  oral  administration  of  nystatin  like- 
wise reduced  or  eliminated  yeastlike  fungi  from 
their  stools.  The  concurrent  administration  of 
oxytetracy cline  or  chlortetracycline  failed  to 
alter  this  effect. 

Drouhet145  also  obtained  favorable  results 
from  nystatin  in  the  treatment  of  experimental 
and  clinical  (human)  mycotic  infections  induced 
by  or  caused  by  C.  albicans. 

Amphotericin,  another  antifungal  antibiotic, 
is  in  the  process  of  evaluation. 

Side-Effects. — The  side-effects  of  broad- 
spectrum  antibiotics  occur  in  juvenile  patients 
less  often  than  they  do  in  adults.  The  anorec- 
tocolonic  side-effects,  primarily  in  adult  patients, 
have  been  studied  and  reported  most  recently  by 
the  reviewer.146  The  possible  etiologic  factors, 
such  as  the  role  of  fungi  and  resistant  micrococci, 
are  emphasized.  The  importance  of  recognition 
of  the  earl}'  reactions  or  instructing  the  patient 
to  report  any  irregularities  far  removed  from  the 
initial  complaints  is  emphasized.  There  may  be 
micrococcic  (staphylococcic)  enterocolitis,  sim- 
ple diarrhea,  and/or  anal  pruritus.  Micrococcic 
enterocolitis  may  be  of  serious  import.  In 
these  patients  the  diarrhea  (with  blood  and  pus) 
may  occur  within  two  to  eight  days  after  the 
ingestion  of  the  offending  antibiotic.  En- 
doscopy may  reveal  a uniformly  reddened,  in- 
jected, edematous  mucosa  with  tiny,  scattered 
ulcerations.  The  mucous  membrane  is  friable  and 
bleeds  on  slight  trauma,  resembling  the  endo- 
scopic picture  of  nonspecific  ulcerative  colitis. 
Cultures  and  Gram  stains  of  the  mucosal  smears 
reveal  the  Micrococcus  pyogenes  (staphylo- 
cocci). In  one  of  two  reported  cases  of  mem- 
branous colitis  in  Hirschsprung’s  disease,  no 
recognizable  pathogenic  microorganisms  were  dis- 
cernible, while  the  other  showed  Ps.  aeruginosa, 
a member  of  the  normal  colonic  flora.147  It 
should  be  remembered  that  membranous  entero- 
colitis was  encountered  in  the  preantibiotic  era, 
particularly  following  operations  on  the  intestines 
or  stomach.148 

Simple  diarrhea  ranging  from  two  to  five 
loose  stools  per  day  without  gross  or  microscopic 
blood  or  pus  usually  appears  within  twelve  to 
seventy-two  hours  after  the  ingestion  of  various 
amounts  of  an  antibiotic.  Sigmoidoscopy  may 


show  a normal  or  mildly  injected  mucosa.  Anal 
or  anogenital  pruritus  in  association  with 
diarrhea  may  appear  at  the  time  or,  more  com- 
monly, several  days  after  the  onset  of  diarrhea. 
Pruritus  alone  (without  diarrhea)  usually  appears 
within  several  days  after  the  ingestion  of  the 
antibiotic  but  in  some  cases  may  appear  weeks 
later.  These  patients  have  no  nocturnal  itching, 
so  that  their  sleep  is  undisturbed,  this  factor 
being  common  in  nonspecific  anal  pruritus. 
The  involved  skin  may  appear  practically  normal 
except  for  scratch  marks  or  may  show  mild  to 
moderate  moist  dermatitis  accompanied  by 
superficial  excoriations  and  multiple  fissures. 
More  than  40  per  cent  of  my  patients  had  ante- 
cedent multiple  complaints,  such  as  vague  ab- 
dominal pain,  fatigue,  passage  of  mucus  from  the 
rectum,  insomnia,  nervousness,  etc.  As  a 
group  they  appeared  to  be  unstable,  hypo- 
chondriac and  suggestible  and  exhibited  a great 
deal  of  self-pity.  Most  of  them  were  engaged 
in  intellectual  pursuits;  a few  were  clear-cut 
neurotics  who  utilized  their  complaints  for 
psychologic  needs. 

The  treatment  of  these  side-effects  was  out- 
lined in  detail.  It  is  highly  important  to  rec- 
ognize the  early  symptoms  and  to  discontinue 
the  administration  of  the  offending  antibiotic. 
Except  for  the  cases  of  micrococcic  enteritis 
therapy  is  simple  and  invariably  successful. 
These  complications  disappear  spontaneously 
in  many  cases;  spontaneous  recoveries  have 
been  grossly  underestimated.  In  none  of  my 
patients  have  acidophilic  milk  (yogurt)  and/ 
or  buttermilk,  employed  as  a sole  form  of 
therapy,  been  effective.  The  Metchnikoffian 
ideas  should  be  discarded  permanently  in  spite 
of  their  repeated  resurgence,  which  is  based  on 
fancy,  imagination,  or  tradition.  Somehow 
ideas  hang  on  and  survive  reason.  Also  see  the 
comments  on  the  use  of  the  living  lyophilized 
Escherichia  coli  for  the  prevention  of  adverse 
side-effects  elsewhere  in  the  text. 

The  occurrence  of  adverse  side-effects  has 
been  magnified,  particularly  by  those  who  do 
not  know  how  to  recognize  the  early  symptoms 
and  how  to  treat  them  properl}'.  Exaggerated 
fears  of  complications  have  led  to  ineffective 
antibiotic  therapy.  The  clinician  should  neither 
be  influenced  nor  deterred  by  the  possible  de- 
velopment of  side-effects  when  there  is  a clear-cut 
indication  for  the  use  of  an  antibiotic.149 

In  recent  years  some  of  the  medical  discussions 
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on  the  adverse  side-effects  of  antibiotics  have 
reached  the  lay  press,  sometimes  in  a distorted 
manner.  One  lay  publication150  headlined  this 
item,  “Antibiotic  Warning;  Reckless  Use  of 
New  Drugs  May  Cause  Serious  Trouble,” 
while  another  publication  used  the  scare  head- 
line, “Misuse  of  Antibiotics.”151  The  veiled 
innuendo  or  the  outright  accusation  that  anti- 
biotics are  prescribed  indiscriminately  for  trivial 
trouble  by  doctors  should  come  only  from  quali- 
fied chemotherapeutists.  Surely,  the  public  is 
entitled  to  information,  but  such  information 
should  be  complete,  and  in  the  case  of  antibiotics 
such  reports  should  have  made  clear  that  reac- 
tions might  be  inevitable.  I tell  my  patients 
that  antibiotics  may  cause  side-effects  in  some 
persons  and  that  this  is  a calculated  risk  or  a 
price,  albeit  an  insignificant  one,  that  sometimes 
must  be  paid  for  the  benefits  of  nearly  miraculous 
cures  in  many  infections  from  the  use  of  the 
wonder  drugs  which  have  revolutionized  the 
modern  practice  of  medicine.  A small  number 
of  patients,  having  read  an  item  in  the  newspaper 
concerning  the  “reckless  use”150  of  antibiotics, 
blamed  their  physicians  for  their  present  “new” 
but  avoidable  disease.  Similar  complaints  were 
again  heard  after  the  publication  of  a recent 
item.162  The  quality  of  this  article  which  deals 
primarily  with  proctologic  subjects  and  opinions 
speaks  against  the  competency  of  that  publica- 
tion to  provide  either  information  or  counsel  on 
matters  pertaining  to  medicine  or  surgery. 
These  matters  should  best  be  left  to  the  American 
Medical  Association’s  Today’s  Health. 

For  a discussion  on  the  role  of  antibiotic  agents 
in  the  preparation  of  the  colon  for  surgery  read 
chapter  on  adenomas. 

25  East  83rd  Street 
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CASE  REPORTS 

Agranulocytosis  Due  to  Chlor promazine 


RICHARD  F.  PLATZER,  M.D.,  CLIFTON  SPRINGS,  NEW  YORK,  AND  GERALD  L.  GLASER,  M.D., 

ROCHESTER,  NEW  YORK 

( From  the  Department  of  Medicine , Clifton  Springs  Sanitarium  and  Clinic,  and  the  Department  of  Medicine, 
University  of  Rochester  School  of  Medicine  and  Dentistry,  and  Strong  Memorial  Hospital) 


\ d ministration  of  chlorpromazine  (Thorazine) 
has  been  reported  to  cause  agranulocytosis 
in  a small  proportion  of  patients  treated.  A tabula- 
tion of  13  previously  reported  cases1-11  is  presented 
in  Table  I.  Six  additional  cases  are  mentioned  in 
the  literature,9-12-11  but  published  details  of  the 
cases  are  insufficient  for  inclusion  in  Table  I. 
A total  of  45  cases  of  blood  dyscrasia  following 
exhibition  of  chlorpromazine  have  been  recorded 
by  the  A.M.A.  Council  on  Pharmacy  and  Chemis- 
try; 17  of  these  were  fatal.15  An  incidence  of 
0.001  to  0.002  per  cent  is  estimated.15  Two  addi- 


tional cases  of  agranulocytosis  attributable  to 
chlorpromazine  are  reported  in  this  paper. 

Case  Reports 

Case  1. — C.  S.,  a sixty-five-year-old  housewife, 
was  first  treated  at  the  Clifton  Springs  Sanitarium 
and  Clinic  in  1951  for  sciatic  neuritis.  She  was 
readmitted  in  July,  1953,  for  agitated  depression 
which  was  treated  with  electric  shock  therapy. 
She  was  again  admitted  from  September  10  to 
October  2,  1954,  for  agitated  depression.  At  that 
time  she  was  also  found  to  have  cholelithiasis. 
She  received  chlorpromazine,  50  mg.  four  times  a 


TABLE  I. — Retorted  Cases  oe  Agranulocytosis  due  to  Chlorproma?ine 


Author 

Age 

Sex 

Dura- 

tion 

of 

Therapy 

(Weeks) 

Dosage 
of  Chlor- 
promazine 
(Mg.  per 
Day) 

Low- 

est 

White 

Blood 

Count 

Neutro- 

phils 

(Per 

Cent) 

Antibiotics 

Steroid 

Result 

Lomas1 

69 

F 

6 

150 

450 

ii 

Penicillin 

Cortisone 

Recovered 

M unch-Peterson2 

71 

F 

7 

200 

800 

14 

Penicillin 

None 

Recovered 

Giacobini  and 
Lassenius* 

57 

F 

6 

300 

900 

22 

Penicillin 

None 

Recovered 

Bolman4 

63 

F 

9 

40  to  320 

400 

0 

Penicillin  and 
streptomycin 

None 

Died 

Tasker5 

38 

F 

0 

75  to  1 50 

900 

10 

Penicillin  and 
oxytetracycline 

None 

Died 

Prokopowycz6 

02 

F 

7 

100  to  150 

1 . 500 

4 

Penicillin  and 
streptomycin 

None 

Died 

Hodges  and  LaZerte7 

•*  67 

F 

3 

50 

4.900 

0 

Oxytetracycline  and 
streptomycin 

None 

Died 

Forman  and  Ide8 

73 

F 

7 

100  to  200 

750 

0 

Penicillin  and 
panmycin 

Cortisonef  and 
corticotropin 

Died 

Goldman9 

60 

F 

7 

150  to  300 

1 . 300 

0 

Penicillin 

Corticotropin 

Recovered 

Goldman9 

30 

F 

0 

150  to  300 

250 

0 

Penicillin 

Corticotropin 

Recovered 

Goldman9 

34 

F 

6 

150  to  300 

120 

1 

Penicillin  and 
tetracycline 

Corticotropin 

Recovered 

Rotstein10 

52 

F 

7 

75  to  150 

350 

0 

Penicillin,  tetra- 
cycline. neomycin, 
streptomycin 

None 

Recovered 

Yules  and  Baker11 

78 

F 

6 

100 

200 

1 

Penicillin 

None 

Recovered 

Present  report 

65 

F 

2 

200 

730 

0 

Penicillin  and 
tetracycline 

Prednisone 

Recovered 

Present  report 

81 

F 

7 

75  to  100 

425 

0 

Penicillin  and 
streptomycin 

None 

Recovered 

* Patient  had  probable  lymphatic  leukemia, 
t Steroid  therapy  interrupted. 
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day,  from  September  10  to  October  2,  1954. 

The  patient  was  readmitted  on  October  31,  1955, 
complaining  of  nervousness  and  shortness  of  breath. 
She  was  cared  for  on  the  psychiatric  service  because 
of  severe  depression.  Physical  examination  re- 
vealed considerable  emaciation  suggestive  of  chronic 
malnutrition  but  was  otherwise  normal.  X-ray 
of  the  chest  showed  some  increased  bronchovascular 
markings  and  hypertrophied  hilar  lymph  nodes. 
Barium  enema  revealed  a sigmoid  diverticulosis 
and  probable  cholelithiasis.  An  electrocardiogram 
showed  occasional  ventricular  extrasystoles  and  a 
vertical  heart.  The  urine  was  normal,  and  blood 
count  at  the  time  of  admission  revealed  hemo- 
globin 14.2  Cm.,  red  cell  count  4,560,000,  white 
cell  count  8,100  with  neutrophils  57  per  cent  and 
lymphocytes  42  per  cent. 

The  patient  received  chlorpromazine  from  No- 
vember 1 to  November  16  at  a dosage  level  of  50 
mg.  four  times  a day.  On  November  16  she  was 
given  0.25  mg.  of  reserpine  (Serpasil,  Ciba)  four 
times  a day,  and  the  chlorpromazine  was  discon- 
tinued. 

On  November  21  the  patient  suddenly  developed 
a temperature  of  105  F.  Examination  revealed 
some  redness  of  the  throat  but  was  not  otherwise 
remarkable.  The  total  white  blood  cell  count  at 
this  time  was  1,100  with  100  per  cent  of  the  cells 
lymphocytes.  The  patient  was  given  penicillin 
and  tetracycline.  A marrow  aspiration  was  per- 
formed which  revealed  no  myeloid  elements  in  the 
bone  marrow.  After  twenty-four  hours  she  was 
given  prednisone,  40  mg.  a day.  The  white  cell 
count  dropped  in  two  days  to  730  cells  per  cu. 
mm.,  of  which  100  per  cent  were  again  lymphocytes. 
Four  days  after  the  initial  development  of  fever  the 
first  neutrophil  was  noted  on  the  smear.  There 
was  a gradual  rise  in  the  white  cell  count  with  im- 
mature myeloid  elements  appearing.  A maximum 
of  53,000  cells  was  reached  ten  days  after  the  onset 
of  the  agranulocytosis.  The  smears  contained 
many  immature  myeloid  elements  throughout  the 
period  of  recovery,  and  they  appeared  indistin- 
guishable from  those  seen  in  myeloid  leukemia. 
The  white  cell  count  had  dropped  to  11,900  in  the 
subsequent  ten  days  and  has  remained  essentially 
normal  since,  with  occasional  immature  myeloid 
elements  still  present  after  three  weeks.  The 
patient  had  very  little  anemia  throughout  this 
period,  the  lowest  figure  being  10.9  Gm.  of  hemo- 
globin. Antibiotic  therapy  was  continued  for 
two  weeks;  tetracycline  was  discontinued  after 
seven  days  and  was  replaced  by  erythromycin. 
Penicillin  was  discontinued  after  about  one  week. 
The  dose  of  prednisone  was  gradually  reduced  from 
40  mg.  per  day  over  a period  of  ten  days.  This  pa- 
tient made  an  excellent  recovery  from  the  hema- 
tologic point  of  view  but  remains  nervous  and  agi- 
tated. She  has  subsequently  been  given  Serpasil, 
and  there  has  been  no  appreciable  drop  in  the  white 
count  after  use  of  this  medication. 

Case  2. — T.  H.,  an  eighty-one-year-old,  white, 
widowed  female,  was  admitted  to  the  Rochester 
Municipal  Hospital  for  the  first  time  on  July  8, 


1955,  because  of  fever  and  semicoma.  The  history 
was  one  of  increasing  debility  and  weakness  for 
two  years  with  gradual  loss  of  recent  memory  for 
about  one  year.  There  was  increasing  disorienta- 
tion and  confusion  for  three  to  four  months  before 
admission.  The  family  physician  had  initiated 
therapy  with  chlorpromazine,  four  tablets  a day, 
on  May  14,  1955,  and,  because  of  a systolic  blood 
pressure  over  200,  had  added  Serpasil  0.25  mg.  per 
day  and  decreased  the  chlorpromazine  to  three 
tablets  per  day  on  June  11,  1955. 

She  became  increasingly  drowsy  and  anorexic  on 
this  therapy.  Because  of  a severe  sore  throat  she 
was  seen  at  home  by  another  physician  on  July 
5 and  was  noted  to  be  febrile  and  delirious.  She 
was  treated  with  tetracycline  and  Dexedrine; 
the  chlorpromazine  and  Serpasil  were  discontinued. 
She  was  referred  to  the  hospital  two  days  later. 

Physical  examination  on  admission  showed  an 
elderly,  semicomatose,  acutely  ill  female,  with 
temperature  102.6  F.,  blood  pressure  130/80,  and 
pulse  102  and  regular.  Main  findings  were  of 
severe  inflammation  and  ulceration  of  the  anterior 
fauces,  posterior  palate,  and  uvula.  There  were 
occasional  crepitant  rales  at  both  lung  bases  pos- 
teriorly. The  examination  was  otherwise  unremark- 
able. 

Laboratory  studies  on  admission  showed  hemo- 
globin 12.5  Gm.,  hematocrit  37  per  cent,  corrected 
sedimentation  rate  35  mm.  per  hour,  and  white 
blood  cell  count  700  per  cu.  mm.  with  only  lympho- 
cytes seen  on  the  smear.  Urine  showed  1 plus 
albumin  and  occasional  granular  casts.  An  elec- 
trocardiogram showed  no  diagnostic  findings,  and 
blood  chemistry  determinations  were  all  within 
normal  limits.  A chest  film  taken  on  admission 
showed  increased  lung  markings  at  the  right  base. 
Throat  culture  grew  out  only  Staphylococcus  albus 
and  Streptococcus  viridans.  A sternal  bone  mar- 
row aspiration  on  July  11,  1955,  showed  only  rare 
myeloblasts  and  young  neutrophils  along  with 
definite  erythroid  hypoplasia. 

The  patient  was  treated  with  parenteral  hydra- 
tion, penicillin,  and  streptomycin.  The  fever 
gradually  disappeared,  and  she  remained  afebrile 
after  the  eighth  hospital  day.  The  white  cell 
count  reached  a low  of  425  on  her  third  hospital 
day,  then  showed  a gradual  rise,  reaching  a maxi- 
mum of  25,500  on  the  eighteenth  day,  and  return- 
ing to  normal  by  the  thirty-second  day.  Immature 
neutrophilic  cells  were  first  noted  on  the  ninth  day. 
With  recovery  the  hematocrit  gradually  rose  to 
44  per  cent.  Bone  marrow  aspiration  repeated  on 
June  19  showed  a hyperplastic  marrow  with  both 
erythroid  and  myeloid  hyperplasia  and  with  a 
preponderance  of  intermediary  myeloid  forms. 

The  patient’s  physical  recovery  was  uneventful, 
and  antibiotics  were  discontinued  on  the  twentieth 
hospital  day.  However,  she  remained  confused, 
expressed  paranoid  ideas,  and  was  a difficult  man- 
agement problem.  She  was  considered  demented, 
presumably  due  to  cerebral  arteriosclerosis,  and 
was  discharged  to  Rochester  State  Hospital  on 
August  18,  1955. 
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After  the  leukocyte  count  had  stabilized,  she  was 
given  small  doses  of  chlorpromazine,  10  mg.  on  one 
day  and  20  mg.  three  days  later.  No  significant 
change  in  the  leukocyte  count  could  be  demon- 
strated. 

Comment 

Case  1 is  remarkable  because  the  medication 
had  been  given  for  only  two  weeks  and  had  been 
stopped  for  five  days  before  agranulocytosis  de- 
veloped. In  most  reported  cases  chlorpromazine 
had  been  administered  for  at  least  six  weeks  in 
doses  of  150  mg.  or  more  each  day.  In  this  case 
chlorpromazine  had  been  previously  administered, 
and  this  may  explain  the  earlier  appearance  of 
agranulocytosis. 

The  subject  of  hemotoxic  reactions  to  drugs  was 
recently  reviewed  by  Dameshek.16  Delay  and  his 
associates17  have  demonstrated  a rapid,  transient 
leukopenia  following  injection  of  chlorpromazine 
into  patients,  and  other  cases  of  less  severe  leuko- 
penia have  also  been  reported.1819  Hypoplastic 
anemia  has  at  times  accompanied  the  agranulocyto- 
sis.16 In  the  cases  described  in  this  report,  there 
was  nearly  complete  disappearance  of  the  poly- 
morphonuclear leukocytes  from  the  peripheral 
blood.  In  Case  2 and  in  the  case  reported  by 
Yules  et  al.u  small  doses  of  chlorpromazine,  10  to 
20  mg.  per  day,  were  subsequently  administered 
without  recurrence  of  agranulocytosis  or  leuko- 
penia.20 While  Serpasil  was  also  used  in  these 
patients,  the  dosages  and  time  intervals  involved 
tend  to  implicate  chlorpromazine  as  the  agent 
responsible  for  the  agranulocytosis.  All  reported 
cases  so  far  have  been  in  women,  but  the  number  of 
cases  is  too  small  for  this  to  be  significant  since  it  is 
probable  that  more  women  than  men  have  received 
this  medication. 

Seventeen  deaths  have  been  reported  from 
agranulocytosis  after  the  administration  of  chlor- 
promazine. Early  and  intensive  therapy  with 
antibiotics  appears  essential  for  recovery.  The 
severe  angina  of  agranulocytosis  can  probably  be 
prevented  by  immediate  administration  of  anti- 
biotics. Penicillin  has  been  most  extensively  used 
and  has  also  been  used  in  combination  with  other 
antibiotics.  Experience  to  date  suggests  that  the 


addition  of  cortisone,  corticotropin,  or  prednisone 
to  the  therapeutic  program  may  be  beneficial, 
but  no  conclusions  can  be  drawn  until  additional 
experiences  are  reported. 

It  is  recommended  that  patients  receiving  chlor- 
promazine be  under  close  observation  and  have 
periodic  blood  counts.  Patients  should  be  warned 
to  seek  immediate  medical  attention  if  fever  or  sore 
throat  develops. 

Addendum 

Case  2 again  received  chlorpromazine,  200  mg. 
a day  for  eleven  days,  at  another  hospital  five 
months  after  recovery,  and  no  ill  effects  were 
noted.  Chlorpromazine  was  administered  for  a 
third  time  after  another  interval  of  five  months. 
After  thirteen  days  on  a daily  dose  of  100  mg.  she 
developed  fever,  drowsiness,  and  inflammation  of 
the  throat.  The  leukocyte  count  dropped  to  1,200 
with  complete  absence  of  myeloid  elements.  Peni- 
cillin, streptomycin,  and  Terramycin  were  adminis- 
tered, and  full  recovery  ensued  after  nine  days  of 
agranulocytosis. 
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Women  have,  commonly,  a very  -positive  moral  sense;  that  which  they  will,  is  right;  that 
which  they  reject,  is  wrong;  and  their  will,  in  most  cases,  ends  hy  settling  the  moral.  Henry 
Brooks  Adams 
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Therapeutic  Paradox  in  Cardiovascular  Syphilis 


HERBERT  BERGER,  M.D.,  F.A.C.P.,  STATEN  ISLAND,  NEW  YORK 
( From  the  Berger  Clinic  and  Richmond  Memorial  Hospital) 


^P'herapeutic  paradox  in  cardiovascular  syphilis, 
i.e.,  the  replacement  of  the  luetic  myocardium 
with  scar  tissue  after  treatment,  with  coincident 
worsening  of  the  cardiac  status,  has  been  known  for 
some  time.  It  was  the  occurrence  of  this  phe- 
nomenon or  the  more  frequent  and  dramatic  Jarisch- 
Herxheimer  reaction  that  earned  for  the  arsphen- 
amines  an  unenviable  record  in  the  treatment  of 
this  variety  of  syphilis.  This  danger  was  obviated 
by  the  use  of  bismuth  preparations  in  low  dosage. 

Since  the  advent  of  penicillin  therapy  for  syphilis, 
the  heavy  metals  have  been  relegated  almost  to 
oblivion.  Yet  there  have  been  those  who  felt  that 
in  cardiac  syphilis  there  lurked  potential  tragedy 
with  the  new  antibiotics.1-10  However,  the  weight 
of  authority  seems  to  have  been  in  favor  of  full 
dosage  of  penicillin  therapy  without  antecedent 
bismuth.11-17 

Wile’s  original  description  of  therapeutic  paradox, 
despite  the  denial  of  its  very  existence  by  authorities 
of  the  stature  of  Moore,13  sounds  very  logical  and 
impressive:  “In  late  syphilis  rapid  healing  is  tanta- 
mount, in  many  cases,  to  a high  degree  of  fibrosis 
and  replacement  of  organ  parenchyma  which  may 
have  the  most  serious  effects.  Treatment  directed 
to  a diseased  organ  in  which  the  inevitable  and 
ultimate  result  both  of  the  disease  and  the  treat- 
ment is  scar  should  be  of  the  type  which  leads  to  a 
slow  rather  than  a rapid  process  of  healing.”7 

Apparently,  slow  healing  cannot  be  achieved  with 
even  small  dosage  of  penicillin  (by  present 
standards),  since  a Jarisch-Herxheimer  reaction 
has  occurred  in  a patient  treated  with  only  1,000 
units  of  this  material.2 

Therapeutic  paradox  may  escape  the  attention  of 
the  investigator  who  compiles  a series  of  patients 
treated  with  one  or  another  modality,  because  the 
complication  appears  rather  innocuously  two  or 
three  months  after  the  termination  of  treatment. 
The  patient  has  left  the  hospital  or  treatment  center 
as  cured.  He  is  known  to  have  cardiovascular 
disability.  He  goes  into  failure  or  has  an  exacerba- 
tion of  angina  or  other  symptoms  which  may  be 
attributed  to  the  natural  course  of  his  disease. 
And  well  it  may  be,  since  the  diagnosis  is  a clinical 
one  not  lending  itself  to  pathologic  proof.  Yet 
in  series  after  series  there  appears  this  monotonous 
sequence  of  events:  rapid  penicillin  treatment,  an 
interval  of  seven  to  twelve  weeks,  then  finally 
intractable  and  often  fatal  cardiac  failure.  In  one 
series  of  53  cases6  after  penicillin  therapy,  “there 


was  no  evidence  of  therapeutic  paradox,”  yet  the 
charts  indicate  that  five  died  of  cardiac  failure  two 
months  after  treatment.  Ten  per  cent  mortality 
rate  cannot  be  lightly  ignored.  Some  patients  in 
the  study  could  not  be  followed,  so  the  actual  rate 
may  be  even  higher. 

In  another  series  of  21  patients,16  nine  had  no  fol- 
low up,  and  there  is  a report  that  one  had  so  much 
increase  in  precordial  pain  that  he  could  not  come  to 
the  hospital  for  study.  These  authors  conclude, 
however,  that  there  is  “no  evidence  of  adverse  effect 
in  the  form  of  . . . therapeutic  paradox.”  The 
“Queries  and  Minor  Notes”  editors  of  the  J.A.M.A. 
are  also  somewhat  inconsistent  on  this  subject. 
In  one  instance  in  194710  this  statement  appears: 
“The  use  of  a rapid  spirocidal  drug  such  as  penicillin, 
neoarsphenamine  or  oxophenarsine  will  cause 
sufficient  cardiac  damage  from  therapeutic  shock 
or  paradox  to  result  in  cardiac  decompensation  or 
death.”  However,  in  1949  the  same  source12 
states,  “Paradox  or  Jarisch-Herxheimer  reactions 
are  very  rare,  and  penicillin  alone  is  the  treatment 
of  choice  in  cardiac  vascular  syphilis.” 

The  following  is  a case  report  of  a patient  who 
survived  a seizure  of  almost  intractable  heart 
failure  after  penicillin  therapy. 

Case  Report 

The  patient  was  a white  male,  sixty-three  years 
old,  who  first  appeared  at  the  clinic  on  October  7, 
1954,  complaining  of  precordial  pain  on  exposure  to 
cold.  His  history  included  chronic  cough  since  child- 
hood with  expectoration  of  mucous  material  which 
was  never  foul.  He  denied  a penile  lesion.  Blood 
pressure  was  150/90.  His  heart  was  large  on  fluor- 
oscopy (left  ventricle  3 plus),  and  while  there  was 
no  cardiac  aneurysm,  there  seemed  to  be  several 
nonpulsating  areas  in  the  large  left  ventricle.  Elec- 
trocardiogram was  ordered,  but  the  patient  failed 
to  keep  his  appointment  for  several  months. 

When  he  returned  in  February,  1955,  he  again 
complained  of  precordial  pain  on  exertion.  An 
electrocardiogram  showed  left  ventricular  strain 
pattern  with  depressed  ST  and  diaphasic  T.  There 
was  depressed  ST  in  aVL,  V4,  V6,  and  V6  with  in- 
verted T in  Vs.  The  Master  two-step  test  was  nega- 
tive. He  was  placed  on  nitrite  therapy,  and  he  re- 
turned sporadically  during  the  rest  of  the  year.  His 
blood  pressure  remained  unchanged.  There  was 
no  murmur. 

On  September  16,  1955,  he  reappeared  for  a pre- 
marital Wassermann  test.  To  everyone’s  surprise 
and  our  own  chagrin  for  not  having  investigated  it 
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earlier,  his  Kolmer  was  4 plus,  and  VDRL  was  posi- 
tive in  1:64  dilution.  In  the  face  of  this  evidence 
he  admitted  a penile  lesion  thirteen  years  previously 
which  appeared  a month  after  sexual  exposure.  He 
had  been  treated  by  a physician  with  local  inunc- 
tions. No  darkfield  examination  was  done,  nor  had 
blood  tests  been  taken  until  the  present  time. 

The  cardiac  status  was  reviewed,  but  a diagnosis 
of  aortic  insufficiency  could  not  be  entertained  de- 
spite the  large  heart  shadow  (all  left  ventricle)  since 
there  was  no  murmur  and  the  diastolic  blood  pres- 
sure continued  high.  This  may  have  been  luetic 
myocarditis,  but  arteriosclerosis  with  anginal  syn- 
drome could  not  be  ruled  out  in  a man  of  sixty-three. 

The  Consultation  Service  of  the  New  York  City 
Department  of  Health  was  interrogated  about  proper 
treatment.  They  replied  on  October  1,  1955,  with 
a “Revised  Treatment  Schedule  for  Syphilis,”  dated 
August  23,  1955,  which  advised,  “Late  latent,  cardio- 
vascular gummatous  and  osseous — PAM  (penicillin 
G in  oil  with  2 per  cent  aluminum  monostearate) 
five  intramuscular  injections  of  1,200,000  units  each 
at  two  to  four-day  intervals.  Total  dose  6,000,000 
units.”  These  instructions  were  carried  out  between 
October  3 and  19.  Serology  was  restudied  on  Octo- 
ber 28.  Kolmer  was  4 plus,  and  VDRL  was  weakly 
positive  in  undiluted  solution. 

On  November  18,  1955,  seven  weeks  after  the  be- 
ginning of  penicillin  therapy,  he  was  seized  with  an 
acute  attack  of  pulmonary  edema.  He  was  hurried 
to  the  hospital  where  heroic  measures  were  necessary 
to  insure  his  survival.  Despite  intravenous  atropine, 
positive  pressure  oxygen,  full  rapid  digitalization, 
mercurial  diuretics,  tourniquets,  salt  restriction, 
and  the  maintenance  of  electrolyte  balance,  six  days 
of  therapy  were  necessary  to  effect  any  improvement 
in  his  precarious  condition.  This  seemed  particu- 
larly unusual  since  he  had  not  had  any  severe  strain 
to  initiate  the  attack,  nor  would  one  expect  so  severe 
a seizure  on  his  first  experience  with  acute  left 
ventricular  failure. 

Chest  x-ray,  taken  when  his  condition  finally 
permitted,  showed  a large  aortic  type  heart  with 
areas  of  pulmonary  edema  still  present.  The  elec- 
trocardiogram demonstrated  no  recent  occlusion 
to  account  for  his  devastating  experience.  Was  this 
therapeutic  paradox?  One  is  led  to  the  conclusion 
that  this  is  a very  real  probability. 

Comment 

When  Dr.  John  Mahoney,17  the  father  of  penicillin 
therapy  in  syphilis,  was  apprised  of  this  situation,  he 
declared  that  he  had  never  observed  paradox  in  his 
extensive  experience,  nor  had  it  been  reported  in 
the  Department  of  Health  statistics  of  the  City  of 
New  York. 

It  is  difficult  to  arrive  at  any  conclusion  other 
than  that  this  was  an  instance  of  therapeutic 
paradox.  The  only  pre-existing  cause  for  cardiac 
disease  was  chronic  bronchitis  and  emphysema 
which  might  have  caused  right  ventricular  failure. 


But  there  was  no  subcutaneous  edema  and  no 
hepatomegaly.  Bernheim’s  syndrome  was  unlikely 
since  he  had  no  evidence  of  right  ventricular  hyper- 
trophy on  fluoroscopy;  there  was  only  left  ventricu- 
lar enlargement.  His  preceding  precordial  pain 
might  be  accounted  for  by  disproportion  between 
myocardial  size  and  the  caliber  of  the  coronary 
arterial  tree  secondary  to  luetic  myocarditis.  It 
might  also  have  been  due  to  coronary  ostial  disease 
with  luetic  aortitis,  old  hypertensive  disease,  or 
arteriosclerotic  cardiovascular  disease.  The  latter 
diagnoses  seem  unlikely  in  view  of  the  absence  of 
hypertension  clinically  for  a year  prior  to  his  attack 
and  the  presence  of  normal  ocular  fundi.  The  SF 
10  to  20  lipoproteins  of  his  serum  were  not  in  the 
arteriosclerotic  range  so  that  the  latter  variety  of 
heart  disease  probably  was  not  present.  It  would 
seem  that  this  unfortunate  series  of  events  might 
well  be  related  to  his  antiluetic  therapy.  The  time 
interval  of  seven  weeks  is  almost  classic  for  the 
development  of  paradox. 

Since  his  discharge  from  the  hospital,  he  has 
married  and  is  leading  a normal,  vigorous  life,  hav- 
ing returned  to  his  previous  work  as  a shoemaker. 
His  electrocardiograms  are  unchanged.  He  has 
no  symptoms  now  despite  a heightened  degree  of 
activity.  His  serology  naturally  is  still  positive. 

In  view  of  the  confusion  on  this  subject,  it  would 
seem  advisable,  until  the  last  word  is  learned,  to 
treat  cardiovascular  patients  with  bismuth  early 
and  penicillin  later.  Like  Caesar’s  wife  our  thera- 
peutic efforts  must  be  above  reproach. 

7440  Amboy  Road 
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At  least  10  per  cent  of  the  population  of  this 
country,  or  16,500,000  persons,  suffer  from 
some  form  of  allergy  in  need  of  treatment.  Of 
the  chronic  diseases  in  this  country  allergy  ranks 
third  in  prevalence  with  heart  disease  and  mental 
illness  taking  the  first  two  positions.  There  are 
50,500,000  children  up  to  fifteen  years  of  age, 
5,000,000  of  whom  have  allergy  and  at  least 
2,500,000  of  whom  have  asthma  and  hay  fever. 
Thus,  allergy  is  a common  American  ailment,  and 
it  is  the  practitioner’s  responsibility  to  diagnose 
it  early  and  to  treat  it  intelligently. 

Diagnostic  Sensitization  Tests  and  the 
History 

With  the  introduction  of  the  allergy  tests 
about  forty  years  ago  as  a means  of  determining 
etiologic  factors  of  certain  entities  now  recog- 
nized as  allergic  disease,  the  clinical  approach  to 
the  study  and  treatment  of  these  diseases  was 
placed  on  a rational  basis.  After  the  completion 
of  a thorough  history  and  physical  examination, 
a clinical  diagnosis  is  made,  and  the  physician 
then  proceeds  to  search  for  the  cause  (etiologic 
diagnosis) . 


The  first  and  one  of  the  most  important  steps  in 
determining  the  causal  factors  of  allergy  is  the 
history  of  the  patient’s  ailment.  Thus,  the  form 
of  therapy  to  be  instituted  may  be  indicated  by 
the  history,  which  also  may  show  whether  a 
positive  skin  reaction  to  an  allergen  plays  a role. 
The  history  may  show  that  a patient  is  sensitive 
to  a given  substance  despite  the  fact  that  the 
skin  test  reaction  is  negative.1  Family  history 
aids  in  deciding  the  presence  of  an  allergic 
constitution. 

Testing  with  allergens  can  be  done  at  any  age. 
With  regard  to  the  safety  of  the  patient,  a 
positive  reaction,  especially  with  the  intra- 
dermal  technic,  may  cause  immediate  and 
alarming  symptoms  of  shock,  such  as  asthma, 
urticaria,  angioedema,  intestinal  colic,  vasomotor 
collapse,  and  even  death.  For  the  pediatrician 
and  general  practitioner,  who  should  use  only  one 
method  of  testing,  the  method  of  choice  is  the 
scratch  test.  A person  with  a negative  skin 
reaction  with  active  clinical  symptoms  from  the 
corresponding  allergen  is  called  a “negative 
reactor.”  Nonreactors  who  have  been  treated 
with  pollen  or  other  inhalant  extracts,  with  the 
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average  dose  at  the  upper  limit  usually  used  for 
the  positive  skin  reacting  patients,  may  fail  to  be 
relieved  of  their  symptoms.  Large  doses  of 
specific  allergenic  extracts  are  needed  for  effec- 
tive treatment  of  the  skin-refractory  cases. 

Sensitizations  are  usually  multiple  and  are 
more  frequently  encountered  in  children  than  in 
adults.  Food  sensitization  with  test  allergens  is 
discovered  more  readily  in  children  than  in 
adults.  Often  the  offending  food  has  to  be 
determined  by  test  diet  when  the  skin  test  is 
negative. 

The  size  or  intensity  of  a positive  reaction  to  an 
allergen  does  not  determine  its  importance  in  the 
etiology,  nor  does  it  indicate  the  degree  of 
general  (systemic)  sensitivity  present. 

Treatment 

The  ideal  treatment  is  the  separation  of  the 
patient  from  the  offending  substance.  From  a 
practical  standpoint  this  is  not  always  possible. 
The  simplest  procedure  is  to  desensitize  (hypo- 
sensitize)  the  patient  so  that  his  tolerance  to  the 
inhalant  allergens  is  increased.  The  principles  of 
bacterial  immunity  apply  to  the  desensitization  of 
persons  against  hay  fever,  asthma,  and  other 
allergies  due  to  nonliving  substances,  but  there  is 
not  the  rapid  and  dramatically  effective  pro- 
phylactic response  observed  with  bacterial  vac- 
cines, such  as  diphtheria,  tetanus,  and  others. 

Food  sensitivity  in  children  is  a relatively 
simple  problem.  The  offending  food  is  removed 
from  the  diet  for  a period  of  at  least  one  to  two 
years.  This  sensitivity  tends  to  disappear 
spontaneously,  and  for  this  reason  desensitiza- 
tion treatment  is  not  employed. 

Specific  desensitization  treatment  with  ex- 
tracts of  causal  allergens  is  effective  in  a majority 
of  children.  Often  additional  therapeutic  agents, 
termed  nonspecific,  are  employed,  especially  in  the 
treatment  of  asthma.  It  should  be  borne  in 
mind  that  nonspecific  therapy  (injections  of 
mixed  stock  bacterial  vaccines,  milk,  blood,  or 
snake  venom)  at  best  is  merely  a palliative 
measure  that  offers  a temporary  relief  from 
symptoms  for  varying  periods  of  time.  Many 
types  of  nonspecific  treatment  employed  for 
adults,  particularly  those  inducing  fever  and 
shock,  cannot  be  safely  applied  to  children.2 

The  removal  of  tonsils  and  adenoids  does  not 
relieve  asthma  except  in  a few  instances,  and  then 
the  relief  is  only  temporary.  The  indications  for 
adenotonsillectomy  are  the  same  for  allergic  and 


nonallergic  children.  It  is  wise,  however,  to 
warn  the  parents  that  the  operation  will  not 
relieve  the  asthmatic  condition  and  may  even 
aggravate  it  for  a time.3  Elective  operations 
should  not  be  performed  during  the  pollen 
seasons. 

The  injection  of  allergenic  extracts  during  the 
poliomyelitis  season  is  not  contraindicated.4 

The  antihistaminic  drugs  are  being  used  widely 
for  the  relief  of  hay  fever,  perennial  allergic 
rhinitis,  certain  types  of  urticaria,  and  angi- 
oedema.  Unfortunately  these  drugs  continue  to 
be  commonly  used  for  asthma  in  older  children 
despite  their  ineffectiveness.  However,  in  my 
experience  antihistamines  in  adequate  doses  are 
indicated  for  asthma  in  infants  without  respira- 
tory infection.  It  is  now  realized  that  these 
drugs  have  their  limitations  in  hay  fever  and, 
moreover,  do  not  possess  the  power  to  desensitize 
the  patient  against  the  offending  pollen.  In  the 
absence  of  pollen  desensitization  antihista- 
minic drugs  are  not  without  risk  for  they  may 
predispose  to  asthma. 

The  steroid  hormones  do  not  cure  allergy,  nor 
do  they  have  any  influence  on  the  immune 
mechanism.  However,  at  times  they  may  be  life- 
saving and  as  adjunctive  agents  have  a definite 
place  in  the  management  of  the  allergies,  provided 
their  limitations  and  harmful  effects  are  clearly 
understood  and  respected.  The  routine  use  of 
steroids  for  the  common  allergies,  to  the  ex- 
clusion of  determining  the  causal  allergens  and 
specific  desensitization,  is  to  be  condemned. 

The  role  of  the  common  specific  allergic 
syndromes  may  now  be  evaluated. 

Bronchial  Asthma 

Asthma  is  the  most  common  major  allergy  of 
childhood.  Asthma  may  be  broadly  defined  as  a 
recurring  paroxysmal  dyspnea,  more  marked  in 
expiration  associated  with  wheezing.  When  an 
attack  of  asthma  persists  for  more  than  forty- 
eight  hours,  in  spite  of  repeated  injections  of 
epinephrine  hydrochloride  as  well  as  other  drugs, 
the  attack  is  referred  to  as  “status  asthmaticus.” 
When  asthma  is  protracted  and  remains  severe 
over  a long  period  of  time  despite  appropriate 
modern  treatment,  it  is  referred  to  as  “intract- 
able.” 

The  younger  the  patient  and  the  sooner 
specific  allergic  treatment  is  begun,  the  better  are 
the  prospects  for  controlling  the  asthmatic 
condition  and  enabling  the  asthmatic  child  to 
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to  lead  a normal,  useful,  and  happy  life.  Parents 
ot  should  never  neglect  treatment,  no  matter  how 
» lengthy.  Yet  too  many  physicians  continue  to 
is  advise  parents  against  allergy  investigation  and 
s treatment  because  the  child  will  “outgrow  the 
asthma.”  As  a result  many  children  are  con- 
« signed  to  the  fate  of  merely  waiting  to  outgrow 
their  affliction.  Replacing  early  appropriate 
treatment  with  that  of  “waiting  and  hoping” 

I leads  to  the  danger  of  serious  chronic  compli- 
cations and  considerably  diminishes  the  chances 
of  ultimate  relief.  There  are  no  statistical  data 
i ! available  in  the  literature  or  elsewhere  indicating 
that  children  “outgrow”  their  asthma.  Often 
the  apparent  “outgrowing”  of  asthma  is  fictitious. 
The  accidental  removal  of  an  allergen  or  changed 
environment  is  often  found  responsible  for  the 
relief  of  symptoms.  Re-exposure  to  an  allergen 
or  acquisition  of  another  inhalant  sensitiveness 
during  adult  life  frequently  causes  a recurrence 
of  the  asthma.  About  80  per  cent  of  the  children 
respond  favorably  to  allergy  treatment. 

Psychogenic  Factors. — Emotional  disturb- 
ances may  plajr  an  important  and  distressing 
role  in  allergic  disease,  especially  asthma.  I 
have  yet  to  experience  a single  case  of  asthma 
caused  primarily  by  a psychophysiologic  dis- 
order. Asthma  has  not  been  experimentally 
induced  in  any  person  so  afflicted.  The  role  of 
psychophysiologic  disturbance  in  chronic  disease 
is  easily  understood.  Children  with  chronic 

(asthma  who  fail  to  respond  to  appropriate 
modern  treatment  in  their  own  community 
must  be  treated  sympathetically.  About  10 
per  cent  of  all  asthmatic  children  comprise 
this  group.6  They  account  for  the  highest 
incidence  of  deformity  of  the  chest,  chronic 
bronchitis,  emphysema,  retarded  growth,  and 
undernourishment,  among  other  physical  com- 
plications. These  children  are  the  intractable 
asthmatics,  “pulmonary  cripples.”  We  have 
learned  that  this  type  of  child  often  holds  on  to 
his  crippling  illness  for  reasons  related  largely  to 
his  human  rather  than  his  physical  environ- 
ment. These  children  manifest  various  person- 
ality disorders.  Thus,  the  destructive  effects  of 
intractable  asthma  include  the  social  and  psycho- 
logic deterioration  not  only  of  the  child  but  also  of 
his  family,  his  human  environment. 

Experience  has  amply  demonstrated  that 
successful  alleviation  of  the  child’s  emotional 
disturbance  is  invariably  doomed  to  failure  while 
he  resides  in  his  own  home,  even  when  psychi- 
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atric  treatment  is  available  for  both  child  and 
parents.  A child  struggling  continually  for  air  is 
cyanotic  and  fatigued  and  is  hardly  a subject 
whose  interest  or  attention  could  be  diverted  from 
himself.  Even  gentle  psychologic  treatment  of 
such  a gravely  sick  child  may  intensify  the 
asthma.  The  humane  and  most  dependable 
therapeutic  measure  to  break  effectively  the 
vicious  circle  of  physical  and  emotional  suffering 
in  a child  with  intractable  asthma  is  “parentec- 
tomy,”*  removal  of  the  child  from  his  human 
environment  to  a new  home  where  a warm 
emotional  climate  is  provided  by  sympathetic 
mother  and  father  figures.6’7  Here  relief  from 
asthma,  sometimes  occurring  dramatically  within 
a few  hours  or  days,  gives  the  child  courage  to 
take  a new  lease  on  life.  Here  his  personality 
emerges  and  develops  slowly  into  mature  ways. 
There  are  only  a few  institutions  in  this  country 
where  this  type  of  child  may  receive  medical, 
psychologic,  sociologic,  educational,  and  domi- 
ciliary care. 

It  is  difficult  to  isolate  the  specific  benefit 
produced  by  a change  from  the  environment  of 
the  home  to  the  environment  of  an  institution 
specializing  in  the  care  of  intractable  asthmatic 
children  The  allergist  undoubtedly  might  think 
of  changes  in  the  nature  of  exposure  to  allergens, 
the  sociologist  would  consider  changes  in  the 
social  environment,  and  the  psychologist  would 
stress  the  effect  of  separation  from  the  parent. 
There  is  no  doubt  that  certain  parents  can  be 
threatening  to  their  children.  In  certain  in- 
stances separation  from  the  parents  may  be  a 
very  realistic  technic  because  it  removes  threat- 
ening factors  from  the  psychologic  life  of  the 
child.  Abramson8  points  out  that  many  parents 
do  not  reject  their  children  but  threaten  them  by 
an  engulfing  type  of  domination.  It  might  be 
well  to  re-emphasize  that  parentectomy  by  no 
means  implies  that  psychologic  factors  are  a 
primary  process  in  the  causation  of  immuno- 
logically  allergic  disease  in  childhood.  Paren- 

* Editor’s  Note. — The  author’s  discussion  of  ‘‘parentec- 
tomy” does  not  reflect  the  opinion  of  the  editors.  To  us 
parental  separation  as  a change  in  the  human  environment 
is  unrealistic  and  tantamount  psychologically  to  parental 
rejection.  It  is  very  possible  that  the  benefits  gained  are  those 
due  to  change  from  home  environmental  allergens,  separation 
from  bacterial  contacts  (carriers),  and  diet  and  climatic 
changes.  Acceptance  of  the  desirability  of  '‘parentectomy” 
would  imply  acceptance  of  psychologic  factors  as  the  major 
cause  in  the  etiology  of  allergic  disease  in  childhood.  We  be- 
lieve that  psychologic  factors  can  be  important  but  not 
necessarily  exclusive.  Separation  from  parents  may  be 
helpful  at  times  but  this  should  be  temporary  pending 
psychologic  adjustment  on  the  part  of  both  parents  and  child. 
We  dislike  the  term  “parentectomy”  because  it  implies  com- 
plete and  permanent  severance — a sort  of  human  surgery. 
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tectomy  for  the  intractable  asthmatic  child, 
however,  does  remove  many  threatening  psycho- 
logic vectors  which  have  become  more  important 
than  the  immunologic  vectors.  All  of  our 
studies  at  the  institutional  level  since  1940 
support  this  view. 

Follow-up  studies*  on  150  children  who  have 
returned  to  their  own  homes  after  an  average 
absence  of  two  years  revealed  that  90  per  cent 
remained  well  while  away  from  home.  One  or 
more  years  after  they  returned  to  their  own 
homes  80  per  cent  continued  to  be  free  from 
asthma  or  to  have  only  an  occasional  spell  of 
wheezing.9  We  have  learned  that  parentectomy 
for  the  intractable  asthmatic  child  can  be 
successfully  performed  and  is  now  acceptable  as  a 
rational  procedure  for  the  rehabilitation  of  the 
total  child.  We  continue  to  learn  more  and 
more  about  this  type  of  child,  but  we  have  not 
yet  uncovered  the  basic  mechanism  responsible 
for  his  recovery. 

Hay  Fever 

The  incidence  of  pollen  allergy  in  the  United 
States  and  Canada  is  higher  than  it  is  in  other 
countries,  largely  because  we  have  three  distinct 
pollen  seasons  with  the  fall  pollen,  particularly 
of  the  ragweed  type,  possessing  an  index  of 
sensitization  higher  than  the  pollens  of  trees 
(spring)  or  grasses  (summer).  Moreover,  the 
more  toxic  pollens  of  the  fall  season  are  almost 
exclusively  limited  to  the  North  American 
continent. 

The  role  of  the  psychologic  factor  in  un- 
complicated pollen  allergy  in  children  is  minor, 
probably  because  the  degree  and  duration  of 
suffering  is  considerably  less  than  in  children 
suffering  from  chronic  asthma  or  allergic  derma- 
toses of  long  duration,  In  all  likelihood  asthma 
occurs  as  a complication  in  from  40  to  60  per 
cent  of  the  pollen-sensitive  children. 

In  uncomplicated  cases  avoidance  of  exposure 
to  pollen  is  the  ideal  method  of  treatment,  but 
this  is  impossible  for  the  majority  of  sufferers. 
Hence,  the  injection  of  specific  pollen  antigens 
for  purposes  of  desensitization  assumes  vast 
importance  and  continues  to  remain  the  treat- 
ment of  choice.  Pollen  treatment  should  be 
repeated  every  year  in  order  to  maintain  pro- 
tection. In  some  children  specific  desensitiza- 
tion treatment  may  be  inadequate  if  one  fails  to 
recognize  the  presence  of  sensitizations  other  than 

* Dr.  Samuel  Grosberg  and  Dr.  Howard  G.  Rapaport 
assisted  in  the  follow-up  studies. 


pollen.  Frequently  these  nonpollen  substances 
are  tolerated  through  the  year  except  at  pollen 
time  when  they  intensify  hay  fever  and  asthma 
symptoms. 

It  is  estimated  that  with  careful  treatment 
from  70  to  85  per  cent  of  the  cases  are  markedly 
or  entirely  relieved  of  symptoms.  It  is  desirable 
that  the  patient  should  have  at  least  two  seasons 
of  complete  freedom  from  symptoms  while  he  is 
being  treated  before  treatment  is  discontinued. 
The  percentage  of  cases  remaining  permanently 
free  from  symptoms  has  not  been  satisfactorily 
determined  at  this  time. 

Perennial  Allergic  Rhinitis. — This  is  one 
of  the  most  common  complications  of  allergy  in 
childhood.  It  is  commonly  associated  with  re- 
current upper  respiratory  infections,  and  it 
frequently  precedes  the  onset  of  bronchial 
asthma,  with  which  it  is  almost  always  associated. 
The  causal  allergens  of  allergic  rhinitis  are  the 
same  as  those  involved  in  bronchial  asthma,  and 
positive  response  to  treatment  may  be  difficult  to 
obtain.  Polypoid  degeneration  of  the  turbinates 
is  not  uncommon,  while  large  obstructive  polyps 
are  relatively  rare.  Most  instances  of  “sinus 
disease”  in  these  children  are  essentially  allergic 
in  character. 

Allergic  Dermatoses  and  Other  Allergies 

Eczema. — The  most  important  skin  disease  of 
infancy  and  childhood  is  allergic  eczema  and  its 
chronic  counterpart,  neurodermatitis  or  chronic 
eczematous  dermatitis.10-14  As  the  child  grows 
older,  typical  sequelae  are  recurrent  upper 
respiratory  infections,  hay  fever,  and  asthma. 

The  causal  allergens  during  infancy  are  largely 
foods,  and  later  inhalant  and  contact  substances 
must  be  considered.  The  dietetic  and  local 
treatment  of  the  skin  condition  is  well  defined  in 
the  standard  texts.  ACTH  and  cortisone 
derivatives  should  only  be  used  for  relatively 
short  periods  of  time  to  control  severe  cases  of 
atopic  dermatitis  or  for  exacerbation  of  the 
disease  when  all  other  measures  fail. 

Urticaria  and  Angioedema — These  derma- 
toses are  common  in  children  but  do  not  last  so 
long  and  are  not  so  troublesome  as  they  often  are 
in  adults.  Urticaria  in  childhood  is  often  due  to 
foods,  such  as  fish,  eggs,  berries,  nuts,  and 
chocolate.  It  may  also  be  caused  by  drugs  and 
sera  and  occasionally  is  a result  of  contact  with 
eggs,  fish,  animal  dander,  or  silk.  Inhalant 
substances,  heat,  fight,  and  cold  are  other  possible 
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causes.  The  treatment  of  these  dermatoses  is 
removal  of  the  offending  substance.  Occasionally 
hyposensitization  is  necessary  when  inhalant 
allergens  cannot  be  avoided.  In  about  one 
third  of  the  cases  the  cause  is  undetermined. 

Gastrointestinal  Allergies. — These  are  es- 
sentially due  to  food  or  drug  ingestion  and  rarely 
to  inhalant  substances  (pollens).  Depending  on 
the  tissue  involved  the  allergic  lesions  may  be  in 
the  mouth,  stomach,  or  intestines  and  may 
provoke  subjective  and  objective  symptoms,  such 
as  nausea,  vomiting,  diarrhea,  constipation, 
singultus,  pyrosis,  belching,  bleeding,  or  syndrome 
complexes,  such  as  pylorospasm,  gastroentero- 
spasm  (colic),  simple  or  ulcerative  colitis,  intus- 
susception, and  celiac  syndrome.  The  treat- 
ment is  essentially  dietetic.  Wien  pollen  allergy 
is  the  cause,  hyposensitization  treatment  is 
effective. 

Prophylaxis  Against  Allergy 

Although  present-day  knowledge  of  the  eti- 
ology, diagnosis,  and  treatment  of  allergic 
conditions  in  children  affords  a good  background 
for  the  use  of  prophylaxis,  it  is  a much  neglected 
area  in  allergy  practice. 

It  is  generally  recognized  that  allergy  tends  to 
run  in  families.  The  tendency  to  inherit  the 
allergic  predisposition,  the  “soil,”  or  the  physio- 
chemical  makeup  is  conceded.  However,  a 
specific  allergic  disease  is  neither  transmitted  nor 
inherited.  Eugenic  marriage  may  be  an  ideal 
measure,  but  it  is  an  impractical  one.  Children 
with  bilateral  inheritance  of  allergy  are  especially 
prone  to  develop  allergic  conditions.  Dieting 
during  pregnancy  has  not  been  practical  or 
appreciably  efficacious  in  my  experience.  Pro- 
phylactic measures  applied  to  the  children  of 
allergic  parents  have  been  of  value.  Nursing 
mothers  should  be  given  food  in  allergenically 
denatured  form.  Evaporated  milk  or  Mull-Soy 
should  be  given  to  the  newborn.  All  foods  should 
be  cooked  and  denatured  as  much  as  is  practical. 
Vitamins  should  be  chemically  altered  or  of 
synthetic  origin.  The  periods  of  greater  vulner- 
ability to  sensitization  appear  to  be  infancy  and 
early  childhood  and  during  illness  and  convales- 
cence. 

Eczematous  children  should  be  protected  from 


the  sensitizing  substances  known  to  cause  asthma 
and  hay  fever.  Early  recognition  and  treat- 
ment of  perennial  allergic  rhinitis  and  hay  fever 
and  frequently  recurring  respiratory  infections  in 
children  from  an  allergic  family  in  most  instances 
will  prevent  the  major  complication  of  asthma. 

Allergically  predisposed  children  should  be 
protected  against  the  need  for  antisera  through 
active  immunization  with  diphtheria  and  tetanus 
toxoids.15-19  They  should  also  be  immunized 
against  pertussis  and  poliomyelitis.  Booster 
doses  of  these  vaccines  should  be  given  in  accord- 
ance with  accepted  practice. 

Infected  tonsils  and  adenoids  should  be  re- 
moved as  soon  as  possible,  but  such  an  operation 
should  be  avoided  during  the  pollen  seasons. 

Prophylactic  treatment  should  result  in  a con- 
siderable reduction  in  the  incidence  of  allergic 
conditions,  particularly  asthma.20  Parents  as 
well  as  children  must  be  properly  prepared  for 
acceptance  of  this  infrequently  practiced  therapy. 
Thus,  the  successful  application  of  prophylaxis  to 
allergic  diseases  in  children  requires  patience  and 
education. 
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The  Injudicious  Use  of  Drugs  ( Procaine  Amide) 


The  intravenous  administration  of  drugs  is  a 
development  of  modern  times.  Its  usefulness 
is  unquestioned  where  rapidity  of  action  is  neces- 
sary or  in  situations  where  it  is  desirable  to  “ti- 
trate” drug  action  in  a patient.  The  use  of  drugs 
in  this  manner,  however,  carries  with  it  the  re- 
sponsibility for  knowing  not  only  the  pharmaco- 
dynamic action  of  the  agents  employed,  but  an 
intimate  knowledge  of  dose,  rate  of  administra- 
tion, duration  of  action,  and  toxic  manifestations. 
Disregard  of  any  of  these  items  may  have  pro- 
found consequences  for  a patient,  a fact  which  ne- 
gates whatever  advantages  this  route  may  pro- 
vide. During  operation  situations  arise  which 
often  require  quick  action,  and  the  intravenous 
route  becomes  a lifeline  for  the  patient.  Under 
these  conditions  the  judicious  use  of  potent  agents 
assumes  considerable  importance.  Overzealous  or 
ill-advised  intravenous  administration,  particu- 
larly of  potent  drugs,  may  invite  disaster.  The 
case  to  be  reported  is  illustrative  of  the  conse- 
quences which  in  charity  only  can  be  ascribed  to 
ignorance. 

Case  Report 

The  patient,  a fifty-five-year-old,  Negro  male,  had 
been  hospitalized  for  pulmonary  tuberculosis  for 
two  years.  Under  antimicrobial  therapy  for  the 
last  year  his  laryngeal  swab  cultures  had  become 
negative  during  the  last  six  months.  The  sudden  ap- 


pearance of  rhonchi  at  the  right  base  altered  his 
status. 

Examination  then  revealed  a flatness  to  percussion 
over  the  right  lower  lobe  which  had  not  been  present 
on  previous  examinations.  X-rays  and  tomograms 
then  were  taken  and  showed  the  presence  of  a mass 
of  nontuberculous  origin  in  the  right  lower  lobe.  A 
presumptive  diagnosis  of  carcinoma  of  the  right 
lower  lobe  of  the  lung  was  made.  There  was  no 
evidence  of  metastasis  elsewhere.  While  the  past 
history  and  physical  examination  were  otherwise 
noncontributory,  the  electrocardiogram  taken  at 
this  time  showed  T-wave  changes  in  leads  II,  III, 
and  V6,  suggestive  of  an  old,  posterior  wall  myocar- 
dial infarction. 

Laboratory  examination  showed  9.5  Gm.  of  hemo- 
globin and  3,100,000  red  blood  cells.  Urine  examina- 
tion was  negative,  and  the  electrolyte  pattern  was 
within  the  normal  limits. 

The  patient  was  scheduled  for  exploratory  thor- 
acotomy. On  the  day  of  operation  the  patient  was 
given  chlorpromazine  50  mg.,  meperidine  50  mg.,  and 
atropine  0.3  mg.  for  preoperative  sedation.  When 
he  arrived  in  the  operating  room,  blood  pressure  was 
100/60,  pulse  90,  respirations  20.  His  condition  at 
this  time  was  judged  to  be  satisfactory.  A direct- 
writing  electrocardiograph  was  attached  to  the  pa- 
tient for  monitoring  cardiac  rhythm.  Thiopental  so- 
dium 0.2  per  cent  was  administered  by  intravenous 
drip  for  induction.  The  patient  was  given  40  mg. 
of  succinylcholine,  and  intubation  was  carried  out. 
He  was  then  placed  in  the  prone  position,  and  the 
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operation  began. 

The  blood  pressure  rose  from  100/60  to  130/100, 
and  the  pulse  increased  from  100  to  120.  After  the 
chest  was  opened,  the  anesthetic  was  changed  from 
thiopental-nitrous  oxide-oxjrgen  to  succinylcholine. 
Twenty  minutes  later,  as  the  adhesions  between  the 
parietal  pleura  and  the  left  lower  lobe  were  being 
divided,  the  pulse  rate  suddenly  dropped  from  130  to 
60.  The  blood  pressure  at  this  time  was  102/90. 
With  the  slowing  of  the  pulse  the  cyclopropane  was 
discontinued,  and  oxygen  alone  was  given.  At  this 
juncture  0.4  mg.  of  atropine  was  injected  intrave- 
nously. The  pulse  rate  increased  to  70.  However, 
frequent  premature  ventricular  contractions  were 
observed  in  the  electrocardiogram.  With  the 
appearance  of  the  premature  ventricular  contrac- 
tions, 500  mg.  of  procaine  amide  were  rapidly  given 
intravenously.  This  was  followed  by  the  prompt 
occurrence  of  ventricular  fibrillation.  No  pulse  or 
blood  pressure  could  be  obtained. 

The  table  was  tilted,  and  the  left  chest  was  en- 
tered. Cardiac  massage  was  begun,  and  intravenous 
fluids  were  pumped  in  rapidly.  Electric  defibrilla- 
tion was  attempted,  but  the  effects  were  only  tran- 
sient. Further  resuscitative  measures  were  unsuc- 
cessful, and  the  patient  was  pronounced  dead  one 
hour  after  the  initial  cardiac  arrest. 

At  autopsy  the  significant  findings  were  atelecta- 
sis of  the  right  lower  lobe  in  which  was  found  an  oat 
cell  carcinoma.  The  heart  showed  hypertrophy  and 
was  dilated.  In  addition,  there  was  an  old  posterior 
wall  infarct. 

Comment 

The  general  conduct  of  the  case  under  discus- 
sion proceeded  satisfactorily  until  the  appearance 
of  a slow  pulse,  probably  associated  with  the 
use  of  cyclopropane.  This  of  course  is  a well- 
documented  phenomenon  and  on  the  whole 
generally  is  indicative  of  possible  overdosage  with 
this  agent.  However,  it  must  also  be  said  that  a 
slow  pulse  is  so  commonly  seen  with  cyclopropane 
that  the  problem  of  overdosage  in  many  instances 
is  relative.  One  must  evaluate  the  slow  rate  in 
view  of  the  prior  circumstance.  A heart  which 
slows  from  a rate  of  76  to  60  when  cyclopropane  is 
being  employed  is  not  a cause  for  concern.  How- 
ever, when  the  heart  rate  slows  precipitously  from 
a rate  of  120  to  130  to  60,  this  is  a cause  for  appre- 
hension. The  general  treatment  under  these 
circumstances  is  the  discontinuance  of  cyclopro- 
pane and  “lightening  of  the  anesthesia.”  This  is 
accomplished  by  “dumping  the  anesthetic  mix- 
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ture”  and  using  oxygen  alone.  This  was  done. 
However,  it  is  also  clear  that  there  was  impatience 
at  and  overconcern  for  the  slow  heart  rate  at  this 
juncture,  evidenced  by  the  injudicious  intrave- 
nous administration  of  atropine  at  this  time.  It 
would  undoubtedly  have  been  better  had  the  ad- 
ministration of  atropine,  if  indicated,  been  de- 
ferred until  the  effect  of  “lightening  of  anesthesia” 
could  have  been  assessed.  Indeed,  the  use  of 
atropine  in  this  situation  is  questionable,  for  atro- 
pine can  conceivably  mask  the  effect  of  overdos- 
age. 

The  appearance  of  premature  ventricular  con- 
tractions following  the  use  of  atropine  is  some- 
what unusual,  but  it  must  be  remembered  that 
there  was  evidence  that  this  heart  was  already 
diseased.  Had  stock  been  taken  at  this  time  and 
judicious  waiting  been  observed,  the  situation  in 
all  probability  would  have  changed  for  the  better. 
However,  the  administration  of  a massive  dose  of 
procaine  amide  at  this  point  can  only  be  con- 
demned in  the  most  vigorous  terms.  It  is  or 
should  be  well  known  that  this  drug,  when  given 
intravenously,  may  cause  hypotension  and  fibril- 
lation. If  it  is  to  be  given  intravenously,  it 
should  be  given  slowly  and  at  a rate  of  no  more 
than  50  mg.  per  minute. 

The  maximum  single  intravenous  dose  of  pro- 
caine amide  is  500  mg.  In  this  instance  not  only 
was  the  drug  administered  at  an  excessively 
rapid  rate,  but  the  maximum  safe  total  dose  was 
given  at  one  time.  It  is  implicit  in  good  practice 
to  administer  total  doses  of  potent  drugs  frac- 
tionally in  small  increments.  This  is  a safety 
rule  which  should  always  be  kept  in  mind  with 
any  drug  given  intravenously. 

There  is  no  suggestion  that  such  a precaution 
was  employed  here.  The  sudden  appearance  of 
ventricular  fibrillation  in  this  already  diseased 
heart  attests  to  the  lack  of  judicious  administra- 
tion. We  can  only  reiterate  that  when  potent 
drugs  are  employed,  especially  when  the  intra- 
venous route  is  used,  comprehension  of  the 
pharmacodynamic  action  of  these  agents  is  ab- 
solutely essential  and  is  the  sole  responsibility  of 
the  physician  administering  these  drugs. 

The  accusation  of  iatrogenic  death  is  not  a 
pleasant  one,  but  until  each  and  every  physician 
takes  to  heart  the  lessons  to  be  learned,  similar 
unfortunate  experiences  such  as  these  catas- 
trophes will  continue  to  occur. 
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Cutaneous  Angiomas  and  Their  Treatment 

GEORGE  CLINTON  ANDREWS,  M.D.,  AND  ANTHONY  N.  DOMONKOS,  M.D.,  NEW  YORK  CITY 


Under  this  title  will  be  considered  the  vas- 
cular new  growth  of  congenital  origin 
(birthmarks)  which  may  be  evident  at  birth  but 
more  often  appear  during  the  early  weeks  of  life. 
The  majority  are  circumscribed,  but  some  cover 
extensive  areas.  The  latter  are  usually  capillary 
hemangiomas,  being  sometimes  called  nevus 
flammeus  and  port  wine  stain. 

The  port  wine  stains  are  most  common  on  the 
back  of  the  neck.  These  often  are  seen  in  young 
babies.  Most  of  them  disappear  spontaneously 
before  adult  life.  When  they  persist,  the  hair 
covers  them  so  that  they  are  inconspicuous. 
Unfortunately,  port  wine  stains  that  develop  on 
the  face  and  on  the  other  portions  of  the  body 
are  conspicuous  and  unsightly.  Some  of  these 
disappear  partially  or  wholly  before  adult  life. 
Others,  however,  persist  and  even  become  deeper 
in  color.  There  may  be  associated  hypertrophy 
of  the  soft  tissues  leading  to  asymmetry  and 
distortion  of  the  features,  protrusion  of  the  lips, 
and  hypertrophy  of  the  gums.  Such  vascular 
new  may  be  associated  with  intracranial  angio- 
mas. 

The  Sturge-Weber  syndrome  (encephalotri- 
geminal  angiomatosis)  is  the  combination  of  a port 
wine  mark  along  the  course  of  the  superior  and 
middle  branches  of  the  trigeminal  nerve  with 
glaucoma  of  the  same  side  and  angiomatosis  of 


the  pia  causing  contralateral  jacksonian  con- 
vulsions and  mental  retardation.  Character- 
istic roentgenologic  findings  are  present,  consisting 
of  calcifications  within  the  skull  that  show  as 
sinuous,  double-contoured  lines  which  follow  the 
convolutions  of  the  cerebral  cortex  on  the 
affected  side.  Many  additions  and  variations 
have  been  added  to  Sturge’s  original  description 
under  such  terms  as  vascular  neurocutaneous 
syndrome,  cutaneous  cerebral  hemangiomatosis, 
cutaneocerebral  angioma,  and  nevoid  amentia. 
In  these  the  cutaneous  nevus  may  be  an  elevated 
vascular  growth  of  the  strawberry'  or  cavernous 
type,  sometimes  associated  with  vascular  nodules 
and  pendulous  outgrowths.  However,  the  cuta- 
neous angioma  is  not  always  prominent.  It  may 
be  as  small  as  a pinhead  and  so  pale  that  it  is 
scarcely  discernible.  Although  the  cutaneous 
angiomas  are  usually  on  the  same  side  as  the 
meningeal  and  cerebral  lesions,  there  are  excep- 
tions. Convulsions,  paralysis,  headaches,  and 
mental  retardation  are  the  chief  neurologic 
symiptoms.  The  more  common  ocular  abnor- 
malities are  unilateral  exophthalmos  associated 
with  blurred  or  double  vision  or  blindness, 
buphthalmos,  and  ocular  palsies. 

The  treatment  of  port  wine  nevus  is  not 
satisfactory'.  Some  paling  of  the  color  may  be 
obtained  by  repeated  applications  of  thorium  X 
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in  alcoholic  solution  (150  microcuries  per  cc.). 
Some  of  the  apparent  improvement  may  be 
accounted  for  by  the  hyperpigmentation  pro- 
duced by  the  applications  of  thorium  X,  paral- 
leling the  apparent  improvement  in  the  summer- 
time due  to  tanning  from  sunlight.  In  other 
cases  there  is  a definite  paling  of  the  color,  and  in 
still  others  after  50  or  more  treatments  there  is  no 
improvement.  If  there  are  cases  that  have  been 
reported  completely  cured  by  thorium  X treat- 
ment, they  are  so  scarce  that  the  author  has  no 
knowledge  of  them. 

Grenz  rays  give  results  similar  to  those  achieved 
by  repeated  applications  of  thorium  X.  The 
dosage  is  low,  usually  100  r every  two  weeks  for  a 
total  of  ten  treatments.  This  course  of  treat- 
ment may  be  repeated  once  after  an  interval  of 
one  year. 

Tattooing  of  port  wine  nevus  is  an  accepted 
treatment.  Painstaking,  tedious  work  by  those 
who  have  perfected  the  art  gives  results  which 
are  frequently  gratifying.1  However,  in  most 
cases  some  minor  defect  in  color  persists.  The 
color  of  the  tattooed  area  is  quite  stationary  and 
is  not  influenced  by  seasonal  sunlight  like  the 
rest  of  the  skin. 

Hemangioma  Sim plex 

Under  this  name  are  grouped  the  vascular 
nevi  that  are  composed  of  wormlike  masses  of 
small,  imperfectly  formed  vessels  which  form 
elevated  reddish  and  purplish  growths  due  to 
proliferation.  They  are  commonly  called  straw- 
berry marks  and  raspberry  marks  or  simply 
angiomas.  Like  other  vascular  nevi  they  may  be 
present  at  birth  or  appear  shortly  afterward; 
they  have  a tendency  to  grow  larger  during  the 
first  few  months  and  then  in  many  cases  to 
retrogress  or  even  ultimately  disappear.  Con- 
spicuous scarring  or  mixed  fibrovascular  sequelae 
often  mark  the  site  of  spontaneous  involution, 
but  occasionally  there  are  no  sequelae.  Although 
this  fortunate  outcome  is  observed,  there  are 
other  less  fortunate  cases  in  which  the  angioma 
continues  to  grow  and  becomes  increasingly  a 
more  and  more  difficult  therapeutic  problem. 
In  such  angiomas  not  only  is  local  ulceration  with 
resultant  cicatrization  and  deformity  likely,  but 
the  general  health  of  the  child  deteriorates 
because  of  sepsis  that  may  produce  severe 
secondary  anemia,  leukocytosis,  low-grade  fever, 
albuminuria,  and  loss  of  weight. 


Treatment  of  hemangioma  simplex  depends  on 
the  size,  history,  and  location  of  the  growths. 
Some  may  be  safely  left  alone,  but  the  majority 
should  be  treated.  Treatment  begun  early  is  so 
much  easier  than  after  a delay  to  determine 
whether  the  particular  lesion  will  involute  spon- 
taneously that  it  is  wiser  to  treat  all  small  angio- 
mas without  waiting.  Radiotherapy  and  solid 
carbon  dioxide  are  usually  the  best  remedies. 
Surgical  excision  or  electrodesiccation  is  occasion- 
ally indicated.  While  fairly  good  results  can  be 
obtained  by  roentgen  therapy,  much  better 
results  are  obtained  by  using  the  gamma  rays  of 
radium.  Pfahler  states,  “I  have  been  interested 
in  the  treatment  of  hemangioma  since  1913  ..  . 
For  radiation  therapy  one  may  choose  radium, 
the  high  voltage  or  low  voltage  or  contact  type  of 
roentgen  rays,  or  grenz  rays  or  thorium  X . . . It 
is  my  impression  that  for  the  treatment  of  heman- 
gioma, the  highly  filtered  radium  rays  (gamma 
rays)  give  a better  cosmetic  result.”2'3 

In  the  treatment  of  hemangioma  one  is  inter- 
ested chiefly  in  the  cosmetic  result.  This  is  a 
completely  different  objective  from  that  in  the 
treatment  of  epithelioma,  in  which  the  cure 
rather  than  the  appearance  is  paramount.  To 
obtain  a good  cosmetic  result  in  the  treatment  of 
hemangioma,  the  aim  is  to  avoid  any  radiation 
erythema  or  visible  cutaneous  reaction.  Hence, 
the  erythema  dose,  which  is  obsolete  in  the 
treatment  of  cancer,  is  important  in  the  treat- 
ment of  hemangioma.  The  erythema  dose  with 
gamma  radiation  is  about  1,000  r.  By  using  a 
little  over  50  per  cent  of  an  erythema  dose  at 
intervals  of  three  months  for  a total  of  three  or 
four  treatments  in  one  year,  most  angiomas  are 
cured  without  any  sequelae.  In  biologic  terms 
the  total  dose  would  be  about  two  and  one-half 
erythema  doses. 

Let  us  compare  this  biologic  dose  with  the  dose 
of  filtered  roentgen  rays.  If  one  uses  x-rays 
produced  at  140  kilovolts,  filtered  through 
3 mm.  aluminum  (half-value  layer  0.4  mm. 
copper)  with  a dose  of  250  r every  three  weeks  for 
a total  of  eight  doses,  the  total  dosage  over  a 
period  of  six  months  is  2,000  r.  If  the  erythema 
dose  with  this  quality  of  radiation  is  estimated  to 
be  450  r,  the  total  biologic  dose  would  be  over 
four  erythema  doses.  As  another  example  let 
us  use  Philips  contact  x-ray  treatment.  At  45 
kilovolts  without  filter  the  radiation  has  a half- 
value layer  of  0.2  mm.  aluminum.  The  ery- 
thema dose,  according  to  Domonkos,4  is  150  r. 
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If  one  gives  250  r at  intervals  of  six  weeks  for  a 
total  of  six  treatments,  the  total  dose  is  1,500  r 
which  biologically  would  be  ten  erythema  doses. 
Let  us  take  another  example  and  use  the  Phillips 
apparatus  with  a filter  of  2.5  mm.  aluminum 
(half-value  layer  1.4  mm.  aluminum)  and  give 
300  r at  intervals  of  six  weeks  for  a total  of  six 
treatments.  The  estimated  erythema  dose  is 
350  r.  The  total  x-ray  dose  is  1,800  r or  more 
than  five  erythema  doses  during  four  months. 

That  the  biologic  effect  is  influenced  by  the 
rate  of  dosage  is  well  established  in  a general 
sense.  This  is  well  illustrated  by  comparing  the 
number  of  roentgens  required  to  produce  ery- 
thema if  given  in  a single  dose  with  the  number 
required  if  the  dose  is  divided  and  given  over 
several  days.  The  rate  of  dosage  is  probably  an 
important  factor  in  the  results  of  the  treatment  of 
hemangiomas  by  radium  gamma  ray  plaques  and 
trays  as  compared  with  roentgen  ray  treatment. 
Braestrup  and  Blatz5  have  mentioned  the  rate  of 
dosage  in  a comparison  of  contact  therapy  using 
the  Chaoul  tube  and  the  Philips  tube  with  radium. 

Hemangioma  Cavernosum 

Cavernous  hemangiomas  are  composed  of  a 
few  large  sinuses  and  of  a mixture  of  imperfectly 
formed  vascular  elements.  One  may  palpate  the 
pool  of  blood  in  the  tumor,  and  on  compression  it 
rapidly  flattens  beneath  the  palpating  finger. 
These  lesions  occur  chiefly  on  the  head  and  neck 
as  bright  red  or  deep  purple,  spongy  tumors 
or  plaques.  Occasionally  the  subcutaneous 
portion  may  predominate  and  be  surmounted  by 
a capillary  nevus  or  strawberry  mark  on  the 
surface.  In  lesions  which  have  suffered  trauma 
with  hemorrhage  and  subsequent  ulceration,  there 
may  be  a noticeable  destruction  of  soft  tissues  and 
cicatrization.  Spontaneous  involution  of  this 
type  of  angioma  ma\-  occur  without  trauma  or 
scar  formation  but  is  rare,  and  as  a rule  early 
treatment  is  advisable. 

The  tumorous  type  of  cavernous  hemangioma 
varies  as  to  size  and  form  and  may  involve 
deeply  large  regions  of  the  integument. 

Treatment  of  cavernous  hemangioma  is  similar 
to  that  of  hemangioma  simplex  with  emphasis 
on  compression  of  the  lesion  so  as  to  get  most  of 
the  blood  out  of  it  during  radiotherapy. 

Treatment 

The  earlier  the  treatment  is  given,  the  better 
the  result.  Prematurity  is  no  contraindication 


to  early  treatment.  If  appropriate  treatment  is 
given  during  the  early  weeks  of  life,  all  cutaneous 
angiomas  can  be  easily  cured  without  compli- 
cations or  cicatrices.  Waiting  until  ulceration 
supervenes  before  sending  the  child  to  a derma- 
tologist for  treatment  is  not  giving  either  the 
child  or  the  dermatologist  a fair  break.  The 
younger  the  child,  the  shorter  and  the  simpler 
will  be  the  treatment. 

Honest  fear  of  radiotherapy  is  ingrained  in 
many  pediatricians.  For  this  reason  treatment 
is  deferred  until  the  angioma  has  grown  exten- 
sively and  become  ulcerated.  This  fear  is  a 
figment  of  the  past.  With  modern  radium  and 
roentgen  therapy  undesirable  sequelae  are  not 
seen.  Safe  dosage  has  become  standardized.  In 
no  cases  treated  in  the  last  twenty-five  years  has 
the  author  seen  disturbance  of  epiphyseal  growth, 
disturbed  dentition,  cataract,  conspicuous  at- 
rophy of  the  skin,  alopecia,  or  other  radiation 
sequelae.6  With  modern  radiation  treatment  one 
expects  no  atrophy  and  no  pigmentary  change. 
Large  angiomas  of  the  scalp,  usually  hairless, 
respond  to  radium  treatment  without  alopecia, 
for  the  hair  grows  at  the  site  of  the  angioma  after 
the  angioma  is  cured.  This  of  course  does  not 
occur  if  ulceration  was  present  before  treatment. 

Largely  for  theoretic  reasons  one  treats  heman- 
gioma of  the  lids  by  contact  x-ray  therapy.  The 
eyeball  can  be  shielded  from  this  quality  of 
radiation.  However,  in  the  cases  treated  in  the 
past  by  radium  gamma  raj-  plaques,  the  author 
has  not  encountered  a case  of  cataract  in  a single 
instance.  Also  in  the  treatment  of  small  heman- 
giomas of  the  lips  it  is  convenient  to  use  contact 
x-ray.  Exposure  of  a few  seconds  is  much  easier 
than  keeping  a radium  plaque  in  close  approxi- 
mation with  moving  parts  such  as  the  lips  for  a 
period  of  hours.7  However,  for  large  heman- 
giomas of  the  lips  the  authors  invariablj*  use 
radium  plaques  or  traj-s  because  safe  doses  of 
contact  x-rays  are  inadequate.  There  has  not 
been  a single  instance  of  disturbed  dentition  in  the 
authors’  thirty-five  j-ears  of  experience. 

Solid  carbon  dioxide  treatment  maj-  be  used 
for  small  hemangiomas  when  slight  scarring  is 
unimportant.  However,  treatment  of  large 
tumorous  hemangiomas  bj-  solid  carbon  dioxide 
is  unwise.  Unfortunatelj-  the  solid  carbon 
dioxide  onlj-  destroys  the  surface  of  large  growths 
and  does  not  destroy  the  base  of  the  tumor  which 
keeps  recurring  and  growing  so  that  ultimatelj- 
the  tumor  is  larger  than  at  the  beginning  and 
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there  is  much  scarring.  The  likelihood  of  hemor- 
rhage after  intense  solid  carbon  dioxide  treat- 
ment deserves  mention. 

Surgical  excision  of  small  hemangiomas  is  fea- 
sible. It  is  especially  useful  for  some  angiomas 
of  the  eyelids.  Local  anesthesia  with  procaine  is 
safer  than  general  anesthesia  for  this  purpose. 

115  East  61st  Street 
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{Number  fourteen  of  a series  of  Postgraduate  Radio  Programs) 


Physician  Calls  “ Cult  of  Manliness ” Suicidal 


The  medical  director  of  a large  industrial  firm 
blames  the  “suicidal  cult  of  manliness”  for  the  “rat 
race”  in  which  many  American  men  find  themselves. 
Writing  in  the  American  Medical  Association’s 
January  issue  of  Todays  Health,  Dr.  Lemuel  C. 
McGee,  Wilmington,  Delaware,  said  the  average 
lifetime  of  men  is  about  four  years  less  than  that  of 
women  mainly  because  of  the  stress  under  which  men 
live. 

The  use  of  a “little  common  sense”  could 
eliminate  many  of  the  tensions  and  stresses,  pro- 
viding a healthier  and  longer  life  for  most  people,  he 
said.  “The  American  male  has  been  indoctrinated 
with  the  philosophy  that  he  must  live,  work,  and 
play  at  a dizzy  pace,  that  he  can  and  should  wade 
through  all  emotional  and  physical  situations  with- 
out flinching  and  without  reflection.” 

Every  man  and  boy  must  live  within  his  own 
resources  of  physical  and  mental  strength,  but  many 
fail  to  do  so  because  of  the  cult  of  manliness.  They 
drive  themselves  to  the  point  of  exhaustion  in  work, 
play,  social  activities,  or  a combination  of  these. 
This  could  be  avoided  by  reasonable  attention  to  the 
use  of  spare  time  and  intelligent  effort  at  recreation. 

Dr.  McGee  pointed  out  that  the  exercise  and 


recreation  should  be  matched  to  the  individual’s 
physical  condition  and  personality.  “Your  activi- 
ties should  be  those  suited  to  you.  You  should 
enjoy  a full  mental  and  emotional  life  from  par- 
ticipating in  them.  Does  the  workout  in  the  gym 
aid  your  subsequent  rest  by  promoting  a pleasant 
frame  of  mind  and  a relaxed  body?  Or  do  you 
force  yourself  to  some  irksome  struggle  as  a form  of 
self-discipline  or  as  an  effort  to  impress  yourself  and 
others  with  your  manliness?  Consider  seriously 
whether  your  fatiguing  activity  is  merely  a sop  for 
your  ego.” 

Recreation  is  greatly  needed  in  the  growing 
complexity  of  modern  life  with  its  annoyances  and 
frustrations,  alarming  headlines,  and  confused 
politics,  philosophies  and  ideas.  But  that  recrea- 
tion should  be  one  that  the  person  really  enjoys  and 
does  because  he  wants  to,  not  because  someone 
expects  him  to.  “If  it  is  fun  to  daub  paint  on  the 
canvas,  go  ahead  and  do  it  and  let  the  other  guy 
sneer.  The  importance  of  leisure  activity  lies  not 
in  what  the  world  thinks  of  the  result,  but  in  what 
you  put  into  it  yourself.” 

Dr.  McGee  is  medical  director  of  Hercules 
Powder  Company. 
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Epidemiologic  Aspects  of  Automobile  Accidents* 
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( Research  Associate,  Department  of  Public  Health  and  Preventive  Medicine;  Director,  Division  of  Automotive 
Crash  Injury  Research,  Cornell  University  Medical  College ) 


TVT  ever  before  in  history  has  any  nation  been  able 

’ to  provide  so  many  social  and  economic  benefits 
to  its  individual  citizens  as  present-day  America. 
The  provision  of  these  benefits  is,  to  a very  large 
degree,  the  result  of  our  ability  to  move  both  people 
and  the  goods  we  make  more  rapidly  through  our 
advanced  system  of  transportation  and  communica- 
tion. There  is  no  doubt  that  the  outstanding  char- 
acteristic of  our  method  of  living  is  its  mobility. 
In  truth,  the  common  denominator  of  all  citizens  of 
our  nation,  other  than  the  income  tax,  has  become 
the  passenger  automobile.  In  1946  this  nation  had 
approximately  37  million  passenger  vehicles  on  its 
highwajrs.  By  the  end  of  1955  this  figure  had  risen 
to  52  million  passenger  vehicles.  This  common 
denominator  of  the  transportation  world  has 
evolved  from  a pleasure  car  to  the  most  essential 
single  instrument  of  our  entire  pattern  of  living. 
Its  abrupt  removal  would  create  economic  and  social 
chaos. 

With  all  the  benefits  which  the  passenger  automo- 
bile has  brought  us  and  the  pattern  of  living  it  has 
let  us  establish,  it  has  also  brought  with  it  a danger- 
ous byproduct.  This  byproduct  should  be  classi- 
fied as  a mass  traumatic  disease  which  is  producing 
pathologic  results  for  approximately  1,200,000  of 
our  citizens  each  year.  Evaluation  of  the  data 
covering  the  year  1952,  which  were  released  in  1954 
by  the  Bureau  of  Vital  Statistics  of  the  U.S.  Public 
Health  Service,  provides  interesting  information  as 
to  the  importance  of  this  mass  disease  as  a cause  of 
death  in  comparison  with  other  disease  entities. 

When  the  17  leading  causes  of  death  are  ranked  in 
order  of  the  percentage  of  the  total  living  population 
affected  by  these  diseases,  the  highest  incidence  of 
fatal  disease  in  the  ages  five  through  thirty-four  is 
found  to  be  accidental  deaths.  By  separating  acci- 
dental deaths  from  all  those  deaths  attributed  to 
accidents  in  motor  vehicles,  we  observe  that  the 
modern  passenger  car  is  the  third  leading  cause  of 
death  in  ages  five  through  nine,  the  second  most 
frequent  cause  of  death  observed  in  the  ages  ten 
through  fourteen,  the  foremost  cause  of  death  in 

* Reprinted  from  Bulletin  of  the  New  York  Academy  of 
Medicine,  November,  1956,  second  series,  vol.  32,  no.  11,  pp. 
784-787. 


the  ages  fifteen  through  nineteen  as  well  as  twenty 
through  twenty-four.  The  motor  vehicle  moves 
back  to  the  second  most  frequent  cause  of  death 
in  the  twenty-five  through  twenty-nine  age  groups, 
the  fourth  ranking  cause  of  death  in  the  thirty  through 
thirty-four,  as  well  as  in  the  thirty-five  through 
thirty-nine  age  groups.  Thus,  it  may  safely  be 
said  that  in  the  ages  five  through  thirty-nine,  the 
passenger  vehicle  will  be  seen  as  one  of  the  most 
likely  items  to  produce  death  among  our  population. 

This  same  rank  in  cause  of  death  may  be  observed 
if  the  U.S.  Public  Health  Service’s  data  are  examined 
from  the  point  of  view  of  the  percentages  of  fatalities 
represented  by  the  17  causes  of  death.  However, 
the  true  scope  of  the  problem  of  trauma  produced 
by  the  motor  vehicle  must  not  be  evaluated  by 
merely  looking  at  data  on  fatalities.  While  ap- 
proximately 38,000  fatalities  in  passenger  vehicle 
accidents  have  been  observed  each  year  for  the  past 
twenty  years,  estimates  produced  by  the  National 
Safety  Council  indicate  that  injuries  have  con- 
sistently exceeded  1,200,000.  Additional  data 
from  this  latter  source  lead  us  to  believe  that  each 
year  at  least  100,000  of  these  more  than  one  million 
injuries  result  in  permanent  disability. 

From  the  point  of  view  of  epidemiology  and  mass 
disease  problems,  this  must  be  accepted  as  the  true 
scope  of  the  price  we  have  been  willing  to  pay  for 
the  mobility  which  the  passenger  automobile  has 
brought. 

For  too  long,  too  many  groups  have  been  willing  to 
concede  that  injury  and  death  were  the  inevitable 
price  of  accidents,  and  because  of  the  complex  cause 
factors  associated  with  the  production  of  these 
accidents,  there  was  little  or  nothing  that  could  be 
done  unless  we  could  develop  technics  for  preventing 
people  from  making  mistakes  in  judgment  while 
operating  mobile  equipment. 

A small  research  group  in  the  Department  of 
Public  Health  and  Preventive  Medicine  at  Cornell 
University  Medical  College  has  been  gathering  data 
which  could  be  useful  in  examining  the  cause  of  in- 
jury, as  differentiated  from  the  data  which  seek  to 
establish  the  cause  of  the  accident.  These  data 
have  conclusively  demonstrated  that  the  accident 
per  se  does  not  produce  trauma.  Data  published 
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as  far  back  as  1942  in  the  Bulletin  of  War  Medicine 
pointed  out  that  many  cases  of  very  minor  injury 
were  observed  in  studying  accidental  falls  or  at- 
tempted suicide  jumps  from  heights  varying  from 
50  to  150  feet,  while  many  deaths  were  observed 
from  falls  from  no  more  than  5 feet.  These  early 
data  suggested,  and  subsequent  research  confirmed, 
that  the  degree  and  extent  of  injury  in  accidents  are 
determined  by  three  factors:  (1)  peak  load  of  force 
and  its  time  of  duration,  (2)  the  distribution  of  force 
over  the  body  area,  and  (3)  rate  of  onset  of  this  force. 

It  has  been  established  that  human  biological  tissue 
will  survive,  with  moderate  injury  forces  that  reach 
levels  of  100  units  of  gravity  (100  times  the  body 
weight  of  the  individual  being  studied),  if  the  force 
of  stopping  the  body  is  not  applied  for  periods  longer 
than  one-tenth  of  a second  and  if  the  absorption  of 
this  force  is  spread  over  a wide  body  area.  It  was 
also  observed  that  the  shape  and  construction  of  the 
object  being  struck  by  the  body  had  very  great  in- 
fluence in  determining  the  seriousness  of  injury. 

There  is  little  doubt  that  medicine  and  its  allied 
sciences  are  most  qualified  to  apply  the  scientific  dis- 
ciplines necessary  for  studying  this  mass  traumatic 
disease  seen  in  motor  vehicle  accidents.  If  the 
proper  quality  and  quantity  of  data  can  be  gathered, 
it  is  known  that  meaningful  correlations  can  be 
established  between  the  host  who  has  “traumatic 
disease”  (occupant  of  the  passenger  vehicle),  the 
agent  which  produces  the  disease  (the  items  observed 
in  the  interior  of  the  passenger  vehicle),  and  the 
environment  in  which  the  disease  is  acquired  (the 
highway  or  street  where  the  accident  occurs). 

This  approach  has  been  singularly  successful  in 
the  past  in  producing  solutions  in  such  mass  diseases 
as  bubonic  plague,  typhoid  fever,  malaria,  yellow 
fever,  and  others.  In  the  case  of  each  of  these 
diseases,  once  the  epidemiologist  has  demonstrated 
positive  correlations  between  the  host,  the  agent, 
and  the  environment,  it  has  been  possible  to  initiate 
a program  of  altering  or  controlling  those  factors 
which  relate  to  the  agent  or  the  environment  so  that 
the  host  does  not  continue  to  have  the  same  degree 
of  exposure.  In  this  current  “mass  disease”  as- 
sociated with  impacts  in  automobiles,  it  is  possible 
for  medical  research,  using  the  tools  of  epidemiology 
and  biologic  statistics,  to  find  those  items  which 
stand  most  in  need  of  change.  The  design  engineer 
and  manufacturer  can  then  make  changes  which 
should  lead  to  a calculated  reduction  in  the  fre- 
quency and  severity  of  injury  or  death  observed 
during  the  impacts.  Meanwhile,  the  search  is  con- 
tinued for  practical  solutions  to  the  complex  mis- 
takes in  human  judgment  which  at  present  must  be 
conceded  to  be  the  primary  cause  of  motor  vehicle 
accidents. 

An  epidemiologic  approach  has  been  undertaken 
with  the  cooperation  of  medical  societies,  state  de- 


partments of  public  health,  and  state  police  groups 
of  North  Carolina,  Virginia,  Maryland,  Connecti- 
cut, Indiana,  Minnesota,  Texas,  Arizona,  New  \ ork, 
California,  Vermont,  Pennsylvania,  and  the  city  of 
Minneapolis.  With  carefully  designed,  standardized 
data-gathering  forms,  the  enforcement  officers  and 
the  medical  profession  are  contributing  data  from 
this  “laboratory  of  the  highways”  to  the  Automotive 
Crash  Injury  Research  group  at  Cornell,  where  a 
standard  technic  of  evaluation  and  analysis  is  em- 
ployed to  identify  the  characteristics  of  the  agent 
and  the  environment  which  are  causing  injury  as 
well  as  death  to  the  host.  This  new  approach, 
which  is  a very  practical  supplement  to  the  excellent 
work  being  done  in  the  field  of  preventing  the  acci- 
dent, has  been  sponsored  by  the  Commission  on 
Accidental  Trauma  of  the  Armed  Forces  Epidemio- 
logical Board  with  funds  supplied  by  the  Office  of 
the  Surgeon  General  of  the  Department  of  the 
Army,  the  Division  of  Research  Grants  of  the  Na- 
tional Institutes  of  Health,  the  Department  of 
Health,  Education  and  Welfare,  and  by  very  gen- 
erous grants  by  the  Ford  Motor  Company  and  the 
Chrysler  Corporation.  The  data  collected  have 
been  utilized  by  automobile  manufacturers  in  this 
country  as  a basis  for  evaluating  the  necessity  of  re- 
designing those  components  of  the  automobile 
which  can  be  identified  as  possessing  the  highest 
frequency  in  causing  injury  during  the  accident. 

With  the  introduction  by  some  automobile  manu- 
facturers of  new  door  lock  designs,  energy-absorbing 
steering  wheels,  specially  designed  energy-absorbing 
padding  on  instrument  panels  and  forward  over- 
head structure,  as  well  as  safety  belts,  the  epidemio- 
logic approach  can  now  be  used  as  an  objective 
measuring  device  to  determine  the  degree  of  reduc- 
tion in  both  the  frequency  and  severity  of  injury 
that  these  changes  are  providing. 

The  interstate  Automotive  Crash  Injury  Research 
program  has  been  able  to  measure  very  specific  re- 
sults in  the  likelihood  of  injury  in  accidents  occurring 
in  1956  automobiles.  While  the  data  collected  at 
this  time  from  this  cooperative  program  are  small, 
the  findings  are  considered  to  be  a reliable  indica- 
tion of  some  dramatic  results.  These  results  are 
as  follows: 

1.  The  risk  of  doors  opening  during  the  impact 
has  been  decreased  by  33  per  cent  in  nonrollover 
accidents;  somewhat  less  in  accidents  involving 
rollovers. 

2.  The  risk  of  occupant  ejection  through  open 
doors  has  been  decreased  by  49  per  cent. 

3.  The  risk  of  dangerous  and  fatal  grade  injury 
has  been  decreased  by  29  per  cent — this  is  primarily 
the  result  of  retaining  the  passenger  in  the  protec- 
tive shell  of  the  car. 

4.  Seat  belts  have  been  carefully  and  conserva- 
tively studied  in  accidents  and  compared  to  similar 
accidents  where  no  belts  were  used.  The  decrease 
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in  injury  has  been  demonstrated  to  be  in  the  60  per 
cent  range. 

This  is  positive  evidence  that  a successful  attack 
has  been  launched  during  this  year  to  control  the 
mass  disease  of  trauma  in  automobile  accidents,  re- 
gardless of  whether  we  can  improve  human  behavior 
and  judgment,  conceded  to  be  the  primary  target  of 
accident  prevention  programs. 


If  scientific  methods  can  be  used  in  evaluating 
and  determining  the  causes  of  injury,  there  is  little 
doubt  that  such  an  approach  can  and  should  be  ap- 
plied in  an  organized  effort  to  identify  those  factors 
which  cause  the  accident.  When  such  data  are  avail- 
able, it  will  be  possible  to  plan  a realistic  program  to 
provide  appreciable  reductions  below  the  present 
levels  of  traffic  accidents. 


State  Tax  Riding  for  AIDS 


All  physicians  who  engage  the  services  of  other 
physicians  for  follow-up  postoperative  treatment  on 
their  surgical  cases  will  be  interested  in  the  latest 
tax  decision  of  the  Unemployment  Insurance 
Appeal  Board  of  the  Department  of  Labor,  New 
York  State.  The  case  involved  a member  of  the 
Medical  Society  of  New  York  County  who,  over  a 
period  of  six  years,  engaged  five  other  physicans  to 
render  the  postoperative  care. 

In  July,  1956,  a referee  sustained  the  ruling  of  the 
Industrial  Commissioner  of  New  York  State 
holding  the  employing  physician  liable  for  payment 
of  state  unemployment  tax  for  the  five  physician 
“employes.” 

The  case  was  appealed,  with  the  Medical  Society 
of  the  County  of  New  York  acting  as  an  interested 
party.  On  September  28,  1956,  the  decision  was 
reversed  by  the  Appeal  Board  and  the  physician 
employer  was  held  not  liable  for  the  past  due 
unemployment  taxes  in  the  amount  of  some  82,100. 

The  Appeal  Board  upheld  the  contention  of  the 
surgeon  that  the  five  physicians  he  employed  were 
“independent  contractors”  and  were  not  employes 
in  the  ordinary  sense  of  his  office  secretaries,  tech- 
nicians, etc. 

The  essential  facts  disclosed  at  appeal — (1)  that 
the  five  physicians  each  carried  on  his  own  independ- 


ent medical  practice  beside  working  for  the  employ- 
ing surgeon;  (2)  that  several  of  them,  indeed, 
maintained  their  own  offices  where  they  saw  some  of 
the  patients;  (3)  that  all  physicians  maintained 
their  own  individual  malpractice  insurance;  (4)  that 
neither  they  not  the  surgeon  had  ever  regarded  the 
arrangement  as  anything  beside  an  individual 
contractual  arrangement;  (5)  that  there  had  never 
been  any  withholding  income  tax  made  as  would  be 
necessary  if  this  were  the  case;  (6)  that  each  of  the 
five  physicians  had  his  own  private  telephone 
listing  in  the  directory;  and  finally  (7)  that  each  of 
the  five  physicians  had  sole  and  complete  discretion 
in  medical  treatment  and  the  “employed”  physicians 
and  not  the  employing  surgeon  made  the  decision  on 
when  the  patient  should  be  discharged  from  the 
hospital. 

In  substance  it  was  shown  that  each  of  the  five 
physicians  were  independently  self-employed  and 
that  their  arrangement  with  the  surgeon  was  truly 
that  of  independent  contractors. 

A necessary  corollary  of  this  decision  would  seem 
to  be  that  a physician  “employed”  under  the  above- 
mentioned  circumstances  is  not  eligible  for  com- 
pensation for  an  injury  sustained  in  the  course  of 
his  “employment,,’  ’ nor  is  he  eligible  for  unemploy- 
ment insurance  benefits. — Editorial , New  York 
Medicine,  December  5, 1956 
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Report  of  the  Board  of  Trustees 


To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees,  through  its  chairman  pro 

tem,  respectfully  submits  its  annual  report  for  the 
period  1956-1957. 

Because  of  the  illness  of  the  chairman  of  the  Board, 
Dr.  John  J.  Masterson,  this  report  is  being  prepared 
by  the  chairman  pro  tem.  Dr.  Masterson  is  pro- 
gressing satisfactorily  from  his  illness  and  expects 
to  be  up  and  about  shortly. 

The  Board  held  its  organizational  meeting  on  May 
9,  1956,  and  at  that  time  elected  Dr.  John  J.  Master- 
son  chairman,  for  the  year.  It  has  held  regular 
monthly  meetings  except  during  the  months  of 
July  and  August.  At  these  meetings  broad  agenda 
are  acted  on  which  include  reports  of  the  treasurer, 
legal  counsel,  the  chairmen  of  the  Office  Administra- 
tion and  Policies  Committee,  War  Memorial  and 
Investment  Committees,  as  well  as  other  matters. 

The  personnel  of  the  committees  of  the  Board,  as 
appointed  by  the  chairman,  is  as  follows: 

War  Memorial  Committee 

Walter  W.  Mott,  M.D.,  Chairman 

Leo  F.  Schiff,  M.D. 

Maurice  J.  Dattelbaum,  M.D.,  ex  officio 
Investment  Committee 

Dan  Mellen,  M.D. 

Walter  W.  Mott,  M.D. 

Leo  F.  Schiff,  M.D. 

Because  of  the  serious  illnesses  of  Drs.  Master- 

son,  Mellen,  and  Schiff,  the  following  changes  have 

been  made:  On  the  War  Memorial  Committee 

Dr.  J.  Stanley  Kenney  is  replacing  Dr.  Schiff,  and 
on  the  Investment  Committee  Dr.  Renato  J. 
Azzari  is  replacing  Dr.  Schiff. 

Significantly,  as  this  report  is  being  compiled,  the 
Medical  Society  of  the  State  of  New  York  is  about 
to  inaugurate  the  festivities  and  scientific  programs 
which  will  mark  the  one  hundred  and  fiftieth 
anniversary  of  its  founding.  These  will  be  dealt 
with  extensively  by  the  president,  the  editorial 
staff  of  the  Journal,  the  scientific  program  chair- 
men, and  many  others.  We,  the  trustees,  are 
proud  and  happy  to  share  in  this  memorable  anni- 
versary with  all  our  colleagues  and  the  people  of 
this  great  State,  who  are  the  beneficiaries  of  the 


outstanding  advances  made  in  medical  care  during 
the  past  century  and  a half.  We  look  forward  to 
the  future  with  high  hopes,  for  surely  the  horizons 
of  medicine  portend  greater  and  perhaps  even 
miraculous  achievements  in  the  years  to  come. 

We  are  not  unmindful  of  the  critical  times  in 
which  we  are  living  and  the  dark  shadows  that  over- 
hang the  whole  world,  with  perhaps  the  veiled 
threat  of  another  cataclysmic  war.  We  are  sobered 
by  this  thought  and  approach  the  responsibility  of 
managing  the  State  Society’s  fiscal  affairs  with 
prudence  and,  we  trust,  wisdom. 

A great  medical  society  such  as  this — and  it  is 
now  the  third  largest  in  the  world — is  under  con- 
stant pressure  to  expand  its  services.  As  an 
organization  dependent  on  dues  income  to  support 
its  regular  activities,  it  is  not  infrequently  pressed 
to  make  both  ends  meet.  The  Council  is  the  govern- 
ing body  of  the  Society  in  the  intervals  between  the 
annual  meetings  of  the  House  of  Delegates.  The 
House  and  the  Council  initiate  policies  and  actions, 
but  the  Board  of  Trustees  is  charged  with  the 
implementation  of  recommendations  involving  the 
expenditures  of  money,  which  must  be  approved 
by  the  Board  before  the  same  shall  become  effective. 
Without  quoting  details  we  would  call  attention  to 
the  Bylaws,  Chapter  V,  Sections  2 and  3,  and  to 
Article  IX  of  the  Constitution,  where  the  duties 
and  functions  of  the  Board  are  spelled  out  specifi- 
cally. Assuredly  it  is  ever  mindful  of  its  trust,  and 
conformity  to  these  regulations  is  strict. 

Accompanying  this  report  of  the  Board  are  the 
balance  sheet  as  prepared  by  the  auditors  and  the 
statement  of  operating  income  and  expenses  for  the 
current  fiscal  year,  also  the  condensed  statement  of 
the  general  and  other  funds  of  the  Society.  Addi- 
tionally, there  are  the  annual  reports  of  the  treas- 
urer and  of  the  Budget  Committee. 

A review  of  the  statistics  printed  in  these  several 
reports  should  furnish  the  membership  with  much 
information  on  the  resources,  income,  and  expendi- 
tures of  the  Society.  The  facilities  of  the  account- 
ing department  are  available  for  members  seeking 
additional  details.  The  House  of  Delegates’  pro- 
cedure is  now  so  developed  that  members  of  the 
Board  and  of  the  department  are  available  to  the  ref- 
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erence  committees  of  the  House  to  assist  in  their 
discussions  as  to  the  disposal  of  resolutions  that 
have  to  do  with  the  expenditure  of  money. 

In  an  expanding  society  such  as  ours  expenditures 
necessarily  must  increase.  This  is  in  keeping  with 
the  broadening  of  the  scope  of  its  activities  and  is 
due  to  a variety  of  causes.  Notwithstanding,  we 
are  happy  to  state  that  at  the  end  of  this  fiscal  year 
(December  31,  1956)  there  was  an  excess  of  income 
over  expenditures  for  the  General  Fund.  The  com- 
bined labors  of  the  treasurer  and  the  Budget  Com- 
mittee have  done  much  to  bring  about  this  satis- 
factory situation,  and  it  is  a compliment  to  their 
sagacity  and  foresight.  The  Board,  by  continued 
and  careful  scrutiny  of  the  budget  and  of  all  recom- 
mendations which  reach  it  periodically  for  the  ex- 
penditure of  Society  funds,  has,  we  believe,  exer- 
cised considered  judgment  and  prudence  in  its 
decisions.  Inflationary  trends  still  prevail  and  in 
the  foreseeable  future  show  no  tendency  to  be  re- 
versed. This  means  ever-increasing  costs  of  labor, 
goods,  and  services  with  which  the  Society  must 
continuously  cope.  Nevertheless,  as  custodians  of 
Society  funds,  the  Board  at  all  times  will  make  every 
effort  to  control  costs  and  all  outlays  consistent  with 
sound  business  procedure  and  the  natural  growth  of 
Society  activities. 

Investments  and  Reserves. — The  Board  of 
Trustees  has  been  concerned  over  the  changing 
proportion  of  values  of  common  stocks  and  pre- 
ferred stocks  and  bonds  in  the  funds  of  the  Society. 
When  they  were  purchased,  a ratio  was  maintained 
of  about  40  per  cent  common  stock  and  60  per  cent 
senior  securities.  With  the  increasing  value  of 
common  stocks  this  ratio  has  been  reversed  to  60 
per  cent  stocks  and  40  per  cent  bonds.  Because  of 
this  and  on  the  advice  of  our  financial  advisors,  the 
Chase  National  Bank,  the  Board  advised  us  to  sell 
sufficient  of  the  common  stock  holdings  so  that 
about  15  per  cent  of  the  total  fund  would  be  placed 
in  short-term,  highly  marketable  United  States 
Treasury  notes  and/or  bills,  to  be  available  for 
reinvestment  at  a more  favorable  time.  This  action 
brings  our  portfolio  in  line  with  the  accepted  prac- 
tices of  the  management  of  funds  such  as  ours. 

The  decision  to  invest  temporary  surplus  funds  in 
short-term  maturities  has  proved  to  be  a wise  one 
in  that  it  has  provided  satisfactory  income  from 
funds  which  otherwise  would  be  idle.  There  have 
been  a number  of  additions  to  and  deletions  from 
our  portfolio  in  addition  to  the  sales  and  redemptions 
of  short-term  securities,  which  have  upgraded  our 
holdings.  The  Investment  Committee  deserves 
commendation  for  its  skillful  management  of  the 
Society’s  resources. 

The  Board  continues  to  maintain  its  special 
funds.  As  of  December  31,  1956,  they  were  as 
follows: 

Investment  Fund  $464,226 

Building  Fund  $109,175 

Repair  and  Replacement  Fund  $ 55,049 

Employes  Beneficiary  Fund  $ 81 ,426 


A brief  statement  concerning  our  reserves  and  the 
present  practice  (since  1954)  of  bookkeeping  whereby 
established  portions  of  these  reserves  are  set  up  in 
designated  funds  is  in  order.  An  individual,  a 
business,  or  a society  is  only  as  strong  as  its  reserves. 
Over  the  years,  and  especially  the  earlier  years  of 
the  Society,  its  reserves  have  been  built  up  labori- 
ously by  a systematic  transfer  of  available  surplus, 
frequently  small,  for  investment.  This  policy  has 
been  followed  throughout  the  years,  and  it  has 
proved  a wise  one.  The  Society’s  credit  is  good. 
This  fact  has  served  us  well  in  recent  times  when 
deficits  were  incurred  and  temporary  borrowing  be- 
came necessary.  Without  this  collateral  the  Society 
would  have  been  unable  to  arrange  for  the  required 
loans. 

Situations  requiring  substantial  Credit  might 
occur  any  time,  and  the  Society  must  be  in  sound 
position  if  and  when  such  a contingency  should 
arise.  Even  now,  to  cite  a single  example,  the 
setting  up  of  the  Council  Committee  on  Industrial 
Health,  mandated  by  the  House  of  Delegates,  is 
looming  as  an  expense — a vitally  needed  one  if  you 
will — far  beyond  original  estimates.  Other  ex- 
panded programs  which  the  Society  is  instructed  to 
carry  out  entail  constantly  increasing  outlays. 
Obviously,  adequate  reserves  must  be  maintained 
at  all  times. 

Auditors’  Report. — With  the  change  in  the 
fiscal  year  of  the  Society,  approved  in  May,  1956, 
it  became  necessary  to  provide  for  certain  changes 
in  audit  procedures.  Because  of  the  change  a 
lapse  of  eighteen  months  would  have  occurred  be- 
tween audits  since  the  last  preceding  one  was  on 
June  30,  1955.  Accordingly,  it  was  voted  at  the 
meeting  on  September  13,  1956,  that  the  treasurer 
be  authorized  to  employ  auditors  for  the  period 
beginning  July  1,  1955,  through  December  31,  1956. 
Subsequently  the  books  were  audited  by  the  firm  of 
Patterson  and  Ridgway  for  the  fiscal  year  ended 
June  30,  1956,  and  a statement  of  their  examination 
of  the  accounts  of  the  Society  has  been  received. 
The  audit  for  the  period  from  January  1,  1956,  to 
December  31,  1956,  is  attached. 

Retirement  Plan  for  Employes. — For  a num- 
ber of  years  there  has  been  under  study  by  the 
Board  of  Trustees  the  setting  up  of  pensions  for 
employes.  On  April  10,  1956,  there  was  submitted 
to  the  Board  by  Marsh  and  McLennan,  Inc.  a 
retirement  plan  study  worked  out  by  their  pension 
department.  This  plan  was  approved  and  became 
effective  on  January  1,  1957. 

To  meet  the  costs  of  these  benefits  the  Society, 
by  action  of  its  House  of  Delegates,  has  assessed 
each  member  the  sum  of  $10  in  a single  payment. 
The  amount  so  realized  has  been  set  aside  for  the 
sole  purpose  of  providing  retirement  benefits.  To 
quote  Marsh  and  McLennan,  “It  is  the  function 
of  this  study  to  ascertain  the  period  of  time  that 
the  fund  of  $240,000  initially  contributed  will  be 
sufficient  to  pay  retirement  benefits  as  they  become 
due.” 

The  plan  specifically  excludes  any  optional  retire- 
ment age,  optional  payments  of  benefits,  death 
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benefits  before  retirement,  and  any  schedule  of  vest- 
ing. Any  employe  who  had  completed  five  years  of 
service  and  had  attained  age  thirty  but  not  age 
sixty-four  was  eligible  on  the  above  effective  date. 
Each  other  present  employe  and  each  future  em- 
ploye will  be  eligible  to  join  the  plan  on  the  first 
anniversary  of  the  effective  date  following  comple- 
tion of  these  requirements.  The  normal  retirement 
date  will  be  the  first  day  of  the  month  coinciding 
with  or  next  following  a member’s  sixty-fifth  birth- 
day. The  retirement  benefit,  payable  at  normal 
retirement  date,  will  be  equal  to  1 per  cent  of  a 
member’s  final  five-year  earnings  for  each  year  of 
service,  excluding  the  first  five  years  of  service, 
and  any  service  before  the  attainment  of  age  thirty. 
The  minimum  retirement  benefit  in  no  event,  re- 
gardless of  service  and  earnings  at  normal  retire- 
ment date,  shall  be  less  than  $50  a month. 

“The  Society  will  provide  the  entire  cost  and 
employes  will  not  be  required  to  contribute.  No 
death  benefit  will  be  payable  in  the  event  of  the 
death  of  a member  of  the  plan  either  before  or  after 
the  retirement.  The  Society  reserves  the  right  to 
amend,  modify  or  discontinue  the  plan.  Changes, 
modifications  or  discontinuance  will  not  affect  the 
payments  nor  the  amount  of  benefits  purchased 
prior  thereto.” 

There  follows  a chart  which  indicates  the  retire- 
ment benefits  for  the  various  earning  levels: 


Earnings 

Class 

Average  Monthly 
Earnings  for 
Five  Years 

Immediately  Preceding 
Retirement  Date 

Employes  Monthly 
Retirement  Benefit 
for  Each  Year  of 
Credited  Service 

i 

$162 . 50  and  under 

$0.50 

2 

162.51  to  187.50 

0.75 

3 

187.51  to  212.50 

1.00 

4 

212.51  to  237.50 

1 25 

5 

237.51  to  262.50 

1.50 

6 

262.51  to  287.50 

1.75 

7 

287.51  to  312.50 

2.00 

8 

312.51  to  337.50 

2.25 

9 

337.51  to  362.50 

2.50 

10 

362.51  to  387.50 

2.75 

11 

387.51  to  412.50 

3.00 

12 

412.51  to  437.50 

3.25 

etc.  increasing  by 

etc.  increasing 

$25 . 00 

by  $0.25 

At  the  meeting  of  the  Board  of  Trustees  on 
December  13,  1956,  a resolution  was  adopted: 

That  this  pension  fund  be  sequestered  in  invest- 
ments legal  for  trust  funds  in  New  York  State  when 
and  as  advised  by  the  Investment  Committee  of  the 
Board  of  Trustees;  and 

That  it  be  and  hereby  is  recommended  to  the 
Council  that  payments  be  made  from  this  fund  to 
eligible  employes  when  the  Council  is  so  advised  by 
the  Office  Administration  and  Policies  Committee. 

It  was  further  voted  that  the  Office  Administra- 
tion and  Policies  Committee  should  administer  the 
pension  fund.  The  Board  is  happy  to  report  this 
worthy  project  as  a fait  accompli.  Members  of 
the  Society  desiring  further  details  of  the  plan  and 
its  workings  may  obtain  them  through  the  account- 
ing department. 


War  Memorial  Fund. — The  House  of  Delegates 
at  the  annual  meeting  in  May,  1956,  voted  to  direct 
the  War  Memorial  Fund  Committee  of  the  trustees 
to  increase  the  allowance  for  each  beneficiary  from 
$600  to  $900  per  annum.  The  Board  at  its  meet- 
ing in  May  voted  that  the  committee  be  authorized 
to  pay  stipends  at  the  rate  of  $900  per  year  begin- 
ning with  the  fall  installment.  In  the  discussions 
it  was  pointed  out  that  such  an  increase  might  well 
lead  to  the  exhaustion  of  the  fund  in  1974  when  the 
last  beneficiary  will  be  twenty-five  years  old.  The 
original  War  Memorial  Fund  was  raised  as  the 
result  of  a single  assessment  in  1948.  It  was  sug- 
gested at  the  meeting  that  the  many  members  of 
the  Society  who  had  joined  since  1948  might  desire 
to  make  a voluntary  contribution  of  $12  to  the  fund. 
Accordingly,  notices  were  sent  to  the  beneficiaries 
of  the  fund  that  their  allowance  would  be  increased, 
and  a suitable  letter  was  drafted  and  sent  to  this 
segment  of  the  membership  embodying  the  above 
suggestion.  The  response  to  the  request  has  been 
gratifying;  up  to  December,  1956,  $4,833  had  been 
obtained.  An  excellent  editorial  by  Dr.  Redway 
in  the  Journal  and  box  notices  in  the  Newsletter 
and  the  Journal  serve  as  reminders. 

The  War  Memorial  Fund  is  now  operating  in  its 
ninth  year.  The  increase  in  the  stipend  was  grate- 
fully received  by  our  beneficiaries.  The  com- 
mittee is  aware  of  the  many  requests  for  contribu- 
tions that  are  received  by  physicians  but  hopes 
that  the  opportunity  to  aid  in  the  education  of  the 
children  of  their  colleagues,  as  explained  in  the  letter 
sent  to  members  who  heretofore  have  not  con- 
tributed to  the  fund,  will  not  be  overlooked.  Dr. 
Walter  Mott  has  ably  served  as  chairman  of  the 
War  Memorial  Committee,  and  a full  report  of  its 
activities  appeared  on  page  1293  of  the  April  1 
issue  of  the  Journal. 

Blood  Banks  Association. — The  House  of 
Delegates  at  its  May,  1956,  meeting  approved  the 
recommendation  of  the  reference  committee  that 
the  blood  exchange  program  of  the  Blood  Banks 
Association  of  New  York  State  be  continued  and 
that  the  limit  of  further  deficit  for  the  year  1956 
was  not  to  exceed  $15,000  (referring  to  the  over-all 
expenses  of  the  Blood  Banks  Association  and  its 
community  blood  program). 

During  1955  the  Association  had  a deficit  of 
$48,367.  For  the  calendar  year  1956  the  Associa- 
tion had  a deficit  of  $13,391  (tentative).  The  loss 
during  1956,  therefore,  was  $34,976  less  than  that 
of  1955.  Stringent  economies  were  effected  during 
the  year,  and  in  addition,  income  increased  about 
$2,500  over  the  preceding  year. 

The  operations  of  the  Blood  Banks  Association 
are  presented  in  the  report  of  the  Blood  Banks 
Commission  (April  1 issue  of  the  Journal,  page 
1298);  financial  details  which  properly  come  before 
the  Board  of  Trustees  will  be  dealt  with  in  a supple- 
mentary report  to  the  House  of  Delegates  in  May. 
In  1956  the  Blood  Banks  Association  borrowed 
approximately  $14,000  from  the  State  Society, 
making  their  indebtedness  to  us  approximately 
$93,000. 
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Medical  Directory. — We  are  looking  forward  to 
the  publication  of  the  1957  Medical  Directory  in 
May  or  June  of  this  year. 

There  is  no  doubt  that  the  costs  will  increase 
somewhat  over  those  of  the  previous  edition.  Dis- 
cussions have  been  held  with  the  printer  in  an  effort 
to  effect  reductions.  Some  savings  have  been 
made;  nevertheless,  salaries,  printing,  and  paper 
have  all  increased  in  price.  At  the  present  time  the 
Directory  editorial  department  is  operating  with  a 
minimum  of  personnel. 

The  allocated  cost  per  member  is  estimated  at 
the  present  time  to  be  about  $4.80  a copy.  In 
view  of  the  scope  of  information  which  is  published 
in  the  Directory,  it  would  seem  that  this  figure  is 
fairly  reasonable.  The  efforts  to  control  costs  by 
those  entrusted  with  the  production  of  this  publica- 
tion will  continue  to  be  a major  concern  of  the  Board. 

Differences  of  opinion  as  to  the  general  usefulness 
of  the  Directory  still  arise  in  various  areas  of  the 
State.  However,  the  Board  believes  that  there  is  a 
vital  need  for  such  a cataloging  of  doctors  and  feels 
this  represents  majority  opinion. 

Medicare. — After  a series  of  meetings  with 
Colonel  W.  F.  Lawrence,  the  contracting  officer  for 
the  Department  of  the  Army,  Office  of  the  Surgeon 
General,  the  Dependents’  Medical  Care  contract, 
popularly  known  as  Medicare,  was  signed  by  the 
chairman  of  the  Board  of  Trustees.  This  project 
went  into  effect  on  December  8,  1956.  It  is  re- 
ported for  information  only;  the  details  are  out- 
lined in  the  reports  of  the  president  and  of  the  chair- 
man of  the  Council  Committee  on  Economics 
(April  1 issue  of  the  Journal,  pages  1219  and  1250). 

Physicians’  Home. — It  is  worthy  of  notice  that 
through  a special  agreement  reached  between  the 
Society  and  the  Physicians’  Home,  80  square  feet 
of  floor  space  on  the  sixth  floor  of  the  Society’s 
offices  have  been  made  available  to  the  Home  for 
its  permanent  headquarters.  The  Board  officially 
approved  this  at  its  October  11,  1956,  meeting. 
We  are  happy  to  welcome  this  singularly  deserving 
organization. 

Hungarian  Relief. — On  the  recommendation 
of  the  Council,  the  Board  at  its  December  13,  1956, 


meeting  voted  to  contribute  $5,000  for  assistance  to 
Hungarian  refugee  doctors.  A check  for  this 
amount  was  sent  by  cable  to  Dr.  M.  Arthur  Kline 
of  the  American  Medical  Society  of  Vienna. 

Conclusion. — The  chairman  pro  tem  would  be 
remiss  if  he  did  not  express  the  appreciation  of  the 
Board  to  members  of  the  staff  and  others  who  have 
contributed  so  effectively  to  its  workings.  Its 
commendation  goes  particularly  to  the  treasurer, 
Dr.  Maurice  J.  Dattelbaum,  for  the  efficient  and 
faithful  discharge  of  his  duties;  to  his  associates, 
Drs.  Frederic  W.  Holcomb  and  Samuel  Z.  Freed- 
man, on  the  Budget  Committee;  to  the  legal 
counsel,  Mr.  William  F.  Martin,  for  his  considered 
opinions  when  required.  To  Miss  Doris  K.  Dough- 
erty and  Mrs.  Augusta  Grimm  the  Board  is  es- 
pecially grateful  for  invaluable  assistance  at  all 
meetings  and  to  Mr.  T.  E.  Alexander  and  his  staff 
for  the  valuable  technical  aid  they  have  afforded  at 
all  times.  Finally  and  most  importantly,  it  is 
particularly  indebted  to  Dr.  Walter  P.  Anderton. 
Acting  in  his  dual  capacity  as  secretary  of  the  Board 
and  secretary  and  general  manager  of  the  Society, 
not  only  has  he  painstakingly  supervised  all  details 
of  preparation  of  the  complex  agenda  for  the  meet- 
ings, but  he  has  also  implemented  tactfully  and 
efficiently  the  several  actions  and  decisions  of  the 
Board.  His  counsel  has  been  available  at  all  times, 
and  without  his  coordinating  efforts  the  Board’s 
tasks  would  have  been  confused  and  difficult. 

The  chairman  pro  tem  extends  his  personal 
thanks  to  his  fellow  members  of  the  Board  who, 
because  of  the  serious  illness  of  three  of  their  col- 
leagues, have  had  to  assume  added  responsibilities. 

This  report  is  prepared  as  of  February  10,  1957, 
and  will  be  supplemented  by  a special  report  when 
the  House  of  Delegates  convenes  in  May. 
Respectfully  submitted, 

J.  Stanley  Kenney,  M.D.,  Chairman,  pro  tem 
John  J.  Masterson,  M.D. 

Leo  F.  Schiff,  M.D.* 

Dan  Mellen,  M.D. 

Walter  W.  Mott,  M.D. 

Herbert  H.  Bauckus,  M.D. 

Renato  J.  Azzari,  M.D. 

* Deceased. 


Auditor’ s Certificate 

To  the  Board  of  Trustees,  Medical  Society  of  the  State  of  New  York: 


We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1956,  and  the  related  statements  of 
operating  income  and  general  and  other  funds  for 
the  year  then  ended.  Our  examination  was  made 
in  accordance  with  generally  accepted  auditing 
standards,  and  accordingly  included  such  tests  of 
the  accounting  records  and  such  other  auditing 
procedures  as  we  considered  necessary  in  the  cir- 
cumstances. 

We  did  not  confirm  the  unpaid  members’  dues 
by  correspondence  with  the  members. 


In  our  opinion,  the  accompanying  balance  sheet 
and  the  statement  of  operating  income  and  general 
and  other  funds  present  fairly  the  financial  position 
of  the  Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1956,  and  the  results  of  its  operations 
for  the  year  then  ended,  in  conformity  with  gen- 
erally accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  period. 

Patterson  and  Ridgway 
Certified  Public  Accountants 

March  11,  1957 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Cash  in  Banks  and  on  Hand 
December  31,  1956 


GENERAL  FUND 

INVESTMENT  FUND 

SPECIAL  FUNDS 

Total 

ENDOWMENT  FUNDS 

Lucien  Howe  Prize  Fund 

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund. . . 

Total  (Union  Dime  Savings  Bank) 

WAR  MEMORIAL  FUND 
On  deposit 


$125,277.81 f 
82,319.97 
25,568.38 


>233,166 

.16 

1 6,040 

32 

2,404 

63 

6,498 

97 

i 14,943. 

92 

; 7,855. 

00 

t Includes  S5.200.00  due  American  Medical  Association. 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


GENERAL  FUND 

U.S.  Treasury  Bills  (plus  Accrued  Interest) 

Cost 

$ 49,903.08 

Market 
$ 49,885.00 

INVESTMENT  FUND 

U.S.  Government  Obligations 

Railroad  Bonds 

Industrial  Bonds 

Mortgage 

Preferred  Stocks 

Common  Stocks 

8216,213.76 

5,551.25 

27,680.00 

2,780.74 

29,501.47 

150,960.45 

$213,103.00 

5,707.00 

27.771.00 
2,780.74 

28.050.00 
409,209.34 

Total 

$432,687.67 

$686,621 .08 

BUILDING  FUND 

U.S.  Treasury  Bonds 

$100,000  00 

$ 91,160.00 

EMPLOYES  BENEFICIARY  FUND 

U.S.  Treasury  Bonds 

Public  Utility  Bonds 

Industrial  Bonds 

$ 55,059.81 

10,454.81 

10,354.48 

$ 49,364.00 

9.100.00 

9.125.00 

Total 

$ 75,869.10 

$ 67,589  00 

REPAIR  AND  REPLACEMENT  FUND 

U.S.  Treasury  Bonds 

Common  Stocks 

$ 29,987.50 

9,841.91 

$ 28,187.00 
13,960.00 

Total 

$ 39,829.41 

$ 42,147.00 

WAR  MEMORIAL  FUND 

U.S.  Government  Obligations 

$215,505  95 

$199,917.00 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet — December  31,  1956 


ASSETS 


GENERAL  FUND 
Current  Assets 

Cash  in  Banks  and  on  Hand S125.277.81 

Less:  Due  American  Medical  Association 5,200.00  S120.077.81 


Investment  S50, 000.00  U.S.  Treasury  Bills  due  January.  1957 49,903.08 

Accounts  and  Notes  Receivable  (After  Reserves) 20,508.58 

Dues  Receivable — Net,  Estimated 5 \ 850 ! 00 

Due  from  Endowment  Funds — Per  Contra 850.00 

Due  from  U.S.  Government  “Medicare” 2,006.87 

Inventories 19[472i37 


Total  Current  Assets § 218,668.71 

Prepaid  Expenses 

Sundry  Expenses  and  Deposits 16,710.31 

Furniture  and  Fixtures — At  Nominal  Value 2.00 

Advance  (After  Reserve) 

Veterans  Medical  Service  Plan  of  New  York 15,760.53 


TOTAL  GENERAL  FUND 


251,141.55 


INVESTMENT  FUND 

Cash  in  Banks 82,319.97 

Investments  at  Cost  (Market  or  Redemption  Value  $686,621.08) 432,687.67 

Accrued  Interest  Receivable 2.455.91 


Less:  Due  to  Other  Funds  (Net) . . . 
TOTAL  INVESTMENT  FUND 


517,463.55 

3,238.03 


SPECIAL  FUNDS  UNDER  CONTROL  OF  THE  BOARD  OF  TRUSTEES 


Building  Fund 

Cash  in  Banks 7,120.09 

Investments — U.S.  Treasury  Obligations,  at  Cost  (Market  Value 

$91,160.00) 100,000.00 

Accrued  Interest  Receivable 683.28 

Due  from  Investment  Fund 1,371.88 


109,175.25 


Employes  Beneficiary  Fund 

Cash  in  Banks 

Investments — U.S.  and  Other  Obligations,  at  Cost  (Market  Value 

$67,589.00) 

Accrued  Interest  Receivable 

Due  from  Investment  Fund 


4,225.22 

75,869.10 

331.76 

999  95  81,426.03 


Repair  and  Replacement  Fund 

Cash  in  Banks 14,223.07 

Investments,  at  Cost  (Market  Value  $42,147.00) 39,829.41 

Accrued  Interest  Receivable 102.34 

Due  from  Other  Funds 893.98  55,048  80 


TOTAL  SPECIAL  FUNDS 

ENDOWMENT  FUNDS 

Cash  in  Bank 14,943.92 

Less:  Due  to  General  Fund • 850.00 


TOTAL  ENDOWMENT  FUNDS 

WAR  MEMORIAL  FUND 

Cash  in  Bank 7,855.78 

Investments — U.S.  Treasury  Bonds  (Market  Value  $199,917.00) 215,505.95 

Accounts  and  Interest  Receivable 2,765.39 

Due  from  General  Fund 1,091.00 


TOTAL  WAR  MEMORIAL  FUND 


514,225.52 


245,650.08 


14,093.92 


227,218.12 


PENSION  FUND 

Due  from  General  Fund — Per  Contra 


8,093.24 


TOTAL  ASSETS 


$1,260,422.43 
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TRUSTEES 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet — December  31,  1956 


LIABILITIES  AND  FUNDS 


GENERAL  FUND 
Current  Liabilities 

Accounts  Payable 

Taxes  Payable  (Including  Withholding) 

Due  to  Other  Funds 

Total  Current  Liabilities 

Deferred  Credits 

Membership  Dues — 1957 

Annual  Meeting  1957  and  Sesquicentennial  Income 
Sundry 

Total  Deferred  Credits 

General  Fund 

Total  General  Fund 


S 19,891.15 

7.154.01 

9.212.02 


$ 36,257.18 


20,598.22 
35 , 534 . 50 
13,420.21 


69,552.93 

145,331.44 


251,141.55 


INVESTMENT  FUND 


Reserve  for  Depreciation  of  Investments 50,000.00 

Balance 464,225.52 


TOTAL  INVESTMENT  FUND 


514,225.52 


SPECIAL  FUNDS  UNDER  CONTROL  OF  THE  BOARD  OF  TRUSTEES 


Building  Fund 109,175.25 

Employes  Beneficiary  Fund 81,426.03 

Repair  and  Replacement  Fund 55,048.80 


TOTAL  SPECIAL  FUNDS 


245,650.08 


ENDOWMENT  FUNDS 


Lucien  Howe  Prize  Fund 5,840.32 

Merit  H.  Cash  Prize  Fund 2,104.63 

A.  Walter  Suiter  Lectureship  Fund 6,148.97 


TOTAL  ENDOWMENT  FUNDS 


14,093.92 


WAR  MEMORIAL  FUND 


227,218. 12 


PENSION  FUND 

Prepaid  Income 8,093.24 

TOTAL  LIABILITIES  AND  FUNDS $1,260,422.43 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Statement  of  Operating  Income  and  Expenses 
For  the  Year  Ended  December  31,  1956 


OPERATING  INCOME 

Members  Dues  for  the  Year  1956,  After  Reserve $567,476.30 

Less:  Allocation  to  Journal  Circulation  Income,  as  Authorized  by  the 

Board  of  Trustees ' 60,610.00 


506,866.30 

Net  Operating  Income  from  Journal 42,551 .99 

Sales  of  1955  Directories  (Net) 2,770.47 

Interest  on  Savings  Accounts 2^645. 46 

Sundries 107.46 


554,941.68 

OPERATING  EXPENSES 

Administrative . . $134 , 845 . 40 

Public  and  Professional  Relations  Bureau 69,521.64 

Legislation  Bureau — Albany  Office 26,102.48 

Workmen’s  Compensation  Bureau 21 , 720 . 68 

Bureau  of  Medical  Care  Insurance 20,252.03 

Scientific  Activities 20 , 890 . 76 

Woman’s  Auxiliary 6,515.22 

District  Branches 3,177.44 

Planning  Committee  for  Medical  Policies 693 . 45 

Malpractice  Insurance  and  Defense  Board 2,439.38 

Malpractice  Defense  Audit 1 , 250 . 00 

Malpractice  Defense  Survey 1 , 250 . 00 

Counsel — Retainer  and  Expenses 35,000.00 

T raveling  Expenses 30 , 233 . 1 7 

Cults 2,883.49 

A.M.A.  Conference  Room  Expenses 1,401 .30 

Pensions 3,600.00 

Refugee  Hungarian  Physicians 5 , 000 . 00 

Sundries 1,535.64 

Expenses  of  Blood  Banks  Association  of  the  State  of  New  York,  Inc 12,600.00 

Contributions  to  Blood  Banks  Association  of  the  State  of  New  York,  Inc. . . 1 , 400 . 00 

Annual  Meeting,  1956 5,487.05 

Medical  Directory  1957 — One-half  of  Estimated  Loss 57,640.00  465,439. 13 


EXCESS  OF  OPERATING  INCOME  OVER  EXPENSES 89,502.55 

SPECIAL  CREDIT  TO  PROFIT  AND  LOSS 

Reversal  of  Portion  of  Estimated  Loss  on  Medical  Directory  1957  Charged 

to  Expenses  in  1 955 26,751.00 


TRANSFERRED  TO  GENERAL  FUND $116,253.55 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


TRUSTEES 
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Treasurer' s Report 


To  the  House  of  Delegates,  Gentlemen: 

Your  treasurer  presents  his  report  this  year  with 
much  gratification.  It  is  hoped  that  the  reader  will 
give  a reasonable  amount  of  time  to  reviewing  the 
report  submitted  as  Table  I. 

The  work  of  the  treasurer  of  the  Society  includes 
submission  of  a monthly  financial  report  to  the  Board 
of  Trustees.  In  addition,  the  treasurer  is  required  to 
sign  checks  for  the  payment  of  Society  bills. 

Your  treasurer  is  at  the  Society’s  office  one  morn- 
ing each  week.  At  this  time  not  only  are  checks 
signed,  but  impromptu  conferences  are  held  with  the 
secretary  and  general  manager  as  well  as  with  our 
accountant.  Much  of  the  work  of  these  conferences 
revolves  around  the  expenditure  of  monies  as  com- 
pared with  the  budget  which  is  approved  by  the 
Council  and  Board  of  Trustees. 

Table  I,  appended  to  this  report,  exhibits  the 
items  of  income  and  expenditures.  The  reason  that 
your  treasurer  is  gratified  with  this  report  is  that 
for  the  calendar  year  1956  we  will  have  a net  addi- 
tion to  surplus  of  more  than  SI  16,000. 

Reference  to  the  income  section  of  this  report  will 
show  an  increase  in  our  dues  income  of  almost 
$18,000.  Our  Journal  loss  before  dues  allocation 
decreased  more  than  $14,000.  Our  income  from 
interest  increased  more  than  $2,000.  The  total  in- 
crease in  income  amounted  to  more  than  $24,000. 

Reference  to  the  expenditure  section  of  Table  I 
will  show  sundry  increases  and  decreases  in  various 
accounts. 

It  will  be  noted  that  the  M edical  Directory  expendi- 
tures decreased  from  $72,543  in  1955  to  $28,103  in 
1956.  The  reduction  in  this  account  is  not  due  to 
any  saving.  It  will  be  recalled  that  at  the  May, 
1956,  meeting  of  the  House  of  Delegates  we  changed 


our  fiscal  year  from  one  ending  June  30  to  one  ending 
December  31.  We  are  feeling  the  effect  of  this 
change  in  this  year’s  financial  report.  If  we  were 
still  on  a fiscal  year  ending  June  30,  the  1956  figure 
would  be  approximately  $54,000  rather  than  the 
$28,103  reported. 

During  1955  total  expenditures  in  connection  with 
the  Blood  Banks  Association  of  New  York  State, 
Inc.,  amounted  to  $47,000.  During  1956  $12,600 
was  expended,  and  in  addition  $1,400  was  treated 
as  a contribution.  Total  expenditures  amounted  to 
$14,000. 

We  are  only  too  aware  of  the  increase  in  the  cost 
of  living.  Each  year  we  find  that  we  have  to  pay 
more  for  the  same  supplies.  We  also  must  keep  our 
salary  schedule  in  line  with  the  salaries  which  are  in 
effect  in  the  New  York  City  area.  However,  even 
though  we  have  had  to  face  rising  costs,  we  have 
been  able  to  end  the  year  with  a surplus. 

Our  General  Fund  surplus  as  of  December  31, 
1956,  amounted  to  slightly  more  than  $145,000. 
Your  treasurer  believes  that  as  a long-term  aim  our 
surplus  ought  to  be  at  least  equal  to  one  year’s  dues. 
At  the  present  time  we  are  far  from  this  goal,  but  we 
are  certainly  on  the  right  road. 

The  treasurer  expresses  deep  appreciation  to  our 
secretary  and  general  manager,  Dr.  Walter  P. 
Anderton.  His  advice  and  suggestions  have  proved 
to  be  most  valuable.  Mr.  Frank  Grassi,  our  account- 
ant, and  Mr.  Thomas  E.  Alexander,  our  office  manager, 
fully  cooperated  in  assisting  the  treasurer,  and  a 
word  of  thanks  is  extended  to  them  as  well  as  to  the 
entire  staff  of  the  accounting  department. 
Respectfully  submitted, 

Maurice  J.  Dattelbaum,  M.D.,  Treasurer 
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Report  of  the  Council 


Liaison  Committee  with  Veterans 
Adm  i nistrat  ion 

The  Subcommittee  on  Liaison  with  the  Veterans 
Administration  is  composed  of  the  following: 


George  A.  Burgin,  M.D.,  Chairman.  . . Herkimer 

Herbert  H.  Bauckus,  M.D Erie 

Harry  Golembe,  M.D Sullivan 


The  Veterans  Liaison  Committee  of  the  Medical 
Society  of  the  State  of  New  York  functions  closely 
with  the  Veterans  Medical  Service  Plan  of  New 
York,  Inc.  Dr.  Herbert  H.  Bauckus  of  Buffalo  is 
president  of  the  board  of  directors  and,  until  this 
past  year,  chairman  of  the  Liaison  Committee. 

The  Veterans  Medical  Service  Plan  of  New  York, 
Inc.,  was  established  in  1946  as  a separate  corpora- 
tion so  that  a contract  could  be  made  between  the 
VA  and  the  State  Medical  Society  to  give  medical 
care  on  a free-choice  basis  to  veterans  with  service- 
connected  illness.  During  the  past  few  years  the 
home-town  care  has  largely  been  taken  over  by  the 
veterans  hospitals  so  that  the  duties  of  this  com- 


mittee have  become  few.  There  have  been  no  com- 
plaints or  need  of  disciplinary  action  presented  this 
year. 

The  Liaison  Committee  held  a meeting  in  Albany 
on  November  4 of  last  year,  at  which  Dr.  James 
Greenough,  president;  Dr.  Walter  P.  Anderton, 
secretary;  Dr.  John  C.  McClintock,  chairman, 
Council  Committee  on  Economics;  and  Dr.  Herbert 
H.  Bauckus,  trustee,  were  present.  Dr.  Bauckus 
gave  a very  detailed  and  helpful  review  of  the  ex- 
perience of  the  past  ten  years  and  revealed  the  less- 
ening demand  for  medical  care  at  the  local  level. 
Changes  in  the  fee  schedule  have  been  made  in  certain 
psychiatric  cases,  and  a more  liberal,  general  fee 
schedule  was  suggested.  This  of  course  is  to  be 
arranged  between  the  VA  and  the  corporation. 

Your  chairman  is  most  grateful  for  the  help  and 
advice  given  by  Dr.  Bauckus  and  feels  that  this 
committee  has  failed  to  relieve  him  of  some  of  the  de- 
tails as  anticipated. 


Supplementary  Report  of  Planning  Committee  for  Medical 

Policies 
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To  the  House  of  Delegates,  Gentlemen: 

The  committee  met  to  receive  and  act  on  subcom- 
mittee reports  as  assigned  at  the  meeting  of  Decem- 
ber 12,  1956. 

1 . President  James  Greenough  reported  that  the 
Council  and  trustees,  after  receiving  the  report  of  the 
chairman  of  the  special  committee  (Dr.  A.  Eggston), 
felt  it  was  not  advisable  to  buy  a permanent  home  for 
the  Society  at  this  time.  There  should  be  further 
consideration  of  this  matter  two  years  before  the 
present  lease  expires  (1959). 

2.  The  subcommittee  of  Drs.  Givan  (chairman), 
Mott,  and  Rogers  reported  on  their  study  of  the  (a) 
size  and  composition  of  Planning  Committee,  (b) 
size  of  Council,  and  (c)  size  of  Board  of  Trustees. 

The  subcommittee  reported  that  it  did  not  advise 
any  change  in  the  composition  or  numbers  of  any  of 
these  bodies.  This  recommendation  was  unani- 
mously approved  by  the  total  committee. 

3.  The  subcommittee  of  Drs.  Shea  and  Jenkins 
reported  on  the  House  of  Delegates  “recommenda- 
tion that  the  Bureau  of  Medical  Care  Insurance  be 
abolished.”  The  report  of  the  subcommittee  was 
unanimously  adopted  that  the  Bureau  of  Medical 


Care  Insurance  be  retained.  At  this  time  it  is  an 
absolute  necessity  for  the  functioning  of  the  “Medi- 
care” program. 

4.  The  subcommittee  of  Drs.  Holcomb  (chair- 
man), Penta,  Gaffney,  and  Murphy  reported  an  ex- 
haustive stud}'  of  their  problem:  “An  impartial  fact- 
finding study  of  the  Public  and  Professional  Rela- 
tions Bureau  and  the  Public  Relations  Committee 
and  the  Legislation  Committee  and  Bureau.” 

This  report  was  considered  under  five  subdivisions. 

(a)  “Possible  combination” — The  committee 
unanimously  adopted  the  following  motion : “At  the 
present  time  it  does  not  seem  feasible  to  combine  the 
Legislation  Bureau  and  Legislation  Committee  with 
the  Public  and  Professional  Relations  Bureau  and 
Public  Relations  Committee,  but  that  the  Planning 
Committee  should  continue  the  study  of  the  situa- 
tion.” 

( b ) “Curtailment  of  total  expense’  ’—The  committee 
concluded  that  it  would  not  change  the  cost  by  com- 
bining the  two  bureaus  and  committees. 

(c)  “Possible  use  of  professional  public  relations 
firm  with  less  intra-Society  help.” 
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(1)  The  total  committee  unanimously  rec- 
ommended that  a professional  public  relations  firm 
should  not  take  over  our  Public  and  Professional 
Relations  Bureau.  This  bureau  should  be  com- 
pletely under  the  control  of  the  Society. 

(2)  A motion  was  unanimously  carried  that:  “The 
president  appoint  a special  ad  hoc  committee  of 
three  to  study  the  Public  and  Professional  Relations 
Bureau,  this  committee  to  report  to  the  Council, 
and  if  they  find  need  of  expert  advice,  they  should 
request  the  necessary  funds  of  the  Council  and 
trustees.” 

( d ) “Retention  of  Mr.  Beasley” — The  subcommit- 
tee reported  that  Mr.  Beasley  is  the  legal  adviser  to 
the  legislation  office  in  Albany.  He  is  a good  con- 
tact man.  He  is  an  excellent  prognostigator  of 
legislative  possibilities,  and  his  advice  is  of  real 
practical  help  to  the  Society.  The  total  committee 
concurred  unanimously  that  Mr.  Beasley  be  re- 
tained in  his  present  capacity. 

(e)  “Value  of  Albany  representation”- — The  sub- 
committee felt  that  an  Albany  contact  was  a neces- 
sity. Our  office  is  used  by  legislators  for  information 
and  advice.  The  total  cost  for  the  Albany  office  for 
24,000  members  is  $26,000.  The  total  committee 
concurred  unanimously  that  the  present  status  of  the 
Albany  office  be  retained. 

5.  The  subcommittee  of  Drs.  Boland  (chairman) 
and  Di  Natale  gave  a twofold  report  of  their  study 
of  the  “Public  Health  and  Education  Committee.” 

(a)  “Need  for  the  committee”- — It  was  unani- 
mously passed  that  the  committee  be  in  its  present 
form:  three  members  and  the  New  York  State  and 
New  York  City  Commissioners  of  Health  as  ad- 
visers. 

( b ) “Need  for  individual  subcommittees  and  their 


composition” — The  subcommittee,  after  consulta- 
tion with  the  president-elect,  Dr.  Givan,  and  the 
chairman  of  the  Council  Committee,  Dr.  Curphey, 
presented  the  following  report  unanimously  adopted 
by  the  total  committee. 

(1)  Maternal  and  Child  Welfare:  no  change. 

(2)  School  Health:  reduce  to  five  members,  one 
from  Albany  County;  retain  Drs.  Joseph  A.  Geis  and 
Alfred  Yankauer,  Jr.,  as  advisers. 

(3)  General  Practice:  Continue  nine  members, 
one  from  each  district  branch. 

(4)  Cancer:  seven  members  and  a representative 
of  the  American  Cancer  Society,  the  Bureau  of 
Cancer  Control,  New  York  State  Department  of 
Health,  and  the  Assistant  Commissioner,  Depart- 
ment of  Health,  City  of  New  York,  as  advisers. 

(5)  Heart  Disease:  seven  members,  the  addi- 

tional member  to  be  selected  from  the  metropolitan 
area. 

(6)  Medical  Film  Review:  five  members  and  the 
director  of  Public  Health  Education,  New  York 
State  Department  of  Health,  as  adviser. 

(7)  Physical  Medicine  and  Rehabilitation:  no 
change. 

(8)  Geriatrics:  no  change. 

(9)  Diabetes:  five  members. 

(10)  Hard  of  Hearing  and  the  Deaf:  no  change. 

(11)  Mental  Hygiene:  seven  members;  request 

more  activity  of  this  committee. 

I have  been  most  fortunate  in  this  my  first  year  as 
chairman  of  the  Planning  Committee  in  having  a 
committee  of  such  outstanding  clarity  of  vision, 
ability,  and  willingness  to  work  long  and  hard. 
They  have  done  a magnificent  job. 

Respectfully  submitted, 

Ffederick  A.  Wurzbach,  Jr.,  Chairman 


Report  of  First  District  Branch 


To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District  Branch 
was  held  at  4 p.m.  on  Sunday,  May  6,  1956,  in  the 
West  Room  of  the  Hotel  Statler.  There  were  69 
voting  members  present  (members  of  the  House  of 
Delegates). 

1.  The  treasurer,  Dr.  Moses  Krakow,  submitted 
a report  of  receipts  and  expenditures  for  the  Co- 
ordinating Council  of  the  First  District  Branch 
showing  that  as  of  May  1,  1956,  there  was  a balance 
of  $782.87  in  the  treasury. 

2.  A resolution  was  discussed  from  the  Medical 
Society  of  the  County  of  Kings  concerning  the  con- 
trol of  municipal  hospitals  by  medical  schools  or  by 
teaching  institutions.  After  lengthy  discussion  it 


was  decided  that  no  action  be  taken  on  this  matter 
for  the  present. 

3.  On  motion  it  was  approved  that  in  the  opinion 
of  the  members  of  the  First  District  Branch,  the 
director  of  a clinical  pathologic  laboratory  should  be 
a duly  licensed  physician,  preferably  one  qualified  in 
pathology. 

4.  The  Nominating  Committee  brought  in  the 
following  nominations: 

For  president — Herbert  Berger 

For  vice-president — Frederick  W.  Wurzbach,  Jr. 

For  secretary— Charles  F.  McCarty 

For  treasurer — Moses  H.  Krakow 
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On  motion  all  of  these  members  were  elected  to 
serve  until  the  May,  1958,  meeting. 

5.  Immediately  after  the  regular  meeting  of  the 
voting  members  of  the  First  District  Branch,  there 
was  an  executive  meeting  of  the  Coordinating  Coun- 
cil at  which  Dr.  Ezra  Wolff  was  elected  chairman  of 
the  Council  until  the  May,  1957,  meeting  and  Dr. 
Peter  Murray  was  elected  vice-chairman. 

The  following  is  an  abstract  of  the  meetings  of  the 
coordinating  Council  and  its  executive  committee 
from  July,  1956,  through  March,  1957: 

6.  A special  meeting  of  the  Coordinating  Council 
of  the  First  District  Branch  was  held  at  the  Queens 
County  Medical  Society  on  July  10,  1956.  The 
matter  of  the  commission  to  study  health  insurance 
for  New  York  State  employes  was  discussed.  It 
was  stated  that  there  are  8,000  State  employes  and 
their  families  in  the  State  of  New  York.  The  com- 
mission for  the  study  which  has  been  appointed,  four 
by  the  Governor  and  four  by  the  Legislature,  was 
named.  One  member  of  the  Coimcil  of  the  Medical 
Society  of  the  State  of  New  York  is  a member  of  the 
commission,  but.  he  was  not  appointed  on  recom- 
mendation of  the  Medical  Society  of  the  State  of 
New  York.  It  was  felt  that  since  medical  care  for 
State  employes  and  their  families  is  of  vital  concern 
to  the  medical  profession,  the  following  telegram  was 
sent  to  Dr.  James  Greenough,  president  of  the  Medi- 
cal Society  of  the  State  of  New  York,  and  Dr. 
Walter  P.  Anderton,  secretary. 

At  a special  meeting  of  the  Coordinating  Coimcil  of 
the  First  District  Branch  held  on  July  10,  1956,  the 
matter  of  the  composition  of  the  Commission  to  study 
medical  care  coverage  for  New  York  State  employes 
was  discussed. 

It  was  the  unanimous  opinion  of  the  Coimcil  that 
the  State  Society  should  immediately  communicate 
with  the  Governor,  the  Speaker  of  the  Assembly,  and 
the  Majority  Leader  of  the  Senate,  expressing  its 
protest  against  the  lack  of  official  representation  of 
the  practicing  physicians  of  the  State  on  this  Com- 
mission and  asking  that  this  situation  be  remedied. 

Since  we  as  physicians  will  provide  the  medical  care 
under  whatever  plan  is  evolved,  we  have  a vital  stake 
in  fashioning  the  organization  through  which  it  will 
be  administered. 

We  urge  prompt  and  vigorous  action  by  your 
Executive  Committee  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York.  If  no  meeting  of 
that  body  is  scheduled  for  the  immediate  future,  we 
respectfully  request  that  a special  meeting  of  the 
Executive  Committee  be  called  immediately  for  the 
purpose  of  making  this  protest  and  that  representa- 
tion from  this  Coordinating  Coimcil  be  invited  to 
attend  this  meeting. 

The  matter  of  old  age  security  payments  for  dis- 
abled persons  was  discussed.  It  was  agreed  that  the 
Coordinating  Council  would  wire  the  Senators  from 
New  York  State  concerning  their  opposition  to  the 
new  proposal  to  be  added  to  the  Social  Security  Bill, 
H.R.  7225,  which  makes  disabled  persons  eligible  for 
social  security  at  the  age  of  fifty. 

7.  At  the  September  meeting  of  the  Coordinating 
Council,  a request  was  read  from  the  New  York 
State  Pharmaceutical  Association  asking  that  the 
Coordinating  Council  send  a representative  to  ap- 


pear at  the  hearing  in  Cooperstown  on  September 
20,  1956.  This  hearing  is  to  be  held  by  a special 
Committee  of  the  Legislature  to  study  a bill  to  pre- 
vent the  selling  of  pharmaceuticals  by  anyone  except 
a registered  pharmacist.  Bills  have  been  introduced 
to  prevent  the  selling  of  drugs  by  other  than 
registered  pharmacists.  Bills  have  also  been  intro- 
duced to  allow  the  chain  stores,  cigar  stores,  etc.,  to 
sell  ordinary  drugs,  some  of  which  may  be  very  harm- 
ful. It  was  decided  that  Dr.  John  G.  Masterson, 
chairman  of  the  Legislation  Committee,  be  asked  to 
attend  this  hearing  and  attend  the  meeting  in  Coo- 
perstown on  September  19. 

Dr.  John  G.  Masterson  reported  at  the  October 
meeting  of  the  Coordinating  Council  as  follows: 

In  accord  with  the  wishes  of  the  Coordinating 
Council  of  the  Five  County  Medical  Societies  in  New 
York  City,  I appeared  at  the  Drumm  Committee 
Hearing  on  September  20,  1956,  at  Cooperstown. 
This  legislative  committee  was  assigned  the  duty  by 
the  New  York  State  Legislature  at  its  1956  session 
to  hold  hearings  regarding  the  sale  of  drugs  and  medi- 
cines in  the  State  of  New  York.  In  my  presentation 
at  the  hearings  I supported  the  proposed  Brydges- 
Brady  bill.  This  bill  would  not  only  carry  out  the 
intent  of  the  present  law  but  would  also  strengthen 
the  position  of  the  Board  of  Pharmacy.  In  the  in- 
terest of  public  health,  it  would  restrict  the  sale  by 
manufacturers,  wholesalers,  and  distributors  of 
proprietary  drugs  and  medicines  which  are  poisonous, 
deleterious,  and/or  habit  forming,  to  only  those 
places  that  are  licensed  by  the  Board  of  Pharmacy. 

My  position  was  supported  by  representatives  of 
the  New  York  State  Board  of  Pharmacy,  the  Commis- 
sioner of  Health  of  the  State  of  New  York,  the  Com- 
missioner of  Health  of  the  City  of  New  York,  and  the 
New  York  State  Pharmaceutical  Association. 

8.  At  the  September  meeting  of  the  Coordinating 
Council,  it  was  reported  by  Dr.  Wolff  that  the  Code 
of  Cooperation  of  the  Bar  Association  and  Coordinat- 
ing Council  was  being  prepared  by  representatives 
from  the  Greater  New  York  Bar  Association  and 
from  the  Coordinating  Council. 

It  was  also  approved  that  the  members  of  the 
various  component  county  medical  societies  be 
notified  that  anybody  who  engages  a third  party  to 
solicit  cases  for  him  will  be  considered  unethical. 

9.  At  the  October  meeting  of  the  Coordinating 
Council  the  following  recommendation  was  made  by 
the  Bronx  County  Medical  Society: 

When  a patient  is  covered  by  United  Medical 
Service  Insurance  and  has  additional  coverage,  the 
United  Medical  Sendee  Participating  Physician, 
irrespective  of  the  patient’s  income,  shall  be  en- 
titled to  charge  the  patient  a sum  equal  to  his  regu- 
lar fee  or  to  the  sum  total  of  the  patients  proceeds, 
whichever  is  less. 

Explanation  for  this  action:  Originally,  the 
physicians  participating  in  United  Medical  Service 
agreed  to  treat  patients  in  low-income  groups  as  "serv- 
ice benefits”  cases  in  order  to  prevent  financial  hard- 
ship for  people  in  the  so-called  “medically  indigent” 
category.  Participating  physicians  are  bound  by 
contract  not  to  charge  this  class  of  patient  any  fee 
higher  than  that  specified  in  the  United  Medical 
Service  Fee  Schedule.  “Sendee  benefits”  are  there- 
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fore  granted  to  low-income  groups  on  the  implied 

assumption  of  medical  indigency,  but  in  the  case  of 
f,  multiple  insurance  coverage  there  is  obviously  no 

! medical  indigence. 

si 

The  Council  approved  that  the  Council  itself  and 
each  county  medical  society  be  asked  to  request 
, United  Medical  Service  to  comply  with  the  recom- 
mendation approved  by  the  Bronx  County  Medical 
Society. 

10.  At  the  November  meeting  of  the  Coordinat- 
ing Council  a letter  was  read  from  Dr.  Leona  Baum- 
gartner concerning  the  fact  that  at  least  six  million 
doses  of  Salk  vaccine  must  be  given  to  persons  under 
the  age  of  forty  prior  to  the  spring  of  1957.  After 
much  discussion  it  was  decided  that  the  Executive 
Committee  (the  president,  treasurer,  secretary, 
chairman  of  the  Coordinating  Council,  and  the 
presidents  of  each  of  the  five  county  medical  so- 
cieties) meet  w'ith  the  Commissioner  of  Health  to 
plan  an  all-out  campaign  in  order  that  all  persons 
under  forty  years  of  age  may  be  inoculated  with 
Salk  vaccine  by  private  physicians  whenever  pos- 

. sible  at  a maximum  fee  to  be  set  by  the  committee; 
e also  that  the  county  societies  be  asked  to  request 
1 physicians  in  Greater  New  York  to  cooperate  with 
these  activities  in  order  that  paralytic  anterior 
poliomyelitis  may  be  eliminated  from  New  York 
1 City. 

11.  At  a meeting  of  the  Executive  Committee  of 
the  Coordinating  Council  held  at  the  home  of  Dr. 
Ezra  Wolff  on  November  18,  1956,  the  following  mat- 
ters were  recommended  by  the  Executive  Com- 
mittee: 

A campaign  to  eradicate  poliomyelitis  is  to  be  in- 
augurated by  the  five  county  medical  societies  in 
cooperation  with  the  New  York  City  Department  of 
Health  during  the  period  from  January  1,  1957,  to 
February  18,  1957. 

During  this  period  all  doctors  in  Greater  New 
York  are  to  be  requested  by  their  individual  county 
medical  societies  to  give  inoculations  of  Salk  vaccine 
in  their  offices  at  a fee  not  to  exceed  $3.00  per  in- 
oculation. This  fee  would  include  the  cost  of  the 
vaccine.  Vaccine  to  be  used  in  physicians’  offices 
during  this  period  shall  come  from  commercial 
sources. 

If  the  Health  Department  will  provide  free  vac- 
cine for  mass  inoculations,  physicians  who  are  mem- 
bers of  the  county  medical  societies  will  be  re- 
quested to  volunteer  to  give  these  inoculations  at 
certain  fixed  times  without  charge.  It  is  expected 
that  if  this  system  is  used,  the  Department  of  Health 
will  release  vaccine  for  use  to  these  vaccination  groups 
for  anyone  under  the  age  of  forty.  The  places  where 
these  inoculations  will  be  given  will  be  determined 
jointly  by  the  individual  county  medical  societies 
and  the  Department  of  Health. 

Placards  will  be  supplied  to  all  doctors  which  they 
may  sign  and  place  in  their  offices  if  they  are  co- 
operating with  this  mass  inoculation  drive  and  are 
willing  to  give  the  vaccine  for  $3.00  per  inoculation, 
including  the  cost  of  the  commercially  supplied 
vaccine. 

All  news  releases  concerning  this  campaign  are  to  be 
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made  jointly  by  the  New  York  City  Department  of 
Health  and  the  Coordinating  Council. 

12.  At  a special  meeting  of  the  Executive  Com- 
mittee with  the  Commissioner  of  Health,  held  at  the 
Health  Department  on  November  29,  1956,  the  fol- 
lowing statements  were  made: 

Dr.  Baumgartner  announced  that  she  was  very 
pleased  to  accept  the  offer  of  the  county  medical 
societies  and  that  she  and  her  staff  would  cooperate 
in  this  effort  to  eliminate  polio. 

The  question  of  malpractice  liability  of  physicians 
was  also  discussed.  The  committee  was  informed 
that  if  any  treatment  or  any  preventive  measures 
which  were  used  and  the  procedures  followed  were 
those  usual  in  the  community,  the  doctor’s  ordinary 
liability  insurance  covered  him.  Dr.  Baumgartner, 
speaking  for  the  Health  Department,  assured  the 
Coordinating  Council  that  the  injection  of  Salk 
vaccine  was  no  longer  in  the  experimental  state  but 
that  these  injections  were  definitely  in  the  accepted 
field  of  preventive  medicine. 

It  was  decided  that  the  original  stress  of  the  cam- 
paign should  be  placed  on  the  inoculation  of  patients 
by  private  physicians  in  their  offices  at  $3.00  per 
injection.  After  the  inoculations  in  physicians’ 
offices  was  well  under  way,  plans  for  mass  inocula- 
tion in  health  centers,  community  houses,  housing 
developments,  and  public  places  by  volunteer 
physicians  would  be  sent  to  the  county  medical  so- 
cieties. 

13.  At  the  February,  1957,  meeting,  it  was  re- 
ported that  the  following  bills  had  been  introduced 
in  the  Legislature:  autopsy  bill,  workmen’s  compen- 
sation bills,  and  chiropractic  bill. 

At  this  meeting  Dr.  Peter  Murray  was  appointed 
to  attend  the  hearings  on  fluoridation  of  the  New 
York  City  water  supply  to  be  held  by  the  Board  of 
Estimate  on  March  6,  1957. 

14.  At  the  March  meeting  Dr.  Morris  Jacobs, 
the  newly  appointed  Commissioner  of  Hospitals, 
asked  that  the  members  of  the  Coordinating 
Council  communicate  with  him  at  any  time  on  any 
problems,  and  he  expressed  his  willingness  to  co- 
operate with  the  medical  societies. 

Mr.  Thomas  A.  Hendricks,  field  director  of  the 
American  Medical  Association,  was  a guest  at  the 
meeting  and  discussed  cooperation  between  the 
American  Medical  Association  and  the  160,000  doc- 
tors in  the  LTnited  States.  Mr.  Hendricks  expressed 
the  desire  that  all  of  the  doctors  in  the  country  work 
more  closely  with  the  American  Medical  Association. 

Dr.  Peter  Murray  and  Dr.  George  Schwartz  dis- 
cussed the  hearing  on  fluoridation  that  was  held  on 
March  6,  1957,  before  the  Board  of  Estimate.  Both 
doctors  decided  that  the  hearing  had  not  advanced 
the  cause  of  fluoridation.  Both  felt  that  there  could 
have  been  better  management.  It  was  also  felt  that 
if  more  outstanding  physicians  had  been  permitted 
to  speak  on  this  subject  rather  than  persons  from 
out  of  town,  housewives,  etc.,  who  were  the  principal 
speakers,  the  Board  of  Estimate  might  have  given 
this  matter  more  serious  consideration.  Both  Drs. 
Murray  and  Schwartz  agreed  with  the  newspapers 
which  stated  that  the  Board  of  Estimate,  following 


1457 


ADDITIONAL  ANNUAL  REPORTS 


this  hearing,  was  definitely  confused  as  to  the  need 
for  and  the  value  of  fluoridation.  The  feeling  was 
that  no  action  would  be  taken  until  the  American 
Medical  Association  made  a definite  recommenda- 


tion, which  should  be  forthcoming  in  December. 
1957. 

Respectfully  submitted, 

Herbert  Berger,  M.D.,  President 


Ninth  District  Branch 


T o the  House  of  Delegates,  Gentlemen: 

An  executive  committee  meeting  of  the  Ninth  Dis- 
trict Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  at  the  Sleepy  Hollow  Country 
Club,  North  Tarrytown,  on  Tuesday,  May  22,  1956. 

It  was  decided  that  the  annual  meeting  be  held  on 
Wednesday,  October  3,  1956. 

The  Nominating  Committee  presented  the  slate  of 
officers  for  the  coming  year: 

President — Dr.  Earl  C.  Waterbury,  Orange 

First  Vice-President — Dr.  Reed  R.  Heffner,  West- 
chester 

Second  Vice-President — Dr.  Wm.  P.  Kelly,  Jr., 
Putnam 

Secretary — Dr.  Max  Goss,  Dutchess 


The  annual  meeting  of  the  Ninth  District  Branch 
wras  held  in  conjunction  with  the  Flying  Physician’s 
Association  on  October  3,  1956,  at  the  Empire  State 
Country  Club  in  Pomona,  The  morning  was  taken 
up  by  a tour  of  Lederle  Laboratories,  who  sponsored 
the  entire  program  for  the  day.  The  afternoon  was 
taken  up  with  a scientific  session  of  varied  subjects 
discussed  by  very  able  speakers.  The  above  officers 
were  elected.  A cocktail  hour  and  dinner  concluded 
the  meeting. 

Dr.  Frank  Ciancimino,  of  Nyack,  was  elected 
treasurer. 

Respectfully  submitted, 

Harold  S.  Heller,  M.D.,  President 
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1957  House  of  Delegates 
Medical  Society  of  the  State  of  New  York 


The  following  resolutions  will  be  presented  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York,  at  its  meeting  May  13  to 
15,  1957,  Hotel  Statler,  New  York  City,  and  are  published  here  for  infor- 
mation. 


Election  of  Retired  Members  57-1 

Introduced  by:  Medical  Society  of  the  County 

of  Kings 

Whereas,  because  of  a clerical  error  the  names 
of  Drs.  Henry  W.  Dangler,  Samuel  Robbinovitz, 
Sanford  0.  Shumway,  and  Daniel  E.  Welch  were 
not  submitted  to  the  Medical  Society  of  the  State 
of  New  York  for  election  to  retired  membership 
at  the  1956  session  of  the  House  of  Delegates; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  at  this  session  of  its  House  of  Dele- 
gates, elect  the  above-mentioned  physicians  to 
retired  membership  retroactive  to  May,  1956. 

Medical  Care  in  VA  Hospitals  57-2 

Introduced  by:  Medical  Society  of  the  County 

of  Albany 

Whereas,  the  Veterans  Administration  pro- 
vides through  its  regional  hospitals  medical  care 
for  certain  nonservice-connected  disabilities;  and 
Whereas,  these  nonservice-connected  disability 
cases  are  eligible  for  VA  hospitalization  only  if 
they  are  financially  unable  to  pay  for  such  hos- 
pitalization; and 

Whereas,  many  obvious  violations  to  circum- 
vent this  VA  regulation  are  now  being  made  by 
large  numbers  of  ineligible  nonservice-connected 
disability  veterans  who  are  capable  of  paying  their 
own  way;  and 

Whereas,  this  type  of  veterans  treatment  has 
gone  far  beyond  the  original  intent  of  the  law;  and 
Whereas,  this  matter  is  of  vital  importance  to 
the  physicians  of  this  country  and  to  the  taxpay- 
ing public  in  general;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 


of  New  York  express  its  disapproval  of  the  ob- 
vious abuses  of  this  practice;  and  be  it  further 
Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  be 
authorized  to  investigate  this  growing  condition 
in  VA  hospital  installations  and  to  take  such 
action  as  it  may  deem  necessary. 

Social  Security  Benefits  57-3 

Introduced  by:  Ontario  County  Medical  Society 

Whereas,  70  million  Americans  are  currently 
eligible  for  retirement  and  survivors  benefits 
under  the  Federal  Social  Security  system;  and 
Whereas,  Congress  amended  the  Social  Secur- 
ity Act  in  1954  and  1956  bringing  self-employed 
professionals,  such  as  dentists,  lawyers,  pharma- 
cists, social  workers,  engineers,  and  others,  the 
benefits  of  old  age  and  survivor’s  insurance;  and 
Whereas,  doctors  of  medicine  are  now  the  sole 
self-employed  professional  group  excluded;  and 
Whereas,  because  of  this  unfair  exclusion  phy- 
sicians must  pay  $7,000  to  $25,000  more  for  re- 
tirement and  life  insurance  than  other  citizens; 
and 

Whereas,  there  is  no  logical  or  professional 
reason  why  practicing  physicians  should  be  de- 
nied benefits  available  to  millions  of  other  Ameri- 
cans; and 

Whereas,  Congress  has  made  it  evident  no 
voluntary  coverage  will  be  granted  physicians; 
now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  re- 
scinds its  opposition  to  compulsory  social  security 
for  doctors  of  medicine;  and  be  it  further 

Resolved,  that  we  urge  the  Congress  of  the 
United  States  of  America  to  extend  the  benefits 
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of  social  security  to  self-employed  doctors  of 
medicine;  and  be  it  further 

Resolved,  that  the  President  of  the  United  States 
of  America,  the  presiding  officer  of  the  Senate,  the 
Speaker  of  the  House  of  Representatives,  and 
the  members  of  Congress  from  the  State  of  New 
York  be  sent  copies  of  this  resolution;  and  be  it 
further 

Resolved,  that  the  delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  to  the  American 
Medical  Association  House  of  Delegates  be  hereby 
instructed  to  introduce  a resolution  similar  to  this 
in  the  American  Medical  Association. 

Social  Security  Benefits  57-4 

Introduced  by:  Dr.  Kent  W.  Jarvis,  Medical 
Society  of  the  County  of  Oswego 

Whereas,  70  million  Americans  are  currently 
eligible  for  retirement  and  survivors  benefits 
under  the  Federal  Social  Security  system;  and 
Whereas,  Congress  amended  the  Social  Secur- 
ity Act  in  1954  and  1956  bringing  self-employed 
professionals,  such  as  dentists,  lawyers,  pharma- 
cists, social  workers,  engineers,  and  others,  the 
benefits  of  old  age  and  survivor’s  insurance;  and 
Whereas,  doctors  of  medicine  are  now  the  sole 
self-employed  professional  group  excluded;  and 
Whereas,  because  of  this  unfair  exclusion  phy- 
sicians must  paj’  87,000  to  $25,000  more  for  re- 
tirement and  life  insurance  than  other  citizens; 
and 

Whereas,  there  is  no  logical  or  professional 
reason  why  practicing  physicians  should  be  denied 
benefits  available  to  millions  of  other  Americans; 
and 

Whereas,  Congress  has  made  it  evident  no 
voluntary  coverage  will  be  granted  physicians; 
now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  rescinds 
its  opposition  to  compulsory  social  security  for 
doctors  of  medicine;  and  be  it  further 

Resolved,  that  we  urge  the  Congress  of  the 
United  States  of  America  to  extend  the  benefits 
of  social  security  to  self-employed  doctors  of 
medicine;  and  be  it  further 

Resolved,  that  the  President  of  the  United  States 
of  America,  the  presiding  officer  of  the  Senate, 
the  Speaker  of  the  House  of  Representatives,  and 
the  members  of  Congress  from  the  State  of  New 
York  be  sent  copies  of  this  resolution;  and  be  it 
further 

Resolved,  that  the  delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  to  the  American 
Medical  Association  House  of  Delegates  be  hereby 
instructed  to  introduce  a resolution  similar  to  this 
in  the  American  Medical  Association. 


Social  Security  Poll  57-5 

Introduced  by:  Broome  County  Medical  Society 

Whereas,  in  Broome  County  there  has  been  a 
change  of  sentiment  in  the  membership  regarding 
the  inclusion  of  physicians  under  the  Social 
Security  Act;  and 

Whereas,  this  feeling  has  been  intensified  by 
the  recent  inclusion  of  dentists  and  attorneys  un- 
der such  Social  Security  Act;  and 

Whereas,  the  poll  conducted  by  the  Medical 
Society  of  the  State  of  New’  York  in  1955  was 
confusing  because  it  permitted  physicians  to 
answer  yes  to  the  question  of  w'hether  or  not  they 
wished  voluntary  coverage,  such  coverage  being 
entirely  out  of  the  realm  of  possibility;  and 

Whereas,  this  same  poll  gave  the  physicians 
preference  as  to  Social  Security  or  passage  of  the 
Jenkins-Keough  bill,  causing  further  confusion  as 
to  the  actual  inclusion  of  physicians  under  Social 
Security;  and 

Whereas,  it  w’ould  appear  that  the  true  senti- 
ments regarding  Social  Security  in  its  present 
form  should  be  obtained  from  the  entire  member- 
ship of  the  Medical  Society  of  the  State  of  New 
York,  without  any  qualifying  questions  or  re- 
marks on  the  poll  sent  out;  now  therefore  be  it 
hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New'  York  instruct 
the  Council  to  conduct  a poll  on  the  desires  of  the 
membership  for  inclusion  under  Social  Security 
as  the  law  is  now  wTitten ; and  be  it  further 

Resolved,  that  such  poll  not  include  any  addi- 
tional information  or  questions  which  would  either 
create  confusion  or  qualify  the  answers  to  such  a 
query  in  any  w’ay ; and  be  it  further 

Resolved,  that  this  poll  be  completed  by  October 
15,  1957,  and  the  results  published  in  the  New 
York  State  Journal  of  Medicine;  and  be  it 
further 

Resolved,  that  such  results  be  presented  to  the 
American  Medical  Association  House  of  Delegates 
interim  meeting  in  December,  1957,  for  its  in- 
formation and  change  of  opinion  if  necessary. 


Amendment  to  Constitution  to  Enlarge 

Council  57—6 

Introduced  by:  Dr.  Abraham  Leikensohn, 

Medical  Society  of  the  County 
of  Richmond 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  increased  in  size,  scope  of  activi- 
ties, and  complexity  of  problems;  and 

Whereas,  the  practice  of  medicine  is  becoming 
increasingly  subject  to  specialization;  and 
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Whereas,  it  is  impossible  to  realize  the  prob- 
lems of  the  practice  of  medicine  unless  actively 
engaged  therein;  now  therefore  be  it  hereby 
Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to 
read: 

Article  IV,  Council.  There  shall  be  a 
Council  composed  of  the  president,  the  presi- 
dent-elect, the  vice-president,  the  immediate  past 
president,  the  secretary,  the  assistant  secretary, 
the  treasurer,  the  assistant  treasurer,  the  speaker, 
the  vice-speaker,  the  chairman  of  the  Board  of 
Trustees,  and  twenty-four  other  members 
elected  by  the  House  of  Delegates  from  actively 
practicing  physicians.  These  twenty-four 
councillors  shall  each  have  attained  his  fiftieth 
birthday  and  shall  not  have  passed  his  sixty-sixth 
birthday.  These  twenty-four  councillors  shall 
comprise  six  general  practitioners,  three  sur- 
geons, three  internists,  three  specialists  in  ob- 
stetrics and/or  gynecology,  one  radiologist,  one 
psychiatrist,  one  pathologist,  and  six  other 
physicians. 

The  editor  of  the  New  York  State  Journal 
of  Medicine  shall  attend  all  meetings  of  the 
Council  with  voice  but  without  vote; 

and  be  it  further 

Resolved,  that  the  Bylaws,  Chapter  III,  Section 
2 have  its  second  paragraph  amended  to  read : 

Eight  members  of  the  Council  shall  be  elected 
annually  for  a term  of  three  years.  In  the 
event  of  a vacancy,  a councillor  shall  be  elected 
for  the  unexpired  term; 

and  be  it  further 

Resolved,  that  Chapter  IV,  Section  3,  of  the 
Bylaws  be  amended  so  that  it  shall  read: 

It  shall  meet  at  regular  intervals  at  times  and 
places  that  shall  be  fixed  by  the  president. 
Any  eight  members  of  the  Council  may  require 
the  president  to  call  a special  meeting  for  such 
time  and  place  as  shall  be  designated  by  them 
in  writing.  Members  must  receive  at  least 
three  days’  notice  by  letter  or  telegram  from 
the  Society’s  office. 

Explanation:  The  first  aforesaid  amendment 
would  add  twelve  members  to  the  Council  to  be 
spread  among  specialists  as  enumerated.  And  the 
second  proposed  amendment  fits  these  additional 
members  into  the  Council  and  the  election  of  its 
members  for  three-year  terms.  The  last  amend- 
ment would  require  the  request  of  eight  instead  of 
four  members  to  call  a special  meeting  of  the 
Council. 


Contributions  to  Medical  Education  57-7 

Introduced  by:  Medical  Society  of  the  County 

of  Erie 

Whereas,  the  American  Medical  Education 
Foundation  has  recognized  that  medical  school 
alumni  funds  are  a highly  effective  method  of  ob- 
taining financial  contributions  from  alumni  for 
medical  education;  and 

Whereas,  the  work  of  alumni  funds  will  be 
seriously  impaired  unless  they  are  encouraged  and 
assisted  by  the  American  Medical  Education 
Foundation;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  take  appropriate  steps  to  the  end 
that  the  American  Medical  Education  Foundation 
make  it  clear  in  its  literature  and  brochures  that 
contributions  to  medical  education  can  be  made 
either  through  alumni  funds  or  the  American 
Medical  Education  Foundation;  and  be  it  further 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  request  the  American  Medical  Asso- 
ciation to  make  it  known  to  physicians  by  means 
of  the  Journal  of  the  American  Medical  Association 
that  contributions  to  medical  education  can  be 
made  either  through  alumni  funds  or  the  American 
Medical  Education  Foundation. 


Direct  Payment  of  American  Medical 
Association  Dues  57-8 

Introduced  by;  Onondaga  County  Medical 
Society 

Whereas,  Chapter  3,  Section  2,  of  the  Bylaws 
of  the  American  Medical  Association  states: 
“Each  active  member  shall  pay  dues  to  the  con- 
stituent association  for  transmittal  to  the  Secre- 
tary of  the  American  Medical  Association”; 
and 

Whereas,  under  this  rule  all  American  Medical 
Association  dues  are  collected  by  county  medical 
societies  for  transmission  through  their  respective 
state  societies  to  the  American  Medical  Associ- 
ation, consuming  a period  of  time  for  this  process 
up  to  forty-five  or  more  days  before  the  dues  are 
received  in  Chicago;  and 

Whereas,  this  time  element  works  hardship 
on  our  members  from  the  standpoint  of  service, 
in  that  receipt  of  their  American  Medical  Asso 
elation  membership  cards  is  delayed  for  fully  this 
period  of  time ; and 

Whereas,  if  those  county  medical  societies 
which  wished  to  do  so  were  allowed  to  transmit 
dues  directly  to  Chicago  and  at  the  same  time 
transmit  a certified  list  of  such  members  to  the 
office  of  the  respective  state  medical  society;  and 
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Whereas,  such  procedure  would  not  only  pro- 
mote faster  service  and  better  local  intrasociety  re- 
lations but  also  improve  relations  of  the  members 
with  the  American  Medical  Association;  now 
therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  direct  its  delegates  to  the  1957 
American  Medical  Association  convention  to 
petition  for  a change  in  the  American  Medical 
Association  Bylaws  which  would  enable  any 
county  medical  society  to  remit  American  Medi- 
cal Association  dues  directly  to  the  American 
Medical  Association. 


Membership  in  the  American  Medical 
Association  57-9 

Introduced  by:  Dr.  B.  M.  Bernstein,  Medical 

Society  of  the  County  of  Kings, 
as  an  individual 

Whereas,  it  would  appear  obvious  that  the 
existence  of  two  separate  organizations — (1)  the 
county  and  state  medical  societies  united  by  dues 
and  other  relationships,  and  (2)  the  American 
Medical  Association  of  which  a physician  maj- 
or may  not  be  a member,  even  though  he  is  a 
fullj-  accredited  member  of  his  county  and  state 
societies — cannot  and  should  not  be  permitted  to 
continue  indefinitely;  and 

Whereas,  there  is  little  doubt  but  that  any 
phj-sician  interested  in  his  own  welfare  and  in  the 
future  of  the  practice  of  medicine  should  and 
must  be  a member  of  his  county,  state,  and 
national  medical  organizations;  and 

Whereas,  the  present  unrealistic  situation  is 
permitted  by  and  continued  in  force  bjr  reason 
of  the  dual  dues  membership;  now  therefore  be  it 
hereby 

Resolved,  that  the  House  of  Delegates  and  the 
Board  of  Trustees  of  the  American  Medical  Asso- 
ciation be  urged  to  study  and  institute  at  the 
earliest  possible  date  a plan  for  integrated  county, 
state,  and  national  society  membership  so  that 
dues  paid  at  the  county  level  and  by  assessment 
to  the  state  society  and  American  Medical  Associ- 
ation shall  make  any  phj-sician  joining  his  county- 
society  a member  of  all  three,  as  obtained  prior  to 
the  establishment  of  the  present  dual  sj-stem. 


Use  of  Stimulants  (Amphetamine)  in  Sports  57-10 

Introduced  by:  Dr.  Herbert  Berger,  Medical 

Society  of  the  County  of  Rich- 
mond, as  an  individual 

Whereas,  there  is  reason  to  believe  that  am- 
phetamine and  its  derivatives  are  widely  used  to 


improve  the  performance  of  athletes;  and 

Whereas,  these  powerful  drugs  are  used  bj- 
either  the  players  themselves  or  prescribed  bjr 
their  coaches;  and 

Whereas,  the  sj-mpathomimetic  amines  are 
far  from  harmless;  now  therefore  be  it  hereby 
Resolved,  that  the  indiscriminate  self-adminis- 
tration of  the  amphetamines  or  their  use  under 
the  direction  of  nonmedical  persons  be  condemned 
as  dangerous  to  our  youth;  and  be  it  further 
Resolved,  that  our  Committee  on  Legislation  be 
directed  to  work  for  the  enactment  of  laws  in  this 
State  embodj-ing  these  principles;  and  be  it  further 
Resolved,  that  the  Committee  on  Ethics  rule 
on  the  propriety  of  any  physician  delegating  his 
responsibility  for  the  use  of  these  powerful  drugs 
to  any  unlicensed  person;  and  be  it  further 

Resolved,  that  a similar  resolution  be  introduced 
at  the  next  meeting  of  the  American  Medical 
Association  bj-  our  delegates  to  that  bodjr  and 
that  they  be  instructed  to  work  actively  for  its 
passage. 


Mandatory  Two-Year  Rotating  Internship  57-1 1 

Introduced  by:  Dr.  Herbert  Berger,  Medical 
Society  of  the  County  of  Rich- 
mond, as  an  individual 

Whereas,  the  community  hospitals  are  prac- 
tically the  sole  source  of  training  for  general  prac- 
tice; and 

Whereas,  there  is  now  a shortage  of  interns  in 
smaller  community  hospitals;  and 

Whereas,  there  are  too  few  phj-sicians  entering 
the  field  of  general  practice;  and 

Whereas,  the  larger  metropolitan  hospitals  are 
eminently  qualified  to  train  phj-sicians  in  the 
specialties;  and 

Whereas,  the  smaller  community  hospitals  are 
particularl}-  proficient  in  training  phj-sicians  in 
the  art  as  well  as  the  science  of  general  medicine; 
now  therefore  be  it  hereby 

Resolved,  that  the  two-year  rotating  internship 
be  revived  and  that  such  training  be  permitted 
onlj-  in  general  hospitals  of  300  beds  or  less,  ac- 
credited by  the  Joint  Commission  on  Accreditation 
of  Hospitals;  and  be  it  further 

Resolved,  that  residency  training  be  carried  out 
onlj-  in  larger  hospitals  of  more  than  300  beds  or 
in  property  accredited  smaller  specialty  hospitals; 
and  be  it  further 

Resolved,  that  those  hospitals  accredited  for 
residency  training  be  forbidden  to  grant  rotating 
internships;  and  be  it  further 

Resolved,  that  no  phj-sician  be  accepted  for 
residency  training  who  has  not  completed  an  ac- 
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of  component  state  medical  societies;  and 

Whereas,  differences  in  local  custom  and  prac- 
tice make  it  necessary  for  the  Principles  of  Pro- 
fessional Conduct  (or  Ethics)  of  the  component 
state  societies  to  be  more  specifically  defined  than 
the  Principles  of  Medical  Ethics  of  the  American 
Medical  Association;  now  therefore  be  it  hereby 
Resolved,  that  in  those  states  which  have  their 
own  Principles  of  Professional  Conduct  (or  Eth- 
ics), these  Principles  shall  be  binding  upon  all 
of  the  members  of  the  state  society  or  association 
providing  that  they  are  not  inconsistent  or  in  con- 
flict with  the  constitution  and  bylaws  of  the 
American  Medical  Association;  and  be  it  further 
Resolved,  that  the  enforcement  of  the  component 
state  societies  Principles  of  Professional  Conduct 
(or  Ethics)  is  a function  of  the  state  medical 
society;  and  be  it  further 

Resolved,  that  the  delegates  to  the  American 
Medical  Association  from  the  Medical  Society  of 
the  State  of  New  York  be  instructed  to  introduce 
this  resolution  at  the  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Association 
in  June,  1957. 


Amendment  to  Federal  Employee’s  Com- 
pensation Act  57-14 

Introduced  by:  Medical  Society  of  the  County 

of  Queens 


credited  two-year  rotating  internship;  and  be  it 
further 

Resolved,  that  the  delegates  from  this  State 
Society  to  the  American  Medical  Association 
introduce  a similar  resolution  and  work  actively 
for  its  passage  so  that  it  can  become  the  policy  of 
the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association. 


Revision  of  the  Standards  for  Approval  of  the 
New  York  State  Medical  Care  Plans  57-12 

Introduced  by:  Medical  Society  of  the  County 

of  Queens 

Whereas,  the  revision  of  the  Standards  for 
Approval  by  the  Medical  Society  of  the  State  of 
New  York  of  New  York  State  Medical  Care  Plans 
was  approved  by  the  Council  and  adopted  by  the 
House  of  Delegates  on  May  8,  1956;  and 

Whereas,  paragraph  2 under  the  heading 
“Claimed  Payments”  has  been  revised  to  read 
as  follows;  “When  care  has  been  rendered  by  a 
nonparticipating  physician  and  claim  filed  for 
such  care,  payment  shall  be  made,  at  the  option  of 
the  Plan,  either  to  the  subscriber  or  to  the  non- 
participating physician  upon  request  of  the  sub- 
scriber”; and 

Whereas,  the  members  of  this  Society  on  No- 
vember 29,  1955,  went  on  record  as  opposed  to 
making  any  differentiation  between  physicians 
in  the  United  Medical  Service  or  any  other  simi- 
lar Plan,  such  as  participating  and  nonparticipat- 
ing physician;  and 

Whereas,  the  revised  Standards  for  Approval 
for  New  York  medical  care  plans  make  a differ- 
entiation between  participating  and  nonpartici- 
pating physicians;  now  therefore  be  it  hereby 

Resolved,  that  the  Standards  for  Approval  be 
revised  so  that  no  differentiation  between  par- 
ticipating and  nonparticipating  physicians  is 
made;  and  be  it  further 

Resolved,  that  the  physician  rendering  the  serv- 
ice should  have  the  prerogative  as  to  whether 
payment  should  be  made  directly  to  the  phy- 
sician or  to  the  subscriber. 


Recommended  Changes  in  the  Proposed 
Principles  of  Medical  Ethics  of  the  American 
Medical  Association  57-13 

Introduced  by:  Medical  Society  of  the  County 

of  Queens 

Whereas,  the  existing  and  the  proposed  Prin- 
ciples of  Medical  Ethics  of  the  American  Medical 
Association  are  stated  in  more  general  terms  than 
the  Principles  of  Professional  Conduct  (or  Ethics) 


Whereas,  the  Federal  Employee’s  Compen- 
sation Act,  as  amended,  provides  that  medical 
care  shall  be  furnished  by  or  upon  the  order  of  the 
United  States  medical  officers  and  hospitals,  but 
where  this  is  not  practicable,  it  shall  be  furnished 
by  or  upon  the  order  of  private  physicians  and 
hospitals  designated  or  approved  by  the  Admin- 
istrator of  the  Act;  and 

Whereas,  this  limitation  imposed  upon  Federal 
employes  may  lead  to  abuses,  inadequate  medical 
services,  and  improper  care  and  attention  for  in- 
jured Federal  employes;  and 

Whereas,  the  executive  and  legislative 
branches  of  the  United  States  government  have 
been  opposed  to  the  imposition  of  limitations 
upon  the  free  and  open  selection  of  physicians  and 
to  any  encroachments  upon  our  traditional  free 
enterprise  system ; now  therefore  be  it  hereby 
Resolved,  that  the  legislative  branch  of  our 
Federal  government  be  petitioned  to  amend  the 
Federal  Employee’s  Compensation  Act,  as 
amended,  to  provide  for  the  free  and  open  selec- 
tion of  physicians  by  Federal  employes  who 
come  within  the  purview  of  the  Federal  Compen- 
sation Act,  as  amended ; and  be  it  further 

Resolved,  that  this  resolution  be  introduced  by 
the  delegates  of  this  Society  to  the  House  of  Dele- 
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gates  of  the  American  Medical  Association  at  its 
meeting  in  June,  1957. 


Recommended  Changes  in  Policy  for  Treat- 
ment of  Injured  Members  of  the  United 
States  Post  Office  Department  57-15 

Introduced  by:  Medical  Society  of  the  County 

of  Queens 

Whereas,  complaints  have  come  to  the  atten- 
tion of  members  of  the  Medical  Society'  of  the 
County  of  Queens  concerning  the  drastic  limita- 
tion in  the  number  of  doctors  authorized  in 
Queens  County'  to  examine  and  attend  employes 
of  the  United  States  Post  Office  Department  who 
are  injured  in  the  line  of  duty;  and 

Whereas,  the  United  States  Post  Office  De- 
partment requires  that  injured  employes  utilize 
the  services  of  certain  specified  doctors  and/or 
government  clinics  only',  if  said  injured  employ'e 
seeks  compensation  for  his  injuries;  and 

Whereas,  many  of  the  other  agencies  of  the 
the  U.S.  government,  including  the  Veterans 
Administration  and  the  Department  of  Defense 
of  the  United  States  under  the  Medicare  plan, 
permit  free  choice  and  selection  of  doctors  for 
those  persons  entitled  to  medical  attention;  and 
Whereas,  employ'es  under  the  protection  of  the 
New  York  State  Workmen’s  Compensation  Board 
are  permitted  to  select  a doctor  of  their  own 
choosing  and  in  whom  they'  have  confidence  and 
trust;  and 

Whereas,  the  executive  and  legislative 
branches  of  the  United  States  government  have 
been  opposed  to  the  socialization  of  medicine 
and  the  limitation  in  the  free  and  open  selection 
of  doctors  and  to  any'  encroachments  on  our 
traditional  free  enterprise  sy'stem;  and 

Whereas,  this  drastic  limitation  in  the  selec- 
tion of  doctors  can  lead  to  abuses,  inadequate 
medical  services,  and  improper  care  and  attention 
for  injured  employ'es  of  the  United  States  Post 
Office;  now  therefore  be  it  hereby 

Resolved,  that  the  United  States  Post  Office 
Department  be  encouraged  to  adopt  a policy  of 
medical  treatment  for  its  injured  employes  which 
will  conform  to  the  principles  of  the  present 
sy'stem  of  the  New  York  State  Workmen’s  Com- 
pensation Board;  and  be  it  further 

Resolved,  that  a copy'  of  this  resolution  be  for- 
warded to  the  President  of  the  United  States,  the 
Postmaster-General,  the  Surgeon  General,  the 
two  United  States  Senators  from  New  York,  all 
the  Congressmen  of  Queens  County',  and  to  the 
postmasters  of  Flushing,  Long  Island  City', 
Jamaica,  and  Far  Rockaway'. 


Election  of  Retired  Member  57-16 

Introduced  by:  Dutchess  County  Medical  So- 

ciety 

Whereas,  through  a clerical  error  and  through 
no  fault  of  his  own,  Dr.  Wirt  C.  Groom,  of  Hudson 
River  State  Hospital,  Poughkeepsie,  Dutchess 
County,  was  not  proposed  for  retired  membership 
in  the  Medical  Society'  of  the  State  of  New  York 
at  its  1956  House  of  Delegates;  and 

Whereas,  Dr.  Wirt  C.  Groom  was  a member 
in  good  standing  of  the  Dutchess  County  Medical 
Society',  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association  in 
May',  1956;  now  therefore  be  it  hereby' 

Resolved,  that  Dr.  Wirt  C.  Groom  be  hereby 
elected  a retired  member  of  the  Medical  Society 
of  the  State  of  New  York,  as  of  May  9,  1956. 


Shortage  of  American  Interns  57-17 

Introduced  by:  Bronx  County  Medical  Society 

Whereas,  the  shortage  of  American  interns 
in  our  hospitals  is  becoming  increasingly'  acute 
and  distressing;  and 

Whereas,  the  shortage  is  a mathematical  prob- 
lem, i.e.,  there  are  approximately  7,000  medical 
school  graduates  to  fill  13,000  approved  hospital 
internship  vacancies  on  a one-year  internship 
schedule;  and 

Whereas,  we  cannot  immediately  increase  our 
medical  school  graduates  to  13,000  or  decrease 
the  approved  vacancies  to  7,000;  and 

Whereas,  a two-year  internship  will  help  solve 
this  shortage;  and 

Whereas,  a two-year  internship  will  provide 
the  armed  services  and  the  public  with  better 
trained,  more  competent  physicians;  and 

Whereas,  the  doctor  who  has  trained  for  a spe- 
cialty' and  finds  that  for  economic  reasons  he  must 
engage  in  general  practice  will  be  of  immeasurably 
greater  value  to  his  community  after  a two-year 
internship;  and 

Whereas,  the  Board  of  Internal  Medicine  will 
accept  a second  year  of  internship  toward  resi- 
dency' training  provided  twelve  months  of  the 
two  y'ears  are  in  the  field  of  internal  medicine  and 
the  subspecialties  of  medicine;  now  therefore 
be  it  hereby' 

Resolved,  that  the  Medical  Society'  of  the  State 
of  New  York  go  on  record  as  endorsing  the  need 
for  a two-year  internship  and  that  they  recom- 
mend to  the  other  specialty  boards  the  accredita- 
tion of  the  second  y'ear  internship  toward  one 
y'ear  of  residency  training  under  the  same  condi- 
tions as  the  Board  of  Internal  Medicine;  and  be  it 
further 
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Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  requested  to  introduce 
this  resolution  at  the  next  meeting  of  the  House 
of  Delegates  of  the  American  Medical  Association 
for  consideration  and  approval. 

Social  Security  Benefits  for  Practicing  Phy- 
sicians 57-18 

Introduced  by:  Medical  Society  of  the  County 

of  Sullivan 

Whereas,  Federal  Social  Security  provides  not 
only  retirement  benefits  but  also  a significant 


amount  of  family  insurance;  and 

Whereas,  it  is  now  an  established  pattern  in 
American  life;  and 

Whereas,  its  benefits  are  now  denied  prac- 
ticing physicians;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  express  itself  in  favor  of  extending 
these  benefits  to  practicing  physicians;  and  be  it 
further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  introduce  a similar  resolu- 
tion at  the  meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  in  June,  1957. 
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The  Cardiac  Problem  Under  the  Workmen  s Compensation  Law * 

HERMAN  EHRLICH,  M.D.f 


nHo  understand  the  problems  involved  in  com- 
A pensation  heart  cases  requires  a clarification  of 
the  basic  factors  underlying  heart  disease.  There  are 
two  schools  of  thought  concerning  the  question  of 
causal  relationship  between  effort  or  strain  and  sub- 
sequent heart  disability.  One  group  maintains  that 
physical  exertion  or  unusual  strain  plays  no  role  in 
the  development  of  a coronary  occlusion.  Thus,  if 
an  employe  suffers  such  an  attack  while  he  is  at  work, 
the  attack  is  a coincidental  event,  and  the  occlu- 
sion would  have  occurred  regardless  of  unusual  ef- 
fort or  trauma.  Opposing  this  concept  is  the  group 
which  believes  that  physical  or  emotional  stress  and 
strain  play  an  important  role  in  precipitating  a coro- 
nary episode.  This  group  feels  that  a heart  attack 
occasioned  by  the  strain  and  exertion  of  employment 
is  compensable.  Between  these  two  views  are  dif- 
ferent opinions  as  to  how  much  effort  or  strain  an 
employe  must  sustain  in  order  to  aggravate  a pre- 
existing heart  disease  into  a disabled  heart. 

The  causes  of  heart  disease  may  be  roughly  classi- 
fied into  three  groups:  (I)  those  who  have  congeni- 
tal defects  in  the  heart  and  present  signs  or  symp- 
toms from  early  childhood;  (2)  those  who  have 
heart  disease  caused  by  some  previous  infection,  such 
as  rheumatic  fever,  syphilis,  diphtheria,  etc.,  and 
(3)  heart  involvement  because  of  the  so-called  de- 
generative diseases,  with  or  without  hypertension 
(high  pressure). 

Although  disabilities  occasionally  occur  in  the  first 
two  groups,  or  from  other  causes  such  as  trauma  to 
the  heart  as  a result  of  external  injury,  the  great  ma- 
jority of  cases  coming  before  compensation  boards, 

* Reprinted  from  Costs,  Operations  and  Procedures  under  the 
Workmen's  Compensation  Law  of  the  Stale  of  New  York. 
Report  to  Honorable  Averell  Harriman,  Governor  of  the 
State  of  New  York,  by  Joseph  M.  Callahan,  as  Commissioner 
under  Section  6 of  the  Executive  Law,  January  28,  1957. 

t Consulting  physician  to  Moreland  Commission,  Hon. 
Joseph  M.  Callahan,  Commissioner,  January  28,  1957. 


and  those  which  are  most  often  controverted,  involve 
the  degenerative  diseases.  This  is  the  group  that 
will  be  discussed. 

From  the  compensation  point  of  view,  the  ques- 
tion is,  of  course,  one  of  the  casual  relationship  be- 
tween employment  and  an  infarction  suffered  at 
work  or  shortly  after  reaching  home.  Statistics 
show  that  coronary  attacks  have  increased  during 
recent  years  and  that  the  trend  in  compensation 
cases  has  been  toward  holding  such  attacks  occur- 
ring during  or  soon  after  employment  to  be  compen- 
sable. Yet  these  statistics  appear  inconsistent 
with  the  known  decrease  in  working  time  and  lessen- 
ing of  individual  effort  brought  about  through  in- 
creased mechanization.  They  also  appear  inconsist- 
ent with  the  views  of  a number  of  medical  investiga- 
tors that  work  cannot  cause  heart  disease  of  any  type 
and  will  only  produce  aggravation  of  already  present 
heart  disease  when  there  is  an  extraordinary  effort 
unusual  to  the  job,1  that  many  apparently  normal 
persons  are  already  damaged  and  have  some  evi- 
dence of  coronary  disease  although  they  have  no 
medical  complaint  and  no  apparent  symptoms,2  and 
that  continuation  of  active  work  appears  to  act  as  a 
protective  mechanism  resulting  in  less  than  half  the 
susceptibility  for  the  active  worker  than  for  his 
white  collar  associate.3 

Because  of  these  inconsistencies  and  the  apparent 
divergence  of  medicolegal  opinion,  a questionnaire 
was  prepared  to  canvass  the  views  of  the  medical 


1 Heart  in  Industry,  New  York  Heart  Association,  Nov.  20, 
1953,  pp.  27-28. 

2 Ibid.,  pp.  8,  30-32.  Thompson  <fe  Staack,  25  Indust. 
Med.  & Surg.,  4,  175  (Apr.,  1956),  found  that  in  a group  of 
100  females  of  average  age  of  forty  years  (ranging  from 
thirty-one  to  fifty-six)  and  500  males  of  average  age  of 
forty-one  (ranging  from  twenty-six  to  sixty-three)  who  were 
presumably  healthy  business  executives,  one  out  of  five 
suffered  from  hypertension  and  atherosclerotic  heart,  disease. 

3 Clark,  24  Indust.  Med.  & Surg.,  7,  36  (July,  1955). 
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TABLE  I 


Yes 

Possible  No 

No  with 
Exception 

No 

Answer 

Number  of  physicians 

6 

Total  Physicians  (398) 

1 357 

17 

17 

Per  cent 

1.5 

89.7 

4.2 

4.2 

Number  of  physicians 

1 

Internists  (192) 

1 170 

9 

1 1 

Per  cent 

0.5 

0.5  88.5 

4.8 

5.8 

Number  of  physicians 

5 

Cardiovascular  Specialty  (206) 
187 

8 

6 

Per  cent 

2.4 

90.8 

3.9 

2.9 

profession.  The  questionnaire  was  reviewed  by  a 
well-known  cardiologist  and  by  the  Compensation 
Director  of  the  Medical  Society  of  the  State  of  New 
York  and  was  then  sent  to  700  specialists  in  internal 
medicine  throughout  the  United  States,  of  whom  381 
also  have  a subspecialty  in  cardiovascular  disease. 

The  names  of  the  physicians  to  whom  the  ques- 
tionnaire was  sent  were  chosen  at  random  from  the 
medical  directory  listing  of  specialists.  Twenty-one 
of  the  questionnaires  proved  undeliverable,  and  of 
the  409  returns  received,  11  were  without  answer.4 
The  conclusions  of  this  study  are,  therefore,  based  on 
398  replies  from  a nation-wide  group  of  medical  spe- 
cialists of  whom  206  (51.8  per  cent)  have  a cardio- 
vascular subspecialty.  Although  their  names  are 
omitted  because  the  questionnaire  stated  that  indi- 
vidual names  would  not  be  used,  those  answering 
include  a large  percentage  of  the  prominent  heart 
men  in  the  United  States.  In  order  to  avoid  misin- 
terpretation a second  well-known  cardiologist  and 
lecturer  collaborated  with  our  medical  consultant  in 
the  tabulation  and  evaluation  of  the  answers. 

The  questions  asked  and  the  evaluation  of  the  re- 
spective replies  are  as  follows: 

Question  1 

In  your  opinion,  can  work  to  which  a man  is  nor- 
mally accustomed  over  a period  of  years  and  involving 
no  unusual  physical  exertion  produce  heart  disease  in 
the  workman ? 

The  purpose  of  this  question  was  merely  to  obtain 
an  opinion  whether  an  employe’s  normal  work  per  se 
can  produce  heart  disease.  In  other  words,  would 
such  work  produce  abnormal  changes  in  a heart  not 
previously  known  to  have  heart  disease?  In  evalu- 
ating the  answers  we  excluded  heart  disease  caused 
secondarily  by  certain  occupational  hazards,  such  as 
exposure  to  various  dust  offenders  which  might  first 
lead  to  a pneumoconiosis,  silicosis,  or  beryllioses, 
and  subsequent  development  of  cor  pulmonale,  or 
exposure  to  noxious  gases  or  chemicals  which  might 
secondarily  affect  the  heart. 

The  general  opinion  was  that  the  work  does  not 


4  Five  physicians  felt  that  answers  could  not  validly  be 
given  since  each  case  was  different  from  the  next.  One  of 
these  five  requested  that  the  survey  report  his  view  that 

most  of  the  questions  were  matters  of  fact  rather  than 

opinions,  that  opinions  without  factual  basis  would  be  value- 
less, and  that  the  questions  could  be  solved  only  by  research. 


produce  heart  disease,  although  a minority  of  phy- 
sicians felt  that  work  has  some  relationship  to  heart 
disease.  For  example,  one  physician’s  answer 
stated  that  the  work  described  in  the  question  can  be- 
come an  excessive  strain  as  the  years  advance  and  can 
produce  insufficiency  of  the  heart  muscle.  Another 
physician  was  of  the  opinion  that  because  coronary 
atherosclerosis5  with  myocardial  infarction  is  un- 
equally distributed,  there  is  some  relationship  of  work 
to  heart  disease.  He  cited  examples  of  certain  oc- 
cupations, such  as  physicians,  traffic  policemen,  non- 
commissioned officers  in  the  Army,  etc.  Another 
physician  was  of  the  same  opinion  that  certain  oc- 
cupations enjoy  a higher  incidence  of  heart  disease. 
Contrarily,  there  were  a few  physicians  who  felt 
that  work  benefited  the  individual,  since  regular 
physical  exertion  contributes  to  physical  fitness,  in- 
creases stamina  and  resistance  to  disease  and  the 
heart  participates  in  these  benefits.  Another  physi- 
cian’s comment  was  that  continuous  work  involving 
unaltered  effort  for  a number  of  years  would  prob- 
ably condition  a worker  and  would  tend  to  compen- 
sate and  overcome  the  deleterious  effects  produced 
in  him  by  the  aging  or  disease  process. 

The  answers  to  this  question  were  divided  into 
four  categories:  (1)  yes,  (2)  no  (3)  no  with  qualifi- 
cations, e.g.,  the  cor  pulmonale  cases  referred  to 
above,  and  (4)  no  answer.  This  last  category  in- 
cluded the  indecisive  or  questionable  responses. 

As  Table  I shows,  374  physicians  (93.9  per  cent) 
conclude  that  work  does  not  produce  heart  disease. 
Only  six  (1.5  per  cent)  state  that  it  could,  and  one 
physician  said  possibly.  It  is  interesting  to  note 
that  the  percentage  of  the  medical  internists  and 
those  with  cardiovascular  rating  was  the  same  on 
this  point.  As  a result  it  is  reasonable  to  conclude 
that  heart  disease  is  not  produced  by  work,  that 
“there  is  no  substance  to  the  fiction  that  work  can 
lead  to  any  type  of  heart  disease.”6 

Question  2 

Suppose  the  case  of  a sixty-year-old  workman  em- 
ployed for  twenty  years  in  a job  that  regularly  required 
the  lifting  of  100-pound  weights.  During  the  course  of 
this  work  as  customarily  performed,  he  develops  a coro- 
nary occlusion,  with  myocardial  infarction,  while  lift- 


5 Arteriosclerosis  is  a form  of  atherosclerosis,  but  for  pur- 
poses of  this  report  the  two  terms  are  considered  to  be 
synonymous. 

6 Op.  cit.  supra,  number  1. 
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TABLE  II 


Yes 

Possible 

Aggravated 

Infarction 
with  Occlusion 

No 

No 

Answer 

Total  Physicians  (398) 

Number  of  physicians 

84 

23 

55 

23 

197 

16 

Per  cent 

21.1 

5.8 

13.9 

5.8 

49.5 

4 

Internists  (192) 

Number  of  physicians 

42 

11 

32 

7 

90 

10 

Per  cent 

21.8 

5.8 

16.6 

3.7 

46.8 

5.3 

Cardiovascular  Specialty  (206) 

Number  of  physicians 

42 

12 

23 

16 

107 

6 

Per  cent 

20.4 

5.8 

11.2 

7.8 

51.9 

2.9 

ing  a 100-pound  weight.  From  a medical  viewpoint, 
would  you  consider  the  attack  to  he  causally  related  to 
the  lifting  of  the  weight? 

The  answers  were  grouped  as  follows:  (1)  yes, 

(2)  no,  (3)  possible,  for  those  who  stated  that  there 
‘'might-  be’’  or  there  was  a “possible”  relationship 
between  the  lifting  of  the  weight  and  the  ensuing 
attack,  (4)  aggravation,  for  those  who  felt  that  the 
lifting  of  the  weight  “contributed,”  “precipitated,” 
“aggravated,”  or  acted  as  a “trigger  mechanism”  to 
bring  on  the  attack,  (5)  infarction  without  occlu- 
sion, that  is,  those  who  said  that  the  infarction  could 
occur  as  a result  of  a myocardial  insufficiency  with- 
out a closure,  and  (6)  no  answer  (including  indecisive 
or  questionable  responses). 

Opinion  was  about  equally  divided  on  the  question 
whether  a myocardial  infarction  sustained  by  such 
an  individual  during  his  work  is  causally  related  to 
the  lifting  of  the  weight.  Those  advancing  the  nega- 
tive view  based  it  on  the  opinion  that  the  man  was 
accustomed  to  the  work,  that  he  was  more  or  less  con- 
ditioned to  the  work,  and  that  there  was  no  unusual 
effort  or  strain  that  could  be  claimed  as  an  “aggra- 
vating factor.”  Some  felt  that  in  these  circum- 
stances the  heart  attack  was  imminent  and  that  it 
was  just  a coincidence  that  he  happened  to  be  at 
work  when  he  lifted  the  weight. 

The  opposition  group  was  of  the  opinion  that  lift- 
ing 100  pounds  is  a strain  and  that  the  resulting  in- 
farction was  related  to  that  effort.  The  majority  of 
these  physicians  commented  that  such  individuals 
invariably  have  some  form  of  pre-existing  diseased 
coronary  vessels,  that  the  infarction  was  superim- 
posed on  the  coronary  sclerosis,  and  that  the  act  of 
lifting  was  the  contributory  or  aggravating  factor 
which  brought  about  the  attack  of  infarction.  A 
number  of  them  also  stated  that  the  symptoms  of 
the  attack  would  have  to  follow  within  a short  inter- 
val after  the  exertion  to  be  causally  related.  The 
time  interval  varied  from  one-half  to  a few  hours  to 
as  much  as  twenty-four  to  forty-eight  hours. 

In  the  “aggravation”  group  have  been  placed  a 
number  of  physicians  who  were  either  unfamiliar 
with  the  term  “causally  related”  or  had  misinter- 
preted its  meaning  as  used  in  workmen’s  compensa- 
tion cases  and,  therefore,  gave  such  apparently  in- 
consistent answers  as  that  the  attack  would  not  be 
causally  related  but  might  be  triggered  at  that  mo- 
ment by  the  extra  exertion. 


As  shown  in  Table  II,  185  physicians  (46.6  per 
cent)  gave  affirmative  answers,  either  that  there  was 
a causal  relationship  between  the  work  and  the  heart 
attack,  or  a possible  relationship,  or  that  the  work 
precipitated  the  attack,  or  that  a myocardial  infarc- 
tion could  have  occurred  without  an  occlusion.  One 
hundred  ninety-seven  physicans  (49.5  per  cent)  felt 
that  there  was  no  causal  relationship  between  em- 
ployment and  the  attack.  The  opinions  of  the 
medical  internists  and  those  with  cardiovascular 
rating  varied  only  slightly.  The  former  answered 
47.9  per  cent  in  the  affirmative  and  46.8  per  cent  in 
the  negative;  the  latter,  45.2  per  cent  and  51.9  per 
cent. 

Question  3 

Is  it  your  opinion  that  a workman  who  suffered  a 
coronary  closure  and  infarction  of  the  heart  must  have 
had  a pre-existing  coronary  arteriosclerosis? 

The  great  majority  of  physicians  responded  in  the 
affirmative.  In  discussing  this  relationship,  some 
estimated  that  postmortem  statistics  would  show 
that  in  approximately  95  per  cent  of  the  patients 
who  develop  coronary  occlusion  and  myocardial  in- 
farction, coronary  atherosclerosis  is  a necessary  pre- 
existing condition.  They  went  on  to  point  out, 
however,  that  coronary  atherosclerosis  did  not  nec- 
essarily have  to  exist  in  all  persons  who  suffered  a 
myocardial  infarction;  that  other  diseases  of  the 
coronary  vessels,  although  occurring  uncommonly 
and  infrequently,  may  be  responsible  for  infarction. 
Some  of  the  conditions  named  were  aortic  valvular 
disease,  embolic  phenomena,  various  inflammatory 
diseases,  coronary  ostial  stenosis  in  syphilis,  hemor- 
rhage and  shock  from  anaphylaxis,  various  systemic 
diseases,  such  as  anemias,  periarteritis  nodosa, 
thromboangitis  obliterans,  myocardial  insufficiency 
from  other  causes,  and  intimal  or  subintimal  disease 
due  to  pathology  other  than  atherosclerosis.  It 
should  be  remembered  that  the  diagnosis  of  these 
rarer  conditions  cannot  be  made  in  nonfatal  cases 
but  can  only  be  definitely  established  by  autopsy. 

Table  III  shows  a total  of  372  physicians  (93.4  per 
cent)  who  stated  that  either  coronary  arteriosclerosis 
or  some  other  form  of  coronary  disease  pre-existed 
the  heart  attack.  The  11  physicians  stating  “no, 
because  there  are  exceptions”  are  included  in  this 
total  of  affirmative  answers  because  they  qualified 
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TABLE  III 


Yes 

Yes  with 
Exception 

No 

No  with 
Exception 

No 

Answer 

Total  Physicians  (398) 

Number  of  physicians 

253 

108 

25 

1 1 

i 

Per  cent 

63  5 

27.1 

6.3 

2.8 

0 3 

Internists  (192) 

Number  of  physicians 

116 

54 

14 

7 

1 

Per  cent 

60.4 

28 

7.4 

3.7 

0.5 

Cardiovascular  Specialty  (206) 

Number  of  physicians 

137 

54 

11 

4 

Per  cent 

66.5 

26.2 

5.3 

1.9 

TABLE  IV 


Infarction  Ventric- 


Yes 

Possible  Probable 

Aggrava- 

tion 

Without  ular 

Occlusion  Fibrillation 

No 

No 

Answer 

Total  Physicians  (398) 

Number  of  physicians 

141 

52 

4 

56 

15 

2 

106 

22 

Per  cent 

35.4 

13 

1 

14 

3.8 

0.5 

26.6 

5 . 5 

Internists  (192) 

Number  of  physicians 

76 

25 

2 

28 

2 

1 

50 

8 

Per  cent 

39.5 

13 

1 

14.5 

1 

0.5 

26 

4.2 

Cardiovascular  Specialty 

(206) 

Number  of  physicians 

65 

27 

2 

28 

13 

1 

56 

14 

Per  cent 

31.6 

13.1 

1 

13.6 

6.3 

0.5 

27.1 

6.8 

their  negative  answers.  The  percentage  of  the  af-aarhythmias,  paroxysmal  tachycardia,  acute  coronary 
firmative  answer  for  the  two  groups  of  physicians^p  insufficiency,  etc.  Logically,  others  felt  that  in  per- 
was  about  the  same,  92.1  per  cent  for  internists  and  sons  with  a significant  degree  of  coronary  atheroscle- 


94.6  per  cent  for  those  with  specialty  ratings. 

Question  4 

If  a workman  during  the  course  of  his  regidar  work, 
and  where  no  unusual  physical  exertion  is  present,  suf- 
fers a heart  attack  following  an  incident  of  emotional 
disturbance  occasioned  by  a verbal  argument  with  a 
fellow  employe  or  the  reprimand  of  a superior  in  con- 
nection with  his  work,  from  a medical  viewpoint  would 
you  consider  the  attack  as  causally  related  to  the  emo- 
tional disturbance ? 

The  term  “heart  attack”  used  in  this  question  was 
intended  to  indicate  a myocardial  infarction.  In 
the  answers  received,  a number  of  physicians  justi- 
fiably criticized  the  use  of  this  term  because  it  did  not 
specify  which  type  of  heart  attack  was  meant.  As  a 
result  the  comments  received  included  discussion  of 
the  effects  of  emotional  disturbance  on  the  various 
types  of  heart  attacks. 

The  majority  of  physicians  favored  the  viewpoint 
that  an  incident  of  emotional  upset  plays  an  impor- 
tant role  in  the  precipitation  of  a heart  attack.  In 
support  of  this  view,  many  stated  that  a history  of  a 
preceding  period  of  anxiety,  rather  than  overwork, 
was  very  frequently  found  in  many  patients  with 
myocardial  infarctions. 

Some  were  of  the  opinion  that  emotional  stress 
could  not  cause  a myocardial  infarction,  with  or 
without  occlusion,  but  that  such  a factor  could  pro- 
duce transient  attacks  of  other  functional  disturb- 
ances in  the  heart,  i.e.,  angina  pectoris,  cardiac  ar- 


rosis,  unusual  emotional  disturbance  may  render  a 
previously  partial  occlusion  complete,  thereby  pre- 
cipitating a myocardial  infarction.  Several  physi- 
cians felt  that  work  and  emotions  are  part  of  every- 
day living  and  that  to  impose  the  cost  of  emotion- 
produced  attacks  on  industry  would  be  an  unfair 
burden,  at  least  until  there  is  valid  statistical  data 
to  support  the  relationship  of  excitement  to  the  at- 
tack. 

Almost  all  physicians  who  were  of  the  opinion 
that  there  was  a relationship  between  emotional  dis- 
turbance and  the  evolution  of  certain  cardiac  altera- 
tions agreed  that  such  an  individual  must  have  had 
some  pre-existing  coronary  artery  disease  and  that 
the  described  incident  acted  as  an  aggravating  factor 
or  “trigger  mechanism”  to  precipitate  the  heart  at- 
tack in  a similar  manner  as  would  physical  exertion. 

It  was  pointed  out  by  some  that  if  complete  clo- 
sure and  myocardial  infarction  did  occur,  it  should  be 
considered  unrelated  unless  there  be  unequivocal 
evidence  of  acute  coronary  insufficiency  during  the 
argument  or  reprimand  and  continuing  thereafter, 
without  interruption,  until  the  development  of  the 
infarction,  not  more  than  eighteen  to  twenty-four 
hours  after  the  incident.  Others  were  less  specific 
but  emphasized  that  the  emotional  stress  should  be 
adequate  and  that  a direct  chronology  of  events 
should  exist  between  it  and  the  heart  attack. 

Table  IV  shows  that  270  physicians  or  67.7  per 
cent  of  the  total  felt  that  emotional  disturbance 
would  directly  or  indirectly  bring  on  a heart  attack. 
The  opinion  of  106  physicians  (26.6  per  cent)  was  no 
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TABLE  V 

Yes 

Possible 

Probable 

No 

Related  to 
the  Pathology 
Only 

No 

Answer 

Total  Physicians  (398) 

Number  of  physicians 

47 

3 

i 

307 

23 

17 

Per  cent 

11.9 

0.7 

0.3 

77.1 

5.8 

4.3 

Internists  (192) 

Number  of  physicians 

26 

145 

13 

8 

Per  cent 

13  8 

75 . 5 

6.9 

4.2 

Cardiovascular  Specialty  (206) 

Number  of  physicians 

21 

3 

1 

162 

10 

9 

Per  cent 

10.2 

1.5 

0.5 

78.6 

4.9 

4.4 

causal  relationship.  Here,  too,  the  comparison  of 
the  two  groups  of  medical  specialists’  opinion  as  to 
causal  relationship  was  roughly  the  same:  69.5  per 
cent  for  the  internists  and  66. 1 per  cent  for  the  cardio- 
vascular men. 

It  is  interesting  to  point  out  at  this  time  that  in 
comparing  the  relationship  between  the  effect  of 
emotional  stress  upon  the  heart  and  the  effect  of 
physical  exertion  upon  the  heart,  more  physicians 
(67.7  per  cent)  favored  the  emotional  factor  than 
favored  physical  effort  in  the  precipitation  of  a heart 
attack  (46.6  per  cent). 

Question  5 

Assume  that  a workman  suffered  a myocardial  in- 
farction and  that  it  was  a compensable  injury  under  the 
Workmen’s  Cotnpensation  Law.  He  recovered  and 
was  discharged  as  cured  and  then  returned  to  work.  A 
year  or  more  later,  not  during  the  course  of  his  em- 
ployment and  not  due  to  any  physical  exertion,  he  de- 
velops another  attack  of  coronary  occlusion,  with  myo- 
cardial infarction.  In  your  opinion,  woidd  the  second 
attack  be  causally  related  to  the  first? 

Decisions  have  been  rendered  in  favor  of  the 
claimant  in  such  cases  as  those  described  in  the 
above  question  on  the  basis  that  the  second  heart 
attack  was  causally  related  to  the  first..7  The 
purpose  of  the  question  was  to  obtain  the  medical 
viewpoint  on  whether  a first  infarction  can  bring 
on  or  lead  to  a later  second  infarction. 

The  general  opinion  of  most  physicians  was  that 
multiple  occlusions  and  myocardial  infarctions  oc- 
cur in  atherosclerotic  heart  disease,  not  because  one 
occlusion  leads  to  another,  but  because  of  the 
underlying  disease  responsible  for  the  first  infarc- 
tion, namely,  coronary  atherosclerosis.  Some  even 
pointed  out  that  a continuation  at  work  would  favor 
the  development  of  a collateral  circulation  and  thus 
lessen  the  probability  of  causal  relationship. 

A comparatively  small  number  of  physicians 
found  a relationship  between  the  first  attack  of  in- 
farction and  the  subsequent  episode  on  the  theory 
that  the  greater  load  placed  on  the  remaining  circu- 
lation increases  the  likelihood  of  a second  infarction 
occurring. 


7 Matter  of  Hyber  v.  Hegerman  Farms  Corp.,  2 App.  Div. 
(2d)  922. 


Table  V shows  that  5.8  per  cent  found  the 
second  attack  of  myocardial  infarction  to  be  related 
to  the  pathology,  that  is  to  say,  that  the  only  rela- 
tionship existing  between  the  two  infarctions  was  the 
underlying  atherosclerosis  in  the  heart.  These  an- 
swers have  been  considered  to  be  negative.  Includ- 
ing them,  330  physicians  (82.9  per  cent)  felt  that  the 
second  attack  was  not  related  to  the  first.  Only  51 
physicians  (12.9  per  cent)  answered  yes,  possible,  or 
probable.  The  opinions  were  about  equally  divided 
between  the  two  groups  of  physicians  (82.4  and  83.5 
per  cent). 

Question  6 

Suppose  the  case  of  a workman  who  has  returned  to 
work  after  recovering  from  a causally  related  myocardial 
infarction.  He  has  a well-healed  scar  and  is  asympto- 
matic. Would  you  consider  that  this  workman  had  a 
permanent  partial  disability ? 

This  question,  as  originally  framed,  was  whether 
“this  workman  had  a permanent  partial  disability 
because  of  the  scar.”  If  it  be  assumed  that  he  had 
recovered  from  the  myocardial  infarction,  had  re- 
turned to  his  regular  work,  and  continued  to  work 
without  having  symptoms,  would  the  residual  myo- 
cardial scar  be  considered  a permanent  partial  disa- 
bility? Before  completing  the  questionnaire,  it  was 
decided  to  omit  the  phrase  “because  of  the  scar'  ’ and 
to  end  the  sixth  question  as  stated  above. 

The  answers  given  to  this  question,  therefore,  went 
not  to  the  legal  question  of  disability,  but  to  the 
medical  problem  of  the  individual’s  cardiac  reserve 
and  his  ability  to  perform  his  work.  The  opinion 
of  some  physicians  was  that  if  the  individual  was 
able  to  resume  his  previous  occupation  or  engage  in 
physical  activity  comparable  to  that  which  pre- 
vailed prior  to  his  heart  attack  and  remained  asymp- 
tomatic, he  did  not  have  a disability.  If,  however, 
the  person  suffered  anginal  attacks  or  showed  evi- 
dence of  heart  failure  or  coronary  insufficiency  or,  if 
on  tests,  he  showed  reduced  vital  capacity  and  di- 
minished cardiac  reserve,  he  would  have  a permanent 
partial  disability. 

Opinions  differed  as  to  the  significance  of  a myo- 
cardial scar.  It  was  believed  by  some  that  the 
postinfarction  scar,  which  may  or  may  not  be  de- 
monstrable electrocardiographically,  should  be  con- 
sidered as  an  area  of  impaired  muscle  efficiency,  an 
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TABLE  VI 


Yes 

Disabled  for 

Strenuous  Work  Probable 

No 

Not  Disabled 
for  Light  to 
Moderate 
Heavy  Work 

No 

Answer 

Number  of  physicians 

148 

Total  Physicians  (398) 
34  1 

172 

18 

25 

Per  cent 

37 

8.5  0.3 

43.3 

4.6 

6.3 

Number  of  physicians 

79 

Internists  (192) 
13 

84 

10 

0 

Per  cent 

40.7 

6.9 

43.9 

5.3 

3.2 

Number  of  physicians 

69 

Cardiovascular  Specialty  (206) 
21  1 

88 

8 

19 

Per  cent 

33.5 

10.2  0.5 

42.7 

3.9 

9.2 

area  which  has  lost  its  normal  contractility  and, 
therefore,  has  decreased  the  cardiac  reserve.  A 
person  having  such  a scar  must  be  assumed  to  have 
some  reduction  in  the  functional  capacity  of  his 
heart  and,  therefore,  has  a permanent  partial  disa- 
bility. Contrary  to  this  view  were  the  opinions  that 
the  presence  of  a myocardial  scar  was  no  proof  of 
diminished  cardiac  reserve  and  that  equally  un- 
sound was  the  inference  that  because  the  heart  con- 
tains a postinfarction  scar,  it  must,  of  necessity,  and 
without  demonstrable  evidence,  have  sustained  a 
permanent  partial  impairment. 

It  was  the  general  opinion  that  an  individual  who 
suffered  a myocardial  infarction  and  was  later 
asymptomatic  should  avoid  strenuous  or  arduous 
work  and  that  he  was  disabled  for  that  type  of  physi- 
cal exertion,  whether  it  was  or  was  not  his  former  oc- 
cupation. He  should  also  be  considered  disabled  if 
he  is  restricting  his  physical  activities  to  a level  below 
that  which  formerly  prevailed.  Some  physicians 
merely  stated  that  the  recovered  patient  had  no  dis- 
ability for  light  or  moderate  heavy  work  but  was  dis- 
abled for  heavy  physical  labor.  On  the  ground  that 
“one  infarction  leads  to  another”  or  that  “one  infarc- 
tion sensitizes  the  heart  to  another”  and,  therefore, 
the  individual  has  a permanent  partial  disability, 
some  physicians  implied  that  such  statements  were 
based  on  a total  misconception  of  the  underlying 
atherosclerotic  pathology. 

Table  VI  illustrates  that  the  medical  specialists 
were  about  equally  divided  on  this  question.  One 
hundred  eighty-three  physicians  (45.8  per  cent)  an- 
swered in  the  affirmative,  (37  per  cent  stated  that 
the  workman  had  a permanent  partial  disability,  and 
8.8  per  cent  stated  that  he  was  disabled  for  strenuous 
or  arduous  work).  One  hundred  ninety  physicians 
(47.9  per  cent)  answered  in  the  negative  (43.3  per 
cent  said  no  disability;  4.6  per  cent  said  not  dis- 
abled for  light  or  moderate  work).  Among  the  in- 
ternists 47.6  per  cent  were  of  the  opinion  that  such 
disability  was  present;  49.2  per  cent  were  not. 
Among  those  with  specialty  rating  the  percentage 
was  44.2  per  cent  to  46.6  per  cent. 

Question  7 

Assume  that  a man  about  twenty-five  years  of  age  be- 
gins employment  at  moderately  heavy  work  and  con- 
tinues in  this  job  for  twenty  years.  At  the  end  of  this 


time,  while  on  the  job  and  without  engaging  in  any 
unusual  exertion  or  strain,  he  suffers  a coronary  oc- 
clusion with  myocardial  infarction.  In  your  opinion, 
is  the  heart  attack  causally  related  to  the  employment? 

This  fact  situation  is  one  frequently  encountered 
in  controverted  workmen’s  compensation  cases.  The 
issue  is  whether  the  usual  work  performed  by  a man 
and  to  which  he  had  been  accustomed  has  become 
sufficiently  “unusual”  at  a later  age  to  precipitate  a 
coronary  occlusion  with  myocardial  infarction.  In 
other  words,  would  the  “usual”  effort  of  a twenty- 
five-year-old  man  become  “unusual”  effort  or 
strain  in  the  same  man  twenty  years  later,  so  that 
there  can  be  said  to  be  causal  relationship  between 
the  heart  attack  and  the  employment? 

A large  majority  (88.6  per  cent)  of  the  physicians 
felt  that  there  was  no  relationship.  Many  of  the 
answers  pointed  out  that  there  is  no  connection  be- 
tween the  occupation  and  the  incidence  of  the  disease 
or  the  age  at  which  an  individual  is  stricken.  F urther- 
more,  some  stated  that  the  incidence  of  coronary  oc- 
clusion in  those  engaged  in  heavy  work  is  lower  than 
in  those  engaged  in  light  work.  The  general  opinion 
was  that  the  individual  had  a pre-existing  progressive 
disease  which  through  a gradual  asymptomatic  proc- 
ess reached  a vulnerable  stage  until  final  closure  of 
the  vessel,  that  it  was  fortuitous  that  the  workman 
happened  to  be  at  his  employment  when  the  disease 
process  in  the  vessel  became  ripe  and  resulted  in 
blockage. 

A minority  (7.1  per  cent)  of  physicians  were  of  the 
opinion  that  the  heart  attack  in  this  case  was  caus- 
ally related  to  the  employment.  They  felt  that  the 
question  whether  the  work  was  unusual  or  not  should 
not  matter.  The  important  consideration  to  them 
was  that  every  effort,  if  it  is  truly  a strain  effort, 
may  be  unusual,  even  though  the  man  has  performed 
the  act  many  times  before. 

Summary  and  Conclusions 

It  is  fair  to  assume  that  the  opinions  expressed  by 
these  398  physicians  involved  no  personal  interest, 
particularly  since  there  was  so  little  variation  be- 
tween the  internists  and  the  cardiovascular  special- 
ists (Table  VII).  In  such  a nation-wide  sample  it 
is  fair  also  to  assume  that  partisanship — whether  for 
claimant  or  insurance  carrier — balances  out.  From 
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TABLE  VII 


Yes 

Aggravation 

Possible 

No 

No 

Answer 

Total  Physicians  (398) 

Number  of  physicians 

15 

12 

1 

353 

17 

Per  cent 

3.8 

3 

0.3 

88.6 

4.3 

Internists  (192) 

Number  of  physicians 

8 

6 

1 

171 

6 

Per  cent 

4.2 

3.1 

0.5 

89 

3.1 

Cardiovascular  Specialty  (206) 

Number  of  physicians 

7 

6 

182 

11 

Per  cent 

3.4 

2.9 

88.3 

4.3 

the  opinions  and  views  expressed  in  this  survey,  it  is 
reasonable  to  draw  the  following  conclusions: 

1.  Work  does  not  produce  heart  disease  (93.9 
per  cent  against  1.5  per  cent). 

2.  Coronary  atherosclerosis  or  some  other  form 
of  coronary  disease  must  have  pre-existed  in  an  indi- 
vidual who  suffers  a coronary  occlusion  and  myo- 
cardial infarction  (93.4  per  cent  against  6.3  per  cent). 

3.  Performance  of  the  same  type  of  moderately 
heavy  work  without  engaging  in  unusual  exertion  or 
strain  has  no  injurious  effect  on  the  heart.  A myo- 
cardial infarction  occurring  during  such  work  is  not 
causally  related  to  the  employment  (88.6  per  cent 
against  7.1  per  cent). 

4.  Subsequent  attacks  of  myocardial  infarction 
are  not  causally  related  to  the  first  attack  but  to  the 


underlying  pathology  of  the  coronary  vessels  in  the 
heart  (82.9  per  cent  against  12.9  per  cent). 

5.  Opinion  on  the  effect  of  strenuous  physical 
exertion  or  emotional  disturbance  on  the  heart  was 
divided:  46.6  per  cent  considered  that  there  was  a 
causal  relationship  between  strenuous  work  and  an 
ensuing  myocardial  infarction;  49.5  per  cent  did  not. 
The  general  opinion  was  that  the  emotional  factor 
plays  a more  important  role  in  bringing  on  such  an 
attack  than  the  physical. 

6.  Opinion  was  divided  on  whether  a person  has 
a permanent  partial  disability  after  he  has  recovered 
from  his  myocardial  infarction  and  returned  to  work 
and  is  asymptomatic:  45.8  per  cent  felt  that  there 
was  a disability,  and  47.9  per  cent  that  there  was 
not. 


Doctors  Reported  Spending  More  Time  With  Patients 


While  the  U.S.  doctor  is  devoting  more  time  to  his 
practice,  he’s  seeing  about  15  per  cent  fewer  patients 
than  he  used  to,  reports  Medical  Economics  in  an 
article  on  physicians’  working  hours,  in  its  February 
issue.  So  it  is,  says  the  magazine,  that  the  typical 
physician  is  now  giving  more  minutes  to  each 
patient,  as  medical  leaders  have  long  been  urging 
him  to  do. 

The  median  doctor  currently  sees  20  patients  a 
day,  the  magazine  points  out.  But  “one  in  every 
three  doctors  sees  at  least  30  patients  a day.  And 


one  in  25  sees  60  or  more.” 

The  typical  G.  P.  takes  care  of  25  patients  a day, 
five  more  than  his  specialist  counterpart,  Medical 
Economics  discloses. 

“Specialists  with  the  heaviest  patient  loads  are 
those  in  allergy  and  radiology-roentgenology,”  it 
says.  They  see  about  26  patients  a day. 

“Specialists  with  the  lightest  patient  loads  are 
pathologists,  anesthesiologists,  and  psychiatrists.” 
Typical  doctors  in  these  groups  see  fewer  than  ten 
patients  daily. 
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The  Blood  Banks  Association  of  New  York  State 

THURMAN  B.  GIVAN,  M.D., * BROOKLYN,  NEW  YORK,  AND  HERBERT  BERGER,  M.D.,f 

STATEN  ISLAND,  NEW  YORK 


r I ''he  Blood  Banks  Association  of  New  York  State 
has  had  a stormy  life  since  its  birth  five  years 
ago.  Many  of  the  criticisms  which  have  been 
heaped  on  it  were  and  are  valid.  From  them  we 
who  have  been  entrusted  with  the  management  of 
this  organization  have  been  guided  toward  necessary 
improvements.  Some  of  the  adverse  comments 
were  tendered  by  those  wdiose  intentions  were  both 
helpful  and  constructive  but  who  had  not  had  access 
to  all  of  the  facts.  Praise  of  the  association  has 
emanated  from  only  a few  areas.  It  is  a source  of 
pride  to  those  of  us  who  are  trying  to  operate  this 
State  Society  endeavor  successfully  that  the  kudus 
come  from  those  counties,  both  from  hospitals  and 
physicians,  in  w'hich  the  program  is  nowr  operating. 

It  is  the  desire  of  the  president  of  the  Medical  So- 
ciety of  the  State  of  New  York,  Dr.  James  Green- 
ough,  himself  a past-president  of  the  Blood  Banks 
Commission,  that  the  physicians  of  New  York  State 
be  presented  with  a r6sum6  of  the  activities  of  the 
Association.  From  these  data  the  membership  may 
then  see  fit  to  instruct  its  delegates  to  the  State  con- 
vention as  to  the  future  conduct  of  this  organiza- 
tion. 

By  way  of  introduction  it  is  important  to  empha- 
size that  this  was  a new  venture.  Consequently 
suggestions  coming  from  the  State  Society,  the 
Blood  Banks  Commission,  or  the  board  of  directors 
had  to  be  tried  in  order  to  determine  their  merit.  As 
in  all  research,  this  is  a costly  method,  expensive  in 
both  time  and  money.  But  this  was  and  still  is  an 
unchartered  sea  that  we  embarked  on.  That  we 
fetched  up  on  more  than  one  shoal  is  not  surprising. 
More  than  gratifying  is  the  fact  that  we  are  still 
afloat.  We  recognize  that  this  is  largely  the  result  of 
some  very  efficient  bailing  by  our  parent  organiza- 
tion, the  State  Medical  Society. 

History  and  Purpose 

It  had  been  apparent  for  many  years  that  there 
was  an  insufficient  amount  of  blood  available  to 
the  patients  in  this  State.  Despite  commendable 
work  by  the  Red  Cross,  commercial  blood  banks, 
and  the  blood  banks  of  many  of  our  hospitals,  com- 


* Chairman  of  the  Blood  Banks  Commission, 
f President  of  the  Blood  Banks  Association  of  New  York 
State. 


munities,  and  industrial  organizations,  the  shortage 
persisted  and  even  became  worse.  The  need  for 
blood  continued  to  outdistance  available  sources  of 
supply.  The  Medical  Society,  at  the  suggestion  of 
some  of  its  members,  set  out  to  provide  every  hos- 
pital, every  patient,  every  doctor  with  as  much 
blood  as  was  needed  at  any  hour  at  the  least  possible 
cost.  This  was  in  accord  with  the  highest  ideals  of 
our  profession.  Nothing  was  said  at  the  outset 
about  the  economics  of  this  venture.  This  needs 
repeated  emphasis  because  it  is  in  this  area  that  this 
altruistic  activity  of  our  State  Society  is  so  often 
castigated. 

With  the  advice  of  some  of  the  pioneer  blood 
bankers  of  America,  who  are  members  of  the  State 
Society  and  even  now'  serve  with  distinction  on  the 
board  of  directors  of  the  Association,  this  program 
began  to  explore  these  facets  of  the  blood  shortage: 

1 . The  paucity  of  donors  and  their  recruitment. 

2.  The  setting  up  of  exchange  programs  and  a 
clearing  house. 

3.  The  establishment  of  additional  blood  banks 
in  hospitals  all  over  the  State. 

4.  The  dissemination  of  blood  banking  informa- 
tion. 

5.  The  devising  of  a system  for  distant  donor  re- 
placement. 

In  the  course  of  these  studies  it  seemed  evident 
that  we  “must  extend  medical  knowledge,  advance 
the  science  and  use  of  blood,  encourage  and  promote 
research,  to  enlighten  the  public  and  to  plan  for 
needs  in  time  of  disaster.”* 

The  only  purpose  served  by  review  of  all  the  plan- 
ning and  thinking  devoted  to  the  accomplishment 
of  these  ends  would  be  to  acquaint  the  reader  with 
the  selfless  work  of  many  of  his  colleagues.  Were 
this  paper  to  be  read  by  other  than  a medical  audi- 
ence, this  would  be  in  order.  Our  profession  is, 
however,  so  replete  with  stories  of  devotion  to  duty 
and  self-sacrifice  that  such  a r6sum6  would  seem 
unnecessary.  In  short  summary,  then,  an  enor- 
mous amount  of  work  by  many  physicians  went  into 
bringing  this  organization  to  its  present  status.  This 
is  written  with  some  pride  as  we  look  at  the  distance 
traversed,  but  with  ever  greater  humility  when  one 


* Constitution  of  the  Blood  Banks  Association  of  New 
York  State. 
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considers  all  that  must  yet  be  done  before  our  high 
purpose  is  universally  achieved. 

The  organization  of  the  Blood  Banks  Association 
is  moderately  complex  and  is  at  times  confusing. 
State  law  demanded  that  this  work  of  the  Medical 
Society  be  carried  on  by  a separate  nonprofit  cor- 
poration. Consequently  the  present  organization 
was  incorporated  in  1952.  Since  the  Blood  Banks 
Association  owes  its  very  life  to  the  State  Medical 
Society  and  is  guided  by  it,  it  was  necessary  to  set  up 
a Council  committee  of  the  State  Society  to  act  as 
liaison  between  the  two  corporations.  This  body  is 
the  Blood  Banks  Commission.  Its  importance  can 
best  be  emphasized  by  the  rank  of  its  chairman  who 
is  the  president-elect  of  the  State  Medical  Society. 
The  Association  has  its  own  officers  and,  in  addition, 
its  own  board  of  directors,  all  of  whom  are  elected  by 
its  own  members.  These  are  any  interested 
physicians  in  the  State  Society,  blood  banks,  or 
technicians.  The  latter  hold  associate  membership. 

Donor  Recruitment 

At  the  moment  the  problem  of  donor  recruitment 
is  being  attacked  by  the  Blood  Assurance  Program, 
and  where  it  has  been  properly  utilized,  the  program 
has  solved  the  procurement  difficulty.  Under  this 
program  any  donor  of  one  pint  may  name  any  ten 
people.  Each  of  these  may,  if  necessary,  receive 
up  to  four  pints  of  blood  for  any  calender  year  if  it 
is  available.  So  abundant  is  blood  under  this  pro- 
gram that  we  have  often  been  able  to  give  many 
more  pints  than  the  recipient  is  entitled  to  receive. 
No  hospital  has  ever  failed  to  meet  requests  for 
blood.  The  “if  available”  is  placed  in  the  contract 
to  meet  State  legal  regulations.  This  program  has 
been  approved  by  the  State  Superintendent  of  In- 
surance. 

The  Blood  Assurance  Program  owes  its  success  to 
its  appeal  not  only  to  the  finer  qualities  in  man,  but 
to  his  human  desire  to  get  something  for  himself. 
By  enrolling  in  our  plan  through  his  community 
hospital,  under  the  auspices  of  his  own  county  medi- 
cal society,  the  individual  makes  his  own  neighbor- 
hood self-sufficient  in  blood  and  prepared  for  any 
eventuality.  He  provides  for  himself  and  for  his 
family  and  friends. 

One  such  upstate  community  purchased  600  pints 
of  blood  from  commercial  sources  at  a cost  of  $8,400 
in  the  year  prior  to  entering  our  program.  During 
the  next  year  it  purchased  none.  The  program  has 
created  excellent  public  relations  for  the  county  so- 
ciety and  for  the  hospital.  It  has  bound  this  whole 
community  to  its  hospital  in  a manner  which  has 
won  the  acclaim  of  the  hospital  administrator.  The 
latter  has  become  an  ardent  worker  who  has  carried 
this  story  to  other  institutions. 

The  local  committees  of  the  hospitals  and  the 
county  societies  are  helped  and  instructed  by  our 
field  representatives  in  methods  of  running  the  cam- 
paign. There  has  always  been  instantaneous  and 
enthusiastic  cooperation  from  the  civic  clubs,  the 
press,  and  industry. 

The  programs  are  costly,  but  the  greater  part  of 
the  expense,  not  chargeable  to  the  State  Society,  is 


the  time  of  our  Blood  Banks  Association  directors 
and  members  and  of  the  local  volunteers  both  in  and 
out  of  the  profession.  Our  income  from  these  cam- 
paigns is  $3.00  per  pint  paid  by  the  hospital  blood 
bank.  This  sum  has  not  met  our  expenses  in  the 
first  year.  Perhaps  as  the  program  is  renewed  year 
after  year,  we  may  eventually  balance  our  books  on 
this  portion  of  our  activities.  Perhaps  the  greatest 
compliment  that  can  be  paid  to  this  phase  of  our 
work  is  that  it  is  now  widely  imitated. 

As  more  and  more  donors  join  the  Blood  Assurance 
Program,  the  local  hospital  bank  accumulates  files  on 
their  blood  types.  By  this  means  a walking  blood 
bank  is  established.  Blood  now  becomes  available 
in  exactly  the  types  needed  at  the  bank.  In  the 
donors’  veins  blood  does  not  become  outdated.  No 
longer  is  it  necessary  to  call  many  donors  to  obtain 
one  rare  type.  The  dramatic  radio  and  newspaper 
requests  become  unnecessary. 

Clearing  House 

The  clearing  house  is  another  of  our  functions. 
Through  the  clearing  house  blood  may  be  obtained 
when  needed  in  large  quantities  or  disposed  of  when 
it  accumulates  in  excess.  There  is,  therefore,  much 
less  wastage  of  blood  by  outdating,  with  a concomi- 
tant reduction  in  its  cost.  Through  this  medium  it  is 
also  possible  for  donors  to  replace  blood  anywhere  in 
the  United  States.  This  nation-wide  program  has 
been  in  operation  only  since  January  1,  1957,  and  is 
of  course  only  in  its  incipiency.  In  California  a 
similar  venture  is  entirely  successful  medically  and 
economically.  The  loan  from  the  California  State 
Medical  Society  which  started  this  venture  has  been 
repaid.  Fees  have  been  lowered  repeatedly  so  as  to 
prevent  the  accumulation  of  profit.  Miss  Bernice 
Hemphill  who  set  this  plan  in  operation  in  Califor- 
nia has  visited  us  several  times  to  advise  and  assist 
us  in  the  inauguration  of  this  country-wide  activity. 

Your  Blood  Banks  Association  now  handles  all 
the  exchange  problems  of  the  13  Northeastern  states. 
We  have  every  hope  that  this  program  will  augment 
our  available  blood.  It  is  a distinct  service  to  the 
patient  who  is  ill  away  from  home.  It  should  help 
us  economically.  The  charge  is  $1.00.  It  is  likely 
that  this  fee  can  be  reduced  when  our  experience 
justifies  it. 

Dissemination  of  Knowledge 

Our  officers  and  directors  have  attended  and  ad- 
dressed many  meetings  and  conventions  in  this  field. 
Some  of  them  are  the  pioneer  hematologists  respon- 
sible for  much  of  the  knowledge  which  has  accumu- 
lated. All  of  them  have  eagerly  taken  part  in  our 
own  scientific  programs,  through  which  knowledge 
is  disseminated  to  our  member  blood  banks.  There 
is  a movement  afloat  to  organize  more  efficiently 
our  technical  workers  who  do  so  much  of  the  hard 
work  in  the  laboratory  and  at  the  bedside.  They 
merit  more  recognition  from  the  entire  profession  for 
their  interest  and  diligence. 

Future  Activities 

So  much  for  the  past.  What  of  the  future?  Fol- 
lowing the  completion  of  the  establishment  of  the 
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North  East  Clearing  House  which  occupied  so  much 
of  our  efforts  in  the  past  four  months,  the  Blood 
Banks  Association  is  now  trying  to  extend  our  com- 
munity blood  program.  At  the  moment  of  writing 
this  report,  we  are  working  in  Westchester  at  the 
invitation  of  the  county  medical  society,  the  patholo- 
gists, and  the  hospital  administrators.  This  program 
is  just  beginning.  It  will  be  the  largest  area  to  be 
covered  by  our  plan.  It  is  a highly  cosmopolitan, 
industrial,  and  primarily  residential  county  which  is 
a considerable  challenge.  Our  field  representatives, 
our  executive  director,  Miss  Evelyn  Clark,  and  our 
committee  chairmen,  particularly  Drs.  Dorothea 
Worcester  and  Nathanael  Fedde,  are  working  dili- 
gently to  make  this  venture  a success. 

The  New  York  City  area  has  been  our  most  costly 
effort.  When  this  project  was  started  several  years 
ago,  the  Greater  New  York  Hospital  Association  did 
not  support  it,  and  the  campaign  had  to  be  virtually 
abandoned.  It  is  and  has  been  our  intention  to 
conduct  drives  through  local  community  groups 
and  hospitals  under  the  aegis  of  the  count}-  society. 
Naturally  we  would  not  and  could  not  proceed 
without  the  sanction  of  the  hospitals.  Therefore,  we 
have  not  been  making  an  effort  to  work  in  the  met- 
ropolitan district  until  we  can  secure  the  complete 
cooperation  of  the  Hospital  Association.  The  Hospi- 
tal Association  is  in  the  process  now  of  making  a sur- 
vey of  the  blood  needs  of  the  city  and  of  possible 
methods  of  meeting  them.  Many  of  the  members  of 
our  board  of  directors  sit  on  the  Advisory  Blood 
Council  of  the  Greater  New  York  Hospital  Associa- 
tion. We  are  helping  to  bring  this  survey  to  a suc- 
cessful conclusion  and  hope  to  learn  much  from  it. 

Several  unions,  housing  projects,  and  community 
groups  wdiich  were  enrolled  during  our  earlier  effort 
in  New  York  City  (before  we  were  aw-are  of  the  com- 
pletely justified  stand  of  the  Hospital  Association) 
have  requested  renewal  of  the  plan.  We  have  com- 


plied with  these  requests  through  the  good  offices  of 
the  University  Hospital  Blood  Bank  and  the  Blood 
Transfusion  Association.  We  enjoy  cordial  rela- 
tions with  both  of  these  splendid  organizations  w hose 
medical  directors  have  contributed  selflessly  to  our 
efforts.  Drs.  Lester  Unger  and  Jacob  Geiger  are 
our  prime  sources  of  information  and  inspiration. 
We  often  need  more  than  a modicum  of  both. 

Standardization  of  Blood  Banks 

Standardization  of  blood  banks  so  that  blood  can 
be  freely  transferred  between  our  member  banks  with 
full  assurance  that  it  is  in  excellent  condition  is  an- 
other of  our  activities.  This  problem  is  complicated 
by  the  presence  of  three  regulating  political  subdivi- 
sions in  the  field,  Federal,  State,  and  municipal. 
Meetings  with  the  State  Health  Department  to  set 
up  inspection  and  licensing  teams  in  the  upstate 
area  have  served  to  standardize  blood  banking 
throughout  the  State  so  that  exchange  may  be  fa- 
cilitated. 

Conclusion 

Our  organization  is  not  in  competition  with  other 
methods  of  procuring  blood,  but  rather  we  hope  to 
complement  the  activities  of  the  Red  Cross,  large 
commercial  banks,  and  donor  clubs  so  as  to  supply 
the  city  and  State  with  all  the  blood  necessary  for 
any  contingency  at  the  least  possible  price. 

It  is  unlikely  that  this  organization  will  be  self- 
sufficient  for  some  time.  It  may  never  be.  But  then 
neither  are  the  legislative,  insurance,  or  public  rela- 
tions activities  of  the  Society.  All  of  these  worth- 
while endeavors  are  rendered,  at  our  expense,  in  the 
public  interest.  This  program  has  made  it  possible 
to  supply  blood  at  no  cost  to  our  patients  in  unlimited 
amounts.  This  is  a high  public  service,  one  of  which 
all  of  us  may  well  be  proud. 


Air  Embolism 


Giving  passing  mention  to  the  rarely-occurring 
paradoxic  air  embolism,  Hamilton  Bailey,  F.R.C.S. 
(Eng.),  F.R.C.S.  (Edin.),  Royal  Northern  Hospital 
London,  England,  directs  his  main  attention  to  the 
causes,  manifestations,  and  treatment  of  (1)  venous 
air  embolism  and  (2)  arterial  air  embolism  which,  he 
observes,  probably  occur  more  frequently  than 
published  reports  indicate — and  there  apparently  is 
no  lack  of  these.  The  clinical  manifestations  of  the 


venous  and  arterial  varieties  of  air  embolism  are 
different.  In  either  event,  for  a successful  outcome 
quick  and  sustained  action  is  essential. 

Unless  the  physician  has  a thorough  knowledge  of 
what  to  do  when  faced  with  arterial  air  embolism, 
chances  of  saving  the  life  of  the  patient  are  almost 
negligible. 

— Journal  of  the  International  C ollege  of  Surgeons, 
June,  1956 
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The  following  is  a summary  of  the  minutes  of  the  February,  1957,  meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,  as  approved  March  14,  1957. 


'T'he  Council  met  Feburary  17,  1957,  from  1 : 15  to 
3:25  p.m.  in  the  Empire  Room,  Hotel  Statler, 
New  York  City,  Dr.  James  Greenough,  president  of 
the  Society,  presiding. 

Secretary’s  Report 

Dues  Remission. — The  Council  voted  to  remit 
annual  State  dues  of  one  member  for  1955,  three 
members  for  1956,  and  39  members  for  1957  because 
of  illness  and  of  37  members  for  1957  because  of 
service  in  the  armed  forces.  The  September  remis- 
sion of  1956  annual  State  dues  of  one  member 
because  of  illness  was  rescinded.  It  was  voted  to 
request  remission  of  American  Medical  Association 
dues  of  one  member  for  1956  and  of  67  members  for 
1957. 

Executive  Committee. — Dr.  Anderton  reported: 
“Mr.  President,  the  Executive  Committee  met  today 
and  proceeded  with  routine  business,  particularly 
considering  communications. 

“1.  A letter  of  January  23,  1957,  from  Mr. 
Robert  C.  Killough,  Jr.,  Assistant  Commissioner  for 
Professional  Education  of  the  New  York  State  De- 
partment of  Education,  requesting  that  our  Society 
nominate  three  candidates,  one  to  be  selected  by  the 
Board  of  Regents,  to  fill  a vacancy  in  the  New  York 
State  Board  of  Medical  Examiners  caused  by  the 
resignation  of  Dr.  Alexander  Preston  of  Middletown. 
The  Executive  Committee  recommends  that  the 
Council  nominate,  through  Mr.  Ivillough  to  the 
Board  of  Regents,  Dr.  Walter  A.  Fenstermacher  of 
Rochester,  Dr.  John  R.  Paine  of  Buffalo,  and  Dr. 
Renato  J.  Azzari  of  the  Bronx. 

“This  gentleman  needs  to  be  a surgeon  because  it 
is  to  replace  a surgeon  on  the  Board,  the  man  that 
makes  out  the  examinations  and  grades  the  papers.” 

The  recommendation  was  approved. 

“2.  A letter  to  Dr.  Greenough  from  Dr.  Leo  F. 
Schiff,  presenting  his  resignation  as  a trustee  of  this 
Society’.” 

It  was  voted  to  accept  the  resignation  with  regret 

and  have  the  secretary  write  a letter  to  Dr.  Schiff 

to  that  effect. 

“3.  Mr.  President,  there  are  a couple  of  letters 
from  Dr.  M.  Arthur  Kline,  executive  secretary  of 
the  American  Medical  Society  in  Vienna,  expressing 
the  thanks  of  the  medical  refugee  organizations  and 
the  refugee  committee  in  that  city  for  this  Society’s 
gift  of  S5,000  and  describing  the  way  in  which  it  is 
being  used,  and  other  correspondence  regarding  this 
gift  and  its  disposition. 

“The  Executive  Committee  recommends  to  the 


Council  that  these  letters  be  recorded  in  the 
minutes.” 

It  was  so  voted. 

“4.  The  next  is  a communication  from  Dr.  Floyd 
S.  Winslow,  chairman  of  the  New  York  State  Delega- 
tion to  the  American  Medical  Association  House  of 
Delegates,  showing  that  the  entertainment  in  the 
Hospitality  Room  at  the  recent  meeting  of  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation overexpended  our  allowance  by  the  amount 
of  $227.55,  which  would  mean  at  the  rate  of  $12 
apiece. 

“The  committee  recommends  that  the  Council 
recommend  to  the  Board  of  Trustees  that  this  deficit 
be  paid  by  the  Society.  I so  move,  sir.” 

It  was  so  voted. 

“5.  Also  a letter  of  February  12,  1957,  from  Dr. 
William  A.  Wheeler,  Jr.,  secretary  of  the  Medical 
Society  of  the  County  of  New  York,  requesting  re- 
fund of  1957  State  and  American  Medical  Associa- 
tion dues  of  the  late  Dr.  Arnold  Conason  because  he 
died  within  twelve  days  after  the  first  of  January.” 

It  was  voted  to  approve  the  request. 

“6.  Dr.  Greenough  presented  for  consideration 
of  the  Executive  Committee  a letter  of  February  12, 
1957,  from  Dr.  Arthur  Howard,  chairman  of  the 
Public  Health  Committee  of  the  New  York  State 
Chapter,  American  Academy  of  General  Practice. 
Dr.  Howard  stated  a representative  of  this  Society 
would  be  welcome  at  the  February  24, 1957,  meeting 
of  the  Public  Health  Committee. 

“The  Executive  Committee  approved  sending 
such  representative  and  recommends  that  Dr.  Floyd 
C.  Bratt,  chairman  of  the  General  Practice  Subcom- 
mittee of  our  Public  Health  and  Education  Com- 
mittee be  authorized  to  attend.  I so  move.” 

Approval  was  voted. 

“7.  A letter  from  Dr.  Leo  Gibson  recommends 
that  Dr.  Thurston  Keese  represent  the  State  Society 
at  a meeting  of  the  .American  Medical  Association 
Rural  Health  Committee  in  Louisville,  Kentucky, 
March  7 to  9.  I so  move,  sir.” 

Approval  was  voted. 

General. — Dr.  .Anderton  reported:  It  is  a pleas- 
ure to  report  that  I saw  Dr.  John  J.  Masterson,  chair- 
man of  your  Board  of  Trustees,  Tuesday,  February 
5,  1957,  a fortnight  after  his  coronary  occlusion.  He 
had  been  sitting  out  of  bed  and  otherwise  progressing 
satisfactorily.  When  last  heard  from,  Dr.  Dan 
Mellen,  after  removing  from  Rome  Hospital  to 
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Rochester,  New  York,  Genessee  Hospital,  had 
hopped  to  St.  Mary’s  at  Rochester,  Minnesota.  He 
stood  the  flight  well,  and  his  cardiac  function  had 
been  improving.  All  my  news  about  Dr.  Leo  F. 
Schiff  is  hearsay  except  that  he  has  sent  you  his 
resignation  from  the  Board  of  Trustees. 

I am  glad  to  report  that  the  contract  you  advo- 
cated with  the  Cornell  University  College  of  Agri- 
culture for  a study  of  physician  placement  in  rural 
communities  was  signed  by  Dr.  Masterson  last 
month. 

On  January  26,  Dr.  Thurman  B.  Givan  represented 
our  Society  at  a conference  under  the  auspices  of  the 
American  Medical  Association  regarding  wholesale 
inoculation  with  polio  Salk  vaccine,  and  the  follow- 
ing day  he  attended  a meeting  of  the  American 
Medical  Education  Foundation  in  place  of  Dr.  Wil- 
liam E.  Pelow  who  was  detained  at  Syracuse. 

As  authorized  by  you,  President  Greenough  has 
appointed  Dr.  Gerald  D.  Dorman  and  himself  to 
represent  our  Society  at  the  annual  meeting  of  the 
New  Jersey  State  Medical  Society  and  has  again 
designated  Dr.  Walter  W.  Mott  and  myself  to  visit 
the  Connecticut  State  Society  annual  meeting  the 
end  of  April. 

You  will  be  glad  to  learn  that  the  first  checks  for 
physicians  working  under  “Medicare”  were  signed 
January  31,  1957. 

At  the  suggestion  of  the  Board  of  Trustees,  Presi- 
dent Greenough  has  designated  Dr.  J.  Stanley 
Kenney  to  be  a member  of  the  War  Memorial  Com- 
mittee in  place  of  Dr.  Leo  F.  Schiff. 

At  their  last  meeting  the  Board  of  Trustees  ex- 
pressed a willingness  to  consider  the  Council  recom- 
mendation for  a salary  for  the  director  of  the  Indus- 
trial Health  and  Workmen’s  Compensation  Bureau 
at  a figure  higher  than  previously  advocated. 

Since  your  last  meeting  your  secretary  has  at- 
tended meetings  of  the  Constitution  and  Bylaws 
Committee  of  the  House  of  Delegates,  the  Sesqui- 
centennial  Dinner  Committee,  the  American  Medi- 
cal Association  House  of  Delegates  Dinner  Commit- 
tee, the  Cancer  Subcommittee  of  the  Public  Health 
and  Education  Committee,  and  a symposium  under 
the  auspices  of  the  New  York  State  Pharmaceutical 
Association,  in  New  York  City;  also  a meeting  of 
the  School  Health  Subcommittee  of  the  Public 
Health  and  Education  Committee  in  Syracuse,  a 
conference  with  Mr.  Meacham  of  the  New  York 
Civil  Service  Commission  in  Albany,  and  in  White 
Plains  a public  hearing  on  a proposed  bill  regarding 
air  pollution. 

Your  secretary  appreciates  the  promptness  with 
which  several  annual  reports  have  been  submitted. 

Plans  for  the  sesquicentennial  celebration,  as 
evidenced  by  the  splendid  February  1,  New  York 
State  Journal  of  Medicine,  are  proceeding  on 
schedule. 

The  following  resolution  has  been  received  from 
the  Medical  Society  of  the  County  of  Albany: 

Whereas,  the  Veterans  Administration  provides 

through  its  Regional  Hospitals  medical  care  for  cer- 
tain nonservice-connected  disabilities:  and 

Whereas,  these  nonservice-connected  disability 


cases  are  eligible  for  VA  hospitalization  only  if  they 
are  financially  unable  to  pay  for  such  hospitalization; 
and 

Whereas,  many  obvious  violations  are  now  being 
made  to  circumvent  this  VA  regulation  by  large 
numbers  of  ineligible  nonservice-connected  disability- 
veterans  who  are  capable  of  paying  their  own  way; 
and 

Whereas,  this  type  of  veterans  treatment  has  gone 
far  bey-ond  the  original  intent  of  the  law;  and 

Whereas,  this  matter  is  of  vital  importance  to  the 
physicians  of  this  country-  and  to  the  taxpaydng  pub- 
lic in  general;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society-  of  the  County 
of  Albany-  express  its  disapproval  to  the  obvious 
abuses  of  this  practice;  and  be  it  further 

Resolved,  that  the  delegates  of  our  Society  urge  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  to  investigate  this  growing  condi- 
tion in  VA  hospital  installations  and  to  take  such 
action  as  they  may-  deem  necessary;  and  be  it  further 
Resolved,  that  a copy  of  this  resolution  be  sent  to 
each  component  member  of  the  Medical  Society-  of 
the  State  of  New  York,  and  to  each  member  of  the 
Veterans  Affairs  Committees  of  the  United  States 
Congress. 

It  was  voted  to  approve  the  secretary’s  report, 
which  includes  approval  of  the  resolution  from 
Albany  County. 

The  Treasurer's  report  was  adopted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Thurman  B. 
Givan,  chairman,  reported:  “Mr.  President,  tenta- 
tive financial  figures  for  the  Blood  Banks  Associa- 
tion of  New  York  State  as  of  December  31,  1956,  are 
as  follows:  net  loss  for  the  year  ended  December  31, 
1956,  $13,291 ; net  loss  for  the  year  ended  December 
31,  1955,  $48,367.  In  other  words,  the  net  loss  for 
1955  was  $35,000  greater  than  the  loss  for  1956. 

“The  tentative  total  loan  to  the  Association  as  of 
December  31,  1956,  was  $93,000.  In  1955  the  loan 
amounted  to  $79,000.  In  other  words,  the  loan  in- 
creased $14,000  in  1956. 

“These  figures  are  subject  to  final  adjustment  by 
our  auditors.  In  addition,  at  the  last  meeting  of  the 
Council,  some  question  arose  as  to  the  matter  of 
$200  per  month  appropriated  to  the  clearing  house. 
The  question  w-hich  arose  is  whether  this  $200  per 
month  should  be  considered  a loan  or  a contribution. 
If  the  item  is  considered  to  be  a contribution,  the  net 
loss  for  the  year  1956  will  be  reduced  by  some  $1 ,400. 

“The  reason  that  the  loss  is  so  much  less  in  1956 
is  due  to  the  drastic  curtailment  of  expenses.  For 
instance,  using  round  thousand  dollars,  total  ex- 
penses for  1955  were  $62,000,  while  total  expenses 
for  1956  were  $29,000.  In  addition,  income  increased 
approximately  $2,500. 

“With  regard  to  the  North  East  District  Clearing 
House,  it  has  been  reported  to  us  that  a total  of  58 
banks  have  joined.  These  banks  are  in  the  states  of 
Maryland,  Rhode  Island,  Massachusetts,  New  York, 
New-  Jersey,  Pennsylvania,  Virginia,  Maine,  and 
Washington,  D.C.  There  are  a total  of  13  states 
and  the  District  of  Columbia  in  the  region.  In 
other  words,  five  states  have  no  representation  in  the 
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North  East  District  Clearing  House. 

‘‘The  North  East  District  Clearing  House  began 
operation  as  of  January  1,  1957.  A total  of  61  units 
were  transferred  within  our  district  and  15  units  out- 
side of  our  district,  for  a total  of  76  units. 

“The  Community  Blood  Program  Committee  of 
the  Association  has  completed  a brief  survey  of  the 
blood  programs  in  several  communities  organized  to 
date.  This  includes  the  counties  of  Rockland, 
Richmond,  Orange,  Sullivan,  Genesee,  and  the  New 
York  City  area.  A system  for  renewals  for  1956 
donors  has  been  worked  out,  and  in  reviewing  the 
work  in  Sullivan  County,  it  has  been  determined 
that  the  program  was  unsuccessful  because  no  bank 
in  the  county  is  capable  of  doing  any  bleeding  on 
any  but  a small  scale.  Furthermore,  the  hospitals 
have  no  laboratory  facilities  or  full-time  patholo- 
gists. The  Community  Blood  Program  Committee 
is  working  on  a plan  which  it  is  hoped  will  make 
laboratory  facilities  and  pathologists  available. 

“I  also  have  received  a letter  from  Dr.  Groeschel, 
who  has  had  the  job  of  studying  the  problems  of 
blood  procurement,  distribution,  and  utilization  in 
New  York  City.  It  is  a progress  report.  The  firm 
that  was  selected  to  organize  the  study  is  already  at 
work,  and  its  representatives  have  made  visits  to 
the  American  Red  Cross,  the  New  York  Regional 
Blood  Program,  the  Blood  Transfusion  Association, 
Presbyterian  Hospital,  the  New  York  Hospital,  and 
the  Department  of  Health,  New  York  City.  Dr. 
Groeschel  says:  ‘I  plan  to  report  to  you  again  on  or 
about  March  15,  1957,  unless  something  of  particular 
interest  or  importance  occurs  in  the  interval.’  ” 

It  was  voted  to  accept  the  report. 

Dr.  Wurzbach  stated:  “At  the  last  meeting  of  the 
Council  I brought  up  this  -S200  proposition  for  the 
clearing  house. 

"Mr.  Alexander  has  checked  this.  The  minutes  of 
the  annual  meeting,  Part  II  of  the  September  1, 
1956,  issue  of  the  New  York  State  Journal  of 
Medicine,  page  133,  provide:  ‘There  is  only  one 

basic  cost  that  will  continue  unchanged,  and  that  is 
for  the  blood  exchange  program.  This  is  estimated 
at  8200  per  month.  Your  committee  recommends 
that  this  activity  be  continued  and  the  costs  met  bv 
proper  appropriation  by  the  Council  and  Board  of 
Trustees.’  This  was  approved  by  the  House. 

“In  the  Council  minutes  of  June  7,  1956,  page  16: 
‘It  was  voted  that  the  trustees  be  requested  to 
appropriate  sufficient  funds  to  provide  8200  per 
month  to  the  Blood  Banks  Association  of  New  York 
State,  Inc.,  for  its  exchange  program.’ 

“In  the  minutes  of  the  Board  of  Trustees,  the 
June  7,  1956,  meeting,  page  19:  ‘The  Council  re- 
ferred to  the  Board  of  Trustees  the  recommendation 
of  the  House  of  Delegates  that  the  Blood  Exchange 
program  of  the  Blood  Banks  Association  of  New 
York  State,  Inc.,  be  continued  at  an  estimated  cost 
to  the  Society  of  8200  per  month.’  This  was  ap- 
proved. 

"Inasmuch  as  this  is  probably  a permanent  propo- 
sition and  was  so  considered  by  the  reference  com- 
mittee, I move  that  the  Council  request  the  trustees 
to  consider  the  S200  per  month  for  the  exchange 


program  not  a loan  but  as  a contribution,  to  take 
effect  as  of  June  1,  1956,  so  as  to  carry  it  through  for 
a year  from  which  the  House  voted.  They  voted  a 
1956-1957  year.” 

After  discussion  approval  ivas  voted. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
man, reported:  “A  special  meeting  was  held  on 

Feburary  8,  1957,  at  2 p.m.  at  386  Fourth  Avenue, 
New  York  City.  Present  were  Drs.  Di  Natale, 
Greenough,  Anderton,  Dattelbaum,  and  Dorman. 

“After  considerable  discussion  it  was  decided  to 
recommend  to  this  Council  that  we  approve  the 
employment  of  Dr.  Anthony  Mira  of  Queens  for  the 
position  of  director  of  the  Bureau  of  Industrial  [ 
Health  and  Workmen’s  Compensation. 

“I  move  the  adoption  of  that  portion  of  this  re- 
port.” 

After  discussion  this  portion  of  the  report  was 

adopted,  the  recommendation  to  be  made  to  the 

Board  of  Trustees. 

Dr.  Di  Natale  continued : “The  committee  recom- 
mends that  the  Council  approve  the  employment  of 
Dr.  David  Kaliski  as  a consultant  to  the  combined 
Bureaus  of  Industrial  Health  and  Workmen’s  Com- 
pensation. This,  I believe,  is  merely  restating  an 
action  that  the  Council  took  at  its  June  7,  1956 
meeting.” 

After  discussion  approval  was  voted. 

It  was  understood  that  the  employment  as  con- 
sultant would  start  when  the  new  director  takes  over  ;] 
and  terminate  December  31,  1957. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman,  I 
presented  the  following  report:  Your  chairman  I 

attended  a meeting  of  the  Legislative  Council  of  the 
Dental  Society  of  the  State  of  New  York  at  the 
Hotel  Statler  in  New  York  City  on  January  12.  The 
dentists  believe  that  the}’  have  a good  injunction 
bill  (passed  a year  ago),  but,  thus  far,  they  have  had 
some  difficulty  in  implementing  it. 

Your  chairman  discussed  the  legislation  program 
of  the  Medical  Society,  especially  that  portion  con- 
cerned with  cultism.  The  Legislative  Council 
unanimously  passed  a resolution  to  support  our 
injunction  bill  and  to  oppose  chiropractic  licensure. 

It  was  reported  that  the  American  Dental  Asso- 
ciation will  conduct  an  intensive  campaign  for  the 
passage  of  the  Jenkins-Keough  bill  in  Congress. 

Dr.  Ogden  Bush  of  Delancey,  a dentist,  has  re- 
placed Mr.  Wicks  in  the  Senate  and  is  a member  of 
its  Public  Health  Committee. 

* * * 

Your  chairman  also  attended  a dinner  for  the 
legislators  from  Long  Island  in  Long  Island  City  on 
January  24.  This  afforded  us  an  opportunity  to 
talk  with  these  assemblymen  and  senators  about  our 
legislation  proposals.  The  injunction  bill  and  the 
antichiropractic  phase  of  our  program  were  stressed. 

* * * 

The  Council  Committee  on  Legislation  met  in  the 
office  of  the  Medical  Society  in  New  York  City  on 
February  4.  Present  were  Drs.  James  A.  Lynch, 
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George  J.  Lawrence,  Jr.,  Stiles  D.  Ezell,  Harold  B. 
Smith,  Henry  I.  Fineberg,  and  W.  P.  Anderton,  ex 
officio. 

Thus  far,  the  legislative  activity  in  Albany  has 
been  unexciting.  A number  of  bills  concerned  with 
medicine  and  public  health  have  been  introduced, 
but  no  one  can  accurately  predict  what  course  any 
of  them  will  take.  From  previous  experience  we 
know  that  the  tempo  will  increase  as  the  weeks  go 
by,  and  the  legislators  will  give  vent  to  their  true 
feelings  at  the  appropriate  time  and  especially  when 
adjournment  approaches. 

The  drafting  of  bills  to  be  sponsored  by  our  Soci- 
ety has  been  practically  completed,  and  they  will 
soon  be  introduced  according  to  schedule  and  by 
“strong”  legislators.  Included  in  this  list  are  the 
following: 

1.  The  injunction  bill. 

2.  A bill  to  prevent  hospitals  from  “practicing 
medicine.” 

3.  Three  bills  relating  to  Workmen’s  Compensa- 
tion: (a)  to  abolish  medical  practice  committees  in 
counties  with  a population  of  a million  or  more,  (6) 
to  make  decisions  of  the  Medical  Appeals  Unit  bind- 
ing on  the  Workmen’s  Compensation  Board  chair- 
man, and  (c)  to  provide  that  the  chairman  designate 
physicians  to  serve  individually  or  in  panels  as  ex- 
pert consultants  to  advise  with  respect  to  disputed 
questions  of  medical  testimony.  It  should  be  noted 
that  the  Moreland  Commission  report  is  ready  and 
will  be  reflected  in  several  bills. 

4.  Amendment  to  the  autopsy  law:  There  is 

still  no  complete  agreement  between  the  bill  spon- 
sored by  the  Greater  New  York  Hospital  Associa- 
tion and  the  one  which  we  have  in  mind.  The 
“hospital  bill,”  composed  to  agree  with  the  wishes  of 
the  rabbinate,  does  not  liberalize  the  question  of  the 
term  “next  of  kin,”  a condition  that  we  have  been 
seeking  for  quite  some  time. 

As  previously  approved  by  the  Council,  we  will 
have  introduced  our  own  bill  which  reads  as  follows: 

An  Act  to  amend  the  public  health  law,  in  relation 
to  the  right  to  dissect  the  body  of  a deceased  person. 

The  People  of  the  State  of  New  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Subdivision  three  of  section  forty-two 
hundred  ten  of  the  public  health  law  is  hereby 
amended  to  read  as  follows: 

3.  Whenever  and  so  far  as  the  husband,  wife  or 
next  of  kin  of  the  deceased,  being  charged  by  law  with 
the  duty  of  burial,  or  if  there  be  more  than  one  such 
next  of  kin,  then  whenever  any  of  them,  acting  on  behalf 
of  all  the  next  of  kin,  (a)  may  aut  horize  dissection  by  a 
physician  authorized  to  practice  medicine,  for  the  sole 
purpose  of  ascertaining  the  cause  of  death,  or  (b) 
may  authorize  dissection  for  any  other  purpose  by 
written  instrument  which  shall  specify  the  purpose 
and  extent  of  the  dissection  so  authorized,  however, 
dissection  pursuant  "to  the  subdivision  shall  be  per- 
formed without  undue  delay  and  with  proper  regard  for 
the  religious  convictions  of  the  deceased,  so  far  as  the 
same  can  be  ascertained , and  the  remains  of  the  deceased 
shall  be  treated  with  all  due  respect,  and  the  body  de- 
livered thereafter  to  the  designated  funeral  director  with 
reasonable  dispatch;  or 

If  2.  This  act  shall  take  effect  immediately.” 


Future  discussions  between  all  groups  concerned, 
particularly  the  rabbis  and  the  pathologists,  may 
produce  compromises  and  resolve  our  differences. 

5.  Amendments  to  the  disability  benefits  law: 

(a)  A bill  to  the  effect  that  “physicians  shall  be 
paid  for  testimony  where,  in  the  opinion  of  the 
referee,  testimony  is  necessary  to  decide  the  claim 
for  disability  benefits.” 

(b)  Making  all  licensed  physicians  eligible  to 
render  care  under  disability  benefits  law.  Under 
present  law  (Workmen’s  Compensation  Law  Section 
205  (2)),  no  employe  is  entitled  to  nonoccupational 
disability  benefits  for  any  period  of  disability  during 
which  an  employe  is  not  under  the  care  of  a physician 
authorized  by  the  chairman  of  the  Workmen’s 
Compensation  Board  to  render  compensation  medi- 
cal care,  but  the  chairman  may  waive  such  authoriza- 
tion. The  proposed  amendment  would  eliminate  the 
requirement  that  the  physician  have  a compensation 
rating  and  make  it  sufficient  that  he  is  duly  licensed. 

(c)  Repeal  of  authority  of  chairman  to  take  away 
compensation  ratings  for  acts  of  physicians  relating 
to  the  disability  benefits  law.  Under  present  law 
(Workmen’s  Compensation  Law  Section  220  (5)),  in 
addition  to  the  other  penalties,  the  chairman  shall 
remove  from  the  list  of  physicians  authorized  to 
render  compensation  medical  care  the  name  of  any 
ph\'sician  whom  he  shall  find  has  submitted  to  the 
employer  or  carrier  or  chairman,  in  connection  with 
any  claim  for  disability  benefits,  a statement  of 
disability  that  is  not  truthful  and  complete.  The 
Medical  Society  takes  the  view  that  disciplining  for 
such  behavior  is  the  function  of  the  Board  of 
Regents  pursuant  to  its  rules  relating  to  unprofes- 
sional conduct. 

* * * 

Senator  Searles  G.  Schultz  of  Skaneateleshasintro- 
duced  two  bills  concerned  with  the  taking  of  blood 
tests  of  drivers:  (a)  would  absolve  doctors  from 

liability  for  assault  charges  if  they  take  blood  tests  of 
drunken  drivers  and  ( b ) would  require  a driver  to 
consent  on  his  application  for  an  operator’s  or 
chauffeur’s  license  to  the  withdrawal  of  blood  for 
determination  of  alcohol  content. 

In  addition,  the  Department  of  Taxation  and 
Finance  proposes  to  “sponsor  legislation  relating  to 
the  protection  of  physicians  who  take  blood  tests  in 
conjunction  with  examination  of  persons  arrested 
for  driving  while  intoxicated.”  Mr.  Mortimer  M. 
Kassel,  counsel  to  the  Commissioner  of  Motor 
Vehicles,  has  stated  that  it  is  their  desire  “that  am- 
proposed  legislation  meet  with  the  approval  of  the 
State  Medical  Society  before  it  is  introduced.”  Mr. 
William  F.  Martin,  our  counsel,  has  been  contacted 
for  an  opinion  in  this  matter. 

The  committee  recommends  that  we  support  the 
bills  that  will  definitely  give  protection  to  physicians 
in  these  cases. 

* * * 

The  Uniformed  Fire  Officers  Association  of  New 
York  City  is  giving  considerable  thought  to  intro- 
ducing a “free  choice  of  plan”  bill.  Lieutenant  Hale 
has  requested  the  assistance  of  Dr.  Smith  in  the 
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drafting  of  this  legislation. 

We  recommend  that  such  a bill,  if  it  is  in  keeping 
with  our  thinking,  be  supported  and  that  we,  there- 
fore, delay  any  action  as  far  as  the  introduction  of 
our  own  bill.  We  may  find  that  the  sponsoring  of 
this  type  of  legislation  by  us  is  not  necessary. 

* * * 

We  have  finally  received  a reply  to  our  letter  to 
Dr.  John  W.  Paige,  chief  of  the  Bureau  of  Profes- 
sional Examinations  and  Registrations  of  the  State 
Education  Department,  in  which  we  asked  for  a 
clarification  of  the  rules  which  govern  fines  in  the 
cases  of  physicians  who  fail  to  register  biennially. 

Dr.  Paige  refers  us  to  the  State  Education  Depart- 
ment Handbook  9 (medicine).  The  fees  for  delayed 
registration  are  charged  in  accordance  with  the  pro- 
visions of  the  Subdivisions  5 and  6 of  Section  6510 
of  the  Education  Law: 

5.  Any  licensed  physician  who  fails  or  neglects  to 
register  by  January  first  of  any  year  as  required  by 
the  provisions  of  this  section  shall  be  required  to  pay 
for  registration,  in  addition  to  the  fee  of  six  dollars,  or 
three  dollars,  as  the  case  may  be,  a further  fee  of  one 
dollar  for  each  thirty  days  that  he  is  in  default;  and 
any  licensed  physician  who  wilfully  refuses  or  omits 
to  register  hereunder  and  engages  in  practice  shall  be 
subject  to  a civil  penalty  of  one  dollar  for  each  day 
that  such  practice  shall  continue,  and  if  the  same 
continues  for  more  than  thirty  days  the  penalty 
thereafter  shall  be  five  dollars  per  day  so  long  as  the 
said  practice  shall  continue:  said  penalty  shall  be 
recoverable  in  an  action  by  the  attorney-general  of 
the  state  maintained  in  the  name  of  the  people  of  the 
state  of  New  York  (Subdivision  5 amended  by  L. 
1955,  ch.  498). 

6.  The  penalties  provided  in  this  section  for 
failure,  neglect  or  omission  of  a duly  licensed  physi- 
cian to  register  under  this  article  shall  be  the  only 
penalties  that  may  be  imposed  therefor,  and  the 
legality  of  his  license  shall  not  be  affected  thereby, 
and  such  penalties  may  for  good  cause  shown,  in  the 
discretion  of  the  regents,  be  remitted  or  compro- 
mised. 

The  Department  “simply  conforms  to  the  require- 
ments of  the  statute  in  charging  such  fees.” 

Dr.  Stiles  D.  Ezell  has  informed  us  that  the  Edu- 
cation Department  has  a bill  calling  for  the  registra- 
tion of  all  professions  on  the  same  level. 

Furthermore,  it  has  proposed  an  amendment  to 
subdivision  6 quoted  above,  which  will  place  the 
remission  or  compromise  of  penalties  in  the  discre- 
tion of  the  counsel  of  the  State  Education  Depart- 
ment instead  of  “in  the  discretion  of  the  regents.” 
Our  committee  is  opposed  to  this  change  and,  there- 
fore, urges  that  we  do  not  support  the  amendment. 

The  problem  of  excessive  fines  may  not  be  one  of 
great  consequence  in  the  future  since  the  Education 
Department  proposes,  contrary  to  its  procedure  of 
former  years,  to  notify  all  delinquents  that  they  are 
in  arrears. 

* * * 

The  County  of  Westchester  has  asked  that  we 
support  a bill  that  will  be  reintroduced  by  Senator 
Hatfield  which  would  amend  the  State  Education 


Law  in  regard  to  advertising  on  the  part  of  physi- 
cians. The  Brook-Hatfield  bill  of  last  year  was 
sponsored  by  our  Society.  The  committee  agrees 
that  the  request  of  Westchester  Count}"  should  be 
granted. 

* * * 

We  have  received  word  that  an  unusually  vigorous 
movement  to  secure  repeal  of  the  Metcalf-Hatch 
Act  in  the  current  session  of  the  Legislature  is  under 
way.  The  New  York  State  Society  for  Medical 
Research,  Inc.  has  contacted  several  members  of 
the  Council  to  enlist  our  support  in  making  known 
“the  continuing  value  of  the  Metcalf-Hatch  Act 
and  the  great  need  for  safeguarding  its  provisions.” 
Your  committee  has  unanimously  voted  that  the 
repeal  of  this  Act  be  opposed. 

* * * 

The  Department  of  Health  is  proposing  legislation 
to  amend  the  Public  Health  Law  in  relation  to 
authorizing  the  Commissioner  of  Health  to  make 
scientific  studies  and  research  for  the  reduction  of 
morbidity  and  mortality.  The  amendment  reads 
as  follows: 

The  People  of  the  State  of  New  York,  represented 
in  Senate  and  Assembly,  do  enact  as  follows: 

Section  1.  Section  two  hundred  six  of  the  public 
health  law  is  hereby  amended  in  subdivision  one 
thereof,  by  adding  a new  subparagraph  thereto,  to  be 
lettered  (j)  to  read  as  follows: 

If  206.  Commissioner;  general  powers  and  duties 
1.  The  commissioner  shall: 

(j)  cause  to  be  made  such  scientific  studies  and 
research  which  have  for  their  purpose  the  reduction 
of  morbidity  and  mortality  within  the  state.  In 
conducting  such  studies  and  research,  the  commis- 
sioner is  authorized  to  receive  reports  on  forms  pre- 
pared by  him  and  the  furnishing  of  such  information 
to  the  commissioner,  or  his  authorized  representa- 
tives, shall  not  subject  any  person,  hospital,  sani- 
tarium, rest  home,  nursing  home,  or  other  person 
or  agency  furnishing  such  information  to  any  ac- 
tion for  damages  or  other  relief.  Such  informa- 
tion when  received  by  the  commissioner,  or  his 
authorized  representatives,  shall  be  kept  confidential 
and  shall  be  used  solely  for  the  purposes  of  medical  or 
scientific  research.  Such  information  shall  not  be 
admissible  as  evidence  in  any  action  of  any  kind  in 
any  court  or  before  any  other  tribunal,  board,  agency, 
or  person. 

If  2.  This  act  shall  take  effect  immediately. 

The  Department  of  Health  states  that  “it  is  the 
purpose  of  this  proposal  to  (1)  authorize  physicians 
and  medical  institutions  to  make  data  needed  for 
research  purposes  available  to  the  Commissioner  of 
Health  or  his  authorized  representative;  (2)  ensure 
that  such  data  will  be  used  for  research  and  study 
only  and  its  confidential  nature  maintained;  (3) 
preserve  the  principle  of  privileged  communication 
by  preventing  the  use  of  such  data  as  legal  evidence 
and  (4)  protect  cooperating  physicians  and  medical 
institutions  from  civil  suit.  The  proposal  does  not 
mandate  physicians  or  others  to  file  reports  but 
merely  authorizes  them  to  do  so  under  the  conditions 
outlined  in  the  paragraph  above.” 

We  approve  this  amendment  in  principle.  How- 
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ever,  the  committee  recommends  that  it  be  brought 
to  the  attention  of  Dr.  Granville  W.  Larimore, 
Deputy  Commissioner,  that  it  is  apparently  in  con- 
flict with  the  rules  governing  unprofessional  conduct 
in  the  practice  of  medicine,  which  include,  among 
other  things,  “the  revealing  of  facts,  data  or  infor- 
mation obtained  in  a professional  capacity  relating 
to  a patient  or  his  records  without  first  obtaining 
consent  of  the  patient  or  his  duly  authorized  repre- 
sentative, except  if  duly  required  by  a court  of  com- 
petent jurisdiction”  (4c);  and  that  the  State  Educa- 
tion Department  should  be  asked  to  amend  the  rules 
of  unprofessional  conduct  so  that  the  inconsistency 
will  be  eliminated. 

* * * 

Your  chairman  has  written  to  the  Governor, 
Lieutenant  Governor,  and  each  assemblyman  and 
senator  bringing  to  their  attention  that  our  Bureau 
in  Albany  and  the  Council  Committee  on  Legisla- 
tion stand  ready  to  help  in  matters  concerning  pub- 
lic health,  medicine,  and  the  public  welfare  of  the 
people  in  our  State. 

It  was  voted  to  approve  the  report. 

Dr.  Fineberg  continued:  “I  would  like  to  an- 

nounce that  February  19  is  the  final  date  for  the 
introduction  of  bills  except  for  those  introduced  by 
the  Committee  on  Rules.  We  are  assured  that  all 
of  our  bills  will  be  presented  by  that  date.  The 
expected  date  of  adjournment  of  the  Legislature  is 
around  March  21. 

“You  will  remember  that  we  have  discussed  the 
problem  of  excessive  fines.  Just  recently  I received 
a letter  from  Dr.  Ezell,  and  he  states:  ‘What  we 
plan  to  do  when  the  applications  for  reregistration 
go  out  next  year  is  to  notify  the  secretary  of  each 
county  medical  society  to  get  information  to  all  of 
its  members  that  biennial  registration  is  a require- 
ment and  to  try  to  emphasize  the  necessity  of  men 
who  return  from  the  service  to  contact  the  Depart- 
ment and  notify  us  that  they  are  in  practice  again. 
...  I think  too  that  I will  ask  the  editor  of  the  State 
Journal  to  publish  a notice  occasionally  regarding 
this  matter.’ 

“Also  you  will  remember  that  we  announced  that 
there  would  be  a bill  concerned  with  advertising 
introduced  again.  Last  year  we  sponsored  a bill  at 
the  request  of  the  County  of  Westchester.  Such  a 
bill  has  been  introduced  by  the  same  men,  Messrs. 
Brook  and  Hatfield,  and  we  will  naturally  support  it. 
You  have  approved. 

“Also  on  pages  5 and  6 of  the  agenda  we  discussed 
an  amendment  to  the  Public  Health  Law  proposed 
by  the  State  Department  of  Health  which  would 
permit  doctors  to  submit  case  histories  to  the  De- 
partment of  Health.  This  amendment  is  being  pro- 
posed for  the  purpose  of  fostering  better  research 
and  study  and  also  for  the  purpose  of  protecting 
physicians  and  medical  institutions  from  civil  suit. 
We  approved  this  amendment  in  principle.  How- 
ever, we  recommended  that  it  be  brought  to  the 
attention  of  Dr.  Larimore  that  this  amendment  was 
apparently  in  conflict  with  the  rules  governing  un- 
professional conduct  in  the  practice  of  medicine, 


which  include  among  other  things  that  the  revealing 
of  facts,  data,  or  information  obtained  in  a profes- 
sional capacity  relating  to  a patient  or  his  records 
without  first  obtaining  the  consent  of  the  patient  or 
his  duly  authorized  representative,  except  if  duly 
required  by  a court  of  competent  jurisdiction,  is 
against  the  professional  code.  I was  in  touch  with 
Dr.  Larimore,  and  I have  this  letter  from  him,  part 
of  which  I will  read  to  you : 

I appreciate  the  committee’s  favorable  reaction  to 
the  Department's  proposal  to  amend  Section  206  of 
the  Public  Health  Law.  As  is  pointed  out  in  the 
minutes,  the  measure  will  be  potentially  in  conflict 
with  the  Board  of  Regents’  rules  governing  unpro- 
fessional conduct  in  the  practice  of  medicine.  Once 
the  measure  is  passed,  however,  the  Regents’  rules 
will  be  negated  in  this  respect  since  no  administrative 
body  can  promulgate  rules  or  regulations  which  are 
contrary  to  legislative  mandate  as  set  forth  in  the 
laws  of  the  State. 

I have  already  discussed  this  informally  with  Dr. 
Ezell,  and  our  Department  plans  to  bring  the  prob- 
lem to  the  attention  of  the  Department  of  Education 
as  soon  as  the  proposal  has  been  acted  on  by  the 
Legislature.  In  order  for  the  Regents’  rules  not  to  be 
inconsistent  with  the  statutes,  there  will  have  to  be 
an  exception  for  this  and  other  statutory  provisions 
which  require  physicians  to  make  reports  regarding 
patients  whom  they  are  treating.  Among  these  other 
provisions  are  those  relating  to  reporting  of  communi- 
cable diseases,  cancer,  and  narcotic  addiction. 

“We  are  in  receipt  of  a letter  from  Mr.  Martin 
which  is  very  important.  He  writes: 

I wish  to  call  to  your  attention  as  chairman  of  the 
Legislation  Committee  the  probability  of  the  intro- 
duction of  a bill  in  the  State  Legislative  (Legislature) 
amending  the  Statute  of  Limitations  pertaining  to 
actions  for  malpractice. 

The  present  wording  of  the  Statute  of  Limitations, 
found  in  Section  50,  subdivision  1 of  the  Civil  Prac- 
tice Act,  provides  that  an  action  for  malpractice  must 
be  commenced  ‘‘within  two  years  after  the  cause  of 
action  has  accrued.” 

I recently  attended  a meeting  of  the  Committee  on 
Medical  Jurisprudence  of  the  Association  of  the  Bar 
of  the  City  of  New  York,  where  a subcommittee 
recommended  that  the  following  amendment  be  made 
to  the  present  statute:  ‘‘To  be  added  at  end  of  Sub- 
division 1 of  Section  50  ‘A  cause  of  action  for  mal- 
practice shall  not  be  deemed  to  have  accrued  until 
the  discovery  by  the  plaintiff  of  the  facts  under  which 
liability  was  created.” 

I,  of  course,  vigorously  opposed  the  adoption  of 
such  a proposal  and  pointed  out  the  many  dangers  in- 
volved. I told  the  members  of  the  subcommittee  of 
the  experience  that  I and  my  associates  have  had  in 
defending  malpractice  actions  where  for  example  we 
have  found  that  busy  practitioners  have  great  diffi- 
culty in  recalling  the  details  of  procedures  performed 
by  them  within  the  year,  let  alone  two  or  three  years 
before. 

There  is  a great  deal  of  pressure  being  exerted  by 
various  groups  interested  in  pressing  claimant’s  law 
suits,  and  they  argue  that  the  present  statute  is  unjust 
to  patients  who  do  not  discover  or  even  suspect  the 
condition  from  which  they  suffer  or  the  cause  of  it 
until  after  the  two  years  have  expired. 

I cannot  stress  too  much  the  importance  of  defeat- 
ing such  an  amendment.  If  it  were  adopted,  the 
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physician  would  have  no  assurance  that  he  would  not 
be  sued  for  treatment  rendered  many  years  earlier 
and  after  his  recollection  of  the  treatment  was  com- 
pletely hazy  and  in  many  cases  where  his  records 
have  been  destroyed. 

“Mr.  Chairman  and  Gentlemen,  I move  that  this 
recommendation  of  Mr.  Martin’s  be  approved  and 
that  we  oppose  any  such  amendment  to  the  Civil 
Practice  Act.” 

It  was  so  voted. 

Dr.  Fineberg  continued:  “You  will  remember 

that  last  year  a bill  was  introduced  called  the  Medi- 
cal Technicians’  Bill.  It  was  introduced  at  the  re- 
quest of  the  Section  on  Ophthalmology,  and  they 
were  interested  in  refraction  technicians.  The  bill 
was  enlarged  to  include  all  technicians.  It  did  not 
pass,  and  it  was  therefore  recommended  by  the 
ophthalmologists  that  the  entire  problem  be  sub- 
mitted to  the  Interdepartmental  Health  Resources 
Board.  This  was  done,  and  Dr.  Carroll,  of  the  Sec- 
tion on  Ophthalmology,  a few  days  ago  received  a 
notice  from  Dr.  Brightman  to  the  effect  that: 

It  would  be  very  impractical  to  amend  the  Medical 
Practice  Act  to  allow  physicians  to  use  aides  at  their 
discretion  before  thoroughly  determining  the  nature 
of  the  work  done  by  these  aides  and  the  quality  of 
the  training  they  receive  in  preparation  for  such  work. 
As  you  know,  any  such  act  would  be  unfair  to  other 
groups  of  persons  who  work  in  fields  closely  related  to 
medicine,  e.g.,  nurses  and  physical  therapists,  and 
for  whom  licensing  is  required. 

It  would  be  undesirable  to  embark,  without  further 
study,  on  a program  of  licensing,  certifying,  or  regis- 
tering relatively  small  groups  of  persons  with  special- 
ized and  restricted  functions.  The  number  of  such 
groups  might  become  very  large  and  would  readily 
include  laboratory  aides,  x-ray  technicians,  and  many 
others. 

Further,  it  would  seem  desirable  to  have  a joint 
study  undertaken  by  the  State  Medical  Society  and 
by  the  Interdepartmental  Health  Resources  Board 
to  analyze  the  entire  problem  of  physicians’  aides  to 
see  whether  we  could  develop  some  law,  or  preferably 
administrative  ruling,  to  cover  all  persons  who  serve 
as  assistants  to  physicians,  work  under  their  general 
supervision,  require  the  acquisition  of  a certain  level 
of  skills,  but  do  not  fit  into  any  group  for  which 
licensing,  certification,  or  registration  is  now  re- 
quired. 

“That  is  the  gist  of  Dr.  Brightman’s  communica- 
tion, and  I move  that  a committee  of  this  Medical 
Society  be  appointed  to  work  with  representatives 
of  the  Interdepartmental  Health  Resources  Board  in 
order  to  study  this  entire  problem  and  bring  in  their 
recommendations.” 

Approval  was  voted. 

It  was  voted  to  approve  the  report  as  a whole. 

Cults,  Committee  to  Combat. — Dr.  Fineberg, 
chairman,  presented  the  following  report:  “The 

Committee  to  Combat  Cults  met  in  the  office  of  the 
State  Medical  Society  in  New  York  City  on  Febru- 
ary 4. 

“Present  were  Dr.  Henry  I.  Fineberg,  chairman; 
Dr.  W.  P.  Anderton;  Dr.  Harold  B.  Smith;  Mr. 
Frederick  W.  Miebach;  and,  by  invitation,  Dr. 


Stiles  D.  Ezell,  Dr.  George  J.  Lawrence,  Jr.,  and  Dr. 
James  A.  Lynch. 

“It  was  reported  that  a chiropractic  licensing  bill 
was  introduced  by  Senator  Dutton  S.  Peterson  of 
Odessa  on  January  24  (Senate  Intro.  776). 

“Upon  introduction  of  the  bill,  Senator  Peterson 
made  certain  remarks,  such  as 

this  bill  has  been  introduced  to  provide  urgently 
needed  health  protection  to  the  great  public  and 
specifically  to  the  more  than  3,000,000  New  York 
residents  who  look  to  the  chiropractic  profession  for 
the  maintenance  of  physical  well-being  . . . 

I condemn  the  attitude  and  methods  of  the  minor- 
ity opposition  among  its  members  (medical  profes- 
sion) with  regard  to  chiropractic  legislation  . . . 

If  medical  men  are  afraid  to  compete  with  good 
chiropractors,  then  they  should  do  something  about 
improving  the  services  they,  themselves,  have  to  offer 
to  the  public  . . . 

Not  exactly  accurate  statements. 

“The  bill  contains  a definition  of  chiropractic, 
provides  for  an  eight-man  examining  board  consist- 
ing entirely  of  chiropractors,  and  has  a provision  for 
the  licensure  of  presently  practicing  chiropractors 
on  special  examination,  which  will  be  prepared  and 
graded  by  chiropractors. 

“Some  time  ago,  as  many  of  you  will  remember, 
the  governor  asked  the  Interdepartmental  Health 
Resources  Board  to  study  and  evaluate  chiropractic 
licensure.  The  Board  has  been  considering  the 
entire  problem,  but  as  yet,  we  do  not  know  what  its 
official  recommendations  will  be. 

“However,  it  is  important  for  us  to  be  cognizant  of 
the  fact  that  the  chiropractors  have  significant  sup- 
port in  their  bid  for  licensure.  The  fight  on  our  part 
will  be  difficult,  but  we  are  still  and  will  always  be 
committed  to  the  policy  of  no  compromise  and  a 
strong  antichiropractic  campaign  to  neutralize  the 
propaganda  of  the  cultists.” 

Dr.  Fineberg  stated:  “I  also  have  a supplemen- 
tary report  for  the  Committee  to  Combat  Cults. 

“One  bill  to  license  chiropractors  has  been  intro- 
duced, some  time  ago.  That  was  the  Peterson- 
Brennan  Bill.  A new  bill  has  been  introduced  by 
Senator  Milmoe  and  Assemblyman  Burns  of  Nassau 
County.  It  is  similar  to  the  1953  bill.  It  is  a bill 
that  contains  some  restrictions,  but  as  you  know, 
we  still  are  sticking  to  our  gims  and  will  not  com- 
promise on  any  bill  to  license  chiropractors. 

“I  would  like  to  report  that  soon  after  the  last 
meeting  of  the  Council  I received  a letter  from  Dr. 
I.  Jay  Brightman,  the  executive  director  of  the 
Interdepartmental  Health  Resources  Board,  to 
which  Board  the  Governor  submitted  a request  that 
they  study  the  entire  problem  of  chiropractic 
licensure.  I will  not  read  the  entire  letter,  gentle- 
men, just  part  of  it:  ‘We  have  certainly  been  giving 
considerable  study  to  this  matter  of  chiropractor 
licensure  and  expect  to  have  a statement  ready  for 
Board  approval  by  the  end  of  this  month.’ 

It  was  voted  to  approve  the  report. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Joseph  A.  Lane,  chairman,  stated:  “Mr.  President 
and  Gentlemen  of  the  Council,  first  we  wish  to  report 
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to  you  our  regret  over  the  resignation  of  Dr.  Leo  F. 
Schiff,  as  mentioned  previously  today.  We  have 
written  him. 

“We  wish  to  express  our  pleasure  at  his  replace- 
ment by  Dr.  Renato  J.  Azzari. 

“Mr.  Wanvig,  as  you  know,  has  been  quite  sick, 
but  I am  happy  to  say  he  is  recovering. 

“The  main  business  of  interest  to  the  Council  is 
the  problem  of  the  Malpractice  Advisory  Committee 
of  Kings  County.  We  have  had  two  meetings  with 
representatives  of  the  Kings  County  Medical  Society 
and  representatives  of  the  Malpractice  Board.  The 
first  ended  in  presenting  a resolution  asking  about 
the  attitude  of  the  carrier  in  opening  their  files  to 
malpractice  advisory  committees  composed  of  other 
than  group  insured  doctors  or  at  least  any  members 
of  the  malpractice  advisory  committee  not  being 
insured  in  the  Group  Plan.  The  carrier  has  replied 
that  they  will  not  agree  to  such  a routine. 

“It  was  then  recommended  to  Kings  County  at  a 
second  meeting — this  report  was  brought  back  at  a 
second  meeting  which  was  held  on  January  9,  and  it 
was  suggested  to  them  that  they  try  to  revise  their 
malpractice  advisory  committee  so  that  it  would  be 
composed  of  members  who  are  subscribers  to  the 
Group  Plan  of  the  State  Society.  We  find  that  there 
are  about  one  third  of  the  members  of  Kings  County 
who  are  insured  in  the  Group  Plan,  but  it  was  the 
opinion  of  the  representatives  of  the  Kings  County 
Medical  Society  that  they  could  not  agree  to  set  up 
a plan  of  this  nature. 

“It  was  stated  by  Dr.  Schussheim  that  other  car- 
riers— he  did  not  name  them  specifically — had  indi- 
cated their  willingness  to  open  their  files  to  a mal- 
practice advisory  committee  regardless  of  its  consti- 
tution. 

“As  a result  of  these  two  meetings,  at  the  present 
time  it  appears  that  we  are  unable  to  resolve  the 
problem,  and  we  recommend  to  the  Council  that  the 
Kings  County  Medical  Society  be  informed  that 
after  consideration  by  the  Malpractice  Insurance 
and  Defense  Board,  no  further  action  can  be  taken 
at  the  present  time.  We  ask  you  to  so  report  to 
Kings  County. 

“Supplementary  to  this,  I think  it  should  be 
brought  out  that  it  is  not  the  intent  of  the  Board 
that  we  are  closing  the  gates  entirely  on  this.  In 
view  of  the  suggestions  of  Dr.  Schussheim  that  it  is 
possible  that  some  change  may  be  made  in  the  future, 
particularly  by  other  carriers,  it  has  been  suggested 
that  the  Kings  County  Society  continue  its  present 
routine  of  investigating  its  own  cases  under  its 
present  setup;  then,  after  a year  or  two  of  experi- 
ence, if  they  find  that  this  plan  is  successful,  con- 
sideration may  be  given  by  the  Malpractice  Board 
to  this  problem  and  perhaps  a solution  obtained  at 
that  time.  In  view  of  there  being  only  one  third  of 
the  Kings  County  members  subscribers  to  the  Group 
Plan,  it  may  be  difficult  for  them  to  set  up  a board, 
but  it  was  certainly  the  opinion  of  the  representatives 
of  the  Malpractice  Board  that  there  was  not  as 
much  desire  to  cooperate  as  we  think  that  there 
might  have  been.  We  regret  to  have  to  report  that 
we  did  not  make  much  progress,  but  perhaps  some 
improvement  will  be  found  in  the  future.” 


After  discussion  it  was  voted  to  notify  the  Medical 
Society  of  the  County  of  Kings  that  every  effort 
has  been  made  to  solve  the  problem,  but  it  is  im- 
possible to  do  so  at  this  time. 

Office  Administration  and  Policies.  The  secre- 
tary reported:  “The  Office  Administration  and 

Policies  Committee  met  this  morning,  and  in  the 
absence  of  the  chairman,  Dr.  Masterson,  Dr.  Ander- 
ton  was  requested  to  preside. 

“Most  of  the  work  of  the  committee  was  routine. 
The  committee  proposes  that  the  Council  recom- 
mend to  the  Board  of  Trustees  the  expenditure  of  an 
amount  not  to  exceed  $500  for  tickets  for  employes 
to  go  to  the  Sesquicentennial  Celebration  Dinner  on 
Tuesday  evening  at  the  Waldorf-Astoria.  I so  move, 
sir.” 

It  was  so  voted. 

“Since  there  has  been  a dividend  on  our  disability 
benefits  insurance  policy,  the  committee  recommends 
that,  for  disability  benefits,  there  be  waived  one  pay- 
roll deduction  at  a cost  not  to  exceed  $35.  We  have 
deducted  more  from  the  employes’  salaries  than  the 
total  amount  of  the  premium  for  the  year  ending 
June  30,  1956.  We  hope  this  will  be  recommended 
to  the  Board  of  Trustees.  I so  move.” 

Approval  was  voted. 

It  was  voted  to  approve  the  committee’s  report  as 
a whole. 

Publications.  -Dr.  Anderton  reported  in  the  ab- 
sence of  the  chairman:  “The  Publication  Commit- 
tee met  this  morning.  Routine  business  was  con- 
ducted, and  there  are  no  recommendations.” 

It  was  voted  to  approve  the  report  and  to  commend 
the  Sesquicentennial  issue  of  the  Journal. 

Planning  Committee  for  Medical  Policies. — Dr. 

Frederick  A.  Wurzbach,  Jr.,  chairman,  reported: 
“The  Planning  Committee  met  last  evening,  and 
therefore,  I wish  you  would  accept  this  report  as  an 
abstract.  The  full  report  I will  write,  and  it  will  be 
presented  to  the  next  meeting  of  the  Council. 

“Number  one  was  the  question  of  permanent  head- 
quarters, and  the  Council  decided  at  the  present 
time  that  a permanent  home  was  not  advisable  but 
that  two  years  before  the  lease  expires,  which  is 
1959,  to  recheck  this  possibility  then. 

“A  subcommittee  consisting  of  Drs.  Givan,  Mott, 
and  Rogers  considered  the  size  and  composition  of 
the  Planning  Committee,  the  size  of  the  Council, 
and  the  size  of  the  Board  of  Trustees.  They  recom- 
mended that  these  should  not  be  changed  in  num- 
bers, that  all  were  doing  their  work  very  well.  This 
was  adopted  by  the  committee. 

“Number  three,  a subcommittee  of  Drs.  Shea  and 
Jenkins  on  ‘the  recommendation  that  the  Bureau  of 
Medical  Care  Insurance  be  abolished’  reported  that 
they  advised  this  Bureau  be  retained  at  the  present 
time.  It  is  an  absolute  necessity  for  the  functioning 
of  the  Medicare  program.  This  recommendation  of 
the  subcommittee  was  approved  by  the  Planning 
Committee. 

“Number  four  was  a tremendous  job,  which  was 
done  by  our  new  trustee,  Dr.  Frederic  W.  Holcomb, 
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with  the  aid  of  Drs.  Arthur  Q.  Penta,  Arthur  F. 
Gaffney,  and  Charles  C.  Murphy,  the  problem  being 
an  impartial  fact-finding  study  of  the  Public  and 
Professional  Relations  Bureau  and  the  Public  Rela- 
tions Committee  and  the  Legislation  Committee  and 
Legislation  Bureau. 

“This  report  has  five  subheads,  which  were  pre- 
sented by  the  House  to  the  committee: 

“(a)  A possible  combination.  The  committee 
recommendation  was  that  at  the  present  time  it  is 
not  feasible  to  combine  the  two  bureaus  and  com- 
mittees, but  that  the  possibility  merits  further  study. 

“(b)  Curtailment  of  the  total  expense.  The 
recommendation  was  it  would  not  change  cost  by 
combining  the  two  bureaus  and  committees. 

“(c)  Possible  use  of  professional  public  relations 
firm  with  less  intra-Society  help.  The  committee 
recommended  that  in  the  opinion  of  the  committee,  a 
professional  public  relations  firm  should  not  take 
over  our  public  relations  department  because  it  was 
felt  that  they  could  not  understand  medical  prob- 
lems and  that  it  should  be  completely  under  the  con- 
trol of  the  Society. 

“Also  the  committee  recommended  that  a special 
ad  hoc  committee  of  three  be  appointed  by  the  presi- 
dent to  study  the  Public  and  Professional  Relations 
Bureau  and,  if  they  felt  that  expert  outside  advice 
were  needed,  to  so  report  to  the  Council  and  request 
the  needed  funds. 

“(d)  Retention  of  Mr.  Beasley.  He  is  the  legal 
adviser  to  the  executive  officer  in  Albany.  He  is  a 
good  contact  man;  he  is  a good  judge  of  legislation 
possibilities  and  has  been  of  practical  and  financial 
help  to  the  Society.  The  committee  recommends 
that  he  be  retained. 

“(e)  Study  of  the  value  of  the  Albany  representa- 
tion. The  committee  said  there  must  be  an  Albany 
contact.  The  office  is  used  by  legislators  for  infor- 
mation and  advice,  and  this  facet  seems  to  be  increas- 
ing in  importance.  The  total  cost  is  about  $26,000 
to  represent  24,000  members.  The  recommendation 
of  the  committee  is  that  the  present  status  of  the 
Albany  office  be  retained. 

“Drs.  William  Boland  and  Peter  Di  Natale  had 
for  their  work  the  study  of  the  Public  Health  and 
Education  Committee. 

“(a)  The  need  for  the  committee.  They  recom- 
mended that  the  Public  Health  and  Education 
Committee  was  of  the  proper  size  and  should  be 
continued  as  at  present. 

“(b)  The  need  for  individual  subcommittees. 
There  was  a great  deal  of  discussion  as  to  the  size  of 
the  subcommittees  and  changing  some  members’ 
status  to  that  of  advisers  because  there  was  a public 
office  position  held,  as,  for  example,  a representative 
of  the  American  Cancer  Society  or  some  State  De- 
partment, and  a possible  change  in  personnel.  The 
recommendation  was  that  these  changes  should  be 
considered  only  after  full  consultation  with  the 
chairman,  Dr.  Theodore  J.  Curphey,  and  the  presi- 
dent-elect. 

“I  have  been  most  fortunate  in  having  a commit- 
tee of  outstanding  clarity  of  vision,  ability,  and 
willingness  that  worked  long  and  hard.  I believe 
they  have  done  a magnificent  job.” 


After  discussion  it  was  voted  that  no  action  be 

taken  on  the  report  since  it  is  informational. 

Poliomyelitis,  Advisory  Committee  on. — Dr. 

Givan  stated:  “I  attended,  as  a representative  of 
the  Society,  the  meeting  three  weeks  ago  in  Chicago 
of  the  Committee  on  the  Poliomyelitis  Vaccine  Pro- 
gram called  by  the  American  Medical  Association. 

“Every  state  and  territory  had  a representative 
there,  and  ways  and  means  of  persuading  people 
under  forty  years  old  to  be  inoculated  as  soon  as 
possible  were  discussed.  Some  states  have  their 
programs  going  very  well.  As  you  know,  our  State 
is  starting,  and  everyone  should  cooperate  and  try 
to  get  things  going,  especially  in  the  apathetic 
group,  mostly  people  between  twenty  and  forty.” 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  stated  that  since  his  last  report 
to  the  Council  he  had  attended  two  meetings  and 
arranged  25  postgraduate  lectures  and  teaching  days 
in  15  counties. 

He  reported  as  follows: 

1.  The  Subcommittee  on  School  Health  dis- 
cussed setting  up  a day  of  postgraduate  education 
for  school  physicians.  It  wras  decided  that  Dr. 
Ayling  should  form  a local  committee,  with  the  aid 
of  the  Medical  College  in  Syracuse,  to  arrange  such 
a meeting  for  that  region.  The  expenses  could  be 
met  by  the  State  Health  Department  and  possibly 
by  the  Council  Committee  on  Public  Health  and 
Education.  It  probably  could  be  arranged  for  mem- 
bers of  the  Academy  of  General  Practice  to  receive 
credit  for  attendance. 

There  was  again  discussion  of  the  frequency  and 
quality  of  school  medical  examinations.  Your 
chairman  agreed  to  follow  up  the  matter  by  meeting 
with  the  State  Health  Department  and  later  with 
representatives  of  departments  and  organizations 
most  concerned.  He  thought  it  likely  that  a strong 
request  will  be  made  for  some  amendment  to  the 
Education  Law  to  provide  better  examinations  less 
frequently. 

Dr.  Werner  Bloch,  president  of  the  School  Physi- 
cians Association,  was  a guest  and  reported  that  his 
group  had  sent  out  a questionnaire  to  school  physi- 
cians, and  already  a large  number  had  been  returned. 
The  answers,  when  summarized,  may  have  a direct 
bearing  on  future  activities  of  the  committee. 

There  was  general  discussion  of  problems  of  school 
physicians,  such  as  salaries,  expenses  for  attending 
conferences,  general  procedures,  etc.  The  opinion 
of  the  committee  was  that  most  of  these  could  be 
solved  at  the  local  level.  It  was  suggested  that  a 
brochure  be  drawm  up  to  acquaint  administrative 
personnel  with  the  duties,  salaries,  etc.,  of  school 
physicians. 

2.  At  the  meeting  of  the  New  York  State  Ad- 
visory Committee  on  Poliomyelitis  Vaccine  on 
December  27,  1956,  which  your  chairman  was  unable 
to  attend,  the  principal  topics  discussed  were  (a) 
tables  of  vaccination  in  the  State  and  New  York 
City;  (b)  abolition  of  priorities  for  vaccination;  (c) 
continuance  of  the  committee  in  the  light  of  the 
efforts  necessary  to  propagandize  the  population  in 
respect  to  wider  vaccination  to  stamp  out  the  dis- 
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ease.  The  diphtheria  and  smallpox  programs  dem- 
onstrate the  success  of  vaccination.  There  were  no 
cases  of  diphtheria  in  1956.  The  same  effort  should 
be  made  with  respect  to  polio. 

3.  The  Subcommittee  on  Diabetes  has  just 
mailed  to  all  chairmen  of  diabetes  committees  in 
the  county  medical  societies  an  appeal  to  stimulate 
physicians  to  help  form  classes  in  hospitals  for  the 
teaching  of  diabetics,  both  inpatients  and  out- 
patients. While  there  is  sufficient  knowledge  about 
diabetes,  there  is  almost  a complete  lack  of  facilities 
to  transmit  the  knowledge  to  the  patient.  Too  often 
diabetics  are  found  who  have  only  been  given  a diet 
sheet  with  a syringe  and  insulin  but  no  further  in- 
structions. 

Dr.  Curphey  stated:  “In  addition  to  the  report 
distributed  with  the  agenda,  there  are  just  a few 
points  I would  like  to  bring  before  the  Council. 

“One  is  a request  from  the  Subcommittee  on 
Heart  Disease  to  secure  approval  of  the  subcom- 
mittee’s agreement  with  a statement  drawn  up  by 
the  New  York  Heart  Assembly  as  a basis  for  ap- 
proval by  the  State  Health  Department  of  requests 
from  county  health  departments  for  financial  assist- 
ance in  carrying  out  penicillin  programs  for  the  pre- 
vention of  rheumatic  fever. 

“The  New  York  Heart  Assembly  has  been  dis- 
tributing the  drug  for  these  cases  through  the  coun- 
ties in  upstate  New  York.  It  is  hoped  that  the  new 
statement  will  lead  to  a gradual  turning  over  of  the 
financial  cost  of  this  distribution  to  the  Health 
Department  but  that  some  of  the  administrative 
function  might  still  be  carried  by  the  local  heart 
chapter. 

“May  I say,  sir,  that  Dr.  Hiss,  who  is  a member  of 
our  Subcommittee  on  Heart  Disease  and  is  also  its 
representative  on  the  New  York  Heart  Assembly 
Committee  on  Rheumatic  Fever,  approves  the 
statement  which  I have  here. 

“I  move  that  the  recommendation  of  our  Sub- 
committee on  Heart  Disease  be  approved.” 

After  discussion  it  was  voted  to  table  the  recom- 
mendation. 

Dr.  Curphey  continued:  “The  next  item,  Mr. 

President,  concerns  a request  from  Dr.  Herbert 
Berger.  At  the  December  Council  meeting,  after 
Dr.  Berger  had  presented  a report,  the  committee 
recommended  to  the  Publication  Committee  that  it 
be  permitted  to  take  a page  of  the  Journal,  accord- 
ing to  the  typewritten  statement  here,  for  the 
‘decimation’  of  information  on  this  disease.  (Of 
course  they  mean  ‘dissemination.’)  It  is  hoped  that 
this  will  stimulate  physicians  to  care  for  this  segment 
of  our  population  rather  than  to  refer  them  re- 
peatedly and  endlessly  to  the  courts  and  jails.  Dr. 
Berger’s  report  dealt  with  alcoholism  only.  He  has 
since  requested  the  privilege  of  having  an  article  on 
narcotics  published  in  our  Journal,  and  it  is  a 
question  as  to  whether  the  Council  will  approve  the 
inclusion  of  the  term  narcotics  in  the  original  action 
that  it  took  in  December.  The  actual  wording  of 
the  recommendation  at  that  time  was: 

That  the  Council  use  its  influence  to  bring  about 

the  admission  of  alcoholics  to  general  hospitals: 


That  the  Committee  on  Publication  devote  a page 
in  the  New  York  State  Journal  of  Medicine  to 
the  dissemination  of  information  on  this  disease  to 
the  physicians  in  the  State. 

Now  Dr.  Berger  requests  that,  along  with  alco- 
holism, narcotics  be  included.” 

It  was  voted  that  this  be  left  to  the  discretion  of 
the  Publication  Committee,  depending  on  the 
wording  of  whatever  article  is  submitted. 

Dr.  Curphey  continued:  “Before  I close  I should 
like  to  mention  that  I attended  the  Congress  on 
Medical  Education  in  Chicago  last  week-end,  at 
which  one  of  the  big  items  on  the  program  was  the 
discussion  of  postgraduate  education  for  the  general 
practitioner.  Needless  to  say,  they  did  not  settle 
the  problems.  They  tossed  it  back  and  forth,  but 
one  thing  I did  get  out  of  it,  there  seemed  to  be  a 
broad  consensus  that  based  largely  on  the  experience 
with  the  University  of  Kansas,  the  problem  of  post- 
graduate medical  education  of  the  general  practi- 
tioner should  be  that  of  the  university  rather  than 
the  state  medical  society.” 

It  was  voted  to  adopt  the  report  as  a whole. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, presented  the  following  report:  Participation 
in  the  preparations  for  the  coming  sesquicentennial 
celebration  and  in  the  antichiropractic  licensure 
campaign  of  the  Committee  to  Combat  Cults  con- 
tinued to  occupy  much  of  the  time  of  staff  of  the 
Public  and  Professional  Relations  Bureau.  In  the 
line  of  normal  duties  the  Bureau  assisted  in  the 
meeting  held  annually  with  representatives  of  the 
media  of  public  information  and  conducted  by  your 
subcommittee  on  Cooperation  with  Media  Informa- 
tion to  review  the  Guide  for  Cooperation. 

Working  under  the  direction  of  Dr.  Samuel  Z. 
Freedman,  Sesquicentennial  chairman,  the  Bureau’s 
liaison  representative,  Mr.  Schuyler,  carried  on  the 
activities  which  he  began  several  months  ago. 
These  included  the  Exposition  of  the  History  of 
Medicine  in  the  Empire  State,  distribution  of  the 
special  poster,  arrangements  for  the  display  of  the 
poster  in  public  places,  such  as  the  windows  of 
B.  Altman  and  Company,  Lord  and  Taylor’s, 
Bonwit  Teller’s,  and  other  projects.  Through  the 
efforts  of  Mr.  Tracey  Hunter  College  Assembly  Hall 
was  finally  obtained  for  the  public  forum  on  medi- 
cal care  to  be  held  on  the  evening  of  February  20. 
Mr.  Walsh  was  successful  in  getting  the  Woman’s 
Auxiliary  to  cooperate  with  the  Sesquicentennial 
Committee.  In  these  and  other  activities  in  which 
the  Bureau  participated,  it  cooperated  with  the  firm 
engaged  to  promote  and  publicize  the  sesquicenten- 
nial celebration. 

Attention  is  called  to  the  fact  that  a brochure  pre- 
pared for  the  sesquicentennial,  entitled  “How  the 
State  Medical  Society  Serves  You!”  is  now  on  the 
press.  The  Bureau  has  ordered  25,000  copies  which 
describe  in  simple  language  how  our  State  Society 
works  to  serve  the  people  of  this  State. 

In  addition,  the  usual  projects  undertaken  prior 
to  our  annual  meeting  were  carried  on.  In  order  to 
secure  the  cooperation  of  science  writers  in  publiciz- 
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ing  the  scientific  aspects  of  the  meeting,  programs 
and  other  materials  were  sent  to  them  prior  to  the 
meeting.  Letters  were  mailed,  inviting  hospital 
superintendents  to  send  their  staffs  to  the  scientific 
meetings  as  well  as  letters  inviting  key  hospital 
representatives  to  send  delegations  to  the  banquet. 
Another  mailing  was  a letter  to  technical  exhibitors 
inviting  them  to  join  us  at  our  Sesquicentennial 
Banquet. 

The  February  issue  of  the  Newsletter  was  desig- 
nated as  “Special  Sesquicentennial  Convention 
Issue.”  The  issue  was  given  over  to  the  celebration, 
featuring  pictures  and  writeups  of  the  speaker  at 
the  banquet,  the  Sesquicentennial  chairman,  and 
our  president.  Your  chairman  is  pleased  to  report 
that  as  a result  of  an  order  blank  for  the  banquet 
printed  in  the  January  issue  of  the  Newsletter  at  the 
time  this  report  is  being  written,  some  40  orders  had 
been  received  at  headquarters. 

Concerning  the  work  of  the  staff  in  connection 
with  the  antichiropractic  licensure  campaign,  much 
was  done  to  further  the  plan  of  action  set  up  some 
months  ago.  Supervised  by  Dr.  Henry  I.  Fineberg, 
chairman  of  the  Committee  to  Combat  Cults,  the 
Bureau  sent  out  a letter  as  soon  as  the  chiropractic 
licensure  bill  had  been  introduced  in  the  Legislature. 
Other  follow-up  letters  were  sent  to  key  people 
in  the  county  medical  societies.  Numerous 
requests  for  literature  and  other  materials  pertaining 
to  our  chiropractic  efforts  were  handled.  Among 
these  were  268  requests  for  38,694  copies  of  the  fol- 
lowing pamphlets:  “Should  Chiropractors  Be 

Licensed?”  “Science  vs.  Chiropractic,”  “Why 
Chiropractors  Should  Not  Be  Licensed,”  and  “Scope 
of  Chiropractic.”  These  requests  came  as  a result 
of  the  order  blank  printed  in  the  January  Newsletter. 
In  addition,  there  were  requests  for  copies  of  Mr. 
Richard  Stalvey’s  article  on  chiropractic,  which  the 
Bureau  distributed  some  time  ago. 

The  Bureau  continued  to  cooperate  with  the 
Woman’s  Auxiliary.  T wo  new  projects  included  sug- 
gestions on  how  the  Auxiliary  could  supplement  the 
efforts  of  the  State  Society’s  Sesquicentennial  Com- 
mittee and  the  Committee  to  Combat  Cults.  The 
Auxiliary  Sesquicentennial  Committee  chairman  has 
appointed  subcommittee  chairmen  to  assist  in  the 
distribution  of  the  sesquicentennial  poster,  promote 
attendance  at  the  Sesquicentennial  Banquet,  the 
forum  to  be  held  at  Hunter  College,  register  visitors 
to  the  Public  Exposition,  as  well  as  plan  and  erect  a 
booth  at  the  Exposition.  The  Auxiliary  Legislation 
Committee  chairman  has  made  several  plans  to  help 
inspire  letters  to  members  of  the  State  Legislature 
endorsing  the  State  Societies  stand  against  chiro- 
practic licensure. 

As  part  of  the  field  program,  Mr.  Walsh  helped 
plan  and  participated  in  a course  for  medical  assist- 
ants in  doctors’  offices,  conducted  by  the  Queens 
County  Medical  Society.  He  spoke  on  the  subject 
of  medical  public  relations.  At  the  organizational 
meeting  of  the  Public  Relations  Committee  of  the 
Rockland  County  Medical  Society  he  discussed 
local  public  relations.  As  a result  plans  have  been 
made  to  publish  a Welcome  Wagon  pamphlet  de- 
scribing medical  services  available  locally. 


On  January  10  your  Subcommittee  on  Coopera- 
tion with  Media  of  Information  met  with  repre- 
sentatives of  the  press,  radio,  TV,  and  other  media 
people  at  a conference  in  the  Hotel  Roosevelt,  New 
York  City.  The  purpose  was  to  review  and  renew 
the  Guide  for  Cooperation  promulgated  a few  years 
ago.  Some  25  individuals  were  present.  As  a result 
of  this  meeting  a revised  edition  of  the  Guide  is  now 
being  published.  Although  changes  will  be  made, 
particularly  to  improve  the  format,  no  important 
changes  in  the  text  of  the  document  are  being  made. 

You  will  be  pleased  to  learn  that  the  meeting  at- 
tracted favorable  attention  in  Editor  and  Publisher, 
“the  oldest  publishers’  and  advertisers’  newspaper 
in  America.”  In  the  January  19  issue  of  the  publi- 
cation, which  is  sort  of  a Bible  for  the  press,  a two 
and  a third  column  story  bore  the  headline  “Medical 
Society  Guide  Revised  to  Help  Media.”  In  giving 
a favorable  picture  of  the  conference,  the  writer 
stated  that  the  meeting  was  “a  graphic  demonstra- 
tion of  how  the  two  groups  (newspapermen  and 
physicians)  may  be  led  to  work  more  effectively  in 
close  cooperation.”  As  a result  of  this  article  the 
Bureau  received  requests  for  the  Guide  from  various 
parts  of  the  country. 

Publicity  for  postgraduate  lectures  was  planned 
through  the  mailing  of  releases  covering  scientific 
papers  presented  in  the  following  counties:  Cat- 

taraugus, Greene,  Jefferson,  and  Ontario. 

In  keeping  with  the  spirit  of  this  Sesquicentennial 
year,  the  Bureau  arranged  appropriate  displays  on 
the  two  boards  in  the  foyer  of  our  headquarters.  A 
large  reproduction  of  our  sesquicentennial  seal  is  the 
center  of  an  exhibition  on  the  large  display  board. 
On  the  smaller  board,  at  the  end  of  the  hall,  it  is 
planned  to  present  activities  which  may  occur  dur- 
ing the  year.  At  present  the  very  attractive 
and  enlightening  special  issue  of  the  New  York 
State  Journal  of  Medicine,  dedicated  to  the 
sesquicentennial,  is  being  featured. 

Working  in  cooperation  with  the  Council 
Committee  on  Public  Health  and  Education,  the 
special  Polio  Committee,  and  the  State  Health 
Department,  the  Bureau  distributed  a release  on  the 
Salk  polio  vaccine,  which  was  timed  to  follow  the 
recent  announcement  by  Governor  Harriman  that 
New  York  State  was  making  an  all-out  drive  to 
conquer  polio.  This  release  was  based  on  the  action 
taken  by  the  Council  on  a resolution  presented  by 
Dr.  Thurman  B.  Givan  and  adopted  by  the  Council. 
After  the  release  had  been  prepared,  it  was  submitted 
to  Dr.  Curphey,  Dr.  Givan,  and  Dr.  Anderton. 
Discussions  also  were  held  with  Dr.  Larimore  and 
Miss  Lucille  Rubin,  publicity  agent  of  the  New  York 
State  Health  Department.  Plans  call  for  the  State 
Health  Department  to  follow  our  release  with  one  of 
their  own  complimenting  the  Medical  Society. 

Dr.  Winslow  supplemented  his  report  by  stating: 
“There  is  only  one  thing  in  addition  to  the  regular 
printed  report.  I would  like  to  call  attention  to  this 
pamphlet  which  we  have  published  entitled  ‘How 
the  State  Medical  Society  Serves  You.’  We  have 
25,000  copies.  They  are  directed  toward  the  public, 
and  we  wish  that  you  would  read  it  yourself  and 
distribute  it  to  your  friends.  This  contains  a very  I 
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able  article  by  Dr.  Freedman  on  the  functions  and 
the  aspirations  of  the  Medical  Society.  In  addition, 
it  explains  how  cooperation  may  be  obtained  be- 
tween a physician  and  the  patient.  We  would  much 
appreciate  it  if  you  would  help  in  the  distribution.” 

It  was  voted  to  adopt  the  report  as  a whole. 

Sesquicentennial. — Dr.  Samuel  Z.  Freedman, 
chairman,  reminded  Council  members  that  they  and 
their  wives  were  invited  to  the  President’s  Reception 
on  Tuesday  evening.  He  announced  that  members’ 
wives  were  invited  to  the  luncheon  on  Monday.  He 
reported  that  the  scientific  program  was  being  car- 
ried out  very  much  as  in  other  years,  described  the 
forum  on  distribution  of  medical  care  to  be  held  on 
Wednesday  evening  at  Hunter  College,  and  dis- 
cussed proposals  for  publicizing  the  forum.  He 
stated,  “Otherwise  the  Sesquicentennial  will  have  to 
speak  for  itself.  By  next  Thursday  you  will  know 
whether  it  is  all  right  or  whether  it  has  been  a fail- 
ure.” 

Report  of  Local  Arrangements  Committee  for  1957 
American  Medical  Association  Convention. — Dr. 

Gerald  D.  Dorman  stated:  “I  would  like  to  make 
a brief  report  on  the  American  Medical  Associ- 
ation Local  Arrangements  Committee  for  the  June  3 
to  7 meeting  of  the  A.M.A.  in  New  York  City. 

“The  New  York  Convention  and  Visitors  Bureau 
would  like  to  join  with  the  New  York  State  Society 
in  giving  a cocktail  party,  which  they  will  pay  for,  on 
Saturday,  June  1,  for  the  trustees  and  officers  of  the 
American  Medical  Association  at  the  Waldorf. 

“The  dinner  that  is  being  given  by  the  State  Soci- 
ety for  the  delegates  will  take  place  on  Monday 
night,  June  3.  The  arrangements  are  under  the 
chairmanship  of  Dr.  C.  Joseph  Delaney.  Dr.  Norton 
Brown  is  in  charge  of  the  television  program  which 
will  emanate  from  Roosevelt  Hospital  chiefly,  with 
various  invited  members. 

“The  Woman’s  Auxiliary  Local  Committee,  under 
the  chairmanship  of  Mrs.  Harry  Pohlmann  and  the 
cochairmanship  of  Mrs.  Elliott  V.  B.  Vurgason,  are 
planning  a tea  for  the  officers  of  the  Woman’s 
Auxiliary,  and  they  would  appreciate  it  if  the  Coun- 
cil would  authorize  a sum  not  to  exceed  $750  to  pay 
for  the  guest  members  of  that  tea.  It  will  probably 


come  to  around  $450  because  the  tea  will  cost  $3.51 
per  person,  and  there  will  be  probably  125  invited 
guests;  each  member  of  the  Woman’s  Auxiliary  will 
be  charged  $4.00.” 

After  discussion  it  was  voted  to  request  the  trustees 
to  authorize  a sum  not  to  exceed  $750  for  the 
Woman’s  Auxiliary  tea. 

Neiv  Business 

Appointment  to  Board  of  Trustees. — Dr.  Green- 
ough  stated:  “There  exists  a vacancy  on  the  Board 
of  Trustees.  It  would  seem  to  me  that  this  would  be 
a good  time  to  call  for  nominations  for  an  individual 
to  succeed  Dr.  Leo  Schiff  until  the  meeting  of  the 
House  of  Delegates.” 

Dr.  Williams  nominated  Dr.  Frederic  W.  Holcomb, 
and  Dr.  Kenney  seconded  the  nomination.  Since 
there  were  no  further  nominations,  it  was  moved  and 
seconded  that  the  nominations  be  closed  and  that  the 
secretary  cast  a ballot. 

After  discussion  the  motion  was  unanimously 
carried. 

Ad  Hoc  Committee  to  Review  Work  of  Public  and 
Professional  Relations  Bureau. — Dr.  Greenough 
stated:  “I  would  like  to  appoint  an  ad  hoc  com- 

mittee to  review  the  work  of  the  Public  Relations 
department:  Dr.  Holcomb,  Dr.  Wurzbach,  and 

Dr.  Boland.  They  are  all  on  the  Planning  Com- 
mittee and  have  been  working  on  this  subject. 
I think  they  are  more  familiar  with  it  than  other 
gentlemen,  and  I would  like  to  make  Dr.  Holcomb 
the  chairman  because  I think  Dr.  Wurzbach  has 
enough  in  his  lap  at  the  moment,  and  Dr.  Holcomb 
was  chairman  of  the  subcommittee.” 

Approval  was  voted. 

Committee  to  Meet  with  Interdepartmental 
Health  Resources  Board. — Dr.  Greenough  con- 
tinued: “A  committee  is  to  be  appointed  to  meet 

with  the  Interdepartmental  Health  Resources 
Board.  That  committee  will  have  to  have  represent- 
atives from  various  sections  of  the  profession, 
and  I would  like  to  postpone  that  appointment  until 
the  next  Council  meeting  to  give  more  thought  to 
it.” 


My  wants  are  many,  and , if  told, 
Would  muster  many  a score; 


And  were  each  wish  a mont  of  gold, 
I still  shoidd  long  for  more. 


■ — John  Quincy  Adams 


April  15,  1957 
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Personnel  Shortages  in  Psychiatric  Services 


To  the  Editor: 

I would  like  to  comment  on  the  article  “Personnel 
Shortages  in  Psychiatric  Services”  by  Daniel 
Blaine,  M.D.,  and  Robert  L.  Robinson,  M.S.,  in  the 
January  15,  1957,  issue  of  the  New  York  State 
Journal  of  Medicine. 

This  article  has  particular  significance  because  of 
Dr.  Blaine’s  position  as  medical  director  of  the 
American  Psychiatric  Association  and  might  be 
interpreted,  therefore,  as  representing  the  official 
position  of  that  organization,  which  I do  not  feel  it 
does.  In  fact,  I would  assume  that  the  opinion  ex- 
pressed in  the  article  is  an  expression  of  the  authors’ 
personal  attitudes. 

The  authors  succinctly  summarized  the  personnel 
problems  in  psychiatry.  There  can  be  little  question 
that  the  situation  is  a serious  one  and  worthy  of  con- 
centrated planning  and  research.  There  may  be  no 
easy  solution  to  the  problem,  but  certainly  the  cause 
of  psychiatry  will  not  be  served  by  destroying  every- 
thing of  value  gained  through  the  years. 

Those  of  us  who  have  been  confronted  with  this 
problem  directly  have  felt  at  times  as  pessimistic 
about  the  future  as  Dr.  Blaine,  but  when  one  com- 
pares the  present  status  of  psychiatry  with  that  of 
thirty,  forty,  or  fifty  years  ago,  the  outlook  is  not 
quite  as  dark.  Even  were  the  situation  as  bleak  as 
portrayed  in  the  article,  there  would  still  be  disagree- 
ment with  the  solution  offered. 

Were  the  opinions  expressed  to  prevail,  psychiatry 
would  give  up  its  dearly  won  progress  in  the  under- 
standing of  human  behavior,  both  in  the  “normal” 
as  well  as  in  the  mentally  ill,  and  return  to  its  old 
position  of  supervising  the  custodial  care  of  the  very 
sick.  This  would  result  undoubtedly,  not  in  an  im- 
provement of  the  personnel  situation,  but  in  driving 
from  the  specialty  the  qualified  people  who  are 
intrigued  by  the  challenge  and  the  satisfactions 
which  come  from  achievement,  even  though  limited 
in  scope. 

Let  us  examine  Dr.  Blaine’s  thesis  more  carefully. 
He  divides  people,  from  a psychiatric  point  of  view, 
into  four  zones.  Zone  I (prenatal  and  birth)  is  of 
little  interest  to  us  as  far  as  therapy  is  concerned. 
Zone  II  (normal  living)  certainly  does  not  concern 
us  to  any  marked  degree  since  it  includes  most 
individuals  who  adjust  moderately  well  in  life  with 
little  unreal  anxiety  and  react  only  to  realistic  situ- 
ations. Zone  III  (trouble  area)  he  describes  as  con- 


sisting of  people  suffering  from  stress,  but  “their 
emotional  problems  may  remain  secondary  to  the 
stress  itself.”  Exactly  what  the  author  means  by 
that  is  difficult  to  determine,  except  that  it  is  as- 
sumed that  he  includes  in  this  category  a great  many 
people  with  milder  psychiatric  disturbances  which 
are  now  being  treated  by  psychotherapeutic  and 
psychoanalytic  methods.  This  zone  probably  would 
include  the  vast  number  of  people  suffering  from 
various  grades  of  psychoneurosis,  marital  problems, 
sexual  disturbances,  behavior  problems  of  childhood, 
character  disturbances,  criminality,  alcoholism,  drug 
addiction,  psychopathic  personalities,  and  many 
other  groups  not  showing  thoroughly  disabling 
mental  symptoms.  In  Zone  IV  (mental  illness)  he 
includes  the  apparently  very  sick  individuals  who 
require  immediate  care. 

Dr.  Blaine  makes  a very  significant  statement 
when  he  states  that  “the  people  who  are  sifted  out  of 
Zone  II  into  Zone  III  (should  not)  be  considered  the 
primary  responsibility  of  professional  psychiatric 
personnel,  although  it  is  important  in  this  zone  to 
have  available  such  personnel  for  consultation, 
assistance,  and  direction  at  the  right  time  and  place.” 

The  solution  offered  for  the  complicated  problems 
of  psychiatry  is  to  allow  the  care  of  the  individuals  in 
what  is  called  Zone  III  to  be  carried  out  by  personnel 
associated  with  health,  special  education,  and  welfare 
fields  and  to  leave  Zone  IV  as  the  sole  domain  of  the 
psychiatrist.  Included  in  Zone  III  would  be  “the 
wife  and  three  children  deserted  by  the  husband,  the 
chronically  ill,  the  physically  handicapped,  the 
victim  of  catastrophe,  the  excessive  drinker,  the 
overly  dependent  personality,  the  juvenile  delin- 
quent, the  chronically  unemployable,  and  all  of 
these  conditions  accompanied  by  a considerable 
degree  of  emotional  stress.”  It  is  inconceivable  that 
Dr.  Blaine  could  place  in  the  same  category  indi- 
viduals who  may  or  may  not  require  psychiatric 
help,  such  as  the  chronically  ill,  the  physically 
handicapped,  and  the  family  deserted  by  the 
husband,  with  such  obviously  emotionally  disturbed 
people  who  are  sadly  in  need  of  psychiatric  help, 
such  as  the  excessive  drinker,  the  overly  dependent 
personality,  and  the  juvenile  delinquent. 

In  another  place  he  states,  “I  suggest  that  it  would 
be  well  for  us  not  to  encourage  people  to  turn  to  us 
for  professional  assistance  in  dealing  with  the  minor 
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discomforts  of  everyday  life.”  Are  the  above  con- 
ditions minor  discomforts?  And  who  is  to  decide 
what  is  minor  and  what  is  serious?  Would  Dr. 
Blaine  leave  this  up  to  the  patient,  or  is  this  a 
psychiatric  prerogative?  This  is  a rather  strange 
thesis  when  the  whole  emphasis  in  medicine  has 
been,  and  I hope  always  will  be,  the  detection  and 
treatment  of  disease  in  its  incipient  stages.  Dr. 
Blaine  certainly  is  aware  that  whether  a condition  is 
minor  is  a medical  determination,  the  severity  not 
always  being  apparent  superficially. 

At  another  point  in  his  article  he  states,  “Must  we 
in  this  time  of  struggle  stop  and  grow  anxious  about 
i;  the  nail-biter,  the  child  who  flunks  arithmetic,  the 
cigaret  smoker,  the  social  drinker,  the  promiscuous, 

! and  all  the  others  who  exhibit  various  minor  mal- 
■ adjustments  to  the  stress  of  everyday  life?”  Here 
again  there  is  the  tendency  to  lump  together  groups 
j of  unrelated  conditions  indiscriminately.  Intimat- 
ing that  psychiatrists  are  preoccupied  with  treating 
, social  drinkers  and  smokers  is  a facetious  note  not 
1 worthy  of  scientific  consideration.  People  come  to 
psychiatrists  because  they  are  unhappy,  and  if  the 
psychiatrist  does  not  fulfill  his  role  in  helping  human 
beings  solve  their  emotional  problems  which  are 
based  not,  as  Dr.  Blaine  suggests,  on  real  situations, 
but  on  unreal  and  neurotic  drives,  he  has  no  reason 
for  existence. 

The  solution  offered  sounds  so  simple  that  one 
wonders  why  it  has  not  been  thought  of  before,  until 
on  close  inspection  it  is  found  to  suffer  from  over- 
simplification. I am  certain  that  Dr.  Blaine  knows 
that  the  people  in  what  he  calls  Zone  IV — in  other 
words,  the  severely  mentally  ill  individuals — did  not 
become  this  way  overnight.  It  is  generally  accepted 
that  what  we  consider  serious  mental  illness  is  an 
aftermath  of  many  years  of  emotional  conflicts, 
usually  dating  back  to  childhood. 

In  essence,  what  he  suggests  is  that  the  milder 
emotional  disturbances  be  left  to  nonmedical  person- 
nel and  that  the  psychiatrist  treat  only  the  very 
sick.  This  would  be  analogous  to  stating  that  be- 
cause there  is  a shortage  of  physicians,  early  cases  of 
cancer  and  its  detection  be  left  to  nonmedical  per- 


sonnel, the  physician  only  assuming  the  responsi- 
bility for  the  treatment  of  the  fully  developed 
malignancy. 

I believe  that  Dr.  Blaine’s  solution  is  so  easy  that 
it  is  no  solution  at  all  because  its  adoption  in  practice 
would  nullify  all  the  gains  that  have  been  made  in 
the  understanding  of  the  allegedly  “milder”  reac- 
tions, and  it  is  from  these  very  groups  that  the  later 
severe  reactions  come.  He  speaks  disparagingly  of 
the  psychiatrist  taking  over  the  role  of  studying 
human  behavior.  Yet,  it  is  because  of  the  study  in 
this  very  field  that  most  of  the  progress  in  psychiatry 
has  been  made. 

It  should  be  the  goal  of  psychiatry  to  recognize 
emotional  disturbances  at  a stage  when  the  indi- 
vidual is  still  a functioning  member  in  the  commu- 
nity, and  not  to  delegate  this  function  to  teachers, 
social  workers,  and  public  health  officers  who  may 
have  little  or  no  understanding  of  the  psycho- 
dynamics of  human  behavior  or  of  therapy.  I am 
afraid  that  this  may  result  in  a punitive  hyper- 
morality replacing  a warm  understanding  of  the 
problems  of  the  emotionally  sick.  This  is  not  speak- 
ing disparagingly  of  these  groups.  I am  sure  they 
do  excellent  work  in  their  spheres.  The  laboratory 
technician  is  indispensable  in  helping  the  physician, 
but  obviously  it  would  be  unfair  to  give  him  the 
responsibility  of  diagnosing  and  treating  disease. 

I cannot  quite  adopt  the  hopeless  attitude  of  Dr. 
Blaine  as  to  the  future.  In  recent  years  psychiatry 
has  been  attracting  young,  capable  people  who  never 
would  have  come  into  the  field  in  its  past  stagnant 
state  of  domiciliary  care  of  the  very  sick.  There  is  an 
increasing  tendency  for  formal  courses  of  training  in 
psychiatry,  such  as  recently  instituted  by  the  New 
York  State  Department  of  Mental  Hygiene,  and 
which  will  spread  undoubtedly  to  other  parts  of  the 
country.  The  public  and  legislatures  are  becoming 
more  conscious  of  the  problem. 

I believe  that  there  is  every  reason  to  hope  for  a 
brighter  future  than  that  expressed  in  the  article. 

Hyman  S.  Barahal,  M.D.,  F.A.P.A. 

Box  A 

West  Brentwood,  New  York 


Osteoarthritis — Its  Prediction  and  Prevention 


To  the  Editor: 

I would  like  to  compliment  Dr.  Tuttle  on  her  most 
interesting  paper,  “Osteoarthritis — Its  Prediction 
and  Prevention,”  which  appeared  in  the  January  1, 
1957,  issue  of  your  Journal.  We  agree  that  osteo- 
arthritis is  a metabolic  disease  which  may  be  due  to 
a cellular  anoxia.  Perhaps  the  efficacy  of  aerobic 
• cellular  metabolism  might  be  increased  by  utilizing 

the  bellows  effect  of  the  chest  more  effectivelv.  This 

- 
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might  change  the  status  of  the  patient  from  one  of 
hvperoxia  to  that  of  hypoxia  and  also  create  a mild 
hypercarbia.  This,  in  turn,  may  change  the  pH  of 
the  blood  sufficiently  to  increase  cellular  oxidation. 

Max  Grossbard,  M.D 

45-02  Kissena  Boulevard 
Flushing  55,  New  York 
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An  Inexpensive  Hot  Air  Sterilizer 


To  the  Editor: 

Hot  air  sterilizers  are  convenient  and  effective  for 
office  use. 

An  inexpensive  one  is  readily  available  in  any  of 
the  thermostatically  controlled  electric  cookers 
which  are  sold  in  appliance  stores.  Either  the  frying 
pan  type  or  the  deep  well  type  will  serve;  both  have 
an  electric  heating  element  and  a thermostat  which 
may  be  set  to  keep  the  temperature  in  the  chamber 
at  325  to  350  F.  for  sterilization. 

The  accuracy  of  the  thermostat  setting  may  be 


checked  by  a good  oven  thermometer.  One  of  the 
makes  has  a pyrex  glass  cover  which  allows  ob- 
servation of  a thermometer  placed  in  the  chamber 
and  sells  for  less  than  $10. 

Commercial  hot  hair  sterilizers  have  no  advan- 
tages over  these  appliances  and  cost  very  much 
more. 

Irving  D.  Ehrenfeld,  M.D. 

2271  Walton  Avenue 
Bronx  53,  New  York 


The  Modern  Medicine  Man 
or 

No  Prescriptions  Any  More! 


To  the  Editor: 

The  modern  medicine  man  does  not  hold  a medi- 
cal degree.  In  fact,  he  usually  does  not  hold  any 
degree  at  all.  He  may  not  even  know  how  to  read 
or  write,  as  long  as  he  knows  how  to  speak  and 
scream  like  the  barker  at  Coney  Island  or  the  push- 
cart peddler  selling  his  vegetables.  He  no  longer 
travels  in  a covered  wagon,  wearing  a headdress 
with  brilliant  feathers  or  a ten-gallon  hat,  but  he 
seldom  fails  to  wear  a white  coat.  He  may  even 
have  a stethoscope  dangling  from  his  neck  or  lying 
conspicuously  on  his  desk,  and  he  is  addressed  by 
his  confederates  as  “doctor.”  He  toils  while  he 
sleeps.  The  radio,  by  transcription,  screams  about 
the  latest  discovery  of  “medical  science.”  It  is  a 
“miracle  drug,”  and  it  will  cure  all  human  ills. 
Five  doctors  from  Canarsie  said  so!  It  does  not 
cost  five  dollars,  nor  three  dollars,  but  only  one 
dollar,  ten  dimes.  While  the  modern  medicine  man 
is  sound  asleep  in  his  comfortable  bed,  dreaming 
about  his  ever-increasing  bank  account,  he  ap- 
pears on  the  television  screen  at  the  same  time  with 
his  “patient,”  who  is  so  weak  and  haggard  that  he 
has  to  hold  on  to  his  chair.  His  face  expresses  a 
great  deal  of  suffering,  and  his  lips  are  tightly  closed 
to  hold  back  a cry  of  pain.  Once  he  takes  the 
magic  pill  in  his  mouth,  even  before  it  reaches  the 
esophagus,  his  face  beams  with  joy,  and  he  is  full 
of  pep.  He  stands  up  and  grins,  showing  his 
pearly  teeth,  for  which  he  expects  to  make  the  last 
payment  after  the  next  commercial. 

To  show  his  appreciation,  the  patient  will  sing  a 
beautiful  aria  from  Pagliacci  entitled  “No  Prescrip- 
tions Any  More.”  The  white-coated  “doctor”  will 
show  on  the  television  screen  a prescription  no  one 
can  read.  Who  can  read  doctors’  prescriptions 
anyway?  They  are  written  in  Latin;  besides, 


sometimes  they  look  like  Chinese  even  to  the  drug- 
gist. The  “doctor”  in  white  will  point  to  the 
prescription  on  the  screen  and  to  the  magic  pills  in 
his  hand  and  convince  the  public  that  both  are  the 
same.  While  in  the  background  the  music  plays 
softly  from  Pagliacci  “No  Prescriptions  Any 
More,”  the  audience  joins  in  the  chorus  “No 
Doctors  Any  More.” 

Another  type  of  medicine  man  is  a member  of  an 
honored  profession.  Fortunately,  he  comprises 
only  a minority  of  that  profession.  Yes,  he  does 
know  how  to  read  and  write,  and  he  may  even  hold 
a degree;  not  an  M.D.  but  a Ph.G.  He  too  wears  a 
white  coat.  He  too  is  addressed  as  “Doctor,” 
especially  among  the  people  of  foreign  extraction 
who  still  remember  walking  into  the  pharmacy  in 
the  old  country,  hat  in  hand,  and  timidly  bowing, 
“Good  morning,  Doctor!”  In  the  old  country  the 
whole  town  was  lucky  to  have  even  one  physician, 
and  he  was  subsidized  for  the  benefit  of  the  aristoc- 
racy. The  rest  of  the  people  were  treated  by  the 
pharmacist,  who  was  always  designated  as  “doctor.” 
The  pharmacist  would  take  the  patient  in  back  of 
the  drug  store,  tell  him  to  open  his  mouth,  insert  a 
“stick,”  and  tell  him  to  say  “Ah!”  He  would  then 
paint  the  throat  with  concentrated  iodine.  How  it 
burned!  But  it  would  always  “cure”  the  ailment. 
Here,  the  “doctor”  in  this  pharmacy  does  not  even 
look  in  the  patient’s  mouth.  He  knows  all  without 
looking. 

A case  in  point  is  that  of  a sixty-five-year-old  man 
who  complained  of  a sore  in  his  mouth.  The  “medi- 
cine man”  gave  him  a popular  mouthwash.  The 
patient  went  back  and  forth  for  two  years  to  renew 
his  “medicine.”  His  visits  then  stopped,  for  he 
could  no  longer  open  his  mouth.  When  he  landed  in 
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a cancer  hospital,  they  found  that  the  malignancy 
of  the  buccal  mucosa  partially  occluded  his  mouth. 
It  was  starvation  that  brought  him  to  a doctor 
when  he  could  no  longer  masticate  his  food.  The 
physician  next  door  referred  him  to  the  cancer 
hospital. 

The  modern  medicine  man  prescribes  over  the 
counter.  He  practices  what  his  colleagues  on  the 
radio  and  television  preach,  “No  Prescriptions  Any 
More!”  He  has  a big  stock  of  medicine  from  which 
to  dispense  for  all  human  ills  (as  he  sees  them).  He 
is  too  busy  serving  ham  and  bologna  sandwiches  to 
read  the  directions,  side-effects,  and  contraindica- 
tions of  every  medicine  he  sells  over  the  counter. 
The  patient  can  renew  the  medicine  as  long  as  he 
wishes  and  has  the  price  to  pay  for  it. 

The  over-the-counter  manner  of  this  type  of 
medicine  man  far  outshines  the  bedside  manner  of 
the  doctor.  He  knows  exactly  what  is  ailing  the 
patient.  He  has  a bottle  of  medicine  under  his  own 
brand  that  is  guaranteed  to  cure  all  the  patient’s 
ailments.  It  was  made  up  from  “the  prescription 
of  a big  professor  who  charged  $25  for  an  office 
visit.”  It  is  a “new  miracle  drug”  and  no  prescrip- 
tions any  more! 

How  often  do  doctors  hear  patients  say,  “The 
medicine  you  gave  me  last  year  (or  before)  was  very 
good.  I renewed  it  all  the  time.  That  is  why  I 


did  not  come  for  a check  up  as  I promised.”  In 
one  instance  a patient  said  that  she  had  used  the 
cough  medicine  for  the  whole  family  and  her  friends 
for  eight  years,  “but  now  the  bottle  broke  so  I 
came  to  see  you  because  I couldn’t  read  the  pre- 
scription number.”  It  is  not  recalled  whether  the 
“cough  medicine”  was  given  for  cardiac  decompen- 
sation with  pulmonary  congestion  resulting  in 
cough.  It  is  hoped  that  the  “cough  medicine” 
did  not  put  many  hearts  out  of  kilter.  Digitalis 
does  just  that  sometimes,  besides  arresting  the  so- 
called  cough. 

Not  content  with  prescribing  medication  for  all 
types  of  ills,  when  a patient  does  come  with  a pre- 
scription from  his  family  doctor,  the  “medicine  man 
in  white”  may  volunteer  the  information  that  there 
is  a very  good  doctor  right  on  the  corner  who  treats 
the  kind  of  illness  with  which  the  patient  is  afflicted. 
He  will  even  oblige  the  patient  and  give  him  the 
doctor’s  card.  Why  should  he  not  do  that?  Does 
not  the  doctor’s  prescription  pad  have  the  name 
and  address  of  the  druggist?  “One  hand  washes 
another.”  However,  in  this  instance  they  will  both 
remain  dirty  until  the  profession  cleans  its  own 
house  before  the  government  does  it  for  them. 

Herman  Charache,  M.D. 
75  Prospect  Park  Southwest 
Brooklyn  15,  New  York 


Survey  of  Active  Pulmonary  Tuberculosis  in  Patients  Admitted  to  the  New  York 
State  Veteran’s  Camp,  Mount  McGregor,  New  York,  1954-1955 


To  the  Editor: 

We  have  all  read  in  recent  years  reports  of  tu- 
berculosis sanatoria  throughout  the  country  closing 
because  of  the  scarcity  of  patients  having  this 
disease.  This  condition  has  caused  some  wonder- 
ment and  active  discussions,  both  among  physicians 
and  laymen. 

It  is  for  this  reason  that  we  have  made  a survey 
of  all  patients  admitted  to  our  facility  in  the  years 
1954  and  1955,  and  we  are  reporting  on  the  number 
of  active  pulmonary  tuberculosis  cases  we  have 
found  among  these  patients. 

During  the  year  1954  we  admitted  2,756  patients 
and,  in  1955,  2,649  patients.  Among  these  we 
found  14  active  pulmonary  tuberculosis  cases  which 
were  undiagnosed  and  unsuspected  of  having  the 


disease  and  seven  who  were  diagnosed  as  arrested  or 
cured  pulmonary  tuberculosis  in  whom  we  found  a 
positive  sputum. 

We  do  not  attempt  to  draw  any  conclusions  as  to 
whether  pulmonary  tuberculosis  is  on  the  decline, 
as  compared  with  figures  in  years  gone  by,  but  we  do 
draw  the  inference  that  a great  many  people  having 
active  pulmonary  tuberculosis  are  at  large  in  all 
communities,  acting  as  carriers  of  this  dread  disease 
and  going  undiagnosed  and  untreated  for  a long 
time. 

Louis  L.  White,  M.D. 

Veterans’  Camp 

Mt.  McGregor.  New  York 


When  you  have  got  an  elephant  by  the  hind  leg,  and  he  is  trying  to  run  away,  it’s  best  to  let 
him  run. — Abraham  Lincoln 
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THE  MONTH  IN  WASHINGTON 


'T'he  Army’s  Office  of  Dependent  Medical  Care, 
handling  the  new  program  that  offers  private 
medical  care  to  service  families,  is  working  on  some 
long  and  some  short-range  plans  of  importance  to 
state  societies. 

To  meet  a problem  coming  up  in  the  next  few 
months  the  office  is  notifying  states  that  contracts 
for  physicians’  services,  negotiated  through  the 
state  societies  last  fall,  will  be  extended  automati- 
cally when  their  expiration  date  of  July  1 arrives. 
However,  there  is  no  definite  time  period  set  for  any 
of  the  extensions;  each  contract  will  be  continued 
in  effect  until  that  particular  state’s  agreement  has 
been  renegotiated. 

When  the  contract  is  extended,  according  to  Ma- 
jor General  Paul  I.  Robinson,  head  of  the  Office  of 
Dependent  Medical  Care,  it  will  be  possible  to  make 
necessary  adjustments,  but  he  hopes  not  too  many 
changes  will  be  asked  at  that  time. 

Then  after  July  1 each  state  will  be  given  sixty 
days  notification  before  the  Defense  Department 
makes  its  final  audit  covering  the  period  from  De- 
cember 7,  1956,  when  the  program  went  into  effect, 
through  June  30,  1957.  This  audit  has  been  prom- 
ised in  each  state  before  renegotiation  starts. 

Both  the  state  fiscal  agents  and  General  Robin- 
son’s staff  should  be  well  prepared  for  renegotiations 
when  the  time  arrives.  No  renegotiations  will  be 
undertaken  until  January,  1958.  They  will  continue 
for  most  of  next  year,  on  a tentative  schedule  that 
calls  for  handling  about  five  contracts  per  month. 

Under  this  tentative  arrangement  the  contract 
with  the  Medical  Society  of  the  State  of  New  York 
will  be  renegotiated  during  the  month  of  July. 

If  any  large-scale  health  and  medical  program  is 
to  be  pushed  through  Congress  this  year,  most  of 
the  pushing  will  be  done  by  the  Democrats,  who,  in 
control  on  Capitol  Hill,  can  get  what  they  want,  in 
theory  at  least. 

Announcing  that  the  idea  of  a special  presidential 
health  message  had  been  dropped  for  this  year, 
Secretary  Folsom  also  said  the  Republican  adminis- 
tration would  press  for  only  three  major  health- 
medical  bills.  All  three  incidentally  were  before 
Congress  last  year  but  were  not  acted  on.  They  are 
as  follows: 

1.  Federal  assistance  to  medical,  dental,  and 
public  health  schools  to  help  them  build  and  equip 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


new  teaching  facilities  or  improve  and  expand  exist- 
ing classrooms  or  laboratories. 

2.  Waiver  of  the  antimonopoly  laws  to  permit 
small  companies  (none  doing  more  than  1 per  cent 
of  the  total  business)  to  pool  some  of  their  funds  for 
experimental  work  in  expanding  voluntary  health  in- 
surance. 

3.  Authorization  for  construction  of  sanitary 
facilities  on  Indian  reservations. 

In  outlining  these  legislative  objectives  of  the  ad- 
ministration, the  Secretary  took  the  opportunity  to 
make  clear  he  doesn’t  think  much  of  one  bill  that  has 
the  ardent  support  of  some  Democrats  and  of  some 
labor  leaders.  It  would  have  the  U.S.  pay  for  sixty 
days  free  hospitalization  annually  for  persons  sixty- 
five  years  of  age  and  over  who  are  under  social 
security  and  their  dependents  if  also  over  sixty-five. 

Mr.  Folsom  said  the  Social  Security  Administra- 
tion has  all  it  can  do  administratively  to  put  into 
effect  the  major  amendments  passed  last  year,  and 
that  besides  the  “hospitalization  at  sixty-five”  plan 
skirts  so  close  to  the  area  of  compulsory  health  in- 
surance that  it  should  be  regarded  cautiously. 

Notes 

A House  committee,  making  a survey  of  the  cost  of 
veterans’  programs,  has  been  asked  by  VA  Ad- 
ministrator Harvey  Higley  to  ponder  this  question: 
Should  more  VA  hospitals  be  constructed  when  we 
know  beyond  doubt  that  they  will  be  largely  for  the 
benefit  of  nonservice-connected  cases? 

As  anticipated,  pressure  already  is  on  Congress  to 
drop  or  lower  the  age  fifty  limit  for  OASI  payments 
because  of  disability.  Many  bills  have  been  intro- 
duced on  the  subject. 

Congressmen  are  hearing  again  from  the  friends  of 
the  “Hoxsey  cancer  cure,”  which  has  been  under 
constant  attack  by  the  Food  and  Drug  Administra- 
tion but  still  manages  to  stay  in  business.  Form 
cards,  carrying  space  for  a name  and  address,  are 
being  received  on  Capitol  Hill,  each  asking  Congress 
to  investigate  the  FDA  for  the  way  that  agency  has 
pressured  the  Hoxsey  people. 

An  addition  to  the  top  echelon  of  the  Department 
of  Health,  Education,  and  Welfare  is  a young  (thirty- 
three)  assistant  to  Secretary  Folsom,  who  holds 
both  medical  and  law  degrees.  He  is  Dr.  Robert  H. 
Hamlin,  of  Brookline,  Massachusetts.  Another 
HEW  addition  is  the  new  Under  Secretary,  John  A. 
Perkins,  Ph.D.,  president  of  the  University  of  Dela- 
ware. 


He  too  serves  a certain  purpose  who  only  stands  and  cheers. — Hexry  Brooks  Adams 
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VISUAL  HEART  CLINIC  — ONE  OF  A SERIES 
ARTERIOSCLEROTIC  HEART  DISEASE 

ROENTGEN  CONFIGURATION 
Poster o-anterior  position 
Moderate  left  ventricular  enlargement 
with  prominence  and  calcification  of 
aortic  knob. 

Taken  from  White  Laboratories'  Technical  Exhibit, 
American  Medical  Association,  105th  Annual  Meeting , 
Chicago,  June  11-15,  1956. 


“Safe  and  effective  mainte- 
nance therapy  with  digitalis 
glycosides  had  been  a problem 
at  our  institution  until  we  used 
gitalin  [ GITALIGIN] . . 


Patients  now  on  other  cardiotonics  may  be 
easily  maintained  on  Gitaligin:  0.5  mg.  of 
Gitaligin  is  approximately  equivalent  to 
0.1  Gm.  digitalis  leaf,  0.1  mg.  digitoxin, 
0.5  mg.  digoxin. 

GITALIGIN  tablets  — Bottles  of  30,  100  and  1000. 

gitaligin  drops  — 30  cc.  bottles  with  dropper 
calibrated  for  0.05,  0.1,  0.2,  0.3,  0.4  and  0.5  mg. 


now  available 

gitaligin  injection  — 5 cc.  ampuls  contain- 
ing 2.5  mg.  (0.5  mg.  per  cc.)  of  Gitaligin. 
Packages  of  3 and  12  ampuls. 


*HARRIS,  R . AND  DEL  GIACCO  R.  R.  AM  H E ART  J . (aU  G . ) 1 9 5 6 . Bl  BLI- 
OGRAPHY  ON  REQUEST 


• Safest — the  only  cardioactive 
glycoside  whose  therapeutic  dose 
is  A its  toxic  dose. 

• Moderate  rate  of  elimination. 

• Short  latent  period. 

• Uniform  clmical  potency. 


GITALIGIN 

(white  s brand  of  amorphous  gitalin) 

White  Laboratories,  Inc.  • Kenilworth,  New  Jersey 
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Ira  Cohen,  M.D.,  of  Stratford,  Connecticut, 
formerly  of  New  York  City,  died  on  March  8 at  his 
home  at  the  age  of  sixty-nine.  Dr.  Cohen  gradu- 
ated in  1911  from  Columbia  University  College  of 
Physicians  and  Surgeons  and  interned  at  Mount 
Sinai  Hospital.  He  was  a consultant  in  neuro- 
surgery at  Mount  Sinai,  Beekman-Downtown, 
Montefiore,  and  Morrisania  Hospitals.  Dr.  Cohen 
was  a Diplomate  of  the  American  Board  of  Neuro- 
logical Surgery  and  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  American  Neuro- 
logical Association,  the  New  York  Academy  of 
Medicine,  the  New  York  Surgical  Society,  the 
New  York  Society  of  Neurosurgery,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Franklin  Cohn,  M.D.,  of  New  York  City,  died  on 
November  2,  1956,  at  the  age  of  seventy-two. 
Dr.  Cohn  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1905. 

Charles  Frederick  Crane,  M.D.,  of  Forest  Glen, 
died  on  November  21,  1956,  at  the  age  of  eighty- 
six.  Dr.  Crane  graduated  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital  in  1893. 

Harry  Gruskin,  M.D.,  of  Brooklyn,  died  on 
January  14  at  the  age  of  fifty-three.  Dr.  Gruskin 
graduated  in  1928  from  Boston  University  School  of 
Medicine.  He  was  a member  of  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

G.  Linwood  Henry,  M.D.,  of  New  York  City,  died 
on  November  15,  1956,  at  the  age  of  fifty-six. 
Dr.  Henry  graduated  from  Howard  University 
College  of  Medicine  in  1925.  He  was  a member  of 
the  Manhattan  Central  Medical  Society. 

John  Cecil  Hughes,  M.D.,  of  Brooklyn,  died  on 
December  19,  1956,  at  the  age  of  seventy.  Dr. 
Hughes  graduated  in  1913  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 

Louis  D.  Hyde,  M.D.,  of  Owego,  died  on  February 
14  at  the  age  of  eighty-five.  Dr.  Hyde  graduated  in 
1894  from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital  and  in  1902  he  received  a 
New  York  Ophthalmic  Hospital  degree.  He  had 
practiced  medicine  for  more  than  sixty-two  years 


in  the  Village  of  Owego  and  retired  in  1956.  Dr. 
Hyde  was  a member  of  the  Tioga  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Lucy  Alice  Kenner,  M.D.,  of  Buffalo,  died  on 
November  28,  1956,  at  the  age  of  seventy-eight. 
Dr.  Kenner  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1911. 

Jewell  B.  Proctor,  M.D.,  of  New  York  City,  died 
at  his  home  on  March  17  at  the  age  of  seventy. 
Dr.  Proctor  graduated  in  1912  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  had  served 
as  chief  examiner  for  the  Union  Central  Life  In- 
surance Company  from  1920  until  his  retirement  in 
July,  1955. 

Laura  M.  Riegelman,  M.D.,  of  Brooklyn,  died  on 
November  6,  1956.  Dr.  Riegelman  graduated  in 
1890  from  New  York  Medical  College  and  Hospital 
for  Women. 

Marian  Walsh  Schierer,  M.D.,  of  Buffalo,  died 
at  her  home  on  February  18  at  the  age  of  forty-six. 
Dr.  Schierer  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1938.  She  was  an 
associate  in  anesthesia  at  Buffalo  Columbus  Hospital. 
Dr.  Schierer  was  a member  of  the  American  Society 
of  Anesthesiologists,  Inc.,  the  New  York  Society  of 
Anesthesiologists,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Warren  S.  Shattuck,  M.D.,  of  Brooklyn,  died  on 
September  12,  1956,  at  the  age  of  eighty-six.  Dr. 
Shattuck  graduated  in  1893  from  Long  Island 
College  Hospital  School  of  Medicine.  He  was  a 
senior  surgeon  at  Brooklyn  Eye  and  Ear  Hospital 
and  a consultant  in  otology,  rhinology,  and  laryngol- 
ogy at  Brooklyn  and  St.  John’s  Episcopal  Hospitals. 
Dr.  Shattuck  was  a Diplomate  of  the  American  Board 
of  Otolaryngology'  and  a member  of  the  American 
Otological  Society,  Inc.,  the  American  Laryngologi- 
cal,  Rhinological  and  Otological  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society'  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Wilbur  Sylvester  Stakes,  M.D.,  of  Patchogue, 
died  on  March  15  at  the  age  of  fifty-four.  Dr. 
Stakes  graduated  in  1927  from  the  Medical  College 
of  Virginia.  He  was  an  assistant  in  surgery'  at  the 
[Continued  on  page  1496] 
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ASTERIC  ADVANCES  ASPIRIN 

Greatly  advances  usefulness 
of  aspirin  for  sustained  relief 
of  prolonged  severe  pain 


Enteric-coated  Aspirin 


MUCH  GREATER  DOSAGE  POSSIBLE 


The  system's  capacity  for  aspirin  is  usually  far  greater 
than  the  stomach's. 


Brewer  research  originated  and  perfected  the  Enteric 
Coating,  providing  for  the  first  time  a coated  aspirin 
that  passes  intact  through  the  stomach  and  disinte- 
grates as  it  reaches  the  small  intestine.  By  transcending 
stomach  limitations,  ASTERIC  for  the  first  time  made 
it  possible  to  prescribe  MUCH  MORE  EFFECTIVE 
ASPIRIN  DOSAGE. 

Prescription  of  60  to  80  grains  per  24  hours  is  not 
uncommon  . . . yielding  effective,  low-cost  relief 
through  daytime  and  sleeping  hours  as  well,  from 
severe  pain,  e.g.  arthritic  and  rheumatic  disorders. 


Clinically  Proven 

Talkov,  R.  H.,  Ropes,  M.  W.,  and  Bauer,  W.:  The  Value  of 
Enteric  Coated  Aspirin,  N.  E.  J.  Med.  242:19  (Jan.  5)  1950. 


REASONABLE  IN  PRICE 


BREWER  & COMPANY,  INC. 

Pharmaceutical  Chemists 
67  UNION  ST.,  WORCESTER,  MASS. 


Doctor,  send  for 
free  Clinical  Supply.  Mail 
us  your  Rx  blank  marked 
“3  —AS — 4,” 
or  request 
Clinical  Reprint. 
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[Continued  from  page  1494] 

Southside  Hospital,  Bay  Shore,  and  served  as 
Patchogue  village  health  officer.  He  was  a member 
of  the  American  Public  Health  Association,  the 
Associated  Physicians  of  Long  Island  of  which  he 
was  a past  president,  the  Suffolk  County  Medical 
Society  of  which  he  was  a past  president,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Adolph  Stanley  Sternberg,  M.D.,  of  New  York 
City,  died  on  December  14,  1956,  at  the  age  of 
sixty-one.  Dr.  Sternberg  received  his  medical 
degree  in  1921  from  the  University  of  Giessen. 
He  was  an  assistant  attending  in  dermatology 
and  syphilology  at  the  University  Hospital.  Dr. 
Sternberg  was  a Diplomate  of  the  American  Board 
of  Dermatology  and  Syphilology  and  a member  of 
the  Society  for  Investigative  Dermatology,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

James  P.  Warbasse,  M.D.,  of  Woods  Hole, 


Massachusetts,  formerly  of  Brooklyn,  died  at  his 
home  on  February  22  at  the  age  of  ninety.  Dr. 
Warbasse  graduated  in  1889  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
had  served  as  an  attending  surgeon  at  the  Methodist 
and  German  Hospitals,  Brooklyn,  president  of  the 
Brooklyn  Surgical  Society,  Brooklyn  Pathological 
Society,  and  Associated  Physicians  of  Long  Island. 
Dr.  Warbasse  had  lectured  on  medical  economics  at 
the  Long  Island  College  of  Medicine  and  was  chief 
of  the  Bureau  of  Physical  Examinations,  New 
York  City  Civil  Service  Commission. 

During  the  Spanish-American  War  he  served 
imder  General  Fitzhugh  Lee  in  the  Seventh  Army 
Corps  as  surgeon  to  the  Thirteenth  Artillery  Regi- 
ment of  New  York  State.  Dr.  Warbasse  is  credited 
with  having  set  up  the  first  laboratory  of  surgical 
pathology  and  bacteriology  in  America  at  the 
Methodist  Hospital  in  1892  where  he  made  pioneer- 
ing studies  of  the  bacteriology  of  surgical  diseases 
and  the  pathology  of  cancer.  Dr.  Warbasse  was  a 
Fellow  of  the  New  York  Academy  of  Medicine  and  a 
retired  member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Meprobamate  May  Cause  Allergic  Reactions 


Several  cases  of  allergic  reactions  to  the  tran- 
quilizing  drug  meprobamate  (Miltown  or  Equanil) 
were  reported  by  two  Beverly  Hills,  California, 
physicians.  The  reactions  took  the  form  of  skin 
eruptions  and  itching,  extreme  excitement,  mus- 
cular paralysis  or  stomach  upsets,  Dr.  Henry  T. 
Friedman,  an  allergist,  and  Dr.  Willard  L.  Mar- 
melzat,  a dermatologist,  said  in  the  October  13 
Journal  of  the  American  Medical  Association. 

The  desire  for  a harmless  pill  that  will  almost 
magically  return  man  to  an  emotional  state  free 
from  everyday  stresses  and  strains  is  a deep-rooted 
one,  they  said.  There  has  been  widespread  in- 
discriminate use  of  the  drug,  especially  in  southern 
California.  Scarcely  a day  goes  by  without  some 
laudatory  public  mention  of  “this  wonderful  new 
tranquilizing  drug,”  but  few  reports  of  adverse 
reactions  to  the  drug  have  been  made. 

For  these  reasons  the  doctors  felt  they  should 
issue  a warning  about  their  10  cases  of  allergic 
reactions  to  meprobamate.  They  also  mentioned 
that  other  physicians  in  the  Los  Angeles  area  have 
seen,  but  have  not  reported  allergic  reactions  severe 
enough  to  require  hospitalization.  Five  of  their 
patients  developed  severe  sldn  reactions  after 
taking  the  drug.  One  patient  broke  out  with  a rash 
within  three  hours  and  another  within  six  hours 
after  taking  the  first  pill.  The  eruptions  usually 


appeared  first  on  the  lower  part  of  the  body,  but  the 
breast  and  arms  were  also  affected. 

“Paradoxical  reactions”  were  reported  in  four 
patients.  Three  became  extremely  excited  instead 
of  calm  after  taking  the  drug.  The  excitement 
subsided  after  the  medicine  was  withdrawn.  An- 
other patient  developed  diarrhea,  cramps,  and  gas 
after  taking  two  pills.  This  was  surprising,  they 
said,  because  meprobamate  normally  does  not 
affect  the  involuntary  muscles  of  the  stomach  and 
intestines.  Paradoxic  reaction,  where  sedation  is 
expected  and  excitement  produced,  have  appeared  in 
relation  to  the  barbiturates  and  other  sedatives. 
Another  patient  developed  nausea  and  double 
vision  resulting  from  muscular  paralysis  in  the  eye 
after  taking  only  three  pills. 

The  most  remarkable  thing  about  their  cases  was 
the  fact  that  a patient  who  had  never  taken  mepro- 
bamate would  develop  the  reaction  within  three  to 
five  hours  after  taking  one  tablet.  Usually  in 
drug  reactions,  the  patient  has  had  prior  contact 
with  the  compound.  A possible  reason  is  that  these 
patients  had  been  exposed  previously  to  chemically 
related  compounds  which  sensitized  them  to 
meprobamate. 

Dr.  Friedman  is  instructor  in  medicine  at  the 
University  of  California  at  Los  Angeles,  and  Dr. 
Marmelzat  is  on  the  staffs  of  Queen  of  Angels 
Hospital  and  Santa  Rita  Clinic,  Los  Angeles. 
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more  than  just 
protective... 
also  soothing, 
lubricating, 
healing  in 

diaper 
rash 

prickly  heat  rash , 
chafing , skin  irritations 
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i DESITIN 


DESITIN 

Medicinal  and  Nursery 

POWDER 

the  original  and  only  baby  powder  saturated 
with  Norwegian  cod  liver  oil  (plus  its  vitamins 
A and  D)  — so  will  not  deprive  the  skin  of  its 
natural  fats. 

DESITIN  powder  is  a companion  product  to  desitin  ointment,  used  on  millions 
of  infants  for  over  30  years  to  help  keep  baby’s  skin  smooth,  supple,  free  from 
diaper  rash,  excoriation  and  chafing.  Why  not  recommend  both  desitin  powder 
and  DESITIN  OINTMENT. 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


Samples  on  request 


MEDICAL  N E W S 


American  Board  of  Obstetrics  and  Gynecology — 

Applications  for  certification  in  the  American  Board 
of  Obstetrics  and  Gynecology,  new  and  reopened, 
for  the  1958,  Part  I examinations  are  now  being 
accepted.  Deadline  date  for  receipt  of  applications 
is  September  1,  1957.  No  applications  can  be  ac- 
cepted after  that  date. 

Necessary  information  on  requirements  is  outlined 
in  the  bulletin  which  may  be  obtained  by  writing  to 
the  secretary,  Dr.  Robert  L.  Faulkner,  2105  Adel- 
bert  Road,  Cleveland  6,  Ohio. 

AMA  Post-Session  Tours — Post-session  tours  to 
Europe  and  Bermuda  are  being  offered  to  AMA 
members  following  the  Association’s  annual  session 
in  New  York  City,  June  3 through  7.  Two  Euro- 
pean tours  are  offered — one  of  twenty-four  days  to 
France,  Italy,  Switzerland,  Belgium,  and  France, 
and  one  of  thirty-eight  days  to  England,  Belgium, 
Holland,  Germany,  Switzerland,  Austria,  Italy,  and 
France. 

In  addition  to  Europe,  the  post-session  program 
includes  three  trips  to  Bermuda.  One  trip  is  five 
days  long  and  the  other  eight  days,  with  an  op- 
portunity to  make  the  round  trip  Ijy  air,  or  go  one 
way  by  air  and  one  way  by  steamer. 

For  further  information  contact  Medical  Tours, 
Mr.  William.  J.  Glennon,  P.O.  Box  3433,  Chicago  54, 
Illinois. 

Course  in  Occupational  Medicine — A full-time, 
eight-week  course  in  occupational  medicine,  designed 
for  physicians  engaged  in  the  practice  of  medicine  in 
industry,  is  being  offered  from  September  16  through 
November  8,  by  the  New  York  University  Post- 
Graduate  Medical  School. 

For  further  information  write  to  the  office  of  the 
Associate  Dean,  New  York  LTniversitv  Post-Gradu- 
ate Medical  School,  550  First  Avenue,  New  York 
16,  New  York. 

Ophthalmology  Courses — Five  courses  in  oph- 
thalmology for  specialists  are  being  offered  by  the 
New  York  University  Post-Graduate  Medical  School 
during  the  first  half  of  the  1957-1958  academic  year. 
They  include  a parUtime  course  in  histopathology 
from  September  16  through  20,  given  by  Dr.  A. 
Marvin  Gillman;  a full-time  course  from  October 
28  through  November  2,  on  surgery  of  the  eye  given 
by  Dr.  Rudolf  Aeble;  a part-time  course  in  ophthal- 
moscopy from  November  4 through  8,  given  by  Dr. 
George  N.  Wise,  and  a full-time  course  in  surgery  of 
the  cornea  from  December  2 through  6,  given  by  Dr. 
Ramon  Castroviejo. 

For  further  information  concerning  these  and 


other  courses  offered  bv  the  Department  of  Ophthal- 
mology during  each  academic  year,  contact  the  Office 
of  the  Associate  Dean,  New  York  University  Post- 
Graduate  Medical  School,  550  First  Avenue,  New 
York  16,  New  York. 

Markle  Foundation — The  John  and  Mary  R. 
Markle  Foundation  has  announced  the  appointment 
of  25  Scholars  in  Medical  Science,  all  faculty  mem- 
bers of  medical  schools  in  the  United  States  and 
Canada.  The  sum  of  $750,000  was  appropriated 
toward  their  support  to  the  schools  where  they  will 
teach  and  carry  on  research. 

In  the  ten  years  of  the  fund’s  existence,  206  doc- 
tors in  74  medical  schools  in  the  United  States  and 
Canada  have  received  help  from  appropriations 
totaling  $6,070,000.  For  each  Scholar  appointed, 
the  fund  has  allocated  $30,000,  granted  at  the  rate 
of  $6,000  annually  for  five  years  to  their  medical 
schools. 

New  York  Scholars  include  Dr.  Richard  H.  Adler, 
LTniversity  of  Buffalo  School  of  Medicine,  thoracic 
surgery;  Dr.  Arthur  H.  Schmale,  Jr.,  University  of 
Rochester  School  of  Medicine  and  Dentistry,  in- 
ternal medicine  and  psychiatry;  Dr.  Henry  O. 
Wheeler,  Columbia  University  College  of  Physicians 
and  Surgeons,  internal  medicine,  and  Dr.  Joseph  R. 
Wilder,  New  York  Medical  College,  general  and 
cardiovascular  surgery. 

New  York  Proctologic  Society — A scientific  ses- 
sion of  the  New  York  Proctologic  Society  was  held 
on  April  1 1 at  the  New  York  Academy  of  Medicine, 
2 East  103rd  Street,  New  York  City. 

Dr.  Frank  M.  Frankfeldt,  Bronx,  spoke  on  “The 
Role  of  the  Internal  Sphincter  in  Anorectal  Sur- 
gery”; Dr.  Rudolph  V.  Gorsch,  New  York  City, 
spoke  on  “Newer  Concepts  of  Anorectal  Anatomy”; 
Dr.  Albert  Sjoerdsma,  National  Heart  Institute, 
Bethesda,  Maryland,  spoke  on  “Carcinoids  and 
Serotonin;  Clinical  and  Biochemical  Aspects,”  and 
Dr.  Alejandro  F.  Castro,  Washington,  D.C.,  spoke 
on  “Submucosal  Nodules  of  the  Rectum.” 

Nassau  Pediatric  Society — The  Nassau  Pediatric 
Society  held  a scientific  session  on  April  8 in  U est- 
bury.  Dr.  Ruth  C.  Harris,  assistant  professor  of 
pediatrics,  Columbia  University  Medical  School 
and  Presbyterian  Hospital,  spoke  on  “Manage- 
ment of  Jaundice  in  Early  Infancy.” 

New  York  State  Academy  of  Preventive  Medi- 
cine— The  scientific  meeting  of  the  New  York  State 

[Continued  on  page  1500] 
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WORTH  YOUR  INVESTIGATION 


SIX  REASONS  WHY 
PHYSICIANS  ARE  RECOMMENDING 


1.  Expressly  designed  to  assure  your  patient  ease  of  insertion  and  auto- 
matic placement. 

2.  Conserves  physician's  time  by  reducing  fitting  and  instruction  period. 

3.  Patients  learn  faster  and  develop  greater  confidence  because  of  the  ease 
with  which  they  learn  to  place  and  use  the  diaphragm 

4.  Affords  greater  patient  protection  by  locking  in  spermicidal  lubricant 
and  delivering  it  directly  under  and  next  to  the  os  uteri. 

5.  Folds  behind  pubic  bone  with  suction-like  action  forming  a more 
effective  barrier. 

6.  Simple  to  remove. 

When  compressed,  diaphragm  forms  into  semi-curve  or  half-moon  shape 
(Fig.  1)  permitting  it  to  pass  easily  along  floor  of  the  vagina  beyond  cervix 
(Fig.  2)  without  any  difficulty.  No  mechanical  inserter  or  introducer  requir- 
ed (see  Fig.  2)  since  the  KORO-FLEX  will  not  buckle  or  butterfly  in  form. 

KORO-FLEX  (contouring)  Diaphragm  is  ideal,  not  only  where  ordinary 
coilspring  diaphragms  are  indicated  but  for  Flat  rim  (Mensinga)  type 
as  well. 

May  be  used  in  cases  of  mild  prolapse,  cystocele  or  rectocele. 


Suggest  the  convenient-economical 
KORO-FLEX  COMPACT  60-95  mm 
Sanitary  plastic  bag  with  zipper  closure. 
Diaphragm,  tube  KOROMEX  Jelly  (3  oz.). 
Cream  (1  oz.  trial  size). 

Available  at  all  prescription  pharma- 
cies. Write  for  descriptive  literature. 


Holland -Rantos  Co.,  Inc.  Manufacturers  of  KOROMEX  Products,  New  York  13,  N.  Y. 
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Academy  of  Preventive  Medicine  was  held  in  con- 
junction with  the  Section  on  Public  Health  and  Pre- 
ventive Medicine  of  the  Medical  Society  of  the 
State  of  New  York  on  February  19  at  the  Hotel 
Statler,  New  York  City.  Dr.  Berwyn  F.  Mattison, 
secretary  of  health,  Commonwealth  of  Pennsyl- 
vania, spoke  on  “Public  Health  and  Preventive 
Medicine — Now  and  Tomorrow.” 

At  the  annual  membership  meeting  of  the  Acad- 
emy, Dr.  Morton  L.  Levin,  Albany,  was  installed 
as  president  for  the  coming  year.  Dr.  Franklin  M. 
Foote,  New  York  City,  became  the  immediate  past- 
president.  Other  elected  officers  include:  Dr. 

Franklyn  B.  Amos,  Albany,  president-elect;  Dr. 
Wendell  R.  Ames,  Rochester,  vice-president,  and 
Dr.  Walter  C.  Levy,  Albany,  secretary-treasurer. 

Dr.  John  W.  Ferree  was  elected  director  for  a 
three-year  term.  Other  directors  are  Dr.  Joseph  H. 
Kinnaman,  Hempstead,  and  Dr.  Milton  Tully, 
Hornell. 

American  Medical  Education  Foundation. — New 
York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  February 
were:  Albany — Drs.  Milton  Aronowitz,  William  L. 
Gould,  F.  W.  Hertzog,  George  N.  Hindson,  Emer- 
son C.  Kelly,  Walter  F.  Preusser,  Ruth  S.  Stelle, 
Joseph  Torner,  Robert  C.  Towse,  and  Arthur  W. 
Wright;  Ballston  Spa — Drs.  V.  C.  Baker  and  Arthur 
J.  Hacker;  Brooklyn — Drs.  Julius  M.  Dan  and  Her- 
man Mautner;  Buffalo — -Drs.  Robert  H.  Huddle, 
Charles  L.  Stinson,  and  Joseph  A.  Zavisca;  Cam- 
bridge— Dr.  D.  M.  Vickers;  Canandaigua — Drs. 
Charles  E.  Bathrick,  Joseph  M.  Guattery,  Philip  R. 
Hastings,  Robert  A.  Hoekelman,  Jr.,  Ludwig  Mayer, 
Erwin  C.  Merrill,  Malcolm  M.  Merrill,  A.  W.  Sains- 
bury,  and  Philip  M.  Standish;  Clinton — Dr.  Joseph 
B.  Katz;  Cooperstown — Dr.  Francis  F.  Harrison; 
Elmira — Drs.  George  T.  Bartlett,  Erika  Z.  Baskis, 
Andrew  A.  Blash,  William  T.  Boland,  Leonard  J. 
Bolton,  Hobart  A.  Burch,  John  H.  Burke,  Jr.,  M.  F. 
Butler,  Gerald  T.  Connelly,  Chatles  S.  Dale,  C.  E. 
Erway,  Raymond  E.  Frisk,  Robert  E.  Good,  Irving 
L.  Handin,  A.  H.  Hillman,  L.  L.  Hobler,  R.  S. 
Howland,  David  Kaplan,  William  M.  Kelly,  Charles 

H.  Kinley,  J.  L.  Kinner,  Charles  H.  Kosmaler, 
Robert  D.  Leonard,  Samuel  N.  Levine,  P.  Liu, 
Alfred  W.  Lucas,  Henry  B.  Marshall,  K.  D.  May- 
nard, Stuart  J.  Miller,  Richard  0.  Monahan,  George 
R.  Murphy,  Clyde  L.  Nagle,  William  R.  Phillips, 
Earle  G.  Ridall,  John  C.  Roemmelt,  Gerald  P. 
Schneider,  Arthur  C.  Smith,  Arthur  D.  Smith, 
Arthur  C.  Smith,  Jr.,  Robert  H.  Smith,  Edward  F. 
Steele,  Raymond  H.  Stoddard,  Jack  E.  Thomas, 
Donald  J.  Tillou,  and  David  Wladis. 

Also:  Flushing — Dr.  Herbert  H.  Pomerance; 

Forest  Hills — Dr.  Carl  C.  Mandelbaum;  Fort 
Covington — Dr.  Philip  W.  Gorman;  Fort  Edward — 
Dr.  A.  Avrin;  Geneva — Drs.  Robert  E.  Doran, 
Ronald  E.  Prindle,  and  Philip  W.  Skinner;  German- 
town— Dr.  P.  E.  Wanning;  Greenwich — Dr.  R.  L. 
Skinner;  Horseheads — Drs.  Walter  Impert  and  C.  F. 
Leet;  Hudson  Falls — Drs.  R.  W.  Homer,  C.  V. 


Latimer,  Jr.,  and  John  McCann;  Loudonville — Dr. 
Dicran  A.  Berberian;  M echanicville — Dr.  John  C. 
O’Brien;  New  Berlin — Dr.  W.  P.  Elliott;  New- 
burgh— Drs.  Edwin  H.  Douglass,  Jr.,  and  Paul 
Watson;  New  Hartford — Drs.  A.  D.  Brown  and 
Esther  L.  Moeller;  New  Rochelle — Dr.  E.  G.  Estrim. 
Also — New  York  City — Drs.  Samuel  Atkin,  Julian 

I.  Barish,  Julius  W.  Bell,  Rose  C.  Boyer,  Marvin 
Brodey,  David  C.  Bull,  Charles  L.  Burstein,  Henry 

A.  Carr,  U.  I.  Carrington,  Ramon  Castroviejo, 
Charles  A.  Connor,  Douglas  S.  Damrosch,  Harry  C. 
Shultz  de  Brun,  S.  Dell’Aria,  A.  Dombrowiecki, 
Alvin  M.  Donnenfeld,  Lewis  J.  Doshay,  H.  D.  Dun- 
ton,  Murray  Dworetzky,  Joseph  D.  Ferrara,  Laci 
Fessler,  George  A.  Fiedler,  Irving  C.  Fischer,  Joseph 
Fisher,  Seymour  Fiske,  Lester  Fox,  Kurt  Fracht- 
man,  Bernard  Fread,  Max  Frick,  Anthony  R. 
Gabriel,  Walter  I.  Gallard,  S.  E.  Ganz,  Helen  Gavin, 
R.  Gepfert,  George  R.  Gerst,  Irving  A.  Glass,  Hy- 
man M.  Gold,  Salomon  Goldschmitt,  John  D.  Goss, 
Jr.,  Arthur  J.  Greenberger,  L.  L.  Greteman,  Francis 

J.  Hamilton,  Frank  Hardart,  Jr.,  Errol  N.  Harding, 
Louis  A.  Hauser,  Jean  Henley,  Herman  Hennell, 
James  P.  Hennessy,  George  F.  Hoch,  Jerome  J. 
Hoffman,  V.  A.  Hofmann,  Kinichi  Iwamoto,  Max 
Jacoby,  D.  R.  Jensen,  Murray  Jonas,  A.  W.  Jones, 
Edward  E.  Kaplan,  J.  A.  Kapland,  Harry  Kassop, 
Jetti  Katz,  Joseph  T.  Kauer,  B.  H.  Kean,  Samuel  F. 
Kelley,  Samuel  Kenigsberg,  H.  R.  Klein,  Edward  W. 
Kloth,  Elliot  Konis,  Shepard  Krech,  L.  S.  Kubie, 
Samuel  Lanes,  John  K.  Lattimer,  Samuel  R.  Lehr- 
man,  James  L.  Leland,  Charles  W.  Lester,  Norman 
J.  Levy,  William  H.  Lewis,  Jr.,  M.  Lewisohn,  Merril 

D.  Lipsey,  S.  A.  Localio,  Leo  Loewe,  Joseph  J. 
Lordi,  Lucile  Loseke,  Herbert  C.  Maier,  Walter  L. 
Mersheimer,  and  L.  Meyers. 

Also:  Drs.  Samuel  Milbank,  Eli  Moschcowit.z, 
Samuel  Mufson,  Thomas  M.  Mulcahy,  V.  F.  Mur- 
ray, Helen  J.  Neave,  New  York  County  Medical 
Society,  Drs.  Melvin  N.  Newquist,  Joseph  H.  O’- 
Connell, Norman  Orentreich,  Julius  G.  Ottenheimer, 

E.  Paidoussi,  Karl  R.  Paley,  James  N.  Palmer,  Z.  R. 
Parker,  B.  Payne,  Charles  A.  Perera,  M.  M.  Pesh- 
kin,  John  L.  Pool,  Rudolph  Radna,  Charles  R.  Rein, 
Hector  J.  Ritey,  Herman  S.  Roth,  Milton  Rothman, 
and  Alfred  Schwarz;  North  Syracuse — Dr.  Carl  E. 
Marlow;  Oneonta — Drs.  James  Greenough,  Sher- 
man R.  Jacobs,  and  John  W.  Latcher;  Perrysburg — 
Dr.  Joseph  W.  Todd;  Rochester — Dr.  Howard  B. 
Leve;  Rome — Dr.  Hans  A.  Zutrauen;  Saratoga 
Springs — Dr.  Robert  S.  Hayden;  Scarsdale — Drs. 
Doris  J.  Escher  and  George  C.  Escher;  Schuyler- 
ville — Dr.  Mark  D.  Duby;  Sherburne — Drs.  Harry 
Epstein  and  Don  Gould;  South  Worcester — Dr. 

B.  J.  Delatour;  Staten  Island — Dr.  Cyril  M.  Le- 
vin; Syracuse — Drs.  Agnes  Buck,  Ralph  V.  Chester, 
Mark  Conan,  Stephen  Cost,  Arthur  N.  Curtiss, 
Albert  C.  Defuria,  E.  J.  Delmonico,  James  G.  Derr, 
Carmen  D.  Gelormini,  Jacob  S.  Israel,  Irving  Kalow, 
Thomas  F.  Laurie,  C.  G.  Murdock,  L.  K.  Pickett, 
Albert  W.  Van  Ness,  and  Joseph  R.  Wiseman; 
Tully — Dr.  Marcus  S.  Richards;  Utica — Drs.  B. 
A.  Dilorio,  James  W.  Dimon,  James  G.  Douglas, 
Paul  A.  Dwyer,  H.  J.  Ehresman,  Paul  H.  Girard,  N. 

[Continued  on  page  1502] 
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HEAD  COLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V6  gr.)  . 162.0  mg. 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

Prophenpyridamine  Maleate  . . 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


J 


FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION" 


nucarpon 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

PRESTO-BOHO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action: 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


Secretion  of  more  bile  is  the  most  important 
therapeutic  indication. 

Remington  says*  “Bile  salts  are  extensively 
employed  in  various  types 
of  hepatic  disorders  . . . The 
choleretic  action  is  of  value  . . . for 
removing  small  calculi  inhibiting  the 
flow  of  bile  through  the  common  duct.” 

CHOLOGESTIN  is  the  effective  choleretic 
that  increases  both  the  volume  of  bile  and  its 
content  of  bile  salts.  Thus  it  overcomes  the 
inspissation  which  leads  to  gallstones. 

CHOLOGESTIN  contains  salicylated  bile 
extract  combined  with  pancreatin  and  sodium 
bicarbonate.  Dosage,  1 tablespoonful  in 
cold  water  after  meals.  TABLOGESTIN, 
3 tablets  equivalent  to  1 tablespoonful 
of  Chologestin. 


* Practice  of  Pharmacy, 
11th  ed.,  1956,  p 704. 


F.  H STRONG  COMPANY  NYS-4 

112  W 42nd  St  . New  York  36.  N Y 

Pleoie  .end  me  free  sample  of  TABLOGESTIN  together  with  literature  on  CHOLOGESTIN. 


Street 
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M.  Levine,  John  R.  Malcewicz,  Harold  L.  Pender, 
and  Joseph  W.  Sokolowski;  Voorheesville — Dr. 
Donald  G.  Sutherland ; Wading  River — Dr.  Edward 
J.  Kempf;  Watertown — Dr.  Edwin  W.  Roberts, 
and  Wingdale — Dr.  Emanuel  F.  Fetter. 

Nassau  Pediatric  Society — At  the  February 


meeting  of  the  Nassau  Pediatric  Society,  Dr.  Irving 
Cooper  of  the  New  York  University  Medical  School 
spoke  on  “Chemopallidectomy  for  Parkinsonian 
Disease  in  Adults  and  Uncontrollable  Tremors  in 
Children.”  Drs.  Selig  Katz,  Julia  Mehlman,  Samuel 
Oast,  and  Elizabeth  Ufford  have  resigned  from  the 
Society.  Drs.  Richard  Green  wald  and  Philip 
Whitelaw  are  newly  elected  members. 


I’ersonalities 


Appointed 

Dr.  Alfred  R.  Joyce,  New  York  City,  as  associate 
professor  of  psychiatry  at  the  Fordham  University 
School  of  Social  Science.  . .Dr.  Ivan  D.  Baronofsky, 
after  two  years  as  chief  of  the  thoracic  surgery  serv- 
ice at  the  Naval  Hospital  in  San  Diego,  California, 
as  director  of  the  Department  of  Surgery  at  Mount 
Sinai  Hospital,  New  York  City.  . .Dr.  Charles  L. 
Nord,  Mineola,  as  director  of  Nassau  County’s 
newly  formed  Department  of  Mental  Health. 

Speakers 

Dr.  Seymour  Halpern,  instructor  in  medicine, 
New  York  Medical  College,  before  the  Suffolk 
County  Medical  Society  on  March  27  on  “Basic 
Principles  of  Nutrition”.  . .Dr.  Eugene  L.  Lozner, 
associate  professor  of  medicine,  State  University 
of  New  York  College  of  Medicine  at  Syracuse,  before 
the  Chemung  County  chapter  of  the  Academy  of 
General  Practitioners  on  March  27  on  “A  General 
Resume  of  Hematologic  Disorders”.  . .Dr.  Erwin 
Neter,  Buffalo,  before  the  Brooklyn  Academy  of 
Pediatrics  on  March  27  on  “Infantile  Diarrheal  Dis- 
ease Due  to  Escherichia  Coli”  and  at  the  sixth  an- 
nual pediatric  seminar,  University  of  Maryland, 
March  31,  on  “Problems  of  Staphylococcal  Infec- 
tions in  Children”.  . .Dr.  Samuel  Sanes,  professor 
and  head  of  the  Department  of  Legal  Medicine  and 
associate  professor  of  pathology,  University  of 


Buffalo  School  of  Medicine,  before  the  doctors,  law- 
yers, and  dentists  of  Steuben  County  on  March  21, 
on  “Investigation  and  Determination  of  the  Cause  of 
Sudden  Suspicious  and  Violent  Deaths.” 

Honored 

Drs.  Claude  E.  Forkner,  R.  Townley  Baton,  Le- 
land  R.  Robinson,  and  Allen  O.  Whipple,  New  York 
City,  with  the  Iranian  Royal  Order  of  Homayoun  in 
recognition  of  their  service  to  Iranian  public 
health.  . .Dr.  Howard  A.  Rusk,  chairman  of  the 
Department  of  Physical  Medicine  and  Rehabilita- 
tion of  the  New  York  University-Bellevue  Medical 
Center,  with  the  honorary  degree  of  doctor  of  laws 
from  Long  Island  University. 

Resigned 

Dr.  Theodore  J.  Curphey,  Nassau  County  Medical 
Examiner,  to  establish  a medical  examiner’s  office  in 
Los  Angeles,  California,  and  to  accept  the  post  of 
professor  of  forensic  medicine  at  the  University  of 
California  at  Los  Angeles,  University  of  Southern 
California,  and  the  College  of  Medical  Evangelists 
in  Los  Angeles. 

Retired 

Dr.  Hiram  M.  Buchanan,  Watertown,  northern 
New  York’s  oldest  practicing  physician,  at  the  age  of 
ninety-one. 


Complications  of  Myocardial  Infarction 


Studies  indicate  that  death  at  onset  of  myo- 
cardial infarction  is  relatively  infrequent.  To  a 
certain  extent,  therefore,  recovery  of  the  early 
survivors  depends  on  prevention  of  associated 
cardiac  and  circulatory  involvements  or  else  early 
recognition  and  treatment.  These  complications  in- 
clude shock,  protracted  pain,  arrhythmias,  heart 


failure,  thromboembolism,  rupture  of  the  heart  and 
ventricular  aneurysm,  and  the  shoulder-head  syn- 
drome. Dr.  Charles  A.  Laubach,  Jr.,  Danville, 
Pennsylvania,  reviews  these  complications  and 
suggests  measures  which  currently  appear  to  be 
helpful. 

— Pennsylvania  Medical  Journal,  June,  1956 
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is  the  word 


for  Noludar 


Mild,  yet  positive  in 
action,  Noludar  'Roche' 
is  especially  suited 
for  the  tense  patient 
who  needs  to  relax  and 
remain  clear-headed— 
or  for  the  insomniac 
who  wants  a refreshing 
night's  sleep  without 
hangover.  Not  a 
barbiturate,  not  habit- 
forming. Tablets, 

50  and  200  mg;  elixir, 
50  mg  per  teasp. 

Noludar® brand  of  methyprylon 
( 3 , 3-diethyl-5-methyl- 
2 . 4-pipe ridinedi one ) 


Original  Research  in 
Medicine  and  Chemistry 


Support  Medical  Education  Week,  April  21-27 — Keep  America  Healthy. 


MEDICAL  MEETINGS 


Association  for  Advancement  of  Psychoanalysis 

The  Association  for  the  Advancement  of  Psy- 
choanalysis will  sponsor  its  regular  meeting  on  April 
17  at  8:30  p.m.  at  the  New  York  Academy  of  Medi- 
cine, 2 East  103rd  Street,  New  York  City.  Dr. 
Viktor  Frankl  (by  invitation)  will  speak  on  “Logo- 
therapy — An  Existential  Approach  to  Analytic 
Therapy.” 

Pediatric  Section  Meeting 

The  annual  Residents’  Night  will  be  given  by  the 
pediatric  section  of  the  Medical  Society  of  the 
County  of  Kings  and  Academy  of  Medicine  of 
Brooklvn,  1313  Bedford  Avenue,  Brooklyn,  on 
April  29. 

Dr.  Kariogounder  Manonmani  of  the  State  Uni- 
versity of  New  York  College  of  Medicine  at  New 
York  City  will  speak  on  “A  Case  of  Kwashiorkor,” 
and  this  will  be  discussed  by  Dr.  Richard  L.  Day. 
Dr.  Maurice  Wenig,  Beth  El  Hospital,  will  speak  on 
“The  Demonstration  of  the  L.  E.  Phenomenon  in  a 
Premature  Newborn  of  a Mother  With  Clinical 
Lupus  Erythematosis,”  which  will  be  discussed  by 
Dr.  Harold  Levy.  “Congenital  Tuberculosis”  will 
be  presented  by  Dr.  Ramon  Garcia  of  St.  John’s 
Episcopal  Hospital  of  Brooklyn,  and  will  be  dis- 
cussed by  Dr.  Saul  Starr.  Dr.  Hersh  Lebo,  Jewish 
Hospital  of  Brooklyn,  will  speak  on  “Hypopro- 
thrombinemia  Following  the  Intake  of  Dexedrine,” 
and  the  paper  will  be  discussed  by  Dr.  Isaac  F. 
Gittleman.  “Metastatic  Neuroblastoma  Simulat- 
ing Acute  Nonlipid  Reticuloendotheliosis”  will  be 
the  topic  of  Dr.  Edward  J.  Killian  of  Brooklyn 
Hospital,  and  Dr.  Arnold  de  Veer  will  discuss  it. 
Dr.  Milton  L.  Spinner,  Maimonides  Hospital,  will 
speak  on  “An  Unusual  Case  of  Staph ylococcus 
Septicemia  Arising  From  Osteomyelitis  of  the  Os 
Pubis,’  ’ which  will  be  discussed  by  Dr.  Max  Palinsky. 

Medical  Library  Association 

The  Medical  Library  Association,  Inc.,  will  hold 
its  56th  annual  convention  in  the  Hotel  Statler,  New 
York  City,  May  6 through  10.  It  is  expected  to  be 
the  association’s  largest  convocation. 

The  theme  this  year  will  be  “National  and  Inter- 
national Aspects  of  Public  Health.”  Dr.  Leona 
Baumgartner,  Commissioner  of  Health  in  New  York 


City,  and  Dr.  John  C.  Bugher  of  the  Rockefeller 
Foundation  will  be  among  the  speakers. 

A symposium  on  May  7 will  discuss  the  topic, 
"Community  Health,  Yesterday,  Today  and  To- 
morrow,” and  participants  will  include  Drs.  George 
Rosen,  Wilson  G.  Smillie,  Howard  Schneider,  and 
Daniel  Feldman.  Guest  speaker  at  the  annual 
banquet  will  be  Dr.  Fred  Mettler  of  Columbia  Uni- 
versity. 

Correctional  Psychiatry  Institute 

A joint  institute  on  correctional  psychiatry  and 
group  counseling  will  be  held  by  the  New  York 
State  Departments  of  Mental  Hygiene  and  Cor- 
rection at  Hudson  River  State  Hospital,  Pough- 
keepsie, May  20  through  24,  according  to  Dr.  Paul 
H.  Hoch,  Commissioner  of  Mental  Hygiene,  and 
Correction  Commissioner  Thomas  J.  McHugh. 

The  institute  will  investigate  such  subjects  as  the 
theories  of  criminal  responsibility,  preservation  of 
inmates’  confidence,  the  function  of  special  examina- 
tions, correct  use  of  observation,  and  the  role  of 
psychiatric  diagnosis  in  modern  correctional  study 
and  rehabilitation. 

The  principal  speakers  at  the  week-long  conference 
will  be  Dr.  Winfred  Overhols,  superintendent  of  St. 
Elizabeth’s  Hospital,  Washington,  D.C.;  Dr. 
Manfred  Guttmacher,  chief  medical  officer,  Medical 
Service,  Supreme  Bench  of  Baltimore,  Maryland, 
and  Dr.  Henry  A.  Davidson,  assistant  superin- 
tendent, Essex  County  Hospital,  Cedar  Grove,  New 
Jersey. 

Tuberculosis  Symposium 

The  sixth  annual  symposium  for  general  practi- 
tioners on  tuberculosis  and  other  chronic  pulmonary 
diseases  will  be  held  in  Saranac  Lake  from  July  8 
through  12.  It  is  approved  for  twenty-six  hours  of 
formal  credit  to  members  of  the  American  Academy 
of  General  Practice. 

Many  of  the  sessions  are  informal  panel  dis- 
cussions. The  faculty  will  consist  of  physicians, 
surgeons,  and  scientists  from  Saranac  Lake,  as  well 
as  guest  lecturers. 

Further  information  and  copies  of  the  program 
may  be  obtained  by  writing  to  Dr.  Henry  W. 
Leetch,  general  chairman,  Symposium  for  General 
Practitioners,  P.O.  Box  11,  Saranac  Lake,  New  Vork. 


There  is  no  defence  against  reproach  but  obscurity. — Joseph  Addison 
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more  than  hope . . . 


When  the  contents  of  Pandora’s  Box  were  released, 
Hope  alone  remained.  To  the  allergic  patient, 

faced  with  a veritable  Pandora’s  Box  of  discomforts, 
‘Perazil’  offers  far  more  than  hope.  It  gives 
ability  to  withstand  allergens,  without  reactions. 


‘PERAZIL' 


brand  Chlorcyclizine  Hydrochloride 


long-lasting  action  • exceptionally  little  side  effect 


For  children  and  adults:  sugar-coated  tablets  of  25  mg. 

SCORED  (UNCOATED)  TABLETS  OF  50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC., 


Tuckahoe,  New  York 
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BOOKS  RECEIVED 


(The  following  hooks  were  received  during  the  month  of  February,  1957) 


Positioning  in  Radiography.  By  K.  C.  Clark. 
Seventh  edition.  Quarto  of  655  pages,  with  2,150 
illustrations.  New  York,  Grune  & Stratton, 
(Intercontinental  Medical  Book  Corporation)  1956. 
Cloth,  S29. 

Woman  Surgeon.  The  Autobiography  of  Else  K. 
La  Roe,  M.D.  Octavo  of  373  pages.  New  York, 
Dial  Press,  1957.  Cloth,  $4.50. 

Coronary  Heart  Disease : Angina  Pectoris ; 

Myocardial  Infarction.  By  Milton  Plotz,  M.D. 
Quarto  of  353  pages,  illustrated.  New  York,  a 
Hoeber-Harper  Book,  1957.  Cloth,  $12. 

The  Clinical  Management  of  Varicose  Veins. 

By  David  Woolfolk  Barrow,  M.D.  Second  edition. 
Octavo  of  169  pages,  illustrated.  New  York,  a 
Hoeber-Harper  Book,  1957.  Cloth,  $6.00. 

Proceedings  of  the  Third  National  Cancer  Con- 
ference, Detroit,  Michigan,  June  4-6,  1956.  Spon- 
sored by  American  Cancer  Society,  Inc.  and  Na- 
tional Cancer  Institute,  U.S.  Public  Health  Service. 
Quarto  of  961  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Co.,  1957.  Cloth,  $9.00. 

Directory  of  Social  and  Health  Agencies  of  New 
York  City,  1956-1957.  Prepared  under  the  Direc- 
tion of  the  Committee  on  Information  Sendees  of 
the  Community  Council  of  Greater  New  York, 
Inc.  Edwin  N.  lino,  Editor,  Kathryn  \Y.  Sewny, 
Assistant  Editor.  Octavo  of  628  pages.  New 
York,  published  for  the  Community  Council  of 
Greater  New  York,  Inc.  by  Columbia  University 
Press,  1956.  Cloth,  $7.50. 

Synopsis  of  Pathology.  By  \Y.  A.  D.  Anderson* 
M.D.  Fourth  edition.  Duodecimo  of  829  pages* 
with  328  text  illustrations  and  12  color  plates- 
St.  Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$8.75. 

Historia  da  Lepra  no  Brasil.  Volume  III. 
Periodo  Republicano  (1890-1952).  By  Dr.  Hera- 
clides-Cesar  de  Souza-Araujo.  Folio  of  715  pages. 
Rio  de  Janeiro,  Departamento  de  Imprensa  Na- 
(donal,  1956.  (Ministerio  da  Saude) 

Practical  Dermatology.  By  Samuel  M.  Peck, 
M.D.,  with  Laurence  L.  Palitz,  M.D.  Octavo  of 
380  pages,  illustrated.  New  York,  Landsberger 
Medical  Books,  Inc.,  Distributed  solely  by  The 
Blakiston  Division  of  the  McGraw-Hill  Book  Co., 
1956.  Cloth,  $7.00.  (Handbooks  for  the  General 
Practitioner) 


Occupational  Therapy.  Principles  and  Practice. 

Bv  William  Rush  Dunton,  Jr.,  M.D.,  and  Sidney 
Licht,  M.D.  Second  edition.  Octavo  of  373 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1957.  Cloth,  $8.00. 

Connective  Tissue  in  Health  and  Disease. 

Edited  by  G.  Asboe-Hansen,  M.D.  Octavo  of  321 
pages,  illustrated.  Copenhagen,  Ejnar  Munks- 
gaard  (New  York,  Philosophical  Library),  1954, 
1957.  Cloth,  $15. 

Currents  in  Infant  Care.  v.  6,  No.  1,  January, 
1957.  Columbus,  Ohio,  Ross  Laboratories. 

Sixty-Eighth  Annual  Report  of  the  Board  of 
Visitors  of  St.  Lawrence  State  Hospital  to  the 
Department  of  Mental  Hygiene  for  the  Fiscal  Year 
Ended  March  31,  1954.  Octavo  of  32  pages. 
LTtica,  N.Y.,  State  Hospitals  Press,  n.d.  (State  of 
New  York) 

Modern  Office  Gynecology.  By  George  Blinick, 
M.D.,  and  Sherwin  A.  Kaufman,  M.D.  Duodecimo 
of  218  pages,  47  illustrations.  Philadelphia,  Lea  & 
Febiger,  1957.  Cloth,  $4.50. 

Pediatric  Cardiology.  By  Alexander  S.  Nadas, 
M.D.  Octavo  of  587  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  Cloth, 
S12. 

The  Physician-Writer’s  Book — Tricks  of  the 
Trade  of  Medical  Writing.  By  Richard  M.  Hewitt, 
M.D.  Octavo  of  415  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  Cloth, 
$9.00. 

Clinical  Use  of  Radioisotopes.  By  William  H. 
Beierwaltes,  M.D.,  Philip  C.  Johnson,  M.D.,  and 
Arthur  J.  Solari,  M.S.  (Physics).  Octavo  of  456 
pages,  illustrated.  Philadelphia,  V . B.  Saunders 
Company,  1957.  Cloth,  $11.50. 

Soybeans  for  Health,  Longevity,  and  Economy. 

By  Philip  S.  Chen,  Ph.D.,  with  the  assistance  of 
Helen  D.  Chen,  M.A.  Duodecimo  of  241  pages, 
illustrated.  South  Lancaster,  Mass.,  The  Chemical 
Elements,  1956.  Cloth,  $3.00. 

Women  of  Forty.  The  Menopausal  Syndrome. 

By  M.  E.  Landau,  M.D.  Duodecimo  of  49  pages. 
New  York,  Philosophical  Library,  1956.  Cloth, 
$2.50. 
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DUS*** 


There  are  many  short  periods  of  time 
which,  if  measured  correctly,  are  considered  valuable 
diagnostic  durations  — such  as  the  P-R  interval  in  ECG  interpretation, 
and  the  minutes  during  which  a patient  consumes  oxygen  in 
a BMR  test.  If  the  readings  related  to  these  measurements  are  to  be  used 
with  complete  confidence,  it  is  wise  to  consider  another  important 
measure  of  time  — and  that  is  the  background  of  the 

instruments  which  * 

produced  them.  Jp 
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in  a chosen  work.  The  unmatched  ” 

background  of  knowledge  and  experience  making  possible 

such  fine  instruments  as  the  Viso-Cardiette  and  Metabulator 
did  not  come  about  overnight,  and  is  the  result  of  almost 

40  years  of  successful  medical  instrument  development.  Such 
a background  assures  you  that  it  is  safer  to  select  Sanborn. 


TIME 
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BOOKS  REVIEWED 


The  Annual  Survey  of  Psychoanalysis.  A Com- 
prehensive Survey  of  Current  Psychoanalytic 
Theory  and  Practice.  Volume  III.  1952.  Edited 
by  John  Frosch,  M.D.,  Nathaniel  Ross,  M.D., 
Sidney  Tarachow,  M.D.,  and  Jacob  A.  Arlow,  M.D. 
Octavo  of  682  pages.  New  York,  International 
Universities  Press,  1956.  Cloth,  $10. 

The  present  volume  is  edited  by  Frosch  and  his 
collaborators.  It  is  a prodigious  and  comprehensive 
survey  of  the  psychoanalytic  literature  of  1952 
which  took  four  years  to  read,  sort,  condense,  com- 
bine, and  present  in  a useful  and  readable  manner. 

There  are  over  600  pages  of  critical,  organized 
material  which  appeared  in  one  year  not  only  in 
journals  devoted  to  analysis  but  also  from  other 
sources.  It  is  dedicated  to  Freud,  the  centenary  of 
whose  birth  is  being  celebrated  this  year. 

Fundamentally  the  format  is  the  same  as  that  used 
in  the  two  previous  surveys.  However,  further 
attempts  to  combine  and  condense  the  material 
has  made  for  greater  continuity  and  facility  in 
reading.  Previous  matter  which  had  formerly  been 
presented  separately  has  been  combined  to  enhance 
the  value  of  the  present  volume.  It  is  truly  a refer- 
ence source  in  the  field  of  psychoanalytic  litera- 
ture.— Joseph  L.  Abramson 

Clinical  Recognition  and  Management  of  Disturb- 
ances of  Body  Fluids.  By  John  H.  Bland,  M.D. 
Second  edition.  Quarto  of  522  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1956. 
Cloth,  $11.50. 

Five  years  have  passed  since  the  appearance  of 
the  first  edition  of  this  comprehensive  monograph  on 
water  and  electrolyte  behavior  in  normal  and  dis- 
eased human  beings.  Use  of  isotopes  and  growth  of 
knowledge  of  hormones  have  made  necessary  exten- 
sive revision  which  has  been  done  effectively. 

This  book  is  simply  written,  but  it  requires  many 
hours  of  careful  reading  to  really  master  its  contents. 
As  a reference  work,  in  dealing  with  specific  prob- 
lems, it  is  invaluable. — William  Dock 

Endogenous  Uveitis.  By  Alan  C.  Woods,  M.D. 
With  illustrations  by  Annette  Smith  Burgess. 
Quarto  of  303  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Company,  1956.  Cloth,  $12.50. 

This  very  thorough  book  on  a difficult  subject  is 
the  best  this  reviewer  has  had  the  pleasure  of 
reading.  It  is  complete  in  every  detail:  etiology, 
symptomatology,  pathology,  and  treatment.  It, 
likewise,  contains  a very  adequate  differential  diag- 
nosis for  all  the  diseases  discussed. 

In  spite  of  the  difficulty  of  the  subject,  it  is  so  well 


written  that  it  can  be  read  for  long  periods  of  time 
without  loss  of  interest,  a rarity  for  scientific  books. 

This  book  is  a classic  in  the  field  of  ophthalmology 
and  will  be  a standard  reference  for  years  to  come. — 
Daniel  Kravitz 

Tuberculosis  in  Obstetrics  and  Gynecology. 

By  George  Schaefer,  M.D.  Octavo  of  307  pages. 
58  halftone  illustrations.  Boston,  Little,  Brown  & 
Company,  1956.  Cloth,  $8.75. 

The  author  of  this  300-page  monograph,  the  first 
such  treatise  to  appear  in  the  American  literature  foi 
twenty  years,  has  had  a wide  experience  in  this  field 
and  speaks  with  authority.  All  phases  of  the  sub- 
ject as  related  to  obstetrics  and  gynecology,  both 
diagnostic  and  therapeutic,  are  thoroughly  covered. 
The  most  commonly  employed  chemotherapeutic 
regimens  currently  in  use  are  outlined  in  detail 
The  indications  for  and  type  of  surgery  employed 
in  the  treatment  of  both  pulmonary  and  pelvic 
tuberculosis  are  clearly  specified.  It  is  well  and 
simply  written  and  adequately  though  not  pro- 
fusely illustrated.  It  provides  a valuable  source  of 
accurate  information  for  student,  practitioner,  and 
specialist  alike.- — J.  Thornton  Wallace 

Electrodiagnosis  and  Electromyography.  Edited 
by  Sidney  Licht,  M.D.  Octavo  of  272  pages,  illus- 
trated. New  Haven,  Conn.,  Elizabeth  Licht,  Pub- 
lisher, 1956.  Cloth,  $10.  (Volume  1 of  Physical 
Medicine  Library). 

This  recently  published  book  is  an  excellent  text 
with  some  very  distinguished  contributors  from 
both  this  country  and  abroad.  It  consists  of  ten 
chapters  and  two  chapters  in  the  appendix  and  is  a 
welcome  addition  to  any  medical  library.  It  is 
extremely  well  assembled,  concise,  adequately  illus- 
trated, and  represents  the  opinions  of  outstanding 
specialists  in  the  field  of  physical  medicine,  physiol- 
ogy, neurophysiology,  and  electrophysiology.  It  is 
particularly  recommended  to  specialists  in  physical 
medicine,  neurology,  neurosurgery,  traumatic  sur- 
gery, and  to  general  practitioners  with  an  advanced 
interest  in  physical  medicine  and  rehabilitation. 
This  textbook  should  do  much  to  clarify  and  to  re- 
duce to  simplicity  the  entire  subject  of  electrodi- 
agnosis, which  is  assuming  increasing  importance  in 
medicine  and  medical-legal  procedures.- — Samuel  G. 
Feuer 

Campbell’s  Operative  Orthopaedics.  Edited  by 
J.  S.  Speed,  M.D.,  and  Robert  A.  Knight,  M.D. 
In  two  volumes.  Third  edition.  Quarto  of  2,124 

[Continued  on  page  1510] 
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children  are  often  this  eager... 

Because  Rubraton  tastes  so  good,  most  children  actually  look  forward  to  taking 
it.  What  better  way  could  there  be  for  providing  these  essential  nutrients? 


Rubraton  is  indicated  for  combatting 
many  common  anemias  and  for  cor- 
recting mild  B complex  deficiency 
states.  It  may  also  prove  useful  for 
promoting  growth  and  stimulating 
appetite  in  poorly  nourished  children. 
(Not  intended  for  treatment  of  perni- 
cious anemia.) 

Dosage:  1 or  2 teaspoonfuls  t.i.d. 
Supply:  Bottles  of  8 ounces  and  1 pint. 


1 teaspoonful  (5  cc.)  supplies: 


Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

Vitamin  B,2  activity  concentrate 4 meg. 

Thiamine  mononitrate 1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0.5  mg. 


Alcohol  content:  12  per  cent 
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pages.  1,323  illustrations  including  2 color  pages. 
St.  Louis,  C.  V.  Mosby  Company,  1956.  Cloth, 
$40. 

The  third  edition  of  Campbell's  Operative  Ortho- 
paedics is  an  encyclopedia.  It  is  a collection  of  all 
types  of  operations  by  various  men.  The  operations 
and  modifications  are  listed  under  the  appropriate 
subject  as  discussed. 

The  time  of  healing  of  fractures  as  stated  is  much 
too  short  in  almost  all  cases.  The  notes  on  open 
surgical  reduction  of  supracondylar  fractures  of 
humerus  in  children  are  unusually  excellent. 

The  two- volume  edition  will  be  useful  as  a refer- 
ence for  any  orthopedist. — Otho  C.  Hudson 

Youth,  the  Years  from  Ten  to  Sixteen.  By  Arnold 
Gesell,  M.D.,  Frances  L.  Ilg,  M.D.,  and  Louise 
Bates  Ames,  Ph.D.  From  the  Gesell  Institute  of 
Child  Development  and  from  the  Yale  Clinic  of 
Child  Development.  Octavo  of  542  pages.  New 
York,  Harper  and  Brothers,  1956.  Cloth,  $5.95. 

This  book  may  be  considered  the  last  of  a trilogy 
which  originated  in  1943  with  Infant  and  Child  in 
the  Culture  of  Today,  followed  by  The  Child  from  Five 
to  Ten  in  1946. 

The  same  general  met  hod  is  used  as  in  the  previous 
works.  The  data  is  based  on  a total  study  of  165  dif- 
ferent subjects  (83  boys  and  82  girls)  of  whom  115 
were  seen  on  a number  of  occasions. 

In  Part  II  there  are  maturity  profiles  and  traits 
for  each  year,  from  ten  to  sixteen  inclusive.  Studied 
are  the  self-care  and  routine,  emotions,  interpersonal 
relationships,  school  life,  ethical,  and  philosophic 
outlook. 

In  Part  III  maturity  trends  and  growth  gradients 
are  discussed,  again  for  each  year,  using  the  same 
subject  matter.  Since  patterns  of  behavior  and 
trends  are  interpreted  in  terms  of  maturation,  the 
reader  is  presumed  to  be  able  to  understand  the  be- 
havior of  adolescence  as  a cycle  of  development. 
This  should  lead  to  better  interpretation  and  the 
problems  of  youth  should  offer  less  difficulties. 

This  book  is  recommended  for  those  interested  in 
this  particular  problem. — Stanley  S.  Lamm 

The  Legacy  of  Sigmund  Freud.  By  Jacob  A. 
Arlow,  M.D.  Duodecimo  of  96  pages,  illustrated. 
New  Y'ork,  International  Universities  Press,  1956, 
Half-cloth,  $2.00. 

Sigmund  Freud,  M.D.,  was  born  one  hundred 
years  ago.  He  gave  us  the  courage  and  the  tool  with 
which  to  explore  the  unconscious.  Through  his 
genius  much  of  the  bizarre  found  meaning  and  pur- 
pose and  much  which  seemed  unrelated  became  re- 
lated. No  surprise  is  it  then  that  a good  deal  has 
been  written,  sober  and  otherwise,  about  his  life, 
his  work,  and  his  influence  on  man.  In  this  pocket- 
sized  book  of  96  pages,  the  gifted  writer,  a member 
of  the  Freud  Centenary  Committee,  presents  an 
authoritative  resum6  of  Freud’s  contributions  in 
tribute  to  his  genius.  Succinctly  he  describes  the 


multidimensional  activities  which  reveal  Freud  the 
biologist,  the  neurologist,  the  psychologist,  the 
therapist,  the  litterateur,  but  above  all  the  clinician 
and  the  humanist.  The  author’s  samplings  out  of  a 
vast  psychoanalytic  literature  are  astutely  chosen, 
most  absorbing,  and  readably  presented.  Indeed,  he 
succeeds  handsomely  in  his  attempt  “to  portray  some 
measure  of  the  genius  of  Sigmund  Freud.  . . .” 
This  little  book  will  interest  all  who  are  curious  about 
the  man  Freud,  who  gave  us  the  way  to  face  the  facts 
of  life. — George  J.  Train 

The  Medical  Clinics  of  North  America.  Memorial 
Center  Number.  May,  1956.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Company,  1956.  Published 
bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

This  number  of  the  Medical  Clinics  of  North  Amer- 
ica, devoted  to  a symposium  on  the  medical  aspects 
of  cancer,  is  a remarkable  achievement,  the  most 
noteworthy  of  this  series  in  many  issues.  This  ap- 
proach to  the  study  of  cancer  is  only  just  beginning 
to  reach  the  nonsurgical  practitioner.  The  metabolic 
and  other  aspects  of  this  affliction  which  offer  such 
hope  for  the  future  are  covered  with  skill  in  many 
papers.  In  addition,  the  practical  problems  of  the 
care  of  patients  with  cancer  are  treated  compre- 
hensively. This  volume  may  be  read  with  profit 
by  every  forward-looking  physician. — Milton  Plotz 

Treatment  of  Heart  Disease.  A Clinical  Physio- 
logic Approach.  By  Harry  Gross,  M.D.,  and  Abra- 
ham Jezer,  M.D.  Quarto  of  549  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1956. 
Cloth,  $13. 

Drs.  Gross  and  Jezer  of  the  Montefiore  Hospital, 
New  York  City,  both  practicing  clinicians  and 
teachers  of  long  experience,  have  collaborated  to 
produce  this  highly  useful  discussion  of  the  manage- 
ment of  problems  of  heart  disease.  The  authors 
stress  the  physiologic  basis  of  treatment  and  devote 
a large  first  section — 174  pages — to  a consideration 
of  the  basic  mechanism  of  cardiac  symptoms. 
This  adds  immeasurably  to  the  usefulness  of  the 
following  sections  to  the  student  and  even  to  the 
experienced  cardiologist. 

A special  feature  of  this  volume  is  the  seventh 
section,  devoted  to  emotions,  adjustments,  and  re- 
habilitation in  heart  disease.  This  part  of  the 
book,  splendid  in  concept  and  execution,  is  recog- 
nition of  the  present  approach  to  the  cardiac  patient 
as  one  who  is  only  too  human  in  his  reactions  to  the 
problems  of  life  and  who  can  be  rehabilitated  suc- 
cessfully in  most  cases. 

This  new  treatise  is  a major  achievement  among 
cardiac  publications. — Milton  Plotz 

The  Biliary  Tract.  With  special  reference  to  the 
common  bile  duct.  By  Julian  A.  Sterling,  M.D. 
Octavo  of  424  pages,  illustrated.  Baltimore,  Wil- 
liams and  Wilkins  Company,  1955.  Cloth,  $10. 
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This  book  is  written  by  a surgeon  but  could  be 
read  with  profit  by  internists  as  well.  The  chap- 
ters on  anatomy,  physiology,  and  pathology  are 
well  written.  The  chapters  on  clinical  manifesta- 
tions of  bile  duct  disease  and  laboratory  observa- 
tions should  be  read  by  evert-  clinician.  Many  in- 
ternists will  differ  in  the  medical  management  as 
described  by  Dr.  Sterling.  The  book  is  well  il- 
lustrated. Despite  a few  shortcomings  it  is  to  be 
recommended  to  all  physicians. — Reuben  Finkel- 
stein 


Patterns  of  Mothering.  Maternal  Influence  Dur- 
ing Infancy.  By  Sylvia  Brody,  Ph.D.  Octavo  of 
446  pages.  New  York,  International  Universities 
Press,  1956.  Cloth,  $7.50. 

Sylvia  Brody  is  a Ph.D.  in  psychology.  While 
working  as  a member  of  a team  carrying  out  a Fed- 
eral research  project  at  the  Menninger  Clinic  of 
Topeka,  she  conceived  the  idea  that  a careful  analy- 
sis of  the  mother’s  behavior  during  the  complex  act 
of  feeding  her  infant  might  give  an  important 
psychologic  insight  into  the  character  of  the  mother, 
and  that  the  impact  of  the  observed  defects  of  the 
mother’s  character  upon  the  growth  of  the  infant’s 
character  might  be  studied  a priori  instead  of  a 
posteriori  as  in  most  psychoanalytic  analyses. 

The  material  for  her  research  problem  was  at 
hand  in  the  form  of  the  recorded  maternal  inter- 
views and  the  infant  behavior  objective  observa- 
tions which  were  part  of  the  Federal  “Infant  Re- 
search Project”  only  recently  completed. 

In  the  exposition  of  her  thesis,  the  author  runs 
through  the  literature  of  maternal  behavior,  infant 
growth,  and  infant  feeding  behavior,  pointing  out 
the  defects  of  the  various  approaches  if  used  as 
methods  toward  plotting  out  patterns  of  maternal 
behavior — the  goal  of  her  research.  For  example, 
anthropologic  sociology  is  not  sufficiently  oriented 
to  the  individual;  orthopsychology  is  not  always  in 
agreement  with  Freudian  psychoanalysis;  practical 
psychoanalysis  proceeds  largely  a posteriori  and 
loses  detail  as  a result  of  the  vagaries  of  time  and 
memory.  There  is  a distinct  over-all  suggestion 
that  the  dictates  of  Sigmund  and  Anna  Freud  are 
held  infallible,  the  latter  without  accompanying 
claim  of  divine  assistance  to  protect  the  Freudian 
scripture  from  the  interpretations  of  its  multitu- 
dinous, always  imaginative  proponents. 

This  well-written  book  definitely  is  important  for 
sociologists,  psychologists,  psychiatrists,  students  of 
these  disciplines,  and  for  pediatricians  who  are 
strongly  oriented  toward  psychiatry.  For  the 
average  pediatrician,  burdened  with  the  necessity 
of  scanning  the  literature  of  a dozen  or  more  sub- 
specialties, it  is  important  only  in  synopsis. — 
Kenneth  G.  Jennings 


Cancer  Cells.  By  E.  V.  Cowdry,  Ph.D.  (anat). 
Octavo  of  677  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1955.  Cloth,  $16. 


This  timely  volume,  written  by  one  of  the  out- 
standing researchers  in  cancer,  is  an  unusually  re- 
warding well  of  information.  The  title  is  somewhat 
misleading,  for  the  book  contains  much  more  than 
the  description  of  the  cancer  cell  and  the  discussion 
of  its  physiology  and  function,  unless  one  accepts 
the  excellent  corollary  discussions  of  carcinogens, 
inhibitory  factors,  geographic  epidemiologic  factors, 
and  a wide  mesh  of  side  roads  in  cancer  lore  as  paths 
leading  back  to  the  cancer  cell.  These  side  roads 
in  themselves  are  rewarding.  Presentation  of  the 
structure  and  the  physiology  and  chemistry  of  the 
cancer  cell  is  scholarly,  yet  simple. 

The  bibliography  is  extensive  and  well  chosen. 
The  book  is  highly  recommended  as  a textbook.  It 
is  not  a book  on  exfoliative  cytology,  though  that 
subject,  too,  is  concisely  presented. — Asa  B.  Fried- 
mann 

1956  Medical  Progress.  A Review  of  Medical 
Advances  During  1955.  Edited  by  Morris  Fishbein, 
M.D.  Octavo  of  389  pages.  New  York,  The 
Blakiston  Division,  McGraw-Hill  Book  Companv, 
1956.  Cloth,  $5.50. 

The  1956  edition  of  Medical  Progress  discusses  the 
advances  made  in  medicine  and  surgery  during 

1955.  There  are  particularly  good  reviews  on 
poliomyelitis  vaccine  and  advances  in  nutrition  and 
endocrinology.  The  information  is  authoritative 
and  well  digested,  not  too  technical,  and  in  suf- 
ficient detail  in  many  instances  so  that  this  volume 
could  serve  as  a reference  book  without  the  neces- 
sity of  going  to  the  original  source. 

This  review  should  be  of  value  to  general  physi- 
cians who  want  a survey  of  advances  in  medicine 
and  surgery. — Morris  Zuckerbrod 

Roentgenology  of  the  Heart  and  Great  Vessels. 

By  Robert  N.  Cooley,  M.D.,  and  Robert  D.  Sloan, 
M.D.  (Renewal  pages  for  Golden’s  Diagnostic 
Roentgenology).  Quarto.  Y.p.  Illustrated. 
Baltimore,  The  Williams  and  Wilkins  Company, 

1956.  Cloth,  loose-leaf,  $15. 

This  is  a superb  effort  to  cover  concisely  the 
proposed  subject  material.  Particularly  note- 
worthy are  the  sections  on  procedures  and  on  dis- 
eases of  the  pulmonary  vascular  system. 

Illustrations  are  excellent  and  clearly  labeled. 
The  section  on  cardiac  calcification  might  with 
profit  mention  the  value  of  tomography  as  demon- 
strated by  Wissing. 

It  is  hoped  that  the  editors,  authors,  and  the  pub- 
lishers will  consider  publishing  this  as  a separate 
section. — Solomon  Schwartz 

Physical  Diagnosis.  By  Ralph  H.  Major,  M.D., 
and  Mahlon  H.  Delp,  M.D.  Fifth  edition.  Quarto 
of  358  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1956.  Cloth,  $7.00. 

This  is  the  fifth  edition  of  Major’s  ever-useful 
Physical  Diagnosis,  but  this  time  Dr.  Delp  is  a co- 

[Continued  on  page  1514] 
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RACE  SUICIDE  HERE: 

families  today  are  planned  big 


(('The  big  news  in  human  fertility  in  mid-century 
1 America  has  been  the  1940-1955  baby  boom, 
which  in  dramatic  significance  has  rivaled  the  hydro- 
gen bomb  explosions  . . . -”1  More  young  wives  are 
having  babies  and  planning  their  families  big.  The 
rate  for  third  and  fourth  births  has  almost  doubled. 
Five-,  six-  and  seven-child  families  are  on  the  increase.2 
College  graduates  want  big  families  — It  isn’t  only 
industrial  families  that  are  growing.  A survey  recently 
completed  among  29,494  graduates  of  178  colleges 
shows  that  the  men  of  the  class  of  ’45  have  families 
averaging  70%  larger  than  those  of  the  class  of  ’36 
in  the  ten  years  after  graduation.3  When  their  wives 
seek  advice  to  space  their  children,  they  want  to  be 
sure  that  the  method  recommended  really  gives  them 
the  protection  they  need. 

Most  effective  method  for  women  of  high  parity — 
Based  on  widest  experience,  parenthood  clinics  all 
over  the  world  have  adopted  the  diaphragm  and  jelly 
technique  “.  . . as  possessing  the  least  degree  of  falli- 
bility . . . .”4  It  is  the  preferred  method  for  women 
of  high  fertility.  When  used  correctly,  unplanned 
pregnancies  seldom  occur.  In  urban  groups  using  the 
diaphragm  and  jelly  technique  for  years,  as  well  as  in 
clinical  studies,  data  show  that  this  method  reduces 
“the  likelihood  of  conception  by  at  least  98  percent.”5 
Comfort  helps  win  cooperation  — Besides  peace  of 
mind,  the  physician  assures  comfort  for  the  patient 
when  he  recommends  RAMSES®  Diaphragm  and 


Jelly.  Flexible  in  all  planes,  the  RAMSES  Diaphragm 
allows  complete  freedom  of  movement.  Its  cushioned 
rim  avoids  irritation.  RAMSES  “ten-hour”  Jelly,* 
used  with  the  diaphragm,  quickly  immobilizes  sperm 
and  maintains  full  effectiveness  for  up  to  ten  hours. 
Patients  feel  confident  that  they  have  received  sound 
contraceptive  advice  when  physicians  prescribe 
RAMSES  protection,  a critical  aid  in  family  planning 
for  more  than  30  years. 


This  is  the  attractive,  complete 
RAMSES  ‘‘TUK-A-WAY’’®  Kit 
* 701  that  most  women  prefer. 
Supplied  in  neat  zippered 
bag  with  introducer  and 
diaphragm  in  sizes  50  to 
95  mm.,  and  3 oz.  tube  of 
RAMSES  felly.  Jelly  refills  in  3 
and  5 oz.  tubes.  At  all  pharmacies. 


References:  1.  Dinkel,  R.  M.:  Eugenics  Quart.  3:22  (Mar.) 
1956.  2.  Grove,  R.  D.:  Am.  J.  Pub.  Health  46:592  (May) 
1956.  3.  College  Study  Report:  Population  Bulletin  11:45 
(June)  1955.  4.  Novak,  E.,  and  Novak,  E.  R.:  Textbook  of 
Gynecology,  Baltimore,  The  Williams  & Wilkins  Company, 
1956.  5.  Tietze,  C.:  Proc.  3rd  Intemat.  Conf.  Planned 
Parenthood,  1953. 
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•Active  agent,  dodecaethyleneglycol  monolaurate  5%,  in  a 
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author.  All  the  valuable  features  of  previous  edi- 
tions have  been  retained,  and  some  new  material  is 
added.  The  photographs,  all  well  chosen,  have 
been  revised  and  increased.  As  before,  this  is  a text 
which  may  be  recommended  to  the  student  with 
assurance. — Milton  Plotz 

Diagnosis  and  Treatment  of  Vascular  Disorders 
(Angiology).  Edited  by  Saul  S.  Samuels,  M.D. 
Quarto  of  621  pages,  illustrated.  Baltimore,  The 
Williams  and  Wilkins  Companv,  1956.  Cloth, 
$16. 

This  book  is  highly  recommended  for  use  by  the 
general  practitioner,  as  well  as  the  specialist  treat- 
ing peripheral  vascular  diseases.  It  is  well  pre- 
pared and  well  studded  with  type  photographs  of 
lesions  of  the  commonly  encountered  vascular  dis- 
orders. It  attempts  to  give  the  general  aspect  of 
the  anatomy,  physiology,  pathology,  and  results  of 
treatments  suggested  bv  various  groups  throughout 
the  country  and  is  not  limited  to  any  one  clinical 
group. 

There  are  many  minor  points  presented  in  the 
book  which  are  not  often  found  in  more  recent 
books  written  on  ftiis  subject.  The  values,  as  well 
as  the  shortcomings  of  the  various  therapeutic 
measures  offered,  are  presented  in  a fair  manner, 
not  discrediting  one  group  against  another. 

This  book  is  recommended  for  the  medical  stu- 
dent, as  well  as  the  intern,  for  an  authoritative  ref- 
erence on  the  hospital  ward.  A better  understand- 
ing is  reached  when  all  aspects  of  the  subject  are 
presented,  as  in  this  well-written  treatise. — Hugh 
L.  Murphy 

Chest  X-Ray  Diagnosis.  By  Max  Ritvo.  Sec- 
ond edition.  Quarto  of  640  pages.  633  illustrations 
on  426  engravings  and  1 color  plate.  Philadelphia, 
Lea  & Febiger,  1956.  Cloth,  $16. 

This  is  a second  edition  with  considerable  text  re- 
vision and  addition  of  new  material.  The  section 
on  congenital  heart  disease  is  written  in  collabora- 
tion with  Dr.  G.  J.  D’Angio. 

Diseases  of  the  thoracic  contents  are  covered  in 
their  entirety,  but  in  an  unbalanced  fashion  so  that 
some  subjects  are  treated  cursorily  and  others,  of 
lesser  importance,  at  considerable  length.  For 
example,  the  author  devotes  seven-and-one-half 
pages  and  seven  figures  to  lobar  pneumonia,  three- 
and-one-half  pages  and  three  figures  to  broncho- 
pneumonia, and  eight  pages  and  six  figures  to 
Friedlander’s  pneumonia. 

Normal  anatomy  is,  perhaps,  too  briefly  considered 
and  little,  if  any,  mention  is  made  about  lobar  and 
lobular  localization  of  disease  in  the  frontal  projec- 
tion. 

Some  of  the  figures  shown  are  controversial. 
Figure  16  is  described  as  demonstrating  a bilateral 
lobar  pneumonia  and  is  by  no  means  typical. 
Figure  185  is  said  to  show  a foreign  body  shifting 
from  the  left  to  the  right  lower  lobe  bronchus.  It 
would  appear  to  be  more  typical  of  an  obstructive 
emphysema  on  the  right  followed  by  atelectasis. 


A more  extensive  bibliography  would  be  of  value. 

Despite  the  objections  listed,  this  is  a good  text 
for  quick  reference.  The  author  and  the  publishers 
are  to  be  commended  for  the  excellent  quality  of  the 
illustrations. — Solomon  Schwartz 

Meditations  on  Medicine  and  Medical  Education. 
Past  and  Present.  By  I.  Snapper,  M.D.  Octavo 
of  138  pages.  New  York,  Grune  & Stratton,  1956. 
Cloth,  $3.75. 

Snapper’s  delightful  small  volume  will  bring 
pleasure  to  its  readers.  There  are  three  chapters: 
“Medicine  in  New  Netherlands  Under  the  Dutch,” 
“The  Influence  of  Boerhaeve  on  American  Medi- 
cine,” and  finally',  a discussion  of  the  development  of 
modern  medical  education,  “The  Post-Boerhaevian 
Centuries.”  The  reviewer  spent  several  absorbing 
hours  with  the  book  and  can  think  of  no  better  in- 
expensive gift  for  the  young  doctor,  or  for  that 
matter  his  older  colleague,  especially  if  he  is  a New 
Yorker. — Milton  Plotz 

Synopsis  of  Gynecology.  Based  on  the  Textbook 
Diseases  of  Women.  By  Robert  James  Crossen, 
M.D.  Fourth  edition.  Duodecimo  of  255  pages. 
132  illustrations  including  frontispiece  in  color. 
St.  Louis,  C.  V.  Mosby  Company’,  1956.  Cloth, 
$5.25. 

This  excellent  little  book  has  long  met  with  the 
approval  of  undergraduate  students.  Now  in  its 
fourth  edition,  it  is  up  to  date  and  crammed  with 
information,  concisely  stated.  The  type  is  neces- 
sarily small,  as  the  book  is  designed  for  the  student’s 
pocket.  Approved. — Charles  A.  Gordon 

Diseases  of  the  Nose,  Throat  and  Ear.  A Hand- 
book for  Students  and  Practitioners.  By’  I.  Simson 
Hall,  M.B.  Sixth  edition.  Duodecimo  of  463 
pages,  illustrated,  including  8 colored  plates. 
Edinburgh,  E.  & S.  Livingstone,  (Baltimore,  The 
Williams  & Wilkins  Company’),  1956.  Cloth, 
$4.75. 

The  author  discusses  the  many  subjects  compris- 
ing the  diseases  of  the  ear,  nose,  and  throat,  with 
special  emphasis  on  the  more  common  aspects. 
The  book  is  well  written,  concise,  and  comprehen- 
sive. It  is  highly  recommended  for  the  student  and 
medical  practitioner  where  the  fundamentals  of 
otolary’ngology  and  practical  applications  are  de- 
sired.— Sydney  Shapin 

The  Management  of  Menstrual  Disorders. 

By’  C.  Frederic  Fluhmann,  M.D.  Octavo  of  350 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1956.  Cloth,  $8.50. 

This  book  presents  a concise  y’et  comprehensive 
discussion  of  what  we  know  about  menstruation 
and  its  disorders.  Menarche  and  climacteric  re- 
ceive special  attention.  Hormones  are  thoroughly 
discussed,  and  a chapter  listing  commercial  prepara- 
tions will  be  found  useful  by  the  general  practitioner, 
for  whom  this  book  is  intended.  An  excellent,  very 
readable,  and  authoritative  text. — Charles  A. 
Gordon 
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FORT  LAUDERDALE  BEACH  HOSPITAL 

125  N.  BIRCH  RD.,  FORT  LAUDERDALE,  FLORIDA 


GERIATRICS  (Care  of  the  aging) 

Rehabilitation  ....  Convalescent  Care 

A private  hospital  especially  planned  for  the  medical  care  and  rehabili- 
tation of  the  CHRONICALLY  ILL,  the  AGED,  and  the  HANDICAPPED. 
Departments  of  Medicine,  Radiology,  Laboratory,  Dietary,  Dentistry,  Re- 
habilitation, Occupational  and  Physiotherapy. 

Patients  accepted  for  long  and  short  term  care  under  direction  of  private 
physician. 

MEDICAL  RESIDENT  STAFF 

For  information  write  to  the 

Medical  Director 
P.O.  Box  2323 
Fort  Lauderdale,  Florida 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medicel  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


HOLBROOK  MANORnSg 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y,  Office;  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D.  George  B.  Ewing,  M.D. 

Physician  in  Charge  Assistant  Physician 


PI  N E WOO D g;:  ixs  *552" 1 - ch^ 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  P sychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


WEST  MULT 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


ESTATE  PLANNING 

Specializing  in  Doctors’  Estates  for  29  years.  Free 
Estimales  and  Consultation. 

THE  TRAUB  ESTATE  SERVICE 

225  B’WAY,  N.  Y.  C.  BA  7-3984 


MAROC  FOR  "HEAT  RASH" 

Doctor — do  not  plant  mold  and  bacteria  on  infant’s  skin — use 
this  bactericidal  and  fungicidal  powder  of  proven  safety  and 
minimal  toxicity. 

Benzalkonium  Chloride  0.6%  Kaolin  45.0% 

Hexachlorophene  0.5%  Perfume  0.1% 

Magnesium  Carbonate  1.0%  Talc  q.s. 

MAROC  BABY  POWDER 

Maroc  Company  Box  590  Oak  Park,  III. 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  APRIL  15,  1957—24,378 


County 


President 


Secretary 


Treasurer 


Albany 

Thomas  I.  Tyrrell.  . 

Allegany 

Kurt  Zinner 

Bronx 

George  Schwartz. . . . 

....  New  York 

Broome 

James  L.  Palmer.  . . , 

Cattaraugus  . . 

James  A.  Wintermantel Olean 

Cayuga 

Roland  J.  Walker.  . . 

Auburn 

Chautauqua. . . 

Albert  W.  Rappole  . 

Chemung 

Earle  G.  Ridall 

Chenango .... 

Hugh  D.  Black 

Oxford 

Clinton 

Edward  Siegel 

Columbia 

Carl  G.  Whitbeck. . . 

Warren 

Cortland 

Robert  T.  Corey . . . , 

Delaware 

Scott  L.  Bennett . . . 

Hancock 

Dutchess 

Frank  A.  Gagan 

. . Poughkeepsie 

Erie 

Matthew  L.  Carden. 

Buffalo 

Essex 

Albert  L.  Hayes .... 

Willsboro 

Franklin 

Carl  G.  Merkel 

. Saranac  Lake 

Fulton 

Joseph  J.  Thompson 

. . . Gloversville 

Genesee 

Joseph  F.  Krawczyk 

Batavia 

Greene 

Alfred  O.  Persons.  . . 

Herkimer 

Robert  C.  Ashley. . . 

Jefferson 

Thomas  N.  Sickels.  . 

Kings 

Aaron  Kottler 

Lewis 

Edgar  O.  Boggs.  . . . 

Livingston.  . . . 

Robert  A.  Wise.  . . . 

Madison 

Willis  E.  Hammond. 

Monroe 

Michael  J.  Crino... 

Montgomery. . 

Max  L.  Dreyfuss  . . . 

Nassau 

Paul  H.  Sullivan. . . . 

New  York . . . . 

Samuel  Z.  Freedman 

. . . . New  York 

Niagara 

Charles  M.  Dake,  Jr. 

. . Niagara  Falls 

Oneida 

A.  G.  Jaroszewicz.  . 

Onondaga .... 

Charles  A.  Gwynn. . 

Ontario 

William  W.  Carty . . 

Orange 

Chas.  S.  McWilliam 

. . . . Newburgh 

Orleans 

Kenneth  J.  Clark. . . 

Oswego 

Harold  J.  LaTulip. . 

Otsego 

Rudolph  F.  Hust.  . . 

Putnam 

Matthew  H.  Jacobs. 

Queens 

George  J.  Lawrence,  Jr..  . .Flushing 

Rensselaer.  . . 

John  P.  Jaffarian.  . . 

Richmond . . . . 

Cyril  M.  Levin 

. .Staten  Island 

Rockland 

Robert  L.  Yeager.  . . 

St.  Lawrence. . 

Louis  J.  Benton.  . . . 

Saratoga 

R.  E.  Rockwell.  . .Saratoga  Springs 

Schenectady.  . 

Ralph  E.  Isabella . . . 

Schoharie . . . . 

R.  J.  Shelmandine.  . 

Sharon  Springs 

Schuyler 

James  J.  Norton . . . 

. Montour  Falls 

Seneca 

Jack  Hammond.  . . . 

Steuben 

John  R.  Kuhl 

Hammondsport 

Suffolk 

David  J.  Wexler  . . . . 

Sullivan 

Lee  R.  Tompkins. . . 

Tioga 

Welton  D.  Brown  . . 

Tompkins . . . . 

C.  Douglas  Darling. 

Ulster 

John  A.  Olivet 

Warren 

Jesse  S.  Parker 

Washington. . . 

Howard  H.  Romack 

. . . . Cambridge 

Wayne 

Thomas  C.  Hobbie.. 

Westchester . . 

Howard  J.  Dunlap.  . 

. New  Rochelle 

Wyoming 

R.  T.  Williams 

Yates 

John  L.  Shultz 

William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . . Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Joseph  H.  Denton Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  . Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Sawyer  A.  Glidden Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary. . : Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. .Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei.  . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowrnan.  . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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CLASSIFIED  ADVERTISING 


PHYSICIAN  WANTED 


Assistant  in  General  Practice,  Queens  County,  N.  Y.,  Gradu- 
ate of  grade  A medical  school.  Excellent  salary  and  opportu- 
nity, leading  to  partnership.  Box  582,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


LICENSED  FEMALE  PHYSICIAN— recent  graduate,  in- 
terneship  not  completed  because  of  childbirth,  seeks  part- 
time  medical  work,  Brooklyn.  INgersoll  7-7970. 


PHYSICIANS  WANTED 


MALE  & FEMALE  (LICENSED)— for  Children’s  Camps; 
good  salary;  Summer,  Free  Placement  Service  (250  Member 
Camps).  Write  or  contact:  Association  of  Private  Camps, 
55  West  42nd  Street,  New  York  36,  N.  Y. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


Wanted — General  Practitioner  to  rent  office  in  central  N.Y. 
State  town  of  18,000.  Equipment  optional.  Lucrative. 
Will  introduce.  Leaving  to  specialize.  Box  576,  N.  Y.  St. 
Jr.  Med. 


Psychiatrist  wanted  to  join  group  in  accredited  general  hos- 
pital and  diagnostic  clinic.  Finger  Lakes  area  New  York 
State.  Excellent  salary,  bonus  and  retirement  plan.  Apply 
Dr.  B.  A.  Watson,  Superintendent,  Clifton  Springs  Sanitar- 
ium and  Clinic,  Clifton  Springs,  New  York. 


WANTED— OPHTH  A LMO  LOGI  ST 


Active  Industrial  Eye  Practice,  well  located  in  L.I.C.  center, 
for  sale.  Terms  arranged — unusual  opportunity.  Box  577, 
N.  Y.  St.  Jr.  Med. 


WANTED 


PHYSICIAN  wanted  for  July  and  August  1957  to  assist  in 
my  practice  at  Chautauqua.  N.Y.S.  license  required.  At 
least  one  year  hospital  training  necessary,  preferably  in 
internal  medicine.  Box  46,  Chautauqua,  N.  Y. 


PHYSICIAN  WANTED 


Rockland  County;  Rapidly  expanding  community  needs 
physician.  Professional  center  has  D.D.S.  and  Pharmacy. 
Forty  minutes,  to  N.  Y.  C.  Dr.  D.  Fishman,  West  Nyack, 
N.  Y.  NYack  7-4600. 


Internist  for  association  with  board  internist  Nassau 
County.  Salary  with  eventual  partnership.  Training  in 
gastro-enterology  desirable,  but  not  essential.  Send  de- 
tails. Box  584,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  general  practice,  modern  home-office  combination. 
Catskill  Mountain  region.  Write  Box  586,  N.Y.  St.  Jr.  Med. 


WATERS  EDGE 

In  the  Heart  of  Brooklyn's  Fashionable 

Shore  Road  Section 

• 

Shore  Rd.  Cor.  93d  St.,  Brooklyn,  NY. 
Phone:  SHore  Road  5-9639 


POSITION  WANTED 


Internist  certified;  also  trained  radiology  & qualified  g-i  x- 
ray;  desires  association  established  individual  or  group. 
Box  522,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Woodlawn  Section  of  the  Bronx — New  York.  25  Years — 
Large  Established  General  Practice — Well  Equipped  Office — 
and  Residence.  Box  578,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Med. 


Surgeon,  Board  certified,  age  32,  family,  university  trained, 
military  service  completed.  Will  do  some  general  practice. 
Desire  association  with  individual  or  group.  Box  592,  N.  Y. 
St.  Jr.  Med. 


General  practitioner,  presently  upstate  New  York,  seeks 
position  or  association  in  New  York  City  or  metropolitan 
area.  Box  585,  N.  Y.  St.  Jr.  Med. 


Wanted-Assistant  for  July  and  August-requirements-single, 
New  York  License,  own  car,  prefer  resident  in  Surgery  or 
Orthopedic  Surgery.  Salary  excellent.  Dr.  S.  G.  Holtzman, 
South  Fallsburg,  New  York. 


FOR  SALE  OR  RENT 


5th  Ave.  Office 

At  72nd  St. — 8 Rooms — 2 Baths — Lav.  Air-cond.  in  ceilings — 
Fully  equipped  for  internist  or  surgeon.  Fully  furnished — 
co-operative  building — For  sale  with  maintenance  of  $280, 
or  for  rent  at  $8,000.  Mr.  O'Connor — Pease  & Elliman, 
Inc.  TE  8-6600. 


CALIFORNIA  CAREER  OPPORTUNITIES 
FOR  PHYSICIANS  AND  PSYCHIATRISTS. 

Employment  available  as  a result  of  interview 
only.  Interviews  at  the  APA  Conference  May 
13-17  in  Chicago  and  in  such  other  locations  as 
New  York,  Boston,  St.  Louis,  Philadelphia,  and 
Minneapolis  during  May  and  June.  Assign- 
ments in  State  hospitals,  juvenile  and  adult 
correctional  facilities,  or  a veterans  home. 
Three  salary  groups : $10,860-12,000;  $11,400- 
12,600;  $12,600-13,800.  Citizenship,  posses- 
sion of,  or  eligibility  for  California  license  re- 
quired. Write  Medical  Recruitment  Unit, 
Box  B,  State  Personnel  Board,  801  Capitol 
Avenue,  Sacramento  14,  California. 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  IN  LAB.  & X-RAY  AVAILABLE 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.  X-ray 
and  medical  stenography  and  typing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

254  W.  54  St— N V C 
Circle  7-3434 

Licensed  by  the  State  of  New  York 


MavuLl  School 
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Ten  years  ago,  only  one  in  four  cancer  patients  was  being  saved.  Steadily 
since  then,  heart-warming  progress  has  been  made.  Today,  with  450,000 
new  cancer  cases  estimated  for  1957,  you,  their  physician,  can  expect  to 
save  one  in  three  of  these  patients. 

Many  factors  contribute  to  this  success  — your  leadership,  a more  aware 
public,  improved  methods  and  techniques  of  detection,  diagnosis  and  treat- 
ment. There  is  every  reason  to  expect  this  progress  to  continue  to  the  point 
where  half  of  those  stricken  by  cancer  will  be  saved.  As  yet,  science  does 
not  have  the  know-how  to  save  the  other  half. 

That  knowledge  will  be  gained  — and,  indeed,  the  riddle  of  cancer  itself, 
will  one  day  be  solved  in  the  research  laboratories.  To  continue  to  support 
this  vital  work,  as  well  as  to  carry  on  its  dynamic  education  and  service 
programs,  the  American  Cancer  Society  is  seeking  $30,000,000.  We  are 
again  appealing  to  the  public  to  “fight  cancer  with  a checkup  and  a check.” 

The  check  is  insurance  for  tomorrow.  The  insurance  for  today  is  largely 
in  your  hands,  doctor.  Fighting  cancer  with  a checkup  is  our  immediate  hope 
for  saving  lives. 

AMERICAN  CANCER  SOCIETY 
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HOUSES  FOK  SALE— NASSAU 


HUNTINGTON 

DOCTORS 

ATTENTION!! 

The  Huntington  area  is  in  dire  need  of 
GENERAL  PRACTITIONERS  & PEDIATRICIANS 

SHERBROOK  MANOR,  a community  of  over  200  homes 
has  a few  choice  locations  available.  53  Foot  Ranch  Home 
or  Beautiful  Split  Level.  From  $15,190.  New  Public  School 
just  completed.  Walk  to  RR  Station,  shopping,  playground. 
For  Details  Phone  Owner,  ANdrew  1-9852. 

SHERBROOK  MANOR 

IN  THE  GREEN  LAWN  SECTION  OF  HUNTINGTON 


FOR  RENT 


Long  Beach,  Long  Island — Air-conditioned  Professional 
Building  nearing  completion.  Suites  of  various  sizes  avail- 
able for  specialist  in  ENT,  Psychiatry,  dermatology,  etc. 
Phone  or  write  Bernard  Miller,  19  W.  26th  St.,  N.Y.C. 
MU  5-7993. 


FOR  RENT 


Pediatrician,  Allergist,  E.N.T.,  Urologist,  Proctologist,  etc. 
Centrally  located  medical  building.  Air-conditioning,  Park- 
ing. Rent  or  share  suite.  Nassau  County.  Call  Pioneer 
2-3644. 


FOR  RENT— FOR  SALE 


Established  medical  location,  main  thorough-fare,  Floral 
Park,  Long  Island.  Efficiently  planned  offices  and  fixtures. 
Suitable  for  G.P.’s,  specialists  or  group.  Also  two  apartments 
available.  Building  may  be  purchased.  Box  579,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE— OFFICE  AND  HOME 


Established  20  years  of  practice.  Modern  building:  advan- 
tageous location  in  Riverhead,  L.  I.  Close  to  open  hospital. 
Forany  type  of  specialty  or  general  practice.  Available  now. 
Tel.  PArk  7-4235. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Huntington,  Long  Island — Doctors  suites  available  in  new 
airconditioned  medical  building  being  constructed  by  estab- 
lished eight  man  group.  Excellent  location  for  ENT,  ophthal- 
mologist, urologist,  psychiatrist,  dental  specialties,  etc. 
Box  574,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Spacious  and  Luxurious  Rancher,  4 Bdrm.,  Kt.,  D.R.,  L.R., 
Playroom,  Service  Room,  3l/i  baths,  Riverview.  R.  Schrang, 
28  Curie  Rd.  Cornwall-on-Hudson,  N.  Y.  Phone  3-5826. 


FOR  SALE 


Desirable  corner  ranch  home.  Better  Section  in  hub  of 
Long  Island.  Densely  populated,  near  facilities.  3 bed- 
rooms, 2 large  baths,  Living  room  with  fireplace,  separate 
dining  room,  fully  equipped  kitchen  and  dinette.  Complete 
second  story,  2 bedrooms,  large  bath,  huge  panelled  library. 
Built  in  TV,  full  basement,  partially  finished  and  panelled 
large  enclosed  glassed-in  porch  including  stone  fireplace, 
open  patio.  Completely  insulated.  6 years  old,  custom 
built.  $57,500.  Phone  IVanhoe  9-0907  evenings  or  phone 
collect  Deerfield  4-2800  in  N.  J. 


OFFICE  FOR  SALE 


Park  Avenue  (60’s).  Most  desirable  location.  Completely 
equipped  beautifully  furnished  seven  room  office  (2  consult- 
ation rooms,  4 examination  or  treatment  rooms.  Suitable 
for  established  specialist  or  group.  Box  587,  N.  Y.  St.  Jr. 
Med. 


OFFICE  TO  SHARE 


Suitable  for  specialist;  recently  furnished;  full  or  part 
time.  Separate  consultation  room  if  desired;  in  most  de- 
sirable professional  building  on  North  Shore  of  Long  Island 
— Four  Hospitals  nearby.  Phone  Manhasset  7-1424. 


OFFICE  TO  SHARE 


Suitable  for  specialist:  New  air  conditioned  professional 

building,  with  all  facilities  and  situated  in  fastest  growing 
area  of  North  Shore  of  Long  Island.  Four  excellent  Hos- 
pitals nearby.  Phone  Great  Neck  2-8400 


Farmingdale  L.  I. — Office  for  rent  on  main  throughfare,  ex- 
cellent location  for  specialist;  private  entrance  in  house  al- 
ready shared  by  established  .specialist.  CHapel  9-5143. 


FOR  RENT 


Brooklyn,  714  Howard  Ave.  4 room  modern  doctors  office; 
X-ray  heavy  wiring;  foot-pedal  sink;  equipment  optional; 
low  rental.  LO-3-6330;  Bu  2-4985. 


OFFICE  FOR  RENT 


Park  Avenue  at  63rd  Street.  Beautifully  furnished,  com- 
pletely equipped  office  available  full  or  part  time.  Suitable 
for  specialist.  TE-8-7117. 


TO  SHARE 


4 room  suite  located  in  small  professional  building  on  main 
thoroughfare  in  Plainview,  L.  I.  Share  with  Eye  man.  Part 
time.  Suitable  Skin,  ENT,  Psychiatry.  Call  Wells  1-0403. 


OFFICES  FOR  RENT 


MEDICAL  GROUP  wanted  for  ideal  location.  Growing 
Kingston,  N.  Y.  community  near  IBM  plant.  Space  avail- 
able for  five  men.  Dental  practice  already  established. 
Own  parking  area.  Room  for  expansion.  Box  583,  N.  Y. 
St.  Jr.  Med. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Eat  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00—  >/»• 
31  South  Broadway,  Yonkers,  N.Y.  YO-8-7100. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 
Surgical  procedures.  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/»  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 
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Well-Propi 

Nutrien 

Enriched 


Hinriched  bread  presents  the  fortunate  combination  of  richness  in  many 
essential  nutrients  and  negligible  content  of  purines.  This  combination 
qualifies  it  eminently  as  an  important  food  in  the  diet  called  for  in  gout 
and  gouty  arthritis.  It  has  an  equally  justified  place  in  both  the  "purine- 
free”  diet  recommended  during  acute  attacks  and  in  the  purine-low  diet 
advised  during  symptomless  intervals. 

The  added  nutrients  of  enriched  bread  are  selected  qualitatively  and 
quantitatively  because  of  their  importance  in  everyday  nutrition.  They 
have  proved  especially  important  in  restricted  diets. 

It  is  now  advocated  that  the  diet  of  patients  with  gout  should  also  be 
low  in  fat,  because  fats  purportedly  inhibit  purine  excretion.  The  low  fat 
content  of  enriched  bread  (approximately  3 per  cent),  together  with  its 
blandness,  low  bulk,  and  easy  digestibility,  proves  advantageous  in  the 
diet  of  the  gouty  patient. 


Six  slices  of  average  enriched  bread  per  day  provide  12  grams  of 
protein,  0.36  mg.  of  thiamine,  0.26  mg.  of  riboflavin,  3.35  mg.  of 
niacin,  3.5  mg.  of  iron,  and  126  mg.  of  calcium.  These  amounts 
contribute  from  16  to  29  per  cent  of  the  patient’s  daily  nutritional 
needs  of  each  of  these  essentials,  yet  represent  only  378  calories, 
barely  19  per  cent  of  the  nutrient  energy  of  a 2,000  calorie  diet. 


20  NORTH  WACKER  DRIVE  • CHICAGO  6,  ILLINOIS 


AMERICAN  BAKERS  ASSOCIATION 


by  the  Council  on  Foods  and  Nutrition  of 
the  American  Medical  Association  and 
found  consistent  with  current  authoritative 
medical  opinion. 


The  nutritional  statements  made  in 
this  advertisement  have  been  reviewed 
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refresher 
for  your 
patients 


G E VR ABON 


on -the -rocks 


Chilling  remarkably  enhances  the  sherry  flavor  of 
gevrabon.  For  some  time  physicians  have  been 
advantageously  prescribing  gevrabon  with  ice  as 
an  appetite-stimulating  tonic  before  mealtime  — 
adding  a refreshing  touch  to  regular  dietary 
supplementation  for  their  senior  patients. 

Specify  gevrabon  on-the-rocks  and  assure  your 
older  patients  a vigor-sustaining  supplement  of 
specific  vitamins  and  minerals  in  truly  palatable 
form. 

GEVRABON*  Geriatric  Vitamin-Mineral  Supplement  LEDERLE 


Each  fluid  ounce  (30  cc.)  contains: 


Thiamine  HC1  (B]>  5 mg. 

Riboflavin  (Bo)  2.5  mg. 

Vitamin  B12  1 mcgm. 

Niacinamide  50  mg. 

Pyridoxine  HC1  (B^)  1 mg. 

Pantothenic  Acid  (as  panthenol)  10  mg. 

Choline  (as  tricholine  citrate)  100  mg. 

Inositol  100  mg. 

Calcium  (as  Ca  glycerophosphate)  48  mg. 

Phosphorus  (as  Ca  glycerophosphate)  39  mg. 
Iodine  (as  KI)  1 mg. 

Potassium  10  mg. 

Magnesium  (as  MgCl2.6H20)  2 mg. 

Zinc  (as  ZnCl2)  2 mg. 

Manganese  (as  MnCl2.4H20)  2 mg. 

Iron  (as  ferrous  gluconate)  20  mg. 

Alcohol  18% 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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re  axes 
both  mind 
and 
muscle 


for  anxiety 
and  tension  in 
everyday  practice 


■ well  suited  for  prolonged  therapy 
H well  tolerated,  relatively  nontoxic 

■ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 

■ chemically  unrelated  to  phenothiazine  compounds  and  rauwolfia  derivatives 
0!  orally  effective  within  30  minutes  for  a period  of  6 hours 


anxiety  and  tension  states  and  muscle  spasm 


THE  ORIGINAL  MEPROBAMATE 


2 -methyl-2 -n-propy l- 1,3 -propanediol  dicarbamate— U . S.  Patent  2,724,720 

Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


SUPPLIED  : (Bottles  50  tablets) 

400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 
USUAL  DOSAGE  : One  or  two  400  mg.  tablets  i.i.d. 


Literature  and  Samples  Available  on  Request 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 
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BIRTCHER 


SURGICAL  PISTOL 


for  electro-surgical 
cervix  conization 


Over  360°  uninter- 
rupted rotation  with 
each  pull  of  the 
trigger. 


Comfortable  grip  for 
completely  stable 
one-hand  operation. 


Operates  with  any  make  or  model  of 
short-wave  diathermy  or  electro-surgical 
machine  providing  a cutting  current. 


The  Birtcher  Surgical  Pistol  for  cervix  conization  offers  surgical 
accuracy,  less  operating  time  with  less  strain  on  surgeon  and  patient. 
The  greater  stability  and  control  results  in  smooth,  uniform  excisions 
with  no  ragged  tissue  as  a possible  site  for  post-operative  infection. 
Two  built-in  lights  give  a perfectly  illuminated  field  and  are  located 
where  they  cannot  interfere  with  the  surgeon’s  view. 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  A DEMONSTRATION  OF  THE  BIRTCHER  SURGICAL  PISTOL 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center — Route  9 
BINGHAMTON,  NEW  YORK 
L.  F.  Hamlin,  Inc.,  34-38  Court  St. 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

Joseph  Weintraub  Surgical,  51  East  168th  St. 

BROOKLYN,  NEW  YORK 

Flatbush  Surgical  Supply  Co.,  1260  Nostrand  Ave. 
Mayflower  Surgical  Supply  Co.,  2515 — 86th  St. 

BUFFALO,  NEW  YORK 

Ziegler  Pharmacol  Corporation,  500  Franklin  St. 

HAMMONDSPORT,  NEW  YORK 

J.  Allan  Shaw  Medical  Supply  Co.,  26-28  Mechanics  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

NEW  YORK  CITY,  NEW  YORK 

Arista  Surgical,  67  Lexington  Ave. 

J.  Beeber  Co.,  Inc.,  838  Broadway,  New  York  City  3 
Cochrane  Physician  Supplies  Inc.,  133  East  58th  St. 
Friedenberg  Surgical  Supply  Co.,  2019  Amsterdam  Ave. 
S.  G.  Krebs  Co.,  351 — 2nd  Ave.,  New  York  City,  N.  Y. 
National  Hospital  Supply  Company  Inc.,  38  Park  Row 
Falk  Surgical,  1430 — 3rd  Ave. 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  1 54  Midland  Ave. 
Monroe  Surgical  Supply  Co.,  93  Monroe  Ave. 

ROCHESTER,  NEW  YORK 

Surgical  Supply  Center 

Paine  Drug  Co.,  1 5 Henrietta  Street 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  480  Lexington  Ave..  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 
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/Simplified  dosage* 

NOW  ( *°  Prevent 

V Angina  Pectoris 

Metamine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


‘Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 


This  new  bottle 

is  tailored 

to  fit  your  needs 


From  its  unique  label  with  numerals  printed 
in  the  “working”  position,  to  the  functional 
non-slip  thumb  and  finger  grips  . . . here’s  a 
solution  bottle  that  goes  all  out  to  contribute 
the  utmost  in  hospital  efficiency  and  economy. 

Labels  and  bottles  are  cross-calibrated  for  easy 
reading  of  fluid  levels  . . . larger  bottles  are  marked 
at  100  cc.  intervals,  while  the  special  pediatric  sizes 
are  calibrated  in  10  cc.  measurements.  Designed 
with  the  user  in  mind,  to  save  valuable  hospital  time 
. . . to  offer  the  most  in  “in-use”  application. 


NEW 


• • • and 


completely  functional 


— another  example  of  pioneering  parenterals  and  service 


l BAXTER  LABORATORIES,  INC.  ^ 


MORTON  GROVE,  ILLINOIS 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  Itmpl  in  Iht  city  of  El  Pato.  Tc*al)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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STERANE®  ccm’£  improve  his  gambit , help  him  castle  or  assure  a 
checkmate .. .but  Sterane  can  check  asthmatic  bronchospasm, 
dyspnea  and  wheezing  to  help  your  patient  move  about  freely  in 
almost  any  pastime  or  profession  with  minimum  discomfort  or 
restriction.  Most  potent  corticoid,  Sterane  (prednisolone)  is 
supplied  as  white , scored  5 mg.  tablets  (bottles  of  20  and  100) 
and  pink,  scored  1 mg.  tablets  (bottles  of  100). 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 
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Meat... 

Good  Nutrition  and  the 
Metabolic  Changes  of  Adolescence 

The  sharp  increase  in  nutritional  requirements  during  adolescence 
is  ascribed  to  the  rapid  growth,  restless  activity,  high  basal  metabolism, 
and  increased  rate  of  organ  development  during  this  period.1’  2 Nutri- 
ent needs  during  adolescence  are  higher  than  at  any  other  period  of 
life3  except  for  pregnancy  and  lactation. 

In  order  to  satisfy  these  extremely  high  nutritional  requirements, 
“protective”  foods  supplying  liberal  amounts  of  protein,  vitamins,  and 
minerals  should  predominate  in  adolescent  diets.3  Such  foods  include 
meat,  poultry,  fish,  milk,  eggs,  vegetables  and  fruits,  and  whole-grain 
or  enriched  cereals  and  enriched  bread.  Accessory  foods  commonly 
eaten  by  adolescents  to  satisfy  emotional  needs  may  provide  energy, 
but  are  commonly  responsible  for  obesity  and  should  not  take  the  place 
of  the  “protective”  foods. 

Meat  contributes  much  toward  making  the  daily  meals  of  adoles- 
cents appetizing,  ample,  and  satisfying  as  well  as  adequate  in  protein, 
B vitamins,  iron,  phosphorus,  potassium,  and  magnesium.  Its  complete 
protein  functions  in  all  physiologic  mechanisms  utilizing  protein — tissue 
growth  and  replacement,  fabrication  of  enzymes,  hormones,  and  anti- 
bodies, and  maintenance  of  the  body’s  fluid  balance.  Its  B vitamins 
and  minerals  take  part  in  many  processes  of  intermediate  metabolism 
important  in  body  development. 

1.  Toverud,  K.  U.;  Stearns,  G.,  and  Macy,  I.  G.:  Maternal  Nutrition  and  Child  Health.  An  Inter- 
pretative Review,  Washington,  D.C.,  National  Research  Council,  National  Academy  of  Sciences, 
Bull.  No.  123,  1950,  p.  115. 

2.  Proudfit,  F.  T.,  and  Robinson,  C.  H.:  Nutrition  and  Diet  Therapy,  ed.  11,  New  York,  The 
Macmillan  Company,  1955,  p.  271. 

3.  Martin,  E.  A.:  Roberts’  Nutrition  Work  with  Children,  Chicago,  The  University  of  Chicago 
Press,  1954,  pp.  231-236. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 
Main  Office,  Chicago... Members  Throughout  the  United  States 
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ideal... 


when  dermatoses  are  in  bloorr 


NEO-MAGNACORT 

neomycin  and  ethamicort  I • I • l l 

toDica  ointmenl 


topical  ointmen 

I 

NEOMYCIN +the  first  water-soluble  dermatologic  corticoid 

outstanding  availability,  penetration,  therapeutic  concentrations  and  potency 
— without  systemic  involvement . In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  and 
0.5%  ethamicort  (Magnacort). 

for  inflammation  without  infection  MAGNACORT'topical  ointment 

brand  of  ethamicort  1 

In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 


PFIZER  LABORATORIES  ( Pfizer)  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  Neiv  York 


•Trademark 


Rauwidrine 


Each  tablet  contains  5 mg.  amphetamine 
and  Img.  Ravwiloid® 


11 


FOR  APPETITE  SUPPRESSION 
WITHOUT  THAT  11  BLACK  MOOD 
FEELING 

Curtails  psychogenic  overeating... without  a feeling 
of  deprivation... without  jitteriness,  cardiac  pounding, 
insomnia.  Safe  for  the  hypertensive,  too. 


DOSAGE:  For  obesity,  1 to  2 
tablets  30  to  60  minutes 
before  each  meal. 

LABORATORIES,  INC.,  Los  Angeles 


FOR  MOOD  ELEVATION  Rauwidrine  provides  the 

needed  "lift."  Safe  for  the  hypertensive. 
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new 


the  logical 


combination  for 

antibacterial 

therapy 

and 

antifungal 

prophylaxis 


what  is  it? 

the  phosphate  complex  of  tetracycline 

FOR  INITIAL  ANTIBIOTIC  BLOOD  LEVELS 

FASTER  AND  HIGHER  THAN  EVER  BEFORE 

+ 

antifungal  activity  of  Mycostatin 


FOR  ADDED  PROTECTION  AGAINST 
MONILIAL  SUPERINFECTION 

MYSTECLIN 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  + Nystatin  (Mycostatin) 


why  should  you  prescribe  it? 

Because  it  provides  highly  effective 
broad  spectrum  antibiotic  therapy  for  many 
common  infections 
AND  AT  THE  SAME  TIME 

protects  your  patients  against  the  monilial 
overgrowth  so  commonly  observed  during  therapy 
with  the  usual  broad  spectrum  antibiotics 

MYSTECLIN 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  + Nystatin  (Mycostatin) 


Each  capsule  contains  tetracycline  phosphate  complex  equiva- 
lent to  250  mg.  tetracycline  hydrochloride  and  250,000  units 
Mycostatin. 

Minimum  adult  dosage:  1 capsule  q.i.d.  Bottles  of  16  and  100. 

Squibb  Quality— the  Priceless  Ingredient 


Squibb 


'MYSTECLIN’®,  'SUMYCIN*  AND  ‘MYCOSTATIN’®  ARE  SQUIBB  TRADEMARKS 
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Each  capsule  contains:  Tetracycline 
phosphate  complex  equivalent 
to  tetracycline  hydrochloride, 
250  mg.;  Nystatin,  250,000  units. 
Indications  and  dosage:  Same  as  for 
tetracycline  HCI. 

Supplied:  Bottles  of  16  and  100 
capsules. 

The  Upjohn  Company,  Kalamazoo,  Mich. 


h Nystatin 
jrowth 


of  E.  coli  and  Candida  albicans:  Panm 
monilia(white  grains).  Panmycin  Phosp 
teria  and  monilia  (clear  ring).  Nystatin 


eliminates  the  bacteria,  but  not  the 
(center)eliminate  both  the  bac- 
monilia,  but  not  the  bacteria  (haze). 
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Meti-Derm  cream  0.5% 

water  washable  — stainless  (Meticortelone,  free  alcohol) 

Meti-Derm  ointm 

5 mg.  Meticortelone  and  5 mg.  Neomy.cin  Sulfate 
for  comprehensive  topical  therapy 

each  in  lO  Gm.  tubes 

Meti-Derm,*  brand  of  prednisolone  topical. 

, Meticortelone,®  brand  of  prednisolone. 

•T.«. 

if  ■ 


ENT  0.5% 

with  Neomycin 


»* 


/ 


s 

KwXimple  vomiting  of  preg- 
nancy occurs  in  about  50  per 
cent  of  all  pregnant  women. 

“ . . . the  patients  who  vomit 
upon  the  change  of  position 
respond  well  to  Dramamine 
when  given  in  doses  of  50  mg. 
three  times  daily.” 

Slovin,  I.:  The  Early  Toxemias 
of  Pregnancy,  Delaware  State 
M.  J.  25:48  (Feb.)  1953. 


Nausea  and  Vomiting 
of  pregnancy 


-foa  dnjDLrrtwJlcy 

Dramamine6 

Brand  of  Dimenhydrinate 
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—like  some  drugs— can  cause  side  effects  that 
may  force  your  patient  to  discontinue  treatment 


A reducing  regimen  that  is  dependent  on  diet  alone 
is  frequently  complicated  by  psychic  side  effects — 
irritability,  psychogenic  weakness  and  fatigue. 

The  smooth  and  subtle  effect  of  ‘Dexamyl’  on  extremes 
of  mood  can  encourage  your  overweight  patient  to 
practice  the  dietary  discipline  necessary  for  weight 
loss.  Furthermore,  because  of  its  Dexedrine* 
component,  ‘Dexamyl’  exerts  a specific  inhibitory 
effect  on  appetite. 


DEXAMYL* 


tablets — elixir — Spansule t capsules 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Each  ‘Dexamyl’  Tablet  or  teaspoonful  (5  cc.)  of  the  Elixir  supplies: 
‘Dexedrine’  (dextro-amphetamine  sulfate,  S.K.F.),  5 mg.;  amobarbital,  14  gr. 

‘Dexamyl’  Spansule  capsules  are  available  in  two  strengths:  (1)  ‘Dexedrine’,  10  mg.; 
amobarbital,  1 gr.  (2)  ‘Dexedrine’,  15  mg.;  amobarbital,  1}^  gr. 

*T.M.  Reg.  U.S.  Pat.  Off.  fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


. 1 


l If 


. 


i'linor 

min 

0 0 J 1 • 

“the  only  one 
of  its  kind" 

NEW 

ACHROMYCIN 

TETRACYCLINE  BUFFERED  WITH  SODIUM  111 

* * 
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19  Hill 
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chemically 

¥ conditioned 

for  greater  clinical 
efficiency 
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GREATER  ANTIBIOTIC  ABSORPTION  FASTER  BROAD-SPECTRUM  ACTION 


f Urine  Excretion  Study  demonstrates 

that  more  Tetracycline  is  absorbed  from 

ACHROMYCIN  V 

g 140  one  250  mg.  capsule 

§ m 119.8  mg.  <24 

i ' 1 s 100  - 


METAPHOSPHATE 


£ 80  • 


52.5  mg. 


ACHROMYCIN  V 


ACHROMYCIN 


Average  Blood  Levels  at  1,  3 and  6 hours 

ACHROMYCIN  V vs.  ACHROMYCIN 

one  250  mg.  capsule 


6 Hours 
ACHROMYCIN 


achromycin  v admixes  sodium  metaphosphate  with 
tetracycline,  achromycin  v provides  greater  antibiotic 
absorption/faster  broad-spectrum  action  and  is  indicated 
for  the  prompt  control  of  infections,  seen  in  everyday  practice, 
hitherto  treated  with  other  broad-spectrum  antibiotics. 
Available:  Bottles  of  16  and  100  Capsules. 

Each  capsule  (pink)  contains: 

Tetracycline  equivalent  to  tetracycline  HCI..250mg. 

Sodium  metaphosphate 380  mg. 

achromycin  v dosage:  6-7  mg.  per  lb.  of  body  weight  per  day 
for  children  and  adults. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 

*Reg.  U.S.  Pat.  Off. 
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Three  essential  steps 
in  establishing  correct 
eating  patterns: 


A BALANCED 
EATING  PLAN'23 


SELECTIVE 
MEDICATION123 


SUPERVISION 
BY  THE 

PHYSICIAN23 


In  the  development  and 
maintenance  of  good  eating 
habits,  there  are  three 

essentials:  support  and 
supervision  by  the  physician, 
a balanced  eating  plan,  and 

selective  medication.1 2 3 


OBEDRIN  PROVIDES: 

• Methamphetamine  for  its  anorexigenic  and  mood-lifting  effects. 

• Pentobarbital  as  a balancing  agent,  to  guard  against  excitation. 

• Vitamins  Bj  and  B2  plus  niacin  to  supplement  the  diet. 

• Ascorbic  acid  to  aid  in  the  mobilization  of  tissue  fluids. 


Since  Obedrin  contains  no  artificial 
bulk,  the  hazards  of  impaction  are 
avoided.  The  60-10-70  Basic  Plan  pro- 
vides for  a balanced  food  intake,  with 
sufficient  protein  and  roughage. 


1.  Eisfelder,  H.W.:  Am.  Pract.  & 
Dig.  Treat.  5:778  (Oct.  1954). 

2.  Freed,  S.C.:  G.P.  7:63  (1953). 

3.  Sherman,  R.J.:  Medical  Times, 
52:107  (Feb.  1954). 


and  the  60-10-70  Basic  Plan 


FORMULA: 

Semoxydrine  HC1  (Methamphetamine  HC1)  5 mg.;  Pentobarbital  20  mg.;  Ascorbic 
acid  100  mg.;  Thiamine  mononitrate  0.5  mg.;  Riboflavin  1 mg.;  Niacin  5 mg. 

Write  for  60-10-70  Menu  pads,  weight  charts  and  clinical  supply  of  Obedrin. 

THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 


1542 


in  arthritis , BUFFERIN®  because . . . 


...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

. . . Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 


...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  individual  dosages. 

. . . Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 

Each  sodium-free  BUFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 


Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 


1543 


BIRTCHER 


ELECTRO-SURGICAL  UNIT 


designed  for  the 
surgeon  whose  patients 
can  afford  the  best 

The  “Personally  Certified” 
Electro-Surgical  Unit  is 
designed  to  give  a quarter 
century  of  superb  performance 
in  Hospital  duty  ...  in  all 
technics  from  the  most 
delicate  brain  surgery  to  the 
demanding  requirements  of  a 
T.U.R.  Hundreds  are  now  in 
their  ninth  year  of  use 
without  service. 

* “Personally  Certified”  means 
that  each  and  every  machine 
has  been  operated  in  simulated 
surgical  procedures,  in  every 
variation,  by  Cecil  Birtcher. 


ANY  OF  THE  SURGICAL  SUPPLY  DEALERS  LISTED  BELOW  WILL  SUPPLY  TECHNICAL  INFORMATION 
AND  ARRANGE  A DEMONSTRATION  OF  THE  BIRTCHER  “PERSONALLY  CERTIFIED"  SURGICAL  UNIT 


ALBANY,  NEW  YORK 

T.  J.  Noonan  Co.,  Inc.,  Loudon  Shopping  Center— Route  9 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

BROOKLYN,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  YORK  CITY,  NEW  YORK 

Falk  Surgical,  1430— 3rd  Ave. 

J.  A.  Preston  Corporation,  175— 5th  Ave. 

NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

ROCHESTER,  NEW  YORK 

Surgical  Supply  Center 

Paine  Drug  Co.,  15  Henrietta  Street 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  92  3.  480  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 
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in  acute 
subdeltoid 
bursitis 

clinical  response  follows  a pattern1... 

Pain  is  relieved,  function  returns,  swelling  subsides 
and  tenderness  disappears.1  Usually,  relief  is  mani- 
fest in  one  or  two  days  and  complete  within  a week. 

MY-B-DEN 

( adenosine-5-monophosphate ) 

systemic  muscle  adenylic  acid  therapy 

and  in  chronic  calcific  bursitis . . . 


0 


An  average  of  9 injections  of  My-B-Den  produced 
subjective  and  objective  improvement  in  31  of  36 
patients,  the  majority  of  whom  had  not  previously 
experienced  any  change  in  their  “complaint- 
disability”  patterns  over  periods  of  months  to  years.2 

Write  for  brochure  and  dosage  schedules. 

1.  Rottino,  A.:  Journal-Lancet  71:231,  1951. 

2.  Susinno,  A.  M.,  and  Verdon,  R.  E.:  J.A.M.A.  15-4:239,  1954. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 
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Conservative  therapy 

in  hypertension 

can  be  made  more  effective 


IN  MANY  OF  YOUR  HYPERTENSIVE  PATIENTS,  conservative  treatment  with  reserpine  can  be 
made  more  effective  by  placing  the  patient  on  safe  combination  therapy. 

EFFECTIVE.  When  combined  with  reserpine,  the  blood  pressure 
lowering  effects  of  protoveratrines  A and  B can  be  achieved  with 
smaller  dosage,  and  with  marked  decrease  in  annoying  side  actions. 

SAFE.  Veralba/R  is  many  physicians’  choice  of  combination  therapy. 
It  can  be  used  routinely  without  causing  postural  hypotension  or 
impairing  the  blood  supply  to  the  heart,  brain  and  other  vital 
organs.  Dosage  is  simple. 

ACCURATE.  Veralba/R  potency  is  precisely  defined  by  chemical 
assay.  All  active  ingredients  are  in  purified,  crystalline  form. 

Each  Veralba/R  tablet  contains  0.4  mg.  of  protoveratrines  and 
0.08  mg.  of  reserpine.  Bottles  of  100  and  1000  scored  tablets. 

’Trademark 


PITMAN -MOORE  COMPANY,  Division  of  Allied  Laboratories,  Inc.,  Indianapolis  6,  Indiana 
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■MBT 


appetites 

with 


LYSINE-VITAMIN  SUPPLEMENT  LEDERLE 


Finicky  eaters  are  headed  for  a fast  nutritional 
build-up  with  Incremin  — tasty  appetite  stimulant. 

Incremin  offers  1-Lysine  for  improved  protein 
utilization,  and  essential  vitamins  for  their  stimu- 
lating effect  on  appetite. 

Tasty  Incremin  is  available  in  either  Drops  or 
Tablets.  Caramel-flavored  Tablets  may  be  orally 
dissolved,  chewed  or  swallowed.  Cherry-flavored 
Drops  may  be  mixed  with  milk,  formula  or  other 
liquid.  Tablets:  bottles  of  30.  Drops:  plastic  drop- 
per-type  bottle  of  15  cc.  - 

Each  Incremin  Tablet 

or  each  cc.  of  Incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (Bn)  5 mg. 

Vitamin  Bi-  25  mcgm.  (Incremin  Drops  contain  1% 
Thiamine  (BO  10  mg.  alcohol) 

Dosage:  only  1 Incremin  Tablet  or  10-20  Incremin 
Drops  daily. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 
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DIAGNOSIS  * THERAPY 


ALLERCENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  ji:  86;  May  1954 
Mechaneck.  I.,  Annals  of  Allergy;  12:  164:  March  1954 
Rosen,  F.  L.,  J.  Med.  Soc.  N.  J.;5I:  110:  March  1954 
Mueller,  H.  L..  & Hill.  L.  W.:  N.  E.  J.  of  Med;  249:  726.  1953 


Gives  little  boys  big  appetites 


CYANOCOBALAMIN  (CRYSTALLINE  VITAMIN  B12) 

When  appetites  lag,  REDISOL  as  a dietary  supplement  will 
often  stimulate  new  interest  in  food.  Weight  gain  follows  in- 
creased food  intake.  Cherry-flavored  REDISOL  Elixir  and  sol- 
uble REDISOL  Tablets  readily  mix  with  liquids. 

MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1.  PA. 
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Rauwiloid 

A Better  Antihypertensive 

“We  prefer  to  use 

alseroxylon  (Rauwiloid) 

since  it  is  less  likely  to  produce  excessive  fatigue  and 
weakness  than  does  reserpine.”1  Up  to  80%  of  patients 
with  mild  labile  hypertension  and  many  with  more 
severe  forms  are  controlled  with  Rauwiloid  alone. 

1.  Moyer,  J.H.:  J.  Louisiana  M.  Soc. 

108: 231  (July)  1956. 


A Better  Tranquilizer,  too 

"...relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.”2  Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  unre- 
lated diseases  not  necessarily  associated  with  hy- 
pertension but  burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas  M.  Soc. 

57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 

After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

hfauwiloid  +Veriloid® 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon) and  3 mg.  Veriloid  (alkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 

Riker  LOS  ANGELES 
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&ANNON 

Prune  ^/hip  \ 

J 

£ — ( 


.effective 

for 

constipation 


Hospital  Report  Reveals 
Dannon  Prune  Whip  Yogurt 
Successful  in  95%  of  Chronic  Cases 
When  Taken  Every  Night  for  3 Weeks 


An  important  study 
of  chronic 
constipation  at  a 
New  York  hospital 
discloses  these 
Striking  results:* 


In  a group  of  194  chronically  ill  patients,  averaging  71.6  years  of  age, 
regular  feeding  of  Dannon  Prune  Whip  Yogurt  produced  excellent 
results.  Completely  normal  bowel  habits  were  re-established  in  187 
patients,  or  95.8%.  They  required  no  laxatives  during  the  period  of 
administration.  Improvement  in  skin  tone,  seborrheic  dermatitis, 
intestinal  stasis  and  pruritus  ani  were  also  noted. 


Here  is  a natural,  physiological  approach  which  offers  an  effective  solution  to  the  widespread 
problem  of  faulty  evacuation. 

Dannon  Prune  Whip  Yogurt  is  a smooth,  custard-like  milk  food— highly  palatable.  Made  from 
fresh  milk,  with  about  50%  of  the  butterfat  removed,  it  is  low  in  calories,  high  in  nourishment 
and  has  the  delicious  flavor  of  old-fashioned  prune  whip.  You  may  recommend  Dannon  Prune 
Whip  Yogurt  for  your  most  stubborn  constipation  cases  with  the  same  gratifying  results 
described  in  the  above  report.  Prescribed  regimen  is  to  eat  one  container  nightly  before  bedtime, 
for  three  weeks. 

cFerrer.  F.  P..  and  Boyd.  L.  J.:  Am.  J.  Dig.  Dis.,  22:272,  1955 


For  literature,  write  Dannon  Milk  Products,  Inc.,  22-11  38th  Avenue,  Long  Island  City  1,  N.  Y. 
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Ten  years  ago,  only  one  in  four  cancer  patients  was  being  saved.  Steadily 
since  then,  heart-warming  progress  has  been  made.  Today,  with  450,000 
new  cancer  cases  estimated  for  1957,  you,  their  physician,  can  expect  to 
save  one  in  three  of  these  patients. 

Many  factors  contribute  to  this  success  — your  leadership,  a more  aware 
public,  improved  methods  and  techniques  of  detection,  diagnosis  and  treat- 
ment. There  is  every  reason  to  expect  this  progress  to  continue  to  the  point 
where  half  of  those  stricken  by  cancer  will  be  saved.  As  yet,  science  does 
not  have  the  know-how  to  save  the  other  half. 

That  knowledge  will  be  gained  — and,  indeed,  the  riddle  of  cancer  itself, 
will  one  day  be  solved  in  the  research  laboratories.  To  continue  to  support 
this  vital  work,  as  well  as  to  carry  on  its  dynamic  education  and  service 
programs,  the  American  Cancer  Society  is  seeking  $30,000,000.  We  are 
again  appealing  to  the  public  to  “fight  cancer  with  a checkup  and  a check.” 

The  check  is  insurance  for  tomorrow.  The  insurance  for  today  is  largely 
in  your  hands,  doctor.  Fighting  cancer  with  a checkup  is  our  immediate  hope 
for  saving  lives. 


AMERICAN  CANCER  SOCIETY 
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SWIFT  RELIEF 
OF  PELVIC  SYMPTOMS- 
FREQUENCY,  URGENCY, 
DYSURIA,  STRAINING, 
SENSATION  OF 
INCOMPLETE  EMPTYING; 
REFERRED  PAIN 
TO  ABDOMEN,  PELVIS, 
LUMBOSACRAL 
REGION,  AND 
UPPER  THIGHS; 
SUPRAPUBIC  PAIN 


These  symptoms  are  frequently  due  to  an 
unsuspected  urethritis,  which  yields 
quickly  to  furacin  Urethral  Suppositories. 
Insertion  of  these  suppositories  provides 
gentle  dilation;  the  anesthetic,  diperodon, 
affords  prompt  and  sustained  relief  of  pain 
The  antibacterial,  furacin.  achieves  wide- 
spectrum  bactericidal  action  without  tissue 
toxicity.  Indicated  for  bacterial  urethritis, 
and  for  topical  anesthesia  and  prophylaxis 
of  infection  before  and  after  instrumen- 
tation. Each  suppository  contains  furacin 
0.2%  and  2%  diperodon  • HCI  in  a water- 
dispersible  base.  Hermetically  sealed, 
box  of  12. 

FURACIN®  URETHRAL 

BRAND  OF  NITROFURAZONE  SUPPOSitOTieS 

Also  available:  FURACIN  VAGINAL  SUPPOSITORIES 


1552 


\ 

anything  NEW  for  dizziness? 


YES. 


vertigo 

(AND  A GLANCE  AT  THE  FORMULA  SHOWS  2 REASONS  WHY) 

each  tablet  contains: 

MECLIZINE  (12.5  mg.) — specifically  sup- 
presses labyrinthine  irritation1 

+ 

NICOTINIC  ACID  (50  mg.)  — for  prompt 
increase  of  cerebral  blood  flow2 

Proof?  Try  antivert  on  your  next  vertig- 
inous patient.  One  tablet  t.i.d.  before  meals. 

In  bottles  of  100  blue-and-white  scored  tab- 
lets. Rx  only. 


Pract  4:9  (July)  1954.  2.  Williams, 
Henry  L : J Michigan  State  Med. 
Society  51:572-576  (May)  1952. 


VERTIGO  IN  GERIATRICS 

amtvert  is  particularly  useful  for  the  relief 

of  vertigo  in  the  aging. 


CHICAGO  11,  ILLINOIS 

1.  Weil,  L.  L. : J.  Florida  Acad.  Gen. 
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Why  are  PERCODAN’ 

Tablets  better  for  pain? 


SPEED 

OF 

ACTION 

WITHIN 

5-15  MINUTES1'3 

DURATION 

OF 

EFFECT 

6 HOURS 
AND  LONGER1'3 

THOROUGHNESS 

OF 

PAIN  RELIEF 

USUALLY 

COMPLETE15 

INCIDENCE 

OF 

CONSTIPATION 

RARE1'3 

almost 
immediate 
relief  of  pain 


sleep 

uninterrupted 
by  pain 


reliability 

of 

pain  relief 


excellent  for 
chronic  and 
bedridden 
patients 


-s 


Average  adult  dose:  1 Percodan*  Tablet  every  6 hours. 

Supplied:  Scored,  yellow  oral  tablets,  containing  salts  of  dihydrohy- 
droxycodeinone  and  homatropine,  plus  APC.  May  be  habit-forming. 
Percodan  Tablets  are  available  at  all  pharmacies. 


References:  1.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Indust.  Med.  23:510,  1954. 
2.  Blank,  P.,  and  Boas,  H.:  Ann.  West.  Med.  & Surg.  6:376,  1952.  3.  Chasko,  W.  J.: 
J.  District  of  Columbia  Dent.  Soc.  31:3,  No.  5,  1956.  4.  Cass,  L.  J.,  and  Frederick, 
W.  S.:  M.  Times  84:1318,  1956.  5.  Bonica,  J.  J.:  GP  10:35,  No.  5,  1954. 


£ndo 


ENOO  LABORATORIES.  Richmond  Hill  18,  New  York 

*U.S.  Pat.  2.628.185 
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'Roche’  announces. . . 


Here  is  antibacterial  cross  fire  to  check  many 
systemic  and  local  infections.  Gantrimycin  com- 
bines the  modern,  broad-spectrum  sulfonamide, 
Gantrisin,  with  the  new  and  dramatic  antibiotic, 
oleandomycin. 

Gantrimycin  is  effective  against  both  gram-posi- 
tive and  gram-negative  organisms.  Of  special 
significance  ...  its  antibacterial  spectrum  in- 
cludes staphylococci  which  display  increasing 
resistance  to  penicillin  and  most  other  antibiotics 
...  a timely  and  well  calculated  approach  to  the 
mounting  problem  of  drug  resistant  pathogens. 
Gantrimycin  is  well  tolerated  with  little  evidence 
of  cross  resistance  with  most  other  antibiotics. 

Each  Gantrimycin  tablet  contains  333  mg  Gantrisin 
and  75  mg  oleandomycin  (in  the  form  of  the  phosphate 
salt);  supplied  in  bottles  of  50. 


HOFFMANN  - LA  ROCHE  INC 


NUTIEY  . N.  J. 


Gantrisin® —brand  of  sulfisoxazole  GantrimycinTM- 
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tomorrow’s  sulfa 

is  here 


an  entirely  new,  readily  soluble, 
single  sulfonamide  exhibiting 

excellent  antibacterial  action  at 
radically  reduced  dosage 


low  dosage:  total  maintenance  dose  only  2 tablets  daily. 
solubility:  prompt  absorption,  ready  diffusion  into  body 
fluid  and  tissue. 

prolonged  action:  therapeutic  blood  levels  within  the 
hour,  blood  concentration  peaks  within  2 hours  — 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  a single  oral 
dose  of  1 Gm. 

BROAD-RANGE  EFFECTIVENESS:  KYNEX  is  particularly 
efficient  in  urinary  tract  infections  due  to  sulfonamide-sen- 
sitive organisms,  including  E.  coli,  Aerobacter  aerogenes, 
paracolon  bacilli,  streptococci,  staphylococci,  Gram-negative 
rods,  diphtheroides  and  Gram-positive  cocci. 


safety:  Kynex  offers  a margin  of  clinical  safety  based 
on  low  required  dosage,  solubility,  slow  excretion  rate.  Al- 
though Kynex  Sulfamethoxypyridazine  is  a sulfonamide  de- 
rivative and  the  usual  precautions  regarding  such  drugs 
should  be  observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that 
is  required  for  therapeutic  blood  levels.  No  increase  in  dos- 
age is  recommended. 

convenience:  The  low  adult  dose  of  1 Gm.  (2  tablets)  per 
day  offers  optimal  convenience  and  acceptance  to  patients. 
tablets:  Each  contains  0.5  Gm.  UV2  grains)  sulfameth- 
oxypyridazine. Bottles  of  24  and  100. 
syrup:  Each  teaspoonful  (5  cc.)  contains  250  mg.  sulfa- 
methoxypyridazine. Bottle  of  4 f I.  0 z. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 


from  allergic  effects  of  pollen 

CO-PYRONIL 

(Pyrrobutamine  Compound.  Lilly) 

— with  minimal  side-effects 

This  is  the  season  when  we  all  yearn  for  escape  from 
everyday  life,  to  “commune  with  nature.”  But,  to  the 
one  allergic  to  pollen,  this  craving  is  usually  easier  to 
endure  than  the  penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

Supplied:  Pulvules,  pe-  ‘Co-Pyronil’  combines  the  complementary  actions  of 

diatric  pulvules,  and  sus-  a rapid-acting  antihistaminic,  a long-acting  antihista- 

pension.  minic,  and  a sympathomimetic. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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EDITORIALS 


Bureau  of  Industrial  Health  and  Workmen’s  Compensation 


Industrial  medicine  is  here  upon  us.  The 
speed  with  which  it  has  arrived  lias  baffled  us 
as  a medical  profession.1 

Medical  service  is  needed  in  industry  today 
as  never  before.  In  many  parts  of  the  country 
industry  has  just  begun  to  awaken  to  this 
need.  The  medical  profession  is  yet  largely 
unaware  of  it.2 

The  combined  efforts  of  Dr.  Peter  J.  Di 
Natale,  chairman  of  the  Council  Committee 
on  Industrial  Health,  and  Dr.  Gerald  D. 
Dorman,  chairman  of  the  Council  Committee 
on  Workmen’s  Compensation,  have  resulted 
in  a step  forward  in  an  effort  to  bring  better 
health  to  the  worker  and  a better  under- 
standing to  the  physician  of  the  scope  of  in- 
dustrial health. 

Industrial  health  is  pointed  to  the  deter- 
mination of  the  causes  and  prevention  of  in- 
juries and  illnesses.  Workmen’s  compensa- 
tion is  designed  to  take  care  of  the  halt  and 
the  ill  after  an  injury  has  been  sustained. 

For  several  years  your  State  Medical  So- 
ciety has  attempted  to  institute  a Bureau  of 
Industrial  Health  as  part  of  its  function. 
This  goal  has  been  reached  recently  in  the 
appointment  of  Anthony  A.  Mira,  M.D.,  as 
the  director  of  the  combined  bureaus  of  In- 

1  Givan,  T.  B. : New  York  State  J.  Med.  57:  876  (Mar. 
1)  1957. 

2 Dr.  William  P.  Shepard,  chairman  of  Council  on  Indus- 
trial Health,  American  Medical  Association. 


dustrial  Health  and  Workmen’s  Compensa- 
tion. Dr.  Mira  was  formerly  medical  direc- 
tor of  the  Sun  Chemical  Corporation,  Gim- 
bel  Brothers,  and  of  the  Department  of  Wel- 
fare of  the  City  of  New  York.  He  brings  to 
this  work  a wide  experience  in  the  field  of  in- 
dustrial health,  as  well  as  a close  and 
sympathetic  relationship  to  the  medical 
profession. 

Dr.  David  J.  Kaliski,  for  nearly  twenty- 
five  years  director  of  the  Bureau  of  Work- 
men’s Compensation,  is  now  retiring  and  will 
serve  as  consultant  and  adviser  throughout 
this  year. 

Your  State  Medical  Society  will  now  at- 
tempt to  assume  a place  in  the  field  of  in- 
dustrial and  occupational  medicine.  An  at- 
tempt will  be  made  to  have  physicians  and 
county  medical  societies  participate  more 
actively  in  the  problems  of  medical  care  and 
also  of  preventive  medicine  and  rehabilita- 
tion relating  to  the  workers  of  our  State. 

The  functions  of  the  Workmen’s  Compen- 
sation Bureau  will  continue,  it  is  hoped,  in 
the  thoroughly  competent  and  extremely 
well-conducted  manner  in  which  Dr.  Kaliski 
served  so  long  and  so  well. 

Increased  education  is  necessary  for  all, 
the  physician,  management,  and  labor — by 
all  means  and  media  of  publicity — in  order  to 
accomplish  our  goal  in  this  field. 


Editorial  Comment 


Incomplete  Medical  Reports.  The  news- 
letter of  United  Medical  Service1  calls  to  the 
attention  of  physicians  some  of  the  reasons 
why  payment  of  medical  claims  is  delayed  or 
rejected.  We  are  pleased  to  reprint  this 
material  in  the  hope  that  a little  closer  atten- 
tion to  detail  in  preparing  the  claims  may 
lessen  the  disappointments  to  subscribers 

1 U.M.S.  Newsletter,  Dec.,  1956,  vol.  2,  no.  4. 


now  reaching  the  neighborhood  of  8,000  a 
month. 

What  are  the  most  common  reasons  why 
many  Medical  Reports  cannot  be  processed  or 
why  many  of  them  cannot  be  honored?  A few 
are  listed  below.  There  are  many  other  rea- 
sons which,  while  not  so  frequent,  are  responsi- 
ble for  a considerable  percentage  of  the  total 
number  of  delays  or  rejections  each  year.  The 
figure  in  brackets  after  each  reason  listed  here 
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indicates  the  number  of  Medical  Reports  re- 
jected or  questioned  during  the  third  quarter 
of  1956. 

1.  The  subscriber  eligible  for  in-hospital 
medical  care  received  such  care  outside  a hos- 
pital (3,896). 

2.  The  patient  is  not  a member  of  Blue 
Shield  or  Blue  Cross  (2,838). 

3.  The  subscriber  eligible  for  surgical  care 
only  received  nonsurgical  care  (2,712). 

4.  No  specific  illness  or  injury  reported 
(1,490). 

5.  The  patient’s  contract  with  U.M.S.  has 
been  cancelled  (1,432). 

6.  Maximum  benefits  for  the  contract  year 
have  already  been  paid  to  the  subscriber 
(1,183). 

7.  Benefits  not  provided  for  x-ray  examina- 
tions (1,052). 

8.  Duplicate  Medical  Reports  submitted 
(989). 

Surprisingly  enough,  many  Medical  Reports 
have  to  be  returned  because  the  subscriber  did 
not  complete  his  section  of  the  form  or  because 
the  doctor  forgot  to  sign  his  name  to  the  form. 
It  can  be  seen,  therefore,  that  in  being  careful 
to  check  each  form  before  he  mails  it  to  U.M.S. , 
the  doctor  can  save  himself  both  time  and  effort 
and  insure  prompt  handling  of  the  Medical 
Report  and  payment  of  the  allowance  due. 

Over  1,000,000  Medical  Reports  Processed 
Avnually 

At  the  present  time  U.M.S.  processes  nearly 
4,500  Medical  Report  Forms  every  working 
day — over  one  million  a year.  During  the 
past  few  months  approximately  10  per  cent  of 
them  have  had  to  be  questioned,  returned  to 
the  doctors  for  completion,  or  rejected  for  one 
reason  or  another.  Based  on  the  average  num- 
ber of  working  days  each  month,  this  represents 
over  8,000  monthly  or  between  22,500  and 
25,000  each  quarter. 

As  a nonprofit,  community  service  organiza- 
tion U.M.S.  is  particularly  mindful  of  costs. 
Every  effort  is  made  to  keep  expenses  as  low 
as  possible  in  order  to  provide  maximum  bene- 
fits and  allowances  at  minimum  cost  to  sub- 
scribers. While  this  is  a particularly  serious 
problem  to  U.M.S.,  it  should  also  concern 
physicians.  The  great  number  of  requests  for 
benefits  that  have  to  be  questioned  or  rejected 


can  involve  doctors  in  much  time-consuming 
correspondence  and  may  have  an  effect  on  the 
normal  and  harmonious  doctor-patient  rela- 
tionship. As  a Blue  Shield  subscriber,  the 
patient  tends  to  blame  his  doctor,  U.M.S.,  or 
both  when  his  request  for  benefits  has  been  re- 
jected or  held  up  pending  receipt  of  further  in- 
formation. For  the  sake  of  all  concerned, 
therefore,  every  effort  should  be  made  to  re- 
duce the  present  heavy  rejection  rate  of  U.M.S. 
Medical  Reports. 

The  guide  to  the  new  and  simplified  Medical 
Report  Form  which  will  soon  be  sent  to  all 
doctors  should  be  of  considerable  help  in  reduc- 
ing the  number  of  Medical  Reports  that  must 
be  questioned  or  rejected.  Doctors  will  be 
helping  themselves  and  their  patients  if  they 
keep  in  mind  that  U.M.S.  cannot  process  a 
request  for  benefits  and  send  out  an  allowance 
check  unless  the  Medical  Report  Form  is  ac- 
curately and  completely  filled  out.  If  each 
physician  will  carefully  check  his  reports  before 
mailing  them,  he  will  enable  U.M.S.  to  expedite 
payment,  to  furnish  the  correct  allowance,  and 
to  help  reduce  administrative  and  operating 
costs,  thus  further  insuring  the  financial  stability 
of  New  York’s  Blue  Shield  Plan. 

For  a number  of  years  U.M.S.  has  enjoyed 
an  enviable  reputation  among  doctors  and  Blue 
Shield  subscribers  alike  because  of  its  prompt 
handling  of  requests  for  benefits.  In  93  per 
cent  of  all  cases  allowance  checks  are  mailed 
out  within  ten  working  days  after  the  Medical 
Report  has  been  received.  U.M.S.  is  anxious 
to  maintain  this  prompt  service,  and  physicians 
throughout  this  area  can  do  much  to  insure  the 
continuation  of  Blue  Shield’s  speedy  payment 
program. 

One  way  in  which  each  doctor  can  help  is  to 
be  sure  before  he  sends  in  a Medical  Report 
Form  that  it  is  properly  filled  out. 

It  seems  that  the  inevitable  trend  is 
toward  more  and  more  reports  as  the  pro- 
fession deals  with  a larger  and  larger  number 
of  agencies  both  private  and  governmental. 
Nobody  likes  the  paper  work  necessarily 
involved,  but  nobody  on  the  other  hand 
has  figured  out  a way  to  avoid  it.  If  it  has 
to  be  done,  the  fewer  mistakes  the  better; 
everyone’s  time  is  saved,  costs  are  reduced, 
and  disappointments  are  avoided. 


May  1,  1957 
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Announcement 


The  following  letter  is  printed  for  the  information  of  those  members  of  the  Medical  Society 
of  the  State  of  New  York  who  practice  in  New  York  City: 


Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue 
New  York  16,  New  York 

Gentlemen: 

It  is  called  to  your  attention  for  the  information  of  the  members  of  your  Society  that 
the  New  York  City  Excise  Tax  on  Gross  Receipts  imposed  pursuant  to  the  General 
Business  and  Financial  Tax  Law  is  due  May  15,  1957.  The  tax  is  levied  for  the  privilege 
of  carrying  on  or  exercising  for  gain  or  profit  within  the  City  of  New  York  any  trade, 
business,  profession,  vocation  or  commercial  activity  during  the  period  commencing  July 
1,  1956,  and  ending  June  30,  1957,  or  any  part  thereof.  The  tax  is  computed  on  the  gross 
receipts  for  the  base  period  (measuring  period)  set  forth  in  the  law.  The  base  period  may 
van-  according  to  the  circumstances  of  the  case.  The  calendar  year  1956,  however, 
constitutes  the  base  period  where  the  taxpayer  was  engaged  in  business  or  in  the  practice 
of  his  profession  during  the  whole  of  such  calendar  year. 

In  filing  General  Business  Tax  returns  on  Form  B,  the  physicians  are  required  to  re- 
port thereon  as  Item  4 the  gross  receipts  (gross  fees)  from  the  practice  of  their  profession. 
Dividends  and  interest  received  from  investments  and  profits  derived  from  stock  and 
bond  transactions  should  not  be  included  in  the  measure  of  the  tax  when  filing  General 
Business  Tax  returns  if  such  transactions  are  occasional  transactions  of  a nature  extrane- 
ous to  the  taxpayer’s  regular  activities.  In  reporting  gross  receipts,  no  deduction  may 
be  taken  for  salaries,  rent  and  other  office  expenses.  The  current  tax  rate  is  y4  of  1 per 
cent. 

No  tax  is  imposed  when  the  gross  receipts  do  not  exceed  $10,000,  and  no  return  need 
be  filed  in  such  cases.  There  is,  however,  no  specific  exemption  of  $10,000  provided  by 
law,  and  all  persons  having  gross  receipts  in  excess  of  $10,000  must  report  the  full  amount 
of  their  receipts. 

The  return  must  be  filed  on  or  before  May  15,  1957,  with  the  City  Collector  in  the 
borough  in  which  the  taxpayer  maintains  his  office.  A remittance  for  the  total  amount  of 
tax  due,  drawn  to  the  order  of  the  City  Collector,  must  accompany  the  return  when  filed. 
Form  B for  filing  this  return  will  be  mailed  to  all  taxpayers  who  have  filed  returns  in 
prior  years.  This  office  will  be  pleased  to  furnish  further  information  or  assistance  in  the 
preparation  of  returns. 

Morris  W.  Weiner 
Special  Deputy  Comptroller 

The  City  of  New  York 
Office  of  the  Comptroller 
Bureau  of  Excise  Taxes 
120  West  32nd  Street 
New  York  1,  New  York 
OXford  5-2600 
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The  Doctor  in  CIVIL  DEFENSE 

Civil  Defense  and  Catastrophe  Committee  of  the  Medical 
Society  of  the  State  of  Neiv  York  and  the  Office  of 
Medical  Defense,  New  York  State  Department  of  Health 

j.  g.  fred  hiss,  m.d.,  Syracuse,  Chairman 


MEND  at  the  University  of  Buffalo  School  of  Medicine 


To  most  practicing  physicians  medical  school 
days  are  almost  forgotten.  They  have  been 
busy  keeping  up  with  their  practice  and  with  new 
medical  developments.  It  may  surprise  many 
physicians  to  learn  that  there  have  been  “some 
changes  made”  in  medical  school  teaching.  In 
line  with  the  times  more  and  more  schools  are 
teaching  students  how  to  be  a physician  in  a 
nuclear  age.  Medical  defense  training,  for 
example,  has  achieved  an  accepted  place  in  many 
medical  school  programs.  This  article  describes 
what  has  been  happening  in  this  field  with 
particular  reference  to  the  University  of  Buffalo 
program  for  MEND  (Medical  Education  for 
National  Defense) . 

MEND  is  a United  States  Government- 
sponsored  program  which  grew  out  of  suggestions 
of  a joint  committee  of  the  Association  of 
American  Medical  Colleges,  the  American  Medi- 
cal Association,  and  the  Department  of  Defense. 
Selected  schools  throughout  the  nation  receive  a 


yearly  grant  to  conduct  the  program.  At 
present  35  of  the  nation’s  medical  schools  have  a 
MEND  training  program  which  teaches  students 
how  to  treat  the  masses  of  people  who  might  be 
injured  in  war,  nuclear  attack,  floods,  tornadoes, 
or  other  major  disasters.  In  New  York  State 
three  medical  schools  are  presently  participating 
in  the  program:  Cornell  University,  New  York 
University,  and  the  University  of  Buffalo 
School  of  Medicine. 

Dr.  Stockton  Kimball,  dean  of  the  University 
of  Buffalo  School  of  Medicine,  was  chairman  of 
the  joint  committee  which  recommended  the 
MEND  program,  and  Buffalo  was  one  of  the 
five  schools  in  the  country  to  conduct  the  pilot 
experiment  with  the  new  program.  MEND  is 
now  out  of  the  experimental  stage  and  has  be- 
come an  active  program  at  Buffalo  as  well  as  at 
the  other  schools  that  took  part  in  the  pilot 
study  project. 

At  the  University  of  Buffalo  training  for  medi- 


Fig.  1.  University  of  Buffalo  School  of  Medicine 
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cal  defense  is  integrated  with  the  regular  courses 
rather  than  placed  in  separate  curricula,  except 
in  the  freshman  year  when  students  devote  one 
hour  a week  solely  to  medical  defense.  This 
integration  was  accomplished  by  appointing  a 
coordinator  whose  function  was  to  discuss  the 
program  with  all  instructors  and  help  them 
emphasize  medical  defense  in  their  courses. 
This  was  done  in  both  basic  science  and  clinical 
courses.  In  the  clinical  courses  emphasis  was 
placed  on  traumatic  medicine  and  surgery.  In 
addition,  at  Buffalo,  travel  funds  have  been 
made  available  to  permit  instructors  to  attend 
various  symposia,  some  of  which  are  under  United 
States  Government  sponsorship.  Such  sym- 
posia on  disaster  medicine  have  been  given  at  the 


Fig.  2.  Primary  care  of  the  injured  is  an  important 
topic  in  the  MEND  program. 


Army  Medical  School  on  the  general  subject  of 
mass  management  of  casualties,  including  psy- 
chiatry, transfusion,  shock,  and  chemical  war- 
fare. 

The  University  of  Buffalo  School  of  Medicine 
worked  with  the  Erie  County  Civil  Defense 
jurisdiction  in  planning  the  MEND  program,  and 
the  Erie  County  Commissioner  of  Health  and 
his  deputies  have  been  guest  lecturers. 

Contents  of  Course 

For  the  freshman  class  the  immediate  aim  of 
Medical  Education  for  National  Defense  at 
Buffalo  is  to  train  the  medical  students  to  function 
as  superior  first  aid  workers  in  the  Erie  County 
Civil  Defense  jurisdiction.  Ten  hours  during  the 
year  are  devoted  to  instruction  in  first  aid  and 


Fig.  3.  Teaching  of  proper  care  of  the  injured  at  the 
University  of  Buffalo  School  of  Medicine. 


disaster  medicine,  including  practical  demonstra- 
tions and  applicatory  training  in  the  manage- 
ment of  fractures,  wounds,  burns,  hemorrhage,  etc. 
This  program  is  now  largely  correlated  with 
anatomy.  Next  year  it  is  planned  to  correlate 
the  program  with  physiology  and  biochemistry 
for  the  second  semester.  Evacuation  of  casual- 
ties is  taught  by  Reserve  officers  of  one  of  the 
local  Army  medical  units.  The  course  leads  to 
Red  Cross  First  Aid  Certification  of  freshmen 
medical  students.  On  completion  of  the  course 
they  are  enrolled  in  the  local  civil  defense  organi- 
zation and  receive  a civil  defense  assignment. 

The  remainder  of  the  freshman  course  is 
given  over  to  one-hour  sessions  on  such  subjects 
as  artificial  respiration,  panic,  psychologic  warfare, 
evacuation  of  casualties  and  transportation  of 


Fig.  4.  Junior  and  senior  students  attend  trauma 
conference  at  the  E.  J.  Meyer  Memorial  Hospital. 
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offensive  possibilities  and  potentialities;  and  blood 
transfusions  including  organization  of  blood 
banks.  Plans  have  been  made  for  increasing 
emphasis  on  the  importance  of  immunologic 
prevention  of  disease  among  the  civilian  popula- 
tion which  may  be  uninjured  but  homeless 
following  a disaster. 

All  junior  students  are  given  didactic  lecture 
demonstrations  on  shock  and  hemorrhage  and  the 
management  of  wounds,  burns,  and  musculo- 
skeletal trauma.  In  conjunction  with  a research 
contract  with  the  United  States  Army  all  juniors 
assigned  to  surgery  at  the  Edward  J.  Meyer 
Memorial  Hospital  participate  actively  for  six 
days  in  animal  experiments  concerned  with 
production  and  analysis  of  biochemical  and 

Fig.  7.  Under  the  MEND  program  bacteriology  and 
immunology  receive  special  emphasis. 


physiologic  alterations  in  various  types  of 
traumatic,  anoxic,  and  venous  pooling  shock. 

The  senior  course  in  animal  surgery  at  the 
Buffalo  General  Hospital  includes  care  of  acci- 
dental wounds,  laceration  of  extremities,  stab  and 
gunshot  wounds  of  the  abdomen,  open  wounds  of 
the  chest,  and  tracheostomy  for  laryngeal 
obstruction.  In  these  sessions  the  students  have 
been  confronted  with  surgical  problems  that 
closely  simulate  those  in  human  injury. 

The  students  at  the  General  Hospital  are  also 
given  the  opportunity  to  participate  actively  in 
first  aid  and  minor  surgical  procedures  under 
direct  supervision  in  the  Emergency  Surgery. 
The  seniors  on  surgery  at  the  Buffalo  General 
Hospital  have  eight  consecutive  weeks  of  work  in 
the  Workmen’s  Compensation  Clinic  and  also 


Fig.  5.  At  the  hospital,  medical  students  learn  how 
to  give  primary  care  to  the  injured. 


wounded,  Cleveland  Hill  School  fire,  first  aid  in 
the  prevention  of  shock,  ionizing  radiations, 
chemical  warfare,  Erie  County  civil  defense  plan, 
reports  on  simulated  atomic  attack  on  Buffalo, 
nutrition  in  disaster,  and  medical  aspects  of  the 
atomic  bomb.  These  subjects  are  presented  by 
outstanding  men  in  the  various  fields,  e.g.,  from 
the  Food  Distribution  Center,  the  Cornell 
Aeronautical  Laboratory,  the  American  Red 
Cross,  etc. 

In  the  first  and  second  year  the  following 
MEND  topics  receive  particular  emphasis:  in 
pharmacology — nerve  gases,  carbon  monoxide 
poisoning,  and  radiomimetic  drugs;  in  physiologic 
chemistry — poisons  and  nutritional  factors  (in- 
cluding vitamins);  in  bacteriology  and  im- 
munology— bacteriologic  warfare,  defensive  and 


Fig.  6.  Trauma  conference  is  weekly  session  of  stall 
faculty  members  with  surgical  house  staff  and  students. 
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Fig.  8.  Class  of  medical  students  at  the  University  of  Buffalo. 


individual  sessions  for  one  week  at  the  Republic 
Steel  Company  Clinic. 

Sophomores  in  the  Department  of  Preventive 
Medicine  and  Public  Health  receive  instruc- 
tion in  several  topics  having  national  defense 
significance  including  epidemiology  environmen- 
tal sanitation,  and  the  hazards  of  ionizing  radi- 
ation. 

All  third-year  students  receive  lectures  on  med- 
ical civil  defense.  They  also  spend  six  weeks  on 
psychiatry,  during  which  time  there  is  discussion 
of  such  psychosomatic  problems  as  the  relation- 
ship between  physical  disability  and  the  emo- 
tional consequences,  problems  of  prolonged  con- 
valescence, the  neuroses  of  war,  and  the  need  for 
immediate  treatment  even  at  the  battalion  aid 
station. 

The  junior  and  senior  students  are  confronted 
from  time  to  time  in  the  Trauma  Conference  with 
disaster  possibilities  and  problems  and  the  prin- 
ciples of  handling  traumatic  injuries  resulting 
from  individual  and  mass  destruction,  both  civil 
and  military.  This  conference  is  a weekly  teach- 
ing session  consisting  of  a group  consultation  of 
staff  faculty  members  with  the  surgical  house 
staff  and  students  based  on  current  problems  in 
the  management  of  traumatic  cases.  It  is  occa- 
sionally possible  to  illustrate  the  importance  of 
triage  and  proper  priority  of  treatment  when  a 


number  of  injury  cases  are  admitted  at  the  same 
time. 

Sections  of  the  senior  class  receive  didactic 
lectures  totaling  two  and  a half  hours  on  chest 
trauma,  one  hour  on  hemorrhage  and  shock,  one 
hour  on  abdominal  trauma  and  blast  injuries,  one 
hour  on  first  aid,  and  two  additional  hours  on 
fracture  management  beyond  the  musculoskeletal 
trauma  discussion  given  in  the  junior  year.  The 
entire  senior  class  attends  conferences  of  two 
hours  each  on  hemorrhage  and  shock  and  on 
burns. 

Films  are  used  throughout  the  MEND  pro- 
gram to  supplement  the  other  activities.  Among 
these  are  “Medical  Effects  of  the  Atomic  Bomb, 
Parts  I and  II”  and  “First  Aid  in  the  Prevention 
of  Shock.” 

Program  Accepted 

Student  realization  of  the  importance  of  the 
MEND  program  is  expressed  in  the  first  sentence 
of  a third-year  project  prepared  by  five  students: 
“The  problem  of  medical  defense  against  enemy 
attack  is  one  which  will  in  all  probability  engage 
our  attention  as  civilians  and  as  doctors  for  many 
years  to  come.  It  is,  therefore,  imperative  that 
we  be  prepared  to  meet  any  such  attack  with 
proper  measures  to  insure  the  health  and  lives  of 
the  residents  of  our  community.” 
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Pro-Banthine!.. 

A Primary  Drug  in  Peptic  Ulcer 


Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.:  Pro- 
Banthine  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases.  Am.  J.  M.  Sc.  232: 156 
(Aug.)  1956. 
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The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “Will  l be  able  to  make  it?” 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation. 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate's  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 
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Peritrate8 

(brand  of  pentaerythritol  tetranitrate) 
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The  A.  Walter  Suiter  Lecture 


Steroids  in  Treatment  of  Allergic  Disease 


EMANUEL  SCHWARTZ,  M.D.,  BROOKLYN,  NEW  YORK 

( From  the  Allergy  Division,  Department  of  Medicine,  Long  Island  College  Hospital,  and  the  Department  of 
Medicine,  State  University  of  New  York  College  of  Medicine  at  New  York  City ) 


Since  the  advent  of  ACTII  and  cortisone  there 
has  been  considerable  interest  in  their  uses  in 
allergic  diseases.  These  drugs  afforded  satis- 
factory symptomatic  relief  in  status  asthmaticus, 
bronchial  asthma,1-14  seasonal  and  perennial 
allergic  rhinitis,1516  nasal  polyps,  allergic  der- 
matoses, drug  allergies,  serum  sickness,  Loeffler’s 
syndrome,  and  occasionally  in  collagen  dis- 
eases.17’18 Intensive  investigation  for  newer  and 
better  adrenal  steroids  soon  followed.  The 
differences  in  physiologic  activity  of  the  corti- 
costeroids depend  on  alterations  of  the  chemical 
structures  of  the  steroid  nucleus  and  its  side 
chains.  The  chemical  structures  of  the  corti- 
costeroids are  much  alike.  They  all  have  a 
common  steroid  nucleus;  there  is  a double  bond 
between  carbons  4 and  5;  a double-bonded  oxy- 
gen atom  is  present  at  C-3;  all  are  C-21  oxy- 
steroids  and  have  a ketol  group  at  C-17.  Cor- 
tisone is  characterized  by  the  presence  of  an 
oxygen  atom  at  C-ll  and  a hydroxyl  group  at 
C-17.  Their  presence  is  associated  with  gluco- 
corticoid and  anti-inflammatory  and  antiallergic 
activity. 

In  a relatively  short  period  of  time  newer  and 
better  steroids  were  developed  with  the  aim 
of  increasing  their  potency  and  diminishing 
the  severity  and  frequency  of  side-effects.19-23 
The  substitution  of  a hydroxyl  group  for  the 
oxygen  atom  at  C-ll  in  the  cortisone  structural 
formula  resulted  in  hydrocortisone.  The  addi- 


Presented  at  the  Sesquicentennial  Convention  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City,  General 
Session,  February  20,  1957. 


tion  of  a double  bond  in  ring  A between  C-l  and 
C-2  to  the  cortisone  and  hydrocortisone  struc- 
tures resulted  in  the  formation  of  prednisone 
and  prednisolone,  respectively.  These  drugs  are 
four  to  five  times  more  potent  than  cortisone  or 
hydrocortisone.  The  introduction  of  a fluorine 
atom  into  the  hydrocortisone  structural  formula 
at  C-9  position  increased  the  glucocorticoid  and 
anti-inflammatory  activity  to  several  times  that 
of  hydrocortisone.  However,  it  also  increased 
the  mineralocorticoid  activity  several  times  that 
of  desoxycorticosterone.  Applied  locally  it  is 
useful  in  the  treatment  of  allergic  dermatoses, 
but  because  of  the  production  of  edema  when 
administered  orally,  it  is  contraindicated  in  al- 
lergic diseases. 

More  recently,  16  alpha  hydroxy lation  mark- 
edly decreased  the  mineralocorticoid  activity 
and  abolished  the  sodium-retaining  properties  of 
9 alpha  fluorosteroids  without  destroying  their 
glucocorticoid  activity  and  resulted  in  the 
newest  corticosteroids,  i.e.,  triamcinolone  or 
9 alpha-fluoro-16  alpha-hydroxyl-delta-1  hy- 
drocortisone diacetate.  Other  alterations  pro- 
duced 6 methyl  prednisolone  and  also  a C-21 
fluorinated  steroid.  Alterations  in  chemical 
configurations  of  the  steroid  nucleus  and/or  its 
side  chains  have  increased  the  biologic  activity 
and  maintained  an  adequate  ratio  of  glucocor- 
ticoid to  mineralocorticoid  activity,24  resulting 
in  increased  potency  and  decreased  severity 
and  number  of  side-effects.  These  corticoster- 
oids are  valuable  therapeutic  agents  for  sympto- 
matic relief  in  allergic  states. 
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The  results  obtained  in  the  symptomatic  re- 
lief of  allergic  diseases  with  the  corticosteroids 
far  surpass  those  previously  obtained  with  any 
other  agent  or  procedure.  However,  corticos- 
teroid therapy  is  not  as  ubstitute  for  specific 
treatment  and  should  be  administered  as  a sup- 
plement to  immunologic  management  and  other 
well-established  symptomatic  measures.  Be- 
cause of  the  possible  occurrence  of  adverse  side- 
effects,  the  steroids  are  not  advocated  in  the 
routine  treatment  of  allergic  patients  if  satis- 
factory relief  can  be  obtained  by  elimination  of 
offending  substances,  hyposensitization,  and 
other  drugs  which  are  known  to  give  satisfactory 
symptomatic  relief.  If  the  severity  and  the 
disability  of  the  allergic  state,  i.e.,  in  status  asth- 
maticus  or  chronic  intractable  bronchial  asthma, 
outweigh  the  potential  risks  of  hypercorticism, 
steroid  therapy  may  be  considered. 

In  patients  with  status  asthmaticus,  epineph- 
rine usually  has  become  ineffective,  and  in- 
travenous aminophj'lline  is  of  little  or  no  benefit. 
The  early  use  of  corticosteroids  and  ACTH  is 
indicated  and  gives  satisfactory  relief  in  most 
cases.  Emergency  steroid  therapy  is  indicated 
in  many  of  these  cases.  The  following  are  the 
measures  which  I have  found  to  be  of  most  value 
in  the  treatment  of  status  asthmaticus:  intra- 
venous administration  of  33.4  mg.  of  the  sodium 
salt  of  prednisolone-21-hemisuccinate  in  2 cc.  of 
sterile  water  over  a period  of  approximately  one 
minute  or  the  intravenous  administration  of 
100  mg.  of  the  sodium  salt  of  hydrocortisone-21- 
hemisuccinate  in  2 cc.  of  sterile  water.  With 
intravenous  prednisolone  there  is  less  chance  of 
sodium  retention,  and  the  administration  can  be 
repeated  every  twenty-four  hours  for  two  to 
three  days  if  necessary.  Addition  of  predni- 
solone to  large  volumes  of  infusion  fluid  for  slow 
intravenous  drip  administration  is  not  recom- 
mended because  of  its  limited  chemical  stability 
in  solution.  Prednisolone  should  always  be  used 
within  thirty  minutes  of  its  preparation.  Intra- 
venous prednisolone  or  hydrocortisone  is  more 
rapid  in  onset  of  effect  than  intravenous  ACTH. 
There  is  also  the  possibility  in  some  of  these 
patients  that  the  adrenal  cortex  is  unable  to 
respond  to  stimulation  by  ACTH,  and  the  in- 
creased amount  of  corticosteroids  necessary  for 
the  tissues  during  stress  is  not  forthcoming  from 
the  adrenal  cortex. 

Immediately  after  the  initial  intravenous  pred- 
nisolone or  hydrocortisone,  treatment  can  be 


fortified  by  an  intravenous  infusion  of  1,000  cc. 
of  5 per  cent  glucose  in  water  to  which  20  mg.  of 
ACTH  are  added.  This  infusion  should  be  ex- 
tended over  a period  of  eight  to  twelve  hours  and 
may  be  repeated  in  twelve  to  twenty-four  hours 
in  doses  ranging  from  10  to  20  mg.  of  ACTH  until 
symptoms  are  brought  under  control.  Sustained 
adrenocortical  stimulation  is  produced  in  most 
patients  by  small  doses  of  ACTH  given  by  slow 
intravenous  drip.  The  adrenal  stimulation  de- 
pends to  a great  extent  on  the  duration  of  ad- 
ministration rather  than  on  the  amount  of 
ACTH  given.  Maximal  stimulation  in  the 
eight-hour  period  is  obtained  with  20  mg.  of 
ACTH. 

After  the  acute  phase  has  subsided  and  the 
symptoms  are  under  control,  one  may  change  to 
oral  prednisone  or  prednisolone  with  a daily 
dose  of  20  mg.  for  several  days.  With  definite 
improvement  the  dosage  can  be  gradually 
tapered  off.  If  the  patient  had  chronic  intract- 
able bronchial  asthma  previous  to  the  onset  of 
status  asthmaticus,  prolonged  therapy  with 
steroids  may  be  necessary  to  maintain  sustained 
symptomatic  relief. 

Once  hormone  therapy  is  established,  the 
usual  therapeutic  measures  should  also  be  in- 
stituted, such  as  epinephrine  and  other  bron- 
chodilators,  antibiotics,  iodides,  barbiturates, 
intravenous  aminophylline,  tranquilizers,  and 
oxygen.  Patients  who  have  been  epinephrine- 
fast  or  who  have  failed  to  respond  to  amino- 
phylline  previous  to  hormone  therapy  will 
usually  now  respond  to  these  drugs  once  relief 
has  begun  to  set  in  with  the  steroids.  Morphine, 
morphine  derivatives,  coal  tar  products,  and 
Demerol  are  contraindicated. 

With  the  onset  of  relief  the  usual  therapeutic 
measures  can  be  gradually  discontinued.  After 
the  dose  of  the  steroid  has  been  tapered  off  and 
after  relief  has  been  established,  for  a time  it 
may  be  possible  to  eliminate  hormone  therapy 
entirely,  and  relief  may  then  be  maintained  by 
the  usual  therapeutic  measures. 

Treatment  ivith  Prednisone  and/or 
Prednisolone 

In  January,  1955,  a study  was  undertaken  to 
determine  the  therapeutic  effects  of  prednisone* 
and  prednisolone*  in  patients  with  allergic  dis- 


* Supplied  through  the  courtesy  of  Schering  Corporation, 
Bloomfield,  New  Jersey;  Sharp  & Dohme,  division  of  Merck 
& Co..  Inc.,  Philadelphia.  Pennsylvania,  and  Chas.  Pfizer 
& Co.,  Inc.,  Brooklyn,  New  York. 
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eases.  The  patients  in  this  study  were  either 
from  private  practice  or  from  the  Allergy  Clinic 
of  the  Long  Island  College  Hospital.  They  were 
divided  into  two  groups.  The  first  group  con- 
sisted of  345  patients  with  a duration  of  therapy 
of  from  three  days  to  six  months;  the  second 
group  of  35  patients  were  treated  from  six  months 
to  two  years.  This  afforded  an  opportunity  for 
comparable  studies  of  symptomatic  relief  and 
occurrence  and  severity  of  side-effects  between 
short-term  and  prolonged,  continuous  therapy 
with  these  steroids. 

Prednisone  and  prednisolone  were  adminis- 
tered orally,  and  the  total  daily  dose  was  di- 
vided into  four  doses,  given  at  mealtimes  and 
before  bedtime.  The  proper  dose  was  the  small- 
est amount  necessary  to  produce  the  desired 
symptomatic  relief.  In  this  series  the  initial 
daily  dose  usually  ranged  from  15  to  20  mg.,  and 
the  maintenance  dose  was  usually  from  10  to  15 
mg.  daily.  In  several  patients  a maintenance 
daily  dose  as  low  as  from  7.5  to  2.5  mg.  con- 
trolled symptoms,  and  in  others  occasional  in- 
creases to  25  mg.  daily  were  necessary  to  main- 
tain satisfactory  relief.  Changes  in  dosage  were 
made  every  four  to  seven  days  by  decreasing  the 
daily  dose  by  2.5  mg.  to  arrive  at  a satisfactory 
maintenance  dose. 

In  both  groups  the  corticosteroids  were  only 
used  when  well-established  methods  of  treat- 
ment, such  as  elimination  of  offending  allergens, 
hyposensitization,  and  the  usual  symptomatic 
measures  had  failed.  The  following  conditions 
generally  constituted  contraindications  to  the 
use  of  the  steroids:  Cushing’s  syndrome,  hir- 
sutism, diabetes  mellitus,  peptic  ulcer,  gastro- 
intestinal bleeding,  tuberculosis,  psychosis,  os- 
teoporosis, thromboembolic  phenomenon,  chronic 
renal  disease,  congestive  heart  failure,  and  sig- 
nificant hypertension.  However,  these  con- 
traindications were  more  relative  than  absolute. 
The  decision  to  use  steroids  depended  on  the 
severity  of  the  allergic  manifestation  compared 
to  the  severity  of  the  complicated  disease  and 
the  potential  risk  of  hypercorticism.  If  the  al- 
lergic disease  did  not  respond  to  other  measures 
and  outweighed  the  severity  of  the  complicated 
disease  and  the  risk  of  hypercorticism,  as  was  the 
case  with  several  patients  in  this  study,  predni- 
sone or  prednisolone  was  given. 

The  preventive  measures  included  frequent 
clinical  observation  to  determine  symptomatic 
response  and  the  possible  presence  of  adverse 


effects  and  the  adjustment  of  dosage.  Aware- 
ness of  the  possible  appearance  of  the  symptoms 
and  signs  of  the  common  side-effects  was  a pre- 
cautionary measure.  Some  of  the  adverse  effects 
looked  for  were  hirsutism,  fullness  of  face  or 
“moon  facies,”  fat  pads,  striae,  acne,  pigmenta- 
tion and  other  signs  of  Cushing’s  syndrome, 
gastrointestinal  symptoms,  gastrointestinal  bleed- 
ing, fluid  retention,  presence  of  diabetes  mellitus 
or  steroid  diabetes,  hypertension,  psychic  dis- 
turbances, potassium  deficiency,  osteoporosis, 
thromboembolic  phenonenon,  and  withdrawal 
symptoms  due  to  adrenal  cortical  hypofunction. 

Clinical  observation  and  follow-up  studies 
included  regular  physical  examination  including 
weight  of  patient,  blood  pressure  determinations, 
and  urinalysis  for  sugar  before  and  during  treat- 
ment. With  large  doses  of  the  steroids  or  in 
diabetics,  the  urine  was  examined  daily  and  with 
small  doses  once  weekly.  Pretreatment  x-rays  of 
the  chest  were  obtained  and  on  prolonged  therapy 
were  repeated  every  six  months.  Pretreatment 
x-rays  of  the  spine  were  obtained  in  several 
patients  and  were  repeated  every  three  months 
when  osteoporosis  was  present  and  more  fre- 
quently when  there  were  fractures.  With  long- 
term therapy  x-rays  of  the  spine  were  obtained 
in  uncomplicated  cases  every  six  months.  Pa- 
tients were  examined  frequently,  and  if  infection 
was  present,  supplementary  antibiotics  were 
administered.  ACTH  was  given  for  one  to  four 
days  if  symptoms  of  adrenal  hypofunction  ap- 
peared. 

On  discontinuation  of  the  steroids  or  on  a too 
rapid  decrease  in  dosage,  several  patients  com- 
plained of  tiring  easily,  weakness,  nervousness, 
irritability,  gastrointestinal  disturbances,  and 
sometimes  dizziness.  These  withdrawal  symp- 
toms were  treated  (1)  by  increasing  the  dose  of 
the  steroid  and  then  decreasing  the  dose  once 
more  but  more  slowly,  by  0.5  to  1.0  mg.  every 
four  to  seven  days,  or  (2)  by  giving  ACTH  for 
several  days,  or  (3)  by  both  of  these  methods. 
In  some  cases  the  adrenal  cortex  may  not  respond 
adequately  to  ACTH,  and  an  increase  in  steroid 
dosage  is  the  treatment  of  choice.  In  others 
the  adrenal  cortex  will  respond  to  ACTH,  and  in 
these  cases  the  block  lies  at  the  pituitary  rather 
than  the  adrenal  cortical  level. 

Appearance  of  muscular  weakness,  fatigue, 
restlessness,  or  sweating  was  further  investi- 
gated as  possible  hypopotassemia  by  taking  elec- 
trocardiographic tracings  and  blood  potassium 
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TABLE  I. — Results  op  Treatment  with  Prednisone 
and/or  Prednisolone  in  Allergic  Diseases 


Allergic 

Condition 

Num- 
ber of 
Cases 

/ — Degree  of  Symptomatic — . 
Relief 
Mod- 

Marked  erate  Slight  None 

Side- 

Reac- 

tions 

Bronchial 

asthma 

214 

135 

54 

17 

8 

31 

Seasonal  aller- 
gic rhinitis 

68 

41 

18 

3 

6 

5 

Non-seasonal 

allergic 

rhinitis 

21 

8 

7 

0 

6 

2 

Acute 

urticaria 

6 

3 

3 

0 

0 

0 

Chronic 

urticaria 

8 

1 

3 

1 

3 

2 

Allergic 

eczema 

18 

6 

5 

1 

6 

2 

Contact 

dermatitis 

10 

3 

7 

0 

0 

3 

— 

— 

— 

— 

— 

— 

Total 

345 

197 

97 

22 

29 

45 

determinations.  With  prednisone  and/or  pred- 
nisolone there  was  no  evidence  of  hypopotas- 
semia  in  any  of  these  patients. 

During  stress,  i.e.,  preoperatively  and  post- 
operatively  or  following  an  accident,  the  dose 
of  the  steroid  was  increased.  If  steroids  were 
indicated  in  allergic  disease  complicated  by 
tuberculosis,  antimicrobial  therapy  was  ad- 
ministered; if  complicated  by  peptic  ulcer,  ant- 
acids, ulcer  diet,  cholinergic  blocking  agents,  and 
usually  substitution  of  hydrocortisone  for  pred- 
nisone or  prednisolone  was  prescribed,  and  if 
complicated  by  diabetes,  the  insulin  require- 
ments were  adjusted. 

Short-term  Therapy 

There  were  345  patients  in  this  group.  A total 
of  163  patients  received  prednisone  and  182 
prednisolone.  The  duration  of  treatment  was 
from  three  days  to  six  months.  Prednisone  and 
prednisolone  were  found  to  be  interchangeable 
because  the  degree  of  symptomatic  relief  and 
the  occurrence  and  severity  of  side-effects  were 
approximately  similar  with  both  drugs.  Statis- 
tically they  have  been  grouped  together. 

Symptomatic  relief  usually  began  within 
twenty-four  hours,  occasionally  after  the  first  or 
second  dose,  and  at  times  after  as  long  as  forty- 
eight  hours.  Many  of  these  patients  had  pre- 
viously been  treated  with  cortisone  and  hydro- 
cortisone. Relief  of  symptoms  was  more  com- 
plete and  maintained  for  longer  periods  with 
relatively  small  doses  of  prednisone  and/or 
prednisolone.  Adequate  relief  was  obtained  in 
189  of  214  patients  with  bronchial  asthma;  59 


TABLE  II. — Side-Reactions  of  Prednisone  and/or 
Prednisolone  in  345  Patients  on  Short-Term  Therapy 


Side-Reaction 

Number 

of 

Cases 

Fullness  of  face 

29 

Acne 

5 

Epigastric  distress 

3 

Bloating 

1 

Insomnia 

2 

Substernal  pain 

1 

Palpitations 

1 

Weakness 

1 

Thrombophlebitis 

1 

Hypertension 

1 

Total 

45 

of  68  patients  with  seasonal  allergic  rhinitis;  15 
of  21  patients  with  nonseasonal  allergic  rhinitis; 
six  of  six  patients  with  acute  urticaria;  four  of 
eight  patients  with  chronic  urticaria;  11  of  18 
patients  with  allergic  eczema;  ten  of  ten  patients 
with  contact  dermatitis  (Table  I). 

Side-Reactions. — Of  345  patients  on  pred- 
nisone and/or  prednisolone  therapy  ranging  from 
three  days  to  six  months,  45  developed  adverse 
reactions.  In  most  cases  the  reactions  were 
mild  or  moderate  in  degree.  Their  frequency 
and  severity  were  related  to  the  dosage.  In 
patients  on  20  mg.  daily  the  side-effects  were 
more  frequent  than  in  those  patients  who  re- 
ceived under  10  mg.  daily.  The  side-reactions 
occurring  in  this  group  are  shown  in  Table  II. 
The  most  frequent  side-effect  was  fullness  of  the 
face.  It  occurred  in  29  patients,  but  the  severity 
of  the  allergic  disease  outweighed  the  risk  of 
hypercorticism,  and  the  steroids  were  continued 
in  this  group. 

Acne  occurred  in  five  patients.  Steroids  were 
discontinued  in  two  and  continued  in  three,  one 
receiving  concomitant  tetracycline  therapy  and 
the  other  two  no  other  medication  except  ster- 
oids. In  all  three  the  acne  disappeared  within 
a short  period. 

Epigastric  distress  occurred  in  three  patients. 
Steroids  were  discontinued  in  one  because  of  the 
severity  of  pain.  With  antacids,  ulcer  diet,  and 
a cholinergic  blocking  agent,  the  epigastric 
distress  in  two  patients  disappeared,  although 
the  steroids  were  continued. 

Bloating  occurred  in  one  patient,  insomnia 
in  two,  substernal  pain,  palpitations,  and  weak- 
ness in  one  each.  These  side-effects  disappeared 
on  decrease  in  dosage.  Mild  hypertension  oc- 
curred in  one  patient  but  did  not  necessitate 
discontinuation  of  the  steroids.  Thrombo- 
phlebitis occurred  in  another  patient  who  had 
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had  thrombophlebitis  on  several  occasions  pre- 
vious to  steroid  therapy.  Here  again,  the 
severity  of  the  allergic  disease  outweighed  the 
severity  of  the  complication,  and  the  steroids 
were  continued  in  addition  to  bed  rest  and  anti- 
biotics, with  healing  of  the  thrombophlebitis 
as  in  previous  attacks. 

Noteworthy  is  the  absence  of  edema,  gastro- 
intestinal bleeding,  significant  hypertension  and 
glycosuria,  psychic  disturbances,  and  ecchy- 
motic  skin  lesions  in  this  series  receiving  short- 
term therapy. 

Results  of  Prolonged,  Continuous 
Therapy 

Thirty-five  patients  comprised  this  group. 
Thirty-two  had  chronic,  intractable  bronchial 
asthma,  two  had  severe  perennial  allergic  rhi- 
nitis, and  one  allergic  eczema.  The  duration  of 
therapy  was  from  six  months  to  two  years, 
with  an  average  of  eighteen  months.  All  of  the 
patients  had  been  treated  previously  with  ade- 
quate doses  of  cortisone  or  hydrocortisone. 
After  treatment  was  transferred  to  prednisone 
and/or  prednisolone,  relief  was  more  complete, 
and  adequate  improvement  was  sustained  in  all 
with  the  newer  steroids.  Previously  there  had 
been  frequent  exacerbations  of  the  allergic  dis- 
ease with  sustained  cortisone  or  hydrocortisone 
therapy.  All  patients  in  this  group  experienced 
either  excellent  or  marked  symptomatic  relief. 
The  results  obtained  far  surpassed  those  of  any 
other  previous  treatment. 

Of  the  patients  with  asthma  one  also  had  al- 
lergic eczema,  one  allergic  rhinitis,  and  one 
large  bilateral  nasal  polyps.  In  two  asthma 
patients  the  allergic  disease  was  complicated  by 
aortic  stenosis,  mitral  regurgitation,  and  con- 
gestive heart  failure.  One  of  these  patients  re- 
ceived short-term  therapy,  and  the  other  had 
prolonged,  continuous  therapy.  Another  pa- 
tient on  prolonged  therapy  also  had  aortic  sten- 
osis, congestive  heart  failure,  and  a hiatus 
hernia.  Another  patient  had  an  acute  anterior 
infarction;  in  two  patients  the  asthma  was  com- 
plicated by  diabetes  mellitus  and  in  another  by 
inactive  tuberculosis. 

Side-Reactions. — Of  the  35  patients  15  de- 
veloped adverse  reactions.  The  side-reactions 
in  this  group  are  shown  in  Table  III.  The 
maintenance  dose  ranged  from  5 to  20  mg.  daily, 
and  in  three  patients  it  was  increased  to  25  mg. 
for  two  to  three  days  on  several  occasions. 


TABLE  III. — Side-Reactions  op  Prednisone  and/or 
Prednisolone  in  35  Patients  on  Prolonged,  Continuous 
Therapy 


Side-Reaction 

Number 

of 

Cases 

Fullness  of  face 

6 

Acne 

1 

Epigastric  distress 

2 

Gastrointestinal  bleeding 

1 

Bloating 

I 

Sweating 

1 

Glycosuria 

2 

Diuresis 

2 

Striae 

1 

Total 

17 

In  this  group  of  patients  on  prolonged  con- 
tinuous therapy  there  was  no  evidence  of  fluid 
retention. 

Fullness  of  face  occurred  in  six  patients,  acne 
in  one,  epigastric  distress  in  two,  gastrointestinal 
bleeding  in  one,  bloating  in  one,  sweating  in  one, 
glycosuria  in  two,  and  polyuria  in  two.  In  one 
patient  a pre-existing  hirsutism  was  increased 
during  steroid  therapy.  One  patient  who  had 
fullness  of  the  face  and  acne  also  developed 
violaceous  striae  over  the  lower  abdomen,  the 
flanks,  and  thighs  after  two  years  therapy  with 
prednisone  and  prednisolone  following  eighteen 
months  of  hydrocortisone  therapy. 

In  the  two  patients  who  had  coexisting  dia- 
betes mellitus,  the  insulin  requirements  were  in- 
creased from  20  to  50  units  in  one,  and  in  the 
other,  who  had  previously  required  from  40  to 
60  units,  there  was  no  increase  during  prednisone 
and/or  prednisolone  therapy.  Two  patients  with 
a family  history  of  diabetes  developed  a signifi- 
cant glycosuria.  The  glucose  tolerance  curves 
were  normal  in  both  cases,  and  with  a change 
from  prednisone  and/or  prednisolone  to  hydro- 
cortisone, glycosuria  was  slight  or  absent. 

One  patient  with  chronic  intractable  bronchial 
asthma  complicated  by  pulmonary  productive 
changes  due  to  tuberculosis  was  treated  with 
steroids  and,  in  addition,  dihydrostreptomycin 
and  isoniazid;  there  was  considerable  sympto- 
matic relief  of  the  asthma  and  no  reactivation  of 
the  pulmonary  lesions. 

Another  patient  whose  x-rays  showed  osteo- 
porosis and  fracture  after  one  year  of  cortisone 
therapy  was  continued  on  hydrocortisone,  pred- 
nisone, and/or  prednisolone  therapy  for  another 
five  years  and  has  recently  shown  a slight  in- 
crease in  mineralization  and  density  of  bone. 
Both  ovaries  had  been  removed  six  months 
before  the  onset  of  cortisone  therapy.  After 
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TABLE  IV. — Comparative  Effects  of  Prolonged  Therapt  with  Cortisone.  Hydrocortisone,  Prednisone,  and 

Prednisolone  in  Severe,  Intractarle  Asthma 


Duration 

of 

Therapy  Results  Side-Reactions 


Case  1 — F,  age  38,  asthma  24  years 


Cortisone 

l*/t  years 

Moderate  relief 

Osteoporosis 

Hydrocortisone 

2'/i  years 

Moderate  relief 

Osteoporosis — no  change.  Substernal  pain. 
EKG  normal 

Prednisone 

1 year 

ExceUent  relief 

Osteoporosis — no  change.  Substernal  pain. 
EKG  normal 

Prednisolone 

Total 

1 year 
6 years 

Excellent  relief 

Osteoporosis — no  change.  No  substernal 
pain  for  18  months.  Dec.  24,  1956,  sub- 
sternal pain.  EKG  showed  anterior  in- 
farction 

Comment:  Side-effects  with  cortisone  and  hydrocortisone — osteoporosis  (surgical  removal  of  both  ovaries  6 months  previous 
to  corticosteroid  therapy).  No  change  in  osteoporosis  with  prednisone  and  prednisolone.  Aerosol  arterenol  (50  to  100  times 
daily)  with  cortisone  and  hydrocortisone.  With  prednisone  and  prednisolone  arterenol  decreased  to  2 to  5 times  daily.  Nasal 
polyps  markedly  decreased  in  size,  and  shrinkage  was  maintained  longer  with  prednisone  and  prednisolone.  Mild  hypertension 
previous  to  steroid  therapy.  No  elevation  of  blood  pressure  with  steroids.  On  Dec.  24,  1956,  developed  anterior  infarction. 
Prednisolone  therapy  continued  during  infarction.  Infarction  healing. 


Case  2 — M,  age  50,  asthma  6 years 
Cortisone 

1 month 

No  relief 

None 

Hydrocortisone 

2'/*  years 

Marked  relief 

Bloating 

Prednisone 

6 months 

Excellent  relief 

None 

Prednisolone 

16  months 

ExceUent  relief 

None 

Total 

Comment:  No  relief  from  ACTH. 

4 years,  7 
months 
No  relief  from 

cortisone.  Marked 

reUef  with  hydrocortisone. 

prednisone  and  prednisolone. 

Excellent  relief  with 


Case  3 — F,  age  44,  asthma  26  years 
Cortisone 
Hydrocortisone 

Prednisone 

Prednisolone 


2 months 
2 years,  8 
months 
2 months 
16  months 


No  relief  Palpitation,  nervousness 

Moderate  relief  Fullness  of  face 


Marked  relief  Fullness  of  face  less  than  with  cortisone 

Marked  relief  Fullness  of  face  less  than  with  cortisone. 

Same  as  with  prednisone.  No  steroids 
past  4 months.  Patient  asymptomatic 


Total  4 years,  4 

months 

Comment:  Corticosteroids  continued  during  shock  caused  by  ruptured  colon  due  to  auto  accident.  Recovery  good.  Wound 
healing  not  delayed.  No  steroid  therapy  last  4 months.  Patient  asymptomatic.  Fullness  of  face  disappeared. 


Case  4 — F,  age  52,  asthma  4 years 

Cortisone  1 year 

Hydrocortisone  3 months 


Prednisone 

Prednisolone 


6 months 
18  months 


Slight  relief 
Moderate  relief 


Marked  relief 
Marked  relief 


Increased  insulin  requirements.  Epineph- 
rine requirement  5 to  15  injections  daily 
Insulin  requirements  less.  Epinephrine  re- 
quirement 2 to  3 injections  daily.  Throm- 
bophlebitis 

No  epinephrine.  Insulin  requirement  less 
No  epinephrine.  Insulin  requirements  less. 
Thrombophlebitis 


Total  3 years,  3 

months 

Comment:  Superior  relief  with  prednisone  and  prednisolone,  eliminating  epinephrine  injections  and,  as  a result,  insulin  re- 
quirements less.  Patient  had  8 to  10  attacks  of  thrombophlebitis  before  any  steroid  therapy  was  started. 


Case  5— M,  age  27,  asthma  12  years 
Cortisone 
Hydrocortisone 
Prednisone 

Prednisolone 

Total 


18  months 
2 months 

19  months 


3 years,  3 
months 

Comment:  No  exacerbation  of  previous  psychosis  with 


Slight  relief 
Marked  relief 

Marked  relief 


Fullness  of  face 

Fullness  of  face  same  as  with  hydrocorti- 
sone. Acne 

Fullness  of  face  same  as  with  hydrocortisone 
and  prednisone.  Acne.  Striae 


corticosteroid  therapy. 


six  years  of  steroid  therapy,  including  two  years 
treatment  with  prednisone  and/or  prednisolone, 
this  patient  had  an  acute  anterior  infarction. 
The  anterior  infarction  is  healing,  although 
steroid  therapy  has  been  continued. 


Another  patient  had  had  eight  or  ten  attacks 
of  thrombophlebitis  previous  to  steroid  therapy 
and  developed  another  two  attacks  of  thrombo- 
phlebitis, one  during  hydrocortisone  therapy  and 
one  after  two  months  of  prednisolone  medication. 
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There  has  been  no  recurrence  of  thrombophle- 
bitis during  the  last  sixteen  months  of  predniso- 
lone medication. 

One  patient  with  bronchial  asthma  compli- 
cated by  aortic  stenosis,  congestive  heart  failure, 
and  a hiatus  hernia  died,  and  autopsy  showed 
marked  calcification  of  the  aortic  valve,  conges- 
tive heart  failure,  and  no  evidence  of  bleeding 
due  to  the  hiatus  hernia.  Three  weeks  pre- 
viously gastrointestinal  bleeding  had  been  pres- 
ent, and  although  steroids  were  continued,  there 
was  no  evidence  of  bleeding  at  autopsy. 

In  the  asthma  patient  with  bilateral  nasal 
polyps,  the  polyps  decreased  markedly  in  size, 
and  shrinkage  was  maintained  for  two  years  on 
10  to  20  mg.  of  prednisone  and/or  prednisolone 
daily. 

The  comparative  effects  of  prolonged  therapy 
with  cortisone,  hydrocortisone,  prednisone,  and 
prednisolone  in  several  cases  of  severe  infracts 
able  bronchial  asthma  are  shown  in  Table  IV. 

Summary  and  Conclusions 

Prednisone  and/or  prednisolone  afforded  satis- 
factory symptomatic  relief  in  most  of  the  al- 
lergic patients  in  this  study.  With  short-term 
therapy  of  three  days  to  six  months  duration, 
294  of  345  allergic  patients  experienced  moderate 
to  excellent  relief.  A second  group  of  35  allergic 
patients  receiving  prolonged,  uninterrupted  ther- 
apy for  a period  of  from  six  months  to  two  years 
obtained  adequate,  sustained  symptomatic  re- 
lief. With  short-term  therapy  adverse  effects 
occurred  in  45  or  14  per  cent  of  345  patients. 
With  prolonged,  continuous  therapy  15  or  43 
per  cent  of  35  patients  developed  side-effects. 
Prolonged,  continuous  therapy  remains  a serious 
problem  because  of  the  increase  in  number  and 
severity  of  side-effects.  In  the  15  allergic  pa- 
tients who  developed  adverse  effects  on  pro- 
longed therapy,  conservative  dosage,  precau- 


tionary measures,  and  close  observation  prob- 
ably decreased  the  severity  of  the  adverse  effects 
usually  encountered  with  long-term  therapy  with 
corticosteroids.  It  is  also  possible  that  allergic 
patients  are  able  to  tolerate  therapeutically 
effective  doses  of  the  corticosteroids  more  satis- 
factorily than  nonallergic  patients. 
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Digitalis  Toxicity 


In  presenting  a case  of  repeated  digitalis  poison- 
ing, Drs.  William  I.  Weiss,  Alphonse  Schettini,  and 
Jerome  Kaufman,  Martland  Medical  Center, 
Newark,  review  the  pharmacologic  mechanism  of 
this  drug  to  underline  the  dangers  of  too-casual 
prescription  and  administration.  To  prevent  epi- 
sodes of  toxicity  it  must  be  given  only  when  properly 


indicated,  and  must  never  be  used  on  a new  patient 
without  careful  history  to  elicit  full  information  on 
previous  digitalis  therapy. 

Indications  and  contraindications  are  discussed, 
and  signs  of  overdosage  and  treatment  of  digitalis 
toxicity  are  given. — Journal  of  Medical  Society  of 
New  Jersey,  July,  1956 
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Dr.  Orlando  Canizares:  Ladies  and  Gentle- 
men, we  are  fortunate  to  have  with  us  today,  as 
members  of  our  panel  on  the  treatment  of  cuta- 
neous malignancies,  a group  of  distinguished  der- 
matologists who  have  had  many  years  experience  in 
the  treatment  of  skin  cancer  with  different  modal- 
ities. The  members  of  the  panel  are  George  C. 
Andrews,  M.D.,  Anthony  C.  Cipollaro,  M.D., 
Frederic  E.  Mohs,  M.D.,  Earl  D.  Osborne,  M.D., 
and  Herbert  L.  Traenkle,  M.D.  Charles  F.  Post, 
M.D.,  will  present  Dr.  Mohs’s  answers.  Dr. 
Andrews. 


Dr.  George  C.  Andrews:  Dr.  Traenkle,  will 
you  kindly  tell  me  how  many  cases  of  suspected 
cancer  are  admitted  each  year  to  the  Roswell 
Park  Memorial  Institute  in  Buffalo? 

Dr.  Herbert  L.  Traenkle:  Approximately 
3,000  cases  of  suspected  cancer  are  admitted  to 
the  Roswell  Park  Memorial  Institute  each  year. 

Dr.  Andrews:  Dr.  Traenkle,  what  percentage 
of  these  are  skin  cancers? 

Dr.  Traenkle:  Six  hundred  of  these  are  sus- 
pected skin  cancer,  and  that  is  about  20  per 
cent. 
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Dr.  Andrews:  Can  you  give  me  in  a general 
way  at  what  ages  skin  cancers  are  most  prevalent? 

Dr.  Traenkle:  The  average  age  is  between 
sixty  and  sixty-five. 

Dr.  Andrews:  Since  skin  cancer  occurs  chiefly 
in  the  older  age  groups,  do  you  think  that  x-ray 
treatment  is  preferable  to  extensive  surgical 
treatment  in  such  old  people? 

Dr.  Traenkle:  Yes,  I do. 

Dr.  Andrews:  How  many  of  your  patients 
with  skin  cancer  are  over  seventy  years  of  age? 

Dr.  Traenkle:  Approximately  35  per  cent. 

Dr.  Andrews:  Do  you  treat  skin  cancer  in 
people  eighty  and  ninety  years  of  age? 

Dr.  Traenkle:  Yes,  we  do. 

Dr.  Andrews:  For  how  many  years  has  x-ray 
treatment  of  skin  cancer  been  recognized  as  an 
orthodox  treatment  for  skin  cancer? 

Dr.  Traenkle:  Approximately  fifty  years. 

Dr.  Andrews  : If  x-ray  treatment  of  skin  can- 
cer has  withstood  the  test  of  half  a century,  is 
there  any  question  about  its  value? 

Dr.  Traenkle:  There  is  no  question  that  it 
will  cure  cancer  in  a high  percentage  of  cases. 

Dr.  Andrews:  Do  you  use  x-ray  treatment 
generally  on  all  types  of  skin  cancer? 

Dr.  Traenkle:  Yes,  but  with  some  excep- 
tions. 

Dr.  Andrews:  How  do  the  five-year  cure  re- 
sults from  roentgen  therapy  of  skin  cancer  com- 
pare with  those  of  surgical  excision? 

Dr.  Traenkle  : Well,  it  is  difficult  to  compare 
various  series  in  various  places  at  different  times, 
but  in  small  early  lesions,  both  should  yield 
about  the  same  good  results.  That  is  well  over  90 
per  cent. 

Dr.  Andrews:  Dr.  Traenkle,  please  tell  us  the 
advantages  of  fractionation  of  doses  and  dividing 
the  total  dose  into  eight  or  ten  treatments  given 
on  alternate  days  or  some  such  schedule. 

Dr.  Traenkle:  The  protracted  scheme  of 

1 treatment  is  better  tolerated  by  the  normal  tis- 
I sues.  Also  most  authorities  believe  that  it  does 
1 have  some  therapeutic  superiority  over  a single- 
dose treatment.  The  reasons  for  this  are  not 
r clear,  but  empirically  it  seems  to  be  so. 

Dr.  Andrews:  Is  your  total  dosage  influenced 
by  the  size  of  the  field? 

Dr.  Traenkle:  Yes,  it  is.  The  tissue  toler- 
ance is  lowered  with  increase  in  area  irradiated. 
This  is  true  even  though  the  doses  are  calculated 
r to  include  back-scatter.  Intensity  of  reaction  is 
greater  in  the  larger  fields.  However,  one  must 


be  careful  that  the  total  dose  does  not  go  below 
the  cancericidal  level;  hence,  the  answer  must  be 
in  further  fractionation  in  larger  fields. 

Dr.  Andrews:  Do  you  use  different  qualities 
of  radiation  for  tumors  of  different  depths? 

Dr.  Traenkle:  Yes,  we  do.  In  cancer  of  the 
skin  less  than  1 cm.  in  depth,  we  use  100  kilovolts 
at  a half-value  layer  of  1 .5  mm.  of  aluminum.  For 
lesions  more  than  1 cm.  in  depth,  we  use  200  kilo- 
volts with  0.4  mm.  of  copper  as  the  half-value 
layer. 

Dr.  Andrews:  Can  most  failures  of  radiother- 
apy be  traced  to  insufficient  dosage  or  to  not  treat- 
ing a large  enough  field  beyond  the  visible  edge  of 
the  tumor? 

Dr.  Traenkle:  Both,  but  especially  insuf- 
ficient dosage.  However,  in  the  older  lesions 
where  there  has  been  more  opportunity  for  the 
spread  of  the  cancer  cells,  the  cutting  of  the  field 
too  short  is  also  extremely  important. 

Dr.  Andrews:  Thank  you,  Dr.  Traenkle.  I 
would  like  to  ask  Dr.  Mohs  a question.  Dr. 
Mohs,  will  you  kindly  briefly  tell  us  what  your 
chemosurgery  technic  means? 

Dr.  Mohs  (Dr.  Post):  The  chemosurgical 
technic  was  developed  to  provide  complete  mi- 
croscopic control  of  excision  so  that  silent  ex- 
tensions from  the  main  mass  of  cancer  could  be 
followed  out  and  removed  in  a selective  manner. 
The  term  chemosurgery  was  coined  to  indicate 
that  the  tissues  are  treated  chemically  with  zinc 
chloride  paste  to  produce  fixation  in  situ  and  that 
the  tissues  then  are  excised  in  a systematic  man- 
ner with  microscopic  control. 

Dr.  Andrews:  Thank  you,  Dr.  Post,  speaking 
for  Dr.  Mohs,  and  tell  me,  why  is  your  chemosur- 
gery technic  superior  to  scalpel  surgery  in  some 
cases? 

Dr.  Post:  The  chemosurgical  technic  is  su- 
perior in  many  cases  because  of  the  fact  that  a 
considerable  proportion  of  skin  cancers  exhibit 
outgrowths  which  are  silent;  that  is,  the  exten- 
sions are  of  such  small  caliber  that  they  cannot 
be  seen  or  felt  on  clinical  examination.  Surgeons 
experienced  in  cancer  surgery  are  aware  of  the 
presence  of  these  unpredictable  extensions,  and 
for  this  reason  they  remove  a generous  margin  of 
normal  tissue  along  with  the  visible  mass  of  can- 
cer. Unfortunately,  it  is  often  not  feasible  to  in- 
clude as  wide  a margin  as  one  would  like,  espe- 
cially on  the  face  where  most  skin  cancers  occur. 
Hence,  the  incision  not  infrequently  is  carried 
through  an  outgrowth  with  resultant  recurrence 
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at  that  point  and  sometimes  transplantation  of 
cancer  cells  to  other  parts  of  the  wound. 

Dr.  Andrews:  Can  you  cure  cases  of  cancer 
which  are  so  extensive  that  scalpel  surgery  could 
not  cure  them? 

Dr.  Post:  Yes.  The  extension  of  operability 
to  a larger  group  of  cases  may  be  considered  an- 
other advantage  of  the  chemosurgical  method. 
Technical  advantages,  such  as  accurate  micro- 
scopic control  and  a bloodless  field,  permit  the 
removal  of  cancers  which  would  be  too  extensive 
to  justify  operation  with  scalpel  surgery.  Not 
having  to  remove  an  extra  margin  of  safety 
around  the  cancer  also  brings  more  patients  into 
the  operable  group.  Invasion  of  bone  or  cartilage 
presents  no  serious  problem.  Practically  the 
only  limiting  factor  is  the  involvement  of  vital 
structures,  such  as  the  carotid  vessels,  the  spinal 
canal,  or  the  brain. 

Dr.  Andrews:  Is  it  not  true  that  modern 
scalpel  surgery  as  practiced  in  the  institutions 
includes  routine  and  multiple  biopsies? 

Dr.  Post:  Yes,  some  surgeons  take  biopsies 
from  some  portion  of  the  wound  where  residual 
cancer  is  suspected,  but  these  are  only  representa- 
tive biopsies,  and  they  are  a far  cry  from  the  com- 
plete microscopic  control  afforded  by  tire  chemo- 
surgical method. 

Dr.  Andrews:  Is  it  not  true,  Dr.  Post,  that  in 
many  skin  tumors  there  are  microscopic  skip 
areas?  In  other  words,  between  one  part  of  the 
tumor  and  another  there  is  totally  normal  skin. 

Dr.  Posts:  Skip  areas  are  relatively  rare. 
Squamous  cell  carcinoma  of  the  skin  in  Dr. 
Mohs’s  series  exhibited  satellite  nodules  around 
the  primary  lesion  in  less  than  1/3  of  1 per  cent  of 
the  cases.  This  phenomenon  is  somewhat  more 
common  in  association  with  melanoma.  Basal 
cell  carcinoma  almost  never  exhibits  skip  areas 
except  in  the  superficial  erythematous  epithelio- 
mas such  as  occur  most  characteristically  on  the 
trunk  or  in  those  that  have  previously  been  sur- 
gically excised.  But  even  here  the  multiple  areas 
are  so  closely  associated  and  the  intervening  tis- 
sue is  so  altered  that  there  is  no  problem  of  miss- 
ing part  of  it  by  sectioning  through  a skip  area. 

Dr.  Andrews:  How  long  after  you  have  re- 
moved an  epithelioma  do  you  advise  waiting  be- 
fore making  a skin  graft  to  heal  the  defect  that 
you  have  produced? 

Dr.  Post:  If  the  cancer  is  a well-defined  lesion 
which  has  not  received  previous  surgical  or  radio- 
logic  treatment,  the  repair  of  a defect  by  means  of 


a skin  graft  or  flap  may  be  carried  out  immedi- 
ately or  within  a few  weeks  after  completion  of 
chemosurgical  treatment.  However,  if  the  can- 
cer has  recurred  after  various  scalpel  or  radiologic 
procedures  and  has  become  quite  extensive,  the 
repairs  should  be  delayed  for  a year  or  so.  The 
interval  may  be  lengthened  still  further  if  there 
is  a surgical  or  radiation  scar  which  has  not  been 
chemosurgically  investigated  because  outlying 
foci  of  carcinoma  might  be  held  in  a quiescent 
state  in  these  tissues  for  several  years. 

Dr.  Andrews:  Is  the  time  that  you  have  to 
wait  for  recurrences  to  appear  any  shorter  after 
your  technic  than  it  is  after  scalpel  surgery  re- 
moval? 

Dr.  Post  : The  waiting  period  after  chemosur- 
gical removal  of  cancer  is  less  than  after  scalpel 
surgery,  not  only  because  of  the  greater  assurance 
that  the  cancer  has  been  eradicated,  but  also  be- 
cause any  possible  residual  areas  of  cancer  are 
near  the  surface  rather  than  being  deeply  buried 
under  a residual  scar. 

Dr.  Andrews:  Dr.  Post,  to  what  kind  of  cases 
is  the  Mohs  technic  especially  adapted? 

Dr.  Post:  The  chemosurgical  technic  is  es- 
pecially adapted  to  the  problem  cases  in  which 
the  cancer  has  recurred  and  extended  after  surgi- 
cal or  radiation  procedures.  Numerous  examples 
can  be  cited  of  such  cases  around  the  nose,  espe- 
cially in  the  nasal  labial  fold,  around  the  eyelids, 
in  the  canthal  regions,  around  the  ears,  and  else- 
where on  the  face,  as  well  as  those  areas  in  which 
there  is  involvement  of  bone  or  cartilage. 

Dr.  Andrews:  Thank  you,  Dr.  Post,  for 
speaking  for  Dr.  Mohs. 

I would  like  to  ask  Dr.  Cipollaro  a question. 
Dr.  Cipollaro,  what  improvements  have  been 
made  in  the  technic  of  roentgen  therapy  during 
the  last  twenty  years? 

Dr.  Anthony  C.  Cipollaro:  Dr.  Andrews, 
there  have  been  many  improvements.  During 
the  past  twenty  years  there  have  been  many 
technical  improvements,  especially  in  apparatus 
and  instruments  used  to  measure  quality  and 
quantity  of  radiation.  The  technic  of  applying 
x-rays  to  tumors  has  been  improved.  Fractiona- 
tion and  protraction  of  x-ray  dosage  permits  the 
administration  of  a larger  quantity  of  x-rays  to 
the  tumor  and  at  the  same  time  preserves  the 
tumor  bed. 

Dr.  Andrews:  Dr.  Cipollaro,  what  is  your 
standard  technic  for  the  treatment  of  epithelio- 
mas? 
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Dr.  Cipollaro:  Actually  I do  not  have  a 

standard  technic  for  the  treatment  of  epithelio- 
mas. I treat  some  epitheliomas  with  x-rays, 
some  by  surgical  excision  and  suturing,  and 
some  with  electrosurgery  and  curettage. 

Dr.  Andrews:  If  you  use  different  technics 
for  different  cases  of  skin  cancer,  will  you  please 
tell  us  the  indications  you  have  for  using  elec- 
trosurgery. 

Dr.  Cipollaro:  Yes,  I do  use  different  tech- 
nics for  different  cases  of  cutaneous  carcinoma. 
An  ordinary  superficial  basal  cell  epithelioma  on 
the  face  or  on  the  trunk  is  easily  destroyed  with 
electrosurgery  under  local  procaine  anesthesia. 
On  the  other  hand,  if  the  epithelioma  is  ulcerat- 
ing and  infiltrating  and  is  situated  on  the  fore- 
head of  an  elderly  person  who  is  apprehensive 
and  fearful  of  pain  or  of  an  operation,  then  I em- 
ploy x-ray  therapy.  When  the  lesion  is  small  and 
is  situated  in  the  nasal  labial  fold  of  a compara- 
tively young  person  and  it  is  desirable  to  obtain  as 
good  a cosmetic  result  as  is  possible  without  pro- 
longed or  involved  treatment,  then  I would  excise 
the  lesion  along  the  lines  of  cleavage  and  suture 
the  wound.  Some  lesions  of  basal  cell  epitheli- 
oma are  infiltrating  or  burrow  under  the  skin. 
The  use  of  a small,  fine,  and  sharp  curet  often  con- 
firms your  suspicion.  If  this  is  the  case  and 
there  is  some  doubt  that  the  entire  lesion  has  not 
been  destroyed  with  electrosurgery,  then  I em- 
ploy sufficient  x-rays,  both  in  quality  and  in  quan- 
tity to  destroy  any  remaining  malignant  cells. 
I do  not  advise  the  use  of  either  electrosurgery  or 
x-rays  in  quantities  insufficient  to  destroy  all 
malignant  tissue.  It  is  neither  advisable  nor 
necessary  to  employ  x-ray  therapy  routinely  after 
electrosurgical  procedures  unless  you  are  reason- 
ably certain  that  some  cancer  cells  have  been  left 
behind  and  should  be  destroyed.  And  if  x-rays 
are  used  under  such  conditions,  they  should  be 
used  in  full  dosages  as  though  no  prior  treatment 
had  been  administered.  I also  use  x-rays  in 
some  cases  if  the  histology  reveals  a mixed  basal- 
squamous  cell  epithelioma  or  a squamous  cell 
epithelioma,  especially  if  I feel  that  the  entire 
lesion  was  not  completely  destroyed  by  electro- 
surgery. 

Dr.  Andrews:  When  you  use  electrosurgery, 
for  which  cases  do  you  use  electrodesiccation,  for 
which  do  you  use  electrocoagulation,  and  for 
which  do  you  use  electrical  cutting  current? 

Dr.  Cipollaro:  Actually  I employ  electroco- 
agulating  or  electrocutting  very  occasionally. 


The  electrodesiccation  current  is  employed 
most  frequently  in  the  treatment  of  cutaneous 
carcinoma.  Deeply  infiltrating,  extensive  malig- 
nancies on  the  scalp  or  lip  generally  are  excised 
with  electrocutting.  Suspicious  pockets  or  areas 
are  further  destroyed  with  electrocoagulation, 
and  finally  the  entire  area  is  seared  over  with  the 
electrodesiccating  current.  In  general,  electro- 
cutting or  electrocoagulating  currents  are  used 
for  the  larger  and  the  more  extensive  lesions. 

Dr.  Andrews:  When  do  you  prefer  electro- 
surgery to  scalpel  surgery? 

Dr.  Cipollaro:  Electrosurgery  is  rapid  and 
effective  in  experienced  hands.  It  can  be  done  in 
the  office  under  local  procaine  anesthesia.  It  re- 
quires no  special  or  extensive  preparation.  It  is 
quick  and  saves  money,  worry,  and  anxiety.  It  is 
just  as  effectual  as  scalpel  surgery  from  a curative 
standpoint,  and  the  cosmetic  results  are  often 
better  than  those  following  scalpel  surgery.  Of- 
ten the  lesion  can  be  destroyed  the  same  day  that 
the  patient  consults  the  doctor,  thus  eliminating 
the  waiting  period  usually  necessary  when  the 
lesion  is  removed  in  a hospital  operating  room. 
Tissue  for  histologic  examination  is  removed  with 
scissors,  punch,  or  scalpel  just  prior  to  electro- 
surgery. 

Dr.  Andrews:  Is  it  possible  with  x-rays  to 
treat  successfully  as  large  a lesion  as  can  be  extir- 
pated by  surgery? 

Dr.  Cipollaro:  Yes,  I can.  I can  also  ap- 
preciate the  fact  that  nowadays  there  is  no  limit 
to  the  amount  of  tissue  some  very  excellent  and 
highly  skilled  surgeons  can  remove  and  the  pa- 
tient still  survives. 

Dr.  Andrews:  Approximately  what  percent- 
age of  skin  cancers  occur  on  the  nose? 

Dr.  Cipollaro:  My  estimate  would  be  in  the 
neighborhood  of  25  per  cent. 

Dr.  Andrews:  If  the  skin  cancer  is  on  the 
wing  of  the  nose  and  the  cells  are  down  near  the 
alar  cartilage,  can  they  be  destroyed  by  x-ray 
therapy  properly  given  in  divided  doses  without 
loss  of  structure  and  the  normal  contour  of  the 
nose? 

Dr.  Cipollaro:  Yes,  very  definitely.  One 

must  remember  that  today  we  have  x-ray  equip- 
ment which  permits  us  to  select  accurately  that 
quantity  and  quality  of  radiation  which  will  have 
the  maximum  therapeutic  effect  on  the  tumor 
mass  and  yet  protect  the  underlying  radiation- 
sensitive  structures.  Another  advantage  of  x- 
ray  therapy  in  this  type  of  lesion  is  that  it  pre- 
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serves  the  normal  contour  of  the  nose. 

Dr.  Andrews:  Will  you  briefly  tell  me  your 
opinion  as  to  the  relative  merits  of  radiotherapy 
and  plastic  surgery  in  the  treatment  of  cancer  of 
the  nose? 

Dr.  Cipollaro:  I presume,  Dr.  Andrews, 
that  you  are  asking  for  the  relative  merits  of 
treating  cancer  of  the  nose  with  x-rays  and  plastic 
surgery.  Both  methods  are  excellent  in  selected 
cases.  One  cannot  say  that  in  all  cases  surgery  is 
superior  or  radiation  is  superior.  As  in  all  cancer 
cases  the  treatment  has  to  be  individualized.  For 
a simple  cancer  of  the  nose  an  excellent  cosmetic 
result  with  no  danger  of  immediate  or  late  radia- 
tion sequelae  can  be  obtained  with  radiation 
therapy.  The  therapeutic  procedure  becomes  a 
simple  office  treatment,  whereas  with  plastic  sur- 
gery the  procedure  has  to  be  carried  out  in  the 
hospital  with  increased  cost,  loss  of  work  time, 
danger  of  anesthesia,  apprehension,  and  possibly 
poor  cosmetic  results.  Even  though  the  plastic 
operation  leads  to  as  good  and  as  permanent  a 
result  as  the  radiation,  yet  the  economic  and  emo- 
tional factors  are  more  pronounced  when  hospital 
surgery  is  used  for  treatment  of  cancer.  I think 
that  most  cancers  of  the  nose  are  best  treated  with 
electrosurgery  with  radiotherapy  as  second 
choice  and  plastic  surgery  in  third  place. 

Dr.  Andrews:  Dr.  Cipollaro,  I happen  to 
know  that  you  have  been  especially  interested  in 
cancer  of  the  eyelids.  How  do  you  treat  such 
lesions? 

Dr.  Cipollaro:  That  is  true,  Dr.  Andrews. 
I have  treated  many  cases  of  cancer  of  the  eyelids. 
Some  of  these  have  involved  the  lid  margin  and 
even  the  conjunctiva.  I treat  most  cases  with 
electrosurgery  and  curettage.  Some  are  removed 
by  scalpel  surgery,  and  some  are  destroyed  by 
superficial  x-ray  therapy  or  by  contact  x-ray 
therapy. 

Dr.  Andrews:  Thank  you,  Dr.  Cipollaro. 
Dr.  Osborne,  I would  like  to  ask  you  what  is 
meant  by  an  iceberg  type  of  skin  cancer. 

Dr.  Earl  D.  Osborne:  Iceberg  skin  cancer  is 
one  where  only  about  one  tenth  or  one  fourth  of 
the  lesion  presents  on  the  surface.  The  body  of 
the  lesion  is  a nodule  which  extends  underneath 
the  surface  of  the  skin  and  must  be  followed  out 
by  the  use  of  a curet  to  determine  the  exact  extent 
of  the  lesion. 

Dr.  Andrews:  Are  most  skin  cancers  curable 
by  thorough  local  treatment? 

Dr.  Osborne:  Absolutely.  The  percentage 


in  well-qualified  hands  certainly  exceeds  98  per 
cent. 

Dr.  Andrews:  How  do  you  treat  cancer  of 
the  rim  of  the  ear? 

Dr.  Osborne  : In  the  case  of  cancer  of  the  rim 
of  the  ear  the  method  of  choice  depends  on  the 
type  of  cancer  present  and  its  extent  and  whether 
there  is  cartilage  involved.  If  it  is  a small  lesion, 
even  with  cartilage  involvement,  it  can  be  suc- 
cessfully treated  with  x-ray  therapy.  Whenever 
cartilage  is  involved,  harder  rays  are  necessary. 
In  other  words,  it  is  necessary  to  use  higher  volt- 
age and  higher  filtration  in  order  to  eradicate  cu- 
taneous malignancy  from  cartilage  or  even  bone. 
In  the  case  of  more  extensive  lesions  involving 
the  lobe  of  the  ear,  I would  advise  excision. 

Dr.  Andrews:  Have  you  any  special  technic 
for  treatment  of  cancer  of  the  auditory  meatus? 

Dr.  Osborne:  In  superficial  lesions  involving 
the  auditory  meatus  which  can  be  completely 
visualized,  I would  favor  destruction  electro- 
thermically.  If,  however,  the  lesions  are  infil- 
trating, I would  advise  surgery. 

Dr.  Andrews  : Dr.  Osborne,  how  do  you  treat 
cancer  of  the  lower  lip? 

Dr.  Osborne:  In  cases  of  cancer  of  the  lower 
lip,  I would  advise  either  treatment  of  superficial 
lesions  with  electrosurgery  or  with  radiotherapy, 
that  is,  x-ray  therapy. 

Dr.  Andrews:  What  is  the  clinical  and  his- 
tologic difference  between  cancer  of  the  lower  lip 
and  cancer  of  the  upper  lip? 

Dr.  Osborne:  Well,  we  all  know  that  at  least 
95  per  cent  of  all  cancers  of  the  lip  involve  the 
lower  lip  and  seldom  the  upper  lip.  In  the  case 
of  the  lower  lip,  lesions  are  apt  to  involve  the 
mucous  membrane  surface  more  rapidly  and  be- 
come squamous  cell  and  metastasize  far  earlier 
than  lesions  involving  the  upper  lip.  However, 
it  should  be  remembered  that  many  lesions  of  the 
upper  lip  rapidly  become  squamous  cell  early  and 
do  metastasize. 

Dr.  Andrews:  What  is  the  importance  of 

actinic  cheilitis  as  a precursor  of  cancer  of  the 
lower  lip? 

Dr.  Osborne:  Irritation  in  general  is  an  im- 
portant factor  and  probably  the  most  impor- 
tant factor  in  the  development  of  cutaneous  and 
mucous  membrane  malignancy.  Of  all  the  types 
of  irritation,  exposure  to  actinic  rays  is  probably 
the  greatest  single  factor.  Other  types  consist 
of  irritation  from  pipes,  cigars,  and  cigarets,  as 
well  as  many  other  local  types  such  as  chewing  a 
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toothpick  constantly. 

Dr.  Andrews:  Is  it  not  true  that  most  pipe 
smokers  are  outdoor  people  exposed  to  sunlight 
while  fishing,  farming,  golfing,  and  in  similar 
pursuits? 

Dr.  Osborne  : Well,  as  nearly  as  one  can  answer 
that  question,  it  is  generally  true,  and  I mean, 
generally,  most  pipe  smokers  are  outdoor  people. 
However,  I do  not  feel  that  that  is  too  signifi- 
cant. 

Dr.  Andrews:  Can  you  explain,  Dr.  Osborne, 
the  male  sex  incidence  in  cancer  of  the  lower  lip? 

Dr.  Osborne:  Well,  I suppose,  Dr.  Andrews, 
that  you  want  a discussion  of  the  incidence  of 
lip  cancer  in  males  as  compared  with  females  and 
my  explanation  for  that.  Unquestionably,  lip 
cancer  is  far  more  common  in  males  than  in  fe- 
males. I would  estimate  it  to  be  19  or  20  times 
as  common  in  the  males  as  in  females.  No  one 
knows  at  the  present  time  what  the  incidence  of 
cancer  of  the  lower  lip  will  be  in  females  twenty 
years  from  now.  As  far  as  the  real  explanation  or 
the  underlying  explanation,  I don’t  believe  any  of 
us  know.  Certainly  there  is  an  endocrine  factor 
that  has  not  been  completely  explained. 

Dr.  Andrews:  Dr.  Osborne,  do  you  use  dif- 
ferent x-ray  dosage  technic  for  basal  cell  epi- 
thelioma than  for  squamous  cell  epithelioma? 

Dr.  Osborne:  Essentially  the  technic  in 
treating  basal  cell  is  the  same  as  used  in  treating 
squamous  cell.  There  is  one  difference,  however, 
that  should  be  emphasized.  In  the  case  of 
squamous  cell,  generally  speaking,  a larger 
border  of  normal  tissue  is  exposed  to  radiation. 
However,  the  dosage  is  essentially  the  same. 

Dr.  Andrews:  Is  your  aim  to  give  a canceri- 
cidal  dose  to  the  entire  depth  and  width  of  the 
tumor? 

Dr.  Osborne:  Absolutely.  A cancericidal 
dose  must  be  delivered  to  the  base  of  the  tumor 
as  well  as  to  all  edges. 

Dr.  Andrews:  How  far  do  you  go  beyond  the 
visible  border  of  the  tumor? 

Dr.  Osborne:  That  is  a difficult  question  to 
answer,  Dr.  Andrews.  Every  case  of  cutaneous 
malignancy  that  comes  to  the  dermatologist  must 
be  individualized.  If  it  is  a case  of  squamous  cell 
epithelioma  of  a high  degree  of  malignancy,  a 
border  of  perhaps  l/4  to  3/«  inch  must  be  left. 
In  the  case  of  a very  low-grade  basal  cell  epitheli- 
oma, a border  of  Vs  inch  is  sufficient. 

Dr.  Andrews:  Do  you  frequently  cure  people 
with  skin  cancer  who  have  had  several  previous 


recurrences  following  inadequate  treatment  by 
others? 

Dr.  Osborne:  There  is  no  question  about  it. 
The  treatment  of  cancer  must  be  adequate.  I 
feel  that  any  method  of  treatment,  if  properly 
used  by  an  individual  experienced  in  that  method 
of  treatment,  can  produce  cures  where  inadequate 
treatment  has  failed. 

Dr.  Andrews:  Dr.  Osborne,  will  you  explain 
to  me  the  advantages  of  dermatologic  treatment 
of  skin  cancer? 

Dr.  Osborne:  Well,  Dr.  Andrews,  in  his  train- 
ing the  dermatologist  is  exposed  to  thousands  of 
patients  presenting  manifestations  of  nodules, 
telangiectasia,  and  ulceration.  He  is  familiar 
with  the  differential  diagnosis  of  all  types  of 
nodules  and  ulcerations.  He  is,  by  training, 
familiar  with  the  translucent  appearance  of  early 
nodules,  and  therefore,  he  is  in  a far  better  posi- 
tion to  make  an  accurate,  clinical  diagnosis  than 
is  a member  of  any  other  specialty.  Further- 
more, by  experience  he  gains  a wide  clinical 
knowledge  of  the  methods  of  spread  of  cutaneous 
malignancy.  The  employment  of  the  curet  is 
indispensable  in  the  management  of  cutaneous 
malignancies.  A curet  properly  used  will  often 
help  the  dermatologist  make  an  adequate  diag- 
nosis regarding  the  location  and  the  method  of 
spread  of  many  cases  of  cutaneous  malignancy. 
Furthermore,  beyond  the  question  of  diagnosis 
the  dermatologist  is  in  a particularly  favorable 
situation  regarding  methods  of  treatment  which 
are  available.  Any  well-qualified  dermatologist 
is  able  to  employ  any  one  of  three  or  four  methods 
for  the  eradication  of  cutaneous  malignancy.  I 
refer  to  electrosurgery  of  all  types,  radiotherapy  of 
all  types,  scalpel  surgery,  and  now  the  employ- 
ment of  the  Mohs  chemotherapeutic  treatment  of 
cutaneous  malignancy. 

Dr.  Andrews:  Thank  you,  Dr.  Osborne. 

When  a dermatologist  has  been  looking  at  skin 
lesions  daily  for  thirty  years,  he  begins  to  recog- 
nize certain  peculiarities  not  noticed  by  the  aver- 
age individual  not  specially  trained  in  derma- 
tology. 

To  summarize  what  Dr.  Osborne  and  the  other 
members  of  the  panel  have  stated,  the  clinical 
diagnostic  experience  of  dermatologists  gives  them 
a special  advantage  in  the  treatment  of  skin  can- 
cer. In  addition,  they  have  had  a vast  experi- 
ence in  the  treatment  of  a large  number  of  skin 
cancers. 

Probably  more  skin  cancers  are  treated  by 
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dermatologists  in  various  parts  of  the  country 
than  by  all  the  other  specialties  combined.  The 
thousands  of  cases  that  they  treat  help  them  build 
up  a huge  experience  and  a set  of  statistics.  Also 
in  most  of  the  teaching  centers  of  dermatology 
there  are  close  connections  with  the  pathologic 
laboratories  which  are  often  located  in  the  derma- 
tology departments. 


We  have  already  mentioned  on  the  previous 
pages  manifold  methods  of  treatment,  including 
x-ray  therapy,  radium  therapy,  surgery,  electro- 
surgery, and  chemosurgery.  The  dermatologist 
knows  how  to  use  these  various  therapeutic  pro- 
cedures and,  in  addition,  has  a vast  experience  in 
the  clinical  diagnosis  and  prognosis  of  cutaneous 
tumors. 


Uniform  Chemical  Labeling  Law  Proposed 


The  American  Medical  Association’s  Board  of 
Trustees  has  authorized  a first  step  toward  protecting 
the  public  from  potentially  dangerous  house- 
hold and  commercial  chemicals. 

The  Board  authorized  the  A.M.A.  committee  on 
toxicology  to  draft  a recommended  “model”  law  on 
labeling  of  many  possible  harmful  chemicals  not  now 
regulated.  It  would  serve  as  a guide  for  writing 
regulations  which  would  require  labels  to  show  such 
information  as  the  product’s  contents,  its  possible 
dangers,  directions  for  safe  use,  and  first  aid  instruc- 
tions. Products  involved  include  auto  care  and 
repair  materials,  paints  and  paint  removers,  putty, 
soldering  fluids,  household  cleansers  and  polishers, 
heating  and  cooking  fuels,  laundering  items,  art 
supplies,  and  toys  containing  chemicals. 

The  committee’s  secretary,  Bernard  E.  Conley, 
estimates  there  are  at  least  a quarter  of  a million 
different  trade-name  substances  now  on  the  market. 
Without  proper  labeling,  physicians  and  the  public 


cannot  possibly  know  what  harmful  material  they 
may  contain  or  how  to  treat  poisoning  from  them. 
The  proposed  law  is  intended  to  reduce  careless  and 
ignorant  handling  and  storage  of  chemicals  in  the 
home,  in  small  businesses,  and  in  other  areas  where 
control  of  exposure  to  the  chemicals  is  not  as  efficient 
as  it  is  in  the  manufacturing  process. 

The  law  should  be  an  “enabling  act”  under  which 
later  regulations  could  spell  out  necessary  details  for 
enforcement  and  compliance,  according  to  Dr. 
Torald  Sollmann,  Cleveland,  committee  chairman. 
The  legislation  should  be  flexible  and  not  readily 
out  of  date.  The  A.M.A.  committee  plans  to 
consult  other  organizations  and  individuals  who  are 
interested  in  the  problem.  These  include  the 
American  Academy  of  Pediatrics,  American  Public 
Health  Association,  American  Pharmaceutical  As- 
sociation, National  Safety  Council,  leading  trade 
associations,  and  various  state  and  national  govern- 
ment regulatory  agencies. 
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I.  JAY  BRIGHTMAN,  M.D.,  AND  STELLA  M.  DORSEY,  ALBANY,  NEW  YORK 
(From  the  New  York  Stale  Departments  of  Health  and  Social  Welfare ) 


The  increasing  cost  of  medical  care,  associated 
with  such  factors  as  inflationary  tendencies 
resulting  in  higher  cost  of  basic  services,  the  de- 
velopment of  new  and  relatively  expensive  clinical 
technics  and  drugs,  and  the  rising  average  age 
of  the  population  with  a consequent  greater 
prevalence  of  chronic  illness  and  disability,  is  well 
known  to  all  students  of  the  subject.  Many 
communities  have  expressed  alarm  because  of  the 
mounting  cost  of  medical  services  to  recipients  of 
public  assistance,  especially  those  in  the  older  age 
groups.  There  have  been  emotional  cries  that 
welfare  medical  care  is  getting  out  of  control,  with 
little  analysis  of  the  factors  responsible  for  the 
situation. 

Based  on  medical  items  submitted  to  the  New 
York  State  Department  of  Social  Welfare  for  re- 
imbursement, the  Department’s  figures  show  that 
medical  care  to  all  persons  on  public  assistance 
amounted  to  16.9  per  cent  of  the  total  public  as- 
sistance cost  in  1955,  compared  to  9.0  per  cent  in 
1951,  the  first  year  for  which  completely  com- 
parable figures  are  available.  For  persons  on  Old 
Age  Assistance,  namely,  those  who  are  sixty-five 
years  and  over  and  financially  eligible,  the  cost 
was  greater.  In  this  group  medical  items 
amounted  to  13.9  per  cent  of  the  entire  cost  in 
1951  and  25.7  per  cent  in  1955.  In  actual  dollars 
the  average  amount  spent  for  medical  care  for 
Old  Age  Assistance  recipients  was  $102.60  per 
capita  in  1951,  and  this  increased  to  $243.72  per 
capita  by  1955. 

In  reviewing  these  figures,  it  seems  important 
to  attempt  (1)  to  identify,  measure,  and  analyze 
the  various  factors  that  have  contributed  to  the 
considerable  increase  in  the  cost  of  medical  care 
during  the  last  few  years,  (2)  to  separate  that 
portion  of  the  increases  which  is  due  to  direct 
price  changes  from  the  portion  which  is  due 
to  other  variable  factors,  and  (3)  to  determine 
whether  there  are  any  controllable  causes  of  the 
increase. 

Although  the  data  available  to  the  State  De- 
partment of  Social  Welfare  reflect  trends,  they  do 
not  give  sufficient  information  regarding  the  cost 
of  individual  medical  services  to  permit  the  neces- 


sary detailed  analysis.  Also  they  include  no 
figures  on  nursing  home  care  since  this  is  not 
identified  to  the  Department  as  a medical  item. 
Therefore,  it  seemed  desirable  to  study  the  data 
available  at  the  public  welfare  district  level  at 
which  the  cost  of  specific  medical  services  could 
be  determined  for  two  separate  years.  The 
Schenectady  County  Department  of  Public  Wel- 
fare was  selected  for  this  study  because  (1)  the 
local  commissioner  has  long  been  cognizant  of  the 
importance  of  welfare  medical  problems,  (2)  the 
Department  has  had  an  effective  medical  program 
for  a considerable  period  of  years,  (3)  its  case 
records,  rolls,  and  vouchers  were  available  for 
several  years  past,  (4)  the  same  medical  con- 
sultant has  directed  the  medical  program  from 

1946  to  the  present  time  and  thus  was  available  to 
indicate  any  changes  in  policy  which  might  affect 
the  interpretation  of  the  data,  and  (5)  the  pa- 
tients’ individual  medical  record  cards,  insti- 
tuted in  1943,  have  been  maintained  as  a means 
of  providing  a continuous  record  of  medical  serv- 
ices received. 

The  study  was  limited  to  persons  in  the  Old 
Age  Assistance  category  because  of  the  high 
prevalence  of  chronic  disease  and  disability 
among  them  and  because  of  their  greater  stability 
in  the  public  assistance  program  compared  to 
persons  in  other  categories.  Because  of  limita- 
tions of  time  and  personnel  the  study  was  re- 
stricted to  100  persons  in  each  of  two  study  years. 

Samples 

The  study  was  carried  out  by  comparing  the 
cost  of  specific  medical  services  received  by  a 
group  of  recipients  of  Old  Age  Assistance  in 
Schenectady  County  during  1947  with  the  cost 
for  a similar  group  during  1954.  The  year  1954 
was  the  last  year  for  which  the  posting  of  costs  on 
the  agency  records  would  have  been  completed 
during  the  period  the  data  were  being  collected; 

1947  was  considered  to  be  the  earliest  year  during 
which  agency  medical  policies  were  reasonably 
comparable  to  1954. 

The  samples  were  selected  by  applying  the 
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TABLE  I. — OAA  Recipients  in  Schenectady  County  Study  by  Age  and  Sex 


1947 . 1954 

Age  Group  Total  Male . Female . Total  . Male . Female- 


(Years) 

Persons 

Number 

Per  Cent 

Number 

Per  Cent 

Persons 

Number 

Per  Cent 

Number 

Per  Cent 

65  to  69 

13 

7 

18 

6 

10 

9 

5 

11 

4 

7 

70  to  74 

23 

5 

13 

18 

30 

29 

12 

26 

17 

31 

75  to  79 

39 

13 

33 

26 

43 

25 

12 

26 

13 

24 

80  and  over 

25 

14 

36 

11 

18 

37 

17 

37 

20 

37 

Total 

100 

39 

100 

61 

100 

100 

46 

100 

54 

100 

TABLE  II. — OAA  Recipients  by  Sex  and  Marital 
Status 


1947 , —1954 . 

Total  Total 

Marital  Status  Persons  Male  Female  Persons  MaleFemale 


Single 

14 

7 

7 

21 

14 

7 

Married 

18 

7 

11 

17 

11 

6 

Widowed 

56 

21 

35 

44 

12 

32 

Separated 

12 

4 

8 

12 

7 

5 

Divorced 

6 

2 

4 

Total 

100 

39 

61 

100 

46 

54 

table  of  random  numbers  to  all  persons  in  receipt 
of  Old  Age  Assistance  on  the  Schenectady  County 
Department  of  Public  Welfare  rolls  as  of  January 
1 of  each  of  the  two  years  of  the  study,  with  a 
selection  of  100  cases  for  each  study  year.  The 
only  exclusions  were  as  follows: 

1 . Persons  in  the  public  home  infirmary.  This 
group  was  excluded  because  medical,  nursing, 
and  other  services  are  provided  by  salaried  per- 
sons and  drugs  and  other  equipment  supplied 
from  a central  source.  Thus,  there  are  no  records 
regarding  the  actual  cost  of  services  received  by 
any  individual.  However,  persons  originally  in- 
cluded in  the  sample  and  transferred  to  the 
public  home  infirmary  during  the  study  year  were 
maintained  in  the  sample.  (Persons  living  in  the 
residential  part  of  a public  home  are  not  eligible 
for  Old  Age  Assistance  and,  therefore,  were  not 
on  the  OAA  rolls  from  which  the  samples  were 
selected.) 

2.  Patients  whose  only  benefits  received  dur- 
ing the  study  years  were  for  drugs  and/or  sick- 
room supplies.  The  number  of  such  individuals 
was  so  negligible  that  elimination  would  not  re- 
flect on  the  validity  of  the  sample.  Patients  re- 
ceiving “medical  care  only,”  for  whom  the 
services  of  physicians  were  provided,  were  in- 
cluded. 

3.  Persons  living  in  homes  for  the  aged. 
These  persons  received  medical  care  as  part  of  the 
service  of  the  home,  and  as  with  the  infirmary,  it 
is  not  possible  to  identify  individual  services  to 
patients. 

The  cost  of  medical  care  was  determined  for 
the  entire  twelve  months  of  the  year  for  each 


group  except  where  the  recipient  left  the  welfare 
roll  prior  to  the  end  of  the  year. 

It  should  be  pointed  out  that  the  1954  sample 
represented  a larger  proportion  of  the  total  Old 
Age  Assistance  recipients  for  the  year  than  did 
the  1947  sample.  In  the  earlier  study  year  there 
were  715  Old  Age  Assistance  recipients  com- 
pared to  527  recipients  in  1954.  The  Schenectady 
County  census  of  April  1,  1950,  showed  a total 
population  of  142,497,  of  whom  13,705  were  sixty- 
five  years  of  age  or  over.  On  the  basis  of  an 
estimated  population  sixty-five  years  and  over  of 
12,500  for  July  1,  1947,  and  of  15,500  for  July  1, 
1954,  there  were  57  OAA  recipients  per  1,000 
population  of  sixty-five  years  and  over  for  1947 
and  34  per  1,000  for  1954.  Actually,  the  1947 
figure  should  be  higher  and  the  difference  there- 
fore greater  since  persons  over  sixty-five  residing 
in  the  infirmary  were  not  classified  as  OAA  in 
1947  because  of  Federal  criteria  for  this  cate- 
gory. The  criteria  had  changed  by  1954,  and 
there  were  then  94  residents  of  the  infirmary  on 
OAA  among  the  total  of  527  OAA  recipients  in 
the  county. 

Characteristics  of  the  Samples 

Age  and  Sex. — Table  I indicates  age  and  sex  of 
the  persons  included  in  the  two  samples.  There 
was  a moderate  predominance  of  females  over 
males,  less  in  1954  than  in  1947.  The  most 
significant  part  of  this  table  is  the  increase  in  the 
number  of  persons  eighty  years  of  age  and  over 
from  25  in  1947  to  37  in  1954.  This  increase  was 
accounted  for  largely  by  the  female  group,  al- 
though the  total  number  of  females  was  somewhat 
smaller  than  in  1947. 

Sex  and  Marital  Status. — Table  II  pre- 
sents the  sample  subjects  by  sex  and  marital 
status.  Unfortunately,  these  breakdowns  re- 
sulted in  groups  too  small  to  reveal  a significant 
trend. 

Mobility  Status. — Table  III  presents  an 
analysis  of  the  groups  by  their  mobility  status  on 
the  first  day  of  the  study  year  and  on  the  last 
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Table  III. — Change  in  Mobility  Status  of  OAA  Recipients 


Mobility  Status 

- 1 

Number  of  Persons 
Jan.  1 

947 

Number  of  Persons  at 
Time  of  Withdrawal 
or  on  Dec.  31 

1 

Number  of  Persons 
Jan.  1 

954 

Number  of  Persons  at 
Time  of  Withdrawal 
or  on  Dec.  31 

No  limitations  on  activities 

65 

54 

51 

44 

Limited  activities 

29 

30 

40 

31 

Bedridden  or  chairfast 

6 

5 

9 

17 

Dead 

11 

8 

Total 

100 

100 

100 

100 

TABLE  IV. — OAA  Persons  and  Months  Lost  from 
Study 


Reason  for  Closing 

, 19 

Persons 

47 . 

Total 

Months 

Lost 

19 

Persons 

>54 , 

Total 

Months 

Lost 

Death 

ii 

86 

8 

44 

Transfer  to  public 
home 

2 

6 

10 

82 

Other* 

4 

26 

5 

24 

Total 

17 

118 

23 

150 

* Includes  those  for  whom  relatives  assumed  responsibility, 
admissions  to  State  Hospital,  persons  who  moved  out  of  dis- 
trict, compensation  settlements,  and  lost  contacts. 


day  of  the  study  or  on  the  date  of  their  with- 
drawal from  the  study.  It  is  noted  that  in  1947 
there  were  65  recipients  with  no  limitations  and 
only  six  that  were  bedridden  or  chairfast.  At  the 
end  of  the  study  year  or  at  the  time  of  withdrawal 
there  were  54,  or  11  fewer  recipients  with  no 
limitations  and  16  recipients  who  were  bedridden 
or  chairfast  or  had  died. 

In  1954  there  were  51  recipients  with  no  limita- 
tions on  the  first  day  of  the  study  and  nine  who 
were  bedridden  or  chairfast.  On  the  last  day  of 
the  study  or  at  the  time  of  withdrawal  there  were 
44  persons  with  no  limitations,  and  the  number  of 
persons  who  were  bedridden,  chairfast,  or  dead 
was  25. 

These  data  suggest  that  the  1954  sample  was 
composed  of  a somewhat  sicker  and  more  dis- 
abled group  of  persons  than  was  the  1947  sample. 

Persons  Lost  from  Study. — It  was  expected 
that  a certain  number  of  persons  would  be  lost  in 
each  study  year  because  of  death,  transferral  to 
the  public  home,  and  such  other  reasons  as  rela- 
tives assuming  responsibility  or  the  recipient 
being  admitted  to  a State  hospital  for  the  men- 
tally ill,  moving  out  of  the  welfare  district,  or  re- 
ceiving a compensation  settlement. 

As  indicated  in  Table  IV,  17  persons  were  lost 
from  the  study  in  1947.  Total  loss  was  then  one 
hundred  eighteen  months  or  the  equivalent  of 
almost  ten  person-years.  In  1954,  23  persons 
were  lost  from  the  sample  before  the  end  of  the 


TABLE  V. — Diagnostic  Groups  of  OAA  Recipients 


Diagnostic  Group 

Number  of 
1947 

Persons 

1954 

Cardiovascular  disease 

30 

37 

Cerebrovascular  accident 

5 

6 

General  and  cerebral  arteriosclerosis 

6 

9 

Gastrointestinal  disorders 

7 

4 

Arthritis 

6 

6 

Cancer 

2 

5 

Miscellaneous 

24 

16 

No  medical  treatment 

20 

17 

Total 

100 

100 

study  year.  The  total  loss  amounted  to  one 
hundred  fifty  months  or  the  equivalent  of  I2V2 
person-years.  Thus,  there  were  about  90  person- 
years  available  for  study  in  1947  and  87  V2  person- 
years  available  in  1954. 

These  losses  have  not  been  taken  into  con- 
sideration in  the  calculation  of  the  cost  of  medical 
care  on  a recipient  basis  since  we  were  interested 
in  determining  what  the  welfare  department  had 
spent  during  each  study  year  for  medical  care  for 
100  persons  who  had  been  on  the  rolls  on  January 
1.  It  will  be  noted  later  that  with  no  exceptions 
costs  for  all  items  of  medical  care  were  greater  in 
1954  than  in  1947  when  calculated  on  the  basis  of 
costs  of  care  for  the  100  recipients  originally  in- 
cluded in  the  sample.  If  the  calculations  had 
been  done  on  the  basis  of  person-years  rather  than 
recipients  and  the  medical  costs  divided  by  90  and 
87  y2,  respectively,  rather  than  100  for  each  year, 
the  differences  in  average  annual  costs  between 
the  two  years  would  have  been  greater. 

Diagnostic  Groups. — Table  V presents  the 
major  medical  diagnoses  of  the  persons  in  the 
two  study  years.  Only  those  diagnostic  groups 
in  which  five  or  more  cases  appeared  in  either 
study  year  were  included,  all  others  being  grouped 
in  the  miscellaneous  category.  Cardiovascular 
disease  comprised  30  and  37  per  cent,  respec- 
tively, of  the  total  cases  in  1947  and  1954.  Other 
diagnostic  categories  were  fairly  uniformly  scat- 
tered. There  were  no  essential  differences  be- 
tween the  two  study  years. 
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TABLE  VI. — Medical  Cost  of  OAA  Recipients  as  Per 
Cent  of  Total  Public  Assistance  Cost 


1947 

1954 

A.  AVERAGE  ANNUAL  COSTS  FOR  ALL  PERSONS 
IN  SAMPLE 

Number  of  persons 

100 

100 

Medical  cost  per  person 

§114 

$289 

Public  assistance  grant*  per  person 

$403 

$429 

Public  assistance  cost  per  person 

$518 

$718 

Total  medical  cost 

$11,439 

$28,860 

Per  cent  of  total  public  assistance  cost 

22.1 

40.2 

B.  AVERAGE  ANNUAL  COST 
RECEIVING  MEDICAL 

FOR  PERSONS 
CARE 

Number  of  persons 

80 

83 

Medical  cost  per  person 

$143 

$348 

Public  assistance  grant*  per  person 

$405 

$434 

Public  assistance  cost  per  person 

$548 

$782 

Total  medical  cost 

$11,439 

$28,860 

Per  cent  of  total  public  assistance  cost 

26.1 

44.5 

* Excludes  medical  care. 


Cost  of  Medical  Care 

Medical  and  Total  Public  Assistance 
Costs.— Table  VI  presents  a comparison  of 
medical  costs  in  the  two  years  of  the  survey  in 
relation  to  the  total  public  assistance  costs  during 
these  years.  Section  A of  this  table  includes  all 
persons  in  the  samples,  whereas  Section  B includes 
only  those  persons  actually  receiving  medical 
care.  It  is  noted  that  the  average  cost  of  provid- 
ing medical  care  to  the  100  recipients  was  $114 
per  recipient  in  1947  and  $289  in  1954,  an  increase 
of  144  per  cent.  In  contrast  the  average  public 
assistance  grant  excluding  medical  care  went  up 
only  6 per  cent,  increasing  from  $403  to  S429. 
Medical  care  accounted  for  22.1  per  cent  of  the 
total  cost  of  public  assistance  in  1947  and  40  2 
per  cent  in  1954. 

There  were  80  persons  in  the  sample  who  re- 
ceived medical  care  in  1947  and  83  persons  in  1954. 
The  average  costs  of  providing  medical  care  per 


patient  were  $143  in  1947  and  $348  in  1954,  an  in- 
crease of  143  per  cent.  For  this  group  of  re- 
cipients medical  care  amounted  to  26.1  per  cent 
of  the  total  cost  of  public  assistance  in  1947  and 
44.5  per  cent  in  1954. 

Cost  of  Specific  Medical  Items.— Table  VII 
presents  a breakdown  of  medical  costs  by  specific 
items:  physicians’  services,  drug  and  sickroom 
supplies,  hospitalization,  miscellaneous  medical 
expenses,  private  nursing  home  care,  and  public 
home  infirmary  care.  This  table  is  divided  into 
two  sections,  Section  A indicating  the  costs  of 
medical  sendees  exclusive  of  nursing  home  and 
infirmary  care  and  Section  B indicating  the  costs 
of  nursing  home  and  infirmary  care.  (For  pa- 
tients placed  in  nursing  homes,  the  payments  to 
the  home  are  included  in  Section  B,  but  the  costs 
of  physicians’  services,  drugs,  and  hospitalization 
are  included  in  Section  A.) 

The  miscellaneous  group  of  expenses  included 
such  items  as  medical  specialists,  ambulance 
service,  podiatrist  care,  dental  services,  laboratory 
services,  eyeglasses,  prosthetic  appliances,  and 
visiting  nurse  services.  The  number  of  services 
in  any  one  of  these  classes  was  too  small  to  war- 
rant a comparative  analysis  between  the  two 
years. 

The  purpose  of  separating  Section  A from  Sec- 
tion B was  to  identify  those  costs  which  are  pri- 
marily medical  rather  than  a mixture  of  medical 
care  and  bed  and  board  which  is  found  in  long- 
term placement  institutions,  such  as  nursing 
homes  and  infirmaries. 

Medical  services  exclusive  of  nursing  home  and 
public  home  infirmary  care  show  an  increase  in 
costs  of  142  per  cent,  from  $6,382  in  1947  to 
$15,423  in  1954.  Physicians’  services  (general 


TABLE  VII. — Cost  of  Major  Items  of  Medical  Care  for  OAA  Recipients 


Medical  Items 

Number  of 
Persons 

1947 

Volume  of 
Service 

Cost 

Number  of 
Persons 

1954 

Volume  of 
Service 

Cost 

A.  Medical  services,  exclusive  of 
nursing  home  and  infirmary  care 

Physician  (general  practitioner) 

70 

1,074* 

$2,780 

74 

1,158* 

$ 3,408 

Hospitalization 

14 

151  Vst 

$1,369 

22 

391  + 

$ 8,045 

Drugs  and  sickroom  supplies 

68 

$1,822 

76 

S 3,328 

Miscellaneous 

37 

S 411 

48 

$ 642 

Total 

$6 , 382 

$15,423 

B.  Nursing  home  and  infirmary 
care 

Private  nursing  home 

12** 

1,242+ 

$4,750 

9+t 

434+ 

$ 2,032 

Public  home  infirmary 

4 

149+ 

S 308 

18 

2 , 754+ 

$11,406 

Total 

So , 058 

$13,437 

* Represents  visits, 
t Represents  day’s  care. 

**  Includes  1 person  who  was  transferred  to  public  home  infirmary  in  1947. 
tt  Includes  6 persons  who  were  transferred  to  public  home  infirmary  during  1954. 
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TABLE  VIII. — Physicians’  Services  and  Hospitalization  of  OAA  Recipients  by  Aoe  Grodp 


Physicians  Services 

. Hospitalization . 

Persons 

Persons 

Age  Group 

Total 

Receiving 

. Visits 

Receiving 

(Years) 

Persons 

Service 

Total  Home 

Office 

Care  Days  Care 

1947 


65  to  69 

13 

8 

265 

22 

243 

2 

21 

70  to  74 

23 

13 

138 

54 

84 

2 

8 

75  to  79 

39 

29 

447 

334 

113 

6 

80 

80  and  over 

25 

20 

224 

180 

38 

4 

42'/« 

Total 

100 

70 

1,074 

590 

478 

14 

151  «/* 

1954 

65  to  69 

9 

7 

211 

142 

69 

2 

75 

70  to  74 

29 

22 

356 

200 

150 

4 

49 

75  to  79 

25 

17 

283 

216 

67 

5 

115 

80  and  over 

37 

28 

308 

263 

45 

11 

152 

Total 

100 

74 

1,158 

827 

331 

22 

391 

practitioners)  accounted  for  only  a small  part  of 
this  increase.  The  major  portions  of  the  in- 
creases were  accounted  for  by  drugs  and  sickroom 
supplies  and  particularly  by  hospitalization. 

The  data  in  Section  B of  this  table  are  in- 
fluenced by  a change  in  policy  in  the  Schenectady 
County  Department  of  Public  Welfare.  During 
1954  the  number  of  beds  in  the  public  home  in- 
firmary was  increased  considerably,  and  it  be- 
came the  policy  of  the  Department  to  move  pa- 
tients from  private  nursing  homes  into  this  new 
facility  as  well  as  to  give  priority  to  the  infirmary 
in  new  placements.  Thus,  there  was  a decrease 
of  nursing  home  patients  and  nursing  home  days 
in  1954  compared  with  1947  and  a considerable 
increase  in  public  home  infirmary  patients  and 
infirmary  days.  The  cost  of  these  combined 
services  increased  from  $5,058  to  $13,437. 

In  addition  to  the  services  included  in  Table 
VI,  OAA  recipients  received  some  general  medical 
services  at  the  outpatient  department  of  the  Ellis 
Hospital.  A more  detailed  analysis  of  some  of 
these  specific  medical  items  follows. 

Physicians’  Visits. — Table  VIII  presents  an 
analysis,  by  age  group  of  recipients,  of  physicians’ 
visits  and  hospitalization  for  the  two  study  years. 
Regarding  physicians’  visits  it  is  noted  that  the 
total  number  of  visits  increased  only  from  1,074 
to  1,158.  However,  home  visits  increased  from 
596  to  827,  and  office  visits  decreased  from  478  to 
331.  In  analyzing  these  visits  by  age  group  of 
recipients,  it  is  noted  that  in  1947  office  visits  pre- 
dominated over  home  visits  for  the  age  groups 
of  sixty-five  to  sixty-nine  years  and  seventy  to 
seventy-four  years.  For  the  age  groups  of 
seventy-five  to  seventy-nine  years  and  eighty 
years  and  over,  the  home  visits  predominated. 
In  1954  home  visits  predominated  over  office 


visits  in  all  age  groups,  although  the  differences 
were  exaggerated  with  the  progression  of  years. 

Since  the  trend  in  medical  practice  in  the  gen- 
eral population  is  toward  the  office  visit  and  away 
from  the  home  visit,  this  phenomenon  of  in- 
creased home  and  decreased  office  visits  among 
welfare  recipients  on  Old  Age  Assistance  is 
another  indication  of  the  greater  prevalence  of 
chronic  illness  and  disability  in  1954  contrasted 
to  1947.  The  majority  of  these  home  visits  were 
to  patients  in  their  own  homes.  As  noted  above, 
nursing  home  placements  decreased  in  1954,  and 
physicians’  visits  were  not  made  to  infirmary  pa- 
tients because  of  the  availability  there  of  a 
salaried  physician.  As  far  as  can  be  determined, 
there  was  no  change  in  emphasis  regarding  the 
use  of  outpatient  department  facilities  between 
the  two  study  years,  which  might  have  explained 
the  number  of  office  visits. 

The  schedule  for  physicians’  fees  remained  the 
same  throughout  1947  and  was  still  the  same  dur- 
ing the  first  four  months  of  1954.  This  schedule 
called  for  $3.00  for  a home  call  and  $2.00  for  an 
office  call  with  an  additional  $1.00  charge  for 
night  calls  between  midnight  and  7 a.m.  From 
May  1,  1954,  through  December  31,  1954,  there 
was  an  increase  in  fees  to  $3.60  for  home  calls  and 
$2.50  for  office  calls,  with  a similar  additional 
$1.00  night  charge.  In  1947  an  additional  charge 
of  $1.00  was  allowed  for  each  additional  patient 
seen  in  the  same  household.  In  1954  this  was  in- 
creased to  $2.00  for  each  additional  patient  but 
with  a maximum  of  $7.00  for  each  visit. 

Thus,  it  is  seen  that  the  number  of  visits  and 
the  fees  for  these  visits  increased  only  moderately 
from  1947  to  1954.  The  total  costs  increased  from 
$2,780  to  $3,408,  or  23  per  cent.  The  major  part 
of  the  increase  was  accounted  for  by  the  in- 
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crease  in  home  calls  rather  than  the  increase  in 
fees.  It  must  be  recognized  that  the  increased 
use  of  the  public  home  infirmary  during  1954  con- 
ceals part  of  the  need  for  physicians’  services  in 
1954  since  infirmary  patients  are  cared  for  by 
salaried  physicians  whose  salaries  are  included  in 
the  per  diem  rate  for  infirmary  care. 

Hospitalization. — Going  back  to  Table  VII, 
we  see  that  hospital  costs  accounted  for  the  major 
part  of  the  increase  in  medical  costs  in  the  two 
years,  rising  from  $1,369  to  $8,045,  an  increase  of 
488  per  cent.  As  is  well  known,  there  have  been 
considerable  increases  in  hospital  costs  per  pa- 
tient-day over  the  past  decade.  In  1947  the  per 
diem  cost  of  care  varied  from  $8.10  to  $10.50  at 
the  largest  hospital  in  the  county,  in  which  most 
of  the  welfare  recipients  received  care.  In  1954 
the  per  diem  rates  of  this  hospital  varied  from 
$18.76  to  $20.37.  A second  general  hospital,  not 
open  in  1947,  had  rates  from  $16.67  to  $18.11  per 
day  in  1954. 

One  would  calculate  from  the  data  in  Table  VII 
that  the  average  daily  hospital  rate  was  $9.04  for 
1947  and  $20.57  for  1954.  The  second  average  ap- 
pears to  be  a gross  inconsistency  since  it  is  higher 
than  the  range  of  the  hospital  rate  schedules. 
However,  it  is  accounted  for  by  one  case  in  which 
a rate  of  $31.34  was  paid  for  a period  of  twenty- 
six  days.  The  reason  for  this  rate,  which  was 
$10.97  above  the  maximal  rate  ordinarily  al- 
lowed, is  not  indicated  in  the  records  but  ap- 
parently was  due  to  extra  charges  for  a con- 
siderable number  of  extraordinarily  expensive 
items.  Actually,  payment  for  these  extra  items 
should  not  have  been  allowed  in  an  all-inclusive 
rate.  If  the  excess  amount  paid  for  these  twenty- 
six  days  is  eliminated,  the  average  rate  for  1954 
would  be  $19.80.  On  the  basis  of  the  latter  figure 
the  increase  in  per  diem  hospital  costs  was  119  per 
cent.  If  the  same  demand  for  hospital  service  had 
existed  in  1954  as  in  1947,  the  costs  of  hospital 
service  would  have  increased  by  this  percentage 
rather  than  by  488  per  cent. 

The  number  of  persons  in  the  sample  entering 
the  hospital  in  1947  was  14  compared  to  22  in 
1954,  an  increase  of  over  50  per  cent.  The 
number  of  patient-days  in  1947  was  150/2  com- 
pared to  391  in  1954,  an  increase  of  158  per 
cent.  The  average  patient  stay  in  1947  was 
10.8  compared  to  17.8  days  in  1954.  Again, 
since  the  average  hospital  stay  for  the  gen- 
eral population  has  been  decreasing  during  the 
past  few  years,  this  opposite  trend  for  Old  Age 


Assistance  recipients  is  indicative  of  a higher 
concentration  of  more  chronically  ill  and  dis- 
abled persons  in  this  public  assistance  group. 
Thus,  it  appears  that  the  increase  in  hospital  costs 
in  1954  is  accounted  for  by  an  increase  of  158  per 
cent  in  demand  for  care  which  had  to  be  purchased 
at  a rate  119  per  cent  above  that  of  1947. 

Drugs  and  Sickroom  Supplies.— If  we  refer 
again  to  Table  VII,  68  of  the  100  OAA  recipients 
in  the  1947  sample  and  76  in  the  1954  sample  re- 
ceived prescriptions  for  drugs  and/or  sickroom 
supplies.  The  total  costs  were  $1,822  in  1947  and 
$3,328  in  1954,  an  increase  of  83  per  cent.  For 
the  recipients  receiving  drugs  or  sickroom  supplies 
the  average  cost  increased  from  $26.79  per  person 
in  1947  to  $43.79  in  1954. 

Obviously,  there  may  be  several  factors  re- 
sponsible for  this  increase  in  drug  costs.  A 
larger  number  of  sick  persons  in  the  1954  group 
compared  to  the  1947  group  could  result  in 
an  increase  in  drug  usage,  even  if  all  other 
factors  had  remained  stationary.  However,  a 
major  part  of  the  increase  is  due  to  factors 
concerning  the  drugs  themselves.  In  increasing 
order  of  importance  these  factors  are  as  follows: 
(1)  some  increase  in  the  cost  of  specific  drugs,  (2) 
increasing  tendency  to  use  newer  proprietary 
medications  in  place  of  standard  and  still  useful 
United  States  Pharmacopeia  and  National  For- 
mulary preparations,  and  (3)  the  recent  introduc- 
tion of  new  types  of  drugs,  most  of  which  are 
relatively  expensive  and  for  which  there  are  no 
counterparts  in  the  U.S.P.  or  N.F. 

Table  IX  shows  how  these  factors  have  operated 
in  various  drug  groupings.  Thus,  in  the  group  of 
the  vasodilating  nitrite  preparations  the  average 
costs  of  prescriptions  for  nitroglycerin  and  sodium 
nitrite  or  its  compounds  increased  by  almost  100 
per  cent,  from  36  to  69  cents  per  prescription. 
(This  table  does  not  indicate  the  amount  of  drugs 
ordered  per  prescription,  but  it  is  believed  that 
the  general  practices  of  prescribing  drugs  did 
not  materially  change  between  1947  and  1954.) 
There  was  a decrease  in  the  number  of  prescrip- 
tions for  these  standard  drugs,  so  that  there  was 
little  change  in  the  total  amounts  spent  for  them. 
However,  this  was  offset  by  the  frequent  prescrib- 
ing of  such  new  compounds  as  Nitroglyn, 
Peritrate,  and  Nitranitol  and  its  combinations. 
The  number  of  prescriptions  for  the  nitrite  drugs 
increased  from  35  in  1947  to  67  in  1954,  and  the 
total  costs  increased  from  $12.80  to  $102.02. 

Among  the  diuretics  there  was  a falling  off  in  the 
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TABLE  IX. — Costs  of  Selected  Drug  Groups  for  OAA  Recipients 


Drug  Group 

Number  of 
Prescriptions 

Total 

Cost 

Average 
Cost  per 
Prescription 

Number  of 
Prescriptions 

Total 

Cost 

Average 
Cost  per 
Prescription 

Nitrite  group 

Nitroglycerine,  sodium  nitrite  or 
combinations 

35 

$12.80 

$0.36 

23 

$15.70 

0.69 

Nitranitol  or  combinations 

15 

24.06 

1.60 

Peritrate 

25 

43.96 

1.76 

Nitroglyn 

4 

18.30 

4.56 

Total 

35 

$12.80 

$0.36 

67 

$102.02 

$1.52 

Diuretic  group 

Salyrgan  or  Mercuhydrin 

14 

$23.95 

$1.71 

5 

$11.20 

$2.24 

Diamox 

31 

100.46 

3.24 

Neohydrin 

11 

60.78 

5.52 

Total 

14 

$23 . 95 

$1.71 

47 

$172.44 

$3 . 67 

Barbiturate  group 
Phenobarbital 

53 

$29.10 

$0 . 55 

47 

$ 38.25 

$0.81 

preparations 

Others 

55 

42.55 

0.77 

97 

127.77 

1.32 

Total 

108 

$71.65 

$0.66 

144 

$166.02 

$1  . 15 

Antibiotic  group 

All  antibiotic  preparations 

11 

$35.90 

$3.28 

34 

$124.39 

$3 . 66 

Miscellaneous  new 
drugs 
Cortisone 

35 

$251.92 

$7.19 

Rutin  or  combinations 

1 

$ 2.75 

$2 . 75 

14 

82.65 

2.04 

Serpasil  or  rauwolfia 

37 

152.44 

4.12 

Veratrite  or  veralba 

10 

28.36 

2.84 

Total 

1 

$ 2.75 

$2.75 

96 

$515.37 

$6.36 

use  of  the  older  Salyrgan  and  Mercuhydrin,  with 
frequent  use  of  the  new  and  more  expensive 
preparations,  Diamox  and  Neohydrin.  Prescrip- 
tions increased  from  14  to  47  and  costs  from  $23.95 
to  $172.44. 

Among  the  barbiturates,  the  use  of  the  U.S.P. 
phenobarbital  preparations  fell  off  only  slightly, 
and  savings  were  more  than  offset  by  the  rising 
cost  per  prescription.  On  the  other  hand,  the 
use  of  other  barbiturates  almost  doubled  with  a 
tripling  of  the  costs.  Prescriptions  increased  from 
108  to  144  and  costs  from  $71.65  to  $166.02. 

The  average  costs  of  antibiotic  prescriptions  did 
not  increase  significantly,  but  there  was  a tripling 
in  the  use  of  these  preparations.  The  reasons 
for  this  increase  are  not  reflected  in  Table  V, 
which  shows  the  diagnostic  groups  for  which 
medication  was  given.  However,  this  diagnostic 
grouping  would  not  indicate  acute  respiratory  in- 
fections or  other  types  of  infectious  episodes  that 
might  occur  during  the  course  of  a chronic  illness. 

Last,  the  table  shows  the  fairly  large  expendi- 
tures for  newly  introduced  drugs,  such  as  corti- 
sone, Rutin,  Serpasil,  and  Veratrite. 

Infirmary  and  Nursing  Home  Care. — The 
combined  infirmary  and  nursing  home  patient- 
days  numbered  1,391  in  1947  and  3,188  in  1954,  an 
increase  of  129  per  cent.  These  items  cannot  be 
considered  separately  because  of  the  policy  change 


referred  to  above.  Public  home  infirmary  care 
increased  considerably  in  cost,  increases  being 
attributable  to  greater  costs  of  operation  as  well 
as  introduction  of  more  and  improved  services. 
Thus,  in  1947  the  rates  varied  from  $53.90  to 
$64.50  per  month,  while  during  1954  the  rates 
varied  from  $110.70  to  $124.20  per  month.  In 
contrast  the  rate  allowed  by  the  welfare  depart- 
ment for  private  nursing  home  care  increased 
only  from  $130  per  month  in  1947  to  $140  per 
month  in  1954. 

If  the  policy  change  had  not  occurred  and  the 
1947  ratio  of  nursing  home  to  infirmary  patient- 
days,  about  8:1,  had  prevailed  in  1954,  the  com- 
bined 1954  costs  would  have  been  $14,728  or 
$1,291  more  than  the  actual  $13,437  figure.  It 
must  also  be  considered  that  nursing  home 
patients  receive  extra  allowance  for  physicians’ 
care,  drugs,  and  other  items,  whereas  the  infirmary 
rate  includes  all  of  these.  Thus,  the  savings 
effected  by  the  new  policy  are  greater  than  the 
amounts  represented  by  rate  differences  above. 

Medical  Costs  by  Age  Group. — Table  X 
presents  the  cost  of  medical  care  by  age  groups. 
Contrary  to  expectations  no  definite  trends  are 
shown.  All  age  groups  show  increases  in  average 
cost  and  in  proportions  of  medical  to  total  public 
assistance  expenditures  between  1947  and  1954, 
but  the  increases  in  the  sixty-five  to  sixty-nine- 
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TABLE  X. — Medical  Costs  of  OAA  Recipients  by  Age  Group 


1947 . . 1954 - 

Per  Cent  of  Total  Per  Cent  of  Total 

Age  Group  Number  of  Average  Medical  Public  Assistance  Number  of  Average  Medical  Public  Assistance 


(Years) 

Persons 

Cost  Per  Person 

Cost 

Persons 

Cost  Per  Person 

Cost 

65  to  69 

13 

$117 

25.0 

9 

$492 

56.8 

70  to  74 

23 

S 50 

9.8 

29 

$191 

32.4 

75  to  79 

39 

$142 

26.8 

25 

$213 

35.6 

80  and  over 

25 

$130 

24.2 

37 

$327 

43.9 

Total 

100 

$114 

22.1 

100 

$289 

40.2 

Table  XI. — Medical  Costs  of  OAA  Recipients  by  Sex 


Sex 

Number  of 
Persons 

1947 

Total  Cost 

Average 

Cost  per  Person 

Number  of 
Persons 

1954 

Total  Cost 

Average 

Cost  per  Person 

Female 

61 

$ 7,467 

$122 

54 

$13,759 

$255 

Male 

39 

$ 3,973 

$102 

46 

$15,101 

$328 

Total 

100 

$11,440 

$114 

100 

$28,860 

$289 

TABLE  XII. — Average  Medical  Costs  of  OAA  Recipients  by  Initial  Mobility  Status 


1947 , 1954 

Average  Average 

Number  of  Cost  per  Number  of  Cost  per 


Mobility  Status 

Persons 

Total  Cost 

Person 

Persons 

Total  Cost 

Person 

No  limitations  on  activities 

65 

S 3,558 

S 55 

51 

S 8,105 

$159 

Limited  activities 

29 

S 4,289 

$148 

40 

SI  1,897 

$297 

Bedridden  or  chairfast 

6 

$ 3,593 

$599 

9 

$ 8,858 

$984 

Total 

100 

$11,440 

$114 

100 

$28,860 

$289 

year  age  group  are  most  marked.  The  latter  is 
accounted  for  by  several  costly  illnesses  among  the 
nine  recipients.  The  relatively  low  average  costs 
in  the  seventy  to  seventy-four-year  age  group  in 
both  study  years  were  not  expected  and  are  un- 
explainable. 

There  are  probably  several  factors  operating  to 
influence  the  distribution  of  cost  by  age.  One 
might  have  expected  the  cost  of  medical  care  to 
be  increasing  rapidly  with  progressive  rises  in  age, 
particularly  because  most  of  the  nursing  home  and 
infirmary  patients  are  found  in  the  age  groups 
above  seventy-five  years.  On  the  other  hand, 
this  trend  might  well  be  offset  by  the  fact  that 
persons  sixty-five  years  of  age  who  are  ill  or 
disabled  will  be  more  likely  to  come  on  Old 
Age  Assistance  relatively  early  and  require  con- 
siderable medical  care.  This  is  suggested  by 
the  high  costs  of  the  sixty-five  to  sixty-nine-year 
age  group  in  1954.  On  the  other  hand,  healthy 
elderly  persons  may  remain  financially  independ- 
ent for  longer  periods  of  time  and  apply  for  OAA 
at  a later  age  and  with  fewer  medical  require- 
ments. 

Medical  Care  by  Sex.- — Table  XI  analyzes  the 
cost  of  medical  care  by  sex.  It  is  noted  that  in 
1954  the  cost  of  providing  medical  care  was  sub- 


stantially greater  for  males  than  for  females. 
This  was  not  true  in  1947.  The  increased  use  of 
the  infirmary  in  1954,  chiefly  for  males,  may 
account  for  this  difference.  As  indicated  above, 
in  the  public  home  infirmaries  the  total  per  diem 
cost  is  considered  as  a medical  care  item,  even 
though  a large  part  of  this  cost  may  go  toward 
room  and  board.  Thus,  the  difference  in  cost 
between  males  and  females  may  be  more  appar- 
ent than  real. 

Comparison  of  Average  Medical  Cost 
by  Initial  Mobility  Status 

Table  XII  presents  the  average  annual  medical 
cost  for  persons  according  to  their  mobility  status 
on  January  1 of  the  year  of  the  study.  As 
would  be  expected,  the  average  cost  was  con- 
siderably greater  among  the  bedridden  or  chair- 
fast  and  least  among  those  persons  having  no 
limitations  at  the  beginning  of  the  year.  For 
each  classification  of  mobility  the  average  cost 
was  considerably  greater  in  1954  than  in  1947. 
The  very  high  average  cost  of  $984.24  for  the 
nine  bedridden  or  chairfast  recipients  in  1954  is 
related  to  the  considerable  use  of  hospital,  nursing 
home,  and  infirmary  care  for  this  group  of  persons. 
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TABLE  XIII.— Medical  Care  Costs  for  OAA  Recipients  bt  Receipt  of  Oasi  Benefits  and  Other  Income, 

1954  Only 


Other  Income 

Total  Number 
of  Persons 

Number  of  Persons 
Receiving  Care 

Total  Costs 

Average  Cost  per 
OAA  Recipient 

None 

OASI  benefit  with  or  without  other  in- 

44 

27 

$13,760 

$313 

come 

19 

14 

$ 7,470 

$393 

Income  other  than  OASI  benefit 

37 

32 

$ 7,630 

$206 

Total 

100 

73 

$28 , 860 

$289 

TABLE  XIV. — Medical  Care  Cost  of  19  OAA 
Recipients  with  OASI  Benefits,  1954  Only 


Total  persons 

19 

Persons  receiving  medical  care 

14 

Total  budgetary  need 

$13,414 

OASI  benefits 

$6,188 

Other  income 

$293 

Total  public  assistance  expenditures  including 
medical  expenditures 

$10,877 

Total  medical  expenditures 

$7,470 

Medical  expenditures  as  per  cent  of  total  public 
assistance  expenditures 

68.7 

The  same  applies  to  the  relatively  high  figure 
of  $598.78  for  the  average  cost  in  1947. 

Of  particular  interest  is  the  threefold  increase 
in  the  average  annual  cost  for  persons  showing  no 
limitations  of  activities  at  the  beginning  of  the 
study  years.  For  this  group  the  average  cost 
increased  from  $54.73  to  $158.92.  Since  the 
majority  of  persons  in  these  groups  remained  on 
full  activities  throughout  the  year  (Table  III), 
it  is  evident  that  these  medical  costs  were  related 
mostly  to  increased  use  of  physicians’  visits,  drugs, 
and  short-term  hospitalizations  by  the  1954 
group. 

Medical  Cost  and  Recipients  of  Old 
Age  and  Survivors  Insurance 

Recent  years  have  seen  a progressive  increase 
in  the  number  of  beneficiaries  of  Old  Age  and 
Survivors  Insurance,  a group  which  finally  ex- 
ceeded Old  Age  Assistance  recipients  in  numbers 
just  a year  ago.  These  beneficiaries  sometimes 
have  to  have  their  OASI  benefits  supplemented 
by  OAA  grants,  and  it  may  be  expected  that  the 
most  common  reason  for  this  would  be  a medical 
one. 

Table  XIII  compares  the  medical  care  received 
during  1954  by  recipients  having  OASI  benefits 
with  that  of  other  recipients.  The  average 
medical  cost  for  recipients  with  OASI  benefits  is 
considerably  higher  than  for  others. 

Table  XIV  gives  more  detailed  data  on  this 
and  indicates  that  medical  care  to  OASI  recipients 
on  public  assistance  amounts  to  68.66  per  cent  of 
the  total  amount  of  public  assistance  expenditure 


compared  to  only  40.2  per  cent  for  the  sample  as 
a whole  (Table  VI). 

Comment 

The  small  size  of  the  samples  in  each  of  the 
study  years  naturally  restricts  the  number  and 
the  nature  of  the  conclusions  that  can  be  drawn 
from  the  findings.  Nevertheless,  the  data  re- 
ported here  strongly  indicate  that  the  rising  cost 
of  medical  care  for  Old  Age  Assistance  recipients 
is  related  more  to  increased  medical  needs  for 
persons  in  this  category  than  to  rises  in  the  cost 
of  specific  services.  This  is  not  to  depreciate  the 
significance  of  the  latter  but  rather  to  place  it  in 
its  proper  perspective.  Compared  to  the  1947 
group,  the  1954  sample  was  characterized  by  a 
larger  number  of  persons  eighty  years  of  age  and 
over  and  a smaller  number  who  were  without 
limitations  of  their  activities. 

As  for  services  required,  the  1954  sample  re- 
quired many  more  home  visits  by  physicians, 
more  hospital  admissions  and  longer  hospital 
stays,  many  more  drug  prescriptions,  and  more 
person-days  in  nursing  home  and  infirmary  type 
of  service.  There  was  a tendency  for  the  physi- 
cians to  use  fewer  of  the  old,  standard  drugs  listed 
in  the  United  States  Pharmacopoeia  and  the 
National  Formulary  and  to  rely  more  on  the  re- 
cently developed  preparations.  Because  many 
of  these  new  products  have  no  counterpart  among 
the  older  preparations,  there  could  be  no  lower- 
cost  substitutions. 

It  seemed  significant  that  19  of  the  100  persons 
in  the  1954  sample  were  beneficiaries  of  Old  Age 
and  Survivors  Insurance  and  that  these  persons 
had  medical  costs  significantly  in  excess  of  the 
rest  of  the  group,  averaging  $393  per  recipient 
compared  to  $289  per  recipient  for  the  sample 
as  a whole.  It  may  be  expected  that  OASI 
beneficiaries  will  require  public  assistance  supple- 
mentation, chiefly  when  they  become  ill  and  med- 
ical costs  become  high.  Thus,  medical  expendi- 
tures under  Old  Age  Assistance  may  be  expected 
to  increase  relatively  as  well  as  absolutely  as  the 
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proportion  of  OASI  beneficiaries  on  OAA  in- 
creases. The  medical  costs  of  the  OASI  bene- 
ficiaries made  up  68.7  per  cent  of  the  total  public 
assistance  expenditure  compared  to  40.2  per  cent 
for  the  remainder  of  the  group.  There  were  only 
two  OASI  beneficiaries  for  1947;  therefore, 
tabulations  were  not  done  for  that  year. 

Questions  may  be  raised  about  the  extent  to 
which  increasing  medical  services  can  be  con- 
trolled and  the  cost  kept  down.  As  pointed  out 
in  the  introduction,  the  Schenectady  County 
Department  of  Public  Welfare  has  had  an  effec- 
tive medical  program  for  many  years,  and  the 
same  physician  has  served  as  medical  consultant 
since  1946.  Thus,  the  type  of  medical  control 
has  been  quite  uniform  during  the  two  years  of 
the  study  and  would  not  appear  to  be  a factor 
affecting  medical  cost. 

A secondary  purpose  of  the  study  was  to 
assess  social  and  environmental  factors  and  their 
influence  on  and  relationship  to  the  cost  of  medical 
care.  Unfortunately,  much  of  the  social  and 
environmental  data  collected  could  not  be  utilized. 
The  breakdowns  resulted  in  groups  too  small  to 
lend  themselves  to  a statistical  analysis  or  to 
reveal  significant  trends.  Meagerly  recorded  in- 
formation often  made  the  validity  questionable. 
In  order  to  procure  reliable  answers  to  social 
situations  which  may  affect  medical  care,  a con- 
siderable body  of  information  must  be  built 
up  that  would  extend  prior  to  and  following  the 
study  year.  Also,  without  a personal  interview 
with  each  individual  in  the  sample,  answers  to 
significant  aspects  of  social  and  environmental 
data  would  not  be  reliable.  The  latter  method 
would  not  have  been  possible  in  this  survey  since 
a number  of  individuals  in  the  1947  sample,  as 
well  as  in  the  1954  sample,  had  died  prior  to  the 
survey  period. 

It  is  hoped  that  additional  and  more  compre- 
hensive studies  will  determine  the  importance  of 
social  and  evironmental  factors  and  their  rela- 
tionship to  medical  needs  and  demands. 

Summary 

1.  A group  of  100  recipients  of  Old  Age 
Assistance  in  Schenectady  County  during  1947 
was  compared  with  a similar  group  in  1954  in  an 
attempt  to  determine  the  factors  responsible  for 
the  rising  cost  of  medical  care. 

2.  The  1954  sample  showed  a considerably 
larger  number  of  persons  eighty  years  of  age  and 
over  than  did  the  1947  sample. 


3.  The  Old  Age  Assistance  recipients  in  the 
1954  sample  appeared  to  be  more  limited  in  ac- 
tivities at  the  beginning  of  the  study  year  than 
did  those  in  the  1947  sample. 

4.  There  was  no  significant  change  in  diag- 
nostic groups  between  the  two  years.  Cardio- 
vascular disease  made  up  30  and  37  per  cent  of 
the  total  in  1947  and  1954,  respectively. 

5.  The  combined  costs  of  providing  physicians’ 

services,  drugs  and  sickroom  supplies,  hospitaliza- 
tion, and  miscellaneous  expenses  in  1954  were 
142  per  cent  more  than  in  1947.  Nursing  home 
and  infirmary  care  showed  a similar  increase.  i 

6.  The  combined  costs  of  medical  care  yielded  ^ 

an  average  of  $114  for  OAA  recipients  in  1947  and  3 
$289  in  1954.  1 

7.  There  was  only  a moderate  increase  in 
physicians’  calls  from  1947  to  1954,  but  there  was 
a considerable  decrease  in  office  calls  and  a sharp 
increase  in  home  calls,  indicating  decreased  ability 
of  the  group  to  attend  physicians’  offices.  This  ; 
change  was  particularly  evident  in  the  age 
of  sixty-five  to  sixty-nine  years  where  there  was 
considerable  preponderance  of  office  visits  in 
1947  and  a preponderance  of  home  visits  in  1954. 

8.  Hospital  costs  increased  almost  fivefold, 
but  a larger  part  of  this  increase  was  attributable 
to  increased  services  than  to  the  increases  in  the 
per  diem  rates,  although  the  latter  had  doubled 
between  the  two  study  years. 

9.  Drug  costs  show  considerable  increases, 

to  a large  extent  attributable  to  the  development 
of  new  drugs,  although  increases  in  prescriptions 
issued  and  rises  in  costs  of  specific  drugs  also  were 
contributing  factors.  , 

10.  Old  Age  Assistance  recipients  in  1954  who 
required  their  public  assistance  grants  to  supple- 
ment their  Old  Age  and  Survivors  Insurance  bene- 
fits had  higher  medical  costs  than  other  members 
of  the  sample. 

11.  Rising  OAA  medical  costs  can  be  attrib- 
uted to  many  factors,  of  which  increased  cost  for 
specific  services  is  only  one.  The  others,  in- 
cluding more  sick  and  disabled  persons  on  OAA 
and  the  use  of  newly  developed  clinical  technics  * 
and  drugs,  appear  to  account  for  the  major  portion 
of  the  increase. 
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The  Effect  of  Ventricular  Rate  on  the  Blood 
Pressure  of  a Patient  Treated  With  an 
External  Artificial  Pacemaker 

ALBERT  H.  DOUGLAS,  M.D.,  F.A.C.P.,  JAMAICA,  NEW  YORK 
( From  the  First  Medical  Division,  Queens  General  Hospital) 


Since  Zoll1  first  reported  his  experience  with  an 
external  artificial  pacemaker,  this  type  of 
apparatus  has  been  used  with  increasing  fre- 
quency in  the  treatment  of  ventricular  arrest. 

A Morris  Clinical  Pacemaker  manufactured  by  Leventhal 
Electronic  Products,  Redwood  City,  California,  was  used  in 
this  study. 


The  pacemaker  consists  of  an  electric  circuit 
which  produces  repetitive  stimuli  of  varying 
voltage  and  frequency.  Electrodes  which  re- 
semble those  used  in  electrocardiography  are 
applied  to  the  external  chest  wall,  the  stimulating 
electrode  in  the  region  of  the  cardiac  apex  and 


Fio.  1.  Complete  atrioventricular  dissociation  with  the  pacemaker  in  the  right  bundle  branch  and  a ventricular 

rate  of  30. 
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Fig.  2.  (A)  Artificial  pacemaker  in  control  of  ventricular  rate.  (B)  Voltage  of  the  artificial  pacemaker  reduced 

to  a subthreshold  level,  permitting  escape.  (S,  stimulus;  R,  ventricular  response) 


the  indifferent  electrode  in  the  right  pectoral 
region  or  on  the  posterior  thoracic  wall  behind 
the  stimulating  electrode.  The  efficacy  of  this 
type  of  artificial  stimulus  in  the  treatment  of 
ventricular  arrest  has  been  well  documented.2-5 

With  the  use  of  such  a pacemaker  one  can 
vary  the  patient’s  ventricular  rate  at  will.  In 
the  case  reported  this  was  done,  and  the  blood 
pressure  was  determined  at  different  rate  levels. 
These  measurements  were  found  to  be  of  interest, 
and  they  are  analyzed  because  an  understanding 
of  their  relationship  is  important  if  the  artificial 
pacemaker  is  to  be  used  efficiently.  This  is 
particularly  true  when  a recent  myocardial 
infarction  has  been  complicated  by  Stokes- 
Adams  attacks.  In  these  cases  reduction  in 
blood  pressure  may  be  produced  by  too  rapid  a 
rate  of  artificial  stimuli,  and  the  findings  may  be 
misinterpreted  as  a sign  of  myocardial  weakness 
or  peripheral  vascular  collapse. 

Case  Report 

The  patient  was  a sixty-five-year-old  man  who  was 
admitted  to  the  Queens  General  Hospital  because  of 
syncope  associated  with  a slow  heart  rate.  Four 
years  previously,  while  asleep,  he  had  sustained  a 
convulsive  seizure  followed  by  unconsciousness  for 
thirty  minutes.  He  subsequently  experienced  two 
similar  attacks  prior  to  the  day  of  admission.  For 
about  three  months  his  pidse  rate  was  known  to  be 
less  than  30  per  minute.  For  several  years  he  had 


occasional  angina  with  effort,  but  there  were  no 
prolonged  episodes  of  chest  pain.  A mercurial 
diuretic  had  been  administered  infrequently  because 
of  ankle  edema.  The  past  history  was  irrelevant 
except  for  hypertension  of  five  years  duration. 

During  his  hospital  stay  the  patient  had  frequent 
Stokes-Adams  seizures.  Electrocardiograms  showed 
complete  atrioventricular  dissociation  with  a pace- 
maker in  the  right  bundle  branch  and  a ventricular 
rate  of  30  per  minute  (Fig.  1 ).  Because  of  long  peri- 
ods of  ventricular  standstill,  an  artificial  pacemaker 
was  applied,  and  its  use  was  required  intermittently 
for  eleven  days.  It  was  effective  at  all  times  (Fig. 
2).  Epinephrine  1:500  in  oil  in  doses  of  1 cc.  every 
four  hours  produced  a spontaneous  rhythm  after 
three  days,  but  ventricular  arrest  recurred  several 
hours  later,  and  the  artificial  pacemaker  had  to  be 
reapplied.  Barium  chloride,  60  mg.  four  times  a 
day,  was  added,  and  an  idioventricular  rhythm 
returned  after  four  days  of  artificial  stimuli. 

For  four  days  thereafter  the  patient  was  independ- 
ent of  the  machine,  but  he  then  developed  arrest 
again.  Once  more  he  responded  to  the  electric 
stimuli.  Demerol  was  used  to  control  the  discom- 
fort of  pectoral  muscle  contraction.  ACTH,  40 
units  intramuscularly  on  two  successive  days,  was 
ineffective.  Digitalization  with  Digoxin  was  then 
instituted.  However,  four  days  after  his  last  return 
to  the  artificial  pacemaker,  the  patient  was  found 
dead  as  the  result  of  suicide  effected  in  a rather 
unique  fashion.  It  was  discovered  that  the  patient 
had  insulated  the  stimulating  electrode  by  placing 
gauze  between  the  electrode  and  the  chest  wall. 
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DIASTOLIC  PRESSURE  ^ SYSTOLIC  PRESSURE 


VENTRICULAR  RATE  ON  BLOOD  PRESSURE  WITH  AN  ARTIFICIAL  PACEMAKER 


. 3.  Systolic  pressure  correlated  with  the  ventricular 
rate. 


Fig.  4.  Diastolic  pressure  correlated  with  the 
ventricular  rate. 


Postmortem  examination  revealed  marked  left 
ventricular  hypertrophy  with  dilatation  of  all  cardiac 
chambers,  subendocardial  fibrosis,  marked  sclerosis 
of  the  coronary  artery  branch  adjacent  to  the  sinus 
node,  moderate  pulmonary  edema,  chronic  passive 


Fig.  5.  Pulse  pressure  correlated  with  the  ventricular 
rate. 


congestion  of  the  liver,  a chronic  gastric  ulcer,  pros- 
tatic hypertrophy,  slight  bilateral  hydronephrosis, 
and  some  nephrosclerosis. 

Method 

The  artificial  pacemaker  used  operates  from 
the  conventional  115  volts,  60  cycles  per  second, 
alternating  current  power  source.  It  produces 
stimuli  with  a duration  of  about  two  milli- 
seconds. The  amplitude  is  continuously  vari- 
able from  0 to  130  volts,  and  the  recurrent 
frequency  is  continuously  variable  from  below  50 
pulses  per  minute  to  above  150  pulses  per  minute. 
With  the  artificial  pacemaker  in  control  of 
ventricular  rate,  the  rate  was  gradually  increased 
with  the  voltage  constant.  The  blood  pressure 
was  recorded  at  the  various  rate  levels  with  a 
cuff  type  mercury  sphygmomanometer. 

Results 

The  systolic,  diastolic,  and  pulse  pressures 
were  correlated  with  the  ventricular  rate  in  five 
experiments.  The  findings  are  illustrated  graphi- 
cally in  Figs.  3,  4,  and  5.  It  is  evident  that  the 
diastolic  level,  which  can  be  taken  as  an  index  of 
the  peripheral  resistance,  is  relatively  unaffected 
by  changes  in  rate.  However,  the  systolic  and 
pulse  pressures  are  markedly  influenced  by  the 
ventricular  rate  and  bear  a linear  relationship  to 
it  up  to  a critical  rate  level,  beyond  which  the 
pressures  cannot  be  determined. 


May  1,  1957 


1597 


ALBERT  H.  DOUGLAS 


The  results  justify  the  assumption  that  the 
venous  return  to  the  heart  was  relatively  station- 
ary during  the  period  of  each  experiment. 
Therefore,  the  slower  the  rate,  the  greater  the 
cardiac  output  per  beat,  and  the  more  rapid  the 
rate,  the  less  the  output,  until  finally,  when  the 
rate  became  rapid  enough,  the  ventricles  ejected 
so  little  blood  per  stroke  that  the  pressure  could 
not  be  obtained. 

Comment 

The  ventricular  output  per  beat  may  decrease 
under  three  circumstances:  (1)  myocardial  weak- 
ness, (2)  decreased  venous  return  to  the  heart,  or 
(3)  an  increased  heart  rate  with  the  venous  return 
stationary.  The  treatment  depends  on  the 
mechanism  involved  in  any  given  instance,  and 
combined  therapy  may  be  necessary  if  more  than 
one  mechanism  is  involved.  Thus,  if  the  cause 
is  myocardial  weakness,  digitalization  would  be 
indicated.  If  the  cause  is  peripheral  vascular 
collapse,  pressor  amines  and  parenteral  fluids  are 
called  for.  None  of  these  measures  will  help  the 
third  variety,  which  has  been  analyzed  in  this 
study.  While  it  occurs  less  frequently  than  the 
other  two  forms,  it  will  probably  be  found  with 
increasing  frequency  as  artificial  pacemakers  gain 
increased  use.  Furthermore,  similar  mecha- 
nisms must  be  considered  when  the  heart  is 
resuscitated  by  manual  massage.  Several 
authors6-7  have  stated  that  cardiac  massage 
should  be  performed  at  as  rapid  a rate  as  possible. 
In  the  light  of  the  data  submitted  it  would  seem 
unwise  to  exceed  a rate  of  80  per  minute,  even 
when  this  is  possible. 

It  is  important  to  recognize  the  linear  relation- 
ship between  ventricular  rate  and  the  systolic 
and  pulse  pressures  when  the  venous  return  to 
the  heart  is  fixed.  In  the  normal  individual,  of 
course,  the  venous  return  varies,  and  under  these 
circumstances  the  cardiac  output  rises  because  of 
an  increase  in  rate  associated  with  a relatively 
stationary  blood  pressure.  Hamilton8  has  de- 
scribed this  reflex  control  of  heart  rate.  When  an 
artificial  pacemaker  or  manual  massage  is  used, 
this  reflex  control  is  interrupted.  It  is  also 
interrupted,  obviously,  in  complete  atrioven- 
tricular dissociation. 

The  hypotension  occasionally  found  with 
paroxysmal  tachycardia  in  all  probability  repre- 


sents a response  to  a rapid  heart  rate  similar  to 
that  reported  in  our  experiments.  One  also  can 
assume  that  the  amount  of  blood  ejected  per 
heart  beat  is  small,  and  since  the  effect  is  not  of 
peripheral  vascular  origin,  a pressor  amine  should 
not  be  used  in  an  attempt  to  increase  blood 
pressure.  These  patients  regain  an  adequate 
blood  pressure  promptly  when  the  ventricular 
rate  is  slowed. 

Summary  and  Conclusions 

When  an  artificial  pacemaker  is  used  to  treat 
ventricular  arrest,  the  systolic  and  pulse  pressures 
fall  as  the  rate  is  increased.  The  diastolic 
pressure  remains  relatively  stationary.  With 
ventricular  rates  in  excess  of  100  per  minute  the 
blood  pressure  levels  may  be  unobtainable. 
Data  have  been  presented  to  demonstrate  these 
relationships.  It  is  recommended  that  a rate  of 
50  per  minute  be  used  when  electric  stimuli  are 
applied  to  the  external  chest  wall.  This  relatively 
slow  rate  has  been  shown  to  be  effective  and  has 
the  added  advantage  of  minimizing  the  distress 
caused  by  pectoral  muscle  contraction.  A 
similar  rate  is  probably  desirable  when  the 
exposed  heart  is  stimulated  directly  or  massaged 
manually. 

The  hypotension  produced  by  a rapid  rate  as- 
sociated with  a fixed  venous  return  to  the  heart 
and  an  unaltered  peripheral  resistance,  which  was 
described  in  the  experiments  cited,  can  explain  the 
blood  pressure  fall  occasionally  found  in  parox- 
ysmal  tachycardia. 

Therapy  must  be  directed  to  slowing  of  the 
ventricular  rate,  and  the  use  of  a pressor  amine 
is  not  indicated  unless  there  is  evidence  of 
peripheral  vascular  collapse. 
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A Study  of  the  Posthypnotic  Effects  of  Cyclohept- 
enylethyl  Barbituric  Acid  ( Medomin ) in  Man 

ALLAN  B.  AINLEY,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Medicine,  Grasslands  Hospital,  Valhalla,  New  York) 


Gycloheptenylethyl  barbituric  acid  (Med- 
omin*) is  an  effective  sedative-hypnotic 
of  the  barbiturate  family  which  has  been  studied 
by  a number  of  investigators.  In  published 
reports1-3  the  comment  appears  frequently  that 
few  or  no  side-effects  (hangover)  are  observed 
in  subjects  following  Medomin-induced  sleep 
with  doses  varying  from  200  to  2,400  mg.  How- 
ever, no  one  has  investigated  this  observation 
in  a controlled,  objective  fashion.  Therefore, 
it  is  the  purpose  here  to  describe  the  results  of 
such  a study. 

Material  and  Method  of  Study 

Medomin  was  made  available  in  200-mg.  tablet 
form;  identical  placebos  were  also  furnished. 

The  subjects  consisted  of  34  female  first-year 
student  nurses  from  the  Westchester  School  of 
Nursing,  Grasslands  Hospital,  Valhalla,  New 
York.  These  students  were  divided  arbitrarily 
into  two  groups  of  20  and  14;  the  first  group 
was  given  an  oral  dose  of  200  mg.  of  Medomin, 
the  latter  400  mg.  The  subjects  were  admitted 
to  the  program  on  a voluntary  basis  only,  and 
they  were  remunerated  for  their  time.  This 
group  of  subjects  was  reasonably  uniform. 
Ages  ranged  from  seventeen  to  twenty-three 
years;  the  average  weight  was  61.1  Kg.  which  is 
in  keeping  with  the  accepted  average  adult  female 
weight.  The  students  slept  in  the  same  building, 
and  all  followed  the  same  routine  with  regard  to 
hours  of  bedtime,  arising,  meals,  and  daily 
hospital  duties.  All  were  in  good  physical  and 
mental  health.  The  program  of  study  for  each 
was  arranged  individually  so  as  not  to  interfere 
with  the  normal  daily  routine  of  any  subject; 
in  other  words,  the  attempt  was  made  to  evaluate 
the  drug  under  conditions  which  might  obtain 
in  clinical  practice.  Prior  to  completion  of  the 
program,  the  subjects  were  not  aware  of  the 


* Medomin,  brand  of  heptobarbital,  was  supplied  by 
Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corpo- 
ration, Yonkers,  New  York. 


nature  of  the  drug.  They  were  told  merely 
that  it  was  a new  drug  and  that  the  purpose  of 
the  study  was  to  determine  its  effect  on  a group 
of  tests  to  be  performed  by  them.  The  Medomin 
tablets  and  placebos  were  placed  in  identical 
containers  and  labelled  “A”  and  “B”  by  a disin- 
terested party,  the  hospital  pharmacist.  The 
true  identity  of  the  tablets  was  made  available 
to  the  observer  only  after  the  study  was  com- 
pleted. 

The  method  of  study  was  patterned  after 
that  described  by  Goodnow  et  alf  In  this 
publication  ten  psychophysiologic  tests  were 
evaluated  under  the  influence  of  pentobarbital. 
These  investigators  found  that  four  of  these 
were  relatively  reliable  and  delicate  indicators 
of  barbiturate  effect:  the  tapping  test,  auditory 
reaction  time,  naming  of  opposites,  and  memory 
for  digits.  These  tests  evaluate  in  a simple 
manner  pure  motor  function,  sensory-motor 
function,  association,  and  memory: 

1.  Tapping  test — The  subject,  seated,  en- 
deavors to  tap  a telegraph  key  as  many  times 
as  possible  within  a ten-second  period.  This 
is  electrically  recorded.  This  procedure  is 
repeated  three  times,  each  trial  separated  by  a 
fifteen-second  rest  period.  The  score  is  the 
average  of  the  three  trials. 

2.  Auditory  reaction  time — At  the  sound  of 
a buzzer  the  subject  strikes  a telegraph  key.  The 
reaction  time  is  recorded  electrically  with  ac- 
curacy to  0.01  second.  This  is  repeated  20  times, 
and  the  score  is  the  average.  Inordinately  short 
(overanticipation  of  the  signal)  or  long  (lack  of 
set)  recorded  values  were  arbitrarily  excluded 
if  they  varied  from  the  mean  by  more  than  plus 
or  minus  twice  the  standard  deviation.  The 
mean  was  then  recalculated. 

3.  Naming  opposites — A list  of  ten  common 
words  is  read  aloud  by  the  examiner.  The 
subject  names  the  antonym  of  each  as  quickly 
as  possible.  The  score  is  the  time  required  for 
the  list  to  be  completed.  A different  equivalent 
list  is  employed  at  each  testing. 
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TABLE  I. — Scores  and  B Values  of  One  Subject  in  400-Mo.  Group 


Test 

' „ 

B Value 

Before 

Placebo 

After 

Placebo 

Before 

Medomin 

After 

Medomin 

Tapping 

61.3 

63.7 

6.5.2 

58.0 

-9.6 

Auditory  reaction  time 

20.91 

20.37 

19.16 

20.21 

+ 1.59 

Naming  opposites 

15.2 

19.8 

13.0 

17.8 

+0.2 

Memory  for  digits 

6.7 

7.0 

7.3 

7.0 

-0.6 

4.  Memory  for  digits — A progressively 

lengthening  series  of  digits  is  read  to  the  subject 
who  repeats  them  in  reverse  order  until  he  fails 
twice  on  series  of  equal  length.  The  score  is 
recorded  as  the  greatest  number  of  digits  suc- 
cessfully repeated  in  reverse  order.  A different 
list  of  digit  series  is  used  at  each  testing. 

Each  subject  endured  two  test  days.  A 
test  day  consisted  of  the  three  parts  enumerated 
below: 

1.  The  above  battery  of  tests  was  performed 
three  times  during  the  daytime  and/or  evening. 

2.  The  drug  was  taken  at  bedtime  (Medo- 
min  or  placebo). 

3.  The  battery  of  tests  was  repeated  on 
arising  the  following  morning  exactly  eight 
hours  after  medication. 

Each  subject  received  placebo  during  one 
test  day  and  Medomin  during  the  other.  Odd- 
numbered  subjects  received  placebo  during  the 
first  test  day  and  even-numbered  subjects 
during  the  second  test  day.  Subjects  1 to  20 
performed  the  test  battery  in  the  order  described 
above,  and  subjects  21  to  34  in  the  reverse 
order.  Subjects  1 to  10  and  21  to  30  received 
200-mg.  doses;  11  to  20  and  31  to  34  received 
400-mg.  doses.  After  completion  of  each  test 
day,  i.e.,  after  the  set  of  tests  was  performed  in 
the  morning  after  medication,  each  was  asked  to 
describe  in  her  own  words  anything  unusual 
which  she  may  have  experienced.  In  addition, 
a record  was  kept  of  tardiness  or  absence  for 
appointments  the  morning  after  medication. 
Before  a student  performed  each  battery  of  tests, 
she  was  reminded  that  it  was  important  that  she 
try  to  make  the  best  scores  possible.  The  two 
test  days  were  separated  by  a variable  period 
which  averaged  7.8  days  in  the  200-mg.  group 
and  7.3  days  in  the  400-mg.  group. 

The  tests  were  conducted  in  a closed  room  with 
only  subject  and  observer  present.  The  same 
individual  (author)  conducted  all  tests  and  inter- 
views and  analyzed  the  results. 

When  each  subject  had  completed  the  re- 
quired two  test  days,  the  scores  were  analyzed 


by  the  following  formula: 

(PbP-Pap)-(MbM-M.M)  = B 

PbP  = Mean  performance  score  before  placebo 

Pap  = Morning  score  after  placebo 

Mlm  = Mean  performance  score  before  Medomin 

MaM  = Morning  score  after  Medomin 

B = Barbiturate  effect 

For  each  of  the  four  tests  the  mean  perform- 
ance score  was  calculated  from  the  scores 
attained  on  the  three  test  batteries  before 
medication.  These  mean  scores  were  then  com- 
pared with  the  corresponding  ones  obtained  in 
the  test  battery  performed  after  medication. 
These  differences  were  ascertained  for  both  the 
Medomin  and  placebo  test  days  and  were  then 
compared  with  each  other.  This  set  of  differ- 
ences was  designated  B and  represented  barbi- 
turate effect.  In  performing  the  tapping  test 
and  memory-for-digits  test,  a higher  score 
means  better  performance;  therefore,  a negative 
B value  indicates  impairment  of  performance 
after  Medomin.  Conversely,  lower  test  scores 
for  the  auditory  reaction  time  and  naming- 
opposites  test  indicate  better  performance, 
and  a positive  B value  indicates  impairment  of 
performance  after  Medomin.  It  is  necessary 
to  compare  the  Medomin  and  placebo  scores  in 
tills  manner,  rather  than  directly,  in  order  to 
take  into  consideration  the  effect  of  practice  on 
scores  of  tests  of  this  type. 

Table  I shows  representative  scores  and  B 
values  achieved  by  one  of  the  subjects  in  the 
400-mg.  group. 

For  each  group  separately  then  the  derived 
B values  for  each  subject  for  each  of  the  four 
tests  were  added,  and  the  mean  B value  for  the 
group  for  each  test  was  calculated.  These 
mean  B values  were  then  subjected  to  the  Fisher 
t test  of  significance. 

Complaints  of  hangover  symptoms  and  the 
records  of  punctuality  and  absenteeism  were 
then  correlated  with  the  administration  of 
Medomin  by  determining  the  phi  coefficient  of 
correlation  which,  in  turn,  was  tested  by  the 
chi-square  test  for  significance. 
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TABLE  II. — Final  Mean  B and  t Values  for  Tests  in  20-Subject.  200-Mo.  Group 


Test 

B Value 

t Value 

5 Per  Cent  Level 

1 Per  Cent  Level 

Tapping 

-1.38 

1.22 

Not  significant 

Not  significant 

Auditory  reaction  time 

+ 1.43 

1.96 

Not  significant 

Not  significant 

Naming  opposites 

+ 1.18 

1.76 

Not  significant 

Not  significant 

Memory  for  digits 

-0.025 

0.076 

Not  significant 

Not  significant 

TABLE  III. — Subjective  Symptoms 
Mg.  Group 

in  20-Subject,  200- 

TABLE  IV  — 

-Tardiness  and  Absence  in  20-Subject,  200- 
Mo.  Group 

Number  Number 

of  Subjects  of  Subjects 

Without  with 

Medication  Hangover  Hangover 

After  Medomin  13  7 

After  placebo  15  5 


Number  of  Number  of 

Subjects  Subjects  Late 

Medication  Punctual  or  Absent 


After  Medomin  16  4 

After  placebo  19  1 


Results 

20-Sxjbject,  200-Mg.  Group. — This  group 
received  an  average  dose  of  3.3  mg.  per  Kg. 
In  Table  II  are  recorded  the  final  mean  B values 
for  each  of  the  four  tests  and  the  corresponding 
calculated  t values.  Although  it  is  seen  that 
the  result  of  each  of  the  tests  suggests  impair- 
ment of  performance  after  Medomin,  the  t 
test  indicates  that  values  of  this  size  can  be 
expected  to  arise  more  than  once  in  20  times 
purely  by  chance  and,  therefore,  cannot  be  con- 
sidered significant  by  accepted  criteria. 

As  was  indicated  in  the  description  of  the 
method,  each  subject  was  interrogated  in  a 
similar  fashion  about  the  presence  of  hangover 
symptoms  after  completion  of  the  placebo  and 
Medomin  test  days  (Table  III).  Subjective 
morning  symptoms  of  hangover  were  quite 
similar  when  they  occurred.  They  consisted 
of  being  dizzy  or  lightheaded,  sluggish,  very 
tired,  awkward,  wobbly,  dopey,  or  groggy. 
One  subject  complained  of  being  sluggish  on 
both  mornings.  Four  subjects  complained  of 
side-effects  after  the  placebo  but  not  after 
Medomin.  Six  subjects  complained  of  side- 
effects  after  Medomin  but  not  after  placebo. 
When  the  phi  coefficient  of  correlation  is  applied 
to  Table  III,  a low  positive  value  of  0.11  is  ob- 
tained, suggesting  some  positive  relation  between 
the  dose  of  Medomin  and  morning-after  hang- 
over. However,  when  this  value  is  subjected 
to  the  chi-square  test  of  significance,  a value  of 
0.480  results,  which  indicates  that  the  phi 
coefficient  obtained  could  be  expected  to  result 
purely  by  chance  more  than  30  per  cent  of  the 
time  and  is  not  significant.  Thus,  there  is  no 
statistical  evidence  to  indicate  that  Medomin 
in  200-mg.  dose  is  any  more  responsible  for  hang- 


over symptoms  than  is  a corresponding  placebo. 

In  a similar  manner  the  tardiness  and  absence 
records  are  shown  in  Table  IV.  Following 
placebo  only  one  of  the  20  subjects  overslept 
and  missed  the  after-placebo  test  battery,  and 
this  entire  test  day  had  to  be  repeated.  All 
of  the  remaining  19  were  punctual  for  the  after- 
placebo  test  appointment.  Following  Medomin 
three  subjects  were  from  fifteen  to  thirty  minutes 
late  for  their  after-Medomin  appointments; 
two  of  these  complained  of  side-effects  which 
were  not  experienced  after  the  placebo,  and 
the  other  did  not  complain  of  side-effects  but 
said  that  she  had  failed  to  respond  to  the  alarm 
clock  for  the  first  time.  A fourth  subject 
overslept  her  appointment,  and  the  entire 
Medomin  test  day  had  to  be  repeated.  On 
the  second  trial  this  subject  was  punctual  and 
had  no  side-effects.  For  Table  IV  a positive 
phi  coefficient  of  0.23  is  obtained,  suggesting  a 
positive  relation  between  Medomin  and  lateness 
or  absence.  The  chi-square  test  yields  a value 
of  2.00  which  indicates  that  such  a positive 
correlation  would  arise  more  than  10  per  cent 
of  the  time  by  chance  and  cannot  be  regarded 
as  statistically  significant. 

The  average  duration  of  sleep  during  the 
placebo  test  day  was  6.9  hours  and  during  the 
Medomin  test  day  6.8  hours.  Menstrual  periods 
were  in  progress  during  only  three  of  the  forty 
test  days.  There  was  no  significant  difference 
between  morning  oral  temperatures  after  Med- 
omin and  after  placebo;  the  average  difference 
was  minus  0.29  F.  after  Medomin. 

In  summary,  for  a 200-mg.  dose  of  Medomin 
tested  in  20  normal  subjects,  there  is  no  statisti- 
cally significant  evidence  that  this  drug  is 
responsible  for  hangover  effects  eight  hours 
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TABLE  V. — Final  Mean  B and  t Valdes  for  Tests  in  14-Subject,  400-Mg.  Group 


Test 

B Value 

t Value 

5 Per  Cent  Level  1 Per  Cent  Level 

Tapping 

-7.51 

5.0 

Significant 

Significant 

Auditory  reaction  time 

+0.99 

1.71 

Not  significant 

Not  significant 

Naming  opposites 

+ 1.59 

1.69 

Not  significant 

Not  significant 

Memory  for  digits 

+0.128 

0.39 

Not  significant 

Not  significant 

TABLE  VI. — Subjective  Symptoms  in  14-Subject,  400-Mg. 

TABLE  VII. — Tardiness  and  Absence  in  14-Subject, 

Group 

400-Mo.  Group 

Number 

Number 

Number  of 

Number  of 

of  Subjects 

of  Subjects 

Subjects 

Subjects  Late 

Without 

with 

Medication  Punctual 

or  Absent 

Medication 

Hangover 

Hangover 

After  Medomin  6 

8 

After  Medomin 

1 

13 

After  placebo  14 

0 

After  placebo 

12 

2 

later,  as  measured  by  the  described  psychologic 

additional  observation  by  the  author,  which 

tests,  subjective  impressions, 

or  tardiness  and 

cannot 

be  measured,  is  that 

a considerable 

absenteeism. 

number  of  these  girls  appeared  more  bedraggled 

14-Subject,  400-Mg.  Group. — This  group 
received  an  average  dose  of  6.5  mg.  per  Kg. 
The  mean  B values  were  scrutinized  in  a similar 
fashion  as  in  the  preceding  group.  These 
values  and  the  derived  t scores  are  listed  in 
Table  V.  With  this  dose  there  is  a statistically 
significant  negative  B value  for  the  tapping  test, 
indicating  impairment  of  performance  eight 
hours  after  400  mg.  of  Medomin.  A B value 
this  large  could  be  expected  to  occur  by  chance 
less  than  once  in  100  times.  The  B values  for 
the  auditory  reaction  time  and  naming-opposites 
test  suggest  impairment  after  Medomin,  but 
these  values  could  arise  by  chance  more  than 
once  in  20  times  and  are  not  to  be  considered 
significant.  The  B value  for  the  memory-for- 
digits  test  suggests  improvement  after  Medomin, 
but  once  again  this  value  is  not  significant  at 
the  5 per  cent  level.  The  above  results  suggest 
that  of  the  four  tests  the  tapping  test  is  the 
most  delicate  in  detecting  barbiturate  effect. 
This  agrees  with  the  findings  of  Goodnow. 

Subjective  symptoms  elicited  on  the  morning 
after  medication  are  summarized  in  Table  VI. 
The  results  here  are  quite  different  from  those 
observed  in  the  200-mg.  group.  The  symptoms 
were  similar  to  those  observed  in  the  latter 
group  but  were  more  pronounced.  In  addition, 
there  were  three  complaints  of  nausea  and  one 
case  of  hiccoughs  in  the  Medomin  group.  Two 
of  the  14  subjects  complained  of  mild  hangover 
symptoms  after  placebo  but  had  more  severe 
complaints  after  Medomin.  No  side-effects 
were  noted  by  the  other  12  after  placebo.  How- 
ever, eight  hours  after  400  mg.  of  Medomin, 
13  of  the  14  subjects  noted  side-effects.  An 


after  Medomin  than  after  placebo.  When  the 
phi  coefficient  is  calculated  for  Table  VI,  a 
positive  correlation  of  0.79  is  obtained  for  the 
relation  of  Medomin  and  the  incidence  of  side- 
effects.  A chi-square  value  of  17.4  is  derived 
for  this  correlation,  suggesting  that  this  value 
would  occur  by  chance  less  than  once  in  100 
times.  Statistically,  therefore,  there  is  a sig- 
nificant positive  relationship  between  a 400-mg. 
dose  of  Medomin  and  side-effects  eight  hours 
later. 

Similar  results  were  obtained  with  the  tardiness 
and  absenteeism  records.  None  of  14  subjects 
was  late  for  or  absent  from  the  testing  period  the 
morning  after  placebo.  However,  eight  of  the 
14  were  absent  or  late  following  Medomin. 
Of  these,  four  were  simply  late  from  ten  to 
thirty  minutes.  All  had  hangover  symptoms. 
The  four  others,  because  of  oversleeping  and 
side-effects,  were  unable  to  keep  the  testing 
appointment  the  morning  after  Medomin.  The 
Medomin  test  day  was  repeated  on  these  four, 
and  at  this  time  three  were  from  twenty  to 
forty  minutes  late  after  400  mg.  of  Medomin. 
One  was  punctual.  All  four  complained  of 
side-effects.  The  phi  coefficient  for  Table  VII 
is  positive  0.63  for  the  relation  between  Medo- 
min and  tardiness  or  absence.  Chi-square  is 
11.2,  indicating  that  the  calculated  correlation 
would  occur  less  than  once  in  100  times  by 
chance.  Thus,  there  would  seem  to  be  a signifi- 
cant positive  relationship  between  a dose  of 
Medomin  of  400  mg.  and  the  occurrence  of 
absenteeism  and  lateness. 

The  average  length  of  sleep  for  this  group 
during  the  placebo  test  was  7.2  hours;  for  the 
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Medomin  test  day  it  was  7.6  hours.  Menstrual 
periods  were  in  progress  during  three  of  the 
twenty-eight  test  days.  No  remarkable  differ- 
ence was  noted  between  oral  temperatures  on 
the  mornings  after  placebo  and  Medomin,  the 
average  difference  being  minus  0.1  F.  after 
Medomin. 

In  summary,  eight  hours  after  a 400-mg. 
dose  of  Medomin  there  is  a statistically  signifi- 
cant impairment  of  performance  in  the  tap- 
ping test  but  not  on  the  other  three  tests.  There 
is  also  a high  incidence  of  side-effects,  tardiness, 
and  absenteeism  after  400  mg.  which  is  statis- 
tically significant. 

The  results  of  this  study  seem  to  temper 
somewhat  the  heretofore  published  comments 
concerning  the  absence  of  hangover  following 
varying  doses  of  Medomin.  This  study  is  in 
agreement  with  the  above  observations  at  a 
dosage  level  of  200  mg.  However,  at  the 
400-mg.  level  there  is  a high  incidence  of  hang- 
over symptoms  and  corresponding  impairment 
of  performance  as  measured  objectively  by  means 
of  the  tapping  test  and  records  of  tardiness  and 
absenteeism.  Analysis  of  the  material  obtained 
from  subjects  receiving  400  mg.  of  Medomin 
suggests  that  this  drug  in  this  dose  or  its  metab- 
olites are  physiologically  active  for  periods 
exceeding  eight  hours. 

Summary 

An  attempt  has  been  made  to  demonstrate  the 
presence  or  absence  of  hangover  effects  eight 
hours  after  the  administration  by  mouth  of  the 
sedative-hypnotic  cycloheptenylethyl  barbituric 
acid  (Medomin)  in  200  and  400-mg.  doses  to  two 
groups  of  student  nurses.  Objective  measure- 


ments were  made  by  means  of  four  simple  psycho- 
logic tests  (tapping  test,  auditory  reaction  time, 
naming  opposites,  and  memory  for  digits)  and 
tardiness  and  absenteeism  records.  Subjective 
symptoms  were  noted  when  subjects  were  per- 
mitted to  make  comments  about  how  they  felt 
after  taking  the  medication.  These  results 
were  subjected  to  statistical  analysis  for  signifi- 
cance. The  double  blindfold  method  of  ad- 
ministering Medomin  and  placebo  was  used. 
The  results  obtained  for  the  two  groups  are  as 
follows: 

1.  In  the  200-mg.  group  (20  students)  there 
were  no  statistically  significant  objective  findings 
or  subjective  complaints  to  suggest  the  presence 
of  barbiturate  hangover  eight  hours  after  a 
200-mg.  dose  of  Medomin. 

2.  Eight  hours  after  the  400-mg.  dose  (14 
students)  there  was  significant  deterioration  of 
performance  on  the  tapping  test  but  none  on 
the  other  three.  In  addition,  there  was  a signi- 
ficantly high  incidence  of  hangover  symptoms, 
lateness,  and  absenteeism  in  this  group. 

It  is  surmised  from  the  above  findings  that 
Medomin  is  unlikely  to  give  rise  to  barbiturate 
hangover  after  eight  hours  if  a dose  of  200 
mg.  or  less  is  employed  but  that  a fairly  high 
incidence  of  after-effects  may  be  expected  with 
doses  of  400  mg.  and  above. 

80  John  Street 
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Ligation  of  the  Umbilical  Cord 


After  reviewing  briefly  some  of  the  objectional 
features  of  umbilical  cord  ligation  with  umbilical 
tape,  clamps,  or  ordinary  rubber  band,  Dr.  Philip  K. 
Nelson,  Hill  Air  Force  Base,  Utah,  describes  a 
relatively  new  method  used  in  over  600  cases  without 
one  instance  of  delayed  bleeding  from  the  umbilical 
stump.  The  method  has  been  in  use  for  about  six 
years  in  a few  sections  of  the  United  States,  but  Dr. 
Nelson  believes  its  advantages  warrant  a more 


general  recognition.  It  involves  use  of  segments  of 
discarded  rubber  intravenous  tubing  rolled  onto  the 
attached  segment  of  cord  by  means  of  curved 
Kelly  clamps.  The  method  is  credited  to  a Ukrain- 
ian physician;  it  was  introduced  by  Krakower  and 
Nabolotny  in  the  Journal  of  the  Medical  Society  of 
New  Jersey,  1950. 

— U.S.  Armed  Forces  Medical  Journal,  Septem- 
ber, 1956 
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Hip  Fractures  in  Patients  Over  One  Hundred 

Years  of  Age 


HAROLD  M.  CHILDRESS  M.D.,  JAMESTOWN,  NEW  YORK 
{From  the  Jamestown  General  Hospital) 


This  is  a report  on  three  centenarians,  each  of 
whom  sustained  a fracture  of  the  proximal 
femur.  One,  treated  by  open  reduction  and 
internal  fixation  under  spinal  anesthesia,  with 
a documented  age  of  one  hundred  and  five  years 
and  seven  months,  is  believed  to  be  the  oldest 
recorded  case  of  intertrochanteric  fracture  so 
treated  in  the  English  medical  literature. 

Even  though  many  articles  have  been  written 
concerning  fractures  of  the  proximal  femur  in 
elderly  people,  few  mention  patients  with  ages 
of  over  one  hundred  years.  Van  Dermark  and 
Van  Dermark1  reported  a series  of  104  patients 
over  eighty  years  of  age  who  had  been  subjected 
to  hip  nailing.  Their  oldest  subject  was  ninety- 
five  years  old.  It  is  not  uncommon  to  encounter 
major  fractures  in  people  over  ninety,  but  such 
injuries  treated  successfully  in  individuals  past 
the  century  mark  must  be  considered  extremely 
rare. 

How  such  ancient  persons  react  to  the  shock 
of  femoral  fractures  and  subsequent  treatment  is 
of  scientific  interest.  It  soon  becomes  apparent 
that  physiologic  age  is  not  in  direct  proportion 
to  the  chronologic  age.  Many  of  these  individ- 
uals, in  fact,  may  be  better  surgical  risks  than 
others  with  similar  injuries  ten  to  twenty  years 
younger.  The  secrets  of  longevity  have  never 
been  discovered,  but  it  seems  that  mental  and 
physical  relaxation  combined  with  an  easy  accept- 
ance of  a changing  physical  world  are  important. 
The  same  qualities  of  mental  and  physical 
adaptation  which  allowed  these  individuals  to 
reach  such  an  age  are  now  invaluable  in  meeting 
the  discomforts  and  restrictions  necessitated  by 
prolonged  treatment.  Their  calm  reaction  to 
the  situation  and  their  willingness  to  cooperate 
make  them  excellent  patients. 

Life  expectancy  has  increased  from  forty- 
eight  years  in  1900  to  68.27  years  in  1950.1 
Groom3  has  demonstrated  that  although  the 
increase  in  population  in  the  United  States  from 
1930  to  1940  was  only  7 per  cent,  the  number 


living  beyond  the  age  of  seventy-five  had  in- 
creased 38  per  cent.  With  the  present  trend  of 
more  people  living  longer,  physicians  can  expect 
to  be  treating  an  increasing  number  of  individuals 
in  this  advanced  age  group. 

Case  Reports 

Case  1. — A white  woman,  aged  one  hundred  and 
five  years  and  seven  months,  -was  hospitalized  on 
August  28,  1952.  She  had  fallen  in  her  home  one 
hour  previously,  and  an  ambulance  had  been  called 
immediately.  She  complained  of  marked  pain  at 
the  left  hip  on  hospital  admission.  Born  near 
Jamestown,  New  York,  on  January  18,  1847,  she 
had  lived  in  this  vicinity  her  entire  life.  She  recalled 
Civil  War  days  accurately  and  in  detail.  She  had 
had  the  usual  childhood  diseases,  but  she  had  never 
been  seriously  ill  or  had  any  major  operations. 
Prior  to  this  accident  she  had  been  active  in  and 
about  the  house  and  did  not  require  the  support  of  a 
cane  or  crutch.  Her  vision  was  poor,  but  her  hearing 
was  not  diminished.  There  was  no  history  of  urinary 
or  gastrointestinal  disturbance. 

Physical  examination  revealed  the  patient  to  be 
awake  and  alert  with  no  indication  of  shock.  She 
was  fully  oriented  as  to  time  and  place  and  was  able 
to  describe  the  manner  of  her  recent  injury.  Weigh- 
ing 108  pounds,  she  was  5 feet,  1 inch  tall  and  had 
the  general  appearance  of  a person  at  least  ten  years 
less  than  her  actual  age.  Skin  was  of  good  color  with 
normal  temperature.  There  was  a moderate  degree 
of  arteriosclerosis  present  with  blood  pressure  142/82 
mm.  Hg.  A mild  systolic  murmur  was  noted;  the 
heart  was  not  enlarged.  Lung  fields  were  negative 
to  percussion  and  to  auscultation.  There  was 
marked  swelling  at  the  left  hip  area  with  shortening 
and  external  rotation  of  the  lower  extremity. 
Roentgenograms  showed  a comminuted  intertro- 
chanteric fracture  of  the  left  femur  with  coxa  vara 
deformity. 

Traction  was  applied  immediately  to  the  leg,  and 
50  mg.  of  Demerol  were  administered  for  pain 
Urinanalysis,  blood  studies,  and  electrocardiogram 
were  within  normal  ranges.  Preoperative  medica- 
tion the  following  day  consisted  of  50  mg.  of  Demerol 
and  V200  grain  of  atropine.  Spinal  anesthesia,  con- 
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sisting  of  1 cc.  of  Spinocain  mixed  in  2 cc.  of  10  per 
cent  dextrose  solution,  was  administered  at  the 
third  lumbar  interspace.  Anesthesia  to  the  level 
of  the  umbilicus  was  prompt  and  effective.  A total 
of  500  cc.  of  whole  blood  was  given  intravenously 
during  surgery  followed  by  500  cc.  of  5 per  cent 
glucose  in  distilled  water.  Her  blood  pressure  re- 
mained fairly  constant,  dropping  only  slightly  after 
the  spinal  anesthesia  took  effect.  A 6-inch  lateral 
incision  was  made  at  the  proximal  left  thigh  with 
disclosure  of  the  fracture  site.  Two  Kirschner  wires 
were  drilled  into  the  femoral  neck  and  checked  by 
roentgenograms.  A Jewett  nail-plate  was  driven 
in,  employing  one  wire  as  a guide.  Four  screws  were 
used  to  fix  the  plate  to  the  femoral  shaft.  No 
external  fixation  was  applied. 

There  was  a definite  postoperative  reaction  for 
several  hours  with  the  patient  passive  and  inatten- 
tive. Within  twenty-four  hours,  however,  she  was 
able  and  willing  to  sit  up  in  bed  and  on  the  second 
day  was  up  in  a wheelchair.  Active  and  passive 
exercises  for  the  hip,  knee,  and  ankle  were  started 
at  this  time.  The  surgical  wound  healed  rapidly, 
and  skin  sutures  were  removed  on  the  tenth  day 
after  surgery. 

She  was  discharged  and  returned  by  ambulance 
to  her  home  in  a nearby  village.  Her  immediate 
progress  there  was  satisfactory,  and  she  was  up  in 
wheelchair  several  hours  daily.  Approximately  four 
months  after  leaving  the  hospital,  however,  she 
expired  suddenly  from  cardiac  failure  and  pulmonary 


edema.  Permission  for  postmortem  examination 
was  not  granted. 

Case  2.— A white  woman,  aged  one  hundred  and 
one  years  and  nine  months,  on  September  21,  1955, 
fell  on  the  floor  in  her  home,  sustaining  a severe 
injury  at  the  left  hip.  Hospitalization  was  immedi- 
ate. She  was  born  at  Bradford,  Pennsylvania,  on 
December  23,  1853.  Events  of  her  childhood  were 
recalled  quite  clearly.  There  had  been  no  serious 
illnesses  or  major  operations.  Her  general  health 
had  always  been  good  except  during  the  past  three 
years  when  she  had  had  some  swelling  of  the  ankles 
due,  she  had  been  told,  to  an  elevation  of  her  blood 
pressure. 

Examination  revealed  the  patient  to  be  well 
oriented  as  to  time  and  place.  She  weighed  118 
pounds  and  was  5 feet,  2 inches  in  height.  Severe 
pain  was  present  at  the  left  hip,  but  she  was  not  in 
shock.  There  was  marked  arteriosclerosis  with 
definite  pipestem  arteries  perceptible  at  the  ex- 
tremities. Blood  pressure  was  240/120  mm.  Hg. 
Both  lung  fields  were  clear.  Roentgenograms  of  the 
left  hip  showed  a subtrochanteric  fracture  of  the 
femur  with  overriding  of  the  bone  fragments  (Fig. 
1).  Traction  was  applied  at  once,  and  the  patient 
was  given  50  mg.  of  Demerol  as  required  for  pain. 

The  electrocardiogram,  urinalysis,  and  blood 
picture,  including  blood  chemistry,  being  within 
normal  ranges,  open  reduction  was  performed  the 
following  day.  General  anesthesia  consisted  of  gas- 
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oxygen-ether  inhalation  supplemented  by  3.5  cc. 
of  2.5  per  cent  Sodium  Pentothal.  An  8-inch 
lateral  incision  was  necessary  to  gain  proper  expo- 
sure, and  the  operation  was  rather  difficult.  Reduc- 
tion was  maintained  by  a long  Jewett  nail-plate 
with  seven  screws  (Fig.  2).  An  additional  trans- 
fixation screw  was  applied.  She  received  750  cc.  of 
whole  blood  during  surgery  with  an  additional  500 
cc.  of  5 per  cent  glucose  and  distilled  water  given 
by  slow  drip  in  the  recovery  room.  Her  post- 
operative course  was  satisfactory  except  for  mental 
confusion  during  the  first  forty-eight  hours.  She 
was  up  in  a wheelchair  on  the  fourth  day.  The 
surgical  wound  healed  uneventfully,  and  the  skin 
sutures  were  removed  on  the  twelfth  day,  at  which 
time  she  was  discharged. 

Case  3. — A white  man,  aged  one  hundred  years 
and  one  month,  was  hospitalized  on  September  22, 
1940,  with  intertrochanteric  fracture  of  the  left 
femur  after  having  fallen  at  his  home.  He  was  born 
at  Utica,  New  York,  on  August  27,  1837,  but  moved 
to  his  present  home  near  Jamestown,  New  York,  in 
1841.  During  the  Civil  War  he  served  several 
months  in  the  infantry.  At  the  age  of  ninety  he 
had  sustained  an  impacted  fracture  at  the  neck  of 
the  left  femur  but  recovered  completely  without 
surgery.  He  had  had  no  serious  illnesses  or  major 
operations.  Living  and  working  on  his  own  farm, 
he  had  been  but  moderately  active  from  age  ninety- 
five  to  the  time  of  the  present  accident. 

On  hospital  admission  he  was  not  in  shock  but 
had  severe  pain  at  the  left  hip.  He  was  5 feet,  8 
inches  tall  and  weighed  168  pounds.  Heart  sounds 
were  normal  with  rate  and  rhythm  negative.  Blood 
pressure  was  144/78  mm.  Hg.  Mild  arteriosclerosis 
was  found.  His  mind  was  clear  and  alert  with 
memory  excellent.  Roentgenograms  showed  an 
intertrochanteric  fracture  at  the  left  femur  with 
mild  displacement.  He  was  treated  by  a well-leg 
traction  device  after  fracture  site  had  been  infil- 
trated with  2 per  cent  Novocain  solution.  He  was 
out  of  bed  in  a wheelchair  within  a few  days.  At 
the  end  of  nine  weeks  x-rays  showed  excellent 
callous  formation  at  the  fracture,  and  the  plaster 
boots  were  removed.  On  his  return  home  he  was  in 
a wheelchair  daily  but  never  attempted  to  walk 


with  walker  or  crutches.  He  expired  the  following 
summer  from  cardiorenal  failure. 

Comment 

Case  3 would  have  had  open  reduction  if  his 
fracture  had  occurred  a decade  later.  Well-leg 
traction  boots  are  rarely  used  for  such  fractures 
at  the  present  time.  Each  of  these  patients  had 
a different  type  of  anesthesia.  They  appeared 
to  tolerate  either  spinal  or  inhalation  anesthesia 
equally  well.  The  author  favors  the  spinal  type 
in  these  elderly  patients,  and  if  not  contra- 
indicated, it  is  given  routinely  in  all  femoral  neck 
and  trochanteric  fractures.  Recheck  roent- 
genograms could  be  obtained  on  but  one  of  these 
cases,  but  it  showed  normal  callous  formation. 
We  feel  that  an  advanced  age  is  no  hindrance  to 
new  bone  formation. 

Summary  and  Conclusions 

1.  Three  patients  with  authenticated  ages  of 
one  hundred  and  one,  one  hundred  and  three,  and 
one  hundred  and  five  years  are  reported  with  tro- 
chanteric femoral  fractures.  One  of  them,  aged 
one  hundred  and  five  years  and  seven  months,  is 
believed  to  be  the  oldest  case  reported  of  open 
reduction  for  such  a fracture. 

2.  Chronologic  senility  is  not  always  associ- 
ated with  identical  physiologic  senility. 

3.  An  evaluation  of  a patient  as  a surgical 
risk  should  be  based  on  the  condition  of  the  vital 
systems  of  his  body  and  not  on  his  accumulation 
of  calendar  years. 
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Case  1 was  kindly  referred  by  Dr.  A.  C.  Babath,  Case 
2 by  Dr.  Frank  Shapiro,  and  Case  3 by  Dr.  D.  L.  Wetzen. 


Arteriography  as  an  Aid  to  Diagnosis 


Basic  objectives  in  arteriography  are  demonstra- 
tion of  (1)  anatomic  features,  normal  or  abnormal, 
(2)  local  changes  such  as  occur  in  arteriosclerosis  or 
thromboangiitis  obliterans,  (3)  occlusion  of  major 
trunks,  (4)  the  presence  of  aneurysms,  and  (5)  the 
presence  of  arteriovenous  fistulas.  Dr.  Einer  W. 
Johnson,  Mayo  Clinic,  Rochester,  Minnesota, 


presents  films  demonstrating  such  conditions  as 
Paget’s  disease  of  the  upper  part  of  the  tibia,  aneu- 
rysm of  the  superficial  femoral  artery,  popliteal 
synovial  cyst,  occlusion  of  posterior  tibia!  artery, 
and  segmental  occlusion  of  the  superficial  femoral 
artery. 

— Minnesota  Medicine,  June,  1956 
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Chlor promazine  Therapy  in  Selected  Cases  of 

Obesity 


CHARLES  RESSLER,  M.D.,  NEW  YORK  CITY 
{From  the  Second  ( Cornell ) Medical  Division  Endocrine  Clinic  of  Bellevue  Hospital) 


The  dangers  of  obesity  cannot  be  over- 
emphasized. The  approximately  3 per  cent 
of  the  population  who  are  obese1  make  up  a 
disproportionately  high  percentage  of  the  average 
office  practice,  for  obesity  goes  hand  in  hand  with 
arteriosclerosis,  hypertension,  heart  disease,  dia- 
betes mellitus,  and  the  host  of  degenerative 
diseases  which  incapacitate  and  shorten  life. 
The  best-known  study  on  the  subject,  by  Dublin,2 
shows  that  the  mortality  of  the  obese  person  is 
between  14  and  86  per  cent  above  normal 
depending  on  the  person’s  age  and  degree  of 
obesity.  Jolliffe3  truly  described  the  danger  of 
being  overweight  when  he  said  “the  obese  die 
young.” 

Despite  the  serious  problem  obesity  presents, 
its  treatment  is  often  slighted  or  approached  with 
an  attitude  of  defeatism.  As  a result  treatment 
is  frequently  inadequate  and  results  poor. 
Sometimes  the  patient  is  given  only  a cursory 
physical  examination,  a reducing  diet  is  ordered, 
and  the  patient  is  told  to  count  his  calories.  If 
after  a few  visits  there  is  no  loss  in  weight,  the 
case  is  closed. 

If  obesity  is  to  be  treated  properly,  it  must  be 
given  the  same  careful  consideration  and  atten- 
tion devoted  to  any  other  clinical  entity.  Rou- 
tine histories  should  be  taken,  and  physical 
examinations  and  laboratory  test  should  be  made 
to  rule  out  the  possibility  of  a glandular  abnor- 
mality. In  addition,  every  attempt  must  be  made 
to  effect  the  good  patient-doctor  relationship 
necessary  for  determining  the  basic  cause  of  the 
patient’s  obesity. 

Again  and  again  it  must  be  emphasized  that 
personality  factors  have  to  be  considered  in 
treating  obesity.  Nicholson4  found  that  all  his 
obese  patients  showed  evidence  of  psychoneu- 
rosis. Bruch,5  in  her  study  of  the  psychologic 
aspects  of  obesity,  describes  young  people  who 
from  fear  and  anxiety  withdraw  from  social 
contacts  and  overeat  in  their  loneliness,  elderly 
people  who  endow  food  with  an  exaggerated 


positive  value,  letting  it  stand  for  love,  security, 
and  satisfaction,  and  people  for  whom  overeating 
provides  comfort  in  the  face  of  failure  and 
frustration.  In  other  words,  great  pleasure  may 
be  derived  from  eating,  and  often  the  obese 
patient  may  be  unable  to  part  with  the  pleasure. 
In  such  a situation  the  physician  must  either 
provide  a support  other  than  food  for  the  patient, 
or,  better,  eliminate  the  need  for  the  support. 
Consequently,  our  success  in  reducing  body 
weight  often  depends  more  on  the  degree  to  which 
a good  patient-doctor  relationship  is  established 
than  on  any  specific  medication  we  may  pre- 
scribe. 

In  a busy  medical  office  or  clinic  it  is  obviously 
difficult  to  establish  the  rapport  essential  in 
treating  obesity,  and  any  means  of  making  it 
easier  to  achieve  that  rapport  is  worth  consider- 
ing. Since  chlorpromazine*  has  been  reported 
to  be  an  effective  tranquilizer  in  the  treatment  of 
psychoneurotic  patients,6-8  it  seemed  likely  that 
it  would  also  be  of  value  in  helping  to  “reach” 
patients  wrho  are  unable  to  reduce  because  of 
their  emotional  involvements.  By  using  chlor- 
promazine to  lessen  emotional  tension  and  allay 
anxiety,  we  might  enable  the  difficult  obese 
patient  to  stick  to  his  diet  and  cooperate  with  his 
physician  in  a weight  reduction  program.  The 
following  study  was  performed  to  determine 
whether  chlorpromazine  would  actually  have  this 
desirable  effect. 

Method 

Twelve  severely  obese  patients  at  the  Endo- 
crine Clinic  of  Bellevue  Hospital  were  selected  for 
their  particularly  difficult  reducing  problems. 
Each  patient  had  made  many  attempts  at 
reducing  but  with  no  success.  Most  patients 
showed  evidence  of  considerable  personality 
disorders  as  revealed  by  the  answers  they  gave  to 
the  Cornell  Medical  Index  Questionnaire  on 

* Thorazine,  Smith,  Kline  & French  Laboratories,  Phila- 
delphia, Pennsylvania. 
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TABLE  I. — Study  Results 


Per 


Case 

Age 

Sex 

Chief  Complaints 
and  History* 

Positive  Physical 
Findings* 

■ Weight  in  Poun 

Original  Final 

ds > 

Lost 

Cent 

Lost 

Results 

1 

44 

F 

Irritability,  nervousness 

Slight  hirsutism 

201 

168 

33 

16.4 

Good 

2 

29 

M 

Nervousness,  alcohol- 
ism, depression 

Blood  pressure  140/100, 
small  epigastric 
hernia 

244.5 

210 

34.5 

14.2 

Good 

3 

65 

F 

Shortness  of  breath 

Cardiac  decompensa- 
tion (under  treat- 
ment 

231 

207 

24 

10.4 

Good 

4 

45 

M 

288.5 

262 

26.5 

9.2 

Good 

5 

27 

M 

Pain  in  both  legs  since 
severe  fractures 

Thickening  and  slight 
deformity  of  right 
ankle 

311 

293.5 

17.5 

5 . 6 

Fair 

6 

62 

F 

Polio  as  child;  left 
patella  fractured  2 
years  ago 

Lower  legs  in  braces, 
thickened  left  knee 

191.25 

182 

9.25 

4.8 

Fair 

7 

39 

M 

Growth  of  hair,  soft 
hands  (undergoing 
psychotherapy) 

265 

255 

10 

3.8 

No  re- 
sponse 

8 

20 

M 

210 

203 . 25 

7.75 

3.7 

No  re- 
sponse 

9 

56 

F 

Innumerable  somatic 
complaints 

196 

190.25 

5.75 

2.9 

No  re- 
sponse 

10 

25 

F 

Amenorrhea 

Moderate  hirsutism 

225 

225 

0 

0 

No  re- 
sponse 

11 

57 

F 

Depression,  (hospital 
admission  hypochon- 
drism  and  hysteria) 

186 

186 

0 

0 

No  re- 
sponse 

12 

48 

F 

Menopause  with  de- 
pression, nervousness 

181 

192 

(gain) 

11 

(gain) 

6.1 

(gain) 

No  re- 
sponse 

* Other  than  obesity. 


psychic  and  somatic  complaints. 

These  patients,  who  had  been  attending  the 
clinic  for  as  long  as  two  years,  had  fallen  into  a 
set  routine  of  appointments  every  other  week 
with  interviews,  occasional  examinations,  and 
prescriptions  for  sedatives  or  anorexigenic  drugs. 
Periodically  they  consulted  with  the  dietitian  for 
reinstruction  in  low  caloric  regimens.  This 
routine  was  maintained  during  the  study,  but  in 
addition,  each  patient  was  given  chlorproma- 
zine  in  10-mg.  doses  four  times  daily,  one  tablet 
before  each  meal  and  one  at  bedtime.  All 
patients  were  kept  on  this  therapy  for  at  least 
three  months.  To  detect  any  jaundice  which 
might  possibly  occur,  all  patients  were  repeatedly 
given  tests  for  blood  icteric  index,  alkaline 
phosphatase,  and  cephalin  flocculation.  In  addi- 
tion, during  the  latter  part  of  the  study  their 
urine  was  repeatedly  checked  for  bile. 

In  evaluating  patient  responses  to  therapy,  a 
weight  loss  of  10  per  cent  or  more  was  generally 
rated  as  “good”  and  a loss  of  between  5 and  10 
per  cent  as  “fair.”  However,  other  factors,  such 
as  the  patient’s  original  weight,  whether  his 
weight  was  stable  or  increasing  prior  to  therapy, 
and  the  changes  in  his  emotional  condition,  if  any, 
were  all  considered  and  either  raised  or  lowered 
the  evaluation.  Usually  a rating  of  “no  response” 
was  given  to  a patient  who  showed  less  than  5 


per  cent  weight  loss,  regardless  of  how  many 
pounds  he  lost  or  of  other  benefits  the  therapy 
may  have  had.  Consequently,  the  patient  whose 
increasing  weight  became  stabilized  during  the 
study  was  rated  as  “no  response,”  even  though  for 
him  weight  stabilization  would  normally  be 
considered  an  improvement. 

Results 

As  seen  in  Table  I,  six  of  the  12  patients  who 
had  been  unable  to  reduce  under  previous 
therapies  showed  “good”  or  “fair”  weight  losses 
when  given  chlorpromazine.  In  addition,  of  the 
five  patients  listed  as  not  responsive  to  therapy, 
three  actually  lost  some  weight,  and  two  stopped 
gaining.  Only  one  patient  continued  to  gain 
despite  the  therapy. 

Neither  clinical  nor  laboratory  examinations 
revealed  any  toxic  or  harmful  effects  from 
chlorpromazine  therapy.  The  only  side-reaction 
seen  was  a slight  sleepiness  exhibited  by  most 
patients.  The  sleepiness  passed  after  a few  days, 
and  only  one  patient  required  even  a temporary 
reduction  of  medication  to  overcome  it. 

The  case  histories  of  most  patients  were  quite 
similar.  Typical  of  those  who  responded  well  to 
chlorpromazine  therapy  are  Cases  1 and  2 who 
lost  16.4  and  14.2  per  cent  in  weight,  respectively. 
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CHLORPROMAZINE  THERAPY  IN  SELECTED  CASES  OF  OBESITY 


Case  1. — M.  C.,  a forty-four-year-old,  divorced 
woman,  weighed  201  pounds  at  the  start  of  the 
study.  Obesity  was  a family  characteristic.  Her 
mother  and  one  sister  suffered  from  diabetes.  A 
physical  examination  revealed  only  slight  hirsutism 
and  marked  obesity.  Her  Cornell  Medical  Index 
Questionnaire  showed  102  complaints  or  “yes” 
answers  out  of  195  questions  on  bodily  symptoms, 
past  illnesses,  family  history,  and  behavior.  Almost 
all  questions  relating  to  emotional  and  personality 
disorders  were  answered  “yes,”  indicating  a great 
deal  of  psychic  disturbance.  Her  chief  complaints 
were  nervousness,  bad  temper,  irritability.  During 
an  interview  she  said  spontaneously,  “I  eat  most 
when  I’m  nervous  and  upset.” 

The  patient  was  briefed  on  the  elements  of  a well- 
balanced,  1,200-calorie  diet.  She  had  been  receiv- 
ing a 10-mg.,  sustained  release  d-amphetamine 
capsule*  daily,  and  this  therapy  was  continued. 
In  addition,  she  was  given  10  mg.  of  chlorpromazine 
four  times  daily.  For  the  first  month  of  therapy 
she  was  examined  once  a week  and  after  that  every 
other  week.  At  first  the  chlorpromazine  made  her 
a little  sleepy,  and  the  medication  was  reduced  to 
20  mg.  daily.  The  sleepiness  promptly  disappeared, 
and  the  dosage  was  returned  to  40  mg.  daily  without 
recurrence  of  the  side-effect.  No  toxic  effects  were 
detected. 

The  patient  lost  weight  smoothly  and  consistently, 
and  in  six  months  her  weight  had  fallen  from  201 
pounds  to  168  pounds.  Equally  important  was  her 
marked  change  in  personality.  She  brightened  up, 
became  friendly  and  happy,  began  to  go  out,  and 
talked  of  a possible  remarriage. 

Case  2. — T.  J.,  a twenty-nine-year-old,  married 
man,  weighed  244.5  pounds  at  the  start  of  the  study. 
Physical  examination  showed  a slight  epigastric 
hernia,  blood  pressure  140/100,  and  marked  obesity. 
He  answered  his  questionnaire  with  few  “yes” 
answers  to  somatic  complaints  but  with  many 
“yes”  answers  in  the  area  of  emotional  disorders. 
His  wife  said  that  he  had  been  quite  depressed  at 
times  and  had  a terrible  fear  of  cancer.  Two 
months  before  beginning  the  weight  reduction  pro- 
gram, he  had  made  an  attempt  at  suicide  by  turning 
on  the  gas  jets  in  his  apartment.  The  patient  said 
he  had  been  obese  for  many  years  but  lately  had 
a further  gain  in  weight  as  a result  of  drinking  “a 
good  deal  of  beer  to  get  a lift.”  His  chief  com- 
plaints were  extreme  nervousness,  obesity,  and 
excessive  beer  drinking  (up  to  3 quarts  a day). 

The  patient  was  placed  on  a 1,200-calorie  reducing 
diet,  and  chlorpromazine  (10  mg.  four  times  daily) 
was  prescribed.  Once  on  the  drug  he  stopped 
drinking  and  followed  the  diet  exactly.  The 


* Dexedrine  Spansule  capsule,  Smith,  Kline  & French 
Laboratories. 


patient  had  no  untoward  reactions  to  the  therapy. 
In  five  months  his  weight  dropped  from  244.5 
pounds  to  210  pounds.  He  seemed  much  more 
genial  and  reported  a sense  of  well-being. 

Among  the  patients  who  responded  less  well  to 
chlorpromazine  therapy  were  Cases  10  and  11 
whose  weights  remained  stable  during  the  study. 

Case  10. — S.  S.,  a twenty-five-year-old,  unmar- 
ried woman,  originally  entered  the  clinic  three 
years  ago  for  treatment  of  amenorrhea.  She  was 
then  profoundly  disturbed  by  her  failure  to  men- 
struate, and  her  parents  were  upset  to  the  point  of 
hysteria.  The  patient  was  withdrawn,  had  never 
dated,  and  was  continually  in  difficulty  with  her 
parents.  On  investigation  a diagnosis  of  acyclic 
subfunctional  amenorrhea  was  made.  In  addition, 
a consulting  psychiatrist  diagnosed  her  to  be 
psychoneurotic  with  schizoid  tendencies.  Cyclic 
hormone  therapy  was  begun,  and  because  she 
weighed  190  pounds  at  this  time,  she  was  also  placed 
on  a reducing  regimen.  After  three  years  of  observa- 
tion and  therapy  a menstrual  cycle  was  re-estab- 
lished, but  every  attempt  at  weight  reduction  had 
failed. 

In  1955,  when  the  patient  was  given  chlorproma- 
zine to  help  her  reduce,  she  weighed  225  pounds. 
The  outlines  of  a reducing  diet  were  once  more 
reviewed  with  her,  and  she  was  placed  on  chlor- 
promazine, 10  mg.  four  times  daily.  At  first  she 
complained  of  a sleepy  feeling,  but  this  soon  wore 
off.  On  each  visit,  however,  her  basic  personality 
disorder  remained  evident  in  her  behavior  and  atti- 
tude. She  remained  withdrawn,  continued  to  have 
difficulties  with  her  parents,  and  still  had  “never 
been  out  on  a date  with  a boy  alone.”  After  three 
months  of  treatment  with  chlorpromazine  her 
weight  remained  at  225  pounds. 

Case  11. — F.  A.,  a fifty-seven-year-old,  unmarried 
woman,  weighed  186  pounds  at  the  start  of  the 
study.  She  had  a history  of  depression  with  a 
hospital  admission  for  hypochondrism  and  hysteria. 
Physical  examinations  revealed  no  abnormalities 
other  than  marked  obesity.  The  patient  was 
started  on  10  mg.  of  chlorpromazine  four  times 
daily  and  seemed  to  respond  well  to  the  treatment. 
She  said,  “I  never  felt  so  well.  When  you  feel 
happy  and  well,  you’re  bound  to  reduce.”  Never- 
theless, after  three  months  of  therapy  her  weight 
remained  at  186  pounds. 

Comment 

Chlorpromazine  has  not  previously  been  re- 
ported as  an  aid  in  reducing,  nor  is  this  study 
intended  to  suggest  that  it  should  be  in  general 
use  for  this  purpose.  There  are,  however,  those 
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patients  whose  health  requires  that  they  reduce 
and  who  for  psychologic  reasons  are  unable  to  do 
so.  It  is  in  treating  these  patients  that  clilor- 
promazine  appears  useful. 

Most  obese  patients  will  respond  well  to  a 
weight  reduction  program  that  simply  reduces 
their  caloric  intake  whether  the  restricted  diet  is 
used  alone  or  in  conjunction  with  an  anorexigenic 
drug.  When  drug  therapy  is  prescribed,  the 
drugs  of  choice  are  the  amphetamines,9'10  whose 
safety  and  proved  effect  on  the  appetite  have  led 
to  a well-deserved  popularity.  Nevertheless, 
there  are  many  obese  patients  who  are  unable  to 
reduce  despite  these  drugs. 

Ideally,  patients  who  are  unable  to  reduce  by 
other  means  should  receive  psychotherapy,  but 
admittedly  there  is  no  practical  way  in  which  each 
obese  patient  can  receive  the  necessary  individual 
care.  Group  psychotherapy  has  been  tried  as  an 
approach  to  weight  control  but  with  inconclusive 
results,  although  it  may  hold  promise  for  the 
future.11-12 

Obviously  we  cannot  ignore  the  patient  who 
has  made  attempts  to  reduce  and  has  failed. 
Every  effort  must  be  made  to  protect  the  obese 
patient  from  the  host  of  diseases  which  seem  to 
prey  on  his  health  and  from  the  army  of  quacks 
and  so-called  “reducing  salons”  who  prey  on  both 
his  health  and  pocketbook. 

At  this  clinic  it  was  apparent  that  the  inability 
to  reduce  was  often  caused  by  emotional  and 
personality  disorders.  The  tense,  anxious  patient 
cannot  remain  on  a diet.  As  patient  M.  C. 
(Case  1)  pointed  out,  she  ate  most  when  she  was 
nervous  and  upset.  Her  remark  was  typical  of 
those  made  by  other  patients.  For  these  patients 
chlorpromazine  has  been  a great  help.  With  its 
aid  half  the  patients  who  had  been  previously 
unable  to  reduce  were  able  to  remain  on  their 
diets  and  lose  weight.  It  is  also  significant  that 
of  the  six  patients  rated  as  showing  no  response  to 
therapy,  three  lost  some  weight,  and  two  stopped 
gaining.  It  is  entirely  possible  that  if  doses  of 
chlorpromazine  larger  than  40  mg.  daily  had  been 
given,  even  more  patients  would  have  had  “good” 
or  “fair”  responses.  If,  for  example,  Case  10  had 
received  more  than  10  mg.  of  the  drug  four  times 
daily,  a better  response  might  have  been  obtained 
than  simple  weight  stabilization.  In  the  absence 
of  direct  psychiatric  advice,  however,  we  were 


loath  to  increase  the  dosage,  and  the  amount 
given  was  insufficient  to  affect  her  psychoneu- 
rotic and  borderline  psychotic  pattern.  Conse- 
quently, this  patient  remained  withdrawn  and  un- 
cooperative and  failed  to  lose  weight. 

Future  studies  utilizing  wider  dosage  ranges  of 
chlorpromazine  are  definitely  indicated.  The 
encouraging  results  of  this  limited  study  indicate 
that  the  drug,  even  in  small  doses,  can  be  very 
useful  in  treating  severe  obesity.  When  other 
means  have  failed  and  psychotherapy  cannot  be 
instituted,  chlorpromazine  wall  often  help  the 
patient  remain  on  his  diet  and  permit  him  to 
lose  weight. 


Sum  mary 

Twelve  severely  obese  patients  who  failed  to 
reduce  under  other  therapies  because  of  their  ( 
frank  personality  problems  were  given  chlor- 
promazine to  help  them  remain  on  their  low- 
calorie  diets.  The  drug  was  administered  in  1 
doses  of  10  mg.  four  times  daily,  and  the  therapy 
was  continued  for  three  months.  At  the  end  of 
the  study  six  patients  (50  per  cent)  showed 
“good”  or  “fair”  weight  reduction.  An  additional 
five  patients  either  lost  some  weight  or  showed 
weight  stabilization.  Only  one  patient  continued  . 
to  gain  weight  under  the  therapy. 

Constant  laboratory  testing  and  physical  > 
examination  failed  to  show  any  toxic  or  harmful  h 
effects  resulting  from  use  of  the  drug. 

It  appears  that  Thorazine  has  a definite  place  n 
in  dealing  with  particularly  difficult  cases  of 
obesity. 
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Free  Chyle  in  the  Chest  and  Abdomen 


WILLIAM  HOFFMAN,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Surgical  Service,  M aimonides  Hospital) 


Chyloperitoneum  resulting  from  neoplastic 
compression  of  the  thoracic  duct  is  unusual 
enough  to  warrant  a discussion  of  chyle  effusions 
in  the  chest  and  abdomen.  Attention  has  been 
centered  on  the  treatment  of  acute  chylothorax 
and  chyloperitoneum.  The  treatment  of  acute 
chylothorax,  in  particular,  has  undergone  radical 
change  in  the  past  decade. 

Case  Report 

The  patient  was  a sixty-eight-year-old,  white  fe- 
male who  entered  Maimonides  Hospital  with  com- 
plaints of  lower  abdominal  pain  of  three  and  one- 
half  months  duration.  The  pain  was  insidious  in  on- 
set and  constant  in  nature,  occasionally  radiating  to 
the  back.  There  had  been  no  bowel  changes,  bloody 
or  tarry  stools,  or  appetite  or  weight  loss.  The 
patient  complained  of  a sense  of  incomplete  evacua- 
tion on  moving  her  bowels.  Three  years  pre- 
viously she  had  had  a similar  attack  which  had  re- 
sponded to  oral  doses  of  olive  oil.  This  medication 
had  not  helped  her  during  the  present  episode. 
Past  history  was  noncontributory  except  for 
moderate  hypertension  and  mild  diabetes  mellitus. 

The  essential  findings  were  limited  to  the  lower 
abdomen.  Below  the  umbilicus  there  was  a slightly 
tender  mass,  about  6 cm.  in  diameter,  which  was 
somewhat  fixed  and  hard.  Examination  of  the 
rectum  revealed  a speck  of  blood  on  the  examining 
finger. 

Barium  enema  revealed  a napkin-ring  deformity  in 
the  proximal  transverse  colon.  This  deformity  did 
not  cause  complete  obstruction  to  the  retrograde 
<flow,  but  postevacuation  study  showed  that  con- 
siderable barium  was  retained. 

At  operation  an  annular  carcinoma  of  the  proxi- 
mal third  of  the  transverse  colon  was  found  with 
almost  complete  obstruction  of  the  bowel.  In- 
filtration of  the  mesenteric  and  periaortic  nodes  was 
felt  at  the  base  of  the  transverse  mesocolon,  and 
there  were  three  small  metastatic  nodules  bn  the 
serosa  of  the  mesocolon.  About  1,000  cc.  of  chylous 
fluid  were  present  in  the  peritoneal  cavity.  A 
palliative  right  hemicolectomy  was  done  with  ileo- 
transverse  anastomosis.  The  pathologic  diagnosis 
was  adenocarcinoma  with  some  sections  showing 
mucin  production. 

The  patient  did  well  following  the  operation  and 


was  discharged  on  the  ninth  postoperative  day. 
There  was  no  recurrence  of  the  chylous  ascites  in  the 
immediate  postoperative  period. 

Classification 

The  usual  classification  of  chyle  effusions  ac- 
cording to  etiology,  i.e.,  congenital,  traumatic, 
infectious,  and  neoplastic,  is  convenient  but  does 
not  contribute  to  an  understanding  of  the  treat- 
ment of  chyle  effusions.  From  a practical  stand- 
point the  treatment  depends  to  a great  extent  on 
the  rate  of  accumulation  of  free  chyle  in  the  body’s 
serous  cavities. 

The  following,  therefore,  has  been  found  to 
be  a convenient  classification:* 

1.  Chronic  chylothorax  and  chyloperitoneum: 

(а)  Compression  or  obstruction  of  the 

thoracic  duct  by  malignant  growths, 
primary  or  metastatic,  including 
cystic  hygroma3  of  neck  and  medias- 
tinum. 

(б)  Tuberculous  adenitis  causing  compres- 

sion or  ulceration  of  the  thoracic 
duct.4 

(c)  Thrombosis  of  innominate  or  left  sub- 

clavian vein  with  resultant  obstruc- 
tion of  thoracic  duct;  aneurysm  of 
duct  itself. 

( d ) Various  medical  entities  such  as  filari- 

asis  and  cirrhosis. 

2.  Acute  chylothorax  and  chyloperitoneum: 

(а)  Chylothorax 

(1)  Thoracic  duct  injuries  resulting 

from  stab  or  gunshot  wounds. 

(2)  Surgical  trauma. 

(3)  Rib,  spine,  and  clavicular  frac- 

tures.6'6 

(4)  Hyperextension  injuries. 

(5)  Neonatal  causes7-8— cough,  imper- 

fect thoracic  duct  development. 

(б)  Chyloperitoneum 

(1)  Idiopathic. 

* Modified  from  Bauer'  and  Jahsman.*  The  classification 
of  acute  chyloperitoneum  is  my  own. 
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(2)  Traumatic. 

(3)  Obstruction. 

(4)  Other  varieties. 

Chronic  Chylothorax  and 
Chyloperi  toneu  m 

Medical  management  of  chylous  effusions  is 
prescribed  for  the  group  of  malignant  and  non- 
malignant  cases  wherein  the  accumulation  of 
chyle  is  slow.  An  occasional  paracentesis  of  the 
chest  or  abdomen  is  the  only  measure  needed  to 
relieve  the  symptoms  produced  by  the  effusion. 
Very  rarely  the  chyle  loss  per  se  becomes  the 
acute  problem,9  and  treatment  must  then  come 
under  an  emergency  classification. 

Malignancy,  either  retroperitoneal  lymphoma 
or  metastasis  in  the  region  of  the  cisterna  chyli  or 
lower  thoracic  duct,  represents  the  most  common 
pathology  found.  The  case  reported  in  this  paper 
is  an  example  of  this  category.  Less  frequently 
the  causes  include  tuberculous  compression  or 
ulceration  of  the  thoracic  duct  by  mediastinal 
adenopathy,  left  subclavian  vein  thrombosis, 
and  lymphatic  stasis  and  obstruction  by  such 
varied  causes  as  filariasis,  cirrhosis,  and  rarely 
nephritis. 

Acute  Chylothorax  and 
Chyloperitoneuni 

Surgical  intervention  is  frequently  necessary  in 
these  conditions.  Both  acute  chylothorax  and 
acute  chyloperitoneum  have  clear-cut  clinical 
pictures.  However,  diagnosis  is  usually  delayed 
or  obscured  because  the  condition  mimics  other 
more  common  surgical  emergencies. 

Acute  Chylothorax.— Acute  chylothorax 
frequently  follows  a characteristic  course.  There 
is  usually  a quiescent  period  of  from  two  days  to 
two  months  after  the  onset  of  the  effusion.  The 
rapid  development  of  dyspnea,  severe  cyanosis, 
and  occasional  shock  follow,  perhaps  associated 
with  chest  pain.  Examination  reveals  a pleural 
effusion  which  on  thoracentesis  is  found  to  be 
milky  in  character.  Relief  follows  thoracentesis 
until  there  is  a reaccumulation  of  the  chyle. 
This  may  take  place  slowly  or  rapidly,  depending 
on  the  size  of  the  leak.  The  latent  period  after 
injury  is  explained  by  the  fact  that  the  chyle 
accumulates  retropleurally  before  it  breaks 
through  into  the  chest,  frequently  at  the  site  of 
the  pulmonary  ligament. 

The  causes  of  acute  chylothorax  are  myriad 


and  include  hyperextension  injuries  of  the  spine, 
penetrating  wounds,  fractured  ribs  and  verte- 
brae, coughing  and  convulsions  in  infants,  blast 
injuries,  and,  in  this  age  of  aggressive  thoracic 
and  cardiac  surgery,  accidental  injury  to  the 
thoracic  duct  at  operation. 

Until  recently  the  treatment  of  acute  chylo- 
thorax was  a discouraging  problem,  the  end  re- 
sults depending  chiefly  on  the  rate  of  accumula- 
tion of  chyle.  In  the  slow  cases  an  occasional 
chest  tap  was  employed  to  relieve  symptoms  and 
tide  the  patient  over  the  period  of  emergency 
until  the  duct  healed.  If  the  accumulation  was 
rapid  and  persistent,  with  concomitant,  severe 
loss  of  fluid,  electrolytes,  and  proteins,  rapid  de- 
hydration with  emaciation  and  death  followed  in 
a matter  of  a few  days  to  a few  weeks. 10  Conserva- 
tive treatment  was  the  procedure  of  choice  with 
surgery  employed  only  as  a last  ditch  measure. 
The  nonoperative  regime  generally  consisted. of 
repeated  taps,  low-fat  and  high-carbohydrate  and 
protein  diet,  and  supplementary  intravenous  in- 
fusions of  chyle,11  blood,  and  electrolytes  to  main- 
tain homeostatic  equilibrium.  Surgical  attempts 
to  limit  drainage  by  pneumothorax,  thoraco- 
plasty, phrenicectomy,  posterior  mediastinal 
drainage,  and  thoracic  duct  ligation  or  repair 
were  tried  with  very  discouraging  results. 
Florer  and  Ochsner12  in  1945  reported  an  over- 
all mortality  of  50  per  cent  with  conservative 
therapy  and  100  per  cent  with  surgery. 

During  the  past  decade,  however,  the  treat- 
ment of  chylothorax  has  undergone  a complete 
reversal  coincident  with  the  discovery  of  anti- 
biotics and  the  increased  skill  of  the  thoracic 
surgeon.  There  have  been  many  recent  reports 
of  thoracic  duct  ligation  and  various  other  pro- 
cedures for  the  successful  cure  of  chylo- 
thorax.9’13-19  Methods  employed  have  included 
intrapleural  injections  of  sclerosing  solutions 
(66  per  cent  glucose),20  lipiodol  and  gelfoam  over 
the  thoracic  duct  as  part  of  the  surgical  attempt 
to  sclerose  or  tamponade  the  duct,  and,  most  fre- 
quently, direct  ligation  of  the  thoracic  duct  in  the 
chest. 

Perhaps  the  most  lucid  and  simple  approach  to 
the  problem  has  been  worked  out  by  Klepser  and 
Berry.9  By  preliminary  staining  of  a fat  that  the 
patient  ingests,  they  have  been  able  to  recover 
stained  alimentary  chyle  in  the  chest  several 
hours  later.  They  suggest  that  ligation  of  the 
thoracic  duct  in  the  right  chest  just  above  the 
diaphragm  will  stop  the  leak  of  alimentary  chyle 
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regardless  of  where  the  duct  is  injured.  They 
have  experimented  with  several  dyes  in  this  ap- 
proach to  the  problem  and  have  found  that  Drug 
and  Cosmetic  Green  Number  6,*  besides  being 
nontoxic,  gives  the  chyle  and  the  thoracic  duct 
itself  a distinctive  color  that  can  be  feasily  identi- 
fied. (Sudan  III  imparts  to  the  chyle  a reddish 
color  suggestive  of  a bloody  tap.)  Ligation  of  the 
thoracic  duct  has  been  shown  by  Lee21  and  by 
Blalock,  Cunningham,  and  Robinson22  to  be  in- 
nocuous to  the  host  because  of  the  many  collateral 
channels  that  develop. 

It  has  been  pointed  out  by  Baffes  and  Potts14 
that  the  treatment  of  chylothorax  should  be 
undertaken  before  the  patient  is  completely  de- 
bilitated by  the  loss  of  protein,  electrolytes,  and 
fluid.  This  is  especially  important  in  infants  and 
young  children  because  of  the  difficulty  in  main- 
taining fluid  balance  and  the  poor  tolerance  to 
loss  of  important  body  constituents. 

Acute  Chyloperitoneum. — Tree  chyle  in  the 
abdomen  acts  as  an  irritant  in  the  same  manner 
that  free  blood  does,  initiating  a violent  peritoneal 
reaction  that  simulates  a bleeding  or  perforated 
viscus.  Hoffman23  reviewed  the  world  literature 
on  this  subject  and  collected  24  cases.  With  re- 
cent reports24-29  there  is  now  a total  of  30  re- 
corded cases  of  acute  chylous  peritonitis  in  the 
literature.  These  range  in  etiology  from  an  idio- 
pathic or  unknown  group,  by  far  the  most  fre- 
quent, to  that  caused  by  trauma,  intestinal  ob- 
struction, strangulated  hernia,  mesenteric  adeni- 
tis, ruptured  chylous  cyst,  and  thoracic  duct  ob- 
struction. In  a number  of  cases  the  acute  attack 
followed  ingestion  of  a fatty  meal,  presumably 
producing  an  extravasation  of  chyle  or  a rupture 
of  chyle  vessels  at  some  vulnerable  point  in  the 
lymphatic  circulation. 

The  picture  of  an  acute  abdominal  condition 
with  violent  onset  led  to  a diagnosis  of  per- 
forated ulcer  or  acute  appendicitis  in  most  of  the 
reported  cases.  The  findings  of  pain,  muscle 
spasm,  and  rebound  tenderness  were  present  in  all 
cases,  and  laboratory  workup  generally  revealed 
evidence  of  an  inflammatory  process. 

At  operation  the  same  findings  were  consist- 
ently present.  Whenever  there  was  presumed 
to  be  back  pressure  within  the  chyle  system,  there 
were  found,  in  addition  to  the  free  chyle,  a vary- 
ing number  of  subserosal,  whitish  plaques  on  the 


* Pure  Food  and  Drug  Administration  designation  of  a 
commercial  coal  tar  dye. 


bowel  wall.  These  looked  at  first  like  fibrino- 
purulent  plaques  but  could  not  be  wiped  off  and 
thus  eventually  became  recognized  as  dilated 
chyle  vessels.  The  mesentery  was  also  fre- 
quently swollen  and  edematous,  and  fine,  white 
streaks  representing  secondary  lymphatic  vessels 
extended  radially  toward  the  bowel.  The  cases 
due  to  trauma  showed  tears  in  the  base  of  the  mes- 
entery (probably  involving  the  cisterna  chyli) 
with  chyle  seeping  between  the  leaves  of  the  mes- 
entery or  into  the  free  peritoneal  cavity. 

In  general  the  treatment  has  been  aspiration  of 
the  free  chyle  with  or  without  drainage  of  the 
abdomen.  All  but  one  of  the  reported  cases  of 
acute  chyloperitoneum  recovered.  The  fatal  case 
occurred  in  a patient  who  developed  a severe 
paralytic  ileus,  probably  as  a result  of  delayed 
operation. 


Summary 

A case  of  chylous  ascites  caused  by  metastatic 
obstruction  of  the  cisterna  chyli  and  lower 
thoracic  duct  has  been  presented,  together  with  a 
classification  and  discussion  of  chyle  effusions  into 
the  chest  and  abdomen.  Surgical  attack  has 
been  emphasized  in  the  treatment  of  acute  chylo- 
thorax. The  rare  entity  of  acute  chyloperi- 
toneum has  been  described,  along  with  the  salient 
features  present  at  operation.  Simple  removal 
of  the  chyle  in  the  abdomen  appears  to  be  the 
treatment  of  the  latter  condition. 

1 Hanson  Place 
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Arterial  Oxygen  Saturation  in  Myocardial 

Infarction 

ENOCH  J.  SAPHIRE,  M.D.,  NEW  YORK  CITY* 

(From  the  First  Medical  (Columbia)  Division,  Bellevue  Hospital ) 


Oxygen  is  commonly  employed  in  the  treat- 
ment of  severe  myocardial  infarction  for 
the  purpose  of  relieving  pain,  dyspnea,  cyanosis, 
and  other  manifestations  of  anoxia  and  to  pre- 
vent further  extension  of  the  necrotic  zone  into 
the  adjacent  ischemic  tissue.  When  the  area  of 
infarcted  myocardium  is  so  extensive  that  serious 
impairment  of  the  cardiac  output  and  generalized 
arterial  anoxemia  ensue,  it  has  been  thought  that 
even  small  increases  in  blood  oxygen  may  protect 
the  remaining  myocardial  tissue  and  other  vital 
organs.  There  is,  however,  only  scanty  factual 
evidence  available  on  the  frequency  and  extent 
of  arterial  anoxia  in  patients  with  myocardial 
infarction. 

The  purpose  of  this  investigation  has  been  to 
measure  arterial  oxygen  saturation  in  a series  of 
cases  of  established  myocardial  infarction  and  to 
correlate  the  findings  with  other  clinical  mani- 
festations of  infarction  observed  in  these  patients. 

Material  and  Methods 

Sixteen  individuals  with  myocardial  infarction 
were  studied.  There  were  14  male  and  two 


* Present  address:  6988  Abbott  Avenue  & 71st  Street, 
Miami  Beach,  Florida. 


female  patients.  Their  average  age  was  sixty- 
eight  years. 

The  diagnosis  of  myocardial  infarction  was 
made  according  to  classic  clinical  and  electro- 
cardiographic criteria. 

An  arterial  blood  sample  was  obtained  from 
the  brachial  or  femoral  artery  as  soon  as  the 
diagnosis  of  myocardial  infarction  was  es- 
tablished. Usually  this  was  obtained  on  the  day 
of  the  patient’s  admission.  The  Van  Slyke- 
Neill  apparatus  was  used  to  analyze  the  blood  for 
oxygen  content  and  capacity  and  carbon  dioxide 
content.  The  normal  arterial  oxygen  saturation 
in  this  laboratory  is  96  per  cent  plus  or  minus  2 
per  cent,  the  lower  levels  being  found  chiefly  in 
elderly  subjects. 

The  patients  with  arterial  anoxemia  were 
placed  in  an  oxygen  tent  and  received  11  L.  of 
oxygen  per  minute  for  a period  of  twenty-four 
hours.  At  the  end  of  this  period  arterial  blood 
samples  were  obtained  within  five  minutes  after 
the  removal  of  the  oxygen  tent.  It  is  recognized 
that  some  patients  may  start  to  develop  some 
degree  of  unsaturation  even  during  five  minutes 
of  removal  from  the  tent.  In  such  cases  this 
would  indicate  a more  severe  degree  of  oxygen 
lack. 
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TABLE  I. — Oxygen  Saturation  After  Myocardial  Infarction  in  16  Cases 


Previ- 

ous 

In- 

farct 

Con- 

gestive 

Heart 

Failure 

Arte- 

rial 

Hypo- 

tension 

Arterial  Oxygen  Saturation 

Case 

Location 

of 

Infarct 

Size 

of 

Infarct 

Type 

of 

Infarct 

Arrhythmia 

On 

Admis- 

sion 

After 

Ther- 

apy 

4 Weeks 
After 
Infarct 

1 

No 

Anteroseptal 

Extensive 

Transmural 

No 

Yes 

No 

86.3 

93.5 

95.8 

2 

Yes 

Anterolateral 

Extensive 

Intramural 

No 

No 

No 

95.5 

96.0 

3 

Yes 

Anterior 

Moderate 

Transmural 

No 

No 

No 

96.0 

97.2 

96.8 

4 

No 

Posterolateral 

Extensive 

Transmural 

No 

No 

No 

97.4 

Died 

5 

Yes 

Anterior 

Moderate 

Transmural 

No 

Yes 

Left  bundle  branch  block, 
transient  fibrillation, 
ventricular  premature 
contraction 

93.3 

97.8 

Died 

6 

No 

Posterolateral 

Moderate 

Transmural 

2 + 

No 

Atrial  fibrillation 

93.1 

97.0 

95.3 

7 

No 

Anterolateral 

Extensive 

Transmural 

3 + 

No 

Atrial  fibrillation 

97.9 

97.5 

8 

No 

Anterior 

Moderate 

Intramural 

Pulmo- 

nary 

edema 

No 

Left  bundle  branch  block, 
atrioventricular  block 

84.7 

92.1 

9 

Yes 

Anteroseptal 

Moderate 

Transmural 

1 + 

No 

Transient  atrioventricu- 
lar block,  left  bundle 
branch  block 

95.6 

96.3 

10 

Yes 

Lateral 

Small 

Intramural 

No 

No 

No 

95.8 

11 

No 

Anterior 

Moderate 

Intramural 

1 + 

No 

Left  bundle  branch  block, 
atrial  premature  con- 
traction 

97.3 

96.5 

12 

No 

Lateral 

Extensive 

Transmural 

2 + 

No 

No 

96.7 

96.4 

13 

Yes 

Anterolateral 

Extensive 

Transmural 

Pulmo- 

nary 

edema 

No 

Left  bundle  branch  block 

95.3 

96.7 

14 

No 

Posterior 

Small 

Intramural 

No 

No 

No 

95.8 

15 

No 

Posterior 

Extensive 

Transmural 

No 

Yes 

No 

94.9 

Died 

16 

No 

Posterior 

Extensive 

Transmural 

No 

Yes 

No 

94.5 

To  rule  out  the  possibility  that  arterial  anox- 
emia had  preceded  the  infarction,  another  study 
was  performed  in  some  of  the  patients  at  the 
end  of  four  weeks  of  hospitalization.  Each 
patient  was  also  questioned  about  the  possible 
prior  occurrence  of  pulmonary  disease,  and 
chest  x-rays  were  obtained  when  indicated. 

Results  and  Comment 

Four  of  16  patients  had  arterial  anoxemia  after 
their  infarction.  The  degree  of  arterial  oxygen 
unsaturation  was  fairly  marked  in  two  patients 
and  moderate  in  the  others.  Three  other  patients 
had  saturations  in  the  low  normal  range  (Table  I). 
Thus,  the  majority  of  our  patients  with  myo- 
cardial infarction  did  not  develop  arterial 
anoxemia. 

Among  the  anoxemic  patients  there  were  two 
anterior,  one  anteroseptal,  and  one  posterolateral 
infarction.  This  merely  reflected  the  predomi- 
nance of  anterior  infarction  encountered  in  the 
study. 

The  average  age  of  the  anoxemic  patients  was 
sixty-six  years  and  of  the  nonanoxemic  patients 
sixty-eight  years.  Three  of  the  four  anoxemic 
patients  had  had  no  previous  infarction.  Five 
of  the  nonanoxemic  patients  had  had  a previous 
infarction,  and  seven  had  had  no  previous  in- 
farction. 


In  eight  patients  the  infarction  appeared  to  be 
extensive  according  to  electrocardiographic  and 
clinical  criteria.  Only  one  of  these  patients  was 
anoxemic.  The  other  three  anoxemic  patients 
were  considered  to  have  only  moderately  ex- 
tensive infarctions.  The  development  of  arterial 
anoxemia  does  not  seem  to  be  dependent  on  the 
size  of  infarction  as  judged  by  electrocardio- 
graphic criteria. 

Eleven  of  the  infarctions  were  transmural,  and 
five  were  intramural  or  subendocardial.  Three 
of  the  anoxemic  patients  had  transmural  infarc- 
tions; one  had  an  intramural  infarction. 

Seven  patients  had  some  degree  of  heart  failure 
associated  with  their  infarction.  Two  of  the  seven 
patients  had  pulmonary  edema.  One  of  these 
patients  had  anoxemia,  and  the  other  had  a low 
normal  saturation.  In  both  cases  of  pulmonary 
edema  the  arterial  blood  samples  were  obtained 
when  clinical  evidence  of  pulmonary  edema  had 
largely  subsided.  With  the  exception  of  pul- 
monary edema,  heart  failure  complicating  myo- 
cardial infarction  does  not  appear  to  be  a primary 
factor  in  causing  arterial  anoxemia. 

Four  patients  had  significant  hypotension. 
Two  patients  required  the  use  of  pressor  drugs 
to  maintain  their  blood  pressure.  Two  of  the 
hypotensive  patients  had  anoxemia,  and  the 
other  two  had  arterial  oxygen  saturation  in  the 
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low  normal  range.  Evidence  from  this  limited 
series  suggests  that  arterial  hypotension  and 
pulmonary  edema  are  the  most  significant  com- 
plications of  myocardial  infarction  in  the  de- 
velopment of  anoxemia. 

Three  of  the  four  anoxemic  patients  had  some 
cardiac  arrhythmia  associated  with  their  in- 
farction. Four  of  the  12  nonanoxemic  patients 
also  had  arrhythmia.  The  arrhythymias  in  the 
anoxemic  and  nonanoxemic  patients  were  of  the 
same  types.  They  consisted  of  atrial  fibrilla- 
tion, left  bundle  branch  block,  and  atrioventricu- 
lar blocks  (Table  I). 

One  anoxemic  patient  had  no  hypotension  or 
pulmonary  edema.  His  infarction  was  compli- 
cated by  moderate  heart  failure  and  atrial 
fibrillation.  He  had  also  been  in  cardiac  de- 
compensation for  several  years  prior  to  his  infarc- 
tion. In  his  case  it  is  possible  that  moderate 
heart  failure  and  arrhythmia  were  contributory 
factors  in  the  development  of  anoxemia. 

The  four  anoxemic  patients  were  given  oxygen 
by  tent  and  were  restudied  after  twenty-four 
hours  of  oxygen  therapy.  Blood  samples  were 
obtained  within  five  minutes  after  the  removal 
of  the  tent.  The  two  patients  with  moderate 
anoxemia  had  an  average  increase  in  arterial 
oxygen  saturation  of  4.2  per  cent.  In  both  in- 
stances this  resulted  in  normal  saturation  (Table 
I) . The  two  patients  with  considerable  anoxemia 
had  an  average  increase  in  saturation  of  7.2  per 
cent.  Despite  this  increase  one  patient  re- 
mained unsaturated,  and  the  other  was  in  border- 
line anoxemia  when  blood  was  drawn  within  five 
minutes  after  removal  from  the  oxygen  tent. 
One  of  these  patients  had  normal  arterial  oxygen 
saturation  when  restudied  four  weeks  later 
(Table  I). 

Of  the  two  moderately  anoxemic  patients  one 
had  a saturation  in  the  low  normal  range  at  the 
end  of  the  four- week  period.  The  other  patient 
expired  before  this  period  was  reached.  One 
nonanoxemic  patient  was  also  given  oxygen  for 
twenty-four  hours.  His  saturation  was  increased 
by  only  1.2  per  cent,  a change  within  the  error 
of  the  method  employed.  In  the  nonanoxemic 
patients  the  arterial  oxygen  saturation  at  the 
time  of  infarction  and  four  weeks  postinfarction 
were  essentially  the  same. 

Conclusions 

Oxygen  therapy  has  been  advocated  for  non- 
anoxemic patients  with  myocardial  infarction. 


It  has  been  said  that  there  is  benefit  in  even 
slight  increases  of  blood  oxygenation  in  limiting 
the  area  of  infarction1-2  and  in  relieving  severe 
pain  accompanying  infarction.3-4  A normal 
individual  with  an  arterial  oxygen  saturation  of 
97.5  per  cent  has  19.5  cc.  of  oxygen  per  100  cc. 
of  blood  bound  to  hemoglobin  and  0.3  cc.  of 
oxygen  in  physical  solution.  Theoretically,  if 
he  breathes  a 40  per  cent  oxygen  mixture,  his 
hemoglobin  will  become  completely  saturated, 
and  an  additional  0.4  cc.  of  oxygen  will  go  into 
physical  solution  for  a net  gain  of  0.9  cc.  of 
oxygen  per  100  cc.  of  blood.2-5 

Wolff6  has  shown,  however,  that  under  the 
most  favorable  conditions  the  concentration  of 
oxygen  within  a tent  may  reach  40  per  cent  but 
may  be  as  low  as  25  per  cent.  Borden  et  al.2 
concluded  that  in  actual  practice  oxygen  tent 
therapy  added  insignificant  amounts  of  oxygena- 
tion to  the  blood  of  his  nonanoxemic  patients 
with  infarction.  The  finding  in  the  one  non- 
anoxemic patient  in  our  study  who  was  given 
oxygen  tent  therapy  is  in  agreement  with  Borden 
et  al.2 

High  concentrations  of  oxygen  have  been  sug- 
gested for  the  treatment  of  nonanoxemic  patients 
with  myocardial  infarction.  The  preferred 
method  of  administration  is  100  per  cent  oxygen 
through  a BLB  mask.2-5  An  oxygen  concentra- 
tion of  92  per  cent  in  alveolar  air  is  possible  with 
this  method,7  and  increases  of  10  to  15  per  cent 
in  arterial  oxygen  content  may  occur  in  normally 
saturated  individuals.  However,  Russek8  pre- 
sented evidence  which  seems  to  indicate  that  no 
clinical  benefit  can  be  expected  from  the  ad- 
ministration of  100  per  cent  oxygen  by  mask  to 
normally  saturated  patients  with  myocardial 
infarction.  In  several  patients  with  a constant, 
positive  response  to  the  Master  two-step  test, 
the  administration  of  100  per  cent  oxygen  by 
mask  was  without  effect  in  preventing  or  causing 
the  disappearance  of  the  abnormal  RS-T  seg- 
ment and  T-wave  changes  or  in  preventing  or 
modifying  anginal  pain. 

As  suggested  in  earlier  studies,2  arterial  anox- 
emia in  this  small  series  of  cases  was  correlated 
chiefly  with  coexisting  arterial  hypotension  or 
with  pulmonary  edema.  Investigation  of  other 
complications  and  clinical  manifestations  asso- 
ciated with  myocardial  infarction  in  this  series 
of  cases  failed  to  demonstrate  other  major  factors 
leading  to  the  development  of  anoxemia  during 
infarction. 
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Oxygen  therapy  is  usually  recognized  as  a 
necessity  in  the  treatment  of  coronary  patients 
with  generalized  anoxemia.  In  the  present 
series  of  cases  our  two  moderately  anoxemic 
patients  were  brought  to  satisfactory  levels  of 
arterial  oxygen  saturation  by  the  use  of  an  oxygen 
tent.  In  our  two  severely  anoxemic  patients  the 
arterial  oxygen  saturations  were  still  at  anoxemic 
levels  immediately  after  the  patient  was  removed 
from  the  tent.  They  were  92.1  and  93.3  per 
cent,  respectively. 

The  data  obtained  during  this  investigation 
suggest  certain  conclusions.  Arterial  oxygen 
unsaturation  occurs  in  a fairly  considerable  pro- 
portion of  patients  with  myocardial  infarction. 
Cases  of  anoxemia  usually  occur  in  patients  with 
arterial  hypotension  and  pulmonary  edema. 
Oxygen  therapy  by  tent  is  capable  of  restoring  the 
arterial  oxygen  saturation  of  moderately  anoxemic 
patients  to  normal  levels  but  appears  to  be  less 
capable  of  restoring  saturation  to  normal  levels 
in  severely  anoxemic  patients.  Oxygen  tent 
therapy  does  not  appear  to  be  effective  in  in- 
creasing the  arterial  oxygen  saturation  in  patients 
with  normal  saturation  at  the  time  of  infarction. 

Summary 

1.  The  arterial  oxygen  saturation  was  de- 
termined by  arterial  blood-gas  analysis  in  16 
cases  of  myocardial  infarction. 

2.  Four  patients  had  arterial  anoxemia  with 
saturations  ranging  from  84.7  to  93.3  per  cent. 


Three  patients  had  low  normal  saturations 
ranging  from  94.5  to  95.3  per  cent. 

3.  As  factors  leading  to  the  development  of 
anoxemia,  the  age  of  the  patient,  the  occurrence 
of  previous  myocardial  infarction,  the  location  of 
the  infarction,  and  the  size  of  the  infarction  as 
judged  by  electrocardiographic  criteria  were  not 
significant,  nor  were  moderate  degrees  of  con- 
gestive heart  failure  or  cardiac  arrhythmias 
encountered  in  this  limited  series. 

4.  Arterial  hypotension  and  pulmonary  edema 
appear  to  be  the  most  significant  factors  associ- 
ated with  the  development  of  anoxemia. 

5.  Oxygen  therapy  by  tent  restored  the 
arterial  oxygen  saturation  of  the  moderately 
anoxemic  patients  to  normal  levels  but  did  not 
appear  to  be  adequate  in  two  more  severely 
anoxemic  patients.  It  had  no  measurable  effect 
in  one  patient  whose  saturation  was  already 
within  normal  levels  at  the  time  of  infarction. 


The  author  wishes  to  express  his  gratitude  to  Dr.  Dickinson 
W.  Richards  for  initiating  this  study  and  for  his  assistance  in 
carrying  it  out. 
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The  Immunization  of  Allergic  Children — Special  Reference  to 

Eczema 


(1)  Never  vaccinate  a person  with  a skin  disease 
and  (2)  never  vaccinate  an  intimate  contact  of  a 
person  with  a skin  disease.  These  twin  precepts 
emerge  from  recorded  incidence  of  eczema  vaccinata 
during  smallpox  epidemics.  In  a review  of  the 
records  of  415  children  under  fourteen  with  atopic 
eczema  to  find  out  how  often  eczema  vaccinatum 
occurred  at  this  hospital,  the  tabulation  showed 
eight,  or  about  two  in  each  100,  who  developed  this 
lamentable  disease.  All  were  five  and  a half  years 


old  or  younger.  One  infant  six  months  of  age  died. 
The  vaccinated  five  and  six-year-old,  preschool  and 
school  age  sibling,  is  the  greatest  single  menace  as  a 
contact  with  the  eczematous  child.  Findings  of  the 
study  underline  the  necessity  of  observing  the  two 
contraindications  to  smallpox  vaccination  listed 
above. 

■ — Benjamin  A.  Johnson,  M.D.,  and  Susan  C.  Dees, 
M.D.,  North  Carolina  Medical  Journal,  July, 
1956 
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Recent  Advances  in  Biliary  Tract  Surgery 
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Disease  of  the  gallbladder  and  bile  ducts  is 
associated  with  stones  in  over  90  per  cent 
of  instances.  Since  Langenbuch’s  report1  of 
cholecystectomy  for  chronic  cholecystitis  and 
cholelithiasis  in  1883,  there  has  been  a gradual 
acceptance  of  surgery  as  the  most  effectual  means 
of  treatment.  Medical  management  seldom  if 
ever  results  in  a cure  and  provides  for  the  con- 
tinuation of  the  natural  course  of  the  disease. 
Until  we  are  able  to  prevent  stone  formation 
through  an  understanding  of  the  genesis  of  its 
etiology,  it  is  probable  that  surgery  will  remain  the 
approach  of  choice.  In  chronic  cholecystitis 
with  cholelithiasis  it  is  rare  that  cholecystectomy 
cannot  be  done.  Operative  procedures  are  now 
well  standardized  and,  when  carried  out  in  care- 
fully selected  and  well-prepared  patients,  are 
associated  with  minimal  risk. 

The  over-all  mortality  for  cholecystectomy  for 
chronic  cholecystitis  with  cholelithiasis  is  less 
than  1 per  cent.  When  patients  are  under  the 
age  of  fifty  and  when  the  majority  begin  to  have 
symptoms,  the  mortality  should  be  less  than 
y2  of  1 per  cent.  In  our  experience  at  the  New 
York  Hospital-Cornell  Medical  Center  we  did 
cholecystectomy  alone  on  2,827  patients  over  a 
period  from  1932-1955  with  a mortality  rate 
of  0.67  per  cent.  A total  of  164  of  these  patients 
were  sixty-five  years  of  age  or  over,  and  in  this 
group  there  were  four  deaths,  a mortality  rate 
of  2.4  per  cent.  In  the  remaining  2,663  pa- 
tients there  wTere  15  deaths,  a mortality  rate  of 
0.56  per  cent.  When  chronic  cholecystitis  is  com- 
plicated by  symptoms  and  findings  that  require 


common  duct  exploration,  the  risk  is  increased, 
but  so  is  the  seriousness  of  the  situation  without 
operation.  For  example,  in  a group  of  404  pa- 
tients with  chronic  cholecystitis  who  had  chole- 
dochotomy  in  addition  to  cholecystectomy,  there 
were  17  deaths  or  a postoperative  mortality  rate 
of  4.2  per  cent.  Seventy-three  of  these  patients 
were  sixty-five  years  of  age  and  over,  and  four 
died  postoperatively,  a mortality  rate  of  5.47  per 
cent,  whereas  there  were  13  deaths  among  the  re- 
maining 331,  a mortality  rate  of  3.9  per  cent. 

Chronic  cholecystitis  without  stones  is  a diffi- 
cult clinical  problem  to  evaluate.  If  there  are 
gross  changes  at  operation,  such  as  thickening  of 
the  gallbladder  wall,  scarring,  and  distortion, 
even  though  no  stones  are  present,  in  a patient  in 
whom  a diagnosis  of  chronic  cholecystic  disease 
has  been  established,  cholecystectomy  should  be 
done.  However,  the  removal  of  the  nonacute 
gallbladder  without  stones  has  been  followed  by  a 
persistence  or  a recurrence  of  symptoms  in  ap- 
proximately 35  per  cent  of  a series  of  121  patients 
over  a twenty-year  period.2  We  feel  that  the 
course  after  operation  is  unpredictable. 

Acute  cholecystitis  is  often  superimposed  on  a 
chronic  cholecystitis  which  is  associated  with 
cholelithiasis.  However,  the  acute  phase  of  the 
disease  may  occur  as  the  primary  involvement  of 
the  biliary  tract  and  in  the  absence  of  stones. 
Although  the  acute  attack  usually  subsides,  par- 
ticularly in  those  under  forty  years  of  age,  it  can 
progress  and  result  in  perforation,  abscess  for- 
mation, or  local  or  generalized  peritonitis.  In 
addition  to  the  involvement  of  the  gallbladder 
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there  is  frequently  extension  of  the  infection  to 
the  biliary  ductal  system  resulting  in  cholangitis 
of  varying  degrees.  Thus,  each  episode  of  acute 
cholecystitis  results  in  some  injury  to  the  liver. 
The  diagnosis  is  generally  readily  made  and  will 
not  be  discussed  here. 

Treatment 

There  has  been  considerable  controversy  dur- 
ing the  past  twenty-five  years  as  to  when  surgical 
treatment  should  be  undertaken;  however,  the 
trend  has  been  toward  early  operation.  Some 
prefer  to  encourage  the  subsidence  of  the  attack 
by  keeping  the  patient  quiet,  allowing  nothing  by 
mouth,  and  maintaining  gastric  decompression 
with  an  indwelling  tube  and  then  at  some  later 
time  doing  a cholecystectomy.  We  have  fol- 
lowed a policy  of  early  surgical  treatment  of  acute 
cholecystitis  since  1932.  This  consists  of  a chole- 
cystectomy or  cholecystostomy  as  soon  as  the  pa- 
tient has  been  so  prepared  as  to  be  considered  in 
optimum  condition  for  operation  unless  there  is 
some  condition  present  that  is  not  immediately 
reparable  and  is  a contraindication  to  operation. 

In  the  twenty-three-year  period  1932-1955  at 
this  center  and  in  keeping  with  the  above-stated 
policy,  we  have  operated  on  877  patients  with 
acute  cholecystitis.  In  698  patients  a cholecys- 
tectomy alone  was  done;  there  were  ten  deaths 
following  operation  or  a mortality  rate  of  1.4  per 
cent.  For  96  patients  only  a cholecystostomy 
was  done.  In  most  instances  this  compromise 
procedure  was  employed  because  of  the  patient’s 
general  condition  or  because  the  surgeon  felt  that 
the  inflammatory  process  rendered  cholecystec- 
tomy too  hazardous.  Many  of  these  patients 
were  critically  ill;  there  were  ten  deaths,  a mor- 
tality rate  of  10.4  per  cent.  The  remainder  of 
the  patients  with  acute  cholecystitis  had  chole- 
dochotomy  in  addition  to  cholecystectomy  or 
cholecystostomy  because  common  duct  stones 
were  suspected.  Stones  were  recovered  in  49  pa- 
tients or  59  per  cent  of  those  in  whom  the  com- 
mon duct  was  explored  or  5.6  per  cent  of  the  total 
of  877.  There  were  22  deaths  following  oper- 
ation for  this  group  of  877  patients  with  acute 
cholecystitis  or  a mortality  rate  of  2.5  per  cent. 

Common  Duct  Stones 

Choledocholithiasis  is  generally  looked  on  as  a 
sequel  to  or  complication  of  stones  in  the  gall- 
bladder. Choledocholithiasis  without  stones  in 


the  intact  gallbladder  does  occur  but  only  rarely. 
Generally,  the  older  the  patient  and  the  longer 
gallstones  have  existed,  the  greater  is  the  inci- 
dence of  stones  in  the  common  duct.  There  has 
been  considerable  variation  in  the  reported  experi- 
ence of  representative  clinics  throughout  the 
United  States.  In  a recent  review  on  this  topic 
we  noted  that  in  some  clinics  the  common  duct  is 
explored  for  stones  in  45  per  cent  or  more  of  pa- 
tients operated  on  for  chronic  cholecystitis  with 
cholelithiasis,  while  in  others  the  duct  is  ex- 
plored in  from  10  to  15  per  cent.  On  the  basis 
of  these  reports  it  appears  that  the  more  often 
the  common  duct  is  explored,  the  more  frequently 
stones  are  found.  The  incidence  of  stones  found 
in  relation  to  frequency  of  exploration  ranges 
from  roughly  30  to  60  per  cent.  Stone  recovery 
from  the  common  duct  when  exploration  is  done 
at  the  time  of  cholecystectomy  ranges  from  ap- 
proximately 8 to  20  per  cent  of  the  total.  In  view 
of  our  experience  with  all  age  groups  in  recent 
years,  we  are  inclined  to  consider  that  about  10 
per  cent  of  patients  will  have  stones  in  the  com- 
mon duct  at  the  time  they  are  operated  on  for 
chronic  cholecystitis  with  cholelithiasis. 

When  to  explore  the  common  duct  is  of  con- 
cern to  those  who  do  biliary  tract  surgery.  It 
adds  to  the  operative  procedure  and  increases  the 
morbidity  of  postoperative  complications. 
Therefore,  it  is  a natural  reaction  not  to  embark 
on  exploration  unless  one  actually  believes  there 
are  stones  in  the  common  duct.  On  the  other 
hand,  it  is  undesirable  to  leave  calculi  in  the  duc- 
tal system  when  a cholecystectomy  is  done.  We 
have  had  deaths  directly  attributable  to  such  a 
mistake.  In  other  instances  (estimated  at  1.5 
per  cent  of  our  cholecystectomies)  stones  in  the 
common  duct  have  caused  a persistence  or  a recur- 
rence of  the  patient’s  symptoms  and  have  had  to 
be  removed  at  another  operation. 

The  following  are  the  indications,  on  which 
there  is  common  agreement,  for  exploration  of  the 
common  duct : (1)  palpable  stone  within  the  com- 
mon duct,  (2)  thickened  wall  of  the  common 
duct,  (3)  dilated  common  duct,  (4)  dilated  cystic 
duct,  (5)  presence  or  history  of  jaundice,  (6)  fre- 
quently when  there  is  thickening  or  induration  of 
the  head  of  the  pancreas,  and  (7)  frequently  when 
patients  are  over  sixty-five  years  of  age. 

As  has  been  reported  by  others,3-4  we  have 
found  that  intravenous  cholangiography  is  a pre- 
operative  diagnostic  aid.  Intravenous  cholangi- 
ography with  Cholografin  has  been  done  over 
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1,200  times  in  this  center  without  major  compli- 
cations. It  is  of  particular  value  in  the  following 
instances : 

1 . In  patients  who  have  a recurrence  or  a per- 
sistence of  symptoms  following  biliary  tract 
surgery. 

2.  In  patients  who  are  strongly  suspected  of 
having  stones  in  the  common  duct  and  who  are 
not  jaundiced  at  the  present  time. 

3.  In  patients  in  whom  there  has  been  no 
visualization  of  the  gallbladder  with  two  or  more 
attempts  by  cholecystography. 

4.  In  young  children  with  biliary  tract  dis- 
ease. 

5.  In  patients  who  developed  acute  chole- 
cystitis following  operation  for  an  unrelated  dis- 
ease or  condition. 

6.  In  patients  with  recurring  pancreatitis. 

Whenever  the  indications  are  present  for  com- 
mon duct  exploration,  be  the  gallbladder  chroni- 
cally or  acutely  involved,  it  should  be  done. 
Once  undertaken,  it  should  be  done  in  a meticu- 
lous and  thorough  manner  so  that  a residual  stone 
will  rarely  be  left  behind.  Those  operating  on 
the  gallbladder  should  anticipate  this  exigency 
and  provide  themselves  with  the  time,  facilities, 
and  patience  to  insure  a high  degree  of  success. 
Operative  cholangiography  expertly  done  is  a 
distinct  adjunct,  but  if  it  is  performed  other  than 
under  optimum  conditions,  it  may  prove  a snare 
and  a delusion  by  affording  a false  sense  of  se- 
curity. 

The  demonstration  of  unsuspected  cholelithia- 
sis by  cholecystography  in  the  course  of  complete 
clinical  evaluation,  which  an  increasing  propor- 
tion of  our  population  undergo  at  periodic  inter- 
vals, quite  properly  becomes  a matter  of  concern 
to  both  patient  and  physician.  Gallstones  are 
prima-facie  evidence  of  gallbladder  disease.  One 
cannot  predict  the  future  course  of  “silent 
stones.”  They  may  cause  an  obstructive  type  of 
acute  cholecystitis  of  a rapidly  fulminating  nature 
in  the  older  patient.  The  prolonged  presence  of 
gallstones  is  associated  with  choledocholithiasis 
and  damage  to  the  liver.  Also  numerous  re- 
ports6-7 on  carcinoma  of  the  gallbladder  have 
pointed  out  that  over  90  per  cent  are  associated 
with  gallstones.  Because  the  mortality  rate  for 
elective  cholecystectomy  is  so  low,  we  believe 
that  operation  under  these  circumstances  is  to  be 
recommended  unless  there  is  some  contraindica- 
tion. Generally,  the  risk  of  operation  will  be 
less  than  the  risk  of  one  of  the  above-mentioned 


possible  complications.  Each  patient  merits 
individual  evaluation  and  careful  consideration 
before  a final  recommendation  is  reached. 

Congenital  Atresia  of  the 
Extrahepatic  Bile  Ducts 

Increased  interest  in  congenital  anomalies  has 
led  in  recent  years  to  greater  consideration  of 
atresia  of  the  biliary  ductal  system.  The  re- 
ported results  are  not  encouraging,  although 
Gross8  was  able  to  accomplish  a remedial  anasto- 
mosis in  27  or  18  per  cent  of  a group  of  146  pa- 
tients. Over  a twenty-year  period  we  have  en- 
countered 27  patients  with  congenital  atresia  of 
the  ductal  system  at  the  New  York  Hospital- 
Cornell  Medical  Center.9  The  diagnosis  was  con- 
firmed at  operation  in  17,  at  necropsy  in  three, 
and  at  operation  and  autopsy  in  seven.  The 
diagnosis  was  established  between  the  ages  of 
four  days  and  one  year.  Twenty-four  of  the  pa- 
tients were  operated  on,  but  in  only  ten  cases 
was  some  form  of  surgical  correction  feasible. 
Although  nine  of  these  lived  for  from  two  months 
to  nine  and  three-fourths  years,  only  two  are 
known  to  have  a satisfactory  result.  Eight  pa- 
tients unsuitable  for  surgical  correction  lived  for 
from  fourteen  months  to  six  years.  Because  the 
usual  microscopic  sections  of  the  fiver  in  these 
patients  with  congenital  atresia  show  the  paren- 
chyma to  be  composed  of  hepatic  cells,  separated 
by  broad  bands  of  fibrous  tissue  containing  pro- 
liferating bile  ducts,  it  is  not  likely  that  the  results 
of  surgical  procedures  will  improve. 

Stricture  Due  to  Operative  Injury  of 
the  Common  Duct  During 
Cholecystectomy 

The  diagnosis  of  stricture  due  to  operative  in- 
jury is  readily  established.  The  original  injury  is 
usually  either  partial  or  complete  interruption  of 
the  continuity  of  the  common  duct  by  actual  di- 
vision or  ligation.  The  sequence  of  events  fol- 
lowing operation  is  therefore  important.  If  the 
duct  has  been  partially  or  completely  divided  and 
not  ligated,  profuse  bile  drainage  becomes  evi- 
dent within  a matter  of  hours  and  persists  for 
weeks  or  months.  If  the  drainage  ceases,  jaun- 
dice appears.  This  is  associated  with  intermit- 
tent and  colicky  pain  accompanied  by  chills  and 
fever.  If  the  obstruction  is  complete,  the  stools 
are  acholic,  and  the  fiver  enlarges.  There  is 
anorexia  and  consequent  loss  of  weight.  If  the 
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injury  at  operation  immediately  resulted  in  oblit- 
eration of  the  lumen  of  the  duct,  as  may  occur  by 
placing  a ligature  about  the  duct,  then  there  fol- 
lows increasing  jaundice  without  bile  drainage. 
Of  course,  there  may  be  variations  and  combi- 
nations of  these  two  types  of  injury.  Some- 
times a duct  obstructed  by  a ligature  may  open 
and  discharge  bile,  and  a fistula  gradually  con- 
tracts down  to  complete  obstruction.  Scar  for- 
mation and  adhesions  near  the  site  of  injury  in- 
crease as  time  goes  on.  Infection  is  common  and, 
together  with  the  obstruction,  is  associated  with 
cholangitis  and  subsequent  liver  damage. 

Once  the  diagnosis  has  been  established,  oper- 
ation should  be  undertaken  when  the  patient  has 
been  adequately  prepared.  The  operative  cor- 
rection may  be  difficult  and  is  not  a task  for  the 
novice  or  “casual”  surgeon.  If  feasible,  the 
ideal  procedure  is  resection  of  the  obliterated  seg- 
ment of  the  common  duct  and  re-establishment 
of  continuity  by  an  end-to-end  anastomosis, 
thus  preserving  a functioning  ampulla  of  Vater 
as  advocated  by  Cattell.10  It  is  often  difficult  to 
locate  the  distal  segment.  The  duodenum  must 
be  mobilized  in  most  instances  to  enable  one  to 
approximate  the  ends  of  the  duct.  Walters  and 
his  associates11  at  the  Mayo  Clinic  have  reported 
considerable  success  with  anastomosing  the  duo- 
denum to  the  proximal  segment  of  the  common 
duct  or  even  the  hepatic  ducts  in  the  hilum  of  the 
liver.  In  an  attempt  to  reduce  the  hazard  of  re- 
gurgitation of  intestinal  contents  into  the  biliary 
tract,  Cole12  has  popularized  the  anastomosis  of 
the  proximal  ductal  fragment  to  the  Roux-en-y 
arm  of  jejunum.  Hepaticojej unostomy  has  been 
described  by  Longmire13  for  those  subjects  in 
whom  the  proximal  segment  of  the  duct  could  not 
be  identified.  All  these  procedures  leave  much 
to  be  desired. 

The  disability  and  the  reduction  in  life  expec- 
tancy that  the  patient  may  suffer  as  a result  of 
injury  to  the  common  duct  at  the  time  a chole- 
cystectomy is  performed  places  a major  responsi- 
bility on  those  who  undertake  such,  surgery. 
Indeed,  no  one  should  attempt  to  remove  a gall- 
bladder who  has  not  familiarized  himself  with  the 
seriousness  of  common  duct  injury  and  made  a 
specific  study  of  the  variations  of  the  anatomic 
structures  in  that  area.  Surely,  if  one  is  well  in- 
formed, the  surgery  will  be  carefully  performed, 
and  no  structure  will  be  divided  or  ligated  that 
has  not  been  correctly  identified.  There  are 
various  approaches  and  steps  that  may  be  em- 


ployed in  a cholecystectomy,  and  in  the  hands  of 
the  experienced,  one  approach  may  have  no  ad- 
vantage over  another.  For  those  less  experienced 
we  believe  that  removal  of  the  gallbladder  by 
dissecting  from  the  fundus  downward  toward  the 
cystic  duct  may  be  accomplished  with  greater 
safety.  The  following  steps  in  technic  are 
recommended : 

1.  Incision  of  the  peritoneum  parallel  to  the 
common  duct  in  the  apparent  area  of  its  junction 
with  the  cystic  duct. 

2.  Identification  of  the  cystic  duct  and  its  dis- 
section sufficient  to  enable  one  to  pass  a silk 
ligature  about  it. 

3.  Extension  of  the  dissection  cephalad  and 
laterally  toward  the  wall  of  the  gallbladder  to  ex- 
pose the  cystic  artery.  This  is  dissected  free  a 
sufficient  distance  to  permit  a silk  ligature  to  be 
passed  about  it  and  set  by  one  knot,  preferably 
just  before  it  branches  within  the  wall  of  the  gall- 
bladder. 

4.  The  peritoneum  over  the  gallbladder  is  in- 
cised 1 cm.  from  its  junction  with  the  liver,  and 
the  gallbladder  is  dissected  from  its  liver  bed 
from  the  fundus  toward  the  cystic  duct. 

5.  As  the  ampulla  of  the  gallbladder  is  ap- 
proached, the  branches  of  the  cystic  artery  as 
they  enter  the  wall  of  the  gallbladder  are  di- 
vided, and  the  cystic  artery  is  permanently 
secured. 

6.  The  cystic  duct  is  then  dissected  down  to 
its  true  junction  with  the  common  duct  and  di- 
vided 0.5  cm.  from  it. 

Although  illustrations  have  been  published 
which  indicate  injury  to  the  common  duct  may 
readily  occur  as  traction  distorts  the  choledochus 
with  the  gallbladder  intact,  we  believe  it  un- 
likely because  here  the  operator  can  see  clearly 
the  cystic  duct. 

Preoperative  Evaluation 
and  Preparation 

Each  patient  is  an  individual  problem.  In 
addition  to  his  biliary  tract  disease,  whether  he  is 
normal  or  has  associated  conditions  which  may 
lead  to  complications  during  or  after  operation  is 
of  great  importance.  Careful  preoperative  evalu- 
ation is  followed  by  steps  to  correct  any  associ- 
ated condition,  if  feasible,  so  that  the  patient  is 
in  the  best  condition  possible  before  operation. 
In  biliary  tract  disease  one  should  always  be  con- 
cerned with  the  functional  capacity  of  the  liver 
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and  its  probable  reserve  under  stress  of  operation 
and  possible  subsequent  complications.  Nutri- 
tional disturbances  manifested  by  overweight, 
starvation,  and  bleeding  tendency  due  to  vitamin 
K deficiency  are  to  be  recognized  and  corrected 
if  the  operative  procedure  is  to  be  well  tolerated. 
X-ray  examination  and  electrocardiograms  sup- 
plementing clinical  evaluation  of  the  cardio- 
respiratory system  may  provide  critical  informa- 
tion in  the  selection  of  the  anesthetic  agent.  As 
the  proportion  of  our  population  in  the  older  age 
group  increases,  it  behooves  us  to  seek  carefully 
for  deficiencies  and  abnormalities  and  to  correct 
as  accurately  as  possible  dehydration,  electrolyte 
imbalance,  hypoproteinemia,  diabetes,  and  other 
conditions  that  fall  in  this  category. 

Anesthesia 

Anesthesia  has  quite  properly  been  accorded 
more  consideration  in  surgery  during  the  past 
twenty  years.  We  have  employed  various  types 
including  general,  local  regional  block,  and  spinal, 
and  while  specific  circumstances  render  one  pref- 
erable to  another,  our  tendency  has  been  to  use 
general  anesthesia  except  when  there  existed 
some  contraindication  to  its  emplo3*ment. 

There  are  two  important  aspects  of  general 
anesthesia.  The  first  deals  with  the  selection  of 
the  anesthetic  agent.  Specific  consideration  is 
given  to  the  status  of  the  liver  and  the  cardio- 
vascular S3'stem.  Impaired  liver  function  re- 
quires a minimal  amount  of  the  least  toxic  agent 
available.  The  damaged  liver  ma3'  be  unable  to 
participate  in  the  elimination  of  the  agent. 

The  second  and  perhaps  more  important  aspect 
of  anesthesia  is  its  administration.  The  art  of 
providing  adequate  relaxation  to  facilitate  the 
operation  and  at  the  same  time  using  a minimal 
amount  of  anesthetic  agent  together  with  a re- 
spiratory atmosphere  high  in  oxygen  has  been  de- 
veloped to  a degree  unanticipated  two  decades 
ago.  Postoperative  pulmonary  complications 
have  been  greatfy  reduced  by  preventing  aspira- 
tion of  gastrointestinal  contents  and  the  removal 
of  excess  bronchial  secretions  by  suction  during 
the  operation.  These  have  been  made  possible 
by  (1)  evacuating  gastric  contents  before  induc- 
tion and  during  the  procedure  by  means  of  an 
indwelling  nasogastric  tube  and  (2)  the  emplo3T- 


ment  of  the  intratracheal  tube  in  all  patients 
being  operated  on  under  general  anesthesia. 


Postoperative  Management 

Early  mobilization  immediately  after  oper- 
ation, i.e.,  standing  at  the  bedside  as  soon  as  the 
patient  has  recovered  from  the  anesthesia  and 
walking  periods  even’  four  hours  thereafter,  we 
believe,  has  reduced  the  postoperative  compli- 
cations since  we  first  began  it,  now  almost  ten 
years  ago.  Of  course,  better  anesthesia  has  con- 
tributed immeasurabfy  to  a reduction  of  these 
complications  also.  Chemotherapy  is  emplo3red 
only  on  indication. 


Summary 

The  successful  surgical  treatment  of  biliary 
tract  disease  has  been  a gradual  and  satisfactory 
development  over  the  past  sevent3'-five  v’ears. 
Toda3'  it  is  established  as  the  most  effectual  means 
of  management  available.  From  the  patient’s 
viewpoint  the  ease  and  safet3’  with  which  it  is 
accomplished  is  the  basis  for  its  vide  acceptance. 
From  the  surgeon’s  perspective  it  parallels  the 
advances  of  surgery  in  general  over  this  period, 
providing  relief  of  S3’ mp toms  and  interruption  of 
the  disease  to  a greater  degree  than  is  obtained 
in  many  other  conditions.  Accurate  diagnosis, 
early  direct  approach  to  all  phases  of  biliary  tract 
disease,  and  skillful  management  b3r  well-trained 
surgeons  working  with  ever-improving  facilities 
are  perhaps  the  most  important  factors  contribut- 
ing to  this  trend  in  therapy. 
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Conducted  by  john  w.  pickren,  m.d.  june  16,  1955 

Discussed  by  james  Holland,  m.d. 


Case  History 

This  sixty-two-year-old  male,  a professional 
photographer,  complained  of  vague  chest  pain  of 
one  month  duration.  The  pain  was  located  in  his 
left  chest  and  left  shoulder.  It  was  mild,  inter- 
mittent, and  not  aggravated  by  exercise  or 
respiration.  A minimal,  productive  cough  had 
persisted  for  many  years.  There  had  been  no 
hemoptysis  or  weight  loss.  On  fluoroscopy  his 
physician  noted  a mass  in  the  right  lower  lung. 
Bronchoscopy,  electrocardiogram,  and  exfoliative 
cytology  studies  on  the  sputum  and  bronchial 
secretions  at  that  time  were  normal.  Skin  tests 
for  histoplasmosis  and  blastomycosis  were  per- 
formed, and  the  patient  was  referred  to  the 
Roswell  Park  Memorial  Institute. 

Past  history  revealed  a tonsillectomy  at  the 
age  forty-seven.  He  had  smoked  one  pack  of 
cigarets  daily  for  forty-five  years  and  had 
worked  in  a darkroom  which  had  a profuse  growth 
of  mold  on  the  walls. 

Physical  examination  showed  a well-developed, 
well-nourished,  white  male  in  apparent  good 
health.  The  blood  pressure  was  190/100.  The 
site  of  a blastomyces  skin  test  on  his  forearm  was 
markedly  inflamed  with  a necrotic  center.  The 
histoplasmin  skin  test  was  negative.  The  re- 
mainder of  the  physical  examination  was  within 
normal  limits.  Chest  films  showed  a 2-cm.  in- 
creased density  on  the  right,  localized  to  the 
middle  lobe.  Electrocardiogram  was  essentially 
normal  on  admission,  and  bronchoscopy  revealed 
no  abnormalities. 

Hemoglobin  was  15.2  Gm.  per  cent  and  white 
blood  cells  6,500  with  75  per  cent  neutrophils, 
16  per  cent  lymphocytes,  and  9 per  cent  mono- 
cytes. Cultures  at  bronchoscopy  revealed  Bac- 
terium coli  and  anaerobic  streptococcus.  Smears 
from  bronchial  secretions  failed  to  show  fungi  or 
acid-fast  organisms.  Exfoliative  cytology  studies 
revealed  tumor  cells  in  the  bronchial  washings 
and  in  the  sputum  on  two  occasions  but  no  tumor 


Fig.  1.  Posteroanterior  chest  film  reveals  an  oval 
mass  in  the  middle  lobe  and  a downward  retraction  of 
the  minor  fissure. 


cells  on  a third  examination.  A biopsy  of  a 
scalene  lymph  node  showed  chronic  nonspecific 
lymphadenitis. 

An  operation  was  performed. 

Discussion 

Dr.  James  Holland:  Before  I discuss  this 
case,  may  we  see  the  x-rays? 

Dr.  Elliott  Lasser:  The  posteroanterior 
chest  plate  showed  a mass  in  the  region  of  the 
middle  lobe  and  a second  questionable  mass, 
somewhat  more  laterally  and  below  the  larger 
mass  (Fig.  1).  In  addition,  the  minor  fissure  was 
retracted  downward  to  some  extent.  On  the 
lateral  film  the  larger  density  was  actually  situated 
in  the  middle  lobe,  the  minor  fissure  was  retracted 
downward,  and  the  major  fissure  lay  immediately 
below  the  mass  itself,  which  indicates  some 
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shrinkage  of  the  middle  lobe  (Fig.  2) . The  second 
shadow  may  he  posteriorly.  I think  that  this 
shadow  is  not  another  lesion  but  represents  an 
unusual  consequence  of  superimposition.  There- 
fore, we  are  dealing  primarily  with  just  one  lesion. 
The  planigram  shows  a better  view  of  the  mass 
(Fig.  3).  A striking  feature  which  suggests  that 
the  lesion  lies  adjacent  to  the  pleura  is  its  flatness 
on  the  lower  surface.  The  minor  fissure  is  re- 
tracted downward  considerably  in  its  anterior 
portion  and  ends  in  a pleural  adhesion. 

We  are  faced  with  the  problem  of  determining 
the  nature  of  a single  nodular  lesion  in  the  chest. 
The  following  characteristics  are  considered  in  an 
attempt  to  determine  the  most  probable  diagnosis: 
(1)  the  situation  of  the  lesion,  (2)  the  general 
morphology  of  the  lesion,  (3)  the  density  of  the 
lesion,  (4)  the  discreteness  of  the  outline  of  the 
lesion,  and  (5)  whether  calcification  is  present. 
We  can  then  suggest  whether  we  are  dealing  with 
a neoplasm,  inflammatory  lesion,  congenital 
abnormality,  or  a traumatic  change  of  some  sort. 
Some  of  these  possibilities  of  course  will  be  largely 
determined  by  clinical  circumstances,  but  as  often 
happens,  the  clinical  data  may  not  be  indicative, 
and  the  interpretation  is  based  solely  on  an 


Fig.  3.  Chest  planigram  reveals  the  middle  lobe 
mass  to  be  flattened  on  its  inferior  surface. 


isolated  shadow  in  the  lung. 

Let  us  consider  these  characteristics  in  looking 
at  this  particular  lesion : 

1.  Situation:  It  is  the  middle  lobe.  Tumors 
in  the  middle  lobe  are  reported  to  occur  less  fre- 
quently than  in  other  lobes,  but  the  difference  in 
incidence  is  not  great.  Inflammatory  lesions 
of  course  can  be  localized  in  any  particular  lobe. 
Those  most  frequently  associated  with  aspiration 
are  located  in  the  lower  lobes,  the  right  middle 
lobe,  or  the  lingula  on  the  left.  Thus,  the  situa- 
tion of  this  lesion  does  not  aid  us  in  our  differential 
diagnosis. 

2.  General  morphology:  Peripheral  neoplasms, 
in  general,  tend  to  be  roughly  round.  Of  course, 
one  particular  radius  of  the  neoplasm  may  be 
greater  than  any  other  so  that  lobulation  appears. 
It  is  relatively  unusual  to  have  a neoplasm  that 
appears  flat  on  one  edge  as  this  does.  There  is 
the  possibility,  however,  that  some  segmentally 
atelectatic  lung  behind  a neoplasm  may  give  the 
appearance  of  a flat  surface. 

3.  Density:  Density  is  a very  dangerous 
variable  in  the  chest,  and  I think  it  is  sometimes 
misunderstood.  For  example,  fatty  tissue  in  the 
abdomen  is  less  dense  than  surrounding  tissue. 
In  the  lung  we  are  dealing  with  air-filled  alveoli 
which  will  contrast  so  greatly  with  tissue  of  any 
density,  such  as  fat  or  muscle,  that  comparisons 
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are  hazardous  to  make.  One  may  try  to  compare 
the  density  of  a mass  with  the  shadow  of  the 
heart,  but  it  is  necessary  to  know  the  measured 
diameter  of  the  lesion  in  order  to  determine 
whether  it  is  more  or  less  dense  than  the  heart. 
Thus,  density  is  not  a very  good  variable  in  try- 
ing to  evaluate  chest  lesions. 

4.  Discreteness:  This  lesion  is  not  particularly 
well  circumscribed  on  its  upper  aspect  in  that  it 
tends  to  send  out  prongs  of  tissue  into  the  sur- 
rounding lung. 

5.  Calcification:  Calcification  is  indeed  val- 
uable when  it  is  present.  The  presence  of  calcifi- 
cation in  almost  all  instances  indicates  that  one 
is  dealing  with  a benign  lesion,  either  a granuloma 
or  a benign  neoplasm.  Its  absence,  on  the  other 
hand,  is  not  of  differential  diagnostic  significance. 

From  the  above  analyses  the  possibility  that 
this  lesion  is  inflammatory  must  be  considered. 
However,  the  ultimate  determining  criteria  must 
lie  with  histologic  examination.  In  dealing  with 
any  isolated  nodule  in  the  lung,  we  make  a lot  of 
fine  guesses,  but  unless  calcification  is  present,  it 
really  amounts  to  guessing  and  not  much  more. 

Dr.  Holland:  Mr.  Burke,  would  you  discuss 
the  cytology? 

Mr.  Eugene  Burke:  Three  specimens  were 
received  for  examination.  The  washings  and 
aspirations  were  handled  by  the  smear  technic 
and  stained  by  the  Papanicolaou  method.  The 
sputum  was  fixed  in  a mixture  of  alcohol,  formalin, 
and  acetic  acid.  Of  the  three  examinations  I 
interpreted  two  as  positive  and  one  as  negative 
for  tumor  cells.  I based  this  diagnosis  on  the 
following:  The  nuclei  were  large  with  coarse 
clumps  of  chromatin,  and  some  of  the  cells  were 
clumped  together  to  form  a group  of  12  to  14  cells. 
From  my  interpretation  the  tumor  should  be  a 
squamous  cell  variety. 

Dr.  George  Moore:  Did  the  cells  have  any 
characteristics  of  metastatic  carcinoma? 

Mr.  Burke:  No. 

Dr.  Holland:  I should  like  to  ask  Dr. 
Lasser  if  he  considered  a second  mass  anteriorly 
in  the  chest  films. 

Dr.  Lasser:  Not  in  that  lobe. 

Dr.  Holland:  You  phrased  that  so  cagily 
that  I will  have  to  ask  you  another  question. 
When  a man  presents  complaints  referable  to  the 
left  chest  and  these  are  ascribed  to  disease  in  the 
right  chest,  one  certainly  has  to  look  very  carefully 
at  the  evidence  which  has  been  presented.  Do 
you  see  any  disease  in  his  left  chest? 


Dr.  Lasser:  No. 

Dr.  Holland:  Well,  as  I piece  together  this 
man’s  problems,  he  was  a sixty-two-year-old 
hypertensive  without  evidence  in  the  history  of 
cardiac  disease  other  than  hypertension  itself. 
His  last  electrocardiogram  was  said  to  be  normal, 
there  was  no  apparent  major  increase  in  cardiac 
diameter,  and  none  of  the  changes  of  cardiac  fail- 
ure was  seen  on  his  chest  film  or  reported  in  the 
history.  He  presented  with  four  weeks  of  pain 
in  his  left  chest  and  shoulder,  raising  the  problem 
of  coronary  insufficiency,  although  the  descrip- 
tion of  this  entity  is  certainly  not  characteristic. 
There  was  minimal  productive  cough,  so  qualified 
in  the  history,  the  duration  of  which  is  unknown. 
These  pertinent  data  are  given:  He  had  a posi- 
tive skin  test  for  blastomycosis  and  an  occupa- 
tional exposure  to  some  unknown  fungus.  On 
two  occasions  the  interpretation  of  malignant 
cells  in  his  sputum  was  made.  He  had  none  of 
the  stigmata  of  advanced  disease,  such  as  weight 
loss  or  anemia.  Dr.  Lasser  has  narrowed  the 
problem  from  one  of  multiple  areas  of  disease  in 
his  lung  to  a single  lesion  which  makes  it  con- 
siderably more  difficult.  I do  not  believe  the 
lesion  in  his  right  lung  caused  his  left  chest 
pain. 

Some  possibilities  for  the  right  lung  lesion  may 
be  listed  under  five  major  categories  in  the 
etiologic  classification  of  disease:  (1)  congenital, 
(2)  chemical  and  physical  causes,  (3)  circulatory 
abnormalities,  (4)  inflammatory  disease,  and  (5) 
neoplastic  disease.1  I think  that  cyst  or  hamar- 
toma should  certainly  be  considered,  although  the 
flat  inferior  border  of  the  shadow  is  not  suggestive. 
Fifteen  years  ago  he  had  a tonsillectomy,  and  it  is 
entirely  conceivable  that  he  aspirated  portions  of 
blood  or  tissue  fragments  at  that  time  into  his 
middle  lobe,  causing  either  lung  abscess  or  chronic 
pneumonia  in  that  area  which  has  persisted  since. 
At  the  present  time  the  lesion  is  asymptomatic, 
and  there  is  no  knowledge  of  how  long  it  has 
existed.  Thus,  an  old  abscess  or  bronchiectasis 
of  the  middle  lobe  should  be  considered.  Since 
the  patient  is  a photographer,  chemical  pneumonia 
of  some  sort,  probably  aspirated  chemicals  of  one 
type  or  another,  should  be  mentioned. 

The  middle  lobe  is  said  to  be  shrunken,  and 
indeed  it  so  appears.  I think  that  atelectasis  of 
the  right  middle  lobe  with  perhaps  some  chronic 
pneumonia  due  to  obstruction  of  the  middle  lobe 
bronchus  from  a lymph  node  or  neoplasm  is  high 
on  the  list.  I see  no  calcium  in  the  right  hilus 
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which  might  be  consistent  with  old  tuberculous 
lymphadenitis,  but  the  so-called  middle  lobe 
syndrome  is  a possibility. 

In  regard  to  circulatory  abnormalities  a vascular 
anomaly  should  surely  be  mentioned,  particularly 
when  the  possibility  has  been  raised  that  another 
density  on  the  lateral  film  could  be  confluent 
vascular  shadows.  By  the  same  token  there 
could  be  an  arteriovenous  aneurysm  in  the 
middle  lobe.  Laminography  fails  to  disclose 
large  vessels  coming  to  it,  although  this  could  be 
excluded  only  by  angiocardiography. 

With  disease  in  his  right  lung  adjacent  to  a 
pleural  boundary  and  with  pain  in  his  left  chest, 
the  possibility  that  multiple  pulmonary  infarc- 
tions have  occurred  in  the  recent  past  must  be 
considered.  Were  this  a large  and  now  resolving 
pulmonary  infarct  with  an  infarct  in  the  left 
lung  causing  pleural  (although  poorly  described) 
pain,  the  entire  disease  entity  might  be  joined  into 
one  pathologic  mechanism. 

There  are  inflammatory  diseases  still  to  con- 
sider. A man  who  has  a bona  fide  4 plus  skin  test 
for  blastomycosis  may  be  presumed  to  have  had 
infection  with  this  fungus.  It  does  not  imply, 
however,  that  the  present  lesion  is  one  of  blasto- 
mycosis. We  have  been  granted  that  this  man 
is  otherwise  healthy  but  for  pain  in  his  left  chest 
and  an  incidental  lesion  discovered  in  the  right 
chest.  I would  think  that  this  does  not  represent 
systemic  blastomycosis. 

Histoplasmosis  does  occur  as  an  isolated  visceral 
lesion  without  systemic  disease  as  does  coccidi- 
oidomycosis, but  there  is  little  to  support  either 
of  these  diagnostic  possibilities.  There  is  no 
history  of  exposure  to  coccidioidomycosis.  Al- 
though histoplasmosis  does  occur  in  northern 
New  York  State,  a skin  test  was  negative,  and  the 
yeast  was  not  seen  in  his  sputum. 

Viral  pneumonia  seems  an  unlikely  cause  of  this 
syndrome.  Tuberculosis  must  be  considered 
despite  the  absence  of  calcification. 

Now  we  arrive  at  the  neoplastic  possibilities. 
This  shadow  may  represent  atelectasis  and  chronic 
pneumonia  behind  obstruction  in  the  right  middle 
lobe  or  main  bronchus  from  bronchogenic  car- 
cinoma arising  in  the  lobe  itself,  or  it  may  be  a 
metastatic  neoplasm.  It  has  been  stated  that 
two  or  three  Papanicolaou  smears  were  inter- 
preted as  positive.  Although  this  should  not  be 
given  the  same  credence  as  a tissue  biopsy,  it  is 
very  difficult  to  disregard. 

Of  the  diseases  mentioned  that  would  seem  to 


merit  most  attention,  I think  that  atelectasis  and 
chronic  pneumonia  behind  obstruction  of  the 
middle  lobe  bronchus  (and  this  fails  to  explain  his 
symptoms  on  the  left),  multiple  pulmonary  in- 
farcts (visible  on  the  right  but  not  on  the  left), 
blastomycosis,  and  metastatic  carcinoma  to  the 
middle  lobe  and  to  some  place  in  his  left  hemi- 
thorax  causing  pain  are  the  most  reasonable 
diagnostic  possibilities.  If  I had  to  choose  one  of 
these,  I think  that  it  would  be  unwise  to  dis- 
regard two  Papanicolaou  smears  reported  as 
positive,  and  my  attention  would  be  directed  to 
neoplastic  disease,  probably  metastatic  to  the 
right  and  left  lungs.  I think  there  would  be  no 
alternative  but  to  explore  this  man  surgically  inas- 
much as  bronchoscopy  was  considered  negative. 
It  is  imperative  that  a diagnosis  be  established; 
this  might  be  operable  bronchogenic  carcinoma  in 
the  middle  lobe  or  some  lesion  which  has  a poten- 
tial through  further  extension,  even  though  it 
is  asymptomatic  at  this  time.  Because  the 
lesion  is  adjacent  to  and  confined  by  the  pleura, 
is  asymptomatic,  and  is  in  the  middle  lobe,  I 
would  hope  that  benign  disease  existed.  How- 
ever, the  interpretations  of  the  exfoliative 
cytology  would  have  to  be  incorrect.  I do  not 
see,  without  the  tissue  in  hand,  how  one  can 
make  this  assumption. 

Diagnoses 

Clinical. — Probable  bronchogenic  carcinoma. 

Dr.  Holland. — Probable  bronchogenic  carcinoma 
and  left-sided  chest  pain,  etiology  unknown. 

Pathologic. — Exogenous  lipoid  pneumonia  and 
fibrocaseous  granuloma. 

Pathologic  Report 

Dr.  Gallerand  Pouteatj:  This  patient  was 
presented  at  a Chest  Conference,  and  it  was  agreed 
that  he  should  have  an  exploratory  thoracotomy 
inasmuch  as  two  positive  cytology  examinations 
had  been  obtained  and  no  primary  tumor  was 
apparent  in  any  other  studies.  Our  preopera- 
tive diagnosis  was  “probable  bronchogenic 
carcinoma.” 

At  surgery  a lesion  of  the  middle  lobe  was  found 
immediately  adjacent  to  the  major  fissure.  The 
mass  was  firm,  and  it  wrinkled  the  pleura  quite 
noticeably.  In  addition,  he  had  a smaller  lesion 
in  the  right  lower  lobe  and  another  flat  lesion  just 
under  the  minor  fissure  of  the  right  upper  lobe. 
He  had  a small,  calcified  plaque  at  the  right  apex. 
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Fig.  4.  Exogenous  fat  results  in  fibrosis,  multinucleated  giant  cells,  and  foam  cells. 


A right  middle  and  lower  lobectomy  was  done. 

Postoperatively  the  patient  had  an  interesting 
episode.  On  the  first  postoperative  day  he  de- 
veloped pain  when  he  swallowed,  which  continued 
until  on  the  second  postoperative  day  he  de- 
veloped a very  severe  auricular  fibrillation  with 
rather  marked  precordial  chest  pain.  An  electro- 
cardiogram showed  a rapid  auricular  fibrillation 
with  a ventricular  rate  of  about  175.  He  was 
rapidly  digitalized,  and  his  pain  disappeared. 
His  condition  rapidly  improved  with  supportive 
therapy. 

On  his  ninth  postoperative  day  he  developed 
a left  calf  pain  and  very,  very  minimal  pretibial 
edema  associated  with  left  calf  tenderness. 
Following  treatment  he  recovered  and  was  dis- 
charged from  the  hospital.  On  his  follow-up 
visits  he  has  had  no  particular  complaints  except 
some  residual  chest  pain  in  the  area  of  his  incision. 

Dr.  Holland:  Did  he  revert  to  normal 
rhythm  after  digitalization? 

Dr.  Pouteau:  Within  two  days. 

Dr.  Holland:  Was  the  pain  complained  of 

during  the  fibrillation  similar  to  the  pain  that  he 
had  been  complaining  of  in  the  previous  four 
weeks? 


Dr.  Pouteau:  He  had  precordial  pain. 

Dr.  Holland:  Do  you  have  the  electro- 
cardiograms? 

Dr.  Pouteau:  Yes. 

Dr.  Holland:  This  admission  electrocardio- 
gram should  not  be  considered  as  normal.  He  has 
inversion  of  Ti  and  a diphasic  P wave  which  raises 
the  question  of  anterior  anoxia  and  an  explana- 
tion of  his  left  chest  pain. 

An  electrocardiogram  taken  four  days  after  the 
onset  of  auricular  fibrillation  shows  major  inver- 
sion of  all  the  T waves  across  the  chest.  Now 
this  is  entirely  compatible  with  myocardial 
infarction  or  with  severe  anoxia  and  digitalis 
effect;  I would  think  it  is  more  probably  in- 
farction. Subsequent  records  would  be  essential 
to  know  whether  he  had  infarction.  Pain  on 
swallowing  is  characteristic  of  oncoming  infarc- 
tion in  some  people.  This  would  raise  the  ques- 
tion in  my  mind  again  of  whether  this  man  had 
had  previous  infarction  of  his  myocardium,  or 
whether  he  had  thrown  right  ventricular  thrombi 
to  his  right  middle  lobe,  or,  having  developed 
thrombophlebitis  following  the  operation,  whether 
he  had  had  silent  phlebothrombitis  with  infarc- 
tion previously. 
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Fig.  5.  A typical  fibrocaseous  granuloma;  specific 
type  must  be  based  on  the  determination  of  the 
causative  organism. 

Dr.  John  Pickren:  The  surgical  specimen 
consisted  of  the  lower  and  middle  lobes  of  the 
right  lung.  There  were  two  hilar  lesions,  each 
measuring  3 to  3.5  cm.  in  diameter.  The  cut  sur- 
faces were  yellowish-gray  and  firm.  In  addition 
to  these  lesions,  several  0.5-cm.,  hard,  yellow 
densities  were  present  in  the  periphery  of  the 
lung.  Also  one  other  lesion  in  the  periphery 
of  the  lung  was  well  circumscribed  and  had  a 
caseous  center.  It  had  the  appearance  of  a 
tuberculoma.  Acid-fast  and  periodic  acid-Schiff 
stains  failed  to  reveal  any  organisms. 

Dr.  Holland:  Was  there  calcium  in  the 
tuberculoma? 

Dr.  Pickren:  No.  Sections  through  the 
hilar  lesions  and  the  small  peripheral  densities 
revealed  large  spaces  filled  with  lipid  surrounded 
by  giant  cells,  foam  cells,  and  fibrosis  (Fig.  4). 
The  sections  through  the  fibrocaseous  area  showed 
a typical  fibrocaseous  granuloma  with  a central 
core  of  caseous  material  surrounded  by  fibrous 
tissue,  lymphocytes,  and  scattered  Langhans 
giant  cells  (Fig.  5).  Our  final  diagnosis  was 
multiple  exogenous  lipoid  pneumonia  with  a 
separate  lesion  diagnosed  as  a fibrocaseous 
granuloma. 

Question:  Was  the  oil  vegetable  or  mineral? 

Dr.  Pickren:  Dr.  Studenski  studied  this  case 
with  fat  stains.  He  would  be  able  to  answer 
your  question. 

Dr.  Robert  Studenski:  Vegetable  oil  is 
generally  very  reactive  with  numerous  giant 
cells  and  sometimes  even  caseation  because  of  the 


hydrolysis  of  the  fats.  On  the  other  hand,  the 
mineral  oils  do  not  hydrolyze  but  remain  clinically 
silent  for  very  long  periods  of  time.  This  lesion 
has  the  pattern  of  mineral  oil. 

Dr.  Pouteau  : After  the  pathologic  report  was 
made,  we  interviewed  the  patient  again.  After 
several  interrogations  he  recalled  an  episode  of 
sinusitis,  headaches,  and  postnasal  drip  that  was 
treated  fifteen  years  ago  by  tonsillectomy  with 
little  relief.  He  subsequently  rubbed  vaseline 
inside  his  nose  two  times  a day  for  two  years. 
He  also  used  “Vick’s”  nose  drops  (an  oily  drop) 
for  the  same  period.  Also  at  times  when  his 
headaches  were  severe,  he  would  spray  the  mate- 
rial into  his  nose,  or  he  would  put  nose  drops  in 
a basin  of  hot  water  with  some  iodine  and  inhale 
it.  He  had  not  done  this  for  ten  years.  Within 
the  last  five  years  his  sinusitis  had  cleared,  and  he 
had  had  no  trouble. 

Dr.  Lasser:  Since  the  lesions  were  in  the  mid- 
dle lobe,  he  must  have  slept  on  his  stomach  after 
the  application  of  the  nasal  medication.  The 
only  position  in  which  oil  tends  to  enter  the 
middle  lobe  is  when  the  individual  is  in  a prone 
position ; otherwise,  it  migrates  toward  the  lower 
lobe. 

Surgery  Resident:  Even  if  you  suspected 
this  condition  preoperativley,  you  would  have  to 
exclude  carcinoma  by  exploration. 

Medical  Resident:  Why  were  the  cytologic 
studies  positive? 

Dr.  Pickren:  In  lipoid  pneumonia  there  are 
many  histologic  changes.  The  lesion  is  known 
to  give  false  positives  on  exfoliative  smears. 
After  the  diagnosis  was  established,  a review  of 
the  smears  failed  to  reveal  cells  showing  the 
typical  changes  of  lipoid  pneumonia.  Such  cells 
have  a central,  small  nucleus  and  abundant 
finely  vacuolated  cytoplasm.2 

Dr.  Studenski:  In  the  slides  themselves 
there  are  many  alveoli  that  are  lined  by  epithelial 
cells.  These  cells  are  quite  atypical  and  may 
be  the  origin  of  the  cells  that  were  present  in  the 
smears. 
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Defects  in  Blood  Clotting  Mechanism  Following 
Abrupt io  Placentae 


E.  E.  MAFFUCCI,  M.D.,  AND  W.  H.  GODS1CK,  M.D.,  NEW  YORK  CITY 


(From  the  Lincoln  Hospital  Obstetrics  Service ) 


Premature  separation  of  the  placenta  has 
long  been  recognized  by  the  medical  pro- 
fession as  potentially  disastrous  for  mother  and 
fetus.  In  the  past  fifty  years  it  has  been  recog- 
nized that  a hemorrhagic  state  often  follows  abruptio 
placentae  and  may  terminate  in  maternal  death. 
The  mechanism  of  this  hemorrhagic  state  has  been 
well  described  in  the  recent  literature  1-6  and  has 
been  attributed  to  the  release  of  thromboplastin  at 
the  placental  separation  site,  thus  depleting  fibrin- 
ogen. Many  mothers  have  doubtlessly  been  lost 
because  of  failure  to  recognize  this  condition  and 
inability  to  treat  it  when  recognized.  Almost  mirac- 
ulous results  have  been  obtained  in  the  last  few 
years  since  fibrinogen  for  parenteral  use  became 
available.  For  the  past  two  years  4 units  (Gm.) 
of  fibrinogen  have  been  maintained  on  the  delivery 
floor  at  Lincoln  Hospital  along  with  type  0,Rh- 
negative  blood  for  emergency  use.  We  are  present- 
ing a case  of  afibrinogenemia  treated  success- 
fully. 

Case  Reports 

Case  1. — M.  R.,  forty-year-old,  para  5,  gravida 
8,  nonclinic  patient,  was  admitted  on  June  24, 
1954.  Her  last  menstrual  period  occurred  some 
time  in  January,  1954.  Past  medical  history  was 
essentially  negative.  The  patient  had  had  five 
normal  spontaneous  deliveries  previously  and  two 
spontaneous  abortions,  one  at  five  months  gestation 
and  the  other  at  two  months.  Prenatal  course,  as 
far  as  could  be  determined,  had  been  uneventful 
until  8 p.m.  of  the  day  of  admission,  at  which  time 
she  passed  about  a glassful  of  liquid  blood  per 
vagina  at  home.  She  felt  weak  and  faint  and  had 
to  be  helped  to  bed  at  this  time.  Soon  after  the 
bleeding  started,  she  complained  of  constant  ab- 
dominal pain. 

The  patient  was  brought  to  the  hospital  by 


Presented  at  a meeting  of  the  Bronx  Gynecological  and 
Obstetrical  Society,  January  24,  1955. 


ambulance  and  was  admitted  to  the  labor  room  at 
9:45  p.m.  Examination  revealed  a moderately 
obese  Negro  woman,  perspiring  freely,  with  pale 
hands  and  lips.  Blood  pressure  was  70/42,  pulse 
84  to  100  and  weak.  She  was  fully  conscious  on 
admission.  The  uterus  was  term  sized,  three 
fingerbreadths  below  the  xiphoid  process,  and  tense. 
Fetal  heart  was  not  head,  and  fetal  parts  could  not 
be  made  out.  There  was  no  edema  of  extremities 
and  only  a trace  of  albumin  in  the  urine.  Hemo- 
globin was  11.5  Gm.  per  cent.  There  was  only 
slight  vaginal  bleeding.  The  remainder  of  the 
physical  examination  was  normal.  A diagnosis  of 
abruptio  placentae  with  intrauterine  hemorrhage 
was  made.  A transfusion  of  whole  blood  was 
started,  the  blood  pressure  rose  to  128/86,  and  the 
patient  was  taken  to  the  operating  room  for  examina- 
tion and  possible  surgery. 

The  cervix  was  found  to  be  fully  dilated  with 
bulging  membranes.  These  were  ruptured  arti- 
ficially, and  a stillborn  infant,  weighing  2 pounds, 
8 ounces,  was  delivered  under  nitrous  oxide  and 
oxygen  analgesia.  The  placenta  and  membranes 
were  expressed  intact,  and  the  entire  maternal 
surface  showed  evidence  of  separation,  being  covered 
by  a soft  adherent  clot.  About  500  cc.  of  blood 
in  liquid  form  and  soft  clots  followed.  The  uterus 
contracted  immediately  with  massage  and  routine 
oxytocics  but  continued  to  ooze  slightly.  Fifteen 
minutes  later  the  patient  was  still  oozing  liquid 
blood  from  the  vagina.  The  cervix,  vagina,  and 
uterine  cavity  were  inspected  and  found  to  be  intact, 
the  uterus  well  contracted. 

The  patient  was  transferred  to  the  postpartum 
room  with  blood  pressure  140/90.  Forty-five 
minutes  after  delivery  the  blood  pressure  started 
to  drop  again,  first  to  110/80,  then  to  98/70. 
The  vaginal  ooze  continued.  The  diagnosis  of 
hypofibrinogenemia  was  considered,  and  the  venous 
blood  taken  in  a plain  tube  two  hours  previously 
was  found  to  be  unclotted.  Fibrinogen  was  started 
intravenously  along  with  the  constant  whole  blood 
transfusion.  After  1,500  cc.  of  whole  blood  and 
3 Gm.  of  fibrinogen  had  been  given,  the  blood  pres- 
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sure  was  stable,  and  the  vaginal  bleeding  had 
ceased.  Twelve  hours  later  the  original  blood 
sample  failed  to  show  a stable  clot.  This  sample 
was  sent  for  analysis  and  was  found  to  be  negative 
qualitatively  for  fibrinogen.  Venous  blood  taken 
after  2 Gm.  of  fibrinogen  had  been  given  to  the 
patient  clotted  normally  and  subsequently  showed 
0.2  Gm.  of  fibrinogen  per  100  cc.  of  blood.  Blood 
taken  five  days  after  delivery  again  showed  0.2  Gm. 
of  fibrinogen  per  100  cc. 

The  remainder  of  the  hospital  stay  was  unevent- 
ful, and  the  patient  was  discharged  on  the  tenth  post- 
partum day  in  good  condition. 

A new  phenomenon,  the  deposition  of  arterial  and 
capillary  fibrin  following  abruptio  placentae,  has 
recently  been  documented.  The  term  “fibrin 
embolism”  has  been  coined  by  Schneider7  to  describe 
this  condition.  In  cases  where  fibrinogen  levels 
were  obtained,  hypofibrinogenemia  and  afibrinogen- 
emia were  ascertained. 

We  wish  to  report  a fatal  case  of  fibrin  embolism 
following  abruptio  placentae. 

Case  2. — C.  R.  was  a thirty-one-year-old,  para 
6,  gravida  7,  Puerto  Rican  clinic  patient,  admitted 
on  March  6,  1953,  at  term  in  active  labor.  She 
was  last  seen  in  the  prenatal  clinic  on  December  11, 
1952,  her  second  visit,  at  which  time  her  blood  pres- 
sure was  100/70,  with  a weight  gain  of  14  pounds 
(from  164  to  178),  2 plus  edema  of  the  legs,  and 
urine  negative  for  albumin.  She  never  returned  to 
the  clinic. 

On  admission  to  the  hospital  the  blood  pressure 
was  150/100,  with  4 plus  edema  of  the  legs  and 
abdominal  wall.  Her  weight  was  205  pounds,  a 
total  weight  gain  of  41  pounds  during  the  pregnancy. 
There  was  a trace  of  albumin  in  the  urine.  Her 
chest  was  clear,  the  heart  rate  was  regular  without 
murmurs,  pulse  92,  respirations  20  per  minute 
The  diagnosis  of  polyhydramnios  and  twin  preg- 
nancy was  made  on  admission  and  confirmed  by 
x-ray,  both  infants  in  breech  presentation.  After 
returning  from  x-ray  the  patient  received  a soap- 
suds enema,  magnesium  sulfate  50  per  cent  2 cc. 
intramuscularly,  and  Nembutal  D/s  grains 
orally. 

On  admission  the  cervix  had  been  3 cm.  dilated, 
presenting  part  unengaged,  membranes  intact. 
The  patient  made  gradual  progress,  and  three  hours 
after  admission  the  cervix  became  fully  dilated, 
and  the  amniotic  sac  of  the  first  infant  ruptured 
spontaneously  with  escape  of  about  1,500  cc.  of 
amniotic  fluid.  The  infant  delivered  spontaneously 
from  the  right  sacroanterior  position  in  good  condi- 
tion. The  patient  then  immediately  expressed  the 
placenta  spontaneously,  which  contained  a retro- 
placental  clot  covering  one  third  of  the  maternal 
surface.  Following  this  the  patient  became  cyanotic, 
gasped  for  air,  frothed  about  the  mouth,  and  lapsed 
into  unconsciousness.  A pharyngeal  airway  was 
inserted,  the  throat  was  aspirated,  and  oxygen 
under  pressure  was  given.  The  patient  gasped  a 
few  times  and  then  stopped  breathing.  The 
second  twin  was  meanwhile  delivered  as  an  assisted 


Fig.  1.  Section  of  lung  demonstrating  fibrin  embolism. 


breech  in  good  condition.  The  second  placenta 
was  expressed  with  no  evidence  of  premature 
separation.  Intravenous  coramine  and  intracardiac 
adrenalin  were  given  to  the  mother,  but  to  no 
avail.  The  heart  stopped  beating  five  minutes 
after  delivery  of  the  second  twin.  The  vagina, 
cervix,  and  uterus  were  examined  for  lacerations, 
but  none  was  found. 

Postmortem  revealed  the  following  on  gross 
examination : There  was  complete  atelectasis  of 
both  lobes  of  the  left  lung  with  complete  loss  of 
crepitation.  The  right  lung  showed  normal  crepita- 
tion throughout  except  for  some  diminution  at  the 
base.  On  dissecting  the  pulmonary  artery  supply 
no  embolization  was  found.  On  opening  the  trachea 
it  was  found  that  the  right  and  left  main  bronchus 
were  filled  with  blood-tinged  mucus.  The  cut 
surface  of  the  left  lung  was  paler  than  normal,  and 
it  had  a rubbery  consistency.  The  cut  surface  of 
the  right  lung  showed  the  normal  pink  color  and 
crepitation.  The  other  organs  were  essentially 
normal  except  for  the  pancreas  where  areas  of 
hemorrhage  were  seen  on  sectioning. 

The  pertinent  microscopic  findings  were  as 
follows:  The  intimate  vasculature  of  the  lung 
showed  areas  of  thrombi  which  were  noted  to  be 
fibrin.  Considerable  consolidation  and  infarction 
of  the  areas  supplied  by  these  blood  vessels  were 
observed.  There  was  extensive  desquamation  of 
the  bronchi  with  plugs  filling  the  lumina.  The 
consolidated  areas  were  large  in  some  regions  and 
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showed  round  cell  infiltration.  The  pancreas 
showed  areas  of  pancreatic  degeneration  and 
necrosis  about  large  blood  vessels,  which  were 
plugged  with  elements  appearing  to  be  fibrin. 
Mucicarmine  stains  of  the  pancreas  and  lungs  to 
establish  the  exact  nature  of  the  emboli  revealed 
that  the  embolic  elements  were  not  amniotic  fluid 
or  meconium. 


Gratitude  ia  expressed  to  the  Department  of  Pathology, 
Lincoln  Hospital,  for  its  cooperation. 
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Administration  of  Salk  Polio  Vaccine  to  Allergic  Children 


Studies  now  being  conducted  by  the  pediatric 
department  of  the  Woman’s  Medical  College  of 
Pennsylvania  appear  to  indicate  the  advisability  of 
exercising  a certain  amount  of  caution  in  adminis- 
tering Salk  poliomyelitis  vaccine  to  allergic  children. 
In  observing  local  reactions  to  skin  tests  with  the 
vaccine  (in  this  study  the  preparation  was  supplied 
by  Eli  Lilly  & Co.)  a much  larger  percentage  of 
children  were  found  to  be  allergic  than  had  been 
expected.  About  half  of  the  first  150  known  allergy 
cases  reacted  positively  to  the  skin  test,  and  of  these 
25  per  cent  were  marked. 

About  125  school  children  with  unknown  allergy 
history  were  used  as  controls.  These  children 
ranged  in  age  from  five  to  seven.  About  25  per 
cent  of  the  children  in  this  control  series  exhibited  a 
definite  local  reaction  to  the  vaccine  preparation. 
Despite  the  fact  that  this  work  has  not  been  com- 


pleted, Dr.  Jean  Crump,  Woman’s  Medical  College 
of  Pennsylvania,  Philadelphia,  says  she  thinks  it  wise 
to  bring  current  results  to  the  attention  of  other 
physicians.  Any  child  showing  local  reaction  to  the 
test  dose  should  be  hyposensitized  before  the  first 
dose  is  completed. 

Writes  Dr.  Crump,  “It  appears  that  if  the  second 
dose  is  given  at  the  end  of  a three-week  interval,  it 
can  be  given  without  anticipation  of  any  allergic 
problem.  Vaccine  given  after  the  three-week  inter- 
val should  always  be  preceded  by  a skin  test.  A 
number  of  cases  of  mild  allergic  shock  and  severe 
urticaria  in  untested  cases  have  come  to  our  atten- 
tion. We  have  no  data  at  present  to  know  whether 
or  not  these  children  came  from  ‘allergic  families’ 
or  not.” 

— Journal  of  the  American  Woman’s  Medical  Asso- 
ciation, July,  1956 
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Acute  Postoperative  Pseudomembranous  Enterocolitis  Complicated 
by  Gangrene  of  the  Ileum  and  Mesenteric  Thrombosis 
Successfully  Treated 


BERNARD  J.  RYAN,  M.D.,  LOUIS  E.  MARSHALL,  M.D.,  AND  LEONARD  KERTZNER,  M.D.,  BAY 

SHORE,  NEW  YORK 

( From  the  Southside  Hospital) 


\ cute  pseudomembranous  inflammation  involv- 
ing the  mucosa  and  submucosa  of  the  gas- 
trointestinal tract  occasionally  follows  surgical 
procedures.  Finney1  in  1893  described  the  first 
recorded  case.  Since  that  time  and  prior  to  ex- 
tensive broad-spectrum  antibiotic  therapy,  there 
were  several  reports  in  the  literature  concerning 
this  condition.2-4  Recently,  there  have  been 
numerous  case  reports  of  nonsurgical  pseudomem- 
branous enterocolitis  following  the  administration 
of  many  of  the  newer  antibacterial  preparations.6-7 
The  gravity  of  the  condition  is  emphasized  by  a re- 
ported mortality  of  91  per  cent  in  23  cases.3  In 
the  recent  past  practically  all  patients  who  presented 
the  characteristic  acute  choleriform  picture  died 
within  a few  hours. 

The  purpose  of  this  report  is  to  re-emphasize  the 
fact  established  by  the  Mayo  Clinic  group  that  with 
early,  active,  vigorous  therapy  this  extremely  morbid 
condition  may  be  successfully  handled  and  the 
characteristic  shocklike  state  reversed.7-8  Prohaska9 
recently  reported  recovery  in  three  cases  of  the 
milder  form  of  the  disease,  none  of  which,  how- 
ever, at  any  time  exhibited  profound  circulatory 
collapse.  As  far  as  can  be  determined,  no  patients 
have  survived  resection  of  gangrenous  bowel  after 
the  onset  of  acute  enterocolitis. 

Case  Report 

The  patient  was  a fifty-three-year-old,  white 
restaurant  man  who  gave  a history  of  frequent  at- 
tacks of  epigastric  pain  of  twenty  years  duration. 
For  the  past  year  the  pain  had  been  especially 
troublesome.  A gastrointestinal  series  had  re- 
vealed a duodenal  ulcer.  Because  of  persistent 
symptoms  with  medical  management  surgery  was 
advised. 

He  was  admitted  to  Southside  Hospital  on  No- 
vember 18,  1954.  Past  history  revealed  chronic 
cough  of  many  years  duration  attributed  to  cig- 
arets.  Physical  examination  was  essentially  neg- 
ative. Complete  blood  count  and  urinalysis  were 
within  normal  limits.  Chest  x-ray  was  negative. 
On  November  29  a subtotal  gastrectomy  with 
antecolic  isoperistaltic  Hofmeister  anastomosis  was 
performed.  The  operation  itself  was  uneventful, 
but  after  returning  to  the  recovery  room  and  before 
awakening,  he  had  a severe  episode  of  cyanosis, 


apparently  due  to  aspiration  of  secretions.  He 
rallied  immediately  after  tracheal  suction.  Be- 
cause of  this  episode  of  aspiration  he  was  given 
500  mg.  of  achromycin  (Tetracyn)  intravenously 
with  infusions  three  times  for  a total  of  1,500  mg. 
within  the  first  forty-eight  hours  postoperatively. 
He  was  also  given  combiotic  (streptomycin  and 
penicillin)  twice  daily.  His  postoperative  con- 
dition was  satisfactory,  although  on  the  third  and 
fourth  postoperative  days  it  was  noted  that  there  was 
more  than  the  usual  amount  of  serosanguineous 
drainage  from  the  Penrose  drain  which  had  been 
brought  out  through  a stab  wound  in  the  right  upper 
quadrant.  On  the  fifth  postoperative  day  his  con- 
dition was  relatively  good,  his  abdomen  was  soft, 
and  he  had  had  a normal  bowel  movement. 

During  the  following  night  his  condition  dete- 
riorated, and  at  6:30  a.m.  his  temperature  was 
104  F.,  no  radial  pulse  could  be  felt,  blood  pressure 
was  unobtainable,  and  the  femoral  pulse  was  barely 
perceptible.  He  was  cold,  clammy,  and  sweating, 
obviously  in  deep  shock,  but  conscious  and  fairly 
well  oriented.  The  abdomen  was  soft  and  com- 
pletely negative  to  examination.  However,  the 
dressings  were  completely  soaked  with  serous  drain- 
age from  the  drain  site.  A saline  intravenous  in- 
fusion was  immediately  begun,  and  after  500  cc.  had 
been  rapidly  infused,  his  radial  pulse  became  per- 
ceptible. 

It  was  felt  that  the  picture  was  entirely  consistent 
with  acute  pseudomembranous  enterocolitis.  Lab- 
oratory studies  revealed  blood  urea  38.6  mg.  per  100 
cc.,  serum  chlorides  92.3  mEq.  per  L.,  serum  potas- 
sium 3.87  mEq.  per  L.,  serum  sodium  140  mEq. 
per  L.,  serum  carbon  dioxide  20.2  mEq.  per  L. 

In  the  following  forty-eight  hours  the  patient 
received  large  amounts  of  intravenous  fluid  con- 
taining sodium,  potassium,  and  chloride  ions. 
Erythromycin  (Ilotycin)  was  given  frequently,  both 
orally  and  intravenously,  a total  of  4.75  Gm. 
being  given.  In  addition,  intravenous  hydro- 
cortisone therapy  was  instituted  to  be  followed 
later  by  cortisone  intramuscularly.  On  the  above 
regime  the  patient’s  blood  pressure  stabilized. 
A profuse  bloody  diarrhea  began  thirty-six  hours 
after  onset  of  circulatory  collapse.  However, 
despite  the  diarrhea  the  general  condition  of  the 
patient  remained  good.  Frequent  blood  electrolyte 
studies  showed  no  significant  change  from  those 
prior  to  the  initiation  of  the  above  intensive  therapy. 

On  December  7,  1954,  fifty-six  hours  after  onset 
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Figure  1.  Appearance  of  section  of  ileum 
removed  at  operation. 


Figure  2.  Appearance  of  mucosa  in  pseudo- 
membranous enterocolitis. 


Figure  3.  Histologic  section  showing  mucosa  and  submucosa  of  specimen. 


ACUTE  POSTOPERATIVE  PSEUDOMEMBRANOUS  ENTEROCOLITIS 


of  collapse,  he  began  to  complain  of  pain  in  his  right 
lower  quadrant,  and  there  was  a marked  tenderness 
with  suspicion  of  a mass  in  that  area.  His  condition 
deteriorated  rapidly  despite  continued  therapy, 
and  four  hours  later  he  was  taken  to  the  oper- 
ating room  with  the  presumptive  diagnosis  of 
spontaneous  perforation  of  the  bowel  secondary  to 
ulceration. 

He  was  in  desperate  condition,  nearly  moribund 
at  this  time,  and  it  was  felt  he  would  probably  not 
leave  the  operating  room  alive.  A right  McBurney 
muscle-splitting  incision  was  made,  and  a gangrenous 
portion  of  ileum  about  80  cm.  in  length  was  en- 
countered (Figs.  1 and  2).  There  was  no  evidence 
of  volvulus  or  adhesions.  The  mesenteric  vessels 
adjacent  to  the  gangrenous  bowel  were  completely 
thrombosed.  The  adjacent  bowel  above  and  below 
the  gangrenous  area  was  dilated  and  edematous. 
There  was  a large  amount  of  serosanguineous  fluid 
in  the  abdomen.  A resection  of  the  gangrenous 
bowel  and  a two-layer  end-to-end  open  anastomosis 
was  performed  with  fine  silk.  An  iliac  marrow  in- 
fusion and  an  internal  jugular  infusion  were  started 
at  the  time  of  operation  since  no  other  suitable 
routes  were  now  available.  A total  of  1,000  cc.  of 
blood  was  given  during  the  operation. 

The  following  morning  his  condition  was  sur- 
prisingly good,  and  his  convalescence  was  unevent- 
ful. He  was  discharged  from  the  hospital  on  De- 
cember 24,  1954.  His  course  to  date  has  been  ex- 
cellent, and  he  has  returned  to  work. 

The  pathologic  report  on  the  specimen  of  the  bowel 
was  acute  gangrenous  enteritis  with  pseudomem- 
branous inflammation,  fibrinopurulent  peritonitis, 
and  thrombosis  of  mesenteric  vessels  (Fig.  3). 

Stool  cultures  taken  during  the  course  of  the 
diarrhea  revealed  Staphylococcus  aureus  and  coli- 
form  organisms.  Resistance  studies  were  not  done. 

Comment 

The  frequency  of  this  condition  is  emphasized  by 
the  many  recent  articles  in  the  literature.10-12 
There  would  seem  to  be  little  question  but  that  this 
syndrome  has  become  more  frequent  since  the  ad- 
vent of  the  broad-spectrum  antibiotics.13-18  It  has 
occurred  to  one  of  us  (B.J.R.)  who  recently  en- 
countered a case  that  acute  phlegmonous  gastritis 
may  be  a variant  of  the  same  condition.  This 
patient  had  a severe  gastrointestinal  hemorrhage 
approximately  one  week  after  abdominal  explora- 
tion. This  complication  has  also  been  reported  with 
pseudomembranous  enterocolitis. 19 

Mesenteric  thrombosis  does  not  ordinarily  occur 
with  pseudomembranous  enterocolitis.  Whether 
the  thrombosis  is  related  to  the  steroid  therapy  is 
questionable.  Cosgriff20  reported  a considerable 
shortening  of  the  venous  coagulation  time  in  a 


majority  of  ten  patients  receiving  ACTH  or  corti- 
sone therapy.  Fahey,21  on  the  other  hand,  found 
no  significant  alterations  in  patients  receiving  such 
therapy. 

Summary 

1.  Review  of  the  literature  would  seem  to  indi- 
cate that  an  antibiotic-resistant  staphylococcus 
(micrococcus)  has  developed  recently  as  a result 
of  the  widespread  use  of  these  drugs.  However, 
this  organism  apparently  still  remains  sensitive  to 
Ilotycin  (erythromycin). 

2.  A case  of  acute  postoperative  choleriform 
pseudomembranous  enterocolitis  complicated  by 
gangrene  of  the  ileum  with  mesenteric  thrombosis 
is  presented. 

3.  Successful  therapy  depends  on  prompt  recog- 
nition of  the  condition  and  immediate  institution 
of  vigorous  measures  to  combat  shock  and  infection. 
The  regulation  of  blood  volume  and  fluid  and 
electrolyte  balance  in  such  a case  constitutes  a full- 
time job  on  the  part  of  the  physicians  in  charge 
since  tremendous  amounts  of  fluids  and  electrolytes 
and  corticosteroids  must  be  given  with  careful  reg- 
ulation and  great  care. 

References 

1.  Finney,  J.  M.  T. : Bull.  John  Hopkins  Hosp.  4:  53 
(1893). 

2.  Penner,  A.,  and  Bernkeim,  A.  I. : Arch.  Path.  27 : 906 
(1939). 

3.  Dixon,  C.  F.,  and  Weismann,  R.  E.:  Surg.  Clin. 
North  America  28:  999  (1948). 

4.  Penner,  A.,  and  Druckerman,  L.  J. : Gastroenterology 
11  : 478  (1948). 

5.  Martin,  W.  J.,  Nichols,  D.  R.,  and  Geraci,  J.  E.: 
M.  Ann.  District  of  Columbia  23 : 419  (1954). 

6.  Conte,  M.,  and  Malvezin,  J.:  Rev.  du  Prat.  (Paris) 
4:1855  (1954). 

7.  Pettit,  J.  D.,  Bagenstoss,  A.  H.,  Judd,  E.  S.,  Jr., 
and  Dearing,  W.  H.:  Proc.  Staff  Meet.,  Mayo  Clin.  29:  342 
(1954). 

8.  Nyhus,  R.  E.,  and  Burke,  E.  C.:  ibid.  29:  513  (1954). 

9.  Prohaska,  J.  V.,  Govostis,  M.  C.,  and  Taubenhaus, 
M.:  J.A.M.A.  154:  320  (1954). 

10.  Altman,  S.  G.,  and  Brandt,  M.  L.:  Am.  J.  Obst.  & 
Gynec.  69:  425  (1955). 

11.  Terplan,  K.,  Paine,  J.  R.,  Sheffer,  J.,  Egan,  R.,  and 
Lansky,  H.:  Gastroenterology  24:  476  (1953). 

12.  Speare,  G.  S. : Am.  J.  Surg.  88  : 523  (1954). 

13.  Kempeneers,  J.,  and  Betz-Bareau,  M.:  Rev.  m£d. 
Li6ge  91  : 268  (1954). 

14.  Vachon,  A.,  Francillon,  J.,  Chapuis,  J.,  and  Grivet, 
A.:  Arch.  d.  mal.  d.  (’app.  digestif  43:  2 (1954). 

15.  Hollender,  L.,  and  Schwingt,  E.:  Acta  gastroenterol. 
belg.  16:  1 (1953). 

16.  Butler,  J.  R. : South.  M.  J.  47  : 224  (1954). 

17.  Childs,  S.  B.,  and  Beatty,  E.  C.f  Jr.:  Arch.  Surg.  68: 
486  (1954). 

18.  Helmer,  F. : Wien  klin.  Wchnschr.  66:  120  (1954). 

19.  Thoma,  G.  W.,  and  Smoot,  J.  L.:  Am.  J.  Surg.  88: 
357  (1954). 

20.  Cosgriff,  S.  W.,  Diefenbach,  A.  F.,  and  Vogt,  W.,  Jr.: 
Am.  J.  Med.  9:  752  (1950). 

21.  Fahey,  J.  L.:  Proc.  Soc.  Exper.  Biol.  & Med.  77:  491 
(1951). 
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True  Papilloma  of  the  Nasal  Cavity 

MAX  L.  SOM,  M.D.,  AND  IRA  S.  WITCHELL,  M.D.,  NEW  YORK  CITY 
(From  the  Head  and  Neck  Group  of  the  Surgical  Division  of  Montefiore  Hospital) 


|^n  1935  Kramer  and  Som1  reported  five  cases  of 
true  papilloma  of  the  nasal  cavity.  Their 
cumulative  review  of  the  literature  at  that  time 
yielded  a total  of  81  previously  reported  cases,  to 
which  was  added  their  own  series  of  five  cases.  A 
perusal  of  the  American  literature  since  that  publica- 
tion has  failed  to  reveal  any  additional  reports  of 
true  papillorfia  or  papilloma  durum  of  the  nasal 
sinuses.  This  paucity  of  recorded  cases  poses  the 
question  as  to  whether  papilloma  durum  is  indeed 
so  rare  a tumor  or  whether  the  neoplasm  is  being 
overlooked  as  a distinct  entity.  Even  such  classic 
texts  as  Ward  and  Hendrick2  fail  to  make  mention 
of  true  papilloma  of  the  nasal  cavity.  At  the  1955 
meeting  of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  Pollack  and  Szanto3  presented 
an  exhibit  on  borderline  cases  of  malignancy  and 
included  an  instance  of  true  papilloma.  The  tumor 
would  seem  to  be  of  sufficient  interest  to  publish  an 
additional  case. 

One  must  differentiate  true  papilloma  of  the  nasal 
cavity  from  inflammatory  polyps,  innocent  cu- 
taneous warts  of  similar  histology,  and  papillary 
carcinoma.  The  intranasal  appearance  of  papil- 
loma durum  is  a reddish-gray,  lobulated,  indurated 
mass  which  bleeds  easily  on  manipulation.  Pap- 
illomas may  attain  such  large  size  as  to  grow  be- 
yond the  limits  of  the  nasal  sinuses  and  create 
deformity.  The  symptoms  of  nasal  papilloma  are 
largely  dependent  on  the  accompanying  sinus  in- 
fection, but  recurrent  epistaxis  and  bone  erosion 
may  draw  attention  to  their  existence. 

True  papillomas  are  nonmalignant  neoplasms 
of  epithelial  origin  which  arise  from  the  accessory 
nasal  sinuses  and  the  deeper  structures  of  the  nasal 
cavity.  They  occur  as  firm  tumor  masses  which 
may  destroy  local  bony  structures  by  rapid  growth 
and  pressure  without  actual  infiltration.  They 
exhibit  a marked  tendency  to  multiple  recurrences 
and  occasional  malignant  transformation.  Histo- 
logically, the  tumor  presents  a predominant  epi- 
thelial proliferation  with  only  a fine  connective 
tissue  groundwork.  The  epithelial  overgrowth 
extends  deeply,  forming  pegs  which  are  surrounded 
by  an  intact  basement  membrane.  The  epithelial 
cells  possess  vesicular  nuclei  poor  in  chromatin. 
On  the  surface  pyknotic  nuclear  changes  with 
vacuolation  may  occur.  The  intense  proliferation 
of  the  epithelium  represents  the  dominant  factor 
in  the  production  of  the  neoplasm,  whereas  growth 
of  the  stroma  is  subordinate. 


Fig.  1.  X-ray  showing  density  in  right  ethmoid 
region  extending  into  the  antrum.  There  is  destruction 
of  the  bony  markings  of  the  inferior  turbinate. 


Microscopic  study  is  essential  for  accurate  diag- 
nosis. The  treatment  of  choice  for  papilloma  is 
total  extirpation  by  wide  excision  after  adequate 
exposure. 

Case  Report 

E.  S.,  a sixty-two-year-old,  white  male,  was  first 
seen  on  July  29,  1955,  at  the  Montefiore  Hospital 
because  of  intermittent  nasal  obstruction  and  puru- 
lent postnasal  discharge  of  six  weeks  duration.  The 
general  physical  examination  was  essentially  normal 
except  for  the  local  finding.  There  was  no  cervical 
adenopathy. 

Intranasal  examination  revealed  a granular, 
reddish-gray  mass  occluding  the  right  nasal  cavity. 
This  tumor  seemed  to  arise  from  the  lateral  nasal 
wall  and  extended  into  the  nasopharynx.  On  pos- 
terior rhinoscopy  the  neoplasm  could  be  seen  pro- 
truding into  the  right  posterior  choana  for  a distance 
of  1.5  to  2 cm.  A purulent  exudate  was  adherent  to 
the  surface  of  the  mass.  The  left  nasal  cavity  was 
free  of  disease. 

Roentgen  examination  of  the  paranasal  sinuses 
showed  the  right  frontal  sinus  to  be  rudimentary. 
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Fig.  2.  Tomogram  showing  clouding  of  antrum  with 
indistinctness  of  the  mesial  bony  wall. 


I Fig.  3.  Microscopic  section  illustrating  marked 
proliferation  of  stratified  squamous  epithelium. 


Fig.  4.  High-power  section  showing  degeneration 
and  necrosis  within  the  epithelial  masses.  An  intact 
basement  membrane  is  apparent  throughout. 


There  was  a marked  density  of  the  right  ethmoid 
region  extending  into  the  right  maxillary  sinus  (Fig. 
1).  Destruction  of  the  bony  marking  of  the  right 
inferior  turbinate  with  obliteration  of  the  inferior 
meatus  by  the  tumor  could  be  visualized.  To- 
mography showed  clouding  of  the  right  maxillary 
sinus  with  indistinctness  of  the  mesial  bony  wall  of 
the  antrum  (Fig.  2). 

A biopsy  of  the  tumor  was  followed  by  profuse 
bleeding  which  was  controlled  by  adrenalin  packing. 
Microscopic  study  of  the  biopsy  specimen  was  re- 
ported by  the  Department  of  Pathology  of  the 
Montefiore  Hospital  as  follows:  “The  sections  re- 

veal striking  proliferation  of  stratified  squamous 
epithelium  which  appears  to  cover  the  surface  of  an 
intricate  network  of  papillary  folds  (Fig.  3).  In 
many  areas  the  squamous  epithelium  shows  down- 
growth  into  the  underhung,  somewhat  edematous 
connective  tissue  stroma.  The  latter  shows  a slight 
infiltration  by  various  types  of  inflammatory  cells, 
and  the  inflammatory  cells  are  also  noted  within  the 
epithelial  masses.  In  some  areas  the  stratified 
squamous  epithelium  underlies  a single  layer  of 
columnar  ciliated  cells  (a  picture  of  metaplasia). 
There  are  some  areas  of  degeneration  and  necrosis 
within  the  epithelial  masses  (Fig.  4).  Under  high- 
power  examination  the  individual  squamous  cells  are 
quite  regular  and  show  no  significant  degree  of  ana- 
plasia. Mitotic  figures  are  readily  found.” 

On  October  18,  1955,  under  general  anesthesia  a 
right  lateral  rhinotomy  was  performed,  utilizing  the 
lower  half  of  a routine  Ferguson  incision.  The  lip 
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Fig.  5.  Surgical  specimen  showing  its  gross  papillary 
appearance. 


and  the  cheek  were  retracted,  and  the  pyriform  crest 
was  removed  by  rongeur,  exposing  the  antrum.  The 
sinus  cavity  was  filled  with  purulent  exudate  which 
was  aspirated.  The  tumor  mass  could  now  be  visual- 
ized. It  arose  from  the  mesial  wall  of  the  maxillary 
sinus  and  protruded  laterally  into  the  antrum  and 
medially  into  the  nasal  cavity.  The  posterior  two 
thirds  of  the  inferior  turbinate  was  replaced  by  a 
papillary  neoplasm  which  measured  7 cm.  in  length 
and  3 cm.  in  width  (Fig.  5).  The  tumor  was  removed 
en  bloc.  The  middle  turbinate  was  amputated, 
and  the  sphenoethmoidal  labyrinth  was  exenterated. 
The  cavity  was  packed  with  gauze  and  the  skin 
closed  with  silk  sutures. 

The  patient  made  an  uneventful  recovery  and  is 
now  left  wdth  a large  intranasal  cavity  which  per- 
mits easy  visualization  for  any  possible  recurrence. 
X-ray  examination  shows  the  defect  in  the  right 
lateral  nasal  wall  and  the  resultant  large  cavity 
(Fig.  6).  No  postoperative  radiotherapy  is  con- 
templated. 

Comtnen  t 

An  instance  of  true  papilloma  of  the  nasal  cavity 
is  presented  with  the  clinical,  roentgenographic, 
and  operative  findings.  The  histopathologv  is 


Fig.  6.  Postoperative  x-ray  showing  defect  in  right 
lateral  nasal  wall  and  resultant  large  cavity. 


discussed,  and  the  true  neoplastic  character  of  the 
tumor  is  stressed.  Surgical  extirpation  by  means 
of  lateral  rhinotomy  gave  the  necessary  adequate 
exposure  for  complete  removal. 

121  East  60th  Street 
54  East  72nd  Street 
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A sweet  disorder  in  the  dress 

Kindles  in  clothes  a wantonness. — Herrick,  Delight  in  Disorder 


1636 


NewT  York  State  J.  Med. 


An  Unusual  Complication  of  Intestinal  Chemoprophylaxis  for 

Surgery 

PETER  DINEEN,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery,  New  York  Hospital-Cornell  Medical  Center) 


I n recent  years  there  lias  been  an  increasing 
awareness  of  the  possible  complications  of  anti- 
biotic therapy  or  prophylaxis.  These  have  been 
generally  classified,  as  outlined  by  Altemeier  et  al.,1 
as  allergic,  toxic,  and  superimposed  infection.  * The 
allergic  manifestations  are  characterized  by  reac- 
tions to  very  small  doses  of  the  drug  in  a sensitized 
individual.  Probably  the  most  common  are  the 
skin  reactions  and  arthralgias  following  penicillin 
therapy.  Cases  of  anaphylactic  shock  also  have 
been  well  documented.  Toxicity  in  antibiotic 
treatment  is  related  to  exceeding  the  therapeutic 
index  for  the  specific  drug  under  the  particular 
circumstances  of  its  use.  For  example,  when 
given  in  large  doses,  the  sulfa  drugs  may  crystallize 


on  being  excreted  by  the  kidney  if  the  concentration 
and  pH  are  suitable.  The  complications  com- 
prising superimposed  infections  have  been  mainly 
(1)  the  replacement  of  susceptible  organisms  by  re- 
sistant ones  in  an  established  infection  under  drug 
therapy  and  (2)  pseudomembranous  enterocolitis. 
This  is  the  report  of  a patient  with  a carcinoma  of 
the  rectum  who  developed  a severe  pyoderma  of 
the  face  and  trunk  while  receiving  antimicrobial 
drugs  to  prepare  the  intestinal  tract  for  operation. 

Case  Report 

T.  H.,  a seventy-one-year-old,  white  male,  was 
admitted  to  the  New  York  Hospital  on  September 


Fig.  1.  Temperature  curve  and  relationship  of  drugs  to  onset  of  pyoderma. 
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Fig.  2.  On  left  photograph  taken  four  days  after  onset  of  pyoderma  showing  patient  with  subsiding  lesions. 

Artist's  sketch  on  right  depicts  location  of  lesions. 


19,  1955,  for  the  first  time  complaining  of  a tumor  of 
the  anus  for  five  years.  About  five  years  before 
admission  the  patient  noted  a soft  pedunculated 
tumor  protruding  through  the  anus.  This  had 
slowly  increased  in  size  up  to  the  time  of  admission. 
There  had  not  been  rectal  bleeding,  weight  loss, 
tenesmus,  polyuria,  or  polydipsia. 

The  past  history  revealed  that  the  patient  had 
always  been  in  good  health.  There  was  no  record 
of  familial  diseases,  and  the  review  of  systems  dem- 
onstrated no  drug  idiosyncrasies  or  cardiopulmo- 
nary symptoms. 

On  physical  examination  the  patient  was  a well- 
developed,  well-nourished,  white  male  who  appeared 
younger  than  his  stated  age.  The  vital  signs  were 
within  accepted  limits.  The  skin  was  clear  without 
evidence  of  ulceration  or  infection.  The  heart  and 
lungs  were  clear  to  percussion  and  auscultation. 
In  the  area  of  the  anus  there  was  a soft,  peduncu- 
lated, smooth  tumor  mass,  2 by  2 cm.,  arising  at  the 
mucocutaneous  junction. 

Laboratory  data  included  a 1 plus  albuminuria 
and  an  occasional  1 plus  glycosuria.  The  hemoglo- 
bin was  15  Gm.  and  the  white  blood  cell  count 
11,000.  The  Mazzini  was  negative,  blood  urea 
nitrogen  12  mg.  per  cent,  fasting  blood  sugar  196 
mg.  per  cent,  and  total  protein  7.3  Gm.  per  cent. 

Under  local  anesthesia  the  tumor  of  the  anus  was 
excised  without  difficulty.  The  pathology  report 
was  epidermoid  cyst  of  the  anus.  At  the  same  time 
a proctoscopy  was  performed,  and  7 cm.  above  the 


mucocutaneous  junction  a gray,  granular,  flat 
lesion,  4 by  2 mm.,  was  noted  on  the  rectal  wall. 
This  was  biopsied  and  reported  as  a carcinoma  of  the 
rectum. 

Consequently  the  patient  was  prepared  for  eight 
days  for  an  anticipated  abdominoperineal  coloproc- 
tectomy.  He  was  given  a low-residue  diet,  saline 
cathartics,  and  enemas  for  the  last  four  days  of 
preparation.  Phthalylsulfathiazole,  8 Gm.  a day, 
w’as  given  by  mouth  in  divided  doses  for  eight  days 
for  a total  dose  of  64  Gm.  Neomycin  was  com- 
menced forty-eight  hours  after  the  phthalylsulfa- 
thiazole (Fig.  1).  The  dosage  of  neomycin  was  1 
Gm.  every  hour  for  the  first  four  hours  and  then  1 
Gm.  four  times  a day.  During  this  entire  period 
the  patient  received  a total  of  32  Gm.  of  neomycin. 
After  six  days  of  phthalylsulfathiazole  and  four  days 
of  neomycin  the  patient  was  noted  to  have  many 
red  large  papules  on  his  face,  chest,  and  abdomen. 
He  was  otherwise  quite  well. 

On  the  following  day  many  more  lesions  had  ap- 
peared, and  quite  rapidly  a frank  folliculitis  de- 
veloped, particularly  of  the  face  and  trunk.  Marked 
periorbital  edema  was  associated  with  the  pustules 
of  the  face.  The  original  red  papules  which  had  ap- 
peared first  developed  into  true  pustules  very 
rapidly,  and  this  reaction  was  manifested  system- 
ically  with  a rise  in  temperature  to  38.5  C. 

The  phthalylsulfathiazole  and  all  mechanical 
bowal  preparations  were  stopped  immediately,  and 
neomycin  was  discontinued  the  next  day.  Speci- 
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mens  for  bacteriologic  examination  of  the  face 
lesions  were  obtained.  Culture  disclosed  a pure 
growth  of  hemolytic  Staphylococcus  aureus  which 
was  resistant  to  streptomycin  and  Chloromycetin  but 
sensitive  to  oxytetracycline  and  penicillin. 

Active  treatment  of  this  complication  was  under- 
taken twenty-four  hours  after  the  first  lesions  were 
noted.  Local  application  of  boric  acid  solution 
alternating  with  erythromycin  ointment  to  the  face 
and  body  were  carried  out  where  the  lesions  were 
most  prominent.  This  was  combined  -with  250  mg. 
of  oxytetracycline  by  mouth  every  six  hours.  Grad- 
ually the  pustules  began  to  resolve;  many  evacu- 
ated spontaneously,  the  remainder  were  slowly  re- 
sorbed (Fig.  2).  The  fever  dropped  precipitously 
on  the  fourth  day  after  the  onset  of  the  complica- 
tion, and  the  patient  felt  much  improved  subjec- 
tively. He  was  allowed  a regular  diet,  which  was 
well  tolerated.  During  this  period  the  urine  showed 
an  occasional  1 plus  glycosuria  without  acetonuria. 

After  six  days  of  treatment  with  oxytetracycline 
the  pyoderma  seemed  to  be  completely  resolved 
except  for  a few  small  eschars.  Consequently  the 
medication  was  stopped  and  the  local  applications 
discontinued  the  following  day.  There  was  a slight 
rise  in  temperature  to  37.8  C.  after  cessation  of  ther- 
apy for  one  day,  but  this  elevation  did  not  reflect 
any  recrudescence  of  the  infection.  The  patient 
was  then  careful^  observed  for  the  next  few  days. 
He  was  ambulatory  without  medication.  It  was 
decided  to  proceed  with  the  contemplated  operation. 
Antimicrobial  agents  were  not  used  either  prior  to 
or  following  the  operative  procedure  because  the 
pyoderma  was  considered  a complication  of  the 
chemoprophylaxis. 

Ten  days  after  all  skin  lesions  had  subsided,  an 
abdominoperineal  coloproctectomy  was  carried  out. 
The  patient  tolerated  the  procedure  well.  There 
was  no  evidence  of  local  extension  of  carcinoma  or  of 
lymph  node  or  liver  metastases.  The  lesion  was 
considered  to  be  entirely  confined  within  the  sub- 
mucosal and  mucosal  layers  of  the  bowsl  by  the 
pathologist.  The  postoperative  course  was  satis- 
factory. The  temperature  did  not  rise  above  37.5 
C.  The  mild  diabetes  was  controlled  by  adequate 
hydration  and  later  by  diet.  Acetonuria  did  not 
develop  during  the  period  following  operation,  and 
daily  urinalyses  revealed  a 1 to  2 plus  glycosuria. 

The  abdominal  incision  healed  per  primam,  and 
the  perineal  wound  had  healthy  granulation  tissue 
without  evidence  of  infection  at  the  time  of  dis- 
charge on  October  20,  1955,  twenty  days  after  sur- 
gery. 

Comment 

The  general  incidence  of  superinfections  • during 
chemotherapy  has  been  studied  by  Weinstein,  Gold- 
field, and  Chang.2  They  ascribed  an  incidence  of 
2.19  per  cent  to  superinfection  in  3,095  patients  who 
received  various  antimicrobial  agents.  The  organ- 
isms which  were  encountered  most  commonly  were 
either  gram-negative  bacilli  or  the  hemolytic  Staph, 
aureus.  These  bacteria  were  resistant  to  the  drugs 


that  had  been  employed  therapeutically,  and  in  a 
few  cases  the  infections  were  not  controlled  by  any 
means. 

Superinfections  which  arise  from  chemoprophy- 
laxis of  the  intestinal  tract  seem  to  follow  the  same 
general  pattern.3  A marked  proliferation  of  re- 
sistant organisms  in  the  bowel  follows  the  prolonged 
use  of  antimicrobial  agents . V on  Oettingen 4 stresses 
this  point  in  his  review  of  this  subject  and  enu- 
merates the  complications  likely  to  occur  when  this 
situation  obtains. 

Because  of  the  increased  clinical  prevalence  of 
resistant  organisms,6-6  the  host’s  defense  factors 
assume  greater  importance7  in  the  control  of  infec- 
tion and  in  prevention  of  superimposed  infection. 
Both  Rantz8  and  Lepper9  have  pointed  out  that  the 
likelihood  of  superinfection  by  resistant  organisms  is 
much  greater  when  there  is  an  anatomic  or  phys- 
iologic deficit  in  the  host.  Such  disease  entities  as 
diabetes  mellitus,  Addison’s  disease,  hypothyroid- 
ism, and  cachexia  serve  as  examples.  The  under- 
lying mechanism  is  not  clear,  but  the  incidence  of 
superinfection  secondary  to  antimicrobial  therapy 
in  this  group  is  higher  than  in  the  average  popula- 
tion receiving  similar  treatment.8  Therefore,  the 
development  of  resistant  mutants  by  various  micro- 
bial species  is  of  even  greater  importance  in  these 
patients. 

Although  other  agents  are  employed,  neomycin 
has  been  utilized  with  increasing  frequency  in  our 
institution  to  prepare  the  large  intestine  for  sur- 
gery. The  drug  is  administered  for  twenty-four  to 
forty-eight  hours  after  the  general  method  of  Davis 
et  aV  The  combination  of  phthalylsulfathiazole 
and  neomycin,  as  described  bv  Poth,10  is  also  used. 
In  this  particular  case,  with  prolonged  administra- 
tion of  antimicrobial  agents  preoperatively  and  in 
the  presence  of  a metabolic  disorder,  diabetes  mel- 
litus, it  is  felt  that  the  conditions  were  optimal  for 
the  development  of  resistant  organisms  which  could 
not  be  adequately  contained  by  the  host  with  the 
result  that  a superinfection  took  place. 

The  flora  of  the  intestinal  tract  were  exposed  for 
a week  to  neomycin  and  phthalylsulfathiazole.  It 
is  suggested  that  this  allowed  the  hemolytic  Staph, 
aureus  to  produce  resistant  mutants  or  to  be  re- 
placed by  a resistant  strain  which  caused  a systemic 
infection  manifest  in  the  skin. 

' Although  only  minute  amounts  of  these  drugs 
are  absorbed  from  the  intestinal  tract,  there  is  the 
remote  possibility  that  the  development  of  the  re- 
sistant mutants  occurred  in  the  skin  itself  as  a result 
of  contact  for  a long  period  with  the  antibiotics  in 
the  blood.  In  either  case  the  complication  in  this 
patient  provides  a warning  which  should  be  borne 
in  mind  when  the  combination  of  prolonged  anti- 
microbial therapy  or  prophylaxis  and  a host  of 
probably  lowered  resistance  prevails.  It  empha- 
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sizes  the  fact  that  superimposed  infections  may  not 
be  confined  to  the  gastrointestinal  tract  but  may  in- 
volve areas  which  are  remote  from  the  region  that 
is  being  treated. 

Summary 

A case  of  acute  pyoderma  in  a mild  diabetic  un- 
dergoing chemoprophylaxis  of  the  bowel  is  pre- 
sented. 

It  is  suggested  that  this  represents  superimposed 
infection,  one  of  the  types  of  complications  arising 
from  antimicrobial  treatment. 
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Pneumococcal  Meningitis  Treated  with  Hydrocortisone , ACTH. 

and  Antibiotics 


Although  this  clinical  note  describes  a single  case, 
it  has  important  implications,  involving  as  it  does 
the  use  of  adrenal  cortical  steroids  in  infectious 
disease.  This  presents  something  of  a clinical 
paradox,  since,  as  Drs.  John  J.  Yerner,  Jr.,  H.  Phil 
Gross,  and  John  M.  Weller,  University  of  Michigan, 
Ann  Arbor,  point  out,  ‘'there  is  abundant  evidence 
that  adrenal  cortical  steroids  enhance  the  infec- 
tiousness of  most  bacteria  and  some  viruses.” 
This  is  probably  due  to  decreased  host-  resistance 
rather  than  enhanced  invasive  power  of  the  organ- 
isms, and  a fundamental  factor  is  the  suppression  of 
inflammatory  response.  However,  some  poten- 
tially harmful  effects  of  steroids  in  certain  situations 
can  be  turned  to  advantage.  The  authors  cite 
Iviness  (Ann.  Int.  Med.  35 : 615,  1951 ) who  first  used 
steroids  as  an  adjunct  to  therapy  in  patients  with 
tuberculous  meningitis  to  suppress  exudate  for- 
mation and  prevent  subarachnoid  block.  Johnson 


(Am.  Rev.  Tuberc.  72 : 825, 1955)  in  a review  of  the 
literature  reported  that  over  70  cases  of  tuberculous 
meningitis  have  been  treated  successful!}'  with 
combined  steroid  and  antituberculosis  therapy.  It 
has  also  been  postulated  by  Spink  (Ann.  Int.  Med. 
43:  685,  1955)  that  steroids  may  counteract  the 
effect  of  endotoxins  of  gram  negative  organisms  in 
overwhelming  infections.  In  this  case  the  authors 
say  they  decided  to  use  hydrocortisone  and  ACTH 
for  two  theoretic  reasons:  (1)  to  suppress  exudate 
formation  in  the  meninges  and  prevent  develop- 
ment of  subarachnoid  block  and  (2)  to  decrease 
toxicity  and  fever  until  the  infection  could  be 
controlled.  They  conclude  that  if  adequate  anti- 
biotic therapy  is  given  concurrently  the  advantages 
of  using  the  steroids  outweigh  the  hazards.  This 
patient,  a woman  of  seventy-six,  was  admitted  in  a 
coma  and  recovered  completely. — University  of 
Michigan  Medical  Bulletin,  August,  1956 
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Normal  Conduction  Restored  in  a Case  of  Bundle  Branch  Block 
Influenced  by  a Change  in  Posture  of  the  Patient 

HAROLD  M.  ROTHENDLER,  M.D.,  NEW  YORK  CITY 
( From  the  Departments  of  Medicine  and  Cardiology  of  the  Hospital  for  Joint  Diseases ) 


\ review  of  medical  literature  of  the  past  twenty- 
^ five  years,  which  coincides  with  the  increasing 
use  of  the  electrocardiogram  in  clinical  medicine, 
reveals  isolated  reports  of  cases  of  bundle  branch 
block  which  returned  to  normal  conduction  either 
permanently  or  temporarily.  Various  mechanisms 
are  described  as  influencing  this  change,  but  al- 
though postural  maneuvers  had  been  tried  in  some 
of  these  reported  cases,  no  effect  on  interventricular 
conduction  had  been  noted  heretofore.  Therefore, 
it  is  of  interest  to  report  a case  in  which  a change  in 
the  patient’s  posture  was  the  factor  which  influenced 
a return  of  bundle  branch  block  to  normal  conduc- 
tion and  in  which  such  change  was  observed  on  a 
continuous  electrocardiogram. 

Case  Report 

A fifty-two-year-old  male  had  been  under  periodic 
observation  for  five  years.  At  the  age  of  forty-four 
he  had  suffered  an  attack  of  coronary  occlusion 
which  had  been  described  as  mild  and  not  associated 
with  severe  symptoms.  His  recovery  was  unevent- 
ful and  complete,  and  he  returned  to  his  usual  busi- 
ness activities.  He  had  become  apprehensive  and 
heart  conscious  and  occasionally  complained  of  a 
sensation  of  vague  precordial  pain  or  distress  of  a 
mild  type  not  influenced  by  effort.  His  blood  pres- 
sure had  always  been  normal,  there  were  no  cardiac 
murmurs,  and  no  cardiac  enlargement  was  ever 
noted.  The  heart  rate  ranged  from  74  to  80  per 
minute.  His  recovery  electrocardiographic  pattern 


V4i 


was  fairly  static  during  these  years  and  was  one  of 
normal  auricular- ventricular  and  interventricular 
conduction,  low  T in  lead  I,  low  R in  lead  V4,  with 
a variable  biphasic  to  inverted  T wave  in  leads  taken 
from  the  left  side  of  the  chest  (Fig.  1). 

On  April  19,  1954,  he  appeared  for  a periodic  ex- 
amination at  which  time  he  gave  no  history  of 
symptoms  referable  to  his  heart.  An  electrocardio- 
gram showed  a pattern  of  bundle  branch  block  with 
a rate  of  100  per  minute  and  a QRS  time  of  0.12  to 
0.18  second  (Fig.  2).  With  this  new  finding,  even 
though  he  had  no  acute  symptoms,  a period  of 
observation  was  advised,  and  he  was  placed  on  a 
program  of  modified  bed  rest.  For  the  next  four 
weeks  he  remained  symptom-free,  while  the  electro- 
cardiogram taken  at  weekly  intervals  showed  a per- 
sistent bundle  branch  block.  All  these  tracings  were 
taken  with  the  patient  in  the  recumbent  position. 
Thereafter  he  was  allowed  to  resume  his  activities 
gradually  and  in  the  following  two  weeks  continued 
to  show  the  same  type  of  conduction  defect. 

On  June  18,  after  observing  the  persistence  of  this 
pattern  (Fig.  3),  an  attempt  was  made  to  evaluate 
the  effect  of  a change  in  the  posture  of  the  patient 
on  the  electrocardiogram.  He  was  successively 
placed  in  the  sitting,  right  lateral,  and  left  lateral 
positions,  and  an  electrocardiogram  was  taken  in 
each  position  a few  moments  after  he  had  made 
himself  comfortable.  The  pattern  of  block  persisted 
until  he  was  placed  in  the  left  lateral  position.  With 


Fig.  1.  Electrocardiogram  taken  April  16,  1953, 

shows  normal  conduction  times  with  biphasic  T in 
leads  I and  V4. 


Fig.  2.  April  19,  1954,  patient  in  recumbent  posi- 
tion. Left  bundle  branch  block  with  a QRS  time  of 
0.12  to  0.18  second. 
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Fig.  4.  June  18,  1954,  taken  after  patient  had  been 
placed  in  the  left  lateral  position.  QRS  time  was 
now  0.04  second,  and  the  pattern  was  similar  to  that 
noted  in  Fig.  1 prior  to  the  onset  of  bundle  branch  block. 


Fig.  3.  June  18,  1954,  patient  in  recumbent  position. 

Left  bundle  branch  block. 

this  maneuver  the  electrocardiogram  showed  that 
normal  interventricular  conduction  had  been  re- 
stored (Fig.  4).  The  rate  remained  unchanged, 
QRS  time  was  back  to  0.04  second  with  complexes 
generally  returned  to  the  original  pattern.  Tracings 
taken  in  other  positions  did  not  alter  the  normal 
conduction  pattern.  He  did  not  have  any  symp- 
toms as  a result  of  this  experience. 

Two  months  later,  on  August  13,  the  patient 
appeared  again  for  an  examination.  In  the  interval 
since  his  last  visit  he  had  returned  to  business,  had 
been  as  active  as  usual,  and  had  experienced  no  new 
symptoms.  The  electrocardiogram  again  showed  a 
return  to  the  pattern  of  bundle  branch  block  (Fig.  5). 
A strip  showing  standard  leads  I and  II  was  taken. 
He  was  then  placed  in  the  left  lateral  position  with 
electrodes  connected  and  the  machine  set  to  run. 
As  soon  as  body  motion  had  stopped  after  this 
maneuver,  a lead  I recording  was  started  (Fig.  G). 
The  first  three  complexes  showed  a variable,  de- 
creasing interventricular  conduction  delay  from 
0.08  to  0.1  second  with  a pattern  of  QRS  and  T 
waves  similar  to  the  one  just  previously  taken. 
However,  the  fourth  complex  in  this  short  series 
suddenly  reverted  to  normal  QRS  conduction  of  0.04 
second,  and  at  the  same  time  the  S-T  and  T portions 


Fig.  5.  August  13,  1954,  patient  in  recumbent 

position.  Return  of  bundle  branch  block. 


of  the  tracing  returned  to  the  pattern  which  had 
been  seen  before  the  conduction  delay  occurred. 
The  remaining  leads  showed  a normal  conduction 
pattern,  and  other  postural  changes  did  not  influence 
the  tracing.  The  rate  remained  unchanged. 

Comment 

There  have  been  reported  a number  of  cases  of 
transient  and  reversible  bundle  branch  block  associ- 


Fig.  6.  August  13,  1954.  The  first  four  complexes  in  lead  I were  taken  with  patient  in  the  recumbent  position. 
At  the  vertical  mark  indicated  by  the  arrow  the  patient  assumed  the  left  lateral  position.  Note  the  sudden  re- 
versal to  normal  conduction  after  the  next  three  complexes. 
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ated  with  variable  degrees  of  organic  heart  disease. 
Undoubtedly,  in  the  vast  majority  of  cases  this 
conduction  defect  is  due  to  severe  and  permanent 
anatomic  changes  affecting  one  of  the  bundle 
branches,  and  the  outlook  in  such  cases  is  ominous. 
However,  Cohn  and  Lewis,1  in  a study  of  the  pa- 
thology of  bundle  branch  block,  have  found  that  this 
conduction  abnormality  may  occur  without  any 
demonstrable  lesion.  They  explain  such  a phenom- 
enon by  assuming  that  there  are  functional  altera- 
tions interfering  with  the  free  passage  of  impulses 
along  the  bundle  branches.  However,  as  has  been 
noted  in  all  cases,  coronary  disease  and  myocardial 
ischemia  of  varying  degrees  are  probably  pre- 
requisites for  such  a phenomenon  to  occur.  In  ani- 
mal experiments  Baschmakoff2  was  able  to  show  that 
after  partial  destruction  of  the  interventricular 
conduction  apparatus,  where  only  a narrow  strip  of 
viable  tissue  remains,  conduction  will  be  normal 
at  slower  rates  but  becomes  impaired  by  the  in- 
creased number  of  impulses  competing  for  this  ac- 
cessible tissue  at  the  more  rapid  rates. 

A number  of  cases  of  reversal  to  normal  conduc- 
tion appear  to  fit  into  this  type.  Baker3  reports  the 
case  which  is  improved  with  slowing  of  the  cardiac 
rate  as  well  as  by  the  inhalation  of  oxygen.  Reports 
by  Sigler,4  Nichols,5  and  Eichert6  also  discuss  cardiac 
slowing  either  by  vagal  stimulation  or  the  adminis- 
tration of  atropine.  Comeau  and  Hamilton7  report 
a case  of  bundle  branch  block  in  which  a return  to 
normal  conduction  took  place  when  the  patient  was 
changed  from  the  sitting  to  the  reclining  position, 
but  these  authors  also  stated  that  they  believed  that 
cardiac  slowing  in  the  reclining  position  may  have 
been  the  influencing  factor. 

Relative  anoxemia  of  the  heart  has  been  associated 
with  transient  bundle  branch  block.  Cases  of 


bundle  branch  block  following  acute  coronary  occlu- 
sion have  frequently  been  seen  to  return  to  normal 
conduction  in  the  days  following  recovery  from  the 
acute  phase.  Paroxysmal  block  has  similarly  been 
reported  during  attacks  of  angina,8  and  a case  of 
block  and  congestive  heart  failure9  is  reported  in 
which  normal  conduction  was  restored  on  several 
occasions  during  periods  of  cardiac  compensation; 
when  failure  finally  could  not  be  overcome,  the  block 
became  permanent  and  could  not  be  influenced. 

Concl  usion 

The  case  herein  reported  does  not  appear  to  be 
one  which  would  be  influenced  by  slowing  of  the 
heart,  the  rates  having  remained  the  same  in  the 
tracings  taken  before  and  after  return  of  normal 
conduction.  Nor  can  the  results  be  ascribed  to  an 
improvement  in  circulation  at  the  conduction  site. 
The  sudden  return  to  normal  conduction  was  dra- 
matic in  each  instance  and  appears  to  have  been 
associated  directly  with  a change  in  posture.  It  may 
be  assumed  in  this  case  that  a functional  disturbance 
in  conduction,  mediated  through  autonomic  nervous 
influences  as  a result  of  the  postural  change,  was 
responsible  for  the  alterations  in  conduction. 
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Effect  of  Fluoridated  Public  Water  Supplies  on  Dental  Paries  Prevalence 


This  paper  summarizes  some  of  the  findings  over 
a ten-year  period  in  the  Grand  Rapids-Muskegon, 
Michigan,  study  of  the  effect  of  fluoridation  of 
water  on  tooth  decay  among  school  children. 
Results  indicate  that  maintenance  of  a level  of  about 
1 part  per  million  of  fluoride  in  community  water 
will  bring  about  (1)  striking  reduction  of  caries  in 
deciduous  teeth.  At  age  six,  the  peak  of  prevalence, 
the  caries  rate  for  deciduous  teeth  was  reduced 
about  54  per  cent.  (2)  A marked  reduction  in 


prevalence  of  caries  in  permanent  teeth.  In 
children  born  since  fluoridation  was  started,  the 
caries  rate  for  permanent  teeth  was  reduced  an 
average  of  about  00  per  cent.  (3)  Some  benefit 
among  persons  whose  teeth  were  already  formed  or 
erupted  at  start  of  fluoridation.  (4)  No  undesir- 
able cosmetic  effect  of  any  consequence. — Francis  A . 
Arnold,  Jr.,  D.D.S.,  H.  Trendley  Dean,  D.D.S., 
Philip  Jay,  D.D.S.,  and  John  W.  Knutson,  D.D.S., 
Dr.  P.H.,  Public  Health  Reports,  July,  1956 
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The  importance  of  infection  as  a causative 
factor  in  asthma  in  children  cannot  be  over- 
emphasized in  my  opinion.  There  are  those  who 
question  whether  infection  causes  asthma  and 
whether  infective  asthma  is  allergy.  On  the 
basis  of  clinical  observation  there  is  no  doubt 
that  upper  respiratory  infection  results  in  attacks 
of  asthma.  These  patients  do  not  differ  in  the 
slightest  from  those  having  asthma  from  inhal- 
ants or  foods.  The  only  question  that  is  raised 
is  whether  infection  can  cause  asthma.  After  an 
acute  upper  respiratory  infection  a child  may 
become  dyspneic,  have  a chest  filled  with  asth- 
matic rales,  and  present  the  clinical  picture  of 
asthma.  When  the  infection  subsides,  the  chest 
returns  to  normal.  From  then  on  the  child  may 
be  asthmatic  whenever  he  has  a recurrence  of  his 
upper  respiratory  infection.  It  is  noteworthy 
that  when  measures  are  taken  to  control  the  in- 
fection and  to  remove  infected  foci,  the  child 
promptly  begins  to  improve.  Any  hesitance  in 
the  acceptance  of  this  fact  will  interfere  with 
proper  therapy. 

The  f requeue,}'  with  which  asthma  follows  an 
acute  upper  respiratory  infection  in  the  allergic 


child  has  long  been  recognized.  The  possibility 
that  foci  of  chronic  infection  constantly  feed  bac- 
terial toxins  which  are  capable  of  producing 
asthma  has  not  been  universally  accepted.  The 
primary  argument  of  those  who  do  not  believe  in 
infective  asthma  is  the  inability  to  obtain  positive 
skin  tests  to  bacteria  or  to  demonstrate  the  pres- 
ence of  skin-sensitizing  antibodies  in  the  blood 
of  these  patients.  It  is  common  knowledge  that 
clinical  sensitivity  to  foods  exists  in  the  absence 
of  positive  skin  tests  and  circulatory  skin-sensi- 
tizing antibodies.  Yet  the  absence  of  similar  tests 
makes  some  hesitant  to  recognize  bacteria  as 
causative  agents.  Fortunately,  medical  opinion 
is  coming  to  accept  the  existence  of  bacterial 
allergy. 

The  asthmatic  child  can  of  course  have  his 
symptoms  precipitated  by  inhalant  substances 
and  foods,  as  well  as  bacteria.  A history  of 
personal  and  familial  allergy  is  quite  common  in 
asthmatic  children  with  a history  of  repetitive 
upper  respiratory  symptoms.  The  physical 
findings  are  typical  of  those  found  in  the  child 
with  asthma,  but  the  tonsils,  adenoids,  and  para- 
nasal sinuses  are  usually  infected.  These  chil- 
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TABLE  I. — Focal  Infection  Alone  and  in  Combination 
in  400  Asthmatic  Children* 


Cause  of  Asthma 

Per  Cent 

Infection  (alone  and  combined) 

Infection 

30  50 

Infection  plus  inhalant 

44.25 

Infection  plus  food 

4.75 

Infection  plus  inhalant  plus  food 

7.75 

Total 

87 . 25 

Inhalant  (alone  and  combined) 

Inhalant 

10  25 

Inhalant  plus  infection 

44.25 

Inhalant  plus  food 

2.25 

Inhalant  plus  infection  plus  food 

7.75 

Total 

04  50 

Food  (alone  and  combined) 

Food 

0 25 

Food  plus  infection 

4.75 

Food  plus  inhalant 

2.25 

Food  plus  inhalant  plus  infection 

7.75 

Total 

15.00 

* From  the  Journal  of  AlleryyJ 


dren,  like  those  sensitive  to  the  inhalants  and 
foods,  have  a positive  familial  history  of  allergy 
in  over  50  per  cent  of  the  cases.1  Whether  infec- 
tion or  any  other  allergen  is  the  cause  of  asthma, 
the  constitutional  capacity  for  sensitization  is 
present  as  a result  of  hereditary  transmission.  It 
is  this  capacity  for  sensitization  that  makes  the 
child  allergic,  irrespective  of  the  nature  of  the 
specific  precipitating  causes.  In  predisposing  to 
infective  asthma,  the  childhood  infections — 
measles,  pneumonia,  pertussis,  and  scarlet  fever — 
are  of  great  importance.  These  frequently  start 
the  syndrome,  and  it  is  the  secondary  infection 
of  the  respiratory  tract,  especially  in  measles  and 
pertussis,  which  causes  the  initial  attack  of 
asthma. 

The  foci  of  infection  in  children  are  most  often 
in  the  tonsils  and  adenoids.  The  organisms  usu- 
ally involved  are  hemolytic  streptococci,  pneumo- 
cocci, and  hemolytic  staphylococci.  A relatively 
high  blood  eosinophil  count  is  a common  finding. 
A diagnosis  of  infective  asthma  is  made  to  a large 
extent  by  the  process  of  eliminating  other  possi- 
bilities. The  frequency  of  upper  respiratory  in- 
fections and  the  isolation  of  pure  cultures  of 
pathogenic  organisms  from  suspicious  foci  of  in- 
fection are  of  the  greatest  importance  in  diagnos- 
ing infective  asthma,  especially  when  several 
examinations  show  the  presence  of  the  same 
pathogen.  When  the  removal  of  infected  foci  is 
followed  by  a marked  improvement,  the  evidence 
is  of  course  impressive. 

In  a study  of  400  asthmatic  children,2  chronic 
focal  infection  was  found  to  be  the  sole  cause  in 
30  per  cent  of  the  cases.  Table  I summarizes  our 


findings  and  indicates  the  importance  of  focal  in- 
fection, both  alone  and  in  combination  with  other 
factors. 

The  therapy  consists  of  the  treatment  of  acute 
infection  with  the  usual  antibiotics  and  the  sub- 
sequent removal  of  the  infected  foci.  The  im- 
portance of  the  early  removal  of  infected  tonsils 
and  adenoids  cannot  be  overemphasized.  Vac- 
cine therapy  is  instituted  subsequent  to  the  re- 
moval of  the  infected  foci.  It  is  essential  that 
care  be  exercised  in  the  surgical  removal  since  50 
per  cent  of  the  cases  seen  have  had  previous 
tonsillectomies  and  recurrences.  The  diagnosis 
of  recurrent  adenoids  should  be  made  by  direct 
examination  or  by  lateral  soft  tissue  roentgeno- 
gram of  the  nasopharynx  which  outline  adenoid 
masses  very  distinctly.  The  diagnosis  of  recur- 
rent hypertrophied  adenoids  should  not  be  made 
by  palpation,  which  is  both  painful  and  inaccu- 
rate. Large  masses  of  adenoid  tissue  can  be 
treated  only  by  surgical  removal.  Local  applica- 
tions of  radium  can  be  effective  only  when  the 
tissue  is  small  in  quantity  and  well  localized. 
X-ray  therapy  is  most  satisfactory  for  the  dis- 
seminated spread  of  lymphoid  tissue  over  the 
nasopharynx. 

Occasionally  one  hears  it  said  that  a tonsillec- 
tomy precipitated  asthma,  but  it  has  been  my 
opinion  that  the  operation  was  performed  be- 
cause the  child  was  already  suffering  from  some 
respirator}"  complaint.  The  onset  of  asthma  in 
this  instance  was  a natural  sequence  of  events  and 
probably  would  have  occurred  anyway.  Cooke 
and  Grove1  showed  that  chronic  infection  stimu- 
lates the  growth  of  the  lymphoid  tissue. 

Prompt  treatment  of  purulent  sinusitis  is  indi- 
cated to  prevent  the  chronic  hyperplasia  that  so 
frequently  appears  in  the  adult  as  a result  of 
inadequate  allergic  and  sinus  therapy.  It  is  im- 
portant to  realize  that  preventive  measures  in 
childhood  will  often  forestall  both  asthma  and 
surgery  later.  In  cases  with  purulent  sinusitis, 
antral  irrigation  should  be  done  and  autogenous 
vaccine  prepared  from  bacteriologic  cultures. 

It  is  frequently  asked  at  what  age  treatment 
should  be  undertaken.  My  answer  is  that  it 
should  be  undertaken  at  the  earliest  possible 
moment  and  that  tonsillectomies,  when  indicated, 
may  be  performed  after  the  age  of  eighteen 
months.  It  is  true  that  infective  asthma  in 
infancy  may  occasionally  be  self-limited,  but  this 
outcome  should  never  be  depended  on. 

Treatment  other  than  surgical  removal  de- 
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pends  on  vaccine  therapy.  Properly  prepared 
autogenous  vaccines  should  be  administered  after 
infected  foci  have  been  removed.  The  use  of 
vaccine  therapy  has  been  the  subject  of  consider- 
able discussion  in  pediatrics,  but  a vaccine  prop- 
erly made  from  tissue  cultures  or  from  sputum  or 
laryngeal  swabs  is  of  greater  value  than  stock 
vaccine.  In  infants  under  eighteen  months  old 
vaccine  therapy  is  instituted  since  the  child  is  too 
young  for  surgery. 

The  vaccines  are  best  prepared  from  cultures 
that  are  killed  by  heat.  Usually  there  are 
several  organisms  in  the  culture.  These  are  com- 
bined in  equal  parts  and  diluted  with  saline  to  a 
1 per  cent  suspension. 

The  most  important  and  most  troublesome 
aspect  of  treatment  is  the  prevention  of  colds. 
When  some  member  of  the  family  or  a nurse  or 
maid  has  a chronically  infected  sinus,  the  child  is 
readily  reinfected.  Most  physicians  today  ex- 
amine nursemaids  for  tuberculosis,  but  it  is  equally 
important  to  check  for  sinusitis  when  it  is  an 
asthmatic  child  that  is  being  cared  for. 

A valuable  measure  for  controlling  recurrences 
of  infection  is  the  daily  use  of  sulfadiazine. 
Sensitivity  to  sulfadiazine  is  rare,  but  it  may 
appear  as  fever,  hives,  dermatitis,  renal  irrita- 
tion, or  leukopenia.  Some  supervision  must  be 
exercised  with  a child  taking  sulfadiazine.  Blood 
counts  and  urinalysis  should  be  done  every  two 
weeks.  Other  antibiotics  may  be  used  with 
proper  precaution. 

Epinephrine  1 : 1,000  by  subcutaneous  injection 
in  doses  of  0.1  to  0.3  cc.,  repeated  if  necessary,  is 
the  most  effective  method  of  controlling  an  at- 
tack of  asthma.  In  children  small  doses  repeated 
at  frequent  intervals  are  far  better  than  a large 
dose,  which  may  upset  the  child  and  induce 
tremor,  pallor,  and  vomiting. 

Ephedrine  is  of  great  value  in  the  mild  attack. 
In  young  children  it  is  best  administered  as  a 3 
per  cent  aqueous  solution.  Dosage  is  usually  15 
to  20  minims  three  times  a day.  Its  advantage 
over  epinephrine  lies  in  the  fact  that  it  can  be 
administered  orally. 

Iodides  are  an  old  and  good  remedy.  Dosage 
is  3 to  10  grains  in  water  orally  three  times  daily. 


The}-  are  of  greatest  value  when  bronchial  secre- 
tion is  scant  and  frequently  give  excellent  results. 
They  act  by  liquefying  the  bronchial  secretion 
and  so  loosen  the  cough. 

Aminophylline  in  the  form  of  a rectal  supposi- 
tory is  of  great  help  in  young  children  when  it  is 
desirable  to  avoid  injecting  epinephrine.  A dose 
of  1 '■/■>  to  3 grains  is  adequate.  It  may  be  com- 
bined with  y4  or  V 2 grain  of  codeine  and  repeated 
at  four  or  five-hour  intervals. 

Aspirin  should  never  be  used  in  cases  of  asthma 
without  finding  out  whether  it  has  been  toler- 
ated previously.  Violent  reaction  may  follow  its 
ingestion,  and  deaths  have  been  reported.3  The 
first  dose  should  never  exceed  1/10  grain. 

The  adrenocortical  hormones  are  of  great  value 
in  controlling  a severe  attack  but  must  never  be 
used  for  long  periods  of  time  in  children. 

It  is  important  that  the  wholehearted  coopera- 
tion of  the  parents  be  sought.  Parents  must  be 
made  aware  of  the  causes  of  the  child’s  asthma, 
the  results  of  his  tests,  and  the  need  for  persistent 
treatment,  possibly  extending  over  a long  period 
of  time.  It  may  be  necessary  to  stress  the  fact 
that  intercurrent  respiratory  infection  can  cause 
asthma  irrespective  of  any  other  cause.  Early 
removal  of  infected  foci  must  be  stressed  as  the 
only  basis  for  therapy  of  the  infected  asthmatic. 

Sum  mary 

The  early  recognition  of  chronic  focal  infection 
in  children  is  of  the  greatest  importance,  and 
when  it  occurs,  prompt  removal  of  infected  foci 
is  indicated. 

The  recognition  of  chronic  infection  in  mem- 
bers of  the  family  is  important,  and  treatment  de- 
pends on  removal  of  the  focus  of  infection  and  the 
use  of  vaccine  therapy  together  with  antibiotics. 

30  West  59th  Street 
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Editor’s  Note. — The  following  exchange  of  letters  deals  with  an  earlier  article  in 
the  Clinical  Anesthesia  Conference  series,  “ Death  in  the  Operating  Room,”  published 
in  the  January  15, 1957,  issue  of  the  Journal.  Because  of  the  interesting  discussion  of 
the  use  of  endotracheal  tubes  in  thoracic  surgical  operations  and  in  cases  of  cardiac 
arrest,  the  correspondence  is  reprinted  here  for  the  information  of  our  readers. 


Use  of  Endotracheal  Tubes  and  Cardiac  Arrest 


■■  «| 


.1 


/. 


To  the  Editor: 

In  the  January  15,  1957,  issue  of  the  New 
York  State  .Journal  of  Medicine,  there  is  a 
report  of  the  Anesthesia  Study  Committee. 

In  reviewing  the  case  report  it  is  noted,  “An 
anesthetist  was  called  and  immediately  ad- 
ministered oxygen  by  mask  and  bag.  The  left 
chest  was  opened,  and  the  heart  was  found  to  be 
in  complete  standstill.”  The  report  continues 
with  the  procedures  followed.  The  patient  was 
not  resuscitated. 

There  should  be  a concerted  effort  to  avoid  the 
practice  of  patients  being  subjected  to  prolonged 
operative  procedures,  even  under  local  anesthesia, 
without  a competent  observer,  either  physician 
or  nurse  anesthetist,  at  the  head  of  the  table. 

Careful  study  has  revealed  that  frequently  the 
“so-called”  sudden  deaths  of  patients  in  the 
operating  room  are  preceded  by  warnings  either 


before  or  during  the  operative  procedure.  The 
expression,  “the  patient  suddenly  went  bad,” 
signifies  that  it  was  only  suddenly  discovered. 

Furthermore,  I believe  that  it  is  a serious  error 
to  open  a chest  unless  the  patient  has  an  endo- 
tracheal tube  in  place.  The  development  of  a 
sudden  uncontrolled  pneumothorax  adds  a severe 
insult  to  the  heart  which  is  the  seat  of  an  acute 
coronary  thrombosis.  Failure  of  resuscitation 
will  ensue. 

Alan  A.  Kane,  M.D. 

2301  Newkirk  Avenue 
Brooklyn  26,  New  York 

To  the  Editor: 

Dr.  Kane  has  made  several  points  on  the  cause 
of  death  in  the  operating  room  in  a patient  re- 
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ceiving  local  anesthesia  and  in  whom  a massive 
myocardial  infarction  occurred.  It  should  be 
noted  that  in  the  original  report,  when  the 
anesthetist  was  called,  the  patient,  although 
cyanotic,  continued  to  breathe. 

Competent,  trained  personnel  should  be  avail- 
able for  observing  the  status  of  patients.  This 
has  been  emphasized  many  times  in  this  column, 
and  Dr.  Kane’s  observation  that  the  “expression, 
‘the  patient  suddenly  went  bad’  signifies  that  it 
was  suddenly  discovered”  is  most  apt.  However, 
we  must  take  issue  with  the  writer  of  the  letter 
when  he  states,  “.  . . it  is  a serious  error  to  open  a 
chest  unless  the  patient  has  an  endotracheal  tube 
in  place.  The  development  of  a sudden  uncon- 
trolled pneumothorax  adds  a severe  insult  to  the 
heart  which  is  the  seat  of  an  acute  coronary 
thrombosis.”  It  is  pertinent  in  the  case  under 
discussion,  for  example,  that  the  heart  was  in 
standstill  when  the  chest  was  opened.  It  is  hard 
to  conceive  that  the  process  of  opening  the  chest 
under  artificial  respiration  could  add  insult  to 
the  heart.  The  implication  to  be  drawn  from  this 
comment  is  that  an  endotracheal  tube  is  essential 
in  the  prevention  of  pneumothorax  when  the  chest 
is  opened.  This  is  not  borne  out  by  the  facts. 

Adequate  ventilation  in  the  presence  of  an  open 
chest  can  be  carried  out  without  an  endotracheal 
tube.  For  many  years  it  was  the  practice  in  a 
well-known  thoracic  surgical  clinic  in  Chicago  to 
maintain  anesthesia  for  thoracic  surgical  opera- 
tions without  an  endotracheal  tube.  During  the 
last  war  in  the  mass  treatment  of  civilian  casual- 
ties with  open  chest  wounds  in  England,  the  endo- 
tracheal tube  was  employed  only  when  the  prob- 
lem of  secretion  due  to  blood  or  mucus  in  the 
tracheobronchial  tree  became  unmanageable. 
Furthermore,  and  of  even  more  importance,  is 


the  fact  that  when  cardiac  arrest  is  imminent  or 
occurs,  time  must  not  be  lost,  either  in  artificial 
ventilation  through  manual  control  to  the  respira- 
tion or  massage  of  the  heart,  if  this  is  necessary. 

Endotracheal  tubes  are  not  always  available. 
In  addition,  there  may  be  difficulties  in  inex- 
perienced hands  in  their  insertion.  Valuable 
time  should  not  be  lost  in  this  maneuver  when 
respiratory  arrest,  circulatory  arrest,  or  both 
have  occurred.  The  endotracheal  tube  is  a re- 
finement and  will  prevent  the  introduction  of 
oxygen  or  air  into  the  stomach,  but  other  than 
this  it  has  little  value  except  convenience  in  arti- 
ficial respiration.  The  physiologic  margin  be- 
tween life  and  death  is  short;  three  and  one-half 
to  four  minutes  is  the  time  limit  which  one 
should  set  for  the  institution  of  various  resuscita- 
tive  measures.  Beyond  this  time  the  chance  of 
complete  return  of  function  and,  indeed,  survival 
become  small.  It  should  be  brought  out  that 
mouth-to-mouth  insufflation  can  be  an  effective 
means  of  maintaining  artificial  respiration.  Of 
the  simple  measures  which  are  generally  available 
in  hospital  and  operating  room,  mask  and  bag 
lead  in  importance. 

While  the  specific  case  under  discussion  con- 
cerned cardiac  arrest  in  the  presence  of  a massive 
myocardial  infarction,  it  should  be  realized  that 
in  operating  room  experience  this  is  a relatively 
minor,  although  interesting,  case  of  death.  Usual 
causes  of  cardiac  arrest  in  the  operating  room  are 
anoxia  or  carbon  dioxide  excess  or  both,  anesthetic 
overdose,  and  blood  loss. 

The  question  which  Dr.  Kane  has  raised  must, 
therefore,  be  answered  unequivocally  in  favor  of 
the  mask  and  bag. 

Merel  H.  Harmel,  M.D. 


( Number  thirty  of  a series  of  Clinical  Anesthesia  Conferences ) 


Achalasia  of  the  Cardia  and  Mega- Esophagus 


Failure  of  relaxation  of  the  esophageal  cardia  is  a 
familiar  pathologic  and  clinical  entity.  It  is 
associated  with  varying  degrees  ot  mega-esophagus, 
since  peristaltic  waves  are,  in  general , absent  through- 
out its  entire  length.  While  some  writers  have 
differentiated  cardiospasm  from  mega-esophagus, 
the  second  condition  may  be  essentially  the  same 
differing  only  in  degree  and  duration.  Drs.  Charles 


H.  Brown  and  C.  Peter  Albright  discuss  etiology, 
clinical  features,  and  treatment  and  append  five 
rather  detailed  case  reports.  The  treatment  is 
chiefly  medical,  with  esophageal  dilations,  bland 
diet,  and  supportive  measures. 

Surgery  is  reserved  for  those  unresponsive  to  a 
medical  regimen. — Cleveland  Clinic  Quarterly,  July, 
1956 
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77ie  Jewish  Attitude  on  Autopsy 


AARON  KOTTLER,  M.D.,  BROOKLYN,  NEW  YORK 


According  to  Gen.  1:27  the  Almighty  created 
man  in  his  own  image  and  appointed  the  body 
as  the  abode  of  the  soul.  Judaism  has  always  held 
the  human  body  in  high  regard.  This  has  been  the 
basis  of  the  consideration  of  the  sanctity  of  the 
human  body.  In  its  sanctity  it  becomes  an  in- 
violate object  and  should  not  be  indiscriminately 
violated. 

According  to  Rabbi  Hillel,  who  calls  the  soul  a 
“heavenly  guest,”  his  abode  in  the  body  must  be 
made  worthy  of  him  (Wayikra  Rabba  35:3;  see 
Ginzberg,  Legends  of  the  Jews,  vol.  82). 

It  is  said  that  even  after  the  soul’s  departure  this 
abode  retains  the  sanctity  that  it  enjoyed  while  He 
formed  it.  “The  sanctuary  may  be  in  ruins  yet  it  is 
still  sacred  because  at  one  time  the  Shekinah  dwelt 
therein”  (Megillah  28a). 

The  Rabbis  derive  their  attitude  toward  the  dead 
human  body  from  Deut.  21:22-23.  The  passage 
reads  as  follows:  “And  if  a man  has  commuted  a sin 
worthy  of  death  and  he  be  put  to  death,  and  thou 
hang  him  on  a tree,  his  body  shall  not  remain  all 
night  upon  the  tree,  but  thou  shalt  in  any  wise 
bury  him.” 

According  to  Sanhedrin  47a,  this  implies  that 
since  even  the  corpse  of  a criminal  may  not  be 
maltreated,  certainly  the  body  of  a law-abiding 
citizen  should  be  treated  with  every  conceivable 
respect.  Hence,  the  body  should  be  properly 
interred  and  not  subjected  to  any  abuse  or  disgrace. 

A commentary  on  the  same  passage  of  Deuteron- 
omy makes  the  matter  more  definite  and  explicit. 
“Just  as  hanging  all  night  is  forbidden  because  it  is 
a disgrace  (Nivul)  to  the  human  body,  so  is  any 
other  action  which  may  be  construed  as  a disgrace 
(Nivul),  prohibited.”  It  has  thus  been  shown  that 
the  human  body,  in  its  sanctity  and  inviolate 
position,  is  not  to  be  subject  to  disgrace. 

The  question  now  resolves  itself  as  to  whether 
autopsy  as  such  is  or  is  not  a disgrace  to  the  human 
body.  According  to  the  Talmud,  Hullin  118,  the 
Rabbis,  in  discussing  the  question  of  death,  etc.,  say 
as  follows:  “How  can  we  sentence  a murderer  to 
death?  Might  not  the  victim  have  been  suffering 
from  an  incurable  disease  and  thus  have  died  of  his 
own  accord?  You  cannot  say  that  before  the  trial  an 
autopsy  was  made,  for  that  would  constitute  a 
disgrace  (Nivul)  to  the  dead  body.”  Likewise,  in 


Baba  Bathra  154a  the  story  is  told  of  certain  men 
who  wanted  an  examination  made  of  their  dead 
brother’s  body  to  prove  that  when  he  sold  his 
property,  he  was  still  a minor.  Rabbi  Akiba  refused 
to  allow  this  postmortem,  saying  to  the  brothers, 
“You  are  not  permitted  to  disgrace  his  body.” 

You  will  note  that  the  autopsy  in  the  two  passages 
thus  referred  to  is  called  Nivul,  or  disgrace  to  the 
dead  body.  In  fact,  the  technical  term  for  autopsy 
in  the  Talmud  and  Codes  is  Nivul  Hameth  (dis- 
honoring the  dead).  Since  a disgrace  to  the  dead 
body  is  prohibited,  the  Rabbis  could  not  permit  an 
autopsy  which  they  termed  a disgrace. 

It  appears  that  all  of  the  post-Talmudic  codifiers 
maintain  opposition  to  autopsy  (see  Yoreh  Deah  363) 
to  the  effect  that  a dead  body  may  not  be  disinterred 
even  for  the  purpose  of  identifying  the  corpse,  even 
where  it  may  save  a woman  from  being  termed  as 
an  Agunah  (deserted  wife)  or  an  an  immoral  woman. 

Authority  has  been  found,  however,  despite  the 
unanimity  of  opinion  that  autopsy  is  a disgrace  to 
the  dead,  that  an  exception  may  be  made  in  cases 
where  a postmortem  would  result  in  the  saving  of  a 
human  life.  Thus,  in  the  same  passage  of  the  Tal- 
mud, Yullin  118,  the  Rabbis  state  that  if  the  autopsy 
would  disclose  facts  which  would  save  the  life  of  a 
murderer,  it  would  be  permitted,  since  for  the  saving 
of  a life  we  may  commit  any  but  the  three  cardinal 
sins.  Therefore,  it  would  be  safe  to  assume  that  the 
dead  man  would  be  willing  to  condone  the  disgrace 
of  his  body  if  thereby  another  human  life  would 
be  saved. 

During  the  middle  ages  there  was  no  real  question 
of  autopsy,  as  can  be  shown  by  the  absence  of  the 
discussion  from  the  writings  of  the  two  great 
Rabbinical  scientists,  Maimonides  and  Yehudah 
Halevi,  who  do  not  even  raise  the  question. 

It  is  not  until  the  latter  part  of  the  seventeenth 
and  eighteenth  centuries  that  we  first  find  any 
discussions  (of  recent  vintage)  concerning  autopsy. 
Rabbi  Yecheskiel  Landau  in  his  Responsa  “Node 
Beychuda”  makes  note  of  the  fact  that  the  question 
was  raised  in  London  and  the  Council  of  Rabbis 
refused  to  permit  an  autopsy  even  if  it  were  for  the 
purpose  of  ascertaining  the  cure  for  the  particular 
cause  of  death,  if  same  existed.  However,  Rabbi 
Landau  and  Rabbi  Moses  Schreiber  (Node  be 
Yehudah  Mehudara  Tinyana  210  and  Hatam  Sofer, 
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Yoreh  Deah  336)  declare  that  an  autopsy  is  per- 
mitted if  there  is  in  the  locality  of  the  dead  body  a 
specific  person  suffering  from  the  same  disease  whose 
life  might  be  saved  through  the  postmortem.  It  is 
in  accordance  with  the  liberation  interpretation  of 
this  passage  that  our  modern  day  scientists  state 
that  with  the  advent  of  television,  radio,  telephone, 
and  other  means  of  speedy  communication,  we  are 
now  in  one  great  parish,  as  a result  of  which  autopsy 
for  the  purpose  of  ascertaining  the  question  of 
disease  causation  is  now  permitted  universally. 

It  is  to  be  noted  that  the  question  of  autopsy  in 
modern  times  was  finally  solved  in  Israel  when  the 
Concordat  was  entered  into  between  the  Chief 
Rabbinate  of  Israel  and  the  Hadassah  University 
Hospital.  At  that  time  they  entered  into  a formal 
agreement,  part  of  the  text  of  which  is  as  follows: 

1.  The  Chief  Rabbinate  does  not  interfere 
with  autopsies  in  the  following  four  categories: 

A.  Autopsies  according  to  the  requirements 
of  law  (to  ascertain  foul  play). 

B.  Cases  in  which  the  physician,  because  of 

lack  of  knowledge,  cannot  ascribe  to  any  disease 
the  cause  of  death  without  surgical  operation 
(autopsy).  Permission  for  such  autopsy  to  be 
given  on  condition  that  a certificate,  according  to 
the  attached  form,  will  certify  that  there  is  no 
possibility  whatsoever  to  establish  the  cause  of 
death  without  an  autopsy.  This  certificate  shall 
be  given  and  signed  by  the  three  doctors  after  a 
consultation  among  themselves:  (1)  the  doctor 

in  whose  ward  the  patient  died  or,  in  his  absence, 
the  resident  of  the  hospital:  (2)  director  of  the 
hospital  and,  in  his  absence,  his  substitute;  (3) 
director  of  the  institute  for  anatomy  and  histologic 
pathology;  in  his  absence  his  substitute. 

C.  Autopsy  to  save  a life.  In  this  category  is 
included  only  such  cases  where  an  autopsy  may  be 
of  help  to  a patient  at  that  time  in  the  hospital  or 
outside  it. 

I).  In  cases  of  hereditary  diseases  when  there 
is  a necessity  to  guide  the  family  in  its  care. 

In  these  cases  of  experimentation  there  shall  be 
a consultation  with  the  Rabbinate. 

2.  In  addition  to  the  certificate  of  the  three 
doctors,  the  hospital  shall  have  a chart,  in  accord- 
ance with  the  attached  form,  that  shall  show  under 


which  category  the  autopsy  was  made  on  the 
deceased.  In  those  cases  where  secrecy  is  not 
deemed  necessary,  the  disease  shall  be  recorded. 
The  hospital  administration  shall  provide  a copy 
to  the  Chevra  Ixodisha  (Ritual  Burial  Society) 
and  a copy  to  the  Religious  Council  of  the  Jeru- 
salem Communities,  the  Knesseth  Israel. 

3.  The  hospital  administration  shall  endeavor 
to  submit  a copy  to  Chevra  Kodisha  or  to  notify 
them  by  telephone  about  the  outcome  of  the 
autopsy  as  early  as  possible  before  the  funeral. 

4.  The  hospital  administration  takes  upon  it- 
self to  carry  out  the  autopsy  in  a way  befitting  the 
honor  of  the  deceased. 

5.  The  organs  that  shall  be  removed  from  the 
body  for  medical  inspection,  either  microscopic  or 
otherwise,  that  shall  be  deemed  necessary  by  the 
Institute  of  Anatomy  and  Histological  Pathology 
to  ascertain  the  cause  of  death,  shall  remain  in  the 
Institute  as  long  as  necessary.  At  the  conclusion 
of  the  investigation  the  organs  shall  be  turned 
over  to  the  Chevra  Kodisha  for  burial,  and  the 
hospital  is  to  bear  the  expense  of  burial. 

This  is  our  opinion  of  the  Jewish  attitude  on 
autopsy. 

Summary  and  Conclusion 

The  progress  shown  on  the  part  of  Talmudic 
scholars  in  the  viewpoint  toward  the  autopsy 
indicates  an  adaptability  in  adjusting  Jewish  life  to 
modern  society. 

Two  fundamental  tenets  prevail:  ( 1 ) The  body,  as 
the  seat  of  the  soul,  is  not  permitted  to  be  disgraced, 
and  (2)  the  authority  permitting  a postmortem 
examination,  where  the  saving  of  a human  life  can 
follow,  is  in  accordance  with  the  liberal  interpreta- 
tion of  this  doctrine  that  with  the  advent  of  modern 
communication  making  the  world  one  great  parish, 
the  autopsy  is  now  permitted  universally. 

The  entire  question  of  the  autopsy  seems  re- 
solved for  our  modern  era  and  formalized  by  the 
quoted  Concordat  between  the  Chief  Rabbinate  of 
Israel  and  the  Hadassah  University  Hospital  in 
Israel,  which  offers  a broad  basis  for  promoting  the 
necessary  cooperation  intheperformanceof  autopsies, 
an  excellent  means  for  the  implementation  of  the 
administrative  detail,  and  for  expediting  the 
entire  procedure. 


The  thing  that  numbers  the  heart  is  this: 

That  men  cannot  devise 

Some  scheme  of  life  to  banish  fear 

That  lurks  in  most  men’s  eyes. — James  Norman  Hall 
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Dr.  Eugene  Carson  Blake 

It  was  that  most  stimulating  of  British  Roman 
Catholic  laymen  of  the  last  generation,  G.  K. 
Chesterton,  who  somewhere  wrote  that  the  most 
important  question  any  landlady  could  or  should 
ask  of  a prospective  roomer  was  “Do  you  believe 
in  God?” 

What  Chesterton  was  saying  so  provocatively 
was  that  a man’s  religion  (his  real  religion)  was 
so  fundamental  a part  of  him  that  it  would 
ultimately  determine  whether  or  not  he  would  be 
a deadbeat  and  try  to  skip  his  rent. 

It  has  been  often  remarked  that  the  whole 
possibility  of  the  complex  social  and  economic 
civilization  in  which  we  all  live  depends  on 
credit,  which  is  another  name  for  faith,  or  good 
faith. 

Unless  your  banker  believed  that,  in  general, 
you  would  not  overdraw  your  checking  account, 
he  would  not  dare  let  you  own  a checkbook. 
Business  credit,  which  supports  the  whole  com- 
plex of  the  life  of  this  city,  makes  it  possible  for 
you  to  hold  a luncheon  like  this  on  the  under- 
standing that  you,  or  all  of  us,  will  pay  what  is 


due.  Business  credit  depends  on  the  kind  of 
people  we  are.  No  society  could  run  for  a 
moment  on  the  basis  of  cynicism;  faith — good 
faith — makes  our  life  and  activities  possible. 

If  then  it  is  true  that  moral  and  spiritual 
attitudes  are  essentially  interwoven  into  the 
fabric  of  business,  how  much  more  is  it  obvious 
that  religion  and  medicine,  whether  you  like  it 
or  not,  are  bound  up  together  into  a unity  of 
interrelationship  that  makes  one  meaningless, 
dangerous,  and  ultimately  false  without  the 
other. 

Perhaps  I can  best  emphasize  my  point  sharply 
by  paraphrasing  the  quotation  from  Chesterton, 
with  which  I began,  by  saying:  “It  seems  to  me 
that  the  most  important  question  a lay  person 
could  or  should  ask  his  prospective  physician  or 
surgeon  is  ‘Do  you  believe  in  God?’  ” This  is 
assuming  that  the  man  has  a medical  degree  and 
a license  to  practice. 

Let  me  suggest  to  you  why,  by  calling  to  your 
attention  a few  propositions  that  we  all  know 
but  which  often  in  our  specialization  we  tend  to 
forget. 
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I.  A MAN  HAS  A BODY  BUT  A MAN  IS  MORE 

than  a body.— I do  not  need  to  tell  this  to  any 
intelligent  group  of  doctors.  Some  years  ago  in 
California  I began  to  have  a series  of  headaches. 
I went  to  a physician.  He  irritated  me  at  first 
by  not  being  (as  I thought)  sufficiently  concerned 
about  my  headaches.  He  really  gave  me  the 
works  in  a full  examination.  Fortunately  he 
soon  found  the  cause,  which  was  rather  easily 
corrected,  and  started  me  in  the  habit  of  regular 
physical  examinations,  which  up  until  then  I 
thought  I was  too  well  and  strong  to  need. 

Over  the  years  he  and  I got  to  know  each 
other  well;  we  collaborated  in  trying  to  help 
people,  some  of  whom  had  come  first  to  me  and 
some  of  whom  had  called  him.  In  a reflective 
mood  one  day  this  rather  distinguished  internist 
said,  ‘‘The  chief  thing  that  I have  learned  since 
beginning  my  practice  of  medicine  is  that, 
whereas  when  I began,  I used  to  treat  stomach 
ulcers,  now  I treat  a man  who  has  stomach 
ulcers.” 

I merely  remind  you  then  of  what  all  of  you 
know  very  well:  A man  ha-s  a body,  but  a man 
is  more  than  a body. 

II.  The  aim  of  the  practice  of  medicine 
IS  concerned  myth  the  whole  man  .and  not 
merely  myth  his  body. — This  follows  from  the 
first  proposition.  I hesitate  to  use  the  ancient 
categories  of  mind,  spirit,  and  body  as  I discuss 
this  matter.  My  hesitation  is  caused  by  the 
fact  that  I fear  that  dividing  up  a man  into 
such  parts,  while  convenient  for  analysis,  is  as 
intellectually  dangerous  as  for  a surgeon  to 
dissect  a man  completely  while  alive  to  make 
quite  certain  that  he  knows  the  exact  state  of  his 
organs. 

Man  is  a unity.  Looked  at  from  one  side,  he 
is  a complex  organism  of  cells,  and  glands,  and 
nerves,  and  bones,  and  muscle,  and  skin,  and 
veins,  and  arteries  Looked  at  from  another 
aspect,  he  is  an  animal  who  has  the  miraculous 
power  of  thinking  a thought  and  raising  his  blood 
pressure.  (There  is  no  greater  miracle.) 

Looked  at  from  still  another  aspect,  man  is  a 
child  of  God,  made  in  His  image,  a pilgrim  on  this 
earth  who  can  write  and  sing  such  a hymn  as 
this  by  Martin  Luther: 

A mighty  fortress  is  our  God,  a bulwark  never 
failing.  . . 

The  body  the}r  may  kill,  God’s  truth  abideth  still 
His  Kingdom  is  forever. 


If  man  is  truly  all  of  these,  it  is  as  futile  for  a 
surgeon  or  internist  to  be  interested  merely  in 
patching  up  an  outworn  and  often  abused  physi- 
cal mechanism  and  think  he  can  produce  health 
as  it  is  for  a psychiatrist  to  unkink  the  mental 
tangles  of  a patient  produced  by  traumas  of  his 
babyhood  and  think  he  can  produce  health,  or 
as  it  is  for  a clergyman  to  preach  the  gospel  to  a 
man  and  even  lay  his  hands  upon  him  with  divine 
unction  and  so  suppose  he  can  produce  health. 

Until  and  unless  you  and  I are  willing  to 
practice  what  we  well  know- — that  health  has  to 
do  with  the  whole  man — we  will  continue  to  face 
mutual  embarrassment. 

There  is  more  medical  knowledge  and  religious 
faith  available  to  Americans  than  ever  before 
in  history,  while  at  the  same  time  there  is  spiritual, 
mental,  and  physical  breakdown  also  on  the 
largest  scale.  This  is  embarrassing  to  me,  as  I 
hope  it  is  to  you,  and  we  will  continue  to  be 
embarrassed  unless  and  until  we  really  practice 
in  harmony  with  what  we  know:  that  health  is 
concerned  with  the  whole  man. 

III.  Health  is  subordinate  to  the  purpose 

OF  LIFE— IT  IS  NEVER  THE  ULTIMATE  END. — 
To  be  brutally  frank,  no  physician  ever  treats 
any  patient  successfully.  If  the  physician  lives 
long  enough,  he  will  outlive  ever}7  patient.  Un- 
less the  medical  profession  recognizes  that  death 
is  as  real  as  life  and  may  be  just  as  important  to 
man,  we  run  the  danger  of  worshipping  Apollo 
instead  of  the  living  God. 

I had  a man  come  to  my  study  after  a series 
of  psychiatric  consultations,  and  he  was  clearly 
not  well.  He  told  me  the  story. 

It  was  in  his  dangerous  early  forties,  and  his 
marriage  was  breaking  up.  He  had  been  morally 
trained  by  his  church  to  believe  that  divorce  was 
wrong.  The  psychiatrist  to  whom  he  had  gone 
had  encouraged  him  to  divorce  his  wife  and 
marry  another  woman,  at  first  a younger  one, 
but  then  one  of  his  own  age  when  he  had  seen  her 
beauty  and  vitality.  He  had  tried  to  follow  the 
advice  of  this  physician  who  was  treating  him  as 
if  all  he  were  was  a sexually  hungry  male  animal. 

He  was  that,  but  he  was  more.  He  was  a man 
who  knew  something  of  right  and  wrong.  He  was 
a man  who  had  caught  glimpses  of  what  God 
wants  a man  to  be.  That  psychiatrist  could 
not  make  him  well. 

Do  you  see  then  why  I suggest  that  allowing 
for  at  least  the  acquired  medical  license  and  a bit 
of  experience  in  practice  on  someone  else,  it  is 
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very  important  to  ask  your  physician,  “Do  you 
believe  in  God?”  For  you  surgeons  and  physi- 
cians have  questions  that  you  face  each  day  in 
your  practice  that  the  medical  school  does  not 
pretend  to  answer. 

It  is  so  even  in  the  army.  The  surgeon’s  job 
there  is  to  put  his  whole  skill  first  into  getting 
men  back  into  uniform  to  fight  again.  (Second- 
arily, he  can  try  to  save  other  lives  and  reduce 
other  pain.) 

But  it  is  not  quite  so  clear  as  to  what  battle  you 
are  preparing  men  to  fight  in  your  ordinary 
practice. 

The  Christian  faith  offers  such  an  answer.  The 
chief  end  of  man  is  not  to  totter  about  the  maxi- 
mum length  of  years  with  the  minimum  of  pain ; 
the  chief  end  of  man  is  to  glorify  God  and  to  enjoy 
Him  forever.  So  the  catechism  of  my  church  puts 
it.  It  may  be  stated  as  well  in  other  religious 
terms,  but  the  end  of  human  life — its  meaning, 
goal,  and  purpose — can  never  be  understood 
well  enough  to  practice  medicine  if  God  is 
ignored  or  forgotten. 

I have  said  all  I need  to  say  except  for  one 
postscript.  Since  I was  asked  to  talk  to  you, 
I have  tried  to  say  what  I believe  you  need  to 
hear,  but  I am  more  than  conscious  of  the  vast 
number  of  things  you  need  to  say  to  me,  to  my 
fellow  preachers,  and  to  my  church. 

Perhaps  one  of  you  will  volunteer  to  come  to 
the  General  Assembly  of  my  church  one  day  and 
tell  us  how,  in  our  working  with  men,  we  need  to 
remember  that  they  are  not  only  children  of  God 
but  also  are  made  of  flesh  and  controlled  by 
minds  whose  subtle  workings  may  be  deeply  hurt 
by  ignorant  good  intentions. 

I)r.  Abba  Hillel  Silver 

I wish  to  add  my  felicitations  to  the  many 
which  have  been  extended  to  the  historic  Medical 
Society  of  the  State  of  New  York  on  the  occasion 
of  the  one  hundred  and  fiftieth  anniversary  of  its 
founding.  Your  society  has  witnessed  a century 
and  a half  of  remarkable  progress  in  one  of  the 
most  important  areas  of  human  welfare,  and  it 
has  contributed  not  insignificantly  to  that  prog- 
ress. 

I am  pleased  that  you  have  included  repre- 
sentatives of  the  religious  bodies  of  our  country 
in  your  impressive  program  of  celebration. 
Religion  and  medicine,  as  is  well  known,  have  a 
common  origin  and  in  a real  sense  also  a common 
purpose.  During  most  of  their  recorded  history 


these  professions  were  either  undifferentiated  or 
were  closely  related.  Fundamentally  their  ob- 
jectives, making  due  allowance  for  their  sub- 
sequent specific  emphasis  and  divergent  technics, 
converge  on  a common  mission — to  make  human 
life  more  efficient  and  more  secure. 

Temples  served  as  the  first  healing  centers  and 
medical  schools  of  antiquity.  It  was  in  the 
Temple  of  Asclepios  at  Cos  that  Hippocrates 
pursued  his  early  medical  studies.  To  this  day 
the  great  religions  of  mankind  have  charged 
themselves  with  the  care  and  comfort  of  the  sick 
and  many  notable  institutions  of  healing  and  of 
the  study  of  medicine  owe  their  existence  to  them. 
In  ancient  Israel,  as  among  many  other  peoples  of 
antiquity,  the  priest  was  also  the  healer.  Secular 
physicians,  detached  from  the  priesthood,  are 
also  known  to  have  existed  quite  early  in  Israel’s 
history.  Although  at  first  these  physicians  were 
suspect — the  Judean  King  Asa  of  the  ninth  cen- 
tury is  criticized  by  the  Chronicler  of  the  Bible 
for  having  sought  help  from  physicians  instead  of 
the  Lord  when  he  became  seriously  ill— in  tin; 
course  of  time,  however,  they  came  to  be  held  in 
very  high  regard.  The  Biblical  prohibition 
against  all  magical  practices  may  have  facilitated 
the  evolution  of  empirical  medicine. 

Thus  Jesus  ben  Sira,  of  the  third  century  before 
the  Common  Era,  in  his  Ecclesiasticus,  speaks  in 
terms  of  warmest  praise  of  the  physician: 

Honor  a physician  with  the  honor  due  unto 
him  for  the  uses  which  ye  may  have  of  him;  for 
the  Lord  hath  created  him. 

For  of  the  most  high  cometh  healing  and  he 
shall  receive  honor  of  the  King. 

The  skill  of  the  physician  shall  lift  up  his  head 
and  in  the  sight  of  great  men  he  shall  be  held  in 
admiration. 

The  Lord  hath  created  medicines  out  of  the 
earth;  and  he  that  is  wise  will  not  abhor  them. 

Then  give  place  to  the  physician,  for  the  Lord 
hath  created  him,  let  him  not  go  from  thee  for 
thou  has  need  of  him. 

This  reverent  appreciation  of  the  physician 
and  of  the  science  of  medicine  generally  is  re- 
flected in  later  rabbinic  literature  and  inspired 
the  most  talented  Jews  in  the  Middle  Ages  to 
study  medicine  as  a profession.  Many  scholars, 
poets,  grammarians,  and  diplomats  in  the  Middle 
Ages  were  physicians,  and  three  of  the  foremost 
religious  philosophers,  Judah  Halevi,  Moses 
Maimonides,  and  Gersonides,  were  practicing 
physicians.  This  noble  tradition  was  fostered 
during  the  Renaissance,  and  a truly  remarkable 
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number  of  outstanding  leaders  and  spiritual 
guides  were  physicians.  The  nineteenth  and 
twentieth  centuries,  of  course,  produced  a veri- 
table galaxy  of  Jewish  practitioners  in  nearly  every 
field  of  medicine. 

This  tradition  stemmed  from  a basic  religious 
conviction  in  Judaism  which  rejected  the  dualism 
of  matter  and  spirit,  of  soma  and  psyche,  which 
maintained  that  both  body  and  soul  are  God’s 
handiwork  and  that  both,  therefore,  must  be 
carefully  and  reverently  tended.  The  body  is  the 
temple  of  the  soul,  its  encompassing  shrine,  not 
its  prison  house.  The  care  of  the  body  was 
accounted  a religious  duty.  Those  who  heal  the 
body  and  those  who  heal  the  soul  were  alike 
esteemed  as  divine  instruments. 

When  ill,  men  were  admonished  not  to  rely 
exclusively  on  supernatural  aid  but  to  seek  out  the 
help  of  the  physician  and  welcome  him  as  God’s 
agent.  Furthermore,  the  body  was  not  to  be 
subjected  to  mortifications  and  extreme  ascetic 
practices  in  order  to  acquire  holiness.  The  free- 
dom of  the  soul  cannot  be  acquired  through  the 
mortification  of  the  flesh  any  more  than  through 
its  indulgence.  Physical  health  and  a wholesome 
regimen  of  living  were  sound  bases  for  a normal 
spiritual  life.  Everything  that  contributes  to 
the  health  and  the  well-being  of  the  individual, 
to  the  protection  and  prolongation  of  his  life,  to 
its  immunity  from  pain  and  suffering  is  to  be  con- 
sidered like  all  things  which  contribute  to  man’s 
ennoblement  and  moral  elevation,  a supreme 
service  to  God  who  is  the  source  and  creator  of  all 
life. 

The  tradition  to  which  I have  referred  derives 
also  from  yet  another  religious  conviction, 
namely,  that  body  and  soul  depend  on  each 
other.  They  constantly  interact,  and  in  their 
intricate  and  involved  interplay  the  health  of 
the  one  affects  the  health  of  the  other,  and 
the  disorders  of  the  one  result  in  grave  disorders 
in  the  other.  They  are,  in  a sense,  each  other’s 
captives  and  each  other’s  ransom.  The  living 
organism  is  one  fearfully  and  wonderfully 
wrought.  Not  all  diseases  originate  in  what  we 
choose  to  call  physical  causes,  and  there  are 
maladies  of  the  soul  which  may  be  traced  to 
organic  ailments.  A wrong  philosophy  of  life  may 
destroy  a man  physically  as  well  as  spiritually. 
This  is  perhaps  what  the  Bible  had  in  mind  when 
it  declared:  “Revere  the  Lord  and  turn  away 
from  evil.  It  will  be  healing  to  your  flesh  and 
medicine  to  your  bones.” 


A moral  way  of  life  is  a form  of  therapy,  and  a 
strong  faith  undergirds  the  shaken  physical 
frame  of  man.  Prayer,  which  is  a natural  ex- 
pression of  profound  faith,  is  not  a magical 
formula,  a surrogate  for  a doctor’s  prescription, 
but  the  outreaching  of  the  suffering  heart  of  man 
for  the  support  of  the  everlasting  arms  of  God 
when  his  body  is  sorely  afflicted  and  his  spirit  is 
passing  through  the  valley  of  deep  shadows. 

“Thou  wilt  deliver  my  soul  from  death,  mine 
eyes  from  tears,  my  feet  from  falling.”  Such  a 
confident  prayer  is  a healing  cup  of  strengthening 
to  a sick  body  and  a bewildered  soul.  The  wise 
physicians  of  all  ages  who  concerned  themselves 
always  with  the  total  personalities  of  men,  with 
their  whole  being,  have  known  his  truth  all  along. 

The  psychosomatic  approach  to  medicine  is  not 
new,  although  the  term  may  be.  Was  it  not 
Paracelsus  who,  five  centuries  ago,  declared: 
“Only  he  who  grasps  the  innermost  nature  of 
man,  can  cure  him  in  earnest.” 

Man  is  not  a mechanism  but  a living  organism, 
an  organism  greater  than  the  sum  total  of  all  of 
its  separate  parts,  most  delicately  and  sensi- 
tively coordinated,  mentally,  physically,  and 
emotionally,  in  inseparable  relatedness  in  a 
swift-moving  life  process  of  growth  and  decay. 

To  understand  any  vital  part  of  him,  so  as  to 
restore  it  to  proper  balance  and  health,  it  is 
necessary  to  understand  the  whole  of  him.  The 
inspired  physician  has  accordingly  welcomed  t| 

whatever  reinforcement  the  religious  insights 
could  give  him  in  the  treatment  of  his  patients. 


This  is  especially  true  in  the  field  of  mental 
health,  to  which  your  profession  has  been  in- 
creasing!}* directing  its  interest  and  research  in 
recent  years.  The  eminent  psychologist,  Carl 
Jung,  wrote  in  his  book,  Modern  Man  in  Search 
of  a Soul,  that,  “During  the  past  thirty  years 
people  from  all  civilized  countries  of  the  earth 
have  consulted  me.  I have  treated  many 
hundreds  of  patients,  the  larger  number  being 
Protestant,  a small  number  of  Jews,  and  not  more 
than  five  or  six  Catholics.  Among  all  my 
patients  in  the  second  half  of  life,  that  is  to  say, 
over  thirty-five,  there  has  not  been  one  whose 
problem  in  the  last  resort  was  not  that  of  finding 
a religious  outlook  on  life.  It  is  safe  to  say  that 
everyone  of  them  fell  ill  because  he  had  lost  that 
which  the  living  religions  of  every  age  have  given 
to  their  followers,  and  none  of  them  has  been 
really  helped  who  did  not  regain  his  religious 
outlook.” 
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At  first  glance  this  is  an  extraordinary  state- 
ment coming  from  one  of  the  truly  great  in  a 
field  where  it  had  been  customary  to  describe 
religion  as  a defense  mechanism  or  as  an  escape 
from  reality  or  by  other  derogatory  terms. 
The  fashion  has  been  to  associate  religion  with 
forms  of  repression,  with  guilt  complexes,  with  a 
variety  of  inhibitions,  prohibitions,  and  other- 
worldliness— in  short,  with  attitudes  and  teach- 
ings which  are  hostile  to  the  mental  health  of 
man. 

But  to  the  thoughtful,  Professor  Jung’s  state- 
ment is  not  at  all  surprising.  Religion  gives  man 
not  illusion  but  reality — supreme  reality — and 
its  appeal  is  to  the  potential  resources  of  the 
human  spirit. 

“Behold  I have  set  before  you  this  day  life 
and  the  good,  and  death  and  the  evil.  Therefore, 
choose  ye  life.”  The  individual  can  act  not 
only  on  his  environment,  but  on  himself.  By 
faith  he  can  be  led  to  the  sources  of  his  life’s 
strongest  motivations  and  be  strengthened  and 
lifted  up.  The  bitter  hatreds  and  resentments 
which  destroy  the  harmony  of  life,  the  fears  and 
anxieties  and  the  feelings  of  guilt  which  wreak 
such  havoc  in  the  physical  life  of  man  may  respond 
to  the  stimulus  and  sublimation  of  religion,  to 
its  sanctioned  hopes  and  its  divine  assurances. 
Even  when  the  emotional  disturbances  in  man  are 
so  deep-seated  as  to  call  for  the  clinical  research, 
the  psychiatrist  will  generally  welcome  the 
aid  of  religion  in  the  treatment  of  his  patient. 
The  priest  and  minister  do  not,  of  course,  presume 
to  replace  the  trained  expert  in  the  treatment  of 
the  mentally  sick,  but  it  is  recognized  that  the  re- 
ligious message  and  ministrations  may  help  in  the 
integration  of  the  bruised  and  broken  personality 
and  in  restoring  it  to  normal  life.  Quite  a number 
of  churches  and  synagogues  have  established 
counseling  agencies  in  connection  with  their  insti- 
tutions to  help  those  who  come  to  them  with 
their  serious  emotional  problems.  In  such  cases 
it  is  not  infrequent  for  the  minister  to  direct  the 
individual  to  a professional  psychiatrist. 

I do  not  know  the  reason  why  so  many  men  and 
women  of  our  day  are  victims  of  mental  and 
nervous  diseases  and  why  such  a staggering 
number  of  them  occupy  the  beds  of  our  hospitals. 
We  do  not  seem  able  to  build  mental  institutions 
fast  enough  to  accommodate  the  emotional 
derelicts  of  our  society.  I am  not  qualified  to 
speak  with  any  authority  on  this  subject.  But 
others,  far  better  qualified  than  I am,  have  ex- 


pressed the  belief  that  not  only  have  the  turbu- 
lent complexities  of  our  civilization,  its  spiritual 
tensions,  its  speed  and  tempo  been  strong,  causa- 
tive factors  in  this  situation,  but  also  our  genera- 
tion’s general  loss  of  faith  and  of  moral  direction. 

Our  age  is  suffering  from  what  the  Bible  calls 
“a  drooping  of  the  soul,”  a dangerous  deflation 
of  morale,  a spiritual  malaise.  Its  brilliant  in- 
tellectual and  scientific  achievements  have  failed 
to  give  man  what  man  needs  pre-eminently  for 
successful  living,  a confident  direction,  and  a 
meaning  in  life.  Meaning  and  moral  direction 
are  religious  concepts — not  scientific.  Religion 
does  give  man  a sense  of  direction  as  well  as  an 
important  status  and  a significant  role  in  creation. 
It  gives  meaning  to  his  life  in  terms  of  moral 
aspiration  and  noble,  confident  goals.  It  gives 
security  to  his  life,  for  his  faith  teaches  him  that 
he  dwells  always  in  the  presence  of  God  who  is 
both  wisdom  and  compassion.  The  loss  of  reli- 
gion has  deprived  many  in  our  day  of  their  inner 
dignity  and  security. 

Perhaps  the  marked  trend  of  our  day  to- 
ward religious  affiliation  is  symbolic  of  an  un- 
conscious effort  to  recapture  meaning  and  pur- 
pose in  a menaced  and  darkening  world  where  the 
status  of  the  individual  is  being  reduced  in  a 
submergence  to  collectivism  and  group  dictator- 
ship. Perhaps  we  have  become  more  sharply 
aware  that  technologic  efficiency  is  in  itself 
inadequate  for  the  good  life,  for  a satisfying 
culture,  and  a free  and  stable  society.  Society  too 
is  an  organism  and  requires  for  its  wholesomeness 
and  harmony  a sovereign  concept  of  meaning 
and  direction. 

Thus  the  health  and  well-being  both  of  society 
and  of  the  individual  call  for  the  dogmas  and 
disciplines  which  are  religious  in  their  inspiration. 
We  believe,  therefore,  that  in  the  years  to  come 
an  ever  closer  cooperation  will  develop  between 
the  art  of  religion  and  the  art  of  medicine  for  the 
greater  good  of  mankind. 

Monsignor  Janies  G.  W ilders 

It  is  a distinct  privilege  for  me  to  have  the 
honor  of  addressing  you  who  represent  24,200 
physicians  on  this  one  hundred  and  fiftieth 
anniversary  of  the  Medical  Society  of  the  State 
of  New  York.  May  I convey  to  you,  first  of  all. 
the  sincere  congratulations  and  prayerful  best 
wishes  of  His  Eminence  Francis  Cardinal  Spell- 
man, Archbishop  of  New  York.  I know  that  he 
would  like  to  be  with  you  personally  today. 
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And  with  my  own  sincerest  best  wishes  to  you 
on  this  grand  occasion,  may  I extend  my  thanks 
for  inviting  me  to  be  one  of  your  guest  speakers. 

Although  it  is  only  in  late  years  that  the 
interrelation  between  medicine  and  religion  has 
again  begun  to  be  recognized  by  secular  institu- 
tions of  science,  we  can  trace  the  close  relation- 
ship of  the  two  back  to  the  beginning  of  Chris- 
tianity and,  if  we  wish  to  go  farther  back  in 
time,  to  ancient  Judaism.  For  instance,  St. 
Luke,  one  of  the  four  gospel  writers  of  the  New 
Testament,  was  a doctor;  St.  Blaise,  a third 
century  bishop,  whose  intercession  we  call  upon 
for  afflictions  of  the  throat,  was  a doctor,  and 
Sts.  Cosmas  and  Damian,  great  saints  of  the 
Middle  Ages,  were  medical  doctors.  And  down 
through  the  ages  the  Church  has  always  lent 
great  encouragement  to  advance  in  the  field  of 
medicine  and  surgery. 

The  present  Holy  Father,  Pope  Pius  XII,  has 
spoken  frequently  to  medical  audiences.  Several 
of  his  messages  during  the  year  1956  dealt  with 
corneal  transplantation  and  respect  for  the  dead, 
heart  disease  and  the  whole  man,  and  marriage 
and  parenthood.  Dr.  Paul  Dudley  White, 
President  Eisenhower’s  heart  consultant,  was 
received  in  audience  by  Pope  Pius  XII  with  25 
other  noted  doctors  in  May,  1956.  After  his 
return  to  Washington,  Dr.  White  remarked  about 
the  Pope’s  paper  on  heart  disease,  “It  was  one 
of  the  best  papers  on  coronary  heart  disease  I 
ever  heard.” 

In  another  address  to  a group  of  American 
surgeons,  the  Holy  Father  said:  “The  French 
have  a word  for  hospital  and  we  find  it  still  in 
use  in  your  New  Orleans.  It  is  Hotel-Dieu. 
What  a beautiful  connotation  is  found  in  that 
name ! Hotel-Dieu ! God’s  Hotel.  The  prof- 
ferred  hospitality  of  God.”  The  Holy  Father 
added:  “Doctors  and  nurses  should  always  bear 
in  mind  that  their  patient  has  a task  to  perform 
in  human  society  and,  that  done,  a rendezvous 
to  keep  with  his  God.” 

As  I said  before,  although  the  Church  has 
always  recognized  this  interrelation  of  religion 
and  medicine  and  Church  hospitals  thus  have 
always  been  aware  of  it,  only  with  the  great 
emphasis  placed  on  psychosomatic  medicine 
within  recent  years  have  nonsectarian  hospitals 
been  moved  to  see  the  vast  importance  of  the 
role  of  religion  in  health.  Right  here  in  New 
York  this  is  evidenced  by  the  fact  that  since 
.June,  1952,  when  New  York  Hospital  invited 


ministers  of  religion  to  make  daily  visitations  to 
patients,  other  large  secular  hospitals  have 
followed  suit,  including  Memorial  Hospital, 
Presbyterian  Hospital,  Hospital  for  Special 
Surgery,  Vassar  Brothers  Hospital  in  Pough- 
keepsie, and  Dr.  Rusk’s  Institute  for  Physical 
Medicine  and  Rehabilitation.  City  hospitals 
need  not  be  mentioned  because  by  regulation 
they  are  to  be  provided  with  chaplains  of  the 
three  major  faiths — Protestant,  Jewish,  and 
Catholic. 

Dean  Atchley,  professor  of  clinical  medicine  at 
Columbia  University  College  of  Physicians  and 
Surgeons,  wrote  an  article  in  the  January  9, 
1954,  issue  of  the  Saturday  Review  of  Literature, 
in  which  he  drew  a distinction  between  the  art 
of  healing  and  the  science  of  healing.  “The  art  of 
healing,”  he  said,  “is  as  old  as  recorded  history; 
the  science  of  healing  is  relatively  young  and 
only  lately  stands  on  its  own  feet.  Medicine  as  a 
whole  came  of  age  when  the  stature  of  the  science 
grew  large  enough  for  it  to  combine  with  the  art 
in  mutual  understanding  and  respect.”  He 
defines  the  art  of  healing  as  the  skillful  and 
creative  dispensation  of  relief  to  the  sick  of  body 
or  heart.  He  defines  the  science  of  healing,  on 
the  other  hand,  as  including  “all  the  rich  and 
demonstrable  results  of  the  application  of  men’s 
intellectual  faculties  to  the  problem  related  to 
health.” 

We  as  clergymen  are  historically,  traditionally, 
and  currently  practitioners  of  the  art  of  healing. 
We  are  not  trying  to  play  doctor.  It  is  not  our 
business  to  try  to  play  doctor.  We  have  no 
skill  or  wisdom  or  training  to  try  to  play  the 
part  of  a doctor.  We  do  want  to  work  hand  in 
hand  with  the  medical  doctor,  uniting  the  art  and 
science  of  healing,  giving  care  to  the  whole  man, 
body  and  soul,  in  an  effort  to  bring  return  to 
good  health. 

Reverend  Dr.  Theodore  Cuyler  Speers,  rector 
of  the  Central  Presbyterian  Church  in  New 
York  City,  expressed  this  idea  well  at  a Practi- 
tioners Conference,  New  York  Hospital-Cornell 
Medical  Center,  in  1954,  when  he  said:  “It  has 
become  obvious  that  we  cannot  repair  men’s 
bodies  and  ignore  men’s  spirits.  Neither  can  we 
rightly  judge  the  condition  of  a patient’s  spirit 
unless  we  are  aware  of  the  determinative  factors 
set  up  by  his  bodily  mechanism.  The  physician 
deals  with  the  tangible,  and  I often  think  he  is 
very  lucky  because  he  can  actually  see  wThat  he  is 
doing.  Yet  he  knows  that  he  cannot  deal  with 


1656 


New  York  State  J.  Med. 


INTERRELATIONSHIP  OF  RELIGION  AND  MEDICINE 


the  tangibles  without  being  aware  of  the  in- 
tangibles that  affect  his  patients.  The  clergyman 
deals  with  the  intangibles  and  sometimes  suffers 
therefrom  and  yet  cannot  do  so  helpfully  as  long 
as  he  ignores  or  is  ignorant  of  the  tangible. 
The  fact  is  that  we  need  each  other.  It  is  not  a 
case  of  a doctor  or  a clergyman.  The  fact  is  that 
we  need  the  doctor  and  the  clergyman.  That 
strange,  invisible,  intangible  quality,  the  spirit  of 
man,  his  thoughts,  his  feelings,  his  emotions, 
his  fears,  his  hopes,  his  unconscious  motivations, 
impinge  upon  his  body  and,  to  some  measure  at 
least,  condition  it.” 

This  same  idea  is  strongly  attested  to  by  the 
printed  statement  received  by  ever}-  new  patient 
arriving  at  the  Royal  Victoria  Hospital  in  Bourne- 
mouth, England.  This  statement,  signed  by 
the  Matron,  Chaplain,  Medical  and  Surgical 
Staff,  reads  in  part  as  follows:  “It  is  the  mark  of  a 
good  hospital  that  its  patients  should  be  cared 
for  as  persons  and  not  as  cases.  Each  human 
being  is  more  than  a mere  simple  physical  entity. 
In  every  individual  there  is  a temporary  associa- 
tion between  an  immortal  spirit  and  the  human 
body  and  there  is  intercommunion  between  the 
activities  of  the  spirit  and  an  exquisitely  balanced 
nervous  system  which  controls  the  body.  The 
aim  of  this  hospital  is  the  complete  recovery  of  the 
patient  so  that  he  can  go  out  fully  restored,  re- 
freshed, reanimated,  ready  to  face  life  without 
fear  and  anxiety.  The  form  of  courage  most 
helpful  to  recovery  is  that  based  on  trust  in  God 
and  the  readiness  to  accept  whatever  may  come 
and  make  the  best  of  it.  For  this  peaceful  and 
fearless  courage,  the  chaplain  as  well  as  the  other 
members  of  the  team  can  do  much  to  help  the 
patient  toward  this  ideal  fulfillment.” 

In  this  regard,  what  then  has  the  patient  a 
right  to  expect  of  his  doctor?  First,  the  patient 
has  a right  to  expect  that  the  doctor  has  faced  the 
basic  emotional  and  spiritual  problems  of  the  sick 
room.  As  has  already  been  said,  we  are  becoming 
increasingly  aware  that  we  cannot  treat  an 
illness  in  isolation  from  the  carrier  of  the  illness — 
his  feeling,  his  fears,  his  hopes,  his  faith.  Dr. 
Max  Pinner  has  said,  “The  first  need  is  not 
diagnoses  and  specific  treatment  of  so-called 
psychosomatic  diseases,  but  the  recognition, 
which  is  not  new7,  but  so  frequently  forgotten 
and  ignored,  that  every  disease  is  psychosomatic, 
that  is,  that  it  affects  both  body  and  soul.” 

Difficult  as  it  is  to  accept  and  deal  with  tragic 
and  unpleasant  situations,  the  doctor  must 
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realize  that  they  will  be  part  of  his  everyday  life. 
He  must  build  up  a certain  fund  of  experience 
as  rapidly  as  possible.  Tragedy  and  failure, 
futility  and  guilt  are  embedded  within  the  life  of 
every  person.  Until  the  doctor  has  faced  the 
basic  emotional  and  spiritual  problems  of  the 
sick  and  wrestled  with  them  himself,  he  is  not 
capable  of  giving  complete  care  to  “living  bodies 
and  spirits” — to  the  whole  man. 

Second,  the  patient  (if  he  has  religious  beliefs, 
and  most  do)  has  a right  to  expect  the  doctor  to 
understand  that  religion  has  to  do  with  man's  most 
basic  concern,  his  concern  with  the  meaning  of  life. 
Religion  deals  with  everything  that  helps  or 
hinders  the  realization  of  that  meaning.  It  is 
man’s  attempt  to  relate  his  life  to  a Supreme 
Being.  In  more  formal  terms  it  is  “the  sum 
total  of  beliefs,  rules  of  conduct,  and  rites  govern- 
ing the  relations  of  man  with  God.” 

The  religious  patient  believes  that  life  has  been 
impregnated  with  ultimate  meaning.  The  source 
of  this  meaning,  the  sense  that  life  is  worth 
living,  does  not  rest  in  man  himself.  Rather  it 
comes  from  the  Creator  of  heaven  and  earth. 

This  confidence  in  the  ultimate  significance  of 
life  enables  the  patient  to  find  meaning  in  the 
most  critical  situation;  no  experience  is  capable 
of  shutting  him  off  from  divine  recourse.  The 
possibility  of  transforming  evil  into  good  is  em- 
bedded in  every  circumstance.  No  matter  how 
disruptive  an  illness  may  be,  it  can  be  met  with 
a confidence  which  turns  defeat  into  victory. 
The  religious  patient  believes  that  God  strength- 
ens him  to  meet  all  situations,  turning  them 
into  creative  experiences. 

Third,  and  this  is  a corollary  of  the  “right” 
just  mentioned,  the  religious  patient  has  the 
right  to  expect  the  doctor  to  understand  that  for  him 
appropriation  of  his  ultimate  meaning  involves  the 
use  of  certain  tangible  resources.  Wide  the  con- 
tent and  form  may  vary,  depending  on  the 
particular  faith,  the  dynamics  behind  their  ob- 
servance is  the  same.  Man  seeks  to  take  part 
in  the  life  of  the  Spirit  in  order  to  find  the  com- 
pletion of  his  fragmented  existence.  As  St. 
Augustine  opened  his  confessions,  “Thou  hast 
made  us  for  Thyself,  0 God,  and  our  hearts  are 
restless  until  they  rest  in  Thee.” 

These  religious  resources  fall  into  two  distinct 
types.  The  one  comprises  general  religious 
practices  and  the  other  special  religious  practices. 
In  the  general  group  are  included  such  common 
experiences  as  prayer,  corporate  worship,  reading 
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of  devotional  literature,  and  a sense  of  the  sacred- 
ness of  such  basic  experiences  as  birth,  life’s 
ultimate  commitment,  and  death. 

It  is  in  the  area  of  special  religious  practices 
that  the  doctor  will  be  confronted  with  consider- 
able variety.  Each  particular  faith  has  resources 
that  are  of  special  aid  to  its  adherents.  To  the 
Catholic,  whom  I specially  represent,  the  sacra- 
ments (especially,  for  the  sick,  Confession- 
Communion  and  Extreme  Unction,  or  the  so- 
called  last  rites)  are  very  important.  To  dis- 
regard or  minimize  their  significance  can  produce 
adverse  effects  on  the  patient’s  recovery. 
Whether  one  agrees  with  them  or  not,  common 
courtesy  requires  us  to  respect  that  which  is 
sacred  to  another. 

Finally,  the  religious  patient  has  the  right  to 
expect  the  doctor  to  understand  the  extent  and 
limitations  of  his  own  relationship  to  him  and 
when  he  needs  a clergyman’s  services. 

The  most  important  factor  which  a physician 
brings  to  a patient  is  himself.  What  he  is 
strengthens  or  weakens  everything  he  seeks 
to  do  for  the  patient.  Generally  speaking,  a 
doctor  is  not  expected  to  help  a patient  with  his 
spiritual  problems  except  insofar  as  he  can  enter 
into  a creative,  understanding  relationship  with 
him. 

The  doctor  can  be  of  real  assistance  by  sensing 
when  the  presence  of  a rabbi,  minister,  or  priest 
would  be  beneficial  to  his  patient.  For  the 
patient  the  clergyman’s  face  is  familiar,  and  his 
presence  is  usually  regarded  with  appreciation 
rather  than  an  intrusion,  particularly  if  he  has 
some  understanding  of  hospital  life. 

There  are  certain  special  circumstances  in 
which  a clergyman  can  be  of  service.  The 
doctor  aware  of  these  can  suggest  to  the  patient 
or  his  family  that  they  might  like  him  to  get  in 
touch  with  the  rabbi,  minister,  or  the  priest. 

The  approach  of  death  is  the  most  obvious 
occasion.  Without  revealing  any  undertone  of 
anxiety  and  fear,  the  doctor  can  suggest  with 
quiet  confidence  that  a clergyman  might  be  of 
help  at  this  time,  as  at  other  times.  If  a patient 
is  Roman  Catholic,  it  is  especially  important  that 
the  priest  be  summoned  to  administer  the  appro- 
priate sacraments.  And  remember,  to  the  Catho- 
lic, the  administration  of  these  so-called  last 
rites  does  not  mean  that  the  person  is  going  to 
die;  rather,  the  first  effect  of  the  sacrament  of 
Extreme  Unction  is  peace  of  mind  and  soul,  a 


spiritual  uplift  and  strength  which  everyone 
needs  in  time  of  serious  illness.  Another  effect  is 
to  aid  in  the  recovery  of  good  health  if  God  so 
wills  and  then,  if  it  be  God’s  will  otherwise,  to 
prepare  the  person  for  a peaceful  and  happy 
death. 

Some  of  the  experiences  I’ve  had  in  New  York 
Hospital  bring  out  these  points  very  well:  (1) 
Veterinarian  . . . eighty-five  years  old  . . . cancer 
...  to  have  balloon  test  . . . uncomfortable, 
somewhat  fearful . . . Spoke  to  the  nurse  about 
giving  him  last  rites  on  basis  of  old  age.  . . 
explained  to  her  the  effects  of  Extreme  Unction. . . 
Next  day.  . .nurse  told  me  the  patient  had  gone 
through  the  difficult  balloon  test  without  a 
murmur . . . that  he  had  perfect  peace  of  mind  and 
soul . . . and  that  he  was  improving  physically. 
He  left  the  hospital  a few  days  later.  (2)  Man . . . 
dying . . . last  rites . . . wife  resigned . . . three  days 
later . . . two  doctors  coming  out  of  sick  room . . . 
“Father,  what  did  you  do  to  this  man?”... 
Soon  got  better  and  left  hospital.  (3)  Mr. 
O’Neill,  urologic  patient.  . .Doctor  said,  “Father, 
we  find  he  has  inoperable  cancer . . . will  you  tell 
him  and  prepare  him?” ...  I gave  him  last  rites . . . 
Man  accepted  it.  . .perfect  peace  of  mind  and 
soul.  . Two  days  before  he  died.  . .young  resi- 
dent: How  are  you  today  Mr.  O’Neill?”... 
“Fine,  doctor,  but  you  know  I’m  going  to  die  in  a 
few  days” . . . Doctor  was  amazed  but  very  im- 
pressed by  the  man’s  spiritual  peace. 

Death  is  an  experience  that  none  avoids 
ultimately.  If  a patient  is  grounded  in  faith 
which  sees  man  as  more  than  mere  dust  of  earth, 
then  death  is  not  without  hope  and  meaning 
because  his  confidence  is  rooted  in  God  An 
irrational  fear  of  death  is  not  simply  apprehen- 
sion of  the  great  unknown  but  absolute  terror  of 
the  nothingness  which  seems  to  lie  ahead.  Such 
feelings  grow  out  of  many  experiences.  A priest, 
rabbi,  or  minister  can  do  much  to  help  dispel 
these  fears  and  to  aid  the  person  to  meet  this 
crisis  triumphantly. 

The  presence  of  guilt,  real  or  morbid,  presents 
another  occasion  in  which  the  clergyman  can  be 
of  aid.  Morbid  or  neurotic  guilt  arises  from  a 
distortion  of  the  accepted  morality  which  has 
been  imposed  on  us  by  our  parents  and  society. 
We  sometimes  feel  guilty  over  attitudes  and 
actions  which  we  ought  not  to  feel  guilty  about 
and  fail  to  feel  guilty  about  that  for  which  we 
ought  to  feel  remorseful.  Such  feelings  prevent 
the  patient  from  becoming  well,  and  therefore, 
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I they  need  to  be  removed.  On  the  other  hand, 
I real  guilt  must  be  acknowledged  and  accepted 
I before  healing  can  take  place.  We  cannot  for- 

||  give  ourselves  for  failing  to  be  what  we  ought  to  be. 

Only  because  we  are  loved  and  accepted  by 
1 God,  in  spite  of  our  failure,  can  the  right  rela- 
tionship with  ourselves,  with  others,  and  with 
God  be  restored.  It  is  in  these  circumstances, 
where  guilt  is  close  to  the  surface,  that  a clergy- 
man belongs.  Although  interpretations  of  the 
clergyman’s  role  vary,  all  religious  faiths  stress  his 
responsibility  to  represent  the  power  of  religion 
that  is  capable  of  freeing  the  individual  from  his 
failure  and  guilt. 

For  the  Catholic  this  is  where  confession  comes 
in.  I could  give  you  many  striking  examples  of 
what  confession  does  for  the  Catholic  patient. 
Here,  I will  just  relate  one  About  two  years 
ago  a man  was  brought  into  New  York  Hospital 
with  suspicion  of  cancer.  He  was  very  upset, 
and  so  were  members  of  his  family.  They  asked 
for  a priest  immediately.  I was  called,  but 
before  I saw  the  patient,  members  of  the  family 
asked  to  see  me.  The  man’s  wife  and  children 
told  me  they  were  fearful  not  so  much  for  the 
physical  outcome  but  because  their  husband  and 
father  had  been  away  from  the  Church  for  so 
many  years.  They  felt  sure  that  the  patient’s 
fear  was  for  the  same  reason.  And  so  it  proved 
to  be ! After  talking  to  the  patient  for  a time, 
hearing  his  confession,  and  assuring  him  that  he 
was  all  right  with  God,  he  was  perfectly  at 
peace.  For  the  remainder  of  his  four  weeks 
terminal  stay  in  the  hospital,  doctors  and  nurses 
all  remarked  about  the  wonderful  example  of 
peace  and  resignation  exhibited  by  this  patient 
and  his  family. 

The  loneliness  which  comes  with  long  conva- 
lescence or  a severe  handicap  may  become  an 
acute  problem  for  the  patient.  Neither  the  doc- 
tor nor  the  nurse  has  the  time  to  spend  more 


than  a few  brief  moments  with  him.  A clergy- 
man can  bridge  the  gap  between  the  narrowed 
world  of  the  hospital  room  and  the  active  life 
outside. 

Then  too  before  operations  the  rabbi,  minister, 
or  priest  may  give  great  comfort  to  patients  and 
their  families,  who  often  become  emotionally 
upset  under  the  stress  of  such  crisis.  The  patient 
may  grow  antagonistic  toward  his  doctor,  or  the 
family  may  distrust  the  doctor’s  decision  that 
an  operation  is  necessary.  The  clergyman  can 
help  renew  both  the  patient’s  and  the  family’s 
trust  in  the  doctor.  Because  he  is  not  part  of 
the  hospital  team  which  has  a “vested  interest,” 
he  can  mediate  in  an  especially  constructive 
way.  To  the  Catholic  patient,  seeing  the  priest 
before  any  operation  is  quite  important.  Con- 
fession and  Holy  Communion  mean  much  to 
him  at  this  time.  Doctors  have  thanked  me 
innumerable  times  over  the  last  four  years, 
during  which  time  I’ve  served  as  chaplain  at 
New  York  Hospital,  for  my  efforts  to  give 
courage  and  confidence  to  patients  and  their 
families  before  an  operation. 

Before  I conclude,  let  me  say  that  since  1952, 
when  our  organized  spiritual  program  began  at 
New  York  Hospital,  I have  made  over  30,000 
visits  a year  to  patients.  Not  once  in  these 
many  thousands  of  visits  have  I met  with  rebuke, 
and  I’m  sure  Rabbi  Silver  and  Dr.  Blake  can 
give  similar  testimony.  This  is  an  excellent 
proof  of  the  yearning  of  the  average  person  for 
spiritual  nourishment — for  care  of  soul  as  well  as 
body.  This  must  be  recognized.  Doctor  and 
clergyman  must  work  hand  in  hand. 

By  being  sympathetic  to  the  religious  as  well 
as  the  medical  needs  of  his  patients,  the  doctor  is 
fulfilling  his  responsibility  to  provide,  so  far  as 
he  is  able,  for  the  total  needs  of  those  patients 
who  have  been  entrusted  to  his  care. 

Thank  you  and  God  bless  you  ! 


The  common  stock  of  intellectual  enjoyment  should  not  be  difficult  of  access  because  of  the 
economic  position  of  him  who  would  approach  it. — Jane  Adams 
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Although  there  is  great  variation  among 
the  views  of  American  labor  unions  on 
how  medical  care  ought  to  be  provided  and 
financed,  most  labor  groups  support  legislation 
to  establish  a national  health  insurance  pro- 
gram. But  Congress  has  not  enacted  such  leg- 
islation. Almost  all  unions,  therefore,  are 
heavily  committed  by  collective  bargaining  to 
the  task  of  making  voluntary  health  programs 
work. 

Some  labor  unions  provide  health  services 
directly  to  their  members.  For  example,  there 
are  the  health  centers  of  the  International 
Ladies  Garment  Workers  and  the  Amalgamated 
Clothing  Workers,  the  AFL  Medical  Center  in 
Philadelphia,  the  Labor  Health  Institute  in 
St.  Louis,  and  the  medical  care  program  of  the 
United  Mine  Workers.  But  such  programs 
cover  only  a fraction  of  total  union  membership. 

Most  organized  workers  and  their  families 
have  only  the  type  of  health  coverage  generally 
available  in  the  community — Blue  Cross,  Blue 
Shield,  and  commercial  insurance.  Such  vol- 
untary health  insurance  in  the  last  twenty 
years  has  had  a phenomenal  growth,  contributed 
to  substantially  by  collective  bargaining.  In 
Michigan,  Blue  Cross  and  Blue  Shield  owe  their 
rapid  growth  to  the  struggle  of  unions,  first,  to 


get  checkoff  provisions  to  pay  premiums  and, 
later,  to  secure  employer  contributions  toward 
prepaid  health  care. 

I would  not  presume  to  speak  for  all  of  labor, 
but  I can  tell  you  how  the  UAW  feels  about  its 
own  health  programs,  under  which  1,500,000 
members  and  their  families  have  in  the  past 
two  years  received  hospital,  medical,  and  surgical 
care  benefits  costing  about  210  million  dollars. 

Indemnity  health  insurance  and  Blue  Cross 
and  Blue  Shield  plans  are  overwhelmingly  dis- 
appointing because: 

1.  Although  virtually  all  UAW  members  and 
their  families  are  now  covered  by  prepayment 
plans,  at  the  time  of  illness  they  are  usually  left 
with  substantial  bills  for  services  they  thought 
were  covered. 

2.  Even  with  continually  rising  premiums 
there  has  been  little  sound  development  in  ex- 
tending areas  of  coverage. 

3.  Existing  plans  have  demonstrated  no 
concern  and  accepted  no  responsibility  for  the 
quality  of  care. 

I should  like  to  review  these  major  short- 
comings of  health  insurance  in  some  detail. 

Our  experience  has  established  beyond  any 
doubt  that  indemnity  insurance  for  physicians’ 
services  is  completely  unsatisfactory.  Indem- 
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' ; nity  allowances  have  all  too  frequently  consti- 
j tuted  merely  a base  to  which  substantial  out-of- 
| pocket  charges  are  added.  Raising  indemnity 
fee  schedules  has  brought  little  and  sometimes 
ij  no  reduction  in  the  charges  at  the  time  service 
is  rendered.  In  one  UAW  case  increasing  sur- 
gical insurance  payments  to  the  doctors  by  $26 
on  the  average  brought  about  a reduction  of  only 
j $6  in  the  average  added  fee  paid  by  patients. 

Blue  Shield  has  not  yet  provided  a satisfactory 
answer  to  this  problem.  In  many  areas  Blue 
Shield  provides  only  indemnity  insurance  no 
better  than  the  commercial  variety.  And  the 
| scheme  of  providing  service  benefits  for  families 
within  certain  income  limitations  is  frequently 
meaningless.  In  some  areas  these  income  ceil- 
J i ings  are  ridiculously  low.  Often  the  service 
! provisions  are  not  enforced. 

Two  years  ago  the  UAW  conducted  a survey 
of  charges  to  workers  covered  by  Michigan 
Blue  Shield  under  its  $5,000  family  income 
ceiling  plan.  We  found  that  roughly  two  thirds 
i of  the  workers  covered  by  the  $5,000  ceiling  plan 
; had  additional  charges  to  pay  to  the  physician 
and  that  this  proportion  was  approximately  the 
same  for  those  workers  reporting  an  income  of 
, under  $5,000  as  it  was  for  those  reporting  an 
! I income  of  more  than  that  amount.  Blue 
Shield  and  organized  medicine  in  Michigan  were 
I extremely  critical  of  the  study.  But  they  have 
- | failed  to  refute  the  findings;  they  have  not  con- 
l I ducted  a review  of  their  own  or  taken  effective 
means  to  correct  abuses.  In  Buffalo,  New  York, 

I ! Blue  Shield  has  recently  developed  a $6,000 
income  ceiling  plan.  But  the  fees  and  pre- 
; | miums  are  so  unreasonably  high  that  the  UAW 
I and  GM  have  had  no  alternative  but  to  reject 
the  contract  and  instead  purchase  indemnity 
insurance,  unsatisfactory  as  it  is. 

The  emphasis  on  hospitalization  and  surgery 
in  prevailing  “Blue”  and  commercial  plans  and 
the  absence  of  substantial  outpatient  benefits 
raises  a host  of  problems,  an  important  one  of 
; which  is  unnecessary  hospitalization.  A study 
of  15  representative  Michigan  hospitals  made 
by  Michigan  Blue  Cross  in  cooperation  with 
the  Michigan  State  Medical  Society  found  that 
there  was  faulty  utilization  in  36  per  cent  of  the 
admissions  involving  Blue  Cross  patients  and 
that  in  1954,  19  per  cent  of  hospital  bed  care 
could  not  be  considered  medically  justified. 

Factors  such  as  this  pyramid  prepayment 
costs.  While  indemnity  programs  sometimes 


keep  premiums  low  by  reducing  benefits,  Blue 
Cross  has  regularly  and  steadily  increased  pre- 
miums. And  these  rapidly  rising  premiums  are 
caused  not  only  by  justifiable  improvements  in 
hospital  wage  levels  and  working  conditions  and 
by  better  technical  facilities,  as  is  often  con- 
tended, but  also  by  inadequate  concern  for  the 
operating  efficiency  of  hospitals,  unwillingness 
to  enforce  appropriate  controls,  basically  weak 
prepayment  plan  design,  and  a reluctance  to 
experiment  with  new  ideas. 

Faced  with  the  problems  of  rising  costs  and 
consumer  dissatisfaction,  neither  the  commercial 
insurance  companies  nor  Blue  Cross  and  Blue 
Shield  are  dealing  realistically  with  the  tough, 
fundamental  problems  involved.  Instead,  they 
are  standing  pat  or,  in  some  instances,  even 
turning  away  in  part  from  prepayment  for 
health  care. 

Commercial  insurance  companies  offer  coin- 
surance and  deductible  programs  and  major 
medical  coverages  in  an  attempt  to  maintain  or 
broaden  benefits  and  at  the  same  time  to  meet 
the  problems  of  increasing  premiums.  Some 
Blue  Cross  and  Blue  Shield  plans  too  are  looking 
to  these  devices  for  an  easy  way  out.  Such 
measures  are  a retreat  from  the  whole  concept 
of  prepayment;  they  shift  more  of  the  burden 
of  illness  from  the  group  to  the  sick  individual. 
To  the  extent  that  they  are  effective,  they  con- 
stitute a barrier  to  needed  medical  care.  These 
economic  control  technics  operate  with  no 
medical  discrimination.  And  the  devices  of  coin- 
surance and  deductible  coverages  can  provide 
only  temporary  relief  from  continually  increasing 
prepayment  costs.  They  do  absolutely  nothing 
to  solve  the  basic  defects  of  our  voluntary  health 
insurance  programs. 

With  prevailing  health  insurance  in  such  a 
state,  it  is  necessary  to  reaffirm  the  fundamental 
objectives  of  health  insurance. 

We  believe  that  these  objectives  should  be: 

1.  Comprehensive  benefits  and  full  prepayment 
for  covered  services:  The  range  of  prepaid  care 
must  include  prevention,  diagnosis,  and  reha- 
bilitation in  addition  to  treatment  for  illness 
and  injury.  These  services  must  be  available 
in  the  office,  medical  center,  and  home,  as  well 
as  in  the  hospital.  When  all  types  of  medical 
service  are  made  available  through  prepayment, 
those  that  are  medically  appropriate  are  more 
likely  to  be  the  ones  used. 

Covered  services  must  be  completely  pre- 
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paid  if  the  economic  barrier  to  needed  medical 
care  is  to  be  removed  and  if  we  are  to  eliminate 
artificial  encouragement  of  medically  unneces- 
sary hospitalization.  Partial  payments  lead 
only  to  uncertainty  as  to  what  is  covered,  abuse, 
and  dissatisfaction.  Economic  controls  like  coin- 
surance and  deductible  programs  are  a step  in 
the  wrong  direction. 

Instead  of  building  health  insurance  around 
the  inapplicable  doctrines  of  life  and  casualty 
coverages,  medical  considerations  should  govern 
the  design  of  medical  care  plans.  The  restric- 
tions imposed  by  limiting  health  prepayment 
coverage  to  the  so-called  “insurable  risk”  rep- 
resents a completely  unacceptable  basis  for 
health  program  design. 

2.  Rational  organization  of  medical  services: 
The  practice  of  modern  medicine  requires  a more 
efficient  environment  and  a more  effective  or- 
ganization. It  is  extremely  difficult  for  a solo 
practitioner,  too  busy  to  keep  up  with  scientific 
developments  and  not  in  close  contact  with 
consulting  specialists,  to  practice  modern  med- 
icine. We  are  firmly  convinced  that  the  prob- 
lems posed  by  the  increasing  complexity  of  med- 
ical science  and  technology  can  be  met  in  large 
part  by  the  extension  and  expansion  of  group 
practice  and  by  bringing  medical  institutions  and 
practitioners  into  a logical  pattern  of  coopera- 
tion. 

Within  a more  effective  organization  the 
personal  physician  must  occupy  a central  role. 
The  personal  and  confidential  relationship  be- 
tween patient  and  doctor  represents  the  corner- 
stone of  adequate  personal  health  service. 
And  back  of  the  personal  physician — the  family 
doctor— must  be  a full  range  of  specialists  im- 
mediately available,  working  together  to  render 
complete  and  balanced  health  service. 

All  these  features  of  program  design  and  or- 
ganization of  services  are  needed  to  furnish  a 
climate  in  which  high  quality  care  can  be  pro- 
vided. But  we  cannot  stop  here  on  the  assump- 
tion that  the  care  will  be  of  high  quality.  There 
must  be,  in  addition,  direct  concern  for  quality 
of  care. 

3.  Direct  attention  to  quality:  Certain  quality 
controls  must  be  built  into  medical  care  pre- 
payment programs.  To  assure  the  promotion 
and  maintenance  of  a high  quality  of  medical 
and  hospital  care  there  must  be  standards  of 
qualifications  for  physicians,  standards  for  hos- 
pital and  other  facilities,  standards  of  medical 


practice  to  be  set  with  competent  medical  ad- 
vice, provision  for  continuing  education  of  pro- 
fessional personnel,  and  periodic  evaluation  of 
quality.  The  comprehensive  service  plans  are 
developing  effective  technics  for  evaluating 
quality  of  care  and  for  encouraging  high  quality. 

It  is  our  conviction  that  only  if  the  objectives 
I have  outlined  are  met — if  there  is  complete 
prepayment  for  a full  range  of  health  services,  if 
medical  services  are  rationally  organized,  and 
if  direct  attention  is  given  to  quality — only  then 
will  the  individual’s  health  needs  be  effectively 
and  economically  met. 

There  should  be  some  consideration  as  to 
whether  Blue  Cross  and  Blue  Shield  plans  which 
are  controlled  by  the  hospitals  and  the  medical 
profession  can  meet  the  objectives  of  our  Union 
which  I have  set  forth.  I am  convinced  that 
they  can — if  they  will.  I recognize  that  one  of 
the  most  difficult  aspects  of  meeting  these  ob- 
jectives is  the  necessity  for  injecting  medical 
control  in  the  face  of  a long  history  of  “hands  off” 
concerning  such  supervision  by  the  prepayment 
plan.  But  effective  controls  must  be  developed, 
not  only  in  the  interests  of  quality,  but  to  pre- 
vent abuses  when  benefits  are  substantially 
broadened.  The  Windsor  Medical  Service  Plan 
of  Ontario’s  Essex  County  Medical  Society 
furnishes  a pattern  by  which  any  county  medical 
society  in  the  United  States  could  extend  and 
improve  its  program  while  preserving  medical 
society  sponsorship  and  the  fee-for-service  pat- 
tern of  reimbursement.  The  Windsor  Plan  in- 
corporates a system  for  statistical  evaluation 
and  professional  review  to  exercise  control  of 
abuse  by  subscriber  or  practitioner.  These 
same  technics  might  be  used  to  examine  the 
quality  of  care. 

The  Health  Insurance  Plan  of  Greater  New 
York,  the  Kaiser  Foundation  Health  Plan  in 
California,  and  other  programs  have  demon- 
strated that  the  goals  of  our  Union  are  attainable. 
Under  collective  bargaining  agreements  we  have 
secured  the  right  of  each  worker  in  the  major 
auto  plants  to  elect  coverage  in  such  compre- 
hensive programs  when  they  exist  as  an  alter- 
native to  coverage  by  Blue  Cross,  Blue  Shield, 
and  commercial  insurance.  The  UAW  ha? 
initiated  a move  to  make  this  kind  of  commu- 
nity-wide plan  available  in  Detroit.  A group  of 
community  leaders  has  set  up  the  Community 
Health  Association  which  is  developing  a com- 
prehensive prepaid  medical  care  program  using 
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physicians  in  group  practice  affiliated  with 
community  hospitals  and  open  to  everyone  in 
the  community.  This  development  is  a direct 
outgrowth  of  general  dissatisfaction  with  com- 
monly available  prepayment  programs.  Other 
unions  are  giving  concrete  expression  to  their 
dissatisfaction  with  existing  community-wide 
plans  by  developing  or  enlarging  union  or  union 
management-operated  health  service  programs. 
This  too  is  an  appropriate  and  understandable 
reaction  to  the  failure  of  the  community  and  the 
professions  to  provide  programs  that  union  mem- 
bers want  and  need. 

Union  members  will  be  willing  to  increase  the 
collective  bargaining  money  allocated  to  medical 
care.  But  they  must  be  convinced  that  they 
will  get  more  health  care  of  assured  higher 
quality  for  each  added  dollar  allocated.  It 
will  become  increasingly  difficult  to  get  workers 
to  pay  more  and  more  for  programs  that  fail  to 
broaden  benefits,  for  programs  under  which 
there  is  serious  waste,  for  programs  where  there 
is  no  concern  for  quality. 

Broadly  speaking,  most  of  the  development 
of  prepayment  still  lies  ahead  of  us,  both  as  to 
the  benefits  covered  and  the  organizational  form 
that  will  evolve. 

Labor  unions  are  determined  to  work  for  the 
development  of  new  and  different  forms  of  pre- 
paid health  care. 

While  I have  been  talking  about  how  labor 
feels,  employers  also  have  a great  stake  in  this 
problem  and  a growing  impatience  with  lack  of 
progress.  Benson  Ford,  vice-president  of  Ford 
Motor  Company,  said: 

. . Inclusive  health  care  should  provide  to  every 
American  citizen,  at  a cost  that  he  can  reasonably 
meet,  all  of  the  services  necessary  to  keep  him 
healthy  and  productive.  Ultimately  it  must  in- 
volve preventive,  diagnostic  care  as  well  as  cura- 
tive. 


...  I for  one  am  not  in  the  least  worried  about 
the  so-called  threat  of  “socialized”  medicine. 
Nor  do  I worry  about  the  tremendous  demand  for 
more  and  better  medical  service  at  lower  cost. 
Certainly  I don’t  regard  it  as  being  out  of  step 
with  American  traditions.  It  is  very  much  in 
step  with  them. 

. . . There  must  be  no  hard  and  fast  barriers  to 
the  expansion  of  economical  credit  for  all  our  medi- 
cal needs.  ..  While  progress  toward  the  ideal  of 
an  inclusive  health  system  must  be  evolutionary, 
it  must  evolve  visibly — at  something  more  than  a 
snail’s  pace. 

All  of  this  adds  up  to  the  need  for  a vast 
amount  of  experimentation  out  of  which  im- 
portant new  patterns  of  prepayment  will  emerge. 
The  pattern  must  not  be  frozen.  While  labor 
has  been  and  will  continue  to  be  sympathetic  to 
union  health  centers  and  independent  com- 
munity comprehensive  medical  service  plans,  we 
would  like  nothing  better  than  to  see  the  medi- 
cal societies  develop  comprehensive  medical 
care  plans  of  their  own.  For  the  most  practical 
of  reasons  we  will  continue  to  give  such  plans 
conscientious  consideration  and  support. 

Adequate  medical  care  is  something  that  the 
American  people  demand  and  will  get.  This  is 
not  a matter  of  conflict  of  ideologies;  this  is  not 
a battle  over  whether  we  are  going  to  be  a so- 
cialist or  a capitalist  nation.  There  is  much 
less  to  be  feared  from  competition  among 
reasonable  alternative  plans  than  from  public  dis- 
satisfaction with  the  lack  of  adequate  protection 
throughout  the  country. 

It  is  my  firm  conviction  that  the  way  to  solve 
these  problems  is  in  the  good  old  American  way  of 
encouraging  competition  between  a variety  of 
programs  out  of  which  the  issue  can  ultimately 
be  decided  in  the  best  interests  of  the  consumer 
and  the  professions. 
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( Past-President , American  Medical  Association) 


The  history  of  medical  care  in  the  United 
States  is  a rather  interesting  one.  Years  ago 
the  very  wealthy  and  the  very  poor  did  receive 
perhaps  the  best  quality  medical  care  available. 
People  who  were  very  poor  had  splendid  services 
given  free  at  our  hospitals  with  free  medical 
care.  The  hospitals  were  supported  by  tax- 
payers or  by  private  contributions  from  philan- 
thropically  minded  successful  businessmen,  and 
the  physicians  gladly  furnished  the  medical  care 
for  the  charity  patients.  Many  of  the  citizens  in 
the  middle  group  were  definitely  caught  in  a 
squeeze  when  it  came  to  paying  for  both  hospital 
and  medical  services  as  private  patients.  If 
they  couldn’t  pay  the  full  fees,  they  were  con- 
sidered more  or  less  medically  indigent,  and  for  a 
catastrophic  illness  they  were  granted  free  or 
charity  services  on  our  excellent  free  wards  in  the 
institutions. 

With  the  advent  of  high  taxes  which  then 
became  inevitable,  later  to  be  followed  by  high 
income  taxes,  the  hospitals,  called  voluntary  to 
differentiate  them  from  state  or  city  hospitals, 
such  as  your  Bellevue  Hospital  here  in  New  York 
City  which  is  supported  wholly  by  tax  monies, 
came  on  hard  times.  Fewer  and  fewer  wealthy 
men  who  had  been  appointed,  principally  because 
of  their  success,  to  the  boards  of  the  voluntary 
hospitals  were  able  to  pick  up  the  deficit  tabs 
annually.  During  the  depression  with  all  of  its 
woes  there  developed  hordes  of  different  groups  of 
people  who  claimed  that  they  had  the  solution  of 
the  medical  and  hospital  care  problem  for  the 
great  mass  of  the  American  people.  As  a result 
of  the  confusion  that  resulted  in  the  1930’s, 
medical  care  and  its  costs  became  a major  subject 
of  lay  group  discussions,  and  legislators  with  an 
ear  for  the  vote-catching  welfare  programming 
began  to  write  various  and  sundry  types  of 
legislation  at  the  state  and  national  levels  to 
satisfy  if  possible  the  presumed  needs  of  the 
public.  During  all  of  this  time  the  physician  went 
his  own  way  doing  the  best  he  could  for  all 
sorts  and  kinds  of  people,  studying  and  working 
continuously  to  improve  the  sceintific  care  of 
those  who  consulted  him. 


Suddenly  the  profession  was  faced  with  the 
threat  of  so-called  socialized  medicine  through  the 
various  types  of  Federal  compulsory  medical  care 
programs  such  as  those  advocated  by  the  various 
Wagner-Murray-Dingell  bills.  Realizing  that  the 
type  of  medical  care  would  deteriorate  immeasur- 
ably if  such  Federal  control  of  medical  practice 
became  a fact,  the  profession  decided  to  do 
something  about  it.  They  opposed  the  com- 
pulsory Federal  control  of  medical  practice  for 
several  reasons: 

1.  It  would  almost  completely  destroy  the 
physician-patient  relationship. 

2.  It  would  destroy  free  choice  of  physician 
which  is  so  necessary,  for  only  with  free  choice  of 
physician  can  the  spiritual  values  so  important 
to  the  successful  practice  of  medicine  be  main- 
tained. 

3.  It  would  destroy  the  quality  of  medical 
care. 

Heretofore  we  had  been  a truly  professional 
people  making  our  own  living  from  those  who 
could  afford  to  pay  and  giving  freely  of  our 
services  to  those  who  could  not.  We  realized 
that  the  only  way  to  combat  Federal  compulsory 
sickness  insurance  would  be  to  set  up  an  accept- 
able insurance  program  rather  than  a completely 
government-supported  compulsory  tax  program. 
We  approached  the  established  private  insurance 
industry  and  asked  them  to  do  the  job.  Because 
of  a lack  of  actuarial  statistics  and  experience  with 
this  type  of  coverage  and  some  other  unfortunate 
experiences  with  certain  types  of  compensation 
cases,  they  were  loath  to  gamble  with  the  idea. 

The  American  Hospital  Association  then 
created  Blue  Cross.  The  physicians  of  the 
country  created  Blue  Shield.  Both  were  non- 
profit voluntary  programs  which  preserved  the 
individual  choice  of  physician.  Blue  Cross  at 
first  made  the  greatest  headway.  There  were 
specific  reasons  for  this.  Blue  Shield  had  rough 
going,  but  the  physicians  cooperated,  and  today 
Blue  Shield  has  millions  of  Americans  enrolled  at 
reasonable  premiums  for  most  of  the  catastrophic 
illnesses.  At  first  the  insurance  was  meant  to 
care  for  the  lower  income  groups,  but  because  of 
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necessity  and  demand  it  has  been  extended  to 
cover  those  in  the  better  income  groups.  The 
private  insurance  industry  has  now  come  into  the 
field  and  is  competing  with  Blue  Shield  in  this 
form  of  insurance  programming. 

Today  there  are  well  over  100  million  people 
insured  for  some  type  of  sickness.  It  is  one  of  the 
most  popular  insurance  programs  today.  Blue 
Shield  is  perhaps  the  more  popular  insurance 
written  and  sold  today  because  it  is  the  “Doctor’s” 
plan.  We  have  more  or  less  opposed  certain 
other  plans  where  a third  party  comes  between 
the  physician  and  the  patient.  It  is  obvious  why 
this  is  true,  for  it  is  axiomatic  that  the  fellow 
who  pays  the  bills  calls  the  shots;  free  choice 
goes  out  the  window,  and  compulsion  comes  in. 
We  are  opposed  to  compulsion. 

When  the  “Medicare”  program  came  up  for 
the  protection  of  the  dependents  of  those  in  the 
various  armed  services,  we  went  along  with  the 
program,  and  so  far  every  state  medical  society 
had  accepted  “Medicare.”  We  are  attempting  to 
make  it  a success  because  it  is  providing  free 
choice  of  physician.  This  is  being  accomplished 
because  government  working  with  the  state 
medical  societies  has  permitted  the  latter  to  offer 
insurance  services  to  these  dependents  through 
insurance  groups  acting  as  the  state  societies’  fiscal 
agents.  As  long  as  this  relationship  is  main- 
tained, I’m  sure  that  the  program  will  work. 

It  might  be  of  interest  for  you  to  know  why  we 
opposed  certain  provisions  of  the  bill  known  as 
H.R.  7225.  There  were  many  titles  to  this  bill 
that  we  did  not  oppose,  but  the  one  title  that 
had  our  very  earnest  opposition  was  the  one 
giving  Social  Security  benefits  to  the  totally  and 
permanently  disabled  at  age  fifty.  The  reason 
for  our  opposition  was  that  for  many,  many 
years  there  has  been  no  really  valid  definition  of 
“totally  and  permanently  disabled.”  In  one 
city  which  the  A.M.A.  surveyed,  out  of  quite  a 
number,  we  found  several  different  agencies 
caring  for  the  totally  and  permanently  disabled 
of  that  area.  Each  agency  had  an  entirely 
different  definition  of  totally  and  permanently 
disabled.  Even  the  agencies  couldn’t  agree. 


We  also  knew  that  if  a man  or  woman  supposedly 
totally  and  permanently  disabled  were  paid  a sum 
of  money  regularly  for  his  disability,  it  would  be 
exceedingly  difficult  for  him  or  her  to  go  through 
the  often  terrible  effort  to  rehabilitate  himself  or 
herself  in  some  way  or  other.  As  a matter  of 
fact,  we  were  much  more  interested  in  spending 
government  money  for  rehabilitation.  I would 
like  to  call  your  attention  that  General  Maas,  a 
totally  blind  man,  and  Mr.  Rescardi,  at  one  time 
completely  crippled,  appeared  against  this  title  of 
the  bill  because  they  knew  that  most  so-called 
totally  and  permanently  disabled  people,  being 
human,  would  take  the  easy  way  instead  of  the 
hard  road  to  rehabilitation.  I would  like  here  to 
give  a boost  to  my  good  friend  Dr.  Howard 
Rusk  for  the  monumental  job  he  is  doing  right 
here  in  New  York  City  to  rehabilitate  successfully 
many  people  who  but  for  him  and  his  work  would 
sit  helpless  and  defenseless  for  the  rest  of  their 
lives. 

It  is  my  humble  opinion  that  the  medical 
profession  of  America  wishes  to  cooperate  in 
every  way  with  all  groups  of  our  citizens — in 
industry,  in  labor,  and  in  government — to 
continue  to  give  to  our  people  what  they  already 
have,  the  best  medical  service  in  the  world  at  a 
fair  cost,  and  that  we  shall  be  opposed  to  com- 
pulsion and  always  be  for  the  free  choice  of 
physicians.  Don’t  forget  that  as  long  as  you  have 
free  choice  of  physician,  you  have  ways  and  means 
of  ascertaining  the  fees  usually  charged  by  a 
given  physician,  and  you  may  choose  either  the 
one  who  charges  relatively  large  fees  or  one 
whose  fees  are  average — not  always  is  the  higher 
priced  man  the  better  physician. 

In  closing,  I would  just  say  that  confidence  in 
your  doctor  is  as  much  a part  of  your  battle  to 
get  well  as  is  the  science  he  can  bring  to  play  in 
your  care  when  you  are  sick.  Medicine  does 
have  strong  spiritual  values  as  well  as  the 
scientific  approach.  These  would  be  lost  if  you 
did  not  have  free  choice  of  physician.  The 
insurance  program  is  an  accepted  policy  and  has 
made  available  quality  medical  service  at  fair 
fees  to  all. 
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( Special  Assistant  to  the  Secretary  for  Health  and  Medical  Affairs,  United  States  Department  of  Health,  Educa- 
tion, and  Welfare) 


It  is  a pleasure  and  a privilege  to  make  my  first 
public  appearance  as  a government  official  on 
such  an  auspicious  occasion.  I am  a native  of  the 
Empire  State  and  a graduate  of  one  of  its  great 
medical  schools.  Thus  I share  your  pride  in  the 
Medical  Society  of  the  State  of  New  York,  which 
was  not  only  one  of  the  first  medical  societies  of 
our  nation  but  is  today  among  the  leading 
medical  organizations  of  the  world. 

As  President  Eisenhower  has  written  you,  it  is 
inspiring  to  reflect  that  for  more  than  a century 
and  a half  New  York  physicians  have  been 
making  a united  effort  to  realize  for  people  under 
their  care  the  best  medicine  has  had  to  offer. 
Secretary  Folsom  also  has  sent  with  me  his  own 
congratulations  on  this  important  anniversary 
and  extends  to  you  his  heartiest  best  wishes  for 
continued  success  in  the  years  ahead. 

I have  been  asked  to  speak  for  government  on 
the  theme,  “A  Blueprint  for  Medical  Service.” 
First,  however,  I want  to  make  clear  something  of 
what  I understand  the  Federal  government  to  be. 
Tonight  we  are  hearing  from  management,  from 
labor,  from  organized  medicine,  and  from 
government.  A government  viewpoint,  by  the 
very  nature  of  our  democracy,  is  not  a separate 
thing  of  itself.  It  must  be  a composite  of  all  these, 
for  government  is  made  up  alike  of  management 
and  labor,  of  members  of  the  professions,  of 
farmers  and  businessmen,  and  of  producers  and 
consumers.  As  a government  official,  then,  it  is 
my  continuing  responsibility  to  think  of  medical 
service  from  the  point  of  view  of  the  whole 
population. 

The  character  of  medicine,  like  that  of  the 
total  environment,  is  the  creature  of  scientific 
change.  The  scientific  and  technologic  develop- 
ments which  we  witness  almost  daily  have  their 
impact  on  medicine  as  they  do  on  all  other  aspects 
of  our  society.  The  challenge  is  to  keep  all  of 
these  developments  and  changes  in  balance  so 
that  the  benefits  of  each  may  be  reflected  in  the 
others. 

During  the  professional  careers  of  most  of  us 
here,  there  has  come  almost  unbelievable  new 


scientific  knowledge  that  has  shown  the  way  to 
saving  lives  from  diseases  once  invariably  fatal 
and  has  greatly  reduced  the  seriousness  of  many 
other  illnesses.  We  have  witnessed  dramatic 
developments  in  chemotherapy  and  spectacular 
achievements  in  surgery,  in  preventive  and  diag- 
nostic technics,  in  rehabilitation  and  in  hospital 
care.  These  products  of  research  have  provided 
us  with  tools  with  which  we  can  help  many 
patients  achieve  longer  and  more  comfortable 
lives. 

Yet  as  some  serious  health  hazards  come  under 
control,  others  spring  up  to  tax  our  ingenuity. 
A part  of  these  arise  out  of  our  very  successes; 
it  is  to  this  group  of  ills  I first  heard  Dr.  Howard 
Rusk  apply  the  word  “iatrogenic.”  Others  are 
fostered  by  the  way  we  live — by  the  type  and 
pace  of  our  environment. 

Many  babies  and  young  children  whose  lives 
are  saved  as  a result  of  the  new  scientific  arma- 
mentarium live  only  to  be  confronted  later  by 
accidental  death  or  injury.  If  accidents  don’t 
claim  their  lives — and  they  are  now  the  first 
cause  of  death  in  the  age  group  between  one  and 
thirty-five — they  may  be  faced  in  their  middle 
and  later  years  with  the  more  complicated 
degenerative  diseases  and  the  chronic  diseases. 
I need  not  stress  the  burden  on  our  society  of 
mental  illness,  whose  victims  fill  half  of  our 
hospital  beds. 

The  management  of  the  chronic  and  degenera- 
tive diseases,  which  so  often  strike  man  at  the 
height  of  his  productivity  and  financial  responsi- 
bility, presents  one  of  the  most  difficult  problems 
faced  by  the  physicians  of  today.  These  are  the 
conditions  that  too  frequently  require  long  and 
expensive  medical  services  along  with  months  of 
rehabilitation  and  retraining.  The  result  almost 
always  is  a series  of  critical  social  and  economic 
problems  for  the  patient  and  his  family.  Few 
conditions  of  life  can  consume  a family’s  financial 
resources  more  swiftly  and  surely  than  chronic 
illness.  It  often  is  catastrophic  when  the  patient 
is  the  breadwinner. 

And  so  we  speak  of  the  manifold  newer  problems 
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of  medicine  which  arise  almost  as  fast  as  the  old 
ones  are  solved,  and  of  the  great  costs  involved  in 
the  all-important  areas  of  research  and  education 
which  must  receive  never-failing  support,  and 
above  all  of  the  fact  that  this  country  cannot  toler- 
ate a situation  in  which  the  great  advances  in  med- 
icine are  not  in  some  manner  available  to  all 
of  its  people  regardless  of  ability  to  pay. 

No  one  group  can  cope  successfully  with  all  of 
the  complex  factors  involved  in  better  medical 
care  and  its  high  costs.  It  takes  all  of  us — the 
medical  and  health  professions,  the  universities, 
hospitals,  foundations,  management,  labor,  and 
government 

No  one  in  this  room  wants  government  to  play 
the  roles  of  financier,  producer,  and  manager  in 
this  production.  And,  believe  me,  this  is  the  last 
thing  your  present  Administration  wants. 

It  is  not  my  place  tonight  to  speak  for  the 
medical  profession,  but  the  physicians  of  the 
country  must  be  among  the  principal  players. 
We  doctors  very  properly  are  jealous  of  our 
professional  freedom.  We  are  determined  to 
guard  against  any  encroachments  on  our  relation- 
ships with  our  patients  and  on  our  methods  of 
conducting  our  medical  practice.  But  freedom 
by  its  very  nature  entails  responsibility — responsi- 
bility for  every  area  in  which  we  cherish  our 
freedom. 

The  poet,  John  Milton  once  wrote:  “None  can 
love  freedom  heartily  but  good  men;  the  rest 
love  not  freedom  but  license.”  The  “good  men” 
of  medicine  are  the  physicians  dedicated 
to  rendering  the  best  possible  kind  of  medical 
care,  who  strive  to  perform  only  those  services 
which  lie  within  their  professional  competence, 
and  who  continually  are  aware  of  the  vast 
economic  and  social  problems  involved  in  bringing 
the  best  of  medicine  within  the  reach  of  all  the 
people  they  serve. 

Our  universities  and  foundations  must  continue 
to  carry  the  major  burden  of  education  and 
research,  and  our  hospitals  must  continually  seek 
to  do  a better  job  at  the  very  minimum  cost. 
The  pharmaceutical  industry  carries  grave 
responsibilities  with  respect  both  to  the  economics 
of  medical  care  and  to  the  support  of  the  research 
which  gives  it  its  products.  I am  not  here  to 
speak  for  management,  but  management  must 
ever  be  mindful  of  the  human  machinery  which 
keeps  the  wheels  of  business  and  industry  in 
motion.  I am  not  here  to  speak  for  labor,  but 
labor  must  be  objective  in  its  demands  on 


management. 

I must  now  get  back  to  the  main  purpose  of  my 
being  here — to  discuss  the  role  of  government  in 
the  “Blueprint  for  Medical  Service.”  Although 
its  role  always  must  be  strong,  it  nevertheless 
should  continue  to  be  a supporting  one.  In  the 
time  remaining  I shall  mention  a few  of  the  ways 
in  which  the  present  Administration  is  supporting 
the  constant  effort  of  all  of  us  to  improve  the 
quality  of  medical  care  and  the  efforts  to  solve 
the  economic  problems  involved  in  making  this 
improved  care  available  to  all  the  people. 

In  the  past  year  research  in  the  leading  health 
problems  has  been  increased  substantially,  both  in 
government  laboratories  and  in  private  labora- 
tories, through  the  stimulation  of  government 
grants.  The  Department  of  Health,  Education, 
and  Welfare  has  stepped  up  research  in  cancer, 
heart  disease,  neurologic  diseases,  blindness, 
communicable  diseases,  allergy,  and  mental 
illness.  A part  of  this  research  (for  which  the 
Congress  last  year  appropriated  more  than  184 
million  dollars)  is  going  on  at  the  Public  Health 
Service’s  National  Institutes  of  Health.  By  far 
the  largest  portion  of  the  funds,  however,  has 
been  allocated  in  grants  tonon-Federal  institutions 
to  enlist  for  scientific  investigation  the  talents 
and  energies  of  thousands  of  scientists. 

In  order  to  give  scientists  adequate  tools  with 
which  to  work,  the  Department  this  year  also 
has  been  aiding  in  the  construction  and  rehabilita- 
tion of  medical  research  facilities.  The  Public 
Health  Service  is  matching  funds  raised  by 
grantee  institutions  to  build  needed  facilities. 
Thirty  million  dollars  a year  for  three  years  have 
been  authorized  for  this  program  which  will 
permit  the  replacement  of  obsolescent  laboratories 
and  the  expansion  of  medical  school  research 
space. 

But  laboratories  and  research  dollars  of  them- 
selves mean  nothing  if  there  are  not  trained 
people  in  sufficient  numbers  to  use  them  to 
their  fullest  capacity.  And  the  shortage  of 
research  scientists  is  great.  To  aid  in  alleviating 
this  shortage,  the  National  Institutes  of  Health 
are  expanding  their  scientific  traineeships  and 
fellowships.  This  year  more  than  5,000  physi- 
cians and  other  scientists  are  being  given  research 
training  through  NIH  grants. 

Medical  research  scientists  and  practicing 
physicians  do  not  spring  into  being  fully  devel- 
oped. The  first  step  must  be  the  medical  school. 
Right  tiuw  more  than  half  of  the  medical  schools 
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in  this  country  are  trying  to  operate  in  buildings 
that  not  only  are  outmoded  but  are  over  sixty- 
five  years  old.  The  Administration  in  1956 
recommended  grants  for  medical  school  training 
facilities  as  distinguished  from  research  facilities. 
This  measure  failed  to  be  enacted  last  year.  In 
the  current  session  of  the  Congress  the  Adminis- 
tration plans  again  to  urge  legislation  to  provide 
these  grants.  I am  sure  you  share  my  hope  that 
this  time  it  will  be  passed. 

Medical  and  health  personnel  are  in  short- 
supplv  almost  across  the  board.  In  an  effort  to 
stem  mounting  shortages  in  important  categories, 
the  Congress  last  year,  on  recommendation  of  the 
President,  authorized  a program  of  graduate 
traineeships  for  public  health  workers  and  for 
educating  professional  nurses  for  supervisory  and 
teaching  positions.  A program  of  grants  to 
states  for  the  training  of  practical  nurses  also  has 
been  put  into  effect. 

The  combination  of  personnel  shortages  and 
high  costs  has  given  rise  to  a whole  range  of 
studies  into  the  development  of  new  patterns  of 
hospital  and  medical  care.  To  assist  in  this 
development,  the  Congress  has  appropriated 
82,400.000  to  the  Public  Health  Service  during  the 
past  two  years  for  research  and  demonstration 
projects  concerned  with  hospital  plants,  services, 
and  resources. 

In  working  toward  removal  of  some  of  the 
obstacles  to  more  efficient  and  more  economical 
medical  services,  it  is  essential  that  we  look 
toward  a better  distribution  of  expensive  and 
highly  skilled  personnel  and  means  by  which 
patients  can  be  better  directed  to  facilities 
appropriate  to  the  degree  of  their  illness.  As  a 
means  to  improve  the  use  of  health  manpower 
and  health  facilities  and  at  the  same  time  to 
reduce  the  costs  of  needed  care,  promise  is 
offered  in  wider  use,  for  example,  of  home  care, 
outpatient  departments,  and  nursing  homes. 

Furthermore,  there  are  many  ambulatory 
patients  in  almost  every  hospital  who  could  be 
housed  in  quarters  of  a less  costly  type  than  those 
required  for  acutely  ill  patients,  patients  who 
could  take  care  of  many  of  their  personal  needs — 
who,  for  example,  could  eat  in  a cafeteria  rather 
than  have  meals  served  to  them  in  their  hospital 
rooms.  To  look  further  into  the  practicality  of 
this  app roach,  Secretary  Folsom  last  fall  ap- 
pointed an  advisory  committee  composed  of  a 
group  of  nationally  known  physicians  and  admin- 
istrators under  the  chairmanship  of  Dr.  Russell 


Nelson,  director  of  Johns  Hopkins  Hospital. 

As  all  of  us  know  so  well,  there  are  still  many 
unsolved  problems  relating  to  the  financing  of 
medical  care.  Too  many  people  find  it  difficult 
or  impossible  to  meet  the  costs  of  sickness.  The 
best  way  for  most  people  to  assure  themselves 
that  they  will  be  able  to  pay  for  necessary  medical 
care  is  to  participate  in  voluntary  health  insurance 
plans. 

Considerable  progress  has  been  made  recently 
in  developing  prepayment  plans  and  in  broadening 
voluntary  health  insurance  coverage.  Yet 
despite  this  growth  there  are  important  gaps 
and  limitations  in  coverage.  Among  the  most 
important  needs  are  (1)  the  extension  of  major 
medical  expense  insurance  to  a great  many 
more  people  than  the  ten  million  in  this  country 
who  now  have  this  type  of  coverage,  (2)  the 
development  of  better  coverage  for  older  people, 
who  are  more  likely  to  incur  expensive  illnesses, 
(3)  better  methods  of  protection  for  farmers  and 
others  in  rural  areas  and  those  who  work  in 
small  plants  or  are  self-employed,  and  (4)  more 
adequate  protection  for  people  who  because  of  an 
already  existing  chronic  illness  or  disability 
may  be  considered  substandard  risks. 

For  several  years  the  Administration  has 
encouraged  the  strengthening  and  extension  of 
voluntary  health  insurance.  Legislation  to  ac- 
complish this  objective  was  introduced  last  year 
and  will  be  reintroduced  this  year.  It  would 
authorize  the  Secretary  of  Health,  Education,  and 
Welfare,  after  consulting  with  the  Federal  Trade 
Commission  and  obtaining  approval  of  the 
Attorney  General,  to  approve  voluntary  agree- 
ments between  private  or  nonprofit  insurance 
organizations  to  pool  their  resources  and  experi- 
ence to  develop  better  coverage. 

Because  large  insurance  companies  are  gener- 
ally able  to  undertake  necessary  experimentation 
and  expansion  on  their  own,  this  program  would  be 
limited  to  companies  doing  less  than  1 per  cent 
of  the  total  commercial  health  insurance  business 
or  among  voluntaiy  associations  such  as  Blue 
Cross  and  Blue  Shield.  This  would  cover  all 
but  about  25  to  30  insurance  companies  among 
the  more  than  700  in  the  health  insurance  field. 

As  further  evidence  of  the  Administration’s 
interest  in  the  voluntary  movement,  the  Presi- 
dent each  year  since  1954  has  asked  the  Congress 
to  authorize  a health  insurance  program  for 
Federal  employes.  We  feel  that  such  a program 
not  only  is  long  past  due,  but  it  would  be  an 
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important  stimulus  for  further  expansion  of 
similar  voluntary  programs  for  the  employes  of 
private  business  and  their  dependents. 

As  a physician  but  recently  come  to  govern- 
ment, I personally  am  pleased  to  be  associated 
with  an  Administration  that  has  dedicated  itself 
to  encourage  much  more  widespread  use  of 
voluntary  health  insurance.  From  my  own 
recent  experience  in  private  practice,  I know 
every  physician  should  encourage  his  patients  to 
obtain  prepayment  protection.  No  one  form  of 
coverage  is  best  for  every  family  and  pocketbook. 
But  I am  certain  that  a better  job  can  be  done 
across  the  board  if  there  can  be  better  under- 
standing between  the  consumers  of  medical  care 
and  those  who  produce  it.  Those  of  us  in  the 
medical  sciences  must  never  lose  sight  of  the  fact 
that  the  American  people  will  always  have  a 


very  practical  interest  in  any  commodity  for 
which  they  are  spending  upwards  of  ten  billion 
dollars  each  year.  And  that  is  the  present  annual 
cost  of  personal  health  services. 

Physicians  and  allied  scientists  must  never  relax 
in  the  pursuit  of  newer  knowledge  of  the  causes  of 
man’s  manifold  physical  and  emotional  afflic- 
tions and  of  ways  in  which  his  suffering  may  be 
alleviated.  To  provide  the  means  whereby  the 
vast  store  of  medical  knowledge  we  now  have  and 
are  developing  can  be  placed  at  the  command  of 
all  of  our  people  is  a task  not  for  one  group; 
it  is  the  responsibility  of  all  of  us — the  medical 
profession,  management,  labor,  and  government. 
I am  certain  this  can  be  accomplished  without 
compulsion  or  unnecessary  government  inter- 
vention if  the  best  efforts  of  our  free  enterprise 
system  are  all  brought  to  bear  on  the  problem. 


Medical  Care  Distribution — Management' s View 

STANLEY  SIMON,  NEW  YORK  CITY 
( Vice-President , Bulova  Watch  Company ) 


Why  should  corporate  management  be  in- 
terested in  medical  care  distribution? 
At  a superficial  glance  I thought  that  our  in- 
plant  health  and  welfare  program  for  our  employes 
was  sufficient  unto  itself.  It  improves  our  indus- 
trial program  for  our  employes;  it  allows  us  to 
run  a happier  shop  and  takes  care  of  the  imme- 
diate ills  and  problems  of  our  people  with  a 
minimum  of  time  lost  and,  we  hope,  medical 
complications.  However,  it  did  not  take  much 
introspection  to  realize  that  we  were  in  areas 
ranging  far  from  our  necessary  inplant  services. 
I find  that  we  cannot  justifiably  separate  in- 
dustrial medicine  and  preventive  medicine. 
Preventive  medicine  we  regard  as  that  area 
of  medicine  encompassing  the  family  unit  as  a 
whole  and  represents  the  individual  responsi- 
bility for  those  activities  that  are  carried  on  for 
the  family  unit.  The  conclusion  that  the  family 
unit  is  important  to  the  individual  worker  as 


regards  his  productivity  and  efficiency  has  been 
made  more  than  evident  time  and  time  again. 
However,  outside  of  the  broad  public  health 
or  community  approach  to  the  sphere  of  pre- 
ventive medicine,  the  individual — in  this  case 
the  employe — is  not  exposed  to  preventive  health 
measures  in  the  ordinary  daily  run  of  his  activ- 
ities except  what  we  offer  in  the  form  of  a com- 
prehensive medical  care  program. 

I think  that  to  dramatize  industry’s  leanings 
concerning  medical  care  distribution,  it  would 
be  of  vital  interest  to  sketch  the  evolution  of 
the  medical  care  program  of  our  own  company 
and  where  we  are  at  present. 

We  have  found  ourselves  entwined  with  pro- 
grams of  the  various  public  health  agencies, 
hospitalization  conflicts,  and  starkly  alone  in 
certain  areas  in  which  we  felt  that  we  needed 
help.  To  highlight  a few  examples,  as  early  as 
194G  we  at  Bulova  instituted  a routine  vaccine 
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program  for  the  prevention  of  influenza.  This 
was  followed  abruptly  by  the  vaccination  of  our 
people  for  the  prevention  of  smallpox  during  the 
scare  in  the  late  1940’s  in  New  York  City. 
We  did  not  wait  at  this  time  to  be  advised  by 
any  individual  authority.  We  did  our  vacci- 
nations early  and  at  the  workers’  benches.  Re- 
cently, before  any  organized  acceptance  of  the 
program,  we  were  the  first  industrial  organiza- 
tion to  inoculate  all  our  employes  with  polio 
vaccine,  buying  the  vaccine  from  commercial 
sources.  Throughout  this  entire  period  we  have 
conducted  health  maintenance  programs  and 
mass  x-ray  surveys.  We  feel  that  this  activity 
is  an  important  contribution  to  preventive 
medicine;  with  mass  x-rays  the  infected  indi- 
vidual can  be  detected  and  removed  from  the 
community,  given  adequate  treatment,  and  re- 
turned to  economic  re-employment.  The  re- 
turn of  the  cured  individual  to  productivity  is 
an  important  consideration  in  our  endeavor. 
In  actual  fact,  in  industry  we  feel  that  the  ul- 
timate aim  of  preventive  medicine  is  keeping 
the  employe  well  and  keeping  the  employe 
working. 

A sense  of  balance  must  prevail  in  any  med- 
ical plan  with  its  fringe  benefits.  An  intimate 
relationship  between  the  ill  employe  and  his 
family  doctor  is  necessary  for  the  well-being  and 
quick  rehabilitation  of  the  employe.  A con- 
crete participation  of  the  employe  in  the  actual 
mechanics  of  these  plans  is  important  to  their 
proper  functioning.  The  burden  of  the  over- 
head can  be  assumed  by  management  spread 
through  the  departments  in  the  corporate  struc- 
ture which  can  assimilate  these  functions. 
Third  party  interest  and  involvement  should  be 
kept  to  a virtual  minimum. 

Balova's  Sickness,  Accident,  and  Dis- 
ability Program 

We  initiated  a Sickness,  Accident,  and  Dis- 
ability Program  in  1946.  We  have  always  felt 
that  for  the  employes  to  receive  full  value  from 
anything  we  attempt  to  do  for  them,  they 
should  contribute  to  it.  Our  initial  plan  was 
put  into  effect  on  the  following  broad  basis. 
The  administration  was  an  employe  responsi- 
bility. An  elected  committee  of  eight  employes 
governs  the  plan.  I say  “govern”  advisedty. 
All  problems  relative  to  the  interpretation  of 
our  rules  and  regulations  are  referred  to  them; 
all  employe  grievances  are  referred  to  them;  all 


changes  in  our  plan  are  initiated  by  them. 
Management  has  one  representative  on  the  com- 
mittee, and  his  voice  is  no  louder  than  any  other 
individual’s.  The  board  of  directors  of  the 
Bulova  Watch  Company  must  approve  or  dis- 
approve all  changes  made  only  in  the  basic  struc- 
ture of  the  Disability  Program. 

The  overhead  of  the  plan  is  assimilated  within 
our  bookkeeping  and  actuarial  departments. 
By  doing  this  we  have  found  that  the  actual 
overhead  cost  is  reduced  to  a bare  minimum, 
and  the  monies  thus  saved  in  overhead  are 
turned  back  to  the  disability  pool.  In  this  way 
optimum  efficiency  and  economy  are  obtained. 
At  present  our  plan  calls  for  a V2  of  1 per  cent 
salary  contribution  by  the  employe  with  a 
matched  amount  from  management.  Sick  em- 
ployes receive  half  wage  for  forty  weeks  after  a 
three-day  waiting  period.  This  three-day  wait- 
ing period  is  reduced  to  no  waiting  period  in 
cases  of  occupational  accidents.  For  mater- 
nity and  illnesses  arising  out  of  maternity  there 
are  seven  benefit  weeks. 

For  employes  who  are  ill  we  will  repajr  up  to 
$100  of  doctors’  visits  on  a fee-per-visit  basis 
as  within  our  schedule  of  allowances.  We  only 
ask  that  the  doctors  tell  us  the  number  of  visits, 
and  payment  is  made  to  the  employe.  We 
make  no  attempt  to  fix  the  doctors’  fees. 

We  realize  that  our  employes  fall  into  the 
great  middle  group  that  is  rapidly  getting  poorer 
medical  care  because  of  the  increasing  financial 
burden  caused  in  part  by  the  gradual  improve- 
ment in  diagnostic  facility.  We  know  that  the 
medically  indigent  get  the  necessary  adequate 
care  through  the  clinical  facilities  of  the  City  of 
New  York  and  government  agencies.  The 
wealthy  of  course  can  afford  it,  but  this  great 
middle  group  is  caught  when  it  comes  to  ancil- 
lary diagnostic  services.  To  reduce  this  spread, 
our  Sickness  and  Accident  Committee  in  1954 
inaugurated  a medical  laboratory  for  the  use  of  all 
employes  for  blood  tests,  urine  tests,  blood 
chemistries,  and  electrocardiograms.  All  these 
can  be  done  here  at  the  request  of  either  the 
employe’s  own  physician  or  our  own  doctors. 
We  feel  that  this  is  very  important.  These 
necessary  diagnostic  procedures  are  expensive 
and  ordinarily  would  not  be  sought  by  the 
employe  because  of  the  money  involved.  When 
these  tests  are  not  done,  the  employe’s  health 
suffers. 

We  are  of  course  not  interfering  with  the  pri- 
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vate  physician’s  practice  but  rather  are  helping 
him  by  having  all  his  instructions  well  executed. 
If  one  of  our  physicians  has  requested  a labora- 
tory procedure  that  is  abnormal,  the  results  will 
be  sent  to  the  patient’s  own  physician  at  no 
charge.  We  of  course  will  follow  up  these  ab- 
normalities. I hope  I have  made  it  clear  that 
we  are  vitally  concerned  in  the  relationship 
between  the  employe  and  his  own  family  doctor. 
We  feel  that  the  family  doctor  is  a vital  element 
in  our  scheme  of  industrial  health.  We  invite 
the  cooperation  of  all  the  local  physicians  and,  in 
fact,  ask  them  to  visit  us,  so  that  they  may  be- 
come familiar  with  our  organizational  setup  and 
our  ability  to  help  them  with  their  diagnosis 
and  treatment.  We  in  turn  are  very  dependent 
on  them  for  the  adequate  treatment  of  our  em- 
ployes— for  the  prompt  restoration  of  the  em- 
ployes to  good  health  and  individual  good  pro- 
ductivity. Since  1947  we  have  paid  $650,000  in 
claims.  Our  present  surplus,  including  the 
capital  expenses  and  maintenance  of  our  labora- 
tory facilities,  stands  at  $180,000. 

Concurrent  with  our  direct  Disability  Program 
we  offer  Blue  Cross  and  Blue  Shield  protection 
paid  in  full  to  all  our  ten-year  employes.  Em- 
ployes with  less  than  ten  years  service  with  our 
company  contribute  one  half  of  the  Blue  Cross 
and  Blue  Shield  premiums.  We  of  course  have 
increased  our  Blue  Shield  Plan  to  the  $4,000  to 
$6,000  level.  Ninety  per  cent  of  our  employes 
enjoy  this  protection  which  is  purely  voluntary; 
90  per  cent  of  the  people  who  do  not  take  ad- 
vantage of  this  are  covered  by  their  spouses’ 
plans  in  other  industries. 

We  have  a broad-based  pension  system  for 
employes  who  have  been  with  us  for  twenty 
years  or  more  and  are  sixty-five  years  of  age. 
The  average  pensioner  collects  from  us  $1,744  a 
year,  excluding  his  Social  Security.  We  extend 
the  paid-up  privileges  of  the  Blue  Cross  and  Blue 
Shield  to  all  our  pensioners.  To  date  $482,192 
have  been  paid  in  pension  benefits. 

Life  insurance  is  given  to  all  our  employes 
and  retired  employes.  This  life  insurance  is 
equal  to  one  year  of  salary  for  all  employes  with 
the  firm  one  year  or  more.  To  date  $281,445 
have  been  paid  in  death  benefits. 

All  of  our  coverages  have  this  common  ground : 
They  are  all  self-insured  and  self-administered 
within  our  corporate  structure.  We  feel  that 
this  is  a very  important  arrangement.  Our 
diagnosis  of  some  of  the  ills  in  health  and  welfare 


plans  is  the  fact  that  they  have  been  farmed  out 
to  impersonal  agencies,  and  the  feeling  of  re- 
sponsibility is  likewise  shifted.  No  matter  who 
assumes  the  red  tape  and  the  mechanics  of  pay- 
ment of  claims,  the  responsibility  for  the  treat- 
ment of  the  claims  is  management’s.  You 
cannot  pay  an  insurance  company  to  assume 
this  inherent  responsibility. 

We  have  been  one  of  the  pioneers  in  the  de- 
velopment of  a company-sponsored  blood  bank. 
This  again  is  an  entirely  voluntary  program  within 
our  company.  We  ourselves  administer  the  use 
of  the  blood  bank,  hand  in  hand  with  the  Red 
Cross.  Our  bank  is  supplied  on  a yearly  basis, 
and  no  applicant  for  blood  for  himself  or  his 
family  is  turned  down.  We  use  approximately 
450  units  of  blood  a year.  This  has  been  a 
source  of  great  satisfaction  to  our  employes. 

I think  at  this  time  a valid  question  would 
be,  “Why  has  Bulova  stressed  these  areas  of 
medical  care  so  broadly  and  so  definitely?” 
Our  position  in  industry  is  somewhat  unique. 
Our  work,  as  you  know,  is  precision  work,  and 
it  takes  a comparatively  long  time  to  have  a 
trained  labor  force.  An  experienced  employe 
is  a valuable  asset  to  us.  Our  work  is  tedious 
but  rewarding.  Our  occupational  accidents 
per  se  are  negligible.  Some  of  our  working  tol- 
erances go  down  to  0.000004  inch.  Some  1,128 
of  our  employes  have  been  with  us  for  more  than 
ten  years.  The  employes  in  our  plants  enjoy 
the  benefits  of  enlightened  and  scientific  envi- 
ronment from  lighting,  air  conditioning,  Musak, 
cafeteria,  etc.  Seventy-five  per  cent  of  our 
employes  are  women.  This  of  course  com- 
pounds our  absenteeism  problem. 

I have  tried  to  sketch  in  brief  the  development 
of  our  medical  care  program  from  its  birth  to  its 
present  state  of  maturity.  I have  used  this 
method  of  demonstrating  its  evolvement  be- 
cause these  programs  must  be  guided  correctly 
from  infancy.  The  education  of  both  labor  and 
management  must  be  coincident  with  the  de- 
veloping maturity  of  these  plans.  The  realiza- 
tion of  the  gaps  in  our  care  programs  and  their 
correction  must  be  dependent  on  the  advance- 
ment of  the  level  of  our  medical  knowledge  and 
ability  to  keep  up  with  this  advancement,  but 
we  must  not  price  ourselves  out  of  the  market. 

We  have  today  a larger  stake  than  ever  in 
public  health.  Our  employes  have  a high 
standard  of  living.  They  are  better  educated 
and  more  expensive  to  train.  Our  capital  in- 
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vestment  per  employe  is  increasing  daily.  The 
plant  has  become  part  of  the  community,  and  in 
its  own  interest  industry  must  contribute  to  the 
public  health  of  the  community.  Our  consid- 
erations for  environmental  health  obviously 
have  an  important  bearing  on  our  major  policies. 
As  our  inplant  health  programs  expand  and  be- 
come more  complex,  we  seek  more  and  more  co- 
ordination with  the  family  doctors  and  the  public 
agencies. 

In  conclusion,  I would  like  to  demonstrate 
the  vital  working  of  our  program  by  citing  actual 
examples  from  our  own  organization. 

Case  1. — One  of  our  employes,  George  R.,  age 
fifty-seven,  a rheumatic  cardiac,  applied  for 
benefits.  This  man  was  in  a SI  10  per  week  salary 
classification,  and  of  course  the  claim  was  approved. 
He  received  a total  of  $2,200  from  the  Bulova  Sick- 
ness and  Accident  Disability  Plan.  In  addition,  he 
was  repaid  $100  toward  his  doctor’s  fees.  Inciden- 
tally, since  this  was  a chronic  condition,  this  amount 
of  coverage  almost  entirely  covered  his  doctor’s  fees. 
Our  social  service  worker  made  several  visits  to  his 
home  to  make  sure  that  the  general  conditions  were 
satisfactory.  During  this  period  of  disability  he  ap- 
plied for  retirement  on  our  pension  plan.  This  was 
duly  accepted,  and  at  the  termination  of  the  forty 
weeks  of  disability  he  was  placed  on  the  retirement 
list.  He  chose  to  take  an  option  that  would  cover 
both  him  and  then  his  wife  during  her  lifetime. 
The  amount  of  this  lesser  pension,  not  counting 
Social  Security,  was  $1,200  per  year.  Social  Se- 
curity adds  $1,300  to  bring  the  total  to  $2,500.  He 
will  also  be  covered  by  our  life  insurance  during  his 
lifetime. 

Mr.  R.  has  been  with  the  Bulova  Watch  Company 
for  thirty  years.  In  addition  to  the  above  benefits 
from  the  Sickness  and  Accident  Plan  and  from  the 


Retirement  Plan,  he  will  receive  for  the  balance  of  his 
life  paid-in-full  Blue  Cross  insurance. 

His  son,  George,  age  eighteen,  is  studying  chemical 
engineering  at  Hobart  College,  Geneva,  New  York, 
under  the  Employe’s  Scholarship  Plan  of  the  Bolova 
Watch  Company  Foundation.  His  fifteen-year-old 
daughter,  Hildegarde,  plans  to  compete  for  this 
scholarship  award  also  and  is  eligible  to  do  so,  even 
though  her  father  is  retired. 

Just  a word  more  about  the  Scholarship  Plan. 
Fifty-three  students,  all  children  of  Bulova 
Watch  Company  employes,  are  presently  bene- 
fiting by  the  program.  Open  to  children  of  all 
Bulova  employes  with  five  years  or  more  service 
in  any  of  the  Bulova  offices  and  plants,  the 
scholarships  provide  a minimum  of  S500  to  the 
candidate.  There  is  no  ceiling  on  the  grant; 
the  sole  limiting  factor  is  the  student’s  need. 
An  additional  annual  grant  of  $500  in  unre- 
stricted funds  is  made  to  privately  endowed  col- 
leges and  universities  for  each  student  who 
attends  college  under  the  plan.  Stipends  total- 
ing $31,750  will  be  awarded  to  students  this 
year  and  $12,000  to  the  colleges. 

Case  2. — Another  of  our  employes  was  in  a serious 
automobile  accident  during  the  second  month  of  a 
personal  leave  of  absence  to  take  a trip  across  the 
country.  She  required  thirty  days  of  hospitaliza- 
tion, 6 units  of  blood,  and  six  months  recuperation. 
Our  program  supplied  the  hospitalization,  the  blood, 
and  disability'  benefits  at  the  rate  of  $60  per  week  all 
during  this  time.  Therefore,  although  the  trauma 
was  severe  and  the  rehabilitation  prolonged,  she 
was  secure  in  the  knowledge  that  she  would  be  well 
taken  care  of,  that  her  job  would  be  held  for  her, 
and  that  her  only  concern  would  be  her  physical 
recovery. 


Evaluation  of  New  Tranquilizing  Drugs  for  Mentally  III 


The  VA’s  psychiatry  and  neurology  service  under 
the  direction  of  Dr.  Jesse  F.  Case}'  will  conduct  a 
study  designed  to  answer  questions  of  the  tran- 
quilizing drugs  effectiveness  and  toxicity,  what 
dosage  is  desirable,  and  how  long  it  should  be  contin- 
ued. 

Dr.  S.  Theodore  Ginsberg,  chairman  of  the  com- 
mittee and  chief,  VA’s  psychiatry  division,  said 
two  tranquilizing  drugs  now  in  clinical  use  will  be  the 
first  study  which  will  involve  about  1,000  patients 


with  acute  and  chronic  schizophrenia.  All  37 
participating  VA  hospitals  have  agreed  on  carefully 
designed  requirements  for  selection  of  patients, 
supply  of  the  drugs,  dosage,  rating  of  patients’ 
progress,  and  collection  of  data.  All  other  forms  of 
treatment  of  benefit  to  patients  will  be  continued 
during  the  study.  Results  will  be  presented  at  the 
VA’s  third  annual  conference  on  chemotherapy  in 
psychiatry,  May  8 to  11,  1957,  at  the  Downey, 
Illinois,  VA  Hospital. 
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Speech  presented  at  the  Sesquicentennial  Banquet  of  the  Medical 
Society  of  the  State  of  New  York,  Waldorf  Astoria  Hotel, 

New  York  City 

FEBRUARY  19,  1957 


Speaker 

Dwight  M.  Murray,  M.D.,  Napa,  California, 
President,  American  Medical  Association 


Tonight  I am  a most  happy  fella ! One, 
because  I am  a member  of  the  greatest  pro- 
fession in  the  world.  Two,  because  I have  the 
privilege  of  sharing  this  delightful  sesquicenten- 
nial celebration  with  you,  the  members  of  the 
largest  state  medical  society  in  the  land.  Third, 
because  I have  the  pleasure  of  extending  to  you 
the  best  wishes  of  the  American  Medical  Associa- 
tion and  the  greetings  and  congratulations  of 
my  own  state  medical  association,  California. 

All  this,  indeed,  makes  me  a happy  fella. 

The  Medical  Society  of  the  State  of  New  York 
stands  in  the  spotlight  tonight,  and  medicine 
salutes  you  on  your  one  hundred  and  fiftieth 
birthday.  We  pay  tribute  to  you  for  your 
distinguished  service  and  leadership. 

Recently  when  I was  in  Minneapolis,  I read 
about  a high  school  student  who  answered  this 
science  test  question:  “Name  the  main  parts  of 
the  human  body.”  The  student  wrote  his  reply: 
“The  head,  neck,  chest,  and  stomach — The  head 
contains  the  brains;  the  chest  contains  the 
heart  and  part  of  the  liver.  The  stomach  con- 
tains the  bowels  of  which  there  are  five- — A,  E, 
I,  0,  and  U 

I know  medicine  in  1807  wasn’t  as  uninformed 
as  this  student,  but  medicine  definitely  was  in  a 
primitive  state.  Bleeding  and  purging  were 
practiced  with  abandon.  Most  practitioners  were 
poorly  trained.  Curative  medicines,  diagnostic 


aids,  and  instruments  of  precision  were  few. 
Quacks  flourished,  and  midwives  were  in  abun- 
dance. 

The  archaic  medicine  of  that  year  certainly  is 
quite  a contrast  to  our  advanced  medical  prac- 
tice and  care.  But  in  another  fifty  or  one  hun- 
dred years  I suppose  today’s  modern  medicine 
will  be  considered  antiquated  too.  In  fact,  if 
our  current  rate  of  medical  progress  continues,  I 
am  sure  physicians  in  the  year  2000  will  look  on 
us  as  old-fashioned. 

Although  medical  practice  in  the  early  1800’s 
was  primitive,  I believe  that  physicians’  hopes  of 
progress  against  disease  were  equally  as  high  as 
ours  are  today.  Perhaps  they  dreamed  of  the 
day  when  major  diseases  would  be  conquered, 
when  medical  emphasis  could  be  shifted  to  pre- 
vention instead  of  treatment  and.  cure,  and  when 
the  human  life  span  could  be  raised  from  thirty 
to  forty  years  to  today’s  high  of  seventy. 

Certainly  physicians  in  1807  knew  the  nation 
was  in  an  age  of  drastic  change,  expansion,  and 
progress.  Naturally  they  must  have  thought 
that  medicine  would  move  out  of  the  backwoods 
era  along  with  the  nation.  They  had  seen  the 
United  States  almost  double  its  land  mass  in 
1803  with  the  purchase  of  the  Louisiana  Terri- 
tory. They  knew  about  the  exploration  of  the 
Missouri  and  Columbia  Rivers  by  Lewis  and 
Clark.  They  were  witnessing  the  great  push 
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westward  from  the  Eastern  seaboard  and  the 
rapid  development  of  Eastern  cities.  During 
that  first  decade  of  the  nineteenth  century  the 
population  west  of  the  Alleghenies  jumped  from 
a million  to  two  and  one-half  million  persons. 

The  State  of  New  York,  trailing  Virginia  as 
the  most  populous  state  in  1810,  went  into  the 
lead  in  the  next  decade.  And  New  York  City, 
with  a population  of  only  119,000  in  1810,  mush- 
roomed to  become  America’s  number  one  city. 

The  year  1807  was  one  of  excitement  for  all 
Americans.  Today  we  remember  1807  not  only 
for  the  founding  of  the  Medical  Society  of  the 
State  of  New  York  but  also  for  the  first  practical 
steamboat  trip.  It  was  Robert  Fulton  who 
piloted  the  Claremont  from  New  York  City  to 
Albany  in  thirty-two  hours. 

1807  also  saw  the  arrest  of  Aaron  Burr  in 
Mississippi  on  a Federal  charge  of  treason.  He 
was  put  on  trial  and  acquitted.  During  the 
year  immigrants  by  the  thousands  also  were 
pouring  into  New  York  City  and  other  United 
States  ports,  swelling  the  population. 

By  1807  there  was  increased  activity  in  medi- 
cal circles  too.  Physicians  were  striving  to  get 
American  medicine  out  of  the  dark  ages.  Medi- 
cal schools  were  springing  up  everywhere  and 
were  attracting  the  best  practitioners  of  the  day 
as  professors.  Medical  journals  were  beginning 
to  appear.  The  first  medical  periodical  in 
America,  the  Medical  Repository  of  New  York , 
already  had  been  in  existence  for  ten  years. 

New  hospitals  were  being  erected,  and  by 
European  standards  they  were  excellent.  They 
benefited  from  the  mistakes  of  the  European 
institutions,  and  foreign  visitors  admired  the 
American  hospitals. 

Research  got  a shot  in  the  arm  too.  For 
example,  the  Bylaws  of  your  own  Society  directed 
the  members  to  scientific  investigation.  Premi- 
ums were  offered  for  research  on  the  nature  and 
cure  of  malignant  fevers  which  were  having  fatal 
effects  on  the  people. 

It  was  Dr.  Nicholas  Romayne,  one  of  your 
early  presidents,  who  recognized  the  great  re- 
sponsibilities of  your  Society  to  research  and 
voiced  the  hopes  of  medicine.  In  1809  he  said: 
“The  society  will  no  doubt  continue  to  encourage 
such  extensive  researches  and  investigations,  as 
by  their  happy  result  may  add  to  the  growing 
importance  of  the  state.  In  a new  and  interest- 
ing country,  the  resources  and  riches  of  which  are 
not  yet  unfolded,  and  the  effects  of  its  varied 


climate  on  the  human  constitution,  as  yet  but 
imperfectly  examined,  ample  rewards  must  at- 
tend the  labors  of  ingenious  men,  if  judiciously 
directed.” 

If  Dr.  Romayne  could  be  here  tonight,  he  would 
be  proud  indeed  at  how  well  this  Society  and  its 
members  have  carried  out  his  hopes.  Your 
contributions  to  medical  science  and  to  the  pro- 
fession have  been  extraordinary,  and  they  are  ex- 
cellently depicted  in  your  “Exposition  of  the 
History  of  Medicine  in  New  York  State”  and 
wonderfully  told  in  your  New  York  State 
Journal  of  Medicine  this  month. 

I do  not  intend,  therefore,  to  retell  what  you 
have  already  read  and  seen,  but  I would  like  to 
pay  special  tribute  to  a few  of  the  physicians 
from  New  York. 

Naturally,  the  first  one  I think  of  is  the  founder 
of  the  American  Medical  Association,  Dr.  Nathan 
Smith  Davis.  It  was  this  twenty-nine-year-old 
doctor  who  saw  the  great  need  for  elevating  U.S. 
medical  standards  in  the  1840’s.  Consequently 
he  introduced  a resolution  at  a meeting  of  this 
Society,  recommending  that  a national  conven- 
tion of  delegates  from  medical  societies  and  col- 
leges convene  in  New  York  City  in  1846  and  adopt 
some  concerted  action  on  medical  education. 
After  this  1846  meeting  the  A.M.A.  was  estab- 
lished in  the  following  year  in  Philadelphia.  Be- 
cause of  the  work  of  Dr.  Smith  and  this  Society, 
I certainly  feel  that  the  A.M.A.  is  kind  of  a 
daughter  of  the  Medical  Society  of  the  State  of 
New  York. 

Dr.  Smith  continued  his  great  work  for  the 
Association,  becoming  A.M.A.  president  in  1865 
and  the  first  editor  of  the  Journal  of  the  American 
Medical  Association  in  1883. 

In  A.M.A.  history  the  names  of  other  New 
York  doctors  appear  frequently.  For  example, 
15  of  the  110  A.M.A.  presidents  have  been  New 
Yorkers.  They  include  such  well-known  figures 
as  Dr.  Alden  March,  Albany  surgeon  credited 
with  performing  7,124  operations;  Dr.  James 
Marion  Sims,  founder  of  the  Woman’s  Hospital 
of  New  York,  the  first  of  its  kind  in  the  world; 
Dr.  Lewis  Albert  Sayre,  father  of  orthopedic 
surgery;  Dr.  Austin  Flint,  one  of  the  founders  of 
the  Buffalo  School  of  Medicine;  Dr.  James  Allen 
Wyeth,  organizer  of  the  first  postgraduate  medi- 
cal school  in  the  United  States,  the  New  York 
Polyclinic  Medical  School  and  Hospital;  Dr. 
Abraham  Jacobi,  father  of  American  pediatrics; 
and  the  more  recent  A.M.A.  presidents,  Dr. 
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Charles  Gordon  Heyd,  Dr.  Nathan  B.  Van  Etten, 
and  Dr.  Louis  H.  Bauer,  now  secretary-general 
of  the  World  Medical  Association. 

Your  women  physicians  too  have  been  promi- 
nent in  the  medical  world.  Dr.  Mary  Baker  of 
Rome  was  the  first  woman  to  serve  officially  on 
the  staff  of  any  army  in  wartime.  Dr.  Elizabeth 
Blackwell  was  the  first  academically  trained 
U.S.  woman  doctor,  and  she  founded  the  New 
York  Infirmary  for  Women  and  Children. 

Physicians  from  New  York  have  made  out- 
standing contributions  in  other  fields  as  well  as 
medicine.  For  instance,  in  politics  48  of  the  359 
physicians  who  have  helped  to  shape  the  destiny 
of  the  country  by  serving  as  members  of  the  U.S. 
Congress  have  been  from  New  York.  They  in- 
clude such  names  as: 

Dr.  Samuel  L.  Mitchill  who  served  as  Repre- 
sentative and  Senator  from  1800  to  1813  and  was 
medical  editor  and  professor  of  natural  history, 
botany,  and  materia  medica  in  the  New  York 
College  of  Physicians  and  Surgeons. 

Dr.  Westel  Willoughby  Jr.,  State  judge,  mem- 
ber of  the  State  Assembly,  and  president  of  the 
Western  New  York  College  of  Physicians  and 
Surgeons,  who  was  a member  of  the  U.S.  House 
of  Representatives. 

Dr.  Royal  S.  Copeland,  perhaps  the  best  known 
of  the  modern  physician-senators,  who  served  as 
public  health  commissioner  of  New  York  City 
and  spent  sixteen  years  in  the  Senate  before  his 
death  in  1938. 

I can’t  conclude  this  brief  sketch  of  the  big 
names  from  New  York  without  mentioning  some 
of  your  leaders  in  the  A.M.A.  today.  For  exam- 
ple, there  is  that  grand  “young  man,”  Dr.  Her- 
man Weiskotten,  chairman  of  the  A.M.A.  Coun- 
cil on  Medical  Education  and  Hospitals.  Only 
last  week  Dr.  Weiskotten  presided  for  the  last 
time  at  the  annual  Congress  on  Medical  Educa- 
tion and  Licensure.  He  retires  officially  in 
June. 

Another  “big”  New  York  name  in  the  A.M.A. 
is  Dr.  W.  P.  Shepard,  chairman  of  the  Council 
on  Industrial  Health.  Then  there  is  your  own 
Society’s  secretary  and  general  manager,  Dr. 
W.  P.  Anderton,  and  your  president.  Dr.  Green- 
ough,  both  A.M.A.  delegates.  And  there  are  16 
other  delegates  and  seven  members  of  the  A.M.A. 
councils  who  are  doing  bang-up  jobs  for  the  As. 
sociation  and  for  medicine. 

Truly,  New  York  physicians  have  demon- 
strated how  the  medical  profession  has  assumed 


its  responsibilities  to  the  patient,  to  the  advance- 
ment of  medical  knowledge,  to  the  organization 
of  medicine,  and  to  society. 

I believe  New  York  physicians  and  the  doctors 
of  America  will  go  right  on  increasing  the  great 
storehouse  of  medical  knowledge  and  skills. 

I believe  we  are  going  to  provide  more  and 
more  medical  care  wherever  and  whenever  pa- 
tients demand  it. 

I know  that  the  number  of  physicians  will 
grow  steadily,  just  as  it  has  for  more  than  thirty 
years.  Last  year  there  were  6,845  medical 
graduates  in  the  United  States;  in  New  York 
the  medical  schools  graduated  841,  or  more  than 
12  per  cent  of  the  U.S.  total.  New  medical 
schools,  like  Albert  Einstein  College  of  Medicine, 
have  been  established  to  provide  more  doctors, 
and  enrollment  in  our  schools  is  higher  than 
ever.  Yes,  the  number  of  new  doctors  will  in- 
crease year  after  year. 

I am  confident  too  that  medical  research  will 
give  us  new  and  exciting  ways  to  control  and 
conquer  major  diseases  like  cancer,  heart  dis- 
ease, hypertension,  and  mental  illness. 

I say  all  these  things  because  I have  been  in 
dozens  of  states  in  the  last  twenty  months.  I 
have  seen  medicine  at  work — in  the  office,  the 
hospital,  the  laboratory,  the  classroom,  the  ex- 
hibit hall,  the  panel  discussion,  the  home,  the 
A.M.A.  headquarters,  and  the  workrooms  of 
medical  societies. 

I know  medicine  will  not  shirk  its  responsibili- 
ties. It  will  seize  every  opportunity  to  serve 
humanity;  it  will  meet  every  challenge. 

The  task  of  preventing  disease,  extending 
human  life,  and  maintaining  the  patient’s  good 
health  is  medicine’s  big  responsibility.  It  is 
not  ours  alone,  however.  It  requires  personal 
responsibility  by  every  individual. 

We  know  that  man  just  does  not  die;  he  usually 
kills  himself.  He  fails  to  live  within  his  resources 
of  strength,  both  physical  and  mental.  He  doesn’t 
take  a day-by-day  concern  for  his  own  well- 
being. Even  doctors  are  guilty  of  this.  But 
how  can  anyone  afford  to  be  apathetic  about  his 
health  if  he  wants  to  live  long,  happy  and  free 
from  disease? 

In  my  book  personal  responsibility  is  the  first 
requirement  for  good  health.  Who  is  to  blame 
when  a person  fails  to  obtain  the  safe  and  ef- 
fective poliomyelitis  shots?  Who  is  to  blame 
when  early  symptoms  of  cancer  are  ignored? 
Who  is  to  blame  when  a weak  heart  is  over- 
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taxed?  Indeed,  who  is  to  blame  when  doctors’ 
instructions  and  medications  are  ignored  or 
when  recognized  illnesses  are  neglected? 

While  individual  concern  for  personal  health 
apparently  is  growing,  too  much  apathy  still 
exists.  Today  medical  progress  is  far  ahead  of 
the  public’s  willingness  to  seek  medical  attention 
or  help. 

Unless  the  public  catches  up  with  medicine 
and  science  and  uses  the  facilities  available, 
medical  progress  will  bring  only  a fraction  of  the 
benefits  possible. 

Lack  of  personal  responsibility  is  a serious 
problem.  Your  president,  Dr.  Greenough,  re- 
cently recognized  this  in  a public  statement: 
“Although  the  United  States  can  and  does  pro- 
vide the  best  medical  facilities  in  the  world, 
many  people  are  not  taking  full  advantage  of 
them.”  I endorse  this  statement  one  hundred 
per  cent. 

For  example,  apathy  over  polio  has  been  so 
bad  that  a few  weeks  ago  the  A.M.A.  called  in 
representatives  from  all  the  states  and  territories 
to  launch  a program  to  get  the  entire  population, 
particularly  those  up  to  age  forty,  inoculated 
with  Salk  vaccine. 

Polio  is  just  one  area  where  we  have  spent 
years  of  research  and  millions  of  dollars  in  search 
of  something,  and  then  after  we’ve  found  it,  too 
many  persons  refuse  to  use  it. 


Medicine  and  all  the  allied  members  of  the  > 
medical  team  are  doing  everything  in  their 
power  to  break  down  the  barriers  blocking  the 
path  to  the  goal  of  longer,  happier,  and  sickness-  r 
free  life.  Physicians  everywhere  are  ready  to  K 
call  the  plays  so  patients  may  gain  the  most  11 
yardage  toward  this  goal.  But  too  many 
persons  are  still  sitting  on  the  sidelines. 

Today  medicine  is  like  the  football  team  that 
lacks  one  essential  player.  And  that  missing 
player  is  the  apathetic  individual  who  thinks  the 
victory  can  be  his  without  participation.  This  r 
medical  team  wants  to  win  against  sickness  and  [ 

disease,  but  all  individuals  must  be  willing  to 

. . )?| 

carry  their  responsibilities.  We  in  medicine  can 
block  for  the  individual  if  he  would  only  take  the  l 
ball  and  run  with  it.  We  can  run  with  the  ball  £ 
for  the  individual  if  he  would  only  let  us.  And 
we  can  pass  the  ball  to  him  if  he  would  only  be-  ir 
come  the  receiver.  ^ ' 

Until  every  individual  takes  his  place,  medicine  i 
cannot  be  the  best  possible  team.  Until  we 
have  every  individual  working  with  the  medical 
team,  we  are  going  to  have  a tough  time  getting  | |j 
across  the  goal  line.  To  achieve  victory  the 
individual  cannot  sit  on  the  bench.  Nor  can  he 
play  the  game  alone  without  medicine. 

Only  together  can  we  guard,  protect  and  im- 
prove the  most  precious  thing  in  the  world- — in- 
dividual health ! 


The  Prevalence  and  Public  Heallh  Significance  of  Antibiotics  in 

Market  Milk 


After  nationwide  surveys  in  1954,  1955,  and  1956, 
the  Food  and  Drug  Administration,  commenting  on 
antibiotic  content  in  market  milk,  says,  “For- 
tunately, the  problem  is  not  acute  nor  of  serious 
public  health  significance  at  this  time.  However, 
there  is  no  guarantee  that  the  situation  cannot 
worsen  in  the  future  unless  steps  are  taken  to  correct 
it.  Furthermore,  the  low  percentage  of  milk 
samples  now  showing  residues  can  be  completely 
eliminated  if  mastitis  preparations  are  used  prop- 
erly.” The  antibiotics  get  into  the  milk  from  cows 
being  treated  for  mastitis  which  are  milked  before 
the  prescribed  time  interval  has  elapsed  after 


injection  of  the  drug  in  the  infected  udder.  The 
most  frequently  found  antibiotic  is  penicillin,  but 
depending  on  the  organism  causing  the  mastitis, 
other  drugs  may  be  used,  such  as  streptomycin,  the 
tetracyclines,  bacitracin,  neomycin,  etc.  The  con- 
sensus of  31  experts,  whose  opinions  were  attached 
to  reports  of  the  1954  and  1955  surveys,  was  that  \ 
while  the  levels  might  conceivably  cause  sensitivity 
reactions  in  unusually  sensitive  subjects,  they  would 
not  cause  emergence  of  resistant  microorganisms, 
alter  the  normal  oral  or  intestinal  flora,  or  sensitize 
the  average  nonsensitive  person. — Quarterly  Review 
of  Pediatrics,  August,  1956 
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“There’s  nothing  we  can  do  for  you,  Mrs.  Van  Decker.  You’ve  got  a common  cold!’' 


(EO-MAGNACORT 


when  dermatoses  are  in  bloom 


mycin  and  ethamicort 


topical  ointment 

EOMYCIN+the  first  water-soluble  dermatologic  corticoid 

utstanding  availability , 'penetration,  therapeutic  concentrations  and  potency 
without  systemic  involvement . In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  and 
% ethamicort  (MAGNACORT). 

r inflammation  without  infection  MAGNACORT'topical  ointment 

brand  of  ethamicort  1 

1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 

IZER  LABORATORIES  1 PflZ>€r)  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


^Trademark 


NECROLOGY 


Alvin  Phillips  Block,  M.D.,  of  New  York  City, 
died  on  April  3 at  the  age  of  sixty-nine.  Dr.  Block 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1909  and  interned  at 
Lebanon  Hospital. 

William  Clarence  Eikner,  M.D.,  of  Clifton  Springs, 
died  on  March  1 at  the  age  of  fifty-four.  Dr.  Eikner 
graduated  from  the  University  of  Virginia  Depart- 
ment of  Medicine  in  1927.  He  was  chief  urologist  at 
the  Clifton  Springs  Sanitarium  where  he  had  been  a 
member  of  the  staff  since  1932.  Dr.  Eikner  was  a 
Diplomate  of  the  American  Board  of  Urology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Urological  Association,  the 
Ontario  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Charles  Ginsberg,  M.D.,  of  New  York  City,  died 
on  April  1 at  the  Polyclinic  Hospital  at  the  age  of 
seventy-two.  Dr.  Ginsberg  graduated  in  1905  from 
Long  Island  College  Hospital  School  of  Medicine. 
He  was  an  attending  physician  at  the  Polyclinic 
Hospital  Outpatient  Department.  Dr.  Ginsberg 
was  a member  of  the  New  York  County  Medical  So- 
ciety and  the  Medical  Society  of  the  State  of  New 
York. 

Hiram  Herridon,  M.D.,  of  Staatslmrg,  died  on 
February  20  in  the  Northern  Dutchess  Health  Cen- 
ter, Rhinebeck,  at  the  age  of  seventy-six  Dr 
Herridon  graduated  in  1906  from  the  University  of 
Vermont  College  of  Medicine.  He  was  an  attending 
physician  at  the  Northern  Dutchess  Health  Center. 
Dr.  Herridon  was  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

O.  Arnold  Kilpatrick,  M.D.,  of  Poughkeepsie,  died 
on  March  25  at  the  age  of  fifty-five.  Dr.  Kilpatrick 
graduated  from  the  University  of  Toronto  Faculty 
of  Medicine  in  1928.  He  was  senior  director  of  the 
Hudson  River  State  Hospital  and  a consultant  in 
psychiatry  at  the  Vassar  Brothers  and  St.  Francis 
Hospitals.  He  had  been  with  the  New  York  State 
Department  of  Mental  Hygiene  since  1930,  had 
served  as  acting  director  of  the  Rockland  State  Hos- 
pital, and  was  director  of  the  Rochester  State  Hos- 
pital in  1949.  Dr.  Kilpatrick  inaugurated  the  day- 
care center  for  psychiatric  patients  at  Hudson  River 
State  Hospital.  He  was  a Fellow  of  the  American 
Psychiatric  Association  and  a member  of  the 
Dutchess  County  Medical  Society,  the  Medical  So- 


ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  Nenner,  M.D.,  of  the  Bronx,  died  in  the 
Montefiore  Hospital  on  March  25  at  the  age  of  fifty. 
Dr.  Nenner  graduated  in  1927  from  New  York 
Homeopathic  Medical  College  and  Flower  Hospital. 
He  was  an  attending  physician  at  Lincoln  Hospital 
and  district  health  officer  in  charge  of  the  Tremont 
District  in  the  Bronx.  Cited  for  his  work  with  the 
Forty-first  Evacuation  Hospital  of  the  First  Army 
during  the  battle  of  St.  Lo,  World  War  II,  Dr. 
Nenner  held  the  rank  of  major  He  had  been  with 
the  city’s  health  department  for  the  last  thirty  years 
and  spoke  on  the  radio  program  on  Monday  morn- 
ings “You  and  Your  Health”  over  station  WNYC. 
Dr.  Nenner  was  a member  of  the  Bronx  County 
Medical  Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Willy  Rieser,  M.D.,  of  New  York  City,  died  on 
April  3 at  his  home  at  the  age  of  eighty-seven.  Dr. 
Rieser  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1899.  He  was 
a member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association 

Samuel  Robbinovitz,  M.D.,  of  Brooklyn,  died  on 
March  1 at  the  age  of  seventy-six.  Dr.  Robbinovitz 
graduated  in  1907  from  Long  Island  College  Hospi- 
tal. He  was  a member  of  the  Kings  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Augusto  Thomas  Rossano,  M.D.,  of  the  Bronx, 
died  on  April  5 at  the  age  of  seventy-five.  Dr. 
Rossano,  who  was  retired,  graduated  in  1906  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons. He  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Henry  Isaac  Sheer,  M.D.,  of  the  Bronx,  died  on 
March  31  at  the  age  of  sixty-five.  Dr.  Sheer 
graduated  in  1920  from  New  York  University  and 
Bellevue  Hospital  Medical  College.  He  was  an 
associate  surgeon  (skeletal)  at  Morrisania  Hospital. 
Dr.  Scheer  was  a Diplomate  of  the  International 
College  of  Surgeons,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of  the 

[Continued  on  page  1680] 
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BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING ” 


The  data  in  your  MEDICAL  DIRECTORY  OF  NEW 
YORK  STATE  has  been  painstakingly  compiled.  Consult  the 
DIRECTORY  in  referring  cases  to  colleagues.  You’ll  find  it  easy 
to  use  and  highly  informative. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE.  M.D..  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


for  the  aged  and  senile  patient 

oral  nlotraz 

ol 

— in  early  and  advanced  signs  of  mental  confusion.  Dose:  1 or  2 tablets, 
or  1 or  2 teaspoonfuls,  Metrazol  Liquidum,  three  or  four  times  a day. 

Metrazol  (§),  brand  of  Pentylenetetrazol,  a product  of  E.  Bilhuber,  Inc. 

BILHUBER-KNOLL  C0RP.  distributor 

Orange,  New  Jersey 
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mumps 

vaccine 


A specific  immunizing  antigen  for  prevention  of 
mumps  in  children  and  adults  where  indicated. 
Vaccination  should  be  repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 
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State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leo  Francis  Schiff,  M.D.,  of  Plattsburgh,  died  on 
March  7 at  the  age  of  seventy-two.  Dr.  Schiff 
graduated  in  1906  from  Cornell  University  Medical 
College.  He  was  a consultant  in  urology  at  Cham- 
plain Valley  and  Physicians  Hospitals,  Plattsburgh, 
and  a consultant  in  urology  at  Placid  Memorial 
Hospital,  Lake  Placid.  Dr.  Schiff  was  a member  of 
the  American  Public  Health  Association,  the  Ameri- 
can Society  of  Clinical  Pathologists,  the  North- 
eastern Section  of  the  American  Urological  Asso- 
ciation, the  Clinton  County  Medical  Society  of 
which  he  was  a past  president,  the  Medical  Society 
of  the  State  of  New  Y ork  of  which  he  was  a past 
vice-president,  and  the  American  Medical  Associa- 
tion of  which  he  was  a past  vice-president.  He  had 
served  since  1949  as  a delegate  to  the  A.M.A 

Abraham  Segal,  M.D.,  of  Brooklyn  and  Forest 
Hills,  died  in  Presbyterian  Hospital  on  March  24  at 
the  age  of  fifty-nine.  Dr.  Segal  graduated  from 
Columbia  University  College  of  Physicians  and  Sur- 
geons in  1922.  He  was  an  associate  in  surgery  at 
the  Wyckoff  Heights  Hospital.  Dr.  Segal  was  a 
member  of  the  Kings  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 


Prescribed  by  physicians  throughout  the  world 


FELSOL  provides  safe  and 
effective  relief  in  Asthma, 
Hay  Fever  and  related  bronch- 
ial affections. 


Have  L 

YOU  [ 

ever 

used 


► 

► 

► 


FELSOL  also  relieves  pain 
and  fever  in  Arthritis,  Headache, 
and  other  painful  conditions. 


The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a sin- 
gle therapeudc  dose  of  antipyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs."  (J.  Pharm.  & Exper.  Ther.  98:97-104,  1950) 
Each  oral  powder  contains: 

Antipyrine 0.869  Km. 

Iodopyrine 0.031  Kin. 

Citrated  Caffeine  . .0.100  Km. 
Try  this  unique  and  superior  product  by  writing  for 
free  Professional  Samples  and  Literature 

American  Felsol  Co.  • P.  O.  Box  395  • Lorain,  Ohio 


Available  at  all  Drug  Stores 


Gilbert  Stevens  Tabor,  M.D.,  of  Millerton,  died  on 
April  4 at  the  age  of  fifty-nine.  Dr.  Tabor  graduated 
from  New  York  University  and  Bellevue  Hospital 
Medical  College  in  1919  and  interned  at  Bellevue 
and  City  (Newark,  New  Jersey)  Hospitals.  He  was 
on  the  staff  of  Sharon  Hospital  in  Sharon,  Con- 
necticut. Dr.  Tabor  was  a Diplomate  of  the 
American  Board  of  Otolaryngology  and  a member 
of  the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Otorhinologic  So- 
ciety for  Plastic  Surgery,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  .American  Medical  Association. 


Fame  has  also  this  great  drawback,  that  if  we 
pursue  it  we  must  direct  our  lives  in  such  a way 
as  to  please  the  fancy  of  men,  avoiding  what 
they  dislike  and  seeking  what  is  pleasing  to 
them. — Spinoza 
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MEDICAL 

NEWS 


American  Psychiatric  Association  —The  American 
Psychiatric  Association  and  the  Department  of 
Psychiatry,  State  University  of  New  York,  Upstate 
Medical  Center,  jointly  sponsored  the  regional  re 
search  meeting  of  the  American  Psychiatric  Associa- 
tion at  the  Hotel  Syracuse,  Syracuse,  on  April  5 and 
6.  The  topic  for  the  meeting  was  “Research  in 
Affects.” 

Participants  in  the  meeting  included  Dr.  William 
Holt,  Jr.,  Albany  Medical  College;  Dr.  Henry 
Brill,  New  York  State  Department  of  Mental 
Hygiene;  Dr.  George  Crane,  Montefiore  Hospital, 
New  York  City;  Dr.  G.  J.  Sarwer-Foner,  Queen 
Mary  Veterans  Hospital,  Buffalo,  and  Dr.  Herman 
Denber,  Manhattan  State  Hospital,  New  York  City. 

University  of  Rochester  School  of  Medicine 
participants  were  Drs.  Franz  Reichsman,  George 
Engel,  Dane  Pruch,  and  John  Romono;  from  Rock- 
land State  Hospital,  Orangeburg,  were  Drs.  Harry 
B.  Loonier,  John  Saunders,  and  Nathan  S.  Kline; 
from  the  University  of  Buffalo,  Drs.  Ray  Bird- 
whistell  and  Mouchly  Small,  and  from  the  State 
University  College  of  Medicine  in  Syracuse,  Drs. 
Julius  Richmond,  Evelyn  Eddy,  Robert  Pittenger, 
Thomas  Szasz,  and  Harold  Basowitz. 


National  Foundation  for  Infantile  Paralysis — The 

National  Foundation  for  Infantile  Paralysis  has 
announced  the  award  of  35  grants,  totaling  $1,911,- 
663,  for  scientific  research  in  the  field  of  viruses  and 
epidemiology,  for  the  support  of  regional  respirator 
centers  caring  for  polio  patients  with  paralysis  of 
breathing  muscles,  and  for  research  on  technics  for 
improving  methods  of  treating  paralyzed  patients. 

New  York  State  recipients  of  grants  include: 
Columbia  University,  New  York  City,  $69,602  for 
studies  of  the  mechanisms  that  control  heredity'  in 
polio  viruses,  and  $9,943  to  develop  an  artificial 
respirator  automatically  controlled  by  the  carbon 
dioxide  in  exhaled  breath;  University  of  Buffalo, 
Buffalo,  $15,704  to  study  aseptic  meningitis,  and 
$68,360  to  the  Polio  Respiratory  Center,  Chronic- 
Disease  Research  Institute;  State  University  of  New 
York  at  Syracuse,  $12,045  for  experimental  studios 
into  subconscious  control  of  muscular  movements,  and 
Mount  Sinai  Hospital,  Jack  Martin  Polio  Respira- 
tory Center,  New  York  City,  $72,214. 


American-Korean  Foundation — The  American- 
Korean  Foundation  and  the  United  States  Army 
Medical  Service  have  announced  the  discontinua- 
tion of  their  joint  project  of  shipping  medical  books 
to  Korea.  The  books  had  been  contributed  by 
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IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  P sychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Caoss  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician  in  Charge 


HOLBROOK  MANORNSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE-AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  Bl;  «**'•»* '» 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 

Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  " — Tues.,  Thurs.,  Sat.  — RH  4-3700 


May  1,  1957 


1681 


MEDICAL  NEWS 


NEW 

CLINICAL  EVIDENCE 

HYDROCORTISONE 
IN  ACID  MANTLE®  BASE 
MORE  EFFECTIVE 
IN  SKIN  THERAPY 

Exclusively  m 


Creme  or  Lotion-DOME-pH4.6 


“ . . . The  beneficial  effects  of 
Hydrocortisone  appear  to  be 
enhanced  by  placing  it  in 
Acid  Mantle  Creme  base, 
producing  an  acid  preparation 
compatible  with  the  normal  pH 
of  the  skin.  We  have  found 
that  }/2%  Hydrocortisone  in  the 
above  base  is  about  as  effective 
as  1 % in  most  conditions  treated. 
It  has  been  particularly  effective 
in  atopic  eczema  of  the  skin  . . ” 

Lockwood,  James  H.,  Cmdr.,  MC,  USN 
U.S.  Naval  Hospital,  San  Diego,  Cal. 

Bulletin  of  the  Association  of  Mili- 
tary Dermatologists,  June  1955,  p.  2 

INDICATIONS 

Pruritus  Vulvae  and  Ani, 
Atopic  Dermatitis, 
Dermatitis  Venenata 

AVAILABLE 

3 strengths:  lA%,  1%,  2% 
CREME  (jars)  V2  oz.,  1 oz., 

2 oz.,  4 oz.,  16  oz.  LOTION 
(plastic  squeeze  bottles) 

V2  oz.,  1 oz.,  2 oz.,  4 oz.,  1 pint. 


CHEMICALS  INC. 

109  WEST  64th  ST.  NEW  YORK  23,  N.Y. 
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individual  physicians,  medical  schools,  hospitals, 
and  state  and  local  medical  societies,  but  facilities  no 
longer  exist  for  packing  and  shipping  them  to  Korea. 

Dr.  Howard  A.  Rusk,  president  of  the  American- 
Korean  Foundation,  said  that  as  a result  of  the  pro- 
gram over  77  tons  of  medical  texts,  references,  and 
periodicals,  valued  at  $76,000,  have  been  shipped  to 
Korea  for  distribution  to  Korean  medical  schools. 


Society  of  Medical  Jurisprudence — The  705th 
regular  meeting  of  the  Society  of  Medical  Juris- 
prudence was  held  on  April  8 at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
\ ork  City.  The  Honorable  Richard  Harrington 
Levet,  judge  of  the  United  States  District  Court, 
spoke  on  “What  is  Legal  Insanity  Today?”  and  the 
topic  was  discussed  by  Dr.  Morris  Herman,  profes- 
sor of  psychiatry,  New  York  University  Bellevue- 
Medical  Center. 


Personalities 


Elected 

Dr.  Paul  C.  Clark,  Syracuse,  president  of  the 
newly  formed  State  Society  of  Internal  Medicine. 

A warded 

Dr.  Emerson  Day,  director  of  the  Strang  Cancer 
Prevention  Clinic  of  the  Memorial  Center  for  Can- 
cer and  Allied  Diseases,  New  York  City,  the  bronze 
medal  of  the  American  Cancer  Society  “in  recogni- 
tion of  his  distinguished  service  in  the  field  of  cancer 
detection  and  control  ” 

New  Office 

Dr.  Paul  C.  Jenks,  LeRoy,  general  practice  in 
Waterloo. 

Retired 

Dr.  Marguerite  Holman,  medical  supervisor  of 
Jamestown  Public  Schools  since  1924,  as  of  next 
August  31. 

Speakers 

Dr.  Russell  Anderson,  assistant  professor  of 
surgery,  State  University  of  New  York  College  of 
Medicine  at  Syracuse,  before  the  Rensselaer  County 
Medical  Society  on  April  9 in  Troy,  on  “Jaundice — 
Differential  Diagnosis  and  Management”  . . . Dr. 
Dana  W.  Atchley,  professor  of  clinical  medicine  at 
the  College  of  Physicians  and  Surgeons,  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  the 
annual  Phi  Lambda  Kappa  lecture  before  the  New 
York  University  College  of  Medicine  on  April  30,  on 
“Science  in  Medical  Education”  . . . Dr.  David 
Berens,  assistant  in  radiology  at  the  University  of 
Buffalo  School  of  Medicine,  before  the  physicians  of 
Wayne  County  in  Lyons  on  April  12,  on  “New  Con- 
trast Media  in  X-Ray”  . . . Dr.  Leon  G.  Berman, 
clinical  professor  of  surgery,  State  University  of 
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New  York  College  of  Medicine  at  Syracuse,  before 
the  Chemung  County  Chapter  of  the  Academy  of 
General  Practice  on  April  24  in  Elmira,  on  “The 
Acute  Surgical  Abdomen”  . . . Dr.  Simon  Dack, 
New  York  City,  before  the  Ulster  County  Medical 
Society  on  April  2 in  Kingston,  on  “The  Diagnosis 
and  Management  of  Cardiac  Emergencies”  . . . Dr. 
Walter  W.  Hamburger,  associate  professor  of 
psychiatry,  University  of  Rochester  School  of  Medi- 
cine and  Dentistry,  before  the  Chemung  County 
Chapter  of  the  Academy  of  General  Practice  on  May 
22  at  6:00  p.m.  at  the  Mark  Twain  Hotel  in  Elmira, 
on  “Psychologic  Aspects  of  Overweight”  . . . Dr. 
Alfred  W.  Kopf,  assistant  in  dermatology  and 
syphilology,  New  York  University  Post-Graduate 
Medical  School,  before  the  Jefferson  County  Medi- 
cal Society  on  April  16  on  “Cancer  of  the  Skin  and 
Allied  Tumors”  . . . Dr.  Frederick  Lee  Liebolt, 
associate  professor  of  surgery'  at  Cornell  University 
Medical  College,  guest  speaker  at  the  annual  Clinic 
Day'  of  the  Children’s  Mercy  Hospital,  Kansas  City, 
Missouri,  on  March  21,  on  “Foot  Problems  in 
Children,”  the  annual  Phi  Beta  Pi  lecture  at  the 
LTniversity  of  Missouri  School  of  Medicine,  Co- 
lumbia, Missouri  on  March  21,  on  “Injuries  of  the 
Medical  Meniscus  and  the  Ligaments  of  the  Knee 
Joint,”  and  Founder’s  Day  speaker  of  the  Phi  Beta 
Pi  Medical  Fraternity  in  Kansas  City,  Missouri,  on 
March  23,  on  “The  Responsibility  of  the  Individual 
Physician  in  the  Medical  World”  . . . Dr.  Walter  T. 
Murphy,  director  of  radiology-  at  Roswell  Park 
Memorial  Institute  in  Buffalo,  before  the  Ontario 
County  Medical  Society  on  April  9 in  Canandaigua, 
on  “Effects  of  Radiation  on  Human  Tissue”  . . . Dr. 
Louis  J.  Soffer,  clinical  professor  of  medicine,  State 
LTniversity  of  New  York  College  of  Medicine  at  New 
York  City,  before  the  Albany-  County  Medical 
Society  in  Albany  on  April  23,  on  “The  Physiologic 
and  Clinical  Actions  of  the  Adrenal  Steroids  and 
Their  Hazards.” 

Appointed 

Dr.  Gerald  D.  Dorman,  medical  director,  New 
York  Life  Insurance  Company-,  New  York  City,  and 
Dr.  Theodore  G.  Klumpp,  president,  Winthrop 
Laboratories,  New  York  City,  as  honorary  trustees 
of  the  Foundation  of  the  Student  American  Medi- 
cal Association  . . . Dr.  Edward  P.  Feder,  Mount 
Vernon,  as  associate  compensation  examining 
physician  in  the  Workmen’s  Compensation  Board  . . 
Dr.  Henry-  I.  Fineberg,  medical  superintendent  of 
the  Queens  Hospital  Center  in  Jamaica,  as  a deputy- 
commissioner  of  the  Hospitals  Department.  New 
York  City  . . . Dr.  William  J.  McNamara,  Garden 
City-,  as  director  of  the  newly  created  Bureau  of 
Industrial  Health  of  the  Equitable  Life  Assurance 
Society  of  the  United  States. 


Conscience  is  God’s  presence  in  man. — 

Swedenborg 


RECOMMEND 
BALNEOTHERAPY 

If  your  patient  is  feeling  wilted 
and  run  down? 

Stubborn  arthritis  and  rheumatism  cases  often  respond 
to  warm  sulphur  water  baths,  daily  massages,  hot 
packs  and  Nauheim  baths. 

Countless  sufferers  have  found  relief  at  Sharon  Springs, 
50  miles  west  of  Albany,  in  the  colorful  hill  country 
bordering  the  Mohawk  Valley. 

Certain  of  your  own  patients  can  also  benefit  from 
a vacation  at  this  historic  Spa.  Care  is  used  by 
resident  physicians  to  follow  your  prescribed  regimen 
Quiet  living  and  the  sulphur  water  Spa  routine  usually 
do  the  rest 

Full  information  at  once. 

WHITE  SULPHUR  BATHS 

SHARON  SPRINGS  2,  N.  Y. 

Charter  Member,  Assoc,  of  Amer.  Spas 
(Medically  Supervised) 


Where  LECITHIN  is  indicated  — 

► GRANULESTIN 

in  HYPERCHOLESTEROLEMIA 

because  GRANULESTIN  is 

rich  in  unsaturated  fatty  acids 
rich  in  organically  combined 
choline  • inositol  • colamine 
• phosphorus 

■ ASSOCIATED  CONCENTRATES 

57-01  32nd  Avenue,  Woodside  77,  L.  I.,  N.  Y. 


Buy  Savings  Bonds 


May  1,  1957 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliary  Members  at  Work 


'THE  one  hundred  and  fiftieth  birthday  celebration 
of  the  Medical  Society  of  the  State  of  New 
York  is  past,  but  the  story  of  medical  progress  it 
unfolded  is  fresh  in  our  minds.  Through  the 
Sesquicentennial  issue  of  the  New  York  State 
Journal  of  Medicine,  through  the  excellent  talks 
of  both  officers  and  members,  and  through  the 
exhibits  at  the  Exposition,  ideals,  accomplish- 
ments, and  characters  of  doctors  throughout  the 
last  one  hundred  and  fifty  years  were  revealed. 
Because  the  activities  of  doctors’  wives  have  been 
noted  probably  only  for  the  last  twenty  years, 
little  was  said  about  these  partners  in  the  practice 
of  medicine.  In  an  effort  to  complete  this  picture, 
this  article  is  designed  to  acquaint  the  doctors  with 
numerous  community  activities  in  which  the  Aux- 
iliary members  are  active. 

Sometime  ago  each  county  auxiliary  conducted  a 
survey  to  determine  how  many  of  its  members 
were  active  in  other  women’s  organizations.  Pri- 
marily intended  to  illustrate  what  groups  the 
Auxiliary  might  look  to  for  support  in  spreading 
medicine’s  philosophy,  the  survey  served  also  to 
catalog  the  extent  to  which  Auxiliary  members  are 
leaders  in  other  organizations.  A review  of  these 
activities  from  colonial  days  to  the  present  show 
how  the  outside  home  interests  and  community 
leadership  assumed  by  doctors’  wives  have  always 
parallelled  those  of  their  doctor-husbands. 

In  the  history  of  the  Medical  Society  of  the 
State  of  New  York,  in  the  section  by  Dr.  Norman 
Shaftel,  was  noted  the  arrival  in  1638  of  Dr.  Vander 
Linde  “accompanied  by  his  wife,”  of  “Dr.  Kier- 
stadt  who  fathered  ten  children,”  and  a Dr.  Vander 
Beeck  who  “married  a widow  with  930  acres.” 
It  was  learned  that  the  “first  Obstetricians”  were 
women.  In  the  Code  of  Ethics  of  1821  the  first 
division  shows  the  importance  of  the  “Personal 
Character  of  Physicians.”  And  Dr.  Didama  in 
his  diary  (1843)  writes  of  a doctor  enjoying  the 
company  of  his  “intellectual  and  affectionate  wife.” 

The  picture  of  women  daring  to  come  to  a new 
land,  bearing  children,  tending  the  sick,  serving  as 
custodians  of  their  households,  respected  in  their 
community,  sharing  their  problems,  and  giving 
affection  and  respite  to  the  doctors  at  day’s  end 
emerges.  But  this  picture  is  in  the  background. 
It  took  research  to  get  these  glimpses  of  the  past 
work  of  doctors’  wives,  for  even  the  library  listed 
nothing  under  “wives,”  “women,”  “physicians,” 
or  “doctors.”  Dr.  Shaftel’s  article  ended — “The 
author  is  indebted  to  his  wife  for  editorial  assist- 
ance.” These  words,  in  fine  print,  brought  us  up 
to  the  present. 


Beginning  with  the  northwestern  section  of  our 
State,  it  is  learned  that  doctors’  wives  are  chairmen 
on  problems  of  the  aging,  have  started  clubs  for 
older  people,  are  elders  or  deaconesses  of  their 
churches,  presidents  of  the  P.T.A.,  on  boards  for 
religious  education,  Y.M.C.A.,  scouts,  Red  Cross, 
political  clubs,  and  are  active  in  every  health  and 
charity  drive.  Doctors’  wives  are  directors  of 
music  associations  or  civic  orchestras,  and  one  is 
even  an  honorary  member  of  a little  theatre  guild. 

Elsewhere  in  the  State  several  doctors’  wives  are 
successful  business  women.  One  headed  a finance 
company  for  many  years,  another  was  executive 
officer  of  a twenty-four-hour  answering  service. 
Another  owns  and  directs  a perfume  factory  with  a 
smart  outlet  store  while  also  directing  a real  estate 
development.  Another  member  of  the  Auxiliary 
is  now  trustee  of  a large  bank,  president  of  the 
board  of  education,  and  trustee  of  a hospital  while 
also  being  a board  member  of  the  Salvation  Army, 
S.P.C.C.,  and  chairman  and  adviser  of  several 
other  groups. 

While  editing  a magazine,  raising  two  children, 
and  serving  as  officer  on  a hospital  guild,  on  a com- 
mittee for  retarded  children,  K.K.G.,  D.A.R., 
Republican,  and  Presbyterian,  one  member  is  a 
pilot  and  helped  her  husband  found  the  “Flying 
Physicians,”  flies  with  him  and  acts  as  hostess. 
She  writes,  “Nothing  I am  doing  is  really  spectacu- 
lar, I’m  afraid,  but  my  sister-in-law  would  be  a 
good  subject.”  The  sister-in-law  is  a good  subject 
as  president  of  the  board  of  education,  chairman  of 
the  Girl  Scout  Council,  member  of  the  recreation 
council,  president  of  a hospital  guild,  and  an  aux- 
iliary president. 

Workers  are  found  in  social  agencies  and  mental 
health  organizations,  the  Eastern  Regional  Chair- 
man is  a member  of  Governor  Harriman’s  Mental 
Health  Committee  as  well  as  first  vice-president 
of  the  county  health  association  and  on  the  speakers 
bureau.  Auxiliary  wives  are  also  presidents  of 
political  clubs,  writers,  lecturers,  founders  of  civic 
councils,  and  outstanding  musicians. 

Today  the  picture  is  clear  that  in  addition  to 
Auxiliary  work  the  members  are  partners  with  their 
doctor-husbands  in  the  multiple  facets  of  business, 
medical,  social,  and  community  problems  of  the 
present  era.  In  the  words  of  John  Erskine  in 
The  Influence  of  Women,  “The  man  lives  for  his 
career  and  the  woman  he  loves  illustrates  it.” 

Mrs.  Colgate  Phillips 
Recording  Secretary 

135  Park  Avenue 
Bronxville,  New  York 
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WANTED— OPHTHALMOLOGIST 


Active  Industrial  Eye  Practice,  well  located  in  L.I.C.  center, 
for  sale.  Terms  arranged — unusual  opportunity.  Box  £77, 
N.  Y.  St.  Jr.  Med. 


Wanted— General  Practitioner  to  rent  office  in  central  N.Y. 
State  town  of  18,000.  Equipment  optional.  Lucrative. 
Will  introduce.  Leaving  to  specialize.  Box  576,  N.  Y.  St. 
Jr.  Med. 


PHYSICIAN  WANTED 


Rockland  County:  Rapidly  expanding  community  needs 
physician.  Professional  center  has  D.D.S.  and  Pharmacy. 
Forty  minutes,  to  N.  Y.  C.  Dr.  D.  Fishman,  West  Nyack, 
N.  Y.  NYack  7-4600. 


PHYSICIANS  WANTED 


MALE  & FEMALE  (LICENSED)— for  Children’s  Camps; 
good  salary;  Summer,  Free  Placement  Service  (250  Member 
Camps).  Write  or  contact:  Association  of  Private  Camps, 
55  West  42nd  Street,  New  York  36,  N.  Y. 


PHYSICIAN  WANTED 


Assistant  in  General  Practice,  Queens  County,  N.  Y.,  Gradu- 
ate of  grade  A medical  school.  Excellent  salary  and  opportu- 
nity, leading  to  partnership.  Box  582,  N.  Y.  St.  Jr.  Med. 


HELP  WANTED  MALE 


Physician  Wanted.  Excellent  opportunity  in  N.Y.C.  office 
of  large  insurance  company.  36!4  hour  week!  Liberal  com- 
pany benefits.  Include  r£sum4  in  first  letter.  Box  934,  125 
West  41  Street,  N.Y.C. 


WANTED 


Anesthesiologist  with  more  than  two  years  of  training  or 
Board  eligible  or  F.  A.C.A.  to  join  a group  practice  in  a private 
hospital,  Queens,  New  York.  N.Y.  State  license  required. 
Write  Box  591,  N.  Y.  St.  Jr.  Med. 


Psychiatrist  wanted  to  join  group  in  accredited  general  hos- 
pital and  diagnostic  clinic.  Finger  Lakes  area  New  York 
State.  Excellent  salary,  bonus  and  retirement  plan.  Apply 
Dr.  B.  A.  Watson,  Superintendent,  Clifton  Springs  Sanitar- 
ium and  Clinic,  Clifton  Springs,  New  York. 


FOR  SALE,  low  prices,  excellent  condition.  General  Sur- 
gical, Nose  and  Throat  Instruments;  Portable  X-ray 
Machine,  G.  E.  10  MA;  Basal  Metabolism  Machine, 
Collins;  Radium  105  milligrams;  Galvanic  Cautery.  G.  A. 
Moore,  M.D.,  167  Newbury  St.,  Brockton,  Mass. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times.  . . . .90 

24  Consecutive  times.  ...  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


POSITION  WANTED 


Physican,  30  years  in  general  practice,  wishes  full — or  part- 
time  association  with  insurance  company,  industrial  plant  or 
health  department  within  metropolitan  area.  Box  588,  N.  Y. 
St.  Jr.  Med. 


General  practitioner,  presently  upstate  New  York,  seeks 
position  or  association  in  New  York  City  or  metropolitan 
area.  Box  585,  N.  Y.  St.  Jr.  Med. 


Surgeon,  Board  certified,  age  32,  family,  university  trained, 
military  service  completed.  Will  do  some  general  practice. 
Desire  association  with  individual  or  group.  Box  592,  N.  Y. 
St.  Jr.  Med. 


OPPORTUNITY  for  Roentgenologist  and  Urologist.  Board 
member  or  eligible.  City  of  65,000,  large,  contiguous  popu- 
lation. Consult — G.  A.  Moore,  M.D.,  167  Newbury  Street, 
Brockton,  Mass. 


PRACTICES  FOR  SALE 

NEW  YORK  ROCKLAND  COUNTY 
8 room  office  for  internist  or  general  practitioner.  11  rooms, 
2'/2bath;  adjoining  residence.  Open  hospital  will  introduce. 
Reason  for  sale — research.  40  min.  N.  Y.  C. 

JACK  SMITH  LOwell  7-0089 
76  County  Rd.,  Tenafly,  N.  J. 


ARTIST 

MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 
Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


COLLECTIONS 

The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 

Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <fe  Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00 — ■/•• 
31  South  Broadway,  Yonkers,  N.Y.  YO-8-7100. 


SERVICES 

Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


PHONE:  CH  2-8686- 


Foi  wall  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  Stale  Licensed 
Day  A Eve  Courses 
Co-ed.  (Founded  1936) 

— I — r - . t Get  free  Catalog  69 

OCrlOOt  FOB  PHYSICIAN*'  AIDE*  85  Fifth  Avenue 
Ntw  York  3,  N.  7. 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  MAY  1,  1957—24,362 


County 


President 


Secretary 


Treasurer 


Albany. 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York .... 

Niagara 

Oneida 

Onondaga ... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego. ...... 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


Thomas  I.  Tyrell Albany 

Kurt  Zinner Wellsville 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson  . . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

Aaron  Kottler Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Paul  H.  Sullivan Great  Neck 

Samuel  Z.  Freedman.  . . New  York 
Charles  M.  Dake,  Jr.. . Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  Me  William Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr. . . .Flushing 

John  P.  Jaffarian Troy 

Cyril  M.  Levin Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . . Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Welton  D.  Brown NichoU 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack.  . . Cambridge 

Thomas  C.  Hobbie Sodus 
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Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 
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CLASSIFIED  ADVERTISING 


CALIFORNIA  CAREER  OPPORTUNITIES 
FOR  PHYSICIANS  AND  PSYCHIATRISTS 

Employment  available  as  a result  of  interview 
only.  Assignments  in  State  hospitals,  juve- 
nile and  adult  correctional  facilities,  or  a 
veterans  home.  Three  salary  groups: 
$10,860-12,000;  _ $11,400-12,600;  $12,600- 

13,800.  Salary  increases  being  considered 
effective  July  1957.  Citizenship,  possession 
of,  or  eligibility  for  California  license  re- 
quired. Write  Medical  Recruitment  Unit, 
Box  B,  State  Personnel  Board,  801  Capitol 
Avenue,  Sacramento  14,  California 


OFFICE  TO  RENT 


Excellent  location — Penna.  Avenue  near  Atlantic — Brooklyn. 
For  General  Practitioner  or  Specialist.  Box  589,  N.  Y.  St. 
Jr.  Med. 


FOR  RENT 


Long  Beach,  Long  Island — Air-conditioned  Professional 
Building  nearing  completion.  Suites  of  various  sizes  avail- 
able for  specialist  in  ENT,  Psychiatry,  dermatology,  etc. 
Phone  or  write  Bernard  Miller,  19  W.  26th  St.,  N.Y.C. 
MU  5-7993. 


FOR  RENT— FOR  SALE 


Established  medical  location,  main  thorough-fare,  Floral 
Park,  Long  Island.  Efficiently  planned  offices  and  fixtures. 
Suitable  for  G.P.'s,  specialists  or  group.  Also  two  apartments 
available.  Building  may  be  purchased.  Box  579,  N.  Y.  St. 
Jr.  Med. 


Ossining,  N.  Y.  Westchester — In  three  family  house,  entire 
ground  floor,  6 rooms  for  living  or  office.  Alternate  as  you 
wish.  2 private  entrances,  porches,  grounds,  driveway.  Ap- 
pointment call  Kingsbridge  7-0786 — $175.50.  July  lease. 


TO  SHARE 


4 room  suite  located  in  small  professional  building  on  main 
thoroughfare  in  Plainview,  L.  I.  Share  with  Eye  man.  Part 
time.  Suitable  Skin,  ENT,  Psychiatry.  Call  Wells  1-0403. 


Farmingdale  L.  I. — Office  for  rent  on  main  throughfare,  ex- 
cellent location  for  specialist;  private  entrance  in  house  al- 
ready shared  by  established  specialist.  CHapel  9-5143. 


PRACTICE  FOR  SALE 


NEW  JERSEY— GENERAL  PRACTICE;  30  years;  de- 
sirable and  rapidly  growing  suburban  area;  20  miles  from 
New  York;  8 miles  from  Newark;  modern  equipment;  X-ray; 
six  room  office;  reasonable  lease  terms.  Large  hospitals 
nearby.  Phone  SOuth  Orange  2-1404,  or  write  A.  D.  Silver- 
stein,  512  Wyoming  Avenue,  Millburn,  New  Jersey. 


TO  SHARE 


Urologist  seeking  office  to  share  in  Brooklyn  or  Ridgewood. 
Dr.  M.  Kramer,  642  E.  8th  St.,  Brooklyn.  GE  8-4848. 


PART-TIME  PSYCHIATRISTS,  wanted.  Inquire  Domes- 
tic Relations  Court,  135  East  22nd  Street,  Telephone: 
A1  4-1900,  extension  56. 


FOR  SALE 


Extremely  lucrative  and  busy  general  practice  in  rural  area 
of  upstate  New  York.  Modern  open  staff  hospitals  near  by. 
Unusual  opportunity  for  ambitious  General  Practitioner. 
Purchase  of  modern  beautifully  landscaped  home  mandatory 
for  $30,000.  Separate  rental  of  well  equipped  spacious  office 
with  heat  and  lights-$150.00  monthly.  Grossing  between 
$60,000  and  $70,000  yearly.  Will  introduce  liberal  terms. 
Responsible  offers  only.  Box  590,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


Rockville  Centre — Ideal  for  Professional — Beautiful  9 room 
corner  col.  house,  all  brick,  4J  baths,  2 car  garage,  J acre. 
By  appointment  only.  RO.  6-1459. 


Excellent  Opportunity  for  general  practioner  in  small  town 
without  physican.  One  acre,  large  8 room  house,  3 car  garage, 
improvements,  $30,000 — Westchester  County,  Purdys,  N.  Y. 
Phone  Croton  Falls  7-3444 — Owner,  Walter  E.  Miller 


FOR  SALE 


Spacious  and  Luxurious  Rancher,  4 Bdrm..  Kt.,  D.R.,  L.R., 
Playroom,  Service  Room,  3D2  baths,  Riverview.  R.  Schrang, 
28  Curie  Rd.,  Cornwall-on-Hudson,  N.  Y.  Phone  3-5826. 


FOR  SALE 


Lucrative  general  practice,  modern  home-office  combination. 
Catskill  Mountain  region.  Write  Box  586,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


E.  N.  T.  Practice  in  easily-accessible,  growing  Lower  West- 
chester Community.  Free  parking  facilities.  Excellent  op- 
portunity for  well  trained  man.  Box  594,  N.  Y.  St.  Jr.  Med. 


Unopposed  active  general  practice.  Finger  Lakes  region. 
Modern  3 bedroom  home-office  combined.  Open  hospital  4 
miles.  Wonderful  opportunity  for  active  physician.  Price: 
$25,000 — S10.000  will  handle,  balance  out  of  income.  Box 
570,  N.  Y.  St.  Jr.  Med. 


LAURELTON,  Center  Hall  Colonial.  $27,500.  10  Rms., 

3 Baths,  Mod.  Kitchen,  oil  stm.,  2 Fire  Places,  Ige.  plot,  2 
car  garage.  Many  others.  Agent  790  W.  Merrick  Rd., 
Valley  Stream,  N.  Y.  Curtis  5-7808. 


UNUSUAL  OPPORTUNITY  FOR  ONE  OR  MORE 
DOCTORS  TO  LOCATE  IN  NEW  YORK’S  FASTEST 
GROWING  COUNTY.  Historical  corner  converted  to 
professional  offices  in  West  Nyack.  25  miles  north  of  New 
York  City.  No  physician  in  community  of  3500.  Dentist 
newly  established  in  Building  2 doing  remarkably  well. 
Write  Riverstrip,  Nyack.  N.  Y.  or  telephone  Nvack  7-0063. 


WANTED : Board  or  eligible  otolaryngologist  or  EENT 

for  15-man,  well-established  group  located  in  excellent 
hospital.  Junior  partnership  after  two  years’  good  salary. 
Group  pays  moving  expenses,  also  travel  expenses  for 
applicants  invited  for  personal  interview.  Apply  Dr.  Charles 
E.  Holzer,  Holzer  Clinic,  Gallipolis,  Ohio. 


y 
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more  than  hope . . . 

When  the  contents  of  Pandora's  Box  were  released, 
Hope  alone  remained.  To  the  allergic  patient, 

faced  with  a veritable  Pandora’s  Box  of  discomforts, 
‘PeraziF  offers  far  more  than  hope.  It  gives 
ability  to  withstand  allergens,  without  reactions. 


nitizn 

brand  Chlorcyclizine  Hydrochloride 

long-lasting  action  • exceptionally  little  side  effect 

For  children  and  adults : sugar-coated  tablets  of  25  mg. 

SCORED  (UNCOATED)  TABLETS  OF  50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Enteric-coated  Aspirin 


Greatly  advances  usefulness  of  aspirin 
for  sustained  relief  of  prolonged 
severe  pain. 


Rx  60  to  80  grains  daily  common 


The  system's  capacity  for  aspirin  is  usually  far 
greater  than  the  stomach’s. 

By  transcending  stomach  limitations,  Asteric  per- 
mits aspirin  dosage  in  the  amounts  needed  for 
effective  ’round-the-clock  relief  of  prolonged 
severe  pain,  e.g.  in  arthritic  disorders. 

"That  patient  on  Asteric”  is  a phrase  being  heard 
more  and  more  as  this  form  of  aspirin  advances 
acetylsalicylic  acid  therapy. 


*Talkov,  R.  H..  Ropes,  M.  W., 
and  Bauer.  W.: 


Available  in  both  0.3  gm.  (5  gr.)  and  0.6  gm.  (10  gr.)  tablets 


The  Value  of  Enteric 
Coated  Aspirin 
N.E.J.  Med.  242:19 
(Jan.  5)  1950. 


BREWER  & COMPANY,  INC. 

Pharmaceutical  Chemists 
67  UNION  ST.,  WORCESTER,  MASS. 


FREE  CLINICAL  SUPPLY 

Simply  mail  us  your 
Rx  blank  marked 
“3-AS-5” 
or  request 
Clinical  Reprint. 
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A new 


therapeutic  approach 
with  inherent  safety 
in  PRURITUS  ANI 


HYDRO  LAM  INS* 

TOPICAL  AMINO  ACID  THERAPY 

Unique  physiologic  barrier — topical  amino  acids — 
brings  rapid  relief  (98% 1 ) and  complete  healing  (88% 1 ) 

. .the  objectives  of  therapy  in  pruritus  ani  can  be  listed 
under  3 headings: 

(1)  relieve  itching:  [Hydrolamins  produced  immediate  relief 
of  intractable  itching  in  98%  of  patients.  The  anti- 
pruritic effect  of  one  application  lasts  about  twenty-four 
hours.1] 

(2)  accelerate  healing,  [Hydrolamins  rapidly  and  com- 
pletely healed  reddened,  fissured,  macerated  and  ridged 
perianal  lesions  in  88%  of  cases.1] 

(3)  allow  natural  healing  without  trauma  due  to  physical, 
chemical,  allergic,  or  microbiologic  agents.”2  [The 
amino  acids  of  Hydrolamins  promote  safe,  natural  heal- 
ing while  the  ointment  protects  the  perianal  area  from 
irritation.1] 

Due  to  the  rapidity  of  action  of  Hydrolamins,  it  is  believed  that  protein-precipitating 
irritants,  responsible  for  the  pruritus,  are  neutralized.  Hydrolamins  also  forms  a 
biochemical  barrier  against  further  irritation. 

SUPPLIED:  In  1 oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company , Chicago  14,  Illinois 

1.  Bodkin,  L.G.,  and  Ferguson,  E.A  , Jr.:  Successful  Ointment  Therapy  for  Pruritus  Ani,  Am.J.  Digest.  Dis. 
18:59  (Feb.)  1951. 

2.  Fromer,  J.L.:  Dermatologic  Concepts  and  Management  of  Pruritus  Ani,  Am.  J.  Surg. 90:805  (Nov.)  1955. 


AFTER 

Same  case  after  treatment  with  Hydro-, 
lamins.  Note' healing  of  the  inflamed, 
fissured  and  excoriated  areas  and  of  the 
whitened  anal  folds. 
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axes 


iiotti  mind 

an 
muscle 


for  anxiety 
and  tension  in 
everyday  practice 


U well  suited  for  prolonged  therapy 
8 well  tolerated,  relatively  nontoxic 

■ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
li  chemically  unrelated  to  phenothiazine  compounds  and  rauwolfia  derivatives 
Hi  orally  effective  within  30  minutes  for  a period  of  6 hours 


anxiety  and  tension  states  and  muscle  spasm 


Miltown 

2-methyl-2-n-propyl-l,S-propanediol  dicarbamate—  U . S.  Patent  2,724,720 

Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 

SUPPLIED  : (Bottles  50  tablets) 

400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 
USUAL  DOSAGE  : One  or  two  400  mg.  tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 


CM.3707-R5 
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Nutritionists  agree  that  vitamin  B deficiencies  rarely  occur  singly. 
Proportionate  loss  among  B complex  factors  is  the  common  oc- 
currence. Despite  similarity  of  published  formulas,  B complex 
multivitamin  preparations  are  not  equal  in  potency. 

By  specifying  lederplex  for  a patient  in  need  of  B complex  ther- 
apy, you  recommend  a preparation  conforming  to  highest  pro- 
fessional standards. 

The  entire  vitamin  B complex  (folic  acid  and  Bu  included)  is 
offered  in  highly  potent  form.  The  palatable  orange  flavor  of 
lederplex  is  taste-true,  does  not  “wear  thin”  or  go  “flat”  on  pro- 
longed dosage. 


Each  teaspoonful  (5  cc.)  of  lederplex  Liquid  Contains: 


Thiamine  HC1  (BO 

2 mg. 

Pantothenic  Acid 

2 mg. 

Riboflavin  (BO 

2 mg. 

Choline 

20  mg. 

Niacinamide 

10  mg. 

Inositol 

10  mg. 

Folic  Acid 

0.2  mg. 

Soluble  Liver  Fraction 

470  mg. 

Pyridoxine  HC1  (Ba) 

0.2  mg. 

Vitamin  B12 

5 mcgm. 

Also  available  in  tablet , capsule  and  parenteral  forms. 


LEDERLE  LABORATORIES  OIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 

*REG.  U.  S,  PAT.  OFF. 
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Calmitol®  is  the  non-sensitizing 
antipruritic  ointment  supplied  in  U/2-oz.  tubes  and  1-lb.  jars, 
and  (liquid)  2-oz.  bottles  by  Thos.  Leeming  & Co.,  Inc.,  New  York  17. 
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For  hypertension— helping  the  hypertensive  to  help  himself 

THEOMINAL8  R.S. 

(Theominal  with  Rauwolfia  serpentina) 


■ synergistic  antihypertensive  relaxant 


THEOMINAL  — Theobromine  (320  mg.)  and  Luminal®  (10  mg.)  — The  peripheral  vasodilating, 
sedative  and  central  antihypertensive  effects  of  Theominal  gradually  reduce  blood  pres- 
sure to  more  nearly  normal  levels. 

Rauwolfia  Serpentina  alkaloids  (alseroxylon)  1.5  mg.*  — The  cumulative  hypotensive  effect  of 
the  Rauwolfia  serpentina  is  preceded  by  a tranquilizing  action  which  produces  a feeling 
of  well-being  in  the  patient. 

Theominal  R.S.  is  well  tolerated. 


DOSAGE:  1 tablet  two  or  three  times  daily.  When  improvement 
has  been  maintained  for  a time,  the  dose 
may  be  reduced  or  medication  suspended  occasionally 
until  its  resumption  is  indicated. 

SUPPLIED:  Bottles  of  100  and  500  tablets. 

* = 0.3  mg.  reserpine  in  activity 


(jljitilWj) 


LABORATORIES  • NEW  YORK  18,  N.  Y. 


Theominal  and  luminal  (brand  of  phenobarbital), 
trademarks  reg.  U.S.  Pat.  Off. 


L 
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perhaps  the  safest  ataraxic  known  . . . 

P€^C€  OF  MIND 

ATARAX 


(brand  of  hydroxyzine) 


Tablets-Syrup 


prescribe  atarax  as  follows: 

Adults:  usually  one  25  mg.  tablet, 
or  two  tsp.  Syrup,  three  times  daily. 
Children:  (over  3 years) : usually 
one  10  mg.  tablet,  or  one  tsp.  Syrup, 
twice  daily. 

Supplied:  Tablets,  tiny  10  mg. 
(orange)  and  25  mg.  (green),  bot- 
tles of  100.  Syrup,  10  mg.  per  tsp., 
pint  bottles. 

Since  response  varies  from  patient 
to  patient,  dosage  should  be  adjust- 
ed accordingly.  Prescription  only. 


Chicago  11,  Illinois 


safety  highlighted  in  every  clinical  report. 


Depending  on  the  condition  treated,  the  effec- 
tiveness of  atarax  has  ranged  from  80  to 
94%.  But  clinicians  have  agreed  unanimously 
on  its  safety.  After  more  than  85,000,000 
doses  — many  on  long-term  administration 
at  high  dosage  — no  evidence  of  addiction, 
blood  dyscrasias,  parkinsonian  effect,  liver 
damage,  depression  or  other  serious  side  ef- 
fects have  been  reported. 


calms  tense  patients. 


atarax  produces  its  calming,  peace-of-mind 
effect  without  disturbing  mental  alertness. 
In  the  tension/anxiety  conditions  for  which 
it  is  intended,  you  will  find  atarax  effective 
in  about  9 of  every  10  patients. 
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GEIGY 


among  nonhormonat  antiarthritics . . . 

unexcelled  in 


unexcelled 

. 


and  no  ten 
of  drug  to 


causes  no  u 
endocrine  1 

Butazoud 


ini 


Gouty  Arthritis 
Rheumatoid  Arthritis 
Rheumatoid  Spondylitis 
Painful  Shoulder  Syndi 


Bctazolidin  being  a potent  therapei 
agent,  physicians  unfamiliar  with  its 
use  are  urged  to  send  for  detailed 
literature  before  instituting  therapy. 


Bctazolidin® 
Geicy).  Red  co 


lets  of  100 
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f I exin 

Zoxazolomine* 

consistently  effective 
in  low  back  pain 


. . Of  90  patients  with  low  back  pain  and  other  muscular  conditions . . . 
67  (74  per  cent)  showed  a good  response 

"...17  of... 20  patients  with  post-traumatic  muscle  spasm  of  the  low 
back  had  excellent  or  good  responses."2 

"In  acute  and  chronic  recurrent  low  back  syndrome,  seven  of  eight 
patients  showed  visible  objective  improvement."3 

Bibliography 

(1)  Johnson,  H.  J.,  Jr.:  To  be  published.  (2)  Wallace,  S.  L.:  To  be  published.  (3)  Settel,  E.: 
Am.  Pract.  & Digest  Treat.  8:443,  1957. 


How  Supplied 

Pink,  Enteric  Coated  tablets  (250  mg.),  bottles  of  36. 
Yellow,  scored  tablets  (250  mg.),  bottles  of  50. 


*U.S.  Patent  Pending 


McNEIL 


Laboratories,  Inc. 
Philadelphia  32,  Pa. 


1 1057 
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PRECEPTIN' 

vaqinal  qel 


Conditions  requiring  diuretic  treatment 

for  sustained  periods  of  time  can  be  ideally 
controlled  by  Diamox. 

Diamox  has  been  found  strikingly  effective  in 
a variety  of  conditions:  cardiac  edema, 
glaucoma,  epilepsy,  toxemias  of  pregnancy, 
obesity,  premenstrual  tension. 

Administration  of  Diamox  once  daily  or  every 
other  day  results  in  adequate  control  of  edema 
since  Diamox  is  effective  in  the  mobilization 
of  edema  fluid  and  in  the  prevention  of 
fluid  accumulation. 


A versatile  diuretic,  Diamox  is  well-tolerated 
orally,  and  even  when  given  in  long  term 
dosage,  side  effects  are  rare.  Excretion  by  the 
kidney  is  usually  complete  within  12  hours 
with  no  cumulative  effects. 


Dosage  can  be  adjusted  to  ensure  a restful 
night. 


Supplied:  Scored  tablets  of  250  mg.  (Also 
in  ampuls  of  500  mg.  for  parenteral  use.) 


ACETAZOLAMIDE  LEDERUE 


nonmercurial  diuretic 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY. 
♦Reg  U S.  Pat.  W PEARL  RIVER.  NEW  YORK 
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with 


control  anxiety 

in  Arthritis,  Asthma,  Allergic  Dermatoses 


. 


the  original  tranquilizer-corticoid 


prednisolone  and  hydroxyzine 


provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications1 


Ataraxoid  now  written  as 


and  now 
available  as 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


NEW 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


NEW  Ataraxoid  in 


1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


1.  Personal  communications 


“Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


INDEX  TO  ADVERTISERS 


desserts” 

aren’t  alike,  either... 


There’s  a difference: 


Cal. 

Prof. 

gm. 

Fat 

gm. 

Carbo. 

gm. 

Ca. 

mg. 

P. 

mg. 

Vil.  A 
I.U. 

Ribo. 

mg. 

•DESSERT  A 

94 

2.0 

2.7 

20.2 

76 

63 

Trace 

0.111 

•DESSERT  B 

100 

2.32 

1.89 

17.72 

76 

43 

25 

(USP) 

0.160 

•DESSERT  C 

102 

2.4 

3.2 

16.5 

75 

69 

228 

0.110 

••RENNET-CUSTARDS 

(average  of 
seven  flavors) 

96.5 

3.2 

3.6 

12.7 

123 

102 

175 

0.164 

Fresh  milk  is  the  basis  of  "Junket"  rennet- 
custards.  That  is  why  they  are  higher  in 
nutritional  value  than  many  commercially 
canned  "Baby  desserts".  Rennet-custards 
furnish  valuable  protein,  calcium  and 
phosphorus  needed  for  sturdy  bone 
development  and  growth. 

Rennet-custards,  made  with  fresh  milk  and 
"Junket"  Rennet  Powder  or  Tablets,  are 
widely  advocated  as  one  of  the  first  solid 
foods  in  the  infant  dietary  . . . and  as  a 
refreshing,  readily  digested  dessert  for 
toddlers  and  older  children  too. 


® 


RENNET  POWDER 

Makes  Fresh  Milk  into  Rennet-Custards 

"Junket"  Rennet  Powder  — Vanilla,  Raspberry, 
Lemon,  Orange,  Chocolate,  Maple,  Strawberry. 
"Junket"  Rennet  Tablets  — not  sweetened  or  flavored. 
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in  urinary  tract 
infections  of  pregnancy 
delay  is  dangerous... 

" Approximately  one-half  of  the  patients  have 
some  permanent  damage  to  the  urinary  tract." 


FU  RADANT 


Specific  for  genitourinary  tract  infections 
• rapid  bactericidal  action  against  a wide 
range  of  gram-positive  and  gram-nega- 
tive pathogens  and  organisms  resistant  to 
other  agents  • negligible  development  of 
bacterial  resistance  • excellent  tolerance 
—nontoxic  to  kidneys,  liver  and  blood- 
forming  organs  • safe  for  use  in  preg- 
nancy2-3 


ooo 


FOR  RAPID  ERADICATION  OF  INFECTION 


AVERAGE  FURADANTIN  DOSAGE:  100  mg. 
q.i.d.  with  food  or  milk.  Continue  treat- 
ment for  3 days  after  urine  becomes  sterile. 

supplied:  Tablets,  50  and  100  mg. 

Oral  Suspension  (25  mg.  per  5 cc.  tsp.). 

REFERENCES:  1.  Rives,  H.  F.:  Texas  J.  M.  52:224,  1956. 
2.  Diggs,  E.  S.;  Prevost,  E.  C.,  and  Valderas,  J.  G.:  Am. 
J.  Obst.  71:399,  1956.  3.  MacLeod,  P.  F„  et  al.:  Inter- 
not.  Rec.  Med.  169:561,  1956. 


NITROFURANS 

a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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“555  (98^%)  patients  tolerated  this 
ferrous  sulfate-amino  acid  complex 
(FERRONORD)  without  complaint.”1 

“Extraordinarily  well  tolerated”  in  120 
obstetrical  and  gynecological  patients.2 

Well  tolerated  even  in  patients  with 
peptic  ulcer  and  gastritis.3 


• serum  response  in  3 hours 

• clinical  response  in  days 

• between-meal  administration 
for  better  utilization 

FERRONORD  Dosage: 

average  adult  dosage : Initially,  2 tablets  twice  a day ; in  severe  cases,  2 tablets 
3 times  daily.  Maintenance,  1 to  2 tablets  daily, 
children’s  dosage : In  proportion. 

FERRONORD  Supplied: 

Bottles  of  100  tablets.  Each  tablet  supplies  40  mg.  of  ferrous  iron. 


1.  Frohman,  I.  P.;  Pomeranze,  J.;  Rummel,  W.;  Kircher,  R.  F. ; Clancy,  J.  B.;  Dwyer,  T.  A.;  Wagner,  H.; 
O'Brien,  T.  E.;  Curley,  R.  T.;  Jorgensen,  G.;  Onorato,  R.  R.;  Ira,  F.;  Lee,  Jr.,  J.  G.;  Gorla,  W.  O.;  White, 
R.  N.;  Gadek,  R.  J.;  Remy,  D.:  Scientific  Exhibit,  6th  International  Congress  of  Hematology,  Boston,  MassM 
August,  1956. 

2.  Wagner,  H.:  Landarzt  51:496,  1955. 

3.  Jorgensen,  G.:  Arztl.  Wchnschr.  10: 82,  1955. 

ta-aminoacetic-ferrous  sulfate  complex,  exsiccated 


NORDMARK 


PHARMACEUTICAL  LABORATORIES,  INC-,  IRVINGTON,  N.  J. 


Suppliers  of  fine  chemicals  to  the  pharmaceutical  industry  for  more  than  a quarter  of  a century. 
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...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


STILL  GOING  STRONG 


JOHNNIE 


BLENDED  SCOTCH  WHISKY 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


INDEX  TO  ADVERTISED  PRODUCTS 
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CANADA  DRY  GINGER  ALE,  Inc.,  New  Y-rk.  N.  Y..  Sole  Importer 


MILLIONS  OF 
ASTHMATIC  ATTACKS 

have  been  aborted  faster. . .more  effectively, 
more  economically  with 


^ - 1 ® | 

SIMPLE  TO  USE 


SUITABLE 

FOR  CHILDREN,  TOO 


CONVENIENT 


SLIPS  INTO  POCKET 
OR  PURSE 


Automatically  measured  dosage 
and  true  nebulization... nothing 
to  pour  or  measure. .. One  in- 
halation usually  gives  prompt 
relief  of  acute  or  recurring 
asthmatic  attacks. 

Medihaler-Epi  replaces  in- 
jected epinephrine  in  urticaria, 
edema  of  glottis,  etc.  due  to 
acute  food,  drug  or  pollen  re- 
actions...  Each  10  cc.  bottle 
delivers  200  inhalations. 


PRESCRIBE  EITHER 


IN  ASTHMA 

Medihaler-EPI®  Riker  brand  epinephrine 
U.S.P.  0.5%  solution  in  inert,  nontoxic  aerosol 
vehicle.  Each  measured  dose  0.12  mg.  epinephrine. 
In  10  cc.  bottle  with  measured-dose  valve. 


Medihaler-ISO  Riker  brand  isoproterenol 
HCI  0.25%  solution  in  inert,  nontoxic  aerosol 
vehicle.  Each  measured  dose  0.06  mg.  isoproterenol. 
In  10  cc.  bottle  with  measured-dose  valve. 


Note:  First  prescription  for  Medihaler  medications  should  include  the  desired 
medication  and  Medihaler  Oral  Adapter  (supplied  with  pocket-sized  plastic 
carrying  case  for  medication  and  Adapter). 


— The  Medihaler  Principle 


is  also  available  in  Medihaler-Nitro™  (octyl  nitrite)  for  the  rapid  relief  of  angina  pectoris 
...and  Medihaler-Phen™  (phenylephrine-hydrocortisone-neomycin)  for  lasting,  effective 
relief  of  nasal  congestion.  Z'- ~T  - — — . 

Men 


LOS  ANGELES 
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in  seasonal  allergies 
...as  in  colds 


you  can  check  excessive 

irritant  secretions . . 


and  “unlock 
ciosed-up  nose 


OI"cl  I ly  with 


Novahis+ine* 


In  the  management  of  seasonal  allergies  and  the 
common  cold,  Novahistine  works  better  than  anti- 
histamines alone.  The  distinct  additive  action  of  a 
vasoconstrictor  with  an  antihistaminic  drug  combats 
allergic  reactions  more  efficiently  . . . provides  marked 
nasal  decongestion  and  inhibits  excessive  irritant  secre- 
tions. Novahistine  eliminates  patient  misuse  of  nose 
drops,  sprays  and  inhalants  . . . avoids  the  risk  of  rebound 
congestion.  Novahistine  will  not  cause  jitters  or  insomnia. 

Each  Novahistine  Tablet  or  teaspoonful  of  Elixir  provides  5.0 
mg.  of  phenylephrine  HC1  and  12.5  mg.  of  prophenpyridamine 
maleate.  For  patients  who  need  greater  vasoconstriction,  Nova- 
histine Fortis  Capsules  and  Novahistine  with  APC  Capsules  con- 
tain twice  the  amount  of  phenylephrine. 


Pitman  -Moore  Company  . Division  of  Allied  Laboratories,  Inc. 

Indianapolis  6,  Indiana 
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V 

Increasing  the  activity 

of  your  patients  with  coronary 


artery  disease 

THESODATE 


It  has  been  well-established  that  Thesodate  supplies  theobromine  in  a very 
well-tolerated  form  to  provide  long-lasting  vasodilation  and  to  increase 
cardiac  efficiency  so  that  the  patient  can  engage  in  greater  activity  without 
distress.  Because  of  the  special  enteric  coating,  Thesodate  tablets  may  be 
administered  with  no  gastric  side  effects. 


Supplied  as  Thesodate  tablets:  0.5  Gm.  (7Vi  gr.)  and 

0.25  Gm.  (3  y4  gr.)  in  bottles  of  100  and  500.  Samples  and  literature  on  request. 


Also  supplied  as  Thesodate  with  Phenobarbital  tablets, 
in  three  dosage  strengths. 


Brewer  & Company,  Inc. 


For  essential  hypertension:  R-S-Thesodate  tablets  (Theo-  Worcester  8,  Massachusetts 

bromine  Sodium  Acetate,  0.5  Gm.,  plus  Rauwolfia 

c ..  Cn  \ Est.  1852 

Serpentina,  50  mg.) 


In  bottles  of  100  and  500. 
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a new  dosage  form 


Compazine*  Ampuls 


for  immediate  control  of  nausea  and  vomiting 
when  oral  administration  is  not  feasible 


In  98%  of  cases  treated  with  ‘Compazine’  Ampuls  during 
clinical  trials,  a single  intramuscular  dose  completely 
stopped  nausea  and  vomiting  or  reduced  its  severit' 
enough  to  permit  administration. 

Dosage:  An  initial  dose  of  5 to  10  mg.  (1  to  2 cc.)  shoul< 
be  injected  deeply  into  the  upper  outer  quadrant  of  th 
buttock.  This  may  be  repeated  if  necessary  at  intervals  01 
3 to  4 hours. 

For  further  information,  see  S.K.F.  literature. 

Available:  2 cc.  (10  mg.)  ampuls  in  boxes  of  6 and  10c 
5 mg.  tablets  in  bottles  of  50  and  500. 


a potent  antiemetic 
with  minimal  side  effects 


Smith , Kline  & French  Laboratories , Philadelphia 

★T.M.  Reg.  U.S.  Pat.  Off.  for  prodorperazine,  S.K.F. 


Mis 


Drand 


POLYMYXIN  B — BACITRACIN  OINTMENT 


to  itcdcoti  bMost~obSS!ttmc 


0Jt& 


For  topical  use:  in  '/a  oz.  and  1 oz.  tubes* 
For  ophthalmic  use:  in  '/«  oz.  tubes. 


BURROUGHS  WELLCOME  &.  CO.  (U.S.A.)  INC.,  Tuckahoa,  N.  Y. 


w 


Each  Multiple  Compressed  Tablet  of  Meprolone 
provides  the  inseparable  antiarthritic,  antirheumatic 
benefits  of: 

1.  Prednisolone  buffered — the  newest  and  most  po- 
tent of  the  “predni-steroids”  for  prompt  relief  of 
joint  pain  and  arrest  of  the  destructive  inflammatory 
process. 

2.  Meprobamate — the  newest  and  safest  of  the 
muscle-relaxant  tranquilizers  for  profound  relaxa- 
tion of  skeletal  muscle  in  spasm. 

Tolerance  to  this  combination  is  good  because  there 
is  little  likelihood  of  sodium  retention,  potassium 
depletion  or  gastric  distress  with  buffered  predniso- 
lone, and  meprobamate  rarely  produces  significant 
side  effects  in  therapeutic  dosage. 

An  additional  important  therapeutic  benefit,  often 
overlooked,  stems  from  the  tranquilizing  action  of 
meprobamate.  This  component  of  Meprolone  re- 
lieves mental  tension  and  anxiety  so  often  manifest 
in  arthritics,  making  them  more  amenable  to  other 
rehabilitation  measures. 

INDICATIONS:  A wide  variety  of  conditions,  in  which 
four  symptoms  predominate:  a)  inflammation  b)  muscle 
spasm  c)  anxiety  and  tension  d)  discomfort  and  disability; 
i.e.,  rheumatoid  arthritis,  rheumatoid  spondylitis  (Marie- 
Striimpell  disease),  Still’s  disease,  psoriatic  arthritis,  osteo- 


nierapeutic  benefits  ri  MEPROLONE  compared  with  traditional  anliarthrilK 


relieves 

pain 

suppresses 

inflam- 

mation 

relates 

muscle 

eases 

anxiety 

Imparts 
sense  of 
well-being 

Salicylates 

/ 

Muscle  relaxants 

Z1 

Tranquilizers 

Steroids 

✓ 

</ 

y 

MEPROLONE 

/ 

/ 

y 

y 

/.  Meprobamate  is  the  only  tranquilizer  with 
muscle-relaxant  action. 


arthritis,  bursitis,  synovitis,  tenosynovitis,  myositis,  fibrt 
sitis,  fibromyositis,  neuritis,  acute  and  chronic  low  bac 
pain,  acute  and  chronic  primary  and  secondary  fibrosit 
and  torticollis,  intractable  asthma,  respiratory  allergie 
allergic  and  inflammatory  eye  and  skin  disorders  (as  mail 
tenance  therapy  in  disseminated  lupus  erythematosu 
periarteritis  nodosa,  dermatomyositis  and  scleroderma 

SUPPLIED:  Multiple  Compressed  Tablets  in  bottles  < 
100  in  two  formulas  as  follows:  Meprolone-1 — 1.0  mi 
of  prednisolone,  200  mg.  of  meprobamate  and  200  mg.  < 
dried  aluminum  hydroxide  gel.  Meprolone-2 — providi 
2.0  mg.  of  prednisolone  in  the  same  formula. 
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NO  OTHER 


ANTIRHEUMATIC 

PRODUCT 

PROVIDES  AS  MANY 
BENEFITS  AS 


MEPRO  BAMATE 

predniso  lone , buffered 

THE  ONLY 
ANTI  RHEUMATIC, 

ANTI  ARTHRITIC 

THAT  SIMULTANEOUSLY 

RELIEVES: 

1.  MUSCLE  SPASM 
a.  JOINT  INFLAMMATION 

3.  ANXIETY  AND  TENSION 

4.  DISCOMFORT 

AND  DISABILITY 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO..  INC.  PHILADELPHIA  I.  PA. 


UEPKOLONI  •«  the  trade-mark  of  Merck  k Co.,  lac. 
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KNOX  PROTEIN  PREVIEWS 


Knox  “Choice  of  Foods”  Diet  Can  Help  Your 
CARDIAC  Patients  Lose  Weight  Successfully 


1 . Color-coded  diets  of  1200,  1600  and  1800  calories  are 
based  on  nutritionally-sound  Food  Exchanges.1 

2.  Easy-to-use  Food  Exchanges  (referred  to  in  the  Knox 
booklet  as  Choices)  eliminate  calorie  counting  by  patient. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 

4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
presented  on  the  last  14  pages  of  each  diet  booklet. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 
Professional  Service  Dept.  NM-25 
Johnstown,  N.  Y. 


Please  send  me  dozen  copies  of  the  new  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address 


1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 
Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare.  |, 


TABLETS  NASAL  SPRAY 

with  stress  supportive  prompt  nasal  comfort 

vitamin  C without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


T.M.  MTJ.II7 
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highly  effective— clinically  provec 
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provides  added  certainty  in  antibiotic  therapy  particularly  f c* 

* JD.  P 

that  90%  of  the  patient  population  treated  in  home  or  office . . 


Multi-spectrum  synergisticallv  strengthened 
SlGMAMYClN  provides  the  antimicrobial  spec- 
trum of  tetracycline  extended  and  potentiated 
with  oleandomycin  to  include  even  those  strains 
of  staphylococci  and  certain  other  pathogens 
resistant  to  other  antibiotics. 

Supplied:  Sigmamycin  Capsules  - 250  mg. 
(oleandomycin  83  mg.,  tetracycline  167  mg.), 
bottles  of  16  and  100;  100  mg.  (oleandomycin 


33  mg.,  tetracycline  67  mg.),  bottles  of  25 
100.  Sigmamycin  for  Oral  Suspension-: 
Gm.,  125  mg.  per  5 cc.  teaspoonful  (oleandor 
cin  42  mg.,  tetracycline  83  mg.),  mint  flavor^ 
bottles  of  2 oz.  t, 


Y. 


Pfizer  Laboratories,  Brooklyn  6,  N. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic 

development  and  production  ZCi 


HYPERTENSION 


“ACTING  IN  CONGER  T”t 


to  treat 


he  hypertensive  patient 


as  a whole 


.'nitensen-R  combines  cryptenamine 
I;  id  reserpine  which  “act  in  concert” 
r control  the  entire  syndrome  of 

Ssential  hypertension. 

ryptenamine  dependably  lowers  blood 
■essure,  and  improves  cerebral  and 
nal  circulation.  It  also  increases 
irdiac  efficiency,  and  may  arrest  the 
■ogress  of  vascular  damage. 

eserpine  raises  the  threshold  of 
notional  response  and  stifles 
eurogenic  aggravation  of  the  disease. 

iven  together,  cryptenamine  and 
iserpine  produce  a far  better 
lerapeutic  effect  than  when  given 
tparately.  And  successful  therapy 
usually  maintained  with  dosages  well 
elow  those  producing  side  effects. 

lohen,  B.  M.;  Cross,  E.  B.,  and  Johnson  W.: 
m.  Prac.  & Digest  Treat.  6:  1030,  1955. 


UNITENSEN-I^ 

•T.M.,  Reg.  U.S.  Pat.  Oil. 


RWIN,  NEISLER  & COMPANY 

DECATUR,  ILLINOIS 


Each  grey-coated  Unitensen-R 
tablet  contains: 


Cryptenamine 1,0  mg. 

(tannates) 

Reserpine 0.1  mg. 


Dosage:  1 tablet  t.i.d. 

For  prescription  economy, 
prescribe  in  50’s. 

To  serve  your  patients  today — 

call  your  pharmacist  for  any  addi- 
tional information  you  may  need  to 
help  you  prescribe  Unitensen-R. 


Bibliography.  Orgain,  E.  S : Postgrad. 
Med.  17:318, 1955.  Finnerty.  F.  A.:  Am.  J.  Med. 
17:  629, 1954.  McCall,  M L;  Sass,  D.  K.;  Wag- 
staff,  C„  and  Cutler,  J.:  Obsl  & Gynec.  6:  297, 

1955.  Cohen.  B.  M. : New  York  State  J.  Med.  55: 
853,  1955.  LaBarbera.  J.  F.:  Med.  Record  and 
Annals  50:  242, 1956.  Voskian,  J. ; Assali.  N.  S., 
and  Noll.  L.:  Surg.,  Gynec.  & Obst.  102:  37, 

1956.  Crisp,  W.  E.,  and  McCall,  M.  L : Am.  Prac. 
& Digest  Treat  7:  620,  1956.  Finnerty.  F.  A.: 
Am.  J.  M.  Sc.  229:379.1955. 


Ill  Angina  Pectoris 

More 
Comprehensive 
_ Action  g 

Pentoxy  I o n 

he  patient  with  angina  pectoris  requires  the  compre- 
hensive approach  provided  by  the  several  actions  of 
Pentoxylon.  Each  tablet  combines  the  valuable  tranquil- 
izing,  fear-relieving,  bradycrotic,  and  nonsoporific  sedative 
of  Rauwiloid5  (alseroxylon,  0.5  mg.),  with  the  long-lasting 
r vasodilating  effect  of  pentaervthritol  tetranitrate  (petn,  10  mg.). 

Reduces  incidence  and  severity  of  attacks 
Increases  exercise  tolerance 
Reduces  tachycardia 
Reduces  anxiety,  allays  apprehension 
Reduces  nitroglycerin  need 
Lowers  blood  pressure  only  in  hypertensives 
Produces  demonstrable  ECG  improvement 

Dosage:  one  to  two  tablets  q.i.d.,  before  meals  and  on  retiring 


P.S.  to  stop  the  acute  attack  faster 

Medihaler-Nitro™,  the  new  self-propelled,  meas- 
ured-dose inhalation  method  delivers  l°c  octyl 
nitrite  for  instantaneous  relief  of  acute  anginal  pain. 
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CLINICAL  EXPERIENCE  INDICATES 

FEWER  RESISTANT  STAPHYLOCOCCI 


CHLOROMYCETIN 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


u 


STRAINS  OF  COAGULASE-POSITIVE  STAPHYLOCOCCI  SENSITIVE 
TO  CHLOROMYCETIN  AND  FIVE  OTHER  MAJOR  ANTIBIOTIC  AGENTS* 

CHLOROMYCETIN  98.1% 

100 


•This  graph  is  adapted  from  Spink,  W.  W.:  Ann.  New  York  Acad.  Sc.  65:175,  1956. 
CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other 
drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  pro- 
longed or  intermittent  therapy. 

PARKE,  DAVIS  & COMPANY  * DETROIT  32,  MICHIGAN 


BREWER  was  first 
to  make  it  tivice-as-easy 
for  your  patient 


the  First,  Smallest,  Most  Preferred  One 
Gram  Enteric  Coated  Ammonium  Chloride 
Tablet  . . . easy-to-swallow  . . . provides 
freedom  from  gastric  irritation  ...  15  gr., 
instead  of  7*4  gr.,  reducing  the  number  of 
tablets  to  be  taken  daily  by  half  . . . 

Prescribe  AMCHLOR  by  Brewer 

for  Cardiac  Edema:  Used  alone  (4  to  12 
AMCHLORS  daily)  . . . or  to  potentiate 
mercurial  diuretics  (2  to  6 
AMCHLORS  daily). 

Prescribe  AMCHLOR  by  Brewer 

for  Pre-menstrual  Tension.  Stilbestrol 
Nausea.  Menieres  Syndrome 


EST.  1852 

WORCESTER  8,  MASSACHUSETTS,  U.S.A. 


recognized  by  its  unique 
mottled  green  enteric  coating 
. . . supplied  in  bottles  of 
100  and  500 


Literature  and  samples  will 
be  mailed  to  you  immediately 
on  request 
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first... treat  the 


primary  disorder, 
of  course 


i 

then... 


add  VITERRA 

as  a matter  of  course 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your -and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


PEACE  of  mind  ATARAX® 


CHICAGO  11,  ILLINOIS 
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brand  new! 


A superior  nutritional  shield  against  dietary 
deficiencies  . . . and  to  help  speed  healing  and 
convalescence  in  medical  and  surgical  patients. 

For  pregnant  and  lactating  women,  in  aged  and 
debilitated  patients,  before  and  after  surgery,  in 
restricted  diets,  patients  with  lowered  resistance. 

BIVAM  tablets  provide:  capillary-protectant  water- 
soluble  citrus  bioflavonoid  complex  . . . 
antihemorrhagic  vitamins  K and  C . . . well 
tolerated  iron  . . . highly  utilizable,  phosphorus- 
free  calcium,  hematinic  vitamin  B12,  folic 
acid,  copper,  cobalt,  molybdenum  . . . anti- 
emetic  vitamin  B6  . . . and  many  nutrients 
essential  to  normal  metabolic  function 
and  anabolism,  and  optimal  health. 


TABLETS 


Dose  of  3 BIVAM  tablets  provides: 
Citrus  Bioflavonoid  Compound*  . 100  mg. 

Ascorbic  Acid  (C) 100  mg. 

Calcium  Lactate 1 Gm. 

Ferrous  Gluconate 100  mg. 

Vitamin  A 6000  U.S.P.  Units 

Vitamin  D 600  U.S.P.  Units 

Thiamine  Mononitrate  (Bi)  . . 3 mg. 

Riboflavin  (B2) 3 mg. 

Pyridoxine  HCI  (B6) 3 mg. 

Vitamin  B12  (cobalamin 

concentrate) 3 meg. 

Niacinamide 25  mg. 

d.  Calcium  Pantothenate  ...  5 mg. 

Folic  Acid 0.5  mg. 

Menadione  (K) 1 mg. 

Vitamin  E (dl,  alpha 

tocopheryl  acetate)  ...  1 Int.  Unit 

Magnesium 3 mg. 

Manganese 1 mg. 

Copper 1 mg. 

Zinc 1 mg. 

Molybdenum 0.2  mg. 

Iodine 0.1  mg. 

Cobalt 0.1  mg. 

*Contains  the  many  active  bioflavonoid 
factors  of  the  specially  processed  water- 
soluble  bioflavonoid  complex  from  citrus. 
Supplied:  bottles  of  100,  300,  500  and 
1000  tablets 


SAMPLES  of  small,  easy-to-swallow  BIVAM  tablets  and  literature  from  . . 


u.  s.  vitamin  corporati 

Arlington-Funk  Laboratories,  division 
250  East  43rd  Street,  New  York  17,  N.  Y. 


PHARMACEUTICALS 
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new  assurance 


for  the  aged  with 


...  to  promote  prompt  recovery 


and  greater  freedom  from 


postherpetic  neuralgia. 


er/mn 

Detroit  11,  Michigan 


Supplied:  Boxes  of  ten  1.3  cc.  ampuls 


/ 
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V. 


How  Vagisec  jelly  and  liquid 


. ;y>j 


trichomonads  in  seconds 


Vaginal  trichomoniasis  quickly  yields  to 
Vagisec®  liquid  and  jelly.1-5  These  unique 
trichomonacides  explode  flagellates  after  15 
seconds’  contact.  Following  a Vagisec  douche, 
Vagisec  jelly  maintains  trichomonacidal  ef- 
fectiveness ’round-the-clock.  With  this  new 
approach,  therapy  succeeds  in  more  than  90 
per  cent  of  cases.4 

Research  proves  effectiveness  — In  hundreds 
of  tests  with  slide  preparations,  mixtures  of 
Vagisec  jelly  and  vigorous  cultures  of  Tricho- 
monas vaginalis  have  been  examined  under  a 
phase-contrast  microscope.3,6  The  trichomon- 
ads explode  and  disperse  within  15  seconds 
after  contact  with  jelly  — exactly  like  those  in 
a Vagisec  douche  solution.3-6 

Explosion  succeeds  — Vagisec  liquid  and  jelly 
penetrate  rapidly  to  trichomonads  covered  by 
vaginal  mucus  and  cellular  debris  and  explode 
them,  avoiding  post-treatment  flare-ups.3-5 
Vagisec  therapy  often  rids  stubborn  clinical 
cases  of  “trich”  even  after  other  agents  fail. 

Why  parasites  explode  — A wetting  agent,  a 
detergent  and  a chelating  agent,  combined  in 
balanced  blend  in  Vagisec  liquid  and  jelly,3-5 
act  to  weaken  the  parasites’  cell  membranes, 
remove  waxes  and  lipids,  and  denature  the 
protein.  Then  the  trichomonads  imbibe  water, 
swell  and  explode  into  fragments  ...  all  within 
15  seconds. 

The  Davis  technique^  — Dr.  Carl  Henry  Davis, 
co-discoverer  of  Vagisec,  recommends  a com- 
bination of  office  treatments  with  Vagisec 


liquid  and  ’round-the-clock  home  therapy  with 
the  liquid  and  jelly.3  This  regimen  halts  vagi- 
nal trichomonal  infections  and  ensures  con- 
tinuous control  until  all  trichomonads  are  gone. 
For  a small  percentage  of  women  who  have 
an  involvement  of  cervical,  vestibular  or 
urethral  glands,  other  treatment  will  be  re- 
quired.1'3-5 

Re-infections  can  and  do  occur  from  the  hus- 
band2'5’7’8  — Prescribing  RAMSES®,  high  qual- 
ity prophylactics,  as  protection  against  con- 
jugal contagion  ensures  husband  cooperation. 
Most  of  them  know  and  prefer  RAMSES  — 
the  one  with  “built-in”  sensitivity.  RAMSES 
are  superior,  transparent  rubber  prophylactics, 
naturally  smooth,  very  thin,  yet  strong.  At  all 
pharmacies. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene 
nonyl  phenol,  Sodium  ethylene  diamine  tetra-acetate, 
Sodium  dioctyl  sulfosuccinate.  In  addition,  Vagisec 
jelly  contains  Boric  acid,  Alcohol  5%  by  weight. 

References:  1.  Decker,  A.,  and  Decker,  W.  H.:  Practical 
Office  Gynecology,  Philadelphia,  F.  A.  Davis  Company, 
1956.  2.  McGoogan,  L.  S.:  J.  Michigan  M.  Soc.  55:682  (June) 
1956.  3.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7, 
pp.  23-33.  4.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

5.  Davis,  C.  H.:  J.A.M.A.  757:126  (Jan.  8)  1955.  6..  Molo- 
mut,  N.,  Port  Washington,  N.  Y.:  Personal  communication 
(Jan.)  1957.  7.  Draper,  J.  W.:  Internat.  Rec.  Med.  768:563 
(Sept).  1955.  8.  Feo,  L.  G„  et  al.:  J.  Urol.  75:711  (Apr.) 
1956. 

JULIUS  SCHMID,  inc. 

gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec  and  RAMSES  are  registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  app.  for 
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from  allergic  effects  of  pollen 


CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 

— with  minimal  side-effects 


This  is  the  season  when  we  all  yearn  for  escape  from 
everyday  life,  to  “commune  with  nature.”  But,  to  the 
one  allergic  to  pollen,  this  craving  is  usually  easier  to 
endure  than  the  penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 
Supplied  • Pulvules  pe-  ‘Co-Pyronil’  combines  the  complementary  actions  of 

diatric  pulvules,  and  sus-  a rapid-acting  antihistaminic,  a long-acting  antihista- 
pension.  minic,  and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  386  Fourth  Avenue,  New 
York  16,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 
be  typed  double-spaced  with  adequate  margins. 
The  first  page  should  list  the  title,  the  name  of  the 
author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Pages  should  be  numbered  consecu- 
tively. Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quotations 
must  include  full  credit  to  both  author  and  source. 
Periodical  references  should  include  in  order: 
author’s  name  with  initials,  title,  periodical  abbre- 
viation, volume,  pages,  and  year.  References  should 
be  numbered  consecutively  in  the  order  in  which 
they  appear  in  the  text.  Drawings  and  charts 
should  always  be  made  in  black.  For  half  tones, 
glossy  photographs  should  be  submitted.  Illustra- 
tions should  be  numbered  consecutively  and  indi- 
cated in  the  text.  The  number,  indication  of  the 


top,  and  the  author’s  name  should  be  attached  to  the 
back  of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Nutrition  Excerpts 


With  this  issue  periodic  nutrition  articles 
are  resumed.  (See  page  1785  for  first  arti- 
cle.) Beginning  with  a series  in  1945,  edi- 
torials entitled  “Facts  About  Nutrition” 
have  appeared  from  time  to  time  dealing 
with  such  subjects  as  adequate  diets, 
essential  nutrients,  parenteral  feeding,  ca- 
loric requirements,  and  other  nutritional  top- 
ics of  interest  to  physicians. 

The  new  series  will  continue  to  discuss 
nutritional  subjects  of  current  interest  and 
will  continue  to  originate  from  the  Faculty 


of  the  Graduate  School  of  Nutrition  at  Cor- 
nell University.  However,  the  articles  will 
appear  under  a new  heading,  “Nutrition 
Excerpts.”  This  title  seems  more  appropri- 
ate for  discussions  of  this  kind  since  modern 
science  has  taught  us  that  what  may  be  con- 
sidered a fact  today  may  be  proved  not  to 
be  so  tomorrow.  The  editors  hope,  therefore, 
that  the  new  heading,  “Nutrition  Excerpts,” 
will  allow  more  liberal  expression  and  inter- 
pretation of  nutritional  topics  of  interest  to 
physicians. — N.  S.  M. 


Welcome  to  the  American  Medical  Association 


The  Medical  Society  of  the  State  of  New 
York  extends  to  the  American  Medical 
Association  a most  hearty  and  cordial  wel- 
come on  the  occasion  of  its  annual  meeting 
to  be  held  this  year  from  June  3 to  7 in  New 
York  City.  We  are  indeed  fortunate  to 
have  available  this  year  the  new  and  entirely 
adequate  facilities  of  the  recently  completed 
Coliseum  to  house  the  exhibitors.  The 
House  of  Delegates  will  meet  as  formerly  at 
the  Waldorf-Astoria  Hotel. 

It  is  hoped  that  the  attendance  of  physi- 
cians from  New  York  State  at  the  meeting 
will  be  large.  Certainly  the  outstanding 
scientific  meetings,  the  vast  hospital,  medi- 
cal school,  and  laboratory  facilities  of  the 
city  for  teaching  should  be  an  incentive  to  a 
record-breaking  influx  of  physicians  from  all 
over  the  world.  Approximately  18,000  phy- 
sicians from  all  over  the  country  are  ex- 
pected to  participate  in  this  world-famous 
“short  course”  in  postgraduate  medical  edu- 
cation. Focal  point  of  the  scientific  pro- 
gram will  be  the  Coliseum — New  York’s  new 
exhibition  hall — with  four  floors  devoted  to 
technical  and  scientific  exhibits,  many  of  the 
scientific  meetings,  and  the  color  television 
program.  A number  of  section  meetings 


plus  the  scientific  film  program  will  be  held 
in  hotels  near  the  exhibit  hall.  Headquar- 
ters for  the  House  of  Delegates  will  be  the 
Waldorf-Astoria. 1 

An  outstanding  scientific  lecture  program 
is  being  arranged  by  the  Council  on  Scien- 
tific Assembly.  Kicking  off  the  general  sci- 
entific program  on  Monday  morning,  June 
3,  will  be  a review  of  recent  progress  in  sur- 
gery, while  the  afternoon  session  will  deal 
with  recent  advances  in  medicine.  Tuesday 
morning’s  general  meeting  will  feature  a dis- 
cussion on  the  use  and  abuse  of  mood-alter- 
ing drugs  in  daily  practice. 

Formal  section  meetings  will  run  from 
Tuesday  afternoon  through  Friday  morning. 
Many  of  the  sections  will  combine  to  present 
special  symposiums  and  panel  discussions. 
The  section  on  Miscellaneous  Topics  is  ar- 
ranging sessions  on  allergy,  legal  medicine — 
with  a mock  trial  involving  the  testing  of 
drinking  drivers — and  methods  of  improving 
communication  in  medicine.  A number  of 
exhibit-symposia  and  question-and-answer 
conferences  also  mil  be  held.  Special  exhib- 
its on  fractures,  diabetes,  perinatal  mor- 
tality, pulmonary  function  testing,  fresh  tis- 

1 Secretary’s  Letter  No.  392,  Mar.  7,  1957. 
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sue  pathology,  arthritis,  and  nutrition  also 
will  be  presented. 

The  color  television  program,  presenting 
live  surgical  procedures  from  Roosevelt 
Hospital,  will  again  be  sponsored  in  coopera- 
tion with  Smith,  Kline  & French  Laborato- 
ries. 

A foreign  air  is  being  added  to  the  regular 
medical  film  program  for  the  first  time. 
More  than  20  foreign  countries  are  sending 
special  films,  dealing  with  many  aspects  of 
medical  science,  to  the  “international  medi- 
cal film  program.”  Both  the  international 


and  regular  film  programs  will  be  held  at  the 
Barbizon  Plaza  Hotel. 

Registration  officially  opens  at  the  Coli- 
seum on  Monday  at  8 . 30  a.m.  and  closes  Fri- 
day at  noon.  Advance  registrations  will  be 
accepted  Sunday  from  12  noon  to  4 p.m. 
The  exhibit  hall  will  be  open  to  doctors  only 
on  Tuesday  and  Wednesday  mornings  to 
give  physicans  an  opportunity  to  circulate 
more  freely  among  the  technical  and  scien- 
tific exhibits.  The  new  Coliseum  has  many 
facilities  including  air  conditioning,  escala- 
tors, elevators,  a cafeteria,  and  snack  bars. 


Leo  Francis  Schiff,  M.D. 


Dr.  Leo  Francis  Schiff  died  at  Plattsburgh, 
New  York,  March  7,  1957,  after  a long  ill- 
ness. He  was  graduated  from  Cornell 
University  Medical  College  in  1906.  He 
practiced  urology  and  pathology  from  1913, 
was  instrumental  in  founding  the  Merkel 
Memorial  Laboratory  in  1921,  and  remained 
its  director  until  1952.  He  was  health 
officer  of  Plattsburgh  from  1924  to  1952. 

Always  interested  in  medical  society 
affairs,  he  became  a delegate  in  1922  from 
Clinton  County  to  the  State  Society  in 
which  capacity  he  served  for  more  than 
twenty  years,  finally  becoming  a vice- 
president  of  the  Medical  Society  of  the  State 
of  New  York  and  of  the  American  Medical 
Association.  Later,  he  was  a trustee  of  the 
State  Society  until  just  prior  to  his  death. 

On  the  day  he  died,  the  Plattsburgh  Press- 
Republican  paid  tribute  to  Dr.  Schiff  in 
several  separate  stories.  In  his  daily  column 
City  Editor  Bill  Babel  said  he  would  miss 
Dr.  Schiff  “very  much  because  he  kept  me 
on  my  toes.”  Then  he  added:  “Dr. 

Schiff  had  practically  lost  the  sight  of  one  of 
his  eyes  and  I used  to  say  to  Dr.  Leonard 
Schiff,  his  son,  that  ‘your  Dad  saw  more 
things  with  one  good  eye  than  most  people 
see  with  two.’  ” 

The  newspaper  paid  tribute  to  Dr.  Schiff 
in  an  editorial  entitled:  “His  Accomplish- 
ments Are  Memorials  to  His  Efforts.”  The 


editorial  pointed  out  that  Dr.  Schiff,  who  is 
survived  by  his  widow,  one  daughter,  one 
son,  and  five  grandchildren,  did  not  confine 
his  interests  to  medicine.  He  was  active 
in  a variety  of  community  programs 
throughout  his  lifetime,  and  the  editorial 
pointed  to  five  specific  community  interests 
that  were  close  to  Dr.  Schiff’s  heart. 

“He  hasleft  many  marks  in  this  community 
that  will  stand  as  monuments  to  his  efforts 
and  his  foresight,”  the  editorial  said,  adding: 
“He  has  been  a community-minded 
citizen  who  has  given  much  of  his  time  and 
effort  to  help  this  city  grow  and  prosper. 
“We  shall  miss  his  keen  mind. 

“We  shall  miss  his  deep  interest  in  all 
things  in  our  community.” 

The  Council  of  the  Medical  Society  of  the 
State  of  New  York  at  its  April  11  meeting 
passed  the  following  resolution,  proposed  by 
the  Malpractice  Insurance  and  Defense 
Board,  of  which  Dr.  Schiff  had  long  been  a 
member: 

Whereas,  the  members  of  this  Board  have 
sustained  a great  loss  in  the  death  of  their 
friend  and  associate,  Dr.  Leo  Francis  Schiff; 
and 

Whereas,  during  the  ten  years  that  he  was  a 
member,  including  two  years  as  chairman,  Dr. 
Schiff,  through  his  careful  study  of  the  problems 
confronting  us  and  his  leadership  in  dealing 
with  them,  has  made  an  outstanding  contribu- 
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tion  to  the  work  done  by  this  Board ; and 
Whereas,  Dr.  Schiff’s  devotion  to  duty, 
judicial  attitude,  personal  integrity,  and  warm 
human  qualities  have  been  and  will  continue 
to  be  a source  of  inspiration  to  all  of  us; 
therefore  be  it 

Resolved,  that  the  Malpractice  Insurance 
and  Defense  Board  of  the  Medical  Society  of 


the  State  of  New  York  publish  in  our  minutes 
this  resolution;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
sent  to  Dr.  Schiff’s  family. 

Dr.  Schiff  served  the  medical  profession 
and  the  Medical  Society  of  the  State  of 
New  York  well.  He  has  earned  his  rest. 


Fundamentals  of  Modern  Allergy 


Under  this  title  a series  of  articles  on  allergy 
has  appeared  in  the  Journal  since  the  No- 
vember 1,  1955,  issue.  Not  only  have  there 
been  many  requests  for  reprints  from  individ- 
ual authors,  but  letters  have  been  received 
by  the  editor  inquiring  whether  the  series 
would  appear  in  book  form.  Although  de- 
signed for  the  general  practitioner  and  stu- 
dent, favorable  comment  has  also  been  re- 
ceived from  allergists  who  found  the  articles 
concise  and  practical.  One  allergist  from 
the  Midwest  even  suggested  the  reprinting 
of  one  article  (Swartz,  “Climate  and 


Asthma”)  for  distribution  to  patients.  In 
view  of  the  response  we  are  happy  to  announce 
that  the  series  will  appear  in  book  form  un- 
der the  original  title  and  will  be  published 
by  Blakiston  and  Company. 

In  the  meantime  the  series,  now  length- 
ened from  30  to  40  articles,  will  continue  in 
the  Journal. 

We  congratulate  the  New  York  Allergy 
Society,  the  original  sponsors,  and  its  special 
editorial  board  for  its  achievement  and  are 
particularly  proud  of  our  own  role  in  this 
worth-while  undertaking. — S.  J.  P. 


Editorial  Comment 


Colonel  Harry  F.  Wanvig.  The  death  of 
Colonel  Harry  F.  Wanvig,  secretary  of  the 
Malpractice  Insurance  and  Defense  Board 
of  the  Medical  Society  of  the  State  of  New 
York,  ends  a long  period  of  outstanding 
service  to  the  organization  he  served  so  well. 
At  its  meeting  on  April  10,  1957,  the  Board 
passed  and  presented  to  the  Council  the 
following  resolution: 

Whereas,  the  members  of  this  Board  have 
learned  with  great  regret  of  the  death  of 
Colonel  Harry  F.  Wanvig;  and 
Whereas,  Colonel  Wanvig,  as  insurance 
adviser  to  the  Board,  brought  to  our  delibera- 
tions an  experience  and  knowledge  that  has 
been  of  inestimable  value;  and 

Whereas,  in  his  management  of  the  So- 


ciety’s Group  Plan  of  professional  liability' 
insurance,  Colonel  Wanvig  at  all  times  worked 
in  complete  harmony  with  the  policies  deter- 
mined by  the  Board ; and 
Whereas,  Colonel  Wanvig,  as  secretary  of 
the  Board,  carried  out  his  many  and  detailed 
duties  with  efficiency,  promptness,  and  exact- 
ness; and 

Whereas,  Colonel  Wanvig  for  over  thirty- 
five  years  has  been  a loyal  friend  and  a tireless 
worker  in  the  interests  of  the  Medical  Society 
of  the  State  of  New  York;  therefore  be  it 
Resolved,  that  the  Malpractice  Insurance  and 
Defense  Board  of  the  Medical  Society  of  the 
State  of  New  York  publish  in  our  minutes  this 
declaration  of  our  loss;  and  be  it  further 
Resolved,  that  a copy  of  this  resolution  be 
sent  to  Colonel  Wanvig’s  family. 
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say  you  can  also  mix 
with  flavorful  orange 
or  luscious  grape  juice?” 


' rr"  T \i;  ' r. 


It  is  hard  to  decide  which  is  best  . . . 
Metamucil  with  water,  milk  or  fruit 
juice — they  combine  equally  well  with 
Metamucil.  But  use  cool  liquid  for  best 
results.  Irritant  laxatives  are  unnecessary 
with  Metamucil  since  this  hydrophilic 
mucilloid  produces  soft,  easy  stools  and 
stimulates  normal  peristalsis. 


METAMUCIL 

psyllium  hydrophilic  mucilloid  with  dextrose 


SEARLE 
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YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 


TABLET 

N EO 


HYDRIN 


BRAND  OF  CHLORMERODR1N  m s mg.  of  j.cmloromercuri-i*metmoxy*p«opvlu»ia 

EQUIVALENT  TO  10  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN*  SODIUM 

BRAND  OF  MERAU.UR1DE  INJECTION 


Mill 
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A Pilot  Program  for  the  Rehabilitation  of 
Disabled  Welfare  Recipients 


A Preliminary  Report 


HERMAN  E.  H1LLEB0E,  M.D.,  MORTON  L.  LEVIN,  M.D.,  I.  JAY  BRIGHTMAN,  M.D.,  EDWARD  R. 
SCHLESINGER,  M.D.,  AND  FRANK  W.  REYNOLDS,  M.D.,  ALBANY,  NEW  YORK,  AND  MORTON 
HOBERMAN,  M.D.,  WEST  HAVERSTRAW,  NEW  YORK 


( From  the  New  York  State  Department  of  Health,  the  New  York  State  Interdepartmental  Health  Resources  Board, 
and  the  Department  of  Physical  Medicine  and  Rehabilitation  of  the  New  York  State  Rehabilitation  Hospital) 


The  mounting  impact  of  chronic  disease  and 
trauma  as  causes  of  continued  disability  and 
economic  dependency  is  of  increasing  concern  to 
the  medical  profession  and  other  groups  in  the 
fields  of  health  and  welfare.  There  is  no  im- 
mediate, broadly  applicable,  single  solution 
of  these  pressing  problems.  Exploratory  ap- 
proaches in  various  directions  are  needed  to 
evolve  even  partial  solutions. 

One  logical  approach  to  the  problem  of  dis- 
ability among  adults  is  through  the  large  group 
already  dependent  on  State  and  local  govern- 
ment support  because  of  physical  disability. 
In  1955  there  were  approximately  40,000  persons 
in  New  York  State  receiving  public  assistance 
under  the  welfare  category  of  “aid  to  the  dis- 
abled.” This  category  included  persons  between 
eighteen  and  sixty-four  years  of  age  who  have 
been  found  to  be  “permanently  and  totally 
disabled”  according  to  the  criteria  established  for 
the  program.  Furthermore,  about  20,000  new 
cases  were  being  processed  in  this  category  each 
year.  A preliminary  estimate  by  the  State 
Department  of  Social  Welfare  at  that  time 
suggested  that  perhaps  4 per  cent  of  these  new 
cases  offered  some  possibility  of  significant 


Presented  at  the  Sesquicentennial  Convention  of  the  Med- 
ical Society  of  the  State  of  New  York.  New  York  City,  Gen- 
eral Session,  February  18,  1957. 


rehabilitation.  This  group  provided  the  material 
for  a pilot  project  to  test  the  value  of  rehabilita- 
tion services  for  dependent,  disabled  adults. 

The  objectives  of  the  pilot  project  were  as 
follows : 

1.  To  provide  information  on  the  number  of 
disabled  adults  on  public  assistance  who  could  be 
restored  to  remunerative  employment  or  to 
partial  or  full  self-care. 

2.  To  explore  the  results  of  intensive  re- 
habilitative services  in  a sample  of  disabled 
adults  on  public  assistance. 

3.  To  obtain  information  on  costs,  personnel, 
and  special  hospital  facilities  required  for  a 
continuing  program  of  rehabilitation  of  disabled 
persons  receiving  public  assistance. 

4.  To  determine  actual  and  potential  mone- 
tary savings  to  the  taxpayer  and  financial, 
social,  and  other  gains  to  the  individual  and  his 
family  which  might  be  expected  through  such  a 
program. 

Because  of  its  possible  implications  for  health, 
welfare,  and  vocational  rehabilitation,  the  project 
was  organized  as  a combined  undertaking  by  the 
Departments  of  Health,  Social  Welfare,  and 
Education  of  the  State  of  New  York.  The 
comprehensive  facilities  of  the  New  York  State 
Rehabilitation  Hospital  at  West  Haverstraw  were 
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Table  I.— 

-Age  and  Sex  Distribution 

of  First  100 

Patients  Dischabged 

Age 

Male 

Female 

Total 

Under  20 

0 

1 

i 

20  to  29 

6 

4 

10 

30  to  39 

5 

7 

12 

40  to  49 

19 

14 

33 

50  to  59 

18 

9 

27 

60  to  69 

6 

7 

13 

70  and  over  3 

1 

4 

Total 

57 

43 

100 

made  available  to  disabled  adult  welfare  recipi- 
ents; the  State  Department  of  Social  Welfare 
enlisted  the  interest  and  cooperation  of  local 
departments  of  welfare  in  screening  and  referring 
patients  to  the  Hospital;  the  Division  of  Voca- 
tional Rehabilitation  of  the  Education  Depart- 
ment made  available  the  services  of  a vocational 
counselor,  a social  worker,  and  other  personnel 
specifically  for  this  project. 

To  decrease  financial  barriers  to  rehabilitation, 
special  hospital  rates  were  charged  to  the  local 
welfare  department  for  patients  admitted  under 
this  program.  Instead  of  the  regular,  all- 
inclusive  daily  rate  of  $13  at  the  Rehabilitation 
Hospital,  no  charge  at  all  is  made  for  project 
patients  during  an  initial  evaluation  period  up  to 
three  weeks  and  a charge  of  only  $5.00  a day 
during  the  subsequent  period  of  actual  treat- 
ment and  rehabilitation.  The  $5.00  rate  is 
about  the  same  as  that  paid  by  welfare  departs 
ments  for  care  in  nursing  homes. 

Possible  project  cases  may  come  to  attention 
initially  through  the  area  review  teams  of  the 
State  Department  of  Social  Welfare  or  through 
the  commissioners  or  staff  members  of  local 
departments  of  public  welfare.  Each  case  is 
reviewed  by  a physician  at  some  point  prior  to 
submission  of  the  disabled  person’s  case  record  to 
the  Rehabilitation  Hospital  medical  staff.  Only 
a small  percentage  of  patients  whom  the  hospi- 
tal obviously  cannot  help  because  of  the  type  of 
their  disability7-  in  relation  to  services  available  at 
the  hospital  are  refused  admission  by  the  medical 
staff. 

Following  admission  these  patients  undergo 
evaluation  to  determine  their  rehabilitation 
potentials  and  to  outline  a rehabilitation  program 
to  help  them  achieve  these  potentials.  The 
evaluation  includes  detailed  study  by  the 
phvsiatrist  and  other  medical  specialists,  by 
physical,  occupational,  and  speech  therapists, 
clinical  psychologist,  medical  social  worker,  and 


TABLE  II. — Diagnoses  of  First  100  Patients 
Discharged 


Diagnosis 

Number 

of 

Cases 

Arthritis 

20 

Hemiplegia 

20 

Paraplegia  or  quadriplegia 

17 

Malunited  fracture 

13 

Multiple  sclerosis 

11 

Amputation 

3 

Miscellaneous 

16 

Poliomyelitis 

2 

Muscular  dystrophy 

2 

Cerebral  palsy 

2 

Neuritis  with  paralysis 

2 

Herniated  intervertebral  disk 

2 

Friedreich's  ataxia 

1 

Legg-Perthe’s  disease 

1 

Syringomyelia 

1 

Osteomyelitis 

1 

Equinovarus  deformity 

1 

Chronic  low  back  strain 

1 

prevocational  therapist.  A vocational  counselor 
assigned  by  the  Division  of  Vocational  Rehab- 
ilitation participates  in  the  initial  evaluation  and 
in  the  subsequent  treatment  phase  of  the  patient’s 
progress.  During  the  active  treatment  phase 
surgery  may  be  performed  as  indicated. 
Emphasis  is  placed  on  training  in  activities  of 
daily  living  and  in  specific  training  in  preparation 
for  a type  of  occupation  best  suited  to  the 
individual  patient,  such  as  maintenance  of  a 
household  or  remunerative  part-time  or  full- 
time employment  outside  the  home  or  on  a 
homebound  basis. 

The  project  started  in  April,  1955.  By 
December  31,  1956,  a period  of  twenty-one 
months,  a total  of  200  welfare  patients  had  been 
admitted  to  the  Rehabilitation  Hospital.  Of 
this  number  130  had  been  discharged.  The 
present  paper  is  an  analysis  of  the  first  100 
patients  discharged  under  this  project. 

The  age  and  sex  distribution  of  these  patients 
is  shown  in  Table  I.  Twenty-three  per  cent  were 
under  forty  years  of  age;  60  per  cent  were  be- 
tween the  ages  of  forty  and  fifty-nine,  and  17 
per  cent  were  sixty  years  of  age  or  over.  Half 
the  patients  were  forty-eight  or  over.  The 
youngest  patient  was  an  eighteen-year-old  girl 
with  muscular  dystrophy,  and  the  oldest  was  a 
seventy-four-year-old  man  with  hemiplegia. 

The  diagnoses  of  the  first  100  patients  dis- 
charged from  the  hospital  are  given  in  Table  II. 
Arthritis  and  hemiplegia  were  the  most  frequent 
diagnoses  (20  each).  Of  interest  is  the  large 
number  of  patients  with  paraplegia  or  quadri- 
plegia  (17)  and  with  multiple  sclerosis  or  other 
progressive  neurologic  disease  (15). 
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TABLE  III. — Status  on  Discharge 


Marked 

Improve- 

ment 

Moderate 

Improve- 

ment 

Slight 

Improve- 

ment 

No 

Change 

Died 

Total 

Arthritis 

8 

8 

1 

3 

0 

20 

Hemiplegia 

5 

7 

4 

4 

0 

20 

Paraplegia  or  quadriplegia 

4 

6 

1 

4 

2 

17 

Maluoited  fracture 

3 

4 

3 

3 

0 

13 

Multiple  sclerosis 

0 

5 

2 

4 

0 

11 

Amputation 

1 

1 

0 

1 

0 

3 

Miscellaneous 

2 

5 

3 

6 

0 

16 

Total 

23 

36 

14 

25 

2 

100 

Results  of  Treatment 

As  assessed  by  the  Rehabilitation  Hospital 
staff  at  the  time  of  discharge,  73  per  cent  of  the 
patients  were  considered  to  have  shown  im- 
provement in  their  primary  disabilities  during 
their  hospital  stay  (Table  III).  More  than  half 
(59  per  cent)  were  rated  as  having  shown  either 
moderate  or  marked  improvement.  Twenty- 
five  per  cent  had  not  improved,  and  two  patients 
(both  quadriplegics)  died  in  the  hospital. 
Among  those  not  improved,  four  had  been  dis- 
charged temporarily  because  of  serious  inter- 
current complications  (one  cardiac  decompensa- 
tion, one  gastrointestinal  hemorrhage,  one 
thrombophlebitis,  and  one  severe  asthma). 

These  results  are  considered  encouraging  since 
these  patients  as  a group  had  severe  disabilities 
with  many  concurrent  adverse  factors  making 
rehabilitation  difficult.  Altogether  this  group  of 
100  patients  had  a total  of  120  handicaps  in 
addition  to  the  disability  for  which  they  were 
admitted.  Most  frequent  were  mental  condi- 
tions, a total  of  32  such  diagnoses  being  recorded 
(11  mental  deterioration,  ten  mental  retardation, 
six  depressions,  three  psychoneuroses,  and  two 
chronic  alcoholism).  Next  in  order  of  frequency 
were  19  cardiovascular  complications  (15  hyper- 
tension, one  angina  pectoris,  one  auricular 
fibrillation,  one  unspecified  arteriosclerotic  heart 
disease,  and  one  abdominal  aortic  aneurysm). 
There  were  nine  patients  with  gross  visual 
handicaps  and  seven  with  marked  hearing  loss. 
Diabetes  was  present  in  five  patients.  There 
were  48  miscellaneous  complications,  such  as 
decubitus  ulcers,  urinary  lithiasis,  and  osteo- 
porosis. Only  eight  patients  in  the  group  of 
100  had  no  major  complicating  factors. 

In  a majority  of  patients  the  disabilities  were 
of  long  duration.  In  80  per  cent  the  disabilities 
had  been  present  for  more  than  one  year  and  in 
48  per  cent  for  more  than  five  years. 


Illustrative  Case  Reports 

The  following  brief  case  histories  are  presented 
to  illustrate  what  is  meant  by  marked,  moderate, 
and  slight  degrees  of  improvement. 

Case  1. — R.  H.  was  a twenty-six-year-old  man 
with  paraplegia  resulting  from  a hunting  accident 
five  years  before  admission.  Prior  to  admission  he 
had  been  completely  bedridden.  He  had  developed 
a deep  decubitus  ulcer  over  the  left  ischial  tuberosity 
and  had  a urinary  tract  infection  with  stone.  The 
ulcer  was  treated  surgically.  A urinary  stone  was 
passed  spontaneously.  Following  surgery  for  the 
decubitus  ulcer,  he  received  intensive  treatment  to 
develop  his  upper  extremities  and  training  in  activi- 
ties of  daily  living.  The  total  period  of  hospitaliza- 
tion was  fifteen  months.  He  became  completely 
independent  in  daily  activities  and  self-care  and 
was  able  to  walk  with  crutches  and  braces.  After 
prevocational  exploration  he  was  accepted  by  the 
Division  of  Vocational  Rehabilitation  for  work 
training.  This  was  classified  as  marked  improve- 
ment. 

Case  2. — A.  A.  was  a forty-seven-year-old  woman 
with  advanced  rheumatoid  arthritis  of  ten  years 
duration.  She  had  been  completely  bedridden  in  a 
nursing  home  for  nine  months  prior  to  admission. 
The  hips,  knees,  ankles,  spine,  shoulders,  elbows,  and 
hands  were  involved.  She  was  treated  with  physical 
therapy  (warm  pool,  passive  stretching,  therapeutic 
exercises)  and  occupational  therapy  over  a period  of 
five  months.  At  the  time  of  discharge  she  could 
walk  without  assistance.  She  was  able  to  perform 
50  per  cent  of  the  activities  of  daily  living.  This  was 
classified  as  moderate  improvement. 

Case  3. — K.  D.  was  a seventy-three-year-old 
woman  with  left-sided  hemiplegia  who  had  been 
bedfast  for  a period  of  seven  months.  She  was  fitted 
with  a short  leg  brace,  given  a special  wheelchair, 
and  given  training  in  the  activities  of  daily  living. 
After  eight  and  one-half  months  in  the  hospital, 
although  still  partially  confined  to  bed,  she  was  inde- 
pendent in  dressing  and  capable  of  performing  64 
per  cent  of  her  bed  activities  and  36  per  cent  of  her 
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wheelchair  activities  without  assistance.  The  final  full-time  independent  employment  on  admission 
assessment  was  slight  improvement.  in  contrast  to  18  on  discharge. 

Analysis  of  Rehabilitation  Results  TABLE  VI.  Vocational  Potential 


The  results  of  rehabilitation  can  also  be 
considered  with  respect  to  the  effect  on  ambula- 
tion, self-care,  vocational  potential,  and  type  of 
living  arrangement  needed. 

Ambulation. — Forty-three  per  cent  were  bed- 
bound  on  admission,  and  only  32  per  cent  were 
able  to  walk  (Table  IV).  On  discharge  only  9 
per  cent  were  bedbound,  and  67  per  cent  were 
able  to  walk. 


TABLE  IV. — -Ambulation  Status  on  Admission  and  on 
Discharge 


Admission 

Discharge 

Bedbound 

43 

9 

Confined  to  wheelchair 

25 

22 

Ambulatory  with  aids 

20 

47 

Ambulatory  without  aids 

12 

20 

Total 

100 

98* 

* 2 patients  died  in  the  hospital. 


Self-Care. — Forty-eight  per  cent  of  the  pa- 
tients were  considered  custodial  on  admission, 
and  an  additional  24  per  cent  required  assistance 
at  home  (Table  V).  At  the  time  of  discharge 
only  23  per  cent  of  the  patients  were  custodial, 
with  an  additional  18  per  cent  requiring  assistance 
at  home.  The  number  of  patients  who  were 
completely  independent  outside  the  home  in- 
creased from  13  to  33. 

TABLE  V. — -Changes  in  Capabilities  for  Self-Care 


Admission  Discharge 


Requiring  custodial  care 

48 

23 

Requiring  assistance  at  home 

24 

18 

Completely  independent  at  home 

9 

11 

Requiring  limited  help  outside  of  home 
Completely  independent  outside  of 

6 

13 

home 

13 

33 

Total 

100 

98 

Vocational  Potential. — As  part  of  the 
routine  evaluation  each  patient  in  this  series 
received  prevocational  testing  and  exploration, 
and  each  was  seen  by  a vocational  guidance 
counselor.  Whereas  on  admission  60  per  cent  of 
the  patients  were  considered  to  have  no  potenti- 
ality for  employment,  only  36  per  cent  were  so 
considered  at  the  time  of  discharge  (Table  VI). 
Seven  patients  were  considered  to  be  capable  of 


Admission  Discharge 


No  employment 

60 

36 

Home  employment  with  assistance 

13 

11 

Sheltered  workshop 

Full-time  employment  with  special 

13 

16 

arrangements 

7 

17 

Full-time  independent  employment 

7 

18 

Total 

100 

98 

TABLE  VII. — Living  Arrangements 


Admission  Discharge 


Own  home  independent 

19 

48 

Own  home  dependent 

36 

22 

Nursing  home  or  county  home  infirmary 

27 

18 

Boarding  home 

3 

4 

General  hospital 

14 

1 

No  data 

1 

5 

Total 

100 

98 

Living  Arrangements. — An  evaluation  of  the 
type  of  living  arrangements  suitable  for  these 
patients  was  also  made  (Table  VII).  Especially 
noteworthy  is  the  fact  that  of  14  patients  trans- 
ferred to  the  Rehabilitation  Hospital  from  general 
hospitals,  only  one  patient  (who  developed  a 
severe  gastrointestinal  hemorrhage)  returned  to  a 
general  hospital  on  discharge.  Nineteen  patients 
were  living  in  their  own  homes  prior  to  ad- 
mission; 48  per  cent  were  considered  capable  of 
living  in  their  own  homes  after  discharge. 
Twenty-seven  patients  came  to  the  Rehabilitation 
Hospital  from  nursing  homes  or  county  home 
infirmaries;  only  18  were  returned  to  these 
institutions. 

Results  by  Age.— The  age  distribution  of  this 
group  of  patients  has  already  been  given  (Table  I). 
Although  the  results  were  somewhat  better  in  the 
younger  groups,  age  itself  did  not  constitute  any 
significant  barrier  to  successful  rehabilitation. 
Seven  of  the  17  patients  in  the  age  group  sixty 
years  and  over  were  discharged  with  either 
moderate  or  marked  improvement  (Table  VIII). 

In  conclusion,  emphasis  should  be  placed  on 
the  fact  that  this  is  a preliminary  report  of  a 
pilot  project.  Further  study  is  being  made  of 
factors  which  may  affect  the  disabled  person’s 
acceptance  of  and  desire  for  rehabilitation.  All 
discharged  patients  are  being  followed  carefully 
to  determine  how  well  they  maintain  the  gains 
made  in  the  Rehabilitation  Hospital,  to  what 
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TABLE  VIII. — Results  of  Treatment  for  Various  Aoe  Groups 


Under 

20 

Years 

20  to  29 
Years 

30  to  39 
Years 

40  to  49 
Years 

50  to  59 
Years 

60  to  69 
Years 

70 

and 

Over 

Total 

Marked  improvement 

3 

3 

8 

7 

2 

0 

23 

Moderate  improvement 

1 

3 

3 

13 

11 

5 

0 

36 

Slight  improvement 

0 

1 

2 

2 

4 

3 

2 

14 

No  improvement 

0 

3 

3 

10 

4 

3 

2 

25 

Total 

1 

10 

11 

33 

26 

13 

4 

98 

extent  they  are  using  community  resources 
available  to  them,  and  how  their  socioeconomic 
status  has  been  affected  by  rehabilitation. 

Summary 

1.  The  increasing  prevalence  of  disability 
resulting  from  chronic  disease  constitutes  a 
major  cause  of  social  and  economic  dependency 
and  adds  appreciably  to  welfare  costs  for  main- 
tenance of  those  who  are  indigent  because  of 
physical  disability. 

2.  The  preliminary  results  of  a pilot  project 
at  the  New  York  State  Rehabilitation  Hospital 
to  provide  comprehensive  rehabilitation  services 
for  physically  handicapped  welfare  recipients 


have  been  analyzed  in  respect  to  changes  in 
ability  to  ambulate,  capability  for  self-care, 
vocational  potential,  and  in  living  arrangements. 

3.  Although  the  patients  admitted  under 
this  project  had  been  considered  to  be  “perma- 
nently and  completely  disabled,”  the  results  from 
rehabilitation  were  encouraging.  Seventy-three 
per  cent  of  the  first  100  patients  discharged  were 
considered  to  have  improved  as  a result  of 
treatment,  and  in  over  50  per  cent  the  improve- 
ment was  moderate  or  marked. 

4.  It  is  reasonable  to  conclude  that  there 
exists  an  unknown  but  sizable  number  of  welfare 
recipients,  now  totally  disabled,  who  could 
benefit  substantially  from  intensive  rehabilita- 
tion if  the  opportunity  were  extended  to  them. 
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There  is  a variety  of  tranquilizing  drugs  with 
which  the  physician  may  treat  his  ambula- 
tory neurotic  and  psychotic  patients.  These 
drugs  may  be  invaluable  for  such  purposes, 
providing  the  doctor  is  familiar  with  the  com- 
pound he  prescribes,  carefully  selects  patients  for 
therapy,  and  uses  individualized  doses  for  as  long 
as  it  is  necessary  to  achieve  the  desired  thera- 
peutic goal. 

It  is  hardly  possible  or  practical  for  a busy 
physician  to  have  a thorough  working  knowledge 
of  ever}'  new  tranquilizer.  Hence,  in  the  interest 
of  good  medical  practice  and  the  welfare  of  the 
patient,  a doctor  is  well  advised  to  become 
thoroughly  acquainted  with  a few  tranquilizers  so 
that  he  can  use  them  advantageously  and  with 
the  least  risk.  This  is  the  first  step  in  successful 
pharmacotherapy.  It  is  necessary  if  we  are  to 
avoid  prescribing  the  compounds  for  patients  who 
are  totally  unsuited  for  them. 

Elementary  as  it  may  seem,  a tranquilizer 
should  not  be  prescribed  until  an  accurate 
diagnosis  and  an  estimate  of  the  severity  and 
duration  of  the  patient’s  illness  are  made.  In 
addition,  it  is  prudent  to  determine  whether  the 
person  has  been  treated  previously  with  an 
ataractic  and  his  reaction  to  it.  I have  seen 
many  patients  whose  money  was  wasted  and  who 
derived  no  help  from  their  doctor  because  he 
hastily  ordered  a different  brand  of  tranquilizer 
that  was  pharmacologically  similar  to  the  drug 
which  had  not  benefited  the  patient  previously 
and  that  may  even  have  made  the  patient 
temporarily  worse. 

Clinical  experience  has  revealed  that  hysterical 
patients,  psychopathic  characters,  anxious  ob- 
sessional individuals,  pseudoneurotic  schizo- 
phrenics, and  endogenously  depressed  patients 
usually  are  poor  candidates  for  ambulatory 
chemotherapy.  Frequently,  they  will  not  take 
medicine  as  directed,  or  they  overreact  to  normal 
side-effects.  Obsessive  personalities,  for  example, 
object  to  drug-induced  psychomotor  retardation 
because  this  languorous  state  interferes  with  the 
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maintenance  of  their  self-imposed  standards. 
Hysterical  patients  and  obsessive  characters 
often  develop  feelings  of  unreality  and  deper- 
sonalization while  taking  a tranquilizer  and  have 
a severe  phobic  reaction  as  a consequence.  Such 
patients  can  be  detected  by  their  history  and 
their  behavior  in  the  office,  and  treatment  with 
ataractics  can  be  avoided. 

When  prescribing  tranquilizers,  it  is  imperative 
not  to  overlook  a depression.  This  may  mas- 
querade as  an  anxiety  state  or  a psychosomatic 
condition.  A good  history  and  a careful  evalu- 
ation of  the  patient’s  symptoms  are  mandatory. 
To  treat  a depressed  person  with  an  ataractic  may 
enhance  the  depression  and  the  risk  of  suicide. 
A clue  that  a depression  has  been  overlooked  is 
offered  by  the  patients  who  complain  that  their 
medicine  makes  them  feel  worse  in  the  morning. 
Such  individuals  are  usually  depressives  who 
suffer  a morning  exacerbation  of  their  symptoms 
and  erroneously  impute  their  feelings  to  the 
medication. 

The  ataractics  are  more  likely  to  relieve  an 
acute  neurosis  or  psychosis  of  recent  origin  in  a 
previously  stable  individual  than  a chronic  dis- 
order in  an  emotionally  labile  patient.  The 
timely  use  of  these  drugs  in  a patient  exhibiting 
psychiatric  symptoms  for  the  first  time  may 
avoid  a neurotic  or  psychotic  breakdown.  It 
also  may  prevent  an  exhaustion  state  from  be- 
coming a chronic  neurosis. 

The  use  of  tranquilizers  in  the  treatment  of 
chronic  neuroses  or  psychoses  is  primarily 
palliative.  Nevertheless,  these  drugs  have 
helped  many  chronic  patients  to  remain  at  home, 
to  work,  and  to  be  reasonably  comfortable  in 
spite  of  the  persistence  of  their  basic  disorder. 
These  are  not  small  accomplishments.  To 
withhold  these  drugs  solely  because  they  are  not 
curative  is  as  unreasonable  as  it  would  be  to 
discard  insulin,  digitalis,  or  anticonvulsants. 
Any  therapy  which  removes  a patient  from  one 
stage  of  disability  to  a lesser  one  is  a welcome 
addition  to  the  physician’s  therapeutic  arsenal. 

The  treatment  of  psychosomatic  illnesses  with 
tranquilizers  is  quite  promising.  The  mitigation 
of  anxiety  and  tension  by  these  drugs  has 
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benefited  many  patients  with  psychophysiologic 
disturbances.  This  suggests  that  symptoms 
which  formerly  were  considered  psychogenic  are 
due  to  physical  causes.  Likewise,  these  drugs 
can  be  used  to  curb  the  apprehension  and 
emotional  unrest  associated  with  medical  and 
surgical  diseases. 

There  has  been  much  critical  discussion  about 
the  dosage  and  prolonged  administration  of 
tranquilizers.  These  drugs  can  be  used  effec- 
tively only  if  attention  is  paid  to  individual 
susceptibility  to  a compound.  Many  physicians 
disregard  all  animal  studies  and  human  ex- 
perience which  demonstrate  that  differential 
doses  of  a drug  are  required  to  restore  nervous 
stability  and  give  homeopathic  rather  than 
therapeutic  doses.  This  accounts  for  many  of 
the  therapeutic  failures  with  the  ataractics. 

Except  in  the  cases  of  acute  neurotic  or 
psychotic  breakdowns  in  previously  stable 
individuals,  the  disorders  to  be  treated  have  been 
developing  insidiously  for  years.  It  is  un- 
realistic optimism  to  expect  to  reverse  chronic 
ailments  by  a short  course  of  drug  therapy. 
Adequate  doses  must  be  given  for  prolonged 
periods  and  indefinitely  to  some  patients  to 
achieve  therapeutic  benefit.  There  are  physi- 
cians, however,  whose  attitude  regarding  lengthy 
drug  therapy  is  paradoxic.  They  have  no 
hesitancy  in  administering  barbiturates,  even  in 
large  doses,  for  a lifetime  to  an  epileptic  but  are 
loath  to  give  their  nervous  patients  tranquilizers 
for  more  than  a few  weeks.  Others  refrain  from 
prescribing  large  doses  of  an  ataractic  for  fear 
of  untoward  reactions.  This  latter  opinion  is 
untenable.  Allergic  reactions  to  Thorazine,  for 
example,  occur  as  often  in  patients  receiving 
75  mg.  a day  as  in  those  taking  several  thousand 
milligrams  daily. 

The  necessity  for  prolonged  treatment  with 
ataractics  is  stressed  because  family  doctors  now 
and  in  the  future  will  play  a major  role  in  the 
rehabilitation  of  the  formerly  hospitalized  psy- 
chiatric patient.  Mental  hospitals  are  dis- 
charging chronic  patients  who  have  benefited 
from  these  drugs.  The  successful  community 
adjustment  of  these  patients  and  the  avoidance  of 
relapses  requiring  rehospitalization  is  contingent 
on  their  continued  treatment  by  their  physicians. 
Most  of  these  patients  will  need  medication 
indefinitely. 

Another  reason  for  stressing  indefinite  drug 
therapy  is  the  fact  that  only  by  this  means  can 


physicians  keep  some  patients  from  ever  having 
to  enter  a psychiatric  institution.  The  ad- 
missions to  our  State  hospitals  include  patients 
who  could  be  cared  for  satisfactorily  at  home 
with  adequate  drug  therapy.  This  is  mute 
testimony  to  the  need  for  more  education  of  our 
profession  if  we  are  to  cope  adequately  with  this 
major  public  health  problem. 

Much  publicity  of  adverse  reactions  to  tran- 
quilizers has  distorted  the  facts.  When  properly 
used,  these  drugs  are  safe.  Their  safety,  how- 
ever, is  not  a justification  for  their  indiscriminate 
use.  Unfortunately  they  are  being  prescribed  by 
physicians  who  supplant  clinical  judgment  for 
expediency.  It  is  this  use  of  the  drugs  which  has 
led  to  their  deprecation  when  physicians  should 
be  censured  for  abusing  them. 

Distinction  should  be  made  between  the  side- 
effects  of  a drug  and  allergic  reactions  to  it. 
The  former  are  normal.  They  are  due  to  the 
physiologic  and  pharmacologic  action  of  the 
medicine.  They  occur  in  varying  degrees  of 
intensity  in  all  patients  taking  the  drug.  Al- 
though troublesome,  they  are  seldom  serious. 
They  usually  remit  spontaneously  with  continued 
treatment,  or  they  may  be  modified  by  a tempo- 
rary reduction  of  the  dosage  or  the  addition  of 
other  drugs  to  the  patient’s  medication. 

Allergic  responses  are  not  to  be  expected  as  are 
side-effects.  Fortunately  they  are  infrequent, 
occurring  usually  in  less  than  3 per  cent  of 
patients  receiving  the  drug.  They  are  potentially 
serious  and  warrant  immediate  discontinuation  of 
the  responsible  medicine,  especially  in  ambula- 
tory patients. 

Since  tranquilizers  are  not  innocuous  com- 
pounds, patients  and  relatives  should  be  advised 
of  possible  side-effects  and  allergic  reactions  and 
should  be  requested  to  report  promptly  any 
pronounced  physical  or  behavioral  change  in  the 
patient.  This  indoctrination  prevents  anxiety 
over  side-reactions  if  they  occur  and  insures  the 
early  detection  of  adverse  reactions. 

Thorazine 

Thorazine  is  the  first  phenothiazine  derivative 
to  be  used  in  psychiatry.  It  is  useful  in  the 
treatment  of  pure  anxiety  states,  panic  re- 
actions, manic  depressive  reactions  in  a hypo- 
manic  or  manic  phase,  schizophrenia,  especially 
paranoid  and  catatonic  excitement,  acute 
obsessional  neuroses,  tension-depression  states, 
and  agitated  senile  reactions.  It  is  of  little  or  no 
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help  in  endogenous  depressions,  classic  obsessive- 
compulsive  neuroses,  hysteria,  and  character 
disorders.  Except  for  acutely  disturbed  patients 
Thorazine  should  be  prescribed  initially  in 
doses  of  25  or  50  mg.  daily.  This  drug  should  be 
discontinued  by  reducing  dosage  gradually  over 
several  months.  If  the  patient  relapses,  he 
should  be  placed  immediately  on  his  previous 
therapeutic  dose. 

The  physician  should  be  chary  of  administering 
Thorazine  intramuscularly  in  the  office  because  of 
the  potential  hazard  of  a hypotensive  reaction 
which  may  occur  immediately  or  several  hours 
after  the  injection.  Parenteral  Thorazine  can 
be  used  to  quiet  the  disturbed  psychotic  to  facili- 
tate his  hospitalization.  For  this  purpose  50  to 
100  mg.  may  be  given  safely,  provided  the  patient 
is  not  under  the  influence  of  alcohol  or  drugs. 

Thorazine  may  cause  a variety  of  side-effects 
and  allergic  reactions.  These  usually  occur  in 
the  early  weeks  of  treatment  and  are  unrelated  to 
the  dose.  Most  are  not  serious  and  can  be 
managed  by  dosage  manipulation  or  by  the  use 
of  additional  drugs.  Lethargy  may  be  counter- 
acted by  an  analeptic;  the  pruritus  associated 
with  the  diverse  skin  reactions,  especially  photo- 
sensitivity, may  be  relieved  by  antihistamines; 
a hypotensive  reaction  may  be  treated  with 
norepinephrine,  and  motor  restlessness  and 
extrapyramidal  symptoms  can  be  abolished  by 
antiparkinsonism  drugs. 

Jaundice  and  granulocytopenia  are  allergic 
responses  to  Thorazine.  Most  clinicians  dis- 
continue this  drug  when  jaundice  appears; 
others  have  continued  the  drug,  and  the  jaundice 
has  cleared  anyway.  It  is  safe  to  retreat 
patients,  even  with  large  doses,  after  jaundice 
has  subsided.  The  seriousness  of  granulocyto- 
penia can  be  minimized  by  early  detection  and 
treatment.  Patients  and  their  relatives  should 
be  instructed  to  report  at  once  any  unusual 
fatigue,  weakness,  sore  throat,  or  an}’  evidence 
of  illness  or  infection.  Should  any  of  these 
symptoms  appear,  frequent  leukocyte  and 
differential  counts  should  be  made  until  the 
patient  is  well.  A patient  who  has  had  granu- 
locytopenia should  not  be  retreated  with  Thora- 
zine or  any  other  phenothiazine  derivative. 

Sparine 

Sparine  is  less  potent  than  Thorazine  so  that 
nearly  double  the  dose  is  required  to  achieve 
effects  comparable  to  the  tranquilization  induced 


by  Thorazine.  This  drug  has  been  most  success- 
ful in  the  control  of  acutely  disturbed  patients, 
especially  alcohol-induced  syndromes  such  as 
delirium  tremens.  Its  value  in  the  treatment  of 
ambulatory  neurotics  and  psychotics  has  not 
been  established  by  carefully  controlled  clinical 
trial.  At  present  it  appears  that  Sparine’s 
usefulness  will  be  restricted  to  the  hospitalized 
psychotic. 

Sparine  is  most  effective  when  administered 
parenterally.  Hence,  acutely  disturbed  patients 
in  whom  rapid  tranquilization  is  desired  should 
be  started  on  50  to  100  mg.  intravenously  or 
intramuscularly  every  four  to  six  hours.  Oral 
medication  in  doses  of  50  to  100  mg.  three  or 
four  times  daily  is  a sufficient  starting  dose  for 
neurotic  and  mildly  disturbed  psychotics. 
Thereafter  the  dosage  and  duration  of  treatment 
should  be  adjusted  for  the  individual  patient. 

Since  Sparine  is  a phenothiazine  derivative,  it 
can  and  has  caused  side-effects  and  allergic 
reactions  similar  to  those  produced  by  Thorazine. 
Hence,  we  cannot  assume  that  one  drug  is 
safer  than  the  other.  Careful  supervision  of  the 
Sparine-treated  patient  is  necessary.  When 
drug-induced  reactions  are  detected,  they  can  be 
managed  in  the  same  manner  as  described  for 
Thorazine. 

Pacatal 

Pacatal  is  another  phenothiazine  derivative 
which  is  most  effective  in  disorders  in  which 
acute  anxiety,  confusion,  panic,  and  psycho- 
motor excitement  are  the  predominant  symptoms. 
For  ambulatory  patients  it  should  be  prescribed 
in  doses  of  25  or  50  mg.  three  or  four  times 
daily.  Although  this  compound  is  therapeuti- 
cally active,  it  is  seriously  limited  by  trouble- 
some and  potentially  dangerous  side-effects. 
Because  of  its  anticholinergic  action  it  has  caused 
severe  dryness  of  the  mouth  and  throat,  toxic 
paralysis  of  the  powers  of  accommodation 
giving  rise  to  distressing  visual  disturbances, 
bladder  atonia,  marked  constipation,  and  para- 
lytic ileus.  Other  side-effects  have  been  in- 
creased seizures  in  epileptics,  toxic  psychoses, 
granulocytopenia,  jaundice,  photosensitivity,  and 
dermatitis.  These  side-effects  may  be  counter- 
acted in  some  instances  by  a reduction  in  dosage 
or  by  the  addition  of  other  drugs  to  the  patient’s 
medication  schedule.  However,  these  potential 
toxic  properties  make  the  clinical  use  of  Pacatal 
hazardous. 
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Compazine 

Compazine  is  another  phenothiazine  derivative 
which  is  potent  and  therapeutically  effective  in 
small  doses.  It  has  been  called  the  Thorazine  of 
everyday  practice  because  it  is  more  than  a 
sedative  or  muscle  relaxant  and  because  it 
reportedly  has  minimal  side-effects.  It  is  not 
advised  for  severely  disturbed  patients  until  more 
is  known  about  it.  The  recommended  dose  for 
mildly  disturbed  patients  is  5 to  40  mg.  daily  for 
one  month.  If  further  treatment  or  larger  doses 
are  required,  another  tranquilizer  should  be 
substituted. 

Compazine  may  cause  diverse,  mild  side- 
effects  which  are  transient  and  usually  do  not 
require  special  treatment.  The  most  frequent 
and  troublesome  reactions  to  this  drug  are 
motor  restlessness,  tremulousness,  and  parkin- 
sonism. Since  it  is  a phenothiazine  derivative, 
it  should  be  administered  discriminately,  and 
patients  should  be  observed  carefully  for  toxic 
manifestations. 

Trilafon 

Trilafon,  another  phenothiazine  derivative,  is 
a new  tranquilizer  which  is  potent,  rapidly 
absorbed,  and  therapeutically  effective  in  small 
doses.  For  these  reasons  the  physiologic  and 
neurologic  responses  to  Trilafon  are  minimal, 
thus  avoiding  side-effects  which  might  compli- 
cate treatment.  Clinical  trials  of  this  compound 
have  demonstrated  that  it  calms  psychomotor 
excitement,  agitation,  and  anxiety  but  has  little 
or  no  effect  on  endogenous  depression.  It  is 
also  a potent  antiemetic. 

Mildly  and  moderately  disturbed  patients 
should  be  started  on  4 mg.  twice  daily.  The 
dosage  may  be  increased  by  increments  of  2 to 
4 mg.  until  the  therapeutic  level  for  the  patient 
is  reached.  For  this  type  of  patient  the  most 
effective  dose  is  12  to  24  mg.  daily.  Trilafon 
should  be  discontinued  gradually  over  a period 
of  several  months.  Acutely  disturbed  patients 
should  be  given  Trilafon  8 to  16  mg.  orally 
twice  daily  or  5 to  10  mg.  intramuscularly  every 
six  to  eight  hours.  Thereafter  the  dosage  should 
be  adjusted  to  the  patient  and  gradually  reduced 
as  improvement  occurs. 

Trilafon  may  cause  a variety  of  mild  side- 
effects  which  occur  in  the  early  stages  of  treat- 
ment when  larger  doses  are  required.  These  are 
transient,  even  with  continued  medication,  and 


usually  do  not  require  other  drugs  to  counteract 
them.  Large  doses  of  Trilafon  (20  mg.  or  more 
daily)  may  cause  motor  restlessness,  tremulous- 
ness, and  parkinsonian  manifestations.  Reduc- 
tion of  the  dose  or  administration  of  anti- 
parkinsonism drugs  will  abolish  these  effects  so 
that  it  is  unnecessary  to  interrupt  Trilafon 
therapy  when  neurologic  symptoms  appear.  No 
case  of  sensitivity  or  intolerance  to  Trilafon  has 
been  reported.  Nevertheless,  since  this  com- 
pound is  a phenothiazine  derivative,  physicians 
must  be  alert  for  adverse  reactions  and  institute 
counteracting  measures  immediately. 

Serpasil 

The  indications  for  Serpasil  are  similar  to  those 
enumerated  for  the  phenothiazine  derivatives. 
Unlike  other  tranquilizers  the  entire  dose  can  be 
administered  at  one  time.  This  is  an  advantage 
in  treating  patients  who  resent  taking  a lot  of 
medicine  or  who  may  forget  to  take  each  dose 
when  it  is  prescribed  in  divided  doses  and  who 
judge  the  severity  of  their  illness  by  the  amount 
of  drugs  they  take.  Such  patients  are  usually 
neurotics  who  tax  the  ingenuity  of  their  doctor. 
They  and  other  mildly  disturbed  patients  should 
be  started  on  0.25  to  1 mg.  daily.  More  acutely 
disturbed  patients  should  take  proportionately 
larger  doses  for  a few  days,  and  then  the  dosage 
should  be  reduced  gradually.  For  most  patients 
the  therapeutic  dose  of  Serpasil  is  between  1 and 
10  mg.  daily.  When  maximum  benefit  has  been 
obtained,  the  drug  should  not  be  stopped  abruptly 
but  should  be  decreased  gradually  over  several 
months.  If  a relapse  occurs,  the  patient  should 
be  restarted  on  his  previous  therapeutic  dose. 

Serpasil  is  a relatively  slow-acting  drug.  Hence, 
therapeutic  persistence  is  imperative.  Many  of 
the  failures  with  this  drug  can  be  attributed  to 
premature  termination  of  treatment.  Physicians 
should  be  cognizant  of  this  and  impress  on  their 
patients  the  necessity  of  lengthy  treatment  if 
the  desired  therapeutic  result  is  to  be  attained. 

The  physiologic  action  of  Serpasil  makes  it 
ideal  for  the  treatment  of  such  common  psycho- 
physiologic  conditions  as  a cardiac  neurosis  with 
tachycardia  or  gastrointestinal  reactions  with 
obstinate  constipation.  However,  these  same 
physiologic  actions  also  may  cause  a diversity  of 
side-effects  quite  different  from  those  induced  by 
phenothiazine  derivatives.  The  more  annoying 
of  these  are  nasal  congestion  and  sinusitis  with 
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headache  and  diarrhea,  nausea,  and  vomiting. 
The  former  usually  are  relieved  by  antihista- 
mines, the  latter  by  an  anticholinergic  drug. 
If  symptoms  of  gastric  irritation  persist.  Serpasil 
should  be  discontinued  because  of  the  hazard  of 
ulcer  formation. 

Serpasil  is  especially  suited  to  long-term 
therapy.  It  is  not  a toxic  compound,  and  hence, 
frequent  laboratory  studies  are  unnecessary. 
Once  the  patient’s  therapeutic  level  is  deter- 
mined, he  takes  one  tablet  daily  which  he  is 
unlikely  to  forget.  Another  factor  which  cannot 
be  overlooked,  at  least  from  the  patient’s  view- 
point, is  the  economic  one.  In  my  experience 
the  cost  of  Serpasil  for  patients  on  prolonged 
treatment  is  14  cents  a day,  which  is  considerably 
less  than  the  cost  of  other  tranquilizers. 

Some  physicians  are  reluctant  to  prescribe 
Serpasil  for  any  length  of  time  because  they  fear 
it  may  cause  depression.  Whether  this  drug  can 
cause  depressions  is  uncertain.  After  reviewing 
a large  number  of  so-called  drug-induced  de- 
pressions, it  appears  that  in  some  instances 
what  was  called  depression  was  excessive  tran- 
quilization.  while  in  others  the  patient  was 
depressed  before  the  drug  was  started  and  the 
drug  simply  made  the  depression  more  apparent. 
Practically  all  cases  of  drug-induced  depression 
have  occurred  in  cyclothymic  individuals  over 
age  forty,  the  time  of  life  when,  statistically, 
depressions  are  most  common.  If  we  were 
better  diagnosticians,  we  would  recognize  early 
depression  and  not  order  a tranquilizing  drug 
for  the  patient.  This  would  surely  reduce  the 
number  of  so-called  drug-induced  depressions. 

Miltown  and  Equanil 

Miltown  and  Equanil  are  identical  compounds. 
This  drug  resembles  mephenesin  in  its  action  as  a 
muscle  relaxant.  It  has  anticonvulsant  proper- 
ties, but  its  widest  use  is  in  the  reduction  of 
anxiety  and  tension.  The  chief  indication  for 
this  drug  is  anxiety  of  recent  origin  in  patients 
suffering  from  an  acute  situational  stress  re- 
action. In  other  conditions  such  as  a chronic 
neurosis,  where  anxiety  exists,  its  effect  is 
mainly  palliative.  Like  the  other  tranquilizers 
this  compound  is  of  little  or  no  value  in  endoge- 
nous depressions.  Until  more  critically  controlled 
clinical  studies  are  completed,  we  must  reserve 
judgment  on  the  value  of  this  drug  in  psychoses 
and  most  neurotic  states.  At  present  it  is 
impossible  to  know  how  much  of  the  apparent 


success  of  this  compound  can  be  attributed  to 
placebo  reactors  and  suggestion  rather  than  to 
therapeutic  action. 

Miltown  has  helped  patients  with  petit  mal 
epilepsy  and  myoclonic  seizures  but  tends  to  make 
some  patients  with  grand  mal  epilepsy  worse. 
It  may  also  benefit  children  with  cerebral  palsy. 

The  most  effective  dose  of  Miltown  and  Equa- 
nil is  four  to  ten  400-mg.  tablets  daily.  Larger 
doses  do  not  increase  therapeutic  results  and  are 
likely  to  produce  toxic  effects.  Therapeutic 
doses  are  not  free  of  side-effects,  the  more 
common  being  drowsiness  and  lethargy  of 
sufficient  severity  to  require  a reduction  of 
dosage,  with  possible  loss  of  therapeutic  effective- 
ness, or  the  addition  of  an  analeptic.  Other 
side-effects  are  tremor,  incoordination,  ataxia, 
abdominal  discomfort,  anorexia,  nausea,  vomit- 
ing, and  diarrhea.  The  most  serious  reactions 
to  Miltown  have  been  allergic  dermatitis  and 
anaphylactic  reactions.  Purpura,  possible  ad- 
diction, withdrawal  symptoms,  and  convulsive 
seizures  also  have  been  attributed  to  this  drug. 
Hence,  it  cannot  be  called  an  innocuous  com- 
pound. It  must  be  prescribed  with  discretion 
and  the  patient  observed  closely  while  he  is  on 
the  drug. 

Atarax 

Atarax  is  a mild  tranquilizer  which  in  the 
doses  currently  recommended  by  its  manu- 
facturer is  of  value  only  for  the  very  mild  neurotic 
disturbances.  It  is  most  suitable  for  those 
patients  in  whom  the  more  potent  ataractics 
would  be  unnecessary  and  inadvisable  as  well. 
Since  this  drug  does  not  impair  psychic  function 
and  has  a minimum  of  side-effects,  such  as 
fatigue,  lethargy,  or  drowsiness,  it  is  especially 
well  suited  for  ambulatory  neurotics  who  must 
wrork,  drive  a car,  or  operate  machinery.  For 
these  same  reasons  Atarax  is  accepted  by  the 
many  obsessional  neurotics,  encountered  by  the 
general  practitioner,  who  have  a tendency  to 
become  anxious  about  and  object  to  side-effects 
induced  by  the  more  potent  tranquilizers.  The 
relative  freedom  from  side-effects  makes  Atarax 
quite  valuable  for  anxious  children  and  hyper- 
kinetic children,  especially  those  attending 
school  in  whom  drug-induced  psychic  impair- 
ment is  undesirable. 

The  recommended  dose  of  Atarax  is  25  mg. 
three  times  a day.  In  my  experience  50  mg. 
four  times  a day  is  better.  Larger  doses  may 
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increase  therapeutic  effectiveness  but  also  may 
cause  annoying  side-effects.  As  much  as  1,000 
mg.  daily  have  been  administered  to  ambulatory 
patients  without  encountering  serious  adverse 
reactions.  Thus,  it  appears  that  Atarax  is  a 
safe  drug,  even  in  doses  much  larger  than  the 
average  therapeutic  dose  for  neurotic  patients. 

Comment 

Although  the  tranquilizers  are  beneficial  to 
emotionally  disturbed  patients,  they  are  not  a 
substitute  for  compassion,  understanding, 
patience,  an  attentive  ear,  counsel,  and  the 
other  virtuous  technics  employed  by  the  good 
physician.  These  drugs  should  not  be  pre- 
scribed as  an  alternative  for  specialized  psycho- 


therapy, environmental  manipulation,  and  other 
psychiatric  therapies. 

There  has  been  considerable  criticism  of 
tranquilizing  drugs — some  justified,  some  un- 
warranted. Honest  mistakes  have  been  made. 
These  drugs  are  not  universally  effective,  nor  do 
they  provide  a guarantee  against  a later  relapse. 
These  facts  should  not  discredit  the  drugs  but 
should  challenge  all  physicians  to  be  more  astute 
diagnosticians,  better  therapists,  and  relentless 
in  the  search  for  methods  of  relieving  emotional 
suffering.  Already  the  drugs  have  stimulated 
interest  in  psychiatric  disorders,  which  has  been 
good  for  the  medical  profession  and  for  our 
patients. 

6231  York  Road 


Post-traumatic  Os  Trigonum 


Os  trigonum,  an  accessory  bone  posterior  to  the 
tubercle  of  the  talus,  represents  a variation  of  foot 
structure  which  may  remain  asymptomatic  through- 
out life.  After  an  ankle  injury,  however,  it  may  be 
sprained  or  misplaced,  with  resulting  pain  at  the 
back  of  the  heel,  in  the  calf,  or  in  the  small  of  the 
back.  Discussing  the  anatomic  features,  clinical 
signs,  diagnosis,  differentiation,  and  treatment,  Dr. 
A.  Gottlieb,  Los  Angeles,  California,  presents  three 
brief  case  summaries  selected  from  16  cases  which 
have  come  under  his  observation. 

Anatomically,  the  accessory  bone  is  attached  to 


the  talus  by  a fibrous  capsule.  It  is  separated  from 
the  talus  by  a thin  layer  of  hyaline  cartilage.  This 
dividing  layer  may  be  so  thin  as  to  be  hardly 
detectable  or  may  be  a few  millimeters  wide,  smooth, 
and  sharply  outlined.  The  ossicle  may  be  tri- 
angular, wedge-shaped,  oval,  or  circular,  in  one  piece 
of  fragmented.  After  some  injury  to  the  foot — 
severe  ankle  sprain  or  cumulative  effects  of  toe 
dancing — an  existing  os  trigonum  may  be  simul- 
taneously injured  resulting  in  a chronic  lesion,  the 
onset  of  which  the  patient  hardly  recalls. — Journal 
of  the  International  College  of  Surgeons,  July,  1956 
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Pilot  Study  Impressions  on  the  Treatment  of 
Infectious  Asthma  and  Respiratory  Infections 
With  an  Acellular  Bacterial  Antigen  Complex 

in  22  Children 

JOSEPH  DALVEN,  M.D.,  AND  FRANK  J.  ROMANO,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Pediatric  Allergy  Clinics  of  the  Coney  Island  and  Maimonides  Hospitals) 


The  role  of  infection  in  asthma  has  long  been 
a controversial  topic.  The  nonspecific,  de- 
layed skin  test  reactions  to  ordinary  vaccines 
and  the  failure  to  demonstrate  the  allergic  anti- 
body have  been  serious  obstacles  to  the  general 
acceptance  of  the  concept  of  bacterial  allergy. 

Yet  the  mounting  clinical  evidence  that  in- 
fection is  often  associated  with  asthma  is  leading 
more  and  more  allergists  and  pediatricians  to  the 
conclusion  that  infection  constitutes  a very  im- 
portant etiologic  factor  in  asthma  in  children. 
Chobot,1  Stevens,2  and  many  other  investigators 
have  emphasized  the  importance  of  infection  as  a 
frequent  cause  of  asthma  in  children. 

Spielman,3  Shinefield,4  and  others  have  re- 
ported the  unsatisfactory  results  obtained  from 
commercially  prepared  stock  and  autogenous 
vaccines.  Spielman3  has  directed  attention  to 
the  reasons  for  the  failure  of  the  antibiotics  to 
provide  a rational  basis  for  the  treatment  of  in- 
fectious asthma  and  has  enumerated  some  reasons 
for  the  failure  of  the  antibiotics  and  vaccines 
which  may  be  summarized  as  follows: 

The  antibiotics  may  fail  for  the  following  rea- 
sons: 

1.  They  prevent  immune  body  formation. 

2.  They  do  not  desensitize. 

3.  They  may  cause  allergic  reactions  and  are 
doing  so  in  increasing  numbers,  even  in  children. 

4.  Thej'  may  result  in  resistant  strains  of 
organisms. 

5.  Their  use  may  predispose  to  superinfec- 
tions. 

The  antigenic  substances  most  commonly  used 
in  the  treatment  of  bacterial  allergy  are  the 
respiratory  vaccines.  This  appears  unsound  for 
the  following  reasons : 

1 .  Vaccines  are  suspensions  of  washed  organ- 
isms, killed  by  either  chemical  or  physical  means, 
which  may  result  in  the  deterioration  of  their  anti- 
genic components. 


2.  Various  surface  antigenic  substances  are 
lost  during  repeated  washings  to  remove  agar 
particles  or  other  impurities  present  in  the  culture 
media,  for  example,  pneumococcal  poly- 
saccharides diffused  in  the  culture  media. 

3.  Vaccines  prepared  from  gram-positive 
organisms  are  usually  free  from  toxins  and 
metabolic  products  produced  by  the  organism  in 
vivo.  These  metabolic  products  of  the  bacterial 
cells  are  present  only  in  the  culture  filtrate  which 
is  not  used.  Thus,  valuable  antigenic  compo- 
nents needed  for  immunization  and  desensitiza- 
tion are  lost  in  the  preparation  of  such  vaccines. 
These  substances  consist  of  soluble  specific 
bacterial  polysaccharides  and  proteins,  as  well  as 
toxins,  such  as  hemolysins,  leukocidin,  and 
erythrogenic  toxins. 

4.  Vaccines  are  cellular  antigens.  The  bac- 
teria injected  must  be  lysed  in  order  that  the 
antigenic  components  may  be  useful  for  immune 
body  production  and  hyposensitization. 

5.  The  ineffectiveness  of  vaccines  has  led 
many  investigators  to  treat  patients  with  bacterial 
filtrates  which,  as  ordinarily  prepared,  contain 
impurities,  mainly  components  of  the  culture 
medium,  such  as  peptones  and  meat  extracts. 
Also  these  filtrates  do  not  contain  the  specific  sub- 
stances present  in  bacteria  which  did  not  dissolve 
into  the  culture  media. 

These  objections  highlight  the  thesis  that  if  we 
are  to  obtain  the  maximum  immunologic  response, 
we  must  use  the  total  possible  immunologic  factors 
inherent  in  the  organism,  including  its  anabolic 
and  catabolic  products. 

There  is  little  likelihood  that  any  serious  objec- 
tion can  be  raised  to  this  basic  principle.  There- 
fore, the  problem  resolved  itself  into  the  develop- 
ment of  a special  technic  whereby  this  desirability 
could  be  realized.  The  work  done  in  this  direc- 
tion led  to  the  development  of  the  Hoffmann 
bacterial  antigen  complex.6  This  differs  from  a 
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vaccine  in  that  it  is  an  acellular,  crystal  clear  solu- 
tion containing  the  essential  antigenic  substances 
such  as  polysaccharides  in  the  pneumococci,  pro- 
teins such  as  the  M substance  in  the  hemolytic 
streptococci,  and  the  Boivin  antigens  in  the  gram- 
negative bacteria. 

In  the  preparation  of  these  bacterial  antigen 
complex  preparations,  the  Hoffmann  process  uses 
a method  of  coprecipitation  whereby  the  specific 
protective  substances  of  the  bacterial  cell  men- 
tioned above  and  all  toxins  and  other  metabolites 
produced  by  the  organisms  in  vitro  and  vivo  are 
combined  in  a manner  which  prevents  deteriora- 
tion and  subsequent  loss  of  antigenic  properties. 

The  conclusion  was  reached,  therefore,  that 
these  antigens  contained  the  prerequisite  sub- 
stances for  inducing  a superior  immunologic  re- 
sponse as  compared  to  ordinary  vaccines. 
Further,  this  conclusion  was  fortified  by  the  prom- 
ising results  of  Spielman3  and  Shinefield.4 

Scope  of  This  Report 

This  study  was  undertaken  in  the  hope  of  im- 
proving our  results  in  infectious  asthma,  which 
had  been  singularly  unsatisfactory  in  the  22  cases 
we  had  treated.  These  children  were  not  only 
subject  to  asthmatic  attacks  associated  with  in- 
fection but  also  either  had  a history  of  inhalant, 
food,  and  pollen  allergy  or  gave  positive  skin 
tests  to  one  or  more  of  these.  Therefore,  the 
patients  can  be  classified  as  mixed  cases  of  allergy 
in  whom  routine  allergic  treatment,  including 
vaccines,  did  not  help. 

In  considering  the  criteria  by  which  the  effec- 
tiveness of  the  acellular  bacterial  antigen  com- 
plex was  to  be  evaluated,  an  effort  was  made  to 
have  the  evaluation  based  on  as  many  criteria  as 
possible  to  give  the  conclusions  maximum  validity 
and  dependability.  Therefore,  the  status  of  each 
patient  was  carefully  examined  under  three 
classifications:* 

1.  The  entire  previous  history  of  each  patient 
was  studied. 

2.  The  detailed  history  of  each  patient  for 
1954-1955,  including  the  status  at  the  time  of 
acceptance  into  the  group  for  study  in  October, 
1955  (Table  I). 

3.  The  status  of  the  patients  at  the  end  of  the 

* The  authors  would  have  preferred  to  conduct  a simul- 
taneous control  study,  employing  a nonspecific  form  of  ther- 
apy. The  insufficient  number  of  cases  available  made  this 
superior  method  of  evaluation  impossible.  Therefore,  we 
had  no  choice  but  to  base  our  conclusions  on  a careful  com- 
parison of  the  long  history  of  recurrent  infectious  asthma 
with  the  status  at  the  end  of  the  period  of  observation  and 
treatment. 


TABLE  I. — Past  History  of  22  Children  for  1954-1955 
and  Status  at  Beginning  of  Pilot  Study,  October.  1955 


Number 

of 

Cases 

Age  at  entry  into  study 

16  months 

i 

5 years 

4 

6 years 

4 

7 years 

6 

8 years 

3 

9 years 

2 

10  years 

1 

11  years 

1 

Frequency  of  infections 

Weekly  recurrences  of  infections  and  asthma 

10 

6 to  12  recurrences 

8 

2 to  5 recurrences 

4 

School  days  lost 

10  to  30 

11 

40  to  60 

9 

Preschool 

2 

Physical  examination 

Foci  of  infection — infected  tonsils  and  enlarged 

cervical  nodes* 

7 

Chest  x-ray — increased  hilar  markings 

12 

Sinus  x-ray  showing  diseased  sinuses 

5 

Laboratory  tests 
C-reactive  protein 

Total  tested 

14 

Normal 

14 

Sedimentation  rate 

Total  tested 

14 

Increased  rate 

9 

Normal 

5 

Blood  eosinophilia 

Total  tested 

17 

Abnormal  elevation 

13 

Skin  tests 

Foods,  pollens,  and  inhalants 

Total  tested 

22 

Positive  tests 

22 

Acellular  bacterial  antigen  complex 

Total  tested 

22 

Positive  skin  tests  (one  or  more) 

21 

* Tonsillectomy  and  adenoidectomy  had  been  done  on 
nine  children. 


period  of  study,  April,  1956,  and  observations 
over  the  seven-month  period  from  October,  1955, 
through  April,  1956. 

In  the  three  classifications  the  data  were  ob- 
tained under  the  headings  of  history,  physical 
status,  laboratory  findings,  diagnosis,  and  treat- 
ment. 

An  analysis  of  the  data  in  the  histories  of  these 
22  cases  indicates  a strong  group  resemblance. 
All  of  the  22  children,  18  males  and  four  females, 
in  this  group  gave  a similar  history,  and  their 
physical  findings  were  essentially  the  same.  Five 
were  under  one  year  old  at  the  onset  of  the  attacks, 
15  between  two  and  four  years,  and  two  between 
five  and  seven  years.  Recurrent  upper  respira- 
tory infections  and  bronchial  asthma  were  present 
in  all  22  children.  Family  history  was  positive  for 
allergy  in  20  of  the  22  children.  In  17  of  the 
children  asthma  was  most  frequent  in  fall,  winter, 
and  spring.  It  was  recurrent  throughout  the 
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year  in  five  children.  Temperature  elevation  was 
present  in  each  asthma  attack  in  ten  children  and 
almost  always  present  in  each  attack  in  seven 
children.  Many  of  the  children  had  weekly 
respiratory  infections  and  attacks  of  asthma. 
Previous  treatment  included  specific  desensitiza- 
tion, antihistamines,  antibiotics,  and  broncho- 
dilators.  In  addition,  12  of  the  children  were 
given  injections  of  commercial  respiratory  vac- 
cines. The  effect  of  previous  treatment  was 
mostly  temporary  without  reduction  in  the  fre- 
quency of  attacks. 

Twenty-one  of  the  children  in  this  study  first 
appeared  for  treatment  after  the  age  of  five,  in- 
dicating that  previous  therapy  had  not  helped 
them  and  that  they  had  not  “outgrown”  their 
asthma  (Table  I). 

The  majority  of  these  patients  had  more  illness 
in  the  fall,  winter,  and  spring  months  when  the 
respiratory  infections  are  more  prevalent,  thereby 
stressing  the  importance  of  infection  in  the 
etiology  of  their  asthma  attacks.  The  history 
emphasizes  the  serious  effects  of  the  recurrent 
infections  associated  with  asthma  on  this  group  of 
patients.  Eleven  children  lost  from  ten  to  thirty 
school  days,  while  nine  of  them  lost  from  forty 
to  sixty  school  days. 

The  physical  findings  showed  the  presence  of 
infection  to  a striking  degree.  The  sedimentation 
rate  was  increased  in  nine  of  the  14  children  on 
whom  the  test  was  performed.  In  seven  of  the 
13  children  who  still  had  tonsils,  they  were  found 
to  be  enlarged  and  diseased  with  enlarged  cervical 
glands  also  present. 

The  hilar  markings  were  accentuated  in  12  of 
the  20  x-rays  taken,  and  in  five  children  diseased 
sinuses  were  found  by  x-ray.  In  13  of  the  17 
children  who  had  blood  counts  done,  an  elevated 
eosinophil  count  was  present,  as  is  so  frequently 
seen  in  intrinsic  or  bacterial  asthma.  Twenty-one 
of  the  22  children  gave  immediate  positive  intra- 
dermal  skin  reactions  to  the  acellular  bacterial 
antigen  complex  preparations  used  in  this  study. 

Data  and  Observations  During  Seven 
Months  of  Treatment  uith  Acellular 
Bacterial  Antigen  Complex  Preparations 

Materials. — The  acellular  bacterial  antigen 
complex  preparations  used  in  this  study*  con- 
sisted of  seven  vials.  These  stock  preparations 
were  standardized  to  a concentration  of  120  miero- 

* The  acellular  bacterial  antigen  complex  preparations 
were  prepared  in  the  Hoffmann  Laboratory,  Paterson,  New 
Jersey. 


grams  of  total  nitrogen  per  ml.  They  contained 
the  following  stock  bacterial  antigen  complex 
preparations  made  from : 

Beta  hemolytic  streptococci,  group  A: 

Vial  1 — Griffith  types  10,  14,  and  19 

Vial  2 — Griffith  types  3,  12,  and  18 
Pneumococci: 

Vial  5 — Diplococcus  pneumoniae  types  I, 

VI,  and  XIV 

Vial  6 — -Diplococcus  pneumoniae  types  V, 

VII,  and  XIX 
Streptococcus  viridans: 

Vial  7 — Rosenow  strains  1551  and  1822  and 
Squibb  Institute  strain  353 
Various  organisms: 

Vial  8 — Staphylococcus  aureus  and  albus; 
Neisseria  catarrhalis,  Hemophilus  influenza  A 
and  B,  and  Escherichia  coli 
Combined  organisms: 

Pooled  Vial — Contained  the  antigen  of  all  of 
the  organisms  listed  above. 

Mode  of  Testing. — Vials  1,  2,  and  5 were 
used  at  the  first  clinic  session.  Vials  6,  7,  and  8 
were  used  a week  later.  Injections  were  given 
intradermally  at  three  separate  skin  sites.  Dos- 
age was  0.02  cc.  at  each  site.  The  reactions  were 
observed  after  an  interval  of  fifteen  minutes 
(Table  II). 

Method  of  Treatment. — The  vial  to  be  used 
in  the  treatment  was  determined  by  results  of  the 
intradermal  tests.  For  each  patient  only  those 
vials  were  used  from  which  we  had  obtained  a 
positive  intradermal  test.  Preference  was  given 
to  that  vial  giving  the  strongest  reaction.  In  the 
case  of  more  than  one  equally  strong  reaction, 
each  vial  was  used  on  alternate  weeks  or  simulta- 
neously, one  in  each  arm  each  week.  Not  more 
than  two  injections  of  the  acellular  bacterial  anti- 
gen complex  preparations  were  given  at  any  one 
treatment. 

These  children  were  seen  every  week,  so  that 
the  mother’s  written  reports  helped  us  maintain  a 
flexible  therapeutic  program,  depending  on  the 
results. 

The  dosage  for  all  injections  throughout  the 
study  was  about  0.02  cc.  given  intradermally  at 
each  site.  Late  in  the  study  a few  special  cases 
were  treated  with  a special  vial  of  the  acellular 
bacterial  antigen  complex  containing  the  anti- 
gen of  all  of  the  organisms  in  all  of  the  vials 
(pooled  vial). 

At  present  we  do  not  have  enough  data  to  form 
an  impression  on  the  comparative  merit  of  the 
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TABLE  II. — Comparison  of  Positive  Skin  Reactions 
Given  by  Organisms  in  Each  Vial 


Vial  Number  Per  Cent 


1 

59 

2 

50 

5 

27.3 

6 

31.8 

7 

31.8 

8 

6'3 . 6 

pooled  vial  as  against  the  single  vial  method  of 
treatment. 

Observations.- — The  number  of  individual 
illnesses  during  the  period  of  treatment  with  the 
acellular  bacterial  antigen  complex  preparations 
varied  from  none  to  seven  in  19  cases;  two  were 
reported  as  occasional  and  one  as  a continuous 
rhinitis.  The  average  for  the  group  was  4.1  in- 
dividual bouts  of  illness. 

There  was  an  average  of  8.2  days  of  associated 
temperature  with  the  bouts  of  illness  during  this 
period.  The  outstanding  symptom  complained 
of  during  this  period  was  cough.  Sneezing, 
rhinitis,  and  wheezing  were  occasional  com- 
plaints. 

The  number  of  school  days  lost  ranged  from 
three  to  twenty-nine  days,  this  maximum  being 
in  a case  complicated  by  a severe  endocrine  dis- 
turbance. The  average  was  11.8  school  days 
lost. 

Eighteen  of  the  children  showed  a weight  gain 
up  to  13  pounds  during  treatment  with  the 
acellular  bacterial  antigen  complex.  In  the  entire 
group  of  22  cases  the  average  gain  was  9.7 
pounds. 

Case  Reports 

The  following  cases  were  chosen  as  being  repre- 
sentative of  the  results  obtained  in  the  group  as 
a whole. 

Case  1. — The  patient  was  a seven-year-old  female 
with  three  allergic  members  in  the  family.  Onset  of 
asthma  was  at  two  years  of  age.  The  attacks  were 
frequent  with  no  seasonal  relationship  and  usually 
associated  with  fever.  Tonsils  were  not  removed. 
Intradermal  tests  were  positive  for  dust  and  rag- 
weed, and  the  patient  was  receiving  desensitization 
injections  as  well  as  vaccine.  Otherwise,  treatment 
was  symptomatic.  There  were  12  previous  admis- 
sions to  the  Coney  Island  Hospital  for  severe  asthma 
associated  with  fever. 

History  during  1954-1955  showed  that  the  asth- 
matic episodes  were  very  frequent.  She  was  included 
in  the  study  following  a seventeen-day  stay  at  the 
hospital  for  pneumonia.  She  had  lost  about  forty- 
five  school  days. 


Physical  examination  at  the  beginning  of  the 
study  showed  congested  upper  respiratory  tract 
with  enlarged  cervical  glands.  X-rays  of  the  chest 
showed  root  and  hilar  markings.  Basal  markings 
were  slightly  prominent.  X-rays  of  sinuses  were 
normal.  Blood  count  showed  an  eosinophilia  of  6 
per  cent.  Sedimentation  rate  was  increased.  Intra- 
dermal tests  with  acellular  bacterial  antigen  com- 
plex showed  immediate  positive  reactions  as  follows: 
vial  1 one  plus,  vial  5 one  plus,  and  vial  8 one  plus. 

Diagnosis  was  mixed  inhalant,  pollen,  and  bac- 
terial allergy. 

Immunization  began  in  December,  1955,  and 
ended  in  May,  1956.  Intradermal  injections  were 
given  from  vial  1 once  a week  for  three  weeks,  fol- 
lowed by  vial  8 once  a week  for  four  weeks,  and  then 
by  the  pooled  vial  for  eight  weekly  injections  for  a 
total  of  15  injections. 

During  this  period  of  six  months  she  had  three 
bouts  of  illness  totaling  fourteen  days.  The  symp- 
toms were  cough  with  asthma  and  fever.  The  only 
supplementary  treatment  was  desensitization  with 
dust  and  ragweed.  She  had  lost  twenty  school 
days  and  had  gained  2 pounds.  This  result  was 
considered  fair. 

Case  2. — The  patient  was  a seven-and-one-half 
year-old  male  with  three  allergic  members  in  the 
family.  Onset  of  asthma  was  at  three-and-one-half 
years.  The  attacks  were  frequent,  mostly  during  the 
winter  and  spring  months,  and  usually  associated 
with  fever.  Tonsillectomy  was  performed  at  four- 
and-one-half  years  of  age.  Intradermal  skin  tests 
were  positive  for  dust,  ragweed,  and  wool.  Patient 
was  receiving  dust,  ragweed,  and  vaccine  injections. 

History  during  1954-1955  showed  that  the  asth- 
matic episodes  came  about  every  two  weeks.  He 
received  adrenalin,  antibiotics,  and  bronchodilators, 
which  gave  satisfactory  but  temporary  results.  He 
had  lost  about  forty  school  days. 

Physical  examination  at  the  beginning  of  the 
study  was  essentially  negative.  X-rays  of  the  chest 
showed  increased  markings  in  both  hilar  regions. 
Sinuses  were  normal.  Blood  count  showed  an  eosino- 
philia of  1 per  cent.  The  sedimentation  rate  was 
increased.  Intradermal  tests  with  acellular  bac- 
terial antigen  complex  showed  immediate  positive 
reactions  to  vial  1 two  plus,  vial  2 one  plus,  and 
vial  8 three  plus. 

Diagnosis  was  of  a mixed  case  of  inhalant,  pollen, 
and  bacterial  allergy. 

Immunization  began  in  November,  1955,  and 
ended  in  May,  1956.  Intradermal  injections  were 
given  from  vial  8 once  a week  for  five  weeks.  This 
was  followed  by  two  injections,  one  in  each  arm, 
from  vials  1 and  8 for  ten  weeks  for  a total  of  25 
injections. 

During  this  period  of  seven  months  he  had  five 
short  bouts  of  illness  totaling  nine  days.  The  symp- 
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toms  were  fever,  cough,  and  sneezing  with  an  occa- 
sional slight  wheeze.  The  only  supplementary  treat- 
ment given  was  desensitization  with  dust  and  rag- 
weed. The  patient  had  lost  eight  school  daj^s  and 
had  gained  8 pounds.  This  result  was  considered 
good. 

Case  3. — The  patient  was  a seven-year-old  male 
with  two  allergic  members  in  the  family.  Onset  of 
asthma  was  at  six  months  of  age.  Attacks  of 
asthma  were  frequent  with  no  seasonal  relationship 
and  always  accompanied  by  fever.  Tonsils  were 
not  removed.  Intradermal  skin  tests  showed  posi- 
tive for  dust  and  ragweed,  and  he  was  receiving  dust 
and  ragweed  injections. 

History  during  1954-1955  showed  that  the 
asthmatic  episodes  were  very  frequent,  and  the 
patient  was  receiving  adrenalin,  antibiotics,  anti- 
histamines, and  bronchodilators,  which  gave  satisfac- 
tory but  temporary  results.  He  had  lost  about 
forty-five  school  days. 

Physical  examination  at  the  beginning  of  study 
was  essentially  negative.  X-rays  of  the  chest  showed 
increased  hilar  markings.  Sinuses  were  normal. 
The  sedimentation  rate  was  increased.  Blood  ex- 
amination showed  an  eosinophilia  of  16  per  cent. 
Intradermal  tests  with  acellular  bacterial  antigen 
complex  showed  immediate  positive  reactions  to 
vial  1 two  plus  and  to  vial  2 one  plus. 

Diagnosis  was  mixed  inhalant,  pollen,  and  bacterial 
allergy. 

Immunization  began  in  November,  1955,  and 
ended  in  May,  1956.  Intradermal  injections  were 
given  from  vial  1 once  a week  for  nine  weeks.  This 
was  followed  by  two  injections,  one  in  each  arm. 
from  vials  1 and  2 for  three  weeks  and  finally  from 
the  pooled  vial,  diluted  1 : 10,  for  six  weekly  injec- 
tions for  a total  of  18  injections. 

During  this  period  of  seven  months  he  had  three 
short  bouts  of  illness  totaling  four  days.  The  symp- 
toms were  cough  and  rhinitis  with  slight  wheeze 
lasting  one  day.  The  only  supplementary  treat- 
ment was  desensitization  with  dust  and  ragweed. 
He  had  lost  four  school  days  and  had  gained  7 
pounds.  This  result  was  considered  excellent. 

Comment 

Since  all  of  the  cases  were  “mixed”  and  there- 
fore had  multiple  potentialities  for  developing  an 
asthmatic  state,  it  was  necessary  to  determine 
when  the  symptoms  were  due  to  an  infection  and 
when  they  were  due  to  other  irritants  such  as  in- 
halants. In  order  to  facilitate  this  evaluation, 
the  mothers  of  the  children  were  given  blank 
calendars  for  each  month  so  that  daily  observa- 
tions could  indicate  the  presence  of  temperature, 
symptoms,  etc. 


In  evaluating  the  data  in  these  reports,  it  was 
found  that  the  acellular  bacterial  antigen  complex 
preparations  had  been  helpful  in  immunization  by 
their  direct  effect  on  respiratory  infections.  Thus 
ten  cases  (45.4  per  cent)  were  greatly  improved, 
nine  cases  (40.9  per  cent)  were  improved,  and 
three  cases  (13.6  per  cent)  were  unimproved. 
Moreover,  the  bacterial  antigen  complex  prepara- 
tions were  also  helpful  in  desensitization  by  re- 
flecting the  effect  of  the  inhalant  antigens,  such  as 
dust  and  pollen.  Under  desensitization  therapy 
there  was  one  case  (4.4  per  cent)  greatly  improved, 
nine  cases  (40.9  per  cent)  improved,  ten  cases 
(45.4  per  cent)  slightly  improved,  and  two  cases 
(9.0  per  cent)  unimproved. 

The  average  number  of  school  days  lost  during 
the  year  1954-1955  was  34.5  days.  The  average 
number  of  school  days  lost  during  the  seven 
months  of  the  fall,  winter,  and  spring  of  1955-1956 
was  1 1.8  days.  This  indicates  a marked  reduction 
in  morbidity. 

Conclusions 

This  study  showed  an  86.3  per  cent  improve- 
ment in  upper  respiratory  infections  and  in  the 
complication  of  bacterial  asthma.  The  decrease 
in  infection  has  helped  in  obtaining  a marked 
improvement,  90.7  per  cent,  in  inhalant  allergy. 

The  therapy  has  reduced  the  number  of  school 
days  lost  from  an  average  of  34.5  days  per  year  to 
11.8  days  for  the  seven-month  period  October, 
1955,  through  April,  1956.  Since  these  are  the 
months  during  which  most  infections  take  place, 
the  reduction  in  school  days  lost  during  this  period 
was  considered  a significant  improvement. 

It  was  concluded,  therefore,  that  acellular  bac- 
terial antigen  complex  therapy  is  a superior 
method  of  immunization  and  is  worthy  of  trial  in 
the  persistent  infectious  asthma  case. 
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The  Effect  of  Ritalin  (M ethyl- Phenidylacetate 
Hydrochloride)  on  Mildly  Depressed 
Ambulatory  Patients 

EUGENE  DAVIDOFF,  M.D.,*  JANIS  L.  BEST,  M.D.,  AND  HAROLD  L.  MCPHEETERS,  M.D., 

SCHENECTADY,  NEW  YORK 

( From  the  Department  of  Psychiatry,  Ellis  Hospital) 


Ritalin  (methyl-phenidylacetate  hydrochlo- 
ride) f is  a cephalotropic  amine  which  is 
also  a piperidine  derivative  but  is  similar  in  ac- 
tion and  structural  formula  to  the  amphetamines, 
which  are  phenylisopropylamines. 

The  structural  formula  is  as  follows: 


Ci4H19N02-HC1 

Ritalin 

(Methyl-phenidylacetate  hydrochloride,  molecular 
weight  296.77) 

Meier,  Gross,  and  Tripod1  reported  on  the  rel- 
atively strong,  centrally  stimulating  activities  of 
Ritalin  in  experimental  animals.  Stimulation 
of  psychomotor  activities  in  nonanesthetized 
animals  was  observed. 

Drassdo  and  Schmidt2  reported  improvement 
in  the  mental  capacity  and  mood  of  normal  hu- 
man subjects.  The  psychic  effects  of  the  drug 
were  determined  by  these  investigators.  Of 
60  subjects  32  reported  a “good  mood,”  12  were 
slightly  stimulated,  12  found  no  activation,  and 
four  reacted  poorly.  About  70  per  cent  reported 
a pleasantly  stimulating  effect  with  Ritalin. 

Jacobson3  noted  improvement  in  patients  with 
depression  and  fatigue.  Some  of  these  cases 
had  received  reserpine  and  chlorpromazine. 
Hollander,4  Lee,5  and  Harding6  noted  similar 
results. 

Ferguson7  concluded  that  “ in  215  women  over 
sixty  years  of  age  at  Traverse  City  State  Hos- 

*  Deceased. 

t The  Ritalin  used  in  this  project  was  supplied  through  the 
courtesy  of  Dr.  Frank  A.  Travers,  Ciba  Pharmaceutical 
Products  Inc.,  Summit,  New  Jersey. 


pital,  we  feel  that  the  oral  administration  of 
Ritalin  (methyl-phenidylacetate)  and/or  res- 
erpine (Serpasil)  has  a definite  place  in  the 
therapeutic  procedures  of  those  treating  elderly 
patients,  as  these  drugs  have  opened  an  entirely 
new  and  most  promising  approach  to  the  prob- 
lem.” 

Noce  and  Williams8  found  that  Ritalin  stim- 
ulated patients  to  increased  alertness  and  more 
manageability  and  noticed  that  in  the  treatment 
of  depressed  patients  Ritalin  may  be  a useful 
adjuvant  to  electroconvulsive  therapy. 

Brooks9  reported  encouraging  results  in  28 
chronic  schizophrenics  who  had  received  at- 
aractics over  a long  period  of  time.  Carter10 
noticed  improvement  after  Ritalin  was  ad- 
ministered in  epileptic  children  who  had  been 
oversedated.  Pollack,11  Pocock,12  and  Sloan13 
also  reported  improvement  in  depression  and 
improvement  in  fatigue  after  Ritalin  was  ad- 
ministered. 

Material  and  Methods 

The  purpose  of  the  project  which  this  paper 
describes  was  to  test  clinically  the  analeptic 
properties  of  Ritalin.  Sixty-seven  patients  were 
treated  (Table  I).  Sixteen  cases  were  of  the 
manic  depressive,  depressed  variety,  13  cases 
were  suffering  from  psychoneurosis,  18  cases 
were  schizophrenic  reaction  types,  ten  cases 
were  of  the  involutional  group,  and  ten  geriatric 
cases  of  the  arteriosclerotic  group  were  treated. 
Eighteen  of  these  cases  received  Serpasil  in  con- 
junction with  Ritalin  or  before  Ritalin  was  ad- 
ministered. 

Each  patient  was  subjected  to  the  following 
tests  prior  to  the  administration  of  Ritalin: 
(1)  mental  status,  (2)  psychologic  testing,  (3) 
electroencephalogram,  (4)  pulse,  (5)  blood  pres- 
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TABLE  I. — Summary  of  67  Cases  in  Ritalin  Study 


Diagnosis 

Number 

of 

Patients 

Daily 

Dose 

(Mg.) 

Duration 
of  Therapy 
(Weeks) 

' Patient’s  Response 

Excel- 

Poor  Good  lent 

Side- 

Effects 

Evidence 

of 

Habituation 

Manic  depression, 

16 

5 to  30 

1 to  24 

2 

6 

8 

1 jittery 

1 

depressed 
Geriatric,  cerebral 

10 

4 

6 

1 nausea 
5 jittery 

arteriosclerosis 

Psychoneurosis 

13 

10  to  30 

1 to  24 

3 

9 

1 

1 insomnia 

2 jittery 

None 

Schizophrenic  reaction 

18 

10  to  30 

1 to  24 

7 

11 

2 jittery 

None 

Psychoneurosis,  involu- 

10 

10  to  30 

4 to  16 

5 

4 

1 

1 insomnia 
1 palpitation 
3 jittery 

None 

tional  reaction 
Total 

67 

21 

36 

10 

2 insomnia 

sure,  (6)  blood  count,  (7)  urinalysis,  (8)  uri- 
nary concentration  tests,  (9)  serum  bilirubin, 
and  (10)  weight  determination.  Fifty  patients 
received  all  of  these  tests  before  and  after  Rit- 
alin was  used.  The  tests  were  performed  at  one- 
week  intervals  after  the  administration  of  the 
drug. 

The  patients  were  placed  on  Ritalin,  10  mg. 
at  7 a.m.  each  morning.  The  drug  was  con- 
tinued for  a period  of  two  weeks  to  six  months 
except  when  the  drug  was  discontinued  because 
of  untoward  effects. 

Results 

According  to  diagnostic  groups,  our  results 
were  as  follows: 

Manic  Depressive  Depressed. — Sixteen 

cases  received  a daily  dose  of  5 to  30  mg.  The 
most  dramatic  results  were  obtained  in  this  group. 
Fourteen  were  improved,  and  two  were  unim- 
proved. The  best  results  were  found  in  this 
group.  The  ten  excellent  results  were  obtained 
in  the  manic  depressive  depressed  group.  One 
of  the  two  unimproved  cases  was  of  the  mixed, 
manic,  agitated,  depressive  type.  The  other 
case  had  had  two  recurrent,  severe,  prolonged 
episodes  of  manic  depressive  depression;  he  felt 
his  progress  was  slow,  asked  for  electric  shock 
treatment  which  he  had  had  previously,  and  also 
said  he  felt  listless  and  tired.  Because  of  his 
impatience  he  was  admitted  to  the  hospital  for 
electric  shock  therapy. 

Psychoneurosis. — Thirteen  cases  received  a 
daily  dose  of  10  to  30  mg.  Consistently  good 
results  were  obtained  in  the  psychoneurotic 
group,  especially  in  cases  with  reactive  depres- 
sion. However,  while  the  results  were  consistent, 
they  were  not  so  dramatic  as  in  the  manic  de- 
pressive group.  Ten  of  the  13  improved.  All 
of  the  three  unimproved  cases  showed  con- 


siderable anxiety  associated  with  the  depression. 
One  of  the  13  cases  had  an  excellent  result  and 
was  considered  recovered. 

Schizophrenic  Reaction. — Eighteen  cases 
received  a daily  dose  of  10  to  30  mg.  These 
patients  were  depressed,  apathetic,  and  withdrawn 
schizophrenics.  In  this  group  improvement 
was  not  so  marked.  None  was  much  improved, 
but  11  showed  some  improvement.  Seven  of 
them,  however,  were  making  a borderline  ad- 
justment. Four  are  now  making  a good  adjust- 
ment. From  what  we  have  learned  of  Ritalin 
since  this  report,  there  is  a possibility  that 
results  in  this  group  might  have  been  better 
with  higher  dosages. 

Involutional  Reaction  and  Geriatric 
(Arteriosclerotic)  Cases. — Twenty  cases  re- 
ceived a daily  dose  of  10  to  20  mg.  The  poorest 
results  were  obtained  in  these  patients.  In  both 
groups  the  greatest  number  of  side-effects  were 
found. 

The  involutional  group  responded  most  poorty, 
since  five  were  unimproved  or  worse  and  two 
complained  of  having  side-effects.  Two  others 
who  were  improved  complained  of  jittery  feel- 
ings. However,  an  excellent  result  was  ob- 
tained in  one  case.  In  all  five  cases  with  agi- 
tation the  reaction  was  poor. 

In  the  geriatric  (arteriosclerotic)  group  the 
greatest  percentage  of  side-effects  was  observed, 
although  the  improvement  ratio  was  better  than 
in  the  involutional  group.  The  four  cases 
which  were  unimproved  showed  more  marked 
side-effects.  Here  too  the  four  cases  with 
agitation  reacted  poorly. 

In  both  these  groups  better  titration  of  dose 
might  have  given  better  results.  Moreover, 
results  might  also  have  been  better  had  Serpasil 
been  used  in  conjunction  with  Ritalin  in  those 
showing  agitation. 
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Effect  on  Mental  Status 

The  outstanding  effect  noted  was  on  motor 
activity.  Almost  all  patients  showed  some  in- 
crease in  this  phase. 

The  next  most  important  result  was  on  the 
mood.  When  effective,  Ritalin  produced  a 
calm,  almost  euphoric,  emotional  reaction  which 
aided  the  patient  in  doing  things,  and  since 
little  irritability  was  produced,  it  did  not  inhibit 
the  patient  from  accomplishing  what  he  set  out 
to  do. 

Overcoming  fatigue  and  afternoon  letdown 
reaction  was  the  third  favorable  result.  More 
than  two  thirds  of  the  patients  showed  improve- 
ment in  this  sphere  with  subsequent  increased 
desire  and  ambition  which  dovetailed  with  the 
improvement  in  mood.  This  was  particularly 
advantageous  in  patients  who  had  received 
Serpasil  and  other  depressant  medication,  in- 
cluding alcohol. 

Marked  increase  in  speech  and  psychomotor 
activity  was  noted  in  50  per  cent  of  the  cases. 
Although  not  so  frequent  as  the  increase  in 
motor  activity,  the  improvement  was  dramatic. 

Improvement  was  noted  in  about  two  thirds 
of  the  patients  in  coordination  of  speech,  emotion, 
and  motor  activity  with  subsequent  improvement 
in  mental  status.  Confusion  was  frequently 
overcome.  This  was  of  value  in  postshock 
cases.  Correlation  with  psychologic  tests  will 
be  discussed  later.  Insomnia  was  not  so  fre- 
quent as  with  other  amphetamines. 

Side-Effects 

Forty  cases  had  no  side-effects.  There  were 
19  with  mild  effects  and  eight  with  moderately 
severe  effects.  In  the  19  with  mild  effects  there 
were  11  cases  in  which  the  effect  was  primarily 
on  the  blood  pressure  (plus  24  to  minus  19 
average)  and  eight  cases  in  which  the  effect  was 
largely  subjective.  (Five  of  these  were  involu- 
tional depressives,  two  schizophrenics,  and  one 
psychoneurotic  depressive.) 

Electroencephalographic  Changes 

Toxic  effects  which  could  be  ascribed  to 
Ritalin  were  found  in  six  of  55  cases  in  which 
electroencephalograms  were  done.  These 
changes  were  fairly  mild  except  for  one  patient 
with  an  increase  in  speed  with  low  amplitude. 


Five  of  these  six  cases  had  increase  in  speed 
and  low-amplitude  activity.  One  case  had  slow 
dysrhythmia  after  Ritalin. 

Seven  cases  showed  improvement  after  Rit- 
alin. In  five  of  these  there  was  increase  in 
speed  over  a previously  slow  record.  One  case 
had  received  Serpasil  and  was  suffering  from  the 
residuals  of  an  old  encephalopathy.  Two  of 
these  seven  cases  showed  slowing.  One  case 
had  received  Serpasil  and  was  also  alcoholic. 

Moderately  severe  side-effects  were  noted  on 
the  blood  pressure  and  mental  status  of  six  cases 
in  which  toxic  changes  were  indicated  on  the 
electroencephalograms. 

All  cases  which  showed  improvement  in  psy- 
chologic testing  had  improvement  in  electro- 
encephalogram recordings,  although  the  degree 
of  result  was  not  identical.  However,  the  con- 
verse was  not  true  since  in  one  case  there  was 
improvement  in  the  electroencephalogram  but 
no  improvement  on  psychologic  testing. 

The  electroencephalographic  findings,  al- 
though corroborative  in  most  cases,  did  not 
always  correlate  with  the  clinical  findings.  Three 
cases  with  clinical  improvement  did  not  have 
concomitant  electroencephalographic  findings  to 
indicate  this.  One  case  evinced  improvement  in 
the  electroencephalogram  but  was  unimproved 
clinically.  However,  in  all  other  cases  where 
the  electroencephalogram  was  normal  to  begin 
with  and  the  patient  improved,  there  were  no 
adverse  effects  in  the  electroencephalogram. 

Hypertensive  Effect  in  Cases 
Receiving  Serpasil 

When  Ritalin  was  given  in  conjunction  with 
or  after  Serpasil,  nine  cases  showed  a rise  of 
more  than  20  points,  and  five  cases  showed  a fall 
of  more  than  ten  points.  There  were  no  changes 
in  blood  pressure  in  four  cases. 

In  all  18  cases  which  received  Serpasil  and 
were  therefore  depressed  by  its  effect,  Ritalin 
overcame  the  depressant  effect.  Of  the  18 
cases  which  had  received  Serpasil  prior  to  Rit- 
alin, four  showed  increase  in  speed  of  the  elec- 
troencephalograms as  compared  to  the  previous 
record  when  they  had  received  Serpasil.  Seven 
cases  had  some  slowing  after  Ritalin.  The  re- 
maining seven  cases  demonstrated  no  changes. 
Table  II  illustrates  a favorable  effect  of  Ritalin 
and  Serpasil  in  a senile  patient,  seventy-nine 
years  old. 
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TABLE  II. — Favorable  Effect  of  Ritalin  and  Serpasil  in  Senile  Patient 


Date 

(1955) 

Drug  Therapy 

Blood 

Pressure 

Pulse 

Respira- 

tion 

Effect 

Mar.  30 

170/100 

92 

24 

31 

Began  Serpasil,  1 mg.  daily 

140/80 

72 

16 

Apr.  14 

Began  Ritalin,  10  mg.  daily 

160/80 

84 

20 

18 

Ritalin  not  given 

130/76 

84 

20 

19 

Ritalin  given,  10  mg.  daily 

142/88 

72 

24 

More  active 

23 

Ritalin  increased  to  20  mg.  daily 

160/90 

92 

14 

Depression  lifted,  more  alert 

May  1 

162/88 

72  to  80 

17 

154/76 

86 

18 

18 

Ritalin  discontinued 

120 

35 

Improved 

31 

130/90 

90 

24 

June  7 

120/80 

110 

22 

15 

Serpasil  discontinued 

140/90 

84 

Patient  improved.  Has  been  home  for 
six  months  and  is  feeling  good 

Effect  on  Patients  with 
Alcoholic  History 

Seven  cases  had  a history  of  alcoholic  over- 
indulgence  prior  to  admission.  Of  these  seven 
cases  six  responded  very  well  to  Ritalin  (10  to  30 
mg.).  Excellent  results  were  obtained  in  three 
cases.  All  these  cases  except  one  showed  good 
results  on  psychologic  testing  following  Ritalin, 
as  well  as  improvement  in  their  clinical  mental 
status.  Five  cases  demonstrated  definite  im- 
provement in  the  electroencephalogram  follow- 
ing electric  shock  therapy  after  Ritalin  was  ad- 
ministered. 

In  two  cases  there  was  evidence  of  barbiturate 
habituation.  An  excellent  result  was  obtained 
in  one,  and  the  other  was  improved  (10  to  30 
mg.). 

Ritalin  is  also  of  value  in  the  routine  manage- 
ment of  alcoholic  and  barbiturate  withdrawal. 
Frequently  it  is  given  with  Serpasil  to  take 
advantage  of  the  tranquilizing  effect  of  Serpasil. 

Psychologic  Tests 

Psychologic  tests  were  administered  in  55 
cases  before  and  after  Ritalin  was  given.  Eval- 
uation of  clinical  improvement  or  lack  of  improve- 
ment in  most  cases  was  based  on  a combination 
of  the  psychologic  and  clinical  findings.  How- 
ever, in  20  cases  a correlation  tvas  attempted 
between  the  results  on  psychologic  testing  and 
the  clinical  mental  status  changes. 

The  psychologists  in  these  instances  did  not 
know  that  Ritalin  was  being  given  to  these  20 
cases.  They  did  routine  repeat  tests  in  the 
same  manner  as  with  20  other  cases  in  the  hos- 
pital during  the  period  when  the  patients  were 
receiving  Ritalin.  All  cases  were  hospitalized 
sometime  during  the  period  of  Ritalin  adminis- 
tration. 


TABLE  III. — Improvement  in  Clinical  Appraisal  and 
Psychologic  Testing  in  2 Cases  with  Excellent  Results 


Clinical  Appraisal  Psychologic  Test 

CASE  nw 

Recovered,  excellent.  Diag-  Marked  improvement, 

nosis:  manic  depressive 

depressed. 

Improved  efficiency  and  co-  More  productivity.  Im- 

ordination  in  motor,  psy-  proved  intellectual  status 

chomotor,  and  emotional  and  control.  Improved 

spheres.  motor  control.  More  ego 

strength. 

CASE.  16W 

Recovered,  excellent.  Diag-  Marked  improvement, 

nosis:  manic  depressive 

depressed. 

Improved  efficiency  and  co-  Better  intellectual  control 

ordination  in  motor,  psy-  and  efficiency  output, 

chomotor  sphere.  Marked  Much  less  constriction, 

improvement  in  emotional  Much  less  depression, 

reaction.  Calm  behavior.*  Less  somatized  anxiety. 

More  ego  strength. 


The  psychologic  testing  results  showed  lack  of 
improvement  in  five  cases  where  the  mental 
status  and  clinical  findings  indicated  improve- 
ment. In  the  other  15  cases  the  findings  on 
psychologic  tests  agreed  with  clinical  findings. 

Since  motor  activity  and  ability  to  perform 
daily,  physical  routine  tasks  were  among  the  im- 
portant criteria  in  evaluating  improvement,  the 
improvement  in  this  phase  would  not  necessarily 
correspond  to  the  results  of  psychologic  evalua- 
tion. Also,  production  of  a calm  or  euphoric- 
like  state,  diminished  fatigue,  and  increased 
verbalization  after  Ritalin  was  administered 
would  indicate  clinical  improvement  without 
necessarily  a change  in  some  of  the  basic  per- 
sonality deficits  found  in  the  psychologic  test. 
Although  not  indicated  above,  the  greatest  dis- 
crepancies were  found  in  the  schizophrenic  group, 
the  greatest  degree  of  correlation  in  the  psycho- 
neurotic group,  and  next  best  in  the  manic  de- 
pressive group.  In  alcoholics  a very  close  cor- 
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relation  between  clinical  improvement  and 
psychologic  testing  was  found. 

Cases  14 W and  16W  illustrate  that  in  patients 
in  whom  excellent  results  were  obtained,  there 
was  concomitant  improvement  in  the  clinical 
appraisal  as  well  as  the  psychologic  test  results 
(Table  III). 

Laboratory  Findings  in  56  Cases 

Liver  Function. — In  no  case  was  the  liver 
function  significantly  altered  by  Ritalin.  Al- 
though minimal  variations  were  summarized 
for  the  purpose  of  the  study,  almost  all  the 
changes  were  within  normal  limits.  In  only 
two  cases  did  the  bilirubin  level  reach  1.1.  In 
one  case  the  bilirubin  fell  from  1.2  to  0.55  after 
Ritalin,  and  in  another  case  it  fell  from  1.3  to 
0.99.  In  all  cases  the  direct  van  den  Bergh 
was  negative  after  Ritalin. 

Blood  Count. — There  were  some  changes  in 
the  blood  count  in  the  56  cases  reported,  and  it 
may  take  some  time,  repeated  counts,  and  fur- 
ther study  on  many  more  cases  to  evaluate 
their  significance  accurately.  However,  in  this 
preliminary  report  there  were  no  severe  changes, 
nor  were  they  always  or  frequently  accompanied 
by  other  toxic  effects. 

Urine  and  Specific  Gravity  (Concentra- 
tion Test). — Only  two  cases  revealed  slight  in- 
crease in  the  white  blood  cell  count  in  the  urine. 
One  case  showed  a very  faint  trace  of  albumin. 

Changes  in  specific  gravity  were  encountered 
in  23  cases,  eight  of  which  were  of  moderate 
severity. 

In  a total  of  18  obese  patients,  weight  loss  of 
5 pounds  or  more  was  demonstrated  in  11, 
weight  gain  in  two  (3  and  2 pounds),  and  no 
change  in  five. 

Of  the  nonobese  patients  21  showed  a weight 
loss  (average  4 pounds),  12  had  no  change,  and 
ten  showed  a gain  in  weight  (average  3 pounds) . 


Summary  and  Conclusions 

Sixty-seven  patients  were  given  5 to  30  mg.  of 
Ritalin  daily  for  up  to  six  months. 

Improvement  was  noted  in  speech,  coordina- 
tion, emotion,  and  motor  activity  with  subse- 
quent improvement  in  mental  status. 

The  increase  in  “desire”  and  ambition  ac- 
companying the  improvement  in  mood  was  par- 
ticularly advantageous  in  patients  who  had  re- 
ceived depressant  medication  such  as  Serpasil 
and  in  those  who  were  depressed  as  a result  of 
overimbibing  of  alcohol. 

Confusion  and  depression,  particularly  in  post- 
shock cases,  was  frequently  overcome  by  Ritalin. 

The  best  results  were  obtained  in  the  manic 
depressive  depressed  group  (14  of  16  patients 
improved). 

Good  results  were  obtained  in  the  psycho- 
neurotic group,  particularly  in  patients  with 
reactive  depression.  In  this  group  ten  of  13 
patients  improved. 

Less  marked  improvement  was  noted  in 
schizophrenic  patients. 

The  involutional  group  (ten  cases)  and  the 
arteriosclerotic  group  (ten  cases)  responded  least 
favorably.  Untoward  results  were  more  often 
encountered  in  these  cases  but  were  never  alarm- 
ing since  the  patients  were  closely  supervised. 
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Nothing  in  education  is  so  astonishing  as  the  amount  of  ignorance  it  accumulates  in  the  form  of 
inert  fads.— Henry  Adams 
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Massive  Gastrointestinal  Hemorrhage  During 
Prednisteroid  Therapy  for  Rheumatoid  Arthritis 


SELVAN  DAVISON,  M.D.,  NEW  YORK  CITY 
( From  the  Arthritis  Clinic  (Department  of  Medicine),  Mount  Sinai  Hospital) 


Despite  the  known  proclivities  of  the  steroid 
drugs  to  induce  serious  side-reactions,  they 
remain  of  inestimable  value  in  treating  rheuma- 
toid arthritis.  The  course  of  therapy  of  necessity 
being  indefinite  and  prolonged  raises  the  specter 
of  the  production  of  a peptic  ulcer  and  the  at- 
tendant possibility  of  massive  gastrointestinal 
hemorrhage. 

There  is  no  dearth  of  literature  on  peptic 
ulcer  following  steroids,  but  there  seems  to  be  a 
paucity  of  actual  reports  and  discussion  of 
massive  peptic  ulcer  hemorrhage,  particularly 
in  relation  to  the  prednisteroids  (prednisone  and 
prednisolone).  Boland1  mentions  four  instances 
and  Kammerer2  two  of  peptic  ulcer  hemorrhage 
during  prednisteroid  therapy.  Howell  and  Ra- 
gan3 note  three  cases,  two  massive  and  one 
mild,-  of  peptic  ulcer  hemorrhage  during  treat- 
ment with  corticosteroids.  Bollet  et  alA  de- 
scribe peptic  ulcer  but  not  hemorrhage.  Hen- 
derson5 mentions  steroid  ulcer  and  stresses  the 
incidence  of  perforation  but  does  not  discuss 
hemorrhage.  The  problems  attending  two  cases 
of  massive  hemorrhage,  one  associated  with  a 
duodenal  ulcer  and  the  other  with  a gastric  ulcer, 
have  prompted  this  report. 

Case  Reports 

Case  1. — L.  D.  M.,  a sixty-five-year-old  male,  was 
first  examined  one  year  ago.  He  had  been  well  until 
four  years  ago  when  he  developed  rheumatoid 
arthritis  of  the  feet  and  hands.  A course  of  chryso- 
therapy  produced  severe  dermatitis,  and  gold  was 
discontinued.  However,  the  patient  was  much  im- 
proved and  received  no  treatment  until  two  years 
ago  when  the  arthritic  syndrome  recurred.  Treat- 
ment with  phenylbutazone  failed,  and  cortisone 
produced  only  fair  results.  In  the  month  prior  to 
his  being  seen  at  the  office  he  developed  incapacitat- 
ing right  hip  involvement. 

After  being  examined,  he  was  placed  on  predni- 
sone, 30  mg.  daily  for  four  days.  The  dose  was 
gradually  diminished,  and  in  two  weeks  improve- 
ment was  sufficiently  marked  so  that  only  15  mg. 


daily  were  needed.  After  four  weeks  the  dose  was 
reduced  to  10  mg.  daily,  and  he  felt  extremely  well. 
During  this  period  he  received  sLx  injections  of  37.5 
to  50  mg.  of  hydrocortisone  into  his  right  hip  joint. 

Following  institution  of  prednisone  he  complained 
of  frequent  abdominal  cramps  and  remembered  that 
he  had  had  similar  symptoms  while  on  phenylbuta- 
zone and  cortisone.  After  several  weeks  of  an  ulcer 
regimen  his  gastrointestinal  pains  disappeared.  He 
continued  to  take  12.5  to  15  mg.  of  prednisone  daily 
over  the  next  ten  months.  Five  months  ago  gastro- 
intestinal symptoms  became  very  severe,  and  gastro- 
intestinal series  revealed  a definite  duodenal  ulcer. 
After  he  was  placed  on  a strict  ulcer  regimen,  his 
abdominal  symptoms  completely  cleared. 

With  12.5  to  15  mg.  of  prednisone  daily,  plus  30  to 
40  grains  of  aspirin,  his  arthritis  was  sufficiently 
controlled  so  that  he  engaged  in  active  business 
five  days  a week.  Suddenly,  after  eleven  months 
on  prednisone  he  had  a completely  unheralded 
hematemesis.  He  was  hospitalized  at  the  Mount 
Sinai  Hospital  where,  despite  intensive  medical 
therapy,  bleeding  continued.  After  one  week  he 
was  operated  on;  partial  gastrectomy  (50  to  60  per 
cent)  and  a posterior  vagotomy  were  performed.* 
At  operation  an  acute  penetrating  ulcer  was  found 
on  the  posterior  wall  of  the  first  portion  of  the  duo- 
denum. 

After  recovery  from  the  operation  the  problem  of 
antirheumatic  therapy  was  serious.  The  patient  had 
not  responded  in  the  past  to  other  therapy  and  is 
crippled  without  adequate  steroid  treatment. 

Case  2. — B.  C.,  a thirty-seven-year-old  female, 
developed  rheumatoid  arthritis  seven  years  ago. 
She  was  treated  initially  with  gold  salts  and  for  the 
past  four  and  one-half  years  was  receiving  corticos- 
teroids. Several  months  prior  to  admission  she 
was  placed  on  prednisone  with  a maintenance  dose 
of  20  mg.  daily.  Shortly  after  the  initiation  of 
prednisone,  epigastric  distress,  relieved  by  food,  was 
noted.  This  symptom  was  not  marked  at  any  time. 
Four  days  prior  to  admission  she  suddenly  had  sev- 
eral bouts  of  hematemesis  and  had  a tarry  stool. 
She  was  admitted  to  another  hospital  and  received 
two  blood  transfusions.  After  three  days  she  Was 

* Dr.  Vernon  Weinstein  performed  the  operation. 
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discharged,  but  that  night  severe  hematemesis  re- 
curred, and  she  was  admitted  to  the  Mount  Sinai 
Hospital  ward  service.  Because  of  persistent  oral 
and  rectal  bleeding  and  rapidly  deepening  shock,  a 
subtotal  gastrectomy  was  performed  the  next  day. 
A large  ulcer,  3 cm.  deep,  was  found  on  the  greater 
curvature  of  the  stomach  slightly  on  the  posterior 
wall  at  the  junction  of  the  distal  stomach  and  an- 
trum. The  ulcer  contained  a protruding  bleeding 
artery  and  had  almost  perforated  into  the  lesser  sac. 

She  made  an  uneventful  recovery  and  is  now  being 
followed  in  the  Arthritis  Clinic.  She  is  on  chryso- 
therapy  and  has  received  800  mg.  of  Myochrysine. 
With  this  and  salicylates  she  admits  minimal  to 
moderate  improvement  and  is  able  to  carry  on  daily 
activities.  There  is  no  doubt  in  her  mind,  however, 
that  she  was  inestimably  more  comfortable  on 
steroids  and  despite  everything  is  anxious  to  return 
to  them! 

Comment 

The  basic  actions  of  the  steroid  drugs  are 
their  mineralocorticoid,  glucocorticoid,  and  anti- 
inflammatory effects,  the  last  accompanied  by 
poor  tissue  healing.  It  is  interesting  and  im- 
portant to  realize  that  as  one  proceeds  from  the 
corticosteroids  to  the  prednisteroids,  the  salt 
retention  properties  diminish,  and  the  anti- 
inflammatory powers  increase.  This  accounts 
for  the  greater  antirheumatic  action  of  the  latter 
drugs,  and  at  this  time  they  are  used  almost 
exclusively.  Simultaneously,  a greater  percent- 
age of  gastrointestinal  complaints  have  ap- 
peared, 1-3-6  and  one  wonders  whether  the  more 
frequent  development  of  peptic  ulcer  may  derive 
from  the  undesirable  poor  tissue-healing  effect 
which  is  concomitant  with  the  desirable  anti- 
rheumatic  action.  It  has  been  suggested  that 
an  ulcer  regimen  (antacids,  antispasmodics,  and 
diet)  used  in  conjunction  with  steroid  drugs 
might  prevent  formation  of  peptic  ulcers.  Re- 
cent investigations  tend  to  cast  doubt  on  such 
assumptions. 

Hirschowitz  et  al .6  studied  the  effect  of  corti- 
cotropin (ACTH)  on  gastric  secretion  and  ulcer 
formation,  and  their  findings  indicate  that  exces- 
sive peptic  activity  could  not  be  incriminated  as 
the  cause  of  ulcer  or  its  exacerbation.  Kammerer7 
investigated  hydrocortisone  and  prednisone  and 
found  they  had  no  appreciable  effect  on  gastric 
secretion.  Janowitz  et  al.s  found  that  enhance- 
ment of  peptic  ulceration  by  cortisone  may  result 
from  delayed  healing  in  addition  to  presumed 
augmentation  of  secretory  activity.  These  find- 


ings militate  against  the  value  of  antacids  and 
other  therapy  in  avoiding  steroid  ulcer  for- 
mation. As  has  been  mentioned  above,1-5  sta- 
tistics indicate  more  frequent  appearance  of 
peptic  ulcers  during  prednisteroid  than  during 
corticosteroid  therapy.  Therefore,  the  indis- 
criminate use  of  the  prednisteroids  is  not  wise, 
and  due  consideration  should  be  given  to  corti- 
costeroids when  gastrointestinal  symptoms  or 
lesions  appear.  In  any  event  careful  questioning 
as  to  gastrointestinal  symptoms  and  history  is 
important  before  and  after  steroids  are  em- 
ployed. During  their  use  frequent  hemoglobin 
determinations,  stool  examinations  for  occult 
blood,  and  periodic  x-ray  search  for  ulcers 
should  be  made.  Despite  the  evidence  men- 
tioned it  would  seem  a wise  precaution  to  follow 
an  ulcer  regimen  during  prednisteroid  therapy. 

Case  1 presents  a formidable  problem.  He  is  a 
hopeless  cripple  without  some  form  of  steroid, 
and  under  such  a circumstance  cortisone  or 
hydrocortisone  will  probably  be  used  as  a neces- 
sary and  calculated  risk. 

Case  2 is  different,  and  despite  admitted 
greater  relief  afforded  by  steroids  she  obviously 
can  carry  on  adequately  with  alternative  treat- 
ment. Actually,  steroids  should  not  have  been 
used  originally,  and  their  consequences  should 
have  been  avoided;  in  addition,  the  maintenance 
dose  of  20  mg.  of  prednisone  was  too  high. 
Certainly  the  present  decision  is  against  any 
further  treatment  with  steroid  drugs. 

Summary 

Two  cases  of  active  rheumatoid  arthritis  have 
been  presented,  each  receiving  prednisone.  In 
Case  1 a duodenal  ulcer  developed  under  ob- 
servation and  on  a strict  ulcer  regimen,  and  in 
Case  2 a gastric  ulcer  appeared.  In  each  case 
massive  acute  hemorrhage  occurred,  and  an 
emergency  subtotal  gastrectomy  was  performed 
as  a lifesaving  procedure.  The  use  and  actions 
of  the  steroid  drugs  under  the  above  circumstan- 
ces are  discussed. 

Addendum 

The  new  steroid,  10  alpha-hydroxy,  0 alpha- 
fluoro,  delta  1-hydrocortisone,  is  said  to  have  a 
very  low  peptic  ulcer-forming  tendency  and  may 
be  the  drug  of  choice  in  Case  1. 
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Acute  Cholecystitis  Following  Cystectomy 

Procedures  on  the  Urinary  Bladder 

%/ 

WILLIAM  E.  BEAVEN,  M.D.,  NEW  YORK  CITY* 

( From  the  Department  of  Surgery  (Urology),  Second  Division,  Bellevue  Hospital ) 


A cote  cholecystitis  as  a postoperative  com- 
plication of  diseases  unrelated  to  the  bil- 
iary tract  is  not  unknown.  In  1947  Glenn1 
and  again  in  1956  Glenn  and  Wantz2  reviewed 
all  cases  of  acute  cholecystitis  (850)  at  the 
New  York  Hospital-Cornell  Medical  Center 
over  a period  of  twenty-three  years.  They 
were  able  to  report  35  cases  directly  following 
and  attributable  to  the  stress  of  a previous  sur- 
gical procedure.  Twenty-three  of  these  were 
discussed  in  detail.  In  1952  Sparkman,3  in  an 
over-all  review  of  abdominal  emergencies  fol- 
lowing surgical  procedures,  recorded  and  de- 
scribed five  more  cases  of  acute  cholecystitis. 
Similarly  in  1953  Schwegman  and  DeMuth4 
collected  another  group  of  17  cases,  and  in 
1954  Leon5  was  able  to  add  another  22. 

These  78  cases  were  taken  from  material 
covering  all  types  of  surgical  procedures  per- 
formed in  a general  hospital.  They  were  in 
no  way  selected  except  as  to  their  relationship 
to  cholecystitis  as  a postoperative  complication. 
However,  it  was  found  that  40  (51.2  per  cent) 
of  the  78  primary  operations  were  performed 
for  diseases  within  the  large  bowel,  appendix, 
or  genitourinary  tract.  In  fact,  37  operations 
could  be  divided  almost  equally  into  five  specific 
types  (Table  I).  It  was  of  interest  that  11  of 

* Present  address:  1239  28th  Street,  N.W.,  Washington, 

D.C. 


these  operations  directly  involved  the  urinary 
bladder. 

To  our  knowledge  no  investigation  of  the  in- 
cidence of  postoperative  cholecystitis  has  been 
reported  for  a specific  surgical  procedure.  With 
this  in  mind  the  31  segmental  and  total  cys- 
tectomy operations  performed  on  our  service  for 
carcinoma  of  the  urinary  bladder  were  reviewed. 
In  five  cases  jaundice  occurred  in  the  early 
postoperative  period.  The  etiology  in  two  of 
these  was  proved  by  a secondary  operation. 
It  was  not  proved  in  the  other  three.  The  fol- 
lowing two  cases  are  presented  not  only  to  add 
more  cases  to  the  literature  but  also  to  point  out 
the  possibilities  of  this  vertical  approach  in  the 
investigation  of  other  surgical  procedures. 

Case  Reports 

Case  1. — P.  C.,  a forty-nine-year-old,  white  male, 
was  admitted  to  the  hospital  on  June  9,  1954,  be- 
cause of  a recurrent  papillary  tumor  arising  from 
the  base  of  a diverticulum  adjacent  to  the  left 
ureteral  orifice.  Both  a transurethral  resection  and  a 
suprapubic  fulguration  of  the  bladder  growth  had 
been  performed  on  two  separate  occasions  in  the 
previous  year.  Histopathologic  examination  of  a 
biopsy  specimen  taken  shortly  after  admission  re- 
vealed carcinoma.  There  was  no  history  of  pre- 
existing biliary  disease. 

Physical  examination  was  entirely  normal  except 
for  the  presence  of  a healed  suprapubic  scar.  The 
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TABLE  I. — Types  of  Primary  Operations  Reported  by  Individual  Authors 


Suprapubic  Cystotomy 
and  Transurethral 
Resection 

Herniorrhaphy 

Appendectomy 

Large  Bowel 
Resection 

Glenn1 

2 

4 

2 

i 

Glenn  and  Wantz2 

2 

1 

4 

4 

Sparkman3 

1 

1 

0 

0 

Schwegman  and  DeMuth4 

2 

0 

1 

3 

Leon5 

4 

3 

2 

0 

Total 

11 

9 

9 

8 

liver  edge  was  neither  tender  nor  palpable.  The 
admission  laboratory  findings,  including  liver  func- 
tion studies,  were  unremarkable  except  for  a white 
blood  cell  count  of  12,000  and  grossly  bloody  urine 
that  showed  a 4 plus  albumin  reaction.  Preopera- 
tive roentgenogram  of  the  chest,  barium  enema, 
skeletal  survey,  and  an  incidental  cholecystogram 
were  all  interpreted  as  normal.  An  intravenous 
pyelogram,  however,  revealed  hydronephrosis  of  the 
left  kidney  and  ureter  as  well  as  of  the  vesical  di- 
verticulum on  the  follow-up  cystogram. 

On  July  7,  1954,  the  patient  underwent  a seg- 
mental resection  of  the  left  portion  of  the  urinary 
bladder,  including  the  entire  diverticulum,  tumor, 
and  lower  portion  of  the  ureter.  The  ureter  was  re- 
implanted into  the  bladder  dome  (neovesicoureter- 
ostomy).  A total  of  3,500  cc.  of  whole  blood  was 
administered  during  the  procedure.  For  the  first 
five  postoperative  days  the  patient  was  kept  on 
calculated  parenteral  fluids  and  Demerol  sedation, 
being  given  nothing  by  mouth.  On  July  12  con- 
valescence had  progressed  smoothly  enough  to  war- 
rant removal  of  the  Levine  tube.  Within  the  next 
twenty-four  hours  approximately  3,000  cc.  of  a 
fluid  diet  were  administered  by  mouth  and  tolerated 
well. 

On  the  evening  of  July  13,  however,  the  patient 
complained  of  pain  in  the  right  upper  portion  of  his 
abdomen  with  radiation  to  the  right  scapula.  Ex- 
amination of  the  abdomen  revealed  generalized 
abdominal  distention  and  tenderness  as  well  as 
absent  bowel  sounds.  On  the  following  day  an  ex- 
tremely tender  mass  was  easily  palpable  in  the  right 
upper  portion  of  the  abdomen.  Icteric  sclerae  and 
bile-stained  urine  were  also  noted  for  the  first  time. 
Liver  function  studies  showed  the  icteric  index  to 
be  25  and  the  cephalin  flocculation  test  negative.  On 
July  15  a cholecystectomy  was  successfully  per- 
formed. The  pathologic  report  of  the  gallbladder 
specimen  was  “acute  exacerbation  of  chronic  chole- 
cystitis” (Fig.  1).  No  calculi  were  discovered,1  and 
the  gallbladder  contents  were  recorded  as  “black 
and  viscid.”  Following  this  secondary  operation 
the  patient  made  an  uneventful  recovery. 

Case  2. — J.  P.,  a forty-three-year-old,  white  male, 
was  admitted  to  the  hospital  on  July  10,  1948,  with  a 


Fig.  1.  Case  1 — Thickening  of  villi  and  marked  cellu- 
lar infiltration  in  all  layers  of  the  gallbladder  wall. 


chief  complaint  of  blood  in  the  urine  for  the  previ- 
ous three  months.  The  initial  cystoscopic  examina- 
tion revealed  an  infiltrating  bladder  tumor  above  the 
right  ureteral  orifice.  The  pathologic  report  from  the 
biopsy  specimen  show'ed  carcinoma.  There  was  no 
history  of  pre-existing  biliary  disease. 

Physical  examination  wras  otherwise  unremark- 
able. The  liver  edge  v-as  not  palpable.  Except  for 
the  presence  of  blood  in  the  urine  the  initial  labora- 
tory studies  were  all  within  normal  limits.  The 
chest  roentgenogram  revealed  no  evidence  of 
metastases. 

On  August  6,  1948,  a total  cystectomy  with  ure- 
terosigmoid  transplantations  was  performed.  A total 
of  1,000  cc.  of  whole  blood  was  administered  during 
the  operation.  For  the  first  four  postoperative  days 
the  patient  made  a good  recovery.  He  was  main- 
tained over  this  period  on  continuous  gastric  suction, 
intravenous  fluid  therapy,  and  Demerol  and  codeine 
sedation.  On  August  10  the  gastric  tube  was  re- 
moved and  a fluid  diet  instituted.  On  the  following 
day  marked  generalized  abdominal  distention  and 
tenderness  were  noted.  His  temperature  rose  to 
102  F.  Roentgenogram  of  the  abdomen  localized  the 
distention  to  the  small  bowel.  The  impression  of  a 
surgical  consultant  was  that  the  patient  had  a par- 


May  15,  1957 


1761 


WILLIAM  E.  HEAVEN 


TABLE  II. — Data  on  78  Previously  Reported  Cases  of  Postoperative  Cholecystitis 


Number 

of 

Patients 

Average 

Age 

(Years) 

, ( 

Present 

Jallbladder  Calc 
Absent 

iuli ' 

Question- 

able 

Number  of 
Postoperative 
Deaths 

Glenn1 

17 

55.3 

2 

2 

1 

Glenn  and  Wantz2 

18 

60.7 

14 

4 

0 

1 

Sparkman3 

5 

63.2 

1 

0 

4 

0 

Schwegman  and  DeMuth* 

17 

60.5 

9 

6 

i 

3 

Leon5 

21 

57.6 

3 

Total 

78 

59.4 

26 

12 

6 

7 

alvtic  ileus  due  to  peritonitis  “from  a pelvic  abscess.” 
For  the  next  five  days  oral  feeding  was  withheld  and 
gastric  suction  continued.  During  this  period  the 
course  was  stormy  with  daily  temperature  spikes 
of  102  to  104  degrees.  However,  no  localized  ab- 
dominal tenderness  or  icteric  sclerae  were  noted 
during  this  time. 

On  August  16  the  abdominal  wound  eviscerated, 
the  patient  was  immediately  taken  to  the  operating 
room  for  a secondary  closure.  During  routine  intra- 
peritoneal  exploration  acute  hydrops  of  the  gall- 
bladder was  discovered,  and  800  cc.  of  black,  viscid 
material  were  aspirated  from  its  lumen.  Because 
of  the  patient's  poor  general  condition  a cholecys- 
tostomy  was  performed. 

Postoperatively  an  icteric  index  determination 
was  reported  as  99  units.  The  general  course,  how- 
ever, was  progressively  downhill.  Diffuse  and  over- 
whelming peritonitis  developed  from  a fecal  fistula, 
and  the  patient  expired  on  August  26,  1948.  Post- 
mortem examination  confirmed  the  clinical  impres- 
sions. No  calculi  were  discovered  during  the  opera- 
tion or  autopsy. 

Comment 

Analyses  of  the  previously  reported  78  cases 
by  their  respective  authors  have  revealed  many 
unusual  features  of  acute  cholecystitis  as  a post- 
operative complication.  Certain  of  these  char- 
acteristics could  be  attributed  to  the  relatively 
advanced  age  of  the  patients6  which  averaged 
59.4  years  for  the  combined  groups  (Table  II). 
Most  authors  reported  a relative  or  absolute 
reversal  of  the  expected  sex  ratio.  Although 
neither  of  our  cases  revealed  a history  of  pre- 
existing biliar}’  disease,  a high  incidence  was  re- 
corded by  others.  In  one  series  it  was  present 
in  66  per  cent  of  the  cases.2  The  symptoma- 
tology showed  marked  variations,  but  these  were 
attributed  not  only  to  the  age  factor  but  also  to 
the  individual’s  adjustment  to  the  immediate 
postoperative  state.  Certain  other  clinical  fea- 
tures, however,  seemed  unique. 

Time  Interval. — All  of  the  primary  opera- 
tions required  a postoperative  fast.  The  length 


of  this  fast  was  dependent  on  the  nature  of 
the  disease,  type  of  procedure,  and  postoperative 
course.  It  varied  from  one  to  seventeen  days 
and  averaged  7.2  days  for  the  entire  group. 
However,  it  was  the  time  interval  between  the 
resumption  of  oral  feedings  following  this  fast 
and  the  onset  of  symptoms  of  acute  cholecys- 
titis that  was  emphasized  by  both  Glenn2  and 
Schwegman.4  The  latter4  found  that  in  nine 
of  his  17  cases  this  interval  was  twenty-four 
hours  or  less.  Fourteen  of  the  22  cases  recorded 
by  Glenn2  also  revealed  this  time  interval  to  be 
within  a twenty-four-hour  period.  The  one 
recorded  case  in  Sparkman’s3  series  revealed  the 
same.  The  entire  group,  therefore,  represented 
a total  of  40  patients,  of  whom  24  (60  per  cent) 
developed  symptoms  of  cholecystitis  within  a 
day  after  the  resumption  of  oral  feedings.  Both 
of  our  patients  showed  a similar  sequence  of 
events. 

Pathology.- — Forty-four  gallbladders  were  ex- 
amined and  described.  Either  localized  or 
diffuse  areas  of  gangrene  appeared  in  13  (29.4 
per  cent)  of  these.  Six  were  perforated.  The 
remaining  were  classified  simply  as  acute  cholecys- 
titis or  as  acute  exacerbation  of  the  chronic  form. 
Calculi  were  positively  identified  in  26  (59  per 
cent)  of  the  specimens.  In  six  others  their 
presence  was  recorded  as  “questionable.”  Re- 
gardless of  these  six,  however,  the  incidence  of 
associated  calculi  was  significantly  lower  than 
that  usually  reported  for  acute  cholecystitis  in 
general.2  The  pathologist’s  gross  description 
of  the  contents  of  the  diseased  gallbladders  also 
showed  an  interesting  correlation.  In  Glenn’s 
most  recent  report6  the  bile  contents  of  the  eight 
specimens  that  contained  calculi  were  recorded 
as  “milky,  white,  or  green.”  In  nine  other 
specimens  that  did  not  contain  calculi,  the  bile 
was  described  as  “thick,  tenacious,  viscid,  brown- 
black,  or  tarry.”  Neither  of  the  specimens 
from  our  two  patients  revealed  calculi.  The 
composition  of  the  bile  within  both  gallbladders 
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was  also  described  as  tarry  or  viscid. 

Mortality. — Five  of  the  78  patients  died 
before  a secondary  operation  could  be  performed 
on  the  biliary  tract.  The  operative  mortality 
of  the  50  patients  subjected  to  immediate  cho- 
lecystectomy or  cholecystostomy  was  14  per 
cent. 

Conclusions 

The  etiology  of  postoperative  cholecystitis 
or,  in  fact,  gallbladder  disease  in  general  is 
still  a controversial  problem.  However,  it  is 
generally  agreed  that  the  pathogenesis  is  de- 
pendent on  biliary  stasis,  secondary  infection, 
and/or  changes  in  the  chemistry  and  concen- 
tration of  the  bile.  The  clinical  finding  of  a 
time  relationship  between  the  resumption  of 
oral  feedings  following  a fast  and  the  onset  of 
symptoms  of  cholecystitis  indicates  that  events 
in  the  postoperative  period  must  contribute  to 
these  changes.  The  unusually  low  incidence 
of  calculi  reported  in  the  above  series  also  indi- 
cates that  these  changes  can  occur  in  the  ab- 
sence of  simple  obstruction  to  the  cystic  duct. 
Copher  and  Illingworth7  showed  that  the  gall- 
bladder will  fail  to  empty  spontaneously  for 
three  days  if  food  or  other  cholagogs  are  not 
ingested.  Butsch  et  al.s  revealed  that  many 
of  the  commonly  used  analgesics,  such  as  mor- 
phine sulfate,  codeine,  or  Pantopon,  may  add  to 
this  effect  by  producing  a spasm  of  the  sphincter 
of  Oddi.  Johnson  and  Boyden9  pointed  out 
that  reflex  inhibition  of  the  gallbladder  muscula- 
ture can  follow  stimulation  of  the  cecum.  Inter- 
estingly, in  21  of  the  78  cases  the  primary  opera- 
tion directly  involved  the  cecum  or  appendix. 


Many  or  ail  of  these  factors  may  occur  simul- 
taneously in  the  postoperative  fasting  state. 
All  contribute  to  both  bile  stasis  and  concentra- 
tion. With  resumption  of  oral  feedings  sudden 
forceful  contractions  of  the  gallbladder  mus- 
culature, even  in  the  absence  of  calculi,  may  well 
be  sufficient  to  initiate  the  clinical  symptoms  of 
acute  cholecystitis.  It  is  of  interest  to  recall 
that  in  one  series  all  of  the  noncalculous  gall- 
bladders contained  bile  of  greatly  increased 
viscosity. 


Su  mmary 

1.  Two  cases  of  acute  cholecystitis  following 
cystectomy  procedures  on  the  urinary  bladder 
are  presented. 

2.  The  clinical  data  of  78  previously  re- 
ported cases  of  acute  cholecystitis  following 
unrelated  surgical  procedures  are  reviewed. 
Attention  is  called  to  the  possibilities  of  further 
investigation  of  the  incidence  of  postoperative 
cholecystitis  in  other  specific  surgical  procedures. 

3.  Some  of  the  unusual  etiologic  factors  are 
discussed. 
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Diet  in  Pregnancy 


The  incidence  of  toxemia  of  pregnancy  is  lowest 
among  women  who  enjoy  superior  diets  during 
gestation.  This  is  true  of  other  complications; 
investigators  have  found  occurrence  of  serious  dis- 
orders associated  with  pregnancy  as  much  as  four 
times  higher  among  women  on  poor  diets.  Time  of 
birth,  birth  weight,  health  of  the  baby,  duration  of 
lactation,  and  sense  of  well-being  of  the  mother  are 
all  diet-related. 

In  favoring  a positive  approach — that  is,  stressing 
what  to  eat  rather  than  what  not  to  eat — Dr. 
Michael  Newton,  University  of  Mississippi,  Jackson, 


believes  that  dietary  education  of  expectant  mothers 
should  begin  on  the  first  visit.  He  believes  that  if 
protein  intake,  rather  than  calories,  is  used  as  a 
measuring  stick,  the  problem  will  be  simplified,  and, 
as  a consequence,  the  patient  will  not  go  far  wrong. 
A woman  who  consistently  takes  a diet  high  in 
protein  will,  with  some  exceptions,  usually  get 
enough  of  the  other  elements.  Accordingly,  he 
makes  some  general  as  well  as  specific  suggestions  on 
the  approach  to  dietary  management  of  pregnant 
women. — Journal  of  the  Medical  Association  of  the 
State  of  Alabama,  July,  1956 
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Diversion  of  the  Urine  with  Voluntary  Control  of 

Feces  and  Urine 

A New  Operation  in  Pediatrics 


THOMAS  H.  JOHNSON,  M.D.,  NEW  YORK  CITY 
( From  the  Departments  of  Urology  and  Pediatrics,  St.  Clare’s  Hospital) 


Diversion  of  the  urine  is  a problem  at  any 
age,  but  in  the  pediatric  patient  the 
difficulties  are  especially  grave.  There  are 
several  reasons  why  each  deficiency  in  any  par- 
ticular method  becomes  intensified  in  children, 
and  the  following  factors  bring  into  sharp  focus 
the  need  for  a new  approach  and  solution. 

1.  Long  life  expectancy:  Whether  we  are 

treating  benign  or  malignant  primary  lesions,  the 
aim  of  the  surgery  is  for  cure.  In  the  adult 
the  urologist  is  most  frequently  diverting  urine 
in  the  older  age  group  where  statistical  tables  of 
short  life  expectancy  do  much  to  mollify  all 
undesirable  features.  For  example,  a method  of 
diversion  providing  continence  of  feces  and  urine 
but  mixing  both  (simple  ureterosigmoidostomy) 
usually  results  within  a few  years  in  chronic  pye- 
lonephritis and  hypochloremic  acidosis.  The 
average  time  for  this  condition  to  develop  may  be 
longer  than  the  average  life  expectancy  at  thatage. 
Hence,  the  surgeon  has  justification  in  his  ap- 
proach. In  the  child,  however,  simple  ureterosig- 
moidostomy becomes  crippling  and  fatal  before 
adulthood  can  be  reached.  This  is  exclusive  of 
primary  pathology,  be  it  a benign  lesion,  such  as 
exstrophy  of  the  bladder,  or  a malignant  neoplasm. 
Therefore,  what  is  a reasonable  approach  at  one 
age  is  hardly  so  at  another. 

If  the  alternatives  to  mixing  the  urinary  and 
fecal  streams  are  used  (cutaneous  ureterostomies 
or  substitute  bladders  of  the  intestinal  tract 
with  fecal  or  urinary  stomas),  longevity  may  be 
assured,  but  either  fecal  or  urinary  incontinence 
ensues.  This  is  in  addition  to  a disfiguring  colos- 
tomy or  urinary  outlet  on  the  abdominal  wall. 
Needless  to  say,  such  traumatic  incapacities 
must  be  endured  for  an  incomparably  longer 
period  in  children  than  in  the  older  age  groups. 
The  reluctance  to  condemn  the  child  to  such 
prolonged  trauma  makes  it  understandable  why 


some  surgeons  will  still  choose  simple  uretero- 
sigmoidostomy in  spite  of  the  poor  prognosis 
intrinsic  in  the  procedure. 

2.  Development  of  personality:  The  adult 

presumably  has  emotional  reserve  sufficient  to 
accept  deformity  and  disability,  but  the  child 
must  face  such  handicaps  in  the  middle  of  a 
developmental  period.  The  effects  of  an  obvious 
colostomy  on  the  abdominal  wall  or  ureteral 
stoma — not  to  mention  hampering  appliances 
to  collect  the  uncontrolled  byproducts — cer- 
tainly preclude  normal  development,  and  it  is 
hard  to  visualize  normal  play,  social  contacts, 
or  untroubled  sexual  development  under  these 
circumstances. 

It  is  for  these  reasons  that  a more  ideal  method 
of  urinary  diversion  has  a special  need  in  pe- 
diatrics. 

Deficiencies  in  Present  Methods 
of  Urinary  Diversion 

Some  procedures  may  approach  the  requisites 
for  ideal  diversion,  but  none  provides  all.  The 
ideal  procedure  would  permit  the  following: 
(1)  voluntary  control  of  the  feces,  (2)  volun- 
tary control  of  the  urine,  (3)  complete  separa- 
tion of  the  urine  and  feces  (more  simply,  the 
urine  must  remain  sterile),  (4)  prevention  of 
urinary  reflux  to  segments  of  colon  above  the 
sigmoid  where  urinary  constituents  are  reab- 
sorbed, (5)  no  abnormal  opening  in  an  unnat- 
ural site  (the  abdominal  wall)  evident  to  the 
patient,  and  (6)  total  cystectomy  if  indicated 
by  the  primary  pathology.  These  are  exacting 
criteria  to  be  met  in  any  one  procedure;  yet,  if 
prognosis  for  life  expectancy  and  normal  de- 
velopment is  to  be  good,  all  must  be  satisfied 
completely. 

Up  to  the  present  time  no  procedure  has  met 
all  these  requirements.  Transplanting  the  ure- 


1764 


New  York  State  J.  Med. 


DIVERSION  OF  URINE  WITH  VOLUNTARY  CONTROL 


Keciumdrawn  downward  thru  anal  sphincter 
and  sutured  to  skin  anterior  to  anus  (Control 
of  both  urine  and  feces  maintained  by 
sphincter  ani  muscle 


Anus  (N 


iew  urinary  ou' 


tlet) 


14  F-  soft  rubber  catheter  in 
newlu  made' bladder 


"'gmoid 


colon 


Reciumdivided  andcut 
end  sutured 


RgHt  and  left  ureters 
transplanted  into 
segment  of  rectum 

S^merviof  rectum  to  be 
used  as  bladder 

Sphincter  ani  muscle  sur- 
rounding both  portions  or 
rectum 

Anus  to  be  used  as  new  \ 
urinary  outlet  (Tube ml 
rectum  and  catheters  ( 
in.  ureters)  J 


Pram 


1 K Polyethylene  catheter 


tn! 


, ureter 


r 


Left  ureter 


cystectomy 
extensive 
carcinoma 


5 tump  of 
urethra 


Fig.  1.  Saggital 
section  showing 
general  scheme  of 
the  new  opera- 
tion for  urinary 
diversion  (draw- 
ing from  original 
case).  Note  how 
the  fecal  and  uri- 
nary streams  are 
separated,  but 
both  are  under 
voluntary  control 
of  the  encircling 
external  sphinc- 
ter ani  muscle. 
The  lower  figure 
shows  the  ap- 
pearance of  the 
perineum  imme- 
diately after  clo- 
sure. 


ters  to  the  intact  bowel  provides  urinary  and 
fecal  voluntary  control  but  also  entails  the  least 
chance  of  survival.  Substitute  ileal  bladders 
involve  uncontrolled  urinary  stomas  on  the 
abdominal  wall  as  a price  for  sterile  urine.  Op- 
erations which  provide  a rectal  urinary  reservoir 
with  abdominal  colostomy  keep  the  urine  sterile 
and  prevent  colonic  reabsorption  of  urine. 
However,  the  abdominal  wall  colostomy  is  a 
serious  objection.  It  is  interesting  to  note 
that  the  operations  performed  on  children 
by  Boyce,1’2  who  devised  a procedure  for  an 
isolated  rectal  bladder  and  colostomy,  show  re- 
markably good  results  in  normal  renal  function, 
freedom  from  urinary  infection,  and  normal 
blood  chemistries.  The  author  sees  in  this  a 


justifiable  conclusion  that  long  life  expectancy 
will  result  from  his  own  procedure. 

The  Author’s  Operation — 

Principle  and  Rationale 

The  new  procedure  presented  here  may  be 
briefly  outlined  as  follows  (Fig.  1): 

1.  Through  an  abdominal  incision  the  ureters 
are  anastomosed  to  the  isolated  rectum.  This 
meets  five  criteria:  (a)  Voluntary  control  of  the 
urine  is  insured  by  the  anus,  ( b ) the  substitute 
bladder  is  sterile,  (c)  the  urinary  stream  is 
separate  from  the  fecal  stream,  (d)  the  rectal 
ampulla  is  isolated  so  that  urine  cannot  reflux 
to  the  higher  absorptive  segments  of  colon,  and 
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(e)  the  new  bladder  is  readily  accessible  to  cysto- 
scopic  examination. 

2.  The  proximal  sigmoid,  representing  the 
fecal  stream,  is  liberated  by  special  dissection. 
This  involves  transection  of  branches  of  the 
sigmoid  artery  while  maintaining  collateral  cir- 
culation through  the  secondary  arcades.  In 
this  way  enough  sigmoid  is  mobilized  to  pass 
through  the  rectovesical  pouch  and  out  the  peri- 
neum, and  at  the  same  time  the  viability  of  the 
end  of  the  gut  is  insured. 

3.  A perineal  incision  is  made  directly  over 
the  anus.  The  dissection  is  carried  under  the 
external  sphincter  ani  muscle  to  the  rectovesical 
pouch.  The  liberated  proximal  end  of  the  sig- 
moid is  pulled  under  the  external  sphincter  ani 
muscle,  and  a “new  rectum”  is  constructed  im- 
mediately anterior  to  the  anus  by  suturing  sig- 
moid mucosa  directly  to  skin  edge. 

This  accomplishes  two  important  things. 
First,  voluntary  control  of  the  feces  is  main- 
tained by  the  intact  external  sphincter  ani 
muscle  which  now  encircles  both  the  anus  (uri- 
nary outlet)  and  the  perineal  stoma  or  “new 
rectum,”  and  second,  the  new  rectum  cannot  be 
seen  by  the  patient  or  any  observer  from  front 
or  rear  while  he  is  standing  or  walking  in  the 
nude.  The  patient  himself  is  conscious  of  no 
abnormal  opening  in  an  unnatural  site. 

To  sum  up  the  situation  in  the  postoperative 
patient,  we  may  say  that  all  of  our  original  cri- 
teria are  satisfied.  The  patient  now  has  only- 
one  feature  setting  him  apart  from  complete 
normalcy,  and  this  is  a new  rectum  immediately 
anterior  to  the  anus  (only  1 cm.  distant).  This 
additional  orifice  cannot  be  detected  with  the 
patient  undergoing  normal  activity  in  the  nude. 
It  can  be  observed  if  he  bends  over  from  the  hips, 
but  it  is  doubtful  whether  even  then  a layman 
would  suspect  anything  other  than  possibly  a 
case  of  hemorrhoids.  Voluntary  bowel  move- 
ments, with  no  involuntary-  loss  of  feces  during 
the  day-  or  night,  are  insured  by  the  physiologic 
action  of  the  external  sphincter  ani  muscle 
controlling  this  new  rectum.  The  original 
rectum  is  now  a sterile  urinary  reservoir,  and 
complete  voluntary-  control  of  the  urine,  with 
voiding  at  normal  intervals  through  the  anus,  is 
maintained  by  the  encircling  external  sphincter 
ani  muscle  and  the  intrinsic  muscles  of  the 
anus.  The  urinary-  and  fecal  streams  are  adja- 
cent but  completely  separate  with  no  chance 
of  contamination.  The  rectal  reservoir  is  iso- 


lated, and  urine  cannot  regurgitate  up  the  colon 
where  reabsorption  of  urinary  constituents  can 
occur.  The  new  bladder  painlessly  admits  a 
sterile  catheter  or  cystoscope.  In  addition  to 
these  postoperative  advantages  to  the  patient, 
the  primary-  pathology-  may  be  removed  all  in  one 
stage  if  necessary.  Total  cy-stectomy  in  no  way- 
interferes  with  the  procedure  for  diversion. 
In  benign  conditions  (such  as  exstrophy  of  the 
bladder)  the  primary-  lesion  may  be  dealt  with 
at  leisure  or  left  intact. 

Preoperative  Preparation 
and  Its  Importance 

This  procedure  of  course  requires  a rigid 
preoperative  regime  for  bowel  sterilization. 
The  method  of  Poth,3  using  neomy-cin  and  sul- 
fathalidine,  stands  as  the  most  logical.  Rapid 
bowel  sterilization  over  a period  of  one  day  or 
less  is  to  be  desired,  for  the  dangers  of  serious 
enteritis  secondary  to  overgrowth  of  staphy-lococ- 
cus  take  three  to  five  days  to  develop.  Im- 
proper or  prolonged  bowel  sterilization  can  cause 
failure  of  the  entire  procedure. 

Because  of  such  real  progress  in  bowel  sterili- 
zation, the  author  felt  justified  in  making  some 
radical  departures  in  surgical  technic.  An 
example  is  the  use  of  a completely  open  method 
of  anastomosing  the  ureters  to  the  rectum.  The 
anastomosis  is  carried  out  within  the  bowel 
lumen.  Direct  mucosa-to-mucosa  anastomosis 
is  performed,  and  all  emphasis  is  placed  on  ob- 
taining a satisfactory  suture  line  with  a patent, 
unconst'ricted  ureteral  lumen.  This  is  what  ul- 
timately- determines  the  survival  of  the  patient. 
Presence  of  some  fecal  matter  within  the  rectal 
ampulla  is  of  no  concern,  for  if  Poth’s  method  of 
bowel  sterilization  has  been  properly  carried  out, 
it  offers  no  hazard.  This  attitude  has  certainly- 
been  supported  by  an  amazing  lack  of  postop- 
erative sepsis  or  peritonitis,  even  where  fecal 
spillage  occurred.  A poor  ureterointestinal  anas- 
tomosis often  results  from  fear  of  entering  the 
bowel  lumen.  This  fear,  justified  at  one  time, 
is  now  an  anachronism,  and  what  appeared  to  be 
a gross  violation  of  surgical  technic  formerly-  is 
now  a mandatory  procedure. 

Other  deviations  from  standard  surgical 
technics  may  be  noted  in  the  case  report. 
Changes  in  procedure  to  increase  speed,  safety,  and 
efficiency  of  operating  have  been  instituted  by 
the  author  since  the  early  cases,  all  with  an  eye 
to  anticipating  and  preventing  complications. 
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Fig.  2.  Cystogram  one  month  prior  to  surgery 
showing  the  sarcoma  distorting  and  elevating  the 
bladder  neck. 


Until  this  first  pediatric  case  all  cases  were 
adults  with  bladder  carcinoma.  The  first  op- 
eration of  this  type  was  done  by  the  author  on 
July  3,  1953,  and  included  a total  cystectomy  at 
the  time  of  diversion.  This  patient  has  an  ex- 
cellent functional  result,  normal  renal  function 
and  blood  chemistries,  and  no  evidence  of  uri- 
nary infection  at  present,  two  years  and  six 
months  later.  He  represents  the  longest  follow- 
up in  this  type  of  operation  and  gives  no  indi- 
cation of  developing  any  stricture  of  the  new 
rectum,  a complication  originally  feared. 

Case  Report 

The  patient  was  a twenty-month-old,  white,  male 
infant  admitted  to  St.  Clare’s  Hospital  in  New  York 
City  on  May  31,  1955.  The  history  was  that  of 
hematuria  at  seven  and  one-half  months  of  age,  for 
which  cystoscopy  and  biopsy  of  a bladder  tumor  were 
performed.  The  biopsy  was  positive  for  a malignant 
tumor.  At  twelve  months  of  age  a segmental  resec- 
tion of  the  bladder  was  done,  and  the  pathologic 
report  of  the  tumor  was  leiomyosarcoma  of  the 
bladder.  The  operation  was  followed  by  radiation 
therapy.  In  spite  of  these  measures  the  child  had 
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progressive  dysuria.  An  intravenous  pyelogram 
showed  recurrence  of  the  growth  elevating  the  blad- 
der neck  (Fig.  2).  The  patient  was  then  referred 
for  re-evaluation  and  surgery  if  indicated. 

An  x-ray  survey  showed  no  evidence  of  metastases. 
All  blood  tests  were  unremarkable  except  for  a slight 
elevation  in  blood  urea  nitrogen  (22.5  per  cent). 
Physical  examination  was  unremarkable  except  for 
some  suprapubic  discoloration  of  the  skin  secondary 
to  radiation  therapy.  For  the  reasons  previously 
outlined  in  this  article  it  was  decided  that  total 
cystectomy  with  urinary  diversion  by  the  new 
method  was  indicated. 

Twenty  hours  before  surgery,  preoperative  bowel 
sterilization  was  started.  An  initial  dose  of  200  mg. 
of  neomycin  and  0.25  Gm.  of  sulfathalidine  followed 
a dose  of  1/3  ounce  of  castor  oil.  This  dose  of  neo- 
mycin and  sulfathalidine  was  given  every  hour  for 
four  doses,  then  every  four  hours  until  operation. 
A rectal  instillation  of  1 Gm.  of  neomycin  in  100  cc. 
of  distilled  water  was  administered  two  hours  before 
surgery. 

Operative  Technic  (Operation  June  6,  1955). — The 
perineum  was  prepared,  and  a sterile  number  22F 
polyethylene  catheter  was  doubled  and  introduced 
into  the  rectum.  The  rectal  catheter  was  then  su- 
tured in  situ  to  the  skin.  This  catheter  provides 
drainage  for  the  new  bladder  and  a method  of  in- 
ternal fixation  for  the  ureteral  catheters  splinting 
the  ureteral  anastomoses. 

With  the  patient  in  the  supine  position  a trans- 
verse lower  abdominal  incision  was  made  and  the 
peritoneum  quickly  located  and  opened.  The 
patient  was  placed  in  Trendelenburg  position,  and 
the  small  intestine  was  packed  cephalad,  exposing 
the  sigmoid,  bladder,  parietal  peritoneum,  and  the 
rectovesical  pouch. 

Over  the  pelvic  brim  the  peritoneum  was  incised 
to  each  side  of  the  sigmoid.  The  ureters  were  located 
and  dissected  free  as  close  to  the  bladder  as  direct 
vision  would  permit.  It  was  noted  that  both  ureters 
were  dilated.  Both  ureters  were  then  transected  as 
far  distal  as  possible.  No  crushing  clamp  was  al- 
lowed to  damage  the  proximal  ends  of  the  ureters. 
The  ureteral  stumps  were  ligated.  Number  5F 
catheters  were  placed  in  each  ureter,  and  the  urine 
was  drained  from  the  field. 

The  rectosigmoid  was  then  examined  and  a point 
determined  at  which  level  the  ureters  could  be  com- 
fortably transplanted  without  tension. 

Immediately  above  this  the  mesentery  was  dis- 
sected free  and  two  Payr  clamps  closed  over  the 
rectosigmoid.  The  rectal  tube  could  be  palpated 
in  the  rectum  below  the  clamps.  The  bowel  was 
then  transected  between  the  clamps. 

Stay  sutures  were  placed  at  each  angle  of  the 
proximal  sigmoid.  With  these  sutures  held  under 
tension  the  Payr  clamp  was  removed,  the  end  of  the 
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proximal  sigmoid  closed  water  tight  with  a tempo- 
rary continuous  suture,  and  the  sigmoid  laid  aside 
for  later  consideration. 

Stay  sutures  were  then  placed  at  each  angle  of  the 
rectal  ampulla  which  was  to  form  the  new  bladder, 
and  the  Payr  clamp  was  removed.  Arterial  spurters 
indicating  adequate  circulation  were  clamped  and 
ligated.  As  the  Payr  clamp  was  removed,  all  remain- 
ing neomycin  solution  was  sucked  out  to  prevent 
spillage. 

The  doubled  rectal  tube  was  grasped  and  straight- 
ened. The  tube  was  cut  off  at  the  desired  length  in 
order  best  to  drain  the  rectal  reservoir,  and  a heavy 
fixation  suture  was  fastened  to  the  end  and  held 
long.  The  rectal  tube  was  then  allowed  to  retract 
back  into  the  rectal  lumen. 

A fine  chromic  catgut  suture  was  placed  in  the  end 
of  each  ureter  and  held  long.  The  exact  site  of 
anastomosis  to  the  bowel  was  decided  on,  and  a 
sharp-nosed  clamp  was  thrust  through  the  wall  of 
the  gut  from  the  lumen  outward.  The  ureteral  stay 
sutures  were  grasped  in  the  clamp  and  the  ureters 
drawn  into  the  rectal  lumen.  The  anastomosis  was 
performed  on  the  posterior  wall  of  the  rectum,  allow- 
ing the  ureters  to  lie  flat  against  the  pelvic  brim. 
Serosal  fixation  sutures  were  considered  contra- 
indicated and  not  used. 

Both  ureteral  anastomoses  were  then  intubated 
with  5F  polyethylene  catheters  of  different  colors 
to  identify  each — the  right  or  left  side.  The  ureteral 
catheters  were  passed  into  the  open  end  of  the  rectal 
tube  and  out  through  the  other  end.  They  were 
then  tied  to  the  rectal  tube  at  the  desired  point, 
using  the  heavy  fixation  suture  previously  placed. 
This  provided  internal  fixation  of  the  splinting  cath- 
eters at  exactly  the  desired  level  before  closing  the 
new  bladder. 

The  rectum  was  closed  with  a double  layer  of 
sutures,  first  a continuous  mucosal  layer  followed 
by  an  interrupted  serosal  layer  of  horizontal  mat- 
tress sutures.  This  completed  the  new  bladder. 

Dissection  to  lengthen  the  proximal  sigmoid  (fecal 
stream)  was  started  by  exposing  the  sigmoid  vessels 
between  the  leaves  of  the  mesentery.  Sigmoid  ves- 
sels were  transected,  leaving  secondary  arcades  in- 
tact. In  this  infant  with  very  little  mesenteric  fat 
obscuring  vision  this  transection  progressed  very 
rapidly.  The  pelvic  portion  of  the  sigmoid  was  fur- 
ther freed  by  reducing  the  peritoneal  attachments  to 
the  left  lateral  wall.  When  sufficient  sigmoid  was 
free  to  pass  to  the  perineum,  the  dissection  was  ter- 
minated and  the  sigmoid  again  set  aside. 

A total  cystectomy  was  then  performed.  This 
was  facilitated  by  having  the  peritoneum  open.  In 
this  case  the  bladder  could  be  easily  dissected  from 
the  peritoneum  without  tearing  or  taking  peritoneal 
attachments.  The  blood  supply  and  fascial  supports 
to  bladder  and  prostate  were  transected  and  the 


membranous  urethra  removed  with  the  specimen. 
Blood  loss  was  minimal,  and  the  bed  of  the  resected 
specimen  was  inspected  and  found  satisfactorily  dry. 

With  the  abdominal  wound  open  and  the  first 
assistant  remaining  above,  the  patient  was  placed 
in  lithotomy  position.  A semicircular  incision  was 
made  1 cm.  above  the  anus  and  the  dissection  carried 
under  the  external  sphincter  ani  muscle.  A finger 
in  the  rectum  aided  this  dissection.  With  the  assist- 
ant above  holding  a hand  over  the  new  rectal 
bladder  as  protection,  a long  curved  clamp  was 
placed  through  the  perineal  dissection  into  the  recto- 
vesical pouch.  The  peritoneal  opening  was  then  in- 
creased by  finger  dissection  to  admit  the  sigmoid 
freely. 

The  assistant  above  placed  the  sigmoid  stay  su- 
tures, together  with  a plain  Penrose  drain,  into  the 
jaws  of  the  clamp  and  the  sigmoid  was  drawn 
through  the  rectovesical  pouch  under  the  external 
sphincter  ani  muscle  and  out  the  perineum.  The 
stay  sutures  and  temporary  closing  suture  on  the 
gut  were  removed,  with  the  portion  of  sigmoid  it 
included,  opening  the  bowel  and  presenting  fresh 
and  undamaged  mucosal  edge.  Bleeding  was  noted 
as  indicative  of  good  collateral  circulation. 

A direct  mucosa-to-skin  anastomosis  was  per- 
formed to  provide  the  new  rectum  with  a good  cos- 
metic result. 

The  perineal  incision  was  closed,  allowing  the 
Penrose  drain  to  come  out  one  angle.  This  drained 
the  site  of  the  ureteral  transplants  and  the  suture  line 
of  the  new  bladder. 

The  patient  was  returned  to  the  supine  position. 
A routine  closure  of  the  abdominal  wound  was 
completed,  draining  both  the  peritoneal  cavity  and 
the  space  of  Retzius. 

The  patient  received  500  cc.  of  whole  blood  during 
surgery  and  remained  stable  throughout  the  proce- 
dure. He  left  the  operating  room  in  good  condition. 

Time  of  operation  was  four  hours  and  twenty  min- 
utes. 

Postoperative  Course. — No  signs  of  shock  appeared 
during  surgery  or  at  any  time  afterwards.  Axillary 
temperatures  were  taken.  The  curve  reached  100  F. 
for  the  first  two  days,  then  varied  between  99.6  to 
99.8  F.  until  the  seventh  day,  at  which  time  it 
became  normal  and  remained  so.  Antibiotic  therapy 
consisted  of  penicillin,  streptomycin,  and  tetra- 
cycline. 

The  child  appeared  to  have  little  discomfort  in 
spite  of  being  required  to  lie  on  his  back  with  the 
rectal  catheter  in  situ.  Restlessness  was  easily 
controlled  with  elixir  of  phenobarbital.  At  this 
stage  most  credit  must  be  given  to  the  nursing  care, 
for  constant  attention  reduced  the  child’s  fear  and 
encouraged  his  cooperation. 

For  the  first  two  days  the  patient  took  water  only, 
and  intravenous  therapy  was  continuous.  There- 
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DIVERSION  OF  URINE  WITH  VOLUNTARY  CONTROL 


Fig.  3.  Intravenous  pyelogram  thirteen  days  post- 
operatively,  showing  the  new  rectal  bladder,  the  kidneys 
within  normal  limits,  and  some  resolution  of  the  hy- 
droureters observed  at  surgery.  Note  the  cutoff  of  the 
new  bladder  by  the  external  sphincter  ani  at  the  level  of 
the  symphysis  pubis. 

after  his  diet  was  progressively  increased. 

Output  of  urine  through  the  ureteral  catheters 
was  always  satisfactory.  On  the  third  day  a collec- 
tion of  sediment  occluding  one  catheter  was  easily 
removed  by  irrigating  with  0.5  per  cent  acetic  acid. 

No  abdominal  distention  ever  developed.  As 
early  as  the  second  day  he  passed  flatus  through  the 
new  rectum.  Periodic  loose  bowel  movements 
followed . 

Peritoneal  and  vesical  space  drains  were  removed 
on  the  third  postoperative  day.  On  the  seventh 
postoperative  day  the  rectal  catheter  was  removed, 
carrying  with  it  the  ureteral  intubating  catheters. 

The  perineal  drain  was  left  after  the  splinting 
catheters  were  removed  as  added  insurance  against 
a leak  in  the  anastomoses  and  urinary  extravasation. 
None  appeared,  and  the  perineal  drain  was  removed 
the  following  day. 

All  skin  sutures  were  out  on  the  ninth  postopera- 
tive day.  The  wound  was  well  healed  by  primary 
intention.  The  child  ran  about  without  discomfort 
immediately  after  the  rectal  tube  was  removed. 
Discharge  could  have  been  effected  as  early  as  the 
ninth  day,  but  he  was  detained  for  postoperative 
blood  determinations  and  x-rays. 

On  June  21,  1955,  the  fifteenth  postoperative  day, 
he  left  the  hospital. 


Fig.  4.  Anterior  view,  one  month  postoperatively. 
Suprapubic  discoloration  is  due  to  intensive  radiation 
therapy. 


Fig.  5.  Posterior  view,  one  month  postoperatively. 
Note  how  abnormal  orifice  cannot  be  seen  from  front  or 
rear. 


Pathologic  Report. — The  specimen  included  blad- 
der, prostate,  and  3 cm.  of  urethra.  The  tumor  was 
found  to  be  1.9  by  1.6  cm.  and  occupying  the 
prostatovesical  junction. 
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Fig.  6.  Bending  at  the  hips  exposes  the  new  rectum 
immediately  anterior  to  the  anus  (urinary  outlet). 
Both  streams  are  separated  and  under  voluntary  con- 
trol. Discoloration  is  due  to  a diaper  rash  which  dis- 
appeared completely. 

Microscopic  examination  showed  the  tumor  aris- 
ing from  the  subepithelial  zone  and  infiltrating  most 
of  the  bladder  wall  but  not  involving  serosa. 

The  diagnosis  was  leiomyosarcoma  of  the  bladder. 

Follow-up. — The  most  uncomfortable  complica- 
tion was  a diaper  rash  in  the  hot  weather  in  the  first 
month  after  surgery.  The  new  bladder  and  rectum 
then  acquired  habit  patterns  of  emptying  at  regular, 
less  frequent  intervals,  and  the  rash  disappeared 
entirely.  Xo  attempt  was  ever  made  to  toilet  train 
the  child  prior  to  surgery,  understandably  so  in  view 
of  the  prognosis.  At  six  months  postoperatively  he 
is  now  starting  to  give  adequate  warning  of  impend- 
ing bowel  movements.  Cerebral  control  is  certain 
but  will  take  training  (postoperative  rectal  control 
in  adults  is  being  established  in  two  to  three  weeks, 
depending  on  the  consistency  of  the  stool,  and 
urinary  control  is  almost  immediate). 

The  child  continues  to  gain  weight,  is  energetic 
and  playful,  and  shows  no  signs  of  metastatic  involve- 
ment. 


Intravenous  pyelography  shows  kidneys  with 
normal  function  and  morphology  (Fig.  3).  The 
ureters  are  slightly  dilated.  The  new  bladder 
visualizes  well  with  an  estimated  60-cc.  capacity. 
Urine  is  clear  and  free  of  infection  with  only  some 
shreds  of  mucus  from  the  rectal  mucosa. 

Most  gratifying  of  all,  however,  has  been  the  im- 
provement in  personality  development.  He  is  more 
outgoing  in  general,  less  afraid,  and  has  even  de- 
veloped an  open  affection  for  doctors.  Figures  4,  5, 
and  6 demonstrate  the  cosmetic  result. 

Aside  from  an  excellent  functional  result,  the 
prognosis  is  of  course  very  guarded  in  view  of  the 
bladder  wall  infiltration  by  the  tumor. 

Summary  and  Conclusions 

The  problem  of  urinary  diversion  as  applied 
to  pediatrics  is  discussed  and  the  drawbacks  of 
the  various  procedures  outlined.  In  essence,  all 
either  reduce  longevity  or  produce  incontinence 
of  feces  or  urine — situations  equally  tragic  in 
pediatrics. 

A new  procedure  is  described  which  attempts  to 
reconcile  the  two  alternatives  and  is  shown  to 
satisfy  certain  criteria.  Rationale  of  the  opera- 
tion is  described,  and  certain  deviations  from  ac- 
cepted technics  are  defended. 

The  first  application  of  this  new  operation  to 
pediatrics  is  described  in  a case  report.  The 
procedure  was  performed  for  leiomyosarcoma  of 
the  bladder,  and  the  surgical  technic  is  described. 
Preoperative  and  postoperative  care  are  de- 
scribed, as  well  as  an  uneventful  recover}-,  and  the 
follow-up  is  shown  to  be  very  encouraging. 

To  conclude,  the  first  application  of  a new 
operation  to  pediatrics  has  been  shown  to  be 
successful.  The  indications  for  the  procedure 
become  even  more  pronounced  in  benign  condi- 
tions, such  as  exstrophy  of  the  bladder.  Only 
by  a procedure  which  preserves  renal  function 
and  voluntary  control  of  both  feces  and  urine 
can  any  normal  life  span  or  personality  develop- 
ment be  expected  from  these  children. 

Ill  East  71st  Street 
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Parotitis , Pseudoparotitis , am/  Otitis 


MAX  UNGER,  M.D.,  NEW  YORK  CITY 


IN  the  past  decade  a number  of  cases  of  so- 
called  recurrent  parotitis  have  been  reported 
in  the  literature  by  various  writers.1-4  All 
these  cases  resembled  epidemic  mumps  in  almost 
every  particular,  and  doubt  has  been  expressed 
as  to  the  truth  of  our  old  concept  that  one  at- 
tack of  mumps  conferred  immunity  for  life 
against  other  attacks.  Without  entering  into 
the  argument  as  to  whether  these  so-called  re- 
current attacks  are  cases  of  true  mumps,  I wish 
to  present  some  cases  that  help  to  clear  up  the 
etiology  of  some  of  them.  These  cases  so  closely 
resembled  mumps  that  they  were  diagnosed  as 
mumps,  but  further  study  showed  that  they 
were  actually  cases  of  acute  otitis  media  with  such 
marked  periostitis  of  the  ear  canal  that  the 
region  over  the  parotid  gland  became  swollen 
to  the  extent  seen  in  epidemic  parotitis.  I 
have  ventured  to  label  these  cases  “pseudo- 
parotitis.” 

The  cases  that  I saw  were  diagnosed  as  re- 
current parotitis,  since  all  of  them  gave  a history 
of  having  had  one  or  more  attacks  of  mumps  pre- 
viously. All  these  cases  had  a sudden  onset 
with  pain  around  the  region  of  the  ear  and  fever. 
All  presented  the  typical  swelling  over  the  pa- 
rotid region.  A careful  study,  however,  showed 
that  these  cases  differed  distinctly  from  mumps 
in  several  particulars: 

1.  The  disease  was  usually  unilateral,  al- 
though both  sides  may  be  involved.  Among 
seven  cases  seen  at  a camp,  only  one  was  bi- 
lateral. Real  mumps  cases  are  usually  bilateral, 
and  sometimes  the  submaxillary  glands  may  be  in- 
volved, although  not  necessarily  simultaneously. 

2.  Mumps  being  an  inflammation  of  the 
mucous  membrane,  there  is  a discharge,  often 
purulent,  from  Stenson’s  duct.  In  these  pseudo- 
parotitis cases  there  was  no  discharge  from  Sten- 
son’s duct. 

3.  Mumps  cases  showed  tenderness  over  the 
parotid,  while  the  pseudoparotitis  cases  were 
not  tender. 

4.  In  these  pseudoparotitis  cases  there  was 
marked  swelling  in  the  ear  canal,  usually  so 
great  that  even  the  smallest  speculum  could 
not  be  introduced  to  view  the  drum  membrane. 


C 

Fig.  1.  Ear  canal  dilators. 


In  mumps  the  external  meatus  may  be  narrowed, 
but  the  canal  itself  is  unaffected. 

5.  The  drum  membrane  of  these  pseudo- 
parotitis cases  was  red  and  bulging,  while  in 
real  mumps  the  drum  membrane  is  not  involved. 
This  last  sign  proved  that  these  were  cases  of 
acute  otitis  media.  The  swelling  of  the  canal 
wall  was  due  to  the  periostitis  of  the  bony  canal, 
such  as  was  often  seen  in  fulminating  otitis 
cases  with  mastoid  involvement  in  the  preanti- 
biotic days. 

The  failure  to  recognize  that  these  pseudo- 
parotitis cases  are  really  cases  of  acute  otitis 
media  is  due  to  the  edema  of  the  canal,  which 
is  completely  closed  or  so  narrowed  that  it  is  im- 
possible to  insert  the  smallest  speculum  without 
a preliminary  dilatation.  The  dilatation  can  be 
made  by  some  canal  dilators  which  I have  de- 
vised (Fig.  1).  If  these  are  not  available,  ure- 
thral catheters  or  bougies  may  be  used,  beginn- 
ing with  a small  size,  like  a number  8 French. 
This  is  thinly  coated  with  albolene  or  other  lu- 
bricant. If  too  much  lubricant  is  used,  the 
excess  may  accumulate  in  front  of  the  drum  and 
obscure  the  view.  The  dilator  is  inserted 
very  gently  for  3/4  of  an  inch,  no  more,  to  avoid 
touching  the  drum  membrane  and  held  for  one 
to  two  minutes.  Then  the  next  sizes  are  used,  up 
to  number  14  or  16  French.  If  the  dilatation  is 
done  too  rapidly,  the  edema  re-establishes  itself 
before  there  is  a chance  to  insert  a speculum. 
Once  a view  of  the  drum  is  obtained,  the  diag- 
nosis is  plain.  If  the  drum  is  red,  it  is  a case  of 
otitis  media. 
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When  the  pressure  in  these  pseudoparotitis 
cases  is  relieved  by  myringotomy  or  spontaneous 
rupture  of  the  drum,  the  swelling  subsides  very 
quickly.  When  there  is  no  rupture  of  the  drum 
and  the  otitis  resolves  without  treatment,  as 
happens  in  many  ordinary  otitis  cases,  the  swell- 
ing lingers,  sometimes  for  two  to  three  weeks. 
Occasionally  the  presence  of  pain  and  swelling 
in  the  canal  may  lead  to  a mistaken  diagnosis  of 
furuncle  of  the  canal  and  induce  a fruitless  in- 
cision. When  the  correct  diagnosis  is  made  and 
an  adequate  myringotomy  is  performed,  there  is 
almost  immediate  relief  from  pain,  and  the  swell- 
ing over  the  parotid  subsides  very  rapidly. 

The  pattern  of  acute  otitis  media  with  swelling 
of  the  canal  and  preauricular  and  postauricular 
tenderness  is  reminiscent  of  the  acute,  fulmi- 
nating cases  of  otitis  and  mastoiditis  seen  in  the 
preantibiotic  days.  It  may  indicate  the  exist- 
ence of  virulent  bacteria  that  have  developed 
immunity  to  antibiotics  There  have  been  other 
examples  in  medical  history  of  the  changing  pat- 
terns of  disease. 

Case  Reports 

Case  1. — A thirty-six-year-old,  white  male  ap- 
peared with  right  parotid  region  swollen  and  pain- 
ful. Oral  temperature  was  101.8  F.  Pain  and  swell- 
ing appeared  overnight.  He  was  much  upset  be- 
cause he  was  a teacher  and  feared  he  would  be  kept 
out  of  school  by  a diagnosis  of  mumps.  He  stated 
that  he  had  had  mumps  at  the  age  of  seven  years. 
Examination  showed  an  outward  appearance  ex- 
actly like  mumps.  The  right  ear  canal  was  com- 
pletely closed.  Dilatation  of  the  canal  made  inser- 
tion of  speculum  possible,  and  the  drum  membrane 
was  seen  to  be  red  and  bulging.  Myringotomy  was 
performed,  and  irrigations  were  prescribed.  Swell- 
ing was  gone  next  morning.  There  was  a thin  dis- 
charge from  the  ear  for  two  days,  after  which  the 
perforation  closed. 

Case  2. — The  "patient  was  a twenty-two-year-old, 
white  female.  Both  parotid  regions  became  swollen 
and  painful  overnight.  She  feared  for  her  children, 
aged  one,  two,  and  four  years  old.  She  was  positive 
she  had  had  mumps  in  childhood.  Oral  temperature 
was  101.8  F.  Examination  showed  the  right  canal 
to  be  almost  completely  closed  and  the  left  canal 
completely  closed,  neither  admitting  a speculum. 
.After  dilatation  of  the  canals  the  right  drum  was 
seen  to  be  moderately  red  and  bulging,  the  left  mark- 
edly red  and  bulging.  Bilateral  myringotomy  and 
irrigations  were  performed.  Swellings  disappeared 


in  thirty-six  hours.  There  was  thin,  scanty  dis- 
charge from  the  right  ear  for  one  day  and  thin, 
moderate  discharge  from  the  left  ear  for  four  days. 

Case  3. — The  patient  was  a twenty-nine-year-old, 
white  male  who  complained  of  pain  and  swelling 
over  the  left  parotid  region  for  five  days.  He  re- 
ceived 1,500,000  units  of  penicillin  without  effect. 
He  stated  he  had  had  mumps  nineteen  years  before 
and  several  attacks  of  running  left  ear  since.  There 
was  no  discharge  now.  Rectal  temperature  was 
103.6  F.  Examination  showed  a closed  left  canal 
and  swelling  over  the  left  parotid  exactly  as  in 
mumps.  After  dilatation  of  the  canal  the  drum  was 
seen  to  be  red  and  bulging.  Myringotomy  was  per- 
formed and  irrigations  prescribed.  Swelhng  over 
the  parotid  partly  disappeared,  and  a profuse,  yel- 
low discharge  came  from  the  ear.  Four  days  after 
myringotomy  the  mastoid  region  became  red  and 
swollen,  and  mastoidectomy  was  performed.  The 
swelling  over  the  parotid  disappeared  in  four  days. 
The  mastoid  wound  closed  in  three  weeks,  but  a dis- 
charge from  the  ear  persisted  for  another  week. 

Case  4. — The  patient  was  a five-year-old,  white, 
male  child  whose  right  parotid  had  been  swollen  for 
two  days.  His  mother  insisted  that  he  had  had  bi- 
lateral mumps  the  year  before.  Rectal  temperature 
was  101.4  F.  There  was  marked  swelhng  over  the 
right  parotid.  The  ear  canal  was  completely  closed. 
After  dilatation  of  the  canal  the  drum  was  seen  to 
be  markedly  red  and  bulging.  Paracentesis  was  per- 
formed. Swelhng,  pain,  and  temperature  were  gone 
the  next  day.  A thin  discharge  continued  for  three 
days. 

In  none  of  these  cases  was  there  a discharge 
from  Stenson’s  duct. 

Summary 

From  my  experience  with  these  and  other 
cases  of  so-called  recurrent  mumps,  I have 
formed  the  opinion  that  many  are  not  really 
mumps  but  acute  otitis  media  with  periostitis 
of  the  ear  canal  and  edema  of  the  soft  tissues 
over  the  parotid.  Because  of  the  deceptive  ap- 
pearance I have  ventured  to  call  them  cases  of 
pseudoparotitis. 

36  West  40th  Street 
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Diseases  of  the  stomach  and  duodenum  have 
been  of  primary  importance  to  the  surgeon 
for  the  past  seventy-five  years.  Much  investi- 
gation has  been  carried  out  on  the  etiology  of 
peptic  ulcer.  With  the  advent  of  improved 
technics  in  ancillary  fields,  operative  procedures 
of  greater  magnitude  have  become  possible. 
These  have  been  directed  particularly  toward 
the  treatment  of  peptic  ulcer  and  gastric  neo- 
plasms. Associated  with  these  and  often  as  a 
direct  result  there  have  been  serious  postopera- 
tive physiologic  changes  requiring  vigorous  at- 
tempts at  remedy. 

Gastroduodenal  Surgery  in 
Infancy  and  Childhood 

Hypertrophic  pyloric  stenosis,  the  most  com- 
mon lesion  requiring  surgery  in  infancy,  is  usu- 
ally diagnosed  and  treated  by  the  Ramstedt 
pyloromyotomy.  Gross1  reports  a six-year  series 
of  642  cases  with  a 99  per  cent  incidence  of  good 
results. 

Congenital  obstruction  of  the  duodenum, 
caused  by  atresia  (most  commonly  proximal  to 
the  ampulla),  annular  pancreas,  malrotation  of 
the  colon,  or  stenosis,  is  successfully  treated  by 
early  and  direct  surgical  attack.  Except  in  the 
case  of  malrotation  of  the  colon  where  the  ob- 
structing transduodenal  bands  must  be  divided, 
the  surgical  correction  of  duodenal  obstruction  is 


effected  with  a bypassing  procedure  (duodeno- 
jejunostomy) rather  than  by  a direct  attack  on 
the  lesion.  It  is  of  the  utmost  importance  to 
maintain  water  and  electrolyte  balance  and  to 
exercise  great  care  in  maintaining  a constant 
body  temperature  in  these  infants. 

Prolapse  of  the  Gastric  Mucosa 

In  the  adult  population  more  complicated 
problems  of  the  stomach  and  duodenum  occur, 
often  with  less  dramatic  cure  than  in  the  infant. 
Prolapse  of  the  gastric  mucosa  has  been  studied 
by  Patterson  and  Weintraub2  of  this  medical 
center.  It  is  said  to  be  present  when  antral 
gastric  mucosa  prolapses  through  the  pylorus 
into  the  duodenum  which  may  give  rise  to  ob- 
struction, inflammation,  or  hemorrhage.  The 
presence  of  a healed  or  active  peptic  ulcer  is  not 
necessary  to  the  diagnosis  and,  in  fact,  was  present 
in  less  than  20  per  cent  of  the  133  cases  studied. 
The  roentgenologic  diagnosis  is  made  on  the 
basis  of  a cauliflower-like  defect  in  the  base  of  the 
duodenal  bulb  and  widening  of  the  pyloric  canal 
with  folds  of  gastric  mucosa. 

This  condition  was  diagnosed  in  133  patients, 
of  whom  103  were  men.  The  average  age  was  in 
the  sixth  decade.  No  other  intra-abdominal 
lesion  was  diagnosed  in  56  of  the  patients.  The 
prolapse  of  the  antral  mucosa  was  believed  to  be 
asymptomatic  in  43.  Medical  therapy  relieves 
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the  symptoms  in  about  50  per  cent  of  cases,  and 
the  remainder  require  surgery,  especially  when 
hemorrhage  has  occurred.  A subtotal  gastric 
resection  is  the  procedure  of  choice. 

Benign  Gastroduodenal  Disease 

Gastric  ulcer  still  presents  the  dual  problem  of 
diagnosis  as  well  as  treatment.  Despite  the 
most  modern  radiologic  refinements,  gastroscopy, 
and  the  cytologic  method  of  Cooper  and  Pap- 
anicolaou3 of  this  center,  the  differentiation  be- 
tween peptic  ulceration  of  the  stomach  and  car- 
cinoma remains  difficult  and  uncertain.  The 
difficulty  of  distinguishing  between  the  two  has 
led  to  two  approaches  to  the  problem.  One  group 
feels  strongly  that  gastric  ulceration  is  an  a 
priori  indication  for  operation.  The  other  pro- 
vides for  a more  conservative  attitude  of  careful 
observation  for  a few  weeks  while  the  patient  is 
under  medical  therapy.  The  pitfalls  of  the  latter 
approach  have  led  us  to  lean  more  to  the  side  of 
early  surgery  in  this  center.  One  of  the  reasons 
for  this,  in  addition  to  the  fear  of  cancer,  has  been 
the  well-known  fact  that  peptic  ulcer  of  the 
stomach  differs  pathophysiologically  in  many 
ways  from  that  of  the  duodenum  and  seems  to 
respond  to  surgical  correction  even  more  satis- 
factorily. This  interesting  circumstance  was  in- 
vestigated recently  by  Dragstedt  et  alA  The 
three  phases  of  gastric  secretion,  cephalic  (or 
vagal),  gastric  (mechanical),  and  antral  (humoral), 
are  all  important  in  the  genesis  of  peptic  ulcer. 
By  experiments  in  dogs  with  various  gastric 
pouches  and  by  observations  made  in  patients, 
Dragstedt  demonstrated  that  the  antrum  can 
cause  a continuous  high  secretion  of  gastric 
juice,  especially  when  stimulated  by  peristalsis  or 
distention.  This  is  made  worse  experimentally 
by  vagotomy  because  the  stomach  remains  dis- 
tended. Dragstedt  believes  that  the  antral 
phase  of  gastric  secretion  is  the  primary  factor 
in  gastric  ulcer.  This  experimental  work  helps 
to  explain  why  patients  with  gastric  ulcer  hardly 
ever  develop  postoperative  stomal  ulcers,  be- 
cause no  matter  what  type  of  procedure  is  car- 
ried out,  the  emptying  of  the  stomach  is  improved 
and  stimulation  of  the  antrum  does  not  occur 
to  such  a marked  degree. 

Patients  with  duodenal  ulcer  usually  have  a 
much  greater  volume  of  nocturnal  secretion  than 
those  with  gastric  ulcer,  even  when  the  stomach  is 
empty.  Dragstedt  postulates,  therefore,  that 
duodenal  ulceration  is  more  likely  the  result  of 


hypersecretion  of  nervous  origin.  Thus,  de- 
creasing the  stimulus  to  the  antrum  or  antrec- 
tomy alone  is  often  followed  by  stomal  ulcer  in 
the  duodenal  ulcer  patient. 

The  above  experimental  data  support  part  of 
the  theory  behind  some  of  the  more  recent  ad- 
vances in  the  surgery  of  peptic  ulcer.  The  oper- 
ative procedure  for  gastric  ulcer  most  widely 
used  and  recommended  is  subtotal  gastric  re- 
section. Harkins  et  al.b  have  advocated  the  use 
of  the  Billroth  I (gastroduodenostomy)  anas- 
tomosis for  reconstructing  the  alimentary  tract 
following  resection.  They  report  the  advantages 
to  be  (1)  shorter  operative  procedure,  (2)  fewer 
postoperative  symptoms,  e.g.,  dumping  syn- 
drome and  diarrhea,  (3)  greater  ability  to  main- 
tain or  gain  weight,  (4)  intrinsic  resistance  of 
the  duodenum  to  acid  peptic  digestion  as  com- 
pared to  jejunum,6  and  (5)  ability  of  the  duode- 
num to  decrease  gastric  secretion  in  the  presence 
of  a low  pH  in  its  lumen.  Harkins  has  advo- 
cated the  use  of  the  Billroth  I for  both  gastric 
and  duodenal  ulcer.  However,  because  of 
scarring  and  difficulty  in  mobilization  and  be- 
cause of  the  paucity  of  long-term  follow-up,  the 
gastroduodenostomy  has  not  been  so  widely 
used  for  duodenal  ulcer  as  for  gastric  ulcer. 
Gastric  resection  for  benign  gastric  ulcer  in  this 
center  usually  involves  removal  of  60  to  75  per 
cent  of  the  stomach,  after  which  a gastrojejunos- 
tomy is  usually  constructed.  We  are  currently 
doing  the  Billroth  I type  of  operation  on  a 
selected  group  of  patients.  Duodenal  and  stomal 
ulcers  are  treated  surgically  only  when  specifi- 
cally indicated,  e.g.,  by  hemorrhage,  perforation, 
obstruction,  or  severe  incapacitating  or  intrac- 
table pain.  The  usual  operative  procedure  in 
this  clinic  is  the  “high”  (60  to  75  per  cent)  sub- 
total gastric  resection.  Occasionally,  in  se- 
lected patients  who  are  mainly  younger  individ- 
uals in  whom  the  nocturnal  gastric  secretion  is 
high,  an  antrectomy  with  gastrojejunostomy 
and  vagotomy  is  done. 

The  indications  for  operative  intervention  are 
more  stringent  in  the  case  of  hemorrhage  since 
this  is  the  most  common  cause  of  death  in  peptic 
ulcer.  Stewart  et  al ? have  had  a large  expe- 
rience with  bleeding  peptic  ulcer  and  have  used 
the  following  criteria  for  determining  whether 
immediate  surgical  intervention  is  indicated: 
“(a)  gross  bleeding  into  the  upper  gastrointes- 
tinal tract  within  a week,  ( b ) a measured  total 
red  cell  mass  of  less  than  60  per  cent  of  expected 


1774 


New  York  State  J.  Med. 


RECENT  ADVANCES  IN  GASTRIC  AND  DUODENAL  SURGERY 


normal,  and  (c)  reasonably  good  clinical  evi- 
dence for  the  diagnosis.  . . Studies  to  exclude 
coagulation  defect  and  primary  blood  diseases 
were  part  of  the  routine,  and  upper  gastroin- 
testinal x-ray  study  was  usually  done  unless  the 
patient  was  vomiting  blood  or  in  shock.”  Wang- 
ensteen8 believes  that  bleeding  to  shock  levels 
warrants  immediate  surgery  and  that  more  than 
one  hemorrhage  under  any  circumstance  calls 
for  subtotal  gastric  resection.  One  of  the  most 
valuable  methods  for  following  the  course  of  a 
hemorrhage  is  the  blood  volume  determination; 
in  the  absence  of  this  tool  frequent  hematocrits 
should  be  carried  out.  By  this  means  continued 
bleeding  can  be  recognized  earlier  than  by  ob- 
servation of  the  vital  signs  alone. 

Our  experience,  as  reported  by  Glenn  and 
Harrison,9  has  led  to  certain  criteria  for  opera- 
tion which,  we  believe,  give  the  surgeon  a rea- 
sonable guide.  These  criteria  include  the  follow- 
ing: 

1.  The  rate  of  bleeding.  Hemorrhage  in 
which  there  is  great  difficulty  in  keeping  up  re- 
placement should  have  prompt  surgery. 

2.  A history  of  previous  bleeding  suggests 
that  operative  intervention  should  be  undertaken 
since  the  incidence  of  recurrent  bleeding  is  higher 
in  those  who  have  bled  more  than  once  than  in 
those  who  have  had  only  one  hemorrhage. 

3.  The  age  of  the  patient  is  important,  for 
the  elderly  bleeder  wTith  sclerotic  vessels  is  less 
likely  to  stop  bleeding  or  to  tolerate  hemorrhage 
as  well  as  the  patient  under  forty. 

4.  A failure  to  respond  to  conservative  man- 
agement after  forty-eight  hours  constitutes  an 
indication  for  surgery. 

5.  If  bleeding  starts  while  the  patient  is  in  the 
hospital  under  such  a regime,  operative  inter- 
vention should  be  undertaken.  Heuer,10  re- 
porting the  experience  of  this  clinic  in  1946, 
stated  that  the  mortality  in  immediate  surgery 
for  bleeding  peptic  ulcer  was  much  less  than 
with  delayed  surgery. 

The  general  treatment  for  perforated  peptic 
ulcer  in  this  country  has  been  the  plication  of  the 
perforation  and  closure  of  the  abdomen  with- 
out drainage.  In  the  past  decade  Taylor11  and 
later  other  groups12  in  Europe  have  advocated 
the  treatment  of  perforated  peptic  ulcer  with 
antimicrobials  and  gastric  suction.  We  do  not 
agree  with  this  approach  because  many  conditions 
make  it  impossible  for  the  body  to  cope  with 
the  emergency,  e.g.,  the  omentum  bound  in  the 


pelvis  by  previous  inflammatory  disease,  a large 
perforation  that  cannot  be  sealed  off,  and,  most 
important,  the  uncertainty  of  diagnosis. 

Contrariwise  there  is  a growing  interest13 
in  immediate  definitive  surgery  (subtotal  gastric 
resection)  for  acute  perforation  if  the  patient’s 
condition  will  tolerate  it.  Cooley  et  al.u  recently 
reported  their  experience  with  immediate  gastric 
resection  for  perforation  in  1 12  cases.  They  re- 
ported a mortality  of  4.5  per  cent  which  com- 
pared favorably  with  a mortality  of  8.6  per 
cent  in  a group  treated  by  simple  plication  during 
an  earlier  period.  Although  our  experience16 
with  139  cases  of  acute,  perforated  peptic  ulcer 
indicates  that  69.5  per  cent  had  further  difficulty 
with  their  ulcer  and  that  40.9  per  cent  of  the  total 
at  the  time  of  reporting  had  had  subsequent 
surgery,  we  do  not  believe  that  the  over-all  mor- 
tality and  morbidity  justify  using  any  other 
procedure  except  simple  plication  primarily. 

Malignant  Lesions  of  the  Stomach 

Gastric  carcinoma,  its  early  history  and  treat- 
ment, and  the  more  modern  approaches  have 
recently  been  outlined  by  Pack  and  Ariel.16 
Probably  the  most  common  operation  throughout 
the  country  today  is  the  “radical”  subtotal  gastric 
resection.  This  includes  the  greater  omentum, 
lesser  omentum,  first  portion  of  the  duodenum, 
and  usually  the  spleen.  However,  more  recently 
the  total  gastrectomy  has  found  wider  applica- 
tion. Marshall  and  Uram17  reported  on  202 
total  gastrectomies  performed  at  the  Lahey 
Clinic.  They  state  that  total  gastrectomy 
does  not  increase  the  five-year  survival.  They 
advocate  total  gastrectomy  for  those  cases 
where  the  disease  process  cannot  otherwise  be 
removed. 

Shahon  et  al.is  report  their  studies  of  a four- 
teen-year  period  from  1936  to  1950  at  the  Uni- 
versity of  Minnesota  Hospitals  in  which  1,201 
cancers  of  the  stomach  were  studied.  They 
demonstrate  an  increasing  over-all  five-year 
survival  rate  of  from  3.7  per  cent  during  the 
1936-1939  period  to  a 12.5  per  cent  five-year 
survival  for  the  1946-1949  period.  These 
patients  had  either  radical  subtotal  or  total 
gastrectomies.  The  five-year  survival  of  the 
lymph  node-negative  cases  in  the  latter  period 
was  57.1  per  cent.  These  authors  advocate  the 
“second  look”  or  postoperative  reoperation 
championed  by  Wangensteen.19  This  procedure 
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of  intentionally  reoperating  on  a patient  after  a 
set  period  of  time,  e.g.,  six  months,  gives  the 
surgeon  an  opportunity  to  discover  persistent  or 
locally  metastatic  tumor  and  to  resect  it  before 
distant  metastases  occur. 

However,  some  groups  believe  that  much  of 
the  statistical  improvement  in  survival  rates  re- 
ported for  the  “radical”  subtotal  resection  is  due 
to  improved  ancillary  and  surgical  technics  with 
resulting  lowered  operative  mortality.  There- 
fore, it  has  been  suggested  that  the  total  gas- 
trectomy be  given  a thorough  trial.  The  out- 
standing objections  to  this  operation  are  the 
postoperative  sequelae,  both  nutritional  and 
digestive.  These  are  reflected  by  inability  to 
gain  weight,  esophageal  regurgitation,  macrocytic 
anemia,  and  troublesome  dumping  syndrome. 

In  an  attempt  to  overcome  some  of  these  fac- 
tors, which  may  be  on  a mechanical  basis,  various 
procedures  have  been  advocated.  One  of  the 
most  promising  has  been  the  use  of  a jejunal 
segment  between  the  esophagus  and  duodenum 
to  replace  the  totally  resected  stomach,  as  de- 
scribed by  Beal,  Briggs,  and  Longmire.20  These 
patients  have  much  less  regurgitation  and  usu- 
ally less  dumping  syndrome  and  as  a group  are 
better  able  to  maintain  or  gain  weight. 

Beal  and  Hill21  have  reviewed  the  operative 
experience  of  this  center  in  557  patients  with 
carcinoma  of  the  stomach.  It  is  their  conclusion 
that  the  efficacy  of  total  gastrectomy  cannot  be 
fairly  assessed  as  yet  but  that  there  is  suggestive 
evidence  that  improved  survival  rates  can  be 
obtained  without  making  the  patient  an  “ali- 
mentary cripple.” 

The  problem  of  the  relationship  of  gastric  ul- 
cer and  carcinoma  has  been  emphasized  again 
by  Helsingen  et  al.22  from  Oslo,  Norway.  They 
have  reported  on  222  patients  followed  after 
partial  gastrectomy  for  peptic  ulcer.  Eleven 
(5  per  cent)  developed  carcinoma  in  the  gastric 
stump  on  an  average  of  twenty  years  after  re- 
section. Ten  of  these  occurred  in  patients  who 
had  had  gastric  ulcers. 

A study  of  sarcoma  of  the  stomach  in  17  cases 
at  the  Ochsner  Clinic23  reveals  an  incidence  of 
5.7  per  cent  of  all  gastric  malignancies.  There 
were  ten  lymphosarcomas,  six  leiomyosarcomas, 
and  one  neurofibrosarcoma.  The  clinical  man- 
ifestations were  not  different  from  carcinoma,  but 
radiographically  it  was  sometimes  possible  to 
diagnose  the  lesions  with  accuracy.  The  treat- 
ment of  choice  is  usually  total  gastrectomy.  In 


the  leiomyosarcoma  group  five  of  the  six  lesions 
were  resectable,  and  these  five  are  all  living  and 
well  with  an  average  survival  of  close  to  five 
years.  Although  the  prognosis  is  not  as  good  in 
the  lymphoma  group,  resection  and  irradiation 
are  recommended.  Thorbjarnarson,  Beal,  and 
Pearce13  have  reviewed  the  experience  of  this 
center  in  32  cases  of  lymphoma.  Fourteen  (53 
per  cent)  of  the  cases  who  survived  curative 
operation  are  alive  and  well  five  years  postopera- 
tively. 

Zollinger  and  Ellison24'25  have  described  a new 
clinical  entity  in  the  last  year.  This  is  peptic 
ulceration  of  the  stomach,  duodenum,  or  jeju- 
num associated  with  noninsulin-producing  (non- 
beta-cell) islet  tumors  of  the  pancreas.  Twenty- 
four  cases  have  been  well  documented  and  re- 
ported. Of  these  tumors  14  were  single  and  ten 
multiple.  The  majority  occurred  in  the  body 
and  tail  of  the  pancreas.  Nineteen  of  the  24 
tumors  were  malignant,  and  only  five  of  the  24 
patients  are  surviving.  (These  five  include  four 
carcinomas.)  The  primary  factor  in  these  cases 
has  been  recurrent  intractable  peptic  ulcer; 
first  duodenal  or  gastric  ulcer  and  then,  after 
operation,  recurrent  marginal  ulcers  appear 
which  fail  to  respond  to  any  treatment  including 
vagotomy. 

Those  patients  who  have  had  excision  of  the 
adenoma  or  hemipancreatectomy  and  survived 
have  been  free  of  ulcer  symptoms.  This  strongly 
suggests  a causal  relationship. 

Eosinophilic  Granuloma 

Eosinophilic  granuloma  of  the  gastrointestinal 
tract26  is  a rare  condition.  The  vast  majority 
have  been  in  the  stomach  or  duodenum.  This 
lesion  maj'  occur  either  as  a diffuse  infiltration 
of  the  stomach  or  duodenal  wall  in  younger 
people  or  as  a localized  granulomatous  lesion  in 
the  older  group.  We  have  one  such  case  which 
was  diagnosed  preoperatively  and  treated  sur- 
gically within  the  past  year. 

The  symptoms  and  signs  are  not  pathog- 
nomonic of  the  lesion  but  are  usually  those  of 
partial  pyloric  obstruction  of  at  least  a few 
months  duration.  The  lesion  may  often  show 
characteristics  of  malignancy  on  x-ray.  There 
is  usually  an  eosinophilia  of  20  per  cent  or  more 
which  should  suggest  the  diagnosis  prior  to  op- 
eration. Surgical  extirpation  is  the  treatment 
of  choice  and  is  usually  followed  by  complete 
recovery.  Pathologically  the  specimen  shows 
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thickening  of  the  walls  of  the  organ.  There  is 
usually  no  ulceration  until  late  in  the  course 
when  the  mucosa  is  elevated.  Microscopically 
there  is  a typical  granuloma  with  a fibrous 
matrix  with  foreign  body  giant  cells  and  a dense 
infiltration  of  the  lesion  with  eosinophils.  The 
lesion  is  completely  benign,  and  although  it  may 
appear  to  be  grossly  invading  surrounding  organs 
or  mesentery,  this  is  merely  inflammatory  reac- 
tion. 

Postgastrectomy  ( Dumping ) Syndrome 

A number  of  investigations  have  been  made  of 
the  postgastrectomy  syndrome  (the  dumping 
syndrome) . Symptoms  include  postprandial  full- 
ness, palpitation,  weakness,  diarrhea,  and  oc- 
casional vomiting.  These  occur  quite  regularly 
and  are  associated  with  an  inability  to  regain 
normal  weight.  The  symptoms  disappear  in 
about  one-half  hour  or  less  if  the  patient  reclines. 
Roberts  et  a/.27  have  shown  that  all  of  these 
symptoms  can  be  produced  by  the  rapid  intro- 
duction of  hypertonic  solutions  into  the  jeju- 
num. This  is  associated  with  a decrease  in  cir- 
culating blood  volume  and  electrocardiographic 
changes  consistent  with  coronary  insufficiency. 

By  testing  patients  after  subtotal  gastrectomy 
Fisher  et  al .28  have  shown  that  about  36  per 
cent  had  some  form  of  dumping.  The  test  con- 
sisted of  drinking  150  cc.  of  50  per  cent  glucose. 
The  incidence  of  “dumping”  was  least  in  those 
who  had  had  vagotomy  and  pyloroplasty,  in- 
termediate in  the  Billroth  I group,  and  highest 
in  the  Billroth  II  group. 

The  treatment  of  the  dumping  syndrome  is 
mainly  dietary.  Hypertonic  solutions  or  easily 
hydrolyzed  carbohydrates  should  be  avoided. 
Hayes29  has  presented  a caloric  ratio  of  carbo- 
hydrate, protein,  and  fat  of  1:1.5: 5 in  the  diet. 
This  decreases  the  dumping  symptoms  to  a min- 
imum and  also  provides  sufficient  caloric  intake 
for  actual  weight  gain. 

Summary 

Recent  advances  in  gastroduodenal  surgery 
have  been  discussed.  The  Billroth  I operation 
(gastroduodenostomy)  has  been  revived  and  is 
currently  being  employed  more  in  cases  of  gastric 


ulcer. 

Although  the  “radical”  subtotal  gastric  re- 
section is  the  most  commonly  used  operation  for 
cancer  of  the  stomach,  the  total  gastrectomy  with 
interposed  jejunal  loop  is  now  being  given  wider 
clinical  trial. 

A new  clinical  entity,  the  ulcerogenic  islet  cell 
tumor  of  the  pancreas,  has  been  described. 

Recent  investigators  have  related  the  post- 
gastrectomy dumping  syndrome  to  the  presence 
of  hypertonic  solutions  in  the  upper  jejunum.  A 
decrease  in  carbohydrate  in  the  diet  has  been 
beneficial  in  preventing  these  symptoms. 
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rr'hese  are  stenographic  reports,  which  have  been  edited,  of  conferences  by  the  members  of 
the  Department  of  Pharmacology  and  Medicine  of  Cornell  University  Medical  College 
and  the  New  York  Hospital,  with  collaboration  of  other  departments  and  institutions.  The 
questions  and  discussions  involve  participation  by  members  of  the  staff  of  the  college  and 
hospital,  students,  and  visitors. 


Choice  of  Therapy  in  the  Treatment  of  Pruritus  Ani 


Dr.  William  F.  Nickel,  Jr.:  Our  subject  is 
the  choice  of  therapy  in  the  treatment  of  pruritus 
ani.  Perhaps  anogenital  pruritus  would  be  a 
better,  more  comprehensive  term.  Dr.  Robert 
Turell,  proctologist  at  Mount  Sinai  Hospital,  is 
here  to  elucidate  the  subject  for  us.  Would  you 
open  the  discussion,  Dr.  Turell? 

Dr.  Robert  Turell:  While  we  know  little 
about  the  phenomenon  of  pruritus  ani  in  general, 
its  cause  or  causes,  we  have  made  tremendous 
strides  in  the  treatment  and  management  of  this 
terrible  affliction.  Pruritus  is  a symptom  of 
any  of  a number  of  different  conditions.  Where 
the  cause  or  causes  are  easily  ascertainable  and 
eliminated,  the  pruritus  is  quickly  and  com- 
pletely eliminated.  Unfortunately,  in  most 
cases,  by  the  time  the  patient  comes  to  us,  the 
initiating  factor  is  so  thoroughly  obscured  that 
it  is  impossible  to  identify  it  even  after  pro- 
longed investigation.  All  pruritus  is  said  to  be 
caused  by  psychic,  systemic,  or  local  factors. 
Usually  you  find  a combination  of  these. 

Within  my  allotted  time  it  is  impossible  to 
touch  on  the  psychic  or  systemic  factors.  Before 
proceeding  to  the  local  aspects  of  the  problem, 
let  me  remind  you  that  certain  drugs,  particularly 
bromides  and  phenobarbital,  control  both  lo- 
calized and  general  pruritus  to  a great  degree  by 
depressing  the  central  nervous  system.  Pheno- 
barbital is  particularly  useful  for  the  nocturnal 
type  of  anal  pruritus.  The  barbiturates,  how- 
ever, cause  a “hangover”  in  many  cases.  The 


newer  ataractic  and/or  nonbarbiturate  drugs  are 
preferred  at  the  present  time.  On  the  other 
hand,  since  caffeine  intensifies  the  central  per- 
ception of  pruritus,  coffee  and  tea  should  be  left 
out  of  the  patient’s  diet.  Alcoholic  beverages 
and  highly  seasoned  foods  should  also  be  excluded 
because  they  too  intensify  pruritus.  Carbohy- 
drates should  be  reduced  to  prevent  skin  hydra- 
tion which  may  in  turn  cause  skin  infection. 
All  sorts  of  external  irritants  must  be  removed. 
The  use  of  dry  toilet  paper  should  definitely  be 
interdicted  because  it  is  abrasive;  it  should  be 
replaced  by  moist  cotton  or,  if  possible,  a shower. 
Detergents  should  be  used  instead  of  soaps  or 
other  alkalies.  I prefer  the  detergents  in  cake 
form  to  the  liquids  because  the  patients  can  han- 
dle them  better.  Where  the  perianal  irritation 
is  initiated  through  contact  with  irritating  feces 
or  feces  containing  proteolytic  enzymes  or  in- 
jurious hydrocarbons,  the  perianal  skin  must  be 
protected  against  this  contact.  This  can  easily 
be  accomplished  by  the  topical  application  of  any 
bland  ointment  just  before  defecation,  the  excess 
being  removed  afterwards.  This  simple  yet 
effective  form  of  treatment,  I might  mention  as  a 
matter  of  historic  interest,  was  introduced  by  a 
thoracic  surgeon,  Howard  Lilienthal. 

Some  of  the  well-known  and  relied  on  drugs  of 
yesterday  are  not  in  current  use.  I refer  to  the 
topical  application  of  drugs  such  as  the  cocaine 
derivatives,  many  of  which  are  not  on  the  market 
today — menthol,  phenol,  resorcinol.  These  drugs 
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are  strong  allergens  and  should  not  be  used. 
The  injection  of  long-acting  anesthetic  solutions 
is  not  desirable.  When  first  introduced  in 
proctology,  they  were  heralded  as  a distinct  ad- 
vance. Today  we  know  better.  They  are  un- 
necessary in  the  treatment  of  simple  pruritus,  and 
in  refractory  pruritus  they  are  unsatisfactory  and 
may  be  dangerous.  They  may  produce  sequelae 
such  as  hyperesthesias  and  paresthesias  which 
in  some  cases  are  far  worse  than  the  original 
pruritus,  as  well  as  such  complications  as  perianal 
and  perirectal  suppurations  and  necrosis  which 
require  surgical  intervention. 

The  topical  application  of  antihistaminic 
drugs  in  concentrations  between  1 and  3 per  cent 
is  useful  in  a small  percentage  of  patients  who 
have  pruritus  that  does  not  respond  to  other 
forms  of  treatment.  In  this  manner  a high  con- 
centration of  the  drug  is  applied  to  the  small 
perianal  area  without  causing  systemic  side- 
effects.  However,  the  topical  application  of 
these  drugs  is  attended  by  a considerable  (6  to 
10  per  cent)  incidence  of  contact  dermatitis. 
The  hydralamines  (amino  acids)  have  been  in- 
effective. 

The  topical  application  of  derivatives  of  the 
nontoxic  lower  fatty  acids  as  the  sole  treatment 
in  those  who  do  not  respond  to  other  simple 
forms  of  therapy  is  useful  in  a good  many  patients. 
These  drugs  are  antiseptic  and  fungicidal.  Their 
fungicidal  properties  are  such  that  they  prompted 
me  to  give  up  all  the  hitherto  well-tried  messy 
dyes,  such  as  gentian  violet  or  carbol-fuchsin. 
The  fatty  acids  are  extremely  useful  in  the  treat- 
ment of  pruritus  in  the  senescent  patient  whose 
skin  shows  either  reduction  or  complete  absence 
of  the  naturally  occurring  fatty  acids.  For  these 
patients  the  fatty  acids  act  as  replacement  ther- 
apy. Finally,  this  group  of  drugs  (as  well  as 
the  more  recently  introduced  mycostatin)  is 
extremely  useful  as  a topical  application  for  the 
treatment  of  pruritus  that  follows  or  is  caused  by 
the  oral  administration  of  antibiotic  drugs. 

Hyperhydrosis  may  either  initiate  or  perpet- 
uate simple  or  refractory  pruritus.  It  in  turn  is 
caused  by  the  hyperactivity  of  the  apocrine  sweat 
glands,  of  which  the  perianal  area  and  the  vulva 
contain  an  abundance.  It  can  either  be  con- 
trolled or  eliminated  by  the  oral  administration 
of  the  newer  anticholinergic  drugs,  such  as  Pro- 
Banthine  or  Prantal.  When  they  fail,  irradiation 
will  usually  accomplish  the  desired  effect. 

While  on  the  subject  of  irradiation,  I should 


mention  that  this  form  of  treatment  is  perfectly 
good  for  patients  who  have  failed  to  respond  to 
other  simple  forms  of  treatment,  provided  it  is 
used  in  fractional  doses  for  a total  of  not  more 
than  600  r.  When  this  fails  or  produces  relief 
of  only  short  duration,  it  should  not  be  repeated 
because  additional  doses  will  not  relieve  the 
pruritus  and  may  render  the  perianal  skin  re- 
sistant to  other  treatment.  In  some  cases  ex- 
cess radiation  may  of  course  produce  malignant 
degeneration. 

There  is  agreement  among  clinicians  that  ano- 
rectal lesions  which  produce  an  irritating  dis- 
charge or  ulcerations,  such  as  fissures,  sinuses,  or 
fistulas,  are  causative  and  should  be  removed. 
There  is,  however,  complete  lack  of  agreement  as 
to  whether  such  lesions  as  hemorrhoids,  redun- 
dant perianal  skin  tabs,  or  inflammation  of  the 
preformed  anal  structure  like  cryptitis  and 
papillitis  are  causative  and  should  be  removed. 
It  has  been  my  policy  for  at  least  the  past  decade 
to  remove  all  anorectal  lesions  in  pruritus  regard- 
less of  their  etiologic  importance,  provided  the 
patient  has  failed  to  respond  to  simple  treat- 
ment. I adopted  this  procedure  because  in  the 
preparation  of  patients  with  intractable  pruritus 
for  radical  therapy  it  was  first  necessary  to  re- 
move these  lesions,  including  the  redundant  skin. 
I found  that  at  least  35  per  cent  of  patients  with 
the  most  severely  intractable  pruritus  had  com- 
plete or  substantial  relief  from  the  removal  of 
such  lesions,  making  further  treatment  unneces- 
sary. The  policy  of  eliminating  proctologic 
lesions  accompanying  pruritus  is  the  result  of 
my  growing  experience  and  was  adopted  after 
carefully  trying  out  alternative  therapeutic 
methods. 

As  to  the  more  radical  forms  of  treatment,  we 
have  two  types,  surgical  and  chemical.  The 
sleeve  resection  of  the  entire  perianal  skin 
is  a mutilating  operation,  one  that  produces  pro- 
longed and  painful  convalescence  and  a ques- 
tionable end  result  and,  therefore,  in  my  opinion 
should  not  be  used.  This  is  a good  operation 
used  for  the  wrong  purpose.  The  anoplasty 
described  by  Forrester  Young  is  a simpler  op- 
eration and  will  accomplish  the  same  result. 
The  old  operation  of  Ball,  better  known  as  the 
undercutting  operation,  is  not  a practical  proce- 
dure because  it  gives  only  temporary  results.  The 
patients  return  within  three  to  six  months  after 
the  operation  with  the  same  intensity  of  pruritus 
they  had  before.  It  has  one  redeeming  feature 


May  15,  1957 


1779 


CORNELL  CONFERENCES  ON  THERAPY 


in  that  it  sometimes  breaks  the  vicious  cycle  of 
the  itch-scratch.  However,  this  can  be  accom- 
plished by  more  simple  means.  On  the  other 
hand,  the  cloverleaf  operation,  which  consists 
of  the  removal  of  four  or  more  blocks  of  perianal 
skin,  is  useful  and  is  employed  by  some  for  all 
types  of  pruritus.  I have  used  it  in  the  treat- 
ment of  intractable  pruritus  not  associated  with 
cutaneous  change.  I am  not  kidding  myself — 
I know  that  the  results  following  this  operation 
may  be  ascribed  to  a large  degree  to  a psycho- 
therapeutic effect.  As  far  as  I was  concerned 
and  as  far  as  that  group  of  patients  was  con- 
cerned, I was  at  the  end  of  my  therapeutic  rope 
and  had  nothing  else  to  offer.  Anogenital 
pruritus  may  not  end  life,  but  it  certainly  can 
ruin  it. 

There  are  several  chemical  methods  of  treat- 
ment. In  1916  Harvey  Stone  of  Baltimore  in- 
troduced the  subcutaneous  injection  of  ethyl 
alcohol.  This  procedure  still  has  merit  but,  if 
used  improperly,  may  result  in  superficial  or  deep 
slough.  Fortunately  it  is  easy  to  carry  out. 
There  are  some  modifications  of  the  Stone  method 
which  are  extremely  dangerous,  particularly  the 
Buie  modification  from  which  sloughs,  super- 
ficial and  deep  perianal  and  perirectal  suppura- 
tion, and  contracture  of  the  anal  canal  have  re- 
sulted. The  latter  requires  corrective  surgery. 
I believe  the  Buie  method  should  be  abandoned 
and  forgotten. 

Another  method  is  the  introduction  of  some 
chemical  into  the  corium,  known  as  tattooing. 
The  best  drug  for  this  purpose  is  cinnabar  or 
mercury  sulfide.  The  method  is  completely 
useless  in  the  management  of  pruritus  not  as- 
sociated with  skin  changes.  But  it  is  extremely 
useful  in  intractable  pruritus  associated  with 
lichenification  of  the  skin,  particularly  of  the 
moist  type.  Here  the  grayish,  discolored,  thick- 
ened, leathery  type  of  perianal  skin  may  be  as- 
sociated with  superficial  Assuring  and  erosions. 
Untoward  reactions  are  rare.  Relief  with  this 
method  is  prompt  in  the  presence  of  lichenifica- 
tion of  the  skin  but  in  the  absence  of  anorecto- 
colonic  disease.  Histologic  examination  of  the 
skin  a decade  after  tattooing  with  mercury  sul- 
fide has  thus  far  failed  to  disclose  evidence  of 
foreign  body  giant  cell  reaction. 

In  recent  years  corticotropin  or  ACTH,  corti- 
sone, and  hydrocortisone  have  been  introduced 
for  treatment  of  anogenital  pruritus.  My  expe- 
rience with  corticotropin  is  similar  to  that  of 


others.  Like  tattooing  it  has  no  value  for 
pruritus  without  skin  changes,  and  also  like  tat- 
tooing it  is  highly  useful  in  pruritus  that  is  as- 
sociated with  skin  changes,  particularly  the  moist 
type  of  lichenification.  It  is  indispensable  in 
acute  exacerbations  of  pruritus  for  which  we  have 
no  other  drug  which  gives  the  prompt  relief  that 
this  one  does,  particularly  by  intravenous  injec- 
tion. However,  in  most  cases  the  relief  lasts 
only  for  the  period  of  treatment.  In  some  it 
continues  for  two  or  three  weeks  and  in  a few  for 
months.  I now  have  several  patients  who  have 
been  benefited  for  as  long  as  five  weeks  following 
the  discontinuance  of  corticotropin.  The  re- 
sults following  the  parenteral  administration  of 
corticotropin  are  far  superior  to  those  after  the 
oral  administration  of  cortisone  or  hydrocorti- 
sone. Hydrocortisone  is  now  available  in  oint- 
ment and  lotion  form  so  that  it  need  no  longer  be 
injected  under  the  lichenified  skin. 

Hydrocortisone,  free  alcohol  or  acetate,  ap- 
plied topically  is  of  no  value  in  pruritus  not  as- 
sociated with  skin  changes;  this  also  applies  to 
the  other,  now  available  hydrocortisone  com- 
pounds or  analogs.  It  acts  well  for  a while  in 
cases  of  anogenital  pruritus  associated  with 
definite  moist  lichenification.  After  about  two 
or  three  weeks  its  action  ranges  from  erratic  to 
nil.  Occasionally  it  has  no  effect  even  in  this 
group  of  favorable  cases.  Allergic  sensitization 
dermatitis  has  not  been  observed.  Used  in  a 
cream  base,  hydrocortisone  does  not  “sting, 
stink,  or  stain.”  Although  unusual  claims  have 
been  made,  this  drug  has  definite  limitations 
that  should  be  well  understood.  The  steroid 
hormones  are  not  curative  of  pruritus  just  as 
they  are  not  curative  of  anything  else.  Within 
its  limitations  this  drug  is  very  useful.  It  does 
relieve  itching  in  a certain  class  of  patients.  By 
providing  temporary  relief  it  affords  the  clinician 
an  opportunity  to  institute  rational  and  effective 
measures  to  control  the  underlying  and  precipitat- 
ing factors  in  pruritus.  Patients  in  whom  corti- 
cotropin or  the  steroids  give  immediate  relief 
are  also  suitable  for  tattooing  with  mercury 
sulfide  with  a view  to  obtaining  permanent  re- 
sults. 

This,  gentlemen,  is  my  experience.  If  I ap- 
pear dogmatic,  I can  assure  you  it  is  not  inten- 
tional; I know  I have  been  wrong  in  the  past. 
Thank  you  very  much. 

Dr.  Nickel:  Thank  you.  And  now,  Dr. 
Gold,  could  you  enlighten  us  as  to  the  mechanism 
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of  action  of  corticotropin  in  this  disease?  Can 
you  explain  how  it  works? 

Dr.  Harry  Gold:  I don’t  have  any  special 
knowledge  or  experience  in  this  matter.  I 
imagine  it  would  exert  the  same  kind  of  action 
that  it  does  in  most  other  things  for  which  it  is 
used,  namely,  an  anti-inflammatory  effect.  I 
don’t  know  whether  that  can  be  correlated  with 
Dr.  Turell’s  finding  that  only  those  cases  that 
have  distinct  changes  are  the  ones  that  respond 
to  corticotropin.  What  do  you  think,  Dr. 
Turell? 

Dr.  Turell:  I don’t  know  the  mechanism, 
but  I believe  you  are  right. 

Dr.  Gold:  An  interesting  thought  comes  to 
mind  in  this  connection,  concerning  some  experi- 
ments in  which  rats  were  excited  and  developed 
hemorrhages  and  inflammatory  reactions  in  the 
bowel.  When  the  animals  were  treated  with 
cortisone  and  then  excited,  they  did  not  develop 
these  lesions.  Now  if  the  itch  is  really  not  in 
the  anogenital  region  but  up  in  the  brain,  I could 
easily  see  how  the  corticosteroids  might  function. 

Dr.  Nickel:  Dr.  Cattell,  do  you  have  any 
thoughts  on  this  subject? 

Dr.  McKeen  Cattell:  I might  extend  what 
Dr.  Gold  said  to  the  extent  of  mentioning  that 
the  steroids  are  effective  against  the  action  of 
histamine  and  frequently  against  the  allergic 
reactions  which  are  attributed  to  histamine. 

Dr.  Nickel:  Dermatologists  seem  to  agree 
that  x-ray  therapy  is  effective  in  the  treatment  of 
this  condition  but  that  it  should  be  used  with 
caution.  Many  of  these  patients  get  relief  from 
x-ray  initially  and  then  have  an  exacerbation 
and  go  to  their  own  or  another  physician  to  ask 
for  more  x-ray  because  it  worked  so  well.  They 
are  refused  the  treatment  because  of  the  dosage 
limitation,  so  they  go  to  another  doctor  and  ask 
for  x-ray  therapy  without  mentioning  the  fact 
that  they  have  received  it  before.  Thus,  they 
get  repeated  doses  of  x-ray  therapy  which  greatly 
aggravates  the  condition. 

I wonder  if  Dr.  Lewis  would  tell  us  something 
about  his  experiences  in  the  treatment  of  this 
disease.  I am  sure  he  has  seen  many  cases. 

Dr.  George  M.  Lewis:  I think  the  subject 
has  been  very  well  covered,  and  I agree  with 
everything  Dr.  Turell  has  said.  I don’t  think 
any  two  practitioners  treat  pruritus  ani  in  the 
same  way.  I believe  a thorough  physical  ex- 
amination of  these  patients  is  important.  The 
diagnosis  of  pruritus  ani  should  not  be  made  by 


the  history  alone  because  pruritus  in  the  anal 
region,  which  is  not  quite  the  same  as  pruritus 
ani,  may  also  indicate  a systemic  disease.  One 
should  be  aware,  for  instance,  that  the  patient 
could  have  nephritis,  liver  disease,  or  carcinoma. 

In  certain  respects  I would  differ  mildly  with 
Dr.  Turell’s  schema.  In  the  first  place  itch  is 
sometimes  not  bad  for  a patient.  That  may  seem 
rather  heartless,  but  we  know  that  if  you  cure  a 
pruritus  ani  abruptly,  the  patient  may  proceed 
to  acquire  some  other  condition,  perhaps  one  that 
is  worse  or  harder  to  handle.  Just  dwelling  on 
that  thought  for  a moment,  we  might  say  then 
that  using  hydrocortisone  ointment,  which  is  to 
me  almost  a miracle  drug  in  this  location,  is  per- 
haps not  the  best  kind  of  treatment.  Perhaps 
we  should  get  the  patient  slightly  or  mostly 
better,  but  not  completely  well,  allowing  him  to 
have  some  symptom  which  may  be  an  emotional 
outlet.  I am  not  a psychiatrist,  but  I believe  we 
all  have  to  use  psychiatric  skills  in  the  treatment 
of  pruritus  ani. 

Antihistamine  therapy  is  very  valuable,  and  I 
agree  that  in  many  instances  its  topical  use  may 
be  curative.  I like  to  give  the  drug  by  mouth, 
realizing  that  in  doing  so  there  is  the  chance  of 
producing  side-reactions,  but  antihistamine  drugs 
are  safe  for  the  most  part.  Although  all  manner 
of  mild  side-reactions  have  been  described, 
after  a thorough  search  I have  found  no  clear- 
cut  case  on  record  of  blood  dyscrasia  or  other 
serious  reaction.  Cases  that  are  reported  as 
such  are  not  well  authenticated,  and  there  are 
thousands  and  thousands  of  patients  who  have 
been  treated  with  antihistamines,  so  one  is 
fairly  secure  in  giving  those  drugs. 

The  points  Dr.  Turell  mentioned  in  regard  to 
ruling  out  contact  dermatitis  are  important. 
Such  things  as  colored  toilet  paper,  nylon  shorts, 
etc.,  can  contribute  to  pruritus  in  the  anal  re- 
gion and  must  be  ruled  out. 

Dr.  Nickel:  Do  you  recommend  x-ray  ther- 
apy in  the  treatment  of  any  of  these  patients? 

Dr.  Lewis:  I seldom  give  x-ray  immediately. 
I use  it  as  Dr.  Turell  mentioned.  In  the  selected 
case  I think  a short  course  of  four  to  six  super- 
ficial x-ray  treatments,  75  r at  a time,  is  often 
fairly  effective,  but  I prefer  to  start  with  other 
remedies  when  they  are  available. 

Dr.  Gold:  How  often  does  it  happen  that  a 
person  who  complains  of  pruritus  ani  turns  out 
to  have  pinworms? 

Dr.  Lewis:  I think  Dr.  Turell  might  answer. 
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Dr.  Turell:  About  3 per  cent  in  children, 
probably  less  than  1 per  cent  in  adults. 

Dr.  Nickel:  What  are  the  offending  worms 
usually? 

Dr.  Turell:  Enterobius  vermicularis — pin- 
worm. 

Dr.  Seymour  H.  Rinzler:  Dr.  Turell  men- 
tioned certain  detergents  and  fats  to  be  used. 
Do  they  have  trade  names? 

Dr.  Turell:  Yes,  they  do.  Lowila  is  one; 
pHisoderm  is  another. 

Dr.  Gold:  What  are  their  chemical  constit- 
uents? 

Dr.  Lewis:  Sodium  laurate. 

Visitor:  I would  like  to  ask  Dr.  Turell  what 
percentage  of  these  cases  of  pruritus  ani  are  due 
to  mycotic  infection?  I think  Beggan  said  that 
50  per  cent  of  the  cases  he  sees  have  a fungus  as 
the  etiologic  agent. 

Dr.  Turell:  The  reports  in  the  literature 
range  from  0 to  100  per  cent.  In  the  south  it 
appears  to  be  common.  About  fifteen  years  ago 
we  were  interested  in  this  problem  and  did 
scrapings  on  pruritus  vulvae  with  the  late  Dr. 
Geist.  We  found  fungi  in  less  than  Vs  of  1 per 
cent  of  the  patients.  Possibly  patients  may 
have  fungous  infections  without  our  being  able 
to  detect  them.  Occasionally  one  runs  into  a 
Monilia  infection  in  an  undetected  diabetic.  Of 
course,  since  the  recent  introduction  of  the  orally 
administered  antibiotic  drugs,  we  do  see  some 
yeast  infections  which  respond  to  antifungicidal 
drugs.  I think  that  in  this  part  of  the  country 
fungous  infections  as  the  cause  of  pruritus  must 
be  an  insignificant  factor.  Would  you  agree, 
Dr.  Lewis? 

Dr.  Lewis:  Yes,  I would  go  further.  I would 
say  that  when  there  is  itching  with  Monilia,  one 
has  moniliasis,  not  pruritus  ani. 

Dr.  Nickel:  I wonder  if  Dr.  Rosen  would 
touch  on  the  general  medical  conditions  that  are 
associated  with  pruritus  ani  in  everyday  hospital 
practice? 

Dr.  Rosen:  There  are  several  conditions  as- 
sociated with  generalized  pruritus,  most  dis- 
tressing in  the  anorectal  region,  which  include 
systemic  lymphomas,  lymphoblastomas,  Hodg- 
kin’s disease,  and  lymphosarcoma.  The  met- 
abolic disorder  in  diabetes  predisposes  to  pruritus 
even  without  secondary  skin  infection,  and  of 
course  in  uremia  generalized  pruritus  is  a common 
complaint.  In  obstructive  jaundice  there  may 
be  bilirubin  retention  with  deposition  in  the  skin 


causing  pruritus. 

Dr.  Nickel:  Is  pruritus  not  associated  with 
hepatitis  and  jaundice? 

Dr.  Rosen:  Yes,  it  is. 

Dr.  Nickel:  Why  did  you  stress  obstructive 
jaundice? 

Dr.  Rosen:  It  is  said  that  obstructive  jaun- 
dice predisposes  to  pruritus  and  hepatitic  jaundice 
does  not.  I don’t  think  that  is  true.  You  are 
perfectly  right;  hepatitis  may  have  associated 
generalized  pruritus,  but  it  occurs  much  less 
often  than  does  obstructive  jaundice. 

Dr.  Gold:  I am  rather  struck  by  the  expe- 
rience that  cutting  out  the  entire  itchy  area  by 
rather  radical  operation  failed  to  eliminate  the 
symptom.  The  itch  recurred,  did  it  not,  Dr. 
Turell? 

Dr.  Turell:  Yes. 

Dr.  Gold:  Which  proves,  I think,  that  the 
itch  isn’t  where  it  pretends  to  be. 

Dr.  Nickel:  Are  you  suggesting  that  a lo- 
botomy  be  performed  rather  than  local  excision 
of  the  nerves? 

Dr.  Gold  : I wouldn’t  go  that  far.  I do  think, 
however,  that  we  might  do  well  to  keep  in  mind 
at  all  times  the  emotional  aspects  of  this  illness. 

Dr.  Nickel:  There  are  certain  metabolic 
diseases  that  are  associated  with  pruritus. 
Diabetes  mellitus  is  one  of  them.  Jaundice  is 
another.  Obesity  is  said  to  be  another  one.  I 
wonder  if  there  is  any  connection  between  these 
three  diseases  and  the  production  of  pruritus, 
any  physical  or  chemical  reason  why  pruritus  is 
associated  with  these  metabolic  disturbances. 
There  must  be  others  that  I can’t  think  of  at  the 
moment.  Dr.  Cattell,  can  you  enlighten  us? 

Dr.  Catell:  That  is  a difficult  question  as 
long  as  we  don’t  understand  the  factor  in  those 
diseases  which  causes  the  itching.  I think  in  the 
case  of  diabetes  it  is  attributed  to  the  high  blood 
sugar,  but  I know  of  no  convincing  evidence. 

Dr.  Nickel:  Dr.  Gold,  do  you  have  any  ex- 
planation for  it? 

Dr.  Gold:  I wonder  whether  pruritus  ani  is 
not  such  a widespread  condition  that  we  may 
simply  be  seeing  lots  of  patients  with  two  dis- 
tinct diseases,  pruritus  ani  and  another  disease 
too. 

Dr.  Nickel:  I think  that  may  be  perfectly 
true,  which  brings  me  to  the  point  that  I see  the 
simpler  forms  of  pruritus  ani.  I think  that 
probably  nine  out  of  ten  people  have  suffered  at 
one  time  or  another  from  pruritus  ani.  I also 
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see  the  most  complicated  forms  of  pruritus  ani. 
I rarely  see  the  in-between  cases.  It  seems  to 
me  that  the  simpler  form  is  merely  due  to  poor 
hygiene.  Do  you  agree  with  that,  Dr.  Turell? 

Dr.  Turell:  Yes,  sir. 

Dr.  Nickel:  And  frequently  if  the  poor  hy- 
giene is  corrected,  the  pruritus  disappears. 

Dr.  Turell:  But  this  statement  must  be 
qualified.  There  are  certain  patients  who  are  so 
meticulous  about  their  hygiene  that  they  ac- 
tually use  toilet  paper  in  a manner  that  the 
carpenter  uses  sandpaper.  They  set  up  irrita- 
tion. I think  a patient  must  be  made  to  under- 
stand that  that  area  can  take  a certain  amount  of 
fecal  staining  and  just  forget  about  that  fact. 

Dr.  Nickel:  A simple  itch,  with  which  all 
of  us  are  sometimes  afflicted,  can  be  converted 
into  a very  complicated  disease  just  by  trauma 
applied  by  the  individual  himself  plus  over- 
treatment. 

Dr.  Turell:  That  is  right. 

Dr.  Nickel:  Or  poor  treatment? 

Dr.  Turell:  Yes. 

Dr.  Nickel:  It  then  gets  to  be  a very  com- 
plicated condition  which  will  not  yield  to  any 
sort  of  treatment.  We  call  it  idiopathic  pruritus, 
although  it  may  have  had  a very  benign  begin- 
ning. 

Dr.  Turell:  I would  like  to  comment  on  Dr. 
Lewis’  remark  concerning  examination  of  the 
patient.  It  is  true  that  these  patients  seldom  are 
examined  thoroughly.  This  is  particularly  un- 
fortunate in  patients  with  perianal  manifestations 
of  a generalized  dermatologic  illness,  such  as 
psoriasis  or  neurodermatitis.  Unless  the  patient 
is  examined,  such  conditions  are  missed. 

While  I am  on  the  subject  of  examination,  let 
me  point  out  that  a comprehensive  proctologic 
examination  should  be  included.  In  the  last 
seven  years  I have  encountered  two  cancers  of 
the  rectum,  one  malignant  polyp,  and  four 
benign  adenomas  in  patients  who  had  been 
treated  for  pruritus  ani.  None  of  them  had  had  a 
digital  rectal  examination,  and  both  cancers 
could  be  palpated  with  my  own  short  finger. 

I agree  with  Dr.  Lewis  that  many  patients 
need  some  pruritus  to  meet  a psychologic  need. 
We  have  patients  who  have  pruritus  without 
skin  manifestations.  I know  very  well  they 
are  neurotics,  although  I don’t  know  enough 
psychiatry  to  label  them  more  precisely.  They 
utilize  the  itching,  the  perpetuation  of  which 
seems  to  serve  an  important  psychodynamic 


function.  One  soon  learns  to  recognize  them, 
but  I can’t  tell  you  how  to  spot  such  a patient. 

Dr.  Gold:  More  important  than  the  doctor’s 
being  able  to  see  it  is  to  enable  the  patient  to 
see  it.  I think  that  is  where  the  real  problem 
lies.  The  doctor  can  fairly  easily  spot  the 
neurotic  patient  who  is  making  use  of  an  itch 
for  some  purpose  which  is  not  clear  to  him,  but 
it  then  becomes  a long  drawn  out  process  to  teach 
the  patient  to  realize  what  it  is  all  about.  I 
wonder  whether  these  people  should  not  be  sent 
to  the  psychoanalyst. 

Dr.  Lewis:  I would  like  to  add  that  in  this 
type  of  patient  one  has  to  be  careful  not  to 
overtreat  the  condition.  One  should  avoid 
giving  them  strong  drugs  which  might  have  a 
slight  antipruritic  effect  but  which  are  irritating 
to  that  area.  As  Dr.  Turell  mentioned,  the 
patient  is  apt  to  shop  around  and  get  into  the 
hands  of  people  who  do  not  take  an  adequate 
history.  They  get  into  trouble,  and  they  get 
radiodermatitis  and  other  complications. 

Dr.  Gold:  Dr.  Lewis,  do  you  feel  as  strongly 
as  Dr.  Turell  about  the  use  of  local  anesthetics 
even  for  a short  time? 

Dr.  Lewis:  I am  afraid  that  is  one  area  where 
I differ  with  Dr.  Turell.  I occasionally  use 
0.5  per  cent  menthol  plus  0.5  per  cent  phenol  in 
an  ammonia  base.  It  affords  relief  for  a half 
hour  to  an  hour.  I seldom  see  any  sensitization 
from  it.  I don’t  use  it  routinely,  but  there  are 
certain  times  when  I think  it  is  helpful. 

Dr.  Gold  : What  about  the  new  local  procaine 
anesthetic  ointment?  Do  you  ever  use  it? 

Dr.  Lewis:  I think  that  is  what  Dr.  Turell 
referred  to  as  highly  sensitizing.  One  gets  into 
trouble  with  it,  so  I don’t  use  it. 

Dr.  Turell:  I have  seen  many  reactions 
from  it. 

Dr.  Nickel:  I want  to  thank  you  gentlemen 
for  this  discussion.  It  is  just  good  medicine,  as 
Dr.  Turell  and  Dr.  Lewis  have  pointed  out,  to 
give  the  patient  a thorough  physical  examination, 
even  though  the  lesion  appears  to  be  localized  in 
a very  small  area. 

Summary 

Dr.  Solomon  Garb:  The  management  of 
pruritus  ani  has  been  considered  from  the  view- 
point of  the  proctologist,  the  dermatologist,  the 
pharmacologist,  and  the  internist.  There  ap- 
pears to  be  agreement  as  to  the  nature  of  the 


May  15,  1957 


1783 


CORNELL  CONFERENCES  ON  THERAPY 


problem  and  the  measures  to  be  followed.  It 
was  pointed  out  that  pruritus  ani  should  always 
be  approached  in  its  relationship  to  the  whole 
patient  and  that  a complete  physical  examination 
is  essential.  Psychologic  factors  underlying  this 
condition  were  emphasized,  and  it  was  stated  that 
in  some  patients  the  pruritus  serves  an  uncon- 
scious need.  In  such  cases  it  may  be  best  to 
avoid  a complete  cure  lest  some  other  symptom, 
harder  to  handle,  be  substituted.  Types  of 
therapy  considered  included  local  and  parenteral 
medication,  tattooing,  surgery,  and  radiation. 
The  dangers  of  overtreatment  by  patient  or 
physician  were  discussed  and  the  importance  of 
sensible  hygiene  stressed.  Some  differences  of 
opinion  developed  as  to  the  value  of  local 


anesthetics. 

Surgical  measures  may  be  of  little  value,  but 
the  removal  of  concomitant  anorectocolonic 
lesions  that  produce  discharge  was  advised.  The 
benefits  and  dangers  of  x-ray  therapy  were  ex- 
amined. Small  doses  of  x-ray  may  be  helpful, 
while  repeated  exposure  may  aggravate  the 
itch  and  subject  the  patient  to  the  hazard  of 
radiodermatitis.  It  was  pointed  out  that  pa- 
tients may  conceal  the  facts  when  questioned 
about  previous  x-ray,  and  therefore,  it  is  best  not 
to  use  this  type  of  treatment  initially  or  if  there  is 
suspicion  of  previous  x-ray  treatment.  The 
value  of  tattooing  the  perianal  skin  with  mer- 
cury sulfide  in  intractable  pruritus  associated 
with  lichenification  was  brought  out. 


Parenteral  Trypsin  Therapy  for  Thrombophlebitis,  Thromboembolism,  and 
Chronic  Venous  Occlusion  of  the  Lower  Extremities 


After  observing  results  in  a series  of  32  patients, 
Drs.  Antony  J.  Pulisi,  Albert  W.  Hartman,  and 
Warner  F.  Bowers,  at  the  Brooke  Army  Hospital, 
Fort  Sam  Houston,  Texas,  concluded  that  parenteral 
trypsin  is  simpler  and  safer  than  anticoagulant 
therapy  in  managing  thrombophlebitis,  thromboem- 
bolism, and  postphlebitic  syndromes.  Also,  tryp- 
sin does  not  demand  the  close  laboratory  checkups 
during  treatment;  moreover,  other  investigators 
report  fewer  instances  of  embolization  and  post- 
phlebitic complications. 

In  the  experience  of  the  authors  deep  intramus- 
cular injection  was  the  preferred  method  of  admin- 


istration. They  considered  the  intramuscular  route 
preferable  to  the  intravenous  because  of  the  former’s 
ease  of  administration  and  fewer  local  reactions  at 
the  injection  site.  In  acute  thrombophlebitis  or 
embolism,  or  both,  the  responses  were  rapid  and 
favorable;  chronic  recurrent  thrombophlebitis  re- 
sponded well  also  but  not  so  rapidly.  In  cases  of 
postphlebitic  syndrome,  no  effect  was  noted.  In 
this  series,  morbidity  was  lower  and  hospitaliza- 
tion shortened.  There  were  no  severe  reactions  and 
from  a laboratory  standpoint  responses  were  not 
adverse. 

— Military  Medicine,  June,  1956 
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What  the  housewife  knows  about  nutrition, 
how  she  feeds  her  family,  where  she  ob- 
tains nutritional  information,  factors  associated 
with  her  efficiency  in  feeding  her  family-  were  de- 
termined for  two  New  York  State  cities  in  1953, 1 
for  Richmond,  Virginia,  in  1948, 2 and  for  Appo- 
mattox County,  Virginia,  in  1952. 3 These  stud- 
ies showed  that  the  performance  of  the  home- 
maker in  feeding  her  family  was  considerably 
better  than  her  knowledge.  A substantially 
higher  percentage  used  various  food  groups  in 
meals  than  knew  reasons  for  including  them. 
There  seemed  to  be  a consistent  relationship  be- 
tween amount  of  formal  education  and  knowledge 
of  nutrition.  Thus,  nutritional  information  was 
better  in  the  younger  age  group  which  included 
larger  numbers  of  homemakers  who  had  received 
more  formal  education.  Especially  was  this  true 
in  those  who  had  “studied  about  what  to  eat.” 
One  of  these  studies,1  in  which  the  sample  was 
carefully  planned,  determined  the  source  of  nu- 
tritional information.  On  answering  the  question, 
“Where  have  you  usually  gotten  information 
about  what  to  feed  your  family,”  mother  or  rela- 
tive headed  the  list,  and  magazines  and  newspa- 
pers came  next.  When  asked  specifically  about 
whether  information  had  been  received  from  each 
of  a series  of  sources  named,  magazines  and  news- 
papers still  were  at  the  top  of  the  list.  However, 
the  surprising  fact  revealed  was  that  in  the  study 
involving  the  survey  of  two  large  New  York 
State  cities,  physicians  were  ahead  of  other  pro- 


fessional persons  by  a wide  margin  as  sources  of 
nutritional  information  and  even  were  ahead  of 
radio  as  a source.1  Only  magazines,  newspapers, 
and  television  came  ahead  of  the  doctor  as  sources 
of  nutritional  information. 

A series  of  short  articles  has  appeared  on  this 
page  from  time  to  time  in  an  effort  to  keep  the 
doctor  informed  of  newer  developments  in  nu- 
tritional discoveries.  It  now  appears  especially 
important  that  the  physician  have  facts  at  his 
disposal  when  a patient  makes  an  inquiry  regard- 
ing nutrients,  their  sources,  and  the  various  re- 
quirements believed  necessary  for  health. 

In  a new  series  of  editorials  planned  for  this 
space  nutritional  information,  some  of  which  may 
be  new  to  physicians  and  important  for  his  patient 
to  know,  will  be  reviewed  by  members  of  the 
faculty  of  the  Graduate  School  of  Nutrition  at 
Cornell  University.  Special  attention  will  be 
given  to  nutrient  quality  equivalents  in  relation 
to  their  source  and  cost.  Our  source  of  food  sup- 
ply should  be  of  interest  to  doctors.  Much  has 
been  written  about  the  political  economic  factors 
revolving  around  our  food  surpluses.  How  often 
do  we  stop  to  think  of  what  would  happen  to  our 
economy  if  a medical  discovery  suddenly 
changed  our  systems  of  food  production,  food 
processing,  food  distribution,  and  food  consump- 
tion? For  example,  we  have  more  than  a thera- 
peutic stake  in  the  great  effort  currently  being 
made  to  solve  the  riddle  of  fats  as  related  to  the 
etiology  of  atherosclerosis. 
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Where  does  the  food  for  the  people  of  New 
York  State  come  from?  How  much  is  raised 
within  the  State?  How  much  do  we  depend  on 
other  areas  of  the  country  to  supplement  our 
food  supply?  Is  cost  necessarily  related  to  qual- 
ity? The  new  series  about  to  begin  on  these 
pages  will  include  a discussion  of  the  origins  of 
our  food  supply,  equivalent  sources  of  high-qual- 
ity protein,  and  the  varying  cost  depending  on 
the  source,  facts  all  of  us  should  know  when  advis- 
ing our  patients  on  food  intake  and  how  nutrients 
affect  our  total  health. 

Medicine  is  a fast-moving  discipline.  Its 
speed  of  movement  during  the  last  two  decades 
has  been  correlated  in  large  measure  with  funda- 
mental research  in  the  physical  and  biologic  sci- 
ences. Among  these  advances  discovery  of  the 


nutritional  requirements  of  the  cell  has  given 
great  impetus  to  therapeutic  trials,  often  result- 
ing in  a new  clinical  application.  Some  of 
these  have  been  reported  here  during  the  last 
decade.  The  new  series  will  continue  the  policy 
of  keeping  physicians  informed  of  newer  progress 
and  understanding  in  the  field  of  clinical  nutri- 
tion. 
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Acute  Pseudomembranous  Enterocolitis  in  the  Postoperative 

Patient 


Pseudomembranous  enterocolitis,  a known  entity 
for  over  fifty  years,  carries  a mortality  which  can  be 
significantly  reduced  by  prompt  identification  and 
vigorous  therapy,  both  “specific”  and  nonspecific. 
Although  most  frequently  observed  following  major 
procedures  on  the  digestive  tract,  it  may  occur 
after  any  operation.  In  the  16  cases  reviewed  in 
this  paper,  Drs.  Roger  E.  Weismann  and  Edward  B. 
Twitchell,  Hitchcock  Clinic,  Hanover,  New  Hamp- 
shire, report  five  mild  and  11  severe  cases.  Eight  of 
these  terminated  fatally,  representing  50  per  cent  of 
the  total  and  73  per  cent  of  the  severe  cases.  While 


some  investigators  believe  the  rising  incidence  may 
be  only  apparent,  these  authors  suspect  it  is  real  and 
note  striking  increase  in  frequency  in  the  last  four 
years.  Discussing  pathology,  etiology,  clinical 
picture,  and  treatment,  the  authors  suggest  the 
possible  implication  of  the  newer  broad  spectrum 
antibiotics,  pointing  out,  however,  that  as  a patho- 
logic entity  the  complication  existed  long  before  the 
era  of  modern  antibiotics.  Nevertheless,  they  feel 
more  discrimination  in  the  use  of  the  newer  anti- 
biotics is  indicated. 

— Annals  of  Surgery,  July,  1956 
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The  severe  and  sometimes  fatal  reactions  to  a 
single  insect  sting,  occurring  within  a mat- 
ter of  minutes,  are  of  interest  and  importance 
not  only  to  physicians,  but  also  to  hospital,  in- 
dustrial, and  first  aid  personnel.  Present  evi- 
dence indicates  that  such  a reaction  is  primarily 
allergic  in  nature;  hence,  prophylactic  immu- 
nization of  individuals  known  to  be  sensitive  to 
insect  stings  should  be  of  value.  It  is  the  pur- 
pose of  this  paper  (1)  to  review  briefly  the  prob- 
lem and  literature,  (2)  to  outline  a plan  for  im- 
munization of  sensitive  cases,  including  some 
clinical  data,  and  (3)  to  offer  a plan  for  emer- 
gency treatment  in  a case  of  anaphylactic  re- 
sponse to  insect  stings. 

Before  dealing  with  the  above  matters  spe- 
cifically, it  is  worth  while  to  point  out  that  the 
allergic  reactions  may  consist  of  urticaria,  an- 
gioneurotic edema,  rhinitis,  asthma,  and  vascular 
collapse,  singly  or  in  combinations.  While  a 
fatal  outcome  of  such  reactions  is  unusual,  it 
does  occur,  and  postmortem  data  provided  by 


the  New  York  State  Department  of  Health' 
confirm  an  allergic  type  of  reaction  in  three  such 
cases.  The  fact  that  one  sting  is  capable  of  pro- 
ducing an  anaphylactic  response  shows  the  al- 
lergic character  of  the  reaction.  When  such  a 
reaction  is  the  result  of  many  stings,  the  question 
arises  whether  it  is  primarily  allergic  or  a differ- 
ent, toxic  type  of  response. 

The  State  Health  Department  records  show 
that  three  deaths  from  stings  had  been  reported 
during  the  five  years  from  1950  through  1954  in 
the  State,  excluding  New  York  City. 

The  following  data  from  these  fatal  cases  show 
the  violence  of  the  response  in  very  sensitive 
individuals.  One  death  was  from  a wasp, 
another  from  a yellow  jacket,  and  the  third  from 
a bee  sting.  The  ages  of  the  victims  were  forty- 
six,  thirty-seven,  and  twenty-eight  years,  re- 
spectively. All  were  males.  Death  occurred  in 
two  cases  within  thirty  minutes.  The  duration 
of  illness  in  the  third  was  not  given. 

The  cause  of  death  in  the  first  case  was  re- 
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TABLE  I. — Reactions  to  Intradermal  Skin  Tests  with 
Insect  Extracts  in  Case  1 


Reaction  to- 

Protein  Nitrogen  Units  per  Cc. 
Insect  I 10  100 


Wasp  Negative  Slight  Marked 

Honey  bee  Negative  Slight  Moderate 

Yellow  jacket  Slight  Moderate  Marked 


corded  as  congestive  heart  failure  and  anaphy- 
lactic shock  due  to  wasp  sting.  Postmortem 
findings  in  the  second  case  included  “general 
visceral  congestion  with  petechial  hemorrhages 
due  to  toxemia  from  yellow  jacket  stings.” 
Other  significant  conditions  found  were  “acute 
gastroenteritis  and  myocarditis.”  Their  possible 
relation  to  the  stings  was  not  indicated.  The 
cause  of  death  in  the  third  case  was  reported  as 
suffocation  due  to  edema  of  the  larynx  from  bee 
sting. 

Fortunately,  such  extreme  sensitivity  is  rare. 
However,  the  degree  of  reaction  to  a sting  may 
increase  from  one  exposure  to  another,  and 
since  there  are  a fairly  sizable  number  of  persons 
mildly  sensitive  to  stings,  prophylactic  education 
of  these  individuals  is  also  worth  while.  An 
editorial  in  the  Journal  of  the  American  Medical 
Association  in  1954  made  suggestions  along  this 
line.2 

The  following  report  illustrates  the  problems 
under  discussion. 

Case  1. — Mr.  R.  J.  P.,  aged  fifty-three,  was  sub- 
ject to  urticaria  from  shellfish,  periodic  migraine, 
poison  ivy  sensitivity,  and  chronic  rhinitis.  His 
father  had  migraine.  In  1951  three  yellow  jacket 
stings  on  his  right  hand  were  followed  by  immediate 
swelling  of  the  entire  right  arm,  which  gradually 
subsided.  In  1953  he  was  stung  on  the  left  hand 
by  a wasp,  and  the  entire  arm  became  swollen,  and 
the  patient  felt  dizzy,  the  reaction  again  slowly  dis- 
appearing. In  July,  1954,  the  patient  was  stung  on 
the  left  wrist  by  a wasp.  The  arm  immediately 
became  swollen.  He  had  a strong  urge  to  defecate, 
and  as  he  reached  the  toilet,  he  lapsed  into  coma 
and  had  an  involuntary  bowel  movement  and  empty- 
ing of  the  bladder.  He  gradually  regained  con- 
sciousness and  recovered. 

The  reactions  to  intradermal  skin  tests  with  ap- 
proximately 0.015  cc.  of  extracts  of  powdered  whole 
bee,  wasp,  and  yellow  jacket  standardized  on  a 
protein  nitrogen  basis  are  listed  in  Table  I. 

The  patient  was  immunized  with  a schedule  of 
doses  comparable  to  those  used  in  a group  A pollen 
case,  that  is,  one  which  showed  a marked  skin  test 
with  an  extract  containing  10  protein  nitrogen  units 


TABLE  II. — Dosage  Schedule  for  Group  A Pollen  Case, 
Used  in  Case  1 


Dose  Number 

Number  of 
Protein  Nitrogen 
Units 

i 

5 

2 

10 

3 

15 

4 

25 

5 

35 

6 

50 

7 

75 

8 

125 

9 

175 

10 

250 

11 

350 

12 

500 

13 

650 

14 

800 

15 

1,000 

16 

1,200 

per  cc.  The  tests  suggested  that  this  man  should 
have  been  able  to  tolerate  a group  B schedule,  but 
because  of  a tendency  to  urticaria,  headache,  and 
large  local  reactions  from  the  injections,  a group  A 
schedule  of  doses  was  settled  on.  The  dosage 
schedule  for  a group  A case  is  shown  in  Table  II. 

The  immunization  is  being  maintained  with  a 
monthly  top  dose  of  approximately  1,200  protein 
nitrogen  units  of  yellow  jacket  and  600  protein 
nitrogen  units  each  of  wasp  and  bee  extract. 
Stronger  doses  give  excessive  local  reactions.  It  is 
planned  to  continue  the  monthly  year-round  top 
dosage  schedule  as  long  as  the  patient  shows  suffi- 
ciently positive  tests  by  yearly  retesting. 

Early  in  October,  1955,  the  patient  was  stung  on 
the  toe  by  a wasp  and  immediately  took  8 cc.  of 
elixir  of  Pyribenzamine  and  an  injection  of  0.5  cc. 
of  epinephrine  1:1,000.  Nothing  happened  except 
extreme  tremor  and  a headache  for  several  hours, 
thought  to  be  from  the  epinephrine.  There  was 
only  a slight  area  of  redness  and  itch  at  the  site  of 
the  sting  and  practically  no  swelling.  He  is  now 
willing  to  give  his  immunity  a real  clinical  trial 
without  other  therapy,  if  possible,  should  he  be 
stung  again. 

Several  other  cases  are  under  similar  perennial 
therapy.  One  young  man  of  sixteen  had  been 
stung  several  times  without  apparent  affect. 
In  1953  he  was  stung  by  a yellow  jacket  with  no 
reaction,  but  about  three  weeks  later,  after 
several  yellow  jacket  stings,  he  developed  an 
immediate,  generalized  angioneurotic  edema 
requiring  drastic  measures  for  symptomatic 
control,  including  epinephrine,  a tourniquet,  and 
antihistamines.  In  1955,  during  his  second 
year  of  perennial  immunization  therapy  against 
wasp,  yellow  jacket,  and  honey  bee,  this  pa- 
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tient  was  stung  by  a wasp  without  reaction  ex- 
cept a slight  wheal  at  the  sting  site. 

Dr.  Mary  Loveless  at  the  New  York-Cornell 
Medical  Center  has  been  doing  research  on  this 
problem.  In  work  she  reported  at  the  annual 
meeting  of  the  American  Academy  of  Allergy 
in  February,  1954,  to  be  published  along  with 
material  being  developed,  she  was  able  to 
demonstrate  protection  in  sensitive  patients 
from  a series  of  injections  with  suspensions 
containing  increasing  numbers  of  the  insects’ 
sting  sacs.  The  protection  has  been  confirmed 
by  a direct  challenge  when  the  patients  were 
willing  to  submit  to  an  actual  sting  from  a live 
insect.  Further  evidence  of  protection  was 
shown  by  Dr.  Loveless  in  the  demonstration  of  a 
specific  blocking  antibody  after  treatment  with 
the  sacs.3 

Of  biologic  interest4  in  this  problem  are  the  fol- 
lowing facts: 

1.  Entomologically  hornets  and  wasps  are 
identical. 

2.  Yellow  jackets  are  thought  to  have  the 
more  powerful  venom. 

3.  The  venom  consists  of  an  alkali  and  an 
acid  which  merge  at  the  base  of  the  stinger. 
Sometimes  only  one  factor  is  injected  in  the 
sting,  and  the  resultant  reaction  is  less  severe; 
also  the  proportions  vary. 

4.  While  the  wasp  food  is  largely  protein  and 
the  bee  food  is  nectar  and  honey,  there  is  thought 
to  be  very  little  difference  between  their  venoms. 

5.  When  the  bee  stings,  its  sac  is  pulled  from 
the  abdomen  and  the  insect  dies,  whereas  wasps 
and  yellow  jackets  may  sting  again  and  again. 

6.  Yellow  jackets. make  their  nests  in  the 
ground  or  adjacent  thereto  such  as  in  rock 
piles.8  Wasps  make  their  nests  in  higher  places 
such  as  ceilings.  Their  nests  are  conical  or 
ball  shaped. 

Previous  immunologic  and  allergic  studies  on 
extracts  of  insects  and  their  stings6-10  seem  to 
indicate  that  there  is  little  if  any  demonstrable 
difference  in  reactivity  between  extracts  made 
from  the  abdomen  containing  the  sting  sac  (in 
the  bee)  and  those  from  the  anterior  part  of  the 
body.  Likewise,  in  mosquitoes  extracts  made 
from  the  head  and  thorax  containing  the  salivary 
glands  differ  little,  if  at  all,  in  reactivity  from  those 
of  the  rest  of  the  body.  In  view  of  the  above 
and  since  separating  sting  sacs  from  the  other 
body  structures  is  difficult  and  the  sac  wall  re- 
mains anyway,  extracts  from  the  entire  insects 


seem  more  practical,  particularly  when  satis- 
factory protection  is  obtained  by  that  method. 
On  the  basis  of  such  findings,  insect  extracts  are 
standardized  for  clinical  use  according  to  their 
protein  content.  The  difficulty  of  obtaining 
sufficient  pure  venom  for  use  alone  in  extracts  is 
easily  appreciated. 

Since  a single  bee  or  wasp  sting  in  a very 
sensitive  individual  may  be  sufficient  to  cause 
death  in  a matter  of  minutes,  it  is  most  impor- 
tant that  the  patient  and  his  physician  have  a 
plan  of  procedure  ready  should  the  emergency 
arise.  Patients  known  to  be  extremely  sensitive 
to  stings  should  be  thoroughly  instructed  and 
provided  with  remedial  drugs  and  measures  for 
immediate  use,  even  before  summoning  the 
physician. 

As  an  adequate  emergency  program  for  such  a 
patient,  a small  kit  should  be  prepared,  con- 
taining an  ampul  of  epinephrine  1:1,000,  a vial 
of  injectable  antihistamine,  a tourniquet  large 
enough  to  go  around  the  thigh,  and  a sterile 
1-cc.  hypodermic  syringe  and  needle.  Instruc- 
tion and  demonstration  should  be  given  by  the 
doctor  to  the  patient  in  the  use  of  the  tourniquet 
(or  a piece  of  cloth  in  an  emergency)  and  epi- 
nephrine injection  of  0.5  cc.  proximal  to  the  tour- 
niquet or  beneath  and  around  the  sting.  If  the 
sting  is  on  the  trunk  or  head,  where  no  tour- 
niquet can  be  applied,  the  injections  should  be 
carried  out  immediately  Next,  instructions  are 
given  for  the  injection  of  a full  dose  of  an  anti- 
histamine in  another  area.  Since  the  peak  of  a 
reaction  will  be  reached  within  a half  hour  and 
one  of  the  serious  effects  of  anaphylactic  shock  is 
circulatory  collapse,  the  patient  should  be 
cautioned  against  a long  run  or  other  excessive 
physical  strain.  Maintenance  of  warmth  is 
helpful.  If  the  condition  is  not  improved  after 
about  fifteen  minutes,  the  remaining  0.5  cc.  of 
epinephrine  should  be  given.  Finally,  a careful 
explanation  of  the  expected  effects  from  the 
epinephrine  will  be  helpful.  An  oral  antihis- 
tamine may  be  given  instead  of  by  injection  if 
the  patient  is  known  not  to  be  very  sensitive 
and  is  not  in  danger  clinically. 

Besides  the  severe,  immediate  type  of  allergic  re- 
action to  stings,  there  may  occur  a mild,  immedi- 
ate type  of  allergic  wheal  to  bites  from  mosquitoes,9 
ants,10  fleas  of  different  types,11  chiggers,12  lice,13 
and  bed  bugs.14  Accompanying  these  reactions 
or  replacing  them,  there  may  be  a delayed  type  of 
local  reaction  at  the  site  of  the  bites.  The  latter 
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is  most  frequently  found  with  mosquito  bites 
and  may  progress  to  vesiculation  of  the  lesion. 
In  these  cases  there  is  no  systemic  effect  of  any 
severity.  The  treatment  consists  of  antihis- 
tamines taken  internally  for  the  itching,  plus 
creams  and  lotions  with  the  same  drug  or  with 
hydrocortisone  or  fluorocortisone  for  local  ap- 
plication, and  these  usually  control  the  condition 
satisfactorily.  Extracts  of  these  insects  are 
available  if  immunization  appears  necessary. 

Summary  and  Conclusions 

Clinical  allergic  problems  from  insect  stings 
and  bites  are  relatively  infrequent,  but  to  the 
sensitive  patient  they  are  a matter  of  vital  im- 
portance since  anaphylactic  reaction  to  one 
sting  may  cause  death  in  a matter  of  ten  to  thirty 
minutes.  Emergency  measures  for  the  patient 
and  physician  are  outlined.  Perennial  allergic 


immunization  therapy  with  specific  extracts  is 
discussed,  and  clinical  reports  are  given. 
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Recent  Advances  in  the  Surgical  Treatment  of  Pulmonary 

T uherculosis 


In  the  surgical  treatment  of  pulmonary  tuber- 
culosis the  trend  at  the  Toronto  General  Hospital 
since  1941  has  been  a decline  in  the  use  of  thora- 
coplasty in  favor  of  excisional  procedures,  the 
practicability  of  which  has  been  greatly  enhanced  by 
advances  in  chemotherapy.  At  present,  in  fact, 
thoracoplasty  has  been  virtually  abandoned  here  for 
the  more  precise,  tissue-conserving  methods  of 
lobectomy,  segmental  resection,  and  wedge  re- 
section. While  this  change  represents  the  most 


fundamental  advance,  Dr.  Frederick  G.  Kergin  lists 
two  others:  (1)  the  revived  use  of  decortication  to 
redeem  the  function  of  portions  of  lung  trapped 
under  a fibrous  peel  resulting  from  a primary 
tuberculous  pleuritis  of  artificial  pneumothorax  and 
(2)  decreasing  use  of  postresection  thoracoplasty, 
which,  says  the  author,  is  now  used  only  selectively 
for  certain  complications  following  excisional 
procedures. — Chicago  Medical  Society  Bulletin,  July 
14, 1956 
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Obstructing  Lesions  of  the  Upper  Respiratory  Tract — 
A Problem  in  Anesthetic  Management 


The  management  of  the  patient’s  airway  dur- 
ing anesthesia  is  the  responsibility  of  the 
anesthesiologist.  However,  during  operations 
about  the  head  and  neck  this  responsibility  often 
must  be  shared  with  the  surgeon.  This  is  par- 
ticularly true  when  a tumor,  because  of  its  loca- 
tion, may  potentially  or  actually  obstruct  the 
airway  prior  to  or  during  the  operation.  Anes- 
thesia should  never  be  started  unless  the  patency 
of  the  airway  has  been  assured.  The  case  which 
is  to  be  presented  illustrates  fatal  asphyxia  which 
occurred  when  this  precept  was  neglected. 

Case  Report 

The  patient,  a sixty-five-year-old,  white  male,  had 
been  in  good  health  until  two  years  prior  to  this 
admission  when  it  was  discovered  that  he  had  a 
carcinoma  of  the  nasopharynx.  Therapeutic  meas- 
ures including  radiation  had  been  ineffective  in 
controlling  its  growth.  Over  the  course  of  the  previ- 
ous few  weeks  it  had  become  increasingly  difficult 
for  him  to  breathe,  and  he  had  finally  come  to  the 
hospital.  On  admission  he  was  observed  to  be 
cyanotic  and  in  marked  respiratory  distress.  It  was 
felt  that  an  emergency  tracheostomy  should  be  per- 
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formed  to  relieve  the  profound  supraglottic  obstruc- 
tion resulting  from  the  tumor.  Minimal  routine 
studies  were  carried  out  once  he  was  scheduled  for 
immediate  operation. 

One  hour  and  ten  minutes  before  the  start  of  the 
proposed  procedure  the  patient  was  given  75  mg.  of 
meperidine  and  0.4  mg.  of  atropine  intramuscularly. 
When  the  patient  arrived  in  the  operating  room,  he 
was  extremely  restless  and  breathing  with  difficulty. 
His  blood  pressure  was  80/40,  and  the  pulse  rate  was 
64.  Oxygen  was  given  immediately  by  mask,  and 
in  an  effort  to  quiet  the  patient  so  that  operation 
might  be  carried  out,  a solution  of  0.4  per  cent 
thiopental  was  begun  by  continuous  intravenous 
drip.  Within  a short  period  of  time  200  mg.  of 
thiopental  were  administered. 

Almost  immediately  the  patient’s  airway  became 
completely  obstructed.  Tracheostomy  was  at- 
tempted after  a minimal  delay;  however,  the  blood 
pressure  became  unobtainable,  and  the  heart  beat 
ceased.  Resuscitative  efforts  carried  out  at  this 
time  were  ineffective.  The  chest  was  not  opened. 

Comment 

The  surgical  decision  to  relieve  respiratory 
obstruction  by  performing  an  emergency  trache- 
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ostomy  is  unquestioned.  However,  the  anesthetic 
management  undertaken  in  this  instance  led  to 
complications  which  undoubtedly  resulted  in  the 
fatal  outcome. 

Patients  who  are  chronically  obstructed  may 
be  disoriented,  restless,  and/or  obstreperous. 
This  psychic  and  motor  activity  is  often  second- 
ary to  the  hypoxia  and  hypercarbia  which  result 
from  the  obstruction.  It  is  a grave  error  in  this 
circumstance  to  employ  sedation  since  either 
narcotics  or  sedatives,  through  their  effect  on 
the  respiratory  mechanisms,  may  make  the 
hypoxia  or  asphyxia  worse.  The  only  medication 
which  should  be  given  is  atropine  if  it  is  necessary 
to  prevent  the  accumulation  of  secretions  during 
a proposed  operative  procedure.  Efforts  should 
be  continually  directed  toward  relieving  the  ob- 
struction and  providing  adequate  ventilation  with 
the  consequent  inflow  of  oxygen  and  removal  of 
carbon  dioxide. 

While  intubation  can  be  carried  out  in  patients 
with  carcinoma  of  the  pharynx  and  larynx,  it  re- 
quires skill,  judgment,  and  experience.  These 
lesions  are  extremely  friable,  and  when  intubation 
is  attempted,  profound  obstruction  of  the  airway 
may  result  from  profuse  bleeding  and/or  dis- 
lodgment  of  a small  piece  of  tumor  which  may 
occlude  the  glottis.  Indeed,  even  in  the  most 
skilled  hands  it  may  be  impossible  to  pass  an 
endotracheal  tube  by  any  route.  Whenever  it  is 
decided  to  attempt  intubation  in  the  presence  of 
carcinoma  of  the  pharynx  or  larynx,  this  proce- 
dure should  be  carried  out  in  the  operating  room 
with  the  surgeon  scrubbed  and  ready  to  per- 
form tracheostomy  immediately. 


The  safest  management  for  patients  with 
lesions  of  this  nature  is  the  performance  of  pre- 
liminary tracheostomy  under  local  anesthesia 
without  prior  intubation.  Oxygen  should  be  con- 
tinuously administered  by  the  anesthesiologist 
during  the  operation.  Patients  unable  to  co- 
operate, as  was  true  in  the  case  under  discussion, 
should  be  restrained,  not  sedated.  The  adminis- 
tration of  a general  anesthetic  by  any  route 
should  never  be  carried  out  until  the  obstruction 
is  corrected  and  the  airway  under  full  control. 
Frequently  it  is  desirable,  once  tracheostomy  has 
been  accomplished,  to  delay  any7  definitive  opera- 
tion for  a few  days. 

Patients  who  have  had  longstanding  respiratory 
obstruction  generally  exhibit  an  increased  hem- 
atocrit, decreased  oxygen  saturation,  and  in- 
creased carbon  dioxide  tension,  as  well  as  elec- 
trolyte imbalance.  It  has  been  observed  that 
these  patients  have  fewer  surgical  and  anesthetic 
complications  if  their  electrolytes  and  carbon  di- 
oxide tension  are  allowed  to  come  to  more  normal 
levels  before  operation  is  attempted. 

There  are  occasions  when  it  is  desirable  to 
effect  relief  of  the  obstruction  gradually',  particu- 
larly if  the  degree  of  obstruction  has  been  severe. 
Cases  have  been  reported  in  which  pulmonary 
edema  has  occurred  when  pre-existing,  severe 
respiratory'  obstruction  has  been  released  sud- 
denly. If  this  complication  is  feared,  the  obstruc- 
tion may  be  decreased  stepwise  to  allow  gradual 
return  to  normal  airway  pressures.  This  can  be 
accomplished  byr  the  use  of  a half  cork,  placed 
temporarily'  within  the  tracheotomy  tube. 


( Number  thirty-one  of  a series  of  Clinical  Anesthesia  Conferences) 


Hematoma  of  the  Rectus  Abdominis  Muscle  as  a Fatal  Complication  of 
Anticoagulant  Therapy  and  Retroperitoneal  Hemorrhage  Simulating  an 
Acute  Abdominal  Lesion  During  Dicumarol  Therapy 


Hematoma  of  the  rectus  abdominus  muscle  is  a 
complication  of  anticoagulant  therapy'  seldom 
recognized  preoperatively'.  Hobbs  and  Harley 
report  a fatal  case  occurring  in  a woman  of  eighty'- 
three.  Reiter  reports  three  cases  of  acute  ab- 
dominal conditions  occurring  during  Dicumarol 
therapy',  two  of  which  are  definitely'  traceable  to  it 
and  the  other  strongly  presumptive.  The  central 
object  of  both  papers  is  to  call  attention  to  the 


possibility  of  these  complications,  thereby'  raising 
the  index  of  suspicion  when  abdominal  symptoms 
occur  during  anticoagulant  therapy'.  Reiter  points 
out  that  although  hemorrhage  complicating  Dicum- 
arol therapy  is  well  publicized,  it  is  not  so  well 
known  that  bleeding  may  accompany'  a subthera- 
peutic  prolongation  of  prothrombin  time. 

• — West  Virginia  Medical  Journal,  July,  1956 
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Disorders  of  Sleep 

ROBERT  B.  McGRAW,  M.D.,  NEW  YORK  CITY 


The  topic,  disorders  of  sleep,  to  most  means 
too  little  sleep  or  insomnia,  which,  strictly 
construed,  means  no  sleep.  More  about  this 
later.  There  are  conditions  where  there  is  too 
much  sleep,  hypersomnia,  or  constant  sleepiness. 
There  are  more  people  who  are  disturbed  if  they 
do  not  sleep  than  are  disturbed  if  they  sleep  too 
much. 

In  the  October  20, 1955,  issue  of  The  New  Yorker 
there  is  a cartoon  which  shows  a secretary  asleep 
at  her  desk  with  her  boss  calling  from  the  next 
room,  “Have  you  finished  typing  my  speech?” 
We  do  not  know  whether  she  had  finished; 
possibly  she  fell  asleep  before  she  finished.  If 
some  of  you  fall  asleep  before  I finish,  you  will 
have  solved  perhaps,  or  partially  solved,  a prob- 
lem of  lack  of  sleep.  If  you  stay  awake,  I hope 
you  may  learn  something,  although  what  I have 
to  say  is  not  new. 

It  is  traditional  always  to  ask  your  overnight 
guest  whether  he  or  she  slept  well.  It  is  also 
traditional  that  a guest  always  says,  “Yes,  I 
had  a wonderful  sleep.” 

The  concern  with  sleep  is  almost  a national, 
perhaps  international  trait.  Overconcern  with 
sleep,  which  we  can  call  a neurosis,  is  very 
common  and  sometimes  traditional  in  families. 
Generation  after  generation  is  concerned  with 
the  amount  of  sleep,  the  time  of  going  to  sleep, 


dreams,  the  time  of  waking,  etc. 

We  spend  somewhere  near  a third  of  our  lives 
asleep,  and  yet  the  physiology  of  this  condition 
is  certainly  less  understood  than  digestion  or 
respiration.  We  do  know  that  there  is  a small 
area  in  the  brain,  not  in  the  part  having  to  do 
with  control  of  movement,  perception,  or  idea- 
tion, but  far  beneath,  an  area  called  the  hypo- 
thalamus, which,  if  injured  or  diseased,  produces 
disturbances  of  sleep. 

A little  while  ago  I referred  to  overconcern 
with  sleep  as  a neurosis.  In  line  with  that 
statement  I wish  to  make  the  point  that  probably 
we  should  not  be  quite  so  concerned  about  lack 
of  sleep  as  we  are.  After  all,  if  we  stay  awake  and 
do  something  constructive,  it  might  sometimes 
be  better  than  to  go  to  sleep.  Thomas  More 
told  us  that  the  best  of  all  ways  to  lengthen  our 
days  is  to  take  a few  hours  from  the  night, 
saying:  “It  is  but  an  interruption  of  our  happy 
consciousness.”  He  goes  on  to  say  that  we  live 
as  we  feel,  as  we  think,  as  we  act,  and  that 
“sleep  kills  or  almost  kills  all  these.”  Perhaps 
it  is  an  unconscious  wisdom  which  makes  us  ig- 
nore the  mechanism  of  our  sleeping,  a wishful 
thinking  which  will  be  displaced  and  give  rise  to 
a knowledge  of  the  secret  of  wastefulness  in 
conscious  living.  We  run  the  risk  these  days 
of  doing  what  we  are  ordered  not  to  do,  of  taking 
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too  much  thought  for  the  morrow,  of  being  over- 
solicitous  of  ourselves  in  hygienic  affairs.  It  is 
certain  that  many  people  become  absurdly 
panicky  if  sleep  fails  them  somewhat.  They 
think  their  reason  will  topple  unless  they  are 
allowed  to  lie  unconscious  as  crocodiles  for  a 
full  third  of  each  twenty-four  hours. 

There  is  a tremendous  interest  in  sleep.  Books 
tell  us  how  to  sleep.  Devices,  remedies,  medi- 
cations, injections,  pills,  capsules,  and  potions 
to  produce  sleep  or  aid  sleep  beset  us  from  all 
sides.  I have  not  conducted  a statistical  sur- 
vey, but  there  are  ads  in  newspapers,  on  car 
cards,  on  billboards,  over  the  radio,  and  on  tele- 
vision telling  us  of  things  which  will  help  us  to 
sleep.  Many  books  are  written  about  this. 
There  are  sleep  shops  in  department  stores. 
There  are  blinders  for  the  eyes,  stopples  for  the 
ears,  and  even  rocking  beds  to  lull  us  to  sleep. 
I am  not  saying  that  many  of  these  devices  are 
not  useful.  I am  saying  that  their  great  number 
bespeaks  the  concern  and  overconcern  about  this 
problem. 

We  have  mentioned  something  about  the 
anatomic  aspect,  that  there  is  an  area  which 
has  something  to  do  with  the  control  of  sleep. 
We  have  mentioned  something  about  the  phys- 
iology, that  there  is  a mechanism  by  which 
sleep  is  produced,  and  we  have  alluded  to  drugs 
and  medicine  which  act  through  the  mechanism 
on  the  brain  center  or  centers  and  produce  or 
favor  sleep.  By  calling  attention  to  the  over- 
concern for  sleep  we  have  suggested  that  there 
is  a psychologic  factor  which  favors  the  mech- 
anism acting  on  the  brain  center  which  in  turn 
favors  or  produces  sleep. 

Perhaps  to  understand  some  of  the  disorders 
of  sleep  better,  we  must  first  consider  the  nature 
of  rest,  for  normal  sleep  is  a state  of  uncon- 
sciousness which  is  primarily  dependent  on  rest, 
and  disorders  of  sleep  may  be  properly  consid- 
ered as  a part  of  rest.  It  should  be  noted  that 
bodily  rest  is  not  complete  inactivity.  The 
functions  of  breathing,  digestion,  heart  action, 
etc.,  go  on  very  much  as  usual,  although  with 
less  intensity.  There  is,  however,  a marked  re- 
duction, finally  amounting  to  an  absence,  of 
voluntary  muscular  effort.  Opportunity  for 
this  relaxation  becomes  progressively  more 
perfect  as  voluntary  activity  extends  from  the 
scale  of  running  to  walking,  from  walking  to 
sitting,  from  sitting  to  lying  down.  In  the  last 
position  voluntary  muscular  effort  becomes  un- 


necessary, and  complete  relaxation  may  take 
place.  Also  in  the  recumbent  position  circu- 
lation and  respiration  are  relieved  of  much  of 
their  burden  so  that  these  other  functions  are 
proportionately  reduced  in  activity.  Slowing 
down  of  these  functions  together  with  muscular 
relaxation  constitutes  the  physical  basis  of  rest. 
One  may  describe  rest  quite  realistically  and  ac- 
curately by  stating  that  it  consists  of  ceasing  to 
marshall  one’s  forces  or  ceasing  to  mobilize  our 
energies  for  work.  One  rests  when  one  ceases 
tn’ing,  when  one  no  longer  gets  ready  to  do  this 
or  that. 

Restlessness  may  be  described  as  overmobil- 
ization of  energy — having  more  energy  on  the 
very  verge  of  expression  than  the  job  at  hand 
can  possibly  use  and  often  more  than  can  be  de- 
mobilized automatically  within  the  time  limits 
of  an  ordinary  night’s  rest.  The  effect  of  such 
overmobilization  is  that  the  periods  which  should 
be  given  to  rest  are  largely  occupied  with  unsuc- 
cessful attempts  to  demobilize  this  accumulation 
of  unexpressed  energy.  The  result  is  a nocturnal 
state  of  uncomfortable  tossing  and  futile  effort 
so  familiar  to  the  insomniac.  The  spirit  of  rest 
is  acceptance,  whereas  kicking  against  the 
pricks,  intolerance,  and  anxiety  are  its  arch 
enemies.  Without  the  realization  that  failure 
and  frustration  are  as  necessary  and  valuable 
experiences  as  are  success  or  victory,  there  can 
be  no  contentment,  no  peace  of  mind,  and, 
therefore,  no  real  rest.  Success  and  failure  are 
questions  of  degrees.  There  is  always  some 
failure  in  success  and  some  success  in  failure. 
These  problems  cannot  all  be  cleared  awaj'  at  the 
end  of  each  day.  How  then  can  one  ever  rest? 
Only  by  considering  all  things  past,  up  to  and 
including  the  present  moment,  as  finished,  by 
accepting  the  point  of  departure  for  tomorrow’s 
efforts,  and  by  considering  the  role  we  find  our- 
selves playing  today  the  result  of  the  irrevocable 
past:  “The  past  is  a dream,  the  future  a vision, 
the  present  a reality.”  And  in  this  case  the 
present  is  the  opportunity  to  rest. 

Rest  is  also  the  reverse  side  of  the  coin  of  which 
work  is  the  obverse.  Without  it  work,  both 
physical  and  mental,  would  soon  cease.  The 
whole  physiologic  mechanism  of  the  body  de- 
pends on  coordinated,  rhythmically  recurring 
periods  of  work  and  rest,  of  contraction  and  re- 
laxation, and  of  ebb  and  flow.  Continuous  rest 
produces  flabby  weakness,  while  continuous  work 
without  rest  produces  cramp  and  disability 
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through  inelasticity  and  exhaustion.  Mental 
work  rhythmically  interrupted  by  rest  produces 
elastic  strength  and  maintains  an  adequate  re- 
serve. Rest  is  just  as  important  to  mental  as 
physical  health.  Its  value  depends  on  its 
close  relation  with  work,  to  which  it  must  be 
adjusted  in  both  quality  and  quantity. 

Sleep  should  be  considered  a byproduct  of 
rest  and  cannot  be  produced  directly,  psycho- 
logically speaking,  while  rest,  on  the  other 
hand,  can  probably  be  acquired  both  directly 
and  voluntarily.  Insomnia  is  not  sleeplessness 
alone;  it  is  restlessness  and  consequent  sleep- 
lessness plus  a certain  attitude  toward  sleepless- 
ness. One  can  be  sleepless  without  being  rest- 
less. One  can  even  be  sleepless  without  having 
insomnia,  but  when  one  worries  about  being 
restless  and  consequently  sleepless  and  makes 
frantic  efforts  to  force  sleep,  then  one  has  ac- 
quired insomnia. 

Some  people  have  the  idea  that  sleeplessness 
will  produce  insanity.  A person  suffering  from 
a mental  disorder,  if  he  be  sleepless,  is  so  as  the 
result  of  the  disorder  and  most  certainly  is 
not  mentally  ill  because  he  is  sleepless  except  in 
cases  where  sleeplessness  may  tend  to  exaggerate 
the  precipitating  agents. 

The  treatment  of  insomnia  falls  into  two 
divisions  the  treatment  of  the  condition  of  which 
it  is  a symptom  and  the  treatment  of  the  symp- 
tom itself. 

As  we  have  seen,  the  condition  most  often 
responsible  for  insomnia  is  general  “nervous- 
ness,” and  that  part  of  it  which  is  specifically 
and  directly  productive  of  insomnia  is  what  has 
been  described  as  restlessness.  If  nervousness 
or  any  form  of  emotional  tension  is  present, 
efforts  to  remedy  these  conditions  should  be  the 
first  objective  of  treatment.  This  may  be 
quite  a long  job,  perhaps  involving  a detailed 
study  and  analysis  of  underlying  causes.  Mean- 
while an  immediate  and  direct  attack  on  the  ob- 
viously obstructive  condition  of  restlessness 
itself  is  in  order.  It  is  hardly  necessary  to 
point  out  that  indulgence  in  coffee,  tea,  alcohol, 
and  tobacco  to  the  point  of  increased  and  notice- 
able tension  is  quite  capable  of  producing  the 
physiologic  restlessness.  The  use  of  alcohol  is 
mentioned  because  although  it  is  a wonderful 
relaxant,  its  effect  is  so  seductive  that  overindul- 
gence to  the  point  of  tension  is  not  at  all  un- 
common. Dietary  errors  and  other  physical 
elements,  such  as  marked  irregularity  or  abnor- 


mality in  quantity  or  quality  of  energy  expend- 
iture, should  be  adjusted.  However,  the  pre- 
vention as  well  as  the  cure  of  restlessness  is  also 
a problem  for  mental  hygiene  and  for  general 
hygiene.  From  this  point  of  view  a good  job 
is  essential,  and  by  a good  job  we  mean  not  oc- 
cupation for  its  own  sake,  not  just  “busy  work,” 
but  a vocation  or  an  avocation  worthy  of  its 
purpose,  appropriate  to  the  individual’s  ability, 
capable  of  expansion  as  the  worker  grows,  reg- 
ular, continuous,  and  having,  in  the  broad  sense, 
a true  “market  value.”  In  most  cases  this 
means  a paid  job,  although  of  course  a house- 
wife, mother,  or  head  of  a household  has  a full- 
time job  which  meets  every  one  of  these  require- 
ments and  meets  them  fully.  Furthermore, 
since  her  job  is  usually  made  up  of  many  activ- 
ities which  tend  to  spread  themselves  irregularly 
all  through  the  day,  she  often  lacks  opportunities 
for  relaxation  and  is  much  more  apt  to  be  long 
on  work  and  short  on  play  than  vice  versa. 

Next  in  importance  comes  work’s  partner, 
play.  Too  little  rest  not  only  produces  inef- 
ficiency in  work  but  also  robs  one  finally  of  the 
power  to  play.  Play  is  practically  impossible 
to  an  individual  who  holds  himself  constantly 
at  a dead  level  of  intense  responsibility  and 
seriousness.  Such  a person  plays  just  as  he 
works,  using  his  energies  in  the  same  intense, 
overserious  way.  He  makes  work  of  play.  In 
fact,  he  does  not  really  play,  for  play  is  play  only 
if  it  is  light,  carefree,  and  not  weighted  down  by 
solemn  responsibility.  Play  is  activity  which,  if 
directed  at  all,  is  directed  toward  only  very 
limited  and  unimportant  objectives  and  is 
free  from  wider  responsibility.  It  is  thus  differ- 
ent from  work  and  can  give  refreshment  and  rec- 
reation only  if  it  does  so  differ.  Opportunity 
for  play  must  definitely  be  planned  for  daily,  as 
well  as  in  a monthly  and  yearly  schedule,  or  else 
it  will  be  crowded  out. 

In  spite  of  the  most  perfect  physical  and 
mental  hygiene,  the  whole  applecart  may  be  up- 
set by  the  intrusion  of  disturbing  emotional  or 
mental  elements.  These  may  produce  the  most 
intense  and  widespread  sort  of  restlessness  in 
spite  of  otherwise  perfect  physical  and  mental 
normality.  Therefore,  the  underlying  causes  of 
emotional  tension  must  be  found  and  eliminated 
or  at  least  alleviated  and  readjusted  as  far  as 
possible.  There  are  numerous  cases  where 
confession — and  by  this  we  mean  self-confession, 
not  necessarily  confession  in  public  or  even  to 
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another  person — gives  way  to  recognition  of  a 
troublesome  problem  followed  by  a better  un- 
derstanding of  it.  Frank  acceptance  of  condi- 
tions previously  the  target  of  intolerant  kicking 
or  recognition  and  readjustment  of  the  cause  of  an 
underlying  anxiety  has  changed  a nervous, 
restless,  sleepless  person  to  a normal,  smooth- 
working, sound-sleeping  individual.  There  are 
also  certain  tricks — psychologic  tricks — which 
have  been  used  for  years  to  promote  sleep.  I 
mentioned  earlier  the  reading  of  a ponderous 
speech  of  the  boss  by  his  secretary,  the  counting 
of  sheep,  reading  of  nonstimulating  literature. 

Dr.  Foster  Kennedy,  a most  able  neurologist, 
reported  in  an  article  that  he  had  examined  the 
e}res  of  soldiers  who  were  so  exhausted  that  sleep 
fell  on  them  like  a coma.  They  were  examined 
for  the  position  of  the  eyeballs  in  sleep,  although 
they  would  not  waken  even  when  their  eyelids 
were  raised.  The  eyes  were  always  turned 
upward  hard.  The  doctor  began  putting  his 
eyes  by  will  in  this  position  of  sleepfulness 
and  found  that  a few  seconds  later  he  felt  sleepy 
and  yawned,  an  automatic,  associated  reflex 
over  which  he  had  no  voluntary  control.  He 
said,  “This  is  a useful  trick  with  which  to  induce 
slumber,  especially  when  combined  with  volun- 
tary relaxation  of  muscles  in  the  limbs,  neck, 
jaw,  and  tongue,  the  last  almost  always  for- 
gotten.” He  also  advised,  “Don’t  eat  solids 
for  two  or  three  hours  before  sleep  time  . . . 
the  other  requisite  for  sleep  is  a refusal  to  think 
in  bed.  Having  relaxed  all  your  muscles,  try 
to  imagine  yourself  looking  down  a long,  hollow 
barrel  like  the  shooting  gallery  of  a county  fair, 
which  is  ended  far  away  by  a white  target  disk 
lighted  from  behind.  If  you  succeed  for  a 
very  short  period  in  preventing  images  or  ideas 
from  crossing  that  disk  you’ll  find  yourself 
quickly  self-hypnotized  and  drop  into  uncon- 
sciousness.” He  went  on  to  say  that  an  oc- 
casional failure  in  this  technic  need  cause  no  dis- 


couragement, and  further,  “I  would  remind  you 
that  while  at  present  we  need  this  little  death 
in  life,  it  is  not  really  all  it  is  cracked  up  to  be, 
much  of  it  is  really  a terrible  waste  of  time.” 

I cannot  end  this  talk  before  going  into  the 
question  or  the  problem  of  medication — sedative 
medication.  Sedatives  are  used  to  alleviate 
anxiety  and  tension  and  may  be  quite  useful  for 
relatively  short  periods  of  time.  However,  I 
feel  that  I should  be  quite  definite  in  expressing 
my  opinion  that  no  sedative  should  be  taken 
for  longer  than  a very  few  weeks  without  the  ad- 
vice and  direction  of  a physician.  Suscepti- 
bility to  drugs  varies  greatly.  The  average 
amount  may  cause  toxic  symptoms  in  some  and 
have  no  practical  effect  in  others.  The  danger 
of  habit  formation,  if  not  addiction,  to  barbi- 
turates, alcohol,  and  some  of  the  other  sedatives 
needs  to  be  borne  in  mind,  although  sometimes 
an  individual  is  more  afraid  than  he  should  be 
about  this  possibility.  As  recently  as  October 
20,  1955,  on  the  editorial  page  of  the  New  York 
World  Telegram  there  was  an  article  by  Frederick 
Otham,  titled  “Bottled  Sleep.”  This  expressed 
very  clearly  the  enormous  difference  of  opinion 
concerning  the  use  of  sedative  medication  and 
the  control  of  these  medicaments.  One  man,  a 
psychiatrist  of  high  standing,  reported  that  he 
knew  of  patients  who  had  taken  one  or  two 
barbiturate  pills  every  night  for  fifteen  years. 
Some  of  the  members  of  the  investigating  com- 
mittee were  very  concerned,  and  it  has  been 
agreed  that  some  control  and  regulation  of  both 
sleeping  pills  and  waking  pills  are  necessary. 
Some  of  the  pharmaceutical  houses  are  bringing 
out  new  drugs  that  have  a different  chemical 
composition  from  the  drugs  which  are  regulated 
at  present  and  that  possibly  will  not  prove  to 
be  habituating.  Nevertheless,  medication  over 
any  long  period  of  time,  unless  medically  neces- 
sary and  medically  controlled,  is  to  be  deplored. 
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Howell  Edwards  Babcock,  M.D.,  of  New  York 
City,  died  on  April  6 at  the  age  of  sixty-eight  in  the 
Forest  Hills  General  Hospital.  Dr.  Babcock  gradu- 
ated in  1915  from  Jefferson  Medical  College  of 
Philadelphia.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Thomas  Matthew  Brennan,  M.D.,  of  Brooklyn, 
died  at  his  home  on  April  11  at  the  age  of  seventy- 
two.  Dr.  Brennan  graduated  from  Long  Island  Col- 
lege Hospital  School  of  Medicine  in  1906.  He  was 
a consultant  in  surgery  at  St.  Anthony’s,  Long  Island 
College,  St.  Peter’s,  Swedish,  Victory  Memorial, 
Southampton,  and  Mercy  (Rockville  Centre)  Hos- 
pitals, and  senior  surgeon  at  St.  Mary’s  Hospital. 
He  was  a former  professor  of  operational  surgery  at 
Long  Island  College  of  Medicine.  Dr.  Brennan  was 
a Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  Surgical  Society,  the 
Brooklyn  Surgical  Society,  the  Kings  County  Medi- 
cal Society  of  which  he  was  a past  president,  the 
Medical  Society  of  the  State  of  New  York  for  which 
he  had  served  as  chairman  of  the  Board  of  Trustees, 
and  the  American  Medical  Association. 

Hiram  Malcolm  Buchanan,  M.D.,  of  Watertown, 
died  on  April  8 at  the  age  of  ninety-one.  Dr.  Bu- 
chanan graduated  from  Queens  University  (Ontario) 
Faculty  of  Medicine  in  1889.  For  more  than  sixty- 
seven  years,  Dr.  Buchanan  practiced  medicine  until 
his  retirement  in  January,  1957.  In  October,  1954, 
he  was  cited  at  the  centennial  celebration  of  Queens 
University  Faculty  of  Medicine  as  its  oldest  living 
graduate.  In  March,  1949,  he  was  presented  with  a 
fifty-year  certificate  in  recognition  of  being  a member 
of  Cape  Vincent  chapter,  Royal  Arch  Masons,  where 
he  had  been  health  officer  of  the  town.  Dr.  Bu- 
chanan was  a member  of  the  Jefferson  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  .American  Medical  Association. 

Moses  Robert  Buchman,  M.D.,  of  Scarsdale,  died 
while  taking  a golf  lesson  at  the  Fairview  Country 
Club,  Elmsford,  at  the  age  of  fifty-seven  on  April  17. 
Dr.  Buchman  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1926.  He 
was  an  attending  pediatrician  at  Grasslands  and 
White  Plains  Hospitals.  Dr.  Buchman  was  a 
member  of  the  New  York  Academy  of  Medicine,  the 
Westchester  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


George  Hallemann,  M.D.,  of  Mount  Vernon,  died 
on  March  2 at  the  age  of  sixty.  Dr.  Hallemann  re- 
ceived his  medical  degree  in  1922  from  the  University 
of  Wurzburg.  He  was  a Diplomate  of  the  American 
Board  of  Radiology  (Diagnostic  Roentgenology), 
a member  of  the  American  College  of  Radiology,  and 
belonged  to  the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Ralph  Augustus  Hayt,  M.D.,  of  Fishkill,  retired, 
died  on  April  6 at  the  age  of  seventy-nine.  Dr.  Hayt 
graduated  in  1900  from  Columbia  LTniversity  Col- 
lege of  Physicians  and  Surgeons.  He  was  a con- 
sultant in  surgery  at  Matteawan  State  Hospital. 
Dr.  Hayt  was  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Ranson  S.  Hooker,  M.D.,  of  Charleston,  South 
Carolina,  formerly  of  New  York  City,  died  on  the 
Havana  Special  en  route  to  New  York  City  on  April 
1 1 at  the  age  of  eighty-three.  Dr.  Hooker,  who  bad 
retired  in  1936,  graduated  from  Columbia  University 
College  of  Physicians  and  Surgeons  in  1900  and  in- 
terned at  Roosevelt  and  St.  Luke’s  Hospitals.  He 
was  a former  director  of  surgery  at  Bellevue  Hospi- 
tal and  an  associate  professor  of  surgery  at  the  Col- 
lege of  Physicians  and  Surgeons.  During  World  War 
I he  served  as  a major  in  command  of  the  308th 
Sanitary  Train  of  the  eighty-third  Division  in  the 
Army  Medical  Corps  and  later  organized  a 3,000- 
bed  Army  Hospital  at  Le  Mans,  France.  He  was  dec- 
orated by  the  French  Government.  Dr.  Hooker 
was  a Fellow  of  the  American  College  of  Surgeons 
and  the  New  York  Academy  of  Medicine  and  a 
member  of  the  New  York  Surgical  Society,  the  New 
York  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Percy  Kaufman,  M.D.,  of  New  York  City,  died  on 
March  3 at  the  age  of  sixty-four.  Dr.  Kaufman 
graduated  from  New  York  University  and  Bellevue 
Hospital  Medical  College  in  1915.  He  was  an  as- 
sociate surgeon  in  ENT  at  Midtown  Hospital.  Dr. 
Kaufman  was  a Diplomate  of  the  American  Board  of 
Otolarnygology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  AmerL 
can  Medical  Association. 
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David  Livingstone,  M.D.,  of  Brooklyn,  died  at  his 
home  on  April  3 at  the  age  of  seventy-four.  Dr. 
Livingstone  graduated  in  1905  from  Long  Island 
College  Hospital  School  of  Medicine  and  interned  at 
Norwegian  Hospital.  He  was  a consultant  in  sur- 
gery at  Victory  Memorial  Hospital  and  formerly 
had  been  senior  surgeon  at  Norwegian  Hospital. 

John  Henry  Morrissey,  M.D.,  of  New  York  City, 
died  on  April  6 at  the  age  of  sixty-seven.  Dr.  Mor- 
rissey graduated  from  Harvard  Medical  School  in 
1914  and  interned  at  New  York  and  Bellevue  Hos- 
pitals. He  was  a consultant  in  urology  at  City,  St. 
Clare’s,  United  (Port  Chester),  and  Newport  (Rhode 
Island)  Hospitals.  In  1950  he  was  invited  by  the 
Egyptian  Government  to  lecture  to  members  of  that 
Nation’s  medical  profession  and  to  do  operative  work 
there  to  demonstrate  technics.  Dr.  Morrissey  was  a 
Diplomate  of  the  American  Board  of  Urology  and  a 
member  of  the  American  Urological  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  and  the  Medical  Society 
of  the  State  of  New  York. 

Herbert  Leander  Smith,  M.D.,  of  Watertown,  re- 
tired, died  on  March  19  at  the  Jefferson  County 
Hospital  at  the  age  of  ninety-three.  Dr.  Smith  grad- 
uated in  1888  from  the  University  of  Buffalo  School 
of  Medicine.  He  had  served  as  health  officer  for 
Watertown  for  twenty-two  years.  Dr.  Smith  was  a 
member  of  the  Jefferson  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harold  J.  Steele,  M.D.,  of  the  Bronx,  died  at  the 
Westchester  Square  Hospital  on  April  9 at  the  age  of 
seventy-one.  Dr.  Steele  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College  in 
1907.  For  many  years  he  served  as  a physician  for 


the  New  York  City  Board  of  Transportation.  He 
was  a member  of  the  Bronx  County  Medical  So- 
ciety and  the  Medical  Society  of  the  State  of  New 
York. 

William  F.  C.  Steinbugler,  M.D.,  of  Brooklyn,  re- 
tired, died  at  his  home  in  Garden  City  on  April  8 at 
the  age  of  seventy.  Dr.  Steinbugler  graduated  in 
1908  from  Cornell  University  Medical  College  and 
interned  at  New  York  Lying-In,  Lenox  Hill,  and 
Knapp  Memorial  Hospitals.  He  was  an  adjunct  sur- 
geon at  the  Brooklyn  Eye  and  Ear  Hospital,  an  at- 
tending ophthalmologist  at  Caledonian  Hospital, 
and  a consultant  in  ophthalmology  at  Mary  Im- 
maculate Hospital.  Dr.  Steinbugler  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology,  a Fel- 
low of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Academy  of  Ophthalmol- 
ogy and  Otolaryngology,  the  New  York  and  Brook- 
lyn Ophthalmological  Societies  of  both  of  which  he 
was  a past  president,  the  New  York  Academy  of 
Medicine,  the  Kings  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joshua  Edwin  Sweet,  M.D.,  of  Unadilla,  died  on 
Apr  il  8 at  the  age  of  eighty.  Dr.  Sweet  received  his 
medical  degree  from  the  University  of  Giessen  in  1901. 
In  1906  he  became  assistant  professor  of  surgical  re- 
search at  the  University  of  Pennsylvania  and  a full 
professor  in  1917.  In  1926  he  joined  the  Cornell 
faculty  where  he  remained  until  his  retirement  in 
1941  as  professor  of  surgical  research.  After  retiring 
Dr.  Sweet  was  chairman  and  later  honorary  chair- 
man of  the  Sidney  Hospital.  He  was  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
New  York  Surgical  Society,  the  Otsego  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Breast  Cancer  and  Pregnancy 


In  an  attempt  to  shed  some  light  on  the  question 
of  what  effect  pregnancy  has  on  the  course  of  cancer 
of  the  breast,  Drs.  Thomas  Taylor  White  and 
William  Crawford  White,  University  of  Washington, 
Seattle,  and  Roosevelt  Hospital,  New  York  City, 
studied  49  cases  from  nine  different  hospitals. 
Their  conclusions  are: 

(1)  About  a third  of  the  patients  developing 
breast  cancer  during  the  child-bearing  period  will 
have  pregnancy  as  a complication  during  or  after 
occurrence  of  the  disease;  (2)  those  treated  dur- 
ing pregnancy  or  nursing,  in  whom  the  disease 
has  not  spread  beyond  the  breast,  have  a prog- 
nosis similar  to  those  without  this  complication;  (3) 


patients  whose  disease  has  spread  are  usually  in  an  ad- 
vanced stage  due  to  delay  of  treatment.  (4)  Although 
there  appears  to  be  some  natural  selection  of  cases, 
the  prognosis  of  patients  who  become  pregnant  after 
operation  appears  to  be  unusually  good,  while  the 
interval  between  the  operation  and  pregnancy  does 
not  appear  to  be  important.  Only  one  recurrence 
was  reported  in  such  cases,  and  one  case  in  which  a 
new  tumor  appeared  in  the  other  breast.  (5) 
Abortion  cannot  be  shown  to  have  any  definite 
influence  on  the  course  of  the  disease.  From  the 
discussion  appended  to  the  paper  it  is  apparent  that 
all  cases  were  treated  by  radical  mastectomy. — 
Annals  of  Surgery , September,  1956 
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Sesquicentennial  Exhibit  Award  Winners — The 

winners  of  the  scientific  and  clinical  awards  at  the 
Sesquicentennial  Convention  of  the  Medical  So- 
ciety of  the  State  of  New  York  have  been  an- 
nounced by  the  Scientific  Awards  Committee. 

First  prize  for  scientific  exhibits  went  to  Dr. 
Joseph  T.  Roberts,  Veterans  Administration  Hos- 
pital, University  of  Buffalo  School  of  Medicine, 
Buffalo,  for  “Heart  Pain:  Its  Mechanisms  and 

Relief.”  Second  prize  was  awarded  to  Drs.  Oscar 
H.  Friedman,  Coleman  B.  Rabin,  and  Stuart 
Gurman,  Mount  Sinai  Hospital,  New  York  City, 
for  “Bronchial  Adenoma:  A Therapeutic  Prob- 

lem,” and  Dr.  Joseph  H.  Fries,  Brooklyn,  received 
an  honorable  mention  for  “Gastrointestinal  Allergy 
to  Foods  in  Children.” 

First  prize  of  clinical  exhibits  went  to  Drs. 
Arthur  M.  Master,  Richard  P.  Lasser,  and  Harry 
L.  Jaffe,  Mount  Sinai  Hospital,  New  York  City, 
for  “Study  of  Blood  Pressure  in  the  Apparently 
Healthy  Aged:  65-10(3  Years.”  Second  prize 

was  awarded  to  Drs.  Arthur  C.  DeGraff,  Leonard 
B.  Gutner,  Lawrence  Kryle,  Herbert  S.  Kupperman, 
and  Arthur  Bernstein,  New  York  University- 
Bellevue  Medical  Center,  New  York  City,  for 
“Cardiac  Glycosides:  Recent  Advances  and  Their 

Application  in  Therapeutics,”  and  honorable  men- 
tion to  Drs.  Robert  H.  Kennedy,  Lester  Blum,  Ben 
F.  Bryer,  and  Benjamin  A.  Payson,  Beekman- 
Downtowm  Hospital,  New  York  City,  for  “The 
Multiple  Injury  Patient.” 

Public  Health  Forums — “The  City  Protects  Our 
Health”  was  the  topic  of  the  forum  presented  on 
March  13  by  the  Kings  County  Medical  Society. 
Dr.  Leonard  Greenberg,  commissioner  of  air  pollu- 
tion, was  the  speaker.  Dr.  Morris  Kleinfeld, 
assistant  director,  Division  of  Industrial  Hygiene, 
New  York  State  Department  of  Labor,  was  mod- 
erator, and  Dr.  Sidney  S.  Wasserstrom,  a member 
of  the  Kings  County  Public  Health  Committee,  was 
the  chairman  of  the  meeting. 

At  the  March  27  forum  Dr.  Harold  Jacobziner, 
assistant  commissioner,  New  York  City  Depart- 
ment of  Health,  was  the  speaker.  Dr.  Henry 
Rascoff  was  moderator,  and  Dr.  Philip  Ollstein  of 
the  Public  Health  Committee,  was  chairman  of  the 
meeting.  Both  are  members  of  the  Kings  County 
Medical  Society. 

Medical  Society  of  Jefferson  County — The 
regular  monthly  meeting  of  the  Medical  Society  of 
Jefferson  County  was  held  on  April  16  at  the 
Black  River  Valley  Club  in  Watertown.  Dr. 
Alfred  W.  Kopf,  assistant  in  dermatology  and 


syphilologv  at  New  York  University  Post-Graduate 
Medical  School,  spoke  on  “Cancer  of  the  Skin  and 
Allied  Tumors.” 

Nassau  Ophthalmological  Society  -A  meeting 
of  the  Nassau  Ophthalmological  Society  was  held 
on  April  22  in  Hempstead.  Dr.  Graham  Clark, 
New  York  City,  spoke  on  “Retinal  Detachment.” 

American  Medical  Education  Foundation — The 

American  Medical  Education  Foundation  has  re- 
ported alumni  contributions  to  medical  schools  for 
1956.  New  York  State  contributions  are  as  fol- 
lows: Albany  Medical  College — 497  contributions 
totaling  $24,669.82;  Columbia  University  College 
of  Physicians  and  Surgeons — 1,048  contributions 
totaling  $22,527.71;  Cornell  University  Medical 
College — 599  contributions  totaling  $14,050.22; 
New  York  Medical  College — 365  contributions 
totaling  $47,038.50;  New  York  University  College 
of  Medicine — 2,207  contributions  totaling  $68,- 
319.55;  State  University  of  New  York  College  of 
Medicine,  Brooklyn — six  contributions  totaling 
$195;  State  University  of  New’  York  College  of  Medi- 
cine, Syracuse — 158  cont ributions  totaling  $ 1 ,59 1 .00 ; 
University  of  Buffalo  School  of  Medicine — 1,229 
contributions  totaling  $116,671.19,  and  University 
of  Rochester  School  of  Medicine — 729  contributions 
totaling  $13,384. 

New  York  Rheumatism  Association  The  annual 
meeting  of  the  New  York  Rheumatism  Association 
was  held  on  April  9 at  Cornell  University.  Elected 
officers  include  Dr.  Richard  H.  Freyberg,  presi- 
dent; Dr.  Leon  L.  Weisal,  vice-president,  and  Dr. 
Felix  E.  Demartini,  secretary-treasurer.  Drs.  Rob- 
ert M.  Lintz  and  Janet  G.  Travell  were  elected  to  the 
executive  committee  to  replace  Drs.  Edward  W. 
Loman  and  Emanuel  Rudd. 

American  Board  of  Obstetrics  and  Gynecology — 

Applications  for  certification  for  the  American 
Board  of  Obstetrics  and  Gynecology  for  the  1958 
Part  I examinations  are  now  being  accepted. 
Deadline  date  for  receipt  of  applications  is  Septem- 
ber 1,  1957.  No  applications  can  be  accepted  after 
that  date. 

Current  bulletins  outlining  requirements  may  be 
obtained  from  Dr.  Robert  L.  Faulkner,  American 
Board  of  Obstetrics  and  Gynecology,  2105  Adelbert 
Road,  Cleveland  6,  Ohio. 

Regents  Scholarships  for  Medicine  and  Den- 
tistry— An  examination  for  scholarships  to  pre- 
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professional  students  for  professional  study  in  medi- 
cine and  dentistry  will  be  held  on  June  10.  One 
hundred  scholarships  are  available  on  the  basis  of 
36  medical  and  14  dental  scholarships  to  candidates 
in  the  counties  of  New  York  City  and  an  equal 
number  to  candidates  in  the  other  counties  of  the 
State.  Each  scholarship  is  in  effect  for  four  years 


while  the  holder  is  attending  an  approved  medical 
or  dental  school  in  New  York  State. 

Application  blanks  and  complete  information  con- 
cerning the  scholarship  program  may  be  obtained 
from  any  of  the  preprofessional  colleges  or  by 
writing  directly  to  the  Bureau  of  Examinations 
and  Testing,  State  Education  Department,  Albany. 


Personalities 


Speakers 

Dr.  William  H.  Georgi,  associate  professor  of 
medicine,  University  of  Buffalo  School  of  Medicine, 
before  the  physicians  of  Wayne  County  in  Lyons 
on  April  26  on  “Rehabilitation  in  Chronic  Disease” 

. . . Dr.  Norman  Egel,  instructor  in  orthopedic  sur- 
gery, University  of  Rochester  School  of  Medicine, 
before  the  Medical  Society  of  the  County  of  Living- 
ston on  April  17  in  Geneseo,  on  “Diagnosis  and 
Treatment  of  Low  Back  Pain”  . . . Dr.  Alfred  R. 
Lenzer,  instructor  in  medicine,  University  of 
Buffalo  School  of  Medicine,  before  the  physicians 
of  Wayne  County  on  April  19  on  “Diabetes:  New 
Concepts  and  Treatment”  . . . Dr.  Howard  A.  Rusk, 
director  of  the  Institute  of  Physical  Medicine  and 
Rehabilitation  at  the  New  York  University-Bellevue 
Medical  Center,  in  the  Town  Hall,  New  York  City, 
on  April  10  on  “Doctors  As  Diplomats”  . . . Dr.  Har- 
old Wolff,  professor  of  neurology  at  the  New  York 
Hospital-Cornell  Medical  Center,  the  annual  John 
Wyckoff  Lecture  of  the  New  York  University  Col- 
lege of  Medicine  on  May  9 at  Bellevue  Psychiatric 
Hospital,  on  “Has  Disease  Meaning?”  . . . Dr. 
Daniel  Enerson,  assistant  professor  of  surgery, 
State  University  of  New  York  College  of  Medicine 
at  Syracuse,  before  the  Rensselaer  County  Medical 


Society  on  April  9 in  Troy,  on  “Jaundice — Differ- 
ential Diagnosis  and  Management.” 

Appointed 

Dr.  Manly  B.  Donaldson,  Pearl  River,  to  the 
staff  of  William  Douglas  McAdams,  Inc.,  pharma- 
ceutical advertising  . . . Dr.  John  A.  Kutrybala, 
Barker,  as  medical  adviser  for  Local  Board  No.  81 
by  the  Selective  Service  System  . . . Dr.  William  B. 
Ober,  College  of  Physicians  and  Surgeons,  Columbia 
University,  as  director  of  pathology  of  Knicker- 
bocker Hospital,  New  York  City  . . . Dr.  William  L. 
Wheeler,  Jr.,  New  York  City,  appointed  with  the 
Public  Health  Service  rank  of  medical  director  to 
the  inactive  reserve  component  of  its  commissioned 
officer  corps. 

Awarded 

Dr.  Julius  Hass,  New  York  City,  the  Umberto  I 
Prize,  sponsored  by  the  Istituto  Rizzoli,  Bologna, 
Italy,  and  consisting  of  a gold  medal  and  a diploma 
assigned  every  five  years  for  the  best  work  in  the 
field  of  orthopedic  surgery,  for  his  monograph, 
“Congenital  Dislocation  of  the  Hip.” 


Carbon  Disulfide  Poisoning 


Because  the  symptoms  of  carbon  disulfide 
poisoning,  which  may  be  encountered  by  the  general 
practitioner,  are  varied  and  often  bizarre,  Dr.  Ben 
D.  Hall,  Johnson  City,  Tennessee,  presents  two 
cases  with  a discussion  of  signs  and  symptoms. 
Carbon  disulfide  is  a solvent  used  in  numerous  indus- 
trial processes,  the  most  common  of  which  is 
probably  the  manufacture  of  artificial  silk  or  viscose 
rayon.  It  is  also  used  in  extraction  of  oils  from 
bones,  seeds,  and  flowers  and  in  the  manufacture  of 
varnishes,  lacquers,  and  cellophane.  Inhalation  of 


its  fumes  may  cause  acute  or  chronic  intoxication, 
the  manifestations  of  which  are  both  variable  and 
bizarre. ; The  two  cases  presented  in  this  paper  were 
both  exposed  to  its  fumes  in  viscose  rayon  man- 
ufacture. The  American  Standards  Association  has 
set  20  ppm  as  the  safe  air  concentration  of  carbon 
disulfide  vapor,  but  some  industrial  hygienists 
recommend  10  ppm  as  the  maximum  safe  level. 

— Journal  of  the  Tennessee  State  Medical  Associa- 
tion, September,  1956 


1800 


New  York  State  J.  Med. 


MEDICAL  MEETINGS 


Association  for  Advancement  of  Psychoanalysis 

The  Association  for  the  Advancement  of  Psycho- 
analysis will  hold  its  regular  meeting  at  the  New 
York  Academy  of  Medicine  on  May  22  at  8:30 
p.m.  Dr.  Ben  Bohdan  Wassell,  New  York  City, 
will  present  a paper  entitled  “Man’s  Evolving 
Self:  A Historical  View.”  Discussants  will  be 
Dr.  Edward  Whitmont,  New  York  City,  and  Dr. 
Gerard  Chrzanowski,  New  York  City,  by  invitation. 

Ira  I.  Kaplan  Lecture 

The  annual  Ira  I.  Kaplan  lecture,  sponsored  by 
the  Radiation  Therapy  Alumni  of  Bellevue  Hospi- 
tal, 26th  Street  and  First  Avenue,  New  York  City, 
on  May  23  at  5:00  p.m.  A symposium  on  “Physics 
and  Economy  of  Isotopes  and  Supervoltage”  will  be 
held. 

American  College  of  Chest  Physicians 

The  23rd  annual  meeting  of  the  American  College 
of  Chest  Physicians  will  be  held  at  the  Hotel  Com- 
modore, New  York  City,  May  29  through  June  2. 
The  program  will  include  seminars,  round  table 
discussions,  and  scientific  sessions. 

Information  and  registration  blanks  may  be  ob- 
tained from  the  American  College  of  Chest  Phy- 
sicians, 112  East  Chestnut  Street,  Chicago  11, 
Illinois. 

International  College  of  Surgeons 

The  New  York  State  sectional  meeting  of  the 
International  College  of  Surgeons  will  take  place 
at  the  Whiteface  Inn,  Lake  Placid,  May  30  through 
June  1. 

Dr.  James  P.  Fleming,  Rochester,  is  general 
chairman  of  the  meeting,  Dr.  Max  M.  Simon, 
Poughkeepsie,  chairman,  and  Dr.  Horace  E.  Ayers, 
New  York  City,  cochairman  of  the  program  com- 
mittee. 

The  following  papers  will  be  presented  by  sur- 
geons: “Psychiatry  in  Surgery,”  Dr.  Secord  Palmer, 
Brooklyn;  “Surgical  Treatment  of  Uterine  and 
Vaginal  Prolapse,”  with  color  film,  Dr.  Charles 
Thom,  Staten  Island;  “The  Acute  Abdomen  in 
Pregnancy,”  Dr.  Arthur  J.  Wallingford,  Albany, 
and  “Reconstructive  Surgery,”  Dr.  Ross  T.  Mc- 
Intire,  Chicago. 

The  panel  topics  and  moderators  (all  surgeons) 
will  be  “Surgical  Problems  in  Gastroduodenal 
Ulcer,”  Dr.  Joseph  Alvich,  New  York  City;  “Di- 
agnosis and  Treatment  of  Massive  Hemorrhage 
from  the  Upper  Gastrointestinal  Tract,”  Dr.  Earl 
Halligan,  Jersey  City;  “The  Acute  Surgical  Ab- 
domen,” Dr.  Arnold  S.  Jackson,  Madison,  Wis- 
consin; “Biliary  Surgery,”  Dr.  Moses  Behrend, 
Philadelphia;  “Urologic  Complications  in  Pelvic 
Surgery,”  Dr.  Samuel  Simon,  Poughkeepsie;  “Prob- 


lems in  Obstetrics  and  Gynecology,”  Dr.  Martin 
L.  Stone,  New  York  City;  “Difficult  Fracture  Prob- 
lems,” Dr.  Henry  Milch,  New  York  City;  “Recent 
Advances  in  Thoracic  Surgery,”  Dr.  Samuel  A. 
Thompson,  New  York  City;  “Problems  of  Thyroid 
Surgery,”  Dr.  M.  M.  Simon,  Poughkeepsie;  “Com- 
mon Problems  in  Anesthesia,”  Dr.  Maxwell  Wein- 
garten,  Rochester;  “Colon  Surgery  Problems,” 
Dr.  D.  Rees  Jensen,  New  York  City;  “Present 
Status  of  Treatment  of  Carcinoma  of  the  Breast,” 
Dr.  D.  L.  C.  Bingham,  Kingston,  Canada;  “The 
Management  of  Anorectal  Diseases,”  Dr.  Curtice 
Rosser,  Dallas,  and  “Traumatic  Injuries  of  Brain 
and  Spinal  Cord,”  Dr.  Juan  Negrin,  Jr.,  New  York 
City. 

A panel  on  eye,  ear,  nose,  and  throat  will  be  con- 
ducted by  Dr.  Henry  M.  Scheer,  New  York  City, 
and  one  on  ophthalmology  will  be  conducted  by 
Dr.  John  J.  Sauer,  New  York  City. 

American  College  of  Angiology 

The  annual  meeting  of  the  American  College  of 
Angiology  will  be  held  at  the  Plaza  Hotel  in  New 
York  City  on  June  1 and  2.  Dr.  Frank  Glenn, 
professor  of  surgery,  Cornell  University  Medical 
College,  will  be  moderator  of  a symposium  on 
cardiac  surgery;  Dr.  Alvin  Bakst,  assistant  clinical 
professor  of  surgery,  State  University  of  New  York, 
will  be  moderator  of  a symposium  on  peripheral 
vascular  disease,  and  Dr.  Jefferson  Browder,  pro- 
fessor and  executive  officer,  Department  of  Neuro- 
surgery, State  University  of  New  York,  will  serve 
as  moderator  of  a panel  discussion  on  vascular 
disease  of  the  brain. 

Society  of  Facial  Plastic  Surgery 

The  American  Society  of  Facial  Plastic  Surgery 
will  meet  on  June  5 at  8:00  p.m.  at  the  Biltmore 
Hotel,  New  York  City,  during  the  meeting  of  the 
American  Medical  Association.  The  program  will 
include  a paper  and  sound  film  on  “Prognathism” 
by  Dr.  Robert  C.  Seeley  with  a discussion  by  Dr. 
Stanley  Lane,  and  a symposium  on  “Cosmetic 
Surgery  in  the  Aged  and  Ageing.”  The  moderator 
will  be  Dr.  Irving  B.  Goldman,  and  the  discussants 
will  be  Drs.  Alvin  I.  Goldfarb,  Charles  G.  Neu- 
mann, Samuel  M.  Peck,  Joseph  Safian,  and  Freder- 
ick Zeman.  All  are  from  New  York  City. 

Congress  of  Therapeutics 

The  fifth  International  Congress  of  Therapeutics 
will  meet  in  Utrecht,  Holland,  June  5 through  7 
and  will  set  aside  one  day  for  a discussion  of  Parkin- 
son’s disease  and  epilepsy.  Dr.  Lewis  J.  Doshay, 
New  York  City,  will  speak  on  “Treatment  of 
Parkinson’s  Disease.” 
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American  Neurological  Association 

The  82nd  annual  meeting  of  the  American  Neuro- 
logical Association  will  be  held  at  the  Claridge  Hotel, 
Atlantic  City,  New  Jersey,  June  17  through  19  under 
the  presidency  of  Dr.  H.  Houston  Merritt,  New  York 
City. 

All  communications  regarding  the  meeting  should 
be  addressed  to  Dr.  Charles  Rupp,  secretary  of  the 
Association,  133  South  36th  Street,  Philadelphia  4, 
Pennsylvania. 

Scientific  and  Clinical  Conference 

A scientific  and  clinical  conference,  held  jointly  by 
the  American  Association  of  Rehabilitation  Thera- 
pists, the  Association  for  Physical  and  Mental  Re- 
habilitation, and  the  Association  of  Medical  Direc- 
tors and  Coordinators,  will  be  held  at  the  Conrad 
Hilton  Hotel  in  Chicago,  Illinois,  on  July  7 through 
12. 

Legal  Medicine  Congress 

The  “First  American  Congress  on  Legal  Medi- 
cine and  Law-Science  Problems’’  will  be  conducted 
in  two  separate  weeks  at  the  Hotel  Morrison, 
Chicago,  July  8 through  13  and  July  15  through  20. 

Interested  physicians  should  contact  Dr.  Hubert 
Winston  Smith,  Law-Science  Institute,  University 
of  Texas,  Austin  12,  Texas. 

Congress  on  Maternal  Care 

A comprehensive  review  of  complete  maternity 
care  will  be  presented  by  the  American  Committee 
on  Maternal  Welfare  at  the  Seventh  American 
Congress  on  Maternal  Care  (formerly  known  as  the 
American  Congress  on  Obstetrics  and  Gynecology) 
to  be  held  at  the  Palmer  House  in  Chicago,  July  8 
through  12. 

Speakers  and  registrants  at  the  panel  discus- 
sions, luncheons,  round  tables,  breakfast  confer- 
ences, and  laymen’s  forum  will  examine  and  pursue 
the  questions,  “What  is  Complete  Maternity  Care?” 
“Who  Provides  It?”  and  “Howis  Complete  Maternity 
Care  Provided?” 

Further  information  can  be  obtained  by  writing 
to  the  American  Committee  on  Maternal  Welfare, 
116  South  Michigan  Avenue,  Chicago  3,  Illinois. 

Cancer  Conference 

The  annual  Rocky  Mountain  Cancer  Conference 
will  be  held  in  Denver,  Colorado,  on  July  10  and  11. 
Two  sj-mposia  will  be  based  on  cancer  of  the  lung 
and  cancer  of  the  stomach. 

Guest  speakers  will  include  Dr.  Richard  H.  Over- 
holt, surgeon,  Boston,  Massachusetts;  Dr.  L.  Henry 
Garland,  radiologist,  San  Francisco,  California:  Dr. 
Seymour  M.  Farber,  internist,  San  Francisco;  Dr. 
Joseph  Bank,  gastroenterologist,  Phoenix,  Arizona; 
Dr.  Alton  Ochsner,  surgeon,  New  Orleans,  Louisiana; 
Dr.  Joseph  A.  Cunningham,  pathologist,  Birming- 
ham, Alabama,  and  Dr.  Arthur  T.  Hertig,  patholo- 
gist, Boston,  Massachusetts. 

Further  information  may  be  obtained  from  the 
Colorado  State  Medical  Society,  835  Republic 
Building,  Denver  2,  Colorado. 


I ocational  Rehabilitation  Workshop 

A workshop  for  professional  personnel  on  the  voca- 
tional rehabilitation  of  the  mentally  retarded  adoles- 
cent and  adult  will  be  given  by  the  Association  for 
the  Help  of  Retarded  Children,  Inc.,  at  Teachers 
College,  Columbia  University,  New  York  City,  from 
July  29  through  August  16.  Further  information 
may  be  obtained  by  writing  to  Dr.  Abraham  Jacobs, 
Box  35,  Teachers  College,  Columbia  University, 
New  York  27,  New  York. 

Assembly  in  Otolaryngology 

The  Department  of  Otolaryngology,  University  of 
Illinois  College  of  Medicine,  will  hold  its  annual 
assembly  in  otolaryngology  from  September  30 
through  October  6.  The  assembly  will  consist  of  an 
intensive  series  of  lectures  and  panels  concerning 
advancements  in  otolaryngology,  and  evening  ses- 
sions devoted  to  surgical  anatomy  of  the  head  and 
neck  and  histopathology  of  the  ear,  nose,  and  throat. 

Further  information  may  be  obtained  from  the 
Department  of  Otolaryngology,  1853  West  Polk 
Street,  Chicago  12,  Illinois. 

Endocrinology  and  Metabolism  Course 

The  ninth  postgraduate  assembly  in  endocrinology 
and  metabolism,  sponsored  by  the  Endocrine  Soci- 
ety, the  Medical  College  of  Georgia,  and  the  Medical 
College  of  Georgia  Foundation,  Inc.,  will  be  held  at 
the  Medical  College  of  Georgia,  Augusta,  Georgia, 
from  October  21  through  25.  The  course  has  been 
approved  by  the  American  Academy  of  General 
Practice  for  35  credit  hours  in  Category  I. 

For  further  information  concerning  the  program 
and  registration,  write  to  Dr.  Robert  B.  Greenblatt, 
Department  of  Endocrinology,  Medical  College  of 
Georgia,  Augusta,  Georgia. 

Endodontics  Course 

A postgraduate  course  in  the  principles  and  prac- 
tice of  endodontics  will  be  offered  by  New  York 
University  College  of  Dentistry  beginning  October 
23.  The  class  will  meet  Wednesdays  and  Fridays 
from  9:00  a.m.  to  1:00  p.m.  for  ten  sessions.  Dr. 
Morris  B.  Auerbach,  associate  professor  and  chair- 
man of  the  Department  of  Endodontia,  will  conduct 
the  course. 

For  further  information,  contact  the  director, 
Postgraduate  Division,  New  York  L’niversity  College 
of  Dentistry,  209  East  23rd  Street,  New  York  10, 
New  York. 

World  Congress  of  Gastroenterology 

The  World  Congress  of  Gastroenterology  will  be 
held  in  Washington,  D.C.,  at  the  Sheraton  Park 
Hotel,  May  25  through  31,  1958.  Researchers  in 
gastroenterology  are  invited  to  submit  abstracts 
of  not  more  than  300  words  which  can  be  con- 
sidered by  the  Central  Committee  for  presentation 
on  the  program.  For  additional  information  and  a 
copy  of  the  preliminary  announcement  of  the 
Congress,  write  to  Dr.  H.  M.  Pollard,  Secretary- 
General,  University  Hospital,  Ann  Arbor,  Michigan. 
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t)  y approximately  the  midterm  point  in  its  first 
session  the  85th  Congress  had  shown  enough 
interest  in  health  legislation  to  hold  a variety  of 
hearings,  but  there  was  no  evidence  that  many  major 
bills  would  be  passed  before  adjournment. 

Actually,  it  was  not  until  three  months  after  the 
session  opened  that  the  administration  sent  to  Con- 
gress two  bills  it  regards  as  important.  One  would 
change  the  doctor  draft  act,  and  the  other  would 
authorize  small  commercial  companies  to  pool  part 
of  their  resources  to  stimulate  expansion  and  ex- 
perimentation in  health  insurance. 

The  Department  of  Health,  Education,  and  Wel- 
fare had  not  even  then  released  its  draft  of  legisla- 
tion for  Federal  grants  to  medical,  dental,  and  osteo- 
pathic schools  for  construction  and  equipment. 
There  was  some  reluctance  to  act  on  this  until 
Capitol  Hill  had  decided  on  the  administration’s 
bill  for  United  States  aid  to  general  education. 

Indications  were  that  progress  was  assured  on 
only  one  of  all  these  bills,  that  providing  some  re- 
vised arrangement  for  the  selective  draft  of  physi- 
cians, dentists,  and  “allied  specialists.”  The  special 
doctor  draft  act,  in  effect  for  almost  seven  years,  is 
scheduled  to  expire  on  July  1.  Because  the  Defense 
Department  insists  it  still  needs  special  authority 
to  draft  physicians  and  other  professional  health 
personnel  by  professional  classification,  the  alterna- 
tive was  continuation  of  a modified  doctor  draft  act 
or  changing  the  regular  draft  act. 

Meanwhile,  a number  of  other  bills  had  been 
studied  at  hearings.  They  include  the  following: 

1.  Changes  in  medical  aspect  of  civil  aviation 
regulations.  Witnesses  are  widely  divided  on  this 
measure  that  would  set  up  an  Office  of  Civil  Avia- 
tion Medicine  within  the  Civil  Aeronautics  Admin- 
istration and  give  the  Air  Surgeon  General,  who 
would  head  the  office,  considerably  more  authority 
than  now  is  exercised  by  United  States  medical 
officials  in  this  field.  There  was  no  official  sponsor- 
ship of  this  from  the  Federal  governmental  level.  It 
was  opposed  by  the  Department  of  Commerce 
(where  CAA  is  located)  and  the  Civil  Aeronautics 
Board.  However,  support  came  from  the  outside, 
including  testimony  from  Dr.  Jan  Tillisch  of  the 
Mayo  Clinic;  Dr.  William  Ashe,  chairman  of  the 
Department  of  Preventive  Medicine,  Ohio  State 
University;  and  Dr.  Herbert  F.  Fenwick,  president 
of  the  Civil  Aviation  Medical  Examiners.  Dr. 
Tillisch  headed  an  A.M.A.  ad  hoc  committee  that 
had  started  a study  of  the  problem,  but  he  testified 
as  an  individual. 


Prepared  by  the  Washington  Office  of  the  American  Med- 
ical Association,  Washington,  D.C. 


2.  Veterans  medical  care.  The  House  Veterans 
Affairs  Committee  had  held  extensive  hearings  on  a 
bill  to  restrict  admission  of  nonservice-connected 
cases  to  Veterans  Administration  hospitals  fur- 
ther, but  there  were  no  developments  beyond  that 
to  encourage  sponsors  of  this  legislation. 

3.  Civil  defense  reorganization.  Here  again  a 
wide  split  developed  at  the  hearings  on  just  how  to 
reorganize  the  Federal  government’s  participation 
in  civil  defense.  The  administration  wanted  to 
strengthen  the  United  States  civil  defense  arm  (the 
Federal  Civil  Defense  Administration)  but  without 
going  to  the  extent  of  making  a cabinet-rank  De- 
partment of  Civil  Defense,  which  is  the  goal  of 
Chairman  Chet  Holifield  (D.,  Calif.)  of  the  sub- 
committee that  had  studied  civil  defense  for  more 
than  a year. 

4.  Control  of  barbiturate  and  amphetamine 
drugs.  The  objective  of  bills  before  the  House 
Interstate  Health  Subcommittee  is  to  extend  Fed- 
eral control  to  take  in  the  manufacture,  compound- 
ing, processing,  distribution,  and  possession  of 
habit-forming  barbiturates  and  amphetamines. 
This  would  be  achieved  by  demonstrating  that 
intrastate  control  of  the  drugs  is  essential  to  achieve 
interstate  control,  a philosophy  advanced  for  years 
by  some  Federal  officials. 

While  manufacturers,  compounders,  processors, 
and  handlers  would  have  to  list  their  names  and 
places  of  business  with  HEW  and  to  maintain  com- 
plete records,  physicians  would  not  have  to  comply 
with  these  regulations. 

Economy  pressures  that  had  been  evident  early  in 
the  session  seemed  to  lose  their  effectiveness  when 
Congress  really  set  to  work  on  the  budget  for  the 
Department  of  Health,  Education,  and  Welfare. 
Whereas  in  first  (nonrecord)  votes  the  House  cut 
scores  of  items,  it  simply  reversed  itself  when  roll- 
call  votes  were  demanded  in  the  final  go-around. 

As  an  example,  no  reductions  at  all  were  made 
in  funds  for  the  research  institutes,  50  million 
dollars  were  restored  for  grants  to  help  build  water 
pollution  treatment  plans,  and  $1,300,000  were 
restored  to  the  Food  and  Drug  Administration.  A 
5 million  dollar  cut  in  money  for  general  public 
health  grants  to  states  was  sustained  by  the  House, 
but  this  money  will  have  to  be  provided  later  if  the 
House  estimate  of  the  extent  of  the  obligation  proves 
too  low. 

Economy  advocates  tried  without  success  in  the 
House  to  cut  21  million  dollars  off  money  for  the 
Hill-Burton  hospital  construction  program. 

While  in  theory  the  Senate  is  privileged  to  make 
its  own  cuts  in  a money  bill  coming  to  it  from  the 
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House,  in  practice  the  Senators  generally  restore 
much  of  the  money  cut  by  the  House  and  occasion- 
ally (as  last  year)  vote  large  boosts  over  House  fig- 


ures. So  the  possibility  now  is  for  even  higher  health 
and  medical  budgets  before  the  appropriations  bills 
finally  are  enacted. 


NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Two-Way  Radio  Conferences — The  second  year 
of  the  two-way  radio  conferences  ended  on  April  26. 
The  conferences  were  presented  at  noon  on  Mon- 
day, Wednesday,  and  Friday  of  each  week  and  were 
beamed  to  a total  of  22  area  hospitals  ranging  from 
Middletown  in  the  south  to  Glens  Falls  in  the  north. 
An  average  week  audience  of  some  170  physicians 
was  reached.  These  conferences  were  approved 
for  postgraduate  study  credit  by  the  American 
Academy  of  General  Practice. 

Speaker — Dr.  George  Crile,  Jr.,  Cleveland  sur- 
geon, was  guest  lecturer  at  the  annual  initiation 
ceremony  of  the  Theta  chapter  of  Alpha  Omega 
Alpha,  honorary  medical  society,  on  April  3.  Dr. 
Crile  spoke  on  “The  Treatment  of  Endocrine  De- 
pendent Tumors.”  Students  who  were  initiated 
at  the  ceremonies  were:  John  Condemi,  Bronx; 


John  E.  Glennon,  Kingston;  Barry  J.  Herman, 
Brooklyn;  Ralph  J.  Kaplan,  Little  Neck;  John  I. 
Larkin,  Poughkeepsie;  Leonard  H.  Levitan,  New 
York  City;  Jonathan  C.  Mosse,  Brooklyn;  Robert 
D.  Nani,  Los  Angeles,  California;  Kenneth  Lee 
Pratt,  Phelps,  and  Nathaniel  SOon,  Brooklyn. 

Alumni  honored  were  Drs.  David  J.  Locke,  Wal- 
ter A.  Osinski,  and  John  J.  Powers,  Albany,  and  Dr. 
Donald  C.  Walker,  Delanson. 

Grant — A $6,900  grant  by  the  U.S.  Public  Health 
Service  received  in  March  will  enable  the  College 
to  establish  a research  training  program  in  the 
physiology  department.  Dr.  Matthew  N.  Levy, 
associate  professor  of  physiology,  will  administer 
the  award  which  will  allow  the  College  to  encourage 
“capable  individuals”  to  enter  investigative  work  in 
the  field  of  heart  disease. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Appointed — Dr.  Orren  D.  Chapman,  professor 
and  chairman,  Department  of  Microbiology,  has 
been  appointed  special  consultant  to  the  Division 
of  International  Health,  Bureau  of  State  Services, 
United  States  Public  Health  Service.  Dr.  Chap- 
man’s work  in  public  health  will  have  special  refer- 
ence to  the  14  countries  located  in  the  Middle  East. 

Dr.  Mary  F.  Brew,  assistant  director  of  Syracuse 
Psychiatric  Hospital,  as  consultant  in  the  Depart- 
ment of  Psychiatry. 

Dr.  Henry  W.  Mayo,  Jr.,  clinical  assistant  pro- 
fessor of  surgery;  Dr.  Robert  O.  Becker,  instructor 


in  orthopedic  surgery;  Dr.  Edward  Dunn,  instruc- 
tor in  surgery;  Drs.  Frank  A.  Bersani  and  Frank 
J.  Amodio,  clinical  instructors  in  surgery,  are  re- 
cent appointments  announced  by  Dr.  W.  W.  Wes- 
terfeld,  acting  dean. 

Grants — The  Muscular  Dystrophy  Associations 
of  America  have  awarded  grants  to  Dr.  Willet 
Bowen,  Department  of  Pediatrics;  Dr.  W.  W. 
Westerfeld,  professor  and  chairman,  Department  of 
Biochemistry,  and  Dr.  Charles  W.  Linart,  ortho- 
pedic surgeon. 
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The  following  is  a summary  of  the  minutes  of  the  March,  1957,  meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,  as  approved  April  11,  1957. 


TNie  Council  met  March  14,  1957,  from  9:20  a.m. 

A to  12:35  p.m.  at  the  Manhattan  Club,  New  York 
City.  Dr.  James  Greenough,  president,  occupied 
the  chair. 

Dr.  Greenough  introduced  Mr.  Thomas  A. 
Hendricks,  field  director  of  the  American  Medical 
Association,  who  is  visiting  various  state  societies. 
Mr.  Hendricks  addressed  the  Council  and  explained 
his  duties. 

Secretary’s  Report 

Executive  Committee. — Dr.  Anderton  reported  on 
communications  considered  by  the  Executive  Com- 
mittee on  Marh  13,  1957 : 

“1.  Letter  of  March  7 from  Mr.  Royal  W.  Ryan, 
executive  vice-president  of  the  New  York  Conven- 
tion and  Visitors  Bureau,  enclosing  copy  of  a joint 
invitation  to  a cocktail  party  proposed  to  be  held 
June  1 (Saturday)  by  this  Society  and  the  New 
York  Convention  and  Visitors  Bureau,  in  honor  of 
American  Medical  Association  officers  and  trustees. 

“The  Executive  Committee  approved  the  copy 
and  recommends  that  the  Council  authorize  issuance 
of  the  invitation.” 

It  was  so  voted. 

“2.  Letters  of  February  21  and  February  25, 
1957,  from  Dr.  M.  Arthur  Kline,  executive  secretary 
of  the  American  Medical  Society  in  Vienna,  Austria, 
relating  to  an  accounting  for  the  expenditure  of  the 
$5,000  received  from  this  Society. 

“The  Executive  Committee  recommends  that  a 
short  report  be  included  in  the  minutes  of  the  Coun- 
cil meeting,  showing  what  was  done. 

“I  move,  sir,  that  that  recommendation  be  ap- 
proved and  that  a letter,  which  I hand  to  the  ste- 
nographer from  Dr.  Kline,  be  incorporated  in  the 
minutes.  It  is  a definite  accounting  of  the  money 
that  was  sent  to  them  and  how  it  was  changed  into 
Austrian  schillings.” 

It  was  so  voted. 

The  letter  follows: 

American  Medical  Society  of  Vienna 
11  U ni  versitatsstrasse 
Vienna  1,  Austria 
February  25,  1957 
Dr.  W.  P.  Anderton,  Secretary 
Medical  Society  of  the  State  of  New  York 
386  Fourth  Avenue 
New  York  16,  New  York 
Dear  Dr.  Anderton, 

Under  separate  cover  (surface-mail  insured)  we 
have  sent  to  you  395  original  signed  receipts  for  the 
sum  of  A.S.  129,400. 


The  package  with  these  receipts  should  reach  you 
in  about  ten  to  twelve  days. 

The  Austrian  Landerbank  in  Vienna  exchanged  the 
5,000  dollars  we  received  from  you  for 

5000  X 25.95  A.S.  A.S.  129,750.00 

Landerbank  costs  A.S.  A.S.  324.40 


Received  A.S.  A.S.  129,425.60 

395  receipts  A.S.  A.S.  129,400 

(Rest  A.S.  25.60) 

As  indicated  in  my  letter  of  February  21,  we  would 
be  sincerely  grateful  for  your  cooperation  in  returning 
the  original  “Arztekammer”  directives  to  us,  after  you 
have  controlled  them,  for  we  require  these  directives 
for  our  organizations,  and  committee  bookkeeping. 

Thank  you  sincerely  for  your  courtesy  in  this  mat- 
ter. 

M.  Arthur  Kline,  M.D. 

“3.  Letter  of  March  7 from  Dr.  Herbert  F. 
Schwartz,  secretary  of  the  Medical  Society  of  the 
County  of  Ulster,  embodying  a resolution  of  the 
county  medical  society  ‘strongly  in  favor  of  the 
Jenkins-Keogh  Bill’  and  requesting  this  Society  ‘to 
work  further  toward  the  passage  of  this  bill.’ 

“The  Executive  Committee  refers  this  request  to 
the  Council  favorably.” 

It  was  voted  to  reiterate  our  support  of  the  Jenkins- 
Keogh  Bill. 

“4.  Letter  of  February  26  from  Dr.  Bert  L. 
Ellenbogen,  adviser  to  the  Rural  Medical  Service 
Committee  to  Dr.  Greenough,  enclosing  carbon  copy 
of  a ‘Research  Plan’  submitted  to  the  U.S.  Public 
Health  Service’s  National  Institutes  of  Health  in 
support  of  Dr.  Ellenbogen’s  request  for  a three-year 
grant.  Dr.  Ellenbogen  requests  continued  financial 
support  by  this  Society  for  his  research  project,  a 
statement  to  the  Public  Health  Service  that  such 
support  is  being  given,  and  appointment  of  two 
representatives  of  the  Society  on  an  advisory  com- 
mittee for  the  project. 

“The  Executive  Committee  recommends  that  the 
Council  approve  the  request  for  approval  of  the  re- 
search project  and  appointment  of  two  members  to 
the  Advisory  Committee.  However,  I believe  the 
committee  did  not  vote  approval  of  any  grant  in 
aid.” 

It  was  voted  to  approve  of  this  project  and  so  in- 
form the  officials  of  the  National  Institutes  of 
Health  and  that  two  members  be  appointed  to  the 
Advisory  Committee  on  this  project. 

“5.  Letter  of  March  4,  1957,  from  Dr.  William 
B.  McDonald  of  Troy,  New  York,  to  Dr.  Greenough, 
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enclosing  a copy  of  a resolution  of  the  Medical  Soci- 
ety of  the  County  of  Rensselaer  regarding  denial  of 
surgical  privileges  at  St.  Mary’s  Hospital,  Troy,  to 
three  members  who  have  been  ‘doing  major  surgery 
there  for  approximately  twenty  years,’  and  a carbon 
copy  of  Dr.  Greenough’s  reply. 

“The  Executive  Committee  recommends  that  the 
Council  approve  the  president’s  letter  and  request 
the  advice  of  the  counsel  as  to  what  action  should  be 
taken.” 

After  discussion  it  was  voted  that  the  president’s 
letter  be  approved. 

It  was  voted  that  this  matter  be  referred  to  legal 
counsel  for  advice  and  also  referred  to  the  Com- 
mittee on  Hospital  and  Professional  Relations  for 
study. 

Dues  Remission. — The  Council  voted  to  remit 
annual  State  dues  of  ten  members  for  1957  because 
of  illness,  of  one  member  for  1956  and  14  members 
for  1957  because  of  military  service,  and  of  one 
member  for  1956  and  three  members  for  1957  because 
of  financial  hardship.  The  Council  also  voted  to 
request  remission  of  1957  American  Medical  Asso- 
ciation dues  of  21  members,  to  rescind  remission  of 
1957  annual  State  dues  of  one  member,  and  to 
rescind  actions  of  May  10,  1950,  and  May-  14,  1952, 
of  the  House  of  Delegates  electing  two  retired  mem- 
bers. 

General. — Dr.  Anderton  reported:  It  is  a pleas- 
ure to  notify  you  that  most  annual  reports  have  been 
received,  read  by  your  secretary,  and  sent  to  the 
printer.  Galley  proofs  of  several  have  also  been 
scrutinized. 

February  26,  1957:  Mr.  Lloyd  Prang,  assistant 

director  of  the  Membership-Circulation  Department 
of  A.M.A.  called  at  386  Madison  Avenue  for  discus- 
sion of  mutual  problems. 

February  28:  Your  secretary'  attended  a meeting 
of  the  New  York  State  Legislative  Joint  Commission 
on  Natural  Resources  as  a member  of  its  Advisory 
Committee  on  Air  Pollution  in  Albany'.  A bill  to 
minimize  air  pollution  was  carefully  worked  over. 

March  4:  Mr.  F.  R.  Whitfeld,  representative  of 
the  Australian  Newspaper  Services,  was  briefed  re- 
garding medical  licensure  in  this  country. 

March  6:  Your  secretary'  visited  Motor  Vehicles 
Commissioner  Joseph  P.  Kelly  and  helped  perfect 
details  regarding  the  assignment  of  motor  vehicle 
license  plates  MD-1  to  the  then  presidentelect  on 
January'  1 each  yrear.  In  the  evening  I joined 
Speaker  Holcomb  and  Vice-Speaker  Williams  in 
selecting  the  reference  committees  for  the  1957 
House  of  Delegates. 

On  March  11  your  secretary  plans  to  accompany 
Dr.  Theodore  J.  Curphey  and  Mr.  George  P.  Farrell 
in  Albany'  for  discussion  of  (1)  unification  of  nomen- 
clature and  fee  schedule  for  medical  services  under 
the  Health,  Education,  and  Public  Welfare  Depart- 
ments, and  (2)  with  Dr.  Curphey  to  discuss  with 
Assistant  Commissioner  Levy  possible  assignment 
of  treatment  of  extensive  burn  scars  to  general 
surgeons  rather  than  only  to  plastic  surgeons  under 
the  rehabilitation  program. 


On  March  13  y'our  secretary'  attended  meetings 
of  the  Publication  Committee,  Office  Management 
and  Policies  Committee,  Executive  Committee,  and 
the  Malpractice  Defense  Investigation  Committee. 

It  has  been  drawn  to  your  secretary’s  attention 
that  Dr.  Edward  P.  Flood,  910  Grand  Concourse, 
Bronx,  New  York,  would  be  available  to  represent 
our  Society  at  the  World  Medical  Association  in 
Istanbul,  Turkey,  September  29  to  October  5,  1957. 
I,  therefore,  take  the  liberty'  to  recommend  his 
appointment  without  remuneration. 

It  is  a pleasure  to  report  that  Dr.  John  J.  Master- 
son  was  inspected  March  5 at  his  residence.  He 
appeared  very'  well  but  is  living  carefully  since  his 
recent  coronary  occlusion.  On  March  7 Dr.  Leonard 
Schiff  telephoned  that  his  father  had  passed  away' 
early'  that  morning.  Flowers  are  being  sent  from 
our  Society,  and  your  secretary'  will  attend  the 
funeral. 

Dr.  Anderton  supplemented  his  report  by  stating: 
“1.  The  Sesquicentennial  was  a wonderful  success, 
and  all  of  those  gentlemen  who  worked  so  hard  to 
put  it  over  deserve  great  credit  and  much  appreci- 
ation. 

“2.  It  gives  me  pleasure  to  report  that  Dr. 
Anthony'  Mira  will  undertake  the  directorship  of  the 
Bureau  of  Industrial  Health  and  Workmen’s  Com- 
pensation on  April  1,  and  on  that  date  Dr.  Kaliski 
will  move  to  the  position  of  consultant  to  the  Work- 
men’s Compensation  Committee. 

“3.  Also  as  a result  of  your  action  there  have 
been  recommended  to  the  Board  of  Regents  of  the 
State  of  New  York,  Dr.  Walter  A.  Fenstermacher  of 
Rochester,  Dr.  John  R.  Paine  of  Buffalo,  and  Dr. 
Renato  J.  Azzari  of  the  Bronx  as  candidates  from 
whom  one  will  be  chosen  to  be  a member  of  the 
State  Board  of  Medical  Examiners.  The  post  will 
be  that  of  the  one  who  prepares  and  rates  the  ex- 
aminations in  surgery. 

“4.  May  I also  report,  sir,  that  last  Sunday'  I 
attended  Dr.  Schiff’s  funeral  at  Plattsburgh. 

“5.  Monday  I was  in  Albany'  with  Dr.  Curphey' 
and  Mr.  Farrell.  Dr.  Curphey'  will  report. 

“I  move,  sir,  the  approval  of  the  secretary’s  re- 
port and  supplementary  report.” 

Dr.  Greenough  requested  that  the  motion  include 
approval  of  the  appointment  of  Dr.  Edward  P. 
Flood  to  represent  this  Society'  at  the  World  Medical 
Association  meeting  without  financial  assistance. 
Dr.  Anderton  acceded. 

Approval  was  voted. 

Dr.  Anderton  reported  on  the  physical  condition 
of  Dr.  Floy'd  S.  Winslow,  Dr.  Dan  Mellen,  and  Dr. 
John  J.  Masterson,  all  of  whom  had  been  ill. 

The  treasurer’s  tentative  cash  report  was  approved. 

The  treasurer  stated:  “There  have  been  discus- 
sions during  past  Council  meetings  regarding  the 
treating  of  money's  advanced  to  the  Blood  Banks 
Association  of  New  York  State  as  contributions. 
(Remember  the  word  here  is  ‘contribution’  and  not 
‘loan.’)  From  June  1,  1956,  to  December  31,  1956, 
S200  per  month  was  so  transferred. 

“The  treasurer  would  like  to  have  instructions 
regarding  continuance  of  this  procedure  for  the 
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period  beginning  January  1,  1957.  The  reason  for 
this  request  is  due  to  the  changed  financial  setup  of 
the  clearing  house  since  that  date. 

“Originally,  this  $200  monthly  contribution  was 
to  cover  the  clearing  house’s  net  losses.  These 
losses  were  borne  by  the  Blood  Banks  Association. 
Under  the  changed  financial  setup,  the  North  East 
District  Clearing  House  took  over  the  clearing 
house  of  the  Blood  Banks  Association.  The  prin- 
ciple under  which  the  North  East  District  Clearing 
House  is  operating  is  that  should  there  be  net  in- 
come, transfer  fees  would  be  reduced  in  order  to  pre- 
vent any  large  accumulation  of  surplus.  Should  the 
North  East  District  Clearing  House  operate  at  a 
loss,  presumably  transfer  fees  would  be  increased  to 
eliminate  such  losses. 

“Two  points  should  be  noted  in  this  connection. 
“First,  the  Blood  Banks  Association  is  operating 
the  North  East  District  Clearing  House.  The  dis- 
trict is  charged  an  allocated  amount  of  expenses 
incurred  by  the  Association. 

“Second,  the  Blood  Banks  Association  is  at 
present  financing  the  North  East  District  Clearing 
House.  Should  the  clearing  house  operate  at  a loss, 
financing  would  be  provided  for  by  the  Blood  Banks 
Association.  Since  the  Association  is  financed  by 
the  Society,  it  follows  that  the  Society  is  financing 
the  North  East  District  Clearing  House. 

“In  other  words,  we  have  given  the  Blood  Banks 
Association  a loan  of  $91,600,  and  there  is  $7,500  in 
the  budget  for  this  year  until  the  House  of  Delegates’ 
meeting.  They  have  drawn  on  that  $7,500,  and  I 
have  been  informed  that  they  will  need  more 
money.” 

After  lengthy  discussion  it  was  voted  that  a com- 
mittee be  appointed  to  investigate  the  question  of 
whether  the  Society  is  obligated  to  pay  $200  a 
month  as  a contribution  to  the  regional  clearing 
house. 

It  was  voted  to  refer  the  matter  to  the  Blood  Banks 
Commission  for  report  at  the  next  Council  meeting. 

It  was  voted  to  approve  the  report  as  a whole. 

Report  of  Committees 

Blood  Banks  Commission. — Dr.  Thurman  B. 
Givan,  chairman,  presented  the  following  report: 
At  a meeting  of  the  Blood  Banks  Commission  on 
February  19,  1957,  Dr.  Thurman  Givan,  chairman, 
reported  that  several  matters  of  interest  to  the 
Blood  Banks  Commission  had  been  discussed  at  the 
meeting  of  the  directors  of  the  Blood  Banks  Associ- 
ation of  New  York  State  that  afternoon. 

I.  The  House  of  Delegates  in  May,  1956,  voted 
that  the  cost  of  the  Blood  Exchange  Program  (clear- 
ing house)  be  met  “by  proper  appropriation  by  the 
Council  and  Board  of  Trustees.”  Some  confusion 
had  existed  as  to  whether  this  was  to  be  a gift  or  a 
loan.  The  Council  recently  voted  that  it  was  a gift. 

II.  The  directors  took  up  several  points  in  con- 
nection with  the  meeting  of  the  House  of  Delegates 
in  May,  1957: 

A.  A program  with  which  to  approach  them  for 
funds  for  the  Blood  Banks  Association. 

B.  Key  personnel  in  the  Association  must  be 


available  to  the  reference  committee  in  its  delibera- 
tions. 

C.  Another  meeting  of  the  directors  must  bo 
hold  prior  to  May  so  that  more  accurate  information 
can  be  agreed  on  for  presentation  to  the  House  of 
Delegates,  particularly  with  respect  to  expenses. 

In  this  connection  Dr.  Givan  said  that  the  deficit 
for  the  calendar  year  1956  was  $13,291,  but  with 
the  $200  monthly  allowance  for  the  clearing  house, 
retroactive  to  June,  1956,  the  deficit  would  be  only 
$11,891.  The  House  of  Delegates  voted  in  1956 
that  “the  limit  of  further  deficit  for  the  year  of  1956 
not  exceed  $15,000”  (May  through  December,  1956). 

III.  A.  The  directors  had  also  discussed  the 
Association’s  program  in  Westchester  County.  Dr. 
Berger  explained  to  the  Commission  that  the  county 
medical  society  had  agreed  to  enter  into  the  Com- 
munity Blood  Program,  which  would  involve  the 
cooperation  of  both  hospital  administrators  and 
hospital  blood  banks.  The  chairman  of  the  lay 
board  of  the  Phelps  Memorial  Hospital  in  Tarrytown 
has  now  stated  that  the  Red  Cross  would  match 
anything  the  Association  could  propose  and  would 
even  improve  on  it: 

1.  The  Red  Cross  would  contact  industry  and 
groups  in  the  county,  scheduling  donors  for  the  hos- 
pital blood  bank. 

2.  They  would  furnish  all  the  clerical  help  which 
would  be  needed,  both  within  the  hospital  and  in 
the  industrial  and  contact  work.  The  hospital 
blood  banks  would  type  the  donors,  and  the  Red 
Cross  would  pay  the  hospital  $1.00  for  each  donor. 
These  donors  (prospective)  would  in  turn  be  a part 
of  the  walking  blood  bank  which  the  Red  Cross  has 
been  organizing  several  years  in  Westchester. 

3.  The  Red  Cross  would  transport  the  donors 
from  their  place  of  work  to  the  hospital  blood  bank. 

4.  Each  hospital  would  work  out  its  own  donor 
club  plan  from  the  point  of  view  of  the  amount  of 
blood  which  would  be  kept  by  the  hospital  blood 
bank  and  the  amount  of  blood  which  would  be  given 
to  the  members  of  the  group. 

The  Red  Cross  would  agree,  according  to  Dr. 
Russell,  that  none  of  the  blood  drawn  in  the  county 
would  leave  that  community.  One  of  the  complaints 
heretofore  has  been  that  the  Red  Cross  used  else- 
where the  blood  drawn  there,  and  when  blood  was 
needed,  it  had  to  be  bought  by  the  hospitals.  The 
Red  Cross  would  also  make  available  to  the  county 
the  rare  types  which  it  has  on  hand  for  the  country 
at  large. 

Dr.  Berger  said  that  the  proposed  program  is  at 
variance  with  the  Red  Cross  policy  in  New  York 
City.  To  date  no  written  agreement  has  been  pre- 
sented to  the  county  medical  society. 

It  was  agreed  by  the  Commission  that  a confer- 
ence should  be  held  by  the  Association  with  Dr. 
Markel,  medical  director  of  the  Red  Cross  in  New 
York,  to  work  out  this  program,  including  the  Red 
Cross  role  in  the  District  Clearing  House. 

B.  Dr.  Berger  mentioned  the  Association’s  pro- 
curement program  at  the  General  Motors  plant  in 
Tarrytown,  which  had  been  started  in  February, 
1956.  Permission  will  be  required  from  manage- 
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ment  for  time  off  for  employes  to  donate  their  blood. 
The  union  is  in  favor  of  the  program. 

C.  Rockland  County  has  become  self-sufficient 
with  regard  to  their  blood  needs,  thanks  to  the  help 
of  the  Association.  The  program  there  has  brought 
other  benefits  in  the  way  of  community  spirit 
towards  the  hospitals,  increased  contributions,  etc. 

D.  The  North  East  District  Clearing  House  has 
completed  its  first  month  of  operation  with  about 
150  transactions.  Some  areas  in  the  district  have 
not  yet  been  organized,  and  this  figure  is  not  an 
accurate  index  of  future  transactions. 

IV.  The  question  was  raised  as  to  what  role  the 
Public  and  Professional  Relations  Bureau  should 
play  in  the  activities  of  the  Blood  Banks  Association. 
It  was  brought  out  that  doctors  in  general  are  igno- 
rant of  the  facts  about  blood  needs  and  blood  procure- 
ment. The  Public  Relations  Bureau  to  date  has  not 
considered  the  program  within  the  purview  of  its 
activities.  Nevertheless,  there  is  much  public  rela- 
tions value  to  the  Medical  Society  in  the  accomplish- 
ments of  the  Association. 

The  Commission  agreed  that  the  matter  of  pub- 
licity should  be  discussed  as  promptly  as  possible 
with  the  Public  Relations  Committee. 

V.  Dr.  Miller  reported  on  a meeting  of  the  Joint 
Committee  to  Set  Standards  of  Inspection  for  intra- 
state blood  banks,  held  on  February  14  at  the  State 
Society  offices.  The  present  methods  of  approval 
of  laboratories  were  presented.  In  upstate  New 
York  there  exists  the  “approval”  system  under  the 
New  York  State  Sanitary  Code;  in  New  York  City 
the  “licensing”  system  prevails,  in  accordance  with 
the  New  York  City  Sanitary  Code.  Dr.  Dalldorf 
saw  no  reason  why  the  State  Health  Department’s 
present  method  of  examining  the  directors  of  the 
laboratories  in  charge  of  blood  transfusion  services 
could  not  be  expanded  to  include  NIH  standards 
for  shipment  of  blood  intrastate,  as  had  been  recom- 
mended by  the  Medical  Society  representatives  on 
the  joint  committee. 

Dr.  Miller  said  that  at  the  board  of  directors’ 
meeting  that  afternoon  it  was  decided  that  further 
study  should  be  made  by  a representative  of  the 
Department  of  Health  and  of  the  Blood  Banks  Asso- 
ciation to  review  the  Sanitary  Code  of  the  State  of 
New  York  and  see  if  the  wording  needed  to  be 
changed  to  incorporate  more  definitive  instructions 
and  details  of  administration. 

YI.  Dr.  Berger  pointed  out  that  in  reporting  to 
the  Council  and  to  the  House  of  Delegates  a strong 
argument  for  the  continuation  of  grants  to  the  Asso- 
ciation will  be  the  current  deliberations  of  the  special 
committee  studying  the  blood  situation  in  the  metro- 
politan area,  sponsored  by  the  New  York  Academy 
of  Medicine.  If  the  stud3T  indicates  the  need  for  an 
over-all  coordinating  organization,  an  active  Blood 
Banks  Association  would  be  the  logical  focal  point 
for  the  implementation  of  the  committee’s  recom- 
mendations. 

Dr.  Givan  stated:  “It  has  been  reported  to  us  by 
the  Blood  Banks  Association  that  they  expect,  within 
the  next  two  or  three  weeks,  to  begin  bleeding  under 
the  Community  Blood  Program  in  Westchester. 

“The  work  will  be  done  primarily  with  labor 


unions.  They  have  been  able  to  work  out  a satisfac- 
tory arrangement  with  the  United  Automobile 
Workers’  Union  as  well  as  a renewal  plan  with  hos- 
pitals in  Westchester.  It  was  felt  that  they  would 
need  at  least  three  hospitals  to  do  the  bleeding  in 
Westchester  and,  in  addition,  one  hospital  in  Brook- 
lyn, Manhattan,  and  the  Bronx. 

“A  committee  consisting  of  members  of  the  Blood 
Banks  Commission  and  the  New  York  State  De- 
partment of  Health  has  completed  a statement  re- 
garding ‘Inspection  and  approval  of  Blood  Banks 
outside  of  New  York  City’  as  well  as  a statement 
regarding  ‘minimum  standards  for  blood  banks.’ 

“The  Association  plans  to  exhibit  at  the  Empire 
State  Association  of  Medical  Technologists  at 
Syracuse  on  March  29  to  31.  It  is  hoped  that 
through  this  exhibit  additional  new  members  will  be 
obtained. 

“As  of  January  31,  1957,  the  Association  had  bor- 
rowed S91,600  from  the  Society.  Last  week  S3, 000 
was  transferred  to  the  Association  as  provided  by 
the  budget  of  the  Medical  Society. 

“For  the  month  ended  January  31,  1957,  the  fol- 
lowing tentative  figures  were  reported:  The  North 
East  District  Clearing  House  reported  a loss  for  the 
month  of  approximately  SI, 600.  The  Association 
had  a loss  for  the  month  of  SI, 238.” 

After  discussion  it  was  voled  to  approve  the  report. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  the  following  report:  “The  activities  of 

Mr.  George  P.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance  and  Administrative  Officer 
of  Medicare,  follow: 

“January  16,  1957 — Spoke  at  an  Office  Assistants 
Session  at  the  Binghamton  City  Hospital  on  the 
Medicare  program,  and,  on  invitation  of  Dr.  George 
Schwartz,  president  of  Bronx  County  Medical 
Society,  spoke  at  a stated  meeting  of  his  society  in 
the  evening,  on  the  same  subject. 

“January  25 — Meeting  at  the  Fort  Orange  Club, 
Albany,  at  which  was  discussed  the  civil  service 
employes’  program  with  Mr.  Edward  Meacham, 
director  of  Personnel  Services,  New  York  State 
Department  of  Civil  Services. 

February  5 — At  the  request  of  Dr.  J.  Stanley 
Kenney,  attended  a conference  at  the  State  of  New 
York  Insurance  Department,  New  York  City. 

“February  11  and  12 — National  Blue  Shield 
Professional  Relations  Conference  in  Chicago. 

“February  25 — Meeting  of  Dr.  Hugh  Hussey, 
chairman  of  the  special  committee  of  the  Hamilton 
Task  Force,  on  Medicare,  in  Washington,  D.C. 

“February  26 — Joint  meeting  of  Dr.  Hamilton’s 
Task  Force  and  Major  General  Paul  Robinson  and 
staff,  at  which  was  discussed  the  progress  of  Medi- 
care program. 

“During  February  approximately  1,000  claims 
were  received  under  the  Medicare  program.  During 
the  last  few  weeks  the  number  of  claims  has  increased 
from  200  a week  to  400  a week. 

“When  the  full  fee  according  to  the  Schedule  of 
Allowances  is  paid  for  a full-term  pregnancy,  this 
will  increase  the  average  claim  cost.  Air.  Farrell 
believes  that  within  a short  period  our  claims  will  be 
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averaging  at  least  2,000  a month  with  payments  to 
the  doctors  in  excess  of  $150,000  per  month.” 

Approval  of  this  portion  of  the  report  was  voted. 

The  following  supplementary  report  was  distrib- 
uted : 

This  is  a progress  report  on  the  present  status  of 
the  Medicare  program. 

At  the  present  rate  that  claims  are  being  received, 
it  becomes  quite  evident  that  within  a short  time 
there  will  be  at  least  500  claims  per  week,  and  in 
order  to  handle  this  load  it  will  require  at  least  five 
full-time  employes.  For  the  period  from  January  1 
to  March  5,  1957,  550  claims  were  paid  to  physicians, 
representing  $38,547,  an  average  of  $70  per  claim. 

Under  date  of  February  15,  1957,  a letter  was 
addressed  to  Dr.  W.  P.  Anderton  from  Lieutenant 
Colonel  Walker  W.  Evans  suggesting  a contract 
modification  pursuant  to  Article  VII,  entitled 
“Change  in  Regulations”  of  our  contract.  This 
change  in  the  Joint  Directive  provides  that  $15  paid 
by  the  patient  for  outpatient  care  (fractures,  lacera- 
tions, dislocations,  and  other  wounds)  will  be  limited 
to  the  physician’s  charges.  This  means  that  it  will 
no  longer  be  necessary  for  a physician  to  include  a 
hospital’s  charge  for  outpatient  facilities  on  the 
statement  w'hich  he  submits  for  his  compensation. 
I believe  that  this  will  simplify  the  handling  of 
claims  for  outpatient  care  and  completely  separate 
hospital  from  medical  care  services  on  a bill. 

On  March  6,  1957,  a letter  was  forwarded  to  Dr. 
W.  P.  Anderton  from  Major  General  Paul  I.  Robin- 
son dealing  with  the  Schedule  of  Allowances  pertain- 
ing specifically  to  types  of  cesarean  sections  in  our 
contract  under  procedures  numbered  4801,  4802, 
4803,  4804,  and  4805.  General  Robinson  feels  that 
it  was  our  understanding  that  the  amount  estab- 
lished for  each  procedure  was  to  include  not  only 
the  surgical  operation  but  also  antepartum  and  post- 
partum care.  General  Robinson  suggests  the  follow- 
ing be  incorporated  in  our  contract:  “When  ante- 
partum care  is  not  rendered  by  the  physician  per- 
forming the  surgical  operation  and  postpartum  care 
for  procedures  4801,  4802,  4803,  4804,  or  4805,  the 
amount  established  for  that  procedure  will  be  re- 
duced by  $00.” 

It  is  not  my  feeling  that  this  understanding  was 
arrived  at  when  the  contract  was  negotiated,  because 
on  December  21,  1956,  Mr.  Farrell  wrote  Colonel 
Lawrence  regarding  this  matter,  specifically  inquir- 
ing where  antepartum  and  postpartum  care  is 
rendered  to  a patient  and  the  obstetrician  performs 
a classic  cesarean  section  (Code  4801),  “is  he  also 
entitled  to  an  additional  fee  for  antepartum  care?” 
Colonel  Evans  replied  on  December  27,  1956,  as 
follows:  “A  physician  who  renders  antepartum 

care  to  an  eligible  dependent  and  performs  a classic 
cesarean  section  is  entitled  to  the  fee  for  the  cesarean 
section  as  well  as  the  fee  for  antepartum  care.  This 
compensation  of  course  is  to  be  paid  by  the  Govern- 
ment only  if  such  care  is  rendered  on  or  after  7 
December  1956.” 

Also  in  Mr.  Farrell’s  letter  of  December  21,  1956, 
he  asked  for  a ruling  where  the  patient  is  referred  to 
a specialist  for  the  classic  cesarean  section  (Code 


4801,  $150);  is  the  physician  who  has  given  ante- 
partum and  postpartum  care  entitled  to  a fee  for  his 
services  according  to  Codes  4824,  4825,  and  4826? 
Colonel  Evan’s  reply  was  as  follows:  “When  a 

patient  is  referred  to  a specialist  for  a classic  cesarean 
section,  the  physician  who  provided  the  antepartum 
and  postpartum  care  is  entitled  to  compensation  for 
these  services  as  provided  for  in  the  Schedule  of 
Allowances.” 

In  addition,  under  a Directive  issued  February 
21,  1957,  ODMC  Letter  5,  Article  IV  f,  I quote  the 
following:  “If  pregnancy  terminates  in  any  type  of 
cesarean  section  and  the  patient  is  referred  to  an- 
other physician  for  this  operation,  the  referring 
physician  is  entitled  to  fee  for  any  antepartum  care 
he  may  have  rendered  and  to  the  fee  for  postpartum 
care  if  he  renders  this  service.” 

In  the  same  letter  referred  to  above  (ODMC  5), 
there  was  included  under  Article  IV  j,  the  following: 
“Physicians  may  add  to  their  statements  (DA  Form 
1863)  those  drug  items  which  have  been  directly  or 
indirectly  furnished  to  the  maternity  patient. 
(Direct  furnishing  of  drugs  is  supplying  drugs  by 
the  physician’s  office  to  the  patient;  indirect  fur- 
nishing is  the  physician  w rites  a prescription  to  the 
patient  but  has  the  pharmacy  bill  him  (the  physi- 
cian) for  the  drugs  dispensed.)” 

There  is  some  question  in  my  mind  wdiether  under 
the  terms  of  our  contract  we  w’ould  be  required  to 
pay  for  drug  items  furnished  to  maternity  patients 
by  the  physician.  This  puts  the  physician  in  a posi- 
tion of  acting  as  salesman  and  bill  collector  for  the 
pharmacy.  It  would  require  considerable  bookkeep- 
ing on  the  part  of  the  physician  to  keep  these  funds 
segregated  at  the  expiration  of  a maternity  case 
when  he  submits  his  claim  form.  There  is  also,  I 
believe,  a possibility  of  complications  regarding  the 
doctor’s  income  taxes. 

“At  a meeting  in  Washington,  February  26,  1957, 
Dr.  Edw’in  S.  Hamilton,  representing  the  American 
Medical  Association,  felt  that  the  liaison  wffiich  has 
been  established  between  the  twro  task  force  groups 
should  be  continued.  General  Robinson  and  his 
staff  concurred. 

“The  General  pointed  out  that  the  program  had 
not  advanced  far  enough  to  be  able  to  evaluate  it 
well.  Some  of  the  problems  which  have  become 
immediate  for  the  Department  to  decide  are  acute 
emotional  disturbances,  chronic  diseases,  and  elec- 
tive surgery. 

“The  General  spoke  about  renegotiation  of  the 
contract  which  is  expected  to  be  started  within  the 
next  two  weeks  and  can  be  done  by  mail.  He  feels 
the  contracts  at  this  time  should  be  on  a temporary 
basis  and  that  the  Department  of  Defense  has  set  up 
a schedule  to  negotiate  five  states  at  a time  beginning 
January  1,  1958,  and  five  states  each  month  there- 
after through  the  same  negotiating  teams.  Our 
State  Society  falls  in  the  July  1,  1958,  category. 
However,  that  does  not  preclude  negotiating  on 
items  prior  to  that  time.” 

Dr.  McClintock  stated:  “In  the  supplementary 
report  I direct  your  attention  to  the  second  para- 
graph w’hich  indicates  the  amount  of  work  that  is 
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now  being  done. 

“I  would  like  to  express  the  hope  that  the  office 
manager  will  find  it  possible  to  concentrate  all  of  the 
employes  required  for  this  work  in  one  area  so  that 
more  efficient  operation  can  ensue. 

“In  the  third  paragraph  we  have  been  requested 
to  change  the  contract  by  altering  the  regulations  to 
permit  the  payment  of  the  $15  fee  for  outpatient 
service  to  the  physician.  I would  like  to  recommend 
that  the  chairman  of  the  Board  of  Trustees  be  re- 
quested to  sign  the  contracts  which  the  secretary 
has,  and  I move  adoption  of  this  portion  of  the  re- 
port.” 

It  was  so  voted. 

Dr.  McClintock  continued:  “A  controversial 

matter  has  arisen  from  directives  emanating  from 
the  office  of  Major  General  Robinson  concerning 
cesarean  section  and  antepartum  and  postpartum 
care.  The  evidence  is  before  you.  We  feel  that 
under  our  contract  and  the  directives  from  the  office 
of  the  Division  of  Dependent  Medical  Care  in  the 
Department  of  the  Army,  the  existing  situation  is 
adequate.  There  is  no  misunderstanding,  and  we 
believe  that  the  matter  should  be  allowed  to  remain 
as  it  is  and  not  as  Major  General  Robinson  would 
like  to  alter  it.  I therefore  move  that  this  portion 
of  the  report  be  adopted,  that  is  the  question  on  the 
cesarean  section  be  allowed  to  remain  as  it  now 
stands.” 

It  was  so  voted. 

Dr.  McClintock  continued:  “In  the  same  letter 
from  the  Office  of  Dependents’  Medical  Care  the 
question  of  physicians  dispensing  or  prescribing 
drugs  to  maternity  patients  was  raised.  This  cost 
is  an  allowable  item  payable  by  the  Government, 
but  what  the  Department  of  the  Army  wishes  the 
physician  to  do  is  either  to  prescribe  the  drug  or 
dispense  the  drug,  for  which,  if  he  prescribes  it,  he 
will  be  billed  by  the  pharmacy  and  he  will  have  to 
pay  the  pharmacy.  We  did  not  feel  that  the 
physicians  should  be  the  agents  of  the  pharmacists 
and  that  we  should  not  be  responsible  for  collecting 
their  bills.  We  recommend  disapproval  of  this  sug- 
gestion. 

“I  move  adoption  of  this  recommendation  of  dis- 
approval.” 

It  was  so  voted. 

Dr.  McClintock  continued:  “At  the  meeting  in 

Washington  on  February  25,  which  Mr.  Farrell 
attended,  the  director  of  the  Dependents’  Medical 
Care  Program  indicated  that  they  were  setting  up 
contract  renegotiation  dates  beginning  January, 
1958.  Under  the  terms  of  the  present  plan  the 
renegotiation  date  for  the  State  of  New  York  will 
be  about  July,  1958,  and  they  request  that  we  main- 
tain the  present  contract  in  its  present  form  until 
that  time.  Heretofore  you  will  recall  that  the  con- 
tract was  supposed  to  have  been  renegotiated  by 
July  1,  1957.  Since  there  is  provision  in  the  con- 
tract for  renegotiating  items  at  any  time,  we  recom- 
mend that  we  accept  the  official  renegotiation  date 
of  1958. 

“I  move  the  adoption  of  this  portion  of  the  re- 
port.” 


After  discussion  it  was  voted  to  adopt  this  portion 
of  the  report. 

It  was  voted  to  adopt  the  report  of  the  Economics 
Committee  as  a whole. 

Veterans  Administration,  Subcommittee  on  Liai- 
son with. — Dr.  McClintock  stated:  “The  American 
Medical  Association  is  holding  a meeting  in  New 
York  City  on  April  6 on  Veterans  Affairs.  I request 
that  the  chairman  of  this  subcommittee  be  em- 
powered to  attend.” 

It  was  voted  that  the  chairman  of  the  Subcom- 
mittee on  Liaison  with  the  Veterans  Administra- 
tion be  authorized  to  attend  the  American  Medi- 
cal Association  meeting  on  Veterans  Affairs  in 
New  York  City  on  April  6,  1957. 

Hospital  Practice  of  Medicine,  Committee  to 
Study. — Dr.  Thurman  B.  Givan,  chairman,  re- 
ported: “Your  president  appointed  a committee  to 
study  the  question  of  the  practice  of  medicine  by 
hospitals.  This  committee  was  composed  of  Dr. 
John  Rogers,  Dr.  Walter  Anderton,  Dr.  Maurice 
Dattelbaum,  Dr.  Henry  I.  Fineberg,  and  myself,  as 
chairman.  We  met  on  February  8,  and  invited  as 
consultants  were  our  counselors,  Mr.  Martin  and 
Mr.  Bell.  Dr.  Fineberg  was  sick  and  could  not 
attend. 

“The  committee  wishes  to  advise  the  Council  that 
the  question  of  the  practice  of  medicine  by  hospitals 
has  been  carefully  studied.  It  respectfully  wishes  to 
call  to  the  attention  of  the  Council  that  under  the 
rulings  and  decisions  of  the  courts  of  this  State,  the 
practice  of  medicine  by  charitable  hospitals  is  not 
prohibited.  In  one  leading  case  the  Court  of  Ap- 
peals said:  ‘.  . . hospitals,  dispensaries  and  similar 
corporate  institutions  which  are  unquestionably 
authorized  by  law  to  practice  medicine,  through  the 
agency  of  natural  persons  who  are  duly  registered  as 
physicians  . . .’  do  not  violate  the  Education  Law  by 
practicing  medicine  (People  v.  Woodbury  Dermato- 
logical Institute,  192  N.Y.  454). 

“Most  of  the  cases  relating  to  the  practice  of 
medicine  by  ‘nonprofit’  hospitals  in  this  State  have 
related  to  the  efforts  of  such  hospitals  to  recover 
sums  due  for  medical  and  surgical  services  rendered 
to  their  ward  patients.  One  case  held  that  ‘.  . . a 
nonprofit  hospital,  is  entitled  to  recover  for  medical 
and  surgical  services,  etc.,  as  well  as  for  hospital 
facilities,  bed  and  board,  etc.,  which  were  furnished 
to  defendant.’  ( Roosevelt  Hospital  v.  Begley,  92 
N.Y.S.  2d  792). 

“However,  the  courts  have  held  that  ‘for-profit’ 
hospitals  are  prohibited  from  practicing  medicine, 
are  not  permitted  to  recover  for  medical  or  surgical 
services,  and  are  deemed  specialized  hotels  where  a 
patient  is  treated  by  a physician  of  his  own  choice. 

“It  is  the  opinion  of  the  committee  that  the  State 
Society  cannot  on  its  own  initiative  institute  a law 
suit  against  a hospital,  alleging  that  it  is  engaged  in 
the  unlawful  practice  of  medicine.  Before  such  law 
suit  can  be  brought,  there  must  be  an  aggrieved 
individual  who  has  suffered  some  particular  wrong 
because  of  the  practice  of  medicine.  The  committee 
respectfully  requests  that  any  individual  or  group 
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of  members  of  the  State  Society  who  have  been 
wronged  in  a particular  instance  by  the  corporate 
practice  of  medicine  by  a hospital  bring  the  facts  of 
such  situation  to  its  attention  so  that  appropriate 
i legal  steps  may  be  taken.  It  is  the  feeling  of  this 
j committee  that  under  the  present  interpretation  put 
on  the  practice  of  medicine  by  nonprofit  hospitals  by 
the  courts  of  this  State,  such  a law  suit  is  of  doubtful 
success.  It  would  appear  that  the  solution  to  this 
problem  lies  in  appropriate  action  by  the  State 
Legislature. 

“I  submit  this  report  for  your  action.” 

After  discussion  it  was  voted  that  this  be  accepted 

as  a progress  report. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
presented  the  following  report:  Your  chairman 

spent  a few  days  in  Albany  and  discussed  our  legis- 
lative program  with  your  executive  officer  and  the 
counsel  to  the  Legislative  Bureau. 

All  bills  sponsored  by  the  Medical  Society  have 
been  introduced.  They  include  the  following: 

1.  Injunction  bill  (Senate  Intro.  3400  Pr.  3590 — 
Rath;  Assembly  Intro.  3622  Pr.  3764 — Maresca): 
Amends  S.  6513,  Education  Law,  to  authorize 
attorney  general  to  maintain  action  on  his  own 
information  or  on  complaint  against  person  who 
violates  provision  relating  to  practice  of  medicine, 
osteopathy,  or  physiotherapy  and  to  provide  for 
temporary  injunction  and  restraining  order. 

2.  Free  choice  of  medical  plan  (Senate  Intro.  2248 
Pr.  2376 — Condon;  Assembly  Intro.  3209  Pr.  3344 — 
Horan):  Amends  S.  250,  Insurance  Law,  to  provide 
that  when  State  or  political  subdivision  contributes 
part  or  all  of  cost  of  medical  or  dental  expense 
indemnity  or  hospital  service,  subscribers  or  insured 
members  as  group  shall  have  right  to  select  any  non- 
profit medical  care  plan  authorized  and  approved  by 
insurance  superintendent. 

3.  Preventing  practice  of  medicine  by  hospitals 
(Senate  Intro.  3020  Pr.  3210 — J.  Cook):  Adds  new 
Art.  13-A,  General  Business  Law,  to  permit  hos- 
pitals supported  by  public  funds  or  by  private  sub- 
scriptions or  receiving  tax  exemption,  to  employ 
physicians  and  surgeons  under  contract  for  medical 
diagnosis  and  treatment  that  is  public  charge  and  to 
prohibit  vending  by  hospitals  of  medical  diagnosis 
and  treatment. 

4.  Autopsy  amendment  (Senate  Intro.  2653  Pr. 
2824 — Bush):  Amends  S.  4210,  Public  Health  Law, 
to  permit  one  next  of  kin,  acting  for  all  next  of  kin, 
to  authorize  dissection  of  body  of  deceased  person 
and  to  provide  that  in  all  cases  dissection  shall  be 
performed  without  undue  delay  and  with  proper 
regard  for  religious  conviction,  with  body  to  be  re- 
turned to  funeral  director  with  reasonable  dispatch. 

5.  Amendments  to  Workmen's  Compensation 
Law: 

(a)  Abolition  of  medical  practice  committees 
(Senate  Intro.  2977  Pr.  3167 — Condon;  Assembly 
Intro.  3991  Pr.  4133 — Suthergreen) : Amends  S. 

13-b-g,  Workmen’s  Compensation  Law,  to  strike  out 
provisions  for  medical  practice  committee  in  Work- 
men’s Compensation  cases  in  New  York  City  for 
determining  value  of  medical  aid  and  recommending 


physicians  to  render  medical  care  in  such  cases  and 
to  extend  to  New  York  City  provisions  applying  to 
rest  of  State. 

(6)  Making  workmen’s  compensation  medical 
appeals  unit  decision  binding  on  workmen’s  com- 
pensation chairman  (Senate  Intro.  2773  Pr.  2944 — 
Mackell;  Assembly  Intro.  3655  Pr.  3797 — Rice): 
Amends  S.  13-aa,  Workmen’s  Compensation  Law, 
to  provide  that  decision  and  recommendation  of 
medical  appeals  unit  in  workmen’s  compensation 
case,  shall  be  final,  binding,  and  conclusive  on  chair- 
man instead  of  advisory  only. 

(c)  Relating  to  impartial  specialists  in  workmen’s 
compensation  (Senate  Intro.  2774  Pr.  2945 — 
Mackell;  Assembly  Intro.  881  Pr.  890 — Rice; 
Assembly  Intro.  3656  Pr.  3798 — Rice) : Amends  S. 
13,  Workmen’s  Compensation  Law,  to  change  pro- 
visions relating  to  designation  and  compensation  of 
physicians  as  expert  consultants  in  workmen’s  com- 
pensation cases. 

6.  Amendments  to  the  Disability  Benefits  Law: 

(a)  Fees  for  physicians  attending  disability  bene- 

fits hearings  (Senate  Intro.  3195  Pr.  3385 — Mackell: 
Assembly  Intro.  3598  Pr.  3740 — Katz):  Amends 

S.  232,  Workmen’s  Compensation  Law,  to  provide 
that  when  attendance  at  hearing  is  required  on 
question  of  nonoccupational  disability,  physician  of 
injured  employe  may  receive  fee  from  employer  or 
carrier  in  amount  to  be  fixed  by  workmen’s  compen- 
sation board. 

( b ) Making  all  licensed  physicians  eligible  to 
render  care  under  Disability  Benefits  Law  (Senate 
Intro.  2630  Pr.  2777 — Watson;  Assembly  Intro. 
3210  Pr.  3345 — Horan):  Amends  S.  205,  Workmen’s 
Compensation  Law,  to  provide  that  employe  shall 
not  be  entitled  to  nonoccupational  disability  bene- 
fits for  any  period  of  disability  during  which  he  is 
not  under  care  of  duly  licensed  physician  and  to 
strike  out  provision  that  physician  may  be  author- 
ized by  Workmen’s  Compensation  Board  chairman. 

(c)  Repeal  of  authority  of  chairman  to  take  away 

compensation  ratings  for  acts  of  physicians  relating 
to  the  Disability  Benefits  Law  (Assembly  Intro.  3327 
Pr.  3462 — Steingut):  Amends  S.  220,  Workmen’s 

Compensation  Law,  to  repeal  provision  that  Work- 
men’s Compensation  Board  may  remove  from  list  of 
physicians  authorized  to  render  medical  care  under 
workmen’s  compensation  any  physician  who  has 
submitted  false  statement  in  connection  with  non- 
occupational disability  claim. 

Other  bills  which  we  are  actively  supporting  are: 

1.  Physician  advertising  (Senate  Intro.  1181  Pr. 

1231 — Hatfield;  Assembly  Intro.  1230  Pr.  1259 — 
Brook):  Amends  S.  6514,  Education  Law,  to  in- 

clude advertising  by  television,  telephone  direc- 
tories, and  by  glaring  or  flickering  signs  in  restric- 
tions warranting  revocation  of  registration  for  prac- 
tice by  physicians,  osteopaths,  and  physiotherapists; 
extends  provision  to  include  soliciting  for  such  pur- 
poses. 

The  Medical  Society  of  the  County  of  Westchester 
has  requested  that  these  bills  be  amended  by  adding 
“or  newspapers  or  any  other  printed  publications  or 
media.” 

2.  Protection  of  physicians  against  liability  in  con- 
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nection  with  blood  alcohol  tests: 

(а)  Senate  Intro.  1062  Pr.  1106 — Shultz;  Assem- 
bly Intro.  1717  Pr.  1759 — Volker:  Amends  S.  71-a, 
Vehicle  and  Traffic  Law,  to  provide  that  cause  of 
action  for  assault  shall  not  exist  in  favor  of  person 
from  whom  blood  has  been  taken  against  physician 
acting  at  request  of  police  officer. 

(б)  Senate  Intro.  2668  Pr.  2839 — W.  Cooke; 
Assembly  Intro.  3314  Pr.  3449 — Samansky:  Amends 

S.  71-a,  Vehicle  and  Traffic  Law,  to  provide  that 
State  or  political  subdivision  shall  be  liable  for  act 
or  omission  of  physician  in  withdrawing  blood  at 
request  of  police  officer  for  determining  alcoholic 
content  of  defendant,  except  when  gross  negligence 
or  bad  faith  is  charged  and  proved,  and  to  prohibit 
action  unless  notice  of  claim  is  served. 

Both  of  these  bills  are  acceptable.  The  counsel  of 
our  Society  prefers  the  W.  Cooke-Samansky  bill 
which  has  been  reported  out  of  committee  in  the 
Senate. 

3.  Free  choice  of  plan  (Senate  Intro.  1436  Pr. 

1493 — Greenberg;  Assembly  Intro.  1800  Pr.  1847 — 
Turshen):  Amends  S.  20,  General  City  Law,  to 

provide  that  contract  by  cities  for  medical,  surgical, 
and  hospital  services  for  employes  shall  be  with  free 
choice  from  three  nonprofit  corporations  and  that 
employes  sixty-five  years  of  age  and  older  and  their 
families  shall  be  included. 

4.  Relating  to  research  progress — Health  Depart- 
ment (Senate  Intro.  1021  Pr.  1065 — Metcalf): 
Amends  S.  206,  Public  Health  Law,  to  require  State 
health  commissioner  to  make  scientific  studies  and 
research  for  reduction  of  morbidity  and  mortality 
with  information  to  be  kept  confidential  and  inad- 
missible for  use  in  evidence. 

5.  Air  Pollution  (Senate  Intro.  342  Pr.  342 — 
Milmoe):  Adds  new  Art.  12-A,  Public  Health  Law, 
to  create  in  State  Department  of  Health,  an  air 
pollution  control  board  of  11  members  including 
five  State  department  commissioners,  with  six 
members  to  be  appointed  by  Governor,  with  powers 
to  make  rules  and  regulations  for  control  of  air  pol- 
lution and  air  contamination,  and  to  receive  and 
initiate  complaints  and  to  take  action  thereon,  after 
notice  and  hearing,  with  right  of  review. 

We  are  actively  opposing: 

1.  Chiropractic  bills: 

(а)  Senate  Intro.  776  Pr.  796,  2597 — Peterson; 

Assembly  Intro.  1062  Pr.  1082 — Brennan:  Adds 

new  Art.  132,  Education  Law,  to  provide  for  licens- 
ing and  examination  of  applicants  for  practice  of 
chiropractic  with  regents  to  appoint  State  board  of 
chiropractic  examiners  consisting  of  eight  members 
to  prepare  and  grade  examinations,  to  hear  charges 
of  violations,  and  conduct  hearings;  appropriates 
830,000. 

(б)  Senate  Intro.  1815  Pr.  1904 — Milmoe;  As- 
sembly Intro.  2137  Pr.  2201 — Burns:  Adds  new 

Art.  132,  Education  Law,  to  provide  for  licensing  and 
examination  of  applicants  for  practice  of  chiropractic, 
with  regents  to  appoint  State  board  of  chiropractic 
examiners  consisting  of  five  members  to  prepare  and 
grade  examinations,  to  hear  charges  of  violations, 
and  to  conduct  hearings;  appropriates  S40,000. 

2.  Podiatrist  Bill  (Senate  Intro.  1092  Pr.  1136 — 


Condon;  Assembly  Intro.  1423  Pr.  1455 — M.  Wil- 
son): Amends  S.  250,  Insurance  Law,  to  include 
podiatric  care  by  duly  licensed  podiatrist  in  medical 
expense  indemnity  insurance  policies,  instead  of 
provision  for  reimbursement  therefor. 

3.  Separate  physiotherapy  examining  board  (Sen- 

ate Intro.  2953  Pr.  3143 — Brydges;  Assembly  Intro. 
4019  Pr.  4161 — M.  Wilson):  Amends  Education 

Law  generally  to  establish  in  Education  Depart- 
ment a State  physiotherapy  examining  and  grievance 
board  and  advisory  council  for  regulating  licensing 
after  examination  of  persons  admitted  to  practice, 
instead  of  using  board  of  medical  examiners  therefor. 

4.  Bill  which  incorporates  International  Long- 
shoreman’s Association  and  Medical  Center  of  Brook- 
lyn and  permits  it  to  practice  medicine  through 
physicians  in  its  employ  (Senate  Intro.  1877  Pr. 
1970 — Cuite;  Assembly  Intro.  2204  Pr.  2277 — 
Composto):  Incorporates  the  International  Long- 
shoreman’s Association  Medical  Center  of  Brook- 
lyn, Inc. 

5.  Repeal  of  Metcalf-Hatch  Act  (Senate  Intro. 
838  Pr.  863 — Condon;  Assembly  Intro.  598  Pr. 
603 — McDonnell):  Repeals  S.  505,  Public  Health 
Law,  authorizing  State  health  commissioner  and 
New  York  City  commissioner  to  requisition  un- 
claimed animals  and  to  allocate  them  to  institutions 
and  laboratories  for  scientific  tests. 

6.  Certification  of  X-ray  technicians  (Senate 
Intro.  2699  Pr.  2870— Cuite;  Assembly  Intro.  2962 
Pr.  3088 — Composto):  Adds  new  Art.  144,  Educa- 
tion Law,  to  prohibit  practice  as  x-ray  technician  on 
and  after  July  1,  1957,  unless  person  is  duly  licensed 
and  registered  to  practice  medicine,  dentistry, 
veterinary  medicine,  podiatry,  or  hold  certificate  as 
x-ray  technician  after  examination  by  board  of 
examiners  to  be  appointed  by  regents;  fixes  fees  and 
qualifications. 

7.  Bioanalyst  licensing  (Assembly  Intro.  4027 
Pr.  4204 — Rules):  Adds  new  Art.  138,  Education 
Law,  Art.  43,  Public  Health  Law,  to  establish  in 
education  department  a State  board  of  bioanalytical 
examiners,  to  provide  for  regulating  practice  of 
bioanalytic  technologists  and  supervision  of  labora- 
tories, to  fix  qualifications  and  fees,  and  to  specify 
offenses  for  which  license  may  be  revoked. 

The  following  are  miscellaneous  matters: 

1.  Autopsy  bills  on  which  the  Hospital  Hssocf- 
alions  and  rabbis  have  agreed: 

(а)  Senate  Intro.  2815  Pr.  2994 — Metcalf: 
Assembly  Intro.  3041  Pr.  3167 — Strong:  Amends 
S.  4201,  Public  Health  Law,  to  provide  that  right 
to  direct  manner  in  which  body  shall  be  disposed  of 
after  death  shall  be  by  written  authorization  of 
deceased  during  lifetime  or  of  any  person  whom 
deceased  appointed  by  written  instrument  to  take 
charge  of  body,  or  person  whom  he  directed  to  be 
consulted. 

(б)  Senate  Intro.  2816  Pr.  2995 — Metcalf;  As- 
sembly Intro.  3042  Pr.  3168 — Strong:  Amends  S. 
4210,  Public  Health  Law,  to  provide  that  right  to 
dissect  body  of  deceased  person  may  be  by  written 
authorization  of  deceased  during  lifetime  or  by 
authority  of  person  who  deceased  appointed  to  take 
charge  of  body  for  burial  or  person  whom  he  directed 
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to  be  consulted,  otherwise  by  surviving  spouse  or,  if 
mentally  incompetent,  next  of  kin. 

We  have  heard  that  the  Funeral  Directors  Asso- 
ciation has  opposed  these  bills.  The  latest  report  is 
that  they  were  “killed”  in  committee. 

2.  Blue  Shield  bill  (Senate  Intro.  3252  Pr.  3442 — 
Metcalf;  Assembly  Intro.  3983  Pr.  4125 — Strong): 
Amends  S.  250,  Insurance  Law,  to  permit  hospital 
service,  medical  expense  indemnity  and  dental  ex- 
pense indemnity  corporations  or  any  two  of  them  to 
underwrite  any  combined  contract  jointly  in  such 
proportions  as  they  may  determine  and  thereafter 
they  may  not  individually  provide  any  indemnity  or 
service  except  as  specifically  authorized. 

3.  Pharmacy  bill  (Assembly  Intro.  3784  Pr. 
3926 — Drumm):  Amends  S.  6804,  6805,  6813,  6816, 
6823,  Education  Law,  to  make  it  misdemeanor  for 
manufacturer,  wholesaler,  or  jobber  to  sell  or  dis- 
tribute any  medicine  to  any  person  other  than  one 
legally  authorized  to  resell  or  administer,  with  cer- 
tain exceptions  including  feed  stores  and  hatcheries 
which  shall  be  registered  with  education  department 
and  to  change  provisions  relating  to  proprietary 
medicines. 

The  latter  two  proposals  will  bear  watching. 

It  was  voted  to  approve  the  report. 

Dr.  Fineberg  stated:  “With  your  permission,  Mr. 
President,  I would  like  to  have  Dr.  Harold  Smith 
give  us  a progress  report.” 

Dr.  Smith  reported:  “On  the  12th  of  the  month 
most  of  the  committees  in  the  Assembly  completed 
action  on  bills  and  sent  what  bills  were  remaining  to 
the  Rules  Committee  of  the  Assembly.  This  too  is 
in  anticipation  of  the  adjournment  which  will  un- 
doubtedly be  by  March  30,  probably  before. 

“The  only  progress  on  one  of  our  program  bills 
has  been  those  bills  relating  to  blood  alcohol  test. 
There  are  two  different  bills  which  intend  to  provide 
doctors  with  indemnity  from  liability  when  they 
take  blood  for  such  tests.  One  bill,  the  Volker  Bill, 
has  progressed  in  the  Assembly  and  will  be  passed 
there  probably,  and  the  Cooke  Bill,  I presume,  will 
be  passed  in  the  Senate.  It  has  already  been  re- 
ported favorably. 

“The  only  new  laws  to  date  of  particular  interest 
to  the  medical  profession  are  two  introduced  by  Mrs. 
Strong,  one  relating  to  exempt  drug  preparations  and 
the  other  relating  to  the  bill  requested  by  the  Health 
Department  which  would  make  it  possible  for  doc- 
tors to  provide  information  to  the  Health  Depart- 
ment for  research  projects  without  the  risk  of 
breaching  the  rules  against  confidential  communica- 
tions. 

“The  podiatrists  for  many  years  have  been  trying 
to  get  a bill  through  which  would  compel  the  Blue 
Shield  to  pay  benefits  to  podiatrists  where  they 
would  pay  benefits  to  physicians  for  similar  services. 
That  bill  has  been  reintroduced  this  year  and  has 
now  passed  the  Assembly.  We  are  hoping  to  hold 
it  in  the  Senate. 

“There  is  one  important  thing  I would  like  to 
bring  up  because  attention  has  been  focused  on  it 
this  year — a bill  introduced  by  the  International 
Longshoremen’s  Association.  In  1949  the  Sidney 


Hillman  Health  Center  in  New  York  and  the 
Hotel  Trades  Council  Health  Association,  Inc.,  both 
sponsored  bills  which  in  their  corporate  papers  made 
the  following  statement  of  purpose:  ‘To  establish 

and  maintain  a health  center  to  furnish  any  or  all 
of  the  following:  medical  care,  surgical  care,  optical 
and  dental  examinations,  medical  diagnosis,  medical 
advice  and  treatment,  medicine  and  apparatus,  and 
other  health  services  to  ambulatory  patients,  all 
through  duly  licensed  physicians  or,  in  the  case  of 
optical  examinations,  through  duly  licensed  optome- 
trists.’ In  1949  these  two  incorporating  bills  for 
these  two  different  health  clinics  were  passed. 

“In  1952  the  Amalgamated  Laundry  Workers 
Health  Center,  Inc.,  had  special  legislation  passed 
incorporating  their  center  with  identical  language  to 
that  contained  in  the  Hillman  Health  Center  and 
the  Hotel  Trades  Council  laws. 

“This  year  the  International  Longshoremen’s 
Association  Medical  Center  of  Brooklyn,  Inc.  (that 
is  the  name  of  the  proposed  corporation,  actually  the 
moving  party  is  a local  of  the  Longshoremen’s  Asso- 
ciation in  Brooklyn)  have  had  introduced  a bill 
which  contains  precisely  the  same  incorporating 
purposes  as  the  other  three  corporations,  but  rightly 
for  the  first  time  it  caused  concern.  People  began 
to  wonder,  now  we  are  talking  about  corporations 
practicing  medicine.  Here  are  three  large  unions 
who  already  have  specific  legislative  authorization 
to  practice  medicine  through  physicians  in  their 
employ. 

“The  Kings  County  Medical  Society  apparently 
negotiated  with  this  union,  and  there  have  been 
amendments  to  the  Senate  bill.  I understand  that 
there  will  be  amendments  to  the  Assembly  bill,  and 
the  objects  and  purposes  which  were  precisely  the 
same  as  those  I have  already  read  in  the  original  bill 
have  been  amended  at  least  in  the  Senate  to  read  as 
follows:  ‘The  objects  and  purposes  of  the  corpora- 
tion shall  be  to  establish  and  maintain  a health 
center,  where  the  following  may  be  provided : medi- 
cal, surgical,  optical  examinations,  and  diagnostic 
services  to  ambulatory  patients,  all  through  duly 
licensed  physicians,  and  dental  care  through  duly 
licensed  dentists.’ 

“When  I came  into  this  problem  before  I heard 
about  the  amendments  which  were  accepted  and 
arranged  by  the  Kings  County  Medical  Society,  I 
contacted  Mr.  Infausto,  who  is  counsel  of  the  State 
Social  Welfare  Department,  and  I asked  him 
whether  in  1949  during  the  period  of  these  original 
amendments  the  Social  Welfare  Department  and  the 
Board  considered  the  long-range  implications  of  this 
type  of  legislation.  He  said  he  had  brought  the 
matter  up.  He  said  that  these  clinics  cannot  be 
organized  under  existing  laws.  They  cannot  be 
organized  as  hospitals,  and  they  don’t  fit  the  clinic 
or  dispensary  category  coming  under  the  purview  of 
the  present  Social  Welfare  Law.  He  said  that  if 
they  are  going  to  exist,  be  organized,  and  operated 
at  all,  they  have  to  do  so  under  special  legislation. 
He  said  there  are  only  two  ways  to  do  it:  either  to 
pass  a general  law,  which  would  cover  the  situation, 
or  to  continue  with  this  special  type  of  legislation. 

“I  think  quite  clearly  the  original  incorporations 
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were  contrary  to  what  we  like.  This  amended 
Longshoremen’s  bill  at  least  seems  much  preferable, 
but  as  Mr.  Infausto  went  on  to  say,  he  thought  that 
maybe  this  special  legislation  procedure  was  more 
acceptable  to  the  medical  society  than  the  enactment 
of  a general  law  to  cover  all  sorts  of  incorporations 
which  we  might  find  objectionable  even  on  a broader 
scale,  but  I think  that  this  matter  is  so  terribly  im- 
portant that  I should  call  it  to  your  attention.  I 
know  it  has  been  a source  of  great  concern  in  Kings 
County  in  the  past  few  weeks.” 

It  was  voted  to  approve  the  complete  report. 

Cults,  Committee  to  Combat. — Dr.  Henry  I. 
Fineberg,  chairman,  presented  the  following:  “Both 
chiropractor  bills  are  in  committee,  and  there  has 
been  some  activity  on  the  part  of  the  chiropractors. 

“We  are  again  confronted  with  the  situation  where 
the  proponents  of  the  Peterson-Brennan  bill  and  the 
sponsors  of  the  Milmoe-Burns  bill  are  not  in  accord. 
This  controversy  does  not  speak  well  for  the  success 
of  either  one  of  them. 

“Recent  releases  to  the  newspapers  have  indicated 
that  the  Board  of  Regents  expressed  its  approval  of 
the  bill  with  ‘restrictions’  introduced  by  Senator 
Milmoe  and  Assemblyman  Burns.  This  action,  as 
most  of  us  know,  was  not  unexpected. 

“The  recommendations  of  the  Interdepartmental 
Health  Resources  Board  to  Governor  Harriman, 
relating  to  chiropractor  licensing,  have  not  as  yet 
been  made  public. 

“Several  county  medical  societies  have  entered  the 
‘fight’  enthusiastically  by  passing  resolutions  and 
contacting  their  local  legislators.  Special  mention 
should  be  made  of  the  counties  of  Erie,  Monroe,  and 
Niagara. 

“The  injunction  bill  has  been  introduced  by 
Senator  Rath  (Republican)  and  Assemblyman 
Maresca  (Democrat).  The  passage  of  this  bill  will 
again  be  difficult  to  accomplish.” 

Approval  was  voted. 

Office  Administration  and  Policies. — Dr.  Ander- 
ton,  acting  as  chairman  in  Dr.  Masterson’s  absence, 
reported:  “The  Committee  on  Office  Administra- 
tion and  Policies  met  yesterday  in  the  office  of  the 
Society.  Various  personnel  matters  were  approved. 

“At  the  February  meeting  of  the  committee,  it 
was  reported  that  we  had  received  a form  from  our 
paper  supplier  in  connection  with  exemption  from 
New  York  City  sales  tax.  The  committee  voted  to 
send  the  form  to  Mr.  William  F.  Martin  for  his 
opinion  as  to  whether  it  should  be  signed  and  re- 
turned. It  was  sent  to  Mr.  Martin  on  February  27, 
and  no  answer  has  been  received  as  yet. 

“The  committee  received  a report  from  the  office 
manager  that  we  had  billed  the  government  for 
$389  covering  furniture  and  equipment  for  the 
Medicare  program.  We  were  subsequently  informed 
that  we  would  not  be  reimbursed  for  this,  except 
through  charging  depreciation  to  the  government. 
It  was  pointed  out  that  very  possibly  over  the  next 
few  months  two  or  three  desks,  one  or  two  type- 
writers, and  typist  chairs  would  have  to  be  pur- 
chased. This  represents  an  investment  by  the 


Society.  In  the  event  that  the  Medicare  program 
contract  is  not  continued  over  the  years,  whatever 
amounts  are  not  recouped  by  depreciation  would 
have  to  be  absorbed  by  the  Society.  In  such  in- 
stances this  equipment  would  be  the  Society’s 
property.  It  was  suggested  that  perhaps  we  could 
obtain  a revision  in  the  contract  which  would  place 
title  of  this  equipment  in  the  U.S.  Government.  In 
this  instance  we  would  then  be  reimbursed  the  full 
amount.  After  discussion  it  was  voted  that  in  the 
interest  of  conserving  the  assets  of  the  Society,  no 
capital  asset  for  Medicare  be  purchased  without 
prior  approval  of  Mr.  Martin. 

“The  office  manager  informed  the  committee  of 
the  extreme  need  of  providing  additional  space  for 
the  Medicare  program.  It  is  anticipated  that  in  the 
very  near  future  a total  of  five  employes  might  be 
needed.  Certain  suggestions  were  presented  as  to 
demolition  of  certain  partitions  and  erection  of  other 
partitions.  The  estimated  cost  amounted  to  $998. 
After  much  discussion  and  inspection  of  the  space  to 
be  altered,  the  committee  voted  to  make  no  building 
alterations  at  the  present  time  and  to  leave  to  the 
office  manager  the  providing  of  space  for  Medicare 
employes. 

“Because  of  the  substantial  increase  in  the  volume 
of  Medicare  checks,  the  committee  learned  that  this 
was  taking  considerable  time  of  Dr.  Anderton  and 
Dr.  Dattelbaum.  It  was  voted  to  purchase  imme- 
diately a Todd  Check  Signing  Machine  at  a cost  of 
$550,  to  be  used  only  on  Medicare  checks. 

“I  move  approval  of  this  part  of  the  report,  with 
the  recommendation  to  the  Board  of  Trustees  that 
$550  be  so  advanced.” 

It  was  so  voted. 

Dr.  .Anderton  continued: 

“The  committee  discussed  the  need  for  a thorough 
cleaning  of  the  office  and  the  painting  of  certain 
areas,  at  a cost  not  exceeding  $2,000;  the  committee 
suggests  to  the  Council  that  the  Board  of  Trustees 
be  requested  to  provide  this  money  by  using  moneys 
in  the  Repair  and  Replacement  Fund. 

“I  move  approval  of  this  portion  of  the  report,  in- 
cluding the  recommendations  to  the  Trustees.” 

It  was  so  voted. 

Dr.  Anderton  continued:  “Mr.  President,  the 

committee  discussed  the  difficulty  the  office  was 
having  in  obtaining  new  personnel.  Comparison  of 
our  present  salary  scale  with  salaries  which  we  have 
to  offer  to  prospective  employes  was  made.  It  was 
suggested  that  consideration  be  given  to  the  adjust- 
ment of  our  present  clerical  salaries,  such  adjust- 
ment to  begin  April  1,  1957.  The  committee  ap- 
proved the  following  weekly  increases: 

Weekly  salaries 

LTp  to  $70.00  $4.00  increase  per  week 

$70.01  to  $100.00  5.00  increase  per  week 

$100.01  to  $125.00  6.00  increase  per  week 

$125.01  to  $172.00  7.00  increase  per  week 

“This  amounts  to  salary  increases  of  approxi- 
mately $11,000  per  year.  The  committee  requests  j 
the  Council  to  ask  the  Board  of  Trustees  to  increase 
the  appropriate  salary  budgets  by  this  amount. 
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“I  move  approval  of  this  portion  of  the  report, 
with  the  concurrent  recommendation  to  the  Board 
of  Trustees.” 

It  was  so  voted. 

The  report  as  a whole  was  approved. 

Publication. — Dr.  Anderton  stated:  “In  the 

absence  of  Dr.  Masterson,  I have  been  asked  to  make 
the  following  report : 

“The  Publication  Committee  held  its  regular 
monthly  meeting  yesterday.  The  editor  submitted 
his  monthly  report.  Because  of  the  steadily  increas- 
ing size  of  the  Journal,  number  of  papers  submitted 
and  the  amount  of  clerical  and  typing  work  in  the 
Journal  editorial  department,  the  editor  requested 
approval  for  the  employment  of  a clerk-typist. 
This  was  approved.  Since  there  is  insufficient 
money  in  the  budget  to  cover  this  new  employment, 
the  committee  voted  to  ask  the  Council  to  request 
the  Board  of  Trustees  to  increase  the  Journal 
Editorial  budget  by  $2,800. 

Approval  was  voted. 

Dr.  Anderton  continued:  “The  possibility  of 

having  a Journal  booth  at  the  June  American 
Medical  Association  meeting  was  discussed.  The 
committee  approved  the  suggestion.  It  was  esti- 
mated that  the  cost  would  amount  to  $600,  and  the 
Council  is  requested  to  ask  the  Board  of  Trustees  for 
an  appropriation  of  this  amount. 

After  discussion,  the  motion  was  put  to  a viva  voce 

vote;  it  was  put  to  a hand  vote  and  carried  with 

two  opposed,  Dr.  Freedman  and  Dr.  Anderton. 

Dr.  Anderton  continued:  “The  business  man- 

ager’s report  was  accepted.  It  contained  financial 
details  about  allocated  dues  and  advertising. 

“At  a previous  meeting  of  the  committee,  the 
question  of  complimentary  copies  of  the  Directory 
was  discussed.  It  was  noted  that  in  many  instances 
those  who  requested  complimentary  copies  of  the 
Directory  did  not  wish  them  for  the  biographic  list- 
ings. Information  such  as  Constitution  and  By- 
laws, Principles  of  Professional  Conduct,  and  the  like 
appeared  to  be  the  need.  It  was  felt  the  suggestion 
of  printing  this  special  material  in  booklet  form 
might  help  to  reduce  the  number  of  requests  for 
complimentary  copies.  It  was  voted  that  2,000 
pamphlets  containing  this  miscellaneous  material  be 
printed,  subject  to  approval  of  the  Legislation  Com- 
mittee chairman,  at  a cost  not  to  exceed  $600.  It 
was  noted  that  this  item  would  be  chargeable  to  the 
Legislation  Committee,  and  there  is  not  sufficient 
money  in  the  present  budget. 

“The  part  that  the  committee  suggested  having 
printed  is  in  the  forepart  of  the  Directory,  and  it  con- 
tains the  explanatory  matter  about  the  various 
activities  of  the  Society  with  which  you  are  all 
familiar. 

“I  move  approval  of  the  report  as  a whole,  which 
would  include  this  recommendation  to  charge  $600, 
the  cost  of  printing,  to  the  Legislation  Committee 
budget.” 

Approval  was  voted. 

Planning  Committee  for  Medical  Policies.  —Dr. 


Anderton  read  the  annual  report  for  Dr.  Wurzbach, 
chairman.  This  report  appeared  in  the  April  15 
issue  of  the  Journal. 

Poliomyelitis,  Advisory  Committee  on. — Dr. 
Thurman  B.  Givan,  chairman,  reported  that  a letter 
of  February  12,  1957,  from  Dr.  Julian  P.  Price, 
chairman  of  the  American  Medical  Association 
Committee  on  Poliomyelitis,  relating  to  “the  pro- 
posed campaign  to  encourage  all  up  to  age  40  to  be 
vaccinated  against  poliomyelitis,”  requested  the 
following  information:  (1)  the  reaction  of  your 

policy-making  body;  (2)  the  highlights  of  any  pro- 
posed program;  (3)  the  method  you  propose  to  use 
in  implementing  the  program;  (4)  your  general 
reaction  to  the  A.M.A.  conference  with  your  prog- 
nosis as  to  the  interest  and  impact  which  your  local 
program  will  generate;  and  (5)  whether  you  would 
like  to  have  brief  reports  on  what  other  state  and 
county  societies  are  doing. 

Dr.  Givan  stated:  “I  think  this  letter  should  be 
answered  stating  that  things  are  progressing  very 
favorably  in  this  State.” 

It  was  so  voted. 

Public  Health  and  Education. — Dr.  Theodore  J. 
Curphey,  chairman,  stated  that  he  had  attended 
three  meetings  and  arranged  23  postgraduate  lec- 
tures and  teaching  days  in  eleven  counties  since  his 
last  report  to  the  Council. 

He  reported:  I.  At  the  meeting  of  the  Subcom- 
mittee on  Hard  of  Hearing  and  the  Deaf  there  was 
discussion  of  the  unsatisfactory  situation  with  re- 
gard to  the  administration  of  the  Rochester  Hearing 
and  Speech  Society. 

Dr.  Fowler  reported  that  a new  State  Education 
Law,  Article  89,  1956,  provides  for  the  Education 
Department  to  employ  approved  teachers  in  speech 
and  hearing  and  a technician  to  assist  in  regular 
classes.  They  will  be  paid  by  the  State;  also  half  of 
the  cost  of  transportation  for  the  children  will  be 
paid  by  the  State.  The  new  law  should  solve  many 
of  the  present  problems. 

Because  of  great  apathy  among  otologists,  Dr. 
Fowler  suggested  that  a letter  be  sent  to  these 
specialists  throughout  the  State,  telling  them  of  the 
accomplishments  in  Utica,  Syracuse,  Brooklyn,  and 
New  York,  and  urging  them  to  similar  efforts.  Dr. 
Hoople  reported  that  Binghamton  is  considering  the 
formation  of  a center,  although  they  have  run  into 
difficulties. 

Dr.  Zwerling  reported  particular  apathy  in 
Brooklyn  but  anticipated  that  the  speech  and  hear- 
ing center  which  will  be  housed  in  a new  building  of 
the  State  University  College  of  Medicine  would 
alleviate  the  situation. 

There  was  discussion  of  industrial  deafness  and 
the  position  often  taken  by  unions  when  attempts  are 
made  to  install  “hearing  defenders”  for  employes. 
It  was  suggested  that  an  article  be  written  on  indus- 
trial noise,  urging  employes  not  to  “sell”  their  hear- 
ing. The  committee  recommended  that  a letter  be 
written  to  the  Department  of  Labor  asking  what 
provisions  are  made  in  this  State  to  check  environ- 
ments for  noise  to  compare  with  investigations  into 
other  hazardous  conditions. 
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Dr.  Fowler  read  an  editorial  he  was  requested  to 
write  for  Hearing  News  on  the  subject  of  advertising 
of  so-called  “cures  for  deafness.”  The  committee 
approved  it  and  decided  that  an  attempt  should  be 
made  to  have  it  reprinted  in  lay  magazines,  such  as 
the  Reader's  Digest  and  the  Saturday  Evening  Post. 
(It  has  since  been  learned  that  the  editorial  will 
appear  in  the  April  issue  of  Hearing  News.) 

II.  Your  chairman  would  like  to  report  a little 
further  on  the  meetings  on  February  9 to  12  in 
Chicago  on  Medical  Education  and  Licensure  under 
the  auspices  of  the  A.M.A. 

Dr.  Weiskotten,  chairman  of  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  A.M.A.,  in 
speaking  on  “Lasting  Values  in  Medical  Education,” 
made  a plea  for  medical  educators  to  take  a greater 
part  in  the  problems  of  organized  medicine. 

Dr.  W.  Barry  Wood,  Jr.,  vice-president  of  the 
Johns  Hopkins  Medical  Institutions,  speaking  on 
“The  Underlying  Cause  of  Unrest  in  University 
Medicine”  and  in  enumerating  the  associated  prob- 
lems, (1)  medical  economics,  (2)  group  practice,  (3) 
changing  patterns  of  disease,  felt  that  none  of  these 
is  the  actual  cause  of  the  unrest.  He  attributed  it  to 
the  rapidly  changing  dimensions  of  medical  science. 

Dr.  Mahlon  H.  Delp,  assistant  dean  of  the  Uni- 
versity of  Kansas  School  of  Medicine,  discussed  the 
postgraduate  medical  education  at  the  University  of 
Kansas.  Following  his  paper  the  consensus  of  the 
discussions  was  that  the  responsibility  for  continuing 
medical  education  was  that  of  the  university  rather 
than  the  medical  society. 

Dr.  Curphey  supplemented  his  report  by  stating: 
“Dr.  Anderton,  Mr.  Farrell,  and  I were  in  Albany  on 
Monday,  meeting  representatives  from  the  State 
Education  Department,  the  Division  of  Vocational 
Rehabilitation  of  the  Health  Department,  and  the 
State  Department  of  Social  Welfare.  The  purpose 
was  to  continue  study  of  the  fee  schedules  that  are 
used  by  the  various  State  agencies  in  respect  both  to 
codification  and  also  the  actual  fees. 

“We  obtained  a very  good  idea  of  the  problems 
that  these  agencies  face  in  connection  with  fee 
schedules.  I think,  perhaps,  the  most  outstanding 
was  the  difference  in  policy  of  the  Department  of 
Social  Welfare  where  they  were  caring  for  the  strictly 
medically  indigent,  in  contrast  to  the  policy  that 
governed  the  State  Education  Department  and  the 
State  Health  Department. 

“The  gist  of  the  meeting  was  that  we  decided  they 
wovdd  review  the  work  that  Mr.  Farrell  had  done  in 
the  codification  of  diseases  and  also  the  fee  schedules 
for  these  various  conditions,  projected  against  the 
Medicare  fee  schedule  as  the  baseline. 

“I  felt  that  they  received  our  suggestions  from  the 
State  Medical  Society  quite  favorably.  It  was 
agreed  that  they  will  get  together  with  Mr.  Farrell 
for  further  study  and,  I hope,  make  some  change  in 
policy. 

“The  other  item  that  took  Dr.  Anderton  and  me 
to  Albany  concerned  policy  in  regard  to  the  per- 
formance of  plastic  work  after  burns.  A specific  case 
was  sent  to  us  from  Oneida  County  in  which  the 
surgeon  in  question  took  issue  with  the  policy  of  the 
local  government  group  as  to  whether  he  had  the 


right  as  a surgeon  to  do  plastic  work  on  a very  old 
case  of  burns  with  much  scarring. 

“The  matter  was  fully  discussed,  and  I think  it 
was  pointed  out  by  some  of  us  that  it  was  not  just 
peculiar  to  that  particular  group  but  represented  a 
problem  that  is  being  faced  now  in  medicine  as  a 
whole  as  to  whether  some  of  these  plastic  things  that 
ordinarily  have  been  done  in  the  past  by  surgeons 
should  not  be  turned  over  to  the  plastic  surgeons — • 

I might  add  at  the  request  of  the  plastic  surgeons 
and  not  the  surgeons  generally. 

“The  question  was  discussed  at  length,  and  it  was 
decided  that  an  ad  hoc  committee  should  be  estab- 
lished, composed  of  men  from  ophthalmology,  gen- 
eral surgery,  orthopedic  surgery,  and  plastic  surgery, 
to  go  into  the  matter  in  detail  and  to  bring  in  some 
recommendations. 

“I  should  like  to  ask,  Mr.  President,  that  you  ap- 
point such  an  ad  hoc  committee  in  the  near  future. 

“I  so  move,  sir.” 

Approval  was  voted. 

Dr.  Curphey  transmitted  Dr.  Larimore’s  request 
for  corrections  in  the  minutes  of  the  November  30 
joint  meeting  included  in  Dr.  Curphey’s  report  at 
the  January  Council  meeting  and  published  on  pages 
1127  and  1128  of  the  New  York  State  Journal  of 
Medicine  for  March  15.  The  corrections  follow: 

Paragraph  I,  C — Following  “Health  Department’s 
counsel”  change  the  sentence  to  read  “two  problems 
are  involved,  one  on  ethical  conduct  under  the  Com- 
missioner of  Education’s  Rules  and  Regulations,  and 
the  other,  infringement  on  the  principle  of  privileged 
communication  under  Section  352  of  the  Civil  Prac- 
tice Act,  in  that  the  patient’s  name”  etc. 

Paragraph  I,  D,  Line  1 — Delete  the  words  “the  | 
New  York  Times." 

Line  9 — Substitute  “require”  for  “lead  to.” 

Lines  10  to  14 — Following  “vehicle  regulations  of 
the  State”  delete  the  rest  of  the  sentence  and  substi- 
tute, “regarding  the  right  to  drive  of  persons  with 
any  sort  of  physical  disability  such  as  heart  disease, 
diabetes,  etc.” 

Paragraph  II,  second  sentence — Delete  present 
sentence  and  substitute  “The  State  Health  Depart- 
ment has  proposed  an  amendment  to  the  State  Sani- 
tary Code  to  provide  standards  for  municipal  meat 
inspection  programs  operated  by  local  health  depart- 
ments. The  first  problem  to  be  approached  in  such 
a Code  amendment  would  involve  carcass  meat  with 
the  possibility  of  later  amendments  to  cover  meat 
products  and  poultry.” 

Paragraph  III  A — Change  last  sentence  to  read: 
“It  is  expected  that  legislation  will  be  introduced” 
etc. 

Dr.  Curphey  continued:  “The  next  item  deals 

with  the  action  taken  by  this  Council  in  tabling  the 
recommendation  of  the  Subcommittee  on  Heart 
Disease’s  report  last  month  in  regard  to  the  use  of 
State  Health  Department  funds  for  supporting  the 
penicillin  program  in  the  prophylaxis  of  rheumatic 
fever.  If  you  recall,  that  was  tabled,  and  it  was 
suggested  that  Dr.  Fred  Hiss  be  invited  to  acquaint  ; 
the  Council  with  the  thinking  of  the  group.  It  was 
hoped  that  Dr.  Hiss  would  come  here  this  morning, 
but  he  is  attending  another  meeting,  and  he  has  re- 

[Continued  on  page  1818] 
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quested  that  the  matter  be  laid,  on  the  table  for  an- 
other month. 

“The  next  item  concerns  the  pamphlets  that  have 
been  distributed  to  the  members  of  the  Council  this 
morning,  ‘What  Goes  On’  and  ‘Organization  of  Post- 
graduate Medical  Courses.’  I think  some  of  you 
might  know  about  the  work  that  Mrs.  Troutwine  has 
been  doing  for  years  in  Massachusetts  in  post- 
graduate medical  education,  which  is  probably  one 
of  the  most  outstanding  contributions  in  the  coun- 
try— so  outstanding  that  Mrs.  Troutwine  has  been 
spirited  away  from  Massachusetts  by  the  Lederle 
Laboratories  of  American  Cyanamide  Company, 
who  are  now  subsidizing  this  approach. 

“I  met  Mrs.  Troutwine  in  Chicago  and  also  at  our 
sesquicentennial.  She  is  attempting  to  interest  the 
New  York  Academy  of  Medicine  and  the  Medical 
Society  of  the  State  of  New  York  in  establishing  a 
similar  program.  I think  it  has  a great  deal  of  merit. 
For  one  thing  it  would  help  the  various  groups  to 
schedule  meetings  with  less  conflict  than  is  now  the 
case. 

”1  am  not  asking  for  any  action.  I am  just  sup- 
plying this  as  information  with  the  statement  that 
the  Committee  on  Public  Health  and  Education  will 
study  the  matter.” 

Dr.  Curphey  continued:  “We  have  a report  from 
Dr.  Herbert  Berger,  reporting  a meeting  that  was 
held  by  the  Subcommittee  on  Alcoholism  and  Nar- 
cotic Addiction  on  February  19. 

“He  says  that  the  whole  committee,  which  is  com- 
posed of  himself,  Dr.  Andrew  A.  Eggston,  and  Dr. 
Marvin  A.  Block,  decided  to  (1)  submit  a resolution 
to  the  House  of  Delegates  to  request  hospitals  to 
admit  alcoholic  patients  to  general  ward  beds  and 
(2)  request  Blue  Shield  and  Blue  Cross  Plans  to  in- 
sure these  as  ordinary  sick  patients  with  no  restric- 
tions. 

“This  would  serve  two  purposes:  (o)  to  take  the 
alcoholics  out  of  jails  and  ( b ) to  provide  medical 
staffs  and  interne  with  the  opportunity  to  study  and 
treat  alcoholics. 

“The  second  item  of  his  discussion  was  the  study 
of  articles  and  possible  authors  for  the  section  on 
addictive  diseases  in  our  Course  Outline  Booklet. 
Invitations  were  issued  to  several  authorities  in  the 
field,  who  have  already  accepted.  The  entire  list  of 
projected  papers  and  the  authors  who  have  signified 
their  willingness  to  write  them  is  in  the  hands  of  the 
editor  of  the  Journal,  Dr.  Redwav. 

“He  says  that  members  of  the  committee  have 
addressed: 

“1.  The  New  York  City  Medical  Society  on 
Alcoholism. 

“2.  The  medical  school  deans  about  teaching  of 
alcoholism  and  narcotic  addiction  in  medical  schools. 

“3.  The  Young  Republican  Club  of  New  \ ork,  to 
encourage  legislation. 

“4.  The  Joint  Legislative  Committee  on  Nar- 
cotics of  New  York  State. 

“5.  The  Interdepartmental  Health  Resources 
Board. 

“6.  The  Clergy  Club  of  New  York  (a  meeting 
with  the  Protestant  Council  has  been  scheduled). 


“7.  The  Jewish  Community  Center  of  Staten 
Island. 

“8.  An  Advisory  Clinic  in  the  East  Harlem 
Protestant  Parish  has  been  set  up  with  Rev.  Nounan 
Eddy. 

“I  submit  this  report,  Mr.  President,  for  the 
record.” 

After  discussion  it  was  voted  that  the  report  be 
considered  informational  and  no  action  be  taken. 

Dr.  Curphey  reported  that  according  to  Dr. 
Larimore  the  State  Health  Department  expected  to 
have  additional  information  as  to  the  availability  of 
poliomyelitis  vaccine  after  a meeting  in  Washington 
on  March  18  with  the  United  States  Public  Health 
Service.  He  stated  Dr.  Larimore  advised  that  the 
Society  refrain  in  the  meantime  from  any  decision 
with  respect  to  suggestions  contained  in  a recent 
telegram  from  Dr.  Lull  of  the  American  Medical 
Association. 

He  continued:  “The  last  item  I have,  sir,  deals 
with  a letter  directed  to  you  by  Mr.  Murray  S. 
Levine,  a lawyer,  the  subject  being  ‘Medico-Labora- 
tory Plan,’  and  this  is  the  pamphlet  that  is  sent  with 
it  (passing  it  around  the  table  for  inspection) : 

Dr.  James  Greenough,  President 
Medical  Society  of  the  State  of  New  York 
Oneonta,  New  York 

Re:  Medico-Laboratory  Plan 

Dear  Sir: 

The  enclosed  pamphlet  is  self-explanatory.  It  de- 
scribes a new  revolutionary  system  of  laboratory 
procedures  which  conveniently  places  at  the  disposal 
of  the  average  doctor  the  comprehensive  services  of  a 
modern  clinical  laboratory. 

The  Plan  has  been  successfully  completed  after 
many  years  of  intensive  research  and  development  by 
its  originators.  Its  main  features  are: 

1.  Removal  of  the  economic  factors  which  have 
forestalled  the  wider  use  of  laboratory  work  by  the 
medical  profession; 

2.  Maintenance  of  rigid  control  of  laboratory 
work  by  the  medical  profession; 

3.  The  creation  of  over-all  laboratory  services  as 
an  instrument  for  use  by  the  average  doctor  not  only 
in  specific  investigation  of  disease,  but  for  preventive 
practice. 

My  clients,  the  originators  of  the  Plan,  have  now 
completed  the  last  phase  of  their  work,  a pilot  opera- 
tion servicing  300  doctors  in  the  New  York  area. 
The  response  of  the  doctors  now  enrolled  in  the  Plan 
lead  us  to  believe  that  the  Plan,  if  used  wisely  by 
the  medical  profession,  may  become  a strong  factor 
in  strengthening  the  relations  between  the  profession 
and  the  public. 

It  is  respectfully  suggested  that  your  Society  make 
arrangements  to  study  the  Plan  and  the  implications 
it  holds  for  better  medical  practice.  All  records  and 
data  will  be  made  available  for  such  a study. 

I have  urged  on  my  clients  not  to  enter  into  any 
plans  to  expand  their  program  until  they  have  had 
an  opportunity  to  discuss  the  future  of  the  Plan  with 
official  representatives  of  your  Society. 

Should  you  so  desire,  I would  like  to  arrange  a con- 
ference to  further  discuss  this  matter. 

Murray  S.  Levine 
[Continued  on  page  1820] 
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‘ I have  no  immediate  recommendation,  but  I 
think  the  Council  ought  to  be  informed  as  to  the 
general  thinking  of  the  medical  societies  and  pa- 
thologists in  respect  to  this  scheme. 

“Just  a week  or  so  ago  a group  from  Huntington 
circularized  a similar  brochure  to  the  doctors  in,  I 
presume,  Nassau  and  Suffolk,  with  the  same  sort  of 
wordiness  and  hope  for  their  future,  not  ours. 

“The  feeling  of  the  pathologists  is  that  this  is  not 
to  be  recommended.” 

After  discussion  it  was  voted  to  refer  this  to  the 
Medical  Society  of  the  County  of  Kings  for  advice 
and  that  the  letter  be  answered  stating  it  has  been 
referred  to  a local  group. 

It  was  voted  to  adopt  the  amended  report  as  a 
whole. 

Dr.  Curphey  announced:  “I  have  a statement  to 
make  with  a great  deal  of  reluctance  and  with  mixed 
feelings.  Some  of  you  gentlemen,  I think,  know  that 
in  another  few  days  I am  leaving  New  York  State 
to  become  the  newly  appointed  coroner  of  the 
County  of  Los  Angeles.  I want  to  say,  sir,  that  in 
my  association  with  the  Medical  Society  in  the 
capacity  I have  held,  it  has  been  perhaps  the  rarest 
opportunity  for  any  man  to  develop  a very  broad 
knowledge  of  the  workings  of  the  Medical  Society. 

“I  deem  it  a very  great  privilege  to  have  served 
this  body  over  the  years  that  I have  been  associated 
with  the  committee,  and  I assure  you  all,  sir,  that 
while  my  substance  and  body  is  in  Los  Angeles,  my 
heart  will  always  be  in  New  York  State.”  (Ap- 
plause) 

The  Council  voted  to  express  its  appreciation  of 
the  outstanding  work  that  Dr.  Curphey  has  done 
for  the  State  Society. 

Public  Relations. — In  the  absence  of  the  chair- 
man, Dr.  Floyd  S.  Winslow,  Dr.  John  C.  McClin- 
tock,  a member  of  the  committee,  moved  adoption 
of  the  following  report,  which  was  circulated  with 
the  agenda: 

Since  the  last  report  your  committee  and  the 
Public  and  Professional  Relations  Bureau  devoted 
most  of  their  efforts  to  the  sesquicentennial  celebra- 
tion and  the  antichiropractic  campaign. 

During  the  sesquicentennial  meeting  the  Bureau 
carried  on  the  usual  activities  associated  with  an 
annual  meeting  and,  in  addition,  cooperated  with 
the  Sesquicentennial  Committee,  headed  by  Dr. 
Samuel  Z.  Freedman.  One  of  the  major  projects 
undertaken  was  the  manning  of  a press  room  for 
reporters.  Both  the  secretarial  and  field  staffs  were 
on  hand  to  help  writers  obtain  information  about 
the  scientific  meetings  and  other  aspects  of  the  con- 
vention. A record  number  of  53  reporters  used  these 
facilities.  Among  the  newspapers  and  magazines 
represented  were  the  New  York  Times , Herald 
Tribune,  World-Telegram,  Associated  Press,  Daily 
News,  New  York  Post,  Look,  and  Cosmopolitan. 

Representatives  of  the  Bureau  helped  in  handling 
projects  at  the  convention.  Mr.  Schuyler,  who  for 
several  months  prior  to  the  meeting  had  been  as- 
signed full-time  to  the  sesquicentennial,  was  in 


charge  of  the  public  exposition  on  the  history  of 
medicine  in  New  York  State.  Large  crowds  were  in 
attendance  each  day  to  view  40  exhibits.  Some 
2,210  free  polio  vaccine  shots  were  given  during  the 
exposition  as  part  of  the  Emergency  Campaign 
Against  Polio,  sponsored  by  the  Coordinating  Coun- 
cil of  the  five  New  York  metropolitan  county  medi- 
cal societies.  Mr.  Tracey  and  Mr.  Walsh  helped 
with  the  forum  on  medical  care  and  Woman’s 
Auxiliary,  respectively. 

The  Bureau’s  new  pamphlet  “How  the  State 
Medical  Society  Serves  You!,”  a souvenir  of  the 
sesquicentennial  for  the  public,  came  off  the  press 
just  before  the  meeting.  Twenty-five  thousand 
copies  of  the  pamphlet  were  made  available.  These 
tell  what  the  Society  is,  why  it  exists,  and  how  it 
works.  Copies  in  reasonable  quantities  have  been 
made  available,  without  charge,  to  our  members. 

An  exhibit  entitled,  “A  Six-Point  Public  Relations 
Program  for  You,  the  Doctor!,”  was  displayed  by 
the  Bureau  in  a location  near  the  registration  desk. 
A pamphlet  rack,  featuring  four  pieces  of  antichiro- 
practic literature,  which  doctors  were  invited  to  take 
without  cfiarge,  was  erected  at  the  side  of  this 
exhibit. 

Concerning  the  antichiropractic  campaign,  the 
Bureau  worked  closely  with  Dr.  Henry  I.  Finebeeg 
and  his  Committee  to  Combat  Cults.  There  were 
three  mailings.  The  first  was  sent  to  county  medical 
society  presidents,  public  relations  committee  chair- 
men, and  legislation  committee  chairmen  urging 
them  to  have  the  personal  physicians  of  legislators 
present  our  case  against  chiropractic  licensure  to  the 
lawmakers.  The  second  was  mailed  to  county 
woman’s  auxiliary  legislation  and  public  relations 
committee  chairmen  with  the  latest  data  on  the 
Peterson  bill,  compiled  by  Dr.  Harold  Smith.  The 
third  went  to  every  New  York  State  Senator  and 
Assemblyman.  It  advised  them  of  our  uncompro- 
mising opposition  to  licensure.  In  addition,  the 
services  of  the  field  men  were  utilized  to  advise 
county  medical  society  spokesmen  of  the  urgent 
need  for  immediate  action.  The  March  Newsletter 
carried  a plea  from  Dr.  Fineberg  for  all-out  activity 
by  county  societies. 

In  the  Bureau’s  regular  activities  assistance  was 
given  to  writers  at  headquarters  on  several  occasions. 
Releases  publicized  postgraduate  lectures  in  Cat- 
taraugus, Chemung,  Greene,  Jefferson,  Montgomery, 
Ontario,  Orange,  Rensselaer,  Schenectady,  Suffolk, 
and  Ulster  counties. 

Under  the  direction  of  Dr.  John  C.  McClintock, 
chairman  of  your  committee’s  Subcommittee  on 
Cooperation  with  Media  of  Information,  Mr. 
Miebach  and  Mr.  Tracey  worked  on  suggested 
“Standards  of  Practice”  as  the  basis  for  a guide  for 
cooperation  between  the  medical  and  legal  profes- 
sions. A final  version  is  expected  to  be  presented  to 
the  House  of  Delegates  in  May. 

During  the  past  month  the  Bureau  cooperated 
with  and  assisted  the  Woman’s  Auxiliary  in  many 
ways.  More  than  75  members  participated  in 
activities  before  and  during  the  sesquicentennial 
celebration.  Among  these  were  distribution  of  the 
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special  poster,  registering  visitors  to  the  public  expo- 
sition, and  the  manning  of  an  exhibit.  The  Bureau 
also  aided  the  members  in  cooperating  with  the 
Committee  to  Combat  Cults.  A vote  of  thanks  is 
due  to  all  Auxiliary  members  and  their  officers  for 
their  part  in  the  convention  and  campaign. 

The  new  revised  “Guide  for  Cooperation  for 
Doctors,  Hospitals  and  Reporters”  has  come  off  the 
press.  A supply  of  30,000  has  been  printed.  Each 
member  of  our  Society  has  been  mailed  a copy. 
Each  new  member  will  be  sent  a copy  when  he  joins 
the  Society.  Since  the  Guide  in  the  past  has  been 
responsible  for  breaking  down  barriers  between 
newsmen  and  doctors  of  medicine  and  can  still 
further  improve  doctor-newsman  relations,  your 
chairman  requests  each  councillor  to  read  the  new 
guide  carefully  and  to  call  it  to  the  attention  of  his 
fellow  physicians.  Many  requests  for  the  revised 
edition  already  have  been  received.  They  have  come 
from  such  as  Mr.  William  M.  McBride,  editor 
emeritus,  the  Herald-News,  Passaic,  New  Jersey. 
The  guides  also  were  sent  to  members  of  the  Medical 
Society  of  New  Jersey  and  the  New  Jersey  Press 
Association,  who  are  working  on  a revised  edition  of 
a similar  publication. 

Courses  for  assistants  in  doctors’  offices  continue 
to  be  popular  with  county  medical  societies.  At 
this  writing  both  Suffolk  and  Schenectady  County 
Medical  Societies  have  announced  a second  course. 
They  have  invited  a representative  of  the  Bureau 
to  discuss  public  relations  in  a doctor’s  office.  Evi- 
dence of  the  value  of  these  courses  and  the  attention 
they  are  attracting  is  the  fact  that  Scope  Weekly 
published  a two-column  report  on  the  meeting  re- 
cently sponsored  by  the  Queens  County  Medical 
Society.  Pointing  out  that  the  State  Society  had 
helped  the  county  group,  the  publication,  printed 
by  the  Upjohn  Company  to  inform  physicians  of 
current  developments  in  medicine  and  related  sci- 
ences, also  stated  that,  “typical  comments  made 
during  the  Queens  session  coffee  break  included  one 
woman’s  wish  that  such  lectures  had  been  available 
‘years  ago’  and  another’s  remark  that  she  had 
picked  up  pointers  that  would  save  time  and  trouble 
every  week.”  The  article  concluded  with  these 
words:  “Once  doctors’  assistants — and  doctors — 

realize  what  benefits  can  come  from  well-planned 
lectures,  given  by  experts  in  their  field,  training  pro- 
grams will  be  here  to  stay.” 

The  report  was  adopted. 

Subcommittee  on  Cooperation  with  Media  of 
Information. — Dr.  John  C.  McClintock,  chairman, 
stated:  “The  Guide  for  Cooperation  has  been  dis- 
tributed in  its  new  form.  We  have  many  letters 
requesting  additional  copies  from  all  over  the 
country,  from  hospitals  in  this  State,  and  many 
other  interested  bodies. 

“The  Committee  will  meet  this  afternoon  with 
representative  lawyers  to  draw  up  the  standards  of 
practice  between  the  medical  profession  and  the  bar 
association.  That  is  for  information.” 

Sesquicentennial. — Dr.  Samuel  Z.  Freedman, 


chairman,  stated:  “I  don’t  have  my  final  report. 
I can  only  say  a lot  of  work  went  into  our  sesqui- 
centennial, a lot  of  effort,  and  I hope  it  was  success- 
ful. At  a future  meeting  of  this  Council  we  will  have 
a report  with  perhaps  some  recommendations  for 
future  conventions — no  more  sesquicentennials.” 
Dr.  Anderton,  at  the  president’s  suggestion, 
moved  a vote  of  thanks  and  appreciation  to  the 
Sesquicentennial  Committee  for  what  they  did  and 
their  great  accomplishment. 

The  motion  was  carried  by  acclamation. 

New  Business 

A.M.A.  Council  on  Medical  Education. — Dr. 

Greenough  stated:  “There  has  been  a suggestion 

that  the  Council  recommend  the  appointment  or 
election  of  Dr.  A.  H.  Aaron  to  the  Council  on  Medi- 
cal Education  of  the  American  Medical  Association. 
I present  that  for  the  consideration  of  the  Council.” 
The  name  of  Dr.  Peter  Murray  was  also  men- 
tioned by  Dr.  Kenney. 

After  discussion  it  was  voted  that  the  Council 
request  Dr.  Greenough  to  write  to  the  chairman  of 
the  Board  of  Trustees  of  the  American  Medical 
Association,  expressing  our  hope  that  Dr.  A.  H. 
Aaron,  of  Buffalo,  will  be  nominated  by  the  Board 
of  Trustees  to  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  for  membership  on  the 
Council  on  Medical  Education  and  Hospitals. 

A.M.A.  Trustee.— Dr.  Greenough  stated:  “I  be- 
lieve Dr.  Reuling’s  term  as  trustee  expires  this  year, 
and  I want  to  know  whether  the  Council  wants  to 
take  any  action  in  regard  to  Dr.  Reuling  or  not.” 

It  was  voted  that  the  Council  go  on  record  as  ap- 
proving and  recommending  the  re-election  of  Dr. 
James  R.  Reuling  to  the  Board  of  Trustees  of  the 
American  Medical  Association. 

General  Practice  Meeting. — Dr.  Greenough 
stated:  “At  the  last  Council  meeting  I was  author- 
ized to  request  Dr.  Bratt  to  attend  a meeting  on 
General  Practice  in  Albany.  It  was  found  impossible 
for  him  to  go,  but  we  were  able  to  have  Dr.  Seymour 
Fiske  attend  the  meeting,  and  I believe  he  has 
already  made  a report  to  some  committee.  I would 
like  to  have  the  approval  of  the  Council  for  author- 
ization for  Dr.  Seymour  Fiske  to  attend  this  meet- 
ing.” 

Approval  was  voted. 

Committee  to  Improve  the  Care  of  the  Patient. — 

Dr.  Greenough  reported:  “I  was  also  requested  to 
attend  a meeting  of  the  Committee  to  Improve  the 
Care  of  the  Patient,  which  was  largely  concerned 
with  nursing.  I was  unable  to  attend,  and  I there- 
fore requested  Dr.  Raymond  C.  McKeeby,  of  the 
Council,  to  go  as  the  chairman  of  the  Committee  on 
Nursing  Education.  He  said  he  would.  I would  like 
to  request  authorization  by  the  Council  for  Dr. 
McKeeby  to  attend  that  meeting.” 

Approval  was  voted. 

Appointment  of  Committee  to  Consult  with  Inter- 
departmental Health  Resources  Board. — Dr. 

[Continued  on  page  1824] 
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ointment 


promotes  “early,  clean  and  healthy  healing ” 

• traumatic  and  infectious  wounds 

• burns  (first,  second,  third  degree) 

• abdominal  fistulae  and  wounds 

• pressure  sores  and  ulcers 

• pilonidal  cysts  and  sinuses 

• ano-rectal  wounds  • chest  wounds 
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This  confirms  previous  findings  regarding  the 
efficacy  of  soothing,  protective,  non-irritant  Desitin 
Ointment — rich  in  cod  liver  oil — to  accelerate  healing 
in  many  other  skin  conditions  . . . diaper  rash, 
ulcers  (decubitus,  varicose,  diabetic),  etc. 

Samples  and  new  reprint 1 on  request. 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 

1.  Grayzel,  H.  G.,  and  Schapiro,  S.:  Western  J.  Surgery,  Obstet.  & Gyn.,  Oct.  1956. 

1823 


MINUTES  OF  THE  COUNCIL 


[Continued  from  page  1822] 

Greenough  reported:  “I  was  asked  at  the  last  meet- 
ing to  appoint  a committee  to  consult  with  the  Inter- 
departmental Health  Resources  Board  in  regard  to 
technicians,  whether  they  should  be  licensed,  whether 
they  should  be  certified,  or  nothing.  I would  like  to 
submit  these  names  for  approval:  Dr.  Henry  I. 
Fineberg,  chairman;  Dr.  John  A.  Kalb  of  Broome 
County,  who  is  the  chairman  of  the  Section  on 
Anesthesia,  for  anesthesiology;  Dr.  James  I.  Farrell 
of  Utica  and  Dr.  Frank  D.  Carroll  of  New  York, 
chairman  and  delegate,  respectively,  of  the  Ophthal- 
mology Section,  to  represent  ophthalmology;  Dr. 
Harry  P.  Smith,  of  New  York  County,  to  represent 
pathology;  Dr.  Jerome  S.  Tobis  of  New  York 
County,  to  represent  physical  medicine;  and  Dr. 
Frank  J.  Borrelli  of  New  York  County,  to  represent 
radiology.” 

Approval  was  voted. 

Physician  Placement. — Dr.  Greenough  stated: 
“I  have  a letter  which  I would  like  to  read.  Now  and 
then  we  get  a nice  letter.  This  is  a letter  that  was 
sent  to  Dr.  Iselin,  and  a copy  of  it  was  sent  to  me 
under  date  of  February  27,  1957: 

Dear  Dr.  Iselin: 

Through  your  kind  efforts  and  cooperation  Dr. 
Francis  Vincent,  who  is  now  completing  his  intern- 
ship at  Mercy  Hospital,  Buffalo,  and  taking  the  final 
third  of  his  DMB  examination  in  June,  has  been  to 
Cherry  Valley,  had  conference  and  an  understanding 
with  us  which  has  resulted  in  his  promise  to  settle  in 
Cherry  Valley  as  a general  practitioner. 

Your  efforts  in  our  behalf  are  appreciated  more 
than  meager  words  can  describe.  Again  thanking  you 
very  kindly  for  all  that  you  have  done. 

O.  H.  Collett,  Secretary 

Cherry  Valley  Chamber  of  Commerce,  Inc.” 

General  Practitioner  Honored — Lion  Mountain. — 

Dr.  Greenough  stated:  “About  three  weeks  ago  I 
received  a request  to  send  a telegram  to  Lion  Moun- 
tain, New  York,  on  the  occasion  of  a celebration  to 
honor  a general  practitioner  in  that  area  for  having 
been  there  twenty-five  years,  and  I sent  the  follow- 
ing telegram  for  which  I would  like  approval: 

Will  you  please  extend  to  Dr.  P.  Sheridan  Kaiser, 
on  the  occasion  of  the  dinner  in  his  honor  February 
28,  1957,  the  congratulations  of  the  Medical  Society 
of  the  State  of  New  York.  Devoted  service  over  the 
years,  such  as  he  has  given  to  the  community,  is  the 
backbone  of  American  medicine.  We  wish  to  join 
his  fellow  citizens  in  commending  him  for  his  past 
work  and  hoping  he  will  continue  for  many  years  to 
come.” 

Approval  was  voted. 

Public  Health  and  Education  Committee  Chair- 
man.— Dr.  Greenough  stated:  “I  believe  at  the 

present  time  there  are  two  vacancies  that  should  be 
filled.  One  is  as  the  result  of  the  very  regrettable 
resignation  of  Dr.  Curphey;  there  is  the  chairman- 
ship of  the  Committee  on  Public  Health  and  Educa- 
tion. I would  like  to  nominate,  subject  to  the 
approval  of  the  Council,  Dr.  Norman  S.  Moore  to 
replace  him.” 


The  Council  voted  approval  of  the  appointment. 

Election  of  a Councillor. — Dr.  Greenough  stated: 
“There  is  also  a vacancy  on  the  Council  to  run  until 
May.  I believe  we  should  have  nominations  for  this 
vacancy.” 

Dr.  Anderton  stated:  “It  gives  me  pleasure  to 
nominate  Dr.  Edward  C.  Hughes  of  Syracuse.  I do 
so  because  he  has  been  nominated  for  the  Council  by 
the  Nominating  Committee  and  would,  therefore, 
come  up  for  election  at  the  House  of  Delegates.  It 
seems  to  me  fitting  for  this  Council,  therefore,  to 
elect  Dr.  Hughes  to  the  Council  until  the  next  House 
of  Delegates  meets.” 

The  Council  elected  Dr.  Edward  C.  Hughes  of 
Syracuse  as  councillor,  until  adjournment  of  the 
1957  annual  meeting  of  the  House  of  Delegates. 

Mileage  Allowance. — Dr.  Dattelbaum  stated: 
“The  charge  of  mileage  on  our  vouchers  should  be 
raised.  Even  today’s  papers  say  the  gasoline  tax  is 
going  up,  and  all  the  expenses  in  running  an  auto- 
mobile have  increased.  The  State  government  has 
now  agreed  to  a 10  cents  per  mile  rate  for  its  expense 
accounts.  I would  like  the  Council  to  recommend 
to  the  trustees  that  a 10  cents  per  mile  rate  be 
allowed  for  those  who  use  their  automobiles  where 
they  cannot  get  railroad  transportation,  or  the 
equivalent  to  the  railroad  fare,  but  not  to  leave  the 
7 cent  mileage  rate  on  our  voucher  that  has  been  on 
there  for  a number  of  years.” 

It  was  so  voted. 

President’s  Medal  and  Scroll. — Dr.  Anderton 
stated:  “Mr.  President,  I have  received  this  morn- 
ing a letter  from  Dr.  John  J.  Masterson,  chairman  of 
the  Board  of  Trustees.  It  concerns  our  president. 

Dear  Walter, 

In  the  past  the  dinner  held  during  the  Annual 
Meeting  was  mostly  in  honor  of  our  retiring  president, 
at  which  time  he  was  presented  with  the  Society 
Medal  and  Scroll. 

Since  it  would  not  have  been  appropriate  to  make 
the  presentation  at  the  dinner  last  month,  since  he 
had  several  more  months  to  serve,  may  I suggest  for 
the  consideration  of  the  Council  the  idea  of  having 
the  presentation  of  Medal  and  Scroll  at  a dinner  for 
the  delegates  and  our  office  personnel  to  be  held  on 
the  first  or  second  evening  of  the  session  of  the  House 
of  Delegates,  preferably  the  latter,  Dr.  Greenough  to 
be  given  the  privilege  of  inviting  as  many  guests  as 
he  desires. 

Dr.  Greenough  has  given  unstintingly  of  his  time, 
energy  and  talents  to  the  Society  as  president-elect 
and  president.  I think  it  would  be  much  more  fitting 
to  have  the  presentation  of  our  Scroll  and  Medal  at 
a dinner  in  his  honor  than  at  some  session  of  the 
House  of  Delegates.  It  would  be  a token  of  esteem 
and  our  appreciation  of  his  hard  work — the  expense 
of  the  dinner  to  be  paid  by  the  Society. 

John  J.  Masterson 

“Gentlemen,  a motion  is  in  order  on  this  sugges- 
tion of  Dr.  Masterson’s.  The  president  having  gone 
out  of  the  room,  I think  we  ought  to  vote  on  it.” 
After  discussion  it  was  voted  that  the  Council  re- 
quest the  trustees  to  arrange  a suitable  occasion 
for  the  presentation  of  the  president’s  medal  and 
scroll  to  Dr.  Greenough. 
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For  leg  cramps,  varicose  veins  and  phlebitis. 


HEAD  ELEVATOR 

For  breathing  difficulties  such  as  heart  trouble, 
asthma,  sinus  and  hay  fever. 

Placed  under  the  mattress,  a slight  lift  and  it 
is  ready  for  use.  In  the  morning,  it  folds  flat, 
completely  hidden. 

Both  Elevators  are  made  of  attractively 
covered  plywood.  Prices  are  very  reasonable. 
Shipped  anywhere  in  the  U.  S.  A.,  Parcel 
Post  paid. 

Send  for  Circular  19 

REST-WELL  PRODUCTS  CO.,  415  W.  127th  St.,  N.Y.,  N.Y. 


The  data  in  your  MEDICAL 


DIRECTORY  OF  NEW 


YORK  STATE  has  been  pain- 


stakingly compiled.  Consult 


the  DIRECTORY  in  referring 


cases  to  colleagues.  You’ll  find 


it  easy  to  use  and  highly 
informative. 


FOLBESYN 

VITAMINS  LEDERLE 


Separate  packaging  of  dry  vitamins 
and  diluent  (mixed  immediately  be- 
fore injection)  assures  the  patient  a 
more  effective  dose.  May  also  be 
added  to  standard  IV  solutions. 

Dosage:  2 cc.  daily. 


Each  2 cc.  dose  contains: 

Thiamine  HCI  (B,) 

Riboflavin  (B2) 

Niacinamide 
Pyridoxine  HCI  (B6) 

Sodium  Pantothenate  10  mg. 
Ascorbic  Acid  (C)  300  mg. 

Vitamin  B,2  15  mcgm. 

Folic  Acid  3 mg. 


10  mg. 
10  mg. 
50  mg. 
5 mg. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 

*REQ.  U.S.  PAT.  OFF. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Thirty-Fourth  Annual  Meeting  of  Woman  s Auxiliary  to  the 
American  Medical  Association 


NEW  York  State  is  honored  by  serving  as  host  to 
the  American  Medical  Association  and  its 
Woman’s  Auxiliary,  the  latter,  the  parent  body  of 
all  state  and  county  Auxiliaries. 

Mrs.  Harry  F.  Pohlmann,  Middletown,  a past 
president  of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  and  past  chairman 
of  several  committees  of  the  American  Medical  As- 
sociation Auxiliary,  has  been  named  convention 
chairman  for  this  meeting  by  the  national  president, 
Mrs.  Robert  Flanders,  Manchester,  New  Hamp- 
shire. 

Headquarters  for  the  Auxiliary’s  meeting  will  be 
the  Hotel  Roosevelt  at  Madison  Avenue  and  45th 
Street,  New  York  City,  from  June  3 to  7.  The 
Roosevelt  is  within  walking  distance  of  the  Waldorf- 
Astoria  Hotel  where  the  A.M.A.’s  House  of  Delegates 
meets,  and  proximity  to  Fifth  Avenue  and  Madison 
Avenue  shops,  theatres,  and  innumerable  points  of 
interest  makes  the  location  of  headquarters  ideal. 

Registration  will  open  on  Sunday,  June  2,  11:30 
a.m.  to  4 p.m.,  and  continue  through  Thursday.  On 
Monday,  June  3,  and  Wednesday  afternoon,  June  5, 
there  will  be  round  table  discussions  of  interest  and 
educational  value  to  all  physicians’  wives.  Members 
and  guests  are  cordially  invited.  The  general  meet- 
ing will  be  held  Tuesday,  Wednesday,  and  Thursday 
until  noon,  and  a Board  of  Directors’  meeting  at 
1 p.m.  on  Thursday,  and  a postconvention  workshop 
for  state  presidents,  presidents-elect,  and  national 
committee  chairmen  on  Friday,  June  7. 

Social  activities  include:  Monday,  June  3,  a tea 
honoring  the  president  and  president-elect;  Tues- 
day, June  4,  luncheon  in  honor  of  the  national  past 
presidents  at  which  Dr.  Howard  A.  Rusk,  director, 
Institute  of  Physical  Medicine  and  Rehabilitation, 
New  York  University-Bellevue  Medical  Center,  will 
be  the  guest  speaker.  Dr.  Rusk  will  speak  on  “Sick 
People  in  a Troubled  World.”  Wednesday,  June  5, 
there  will  be  a luncheon  in  honor  of  the  national 
president  and  president-elect  at  which  Dr.  Dwight 
H.  Murray,  president,  American  Medical  Associa- 
tion, will  be  the  guest  speaker.  Mrs.  Flanders, 


president  of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association,  will  present  the  Auxiliary’s 
contribution  to  the  AMEF  and  Dr.  George  F.  Lull, 
AMEF  vice-president,  will  present  awards  to 
auxiliaries.  Thursday,  June  6,  annual  dinner  for 
Auxiliary  members,  husbands,  and  guests,  will  be 
held,  at  which  the  guest  speaker  will  be  Professor 
Allen  Richard  Foley,  Dartmouth  College,  who  will 
speak  on  “Vermont  Humor.” 

It  is  hoped  that  each  state  and  county  Auxiliary 
and  the  territorial  Auxiliaries  will  be  well  repre- 
sented. A warm  welcome  awaits  everyone  and  a 
profitable  meeting  and  many  hours  of  pleasure  will 
make  your  visit  a memorable  one. 

The  New  York  Convention  Committee  for  1957 
comprises  the  following:  Chairman — Mrs.  Harry  F. 
Pohlmann,  Middletown;  Honorary  Chairman — 
Mrs.  Luther  Kice,  Garden  City;  Cochairman — Mrs. 
Elliott  V.  B.  Vurgason,  Baldwin;  Credentials  and 
Registration — Mrs.  Isadore  Zadek,  New  Rochelle; 
Dinner — Mrs.  Ernest  Santemma,  Hempstead;  Fa- 
vors— Mrs.  Wallace  T.  Smith,  East  Rockaway; 
Flowers — Mrs.  Karl  N.  Wechtel,  Woodmere;  Fi- 
nance— Mrs.  James  L.  McCartney,  Garden  City; 
Hospitality — Mrs.  John  Goller,  Staten  Island;  In- 
formation— Mrs.  John  Scalzo,  Brooklyn;  Junior 
Aides — Mrs.  Albert  M.  Biglan,  Central  Islip; 
Luncheon  for  Past  Presidents — Mrs.  Colgate  Phil- 
lips, Bronxville;  Luncheon  for  President  and  Presi- 
dent-Elect— Mrs.  Thomas  M.  d’Angelo,  Flushing; 
Music — Mrs.  Dale  C.  Bouton,  Newburgh;  Printing 
and  Supplies — Mrs.  Milton  B.  Spiegal,  Brooklyn; 
Publicity — Mrs.  Ezra  A.  Wolff,  Forest  Hills;  Tea — 
Mrs.  John  L.  Neubert,  Roslyn,  and  Tickets — Mrs. 
Eugene  F.  Wolff,  Newburgh. 

We  repeat — a cordial  welcome  awaits  each  doctor’s 
wife!  Do  come! 

Mrs.  Ezra  A.  Wolff 

Convention  Publicity  Chairman 

108-23  Jewel  Avenue 
Forest  Hills  75,  New  York 


An  expert  is  one  who  knows  more  and  more  about  less  and  less. — Nicholas  M.  Butler 


1826 


New  York  State  J.  Med. 


Decoration  Day  Week-End 


Attractive  Rates 


N.  Y.  Office 
BA7-1782 
BA7-1970 


FREE  GOLF 
till 

June  29 


OPEN  MAY  24 
Heated  Rooms 


WOULD  YOU  RECOMMEND 

BALNEOTHERAPY 

If  your  patient  is  ready  to 
blow  his  top? 

Stubborn  arthritis  and  rheumatism  cases  often  respond 
to  warm  sulphur  water  baths,  daily  massages,  hot 
packs  and  Nauheim  baths. 

Countless  sufferers  have  found  relief  at  Sharon  Springs, 
50  miles  west  of  Albany,  in  the  colorful  hill  country 
bordering  the  Mohawk  Valley. 

Certain  of  your  own  patients  can  also  benefit  from 
a vacation  at  this  historic  Spa.  Care  is  used  by 
resident  physicians  to  follow  your  prescribed  regimen. 
Quiet  living  and  the  sulphur  water  Spa  routine  usually 
do  the  rest. 

Full  information  at  once. 

WHITE  SULPHUR  BATHS 

SHARON  SPRINGS  2,  N.  Y. 

Charter  Member,  Assoc,  of  Amer  Spas 
(Medically  Supervised) 


‘FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
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BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  March,  1957) 


Dorland’s  Illustrated  Medical  Dictionary.  Edi- 
torial Board:  Leslie  Brainerd  Arey,  Ph.D.,  William 
Burrows,  Ph.D.,  J.  P.  Greenhill,  M.D.,  and  Richard 
M.  Hewitt,  M.D.  Philological  consultants,  Paul  J. 
Alexander,  Ph.D.,  and  Harry  C.  Messenger,  M.D. 
Including  Modern  Drugs  and  Dosage  by  Austin 
Smith,  M.D.,  and  Fundamentals  of  Medical  Etymol- 
ogy, by  Lloyd  W.  Daly,  Ph.D.  Twenty-third  edi- 
tion. Quarto  of  1,598  pages.  With  more  than  700 
illustrations  and  50  plates.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Cloth,  $12.50. 

The  Principles  and  Art  of  Plastic  Surgery.  By 
Sir  Harold  Gillies,  F.R.C.S.,  and  D.  Ralph  Millard, 
Jr.,  M.D.  Chapter  on  Anaesthesia  by  Ivan  Magill, 
F.F.A.R.C.S.  In  two  volumes.  Quarto  of  652 
pages.  Boston,  Little,  Brown  & Company,  1957. 
Cloth,  $35  for  two  volumes. 

Muscle  Relaxants  in  Anesthesiology.  By  Francis 
F.  Foldes,  M.D.  Illustrated  by  Margaret  M.  Croup. 
Octavo  of  210  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1957.  Cloth,  $5.50.  (American 
Lecture  Series  #294) 

Ultramicro  Methods  for  Clinical  Laboratories.  By 

Edwin  M.  Knights,  Jr.,  M.D.,  Roderick  P.  Mac- 
Donald, Ph.D.,  and  Jaan  Ploompuu.  Octavo  of  128 
pages,  illustrated.  New  York,  Grune  & Stratton, 
1957.  Cloth,  $4.75. 

General  Urology.  By  Donald  R.  Smith,  M.D. 
Illustrated  by  Ralph  Sweet.  Quarto  of  328  pages, 
illustrated.  Los  Altos,  Calif.,  Lange  Medical  Publi- 
cations, 1957.  Paper,  $4.50. 

Current  Therapy  1957.  Latest  Approved  Methods 
of  Treatment  for  the  Practicing  Physician.  Edited 
by  Howard  F.  Conn,  M.D.  Consulting  Editors, 
George  E.  Burch,  M.D.,  M.  Edward  Davis,  M.D., 
Vincent  J.  Derbes,  M.D.,  Garfield  G.  Duncan,  M.D., 
et  al.  Quarto  of  731  pages.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Cloth,  $11. 

Expectant  Motherhood.  By  Nicholson  J.  East- 
man, M.D.  Third  edition,  revised.  Duodecimo  of 
198  pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1957.  Cloth,  $1.75. 

Human  Disease.  By  A.  E.  Clark-Kennedy, 
M.D.  Duodecimo  of  267  pages.  Baltimore,  Pen- 
guin Books,  1957.  Paper,  $.85. 

Clinical  Laboratory  Methods.  By  W.  E.  Bray, 
M.D.  Fifth  edition.  Duodecimo  of  731  pages.  124 
text  illustrations  and  18  color  plates.  St.  Louis, 
C.  V.  Mosby  Company,  1957.  Cloth,  $9.75. 


The  Road  to  Inner  Freedom.  The  Ethics.  By 

Baruch  Spinoza.  Edited  and  with  an  introduction 
by  Dagobert  D.  Runes.  Octavo  of  215  pages.  New 
York,  Philosophical  Library,  1957.  Cloth,  $3.00. 

Twenty-first  Semiannual  Report  of  the  Atomic 
Energy  Commission,  January  1957.  Octavo  of  396 
pages,  illustrated.  Washington,  D.C.,  United 
States  Government  Printing  Office,  [1957]. 

The  Fight  for  Fluoridation.  By  Donald  R.  Mc- 
Neil. Octavo  of  241  pages.  New  York,  Oxford  Uni- 
versity Press,  1957.  Cloth,  $5.00. 

The  American  Fluoridation  Experiment.  By  F.  B. 

Exner,  M.D.,  and  G.  L.  Waldbott,  M.D.  Edited  by 
James  Rorty.  Octavo  of  277  pages.  New  York, 
Devin-Adair  Company,  1957.  Cloth,  $3.75. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1957.  Octavo.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  Published 
Bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

Experimental  Psychology  and  Other  Essays.  By 

I.  P.  Pavlov.  Octavo  of  653  pages,  illustrated. 
New  York,  Philosophical  Library,  1957.  Cloth, 
$7.50. 

Clinical  Cardiopulmonary  Physiology.  Sponsored 
by  the  American  College  of  Chest  Physicians.  Edi- 
torial Board:  Burgess  L.  Gordon,  M.D.,  Chairman, 
Editor-in-Chief,  Albert  H.  Andrews,  Jr.,  M.D.,  Al- 
van  L.  Barach,  M.D.,  John  F.  Briggs,  M.D.,  Edwin 
R.  Levine,  M.D.,  et  al.  Quarto  of  759  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1957.  Cloth, 
$15.75. 

Women  of  Forty.  The  Menopausal  Syndrome. 

By  M.  E.  Landau,  M.D.  Duodecimo  of  49  pages. 
New  York,  Philosophical  Library,  1956.  Cloth, 
$2.50. 

The  Early  Detection  and  Prevention  of  Disease. 

Edited  by  John  P.  Hubbard,  M.D.  Octavo  of  350 
pages.  New  York,  The  Blakiston  Division,  Mc- 
Graw-Hill Book  Company,  1957.  Cloth,  $7.50. 

The  Care  of  the  Expectant  Mother.  By  Josephine 
Barnes,  D.M.  (Oxon.)  Octavo  of  270  pages,  illus- 
trated. New  York,  Philosophical  Library,  1956. 
Cloth,  $7.50. 

Clinical  Physiology.  The  Functional  Pathology  of 
Disease.  Edited  by  Arthur  Grollman,  M.D.  Oc- 
tavo of  854  pages  illustrated.  New  York,  The  Blakis- 
ton Division,  McGraw-Hill  Book  Company,  1957. 
Cloth,  $12.50. 
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BOOKS  REVIEWED 


Color  Atlas  of  Pathology.  [Volume  2.]  Endo- 
crine System,  Including  Pituitary,  Thyroid,  Para- 
thyroid, Adrenals  and  Pancreas;  Gynecology  and 
Obstetrics,  Including  Reproductive  Organs,  Breasts ; 
Male  Genital  Tract;  Skin.  Prepared  under  the 
auspices  of  the  U.S.  Naval  Medical  School  of  the 
National  Naval  Medical  Center,  Bethesda,  Mary- 
land. Octavo  of  450  pages.  Illustrated  with  1,032 
figures  in  color.  Philadelphia,  J.  B.  Lippincott  Co., 
1954.  Cloth,  S20. 

The  second  volume  of  this  atlas  has  received  a 
very  warm  welcome  from  all,  especially  from  those 
who  have  read  the  first  volume  which  in  a few  short 
years  has  become  a “must”  in  the  pathologist’s  as 
well  as  the  clinician’s  library.  The  new  volume  has 
432  pages  of  condensed  text  with  1,032  illuminating 
illustrations  in  color  on  343  plates.  It  covers  the 
endocrine  system,  gynecology  and  obstetrics,  in- 
cluding all  of  the  genital  tract,  male  and  female, 
breast  and  skin.  The  photomicrographs  are  clear, 
explicit,  and  attractively  prepared.  Diagrams  and 
drawings  are  most  explanatory  and  to  the  point. 
A descriptive  survey,  which  is  practically  an  outline 
of  the  subject  itself,  appears  at  the  beginning  of  the 
atlas.  This  is  supplemented  by  a well-prepared 
index. 

Those  who  have  volume  1 will  want  volume  2 as 
a necessary"  supplement,  and  those  who  read  this 
second  volume  will  undoubtedly"  wish  to  have  the 
first.  The  type  is  easy  on  the  ey"e,  and  the  subject 
matter  is  presented  in  an  easy-to-learn  method  of 
case  history  presentation  with  brief  discussions, 
including  the  latest  contributions  on  the  subject. 

This  volume  is  highly  recommended  to  all  who 
now  have,  and  for  those  who  plan,  a medical 
library. — Silik  H.  Polayes 

A Textbook  of  Clinical  Pathology.  Edited  by 
Seward  E.  Miller,  M.D.  Fifth  edition.  Octavo  of 
1,208  pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Company,  1955.  Cloth,  $11. 

The  fifth  edition  of  the  Textbook  of  Clinical 
Pathology  is  without  a doubt  one  of  the  most  valu- 
able books  available  for  use  in  any"  hospital  clinical 
laboratory.  Not  only  the  methods  are  given  clearly' 
and  accurately",  but  also  the  significance  and  the 
interpretation  of  the  results  of  the  tests  are  excel- 
lently" presented  for  each  subject.  The  specific 
chapters  have  been  written  by"  an  authority  in  that 
particular  field.  The  chapters  entitled  “Hepatic 
Tests,”  “Assay"  of  Hormones,”  “The  Diagnosis  of 
Venereal  Diseases,”  and  others  are  especially  useful 
for  the  laboratory  worker  and  the  phy’sician.  The 
bibliography"  at  the  end  of  the  various  chapters 


contains  essential  references  for  further  study  by"  the 
student. — Caspar  G.  Burn* 

The  Truth  About  Eye  Exercises.  By  Philip 
Pollack.  Duodecimo  of  117  pages,  illustrated. 
Philadelphia,  Chilton  Companv,  1956.  Cloth, 
84.75.  ' j 

Pollack,  an  optometrist,  has  tackled  a popular 
topic — the  matter  of  eye  exercises — and  has  man- 
aged to  tell  the  reader  in  lively",  interesting  fashion 
the  truth  about  this  subject.  Referring  to  articles 
and  books  by"  quacks  and  faith  healers,  as  well  as  by 
ophthalmologists  and  optometrists,  he  has  dealt 
with  ever-timely  topics.  These  include  Bates’ 
recommendation  to  “throw  away  your  glasses,” 
and  the  truth  about  eye  exercises  or  meaningless 
eye  movements  for  such  conditions  as  cross  ey"e, 
remedial  reading,  glaucoma  and  other  eye  diseases, 
color  blindness,  etc. 

The  author  rightfully"  criticizes  the  small  group 
of  optometrists  who  still  lead  their  patients  to  believe 
that  they"  can  correct  myopia  by  their  plan  of  “ey"e 
exercises.”  As  regards  ey"e  exercises  for  reading 
difficulties  he  states  that  “the  art  of  overcoming 
reading  difficulties  comes  under  the  head,  not  of 
ophthalmology"  or  optometry,  but  of  pedagogy,” 
and  then  proceeds  to  question  the  wisdom  by  a hand- 
ful of  ey"e  physicians  who  resort  to  surgery’  and  other 
treatments  for  disabilities  which  are  purely"  psy- 
chologic. 

Pollack  has  done  a valuable  service  to  the 
public  and  to  the  profession  for  presenting  the  un- 
biased truth  about  an  important  subject.  One  can 
only  hope  that  the  layman  who  lives  on  autosugges- 
tion can  learn  and  profit  from  his  stimulating  book. — 
Emanuel  Krimsky 

Subacute  Bacterial  Endocarditis.  By"  Andrew 
Kerr,  Jr.,  M.D.  Octavo  of  343  pages,  illustrated. 
Springfield,  Charles  C Thomas,  1955.  Cloth,  $6.50. 
(American  Lecture  Series  #274) 

This  monograph  is  a very  well-written,  complete, 
and  scholarly  documentation  of  present  knowledge 
concerning  this  important  disease.  Every  aspect 
from  history  to  treatment  is  described  in  the  same 
fashion.  The  bibliography  is  excellent,  Theauthor’s 
easy  style  makes  the  monograph  enjoyable  reading. 

— Leon  M.  Levitt 

Practical  Pediatric  Dermatology.  By"  Morris 
Leider,  M.D.  Octavo  of  433  pages.  280  photo- 
graphs and  13  drawings.  St.  Louis,  The  C.  I'. 

[Continued  on  page  1832] 
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A recent  clinical  study*  of  46  ambulatory  non- 
hospital patients  treated  with  Nulacinf  and 
followed  up  to  15  months  describes  the  value  of 
ambulatory  continuous  drip  therapy  by  this 
method.  Total  relief  of  symptoms  was  afforded 
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slowly  in  the  mouth  (not  to  be  chewed  or  swal- 
lowed). They  are  not  noticeable  and  do  not 
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send  for  reprints  and  clinical  sample. 

*Steigmann,  F.,  and  Goldberg,  E.:  Ambulatory  Continuous  Drip 
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tMg  trisilicate  3.5  gr.;  Ca  carbonate  2.0  gr.;  Mg  oxide  2.0  gr.; 

Mg  carbonate  0.5  gr. 
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' F.  H STRONG  COMPANY  NYS-5 

| 112  W 42nd  St  . New  York  36.  N Y 

| Pleo»e  send  me  free  tomple  of  TABLOGESTIN  together  with  literolure  on  CHOLOGESTIN. 


Street 

City  Zone Stole 


1831 


BOOKS  REVIEWED 


[Continued  from  page  1830] 

Mosby  Company,  1956.  Cloth,  $10.50. 

The  book  consists  of  433  pages  and  includes  about 
300  black  and  white  photographs  and  drawings.  It 
covers  almost  all  the  usual  dermatologic  conditions 
seen  in  infants  and  children  and  also  those  which  are 
rare  at  this  period.  The  author  has  purposely 
omitted  a bibliography. 

Its  many  chapters  cover  the  principles  and 
diagnosis  of  dermatology,  dermatosis  due  to  hered- 
ity, bacteria,  fungus,  viruses,  etc.  One  chapter  is 
devoted  to  the  relationship  of  cutaneous  diseases 
with  systemic  involvements,  and  another  to  der- 
matologic therapy  which  includes  about  20  pages  on 
formulas  (101  dermatologic  preparations)  for  topical 
use.  There  is  also  a chapter  devoted  to  common 
technical  and  lay  words,  terms,  and  phrases  em- 
ployed in  dermatology. 

One  chapter,  however,  which  deals  with  the  allergic 
dermatoses — -especially  the  atopic  eczemas — has 
not  been  given  full  credit.  At  the  start  of  the  book, 
the  author  states  that  he  did  not  intend  to  go  into 
controversial  questions,  but  would  give  his  own 
views  and  advice.  This  he  has  apparently'  done  on 
the  question  of  atopic  dermatoses  by'  accentuating 
the  dermatologic  aspects  and  treatment  and  dis- 
regarding those  of  the  experienced  and  well-recog- 
nized allergists.  The  author  states  that  he  does 
not  believe  that  diet  play's  much  of  a part  in  these 
dermatoses.  He  says  that  skin  testing  in  these 
cases  show  “multiple  wheal  reactions,”  and  these 
he  explains  are  simply  “a  hallmark  of  the  atopic 
habitus  rather  than  finely  diagnostic.”  His  treat- 
ment, therefore,  is  pure  dermatologic  by  topical 
application. 

It  is  generally'  accepted  by  the  majority  of  aller- 
gists, pediatricians,  and  even  dermatologists  that 
diet  is  an  important  etiologic  factor  in  the  atopic 
dermatoses,  associated  with  an  unknown  “x  factor,” 
and  often  complicated  byr  external  irritants  and 
infections.  These  latter  complications  can  easily 
be  controlled.  The  only  way  to  determine  the 
offending  foods  is  by'  indirect  testing  (direct  testing 
is  of  no  value)  and  food  diaries,  either  or  both,  de- 
pending on  the  age  of  the  patient,  the  type  and  dura- 
tion of  the  disease,  the  severity  of  the  dermatoses, 
and  presence  or  absence  of  internal  atopic  complica- 
tions. It  is  the  allergist  together  with  the  derma- 
tologist who  can  decide  the  question  of  skin  testing. 
Almost  any'  physician  can  do  the  scratch  or  intra- 
dermal  tests,  but  it  takes  the  experienced  allergist  to 
read  and  evaluate  properly'  the  multiple  reactions,  if 
present,  in  their  relation  to  the  dermatitis.  There- 
fore, while  topical  applications  are  very  important, 
search  for  the  offending  foods  is  extremely  necessary'. 

The  author  has  written  a good  general  dermato- 
logic textbook  with  concise  clinical  descriptions  in 
good  readable  style.  It  should  be  of  value  to  the 
general  practitioner  and  possibly'  to  the  pediatrician. 
The  demonstration  of  the  clinical  aspects  of  the 
various  dermatoses  would  be  greatly  increased  if 
color  photographs  were  employed  in  many'  instances. 
— Abraham  Walzer 


The  Principles  and  Practice  of  Medicine.  A 
Textbook  for  Students  and  Doctors.  By  L.S.P. 
Davidson,  M.D.,  and  the  Staff  of  the  Department  of 
Medicine,  University  of  Edinburgh,  and  Associated 
Clinical  Units.  Second  edition.  Octavo  of  1,036 
pages,  illustrated.  Edinburgh,  E.  & S.  Livingstone, 
(Baltimore,  Williams  & Wilkins  Co.),  1954.  Cloth, 
$7.00. 

This  is  the  second  edition  of  a highly  successful 
English  textbook  for  students  written  by  the  staff 
of  the  Department  of  Medicine  of  the  University  of 
Edinburgh.  The  material  is  presented  in  an  out- 
line styde.  Although  the  discussion  of  each  condi- 
tion is  brief,  it  is  authoritative  and  up  to  date  , 
(1954).  The  American  physician  will  find  differ- 
ences in  some  of  the  advised  therapy'.  For  instance, 
NPH  insulin,  which  is  so  popular  in  this  country',  is 
not  even  mentioned. 

One  of  the  interesting  findings  to  the  reviewer 
in  1956  is  the  tremendous  changes  w'hich  occur  in 
medical  therapy'  in  as  short  a period  as  two  years. 

In  this  text,  cortisone  is  mentioned  as  a medication 
which  needs  further  study  to  determine  whether  or  I 
not  it  will  lessen  cardiac  complications.  The  anti- 
hy'pertensive  drugs  which  are  now  in  common  use 
are  mentioned  as  being  under  study.  However, 
just  as  interesting  is  the  finding  that  a small  text- 
book like  this  one  contains  so  much  basic  clinical 
information  in  almost  every  subject  w'hich  will  help 
the  practitioner  as  well  as  the  student  to  organize 
in  a systematic  fashion  the  scattered  observations  he 
makes  daily'.  The  book  is  an  excellent  one  for  those 
desiring  to  get  a quick  review  of  internal  medicine. — 
Milton  B.  Handelsman 


The  Stress  of  Life.  By'  Hans  Selye,  M.D. 
Octavo  of  324  pages,  illustrated.  New  York,  Mc- 
Graw-Hill Book  Company',  1956.  Cloth,  $5.95. 

This  is  an  historical  semiautobiography'  of  Hans 
Seh'e  and  his  adaptation  syndrome.  It  gives  an 
insight  into  his  life’s  story',  the  trials  and  tribulations 
of  epochal  scientific  research.  All  the  fundamental 
facts  necessary'  to  understand  his  highly'  technical 
treatises  are  outlined  in  this  book  which  is  written 
for  the  general  public. — Bernard  Seligman 

Practical  Physiological  Chemistry.  By'  Philip 
B.  Hawk,  Ph.D.,  Bernard  L.  Oser,  Ph.D.,  and 
William  H.  Summerson,  Ph.D.  Thirteenth  edition. 
Octavo  of  1,439  pages,  illustrated.  New  York,  The 
Blakiston  Company',  1954.  Cloth,  $12. 

To  those  interested  or  engaged  in  medical  labora- 
tory work  a copy'  of  this  book  remains  an  indispen- 
sable asset  for  ready'  reference. 

New  material  has  been  added  on  such  physical- 
chemical  procedures  as  electrophoresis,  ultracentri- 
fugation, ion-exchange  resins,  paper  chromatog- 
raphy', counter-current  distribution,  and  radioactive 
technics,  together  with  new  clinical  procedures  such 
as  liver  function  tests,  determination  of  protein- 
bound  iodine,  cholinesterase  and  sodium  and  potas- 
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sium  with  flame  photometry.  Especially  to  be  com- 
mended is  the  introduction  of  a section  on  the  use  of 
micromethods  in  clinical  chemistry. 

In  view  of  these  extensive  changes  and  additions 
it  is  all  the  more  regrettable  that  many  of  the  older 
procedures  such  as  the  Karr  nesslerization  method 
for  urea  nitrogen  and  the  Folin-Wu  method  are  not 
eliminated  entirely  in  favor  of  the  more  suitable 
alternative  procedures  described  by  the  authors. 
In  addition,  many  other  procedures  such  as  lactic 
acid  and  sulfur  determinations  are  done  so  rarely 
in  most  clinical  laboratories  as  to  warrant  either 
their  elimination  or  their  inclusion  in  the  reference 
section  at  the  end  of  the  chapter. 

References  to  other  methods  and  procedures 
should  be  expanded  and  brought  up  to  date  since 
none  of  the  references  quoted  are  later  than  1945. 

In  short,  it  is  the  “methods  and  procedure” 
section  of  this  valuable  text — formerly  one  of  its 
strong  points: — which  is  rapidly  falling  behind  other 
competing  volumes  as  well  as  the  current  literature. 
However,  this  volume  should  continue  to  serve  a 
useful  purpose  as  a textbook  for  teaching  biochemi- 
cal laboratory  technics  to  medical  students  and  bio- 
chemistry majors  and  as  a ready  reference  source 
in  clinical  chemistry  laboratories. — Abraham  Saifer 

Pediatrics.  Edited  by  Donald  Paterson,  M.D., 
and  John  Ferguson  McCreary,  M.D.  With  36 
contributing  authors.  Quarto  of  654  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Company, 
1956.  Cloth,  $14. 

This  is  a very  authoritative  volume  on  pediatrics, 
for  it  is  a collaboration  of  pediatric  knowledge  by  36 
outstanding  authors  of  Canada.  The  book  con- 
tains many  excellent  illustrations  and  tables.  The 
bibliography  at  the  end  of  each  chapter  is  brief 
and  very  pertinent. 

The  most  accurate  description  of  this  very  inter- 
esting and  instructive  volume  is  the  authors’  state- 
ment, “This  book  is  planned  to  fit  between  the 
excellent  volumes  which  serve  as  consultant  texts  for 
pediatricians  and  the  well-prepared  small  books  of  a 
more  tabular  style  which  have  become  available  in 
recent  years.  It  is  designed  primarily  for  the  phy- 
sician in  the  general  practice  of  medicine.” — 
Samuel  K.  Levy 

An  Atlas  of  Regional  Dermatology.  By  G.  H. 

Percival,  M.D.,  and  T.  C.  Dodds,  F.R.P.S.  Octavo 
of  264  pages.  Illustrated  with  475  clinical  subjects 
in  full  color.  Baltimore,  Williams  & Wilkins  Com- 
pany, 1955.  Cloth,  $19. 

This  excellent  book  of  256  pages  of  text  shows 
almost  500  pictures  of  the  most  common  skin 
diseases  seen  in  office  and  clinic  practice.  All  the 
pictures  are  in  color  and  the  photography  is  wonder- 
ful, showing  in  clear  detail  the  finer  points  which  are 
great  diagnostic  aids  in  determining  the  group  to 
which  the  disease  belongs.  The  book  is  well  planned 
in  that  the  various  diseases  are  displayed  on  a re- 


gional basis,  that  is,  the  different  parts  of  the  body 
are  taken  separately.  As  the  author  states,  this 
results  in  some  duplication,  which  is  a great  benefit 
because,  if  there  is  one  branch  of  medicine  which 
depends  on  repetition,  it  is  dermatology.  One 
can  never  see  the  same  condition  enough  times. 
Throughout  the  book  the  same  disease  is  shown  in 
its  many  variations,  depending  on  its  stage  and  the 
area  of  the  body  involved. 

Another  very  strong  point  is  that  the  different 
diseases  are  pictured,  stressing  the  similarity,  which 
is  a great  help  when  it  comes  to  differential  diagno- 
sis. The  book  should  be  of  assistance  to  the  practi- 
tioner as  well  as  to  the  student  as  it  presents  the 
many  difficult  dermatologic  problems  clearly  and 
simply. 

It  is  a long  time  since  an  atlas  has  been  published, 
and  this  book  will  fill  a well  deserved  place  in  the 
library  of  cutaneous  diseases. — George  F.  Price 

Medical  Research:  A Midcentury  Survey.  Vol. 

I.  American  Medical  Research : in  Principle  and 

Practice.  Vol.  II.  Unsolved  Clinical  Problems: 
in  Biological  Perspective.  Octavo.  765  pages; 
740  pages.  Published  for  The  American  Founda- 
tion, New  York.  Boston,  Little,  Brown  & Com- 
pany, 1955.  Cloth,  $15,  set  of  two  volumes. 

The  American  Foundation,  originated  by  Edward 
Bok  in  1924,  over  the  years  has  investigated  five 
important  public  questions  with  what  its  members 
consider  “objectivity.”  The  goal  of  its  activities 
is  summarized  by  the  following  quotation: — “Most 
public  questions  will  profit  by  a review  of  all  the  facts 
by  an  objectiye  research  agency  that  has  public  con- 
fidence and  by  a wide  dissemination  of  the  published 
findings.”  The  public  question  chosen  by  the 
foundation  as  the  subject  of  its  fourth  investigation 
brought  it  into  the  medical  field.  The  question 
comprised  an  attempt  to  study  the  distribution  of 
and  payment  for  medical  care  in  the  United  States. 

One  defect  mars  the  volumes.  The  quotation  on 
the  page  before  the  foreword  in  each  volume  is  not 
so  exceptional  that  a quotation  of  at  least  equal 
value  might  not  have  been  taken  from  the  writings 
of  a half-hundred  equally  distinguished  scientists 
who  had  not  tarnished  their  reputations  by  lack  of 
civic  forthrightness.  Even  that  paragraph  on  page 
90  of  Volume  I which  might  be  taken  as  an  excuse 
hardly  justifies  the  choice. 

The  many  disciplined  origins  of  research  basic 
to  progress  in  medicine  are  explored.  Research 
itself  is  divided  into  random,  organized,  basic, 
clinical,  and  applied.  The  various  advantages  and 
disadvantages  of  each  type  are  assayed  and  distinc- 
tion between  the  “flame  carrying”  scientists  and 
the  followers  is  made.  However,  random  research 
is  encouraged  and  a section  of  generous  length  gives 
honorable  mention  to  the  very  substantial  contribu- 
tions of  the  less  gifted  by  loyal  followers. 

One  of  the  most  interesting  matters  touched  upon 
is  the  tendency  of  applied  research  to  unbalance  the 
whole  framework  of  research.  The  fact  that  heavy 
financial  support  is  readily  available  to  solve  the 
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FORT  LAUDERDALE  BEACH  HOSPITAL 

125  N.  BIRCH  RD.,  FORT  LAUDERDALE,  FLORIDA 


GERIATRICS  (Care  of  the  aging) 

Rehabilitation  ....  Convalescent  Care 

A private  hospital  especially  planned  for  the  medical  care  and  rehabili- 
tation of  the  CHRONICALLY  ILL,  the  AGED,  and  the  HANDICAPPED. 
Departments  of  Medicine,  Radiology,  Laboratory,  Dietary,  Dentistry,  Re- 
habilitation, Occupational  and  Physiotherapy. 

Patients  accepted  for  long  and  short  term  care  under  direction  of  private 
physician. 

MEDICAL  RESIDENT  STAFF 

For  information  write  to  the 

Medical  Director 
P.O.  Box  2323 
Fort  Lauderdale,  Florida 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


H ALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


HOLBROOK  MANOR  ”5" 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N.  Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician  in  Charge 


PINEWOOD  Cl!  LouifwEePndern  /„  Charge 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Moncll  Softool  25^re,5/7S‘373N4yC 

Licensed  by  the  State  of  New  York 


WEST  HH.L 

W'est  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone  Kingsbridge  9-8440 


ESTATE  PLANNING 

Specializing  in  Doctors'  Estates  for  29  years.  Free 
Estimates  and  Consultation. 

THE  TRAUB  ESTATE  SERVICE 

225  B’WAY,  N.  Y.  C.  BA  7-3984 


MAROC  FOR  "HEAT  RASH" 

Doctor — do  not  plant  mold  and  bacteria  on  infant's  skin — use 
this  bactericidal  and  fungicidal  powder  of  proven  safety  and 
minimal  toxicity. 

Benzalkenium  Chleride  0.6%  Kaelin  45.0% 

Hexachlorophene  0.5c/c  Perfume  0.1% 

Magnesium  Carbonate  1.0%  Talc  q.s. 

MAROC  BABY  POWDER 

Maroc  Company  Box  590  Oak  Park,  III. 


1835 


BOOKS  REVIEWED 


[Continued  from  page  1834] 

problems  of  pharmaceutical  manufacturers,  large 
industries,  and  of  the  government  armed  services 
acts  as  a lure  to  draw  researchers  and  universities 
to  undertake  such  research  rather  than  toward 
subjects  of  more  basic  importance  where  the  evi- 
dence of  practical  application  is  not  readily  observ- 
able for  the  immediate  future.  The  poor  financial 
condition  of  most  medical  schools  and  the  inade- 
quacy of  the  teachers’  salaries  are  an  extra  weak- 
ness in  this  respect. 

An  attempt  is  made  to  find  some  way  of  cutting 
down  the  lag  between  the  successful  termination  of 
research  and  the  placing  of  proved  methods  of 
therapy  into  the  hands  of  the  practitioners.  The 
various  methods  for  publishing  results  such  as  annual 
scientific  meetings,  review  of  medical  literature,  con- 
ferences, indexing  and  abstracting  of  periodicals, 
international  exchange  of  ideas,  photoduplication 
and  microfilming  are  all  scanned  with  a view  to 
finding  some  method  of  spreading  abroad  the  great- 
est amount  of  reliable  information  in  the  shortest 
safe  time.  From  the  standpoint  of  controlling  the 
products  of  research,  the  matter  of  government 
licensing  and  taking  out  of  patents  is  rapidly  but 
quite  thoroughly  covered.  The  conclusion  reached 
is  that  all  parties  will  be  best  protected  by  a quasi 
governmental  body  similar  to  the  British  National 
Research  Development  Corporation. 

There  are  many  remarkable  aspects  of  these 
volumes,  several  of  which  are  so  surprising  that  they 
are  worthy  of  mention.  First,  the  style  strongly 
suggests  that  the  writing  is  largely  the  work  of  one 
person.  Second,  assuming  that  this  person  is  not 
a physician,  the  reviewer  found  no  single  instance  in 
which  the  ideas  expressed  were  alien  to  orthodox 
medicine,  and  third,  which  commends  the  efficiency 
of  the  publishing  company,  the  reviewer  has  found 
not  one  single  word  misspelled  or  construction 
obscure. 

It  is  the  reviewer’s  conclusion  that  no  physician 
can  feel  that  he  has  a comprehensive  grasp  of  what 
the  medical  field  really  comprises  unless  he  has  read 
and  digested  these  books.  They  should  be  pre- 
scribed reading  for  all  physicians  but  particularly  for 
all  internes  and  resident  physicians. — Kenneth  G. 
Jennings 

Cosmetics : Their  Principles  and  Practices.  By 

Ralph  G.  Harry.  Octavo  of  786  pages,  illustrated. 
New  York,  Chemical  Publishing  Co.,  1956.  Cloth, 
$17. 

This  is  a book  of  786  pages,  well  written  and  well 
illustrated  with  both  black  and  white  and  color,  and 
a good  bibliography. 

There  is  a chapter  on  the  anatomy,  physiology-, 
and  chemical  components  of  the  skin.  The  author 
discusses  allergy  and  patch- testing  and  deals  with 
skin  penetration  and  the  percutaneous  absorption 
of  many  substances  such  as  hormones,  vitamins,  the 
various  types  of  oils  and  greases,  and  the  supposed 
value  of  “skin  foods”  locally  applied. 


The  formulas  of  all  the  various  types  of  cosmetic 
preparations  and  their  manufacturer  are  thoroughly 
covered.  There  is  a good  chapter  on  sunburn  and 
sun  intoxication,  one  on  acne  and  its  local  treatment 
including  the  removal  of  comedones,  etc. 

The  book  includes  discussions  on  the  teeth,  dental 
conditions,  tooth  cleansing  preparations,  mouth 
washes,  etc.  The  hair  is  discussed,  its  growth, 
effects  of  cutting  and  singeing,  hair  tonics,  shampoos, 
dyes  and  rinses,  hair  waving,  hair  setting  and  gives 
many-  different  formulas  for  the  various  conditions. 

Soaps,  antiperspirants,  deodorants,  together  with 
nail  conditions  and  many-  other  subjects  receive 
their  proper  attention. 

This  book  goes  into  the  whole  cosmetic  question 
so  minutely  and  completely  that  this  is  really  an 
encyclopedia  of  information.  It  should  be  in  the 
library  of  all  interested  in  this  subject  including  the 
allergist  and  dermatologist. — Abraham  Walzer 

The  Medical  Clinics  of  North  America.  Mayo 
Clinic  Number.  July,  1956.  Octavo.  Philadel- 
phia, W.  B.  Saunders  Company,  1956.  Published 
Bimonthly  (six  numbers  a year).  Cloth,  $18  net; 
paper,  $15  net. 

The  Mayo  Clinic  issue  of  the  Medical  Clinics  of 
North  America,  devoted  entirely  to  hematologic 
problems,  is  one  of  the  best  in  this  valuable  series. 
Everyone  practicing  medicine  today-  will  find  some- 
thing of  interest  among  the  26  papers  included. 
All  are  good  and  the  two  on  polycythemia,  vera  and 
secondary-,  are  extraordinarily  noteworthy. — Mil- 
ton  Plotz 

Atlas  of  General  Surgery.  By  Joseph  R.  Wilder, 
M.D.  With  101  plates.  Folio  of  222  pages,  illus- 
trated. St.  Louis,  C.  V.  Mosby  Company-,  1955. 
Cloth,  $13.50. 

A surgeon  who  is  confronted  with  an  operation 
which  he  does  not  perform  frequently  and  for  which 
he  must  seek  guidance  in  the  operative  technic  will 
find  the  concise  and  clear  step-by-step  descriptions 
of  the  operations  in  this  volume  a welcome  aid. 

The  presentation  of  each  operation  has  a short 
introductory  paragraph  discussing  the  pathologic 
conditions  for  which  a surgical  correction  will  be 
attempted.  Under  the  heading  Important  Consider- 
ations the  pitfalls  and  the  technical  difficulties  are 
described  in  a few  but  pertinent  sentences.  The 
caption  Stages  describes  the  technic  from  incision 
to  closure.  In  the  majority  of  the  descriptions  of 
operative  technics  the  author  also  recommends  the 
proper  type  and  size  of  suture  material  to  be  used 
and  mentions  the  appropriate  type  of  drain  and  the 
length  of  time  it  should  be  applied. 

The  illustrations  appear  to  have  been  carefully 
and  skillfully-  planned  by  the  author  but  the  pen  and 
ink  technic  in  which  nearly-  all  the  illustrations  were 
executed  was  not  mastered  by-  the  artist,  obscuring 
what  otherwise  would  have  been  very-  clear  draw- 
ings.— E.  Singer 
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CLASSIFIED  ADVERTISING 


CALIFORNIA  CAREER  OPPORTUNITIES 
FOR  PHYSICIANS  AND  PSYCHIATRISTS 

Employment  available  as  a result  of  interview 
only.  Assignments  in  State  hospitals,  juve- 
nile and  adult  correctional  facilities,  or  a 
veterans  home.  Three  salary  groups: 
$10,860-12,000;  $11,400-12,600;  $12,600- 

13,800.  Salary  increases  being  considered 
effective  July  1957.  Citizenship,  possession 
of,  or  eligibility  for  California  license  re- 
quired. Write  Medical  Recruitment  Unit, 
Box  B,  State  Personnel  Board,  801  Capitol 
Avenue,  Sacramento  14,  California 


FOR  RENT 


Due  to  recent  death  of  successful  physician,  fully  equipped 
office  suite  on  main  highway  in  City  of  Glen  Cove.  Reason- 
able terms.  ORiole  6-2102. 


FOR  RENT 


Office  space  with  dentist  at  prominent  Harlem  Corner. 
MO  2-2877. 


FOR  RENT 


Long  Beach,  Long  Island — Air-conditioned  Professional 
Building  nearing  completion.  Suites  of  various  sizes  avail- 
able for  specialist  in  ENT,  Psychiatry,  dermatology,  etc. 
Phone  or  write  Bernard  Miller,  19  W.  26th  St.,  N.Y.C. 
MU  5-7993. 


TO  SHARE 


4 room  suite  located  in  small  professional  building  on  main 
thoroughfare  in  Plainview,  L.  I.  Share  with  Eye  man.  Part 
time.  Suitable  Skin,  ENT,  Psychiatry.  Call  Wells  1-0403. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  Practice,  beautiful  home,  income  over  $50,000.  One 
hour  from  center  of  New  York  City.  Box  530,  N.  Y.  St.  Jr. 
Med. 


FOR  RENT— FOR  SALE 


Established  medical  location,  main  thorough-fare,  Floral 
Park,  Long  Island.  Efficiently  planned  offices  and  fixtures. 
Suitable  for  G. P.’s,  specialists  or  group.  Also  two  apartments 
available.  Building  may  be  purchased.  Box  579,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Sunnyside,  Queens,  New  York — Fully  equipped  office,  in- 
cluding X-Ray.  Because  of  illness  will  sell  at  an  incredibly 
low  price.  Box  597,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Mineola — 7 room  ranch  with  attached  5 room  office.  >/* acre. 
Entire  bldg,  zoned  for  professional  group.  12.000  sq.  ft.  rear 
parking.  Municipal  parking  across  street.  $37,000 — Cash 
$10,000.  297  Mineola  Blvd.  Just  off  Jericho  Tpke.  Pi. 

6-6969. 


FOR  SALE 


Extremely  lucrative  and  busy  general  practice  in  rural  area 
of  upstate  New  York.  Modern  open  staff  hospitals  near  by. 
Unusual  opportunity  for  ambitious  General  Practitioner. 
Purchase  of  modern  beautifully  landscaped  home  mandatory 
for  $30,000.  Separate  rental  of  well  equipped  spacious  office 
with  heat  and  lights-$150.00  monthly.  Grossing  between 
$60,000  and  $70,000  yearly.  Will  introduce  liberal  terms. 
Responsible  offers  only.  Box  590,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  sale.  Nassau 
County.  Complete  and  modern  equipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


New  York  City — Active  general  practice  for  sale.  Fully 
equipped  office;  open  hospitals  nearby.  Situated  in  ideal 
residential  area.  Box  596,  N.  Y.  St.  jr.  Med. 


FOR  SALE 


Spacious  and  Luxurious  Rancher,  4 Bdrm.,  Kt.,  D.R.,  L.R., 
Playroom,  Service  Room,  3 ' A baths,  Riverview.  R.  Schrang, 
28  Curie  Rd.,  Cornwall-on-Hudson,  N.  Y.  Phone  3-5826. 


FOR  SALE 


Lucrative  general  practice,  modern  home-office  combination. 
Catskill  Mountain  region.  Write  Box  586,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


E.  N.  T.  Practice  in  easily-accessible,  growing  Lower  West- 
chester Community.  Free  parking  facilities.  Excellent  op- 
portunity for  well  trained  man.  Box  594,  N.  Y.  St.  Jr.  Med. 


Excellent  Opportunity  for  general  practitioner  in  small  town 
without  physican.  One  acre,  large  8 room  house,  3 car  garage, 
improvements,  $30,000 — Westchester  County,  Purdys,  N.  Y. 
Phone  Croton  Falls  7-3444 — Owner,  Walter  E.  Miller 


General  practice  for  sale,  desirable  Westchester  community, 
1 hour  New  York.  Established,  expanding.  Suitable 
general  practitioner  or  internist.  3 minutes  to  open  hospital. 
No  real  estate.  Well  equipped.  Will  introduce.  Relocat- 
ing. Box  595,  N.  Y.  St.  Jr.  Med. 


FOR  SALE,  low  prices,  excellent  condition.  General  Sur- 
gical. Nose  and  Throat  Instruments;  Portable  X-ray 
Machine,  G.  E.  10  MA;  Basal  Metabolism  Machine, 
Collins;  Radium  105  milligrams;  Galvanic  Cautery.  G.  A. 
Moore,  M.D.,  167  Newbury  St.,  Brockton,  Mass. 


PHYSICIAN  WANTED 


General  Practice,  Central  N.Y.  Established  10  years.  Home- 
Office  combination  across  street  from  Hospital.  Modern 
Centralized  School.  Lake  within  3 miles.  Specializing. 
Terms  arranged.  Box  598,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Active  Practice;  general  and  minor  surgery,  major  surgery, 
if  desired.  Compensation  and  insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  Northern  N.  Y. 
Box  599,  N.  Y.  St.  Jr.  Med. 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  MAY  15, 


1957—24,377 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York 

Niagara  

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


Thomas  I.  Tyrell Albany 

Kurt  Zinner Wellsville 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

Aaron  Kottler Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Paul  H.  Sullivan Great  Neck 

Samuel  Z.  Freedman.  . . .New  York 
Charles  M.  Dake,  Jr..  .Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  Me  William Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . .Flushing 

John  P.  Jaffarian Troy 

Cyril  M.  Levin Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Welton  D.  Brown Nichols 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack.  . . .Cambridge 

Thomas  C.  Hobbie Sodus 

Howard  J.  Dunlap.  . .New  Rochelle 

R.  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H . Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon  . . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  - New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Joseph  H.  Denton Troy 

William  A.  Schwarz.  Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Sawyer  A.  Glidden Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. .Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy  ; 

Michael  R.  Mazzei.  . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore.  Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Homell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick.  . . Port  Chester 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Pann  Yan 
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GLEN  HARBOR  HOMES,  GLEN  HEAD  $22,900. 

New  7 room  2 bath  ranch  homes.  Professional  corner — 
approx,  i acre.  Finest  schools — lowest  tax  rate.  Near 
Roslvn  & Miracle  Mile.  Contact  Mr.  Morace,  GI  4-0118 
or  OR  6-2843. 


POSITION  WANTED 


General  Surgeon,  Board  Certified,  age  37,  experienced  and 
mature,  desires  full  or  part  time  position  with  established 
surgeon,  industrial  group  or  private  practice  opportunity  in 
New  York  State.  Available  as  of  June  15,  1957.  Box  593, 
N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Rockland  County:  Rapidly  expanding  community  needs 
physician.  Professional  center  has  D.D.S.  and  Pharmacy. 
Forty  minutes,  to  N.  Y.  C.  Dr.  D.  Fishman,  West  Nyack, 
N.  Y.  NYack  7-4600. 


General  practitioner,  presently  upstate  New  York,  seeks 
position  or  association  in  New  York  City  or  metropolitan 
area.  Box  585,  N.  Y.  St.  Jr.  Med. 


Psychiatrist  wanted  to  join  group  in  accredited  general  hos- 
pital and  diagnostic  clinic.  Finger  Lakes  area  New  York 
State.  Excellent  salary,  bonus  and  retirement  plan.  Apply 
Dr.  B.  A.  Watson,  Superintendent,  Clifton  Springs  Sanitar- 
ium and  Clinic,  Clifton  Springs,  New  York. 




fPhysican,  30  years  in  general  practice,  wishes  full — or  part- 
time  association  with  insurance  company,  industrial  plant  or 
health  department  within  metropolitan  area.  Box  588,  N.  Y. 
St.  Jr.  Med. 


j Anesthesiologist  with  more  than  two  years  of  training  or 
! Board  eligible  or  F.A.C.A.  to  join  a group  practice  in  a private 
I hospital,  Queens,  New  York.  N.Y.  State  license  required. 
Write  Box  591,  N.  Y.  St.  Jr.  Med. 


OPPORTUNITY  for  Roentgenologist  and  Urologist.  Board 
member  or  eligible.  City  of  65,000,  large,  contiguous  popu- 
lation. Consult — G.  A.  Moore,  M.D.,  167  Newbury  Street, 
Brockton,  Mass. 


OPPORTUNITY  for  much  needed  physician  to  start  prac- 
tice in  long  established  suite  of  offices.  Reasonable  rent. 
Contact  H.  B.  Lawson,  mgr.,  Eyer  Bldg.,  East  Rochester, 


WANTED:  Board  or  eligible  otolaryngologist  or  EENT 

for  15-man,  well-established  group  located  in  excellent 
hospital.  Junior  partnership  after  two  years’  good  salary. 
Group  pays  moving  expenses,  also  travel  expenses  for 
applicants  invited  for  personal  interview.  Apply  Dr.  Charles 
E.  Holzer,  Holzer  Clinic,  Gallipolis,  Ohio. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


PART-TIME  PSYCHIATRISTS,  wanted.  Inquire  Domes- 
tic Relations  Court,  135  East  22nd  Street,  Telephone: 
A1  4-1900,  extension  56. 


SPECIALIST  WANTED 


To  share  beautifully  furnished  and  completely  equipped  office 
in  small  professional  building  in  Flushing  area.  Dr.  Philip 
Sumner.  PR  5-9600. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33*/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


ARTIST 


MEDICAL  ILLUSTRATOR — Anatomical  illustrations, 
Surgical  procedures,  Diagrammatic  drawings.  Charts  for  ex- 
hibits, lantern  slides  and  for  publication.  Reasonable  rates. 
Prompt  service.  Natalie  Pearlstein.  25  West  45  St. 
New  York,  36,  N.  Y.  Judson  2-4229. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


POSITION  OPEN 


Approved  residency  in  neurology  beginning  July  1,  1957. 
Stipend  $1,719  to  $3,000  depending  upon  previous  training. 
Adequate  facilities  for  training  in  basic  neurologic  sciences, 
clinical  neurology,  electroencephalography  and  neuropath- 
ology. Apply  Dr.  Wilmot  Littlejohn,  Neurology  Division, 
Department  of  Medicine,  Medical  College  of  Alabama, 
Birmingham,  Alabama. 


PHYSICIANS  WANTED— Male  & Female  (Licensed)— For 
Children’s  Camps;  good  salary;  Summer;  Free  Placement 
Service  (250  Member  Camps).  Association  of  Private 
Camps,  55  West  42nd  Street,  New  York  36,  N.  Y.  OXford 
5-2656. 


House  Physician  for  very  active  small  hospital,  Northern 
New  Jersey.  Opening  available  July  1st.  Salary  good. 
Apply  Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey. 


POSITION  WANTED 


General  practitioners’  family,  class  A school,  now  interning, 
desires  association  with  established  general  practitioner  in  su- 
burban N.  Y.  C.  area.  Available  July  1st.  Box  600,  N.  Y. 
St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  tine  per  insertion : 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times ....  1 .00 

12  Consecutive  times.  . . . .90 

24  Consecutive  times . . . . .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 
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The  Best  Tasting  Aspirin  you  can 
prescribe. 

The  Flavor  Remains  Stable  down  to 
the  last  tablet. 

25^  Bottle  of  48  tablets  (1  l/i  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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JJ 


owJ  Even  Greater 
Effectiveness 

iM.  EAR  CANAL 
THERAPY 


OtmumC  o llu 

EAR  DROPS  BACTERICIDAL 


OTITIS  EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS  MEDIA 

Excellent  Topical  Tolerance  • No  Systemic  Effects 
The  addition  of  hydrocortisone  to  the  Otamylon  formu- 
lation greatly  enhances  its  effectiveness  against  infectious 
processes  involving  the  ear  canal  and  ear  drum.  Exudation, 
erythema,  itching  and  sensation  of  fulness  subside  rapidly. 

Otamylon  with  Hydrocortisone  is  effective  against  all 
commonly  encountered  ear  pathogens. 


Also  available  for  highly  effective  topical  chemotherapy 
on  skin,  mucous  membranes,  etc.,  and  in  peritoneal  cavity: 

Sulfamylon  5%  solution  (1  fl.  oz.  and  8 fl.  oz.) 
Sulfamylon  with  Streptomycin— 5%  solution  (100  cc.) 
with  streptomycin  20  mg.  (20,000  units). 


FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 

Anti-allergic  • Anti-inflammatory 

Otamylon  with  Hydrocortisone  is  a clear,  odor- 
less, sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  5% 

Benzocaine  5% 

Hydrocortisone  0.02% 

Anhydrous  glycol  q.s.  100 

Manner  of  Use:  2 or  3 drops  or  moistened 
wick  applied  three  or  four  times  daily. 

Supplied:  Combination  package  with  drop- 
per: Otamylon  (13.4  cc.)  and  hydrocortisone 
solution  (2  cc.)  to  be  mixed  prior  to  dispensing. 


LABORATORIES 

NEW  YORK  II,  N Y. 


J 1 


Otamylon  and  Sulfamylon  (brand  of  mafenide),  trademarks  reg.  U.  S.  Pah  Off# 


Otamylon  and  Sulfamylon  (brand  of  mafenide), 
trademarks  reg.  U.S.  Pat.  Off. 
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USE 

POLYSPORIN 


J 

® 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  btcdcM  b/UH^-vbedmtt  ’tfate/bff 

'foMomwio 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 


relaxes 

both  mind 
and 
muscle 


for  anxiety 
and  tension  in 
everyday  practice 


B well  suited  for  prolonged  therapy 
B well  tolerated,  relatively  nontoxic 

■ no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 
S chemically  unrelated  to  phenothiazine  compounds  and  rauwolfia  derivatives 
H orally  effective  within  30  minutes  for  a period  of  6 hours 


For  treatment  oj  anxiety  and  tension  states  and  muscle  spasm 


THE  ORIGINAL  MEPROBAMATE 


2 -methyl-2 -n-propyl- 1,3 -propanediol  dicarbamate— U . S.  Patent  2,724,720 

Tranquilizer  with  muscle-relaxant  action 

DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  New  Brunswick.  N.  J. 

SUPPLIED  : (Bottles  50  tablets) 

1,00  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 
USUAL  DOSAGE  : One  or  two  1,00  mg.  tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 

THE  MILTOWN® 

MEPROBAMATE  MOLECULE 


CM-3707-R5 
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Scientific  Articles 

The  Modern  Approach  of  Medical  and  Ancillary  Services  in  the  Home  for  the  Aged,  Theodore 

C.  ICrauss,  M.D 1895 

Primary  Carcinoma  of  the  Fallopian  Tube,  John  W.  Latcher,  M.D.,  F.A.C.S 1900 

Arlidin  in  the  Treatment  of  Peripheral  Vascular  Diseases,  Hugh  L.  Murphy,  M.D.,  and  David 
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WOLFF 


HOW  . . care  of  the  man 
rather  than  merely  his  stomach” 


HUMAN 

GASTRIC 

FUNCTION 


controls  gastrointestinal  dysfunction 


because  it  cares  for  the  man 

At  the  cerebral  level 

the  tranquilizer  Miltown  in  “Wilpath"  controls  the 
psychogenic  element  in  G.  I.  disturbances.  ( Miltown 
does  not  produce  barbiturate  loginess  or  hangover.) 

as  well  as  his  ‘stomach’ 

At  the  peripheral  level 

the  anticholinergic,  tridihexethyl  iodide,  in  “Mil path" 
blocks  vagal  impulses  to  prevent  hypermotility  and 
hypersecretion. 

for  duodenal  ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.I.  symptoms  of  anxiety  states 


prescribe:  ^ 

. 1 tablet  t.i.d.  at  II  ■■  jv  9 m . m 

mealtime  and  |%#l  T|  I 

2 at  bedtime.^^^  Av  i X A f J€*t  i/M, 

Miltown®  O anticholinergic  ( 


tridihexethyl  iodide  25  mg'. 
(3-diethylamino-  1 -cyclohexyl  - 
1 - phenyl  - 1 - propanol-ethiodide) 
U.  S.  Patent  2.698,325. 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


Literature  and  samples  on  request 
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Barbiturate  Coma  Successfully  Treated  with  a New  Barbiturate  Antagonist,  Paul  11.  Spear, 
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Nutrition  Excerpts 

Protein  Nutrition.  Richard  H . Barnes.  Ph.D 1961 


Fundamentals  of  Modern  Allergy 
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Editorials 
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Common  Sense 1890 

Editorial  Comment 1890 

President’s  Page 1891 

General  Features 
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Necrology 1968 

Correspondence 1969 

Openings  for  Physicians  in  New  York  State  1970 

Medical  News 1974 

Medical  Meetings 1977 

News  from  the  Medical  Schools 1978 

Books  Reviewed 1980 

County  Society  Officers 1986 


/Simplified  dosage* 

NOW  ( to  Preven* 

/ Angina  Pectoris 

Metamine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


•Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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another  pediatric  first 


NOW... 

safer  administration 


A 


of  solutions  and 
blood  with 

PLEXITRON® 

CONTROLLED 
VOLUME  UNIT 


Since  1949,  when  we  introduced  the  first  solutions  and 
equipment  specifically  for  pediatric  use,  we  have  con- 
tinued to  anticipate  demands  for  newer  pediatric  medi- 
cations and  equipment. 

The  latest  development  in  this  field,  the  50  cc.  CON- 
TROLLED VOLUME  UNIT,  creates  a new  standard  for 
precision  in  dosage  . . . permits  administration  in  units 

of  50  cc safely,  surely,  accurately. ..without  constant 

supervision. 

This  flexible-chamber  unit  fits  between  bottle  and  ad- 
ministration set.  Only  the  prescribed  contents  of  the 
unit  can  be  administered  after  hemostat  is  closed.  Ster- 
ile, nonpyrogenic,  expendable,  and  ready  for  instant  use. 

Labor-saving  • Time-saving 
Trouble-proof  in  any  pediatric  application. 


f 


product  of 

A 


BAXTER  LABORATORIES,  INC. 


MORTON  GROVE,  ILLINOIS 


r 

k 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON.  ILLINOIS 
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release  from  anxiety 


without  impairment  of 
mental  acuity  or  physical  skills 

U LTR  A N 

(Phenaglycodol,  Lilly) 


Exhaustive  psychological  testing  shows  that  the  usual 
range  of  dosages  does  not  interfere  with  normal  intel- 
lectual or  motor  abilities.  This  has  been  established  by 
objective  and  standardized  quantitative  tests. 


Dosage:  Usually  1 pulvule 
t.i.d. 

Supplied:  As  attractive 
turquoise-and-white 
pulvules  of  300  mg. 


Anxiety  quickly  allayed 

The  patient  with  vague  symptoms,  nervous  and  dis- 
tressed under  the  burden  of  unsolved  problems,  finds 
release  from  anxiety  and  restoration  of  emotional  com- 
posure. 

Chemically  unique 

‘Ultran’  is  not  a modification  of  any  other  therapeutic 
agent. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

774087 
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My  patients  complain  that 
the  pain  tablets  1 prescribe 
are  too  sloic-acting . . . 
they  usually  take  about 
30  to  UO  minutes  to  work. 

Why  don’t  you  try 
the  new  codeine  derivative  that’s 
combined  with  APC  for  faster, 
longer-lasting  pain  relief? 

What  is  it. . . 
how  fast  does  it  act? 

It’s  Percodan®—  relieves  pain 
in  5 to  15  minutes , 
with  a single  dose 
Basting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying 
what’s  the  average  adult  dose? 

One  tablet  every  6 hours. 

That’s  all. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


CLINICAL 

COLLOQUY 


Qiao 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.  S.  Pat.  2.628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 
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thousands  of  physicians 
confirm  daily  in  practice 
the  overwhelming  evidence 
in  hundreds  of  publications 

METICORTEN* 

prednisone 

overwhelmingly  favored  by  physicians  in  rheumatoid 
arthritis  and  bronchial  asthma 

increasingly  favored  by  physicians  in  intractable  hay  fever, 
nephrosis,  disseminated  lupus  erythematosus  and  acute 
rheumatic  fever 


Meticorten,  1,  2.5  and  5 mg.  white  tablets. 


A single  dose  of  Kynex  provides  thera- 
peutic blood  levels  within  the  hour. 
Blood  concentration  peaks  are  reached 
within  2 hours— 10  mg.  per  cent  blood 
levels  persist  beyond  24  hours.1 

For  greater  safety:  low  dosage,  high  solu- 
bility and  slow  excretion  help  avoid 
crystalluria.  For  broad  antibacterial  ef- 
fectiveness: Kynex  is  particularly  effi- 
cient in  urinary  tract  infections  due  to 
sulfonamide-sensitive  organisms,  includ- 
ing E.  coli,  Aerobacter  aerogenes,  para- 
colon bacilli,  streptococci,  staphylococci, 
Gram-negative  rods,  diphtheroids  and 


Gram-positive  cocci.  For  convenience:  the 
low  dosage  of  1 Gm.  (2  tablets)  per  day 
offers  optimum  convenience  and  accept- 
ance to  patients. 

Tablets:  Each  tablet  contains  0.5  Gm. 
(7V2  grains)  of  sulfamethoxypyridazine. 
Bottles  of  24  and  100  Tablets. 

Syrup:  Each  teaspoonful  (5  cc.)  of  car- 
amel-flavored syrup  contains  250  mg.  of 
sulfamethoxypyridazine.  Bottle  of  4 fl.oz. 

1.  Boger,  W.  P.;  Strickland,  C.  S.;  and  Gylfe,  J.  M.: 
Antibiot.  Med.  & Clin.  Ther.  3:378  (Nov.)  1956. 


*Reg.  U.S.  Pot.  Off. 

LEDERUE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY  PEARL  RIVER.  N.Y. 
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STERANE®  may  not  help  him  flush  a covey,  improve  his  aim  or 
even  help  him  bag  a sitting  duck.. . but  Sterane  can  help  steady 
your  rheumatoid  patient’s  hand  and  improve  his  position  in 
almost  any  activity  or  profession  by  reducing  joint  pain,  swell- 
ing and  immobility.  Provides  prednisolone,  the  most  active  sys- 
temic corticoid,  as  white,  scored  5 mg.  tablets  (bottles  of  20  and 
100)  and  pink,  scored  1 mg.  tablets  (bottles  of  100). 

'Zety  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 
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STERANE*  may  not  help  him  flush  a covey,  improve  his  aim  Or 
even  help  h mi  bag  a sitting  duck . . . but  Sterane  can  help  steady 
your  rheumatoid  patient’s  hand  and  improve  his  position  in 
almost  any  activity  or  profession  by  reducing  joint  pain,  swell- 
ing and  immobility.  Provides  prednisolone,  the  most  active  sys- 
temic corticoid , as  white,  scored  5 mg.  tablets  ( bottles  of  20  and 
100)  and  pink,  scored  1 mg.  tablets  (bottles  of  100). 

§^7*)  PFIZER  LABORATOPIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 
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Meprobamate  with  Patmilon3 


-for gastrointestinal  tract  disorders  and  their  emotional  overlay 


combines  Meprobamate  ( 400  mg.y 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.1-2-3 

with  Path i Ion  {25  mg.y. 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.4 


Now . . . with  PAT  H I B A M AT  E . . .you  can  control  disorders  of  the 
digestive  tract  and  the  u emotional  overlay” so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BA  MATE  therapy : 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATH  I BAM  ATE  from  clinical  investigators 

• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  I BAMATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 


References:  1.  Borrus,  J.  C. : M.  Clin.  North  America, 

In  press,  1957.  2.  Gillette,  H.  E.:  Internal.  Rec.  Med.  & G.  P. 
Clin.  169:453,  1956.  3.  Pennington,  V.  M.:  J.A.M.A., 

In  press,  1957.  4.  Gayer,  D.:  Prolonged  Anticholinergic 
Therapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1 :301-309 
(July)  1956.  5.  McGlone,  F.  B.:  Personal  Communication  to 
Lederle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
Communication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
and  McGavack,  T.  H.:  Personal  Communication 
to  Lederle  Laboratories. 

Supplied:  Bottles  of  100  and  1000 


Administration  and  Dosage:  l tablet  three  times  a day 

at  mealtimes  and  2 tablets  at  bedtime.  Full 
information  on  PATHIBAMATE  available  on  request, 
or  see  your  local  Lederle  representative. 
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LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Orinase 

Prescription 

Information 

Dosage:  Patients  responsive  to  Orinase 
may  begin  therapy  as  follows: 

First  day 

000009 


9000 

OO 


3 Gm. 

Second  day 
2 Gm. 

Third  day 
1 Gm. 

Usual  maintenance  dose  1 Gm. 

( must  be  adjusted  to  patient’s  response) 
To  change  from  insulin  to  Orinase: 

If  previous  insulin  dosage  was 
less  than 

40  u./day  . . . reduce  insulin  30%  to 
50%  immediately: 
gradually  reduce  insulin 
dose  if  response  to 
Orinase  is  observed. 

more  than 

40  u./day  . . . reduce  insulin  20% 

immediately;  carefully 
reduce  insulin  beyond 
this  point  if  response  to 
Orinase  is  observed. 

In  these  patients, 
hospitalization  should  be 
considered  during  the 
transition  period. 

Caution:  During  the  initial  “test”  period 
(not  more  than  5 to  7 days),  the  patient 
should  test  his  urine  for  sugar  and 
ketone  bodies  three  times  daily  and 
report  to  his  physician  daily.  For  the  first 
month,  he  should  report  at  least  once 
weekly  for  physical  examination,  blood 
sugar  determination,  and  white  cell 
count  (with  differential  count,  if 
indicated).  After  the  first  month,  the 
patient  should  be  seen  at  least  once  a 
month,  and  the  above  studies  carried  out. 
It  is  especially  important  that  the  patient, 
because  of  the  simplicity  and  ease  of 
administration  of  Orinase,  does  not 
develop  a careless  attitude  (“cheating” 
on  his  diet,  for  example)  which  may 
result  in  serious  consequences  and 
failure  of  treatment. 

Supplied:  In  0.5  Gm.  scored  tablets, 
bottles  of  50. 

Complete  literature  available  on  request. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 


now  available... 


save 


I860 


Upjohn 


the  new  ( al  antidiabetic  agent 


Used  investigationally  in  more  than  18,000  patients!  (Tolbutamide,  Upjohn) 


Ready  for  your  prescription  now.  Orinase  is  now 
available  in  all  leading  prescription  pharmacies. 
But  please,  before  you  prescribe  this  exciting 
new  drug,  be  sure  you  understand  its  limitations. 

Indications.  Orinase  is  most  likely  to  benefit  the 
patient  in  whom  the  diabetes  is  relatively  mild 
and  stable,  is  not  adequately  controlled  by  die- 
tary restrictions  alone,  and  developed  sometime 
after  the  age  of  30  years. 

Contraindications.  Orinase  is  contraindicated  in 
patients  with  1)  diabetes  of  the  types  known  vari- 
ously as  juvenile,  growth-onset,  unstable,  or 
brittle;  2)  a history  of  diabetic  coma;  3)  diabetes 
complicated  by  ketosis,  acidosis,  coma,  fever, 
severe  trauma,  gangrene,  Raynaud's  disease,  or 
serious  impairment  of  renal  or  thyroid  function; 
4)  hepatic  dysfunction;  and  5)  diabetes  ade- 
quately controlled  by  dietary  restriction. 

Effects.  In  patients  with  a satisfactory  response 
to  Orinase,  the  blood  sugar  falls,  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly- 
uria, and  polyphagia  disappear.  It  is  not  a sub- 
stitute for  insulin.  And  it  requires  the  same  ad- 
herence to  basic  principles  of  diabetes  control  as 
does  insulin,  e.g.,  dietary  regulation;  tests  for 
glycosuria  and  ketonuria;  hygiene;  exercise;  in- 


struction of  the  patient  to  recognize  and  counter- 
act impending  hypoglycemia,  to  follow  rigidly 
directions  regarding  diet  and  continuing  use  of 
the  drug  and  to  report  immediately  to  the  phy- 
sician any  feeling  of  illness.  Extreme  care  must 
be  taken  during  the  transition  period  to  avoid 
ketosis,  acidosis,  and  coma. 

Side  effects.  To  date,  the  most  serious  side  effect  is 
hypoglycemia,  which  may  occur  occasionally  and 
is  most  likely  to  occur  during  the  transition 
period  from  insulin  to  Orinase.  Other  untoward 
reactions  to  Orinase  are  rare,  usually  of  a non- 
serious  nature,  and  tend  to  disappear  on  adjust- 
ment of  dosage,  e.g.,  gastrointestinal  disturb- 
ances, headache,  variable  allergic  skin  manifesta- 
tions, and  alcohol  intolerance. 

Clinical  toxicity.  Aside  from  an  occasional  hvpo- 
glycemia,  Orinase  appears  to  be  remarkably  free 
of  gross  clinical  toxicity.  There  is  no  evidence  of 
crystalluria  or  other  untoward  effects  on  renal 
function,  or  of  hepatotoxicity.  Except  for  a rare 
leukopenia  of  mild  degree,  which  has  been  revers- 
ible (in  some  instances,  even  under  continued 
therapy) , there  have  been  no  adverse  effects  on 
hematopoietic  function. 

TRADEMARK,  REG.  O.S.  PAT.  OFF 
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EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural,  oral  . 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 


INDEX  TO  ADVERTISERS 

American  Hospital  Supply  Corp 1847 

Ames  Company,  Inc 1873 

Armour  Laboratories 1988-1989 

Associated  Concentrates 1886 

Ayerst  Laboratories 1862 

Baxter  Hotel 1997 

Baxter  Laboratories,  Inc 1847 

Bilhuber-Knoll  Corp 1868 

Birtcher  Corp 1887,  1993 

Brigham  Hall  Hospital 1992 

Bristol-Myers  Company 1985 

Burroughs  Wellcome  & Co.  Inc 1842 


California  State  Personnel  Board 1983 

Center  Laboratories,  Inc 1875 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover 

Coca  Cola  Company 2000 


Doho  Chemical  Corp 1880 

Dome  Chemicals,  Inc 1981 


Eastern  School  for  Physicians  Aides 1983 

Eaton  Laboratories 1865 

Endo  Laboratories 1851 


Foot-so-Port  Shoe  Co. 


1983 


Hall-Brooke 1992 

Hoffmann-La  Roche  Inc Between  1864-1865,  1884 

Holbrook  Manor 1992 


Irwin,  Neisler  & Company 1872 


Kirsch  Beverages,  Inc 1863 


Lakeside  Laboratories.  Inc 3rd  cover 

Lanark  Village 1990 

Lederle  Laboratories,  Div.  American  Cyanamid  Co. 

1854—1855,  Between 

1856-1857,  1857,  1858-1859.  1878-1879.  1991,  1994-1995 

Thos.  Leeming  & Company,  Inc 1846 

Liebel-Flarsheiin  Co 1987 

Eli  Lilly  & Company 1849,  1888 

Loma  Linda  Food  Company 1869 

Louden-Knickerbocker  Hall 1981 


S.  E.  Massengill  Company 1874 

Mead  Johnson  & Company 1881,  4th  cover 


E.  L.  Patch  Co.. 1882 

Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co 

1856,  1868,  1983,  1999 

Physicians’  Home 1886 

Pinewood  Sanatorium 1992 

Pitman-Moore  Company 1864 

Riker  Laboratories,  Inc. 1885 

A.  H.  Robins  Company.  Inc 1876-1877 

J.  B.  Roerig  & Company 1883 

Schering  Corporation. . 1853.  1870-1871 

Schieffelin  & Co 1990 

G.  D.  Searle  & Co 1893 

Smith.  Kline  <fc  French  Laboratories 1866.  1996 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co. . . . 1867 


Twin  Elms. 


1992 


Upjohn  Company 1860-1861 

Wallace  Laboratories 1843 

Wallace  Laboratories 1845 

Warner-Chilcott  Laboratories 1894 

West  Hill 1992 

White  Sulphur  Co 1886 

Winthrop  Laboratories.  1841 


Yale  Registry  or  Nurses 


1981 


INDEX  TO  ADVERTISED  PRODUCTS 


Achromycin- V (Lederle  Laboratories,  Div.  American 


Cyanamid  Co.) 1878  1879 

Acid  Mantle  (Dome  Chemicals,  Inc.) 1981 

Allergenic  Extracts  (Center  Laboratories.  Inc.)  1875 

Antivert  (J.  B.  Roerig  & Co.) 1883 

Auralgan  (Doho  Chemical  Corp.) 1880 

Aureomycin  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 1994-1995 

Bidrolar  (Armour  Laboratories,  Div.  Armour  & Co.) 


1 300-1^0.^ 

Bufferin  (Bristol-Myers  Co.) 1985 

Compazine  (Smith,  Kline  & French  Laboratories).  . 1996 

Decholin  (Ames  Company,  Inc.) 1873 

Dramamine  (G.  D.  Searle  & Co.) 1893 

Granulestin  (Associated  Concentrates) 1886 

Kondremul  (E.  L.  Patch  Co.) 1882 

Kynex  (Lederle  Laboratories  Div.,  American  Cyan- 
amid Co.) 1854  1 855 

Larylgan  (Doho  Chemical  Corp.) 1880 

Matromycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Co.,  Inc.) 1999 

Metamine  Sustained  (Thos.  Leeming  & Co.,  Inc.)..  . 1846 

Meticorten  (Schering  Corp.) 1853 

Metrazol  (Bilhuber-Knoll  Corp.) 1868 

Milpath  (Wallace  Laboratories) 1845 

Miltown  (Wallace  Laboratories) 1843 

Neohydrin  (Lakeside  Laboratories,  Inc.) 3rd  cover 

Neo-Magnacort  (Pfizer  Laboratories,  Div.  Chas.  Pfizer 

& Co.) 1868,  1983 

Noludar  Roche  (Hoffmann-La  Roche  Inc.) 1884 

Obedrin  (S.  E.  Massengill  Company) 1874 

Orinase  (Upjohn  Co.) 1860-1861 

Otamylon  c Hydrocortisone  ( Winthrop  Laboratories) . 1841 

O-Tos-Mo-San  (Doho  Chemical  Corp.) 1880 

Pabalate  (A.  H.  Robins  Co.,  Inc.) 1876-1877 

Pathibamate  (Lederle  Laboratories,  Div.  American  Cy- 


Percodan  (Endo  Laboratories) 1851 

Peritrate  (Warner-Chilcott  Laboratories) 1894 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 1842 

Premarin  (Ayerst  Laboratories) 1862 

Rauwiloid  (Riker  Laboratories,  Inc.) 1885 

Rhinalgan  (Doho  Chemical  Corp 1880 

Revicaps  (Lederle  Laboratories,  Div.  American  Cyan- 
amid Co.) 1991 

Sigmagen  (Schering  Corp.) 1870-1871 

Sterane  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  <fc  Co., 

Inc.) 1856 

Sumycin  (E.  R.  Squibb  & Sons) 1867 

Surfadil  (Eli  Lilly  <fc  Company) 1888 

Sustagen  (Mead  .Johnson  & Co.) 4th  cover 

Synatan  (Irwin,  Neisler  & Co.) 1872 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Tricofuron  (Eaton  Laboratories) 1865 

Troph-Iron  (Smith,  Kline  & French  Laboratories)  ...  1866 

Ultran  (Eli  Lilly  & Company) 1849 

Veralba-R  (Pitman-Moore  Co.) 1864 

VI  Penta  Drops  (Hoffmann-La  Roche  Inc.) . 

Between  1864-1865 


Dietary  Foods 


Pablum  (Mead  Johnson  & Co.) 1881 

Soyalac  (Loma  Linda  Food  Company) 1869 


Medical  and  Surgical  Supplies 


Foot-so-Port  (Foot-so-Port  Shoe  Co.) 1983 

Hyfrecator  (Birtcher  Corp.) 1993 

L-F  Basal  Meter  (Liebel-Flarsheim  Co.).  . . 1987 

Plexitron  (American  Hospital  Supply  Corp.).  . . 1847 

Ultrasonics  (Birtcher  Corp.) 1887 


Miscellaneous 


Coca-Cola  (Coca  Cola  Company) 2000 

Cognac  (Schieffelin  & Co.) 1990 

No-Cal  (Kirsch  Beverages,  Inc.) 1863 

White  Sulphur  Baths  (White  Sulphur  Co.) 1886 


TO  ADD  INTEREST  TO  DIETS 


i PRESCRIBE 

JVO-CAL 


THE  DELICIOUS  SOFT  DRINK  THAT 
IS  ABSOLUTELY  NON-FATTENING! 

Patients  never  complain  about  sticking 
to  diets  ...  as  long  as  NO-CAL  is  rec- 
ommended, too.  It’s  the  perfect  answer 
to  an  urge  for  a snack  or  a thirst- 
quencher. 

Contains  no  sugar  or  salt ...  no  fats, 
carbohydrates  or  proteins  with  no  cal- 
ories to  be  derived 
therefrom.  No-Cal  is  gam 
sweetened  with  cycla- 
mate  calcium,  approved 
by  the  Council  of  Phar- 
macy and  Chemistry  of 
the  American  Medical 
Association. 

It  is  completely  safe 
for  diabetics  and  patients 
on  salt-free,  sugar-free 
and  reducing  diets. 

8 Real  Rich  Flavors  . . 
plus  salt-free 

No-Cal  Club  Soda 

KIRSCH  BEVERAGES,  Inc.,  Brooklyn  6,  n.y. 
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when  treatment  is  complicated 


by  serious  side  reactions  to  hypotensive  agents 


Veralba-R  lowers  blood  pressure 
without  ganglionic  or  adrenergic 
blocking,  and,  therefore  does  not  im- 
pair the  vasomotor  reflexes  which 
guard  against  postural  hypotension. 

Furthermore,  Veralba-R  does  not 
disturb  other  essential  vasomotor  re- 
flexes that  control  body  temperature 


and  distribute  blood  volume  accord- 
ing to  physiological  requirements. 

Composition:  Each  grooved,  uncoated 
Veralba-R  tablet  contains  0.4  mg.  of 
chemically  standardized  protoveratrine 
and  0.08  mg.  of  reserpine. 

Literature  and  clinical  supply  pack- 
age available  to  physicians  on  request. 


VERALBA 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC.,  INDIANAPOLIS  6,  INDIANA 
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Even  stubborn 
trichomoniasis  yields... 
because  Tricofuron 
is  effective 


TRICOF 


during  menstruation, 
the  critical  time 
for  therapy. 


Recurrences  of  trichomoniasis  “are  most  likely 
to  follow  the  menstrual  period.”1 

“Over  and  over  again  today  patients  are  seen 
with  what  is  said  to  be  an  intractable,  treatment- 
resistant  Trichomonas  infestation,  but  history- 
taking often  reveals  that  such  patients  have  never 
had  treatment  prescribed  during  any  menstrual 
period.”2 

Menstrual  blood  in  the  vagina  “forms  an  ex- 
cellent medium  for  the  rapid  multiplication  of  T. 
vaginalis”3  and  “lowers  the  acidity  of  the  vagina 
and  hence  there  is  a tendency  to  recrudescence 
[of  trichomoniasis]  at  that  time.”4 

Tricofuron  is  powerfully  trichomonacidal 
“even  in  the  presence  of  vaginal  debris  and  men- 
strual blood.”3 

EATON  LABORATORIES  { 


For  44  of  48  patients:  lasting  cure  was  obtained 
with  a single  course  of  Tricofuron  therapy .3 

Vaginal  Suppositories— tor  home  use— each  morn- 
ing and  night  through  one  cycle,  including  the  im- 
portant menstrual  days.  Contain  0.25%  Furoxone® 
(brand  of  furazolidone)  in  a water-miscible  base. 
Box  of  12,  each  sealed  in  green  foil. 

Vaginal  Powder— for  office  use— applied  by  the 
physician  at  least  once  a week,  except  during  men- 
struation. Contains  0.1%  Furoxone  in  an  acidic 
powder  base  of  lactose,  dextrose,  citric  acid  and  a 
silicate.  Bottle  of  30  Gm. 

References:  1.  Bernstine,  J.  B.,  and  Rakoff,  A.  E.:  Vaginal  Infections, 
Infestations  and  Discharges,  New  York,  The  Blakiston  Company,  Inc., 
1953,  p.  235.  2.  Overstreet,  E.  W..-  Arizona  M.  10:383,  1953. 
3.  Schwartz,  J.:  Obst.  Gyn.,  N.  Y.  7:312,  1956.  4.  Crossen,  R.  J.: 
Diseases  of  Women,  St.  Louis,  The  C.  V.  Mosby  Company,  1 953,  p.  292. 

f NORWICH,  NEW  YORK 


Nitrofurans—a  new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
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for  your  below-par  patients 


TROPH-IRON* 

B12 — Iron — Bi 

Many  adult  patients  who  are  finicky  eaters  find  their  appetites 
improved  by  ‘Troph-Iron’  therapy.  In  addition  to  stimulating  appe- 
tite in  these  patients,  ‘Troph-Iron’  corrects  the  nutritional  iron 
deficiency  that  often  accompanies  poor  eating  habits. 

‘Troph-Iron’  is  also  an  ideal  nutritional  adjunct  for  below-par  children. 

Now  in  2 forms: 

1.  Delicious  cherry-flavored  liquid  for  children 

2.  Tablets  for  older  patients 

Each  5 cc.  teaspoonful  of  liquid  (or  each  tablet)  contains: 


Vitamin  B 12 25  meg. 

Vitamin  Bi 10  mg. 

Ferric  pyrophosphate 250  mg. 


to  stimulate  appetite  • to  promote  growth 
to  correct  nutritional  iron  deficiency 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 
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for  faster  and  higher 


initial  tetracycline  blood  levels 


now... the  new  phosphate  complex  of  tetracycline 


Squibb  Tetracycline  Phosphate  Complex 


the  broad  clinical  spectrum  of  sumycin  against  pathogenic  organisms 


Gram  Negative  Bacteria 


Gram  Positive  Bacteria 


SUMYCIN 

the  new  phosphate  complex  of  tetracycline 

SUMYCIN 

a single  antibacterial  antibiotic 

SUMYCIN 

a well  tolerated  antibiotic 

SUMYCIN 

a true  broad  spectrum  antibiotic 

Minimum  adult  dose:  1 capsule  q.i.d. 

Each  Sumycin  capsule  contains  the  equivalent 
of  250  mg.  tetracycline  hydrochloride. 

Bottles  of  16  and  100. 


SQUISB 


Squibb  Quality  — the  Priceless  Ingredient 


•JUMVCIM'  10  A SQUIBB  TRADEMARK 
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NE0-MAGNAC0R1 

neomycin  and  ethamicort 

topical  ointmer 


NEOMYCIN +the  first  water-soluble  dermatologic  corticoii 

outstanding  availability,  'penetration,  therapeutic  concentrations  and  potenc 
— without  systemic  involvement . In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  an 
0.5%  ethamicort  (Magnacort). 


for  inflammation  without  infection  MAGNACORTtopical  ointmen 

brand  of  ethamicort  ' 

| In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 


PFIZER  LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  Yor 

•Trademar 


Buy  Savings  Bonds 


for  the  aged  and  senile  patient 

oral  Qjletrazol 

— in  early  and  advanced  signs  of  mental  confusion.  Dose:  1 or  2 tablets, 
or  1 or  2 teaspoonfuls,  Metrazol  Liquidum,  three  or  four  times  a day. 

Metrazol  ®,  brand  of  Pentylenetetrazol,  a product  of  E.  Bilhuber,  Inc. 

BILHUBER-KNOLL  CORP.  distributor  Orange,  New  Jersey 
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portrait  of  a contented  baby 


Jtfrefri 


TCP  IT  HYPOALLERGENIC  FORMULA 


An  ideal  food  for  milk  allergies,  eczema  and  problem  feeding 
Q An  excellent  formula  for  regular  infant  feeding 

Strikingly  similar  to  mother’s  milk  in  composition  and  ease  of  assimila- 
tion, babies  thrive  on  soyalac. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value  in  promoting  growth 
and  development. 

Protein  of  high  biologic  value  is  obtained  from  the  soybean  by  an  ex- 
clusive process. 

soyalac  is  an  ideal  “regular”  formula.  It  also  helps  solve  the  feeding 
problems  of  prematures  and  infants  requiring  milk-free  diets. 

No  mixing  problem  with  soyalac  Concentrated  Liquid.  Simply  dilute 
with  equal  amount  of  water. 

FREE  BOOKLET  AND  SAMPLES 

A request  on  your  professional  letterhead  or  prescription  form  will  bring 
complete  information  and  a supply  of  samples.  Address  Loma  Linda  Food 
Company,  Arlington,  California  or  Mount  Vernon,  Ohio. 


LOMA  LINDA  FOOD  COMPANY 

ARLINGTON, CALIF.  MOUNT  VERNON,  OHIO 


Medical  Products  Division 
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its  painful,  sometimes  irreversible,  results. 
Sigmagen  provides  doubly  protective  corti- 
coid-salicylate  therapy  — a combination  of 
Meticorten®  (prednisone)  and  acetylsalicylic  dc?a 
acid  providing  additive  antirheumatic  benefits!® 
as  well  as  rapid  analgesic  effect.  These  benefitsjtory 
are  supported  by  aluminum  hydroxide  to  coun-|dai|v 
teract  excess  gastric  acidity  and  by  ascorbicr,; 
acid,  the  vitamin  closely  linked  to  adrenocorti-  j. 
cal  function,  to  help  meet  the  increased  needf** 
for  this  vitamin  during  stress  situations. 


f 


lraumatic  periarticular  fibrositis  is  a com- 
mon penalty  for  those  who  go  beyond  their 
physical  capacity.  Early  and  adequate  therapy 
with  Sigmagen  prevents  the  development  of 
ligamentous  calcification,  periarthritis  and 


s.  Therapy  should  be  individualized.  Acute  con- 
]•  iitions:  2 or  3 tablets  4 times  daily.  Follow- 
jf  ing  desired  response,  gradually  reduce  daily 
ic  losage  and  discontinue.  Subacute  or  chronic 
conditions:  Initially  as  above.  After  satisfac- 
:ory  control  is  obtained,  gradually  reduce  the 
laily  dosage  to  minimum  effective  mainte- 
nance level.  For  best  results  administer  after 
meals  and  at  bedtime. 


for  patients  who  go  beyond  their 
physical  capacity. . . protective  corti- 
coid-salicylate  therapy 


corticoid-analgesic  compound  tclblsts 


Prednisone 0.75  mg.  Aluminum  hydroxide 75  mg. 

Acetylsallcylic  acid... 325  mg.  Ascorbic  acid 20  mg. 


'recautions:  Because  SIGMAGEN  contains  prednisone,  the 
ame  precautions  and  contraindications  observed  with  this  steroid 
ipply  also  to  the  use  of  SIGMAGEN.  sau-w 


much  less  CNS  overstimulation  . . . 


less  than  any  other  anorexic  you’re  using  „ . . 


w' 


only  3.7%  of  699  patients  on  proper  dosage 
schedule  exhibited  CNS  overstimulation  with 


Synatan  ( tanphetamin / 


Synatan 


tanphetamin  protocolloid  complex,  Irwin,  Niesler 


/% 


!■ 


f 


l \ 3 \ I 

the  smoothest  amphetamine  compounds  you  can  use  . . . 


\ 


Seco  Synatan 

Synatan  with  secobarbital 


each  Synatan  tabule  contains  tan- 
phetamin (dextro  - amphetamine 
tannate)  17.5  mg.,  equivalent  to 
5.25  mg.  of  tf-amphetamine  base. 

Seco-Synatan  contains  Synatan 
17.5  mg.  and  secobarbital  35.0  mg. 

dosage:  One  or  two  tabules  at 
10:00  a.m.  for  all  day  control. 


To  serve  your  patients  today— 
call  your  pharmacist  for  any  addi- 
tional information  you  may  need  to 
help  you  prescribe  Seco-Synatan  and 
Synatan. 

For  prescription  economy,  pre- 
scribe Synatan  and  Seco-Synatan 
in  50’s. 

‘Garrett,  T.  A.:  Clin.  Med.  3:  1185  (Dec.)  1956. 


IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 

..  _ _ ..^.7: 
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just  one 


tablet  ti.d. 


for  your  aging  patients 

may  mean  the  difference  between  comfort  and  complaint 


“therapeutic  bile” 


DECHOLIN® 


routine  physiologic  support 

• improves  liver  and  gallbladder  function 

• corrects  constipation  without  catharsis 

• relieves  functional  complaints  of  gastrointestinal  tract 

• enhances  medical  regimens  in  hepatobiliary  disorders 

Decholin  Tablets  3%  gr.  (dehydrocholic  acid,  Ames)  and 

Decholin  Sodium®  Ampuls  20%  Solution  (sodium  dehydrocholate,  Ames) 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 
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Three  essential  steps 
in  establishing  correct 
eating  patterns : 


SUPERVISION 
BY  THE 

PHYSICIAN123 


A BALANCED 
EATING  PLAN123 


In  the  development  and 
maintenance  of  good  eating 
habits,  there  are  three 

essentials:  support  and 
supervision  by  the  physician, 
a balanced  eating  plan,  and 

selective  medication.12  3 


SELECTIVE 
MEDICATION123 


OBEDRIN  PROVIDES: 

• Methamphetamine  for  its  anorexigenic  and  mood-lifting  effects. 

• Pentobarbital  as  a balancing  agent,  to  guard  against  excitation. 

• Vitamins  BL  and  B2  plus  niacin  to  supplement  the  diet. 

• Ascorbic  acid  to  aid  in  the  mobilization  of  tissue  fluids. 


Since  Obedrin  contains  no  artificial 
bulk,  the  hazards  of  impaction  are 
avoided.  The  60-10-70  Basic  Plan  pro- 
vides for  a balanced  food  intake,  with 
sufficient  protein  and  roughage. 


1.  Eisfelder,  H.W. : Am.  Pract.  & 
Dig.  Treat.  5:778  (Oct.  1954). 

2.  Freed,  S.C.:  G.P.  7:63  (1953). 

3.  Sherman,  R.J. : Medical  Times, 
82: 107  (Feb.  1954). 


Obedrin 

and  the  60-10-70  Basic  Plan 


FORMULA: 

Semoxydrine  HC1  (Methamphetamine  HCI)  5 mg.;  Pentobarbital  20  mg.;  Ascorbic 
acid  100  mg.;  Thiamine  mononitrate  0.5  mg.;  Riboflavin  1 mg.;  Niacin  5 mg. 


Write  for  60-10-70  Menu  pads,  weight  charts  and  clinical  supply  of  Obedrin. 


THE  S.  E.  MASSENGILL  COMPANY 

BRISTOL,  TENNESSEE 

NEW  YORK  • KANSAS  CITY  • SAN  FRANCISCO 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  j>:  86;  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  [2:  164:  March  1954 
Rosen,  F.  L.,  J,  Med.  Soc.  N.  J.;  51:  110:  March  1954 
Mueller,  H.  L.,  & Hill,  L.  W.:  N.  E.  J.  of  Med;  249:  726,  1953 
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for  the  patient  who  does  not  require  steroids  (for 

PABALATE  F 

_ ....  In  each  enteric-coated  tablet: 


Reciprocally  acting  non-  _ ..  .,  ' L, 

" 3 . 6 Sodium  salicylate  U.S.P.  . . . 0.3  Gm.  (5 gr.)  lnea 

Steroid  antirheumatlCS... more  Sodium  para-aminobenzoate  . 0.3  Gm.  (5  gr.)  Hyi> 

effective  than  salicylate  alone.  Ascorbic  acid 50.0  mg.  L 


Pota 

for  the  patient  who  should  avoid  sodium  m 

PABALATE  - Sodium  Fret 

In  each  enteric-coated  tablet: 

Potassium  salicylate  0.3  Gm.  (5  gr.) 

Potassium  Sf-r 

para-aminobenzoate  . . . . 0.3  Gm.  (5  gr.) 
Ascorbic  acid  50.0  mg.  I L H 


Pabalate,  with  sodium  salts 
replaced  by  potassium  salts. 


rough  effective  relief  and  rehabilitation 


name 

F.  O.A.B 
W.T 

0\s  — rvp„ 


total 


R 


or  the  patient  who  requires  steroids 

PABALATE@-HCra 


(PABALATE  WITH  HYDROCORTISONE) 


n each  enteric-coated  tablet: 


Hydrocortisone  (alcohol)  . 2.5  mg. 
’otassium  salicylate  . . . 0.3  Gm. 
’otassium 

para-aminobenzoate  . . 0.3  Gm. 
tscorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and  non- 
steroid antirheumatics. ..full 
hormone  effects  on  low  hormone 
dosage. ..satisfactory  remission 
of  rheumatic  symptoms  in  85%  of 
patients  tested. 


steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 


H.  ROBINS  CO.,  INC.,  RICHMOND  20.  VIRGINIA  Ethical  Pharmaceuticals  ot  Merit  since  1878 
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B 


tands  for 


greater  antibiotic  absorption 


earlier  therapeutic  blood  levels  • faster  broad- 


spectrum  action. 


CAPSULES—  Each  capsule  (pink)  contains  tetracycline  equivalent  to  250  mg.  of 
tetracycline  HCI,  phosphate-buffered.  Bottles  of  16  and  100  capsules. 


SYRUP—  Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of 
tetracycline  HCI  activity,  phosphate-buffered.  Bottles  of  2 and  16  fl.  oz. 


dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children 


and  adults. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  N.  Y. 

*Reg.  U.  S.  Pat.  Off. 
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JUST  AS  A REMINDER 


^ E.U.~T fitodtCCfr  fa A£*njewJev  ! 


AURALGAN 


IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 


O-TOS-MO-SAN 


BROAD-SPECTRUM 
THERAPY  WITHOUT 
ANTIBIOTICS 


RHINALGAN 


SAFE! 

“NOT  JUST  ANOTHER 
DECONGESTANT" 


LARYLGAN 


FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 


D O H O CHEMICAL  CORP.,  100  VARICK  ST.,  NEW  YORK  13,  N.Y. 
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N£W  (MB)  ASSORTED  PAK 

with  wider  variety... more  "freshness  protection” 


6 NEAT 
1-OUNCE 
PACKAGES 


• 

— ^ 

ZIP-TAB 

OPENING 


Mixed 
«•>  Cereal 


High 
Protein 
^ & Cereal 


Hk 


h 


Oafme 


RE-SEALABLE  •. 
POUR  SPOUT  : 


a ns*  KEEPS  CEREAL  .* 

foi  • 

FRESH 


WONDERFUL 

FLAVOR 

VARIETIES 


Mixed 

Cereal 

’ raesmt  Tiusrts 

NKMIII  m TStt  Mlf 
Vrtwjjfl  1 tfiatwf  Eartetwd 


Rice 
<r  Cereal 

I *■ 

MIC 
/ V)t»f 

C 1 


NOW  WITH 
THIS  MONEY-SAVING 
COUPON  FOR  YOUR 
PATIENTS 


PABLUM  IS  THE  ONLY  l-oz. 

baby  cereal  package  with  the  convenient 
pour  spout. 

All  flavors  in  this  Assorted  Pak  are 
made  to  Pablum’s  high  pharmaceutical 
standards,  prepared  with  that  smooth 
texture  Baby  loves. 


YOU  know  the  im- 
portance of  variety  in 
Baby’s  diet.  Here’s 
another  Pablum  im- 
provement to  help 
make  the  mother’s 
feeding  job  a little 
easier. 


Pattmi/  P/uxMI 


RE-SEALABLE  POUR  SPOUT 


DIVISION  OF  MEAD  JOHNSON  & CO.,  Evansville,  Ind.,  Mfrs.  of  nutritional  and  pharmaceutical  products 
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a penetrant  emulsion 
for  chronic 
constipation 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeates  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss 
makes  it  more  movable 


penetrates 


softens 


“ bulks  it  up " makes  it  more  movable 


KONDREMUL  (Plain)— Pleasant-lasting  and 
non-habil-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pi. 

KONDREMUL  (With  Cascara)— 0.66  Gm.  nonbiller 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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KONDREMUL  / PATCH 


•V 


.*  anything  NEW  for  dizziness? 


• • • • 


'•.YES. 


M/vertstops 

vertigo 


(AND  A GLANCE  AT  THE  FORMULA  SHOWS  2 REASONS  WHY) 

each  tablet  contains: 

MECLIZINE  (12.5  mg.) — specifically  sup- 
presses labyrinthine  irritation1 

+ 

NICOTINIC  ACID  (50  mg.)  — for  prompt 
increase  of  cerebral  blood  flow2 

Proof?  Try  antivert  on  your  next  vertig- 
inous patient.  One  tablet  t.i.d.  before  meals. 

In  bottles  of  100  blue-and-white  scored  tab- 
lets. Rx  only. 


VERTIGO  IN  GERIATRICS 

antivert  is  particularly  useful  for  the  relief 

of  vertigo  in  the  aging. 


CHICAGO  11.  ILLINOIS 


1.  Weil.  L.  L. : J.  Florida  Acad.  Gen. 
Pract.  4 9 (July)  1954.  2.  Williams, 
Henry  L . : J . Michigan  State  Med. 
Society  51:572-576  (May)  1952. 
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is  the  word 


for  Noludar 

Mild,  yet  positive  in 
action,  Noludar  'Roche' 
is  especially  suited 
for  the  tense  patient 
who  needs  to  relax  and 
remain  clear-headed— 
or  for  the  insomniac 
who  wants  a refreshing 
night's  sleep  without 
hangover.  Not  a 
barbiturate,  not  habit- 
forming. Tablets, 

50  and  200  mg;  elixir, 
50  mg  per  teasp. 


Noludar* brand  of  methyprylon 
(3 , 3-diethyl-5-methyl- 
2 , 4-pipe ridinedione ) 


Original  Research  in 
Medicine  and  Chemistry 
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Rauwiloid 

A Better  Antiliypertensive 

“We  prefer  to  use 

alseroxylon  (Rauwiloid) 

since  it  is  less  likely  to  produce  excessive  fatigue  and 
weakness  than  does  reserpine.”1  Up  to  80%  of  patients 
with  mild  labile  hypertension  and  many  with  more 
severe  forms  are  controlled  with  Rauwiloid  alone. 

1.  Moyer,  J.H.:  J.  Louisiana  M.  Soc. 

108: 231  (July)  1956. 

A Better  Tranquilizer,  too 

"...relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.”2  Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  unre- 
lated diseases  not  necessarily  associated  with  hy- 
pertension but  burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas  M.  Soc. 

57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 

After  full  effect  one  tablet  suffices. 

Best  first  step  when  more  potent  drugs  are  needed 

Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

Rauwiloid  +Veriloid® 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon) and  3 mg.  Veriloid  (alkavervir). 

Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 

Riker  LOS  ANGELES 
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WOULD  YOU 
RECOMMEND 
BALNEOTHERAPY 

If  your  patient  is  finding  it  hard 
to  get  around? 

Stubborn  arthritis  and  rheumatism  cases  often  respond 
to  warm  sulphur  water  baths,  daily  massages,  hot 
packs  and  Nauheim  baths. 

Countless  sufferers  have  found  relief  at  Sharon  Springs, 
50  miles  west  of  Albany,  in  the  colorful  hill  country 
bordering  the  Mohawk  Valley 

Certain  of  your  own  patients  can  also  benefit  from 
a vacation  at  this  historic  Spa.  Care  is  used  by 
resident  physicians  to  follow  your  prescribed  regimen. 
Quiet  living  and  the  sulphur  water  Spa  routine  usually 
do  the  rest. 

Full  information  at  once. 

WHITE  SULPHUR  BATHS 

SHARON  SPRINGS  2,  N.Y. 

Charter  Member,  Assoc,  of  Amer.  Spas 
(Medically  Supervised) 


Where  LECITHIN  is  indicated  — 

► GRANULESTIN 

in  HYPERCHOLESTEROLEMIA 

because  GRANULESTIN  is 

rich  in  unsaturated  fatty  acids 
rich  in  organically  combined 
choline  • inositol  • colamine 
• phosphorus 

I ASSOCIATED  CONCENTRATES 

57-01  32nd  Avenue,  Woodside  77,  L.  I.,  N.  Y. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times. ...  1.20 

6 Consecutive  times ....  1 .00 

12  Consecutive  times 90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  Stale  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


A 

SYMBOL 

Physicians’  Home 

OF 

SER  VICE 

Physicians'  Home  earnestly  requests  your  help  in  providing 
funds  for  the  maintenance  of  the  needy  elderly  physicians 
of  New  York  State.  If  you  have  not  yet  sent  your  con- 
tribution, please  do  so  at  once.  Your  help  is  sorely  needed 
and  greatly  appreciated  by  these  elderly  colleagues  and 
their  widows. 

BEVERLY  C.  SMITH,  M.D.,  President 

386  Fourth  Avenue  • New  York  1 6,  N.  Y. 
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ADJUSTABLE  TRANSDUCER 

a Birtcher  exclusive  feature 


indicated  therapy 
for  treatment  of 

BURSITIS,  ARTHRITIS, 
TRAUMATIC  INJURIES 

and  a host  of 
other  conditions 


ULTRASONICS 


Conclusive  evidence  on  the  value 
of  ultrasonic  therapy  is  being 
amassed  in  the  thousands  of 
papers  on  the  subject  being 
published  in  medical  journals 
all  over  the  world.  These  reports, 
covering  more  than  one  million 
treatments,  range  from  the 
empirical  to  carefully  recorded 
laboratory  work  with  controls. 
Results  reported  have  been 
largely  excellent,  with  private 
communications  indicating 
outstanding,  sometimes 
startling  results. 

NEW  BIRTCHER  MEGASON  V 

The  finest  ultrasonic  unit  ever 
placed  on  the  market.  Precision 
electronic  engineering  features 
found  in  no  other  unit.  The 
only  machine  made  with 
the  5- Way  transducer. 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  MEDICAL  JOURNAL  REPRINTS  ON 
ULTRASONICS  OR  FOR  A DEMONSTRATION  OF  THE  BIRTCHER  MEGASON  IN  YOUR  OFFICE 
BRONX,  NEW  YORK  LONG  ISLAND,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave.  Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


BROOKLYN,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

NEW  YORK  CITY,  NEW  YORK 

Arista  Surgical,  67  Lexington  Ave. 

Falk  Surgical,  1430  — 3rd  Ave. 

J.  A.  Preston  Corporation,  175  -5th  Ave. 


NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

ROCHESTER,  NEW  YORK 

Surgical  Supply  Center 

Paine  Drug  Co.,  15  Henrietta  Street 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  92  3,  490  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 


See  us  at  the  Sesquicentennial  Meeting  — Booth  44 
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Abates  pain  and  itch,  protects  against  sun's  rays 

LOTION 

S U R F A 

(Cyclomethycaine  and  Thenylpyramine,  Lilly) 

Formulated  to  insure  patient  acceptance 

Lotion  'SurfadiT  combines  the  highly  effective  topical  anes- 
thetic, 'Surfacaine'  (Cyclomethycaine,  Lilly);  an  antihistamine, 
'Histadyl’  (Thenylpyramine,  Lilly);  and  the  protective  adsorb- 
ent, titanium  dioxide.  It  provides  prompt  and  prolonged  relief 
from  contact  dermatitis  caused  by  poison  ivy,  oak,  or  sumac.  It 
is  also  valuable  for  eczema,  insect  bites,  heat  rash,  and  sunburn. 

Lotion  'SurfadiT  is  skin  tone  in  color  and  virtually  odorless; 
does  not  readily  rub  off  but  washes  off  easily. 


D I L 


Lotion  ‘Surfadil’  is  available 
in  an  attractive  plastic  con- 
tainer (75  cc.)  at  retail  phar- 
macies everywhere.  Also  sup- 
plied in  1-pint  bottles  and  as 
a cream  in  1-ounce  tubes  and 
1 and  5-pound  jars. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

761007 
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EDITORIALS 


Common  Sense 


Once  again  the  people  of  the  Empire  State 
are  indebted  to  the  good  sense  of  both 
houses  of  the  Legislature  for  not  reporting 
out  of  committee  a number  of  bills  which  do 
not  appear  to  be  in  the  public  interest, 
among  them  the  proposed  measures  relating 
to  the  licensing  of  chiropractors. 

There  should  be  but  one  kind  of  medical 
practice  available  to  the  people  of  the 
State:  that  which  is  based  on  the  best 

scientific  education  and  training  possible  to 
provide.  This  has  been  the  consistent  con- 
tention of  doctors  of  medicine  in  opposing 


licensure  for  chiropractors,  and  so  far  the 
Legislature  and  the  Governor  have  refrained 
from  according  to  this  group  the  implication 
of  approval  which  might  be  inferred  from 
licensure.  We  feel  that  the  public  interest 
has  been  well  served.  Argument  has  been 
presented  voluminously  by  both  sides  of  the 
controversy  over  the  years.  That  the  case 
for  licensure  has  not  been  proved  seems  to 
us  to  be  apparent  and  to  stand  as  a victory 
for  common  sense  where  the  health  of  the 
people,  the  greatest  asset  of  the  State,  is 
concerned. 


Editorial  Comment 


Aid  to  the  Epileptic.  Under  this  title  Dr. 
Herman  E.  Hilleboe,  in  an  editorial  in 
Health  News,1  discusses  the  current  status 
of  the  epileptic : 

In  the  past,  the  epileptic  was  often  viewed 
with  alarm  and  hostility.  In  recent  years, 
however,  health  education  efforts  have  as- 
sisted in  explaining  to  the  public  the  true  na- 
ture and  treatment  of  epilepsy.  In  addition, 
new  drugs  and  special  services  have  helped 
many  epileptics  to  lead  comparatively  normal 
lives. 

The  New  York  State  Health  Department’s 
program  of  medical  rehabilitation  for  persons 
under  twenty-one  years  of  age,  for  several 
years,  has  included  State  aid  to  the  counties 
for  diagnostic  studies  to  determine  the  medical 
needs  of  an  individual  who  has  had  epileptic 
seizures.  The  State  paid  half  of  the  cost  of 
care  of  these  persons,  and  the  county,  through 
orders  of  the  children’s  court  judges,  paid  the 
other  half,  with  the  court  determining  the 
financial  needs  of  the  family.  This  rehabilita- 
tion program  had  also  provided  State  aid  for 
corrective  surgery  for  the  patient  whose  seiz- 
ures were  due  to  an  operable  intracranial  lesion. 

1 Hilleboe,  H.  E.:  Health  News,  Jan.,  1957,  vol.  34. 


Heretofore,  State  aid  has  been  available  only 
for  diagnostic  study.  In  the  past  it  had  not 
been  feasible  to  use  State  funds  to  treat  epilep- 
tic persons  where  the  cause  of  the  seizures  was 
not  known. 

The  State  has  now  broadened  its  program  to 
include  any  type  of  epileptic  person  under 
twenty-one  years  of  age,  for  diagnosis  and 
treatment,  including  the  medical  supervision 
of  the  individual  on  drug  therapy  for  a con- 
tinuing period  of  time.  In  addition  to  the 
necessary  studies,  such  as  electroencephalo- 
grams and  x-rays,  the  new  phase  of  the  pro- 
gram will  include  outpatient  visits  for  follow-up 
and  supervision.  These  services  can  be  pro- 
vided through  the  usual  children’s  court  order. 

This  new  expansion  of  the  rehabilitation 
program  will  mean  new  hope  to  a great  number 
of  young  persons  in  New  York  State  who  are 
subject  to  epileptic  seizures.  Through  mod- 
ern treatment  many  more  epileptic  children 
will  be  able  to  receive  education  in  the  regular 
schoolroom.  A number  of  them  will  be  able 
to  get  along  in  the  home  without  special  attend- 
ants and  without  interfering  with  the  normal 
duties  of  the  mother  or  other  members  of  the 
family. 

[Continued  on  page  1892] 
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Greetings  to  the  24,328  physicians  of  the  great  Empire 
State.  During  this  coming  year  of  my  term  of  office  it  is  my 
earnest  desire  to  represent  you  as  well  as  possible.  There 
will  continue  to  arise  many  controversial  subjects  which 
many  of  you  desire  to  be  settled.  However,  this  is  such  a 
complex  society  in  which  we  live  today  that  I am  aware  that 
criticism  will  be  meted  out  to  me,  probably  in  abundance, 
for  not  seeing  to  it  that  each  of  your  wishes  be  settled  to  your 
liking. 

So  perhaps  in  this  my  first  message  to  the  entire  profession 
of  this  State  I should  point  out  a few  subjects  that  will  re- 
quire sound  judgment  for  proper  assay.  I promise  I shall 
exert  my  best  efforts  in  attempts  to  get  the  proper  solutions 
to  things  that  are  troubling  you.  Already  many  such  com- 

THDRMAN  B.  QIVAN,  M.D.  , . , , , , i , , , , 

plaints  have  been  brought  to  my  attention. 

Please  remember  that  I am  a practicing  physician  and  that 
many  of  your  worries  are  my  worries.  All  I ask  is  that  you  study  all  sides  of  your  questions 
and  try  to  reach  a sound  conclusion  in  your  own  privacy  before  submitting  them  for  final 
action. 

Physicians  as  a whole  are  on  trial  as  never  before.  At  times  it  seems  as  if  everyone  is 
against  us,  yet  a recent  well-conducted  survey  by  the  American  Medical  Association  showed 
that  individually  you  are  “tops.”  If  more  physicians  would  read  the  reports  of  committees 
who  work  so  diligently  to  please  you,  I feel  sure  that  there  would  be  less  criticism  of  what 
your  State  Society  is  attempting  to  accomplish.  Men  are  chosen  for  these  various  com- 
mittees who  have  shown  diligence  in  their  respective  fields.  If  a man  on  a committee  has 
shown  aptitude,  fair-mindedness,  and  a desire  to  work,  he  should  certainly  not  be  replaced 
within  a short  interval.  There  are  instances  where  a minority  report  has  immense  value; 
the  man  or  men  who  bring  forth  such  minority  opinions  may  be  wise  and  sincere,  and  at 
times  the  minority  view  may  turn  out  to  be  the  proper  course  to  pursue.  To  initiate  a 
movement  is  often  difficult,  but  to  find  some  one  who  can  carry  it  through  to  fruition  is 
usually  a thousand  times  more  difficult.  This  is  particularly  true  of  legislation.  To  have 
medical  legislation  pass  that  is  in  the  best  interest  of  the  public  requires  struggling  on  the 
part  of  a few  physicians,  and  then  it  seems  to  be  of  little  or  no  avail.  How  often  does  the 
public  seem  apathetic  to  these  sincere  efforts  attempted  in  its  behalf!  Too  often  physicians 
remain  complacent  and  isolationists  when  such  matters  are  brought  to  their  attention. 

Economics  as  it  relates  to  the  medical  profession  is  being  highlighted  on  every  occasion. 
Hence,  every  doctor  of  medicine  should  become  deeply  interested  in  economics  and  aid  in 
the  solution  of  economic  problems.  Inequities  do  exist.  Each  division  of  medical  practice 
should  make  attempts  to  effect  tangible  schedules.  Over  100  million  people  in  the  United 
States  have  some  form  of  health  insurance.  Thus,  before  very  long  everyone  will  have  to 
fill  out  insurance  forms.  It  may  be  industry,  labor,  or  Blue  Shield,  or  some  similar  type  of 
prepayment  medical  insurance.  Blue  Shield  is  known  as  the  doctors’  plan.  Hence,  all 
physicians  should  support  it,  for  by  so  doing  it  will  expand,  and  as  you  aid  in  telling  the 
public  of  its  advantages,  it  will  write  policies  wdiich  will  be  evolutionary,  more  compre- 
hensive, and  equitable. 
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A better  and  more  mutual  cooperation  between  hospitals  and  physicians  should  be 
established  as  soon  as  possible.  After  all,  the  hospital  is  an  important  workshop  of  a great 
many  physicians.  The  doctors  who  work  there  are  desirous  to  aid  in  making  such  a hos- 
pital the  best  possible  place  for  the  care  of  his  patients.  Some  of  the  services  in  certain 
hospitals  have  been  exploited  to  the  advantage  of  said  hospitals  and  many  times  to  the 
detriment  of  the  physicians  in  such  services.  If  physicians  in  these  categories  would  only 
get  together  themselves  and  decide  on  certain  ethical  principles,  I am  certain  such  enuncia- 
tions will  bear  fruit  around  the  conference  table.  At  present  the  community  hospital  may 
need  a somewhat  different  approach  from  the  large  teaching  center.  At  any  rate  commit- 
tees are  working  on  these  matters  at  the  county,  state,  and  A.M.A.  level. 

At  another  time  I shall  discuss  some  of  our  other  endeavors. 


Editorial  Comment 

[Continued  from  page  1890] 


Epilepsy  is  a complex  condition  which  en- 
compasses almost  every  field  of  medicine.  An 
adequate  approach  to  this  problem  in  New 
York  State  involves  not  only  the  Health  De- 
partment but  the  Department  of  Mental  Hy- 
giene, the  Department  of  Social  Welfare,  and 
the  Department  of  Education,  especially  its 
Division  of  Vocational  Rehabilitation.  The 
Labor  Department  is  concerned  also  when  the 
epileptic  seeks  employment. 

The  Interdepartmental  Health  Resources 


Board  brings  together  all  of  the  departments 
concerned  for  the  purpose  of  arranging  re- 
habilitation programs  for  every  type  of  dis- 
ability. Thus,  it  is  observed  again  that  the 
State  government  is  trying  to  make  full  use  of 
its  vast  resources  to  help  rehabilitate  disabled 
persons  regardless  of  the  complexity  of  the  dis- 
ability. This  is  another  example  of  the  success 
of  a joint  enterprise  which  views  the  individual 
as  a whole  and  not  simpljr  as  a person  with  a 
disease  or  disability. 
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-Tor  prompt  relief  [of 
nausea  during  pregnancy] 
the  use  of  Dramamine 
is  recommended  (50  mg. 
twice  daily  tapering  off 
rapidly  to  use  only  as 
required).” 


Consultation  Service: 
Treatment  of  Nausea  During 
Pregnancy,  Postgrad.  Med. 
7:383  (May)  1950. 


and  vomiting 


Dramamine 

Brand  of  Dlmenhydrinate 
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The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  " Will  l be  able  to  make  it?” 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation. 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate's  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 


Peritrate 

(brand  of  pentaerythritol  tetranitrate) 

WARN  ER-CHILCOTT 
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The  Modern  Approach  of  Medical  and  Ancillary 
Services  in  the  Home  for  the  Aged 

THEODORE  C.  KRAUSS,  M.D.,  BUFFALO,  NEW  YORK 


( From  the  University  of  Buffalo  School  of  Medicine,  the  Department  of  Medicine,  E.  J . Meyer  Memorial  Hos- 
pital, and  the  Rosa  Coplon  Jewish  Old  Folks  Home  and  Infirmary) 


One  of  the  features  of  the  present  decade  is 
the  increasing  interest  in  aging.  From  the 
standpoint  of  medical  history  it  could  be  de- 
scribed, among  other  things,  as  the  era  of  geriatric 
awakening.  The  general  public  is  becoming 
more  and  more  conscious  of  the  problems  which 
aging  presents  today.  Even  the  most  astute 
critics  of  geriatric  medicine  are  beginning  to 
give  proper  consideration  to  the  principles  for 
which  this  branch  of  medicine  stands.  One 
frequent  objection  is  that  papers  dealing  with 
medical  problems  of  the  geriatric  patient  tend  to 
sound  more  philosophic  and  sociologic  than 
medical.  It  might  be  well  to  emphasize  that  it 
is  in  the  very  nature  of  geriatric  medicine  to 
consider  also  the  sociologic  and  economic  prob- 
lems. Without  this  principle  geriatric  medicine 
could  not  be  justified  as  a special  approach. 

The  task  of  caring  for  the  elderly  patient  often 
presents  a number  of  arduous  problems.  This 
difficulty  may  be  explained  by  the  multiplicity 
of  factors  which  may  be  medical,  social,  eco- 
nomic, or  other.  One  of  the  most  important  and 
in  many  instances  one  of  the  most  difficult  prob- 
lems to  solve  is  housing.  For  the  past  ten  years 
there  has  been  an  increasing  interest  in  this  field 
because  of  the  larger  number  of  elderly  people. 
Housing  of  the  elderly  has  constituted  a problem 
throughout  the  ages. 

Homes  for  the  aged  or,  as  they  used  to  be 
called,  almshouses,  have  always  been  important 
in  our  civilization.  Whereas  a century  ago 
there  were  only  a few  hundred  homes  for  the 


Presented  at  the  Sesquicentennial  Convention  of  the  Med- 
ical Society  of  the  State  of  New  York,  New  York  City, 
General  Session,  February  18,  1957. 


aged  in  the  United  States,  today  there  are  close 
to  l,500l  with  more  than  100,000  beds.  When 
one  considers  that  there  are  over  14  million 
people  over  sixtv-five  in  the  United  States,  that  a 
large  percentage  of  these  elderly  people  suffer 
from  chronic  illness  or  are  without  close  family 
ties,  and  that  only  a small  fraction  of  these  people 
can  be  cared  for  in  institutions,  then  the  current 
interest  and  the  need  for  these  homes  becomes 
understandable.  The  problem  of  housing  of 
the  elderly  may  involve  social,  economic,  medical 
(chronic  illness,  disability),  or  pyschologic  fac- 
tors (loneliness)  or  a combination  of  all  these 
factors. 

One  of  the  big  difficulties  is  that  in  the  past 
twenty-five  years  the  three-generation  unit  of 
the  average  family  has  changed  into  a two-gen- 
eration unit,  which  means  that  when  grand- 
children arrive,  there  is  no  place  for  the  grand- 
parents under  the  same  roof.  The  situation 
exists  mostly  in  the  overcrowded  larger  cities.2 

Therefore,  the  housing  and  care  of  the  elderly 
in  the  homes  for  the  aged  is  of  paramount  inter- 
est to  the  medical  profession.  The  time  has 
passed  when  these  homes  are  only  considered 
for  the  senile  patient,  for  whom  there  is  no 
other  medical  program  available  and  who  is  con- 
sidered a burden  to  the  family  as  well  as  to  the 
community.  This  changing  attitude  stems  from 
(1)  increased  population  over  sixty-five,  (2)  in- 
creased interest  and  better  medical  care  in  the 
long-term  illnesses  of  the  elderly,  (3)  greater 
emphasis  on  rehabilitation,  and  (4)  increasing 
Federal  Social  Security  benefits,  Old  Age  As- 
sistance, and  assistance  to  the  blind  and  dis- 
abled. 
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In  contrast  with  the  homes  of  the  past,  the 
modern  home  for  the  aged  is  ready  to  serve  its 
resident  not  only  by  rendering  custodial  care 
but  also  by  gradually  developing  a program  and 
services.  These  homes  may  be  classified  as 
private  or  public,  depending  on  the  source  of 
their  funds.  Another  means  of  classification 
is  according  to  the  services  and  facilities  avail- 
able. The  homes  supported  by  public  funds 
may  be  under  the  supervision  of  city  or  county 
governments.  The  private  homes  as  a rule 
are  supported  by  various  religious  or  philan- 
thropic groups.  These  institutions  are  non- 
profit organizations  in  contrast  to  the  so-called 
proprietary  nursing  homes.  In  the  past  few 
years  nursing  homes  have  mushroomed  through- 
out the  United  States  to  fulfill  the  need  of  the 
increasing  number  of  chronically  ill  elderly 
patients.  These  homes  have  often  been  subject 
to  criticism  because  of  a lack  of  proper  facilities. 
The  recently  enacted  New  York  State  Nursing 
Home  Law3  emphasizes  that  “Facilities,  services, 
management,  and  personnel  shall  assure  a hu- 
mane quality  of  care  that  will  adequately  meet 
the  physical  and  social  needs  of  all  patients  and 
protect  their  health,  safety,  comfort,  and  well- 
being.” 

On  the  basis  of  the  type  of  service,  we  can 
classify  homes  for  the  aged  into  the  following 
groups:  (1)  homes  accepting  well  people  only; 
(2)  homes  with  an  infirmary  section  for  medical 
emergencies;  (3)  homes  and  infirmaries  staffed 
by  professional  and  practical  nurses  under 
medical  supervision;  (4)  homes  equipped  for 
diagnostic  procedures  maintaining  good  medical 
and  nursing  records  with  a full-time  medical 
house  staff. 

Most  of  these  homes  are  equipped  to  take 
care  of  the  physically  disabled  elderly  only.  If 
deterioration  becomes  so  advanced  that  the 
facilities  are  inadequate  to  cope  with  the  pa- 
tient’s need,  a transfer  to  a general  hospital  or  to  a 
mental  hospital  becomes  necessary. 

It  is  to  be  hoped  that  in  the  future  we  may  be 
able  to  develop  a large  number  of  well-managed 
homes  having  an  over-all  satisfactory  program 
for  the  residents  or  chronic  disease  hospitals  for 
the  aged.  In  view  of  the  increasing  number  of 
elderly  patients  it  is  to  be  expected  that  this  type 
of  institution  will  be  the  logical  answer  to  the 
problem  of  housing  and  caring  for  the  chroni- 
cally ill  aged.  Once  this  type  of  chronic  disease 
institution  for  the  elderly  is  available  in  large 


numbers,  it  will  in  all  probability  create  an 
effective  stimulus  for  further  geriatric  research. 

In  some  instances  there  is  a close  relationship 
between  a general  hospital  and  a home  for  the 
aged.  According  to  Zeman,1  although  such 
an  arrangement  may  work  out  satisfactorily  for 
both,  as  in  the  case  of  acute  illness  of  a resident 
of  the  home  or  for  convalescent  care  of  a hospital 
patient  in  the  home,  the  autonomy  of  the  home 
should  be  maintained.  This  is  somewhat  in 
contrast  with  the  views  of  Monroe4  who  advo- 
cates that  nursing  homes  and  homes  for  the 
aged  should  be  in  close  cooperation  with  a gen- 
eral hospital. 

It  should  be  emphasized  that  it  is  not  the 
building  or  the  bed  capacity  alone  but  the  pro- 
gram and  services  offered  to  the  residents  which 
constitute  a home.  This  program  should  be 
accomplished  by  the  active  participation  of 
the  professional  personnel  as  well  as  of  the  vol- 
unteer workers.  If  a home  is  situated  in  a 
metropolitan  area,  its  community  obligations 
are  shared  by  a number  of  other  homes  in  the 
same  community.  If,  on  the  other  hand,  the 
home  is  the  only  such  institution  available,  its 
responsibility  in  carrying  out  a successful  com- 
munity program  becomes  manifold.  Besides 
rendering  medical  or  nursing  services  to  patients 
or  residents,  all  available  forces  may  concentrate 
on  other  objectives,  such  as  extramural  care  for 
elderly  people  living  alone  or  in  need  of  medical 
or  nursing  care  and  providing  a “Golden  Age” 
center  or  day  center  for  full-time  recreational 
activities  for  elderly  people  living  in  the  com- 
munity. Such  an  arrangement  may  be  useful  to 
some  of  the  elderly  who  may  later  enter  the 
home.  They  may  thus  become  adjusted  to  the 
idea  of  a change  in  their  environment  when  the 
need  arises.  Today  most  of  the  homes  for  the 
aged  have  long  waiting  lists.  The  admission 
policies  vary,  although  in  recent  years  most 
homes  have  adopted  standards  suggested  by  the 
National  Committee  on  Aging  of  the  National 
Social  Welfare  Assembly.  As  a rule  the  age 
limit  for  admission  is  sixty-five  and  over.  At 
times  it  becomes  necessary  to  admit  individuals 
under  this  age.  In  such  cases  the  chief  reason 
for  admission  is  loneliness  or  chronically  dis- 
abling conditions. 

In  1955  the  Welfare  and  Health  Council  of 
New  York  City  made  a survey5  of  the  ages  of 
the  3,602  residents  in  15  homes.  Of  this  group 
0.6  per  cent  were  sixty-four  and  under,  7.8  per 
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TABLE  I. — Age  Ranges  of  3,602  Residents  in  1.5  Homes 
for  the  Aged  in  New  York  City* 


Number  of 

Age  Group  Residents  Per  Cent 


64  and  under 

23 

0.6 

65  to  69 

281 

7.8 

70  to  79 

1 , 7f>3 

49.0 

80  and  over 

1 , 535 

42.00 

* Data  compiled  by  the  Welfare  and  Health  Council  of 
New  York  City  in  1955. 

cent  were  sixty-five  to  sixty-nine,  49  per  cent 
were  seventy  to  seventy-nine,  and  42.6  per  cent 
were  eighty  and  over  (Table  I).  In  comparing 
these  data  with  statistics6  on  the  age  groups  of 
residents  at  the  Rosa  Coplon  Jewish  Old  Folks 
Home,  Buffalo,  New  York,  it  is  interesting  to 
note  that  the  percentages  were  approximately 
the  same  in  the  older  age  groups  (Table  II).  A 


maintain  their  status  quo  as  members  of  the 
community  longer  and  (2)  improved  care,  med- 
ical, nursing,  or  otherwise,  can  prolong  life  in 
spite  of  chronic  disabling  conditions.  These  are 
facts  of  which  the  medical  profession  is  aware. 
The  question  is  how  to  use  our  available  re- 
sources most  effectively  in  the  light  of  these  facts. 

There  is  no  reason  why  the  average  home  could 
not  follow  the  example  of  some  of  the  leading 
homes  for  the  aged  and  develop  the  same  total 
approach  in  the  care  of  the  elderly  through  in- 
terested community  groups  and  professionals. 
Several  years  ago  Rusk  and  his  group  developed 
the  technic  of  comprehensive  rehabilitation. 
This  same  comprehensive  approach  may  be  used 
effectively  in  homes  for  the  aged.  To  illustrate 
this  point,  I would  like  to  refer  to  the  Rosa 


TABLE  II. — Number  of  Residents  According  to  Age  Groups  at  the  Rosa  Coplon  Home 


Age  Groups » 

Total  ' 60  to  64 •>  - 65  to  69 % / 70  to  79 ' •- 80  and  Over % Average 


Year 

Residents 

Number 

Per  Cent 

Nu  mber 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Age 

1950 

80 

3 

3.75 

9 

11.25 

37 

46.25 

31 

38  75 

74.4 

1951 

87 

2 

2.10 

14 

16 

33 

37 . 55 

38 

44.35 

74.3 

1952 

83 

2 

2.90 

8 

9.10 

40 

48.20 

33 

39  80 

78  0 

1953 

82 

3 

3.70 

7 

7.90 

39 

47  40 

33 

41 

75.3 

1954 

76 

3 

3 . 95 

5 

6 . 65 

35 

46  10 

33 

43.40 

79.7 

1955 

84 

2 

2.40 

9 

10  70 

40 

47  70 

33 

39.20 

72.9 

1956 

90 

3 

2.70 

6 

5 . 40 

45 

50 

36 

41.90 

78.3 

marked  difference  existed  only  in  the  age  group 
sixty-four  and  under.  From  1950  to  1956  a 
definite  increase  in  the  age  group  seventy  and 
over  was  noted.  Whereas  in  1950  the  younger 
group  from  sixty  to  seventy  years  comprised  15 
per  cent  of  the  total  population,  by  1956  this 
figure  was  down  to  8.1  per  cent  (Table  III). 
This  is  proof  that  by  a concentrated  community 
approach  it  is  possible  to  provide  means  and  in- 
dependence for  the  well  elderly  outside  the  walls 
of  a home.  Another  interesting  factor  is  the 
increased  average  age.  In  1950  the  average  age 
was  74.4,  and  in  1956  it  reached  78.3.  These 
data  indicate  that  (1)  people  sixty  and  over  can 


TABLE  III. — Percentage  of  Residents  Over  60 
Years  in  the  Rosa  Coplon  Home 


Year 

60  to 
70 

Years 

70 

Years  and 
OveT 

1950 

15.0 

85.0 

1951 

18.1 

81.9 

1952 

12.0 

88.0 

1953 

11.6 

85.4 

1954 

10.6 

89.4 

1955 

13.1 

86.9 

1956 

8.1 

91.9 

Coplon  Jewish  Old  Folks  Home  in  Buffalo. 
This  institution  was  organized  in  1910  by  a group 
of  enthusiastic  women  for  the  care  of  the  well 
elderly  only  and  existed  as  such  until  1950. 
In  order  to  meet  increasing  demands  the  board 
enlisted  sufficient  community  support  to  build 
an  infirmary  in  1954.  Shortly  after  its  comple- 
tion a comprehensive  program  was  initiated 
which,  in  addition  to  medical  services  and  sym- 
pathetic nursing  care,  provided  rehabilitation 
services  for  the  chronically  ill  as  well  as  an  active 
program  of  occupational  and  recreational  therapy 
and  a workshop  for  the  well  elderly. 

The  surveys  by  the  Welfare  and  Health 
Council  of  New  York  City  and  by  the  Rosa 
Coplon  Home  in  Buffalo  were  done  independently. 
The  similarity  of  the  changes  in  the  composition 
of  the  population  in  homes  for  the  aged  indi- 
cate that  these  changes  are  not  merely 
sporadic  phenomena.  Also  these  changes  are  an 
indication  of  the  need  to  build  more  homes  and 
train  more  personnel  to  care  for  our  increasing 
number  of  elderly  patients.  Thus,  it  is  expected 
that  the  future  medical  generation  will  break 
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away  from  the  lethargic  attitude  which  some 
members  of  the  medical  profession  feel  even 
today  regarding  homes  for  the  aged.  This  out- 
look on  the  problems  of  aging  will  be  changed  in 
the  future,  I am  hopeful,  into  a more  constructive 
approach.  There  are  already  signs  which  indi- 
cate such  a change,  although  indirectly,  through 
the  currently  increasing  interest  in  long-term 
chronic  illness 

The  physician  in  a home  for  the  aged  is  as- 
sisted in  his  daily  work  by  the  nursing  staff, 
the  social  worker,  the  dietitian,  the  physia- 
trist,  the  physical,  occupational,  and  speech 
therapists,  the  psychiatrist,  the  psychologist,  and 
the  administrator.  These  specialists  depend  on 
the  physician’s  judgment  and  leadership  in  carry- 
ing out  their  tasks.  Such  a situation  is  more 
often  encountered  in  a home  for  the  aged  where 
as  a rule  a great  number  of  obstacles  are  always 
present.  These  handicaps  may  be  inherent  in 
the  patients  or  are  the  result  of  existing  conditions 
in  these  institutions. 

What  should  be  the  approach  of  a physician 
in  a home  for  the  aged?  The  primary  require- 
ment is  a sincere  interest  in  elderly  people.  The 
physician  should  have  a comprehensive  approach 
to  the  care  of  the  sick  with  ample  utilization  of 
the  related  specialties,  medical  or  ancillary.  He 
must  be  able  to  correlate  the  various  services 
and  programs  for  the  elderly.  If  possible,  he 
should  be  engaged  in  teaching  the  profession  as 
well  as  the  interested  lay  public.  It  is  important 
that  every  effort  be  made  to  develop  these  homes 
into  health  centers  for  the  elderly  with  active 
participation  of  the  medical  profession  in  the 
community. 

Medical  consultants,  including  the  family 
physician,  should  be  used  when  needed.  It  is 
important  to  offer  lectures  or  symposia  on  aging 
from  time  to  time.  The  larger  medical  centers 
may  develop  research  programs  in  this  direction. 
Medical  training  in  this  area  is  very  much 
needed.  Some  medical  schools  have  already 
organized  teaching  programs  with  geriatric 
medicine  as  a special  course. 

The  large  number  of  chronically  ill  and  people 
over  sixty-five  has  made  increasing  demands  in 
recent  years  on  the  nursing  profession.  In  the 
last  twenty-five  years  the  emphasis  in  the  edu- 
cation of  the  nurses  has  been  on  the  service  of 
youth,  the  operating  room,  or  the  various  spe- 
cialties. For  the  past  few  years,  however,  schools 
of  nursing  throughout  the  United  States  have 


started  indoctrinating  their  students  in  geriatrics. 
As  in  any  hospital  a home  for  the  aged  should 
have  all  the  available  nursing  services,  including 
the  professional  nurse  in  a supervisory  capacity, 
the  licensed  practical  nurse,  and  the  nurse’s  aide. 
The  latter  is  an  important  link  in  the  team,  and 
with  an  intelligent  approach  it  is  possible  to 
develop  in  these  persons  a constructive  interest 
in  the  care  of  the  aged.  Using  a kind,  subtle 
approach,  the  physician  may  encourage  his 
nursing  personnel  by  entrusting  them  with 
greater  responsibility  and  privileges.  It  is  im- 
portant that  the  nurse  be  exposed  to  the  idea  of 
a comprehensive  approach  to  the  elderly  pa- 
tient so  that  she  may  visualize  her  role  in  his  re- 
habilitation. 

Since  1929,  according  to  Zeman,1  the  social 
worker  has  assumed  an  increasingly  important 
role  in  handling  the  affairs  of  the  elderly.  Tins 
role  requires  a more  active  clinical  approach 
in  a home  for  the  aged  than  in  a hospital.  The 
social  worker  is  involved  in  almost  every  phase 
of  the  care  of  the  elderly.  It  is  important  that 
each  member  of  the  team  cooperate  with  the 
social  worker  in  helping  to  solve  the  problems 
which  the  aged  patient  presents  in  a home. 
Here  again  it  is  up  to  the  physician  to  emphasize 
this  relationship  to  the  various  members  of  the 
team  whenever  there  is  any  difficulty  in  handling 
these  problems. 

One  difficult  task  often  facing  the  social  worker 
is  the  interpretation  of  medical  directives  to  the 
patient  and  to  his  relatives.  A good  example  of 
this  problem  concerns  diets.  We  all  know  about 
the  fixed  eating  habits  of  elderly  people.  This 
often  presents  a serious  problem,  especially  in 
cases  where  diabetic  or  salt-poor  diets  are  neces- 
sary. In  cooperation  with  the  rest  of  the  staff, 
the  social  worker,  working  with  the  dietitian, 
may  achieve  results. 

The  role  of  the  nutritionist  in  the  home  for 
the  aged  is  coming  into  the  foreground  more  and 
more  through  the  active  cooperation  of  health 
departments  on  state  and  local  levels.  The 
dentist  and  podiatrist  have  also  become  impor- 
tant in  maintaining  the  health  of  elderly  patients. 

Along  with  the  general  medical  and  social 
services  in  the  modern  home  for  the  aged,  re- 
habilitation of  the  disabled  elderly  patient  has 
taken  a new,  positive  approach.  This  is  achieved 
with  the  help  of  a specialist  in  physical  medicine 
and  rehabilitation,  the  physiatrist.7  As  a rule 
members  of  the  medical,  nursing,  and  social 
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services  are  serving  the  elderly  on  a full-time 
basis,  whereas  the  physiatrist,  the  physical 
therapist,  the  occupational  therapist,  the  recre- 
ational therapist,  the  nutritionist,  and  the  rest 
of  the  team  members  may  be  employed  part 
time,  especially  if  there  is  a shortage  of  personnel. 
Because  of  the  physiopathologic  aspect  of  the 
average  resident  of  a home,  the  goals  of  rehabili- 
tation are  limited.  Yet  every  attempt  must  be 
made  to  explore  the  possibilities  in  each  indi- 
vidual case.  Restoration  to  normal  has  always 
been  the  objective  of  general  therapeutics  through- 
out the  years.  The  outstanding  features  of  the 
modern  method  are  the  comprehensive  approach, 
better  tools,  and  a greater  specialization  of  the 
various  services.  In  spite  of  the  limited  goals 
with  the  elderly  patient  the  various  specialties 
of  the  team  are  gaining  more  and  more  recogni- 
tion in  a well-organized  home  for  the  aged. 

In  the  total  evaluation  of  the  elderly  individ- 
ual, the  role  of  the  clinical  psychologist  and  the 
psychiatrist  has  taken  on  new  emphasis  in 
recent  years.8  A large  percentage  of  the  resi- 
dents may  exhibit  certain  mental  changes.  In 
order  to  evaluate  these  changes  as  they  progress, 
the  psychiatrist  and  the  internist  must  observe 
the  patient  frequently  at  regular  intervals.  At 
times  relatives  or  even  members  of  the  medical 
profession  do  not  want  to  realize  that  a patient 
with  disturbed  behavior  is  not  a fair  risk  to 
keep  in  the  home,  especially  since  most  of  these 
homes  are  not  equipped  to  render  psychiatric 
care.  The  new  Nursing  Home  Law  adopted  in 
New  York  State3  follows  the  previous  law  which 
forbids  the  housing  of  these  patients  in  the  usual 
home  setting  as  soon  as  they  become  harmful  to 
themselves  or  to  the  environment. 

One  of  the  moving  forces  of  the  home  is  the 
administrator.  He  should  be  a member  of  the 
team.  He  must  be  well  qualified,  with  a scho- 
lastic background  preferably  in  social  work  in 
addition  to  business  and  public  administration.9 
I am  sure  that  in  the  very  near  future  special 
college  courses  will  be  available  to  train  young 
men  and  women  for  this  very  difficult  job.  In 
addition  to  being  sympathetic  to  the  aged  and 
having  a full  understanding  of  the  problems 
which  aging  presents,  the  administrator  must 
be  accepted  as  a leader  on  a community  level. 

We  must  also  consider  the  board  members  of 
the  home  as  an  important  link  in  community 
relations.  It  is  important  that  the  professional 


as  well  as  the  volunteer  workers  be  fully  aware 
of  and  appreciate  the  contribution  made  by  each 
group. 

Summary 

In  summary,  I should  like  to  say  that  the 
ever-increasing  number  of  people  sixty-five  years 
of  age  and  over  is  creating  a growing  challenge 
for  the  medical  and  allied  professions.  A large 
percentage  of  the  elderly  suffer  from  chronic 
and  more  or  less  disabling  illnesses.  The  tend- 
ency has  been  to  keep  these  disabled  elderly 
people  in  nursing  homes  or  homes  for  the  aged 
because  the  overcrowded  general  hospitals  do 
not  have  the  necessary  beds  and  other  facilities 
to  keep  them. 

In  recent  years  there  have  been  changes  in  the 
management  of  chronically  ill  elderly  patients. 
The  medical  and  allied  professions  came  to  the 
realization  that  in  addition  to  custodial  care 
there  is  a need  for  other  services  and  for  a definite 
program  for  these  people  who  are  permanent 
residents  of  these  homes.  Although  the  physio- 
pathologic limitations  of  these  patients  must  be 
considered,  rehabilitation  can  be  achieved  to 
some  degree  by  the  proper  utilization  of  the 
various  ancillary  services. 

The  health  and  welfare  agencies  on  Federal, 
State,  and  local  levels  as  well  as  the  general 
public  are  becoming  more  interested  in  develop- 
ing a well-organized,  comprehensive  program  for 
caring  for  the  chronically  ill,  including  the  el- 
derly. Therefore,  it  is  necessary  that  every 
physician  keep  himself  fully  informed  about  the 
various  community  resources  which  he  can 
employ  in  the  care  of  his  aged  patients. 

723  West  Delavan  Avenue 


References 

1.  Zeman,  F.  D.:  The  Institutional  Care  of  the  Aged, 

New  York.  Home  for  Aged  and  Infirm  Hebrews,  1952. 

2.  Krauss,  T.  C.:  Postgrad.  Med.  20:  597  (1956). 

3.  State  of  New  York  Department  of  Social  Welfare: 
Department  Regulations,  Appendix  C,  Article  17,  2.a.e., 
Bull.  No.  119. A,  June,  1956. 

4.  Monroe,  R.  T.:  Diseases  in  Old  Age,  Cambridge, 

Harvard  University  Press,  1951,  p.  367. 

5.  Division  on  Welfare  of  the  Aged,  Welfare  and  Health 
Council  of  New  York  City:  Homes  for  the  Aged,  Sept.,  1955, 
p.  13. 

6.  Roberts,  S.:  Personal  communication. 

7.  Krauss,  T.  C.,  in  Morelewicz,  H.  V.,  and  Dozoretz,  L.: 
New  York  State  J.  Med.  55:  2331  (Aug.  15)  1955. 

8.  Goldfarb,  A.,  and  Turner,  H.:  Am.  J.  Psychiat.  109: 
916  (June)  1953. 

9.  National  Committee  on  Aging  of  the  National  Welfare 

Assembly:  Standards  of  Care  for  Older  People  in  Institu- 

tions, 1953,  p.  50. 


June  1,  1957 


1899 


Primary  Carcinoma  of  the  Fallopian  Tube 


JOHN  W.  LATCHER,  M.D.,  F.A.C.S.,  ONEONTA,  NEW  YORK 
( From  the  Fox  Memorial  Hospital) 


The  rarity  with  which  cancer  arises  in  the 
mucosa  of  the  fallopian  tube  makes  it  one  of 
the  more  interesting  types  of  gynecologic  neo- 
plasms, and  its  extreme  malignancy  calls  for  a 
high  index  of  suspicion  on  the  part  of  the  physi- 
cian if  early  diagnosis  is  to  be  made  and  adequate 
treatment  effected  in  time  to  arrest  the  disease. 

The  literature  is  replete  with  authoritative 
articles  dealing  with  the  diagnosis  and  treatment 
of  this  condition,  and  in  the  present  state  of  our 
knowledge  there  is  little  that  can  be  added.  A 
survey  of  these  papers,  however,  leaves  the  dis- 
tinct impression  that  primary  tubal  carcinoma 
occurs  more  frequently  than  is  generally  be- 
lieved and  that  the  reporting  of  new  cases  which 
come  to  light  ma}'  serve  to  emphasize  more 
strongly  the  fact  that  it  must  always  be  con- 
sidered when  the  differential  diagnosis  of  obscure 
pelvic  disease  confronts  the  clinician. 

As  nearly  as  can  be  determined,  the  first  report 
of  tubal  carcinoma  was  made  in  a sketch  in  an 
atlas  by  Eenaud  in  1847,  according  to  Wechsler,1 
who  also  pointed  out  that  ovarian  carcinoma  in- 
vading a hydrosalpinx  could  produce  a very  simi- 
lar picture.  Martzloff2  states  that  in  1886  Orth- 
mann  reviewed  13  cases  which  had  been  pub- 
lished prior  to  that  time  and  rejected  all  as  second- 
ary to  primary  foci  in  the  uterus  and  ovary.  One 
case  of  his  own  was  recorded  in  detail,  and  he  is 
thus  generally  credited  with  the  first  accurate 
description  of  the  tumor. 

Since  that  time  numerous  cases  have  been  re- 
ported. An  attempt  to  ascertain  an  accurate 
total  would  be  of  academic  interest  only  and  in 
all  probability  would  be  of  doubtful  accuracy. 
Doran3  and  others  have  stated  that  the  same  case 
is  at  times  reported  by  more  than  one  author  with 
consequent  duplication  and  that  in  any  survey  of 
the  literature  cases  may  be  overlooked.  It  is  also 
evident  that  some  of  the  recorded  cases  are  of 
doubtful  authenticity,  as  Orthmann’s  analysis 
clearly  demonstrates. 

Emge4  in  1948  estimated  the  total  of  reported 
cases  at  that  time  to  be  in  the  neighborhood  of 
500.  Carpenter  and  Jameson5  in  a review  pub- 


lished in  1952  collected  504  cases,  and  Goldberg's 
report,6  which  is  the  most  recent  available, 
brings  the  total  to  522. 

The  actual  incidence  is  estimated  by  various 
authors2- 4 7-9  at  0.3  to  0.5  per  cent  of  all  tumors 
of  the  female  genital  tract.  More  meaningful  to 
the  average  clinician,  however,  is  the  incidence  of 
tubal  carcinoma  in  a large  series  of  gynecologic 
admissions  to  various  hospitals.  In  a total  of  180,- 
347  gynecologic  admissions  in  large  cities  includ- 
ing New  York,  Baltimore,  Chicago,  and  Mon- 
treal,9-16 there  have  been  26  recorded  cases,  a 
percentage  incidence  of  0.14  per  cent.  The  actual 
occurrence  as  far  as  the  nation  at  large  is  con- 
cerned is  probably  appreciably  more  since  many 
cases  must  be  undiscovered  or  unreported. 

It  would  seem  that  the  incidence  is  increasing, 
probably  because  of  more  careful  histologic  study 
of  gynecologic  specimens  and  an  increasing  tend- 
ency to  report  newly  discovered  cases.  Parsons8 
confirms  this  by  his  statement  that  up  to  1932  he 
was  unable  to  find  a single  instance  of  primary 
tubal  cancer  in  the  files  of  the  Massachusetts 
General  Hospital,  but  between  1932  and  his  re- 
port in  1939  six  cases  had  come  to  light. 

While  primary  tubal  cancer  may  occur  at  any 
age  from  eighteen  to  eighty,  according  to  Stern 
and  Hanley,17  it  is  an  affliction  which  seems  to 
offer  its  greatest  threat  to  women  in  the  meno- 
pausal age  group,  the  majority  of  reported  cases 
falling  between  the  ages  of  forty  and  sixty.  This 
is  borne  out  by  Wechsler,1  in  whose  series  66  per 
cent  of  the  cases  occurred  in  the  forty  to  fifty-five- 
year  age  group. 

Etiology 

Although  the  fallopian  tube,  the  uterus,  and 
the  cervix  all  have  a common  origin  in  the  mul- 
lerian  system,  the  uterus  and  cervix  are  much 
more  likely  to  be  afflicted  with  malignant  disease 
than  is  the  tube.  Ayre  and  his  associates14  postu- 
late that  this  enormous  variation  in  the  apparent 
susceptibility  of  the  two  sites  may  be  explained 
by  the  fact  that  the  epithelium  of  the  uterus  and, 
to  a lesser  degree,  that  of  the  cervix  is  constantly 
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in  a state  of  flux  as  a result  of  menstruation  and 
of  pregnancy  and,  in  addition,  is  more  exposed  to 
injury  than  is  the  tubal  epithelium.  The  latter 
is  well  protected  and  relatively  inactive,  evincing 
only  minimal  response  to  the  vascular  and  hor- 
monal influences  accompanying  pregnancy  and 
menstruation.  Therefore,  it  has  little  opportu- 
nity for  unusual  cellular  activity  and  overgrowth. 

The  role  of  inflammation,  if  any,  in  the  genesis 
of  tubal  carcinoma  is  by  no  means  clear,  and 
opinion  in  this  regard  is  notable  for  its  lack  of 
unanimity.  Such  authorities  as  Sanger  and 
Barth,18  Ewing,19  and  Norris20  are  united  in  feel- 
ing that  it  is  of  definite  etiologic  significance. 
Frank21  states  unequivocally  that  nowhere  else  in 
the  genital  tract  is  the  relationship  between 
carcinoma  and  chronic  irritation  more  clear-cut. 
On  the  other  hand,  McGoldrick  and  his  co- 
workers22 feel  that  inflammation  is  not  a con- 
tributing factor  and  point  out  in  this  connection 
that  the  relative  frequencies  of  the  two  processes 
are  strongly  against  such  a relationship.  They 
mention  the  fact  that  carcinoma  can  often  be 
found  in  tubes  which  show  no  demonstrable 
evidence  of  inflammatory  reaction  and  that  where 
the  two  are  seen  in  conjunction,  the  inflammation 
may  well  be  a result  of  neoplastic  involvement,  a 
view  in  which  Finn  and  Javert9  concur.  This 
seems  to  be  demonstrated  in  the  second  case  re- 
ported below,  in  which  the  involved  tube  showed 
chronic  inflammation,  while  the  opposite  tube  was 
completely  normal.  Parsons8  inclines  to  the  im- 
pression that  while  salpingitis  cannot  be  accepted 
as  the  sole  precursor  of  tubal  cancer,  it  may  often 
be  a predisposing  factor. 

Pathology 

Various  morphologic  types  of  tubal  carcinoma 
have  been  described,  and  in  general,  these  are 
classified  in  three  groups,  including  papillary, 
adenomatous,  and  alveolar  varieties.  These  sub- 
divisions tend  to  be  confusing  and  offer  little 
advantage  since  the  early  stage  of  the  disease  is 
felt  to  be  always  of  the  papillary  type.  As  growth 
and  development  take  place,  the  cellular  elements 
may  assume  a pseucloglandular  or  almost  solid 
appearance. 

There  is  general  agreement  that  the  neoplasm 
arises  in  the  endosalpinx  and  only  involves  the 
tubal  wall  in  the  more  advanced  stages.  The 
finding  of  neoplastic  elements  in  the  muscularis 
without  evident  mucosal  involvement  would 


strongly  suggest  a primary  site  elsewhere,  most 
commonly  in  the  ovary  or  uterus. 

Grossly,  the  involved  tube  exhibits  varying 
degrees  of  distention,  ranging  from  a clinically 
insignificant  hydrosalpinx,  as  in  the  second  case 
herewith  reported,  to  truly  enormous  size.  In  one 
instance,  cited  by  Norris,20  the  tube  was  found  to 
contain  2 quarts  of  fluid.  The  more  advanced 
cases  generally  show  great  distortion  and  disten- 
tion of  the  tube,  and  it  is  often  club-shaped  and 
blunted. 

According  to  McGoldrick22  the  tumor  origi- 
nates in  the  distal  end  of  the  tube  in  70  per  cent 
of  the  cases  with  resultant  agglutination  of  the 
fimbriae,  closure  of  the  abdominal  ostium,  and 
production  of  a hydrosalpinx.  This  is  perhaps  a 
fortunate  circumstance  since  it  may  prevent 
spread  and  peritoneal  implantation  of  malignant 
cells  which  might  otherwise  emerge  from  the  open 
tube.  The  remaining  30  per  cent  of  cases,  in 
which  the  tumor  arises  in  or  near  the  tubal 
isthmus,  are  accordingly  felt  to  have  a graver 
prognosis  since  occlusion  in  this  region  tends  to 
occur  early  with  the  resultant  possibility  of  extru- 
sion of  cancer  cells  from  the  uninvolved  and  open 
ostium  and  consequent  peritoneal  dissemination. 

In  general,  the  most  important  route  of  spread 
of  tubal  carcinoma  is  by  way  of  the  lymphatics. 
The  rich  lymphatic  supply  of  the  tubal  epi- 
thelium, as  demonstrated  by  Sampson,23  provides 
channels  through  which  growth  can  take  place 
with  extension  to  the  lymphatics  along  the 
superior  edge  of  the  broad  ligament,  the  infun- 
dibulopelvic  ligament,  and  thence  to  the  iliac, 
aortic,  and  lumbar  lymph  nodes.  Retrograde 
growth  to  involve  the  uterine  body  may  occur, 
and  the  lymphatics  of  the  round  ligament  afford 
a direct  path  to  the  inguinal  glands.  In  this 
fashion  distant  metastases  are  likely  to  occur 
early  in  the  patient’s  course  and  may  often  be 
detected  before  the  primary  site  becomes  evident. 
Although  metastatic  spread  is  stated  to  be  con- 
fined to  the  pelvis  and  lower  abdomen  in  the 
majority  of  cases,  localization  in  such  distant 
organs  as  the  liver,  lungs,  stomach,  spleen,  di- 
aphragm, and  supraclavicular  nodes  has  been  re- 
ported. 

Direct  intraperitoneal  dissemination  by  pas- 
sage through  the  unobstructed  tubal  ostium  is  not 
infrequent,  and  while  some  authorities  state  that 
this  is  rare  or  nonexistent,  one  has  only  to  con- 
sider the  similar  spread  of  carcinoma  of  the 
uterine  corpus  or  the  production  of  endometrial 
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implants  on  the  pelvic  peritoneum  to  realize  that 
this  mechanism  is  probably  second  in  importance 
only  to  lymphatic  transport  as  a means  of  exten- 
sion of  the  neoplasm. 

In  this  connection  gentleness  should  be  used  in 
carrying  out  pelvic  examinations  where  tubal  car- 
cinoma may  be  a possibility  since  it  is  conceivable 
that  vigorous  manipulation  might  cause  malig- 
nant cells  to  be  squeezed  from  the  tubal  ostium 
much  as  toothpaste  is  from  a tube.  In  similar 
fashion  the  solid  Hegar  type  of  cervical  dilator, 
commonly  used  in  carrying  out  diagnostic  curet- 
tage of  the  uterus,  might  serve  as  a piston,  fitting 
snugly  in  the  cervical  canal,  and  thereby  literally 
blow  cancer  cells  onto  the  peritoneal  surfaces 
which  form  such  a fertile  bed  for  their  reception. 
These  are  small  points,  but  they  could  be  of  vital 
importance  in  the  eventual  outcome. 

Extension  by  vascular  permeation  is  probably 
extremely  infrequent,  as  is  invasion  of  the  tubal 
wall  and  spread  by  contiguity  and  continuity, 
which,  if  it  takes  place  at  all,  occurs  late  in  the 
process,  usually  after  distant  metastases  have 
occurred. 

Diagnosis 

Of  all  tumors  of  a malignant  nature  involving 
the  female  genital  tract,  the  preoperative  diag- 
nosis of  primary  cancer  of  the  Fallopian  tube  is 
the  most  difficult  and  unquestionably  the  least 
often  made.  Emge4  in  1948  stated  that  in  only 
three  reported  cases  up  to  that  time  had  the  cor- 
rect diagnosis  been  arrived  at  prior  to  surgical 
exploration  or  autopsy.  One  must  conclude  that 
this  situation  exists  primarily  because  of  the  ex- 
treme rarity  of  tubal  carcinoma  and  the  conse- 
quent failure  of  the  clinician  to  consider  it  as  a 
diagnostic  possibility.  Parsons8  feels  that  the 
relative  inaccessibility  of  the  lesion,  “beyond  the 
wound  of  probe  or  sound,”  to  quote  a justly 
famed  obstetric  ballad,  makes  the  diagnosis  diffi- 
cult. Neither  curettage,  x-ray,  nor  in  the  early 
cases  bimanual  palpation  is  likely  to  give  the 
physician  a satisfactory  lead. 

Regarding  symptomatology,  Martzloff2  states 
that  localized,  cramplike  abdominal  pain,  fol- 
lowed and  relieved  by  the  onset  of  a vaginal  dis- 
charge which  may  be  blood-tinged,  and  accom- 
panied by  a palpable  abdominal  tumor  is  strongly 
suggestive  of  a tubal  neoplasm.  However,  this 
train  of  symptoms,  which  actually  seems  to  have 
occurred  in  a minority  of  reported  cases,  can  also 
be  an  accompaniment  of  many  other  more  com- 


mon gynecologic  maladies.  Approximately  half 
of  the  recorded  cases  have  exhibited  some  ab- 
normal vaginal  discharge  or  bleeding,  often  small 
in  amount,  but  frequently  persistent  or  continu- 
ous. 'When  organic  disease  of  the  uterus,  cervix, 
vagina,  and  urinary  tract,  as  well  as  recent  preg- 
nancy, can  be  excluded,  the  occurrence  of  such  a 
symptom  should  provide  a basis  for  the  alert 
individual  to  suspect  the  existence  of  primary 
tubal  cancer. 

Martzloff2  suggests  the  use  of  hysterosal- 
pingography  as  a diagnostic  aid  and  is  inclined  to 
minimize  the  attendant  dangers,  but  on  careful 
consideration  one  finds  it  difficult  to  justify  this 
procedure  any  more  than  one  could  justify"  the 
intentional  rupture  of  a malignant  ovarian  cyst 
to  facilitate  its  removal.  The  adherence  of  the 
tubal  fimbriae  in  the  presence  of  tubal  carcinoma 
is  often  of  a delicate  nature,  and  the  increased 
intraluminal  pressure  necessary  to  introduce  the 
contrast  medium  might  well  be  sufficient  to  open 
the  ostium  widely,  thereby-  liberating  large  num- 
bers of  neoplastic  cells  capable  of  implantation 
and  growth.  In  consequence  the  performance  of 
salpingograms  is  mentioned  only-  to  be  con- 
demned. 

The  study-  of  cy-tologic  smears  taken  from  the 
vagina  and  cervix  offers  definite  promise  of  mak- 
ing the  earlier  diagnosis  of  these  obscure  lesions 
possible.  MacLean24  reports  that  by  the  use  of  a 
plastic  cervical  cap  to  collect  secretions  for  cyto- 
logic examination,  he  was  able  to  make  a definite 
preoperative  diagnosis  of  tubal  carcinoma  in  a 
patient  in  whom  no  pelvic  tumor  was  palpable. 
Fidler  and  Lock,25  reporting  four  cases  of  primary- 
carcinoma  of  the  tube,  state  that  in  three  of  them 
preoperative  cytologic  study  of  cervical  secretions 
revealed  cancer  cells  which  were  morphologically- 
suggestive  of  adenocarcinoma  of  the  tube. 
Avre14  feels  that  the  increasing  use  of  cytologic 
studies  in  screening  programs  will  result  in  the 
earlier  diagnosis  of  tubal  cancer. 

Prognosis 

The  outlook  for  the  woman  suffering  from  pri- 
mary tubal  cancer  is  extremely  dark.  Parsons8 
makes  the  statement  that  it  is  not  only-  the  most 
malignant  tumor  of  the  female  genital  tract,  but 
also  it  possesses  the  highest  degree  of  malignancy- 
of  any  tumor  in  the  body-.  While  those  who  have 
watched  the  inexorable  spread  of  choriocarcinoma 
might  take  issue  with  this  point  of  view,  one 
would  not  be  inclined  to  quibble  over  the  fact  that 
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the  eventual  mortality  rate  in  carcinoma  of  the 
tube  is  extremely  high. 

An  accurate  survival  rate  is  difficult  to  ascer- 
tain since  the  published  reports  yield  few  cases 
with  an  adequate  follow-up  and  in  many  in- 
stances treatment  was  inadequate  by  present-day 
standards.  Although  the  majority  of  patients 
are  dead  within  eighteen  months  of  the  time  the 
diagnosis  is  made,  there  are  reports  of  individuals 
who  have  lived  over  four  years,  only  to  die  of 
recurrent  disease.  It  would  seem  advisable, 
therefore,  to  use  the  standard  five-year  survival 
period  as  the  minimum  acceptable  for  arrest  of 
the  process.  Taking  this  as  a criterion,  the  cure 
rate  ranges  between  2 and  5 per  cent,  with 
Emge’s2  figure  of  3 per  cent  impressing  one  as 
essentially  correct. 

One  need  not  dwell  on  the  fact  that  the  com- 
bination of  a viciously  malignant  tumor  and  the 
usual  delay  in  arriving  at  a correct  diagnosis 
spells  disaster  for  the  patient;  by  the  time 
definitive  treatment  can  be  undertaken,  the 
rapid  spread  of  the  disease  often  renders  its  com- 
plete removal  out  of  the  question. 

Treatment 

In  the  past  the  treatment  of  tubal  carcinoma 
was  largely  confined  to  simple  total  hysterectomy 
with  or  without  postoperative  roentgen  therapy. 
With  the  increasing  application  of  radical  surgical 
procedures  to  the  treatment  of  genital  tract  can- 
cer, particularly  involving  the  cervix,  and  the 
apparent  cure  of  malignant  disease  that  a few 
years  ago  would  have  been  classed  as  hopeless,  it 
must  be  concluded  that  a more  vigorous  and  ex- 
tended surgical  attack  on  tubal  cancer  would  be 
rewarding.  With  the  safety  of  such  procedures 
at  present,  the  minimum  surgical  approach  to 
this  lesion  today  should  include  a radical  hyster- 
ectomy and  bilateral  salpingo-oophorectomy,  to- 
gether with  extensive  resection  of  the  pelvic 
lymphatic  channels  and  nodes. 

If  such  surgery  is  adequately  carried  out,  there 
should  be  little  or  no  indication  for  radiation 
therapy,  which  in  the  past  has  made  at  best  a 
questionable  contribution  to  the  cure  of  carci- 
noma of  the  tube.  Martzloff2  concluded  that  in 
most  cases  there  was  an  absence  of  factual  support 
for  the  recommendation  of  deep  x-ray  therapy 
after  surgery. 

With  increased  awareness  of  this  disease  as  a 
diagnostic  possibility,  with  cytologic  studies  of 


cervical  and  vaginal  secretions  seeming  to  offer  a 
definite  possibility  of  earlier  detection  and  treat- 
ment, and  with  the  employment  of  much  more 
radical  surgical  procedures,  it  seems  justifiable  to 
adopt  a more  optimistic  viewpoint  regarding  the 
prognosis  in  tubal  cancer  than  has  been  possible 
in  the  past. 

Case  Reports 

Case  1. — Mrs.  B.  S.,  a forty-year-old,  white  house- 
wife, was  admitted  to  the  Fox  Memorial  Hospital  on 
November  28,  1947,  with  complaints  of  lower 
abdominal  pain  and  swelling  in  the  left  lower  abdo- 
men. The  patient  had  been  under  the  care  of  her 
family  physician  for  about  one  year  with  vague  com- 
plaints of  nervous  tension,  “gas,”  indigestion,  and 
stomach  trouble.  About  two  months  prior  to  hos- 
pitalization she  noted  dull,  constant  lower  abdominal 
pain,  not  severe,  and  no  more  marked  on  one  side 
than  on  the  other.  In  addition,  she  experienced  some 
increased  frequency  of  urination  with  occasional 
urgency.  Her  appetite  had  been  rather  poor,  and 
she  had  lost  about  12  pounds  in  weight.  She  had 
always  been  moderately  constipated,  but  there  had 
been  no  recent  change  in  bowel  function.  Her  men- 
strual cycle,  normally  twenty-one  days  in  length, 
had  become  somewhat  irregular  during  the  past 
year.  Aside  from  a moderate  mucoid  vaginal  dis- 
charge prior  to  the  onset  of  menstruation,  there  had 
been  no  essential  change  in  her  periods,  which  lasted 
seven  days  with  profuse  flow  for  the  first  forty-eight 
hours.  One  week  before  admission  she  first  noted  a 
mass  in  the  left  lower  abdomen  which  she  called  to 
the  attention  of  her  physician.  Hospitalization  was 
advised. 

Her  family  history  and  personal  habits  were  not 
remarkable.  General  health  had  always  been  good 
in  the  past,  her  only  serious  illness  being  an  attack 
of  poliomyelitis  at  the  age  of  seventeen,  which  left 
her  with  no  residual  weakness  or  paralysis.  She 
stated  that  a tumor,  nature  unknown,  had  been  re- 
moved vaginallv  in  Canada  in  1931  but  that  she 
had  had  no  other  operations.  She  had  been  married 
for  eighteen  years  and  had  an  apparently  uncompli- 
cated spontaneous  miscarriage  seventeen  years  ago. 
There  were  no  subsequent  pregnancies. 

Physical  examination  revealed  a thin,  sallow, 
white  woman  appearing  in  good  general  health. 
General  examination  was  essentially  unremarkable. 
Abdominal  palpation  disclosed  a tense,  slightly 
tender,  ovoid  mass  which  was  fixed,  smooth,  and 
elastic.  It  apparently  arose  from  the  pelvis  just  to 
the  left  of  the  midline  and  extended  two  thirds  of  the 
way  to  the  umbilicus.  Vaginal  examination  showed 
a negative  vagina  and  cervix.  The  uterus  seemed 
to  be  moderately  enlarged  and  anterior  in  position, 
pushed  somewhat  to  the  right  by  a fixed  cystic  mass 
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in  the  region  of  the  left  ovary.  The  right  tube  and 
ovary  were  moderately  enlarged  and  tender  and 
seemed  adherent.  Rectal  examination  added  no 
further  significant  information. 

Urine  and  blood  studies  were  within  the  normal 
range. 

It  was  felt  that  the  physical  findings  indicated  the 
presence  of  a left  ovarian  cyst,  probably  benign,  and 
either  intraligamentary  in  position  or  associated  with 
old  pelvic  inflammatory  disease  and  extensive  adhe- 
sions. 

On  November  24,  1947,  under  cyclopropane- 
oxygen-ether  anesthesia  the  abdomen  was  entered 
through  a median  subumbilical  incision.  On  enter- 
ing the  peritoneal  cavity  the  omentum  was  found 
adherent  to  the  vesical  reflection  of  peritoneum  by 
fibrous  adhesions,  which  were  freed.  Exploration  of 
the  liver,  gallbladder,  stomach,  and  colon  was  com- 
pletely negative.  The  left  side  of  the  pelvis  was 
occupied  by  a large  cystic  tumor  which  lay  between 
the  layers  of  the  broad  ligament  with  the  round  liga- 
ment stretched  over  its  superior  surface  and  the 
sigmoid  colon  densely  adherent  to  its  lateral  aspect. 
The  left  tube  was  swollen,  distorted,  thickened,  and 
intimately  bound  to  the  cyst  with  fibrous  adhesions. 
The  uterus  was  pushed  to  the  right,  and  the  right 
tube  was  markedly  thickened,  retort-shaped,  and 
adherent  to  the  ovary,  with  the  fimbriated  end 
closed.  The  right  ovary  showed  several  follicular 
cysts.  Because  of  the  extensive  nature  of  what  was 
believed  to  represent  an  old  inflammatory  process, 
as  well  as  the  large  left  ovarian  cyst,  total  abdominal 
hysterectomy,  bilateral  salpingo-oophorectomy,  and 
appendectomy  were  performed  with  some  diffi- 
culty but  without  perforating  either  tube  or  the 
ovarian  cyst.  It  should  be  noted,  however,  that  the 
true  nature  of  the  disease  process  in  the  tubes  was 
unsuspected  until  the  specimen  was  sectioned  at  the 
conclusion  of  the  operation. 

Convalescence  was  uneventful,  and  the  patient 
was  ambulatory  on  the  morning  of  the  first  post- 
operative day.  The  highest  temperature  elevation, 
to  101.6  F.,  occurred  on  the  second  postoperative 
day.  She  was  discharged  in  good  condition  on  the 
tenth  postoperative  day  with  her  incision  well 
healed. 

Pathologic  stud}’*  of  the  specimen  was  as  follows: 
“Gross:  The  specimen  consists  of  a previously 

opened  uterus  with  cervix  and  adnexae.  The  uterus 
is  small  and  distorted.  It  measures  7.5  cm.  on  its 
longest  axis.  The  other  uterine  dimensions  are 
indeterminate.  The  cervix  is  not  grossly  remarkable. 
The  endometrium  is  generally  smooth,  averaging  1 
to  2 mm.  in  thickness,  and  is  not  noteworthy. 
Present  in  the  myometrium  in  the  region  of  the  right 
cornu  of  the  uterus  anteriorly  is  a leiomyoma,  well 


* Performed  by  John  J.  Clemmer,  M.D.,  Bender  Hygienic 
Laboratory,  Albany,  New  York. 


Fig.  1.  Case  1—  The  lumen  of  the  right  tube  is  filled 
with  an  almost  solid  mass  of  neoplasm  showing  a tend- 
ency to  papillary  arrangement  of  cells.  Note  the  ab- 
sence of  any  tendency  to  invade  the  tubal  wall.  The 
tumor  in  the  opposite  tube  was  identical  in  appearance 
and  behavior. 

demarcated  from  the  myometrium,  which  has  been 
previously  split,  and  which  measures  3.5  cm.  in  its 
greatest  diameter.  The  fallopian  tubes  are  greatly 
distorted  and  distended,  with  the  left  somewhat 
larger  than  the  right. 

“The  right  tube  varies  in  diameter  from  0.9  cm. 
in  the  proximal  portion  to  2 cm.  in  the  distal  fimbri- 
ated end.  The  fimbriae  are  not  grossly  apparent, 
but  in  their  place  are  a number  of  cystic  swellings, 
which  with  the  end  of  the  tube  closed  produces  a 
knobby  appearance.  The  tube  in  its  distal  portion 
appears  intimately  fused  with  the  ovary,  w’hich  is 
present  below’  the  fimbriated  end  of  the  tube,  is 
small,  and  contains  a yellowish,  thick-walled  cystic 
structure.  Sections  of  the  right  tube  proximally 
show’  a dense,  pale,  thick  wall  and  a narrow  lumen. 
Sections  in  the  distal  portion  show  the  walls  to  be 
thinner  and  the  lumen  larger.  In  these  areas  there 
is  present  in  the  lumen  of  the  tube  a granulating, 
fungating  mass  of  pale,  somew’hat  friable  material 
which  has  the  consistency  of  tissue.  This  is  present 
up  to  the  termination  of  the  tube.  Also  around  the 
w’all  of  the  tube  are  several  multiloculated  cystic 
structures.  The  midportion  of  the  tube  is  dilated 
and  contains  a greenish  gelatinous  material.  The 
wall  of  the  right  tube  is  generally  everywhere  grossly 
apparent  (Fig.  1). 

“The  left  tube  is  much  larger  than  the  right  and  is 
arched  over  a large  cystic  left  ovary.  The  tube 
varies  from  1.2  to  3 cm.  in  diameter,  and  sections 
show  pale,  fungating,  friable  tissue  which  replaces 
almost  the  entire  lumen  of  the  tube.  The  wall  of 
the  tube  is  generally  well  demarcated  but  appears  to 
be  superficially  involved  by  the  tissue  previously 
noted.  The  fimbriae  of  the  tube  are  also  not  appar- 
ent, the  tube  appearing  to  end  blindly  and  to  be  in- 
timately fused  to  the  ovary.  In  the  terminal  portion 
the  large  granulomatous  mass  of  tissue  present  in  the 
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tube  appears  to  have  eroded  into  the  large  cyst  of 
the  ovary  and  has  produced  a fungating  mass  at  that 
point.  The  left  tube  and  ovary  in  bulk  measures  9 
by  7.5  by  5.5  cm.  The  ovary  is  entirely  cystic  and 
is  seen  to  consist  of  three  of  four  large  cyst  cavities 
lined  by  smooth  glistening  membrane.  In  one  cav- 
ity previously  mentioned  there  is  ari  erosion  of  fun- 
gating tissue  through  the  left  tube  into  the  cavity 
lumen. 

“Microscopic:  Sections  through  the  gross  lesion 

in  the  tubes  and  ovary  show  dense  masses  of  typical 
columnar  epithelial  cells  supported  by  thin  fibrous 
stalks  in  papilliferous  or  acinous  arrangement.  The 
cells  have  abundant  granular  acidophilic  cytoplasm 
with  hyperchromatic  basophilic  nuclei  showing 
prominent  nucleoli  and  varying  markedly  in  size  and 
■shape.  Numerous  mitotic  figures  are  seen.  In  areas 
the  neoplasm  shows  necrosis,  and  there  is  a general 
well-marked  leukocytic  infiltration.  There  is  super- 
ficial infiltration  into  the  walls  of  the  tubes,  and  the 
section  of  the  ovary  shows  extensive  encroachment 
of  neoplastic  tissue.  This  neoplasm  in  both  gross 
and  microscopic  characteristics  is  compatible  with 
origin  from  the  tubal  mucosa. 

“ Diagnosis : Adenocarcinoma  of  fallopian  tubes, 
bilateral,  with  extension  to  left  ovary;  leiomyoma 
of  uterus;  multiple  follicular  cysts  of  ovary;  endo- 
metrium, secretory  phase;  chronic  cervicitis.” 

Following  her  discharge  from  the  hospital  the 
patient  was  given  a total  of  6,000  r of  deep  x-ray 
therapy  to  the  pelvis  through  two  anterior  and  two 
posterior  fields.  She  was  well  until  July  14,  1949, 
when  she  noted  the  sudden  onset  of  a right  hemi- 
plegia and  aphasia  and  was  again  admitted  to  the 
hospital.  Although  there  was  no  evidence  of  recur- 
rent tumor  in  the  abdomen  or  pelvis,  a neurologic 
consultant  felt  that  the  clinical  picture  was  probably 
due  to  cerebral  metastases  of  the  tubal  carcinoma. 
She  was  discharged  from  the  hospital  on  July  27, 
1949,  still  hemiplegic  and  aphasic,  but  in  good  gen- 
eral condition.  She  showed  gradual  improvement, 
and  at  the  end  of  three  months  she  was  able  to  move 
the  right  arm  and  leg  fairly  well,  and  to  some  degree 
had  regained  her  power  of  speech.  Subsequently  she 
had  several  other  episodes  of  paralysis,  transitory 
and  less  severe,  and  it  eventually  became  obvious 
that  the  cerebral  lesion  was  probably  vascular  rather 
than  metastatic.  She  was  last  seen  in  August,  1954, 
at  which  time  she  was  in  good  general  health  and 
able  to  care  for  her  own  home  in  spite  of  a moderate 
residual  right-sided  motor  weakness  and  spasticity. 
Examination  of  her  abdomen  and  pelvis  revealed 
nothing  to  suggest  a recurrence  of  her  malignant 
disease. 

Case  2. — Mrs.  P.  P.,  a sixty-four-year-old,  white 
widow,  was  admitted  to  the  Fox  Memorial  Hospital 
on  March  29,  1954,  with  a history  of  moderate 
bloody  vaginal  discharge  for  the  previous  six  weeks. 


She  had  previously  been  a patient  in  1950  when  a 
Manchester  type1  vaginal  repair  had  been  carried  out 
for  the  relief  of  procidentia.  Prior  to  that  time  she 
had  noted  occasional  spotting,  but  preliminary 
curettage  had  revealed  no  evidence  of  malignancy, 
and  she  had  had  no  further  vaginal  bleeding  from 
the  time  of  her  operation  until  the  onset  of  her 
present  illness.  Spotting  was  at  first  pinkish  in 
character  and  intermittent  but  had  gradually  be- 
come brighter  and  more  persistent.  Together  with 
this  she  had  noted  some  feelings  of  fullness  and  pres- 
sure in  the  pelvis  but  no  actual  pain.  Bladder  and 
bowel  function  were  completely  normal. 

Her  personal  and  family  history  were  not  remark- 
able save  for  the  fact  that  her  father  died  of  cancer 
of  the  stomach  at  the  age  of  fifty-four.  Her  general 
health  had  always  been  excellent  with  no  illnesses  or 
operations  other  than  the  previously  noted  vaginal 
repair.  She  had  one  child,  who  was  living  and  in 
good  health,  and  she  had  experienced  a normal 
menopause  at  the  age  of  fifty-two. 

Physical  examination  disclosed  a thin,  elderly, 
white  woman  appearing  in  good  health.  General 
examination  showed  no  abnormalities  other  than  a 
blood  pressure  of  164/80  and  questionable,  moder- 
ate, left-sided  cardiac  enlargement  to  percussion. 
Abdominal  palpation  was  not  remarkable.  Pelvic 
examination  revealed  a stenosed  and  atrophic  vagina 
which  admitted  one  finger  snugly.  The  cervix  was 
flush  with  the  upper  vault  as  a result  of  previous 
amputation;  the  uterus  was  tiny,  in  midretrover- 
sion, and  freely  mobile.  The  adnexa  could  not  be 
clearly  palpated.  Laboratory  studies  of  blood  and 
urine  were  negative  except  for  a trace  of  albumin  in 
the  voided  urine.  The  presumptive  diagnosis  was 
carcinoma  of  the  endometrium,  and  diagnostic 
curettage  was  advised. 

On  March  30,  1954,  under  intravenous  thiopental 
anesthesia  curettage  was  undertaken.  Because  of 
the  small  caliber  of  the  vagina  and  the  previously 
amputated  cervix,  instrumentation  was  extremely 
difficult,  and  definite  identification  of  the  cervical 
canal  was  impossible.  Access  to  the  uterine  cavity 
could  not  be  gained  even  with  a fine  probe,  and  after 
several  fruitless  attempts  to  enter  the  cervical  canal 
the  operation  was  abandoned  because  of  the  danger 
of  producing  a false  passage  or  perforating  the  uterus. 
It  was  still  presumed  that  the  patient  was  suffering 
from  an  endometrial  carcinoma,  but  it  was  felt  that 
hysterectomy  was  unwarranted  until  more  definite 
evidence  was  obtainable. 

The  situation  was  explained  to  the  patient,  and 
she  was  asked  to  return  for  re-examination  in  six 
weeks,  at  which  time  curettage  would  once  more  be 
attempted,  should  bleeding  still  be  present.  If  this 
was  again  found  to  be  impossible,  it  was  felt  that  the 
likelihood  of  fundal  malignancy  would  make 
hysterectomy  mandatory. 
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On  May  25,  1954,  she  was  again  admitted  to  the 
hospital.  Moderate,  painless  bleeding  had  continued 
daily  since  her  discharge.  There  was  no  essential 
change  in  her  physical  or  laboratory  findings  from 
those  on  the  previous  admission.  On  the  following 
morning,  under  spinal  pontocaine  anesthesia  sup- 
plemented with  intravenous  thiopental,  curettage 
was  attempted,  but  all  efforts  to  identify  and  tra- 
verse the  cervical  canal  met  with  failure.  Therefore, 
according  to  plan  the  abdomen  was  entered  through 
a median  subumbilical  incision.  Exploration  of  the 
liver,  gallbladder,  stomach,  omentum,  and  small 
and  large  bowel  was  negative.  Attention  being 
directed  to  the  pelvis,  the  uterus  was  found  to  be 
tiny,  atrophic,  and  grossly  normal.  The  left  tube 
and  ovary  were  not  remarkable.  The  right  tube  was 
distorted  and  retort-shaped  with  closure  of  the 
ostium,  obliteration  of  the  fimbriae,  and  dilatation 
of  the  distal  third  of  the  tube  to  a diameter  of  2 cm. 
( )n  palpation  this  portion  of  the  tube  was  felt  to  con- 
tain fluid,  and  a firm  tumor  mass  1 cm.  in  diameter 
was  felt  through  the  tubal  wall.  For  the  first  time 
it  was  realized  that  the  patient’s  symptoms  might 
be  due  to  tubal  rather  than  endometrial  carcinoma. 
Accordingly  total  hysterectomy  and  bilateral 
salpingo-oophorectomy  were  performed,  with  wide 
excision  of  the  infundibulopelvic  and  round  liga- 
ments. 

Pathologic  report*  was  as  follows:  “Gross:  The 

specimen  consists  of  an  opened  tiny  uterus  with  up- 
per cervix  measuring  4.5  by  2 bv  2 cm.  The  cut 
surface  is  whitish  and  smooth.  The  endometrium 
is  thin.  The  myometrium  is  narrow.  The  left  tube 
measures  4.5  by  0.3  by  0.3  cm.  The  fimbriae  are 
open,  and  on  section  the  tube  is  not  remarkable. 
The  left  ovary  is  hazelnut  size  and  on  section  shows 
corpora  albicantia.  The  right  tube  is  enlarged.  The 
proximal  portion  measures  0.4  by  0.4  cm.  On  sec- 
tion part  of  the  wall  is  thin,  the  lumen  is  wide,  and 
part  of  the  wall  is  thickened  and  whitish  in  color. 
The  tube  measures  9 cm.  in  length  with  the  distal 
G cm.  measuring  3 cm.  in  circumference.  At  the 
distal  end  is  a white  polypoid  growth  measuring  2.5 
by  2.5  by  1 cm.,  the  cut  surface  of  which  is  white 
and  smooth.  The  ovary  is  hazelnut  size  and  shows 
corpora  albicantia  on  section  and  one  small  cyst. 

“Microscopic:  Sections  taken  through  the  re- 

maining portion  of  the  cervical  region  show  a border 
of  columnar  epithelium.  In  the  stroma  are  thick- 
walled  vessels  and  muscle  fibers,  as  well  as  thin 
cervical  stroma.  In  the  sections  of  the  fundus  is  a 
thin  formation  of  endometrium,  composed  of  a few 
large  and  small  glands  lined  with  high  columnar 
epithelium.  No  tuft  formation  is  present,  and  the 
stroma  cells  are  few  and  small.  The  lower  border  of 
the  endometrium  is  irregular.  The  fibers  of  the 

* Examination  performed  by  C.  R.  Tuthill,  M.D.,  Otsego 
County  Laboratory,  Oneonta. 


Fig.  2.  Case  2 — Adenocarcinoma  of  right  tube. 
There  is  a definite  pseudoglandular  pattern  in  contrast 
to  the  more  solid  appearance  of  the  tumor  in  Case  1. 


myometrium  are  atrophic.  Most  of  the  vessels 
show  markedly  thickened  walls  and  narrowing  of 
the  lumen.  In  the  sections  of  the  right  tube  are 
found  no  fimbriae  except  one.  In  this  small  projec- 
tion are  numerous  lymphoid  cells.  Lymphoid  cells 
are  also  found  around  the  vessels  in  the  thickened 
muscularis  and  around  the  serosal  vessels.  In  one 
section  of  the  distal  portion  of  the  tube  is  found  a 
border  of  flattened  columnar  epithelium  ending  in  a 
projecting  growth  of  pseudoglands  lined  with  several 
layers  of  hyperchromatic  epithelial  cells  (Fig.  2). 
The  cytoplasm  is  of  irregular  amounts.  The  nuclei 
are  hyperchromatic  but  fairly  regular  in  size  and 
shape.  In  places  the  growth  is  distinctly  papillary, 
and  in  other  areas  it  occurs  as  a fairly  dense  growth 
of  pseudoglands.  Large  numbers  of  lymphoid  cells 
are  present,  as  are  macrophages  containing  blood 
pigment.  A second  section  is  similar  to  the  one  just 
described.  In  a third  fragment  is  a base  of  irregular 
thickness.  A few  tumor  cells  are  found  in  the  ves- 
sels along  the  serosa.  Also  present  are  numerous 
lymphoid  cells,  large  areas  containing  blood-pig- 
mented macrophages,  and  intercellular  hemorrhage. 

“Diagnosis:  Chronic  salpingitis,  right  fallopian 

tube,  with  distal  papillary  adenocarcinoma;  senile 
atrophy  of  uterus,  both  ovaries,  and  left  fallopian 
tube.” 

The  patient’s  convalescence  was  without  event. 
There  was  no  temperature  elevation.  She  was 
ambulatory  from  the  day  of  operation  and  was  dis- 
charged in  good  condition  on  the  ninth  postoperative 
day  with  a cleanly  healed  incision.  Because  of  the 
early  stage  of  the  lesion  it  was  felt  that  postoperative 
radiation  would  do  little  to  enhance  her  prospects 
of  complete  cure  and,  therefore,  was  not  advised. 

At  her  last  follow-up  examination  on  January  7, 
1955,  she  had  no  complaints  aside  from  occasional 
vague  discomfort  in  the  region  of  the  right  iliac 
fossa,  for  which  no  physical  basis  could  be  found. 
Abdominal  and  pelvic  examination  disclosed  no  evi- 


J90G 


New  York  State  J.  Med. 


PRIMARY  CARCINOMA  OF  FALLOPIAN  TUBE 


dence  of  recurrent  disease  approximately  eight 
months  postoperatively. 

By  way  of  commentary  it  will  be  noted  that  as 
in  a majority  of  previously  reported  cases,  in 
neither  of  the  above  instances  was  the  correct 
diagnosis  suspected  preoperatively.  In  Case  1, 
although  the  tubal  lesion  was  well  advanced,  the 
development  of  a large  ovarian  cyst  provided  an 
indication  for  operation,  which  apparently  was 
early  enough  and  sufficiently  radical  in  extent  to 
remove  the  neoplasm  completely.  In  Case  2 the 
fortuitous  combination  of  postmenopausal  bleed- 
ing and  an  impassable  cervical  canal  left  no  alter- 
native but  hysterectomy  for  presumed  corpus 
carcinoma,  with  the  result  that  the  tubal  carci- 
noma was  removed  in  a very  early  stage.  Had  it 
been  possible  to  carry  out  diagnostic  curettage,  it 
is  probable  that  because  of  the  absence  of  definite 
evidence  of  endometrial  cancer,  surgery  would 
have  been  delayed  beyond  the  point  where  cure 
could  be  hoped  for. 

Summary  and  Conclusions 

Primary  carcinoma  of  the  fallopian  tube  is  a 
rare  disease,  but  in  all  probability  it  is  somewhat 
more  common  than  available  statistics  would 
indicate.  Because  of  its  relative  infrequency  it  is 
generally  not  considered  in  the  differential  diag- 
nosis of  gynecologic  disease.  The  resultant  delay 
in  treatment  of  a lesion  which  is  highly  malignant 
to  begin  with  has  led  to  an  extremely  small  per- 
centage of  cures.  In  the  future  earlier  diagnosis 
by  means  of  cytologic  studies  should  lead  to  the 
more  prompt  application  of  radical  surgical  tech- 


nics with  the  prospect  of  greater  salvage.  Two 
cases  of  primary  tubal  carcinoma  with  survival 
periods  of  seven  years  and  eight  months,  respec- 
tively, are  reported  in  detail. 

76  Chestnut  Street 


References 

1.  Wechsler,  H.  F.:  Arch.  Path.  2:  161  (1926). 

2.  Martzloff,  K.  H.:  Am.  J.  Obst.  & Gynec.  40:  804 

(1940). 

3.  Doran,  A.  J.:  Obst.  & Gynaec.  Brit.  Emp.  17:  1 

(1910). 

4.  Emge,  L.  A.:  West.  J.  Surg.  56:  334  (1948). 

5.  Carpenter,  R.  J.,  Jr.,  and  Jameson,  J.  W.:  Am.  J. 

Surg.  83:  595  (1952). 

6.  Goldberg,  1.:  Am.  J.  Obst.  & Gynec.  68 : 1 169  (1954). 

7.  Mitchell,  R.  M.,  and  Mohler,  R.  W.:  Am.  J.  Obst.  & 
Gynec.  50:  283  (1945). 

8.  Parsons.  L.:  New  England  J.  Med.  221  : 367  (1939). 

9.  Finn,  W.  F.,  and  Javert,  C.  T.:  Cancer  2 : 803  (1949). 

10.  TeLinde.  R.  W.,  cited  by  Martzloff,  K.  H.:  Am.  J. 
Obst.  & Gynec.  40:  804  (1940). 

11.  Wharton,  L.  R.,  and  Krock,  F.  H. : Arch.  Surg.  19: 
848  (1929). 

12.  Barrows,  D.  N.:  Am.  J.  Obst.  & Gynec.  13:  710 

(1927). 

13.  Anspaeh,  B.  M.:  ibid.  20:  571  (1930). 

14.  Ayre,  J.  E.,  Bauld,  W.  A.  G.,  and  Kearns,  P.  J.: 
ibid.  50:  196  (1945). 

15.  Vesell,  M.,  and  Schneider,  H. : ibid.  54:  140  (1947). 

16.  Fullerton,  W.  D.:  Am.  J.  Surg.  48:  467  (1948). 

17.  Stern,  B.  D.,  and  Hanley,  B.  J.:  Am.  J.  Obst.  & 

Gynec.  58:  517  (1949). 

18.  Sanger,  M.,  and  Barth.  J.,  cited  by  Mitchell,  R.  M., 
and  Mohler,  R.  W. : ibid.  50:  283  (1945). 

19.  Ewing,  J.:  Neoplastic  Diseases,  3rd  ed.,  Phila- 

delphia, W.  B.  Saunders  Co.,  1928. 

20.  Norris,  C.  C.:  Surg.,  Gynec.,  & Obst.  8:  272  (1909). 

21.  Frank,  R.  T.,  cited  by  Baron,  H.  A.:  Canad.  M.  A.  J. 

43:  118  (1940). 

22.  McGoldrick,  J.  L.,  Strauss,  H.,  and  Rao,  J.:  Am.  J. 
Surg.  59:  555  (1943). 

23.  Sampson,  J.  A.:  Am.  J.  Obst.  & Gynec.  33:  911 

(1937). 

24.  MacLean,  K.  S. : Science  114:  181  (1951). 

25.  Fidler,  H.  K.,  and  Lock,  D.  R.:  Am.  J.  Obst.  & 

Gynec.  67:  1103  (1954). 

26.  Baron,  H.  A.:  Canad.  M.  A.  J.  43 : 1 18  (1940). 


A Clinical  Study  of  the  Effects  of  L-Glatavite  on  Menial  Function  and  Behavior 

of  Elderly,  Chronically  III  Patients 


Twenty-seven  elderly  institutionalized  patients 
with  a mean  age  of  seventy-two  were  treated  with 
L-Glutavite  (Gray  Pharmical  Co.,  Newton,  Mass.) 
over  a period  of  twelve  weeks.  After  analyzing 
results  of  the  study,  Drs.  Eli  M.  Katz  and  Z. 
Kowaliczko,  Cook  County  Hospital,  Chicago, 
conclude  that  this  appears  to  be  a useful  preparation 
in  managing  elderly  persons  in  whom  apathy, 
fatigue,  depression,  anorexia,  and  some  decline  in 
mental  function  are  the  principal  symptoms.  Of 
the  27  treated,  12  (44  per  cent)  showed  good  to 


excellent  response.  In  six  others  improvement  was 
noticeable  and  evaluated  as  fair.  Nine  did  not 
show  significant  or  sustained  improvement.  Those 
responding  most  favorably  did  not  have  serious 
incapacitating  or  organic  diseases,  although  they 
exhibited  the  apathy  and  other  symptoms  enumer- 
ated above.  Those  with  such  diseases  plus  an 
advanced  degree  of  mental  deterioration  showed  the 
least  encouraging  response. — International  Record  of 
Medicine  and  General  Practice  Clinics,  September, 
1956 
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Arlidin  in  the  Treatment  of  Peripheral  Vascular 

Diseases 

HUGH  L.  MURPHY,  M.D.,  AND  DAVID  H.  KLASSON,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Vascular  Clinic,  Greenpoint  Hospital ) 


Peripheral  vascular  disease  is  one  of  the 
main  problems  of  the  geriatric  population, 
a population  which  has  increased  markedly  dur- 
ing the  past  century.  Added  to  this  is  the  fact 
that  at  the  age  of  forty  more  than  40  per  cent  of 
males  already  have  some  degree  of  arteriosclerosis. 
The  entire  picture  is  further  magnified  by  the 
statistic  that  every  three  years  more  than  one 
million  new  cases  are  added  to  the  ranks  of  the 
sufferers  from  peripheral  vascular  disease. 

In  treating  these  diseases,  particularly  the 
occlusive  arterial  conditions,  one  must  bear  in 
mind  that  there  are  two  main  obstructive  ele- 
ments in  the  circulation.  One  is  the  mechanical 
obstruction  by  the  pathologic  process  itself,  and 
the  other  is  the  sympathetic  vasospasm.  To 
these  may  be  added  the  intrinsic  and  variable 
tone  of  the  still  normal  vessels  remaining  in  the 
area.  These  elements  constitute  the  total  block- 
ing force. 

The  resulting  vascular  insufficiency  and  con- 
sequent ischemia  and  anoxia  give  rise  to  such 
signs  and  symptoms  as  pallor,  coldness,  and 
atrophy  of  the  skin,  ischemic  neuritis,  and  inter- 
mittent claudication.  The  effect  on  the  muscle 
may  be  progressive,  eventually  leading  to  the 
development  of  rest  cramps. 

The  effectiveness  of  any  form  of  therapy  de- 
pends on  the  degree  of  local  spasm  and  on  the 
available  collateral  circulation.  Although  dra- 
matic results  cannot  be  expected,  the  contribu- 
tory effects  of  such  measures  as  sympathectomy 
or  drugs  which  increase  blood  flow  may  be  suffi- 
cient to  prevent  the  loss  of  a limb  or  the  develop- 
ment of  ischemic  ulceration.  We  do  not  propose 
to  compare  these  methods  of  treatment,  but 
rather  we  will  present  the  results  of  our  clinical 
study  of  one  of  the  newer  drugs  which  increases 
muscle  blood  flow,  nylidrin  hydrochloride.* 

This  drug  is  an  epinephrine-ephedrine  type  of 


* Also  known  as  Arlidin  and  supplied  through  the  courtesy 
of  U.S.  Vitamin  Corp.  (Arlington-Funk  Division),  New  York 
City. 


compound,  phenyl  secondary  butyl-nor  suprifen, 
with  the  structural  formula : 


OH  CH,  CH3 

ho  Vch-ch-nh-ch-chh^’h,-/  % 


The  original  workers1  -s  described  a twofold 
action  of  this  drug : increased  cardiac  output  by 
means  of  increased  stroke  volume  and  dilatation 
of  the  small  arteries  and  arterioles  in  skeletal 
muscle.  Recent  workf  has  shown  that  there  is 
also  an  increase  in  the  circulating  blood  volume. 
Thus,  a physiologically  interesting  triad  of  activ- 
ity is  evident. 

The  increased  blood  flow  brought  about  by 
this  drug  is  predominant  and  lasting  in  skeletal 
muscle  and  quite  negligible  in  the  skin.  In  an 
experimental  study6  on  humans  an  average  in- 
crease of  over  200  per  cent  of  the  resting  values 
was  obtained.  The  work  of  Riddell,7  as  well  as  a 
review  of  the  literature,8  showed  the  drug  to  be 
safe,  the  only  side-effects  reported  being  minimal 
and  amounting  to  little  more  than  slight  nervous- 
ness and  occasional  palpitation. 


Procedure 

We  studied  a series  of  79  cases  of  peripheral 
vascular  disease  for  intervals  ranging  from  three 
months  to  one  year.  The  group  consisted  of  36 
cases  of  arteriosclerosis  obliterans,  six  cases  of 
thromboangiitis  obliterans  (Buerger’s  disease), 
three  cases  of  abdominal  aortic  occlusion,  32 
cases  of  postphlebitic  syndrome,  and  two  cases  of 
chronic  lymphedema  (elephantiasis). 

The  daily  oral  dose  used  was  18  mg.  per  day  for 
three  months  in  the  form  of  one  tablet  (6  mg.) 
three  times  daily  after  meals.  In  a few  instances 
the  dose  was  increased  to  36  mg.  per  day,  but  we 
did  not  find  this  to  be  more  effective  than  the 
smaller  dose.  After  three  months  of  treatment 
those  patients  who  responded  were  given  place- 
bos. Placebo  reactors  were  dropped  from  the 
study. 

t At  Arlington-Funk  Laboratories,  December,  1955. 
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ARLIDIN  IN  TREATMENT  OF  PERIPHERAL  VASCULAR  DISEASES 


TABLE  I. — Results  of  Arlidin  Therapy  in  79  Patients 


Number 

of 

Cases 

Age 

(Years) 

' Sex ' 

Male  Female 

Total 

Improved 

Diagnosis 

Good 

Moderate  Slight 

None 

Arteriosclerosis  obliterans 
Thromboangiitis  obliterans 

36 

42  to  84 

29  7 

9 

12  5 

10 

26 

(Buerger’s  disease) 

6 

39  to  54 

6 

2 

1 1 

2 

4 

Abdominal  aortic  occlusion 
Chronic  venous  insuffi- 

3 

72  to  81 

3 

i 

1 

i 

2 

ciency 

32 

28  to  78 

3 29 

9 

7 7 

9 

23 

Elephantiasis 

2 

36  to  47 

1 1 

1 

1 

1 

We  encountered  no  evidence  of  toxicity  from 
the  drug,  and  the  few  side-effects  observed  did  not 
necessitate  discontinuance  of  therapy.  One  of 
these  was  a “shaky”  feeling  which  occurred  in  a few 
patients  about  ten  minutes  after  administration 
of  the  drug  and  lasted  one  or  two  minutes.  In 
one  case  there  was  nausea  and  salivation  through- 
out the  first  week  of  therapy,  but  this  disappeared 
completely  with  continued  medication. 

At  each  examination  pulse  and  blood  pressure 
were  taken,  and  when  indicated,  specific  cardiac 
and  renal  studies  were  carried  out.  However,  the 
evaluation  of  our  results  was  primarily  clinical 
and  was  based  on  the  effect  of  the  drug  on  subjec- 
tive and  objective  manifestations  of  the  disease. 
We  paid  particular  attention  to  intermittent 
claudication,  rest  pain,  discomfort,  and  the 
patient’s  general  state,  as  well  as  peripheral  tem- 
perature changes,  oscillometric  changes,  ulcera- 
tive lesions,  and  edema.  Our  results  were  graded 
as  (1)  “good”  if  pain  was  completely  relieved,  if 
ulcers  healed,  or  if  walking  distance  was  increased ; 
(2)  “moderate”  if  the  most  disturbing  symptoms 
were  significantly  improved ; (3)  “slight”  if  there 
was  some  degree  of  improvement,  and  (4) 
“none”  if  there  was  no  improvement  in  any  of  the 
original  symptoms.  Our  results  are  summarized 
in  Table  I. 

Results 

Arteriosclerosis  Obliterans. — The  major- 
ity of  these  cases  were  advanced,  and  with  few 
exceptions  their  treatment  was  ambulatory.  Of 
these  36  patients  22  had  intermittent  claudica- 
tion, 21  had  nocturnal  or  rest  pains,  17  had  ulcera- 
tive lesions,  and  11  suffered  from  associated  di- 
abetes mellitus. 

In  this  group  walking  distance  increased  con- 
siderably, and  nocturnal  leg  cramps  disappeared 
completely.  Four  cases  suffering  from  intermit- 
tent claudication  and  six  cases  complaining  of 
rest  cramps  showed  no  improvement.  Of  the 
cases  with  ulcerative  lesions  nine  healed  in  two  to 


six  months  depending  on  the  severity  of  the 
lesion.  The  diabetics  were  in  no  way  adversely 
affected  by  Arlidin. 

Thromboangiitis  Obliterans  (Buerger’s 
Disease).— We  treated  six  cases,  all  of  which 
were  in  the  chronic  phase  with  marked  arterial 
insufficiency  and  intermittent  claudication. 
Three  of  these  patients  had  ulcers  of  the  feet. 
The  claudication  improved  in  four  and  the  ulcers 
in  one.  Two  of  the  patients  with  ulcerated  feet 
refused  to  give  up  smoking. 

Abdominal  Aortic  Occlusion. — Our  series 
included  three  cases  of  long  duration.  In  two 
cases  there  was  relief  of  rest  pain,  walking  dis- 
tance was  increased,  and  the  sense  of  heaviness  in 
the  thighs  was  reduced.  However,  the  low  back- 
ache of  these  advanced  cases  remained  unaltered . 

Chronic  Venous  Insufficiency. — In  this 
group  of  32  cases  23  showed  some  degree  of  im- 
provement. Most  of  these  patients  had  edema 
of  the  leg  or  ulceration  of  the  ankle.  In  the  latter 
the  drug  brought  about  reduction  of  swelling  and 
pain  and  also  improved  the  granulation  tissue. 
However,  elastic  support,  bed  rest,  and  elevation, 
as  well  as  ointment  therapy  (ascorbic  acid,  2 per 
cent  in  hydrophilic  base),9  were  still  necessary  for 
complete  healing.  Arlidin  therapy  was  definitely 
related  to  decreased  edema  in  23  out  of  28  cases . 

Elephantiasis. — There  were  one  male  and  one 
female  who  had  ulcerated  areas  above  the  ankles. 
There  was  no  detectable  cause  for  the  condition, 
and  the  edema  improved  only  in  the  man.  The 
ulcerated  areas  remained  unchanged. 

Case  Reports 

Three  cases  are  particularly  noteworthy  in 
demonstrating  the  effectiveness  of  Arlidin. 

Case  1. — A fifty-nine-year-old  man,  a heavy 
cigaret  smoker  for  thirty-five  years,  fractured  his 
right  leg  five  months  previously.  He  attended  the 
clinic,  complaining  of  nocturnal  cramps  in  both  legs, 
coldness  and  numbness  of  the  left  toes,  and  inter- 
mittent claudication  in  the  left  leg  after  walking  one 
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city  block. 

His  general  condition  was  good.  Blood  pressure 
was  164/90,  pulse  78,  heart  and  lungs  satisfactory, 
blood  chemistry  and  urinalysis  negative.  His  lower 
extremities  showed  moderate  trophic  changes  of  the 
skin  and  nailbeds  with  no  palpable  pulsation  in  the 
dorsalis  pedis,  posterior  tibial,  or  popliteal  arteries. 
No  oscillometric  readings  were  obtainable.  X-ray 
showed  calcification  of  the  major  vessels  in  both 
lower  extremities.  A diagnosis  of  arteriosclerosis 
obliterans  was  made. 

Treatment  consisted  of  6 mg.  of  Arlidin  three 
times  daily,  and  the  patient  was  seen  periodically. 
After  three  months  of  treatment  his  walking  distance 
increased  to  ten  city  blocks,  the  nocturnal  cramps 
disappeared,  and  the  coldness  and  numbness  of  the 
toes  improved.  No  oscillometric  readings  were 
obtainable,  but  there  was  now  an  equal  degree  of 
warmth  and  color  in  both  feet.  The  patient  had 
refused  to  stop  smoking.  Placebo  therapy  for  three 
months  resulted  in  a decrease  in  walking  distance  of 
from  three  to  four  blocks,  but  the  color  and  warmth 
of  the  feet  remained  improved,  and  there  was  no 
return  of  nocturnal  cramps. 

Case  2. — A forty-nine-year-old  man  had  suffered 
from  flare-ups  of  thromboangiitis  obliterans  (Buer- 
ger’s disease)  for  twenty  years.  Two  months  before 
admission  he  developed  a painful  fissure  of  the  left 
big  toe,  bilateral  night  cramps,  and  intermittent 
claudication  in  the  left  leg  after  walking  one  block. 

On  examination  it  was  found  that  he  had  Buer- 
ger’s disease  in  both  limbs,  more  marked  in  the  left. 
X-ray  evidence  of  calcification  was  present  in  both 
tibial  arteries. 

After  two  weeks  on  6 mg.  of  Arlidin  three  times 
daily  he  was  able  to  walk  five  blocks,  and  the  night 
cramps  disappeared.  At  the  end  of  two  months  the 
toe  fissure  healed.  His  progress  continues,  and  he  is 
able  to  follow  his  occupation. 

Case  3. — A forty-two-year-old  woman  complained 
of  night  cramps,  swelling  of  the  legs,  and  painful 
ulcers  for  a period  of  eleven  years  following  child- 
birth. Three  years  ago  bilateral  saphenous  ligation 
had  brought  no  relief. 

She  was  moderately  obese,  had  3 plus  edema  from 
the  calves  to  the  feet,  and  punched-out  ulcers  near 
both  ankles.  There  were  no  marked  varicose  veins, 
and  arterial  pulsation  was  good.  Her  blood  pressure 
was  130/78  and  all  other  investigations  were  nega- 
tive. A diagnosis  of  chronic  phlebitic  ulcers  was 
made. 

She  received  18  mg.  of  Arlidin  per  day  for  three 
months.  At  the  end  of  two  weeks  her  night  cramps 
improved,  and  the  ulcers  were  less  painful.  At  the 
end  of  three  months  pain  and  edema  were  minimal, 
the  ulcers  having  improved  sufficiently  to  make 


skin  grafting  possible. 

Comment 

Since  most  of  our  cases  were  in  an  advanced 
state,  the  percentage  of  improvement  obtained 
was  gratifying,  particularly  since  most  of  the  pa- 
tients reported  a feeling  of  well-being.  However, 
we  attributed  no  importance  to  the  subjective 
report  unless  it  was  associated  with  improvement 
in  rest  pain  and  ulcers,  reduction  of  swelling,  and 
increased  walking  distance. 

Our  observations  led  us  to  the  conclusion  that 
Arlidin  was  most  effective  on  the  vasculature  of 
skeletal  muscle.  It  increased  the  blood  flow  to 
this  tissue  which  resulted  in  the  improvement  of 
rest  pain  and  intermittent  claudication.  We 
found  little  change  in  skin  temperature,  oscillo- 
metric readings,  or  peripheral  pulses. 

We  were  struck  by  the  ease  with  which  our 
patients  could  be  managed  on  this  drug.  Most  of 
our  cases  remained  ambulatory  throughout.  It  is 
our  opinion  that  Arlidin  is  beneficial  in  the  treat- 
ment of  peripheral  vascular  diseases,  particularly 
those  involving  skeletal  muscle. 

Sum  mary 

We  have  investigated  nylidrin  hydrochloride 
(Arlidin),  recently  introduced  for  the  treatment 
of  peripheral  vascular  disease.  Its  effectiveness 
was  studied  in  a series  of  79  cases. 

Our  results  indicate  that  in  arteriosclerosis 
obliterans  72  per  cent  of  our  patients  had  varying 
degrees  of  improvement,  in  Buerger’s  disease  66 
per  cent,  in  abdominal  aortic  occlusion  66  per 
cent,  in  chronic  venous  insufficiency  71  per  cent, 
and  in  elephantiasis  50  per  cent. 

Arlidin  may  prove  to  be  a valuable  addition 
to  the  medical  armamentarium  in  the  treatment 
of  the  peripheral  vascular  diseases.  It  deserves 
further  evaluation. 

References 

1.  Kulz,  F.,  and  Schneider,  M.:  Klin.  Wchnschr.  28:  535 
(1950). 

2.  Wiemers,  Iv. : Arch.  f.  exper.  Path.  u.  Pharmakol.  213  : 
283  (1951). 

3.  Ostwald,  E.:  Med.  Klin.  45:  733  (1950). 

4.  Nasemann,  H.:  ibid.  45:  1169  (1950). 

5.  Bumm,  E.:  Deutsche  Gesundheit  21:  983  (1950). 

6.  Hensel.  H.,  Ruef,  J.,  and  Golenhofen,  K.:  Angiology 
6:  190  (1955). 

7.  Riddell,  A.  G.,  Steel,  M.,  and  McCoy,  J.  M.:  ibid.  5: 
314  (1954). 

8.  Freedman,  L.  ibid.  6:  52  (1955). 

9.  Klasson.  D.  H.:  New  York  State  J.  Med.  51:  2388 

(Oct.  15)  1951. 


19  IQ 


New  York  State  J.  Med. 


A Study  of  the  Nonhypnotic  Calmative  Effect  of 
2-Ethylcrotonylurea  ( Nostyn ) in  Children  with 

Behavior  Problems 

CLAUDIO  L.  ASUNG,  M.D.,  ANNA  I.  CHARCOWA,  M.D.,  AND  ASUNCION  P.  VILLA,  M.D., 

STATEN  ISLAND,  NEW  YORK 

( From  the  Pediatric  Division  of  Sea  View  Hospital) 


Disturbed  behavior  patterns  among  children 
suffering  from  chronic  diseases  such  as 
tuberculosis  present  a serious  problem  to  orderly 
hospital  routines.  If  a nontoxic  drug  could  be 
found  that  had  no  hypnotic  or  “hangover” 
properties  and  yet  would  calm  these  patients, 
making  them  more  cooperative  and  amenable  to 
hospital  routine,  it  would  be  most  beneficial  to 
both  patients  and  hospital  personnel. 

The  following  is  a report  of  a clinical  study  of 
the  effects  of  a new  drug,  2-ethylcrotonylurea 
(Nostvn),*  over  a period  of  four  months  on  a 
selected  group  of  51  children  from  two  to  twelve 
years  of  age  presenting  behavior  problems  on  the 
pediatric  service  of  Sea  View  Hospital.  The 
Pediatric  Division  is  housed  in  a large  modern 
building  consisting  of  nine  wards  with  25  beds 
each.  The  children  are  separated  according  to 
sex,  age,  degree  of  tuberculous  involvement,  and 
presence  of  intercurrent  infections.  The  daily 
routine  includes  attendance  at  school  (housed  in 
the  same  building)  for  those  of  school  age, 
mandatory  morning  and  afternoon  rest  periods, 
and  bedtime  between  6 and  7:30  p.m.  depending 
on  age. 

The  51  patients  chosen  for  this  study  pre- 
sented no  complicating  tuberculous  activity 
but  exhibited  one  or  more  of  the  following  be- 
havior problems: 

1.  Those  who  were  hyperactive,  irritable, 
noncooperative,  destructive,  or  hostile. 

2.  Those  who  did  not  observe  the  morning 
and  afternoon  rest  periods  or  were  reluctant  to 
go  to  sleep  at  bedtime. 

3.  Those  presenting  behavior  problems  due 
to  mental  retardation. 


* Supplies  of  Nostyn  for  this  study  were  furnished  by 
Norman  L.  Heminway,  M.D.,  medical  director,  Ames  Com- 
pany, Inc.,  Elkhart,  Indiana. 


Chemistry  and  Pharmacology  of  2- 
Et  hylcrotonylurea 

The  drug  2-ethylcrotonylurea1’2  is  an  alpha- 
beta  unsaturated  ureide,  a stable  substance, 
with  the  structural  formula: 

c2h5x 

>C— CO— NH— CO— NH2 

ch3=ch 

The  oral  LD50  of  2-ethylcrotonylurea  for  rats 
is  2,500  mg.  per  Kg.  Compared  with  other 
sedatives  or  tranquilizers,  Nostyn  produces  a 
calmative  effect  over  a much  wider  dosage  range 
before  hypnotic  effects  are  seen.  For  example, 
approximately  90  per  cent  of  the  LD50  is  re- 
quired to  produce  complete  hypnosis  in  rats. 
Chronic  toxicity  studies  in  laboratory  animals 
have  shown  no  alteration  in  their  blood  pictures 
or  development  of  tolerance  over  six-month 
periods  of  daily  drug  administration. 

In  dogs  100  mg.  per  Kg.  produced  no  significant 
alteration  of  blood  pressure  or  significant  slowing 
of  respiration.  Other  animal  studies  employing 
doses  approximating  25  per  cent  of  the  LDM 
indicated  that  Nostyn  does  not  have  analgesic 
or  anticonvulsive  properties,  nor  does  it  influence 
gastric  secretion  or  motility.  The  lack  of  effect 
on  the  autonomic  system,  lack  of  hypnotic  stim- 
ulation, and  unusually  high  LDso  help  explain 
the  freedom  from  side-effects  in  the  clinical  use 
of  the  drug. 

Procedure 

A standard  dosage  regimen  of  one  Nostyn 
tablet  (150  mg.)  three  times  daily  (450  mg.  per 
day)  was  administered  to  each  patient  regardless 
of  age  or  weight.  This  represented  one  half  of 
the  average  effective  adult  dosage.  This  regimen 
was  maintained  for  four  weeks  and  then  dis- 
continued for  a period  of  two  weeks.  The  iden- 
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tical  regimen  of  Nostyn  was  resumed  for  two 
weeks  and  subsequently  withdrawn  again  for 
three  weeks.  Finally,  the  drug  was  resumed 
again  for  one  week,  but  those  children  who  had 
not  responded  to  it  previously  were  given  twice 
the  previous  dosage,  or  the  adult  dosage  of  300 
mg.  three  times  daily. 

Careful  and  frequent  observations  of  behavior 
were  recorded  daily  for  each  patient  throughout 
the  test  period. 

Results 

In  the  dosages  employed  Nostyn  did  not 
stimulate  hypnosis,  for  in  no  instance  was 
drowsiness  observed.  The  calming  effect  of  the 
drug  was  judged  by  its  favorable  influence  on  the 
general  behavior  pattern,  sleep  habits,  and  en- 
uresis. During  the  periods  of  drug  withdrawal 
careful  observations  were  continued  to  detect 
any  carry-over  effect  of  therapy.  In  the  organ- 
ization of  the  clinical  observations,  patients  were 
grouped  in  relation  to  their  responses  to  the  drug: 

1.  Patients  maintaining  calming  effects  after 

drug  withdrawal:  Nine  children,  ranging  in 

age  from  two  to  ten  years,  continued  to  react 
favorably  after  Nostyn  was  withdrawn.  Two 
in  this  group  were  mentally  retarded.  All  pre- 
sented problems  of  hyperactivity  and  irritability. 
In  four  cases  restlessness  and  insomnia  created 
difficulties  in  their  management.  Marked  hos- 
tility was  present  in  three. 

After  the  first  to  second  week  of  Nostyn  ther- 
apy the  children  in  this  group  slept  better,  became 
more  cooperative  and  less  aggressive,  and  were 
more  relaxed. 

When  the  drug  was  discontinued  after  four 
weeks,  the  improvement  in  behavior  continued. 
However,  one  child,  although  behaving  better, 
did  not  sleep  as  well  during  this  period  as  she  had 
while  on  the  drug.  Behavioristic  improvement 
continued  in  this  group  when  Nostyn  was  re- 
sumed and  withdrawn  again  for  a second  and 
third  time.  The  only  exceptions  were  the  child 
who  did  not  nap  as  well  and  another  who  became 
irritable  and  more  hostile  after  the  third  week  of 
drug  withdrawal. 

From  our  findings  in  this  group  it  seems  rea- 
sonable to  assume  that  the  effects  of  Nostyn 
may  continue  for  a short  period  of  time  after 
drug  discontinuance.  This  phase  requires  con- 
siderable more  study  before  any  conclusions  can 
be  drawn. 

2.  Patients  exhibiting  calming  effects  only  while 


on  Nostyn:  The  behavior  problems  encountered' 
in  this  group  of  26  children  were  irritability, . 
hyperactivity,  hostility,  destructiveness,  poor 
sleep  habits,  and  enuresis.  Some  of  the  children1 
in  this  group  had  mental  retardation.  Within 
the  first  two  weeks  of  therapy  all  patients  in  this 
group  became  less  restless,  slept  better,  and  were 
more  obedient.  They  did  not  resist  gavage 
feedings,  nor  did  they  resist  subjection  to  spinal 
taps  as  they  had  previously.  When  Nostyn 
was  discontinued,  they  reverted  to  their  former 
difficult  behavior  patterns  in  approximately  one 
week.  The  bedwetting,  which  had  diminished, 
recurred  after  the  withdrawal  of  the  drug.  On 
resumption  of  Nostyn  for  a second  and  third 
time  they  again  showed  similar  improvement. 
When  the  drug  was  finally  discontinued,  the  group 
returned  to  their  original  abnormal  behavior 
patterns  except  for  one  patient  whose  improve- 
ment was  maintained.  However,  during  the 
first  week  of  drug  withdrawal  most  of  the  children 
retained  their  improved  behavior  except  for  one 
child  who  became  very  destructive  and  non- 
cooperative  the  day  after  withdrawal  and  four 
others  who  reverted  to  their  original  pattern  of 
misbehavior  in  two  to  three  days. 

3.  Patients  exhibiting  slight  or  questionable 

calming  effects  with  Nostyn:  Eight  children, 

ranging  in  age  from  two  to  nine  and  one-half 
years,  were  irritable,  hyperactive  patients,  two 
of  whom  were  bedwetters  and  three  of  whom  had 
poor  sleep  patterns.  In  this  group  little  change 
in  behavior  was  noted  with  the  exception  of  one 
child  who  became  more  relaxed  during  the 
fourth  week  of  therapy.  In  the  two  children 
with  enuresis  bedwetting  was  less  frequent  but 
still  present  on  occasion.  Two  patients  pre- 
viously resistant  to  spinal  tap  offered  less  re- 
sistance while  on  the  drug.  Withdrawal  and  re- 
sumption of  the  drug  a second  and  third  time  re- 
sulted in  no  significant  changes. 

4.  Patients  exhibiting  no  tranquilizing  effects 
from  Nostyn:  Four  children,  ranging  from  seven 
to  twelve  years  of  age,  who  similarly  were  unco- 
operative, irritable,  and  antisocial,  exhibited  no 
obvious  effects  from  the  drug  in  the  regimen 
employed.  These  patients  represented  a higher 
age  average  than  those  in  the  other  groups.  It 
is  possible  that  larger  doses  of  Nostyn  might 
have  been  effective  in  this  group. 

5.  Patients  exhibiting  adverse  effects  from 
Nostyn:  The  undesirable  behavior  patterns  of 
four  children  were  exacerbated  while  on  Nostyn. 
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One  patient,  a deaf-mute,  started  bedwetting  and 
nailbiting  for  the  first  time  when  Nostyn  was 
administered  but  showed  a remission  of  these 
symptoms  when  the  drug  was  withdrawn.  On 
the  other  hand,  another  patient,  despite  her 
aggravated  behavior,  tolerated  a spinal  tap 
much  better  than  she  had  before  the  drug  was 
given  to  her. 

Clinical  Observations 

Effect  of  Nostyn  on  Enuresis. — Six  of  the 
total  selected  group  of  51  patients  were  habitual 
bed-wetters.  When  this  clinical  study  was  ini- 
tially planned,  it  did  not  include  bedwetting  as  a 
particular  observation.  However,  the  findings  in 
this  area  were  so  significant  that  the  effect  of 
Nostyn  on  enuresis  merits  particular  mention. 

The  first  of  the  six  enuretic  cases,  a seven- 
year-old  male,  showed  no  change  in  his  bed- 
wetting habits  after  Nostyn  was  given  for  four 
weeks.  Resumption  of  Nostyn  after  a two-week 
withdrawal  brought  about  less  frequent  epi- 
sodes which  continued  to  diminish  even  after 
the  second  withdrawal  of  the  drug. 

Bedwetting  became  less  frequent  in  three 
other  patients  while  on  Nostyn.  In  two  broth- 
ers, three  and  one-half  and  four  and  one-half 
years  of  age,  respectively,  bedwetting  stopped 
completely  after  one  week  of  Nostyn  therapy 
and  for  the  remainder  of  the  four-week  period 
on  the  drug.  When  the  drug  was  discontinued, 
bedwetting  recurred,  but  when  medication  was 
resumed,  it  stopped  again  and  did  not  recur  during 
the  three-week  period  of  observation  after  the 
final  withdrawal. 

One  case,  however,  a three-vear-old,  mute  and 
deaf,  postmeningitic  female,  started  bedwetting 
and  nailbiting  after  taking  Nostyn  but  ceased 
when  the  drug  was  discontinued. 

The  influence  of  Nostyn  on  bedwetting  merits 
further  investigation.  If  on  further  clinical  in- 
vestigation this  drug  shows  a similar  salutary 
effect  on  the  problem  of  bedwetting,  it  may 
prove  to  be  superior  to  many  other  procedures, 
such  as  the  use  of  atropine  and  similar  drugs 
which  have  undesirable  side-effects. 

Response  of  Patients  with  Postmeningitis 
Behavior  Problems. — The  influence  of  Nostyn 
on  ten  cases  of  postmeningitis  spastic  and  dis- 
turbed behavior  has  been  the  subject  of  a pre- 
liminary report.3  The  over-all  effect  of  the  drug, 
measured  by  the  reduction  of  spasticity  and 
hyperactivity  and  re-establishment  of  a co- 


operative pattern  without  soporific  effects,  was 
striking  in  this  group. 

Response  of  Patients  Requiring  Minor 
Operative  Procedures. — Six  patients,  ranging 
from  two  to  four  and  one-half  years  of  age, 
showed  a favorable  effect  of  the  drug  when  con- 
fronted with  “manipulative”  or  minor  operative 
procedures,  such  as  spinal  taps,  passing  of 
stomach  tubes  for  gavage  feeding,  and  roent- 
genologic procedures.  In  contrast  to  prior  be- 
havior they  became  cooperative  and  showed 
little  resistance. 

Effect  of  Increased  Dosage. — Thirteen 
children  in  whom  the  drug  previously  had  had  a 
questionable,  negative,  or  adverse  effect  were 
put  on  a double  dose  of  Nostyn,  i.e.,  300  mg. 
three  times  daily,  the  average  adult  dosage,  for 
one  week.  One  of  these  children,  who  pre- 
viously had  shown  only  slight  improvement, 
became  less  hyperactive,  was  calmer,  and  slept 
better  on  the  increased  dosage.  Eight  patients 
maintained  some  of  their  hyperactivity  but  be- 
came more  cheerful  and  cooperative  and  slept 
well.  In  two  instances  bedwetting  stopped  with 
this  regimen. 

Two  patients  in  this  group  were  worse  during 
the  first  two  days  of  therapy.  Subsequently, 
however,  although  hyperactivity  continued,  they 
became  more  relaxed  and  cheerful  and  less  hostile 
and  destructive,  and  they  slept  better.  One 
child,  a boy  who  had  been  the  worst-behaved 
patient  in  the  ward,  stopped  being  destructive 
for  the  first  time.  Another  child,  whose  be- 
havior improved  somewhat  while  on  a regimen 
of  150  mg.  three  times  daily,  showed  marked 
improvement  within  one-half  hour  after  taking 
the  300-mg.  dose.  Furthermore,  her  bedwetting 
and  nailbiting  which  initially  started  with 
Nostyn  occurred  with  less  frequency. 

One  girl  who  had  intermittent  periods  of  ex- 
hausting hyperactivity  continued  to  have  them 
with  the  double  dosage,  but  the  intervals  be- 
tween these  periods  were  prolonged.  By  the 
fifth  day  a gradual  diminution  of  hyperactivity 
was  observed. 

No  drowsiness  was  observed  in  any  case  re- 
ceiving 300  mg.  three  times  daily.  This  dosage 
was  also  given  to  eight  children  who  had  demon- 
strated beneficial  results  with  150  mg.  three  times 
daily.  In  general,  the  improvement  was  more 
noticeable  and  more  rapidly  obtained  with  the 
larger  dosage. 

While  on  Nostyn  one  child  had  an  accident  in 
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which  she  received  lacerations  on  the  head. 
During  cleansing,  suturing,  and  dressing  of  the 
wounds  she  resigned  herself  to  the  operation  and 
afterward  was  calm,  composed,  and  serene. 
This  deportment  could  not  have  been  antici- 
pated prior  to  medication. 

Influence  of  Nostyn  on  Weight. — Over 
the  four-month  period  of  observation  of  these 
51  children  there  was  an  average  weight  gain  of 
2 pounds,  9 ounces.  This  suggested  that  the 
administration  of  Xostyn  may  in  some  cases  aid 
in  large  weight  increases,  because  in  11  of  these 
children  there  was  an  average  gain  of  as  much 
as  7 pounds,  3 ounces.  However,  in  the  total 
series  four  children  showed  a minor  weight  loss, 
and  15  either  maintained  their  weight  or  gained 
less  than  1 pound. 

Influence  of  Xostyn  on  Blood  Cytology. — 
A complete  blood  study  was  made  of  each 
patient  at  the  beginning  and  conclusion  of  the 
four-month  period  of  this  investigation.  In 
no  instance  was  there  any  evidence  of  the  drug 
influencing  the  hematopoietic  system. 

Summary  and  Conclusions 

1.  A new  calmative  drug,  2-ethylcrotonyl- 
urea  (Xostyn),  was  studied  for  its  effect  on  the 
hyperexcitable,  uncooperative,  or  antisocial  be- 
havior patterns  of  51  children,  two  to  twelve 
years  of  age,  carefully  selected  for  their  difficulty 


in  management  in  a large  hospital  pediatric 
service. 

2.  The  drug  was  administered  to  all  children 
in  one-half  the  average  adult  dosage  and  was 
found  to  be  highly  effective  in  normalizing  the 
disturbed  behavior  in  35  cases  (68.6  per  cent), 
of  minimal  or  questionable  value  in  eight  (15.8 
per  cent),  and  of  no  value  in  four  (7.8  per  cent). 

The  drug  affected  the  behavior  adversely  in  the 
remaining  four  cases  (7.8  per  cent). 

3.  Of  six  patients  with  histories  of  enuresis 
two  stopped  bedwetting,  and  four  improved 
markedly  while  on  the  drug.  However,  one 
child  who  was  not  previously  enuretic  com- 
menced bedwetting  when  given  the  drug. 

4.  Xostyn  appeared  to  have  a calmative  but 
not  hypnotic  action  in  the  dosages  employed. 
Xo  toxic  side-effects  were  noted,  with  partic- 
ular attention  being  paid  to  the  hematopoietic- 
system. 

5.  Xostyn  merits  continued  study  as  a po- 
tentially useful,  new  adjunct  to  the  correction 
of  certain  common  behavioristic  problems  in- 
cluding enuresis  in  children. 
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New  Multiple  Patch  Test  Technic  Described 


Two  dermatologists  described  a new  technic 
requiring  only  an  elastic  bandage,  several  gauze 
squares,  and  old  x-ray  film,  for  running  at  least 
10  simultaneous  patch  tests  for  allergies.  Dr. 
Raymond  A.  Osbourn,  Washington,  D.C.,  and  Dr. 
Thomas  W.  Tusing,  Vienna,  Virginia,  said  in  the 
American  Medical  Association’s  December  Archives 
of  Dermatology  that  their  multiple  patch  method  is 
rapid,  convenient,  and  uncomplicated. 

They  used  an  elastic  bandage  18  to  20  inches  long 
which  is  cut  into  strips  and  to  which  gauze  squares 
are  attached,  giving  it  a gridiron  appearance. 
Test  materials — creams,  saturated  felt  pads,  or 
pieces  of  cloth — are  applied  to  the  gauze  squares. 


Open  spaces  between  the  squares  keep  the  test 
materials  from  spreading.  The  whole  bandage  is 
placed  on  the  upper  arm  and  held  in  place  with 
adhesive  tape  or  a self-sealing  gauze  requiring  no 
tape. 

The  doctors  also  make  a chart  with  which  to  read 
the  results  of  the  tests.  The  chart  is  something 
like  the  cut-out  key  used  to  grade  intelligence  tests. 
The  chart,  made  from  an  old  x-ray  film,  has  openings 
cut  to  fit  the  outline  of  the  gauze  squares  of  the 
bandage. 

After  removing  the  bandage,  the  plate  is  placed 
over  the  area  covered  by  the  bandage,  and  the  skin 
contact  areas  are  easily  located. 
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Disseminated  Lupus  Erythematosus 


FERDINAND  GEIGER,  M.D.,  SYRACUSE,  NEW  YORK 
( From  the  Department  of  Medicine,  General  Hospital  of  Syracuse) 


In  1885  Sir  William  Osier  wrote  as  follows  at 
the  beginning  of  a thesis  on  ulcerative 
endocarditis:  “It  is  of  use  from  time  to  time  to 
take  stock,  so  to  speak,  of  our  knowledge  of  a 
particular  disease,  to  see  exactly  where  we 
stand  in  regard  to  it,  to  inquire  to  what  conclu- 
sions the  accumulated  facts  seem  to  point  and 
to  ascertain  in  what  direction  we  may  look  for 
fruitful  investigations  in  the  future.”  So  it  is 
that  I feel  in  regard  to  disseminated  lupus 
erythematosus,  a disease  or  condition  about 
which  much  has  been  investigated  and  written 
during  the  past  decade. 

There  is  no  known,  specific  etiology.  Expo- 
sure to  sunlight  in  susceptible  individuals  is  ap- 
parently a factor  in  the  precipitation  of  symp- 
toms. It  is  generally  believed  that  the  female 
is  predominantly  affected,  but  the  occurrence  of 
lupus  erythematosus  in  the  male  has  been  recog- 
nized. The  age  incidence  is  usually  in  the  third 
and  fourth  decades,  but  diagnosis  has  been  es- 
tablished in  individuals  as  early  as  the  second  and 
as  late  as  the  sixth  decades.  It  also  is  not  un- 
common in  children.  The  race  incidence  is  not 
known,  but  cases  in  the  Negro  race  have  been 
described.  That  an  x factor  exists  is  shown  by 
the  occurrence  of  spontaneous  remissions  of  the 
disease  process,  some  lasting  for  as  long  as 
fifteen  to  eighteen  years. 

In  1941  investigations  by  Klemperer  and  his 
group1  at  Mount  Sinai  Hospital  enlarged  the 
pathologic  concept  of  this  disease.  As  a result 
of  their  studies  it  is  believed  that  the  characteris- 
tic organic  changes,  previously  considered  as 
heterogeneous,  can  be  understood  as  local  man- 
ifestations of  widespread  damage  of  collagen 
tissue,  and  lupus  erythematosus  can  no  longer  be 
regarded  as  a disease  with  predominant  localiza- 
tion in  a single  organ  or  as  a diffuse  disease  of  the 
peripheral  circulation.  Subsequently  in  1942 
these  investigators  pointed  out  the  fallacy  of  con- 
sidering diseases  in  which  alterations  in  collagen 
tissues  predominate,  such  as  rheumatic  fever, 
disseminated  lupus  erythematosus,  scleroderma, 
and  allergic  states,  as  being  necessarily  related 


etiologicallv.  They  suggested  that  a derange- 
ment of  the  colloidal  state  of  the  entire  collage- 
nous tissue  system  may  exist. 

In  1942  Lowman  and  Slocumb2  at  the  Mayo 
Clinic  studied  autopsy  material  from  15  cases  of 
lupus  erythematosus.  Using  striated  muscle, 
they  described  the  vascular  pattern  of  reaction 
on  the  venous  side  of  the  circulation  to  consist 
of  three  successive  phases:  edema  followed  by 
cellular  reaction  and  finally  sclerosis.  They 
concluded  that  the  polymyositic  and  perineuritic 
nodules  of  lupus  erythematosus  are  identical 
with  those  seen  in  rheumatoid  arthritis  and  that 
both  are  produced  in  this  vascular  pattern  of 
reaction. 

The  symptoms  of  lupus  erythematosus  are 
many  and  varied  but  not  constantly  typical. 
Unexplained  fever  and  weakness  occur  fre- 
quently. Joint  manifestations,  consisting  of 
pain,  tenderness,  and  swelling,  occur  in  over  50 
per  cent  of  the  cases  and  frequently  lead  to  the 
diagnosis  of  rheumatoid  arthritis.  Skin  lesions 
usually  occur  at  some  time  or  other.  They 
often  involve  the  face  and  head,  particularly  the 
ears,  and  most  typically  have  consisted  of  a 
mildly  erythematous  induration  of  the  involved 
surfaces.  A “butterfly”  configuration  on  the 
face  is  sometimes  seen.  Purpurpic  manifestations 
may  occur.  These  skin  changes  are  associated 
with  weakness,  weight  loss,  and  easy  fatig- 
ability. Generalized  lymphadenopathy  occurs, 
possibly  secondary  to  the  skin  and  subcutaneous 
changes. 

The  commonest  renal  manifestation  is  the  oc- 
currence of  an  unexplained  albuminuria,  usually 
with  increased  number?  of  formed  elements,  es- 
pecially leukocytes  and  casts.  This  is  due  to  the 
changes  in  the  capillary  loops  of  the  glomeruli. 

Involvement  of  serous  surfaces  often  occurs 
and  may  result  in  the  development  of  pericar- 
ditis, pleuritis,  or  endocarditis.  When  this  de- 
velops, the  primary  changes  are  in  the  connective 
tissue.  The  commonest  gastrointestinal  man- 
ifestation is  unexplained  diarrhea.  Thrombo- 
cytopenic purpura  may  occur  with  return  of  the 
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platelet  count  to  normal  level  during  remission. 
Neuropsychiatric  symptoms,  consisting  of  psy- 
choses, delirium,  coma,  and/or  convulsive  epi- 
sodes, are  not  uncommon. 

The  laboratory  findings  generally  are  not  con- 
stant. Depending  on  the  organ  or  system  in- 
volved there  will  be  abnormal  determinations. 
Even  the  finding  of  the  L.E.  cell  in  known  cases 
of  lupus  erythematosus  is  not  always  constant. 
This  cell  was  first  described  by  Hargraves3  of 
the  Mayo  Clinic  in  1948  in  a paper  entitled 
“The  Presentation  of  Two  Bone  Marrow  Ele- 
ments, the  ‘Tart’  Cell  and  the  ‘L.E.’  Cell.”  He 
concluded  that  the  lupus  cell  was  the  result  of 
either  (1)  the  phagocytosis  of  free  nuclear  ma- 
terial with  a resulting  round  vacuole  containing 
this  digested  and  lysed  nuclear  material,  or  (2) 
the  actual  autolysis  of  one  or  more  lobes  of  the 
nucleus  of  the  involved  cell,  which  is  usually  a 
polymorphonuclear  cell.  Chromatin  material  is 
within  a large  phagocytic  vacuole,  with  all 
gradations  of  digestion  of  this  material  having- 
been  observed.  While  most  of  these  cells  charac- 
teristically show  a homogeneous  purple-staining 
mass  in  the  vacuole,  there  are  instances  in  which 
the  chromatin  material  is  still  visible.  Har- 
graves concluded  that  the  lupus  cell  is  the  result 
of  a lytic-phagocytic  phenomenon. 

Since  Hargraves’  report  numerous  technics 
for  the  demonstration  of  the  lupus  cell  in  the 
peripheral  blood  have  been  described.  One  of 
the  more  recent  is  that  of  Snapper  and  Nathan.4 
As  a result  of  their  work  they  believe  that  for 
the  formation  of  lupus  cells  by  their  method,  it  is 
necessary  that  living  polymorphonuclear  leuko- 
cytes, dead  cells,  and  lupus  serum  be  brought  to- 
gether. The  lupus  serum  can  depolymerize  the 
desoxyribose  nucleic  acid  of  the  nuclei  of  the 
dead  cells,  but  not  that  of  the  living  cells.  The  de- 
polymerized  material  is  then  phagocytized  by 
living  nuclear  cells,  and  the  formation  of  lupus 
cells  results. 

Case  Reports 

Prior  to  February,  1955,  I had  not  seen  any 
patient  in  private  practice  whose  symptoms  sug- 
gested the  diagnosis  of  disseminated  lupus  ery- 
thematosus. Since  then  I have  seen  five  pa- 
tients who  had  clinical  symptoms  and  findings 
consistent  with  that  diagnosis  and  whose  blood 
demonstrated  the  lupus  cell. 

Case  1. — C.  R.,  a white  male,  thirty-eight,  years 


old,  developed  general  malaise,  fever,  and  pain  in 
the  right  knee  in  February,  1955.  When  first  seen, 
he  appeared  to  have  an  upper  respiratory  infection. 
Three  days  later  the  skin  of  the  face  was  mildly 
erythematous  and  indurated,  with  a “butterfly” 
configuration  over  the  cheeks.  There  was  similar 
involvement  of  the  right  ear.  The  right  knee  was 
swollen  and  tender  but  not  reddened  or  unusually 
warm.  Because  of  the  appearance  of  these  manifes- 
tations while  on  salicylate  therapy  and  the  more  or 
less  typical  textbook  picture  of  disseminated  lupus 
erythematosus,  cortisone  was  prescribed.  Symp- 
toms and  signs  disappeared  in  thirty-six  to  forty- 
eight  hours. 

He  was  not  seen  again  until  June,  1955,  when  he 
complained  of  pain  in  the  toes  of  the  right  foot. 
There  was  swelling,  tenderness,  and  induration  of 
the  fourth  and  fifth  toes  and  of  the  dorsum  of  the 
foot.  A short  time  before  he  had  played  golf  in  a 
tournament  and  had  had  unusual  exposure  to  sun- 
light. This  attack  responded  to  prednisone  within 
twenty-four  hours.  A preparation  for  lupus  cells 
was  positive  in  June,  1955. 

Case  2. — E.  J.,  a white  female,  forty-two  years 
old,  was  seen  in  July,  1955,  complaining  of  pain  in 
the  first  metacarpophalangeal  joint  and  in  the  left 
shoulder  joint.  Temperature  was  99.1  F.  orally. 
There  were  tenderness,  swelling,  and  limitation  of 
motion  of  the  thumb  joint  and  tenderness  of  the 
shoulder  joint.  An  L.E.  preparation  was  positive. 
Prednisone  relieved  symptoms  and  signs  twenty- 
four  hours  after  being  administered.  There  have 
been  no  recurrences  thus  far. 

Case  3. — N.  S.,  a white  female,  thirty-five  years 
old,  in  June,  1955,  had  general  malaise,  fever,  and 
pleuritic-like  pain  in  the  chest.  A presumptive 
diagnosis  of  “grippe”  was  made,  but  the  symptoms 
did  not  respond  to  salicylate  or  antibiotic  therapy. 
Three  days  later  she  developed  pain  and  tenderness 
in  the  right  shoulder,  and  a cardiac  murmur,  ma- 
chine-like  in  character,  was  heard  over  the  entire 
precordium.  Prednisone  was  prescribed,  and  within 
three  days  her  symptoms  had  subsided.  An  L.E. 
preparation  was  positive  two  weeks  after  she  was 
first  seen,  and  at  that  time  no  cardiac  murmur  was 
heard.  She  was  symptom-free  until  October,  1955, 
when  she  had  a recurrence  of  symptoms,  which 
were  relieved  by  prednisone. 

Case  4. — J.  B.,  a white  female,  thirty-two  years 
old,  was  seen  in  June,  1955,  complaining  of  pain  in 
the  right  shoulder  joint.  Temperature  was  elevated 
to  102  F.  orally  and  did  not  respond  to  salicylates. 
Two  days  after  onset,  swelling  of  the  feet  developed, 
which  was  in  the  nature  of  pitting  edema,  with  mild 
erythema  of  the  skin.  She  stated  that  about  four 
weeks  prior  to  the  onset,  she  had  had  areas  of  swell- 
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ing  and  redness  on  her  face  and  ears.  One  week 
after  the  beginning  of  her  symptoms,  with  no  remis- 
sion of  fever  and  symptoms,  prednisone  was  ad- 
ministered with  marked  improvement  in  forty-eight 
hours.  An  L.E.  preparation  was  positive.  There 
have  been  numerous,  milder  attacks  since  that  time 
in  spite  of  maintenance  doses  of  prednisone. 

Case  5. — J.  W.,  a white  female,  forty-two  years 
old,  noticed  swelling  of  both  feet  with  slight,  associ- 
ated fever  in  August,  1955.  An  L.E.  preparation 
was  positive,  and  prednisone  therapy  was  instituted. 
In  spite  of  daily  doses  of  20  mg.  there  were  numerous 
exacerbations  of  the  disease  process,  and  on  Novem- 
ber 4,  1955,  areas  of  purpura  appeared  on  both  legs. 
On  November  18,  1955,  she  was  hospitalized  with 
marked  swelling  of  both  feet  and  ankles.  In  this 
case,  as  in  Case  4,  exquisitely  tender  nodules  along 
the  course  of  veins  in  the  region  of  the  swelling 
could  be  palpated.  Laboratory  findings  were  normal 
in  this  case  except  for  a repeatedly  positive  L.E.  test. 

Summary 

Treatment  of  disseminated  lupus  erythema- 
tosus includes  the  use  of  prednisone  or  other 


corticosteroid  preparations  and  treatment  of 
any  other  coincidental  infections  or  conditions. 
Prophylactic  avoidance  of  sunlight  and/or  ultra- 
violet light  should  be  advised. 

All  patients  in  this  series  were  initially  given 
doses  of  20  mg.  of  prednisone  per  day.  This 
dosage  was  adequate  to  produce  remission  of 
symptoms  within  four  to  five  days  except  in 
Case  5.  Maintenance  doses  of  5 mg.  per  day 
were  prescribed  in  the  first  four  cases  and  were 
continued  for  periods  of  two  to  six  weeks.  In  the 
fifth  case  it  has  been  necessary  to  increase  the 
daily  dosage  to  40  mg. 
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Hypophysedomy  in  ihe  Treatment  of  Advanced  Cancer  of  the 

Breast 


After  a general  summary  of  experience  with 
pituitary  surgery  in  treating  various  types  of  cancer, 
Drs.  Bronson  S.  Ray  and  Olaf  H.  Pearson  report  on 
75  hypophysectomies  performed  on  74  women  with 
advanced  mammary  carcinoma.  All  these  oper- 
ations were  performed  between  March,  1954  and 
December,  1955,  so  at  the  time  the  paper  was 
presented  evaluation  of  results  was  based  on 
follow-up  of  three  months  to  two  years.  Here  is 
the  authors’  summary  of  results:  There  were  seven 
deaths  in  the  first  thirty  days  after  operation,  but 
only  three  were  attributed  directly  to  it.  Of  the 
67  who  survived  the  surgery,  36  had  objective 
remissions,  and  31  were  not  benefited.  The  authors 
conclude  that  new  remissions  can  be  obtained  by 
hypophysectomy  in  patients  who  have  temporarily 


benefited  by  castration  or  by  a combination  of 
castration  and  adrenalectomy.  Every  patient  who 
was  temporarily  benefited  by  castration  obtained  a 
new  remission  after  hypophysectomy  and  four  of  11 
having  had  both  castration  and  adrenalectomy 
obtained  a new  remission  from  this  procedure. 
They  believe  their  experience  suggests  that  if 
hypophysectomy  is  not  used  as  the  initial  ablative 
operation  in  alteration  of  endocrine  influence  on  the 
disease,  it  is  probably  preferable  to  adrenalectomy 
as  a second  operation  following  castration.  The 
survival  period  is  more  than  double  in  those  patients 
who  obtained  a remission  after  hypophysectomy 
than  it  is  in  those  who  do  not.  This  difference,  the 
authors  say,  should  be  even  greater  when  more  time 
has  elapsed. — Annals  of  Surgery,  September,  1956 
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What  appears  to  be  a clear-cut  outbreak  of  a 
respirator}'  disease  when  studied  from  the 
clinical  and  epidemiologic  standpoint  may,  in 
fact,  prove  to  be  due  to  more  than  one  causative 
agent  when  examined  with  proper  laboratory 
examinations  to  establish  specific  etiology  in 
individual  cases.  An  epidemic  of  respiratory 
illness  occurring  in  Brighton,  New  York,  a suburb 
of  Rochester,  at  the  end  of  January,  1955,  with 
an  unusually  high  rate  of  absence  from  the  public 
schools,  was  studied  from  the  epidemiologic, 
clinical,  and  laboratory  standpoints. 

Observation  of  Cases 

The  course  of  the  epidemic  was  followed  with 
the  aid  of  the  records  of  the  absentee  rates  in  the 
high  school  and  the  several  elementary  schools. 
The  epidemiology  and  symptomatology  were 
studied  in  the  high  school  by  means  of  a question- 
naire which  was  filled  out  by  each  student,  noting 
any  illness  and  describing  the  symptoms  and 
signs.  A considerable  number  of  the  students 
who  were  ill  were  seen  by  the  pediatrician  (B.  B.), 
who  selected  from  a large  group  of  cases  19  chil- 
dren who  seemed  typical  in  all  respects  of  the 
epidemic  respiratory  disease.  In  these  cases  a 
detailed  history  and  clinical  appraisal  were  ob- 
tained. In  addition,  specimens  of  blood  were 
obtained  from  acute  (one  to  five  days  after  onset) 
and  convalescent  (fourteen  to  twenty-one  days 
after  onset)  stages,  and  from  15  cases  throat  wash- 
ings were  obtained  relatively  early  in  the  disease 
for  viral  studies. 

Laboratory  Methods 

Throat  washings  were  obtained  by  having  each 
patient  gargle  repeatedly  with  about  50  ml.  of 
sterile  skimmed  milk  to  which  penicillin,  100  units 
per  ml.,  and  streptomycin,  100  micrograms  per 
ml.,  were  added.  These  throat  washings  were  in- 
jected into  the  amniotic  sac  of  ten-day-old 
embryonated  eggs  which  were  then  incubated  for 


forty-eight  hours  at  35  C.  The  amniotic  fluids 
were  removed  and  tested  for  the  presence  of 
hemagglutinating  viruses  by  the  addition  of 
chicken  erythrocytes.  If  this  test  was  negative, 
the  amniotic  fluids  were  injected  into  eggs  again 
and  the  test  for  viral  hemagglutinins  repeated. 
If  a hemagglutinating  virus  was  isolated,  it  was 
identified  by  use  of  the  appropriate  specific  im- 
mune sera. 

The  throat  washings  were  also  diluted  in  a syn- 
thetic tissue  culture  medium  containing  10  per 
cent  horse  serum  and  added  to  tissue  cultures  of 
the  human  cervical  epidermoid  carcinoma  cell 
(Hela).  These  cultures  were  examined  every 
other  day  for  nineteen  days  for  any  evidence  of 
the  presence  of  a cytopathogenic  viral  agent. 

The  acute  and  convalescent  phase  serum  speci- 
mens were  tested  for  antibodies  for  influenza  A, 
B,  and  C viruses  in  a complement  fixation  test 
using  the  respective  antigens. 

Course  of  the  Epidemic 

The  peak  of  the  epidemic  was  reached  among 
the  Brighton  High  School  children  with  an  ab- 
sentee rate  of  over  15  per  cent  for  the  week  ending 
January  31,  1955.  In  the  next  four  weeks  the 
absentee  rate  was  twice  the  mean  rate  of  the 
previous  four  five-week  periods  and  also  twice  the 
rate  of  the  previous  year  at  the  same  time.  A 
similar  rise  occurred  somewhat  later  among  the 
children  in  the  Brighton  elementary  schools.  At 
the  same  time  the  absentee  rate  in  Rochester  high 
schools  was  the  highest  it  had  been  in  the  past 
five  years.  In  all  the  schools  the  marked  rise  in 
absentee  rate  lasted  no  more  than  three  weeks, 
indicating  a relatively  sharply  limited  outbreak  of 
respiratory  disease. 

Clinical  Characteristics  of  the  Disease 

Most  of  the  individuals  were  sick  for  about  one 
week  with  fever  of  102  to  103  F.  The  outstanding 
symptoms  were  headache,  pain  in  the  eyes,  cough, 
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TABLE  I. — Comparison  of  Clinical  Features  of  Epidemic  Illness 


■Studied  Group n Questionnaire 


Influe 

nza  B > 

✓ Not  Infl 

uenza  B * 

Group s 

Per  Cent 

Number 

Per  Cent 

Number 

Per  Cent 

Number 

Positive 

Reporting 

Positive 

Reporting 

Positive 

Reporting 

Headache 

67 

6 

100 

12 

62 

507 

Sore  throat 

80 

5 

50 

12 

64 

507 

Eye  ache 

80 

5 

50 

12 

23 

507 

Neck  ache 

0 

5 

20 

10 

15 

507 

Back  ache 

40 

5 

18 

11 

14 

507 

Stomach  ache 

40 

5 

73 

11 

Nausea 

40 

5 

27 

11 

Vomiting: 

0 

5 

9 

11 

12 

507 

Diarrhea 

20 

5 

9 

11 

10 

507 

Cough 

100 

5 

100 

13 

07 

507 

Hoarseness 

40 

5 

27 

11 

42 

507 

Dizziness 

80 

5 

60 

10 

46 

507 

Fever 

100 

6 

100 

13 

09 

507 

Siblings  attacked 

50 

6 

55 

13 

52 

507 

Mean  age 

11.8 

6 

9.4 

13 

Mean  fever 

102.0  F 

5 

102.4  F 

13 

Duration  of  fever 
Mean  white  blood 

4.5  days 

5 

4.5  days 

12 

count 

5.4  X 10* 

6 

4.5  X 10* 

8 

sore  throat,  hoarseness,  and  abdominal  pain.  In 
the  group  of  507  ill  high  school  children  who 
answered  the  questionnaire,  the  symptoms  de- 
scribed were  similar  to  those  in  the  patients  under 
direct  observation,  and  their  illnesses  seemed  to 
fit  the  clinical  picture  of  the  disease  described. 

Among  the  group  under  direct  observation,  the 
symptoms  and  course  in  all  cases  were  similar, 
and  the  attack  rate  in  siblings  was  about  50  per 
cent  after  what  appeared  to  be  an  incubation 
period  of  less  than  one  week.  In  the  14  cases  on 
which  white  blood  counts  were  done,  the  leuko- 
cyte count  was  below  10,000  in  all,  and  12  of 
these  were  under  6,000. 

It  appeared  from  the  observations  that  this  was 
a single  respiratory  illness,  probably  influenza. 
Since  influenza  caused  by  the  influenza  B virus 
was  being  reported  elsewhere  in  New  York 
State  at  the  same  time,  it  appeared  likely  that 
this  was  an  outbreak  of  infection  with  influenza  B 
virus. 

Results  of  Etiologic  Studies 

Laboratory  studies  confirmed  the  diagnosis  of 
infection  with  influenza  B virus  by  isolation  of 
influenza  B virus  in  only  one  case,  and  in  just 
six  was  there  a diagnostic  rise  (fourfold  or  more) 
in  the  titer  of  influenza  B antibodies.  No 
patients  tested  showed  any  rise  in  antibodies  to 
influenza  A or  C viruses. 

No  cytopathogenic  viral  agent  was  identified 
in  the  throat  washings  tested  by  addition  to  tissue 
cultures  of  Hela  cells. 


Correlation  of  Clinical  and  Etiologic 
Data 

The  patients  were  divided  into  three  categories 
on  the  basis  of  the  laboratory  studies  (Table  I) : 

1.  Those  with  proved  diagnosis  of  infection 
with  influenza  B virus. 

2.  Those  whose  laboratory  tests  did  not  indi- 
cate infection  with  influenza  B virus. 

.3.  Those  who  answered  the  questionnaire  and 
appeared  to  have  the  same  disease. 

Examination  of  the  data  reveals  that  the  three 
groups  cannot  be  differentiated  on  the  basis  of  the 
results  obtained  by  epidemiologic  or  clinical 
observations.  The  small  number  of  cases  of 
proved  influenza  did  not  show  anything  that  set 
them  apart  from  either  of  the  other  two  groups. 

Comment 

The  results  of  the  study  present  two  alterna- 
tives: 

1.  Even  in  the  presence  of  an  epidemic  of 
respiratory  illness,  it  is  not  possible  on  the  basis 
of  clinical  evaluation  to  recognize  influenza  and 
to  separate  it  from  similar  respiratory  diseases. 

2.  The  laboratory  methods  employed  in  this 
study  were  inadequate  to  demonstrate  infection 
with  influenza  B virus  in  all  cases. 

It  is  well  recognized  that  it  is  difficult  to 
separate  respiratory  illnesses  into  distinct  entities. 
In  any  community  the  pattern  of  common  dis- 
eases among  children  follows  a series  of  epidemic 
waves  interspersed  with  what  might  be  considered 
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endemic  disease.  Frequently  during  the  respira- 
tory season  two  or  more  waves  are  superimposed. 
The  experienced  physician  who  sees  a great  deal 
of  illness  among  children  is  frequently  able  to 
make  a clear  diagnosis  in  an  individual  case  only 
by  knowing  what  is  “going  around.”  Even  then 
he  may  not  be  able  to  make  a specific  diagnosis, 
as  indicated  by  the  results  of  this  study  in  which 
influenza  was  occurring  concomitantly  with 
respiratory  illness  of  unknown  etiology  with  the 
same  clinical  characteristics. 

The  laboratory  methods  employed  in  these 
diagnostic  studies  were  the  same  as  those  rou- 
tinely employed  in  studies  of  outbreaks  of  influ- 
enza. While  the  difficulty  of  isolating  influenza 
viruses  regularly  from  the  throat  washings  of 
patients  with  the  disease  is  well  known,  the  ab- 
sence of  a rise  in  antibody  titer  in  the  complement 
fixation  test  in  serum  specimens  taken  at  suitable 
intervals  is  regarded  as  indicating  that  the  illness 
is  not  due  to  infection  with  influenza  virus. 
However,  instances  of  failure  to  show  a rise  in 
antibody  titer  have  been  described  in  experi- 
mentally induced  influenza.1 

The  Hela  cell  tissue  cultures  would  probably 
have  revealed  the  presence  of  agents  of  the 
adenoidal-pharyngeal-conjunctival  virus  group  if 


they  had  been  present  as  etiologic  agents  in  the 
illnesses  in  some  of  the  patients.2 

Su  mm  (try 

1.  An  epidemic  of  respiratory  illness  is  de- 
scribed which  appeared  to  be  a clear-cut  epi-  r 
demiologic  and  clinical  entity. 

2.  A minority  of  a representative  sample  of 
patients  studied  were  shown  to  be  infected  with 
influenza  B virus  by  laboratory  tests,  but  the 
others  had  a disease  of  unknown  etiology. 

3.  It  appears  that  this  outbreak  consisted  of 
two  or  more  simultaneously  occurring  waves  of 
respiratory  disease,  one  of  which  was  influenza 
and  the  others  of  unknown  etiology,  although 
they  had  a common  clinical  and  epidemiologic 
pattern. 

The  cooperation  of  the  principals  and  nurses  of  the  Brighton 
schools  and  the  Attendance  Division  of  the  Rochester  Public 
Schools  is  acknowledged  with  appreciation.  The  laboratory 
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Regional  Enteritis 


Since  the  original  14  cases  presented  by  Crohn 
about  twenty- five  years  ago,  hundreds  of  cases  of 
regional  enteritis  have  been  reported  by  clinics  large 
and  small  from  all  parts  of  the  United  States.  The 
disease  which  generally  afflicts  young  adults  of  both 
sexes  is  characterized  by  subacute  or  chronic 
necrotizing  and  cicatrizing  inflammation  of  various 
segments  of  the  intestinal  tract  but  most  often  the 
terminal  portion  of  the  ileum.  Other  names  by 
which  it  is  known  include  terminal  ileitis,  regional 
ileitis,  segmented  enteritis,  localized  hypertrophic 


enteritis,  hypertrophic  jejunoileitis,  ileocolitis 
chronic  intestinal  enteritis,  etc.  Treatment,  either 
medical  or  surgical,  is  disappointing;  conservative 
treatment  seldom  results  in  cure  and  surgical  treat- 
ment shows  a high  rate  of  recurrence.  Roentgen 
therapy  apparently  does  not  show  any  better  results. 
Dr.  Robert  E.  Bonnes,  Veterans  Administration 
Hospital,  Wood,  Wisconsin,  discusses  pathology, 
etiology,  diagnosis,  and  treatment. 

— Marquette  Medical  Review,  May,  1956 
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A Safe , Simplified  Technic  for  Esophagoscopy 


DAVID  SHEPARD,  M.D.,  STATEN  ISLAND,  NEW  YORK 


The  hazards  of  esophagoscopy  are  well  known 
but  cannot  be  overemphasized.  Jackson1 
has  repeatedly  warned  of  the  dangers  inherent  in 
this  procedure,  even  in  the  most  competent  hands 
and  under  the  most  exacting  conditions.  Schind- 
ler2-3 has  indicated  that,  “It  is  assumed  that 
esophagoscopy  has  a morbidity  of  2 per  cent  and  a 
mortality  rate  of  0.5  per  cent.  These  figures 
would  rise  considerably  if  esophagoscopy  were  to 
be  done  by  any  other  than  trained  experts.” 
Those  of  us  who  perform  esophagoscopy  have 
developed  a wholesome  respect  for  any  procedure 
involving  the  esophageal  segment  of  the  gastro- 
intestinal tract.  The  more  experienced  the  en- 
doscopist, the  greater  the  respect  he  has  for  the 
mechanical  application  of  the  esophagoscope. 

The  area  of  greatest  concern  is  the  crico- 
pharyngeal stopcock.  Mismanagement  of  the 
esophagoscope  at  this  point  causes  a hypo- 
pharyngeal  tear,  often  leading  to  mediastinitis 
and  a fatal  outcome.  At  times  the  cricopharyn- 
geus  muscle  is  so  spastic  (even  though  the 
patient  is  adequately  sedated)  that  the  rosette 
formed  by  the  tightly  closed  upper  end  of  the 
esophagus  is  even  difficult  to  identify.  The 
injudicious  and  impatient  application  of  force 
with  the  esophagoscope  at  such  a time  will  not 
infrequently  terminate  in  perforation  of  the 
posterior  wall  of  the  esophagus. 

Several  months  ago  I attempted  to  esopha- 
goscope a three-year-old  Negro  child  with  a 
foreign  body  in  the  esophagus.  The  anesthetist 
would  not  consent  to  general  anesthesia  of  any 
type  since  he  felt  the  dangers  to  be  too  great. 
The  patient  was  well  sedated  with  barbiturates, 
and  esophagoscopy  was  attempted  without 
anesthesia.  Despite  the  sedation  the  spasm 
encountered  at  the  cricopharyngeus  did  not 
permit  the  introduction  of  the  esophagoscope. 
Two  further  attemps  were  made  to  pass  the 
esophagoscope  without  success.  Finally,  a flexible 
rubber  catheter  was  introduced  into  the  nose  and 
j thence  into  the  esophagus  in  the  manner  of 
passing  a Levine  tube.  The  esophagoscope  was 
then  admitted  into  the  oropharynx  and  hypo- 
pharynx.  The  catheter  was  visualized  at  the 
distal  end  of  the  endoscopic  tube  and  followed 


down  to  the  region  of  the  cricopharyngeus  which, 
due  to  the  presence  of  the  catheter,  was  no 
longer  tightly  closed.  Without  appreciable  effort 
the  esophagoscope  was  passed  anterior  to  the 
catheter  and  into  the  esophagus.  The  catheter 
was  then  withdrawn  through  the  nose,  and  the 
esophagoscopy  was  easily  completed,  along  with 
the  removal  of  the  foreign  body.  Postopera- 
tively  there  was  no  evidence  of  irritation  or  of 
other  undesirable  sequelae. 

Since  this  case  I have  routinely  utilized  this 
technic  in  all  cases  requiring  visualization  of  the 
esophagus.  I am  convinced  that  this  method  is 
simple  and  safe.  It  is  especially  well  suited  to 
those  surgeons  who  perform  endoscopic  visuali- 
zation of  the  esophagus  only  occasionally.  The 
extra  time  required  to  pass  a catheter  is  negli- 
gible, and  the  resultant  ease  and  safety  of  the 
endoscopy,  enabling  the  endoscopist  to  pass  the 
cricopharyngeal  narrowing,  fully  justify  the 
additional  tune  and  manipulation. 

With  this  technic  one  point  deserves  full 
emphasis.  The  catheter  must  always  be  directly 
posterior  to  the  distal  end  of  the  esophagoscope, 
never  to  the  side  or  anteriorly.  Should  the 
catheter  lie  laterally,  the  lip  of  the  endoscope 
may  push  it  further  to  the  side  and  out  of  sight. 
If  the  catheter  lies  anterior  to  the  esophagoscope, 
the  latter  may  create  and  transmit  undue  pressure 
of  the  posterior  esophageal  wall  and  thus  cause 
trauma  and  possible  perforation. 

Summary 

A technic  for  esophagoscopy  has  been  described 
in  which  a rubber  catheter  is  used  as  a guide  for 
the  esophagoscope.  It  is  the  author’s  opinion 
that  this  is  a safe  and  simple  method  for  visualiz- 
ing the  esophagus  and  one  especially  well  suited 
for  those  who  perform  this  procedure  only  occa- 
sionally. 

3936  Amboy  Road 
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Jaundice  Following  Small  Amounts  of 
Chlorpromazine 

HAROLD  ZAROWITZ,  M.D.,  AND  ISAAC  S.  FRIEDMAN,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Medicine,  Jewish  Hospital  of  Brooklyn) 


Chlorpromazine  has  found  wide  usage  since 
its  introduction  into  clinical  medicine.1-5 
Many  reports6-10  have  appeared  which  stress  the 
production  of  jaundice  after  the  drug  has  been 
used  for  a period  of  time  in  large  doses.  In 
the  manufacturer’s  booklet11  it  is  stated  that 
jaundice  “appears  to  be  related  to  the  duration 
of  treatment.”  We  have  noted,  as  have  other 
observers,12'13  that  jaundice  may  appear  after 
small  amounts,  varying  from  a total  dose  of 
30  to  250  mg.  This  becomes  especially  significant 
since  chlorpromazine  is  being  commonly  used  as 
a preanesthetic  and  postoperative  medica- 
ment.14-17 

It  is  our  purpose  to  stress  the  relationship  of 
small  doses  of  chlorpromazine  to  the  development 
of  jaundice  by  reporting  the  following  three  cases 
(Table  I). 

Case  Reports 

Case  I. — H.  P.,  a woman,  forty-six  years  of  age, 
was  given  a total  of  45  mg.  of  Thorazine  as  a pro- 
phylactic measure  against  air  sickness.  Prior  to 
this  she  had  had  no  complaints.  Since  a 25-mg. 
tablet,  which  she  took  as  a trial  dose,  made  her 
feel  drowsy,  the  following  day  she  took  a 10-mg. 
tablet.  Her  trip  was  uneventful,  and  ten  days 
later  on  her  flight  home  she  took  another  10-mg. 
tablet.  The  next  day  she  complained  of  general- 
ized, mild  pruritus.  Two  days  later  because  of  in- 
creasing pruritus  she  consulted  her  physician  who 
noted  that  she  was  jaundiced.  There  were  no  other 
physical  abnormalities.  Her  urine  contained  bile, 


but  her  stools  were  not  acholic.  When  her  blood 
was  analyzed,  it  was  found  that  the  total  serum 
bilirubin  was  2.2  mg.  per  cent,  of  which  69  per  cent 
was  free.  The  alkaline  phosphatase  level  was  16.6 
Bodansky  units,  whereas  the  cephalin  flocculation 
was  0 and  the  thymol  turbidity  3.3  Maclagan  units. 

The  pruritus  and  jaundice  regressed  in  two  weeks, 
and  a month  later  the  bilirubin  and  alkaline  phos- 
phatase levels  were  normal.  Roentgenograms  of 
the  gallbladder  were  reported  as  showing  no  ab- 
normalities. 

Case  2. — D.  F.,  a woman,  thirty-six  years  of  age, 
was  given  Thorazine  to  control  nausea  which  de- 
veloped after  the  use  of  tetracycline  for  a respiratory 
infection.  During  a three-week  period  she  had 
taken  a total  of  250  mg.  of  Thorazine  at  irregular 
intervals.  At  this  time  she  was  examined  because 
of  fatigue  and  nausea  and  was  found  to  be  jaundiced. 
When  questioned,  she  stated  that  she  had  mild 
generalized  pruritus  and  had  noted  dark  urine  and 
light  stools  for  several  days. 

Except  for  the  jaundice  no  abnormal  physical 
findings  were  noted.  The  liver  was  not  enlarged, 
nor  was  there  any  right  upper  quadrant  tenderness. 
Her  urine  was  strongly  positive  for  bile,  and  her 
stools  were  acholic.  Chemical  studies  of  her  blood 
were  as  follows:  total  serum  bilirubin  4.4  mg.  per 
cent,  of  which  80  per  cent  was  in  the  free  form; 
icterus  index  32;  alkaline  phosphatase  8 Bodansky 
units;  cephalin  flocculation  0;  thymol  turbidity  3 
Maclagan  units;  total  cholesterol  194  mg.  per  cent, 
of  which  the  free  fraction  was  35  per  cent;  total 
protein  7.3  Gm.  per  cent  with  3.8  Gm.  albumin  and 
3.5  Gm.  globulin. 

During  the  ensuing  month  the  jaundice,  fatigue,, 


TABLE  I. — Summary  of  3 Cases 


Case 

Age 

Total  Dose  and 
Interval 

Serum  Bilirubin 
(Mg.  Per  Cent) 

Alkaline 

Phosphatase  Cephalin 

(Bodansky  Units) Flocculation 

Thymol 

Turbidity 

(Maclagan 

Units) 

Total  Cholesterol 
(Mg.  Per  Cent) 

1 

46 

35  mg.  first  day;  10 
mg.  second  day;  10 
mg.  1 week  later. 
Total  45  mg. 

2.2 

16.6 

0 

3.3 

2 

36 

Total  250  mg.  in 
weeks 

3 

4.4 

8 

0 

3 

194 

3 

72 

Total  200  mg.  in 
weeks 

10 

3.8 

17 

0 

2 

(30^  free) 
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and  nausea  gradually  subsided.  Although  bile 
pigments  appeared  in  her  stools  within  the  first 
week  of  her  illness,  traces  of  bile  were  still  present  in 
her  urine  four  weeks  later.  The  serum  bilirubin 
and  alkaline  phosphatase  values  returned  to  normal 
levels. 

Case  3. — A.  U.,  a seventy-two-year-old  female, 
was  admitted  to  the  hospital  because  of  jaundice 
and  generalized  pruritus  of  two  weeks  duration. 
For  the  same  period  of  time  she  had  passed  dark 
urine  and  light-colored  stools. 

During  the  previous  ten  weeks,  because  of  re- 
current nausea,  she  had  taken  a total  of  200 
mg.  of  Thorazine.  This  consisted  of  10-mg.  tablets 
which  she  took  at  irregular  intervals.  Thirty 
years  previously  she  had  had  a gallbladder  opera- 
tion, but  she  did  not  know  whether  or  not  the  gall- 
bladder had  been  removed.  Three  years  prior 
to  her  present  illness  she  had  been  hospitalized 
because  of  a fracture  of  the  right  hip.  At  that  time 
her  total  blood  serum  cholesterol  was  223  mg.  per 
cent,  icterus  index  4,  cephalin  flocculation  0,  and 
t hymol  turbidity  1.3  Maclagan  units. 

During  the  present  admission  jaundice  and  the 
old  operative  abdominal  scar  were  the  only  physical 
abnormalities  found.  The  liver  was  not  palpable, 
and  there  was  no  right  upper  quadrant  tenderness. 
Analysis  of  the  urine  showed  the  presence  of  bile 
and  also  urobilinogen  in  a dilution  of  1:30.  The 
stools  were  acholic  but  later  contained  bile  pigments. 
Blood  studies  revealed  mild  hypochromic  anemia  and 
5,200  white  blood  cells  with  differential  count  of  66 
neutrophils,  1 eosinophil,  31  lymphocytes,  and  2 
monocytes. 

The  sedimentation  rate  was  47  and  later  42 
mm.  per  hour;  total  serum  bilirubin  3.8  mg.  per 
cent,  of  which  the  free  fraction  was  85  per  cent; 
icterus  index  23;  alkaline  phosphatase  17  Bodansky 
units,  cephalin  flocculation  0;  thymol  turbidity  2 
Maclagan  units;  total  cholesterol  339  mg.  per  cent, 
of  which  30  per  cent  was  free;  blood  glucose  75 
mg.  per  cent;  urea  nitrogen  19  mg.  per  cent;  uric 
acid  4 mg.  per  cent.  The  prothrombin  time  was 
nine  seconds,  control  ten  seconds.  The  serum 
heterophil  agglutination  titer  was  1 : 4,  and  Mazzini 
test  was  negative.  C-reactive  protein  determination 
was  also  negative.  Intravenous  cholangiographic 
studies  failed  to  visualize  the  bile  ducts.  Roent- 
genograms of  the  gastrointestinal  tract  were  inter- 
preted as  normal. 

Her  course  in  the  hospital  was  uneventful.  The 
jaundice  gradually  subsided.  Fourteen  days  later 
on  discharge  the  icterus  index  was  15.  The  alkaline 
phosphatase  was  still  elevated  at  15  Bodansky 
units,  and  the  total  cholesterol  was  306  mg.  per  cent, 
of  which  the  free  fraction  was  33  per  cent.  A month 
later  these  studies  were  repeated  and  found  to  be 
normal. 


Comment 

The  pathogenesis  of  jaundice  following  chlor- 
promazine  has  not  been  clarified.  It  has  been 
suggested  that  its  mechanism  involves  hyper- 
sensitivity of  the  biliary  canaliculi  within  the 
liver  parenchyma.18  A recently  reported  experi- 
ment demonstrated  that  chlorpromazine  produces 
choledochoduodenal  sphincteric  spasm.19  Patho- 
logically there  is  cholestasis  with  bile  thrombi. 
There  is  usually  no  liver  parenchymal  involve- 
ment aside  from  a slight  pericanalicular  inflam- 
matory process.  The  clinical  and  chemical 
findings  are  those  of  obstructive  jaundice. 
However,  it  has  been  suggested  that  chlorpro- 
mazine may  also  produce  parenchymal  damage,20 
as  evidenced  by  liver  biopsy  and  hepatic  function 
tests. 

In  the  cases  reported  here  it  is  to  be  noted  that 
jaundice  followed  doses  of  45,  250,  and  200  mg. 
In  none  of  these  cases  was  there  any  evidence  of 
pre-existing  liver  disease.  The  third  case  had 
had  a gallbladder  operation  thirty  years  pre- 
viously but  showed  no  signs  of  biliary  tract 
disease  during  the  ensuing  years  until  her  present 
illness  after  chlorpromazine  had  been  admin- 
istered. All  the  liver  function  studies  indicated 
regurgitant  jaundice. 

A survey  of  the  literature  revealed  two  other 
reports12-13  which  stressed  the  relation  of  jaundice 
to  small  doses  of  chlorpromazine.  Sussman  and 
Sumner12  noted  that  a dose  of  50  mg.  orally  was 
followed  by  clinical  jaundice  in  ten  days  which 
subsided  in  seven  weeks.  Subsequently  in  the 
same  patient  a repeat  dose  of  38  mg.  was  followed 
by  an  elevation  of  serum  bilirubin  without  clinical 
jaundice.  Atkinson  and  Tucker13  also  saw 
jaundice  develop  after  only  30  mg.  of  chlorpro- 
mazine. 

Recently  it  has  become  an  almost  routine 
procedure  in  some  institutions  to  administer 
parenteral  chlorpromazine  in  order  to  diminish 
preoperative  sedative  requirements  and  post- 
operative nausea  and  vomiting.  The  effective 
initial  dose  seems  to  be  25  to  50  mg.  It  is  evident 
that  since  small  doses  are  capable  of  producing 
jaundice,  patients  who  have  had  abdominal 
surgical  procedures  and,  more  particularly, 
biliary  tract  manipulation  might  develop  mis- 
leading jaundice  from  the  chlorpromazine  rather 
than  from  the  operation.  In  addition,  confusion 
might  arise  in  those  instances  of  jaundice  where 
both  chlorpromazine  and  blood  or  plasma  have 
been  administered.  In  any  event  it  now  becomes 
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essential  to  consider  chlorpromazine  as  a possible 
causative  factor  of  jaundice,  regardless  of  the 
amount  given. 

Summary  and  Conclusion 

1.  Three  cases  of  jaundice  following  small 
doses  of  chlorpromazine  are  reported. 

2.  The  role  of  preanesthetic  chlorpromazine 
in  small  doses  must  be  considered  in  cases  of 
postoperative  jaundice. 
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Spontaneous  Regression  of  Cancer:  Preliminary  Report 


After  examination  of  600  histories  Drs.  Tilden  C. 
Everson  and  Warren  H.  Cole,  University  of  Illinois, 
Chicago,  selected  47  cases  of  cancer  which  they 
considered  adequately  documented  for  acceptance  as 
possible  examples  of  spontaneous  regression.  Spon- 
taneous regression  is  defined  as  partial  or  complete 
disappearance  of  a malignant  tumor  either  without 
treatment  or  with  treatment  considered  inadequate 
to  influence  the  course  of  the  disease  to  any  signifi- 
cant degree.  It  is  to  be  noted  that  this  is  not 
synonymous  with  cure  or  complete  regression.  Of 


the  47  cases  collected,  regression  verified  by  micro- 
scopic data  was  complete  in  11.  Possible  factors 
influencing  the  course  of  the  lesion  are  listed  as  (1) 
endocrine  influences,  (2)  surgical  removal  believed 
to  be  partial  but  actually  complete,  (3)  unusual 
sensitivity  to  inadequate  irradiation  or  other  ther- 
apy, (4)  fever,  acute  infection,  or  both,  (5)  allergic 
reaction,  (6)  interference  with  nutrition  of  the  tumor, 
(7)  removal  of  the  carcinogenic  agent,  and  (8) 
incorrect  diagnosis  of  malignacy. — Annals  of  Sur- 
gery, September,  1956 
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Editor’s  Note. — Continuing  its  series  of  lectures  and  discussions  on  problems  of  peri- 
natal mortality,  the  Special  Committee  on  Infant  Mortality  now  considers  clinical  signs  and 
laboratory  procedures  which  may  be  of  value  to  the  physician  in  the  early  diagnosis  of  fetal 
distress.  The  physiology  of  fetal  anoxia  is  discussed,  as  well  as  the  reliability  of  certain  clin- 
ical signs  and  the  xise  of  fetal  electrocardiography  as  a measure  of  early  diagnosis. 
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Dr.  Carl  Goldmark:  As  chairman  of  your 
Special  Committee  on  Infant  Mortality  I want 
to  welcome  you  to  the  first  meeting  of  the 
1956-1957  season.  We  will  devote  this  evening 
to  a discussion  of  the  problem  of  “The  Early 

Presented  at  an  open  meeting  of  the  Special  Committee  on 
Infant  Mortality,  Medical  Society  of  the  County  of  New 
York,  November  15,  1956;  Dr.  Carl  Goldmark,  chairman,  and 
Dr.  Harold  Abramson,  secretary,  145  East  61st  Street,  New 
York  21,  New  York.  The  following  are  members  of  the 
committee:  Drs.  Virginia  Apgar,  Gustave  J.  Beck,  Joseph 

Constantine,  Edwin  Gold,  Peter  Gruenwald.  Duncan  Hola- 
day,  Harold  Jacobziner,  David  Lehr,  Walter  Levy,  Benjamin 
Marbury,  Jean  Pakter,  William  Silverman,  Lawrence  Slo- 
oody,  Martin  L.  Stone,  Lotte  Strauss,  Edward  Wasserman, 

I Leo  Wilson,  and  Louis  Weymuller  and  Mr.  Herbert  Rich. 

Tune  1,  1957 


Recognition  of  Fetal  Distress  by  Clinical  and 
Electrocardiographic  Methods.”  The  subject  is 
one  of  vital  interest  to  all  obstetricians,  pedia- 
tricians, and  anesthesiologists.  The  search  for 
intrapartum  or  antepartum  signs  of  fetal  distress 
is  not  new.  The  obstetric  literature  of  the  early 
part  of  the  nineteenth  century  gave  auscultation 
of  the  fetal  heart  as  a method  of  recognizing 
fetal  distress.  This  was  only  shortly  after  the 
death  of  Laennec.  However,  the  audibility  of 
the  fetal  heart  was  known  as  early  as  the  seven- 
teenth century.  Early  in  the  twentieth  century 
many  dissertations  were  published  on  the 
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recognition  of  fetal  distress  by  the  very  rapid, 
very  slow,  or  irregular  heart  beat.  Even  then 
the  finding  of  meconium  in  the  amniotic  fluid  of  a 
vertex  presentation  was  said  to  be  a bad  prog- 
nostic sign  for  the  fetus. 

Several  decades  later  these  signs  were  consid- 
ered of  little  or  no  prognostic  value.  With  a little 
thought  it  becomes  obvious  how  one  can  arrive 
at  such  a conclusion.  Anyone  who  has  done  an 
appreciable  amount  of  obstetrics  has  had  the 
experience  of  noting  one  or  several  of  these  signs 
of  fetal  distress  during  labor  and  then  at  the  time 
of  delivery  finding  to  his  relief  that  the  infant 
cries  spontaneously  and  shows  no  evidence  of 
distress.  In  short,  the  accepted  signs  said  “Expect 
trouble,”  but  none  was  found. 

After  such  experiences  it  was  only  a step  to 
feeling  that  these  signs  were  not  valid  warnings  of 
fetal  distress.  There  then  followed  a period  in 
obstetric  history  when  these  signs  were  ignored 
entirely.  However,  as  we  shall  learn  this 
evening,  statistical  studies  show  that  the  signs 
are  of  clinical  significance  and  that  they  have  a 
definite  place  in  prognosis. 

Experience  has  taught  us  that  placenta  previa, 
premature  separation  of  the  placenta,  and  the 
toxemias  of  pregnancy  are  conditions  that  in- 
crease the  fetal  death  rate.  In  short,  when  one  of 
these  conditions  occurs,  the  obstetrician  is 
alerted  to  the  danger  of  fetal  embarrassment. 
Thus,  he  may  be  prodded  into  active  and  early 
interference  in  the  interest  of  the  baby.  The 
same  may  be  said  about  the  baby  with  a pro- 
lapsed cord  or  perhaps  the  baby  presenting  by  the 
breech  in  a primipara. 

The  subject  under  discussion  tonight  is  not  late 
signs  which  may  be  indicative  of  a perilous  situa- 
tion for  the  baby.  What  we  as  practicing 
obstetricians  need  or,  better  yet,  what  gener- 
ations of  unborn  babies  will  need  are  earlier  and 
more  definitive  signs  of  fetal  distress.  Are  there 
now  available  to  us  previously  unrecognized 
signs  that  signify  conditions  such  as  knots  in  the 
cord,  occult  difficulty  in  the  uteroplacental 
circulation,  and  bleeding  into  the  placenta?  If 
such  signs  are  available,  can  they  be  recognized 
early  enough,  either  clinically  or  by  rapid  labo- 
ratory methods,  to  allow  ample  time  for  safe 
delivery  of  the  newborn  infant? 

I hope  that  our  panel  members  will  give  us 
some  information  regarding  the  early  detection  of 
fetal  distress,  either  by  clinical  or  laboratory 
technics. 


The  panel  invited  to  discuss  this  problem 
includes  Dr.  Donald  Barron,  Professor  of 
Physiology,  Yale  University  School  of  Medicine; 
Dr.  Edward  Southern,  Associate  in  Obstetrics  and 
Gynecology,  Mount  Sinai  Hospital;  and  Dr. 
Charles  M.  Steer,  Associate  Professor  of  Clinical 
Obstetrics  and  Gynecology,  College  of  Physicians 
and  Surgeons  of  Columbia  University. 

After  each  member  of  the  panel  has  presented 
his  discussion,  we  will  devote  the  latter  part  of 
our  meeting  to  questions  from  the  audience.  To 
start  the  proceedings,  I should  now  like  to  call  on 
Dr.  Donald  Barron  who  will  discuss  the  mecha- 
nisms involved  in  the  diminution  of  oxygen  flow  to 
the  fetus  with  the  production  of  fetal  distress. 

Dr.  Donald  Barron:  Since  the  time  available 
for  discussion  of  “fetal  anoxia”  precludes  ade- 
quate treatment  of  the  subject,  I will  limit  my 
remarks  to  just  three  or  four  of  its  facets. 

First,  however,  there  is  a matter  of  termi- 
nology to  be  considered.  The  term  “anoxia”  has 
been  used  by  some  respiratory  physiologists  to 
designate  any  condition  which  retards  the 
oxidation  processes  in  the  tissues.  This  re- 
tardation may  be  due  either  (1)  to  an  inability  of 
tissues  to  use  the  oxygen  available  to  them,  as, 
for  example,  in  cyanide  poisoning,  or  (2)  to  an 
inadequate  oxygen  supply.  Thus,  a condition  of 
hypoxia  in  which  the  oxygen  available  to  the 
tissue  is  adequate  for  its  normal  demands  but 
less  abundant  than  normal  gives  way  to  one  of 
anoxia  when  the  oxygen  supply  diminishes  below 
a critical  level  to  retard  the  oxidative  processes  of 
the  tissue.  In  other  words,  in  most  circum- 
stances there  is  oxygen  available  to  the  tissue  in 
excess  of  its  requirements.  There  is  a certain 
margin  of  safety  with  respect  to  oxygen.  This 
margin  of  safety  decreases  with  progressive 
hypoxia.  When  the  margin  is  exceeded,  the 
tissue  may  be  said  to  be  in  “anoxia.” 

If  for  purposes  of  discussion  we  accept  this 
restricted  meaning  of  the  word  “anoxia,”  I can 
make  my  first  point,  that  there  is  no  good  evidence  at 
the  moment  to  indicate  that  the  mammalian  fetus  is 
normally  in  a state  of  chronic  anoxia.  Indeed, 
such  evidence  as  is  available  points  to  the  oppo- 
site conclusion:  that  the  mammalian  fetus  is 
especially  adapted  for  life  in  an  environment  in 
which  the  prevailing  oxygen  pressure  is  low, 
after  the  manner  of  birds  and  mammals  that 
normally  dwell  at  high  altitudes  and  in  a rare- 
fied atmosphere.  Like  these  animals  the  fetus 
enjoys  but  a small  margin  of  safety  with  regard 
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Fig.  1.  Oxygen  dissociation  curves  of  (a)  the  bloods 
of  ungulates  adapted  to  life  at  high  altitudes,  ( b ) of 
fetuses,  and  (c)  their  mothers.  (The  broken  lines  repre- 
sent a maternal-fetal  pair.) 

to  oxygen.  The  oxygen  supply  exceeds  by 
little  the  levels  at  which  the  oxidative  processes 
in  tissues  would  be  impaired.  The  adaptive 
processes  of  the  fetus  and  of  the  animal  normally 
dwelling  at  high  altitude  to  the  low  oxygen 
pressures  in  their  respective  environments  are 
quite  similar.  In  each  case  the  oxygen  dissocia- 
tion curve  of  the  blood  is  shifted  to  the  left. 
Consequently,  it  has  a greater  affinity  for  oxygen 
than  has  adult  blood  or  that  of  an  animal 
normally  dwelling  at  sea  level  when  both  are 
exposed  to  the  same  partial  pressure  (Fig.  1). 

The  second  point  I would  like  to  consider  with 
you  is  the  cause  of  the  low  partial  pressure  at 
which  oxygen  reaches  the  fetal  blood  in  the  placenta. 
In  the  case  of  the  animal  dwelling  at  altitude,  the 
low  partial  pressure  at  which  oxygen  reaches  the 
blood  in  the  pulmonary  capillaries  is  associated 
with  the  low  barometric  or  atmospheric  pressure, 
that  is,  with  the  low  pressure  in  the  source  of 
supply  and  not  with  any  apparent  difference  in  the 
structure  of  its  lungs  that  might  interfere  with 
the  movement  of  oxygen  from  the  alveoli  to  the 
blood  exposed  in  the  lungs.  In  the  case  of  the 
fetus,  however,  the  low  pressure  at  which  oxygen 
reaches  its  blood  exposed  in  the  placental 
capillaries  is  not  primarily  the  result  of  a low 
pressure  in  the  source  of  supply,  namely,  the 
maternal  arterial  blood.  It  is  rather  the  result  of 
the  resistance  offered  by  the  tissue  barrier 
separating  the  maternal  and  fetal  bloods  to  the 
diffusion  from  the  former  to  the  latter.  There  is 
of  course  the  added  fact  that  in  the  maternal 


sinusoid  the  maternal  arterial  blood  is  diluted  by 
the  reserve  blood  of  the  sinus,  just  as  the  in- 
spired air  is  diluted  by  the  air  of  the  lung.  There 
is  a resultant  fall  in  the  oxygen  pressure  to 
which  the  blood  conducting  the  oxygen  away  in 
both  cases  is  exposed. 

The  point  I wish  to  make  is  that  the  placenta 
is  a less  efficient  organ  for  the  oxygenation  of 
blood  than  the  lung  in  this  respect.  A higher 
oxygen  pressure  gradient  is  required  to  provide 
the  oxygen  requirements  of  the  individual  when 
that  gas  must  cross  the  placenta  than  when  it 
crosses  a lung.  Let  me  put  this  in  another  way. 
The  oxygen  requirements  of  the  mammalian 
fetus  at  the  end  of  term  when  expressed  in 
cubic  centimeters  per  kilogram  of  body  weight 
per  minute  are  of  the  same  order  as  those  of  the 
adult.  A higher  pressure  difference  is  required, 
however,  to  meet  the  fetal  needs  across  the 
placenta  than  is  necessary  in  the  case  of  the 
lung  of  the  adult.  Thus,  the  metabolic  require- 
ments of  an  adult  sheep  in  the  basal  state  are  met 
by  an  oxygen  pressure  gradient  across  the  lung  of 
about  10  mm.  Hg,  whereas  a gradient  of  about 
40  mm.  across  the  placenta  is  required  to 
supply  the  fetus.  In  man  a difference  in  oxygen 
pressure  across  the  lungs  of  10  mm.  Hg  is  suffi- 
cient to  provide  his  requirement  at  rest,  whereas 
a pressure  difference  of  twice  that  order  or  more 
is  required  to  provide  the  normal  oxygen  require- 
ments of  the  baby  in  utero. 

The  increased  resistance  offered  by  the 
placenta  to  the  diffusion  of  oxygen  from  the 
maternal  to  the  fetal  blood,  as  compared  with 
the  resistance  to  the  movement  of  that  gas 
offered  by  the  lung,  appears  to  be  associated  with 
the  thickness  of  the  tissue  barrier  that  separates 
the  two  bloods.  For  example,  when  different 
animal  species  are  compared,  those  having  the 
thicker  barriers  or  a large  number  of  tissue  layers 
appear  to  be  the  animals  in  which  steeper  oxygen 
gradients  are  required  to  supply  the  fetal  demands. 
Thus,  in  the  sheep  there  are  five  tissue  layers 
with  a gradient  of  40  mm.,  one  in  the  rabbit  with 
a gradient  of  10,  and  three  in  man  with  an 
intermediate  gradient.  But  there  must  be 
differences  as  well  in  the  permeability  of  the 
layers  in  any  given  species.  For  example,  the 
gradient  is  usually  less  steep  across  the  placenta 
of  a twin  goat  or  sheep  than  it  is  across  that  of  a 
singlet. 

The  third  point  I wish  to  make  is  that  the  fetus 
will  be  anoxic  unless  the  oxygen  pressure  in  the 
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Fig.  2.  Oxygen  dissociation  curves  of  the  bloods  of 
the  maternal  rabbit  (RM)  and  maternal  sheep  (SM). 
The  broken  lines  indicate  the  oxygen  tension  of  (a)  the 
blood  in  the  umbilical  artery  of  the  fetal  rabbit,  (b)  the 
oxygen  pressure  in  the  uterine  vein  of  the  maternal 
rabbit,  (c)  the  oxygen  pressure  in  the  umbilical  vein  of 
the  fetal  sheep,  and  id)  the  oxygen  pressure  in  the 
uterine  vein  of  the  maternal  sheep.  (See  text  for  dis- 
cussion.) 

maternal  blood  leaving  the  placenta  is  equal  to  the 
sum  of  the  normal  oxygen  pressure  gradient  across 
the  placenta  and  the  oxygen  pressure  in  the  fetal 
blood  returning  to  the  placenta.  That  is  to  say, 
the  sum  of  these  two  pressures  represents  the 
minimal  unloading  pressure  of  the  maternal 
placental  blood  that  will  supply  oxygen  to  the 
fetus  at  a rate  such  that  the  normal  oxidative 
processes  of  its  tissues  are  unimpaired.  This 
minimum  oxygen  pressure  in  the  maternal 
placental  blood  is  about  55  to  60  mm.  Hg  in  the 
sheep,  20  to  25  mm.  in  the  rabbit,  and  probably 
about  30  to  40  mm.  in  man.  These  pressures 
correspond  to  percentage  saturations  of  the 
hemoglobin  of  the  blood  of  about  65,  35,  and  65, 
respectively  (Fig.  2). 

This  can  be  stated  in  another  way.  Unless 
the  maternal  blood  leaving  the  placenta  has  a 
saturation  of  about  65  per  cent,  the  sheep  fetus 
supplied  will  be  anoxic,  and  the  oxidative 
process  in  its  tissues  will  be  impaired.  Failure  to 
maintain  such  a saturation  level  may  be  the 
result  of  a low*  oxygen  capacity  of  the  circulating 
blood  or  a slowed  rate  of  flow  through  the 
placenta,  the  result  of  uterine  anemia,  ischemia, 
or  a combination  of  the  two. 

Finally,  what  are  the  mechanisms  by  which  the 
fetus  may  adapt  or  compensate  for  a fall  in  the 
head  of  oxygen  pressure  in  the  maternal  placental 
blood?  Although  the  fetus  cannot  alter  acutely 


the  pressure  gradient  across  the  placenta,  it  can 
reduce  to  a limited  degree  the  oxygen  pressure  in 
the  blood  it  returns  to  the  placenta:  (1)  by 
decreasing  the  circulation  rate  in  its  systemic 
circuit,  (2)  by  decreasing  the  fraction  of  the 
placental  return  that  reaches  the  right  ventricle, 
and  (3)  by  increasing  its  oxygen  capacity  and  so 
decreasing  the  saturation.  But  these  mecha- 
nisms are  clearly  limited.  When  they  fail  to 
maintain  the  pressure  gradient  essential  to 
provide  the  normal  oxygen  requirements,  the 
fetus  becomes  anoxic  and  develops  an  oxygen 
deficit.  How  great  this  deficit  can  be  before  it 
results  in  fetal  bankruptcy  and  death  is  a matter 
for  investigation. 

Dr.  Goldmark:  Thank  you,  Dr.  Barron.  I 
now  will  call  on  Dr.  Steer  to  tell  us  about  the 
reliability  of  clinical  signs  in  the  diagnosis  of 
fetal  distress.  How  early  can  they  be  detected? 

Dr.  Charles  M.  Steer:  At  the  present  time 
there  are  two  signs  of  fetal  distress  on  which  the 
clinician  depends  and  on  which  he  bases  his 
choice  of  management  : (1)  the  rate  and  rhythm 
of  the  fetal  heart  and  (2)  the  appearance  of 
meconium  in  the  amniotic  fluid.  At  the  Sloane 
Hospital  for  Women  an  attempt  to  evaluate 
these  signs  was  begun  in  1954  by  coding  the 
signs  on  IBM  punch  cards.  Previously  only 
those  cases  with  a bad  outcome  could  be  drawn 
from  the  files.  It  was  impossible  to  determine 
the  magnitude  of  the  problem  or  the  number  of 
cases  with  a favorable  outcome.  In  order  to 
study  this  problem,  the  following  classifications 
were  drawn  up:  (1)  fetal  heart  rate  of  180 

beats  per  minute  or  more,  (2)  fetal  heart  rate  of 
110  or  less,  (3)  fetal  heart  rate  between  110  and 
180  with  irregular  rhythm,  and  (4)  meconium 
present  with  a vertex  presentation. 

These  classifications  deserve  some  comment. 
The  fetal  heart  rate  is  usually  regular  with  a 
rate  between  120  and  160.  There  is  rather 
uniform  agreement  that  irregularity  is  an 
important  finding,  but  there  are  widespread 
differences  of  opinion  as  to  what  rate  is  signifi- 
cant. The  three  rates  listed  are  designed  to 
include  the  various  shades  of  opinion. 

The  significance  of  meconium  is  debatable. 
Certainly  meconium  is  passed  in  the  presence  of 
fetal  distress,  but  it  is  also  seen  in  a number  of 
cases  in  which  no  fetal  distress  is  ever  apparent. 
The  fourth  classification  includes  only  those 
cases  in  which  the  presence  of  meconium  was  the 
only  sign  of  fetal  distress,  that  is,  those  cases 
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TABLE  I. — Distribution  of  Fetal  Distress  Cases  Among 
Ward  and  Private  Service  Cases 


' Ward » * Private > 

Number  Per  Cent  Number  Per  Cent 


Type  of 
Distress 

of 

Cases 

of  All 
Deliveries 

of 

Cases 

of  All 
Deliveries 

Fetal  heart  180  or 
more 

46 

0.9 

6 

0.2 

Fetal  heart  110  or 
less 

502 

9.7 

152 

5.8 

let  a!  heart  irreg- 
ular between 
110  and  180 

48 

0.9 

17 

0.6 

Meconium  pres- 
ent with  vertex 
presentation 

333 

6.4 

111 

4.2 

— 

— 

— 

— 

Total 

929 

17.9 

286 

10.8 

with  a regular  fetal  heart  rate  of  between  110 
and  180. 

In  some  cases  several  of  the  categories  were 
encountered.  For  example,  the  fetal  heart 
might  increase  in  rate  above  180  and  sub- 
sequently drop  below  110.  In  this  instance  the 
case  would  be  listed  only  under  category  2. 

A complete  study  of  these  cases  has  now  begun. 
It  will  be  necessary  to  examine  all  the  charts. 
This  will  allow  more  accurate  appraisal  of  the 
significance  of  each  category.  It  will  also  point 
out  the  frequency  of  the  various  clinical  causes 
of  fetal  distress.  This  study  has  only  started 
and  will  be  reported  on  at  a later  date.  For  our 
present  purpose  it  is  possible  to  state  the  problem 
statistically. 

The  data  are  complete  for  1954  and  1955.  In 
these  two  years  there  was  a total  of  5,194  ward 
patient  deliveries  and  2,622  private  patient 
deliveries,  a total  of  7,816.  Fetal  distress  was 
listed  as  occurring  in  17.9  per  cent  of  the  ward 
cases  and  10.8  per  cent  of  the  private  cases,  the 
over-all  percentage  being  15.6.  This  means  a 
total  of  1,215  cases  of  fetal  distress  in  two  years. 
The  distribution  of  these  cases  according  to 
categories  of  fetal  distress  is  given  in  Table  I, 
which  shows  that  each  category  occurred  less 
frequently  on  the  private  than  on  the  ward 
service.  This  might  be  due  to  failure  to  list 
these  categories  on  the  private  service,  but  this 
hardly  seems  likely.  It  is  more  probable  that 
this  is  one  more  example  of  a recurring  fact  when 
ward  and  private  services  are  compared,  namely, 
that  there  is  always  more  trouble  on  the  ward 
service,  no  matter  what  aspect  is  being  compared. 

The  perinatal  mortality  rate  in  the  entire 
group  was  9.6  per  1,000  live  births,  with  a rate  of 
10.0  for  the  ward  sendee  and  8.8  for  the  private 
service.  These  rates  represent  mortality  from 


TABLE  II. — Percentage  of  Perinatal  Mortality 
According  to  Signs  of  Fetal  Distress 


Type  of  Distress 

Ward 

Private 

Over- 

all 

Fetal  heart  180  or  more 

6 . 5 

16.7 

7.7 

Fetal  heart  110  or  less 

7.0 

7 8 

7.2 

Fetal  heart  irregular  between  110 
and  180 

8.3 

0 

6.2 

Meconium  present  with  vertex  pre- 
sentation 

3.6 

6.8 

4 . 5 

All  cases 

5.9 

7.2 

6.2 

TABLE  III.- — Percentage  of  Perinatal  Mortality 
According  to  Type  of  Delivery 


Type  of  Delivery 

Ward 

Private 

Over 

-all 

Spontaneous 

6.5 

5.2 

6 

1 

Low  forceps 

3.4 

4.0 

3 

6 

Midforceps 

1.5 

3.9 

2 

, 1 

Spontaneous  breech 

100.0 

100.0 

100 

0 

Assisted  breech 

29.5 

37.5 

32 

0 

Breech  extraction 

21.3 

100.0 

31 

3 

Version  and  breech  extraction 

0 

100.0 

20 

.0 

Cesarean  section 

4.3 

10.8 

6 

2 

many  causes  and  express  the  mortality  associated 
with  signs  of  fetal  distress.  They  may  be 
compared  with  a hospital  perinatal  mortality 
rate  from  all  causes  of  31  per  1,000  live  births 
during  1954-1955.  It  appears  that  signs  of 
fetal  distress  are  present  in  about  one  third  of  all 
cases  which  die  in  utero  or  in  the  neonatal 
period. 

The  perinatal  mortality  consists  of  75  deaths  in 
1,215  cases  in  which  fetal  distress  was  listed. 
This  is  a mortality  rate  of  6.2  per  cent  when 
fetal  distress  appears.  There  were  42  still- 
births and  33  neonatal  deaths  in  this  group. 

When  the  mortality  rate  is  calculated  for  each 
type  of  fetal  distress  based  on  the  number  of 
cases  in  each  category,  the  results  are  as  shown  in 
Table  II.  There  is  a difference  between  ward  and 
private  results  which  is  difficult  to  understand. 
The  recorded  incidence  of  fetal  distress,  17.6  per 
cent,  was  greater  on  the  ward  service  than  on  the 
private  service,  11.1  per  cent.  Each  death  on 
the  private  service  is  thereby  of  greater  weight 
statistically.  This  question  requires  further 
study.  It  appears,  however,  that  each  category 
carries  an  appreciable  risk,  a fetal  heart  rate  of 
over  180  being  the  most  dangerous  category  and 
the  appearance  of  meconium  in  a vertex  presenta- 
tion without  change  in  fetal  heart  being  the 
least  dangerous. 

These  cases  were  delivered  by  different  means. 
The  mortality  rate  according  to  the  type  of 
delivery  is  shown  in  Table  III.  One  of  the 
striking  features  of  this  table  is  the  contrast 
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TABLE  IV. — Stillbirth  and  Neonatal  Death  Rates 
per  1,000  Deliveries  According  to  Type  of  Delivery 


Neonatal 

* Stillbirths n , Deaths * 


Type  oF  Delivery 

Ward 

Private 

Ward 

Private 

Normal  spontaneous  de- 
livery 

2.9 

2.3 

2.3 

0 

Low  forceps 

0.4 

0.8 

1-0 

0.8 

Midforceps 

0.2 

0.4 

0 

0 

Spontaneous  breech 

0 

0.4 

0.4 

0.4 

Assisted  breech 

0.6 

1 . 1 

0.4 

0 

Breech  extraction 

0 2 

0.4 

0.4 

0.4 

Version  and  breech  ex- 
traction 

0 

0.4 

0 

0 

Cesarean  section 

0.6 

0.8 

0.2 

0.8 

— 

— 

— 

— 

Total 

4.8* 

6 . 5* 

5.2* 

2.3* 

* Per  thousand. 


TABLE  V. — Signs  of  Fetal  Distress  in  Relation  to 
Method  of  Delivery  and  Percentage  of  Perinatal 
Mortality 


Method  of  Delivery 

^ (PerCent) * Perinatal 

Cesar-  Mortal- 
Spun-  For-  ean  ity 

Type  of  Distress  taneous  ceps  Section  (PerCent) 


Fetal  heart  180  or  more 

25 

17 

50 

7 . 7 

Fetal  heart  110  or  less 

34 

47 

12 

7.2 

Fetal  heart  irregular  be- 

tween  110  and  180 

40 

42 

19 

6.2 

Meconium  present  with 

vertex  presentation 

63 

32 

6 

4.5 

— 

— 

— 

— 

Total 

45 

40 

11 

6.2 

between  breech  deliveries  from  below  and  other 
types  of  delivery.  The  perinatal  mortality 
associated  with  fetal  distress  and  a breech 
delivery  is  extremely  high  on  both  services. 
Another  striking  feature  is  that  the  average 
perinatal  mortality  is  essentially  the  same 
among  those  cases  who  were  delivered  spon- 
taneously and  those  delivered  by  cesarean 
section.  This  might  suggest  that  the  method  of 
delivery  was  not  important,  but  I am  sure  it  is 
clear  that  selection  of  cases  was  all-important 
here,  the  minor  degrees  being  delivered  spon- 
taneously and  the  severe  degrees  operatively.  It 
also  appears  that  the  perinatal  mortality  is 
better  on  the  private  service  with  spontaneous 
delivery  and  on  the  ward  sendee  with  cesarean 
section. 

This  raises  a question  which  cannot  be  answered 
at  present.  What  is  the  effect  of  timing  of  the 
delivery?  Fetal  distress  becomes  fatal  after  it 
has  existed  for  a certain  period  of  time,  and 
method  of  delivery  may  not  be  nearly  so  important 
as  the  time  of  delivery.  This  can  be  determined 
only  by  a laborious  chart  study,  but  a suggestion 
is  offered  by  noting  the  relative  numbers  of 


stillbirths  and  neonatal  deaths  (Table  IV).  The 
stillbirth  rate  on  the  private  service  per  1,000 
deliveries  was  higher  than  on  the  ward  service, 
while  the  neonatal  death  rate  was  higher  on  the 
ward  than  on  the  private  sendee.  This  suggests 
that  deliveries  are  accomplished  sooner  on  the 
ward  service,  the  number  of  live  babies  thus 
being  increased,  although  I doubt  this.  It  does 
indicate  to  me  that  a certain  number  of  babies 
are  doomed  by  whatever  is  causing  the  fetal 
distress,  so  that  efforts  to  decrease  the  still- 
birth rate  only  result  in  a shift  which  increases 
the  neonatal  death  rate.  This  is  highly  signifi- 
cant in  view  of  our  meeting  tonight. 

The  type  of  delivery  used  in  each  category  of 
fetal  distress  is  indicated  in  Table  V,  where  the 
perinatal  mortality  is  again  shown.  The  high 
mortality  associated  with  breech  presentation  has 
been  commented  on.  and  the  contrast  between 
vertex  delivery  from  below  and  cesarean  section 
should  be  noted  here.  The  ratio  of  these  two 
types  of  delivery  varies  from  one  category  to 
the  other,  but  the  mortality  rate  is  not  greatly 
changed.  Once  again  an  explanation  of  this 
depends  on  further  study,  but  this  fact  emphasizes 
the  presence  of  a consistent  risk  to  the  fetus  in 
each  category  of  fetal  distress  regardless  of  the 
method  of  delivery. 

To  summarize,  fetal  distress  occurs  in  some 
15.6  per  cent  of  all  mothers  delivered  at,  the 
Sloane  Hospital  for  Women.  There  is  a perinatal 
mortality  of  6.2  per  cent  of  these  cases,  while  the 
perinatal  mortality  from  all  causes  is  3.1  per 
cent.  The  perinatal  mortality  varies  some- 
what in  each  category  but  is  always  greater  than 
the  perinatal  mortality  from  all  causes.  The 
perinatal  mortality  exists  with  all  methods  of 
delivery,  being  nearly  equal  in  spontaneous 
delivery  and  in  cesarean  section  and  extremely 
high  in  breech  presentations  delivered  from 
below. 

There  exists,  then,  a risk  to  the  fetus  which  may 
be  detected  by  recording  the  fetal  heart  rate  and 
by  noting  the  presence  of  meconium  in  the  amniotic 
fluid. 

Dr.  Goldmark:  I will  next  call  on  Dr. 

Southern  to  discuss  his  work  on  the  value  of 
fetal  electrocardiography  in  the  early  detection  of 
fetal  distress. 

Dr.  Edward  M.  Southern:  In  recent  years 
new  emphasis  has  been  placed  on  the  importance 
of  intrauterine  fetal  anoxia  and  the  interpretation, 
significance,  and  evaluation  of  both  clinical  signs 
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and  instrumental  methods  of  approaching  the 
vast  uncharted  seas  of  intrauterine  fetal  physi- 
ology. It  is  proper  and  appropriate  that  this 
interest  on  the  part  of  obstetricians,  pediatricians, 
and  physiologists  should  now  be  directed  toward 
the  study  of  the  reaction  of  the  fetus  to  altera- 
tions in  its  intrauterine  environment.  It  is 
only  within  the  exact  knowledge  of  this  relation- 
ship that  any  advance  can  be  made  in  the  salvage 
of  threatened  unborn  human  life. 

The  reduction  of  fetal  mortality  associated 
with  anoxia  is  a special  research  challenge  in 
three  outstanding  important  ways.  The  first  of 
these  is  that  the  mortality  of  the  newborn  and  of 
the  fetus  in  utero  has  changed  comparatively 
little  in  the  last  decade.  The  second  challenge  is 
presented  by  the  technical  ingenuity  involved  in 
studying  factors  such  as  the  placental  transfer  of 
oxygen  and  the  rate  of  flow  in  the  umbilical 
circuit,  as  well  as  the  oxygen  content  of  human 
fetal  blood  in  utero.  As  yet  the  problems  of 
initiation  of  medullary  respiratory  control  and  the 
patterns  of  respiratory  reflex  failure  produced  by 
anoxia  remain  unclarified  in  the  human  fetus. 
The  third  major  problem  lies  in  the  established 
fact  that  the  fetus  is  possessed  of  a very  high 
tolerance  to  conditions  of  comparative  anoxia,  and 
therefore,  the  margins  between  reversible  and 
irreversible  changes,  as  reflected  by  fetal  physio- 
logic alterations,  are  small  and  difficult  to  measure 
significantly. 

Extensive  animal  research  has  been  done  in  the 
past  in  the  experiments  of  Barcroft,1  Himwich,2 
Bauer,3  and  many  other  original  workers. 
Tonight  we  have  been  privileged  to  hear  from 
Dr.  Donald  Barron  whose  considerable  contri- 
butions have  directed  thought  and  investigations 
in  this  field.  The  major  difficulty  with  much  of 
the  experimental  work  is  the  application  of 
physiologic  data  from  animals  to  the  problems 
that  present  in  the  human  fetus.  The  reaction 
of  the  human  fetal  heart  in  clinical  conditions  of 
anoxia  in  utero  remains  a foremost  clue  in  the 
assessment  of  the  condition  of  the  fetus.  The 
diagnostic  possibilities  of  alteration  in  fetal 
cardiac  rate,  rhythm,  and  character  of  the  heart 
tones  has  intrigued  many  observers.  I do  not 
think  that  it  is  particularly  appropriate  to  out- 
line  in  any  detail  the  work  of  many  experi- 
menters who  have  attacked  the  problem  of 
fetal  heart  recording  in  the  past. 

Ever  since  Marsac4  in  16,50  first  claimed  to 
hear  the  heart  of  the  fetus  “beating  like  the 


clapper  of  a Mill”  and  Cremer5  in  1906  first 
recorded  minute  deflections  of  fetal  heart  origin 
while  taking  the  electrocardiogram  of  a pregnant 
woman,  the  development  of  fetal  heart-recording 
methods  has  run  hand  in  hand  with  the  advances 
in  instrumentation.  These  advances  have  been 
reviewed  by  many  authors. 

The  early  work  of  Mann  and  Mayer,6  Strass- 
mann  and  Mussev,7  Blondheim,8  Dressier  and 
Moskowitz,9  Goodver,  Gieger,  and  Munroe,10  as 
well  as  many  others,  demonstrated  convincingly 
that  electrophysiologic  heart  potentials  were 
recordable  from  the  human  fetus  via  maternal 
abdominal  leads  from  a relatively  early  stage  of 
evolution  of  the  embryonic  heart. 

However,  as  a method  of  practical  application 
fetal  electrocardiographic  recordings  have  proved 
a source  of  disappointment  in  past  years,  largely 
because  fetal  electrocardiograms  were  previously 
considered  inadequate  representations  of  only 
one  portion  of  the  various  complexes.  Pre- 
sumably the  initial  ventricular  phase  or  QRS 
deflections  were  recorded.  It  is  essential  that 
the  graphic  records  must  present  fuller  testimony 
of  the  various  components  of  fetal  cardiac 
complexes  to  be  of  any  real  diagnostic  value  in 
the  assessment  of  possible  potential  action 
changes  induced  by  fetal  myocardial  ischemia 
and  anoxia. 

What  then  have  been  the  major  difficulties  in 
obtaining  adequate  recordings?  These  difficulties 
may  be  considered  in  three  categories: 

1.  The  first  may  be  described  as  intrinsic 
cardiac  factors,  such  as  alterations  in  the  position 
relationship  of  the  fetal  heart  to  the  maternal 
electrodes,  the  relative  thickness  of  the  right 
ventricular  mass  as  compared  to  the  left  in  the 
fetus,  which  influences  repolarization  of  the 
ventricles,  the  position  of  the  fetal  heart  within 
the  fetal  thoracic  cavity,  etc. 

2.  The  second  type  of  difficulty  consists  in 
extracardiac  factors  which  may  affect  the  ac- 
curacy of  fetal  electrocardiographic  recordings, 
such  as  the  insulating  effects  of  amniotic  fluid, 
vernix  caseosa,  and  soft  tissues,  the  respiratory 
wandering  and  somatic  muscle  tremors  produced 
by  nervousness  on  the  part  of  the  patient,  and 
the  active  muscular  movements  in  labor. 

3.  The  third  and  most  important  problem 
lies  in  the  technical  difficulties  of  instrumentation 
requirements,  such  as  in  obtaining  sufficient 
sensitivity  in  recording  apparatus  and  adequate 
frequency  control  to  attenuate  low  interference 
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Fig.  3.  Prenatal  fetal  electrocardiograms  taken  with 
maternal  abdominal  lead  I showing  character  of  P 
wave,  QRS  complexes,  S-T  segment  depression,  and  T 
wave  in  clinical  fetal  distress. 

frequencies  and  in  the  elimination  of  extraneous 
interference  by  a filter  system  that  will  not 
materially  alter  the  essential  representations  of 
undisturbed  electrocardiographic  complexes  of 
fetal  origin. 

At  this  point  I should  like  to  outline  briefly 
the  results  of  investigations  undertaken  at 
Mount  Sinai  Hospital,  New  York  City,  under  the 
leadership  of  Dr.  Alan  F.  Guttmacher.  I do  not 
intend  to  go  into  details  of  design  and  modifica- 
tion of  apparatus.  These  technical  details  will 
shortly  appear  in  a publication  on  the  subject. 
Suffice  it  to  say  that  the  apparatus  comprised  a 
sensitive  amplifier  system  providing  gains  of 
25  cm.  per  millivolt  input,  which  is  greater  than 
any  ordinary  electrocardiographic  apparatus  of 
1 cm.  per  millivolt  input;  a special  filter  network 
designed  by  the  Sanborn  Company;  an  oscillo- 
scope for  continuous  visual  display  of  fetal 
electrocardiographic  complexes  throughout  labor, 
and  a continuous  camera  recording  of  fetal 
complexes.  A simultaneous  study  was  under- 
taken on  the  oxygen  saturation  of  cord  arterial 
blood  at  birth  by  gasometric  analysis  to  correlate 
the  oxygen  changes  with  the  patterns  of  fetal 
prenatal  complexes  before  birth. 

A total  of  96  recordings  made  up  the  series, 
with  a group  of  46  normal  controls.  Age, 
parity,  and  abdominal  wall  obesity  were  not 
regarded  as  contraindications  to  recording,  for  if 
tins  method  is  to  have  practical  application,  it 
must  be  adaptable  to  these  factors.  Positive 
fetal  electrocardiograms  were  obtained  in  all 


cases  except  two  where  the  patients  gave  birth 
to  stillborn  infants.  The  study  was  undertaken 
to  establish  possible  prenatal  electrocardio- 
graphic criteria  of  intrauterine  anoxia  in  relation 
to  the  following  specific  problems:  (a)  the  early 
recognition  of  fetal  anoxia  in  labor,  (6)  the  assess- 
ment of  the  intrauterine  condition  of  the  fetus 
in  toxemia  of  pregnancy  and  maternal  hyper- 
tensive states,  and  (c)  the  study  of  the  anoxic 
factor  in  postmaturity. 

In  summary,  the  findings  were  as  follows 
(Figs.  3 and  4) : 

1.  The  characteristics  of  the  fetal  prenatal 
complexes  were  of  a pattern  uniform  enough  to 
be  able  to  describe  certain  variations  under 
conditions  of  fetal  anoxia. 

2.  The  criteria  of  anoxia  consisted  in  altera- 
tions in  the  P wave  in  the  P-R  interval,  in  the 
QRS  complexes,  in  the  level  of  the  QRS  voltage, 
in  the  S-T  segments  and  in  the  T-wave  changes. 

3.  Under  the  conditions  of  this  study  the 
values  of  both  arterial  oxygen  saturation  at  birth 
and  the  duration  of  time  for  recovery  from 
hypoxia  at  birth  were  significantly  altered  in 
those  infants  who  had  evidence  of  electrocardio- 
graphic disturbances  because  of  myocardial 
anoxia  in  labor. 

4.  The  electrocardiographic  changes  preceded 
the  onset  of  clinical  evidence  of  fetal  intra- 
uterine distress. 

5.  Pre-eclamptic  toxemia  and  maternal  hyper- 
tension did  not  produce  recognizable  electro- 
cardiographic changes  in  the  fetal  heart  in  the 
absence  of  fetal  distress  in  labor. 

6.  The  method  was  not  of  aid  in  the  vital 
question  of  the  optimum  time  for  termination 
of  the  pregnancy  in  the  interest  of  the  fetus. 
However,  a clue  to  this  timing  was  obtained  in 
individual  cases  in  the  series.  In  these  cases 
this  was  borne  out  by  oxygen  arterial  estima- 
tions. 

As  yet  little  is  known  about  the  essential 
relationship  between  fetal  anoxia  and  clinical  fetal 
distress  and  still  less  about  the  pathology  of 
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Fig.  4.  Prenatal  fetal  electrocardiograms  (lead  I)  at  thirty-fifth  week  of  pregnancy  associated  with 
intrauterine  fetal  hypoxia.  Note  S-T  segment  changes. 
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myocardial  anoxia  in  the  fetus.  Ahvenainen 
and  Landtman11  have  performed  a valuable  work 
in  a combined  electrocardiogram  and  post- 
mortem study,  as  has  Gruenwald12  in  his  reports 
of  vascular  changes  in  myocardial  vessels  and  in 
the  coronary  arteries  of  asphyxiated  stillborns. 
But  the  mechanism  of  production  of  electro- 
cardiographic abnormalities  in  the  fetus  associ- 
ated with  fetal  anoxia  is  not  yet  understood. 

What  of  the  future?  A new  chapter  in  ob- 
stetric management  may  lie  open  as  a result  of 
the  investigations  of  the  fetal  physiologist.  The 
urgent  need  is  the  proper  development  of  technics 
such  as  fetal  electrocardiography  and  possibly 
fetal  vectorcardiographic  studies.  The  observa- 
tions from  such  experiments  must  be  closely 
supported  by  physiologic  correlation  with  the 
study  of  maternal-placental  blood  flow  volume 
and  placental  oxygen  diffusion  rates.  It  is  very 
likely  that  arterial  oxygen  saturation  studies 
from  cord  blood  at  birth  are  not  sensitive  enough 
indices  of  altered  fetal  environment.  The 
answer  should  be  sought  in  the  efficiency  of 
placental  exchange  in  the  human  subject  as 
determined  by  radiosodium  tracer  technics.  The 
effects  of  umbilical  transfusion  of  highly  oxygen- 
ated cord  blood  to  the  anoxic  infant  as  a means  of 
stimulating  the  injured  medullary  center  of 
respiration  warrants  further  study.  The  value  of 
electrocardiographic  alterations  in  relation  to  such 
experiments  would  give  some  basis  of  assessment 
of  the  reliability  of  electrocardiographic  methods. 

In  closing,  I would  like  to  present  the  following 
quotation:  “If  the  infant  hath  often  need 

whilst  he  is  in  his  Mother’s  Belly,  of  the  good 
conduct  and  Dexterity  of  a Chirugeon  or  Mid- 
wife, to  deliver  him  and  bring  him  happily 
forth  out  of  the  Dungeon  wherein  he  hath  been  a 
long  time  enclosed,  their  assistance  is  nothing 
less  necessary  to  him  as  soon  as  he  is  born.  . ,”13 

Dr.  Goldmark:  Thank  you,  Dr.  Southern. 
The  problem  is  now  open  for  discussion.  Please 
address  your  question  to  the  member  of  the 
panel  from  whom  you  would  like  to  receive 
your  answer. 

Visitor:  I should  like  to  ask  Dr.  Steer 

whether  he  found  a correlation  in  his  investigation 
between  analgesia,  or  type  of  analgesia,  or  the 
amount  and  degree  of  fetal  distress. 

Dr.  Steer:  We  haven’t  gone  into  it  that 
deeply  as  yet. 

Visitor,  to  Dr.  Southern:  What  methods  of 
arterial  oxygen  saturation  measurement  did  you 


use?  Did  you  notice  in  your  observation  that 
you  had  newborns  who  cried  spontaneously, 
with  low  oxygen  saturations  that  were  not 
indicated  by  your  measurements? 

Dr.  Southern:  The  method  used  was  simply 
of  isolated  loops  of  cord,  with  determinations  by 
the  Van  Slyke  method  modified  by  Oehsner.  We 
thought  of  using  a neonatal  oximeter  as  Earl 
Wood  has  done,  but  there  are  too  many  factors. 
This  is  a colorimetric  method.  As  you  know, 
alterations  in  the  blood  pressure  of  the  newborn 
at  term,  for  instance,  would  completely  upset  the 
origin  of  flow  for  any  small  equilibrium  and, 
therefore,  would  influence  oximeter  recordings. 
We  felt  that  this  was  not  altogether  a satisfactory 
method.  In  fact,  we  took  specimens  of  blood 
under  anaerobic  conditions.  I quite  confess  that 
this  is  a doubtful  way  of  doing  it.  In  answer  to 
the  second  question,  apparently,  as  far  as  we  can 
judge,  there  was  no  real  correlation  between  our 
fetal  oxygen  study  and  the  onset  of  cry.  Onset  of 
cry  is  apparently  possible  under  very  low  pressure. 
I do  not  think  it  has  been  established  that  there 
is  any  optimum  level  at  which  cry  is  determined. 

Dr.  Duncan  Holaday:  I should  like  to  ask  Dr. 
Barron  whether  there  is  any  information  about 
the  significance  of  the  oxygen  tension  in  the 
tissues  of  the  fetus.  The  average  tension  in  the 
parent  tissues  will  certainly  be  considerably 
above  those  of  the  fetus.  For  one  reason  the 
oxygen  is  delivered  at  a higher  tension,  and 
second,  it,  is  released  from  the  blood  at  a higher 
tension.  The  fetal  hemoglobin,  by  virtue  of  the 
characteristic  shift  to  the  left  of  its  dissociation 
curve,  will  necessarily  unload  its  oxygen  to  the 
tissues  at  a lower  tension.  The  work  of  Him- 
wich  and  others  has  indicated  that  at  least 
brain  and  heart  can  extract  oxygen  from  the 
blood  at  very  low  tensions.  I wonder  if  there  is 
any  information  about  the  fetal  tissues  in  this 
respect. 

Dr.  Barron:  I can  only  say  that  it  is  probably 
wisest  to  think  of  the  oxygen  dissociation  curve 
either  of  the  fetus  or  of  the  adult  as  representing 
a buffer.  The  tissues  are  buffered,  you  might 
say,  so  that  the  pressure  of  the  oxygen  available 
to  them  in  their  capillaries  is  normally  about 
20  mm.  It  seems  fairly  clear  that  there  is  a 
margin  of  safety  here.  You  are  asking  me  what 
this  margin  of  safety  is.  It  must  be  very 
considerable.  It  is  clear,  nevertheless,  that  a 
good  many  of  the  fetal  tissues  can  actually 
create  an  oxygen  debt.  They  are  capable  of 
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extracting  in  certain  circumstances  virtually  all 
of  the  oxygen.  Thus,  there  is  a limit  to  which 
the  fetus  can  move  by  decreasing  the  oxygen 
tension  in  its  own  vendus  return.  It  seems  to 
me  the  important  question  is  whether  the  rate  of 
supply  to  the  fetus  depends  on  a peak  or  a high 
pressure  on  the  maternal  side.  This  is  the  crux 
of  the  problem  as  far  as  the  fetal-maternal 
relationship  is  concerned. 

It  seems  to  me  that  one  of  the  important 
tilings  to  know  about  the  fetus  here  is  what 
constitutes  the  first  sign  of  oxygen  debt.  The 
heart  is  a notoriously  competent  organ  in  the 
face  of  very  minimal  oxygen  pressure.  Its 
activity  is  a poor  clue  to  the  oxygen  levels  of  the 
fetus.  The  earliest  sign  of  anoxia  we  have 
observed  is  the  rise  in  the  total  osmotic  pressure  of 
the  fetal  plasma. 

Visitor:  Dr.  Southern  has  alluded  to  the 
new  work  being  carried  on  abroad  on  direct 
oxygenation  of  the  fetus.  Would  not  sudden 
anoxia  influence  mental  development? 

Dr.  Southern:  I wouldn’t  say  that  general 
experimental  clinical  evidence  points  to  the  fact 
that  short  episodes  of  intrauterine  anoxia,  as 
distinguished  from  prolonged  anoxia,  would 
influence  cerebral  development  very  largely. 

It  seems  to  me  that  the  direct  oxygenation  of 
the  newborn  fetus  is  of  primary  importance. 
Methods  of  resuscitation  have  been  based,  to  a 
large  extent,  perhaps  on  a mechanical  and  some- 
what faulty  premise.  The  fact  is  that  one  is 
unable  to  increase  the  stimulus  of  the  fetus 
which  is  already  more  stimulated  than  it  need 
be.  What  its  medullary  center  needs  in  order 
to  use  its  respiratory  reflexes  to  a maximum  is 
not  stimulation  but  oxygen.  And  how  is  that 
oxygen  to  be  obtained?  By  the  transfusion  of 
highly  oxygenated  blood?  Here  is  a method  of 
putting  oxygen  directly  into  the  circulation.  It 
would  seem  to  me  quite  logical. 

Visitor:  What  steps  would  you  take,  Dr. 
Barron,  to  increase  the  oxygen  supply  to  the 
fetus? 

Dr.  Barron:  It  is  clear  that  if  the  oxygen 
consumption  is  about  5 ml.  per  Kg.  per  minute  in 
utero,  it  would  be  possible,  by  placing  the  mother 
in  an  oxygen  tent,  to  get  about  35  per  cent  of 
the  oxygen  requirement  at  a very  high  pressure 
to  this  fetus.  This  would  certainly  be  one  of  the 
things  that  I would  do. 

Dr.  L.  Mackenzie:  I would  like  to  discuss 
fetal  heart  irregularity  as  an  early  sign  of  fetal 


distress.  We  recently  observed  such  a case. 
The  mother  was  watched  for  some  considerable 
period  of  time.  She  placed  a high  premium  on 
the  baby.  There  was  considerable  discussion  as 
to  whether  the  irregularity  signified  some 
congenital  abnormality  of  the  fetal  heart.  No 
meconium  to  speak  of  was  passed.  With  the 
continuation  of  the  very  gross  irregularity, 
cesarean  section  was  performed.  This  baby 
turned  out  to  be  perfectly  healthy,  and  the  heart 
rate  was  normal.  An  electrocardiogram  was 
also  normal.  No  cord  anomaly  could  be  demon- 
strated. 

I do  not  think  that  we  made  the  decision  here 
on  the  basis  of  any  real  knowledge  of  what  was 
taking  place.  Rather  it  was  on  the  basis  that, 
in  general,  a gross  alteration  of  the  fetal  heart 
rate  carries  with  it  a certain  weighted  risk  to 
the  baby.  We  have  also  observed  this  sort  of 
thing  for  short  periods  of  time  and  have  allowed 
these  patients  to  continue. 

There  are  also  the  cases  where  premature  beats 
are  present  in  rather  regular  pattern,  as  in  my 
own  experience,  for  two  days.  In  this  instance, 
two  days  after  the  baby  was  born,  the  heart 
rate  became  perfectly  normal.  I think  in  these 
instances  we  are  again,  in  the  absence  of  more 
definite  electrocardiographic  evidence  of  dif- 
ficulty, on  the  same  old  clinical  grounds  that 
this  irregularity  means  trouble  often  enough  to 
interfere  if  it  does  not  clear  up  soon. 

Visitor:  This  panel  is  a very  scientific 

discussion  of  the  problem.  However,  from  the 
point  of  view  of  the  clinician  and  for  practical  con- 
siderations, I would  like  to  know  how  to  recognize 
fetal  distress  early  by  clinical  signs.  We  are 
taught  to  watch  the  fetal  heart  rate,  especially  in 
the  second  stage.  How  can  we  save  the  baby? 
Why  does  the  fetal  heart  slow  down?  What 
makes  it  slow  down? 

Dr.  Goldmark:  I hope  we  can  have  more 
such  scientific  discussions.  I think  that  only  by 
research  will  we  get  the  answers  to  these  questions. 

Dr.  Southern:  I must  say  I am  in  complete 
agreement  with  the  questions.  It  is  perfectly 
obvious  that  the  clinical  obstetrician  is  groping 
for  some  help  in  his  day-to-day  problems. 
I venture  to  say  that  it  is  only  through  the  type 
of  research  Dr.  Barron  has  outlined  that  possi- 
bilities of  this  kind  exist.  As  far  as  practical 
methods  are  concerned,  certain  essentials  should 
be  emphasized.  The  essentials  involve  common 
sense.  I agree  with  you  in  this  respect,  as  a 
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practicing  obstetrician,  that  certain  concepts  of 
obstetric  medicine  are  in  need  of  emphasis. 

One  of  them  which  has  always  struck  me  is 
that  although  one  goes  to  a great  length  to 
avoid  anesthesia  in  cesarean  section,  for  example, 
the  same  is  not  true  of  avoiding  anesthesia  for 
vaginal  deliveries.  I am  prepared  to  stand  over 
my  patient  and  incise  the  uterus  for  a cesarean 
section  at  the  moment  the  patient  is  under 
the  influence  of  a spinal  anesthetic.  What 
difference  is  there  between  that  and  scrubbing  up 
for  a long  time  and  waiting  for  full  anesthesia 
before  applying  forceps  on  a fully  dilated  cervix? 
To  my  mind  practical  points  should  be  em- 
phasized. The  practical  message  is  that  poten- 
tially adverse  factors  which  can  be  avoided  by 
the  obstetrician  should  be  avoided. 

The  previous  question  was  what  to  do  in  a 
specific  case  of  this  type.  Obviously  it  is 
extremely  difficult  to  answer  on  the  basis  of  an 
individual  case.  Quite  a lot  of  statistical  work 
has  to  be  done  on  the  basis  of  numerous  cases. 
I am  thinking  of  Fitzgerald’s  work  in  Dublin 
where  some  5,000  deliveries  were  analyzed  from 
the  point  of  the  presence  or  absence  of  fetal 
distress  prior  to  delivery.  In  these  cases  the 
investigators  found  that  in  37  per  cent  of  the 
perinatal  mortality  at  full  term,  there  was  some 
clinical  evidence  of  fetal  distress,  other  than 
meconium  staining,  alteration  of  the  heart  rate, 
or  a combination  of  the  two.  In  that  series 
these  deaths  were  classified  as  possibly  avoidable 
— 37  per  cent  on  the  clinical  grounds.  Until 
there  is  some  uniformity  even  on  clinical  grounds, 
we  have  a long  way  to  go  before  the  knowledge  of 
the  physiology  of  this  change  can  be  fully 
utilized  in  practical  education. 

Visitor:  I want  to  ask  Dr.  Steer  for  a clarifi- 
cation of  his  statement  about  the  total  status  of 
fetal  distress.  From  your  figures  it  seems  that 
the  perinatal  mortality  sinks  a fraction.  In 
other  words,  about  40  per  cent  of  those  that  have 
fetal  distress  have  a perinatal  mortality. 

Dr.  Steer:  The  perinatal  mortality  is 

expressed  in  several  different  ways  here,  so  I 
do  not  wonder  that  it  perhaps  confuses  you.  Of 
the  1,215  cases  in  which  fetal  distress  is  listed, 
there  were  75  deaths.  This  is  a fetal  mortality 
rate  of  6.2  per  cent  in  the  cases  with  fetal  distress. 

Dr.  Peter  Gruenwai.d  : If  I am  not  mistaken, 
there  is  some  disagreement  on  the  changes  in 
the  fetal  heart  rate  as  heard  by  the  obstetrician. 
It  would  seem  that  we  need  some  apparatus  to 


register  continuous  circumstances  that  will  tell 
us  not  only  what  happens  now,  but  what  happens 
over  a prolonged  period.  Is  there  any  chance  of 
getting  such  equipment  which  really  would  be 
simple  to  use?  1 think  this  is  a very  important 
question.  I refer  specifically  to  some  cardio- 
graphic  methods  as  a practical  possibility. 

Dr.  Southern:  We  have  not  yet  fully  assessed 
the  meaning  of  variations  of  the  fetal  heart 
rate.  What  is  normal?  The  abnormal  ven- 
tricular rate,  as  was  mentioned  before,  in  certain 
instances  is  not  associated  with  any  evidence  of 
distress,  anoxia,  or  any  of  the  other  signs.  1 
think,  as  you  say,  the  primary  problem  is 
possibly  to  evaluate  the  normal  heart  tone  of 
the  fetus.  I see  no  real  difficulty  in  recording 
the  rate  and  rhythm  of  the  fetal  heart,  possibly 
with  an  amplifier.  All  it  needs  is  somebody 
to  apply  himself  both  in  the  fields  of  electronic 
amplification  and  obstetrics. 

Dr.  Barron:  Now  I would  like  you  to  tell  me 
as  a physiologist  what  it  is  that  you  as  clinicians 
would  like  to  know.  Just  what  is  it  you  are 
asking?  What  do  you  mean  by  fetal  distress? 
Will  you  define  fetal  distress  for  us?  If  you  can 
tell  us  that,  then  we  physiologists  would  have  a 
clearer  notion  of  what  we  should  study  in  the 
laboratory. 

Dr.  Southern:  Let  us  consider  some  of  the 
problems  involved.  First  of  all,  what  is  the 
cause  of  the  increase  or  the  decrease  of  the  heart 
rate  in  the  fetus?  Second,  which  is  more 
serious,  the  high  rate  or  the  low  rate?  Third, 
what  causes  the  meconium  to  be  passed  in  what 
we  know  as  fetal  distress? 

It  appears  that  the  rapid  heart  rate  is  more 
significant  than  any  other  sign  in  that  there  was  a 
greater  percentage  of  babies  lost  in  the  group 
that  had  anoxic  signs  of  fetal  distress  and  a 
heart  rate  greater  than  180.  The  cause  of 
variations  of  the  fetal  heart  rate  still  is  not  clear. 
Claude  Sureau,14  in  Paris,  made  intrauterine 
electrocardiographic  measurements  by  passing  an 
electrode  beyond  the  baby’s  head  and  pressing  it 
against  the  chest  or  shoulder.  He  did  this  in 
some  30  oases  and  observed  some  of  the  patients 
for  as  long  as  four  hours.  He  was  never  able  to 
demonstrate  any  change  in  the  fetal  heart  before, 
during,  or  after  uterine  contraction,  although  it  is 
commonly  believed  and  certainly  is  observed  that 
the  fetal  heart  slows  during  and  immediately 
after  uterine  contraction.  This  leads  to  the 
possibility  that  the  slowing  of  the  fetal  heart  is 
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due  to  pressure  on  the  baby’s  head.  At  the 
point  where  slowing  occurred,  the  recording  had  to 
be  stopped.  Certainly  pressure  on  the  baby’s 
head  will  cause  an  alteration  in  the  heart  rate. 
In  addition,  anoxia  causes  a rather  characteristic 
change  in  the  heart.  In  those  cases  where 
prolapse  of  the  cord  has  occurred  and  where 
observation  can  be  carried  out  directly  in  an 
automatic  and  involuntary  experiment,  the  first 
change  was  an  increased  rate,  followed  by  a 
decreased  rate,  and  then  by  irregularity.  Third, 
we  have  a combination  of  two  things  occurring. 
The  pressure  on  the  head  may  be  mediated 
through  a nervous  reaction.  It  is  quite  possible 
that  the  same  nervous  reaction,  namely,  vagal 
stimulation,  also  affects  the  gastrointestinal 
system.  This  may  be  why  meconium  alone  ap- 
pears to  be  the  least  significant  sign  of  fetal 
distress.  However,  if  this  process  continues  for 
a long  time,  it  is  also  associated  with  a certain 
number  of  fatalities. 

Visitor:  Don’t  you  feel  that  we  should  know 
the  metabolic  behavior  of  the  fetus,  such  as 
glucose  requirement  and  the  enzyme  systems 
that  exist,  in  addition  to  oxygen  requirements? 

Dr.  Barron:  Oh,  yes,  I would  endorse  that. 
I have  spoken  only  of  oxygen  because  the  problem 
was  presented  to  me  as  fetal  anoxia.  I think 
we  might  very  well  have  spent  a considerable 
time  on  acid-base  balance,  on  the  general  ability 
of  the  fetal  tissues  to  use  glucose  anaerobically, 
and  on  the  ability  of  the  placenta  to  convert 
lactate  to  pyruvate.  All  of  these  things  are 
extremely  important,  and  I would  not  minimize 
any  of  them.  I am  not  at  all  sure,  for  example, 
that  the  fetus  dies  or  fails  to  survive  for  any  of  the 
reasons  which  we  have  been  discussing  here. 

Dr.  Goldmark:  Thank  you,  Dr.  Barron.  I 
am  sure  that  we  have  all  learned  a great  deal 
this  evening  and  that  we  would  enjoy  continuing 
this  discussion.  But  the  hour  is  getting  late. 
Let  us  take  the  opportunity  to  thank  the  panel 
for  their  enlightening  discussions  and  patience  in 
answering  the  questions  of  the  audience. 

We  came  here  to  find  out  how  to  diagnose 
fetal  distress  early  enough,  either  by  clinical 
signs  or  by  laboratory  methods,  such  as  electro- 
cardiography, which  will  be  of  value  to  the  practi- 


tioner in  the  prevention  of  fetal  or  neonatal 
loss.  While  the  commonly  accepted  criteria  of 
fetal  distress,  namely,  alteration  in  the  rate  and 
rhythm  of  the  fetal  heart  and  the  appearance  of 
meconium  in  the  amniotic  fluid  in  instances  of 
vertex  presentation,  are  of  some  clinical  value, 
in  the  main  the}'  are  late  signs,  possibly  signs  of 
damage  already  accomplished  and  even  irrevers- 
ible. 

Earlier  signs  are  needed  to  be  of  value  to  the 
clinician.  We  have  heard  of  the  promising  work 
on  the  use  of  electrocardiography,  although 
much  work  remains  to  clarify  this  phase  of  the 
problem. 

We  have  also  had  emphasized  the  need  for 
further  research  in  fields  of  acid-base  relation- 
ships and  water  balance,  the  respiratory  enzyme 
system,  and  the  utilization  of  oxygen  and  of 
glucose  by  the  fetus  before  definitive  answers  can 
be  given  on  the  problem  of  the  earlier  diagnosis 
of  fetal  distress.  It  is  up  to  the  clinician  to  make 
his  needs  known  to  the  physiologist  so  that 
appropriate  research  can  be  carried  out  in  the 
laboratory.  In  turn  it  is  up  to  the  physiologist 
to  acquaint  himself  with  the  needs  of  the  clinician 
in  his  efforts  to  recognize  fetal  distress  as  early 
as  possible.  It  is  only  by  cooperative  studies 
that  needless  fetal  and  neonatal  loss  can  be 
reduced. 
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Rupture  of  the  spleen  continues  to  be  the 
most  frequent  indication  for  splenectomy. 
The  possibility  of  splenic  injury  should  be  kept 
in  mind  in  the  examination  of  any  automobile 
accident  victim.  The  greater  speed  at  which 
regular  traffic  often  travels  provides  an  ideal 
setting  for  injury  to  the  spleen.  Because  such 
an  injury  may  occur  in  the  absence  of  any  ex- 
ternal signs,  it  is  frequently  unrecognized. 
Likewise  in  the  presence  of  multiple  injuries 
the  more  obvious  injuries  may  distract  atten- 
tion from  the  spleen.  Ordinarily  there  are 
signs  of  intraperitoneal  injury,  including  left 
upper  quadrant  pain  and  rebound  tenderness. 
Patients  with  minimal  abdominal  findings, 
after  exhibiting  some  degree  of  shock  from  which 
they  are  recovering,  very  often  have  rupture  of 
the  spleen  with  hemorrhage.  Although  bleeding 
may  subside  spontaneously  under  such  circum- 
stances, these  patients  are  prone  to  bleed  sub- 
sequently at  any  time  up  to  two  weeks.  Such 
secondary  hemorrhage  may  be  quickly  fatal. 
Patients  suspected  of  splenic  injury  should  be 
explored  under  optimum  facilities  with  a large 
supply  of  blood  available.  The  ruptured  spleen 
should  be  removed.1’2 

In  patients  in  whom  the  findings  are  not 
clear-cut  or  are  minimal  but  in  whom  injury 
to  the  spleen  is  strongly  suspected,  either  be- 
cause of  the  nature  of  the  accident  and/or  the 


course  of  events  thereafter,  operation  will  pro- 
vide the  greatest  protection.  If  splenic  injury 
is  insignificant,  the  operation  is  well  tolerated, 
whereas  if  such  an  injury  escapes  diagnosis  be- 
cause the  classic  picture  is  in  some  part  lacking, 
therapy  will  be  embarked  on  too  late,  and  the 
price  may  be  the  patient’s  life. 

Preparation  for  Operation 

Over-all  Evaluation.- — This  includes  a 
survey  of  any  other  injuries  the  patient  has 
sustained  and  the  possible  role  they  may  assume 
in  an  abdominal  operation.  It  also  provides 
for  an  estimation  of  the  status  of  the  patient’s 
various  systems.  For  example,  in  surveying 
the  cardiovascular  system  a few  questions  are 
pertinent.  If  the  patient  is  young,  is  there  a 
congenital  defect  present?  If  he  is  in  the 
older  age  group,  is  there  myocardial  disease 
or  advanced  arteriosclerosis?  Has  the  patient 
chronic  pulmonary  disease,  or  has  there  been  a 
recent  acute  infection?  All  systems  should  be 
quickly  and  efficiently  considered  in  an  effort 
to  anticipate  and  prevent  complications. 

Correction  of  Conditions  Relating  to 
Injury. — If  there  has  been  hemorrhage  and 
reduction  of  blood  volume,  correction  of  the 
condition  is  indicated.  Fluids,  such  as  glucose 
in  water  and  saline,  may  be  used  first  because 
of  their  availability,  followed  by  plasma  and 
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blood.  At  the  same  time  parenteral  chemo- 
therapy should  be  instituted. 

Particular  attention  to  the  airways  of  patients 
who  have  been  in  accidents  is  mandatory  before 
embarking  on  an  operative  procedure  or  adminis- 
tration of  anesthesia. 

Decompression  of  Upper  Gastrointestinal 
Tract. — Individuals  injured  in  automobile  acci- 
dents seldom  have  an  entirely  empty  stomach. 
Frequently  they  have  been  overindulging  in 
both  food  and  drink.  After  injury  some  will 
vomit  and  partially  or  completely  empty  their 
stomachs.  On  the  other  hand,  injury  is  often 
followed  by  failure  of  the  stomach  to  empty  it- 
self into  the  duodenum  with  resulting  stasis  of 
the  gastric  contents.  If  the  stomach  is  in- 
completely emptied,  retained  gastric  contents 
become  a hazard  during  anesthesia  and  operation. 
All  patients  who  have  been  in  an  accident  should 
have  their  stomachs  emptied  and  lavaged  care- 
fully before  surgery.  Furthermore,  the  main- 
tenance of  an  indwelling  gastric  tube  to  keep 
the  stomach  decompressed  during  and  after 
the  operation  is  sound  surgical  practice. 

A Large  Reserve  of  Blood  Available  for 
Administration  Under  Pressure  if  Needed. — 
A patient  with  an  injury  to  the  spleen  who  has 
been  in  shock  and  recovered,  as  well  as  one  who 
may  be  on  the  verge  of  shock,  can  rapidly  pass 
into  that  state  on  the  induction  of  anesthesia 
followed  by  the  relaxation  of  the  abdominal 
muscles  or  on  the  actual  opening  of  the  abdomen 
with  even  minimal  disturbance  of  its  viscera. 
Because  hemorrhage  is  the  greatest  single  factor 
contributing  to  shock  in  either  of  these  situations, 
blood  replacement  is  our  most  effective  means 
of  correcting  it.  Before  beginning  anesthesia 
and  operation  it  is  well  to  hnve  on  hand  a supply 
of  blood  in  excess  of  the  probable  normal  blood 
volume.  This  amount  may  not  be  required, 
but  if  difficulty  arises  in  controlling  the  hemor- 
rhage from  the  spleen  during  the  procedure, 
4,000  or  5,000  cc.  may  be  used  quickly,  and 
even  more  may  be  required.  Autotransfusion 
which  is  frequently  mentioned  and  occasionally 
used  has  no  place  during  operation  on  these 
patients.  Anticipation  of  and  preparation  for 
such  situations  will  do  much  to  obviate  sudden 
collapse  which  rapidly  becomes  irreversible. 

Anesthesia. — Adequate  anesthesia  preceded 
by  the  least  possible  disturbance  during  induction 
may  mean  the  difference  between  life  and  death 
to  the  patient  with  a large  wound  of  the  liver 


when  bleeding  has  almost  ceased.  A stormy 
induction  may  be  accompanied  by  displacement 
of  the  clot  and  a sudden  increase  in  bleeding 
that  may  place  the  patient  in  irreversible  shock 
before  the  splenic  pedicle  can  be  exposed.  It 
is  likewise  important  that  the  anesthesia  be 
such  as  to  permit  relaxation  so  that  on  opening 
the  abdomen  there  is  no  tendency  for  the  viscera 
to  be  suddenly  dislocated. 

Operation 

Supported  by  good  anesthesia  and  an  ade- 
quate reserve  of  blood  that  can  be  given  rapidly 
under  pressure,  the  surgeon’s  efforts  will  be 
facilitated  by  a generous  incision  after  first 
making  a small  opening  in  the  peritoneum  for  a 
preliminary  survey.  Temporary  compression 
of  the  splenic  artery,  if  there  is  active  bleeding 
from  the  spleen,  may  serve  a useful  purpose 
while  the  spleen  and  liver,  as  well  as  the  abdom- 
inal contents,  are  being  examined.  There  are 
all  manner  and  variations  of  the  extent  and 
nature  of  these  injuries.  Indeed,  no  two  are 
alike.  Therefore,  the  approach  to  these  wounds 
must  be  variable. 

A patient  who  has  sustained  major  trauma 
to  the  spleen  in  an  accident  of  any  kind  also 
should  be  considered  as  having  possible  liver 
damage,  even  though  there  is  no  external  evi- 
dence of  such.  When  liver  injury  is  suspected, 
patients  should  be  operated  on  as  soon  as  their 
general  condition  will  permit.  Examination 
of  the  liver  should  include  careful  inspection  of 
its  entire  surface  for  evidence  of  laceration  and, 
in  addition,  careful  examination  for  evidence 
of  subcapsular  injury.  The  removal  of  devital- 
ized necrotic  or  sequestrated  liver  tissue  is 
essential.  When  the  trauma  has  produced  a 
capsular  laceration,  or  when  the  surgeon  has 
had  to  transect  the  liver  surface  in  order  to 
evaluate  traumatized  liver  tissue,  or  when  a 
cholecystectomy  or  repair  of  the  extrahepatic 
ductal  system  has  been  done,  it  is  most  important 
that  biliary  drainage3  4 from  such  an  area  be 
diverted  to  the  exterior  by  the  use  of  a drain. 
Control  of  hemorrhage  is  facilitated  by  hemostatic 
aids  and  multiple  ligatures.  The  mortality 
in  massive  trauma  to  the  liver  is  high  and  justifies 
our  seeking  ways  and  means  of  combating  the 
derangements  of  the  normal  physiologic  func- 
tions of  the  liver. 

Death  following  injury  to  the  spleen  may 
be  caused  by  hemorrhage  and  shock  and  some- 


1938 


New  York  State  J.  Med. 


RECENT  ADVANCES  IN  SURGERY  OF  THE  SPLEEN 


times  by  necrosis  followed  by  infection.  It 
may  be  due  to  any  one  of  these  or  to  any  com- 
bination of  them.  The  first  two,  hemorrhage 
and  shock,  are  by  far  the  most  frequent  causes 
of  early  death.  The  immediate  control  of  all 
these  complications  is  important  in  the  care  of 
the  patient.  It  is  our  belief  that  this  can  be 
best  accomplished  by  prompt  surgical  measures 
directed  at  the  control  of  hemorrhage,  including 
supportive  therapy  before,  during,  and  after 
operation. 

The  attitude  toward  the  management  of 
patients  with  possible  spleen  and  liver  injuries 
is  of  paramount  importance.  If  the  approach 
includes  a suspicion  of  such  injuries  in  patients 
who  have  been  in  automobile  collisions  and 
similar  accidents,  it  is  less  likely  that  these  will 
be  overlooked.  This  is  in  contrast  to  an  ex- 
pectant approach  in  which  the  patient  is  operated 
on  after  the  typical  clinical  picture  of  injury  and 
its  complications  has  developed.  Thus,  the 
period  of  greatest  opportunity  to  control  the 
factors  described  as  the  more  common  causes 
of  death  has  been  lost.  This  is  applicable  in 
particular  to  those  persons  who  do  not  die  soon 
after  injury  and  arrive  at  our  hospitals  still  in 
a retrievable  state. 

Hypersplenism 

Hypersplenism5  is  a term  that  in  recent 
years  has  come  to  denote  a depression  of  the 
circulating  blood  platelets,  the  destruction  of 
red  cells  to  the  extent  that  a definite  degree  of 
anemia  results,  or  a decrease  in  leukocytes 
(granulocytes).  One,  two,  or  all  three  may  be 
present.  If  it  is  hereditary  or  of  unknown  cause, 
it  is  called  primary  hypersplenism,  whereas  if 
it  occurs  as  a result  of  another  chronic  disease, 
it  is  referred  to  as  secondary  hypersplenism. 

Under  primary  hypersplenism  we  may  list 
primary  (idiopathic)  thrombocytopenic  purpura, 
primary  (congenital)  hemolytic  anemia,  primary 
splenic  neutropenia,  and  primary  splenic  hema- 
topenia.  All  these  are  materially  improved, 
if  not  completely  cured,  by  splenectomy.6  _s 

Secondary  hypersplenism  develops  as  a result 
of  chronic  disease  process  elsewhere.  It  can 
produce  the  same  manifestations  as  does  pri- 
mary hypersplenism.  The  clinical  pictures  that 
result  from  secondary  hypersplenism  are  there- 
fore less  clear-cut,  and  diagnosis  is  often  difficult 
to  establish.  Perhaps  one  of  the  most  important 
and  significant  findings  in  such  patients  is 


enlargement  of  the  spleen,  which  is  relatively 
uncommon  in  primary  hypersplenism.  Splenec- 
tomy in  this  group  is  often  of  considerable  benefit 
but  is  much  more  unpredictable.  In  spite  of 
the  close  cooperation  and  continued  efforts  of 
internist,  hematologist,  and  surgeon,  much 
remains  to  be  learned  about  these  conditions. 

Anemias 

Acquired  hemolytic  anemia  may  be  the 
result  of  many  factors,  including  an  abnormal 
red  cell  destruction  of  the  spleen.  When,  by 
special  tests  or  by  process  of  exclusion,  the  spleen 
is  concluded  to  be  the  most  important  factor, 
then  splenectomy  is  indicated.  It  has  been 
recently  demonstrated  that  a trial  of  ACTH 
therapy  which  fails  to  produce  an  improvement 
seems  a further  indication  for  splenectomy. 
ACTH  therapy  has  produced  favorable  effects 
after  splenectomies. 

At  the  New  York  Hospital-Cornell  Medical 
Center  over  the  past  several  years  we  have 
interested  ourselves  in  a group  of  children  with 
severe  Mediterranean  anemia  (Cooley’s  anemia) 
and  congenital  spherocytic  anemia.9  These 
patients  have  been  carefully  followed  both  before 
and  after  splenectomy,  which  has  been  only 
palliative.  The  basic  defect  of  the  blood  forma- 
tion persists  in  those  with  Mediterranean  anemia, 
but  for  those  with  hereditary  spherocytosis  the 
results  have  been  gratifying  without  clinical 
or  laboratory  signs  of  a return  of  the  disease. 

Mediterranean  anemia10  is  a congenital, 
chronic,  hemolytic  anemia  with  characteristic 
blood  changes,  increased  resistance  of  erythro- 
cytes to  hypotonic  saline,  and  bone  marrow  hy- 
perplasia. It  is  inherited  as  a dominant  trait  but 
the  anemia  may  be  mild,  moderate,  or  severe. 
Depending  on  the  severity  of  the  condition 
findings  include  pathognomonic  facies,  spleno- 
megaly, hepatomegaly,  hypochromic  macrocytes, 
microcytes,  basophilic  stippling,  polycythemia, 
target  and  oval  cells,  nucleated  red  cells,  marked 
anisocytosis,  and  a predominance  of  nucleated 
red  cells  in  the  bone  marrow.  X-rays  may 
reveal  osteoporosis,  thinning  of  the  cortex, 
trabecular  atrophy,  coarse  reticulation,  and  thick- 
ening of  the  skull  in  severe  cases.  The  circulating 
hemoglobin  may  be  of  the  fetal  type.  The 
enlarged  spleen  may  destroy  the  red  cells  at 
an  increased  rate  and  exert  an  inhibitory  influence 
on  the  bone  marrow.  A complication  of  excessive 
transfusion  for  the  anemia  is  hemochromatosis. 


June  1,  1957 


1939 


GLEXX  A X I)  DIXEEX 


Splenectomy  is  considered  for  two  groups: 
(1)  those  in  whom  the  large  spleen  presses  on 
adjacent  organs,  resulting  in  an  inability  to 
retain  food,  and  (2)  those  requiring  transfusions 
more  and  more  frequently.  Nine  patients  with 
Cooley’s  anemia  and  two  with  combined  Cooley’s 
anemia  and  sickle  cell  anemia  were  subjected  to 
splenectomy.  All  had  an  elevation  of  hemoglo- 
bin and  needed  fewer  transfusions  postopera- 
tively.  The  operation  is  only  palliative,11  the 
basic  defect  in  the  blood  formation  remaining. 
A late  complication  is  acute  pericarditis. 

Hereditary  spherocytosis12  is  genetically  de- 
termined, characterized  by  the  production  of 
structurally  abnormal  erythrocytes,  and  mani- 
fested by  jaundice,  anemia,  and  splenomegaly. 
An  acute  crisis  may  occur  in  children,  mani- 
fested by  sudden  onset  of  fever,  weakness, 
abdominal  pain,  nausea,  vomiting,  and  marked 
increase  in  pallor.  The  structural  defect  in  the 
erythrocytes  causes  spherocytosis  and  increased 
osmotic  and  mechanical  fragility  of  the  red 
cells.  The  increased  rate  of  red  cell  destruction 
produces  anemia,  hyperbilirubinemia,  elevation 
of  the  icterus  index,  increased  fecal  and  urinary 
urobilinogen,  and  elevation  of  serum  iron  con- 
centration. The  Coombs  reaction  is  negative. 
Stagnation  of  spherocytes  in  the  spleen  results 
in  lysis  of  some  cells  within  the  organ  and  in 
alteration  of  the  trapped  erythrocytes  so  that 
the}-  are  more  susceptible  to  destruction  even 
after  escaping  from  the  spleen.  Hemolysis  is 
less  after  splenectomy,  and  operation  is  indicated 
in  even-  case.  Nine  children,  four  through 
thirteen  years  of  age,  were  operated  on  and 
followed  for  eleven  to  fifteen  months. 

Infection 

Splenomegaly  has  long  been  recognized  as  a 
fairly  frequent  physical  finding  associated  with 
both  acute  and  chronic  infections.  Since  the 
advent  of  effectual  antibiotic  therapy  and  the 
efficient  control  of  the  majority  of  acute  in- 
fections, enlargement  of  the  spleen  is  much  less 
common.  In  certain  chronic  infections,  such  as 
malaria,  tuberculosis,  and  some  of  the  intestinal 
parasitic  infestations  seldom  encountered  in 
this  area,  splenomegaly  produces  disabling  symp- 
toms of  chills,  fever,  and  pain.  Such  spleens 
are  subject  to  spontaneous  rupture  as  well,  and 
therefore,  splenectomy  is  often  indicated.  From 
time  to  time  this  type  of  splenomegaly  is  asso- 
ciated with  hypersplenism. 


Felty’s  Syndrome 

A condition  that  has  been  recently  dwelt  on 
at  some  length  is  Felty’s  syndrome.  It  is  seen 
in  women  over  forty  years  of  age  with  chronic 
rheumatoid  arthritis  who  also  have  splenomegaly, 
anemia,  and  neutropenia  and  suffer  from  weak- 
ness, weight  loss,  and  recurrent  bouts  of  fever, 
as  well  as  joint  involvement.  They  are  prone 
to  superimposed  infections  of  the  skin  and  mu- 
cous membrane.  Varying  degrees  of  relief  and 
even  permanent  cure  have  followed  splenectomy, 
corticotropin  (ACTH),  and  cortisone  therapy 
alone  or  combined. 

Abscess  of  Spleen 

The  diagnosis  of  abscess  of  the  spleen13  in  a 
patient  with  longstanding  manifestations  of  a 
“hidden  infection”  followed  by  splenectomy  and 
complete  cure  is  one  of  the  most  dramatic  and 
satisfying  experiences  that  a surgeon  may  en- 
counter. Since  the  introduction  of  the  anti- 
biotics we  have  seen  this  clinical  entity  more 
often,  although  it  remains  rare.  Furthermore,  it 
still  escapes  recognition  and  is  unexpectedly 
found  at  autopsy.  It  should  be  considered  as  a 
possible  diagnosis  in  the  patient  who  has  a 
history  of  severe  infection  with  high  fever  and 
marked  incapacitation  and  who  has  markedly 
improved  after  antibiotic  therapy  but  then  lapses 
into  a phase  of  chronic  illness  with  either  a low- 
grade  fever  or  irregular  episodes  of  chills  and 
fever  and  an  associated  high  leukocytosis,  all  of 
which  are  little  if  at  all  influenced  by  a number 
of  antibiotics.  Usually  blood  cultures  show  no 
growth.  Although  the  spleen  may  be  palpable 
and  tender,  there  are  just  as  often  no  obvious 
indications  of  its  involvement.  Diagnosis  de- 
pends on  history,  exclusion  of  other  common 
causes  of  such  a clinical  picture,  and  a strong 
suspicion  of  a splenic  abscess,  supported  by 
minimal  findings.  Splenectomy  is  mandatory. 
The  following  is  an  example. 

A forty-three-year-old,  white  housewife  with  a 
long  history  of  rheumatic  valvular  disease  was  seen 
in  May,  1956,  at  the  New  York  Hospital-Cornell 
Medical  Center.  She  gave  a history  of  subacute 
bacterial  endocarditis  treated  in  the  past  six  months. 
In  the  past  three  months  she  had  had  recurrence  of 
fever  with  positive  blood  cultures  for  hemolytic 
Staphylococcus  aureus.  Despite  heavy,  mixed, 
antimicrobial  therapy  she  continued  with  fever  and 
was  admitted  to  the  New  York  Hospital. 
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On  admission  her  temperature  was  38.5  C.  The 
patient  was  hemiparetic,  cachectic,  and  complained 
of  abdominal  pain.  Blood  cultures  were  positive 
for  Monilia  albicans.  Because  of  the  high  fever,  a 
large,  exquisitely  tender  spleen,  and  failure  of  this 
condition  to  subside  under  antimicrobial  therapy, 
it  was  elected  to  do  a splenectomy.  It  was  the  con- 
sensus that  the  spleen  was  the  site  of  an  abscess 
which  was  feeding  the  circulation.  It  was  realized 
that  probably  the  vegetations  of  the  heart  valves 
were  extensive,  but  it  was  hoped  that  by  removing  a 
large  abscess  the  remainder  of  the  circulating  or- 
ganisms could  be  contained. 

On  May  21,  1956,  a splenectomy  was  performed. 
The  spleen  weighed  357  Gm.  On  cut  surface  the 
parenchyma  was  replaced  by  two  large  areas  which 
had  coalesced.  Microscopically  this  was  necrotic 
tissue  with  little  normal  spleen  remaining.  Cul- 
tures were  positive  for  M.  albicans.  Postoperatively 
the  patient  became  afebrile  and  remained  so  for  five 
days.  She  had  not  been  afebrile  for  several  months. 
She  then  had  a two-day  period  of  fever  and  re- 
mained afebrile  thereafter.  However,  the  patient 
had  a downhill  course  with  recurrent  congestive 
failure,  became  moribund,  and  died  on  the  twenty- 
first  postoperative  day. 

Postmortem  examination  revealed  extensive,  rheu- 
matic valvular  disease  with  large,  monilial  vegeta- 
tions. It  was  the  consensus  that  the  patient  had  had 
a splenic  infarct  which  had  been  infected,  causing  a 
splenic  abscess.  She  had  responded  well  to  splenec- 
tomy but  had  subsequently  expired  from  combined 
congestive  failure  and  monilial  endocarditis. 

Summary 

Recent  advances  in  surgery  of  the  spleen  have 
been  discussed.  Rupture  of  the  spleen  contin- 
ues to  be  the  most  frequent  indication  for  splen- 
ectomy. In  the  trauma  leading  to  this  condition, 


the  over-all  evaluation  of  the  patient’s  general 
status  is  most  important.  The  preoperative 
correction  of  shock  and  decompression  of  the 
upper  gastrointestinal  tract  should  be  carried 
out.  It  is  imperative  to  have  a sufficient  amount 
of  blood  available  before  beginning  surgery. 

Splenectomy  is  indicated  in  primary,  chronic, 
idiopathic,  thrombocytopenic  purpura  and  con- 
genital hemolytic  anemia.  In  “hypersplenism” 
in  which  there  is  a depression  of  one  or  all  of  the 
circulating  blood  elements,  splenectomy  is  indi- 
cated. This  condition  may  occur  primarily  or 
secondarily  in  association  with  an  underlying 
chronic  illness. 

Infection  of  the  spleen  (malaria,  kala-azar)  is 
uncommon  in  this  area;  however,  pyogenic 
splenic  abscess,  marked  by  antimicrobial  ther- 
apy, is  more  prevalent  than  previously  realized. 
Splenectomy  is  efficacious  in  this  condition. 
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( Number  twenty  of  a series  on  Recent  Advances  in  Medicine  and  Surgery ) 


The  Nitrofurans  in  Clinical  Medicine 


The  nitrofurans  are  a group  of  antimicrobial  drugs 
the  pharmacologic  mechanism  of  which  is  not  fully 
understood,  but  it  probably  consists  chiefly  of 
blocking  essential  metabolic  processes  of  the  micro- 
organism’s cell.  Currently,  three  nitrofurans  are 
being  used  topically  and  one  orally.  Drs.  Paul  F. 
MacLeod  and  George  S.  Rogers  and  Mr.  Boris 
Anzlowar,  Eaton  Laboratories,  Norwich,  New  York, 
discuss  clinical  applications  of  both  types. 

The  three  topical  compounds  are  (1)  nitro- 
furazone  (Furacin)  which  they  report  to  be  effective 
in  prevention  and  treatment  of  infections  of  the  skin 
and  mucous  membranes  for  use  in  surgery,  der- 


matology, otology,  ophthalmology,  rhinology,  gyne- 
cology, and  urology;  (2)  furazolidone  (Tricofuron, 
Furoxone)  in  trichovaginitis,  and  (3)  nitrofurfuryl 
metltyl  ether  (Furaspore)  for  dermatonwcoses  such 
as  tinea  pedis  and  capitis.  The  oral  nitrofuran  is 
nitrofurantoin  (Furadantin).  It  is  used  in  pyelone- 
phritis, cystitis,  and  prostatitis.  All  of  these  are 
products  of  Eaton  Laboratories.  The  authors  say 
that  clinical  side-effects  are  usually  minor  and  that 
by  proper  measures  incidence  of  undesirable  re- 
actions can  be  reduced  to  insignificance. — Inter- 
national Record  of  Medicine  and  General  Practice 
Clinics,  September,  1956 
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Metastasis  in  Ureter  from  Adenocarcinoma  of  the  Contralateral 

Kidney 

HERMAN  WECHSLER,  M.D.,  AND  LOUIS  L.  SPIVACK,  M.D.,  BRONX,  NEW  YORK 
( From  the  Urologic  Section,  Bronx  Veterans  Administration  Hospital) 


rJ',HE  purpose  of  this  paper  is  to  describe  an 
adenocarcinoma  of  the  right  ureter,  secondary  to 
a growth  of  the  same  histologic  structure  in  the 
parenchyma  of  the  left  kidney.  A similar  condition 
has  not  been  found  in  the  literature. 

Case  Report 

A sixty-year-old,  Negro  man  was  first  admitted 
to  the  Bronx  Veterans  Administration  Hospital  on 
July  16,  1952,  because  of  gross  hematuria  with 
passage  of  clots  and  pain  in  the  left  lower  abdomen. 
The  excretory  urograms,  retrograde  pyelograms  with 
presacral  oxygen  insufflation,  and  aortogram  indi- 
cated a tumor  of  the  left  kidney.  Although  chest 
films  showed  several  densities  consistent  with 
metastatic  disease,  a left  nephrectomy  via  the 
Nagamatsu  approach  was  done  as  a palliative 
procedure  for  hemorrhage.  The  pathologic  report* 
described  an  adenocarcinoma  of  the  kidney  with 
renal  vein  involvement.  The  patient  recovered 
uneventfully  and  was  discharged  on  August  6.  1952, 
twelve  days  after  operation. 

He  was  admitted  for  the  second  time  on  December 
3,  1952,  because  of  cough,  hemoptysis,  and  loss  of 
weight.  X-ray  of  the  right  knee  showed  a metas- 
tasis in  addition  to  the  chest  lesions.  Radiation 
therapy  was  given  to  both  the  chest  and  knee. 
This  prolonged  his  hospitalization  to  March  2,  1953, 
at  which  time  he  was  discharged.  His  condition 
was  good  at  this  time. 

His  third  admission  to  this  hospital  was  on 
October  4,  1953,  for  recurrence  of  cough.  Physical 
examination  showed  a large  mass  in  the  right 
posterior  cervical  region,  rales  in  both  lung  bases 
with  respiration  limited,  and  abdominal  tenderness 
in  both  upper  and  lower  right  quadrants.  A 
sense  of  fullness  in  the  right  costovertebral  angle 
was  elicited,  but  it  was  impossible  to  delineate  a 
mass.  His  temperature  was  99.6  F.,  pulse  94, 
and  blood  pressure  180/110. 

The  laboratory  findings  at  this  time  were  as 
follows:  hemoglobin  13.3  Gm.,  red  blood  cells 

4,250,000  and  white  blood  cells  14,800.  The  blood 
urea  nitrogen  was  75  mg.,  total  protein  5.9  Gm. 

* Examination  performed  by  Drs.  A.  C.  Allen  and  B.  S. 
Gordon. 


Fig.  1.  Section  of  kidney  tumor. 


with  a normal  albumin-globulin  ratio,  and  alkaline 
phosphatase  4.6  units  (normal).  The  specific 
gravity  of  the  urine  was  1.006  with  2 plus  albumin 
and  mam-  red  blood  cells. 

After  the  initial  urination  the  patient  did  not 
void.  Catheterization  of  the  bladder  produced  no 
urine.  Cystoscopy  was  done  as  an  emergency 
procedure,  and  an  empty  bladder  was  found.  With 
the  passage  of  a number  6 catheter  up  the  right 
ureter,  a rapid  flow  of  pale  urine  was  obtained, 
1,000  cc.  being  passed  in  the  first  hour.  The  urine 
then  became  more  normal  in  appearance.  A 
retrograde  pyelogram  showed  advanced  hydrone- 
phrosis. With  the  catheter  left  in  place,  the  blood 
urea  nitrogen  dropped  slowly  in  the  next  two  days. 
Tenderness  in  the  right  costovertebral  angle 
disappeared,  and  the  respirations  became  normal. 

.After  two  days  the  ureteral  catheter  was  removed, 
and  again  the  patient  did  not  void.  Replacement 
of  the  catheter  through  the  cystoscope  resulted 
once  more  in  a prompt  urinary  flow.  A ureterogram 
at  this  time  showed  narrowing  with  a filling  defect 
in  the  midureter.  He  was  operated  on  two  days 
later  on  October  28,  1953. 

Examination  through  a right  lumbar  incision 
disclosed  a soft  mass  in  the  midureter  with  moderate 
dilatation  between  this  mass  and  the  kidney.  The 
ureter  was  mobilized  and  opened.  A small  nodule 
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Fig.  2.  Ureter  with  tumor  attached  by  pediele. 


' I about  1 cm.  in  diameter  was  found.  It  was  attached 
I to  the  wall  of  the  ureter  by  a short  pedicle.  The 
portion  of  the  ureter  containing  the  mass  was 
i I resected  and  reanastamosis  done  with  interrupted 
number  4-0  chromic  sutures  over  an  indwelling 
ureteral  catheter.  Five  days  postoperatively  the 
I catheter  became  obstructed  and  was  removed,  and 
profuse  drainage  from  the  wound  followed.  In  five 
days  the  wound  healed,  and  the  right  kidney 
appeared  to  be  functioning  normally.  Intra- 
venous pyelogram  on  November  16  showed  prompt 
I appearance  of  dye  in  the  right  kidney.  The  ureter 
was  outlined  through  the  major  portion  of  its 
course  and,  while  appearing  slightly  larger  than 
normal  in  its  upper  portion,  showed  no  point  of 
obstruction.  He  was  discharged  on  November  18, 
1953,  twenty  days  postoperatively. 

Pathologic  report*  was  as  follows:  Specimen 

consisted  of  2 cm.  of  ureter,  the  mucosal  surface  of 
which  was  tannish  gray.  In  the  center  was  a 
pedunculated,  yellow  polyp  which  was  oval  and 
measured  1.3  by  0.7  cm.  and  was  raised  0.6  cm. 
above  the  mucosal  surface.  The  pedicle  was 
very  short.  Cut  section  showed  mottling  of 
pink,  pinkish-gray,  and  yellow  and  appeared  to  be 
almost  completely  above  the  mucosa  of  the  ureter. 
Microscopic  diagnosis  was  clear  cell  carcinoma  of 
ureter  histologically  identical  to  kidney  tumor 
previously  removed  (Figs.  1 to  4).  Margins  of 
ureteral  tumor  were  clear. 

The  fourth  and  last  admission  of  this  patient 
on  May  19,  1954,  was  necessitated  by  progressive, 
general  weakness  and  cough.  Enlarged  right 
cervical  nodes  were  present,  and  extensive  general- 
ized, nodular  infiltrations  were  found  in  the  lungs. 
There  was  also  x-ray  evidence  of  metastases  in  the 
right  seventh  rib  and  right  knee.  Excretory 
urogram  showed  only  slight  excretion  of  the  dye  by 
the  right  kidney.  The  calyces,  pelvis,  ureter,  and 
bladder  were  not  adequately  opacified  and  could 
not  be  evaluated. 

The  laboratory  findings  included  the  following: 
red  blood  cells  3,520,000,  white  blood  cells  10,450 
with  68  per  cent  neutrophils.  The  blood  urea 


* Examination  performed  by  Dr.  A.  Liber. 


Fig.  3.  Clear  cell  carcinoma  of  kidney. 


Fig.  4.  Carcinoma  of  ureter, 
nitrogen  was  28  mg. 

The  patient  finally  expired  on  June  19,  1954,  due 
to  cachexia.  Autopsy  showed  widespread  metas- 
tases to  the  right  kidney,  right  adrenal,  lungs, 
thyroid,  pancreas,  ribs,  and  heart.  The  ureter  was 
not  involved. 

Comment 

Only  in  the  last  ten  years  have  studies  been  made 
of  metastatic  tumors  of  the  ureter.  Presman  and 
Ehrlich1  in  1948  reviewed  the  literature  and  found 
35  secondary  tumor  deposits  in  the  ureter.  They 
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added  two  cases  and  commented  that  the  diagnosis 
is  usually  made  at  a postmortem  examination  or 
from  a surgical  specimen.  The  most  frequent 
sites  of  the  primary  lesion  were  the  stomach  and 
prostate  with  other  sites  in  lymph  nodes,  cervix, 
bladder,  breast,  and  lung,  in  descending  order  of 
frequency.  The  metastases  occurred  in  any  portion 
of  the  ureter  and  showed  no  predilection  for  the 
right  or  left  side. 

A study  was  made  by  Klinger* 1 2 3 4 5  in  1951  on  5,000 
autopsies  from  the  Henry  Ford  Hospital.  He 
found  that  up  to  1948  there  were  142  cases  in  which 
metastases  to  the  urinary  tract  could  be  demon- 
strated. The  kidneys,  bladder,  and  prostate  were 
most  often  the  sites  of  secondary  invasion.  Xo 
metastases  to  the  ureter  were  noted. 

Kleiman3  in  1947  reported  a carcinoma  of  the 
right  ureter  secondary  to  a neoplasm  of  the  de- 
scending colon.  He  was  able  to  find  20  cases  of 
true  metastatic  carcinoma  to  the  ureter.  Lazarus4 
in  1941,  in  discussing  his  case  of  metastatic  ureteral 
obstruction  following  carcinoma  of  the  ovary, 
noted  that  secondary  tumors  to  the  ureter  were  less 
frequent  than  primary  tumors  of  the  ureter. 

The  first  case  report  was  in  1922  by  Giordano 
and  Bumpus5  on  a metastatic  carcinoma  of  the 
ureter  from  a primary  carcinoma  of  the  prostate. 
Other  reports  by  Kojen  and  Petkovic  (1949), 6 
McCrea  and  Peale  (1951), 7 and  Mirabile  and 
Spillane  (1953)8  agreed  on  the  rarity  of  the  lesion 
and  the  difficulty  in  making  the  diagnosis  ante- 
mortem. As  defined  by  the  latter  authors,  true 
metastatic  tumors  of  the  ureter  are  those  which  are 
implanted  through  the  lymphatics  or  vascular 
routes. 

Porras9  presented  a case  in  1951  and  noted  that, 
the  symptoms  were  those  of  obstruction  of  the 
ureteral  lumen  and  subsequent  ascending  infection, 
characterized  by  lumbar  pain,  anuria,  and  uremia. 


Robbins  and  Lich10  in  the  most  recent  report 
discuss  their  case  of  metastatic  carcinoma  of  the 
ureter  from  the  cervix  and  mention  that  it  is  the 
fourth  to  be  reported.  Willis11  in  his  textbook 
noted  that  the  lower  part  of  the  ureter  is  most 
often  affected.  In  no  instance  did  he  find  a metas- 
tasis from  a kidney  to  the  opposite  ureter. 


Summary 

The  history  of  a patient  who  underwent  left 
nephrectomy  because  of  renal  carcinoma  is  presented. 
Sixteen  months  later,  because  of  ureteral  obstruc- 
tion, surgical  exploration  was  performed  and  re- 
vealed the  presence  of  a ureteral  metastasis  on  the 
contralateral  side,  which  was  histologically  similar 
to  the  original  lesion.  This  patient  was  relieved 
for  another  six  months  by  resection  and  reanasto- 
mosis of  the  affected  ureter.  He  died  twenty- 
three  months  after  left  nephrectomy  for  adeno- 
carcinoma. Search  of  the  literature  does  not 
disclose  a similar  case. 


We  wish  to  express  our  thanks  to  Dr.  Archie  Dean,  senior 
consultant  to  the  Urologic  Service,  Veterans  Administration 
Hospital,  Bronx,  New  York,  for  his  criticism  and  advice  in 
the  preparation  of  this  paper. 
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He  who  has  a thousand  friends  has  not  a friend  to  spare, 

And  he  who  has  one  enemy  shall  meet  him  everywhere. — Emerson,  Conduct  of  Life 
( Emerson  attributes  this  to  Omar  Khayyam ) 
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Hyperparathyroidism 

Mediastinal  Adenoma  with  Four-Year  Remission  and  Necropsy 

HAROLD  J.  LIVINGSTON,  M.D.,  F.A.C.P.,  AND  SAUL  F.  LIVINGSTON,  M.D.,  F.A.C.S.,  BROOKLYN, 

NEW  YORK 

( From  the  Departments  of  Internal  Medicine  and  Surgery,  Jewish  Hospital  of  Brooklyn) 


Orimary  hyperparathyroidism  without  bone  or 
kidney  involvement  may  go  on  for  some  time 
before  it  is  recognized.  Unfortunately  it  is  seldom 
diagnosed  before  the  symptoms  arising  from  in- 
volvement of  the  skeletal  system  or  the  kidneys 
have  become  evident.  Since  Von  Recklinghausen1 
in  1891  first  described  the  skeletal  manifestations 
of  the  disease  and  Mandl2  first  recognized  it  as  a 
clinical  entity,  the  orthopedists  have  been  aware  of 
primary  hyperparathyroidism,  and  it  is  now  usually 
diagnosed  before  it  has  advanced  far  enough  to 
devastate  the  skeleton.  The  urologist  likewise  has 
been  alerted  to  the  disease  since  Albright3  drew 
attention  to  the  renal  pathology  of  hyperpara- 
thyroidism. 

The  recognition  of  the  disease  depends  on  a basic 
knowledge  of  the  clinical  manifestations  associated 
with  overactivity  of  the  parathyroid  glands.  The 
patient  first  seeks  out  his  medical  doctor  when  he  has 
his  symptoms.  Perrow4  has  pointed  out  how  often 
the  physician  overlooks  the  patient’s  complaints, 
which  are  objective  as  well  as  subjective,  and 
attributes  them  “to  that  catch  basket  of  psychoso- 
matic disorders.”  It  is  years  before  the  correct 
diagnosis  is  made.  This  disease  may  mask  other 
conditions  and  may  become  more  obscure  if  it  is 
allowed  to  go  on  to  renal  pathology  and  bone 
lesions.  A stage  may  be  reached  where  it  is  almost 
impossible  to  differentiate  between  primary  and 
secondary  hyperparathyroidism.  It  is  possible  to 
diagnose  primary  hyperparathyroidism  before  x-ray 
examination  reveals  any  bone  or  renal  lesions. 

It  is  the  purpose  of  this  article  to  call  attention  to 
some  unusual  manifestations  of  the  condition  and 
to  present,  in  conjunction  with  a case  report,  some 
practical  considerations  which  may  be  of  value  in 
the  recognition  of  masked  hyperparathyroidism. 
The  case  is  one  of  apparent  remission  of  primary 
hyperparathyroidism  with  renal  insufficiency  due  to 
a mediastinal  parathyroid  adenoma  following  the 
removal  of  a hyperfunctioning  gland. 

Case  Report 

H.  D.,  a 58-vear-old,  white  male,  was  admitted  to 
the  Jewish  Hospital  of  Brooklyn  on  September  17, 
1945,  complaining  of  marked  weakness,  easy  fat- 
igability, extreme  thirst,  frequency  of  urination, 
and  pain  in  the  left  side  of  the  head.  The  patient 


was  in  good  health  until  July,  1943,  when  he  first 
experienced  polydipsia  and  polyuria  which  were  pro- 
gressive. A gastrointestinal  x-ray  series  and  x-ray 
of  his  skull  were  reported  as  negative.  Further 
study  by  his  local  physician  consisted  of  complete 
blood  count,  urinalysis,  spinal  puncture,  and  blood 
Wassermann  which  were  reported  as  being  within 
normal  limits.  Aside  from  loss  of  libido  of  five 
years  duration,  his  past  and  personal  history  were 
noncontributory.  A diagnosis  of  diabetes  insip- 
idus was  made,  and  the  patient  received  pituitary 
extract  by  nasal  insufflation  and  injections  over  a 
period  of  four  months.  His  condition  showed  some 
improvement.  He  was  getting  along  fairly  well 
until  June,  1945,  when  the  symptoms  of  polyuria 
and  polydipsia  became  more  marked.  A second 
series  of  posterior  pituitary  injections  was  instituted 
without  any  improvement.  His  loss  of  energy  and 
easy  fatigability  became  progressive.  His  gait  be- 
came stooped,  and  he  moved  only  with  great  effort 
until  he  had  to  be  supported  in  dressing  as  well  as  in 
ambulation.  His  headaches  were  most  marked 
along  the  left  side  of  his  head,  and  he  also  experi- 
enced pain  in  his  legs.  He  began  to  go  downhill 
rapidly  and  was  hospitalized. 

Physical  examination  revealed  a sallow-complex- 
ioned,  wTell-developed,  middle-aged  male  showing 
evidence  of  weight  loss.  He  was  unable  to  walk  or 
sit  up  without  being  supported.  He  was  mentally 
very  much  alert  and  cooperative.  There  was  no 
dyspnea,  orthopnea,  or  cyanosis.  The  retinal  ves- 
sels showed  venous  indentation  and  sclerosis  of  the 
arteriolar  branches:  otherwise  the  fundi  were  not 
remarkable.  There  were  no  masses  palpated  in  the 
neck.  The  chest  was  symmetric  with  tenderness 
over  the  right  tenth  and  eleventh  ribs  at  the  pos- 
terior axillary  line.  The  lungs  were  clear  through- 
out. The  heart  was  not  enlarged.  The  sounds  were 
of  good  quality  with  regular  sinus  rhythm.  There 
was  a soft  systolic  murmur  at  the  apex  and  base. 
The  blood  pressure  was  100/70.  The  abdomen  was 
soft,  and  the  liver  was  enlarged  to  5 cm.  below  the 
right  costal  border.  The  penis  presented  a hard 
plaque  on  its  dorsal  aspect,  characteristic  of  Pey- 
ronie’s disease.  The  prostate  was  not  unusual. 
The  deep  reflexes  were  sluggish.  There  was  a flac- 
cidity  of  his  muscular  system  and  tenderness  over 
both  tibiae. 

Laboratory  examination  revealed  a white  blood 
count  of  9,500  with  8fi  per  cent  polymorphonuclear 
leukocytes.  The  red  blood  count  was  3,900,000  and 
the  hemoglobin  80  per  cent.  Wassermann  test  was 
negative.  The  urine  had  a specific  gravity  of  1.001, 
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Fig.  1.  Coarse  granular  appearam-e  throughout  skull. 


no  sugar,  trace  of  albumin,  and  normal  microscopic 
findings.  Concentration  test  (Lashmet  and  New- 
burgh) revealed  urine  specific  gravities  of  1.005, 
1.006,  and  1.008.  The  reports  on  chemical  exami- 
nation of  the  blood  showed  evidence  of  renal  insuffi- 
ciency (Table  I).  The  chest  and  flat  study  of  the 
abdomen  were  radiographically  negative.  X-ray 
examination  of  the  skull  revealed  a coarse,  somewhat 
granular  appearance  throughout  without  thickening 
of  the  cortex  (Fig.  1 ).  Bone  marrow  study  revealed 
the  blood  to  be  somewhat  thicker  than  usual  but 
otherwise  normal.  Urine  determinations  for  Bence 
Jones  protein  were  negative.  Blood  calcium,  phos- 
phorus, and  alkaline  phosphatase  determinations  re- 
vealed 14.4  mg.  per  cent,  4.7  mg.  per  cent,  and  5.2 
units  per  cent,  respectively.  X-ray  studies  of  the 
upper  and  lower  extremities  showed  some  degree  of 
decalcification,  which  was  most  marked  in  the  left 
tibia.  Blood  determinations  for  calcium,  phos- 
phorus, and  phosphatase  were  repeated  with  similar 
findings  (Table  I).  Sulkowitch  test  on  the  urine 
was  negative.  Biopsy  of  the  tibia  was  done  on 
September  29,  1946,  and  the  patient  was  placed  on  a 
diet  described  by  Bauer  and  Aub.5  Calcium  studies 
were  done  on  the  urine  for  three  successive  davs 
(Table  II). 

The  clinical  course  of  the  patient  in  the  hospital 
was  downhill.  His  acidosis  was  combated  with  in- 
fusions fortified  with  vitamins.  Hypotension  per- 
sisted, ranging  between  76/56  and  96/68.  He  com- 
plained of  great  weakness  and  extreme  thirst.  The 
histologic  picture  of  the  bone  biopsy  was  compatible 


with  the  clinical  diagnosis  of  hyperparathyroidism. 
The  patient  was  gravely  ill,  and  he  appeared  drawn 
and  exhausted.  His  speech  was  thick,  slow,  and 
slurry,  and  he  complained  of  pains  in  his  bones. 

On  October  22,  1945,  an  exploration  of  the  neck 
was  done.  The  right  lobe  of  the  thyroid  was  found 
to  be  somewhat  enlarged  and  contained  adenomas. 
The  left  lobe  appeared  normal.  Careful  and  thor- 
ough search  was  made  for  the  parathyroid  glands, 
and  only  the  left  parathyroid  was  identified  and 
removed.  Several  of  the  thyroid  adenomas  were 
removed  because  of  then  yellowish  appearance,  but 
frozen  section  proved  the  tissue  to  be  thyroid.  The 
right  lobe  was  removed  because  of  its  enlargement 
and  with  the  supposition  that  there  might  be  a para- 
thyroid gland  within  the  substance  of  this  enlarged 
lateral  lobe. 

The  microscopic  section  of  the  right  lobe  revealed 
normal  thyroid  tissue  with  adenomas  and  calcific 
deposits.  The  left  parathyroid  gland  was  normal  in 
size  and  a grayish-pink  in  color;  from  its  histologic- 
picture  there  was  no  adenoma.  There  were  groups 
of  polyhedral  cells  witli  deep-staining  nuclei,  some  of 
which  were  irregular.  In  many  the  cytoplasm  was 
pink  staining,  and  in  a few  it  was  clear.  In  places 
these  cells  showed  a rather  wide  variation  in  size  and 
shape.  In  some  also  the  cell  outlines  were  indistinct. 

The  patient  withstood  the  operative  procedure 
well.  There  was  a dramatic  change  in  the  patient. 
Where  before  the  operation  the  patient  was  drowsy, 
he  now  showed  normal  interest  in  his  surround- 
ings. There  was  remarkable  improvement  in  the 
power  of  his  extremities.  A decided  change  had 
taken  place  in  his  polydipsia,  and  the  requests  for 
fluids  were  normal.  He  was  out  of  bed  in  a week, 
able  to  stand  by  himself,  and  soon  walked  about 
without  any  support.  The  postoperative  blood  chem- 
istries showed  improvement,  the  calcium  and  phos- 
phorus returning  to  normal  figures  (Table  I).  On 
October  31  he  was  again  placed  on  a diet  low  in  cal- 
cium, and  twenty-four-hour  urine  specimens  were 
collected  for  calcium  studies  (Table  II).  The  pa- 
tient was  discharged  on  November  10,  1945,  after  a 
hospital  stay  of  fifty-five  days.  The  blood  calcium 
and  phosphorus  remained  under  control,  and  the 
azotemia  showed  some  improvement.  The  specific 
gravity  of  the  urine  was  fixed,  ranging  from  1.002  to 
1.008  with  only  traces  of  albumin. 

In  the  year  following  his  discharge  from  the  hos- 
pital the  patient  gained  20  pounds  in  weight  and  pre- 
sented no  evidence  of  edema  or  cardiac  failure.  De- 
spite his  azotemia  he  was  up  and  about  and  was  able 
to  care  for  himself.  The  only  complaints  he  had 
was  pain  over  the  biopsy  site  of  the  tibia  and  moder- 
ate weakness.  His  appetite  was  fairly  good,  and  he 
did  not  adhere  to  any  dietary  regime  except  to  limit 
his  protein  intake.  He  presented  no  marked 
changes  in  his  symptoms  until  February,  1949,  when 
he  complained  of  generalized  weakness  associated 
with  pains  in  his  upper  and  lower  extremities.  A 
blood  chemistry  taken  at  this  time  revealed  an  ele- 
vated serum  calcium  of  15.3  mg.  (Table  I).  He  re- 
fused to  be  admitted  to  the  hospital.  His  symptoms 
became  progressively  worse.  He  was  no  longer  am- 
bulatory, was  unable  to  walk,  complained  of  short- 
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TABLE  I. — Laboratory  Findings* 
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* All  chemical  analyses  were  done  in  the  laboratory  of  the  Jewish  Hospital  of  Brooklyn.  Dr.  A.  E.  Sobel,  director. 


TABLE  IT. — 24-Hour  Urine  Excretion  Studies 
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ness  of  breath,  headaches,  generalized  bone  pain,  in- 
creasing weakness,  and  a weight  loss  of  12  pounds  in 
a four-week  period.  He  finally  consented  to  hos- 
pitalization and  was  readmitted  on  March  13,  1949. 

He  presented  a uremic  odor  to  his  breath,  had  to 
be  propped  up  in  bed,  was  dyspneic,  and  showed 
evidence  of  weight  loss.  The  fundi  revealed  grade 
II  changes,  and  the  neck  presented  a well-healed  col- 
lar incision  from  the  previous  operation.  The  chest 
was  symmetric,  and  the  lungs  were  clear.  The  heart 
sounds  were  poor;  there  was  regular  rhythm  with  a 
soft  blowing  apical  systolic  murmur.  The  blood 
pressure  was  120/72.  The  liver  was  enlarged  to  four 


fingerbreadths  below  the  costal  margin.  The  bones 
of  the  upper  and  lower  extremities  were  markedly 
tender.  The  blood  chemistries  were  repeated  and 
showed  persistent  elevation  of  the  serum  calcium 
and  evidence  of  renal  insufficiency  (Table  I).  Scat- 
tered ecchymotic  areas  appeared  over  the  trunk  and 
lower  extremities.  Roentgenologic  examination  of 
the  chest  revealed  a diffuse  granular  infiltration  of 
both  lung  fields  and  decalcification  of  the  ribs. 
Studies  of  the  urinary  tract  showed  no  abnormal  lime 
deposits.  The  clinical  impression  was  primary  hy- 
perparathyroidism with  uremia.  The  general  con- 
dition of  the  patient  was  poor,  and  the  only  hope  of 
possible  improvement  was  to  find  a parathyroid 
adenoma. 

Re-exploration  of  the  neck  was  done  on  March 
31,  1949.  The  left  lobe  of  the  thyroid  was  lobulated, 
but  no  parathyroid  adenoma  was  found.  The 
patient  was  in  no  condition  for  any  further  surgery. 
He  became  cyanotic,  dyspneic,  and  developed 
generalized  purpuric  spots.  His  condition  became 
grave,  and  despite  heroic  measures  he  expired  on 
his  third  postoperative  day,  April  3,  1949. 

Postmortem  Findings. — The  essential  necropsy- 
findings  were  as  follows: 
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Fig.  2.  Mediastinal  parathyroid  adenoma 


Fig.  3.  High-power  photomicrograph  of  mediastinal 
parathyroid  adenoma. 


Parathyroid  region:  No  tumor  mass  was  found  in 
the  neck,  and  no  parathyroids  were  found  after 
careful  exploration. 

M ediastinum:  In  the  anterior  mediastinum  at  the 
level  of  the  sternoclavicular  joint,  just  retrosternally, 
a mass  5 by  4 by  4 cm.,  well  encapsulated,  weighing 
24  Gm.,  was  found  (Fig.  2).  It  was  firm  and  red 
and  pink-tan  in  color.  On  section  many  cystic 
areas,  measuring  up  to  0.5  cm.  in  diameter,  were 
present. 

Microscopically,  the  tumor  for  the  most  part  was 
solid  with  the  cells  arranged  in  sheets  (Fig.  3). 


Fig.  4.  Focal  calcific  deposits  in  the  lung. 


Two  types  of  cells  were  noted.  The  most  frequent 
was  a polyhedral  cell  with  a pale  eosinophilic 
cytoplasm.  The  nucleus  was  elliptic  and  somewhat 
vesicular.  Less  frequently  noted  was  a polyhedral 
cell,  in  which  the  cytoplasm  was  apparently  absent 
except  for  a pale  eosinophilic  rim.  The  nuclei 
varied  from  elliptic  to  elongated.  No  mitotic 
figures  were  seen.  No  attempt  at  glandular 
formation  was  noted.  Foci  of  calcification  were 
present,  as  well  as  dilated,  congested  vessels. 

Heart:  The  heart  weighed  320  Gm.  There  was 
marked  sclerosis  of  the  aortic  cusps  and,  to  a 
lesser  degree,  of  the  mitral  annulus.  All  the 
chambers  were  dilated.  The  muscle  had  scattered 
areas  of  fibrosis.  The  endocardium  was  smooth 
and  glistening. 

On  microscopic  section  of  the  pericardium  there 
were  several  arteries  which  were  thickened  and  had 
calcification  in  the  media,  especially  in  the  internal 
elastic  layer.  Another  preparation  revealed  an  area 
of  calcification  in  the  myocardium.  It  was  purplish- 
red  and  replaced  myocardial  tissue.  The  arterioles 
also  showed  calcification  in  the  medial  layer. 

Lungs:  The  right  lung  weighed  590  Gm.  and  the 
left  540  Gm.  They  both  had  a sandy,  granular 
appearance,  were  firm  and  pitted,  and  felt  spongy. 
On  section  the  surfaces  were  moist  and  gutty. 
Palpation  was  similar  to  that  of  fine  sandpaper. 

Microscopically,  the  alveolar  pattern  was  distinct. 
However,  the  septa  were  thickened  by  congested 
capillaries.  In  many  areas  the  alveoli  were  filled 
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Fig.  5.  Extratubular  and  tubular  calcium  deposits  in 
the  kidneys. 


with  blood.  In  others  they  were  partially  filled 
with  red  cells.  In  scattered  areas  there  were 
focal  calcific  deposits  of  red-purple  material  (Fig.  4). 
Intermingled  were  many  giant  cells;  some  were  of 
the  foreign  body  type  and  others  of  the  Langhans 
type.  No  inflammatory  reaction  was  noted.  The 
blood  vessels  were  dilated  and  congested. 

Pancreas:  The  pancreas  weighed  104  Gm.  and 
felt  sandy  and  granular.  In  the  midportion  of  the 
body  was  a nodule  3 by  3 by  2 cm.  It  was  entirely 
ringed  by  pancreatic  tissue.  The  mass  was  firm 
and  had  hemorrhagic  periphery  and  a gray  core. 

Microscopic  examination  of  the  nodule  revealed 
it  to  be  well  encapsulated  and  separated  from  the 
surrounding  pancreatic  tissue  by  a connective 
tissue  capsule.  It  was  markedly  hemorrhagic.  The 
tumor  was  composed  of  cuboidal  cells  with  a 
markedly  eosinophilic  cytoplasm  and  a central 
vesicular  nucleus.  Many  cells  were  arranged  in  a 
glandular  pattern  with  a lumen  and  separated  from 
other  acini  by  delicate  septa.  In  other  areas  the 
tumor  was  composed  of  cords  close  to  one  another. 
The  cells  were  similar,  and  no  mitotic  figures  were 
seen. 

Kidneys:  The  findings  were  similar  in  both. 
The  right  kidney  weighed  101  Gm.  and  the  left 
103  Gm.  The  capsule  stripped  with  difficulty, 
revealing  a grossly  scarred  and  pitted  surface.  It 
was  a pale  gray-brown  color.  Many  thin-walled 
cysts,  measuring  up  to  2.5  cm.  in  diameter  and 
containing  a clear  yellow  serous  fluid,  were  present. 
On  section  the  cortex  and  medulla  were  very  poorly 
differentiated.  The  former  measured  from  0.1  to 
0.2  cm.  in  thickness,  the  latter  from  0.6  to  0.7  cm. 
in  thickness.  The  smaller  vessels  were  markedly 
prominent  and  pouted  from  the  cut  surface.  The 
pelvis  was  free  of  any  stones  or  calcareous  material. 

On  microscopic  examination  the  glomeruli  were 
scattered,  decreased  in  number,  and  many  were 
partially  hyalinized  (Fig.  5).  Bowman’s  capsule 
was  moderately  to  markedly  thickened.  The 
glomeruli  varied  greatly  in  size  and  shape.  The 
subcapsular  zone  had  foci  of  lymphocytes  which  were 
present  in  the  parenchyma  as  well.  The  tubules 
were  markedly  dilated  in  areas.  The  lining  epi- 
thelium was  fragmented.  In  some  regeneration  had 


occurred  with  piling  up  of  the  epithelium.  There 
were  foci  of  calcification  present  in  the  cortex  and 
medulla  which  were  extratubular.  However,  many 
of  the  tubules  contained  calcium  crystals  in  their 
lumen.  This  especially  involved  the  collecting 
tubules.  In  many  areas  the  loop  of  Henle  was 
also  involved.  In  some  areas  the  tubules  were 
becoming  hyalinized.  The  walls  of  the.  arterioles 
were  thickened. 

Diaphragm:  A preparation  from  a calcific  nodule 
on  the  pleural  surface  of  the  diaphragm  showed 
only  whorls  of  fibrous  tissue  and  foci  of  calcific 
deposits. 

Bone:  A preparation  from  the  bone  marrow 

revealed  moderate  to  marked  fibrosis  involving  both 
the  bony  trabeculae  and  encroaching  on  the  marrow 
cavity.  The  number  of  osteoclasts  was  markedly 
increased.  A few  cysts  were  present  in  the  bony 
trabeculae.  The  hematopoietic  cells  were  not 
remarkable.  A preparation  from  the  skull  revealed 
marked  fibrosis  replacing  the  bone.  Osteoclasis 
was  markedly  increased. 

Anatomic  diagnoses  were  as  follows:  (1)  adenoma 
of  parathyroid  (mediastinal)  with  metastatic 
calcification  in  lungs,  liver,  kidneys,  heart,  lymph 
node,  and  media  of  arteries;  fibrosis  and  osteo- 
clasis of  bone;  (2)  severe  nephrocalcinosis ; (3)  islet 
cell  tumor  of  pancreas;  (4)  fatty  changes  in  liver 
with  periportal  fibrosis;  (5)  generalized  arterio- 
sclerosis, especially  in  the  coronaries  with  myo- 
fibrosis cordis  and  in  the  renal  arteries  with  arterial 
nephrosclerosis  and  cysts  of  kidneys. 

Comment 

The  main  symptom  at  the  onset  was  polydipsia 
and  polyuria,  and  the  patient  was  treated  as  a 
case  of  diabetes  insipidus.  It  is  important  to  bear 
in  mind  that  early  in  primary  hyperparathyroidism 
the  symptoms  of  hypercalcemia  may  include 
marked  polydipsia  and  polyuria.  The  daily  ex- 
cretion of  calcium  in  the  urine  is  much  increased 
and  often  reaches  400  to  500  mg.  in  twenty-four 
hours.  The  hypercalcemia  may  lead  to  renal 
pathology  with  its  complications  and  sequelae. 
At  the  onset  if  the  routine  blood  chemistries  had 
included  a calcium  and  phosphorus  determination, 
the  results  might  have  aroused  the  suspicion  of 
the  possibility  of  hyperparathyroidism.  It  would 
be  much  easier  to  do  a Sulkowiteh  test.6  If  the 
test  is  positive,  the  diagnosis  can  then  be  confirmed 
by  laboratory  studies.  In  the  differential  diagnosis 
of  our  patient,  diabetes  insipidus  was  ruled  out 
because  of  renal  impairment  and  the  failure  to 
obtain  results  with  posterior  pituitary  extract. 
The  negative  Sulkowiteh  reaction  obtained  may 
be  explained  by  the  very  dilute  urine. 

In  hyperparathyroidism  demineralization  of  the 
skeleton  is  usually  most  intense  in  the  extremities 
and  the  skull.  Pain  and  tenderness  over  the  bones 
may  persist  for  a period  of  years  before  the  correct 
diagnosis  is  made.  Our  patient  had  bone  lesions 
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in  the  akull  and  tibiae,  but  the  serum  phosphatase 
was  normal,  a point  against  the  diagnosis  of  hyper- 
parathyroidism. Albright  emphasized  that  the 
finding  of  an  elevated  alkaline  phosphatase  in  the 
absence  of  disease  of  the  liver  probably  indicates 
increased  osteoblastic  activity.  Why  the  phos- 
phatase was  not  elevated  in  our  case  is  difficult  to 
explain.  In  hyperparathyroidism  with  bone  in- 
volvement, proliferation  of  osteoblasts  and  new 
bone  formation  are  constantly  present:  the  increase 
of  phosphatase  content  of  the  blood  is  a nearly 
constant  sign.  In  multiple  myeloma,  a disease 
which  must  be  considered  in  the  differential  diag- 
nosis, phosphatase  content  of  the  blood  is  normal  or 
only  slightly  increased.  This  diagnosis  was  ruled 
out  for  the  following  reasons:  (1)  The  bone  marrow 
showed  no  increase  in  plasma  cells,  (2)  total  protein 
and  albumin  and  globulin  fractions  were  within 
normal  limits  (Table  I),  and  (3)  urine  determina- 
tions for  Bence  Jones  protein  were  negative. 

The  biochemical  findings  characteristic  of  hyper- 
function  of  the  parathjroids  are  as  follows:  hyper- 
calcemia, hypophosphatemia,  hypercalcinuria,  hyper- 
phosphaturia,  and  increase  in  the  phosphatase  of 
the  serum.  However,  the  classic  chemical  findings 
in  the  blood  are  not  the  rule.  Our  patient  presented 
evidence  of  renal  insufficiency.  There  was  no 
evidence  of  renal  stones  by  x-ray.  Albright  el  al.3 
have  shown  that  the  kidneys  may  be  involved  in 
three  different  ways  in  hyperparathyroidism, 
referred  to  as  types  I,  II,  and  III.  It  was  the  im- 
pression that  our  case  fitted  type  II  in  that  there 
was  microscopic  outpouring  of  calcium  in  the 
tubules  leading  to  chronic  nephritis  and,  ultimately, 
granular  kidneys  with  sclerosis  which  is  not  visual- 
ized by  x-ray.  The  coexistence  of  extensive  renal 
disease  and  osteitis  fibrosa  may  sometimes  make  it 
impossible  to  determine  the  etiology  of  each, 
although  the  causes  are  quite  different.  Secondary 
hyperparathyroidism  was  ruled  out  because  the 
patient  did  not  present  a history  of  previous  kidney 
disease.  Hypophosphatemia  was  not  evident  be- 
cause of  the  renal  insufficiency  which  tends  to 
raise  the  concentrations  of  serum  phosphorus. 

The  serum  calcium  was  found  to  be  markedly 
elevated  in  the  presence  of  a normal  total  protein. 
The  importance  of  protein  determinations  has  been 
stressed  by  many  authors  who  have  written  on  this 
subject.  Calcium  exists  in  the  serum  as  protein- 
bound  and  ionic  or  free  calcium.  The  serum 
calcium  which  is  reported  is  the  total  of  the  two 
forms  present.  Thus,  in  hypoproteinemia  where  the 
protein-bound  calcium  is  low,  the  ionic  calcium  may 
be  elevated  abnormally,  and  yet  the  report  of  the 
calcium  may  be  normal.  Similarly  a high  serum 
calcium  level  may  be  found  with  an  excessively 
high  total  protein.  McLean  and  Hastings7  have 
developed  a chart  which  allows  for  this  correction. 


Cook  and  Keating8  stated  that  in  cases  in  which 
uncertainty  persists  as  to  the  diagnosis,  they 
frequently  rely  on  the  quantitative  determination 
of  the  excretion  of  calcium  while  the  patient  is  on  a 
diet  low  in  calcium,  as  suggested  by  Bauer  and  Aub. 
The  total  quantity  of  calcium  excreted  in  the  urine 
of  a normal  person  when  on  a low-calcium  diet  is 
100  mg.  or  less.  On  a similar  diet  a person  with 
hyperparathyroidism  will  excrete  from  150  to  500  mg. 
of  calcium  (Table  II). 

Another  striking  feature  which  our  case  presented 
was  a marked  hypotonia.  The  calcium  content  of 
the  serum  influences  the  tonicity  of  the  muscles. 
In  hyperparathyroidism  the  threshhold  for  the 
stimulation  of  muscles  and  nerves  is  elevated.9 
Marked  hypotonia  was  observed  by  Barr  and 
Bulger.10 

The  disturbing  factor  in  our  case  was  the  failure 
to  find  a definite  adenoma.  It  was  our  feeling  at 
this  time  that  a hyperfunctioning  parathyroid  gland 
was  removed  because  of  the  favorable  effect.  The 
clinical  improvement  described  above  was  striking. 
The  calcium  content  of  the  serum  went  down  to 
normal.  Whereas  excessive  amounts  of  calcium  had 
been  excreted  in  the  urine  before  operation,  im- 
mediately afterward  the  level  of  the  calcium  ex- 
cretion of  the  urine  came  down  to  normal.  The 
removal  of  only  one  parathyroid  gland  from  the 
patient  should  not  alter  the  picture  if  he  has  three 
other  hyperplastic  glands  remaining  behind. 
Rogers  and  Keating11  reviewed  the  literature  in  1947 
and  found  22  cases  of  primary  hypertrophy  and 
hyperplasia  of  the  parathyroid  glands  as  a cause  of 
hyperparathyroidism.  There  are  also  reports  in 
the  literature  of  little  if  any  change  in  cytology  of 
the  parathyroid  glands  in  the  presence  of  clini- 
cally obvious  overfunctioning  of  the  gland. 10’12-14 
The  question  which  arose  was  whether  this  was  a 
temporary  or  permanent  result. 

Curiously  the  patient  had  an  excellent  remission 
which  lasted  approximately  four  years  following  the 
removal  of  only  one  hyperplastic  or  hyperfunctioning 
parathyroid  gland  in  1945.  The  clinical  mani- 
festations in  primary  hyperparathyroidism  are  the 
same  whether  produced  by  an  adenoma  or  by 
primary  hypertrophy  or  hyperplasia.  The  en- 
largements of  the  parathyroid  gland  are  rarely  big 
enough  to  be  palpable.  The  recurrence  of  symptoms 
in  1949  suggested  the  need  for  another  surgical 
exploration.  In  view  of  the  dramatic  change 
following  the  patient’s  first  operation,  the  plan 
was  to  do  a subtotal  resection  of  the  parathyroid 
glands  if  hypertrophy  or  hyperplasia  was  found. 
Cope16  pointed  out  that  the  removal  of  one  or  two 
parathyroids  will  not  alter  the  abnormal  metab- 
olism; removal  of  three  will  not  cure  if  the  fourth 
is  of  any  size.  The  failure  to  find  any  parathyroid 
tissue  at  the  second  operation  led  us  to  feel  that  an 
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adenoma  was  in  hiding  elsewhere.  The  para- 
thyroid adenoma  which  causes  marked  hypersecre- 
tion is  accompanied  by  atrophy  of  disuse  in  the 
uninvolved  glands.15  The  parathyroids  in  this 
instance  were  hard  to  find  even  at  postmortem 
examination.  The  patient’s  condition  was  too  grave 
to  permit  us  to  explore  the  anterior  mediastinum 
at  the  same  time. 

The  cause  of  the  disease  was  found  in  the  anterior 
mediastinum.  It  is  not  uncommon  to  find  a 
parathyroid  adenoma  in  the  mediastinum  because 
the  anlage  of  the  inferior  parathyroid  glands  is  in 
close  association  with  the  anlage  of  the  thymus. 
Its  presence  in  the  mediastinum  has  been  explained 
on  embryologic  grounds  by  Weller.16  The  incidence 
of  mediastinal  adenomas  varies  greatly  in  individual 
series.  Norris17  found  19  of  281  reported  adenomas 
in  the  mediastinum.  In  54  cases  Cope18  found  11 
adenomas  in  the  anterior  mediastinum,  five  in  the 
posterior  mediastinum,  and  the  others  in  the  neck. 
X-ray  of  the  chest  will  often  fail  to  identify  the 
tumor  because  it  is  small  and  obscured  by  the 
normal  mediastinal  contents,  sternum  (as  in  our 
case),  or  clavicle.  However,  some  do  cast  shadows, 
especially  below  the  region  of  the  sternoclavicular 
joint. 

The  sudden  acute  changes  in  our  patient,  which 
were  progressive  for  four  weeks  prior  to  his  second 
admission,  along  with  the  postmortem  findings  of 
metastatic  calcification  to  the  lungs,  liver,  kidneys, 
heart,  lymph  nodes,  and  media  of  the  arteries, 
suggests  that  a crisis  of  acute  hyperparathyroidism 
had  occurred  in  this  case  of  chronic  hyperpara- 
thyroidism with  bone  and  renal  involvement.  The 
experimental  findings  of  Shelling,13  Collip,19 
Hueper,20  and  Can  taro  w21  of  parathyroid  hormone 
poisoning  are  similar  to  the  findings  of  the  case 
reports  of  acute  hyperparathyroidism.  The  syn- 
drome of  “parathyro toxicosis’’  or  fatal  parathyroid 
hormone  intoxication  is  a definite  entity. 

The  association  of  adenomas  of  the  parathyroid 
gland  with  tumors  of  the  pituitary  gland  and  of  the 
islet  cells  of  the  pancreas  is  not  common  but  does 
exist.  Several  cases  of  this  association  have  been 
reported  in  the  literature.  In  addition  to  a para- 
thyroid adenoma  our  case  presented  an  islet  cell 
tumor  of  the  pancreas  (apparently  nonfunctional). 
Permission  for  a head  examination  was  not  granted. 
There  is  some  evidence  that  pituitary  hormones  and 
insulin  may  play  a part  in  the  causation  of  para- 
thyroid tumors  and  hyperplasias.22 

To  arrive  at  a correct  diagnosis  of  primary 
hyperparathyroidism,  it  is  necessary  to  eliminate 
those  renal  diseases  which  may  simulate  the  renal 
manifestations  of  hyperparathyroidism  and  those 
diseases  of  bone  which  may  simulate  the  osseous 
manifestations  of  hyperparathyroidism.  The  var- 
ious causes  of  hypercalcemia  likewise  must  be 


eliminated.  To  quote  from  an  article  by  Rogers,23 
“The  recognition  of  uncommon  syndromes,  which 
are  not  so  obvious  as  to  meet  the  eye,  depends 
first  upon  suspicion  and  then  investigation.  Hyper- 
parathyroidism is  such  a disease  which  may  be 
overlooked,  unless  one  has  the  knowledge  of  when 
to  suspect  it.” 

The  treatment  of  primary  hyperparathyroidism 
is  surgical.  Medical  and  roentgen  ray  therapy  is 
ineffectual. 


Summary 

A case  of  primary  hyperparathyroidism  with 
both  renal  and  bone  lesions,  complicated  by  renal 
insufficiency,  is  presented.  The  features  of  both 
chronic  and  acute  forms  of  the  disease  are  included 
along  with  the  obscure  symptoms  and  differential 
diagnosis.  An  apparent  remission  of  four  years 
following  the  removal  of  a hyperfunctioning  gland 
and  the  finding  of  mediastinal  parathyroid  adenoma 
at  autopsy  are  discussed.  An  islet  cell  tumor  of 
the  pancreas,  apparently  nonfunctional,  W'as  found 
incidentally. 

We  wish  to  thank  Dr.  David  Grayzel,  Director  of  Labo- 
ratories, Jewish  Hospital  of  Brooklyn,  for  his  help  with  the 
postmortem  findings. 
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Subepicardial  Damage  and  Auricular  Flutter' Following 

Chest  Trauma 

SIGMUND  A.  SIEGEL.  M.D.,  F.A.C.S.,  MAYNARD  B.  BADANES,  M.D.,  F.A.C.C.,  EM:R  V.  DUANY,  M.D., 
AND  JUAN  G.  EDREIRA,  M.D.,  NEW  YORK  CITY 

( From  the  Sydenham  Hospital) 


ith  the  development  of  industrial  mechaniza- 
tion and  the  increase  of  high-speed  air  and 
auto  travel,  severe  direct  injury  and  compression  of 
the  precordial  region  have  become  commonplace. 
It  is  not  infrequent  for  this  type  of  injury  to  cause 
cardiac  damage  in  the  normal  heart  or  in  hearts 
already  diseased. 

Contusion  is  the  most  common  type  of  injury  to 
the  heart.1  This  occurs  most  frequently  when  a 
steering  wheel  compresses  the  precordial  region. 
The  external  signs  may  consist  of  injuries  to  the 
sternum  and  indirect  fractures  of  nearby  ribs.  When 
there  is  pre-existing  heart  disease,  a lesser  trauma, 
not  necessarily  in  the  immediate  region  of  the  heart, 
may  cause  symptoms  and  signs  out  of  porportion  to 
the  degree  of  injury.2 

Schlomka3-5  performed  experiments  on  rabbits 
and  cats  in  which  he  traumatized  the  precordial 
region.  The  essential  changes  were  disturbances  in 
the  cardiac  rate  and  rhythm  (of  all  types).  At  post- 
mortem examination  90  per  cent  showed  no  physical 
findings.  The  others  showed  small  hemorrhages  in 
the  heart. 

According  to  Lowry6  indirect  trauma  may  injure 
the  heart  by  contrecoup  effect.  This  usually  results 
from  major  violence,  such  as  when  a rapidly  moving 
body  is  suddenly  arrested.  The  injury  then  may  be 
a direct  contusion  of  the  heart  from  pressure  by 
surrounding  rigid  structures  or  by  the  commotion 
of  the  severe  shaking  and  vibrations.  These  forces 
may  be  severe  enough  to  cause  twisting  of  the  great 
vessels  and  other  attachments  of  the  heart.  Direct 
contusions  of  the  heart  may  occur  by  compression 
between  the  sternum  and  ribs.  More  rarely,  there 
ma}'  be  direct  contusion  of  the  heart  by  objects  that 
have  penetrated  the  thoracic  cage  or  during  surgery.7 

The  case  presented  here  is  of  particular  interest 
because  of  the  development  of  auricular  flutter  fol- 
lowing chest  injury.  From  a review  of  the  literature 
this  form  of  arrhythmia  is  apparently  a rare  compli- 
cation.8 

Case  Report 

G.  B.,  a twelve-year-old  boy,  was  admitted  to 
Sydenham  Hospital  on  September  9,  1954,  with 
penetrating  wounds  of  the  abdomen  and  left  chest. 
These  wounds  were  sustained  in  a fall  while  climbing 
over  a spiked  iron  fence.  There  was  no  past  history 


of  serious  illness,  and  the  boy  had  evidently  enjoyed 
good  health  up  to  the  time  of  the  accident. 

Physical  examination  on  admission  showed  a 
well-nourished,  well-developed  Xegro  boy  complain- 
ing of  pain  over  the  abdomen  and  chest.  The  rectal 
temperature  was  98.8  F.,  pulse  80  and  regular,  and 
blood  pressure  140/80  mm.  Hg.  The  neck  veins 
were  slightly  distended  but  collapsed  on  erect  posi- 
tion. There  was  no  tracheal  deviation.  The  lungs 
were  clear.  Examination  of  the  heart  showed  regu- 
lar sinus  rhythm  with  sounds  of  good  quality  and 
no  audible  murmurs.  There  was  a puncture  wound 
in  the  left  chest  adjacent  to  the  lower  portion  of  the 
sternum  at  the  seventh  intercostal  space  pointing 
upward  toward  the  heart.  There  was  another  pene- 
trating wound  in  the  right  upper  abdomen,  directed 
toward  the  liver  with  a surrounding  area  of  subcu- 
taneous emphysema.  The  abdomen  was  moder- 
ately rigid  and  distended  above  the  umbilicus  and 
soft  below  it.  Radiographic  examination  of  the 
chest  and  abdomen  on  admission  showed  an  en- 
larged pericardiocardiac  silhouette.  The  lungs  were 
clear.  There  was  no  evidence  of  hemothorax  or 
pneumothorax.  No  air  was  demonstrated  under  the 
diaphragm. 

It  was  felt  that  surgical  exploration  of  the  ab- 
domen was  indicated,  and  an  exploratory  laparotomy 
was  performed.  On  opening  the  abdomen  blood 
was  found  in  the  peritoneal  cavity.  The  only  vis- 
ceral injury  was  a small  laceration  of  the  liver,  which 
had  ceased  bleeding  spontaneously.  This  was 
sutured.  The  pericardial  sac  was  then  aspirated 
with  an  18-gauge  needle  through  the  diaphragm. 
On  two  attempts  20  cc.  of  hemolyzed  blood  were 
obtained.  This  was  sprayed  on  linen  to  verify  that 
it  was  not  fresh  blood.  The  abdomen  was  then 
quickly  closed  and  the  chest  opened  through  the  left 
fifth  intercostal  space. 

The  pericardial  sac  was  discolored  and  obviously 
contained  blood.  When  the  sac  was  opened,  a small 
fountain  of  blood  spurted  out,  and  about  250  cc.  of 
unclotted  blood  were  evacuated.  A careful  search 
indicated  there  was  no  laceration  of  the  heart.  On 
the  anterior  surface  of  the  pericardial  sac  was  an 
opening  1 cm.  in  size  through  which  the  blood  had 
entered.  This  was  in  direct  communication  with  the 
wound  of  the  chest  wall.  Adjacent  to  the  puncture 
wound  of  the  pericardium,  on  the  surface  of  the  left 
ventricle,  was  a blanched  area  measuring  2 cm.  and 
surrounded  by  a dark  hemorrhagic  ring.  Neither 
the  traumatic  wound  nor  the  incised  wound  of  the 
pericardium  was  sutured.  The  chest  was  closed 
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Fig.  1.  (A)  September  10,  1954,  conspicuous  elevation  of  ST  segments  in  leads  I and  II,  T waves  upright 

in  I,  II,  and  V2  and  inverted  in  lead  III.  (B)  September  20,  1954,  regression  of  ST  elevations  and  impure 
auricular  flutter.  (C)  May  19,  1955,  regular  sinus  rhythm. 


tightly  after  inserting  a mushroom  catheter  through 
a stab  wound  for  drainage. 

On  the  day  after  operation  (September  10)  an 
electrocardiogram  showed  a sinus  tachycardia  of  125, 
conspicuous  elevation  of  ST  segments  in  leads  I,  II, 
aVL,  and  aVF,  and  depression  of  ST  segments  in 
lead  aVR  (Fig.  1A).  The  T waves  were  somewhat 
peaked  in  all  leads,  upright  in  I,  II,  aVL,  aVF,  and 
Vi,  and  inverted  in  III  and  aVR.  The  tracing  was 
interpreted  as  suggesting  pericardial  involvement. 

The  patient’s  course  was  uneventful  until  the 
second  postoperative  day  when  he  became  slightly 
dyspneic.  Respirations  were  shallow,  and  there  were 
signs  of  a moderate  left  pleural  effusion  which  was 
confirmed  by  x-rays;  this  eventually  absorbed 
spontaneously.  On  September  20,  the  tenth  post- 
operative day,  a follow-up  electrocardiogram  showed 
a regression  of  the  ST  elevations  and  the  presence  of 
impure  auricular  flutter  (Fig.  IB).  The  flutter  con- 
tinued for  five  days,  at  which  time  quinidine  sulfate 
was  started  in  doses  of  0.2  Gm.  every  four  hours  for 
the  first  twenty-four  hours.  This  dosage  was  in- 
creased daily  until  the  patient  was  receiving  0.2  Gm. 
every  two  hours  for  six  doses.  The  flutter  stopped 
on  the  fourth  day  of  quinidine  therapy,  and  the 
drug  was  gradually  withdrawn.  Serial  electrocardio- 
grams showed  progressive  improvement,  with 
gradual  return  of  the  T waves  and  ST  segment  ele- 
vations to  normal. 

The  remainder  of  the  hospital  course  was  un- 
eventful, and  on  November  5,  1954,  the  patient  was 
discharged  for  follow-up  observation  at  the  cardiac 
and  surgical  clinics.  An  electocardiogram  taken  on 
May  19,  1955,  six  months  after  discharge,  showed 
regular  sinus  rhythm  (Fig.  1C).  The  patient  was 
asymptomatic  and  was  leading  a normal  active  life. 


Com  meri  t 

In  this  case  damage  to  the  heart  followed  a spike 
injury  penetrating  the  thoracic  cage  and  directly 
traumatizing  the  heart.  On  surgical  exploration  the 
only  visible  wound  to  the  heart  was  a subepicardial 
contusion  and  hematoma  besides  a moderate  hemo- 
pericardium.  The  interesting  features  of  the  case 
were  the  development  within  twenty-four  hours 
after  the  injury  of  electrocardiographic  changes 
similar  to  those  frequently  found  in  acute  pericarditis 
and  the  appearance  of  auricular  flutter  ten  days  later. 
The  former  changes  could  be  explained  on  the  basis 
of  the  subepicardial  damage  which  was  seen  at  the 
time  of  the  operation.  The  auricular  flutter  is 
harder  to  explain  and  may  have  been  due  to  a short- 
circuiting  phenomenon  from  the  hemopericardium 
or  contrecoup  damage  to  the  auricular  muscle.  The 
latter  type  of  arrhythmia  is  rare  following  direct 
heart  trauma.  Review  of  the  literature  reveals  only 
one  case  of  flutter,8  although  fibrillation  was  reported 
more  commonly. 
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] e wish  to  report  the  use  of  a new  drug,  Mike- 
dimide,  in  the  treatment  of  barbiturate  intoxi- 
cation. Although  the  use  of  this  drug  has  been  the 
subject  of  several  clinical  reports  in  England,1-8  it 
has  been  used  in  the  United  States  exclusively  in 
animals.9  The  central  analeptics  now  in  use,  with 
the  possible  exception  of  picrotoxin,  do  not  alter  the 
patient’s  state  of  consciousness.  It  is  generally 
agreed  that  complications  are  fewer  and  return  to 
full  consciousness  more  prompt  if  the  patient’s 
status  can  be  changed  from  deep  coma  to  light 
anesthesia.  Mikedimide  appears  to  exert  a direct 
antagonism  to  barbiturates  almost  milligram  for 
milligram,  as  indicated  by  the  fact  that  rabbits  can 
be  put  to  sleep  and  awakened  repeatedly  by  alter- 
nately administering  Sodium  Pentothal  and 
Mikedimide.1  Its  dramatic  and  specific  effect  in  a 
case  of  severe  barbiturate  posioning  is  demonstrated 
in  this  report. 

Case  Report 

A thirty-four-}- ear-old,  white,  male  teacher  was 
admitted  to  the  Brooklyn  Veterans  Administration 
Hospital  at  11  p.m.  on  May  20,  1956,  approximately 
ten  hours  after  the  ingestion  of  36  grains  of  Nem- 
butal with  suicidal  intent.  On  admission  he  was 
found  to  be  deeply  comatose,  slightly  cyanotic  with 
shallow  respirations  of  16  per  minute,  blood  pressure 
110/80  mm.  Hg,  pulse  90  and  regular,  and  tempera- 
ture 97.2  F.  The  pupils  were  widely  dilated,  and 
except  for  sluggish  pupillary  fight  reaction  the 
patient  was  completely  areflexic  and  unresponsive 
to  painful  stimuli.  A pharyngeal  airway  was  in- 
serted. Gastric  aspiration  was  performed.  Analysis 
of  the  gastric  contents  and  of  the  urine  was  positive 
for  barbiturates.  Blood  urea  nitrogen  and  blood 
glucose  were  normal.  Lumbar  puncture  revealed 
clear  fluid  with  an  initial  pressure  of  240  mm.  of 
water.  There  were  no  other  abnormal  findings  in 
the  spinal  fluid.  An  electroencephalogram  was 
interpreted  as  showing  a diffusely  abnormal  sleep 
pattern  with  a probable  focus  in  the  left  central- 
parietal  and  posterior  temporal  areas.  (This  re- 
turned to  normal  on  recovery.) 

In  view  of  a history  of  severe  bronchial  asthma  for 
which  he  had  received  cortisone  therapy  during  the 
past  three  years,  60  mg.  of  hydrocortisone  and  20 
mg.  of  ACTH  were  given  by  intravenous  infusion. 
The  ACTH  was  employed  to  prevent  the  complica- 
tion of  hypoadrenalism  in  a patient  under  severe 
stress  with  a history  of  prolonged  cortisone  therapy. 


Penicillin  and  streptomycin  were  also  administered 
prophylactically.  Specific  therapy  included  the 
intravenous  administration  of  three  doses  of  Benze- 
drine Sulfate,  20  mg.  each,  after  which  the  patient 
showed  transient  return  of  deep  tendon  reflexes, 
occasional  swallowing  movements,  coughing,  and 
lacrimation  during  nasopharyngeal  aspirations. 
However,  there  was  prompt  return  to  the  areflexic 
state. 

Approximately  thirty  hours  after  the  ingestion  of 
the  Nembutal  and  with  the  patient’s  condition  un- 
changed, Mikedimide  therapy  was  started.  Mikedi- 
mide solution  containing  5 mg.  per  cc.  in  saline  was 
administered  intravenously  into  the  tubing  of  a 5 
per  cent  glucose  in  saline  infusion  at  a constant  rate 
of  50  mg.  over  a three-minute  period.  After  the 
first  50  mg.  corneal  reflexes  returned,  and  the  patient 
was  observed  to  respond  to  painful  stimuli.  After 
150  mg.  he  attempted  to  lift  his  head  and  yawned, 
and  painful  stimuli  provoked  marked  flexion  and 
spasticity  of  the  left  upper  and  lower  extremities. 
After  200  mg.  he  moved  the  right  arm,  lifted  his 
head,  and  opened  his  eyes  briefly.  .After  250  mg. 
plantar  and  Achilles  reflexes  were  noted,  and  the 
patient  groaned.  After  350  mg.  roving  movements 
of  the  eyeballs  were  noted. 

After  400  mg.  of  the  drug  had  been  administered, 
the  patient’s  respirations  suddenly  became  shallow, 
and  there  was  diffuse  diaphoresis.  Marked  pallor, 
shivering,  twitching  of  the  left  pectoral  muscle  and 
upper  abdomen,  and  yawning  movements  were  ob- 
served. The  pupils  were  noted  to  be  less  dilated. 
The  pulse  at  this  time  was  108,  regular  and  full, 
blood  pressure  116/80  mm.  Hg,  and  respirations  16, 
regular  and  shallow.  The  drug  was  immediately 
stopped. 

Twenty  minutes  later,  when  the  above  signs  had 
cleared,  Mikedimide  administration  was  resumed. 
After  an  additional  200  mg.,  although  the  patient’s 
eyes  opened  briefly,  he  became  totally  unresponsive 
to  all  stimuli  and  areflexic  except  for  a sluggish 
pupillary  response  and  corneal  reflex.  His  condition 
now  remained  unchanged  during  the  administration 
of  an  additional  540  mg.  of  Mikedimide  at  the  same 
rate  of  50  mg.  every  three  minutes. 

Approximately  two  hours  after  starting  therapy, 
when  a total  dose  of  1,140  mg.  of  Mikedimide  had 
been  administered,  pharyngeal  stimulation  resulted 
in  the  copious  emesis  of  bile-stained  material.  The 
patient  opened  his  eyes,  groaned,  and  moved  his 
head.  There  was  lacrimation,  the  pupils  were  more 
responsive  to  fight,  deep  tendon  reflexes  had  re- 
turned, and  there  was  prompt  and  vigorous  with- 
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Fig.  1.  Structural  formula  of  Mikedimide. 


drawal  of  the  feet  and  legs  on  plantar  stimulation. 
He  was  now  in  a state  of  light  anesthesia,  the  desired 
i end  point  (see  below).  No  further  therapy  was 
given. 

One  hour  later  the  patient  opened  his  eyes  when 
his  name  was  called.  A short  period  of  restlessness 
occurred  approximately  ten  hours  after  commence- 
i ment  of  therapy  with  Mikedimide,  and  four  hours 
later  the  patient  was  completely  oriented  and 
rational.  Further  convalescence  was  uneventful. 

Comment 

The  use  of  Mikedimide  (3,3,-methylethylglu- 
tarimide)  in  combination  with  Daptazole  (2-4-di- 
amino-5  phenvlthiazole),  a weak  barbiturate  antago- 
nist but  marked  respiratory  stimulant,  was  first  re- 
ported by  Shaw  et  alA  in  1954  when  he  succeeded  in 
terminating  coma  in  20  cases  of  barbiturate  poison- 
ing (Fig.  1).  In  a subsequent  report  Shulman  et  a A 
also  effectively  treated  41  patients  with  barbiturate 
poisoning,  nine  of  whom  were  in  severe  coma,  with 
one  death  not  attributable  to  the  medication.  In 
every  case  the  patient  was  restored  to  a state  of  light 
anesthesia  from  which  full  recovery  ensued  within 
eight  hours.  Shaw3  noted  that  the  more  prolonged 
the  interval  between  drug  ingestion  and  the  start  of 
specific  therapy,  the  more  frequently  regression  to 
the  comatose  state  occurred,  necessitating  repeated 
courses*  of  specific  therapy. 

These  investigators1-3  observed  the  difference  in 
rapidity  of  response  in  two  patients  taking  approxi- 
mately the  same  amount  of  barbiturate  but  with  vastly 
different  time  intervals  between  drug  ingestion  and 
onset  of  therapy.  In  the  first  patient  who  ingested 
100  grains  of  phenobarbitone  (phenobarbital)  ther- 
apy was  not  started  until  thirty-six  hours  later. 
This  patient  required  ten  courses  of  therapy.  In  the 
second  patient  who  ingested  114  grains  of  quinal- 
barbitone  (Seconal),  therapy  was  started  within 
three  hours,  and  only  one  course  was  required. 
Larger  doses,  as  well  as  more  courses  of  Mikedimide 
therapy,  were  also  required  with  the  ingestion  of 
longer  acting  barbiturates  or  heavy  barbiturate  in- 
toxication. 

Shulman1  advises  the  continued  use  of  the  bar- 
biturate antagonist  until  the  patient  has  reached  the 
“safe  state.”  He  considers  this  “safe  state”  to  be 


* A “course”  is  the  amount  necessary  to  change  the  state 
of  consciousness  from  deep  coma  to  light  anesthesia  (“safe 
state”). 


present  when  the  patient  has  a return  of  tone  and 
reflexes  (including  deep  tendon,  pharyngeal,  laryn- 
geal, plantar  withdrawal,  swallowing,  coughing,  and 
lacrimation)  and  phonation.  These  changes  are 
usually  associated  with  groaning,  voluntary  move- 
ments, and  more  normal  pulse  and  respiratory  rates 
and  blood  pressure.  When  the  “safe  state”  has  been 
reached,  the  drug  should  be  discontinued. 

It  is  to  be  noted  that  Mikedimide  itself  has  some 
analgesic  properties  and  that  the  supraorbital  pres- 
sure response  is  considered  unreliable  as  an  indica- 
tion of  depth  of  coma.  In  the  case  presented,  at  no 
time  during  Mikedimide  therapy  could  response  to 
supraorbital  pressure  be  elicited. 

Shulman  states  that  treatment  generally  takes 
approximately  two  hours  in  a deeply  comatose 
patient  and  requires  a total  dose  of  1.0  Gm.  of 
Mikedimide.  Spontaneous  recovery  to  full  con- 
sciousness usually  occurs  within  eight  hours.  No 
attempt  should  be  made  to  awaken  the  patient  dur- 
ing the  “safe  state”  since  such  attempts  are  futile. 
The  earliest  and  often  the  only  clinical  sign  of  be- 
ginning toxicity  to  the  barbiturate  antagonist  is 
vomiting  or  retching.  This  rarely  may  be  followed 
by  flickering  movements  of  the  fingers. 

Mikedimide  is  relatively  insoluble  in  water  and 
most  solvents.  It  is  rapidly  excreted  unchanged  in 
the  urine;  hence,  there  is  little  likelihood  of  a cumu- 
lative effect  if  the  proper  dosage  and  rate  of  adminis- 
tration are  followed.  When  it  is  administered  too 
rapidly  or  in  large  doses,  convulsions  may  result.1 
These  convulsions  generally  last  only  thirty  to  sixty 
seconds;  however,  if  they  are  prolonged,  intrave- 
nous Pentothal  may  be  required.  It  is  imperative 
that  proper  precautions  as  to  rate  and  dosage  of 
Mikedimide  administration  be  strictly  followed. 

Summary 

1 . A case  of  barbiturate  coma  treated  with  a new 
barbiturate  antagonist,  Mikedimide,  is  presented. 
The  patient  is  the  first  to  be  treated  with  this  drug 
in  the  United  States. 

2 The  effectiveness  of  Mikedimide  and  its  high 
therapeutic  index  in  this  case  confirm  the  reports  in 
the  British  literature. 

3.  The  advantages  of  the  drug  consist  of  its 
ability  to  reduce  the  complications  attending  pro- 
longed, deep  coma,  to  diminish  the  need  for  inten- 
sive nursing  and  medical  supervision,  and  to  shorten 
the  length  of  hospital  stay. 

Addendum 

Since  the  submission  of  this  paper  a similar  report 
by  Plum  and  Swanson  has  appeared.10 


We  are  indebted  to  the  Panray  Corp.,  340  Canal  Street, 
New  York  City,  for  supplying  us  with  Mikedimide  which 
comes  in  10-cc.  vials  containing  5 mg.  per  cc.  in  saline  solu- 
tion. 
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Abdominal  Pregnancy  with  Survival  of  Mother  and  Child 

I.  ARNOLD  JAFFE,  M.D.,  BRONX,  NEW  YORK 


bdominal  pregnancy  with  survival  of  mother 
and  child  is  rare.  Eastman1  estimates  that 
abdominal  pregnancy  occurs  once  in  15,000  preg- 
nancies. Douglass  and  Kohn2  reported  that  the 
ratio  of  abdominal  pregnancy  to  live  births  was  one 
to  16,370.  In  a five-year  survey  at  the  Swedish 
Hospital,  Seattle,  from  January  1, 1940,  to  December 
31,  1944,  Lee3  found  58  extrauterine  pregnancies 
and  only  one  abdominal  pregnancy  in  a total  of 
9,999  pregnancies.  Gardner  and  Middlebrook4 
reported  22  cases  of  intra-abdominal  pregnancy,  and 
in  only  one  case  was  there  a full-term  surviving 
infant  and  surviving  mother.  The  fate  of  the 
fetus  in  abdominal  pregnancy  is  exceedingly  pre- 
carious since  the  great  majority  of  infants  succumb. 
In  130  cases  reviewed  by  Beacham  and  Beacham6 
the  fetal  mortality  was  85  per  cent. 

The  case  of  abdominal  pregnancy  reported  here 
was  delivered  by  abdominal  section  near  term  with 
survival  of  mother  and  child.  In  this  case  the 
placenta  was  completely  removed.  This  case  is 
reported  because  of  the  rarity  of  the  condition  and 
the  patient’s  interesting  history. 

Case  Report 

B.  J.,  a twenty-eight-year-old,  Negro  female,  was 
first  seen  by  me  on  December  14,  1954.  She  was 
married  seven  years  and  gave  a history  of  sterility 
until  the  present  pregnancy.  Her  last  menstrual 
period  was  October  19,  1954.  Expected  date  of 
confinement  was  July  26,  1955. 

She  had  been  operated  on  in  another  hospital  on 
August  14,  1951.  A review  of  the  pertinent  data  of 
her  hospital  record  in  1951  was  as  follows:  “First 
admission  of  a twenty-five-year-old  married  female 


who  has  had  sterility  for  the  past  three  years 
despite  all  efforts  to  become  pregnant.  Her  last 
menstrual  period  was  May  25,  1951.  She  had  one 
day  of  spotting  on  June  28,  1951,  no  period  in 
July,  and  again  one  day  of  spotting  on  August  2, 
1951.  Suddenly  on  the  morning  of  admission, 
August  14,  1951,  she  developed  severe  right  lower 
quadrant  pain,  which  doubled  her  up  and  made  her 
feel  weak.  Physical  examination  gave  the  im- 
pression of  a right  ectopic  pregnancy  with  bleeding. 
The  patient  was  explored  on  August  14,  1951,  and 
a large  hemorrhagic  mass  was  found  in  the  right 
adnexal  region.  The  tube  was  thickened  and 
diseased.  The  ovary  was  cystic  and  had  ruptured 
and  was  bleeding  freely.  The  peritoneal  cavity 
was  filled  with  500  cc.  of  bright  red  blood.  A right 
salpingo-oophorectomy  was  performed.  The  left 
tube  and  ovary  were  bound  down  by  adhesions  and 
diseased.  The  patient  made  an  uneventful  recovery. 
The  pathologic  report  was  hemorrhagic  corpus 
luteum  cyst.” 

Further  review  of  the  patient’s  history  revealed 
that  she  had  been  operated  on  again  in  another 
hospital  on  August  5,  1952,  the  following  year. 
Dilatation  and  curettage  and  a wedge  resection  of 
the  ovary  was  performed  at  that  time.  The 
pathologic  report  was  cystoma  ovarii. 

Examination  on  December  14,  1954,  showed  the 
uterus  enlarged  to  about  the  size  of  an  eight-week 
pregnancy  and  anteverted  with  no  palpable  adnexal 
swelling.  Her  blood  group  was  O,  Rh-positive, 
and  the  Mazzini  was  negative.  The  urine  was 
normal  and  blood  pressure  122/70. 

On  January  11,  1955,  the  patient  began  to  stain 
and  was  put  to  bed.  The  staining  continued,  and 
an  Aschheim-Zondek  test  on  January  27,  1955,  was 
positive.  At  this  time  the  patient  began  to  have 
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some  abdominal  pain  with  minimal  staining  until 
February  13,  1955,  when  she  had  severe  abdominal 
pain  which  began  suddenly.  She  appeared  to  go 
into  shock;  blood  pressure  was  92/52,  and  the 
hemoglobin  was  32  per  cent.  There  was  marked 
tenderness  in  the  lower  abdomen  with  slight  rigidity. 
What  appeared  to  be  the  uterus  was  enlarged  and 
reached  to  three  fingerbreadths  below  the  um- 
bilicus. On  vaginal  examination  the  cervix  seemed 
erased  and  pulled  upwards  by  a mass  which  was 
bulging  into  the  anterior  and  posterior  fornices. 
The  uterus  seemed  to  blend  into  this  mass. 

The  patient  was  given  2 pints  of  blood  at  once 
and  was  seen  by  an  obstetric  consultant  who 
reported  as  follows:  “Mass  in  lower  abdomen  up 
to  three  and  one-half  to  four  fingers  above  symphysis 
corresponding  to  a three  and  one- half  to  four- 
month  gestation.  No  area  of  tenderness  or 
rigidity.  Rectovaginal  examination:  cervix  pushed 
anterior  up  near  symphysis  pubis  by  a cystic  mass 
in  cul-de-sac  limiting  the  mobility  of  the  cervix. 
Not  tender.  Diagnosis:  intrauterine  pregnancy 

with  cystic  ovarian  neoplasm  adherent  in  pelvis 
with  possible  bleeding  in  same.  Recommendation: 
blood  transfusion  and  watchful  waiting.  Ex- 
ploratory laparotomy  if  general  condition  should 
become  worse.” 

Following  the  blood  transfusion  the  patient’s 
condition  improved.  Her  blood  pressure  was 
106/80,  and  the  vaginal  bleeding  stopped.  The 
hemoglobin  on  the  following  day  was  50  per  cent, 
and  she  was  given  another  500  cc.  of  blood.  The 
abdominal  mass  did  not  appear  to  enlarge  during 
the  next  few  days.  The  blood  pressure  and  hemo- 
globin rose,  and  by  February  18  the  blood  pressure 
was  112/72  and  the  hemoglobin  70  per  cent. 

In  view  of  her  past  history  of  sterility,  repeated 
surgery,  and  the  probability  that  this  would  be  her 
last  pregnancy,  close  observation  was  decided  on 
as  the  immediate  course  of  therapy.  What  appeared 
to  be  the  uterus  enlarged  slowly.  By  March  22, 
1955,  it  reached  the  level  of  the  umbilicus,  and  a 
fetal  heart  could  be  heard.  This  abdominal  mass 
continued  to  enlarge,  and  x-ray  examination  on 
June  30  showed  a fetus  near  term,  presenting  as  a 
breech.  Rectal  examination  revealed  the  cervix 
pushed  anteriorly  by  what  appeared  to  be  a mass  in 
the  pelvis.  Abdominal  section  was  decided  on  for 
the  following  reasons:  (1)  questionable  uterine 

pregnancy  with  obstructive  tumor  in  pelvis  or 
(2)  questionable  extrauterine  abdominal  pregnancy. 


At  8:05  a.m.  on  July  8,  1955,  the  abdomen  was 
opened  through  a left  paramedian  incision.  The 
uterus  was  found  to  be  about  two  and  one-half 
times  normal  in  size  and  anterior  to  the  amniotic 
sac,  which  was  enlarged  almost  to  the  size  of  a 
full-term  pregnancy.  In  the  amniotic  sac  could  be 
seen  a fetus.  By  blunt  and  sharp  dissection  the 
amniotic  sac  was  freed  from  adherent  viscera. 
The  amniotic  sac  was  opened  on  its  anterior  aspect, 
and  a live  5-pound  male  was  delivered.  Close 
inspection  revealed  that  the  placenta  was  attached 
to  the  posterior  aspect  of  the  broad  ligament,  to 
the  posterior  surface  of  the  uterus,  and  to  a small 
area  of  the  mesentery  of  the  small  intestine.  It  was 
felt  that  by  careful  dissection  the  blood  supply  to 
the  placenta  could  be  ligated  without  sacrificing 
the  uterus  or  bowel.  By  blunt  and  sharp  dis- 
section the  placenta  and  its  attachments  were 
freed  and  removed.  Bleeding  was  minimal.  A 
moderate  amount  of  amnion  was  adherent  to  the 
pelvic  wall  and  intestine.  This  was  left  in  situ. 
The  abdomen  was  closed  in  layers  without  drainage. 
A total  of  500  cc.  of  blood  was  given  during  the 
operation.  Convalescence  was  uneventful,  and  the 
patient  was  discharged  on  July  14,  1955. 

The  infant  was  last  examined  on  February  3, 
1956.  He  was  25  inches  long  and  weighed  16 
pounds.  He  appeared  normal.  The  mother  was 
examined  on  April  13,  1956.  She  began  to  have 
scanty  menstrual  periods  on  January  8,  1956,  lasting 
two  and  one-half  days  and  recurring  every  twenty- 
six  days.  Pelvic  examination  showed  the  uterus 
normal  in  size,  anteverted,  and  mobile  with  no 
palpable  adnexal  swelling. 

Summary 

A case  of  abdominal  pregnancy,  delivered  by 
abdominal  section  near  term,  with  survival  of 
mother  and  child  is  presented. 
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( From  the  Highland  Hospital) 


j^/Jultiple  primary  carcinomas  appearing  in  the 
same  individual  have  aroused  the  interest  of 
the  medical  profession  since  Billroth1  reported  the 
first  case  in  1869.  There  appears  to  be  a predisposi- 
tion or  susceptibility  to  multiple  cancers  in  certain 
persons.  The  nature  of  the  predisposition  remains 
unknown,  and  certain  combinations  of  multiple 
cancers  are  rare.  The  stomach  and  colon  are  com- 
mon sites  for  single  malignant  tumors,  but  both 
organs  in  the  same  patient  are  rarely  involved  by 
multiple  primary  malignant  lesions,  either  simul- 
taneously or  nonsimultaneously.  When  they  are 
simultaneously  involved,  it  is  rare  that  both  lesions 
are  amenable  to  surgical  treatment  and  that  this  can 
be  done  at  one  operation.  We  felt  that  the  follow- 
ing case  was  unique  from  this  and  many  other  stand- 
points and  that  it  should  be  reported. 

Case  Report 

A woman,  seventy-eight  years  of  age,  was  ad- 
mitted to  the  Highland  Hospital  on  November  25, 
1955,  with  complaints  of  epigastric  distress  of  one 
month  duration.  About  one  month  prior  to  ad- 
mission she  had  attended  a wedding  and  had  eaten 
more  than  usual.  She  developed  a dull  upper  right 
abdominal  pain  with  bloating  and  nausea.  She 
became  more  constipated  than  usual  and  had  some 
vague  left-sided  abdominal  pain.  She  thought,  and 
her  family  confirmed  this,  that  she  appeared  yel- 
lowish shortly  after  the  onset  of  this  discomfort  and 
that  the  yellow  appearance  of  the  skin  disappeared 
in  a few  days.  During  this  time  she  lost  5 pounds 
in  weight.  When  her  indigestion  did  not  respond 
to  the  usual  home  remedies,  she  consulted  her  physi- 
cian. The  patient’s  past  history  was  irrelevant 
except  for  the  fact  that  she  had  been  treated  for 
some  time  for  high  blood  pressure  and  hypertrophic 
arthritis.  In  the  past  two  years  she  had  a right 
Colles’  fracture  and  surgery  for  a cataract  of  the  left 
eye. 

Examination  revealed  a pale,  chronically  ill, 
elderly  female  whose  weight  was  130  pounds.  Her 
blood  pressure  was  200/100,  pulse  rate  86,  tempera- 
ture 36.7  C.  The  lungs  were  clear,  and  the  heart 
was  slightly  enlarged.  There  was  marked  dorsal 
scoliosis  to  the  right  of  the  dorsal  spine.  There  was 
a moderate  hypertrophic  arthritis  of  the  extremities. 
The  abdomen  was  slightly  distended,  but  no  masses 
could  be  felt,  and  there  were  no  areas  of  tenderness. 
The  value  of  hemoglobin  was  13.9  Gm.,  and  the 
erythrocytes  numbered  2,130,000  per  cu.  mm.  The 
blood  urea  nitrogen  was  14  mg.  per  cent.  Urinalysis 
showed  nothing  of  significance. 

It  was  our  first  impression  that  the  patient  had 
had  an  attack  of  cholecystitis.  Roentgenographic 


Fig.  1.  Composite  roentgenogram  showing  lesion 
in  stomach  and  sigmoid  colon.  The  duodenal  diver- 
ticulum, gallstones,  and  diverticula  of  colon  can  also 
be  seen. 

studies  of  the  gallbladder  revealed  a poorly  function- 
ing gallbladder  filled  with  a large  stone.  An  upper 
gastrointestinal  series  showed  that  the  stomach 
filled  readily  and  revealed  no  intrinsic  lesion.  It 
emptied  well  into  a well-formed  duodenal  cap,  show- 
ing no  evidence  of  an  ulcer.  A diverticulum  of  the 
second  portion  of  the  duodenum  was  visualized 
(Fig.  1).  The  small  intestine  pattern  was  normal. 
A barium  enema  showed  multiple  diverticula  in  the 
sigmoid  and  decending  and  transverse  colon.  An 
annular  narrowing  in  the  upper  sigmoid  colon  lay 
in  the  midest  of  an  area  of  diverticulosis  and  divertic- 
ulitis. The  defect  was  felt  to  be  carcinoma  of  the 
colon.  A sigmoidoscopic  examination  of  the  lower 
24  cm.  of  rectum  and  rectosigmoid  colon  revealed 
no  abnormal  findings. 

The  clinical  diagnosis  was  carcinoma  of  the  sig- 
moid colon  with  diverticulosis  and  diverticulitis, 
chronic  cholecystitis  with  cholelithiasis,  duodenal 
diverticulum,  essential  hypertension,  and  hyper- 
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trophic  arthritis.  After  preparation  with  sulfa- 
thalidine  and  neomycin  the  colonic  tumor  was  ex- 
plored by  one  of  us  (L.  K.  S.)  on  November  28, 
1955,  using  spinal  anesthesia  and  gas-oxygen-curare 
supplement.  A primary  low  left  rectus  incision 
was  made.  Preliminary  exploration  of  the  upper 
part  of  the  abdomen  for  metastasis  disclosed  an 
ulcerating  tumor  6 cm.  in  diameter,  which  was 
thought  to  be  carcinoma,  on  the  lesser  curvature 
of  the  stomach.  Several  small  nodes  could  be  felt 
adjacent  to  this  tumor.  There  was  no  evidence  of 
metastasis  to  the  liver.  The  gallbladder  was  dis- 
tended and  filled  with  stones.  Many  diverticula 
were  seen  in  the  transverse,  decending,  and  sigmoid 
colon. 

There  was  evidence  of  mild  diverticulitis  in  the 
sigmoid  colon  and  an  annular  constricting  lesion  in 
the  upper  sigmoid  colon  which  was  unquestionably 
carcinoma. 

We  were  then  presented  with  the  problem  of  a 
seventy-eight-year-old,  hypertensive  patient  who 
had  two  primary  carcinomas,  one  in  the  colon  and 
one  in  the  stomach.  It  seemed  obvious  that  we 
should  remove  both  lesions  or  remove  no  lesions. 
Therefore,  we  elected  to  carry  out  resections  of  both 
the  colon  and  the  stomach.  The  colonic  lesion  was 
resected  first  because  this  was  partially  obstructing 
and  because  we  felt  that  if  only  one  operation  could 
be  accomplished,  this  would  be  the  more  important 
one. 

The  left  colon  together  with  all  the  gland-bearing 
tissue  and  mesentery  was  resected  and  an  end-to-end 
anastomosis  accomplished.  The  incision  was  ex- 
tended upwards,  and  a subtotal  gastrectomy  was 
performed,  removing  more  than  two  thirds  of  the 
stomach,  together  with  the  enlarged  glands  and 
tumor  previously  described.  A posterior  Polya  type 
of  anastomosis  was  accomplished.  The  patient  was 
given  2 pints  of  blood  during  the  course  of  the  opera- 
tion, and  her  condition  was  excellent  at  the  conclu- 
sion. The  operation  was  accomplished  with  dis- 
patch in  less  than  three  hours. 

Examination  of  the  specimens  revealed  an  undif- 
ferentiated carcinoma  in  the  stomach  and  a well- 
differentiated  adenocarcinoma  of  the  sigmoid  colon. 
In  the  18  cm.  of  sigmoid  was  found  a firm  2-cm. 
wide,  annular,  somewhat  constricting  lesion  which 
involved  all  layers  of  the  colon.  This  was  sur- 
rounded by  numerous  scattered  diverticula  that 
showed  varying  degrees  of  inflammation.  In  the  12 
cm.  of  stomach  was  a lesion  located  on  the  lesser 
curvature  4 cm.  from  the  pyloric  sphincter.  It  was  a 
4 by  5-cm.  ulcer  with  a firm  rolled  edge.  The  many 
lymph  nodes  attached  to  each  specimen  did  not 
show  malignant  involvement. 

The  patient  was  ambulatory  the  day  after  surgery. 
She  was  allowed  to  take  food  on  the  third  day 
postoperatively.  Convalescence  was  most  satis- 
factory, and  she  was  discharged  from  the  hospital 
on  the  fourteenth  postoperative  day.  It  is  very 
gratifying  to  all  concerned  that  now,  more  than  six 
months  since  the  time  of  surgery,  the  patient  is  in 
the  best  of  health  and  there  is  no  demonstrable  re- 
currence of  either  lesion. 


Comment 

Interesting  is  the  fact  that  in  this  case  only  the 
malignant  lesion  in  the  colon  was  visualized  roent- 
genographically.  In  retrospect,  however,  one  can 
be  suspicious  of  the  stomach  lesion  from  the  roent- 
genograms. It  is  important  to  remember  that  at 
least  5 per  cent  of  the  malignant  lesions  of  the 
stomach  and  colon  will  be  overlooked  on  single  x-ray 
studies.  The  importance  of  an  adequate  and  careful 
abdominal  exploration  in  such  cases  as  this  seems 
obvious. 

The  frequently  discussed  association  of  divertic- 
ulitis and  carcinoma  of  the  colon  can  be  raised  in 
this  case.  In  the  past  many  clinicians  have  had  a 
tendency  to  warn  patients  with  diverticulosis  to  bo 
examined  from  time  to  time  because  of  the  danger  of 
cancer  developing  in  the  diverticula.  One  of  us 
(L.  K.  S.)2  has  previously  pointed  out  that  the  asso- 
ciation of  diverticulitis  and  carcinoma  of  the  colon 
is  rarely  seen.  There  is  no  reason  for  believing  that 
diverticulitis  is  a precursor  of  cancer.  The  dif- 
ferentiation between  the  two  may  be  difficult  but  was 
not  in  this  case. 

When  we  realize  that  more  than  5 per  cent  of 
our  population  are  individuals  over  seventy,  it 
becomes  apparent  that  we  may  expect  more  sur- 
gery among  the  aged  as  time  goes  on.  The  sur- 
gical mortality  in  these  patients  is  constantly  de- 
creasing. At  the  same  time  more  extensive  and 
more  formidable  procedures,  such  as  in  this  case, 
are  being  successfully  applied,  largely  because  of 
the  cooperative  efforts  of  the  surgeon  and  internist 
in  the  management  of  these  cases.  I agree  with 
Welch3  that  we  owe  a responsibility  to  our  aged 
patients  to  approach  the  investigation  of  their 
illnesses  with  the  same  perspective  that  we  have  in 
younger  persons,  that  is,  with  the  conviction  that 
if  surgery  is  needed,  the  outlook  is  not  hopeless  in 
many  cases. 

A review  by  one  of  us  (L.  K.  S.)4  in  1937  shows 
that  the  incidence  of  multiple  primary  malignant 
tumors  in  all  cases  of  cancer  is  approximately 
4 per  cent.  The  simultaneous  occurrence  of  car- 
cinoma of  the  stomach  and  of  the  colon  is  a rarity. 
Pemberton  and  Shands6  found  only  51  cases  in 
the  literature  up  to  1952.  In  41  of  these  cases  the 
tumor  of  the  stomach  and  the  tumor  of  the  colon 
coexisted,  whereas  in  the  remainder  of  the  cases 
one  tumor  antedated  the  other.  The  cases  of 
multiple  simultaneous  primary  carcinomas  of  the 
stomach  and  colon  are  probably  reported  more 
frequently  than  are  the  cases  of  nonsimultaneous 
cancers  because  of  the  more  striking  clinical  picture 
in  the  former  cases.  The  majority  of  these  cases 
have  been  found  at  necropsy,  but  a few  were  from 
reports  of  surgical  treatment.  The  majority  of 
the  patients  were  treated  surgically  in  two  separate 
procedures.  It  is  important  to  remember  that  a 
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person  with  one  cancer  may  well  have  a second 
cancer,  as  has  been  demonstrated  by  this  case. 

Summary 

A case  is  presented  of  simultaneously  occurring 
carcinoma  of  the  stomach  and  sigmoid  colon  in  a 
seventy-eight-year-old  female  who  was  treated  by 
colectomy  and  gastrectomy  at  the  same  operation. 
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The  Way  of  a Man 


Mike  was  a hard  working  laborer.  When  his 
stomach-ache  continued,  he  visited  the  doctor. 
The  examination  revealed  Mike  strong  and  sound. 
When  the  doctor  questioned  about  the  diet,  Mike 
was  rather  vague,  so  the  doctor  asked  Mike  to  write 
down  what  he  had  to  eat  the  next  day.  Mike 
stumped  the  doctor  by  stating  that  he  couldn’t 
write,  so  the  doctor  requested  Mike  to  carry  a lunch 
pail  and  put  in  it  a duplicate  of  everything  he  ate 
or  drank  the  next  day  until  he  went  to  bed.  So  the 
next  morning  Mike  loaded  the  large  lunch  pail  with 
2 double-headers,  1 beer,  2 eggs,  bacon,  toast,  2 
coffees.  At  the  10  o’clock  “break”  the  lunch  pail 


received  2 hot  dog  sandwiches,  2 beers,  and  a candy 
bar.  At  regular  lunch  time  Mike  had  a shot,  a short 
beer,  roast  beef,  bread,  potatoes  and  coffee.  Ditto 
for  the  lunch  pail.  Three  o’clock:  2 beers  and  a 
shot.  It  was  a hard  day.  After  work  Mike  had 
steak,  potatoes,  vegetables,  2 beers,  and  some  pret- 
zels. Before  he  retired  Mike  went  out  for  a sand- 
wich and  2 bottles  of  beer. 

He  didn’t  cheat.  He  brought  a duplicate  order 
home  for  the  “check  up”  lunch  pail.  At  11  o’clock 
Mike  was  sound  asleep. 

The  Lunch  pail  exploded. — H . R.  Waddell,  Current 
Medical  Digest,  April,  1957 
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Animals,  including  man,  eat  protein  as  a 
source  of  amino  acids.  The  amino  acids 
may  be  derived  directly  from  the  ingested 
protein,  or  some  of  them  (the  “nonessentials”) 
may  be  synthesized  in  the  body.  Even  then  the 
dietary  protein  has  supplied  the  nitrogen  for 
their  synthesis.  If  other  functions  of  dietary 
proteins  exist,  it  is  assumed  that  they  must  be 
minimal.  The  quantity  and  quality  (amino  acid 
adequacy)  of  the  protein  we  eat  is  in  large  share 
responsible  for  our  state  of  health  and  ability  to 
withstand  the  strainsof  environmental  adversities. 
The  importance  of  a proper  protein  intake  does 
not  need  further  emphasis  for  it  has  long  been 
one  of  the  mandates  of  optimal  nutrition. 

Lack  of  protein  is  just  as  lethal  for  man  and 
other  non-ruminants  as  lack  of  one  of  the  vita- 
mins. Yet  no  one  can  define  “optimal”  protein 
requirements,  and  therefore,  the  amounts  of 
protein  that  are  listed  in  the  National  Research 
Council’s  “recommended  daily  dietary  allow- 
ances” primarily  reflect  years  of  careful  observa- 
tion of  apparently  satisfactory  feeding  practices. 
Certainly  one  cannot  go  far  wrong  by  applying 
the  Council’s  recommendations  of  daily  allow- 
ances varying  from  3.5  Gm.  of  protein  per  Kg. 
body  weight  in  infants  to  1.0  Gm.  per  Kg.  for 
adults.  This  will  be  true  particularly  in  the 
United  States  where  the  quality  of  dietary  protein 
is  maintained  at  an  exceptionally  high  level  by 
our  high  ratio  of  animal  to  vegetable  protein.1 
Protein  malnutrition  is  extremely  rare  in  this 
country,  even  though  it  is  probably  the  number 
one  nutritional  scourge  in  the  vast,  under- 


developed areas  of  the  world. 

In  certain  specific  medical  problems  short- 
term alimentation  with  high-protein  diets  has 
been  advocated.  It  is  easy  to  rationalize  this 
nutritional  practice  when  one  examines  the  great 
loss  of  body  protein  that  is  associated  with  the 
catabolic  phase  of  various  stress  conditions.  In 
particular,  high-protein  intake  has  been  recom- 
mended to  cover  the  loss  of  body  protein  and  to 
promote  healing  of  wounds  resulting  from 
trauma  or  surgery.2-4  Increased  protein  has  also 
been  recommended  in  the  treatment  of  a variety 
of  other  medical  situations,  including  fractures, 
radiation  injuries,  infections,  and  liver  disease.5 
The  era  of  hyperalimentation  with  “protein 
hydrolysates”  for  the  oral  treatment  of  peptic 
ulcer,  surgical  cases,  and  other  debilitating 
disease  was  still  on  the  upswing  just  ten  years 
ago.6 

In  the  last  few  years  animal  studies,  in  general, 
have  not  shown  that  excess  protein  has  any 
remarkable  prophylactic  properties.  For  ex- 
ample, high-protein  intake  before  or  following 
injury  had  no  beneficial  effect  on  wound  healing 
in  rats  even  in  the  presence  of  elevated  nitrogen 
loss  due  to  simultaneous  burns.7  In  extensive 
studies  with  Korean  War  victims  showing  some 
signs  of  protein  deficiency,  no  defect  in  the 
ability  to  form  antibodies  was  noted.8  In  liver 
disease,  as  mentioned  above,  high-protein  diets 
are  frequently  advocated,  but  it  is  becoming 
increasingly  evident  that  some  individuals  may 
have  a serious  intolerance  to  dietary  protein 
resulting  in  a type  of  “hepatic  coma.”9  An 
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inability  to  metabolize  ammonia  formed  through 
deamination  of  protein  has  been  suggested  as  a 
cause  of  this  intolerance. 

It  seems  to  be  firmly  established  that  protein 
intakes  low  enough  to  cause  signs  of  deficiencies 
will  adversely  affect  the  conditions  described 
above.  However,  it  would  appear  that  man’s 
enthusiasm  for  the  marvels  of  protein  has 
completed  its  cycle,  and  a summation  of  evidence 
points  toward  the  same  generalization  that  has 
been  so  hard  for  the  physician  and  his  patient  to 
accept  in  the  vitamin  controversy.  Proteins, 
like  vitamins,  must  be  ingested  for  optimal 
health  and  sometimes  for  life  itself.  Proper 
body  functions  are  achieved  when  a certain 
level  is  consumed,  but  excesses  have  no  further 
beneficial  effect. 

When  protein  losses  from  the  body  are  large, 
they  must  be  replaced.  In  severe  burns  with 
exudative  loss  of  protein  as  well  as  increased 
catabolism,  very  high  protein  intakes  may  be 
indicated.  In  an  extensive  study  involving  126 
patients  with  acute  burns  covering  20  per  cent  or 
more  of  the  body  surface,  Blocker  and  co- 
workers10 recently  showed  that  protein  intakes 
in  excess  of  2 Gm.  per  Kg.  of  body  weight  were 
beneficial.  Some  safety  factor  to  provide  for 
sufficient  protein  storage  to  take  care  of  the 
emergencies  associated  with  deleterious  environ- 
mental strains  must  be  provided.  However,  one 
should  not  assume  an  attitude  of  complacency 
that  any  excessive  intake  of  protein  can  be 
maintained  indefinitely  with  impunity  just 
because  unequivocal  evidence  of  harm  has  not 
been  obtained  as  yet.  One  of  the  classic  studies 
of  protein  nutrition  that  was  carried  out  some 
thirty  years  ago  presented  evidence  of  decreased 
reproductive  span  and  longevity  in  rats  that  were 
maintained  throughout  their  lives  on  moderately 
high-protein  diets. 

In  spite  of  plentiful  supplies  protein  deficiencies 
can  occur  in  our  country.  Food  faddism, 
particularly  when  associated  with  extreme 
measures  for  weight  reduction,  if  continued  long 
enough,  can  result  in  a state  of  protein  mal- 
nutrition. Furthermore,  the  uncritical  subjec- 
tion of  saturated  fats  as  the  whipping  boy  for 
coronary  heart  disease  development  may  lead  to 
protein  deprivation.  “Saturated”  fats  are  pre- 
dominantly animal  fats,  and  animal  fats  are 
almost  inseparable  from  animal  protein  (50 
per  cent  of  the  calories  supplied  by  a piece  of 
lean  meat  with  all  fat  trimmed  is  still  in  the 


form  of  fat).  The  possibility  of  reducing  high- 
quality  protein  as  an  unintentional  dividend  in 
lowering  fat  intake  should  be  watched  carefully. 

In  recent  veal's  an  impressive  array  of  nutrition 
studies  have  been  reported  in  which  the  dietary 
importance  of  specific  ammo  acids  has  been 
investigated.  These  studies  have  shown  that 
kwashiorkor,  the  insidious  disease  of  mal- 
nutrition in  children  of  the  great  underdeveloped 
areas  of  the  world,  is  probably  due  primarily  to  a 
deficiency  of  dietary  amino  acids.11  Celiac 
disease  appears  to  be  due  to  a peculiar  hyper- 
sensitivity to  the  protein  of  wheat  and  other 
cereals  and  may  be  related  to  the  content  of 
the  amino  acid  amide  glutamine.12  Patients 
suffering  from  the  curious  metabolic  aberration 
known  as  phenylketonuria  are  greatly  benefited 
by  the  ingestion  of  protein  that  has  been  freed 
artificially  of  all  phenylalanine.13  Last,  at- 
tempts to  overcome  natural  or  food  processing- 
induced  deficiencies  of  the  amino  acid  lysine  by 
supplementation  of  the  diet  with  the  amino 
acid  have  been  claimed  to  be  beneficial  in  infant 
growth  studies.14  Unanimity  of  opinion  has  not 
been  achieved,15  and  in  fact,  the  dangers  of  over- 
zealous  and  uncritical  supplementation  of  the 
diet  with  individual  amino  acids  has  been 
emphasized  recently.16 

Present  knowledge  of  protein  nutrition  advo- 
cates (1)  certain  dietary  allowances  for  the 
maintenance  of  good  health,  (2)  rather  high 
levels  of  protein  intake  for  short  periods  of  time 
in  combating  extreme  losses  of  body  protein 
such  as  in  extensive  burns,  and  (3)  the  extreme 
adjustment  of  specific  amino  acid  intakes  for  the 
control  of  a few  metabolic  defects,  including 
celiac  disease  and  phenylketonuria.  Although 
there  has  been  no  major  deviation  from  the 
concept  that  a substantial  intake  of  high-quality 
protein  is  essential  for  the  maintenance  of  health, 
widespread  advocacy  of  extreme  high-protein 
diets  as  a general  panacea  has  lost  considerable 
popularity  in  recent  years. 
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Girt  and  Tonic,  Cashew  Nuts  Cause  Skin  Reactions 


“New  drugs,  new  eruptions”  has  long  been  an 
adage  of  dermatologists.  Now  it  seems  necessary 
to  add  to  it:  “New  drinks,  new  eruptions,”  and 
maybe  even,  “New  travels,  new  eruptions.” 

Two  unusual  cases  of  skin  sensitivity — one  to  the 
recently  popular  drink,  gin  and  tonic,  and  the  other 
to  unroasted  cashew  nuts  found  in  the  tropics — were 
reported  recently. 

The  reports  were  made  in  letters  to  the  editor  of 
the  Journal  of  the  American  Medical  Association 
which  appear  in  the  May  4 issue. 

Drs.  Frederick,  G.  Novy,  Jr.,  and  Gordon  R. 
Lamb,  Oakland,  Calif.,  told  of  a patient  who  de- 
veloped a severe  reaction  after  drinking  gin  and 
tonic  (quinine  water)  because  of  his  sensitivity  to 
quinine. 

They  said  that  such  sensitivity  may  produce  head- 
ache, tinnitus  (sounds  in  the  ears),  deafness,  dizzi- 
ness, visual  impairment,  fever,  nausea,  vomiting, 
and,  most  commonly,  skin  eruptions. 

Their  patient  knew  he  was  sensitive  to  quinine 
and  usually  avoided  drinking  quinine  water.  How- 
ever, he  attended  a party  at  which  only  gin  and 
tonic  was  served  and,  in  the  course  of  three  hours, 
had  several  drinks.  The  doctors  estimated  that  he 
consumed  only  about  45  milligrams  of  quinine,  yet 
he  developed  a severe  reaction — eruptions,  redness, 


and  swelling  occurred  all  over  his  body  within 
twenty-four  hours. 

At  the  end  of  sixteen  days,  including  six  in  the 
hospital,  the  eruption  had  cleared  except  for  a few 
spots  on  his  hands  and  feet.  Treatment  included 
aluminum  acetate  solution  dressings,  corticotropin, 
and  trepelennamine  citrate. 

The  case  of  cashew  nut  sensitivity  was  seen  by 
Drs.  Carroll  S.  Wright  and  Donald  N.  Tschan, 
Temple  University  Medical  Center,  Philadelphia. 
They  reported  it  to  the  Journal  because  Americans 
traveling  abroad  may  develop  the  eruption,  “one 
that  is  scarcely  mentioned  in  the  textbooks.’  ’ 

Dermatitis  from  the  cashew  nut  is  rare  in  the  U.S. 
The  tree  grows  chiefly  in  tropical  America,  Africa, 
and  the  West  Indies,  and  dermatitis  results  only 
from  contact  with  the  rind  oil  and  not  from  the  nut- 
meat. 

In  preparation  for  commercial  use,  the  nuts  are 
roasted,  causing  the  outer  shell  to  burst  open  and 
release  the  oil,  which  burns  away. 

The  patient  picked  cashews  while  traveling  in 
Ceylon.  She  immediately  developed  a severe  in- 
flammation on  the  hands,  neck,  and  face.  The  cause 
was  not  determined  until  she  came  home,  opened 
some  nuts  she  had  brought  with  her,  and  developed  a 
similar  eruption. 
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For  a long  time  allergic  reactions  and  diseases 
have  been  known  to  involve  the  blood  in  one 
way  or  another.  Eosinophilia,  for  example,  has 
been  intimately  associated  with  allergy.  Di- 
minished coagulability  and  neutropenia  are 
changes  that  occur  in  anaphylaxis.  Sympto- 
matic purpura  can  result  from  an  allergic  involve- 
ment of  blood  capillaries,  producing  an  increased 
permeability  with  extrusion  of  blood  cells.  How- 
ever, all  these  hematologic  effects  and,  in  some  in- 
stances, actual  blood  loss  are  regarded  as  second- 
ary in  nature,  either  resulting  from  a local  aller- 
gic reaction  elsewhere  in  the  body  or  simply 
occurring  as  part  of  a systemic  allergic  reaction. 

There  are,  however,  certain  phenomena,  also 
based  on  an  antigen-antibody  reaction,  which  can 
directly  and  primarily  affect  and  destroy  red 
blood  cells,  white  blood  cells,  or  platelets.  The 
antibodies  in  this  case  are  either  natural  isoanti- 
bodies or  acquired  autoantibodies  capable  of  re- 
acting adversely  to  one  of  the  blood  elements. 
In  other  words,  the  body  naturally  possesses  or 
has  the  ability  to  produce  antibodies  inimical 
to  its  own  tissues,  including  the  blood  cells. 


This  of  course  appears  paradoxic  since  anti- 
bodies are  actually  immune  bodies  ordinarily  re- 
garded as  protective  substances  capable  of  pre- 
venting or  checking  disease.  Nature  apparently 
intended  that  antibodies  should  neutralize  or  at 
least  render  harmless  foreign  or  offending  sub- 
stances introduced  into  the  body  and  thereby 
maintain  normal  homeostasis. 

However,  there  are  certain  antibodies  which 
are  potentially  dangerous  to  the  body  because  by 
their  ability  to  unite  with  their  specific  antigens, 
they  actually  can  produce  untoward  effects  and 
even  disease.  We  regard  this  phenomenon  as  the 
sine  qua  non  of  allergy.  A well-known  example  of 
this  type  of  reaction  is  hay  fever  or  pollinosis,  in 
which  the  symptoms  result  from  the  union  of 
pollen  antigen  and  its  specific  antibody  or  reagin 
found  in  the  blood  of  certain  individuals.  Fur- 
thermore, there  is  abundant  experimental  proof 
in  animals1-4  and  some  evidence  in  human  be- 
ings5-7 that  autoantibodies  can  be  produced  to 
one’s  own  kidneys,  heart,  brain,  and  skin.  The 
effect  of  such  a reaction  on  the  specific  organ  or 
tissue  is  also  regarded  as  an  allergic  phenomenon 
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or  disease. 

In  the  same  manner  blood  elements  can  be  in- 
jured or  destroyed  on  an  allergic  basis.  How- 
ever, although  hematologists  recognize  this  mech- 
anism, they  have  not  been  classifying  such  dis- 
eases under  the  specific  heading  of  allergy.  An 
examination  of  general  hematologic  classifications 
in  various  texts  reveals  the  discrepancies  and,  at 
times,  confusion  that  exist  among  hematologic 
categories  of  certain  acquired  hemolytic  anemias, 
agranulocytoses,  and  thrombocytopenic  purpuras 
due  to  isoantibodies  or  autoantibodies.  For  ex- 
ample, a distinction  is  made  between  “immuno- 
logic” and  “allergic”  agents,8  and  such  general 
terms  as  “immunohemolysins”9  are  employed 
when  describing  the  allergic  blood  diseases. 
Whitby  and  Britton10  classify  “allergic  hemolytic 
anemias”  under  the  heading,  “Infective,  Toxic,  or 
Poisonous  Factors.”  In  his  excellent  book  on 
hematology,  under  transfusion  reactions,  Sturgis11 
lists  as  allergic  only  those  reactions  resulting  in 
asthma,  urticaria,  or  the  other  familiar  symp- 
toms of  allergy.  Peculiarly  enough,  however, 
hematologists  recognize  the  existence  of  blood 
allergy  in  which  none  of  these  time-honored  al- 
lergic symptoms  is  present.  The  terms  “drug 
sensitivity”  and  “drug  allergy”  are  very  com- 
monly used  in  hematology. 

Since  the  following  blood  conditions  are  due  to 
or  are  strongly  suspected  of  being  the  result  of 
reactions  implicating  isoantibodies  or  autoanti- 
bodies, one  seems  justified  in  listing  them  under 
the  broad  heading  of  allergy.  In  our  opinion  this 
would  serve  to  simplify  their  classification  and 
also  to  emphasize  the  mechanism  involved. 

Hematologic  Allergy 

Allergic  Conditions  Affecting  Red  Cells 
Certain  Acquired  Hematologic  Anemias 
A.  Primary 

1.  Based  on  a so-called  “normal”  or 

“physiologic”  mechanism 

(a)  Transfusion  reactions  due  to  in- 
compatible main  blood  groups 

2.  Based  on  an  abnormal  or  pathologic 

mechanism 

(a)  Transfusion  reactions  due  to  incom- 
patible Rh  factors 

(b)  Erythroblastosis  fetalis 

(c)  Paroxysmal  cold  hemoglobinurias 

(d)  Favism 

(e)  Drug  reactions  (?) 

(J)  Idiopathic  (unknown  etiology  but 
with  demonstrable  autoantibodies  to 
red  cells) 


B.  Secondary  (in  which  the  primary  disease 
is  not  allergic  but  demonstrable  autoanti- 
bodies to  red  cells  are  present):  chronic 
lymphatic  leukemia,  lymphosarcoma,  car- 
cinomatosis, Boeck’s  sarcoid,  tuberculo- 
sis, lupus  erythematosus. 

Allergic  Conditions  Affecting  White  Cells 

Certain  Agranulocytoses 

A.  Drugs:  aminopyrine,  thiouracil,  phenylbu- 

tazone, procaine  amide,  dinitrophenol,  anti- 
histamines, chlorpromazine,  sulfapyridine, 
chloramphenicol,  streptomycin,  Diamox. 

B.  Idiopathic  (unknown  etiology  but  with 
demonstrable  autoantibodies  to  white  cells) 

Allergic  Conditions  Affecting  Platelets 

Certain  Thrombocytopenic  Purpuras 

A.  Drugs:  Sedormid,  quinidine 

B.  Idiopathic  (unknown  etiology  but  with 
demonstrable  autoantibodies  to  platelets) 

The  division  into  so-called  “normal”  or  “physi- 
ologic” and  abnormal  or  pathologic  anemias  has 
its  analog  in  the  classification  of  the  more 
familiar  and  generally  accepted  allergic  diseases. 
Normal  or  physiologic  allergy  is  represented  by 
conditions  such  as  serum  sickness  which  the 
majority  of  people,  allergic  or  nonallergic,  develop 
when  injected  with  adequate  amount  of  foreign 
serum  and  by  contact  dermatitis,  especially  due 
to  ivy,  primula,  certain  dyes,  and  vegetable  oils, 
after  adequate  exposure  to  these  substances. 
These  are  practically  universal  reactions.  On  the 
other  hand,  only  a small  minority  or  about  10  per 
cent  of  all  human  beings  develop  the  abnormal  or 
pathologic  form  of  allergy,  such  as  asthma,  hay 
fever,  atopic  eczema,  etc.,  which  relegates  them 
to  a special  category. 

“Normal”  or  “physiologic”  anemia  is  so  termed 
because  most  people  manifest  it  when  transfused 
with  blood  which  is  incompatible  with  their  own 
blood  groups.  The  antibodies  involved  are 
natural  isoagglutinins  which  are  universally 
present  in  all  human  beings.  As  is  well  known, 
this  type  of  reaction  results  in  the  injury  and 
destruction  of  the  recipient’s  own  erythrocytes. 

We  are  fully  aware  of  the  inadequacy  of  the  ap- 
pellation, “normal”  or  “physiologic”  anemia. 
However,  until  a better  term  is  offered,  this  one 
should  serve  as  an  initial  working  basis. 

In  the  less  common  abnormal  or  pathologic 
anemias,  there  is  another  type  of  transfusion 
reaction  which  involves  the  Rh  factors.  In  this 
case  the  antibodies  are  acquired  autoagglutinins, 
of  which  there  are  a great  variety.  Erythro- 
blastosis fetalis,  which  is  also  due  to  the  action  of 
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the  acquired,  anti-Rh  agglutinins,  occurs  in  Rh- 
positive  infants  born  to  Rh-negative  mothers 
who  have  been  sensitized  to  Rh-positive  blood  by 
previous  pregnancies  or  by  transfusions  with  in- 
compatible Rh-positive  blood.  The  hemoglo- 
binurias, both  luetic  and  nonluetic,  are  due  to  so- 
called  cold  autoantibodies,  the  former  condition 
being  caused  by  a hemolysin,  the  latter  by  an 
agglutinin. 

Favism  is  a disease  which  results  from  the  in- 
gestion of  the  fava  bean  which,  as  the  antigen, 
reacts  with  its  specific  autoantibody,  probably  a 
hemolysin,  producing  hemoglobinuria,  anemia, 
and  jaundice.  This  antibody  is  a skin-sensitizing 
antibody  and,  therefore,  can  be  demonstrated  by 
the  ordinary  skin  test.  This  disease  is  probably 
the  closest  link  between  the  allergic  hematologic 
disorders  and  the  more  familiar  allergies  such  as 
hay  fever  where  the  antibody  can  also  be  de- 
tected by  the  simple  skin  test. 

Many  primary  idiopathic  and  secondary  ac- 
quired hemolytic  anemias  belong  to  the  allergic 
group.  The  mechanism  here  is  thought  to  be  an 
adhesive  coating  of  the  erythrocytes  by  an  ab- 
normal globulin  which  is  the  autoantibody.  It  is 
probably  derived  from  the  lymphoreticular  sys- 
tem and  renders  the  red  cells  susceptible  to  agglu- 
tination and  hemolysis. 

This  erythrocyte-bound  antibody  globulin 
may  be  detected  by  the  Coombs  test,12  which  is 
based  on  the  agglutination  of  red  cells  by  the 
reaction  between  the  erythrocyte-bound  antibody 
globulin  and  antihuman  globulin  antibody  pre- 
pared from  rabbits  immunized  with  normal 
human  serum  or  globulin. 

Regarding  the  allergic  agranulocytoses  and 
thrombocytopenic  purpuras,  it  has  been  known 
for  many  years  that  certain  drugs,  notably 
aminopyrine,  are  capable  of  producing  neutro- 
penia and  agranulocytosis  in  certain  individuals.13 
The  mechanism  by  which  aminopyrine  causes 
agranulocytosis  has  long  been  regarded  as  allergic 
since  the  ingestion  of  very  small  amounts  of  the 
drug  produces  these  symptoms.  Damashek  and 
Colmes14  found  that  patients  who  had  recovered 
from  aminopyrine  agranulocytosis  developed  ex- 
treme granulocytopenia  when  a few  milligrams  of 
the  drug  were  injected  intradermally.  They  also 
produced  local  wheal  and  flare  reactions  with 
rapid  leukopenia  in  such  individuals  by  the 
intradermal  injection  of  a mixture  of  aminopyrine 
and  blood  serum.  The  nature  of  this  sensitization 
has  not  been  explained,  and  attempts  to  demon- 


strate a definite  immunologic  mechanism  have 
been  unsuccessful  for  the  most  part. 

Recently,  however,  European  workers  demon- 
strated the  presence  of  leukoagglutinins  in  many 
such  cases.  Moeschlin  and  Wagner16  produced 
leukopenia  in  two  normal  persons  within  twenty 
to  forty  minutes  after  transfusion  of  blood  from 
an  aminopyrine-sensitive  patient.  The  serum  of 
this  patient  also  was  capable  of  in  vitro  agglu- 
tination of  autologous  and  homologous  leuko- 
cytes. In  this  country  Schwartz  and  Hass16  found 
leukoagglutinins  in  a case  of  idiopathic  agranulo- 
cytosis. 

Sedormid17  and  quinidine18  are  capable  of  pro- 
ducing in  some  individuals  a platelet  agglutinin 
which  can  destroy  circulating  blood  platelets  and 
megakaryocytes  in  the  marrow  with  resultant 
thrombopenic  purpura. 

Harrington  et  al.19  demonstrated  quite  con- 
clusively the  existence  of  a thrombocytopenic 
factor.  They  transfused  whole  blood  or  its  plasma 
equivalent  from  patients  with  thrombocytopenic 
purpura  to  normal  individuals  and  produced  a 
prompt,  often  dramatic,  drop  in  their  blood 
platelets.  This  decrease  persisted  for  four  to 
seven  days.  There  was  suggestive  evidence  that 
this  factor  is  present  in  the  globulin  fraction  of 
plasma.  It  did  not  disappear  after  splenectomy 
but  did  disappear  after  cortisone  administration. 

Recent  studies  by  Stefanini  and  Damashek20 
with  quinidine  thrombopenia  indicate  that  quini- 
dine may  attach  itself  more  or  less  firmly  to  the 
platelet,  which  may  thus  become  modified  and 
act  as  an  autoantigen.  A highly  specialized  auto- 
antibody develops  which  reacts  with  platelets 
only  in  the  presence  of  quinidine.  Apparently 
quinidine  acts  as  a hapten  which  becomes  fully 
antigenic  in  the  presence  of  platelets. 

Summary 

1.  An  attempt  has  been  made  to  emphasize 
and  clarify  the  allergic  nature  of  certain  ac- 
quired hemolytic  anemias,  agranulocytoses,  and 
thrombopenic  purpuras. 

2.  Hematologic  allergic  diseases  are  based  on 
antigen-antibody  reactions  causing  destruction 
of  red  cells,  white  cells,  or  platelets. 

3.  It  is  suggested  that  hematologic  allergic 
diseases  should  be  so  classified. 

1749  Grand  Concourse 


Grateful  appreciation  is  expressed  to  Drs.  S.  J.  Prigal  and 
S.  Melamed  for  their  helpful  criticism  in  the  preparation  of 
this  paper. 
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Rare  Disease  from  Seal  Skinning  Found  in  U.S. 


A case  of  “seal  finger,”  a disease  usually  found 
only  among  Scandinavian  sealing  expedition  mem- 
bers, has  been  reported  in  the  midwestern  United 
States. 

The  disease,  called  “Spekkfinger”  (blubber 
finger)  in  Scandinavia,  occurs  so  rarely  in  this  part 
of  the  world  that  it  has  been  described  in  American 
medical  literature  only  once  before — in  three  men, 
Dr.  John  S.  Skinner,  Washington  University 
School  of  Medicine,  St.  Louis,  said  in  the  American 
Medical  Association’s  April  Archives  of  Derma- 
tology. 

Seal  finger  is  a subacute,  severely  painful,  localized 
infection  occurring  only  in  men  who  slaughter  or 
skin  seals,  Dr.  Skinner  said.  The  tissue  of  the 
finger,  or  occasionally  the  hand,  is  involved.  The 
finger  becomes  swollen,  very  painful,  and  tender. 
The  infecting  agent,  so  far  unknown,  enters  the 
skin  through  a break  or  injury. 

The  only  effective  treatment  is  with  the  related 
drugs  chlortetracycline  (Aureomycin)  and  tetra- 
cycline (Achromycin).  Until  they  were  found  to  be 
effective,  sufferers  resorted  to  such  measures  as 
“dipping  the  well-soaped  finger  in  boiling  water  or 
oil  from  time  to  time,  or  the  application  of  strange 
assorted  poultices,  or  even  to  amputation  of  the 
painful  finger,”  he  said. 

The  midwestern  case  occurred  in  a St.  Louis  fur 
company  employe  who  worked  as  a blubberer 


scraping  fat  from  the  inside  of  seal  skins  during  an 
expedition  to  the  Pribilof  Islands  in  the  Bering  Sea. 

Near  the  end  of  the  season,  the  third  finger  on  the 
right  hand,  which  had  been  cut,  began  to  swell  and 
become  painful.  American  doctors,  who  were 
unfamiliar  with  the  disorder,  unsuccessfully  treated 
it  with  “hot  soaks,”  lancing  and  draining,  and 
finally  penicillin.  Eventually  an  older  company 
official  suggested  that  it  might  be  seal  finger. 
Tetracycline  was  given  and  the  finger  healed. 

Dr.  Skinner  noted  that  seal  finger  has  been  rare 
in  the  Pribilof  Islands.  In  fact,  the  St.  Louis 
company  has  no  previous  documented  case  in  its 
file,  and  two  of  the  three  cases  reported  elsewhere 
occurred  in  biologists  who  were  studying  seals  in  the 
islands. 

One  explanation  for  this  low  incidence  may  be  the 
tendency  for  the  disease  to  be  spread  by  older  seals. 
In  compliance  with  the  Washington  treaty  of  1911, 
only  male  pups  three  to  four  years  old  are  killed  in 
the  Pribilofs.  Only  one  of  the  earlier  cases  was 
contracted  from  a young  seal,  when  a biologist  was 
bitten  during  a tagging  operation. 

Another  explanation  is  the  possibility  that  there 
are  better  hygienic  conditions  on  Pribilof  sealing 
vessels  than  on  other  ones.  Finally  the  “eared 
seals,”  of  which  fur  seals  are  a type,  are  less  fre- 
quently associated  with  seal  finger  than  are  the 
“earless  seals,”  he  said. 
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Simon  D.  Ehrlich,  M.D.,  of  Hollywood,  Florida, 
formerly  of  New  York  City,  died  in  Memorial  Hos- 
pital on  April  30  at  the  age  of  seventy-one.  Dr. 
Ehrlich  graduated  in  1907  from  Cornell  University 
Medical  College  and  interned  at  Beth  Israel  Hospi- 
tal. From  1934  to  1947  he  was  director  of  anesthe- 
siology at  Beth  Israel  Hospital  and  was  a consult- 
ant in  anesthesiology  at  the  time  of  his  death. 
Dr.  Ehrlich  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  American 
College  of  Anesthesiologists  and  the  International 
College  of  Anesthesiologists,  and  a member  of  the 
American  Society  of  Anesthesiologists,  Inc.,  of 
which  he  was  a founder  and  a former  president, 
and  of  the  New  York  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Julian  Hawthorne,  M.D.,  of  Rye,  retired,  died  on 
May  1 at  his  home  at  the  age  of  sixty.  Dr.  Haw- 
thorne graduated  from  Tulane  University  of 
Louisiana  School  of  Medicine  in  1920  and  interned 
at  Woman’s  Hospital  and  Lying-In  Hospital.  He 
was  director  emeritus  of  obstetrics  at  United  Hospi- 
tal, Port  Chester,  and  consultant  in  obstetrics  and 
gynecology  at  the  Greenwich,  Connecticut,  Hospi- 
tal. Dr.  Hawthorne  was  a Diplomate  of  the  Amer- 
ican Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a member 
of  the  New  York  Obstetrical  Society,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ambrose  Emmons  Ilett,  M.D.,  of  Brooklyn  and 
South  Lansing,  retired,  died  on  April  1 at  the 
Bethel  Home  of  the  Watchtower  Bible  and  Tract 
Society  at  the  age  of  eighty-five.  Dr.  Ilett  gradu- 
ated from  Queens  University  Faculty  of  Medicine 
in  1898.  Dr.  Ilett  had  practiced  medicine  in 
Watertown  for  thirty  years  and  was  the  attending 
physician  for  the  Watchtower  Bible  and  Tract 
Society,  Brooklyn,  for  twenty-four  years  as  well 
as  medical  director  of  the  missionary  college,  the 
Watchtower  Bible  College  of  Gilead,  South  Lansing. 

Generoso  Lombardi,  M.D.,  of  Brooklyn,  died  on 
April  24  at  his  home  at  the  age  of  sixty-one.  Dr. 
Lombardi  received  his  medical  degree  from  the 
University  of  Naples  in  1921. 

Mabel  Agnes  Martin,  M.D.,  of  Binghamton,  died 
on  April  21  at  her  home  at  the  age  of  seventy-five. 
Dr.  Martin  graduated  in  1912  from  Cornell  Uni- 
versity Medical  College.  She  was  the  senior  at- 


tending pediatrician  at  Binghamton  City  Hospital. 
Dr.  Martin  practiced  medicine  in  Binghamton  for 
over  forty  years  and  in  1918  was  president  of  the 
Broome  County  Medical  Society.  She  was  the  first 
woman  to  intern  at  Binghamton  City  Hospital  and 
the  second  intern  to  serve  at  the  institution.  In 
1956  she  was  honored  at  the  sesquicentennial  cele- 
bration of  the  Broome  County  Medical  Society  as 
the  only  living  woman  ex-president  (she  was  one  of 
two).  Dr.  Martin  was  a member  of  the  Binghamton 
Academy  of  Medicine,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Philip  Mencken,  M.D.,  of  Flushing,  re- 
tired, died  on  April  21  at  the  age  of  seventy-three. 
Dr.  Mencken  graduated  in  1908  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  a consultant  in  obstetrics  at  St.  John’s 
Hospital,  Long  Island  City',  and  in  obstetrics  and 
gynecology  at  Queens  General  Hospital.  Dr. 
Mencken  was  a Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology',  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of  the 
New  York  Academy  of  Medicine,  the  Queensboro 
Surgical  Society,  the  Associated  Physicians  of  Long 
Island,  the  Queens  County  Medical  Society',  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Seymour  Oppenheimer,  M.D.,  of  New  York  City', 
retired,  died  on  April  21  in  St.  Luke’s  Hospital  at  the 
age  of  eighty-five.  Dr.  Oppenheimer  graduated  in 
1892  from  New  York  University  Medical  Depart- 
ment. From  1903  to  1920  he  was  a member  of  the 
staff  of  Mount  Sinai  Hospital  where  he  was  formerly' 
chief  of  the  ear,  nose,  and  throat  clinic.  He  had 
also  been  a consulting  otolarymgologist  at  Willard 
Parker  Hospital  and  a consulting  plastic  surgeon  at 
the  Hospital  for  Joint  Diseases,  Bellevue  Hospital, 
and  Monmouth  Memorial  Hospital  (Long  Branch, 
New  Jersey).  He  was  the  author  of  a textbook, 
Surgery  of  the  Middle  Ear.  He  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society'  of  the  State  of  New  York. 


H.  MacDonald  Peggs,  M.D.,  of  St,  Albans,  Ver- 
mont, and  formerly  of  Staten  Island,  died  at  Mary 
Fletcher  Hospital,  Burlington,  on  April  20  at  the 
age  of  seven ty'-six.  Dr.  Peggs  graduated  in  1900 
from  Baltimore  University  School  of  Medicine. 
He  was  a cofounder  of  and  chief  surgeon  at  the 
Richmond  Memorial  Hospital,  Staten  Island, 
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Burgeon  at  the  Woman’s  Hospital  and  Medical 
College,  chief  gynecologist  at  St.  Vincent’s  Hospital, 
physician  and  surgeon-in-charge  of  St.  Michael’s 
Home  and  Hospital  and  gynecologist  at  Polyclinic 
Hospital  during  his  forty  years  of  practice  in  New 
York  State.  On  his  return  to  Vermont  he  joined 
the  staffs  of  the  St.  Albans,  Kerbs  Memorial,  and 
Fanny  Allen  Hospitals.  He  was  also  regent  for  the 
State  of  Vermont  for  the  International  College  of 
Surgeons.  Dr.  Peggs  had  also  served  as  consultant 
on  medicolegal  matters  for  the  Standard  Oil  Com- 
pany, the  New  York  Telephone  Company,  and 
several  insurance  companies.  He  was  a former 
member  of  the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  the 
American  Medical  Association,  the  Franklin  County 
Medical  Society  (Vermont),  and  the  Vermont  State 
Medical  Society. 

Frank  Jacob  Schwartz,  M.D.,  of  Spring  Valley, 
died  in  his  home  while  attending  a patient  on  April 
22  at  the  age  of  seventy-one.  Dr.  Schwartz  grad- 
uated in  1907  from  Baltimore  University  School  of 
Medicine.  He  was  an  attending  in  surgery  at  the 
Good  Samaritan  Hospital  (Suffern)  and  attending 
physician  and  surgeon  at  the  Rockland  County 
Welfare  and  St.  Agatha  Homes.  Dr.  Schwartz 
was  a member  of  the  Rockland  County  Medical 
Society  of  which  he  was  a past  president,  the  Medi- 


cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Ashley  Van  Kleeck,  M.D.,  of  Great  Neck, 
died  in  the  New  York  Hospital  on  April  29  at  the  age 
of  seventy-nine.  Dr.  Van  Kleeck  graduated  in  1909 
from  Cornell  University  Medical  College  and  in- 
terned at  Bellevue  Hospital.  He  was  emeritus 
pediatrician  at  Meadowbrook  and  Nassau  Hospi- 
tals. From  1924  to  1946  he  served  as  chief  of  the 
Nassau  Hospital  Pediatrics  Department  and  as  a 
member  of  the  medical  board,  and  from  1935 
through  1946  he  was  a medical  board  member  and 
consultant  in  pediatrics  at  Meadowbrook  Hospital. 
He  had  also  served  as  a member  of  the  advisory 
board  and  attending  staff  at  St.  Francis  Sanatorium 
for  Cardiac  Children,  Roslyn,  Long  Island.  From 
1931  to  1934  he  served  as  president  of  the  Second 
District  Branch  and  in  1939  he  was  president  of  the 
New  York  Association  of  School  Physicians  and  had 
been  school  physician  in  the  Manhasset  public 
schools  for  twenty-four  years. 

Dr.  Van  Kleeck  was  a Fellow  of  the  American 
College  of  Physicians  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Brooklyn  Academy  of 
Pediatrics,  the  Nassau  County  Medical  Society  of 
which  he  was  a past  president,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


CORRESPONDENCE 


Untoward  Reaction  to  Equanil  ( Miltoivn )* 


To  the  Editor: 

There  has  been  such  an  abundance  of  Equanil  used 
in  the  last  year  and  yet  so  few  reports  of  reactions  to 
this  drug  have  appeared  in  literature  that  I feel  the 
unusual  reactions  occurring  in  two  of  my  patients 
may  alter  the  apparent  complacence  to  this  drug. 

Both  of  these  patients  experienced  a sudden  vas- 
cular flush  which  was  generalized  and  extremely 
pruritic,  coupled  with  tachycardia  and  severe  anxi- 
ety and  fear. 

One  female,  aged  forty-six,  was  given  Equanil  for 
anxiety  tension.  Her  first  400-mg.  tablet  caused  a 
vascular  flush  similar  to  a nicotinic  acid  reaction  and 
was  followed  by  a hivelike  skin  rash,  together  with 
the  fear  reaction  syndrome.  This  was  relieved  by 
the  common  antihistamines  plus  adrenalin. 

An  old  lady  with  diabetes,  cardiac  failure,  auricu- 
lar fibrillation,  and  hyperthyroidism  was  given  Equa- 
nil in  addition  to  other  therapy,  and  her  reaction 


was  similar  to  that  of  the  previous  patient.  The 
very  first  tablet  caused  the  reaction.  She  was 
hospitalized  and  responded  well  to  the  usual  ther- 
apy. When  she  returned  home,  by  mistake  she 
took  an  Equanil  in  place  of  a quinidine  tablet  and 
experienced  the  identical  reaction. 

This  reaction  seems  almost  anaphylactoid  in 
nature  with  extreme  vasodilatation  and  anxiety  and 
fear. 

It  might  be  wise  to  approach  this  drug  with  re- 
spect and  caution. 

B.  Mecklin,  M.D. 

160  Stone  Street 
Watertown,  New  York 


* Editor’s  Note. — See  also  J.A.M.A.  163:  930  (Mar.  16) 
1957. 
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tllegany  County 

Angelica. — Population  2,000  in  10-mile  radius. 
Hospitals  with  immediate  privileges  16,  20,  and  21 
miles  distant.  Opening  for  town  health  officer  in 
four  towns  and  opening  for  school  physician  avail- 
able after  July  1,  1957,  at  Allegany  County  In- 
firmary, salary  82,000.  Contact  Dr.  George  W. 
Batt,  Angelica  (phone  .Angelica  2921). 

Belfast. — Population  2,500  in  8-  to  10-mile  radius. 
Hospitals  with  immediate  privileges  15  and  20  miles 
distant.  Possible  opening  for  village  health  officer 
and  school  physician.  Contact  Dr.  Dorothy  Grey, 
2 South  Street,  Belfast;  also  Mr.  Percy  Collins, 
Supervisor,  Main  Street,  Belfast. 


office  space  for  sale  or  rent.  Three  hospitals  within 
thirty  minutes  at  Auburn  and  Ithaca.  Contact  Mr. 
G.  J.  Cummings,  Box  145,  King  Ferry. 


Chautauqua  County 

Cherry  Creek. — Population  1,000  in  10-mile  plus 
area.  Immediate  privileges  in  hospitals  20  miles 
distant.  Opening  for  town  health  officer  available. 
Contact  Major  Irwin  Millspaw,  Cherry  Creek. 

Findley  Lake. — Population  1,000  in  10-mile  plus 
area.  Immediate  privileges  in  hospitals  25  miles 
distant.  Opening  for  town  health  officer  available. 
Contact  Mr.  Ray  O.  Jones,  Supervisor,  R.D.  #1, 
Sherman. 


Friendship. — Population  2,000  in  0-  or  7-mile 
radius.  Hospitals  with  immediate  privileges  8 and 
12  miles  distant.  Opportunity  for  school  physician. 
Contact  Dr.  E.  S.  Webster,  Friendship  (phone 
Friendship  2101  or  2301). 

Broome  County 

Windsor. — Population  2,000  plus  in  8-mile  radius. 
Hospital  at  Binghamton  15  miles  distant.  Contact 
Dr.  Austin  J.  Stillson,  Windsor. 

Cattaraugus  County 

Randolph. — Population  4,000  in  15-mile  radius. 
Hospitals  17  miles  distant.  Contact  Mr.  Martin  F. 
Hayes,  Randolph  (phone  Randolph  32-882). 

South  Dayton.  —Population  5,000  in  15-mile 
radius.  Immediate  hospital  privileges  8 miles  dis- 
tant on  sponsorship  of  Dr.  V.  Si.  Dunfield.  Contact 
Dr.  Dunfield,  South  Dayton. 


Chenango  County 

Afton. — Population  2,047  in  10-  to  15-mile  area. 
Immediate  hospital  privileges  at  Bainbridge  (pri- 
vate) 5V2  miles,  Sidney  12  miles,  and  Binghamton 
22  miles.  Opening  for  town  health  officer.  Contact 
Mr.  C.  Wayland  Guy,  First  National  Bank  of  .Afton 
(phone:  office,  Afton  7-2281;  home,  7-1131); 

Supervisor  Ernest  Poole,  R.  D.  Nineveh  (phone: 
office,  Afton  7-1071;  home,  Harpursville  5-2775); 
Mavor  Alden  A.  Mudge,  Jr.  (phone:  office,  Afton 
7-2331;  home,  7-2101). 

McDonough. — Population  200;  population  1,000 
within  a radius  of  10  miles.  Hospital  at  Norwich 
18  miles;  Greene  13  miles;  Binghamton  32  miles. 
Contact  Mr.  J.  J.  Duell,  Town  Supervisor,  Mc- 
Donough. 


Clinton  County 


Cayuga  County 

Cayuga. — Population  500;  service  area  with 
population  2.000  plus.  Two  hospitals  at  Auburn  9 
miles  distant.  Contact  Dr.  Henry  J.  Romano, 
Secretary,  Medical  Society  of  the  County  of  Cayuga, 
Auburn  Memorial  Hospital,  Auburn. 

King  Ferry. — Population  250;  eight  villages  and 
hamlets  within  8 miles  with  population  1,200.  Ad- 
ditional 1,500  in  surrounding  farm  area;  summer 
population  adds  another  1,500  to  2,000.  Radius  of 
2 to  12  miles.  Appointment  as  school  physician 
available.  Town  health  officer  and  insurance  ex- 
aminer position  may  be  available.  House  with 


Altona. — Population  2,000.  Radius  about  15 
miles  including  villages  of  Ellen  burg,  Mooers  Forks, 
Sciota,  and  West  Chazy.  Two  hospitals  in  Platts- 
burgh, about  20  miles.  Excelsior  mill  and  milk  plant. 
Private  residence,  rent  free  for  one  year.  Appoint- 
ments as  school  health  officer  and  medical  officer  for 
industries  available.  Contact  Mr.  Halsey  J.  Stark, 
County  Clerk,  Altona. 

Mooers. — Population  500;  population  3,000  to 
5,000  in  12-mile  radius  served.  Hospitals  in  Platts- 
burgh 25  miles.  Position  of  school  physician  avail- 
able, possibly  town  health  officer.  Contact  Mr. 
M.  B.  Stewart,  Mooers,  and  Dr.  Aaron  Davis,  9 
Rugar  Street,  Plattsburgh. 
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Cortland  County 

Cincinnatus. — Population  4,500  to  5,000  in  10-  to 
15-mile  area.  Immediate  hospital  privileges  17 
miles  distant.  Openings  for  town  health  officer  and 
for  school  physician  (1957).  Office  and  house  avail- 
able. Gross  income  $28,000.  Contact  Dr.  G.  R. 
Landwehr,  50  Hanscom  Place,  Rockville  Centre 
(phone  Rockville  Centre  6-0985). 

Delaware  County 

Andes.-  - Population  2,000  within  12-mile  radius. 
School  physician  and  health  officer  positions  avail- 
able. Hospitals  13  miles  distant  at  Delhi  and  Mar- 
garetville.  Contact  Miss  Eleanor  W.  Palmer,  Box 
105,  Andes. 

Essex  County 

Essex. — Population  1,000  plus;  about  2,000  in 
summer  in  8-  to  10-mile  radius.  Hospitals  at 
Elizabethtown  and  Mineville  16  miles  and  at 
Plattsburgh  30  miles.  Position  of  town  health 
officer  available  at  $350;  also  post  as  school  physi- 
cian. Contact  Mr.  Leonard  E.  Dempster,  Essex 
(phone  Essex  2-573). 

Jefferson  County 

Ellisburg. — Population  3,000  in  15-mile  radius  in- 
cluding villages  of  Pierrepont  Manor,  Ellisburg,  and 
Mannsville.  Hospitals  at  Watertown  22  miles 
distant,  Syracuse  48  miles  distant,  with  immediate 
privileges.  Opportunity  for  school  physician.  Con- 
tact Mr.  F.  M.  Collins,  Mannsville  (phone  Manns- 
ville 751)  or  Mr.  R.  J.  Phillips,  Mannsville  (phone 
Mannsville  162). 

Theresa. — Population  about  3,000  in  10-mile 
radius.  Hospitals  12  and  20  miles  distant  with 
immediate  privileges.  Contact  Mr.  Leo  L.  LeVas- 
seur,  Justice,  Theresa  (phone  Theresa  7613). 

Madison  County 

Georgetown.— Population  800  in  10-mile  area. 
Hospital  at  Hamilton  12  miles  distant  with  privileges 
at  once.  Openings  for  town  health  officer  and  school 
physician.  Contact  Mr.  Edgar  Angelo,  George- 
town (phone  Georgetown  5). 

Madison. — Population  2,500;  area  100  square 
miles;  five  villages.  Doctor  expecting  to  come  by 
the  day.  Hospitals  at  Hamilton  7 miles,  Oneida 
20  miles,  Syracuse  40  miles.  Positions  as  school 
physician  and  town  health  officer  available.  Con- 
tact Dr.  B.  L.  Rockwell,  Oriskany  Falls. 

Oneida  County 

Clayville. — Population  719;  3,800  more  popula- 
tion within  6-mile  radius  in  prosperous  farming  terri- 
tory. Three  industries  in  Clayville  with  525  em- 
ployes. Hospitals  and  laboratory  facilities  in  Utica 
8 miles  distant.  Town  health  officer  position  prob- 
ably available.  Home  and  office  of  former  doctor 
for  sale,  possibly  equipment.  Contact  Mr.  M. 
Donohue,  Real  Estate  Broker,  Sauquoit  (phone 
Utica  7-7383). 


Vienna. — Population  2,175  in  10-mile  radius. 
Hospitals  10  to  16  miles.  Openings  for  town  health 
officer  and  school  physician.  Contact  Mr.  Russell 
Brown,  Sylvan  Beach  (phone  Poplar  2-4785); 
Mrs.  Eileen  Phelps,  Verona  Beach  (phone  Poplar 
2-4637);  Mrs.  Althea  J.  Babcock,  Sylvan  Beach 
(phone  Poplar  2-4617);  Mrs.  Lillian  Sawner,  Sylvan 
Beach  (phone  Poplar  2-4736). 

Onondaga  County 

Lafayette. — Population  about  2,080,  comprising 
also  villages  of  Pompey,  Cardiff,  and  Apulia  Station 
in  10  square  mile  area,  rapidly  growing.  Hospital 
at  Syracuse  7 miles.  When  privileges  may  be  ob- 
tained is  undetermined.  Opening  for  town  health 
officer.  Opening  available  for  school  physician. 
Contact  Mrs.  Marion  Leckonby,  c/o  Dr.  Leo  E. 
Gibson,  831  James  Street,  Syracuse  (phone  Syracuse 
9-2849);  Mr.  Charles  Adsitt,  Town  Supervisor 
(phone  OR  7-3107);  Miss  Bernice  Amidon  (phone 
OR  7-7562). 

Ontario  County 

Hall. — Population  300;  population  2,000  within 
surrounding  prosperous  farming  area.  Midway  be- 
tween Penn  Yan  and  Geneva,  each  about  8 miles 
distant.  Fifty-bed  hospital  at  Penn  Yan;  80-bed 
hospital  at  Geneva.  Rochester  45  miles;  Syracuse 
50  miles.  Contact  Dr.  Ray  E.  Deuel,  Jr.,  508 
Castle  Avenue,  Geneva,  or  Mr.  Joseph  Robson,  Hall. 

Honeoye.  -Population  2,500  in  winter  and  4,500 
in  summer  in  8-mile  radius.  Hospital  privileges  in 
thirty  days  at  Canandaigua,  18  miles  away.  Open- 
ing for  town  health  officer  and  school  physician. 
Contact  Rev.  P.  L.  Graham,  D.D.,  Secretary, 
Honeoye  Men’s  Club,  33  Main  Street,  Honeoye 
(phone  Honeoye  2353). 

Orange  County 

Greenwood  Lake. — Population  2,000  in  winter 
and  20,000  in  summer  in  a 5-mile  radius.  Privileges 
in  hospitals  8 miles  distant  about  three  weeks  after 
application.  Opening  for  school  physician.  Contact 
Mr.  Frederick  F.  Salvidge,  Box  55,  Greenwood  Lake 
(phone  Greenwood  Lake  7-2721). 

Unionville. — Population  500;  additional  400 
population  within  8-  or  10-mile  radius.  Hospital  at 
Sussex,  New  Jersey,  8 miles;  two  at  Middletown, 
New  York,  13V2  miles.  Contact  Mrs.  Julia  Roche, 
Postmistress,  Unionville. 

Warwick. — Population  9,828  in  10-mile  radius. 
Immediate  privileges  in  three  hospitals  10  to  20  miles 
distant.  Contact  Mrs.  A.  R.  Hicks,  30  Oakland 
Avenue  (phone  Warwick  55-4042).  Mrs.  Hicks  has 
large  house  near  school  on  main  street;  five  and 
one-half  room  apartment  on  second  floor,  five-room 
doctor’s  office  on  first  floor.  Gas  furnace,  four  exits, 
soundproof,  rubber  tile  floor. 

Oswego  County 

Altmar. — Population  2,300  to  3,000  in  8-mile 
radius.  Hospitals  38  miles  away.  Opening  for 
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town  health  officer  in  Albion  and  for  school  physician 
in  Altmar  and  Williamstown.  Contact  Mr.  Nor- 
man B.  Spear,  Supervisor,  Town  of  Albion,  Altmar; 
Mr.  Andrew  Ferguson,  Altmar;  or  Mr.  Eric 
Kruepke,  Pulaski,  and  confirm  with  postal  card  to 
Mr.  Andrew  Ferguson,  Secretary,  Altmar  Chamber 
of  Commerce,  Altmar. 

Otsego  County 

Otego. — Population  3,000  in  6-mile  radius.  Fox 
Memorial  Hospital  (95  beds)  at  Oneonta  8 miles; 
Mary  Imogene  Bassett  Hospital  at  Cooperstown  39 
miles;  a 58-bed  hospital  in  Sidney  16  miles.  Posi- 
tions as  local  health  officer  and  school  physician 
available.  Contact  Mr.  Thomas  Joyce,  Secretary, 
Otego  Rotary  Club,  Otego. 

Putnam  County 

Brewster. — Population  8,000  to  10,000  in  radius 
of  5 to  8 miles.  Hospitals  8,  10,  and  17  miles  distant. 
Position  of  school  physician  is  rotated  among  local 
doctors.  Possible  opening  for  town  health  officer. 
Contact  Herman  H.  Donley  & Son,  35  Main  Street, 
Brewster  (phone  Brewster  9-6481  or  9-2428). 

Mahopac. — Population  approximately  3,000  in  5- 
to  7-mile  area.  Physician  may  obtain  privileges  in 
Mahopac  Hospital  after  one  year.  Contact  Dr. 
Matthew  Jacobs,  Mahopac,  (phone  Mahopac 
8-3535)  or  Dr.  George  Steacy,  Mahopac,  (phone 
Mahopac  8-2041). 

St.  Lawrence  County 

De  Kalb  Junction. — Population  2,500  in  10-mile 
radius.  Hospitals  8 and  18  miles  away  with  almost 
immediate  privileges  for  general  practitioners. 
Possible  openings  as  town  health  officer  and  school 
physician.  Contact  Mr.  Charles  Bush,  Route  1, 
Canton  (phone  Canton  2310);  Mr.  Floyd  Powell,  De 
Kalb  Junction  (phone  De  Kalb  6-F-13) ; Mary  Mar- 
garet Hayes,  De  Kalb  Junction  (phone  De  Kalb 
15-F-21). 

North  Lawrence. — Township  of  Lawrence,  popu- 
lation about  1,625  in  three  villages.  Radius  of  ap- 
proximately 7 miles  east  to  west  and  16  miles  north 
to  south.  Hospitals  at  Massena  18  miles  and  at 
Malone  and  Potsdam  22  miles.  Contact  Mr.  Robert 
E.  Driscoll,  Town  Supervisor,  Lawrence. 

Saratoga  County 

Galway. — Population  2,500  in  6-mile  radius.  Im- 
mediate privileges  in  hospitals  12  miles  away.  Open- 
ings for  town  health  officer  and  school  physician 
available.  Contact  Dr.  Nicholas  Panin  (Tulip 
2-1251);  Mr.  Harry  M.  Hathaway,  Galway  Com- 
munity Men’s  Club,  R.F.D.  4,  Amsterdam. 

Mechanicville. — Population  8,000  plus.  Hos- 
pitals 10  and  15  miles  distant.  Industrial  positions 
may  be  available.  Contact  Dr.  Claire  K.  Amyot, 
Secretary,  Medical  Society  of  the  County  of  Sara- 
toga, 54  Greenfield  Avenue,  Saratoga  Springs. 

Waterford. — Population  3,000  plus.  Hospitals 
10  and  15  miles  distant.  Contact  Dr.  Claire  K. 


Amyot,  Secretary,  Medical  Society  of  the  County  of 
Saratoga,  54  Greenfield  Avenue,  Saratoga  Springs. 

Schenectady  County 

Pattersonville. — Population  about  1,300.  Two 
hospitals  at  Schenectady  and  two  hospitals  at  Am- 
sterdam, each  about  7 miles  distant.  Contact  Mr. 
W.  Eriksen,  R.  D.  #1,  Pattersonville  (phone  Tulip 
7-8776). 

Steuben  County 

Cohocton. — Population  3,000  to  5,000  in  9-mile 
area.  Immediate  privileges  in  hospitals  8 and  15 
miles  distant.  Opportunity  for  town  health  officer, 
school  physician,  and  part-time  industrial  physician. 
Contact  Dr.  D.  W.  Barton,  Cohocton. 

Sullivan  County 

Grahamsville. — Population  about  2,500  in  radius 
of  10  or  12  miles,  including  Neversink,  Claryville, 
Sundown,  and  Grahamsville.  Grahamsville  popula- 
tion 300.  Hospitals  at  Ellenville  16  miles;  two  hos- 
pitals at  Monticello  18  miles,  and  two  hospitals  at 
Liberty  14  miles.  Contact  Mr.  Robert  Many, 
Grahamsville  (phone  Grahamsville  2941). 

Washington  County 

Hartford. — Population  1,308.  Surrounding  terri- 
tory includes  towns  of  Argyle  and  Hebron.  Posts 
as  school  physician  and  town  health  officer  (New 
York  State  Department  of  Health)  will  be  available. 
Possibility  of  bonus  from  town  of  Hartford.  Con- 
tact Mr.  Howard  Hanna,  Town  Clerk,  Hartford. 

Salem. — Population  4,000  in  10-mile  radius.  Im- 
mediate privileges  in  medicine,  obstetrics,  and  minor 
surgery  at  Cambridge  Hospital  12  miles  and  Gran- 
ville 18  miles.  Opening  for  town  health  officer 
covering  Salem,  Hebron,  and  Jackson;  for  school 
physician  in  Salem;  also  for  physician  for  Wash- 
ington County  jail.  Contact  Dr.  Ward  S.  Jenkins 
(phone  Salem  3202);  Dr.  Gerald  Fincke,  Salem; 
Mr.  Donald  Hanks,  Salem;  Mr.  Julian  Orton, 
Salem;  Mrs.  Catherine  Coutter,  Town  Clerk,  Salem, 
or  Dr.  Newton  Krumdieck,  Cambridge. 

Wayne  County 

Palmyra. — Population  3,800  in  10-  to  15-mile 
radius.  Hospitals  at  Newark  6 miles  and  Canan- 
daigua 14  miles.  Privileges  available  any  time. 
Contact  Mr.  J.  R.  Hagaman,  145  West  Main  Street, 
Palmyra  (phone  Palmyra  235). 

Savannah. — Population  1,500  to  2,000  in  radius 
of  12  to  15  miles.  Hospitals  at  Lyons  12  miles  and 
Auburn  17  miles.  Privileges  may  be  obtained  at 
once.  Positions  of  town  health  officer  and  school 
physician  available  in  Savannah.  Contact  Mrs. 
R.  O.  Jackson,  Savannah,  and  Mr.  Phil  N.  Rose- 
krans,  Administrator,  Lyons  Hospital,  122  Broad 
Street,  Lyons. 

Williamson. — Population  18,000  in  10-mile  radius. 
Immediate  privileges  in  hospitals  6,  16,  and  25 
miles  distant.  Contact  Mr.  Charles  J.  Dittmar 
(phone  Williamson  6072)  or  Doris  M.  Pallister 
(phone  Williamson  3731). 
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Yates  County 

Middlesex. — Population  1,300;  1,800  in  summer 
in  10-mile  area.  Privileges  in  hospitals  12  and  14 
miles  away  after  short  probation  period.  Position 
as  towm  health  officer  available  December  31,  1957. 
Opening  for  school  physician  will  be  available. 


Openings  in  industry  with  Emerson  Produce  and 
Comstock  Canning  in  Rushville.  Contact  Rev.  T. 
McGlauflin  (phone  Rushville  9F21);  Mr.  Wilford 
Kennedy  (phone  Rushville  99F31);  Mrs.  G.  S. 
Eaton  (phone  Rushville  85F21).  Address  for  all  is 
Middlesex. 


SPECIAL  PRACTICE 


Broome  County 
Dermatologist 

Johnson  City. — Population  about  250,000.  Hos- 
pitals in  5-mile  radius  with  immediate  privileges. 
Contact  Mr.  Robert  L.  Eckelberger,  Director,  Endi- 
cott  Johnson  Medical  Department,  33-57  Harrison 
Street,  Johnson  City  (phone  7-1211). 


Genesee  County 
Psychiatrist 

Batavia. — Population  20,000.  Immediate  privi- 
leges in  two  hospitals  in  Batavia.  Contact  Dr. 
Tannenberg.  Genesee  Laboratory,  Main  Street, 
Batavia. 


Orange  County 
Psychiatrist 

Central  Valley. — Population  2,500.  Staff  psychia- 
trist for  Falkirk  in  the  Ramapos,  a psychiatric  hos- 
pital. Hospitals  10,  16,  and  20  miles  distant.  Pos- 
sible opening  with  school.  Contact  Dr.  T.  W. 
Neumann,  Jr.,  Physician  in  Charge,  Falkirk  in  the 
Ramapos,  Central  Valley  (phone  Highland  Mills 
2256). 

Rockland  County 
Resident  Physician 

Grand  View. — Twenty-five  miles  from  New  York 
City.  Resident  physician  in  Jewish  Home  for  Con- 
valescents. Contact  Mr.  Harry  D.  Cohen,  c/o 
Victory  Dress  Co.,  311  Mountain  Road,  Union  City, 
New  Jersey  (phone  Union  7-5758). 


All  happy  families  resemble  one  another;  every  unhappy  family  is  unhappy  in  its  own  way. — 

Tolstoy 
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Rochester  Academy  of  Medicine — The  annual 
meeting  of  the  Rochester  Academy  of  Medicine  was 
held  on  May  7 in  the  Academy  auditorium. 

The  Academy’s  highest  award,  the  Albert  David 
Kaiser  Award  for  distinguished  service  in  medicine, 
public  health,  or  community  welfare,  was  presented 
to  Dr.  William  Sharp  McCann  by  Dr.  Steams  S. 
Bullen,  Sr.,  chairman  of  the  honorary  awards  com- 
mittee. Dr.  Edward  T.  Wentworth  received  an 
honorary  life  fellowship  and  was  cited  by  Dr.  Henry 
B.  Crawford.  Dr.  Rufus  B.  Crain  was  presented 
with  an  award  of  merit.  His  citation  was  read  by 
Dr.  James  H.  Sterner. 

The  Paine  Drug  Award  of  S200  went  to  Dr.  W. 
Andrew  Dale  for  his  paper  titled  “Ligation  of  the 
Inferior  Vena  Cava  for  Thrombo-Embolism” ; the 
$200  Rochester  Regional  Hospital  Council  Award 
for  Doctors  was  divided  among  Dr.  John  H.  Rem- 
ington for  his  paper  titled  “Prevention  of  Ureteral 
Injury  in  Pelvic  Surgery”  and  Dr.  Burt  is  B.  Breese 
and  Dr.  Frank  A.  Disney  for  their  paper,  “The  Com- 
parative Effectiveness  of  Oral  and  Parenteral  Peni- 
cillin in  the  Treatment  of  Streptococcal  Infections.” 
The  Monroe  Pharmacy  Award  of  S200  was  shared 
by  Dr.  Gerald  C.  Cosens  for  his  paper,  “Gastro- 
intestinal Pseudoleukemia,”  and  Dr.  Hillel  L.  Horn 
for  his  paper,  “Pheochromocvtoma.” 

The  B.  A.  Cramer  Memorial  Prize  Award  of  S200 
went  to  Dr.  Bryan  W.  Robinson  for  his  paper 
“Histaminic  Cephalgia,”  and  honorable  mention 
went  to  Dr.  Thomas  Sneed  for  his  paper  “Liver 
Biopsies.”  The  Rochester  Eye-Bank  and  Research 
Society  Award  of  $250  was  presented  to  Dr.  Eugene 
Emerson  for  his  paper,  “Retinitis:  Pigmentosa  or 

Rubella?,”  and  honorable  mention  went  to  Dr. 
Robert  E.  Kenned}-  for  his  paper,  “Vitreous  Changes 
and  Macular  Degeneration  Following  Cataract 
Surgery.” 

American  Psychiatric  Association — The  American 
Psychiatric  Association  has  set  up  a project  to  study 
ways  by  which  a greater  understanding  of  psychiatry 
can  be  conveyed  to  physicians  in  general  practice. 
The  project  has  been  made  possible  by  a grant  from 
the  National  Committee  Against  Mental  Illness.  A 
liaison  committee  with  the  American  Academy  of 
General  Practice  will  serve  the  project  in  an  advisory 
capacity. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  March  were: 
Albany — Dr.  Jeffery  Wiersum;  Amenta — Dr.  Ed- 
ward A.  Larkin:  Astoria — Drs.  Daniel  Chillag, 
Martin  Dollin,  and  Bruno  Grossman;  Bayside — Drs. 


Evelyn  Apogi,  Charles  H.  Ellard,  Jr.,  and  Isidore  L. 
Epstein;  Beacon — Drs.  Donato  A.  Astone,  John  F. 
McNeill,  J.  Slocum,  and  Charles  F.  Wolf  ; Bingham- 
ton— Drs.  Robert  E.  Ahearn,  Herbert  Bandell, 
Frank  A.  Baumann,  Clifton  H.  Berlinghof,  Frank  D. 
Conole,  Howard  W.  Davis,  Wilbur  M.  Dixon,  F.  R. 
Fenning,  Charles  F.  Hawley,  Ernest  F.  Hock,  James 
F.  Johnson,  Philip  H.  Landers,  Stephen  Major, 
Ben  L.  Matthews,  Charles  A.  Mossew,  Stephen  F. 
Nagyfv,  Charles  S.  Ness,  Leon  G.  Paves,  Alfred  E. 
Peterson,  John  H.  Robertson,  Myrtle  M.  Wilcox, 
James  B.  Woodruff,  and  B.  I.  Wulff;  Brasher  Falls — 
Dr.  R.  L.  Cudlipp,  Jr.;  Brock-port — Drs.  Wilfrid  H. 
Ferguson  and  Carl  C.  Sansocie;  Bronx — Drs.  S.  C. 
Levine  and  L.  K.  Rainsford;  Camden — Dr.  Daniel 
Simmons;  Camillus — Drs.  Alice  Jaros  and  John  J. 
Keefe:  Canandaigua — Drs.  Henry  Buxbaum,  Fran- 
cis W.  Kelly,  Carl  B.  Smith,  and  James  A.  String- 
ham;  Canastota — Drs.  George  S.  Pixley  and  John 
Sullivan;  Carle  Place — Dr.  L.  I.  Kaplan;  Chenango 
Bridge — Drs.  James  A.  Robertson,  Jean  C.  Smith, 
and  Robert  W.  Smith. 

Also:  Clinton — Dr.  James  E.  Campson;  Coopers- 
town — Drs.  James  Mithoefer  and  Olaf  J.  Severud; 
Dansville — Drs.  A.  J.  Townsend  and  L.  G.  Wagner; 
Deposit — Dr.  Clayton  M.  Axtell;  Ellenville — Drs. 
Anthony  Ruggiero  and  Henry  W.  Weiss;  Elmhurst — 
Drs.  Stanley  Altschuler  and  Jessie  Labanowski; 
Endicott — Drs.  Emil  Ekstein,  Herta  Ekstein,  and 
Dante  Tocco;  F airport — Dr.  John  Kraai;  Far  Rock- 
away — Dr.  Victor  F.  Lief;  Flushing — Drs.  Milton  R. 
Aisenson,  Joseph  F.  Ascione,  William  E.  Berkeley, 
Albert  J.  Bojohr,  Leonard  J.  Brandman,  Thomas  L. 
Burns,  B.  Colton,  Louis  T.  Cornacchia,  John  N. 
DeHoff,  Abraham  Dumanis,  Joseph  A.  Gaetane, 
Abraham  M.  Goldman,  Murray  Goodfriend,  R.  V. 
Grieco,  Jerome  L.  Jacoby,  Samuel  B.  Lerman,  and 
Zareh  Megirian;  Forest  Hills — Drs.  Herta  H.  Baruch, 
Jerome  D.  Blumberg,  Milton  Dillon,  John  J. 
Drueker,  Leon  Falik,  Norman  Goldfarb,  Leo  A. 
Green,  Norman  Horwitz,  Alice  Howitt,  Elias  W. 
Langs,  Vincent  D.  Larkin,  Jerome  L.  Leon,  Albert 
Lesser,  and  Alfred  C.  Levin;  Geneseo — Drs.  Julia 
Delehantv  and  John  D.  Mould;  Germantown — Dr. 
P.  Wanning. 

Also:  Glens  Falls — Drs.  Stanley  L.  Edmunds, 

James  Glenn,  Jr.,  C.  F.  Hawkins,  James  B.  Shields, 
and  Saul  Yafa;  Glen  Oaks — Dr.  Irving  Kit  tell; 
Gloversville — Drs.  Edward  S.  Holcomb,  Robert  K. 
Lenz,  and  Everett  N.  Perkins;  Gouverneur — Dr. 
A.  E.  Head;  Great  Neck — Drs.  Betty  Bryman, 
Richard  P.  Giliberty,  Sylvia  B.  Okon,  Gary  A. 
Piccione,  and  M.  Silbert;  Hamilton — Dr.  George 
Gillmore;  Heuvelton — Dr.  G.  C.  Alverson,  Jr.: 
Hilton — Dr.  Charles  R.  Keller,  St.;  Hollis — Dr.  R.  R. 
DeNicola;  Honeoye  Falls — Dr.  Niels  Madsen; 
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Hurley — Dr.  Elbert  H.  Loughran;  Hyde  Park — Dr. 
Henry  S.  Hirst;  Ilion — Dr.  L.  Merson;  Jackson 
Heights — Drs.  Isidor  Black,  M.  A.  Crews,  Ralph 
DeNicola,  Aaron  Feder,  William  Filler,  Paul  Gold, 
and  Carl  C.  Salzman;  Jamaica — Drs.  Kurt  Adler, 
Michael  Bevilaequa,  Rocco  P.  Bevilacqua,  Ernani 
D’Angelo,  Frank  N.  Dealy,  Albert  H.  Douglas, 
Harry  H.  Epstein,  Harry  A.  Feigenbaum,  Francis 
A.  Gagliardi,  Irene  Garrow,  Otto  Gitlin,  Louis  W. 
Granirer,  Otto  T.  Hofmeister,  George  H.  Kittell,  and 
Frank  Lamberta;  Johnson  City — Drs.  James  J. 
McGuire,  T.  W.  Nowicki,  Jr.,  N.  R.  Occhino,  Rosine 
M.  Silberer,  and  Dean  D.  Smith;  Kerhonkson — Dr. 
Alfred  M.  Feldshuh;  Kew  Gardens — Drs.  Murray 
Fuhrman  and  George  T.  Golding;  Kingston — Drs. 
Vincent  P.  Amatrano,  H.  Boyd,  Shirley  A.  Collins, 
John  A.  Cooke,  Jr.,  William  J.  Cranston,  M.  B. 
Downer,  F.  W.  Holcomb,  Sr.,  Herbert  B.  Johnson, 
Francis  LoGalbo,  Habeeb  Z.  Maroon,  Sam  Z. 
Maroon,  Harry  C.  McNamara,  Douw  S.  Meyers, 
Robert  F.  Moseley,  Francis  E.  O’Connor,  John  A. 
Olivet,  Harold  L.  Rakov,  John  R.  Roberts,  Edward 
F.  Shea,  and  Ted  R.  Smalldon;  Lake  Success — Dr. 
Alfred  R.  Ernst;  Liberty — Drs.  M.  A.  Baker, 
Abraham  D.  Etess,  Deming  Payne,  Lee  R.  Tomp- 
kins, Sirkka  E.  Vuornos;  Little  Falls — Drs.  George 
A.  Burgin,  Joseph  W.  Conrad,  and  H.  D.  Vickers; 
Little  Neck — Dr.  Hermann  Brenner;  Livingston 
Manor — Dr.  Morris  A.  Denman;  Long  Island  City — 
Drs.  Herbert  Bermont,  Reuben  M.  Dicker,  Rosario 
F.  Drago,  and  Herbert  Greening;  Marcy — Dr. 
George  L.  Warner;  Maspeth — Dr.  Maurice  Chassin; 
Massena — Drs.  Philip  Mardon,  G.  W.  Sandiford, 
and  L.  C.  Weston;  Middle  Village — Dr.  Horace 
Chaitin;  Millerton — Drs.  Michael  J.  Badeen  and 
Gilbert  S.  Tabor;  Mineville — Dr.  Oscar  Greene. 

Also:  Monticello — Drs.  Morris  A.  Cohn,  Stanley 
A.  Kornblum,  and  Julius  Schwarz;  Morrisville — Dr. 
Frank  Matthias;  Munnsville — Dr.  Fred  Feldman; 
Newport — Drs.  Leo  L.  Heller  and  Timothy  J. 
Howard;  New  York  City — Drs.  Isidore  Arons,  B.  I. 
Ashe,  Louis  Barash,  Sara  Bass,  G.  Bonaccolto,  F. 
Bracken,  William  D.  Brandon,  W.  Bronson,  Robert 
Brown,  George  Z.  Carter,  John  M.  Converse,  James 
T.  Daniels,  Dimitry  S.  Dibich,  Simon  Elisberg, 
Joseph  J.  Eller,  William  D.  Eller,  Emil  Endreny, 

C.  R.  Franldin,  Isidore  Freed,  W.  G.  Frey,  Jr., 
Jacob  Friedman,  A.  M.  Gaulocher,  Francis  G.  Geer, 
Myer  E.  Golan,  Ernst  Gold,  Jacob  M.  Goldstein, 
Jerome  J.  Goldstein,  Maurice  F.  Goodbody,  Halford 
Hallock,  L.  J.  Hatterer,  Albert  C.  Herring,  Raymond 
W.  Houde,  Suzanne  Howe,  Robert  M.  Hui,  George 
H.  Hyslop,  Edward  Jacobs,  Rita  Jacobs,  Max 
Jacobson,  C.  Jernakoff,  Michael  J.  Jordan,  Edward 

D.  Joseph,  Walter  J.  Karwowski,  George  L.  Kauer, 
Jr.,  John  J.  Keating,  F.  T.  Kirkham,  Jr.,  Marion  D. 
Laird,  Raphael  Landau,  Norman  F.  Laskey,  Thomas 

E.  Lee,  Michael  J.  Leport,  Milton  I.  Levine, 
Alfonso  A.  Lombardi,  Jere  W.  Lord,  Jr.,  M.  S. 
Mahler,  Maxwell  Maltz,  A.  L.  Mancini,  Lazar 
Margulies,  John  J.  Mead  III,  Isidore  Miller,  Howard 
Millstein,  Bela  Mittelmann,  Bertram  F.  Moore, 
Peter  M.  Murray,  Carl  Muschenheim,  Irving  New- 
man, Edward  W.  Norton,  Irwin  Nydick,  Conrad  M. 
Ollendorf,  Kermit  E.  Osserman,  Louis  Z.  Pampel- 


lonne,  Harold  E.  Pardee,  Blaise  Pasquarelli,  Myron 
C.  Patterson,  Nancy  M.  Peters,  Richard  N.  Pierson, 
Murray  Polsky,  and  Harry  R.  Potter. 

Also:  Drs.  Pro  V.  Prewitt,  Eda  L.  Priest,  Leon- 
ard J.  Raider,  Loton  H.  Rasmussen,  Elise  Renning, 
Charles  Ressler,  C.  P.  Rhoads,  Harmon  T.  Rhoads, 
Jr.,  Alfred  A.  Richman,  Robert  Richman,  Nathan 
Robbins,  L.  J.  Roose,  James  A.  Rosen,  Grant 
Sanger,  Albert  C.  Santy,  Irving  A.  Sarot,  Leo  M. 
Satlof,  Theresa  Scanlan,  Lewis  Schachne,  Maurice 
W.  Schachtel,  Henry  M.  Scheer,  A.  Schiff,  Arthur 
Schifrin,  Fred  J.  Schilling,  Jr.,  Herman  Schneck, 
Edward  F.  Schortman,  Sigmund  Schutz,  Irving 
Schwartz,  Otto  F.  Schwartzer,  Charles  D.  Schwarz, 
David  Schwimmer,  John  Scudder,  T.  R.  Seidman, 
Matthew  Shapiro,  Edward  Sheckman,  David  E. 
Silberman,  Sidney  Silver,  William  V.  Silverberg, 
Sidney  M.  Silverstone,  Ellen  I.  Simon,  Irwin  E. 
Siris,  Harry  P.  Smith,  James  J.  Smith,  Stuart  S. 
Synder,  Anthony  Spinelli,  J.  J.  Squire,  Maus  W. 
Stearns,  Jr.,  C.  R.  Straatsma,  Eugene  Streim,  John 

L.  Sullivan,  Ralph  M.  Sussman,  Nathan  Tandet, 
Henry  M.  Taterka,  Henry  K.  Taylor,  John  A.  Taylor, 

M.  Termini,  Clara  Thompson,  Morris  Touriel, 
Maurice  Tulin,  Arnold  I.  Turtz,  Charles  A.  Turtz, 
Lester  J.  Unger,  Harry  E.  Ungerleider,  B.  M.  Vance, 
Louis  Venet,  Bettina  Warburg,  Jerome  P.  Webster, 
David  M.  Weeks,  Samuel  Weiss,  H.  L.  Wenger, 
Irja  E.  Widenius,  Seymour  F.  Wilhelm,  Bvard 
Williams,  George  N.  Wise,  Herbert  Zerner,  and 
Judah  Zizmor. 

Also:  Northville — Dr.  Kumjian  A.  Durand; 

Norwood — Dr.  Henry  Vinicor;  Nunda — Dr.  H. 
Schneckenburger;  Oneida — Drs.  Howard  Beach, 
Richard  J.  Rebasz,  and  J.  F.  Rommel,  Jr.;  Oneonta— 
Drs.  Joseph  T.  Eagan  and  N.  L.  Holowach;  Oswego — 
Drs.  Jerry  J.  Belden,  Umbert  Cimildora,  Milton  W. 
Kogan,  and  Olin  J.  Mowry;  Parishville — Dr.  Max 
Thaler;  Pearl  River — Drs.  Thomas  Cassara  and 
Anthony  Noto;  Pine  Plains — Dr.  Walter  W.  Wicks; 
Plattsburgh — Drs.  Leonard  J.  Schiff  and  Daniel  H. 
Webster;  Port  Richmond — Dr.  Isadore  E.  Cooper; 
Potsdam — Dr.  William  Carson;  Poughkeepsie — Drs. 
James  R.  Breed,  Samuel  Breslow,  John  I.  Cotter, 
James  S.  Fishier,  Harry  V.  Hanley,  Jr.,  Raymond 
Koloski,  Reuben  T.  Lapidus,  Jerome  Lehner,  Wil- 
liam H.  Liesenbein,  Donald  Malven,  Melvin  Matlin, 
B.  A.  Perrino,  John  F.  Rogers,  Albert  A.  Rosen- 
berg, Emil  A.  Stoller,  James  J.  Toomey,  Helen  E. 
Van  Alstine,  and  George  J.  Ward;  Pulaski — Dr. 
A.  B.  Thompson;  Queens  Village — Drs.  Frank  M. 
Criden,  Mario  M.  DeMarco,  and  Henry  E.  Illick; 
Redwood — Dr.  Joseph  R.  Recupero;  Rego  Park — 
Drs.  Martin  Gold  and  Harold  N.  Levine;  Rhinebeck 
— Drs.  Martin  J.  Poppo  and  William  G.  Thompson; 
Richmond  Hill — Dr.  Arthur  P.  Ahrens;  Rochester— 
Drs.  Ralph  E.  Alexander,  Donald  G.  Anderson, 
Alfred  J.  Angelico,  Barbara  Arthur,  Wilford  W. 
Berge,  Mary  J.  Bird,  George  R.  Bodon,  Flovd  C. 
Bratt,  Richard  J.  Brzustowicz,  Stearns  S.  Bullen, 
Sr.,  John  W.  Colgan,  John  E.  Connor,  Jerome 
Cowen,  Francis  J.  Crimmings,  William  M.  Daly, 
Lavelle  P.  Davlin,  Alfred  G.  Ebel,  S.  S.  Feldman, 
Ernest  J.  Field,  Thomas  F.  Gallagher,  James  F. 
Gardner,  Michael  J.  Gerbasi,  Edward  G.  Harden- 
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brook,  J.  P.  Henry,  Roy  F.  Herrman,  A.  G.  Ide, 
Louis  A.  Iuppa,  John  Jameson,  Frank  L.  Jedd, 
Harry  D.  Kingsley,  Joseph  Lane,  Louis  L.  Lapi,  and 
C.  G.  Lenhart. 

Also:  Angelo  J.  Madonia,  E.  Martin,  W.  S. 

McCann,  T.  P.  Merrick,  Isadore  Messinger,  Thomas 
W.  Morgan,  M.  J.  Moskowitz,  C.  S.  Nash,  Harry  I. 
Norton,  Edward  B.  Nugent,  Davis  S.  Parker, 
Norman  J.  Pfaff,  Anthony  J.  Pizzarelli,  Paul  W. 
Preu,  Michael  E.  Pulcino,  Libby  Pulsifer,  M.  Rath- 
bun,  Francis  C.  Regan,  Edward  C.  Riley,  Andries  I. 
Roodenburg,  Peter  K.  Sabey,  Raymond  J.  Simmons, 
Bernard  P.  Soehner,  Louis  H.  Spector,  Sydney 
Stonehill,  Leo  F.  Stornelli,  E.  E.  Strobino,  Charles 
C.  Teresi,  Alvin  L.  Ureles,  Henry  F.  Usdin,  Duane 
B.  Walker,  Jean  D.  Watkeys,  James  S.  Watson,  Jr., 
Floyd  S.  Winslow,  W.  M.  Witherspoon,  and  F.  N. 
Zuck;  Rome — Drs.  Walter  I.  Akana,  John  B.  De- 
Long,  Milton  Dorfman,  Ivan  Hay,  Eugene  A. 
Kaskiw,  F.  J.  Mahrer,  James  H.  McDonough,  Dan 
Mellen,  Lois  C.  Menzies,  Joseph  P.  Ostrowski, 
Edwin  P.  Russell,  Jr.,  Martin  M.  Sanders,  and 
Arthur  G.  Schwartz;  St.  Albans — Dr.  Harold  J. 
Egan;  Schenectady — Drs.  Louis  R.  Biagi,  Mario 
Bonaquist,  William  H.  Brown,  Ernest  A.  Cerasano, 
John  L.  Clowe,  D.  A.  DeLisa,  Jacob  Frumkin, 
Seymour  A.  Horwitz,  Ralph  E.  Isabella,  Stuart  F. 
MacMillan,  Frank  L.  Marting,  Raymond  A. 
Maslyn,  Stephen  C.  Meigher,  Kurt  H.  Meyerhoff, 
Kencil  L.  Mitton,  Shehab  Rahavy,  C.  F.  Rourke, 
H.  M.  Rozendaal,  S.  B.  Scrafford,  Jr.,  and  Michael 
Slovak;  Scottsville — Dr.  C.  R.  Pearson;  Sherrill — 
Dr.  T.  J.  Prowda;  Sidney — Dr.  Robert  H.  Gelder; 
Spring  Valley — Dr.  James  A.  Dingman;  Staten 
Island — Drs.  Charles  N.  Accettola,  Louis  A. 
D’Alecy,  Walter  T.  Heldmann,  Leif  G.  Jensen,  Ellen 
Jiroudek,  Michael  S.  Rapp,  Conrad  T.  Schroeder, 
Joseph  F.  Shanaphy,  Joseph  S.  Sidoti,  and  Richard 
M.  Silberstein. 

Also:  Stone  Ridge — Dr.  Anthony  Tocco;  Suffern 
— Dr.  Frank  J.  Errico  and  Harold  W.  Grosselfinger; 
Syracuse — Drs.  David  W.  Bennett,  Wesley  H. 
Bradley,  David  W.  Brewer,  Alfred  W.  Doust, 
Michael  J.  Elwood,  Irving  L.  Ershler,  Clara  H. 
Gregory,  Charles  H.  Hitchcock,  Gordon  D.  Hoople, 


Harry  Levitt,  Richard  H.  Lyons,  George  M.  Raus,  j 
Robert  H.  Rowner,  and  Lee  R.  Stoner;  Ticonderoga  , 
— Drs.  Thomas  R.  Cummins  and  Rudolph  J.  j, 
Martin;  Tivoli — Dr.  David  E.  Block,  Tuckahoe — Dr.  y 

Seymour  Golden  berg;  T upper  Lake — Dr.  James  F.  ^ 
Martin;  Utica — Drs.  Robert  D.  Brennan,  Vincent  de  y 
Lalla,  Jr.,  Walter  F.  Duggan,  Eliot  M.  Friedman,  , 
Robert  C.  Hall,  Alfred  Heymann,  P.  Montesano, 

P.  S.  Mullins,  John  W.  Platt,  L.  H.  Thomas,  H.  B.  1 

Van  Deusen,  and  Joseph  J.  Witt;  Vestal — Drs.  4 

Manuel  A.  Angulo  and  Charles  R.  Minch;  Wallkill — 

Dr.  Ira  Wickner;  Walton — Dr.  Walter  E.  Eells;  ^ 
Watertown — Drs.  Walter  S.  Atkinson,  James  L. 
Crossley,  Warren  W.  Daub,  James  A.  Fitzgerald, 
and  Murray  M.  Gardner;  Waterville — Dr.  E.  D. 
Battles;  Webster — Drs.  Jason  O.  Cook  and  Donovan 
Jenkins;  Wellsville — Drs.  Edwin  F.  Comstock  and 
Irwin  Felsen;  Whitestone — Dr.  C.  J.  Cohen;  Wood- 
haven — Drs.  Sol  Axelrad  and  G.  A.  Distler,  and 
Woodside — Drs.  Raymond  M.  Abrams,  E.  M.  Feller, 
and  Leo  Lefkowitz. 

Chronic  Alcoholism  Program — A $168,000  pro- 
gram to  attack  the  problem  of  chronic  alcoholism 
will  be  undertaken  during  the  coming  year  by  the 
New  York  State  Interdepartmental  Health  Re- 
sources Board,  Dr.  I.  Jay  Brightman,  executive 
director  of  the  Board,  has  announced.  The  program 
will  be  directed  along  the  lines  of  education,  re- 
search, training,  and  clinical  demonstration. 

Because  of  the  difficulty  in  finding  trained  person- 
nel to  work  on  local  alcoholism  programs,  the  Board 
will  provide  fellowships  to  be  made  available  to 
physicians,  social  workers,  nurses,  educators, 
teachers,  guidance  workers,  and  other  professional 
personnel.  The  fellowships  will  be  valued  at  $300 
each,  and  priority  will  be  given  to  persons  who  are 
participating  or  who  plan  to  work  in  community 
education  on  treatment  programs  for  so-called  prob- 
lem drinking. 

In  the  field  of  research,  the  Board  is  already  sup-  5 
porting  a project  at  the  State  University  of  New  I 
York  College  of  Medicine  in  Brooklyn  under  the  h 
direction  of  Dr.  Howard  Potter,  dean  and  director  ii 
of  psychiatry,  and  Dr.  Benjamin  Kissin,  internist.  j b 
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Personalities 


Elected 

Dr.  William  A.  Kelley,  director  of  the  Mount 
Vernon  Hospital,  as  president;  Dr.  A.  A.  Karan, 
director,  Bronx  Hospital,  vice-president,  and  Dr. 
Henry  N.  Pratt,  director,  New  York  Hospital, 
secretary  of  the  Greater  New  York  Hospital  Asso- 
ciation . . . Dr.  Maxwell  H.  Poppel,  president;  Dr. 
John  A.  Evans,  vice-president;  Dr.  Harold  G. 
Jacobson,  secretary,  and  Dr.  Frank  J.  Borelli, 
treasurer,  of  the  New  York  Roentgen  Society. 

Speakers 

Dr.  Peter  A.  Casagrande,  associate  in  orthopedics, 
University  of  Buffalo  School  of  Medicine,  before  the 
physicians  of  Wayne  County  in  Lyons  on  May  10  on 


“Disk  Syndrome  and  other  Orthopedic  Problems” 
. . . Dr.  John  Danehy,  clinical  instructor  in  the  De- 
partment of  Psychiatry,  State  University  of  New 
York  College  of  Medicine  at  Syracuse,  before  the 
Jefferson  County  Medical  Society  on  May  14  on 
“Behavior  Difficulties  in  Adolescents”  . . . Dr.  John 
P.  Luhr,  Buffalo,  consultant  to  the  U.S.  Public 
Health  Service,  before  the  physicians  of  Wayne 
County  in  Lyons  on  May  17  on  “Eye  Disease”  ... 
Dr.  Currier  McEwen,  associate  professor  of  medi- 
cine, New  York  University-Bellevue  Medical 
Center,  New  York  City,  before  the  hospital  staff  of 
the  Veterans  Administration  Hospital  at  Northport, 
on  April  29  on  “Experiences  with  the  Long  Term 
Use  of  Corticosteroids”  . . . Dr.  Harold  C.  Miles, 
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director  of  Monroe  County  Mental  Health  Services, 
before  a combined  meeting  of  the  Finger  Lakes 
Neuropsychiatric  Society  and  the  Central  New  York 
Psychiatric  Society  in  Newark,  on  April  11  on  “The 
Monroe  County  Board  of  Mental  Health — Its 
History  and  Its  Potentialities”  . . . Dr.  Stuart  L. 
Vaughan,  clinical  professor  of  medicine,  Buffalo 
School  of  Medicine,  before  the  physicians  of  Wayne 
County  in  Lyons  on  May  3 on  “Blood  Diseases.” 

Appointed 

Dr.  George  Baehr,  New  York  City,  and  Dr. 
Howard  A.  Rusk,  director  of  the  Institute  of  Physi- 


cal Medicine  and  Rehabilitation  at  the  New  York 
University-Bellevue  Center,  to  six-year  terms  on  the 
State  Public  Health  Council  . . . Dr.  R.  Gordon 
Douglas,  professor  of  obstetrics  and  gynecology  at 
the  Cornell  University  Medical  College,  as  chairman 
of  the  medical  board  of  the  Maternity  Center  Asso- 
ciation, New  York  City  . . . Dr.  Eugene  A.  Mosko- 
witz,  director  of  physical  medicine  and  rehabilitation 
at  Grasslands  Hospital,  as  a consultant  to  the 
Health  Department  . . . Dr.  William  B.  Ober,  Col- 
lege of  Physicians  and  Surgeons,  Columbia  Univer- 
sity, as  director  of  pathology  at  Knickerbocker 
Hospital,  New  York  City. 


MEDICAL  MEETINGS 


Society  of  Facial  Plastic  Surgery 

The  American  Society  of  Facial  Plastic  Surgery 
will  meet  on  June  5 at  8:00  p.m.  at  the  Biltmore 
Hotel,  New  York  City,  during  the  meeting  of  the 
American  Medical  Association.  The  program  will 
include  a paper  and  sound  film  on  “Prognathism” 
by  Dr.  Robert  C.  Seeley  with  a discussion  by  Dr. 
Stanley  Lane,  and  a symposium  on  “Cosmetic 
Surgery  in  the  Aged  and  Ageing.”  The  moderator 
will  be  Dr.  Irving  B.  Goldman,  and  the  discussants 
will  be[Drs.  Alvin  I.  Goldfarb,  Charles  G.  Neumann, 


Lawrence  L.  Palitz,  Joseph  Safian,  and  Frederick 
Zeman.  All  are  from  New  York  City. 

Course  in  Postgraduate  Gastroenterology 

The  American  College  of  Gastroenterology  will 
hold  its  annual  course  in  postgraduate  gastro- 
enterology at  the  Somerset  in  Boston  from  October 
24  through  26. 

For  further  information  and  enrollment  write  to 
the  American  College  of  Gastroenterology,  33  West 
60th  Street,  New  York  23,  New  York. 
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Albany  Medical  College 


Grant — The  U.S.  Public  Health  Service  has 
awarded  a grant  of  $8,278  for  an  additional  year  for  a 
study  of  how  general  anesthetics  influence  a patient’s 
breathing,  which  is  being  conducted  by  Dr.  Charles 


M.  Landmesser,  professor  and  chairman,  Depart- 
ment of  Anesthesiology  at  the  College  and  Anes- 
thesiologist-in-Chief,  Albany  Hospital.  Dr.  Land- 
messer has  been  on  the  faculty  since  1949. 


New  York  Medical  College 


The  12th  of  April  marked  the  ninety-seventh 
anniversary  of  the  College.  Dr.  Douglas  Guthrie, 
University  of  Edinburgh,  medical  historian,  spoke 


on  “The  Adventures  of  William  Harvey  and  His 
Discovery.”  Harvey  proved  the  circulation  of  blood 
in  the  body. 


State  University  of  New  York  College  of  Medicine  at  New  York  City 


Dr.  Pisani  Resigns — Dr.  Joseph  Pisani  resigned 
his  post  as  assistant  dean  of  the  College  of  Medicine 
to  become  full-time  medical  director  of  Bankers 
Trust  Company,  16  Wall  Street,  New  York,  effec- 
tive April  1.  Dr.  Pisani  is  in  charge  of  the  bank’s 
two  health  clinics,  one  in  the  main  office  at  16  Wall 
and  the  other  at  485  Lexington  Avenue,  and  the 
medical  staff  which  at  present  consists  of  6 nurses, 
3 part-time  physicians,  and  a consultant.  He  also 
handles  pre-employment  screening  and  health 
counseling  programs.  Bankers  Trust  Company  is 
among  the  ten  largest  commercial  banks  in  the 
country  and  has  over  6,000  employes. 

At  the  College,  Dr.  Pisani  served  as  assistant 
dean  for  over  six  years  and  was  also  assistant  pro- 
fessor of  medicine.  He  received  his  M.D.  degree 
from  New  York  University  College  of  Medicine. 

April  Symposium — The  third  and  last  of  a series 
of  three  symposia  on  the  historical  development  of 
physiologic  thought  was  held  at  the  Downstate 
Medical  Center,  April  9 to  11.  This  symposium 
dealt  with  “The  Broad  Applications  of  Basic  Con- 
cepts of  Function  in  the  Medical  Sciences.”  Spon- 
sored by  the  faculty  of  the  College,  the  sessions  were 
held  in  the  College’s  new  Basic  Sciences  Building. 

On  April  9,  Dr.  Gregory  Zilboorg,  clinical  profes- 
sor of  psychiatry  at  the  College,  discussed  “Develop- 
ment of  the  Concept  of  Dynamic  Process  in  Psychia- 
try.” At  the  evening  session,  Dr.  Frederick  von 
Bertalanffy,  director  of  the  Biological  Research 
Department,  Psychiatric  and  Psychosomatic  Re- 
search Institute,  Mount  Sinai  Hospital,  Los  Angeles, 
California,  and  medical  historian  and  biophysicist, 
spoke  on  “Modern  Concepts  on  Biological  Adapta- 
tion.” 


For  the  second  day,  Dr.  Bruno  Kisch,  professor 
of  philosophy  and  history  of  science  at  Yeshiva 
University  and  professor  emeritus  of  physiology, 
biochemistry,  and  experimental  medicine  at  the 
University  of  Cologne,  discussed  “What  Keeps 
Men  Alive?  A Survey  of  the  History  of  Thoughts 
About  Life  and  Death.”  “Towards  the  Philosophi- 
cal Study  of  the  Idea  of  Disease”  was  the  topic 
chosen  for  the  evening  session  by  Dr.  Lelland  J. 
Rather,  professor  of  pathology  at  Stanford  Univer- 
sity School  of  Medicine. 

On  April  11,  Dr.  Alfred  Gilman,  professor  of 
pharmacology  at  Yeshiva  University,  Albert  Ein- 
stein College  of  Medicine,  brought  the  symposium 
to  a close  after  his  talk  on  “The  Contribution  of 
Pharmacodynamics  and  Pharmacotherapy  to  Basic 
Physiological  Thought.” 

Alumni  Association — Dr.  Alfred  P.  Ingegno  was 
named  chairman  of  the  Alumni  Funds  Committee 
of  the  Alumni  Association  at  the  College  of  Medicine. 
The  Alumni  Funds  Committee  launched  its  annual 
appeal  for  donations  to  its  Research,  Scholarship 
and  Student  Loan  Fund  from  which  financial 
assistance  is  given  to  worthy  and  needy  students  at 
the  medical  school.  This  year  the  Association  has 
already  made  loans  totalling  $1,400  to  four  students 
and  approved  four  student  summer  research  fellow- 
ships of  $600  each.  A contribution  of  $100  was 
made  to  the  College’s  Research  Society  and  $2,400 
to  the  Department  of  Psychiatry  for  a special  re- 
search project. 

Dr.  Ingegno  is  clinical  associate  professor  of 
medicine  at  the  College  and  an  alumnus  of  the  Class 
of  1933,  at  which  time  the  school  was  known  as  the 
Long  Island  College  of  Medicine. 
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Full  Professor — Dr.  Brian  MacMahon  has  been 
promoted  from  associate  professor  to  professor  of 
environmental  medicine  and  community  health  at 
the  College.  Dr.  MacMahon  received  his  Ph.D. 
and  M.D.  degrees  from  the  University  of  Birming- 
ham, England,  and  was  formerly  a faculty  member  of 
this  University. 

Prior  to  joining  the  College  of  Medicine  as  as- 
sociate professor  in  1955,  Dr.  MacMahon  had  served 
as  visiting  lecturer  in  the  Department  of  Environ- 
mental Medicine  and  Community  Health  during  1953 
to  1954. 

Dr.  MacMahon  is  a past  recipient  of  research 
fellowships  of  the  Medical  Research  Council  of 
Great  Britain  and  of  the  Rockefeller  Foundation, 
the  latter  at  the  Harvard  School  of  Public  Health 
in  1952  to  1953.  Much  of  his  past  research  has  in- 
volved the  study  of  the  role  of  environmental  and 
genetic  influences  in  the  causation  of  congenital 
defect,  and  other  disorders  of  reproduction  and  pre- 
natal development.  His  chief  research  interest  at 
present  is  in  the  natural  history  of  cancer  and  par- 
ticularly of  leukemia. 


This  appointment  creates  a second  full  professor- 
ship in  the  Department  of  Environmental  Medicine 
and  Community  Health  of  which  Dr.  Duncan  W. 
Clark  has  been  chairman  since  1951. 

Visiting  Professor — Dr.  Owen  Wangensteen, 
professor  and  chairman,  Department  of  Surgery, 
University  of  Minnesota,  was  visiting  professor  of 
surgery  at  the  College  of  Medicine  from  April  23  to 
April  27.  Dr.  Wangensteen  received  his  M.D. 
degree  from  the  University  of  Minnesota.  He  is  a 
former  editor  of  Surgery  and  a recipient  of  the 
Samuel  Gross  Award  of  the  City  of  Philadelphia  in 
1935. 

During  his  stay  at  the  College,  Dr.  Wangensteen 
delivered  the  Alpha  Omega  Alpha  lecture  on  April 
24.  His  topic  was  “Bowel  Obstruction.”  On 
April  25,  at  a joint  meeting  of  the  Brooklyn  Surgi- 
cal Society  and  the  College’s  Department  of  Surgery, 
he  spoke  on  “Extended  Operation  for  Alimentary 
Tract  Cancer.”  On  Alumni  Day,  Saturday,  April 
27,  Dr.  Wangensteen  was  a panelist  discussing 
“Peptic  Ulcer:  Its  Medical  and  Surgical  Manage- 
ment.” 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Promotions — Effective  June  1,  Dr.  Robert  B. 
King  assumed  the  position  of  professor  of  surgery. 
Dr.  Charles  Lloyd  was  promoted  to  professor  of 
obstetrics  (endocrinology);  Dr.  Edward  Perl, 
physiology;  Dr.  Richard  Phillips,  psychiatry; 
Dr.  Ibert  Wells,  biochemistry,  and  Dr.  William  H. 
Bergstrom,  pediatrics,  effective  April  1. 

Appointed — Dr.  Raymond  Vanderline,  assistant 
professor  of  biochemistry  and  clinical  biochemist  in 
charge  of  laboratories,  Memorial  Hospital;  Dr. 
Norman  E.  Johnson,  assistant  professor  of  otolaryn- 
gology. 

Speaker — Dr.  Alfred  Farah,  professor  and  chair- 
man, pharmacology,  was  a guest  of  the  Middle 
East  Medical  Assembly  at  a meeting  in  Beirut, 
Lebanon,  May  10  through  12,  where  he  gave  three 


lectures  on  specific  aspects  of  the  Assembly’s 
general  topic  “Cardiovascular  Medicine.” 

Dr.  Martha  M.  Eliot,  professor  and  head,  De- 
partment of  Maternal  and  Child  Health,  Harvard 
University  School  of  Public  Health,  spoke  on  “An 
Approach  to  the  Health  and  Welfare  of  Children — 
The  Work  of  the  Children’s  Bureau,”  on  May  17. 
Assistant  director  general  of  the  World  Health 
Organization  from  1949  to  1951  and  now  U.S. 
Representative  to  the  Executive  Board  of  UNICEF, 
she  was  the  guest  of  the  Syracuse  Chapter  of  Alpha 
Epsilon  Iota,  national  women’s  medical  fraternity 
which  sponsors  a woman  lecturer  recognized  for 
some  contribution  in  the  field  of  medicine  each  year. 
Dr.  Eliot  was  associated  with  the  Children’s  Bureau 
from  1924  to  1956  and  was  appointed  Bureau  Chief 
in  1951. 


When  Liberty  is  gone,  Life  grows  insipid  and  has  lost  its  relish. — Addison 
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James  Parkinson  (1755-1824).  A bicentenary 
volume  of  papers  dealing  with  Parkinson’s  Disease, 
incorporating  the  original  “Essay  on  the  Shaking 
Palsy.”  Edited  by  Macdonald  Critchley,  M.D. 
With  the  collaboration  of  William  H.  McMenemey, 

D. N.,  Francis  M.  R.  Walshe,  M.D.,  and  J.  Godwin 
Greenfield,  M.D.  Duodecimo  of  268  pages,  illus- 
trated. London,  Macmillan  & Co.  (New  York,  St. 
Martin’s  Press),  1955.  Cloth,  $4.50. 

Dr.  Critchley  has  done  the  medical  profession  a 
service  in  reprinting  Parkinson’s  original  essay  along 
with  a fine  biographical  sketch  by  Dr.  McMenemey 
and  essays  on  the  pathology  and  clinical  analysis  of 
the  paralysis-agitans  syndrome  by  the  great  English 
neurologists  J.  G.  Greenfield  and  F.  M.  R.  Walshe. 

James  Parkinson  was  not  only  a great  physician 
but  a great  humanitarian  and  geologist  as  well. 
He  was  a brilliant  writer  who  used  his  pen  skill- 
fully and  daringly  against  the  poverty  and  tyranny 
in  England.  At  the  time  of  the  French  Revolution 
he  wrote  such  things  as  “Although  the  King  is 
esteemed  the  protector,  supporter  and  father  of  his 
people,  he  devoured  daily  as  much  as  would  feed 
50,000  of  his  famishing  children.  . . In  other  coun- 
tries the  most  virtuous  and  good  are  esteemed  the 
most  high  and  illustrious  but  in  Bull-Land  the  titles 
are  often  bestowed  on  the  most  vicious  and  extrav- 
agant.” One  readily  understands  why  he  was 
imprisoned  with  some  other  members  of  the  Cor- 
responding Societies  of  that  day. 

The  essay  on  “The  Shaking  Palsy”  is  an  excellent 
piece  of  clinical  description  and  reasoning.  It 
gives  a good  idea  of  the  knowledge  of  neurologic 
pathology  and  localization  of  that  era. 

The  discussion  of  the  nervous  system  changes  in 
Parkinsonism  is  given  succinctly  with  a historical 
perspective  by  Dr.  Greenfield.  Dr.  Walshe  com- 
ments especially  on  the  clinical  relationship  of  the 
various  Parkinson  syndromes.  He  also  discusses 
the  physiologic  basis  for  tremor,  increased  tone  and 
weakness  in  Parkinsonism. 

The  general  medical  reader  will  find  many  parts 
of  this  book  fascinating  and  he,  along  with  the 
neurologist,  will  find  it  all  very  informative. — 
Arthur  J.  Lapovsky 

Disease  in  Infancy  and  Childhood.  By  Richard 
W.  B.  Ellis,  M.D.  Second  edition.  Large  octavo 
of  710  pages,  illustrated.  Edinburgh  & London, 

E.  & S.  Livingstone,  Ltd.,  (Baltimore,  The  Williams 
& Wilkins  Co.),  1956.  Cloth,  $10. 

Dr.  Ellis  states  in  his  preface  that  this  volume  is 
not  intended  to  be  an  inclusive  work  for  reference, 
but  rather  an  introduction  to  clinical  pediatrics  for 


those  who  are  already  familiar  with  the  natural  his- 
tory of  disease  processes  in  adult  life. 

He  has  planned  the  exposition  carefully  and  well. 
The  commoner  diseases  are  discussed  at  greater 
length  and  in  more  detail.  However,  all  diseases 
required  for  a useful  working  knowledge  of  pediat- 
rics are  included.  In  the  text  treatment  is  covered 
in  a superficial  way  but  at  the  end  of  the  book  a 
chapter  is  devoted  exclusively  to  this  aspect  of  the 
subject. 

All  through  the  descriptions  of  disease  and  treat- 
ment one  is  aware  of  the  editorializing  activities  of 
the  author,  evaluating  the  impact  of  recently  ac- 
quired knowledge  of  and  latest  treatment  of  the 
specific  disease  processes — a very  valuable  asset  for 
the  relatively  uninitiated. 

Illustrations  and  tables  are  frequent  and  excellent. 

This  work  will  be  valuable  to  the  nurse,  medical 
student,  intern,  resident,  general  practitioner  and 
even  to  the  pediatric  specialist  for  rapid  review  of 
the  whole  of  pediatrics  or  of  any  particular  disease. — 
Kenneth  G.  Jennings 


The  Role  of  Algae  and  Plankton  in  Medicine. 

By  Morton  Schwimmer,  M.D.,  and  David  Schwim- 
mer,  M.D.  Octavo  of  85  pages.  New  York,  Grune 
& Stratton,  1955.  Cloth,  $3.75. 

This  small  monograph  contains  a wealth  of  infor- 
mation on  nutritional  and  medicinal  uses  of  algae. 
The  early  use  of  seaweed  as  food  is  traced  back  to 
the  Oriental  countries,  and  historically  brought  up 
to  the  present-day  uses  in  medicine,  pharmacy,  and 
dentistry.  Investigations  of  use  of  plankton  as  a 
source  of  food  have  been  going  on  since  the  latter 
part  of  the  nineteenth  century,  but  present-day 
emphasis  is  primarily  on  mineral  and  vitamin  con- 
tent, use  as  fertilizer  and  animal  provender.  Human 
toxic  reactions  associated  with  ingestion  or  contact 
with  phytoplankton  are  reported  in  detail.  The 
toxic  algal  role  in  development  of  acute  poliomyelitis 
and  multiple  sclerosis  is  presented.  Other  applica- 
tions of  phytoplankton,  such  as  use  in  atomic  sub- 
marines are  also  discussed.  This  small  monograph 
provides  a volume  of  interesting  information  in  a 
concise  form.  It  contains  312  references,  and  is 
well  indexed. — Alan  Wright 


Cold  Injury,  Transactions  of  the  Third  Confer- 
ence, February  22,  23,  24  and  25, 1954,  Fort  Church- 
ill, Manitoba,  Canada.  Edited  by  M.  Irene  Ferrer, 
M.D.  Octavo  of  226  pages,  illustrated.  New 
York,  Josiah  Macy,  Jr.  Foundation,  1955.  Cloth, 
$4.50. 

(Continued  on  page  1982] 
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The  normal  skin  has  an 
acid  pH  between  4 and  6. 
This  acid  mantle  acts  as 
a protective  barrier. 

When  the  skin  is  washed 
with  soap  or  detergents, 
or  is  exposed  to  chemi- 
cals, solvents,  et  cetera, 
the  protective  acid  man- 
tle is  removed. 

This  exposes  the  un- 
protected skin  to  contact 
irritants  and  pathogenic 
organisms.  It  results  in  a 
rise  in  the  skin  pH  above 
7,  provides  a fertile  field 
for  development  of  harm- 
ful bacteria  and  fungi, 
and  -may  result  in  various 
types  of  dermatitis. 
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Both  the  creme  and  lotion 
are  greaseless,  stainless. 
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[Continued  from  page  1980] 

These  transactions  comprise  the  presentations  and 
discussions  of  a variety  of  physiologic  and  bio- 
chemic  phenomena  observed  under  conditions  of 
cold  exposure  of  man  and  a group  of  experimental 
animals. 

The  circulator}’  and  metabolic  effects  of  exposure 
of  rats  and  rabbits  to  a cold  environment  indicate 
that  these  animals  show  a sharp  rise  in  metabolic 
rates  attributed  not  only  to  the  muscle  contractions 
associated  with  shivering,  but  also  due  to  stimulating 
effects  on  the  thyroid  and  adrenal  glands.  Meta- 
bolic studies  conducted  in  the  Eskimo  are  presented 
in  considerable  detail.  Calculations  on  daily  food 
intake  showed  values  of  approximately  50  grams  of 
carbohydrate,  300  grams  of  protein,  and  150  grams 
of  fat.  These  varied  with  seasonal  availability  of 
type  of  food.  What  proved  to  be  most  striking  in 
the  report  by  Brown  is  that  average  serum  choles- 
terol in  61  Eskimos  proved  to  be  173  mg.,  a very  low 
level  compared  to  that  found  in  the  general  popula- 
tion in  this  country.  Some  data  is  presented  relat- 
ing to  the  subject  of  hypertension  and  arterioscle- 
rotic disease  as  observed  in  100  Eskimos.  It  is  too 
meager  and  not  sufficiently  definitive  to  be  of  signifi- 
cance.—William  S.  Collens 

The  Labyrinth.  Physiology  and  F unctional  Tests. 

By  Joseph  J.  Fischer,  M.D.  Octavo  of  206  pages, 
illustrated.  New  York,  Grune  & Stratton,  1956. 
Cloth,  $6.00. 

The  author  is  well  known  throughout  the  field  of 
otology.  He  has  spent  practically  all  of  his  pro- 
fessional life  in  research  on  the  internal  ear.  This 
volume,  though  comparatively  small,  contains  a 
tremendous  amount  of  information.  The  arrange- 
ment of  the  subject  matter  is  excellent,  making  this 
book  not  only  a text  but  also  a ready  reference.  Dr. 
Fischer  has  taken  a very  difficult  and  confusing  sub- 
ject and  has  made  every  effort  to  simplify  not  only 
the  anatomy  and  physiology  but  also  the  technics 
of  examination  and  the  interpretation  of  the  results 
obtained.  Dr.  Fischer  concentrates  on  the  clinical 
aspects  of  the  functions  of  the  labyrinth  and  their 
significance  in  cases  of  abnormal  reactions.  This 
volume  is  recommended  most  highly  to  otologists 
as  well  as  neurologists. — Samuel  Zwerling 

Marriage  in  the  Modem  World.  By  Phillip 
Polatin,  M.D.,  and  Ellen  C.  Philtine.  Octavo  of 
313  pages.  Philadelphia,  J.  B.  Lippincott  Company, 
1956.  Cloth,  $3.95. 

On  seeing  the  title  of  this  book,  one  might  be 
inclined  to  say  “This  is  another  one  of  those  books. 
Happily,  however,  this  is  not  true.  Written  by  a 
well-known  practicing  psychoanalyst  and  his  writer 
wife,  there  has  resulted  a readable,  nonfrightening 
presentation  of  psychologic  insight  into  the  problems 
of  marriage,  divorce,  and  the  effects  of  interpersonal 
relationships  in  the  family  constellation.  The 
interpretation  of  emotional  situations  which  arise 
in  the  family  is  presented  without  presupposing  a 
knowledge  of  psychiatry’  on  the  part  of  the  reader. 


Several  chapters  are  devoted  to  the  subject  of 
divorce  from  the  standpoint  of  the  psychologic  effect 
on  the  parties  concerned  and  the  children  involved. 

Although  the  book  is  intended  primarily  for  all 
married  couples,  it  will  be  found  of  value  to  doctors, 
psychologists,  and  social  workers  and  others  who 
deal  daily  with  family  situations  and  emotional  dis- 
turbances which  require  intelligent  handling. — 
Joseph  L.  Abramson 

Obstetrical  Roentgenology.  By  Robert  Berman, 
M.D.  Octavo  of  599  pages,  486  illustrations. 
Philadelphia,  F.  A.  Davis  Company,  1955.  Cloth, 
$12.50.  (Obstetrics  and  Gynecology,  a series  of 
monographs). 

This  work,  by  Dr.  Berman,  is  a valuable  collec- 
tion in  one  volume  of  the  roentgenologic  technics 
available  to  the  obstetrician  and  gynecologist.  The 
author  has  attempted  to  be  inclusive  and  has  in 
large  part  succeeded.  The  illustrations  are  good. 
This  volume  is  a valuable  one  for  the  obstetrician- 
gynecologist  and  student.  The  approach  is  that  of 
the  clinician  rather  than  a technical  treatise  on 
roentgenology.  Several  technics  which  may  not 
be  common  knowledge  as  well  as  historical  comments 
make  the  volume  a most  valuable  one. — Schuyler 
Kohl 

Textbook  of  Gynecology.  By  Emil  Novak,  M.D., 
and  Edmund  R.  Novak,  M.D.  Fifth  edition. 
Octavo  of  840  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1956.  Cloth,  $11. 

Revised  for  the  fifth  time,  though  it  hardly  needed 
it,  this  excellent  textbook  enjoys  well  deserved  pop- 
ularity. Carcinoma  in  situ  is  very  well  done. 
Kraurosis  and  leukoplakia  of  the  vulva,  pelvic 
tuberculosis,  and  ovarian  tumors  are  discussed  with 
the  authority  of  the  senior  author  and  in  easy  con- 
versational style.  The  authors  have  done  a good 
book. — Charles  A.  Gordon 

Rutin  and  Related  Flavonoids.  Chemistry,  Phar- 
macology, Clinical  Applications.  By  John  Q. 

Griffith,  Jr.,  M.D.,  Charles  F.  Krewson,  Ph.D.,  and 
Joseph  Naghski,  Ph.D.  Octavo  of  275  pages,  illus- 
trated. Easton,  Pa.,  Mack  Publishing  Company, 
1955.  Cloth,  $7.50. 

After  twelve  years  of  research  authors  present 
their  clinical  findings  on  use  of  rutin  in  capillary 
fragility  and  allied  disorders,  in  addition  to  a review 
of  the  work  of  other  investigators.  Several  chapters 
are  devoted  to  the  chemistry  and  pharmacology  of 
rutin  and  related  flavonoids.  Tables  of  species  of 
plants  containing  rutin,  with  percentage  of  content 
are  included  as  well  as  diagrams  showing  preparation, 
production,  and  processing  of  buckwheat  leaf  meal. 
Capillary  fault  in  relation  to  the  perivascular  fac- 
tors is  explained  in  detail ; including  the  various  tests 
used  in  determining  capillary  fragility.  A chapter 
of  timely  interest  is  included  on  the  possible  use  of 
rutin  for  radiation  injury  in  which  the  hematopoie- 
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tic  system  is  involved.  Preliminary  clinical  studies 
on  quercetin  indicate  that  it  is  superior  to  rutin  at 
lower  dosage.  This  comprehensive  review  with  803 
references  makes  it  a valuable  source  book  for 
physicians  and  research  workers  in  this  field. — 
Alan  Wright 

Psychotherapy  and  Counseling.  By  Lawrence 
K.  Frank,  A.B.,  and  Rollo  May,  Ph.D.  (Conference 
Co-chairmen),  F.  H.  Allen,  M.D.,  L.  N.  Austin, 
P.  David,  P.  E.  Johnson,  et  al.  Octavo  of  114 
pages,  illustrated.  New  York,  New  York  Academy 
of  Sciences,  1955.  Paper,  S3. 50.  (Annals  of  the 
New  York  Academy  of  Sciences,  V.  63,  Art.  3,  pp. 
319-432). 

This  volume  consists  of  the  papers  and  their  dis- 
cussions presented  at  a conference  on  Psychotherapy 
and  Counseling.  These  are  reports  by  commissions 
on  medicine,  psychology,  social  work,  counseling 
and  guidance,  and  the  ministry.  The  different 
approaches  to  the  problem  of  the  treatment  of  mental 
disorder  are  ably  given  by  the  many  participants. 
The  tremendous  difficulties  are  apparent  when  we 
realize  that  “it  is  impossible  to  define  psychotherapy 
in  a way  which  will  be  generally  acceptable.” 
Furthermore,  in  psychotherapy  it  is  impossible  “to 
say  with  assurance  what  activities  produced  what 
effects”;  also  “ignorance  is  still  so  great  that  we 
need  not  be  surprised  if  dogmatism,  unwarranted 
claims,  even  adherence  to  mythology  is  sometimes 
displayed  by  practitioners  in  the  field.  Yet  psy- 
chotherapy has  unquestionably  helped  many  patients 
regardless  of  the  therapist’s  orientation  to  the 
problem.” 

A summary  chapter  by  Dr.  Lawrence  Frank  tells 
us  we  have  to  lift  ourselves  by  our  bootstraps  but  we 
hope  that  the  task  of  conquering  mental  disease 
will  be  less  formidable  than  that.  All  the  profes- 
sions are  stressing  an  increasing  concern  for  the 
individual  human  personality  as  the  means  of  this 
conquest,  yet  paradoxically,  it  is  reported  that 
Russia  has  a lower  mental  disease  rate  than  other 
countries  despite  the  obliteration  of  the  importance 
of  the  individual. 

The  editors  and  authors  are  to  be  congratulated 
for  gathering  together  so  much  excellent  material 
on  this  important  subject. — Arthur  J.  Lapovskt 

Anesthesiology.  By  Forty  American  Authors. 
Donald  E.  Hale,  M.D.,  Supervising  Editor.  Quarto 
of  756  pages.  149  illustrations.  Philadelphia,  F.  A. 
Davis  Company,  1954,  1955.  Cloth,  S15. 

In  this  book  the  author  assumes  the  role  of  editor 
with  40  American  and  Canadian  authors  contribute 
ing  chapters  on  subjects  in  which  they  have  demon- 
strated by  research  or  publication,  considerable 
interest  and  proficiency.  It  is  readily  apparent  that 
tremendous  effort,  forethought,  and  close  collabora- 
tion have  produced  a 33  chapter  volume  which  con- 
tains the  most  inclusive  and  comprehensive  informa- 
tion on  anesthesiology. 

The  bibliography  is  wide  in  subject  scope.  The 


language  is  quite  simple  and  direct  which  provides 
easy  reading.  Physics,  pathology,  chemistry,  es- 
pecially of  C02  absorption,  deserve  much  detailed 
treatment. 

The  chapters  on  blood  and  blood  substitutes, 
topical  anesthesia,  refrigeration  anesthesia,  control 
of  pain,  resuscitation,  inhalational  therapy,  clinical 
records,  and  particularly  the  physiology  in  anesthesia 
deserve  honorable  mention.  Stress  is  laid  on  safety 
and  safeguards,  prevention  and  simplicity  of  agents 
and  technics. 

This  book  is  recommended  to  the  resident  in 
anesthesia,  the  surgeon  and  obstetrician,  and  the 
general  practitioner  interested  in  some  portion  of 
anesthesia. — Irving  M.  Pallin 

Pulmonary  Emphysema.  Edited  by  Alvan  L. 
Barach,  M.D.,  and  Hylan  A.  Bickerman,  M.D. 
Octavo  of  545  pages,  illustrated.  Baltimore,  The 
Williams  and  Wilkins  Company,  1956.  Cloth,  $10. 

The  vexing  problem  of  pulmonary  emphysema 
will  in  all  likelihood  become  more  intensified  as  the 
span  of  human  life  increases  and  a greater  percent- 
age of  our  population  is  found  in  the  older  age 
bracket.  This  makes  it  even  more  imperative  that 
every  therapeutic  channel  which  can  ameliorate  the 
plight  of  the  patient  suffering  from  emphysema  be 
thoroughly  explored. 

Special  attention  has  been  given  by  the  authors 
to  the  subject  of  the  therapeutic  value  of  oxygen 
administration  in  the  management  of  emphy- 
sema and  to  the  precautions  which  should  be  taken 
to  avoid  possible  untoward  effects  on  respiratory 
physiology.  Steroid  therapy  is  also  presented  in 
ample  detail.  It  might  be  well  to  emphasize 
even  more  strongly  that  the  gastrointestinal  status 
of  all  patients  who  are  subjected  to  steroid  therapy 
should  be  carefully  evaluated.  The  incidence  of 
peptic  ulcer  is  considerably  higher  in  patients  with 
emphysema  than  in  the  general  population. 

This  volume  is  a welcome  addition  to  the  library 
of  physicians  who  have  a special  interest  in  diseases 
of  the  chest;  it  merits  the  attention  of  all  physicians 
who  desire  to  orient  themselves  on  the  fundamental 
concepts  as  well  as  the  therapy  of  emphysema. — 
Milton  R.  Louria 

Williams  Obstetrics.  By  Nicholson  J.  Eastman, 
M.D.  Eleventh  edition.  Octavo  of  1,212  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
1956.  Cloth,  $14. 

The  eleventh  edition  of  this  obstetrics  classic  out- 
does all  its  predecessors.  Nearly  every  page  reflects 
the  great  clinical  experience  of  the  author.  Williams, 
the  first  author,  was  a distinguished  figure  in  ob- 
stetrics, and  he  spoke  with  authority.  Yet  his  text 
was  never  presented  as  entertainingly  as  Eastman’s. 
What  textbook  in  an}'  subject  will  persuade  the 
student  to  read  it  through,  from  cover  to  cover? 
Yet  that  is  what  the  reviewer  did.  It  is  a book  of 
the  highest  quality,  full  of  up  to  the  minute  informa- 
tion. 

[Continued  on  page  1990] 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  JUNE  1,  1957—24,418 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany  

Bronx 

Broome 

Cattaraugus . . 

Cayuga 

Chautauqua  . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 

Niagara 

Oneida 

Onondaga ... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady.  . 
Schoharie. . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins.  . . . 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester.  . 

Wyoming 

Yates 


Thomas  I.  Tyrell Albany 

Kurt  Zinner Wellsville 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

Aaron  Kottler Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Paul  H.  Sullivan Great  Neck 

Samuel  Z.  Freedman.  . . .New  York 
Charles  M.  Dake,  Jr..  .Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . .Flushing 

John  P.  Jaffarian Troy 

Cyril  M.  Levin Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell . . . Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Welton  D.  Brown Nichols 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack ....  Cambridge 

Thomas  C.  Hobbie Sodus 

Howard  J.  Dunlap.  . .New  Rochelle 

R.  T.  Williams Warsaw 

John  L.  Shultz Penn  Yan 


William  B.  Garlick Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

David  Kaplan Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon  ....  Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

Joseph  H.  Denton Troy 

William  A.  Schwarz . . Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Donald  R.  Reed Irvington 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone  j 

Arthur  Howard Johnston 

Sawyer  A.  Glidden Batavia 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr. . . Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

John  J.  Keenan Troy 

Michael  R.  Mazzei.  . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Jack  F.  Bailey Owego 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman.  . Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Paul  A.  Burgeson Warsaw 

Paul  C.  Johnson Penn  Yan 
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-EVEN  METABOLISM  TEST  APPARATUS! 


The  constant  processes  of  engineering  science  and  manu- 
facturing skills  have  brought  about  changes  in  this  field, 
too!  Thanks  to  these  changes,  BMR  tests  are  now 
practical  as  well  as  accurate  because  they’re  simpler 
and  easier  to  administer.  The  new,  automatic, 
"self-calculating”  BasalMeteR  does  away  with 
all  slide  rules,  conversion  tables  and  other 
result-finding  paraphernalia  so  long  asso- 
ciated with  BMR  tests.  This  new  unit  does 
its  own  precise  calculating  and  computing; 
gives  you  a direct-reading  of  the  result 
immediately  on  completion  of  the  test.  If  you 
haven’t  seen  literature  on  this  drastically  "dif- 
ferent” BMR  unit,  mail  the  coupon  (below)  today! 


THE  L-F  BasalMeteR 

BASAL  METABOLISM  APPARATUS 


*escri 

' ! NAME- 


THE  LIEBEL-FLARSHEIM  CO., 
Cincinnati  15,  Ohio 

^ Gentlemen:  Please  send  me,  without  obliga- 
tion, the  6-page  brochure  "BMR  and  YOU,” 
describing  the  L-F  BasalMeteR. 


ADDRESS- 
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A DIVISION  OF  ARMOUR  AND  COM  PAN  Y • K AN  K AKE  E.  ILLINOIS 


Bidrolar.  . . combines  a natural  laxative 
with  an  effective  stool  softener 


use  of  irritating  bowel  evacuants  . . . and  without 
the  disadvantages  and  lack  of  peristaltic  effect 
noted  with  the  use  of  stool  softeners  alone. 

Bidrolar  provides  ox  bile,  a natural  peristaltic  stimulant  that 
produces  taxation  without  irritating  the  bowel  . . . and 
dioctyl  sodium  sulfosuccinate,  an  effective  stool  softener  that 
keeps  feces  soft  for  easy  evacuation. 

Bidrolar  stimulates  the  liver  to  increase  the  free  flow  of  bile 
which  in  turn  promotes  natural  hydration  of  the  stool. 


Each  Bidrolar  tablet  contains: 

Dioctyl  Sodium  Sulfosuccinate 40  mg. 

Ox  Bile  Extract 60  mg. 


Supplied  in  bottles  of  30  and  100  tablets. 


Bidrolar 
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BOOKS  REVIEWED 


OPPORTUNITY  FOR 

M.D. 

IN  FLORIDA 

Lanark  Village,  retirement  com- 
munity on  Gulf  of  Mexico  near 
Tallahassee,  with  400  residents, 
planned  for  over  1600.  Modern 
clinic  building  under  construc- 
tion. Doctor  urgently  needed. 
No  resident  M.D.  in  N illage  or 
within  25-mile  radius,  including 
Carabelle,  Fla.,  pop.  1200.  For 
details  please  communicate  with 

Mr.  Lee  Blackman 
New  York  Office, 
Lanark  V illage 
220  W.  42nd  St. 
Phone  BR  9-8140 
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Heilman’s  contribution  helps  the  book  greatly. 
Some  will  like  the  chapter  on  the  psychiatric  aspects 
of  pregnancy  and  childbirth.  This  book  is  for  all 
serious  students  of  obstetrics  and  their  teachers. — 
Charles  A.  Gordon 

Dermatology.  By  Donald  M.  Pillsbury,  M.D., 
Walter  B.  Shelley,  M.D.,  and  Albert  M.  Kligman, 
M.D.  Octavo  of  1,331  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1956.  Cloth, 
$20. 

This  book  has  succeeded  in  bringing  a new  view- 
point to  a dermatologic  text.  Greater  attention 
and  detail  has  been  given  to  physiology  and  the 
other  background  principles  of  cutaneous  medi- 
cine. There  also  is  an  effort  to  simplify  dermato- 
logic disease  nomenclature.  Each  entity  has  been 
designated  by  its  most  generally  accepted  name  and 
the  synonyms  usually  included  in  textbooks  have 
been  omitted. 

The  illustrations  are  excellent  and  many  diagrams 
are  used  which  shorten  the  text  but  make  the  facts 
clear. 

Simplification  has  been  carried  out  in  regard  to 
treatment.  In  those  skin  diseases  where  various 
treatments  are  applicable,  the  one  most  frequently 
successful  in  the  authors’  experience  is  given  first. 
In  fact,  in  some  cases,  the  instructions  are  so  brief 
that  one  not  trained  in  dermatology  might  have 
difficulty  in  following  the  therapy.  In  other  dis- 
eases, many  dermatologists  may  not  be  in  accord 
with  methods  and  modalities  recommended  or  con- 
demned. 

Altogether  this  comprehensive  book  is  a worth- 
while addition  to  dermatologic  textbooks.  It 
should  be  in  the  library  of  every  dermatologist  and 
student  of  dermatology.  It  has  been  written  to 
make  the  diagnosis  and  treatment  of  skin  diseases 
less  complicated.  It  has  succeeded  in  pruning  out 
a great  deal  of  the  dead  wood  which  has  crept  into 
dermatologic  literature. — John  C.  Graham 

Biology  of  Poliomyelitis.  By  Karl  Habel,  M.D., 
(Conference  Chairman),  M.  Adler,  H.  E.  Alexander, 
M.D.,  S.  M.  Aronson,  M.D.,  G.  Barski,  et  al. 
Octavo  of  327  pages,  illustrated.  New  York,  New 
York  Academy  of  Sciences,  1955.  Paper,  $5.00. 
(Annals  of  the  New  York  Academy  of  Sciences,  V. 
63,  Art.  3,  pp.  737-1064). 

This  issue  of  the  Annals,  carefully  read,  will 
bring  the  reader  up  to  date  on  poliomyelitis  virus. 
The  descriptions  are  short  and  clear.  The  contents 
of  the  volume  are  divided  into  five  parts. 

The  first  three  parts  entitled  “Poliomyelitis  Virus 
and  Methods  for  Its  Study,”  “Susceptibility  of 
Cells  and  Organisms  to  Poliomyelitis  Virus,”  and 
“Poliomyelitis  Variants”  contain  most  of  the 
recent  advances.  Fascinating  indeed  are  the  de- 
scriptions of  the  studies  of  virus  growth  in  various 
tissue  cultures,  the  methods  of  differential  ultra- 
centrifugation,  the  various  applications  of  the  elec- 
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When  ardent  persuasion  is  not  enough . . . 


■ 
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filled  sealed  capsules 


to  maintain  patients  on  a prescribed  diet 
until  conditioned  to  lower  food  intake,  assign 
hevicaps  to  police  their  appetite. 

iEvicAPs  encourage  dietary  discipline  by 
safely  curbing  appetite  as  well  as  hunger 
contractions  during  the  initial  difficult  period 
of  weight  reduction. 

hevicaps  combine  all  three  accepted  adjuncts 
to  reducing  diets:  d-amphetamine,  methyl- 
cellulose,  vitamins  and  minerals. 

Include  hevicaps  in  the  reducing  regimen 
you  prescribe. 

A rail  able  on  Prescription  Only 


REV  I CAPS*  ESL 

d-Ampheta  mine- Methylcellulose- Vita  mins  and  Minerals 

Dosage:  1 or  2 capsules  Vi  to  1 hour  before  meals. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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BOOKS  REVIEWED 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  Si. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  "1  -hr  from  N.  V. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-51 05  New  York:  Lehigh  5-5155 
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tron  microscope,  the  uses  of  ultraviolet  and  x-ray 
diffraction  spectra  in  the  elucidation  of  the  chemical 
structures  of  the  virus. 

The  last  two  parts,  “Poliomyelitis  Virus  and  the 
Community”  and  “Immunization  Against  Polio- 
myelitis” review  subjects  more  familiar  to  the  aver- 
age physician.  However,  they  do  correlate  the 
many  loose  bits  of  knowledge  which  have  been 
separately  pigeon-holed  in  the  physician’s  mind  as 
the  result  of  the  random  reading  of  scattered  per- 
tinent articles. 

This  issue  of  the  Annals  should  enjoy  a very  wide 
circle  of  enthusiastic  readers. — Kenneth  G.  Jen- 
nings 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Caoss  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician -in-Charge 


HOLBROOK  MANORNKG 

Fir*  Acre*  of  Pin«wooded  Grounds 

SENILE— AGED 

Non-Mctaxitn,  dietary  lawa  obaarred 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 
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Dr.  Walter  A.  Thompson,  F.  A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — 8U  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


Mental  Hygiene  in  Public  Health.  By  Paul  V. 
Lemkau,  M.D.  Second  edition.  Octavo  of  486 
pages,  illustrated.  New  York,  The  Blakiston  Divi- 
sion, McGraw-Hill  Book  Company,  1955.  Cloth, 
$8.00.  (McGraw-Hill  Series  in  Health  Science) 

The  second  edition  of  this  book  brings  up  to  date 
the  best  thinking  and  practice  regarding  the  prob- 
lem of  mental  health  and  its  public  health  aspects. 
It  is  more  than  ever  a text  which  describes  with 
clarity  and  understanding  the  rapid  progress  of  the 
mental  health  movement  as  it  affects  professionals 
and  laymen  who  are  working  in  the  field  of  public 
health  and  mental  hygiene.  It  defines  the  aims  and 
goals  with  reference  to  the  practical  problems  which 
beset  the  worker  who  may  be  overwhelmed  by  the 
ramifications  of  the  problem  as  it  affects  government 
agencies,  education,  industry,  and  the  individual. 

The  training  and  practical  experience  of  the  author 
make  him  one  of  the  best,  if  not  the  best  qualified 
writer  on  the  subject  of  theory  and  technics  in  men- 
tal hygiene  and  the  results  to  date  of  various  studies 
and  investigations  made  of  the  individual  in  refer- 
ence to  the  prevention  of  mental  disorders. — C. 
Milton  Meeks 

Essential  Urology.  By  Fletcher  H.  Colby,  M.D. 
Third  edition.  Octavo  of  656  pages,  illustrated. 
Baltimore,  The  Williams  a.nd  Wilkins  Company, 
1956.  Cloth,  $8.00. 

This  textbook  has  already  been  accepted  by  stu- 
dents and  teachers  of  urology  as  a well-organized, 
lucid  outline  of  the  subject.  Its  clarity  affords  a 
ready  review  of  the  essentials  of  the  various  aspects 
of  diseases  of  the  urogenital  organs  and  all  discussion 
is  pertinent.  This  edition  has  been  amplified  to 
include  sections  pertaining  to  function  of  the  kidney, 
evaluation  of  male  fertility,  and  the  use  of  chemo- 
therapeutic and  antibiotic  agents  in  urinary  tract 
infections.  The  only  dissatisfaction  which  can  be 
found  with  the  book  is  the  absence  of  a chapter  con- 
cerning diseases  of  the  suprarenal  glands.  Despite 
this  minor  shortcoming,  Colby’s  text  can  be  recom- 
mended for  both  student  and  graduate  study  as  an 
excellent  source  of  reference  and  for  a review  of 
urologic  topics. — Sidney  R.  Weinberg 
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BIRTCHER 

HYFRECATOR 

DESICCATION 
FULGURATION 
COAGULATION 

The  Hyfrecator  permits 
accuracy  and  control  of 
dosage  in  all  technics  of 
desiccation,  fulguration  and 
bi-active  coagulation.  It 
provides  a time  proven 
method  for  the  removal  of 
surface  growths  and  for  office 
technics  of  bi-active 
coagulation. 


Over  125,000  Hyfrecators  are  in  daily  use  in  all  fields  of  practice 
throughout  the  United  States  and  in  more  than  eighty  other  countries. 


ASK  ANY  OF  THESE  SURGICAL  SUPPLY  DEALERS  FOR  A DEMONSTRATION  OF  THE  BIRTCHER  HYFRECATOR 


BINGHAMTON,  NEW  YORK 

L.  F.  Hamlin,  Inc.,  34-38  Court  St. 

BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

Joseph  Weintraub  Surgical,  51  East  168th  St. 

BROOKLYN,  NEW  YORK 

Flatbush  Surgical  Supply  Co.,  1260  Nostrand  Ave. 
Mayflower  Surgical  Supply  Co.,  2515— 86th  St. 

BUFFALO,  NEW  YORK 

Ziegler  Pharmacal  Corporation,  500  Franklin  St. 

HAMM0NDSP0RT,  NEW  YORK 

J.  Allan  Shaw  Medical  Supply  Co.,  26-28  Mechanics  St. 

LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 


NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

NEW  YORK  CITY,  NEW  YORK 

Arista  Surgical,  67  Lexington  Ave. 

J.  Beeber  Co.,  Inc.,  838  Broadway,  New  York  City  3 
Cochrane  Physician  Supplies  Inc.,  133  East  58th  St. 
Friedenberg  Surgical  Supply  Co.,  2019  Amsterdam  Ave. 
S.  G.  Krebs  Co.,  351  — 2nd  Ave.,  New  York  City,  N.Y. 
National  Hospital  Supply  Company  Inc.,  38  Park  Row 
Falk  Surgical,  — 1430  3rd  Ave. 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

ROCHESTER,  NEW  YORK 

Monroe  Surgical  Supply  Co.,  93  Monroe  Ave. 

Surgical  Supply  Center 

Paine  Drug  Co.,  15  Henrietta  Street 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  480  Lexington  Ave.,  New  York  City 
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Physicians  in  every  field  of  medicine 
regularly  employ  Aureomycin  in  the 
treatment  of  a wide  group  of  bacterial, 
rickettsial,  protozoan,  and  viral  infections. 


Fast-acting,  well-tolerated,  effective  at 
low  dosage,  Aureomycin  has  proved 
itself  reliable  in  the  control  of  more 
than  50  diseases,  significantly  shortening 
treatment  time,  consistently  obviating 
the  necessity  for  changing  or  altering 
medication  during  the  course  of  therapy. 


A convenient  dosage  form  for  every  medical  requirement. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N Y. 

•REG.  U.  S.  PAT.  Off. 
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a new  dosage  form 
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Pi 


for  immediate  control  of  nausea  and  vomitin  * 

ri 

when  oral  administration  is  not  feasible 


i 

i 

In  98%  of  cases  treated  with  ‘Compazine’  Ampuls  duri 
clinical  trials,  a single  intramuscular  dose  complet 
stopped  nausea  and  vomiting  or  reduced  its  sever  • 
enough  to  permit  tablet  administration. 

Dosage:  An  initial  dose  of  5 to  10  mg.  (1  to  2 cc.)  shot 
be  injected  deeply  into  the  upper  outer  quadrant  of  1 
buttock.  This  may  be  repeated  if  necessary  at  intervals 
3 to  4 hours. 

For  further  information,  see  S.K.F.  literature. 
Available:  2 cc.  (10  mg.)  ampuls  in  boxes  of  6 and  ic 
5 mg.  and  10  mg.  tablets  in  bottles  of  50  and  500. 


the  outstanding  antiemetic 
with  minimal  side  effects 


Smith , Kline  & French  Laboratories , Philadelph 


★T.M.  Reg.  U.S.  Pat.  Off.  for  prodorperazine,  S.K.F. 


CLASSIFIED  ADVERTISING 


FOR  SALE 


Extremely  lucrative  and  busy  general  practice  in  rural  area 
of  upstate  New  York.  Modern  open  staff  hospitals  near  by. 
Unusual  opportunity  for  ambitious  General  Practitioner. 
Purchase  of  modern  beautifully  landscaped  home  mandatory 
for  $30,000.  Separate  rental  of  well  equipped  spacious  office 
with  heat  and  lights-$150.00  monthly.  Grossing  between 
$60,000  and  $70,000  yearly.  Will  introduce,  liberal  terms. 
Responsible  offers  only.  Box  590,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Sunnyside,  Queens,  New  York — Fully  equipped  office,  in- 
cluding X-Ray.  Because  of  illness  will  sell  at  an  incredibly 
low  price.  Box  597,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Doctors  Office,  Apartment  and  Medical  Equipment,  price 
$25,000  (equipment  extra).  Warwick,  Orange  County,  New 
York.  Brick  house,  large  grounds.  Centrally  located.  5 
room  doctor’s  suite  first  floor.  Second  floor  6 room  apart- 
ment. Tel.  Warwick  55-4042  or  write  Mrs.  A.  R Hicks,  30 
Oakland  Ave.,  Warwick,  N.  Y. 


For  Rent — 5 Room  Office — Fully  Equipped — Busy  G.  P. 
Practice — Centrally  Located — Flatbush — Call  South  8-9622 
— After  Seven. 


Dentist — experienced — seeks  space  with  medical  practi- 
tioner in  New  York  City  area.  Box  603,  N.  Y.  St.  Jr.  Med. 


FOR  SALE,  low  prices,  excellent  condition.  General  Sur- 
gical, Nose  and  Throat  Instruments;  Portable  X-ray 
Machine,  G.  E.  10  MA;  Basal  Metabolism  Machine, 
Collins;  Radium  105  milligrams;  Galvanic  Cautery.  G.  A. 
Moore,  M.D.,  167  Newbury  St.,  Brockton,  Mass. 


FOR  SALE 


Picker  X-ray  Therapy  Unit:  200  K.V. : 20  Ma.  In  excellent 
condition.  Complete  with  cones.  Available  immediately. 
Box  605,  N.  Y.  St.  Jr.  Med. 


150  East  73d  St.,  N.Y.C.  Doctor’s  ground  floor  51  room  2 
bath  apartment  for  sale.  Monthly  maintenance  $189.80. 
Price  $20,000.  Tel.  BU  8-9697. 


OFFICE  SPACE  FOR  RENT 


Doctors  office  available,  ground  floor,  established  20  years  by 
E.N.T.  Excellent  opportunity — near  hospitals.  See  Supt. 
200  East  16  St.  (Cor  3 Ave)  N.Y.City. 


FOR  SALE 


Internist's  financially  and  professionally  successful,  expand- 
ing young  practice;  with  fully  furnished  and  equipped  5 
room  office  bldg,  in  Nassau  county.  Will  introduce.  Write 
or  call:  Joseph  F.  McElligott,  50  Broad  Street,  New  York  4, 
New  York.  WHitehall  4-1893. 


To  Share.  Five  room  suite  in  air-conditioned  Hempstead 
Medical  Center.  Call  IV  3-7770. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Orange  County:  Buy  this  busy  young  man’s  practice  for  less 
than  H of  the  annual  gross.  Liberal  terms,  will  introduce. 
Specializing.  Box  604,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  General  Medical  Practice  for  gale.  Nassau 
County.  Complete  and  modern  eauipment.  Reasonably 
priced.  Leaving  for  full  time  Specialty  position.  Box  497, 
N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


E.  N.  T.  Practice  in  easily-accessible,  growing  Lower  West- 
chester Community.  Free  parking  facilities.  Excellent  op- 
portunity for  well  trained  man.  Box  594,  N.  Y.  St.  Jr.  Med. 


General  practice  for  sale,  desirable  Westchester  community, 
1 hour  New  York.  Established,  expanding.  Suitable 
general  practitioner  or  internist.  3 minutes  to  open  hospital. 
No  real  estate.  Well  equipped.  Will  introduce.  Relocat- 
ing. Box  595,  N.  Y.  St.  Jr.  Med. 


New  York  City — Active  general  practice  for  sale.  Fully 
equipped  office;  open  hospitals  nearby.  Situated  in  ideal 
residential  area.  Box  596,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Woodlawn  Section  of  the  Bronx — New  York,  25  Years — 
Large  Established  General  Practice — Well  Equipped  Office — 
and  Residence.  Box  578,  N.  Y St.  Jr.  Med. 


FOR  SALE 


Lucrative  general  practice,  including  Insurance  contact. 
Ideal  location,  upper  Grand  Concourse,  Bronx.  Fully 
equipped  and  furnished.  Leaving  the  city.  SE  3-7100. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg. 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00— >/•■ 
31  South  Broadway,  Yonkers,  N.Y.  YO-8-7100. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assure*  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/a  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


1997 


POSITION  OPEN 


POSITION  WANTED 


M.D.  Anesthesiologist  Available,  Diplomate,  F.A.C.A. 
Present  Head  of  Anesthesia  Dept,  wishes  fee  for  service 
work  New  York  City.  Box  606,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


General  Surgeon,  Board  Certified,  age  37,  experienced  and 
mature,  desires  full  or  part  time  position  with  established 
surgeon,  industrial  group  or  private  practice  opportunity  in 
New  York  State.  Available  as  of  June  15,  1957.  Box  593, 
N.  Y.  St.  Jr.  Med. 


Physican,  30  years  in  general  practice,  wishes  full — or  part- 
time  association  with  insurance  company,  industrial  plant  or 
health  department  within  metropolitan  area.  Box  588,  N.  Y. 
St.  Jr.  Med. 


PART-TIME  POSITION  WANTED 


for  evenings  and  for  weekends  in  N.Y.,  Nassau  or  Suffolk 
after  July  1st.  N.Y.  license,  2j  years  Gen.  Pract.  exper. 
Starting  residency  July  1st.  Box  602,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Roentgenologist,  Diagnosis  certified,  good  references,  New 
York  License,  available  for  locum  tenens,  full  or  part  time, 
hospital  or  private.  Box  564,  N Y.  St.  Jr.  Med. 


Opportunity,  ENT,  G.U.  or  G.P.  Air  cond.  office,  central 
location,  suburb  L.I.  Excellent  living,  help  for  right  man. 
Box  607,  N.  Y.  St.  Jr.  Med. 


Riverdale  (Bronx,  N.Y.) — Excellent  location  for  M.D. 
Rent  home,  live  upstairs,  practice  downstairs  or  rent  down- 
stairs only.  Also  possibility  of  buying  home.  Box  609,  N. 
Y.  St.  Jr.  Med.  or  call  KI  6-5111. 


Dentist — Desires  to  rent  office  space  adjacent  to  physician 
or  group  of  physicians  in  fast  growing  community  within  50 
mile  radius  of  New  York  City.  Married,  27,  completing 
military  service  in  August.  Dr.  Irving  Markowitz,  2B  Bur- 
dick St.,  Westover  A.F.B.,  Mass. 


Fully  Equipped  41  unit  modernized  resort  hotel 
suitable  for  high  class  convalescent  home.  100 
yards  from  hospital.  Approximately  3j  acres  level 
landscaped  grounds.  Shown  by  appointment. 

Baxter  Hotel  on  Lake  Mahopac,  N.  Y. 


FOR  SALE 


HOUSE,  Brookljrn;  Grand  Army  Plaza:  1 Family:  Ideal 
Physician;  Oil;  10  Rooms;  $25,000.  L.  Odessky,  M.D., 
59—8  Ave.,  ST  3-7199. 


CORNER  RANCH,  6 rooms,  practically  new.  This  choice 
location  faces  the  newly  built  Cryders  Point  and  Leavitt 
apartment  houses  in  Whitestone,  Queens.  Transportation 
at  corner.  Convenient  to  all  parkways.  Hospital  in  im- 
mediate vicinity.  Principals  only.  FLushing  8-7682. 


FOR  SALE 


CLINICAL  LAB.  EQUIPMENT:  New;  Sacrifice;  Micro- 
tome; BMR  Machine:  Ovens:  Klett-Summerson;  Anal. 

Balance:  Glassware;  Etc.  etc.;  L.  Odesskv.  M.D..  59 — 8 
Ave.,  ST  3-7199. 


Approved  residency  in  neurology  beginning  July  1,  1957. 
Stipend  $1,719  to  $3,000  depending  upon  previous  training. 
Adequate  facilities  for  training  in  basic  neurologic  sciences, 
clinical  neurology,  electroencephalography  and  neuropath- 
ology.  Apply  Dr.  Wilmot  Littlejohn,  Neurology  Division, 
Department  of  Medicine,  Medical  College  of  Alabama. 
Birmingham,  Alabama. 


SPECIALIST  WANTED 


To  share  beautifully  furnished  and  completely  equipped  office 
in  small  professional  building  in  Flushing  area.  Dr.  Philip 
Sumner.  PR  5-9600. 


Wanted— Otolaryngologist,  board  certified  or  board  eligible, 
for  full-time  or  part-time  affiliation  with  medical  group  in 
suburban  area  of  New  York  City.  P.  O.  Box  1952,  Grand 
Central  Station,  New  York. 


LONG  ISLAND — Assist  established  practitioner,  excellent 
opportunity.  Must  have  experience  in  internal  medicine 
and  surgery.  Good  Salary — Partnership  if  desired.  Com- 
munity of  10,000.  Immediate  Opening.  Box  601,  N.Y.  St. 
Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


House  Physician  for  very  active  small  hospital,  Northern 
New  Jersey.  Opening  available  July  1st.  Salary  good. 
Apply  Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey. 


OPPORTUNITY  for  Roentgenologist  and  Urologist.  Board 
member  or  eligible.  City  of  65,000,  large,  contiguous  popu- 
lation. Consult — G.  A.  Moore,  M.D.,  167  Newbury  Street, 
Brockton,  Mass. 


Excellent  Opportunity  for  general  practitioner  in  small  town 
without  physican.  One  acre,  large  8 room  house,  3 car  garage, 
| improvements,  $30,000 — Westchester  County,  Purdys,  N.  Y. 
Phone  Croton  Falls  7-3444 — Owner,  Walter  E.  Miller. 


WANTED:  Board  or  eligible  otolaryngologist  or  EENT 

for  15-man,  well-established  group  located  in  excellent 
hospital.  Junior  partnership  after  two  years’  good  salary. 
Group  pays  moving  expenses,  also  travel  expenses  for 
applicants  invited  for  personal  interview.  Apply  Dr.  Charles 
E.  Holzer,  Holzer  Clinic,  Gallipolis,  Ohio. 


PHYSICIANS  WANTED— Male  & Female  (Licensed)— For 
Children’s  Camps;  good  salary;  Summer;  Free  Placement 
Service  (250  Member  Camps).  Association  of  Private 
Camps,  55  West  42nd  Street,  New  York  36,  N.  Y.  OXford 
5-2656. 
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me  uDiquitous  microoe 


. . capable  of  producing 
lesions  virtually  anywhere 
on  the  body  surface.  . . . 

At  times  it  seems  as  if  every 
Staphylococcus  is  different. 


fc  A 

1 

« 


low  improved  control  of  the 
ibiquitous  Staph,  with  new 


MATROMYCIN 

iND  OF  OLEANDOMYCIN 


r the  common  bacterial  infections  that  you 
eat  ivith  antibiotics  other  than  broad  spec- 
im  . . . clinical  success  even  in  cases  of  anti- 
otic-resistant  staphylococci 

no  predictable  cross  resistance  with  peni- 
lin,  erythromycin,  streptomycin,  tetracy- 
ne,  oxytetracycline  and  chlortetracycline 

resistance  to  Matromycin  itself  does  not 
adily  occur  and  emerges  slowly  and  in 


adaptive  fashion,  as  shown  by  experiments 
with  various  strains  of  M.  pyogenes  (clinical 
isolates)2 

■ outstandingly  safe  and  well  tolerated 
Available  in  250  mg.  capsules,  bottles  of  16 

references.  1.  McDermott,  W. : Ann.  New  York  Acad.  Sc.  65  :59 
(Aug.  31)  1956.  2.  Noyes.  H.  E.  ; Nagle,  S.  C..  Jr.  : Sanford,  J.  P., 
and  Robbins,  M.  L.  • Antibiotics  & Chemother  6 : 450  (July)  1956. 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  <£  Co.,  Inc. 


World  leader  in  antibiotic  development  and  production 


• • 


Trasenline-Phenobarbilal 


c I B A 

Summit,  N.  J. 


integrated  relief  . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


2/  22  28M 


A new 


therapeutic  approach 
with  inherent  safety 
in  PRURITUS  ANI 


H YDROLAM  INS* 

TOPICAL  AMINO  ACID  THERAPY 

Unique  physiologic  barrier — topical  amino  acids — 
brings  rapid  relief  ( 98%1 ) and  complete  healing  (88%  0 

. .the  objectives  of  therapy  in  pruritus  ani  can  be  listed 
under  3 headings: 

(1)  relieve  itching:  [Hydrolamins  produced  immediate  relief 
of  intractable  itching  in  98%  of  patients.  The  anti- 
pruritic effect  of  one  application  lasts  about  twenty-four 
hours.1] 

(2)  accelerate  healing,  [Hydrolamins  rapidly  and  com- 
pletely healed  reddened,  fissured,  macerated  and  ridged 
perianal  lesions  in  88%  of  cases.1] 

(3)  allow  natural  healing  without  trauma  due  to  physical, 
chemical,  allergic,  or  microbiologic  agents.”2  [The 
amino  acids  of  Hydrolamins  promote  safe,  natural  heal- 
ing while  the  ointment  protects  the  perianal  area  from 
irritation.1] 

Due  to  the  rapidity  of  action  of  Hydrolamins,  it  is  believed  that  protein-precipitating 
irritants,  responsible  for  the  pruritus,  are  neutralized.  Hydrolamins  also  forms  a 
biochemical  barrier  against  further  irritation. 

SUPPLIED:  In  1 oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company , Chicago  14,  Illinois 

1.  Bodkin,  L.G.,  and  Ferguson,  E.A.,  Jr.:  Successful  Ointment  Therapy  (or  Pruritus  Ani,  Am.  J.  Digest.  Dis. 
18:59  (Feb.)  1951. 

2.  Fromer,  J.L.:  Dermatologic  Concepts  and  Management  of  Pruritus  Ani,  Am.  J.  Surg.  90: 805  (Nov.)  1955. 


Same  case  after  treatment  with  Hydro-, 
lamins.  Note  healing  of  the  inflamed, 
fissured  and  excoriated  areas  and  of  the 
whitened  anal  folds. 
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re  axes 

both  min 


and 

muscle 


for  anxiety 
and  tension  in 
everyday  practice 


■ well  suited  for  prolonged  therapy 

■ well  tolerated,  relatively  nontoxic 

no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome  or  nasal  stuffiness 

■ chemically  unrelated  to  phenothiazine  compounds  and  rauwolfia  derivatives 

■ orally  effective  within  30  minutes  for  a period  of  6 hours 


For  treatment  of  anxiety  and  tension  states  and  muscle  spasm 


THE  ORIGINAL  MEPROBAMATE 


2-mithyl-2-n-propyl-l ,3 -propanediol  dicarbamate—  V . S.  Patent  2,72!,, 

Tranquilizer  with  muscle-relaxant  action 


DISCOVERED  AND  INTRODUCED 
BY  WALLACE  LABORATORIES,  Nerv  Brunsicick,  N.  J, 

SUPPLIED  : (Bottles  50  tablets) 

1,00  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 
USUAL  DOSAGE  : One  or  two  1,00  mg.  tablets  t.i.d. 

Literature  and  Samples  Available  on  Request 


THE  MILTOWN® 
MEPROBAMATE  MOLECULE 
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controls  gastrointestinal  dysfunction 


the  tranquilizer  Miltown  in  “Milpaf/t”  controls  the 
psychogenic  element  in  G.  I.  disturbances.  (Miltown 
does  not  produce  barbiturate  loginess  or  hangover.) 


At  t 


because  it  cares  for  the  man 

At  the  cerebral  level 


as  well  as  his  ‘stomach’ 

peripheral  level 

the  anticholinergic,  tridihexethyl  iodide,  in  “Milpai/i” 
blocks  vagal  impulses  to  prevent  hypermotility  and 
hypersecretion. 


for  duodenal  ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.I.  symptoms  of  anxiety  states 


prescribe. 
, 1 tablet  t.i.d.  at 
mealtime  and 
2 at  bedtime.  


Milpati 

Miltown®  O anticholinergic  ( 


now  . . care  of  the  man 
rather  than  merely  his  stomach” 


wolf  & 

WOLFF 

HUMAN 

GASTRIC 

FUNCTION 


tridihexethyl  iodide  25  mg. 

( 3 -diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol-ethiodide) 
U.  S.  Patent  2,698,325. 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


Literature  and  samples  on  request 
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Potentiated  Mephenesin^ 


For  relief  of  low  back  pain  and  other  arthritic  pain, 
for  release  of  tension  accompanying  pain. 

• Relieves  pain  *Mephenesin  physiologically  potensi- 

• Soothes  tension  fied  with  a smooth  muscle  relaxant 

• Relaxes  muscle  spasm  and  analgesic  . . . dibenzyl  succinate 

Each  EXPASMUS  tablet  contains:  Dosage:  2 to  3 tablets  3 times  daily  to 

Dibenzyl  succinate  125  mg.,  mephen-  12  tablets  daily. 

esin  250  mg.,  salicylamide  lOO  mg.  Supplied:  Bottles  of  lOO’s  tablets 

Request  reprints  and  samples. 

Martin  H.  Smith  Co.  131  East  23rd  St.,  New  York  lO,  New  York 


Manufacturers  of  ethical  products  for  over  half  a century 
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For  hypertension  — helping  the  hypertensive  to  help  himself 

THEOMINAL’  R.S. 


(Theominal  with  Rauwolfia  serpentina) 


■ synergistic  antihypertensive  relaxant 

THEOMINAL— Theobromine  (320  mg.)  and  Luminal®  (10  mg.)  — The  peripheral  vasodilating, 
sedative  and  central  antihypertensive  effects  of  Theominal  gradually  reduce  blood  pres- 
sure to  more  nearly  normal  levels. 

Rauwolfia  Serpentina  alkaloids  (alseroxylon)  1.5  mg.*  — The  cumulative  hypotensive  effect  of 
the  Rauwolfia  serpentina  is  preceded  by  a tranquilizing  action  which  produces  a feeling 
of  well-being  in  the  patient. 

Theominal  R.S.  is  well  tolerated. 

DOSAGE:  1 tablet  two  or  three  times  daily.  When  improvement 
has  been  maintained  for  a time,  the  dose 
may  be  reduced  or  medication  suspended  occasionally 
until  its  resumption  is  indicated. 

SUPPLIED:  Bottles  of  100  and  500  tablets. 

* = 0.3  mg.  reserpine  in  activity 

LABORATORIES  . NEW  YORK  18,  N.  Y. 

Theominal  and  Luminal  (brand  of  phenobarbitol), 
trademarks  reg.  U.S.  Pat.  Off. 
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MILLIONS  OF 
ASTHMATIC  ATTACKS 

have  been  aborted  faster... more  effectively., 
more  economically  with 


Automatically  measured  dosage 
and  true  nebulization... nothing 
to  pour  or  measure. .. One  in- 
halation usually  gives  prompt 
relief  of  acute  or  recurring 
asthmatic  attacks. 

Medihaler-Epi  replaces  in- 
jected epinephrine  in  urticaria, 
edema  of  glottis,  etc.  due  to 
acute  food,  drug  or  pollen  re- 
actions...  Each  10  cc.  bottle 
delivers  200  inhalations. 


IN  ASTHMA  PRESCRIBE  EITHER  

Medihaler-EPI®  Riker  brand  epinephrine  Medihaler-ISO® 


U.S.P.  0.5%  solution  in  inert,  nontoxic  aerosol 
vehicle.  Each  measured  dose  0.12  mg.  epinephrine. 
In  10  cc.  bottle  with  measured-dose  valve. 


Riker  brand  isoproterenol 
HCI  0.25%  solution  in  inert,  nontoxic  aerosol 
vehicle.  Each  measured  dose  0.06  mg.  isoproterenol. 
In  10  cc.  bottle  with  measured-dose  valve. 


Note:  First  prescription  for  Medihaler  medications  should  include  the  desired 
medication  and  Medihaler  Oral  Adapter  (supplied  with  pocket-sized  plastic 
carrying  case  for  medication  and  Adapter). 


— The  Medihaler  Principle 


is  also  available  in  Medihaler-Nitro™  (octyl  nitrite)  for  the  rapid  relief  of  angina  pectoris 
...and  Medihaler-Phen™  (phenylephrine-hydrocortisone-neomycin)  for  lasting, effective 


relief  of  nasal  congestion. 


Riker  I 


LOS  ANGELES 
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“ACTING  IN  CONGER  T”t 


to  treat 

the  hypertensive  patient 
as  a whole 

Unitensen-R  combines  cryptenamine 
and  reserpine  which  “act  in  concert” 
to  control  the  entire  syndrome  of 
essential  hypertension. 

Cryptenamine  dependably  lowers  blood 
pressure,  and  improves  cerebral  and 
renal  circulation.  It  also  increases 
cardiac  efficiency,  and  may  arrest  the 
progress  of  vascular  damage. 

Reserpine  raises  the  threshold  of 
emotional  response  and  stifles 
neurogenic  aggravation  of  the  disease. 

Given  together,  cryptenamine  and 
reserpine  produce  a far  better 
therapeutic  effect  than  when  given 
separately.  And  successful  therapy 
is  usually  maintained  with  dosages  well 
below  those  producing  side  effects. 


Each  grey-coated  Unitensen-R 
tablet  contains: 


Cryptenamine 1.0  mg. 

(tannates) 

Reserpine 0.1  mg. 


Dosage:  1 tablet  t.i.d. 

For  prescription  economy, 
prescribe  in  50’s. 
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To  serve  your  patients  today — 
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flexin 

Zoxazolomine* 

consistently  effective 
in  low  back  pain 


"...Of  90  patients  with  low  back  pain  and  other  muscular  conditions... 
67  (74  per  cent)  showed  a good  response 

"...17  of... 20  patients  with  post-traumatic  muscle  spasm  of  the  low 
back  had  excellent  or  good  responses."2 

"In  acute  and  chronic  recurrent  low  back  syndrome,  seven  of  eight 
patients  showed  visible  objective  improvement."3 
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How  Supplied 

Pink,  Enteric  Coated  tablets  (250  mg.),  bottles  of  36. 
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arlidin 

brand  bf  nylidrin  hydrochloride  N.N.R. 

brings 
dependable 
relief 

where  other 
drugs  fail 


in  intermittent  claudication 

of  arteriosclerosis  obliterans 
recent  thrombotic  closure 
thromboangiitis  obliterans 


also  effective  in 

diabetic  vascular  disease 
Raynaud's  disease 
ischemic  ulcers 
night  leg  cramps 
cold  feet,  legs  and  hands 


Arlidin  is  available  in 
6 mg.  scored  tablets  and 
5 mg.  per  cc.  parenteral 
solution.  See  PDR  for 
dosage  and  packaging. 

protected  by  U.  S. 

Patent  Nos.  2,661,372 
and  2,661,373. 


"Stein,  I.:  Annals  of  Internal 
Medicine  45:185,  1956. 
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1 Sample  supply  of  Arlidin  and  reprint  on  request. 


1 While  other  drugs  improve  circulation  only 
in  the  skin  and  do  little  to  relieve  muscle 
pain  and  spasm,  Arlidin  effectively  dilates 
blood  vessels  in  skeletal  muscle  — 
where  needed  most. 


While  other  vasodilators,  after  their  first 
beneficial  effects,  have  little  value  in 
increasing  walking  tolerance  in  peripheral 
vascular  disease,  Arlidin  improves  the  ability 
to  walk  in  2 out  of  3 patients  for  as  long 
as  it  is  administered. 


3 Arlidin  assures  “freedom  from  side  or  toxic 
reactions  . . . ease  of  administration”. 
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combines  Meprobamate  (400  mg.y 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.1'2-3 

with  Path i Ion  (25  mg.y. 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.4 


Now.. . with  PATH  I BAM  ATE . . .you  can  control  disorders  of  the 
digestive  tract  and  the  “ emotional  overlay” so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BAM  ATE  therapy : 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 


ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on  PATH  I BAM  ATE  from  clinical  investigators 

• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  1 BA  MATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 
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Supplied:  Bottles  of  100  and  1000 


Administration  and  Dosage:  l tablet  three  times  a day 
at  mealtimes  and  2 tablets  at  bedtime.  Full 
information  on  PATHIBAMATE  available  on  request, 
or  see  your  local  Lederle  representative. 


£/.  J.  af 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Orinase 


Prescription 

Information 


Dosage:  Patients  responsive  to  Orinase 
may  begin  therapy  as  follows: 

First  day 

2o:d,lay 


Third  day  iSk  Sk 
1 Gm.  V 


Usual  maintenance  dose  1 Gm. 

( must  be  adjusted  to  patient’s  response) 

To  change  from  insulin  to  Orinase: 

If  previous  insulin  dosage  was 
less  than 

40  u./day  . . . reduce  insulin  30%  to 
50%  immediately; 
gradually  reduce  insulin 
dose  if  response  to 
Orinase  is  observed. 


now  available...t 


more  than 

40  u./day  . . . reduce  insulin  20% 

immediately;  carefully 
reduce  insulin  beyond 
this  point  if  response  to 
Orinase  is  observed. 

In  these  patients, 
hospitalization  should  be 
considered  during  the 
transition  period. 

Caution:  During  the  initial  “test”  period 
(not  more  than  5 to  7 days),  the  patient 
should  test  his  urine  for  sugar  and 
ketone  bodies  three  times  daily  and 
report  to  his  physician  daily.  For  the  first 
month,  he  should  report  at  least  once 
weekly  for  physical  examination,  blood 
sugar  determination,  and  white  cell 
count  (with  differential  count,  if 
indicated).  After  the  first  month,  the 
patient  should  be  seen  at  least  once  a 
month,  and  the  above  studies  carried  out. 
It  is  especially  important  that  the  patient, 
because  of  the  simplicity  and  ease  of 
administration  of  Orinase,  does  not 
develop  a careless  attitude  (“cheating” 
on  his  diet,  for  example)  which  may 
result  in  serious  consequences  and 
failure  of  treatment. 

Supplied:  In  0.5  Gm.  scored  tablets, 
bottles  of  50. 

Complete  literature  available  on  request. 


Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 
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Upjohn 


the  new  oral  antidiabetic  agent 


Used  investigationally  in  more  than  18,000  patients!  (Tolbutamide,  Upjohn) 


Ready  for  your  prescription  now.  Orinase  is  now 
available  in  all  leading  prescription  pharmacies. 
But  please,  before  you  prescribe  this  exciting 
new  drug,  be  sure  you  understand  its  limitations. 

Indications.  Orinase  is  most  likely  to  benefit  the 
patient  in  whom  the  diabetes  is  relatively  mild 
and  stable,  is  not  adequately  controlled  by  die- 
tary restrictions  alone,  and  developed  sometime 
after  the  age  of  30  years. 

Contraindications.  Orinase  is  contraindicated  in 
patients  with  1)  diabetes  of  the  types  known  vari- 
ously as  juvenile,  growth-onset,  unstable,  or 
brittle;  2)  a history  of  diabetic  coma;  3)  diabetes 
complicated  by  ketosis,  acidosis,  coma,  fever, 
severe  trauma,  gangrene,  Raynaud’s  disease,  or 
serious  impairment  of  renal  or  thyroid  function; 
4)  hepatic  dysfunction;  and  5)  diabetes  ade- 
quately controlled  by  dietary  restriction. 

Effects.  In  patients  with  a satisfactory  response 
to  Orinase,  the  blood  sugar  falls,  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly- 
uria, and  polyphagia  disappear.  It  is  not  a sub- 
stitute for  insulin.  And  it  requires  the  same  ad- 
herence to  basic  principles  of  diabetes  control  as 
does  insulin,  e.g.,  dietary  regulation;  tests  for 
glycosuria  and  ketonuria;  hygiene;  exercise;  in- 


struction of  the  patient  to  recognize  and  counter- 
act impending  hypoglycemia,  to  follow  rigidly 
directions  regarding  diet  and  continuing  use  of 
the  drug  and  to  report  immediately  to  the  phy- 
sician any  feeling  of  illness.  Extreme  care  must 
be  taken  during  the  transition  period  to  avoid 
ketosis,  acidosis,  and  coma. 

Side  effects.  To  date,  the  most  serious  side  effect  is 
hypoglycemia,  which  may  occur  occasionally  and 
is  most  likely  to  occur  during  the  transition 
period  from  insulin  to  Orinase.  Other  untoward 
reactions  to  Orinase  are  rare,  usually  of  a non- 
serious  nature,  and  tend  to  disappear  on  adjust- 
ment of  dosage,  e.g.,  gastrointestinal  disturb- 
ances, headache,  variable  allergic  skin  manifesta- 
tions, and  alcohol  intolerance. 

Clinical  toxicity.  Aside  from  an  occasional  hypo- 
glycemia, Orinase  appears  to  be  remarkably  free 
of  gross  clinical  toxicity.  There  is  no  evidence  of 
crystalluria  or  other  untoward  effects  on  renal 
function,  or  of  hepatotoxicity.  Except  for  a rare 
leukopenia  of  mild  degree,  which  has  been  revers- 
ible (in  some  instances,  even  under  continued 
therapy) , there  have  been  no  adverse  effects  on 
hematopoietic  function. 
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the  problem  of  the  "vegetable”  patient 


The  symptoms  are  all  too  familiar:  apathy,  paucity  of  ideas,  repetition  of 
vague  complaints,  sloppy  appearance. 

Very  often,  as  an  adjunct  to  specific  therapy  directed  at  the  primary  complaint, 
Dexedrine’s  gentle  stimulation  will  provide  this  patient  with  a new  cheerfulness, 
optimism  and  feeling  of  well-being  that  may  again  make  her  life  seem  worth  living. 
Dexedrine*  (dextro-amphetamine  sulfate,  S.K.F.)  is  available  as  tablets,  elixir  and 
Spansule*  sustained  release  capsules.  Made  only  by  Smith,  Kline  & French  Lab- 
oratories, Philadelphia. 

*T.M.  Reg.  U.S.  Pat.  Off. 
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in  urinary  tract 
infections  of  pregnancy 
delay  is  dangerous... 

“Approximately  one-half  of  the  patients  have 
some  permanent  damage  to  the  urinary  tract. ”x 


FURADANT 


BRAND  OF  NITROFURANTO 


Specific  for  genitourinary  tract  infections 
• rapid  bactericidal  action  against  a wide 
range  of  gram-positive  and  gram-nega- 
tive pathogens  and  organisms  resistant  to 
other  agents  • negligible  development  of 
bacterial  resistance  • excellent  tolerance 
—nontoxic  to  kidneys,  liver  and  blood- 
forming  organs  • safe  for  use  in  preg- 
nancy2-3 


FOR  RAPID  ERADICATION  OF  INFECTION 


AVERAGE  FURADANTIN  DOSAGE:  100  mg. 
q.i.d.  with  food  or  milk.  Continue  treat- 
ment for  3 days  after  u rine  becomes  sterile. 

supplied:  Tablets,  50  and  100  mg. 

Oral  Suspension  (25  mg.  per  5 cc.  tsp.). 

REFERENCES:  1.  Rives,  H.  F.:  Texos  J.  M.  52:224,  1956. 
2.  Diggs,  E.  S.;  Prevost,  E.  C.,  and  Valderas,  J.  G.:  Am. 
J.  Obst.  71:399,  1956.  3.  MacLeod,  P.  F.,  et  al.:  Inter- 
net. Rec.  Med.  169:561,  1956. 


NITROFURANS 

a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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DOCTORS  ARE  HAVING 
BIG  FAMILIES  TOO— planned  big 


Families  of  five  children  have  increased 
more  than  80  per  cent  during  the  past 
14  years.  Twenty  per  cent  of  married  women  from  25  to  29 
years  old  had  a new  babv  in  1954-5  5 A Many  of  them  are  wives 
of  professional  men  whose  families  have  grown  about  three 
times  as  fast  in  the  last  1 5 years  as  non-professional  families.2 

Educated  leant  big  families  — A survey  recentlv  completed 
among  29,494  graduates  of  178  colleges  shows  that  the  men  of 
the  class  of  ’45  have  families  averaging  70 % larger  than  the 
men  of  the  class  of  ’36  in  the  ten  years  after  graduation.3  When 
their  wives  ask  advice  on  family  spacing,  they  want  to  be  sure 
that  the  method  you  recommend  reallv  gives  them  protection. 

The  most  reliable  method  for  women  of  high  parity  — Clini- 
cal studies,  surveys  of  large  urban  groups,  and  records  of  par- 
enthood clinics  show  that  the  diaphragm-jelly  technique  pro- 
vides the  highest  degree  of  protection.  It  is  the  preferred  method 
for  women  of  high  paritv  and  reduces  “the  likelihood  of  con- 
ception bv  at  least  98  per  cent.”4  Parnanen  reports  that  only  3 
unplanned  pregnancies  occurred  in  more  than  1,000  patients 
fitted  with  diaphragms  since  1946. 5 

Comfort,  confidence  and  acceptability  — With  RAMSES® 
Diaphragm  and  Jelly,  phvsicians  combine  comfort  for  their 
patients  with  the  peace  of  mind  that  follows  use  of  this  de- 
pendable technique.  Hie  RAMSES  Diaphragm  — soft,  smooth 
and  with  cushioned  coil  spring  — guards  against  irritation.  Its 
flexibility  in  all  planes  allows  utmost  freedom  of  movement. 
RAMSES  Jelly*  quickly  immobilizes  sperm.  It  is  called  the 
“ten-hour  jelly”  because  it  stays  effective  that  long. 

Your  patients  feel  confident  that  they  have  received  sound  ad- 
vice from  you  when  you  prescribe  RAMSES  Diaphragm  and 
Jelly.  Eor  more  than  30  years  physicians  have  relied  on  RAMSES 
protection  to  help  young  wives  plan  their  families. 


Attractive  — Women  like  this  handv 
RAMSES  “ TUK-A-WAY ”®  Kit 
#7 01.  Diaphragm  sizes  range  from  50 
to  95  mm.  Matching  introducer  in 
each  kit.  RAMSES  felly  in  a 3 oz. 
tube.  Additional  jellv  separately  in  3 
and  5 oz.  tubes.  At  all  pharmacies. 

References:  1.  Statist.  Bull.  Metrop.  Life 
Insur.  Co.,  vol.  37  (Oct.)  1956.  2.  Kiser, 
C.  V.:  Milbank  Mem.  Fund  Quart.  33:393 
( Oct. ) 1955.  3.  College  Study  Report:  Pop- 
ulation Bull.  11: 45  (June)  1955.  4.  Tietze, 
C.:  Proc.  3rd  Internat.  Conf.  Planned  Par- 
enthood, 1953.  5.  Parnanen,  P.  O.:  Ann. 
chir.et  gynaec.  Fenniae  Suppl.  43:315, 1954. 

JULIUS  SCHMID,  inc. 

423  West  55th  Street,  New  York  19,  N.Y. 

° Active  agent,  dodecaethyleneglycol  mono- 
laurate  5#,  in  a base  of  long-lasting  barrier 
effectiveness. 

RAMSES  and  "TUK-A-WAY"  are  registered  trade- 
marks of  Julius  Schmid.  Inc. 
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Advertisement 


to  complete  the  Parke -Davis  family 

of  anticonvulsants 

a new  anti- epileptic  for  petit  mal 
and  psychomotor  seizures 

CELONTI  N Kapseals® 

(methsuximide,  Parke-Davis) 


j Clinical  experience1'2,3  with  CELONTIN  indicates  that  it: 

• provides  effective  control  with  minimal  side  effects  in  the  treatment  of 
petit  mal  and  psychomotor  epilepsy; 

• frequently  checks  seizures  in  patients  refractory  to  other  medications; 

1 • has  not  been  observed  to  increase  incidence  or  severity  of  grand  mal  attacks 
in  patients  with  combined  petit  and  grand  mal  seizures. 

I Optimal  dosage  of  CELONTIN  should  be  determined  by  individual  needs  of  each  patient.  A suggested 
dosage  schedule  is  one  0.3  Gm.  Kapseal  daily  for  the  first  week.  If  required,  dosage  may  be  increased  there- 
after at  weekly  intervals,  by  one  Kapseal  per  day  for  three  weeks,  to  maximum  total  daily  dosage  of  four 
Kapseals  (1.2  Gm.). 

CELONTIN  Kapseals  (Methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100.  Dilantin®  Sodium  (Diphenylhydantoin 
Sodium,  Parke-Davis)  is  supplied  in  a variety  of  forms— including  Kapseals  of  0.03  Gm.  and  0.1  Gm.  in  bottles  of  100 
and  1,000.  MlLONTlN®  Kapseals  (Phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000.  milontin 
Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles.  PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbetal  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100. 

(1)  Zimmerman,  E T.,  and  Burgemeister,  B.:  Arch.  Neurol.  Cr  Psychiat.  72:720,  1954.  (2)  Zimmerman,  E T.,  and  Burgemeister,  B.: 
J.A.M.A.  157:1194,  1955.  (3)  Zimmerman,  E T.:  Arch.  Neurol.  & Psychiat.  76:65,  1956. 

•TRADEMARK  \ C * % ^ 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  ; |j>); 


INDEX  TO  ADVERTISED  PRODUCTS 


VITAMINS  LEDERLE 


FOLBESYN 

'ITAMIN8  L. 


COMPLEX 


! 


Separate  packaging  of  dry  vitamins 
and  diluent  (mixed  immediately  be- 
fore injection)  assures  the  patient  a 
more  effective  dose.  May  also  be 
added  to  standard  IV  solutions, 

Dosage:  2 cc.  daily. 

Each  2 cc.  dose  contains: 


Thiamine  HCI  (B,) 

10  mg. 

Riboflavin  (B,) 

10  mg. 

Niacinamide 

50  mg. 

Pyridoxine  HCI  (B6) 

5 mg. 

Sodium  Pantothenate  10  mg. 

Ascorbic  Acid  (C) 

300  mg. 

Vitamin  Bl2 

15  mcgm. 

Folic  Acid 

3 mg. 

Arlidin  (Arlington-Funk  Laboratories,  Div.  U.  S.  Vita- 
min Corp.) 2015 

Atarax  (J.  B.  Roerig  & Company) 2027 

Celontin  (Parke,  Davis  & Co.) 2025 

Chologestin  (F.  H.  Strong  Company) 2134 

Clinitest  (Ames  Company,  Inc.) 3rd  cover 

Codempiral  (Burroughs  Wellcome  & Company) 2131 

Colace  (Mead  Johnson  <fe  Co.) 4th  cover 

Delfen  (Ortho  Pharmaceutical  Co.) 2124 

Desitin  Ointment  (Desitin  Chemical  Co.) 2137 

Dexedrine  (Smith,  Kline  & French  Laboratories)...  . 2022 

Diamox  (Lederle  Laboratories,  Div.  American  Cyan- 

amid  Co.) 2125 

Donnagel  (A.  H.  Robins  Co.,  Inc.) 2034 

Dubin  Aminophyllin  (H.  E.  Dubin  Laboratories,  Inc.)  2138 

Empiral  (Burroughs  Wellcome  & Company) 2131 

Empirin  (Burroughs  Wellcome  & Company) 2130 

Expasmus  (Martin  H.  Smith  Company) 2006 

Ferronord  (Nordmark  Pharmaceutical  Laboratories, 

Inc.) 2030-2031 

Flexin  (McNeil  Laboratories,  Inc.) 2013,  2014 

Folbesyn  (Lederle  Laboratories,  Div.  American  Cyan- 

amid  Co.) 2026 

Furadantin  (Eaton  Laboratories) 2023 

Gantrimycin  (Hoffman-La  Roche  Inc.) 


Between  2032-2033 


Gitaligin  (White  Laboratories,  Inc.) 2158 

Hydeltra-T.B.A.  (Merck  Sharp  & Dohme,  Div.  Merck 

& Co.,  Inc.) 2038 

Hydrolamins  (Lewal  Pharmaceutical  Co.) 2002 

Koro-flex  (Holland-Rantos  Co.,  Inc.) 2133 

Luasmin  (Brewer  & Co.,  Inc.) 2028 

Lipan  (Spirit  & Co.,  Inc.) 2134 

Maredox  (Burroughs  Wellcome  & Co.,  Inc.) 2122 

Marsilid  (Hoffmann-La  Roche  Inc.) 2036-2037 

Medihaler  (Riker  Laboratories,  Inc.) 2009 

Metamucil  (G.  D.  Searle  & Co.) 2047 

Metreton  (Schering  Corporation) 2029 

Milpath  (Wallace  Laboratories) 2005 

Miltown  (Wallace  Laboratories) 2003 

Neohydrin  (Lakeside  Laboratories,  Inc.) 2048 

Novahistine  (Pitman-Moore  Co.) 2128 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 2155 

Orinase  (Upjohn  Company) 2020-2021 

Pathibamate  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) . . Between  2016  and  2017,  2017,  2018,  2019 

Peri-colace  (Mead  Johnson  & Co.) 4th  cover 

Presto-boro  (Standard  Pharmaceutical  Co.,  Inc.) ....  2155 

Protamide  (Sherman  Laboratories) 2129 

Pyridium  (Warner-Chilcott) 2121 

Ramses  (Julius  Schmid,  Inc.) 2024 

Rubraton  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 2123 

Sigraamycin  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Co.,  Inc 2032 

Surfadil  (Eli  Lilly  & Co.) 2040 

Tace  (Wm.  S.  Merell  Company) 2nd  cover 

Theominal  R.S.  (Winthrop  Laboratories) 2007 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2001 

Unitensen-R  (Irwin,  Neisler  <fc  Co.) 2011 

Viterra  (J.  B.  Roerig  & Co.) 2039 


Dietary  Foods 


Bread  (American  Bakers  Association) 2136 

Junket  (Junket  Brand  Foods) 2016 

Karo  (Corn  Products  Refining  Co.) 2127 

Mazola  (Corn  Products  Refining  Co.) 2035 


Medical  and  Surgical  Supplies 


Patrician  X-ray  equipment  (General  Electric) 2135 

Visette  Electrocardiograph  (Sanborn  Company) 2033 
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optimal  dosages  for  atakax, 
based  on  thousands  of  case  histories: 


( t.i.d.) 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

PEACE  OF  MIND  ATARAX 


(BRAND  OF  HYDROXYZINE) 


Tablets-Syrup 


Consider  these  3 ATARAX  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

atarax  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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direct  action  against 
the  distressing 

symptoms  of 
bronchial 
asthma 


Luasmin 


Capsules  and  Enteric  Coated  Tablets 


V 


Theophylline 
Sodium  Acetate 
0.2  Gm. 

Ephedrine 
Sulfate 
30  mg. 

Phenobarbital 
Sodium 
30  mg. 


► 

► 

► 


Increases  efficiency  of 
circulation  and  respiration 


Relaxes  bronchial  tree  and 
relieves  mucosal  congestion 

Provides  mild 
sedation 


An  established  formula,  Luasmin  sup- 
plies three  ingredients  which  provide  the 
practical  symptomatic  approach  in  the 
treatment  of  bronchial  asthma. 

Taken  before  bedtime,  a capsule  and  a 
tablet  usually  assure  a full  night’s  sleep. 
During  the  day,  Luasmin  capsules  bring 
prompt  relief. 


Samples  and  literature  on  request 

Brewer  & Company,  Inc. 

Worcester  8,  Massachusetts,  U.S.A. 
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FOR  STUBBORN/  ALLERGIES 


s' 

METRETON 


Meti-steroid  benefits  are  potentiated  in 


® 


TABLETS 

with  stress  supportive 
vitamin  C 


METI-STEROID  — ANTIHISTAMINE  COMPOUND 

NASAL  SPRAY 
prompt  nasal  comfort 
without  jitters  or  rebound 


ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


T.M.  MTJ.II7 
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563  patients 


ferronord 


® 


(brand  of  ferrogly cine  sulfate  complex]) 


“555  (98^%)  patients  tolerated  this 
ferrous  sulfate-amino  acid  complex 
(FERRONORD)  without  complaint.”1 

“Extraordinarily  well  tolerated”  in  120 
obstetrical  and  gynecological  patients.2 

Well  tolerated  even  in  patients  with 
peptic  ulcer  and  gastritis.3 


• serum  response  in  3 hours 

• clinical  response  in  days 

• befween-meal  administration 
for  better  utilization 

FERRONORD  Dosage: 

average  adult  dosage : Initially,  2 tablets  twice  a day ; in  severe  cases,  2 tablets 
3 times  daily.  Maintenance,  1 to  2 tablets  daily, 
children’s  dosage : In  proportion. 

FERRONORD  Supplied: 

Bottles  of  100  tablets.  Each  tablet  supplies  40  mg.  of  ferrous  iron. 
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ta-aminoacetic-ferrous  sulfate  complex,  exsiccated 


NORDMARK 


PHARMACEUTICAL  LABORATORIES,  INC.,  IRVINGTON,  N.  1 


Suppliers  of  fine  chemicals  to  the  pharmaceutical  industry  for  more  than  a quarter  of  a century. 


highly  effective- clinically  provec 


provides  added  certainty  in  antibiotic  therapy  particularly  fo 
that  90%  of  the  patient  population  treated  in  home  or  office . . 


Multi -spectrum  synergistically  strengthened 
Sigmamycin  provides  the  antimicrobial  spec- 
trum of  tetracycline  extended  and  potentiated 
with  oleandomycin  to  include  even  those  strains 
of  staphylococci  and  certain  other  pathogens 
resistant  to  other  antibiotics. 

Supplied:  Sigmamycin  Capsules  - 250  mg. 
(oleandomycin  83  mg.,  tetracycline  167  mg.), 
bottles  of  16  and  100;  100  mg.  (oleandomycin 


33  mg.,  tetracycline  67  mg.),  bottles  of  25  ar 
100.  Sigmamycin  for  Oral  Suspension  — 1 
Gm.,  125  mg.  per  5 cc.  teaspoonful  (oleandom; 
cin  42  mg.,  tetracycline  83  mg.),  mint  flavored 
bottles  of  2 OZ.  »Tradems 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic 
development  and  production 


. . . the  eighteen  pound,  transistorized  model 


For  the  clinical  accuracy  your  heart 
practice  demands . . . and  a degree  of  port- 
ability never  before  approached  in  the  field 
of  ’cardiography ..  .this  new  Sanborn  in- 
strument offers  a truly  remarkable  answer. 

In  the  VISETTE  you  will  find  outstand- 
ing Sanborn  quality  and  performance, 
achieved  through  the  latest  electronic 
techniques  and  the  most  modern  princi- 
ples of  instrumentation.  Tiny  transistors 
largely  replace  bulky  vacuum  tubes  . . . 
entire  circuits  are  contained  in  plug-in 
printed  wiring  panels  no  larger  than  a 
playing  card  . . . cardiograms  are  clearly 
traced  on  chart  paper  in  a new,  convenient 
width.  Innovations  such  as  these  have  also 
made  possible  economies  in  production, 
reflected  in  the  comparably  lower  price 
of  the  new  300  VISETTE. 

Every  design  feature,  every  component 
in  this  modern  instrument,  serves  a single 
purpose:  clinically  accurate  ’cardiograms 


with  the  greatest  possible  convenience.  The 
"Sanborn  man”  in  or  near  your  city  can 
provide  complete  details,  and  a demon- 
stration in  your  office  if  you  wish.  And 
of  course  you  may  try  a VISETTE  (as 
you  can  other  Sanborn  instruments)  — 
before  buying,  without  cost  or  obligation. 

To  those  who  already  own  the  famous 
Model  51  Vi  so- Card  iette,  the  new 
VISETTE  can  be  an  invaluable  "com- 
panion” ECG  — especially  suited  to  use 
outside  the  office,  or  in  hospital  wards. 
Or,  for  those  who  prefer  a larger  instru- 
ment, using  conventional  6 cm.  width 
recording  paper,  the  "51”  is  still  available 
at  S785  delivered. 

SANBORN 

COMPANY 

WALTHAM  54,  MASS. 


New  York  Branch  Office 

I860  Broadway,  Circle  7-5794  and  7-5795 
Rochester  Branch  Office 
830  Linden  Ave..  Hillside  5-0528 
Schenectady  Branch  Office 

611  Union  St.,  Franklin  7-8691 


yiSETTE 
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more  CERTAIN 


(whether  toxic,  neuromuscular 
or  emotional  in  origin) 


more  COMPREHENSIVE  in 

therapeutic  effects 


• adsorbs  toxins 

• reduces  hyperperistalsis 


• soothes  mucosa 

• neutralizes  hyperacidity 


• eases  emotional  tension 


DONNAGELS 


(DONNATAl  WITH  KAOLIN  AND  PECTIN  COMPOUND) 


Each  30  cc.  of  Donnagel  contains: 

Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate 0.0194  mg. 

Hyoscine  Hydrobromide  0.0065  mg 

Phenobarbital  (V4  gr.) 16.2  mg. 

Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 130.0  mg. 

Oihydroxy  aluminum 
amlnoacetate  (7V4  gr.) ..  0.5  Gm. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA 

Ethical  Pharmaceuticals  of  Merit  since  1878 


CORN  OIL  LOWERS 


serum 

holesterol 


Physicians  are  well  aware  of  recent 
reports  that  blood  cholesterol  levels 
tend  to  decrease  significantly  in 
humans  when  a substantial  part  of 
the  dietary  fat  is  supplied  as  polyun- 
saturated vegetable  oil.  Many  clinical 
and  experimental  studies  have  shown 
Mazola  Corn  Oil  to  be  particularly 
effective  as  a cholesterol-reducing 
agent. 

In  the  dietary  management  of  blood 
cholesterol  levels  it  is  practical  to  de- 
crease the  total  daily  intake  of  fat 
and  substitute  Mazola  Corn  Oil  for  a 
substantial  amount  of  the  saturated 
fat.  Corn  oil  can  be  included  in  the 
daily  diet  as  salad  dressings  and  in 
a variety  of  other  ways*  without  the 
usual  inconveniences  of  dieting. 
Mazola  Corn  Oil  is  a product  every- 
one knows,  respects,  enjoys  and  keeps 
on  hand. 


Do  you  have  " Vegetable 
Oils  in  Nutrition?  ' 

If  not,  you  may  have 
this  88-page  reference 
and  monograph 
without  charge.  Write  to 
Medical  Department , 

Corn  Products  Refining 
Company,  1 7 Battery 
Place,  New  York  4,  N.  Y. 


MAZOLA®  CORN  OIL  IS 
DERIVED  100%  FROM  CORN 

• It  is  in  its  natural  form  — 
not  hydrogenated 

• It  contains  no  cholesterol 

• Over  85%  of  its  component  fatty 
acids  are  unsaturated 

• It  is  rich  in  the  metabolically 
specially  important  linoleic  acid 

• It  is  an  excellent  carrier  for 
fat  soluble  vitamins 

• It  is  well  tolerated,  readily 
digested  and  easily  absorbed 

• It  is  suitable  for  inclusion  in  the 
daily  diet  in  a wide  variety  of  ways’* 

*A  collection  of  recipes 
using  Mazola  Corn  Oil 
is  available  on  request. 


CORN  PRODUCTS  REFINING  COMPANY 


announcing 

Marsilid  'Roche'  is  a psychic  energizer  — the  very  opposite  of  a tranquilizer. 
It  is  useful  not  only  for  mild  and  severe  depression  but  for  stimulation  of 
appetite  and  weight  gain,  and  in  chronic  debilitating  disorders. 

Q-  What  is  Marsilid? 

SI  Marsilid  (iproniazid)  is  an  amine  oxidase  inhibitor  which  affects 
the  metabolism  of  serotonin,  epinephrine,  norepinephrine  and  other  amines. 

Q-  How  does  Marsilid  act? 

Jfk  !3  Marsilid  has  a normal  eudaemonic*  rather  than  an  abnormal 
euphoric  effect;  it  promotes  a feeling  of  well-being  and  increased  vitality; 
it  restores  depleted  energy  and  stimulates  appetite  and  weight  gain  in 
chronic  debilitating  disorders. 

Q.  How  soon  is  the  effect  of  Marsilid  apparent? 

Marsilid  is  a slow-acting  drug.  In  mild  depression  it  usually  takes 
effect  within  a week  or  two;  in  severe  psychotics,  results  may  be  apparent 
only  after  a month  or  more. 

Q-  What  are  the  indications  for  Marsilid? 

Mild  depression  in  ambulatory,  non-psychotic  patients;  psychoses 
associated  with  severe  depression  or  regression;  stimulation  of  appetite  and 
weight  gain  in  debilitated  patients;  chronic  debilitating  disorders;  stimulation 
of  wound  healing  in  draining  sinuses  (both  tuberculous  and  non-tuberculous); 
adjunctive  therapy  in  rheumatoid  arthritis  when  associated  with  depressed 

*Eudaemonia  is  a feeling  of  well-being  or  happiness;  in  Aristotle's  use,  felicity  resulting  from 
life  of  activity  in  accordance  with  reason. 


MARSILID 


(Iproniazid) 


'Roche 
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(the  opposite  of  a tranquilizer) 


psychomotor  activity  (Marsilid  stimulates  physical  and  mental  activity,  ap- 
petite and  weight  gain  without  objective  joint  changes). 

What  is  the  dosage  of  Marsilid? 

A.  The  daily  dose  of  Marsilid  should  not  exceed  150  mg  (50  mg 
t. i. d.).  In  patients  who  are  not  hospitalized,  the  dosage  should  be  reduced 
after  the  first  8 weeks  to  an  average  of  50  mg  daily  or  less,  for  Marsilid  is 
a cumulative  drug.  Like  all  potent  drugs,  Marsilid  requires  careful  individual 
dosage  adjustment. 

Q.  What  are  the  potential  side  effects  of  Marsilid? 

/ i IB  Side  effects  due  to  Marsilid  are  reversible  upon  reduction  of 
dosage  or  cessation  of  therapy.  It  may  cause  constipation,  hyperreflexia, 
paresthesias,  dizziness,  postural  hypotension,  sweating,  dryness  of  mouth, 
delay  in  starting  micturition,  and  impotence. 

a-  When  is  Marsilid  contraindicated? 

A.  Marsilid  is  contraindicated  in  overactive,  overstimulated  or  agi- 
tated patients.  Marsilid  therapy  should  be  discontinued  two  days  before 
the  use  of  ether  anesthesia.  It  should  not  be  given  together  with  cocaine  or 
meperidine.  In  patients  with  impaired  kidney  function,  Marsilid  should  be 
used  cautiously  to  prevent  accumulation.  Marsilid  is  not  recommended  in 
epileptic  patients. 

Q-  How  is  Marsilid  supplied? 

A.  Marsilid  is  supplied  in  scored  50-mg,  25-mg  and  10-mg  tablets. 

MARSILID®  PHOSPHATE  — brand  of  iproniazid  phosphate  (1-isonicotinyl-2-isopropylhydrazine 
phosphate) 
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(Prednisolone  ferf/ory*butylacetate,  Merck) 

for  relief  that  lasts -longer 


in  TENOSYNOVITIS 
often  frees 
locked” 
tendons 
without 

for  surgery  lift 


Osteoarthritis 

ii» 

r I Rheumatoid  arthritis 

Acute  gouty  arthritis 
Bursitis 
Tendinitis 
r Trigger  finger 
Tenosynovitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 
Capsulitis 
Frozen  shoulder 
Coccydynia 

Rheumatoid  nodules 

i 

| Fibrositis 
| Tensor  fascia  lata 
syndrome  ' 
Collateral  ligament 
strains 
Sprains 
Radiculitis 
Osteochondritis 
Ganglia 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Olt)43<>»IIOII  12  IS  14  15  OATS 


Dosage:  the  usual  mrra-articular. 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra’- 
t.b.a. — 20  mg. /cc.  of  predniso- 
lone ^r/iary-butylacetate,  in 
5-cc.  vials. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  INC. 

PHILADELPHIA  I.  PA. 


2038 


add  VITERRA 


as  a matter  of  course 

Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers" which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your -and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 
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Abates  pain  and  itch,  protects  against  sun's  rays 


LOTION 

S U R F A D I L I 

(Cyclomethycaine  and  Thenylpyramine,  Lilly) 


Formula 

Each  100  cc.  contain: 
‘Histadyl’  2 Gm. 

‘Surfacaine’  0.5  Gm. 
Titanium  Dioxide  5 Gm. 


Available: 

In  75-cc.  plastic  squeeze 
bottles  and  in  1-pint  bot- 
tles. Also  supplied  as  a 
cream  in  1 -ounce  tubes  and 
1 and  5-pound  jars. 


Formulated  to  insure  patient  acceptance 


Lotion  'Surfadil’  combines  the  highly  effective  topical  anes- 
thetic, 'Surfacaine’  (Cyclomethycaine,  Lilly) ; an  antihistamine, 
'Histadyl’  (Thenylpyramine,  Lilly) ; and  the  protective  adsorb- 
ent, titanium  dioxide.  It  provides  prompt  and  prolonged  relief 
from  contact  dermatitis  caused  by  poison  ivy,  oak,  or  sumac.  It 
is  also  valuable  for  eczema,  insect  bites,  heat  rash,  and  sunburn. 


Lotion  'Surfadil’  is  skin  tone  in  color  and  virtually  odorless; 
does  not  readily  rub  off  but  washes  off  easily. 


ELI  LILLY  AND  COMPANY  • 


INDIANAPOLIS  6,  INDIANA.  U.S.A. 

761007 
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EDITORIALS 


Traffic 

The  summer  season  will  increase  density  of 
traffic  on  the  highways  with  the  inevitable 
consequence  of  more  accidents,  death,  and 
disability.  We  therefore  publish,  for  the 
benefit  of  our  membership  and  others  who 
must  use  our  roads,  parkways,  and  thru- 
ways,  a summary  of  a booklet  just  received 
from  one  of  the  large  insurance  companies  as 
its  contribution  to  traffic  safety. 

A new  deadly  disease  has  the  American 
people  in  its  grip,  and  no  miracle  drug  is  in 
sight  to  stop  its  frightful  toll  of  human  lives. 

Heedless  horsepower  is  the  chronic  disease 
of  the  Age  of  the  Automobile.  Its  symp- 
toms are  many  and  various.  The  heavy 
foot  on  the  accelerator;  the  eye  fixed  on  the 
climbing  speedometer;  the  hand  on  the  horn ; 
the  mind  idling  while  the  car  is  in  high. 

In  its  23rd  annual  highway  safety  publica- 
tion, ‘‘Heedless  Horsepower,”  the  Travelers 
Insurance  Companies  of  Hartford,  Con- 
necticut, point  to  the  fact  that  40,000 
Americans  were  killed  and  2,368.000  injured 
in  1956  on  U.S.  highways.  That’s  an  in- 
crease of  6 per  cent  in  fatalities  and  nearly  10 
per  cent  in  injuries  over  1955's  toll. 

“The  disease  of  heedless  horsepower  is 
highly  contagious,”  the  booklet  states.  It 
can  be  spread  by  an  irresponsible  word,  an 
inflated  claim,  a careless  example.  And 
everyone  who  is  in  a position  to  influence 
drivers  should  learn  that  horsepower  in  the 
hands  of  the  heedless  is  the  fundamental 
cause  of  our  ever-mounting  toll  of  disaster. 

In  recent  years  engineers  have  made  many 
attempts  to  feature  safety  equipment  in  the 
new  cars.  Probably  many  lives  have  been 
spared  by  safety  glass,  seat  belts,  padded 
instrument  panels,  all-steel  bodies,  etc.  But 
these  safety  devices  can  be  nullified  by  any 
combination  of  speed  plus  carelessness, 
thoughtlessness,  or  lack  of  judgment  by  the 
driver  behind  the  wheel. 
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Safety 

\ 

However,  it  is  the  driver,  not  the  manufac- 
turer, the  advertiser,  or  the  salesman  who 
must  bear  the  greatest  weight  of  blame.  ■ 
For  it  is  the  driver  who  can  control  the  ! 
horsepower  and  use  it  safely  for  his  greater  : 
ease  and  convenience.  It  is  the  driver  who 
is  lectured  to,  legislated  at,  prayed  for,  ^ 

preached  to.  . .in  every  medium  of  public 
expressions  known  to  man.  And  it  is  the  1 
driver  who  nods  sagely,  promises  readily, 
and  forgets  everything  but  his  sense  of  over- 
whelming power  when  he  steps  on  the  gas. 

Casualty  lists  on  U.S.  highways  have  (l 

mounted  steadily  until  in  1956  all  records  of 
heedless  haste  and  needless  waste  were 
shamefully  broken.  The  facts  of  human 
suffering  and  death  speak  for  themselves. 

Human  error  is  by  far  the  biggest  single 
cause  of  accidents.  Figures  compiled  by  the 
Travelers  show  that  in  96.4  per  cent  of  the 
fatal  crashes  last  year,  the  automobile  was  in  d 
apparently  good  condition.  Clear,  drj’’ 
weather  prevailed  in  more  than  85  per  cent  0 
of  these  instances! 

If  this  year’s  record  is  equal  to  that  of  ^ 
1956,  one  in  70  Americans  will  be  a statis-  P 
tic — a pain-wracked  survivor  or  a name  in  1 
the  obituary  column. 

Some  statisticians  have  attempted  to  11 
prove  that  the  dangers  on  our  highways  are  I 
decreasing  because  the  rate  of  death  per  ( 
miles  traveled  and  vehicles  registered  has 
decreased  sharply  in  recent  years. 

But  the  issue  is  the  same  now  as  it  was 
fifty-one  years  ago  when  the  keeping  of 
accident  records  began.  It  cannot  be  5 
stated  in  terms  of  numbers  of  miles  or  num- 
bers of  automobiles.  At  best  these  give  us  c 
cold  comfort.  The  issue  is  one  of  human  j( 
life,  of  men,  women,  and  children  killed  or  j, 
injured,  regardless  of  how  many  miles  they  p 
traveled  or  how  many  cars  they  passed  on  v 
their  wajr  to  their  accident. 
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Dr.  Kaliski  Retires.  Dr.  David  J. 
Kaliski,  for  over  twenty  years  the  director  of 
the  Bureau  of  Workmen’s  Compensation  of 
the  Medical  Society  of  the  State  of  New 
York,  has  retired  and  has  become  a con- 
sultant to  the  Bureau.  After  May  15,  1957, 
he  will  make  his  home  in  Florida,  at  225 
North  Coconut  Lane,  Palm  Island,  Miami 
Beach.  Dr.  Kaliski  has  long  been  identified 
with  organized  medicine.  He  was  president 
of  the  Medical  Society  of  the  County  of 
New  York  in  1932-1933  and  chairman  of  the 
Coordinating  Council  of  the  Five  County 
Medical  Societies  in  Greater  New  York  for 
over  ten  years.  Dr.  Kaliski  was  active  in 
the  private  practice  of  medicine,  in  genito- 
urinary diseases,  syphilology,  and  serology, 
and  was  connected  with  both  Mount  Sinai 
Hospital  and  Beth  Israel  Hospital  in  New 
York  City  for  many  years.  He  served  as  a 
consulting  surgeon  to  the  Police  Department 
of  the  City  of  New  York  and  on  the  board  of 
directors  of  the  United  Medical  Service 
(Blue  Shield).  He  is  treasurer  and  trustee 
of  the  Physicians’  Home,  Inc.,  of  New  York 
State.  Dr.  Kaliski  is  a governor  of  the 
Hebrew  University  in  Israel  and  honorary 
president  of  the  American  Jewish  Physicians 
Committee.  In  1934  Dr.  Kaliski  was  deco- 
rated by  the  French  Government  with  the 
medal  of  the  Legion  of  Honor  as  a Chevalier. 
During  World  War  I Dr.  Kaliski  was  a 
contract  surgeon  in  the  U.S.  Army  and  also 
secretary  of  the  Advisory  Board  13  in  New 
York  City  located  in  Mount  Sinai  Hospital. 

Physician’s  Responsibility  Under  Social 
Security  Disability  Provisions.  The  social 
security  law  as  enacted  in  1935  provided  only 
one  kind  of  protection — protection  against 
loss  of  earnings  resulting  from  retirement. 
In  1939  benefits  were  provided  for  the  de- 
pendents of  retired  workers  and  for  the  sur- 
vivors of  workers  who  died.  But  it  was  not 
until  1954  that  any  provision  was  made  for 


the  protection  of  workers  against  another 
important  economic  hazard — the  loss  of 
earnings  which  occurs  when  the  family 
breadwinner  becomes  totally  disabled  for 
work.  This  1954  legislation  provided  a way 
of  “freezing”  a worker’s  social  security 
account  so  that  years  when  he  is  unable  to 
work  because  of  lasting  and  total  disability 
will  not  be  counted  against  him  in  figuring 
the  benefits  due  him  when  he  reaches  sixty- 
five  or  the  benefits  due  his  family  in  case  of 
his  death.  There  was  no  provision  for  the 
payment  of  any  cash  disability  payments. 
Such  a provision  was  added  in  1956  when 
Congress  provided  for  the  payment  of  dis- 
ability insurance  benefits  to  disabled  workers 
between  the  ages  of  fifty  and  sixty-five  and 
for  the  payment  of  disabled  child’s  benefits 
to  the  disabled  adult  children  of  insured 
workers  who  are  retired  or  have  died. 

To  qualify  for  disability  insurance  benefits 
or  to  have  his  social  security  record  frozen,  a 
worker  must  have  social  security  credit  for 
at  least  five  years’  work  in  the  ten  years  be- 
fore the  beginning  of  his  disability  and  at 
least  one  and  one-half  years  of  this  work 
must  have  been  in  the  three  years  just  before 
he  became  disabled. 

But  not  all  disabled  people  who  have  been 
in  work  covered  by  social  security  for  the  re- 
quired length  of  time  are  eligible  to  receive 
disability  insurance  benefits  or  to  have  their 
social  security  records  frozen.  To  be  eligible 
under  either  provision,  a worker  must  have 
been  disabled  for  six  months  or  more  at  the 
time  he  applies.  In  addition,  there  must  be 
medical  evidence  showing  that  he  has  a 
physical  or  mental  impairment  so  severe  that 
it  prevents  him  from  doing  any  gainful  work 
and  that  this  disability  is  expected  to  con- 
tinue indefinitely  or  end  in  his  death.  There 
is  only  one  exception  to  the  requirement  that 
an  individual  be  totally  disabled  for  work, 
and  this  exception  is  made  only  in  the  case  of 
persons  applying  to  have  their  social  security 
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records  frozen.  An  individual  who  is  totally 
blind  as  that  term  is  defined  in  the  law 
(central  visual  acuity  of  5/200  or  less  in  the 
better  eye  with  the  use  of  a correcting  lens) 
is  considered  disabled  for  the  purpose  of  having 
his  social  security  record  frozen.  To  be  found 
eligible  for  cash  disability  insurance  benefits, 
even  the  totally  blind  person  must  establish 
that  he  is  unable  to  engage  in  substantial 
gainful  activity. 

The  fact  that  an  individual  may  be  receiv- 
ing disability  payments  for  “total  disability” 
from  another  Government  agency,  from  a 
private  insurance  company,  or  under  a 
company  disability  retirement  system  does 
not  necessarily  mean  that  he  will  be  con- 
sidered disabled  under  the  specific  provisions 
of  the  social  security  law. 

A major  objective  of  the  disability  program 
is  to  restore  the  handicapped  to  competitive 
capacity  so  that  they  will  become  self-sup- 
porting. This  emphasis  on  rehabilitation  is 
evidenced  by  the  provision  in  the  law  re- 
quiring prompt  referral  of  disabled  applicants 
to  State  vocational  rehabilitation  agencies 
for  possible  rehabilitation  services.  If  a 
disabled  worker  who  is  otherwise  entitled 
to  disability  insurance  benefits  is  offered 
rehabilitation  services  as  a result  of  such  a 
referral  and  refuses  them,  his  disability  in- 
surance benefits  will  be  withheld. 

Briefly,  this  is  how  typical  applications  for 
a determination  of  disability  are  handled. 
The  disabled  individual  has  his  initial  dealing 
with  the  local  Social  Security  Administra- 
tion district  office.  He  receives  informa- 
tion as  to  his  rights  and  obligations  and  is 
given  assistance  in  filing  an  application  and 
necessary  proofs. 

It  is  the  applicant’s  responsibility  to 
furnish  basic  medical  evidence  concerning 
his  disability.  The  medical  evidence  needed 
to  establish  the  nature  and  severity  of  his 
disability,  the  date  it  began,  and  its  prog- 
nosis comes  from  the  physician  who  has 
treated  him  and  who  knows  his  case  or  from 
the  hospital  or  institution  in  which  the 
applicant  has  been  confined.  Those  of 


you  who  have  already  completed  the  medical 
report  form  for  the  disability  “freeze”  pro- 
gram know  that  it  is  designed  to  minimize 
the  reporting  burden  on  you.  You  are  not 
asked  to  certify  that  your  patient  is  or  is  not 
permanently  or  totally  disabled.  All  you 
are  asked  to  report  is  a brief  history  of  your 
patient’s  impairment  and  to  relate  the  clinical 
facts  as  you  found  them  during  treatment 
or  examination  of  your  patient.  The  med- 
ical report  form  is  returned  by  the  physician 
or  institution  to  the  social  security  office  or 
to  the  State  agency  to  avoid  disclosure  to 
the  applicant  or  patient  and  protect  the 
doctor-patient  relationship. 

Determinations  of  disability  are  made  by 
State  agencies  with  whom  the  Secretary  of 
Health,  Education,  and  Welfare  has  entered 
into  agreements  with  respect  to  the  making 
of  such  determinations  for  individuals  in  the 
State.  The  right  to  a determination  of 
whether  a disability  does  or  does  not  exist 
is  a Federal  right,  although  the  determination 
is  made  by  a State  agency.  Congress  in- 
tended that  it  be  made  under  standards  and 
procedures  that  are  reasonably  uniform  and 
that  will  afford  all  applicants  equal  treat- 
ment wherever  they  reside.  Guides  for 
evaluating  disability  have  been  developed 
in  consultation  with  State  representatives 
and  with  the  advice  and  assistance  of  a 
National  Medical  Advisory  Committee 
headed  by  Dr.  J.  Duffy  Hancock  of  Louis- 
ville, Kentucky. 

These  guides  are  intended  to  serve  as 
descriptions  of  the  level  of  severity  of  im- 
pairments that  justify  a finding  of  “dis- 
ability.” They  describe  anatomic  dam- 
age, functional  loss,  physical  and  mental 
disorders,  and  other  impairments  in  clinical 
terms  that  connote  great  severity.  These 
guides  are  not  applied  mechanically.  The 
presumptions  that  flow  from  them  may  be 
refuted  by  evidence  that  shows  the  in- 
dividual actually  did  or  could  work  despite 
his  impairment,  as  when  he  has  special 
vocational  experience  or  skills.  On  the 
other  hand,  an  individual’s  condition  might 
fall  somewhat  short  of  the  prescribed  level 
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of  severity  of  any  one  condition,  but,  he 
might  have  multiple  impairments  that  in 
combination  may  approximate  in  effect  the 
severity  of  a described  impairment.  Such 
cases  are  also  allowable.  Impairments  that 
are  partially  disabling  or  are  amenable  to 
safe  and  acceptable  treatment  are  not  allow- 
able bases  for  a finding  of  “disability.” 

On  the  professional  team  in  the  State 
agency,  at  least  one  member  is  a doctor  of 
medicine.  In  making  a disability  determina- 
tion the  team  considers  not  only  medical 
evidence  but  also  such  nonmedical  factors 
as  the  individual’s  education,  training,  ex- 
perience, and  age. 

As  physicians,  you  can  assist  the  disability 
program  and  your  patient  by  furnishing  the 
necessary  medical  reports.  The  evidence 
you  furnish  should  be  sufficient  to  enable  a 
reviewing  physician  to  make  an  independent 
diagnosis  on  the  basis  of  clinical  evidence 
supplied  on  the  medical  report.  The  type 
of  medical  report  used  is  the  same  for  the 
child’s  and  for  disability  insurance  payment 
purposes  as  for  the  disability  “freeze.”  In 
neither  case,  however,  is  the  use  of  the  form 
mandatory,  for  the  physician  is  free  to  use 
the  method  of  his  choice.  However,  the 
items  of  information  listed  on  the  form  fur- 
nish the  physician  with  a guide  as  to  the 
kinds  of  evidence  needed  by  the  State  agency 
to  make  a determination  of  disability.  By 
supplying  the  types  of  clinical  evidence  listed 
on  the  form,  the  reporting  physician  will  re- 
duce the  need  for  additional  reports  which  are 
sometimes  requested  when  the  evidence  is 
not  complete. — Social  Security  Adminis- 
tration, U.S.  Department  of  Health, 
Education,  and  Welfare. 

The  Practicing  Physician  and  Medical 
Research  and  Education.  The  interdepend- 
ence of  the  practicing  physician  and  the 
progress  of  medical  research  and  education 
seems  too  obvious  to  need  mention,  but  as  a 
matter  of  fact  in  these  days  of  rapid  develop- 
ment, the  obvious  seems  to  us  to  be  often 
overlooked.  Certain  facets  of  research  at- 


tainment, the  “miracle  drugs”  for  example, 
or  some  procedure  such  as  surgery  of  the 
heart  valves  or  the  development  of  the  anti- 
polio vaccines  captures  the  imagination  of 
the  public  and,  indeed,  even  of  the  profes- 
sion itself.  Forgotten  or  at  least  temporarily 
in  abeyance  is  the  sober  fact  that  these 
brilliant  culminations  of  years  of  endeavor 
in  the  field  of  research  would  be  of  little 
value  to  the  public  unless  founded  on  the 
solid  but  unexciting  structure  of  medical 
education  and  backed  by  the  painstaking 
and  equally  unexciting  functions  of  long 
clinical  observation  and  practice.  Says  the 
J.A.M.A.  editorially,1 

In  its  Report  on  Medical  Education  in  the 
United  States  and  Canada,  the  Council  on 
Medical  Education  and  Hospitals  highlights 
the  inevitable  interdependence  of  individuals 
in  medical  practice,  medical  education,  and  re- 
search. Certainly  no  one  can  deny  this  rela- 
tionship— least  of  all  the  practicing  physician, 
whose  dependence  on  the  other  two  activities  is 
most  clear-cut  and  direct  and  finds  expression, 
perhaps  often  unrecognized,  routinely  in  his 
daily  life. 

The  Council  centers  attention  on  the  recent 
report  of  the  American  Foundation  entitled 
“Medical  Research:  A Midcentury  Survey.”2 
This  report,  and  particularly  the  first  volume, 
contains  a wealth  of  material  that  should  be  of 
vital  concern  to  every  member  of  the  medical 
profession,  regardless  of  his  primary  field  of 
interest.  The  American  Foundation  is  to  be 
commended  for  the  lucid  report  of  its  thought- 
ful analysis  of  the  serious  problems  facing 
medical  research  today.  These  problems  are 
related  to  medical  education  and  medical 
practice,  and  any  resolution  or  lack  of  it  will 
inescapably  have  a direct  impact  on  education 
and  practice. 

It  is  hardly  necessary  to  point  out  that 
medical  practice  and  education  are  also  beset 
with  important  questions  that  are  clearly  of 
significance  to  individuals  in  both  fields  of 


'J.A.M.A.  161:  1(>80  (Aug.  25)  1950. 

2 Medical  Research:  A Midcentury  Survey.  Vol.  1. 

American  Medical  Research:  In  Principle  and  Practice. 

Vol.  2.  Unsolved  Clinical  Problems:  In  Biological  Perspec- 
tive. Published  for  the  American  Foundation,  Boston, 
Little,  Brown  & Company,  1955. 
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endeavor.  Political,  social,  and  economic 
changes — and  indeed  change  in  the  age  charac- 
teristics of  the  population  brought  about  by 
medical  research  and  made  a part  of  medical 
practice  through  medical  education — repre- 
sent the  denominator  common  to  the  more 
basic  problems  in  all  three  activities. 

Medicine  labors  under  the  single  primary 
obligation  to  conduct  its  affairs  in  order  that 
the  general  public  welfare  be  best  served. 
This  obligation  is  shared  by  medical  research, 
education,  and  practice.  In  view  of  the  recog- 
nized interdependence,  a common  source  of 
basic  problems  and  shared  primary  obligation, 
the  best  interests  of  medicine  in  its  total  sense 
and  the  public  would  be  well  served  in  the  dif- 
fering yet  similar  viewpoints  of  leaders  in 
medical  research,  education,  and  practice  were 
focused  on  one  another’s  problems. 

Physicians  have  long  recognized  the  need 
for  continuing  education  throughout  profes- 
sional life  in  order  to  render  the  best  possible 
medical  care  to  their  patients  and  to  their 
communities.  During  recent  years  this  need 
has  become  increasingly  apparent,  for  advances 
in  medical  knowledge  have  occurred  with  such 
rapidity  that  even  the  best  preparation  for  the 
practice  of  medicine  would  soon  become  inade- 
quate without  continuous  revision  of  older  con- 
cepts and  addition  of  new  information.  This  is 
equally  true  whether  the  physician  is  in  the 
general  practice  of  medicine  or  restricts  his 
practice  to  one  of  the  specialty  areas.  The 
vast  field  of  medical  literature  is  constantly 
expanding,  and  no  physician  through  his  in- 
dividual efforts  could  possibly  keep  abreast  of 
it  all. 

Over  the  years  various  means  of  continuing 
medical  education  have  developed.  They  in- 
clude such  methods  as  reading  current  litera- 
ture, professional  contacts  between  physi- 
cians and  their  colleagues  in  medicine  and 
allied  fields,  attendance  and  exchange  of 
opinion  in  hospital  staff  meetings  and  confer- 
ences, attendance  at  medical  society  meetings, 
and  attendance  at  formal  postgraduate  courses. 
These  approaches  have  varying  values,  which 
depend  on  the  manner  in  which  the  individual 
physician  utilizes  them  as  well  as  on  the  in- 
herent potentialities  within  the  method  itself. 
One  of  the  most  challenging  problems  confront- 
ing postgraduate  medical  education  today  is  to 


determine  the  best  means  of  communicating  to 
physicians  the  fruits  of  research  for  the  ulti- 
mate benefit  of  all  medical  care. 

At  the  time  of  the  Flexner  report  in  1910, 
postgraduate  medical  eduction  was  concerned 
entirely  with  attempting  to  repair  a basically 
inadequate  medical  education  rather  than  with 
the  communication  of  current  discoveries  to 
well-educated  physicians.  The  repair  or  “re- 
fresher” function  of  continuing  education  is 
disappearing  as  more  adequate  undergraduate 
and  graduate  medical  education  has  developed. 
The  current  and  future  challenges  of  post- 
graduate medical  education  include  the  need 
for  provision  of  educationally  sound  programs 
of  various  kinds  and  in  sufficient  quantity  to 
meet  the  ever-increasing  demand. 

Medical  schools,  hospitals,  and  medical 
societies,  as  well  as  other  institutions  and  or- 
ganizations, are  involved,  individually  and 
cooperatively,  in  postgraduate  programs  for 
physicians.  Problems  analogous  to  those  that 
occurred  as  undergraduate  and  graduate  medi- 
cal education  developed  are  present  in  the 
advancing  field  of  postgraduate  medical 
education. 

The  Council  on  Medical  Education  and  Hos- 
pitals is  increasingly  concerned  with  this  field, 
as  reported  in  this  issue  of  the  Journal.  The 
Council  hopes  to  assist  in  the  further  develop- 
ment of  postgraduate  medical  education  as  this 
area  of  education  assumes  an  ever  more  im- 
portant role  in  the  period  ahead. 

We  consider  this  interdependence  so  vital 
to  the  public  interest  and  to  the  well- 
balanced  advance  of  the  profession  itself 
that  we  call  to  the  attention  of  the  member- 
ship this  aspect  of  the  Council  on  Medical 
Education  and  Hospitals’  report  in  the  hope 
that  it  will  provoke  serious  consideration 
of  the  problem  as  a whole.  The  question  of 
communications,  while  being  intelligently 
attacked,  as  the  editorial  points  out,  is  not 
yet  satisfactorily  solved.  However,  newer 
and  more  effective  media  of  communication 
such  as  closed  circuit  television,  especially 
in  color,  offer  the  hope  of  greater  and  more 
rapid  channels  for  the  accomplishment  of 
this  end. 
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Metamucil  does  both:  the  demulcent 
mucilloid  produces  soft,  easy  stools 
and  stimulates  normal  peristalsis. 
This  is  "smoothage”  management  of 
constipation  without  the  use  of 
irritant  laxatives. 


METAMUCIL 


SEARLE 


psyllium  hydrophilic  mucilloid  with  dextrose 
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YOUR  PATIENT  NEEDS  AN  ORGANO MERCURIAL 

Practicing  physicians  know  that  many  years  of  clinical  and  laboratory  experience 
with  any  medication  are  the  only  real  test  of  its  efficacy  and  safety. 

Among  available,  effective  diuretics,  the  organomercurials  have  behind  them  over 
three  decades  of  successful  clinical  use.  Their  clinical  background  and  thousands  of 
reports  in  the  literature  testify  to  the  value  of  the  organomercurial  diuretics. 

TABLET  # 

NEOHYDRIN 

BRAND  OF  CHLORM  ERODRIN  (is.3  mg.  of  3-chloromercuri-2-metmoxy-propylure* 

EQUIVALENT  TO  IO  MG.  OF  NON-IONIC  MERCURY  IN  EACH  TABLET) 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 
Mill 
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Gastrointestinal  Side-Effects  Related  to  Prednisone 

and  Prednisolone* 

Prelim  inary  Observations 


JACK  R.  DORDICK,  M.D.,  SEYMOUR  L.  FELDER,  M.D.,  FLORENCE  POLANSKY,  B.A.,  AND 
ABRAHAM  GEFFEN,  M.D.,  NEW  YORK  CITY 

( From  the  Medical  Service,  Arthritis  Clinic,  and  the  Department  of  Radiology,  Beth  Israel  Hospital) 


Prednisone  and  prednisolone  have  now  been 
established  as  effective  antirheumatic  and 
anti-inflammatory  agents  in  a variety  of 
diseases.1-6  In  contrast  to  cortisone,  hydro- 
cortisone, and  fluorohydrocortisone,  administra- 
tion of  these  new  hormones  in  therapeutic  doses 
is  not  usually  associated  with  significant  dis- 
turbances of  electrolyte  and  water  metabolism. 

In  our  preliminary  report3  steroidal  side- 
effects,  such  as  facial  rounding,  hirsutism, 
striae,  and  skin  pigmentation,  were  observed 
in  addition  to  mental  side-effects,  such  as 
restlessness,  insomnia,  and  euphoria.  At  that 
time  we  were  impressed  by  the  relatively  high 
incidence  of  epigastric  discomfort  as  an  un- 

This  study  was  aided  by  a grant  from  the  Schering  Corpora- 
tion, Bloomfield,  New  Jersey,  who  also  supplied  the  predni- 
sone and  prednisolone  under  the  trade  names  of  Meticorten 
and  Meticortelone. 


desirable  side-reaction.  In  one  patient  it  was 
disturbing  enough  to  require  discontinuance 
of  the  medication.  This  prompted  a review 
of  major  gastrointestinal  side-effects  in  195 
patients  who  were  treated  with  either  or  both 
hormones  during  the  past  year. 

Method 

The  majority  of  patients  selected  had  some 
form  of  rheumatic  disease,  although  cases  of 
bronchial  asthma,  systemic  lupus  erythematosus, 
active  rheumatic  fever,  nephrotic  syndrome,  and 
others  were  also  included  in  this  survey  (Table  I). 
Prednisone  was  given  to  108  patients,  predni- 
solone to  58,  and  both  drugs  were  given  alter- 
nately to  29  patients. 

The  patients  were  questioned  as  to  whether 
they  had  experienced  any  gastrointestinal  symp- 


TABLE  I. — Composition  of  Series  Receiving  Prednisone,  Prednisolone,  or  Both 


Diagnosis 

Number 

of 

Cases 

Duration 

(Days) 

Total  Dose 

Rheumatoid  arthritis 

58 

7 to  360 

140  mg. 

to 

6.4  Gm. 

Rheumatoid  spondylitis 

8 

40  to  184 

640  mg. 

to 

2.3  Gm. 

Degenerative  joint  disease  (osteoarthritis) 

40 

38  to  124 

360  mg. 

to 

3.8  Gm. 

Bronchial  asthma 

24 

18  to  220 

240  mg. 

to 

4.20  Gm. 

Gout 

18 

7 to  100 

230  mg. 

to 

2.6  Gm. 

Fibrositis,  myositis 

16 

10  to  42 

160  mg. 

to 

0.5  Gm. 

Systemic  lupus  erythematosus 

8 

120  to  380 

1.74 

to 

4.10  Gm. 

Active  rheumatic  fever 

9 

30  to  112 

1.10 

to 

2.80  Gm. 

Nephrotic  syndrome 

4 

40  to  120 

1.50 

to 

2.64  Gm. 

Regional  ileitis 

3 

60  to  242 

1.84 

to 

4.30  Gm. 

Herpes  zoster 

3 

12  to  50 

240  mg. 

to 

860  mg. 

Varied  skin  ailments 

3 

18  to  90 

400  mg. 

to 

1.84  Gm. 

Polyarteritis  nodosa 

1 

210 

4.54  Gm. 

Total  195 


2049 


DORDICK,  FELDER,  POLANSKY,  AND  GEFFEN 


TABLE  II. — Gastrointestinal  Side-Effects  Occurring 
in  30  Patients 


Symptoms 

Number 

of 

Patients 

Per 

Cent 

Abdominal  pain 

14 

46.6 

Abdominal  discomfort  (burning  or 
pressure)  or  pyrosis  (heartburn) 

7 

23.3 

Nausea  and/or  vomiting 

7 

23.3 

“Burning”  in  pharynx  and  nausea 

2 

6.8 

toms,  such  as  abdominal  pain  or  discomfort, 
pyrosis,  bloating,  regurgitation,  nausea,  vomit- 
ing, diarrhea,  or  bloody  or  tarry  stools.  The 
presence  of  any  of  these  before,  during,  or  after 
the  administration  of  prednisone  or  predniso- 
lone was  recorded.  Where  a positive  history 
of  ulcer*  was  elicited,  the  available  roentgeno- 
grams were  reviewed.  Any  history  of  tuberculo- 
sis, diabetes,  emotional  disturbance,  or  other 
pertinent  ailment  was  also  noted. 

Complete  gastrointestinal  x-ray  series  were 
done  in  36  patients  prior  to  the  institution  of 
therapy  and  in  all  patients  at  periodic  intervals, 
usually  after  six  weeks  of  therapy,  often  after 
three  months,  or  whenever  such  gastrointestinal 
complaints  required  further  x-ray  evaluation. 
Definitive  radiologic  diagnosis  of  ulcer  was 
based  on  the  finding  of  a crater  or  constant 
deformity  or  both.  Pylorospasm  or  coarsening 
of  the  gastric  or  duodenal  folds  was  not  con- 
sidered diagnostic  of  an  ulcer. 

Supplementary  diagnostic  procedures  in- 
cluded sigmoidoscopy,  gastric  analyses  for 
volume  and  for  free  and  total  hydrochloric  acid, 
urinary  uropepsin  determinations,  and  exami- 
nations of  stools  for  occult  blood. 

Results 

Information  regarding  the  occurrence  of  pre- 
treatment gastrointestinal  symptoms,  while  al- 
most always  difficult  to  evaluate,  was  offered  by 
45  (23.0  per  cent)  of  the  cases.  Nine  of  this 
group  presented  clinical  manifestations  highly 
suggestive  of  ulcer,  but  definitive  peptic  ulcers 
were  not  demonstrable  in  their  roentgenograms. 

After  treatment  with  prednisone  or  predniso- 
lone for  at  least  seven  days  the  incidence  of 
gastrointestinal  distress  was  24.6  per  cent 
(48  cases).  Further  analysis  of  these  48  cases 
disclosed  that  18  had  experienced  comparable 
symptoms  prior  to  treatment;  in  the  remaining 

* The  term  “peptic  ulcer”  will  be  used  hereafter  to  include 
esophogeal,  gastric,  or  duodenal  ulcers. 


Fig.  1.  Circular  ulcer  on  lesser  curvature  6 cm. 
proximal  to  the  pylorus.8 


30  (15.3  per  cent)  these  manifestations  occurred 
for  the  first  time.  Abdominal  pain  (chiefly 
epigastric  or  hypogastric)  was  noted  in  14, 
abdominal  discomfort  (burning  or  pressure)  or 
“heartburn”  in  seven,  nausea  and/or  vomiting  in 
seven,  and  nausea  and  “burning”  in  the  pharynx 
in  two  (Table  II).  In  19  patients  these  symp- 
toms were  almost  completely  ameliorated  when 
suitable  doses  of  antacids  were  given  concomi- 
tantly with  the  steroids  and  a bland  diet.  Gastro- 
intestinal roentgenograms  of  these  30  patients 
failed  to  disclose  definitive  evidence  of  ulcer. 

Results  of  analyses  of  free  and  total  hydro- 
chloric acid  in  the  gastric  contents  during  treat- 
ment were  variable  and  did  not  follow  any 
consistent  pattern.  No  attempts  were  made  to 
correlate  the  pretreatment  gastric  secretory 
findings  with  the  results  after  steroid  adminis- 
tration. Urinary  uropepsin  studies!  were  done 
in  15  subjects  but  were  discontinued  after  three 
months  because  of  inconclusive  or  controversial 
findings.7 

An  asymptomatic  ulcer  undisclosed  by  x-ray 
was  found  at  autopsy  in  one  patient  with  active 
rheumatic  carditis.  This  case  has  already  been 
reported  (Fig.  I).8  Another  subject,  also  pre- 
viously recorded,8  with  symptoms  highly  sug- 
gestive of  peptic  ulcer  for  some  months  prior  to 
prednisone  therapy,  perforated  after  receiving 
105  mg.  of  prednisone  over  seven  days.  She  was 
successfully  operated  on  but  succumbed  on  the 
tenth  postoperative  day  with  a pulmonary 
embolus.  A gastrointestinal  roentgenogram  in 
November,  1953  (more  than  eighteen  months 
prior  to  prednisone  therapy),  was  reported  as 


f The  uropepsin  studies  were  done  by  Dr.  Samuel  Korman. 
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Fig.  2 Case  2 — Definitely  deformed  duodenal  bulb  fourteen  days  after  prednisone 


Fig.  3.  Case  2 — Deformity  of  duodenal  bulb 


normal.  Postmortem  examination  revealed  two 
acute  duodenal  ulcers. 

Gastrointestinal  bleeding  was  found  in  one 
patient  who  had  no  previous  gastric  symptoms 
but  who  showed  roentgenographic  proof  of  an 
ulcer  fourteen  days  after  receiving  prednisone 
(Fig.  2).  The  bleeding  stopped  when  the  drug 
was  withdrawn. 

In  five  additional  individuals  (2.5  per  cent) 
medication  was  discontinued  because  of  severe 
epigastric  or  periumbilical  pain,  persistent 
nausea,  and/or  vomiting.  These  symptoms 
were  not  alleviated  by  antacids,  atropine,  or 
other  synthetic  anticholinergic  drugs.  Roent- 
genographic proof  of  a duodenal  ulcer  was 
found  in  two  patients  in  whom  pretreatment 
gastrointestinal  symptoms  were  absent.  These 
five  cases  are  summarized  below. 


persisting  after  fifty-eight  days  of  therapy. 


Case  Reports 

Case  1. — A sixty-three-y ear-old  housewife  with 
moderately  advanced  rheumatoid  arthritis  of  twenty 
years  duration  was  admitted  for  prednisone  therapy 
since  she  had  become  refractory  to  the  other  ster- 
oids. She  was  a poorly  controlled  diabetic,  requiring 
varying  doses  of  insulin  that  were  raised  as  the  need 
for  steroids  (cortisone  or  hydrocortisone)  increased. 
She  complained  of  considerable  epigastric  distress 
and  bloating  after  aspirin,  cortisone,  and  “disagree- 
able foods.”  Roentgenograms  revealed  a non- 
visualized  gallbladder  but  a normal  gastrointestinal 
series.  Episodes  of  colic  suggestive  of  cholelithiasis 
had  occurred  in  the  past.  After  receiving  prednisone 
for  forty-two  days  (total  440  mg.)  she  complained 
of  severe  epigastric  distress  and  refused  further 
medication.  Gastrointestinal  series  showed  thick- 
ened gastric  mucosal  folds  but  no  other  abnormality. 

Case  2. — A thirty-eight-year-old  woman  with 
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moderately  advanced  rheumatoid  arthritis  was 
maintained  satisfactorily  on  cortisone  for  four  years 
until  she  developed  marked  Cushing  type  features 
and  repeated  infections.  It  was  decided  to  switch  to 
prednisone.  The  antirheumatic  response  was  satis- 
factory, but  after  fourteen  days  (280  mg.  of  predni- 
sone) she  became  nauseated  and  vomited  repeatedly. 
A roentgenogram  of  the  gastrointestinal  tract  showed 
a definitely  deformed  duodenal  bulb,  although  no 
crater  was  demonstrated  (Fig.  2).  The  drug  was 
temporarily  discontinued,  and  prednisolone  com- 
bined with  antacids  was  given,  after  which  she  noted 
severe  epigastric  distress  in  addition  to  the  nausea 
and  vomiting.  Just  prior  to  stopping  this  drug  the 
stool  was  positive  for  occult  blood,  then  became 
tarry.  She  had  received  280  mg.  prednisone  and 
380  mg.  prednisolone.  A gastrointestinal  series 
repeated  after  fifty-eight  days  showed  a persistent 
duodenal  bulb  deformity  (Fig.  3).  The  gastro- 
intestinal manifestations  cleared  when  the  drug  was 
discontinued. 

Case  3. — A thirty-eight-year-old  man  with  acute 
gouty  arthritis  had  a recrudescence  of  his  gout  fol- 
lowing dietary  indiscretion.  He  was  placed  on 
prednisone  with  a satisfactory  clinical  response  but 
developed  severe  epigastric  and  periumbilical  dis- 
comfort and  pain  unrelieved  by  antispasmodics  and 
antacids.  There  wras  no  evidence  of  bleeding.  Prior 
to  receiving  prednisone  he  had  experienced  bloating 
and  gastric  discomfort  after  eating.  Gastrointestinal 
series  after  three  weeks  (490  mg.  prednisone)  showed 
pylorospasm  but  no  distinct  x-ray  features  of  a 
duodenal  ulcer. 

Case  4. — A sixty-two-year-old  woman  with 
known  rheumatoid  arthritis  for  fifteen  years  failed 
to  respond  to  cortisone  and  hydrocortisone.  She 
was  placed  on  prednisone  in  suppressive  doses  of  30 
mg.  daily  with  very  satisfactory  subjective  and  ob- 
jective effects.  The  drug  dosage  was  tapered  to  a 
maintenance  dose  of  15  mg.  daily,  but  after  two 
weeks  of  therapy  (355  mg.)  she  developed  marked 
“heartburn”  unrelieved  by  antacids  or  antispas- 
modics. She  was  then  transferred  to  prednisone  ace- 
tate, but  the  untoward  gastric  symptoms  continued. 
On  discontinuation  of  this  steroid  all  gastric  symp- 
toms subsided.  Just  prior  to  this  time  a gastro- 
intestinal roentgenogram  revealed  a small  hiatus 
hernia  but  no  other  abnormality.  There  was  no 
clinical  or  laboratory  evidence  of  gastrointestinal 
bleeding.  A month  later,  because  of  the  recrudes- 
cence of  the  rheumatic  complaints,  the  patient  was 
placed  on  prednisolone  in  an  initial  dosage  of  20  mg. 
daily  combined  with  antacid.  After  six  days  (120 
mg.)  severe  epigastric  distress  and  pyrosis  recurred, 
necessitating  stoppage  of  medication.  Another 
gastrointestinal  series  two  months  later  wras 
essentially  negative  except  for  the  small  hiatus 


Fig.  4.  Case  5 — Prepyloric  ulcer  and  deformity  of 
duodenal  bulb  seven  days  after  prednisone. 


hernia  noted  previously. 

Case  5. — A fifty-three-year-old  man  with  acute 
and  chronic  gouty  arthritis  suffered  from  an  exacer- 
bation of  his  joint  phenomena.  He  had  been  previ- 
ously maintained  on  colchicine,  but  probenecid 
(Benemid)  was  contraindicated  because  of  unilateral 
renal  disease.  He  was  given  prednisone  in  suppres- 
sive doses  of  40  mg.  daily,  but  marked  pyrosis, 
nausea,  and  vomiting  appeared  after  forty-eight 
hours  of  therapy.  The  medication  was  continued 
with  antacids  for  another  five  days,  but  persistent 
vomiting  and  epigastric  pains  forced  the  stoppage 
of  this  drug.  This  patient  had  never  exhibited  simi- 
lar gastric  complaints  previously.  No  x-rays  had 
ever  been  done.  Radiologic  studies  after  the  drug 
was  stopped  showed  a prepyloric  ulcer  and  a deform- 
ity of  the  duodenal  bulb  (Fig.  4). 

In  summaty,  four  ulcers  were  demonstrated, 
two  at  postmortem  examination  and  two  by 
radiographic  studies.  In  those  patients  wrho 
succumbed,  previous  roentgenograms  were  un- 
revealing, but  the  autopsy  studies  proved  them 
to  be  of  recent  or  “acute”  variety. 

Comment 

In  order  to  appreciate  fully  the  relative  inci- 
dence of  significant  gastrointestinal  manifesta- 
tions in  patients  receiving  prednisone  or  pred- 
nisolone, it  is  necessary  to  evaluate  the  incidence 
of  such  symptoms  in  the  population  at  large,  in 
untreated  patients  with  various  diseases,  and  in 
patients  who  had  previously  received  cortisone, 
hydrocortisone,  or  corticotropin.  The  incidence 
of  peptic  ulcer  among  the  general  population 
varies  from  1.38  per  cent,9  as  determined  clinically 
over  a ten-year  period,  to  12.2  per  cent,10  as 


2052 


New  York  State  J.  Med. 


GASTROINTESTINAL  SIDE-EFFECTS  RELATED  TO  PREDNISONE 


detected  by  a roentgenologic  study  of  15,985 
examinations  of  the  gastrointestinal  tract  over  a 
twelve-month  period.  The  incidence  of  duodenal 
idcer,  based  on  necropsy  records  of  9,171  cases, 
has  been  reported  as  5.23  per  cent  in  whites  and 

3.5  per  cent  in  Negroes.11  While  it  may  be 
assumed  that  these  wide  statistical  variations 
reflect  different  criteria  employed  in  arriving  at 
the  diagnosis  of  peptic  ulcer,  “it  would  appear 
that  not  less  than  5 per  cent  of  the  people 
develop  a peptic  ulcer  at  some  time  during  their 
lives.”12  In  our  series  nine  individuals  (4.6  per 
cent)  presented  clinical  manifestations  which 
w'ere  highly  suggestive  of  peptic  ulcer,  despite 
negative  roentgenograms,  before  receiving  an}' 
therapy. 

Rheumatoid  arthritis  is  one  disease  in  which 
some  statistics  are  available  for  an  evaluation  of 
the  incidence  of  peptic  ulcer  before  and  after 
treatment.  Bauer,13  for  example,  reported  a 

4.5  per  cent  incidence  of  ulcer  in  650  patients  who 
never  received  hormone  treatment,  while  Ragan14 
found  “about  6 to  8 per  cent  with  a history  of 
ulcer.” 

In  patients  with  rheumatoid  arthritis  who  had 
been  treated  with  cortisone  or  corticotropin  for 
long  periods  (seven  months  to  two  years),  the 
average  incidence  of  ulcer  development  among 
seven  groups  of  investigators  was  36  (7.5  per  cent) 
of  477  cases.15  It  must  be  mentioned  here  that 
while  duodenal  ulcers  have  been  known  to 
appear  or  have  become  activated  during  corti- 
sone or  corticotropin,  there  have  also  been 
reports  of  healing  during  cortisone  administra- 
tion.16 

In  Bollet’s15  series  of  18  patients  with  rheuma- 
toid arthritis  treated  with  prednisone  or  pred- 
nisolone from  one  to  seven  months,  radiologic 
evidence  of  peptic  ulcer  appeared  in  three.  In 
our  series  of  195  cases,  which  included  58  with 
rheumatoid  arthritis,  the  over-all  incidence  of 
peptic  ulcer  was  just  over  2 per  cent.  Only  one 
patient  with  rheumatoid  arthritis  demonstrated 
a peptic  ulcer.  It  must  be  remembered  that  our 
studies  are  still  preliminary  and  that  more 
ulcers  may  be  uncovered  with  further  observa- 
tions over  a longer  period.  It  must  also  be 
emphasized  that  the  absence  of  a positive  gastro- 
intestinal series  does  not  rule  out  an  ulcer. 

Undesirable  gastrointestinal  side-effects  oc- 
curred in  35  subjects  (17.9  per  cent).  In  five 
patients  therapy  was  terminated ; in  two  of  these 
the  x-rays  were  diagnostic  of  peptic  ulcer. 


Therapy  was  continued  in  30  patients,  none  of 
whom  exhibited  x-rays  diagnostic  of  peptic 
ulcer. 

In  view  of  the  beneficial  responses  observed 
when  antacids  and  bland  diet  were  used  con- 
comitantly with  prednisone  and  prednisolone,  we 
feel  that  these  measures  should  be  employed 
prophylactically  to  offset  any  gastrointestinal 
side-effects. 

The  appearance  of  peptic  ulcer  during  steroid 
therapy  is  only  presumptive  evidence  of  a 
direct  etiologic  relationship  to  the  drug.  An 
asymptomatic  (silent)  ulcerative  lesion  of  the 
gastrointestinal  tract  may  become  activated  or 
intensified  with  steroids,  resulting  in  complica- 
tions. The  possibility  that  steroids  may  lead  to 
the  development  of  an  ulcer  de  novo  requires 
further  investigation. 

Although  the  incidence  of  peptic  ulcer  is 
comparatively  small  in  our  short-term  series,  we 
feel  that  caution  must  be  exercised  in  the  use  of 
prednisone  and  prednisolone.  The  presence  of 
an  active  ulcer  suspected  clinically  and  par- 
ticularly if  confirmed  radiologically  is  a contrain- 
dication to  the  use  of  these  drugs.  The  presence 
of  a chronic  ulcer  represents  an  unpredictable 
hazard,  since  activation,  bleeding,  or  perforation 
may  abruptly  intervene.  Bleeding  or  per- 
foration of  an  ulcer  may  occur  suddenly  in 
patients  receiving  prednisone  or  prednisolone 
without  premonitory  or  clinical  symptoms  of  an 
ulcer.  This  has  been  known  to  occur  with 
cortisone  and  corticotropin.17-18 

Summary 

1 . Gastrointestinal  side-effects  were  studied  in 
195  patients  who  received  prednisone  or  predni- 
solone, singly  or  alternately,  over  periods  of 
seven  to  three  hundred  eighty  days  in  a dosage 
ranging  from  140  mg.  to  6.4  Gm. 

2.  Undesirable  gastrointestinal  manifestations 
were  present  in  35  (17.9  per  cent)  patients.  The 
medications  were  discontinued  in  five  (2.5  per 
cent) . In  30  patients  (15.3  per  cent)  therapy  was 
successfully  continued  despite  these  side-effects. 
The  addition  of  antacids  and  the  use  of  a bland 
diet  were  effective  in  controlling  the  symptoms 
in  19  of  the  30. 

3.  Peptic  ulcers  were  demonstrated  radio- 
logically in  two  cases.  An  asymptomatic  gastric 
ulcer  in  one  and  two  perforated  duodenal  ulcers 
in  another  were  found  at  postmortem. 
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4.  A history  suggestive  of  an  active  peptic 
ulcer,  particularly  if  confirmed  by  a roentgeno- 
graphic  examination,  is  a contraindication  to  the 
administration  of  prednisone  or  prednisolone. 
If  a deformity  indicative  of  a healed  lesion  is 
found  radiographically,  activation,  bleeding,  or 
perforation  may  complicate  utilization  of  the 
steroids. 

5.  As  with  cortisone  and  corticotropin, 
gastrointestinal  bleeding  or  perforation  or  an 
ulcer  may  supervene  in  patients  receiving  these 
newer  steroids  without  previous  symptoms  or 
signs  referable  to  an  ulcer. 
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Warning  Against  a False  Security 


Continuing  progress  in  medicine  and  public  health 
will  undoubtedly  bring  further  reductions  in  mortal- 
ity from  pneumonia,  influenza  and  tuberculosis. 
Yet  these  diseases  cannot  be  considered  conquered 
as  long  as  new  cases  are  reported  in  large  numbers. 
Progress  itself  brings  new  problems.  For  example,  a 
rising  proportion  of  tuberculosis  patients  are  being 
treated  with  drugs,  without  long  hospitalization; 
but  these  patients  require  careful  medical  and 
other  necessary  supervision  at  home. 

Against  influenza,  newly  developed  vaccines  have 
had  considerable  effectiveness  thus  far.  Much  has 
been  accomplished,  especially  in  international  co- 
operation in  reporting  new  epidemics  and  in  identifi- 
cation of  the  strain  of  the  virus  responsible.  Never- 


theless, effective  control  measures  have  not  yet  been 
evolved  against  all  strains  of  the  virus. 

In  the  case  of  pneumonia,  the  prognosis  seems 
much  more  favorable.  Medical  research  is  con- 
centrated on  finding  a vaccine  that  will  effectively 
prevent  the  disease. 

The  communicable  diseases  continue  to  represent 
a major  challenge  to  medicine.  The  virus  diseases 
especially,  about  which  relatively  little  is  yet  known, 
bear  special  watching.  Serious  problems  have  also 
been  raised  by  the  emergence  of  antibiotic-resistant 
strains  of  bacteria.  Ultimately,  however,  the  com- 
municable diseases  may  become  nothing  more  than 
an  episode  in  man’s  history. — Progress  in  Health 
Services,  April,  1957 
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Hypof ibrinogenemia  in  Pregnancy 


JOHN  M.  TORTORA,  M.D.,  F.A.C.S.,  AND  JOSEPH  C.  AM1CO,  M.D.,  BROOKLYN,  NEW  YORK 

{From  the  Brooklyn  Hospital) 


Recently  interest  has  been  focused  on  the 
obstetric  syndrome  of  incoagulable  blood, 
which,  if  not  corrected  promptly,  can  eventuate 
in  a fatal  exsanguination.  That  this  defect  in 
coagulation  is  generally  due  to  a diminution  of 
circulating  fibrinogen  is  fairly  well  accepted. 
This  entity  was  first  reported  by  DeLee1  in 
1901  when  he  wrote  of  a fatal  hemorrhage 
resulting  from  a case  of  abruptio  placentae. 
He  claimed  this  was  due  to  a hemophilia-like 
phenomenon  in  the  blood.  In  1936  Dieckmann2 
was  the  first  to  ascertain  the  real  cause  of  this 
bleeding,  a lack  of  circulating  plasma  fibrinogen. 

There  is  general  agreement  that  the  main 
cause  of  this  incoagulability  is  a depletion  or 
absence  of  plasma  fibrinogen.  However,  there 
is  no  unanimity  as  to  how  this  comes  about. 
The  most  widely  held  concept  is  that  throm- 
boplastin is  released  from  the  uterus  or  its 
contents  into  the  maternal  blood,  thereby 
setting  in  motion  the  normal  clotting  mechanism. 
The  resulting  intravascular  clotting  rapidly 
depletes  the  circulating  fibrinogen.  The  liver  is 
unable  to  replace  this  deficiency  quickly  enough 
to  prevent  hemorrhage. 

There  are  some  who  hold  that  the  fibrinogen 
production  is  retarded.  However,  this  seems 
unlikely  since  there  is  no  evidence  of  abnormal 
liver  function.  The  fact  that  the  patient 
recovers  rapidly  once  the  uterus  is  emptied  and 
the  concomitant  thrombocytopenia  which  occurs 
in  these  situations  would  also  be  difficult  to 
explain  on  this  basis. 

Others  maintain  that  a lysin  is  produced 
which  destroys  the  fibrinogen.  This  has  not 
yet  been  demonstrated  satisfactorily.  Because 
a clot  fragments  soon  after  it  is  formed  is  no 
evidence  of  a lysin  (unless  one  can  show  a 
simultaneous  normal  fibrinogen  blood  level),  but 
rather  it  reveals  a poor  or  low  fibrin  content 
which  fails  to  bind  the  clot. 

Thus,  the  most  acceptable  theory  is  the 
increased  utilization  of  fibrinogen  with  intra- 
vascular clotting.  This  has  been  further  sub- 
stantiated experimentally  by  infusing  thrombo- 


plastin into  the  experimental  animal  with  a con 
sequent  afibrinogenemia.  It  has  also  been  shown 
that  placental  extracts,  amniotic  fluid,3-8  and  the 
products  of  conception,  especially  when  autolyzed, 
have  strong  thromboplastic  activities. 

Clinically  this  syndrome  occurs  in  abruptio 
placentae,  amniotic  fluid  infusion,  long  retention 
of  a dead  fetus  in  utero  (usually  due  to  Rh 
isosensitization),  fulminating  eclampsia,9  abor- 
tions,10 and  retained  placenta.11  In  nonob- 
stetric  conditions  it  is  found  in  drastic  thoracic 
surgery,12  in  association  with  operations  for 
pancreatectomy,13  and  in  the  experimental 
animal  (rabbit)  following  extensive  tissue 
damage.14 

Case  Reports 

Case  1. — E.  W.,  a thirty-six-year-old  white,  para 
3,  gravida  4,  whose  last  menstrual  period  was  March 
18,  1955,  was  seen  on  July  23,  1955,  at  fifteen  weeks 
gestation,  with  a two-hour  history  of  profuse,  bright 
red  vaginal  bleeding  without  the  passage  of  clots, 
accompanied  by  severe  low  abdominal  cramps. 
Prior  to  the  hospital  visit  she  had  vomited  bright 
and  dark  red  blood,  estimated  by  her  to  have  reached 
a total  of  approximately  150  cc. 

On  admission  the  patient’s  vital  signs  were  nor- 
mal. The  abdomen  was  soft  and  nontender  without 
guarding,  spasm,  or  evidence  of  rebound.  The 
gravid,  nontender  uterus  was  3 cm.  below7  the  umbil- 
icus. No  contractions  were  felt;  slight  vaginal 
bleeding  was  present.  Hemoglobin  was  11.7  Gm. 
with  2,970,000  red  cells  and  hematocrit  30  per  cent. 
Five  hours  after  admission  the  patient  initiated 
spontaneous  uterine  contractions.  The  clotting 
time  was  eight  minutes  with  poor  clot  formation. 
There  was  fragmentation  and  dissolution  of  the  clot 
within  one  hour.  Bleeding  time  was  not  obtained 
in  twenty-five  minutes.  Platelets  appeared  ade- 
quate on  smear,  and  Rumpel-Leede  test  was  nega- 
tive. 

Two  hours  later  the  vaginal  bleeding  increased 
without  passage  of  clots.  Hemoglobin  was  8.1  Gm., 
and  bleeding  time  was  fifteen  minutes.  Clot  frag- 
mentation again  occurred  rapidly.  Two  grams  of 
fibrinogen  were  given  intravenously,  followed  by 
transfusion  of  compatible  whole  blood.  After  half 
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of  the  blood  had  been  absorbed,  clotting  time  was 
reduced  to  thirty  seconds.  Vaginal  examination  at 
this  point  showed  the  cervix  to  be  thick,  long,  closed, 
and  posterior.  The  bleeding  increased  in  amount. 
An  additional  1 Gm.  of  fibrinogen  was  given.  Pre- 
operative diagnosis  was  abruptio  placentae  with 
hypofibrinogenemia.  A hysterotomy  was  performed 
with  delivery  of  a stillborn  male  fetus  weighing  108 
Gm.  The  placenta  was  found  to  be  completely 
detached  with  approximately  600  to  800  cc.  of  non- 
clotted  blood  present  in  the  uterus.  The  patient 
made  an  uneventful  postoperative  recovery.  She 
was  discharged  on  the  tenth  postoperative  day. 

Case  2. — R.  W.,  a twenty-seven-year-old,  Negro, 
para  1,  gravida  2,  whose  last  menstrual  period  was 
January  13, 1955,  was  admitted  to  the  Brooklyn  Hos- 
pital at  5 a.m.  on  August  20,  1955,  at  twenty-seven 
weeks  gestation,  with  a history  of  having  suddenly 
been  awakened  by  severe  abdominal  pain  two  hours 
previously.  There  was  no  vaginal  bleeding,  and  her 
antenatal  course  had  been  entirely  normal.  The 
vital  signs  were  normal  on  admission.  The  uterus, 
enlarged  to  the  size  of  thirty-eight  weeks  gestation, 
was  diffusely  tender  and  tense.  The  vertex  was 
floating.  The  fetal  heart  tones  were  not  heard.  A 
diagnosis  of  abruptio  placentae  was  made.  Blood 
drawn  on  admission  had  not  clotted  within  one  hour, 
and  the  additional  diagnosis  of  hypofibrinogenemia 
was  made.  It  was  planned  to  do  an  immediate 
cesarean  section  as  soon  as  the  clotting  mechanism 
was  restored  to  normal  by  fibrinogen  and  whole 
blood.  The  hemoglobin  was  5.1  Gm.  Within  two 
hours  of  admission  the  blood  pressure  dropped  to 
86/48  with  a pulse  of  132. 

After  2 Gm.  of  fibrinogen  had  been  given,  a clot- 
ting time  of  fourteen  minutes  was  obtained;  after 
3 Gm.  the  clotting  time  was  six  minutes.  In  addi- 
tion, the  patient  received  a transfusion  of  whole 
compatible  bank  blood.  Two  hours  after  the  clot- 
ting defect  was  noted,  a low  flap  cesarean  section 
was  performed,  and  a 1,900-Gm.  stillborn  female 
was  delivered.  The  placenta  was  found  to  be  lying 
free  in  the  uterine  cavity.  Approximately  1,500  cc. 
of  blood  and  clots  were  evacuated  from  the  uterus. 
A total  of  2,500  cc.  of  whole  blood  and  4 Gm.  of 
fibrinogen  was  given.  The  patient  had  a slow  con- 
valescence and  was  discharged  home  twenty-two 
days  after  surgery. 

Case  3.- — J.  C.  was  a forty-year-old,  para  10, 
gravida  11,  admitted  to  the  Brooklyn  Hospital  in 
the  thirty-ninth  week  of  an  uneventful  pregnancy 
with  a history  of  ruptured  membranes  eight  hours 
before  admission.  On  vaginal  examination  the  edge 
of  the  placenta  could  be  felt  just  inside  the  cervix. 
There  was  no  abnormal  bleeding  following  this  pro- 
cedure. In  view  of  her  parity  and  the  presence  of 
the  low  lying  placenta,  compatible  whole  bank  blood 


was  made  available. 

The  patient  progressed  rapidly  in  labor,  and  she 
was  delivered  of  a 3,586-Gm.  living  male  child 
over  an  intact  perineum  with  1 per  cent  procaine 
pudendal  block  anesthesia.  The  first  stage  was 
three  hours  and  thirty  minutes.  After  delivery 
vaginal  bleeding  was  excessive.  Manual  exploration 
of  the  uterus  found  it  to  be  empty  and  intact.  The 
continuity  of  the  cervix  was  intact.  The  patient  was 
receiving  a whole  blood  transfusion.  The  uterus 
became  atonic,  necessitating  massage.  Despite  the 
fact  that  all  samples  of  blood  drawn  had  clotted 
and  stayed  clotted,  2 Gm.  of  fibrinogen  were  given 
as  well  as  calcium  gluconate.  Oxytocics  were  given 
intravenously  and  intramuscularly.  The  blood 
pressure,  which  had  been  unobtainable,  became  per- 
ceptible at  60/20.  Simultaneously  it  was  noted 
that  two  of  the  latest  blood  samples,  which  had 
clotted,  had  undergone  dissolution.  An  additional 
2 Gm.  of  fibrinogen  were  given.  There  was  no  re- 
sumption of  the  uterine  bleeding,  and  the  patient’s 
postpartum  course  was  uneventful.  She  was  dis- 
charged on  the  eighth  day. 

Case  4. — L.  T.  was  a thirty-seven-year-old  para 
3,  gravida  4,  whose  last  menstrual  period  was  Decem- 
ber 3,  1954.  The  expected  date  of  confinement  was 
September  10,  1955.  The  patient  was  first  seen  in 
the  Obstetrical  Clinic  of  the  Brooklyn  Hospital  at 
the  eighth  week  of  pregnancy  and  was  followed  regu- 
larly thereafter.  The  antepartum  course  was  nor- 
mal except  for  one  episode  of  vaginal  spotting  in  the 
sixth  month  and  again  in  the  last  month  of  preg- 
nancy. 

She  was  admitted  to  the  hospital  at  2 a.m.  on 
August  29,  1955,  with  contractions  every  five  to  ten 
minutes  and  a history  of  bloody  show  nine  hours 
previously.  The  membranes  were  intact.  On  ad- 
mission the  cervix  was  2 cm.  dilated,  and  the  vertex 
was  at  the  spines.  Forty  minutes  later  rectal  exam- 
ination showed  the  cervix  to  be  fully  dilated  and  the 
vertex  in  left  occiput  posterior  position  below  the 
spines.  Membranes  had  ruptured  spontaneously 
some  time  prior  to  this.  After  a generous  crown  the 
patient  was  delivered  of  a living  male,  weighing 
3,415  Gm.,  by  prophylactic  forceps  with  a right 
mediolateral  episiotomy  under  cyclopropane  anes- 
thesia. Pitocin  was  given  intramuscularly  on  com- 
pletion of  the  second  stage.  The  placenta  was  ex- 
pressed by  a modified  Crede  maneuver,  and  because 
it  appeared  somewhat  ragged  in  appearance,  manual 
exploration  of  the  uterine  cavity  was  done.  No  re- 
tained fragments  were  recovered,  and  no  defects  in 
the  uterine  wall  were  noted.  The  fundus  contracted 
but  remained  somewhat  boggy.  After  repair  of  the 
episiotomy  the  uterus  was  found  to  be  greatly  en- 
larged, and  fundal  pressure,  repeated  in  rapid  suc- 
cession, caused  the  expression  of  about  1,000  cc.  of 
blood  without  clots.  The  uterus  remained  atonic. 
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A Pitocin  infusion  was  started,  and  an  ampul  of 
Levophed  was  given.  The  patient’s  blood  pressure 
became  unobtainable.  Percussion  of  her  flanks 
revealed  no  dullness. 

While  waiting  for  the  whole  blood  to  be  delivered, 
blood  plasma  was  started,  and  ten  minutes  later 
compatible  whole  blood  was  started  in  the  other  arm. 
With  failure  of  the  patient’s  blood  to  clot  in  the  test 
tube  and  in  vivo,  a total  of  4 Gm.  of  fibrinogen  was 
given  with  no  apparent  effect  on  the  clotting  mecha- 
nism. During  this  time  there  was  very  little  vaginal 
bleeding  despite  persistence  of  the  atony.  Vaginal 
bleeding  recurred  in  moderate  amount,  and  the 
uterine  cavity  was  packed.  Bleeding  was  also 
noticed  from  the  patient’s  gum  and  mouth.  Al- 
though she  received  continuous  supportive  therapy, 
she  stopped  breathing  three  hours  and  thirty-seven 
minutes  after  delivery  without  ever  having  regained 
consciousness  following  anesthesia.  Cardiac  mas- 
sage was  ineffectual.  She  had  received  a total  of 
2,500  cc.  of  blood,  4 Gm.  of  fibrinogen,  and  500  cc. 
of  plasma.  The  estimated  blood  loss  was  approxi- 
mately 2,500  cc.  Autopsy  findings  confirmed  the 
clinical  diagnosis  of  amniotic  fluid  infusion. 

Case  5. — A thirty-one-year-old,  white,  para 
1,  gravida  2,  was  admitted  at  term  to  the  Brooklyn 
Hospital  at  5:15  a.m.  Januarj^  G,  1955.  She  com- 
plained of  waking  up  at  4 a.m.  “in  a pool  of  blood,” 
estimated  to  have  been  150  cc.  There  were  no 
contractions  and  no  abdominal  pain,  membranes 
were  intact,  and  the  fetal  movements  were  not  hyper- 
active. Examination  on  admission  revealed  slight 
right  lower  quadrant  tenderness.  The  fetal  heart 
tones  were  strong  and  regular  at  136.  Blood  pres- 
sure was  130/80  and  pulse  88. 

The  bleeding  observed  on  admission  was  minimal. 
Compatible  w'hole  blood  was  made  available.  Clot- 
ting time  was  five  minutes  with  good  clot  formation. 
After  the  operating  room  was  set  up,  a vaginal  ex- 
amination was  done.  The  cervix  was  3 cm.  dilated, 
thick,  and  soft  with  the  vertex  dipping  into  the  pelvic 
brim.  About  2 cm.  inside  the  cervix  on  the  posterior 
aspect  the  edge  of  the  placenta  was  felt.  Because  of 
the  high  head  and  the  fact  that  no  bleeding  followed 
the  examination,  membranes  were  not  ruptured. 
However,  it  was  felt  that  a Pitocin  infusion  would 
initiate  labor,  forcing  the  head  lower  into  the  pelvis 
so  that  the  membranes  could  be  ruptured  safely. 
Uterine  contractions  were  established  at  every  two 
to  three  minutes.  Three  and  one-half  hours  after  the 
Pitocin  infusion  was  started,  the  nurse  in  attendance 
noted  that  the  patient  suddenly  became  unconscious, 
not  responding  to  her  name.  Emergency  procedures 
of  oxygen,  Trendelenburg  position,  and  infusion  of 
5 per  cent  glucose  in  water  were  immediately 
started.  Blood  pressure  was  90/70  with  a very  rapid 
pulse.  The  uterus  was  still  contracting  regularly; 
it  was  not  tender  (patient  was  unconscious),  and 


there  was  no  spasm  or  rigidity.  The  fetal  heart 
tones  were  90  and  irregular.  Clotting  time  at  this 
point  showed  no  clot  formation.  Meanwhile  the 
blood  pressure  returned  to  normal  levels;  the  pulse 
continued  rapid.  The  patient  was  taken  to  the 
delivery  room  for  a vaginal  examination.  The  cervix 
was  fully  dilated.  Vertex  was  in  left  occiput  trans- 
verse position  at  S plus  2.  It  was  decided  to  deliver 
the  patient.  An  attempt  was  made  to  effect  this 
without  anesthesia,  but  the  patient  was  uncoopera- 
tive. Thus,  cyclopropane  anesthesia  was  admin- 
istered, and  a very  easy  Kielland  forceps  rotation 
with  extraction  over  a right  mediolaterial  episiotomy 
was  done.  A living  female  child,  weighing  2,820 
Gm.  was  delivered.  Fibrinogen  was  given  intrave- 
nously immediately  at  the  birth  of  the  baby.  There 
was  no  gush  of  blood  after  delivery  of  the  baby;  1 cc. 
of  Pitocin  was  given  after  the  second  stage  of  labor, 
and  the  placenta  was  delivered  one  minute  later, 
complete  and  intact.  .After  completion  of  the  third 
stage  of  labor,  1 cc.  of  ergotrate  was  given  intrave- 
nously. There  was  no  unusual  bleeding  immediately 
after  delivery.  The  placenta  was  inspected  and 
appeared  intact.  Inspection  of  the  cervix  revealed 
it  to  be  intact.  The  uterus  was  explored  and  found 
intact. 

As  repair  of  the  episiotomy  progressed,  dark  blood 
trickled  from  the  vagina  in  increasing  amounts. 
Dark  blood  also  oozed  from  the  repaired  episiotomy. 
She  received  another  unit  of  fibrinogen.  The  bleed- 
ing continued.  Whole  bank  blood  was  forced  into 
both  antecubital  veins  under  pressure.  Over  the 
next  forty-five  minutes  the  patient  received  a total 
of  7 units  of  fibrinogen  and  1,500  cc.  of  blood  with 
another  1,000  cc.  running.  The  bleeding  from  the 
vagina  during  this  period  consisted  of  a steady  ooze 
of  dark  unclotted  blood.  No  heart  beat  was  heard. 
A thoracotomy  was  done,  and  the  heart  was  found 
to  be  beating.  While  closing  the  chest  wound,  the 
heart  stopped.  Cardiac  massage  and  then  a pace- 
maker were  ineffectual  in  re-establishing  a heart 
beat.  Clotting  times  taken  at  intervals  showed  no 
evidence  of  clot  formation. 

At  postmortem  examination  the  blood  was  fluid 
throughout.  No  evidence  of  cerebral  hemorrhage 
was  found.  Microscopic  examination  of  the  lungs 
showed  typical  evidence  of  extensive  amniotic  fluid 
embolus.  The  medium  caliber  vessels  contained 
squamous  epithelium. 

Com  merit 

Barczak,10  in  the  March,  1955,  issue  of  Ob- 
stetrics and  Gynecology,  believes  he  reported  the 
first  case  of  abruptio  placentae  in  the  second 
trimester  of  pregnancy  with  a concomitant 
hypofibrinogenemia.  Case  1 is  similar  to  the 
case  reported  by  Barczak.  Since  no  other 
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reports  have  been  seen,  this  may  be  the  second 
reported  instance  of  such  an  event.  It  is 
interesting  that  this  patient  had  an  associated 
bleeding  from  the  gastrointestinal  tract. 

Case  2 demonstrates  the  classic  abruptio 
placentae  with  a Couvelaire  uterus.  Once  the 
uterus  was  emptied,  fibrinogen  levels  and 
clotting  times  returned  to  normal  rather  rapidly. 
This  conforms  to  the  experience  of  other  ob- 
servers. The  general  consensus  is  that  serious 
bleeding  will  usually  cease  within  two  to  six 
hours  after  emptying  the  uterus.  The  vaginal 
or  abdominal  method  of  evacuation  depends  on 
obstetric  judgment.  However,  before  inter- 
ruption of  the  pregnancy  is  considered,  due 
thought  must  be  given  to  the  level  of  plasma 
fibrinogen.  The  mean  average  fibrinogen  level, 
as  given  by  Hodgkinson,16  was  315  mg.  per  100 
cc.  of  plasma.  There  is  no  significant  alteration 
in  the  plasma  fibrinogen  levels  in  normal  labor, 
during  delivery,  or  postpartum.  The  mean 
average  of  nonpregnant  subjects  was  267  mg. 
per  100  cc.  of  plasma.  When  fibrinogen  plasma 
levels  are  lowered  to  150  to  200  mg.  per  100  cc. 
of  plasma,  one  can  anticipate  difficulty  since  this 
is  the  subclinical  defibrinogenation  zone.  When 
the  critical  level  of  75  to  100  mg.  per  100  cc.  of 
plasma  has  been  reached,  the  blood  is  unable  to 
form  a firm,  solid  clot. 

In  Case  3,  because  of  acute  blood  loss,  fibrin- 
ogen levels  were  reduced  low  enough  so  that  the 
patient  could  not  form  a firm  clot.  This  was 
evidenced  by  dissolution  of  the  clot  after  approx- 
imately fifteen  minutes  with  subsequent  main- 
tenance of  the  clot  after  the  administration  of 
fibrinogen.  It  is  quite  important  to  note  here 
that  bank  blood  is  deficient  in  plasma  fibrinogen 
and  is  ineffective  in  replacing  fibrinogen  loss. 

Hodgkinson15  found  the  fibrinogen  level  in 
bank  blood  to  be  163  mg.,  while  his  mean  average 
for  the  nonpregnant  individual  was  263  mg.  per 
100  cc.  of  plasma.  Weiner16  states  that  500  cc. 
of  bank  blood  raises  the  fibrinogen  level  by  5 to 
10  per  cent.  Replacement  of  the  deficiency  by 
adequate  amounts  of  human  fibrinogen  is  man- 
datory and  specific. 

Cases  4 and  5 demonstrate  amniotic  fluid 
infusion.  This  has  very  strong  thromboplastic 
properties  which  cause  the  defibrination.  The 
amniotic  fluid  enters  the  general  circulation 
through  the  uteroplacental  site.  This  usually 
occurs  near  the  end  of  the  first  stage  of  labor. 
The  exact  reason  for  this  is  not  entirely  clear. 


For  the  clinical  determination  of  the  adequacy 
of  the  clotting  mechanism,  the  clot  observation 
test  described  by  Weiner16'17  is  the  one  most 
commonly  utilized.  Venous  blood  is  drawn  from 
the  patient  and  allowed  to  clot  in  a clean,  dry 
test  tube. 

If  the  clot  is  large,  resists  shaking,  binds 
up  the  majority  of  red  cells,  and  remains  stable 
at  37  C.  for  one  hour,  enough  fibrinogen  is 
present  for  adequate  hemostasis.  If  the  level  is 
low,  between  75  to  100  mg.  per  100  cc.  of  plasma, 
the  initial  clot  may  form,  but  fragmentation 
occurs  in  a few  minutes.  If  there  is  very  little 
or  no  fibrinogen,  no  clot  forms. 

Any  patient  who  is  suspected  of  having 
abruptio  placentae,  a dead  fetus  in  utero, 
amniotic  fluid  infusion,  or  retained  placenta 
should  have  a clot  observation  test  done  at 
least  at  two-hour  intervals.  This  should  be 
continued  until  well  after  delivery  has  been 
accomplished.  When  the  clotting  mechanism 
remains  normal,  the  method  of  delivery  depends 
on  the  individual  case.  From  a perusal  of  the 
literature  it  is  interesting  to  note  that  there  is 
no  reported  case  of  hypofibrinogenemia  associ- 
ated with  placenta  previa. 

In  view  of  these  facts,  the  management  of 
hypofibrinogenemia  in  pregnancy  resolves  itself 
into  the  prompt  recognition  of  the  syndrome  and 
immediate  treatment.  This  consists  of  rapid 
restoration  of  the  clotting  mechanism  by  the 
intravenous  administration  of  human  fibrinogen 
along  with  the  replacement  of  blood  loss. 
Usually,  2 to  8 Gm.  of  fibrinogen  are  necessary 
to  accomplish  this.  The  amount  may  be  deter- 
mined clinically  by  the  clot  observation  test. 
Any  surgical  approach  to  evacuation  of  the 
uterus  should  be  delayed,  if  possible,  until  the 
clotting  mechanism  is  improving. 

Conclusions 

1.  Five  cases  of  hypofibrinogenemia  in 
pregnancy  have  been  reported. 

2.  One  must  consider  hypofibrinogenemia  in 
any  pregnant  woman  who  is  bleeding  without 
obvious  cause. 

3.  Stress  is  laid  on  the  prompt  recognition 
and  immediate  treatment  of  this  entity  with 
fibrinogen.  Speed  is  of  the  essence  to  prevent 
irreparable  damage  to  vital  organs. 
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Dr.  Dooley  Reports  on  Laos  Mission 


Medicine  can  be  used  as  a weapon  of  foreign  pol- 
icy by  helping  to  liberate  people  from  the  “tyrannies 
of  ignorance  and  disease,”  a young  American  doctor 
working  in  Southeast  Asia  said. 

In  a letter  published  in  the  May  4 Journal  of  the 
American  Medical  Association,  Dr.  Thomas  A. 
Dooley  brought  American  doctors  up-to-date  on  his 
medical  mission  to  Laos,  a kingdom  in  Indo-China. 

As  a Navy  officer,  Dr.  Dooley  supervised  a medi- 
cal camp  for  refugees  during  the  1954-1955  evacua- 
tion of  VieONam.  Last  fall  he  returned  to  that 
area  with  three  former  Navy  corpsmen  to  help  the 
people  medically  and  to  show  them  what  Americans 
are  like. 

An  editorial  in  the  same  A.M.A.  Journal  said 
that  Dr.  Dooley,  who  expects  to  return  eventually  to 
private  practice  in  the  U.S.,  feels  “that  physicians 
have  a special  calling  to  help  underdeveloped  com- 
munities of  the  world  which  are  threatened  by  com- 
munism.” 

It  added,  “Dr.  Dooley’s  experience  and  high  pur- 
pose may  inspire  other  young  men  to  go  to  parts  of 
threatened  Asia  to  take  part  in  this  great  medical 
mission  and  to  be  salesmen  for  democracy.” 

Dr.  Dooley,  whose  home  is  in  Washington,  D.C., 
and  his  three  assistants,  Norman  Baker,  Berlin, 
N.H.,  Peter  Kessey,  Port  Arthur,  Texas,  and  Dennis 
D.  Shepard,  Salem,  Ore.,  are  working  in  the  village  of 
Vang  Vieng,  an  eight-hour  jeep  trip  north  of  the 
capital,  Vientiane. 

They  have  a three-room,  “25-mat”  hospital.  He 
noted  that  the  bamboo  mats  on  the  floor  are  not  so 
difficult  for  the  patient  but  “play  havoc  on  an  Anglo- 
Saxon  physician’s  back  pain.” 

The  typical  day  of  “Mekong  Medicine  Men” 
starts  at  dawn  with  a breakfast  of  “yesterday’s 
pay”- — fried  eggs.  By  the  time  they  reach  the 


hospital,  50  people  are  waiting.  Ward  rounds  and 
sick  call  include  such  medical  problems  as  malaria, 
machete-inflicted  wounds  of  the  legs  (the  people 
hack  their  existence  out  of  the  jungle),  obstetric 
problems,  some  nutritional  diseases  springing  more 
from  ignorance  than  famine,  chronic  leg  ulcers,  and 
arthritis. 

Some  “rather  esoteric”  diseases  present  them- 
selves, such  as  “tingling  over  the  right  knee  cap  that 
rapidly  leaps  into  the  nostril,  and  is  present  only 
when  the  sun  sets  every  night,”  he  said. 

Three  Lao  nurses  always  help  the  Americans, 
since  it  increases  their  prestige  and  education  and 
keeps  the  Americans  from  blundering  too  badly 
over  such  words  as  “chep  hua”  which  can  mean 
“headache”  or  “criminally  insane.” 

In  the  afternoon  two  men  go  into  the  surrounding 
mountains  to  treat  tribes,  while  the  others  hold 
classes  in  Vang  Vieng.  One  is  for  300  children  on 
hygiene  and  sanitation;  the  second  is  a midwifery 
course  for  15  girls  from  15  different  villages;  and 
the  third,  covering  baby  care,  proper  cooking,  wash- 
ing, and  latrine  building,  is  for  the  villagers  them- 
selves. 

The  evening  is  spent  in  visiting  with  villagers  or 
in  showing  American  cartoon  films.  He  com- 
mented that  Bambi  “has  conquered  this  part  of 
Southeast  Asia.” 

One  of  the  major  problems  the  Americans  face 
is  the  “chasm”  between  their  modern  medicine  and 
the  age-old  magic  of  the  Chinese  medicine  men  or 
local  witch  doctors. 

During  the  day  the  stethoscope  and  American 
doctor’s  magic  reigns  supreme,  but  “at  the  fall  of 
night  necromancy  is  potent.’  ’ In  the  morning  when 
many  are  cured,  the  credit  is  divided  between  the 
two,  Dr.  Dooley  said. 
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A Clinical  Evaluation  of  Miltown  (2  Methyl-2-N- 
Propyl-1,3  Propanediol  Dicarbamate ) 

GEORGE  J.  WEINSTEIN,  M.D.,  NEW  YORK  CITY 
( From  the  New  York  Regional  Office  of  the  Veterans  Administration) 


IN  a large  outpatient  psychiatric  clinic  where, 
unlike  a hospital  setting,  patients  are  not 
under  continuous  medical  control,  the  need  for 
a tranquilizing  drug  with  no  or  minimal  side- 
effects  is  imperative.  In  the  search  for  such  a 
drug,  35  patients,  regardless  of  diagnostic 
classification,  were  placed  on  Miltown,*  400  mg. 
three  times  a day  and  at  bedtime,  and  continued 
regularly  for  a period  of  four  months.  Blood 
pressure  readings,  complete  blood  counts,  and 
urinalyses  were  done  at  every  visit. 

The  results  were  evaluated  according  to 
criteria  set  up  by  the  therapist  in  specific  areas, 
both  subjectively  and  objectively. 

There  was  some  degree  of  lessening  of  tension 
and  overt  anxiety  in  all  patients.  About  half 
the  number  showed  marked  to  moderate  relief. 
Apprehension  was  reduced  in  all  patients  where 
it  was  a presenting  symptom,  and  about  one 
fourth  of  the  group  showed  marked  to  moderate 
alleviation.  Sleep  was  more  restful,  and  patients 
stated  that  they  felt  more  relaxed  without  any 
hangover  effect.  In  the  beginning  of  treatment, 
some  patients  complained  of  daytime  drowsi- 
ness, but  this  effect  wore  off  in  a few  days  to  a 
few  weeks.  Universally,  all  patients  stated  that 
appetite  was  improved  and  that  they  relished 
their  meals  to  a greater  degree  than  previously. 
Where  hostility  and  aggression  were  presenting 
symptoms,  there  was  moderate  to  marked  less- 


*  The  Miltown  used  in  this  study  was  supplied  by  the 
Wallace  Laboratories.  Inc.,  New  Brunswick,  New  Jersey. 


ening  of  overt  hostility.  Patients  became  more 
placid  and  relaxed.  Sweating  was  diminished, 
and  patients  stated  that  they  could  adjust 
better  to  environmental  pressures  and  get  along 
better  with  people.  There  was  less  concern  with 
bodily  complaints.  Capacity  for  work  and  for 
socialization  was  improved  in  the  group.  There 
was  no  reduction  in  frequency  of  hallucinatory 
experiences,  expression  of  delusional  material,  or 
ideas  of  reference  in  the  ambulatory  schizo- 
phrenics in  the  group.  About  one  fourth  of  the 
group  complained  of  diminished  sexual  desire  to 
some  extent. 

The  most  marked  feature  was  the  expression 
of  an  increased  awareness  of  the  problems 
confronting  the  individual  and  an  increased 
ability  to  involve  himself  in  the  psychothera- 
peutic situation.  None  of  the  patients  showed 
any  marked  alterations  in  blood  pressure  readings 
or  changes  in  the  blood  picture  or  urine  during 
the  period  of  study. 

Summary 

In  general,  Miltown  appears  to  be  suitable 
for  use  as  a tranquilizing  drug  in  an  outpatient 
clinic  and  as  an  adjuvant  to  psychotherapy.  It 
gives  the  patient  an  increased  awareness  of  the 
problems  confronting  him  and  permits  of  greater 
involvement  in  the  psychotherapeutic  situation. 
It  appears  to  be  nontoxic  and  can  be  used  in 
situations  where  rigid  medical  control  is  not 
feasible. 


An  Appraisal  of  the  Effects  of  Long-Term  Chlor  tetracycline  Administration 


After  reviewing  the  literature  on  clinical  studies 
carried  out  on  a total  of  889  patients  (120  premature 
infants,  158  adults,  and  188  geriatric  patients)  L.  It. 
Hines,  American  Cyanamid  Co.,  Pearl  River,  New 
York,  concludes  that  prolonged  oral  administration 


of  chlortetracycline  (Aureomycin)  at  presently  rec- 
ommended dose  levels  is  not  harmful.  The  conclu- 
sion is  supported  by  animal  studies  reviewed  by  the 
author. — Antibiotics  and  Chemotherapy,  November, 
1956 
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Serum  Sensitivity  Tests  and  Antitoxin 
Administration 


ROBERT  E.  KAUFMAN,  M.D.,  NEW  YORK  CITY 
( From  the  Allergy  Service,  Lenox  Hill  Hospital ) 


There  have  always  been  marked  differences 
of  opinion  among  authors  and  experienced 
clinicians  with  regard  to  the  best  methods  of  per- 
forming and  interpreting  serum  sensitivity  tests. 
Laurent  and  Parish1  illustrate  this  by  quoting 
from  seven  publications  and  then  giving  their 
own  views.  Needless  to  say,  the  eight  groups 
differ  in  the  performance  and  interpretation  of 
the  tests.  A review  of  the  literature  of  the  past 
thirty  years2-19  and  the  unpublished  opinions  of 
a number  of  experts  in  this  field20-29  also  show 
considerable  variations. 

Which  types  of  injury  warrant  the  administra- 
tion of  tetanus  antitoxin  (hereafter  called  TAT)? 
This  problem  has  been  excellently  reviewed  re- 
cently by  Moynihan30  who  summarizes  the  views 
of  many  British  and  American  authors.  He 
feels  that  since  the  number  of  deaths  from  TAT  is 
extremely  small  compared  to  the  number  from 
tetanus  and  since  the  disease  occurs  even  after 
trivial  wounds,  TAT  should  be  used  more  often 
than  at  present.  However,  like  Stafford31  in 
this  country  and  many  others,  he  strongly  recom- 
mends much  greater  employment  of  toxoid  im- 
munization, so  that  at  the  time  of  injury  no  horse 
serum  need  be  given  but  merely  a booster  toxoid 
injection. 

Much  information  can  be  obtained  from  a care- 
ful history.  The  author  agrees  with  Lord  and 
Heffron32  and  others  that  individuals  allergic  to 
horses  should  not  even  be  tested  with  horse 
serum.  Also  it  would  seem  an  unwarranted 
risk  to  administer  horse  serum  to  those  who  have 
had  a previous  anaphylactic  shock  or  a markedly 
accelerated  allergic  reaction  to  the  serum. 
Intradermal  and  ophthalmic  tests  should  be 
performed,  although  the  results  do  not  always 
predict  what  will  occur  when  serum  is  adminis- 
tered. Laurent  and  Parish1  state  that  “Intra- 
dermal,  conjunctival,  and  scratch  tests  for  the 
detection  of  serum  sensitivity  are  unreliable. 
The  small  trial  dose,  given  subcutaneously,  is 
preferable.”  It  seems  to  me  that  even  if  one 


wishes  to  use  the  subcutaneous  “trial  dose,”  it 
would  be  better  first  to  perform  the  usual  tests 
and  eliminate  those  individuals  considered  too 
sensitive  to  receive  horse  serum,  especially  since 
bovine  TAT,  to  which  many  fewer  persons  are 
sensitive,  is  available. 

Intradermal  and  conjunctival  tests  must  be 
performed  correctly  before  any  conclusions  can 
be  drawn  from  the  results.  It  is  advisable  to 
use  1:100  and  then  1:10  dilutions  for  the  intra- 
dermal tests.14-33  Undiluted  serum  or  more  than 
0.02  cc.  should  never  be  used  for  this  test,11-14 
for  severe  constitutional  reactions  as  well  as 
too  many  false  positive  tests  may  result.33'34 
In  1928  Spicer35  tested  353  patients  and  found  no 
positive  ophthalmic  tests  with  a 1:10  dilution 
but  found  “several”  positives  with  a 1 : 1 dilu- 
tion or  concentrated  normal  horse  serum.  She 
stated  that  in  her  opinion  the  best  indicator  of 
clinical  sensitivity  is  the  ophthalmic  test  with 
undiluted  serum.  Claiborn36  in  1932  came  to  the 
same  conclusion  after  testing  465  patients. 
Tuft14  also  recommends  undiluted  serum  for 
this  test.  The  author  tested  74  allergic  individ- 
uals by  the  conjunctival  method  with  1:10 
dilution  and  with  concentrated  normal  horse 
serum.37  One  subject  reacted  questionably  to 
both  strengths,  one  was  definitely  positive  to 
both,  and  one  was  negative  to  the  weaker  but 
positive  to  the  stronger.  All  these  experiences 
indicate  that  undiluted  serum  should  be  emplo3red 
if  the  1 : 10  dilution  is  negative. 

In  interpreting  the  intradermal  tests  with  horse 
serum,  it  is  generally  agreed  that  a slight-to- 
moderate  reaction  (1  or  2 plus)  is  clinically  un- 
important.34 However,  a strong  reaction  (3 
or  4 plus),  especially  to  the  weaker  solution,  is  a 
definite  danger  signal,  but  it  may  not  be  a contra- 
indication to  the  use  of  TAT,  depending  on  the 
history  and  the  result  of  the  conjunctival  test. 
When  the  ophthalmic  test  is  negative,  the 
danger  of  a serious  serum  reaction  is  very  slight.34 
A positive  ophthalmic  test  rarely  if  ever  occurs 
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ROBERT  E.  KAUFMAN 


ADMINISTRATION  OF  TETANUS  ANTITOXIN 

History 

1.  If  tetanus  toxoid  immunization  has  been  given  within  five  years,  do  not  give  TAT 
but  give  a booster  dose  of  0.5  cc.  of  fluid  toxoid. 

2.  Horse  dander  sensitivity  (asthma,  nasal  or  ocular  symptoms,  urticaria,  itching, 
etc.,  from  contact  with  horses)  is  an  absolute  contraindication  to  the  use  of  or  testing 
with  horse  serum.  This  also  applies  to  an  immediate  or  accelerated  (within  three  days) 
reaction  to  previous  horse  serum  administration. 

3.  Allergic  diseases,  such  as  asthma,  hay  fever,  vasomotor  rhinitis,  urticaria,  etc.,  are 
not  contraindications  to  TAT  but  are  danger  signals.  This  also  applies  to  serum  sick- 
ness following  previous  horse  serum  administration. 


Testing 

Intradermal. — Inject  0.01  to  0.02  cc.  of  1 : 100  dilution  of  normal  horse  serum  intra- 
dermally  into  forearm  with  a tuberculin  syringe  (for  small,  just  visible  wheal).  Read  in 
fifteen  minutes.  Positive  reaction  consists  of  wheal,  especially  with  pseudopods,  ery- 
thema, and  itching.  Do  a control  test  with  the  same  amount  of  saline  solution  on  a 
corresponding  area  of  the  other  arm  at  the  same  time. 

If  negative  or  only  1 or  2 plus,  repeat  with  a 1:10  dilution.  Never  use  over  0.02  cc. 
or  undiluted  serum  for  skin  tests. 

Interpretation > A slight  or  moderate  positive  reaction  is  not  very  important  but  is 
a danger  signal.  If  it  is  marked,  see  procedure  below. 

Conjunctival. — This  test  is  done  at  the  same  time  as  the  intradermal.  Use  one 
drop  of  a 1 : 10  dilution  normal  horse  serum  in  lower  conjunctival  sac  after  making  sure 
that  there  is  no  conjunctivitis,  etc.  Read  in  fifteen  minutes.  Positive  reaction  consists 
of  itching,  injection,  and  edema. 

If  negative,  repeat  with  undiluted  serum.  If  this  is  not  available,  use  TAT,  but  nor- 
mal serum  is  preferable. 

Interpretation:  A positive  reaction  is  rarer  with  this  test  than  with  the  skin  test. 

However,  it  is  more  reliable  and  contraindicates  the  use  of  horse  serum. 

(Note:  A positive  eye  test  can  be  counteracted  by  one  or  two  drops  of  1 : 1,000 
adrenalin  in  the  conjunctival  sac.) 


TABLE  I. — Desensitization  Procedure* 


Injectiont 

(Thirty-Minute 

Intervals) 

Amount 

(Cc.) 

Dilution 

i 

0.1 

1:100 

2 

0.25 

1:100 

3 

0.5 

1:100 

4 

0.  1 

1:10 

5 

0.25 

1:10 

6 

0.5 

1:10 

7 

0.1 

Concentrated 

8 

0.25 

Concentrated 

9 

Remainder 

Concentrated 

* To  be  used  with  either  equine  or  bovine  serum  only  if 
both  have  given  equally  positive  sensitivity  reactions  and 
antitoxin  must  be  administered. 

Do  not  increase  dose  if  any  local  or  general  reaction  occurs. 
Give  the  same  or  next  lower  dose  again  before  proceeding. 
If  the  reaction  is  severe,  give  no  more  serum. 

t Injections  1 through  8 are  to  be  given  subcutaneously, 
and  injection  9,  consisting  of  the  remainder  of  the  needed 
amount,  is  to  be  given  intramuscularly. 


when  the  intradermal  test  is  negative.14-  35-37 
A positive  eye  test  is  an  absolute  contraindica- 
tion to  the  administration  of  horse  se- 
rum.10-11-32-34'38-42  The  methods  of  testing  and 
the  interpretation  of  results,  as  well  as  the  pro- 
cedure and  precautions  described  below,  apply 
not  only  to  equine  TAT  but  equally  to  all  other 
kinds  of  antisera,  including  bovine  TAT. 

The  possibility  of  desensitizing  by  gradually 
increasing  subcutaneous  injections  of  serum  has 
been  seriously  questioned. 1-u'14-33  Enough  fa- 
talities have  occurred  during  desensitization  to 
discredit  the  procedure  to  some  extent.14  How- 
ever, the  procedure  is  not  entirely  valueless.  As 
Harten  and  Walzer34  stated : “Following  the  sub- 
cutaneous injections  of  minute  doses  of  horse 
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SERUM  SENSITIVITY  TESTS  AND  ANTITOXIN  ADMINISTRATION 


ADMINISTRATION  OF  TETANUS  ANTITOXIN 

Procedure 


History  and  Tests 

1.  History  of  horse  sensitivity  (asthma, 
nasal  or  ocular  symptoms,  itching,  edema, 
etc.)  from  contact  with  horses.  History 
of  serum  reaction,  immediate  or  within 
three  days. 

2.  Skin  and  eye  tests  positive. 

3.  Skin  test  strongly  positive  (3  to  4 
plus)  and  eye  test  negative. 

4.  Skin  test  negative  or  slightly  posi- 
tive (1  to  2 plus)  and  eye  test  negative. 
Positive  history  of  allergy  or  previous 
serum  administration. 

5.  Skin  test  negative  or  slightly  posi- 
tive (1  to  2 plus)  and  eye  test  negative. 
No  history  of  allergy  and  no  previous 
serum  administration. 


What  to  Do 

1.  Do  not  test  with  or  give  horse  serum. 
Substitute  “Bovine  TAT  Lyovac”  (Sharpe 
& Dohme)  and  do  preliminary  testing  as 
with  horse  serum. 

2.  Do  not  give  horse  serum.  Use  bo- 
vine TAT. 

3.  Give  bovine  TAT.  If  necessary  to 
use  horse  serum,  desensitize.  If  eye  test  is 
not  feasible,  do  not  give  horse  serum. 

4.  Give  0.1  cc.  of  TAT  subcutaneously. 
If  no  reaction  occurs  after  twenty  minutes, 
give  remainder  intramuscularly.  If  eye 
test  is  not  feasible,  give  first  injection  of 

0.1  cc.,  1 : 10  dilution. 

5.  Give  TAT  in  one  dose  intramuscu- 
larly. If  eye  test  is  not  feasible,  give 
preliminary  0.1  cc.  TAT  subcutaneously. 


Additional  Precautions 

1.  It  is  dangerous  to  repeat  serum  administration  one  week  to  three  months  after 
the  last  dose,  but  if  necessary,  it  may  be  given  with  great  care. 

2.  When  giving  serum  always  aspirate  before  injecting.  Have  adrenalin,  sterile 
syringe,  and  tourniquet  ready  from  the  beginning  of  testing  until  the  patient  leaves. 

3.  Always  have  patient  wait  thirty  minutes  after  administration  of  serum.  If  signs 
of  generalized  allergic  reaction  appear,  treat  vigorously  with  adrenalin,  etc. 

4.  In  case  of  anaphylactic  shock  within  seconds,  minutes,  or  hours  after  injection 

(symptoms:  apprehension,  sweating,  flush,  itching,  urticaria,  angioedema,  sneezing, 

nausea,  vomiting,  coughing,  tightness  in  chest,  wheezing,  asthma,  cyanosis,  lumbar  pain, 
drop  in  blood  pressure,  tachycardia,  collapse,  coma,  and  convulsions)  treat  with  (a) 
tourniquet  above  site  of  serum  injection,  ( b ) adrenalin  (0.5  to  1 cc.  intramuscularly  or 
intravenously),  repeated  as  needed,  (c)  antihistamines,  but  not  instead  of  adrenalin, 
and  (d)  artificial  respiration  and  oxygen  if  needed.  Later  for  continued  shock  give 
infusions  of  1-artenol  and  ACTH. 

5.  If  in  doubt  about  administration  of  serum,  admit  the  patient  to  a hospital. 


serum,  the  development  of  constitutional  reac- 
tions may  warn  the  clinician  of  the  extreme  in- 
tensity of  the  sensitivity  which  is  present.  He 
may  then  discontinue  the  administration  while 
the  symptoms  can  still  be  controlled  by  adrena- 
lin. With  large  doses  of  serum  . . . adrenalin 
cannot  be  relied  upon  to  prevent  or  control  severe 
immediate  reactions.”  A suggested  desensitiza- 
tion procedure  is  presented  in  Table  I.  In 
addition  to  the  mandatory  use  of  adrenalin, 
the  intravenous  administration  of  1-drterenol 
(Levophed)  and  ACTH  simultaneously  has  re- 
cently been  advocated  for  the  long-continued 
shock  that  may  accompany  an  anaphylactic 
reaction.43 

A suggested  procedure  for  use  in  emergency 


rooms  and  on  the  wards  of  hospitals,  as  well  as 
for  physicians  who  have  occasion  to  employ 
tetanus  antitoxin,  appears  in  the  box  on  pages 
2062  and  2063  for  ready  reference. 

Summary 

1.  Safe  and  informative  methods  of  per- 
forming intradermal  and  ophthalmic  tests  for 
serum  sensitivity  are  outlined. 

2.  Emphasis  is  placed  on  the  importance  of 
the  ophthalmic  test,  especially  with  undiluted 
serum  if  a 1 : 10  dilution  is  negative. 

3.  The  use  of  bovine  tetanus  antitoxin  in  the 
presence  of  sensitivity  to  horse  serum  is  recom- 
mended. 
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4.  A detailed  outline  of  history  taking,  test- 
ing, procedure,  and  precautions  in  antitoxin  ad- 
ministration is  included. 

950  Park  Avenue 
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Acute  Peripheral  Arterial  Occlusion 


Acute  arterial  occlusion,  usually  occurring  sec- 
ondary to  thrombosis  or  embolus,  presents  an  emer- 
gency urgently  requiring  prompt  diagnosis  and 
treatment.  Immediate  therapy  should  be  aimed  at 
restoration  of  adequate  circulation  in  the  extrem- 
ity, relief  of  vasospasm,  and  prevention  of  second- 
ary thrombosis.  Dr.  John  M.  Douglas,  Charlotte, 
North  Carolina,  warns  about  the  hazards  of  local 
application  of  external  heat  and  touches  upon  the 
possibility  of  hemorrhage  if  sympathetic  block  is 
done  during  anticoagulant  therapy.  Although  re- 
ports involving  large  numbers  of  cases  in  the  litera- 


ture do  not  mention  this  latter  complication  as  hav- 
ing occurred,  he  thinks  it  should  be  kept  in  mind.  If 
nonsurgical  measures  do  not  promptly  restore  cir- 
culation, immediate  embolectomy  should  be  con- 
sidered. Surgery,  however,  should  be  restricted  to 
emboli.  In  arterial  thrombosis  the  vessel  wall  is 
often  so  severely  damaged  that  successful  reopening 
of  the  lumen  is  impossible.  Even  if  the  thrombus  is 
removed  it  usually  recurs  quickly.  In  addition  to 
treatment,  the  author  discusses  etiology,  diagnosis, 
differentiation,  pathology,  and  clinical  course. — 
North  Carolina  Medical  Journal,  October,  1956 


2064 


New  York  State  J.  Med. 


Supraclavicular  Lymph  Node  Biopsy  in  Ike 
Diagnosis  of  Intralhoracic  Lesions 

MELVIN  HORWITZ,  M.D.,*  AND  CHARLES  W.  FINDLAY,  M.D.,  NEW  YORK  CITY 
{From  the  Department  of  Surgery,  Francis  Delafield  Hospital,  Columbia-Presbyterian  Medical  Center) 


Confronted  with  an  intrathoracic  lesion,  the 
physician  must  first  make  a diagnosis  and 
then  decide  on  the  best  treatment.  Frequently 
an  exploratory  thoracotomy  will  accomplish  this, 
but  in  some  instances  a simpler  diagnostic 
method  would  be  preferred.  If  the  lesion  is  a 
malignancy,  the  question  of  operable  curability  is 
raised. 

In  the  past  few  years  a relatively  simple 
operation  has  been  used  to  determine  the  presence 
of  a distant  metastasis.  This  procedure  in- 
volves the  excision  of  the  supraclavicular  nodes 
with  the  adjacent  fat.1-4  If  carcinoma  cells  are 
seen  in  the  specimen,  a pulmonary  resection  will 
not  cure  the  patient.  The  clinician  has  a tissue 
diagnosis,  and  the  proper  nonsurgical  therapy 
may  be  recommended. 

The  operation  consists  of  removing  the  supra- 
clavicular fat  and  lymph  nodes  from  a triangular 
area  which  overlies  the  scalenus  fascia.  The 
apex  is  the  juncture  of  the  internal  jugular  and 
subclavian  veins,  and  the  omohyoid  muscle  is  the 
base.  The  method  is  simple,  but  meticulous 
technic  is  necessary  to  avoid  complication.  It 
can  be  done  under  regional  block,  local,  or 
general  anesthesia. 

Initially,  the  biopsy  was  done  on  the  same  side 
as  the  pulmonary  lesion.  The  approach  has 
been  modified,  however,  because  of  reports 
emphasizing  the  complex  pattern  of  the  lym- 
phatic drainage  of  the  lung.4-6  The  right  lung 
and  left  lower  lung  fields  apparently  drain  to  the 
right  supraclavicular  region.  The  left  midlung 
field  drains  to  both  right  and  left  supraclavicular 
regions,  and  the  left  upper  lung  field  drains  only  to 
the  left  supraclavicular  area.  Therefore,  the  bi- 
opsy is  taken  from  the  right  side  in  all  cases  except 
those  with  left  upper  lung  field  lesions  and  when 
there  are  palpable  nodes  above  the  left  clavicle. 
In  selected  cases  a bilateral  biopsy  is  done  on 
patients  with  left  midlung  field  lesions. 

The  specimen  is  usually  cleared  by  the  pathol- 

* Trainee,  National  Cancer  Institute. 


TABLE  I. — Pathologic  Diagnoses  of  Abnormal  Roent- 
GENOGRAPHIC  FINDINGS  IN  62  CASES 


Pathology 

Number 

of 

Cases 

Positive 

Biopsy 

/ — Sex — ' 
Fe- 

Male  male 

Squamous  carcinoma 

21 

7 

20 

1 

Adenocarcinoma 

11 

9 

9 

2 

Undifferentiated  carcinoma 

11 

7 

11 

0 

Sarcoma* 

1 

1 

1 

0 

Boeck’s  sarcoid 

4 

4 

1 

3 

Tuberculosis 

5 

2 

3 

2 

Bronchiectasis 

1 

0 

1 

0 

Pleuropericardial  cyst 
Probable  neoplasm  (no 

2 

0 

2 

0 

histologic  diagnosis) 

6 

0 

5 

1 

— 

— 

— 

— 

Total 

62 

30 

53 

9 

* In  this  study  sarcoma  is  included  in  the  carcinoma  group. 


ogist  to  isolate  the  nodes.  Since  the  specimen 
is  not  large,  this  can  be  done  in  less  than  twenty- 
four  hours.  Usually  the  section  is  ready  for 
reading  in  forty-eight  hours. 

This  series  of  cases  consisted  of  62  patients 
with  x-ray  evidence  of  intrathoracic  lesions  on 
whom  supraclavicular  node  biopsy  was  performed. 
Bronchoscopy  and  sputum  cytologic  and  bac- 
teriologic  studies  were  routinely  carried  out. 
When  indicated,  there  were  further  studies  to 
establish  the  diagnosis,  to  find  a primary  tumor 
elsewhere,  or  to  show  other  metastases. 

The  different  pathologic  diagnoses  are  similar 
to  those  noted  by  others  (Table  I).1-4  In  30  of 
the  62  cases  examination  of  the  nodes  gave  a 
positive  pathologic  diagnosis. 

Of  the  62  cases  44  had  primary  malignancy  of 
the  lung.  In  this  group  a positive  biopsy  was 
obtained  in  24.  Nodes  were  palpable  in  15  of 
the  carcinoma  cases,  and  the  biopsy  was  positive 
in  14.  In  the  remaining  29  cases  no  nodes  were 
palpable,  yet  ten  of  these  showed  nodes  invaded 
by  tumor  (Table  II).  The  site  of  the  primary 
lesion  and  the  number  of  positive  biopsies  from 
each  site  are  shown  in  Table  III.  The  apparently 
inconsistent  location  of  the  metastatic  nodes  in 
five  cases  is  probably  due  to  blockage  by  cancer 
of  the  usual  drainage  pathways. 
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TABLE  II. — Palpability  of  Lymph  Nodes  in  44  Cases 
of  Pulmonary  Carcinoma 


Supra- 

clavicular 

Biopsy 

Nodes 

Palpable 

Nodes 

Not 

Palpable 

Total 

Positive 

14 

10 

24 

Negative 

I 

19 

20 

Total 

15 

29 

44 

Additional  diagnostic  methods,  such  as  bron- 
choscopy and  sputum  cytology,  were  performed 
on  19  patients  with  proved  supraclavicular 
metastases  from  a primary  carcinoma  of  the  lung, 
with  negative  findings  in  eight  (Table  IV).  The 
diagnosis  in  these  eight  patients  was  made  only 
by  supraclavicular  biopsy.  In  20  patients  with 
carcinoma  of  the  lung  and  negative  supracla- 
vicular biopsies,  these  additional  methods  of 
diagnosis  were  successful  in  12  and  unavailing 
in  eight.  Six  of  these  eight  patients  underwent 
thoracotomy,  and  a tissue  diagnosis  of  carcinoma 
was  obtained.  Two  patients  were  judged  clini- 
cally to  have  inoperable  carcinoma  of  the  lung, 
and  radiotherapy  was  given  as  the  treatment  of 
choice.  Distant  metastases  later  became  ap- 
parent, and  from  these  a histologic  diagnosis  of 
cancer  was  made.  Thus,  of  the  62  cases  only 
six  required  thoracotomy  for  diagnosis. 

There  were  slx  complications  in  the  entire 
series.  Two  patients  developed  chylous  fistulas 
from  the  wound,  which  subsided  in  a few  days 
after  the  application  of  local  pressure.  The 
others  had  serosanguineous  collections  in  the 
wounds  on  the  third  and  fifth  postoperative 
days.  These  were  cured  by  a single  aspiration  in 
two  cases  and  two  aspirations  in  the  other  two 
cases.  Most  patients  were  ambulatory  on  the 
day  of  surgery  or  the  following  day.  There  was 
minimal  discomfort,  usually  limited  to  forty- 
eight  hours  after  surgery. 

We  have  had  limited  experience  with  the 
cervicomediastinal  dissection  described  by 
Harken  et  al.3  At  present  this  procedure  is  re- 
served for  selected  patients  in  whom  thoracotomy 
is  not  advisable  and  a tissue  diagnosis  is  very 
much  desired. 

On  the  basis  of  this  and  other  series,1-4  approx- 


TABLE  III. — Site  of  Primary  Lesions  and  Number  of 
Positive  Biopsies  from  Each  Site  in  44  Cases  of  Carci- 
noma of  the  Long 


Site  of 

Number 

Primary 

of 

• Biopsy  Positive . 

Lesion 

Cases 

Right 

Left 

Lung  field 

Right  upper 

a 

4 

0 

Right  middle 

14 

8 

2* 

Right  lower 

5 

2 

0 

Left  upper 

4 

0 

2 

Left  middle 

0 

1 

i 

Left  lower 

4 

1 

3* 

Total 

44 

16 

8 

* Palpable  nodes. 


TABLE  IV. — Results  of  Other  Diagnostic  Methods  in 
Reference  to  Supraclavicular  Biopsy  in  44  Cases  with 
Carcinoma  of  the  Lung 


Supra-  Results  of  Other  Diagnostic  Methods . 


clavicular 

biopsy 

Posi- 

tive 

Nega- 

tive 

Not 

Done 

Total 

Positive 

ii 

8 

5 

24 

Negative 

12 

8 

0 

20 

Total 

23 

16 

5 

44 

imately  30  to  50  per  cent  of  patients  with  car- 
cinoma of  the  lung  have  metastatic  tumor  in  the 
supraclavicular  nodes.  The  removal  of  these 
nodes  for  study  seems  to  be  a helpful  adjunct  in 
the  evaluation  of  a patient  with  a neoplasm  in 
the  chest.  The  presence  of  cancer  cells  in  the 
supraclavicular  area  obviates  a curative  pul- 
monary resection,  and  it  usually  renders  an 
exploratory  thoracotomy  unnecessary.  Pallia- 
tive resection  is  reserved  for  patients  who  are 
extremely  uncomfortable  because  of  hemoptysis 
or  pulmonary  infection  and  who  may  live  for 
many  more  months. 
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The  Effect  of  Nyloxin  on  the  Pain  of  Arthritis 


LEONARD  E.  MEISELAS,  M.D.,  AND  AUSTIN  A.  SCHLECKER,  M.D.,  BROOKLYN,  NEW  YORK 

( F rom  the  Department  of  Medical  Services,  M aimonides  Hospital  of  Brooklyn,  and  the  State  University  of  New 

York  College  of  Medicine  at  New  York  City) 


For  many  years  enthusiastic  reports  have 
appeared  periodically  on  the  use  of  snake 
venom  for  the  alleviation  of  pain.  Most  of  the 
earlier  studies  were  in  the  French  literature,  but 
from  time  to  time  encouraging  reports  appeared 
in  the  United  States. 

In  1940  Steinbrocker  et  al.1  reported  that 
cobra  venom  appeared  to  alleviate  the  pain  of 
arthritis  when  compared  to  the  effects  in  the 
same  patient  of  saline  injections.  They  con- 
cluded that  in  some  patients  there  seemed  to 
be  a therapeutic  effect  of  the  cobra  venom. 
However,  they  reserved  a final  opinion  because 
their  series  was  admittedly  too  small.  In  1943 
Albee  and  Maier2  stated  unequivocally  that  the 
use  of  venom  in  the  treatment  of  arthritis  was  fol- 
lowed by  a marked  salutary  effect  and  that  only 
ten  patients  in  a total  of  56  were  not  relieved. 

One  of  the  difficulties  in  using  venom  has  been 
in  titrating  the  potency.  When  cobra  venom  be- 
came available  in  a stable  solution  of  formic  and 
silicic  acid,* *  further  reports  appeared  which  at- 
tested to  its  effectiveness.  Hills  and  Firor3  be- 
lieved that  this  drug  alleviated  the  pain  of  pa- 
tients with  malignant  disease,  and  Lumpkin  and 
Firor4  believe  that  80  per  cent  of  their  patients 
with  “chronic  arthritis”  were  relieved  by  an  in- 
jection of  Nyloxin. 

Bryson,5  who  developed  the  formula  of  cobra 
venom  with  formic  and  silicic  acid,  reported 
that  the  overwhelming  majority  of  his  patients 
not  only  had  marked  relief  of  pain  but  also 
obtained  a sense  of  well-being  with  better 
appetite  and  less  physical  and  mental  depression. 
Because  of  these  encouraging  reports  in  the  treat- 
ment of  osteoarthritis,  a disease  which  can  at 
times  test  the  therapeutic  ingenuity  of  the  prac- 
titioner, we  decided  to  study  this  preparation  by 
the  double  blindfold  technic. 

Presented  at  the  Third  International  Conference  on 
Rheumatic  Diseases,  Aix-les-Bains,  France,  June,  1956. 

* Nyloxin  is  the  trade  name  of  the  Hynson,  Westcott  and 
Dunning  Pharmaceutical  Co.,  Baltimore,  Maryland,  solution 
of  cobra  venom,  formic  and  silicic  acid.  It  is  through  the 
kindness  of  Dr.  John  Brewer,  director  of  Biological  Research, 
that  adequate  supplies  of  Nyloxin  and  the  control  substances 
were  made  available. 


Methods 

Patients  who  attended  the  Maimonides  Hos- 
pital Arthritis  Clinic  and  who  fulfilled  the  criteria 
of  the  American  Rheumatism  Association  for 
osteoarthritis  were  chosen  for  this  study.  Three 
colorless  solutions  labeled  A,  B,  and  C were  em- 
ployed. Solution  A was  formic  acid,  solution  B 
the  regular  Nyloxin  solution,  and  solution  C 
formic  and  silicic  acid.  Silicic  acid  by  itself  could 
not  be  employed  because  it  was  not  possible  to 
put  it  into  solution.  The  technic  of  Lumpkin  and 
Firor4  was  followed.  These  injections  began  with 
0.5  ml.  bilaterally  and  were  increased  by  0.25  ml. 
at  each  weekly  injection  until  a dose  of  1.5  ml. 
was  given  in  each  deltoid  area.  In  addition,  1 
ml.  of  1 per  cent  procaine  was  added  to  the  in- 
jected material  to  alleviate  the  expected  pain  at 
the  site  of  the  injection. 

The  same  nurses  gave  the  injection  every  week, 
and  the  same  physicians  evaluated  the  results. 
Neither  the  nurses  nor  the  physicians  were  aware 
of  the  contents  of  the  various  solutions.  Pain 
was  the  only  symptom  which  was  evaluated. 
The  patients  were  rated  as  “no  change,”  “some 
relief,”  and  “considerable  relief.”  No  patient 
who  received  less  than  eight  weekly  injections  was 
considered  in  the  final  evaluation  before  the  code 
was  opened.  In  many  instances  the  patient  was 
rotated  through  two  and,  in  some  instances,  three 
groups. 

Results 

Fifteen  patients  received  solution  A,  formic 
acid;  14  patients  received  solution  B,  Nyloxin, 
and  16  patients  received  solution  C,  formic  and 
silicic  acid. 

There  were  29  patients  who  were  evaluated. 
In  12  instances  they  were  rotated  through  two 
groups,  and  in  two  instances  they  were  rotated 
through  the  three  groups.  Table  I shows  the  re- 
sults in  the  three  groups.  It  will  be  noted  that 
in  these  groups  the  effect  on  relief  of  pain  was 
similar.  About  two  out  of  every'  three  patients 
felt  that  the  injections  were  helping  them  regard- 
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TABLE  I. — Total  Number  of  Patients  Receiving  Each 
Preparation  and  the  Effects  of  Medication  by  Groups 


Effect 

Formic 

Acid 

Nyloxin 

Formic  and 
Silicic  Acid 

Some  relief 
Considerable 

7 

6 

7 

relief 

3 

3 

3 

No  relief 

5 

5 

6 

— 

— 

— 

Total 

15 

14 

16 

less  of  the  nature  of  the  material. 

The  cobra  venom  solution  could  not  be  recog- 
nized by  the  degree  of  the  response  of  the  pa- 
tient in  those  patients  who  were  rotated  through 
either  two  or  three  groups.  Some  felt  better 
with  A or  B or  C ; some  felt  better  on  all  groups 
tested.  Table  I shows  that  there  was  no  consist- 
ent pattern  of  response.  Thus,  from  this  stud}' 
we  cannot  confirm  the  results  of  others  who  have 
claimed  that  Xyloxin  has  a place  in  the  treatment 
of  arthritis. 

However,  this  study  does  affirm  the  extreme 
caution  that  must  be  exercised  in  assessing  a sup- 
posed analgesic  agent  in  patients  with  joint  dis- 
eases. Furthermore,  it  emphasizes  that  the  con- 
tinued interest  of  the  physician,  the  participation 
of  the  patient  in  a research  project,  and  his  desire 
to  please  the  physician  by  responding  to  the  drug 
may  be  some  of  the  factors  that  are  responsible 
for  his  positive  reaction.  The  recognition  of  the 
positive  reactor  state  by  the  physician  should  help 


him  realize  that  many  of  his  therapeutic  tri- 
umphs are  not  the  results  of  the  medication  but 
of  his  sympathetic  management  of  the  total  pa- 
tient. Such  a realization  will  help  him  distin- 
guish the  pattern  of  response  and  help  to  ease  his 
frustration  when  the  next  patient  does  not  re- 
spond to  the  same  medication. 

Su  m mary 

1.  Twenty-nine  patients  with  osteoarthritis 
were  treated  by  the  double  blind  study  method 
with  Xyloxin,  a cobra  venom  preparation,  for 
periods  of  two  to  six  months. 

2.  Two  out  of  every  three  patients  in  the  con- 
trol or  test  groups  reacted  favorably  with  relief  of 
pain. 

3.  Xyloxin  appears  to  have  no  better  effect 
than  an  inert  substance. 

4.  Psychogenic  factors  contributing  greatly  to 
the  complaint  of  pain  would  appear  to  have  oper- 
ated in  about  65  per  cent  of  patients  in  this  group 
with  osteoarthritis. 
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Respiratory  Failure  in  Poliomyelitis:  Results  in  Weaning  from  Respirator 

Aids 


Presenting  an  analysis  of  experience  in  the  with- 
drawal of  unnecessary  breathing  aids  from  poliomye- 
litis patients  with  respiratory  failure,  Drs.  Randolph 
Batson  and  H.  D.  Riley,  Jr.,  of  Vanderbilt 
University,  Nashville,  report  that  of  98  consecutive 
respirator  patients,  80  have  been  discharged  from 
the  center.  Of  these  80,  completely  weaned  of  res- 
pirator aids  are  54  patients;  16  have  been  partially 
weaned;  ten  have  died.  The  authors  note  that  these 
ten  deaths  represent  the  total  mortality  for  the  510 
consecutively  hospitalized  poliomyelitis  patients 
during  the  observation  period.  Although  some  of 
these  others  also  had  respiratory  failure,  they  are 
not  included  in  this  study  because  they  did  not  re- 
quire assistive  devices  of  any  kind.  Of  the  80  dis- 


charged respirator  cases,  52  had  been  in  a respirator 
tank  less  than  thirty  days  before  admission  to  the 
Center.  The  other  28  cases  had  used  the  tank  (20 
patients)  or  a lesser  aid  (eight  patients)  more  than 
thirty  days  before  admission.  Of  the  52  cases  ad- 
mitted early,  41  at  follow-up  used  no  breathing  aid 
at  all;  five  used  lesser  aids  (chest  respirator  or  rock- 
ing bed),  and  six  are  dead.  Of  the  group  that  had 
used  respirators  more  than  thirty  days  before  ad- 
mission, among  the  tank  cases  five  used  no  aid,  11 
used  lesser  aid.  It  appears  evident,  therefore,  that 
complete  weaning  is  more  likely  in  patients  seen  at 
the  onset  of  their  acute  illness. 

— Journal  of  the  Tennessee  Stale  Medical  Associ- 
ation, October,  1956 
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Antigen- Antihistamine  Mixtures  in  the  Treatment 
of  Highly  Sensitive  Pollen  Patients 


LOUIS  STERNBERG,  M.D.,  NEW  YORK  CITY 
( F rom  the  Institute  of  Allergy,  Roosevelt  Hospital) 


Many  papers1-6  have  appeared  during  the 
past  ten  years  stressing  the  advantages 
in  giving  high  doses  of  pollen  extract  to  highly 
sensitive  patients.  This  was  accomplished  by 
the  addition  of  antihistaminic  drugs  to  prevent 
constitutional  reactions.  When  these  drugs 
were  first  used,  they  were  given  by  mouth  prior 
to  the  injection  of  the  pollen  extract.7’8  More 
recently  both  have  been  given  parenterally, 
either  mixed  or  in  sucession.  Spearman9  reports 
superior  results  when  the  antihistamine  is  given 
intravenously  prior  to  the  subcutaneous  injection 
of  the  specific  antigen.  The  clinical  improve- 
ment is  always  attributed  to  the  increased  anti- 
genic dose,  and  rarely  is  credit  given  to  the 
pharmacologic  effect  of  the  added  antihistamine. 
Most  of  these  authors  have  felt  that  the  higher  the 
antigen  dose  they  were  able  to  force,  the  better 
the  clinical  effect  during  the  pollen  season  in  cases 
of  hay  fever  or  pollen  asthma.  Fuchs  and  his 
coworkers8  did  not  find  significant  improvement 
in  patients  taking  Pyribenzamine  and  a large 
dose  of  ragweed  when  compared  to  the  group 
taking  ragweed  without  the  Pyribenzamine. 

Since  an  increase  in  blocking  antibody  was 
only  assumed  from  the  increased  antigen,  the 
clinical  improvement  could  also  have  been 
brought  about  by  the  added  antihistamine,  a 
result  we  see  in  our  daily  practice.  Increased 
antigen  does  not  always  mean  increased  clinical 
effect.  It  is  my  experience  that  most  of  our 
patients  are  able  to  take  a certain  definite  anti- 
genic dose  with  safety.  Raising  that  quantity 
rarely  improves  the  clinical  result  and  only 
creates  more  frequent  local  and  constitutional 
reactions.  It  is  these  reactions  that  they  seek  to 
avoid  by  adding  an  antihistamine  to  the  in- 
creased dose  of  antigenic  extract. 

It  is  my  opinion,  and  it  will  be  corroborated 
by  many  men  interested  in  allergy,  that  most  of 
our  pollen  patients  do  fairly  well  with  a pollen 
dose  that  each  patient  can  carry  individually. 
In  general,  one  can  say  that  the  highest  dose  a 


patient  is  able  to  take  is  the  one  that  will  give 
the  best  clinical  result,  not  the  dose  that  is  forced 
by  the  added  antihistamine.  Some  patients  do 
well  on  a very  small  dose,  such  as  25  or  100 
units,  others  on  a 5,000  or  10,000-unit  amount. 
In  fact,  quite  often  we  see  patients  doing  better 
on  a 100-unit  dose  than  on  10,000  units  or  more. 
Raising  the  10,000-unit  dose  in  a patient  who  is 
not  doing  well  to  20,000  or  30,000  units  rarely 
does  any  good.  Hence,  forcing  a patient  who 
can  take  only  100  units  to  go  up  to  1,000  or  more 
units  by  the  addition  of  an  antihistaminic  drug 
is  useless  and  only  leads  to  delayed  local  and 
constitutional  reactions  and  rarely  to  a better 
clinical  result.  Many  of  our  new  patients  who 
come  in  during  the  hay  fever  season  do  well  on 
small  doses  of  10  to  25  units  and  often  do  better 
than  the  perennial  patient  whom  we  worked  up 
to  10,000  units  or  more.  Antihistamines  only 
minimize  minor  reactions  that  are  of  no  conse- 
quence. They  do  not  eliminate  severe  or  consti- 
tutional reactions  when  given  in  physiologic  doses 
with  the  antigen. 

Just  what  makes  one  patient  feel  quite  comfort- 
able on  a very  small  dose  and  another  poorly  on 
a large  dose  is  a moot  question.  There  are  many 
theories.  I believe  that  a patient  who  is  not 
doing  well  lacks  something  in  the  antigen  that 
we  inject  with  which  he  comes  in  frequent  con- 
tact; hence,  he  has  no  immunity  to  this  unknown 
antigen.  Sometimes  we  find  the  cause  to  be  an 
added  food  sensitivity  or  an  infection  in  the 
sinuses.  Sometimes  we  find  that  through  some 
carelessness  or  a poor  history  we  have  missed  a 
pollen  with  which  our  patient  comes  in  contact. 
Some  have  exacerbations  of  symptoms  during  the 
hay  fever  season  from  some  unusual  contact, 
such  as  dust,  paint,  or  an  added  mental  or  psychic 
insult.  Occasionally  the  fault  is  an  overdose  of 
the  pollen  extract  that  we  use  or  a sudden  in- 
crease of  pollen  in  the  atmosphere. 

We  can  assume  that  some  patients  create  their 
blocking  antibodies  very  easily  and  with  little 
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stimulation,  i.e.,  small  antigenic  dose,  while 
others  create  these  same  antibodies  with  more 
difficult}’  and  not  so  readily  unless  the  stimulus  is 
quite  potent.  It  also  is  apparent  that  some 
patients  become  more  or  less  refractory  after  a 
year  or  more  of  treatment.  They  do  not  feel  so 
well  as  they  did  the  first  year  of  treatment. 

Mathews  and  coworkers10  recently  have  shown 
in  an  exhaustive  study  that  when  antihistamines 
were  given  for  the  prevention  of  penicillin  reac- 
tions, they  failed  to  produce  any  significant  effect 
on  delayed  or  severe  reactions.  They  did  reduce 
early  moderate  reactions,  particularly  those  of 
the  urticarial  type.  A similar  conclusion  was 
reached  by  Coleman  and  Siegel11  in  their  passive 
transfer  studies  when  antihistamines  were  used 
to  prevent  penicillin  reactions. 

Conclusions 

The  addition  of  an  antihistaminic  drug  to  an 
antigen  gives  the  physician  a false  sense  of  secur- 
ity. In  my  opinion  the  patient  will  reap  more 
benefit  if  the  physician  ascertains  the  maximum 
dose  that  his  patient  can  take  with  safety  and 
without  the  added  antihistamine.  The  physi- 
cian should  not  worry  about  the  amount  of  anti- 
gen he  wants  to  give  but  is  unable  to  administer 
without  the  constitutional  reaction  as  a penalty. 
He  should  be  more  interested  in  knowing  when  to 


stop  and  wait  for  results.  In  other  words,  he 
should  be  more  interested  in  the  dose  that  the 
patient  can  take  without  a reaction  than  in  forc- 
ing a large  amount  with  an  antihistamine  and 
possibly  getting  into  trouble  in  spite  of  the  appar- 
ent added  safety  measure. 


Summary 

Antihistaminic  drugs  are  used  to  advantage  in 
our  daily  practice  and  often  add  to  the  comfort  of 
the  patient  who  does  not  get  enough  relief  from 
the  antigen  that  he  receives.  However,  to  give 
antihistiminics  to  sensitive  patients  in  order  to 
force  a high  dosage  which  they  cannot  carry  is 
unwise  and  poor  medical  practice. 

15  Park  Avenue 
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Coronary  Artery  Disease  in  the  Diabetic 


Although  coronary  artery  thrombosis  among  11011- 
diabetics  occurs  four  times  as  frequently  in  males  as 
in  females,  its  occurrence  in  diabetics  is  the  same  in 
one  sex  as  it  is  in  the  other.  In  older  diabetics,  ar- 
teriosclerosis— particularly  coronary — is  almost  uni- 
versally present.  Life  expectancy  of  the  diabetic 
after  a coronary  thrombosis  is  about  half  as  good  as 
that  of  the  nondiabetic.  Dr.  .Albert  Weinstein  of 
Vanderbilt  University,  Nashville,  discusses  hemic 


sugar  levels  in  relation  to  metabolism  of  the  myo- 
cardium, and  says  that  there  is  110  evidence  to  sup- 
port the  theory  that  use  of  insulin  will  increase  the 
size  of  the  arterial  thrombus,  precipitate  angina,  or 
induce  arrhythmia.  Also,  he  adds  pessimistically, 
there  is  no  good  evidence  that  coronary  thrombosis  in 
the  diabetic  can  be  prevented  by  good  metabolic 
control. — Journal  of  the  Tennessee  State  Medical 
Association,  October,  1956 
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Recent  Progress  in  Gastroenterology 
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In  the  period  1953-1956  important  advances 
have  been  made  in  our  basic  understanding 
of  a number  of  common  gastrointestinal  disor- 
ders, and  in  some  instances  practical  methods  of 
diagnosis  and  treatment  have  been  significantly 
improved.  This  review  is  intended  to  focus  at- 
tention on  these  subjects  and  to  provide  the 
reader  with  a convenient  starting  point  for  more 
extensive  study.  To  achieve  this  end,  we  have 
omitted  from  consideration  many  examples  of 
progress  in  the  study  of  rare  diseases  or  of  com- 
moner disorders  in  which  the  accretion  of 
knowledge  has  been  less  substantial.  We  have 
chosen  to  provide  a selection  of  references  on 
each  topic,  rather  than  a complete  bibliography, 
and  we  have  omitted  nearly  all  references  in  the 
text  to  the  authors  or  the  institutional  origin  of 
the  work  cited.  We  hope  that  these  measures 
will  be  regarded  not  as  discourtesy,  but  as  en- 
couragement to  read. 

Esophageal  Diseases  and  Disorders 
Cardiospasm 

Motor  Studies. — During  the  past  several 
years  illuminating  studies  of  esophageal  motor 
activity  have  been  carried  out  both  in  normal 
subjects  and  in  patients  with  cardiospasm.1-10 


Hope  for  rational  drug  therapy  in  cardiospasm  is 
based  on  some  of  these  observations,  that  is,  the 
effects  of  certain  autonomic  drugs  and  smooth 
muscle  relaxants  on  the  various  esophageal 
segments,  body  and  vestibule,  in  this  disorder. 

Changes  in  intraesophageal  pressure  after 
swallowing  have  been  recorded  either  by  means 
of  transducers  or  open-tipped  catheters  and 
occur  in  both  the  body  (upper  seven-eighths)  and 
vestibule  (lower  one-eighth)  of  the  tube.  In 
the  normal  subject  the  major  pressure  compo- 
nent is  due  to  peristalsis  which  increases  the 
pressure  to  levels  of  40  to  100  cm.  of  water. 
This  wave  travels  at  a fate  of  2.0  to  2.5  cm.  per 
second  and  reaches  its  peak  after  the  swallowed 
material  has  passed  the  recording  tip.6  Pro- 
gression of  this  wave  does  not  occur  in  cardio- 
spasm8; the  motility  of  the  entire  organ  is 
abnormal;  phasic  contractions  are  irregular  and 
low  in  amplitude,  and  there  is  an  abnormal 
sensitivity  of  the  body  of  the  organ  to  parenter- 
ally  administered  parasympathomimetic  agents 
such  as  acetyl-B-methacholine  (Mecholvl).  This 
segment  of  the  organ  goes  into  sustained  con- 
traction when  such  agents  are  given.’-4  The 
basis  for  this  behavior  lies  in  the  absence  of 
ganglion  cells  of  the  myenteric  plexus  of  the 
esophagus  noted  in  this  disease.11-13 
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Recent  studies  in  cardiospasm  indicate  an 
exaggeration  of  the  normal  sphincter-like  action 
of  the  terminal  segment  (vestibule)  with  genera- 
tion of  abnormally  high  pressures  after  swallow- 
ing. Of  great  interest  has  been  the  demonstra- 
tion of  a relaxing  effect  of  Meeholyl  on  the  vesti- 
bule, a reaction  opposite  to  that  of  the  body.6’14 
Also  amyl  nitrite  induces  a temporary  relaxation 
of  the  vestibule.14 

Present  Therapy. — In  the  treatment  of 
cardiospasm  there  have  been  both  medical  and 
surgical  advances.  Among  the  former  have 
been  reports  of  encouraging  results  following  the 
use  of  the  Starck  dilator.15  This  instrument, 
which  “ruptures”  the  musculature  of  the  ter- 
minal esophagus,  is  used  in  only  a few  clinics, 
and  more  experience  is  required  for  adequate 
evaluation. 

Surgical  experience  with  the  Heller  cardiomy- 
otomy  is  increasing,  with  good  results  reported 
in  several  series.16'18  The  operation  is  not  con- 
sidered a major  undertaking,  and  the  patients 
recover  from  it  quickly.  As  high  as  50  per  cent 
of  these  patients  may  have  some  gastroesophag- 
eal reflux  postoperatively.16  If  reflux  is  pres- 
ent, it  should  be  managed  by  means  of  interval 
feedings  and  “head-up”  position  of  the  bed  at 
night.  Dysphagia  is  greatly  relieved  with 
minimum  damage  to  the  cardioesophageal 
junction.  Close  follow-up  observations  over  a 
long  period  will  be  required  before  the  Heller 
procedure  can  be  accepted  as  the  definitive  op- 
eration for  cardiospasm. 

Sweet’s  policy  of  performing  eardiomyotomy 
exclusively  in  those  patients  in  whom  the  esoph- 
agus is  not  dilated  (“type  I,”  25  per  cent  of  all 
cases)  and  who  have  a “thickened”  terminal 
esophagus  and  performing  esophagogastrostomy 
only  in  those  with  dilated  organs19  and  ‘“thin- 
walled”  terminal  segments  (“type  II,”  75  per 
cent)1*  seems  difficult  to  understand  in  view  of 
satisfactory  results  after  eardiomyotomy  in 
patients  with  cardiospasm  of  both  “types.”16'17 
Also  the  premise  on  which  this  approach  is 
based,  that  there  are  distinct  “types”  of  this 
disease,  is  open  to  question. 

“Cardioplasties”  are  still  considered  by  some 
to  be  the  surgical  procedure  of  choice  in  cardio- 
spasm. The  large  disadvantage  of  this  pro- 
cedure, as  well  as  esophagogastrostomv,  for 
cardiospasm  or  for  any  other  benign  condition  of 
the  lower  esophagus  is  the  high  incidence  of 
subsequent  reflux  esophagitis  with  bleeding 


and/or  stricture  formation.  This  was  noted  in 
11  of  15  patients  who  underwent  procedures 
which  destroyed  the  cardioesophageal  junction 
at  a single  hospital  since  1948. 17  A report  of  a 
similar  group  of  32  patients  states  that  regurgi- 
tation, esophagitis,  and  bleeding  occurred  in 
28  per  cent.19  Others  have  also  called  attention 
to  the  frequent  occurrence  of  this  complication20-23 

Further  objections  to  esophagogastrostomy  is 
the  occurrence  in  an  occasional  patient  of  marked 
delay  in  gastric  emptying,  presumably  secondary 
to  bilateral  vagus  severance.  This  delay  con- 
tributes further  to  reflux  esophagitis  and  may 
necessitate  pyloroplasty.18  One  surgical  clinic 
performs  pyloroplasty  with  esophagogastrectomy- 
for  cardiospasm.24  In  order  to  hasten  gastric 
emptying,  another  surgeon  employs  partial 
gastrectomy  with  Roux-en-Y  gastro j ej u nostomy 
along  with  cardioplasty  in  his  surgical  approach 
to  cardiospasm.23  The  rationale  here  is  that 
cardioplasty  is  a good  procedure  if  rapid  gastric 
emptying  is  assured. 

Hiatus  Hernia,  Esophagitis,  and 
Stricture 

Hiatus  hernia,  a distortion  of  esophagogastric 
anatomy,  must  be  considered  in  a discussion  of 
esophageal  disorders  for  it  is  the  activity  of 
refluxed  acid  gastric  juice  on  the  lower  esophagus 
which  is  the  commonest  cause  of  terminal  eso- 
phagitis, esophageal  ulcer,  and  stricture  in  the 
sliding  type  of  hiatus  hernia.25-26  Conservative 
management  of  sliding  hiatus  hernia  is  based  on 
the  principles  of  constant  acid  neutralization  and 
prevention  of  reflux.  These  aims  are  accom- 
plished by  small  frequent  feedings,  interval  ant- 
acids, and  anticholinergics  (before  meals  and  at 
bedtime),  abandonment  of  tight  abdominal 
supports  and  corsets,  and  elevation  of  the  head 
of  the  bed. 

Repair  of  the  hernia  is  resorted  to  if  the  pa- 
tient does  not  adhere  to  his  medical  program,  if 
symptoms  persist,  or  if  complications  ensue. 
The  work  of  Allison  on  this  subject  is  particularly 
outstanding;  in  his  studies  he  carefully  explains 
the  nature  of  the  defect  and  the  anatomy  of 
repair.26 

If  stricture  results,  different  therapy  is  em- 
ployed. In  this  instance  cautious  dilatations 
must  be  carried  out,  and  if  relief  is  not  obtained, 
surgery’  must  be  undertaken.  Repair  of  a sliding 
hiatus  hernia  may  be  curative  if  the  structure  is 
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not  advanced  and  the  narrowing  is  partially  due 
to  inflammation.  However,  if  scarring  is  great, 
resection  of  the  area  is  carried  out.  Again,  as  in 
cardiospasm,  there  are  serious  objections  to 
removal  of  the  esophagogastric  junction:  re- 
current reflux  esophagitis,  ulceration,  bleeding, 
and  stricture.  17>20~23>27_2S 

In  order  to  avert  these  consequences,  Allison 
and  others,  following  resection  of  tire  distal 
strictured  segment  and  upper  stomach,  have 
closed  the  gastric  remnant  and  anastomosed  the 
esophagus  to  a 40-cm.  limb  of  jejunum  in  Roux- 
en-Y  fashion,  thus  sparing  the  lower  esophagus 
exposure  to  gastric  contents.  Thus  far  follow- 
up results  in  a large  group  of  Allison’s  patients 
have  been  encouraging  in  that  there  has  been  no 
recurrent  esophagitis  and  patients  have  main- 
tained their  nutrition  well.28  The  early  results 
of  a similar  and  smaller  series  of  cases  have  been 
parallel.17  Despite  all  objections  there  are 
those  who  maintain  that  esophagogastrectomy 
alone  is  a good  operation  for  stricture.30’31 

Scleroderma 

Aside  from  interesting  studies  of  the  motility 
defect  in  this  disorder,  there  has  been  little 
advance  in  our  understanding  of  the  disease  as  it 
affects  the  esophagus  and  no  progress  in  its 
therapy.  The  disease  involves  the  esophagus 
in  two  ways:  primarily,  by  a combination  of 
increase  in  connective  tissue  of  the  wall  and 
muscle  atrophy,  and  secondarily,  there  is  mucosal 
inflammation,  ulceration,  and  even  stricture.32 
The  net  result  is  an  organ  incapable  of  normal 
peristaltic  activity.8  Unpublished  observations 
of  the  effect  of  clelta-1  dehyclrohydrocortisone 
(Hydeltra)  on  the  dysphagia  of  these  patients 
indicate  that  this  type  of  compound  is  without 
significant  effect. 

“Contraction  Ring”  of  the  Esophagus 

Recently  there  appeared  a report  describing- 
six  patients,  all  males,  with  intermittent,  sudden 
attacks  of  dysphagia  while  eating  solid  foods.33 
Roentgenologic  and  fluoroscopic  examination 
revealed  an  “annular  indentation  in  the  center  of 
the  phrenic  ampulla”  which  appeared  at  onset  of 
deglutition  and  increased  to  a maximum  just 
before  arrival  of  peristalsis.  In  several  instances 
it  migrated  downwards.  The  authors  had  the 
opportunity  to  examine  the  esophagus  in  one  of 
these  patients  and  found  some  muscular  thick- 


ening in  the  area  concerned.  They  do  not  be- 
lieve this  disorder  to  be  a variant  of  cardiospasm. 

Others  feel  that  this  “contraction”  is  constant, 
does  not  migrate,  may  be  asymptomatic,  and 
that  symptoms  are  more  likely  to  occur  in  those 
patients  in  whom  the  contraction  is  greatest  and 
most  constant  on  repeated  examination.34  A 
more  recent  report  by  these  same  authors  indi- 
cates that  the  ring  is  found  as  often  in  females 
as  in  males  and  that  in  most  instances  the  ring  is 
asymptomatic  and  is  associated  with  hiatus 
hernia.35  That  the  ring  is  frequently  asympto- 
matic is  attested  to  by  its  presence  in  six  of 
100  patients  who  had  no  esophageal  symptoms.36 
This  author,  as  well  as  others,  feels  that  it  is  an 
exaggeration  of  the  inferior  esophageal  sphincter; 
he  quotes  the  work  of  Respess  who  was  able  to 
demonstrate  this  contraction  after  esophageal 
chilling  in  seven  of  31  patients  who  did  not  dis- 
play it  on  routine  fluoroscopy.36 

Carcinoma  of  the  Esophagus 

Major  advances  in  dealing  with  carcinoma  of 
the  esophagus  have  been  in  the  realm  of  earlier 
diagnosis  by  means  of  improved  radiographic 
study,  wider  use  of  esophagoscopv,  and  study  of 
aspirated  cells  fixed  and  stained  according  to  the 
method  of  Papanicolaou.  Unfortunately,  al- 
though positive  diagnosis  is  obtained  more  fre- 
quently, results  of  therapy  are  very  poor. 

A report37  of  results  of  surgical  attack  on  this 
disease  in  450  patients  is  optimistic.  While 
the  author  reports  five-year  cure  rates  of  4 per 
cent  for  mid  thoracic  and  17  per  cent  for  lower 
segment  cancer,  these  figures  apply  to  a highly' 
selected  group  of  all  patients,  representing  those 
who  were  operable,  resectable,  “had  a satis- 
factory operation,”  and  survived  the  immediate 
postoperative  period.  Five-year  cure  rates  of 
the  entire  series,  on  the  other  hand,  were  only 
1 per  cent  and  6 per  cent  for  midthoracic  and 
lower  esophageal  carcinoma,  respective!}'.37 

The  results  of  another  series  similarly  analyzed 
are  about  the  same.38  Of  all  squamous  cell 
carcinomas  in  this  series,  only  43  per  cent  were 
resectable,  and  38  per  cent  of  these  died  as 
a result  of  the  operation.  Of  those  surviving, 
only  one  in  12,  about  9 per  cent,  survived  five 
years;  in  terms  of  the  entire  group,  this  means  a 
five-year  cure  rate  of  about  3 per  cent.  In  the 
case  of  adenocarcinoma  a similar  breakdown  of 
the  figures  in  terms  of  cure  rate  for  the  total 
group  reveals  that  only  about  one  in  25  of  such 
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individuals  (4  per  cent)  will  be  alive  five  years 
after  surgery.  A surgeon’s  report  of  the  dis- 
couraging results  of  surgery  for  esophageal 
carcinoma  has  recently  appeared.39 

The  recent  increase  in  reports  of  results  of 
radiotherapy  for  esophageal  carcinoma,  partic- 
ularly squamous  cell,  indicate  that  the  cure  rate 
from  radiotherapy  is  no  worse  than  that  of 
surgery  and  at  a considerably  reduced  mortal- 
ity.40-42 Perhaps  this  method  of  treatment 
should  be  resorted  to  more  often.  It  should  be 
remembered  that  results  of  radiotherapy  are 
based  largely  on  its  use  in  those  patients  with  far- 
advanced  disease. 

Peptic  Ulcer 

In  the  last  few  years  our  basic  concepts  of  the 
pathogenesis  of  peptic  ulcer  have  been  repeatedly 
challenged  and  often  modified,  but  no  wholly 
new  methods  of  treatment  have  been  widely 
used.  Instead  there  has  been  wholesome  re- 
testing of  timeworn  principles  of  “standard” 
therapy. 

The  need  for  restricting  the  diet  of  the  ulcer 
patient  to  “bland”  foods  has  been  subjected  at 
last  to  a controlled  study.43  A series  including 
gastric  and  duodenal  ulcers  in  both  inpatients 
and  outpatients  was  divided  in  random  fashion 
into  two  equal  groups,  one  receiving  bland 
feedings  every  two  hours  when  awake  and  the 
other  eating  an  “almost  normal”  diet  (including 
fresh  fruit,  sardines,  and  salad !)  with  four  in- 
terval feedings.  The  results,  judged  by  relief  of 
pain,  gain  in  weight,  and  rapidity  of  healing  as 
shown  by  x-rays,  indicated  only  insignificant 
differences  between  the  two  diets,  the  “almost 
normal”  diet  being  slightly  superior.  It  should 
be  emphasized  that  this  study  does  not  disprove 
the  importance  of  frequent  feedings  for  the 
ulcer  patient.  This  was  a feature  of  both  reg- 
imens. 

The  effect  of  cigaret  smoking  on  the  course  of 
duodenal  ulcer  remains  highly  controversial  but 
is  being  subjected  to  better  designed  experi- 
ments. Recently  at  a Veterans’  Hospital44  120 
patients  with  duodenal  ulcer  were  subjected  to 
continuous  aspiration  of  gastric  contents,  of 
which  the  volume,  pH,  titratable  acid,  and 
pepsin  were  recorded.  After  a baseline  was 
established,  half  of  these  subjects  smoked  an 
average  of  two  and  one-half  cigarets  in  fifteen 
minutes.  Their  gastric  secretions  did  not  differ 
significantly  after  this  stimulation  from  those  of 


controls  who  did  not  smoke. 

The  mechanism  of  formation  of  hydrochloric 
acid  in  the  stomach  and  the  factors  responsible 
for  its  excessive  secretion  in  patients  with  ulcer 
continue  to  be  studied  with  intense  interest. 
Carbonic  anhydrase,  only  recently  held  to  be  of 
little  importance  in  the  formation  of  hydro- 
chloric acid  in  the  parietal  cell,  is  now  regarded 
as  a vital  and  possibly  vulnerable  link  in  the 
chain  of  causation  of  ulcer  because  of  the  ob- 
served effects  of  the  carbonic  anhydrase  in- 
hibitor, Diamox.45  This  agent  has  been  applied 
topically  to  the  gastric  mucosa  of  dogs  bearing 
Pavlov  pouches  and  has  been  given  intrave- 
nously to  similarly  prepared  animals.  In  both 
instances  histamine-stimulated  secretion  of  hy- 
drochloric acid  has  been  markedly  (up  to  97 
per  cent)  inhibited.  Continuous  infusion  of 
large  amounts  of  Diamox  has  had  a similar 
effect  in  man  (average  82  per  cent  inhibition).45 
Although  the  route  of  administration  and  the 
severity  of  side-effects  make  this  impractical  as  a 
therapeutic  procedure  at  present,  the  possibility 
of  blocking  acid  production  by  inhibition  of 
cellular  enzymes  has  been  clearly  shown.  Re- 
cently evidence  has  been  presented  indicating 
that  succinic  oxidase  may  also  enter  into  the 
mechanism  of  production  of  hydrochloric  acid 
in  the  parietal  cell.46 

Evidence  of  the  relationship  between  adreno- 
cortical steroids  and  peptic  ulceration  has  ac- 
cumulated rapidly.  The  earlier  clinical  re- 
ports of  development  of  active  ulcer  during 
steroid  therap3r  for  other  conditions  have  been 
well  summarized.47  These  ulcers  are  found  both 
in  the  stomach  and  the  duodenum.  The  pre- 
dominance of  duodenal  lesions  is  less  marked 
than  in  spontaneous  ulceration,  and  they  are 
more  often  unusually  large,  more  often  compli- 
cated by  hemorrhage  or  acute  perforation,  and 
more  often  painless.  Microscopically  these  ul- 
cers show  little  evidence  of  fibrosis  or  inflam- 
mation. The  occurrence  of  peptic  ulcer  as  a 
complication  of  steroid  therapy  seems  b\r  now  too 
frequent  to  be  explained  away  as  coincidental.4* 
The  incidence,  however,  varies  in  reported  series 
from  0 to  about  40  per  cent.  It  is  clearly  more 
common  with  larger  dosage  and  with  protracted 
therapy,  and  it  appears  to  be  a more  serious 
problem  with  the  more  potent  anti-inflammatory 
agents,  prednisone  and  prednisolone.49  On  the 
other  hand,  the  effect  of  steroids  on  the  course  of  a 
known  active  peptic  ulcer  is  not  always  unfavor- 
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able,  and  in  severe  arthritis,  for  example,  the 
lesions  have  been  shown  to  heal  during  con- 
tinued use  of  these  hormones.  A previous 
history  of  ulcer  disease  is  considered  by  most 
to  be  only  a relative  contraindication  to  steroid 
therapy. 

The  relevance  of  these  experiences  to  the 
mechanism  of  naturally  occurring  peptic  ulcer 
has  been  vigorously  debated.  Both  corticotropin 
and  cortisone  had  been  shown  earlier60  to  in- 
crease the  concentration  of  hydrochloric  acid 
and  pepsin  in  gastric  secretions  of  normal  per- 
sons, although  not  in  all  persons  studied.  On 
the  other  hand,  an  acute  exacerbation  of  symp- 
toms of  a duodenal  ulcer  has  been  observed  to 
occur  in  a patient  whose  gastric  secretions, 
tested  daily,  showed  no  abnormal  rise  in  acid  or 
pepsin  concentration  until  after  the  symptoms 
developed.51  Furthermore,  gastric  ulcers  have 
developed  in  arthritics  treated  with  prednisone 
who  were  unable  to  secrete  hydrochloric  acid 
on  repeated  stimulation  with  histamine.49  Sev- 
eral investigators  have  estimated  by  various 
tests  the  level  of  adrenocortical  function  in 
ulcer  patients  and  have  obtained  no  clear-cut 
understanding  of  the  role  of  cortical  steroids  in 
the  pathogenesis  of  peptic  ulcer  in  human  beings 
under  stress. 

Still  another  hormonal  influence  on  gastric 
secretion  has  been  suggested  by  the  finding  of 
recurrent  peptic  ulceration  of  the  jejunum  or 
distal  duodenum  in  a small  number  of  patients 
having  islet  cell  tumors  of  the  pancreas.52  These 
cases  had  a striking  hypersecretion  of  acid  in 
the  basal  state  and  rapid  recurrence  of  anas- 
tomotic ulcer  after  all  but  a total  gastrectomy. 
The  tumor  cells  did  not  resemble  beta  cells,  and 
no  evidence  of  hyperinsulinism  was  obtained. 
In  the  serum  of  one  of  these  patients  a substance 
was  found  which  was  capable  of  elevating  the 
blood  sugar  and  which  in  its  electrophoretic 
properties  closely  resembled  glucagon.  The 
importance  of  the  gastric  mechanism  in  stimu- 
lating gastric  secretion,  particularly  in  patients 
with  gastric  ulcer,  has  been  reaffirmed.53  Con- 
siderable support  for  this  thesis  is  obtained  from 
the  low  rate  of  recurrence  following  antrectomy 
for  gastric  ulcer53  and  from  the  observation  that 
gastric  ulcer  frequently  occurs  as  a complication 
of  duodenal  ulcer  with  obstruction  and  antral 
stasis.64 

Much  evidence  has  recently  appeared  which 
underscores  the  importance  of  hereditary  and 


constitutional  factors  in  the  pathogenesis  of 
peptic  ulcer.66  In  well-studied  populations  there 
is  a significantly  higher  incidence  of  peptic 
ulcer  among  the  relatives  of  peptic  ulcer  patients 
than  in  control  families.66  Furthermore,  the 
“inheritance”  is  specific  for  the  organ  affected; 
the  relatives  of  duodenal  ulcer  patients  have 
chiefly  duodenal  ulcer  and  those  of  gastric  ulcer 
patients  chiefly  gastric  ulcer.  Relatives  of  pa- 
tients with  duodenal  ulcer  have  an  increased 
incidence  of  basal  gastric  hypersecretion.67 

The  immediate  mechanism  of  action  of  this 
constitutional  factor,  it  is  suggested,  is  an  in- 
creased capacity  for  secretion  of  hydrochloric 
acid  in  the  stomach  of  the  patient  with  duodenal 
ulcer.58  The  mean  basal  (unstimulated)  output 
of  hydrochloric  acid  has  been  compared  with  the 
“maximal  parietal  cell  response”  obtained  by 
standardized  stimulation  with  large  amounts  of 
histamine.  Patients  with  duodenal  ulcer  are 
said  to  have  a higher  “maximal  response”  than 
normal  persons,  but  the  percentage  of  this 
capacity  used  under  basal  conditions  is  not 
significantly  different  in  the  two  groups.  Thus, 
the  hypersecretion  of  patients  with  duodenal 
ulcer  is  considered  to  be  due  to  increased  ca- 
pacity, not  to  current  overstimulation  of  the 
stomach.  Earlier  it  had  been  shown  by  histo- 
logic studies  that  the  stomachs  of  patients  with 
duodenal  ulcer  have  on  the  average  75  per  cent 
more  parietal  cells  than  normal  controls.69 
Since  parietal  cell  hyperplasia  has  been  reported 
to  follow  continued  injection  of  histamine  in  the 
guinea  pig60  and  since  the  increase  of  secretory 
capacity  seems  the  greater,  the  larger  the  dura- 
tion of  ulcer  symptoms,  it  is  possible  that  this  is  a 
“functional”  hyperplasia  resulting  from  pro- 
longed reactions  to  environmental  stress. 

On  the  other  hand,  most  impressive  evidence 
on  the  existence  of  a genetic  factor  has  been  ob- 
tained from  the  study  of  blood  groups.  In 
over  3,000  patients  with  peptic  ulcer  the  incidence 
of  blood  group  0 was  55.4  per  cent  compared  with 
an  incidence  of  45.1  per  cent  in  patients  with 
cancer  of  the  stomach.61  These  differences  are 
by  statistical  criteria  highly  significant;  they 
may  be  correlated  with  the  capacity  to  secrete 
hydrochloric  acid,  but  this  is  not  yet  clear. 
In  an  interesting  report  on  a “duodenal-ulcer 
family,”  it  was  shown  that  11  of  13  siblings  had 
evidence  of  duodenal  ulcer,  that  all  13  were  of 
blood  group  0,  and  that  nearly  all  had  been 
found  to  be  “nontasters”  of  phenylthiourea,  a 
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genetically  determined  phenomenon.62  The  idea 
that  constitutional  factors  are  important  in  the 
development  of  peptic  ulcer  is  of  course  not  new. 
having  been  advanced  many  years  ago  by  Draper. 
Since  these  more  recent  studies  are  based  upon 
objective  criteria  and  some  qualitative  differ- 
ences, the  importance  of  these  factors  can  now 
be  judged  more  soundly. 

The  proper  management  of  gastric  ulcers  con- 
tinues to  be  widely  debated,  and  policies  van' 
from  prolonged  dietary  regimens  to  the  liberal 
use  of  radiation  therapy  to  routine  subtotal 
gastrectomy  without  preliminary  trial  of  medical 
measures.  The  difficult}’  of  the  differentia] 
diagnosis  between  benign  gastric  ulcer  and  gas- 
tric cancer  has  been  freshly  emphasized  in  a 
report  of  427  cases  at  one  university  hospital,  all 
of  which  were  considered  benign  on  the  basis  of 
the  initial  diagnostic  studies.63  Of  these,  196 
were  operated  on  within  the  next  month,  and  56 
of  these  (28.6  per  cent)  were  shown  to  have 
gastric  cancer  on  microscopic  study.  In  a 
comparison  of  the  records  of  these  56  cases  with 
the  remaining  140  which  were  benign  ulcers,  no 
significant  differences  were  found  in  average  age, 
sex  ratio,  clinical  syndrome,  size  of  ulcer,  loca- 
tion in  the  stomach,  results  of  gastric  analysis, 
and  the  opinions  of  the  radiologist,  gastroscopist, 
and  pathologist,  when  based  on  gross  examination 
of  the  specimen.  In  fact,  even  among  those 
140  cases  in  which  microscopic  examination  of  the 
ulcer  base  revealed  no  carcinoma,  seven  patients 
(5  per  cent)  died  of  metastatic  adenocarcinoma, 
no  other  primary  site  having  been  identified. 
This  stud}’  unfortunate!}'  did  not  provide  evi- 
dence on  the  accuracy  of  clinical  diagnosis  when 
all  criteria  in  each  case  are  considered  together, 
nor  could  it  reflect  the  recent  contributions  of 
gastric  cytology  to  this  problem  of  differential 
diagnosis.  The  point  is  well  made,  however, 
that  gastrectomy  should  rarely  be  delayed  if  a 
gastric  ulcer  fails  to  heal  after  about  four  weeks 
of  intensive  medical  therapy. 

Diagnosis  of  Gastric  Cancer 

During  the  past  several  years  there  has  been 
great  activity  in  the  field  of  gastric  cancer  de- 
tection. These  efforts,  both  in  the  clinic  and 
the  laboratory,  have  encompassed  studies  of 
gastric  acidity,  uropepsin  excretion,  and  exfol- 
iative cytology.  Also  noteworthy  has  been  the 
increasing  attention  to  known  cancer  precursors 
such  as  pernicious  anemia  and  gastric  polyposis. 


Gastric  Acidity 

The  determination  of  free  acid  in  gastric  juice 
continues  to  be  a focus  of  attention.  A report 
from  Minneapolis64  emphasizes  the  remarkably 
high  incidence  of  achlorhydria  in  gastric  carci- 
noma (70  to  75  per  cent)  and  states  that  10  to 
15  per  cent  of  such  patients  have  hypochlorhv- 
dria  (fasting  acid  less  than  30  units).  In  their 
stud}’  they  measured  gastric  acidity  in  7,704 
individuals,  1,769  having  achlorhydria.  Of  these 
19  or  roughly  1 per  cent  were  found  to  have 
stomach  cancer,  and  0.39  per  cent  had  gastric 
polyposis. 

One  clinic  has  concerned  itself  with  the  pos- 
sibility of  using  the  so-called  “tubeless”  gastric 
analysis  as  a screening  procedure  in  view  of  the 
obvious  advantage  of  this  method  for  mass 
testing.65  In  another  study  this  group  had  es- 
tablished the  reliability  of  the  method,  pointing 
out  that  of  832  patients  with  free  acid  on  aspira- 
tion, only  nine  had  achlorhydria  as  determined 
by  the  exchange  resin  technic,  an  error  of  about 
1 per  cent.66  Conversely  the  tubeless  method 
demonstrated  a positive  result  in  12  of  285  in- 
dividuals found  to  be  achlorhydric  by  the  tube 
method.  However,  all  these  need  not  necessarily 
represent  false  positives,  for  it  is  possible  that 
some  or  all  of  these  individuals  might  have  had 
acid  on  subsequent  examinations.  More  re- 
cently these  workers  reported  on  the  reliability 
of  the  Azure  A exchange  compound,  which  per- 
mits a modification  of  tubeless  analysis  more 
simple  in  execution  than  the  older  quininium 
resin  method.67  This  modification  permits  sim- 
ple colorimetric  determination  of  the  concen- 
tration of  the  urinary  ion. 

Uropepsin  Excretion 

Measurement  of  this  urinary  enzyme  of  gas- 
tric origin  as  a diagnostic  aid  in  stomach  cancer 
has  been  recently  reported.68  The  mean  value 
for  twenty-four-hour  excretion  in  a series  of  60 
patients  with  carcinoma  of  the  stomach  was 
lower  than  normal;  however,  21  per  cent  had  a 
normal  excretion.  That  this  urinary  enzyme  is 
of  gastric  origin  is  shown  by  its  complete  ab- 
sence in  individuals  who  have  undergone  total 
gastrectomy.68  The  determination  may  be  of 
great  value  in  diagnosis  of  malignant  gastric 
ulcer,  the  chance  that  such  ulcers  are  benign 
when  associated  with  low  uropepsin  excretion 
being  about  1 per  cent.68 
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Exfoliative  Cytology 

There  have  been  reports  in  the  last  several 
years  detailing  results  of  studies  of  exfoliated 
gastric  mucosal  cells  obtained  by  various  tech- 
nics. Recently  the  clinical  cytologists,  utilizing 
the  abrasive  balloon,  reported  their  results  in  629 
cases  in  which  satisfactory  preparations  were 
made.70  Of  117  patients  with  proved  cancer  of 
the  stomach,  77  or  66  per  cent  had  positive 
cytologic  diagnosis  preoperativelv  (Class  IY  or  V) 
and  22  or  19  per  cent  were  classified  as  “sus- 
picious” (Class  III).  Since  50  per  cent  of  all 
individuals  with  Class  III  cells  have  carcinoma, 
practically  all  of  these  patients  so  classified  are 
operated  on.  Thus,  the  method  indicated  the 
malignancy  in  85  per  cent  of  proved  cases.  Of 
285  patients  with  no  carcinoma,  only  one  or 
0.2  per  cent  was  falsely  diagnosed  as  a malig- 
nancy (Class  IV),  and  26  or  5.4  per  cent  were 
thought  to  be  “suspicious”  (Class  III).  Thus, 
according  to  present  policy  5.6  per  cent  of  pa- 
tients would  have  an  operation  for  nonexistent 
cancer  based  on  cytologic  study  as  the  sole  cri- 
terion for  operation.  Similar  results  with  the 
abrasive  balloon  method  have  been  obtained  in  a 
smaller  series.71 

Another  method  for  procurement  of  exfoliated 
gastric  cells  is  chymotrypsin  lavage.  This 
technic  has  been  well  described.72-75  One  study 
shows  that  this  method  yielded  the  correct  diag- 
nosis in  19  of  20  proved  cases  of  cancer.72  In 
another  group  of  75  cases  of  proved  gastric 
cancer  60  or  80  per  cent  were  correctly  diagnosed 
cytologically  on  material  obtained  by  chymo- 
trypsin lavage.74  There  was  one  false  positive 
in  78  patients  who  did  not  have  cancer.  The 
same  report  states  that  the  accuracy  of  x-ray 
diagnosis  was  60  per  cent  in  this  group.  A com- 
parative study  of  the  accuracy  of  the  chymo- 
trypsin method  with  that  of  the  abrasive  balloon 
in  the  same  individual  showed  no  significant 
difference.72  Most  interesting  has  been  the 
combined  diagnostic  accuracy  of  x-ray  and 
cytology;  a study  of  114  patients  with  carci- 
noma of  the  stomach  shows  that  in  89.7  per  cent 
of  the  cases  the  correct  diagnosis  was  made  when 
both  technics  were  utilized.70 

Pernicious  Anemia  and  Gastric  Cancer 

The  studies  of  Kaplan  and  Rigler76  and  Zam- 
ehek  et  alP  make  abundantly  clear  the  relation- 
ship between  pernicious  anemia  and  gastric 


carcinoma  and  establish  the  gastric  atrophy  of 
this  disease  as  definitely  precancerous.  Because 
gastric  malignancy  occurs  on  the  average  in  8 to 
10  per  cent  of  patients  with  this  disorder  and  be- 
cause early  institution  of  antianemic  therapy 
and  better  general  medical  care,  a progres- 
sive increase  in  incidence  of  cancer  is  likely, 
some  clinics  have  established  programs  for 
routine  gastric  investigation  of  all  patients  with 
pernicious  anemia.75’76  Such  programs  include 
yearly  gastrointestinal  series  as  well  as  regularly 
spaced  gastroscopy  alternating  with  cytologic 
studies.  The  appearance  of  polyps  in  the 
stomach  either  on  x-ray  or  gastroscopy  is  con- 
sidered grounds  for  resection  in  individuals  with 
no  contraindication  to  gastrectomy.75 

In  one  study  of  this  problem  it  was  stated 
that  there  are  recognizable  gastric  cell  types 
characteristic  of  pernicious  anemia.75  In  most 
instances  “bland  cells,”  large  columnar  cells, 
are  seen.  In  some  cases  a so-called  “active” 
cell  is  noted,  characterized  by  large  nuclei,  ir- 
regular nuclear  membranes,  and  large  red  nu- 
cleoli. The  report  implies  that  these  cells  are  the 
result  of  rapid  growth  and  either  may  indicate 
polyposis  or  may  be  the  progenitor  of  malignancy. 
No  conclusion  is  drawn  as  to  whether  presence 
of  these  cells  constitutes  a basis  for  surgery.75 
As  yet  there  is  no  published  confirmation  of  this 
work  from  other  centers  active  in  gastric  ex- 
foliative cytology. 

Gastric  Lymphoma 

Several  workers  have  recently  reported  a 
small  series  of  patients  in  whom  the  diagnosis  of 
stomach  lymphoma  was  made  preoperatively  by 
means  of  exfoliative  cytology.78’79  This  experi- 
ence is  important  for  a definitive  diagnosis  will 
not  only  help  the  surgeon  plan  his  attack  on  the 
tumor,  but  also  may  justify  the  use  of  radio- 
therapy as  the  sole  treatment  in  individuals  whose 
physical  condition  interdicts  laparotomy. 

Postgastrectomy  Syndromes 

After  partial  or  total  gastrectomy  a consid- 
erable number  of  patients  develop  either  nutri- 
tional deficiencies  or  very  troublesome  postcibal 
symptoms  or  both.  The  adequacy  of  the  nu- 
trition of  a patient  depends  first  on  a normal 
intake  of  a balanced  diet  and  then  on  normal 
intestinal  absorption.  Although  the  postgas- 
trectomized  patient  frequently  has  impaired  fat 
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absorption  and  often  sustains  a moderate  loss  of 
fat  in  the  stools,  a greater  threat  to  adequate 
nutrition  is  the  decreased  food  intake  which 
characterizes  most  of  these  patients.80  This  de- 
creased caloric  intake  may  be  related  to  the 
accompanying  postcibal  symptoms.  The  most 
common  complaint  is  epigastric  discomfort, 
varying  from  a full  feeling  to  nausea,  vomiting, 
and  severe  pain.  A minority  of  patients  mani- 
fest, in  addition,  vasomotor  symptoms  which 
vary  in  severity  from  mild  to  severe.  These 
include  weakness,  fainting,  sweating,  flushing  of 
face,  palpitations,  and  drowsiness.  The  epigas- 
tric pain  or  feeling  of  fullness,  vomiting,  and 
vasomotor  symptoms  constitute  the  early  post- 
gastrectomy syndrome,  although  not  all  elements 
are  present  in  each  case.  Frequently  electro- 
cardiographic changes  accompany  the  vaso- 
motor symptoms.8182  These  are  characteristi- 
cally lowering  or  flattening  of  the  T waves  and 
depression  of  the  S-T  segment. 

The  cause  of  the  early  postgastrectomy  syn- 
drome has  been  widely  discussed  and  many 
theories  proposed.  The  most  generally  ac- 
cepted theory  has  been  that  the  gastric  contents 
empty  very  rapidly  into  the  jejunum,  causing 
distention  of  the  efferent  loop.83-86  Such  dis- 
tention may  explain  the  feeling  of  fullness  and 
pain,  but  the  mechanism  of  the  vasomotor  symp- 
toms has  not  been  clear.  The  demonstration 
that  hypertonic  solutions  of  sugar  are  partic- 
ularly likely  to  result  in  such  vasomotor  symp- 
toms suggested  that  the  vasomotor  symptoms 
occurred  when  distention  of  the  jejunum  resulted 
from  mobilization  of  large  amounts  of  fluid 
through  the  blood-intestinal  barrier  as  a result  of 
the  osmotically  active  carbohydrate.87  Recent 
investigations  have  demonstrated  that  the  auto- 
nomic discharge  is  probably  not  a result  of  local 
jejunal  or  gastric  factors  but  rather  is  due  to  an 
acute  decrease  in  circulating  blood  volume 
which  occurs  when  plasma  water  shifts  into  the 
intestinal  lumen.88  A decrease  in  serum  potas- 
sium concentration  has  been  suggested  as  a 
cause  of  the  electrocardiographic  changes  and  the 
symptomatology  in  this  syndrome.89  However, 
the  serum  potassium  changes  do  not  occur  coin- 
cidentally with  the  vasomotor  symptoms  or 
electrocardiograph  changes,81’82'88  and  such  elec- 
trocardiographic changes  have  been  observed 
coincidentally  with  the  observed  decrease  in 
blood  volume  after  intrajejunal  administration 
of  hypertonic  saline  or  carbohydrate.88 


The  “late”  postgastrectomy  symptoms  usually 
consist  of  weakness,  dizziness,  and  palpitation, 
occurring  one  and  one-half  to  three  hours  after  a 
meal.83'90  These  may  be  indistinguishable  from 
the  early  vasomotor  symptoms  except  by  the 
time  of  occurrence.  These  “late”  symptoms  are 
usually  mild  and  require  little  therapy.  Hypo- 
glycemia is  thought  to  be  the  mechanism  for  the 
production  of  symptoms.  It  has  been  pointed 
out  that  the  characteristic  oral  glucose  tolerance 
curve  shows  a persistence  of  the  postprandial 
hypoglycemia  longer  than  in  normals.83'85  This 
type  of  response  may  also  be  demonstrated  by 
means  of  an  intravenous  glucose  tolerance  test. 

In  spite  of  the  apparently  sound  physiologic 
basis  for  the  early  and  late  postgastrectomy 
symptoms,  the  fact  remains  that  not  all  patients 
with  similar  operative  results  manifest  these 
symptoms.  Opinions  persist  that  the  emotional 
makeup  of  the  patient  determines  to  a large 
extent  whether  he  or  she  will  develop  the  vaso- 
motor component  of  either  the  early  or  late 
syndrome.  Some  evidence  exists  that  the 
type  of  gastrectomy  determines  the  occurrence 
and  severity  of  the  postgastrectomy  symptoms 
and  nutritional  problems.  The  Billroth  I op- 
eration is  reported  to  be  accompanied  by  a 
smaller  incidence  of  troublesome  sequelae  than 
the  Billroth  II,83-91  although  the  differences  in 
occurrence  of  dumping  are  slight.92  In  one 
series  of  Billroth  II  operations,  the  amount  of 
stomach  removed  was  directly  correlated  with 
incidence  and  severity  of  symptoms.93  In  any 
choice  of  operation,  however,  other  factors  be- 
sides the  occurrence  of  the  postgastrectomy 
syndrome  must  be  considered. 

Postgastrectomy  S3miptoms  may  be  abolished 
or  very  much  improved  by  the  application  of 
certain  dietary  principles.  These  include  the 
administration  of  multiple  small  meals,  the  in- 
sistence on  rather  dry  meals,  and  a high-fat, 
high-protein  diet  with  minimum  amount  of 
easily  hydrolysed  carbohydrate.83'93'94  This  lat- 
ter restriction  has  been  quite  successful  in  con- 
trolling symptoms  and  is  based  on  sound  phys- 
iology.94 

Malabsorption  Syndrome 

Absorption  from  the  small  intestine  may  be 
impaired  in  many  different  clinical  conditions. 
By  all  odds  the  most  common  of  these  are  “idio- 
pathic steatorrhea,”  which  is  synonymous  with 
“nontropical  sprue,”  and  a similar  or  identical 
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condition,  “tropical  sprue.”  In  addition  to  this 
idiopathic  group  a number  of  other  disease  proc- 
esses have  been  shown  to  impair  absorption  of 
food  and  electrolytes  and  produce  a similar  and 
often  indistinguishable  clinical  picture.  Granu- 
lomatous involvement  of  the  small  intestine, 
both  diffuse  ileojejunitis  and  regional  enteritis,96 
has  been  reported  recently  to  cause  steatorrhea 
more  commonly  than  is  generally  appreciated. 
An  entity,  nonspecific  enterocolitis,  has  been 
described,  which  is  similar  to  both  regional 
enteritis  and  ulcerative  colitis  but  possesses 
features  which  distinguish  it  from  both.96  Clin- 
ically it  is  characterized  by  steatorrhea,  radio- 
logic  changes  in  the  small  intestine  similar  to 
those  seen  with  granulomatous  diseases,  and 
proctoscopic  and  radiologic  findings  suggesting 
ulcerative  colitis.  Involvement  of  the  small 
intestine  by  one  of  the  lymphomatous  tumors 
(lymphosarcoma,  reticulum  cell  sarcoma,  or  giant 
follicle  lymphoma)  has  been  shown97  to  result  in 
a clinical,  radiologic,  and  laboratory  picture 
which  is  probably  indistinguishable  from  “idio- 
pathic steatorrhea.”  Structural  changes  in  the 
gastrointestinal  tract,  such  as  partial  or  total 
gastrectomy,  will  cause  some  impairment  in 
absorption,  while  extensive  resections  of  the 
small  intestine  may  cause  such  a great  decrease 
in  absorption  of  necessary  food,  vitamins,  and 
electrolytes  as  to  be  incompatible  with  sur- 
vival.98’99 Intestinal  lipodystrophy  of  Whipple 
has  been  shown  histochemically  to  be  character- 
ized by  the  accumulation  in  the  foam  cells  of  the 
intestinal  mucosa  of  a polysaccharide-protein 
complex  rather  than  a lipid  substance.  Even 
rarer  causes  of  malabsorption  than  those  already 
mentioned  are  scleroderma,  “primary”  amy- 
loidosis, and  intestinal  tuberculosis. 

Since  “idiopathic  steatorrhea”  represents  the 
most  important  cause  of  malabsorption  in  this 
climate,  it  is  worth  while  to  consider  it  in  greater 
detail.  For  many  years  the  similarity  between 
the  adult  disease  and  celiac  disease  in  children 
has  been  appreciated,  and  many  have  thought 
them  to  be  the  same  entity.  It  seems  apparent 
now  that  the  adult  and  childhood  forms  occur 
frequently  in  the  same  patient,  and  a history  of 
celiac  disease  is  frequently  elicited  in  the  adult 
patient  with  idiopathic  steatorrhea.  Recent 
studies  have  demonstrated  that  the  objective 
signs  of  altered  intestinal  motility  and  impaired 
fat  absorption  persist  even  after  clinical  recovery 
from  celiac  disease.100  It  seems  likely  that  such 


patients  will  be  particularly  susceptible  to  the 
development  of  overt  intestinal  insufficiency 
sometime  during  adulthood. 

Although  impaired  absorption  of  fatty  sub- 
stances is  the  most  common  and  the  most  pro- 
nounced manifestation  of  the  malabsorption 
syndrome,  hence  the  name  “idiopathic  steator- 
rhea,” a large  number  of  recent  studies  have 
shown  that  the  defect  is  a much  more  general 
one  and  that  the  absorption  of  a large  variety  of 
substances  is  affected.  In  addition  to  glucose, 
both  fructose101  and  xylose102’103  are  poorly  ab- 
sorbed. Urea  absorption  has  been  shown  to  be 
similarly  decreased,104  and  a recent  interesting 
study  has  demonstrated  a decreased  rate  of  ab- 
sorption of  sodium  chloride  in  patients  with 
sprue  as  measured  by  sodium  24  absorption  into 
the  systemic  circulation.105  This  observation  is 
of  particular  significance  because  the  defect  in- 
volves an  inorganic  substance  which  has  been 
said  to  be  “passively  absorbed”  according  to 
older  concepts.  This  suggests  that  all  absorption 
may  be  considered  “active”  in  the  physiologic 
sense.  Fecal  excretion  of  nitrogenous  sub- 
stances has  been  thought  to  be  considerably 
greater  in  pancreatic  insufficiency  than  in  idio- 
pathic steatorrhea,  but  balance  studies  by  two 
groups  of  workers106’107  have  shown  that  fecal 
nitrogen  losses  may  also  be  very  great  in  the  latter 
condition  and  that  determination  of  fecal  losses 
is  of  little  diagnostic  significance.  The  calcula- 
tion by  balance  studies  of  fecal  losses  of  calcium, 
phosphorus,  and  potassium106'108  has  emphasized 
the  great  decrease  of  total  body  electrolytes 
which  may  result  from  protracted  idiopathic 
steatorrhea.  The  total  exchangeable  potassium 
in  the  body  may  occasionally  be  decreased  by  as 
much  as  1,500  mEq.  and  commonly  over  500 
mEq.108  These  losses  are  commonly  reflected  in  a 
low  serum  potassium  value.  The  degree  of 
calcium  depletion  may  be  judged  by  the  oc- 
currence of  osteomalacia,  the  Looser-Milkman 
syndrome,  tetany,  and  very  low  serum  calcium 
values.  The  fecal  excretion  of  calcium  is  not 
entirely  secondary  to  fecal  fat  excretion,106  as 
previously  thought,  but  probably  is  a reflection 
of  a more  general  absorptive  defect. 

The  very  significant  progress  which  has  re- 
cently been  made  in  the  treatment  of  idiopathic 
steatorrhea  is  of  two  types:  (1)  steroid  therapy 
and  (2)  dietary  management. 

The  value  of  steroid  therapy  in  idiopathic 
steatorrhea  has  been  demonstrated  by  a number 
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of  investigators. 109-112  Treatment  with  ACTH 
or  cortisone  frequently  causes  a decrease  or  dis- 
appearance of  diarrhea,  decrease  in  abdominal 
distention  and  cramps,  and  an  increase  in  energy, 
appetite,  and  morale.  Objectively  weight  gain 
is  noted,  and  balance  studies  show  that  after 
steroids  stools  contain  a decreased  amount  of 
water,  nitrogen,  and  fat,110’112  as  well  as  de- 
creased amounts  of  sodium  and  potassium.112 
General  agreement  exists  that  the  steroids  exert 
their  effect  principally  by  improving  intestinal 
absorption,  but  the  general  systemic  effects  may 
also  play  a significant  role  in  the  improvement. 
Although  adrenal  steroids  clearly  have  a beneficial 
effect  in  many  patients,  an  appreciable  number 
fail  to  show  a good  therapeutic  result.  In  ad- 
dition, those  patients  who  show  improvement  on 
ACTH  or  cortisone  characteristically  relapse 
after  therapy  is  discontinued.  It  must  be  con- 
cluded that  steroid  therapy  is  valuable  in  man}' 
cases  but  is  not  curative. 

For  many  years  the  treatment  of  celiac  disease 
has  been  based  on  the  limitation  of  starches  and 
other  carbohydrates  in  the  diet.113  Recent 
studies  in  Holland  and  England114-116  have  in- 
dicated that  children  with  this  disorder  are 
much  improved  when  wheat  and  rye  gluten  is 
completely  removed  from  their  diet.  The  rein- 
troduction of  wheat  or  rye  resulted  in  recurrence 
of  steatorrhea  and  a general  deterioration  of  the 
clinical  status  of  the  patient. 

The  success  of  this  treatment  in  children 
prompted  the  trial  of  a gluten-free  regimen  in 
adults  with  idiopathic  steatorrhea.  Individual 
case  reports117,118  and  metabolic  balance  studies119 
have  shown  that  such  a diet  results  in  an  im- 
proved absorption  of  fat,  protein,  electrolytes, 
and  a marked  general  improvement  in  clinical 
condition.  It  is  of  interest  that  patients  have 
maintained  remissions  for  up  to  three  years. 
Because  of  the  excellent  therapeutic  effects  of 
such  a diet,  its  simplicity  and  lack  of  undesir- 
able side-effects,  it  represents  a significant  con- 
tribution to  treatment. 

Regional  Enteritis 

Apart  from  documentation  that  regional 
enteritis  is  a more  common  disease  than  pre- 
viously supposed,  nothing  has  been  added  in 
recent  years  to  our  knowledge  of  the  epidemi- 
ology, etiology,  or  pathogenesis  of  this  dis- 
tressing condition.  Histologically  similar  le- 


sions have  been  described  in  the  duodenum  and 
stomach  with  and  without  jejunal  or  ileal  in- 
volvement.120 There  has  been  a greater  aware- 
ness of  the  occurrence  of  proximal  small  bowel 
involvement  in  the  absence  of  lesions  in  the 
terminal  ileum.  An  acute  enteritis  among  in- 
fants and  children  has  become  familiar  to  many’ 
surgeons,  who  have  operated  with  the  preopera- 
tive diagnosis  of  acute  appendicitis.  A large 
majority  of  these  young  people  apparently  re- 
cover from  this  acute  inflammatory  state  of  the 
small  bowel  without  sequelae  or  relapse.121 
Although  the  gross  appearance  of  the  bowel  is 
similar  to  early  ileojejunitis,  it  is  not  definitely 
known  whether  the  same  disease  process  exists. 
Involvement  of  the  proximal  colon  in  association 
with  typical  ileitis  is  often  seen.  It  is  not  clear 
from  the  literature  whether  the  histopathologic 
basis  of  such  colonic  involvement  represents 
“colitis”  or  “ileitis.”  The  problem  of  histologic 
differentiation  of  the  two  disease  processes  is 
discussed  in  detail  by  Otani,122  who  feels  that  the 
two  diseases  can  almost  always  be  distinguished 
on  the  basis  of  careful  histologic  study’. 

In  the  realm  of  treatment  certain  trends  have 
become  apparent  in  the  past  few  years.  As  the 
follow-up  of  patients  subjected  to  surgery  has 
been  extended  over  the  years,  it  has  become 
clear  that  surgery’  is  usually  palliative  rather 
than  curative  in  this  chronic,  relapsing  disease. 
Although  certain  patients  have  enjoyed  prolonged 
remissions,  the  longer  one  follows  a group  of 
patients  with  enteritis,  with  or  without  surgery, 
the  smaller  is  the  group  free  of  evidence  of  re- 
lapse. The  tendency  at  present  is  not  to  use 
surgery  in  chronic  enteritis  except  for  certain 
well-defined  indications:  obstruction,  perfora- 

tion, and  extensive  fistulization.123  The  em- 
phasis in  surgery  has  shifted  from  bypassing  op- 
erations to  resectional  procedures  where  tech- 
nically’ feasible.  The  great  limitation  of  sur- 
gery’ is  that  there  tends  to  be  recurrence  proxi- 
mal to  the  anastomosis.  It  is  not  uncommon  to 
see  patients  with  chronic  enteritis  and  multiple 
surgical  procedures  left  with  only’  small  segments 
of  small  bowel  and  a consequent  severe  malab- 
sorption symdrome. 

Undoubtedly’  the  greatest  recent  advance  in  the 
treatment  of  regional  enteritis  has  been  the 
introduction  of  steroids.  Although  not  curative, 
steroids  frequently’  induce  a remission  if  admin- 
istered prior  to  the  development  of  extensive 
cicatrization.  Steroids  are  particularly  helpful 
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in  the  presence  of  diffuse  involvement  where 
diarrhea  rather  than  colicky  pain  is  the  out- 
standing symptom.  It  is  not  clear  from  the 
literature  whether  the  patients  can  be  success- 
fully maintained  on  steroids  indefinitely.  It  is 
not  known  whether  the  disease  is  progressive  in 
the  face  of  steroid  therapy  when  there  has  been 
symptomatic  improvement.  Relatively  high 
doses  of  steroids  must  be  used  initially,  of  the 
order  of  30  to  40  mg.  of  prednisone  or  predniso- 
lone daily. 

Ulcerative  Colitis 

That  psychologic  factors  are  crucial  in  the 
etiology  of  chronic  ulcerative  colitis  is  accepted 
by  most  internists,  although,  as  Engel  points  out, 
constitutional  factors  seem  to  be  operative  as 
well.124  The  onset  and  relapse  of  the  disease  is 
felt  to  occur  in  settings  which  represent  to  the 
patient  “real,  threatened  or  fantasied  interrup- 
tions of  key  relationships  when  the  effect  on  the 
patient  is  helplessness,  despair  and  hopeless- 
ness.”124 The  initial  biochemical  and  physi- 
ologic alterations  induced  by  the  postulated 
psychologic  factors  are  unknown.  The  earliest 
anatomic  changes  have  been  described  by  Warren 
and  Sommers.125  According  to  these  authors 
crypt  abscesses  represent  the  most  constant  early 
pathologic  changes  in  the  majority  of  cases.  In 
acute  inflammatory  cases  vasculitis  is  often  seen, 
according  to  the  same  authors.  Biopsy  material 
indicates  that  excessive  destruction  of  the  cells  of 
the  crypts  precedes  the  formation  of  crypt 
abscesses.126  Attempts  have  been  made  to 
include  chronic  ulcerative  colitis  among  the 
collagen  diseases  by  demonstrating  changes  in  the 
basement  membrane  as  a very  early  histologic 
alteration.127  The  possibility  that  an  auto- 
immune hemolytic  process  is  operative  in  the 
pathogenesis  of  the  anemia  in  ulcerative  colitis  is 
suggested  by  the  report  of  four  cases  of  ulcerative 
colitis  with  positive  direct  Coombs  reaction,  one 
of  which  had  overt  hemolytic  anemia  of  the 
acquired  autoimmune  type.12* 

An  important  observation  is  made  that  chronic 
ulcerative  colitis  presents  more  often  with  bleed- 
ing than  with  diarrhea.129  This  is  particularly 
true  of  distal  colitis;  consequently  the  most  com- 
mon form  of  colitis  is  often  initially  mistaken  for 
bleeding  hemorrhoids. 

The  medical  treatment  of  ulcerative  colitis  has 
been  advanced  greatly  by  the  introduction  of  the 
cortisone  family  of  steroids.  Controlled  study 
by  the  double-blind  method  reveals  statistically 


significant  results  in  favor  of  steroid  therapy, 
particularly  in  first  attacks  of  colitis  including 
fulminant  cases.130  As  with  regional  enteritis, 
steroids  do  not  cure  the  disease.131  In  the  less 
advanced  cases  remissions  are  frequently  induced. 
Such  dramatic  remission  may  provide  the  attend- 
ing physician  with  the  necessary  time  to  establish 
a relationship  with  the  patient  that  would  con- 
stitute the  keystone  of  a system  of  superficial 
supportive  psychotherapy.132  A prompt  remis- 
sion serves  to  enhance  the  prestige  of  the  physi- 
cian in  a period  when  it  is  important  that  he  be- 
come the  father  figure.  Steroids  are  also  valu- 
able in  the  preoperative  preparation  of  the  patient 
with  chronic  ulcerative  colitis  who  requires  colec- 
tomy.133 As  with  regional  enteritis  we  have  no 
data  as  yet  as  to  whether  prolonged  maintenance 
on  steroid  therapy  is  feasible  or  whether  there  is 
progression  of  the  pathologic  process  during  the 
course  of  remission  induced  by  such  therapy. 
Initial  doses  of  the  order  of  30  to  40  mg.  per  day 
of  prednisone  or  prednisolone  are  frequently 
necessary.  Ultimate  response  to  conservative 
medical  measures  and  prognosis  seems  to  be  de- 
termined by  both  the  severity  and  response  to 
therapy  of  the  initial  attack.134 

The  importance  of  superficial,  supportive 
psychotherapy  is  granted  by  most  internists  with 
experience  in  this  disease136’136  but  the  results  of 
psychiatric  or  analytic  therapy  are  difficult  to 
evaluate  because  of  lack  of  data  in  the  literature. 
Explorative  psychiatric  therapy  in  the  acute 
stage  of  the  disease  may  lead  to  acute  exacerba- 
tion of  the  colitis.137 

As  surgical  practice  has  improved  in  the  past 
decade,  total  colectomy  with  ileostomy  has  be- 
come the  operation  of  choice  in  distal  or  universal 
colitis.138  In  the  very  ill  patient  a two-stage 
procedure  is  utilized  with  postponement  of  the 
proctectomy  until  the  patient’s  condition  im- 
proves. In  segmental  colitis  anastomotic  surgery 
with  resection  seems  to  be  worth  a trial.139  The 
indications  for  surgery  are  not  settled.  Everyone 
agrees  on  threatened  exsanguination,  threatened 
perforation,  and  internal  fistulization  as  proper 
indications.  But  the  criterion  of  intractability  is 
open  to  varied  interpretation.  A reasonable 
approach  would  seem  to  consider  eight  or  ten 
daily  bowel  movements  as  offering  an  incon- 
venience equivalent  to  a permanent  ileostomy. 

The  question  of  the  threat  of  malignant  de- 
generation as  an  indication  for  surgery  has  not 
been  settled.  One  group  points  to  a figure  of  8.8 
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TABLE  I. — Cancer  Deaths  by  Site  in  the  U.S.,  1953 

Number 

Per  Cent 

Death  Rate 

of 

of  All 

per  100,000 

Site 

Deaths 

Cancer  Deaths 

Population 

Colon 

34,709 

15.2 

22.0 

Large  intestine 
except  rectum 

24,015 

10.5 

15.2 

Rectum 

10,694 

4.7 

6.8 

Lung,  bronchus, 
trachea 

23 , 502 

10.3 

14.8 

Lymphatic  and  hem- 
atopoietic tissue 
(lymphosarcoma, 
reticulosarcoma, 

Hodgkin’s  dis- 
ease, other  forms 
of  lymphoma, 
multiple  myeloma, 
leukemia  and  aleu- 
kemia, mycosis 

fungoides)  19,576  8.5  12.4 


per  cent  as  the  incidence  of  carcinoma  in  patients 
with  a ten-year  history  of  ulcerative  colitis.140 
These  same  authors  state  that  if  their  data  are  re- 
calculated on  the  basis  of  followed  patients  whose 
colons  had  not  been  removed,  the  incidence  rises 
to  18.1  per  cent.  Others,  however,  feel  that  un- 
less the  colitis  has  been  present  during  puberty, 
when  the  accelerated  growth  process  seems  to 
encourage  malignant  degeneration,  the  threat  of 
such  degeneration  is  never  by  itself  an  adequate 
indication  for  surgery.132  Bargen’s  statistics141 
indicate  that  the  incidence  of  carcinoma  is  much 
higher  when  ulcerative  colitis  is  acquired  at  an 
early  age. 

Neoplasms  of  the  Colon 

The  current  emphasis  on  prophylactic  medicine 
as  it  relates  to  malignant  disease  has  served  to 
point  up  the  value  of  routine  sigmoidoscopy  as  a 
cancer  prevention  measure.  In  the  United 
States  cancer  of  the  colon  is  the  most  common 
cause  of  neoplastic  death,  outranking  lung  cancer 
and  the  composite  group  of  diseases  known  as  the 
lymphomas,  which  includes  leukemia  (Table  I).142 

Unlike  cancer  arising  in  other  organs,  a signifi- 
cant percentage  of  colonic  carcinoma  apparently 
arises  in  the  benign  polyp  as  a result  of  malignant 
degeneration.  The  exact  percentage  is  unknown, 
but  there  is  circumstantial  evidence  that  a large 
proportion  of  colonic  carcinoma  may  have  its 
precursor  in  a grossly  visible  benign  polyp. 
Such  tentative  conclusions  are  based  on  the  fol- 
lowing observations: 

1.  “The  occurrence  of  carcinoma  in  familial 
polyposis,  well  above  the  average  incidence  for 
colon  carcinoma  at  similar  age  levels.”143 


2.  “The  fact  that  the  sites  of  polyps  in  the 
colon  parallel  those  of  carcinoma  in  the  colon  and 
the  incidence  parallels  with  age,  but  a decade 
earlier  for  the  polyp.”143 

3.  “The  finding  of  benign  and  malignant 
epithelium  juxtaposed  in  undoubted  polypoid 
carcinoma  of  the  colon.”143 

4.  The  high  incidence  of  associated  carcinoma 
in  patients  with  benign  polyps. 

5.  The  larger  the  polyp,  the  greater  the 
chance  of  malignancy. 

Sigmoidoscopy  should  be  included  as  a routine 
procedure  in  all  checkups  performed  on  patients 
beyond  age  forty  or  forty-five.  The  yield  of 
curable,  potentially  malignant  disease  is  far 
greater  than  from  the  routine  chest  film.144 
Polyps  of  the  rectum  and  sigmoid  occur  in  5 per 
cent  of  adult  patients  submitted  to  routine 
sigmoidoscopy.145  The  feasibility  of  routine 
sigmoidoscopy  has  been  enhanced  recently  by  the 
availability  of  packaged  disposable  enemas,  which 
have  proved  to  be  eminently  adequate  as  the  only 
preparation  in  a series  of  250  consecutive  ex- 
aminations.146 

Approximately  two  thirds  of  all  colonic  carci- 
noma is  within  the  reach  of  the  sigmoidoscope. 
Furthermore,  carcinoma  of  the  remaining  colon 
may  be  uncovered  on  the  basis  of  information 
derived  from  sigmoidoscopy.  It  is  becoming 
apparent  that  individuals  with  rectal  polyps  or 
rectal  carcinoma  are  more  prone  than  the  general 
population  to  polyps  and/or  carcinoma  in  the 
more  proximal  reaches  of  the  colon.  The  dis- 
covery of  rectal  neoplasm,  therefore,  is  an  indica- 
tion for  prompt  barium  enema  with  air  con- 
trast.147 Moreover,  these  patients  require  care- 
ful observation  in  subsequent  years  for  the 
appearance  of  new  polyps,  which  develop  in  ap- 
proximately 20  per  cent  of  patients  with  one  polyp 
originally  and  in  40  per  cent  of  those  with  multi- 
ple polyps  over  a five-year  period.145  The  im- 
portance of  such  follow-up  may  be  inferred  from 
statistics  which  indicate  that  carcinoma  of  the 
colon  and  rectum  occurs  five  times  more  fre- 
quently in  patients  with  one  polyp  than  in 
normals,  whereas  those  with  multiple  polyps  are 
twice  as  likely  to  develop  carcinoma  as  patients 
with  a single  polyp.145 

In  a review  of  750  patients  with  colonic  cancer, 
it  is  re-emphasized  that  the  most  significant  cause 
for  delay  in  diagnosis  was  the  assumption  by  the 
patient  or  doctor  that  rectal  bleeding  was  due  to 
hemorrhoids  (34  per  cent  of  patients).148  One 
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should  not  forget  that  bleeding  hemorrhoids 
and  colonic  cancer  may  occur  together  in  the  same 
patient.  The  most  common  symptom  was 
alteration  of  bowel  habit.  Any  adult  with  a 
history  of  recent  overt  change  of  bowel  habit 
deserves  sigmoidoscopic  and  barium  enema 
studies.  A plea  is  made  for  preliminary  sig- 
moidoscopic examination  in  suspected  rectal 
lesions,  for  radiographic  examination  has  little 
place  in  the  diagnosis  of  rectal  carcinoma.149 

Recent  reports150'161  of  kindred  groups  with  a 
high  incidence  of  colonic  polyps  (single  and  a 
few,  not  multiple  in  the  sense  of  “hereditary 
polyposis”)  would  seem  to  warrant  family  sig- 
moidoscopic surveys  where  two  or  more  members 
of  a kindred  group  are  known  to  suffer  from 
colonic  neoplasm.  In  one  extensive  study  of 
such  a group,  25  of  55  adult  members  in  one 
generation  were  found  to  have  polyps  on  sig- 
moidoscopy.160 
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Case  History 

Dr.  Abraham  Sunshine:  A fifty-two-year- 
old  man  entered  Bellevue  Hospital  on  August 
15,  1955,  because  of  nausea  and  vomiting  of  three 
hours  duration.  On  the  day  prior  to  admission 
several  “bone  chips”  were  removed  from  his  lower 
jaw  under  local  anesthesia.  The  postoperative 
period  was  uneventful  except  for  slight  nausea. 
The  following  day,  although  he  was  still  nause- 
ated and  unable  to  eat  breakfast,  he  went  to  work. 
Three  hours  prior  to  admission,  while  in  his  office, 
he  vomited  a considerable  amount  of  red  blood. 
He  immediately  experienced  severe  pain  over  the 
midback  and  left  anterior  chest  and  became  dysp- 
neic.  The  pain  was  accentuated  by  breath- 
ing and  was  not  relieved  with  125  mg.  of  Demerol. 
While  being  transported  to  the  hospital,  the  pa- 
tient had  another  episode  of  hematemesis. 

Approximately  one  week  prior  to  admission  the 
patient  sustained  a blow  to  his  right  chest.  This 
was  not  associated  with  any  symptoms,  but  it 
left  a small  ecchymotic  area  on  the  chest.  The 
patient  admitted  alcoholic  intake,  but  the  extent 
of  his  drinking  was  unknown.  There  was  no  his- 
tory of  gastrointestinal  disorder. 

When  the  patient  was  admitted  to  the  emer- 
gency ward,  physical  examination  revealed  a well- 
developed  white  man  in  acute  distress,  com- 
plaining of  pain  over  the  abdomen  and  chest,  with 
rapid  and  shallow  breathing.  The  skin  was  cool 
and  moist  with  no  spider  angiomas.  A small 
ecchymotic  area  was  present  over  the  seventh  to 
ninth  ribs  anterior^  on  the  right.  Examination 


* Associate  Professor  of  Clinical  Medicine,  New  York 
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of  the  mouth  revealed  a recent  surgical  incision 
adjacent  to  the  lower  molars  which  was  not 
bleeding.  There  was  subcutaneous  emphysema 
in  the  right  supraclavicular  space.  The  trachea 
was  midline.  There  was  no  point  tenderness 
over  the  rib  cage.  The  lungs  were  clear  to  per- 
cussion and  auscultation.  The  heart  was  not  en- 
larged. The  rhythm  was  regular  at  136.  No 
murmur,  rub,  or  crunching  sound  was  heard. 
Examination  of  the  abdomen  revealed  it  to  be 
soft.  There  was  slight  tenderness  over  the  right 
upper  quadrant  on  deep  palpation.  The  liver 
and  spleen  were  not  palpable.  Bowel  sounds 
were  hypoactive.  Rectal  examination  was  nor- 
mal with  no  feces  present.  Blood  pressure  was 
130/90.  The  temperature  was  99  F.,  pulse  136, 
and  respirations  28.  During  examination  the 
patient  asked  for  a drink  of  water  and  after  a few 
sips  immediately  had  severe  right  upper  quadrant 
pain. 

Examination  of  the  blood  showed  hemoglobin 
15.5  Gm.,  white  blood  cells  11,100  with  a differen- 
tial count  of  21  band  forms,  73  segmented  forms, 
and  6 lymphocytes.  Urinalysis  revealed  no  al- 
bumin, sugar,  or  acetone.  Microscopic  exami- 
nation was  normal . Specific  gravity  was  not  re- 
ported. 

A Levin  tube  was  passed  into  the  stomach,  and 
bright  red  blood  was  obtained.  The  patient  con- 
tinued to  bleed  and  required  1,500  cc.  of  whole 
blood  to  maintain  blood  pressure  during  the  first 
four  hours  after  admission.  Re-examination  of 
the  abdomen  revealed  it  to  be  distended.  There 
was  tenderness  in  the  epigastrium  and  in  the 
right  and  left  quadrants.  The  area  of  liver  dull- 
ness was  decreased.  Upright  chest  x-ray  re- 
vealed free  air  under  the  right  diaphragm  and 
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confirmed  the  presence  of  subcutaneous  air  in  the 
right  supraclavicular  area.  The  lungs  appeared 
normal,  and  there  was  no  evidence  of  rib  fracture. 

Eight  hours  after  admission  abdominal  surgery 
was  performed.  Postoperative!}"  respiratory  dif- 
ficulties developed.  The  patient  was  cyanotic, 
and  breath  sounds  were  diminished  over  the 
right  chest.  The  temperature  spiked  to  104  F. 
Clots  of  blood  were  removed  by  suction  from  the 
trachea,  oxygen  was  started,  and  the  patient’s 
respirations  improved.  Bloody  drainage  was 
continuously  being  suctioned  from  the  upper 
gastrointestinal  tract.  The  patient  required 
1,500  cc.  of  blood  in  the  twenty-four-hour  post- 
operative period.  There  was  no  bleeding  at  the 
incisional  site.  Urine  output  was  800  cc.  and 
amber  in  color.  Twenty-four  hours  after  surgery 
the  patient  again  became  cyanotic,  respirations 
ceased,  and  in  spite  of  tracheal  suction  and 
artificial  respiration  he  expired. 

Discussion 

Dr.  Max  Trubek:  A fifty-two-year-old  man 
was  brought  to  the  hospital  twenty-four  hours 
after  removal  of  some  bone  chips,  presumably 
residual  of  a molar  extraction,  because  of  vomiting 
of  blood.  He  had  some  preceding  nausea  and 
vomiting,  but  it  was  the  vomiting  of  blood  that 
caused  him  to  seek  admission  to  the  hospital. 
There  was  concurrent  pain  over  the  back  and  left 
anterior  chest  along  with  dyspnea.  The  pain 
must  have  been  severe  because  125  mg.  of  Dem- 
erol were  inadequate  to  control  his  discomfort. 
Hematemesis  recurred  on  the  way  to  the  hospital. 
The  patient  was  a moderate  drinker,  but  nothing 
on  physical  examination  suggested  the  diagnosis  of 
cirrhosis  of  the  liver. 

Except  for  the  acute  manifestations  his  ap- 
pearance was  that  of  a reasonably  healthy  man. 
The  subsequent  events  would  rule  out  simple 
gastrointestinal  bleeding  alone  and  require  the 
differential  diagnosis  of  ulceration  or  trauma  to 
the  upper  gastrointestinal  tract,  specifically  the 
stomach.  He  had  had  a blow  to  the  right  chest  a 
week  before  admission  which  was  confirmed  by  an 
ecchymotic  area  from  the  seventh  to  ninth  ribs 
on  the  right.  Xo  penetrating  wound  was  noted. 
The  subcutaneous  emphysema  in  the  right  supra- 
clavicular space  seemed  corroborative  of  trauma. 
The  area  described  over  the  right  chest  was  low, 
actually  over  the  liver.  No  fracture  of  the  ribs 
could  be  diagnosed,  but  this  does  not  exclude  a 
fairly  severe  blunt  force.  Examination  of  the 


lungs  was  normal.  There  was  a rapid,  regular 
heart  rate  with  normal  blood  pressure.  The  ab- 
domen was  soft  but  somewhat  tender  in  the  upper 
portion  on  deep  pressure.  Bowel  sounds  were 
hypoactive,  and  he  was  nearly  afebrile.  A sip  of 
water  caused  a prompt  reiteration  of  right  upper 
quadrant  pain.  We  had  used  this  test  for- 
merly to  determine  the  presence  of  a perforated 
peptic  ulcer,  and  the  results  in  this  patient  seemed 
to  be  positive.  There  was  only  a slight  increase 
in  the  white  blood  cell  count,  but  a distinct  poly- 
nucleosis with  a shift  to  the  left  was  present 
There  was  no  anemia.  However,  with  bleeding 
anemia  may  not  be  revealed  for  some  time. 
Gastric  suction  continued  to  bring  up  red  blood  in 
large  amounts,  and  a considerable  amount  of 
blood  was  needed  to  sustain  his  blood  pressure. 
Therefore,  bleeding  must  have  been  continuous. 
The  abdomen  became  slightly  distended.  X-ray 
revealed  air  under  the  right  dome  of  the  dia- 
phragm. The  rib  cage  and  lungs  were  normal. 
Subcutaneous  emphysema  was  noted  in  the  right 
supraclavicular  fossa.  The  patient  went  to  sur- 
gery eight  hours  after  admission. 

Thus,  we  seem  to  have  evidence  of  perforation 
of  an  abdominal  viscus  one  day  after  a tooth  ex- 
traction followed  by  nausea  and  vomiting  which 
might  have  set  off  the  acute  chain  of  events.  I 
cannot  conceive  of  anything  done  in  the  mouth 
being  otherwise  related  to  these  symptoms. 
Apparently  a local  anesthetic  was  used  for  the  ex- 
traction, with  the  possibility  of  aspiration  and  re- 
sulting pneumonia,  but  this  usually  comes  on 
later  and  is  not  in  any  way  related  to  the  patient. 
There  was  objective  evidence  of  trauma  in  the 
right  thorax.  All  the  facts  seem  to  confirm  that 
the  stomach  was  the  source  of  the  bleeding  and 
presumably  also  of  a perforation.  There  was  no 
evidence  of  colon  disease  or  bleeding  from  the 
rectum.  The  clinical  evidence  of  peritonitis  was 
late  and  seemed  to  be  confined  to  the  upper  abdo- 
men. This  would  also  make  disease  of  the  colon 
unlikely.  The  amount  of  blood  obtained  from 
the  stomach  was  out  of  all  proportion  to  that 
seen  with  a perforating  gastric  or  duodenal  ulcer. 
Therefore,  because  of  evidence  of  trauma  to  the 
chest  wall,  I suspect  that  he  had  a tear  of  the 
gastric  wall  and  that  finally  perforation  followed 
the  vomiting.  The  latent  period  between  the 
time  of  injury  and  the  time  he  developed  evidence 
of  bleeding  was  long.  He  probably  had  more  in- 
jury to  his  lung  than  is  evident  on  x-ray,  because 
later  blood  was  obtained  from  the  trachea.  I 
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would  suspect  he  had  a laceration  of  the  lung. 
This  could  account  for  air  in  the  supraclavicular 
space.  1 do  not  think  this  air  had  any  relation 
to  the  air  under  the  diaphragm.  There  was  no 
pleural  effusion  recorded.  The  good  urine  out- 
put attested  to  the  maintenance  of  a shock-free 
state  by  the  adequate  use  of  blood.  A note 
states  that  there  was  no  bleeding  from  the  surgi- 
cal incision,  and  I would  suspect,  therefore,  that 
they  found  intra-abdominal  blood.  I cannot 
understand  why  such  a notation  was  made. 
There  was  nothing  else  to  suggest  a blood  dys- 
crasia. 

In  conclusion  I would  suspect  that  he  probably 
had  a tear  in  the  stomach  which  perforated  at  the 
time  he  vomited.  He  may  also  have  had  a tear 
in  the  liver,  laceration  of  the  lung,  and  probably 
peritonitis. 

Dr.  Maxwell  Gelfand:  There  is  no  doubt 
that  a ruptured  viscus  may  account  for  this 
series  of  events.  However,  there  are  two  other 
phenomena  which  have  to  be  explained.  One  is 
the  subcutaneous  emphysema  without  any  evi- 
dence of  trauma  to  a rib  or  any  evidence  of 
damage  to  the  lung.  Therefore,  we  have  to 
postulate  that  there  was  some  air  going  to  the 
mediastinum  and  dissecting  to  the  supraclavic- 
ular space.  Gastrointestinal  lesions  with  per- 
forations have  been  described  as  producing  just 
this  picture.  If  the  esophagus  ruptured,  it 
could  easily  have  caused  air  to  escape  and  dis- 
sect into  the  mediastinum  to  reach  the  supra- 
clavicular space. 

Dr.  Allen  Aronson:  I think  spontaneous 
rupture  of  the  esophagus  has  to  be  considered 
in  anyone  who  has  a severe  bout  of  vomiting 
followed  by  gross  hemorrhage,  left  anterior 
chest  pain,  and  ultimately  by  shock.  If  this 
condition  continued,  we  would  certainly  expect 
to  find  a pleural  effusion  with  a pneumothorax. 

Dr.  Stanley  Wittenberg:  I would  like  to 
ask  why  there  was  a week’s  delay  between  the 
rupture  of  the  esophagus  and  the  initial  trauma. 

Dr.  Trubek:  I could  not  satisfactorily  ex- 
plain such  a long  period  of  delay  unless  the 
trauma  caused  an  incomplete  tear  and  the 
vomiting  after  the  tooth  extraction  caused  a 
complete  tear.  He  had  blood  in  his  trachea,  and 
that  is  why  I thought  an  additional  laceration 
of  the  lung  might  be  present  as  a cause  of  the 
subcutaneous  emphysema. 

Dr.  Maurice  Chassin:  If  he  had  a ruptured 
stomach,  I would  expect  to  find  boardlike  rigid- 


ity of  the  abdomen.  Therefore,  I would 
like  to  suggest  a rupture  of  the  lower  end  of  the 
esophagus  with  seepage  of  regurgitated  gastric 
juices  through  the  esophageal  hiatus.  This  could 
give  tenderness  and  still  not  give  the  board- 
like rigidity  usually  seen  with  a ruptured  stom- 
ach. The  only  thing  against  this  diagnosis  is 
the  absence  of  a pleural  effusion. 

Dr.  Edmund  H.  Reppert:  This  man  may 
have  ruptured  his  lower  esophagus  with  the  tear 
going  down  into  the  cardia  of  the  stomach. 
This  would  account  for  both  the  subcutaneous 
emphysema  and  the  air  below  the  diaphragm. 

Dr.  Aronson:  Did  anyone  mention  alcohol 
as  a precipitating  cause  of  spontaneous  rupture 
of  the  esophagus? 

Dr.  Raymond  S.  Jackson:  In  patients  with  a 
so-called  spontaneous  rupture  of  the  esophagus 
the  incidence  of  alcoholism  is  very  high.  I 
would  also  like  to  comment  on  the  blood  in  the 
respiratory  tree.  I note  that  it  was  entirely 
postoperative  and  may  have  been  the  result  of 
aspiration. 

Dr.  Hyman  Fisher:  I have  recently  been  pre- 
paring for  a Journal  Club  on  dissecting  aneurysm. 
I wonder  if  this  patient’s  clinical  course  could 
not  be  explained  on  the  basis  of  a dissecting 
aneurysm.  First,  this  patient  had  good  blood 
pressure  on  admission  in  spite  of  blood  loss  and 
sedation.  This  raises  the  question  of  antece- 
dent hypertension.  Second,  an  infarction  of  the 
intestinal  tract  could  have  occurred  with  per- 
foration and  dissection  of  air  into  the  medias- 
tinum. 

Dr.  Sunshine:  The  preoperative  diagnosis 
on  this  patient  was  perforated  peptic  ulcer  with 
severe  bleeding.  At  the  time  of  surgery  a 
gastrotomy  revealed  blood  oozing  from  the 
mucosa  of  the  entire  stomach.  The  liver  was 
soft.  There  was  no  evident  perforation  into  the 
peritoneal  cavity. 

A subtotal  gastrectomy  and  gastroenterostomy 
were  performed.  The  operative  diagnosis  was 
hemorrhagic  gastritis,  pneumoperitoneum,  and 
subcutaneous  emphysema  secondary  to  chest 
trauma.  The  patient  was  returned  to  the  sur- 
gical ward.  He  continued  to  bleed  from  the 
stomach  as  evidenced  by  drainage  from  the 
Levin  tube.  He  required  3 pints  of  blood  in  the 
immediate  postoperative  period.  Blood  dys- 
crasia  was  considered  since  there  was  no  apparent 
cause  for  the  continued  gastrointestinal  bleeding. 
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However,  the  absence  of  hematuria  and  bleeding 
from  other  sites  strongly  ruled  against  this 
diagnosis. 

Dr.  Trtjbek:  There  was  no  evidence  in  the 
nurse’s  notes  or  the  doctor’s  observations  to 
explain  the  blood  in  the  trachea.  However,  it 
should  be  noted  that  dullness  was  described  in  the 
right  chest. 

Diagnoses 

Preoperative. — Perforated  peptic  ulcer  with 
severe  bleeding. 

Operative.- — Hemorrhagic  gastritis,  pneumo- 
peritoneum, and  subcutaneous  emphysema  sec- 
ondary to  chest  trauma. 

Dr.  Trubek. — Tear  in  stomach  which  per- 
forated, possible  tear  in  liver,  laceration  of  lung, 
and  peritonitis. 

Pathologic. — Mediastinal  hemorrhage  due  to 
longitudinal  tear  in  posterior  wall  of  lower  end  of 
esophagus  extending  into  cardia  of  stomach. 

Pathologic  Report 

Dr.  Norman  Cooper:  The  specimen  of 
stomach  removed  showed  hemorrhage  and  inflam- 
matory reaction  on  the  stomach  wall  but  no 
ulcer.  The  surgical  pathologic  diagnosis  was 
“hemorrhagic  gastritis.” 

At  autopsy  considerable  mediastinal  hemor- 
rhage was  found.  The  source  of  this  hemorrhage 
proved  to  be  a 3-cm.  longitudinal  tear  in  the 
posterior  wall  of  the  lower  end  of  the  esophagus. 
The  tear  extended  through  the  esophagogastric 
junction  to  involve  the  most  proximal  portion 
of  the  cardia.  The  edges  of  the  tear  were  sharp 
and  straight  ; there  was  no  gross  evidence  of  a 
pre-existent  lesion  in  the  esophagus.  Me- 
diastinal and  subcutaneous  emphysema  had  re- 
sulted from  air  escaping  from  the  ruptured 
esophagus.  The  subdiaphragmatic  air  was  ex- 
plained by  the  somewhat  unusual  circumstance 
of  the  tear  extending  into  the  stomach. 

Histologically,  there  was  necrosis  of  the 
esophageal  and  gastric  mucosa  and  wall  imme- 
diately around  the  laceration  but  not  elsewhere. 
This  was  probably  secondary  to  the  tear.  There 
was  massive  hemorrhage  in  the  gastric  and  eso- 
phageal walls  and  the  adjacent  mediastinum. 
There  was  also  a very  intense,  acute,  inflamma- 
tory exudate.  Both  hemorrhage  and  exudate  had 


extended  some  distance  from  the  tear,  dissecting 
along  the  muscle  planes  of  the  stomach  and  esoph- 
agus. In  addition  to  these  acute  changes  both 
the  autopsy  and  surgical  specimens  showed  mild 
chronic  inflammation  in  the  stomach  and  esopha- 
gus. This  inflammatory  lesion  must  have  been 
present  for  a considerable  period  prior  to  the 
patient’s  terminal  illness. 

It  is  widely  recognized  that  “spontaneous” 
rupture  of  the  esophagus,  i.e.,  without  pre-ex- 
isting, predisposing  lesions,  may  occur  as  a con- 
sequence of  vomiting.  Presumably,  the  in- 
creased intraluminal  pressure  associated  with  the 
vomiting  is  the  immediate  cause  of  the  rupture.1 
In  most  cases  the  retching  and  vomiting  continue 
for  a while  before  rupture.  In  this  case  the 
his  tor}-  suggests  that  although  nauseated  for 
twenty-four  hours  previous^,  the  patient  did  not 
actuall}’  vomit  until  the  episode  in  which  blood 
appeared.  This  raises  the  question  of  whether 
the  vomiting  did  not  result  from  rather  than 
cause  the  rupture.  If  so,  what  was  the  cause  of 
the  rupture?  The  very  severe  acute  inflam- 
mation could  have  indicated  the  presence  of  a 
severe  phlegmonous  (infectious)  gastroeso- 
phagitis  before  the  rupture  occurred.  On  the 
other  hand,  it  is  at  least  as  likely  that  the  inflam- 
mation was  secondary  to  the  rupture. 

It  seems  most  probable  that  the  latter  was  the 
case;  it  is  possible  that  the  patient’s  previous 
nausea  was  associated  with  retching  not  recalled 
at  the  time  of  admission  to  the  hospital. 

The  problem  still  remains  as  to  why  so  many 
people  vomit  without  untoward  effect,  while  a 
few  patients  rupture  the  esophagus  in  the  process. 
We  have  no  definite  answer  to  this  question. 
Recently,  however,  roentgenologic  evidence  has 
been  presented  which  suggests  that  the  patients 
who  rupture  may  be  peculiar  in  having  a degree 
of  hiatus  hernia.  The  theory  was  advanced 
that  this  results  in  less  support  for  the  esophageal 
wall  than  is  normally  present.  Such  patients 
are  said  to  be  chronically  “regurgitatous”  and  are 
likely  to  have  peptic  esophagitis.  This  patient 
did,  indeed,  have  mild  chronic  gastroesophagitis. 
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arcinoma  in  a pilonidal  sinus  is  so  rare  that  the 
finding  of  a case  merits  reporting.  A careful 
search  of  the  literature  reveals  only  six  similar  cases 
on  record. 

That  carcinomas  do  not  occur  more  frequently  in 
pilonidal  sinuses  does  not  coincide  with  the  ac- 
cepted causes  for  cancer,  i.e.,  that  chronic  irritation 
and  inflammation  are  favorable  soils  for  the  im- 
plantation of  carcinoma  cells.  In  1828  Marjolin1-2 
cited  instances  of  carcinoma  in  skin  ulcers,  while  as 
far  back  as  1833  Hawkins1'3  recognized  the  forma- 
tion of  carcinomas  in  the  scars  of  fistulas.  In  1949 
McAnally  and  Dockerty4  of  the  Mayo  Clinic  re- 
ported on  carcinoma  developing  in  sinuses  and 
fistulas  and  added  several  cases  to  the  literature. 
These  were  patients  with  osteomyelitis  and  empy- 
emic  sinuses  and  some  with  fistula-in-ano.  Such 
neoplasms  are  usually  slow  growing  and,  if  diagnosed 
during  the  latent  period  preceding  metastasis,  may 
be  completely  eradicated  surgically  with  a successful 
outcome. 

Summary  of  Cases  in  Literature 

1.  The  first  case  was  reported  by  Wolff5  in  1900. 
This  was  a twenty-one-year-old  female  who  had  a 
dermoid  cyst  removed  from  her  sacral  region.  A 
draining  sinus  persisted  and  periodically  formed  ab- 
scesses requiring  relief  by  surgical  incision.  When 
two  persistent  fistulas  were  finally  excised,  micro- 
scopic examination  revealed  squamous  cell  epitheli- 
oma with  some  cornification  and  pearly  body  strat- 
ification. Even  though  the  tissue  removed  at  the 
first  operation  wras  termed  dermoid,  this  case  is 
included  in  this  pilonidal  cyst  study. 

2.  Singleton6  reported  the  second  case  as  part  of 
the  discussion  of  a paper  presented  by  Gage.7 
Even  though  the  complete  case  report  is  not  in  the 
literature,  reference  is  made  to  a fifty-five-year-old 
male  who  died  of  a carcinoma  secondary  to  a pi- 
lonidal sinus. 

3.  Schubert8  in  1939  recorded  a case  in  a forty-six- 
year-old  man  who  had  a papilloma-like  tumor  in 
the  sacrococcygeal  region.  The  surface  of  the 


tumor  was  ulcerated.  The  deep  mass  was  dermoid 
in  nature  with  a large  squamous  cell  epithelioma 
forming  a part  of  the  cyst. 

4.  The  fourth  case  was  that  of  Goldman  and 
Kalow.9  They  reported  a fifty-six-year-old,  white, 
married  female  wrho  gave  a one-year  history  of 
pilonidal  sinus  disease  with  periodic  attacks  of 
swelling  and  inflammation.  After  surgical  ex- 
cision routine  pathologic  study  revealed  a basal  cell 
epithelioma  in  one  portion  of  the  sinus  and  cyst  wall. 

5.  The  fifth  case  was  reported  by  Tendler10  in 
1941.  This  patient  was  a man  of  fifty-five  years 
with  a twenty-year  history  of  a chronically  draining 
sinus  in  the  sacrococcygeal  region.  Occasionally  the 
lesion  drained  foul  pus.  About  one  year  before 
surgical  excision  the  mass  and  sinus  became  larger 
and  spread  to  the  adjacent  tissues.  The  lesion  was 
limited  to  the  sacrococcygeal  region  and  consisted 
of  a large,  irregular,  cauliflower-like,  grayish-pink, 
ulcerated  mass  with  heaped-up  edges.  It  measured 
30  cm.  across  its  greatest  width  and  24  cm.  over  its 
greatest  length.  Biopsied  tissue  revealed  adeno- 
carcinoma, grade  1,  of  the  sweat  gland  type. 

6.  In  1947  R.  Vara  Lopez11  reported  the  sixth  case, 
an  epithelioma  complicating  pilonidal  disease. 
The  patient  was  a sixty-six-year-old  woman  who 
noticed  a growth  in  the  coccygeal  region  when  she 
was  twenty-seven  years  of  age.  During  these 
thirty-nine  years  she  had  many  acute  attacks  of 
inflammation  with  drainage.  At  the  age  of  sixty- 
one  she  noticed  that  the  mass  bled  easily  on  trauma. 
This  ulcerated  tumor  was  diagnosed  as  an  epithe- 
lioma in  a pilonidal  sinus. 

Case  Report 

A forty-three-year-old,  wrhite  male  wTas  admitted 
on  May  26,  1955,  with  a twenty-one  year  history  of 
a periodically  draining  mass  in  the  sacrococcygeal 
region.  His  trouble  began  in  1934  when  he  noticed 
a painful  swelling  in  the  lower  back  at  the  base  of 
the  spine.  He  was  treated  with  wet  dressings,  and 
the  mass  drained  spontaneously,  affording  relief. 
From  1934  to  1938  drainage  continued  on  and  off. 
In  1938  and  1939  there  were  two  episodes  of  abscess 
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Fig.  1.  Epidermoid  carcinoma  growing  out  of  pilo- 
nidal sinus. 


formation  that  for  the  first  time  required  surgical 
incision  for  drainage.  In  1941  he  was  rejected  for 
military  service  because  of  the  draining  sinus, 
but  later  he  was  accepted.  Subsequently  there 
was  no  acute  attack  of  inflammation  for  a period  of 
ten  years  until  an  abscess  developed  which  required 
surgical  drainage  for  relief.  Again  the  lesion  was 
quiescent  with  only  slight  suppurative  drainage  on 
and  off. 

In  April,  1955,  his  wife  noticed  a growth,  dark  in 
color,  in  the  region  of  the  pilonidal  sinus.  There 
was  no  bleeding.  He  was  seen  in  consultation  on 
May  25,  1955,  at  which  time  the  sacrococcygeal  re- 
gion was  readily  seen  to  be  the  site  of  a malignant 
neoplasm.  A biopsy  was  diagnosed  as  squamous 
cell  carcinoma. 

The  medical  and  surgical  history  were  essentially 
negative.  There  was  no  familial  history  of  pilonidal 
sinus  disease.  The  patient  gave  no  history  of  weight 
loss.  Complete  blood  count  and  urinalysis  were 
normal. 

The  physical  examination  was  entirely  negative 
except  for  the  local  condition.  In  the  sacrococcygeal 
region  there  was  a large  fungating  growth  2Vn  inches 
long  by  2 inches  across,  irregular  in  outline  and  dark 
gray  in  color.  The  surrounding  tissue  was  very 
edematous,  showing  marked  inflammation  extending 
about  iy2  inches  beyond  the  edges  of  the  growth. 
The  tumor  mass  seemed  to  have  implanted  itself  in 


Fig.  2.  Carcinoma  cells  invading  the  subcutaneous 
tissue.  The  cells  are  large  with  hyperchromatic  nuclei. 
Prickle  cell  formation  is  prominent,  and  pearls  are  seen. 


the  upper  portion  of  the  pilonidal  sinus  and  in  the 
midline.  Several  draining  sinuses  were  present 
Examination  of  the  axillae  and  groins  revealed  no 
enlarged  nodes. 

At  operation  on  May  27,  1955,  under  spinal  anes- 
thesia a radical  excision  was  performed  with  com- 
plete removal  of  the  tumor,  sinuses,  and  a generous 
surrounding  area  of  normal  tissue.  The  dissection 
was  deep  enough  to  expose  the  gluteal  muscles  and 
overlying  fascia  on  either  side  and  the  periosteum 
of  the  sacrum  and  coccyx  in  the  middle.  The 
wound  was  left  open  and  packed  with  gauze.  The 
postoperative  course  was  uneventful,  and  the 
patient  was  discharged  on  June  5,  1955,  eight  days 
postoperatively. 

The  patient  was  readmitted  on  June  30,  1955. 
Granulating  tissue  had  filled  in  the  excised  area  to 
the  level  of  the  adjacent  skin  surface.  On  the 
following  day  a 0.02-inch  thickness  skin  graft  was 
taken  from  the  patient’s  back  with  an  electric  der- 
matome and  applied  to  the  sacrococcygeal  granulat- 
ing area.  The  skin  defect  was  completely  covered, 
and  the  patient  remained  in  the  hospital  eight  days 
and  was  discharged  on  July  28,  1955,  with  a well- 
healed  wound. 

Pathologic  Report.* — Gross:  The  specimen  was 
an  elliptic  segment  of  skin  and  subcutaneous  fat 
measuring  110  by  85  by  39  mm.  (Fig.  1).  In  the  ap- 
proximate center  of  the  epidermal  surface  there  was 
a fungating  growth  arising  from  the  skin  and  meas- 
uring about  34  by  29  by  10  mm.  The  surface  ranged 
from  finely  granular  to  coarse  granules  approx- 
imately 7 mm.  in  cross  section  and  light  grayish  browD 
to  chalky  gray  in  color.  On  section  the  growth  was 
seen  infiltrating  into  the  subcutaneous  fat  where 
the  tumor  gave  an  undulating  effect.  The  adjacent 
subcutaneous  tissue  was  extremely  edematous. 
At  one  end  of  the  skin  there  was  another  tin}’’ 
opening  measuring  about  1 mm.  in  cross  section. 
The  adjacent  skin  was  gray  in  color  with  a slight 
bluish  tinge.  It  was  also  thickened.  The  opening 
led  directly  into  a sinus  tract  which  on  section  was 
continuous  with  the  base  of  the  tumor. 


* Dr.  Irene  Garrow. 
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CARCINOMA  COMPLICATING  PILONIDAL  SINUS 


Microscopic:  One  area  of  the  section  was  lined  by 
normal,  stratified,  squamous  epithelium.  At  one 
point  in  the  epithelium  marked  hyperplasia  began 
and  then  gradually  merged  into  an  area  of  definitely 
atypical  squamous  epithelium  which  was  invading 
the  subcutaneous  tissue.  The  cells  were  large,  the 
nuclei  hyperchromatic,  prickle  cell  formation  was 
prominent,  and  pearls  were  seen  (Fig.  2).  Lympha- 
tic infiltration  was  prominent  at  the  corium. 

Pathologic  Diagnosis:  Squamous  cell  carcinoma 
arising  in  pilonidal  sinus. 

Summary 

1.  A seventh  case  of  carcinoma  complicating  a 
pilonidal  sinus  is  reported. 

2.  A summary  is  presented  of  the  six  previous 
cases  recorded  in  the  literature. 

3.  Attention  is  called  to  the  infrequency  of  car- 
cinoma in  pilonidal  sinuses  in  spite  of  the  fact  that 
the  concept  of  cancer  cells  implanting  themselves 
in  regions  of  chronic  inflammation  and  irritation  is 
an  accepted  theory  in  cancer  study. 

Addendum 

In  Cancer,  for  July,  1956,  Hall  and  Lee,12  in  a 


paper  entitled  “Squamous  Cell  Carcinoma  Compli- 
cating a Pilonidal  Sinus,”  report  the  case  of  a forty- 
two-year-old  white  male  with  a twenty-year  history 
of  recurrent  infections  and  drainage.  In  February, 
1950,  this  patient  had  a well-differentiated  squamous 
cell  carcinoma  in  a pilonidal  sinus.  The  operation 
consisted  of  wide  excision,  followed  subsequently  by 
skin-grafting.  A five-year  follow-up  is  reported. 

75-17  41st  Avenue 


References 

1.  Benedict,  E.  B.:  Surg.,  Gynec.  & Obst.  53:  1 (July) 
1931. 

2.  Marjolin,  J.:  Diet,  de  med.  21  : 31  (1828). 

3.  Hawkins,  C.:  M.  Chir.  Tr.  19:  19  (1835). 

4.  McAnally,  A.  K.,  and  Dockerty,  M.  B. : Surg.,  Gynec. 
& Obst.  88:  87  (Jan.)  1949. 

5.  Wolff,  H. : Arch.  f.  klin.  Chir.  62:  731  (1900). 

6.  Singleton,  A.  O.,  Sr.:  Tr.  South.  Surg.  A.  50:  71 
(1937). 

7.  Gage,  M.:  ibid.  50:  52  (1937). 

8.  Schubert,  H.:  Zentralbl.  f.  Chir.  66:  2098  (1939). 

9.  Goldman,  H.,  and  Kalow,  I.:  Bull.  Hosp.  Joint  Dis. 
1:89  (Oct.)  1940. 

10.  Tendler,  M.  J. : South.  M.  J.  34:  1156  (Nov.)  1941. 

11.  Vara-Lopez,  R.:  Rev.  clln.  espan.  24:  367  (Mar.  15) 
1947. 

12.  Hall,  A.,  and  Lee,  J.:  Cancer  9:  760  (July)  1956. 


A Clinical  Method  of  Assessing  Drug  Therapy  in  Parkinsonism 


Objectivity  in  assessing  therapeutic  effectiveness 
of  new  drugs  in  Parkinsonism  is  impeded  bv  psycho- 
logic factors  both  in  the  patients  and  the  physician. 
In  an  attempt  to  minimize  the  emotional  compo- 
nent, Dr.  Sidney  K.  Shapiro,  University  of  Minne- 
sota, Minneapolis,  devised  a double-blind  control 
method  with  a list  of  objective  criteria.  For  a six 
months’  period  30  successive  patients  were  studied. 
The  author  says  that  to  the  best  of  his  knowledge 
this  is  the  first  study  of  drug  therapy  in  paralysis 
agitans  in  which  the  objectivity  of  the  examiner  was 
insured  by  his  ignorance  of  which  patients  were  being 
treated  (or  what  drug  was  being  used)  and  which 


were  receiving  placebos.  The  active  drugs  were 
Phenergan  (an  antihistaminic  agent)  and  Diparcol. 
In  patients  receiving  Phenergan  results  were  very 
poor.  Results  were  also  poor  in  11  of  13  patients 
getting  Diparcol,  although  the  other  two  responded 
better  than  they  had  to  all  previous  anti-Parkinson- 
ism  drugs.  In  three  of  the  13  who  received  the 
placebo,  response  was  favorable  in  the  early  days, 
but  later  their  condition  deteriorated  as  did  that  of 
the  other  ten.  (The  apparent  mathematical  dis- 
crepancy is  due  to  the  fact  that  some  at  various 
times  were  given  more  than  one  drug.) — Minnesota 
Medicine,  October,  1956 
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NUTRITION  EXCERPTS 

Prepared  by  the  Faculty  of  the  Graduate  School  of  Nutrition 
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ITHACA,  NEW  YORK 


Protein  Foods — Supply  and  Comparative  Costs 

HERRELL  DEGRAFF,  PH.D.,  ITHACA,  NEW  YORK 


The  American  people  are  extraordinarily  for- 
tunate in  the  abundance,  variety,  and  qual- 
ity of  their  protein  food  supplies.  Approximately 
half  of  the  total  pounds  of  food  in  the  national 
average  diet  are  animal  products — red  meats, 
poultry  meat,  eggs,  milk,  and  milk  products. 
This  is  a remarkably  high  proportion  in  com- 
parison with  the  diets  of  most  of  the  people  of 
the  world  and  is  primarily  an  expression  of  the 
relative  abundance  of  our  agricultural  resources. 

A food  supply  composed  mainly  of  plant-prod- 
uct foods,  in  the  pattern  of  the  Oriental  coun- 
tries, requires  much  less  agricultural  resources 
per  capita.  An  area  of  crop  land  that  might 
feed  one  person  on  a diet  entirely  of  animal  prod- 
ucts would  maintain  roughly  eight  persons  on  a 
diet  entirely  of  plant  products.  This  is  because 
approximately  8 pounds  of  grains,  or  their  feed 
equivalent,  must  be  fed  to  our  aggregate  herds 
and  flocks  of  cattle,  hogs,  sheep,  and  hens  to  pro- 
duce 1 pound  of  edible  product  in  meat  and  eggs. 

For  example,  about  450  pounds  of  cereals  (and 
oil-seed  meal  for  protein  supplement)  are  fed  to 
swine  to  produce  100  pounds  of  live-weight  mar- 
ket hogs.  One  hundred  pounds  live-weight  yields 
about  58  pounds  of  edible  fat  and  lean,  which 
means  that  73/4  pounds  of  cereals  and  oil-seed  by- 
products are  used  to  produce  1 pound  of  edible 
pork  products. 

A principle  as  old  as  agriculture  and  world- 
wide in  application  is  that  wherever  agricultural 
resources  are  limited,  they  are  used  first  to  pro- 
vide plant  products  for  direct  human  consump- 
tion. This  is  the  way  to  produce  abundance 
from  a comparatively  small  resource  base.  Ani- 
mals may  be  kept  in  small  numbers  in  such  an 
environment,  primarily  as  scavengers.  But 
animals  are  fed  above  the  scavenger  level  and  be- 


come a large  factor  in  a food  supply  only  where,  in 
terms  of  resource  availability,  they  can  be 
“afforded” — only  where  agricultural  resources 
are  relatively  abundant,  or  where,  as  in  the  case 
of  some  European  countries,  industrial  and  com- 
mercial services  can  be  exchanged  for  some  food 
imports.  It  has  been  said  of  American  hogs  and 
chickens  that  like  the  American  people  they  have 
an  extraordinarily  high  standard  of  living. 

In  the  United  States  our  agricultural  produc- 
tion is  so  large  relative  to  the  population  that 
close  to  three  fourths  of  the  total  production  of 
cereal  grains,  some  six  billion  bushels  a year, 
which  might  be  used  directly  as  human  food  and 
in  most  of  the  world  are  so  used,  are  fed  to  live- 
stock here. 

If  all  of  our  farmland  resources — crop  land, 
pastures,  and  ranges — are  converted  to  crop 
land-equivalent  on  a yield  basis,  we  find  that  15 
per  cent  are  devoted  to  the  production  of  food 
crops  (wheat  for  food,  rice,  potatoes,  sugar 
crops,  dry  beans  and  peas,  all  vegetables  and 
fruits,  the  oil  fraction  of  oil-seed  harvests,  and  the 
like);  4 per  cent  are  used  for  industrial  crops 
(cotton  lint,  tobacco,  and  flaxseed),  and  81  per 
cent  are  used  to  feed  livestock.  The  15  per  cent 
in  food  crops  produces  half  of  our  food  supply 
(poundage  basis).  The  81  per  cent  produces  the 
other  half.  Such  a land  use  pattern  would  be 
impossible  and  intolerable  except  where  land  re- 
sources are  as  abundant  and  as  productive  as 
they  are  in  this  country.  But  our  resources 
being  what  they  are,  our  food-producing  animals 
have  an  essential  function  to  perform  in  balancing 
agricultural  production  and  consumption.  Only 
by  shrinking  and  converting  to  animal  products  a 
vast  tonnage  of  crops  which  the  nation  cannot  use 
as  such  (and  which,  contrary  to  widely  held  opin- 
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* New  York  State  chain  supermarket  prices, 
t Data  from  Watt  and  Merrill1  and  Bowes  and  Church.2 


HERRELL  DeGRAFF 


ion,  it  cannot  move  in  world  markets)  can  balance 
ever  be  maintained  between  what  is  produced 
and  what  our  population  can  properly  consume. 

And  yet,  even  with  the  food  supply  composed 
in  such  large  part  of  the  relatively  high-cost  ani- 
mal products,  food  is  a notable  bargain  to  the 
American  people.  The  average-income  family 
now  buys  its  food,  50  per  cent  animal  products, 
with  a little  less  than  30  per  cent  of  its  net  spend- 
able income  after  taxes.  No  other  major  popu- 
lation group  in  the  world  buys  its  food  with  such 
a small  part  of  its  income  or,  another  way  of  say- 
ing the  same  thing,  with  such  a small  fraction  of 
its  productive  effort — regardless  of  the  nutrient 
quality  of  the  diet  consumed.  Food  costs  us  so 
little  because  of  the  comparatively  high  efficiency 
of  our  agriculture  and  our  food-processing  and 
distributing  industries.  Because  food  takes  so 
relatively  little  of  our  national  productive  effort, 
a major  part  of  the  labor  force  of  the  nation  can 
be  engaged  in  producing  goods  and  sendees  other 
than  food.  And  because  food  takes  so  relatively 
little  of  the  average  family’s  income,  we  can  en- 
joy the  automobiles,  television  sets,  and  endless 
other  gadgets  and  comforts  that  are  part  of  our 
daily’-  living. 

Certainty  these  facts  emphasise  that  food 
being  as  inexpensive  as  it  is  relative  to  average- 
family  income,  a good  diet  should  not  be  slighted 
in  the  same  average-family  expenditures. 

Protein  foods  are  relatively  expensive  in  com- 
parison with  carbohydrates  and  fats,  an  obvious 
result  of  the  crop  production  to  livestock  produc- 
tion sequence.  But  the  dietary  importance  of 
protein  emphasizes  that  these  foods  should  not  be 
slighted.  Some  proteins,  equally  good  biologi- 
cally, are  considerably  cheaper  per  unit  of  protein 
than  others. 

Table  I shows  retail  prices  for  a list  of  protein 
foods  in  New  York  State  markets  in  mid-Jan- 
uary and  a calculation  of  cost  per  unit  of  protein 
furnished.  Each  of  these  foods  contains  fat  as 
well  as  protein,  and  a few  also  furnish  carbohy- 
drate. The  cost  of  a unit  of  protein  in  each  food 
was  derived  as  a residual  after  subtracting  a value 
for  fat  and  carbohydrate.  Fat  w’as  arbitrarily 
valued  at  30  cents  a pound,  the  approximate  re- 
tail cost  of  cooking  fats,  and  carbohydrate  at  10 
cents  a pound,  the  approximate  cost  of  granu- 
lated sugar.  Protein  costs  are  shown  on  a per 
Gm.  and  per  pound  basis. 


There  are  of  course  seasonal  variations  in  the 
price  of  most  of  these  foods  and,  to  a lesser  de- 
gree, some  longer  run  cyclic  variations.  The 
relative  prices  at  any  one  date  most  likely  wrould 
differ  somew’hat  at  another  date.  Pork  items  in 
mid-January'  were  perhaps  relatively  a little  high. 
But  the  major  differences  in  cost  of  protein  as 
showm  in  the  table  would  stand  at  most  times. 

Among  the  meat,  poultry’,  and  dairy  products 
listed,  the  cost  of  a pound  of  protein  (454  Gm.) 
was  found  to  vary  from  $1 .57  in  cottage  cheese  to 
$7.27  in  porterhouse  steak  and  $8.29  in  loin  lamb 
chops.  Cheese,  fluid  milk,  hamburger,  chuck 
roast,  frying  chicken,  and  eggs  were  among  the 
cheaper  animal-product  proteins.  Pork  shoul- 
ders, rib-end  loin  roasts,  hams,  frankfurters, 
round  steak,  leg  of  lamb,  roasting  fowl,  and 
turkey’  were  among  the  intermediate-cost  items. 

The  relative  retail  prices  of  these  foods  are  in 
effect  w’hat  consumers  have  made  them.  The 
retailer  marks  the  price  card,  but  it  is  never  for 
long  out  of  line  with  the  relative  price  the  cus- 
tomers will  pay’.  These  are  highly’  perishable 
foods.  They  can  be  held  onty  a moderate  time 
before  they’  must  be  consumed.  There  is  a say- 
ing in  the  perishable  foods  trade,  “You  either  sell 
it  or  smell  it.”  This  earthy’  fact  keeps  prices  at 
the  relative  levels  that  will  turn  over  the  re- 
tailer’s total  stocks  rapidly. 

Why  some  items  are  relatively’  high  is  obvious. 
In  a 100-pound  lamb  there  are  only  4 to  5 pounds 
of  loin  chops,  in  a 200-pound  hog  onty  8 or  9 
pounds  of  center-cut  pork  chops,  in  a 1,000- 
pound  steer  onty  about  75  pounds  of  the  fancy’ 
steaks.  These  are  choice  meats,  much  prized 
over  lamb  or  beef  stew  or  pork  shoulders.  They 
are  high  priced  because  they’  are  scarce.  The 
protein  is  equally’  good,  and  at  least  some  persons 
think  the  flavor  is  better  in  some  of  the  cheaper 
cuts  of  the  same  kinds  of  meats. 

Table  I indicates  that  consumer  demand  being 
what  it  is  and  relative  prices  in  consequence  being 
what  they  are,  there  are  most  attractive  bargains 
among  our  abundant,  high-quality’  proteins  which 
consumers  who  have  the  facts  could  utilize  to 
advantage. 
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As  early  as  1907  Schick1  suggested  that 
acute  glomerulonephritis  may  be  due  to  an 
antigen-antibody  reaction.  Many  other  clinical 
observers  since  then  have  followed  this  trend  of 
thought  which  was  based  mostly  on  circumstan- 
tial evidence. 

There  is  a constant  time  interval  of  seven  to 
fifteen  days  between  the  initial  sore  throat  and 
the  first  signs  and  symptoms  of  acute  glomer- 
ulonephritis, an  interval  which  is  best  explained 
by  the  time  necessary  for  antibodies  to  some 
streptococcal  antigen  to  be  formed  and  to  be 
released  into  the  circulation.  Despite  intense 
search  streptococci  can  never  be  found  in  the 
kidneys  of  such  cases.  It  must  be  assumed  that 
the  streptococcus  releases  some  antigen  which 
stimulates  antibody  formation  and  which  at  the 
same  time  localizes  on  the  glomerulus,  possibly 
in  the  process  of  excretion.  The  edema  in 
acute  glomerulonephritis,  as  well  as  in  the 

Presented,  in  part,  at  the  annual  meeting  of  the  New 
York  Allergy  Society,  New  York  City,  November  28,  1956. 


nephrotic  syndrome,  is  diffuse  and  cannot  be 
explained  by  purely  renal  factors.  It  resembles, 
especially  in  the  nephrotic  stage,  the  edema  seen 
in  acute  allergic  conditions,  such  as  serum  sick- 
ness, drug  sensitivities,  and  trichinosis.  The 
periorbital  swelling  is  most  prominent;  the 
edema  is  diffuse  and  not  dependent  to  any  great 
extent.  While  the  interval  between  the  initial 
throat  infection  and  the  onset  of  the  renal  dis- 
ease varies  between  seven  and  fifteen  days, 
reinfections  lead  to  severe  aggravations  within 
two  days,  an  interval  which  is  typical  for  an 
immunologic  anamnestic  reaction  or  recall 
phenomenon. 

In  the  nephrotic  stage  of  glomerulonephritis 
and  the  so-called  pure  nephrosis,  high  eosinophil 
counts  are  common.  They  return  to  normal 
during  remissions  and  recur  with  relapses.2-3 
The  incidence  of  allergic  manifestations  in  indi- 
viduals with  the  nephrotic  syndrome  is  high.4-5 

In  addition  to  this  more  or  less  circumstantial 
evidence,  the  hypothesis  was  further  substanti- 
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Fig.  1.  Scheme  of  action  of  rabbit  kidney-localizing 
duck  serum. 


ated  by  Masugi,6  who  produced  a disease  in  the 
rabbit  which  clinically,  immunologically,  and 
morphologically  resembled  the  human  disease 
closely.  This  was  accomplished  by  injecting 
rabbits  with  sera  taken  from  ducks  which  were 
previously  immunized  with  rabbit  kidney  emul- 
sion. The  injection  of  this  antirabbit  kidney 
duck  serum  into  rabbits  produced,  after  an 
interval  of  at  least  five  days,  all  the  signs  and 
symptoms  of  acute  glomerulonephritis  which 
subsequently  followed  through  the  typical 
stages  of  the  human  disease. 

In  this  experimental  disease,  immediately  on 
intravenous  injection,  the  antirabbit  kidney 
duck  serum  localized  in  the  glomerular  mem- 
brane as  demonstrated  by  radioactive  labeling 
(Fig.  I)7.  Since  it  is  avian  serum,  complement 
is  not  drawn  into  the  antigen-antibody  reaction, 
and  tissue  destruction  does  not  occur.  The  rab- 
bit, however,  forms  its  own  antibodies  to  the 
injected  foreign  protein,  the  duck  serum.  When 
these  antibodies  appear  in  the  circulation,  an 
antigen-antibody  reaction  takes  place,  in  which 
the  antibodies  against  the  duck  serum  react  with 
the  duck  serum  antigens  which  had  previously 
localized  in  the  glomeruli.8  Complement  (C') 
is  used  in  large  amounts  in  this  purely  mammalian 
antigen-antibody  reaction,  and  an  active,  tissue- 
destroying  glomerulonephritis  results.  This  an- 
imal disease  can  serve  as  a model  of  the  human 
disease,  and  all  therapeutic  measures  successful 
in  the  treatment  of  the  human  disease  have 
likewise  proved  successful  in  the  treatment  of 
this  animal  disease.9 


Finally,  a good  deal  of  direct  evidence  was  ob- 
tained when  we  found  that  in  all  cases  of  acute 
glomerulonephritis  and  in  almost  all  cases  with 
the  nephrotic  syndrome,  serum  complement 
levels  (C')  were  low.10 

The  role  of  C'  in  antigen-antibody  reactions, 
as  we  understand  it  today,  requires  some  expla- 
nation. From  radioactive  and  fluorescent  tracer 
studies  it  is  well  known  that  antigen  and  anti- 
body can  unite  without  the  presence  of  C'. 
Available  evidence,  however,  seems  to  indicate 
that  tissue  destruction  or  alteration  can  only 
take  place  in  the  presence  of  C'. 

An  interesting  experiment  which  parallels 
the  immunologic  mechanism  of  glomerulone- 
phritis was  carried  out  by  Adler.11  He  incu- 
bated sheep  erythrocytes  with  human  gamma 
globulin,  then  washed  the  cells  free  of  all  non- 
adherent globulin  by  several  saline  washings, 
and  added  an  antiserum  containing  antibodies 
against  human  gamma  globulin.  No  hemolysis 
occurred.  The  addition  of  small  amounts  of  C', 
however,  resulted  in  lysis  of  the  sheep  erythro- 
cytes. No  antisheep  cell  hemolysin  was  used  in 
this  reaction.  In  other  words,  the  red  cell  lysis 
resulted  from  the  fact  that  the  red  cells  were 
“coated”  with  human  gamma  globulin  to  which 
an  antibody  was  added  in  the  presence  of  C'. 

The  amount  of  C'  used  in  an  antigen-anti- 
body reaction  depends  on  the  surface  area  of  the 
antigen,  provided  that  sufficient  antibody  is 
available.  It  will  thus  be  understood  that  in 
common  bacterial  or  viral  infections  the  over-all 
C'  level  is  not  lowered  since  the  total  surface 
area  of  the  invading  bacteria  is  a few  square 
centimeters  at  most.  However,  when  a large 
surface  like  the  glomerular  surface,  the  size  of 
which  is  approximately  1 square  meter,  becomes 
antigenic,  huge  amounts  of  C'  are  used.  The 
body  is  not  able  to  replenish  C'  fast  enough, 
resulting  in  a fall  in  the  over-all  C'  level.  Thus, 
C'  levels  become  an  indirect  indicator  of  the 
presence  or  absence  of  antigen-antibody  reactions 
on  large  surfaces,  provided  that  formation  of  C' 
is  not  impaired  or  that  C'  is  not  lost  in  the  urine 
or  destroyed  by  other  mechanisms.  Such  factors 
could  be  excluded,  however,  in  numerous  experi- 
ments in  patients  with  glomerulonephritis  and 
the  nephrotic  syndrome.12 

In  the  typical  allergic  antigen-antibody  reac- 
tion the  antibody  is  sessile  while  the  antigen  is 
introduced  in  minute  amounts,  thus  giving  only  a 
very  small  surface  of  interaction  which  does  not 
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Fig.  2.  Distribution  of  average  complement  content  in  normals,  acute  nephritics,  and  patients  with  the  nephrotic 

syndrome. 


require  large,  pool-depleting  amounts  of  C'. 
By  contrast,  however,  in  nephritis  and  nephrosis 
the  antigen  is  sessile,  and  the  antibody  is  newly 
formed  and  reacts  with  the  large  antigenic  sur- 
face. Therefore,  in  acute  glomerulonephritis 
the  titers  of  C'  will  always  be  low  (Fig.  2).  With 
the  method  we  use,  the  normal  values  vary  be- 
tween 1.2  and  3 units  with  an  average  value  of 
1.78  units,  while  in  the  patients  with  glomeru- 
lonephritis, the  titers  vary  between  0 and  1 
unit  with  an  average  of  0.32  units. 

In  our  group  of  165  cases  of  acute  glomeru- 
lonephritis we  have  not  yet  seen  a single  case 
which  did  not  have  an  abnormally  low  C'  level. 
The  C'  titer  thus  becomes  a significant  test  in 
the  differential  diagnosis  of  hematuria.  There 
is  a concurrent  rise  in  the  C'  level  to  normal  on 
the  return  of  the  clinical  and  laboratory  findings 
to  normal.  This  is  the  most  commonly  en- 
countered course  of  the  disease. 

If  the  acute  glomerulonephritis  develops  into 
the  subacute  stage,  however,  the  antigen-anti- 
body reaction  persists,  the  C'  stays  low,  and  the 


disease  will  progress  until  more  and  more  glo- 
merular tissue  has  been  destroyed  and  death  from 
uremia  results.  Conversely  immunologic  heal- 
ing with  return  of  C'  to  normal  may  occur,  but 
so  much  functioning  tissue  may  have  been  lost 
in  the  first  attack  that  the  patient  will  not  tol- 
erate further  loss  of  functioning  kidney  tissue 
which  may  occur  as  a result  of  arteriosclerosis 
in  the  normal  aging  process.  The  end  result  is 
a slowly  developing  uremia  occurring  twenty  to 
thirty  years  after  a burned  out  nephritis,  a term 
which  should  replace  the  misleading  designation 
“chronic  glomerulonephritis.” 

Similarly,  but  probably  based  on  a coating 
mechanism  with  different  antigens,  the  glo- 
merulus in  the  nephrotic  syndrome  is  severely 
damaged  as  a result  of  an  antigen-antibody 
reaction.  Electron  microscopy  shows  numer- 
ous vesicles  in  the  cytoplasm  of  the  epithelial 
cells  of  the  glomerulus  and  changes  in  the 
podocytes  of  the  epithelial  cells.13  When  the 
syndrome  suddenly  clears  up  under  the  influence 
of  corticosteroids,  which  suppress  antibody  for- 
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Fig.  3.  Representative  examples  of  the  course  of  antibody  titers,  proteinuria,  and  blood  urea  nitrogen  levels  in 
two  rabbits  injected  with  rabbit  kidney-localizing  duck  serum  with  and  without  cortisone  treatment. 


mation,  these  cellular  changes  disappear,  and 
massive  diuresis  occurs.  Such  a diuresis  occurs 
whether  or  not  there  is  a rise  in  the  serum  pro- 
teins. This  makes  it  highly  improbable  that  the 
low  osmotic  serum  pressure  so  often  accused  of 
being  the  cause  of  the  edema  is  the  only  or  most 
important  reason  for  the  fluid  accumulation. 
We  have  to  assume  that  the  antigen-antibody 
reaction  in  the  nephrotic  syndrome  is  not  only 
confined  to  the  capillaries  of  the  glomerulus  but 
also  extends  to  the  capillaries  throughout  the 
body,  leading  to  an  increased  permeability. 
While  C'  is  low  during  the  edematous  phase 
in  over  80  per  cent  of  the  cases  with  the  ne- 
phrotic syndrome,  there  is  a trend  toward  normal, 
or  normal  levels  are  reached  prior  to  diuresis 
whether  this  is  a spontaneous  remission  or  a 
corticosteroid-induced  remission. 

Thirteen  spontaneous  remissions  in  patients 
with  the  nephrotic  syndrome  were  observed. 
All  were  preceded  by  a rise  of  the  subnormal 
serum  complement  levels  toward  or  reaching 
normal  twenty-four  to  seventy-two  hours  prior 


to  the  onset  of  diuresis.  These  spontaneous, 
remissions  with  massive  diuresis  were  preceded 
in  11  of  the  13  instances  by  an  infectious  disease 
with  marked  rise  in  temperature  five  to  twelve 
days  prior  to  the  spontaneous  remission.  In 
four  children  a total  eosinophil  count  prior  to 
the  episode  of  fever  was  found  to  be  within  the 
normal  range  of  100  to  300  per  cu.  mm.  During 
the  episode  of  the  high  fever  the  eosinophil 
count  fell  from  a normal  level  in  these  four  in- 
stances to  below  11  per  cu.  mm.  In  one  child 
17-ketosteroids  in  the  urine  were  determined;  a 
sharp  rise  to  values  above  normal  was  noted 
during  the  episode  of  the  fever.  Similar  findings 
were  recently  reported  by  Klein  et  al.1*  It  thus 
becomes  probable  that  spontaneous  remissions 
often  are  produced  by  a stress  situation  with 
production  of  huge  amounts  of  ACTH.  Shortly 
prior  to  relapses  C'  again  falls  to  subnormal 
levels. 

The  role  of  ACTH  and  cortisone  in  inducing  a 
remission  of  the  disease  can  be  exemplified  in  the 
nephrotic  syndrome  induced  in  the  rabbit  by 
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antirabbit  kidney  duck  serum.  A typical  ex- 
ample of  one  control  animal  and  one  cortisone- 
treated  animal  is  shown  in  Fig.  3.  It  will  be 
noted  that  the  cortisone  given  during  the  devel- 
opment of  the  nephrotic  syndrome  prevented 
antibody  formation  which  was  very  intense  in 
the  control  animals.  In  the  cortisone-treated 
animals  proteinuria  was  absent  or  mild;  blood 
urea  nitrogen  rose  only  slightly,  and  the  disease 
was  either  suppressed  or  markedly  ameliorated. 
These  two  examples  were  selected  at  random  from 
83  animals  thus  studied. 

Similarly,  in  the  human  disease  after  eight  to 
fifteen  days  of  therapy  with  huge  amounts  of 
steroids,  a sudden  diuresis  occurred  simulta- 
neously with  the  return  of  C'  to  normal.  When 
the  checkreins  on  antibody  formation,  the 
steroids,  were  not  applied  any  longer,  antibody 
formation  was  rapidly  resumed,  and  relapses 
occurred  in  a high  percentage  of  cases.  Thus, 
it  became  imperative  to  devise  a scheme  of  steroid 
therapy  which  would  continuously  depress  anti- 
body formation  sufficiently  but  would  not  lead 
to  a Cushing  syndrome.  Such  a therapeutic 
scheme  based  on  immunologic  considerations 
was  developed.  After  the  initial  diuresis  was 


induced  by  ACTH,  large  amounts  of  cortisone 
were  given  for  three  consecutive  days  out  of  each 
week,  followed  by  four  days  of  steroid  abstinence. 
This  was  repeated  for  three  days  each  week  for  at 
least  one  year.  A total  of  51  cases  were  treated 
with  this  therapeutic  regime  by  our  group  during 
the  past  six  years.  The  result  was  gratifying. 
We  had  only  one  death  in  the  entire  group. 
This  group,  observed  for  an  average  period  of 
thirty-one  and  one-half  months,  was  compared 
by  the  life  table  statistical  method  to  a group  of 
nephrotics  who  were  not  treated  with  steroid 
maintenance.  The  expected  mortality  in  the 
treated  group  on  the  basis  of  the  mortality  in  the 
nontreated  group  was  12.8  deaths.  In  the 
treated  group,  however,  only  one  death  occurred 
(p<0.001).  When  nitrogen  mustard  was  given 
instead  of  corticosteroids,  an  identical  course  of 
remission  and  relapse  with  an  identical  behavior 
of  C'  was  observed.  Since  the  only  common 
denominator  between  corticosteroids  and  nitro- 
gen mustard  is  their  strong  antibody-suppressing 
effect,  we  have  further  evidence  of  the  antigen- 
antibody  mechanism  of  the  nephrotic  syndrome. 

Most  recently  Mellors  and  Ortega16  have 
produced  direct  proof  indicating  that  the 


June  15,  1957 


2099 


KURT  LANGE 


v 

POSSIBLY  UREMIA 


Fig.  5.  Scheme  of  the  probable  relation  between 
immunologic  factors  and  clinical  course  of  glomerulo- 
nephritis and  the  nephrotic  syndrome. 

hypothesis  of  an  immunologic  mechanism  is 
correct.  They  have  produced  fluorescein-labeled 
antisera  to  human  gamma  globulin.  With  these 
sera  they  were  able  to  show  that  in  human  au- 
topsy material  taken  from  patients  suffering 
from  glomerulonephritis  and  the  nephrotic 
syndrome,  gamma  globulin,  the  carrier  of  anti- 
bodies, was  localized  in  large  amounts  in  the 
basement  membrane  of  the  glomerulus.  In 
the  normal  kidney  or  in  other  nephropathies 
this  was  not  the  case. 

It  thus  appears  that  in  glomerulonephritis 
and  the  nephrotic  syndrome  we  are  dealing  with 
an  immunologic  mechanism,  as  illustrated  in 
Fig.  4.  In  the  nephrotic  syndrome,  however, 
antigens  other  than  streptococci  must  be  con- 
sidered as  pathogenic. 

The  clinical  characteristics  of  these  diseases 


may  be  well  fitted  into  the  immunologic  scheme 
shown  in  Fig.  5. 

There  can  be  no  doubt  that  there  are  nu- 
merous points  in  this  picture  which  require  further 
study.  As  a working  theory  it  has  proved 
fruitful  and  stimulating. 


Conclusions 

Acute  glomerulonephritis  and  the  nephrotic 
syndrome  are  probably  the  result  of  a comple- 
ment-binding antigen-antibody  reaction.  The 
glomerular  membrane  is  altered  by  coating  with 
an  antigen  to  which  antibodies  are  formed 
by  the  patient.  When  these  antibodies  appear 
in  the  circulation,  they  join  with  the  sessile 
antigen  in  the  glomeruli,  and  a tissue-destroying, 
complement-binding,  antigen-antibody  reaction 
results.  Based  on  these  immunologic  consid- 
erations and  on  the  fact  that  corticosteroids 
depress  antibody  formation,  a therapeutic  regime 
for  the  treatment  of  the  nephrotic  syndrome  was 
developed.  This  therapeutic  regime  has  led  to  a 
reduction  in  mortality  in  this  disease  in  a ratio 
of  12.8:1  during  a six-year  observation  period. 
Future  therapeutic  approaches  to  glomerulo- 
nephritis and  nephrosis  should  consider  the 
immunologic  background  of  these  diseases. 
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Pemphigus 

ARTHUR  W.  GRACE,  M.D.,  BROOKLYN,  NEW  YORK 

( From  the  Department  of  Medicine,  Division  of  Dermatology  and  Syphilology,  State  University  of  New  York 

College  of  Medicine  at  New  York  City) 


Wichmann1  in  1791  was  the  first  to  apply  the 
name  pemphigus,  coined  by  De  Sauvages2 
in  1760,  to  an  undoubted  case  of  the  disease. 
His  clinical  details  are  so  accurate,  clear,  and 
concise  that  they  can  be  employed  to  describe 
the  disease:  “The  patient,  sixty  years  of  age, 

when  first  seen  had  already  been  ill  for  nine 
months.  At  this  time  large  areas  of  the  skin  were 
deprived  of  their  epithelium.  The  whole  right 
leg  from  the  knee  down  to  the  dorsum  of  the 
foot,  and  large  parts  of  the  back  and  chest,  were 
denuded,  like  a scald.  The  mucous  membrane  of 
the  mouth  exhibited  many  wounds  so  that  the 
patient  could  take  only  liquids.  The  lower  lip 
was  covered  with  crusts,  which  made  the  lip 
unshapely  thick.  The  blisters  were  not  raised, 
but  flat,  the  height  and  size  of  an  almond,  and 
always  broke  down.  Even  when  the  epidermis 
was  not  detached  by  the  underlying  moisture,  it 
was  loose  and  wrinkled,  so  that  it  could  be  moved; 
.and  so,  gradually,  it  separated  itself  and  left 
denuded  areas.  The  patient  died  after  fifteen 
months  of  illness.” 

Pemphigus  is  thus  one  of  man’s  worst  diseases, 
but  it  has  the  saving  grace  of  being  quite  uncom- 
mon. Its  name  comes  from  the  Greek  word 
pemphigs,  which  means  a blister;  that  name  was 


given  to  it  because  the  disease  begins  as  a blister 
on  the  skin,  or  in  the  mouth,  or  other  superficial 
mucosae.  These  blisters  do  not  heal  and  soon  run 
together  forming  larger  and  larger  raw  areas. 
Poison  is  absorbed  from  the  raw  areas  which 
weakens  and,  in  50  to  75  per  cent  of  the  cases, 
destroys  the  patient.  The  rawness  of  so  much 
skin  causes  the  greatest  pain  and  discomfort,  and 
the  unfortunate  sufferers  find  it  most  difficult  to 
rest  easily;  their  life  is  very  miserable.  The 
largest  areas  of  denudation  occur  in  the  last  weeks 
of  life,  during  which  the  patient  is  generally 
liberated  from  his  misery  by  being  so  over- 
whelmed by  the  poison  of  the  disease  that  he  is 
only  partly  conscious.  At  autopsy  the  patient 
may  be  said  to  have  died  from  the  effect  of  the 
changes  in  the  skin  since  there  is  little  to  be 
found  on  examination  of  other  organs. 

There  are  some  general  facts  relating  to 
pemphigus  which  help  in  understanding  the 
nature  and  cause  of  the  disease.  It  is  not  con- 
tagious; it  rarely  begins  before  the  age  of  twenty; 
the  commonest  age  for  its  development  is  the 
middle  fifties;  it  takes  about  nine  months  from 
its  onset  until  death;  men  and  women  are  equally 
affected;  in  New  York  City  Jewish  people  com- 
prise two  thirds  of  the  patients;  it  occurs  only  on 
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the  skin  and  the  mucosa  of  the  lips,  nose,  tongue, 
mouth,  and  eyes. 

The  blisters  in  all  cases  of  pemphigus  are  not  so 
obvious  as  in  the  case  I have  described,  which  was 
pemphigus  vulgaris  or  the  common  variety  of  the 
disease.  Sometimes,  particularly  on  those  areas 
which  are  moist  and  warm  and  closely  in  contact 
with  surrounding  tissue,  such  as  under  the 
breasts  or  arms  or  in  the  groins,  the  blisters  never 
get  as  large  as  in  pemphigus  vulgaris,  their  roof 
breaks  open,  and  the  raw  base  sprouts  up  like  a 
small  cauliflower.  This  variety  of  the  disease  is 
called  pemphigus  vegetans  because  the  cauli- 
flower-like lesions  are  known  as  vegetations.  In 
a third  type  of  pemphigus  the  blisters  are  even 
smaller  than  in  pemphigus  vegetans;  they 
generally  appear  empty,  and  the  skin,  instead  of 
being  raw,  as  in  both  the  vulgaris  and  vegetating 
forms  of  the  disease,  is  dry,  thickened,  and  cov- 
ered with  an  immense  number  of  fine,  easily 
detached  flakes  or  scales.  Since  these  scales  have 
the  appearance  of  tiny  leaves,  this  variety  of  the 
disease  is  known  as  pemphigus  foliaceus;  it  is 
the  least  common  of  the  three  types  of  pemphigus. 

Efforts  have  been  made  for  many  years  to  dis- 
cover the  cause  of  pemphigus.  No  unequivocal 
agent  or  condition  has  yet  been  described.  The 
story  of  the  attempt  to  solve  the  riddle  of  pem- 
phigus is  a fascinating  one  and  should  be  known, 
especially  since  the  answer  is  near  at  hand  and 
will,  I am  sure,  be  regarded  at  first  as  fantastic. 
Most  of  the  investigative  work  in  this  connection 
has  been  based  on  the  thought  that  pemphigus  is 
caused  by  a self-reproducing  microorganism.  This 
thought  is  quite  reasonable  for  ( 1 ) the  disease  has 
something  in  common  with  known  virus  diseases 
of  the  skin,  such  as  herpes  simplex,  which  pro- 
duces vesicles,  lesions  of  the  mouth,  lips,  skin,  and 
conjunctivae,  all  of  which  are  affected  in  pem- 
phigus; (2)  the  acute,  subacute,  and  often  the 
chronic  cases  have  a fever  which  is  sometimes 
high;  (3)  there  is  toxemia  which  deepens  with 
advancing  disease,  and  (4)  the  blood  count  closely 
resembles  that  of  a chronic,  nonpyogenie  infec- 
tion.3 Bacteria  were  first  sought,  but  although 
several  different  types  were  suspected  at  one  time 
or  another,  they  have  been  entirely  eliminated  as 
etiologic  agents  by  the  fact  that  the  blister  fluid 
of  pemphigus  is  invariably  bacteriologically  ster- 
ile when  first  formed.  Later  contamination, 
which  is  frequent,  is  definitely  secondary  and  due 
to  invasion  of  the  fluid  by  organisms  present  on 
all  skin. 


Most  of  the  investigative  work  in  this  field  has 
centered  on  a search  for  a submicroscopic  organ- 
ism or  virus.  In  many  respects,  however,  pem- 
phigus does  not  behave  as  a virus  disease.  Thus, 
it  is  noncontagious;  it  affects  chiefly  elderly 
people  (although  herpes  zoster  does  the  same); 
two  thirds  of  the  patients  in  New  York  City  are 
Jewish,  and,  as  we  shall  see  later,  cortisone  has  a 
dramatic  beneficial  effect  on  the  disease.  These 
facts  are  really  concerned  with  the  interpretation 
of  the  experimental  findings  and  in  no  way  influ- 
ence the  technics  employed. 

The  first  report  of  the  detection  of  a tiny  micro- 
organism in  pemphigus  was  made  by  Taniguchi 
and  his  colleagues4  in  1934.  They  found  what 
they  called  “globoid  microcorpuscles,”  300  mil- 
limicrons in  diameter,  in  the  vesicle  fluid  of  a pa- 
tient who  died  of  pemphigus  within  three  months 
after  the  fluid  was  collected  for  examination.  It 
was  possible  to  pass  these  microcorpuscles  seri- 
ally in  the  cornea  of  the  rabbit,  producing  foci 
of  acute  inflammation  of  the  cornea  and  conjunc- 
tiva. The  small  bodies  were  very  similar  in  shape 
to  the  viruses  of  smallpox,  chickenpox,  and  her- 
pes, but  they  differed  somewhat  in  being  arranged 
in  short  chains,  a fact  readily  discernible  in  the 
published  illustrations. 

Werth5  detected  roundish,  small  bodies  in 
smears  of  pemphigus  blister  fluids  and,  with 
them,  produced  lesions  in  the  eye  of  rabbits 
and  guinea  pigs,  as  well  as  in  the  chorioallantois 
of  the  developing  chick.  These  bodies,  whether 
derived  from  the  primary  inoculum  of  blister 
fluid  or  from  the  diseased  animal  tissue,  were, 
like  Taniguchi’s,  arranged  singly,  doubly,  and 
in  short  chains.  Subsequent  work  has  proved 
beyond  doubt  that  such  an  arrangement  is 
characteristic  of  the  elementary  body  of  pem- 
phigus. 

Werth6  next  showed  that  the  eye  of  the  rabbit 
could  be  infected  by  inoculation  into  the  ante- 
rior chamber  of  pemphigus  blister  fluid  filtered 
through  membranes  calibrated  to  pore  size  of 
400  millimicrons.  Elementary  bodies  appeared 
in  great  masses  in  the  aspirate  of  the  anterior 
chamber  on  the  third  day  after  inoculation  and 
persisted  at  least  until  the  fifth  or  sixth  day, 
after  which  they  could  not  be  found.  Infection 
of  the  eye  following  inoculation  could  be  trans- 
mitted for  ten  passages  without  change  of  in- 
fectiousness. The  elementary  body  was  also 
demonstrated  by  rabbit  eye  inoculation  in  ex- 
tracts of  liver  obtained  at  autopsy  in  two  cases 
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of  pemphigus  vulgaris. 

In  a search  for  the  development  of  immunity 
in  rabbits  which  survived  inoculation,  Werth6 
observed  that  if  the  interval  between  primary 
inoculation  in  one  eye  was  not  less  than  four 
weeks,  the  second  ej’e  of  the  same  animal  could 
not  be  infected  for  at  least  one  year.  Werth 
also  demonstrated  the  presence  of  agglutinins 
in  the  blood  serum  of  animals  which  survived 
infection  and  of  pemphigus  patients  by  the  use 
of  a suspension  of  elementary  bodies  aspirated 
from  the  anterior  chamber  of  the  eye  of  a rabbit 
three  days  after  inoculation.  The  titer  of  blood 
serum  producing  such  agglutination  was  as  high 
as  1:100  in  one  case;  no  agglutinins  were  de- 
tected in  normal  blood  serum. 

Wolfram7  used  eight  pemphigus  patients  for 
the  study  of  stained  smears  of  blister  fluid,  roofs 
of  blisters,  and  lesions  of  mouth  and  conjunc- 
tivae.  Of  654  preparations  645  showed  ele- 
mentary bodies  which  corresponded  exactly 
with  those  from  infected  rabbit  cornea  described 
by  Werth.6  The  average  size  was  200  to  400 
millimicrons  with  both  smaller  and  larger  ele- 
ments. They  were  spheroid,  ovoid,  and  lance- 
olate in  shape,  the  first  named  being  the  com- 
monest. The  bodies  were  arranged  singly, 
doubly,  and  in  short  chains  of  four  to  seven 
elements;  connection  between  individual  bodies 
was  occasionally  seen  in  the  form  of  just- visible 
threads.  While  most  were  free,  some  bodies 
were  also  found  intracellularly  or  in  process  of 
extrusion  from  cells.  Wolfram7  believed  the 
bodies  present  in  pemphigus  material  to  be  the 
true  elementary  agents  of  a hitherto  unknown 
virus  on  the  following  grounds:  (1)  demon- 

strability  with  different  methods  of  staining, 
(2)  distinctly  recognizable  organization  with 
occurrence  of  doublets  and  chain  formation  as 
well  as  of  isolated  filaments  between  individual 
bodies,  (3)  cluster  formation  in  the  vicinity  of 
cells  and  extrusion  from  cell  protoplasm,  and  (4) 
absence  of  the  bodies  from  the  fluid  of  control 
blisters.  Electron  microscope  studies  of  the 
elementary  body  were  first  reported  by  Travassos 
and  Hadler8  who  observed  “circular  or  oval 
corpuscles”  of  average  diameter,  400  to  450 
millimicrons,  in  the  cerebrospinal  fluid  and  blister 
fluid  of  a pemphigus  patient  who  died  within 
four  weeks  of  the  collection  of  material  for 
examination. 

This  review  of  the  investigative  work  on 
pemphigus  shows,  therefore,  that  a tiny  body, 


300  to  500  millimicrons  in  diameter,  is  found  in 
an  overwhelming  proportion  of  the  blisters  of 
pemphigus  and  also  that  this  body  appears 
singly,  doubly,  and  in  chains,  whose  members 
are  often  united  by  a thin  filament.  The  next 
question  to  be  answered  is  the  source  of  this 
body.  Is  it  brought  to  the  blister  fluid  by  the 
blood  whose  serum  fills  the  blister,  or  is  the 
serum  brought  to  the  epidermis  to  offset  the 
action  of  the  body,  located  therein?  The  answer 
is  given  by  consideration  of  the  site  at  which  pem- 
phigus begins.  Civatte9  observed  that  the 
earliest  lesion  of  the  disease  appears  as  a cleft 
in  the  thickness  of  the  rete  malpighii,  resulting 
from  dissolution  of  the  intercellular  bridges 
uniting  the  epidermal  cells;  this  cleft  is  parallel 
to  the  skin  surface  and  is  so  fine  at  its  inception 
that  the  irregularities  of  its  base  almost  mesh 
with  those  of  its  roof.  The  formation  of  the 
cleft  is  soon  followed  by  changes  in  the  neigh- 
boring epidermal  cells;  the  cell  body  becomes 
swollen,  almost  ballooned,  and  two  or  three 
nucleoli  appear  in  the  nucleus.  Since  at  this 
stage  the  disease  is  entirely  local  and  may  remain 
so  for  months  and  since  also  there  are  no  symp- 
toms, physical  signs,  or  laboratory  findings  that 
would  indicate  a bloodborne  infection,  it  is  most 
reasonable  to  believe  that  pemphigus  begins  in 
the  thickness  of  the  rete  malpighii. 

If,  as  the  evidence  suggests,  the  elementary 
body  is  almost  constantly  associated  with  pem- 
phigus, is  there  any  response  on  the  part  of  the 
body  other  than  the  accumulation  of  serum  from 
the  blood  at  the  site  of  the  disease?  Yes.  The 
eosinophil  leukocyte  is  associated  with  the  lesion 
of  pemphigus  in  a more  than  coincidental  man- 
ner, as  the  following  evidence  shows:  Wintrobe10 
stated  that  the  highest  and  most  constant  eo- 
sinophilia  has  been  observed  in  pemphigus  and 
in  dermatitis  herpetiformis;  Civatte9  observed 
that  the  content  of  the  pemphigus  blister  is 
sometimes  incredibly  rich  in  eosinophils;  Lever11 
noted  that  eosinophils  may  be  seen  in  the  epi- 
dermis within  the  areas  of  intercellular  edema  even 
prior  to  blister  formation  and  are  often  numerous 
within  the  newly  formed  lesion. 

The  treatment  of  pemphigus  has  been  revo- 
lutionized by  the  use  of  cortisone;  also  pemphi- 
gus is  the  disease  in  which  cortisone  has  the 
greatest  therapeutic  effect.  Prior  to  its  intro- 
duction the  use  of  convalescent  pemphigus 
serum  gave  the  best  results,  but  the  supply  of 
such  material  was  very  limited.  Cortisone 
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must  be  given  in  heavy  doses  for  the  treatment 
of  severe  pemphigus.  I begin  with  a daily  dose 
of  300  mg.,  which  is  increased  bjr  300  mg.  daily 
every  three  to  five  days  until  existing  skin 
lesions  have  dried  and  no  new  ones  are  forming. 
The  dose  is  maintained  at  this  maximum  level 
for  one  week  and  then  reduced  by  100  or  200 
mg.  daily  until  a daily  dose  of  100  or  200  mg.  is 
reached  which  is  employed  as  a maintenance 
dose. 

Four  patients  were  treated  in  this  manner  with 
the  following  results:  The  first  patient  required  a 
maximum  dose  of  1,200  mg.  of  cortisone  daily. 
He  developed  a compression  fracture  of  a lumbar 
vertebra  and  slight,  transient  euphoria.  He 
died  of  coronary  sclerosis  three  months  after 
treatment  without  pemphigus  lesions. 

The  second  patient  required  a maximum  dose 
of  1,800  mg.  of  cortisone  daily  and  a maintenance 
dose  of  100  to  150  mg.  Glycosuria  began  while 
the  larger  doses  of  cortisone  were  being  given 
and  gradually  disappeared  during  the  first 
twelve  months  of  maintenance  therapy. 

The  third  patient  had  the  most  extensive 
lesions  of  this  group.  The  maximum  dose  of 
cortisone  required  was  2,100  mg.  daily.  During 
the  descent  of  the  daily  dose  from  its  peak,  when 
it  had  reached  1,200  mg.,  acute  mania  was  su- 
perimposed on  an  existing  well-marked  euphoria. 
The  acute  phase  of  the  psychosis  was  quickly 
controlled  by  chlorpromazine,  but  the  mentality 
remained  clouded,  improving  gradually  until 
nine  months  after  the  acute  episode  he  was  able 
to  return  to  work.  Severe  glycosuria  developed 
at  about  the  same  time  that  he  became  maniacal 
and  has  persisted,  gradually  decreasing,  to  the 
present  time,  about  one  year  after  its  appearance. 
The  maintenance  dose  has  been  60  to  75  mg.  of 
prednisone  daily. 

The  fourth  patient  had  the  smallest  area  of 
skin  involvement  of  the  group.  She  reached  a 


maximum  daily  dose  of  1,800  mg.  of  cortisone, 
but  the  lesions  were  uninfluenced  and  continued 
to  spread.  Prednisone  in  daily  doses  of  400  to 
500  mg.  was  then  substituted  without  effect 
on  the  lesions.  Death  from  pemphigus  occurred 
thirt}r-one  days  after  steroid  therapy  was  com- 
menced; a marked  degree  of  glycosuria  ac- 
companied most  of  the  period  of  treatment  and 
persisted  until  death. 

In  this  group  of  four  patients  mouth  lesions 
improved  much  more  slowly  than  skin  lesions. 
Therefore,  no  attempt  should  be  made  to  heal 
these  lesions  by  increasing  the  maximum  daily 
dose  of  cortisone  above  that  necessary  to  control 
the  development  of  skin  lesions.  In  spite  of  the 
large  doses  of  cortisone  emplo3red,  electrolyte 
changes,  development  of  moon  face,  and  reten- 
tion of  fluid  were  slight. 

In  conclusion,  what  is  the  relation  of  the 
elementary  body  to  the  effect  of  cortisone  in 
pemphigus?  In  my  opinion  the  effect  is  due  to  a 
chemical  combination  of  cortisone  and  elemen- 
tary body,  whereby  the  latter  is  rendered  non- 
pathogenic. 
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MINUTES  OF  THE  COUNCIL 

Following  is  a summary  of  the  minutes  of  the  April,  1957,  meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,  as  approved  May  15,  1957. 


rl',HE  Council  met  April  11,  1957,  from  9:05  a.m. 
A to  12:15  p.m.  at  the  Manhattan  Club,  New  York 
City.  Dr.  James  Greenough,  president,  occupied 
the  chair.  He  introduced  a new  member,  Dr. 
Edward  C.  Hughes  of  Syracuse,  and  Dr.  Anthony  A. 
Mira,  director  of  the  Bureau  of  Industrial  Health 
and  Workmen’s  Compensation. 

Secretary’s  Report 

Executive  Committee. — Dr.  Anderton  reported  on 
communications  considered  by  the  Executive  Com- 
mittee April  10,  1957: 

“1.  Letter  of  March  29, 1957,  from  the  New  York 
State  Citizens’  Council  inviting  us  to  become  a 
cooperating  agency  in  planning  their  Thirteenth 
Annual  Institute  of  Community  Leadership  in  June 
at  Hobart  College,  Geneva. 

“If  I could  explain,  sir,  we  do  participate  in  the 
New  York  State  Citizens’  Health  Council,  in  which 
Dr.  Wertz  holds  a high  office  as  our  representative 
and  to  which  the  State  Society  subscribes  SI 00  a 
year.  The  New  York  State  Citizens’  Council  has 
asked  us  to  become  a member  previously  at  the  rate 
of  S250  a year,  which  the  Council  declined.  This 
time,  with  the  invitation  to  be  a participating  spon- 
sor, they  have  sent  a questionnaire.  Your  Executive 
Committee  recommends  that  we  do  not  participate.” 

It  was  voted  to  adopt  the  recommendation. 

“2.  Letter  of  March  13,  1957,  from  Mr.  James 
M.  Sanders,  chairman  of  the  Youth  Education  Com- 
mittee of  the  National  Society  for  Medical  Research, 
regarding  institution  of  an  educational  program  in 
this  area.  The  campaign  would  be  to  teach  people 
the  value  of  vivisection. 

“The  Executive  Committee  recommends  that  this 
be  referred  to  the  Committee  on  Legislation  for  con- 
ference with  the  New  York  State  Society  for  Medi- 
cal Research.” 

It  was  voted  to  approve  the  recommendation. 

“3.  Letter  from  Dr.  Dan  Mellen  suggesting  that 
‘the  Council  okay  me  as  a representative  to  the 
World  Medical  Association  in  the  fall.’ 

“The  Executive  Committee  recommends  that  Dr. 
Mellen  be  asked  to  represent  the  Society  in  associa- 
tion with  Dr.  Edward  P.  Flood.” 

It  was  voted  to  approve  the  recommendation. 

Dues  Remissions. — The  Council  voted  to  remit 
1957  annual  State  dues  of  15  members  because  of 
illness,  of  ten  because  of  military  service,  of  one  be- 
cause of  financial  hardship,  and  of  two  deceased 
members.  The  Council  also  voted  to  request  remis- 
sion of  1957  American  Medical  Association  dues  for 
20  members  and  one  deceased  member.  It  was  voted 
to  restore  Dr.  Jules  M.  Nova  of  Nassau  County  to 
retired  membership  status. 


General. — Dr.  Anderton  reported:  “On  April  1, 
1957,  Dr.  Anthony  Mira  became  director  of  your 
Industrial  Health  and  Workmen’s  Compensation 
Bureau,  and  Dr.  David  J.  Ivaliski  became  consultant 
to  the  Workmen’s  Compensation  Committee.  I 
have  taken  the  liberty  of  inviting  Dr.  Mira  to  the 
April  Coimcil  meeting  because  his  predecessor  was 
similarly  invited. 

“Your  secretary  suggests  that  you  recommend  to 
the  Board  of  Trustees  that  Dr.  Norman  S.  Moore 
receive  the  same  honorarium  that  Dr.  Theodore  J. 
Curphev  did  as  chairman  of  the  Public  Health  and 
Education  Committee,  retroactive  to  the  time  he 
took  office. 

“President  Greenough  has  suggested  that  I repre- 
sent the  State  Society  at  a luncheon  on  May  10, 
1957,  arranged  by  the  New  York  State  Commission 
Against  Discrimination. 

“At  the  suggestion  of  Treasurer  Dattelbaum,  I 
officially  requested  Colonel  James  M.  Arnold  by 
telephone  to  act  as  authorized  indemnity  representa- 
tive of  the  State  Society  in  place  of  Mr.  Harry  F. 
Wanvig,  who  died  March  26,  1957.  Colonel  Arnold 
was  requested  to  act  until  April  11,  1957,  when  the 
Council  will  meet.  Flowers  were  sent  in  the  name  of 
the  Society  to  Mr.  Wanvig’s  funeral,  which  I 
attended  March  28.  Colonel  Wanvig  was  buried  at 
Arlington  Cementery,  Washington,  D.C. 

“Since  neither  President  Greenough  nor  myself 
could  attend  a dinner  in  honor  of  Dr.  Theodore  J. 
Curphev  on  March  14,  1957,  at  the  Garden  City 
Hotel,  your  secretary  took  the  liberty  of  sending  the 
following  telegram,  which  was  read:  ‘To  Theodore 
J.  Curphev,  all  hail!  California’s  gain  is  New  York’s 
loss.  Outstanding  pathologist,  medical  examiner, 
educator,  and  executive,  Theodore  J.  Curphey  has 
been  a marvelous  example  of  how  a physician  can 
contribute  to  the  public  weal.  The  Medical  Society 
of  the  State  of  New  York  joins  in  wishing  him  great 
success  and  happiness  in  his  new  post.’ 

“Following  your  last  meeting,  the  Board  of 
Trustees  approved  your  recommendations:  (1)  pur- 
chase of  check-signing  machine  for  Medicare,  (2) 
increase  of  employes  (nonexecutive)  salaries,  (3) 
cleaning  and  painting  office,  (4)  employment  of 
clerk-typist  for  Journal  editorial  office,  (5)  estab- 
lishment of  an  exhibit  booth  by  New  York  State 
Journal  of  Medicine  at  the  American  Medical 
Association  convention  in  June,  and  (6)  a dinner  for 
the  House  of  Delegates  and  Society  employes, 
Monday,  May  13,  at  the  Statler. 

“The  Board  also  approved  its  chairman  pro  tern 
signing  a supplemental  contract  with  the  I .S.  De- 
partment of  the  Army  for  Medicare.  The  board 
voted  not  to  approve  your  recommendation  to  have 
2,000  pamphlets  printed  which  would  have  con- 
tained the  information  section  of  the  1957  Medical 
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Directory  of  New  York  State. 

“Your  secretary  notified  Dr.  Edward  C.  Hughes 
of  Syracuse  that  you  elected  him  a councillor. 
Others  were  notified  of  the  appointments  which  you 
approved. 

“Your  secretary  has  attended  the  following  meet- 
ings since  you  last  met:  chairmen  of  subcommittees 
of  American  Medical  Association’s  Woman’s  Auxil- 
iary Convention  Committee,  March  20;  Saturday, 
March  23,  at  Fort  Orange  Club,  Albany,  conference 
regarding  Medicare  under  the  auspices  of  your 
Economics  Committee;  March  28,  Inauguration 
Committee  of  American  Medical  Association; 
American  Medical  Association  Medicolegal  Sym- 
posium in  Philadelphia,  March  29,  a mock  trial  of  a 
drunken  driving  case.  Mr.  William  F.  Martin  was 
scheduled  to  act  as  moderator  at  a panel  discussion 
of  trauma  and  cancer  the  following  morning;  April 
3,  dedication  of  Research  Laboratory  building  and 
Scientific  Symposium  at  Warner  Chilcott  Labora- 
tories, Morris  Plains,  New  Jersey,  and  meeting  of 
your  Convention  Committee  in  the  late  afternoon. 

“As  this  report  is  being  prepared,  your  secretary 
anticipates  with  pleasure  attending  the  inauguration 
of  Dr.  Henry  I.  Fineberg  as  Deputy  Commissioner 
of  Hospitals  of  the  City  of  New  York  on  the  after- 
noon of  April  4.  I have  also  scheduled  on  April  6 
American  Medical  Association,  Federal  Medical 
Services  Committee  of  Council  on  Medical  Services 
at  the  Biltmore,  on  April  9 American  Medical  Asso- 
ciation Banquet  Committee,  on  April  10  Publication, 
Office  Management  and  Policies,  Executive,  and 
Budget  Committees,  and  Blood  Banks  Commission. 

“It  is  a pleasure  to  report  that  Councillor  Floyd 
S.  Winslow  is  convalescing  too  slowly  to  suit  himself 
at  his  home.  The  chairman  of  the  Board  of  Trus- 
tees, Dr.  John  J.  Masterson,  was  inspected  at  his 
home  March  31.  He  anticipates  attending  the 
House  of  Delegates  next  month.  Also  a letter  from 
Dr.  Dan  Mellen  stated  he  recently  had  a nephroli- 
thectomy  at  St.  Mary’s  Hospital  in  Rochester, 
Minnesota.” 

It  was  voted  to  approve  the  secretary’s  report  as 

amended. 

The  treasurer’ s report  was  adopted. 

Reports  of  committees 

Blood  Banks  Commission. — Dr.  Thurman  B. 
Givan,  chairman,  reported:  “Mr.  President  and 

Gentlemen,  at  the  last  meeting  of  the  Council,  it 
was  brought  out,  I think  by  Dr.  Freedman,  that  a 
report  should  be  given  at  this  time  by  the  Commis- 
sion as  to  by  what  authority  the  North  East  District 
Clearing  House  was  made  a part  of  the  Blood  Banks 
Association. 

“On  page  132  of  the  September  1,  1956,  New 
York  State  Journal  of  Medicine  there  appears  a 
report  of  the  House  of  Delegates  last  May. 

“If  I may  read  this:  ‘The  clearing  house  program 
is  continuing  under  considerable  handicap  because 
at  present  there  is  no  mechanism  for  inspecting  and 
licensing  of  local  banks  in  New  York  State  except  in 
New  York  City.  This  problem  may  be  resolved  by 
suitable  action  on  the  part  of  the  State  Health 


Department.  When  this  is  in  effect,  then  further 
cooperation  will  be  forthcoming  from  the  National 
Institute  of  Health  and  the  National  Blood  Founda- 
tion. We  recommend  that  the  Blood  Banks  Asso- 
ciation expand  and  become  the  Northeastern  Blood 
Exchange  Center  as  soon  as  feasible.’ 

“In  addition  to  other  financial  matters  mentioned 
below,  Dr.  Wurzbach,  the  chairman  of  the  Reference 
Committee  on  the  Report  of  the  Blood  Banks  Com- 
mission, made  a motion  for  the  adoption  of  this  part 
of  the  report,  and  Dr.  Samuel  Z.  Freedman  seconded 
it,  and  it  was  passed. 

“On  the  financial  report  of  the  Blood  Banks 
Association,  as  of  the  present  time  I wish  to  give  the 
following: 

“For  the  two  months  ended  February  28,  1957: 


Total  income  $1,465 

Total  expenses  6,032 

Net  loss  for  the  two  months  $4,567 

“Included  in  the  above  figures  are  results  for  the 
North  East  District  Clearing  House  as  follows: 
Income  from  transaction  fees  $ 150 

Contributions  from  Medical  Society  of 
the  State  of  New  York  (that  is,  the 
$200  per  month  which  the  House  of 
Delegates  recommended)  400 

Total  clearing  house  income  $ 550 

Clearing  house  expenses  3,011 

Net  clearing  house  loss  for  two  months  $2,461 


“Also  included  ip  the  first-mentioned  figures  are 
results  for  the  Blood  Banks  Association  of  New  York 


State,  Inc.,  as  follows: 

Income  from  certificates  $ 867 

Other  income  48 


Total  Blood  Banks  Association  of  New 

York  State,  Inc.,  income  $ 915 

Blood  Banks  Association  of  New  York 
State,  Inc.,  expenses  3,021 


Net  Blood  Banks  Association  loss  for  two 

months  $2,106 


“I  might  say  that  the  figures  for  the  month  of 
March  could  not  be  assembled  in  time  for  this  report, 
although  I have  a report  from  Dr.  Geiger,  who  is 
chairman  of  the  North  East  District  Clearing  House, 
in  which  he  shows  it  to  be  gaining.  In  January  there 
were  106  intradistrict  and  30  interdistrict  transac- 
tions; in  February  there  were  110  intradistrict  and  96 
interdistrict,  and  in  March  175  intradistrict  and  124 
interdistrict,  which  means,  if  broken  down  into 
money,  it  would  be  about  $70  in  January,  about  $79 
in  February,  and  $150  in  March.  Everyone  who  un- 
derstands the  whole  situation  of  how  they  are  branch- 
ing out  into  other  states  feels  that  it  begins  to  look 
a little  clearer  as  far  as  income  is  concerned. 

“The  Association  has  suggested  that  if  we  could 
carry  on  through  until  next  fall,  it  would  be  self- 
sustaining  and  that  even  the  moneys  allotted  to  the 
office  of  the  North  East  District  Clearing  House 
would  be  repaid,  as  has  been  done  in  other  states, 
notably  California  where  it  is  self-liquidating  and 
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Illinois  where  it  is  becoming  so.  They  loaned 
$90,000  to  it,  and  that  has  been  repaid;  and  Florida 
and  so  on. 

“The  question  has  been  asked,  when  will  these 
other  states,  the  13  states  and  the  District  of 
Columbia,  begin  to  pay  us  back  or  help  pay  the 
expenses  of  carrying  on  the  office  here?  This  only 
started  the  first  of  January,  and  they  feel  very 
optimistic  about  it.  I had  quite  a long  talk  with 
Mrs.  Hemphill,  who  is  the  national  chairman  of  the 
clearinghouse  association  of  the  entire  country. 
She  has  been  here  two  weeks,  working  with  our  office 
force,  and  going  to  other  states,  gaining  new  blood 
banks,  and  so  on.  They  feel  very  optimistic  about 
having  it  go  well  and  would  like  a trial  until  at  least 
next  fall.  If  it  does  not  pan  out,  I guess  the  whole 
thing  will  have  to  be  dropped. 

“Mr.  Alexander  tells  us  we  have  enough  of  the 
money  allotted  to  carry  on  until  the  House  of  Dele- 
gates’ meeting. 

“I  move  adoption  of  the  report.” 

Dr.  J.  Stanley  Kenney  supplemented  Dr.  Givan’s 
report  by  stating:  “I  had  hoped  that  Dr.  Berger 

would  be  here  because  he  is  chairman  of  the  board, 
and  he  knows  the  facts  far  better  than  I do. 

“The  clearing  house  just  began  to  operate  on  the 
first  of  January.  There  seemed  to  be  a considerable 
amount  of  misunderstanding  as  to  how  it  was  spon- 
sored, and  it  had  become  no  longer  a part  of  the 
Blood  Banks  Association.  Therefore,  I had  circu- 
lated to  the  Council  the  letter  which  you  all  received 
showing  the  setup  of  the  regional  clearing  houses  and 
the  relationship  to  the  Blood  Banks  Association. 

“In  the  past  two  weeks,  to  further  the  activities 
outside  of  the  State  of  New  York,  with  the  able 
assistance  of  Mrs.  Hemphill,  who  came  here  at  her 
own  expense,  we  have  now  firm  agreements  with 
Massachusetts,  for  the  city  of  Boston,  whereby  all 
non-Red  Cross  Blood  Banks  in  the  city  of  Boston 
will  clear  through  the  existing  North  East  Clearing 
House  on  interstate  transactions.  That  comprises 
chiefljr  four  of  the  major  hospitals  in  Boston.  The 
coordinating  bank  for  the  Massachusetts  area  will  be 
the  Massachusetts  General  Hospital  under  the  direc- 
tion of  Dr.  Rassmussen. 

“In  Pennsylvania  we  have  an  agreement  with  the 
Pittsburgh  Central  Bank,  which  will  be  the  co- 
ordinating  bank  for  clearing  houses  in  the  Pitts- 
burgh area,  through  which  transactions  in  W estern 
Pennsylvania  will  be  cleared,  and  in  Philadelphia 
with  the  University  of  Pennsylvania  Hospital  under 
the  direction  of  Dr.  Robert  Norris. 

“Virginia  and  Washington,  D.C.,  will  operate 
jointly,  and  the  clearing  will  be  done  through  the 
Richmond  Bank  which  will  be  the  coordinating  bank 
for  that  area  and  through  Dr.  Oscar  Hunter’s  bank 
in  the  city  of  Washington.  These  will  be  jointly 
under  the  direction  of  Dr.  Hunter  and  Dr.  Hamilton 
Scherer. 

“West  Viriginia  has  come  into  the  program.  V e 
have  an  agreement  with  the  Huntington  Bank, 
which  is  the  coordinating  bank  for  that  state,  under 
the  direction  of  Dr.  Sadler. 

“Rhode  Island  has  agreed  to  clear  through  our 
clearing  house  through  the  Rhode  Island  Clearing 


House  under  Dr.  Herbert  Farger. 

“Maine,  through  the  Thayer  Hospital  as  the  co- 
ordinating bank,  has  made  similar  arrangements. 

“New  Hampshire,  Vermont,  and  Delaware  are 
Red  Cross  states.  We  have  not  tried  to  touch  them. 

“New  Jersey  is  in  the  process  of  negotiation  at 
present. 

“This  is  merely  a factual  showing  of  the  North 
East  District  Clearing  House  now  set  up  with 
definite,  fixed,  recognized  banks  to  act  as  the  co- 
ordinating banks  in  seven  states.  It  is  just  begin- 
ning. We  have  somewhere  between  7 5 and  100  banks 
now  enrolled  in  the  North  East  Clearing  House. 

“Our  next  job  is  to  teach  our  banks  in  this  State 
how  they  can  best  use  the  clearing  house.” 

After  discussion  it  was  voted  to  approve  the  report 
with  the  understanding  that  this  does  not  carry  a 
recommendation  to  continue  the  clearing  house 
through  to  the  fall. 

Dr.  Givan  continued:  “One  other  thing  I nearly 
forgot,  and  that  is  there  is  certain  suggested  material 
for  inspection  and  approval  of  blood  banks  in  New 
York  State  for  use  by  the  New  York  State  Departs 
ment  of  Health.  Dr.  Greenough  appointed  a special 
committee  last  year  to  define  blood  banks;  that 
went  into  the  administration,  inspection  and 
approval,  minimal  standards,  and  also  how  to  store 
blood  properly,  etc.  If  you  want  me  to  read  it,  I 
will  or  I could  pass  the  report  around.  It  was  well 
done.  There  is  nothing  controversial  about  it,  and 
I would  like  to  move  that  we  send  this  to  Com- 
missioner Hilleboe  for  information  and  implementa- 
tion.” 

On  request  Dr.  Givan  read  the  following: 

Suggested  Material  for  Inspection  and  Approval  of 
Blood  Banks  in  New  York  State  ( Exclusive  of  New 
York  City)  for  Use  by  New  York  State  Department 
of  Health 

Submitted  by  Dr.  Herbert  Berger  and  Dr.  Jacob 
Geiger,  representing  the  Blood  Banks  Commission  of 
the  Medical  Society  of  the  State  of  New  York. 

1.  Definition  of  a blood  bank:  In  New  York 
State  (exclusive  of  New  York  City)  a blood  bank, 
approved  by  the  New  York  State  Department  of 
Health  and  eligible  for  membership  in  the  North 
East  District  Clearing  House  of  New  York  State 
Blood  Banks  Association,  is  defined  as  any  system 
for  the  preparation,  storage,  and  distribution  of 
human  blood  and/or  its  derivatives  for  subsequent 
use  for  transfusion  purposes. 

2.  Administration  of  inspection  and  approval 
system : 

(а)  Inspection  shall  be  performed  by  qualified 
personnel  of  the  staff  of  the  New  York  State  Depart- 
ment of  Health  in  a manner  which  is  in  accordance 
with  the  inspection  method  of  the  National  Institutes 
of  Health. 

(б)  Present  members  of  the  New  York  State  Blood 
Banks  Association  North  East  District  Clearing 
House,  which  are  now  associated  with  a laboratory 
in  New  York  State,  should  ask  for  approval  by  the 
State  Health  Department  if  they  have  not  already 
gotten  such  approval. 

(c)  New  members  of  the  New  York  State  Blood 
Banks  Association  North  East  District  Clearing  House 
shall  be  inspected  and  approved  by  the  New  York 
State  Department  of  Health  before  certification. 
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(d)  All  inspected  and  approved  banks  shall  be 
reinspected  at  regular  intervals 

(e)  All  banks  licensed  by  the  National  Institutes 
of  Health  are  exempt  from  the  above  regulations. 

3.  Minimum  standards:  Blood  banks  must  com- 
ply with  the  minimum  standards  set  forth  in  the  regu- 
lations of  the  National  Institutes  of  Health  in  the 
Sanitary  Code  of  the  State  of  New  York  (Chapter 
IV- A). 

4.  Minimum  standards  for  storage  and  distribu- 
tion of  blood:  These  standards  shall  comply  with  the 
minimum  requirements  of  the  National  Institutes  of 
Health.  In  addition,  storage  facilities  with  efficient 
temperature  recording  and  alarm  systems  and  con- 
tainers for  shipment  of  blood  shall  be  those  approved 
by  the  New  York  State  Department  of  Health. 

5.  List  of  present  members  (see  attached  listing). 

6.  List  of  anticipated  new  blood  banks  (see  at- 
tached listing) . 

Respectfully  submitted, 

Herbert  Berger,  M.D. 

Jacob  Geiger,  M.D. 

( Lists  are  in  office  copy  of  minutes — Secretary.) 

It  was  voted  to  adopt  the  report  as  a whole  as 
amended. 

Budget. — Dr.  Maurice  J.  Dattelbaum,  chairman, 
reported:  “The  Budget  Committee  has  revised  the 
budget  to  be  presented  to  the  Council  in  June.  At 
present  we  are  on  the  borderline  between  a red  and 
a black  figure.” 

Economics. — Dr.  John  C.  McClintock,  chairman, 
reported:  “On  the  invitation  of  Dr.  Theodore  J. 

Curphey,  Mr.  Farrell  attended  a meeting  in  Albany 
on  March  11  with  representatives  of  State  depart- 
ments to  give  further  consideration  to  a uniform 
schedule  of  allowances. 

“On  the  invitation  of  Dr.  John  C.  Clemmer,  Mr. 
Farrell  attended  a meeting  of  the  Pathology  Associa- 
tion with  representatives  from  about  eight  states  on 
March  8 at  the  Commodore  Hotel,  New  York,  at 
which  time  the  Medicare  Program  was  discussed. 

“Mr.  Farrell  and  I spoke  before  the  Medical 
Society  of  the  County  of  Monroe  on  March  19  on 
Medicare,  and  Mr.  Farrell  spoke  on  the  same  subject 
on  March  27  before  the  Enlisted  Wives  Club, 
Brooklyn,  and  to  a group  of  Nassau  County  Medical 
Society  doctors’  secretaries  on  April  3. 

“On  March  21  Dr.  W.  P.  Anderton,  secretary, 
wrote  Major-General  Paul  I.  Robinson,  executive 
director  for  Dependents’  Medical  Care,  regarding 
the  action  taken  by  the  Council  at  its  March  14, 
1957,  meeting  that  there  should  be  no  change  in  the 
Schedule  of  Allowances  pertaining  specifically  to 
types  of  cesarean  sections  in  our  contract  under  pro- 
cedures 4801,  4802,  4803,  4804,  and  4805  and  that 
these  procedures  were  not  to  include  antepartum 
and  postpartum  care.  A reply  has  not  yet  been  re- 
ceived. 

“On  March  21  Dr.  Anderton  wrote  to  General 
Robinson  of  the  unfavorable  action  taken  by  the 
Council  dealing  with  the  matter  where  the  physician 
may  add  to  his  statements  (Claim  Form  DA  1863) 
drug  items  which  may  have  been  directly  or  indi- 
rectly furnished  to  a maternity  patient. 

“On  April  4 General  Robinson  responded  to  the 


effect  that  a physician  is  not  obliged  to  provide 
drugs  to  an  eligible  patient  as  outlined  in  Article 
IV(j)  of  ODMC  Letter  5.  The  General  did  point 
out  that  if  the  physician  does  not  wish  to  furnish 
drugs  and  medicinals  directly  or  indirectly  to 
maternity  patients,  he  may  prescribe  in  the  usual 
manner  and  indicate  to  the  patient  her  responsibility 
for  obtaining  these  items.  The  patient  may  have 
the  prescription  filled  at  government  expense  at  a 
pharmacy  of  a uniformed  service  installation  if  the 
prescribed  items  are  available  there.” 

Dr.  McClintock  stated:  “Your  Economics 

Committee  hoped  we  would  have  information  from 
General  Robinson  on  the  above  two  points  that  I 
raised  before  the  Council  last  month.  However,  we 
have  information  on  only  one,  which  is  why  you 
have  a supplementary  report. 

“That  ruling  has  to  do  with  physicians  providing 
drugs  for  maternity  patients  particularly,  either 
directly  dispensing  or  by  prescription.  Under  the 
latter  method  the  pharmacists  bill  the  physician  for 
the  cost  of  the  drugs,  and  the  physician  then  adds 
this  to  his  medical  bill.  The  ruling  of  General 
Robinson  is  that  this  is  permissive,  that  the  physi- 
cian may  if  he  desires  write  the  prescription  for  the 
patient  and  advise  the  patient  that  she  is  responsible 
for  paying  the  pharmacy.  This  is  a permissive 
arrangement  and  does  not  have  to  be  followed  if  the 
physician  wishes  otherwise.  He  is  allowed  to  dis- 
pense if  he  prefers.” 

It  was  voted  to  accept  the  report. 

Veterans  Administration,  Liaison  Subcommittee 
with. — Dr.  McClintock,  chairman  of  the  Economics 
Committee,  stated:  “There  was  a Regional  Con- 

ference on  Veterans  Affairs  in  New  York  on  April  6, 
1957.  The  chairman  of  our  subcommittee,  Dr. 
George  A.  Burgin,  attended.  His  report  follows.” 

Eastern  Regional  Conference  on  Veterans’  Affairs 
Conducted  by  Dr.  Louis  M.  Orr’s  A.M.A.  Committee 
on  Federal  Medical  Services,  April  6,  1957.- — The 
main  purpose  of  this  conference,  which  represented 
16  eastern  states  and  the  District  of  Columbia,  was  to 
explain  the  change  in  policy  of  the  A.M.A.  as  re- 
flected in  a resolution  passed  at  the  Seattle  meeting. 

The  previous  policy  had  urged  the  Veterans 
Administration  to  care  for  only  those  veterans  with 
service-connected  disabilities  with  the  exception  of 
tuberculosis  and  psychoneurosis. 

The  new  policy  is  aimed  at  a long-range  goal  of 
caring  for  veterans  with  service-connected  disabilities 
only,  with  no  exceptions.  However,  until  present 
laws  can  be  changed,  it  was  felt  that  a realistic  ap- 
proach should  be  adopted  so  that  any  long-term  ill- 
ness (non-service-connected)  which  would  constitute 
an  economic  catastrophe  to  the  veteran  and  his  family 
should  be  cared  for.  It  is  anticipated  that  with 
proper  public  education  and  the  desire  for  tax  relief 
from  the  high  Federal  budget,  present  laws  may  be 
modified. 

It  is  Dr.  Orr’s  hope  that  a resolution  similar  to  that 
passed  by  the  American  Medical  Association  last  June 
may  be  adopted  by  our  New  York  State  House  of 
Delegates  in  May. 

It  was  emphasized  that  our  State  committee  ad- 
vocate first  priority  to  S.C.D.  veterans  and  morally 
support  a policy  of  not  admitting  NSC  veterans, 
particularly  those  with  short-term  illnesses.  Only 
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15  per  cent  of  beds  in  Veterans  Administration  hos- 
pitals are  now  used  by  SCD  veterans.  (SCD  means 
service -connected  disability;  NSC  means  nonservice- 
connected.) 

During  the  presentations  and  discussion  at  the 
meeting,  the  question  of  intern  and  resident  training 
as  a function  of  the  Veterans  Administration  hos- 
pitals was  argued.  The  lack  of  obstetric,  gyneco- 
logic, pediatric,  and  trauma  cases  was  mentioned,  and 
the  reaction  of  university  consultants  to  the  Veterans 
Administration  was  that  the  Veterans  Administration 
residencies  were  inadequate,  plus  the  fact  that  be- 
cause of  the  salaries  involved,  many  civilian  hospitals 
found  it  difficult  to  get  good  residents  for  their  house 
staffs.  It  was  also  brought  out  that  nurses,  tech- 
nicians, etc.,  were  being  taken  from  our  own  civilian 
institutions. 

It  is  obvious  that  as  the  years  go  by,  the  SCD 
veteran  will  present  only  chronic  conditions,  for  the 
most  part,  to  be  treated  in  Veterans  Administration 
hospitals,  and  to  give  training  to  residents  NSC  vet- 
erans must  be  admitted.  Unless  this  situation  can 
be  changed  and  residencies  in  civilian  and  university 
hospitals  made  less  competitive  with  Veterans  Ad- 
ministration hospitals,  it  will  be  difficult  to  change  the 
self-perpetuating  trend  of  Veterans  Administration 
care  to  the  NSC  veterans. 

In  summary,  it  is  the  desire  of  the  American  Medi- 
cal Association  that  the  states  be  made  aware  of  its 
new  policy  and  that  the  dangers  of  the  present  trend 
be  recognized  and  publicized. 

George  A.  Burgin,  M.D. 

It  was  voted  to  adopt  the  report. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
reported:  “Mr.  President  and  Gentlemen,  the 

Legislature  adjourned  during  the  early  evening  of 
March  30.  This  was  again  a ‘record  year.’  More 
than  8,000  bills  were  introduced  in  the  Senate  and 
Assembly,  of  which  1,357  were  passed. 

“The  results  of  the  1957  Legislature  are  not  con- 
sidered final  at  this  time  because  the  Governor  has 
thirty  days  after  adjournment  in  which  to  sign  or 
veto  bills. 

“The  supplementary  report  of  your  Committee 
on  Legislation  to  the  House  of  Delegates  will  con- 
tain the  complete  story. 

“Your  chairman  is  not  happy  about  the  outcome 
of  our  legislative  program.  None  of  the  Medical 
Society-sponsored  bills  were  passed. 

“The  Shultz-Volker  Bill,  ‘to  provide  that  cause  of 
action  for  assault  shall  not  exist  in  favor  of  a person 
from  whom  blood  has  been  taken,  against  a physi- 
cian acting  at  request  of  police  officer,’  passed  the 
Assembly  but  did  not  come  out  of  the  Senate  Motor 
Vehicles  Committee. 

“The  Cooke-Samansky  Bill,  ‘to  provide  that  State 
or  political  subdivision  shall  be  liable  for  act  or 
omission  of  physician  for  withdrawing  blood  at  re- 
quest of  police  officer  for  determining  alcoholic  con- 
tent of  defendant,  except  when  gross  negligence  or 
bad  faith  is  charged  and  proved,  and  to  prohibit 
action  unless  notice  of  claim  is  served,’  passed  the 
Senate  but  did  not  get  out  of  the  Assembly  Com- 
mittee on  Rules.  At  present  we  do  not  have  any 
satisfactory  report  as  to  why  we  did  not  achieve 
success  with  either  of  these  proposals.  It  appears 
that  there  is  a good  prospect  of  obtaining  such  legis- 


lation  next  year,  especially  since  legislation  of  this 
type  has  been  favorably  considered  by  officials  of 
the  Motor  Vehicle  Bureau. 


“Your  chairman  expects  to  call  a meeting  of  the 
Committee  on  Legislation  in  order  to  conduct  a 
‘postmortem  examination’  with  the  hope  of  deter- 
mining the  causes  for  our  failures. 

“Of  the  bills  that  we  opposed,  the  podiatrists’  bill 
passed  both  houses  and  is  now  before  the  Governor. 
This  amends  the  insurance  law  ‘to  include  podiatrical 
care  by  duly  licensed  podiatrist  in  medical  expense 
indemnity  insurance  policies,  instead  of  provision 
for  reimbursement  therefor.’  A memorandum  has 
been  submitted  to  the  Governor  urging  veto  and 
stating  in  full  our  reasons  why  we  believe  that  this 
legislation  would  be  detrimental  to  the  public  wel- 
fare. 

“A  bill  which  ‘incorporates  the  International 
Longshoremen’s  Association  and  Medical  Center  of 
Brooklyn  and  permits  it  to  practice  medicine  through 
physicians  in  its  employ’  passed  both  houses  of  the 
Legislature.  The  original  bill  was  modified  in 
accordance  with  the  recommendations  of  the  Medi- 
cal Society  of  the  County  of  Kings,  and  in  its  present 
form  it  is  not  as  objectionable  as  previously.  The 
bill  now  provides  for  the  organization  of  a diagnostic 
clinic  and  a first-aid  station  and  recommends  that 
after  that  the  patient  should  report  to  his  own 
private  physician  for  treatment. 

“Your  chairman  attended  a medicolegal  sym- 
posium in  Philadelphia  on  March  29  and  30.  This 
was  well  attended  by  physicians  and  lawyers  from 
various  parts  of  the  country. 

“Dr.  David  B.  Allman,  presidentelect  of  the 
American  Medical  Association,  stressed  the  impor- 
tance of  doctors  interesting  themselves  in  legislative 
matters  on  national,  state,  and  local  levels.  He 
stated  that  this  year  we  are  especially  working  for 
the  passage  of  the  Jenkins-Keogh  Bill  in  congress. 

“He  also  talked  about  guides  of  cooperation  be- 
tween physicians  and  lawyers,  which  have  already 
been  set  up  in  seven  or  eight  states.  A committee 
of  our  Society  is  at  present  promulgating  such  a 
guide. 

“The  rest  of  the  program  was  concerned  with  the 
scientific  background  and  public  acceptance  of  tests 
for  intoxication,  a demonstration  of  a trial  of  a 
drunken  driver,  a panel  discussion  on  trauma  and 
cancer  with  our  own  William  F.  Martin  as  modera- 
tor, a splendid  talk  on  medical  expert  testimony  by 
the  well-known  attorney,  Irving  Goldstein  of 
Chicago,  and  the  showing  of  a film,  ‘The  Medical 
Witness,’  which  we  would  advise  all  physicians  to 
see.  Medical  societies  who  wish  to  arrange  for 
showing  ‘The  Medical  Witness’  may  write  to  the 
film  library  of  the  American  Medical  Association.” 

To  the  president’s  request  for  discussion  of  the 
possibility  of  vetoing  the  podiatrists’  bill,  Dr. 
Fineberg  replied:  “We  have  appealed  to  the 

Governor  to  veto  it  and  to  Mr.  Gutman,  who  is  his 
adviser  and  counsel,  unless  Dr.  Smith  has  something 
else  to  add.  We  have  circularized  the  State.  We 
have  asked  the  physicians  to  get  in  touch  with  their 
local  Blue  Shield  Plans  and  fight  against  it.” 

After  discussion  it  was  voted  to  approve  the  report. 
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Dr.  Greenough  stated:  “Dr.  Fineberg  has  been 

our  legislation  chairman  for  two  years.  We  have 
appreciated  his  work.  I know  that  we  have  done 
very  well  under  his  leadership,  and  I think  that  the 
Council  might  congratulate  him  on  his  new  appoint- 
ment as  Deputy  Commissioner  of  Hospitals  of  the 
City  of  New  York,  because  the  City  of  New  York 
apparently  appreciates  him  too.” 

Dr.  Fineberg  replied:  “Thank  you  very  much, 

Mr.  Chairman.  I do  want  to  say  that  I am  very 
grateful  to  those  of  you  who  were  present  at  the 
swearing-in  ceremony  at  City  Hall  last  Thursday. 
It  was  really  grand  to  see  so  many  of  my  colleagues 
in  the  audience  and  on  the  dais.  There  are  a few 
gratifying  features.  One  is  that  it  was  definitely  a 
personal  appointment  of  the  Mayor  and  very  much 
on  the  nonpolitical  side,  and  when  the  Mayor  asked 
me  whom  I would  like  on  the  dais  to  speak,  I said 
I would  like  to  have  doctors.  And  they  were  all 
doctors  except  one  very  important  member  of  our 
community,  Judge  Hallinan  of  the  Appellate  Divi- 
sion.” 

Cults,  Committee  to  Combat. — Dr.  Fineberg, 
chairman,  stated:  “The  two  bills  introduced  to 

license  chiropractors  (the  Peterson-Brennan  and 
Milmoe-Burns  Bills)  were  not  reported  out  of  com- 
mittees. This  year  there  was  again  dissension  among 
the  various  groups  of  chiropractors. 

“Two  organizations  must  be  given  credit  for  their 
assistance  in  beating  back  this  form  of  cultism,  the 
Interdepartmental  Health  Resources  Board  and  the 
Board  of  Regents  of  the  State  of  New  York. 

“This  morning  there  is  available  to  you  the  report 
of  the  Interdepartmental  Health  Resources  Board, 
which  all  physicians  should  read.  It  was  submitted 
to  the  Governor  and  released  with  his  permission. 
Of  great  importance  to  us  is  the  last  paragraph, 
which  states:  ‘P.P.S.  The  Commissioner  of  Mental 
Hygiene  voices  the  opinion  that  the  State  should 
oppose  any  movement  for  the  licensing  of  chiro- 
practors, regardless  of  the  provisions  which  may  be 
written  into  a licensing  act.  Dr.  Hoch  emphasizes 
that  there  is  a certain  contradiction  in  a State 
policy  which,  on  the  one  hand,  sets  the  highest 
standards  of  preprofessional  and  professional  educa- 
tion in  regard  to  the  licensing  of  practitioners  of 
medicine,  and,  on  the  other  hand,  considers  the  pos- 
sibility of  granting  licenses  to  practitioners  of  a 
“healing  art”  whose  educational  background  is  so 
inferior.’ 

“We  still  agree  with  Dr.  Hoch  that  there  can  be 
no  compromise  with  charlatanism.” 

It  was  voted  to  approve  the  report. 

The  Interdepartmental  Health  Resources  Board 
Report  to  Governor  Harriman  will  be  published  in 
the  minutes  of  the  House  of  Delegates,  in  Part  II  of 
the  September  1,  1957,  New  York  State  Journal 
of  Medicine. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Joseph  A.  Lane,  chairman,  reported:  “The  first 

two  items  I wish  to  present  are  regarding  our  de- 
ceased friends.”  (The  resolutions  about  the  late 
Leo  F.  Schiff,  M.D.,  trustee,  and  Colonel  Harry  F. 


Wanvig  appear  in  the  May  15,  1957,  issue  of  the 
New  York  State  Journal  of  Medicine,  pages 
1733  and  1734.) 

Dr.  Lane  continued:  “From  our  regular  meeting 
last  night,  as  a result  of  the  death  of  Colonel  Wanvig, 
the  following  is  a recommendation  of  the  Board  to 
the  Council:  (1)  that  the  present  functions  and 

method  of  operation  of  this  Board  be  continued  and 
(2)  that  James  M.  Arnold  of  H.  F.  Wanvig,  Inc.,  be 
appointed  the  Indemnity  Representative  of  the 
Medical  Society  of  the  State  of  New  York.” 

Approval  was  voted. 

Dr.  Lane  supplemented  his  report  as  follows: 
“Mr.  Donovan  of  Watters  and  Donovan  met  with 
us  last  night,  and  I talked  with  him  on  the  telephone 
a few  minutes  ago.  There  has  apparently  been  con- 
tinued action  in  the  efforts  of  nonlicensed  carriers  to 
sell  their  insurance  from  other  states,  particularly 
in  Maryland,  and  the  Maryland  Insurance  Depart- 
ment has  taken  very  specific  and  definite  action  to 
prevent  any  further  activity  on  the  part  of  these 
brokers  or  carriers  in  that  state.  There  will  be  a 
formal  report  to  the  Council  at  the  next  meeting.” 

Malpractice  Insurance  and  Defense,  Ad  Hoc 
Committee  to  Study. — Dr.  Leo  E.  Gibson,  chairman, 
stated:  “Mr.  President  and  members  of  the  Coun- 
cil, this  is  the  report  of  an  ad  hoc  committee,  the 
authority  of  which  originated  in  a resolution  ap- 
proved by  the  Council  of  March  8,  1956:  ‘It  was 
voted  that  a committee  be  appointed  to  investigate 
the  matter  of  Malpractice  Insurance  and  Defense, 
going  back  to  its  inception,  and  that  the  president 
be  authorized  to  appoint  such  a committee.’ 

“This  resolution  was  initiated  by  a discussion  of  a 
report  rendered  by  the  firm  of  Watters  and  Donovan, 
in  regard  to  malpractice  insurance  and  defense,  to 
the  Superintendent  of  Insurance  of  the  State  of 
New  York  with  the  result  that  certain  doctors  re- 
ceived letters  from  the  State  Insurance  Department. 
In  addition,  it  was  apparent  that  there  was  criticism 
of  the  Group  Insurance  Plan  in  effect  by  the  Medical 
Society  of  the  State  of  New  York  in  regard  to  its 
increasing  cost  and  in  the  decrease  in  its  number  of 
policy  holders.  It  has  been  alleged  that  individuals 
in  the  management  of  the  Group  Plan  realized  un- 
reasonable profit  out  of  the  business  at  the  expense 
of  the  policyholders. 

“The  committee  was  Dr.  Leo  E.  Gibson,  chair- 
man, Dr.  Samuel  Z.  Freedman,  Dr.  Peter  M.  Murray, 
Dr.  Solomon  Schussheim,  and  Dr.  Renato  J. 
Azzari.  Dr.  James  Greenough,  president  of  the 
Medical  Society  of  the  State  of  New  York,  has 
attended  all  the  meetings  of  the  committee. 

“At  the  time  of  organization  of  the  committee  it 
was  realized  that  a committee  of  the  Council  was 
appointed  in  1946,  known  as  the  Council  Committee 
on  Malpractice  Insurance  and  Defense.  This  com- 
mittee reviewed  its  problems  and  emphasized  the 
fact  that  ‘the  complexity  and  importance  of  our 
malpractice  insurance  and  defense  affairs  require  far 
more  intimate  understanding  and  continuity  of 
supervision  than  can  be  provided  as  at  present  by  a 
committee  of  the  Council,  all  of  whose  members  are 
liable  to  frequent  change.’ 
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“An  amendment  in  the  House  of  Delegates  was 
adopted,  authorizing  the  present  Malpractice  Insur- 
ance and  Defense  Board.  The  Group  Plan  had  at 
that  time  been  in  existence  for  twenty-four  years. 

“Owing  to  the  fact  that  the  Malpractice  Insurance 
and  Defense  Board  was  organized  in  1946  and  that 
the  increase  in  insurance  rates  has  been  most  pro- 
nounced since  that  date,  this  committee  has  con- 
fined its  attention  to  that  period. 

“During  the  activity  of  this  committee  we  have 
had  two  conferences  with  Mr.  Joseph  Collins,  chief 
of  the  rating  bureau  in  the  office  of  the  Superin- 
tendent of  Insurance  of  the  State  of  New  York,  two 
conferences  with  Mr.  Linder  of  Wolfe,  Corcoran  and 
Linder,  two  conferences  with  Mr.  William  Martin, 
and  the  chairman  has  held  five  conferences  with 
Colonel  Wanvig’s  office.  It  is  from  these  sources 
that  we  have  obtained  the  information  in  this  report. 

“The  indemnity  carrier  in  your  Group  Plan  re- 
ceives funds  from  the  policyholders  in  the  way  of 
premiums  and,  since  1949,  a contingent  loss  factor. 
These  premiums  have  varied  in  amount,  all  limits, 
from  $331,651  in  1945  to  $2,123,056  in  1955.  The 
contingent  loss  charge  has  varied  from  $37,828  in 
1949  to  $159,206  in  1954  but  decreased  to  $92,964 
in  1955. 

“These  funds  are  disbursed  by  paying  claims,  legal 
counsel  expense,  expense  of  administration,  and  the 
establishment  of  certain  reserves  for  outstanding 
losses  and  unreported  losses.  A tabulation  of  these 
premiums,  claims,  and  reserves  is  made  each  year  to 
the  Medical  Society  by  Mr.  Linder.  This  tabulation 
is  on  file  at  the  office  of  the  secretary  of  the  State 
Society  and  available  to  every  member. 

“Mr.  Linder  reported  that  in  this  tabulation  the 
figures  are  taken  from  the  records  of  the  indemnity 
representative,  that  they  are  satisfactory  to  him  in 
that  all  vouchers  are  checked  to  ascertain  if  legal 
counsel  has  approved  disbursements,  and  that  out- 
standing cases  are  reviewed  to  see  if  counsel  has 
concurred  on  the  estimate  of  such  cases.  Your  com- 
mittee had  access  to  the  same  figures  and  had  no 
way  of  further  investigation. 

“In  order  to  determine  the  cost  of  legal  counsel  in 
disposing  of  claims  your  committee  studied  468 
claims  closed  in  the  year  1955.  We  found  that  the 
cost  fell  into  the  following  items:  investigation  ex- 
pense, expert  preparation  legal  counsel  service,  legal 
counsel  travel,  cost  of  transcripts  of  examination 
before  trial,  and  cost  of  field  investigators  of  the 
carrier.  The  actual  cost  of  legal  counsel  service  for 
this  particular  year  was  10.2  per  cent  of  the  claims 
disposed  of.  The  entire  cost,  including  the  other 
items  in  this  service,  was  13.4  per  cent.  These 
amounts  will  vary  as  the  claims  vary. 

“The  amounts  retained  by  the  carrier  and  paid  to 
the  insurance  representative  are  explained  in  a letter 
from  Mr.  J.  M.  Sweitzer,  Vice-President  and  General 
Counsel  of  the  carrier: 

Dear  Mr.  Wanvig: 

We  have  your  letter  regarding  the  special  #om- 
mittee  appointed  to  examine  the  operations  of  the 
Group  Plan.  You  indicated  that  they  were  in- 
terested in  the  distribution  of  the  premium  and  the 
expense  allowance. 


As  you  know,  all  premiums  paid  to  an  insurance 
company  become  its  exclusive  property  to  spend  as  it 
sees  fit,  except  as  in  cases  such  as  the  group  program 
of  the  New  York  State  Medical  Society  where  a spe- 
cial contingent  loss  fund  is  agreed  on.  The  totals  of 
our  loss  experience  and  the  ratio  of  our  expenses  to 
written  premiums  are  announced  in  our  annual  state- 
ments, and  these  are  broken  down  between  broad 
general  underwriting  classes  but  not  detailed  by  spe- 
cial fines  within  a class. 

Our  expenses  are  divided  among  a very  large 
number  of  items  and  classes  such  as  branch  and  home 
office  salaries,  branch  and  home  office  rent,  clerical 
and  other  expenses,  printing,  taxes,  acquisition  costs, 
etc. 

The  expense  ratio  charged  to  the  New  York  So- 
ciety’s program,  as  you  know,  has  varied  from  year  to 
year  beginning  at  31.5  per  cent  and  was  reduced  from 
time  to  time  until  in  1955  it  reached  a low  of  21.5  per 
cent.  Perhaps  it  will  answer  the  committee’s 
question  if  I say  that,  of  this,  13.5  per  cent  was  re- 
tained by  the  company  and  used  in  the  general  fund 
for  paying  the  cost  of  operating  the  company  and  the 
balance  was  paid  to  your  office  as  commissions.  It 
may  be  useful  if  I add  that  no  other  commissions  or 
allowances  of  any  kind  are  paid  to  you.  Out  of  your 
commissions  you  of  course  must  pay  the  cost  of  op- 
erating your  office  and  such  other  functions  as  are 
usually  performed  by  the  company.  Those  include 
policywriting  and  accounting. 

It  should  be  of  interest  to  the  committee  to  know 
that  the  expense  of  allowance  mentioned  above  is  far 
lower  than  that  applicable  to  any  other  fine  of  in- 
surance or  class  within  a fine.  In  the  field  of  “lia- 
bility other  than  auto”  which  includes  malpractice, 
the  expense  allowance  for  rate-making  purposes  usu- 
ally runs  between  40  and  50  per  cent. 

I hope  this  will  give  your  committee  the  informa- 
tion it  requires. 

J.  M.  Sweitzer 

Vice-President  and  General  Counsel 

“Your  committee  concludes  that  the  fee  of  13.4 
per  cent  of  claims  allotted  to  legal  cost  in  the  cases 
examined  appears  adequate  but  does  not  constitute 
an  unreasonable  profit. 

“Inasmuch  as  it  has  been  established  that  in  con- 
tracts on  an  individual  basis  the  allowance  for  com- 
mission would  be  between  20  and  25  per  cent  plus 
an  additional  20  per  cent  for  the  carrier  to  cover 
general  overhead,  taxes  and  profit,  the  21.5  per  cent 
which  was  obtained  since  1955  in  the  Group  Plan  is 
reasonable.  The  21.5  per  cent  of  premiums  retained 
by  the  carrier  is  a reduction  from  31.5  per  cent  ob- 
tained previous  to  1955.  Of  this  amount  13.5  per 
cent  is  retained  by  the  company  and  used  in  the  j 
general  fund  for  paying  the  cost  of  operating  the 
company;  the  balance  is  paid  to  the  insurance 
representative.  No  other  allowance  is  made  to  him 
in  any  manner,  according  to  the  letter  from  the 
carrier.  An  inspection  of  the  layout  of  his  office  and 
the  fact  that  20  people  are  employed  there  indicates 
that  his  profit  is  reasonable.  The  amount  of  this 
compensation  will  vary  with  the  premiums  and 
thereby  involves  a certain  risk. 

“In  the  report  of  Malpractice  Insurance  and  De- 
fense Board  of  April,  1956,  it  states  that:  ‘The 

Yorkshire  resigned  as  carrier  of  the  Group  Plan  on 
June  30,  1949.  During  the  6.5  years  since  then, 
there  has  been  a total  of  322  new  claims  reported  to 
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them  for  events  which  occurred  prior  to  that  date. 
Of  these,  04  were  still  open  and  outstanding  at  the 
end  of  1955,  for  which  reserves  of  $260,750  have  been 
established.  This  is  an  average  of  more  than  $4,000 
each.’  This  appears  to  represent  a latent  liability 
which  requires  sufficient  reserves. 

“From  our  conference  with  a representative  of  the 
Superintendent  of  Insurance,  that  official  appears 
to  have  no  criticism  of  the  rates  of  the  Group  Plan. 

“In  a communication  from  the  administrators  of 
the  professional  liability  program  for  the  American 
College  of  Surgeons  it  is  stated:  ‘Malpractice  suits 
are  increasing  in  frequency,  the  public  rs  becoming 
more  claim  conscious,  courts  are  more  liberal  in 
rendering  judgments  in  favor  of  the  plaintiff,  protec- 
tion against  these  liabilities  is  becoming  more  diffi- 
cult to  obtain,  and  frequently  only  inadequate 
limits  are  available.’ 

“They  also  state:  ‘Rate  increases,  varying  from 
17  per  cent  in  one  case  to  more  than  100  per  cent, 
have  become  effective  in  43  states.’ 

“The  rate  under  this  program  for  $25,000/ 
$75,000  upstate  is  $194.94,  the  same  as  the  Group 
Plan,  excluding  the  contingent  loss  charge. 

“In  regard  to  the  number  of  cases  settled,  no  case 
can  be  settled  without  the  written  consent  of  the 
physician.  While  we  have  no  figures  at  present,  we 
feel  that  a fairly  large  percentage  of  claims  are 
medically  indefensible. 

“The  question  of  the  employment  of  an  impartial 
consulting  actuary  at  a large  expense  to  study  the 
insurance  problem  has  been  discussed  by  your  com- 
mittee. The  result  of  such  action  might  dispel  the 
growing  loss  of  confidence  in  our  Group  Plan  and 
substantiate  the  figures  already  obtained.  We 
doubt  that  the  carrier  would  be  obliged  to  open  their 
accounts  for  such  a study.  An  attempt  of  this  na- 
ture might  result  in  the  loss  of  our  carrier. 

“This  report  is  informative  and  carries  no  recom- 
mendation.’’ 

Amid  applause  it  was  voted  to  accept  the  report 

with  thanks. 

Nursing  Education. — Dr.  Raymond  S.  McKeeby, 
chairman,  stated:  “Mr.  President  and  members  of 
the  Council,  first  I would  like  to  report  on  the  meet- 
ing of  the  Joint  Commission  in  New  York  State  for 
Improvement  of  Care  of  the  Patient,  which  I at- 
tended on  March  8,  1957,  in  New  York  City  at  the 
request  of  the  president.  The  chairman  was  Dr. 
Louis  M.  Rousselot,  who  is  also  a member  of  our 
Nursing  Education  Committee. 

“The  hospital’s  role  in  the  foreign  medical  gradu- 
ates problem  was  presented  by  Dr.  Stiles  D.  Ezell, 
secretary  of  the  Board  of  Medical  Examiners,  State 
Education  Department.  It  was  pointed  out  that 
hospitals  must  recognize  that  the  previous  training 
of  most  of  these  foreign  graduates  has  been  such 
that  they  have  had  very  little  contact  with  patients 
prior  to  internship.  For  this  reason  orientation  of  a 
clinical  approach  is  necessary. 

“He  also  said  that  there  has  been  a tendency  for 
the  hospitals  to  accept  these  people  without  an 
evaluation  of  their  credentials,  and  since  accredita- 
tion enters  the  picture,  numbers  have  been  con- 


sidered instead  of  quality.  He  asked  the  question, 
how  much  responsibility  do  hospitals  have  toward 
the  foreign  graduate?  He  answered  it  by  saying 
that  they  must  take  more  if  they  are  going  to  employ 
them.  They  must  think  of  what  they  are  turning  out 
as  physicians.  Incidentally  a large  portion  of  these 
men  remain  in  this  country  as  physicians. 

“The  foreign  graduate  in  his  system  of  education 
has  had  little  opportunity  to  examine  patients,  see 
children,  or  do  deliveries,  etc.  Therefore,  the  hos- 
pitals must  set  up  programs  to  meet  these  needs. 

“Language  is,  of  course,  the  great  difficulty.  It 
takes  him  a year  or  two  to  get  over  this  barrier.  If 
they  take  foreign  graduates,  hospitals  should  set  up 
classes  in  English.  Before  they  can  be  of  any  use  in 
clinical  experience,  the  hospital  must  set  up  a pro- 
gram of  history  taking  and  physical  diagnosis.  Poor 
histories  and  physicals  which  are  written  should  not 
be  just  ignored  and  condoned,  and  you  can’t  expect 
them  to  write  good  histories  without  supervision. 
Also  it  was  pointed  out  that  he  should  have  a satis- 
factory orientation  in  pathology,  physiology,  and 
immunology.  It  is  the  responsibility  of  the  hospital 
to  set  up  a service  which  parallels  a clinical  clerkship 
such  as  our  own  medical  schools  employ.  Also  a 
course  in  initial  management  of  emergencies  should 
be  provided.  He  went  on  to  say  that  if  the  hospitals 
are  going  to  accept  them,  they  should  be  provided 
with  a satisfactory  program,  realizing  the  difference 
in  their  backgrounds  and  teaming,  so  they  will  be 
acceptable  in  medicine.  By  good  rights  foreign 
graduates  should  be  absorbed  into  teaching  hos- 
pitals, but  since  this  is  not  possible,  many  staff 
members  of  hospitals  who  accept  them  will  have  to 
change  their  attitudes  and  accept  these  new  re- 
sponsibilities in  regard  to  this  foreign  graduate  pro- 
gram. 

“The  next  topic  presented  was  ‘A  Method  to 
Project  the  Nurse  Supply  for  the  Next  Fifteen 
Years’  by  Miss  Marion  Sheahan,  who  is  associate 
general  director  for  the  National  League  for  Nurs- 
ing. In  her  talk  she  pointed  out  certain  factors 
which  will  influence  the  need  in  the  next  fifteen 
years,  for  example,  the  use  of  new  drugs  in  the  treat- 
ment of  mental  illness.  Also  the  ratio  of  how  many 
registered  nurses  to  practical  nurses  will  have  to  be 
decided.  In  1949  it  was  one  practical  nurse  to  seven 
registered  nurses;  in  1955  there  was  a ratio  of  one 
to  four  in  the  North  Atlantic  States. 

“It  was  also  mentioned  that  the  trend  has  been 
for  registered  nurses  or  students  going  into  nursing 
to  want  an  A.B.  degree.  Therefore,  it  was  suggested 
that  ample  facilities  be  provided  for  this. 

“We  also  had  a communication  from  the  Joint 
Commission  of  New  York  State  for  Improvement  of 
Care  of  the  Patient,  in  which  we  were  asked  to 
approve  recommendations  which  have  already  been 
approved  by  the  other  members  of  the  Joint  Com- 
mission. At  the  time,  on  January  11,  when  they 
were  accepted,  Dr.  Frey  was  present  for  the  Society. 
The  first  recommendation  is  in  regard  to  asking  for 
funds  to  correlate  some  of  the  studies  relative  to  the 
nursing  shortage: 

1.  That  the  Commission  write  to  the  Commis- 
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sioner,  State  Department  of  Education,  requesting 
that  funds  be  budgeted  and  personnel  be  employed 
for  the  period  required  to  analyze  and  cooordinate 
the  results  of  those  studies  which  disclose  for  New 
York  State: 

(а)  Known  and  expected  population  increase 
over  the  next  decade  as  relates  to  increased  need  for 
postsecondary  educational  personnel  and  facilities 
in  the  field  of  nursing. 

(б)  Nurse  personnel  shortage  and  need  as  of  this 
date  and  as  projected  for  next  decade  based  on  in- 
creased population  and  increased  utilization  of  hos- 
pital facilities. 

Such  analysis  and  projection  shall  be  for  the  pur- 
pose of  indicating  definitively  the  degree-  of  need  for 
expanded  nurse  teaching  facilities  and  teaching  per- 
sonnel to  accommodate  expected  increased  enroll- 
ment of  nurse  students  based  on  current  ratio  of 
secondary  school  graduates  entering  the  nursing  pro- 
fession. 

2.  That  subsequent  to  reply  from  the  Commis- 
sioner and  consistent  with  its  contents,  an  article  be 
prepared  by  the  Commission  for  publication  in  the 
State  journals  of  the  constituent  members,  as  well  as 
other  related  media,  that  will  disclose  and  emphasize 
the  problem  in  broad  terms  to  the  end  that  those  ulti- 
mately responsible  at  the  local  level  for  the  imple- 
mentation of  needed  expansion  are  made  aware  of  the 
impending  need  for  such  at  an  early  date.  It  is 
further  recommended  that  an  appropriate  news  story 
be  prepared,  based  on  such  article  and  be  released 
at  an  early  date,  consistent  with  journal  release 
dates. 

“I  move  the  acceptance  of  the  report  of  the  Joint 
Commission’s  meeting  and  also  the  approval  of  these 
two  recommendations.” 

It  was  voted  to  adopt  the  report. 

Office  Administration  and  Policies. — Dr.  Ander- 
ton reported  as  follows  in  the  absence  of  Dr.  John  J. 
Masterson,  chairman:  “The  Office  Administration 
and  Policies  Committee  met  yesterday  in  the  State 
Society  offices.  Various  personnel  matters  were 
approved. 

“The  committee  discussed  the  question  of  mimeo- 
graphing and  addressing  for  Physicians’  Home,  and 
it  was  the  sense  of  the  meeting  that  Physician’s 
Home  should  pay  the  Society  for  any  costs  involved. 

“The  office  manager  reported  that  he  had  had  a 
telephone  conversation  with  Colonel  Richards,  of 
the  Office  of  Dependents  Medical  Care,  regarding 
the  advance  payment  which  the  Society  had  re- 
quested. The  monies  from  this  advance  payment 
would  be  used  to  pay  physicians’  claims.  In  the  re- 
quest for  advance  payment,  the  Society  stated  that 
it  would  not  be  willing  to  place  securities  in  escrow 
as  security  for  the  advance  payment.  Instead  a 
type  of  security  bond  would  be  obtained  from  an 
insurance  company.  Colonel  Richards  objected  to 
this  suggestion  on  the  basis  of  the  cost  and  requested 
that  the  Society  reconsider  the  possibility  of  placing 
securities  in  escrow.  After  discussion  the  commit- 
tee decided  that  we  did  not  desire  to  pledge  securities 
and  instead  wished  to  use  the  advance  payment  bond. 

“I  move  that  this  part  of  the  report  be  referred  to 
the  Board  of  Trustees.” 

Approval  was  voted  and  the  matter  referred  to  the 
Board  of  Trustees. 


“Each  employe  of  the  Society  is  placed  under  a 
fidelity  bond  of  $25,000.  The  committee  approved 
increasing  the  bond  of  $25,000  to  $50,000  on  Dr. 
Anderton,  Dr.  Dattelbaum,  and  Mr.  Alexander. 
The  cost  of  this  increased  amount  would  be  $365.66 
for  three  years.  The  committee  voted  to  ask  the 
Council  to  request  the  Board  of  Trustees  for  an  addi- 
tional budgetary  appropriation  in  order  to  cover  this 
expenditure.” 

It  was  so  voted. 

It  was  voted  to  approve  the  committee’s  report  as 

a whole. 

Publication. — Dr.  .Anderton  reported  as  follows 
for  the  chairman,  Dr.  Masterson:  “The  Publication 
Committee  held  its  regular  monthly  meeting  yester- 
day. 

“Dr.  Redway  presented  his  report,  which  was 
accepted,  and  in  a discussion  regarding  the  possi- 
bility of  publishing  material  regarding  diet  lists,  it 
was  suggested  that  the  Journal  might  publish  such 
diet  lists  based  on  present  scientific  knowledge.  Dr. 
Redway  reported  that  he  would  do  some  work  along 
this  line. 

“It  was  reported  to  the  committee  that  it  was 
expected  that  clinicopathologic  conference  reports 
could  be  expected  from  Queens  General  Hospital 
during  the  summer. 

“Dr.  Redway  suggested  the  possibility  of  running 
some  material  on  Colonel  Wanvig  to  give  recogni- 
tion for  his  services  to  the  Society.  It  was  the  sense 
of  the  meeting  that  the  Journal  carry  editorial 
comment. 

“There  was  general  discussion  of  material  and 
pictures  relating  to  the  Sesquicentennial.  The  com- 
mittee voted  to  recommend  to  the  Council  the  ap- 
pointment of  an  historian  for  the  Society.  One 
object  of  this  suggestion  was  that  an  historian  might 
possibly  arrange  some  of  this  material  in  the  form 
of  a display  in  the  Society’s  office. 

“A  suggestion  was  received  from  Dr.  Walter  W. 
Mott.  His  thought  was  that  we  might  omit  the 
miscellaneous  material  in  the  Directory  and  publish 
this  material  in  a separate  hard-cover  edition.  The 
committee  will  look  into  this  matter. 

“The  business  manager’s  monthly  report  was 
accepted. 

“I  move  approval  of  the  report,  sir,  which  would 
include  the  adoption  of  the  recommendation  that 
the  State  Society  have  an  historian.” 

Approval  was  voted. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  stated  that  he  had  attended  one 
meeting  and  had  arranged  12  postgraduate  lectures 
in  nine  counties  since  the  committee’s  March  report 
to  the  Council. 

He  announced:  “1.  On  November  8,  1956,  the 
Council  adopted  a recommendation  by  the  Subcom- 
mittee on  Accident  Prevention  to  approve  “in  prin- 
ciple” a crash-injury  study  proposed  by  the  Auto- 
motive Crash-Injury  Research  Unit  of  the  Depart- 
ment of  Public  Health  and  Preventive  Medicine  of 
the  Cornell  University  Medical  College,  encompass- 
ing all  accidents  occurring  on  the  New  York  State 
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Thruway.  Cooperating  in  this  project  are  the 
Thruway  Authority,  the  New  York  State  Depart- 
ment of  Health,  and  the  New  York  State  Police. 
Preparatory  to  the  commencement  of  the  study,  the 
State  Society  was  requested  to  send  a letter  to  all 
physicians  in  the  counties  adjacent  to  the  Thruway 
urging  their  full  cooperation,  including  the  filling 
out  of  report  forms  on  the  accident  victims. 

“However,  Mr.  William  Martin,  our  legal  counsel, 
has  stated  that  the  release  to  the  State  Health 
Department  of  the  names  of  accident  victims  on 
these  forms  (which  will  be  used  solely  for  research 
purposes)  would  violate  the  principles  of  profes- 
sional conduct  and  “could  give  rise  to  a cause  of 
action  for  breach  of  a confidential  relationship.” 
When  your  chairman  conferred  with  Dr.  John 
Moore,  director  of  the  Cornell  group,  and  Mr. 
Robert  Tracy,  its  field  supervisor,  it  appeared  to 
them  that  the  recent  passage  of  a certain  amendment 
to  the  Public  Health  Law  relative  to  the  powers  of 
the  Commissioner  of  Health  would  obviate  further 
concern  in  this  regard.  Mr.  Martin  has  been  re- 
quested to  give  us  his  opinion  at  the  Council  meeting 
on  April  11. 

“2.  The  Subcommittee  on  Cancer  would  like  to 
report,  after  detailed  study,  that  further  investiga- 
tion by  the  Medical  Society  of  the  State  of  New  York 
of  the  Institute  of  Applied  Biology  is  not  recom- 
mended. 

“3.  Your  chairman  would  like  to  request  approval 
of  the  designation  of  Dr.  Jean  Watkeys  of  Rochester 
to  represent  the  Subcommittee  on  Medical  Film 
Review  at  the  Golden  Reel  Film  Festival  in  New 
York  in  April.  Both  Dr.  Kenneth  B.  Olson,  chair- 
man, and  Dr.  John  L.  Norris,  member  of  the  sub- 
committee, have  recommended  that  she  be  included 
on  the  committee  in  the  future,  as  has  her  own 
Medical  Society  of  Monroe  County. 

“4.  At  the  request  of  Dr.  Stiles  D.  Ezell,  secretary 
of  the  Board  of  Medical  Examiners  of  the  State 
Education  Department,  representatives  of  the 
State  Society  were  present  in  Albany  on  March  13, 
1957,  at  a conference  with  Mr.  Ewald  B.  Nyquist, 
Associate  Commissioner  of  Higher  Education,  Dr. 
John  Forst,  chief  of  the  Bureau  of  Health  Service, 
and  Dr.  Joseph  A.  Geis,  supervisor  of  medical 
services  for  the  Department.  Representing  the 
Medical  Society  were  Dr.  William  E.  Ayling,  chair- 
man of  the  Subcommittee  on  School  Health,  Dr. 
Thomas  M.  d’Angelo  of  the  Section  on  Ophthal- 
mology, and  Dr.  Frederick  Lee  Liebolt,  secretary  of 
the  Section  on  Orthopedics.  Also  present  were 
representatives  of  the  optometrists  and  of  the 
podiatrists  of  the  State  since  the  conference  had  to 
do  with  the  possible  use  of  these  groups  in  the  school 
health  program. 

“The  optometrists  and  podiatrists  wished  to  have 
representation  on  the  Advisory  Committee  of  the 
Board  of  Regents;  they  wanted  permission  from 
the  Department  of  Education  to  go  into  the  schools 
and  screen  the  children  in  their  particular  fields. 
They  also  desired  to  conduct  a pilot  study  in  certain 
schools  to  evaluate  the  present  screening  regulations. 
At  its  meeting  in  June,  1955,  the  Subcommittee  on 
School  Health  of  the  State  Society  went  on  record 


that  ‘It  was  the  consensus  of  the  committee  that 
special  surveys  by  groups  not  officially  connected 
with  the  schools  should  be  discouraged.’  Dr. 
Ayling  maintained  this  viewpoint  in  the  discussion. 

“No  action  was  taken  at  the  meeting,  but  Mr. 
Nyquist  said  the  Department  would  take  the  sug- 
gestions under  consideration  and  would  answer  the 
requests  at  a later  date.” 

Dr.  Moore  stated:  “Mr.  President  and  members 
of  the  Council,  in  February  of  this  year  Dr.  Cur- 
phey’s  report  of  the  Subcommittee  on  Cardiovascu- 
lar Disease  was  tabled.  I move  that  we  take  it  from 
the  table.” 

It  was  so  voted. 

Dr.  Moore  stated:  “Today  we  have  with  us  Dr. 
J.  G.  Fred  Hiss  of  the  Heart  Association.  We  know 
that  Dr.  Hiss  has  been  an  ardent  worker  in  the  Medi- 
cal Society’s  Subcommittee  on  Heart  Disease.  He  is 
here  to  state  the  position  which  was  not  clear  when 
Dr.  Curphey  reported.  I would  like  permission  for 
Dr.  Hiss  to  state  the  problem.” 

Dr.  Hiss  stated:  “Mr.  President  and  members  of 
the  Council,  the  Council  on  Rheumatic  Fever  and 
Congenital  Heart  Disease  of  the  American  Heart 
Association  has  investigated  the  problem  and  the 
advances  in  preventing  rheumatic  fever.  This  has 
reached  a degree  where  it  is  possible  to  a large  extent 
to  prevent  rheumatic  fever. 

“The  procedure  put  out  by  the  American  Heart 
Association  is  in  its  third  revision  ( displaying ). 

“All  of  the  scientists  that  are  familiar  with  this 
throughout  the  country  feel  that  there  is  plenty  of 
information  available  to  prevent  most  of  the  cases  of 
rheumatic  fever,  and  in  many  areas  programs  have 
been  or  are  being  implemented. 

“With  this  in  mind  the  State  heart  organization 
(known  as  the  Heart  Assembly  so  that  it  will  not  be 
confused  with  the  New  York  City  Heart  Associa- 
tion) has  drawn  up  this  list  of  criteria  for  instituting 
programs  throughout  the  State  of  New  York,  and 
this  sheet  was  submitted  here  for  approval. 

“I  don’t  know  just  what  the  objections  were  ex- 
cept that  they  had  to  do  with  the  cost  or  who  is  to 
pay  for  the  program. 

“I  think  that  in  this  State  all  preventive  programs 
are  really  the  function  of  the  State  Health  Depart- 
ment. The  Heart  Association — I have  their  policy 
here  ( displaying ) — has  policies  that  forbid  them  to 
carry  on  such  programs  on  a permanent  basis  or  to 
organize  them  with  the  idea  that  the  Heart  Asso- 
ciation will  carry  them  on  permanently.  They  do 
provide  for  speeding  up  or  starting  such  programs 
with  the  idea  that  they  will  be  put  into  the  proper 
hands  as  soon  as  possible.  Sometimes  some  pro- 
grams are  put  on  as  a demonstration,  and  it  is  for 
that  purpose  that  they  wanted  the  approval  of  this 
report  so  these  programs  could  be  instituted  through- 
out the  State,  expenses  to  be  borne  by  subdivisions 
of  the  Heart  Association  where  necessary  to  get 
them  started,  and  then  as  soon  as  possible  put  them 
where  they  belong,  either  with  county  health  depart- 
ments or  with  the  State  Health  Department. 

“Now,  if  I might  speak  as  an  individual,  this  re- 
port calls  for  each  county  chapter  negotiating  with 
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its  county  medical  society.  I was  not  present  when 
this  was  written,  but  I know  this  follows  the  regular 
plan  of  instructions  from  the  American  Heart  Asso- 
ciation, that  all  chapters  are  to  work  with  county 
medical  societies  and  get  their  endorsements  before 
going  ahead. 

“I  am  a member  of  the  Heart  Committee  of  this 
organization.  I am  not  its  chairman,  but  the  chair- 
man was  out  of  the  country  when  this  came  up,  so 
that  in  a way  I functioned  for  him.  My  own 
opinion  is  that  this  really  should  not  be  done  in  this 
State  on  a county  basis.  I think  it  should  be  State- 
wide so  that  we  don’t  have  50  different  plans  in  50 
different  counties.  I think  this  organization  and  the 
State  Health  Department  and  probably  the  State 
Heart  Association  should  get  together  and  work  out 
a State-wide  program.  I think  that  would  be  much 
simpler. 

‘'I  have  one  other  suggestion  to  make  as  a member 
of  the  State  Medical  Society,  and  that  is,  in  view  of 
this  splendid  booklet  that  I received  just  recently, 
'The  Guide  for  Cooperation’  ( displaying ),  put  out 
by  the  Public  Relations  Committee,  I think  a com- 
parable booklet  describing  relations  between  the 
State  Medical  Society  and  its  component  county 
societies  with  voluntary  health  associations  would  be 
of  tremendous  value. 

“I  can  tell  you  that  the  Heart  Association  with  the 
best  of  intention  has  put  the  negotiations  at  the 
county  level.  Personally,  I think  that  is  a poor 
level.  I think  that  our  lay  people,  although  they 
have  the  best  of  intentions,  are  not  the  best  trained 
for  considering  public  relations  and  large  public 
programs,  and  I think  in  the  area  of  many  county 
societies  that  is  also  so,  that  the  public  relations 
aspect  of  some  of  these  programs  is  much  better 
understood  by  your  committee  that  devotes  so  much 
time  to  this,  rather  than  individual  county  societies. 

“I  know  that  because  of  slight  frictions  between 
these  groups,  generally  based  on  misunderstanding 
of  terms  and  intents,  the  opinion  prevails  in  some 
areas  that  doctors  are  antagonistic  to  the  prevention 
of  disease.  That  is  most  unfortunate  for  our  public 
relations,  and  I think  if  it  were  all  handled  at  a State 
level  with  advice  to  county  societies,  letting  them 
do  the  local  implementing,  it  would  help  a great 
deal.” 

After  discussion  Dr  Moore  stated:  “The  reason 
it  was  tabled  was  that  I raised  the  question  as  a 
member  of  the  Council,  and  I asked  Dr.  Curphey 
how  long  we  should  go  on  approving  the  extraction 
of  money  from  the  public  and  from  various  health 
foundations  and  then  turning  the  program  over  to 
the  Health  Department  where  the  public  pays  twice. 
He  said  that  this  is  a point  well  taken,  and  then 
somebody  tabled  it  until  we  could  determine  the 
facts.  Now  we  have  learned  that  the  policy  of  the 
Heart  Association  is  not  to  give  drugs  to  individual 
patients  except  on  pilot  programs,  and  when  the 
pilot  program  has  proved  itself,  it  is  transferred  to 
some  public  agency.  That  is  what  Dr.  Hiss  is  here 
to  explain.  The  criteria  for  the  programs  of  second- 
ary prevention  of  rheumatic  fever  by  the  Heart 
Association  were  not  acted  on,  and  Dr.  Curphey 
asked  the  Council  to  approve  those  criteria  of  the 


Heart  Association.  Before  the  Council  could  take 
action  it  was  tabled  because  of  my  question.  Now 
I am  satisfied.  My  question  has  been  answered,  and 
I no  longer  object  to  the  principles  of  the  Heart 
Association.  Therefore,  I move  that  we  approve  the 
criteria  for  programs  of  secondary  prevention  of 
rheumatic  fever  of  the  New  York  Heart  Association 
in  principle  and  refer  them  to  the  Committee  on 
Public  Health  and  Education  to  implement  with  the 
State  Health  Department  and  the  Heart  Associa- 
tion.” 

Approval  was  voted. 

Dr.  Moore  continued:  “There  are  two  or  three 
items  that  I would  like  to  dispose  of  today.  They 
are  in  the  report,  but  one  or  two  need  supplementary 
comment. 

“We  can  clear  up  item  1,  providing  Mr.  Martin 
will  give  the  Council  his  opinion  regarding  this  legis- 
lation.” 

Mr.  J.  Richard  Burns  of  Martin  and  Clearwater 
stated:  “Mr.  President  and  Dr.  Moore,  we  made  a 
very  careful  study  of  this  question  of  doctors  giving 
information  on  patients  who  were  injured  on  the 
Thruway,  and  until  the  adoption  of  this  bill  we  felt 
that  there  could  be  action  brought  against  the  doctor 
for  breach  of  the  confidential  relationship. 

“I  think,  perhaps,  partially  because  of  Mr. 
Martin’s  objection  to  this  information  being  given, 
the  Public  Health  Law  was  amended  so  as  to  provide 
now  that  this  information  (1)  cannot  be  used  in 
testimony  before  any  court  or  commission,  (2)  the 
material  must  be  kept  confidential,  and  (3)  a doctor, 
hospital,  or  any  other  person  cannot  be  sued  for 
giving  this  information.  I think  now  that  the 
doctor  is  protected  since  they  have  adopted  the 
specific  change  in  the  Public  Health  Law.  There 
was  some  reservation  raised  as  to  whether  the  giving 
of  this  information  might  violate  either  the  canons 
of  ethics  of  the  Society  or  the  rules  adopted  by  the 
Board  of  Regents  on  unprofessional  conduct.  We 
do  not  feel  that  the}’  will,  since  it  is  announced  public 
policy  of  the  State  that  the  doctors  cooperate  in  this 
program  and  that  they  give  this  information.  This 
has  the  force  of  statute  and  would  overrule  any 
regulations  adopted  by  the  State  Department  of 
Education.  Therefore,  I think  the  problem  has  been 
taken  care  of.” 

Dr.  Moore  stated:  “I  can  give  the  procedure  if 
anybody  wants  it.  However,  I think  the  objection 
has  been  removed,  and  I therefore  move  total  ap- 
proval of  this  project.” 

Approval  was  voted. 

Dr.  Moore  continued:  “Concerning  the  next 

item,  number  2,  the  recommendation  of  the  sub- 
committee is  in  keeping  with  a meeting  of  the  Ameri- 
can Medical  Association’s  House  of  Delegates  in 
Seattle  where  several  states  had  the  feeling  that 
nothing  further  would  be  gained  from  states  trying 
to  enter  into  these  controversies  regarding  cancer 
treatment.  Therefore,  I move  that  the  State  Society 
make  no  further  effort  to  study  or  designate  a group 
to  study  the  Revici  treatment.” 

After  discussion  it  was  voted  that  no  further  action 

be  taken  at  present. 
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Dr.  Moore  continued:  “I  would  like  to  recom- 

mend or  move  adoption  of  item  3 of  the  report,  that 
Dr.  Jean  Watkeys  of  Rochester  represent  the  Sub- 
committee on  Medical  Film  Review  at  the  Golden 
Reel  Film  Festival  in  New  York  in  April,  with  her 
expenses  to  that  festival  paid.  In  the  past  Dr. 
Kenneth  B.  Olson  has  represented  the  subcommittee 
at  these  festivals  with  expenses  paid,  and  he  recom- 
mends, together  with  Dr.  John  L.  Norris,  a member 
of  the  subcommittee,  that  Dr.  Watkeys  do  the  job 
this  year.” 

Approval  was  voted. 

It  was  voted  to  adopt  the  report  as  a whole  as 

amended. 

Public  Relations. — Dr.  Floyd  S.  Winslow,  chair- 
man, submitted  the  following  report:  “Completing 
the  antichiropractic  campaign  and  developing  pro- 
posed standards  of  practice  for  the  medical  and 
legal  professions  were  two  of  the  activities  in  which 
your  committee  and  the  staff  of  the  Public  and  Pro- 
fessional Relations  Bureau  were  engaged  since  the 
last  report  to  the  Council. 

“Prior  to  the  adjournment  of  the  Legislature  on 
March  30,  when  the  chiropractic  licensure  bills  died 
in  committee,  the  Bureau  continued  work  with  Dr. 
Henry  I.  Fineberg  in  carrying  out  the  plan  of  action 
established  several  months  ago.  The  field  men  com- 
pleted the  alerting  of  county  medical  society  officials 
to  contact  their  local  legislators.  A new  supply  of 
“Should  Chiropractors  Be  Licensed,”  in  the  amount 
of  5,000,  came  off  the  press. 

“By  way  of  recapitulation  your  committee  reports 
that  during  the  campaign  over  50,000  pamphlets 
were  distributed.  More  than  70  per  cent  of  these 
requests  were  the  results  of  publicity  in  the  News- 
letter. Of  the  50,131  pieces  sent  out,  36,051  were 
requested  by  Newsletter  readers.  The  following  is  a 
breakdown  of  the  total  distribution:  ‘Should 

Chiropractors  Be  Licensed?,’  19,490;  ‘Why  Chiro- 
practors Should  Not  Be  Licensed,’  11,631;  ‘The 
Scope  of  Chiropractic,’  9,502;  ‘Science  vs.  Chiro- 
practic,’ 8,773,  and  ‘What’s  New  in  Chiropractic,’ 
735. 

“Work  was  also  started  on  publicity  for  the  meet- 
ing of  the  House  of  Delegates.  Releases  about  the 
delegates  were  sent  to  editors  in  the  areas  from  which 
the  delegates  come.  Following  the  custom  of  the 
past  several  years  the  members  of  the  secretarial 
staff  are  now  combing  the  Medical  Directory  to 
select  physicians  in  practice  fifty  years,  who  will  be 
honored  during  the  time  the  House  meets. 

“Writers  who  contacted  the  Bureau  were  given 
assistance.  In  one  instance  a completed  article  was 
submitted  to  the  Bureau  for  review.  This  article 
was  sent  to  a representative  of  the  panel  set  up  by 
the  Coordinating  Council  of  the  New  York  City 
Medical  Societies  for  this  purpose.  The  article  was 
reviewed  and  returned  to  the  author  with  comments. 

“The  April  issue  of  the  Newsletter,  in  compliance 
with  instructions  of  the  Council,  carried  a box  with 
the  heading  ‘Doctors  Neglecting  to  Register  Penal- 
ized.’ The  article  stated  that  some  doctors  had  been 
heavily  penalized  for  failing  to  register  on  time  and 
called  attention  to  a detailed  article  in  the  March  1 


issue  of  the  New  York  State  Journal  of  Medi- 
cine. 

“Publicity  was  given  to  postgraduate  lectures 
through  releases  sent  to  editors  whose  papers  cover 
Fulton,  Greene,  Jefferson,  Ontario,  Rensselaer, 
Suffolk,  and  Sullivan  counties. 

“Through  Mr.  Walsh  the  Bureau  continued  to 
cooperate  with  the  Woman’s  Auxiliary.  The  prin- 
cipal activity  was  the  preparation  for  the  1957 
Auxiliary  Convention  to  be  held  at  the  Biltmore, 
May  12  to  15.  Among  other  projects  in  which  help 
was  rendered  were  the  auxiliary’s  antichiropractic 
licensure  campaign,  the  Fifth  Annual  Health  Poster 
Contest,  the  spring  issue  of  the  Distaff,  and  articles 
for  the  New  York  State  Journal  of  Medicine. 

“Requests  continue  to  be  received  for  copies  of 
the  revised  ‘Guide  for  Cooperation  for  Doctors, 
Hospitals  and  Reporters,’  which  recently  was 
mailed  to  all  State  Society  members.  Beyond  our 
regular  distribution,  arrangements  have  been  made 
with  the  Hospital  Association  of  New  York  State 
and  the  Association  of  Private  Hospitals  for  sending 
out  the  pamphlet.  Copies  also  have  been  sent  to 
the  Greater  New  York  Hospital  Association.  In 
addition,  several  requests  from  individual  hospitals 
have  been  filled.  Copies  also  have  been  mailed  to 
the  editors  of  daily  and  weekly  newspapers  in  the 
State  as  well  as  to  radio  and  television  stations.  A 
supply  has  been  forwarded  to  the  Newspaper  Re- 
porters Association  for  distribution  to  members. 

“In  order  to  find  ways  of  promoting  wider  use  of 
available  radio  and  television  materials  by  county 
medical  societies,  the  Bureau  is  reviewing  what  is 
being  done  at  the  local  level  in  radio  and  television. 

“Your  committee’s  subcommittee  on  Cooperation 
with  Media  of  Information,  Dr.  John  C.  McClin- 
tock,  chairman,  held  a meeting  to  discuss  proposed 
standards  of  practice  for  the  medical  and  legal  pro- 
fessions on  March  14  at  headquarters.  Those  pres- 
ent were  Drs.  McClintock,  Fineberg,  Naples,  and 
Greenough,  Mr.  Charles  Margett,  vice-president, 
New  York  State  Bar  Association,  Mr.  Miebaeh,  and 
Mr.  Tracey.  The  meeting  was  devoted  to  a review 
of  a document,  prepared  by  the  Bureau,  containing 
suggested  standards  of  practice.  Certain  changes 
were  suggested  during  the  meeting.  As  a result 
your  subcommittee  and  the  Bar  Association’s  com- 
mittee are  preparing  revised  versions  of  the  docu- 
ment. A meeting  has  been  called  for  April  11,  at 
which  time  it  is  expected  that  a final  version  for 
submission  to  the  House  of  Delegates  will  be  agreed 
on  by  both  groups. 

“In  connection  with  the  work  concerning  the 
‘Standards  of  Practice,’  your  committee  calls  atten- 
tion to  the  fact  that  there  appears  to  be  much 
interest  in  this  at  the  local  level.  Word  has  been 
received  that  recently  the  Medical  Society  of  the 
County  of  Oneida  and  the  Oneida  County  Bar 
Association  approved  and  adopted  ‘Standards  of 
Practice  in  Oneida  County.’  In  Rockland  County 
representatives  of  the  county  medical  society  are 
studying  methods  by  which  they  can  cooperate  more 
closely  with  the  lawyers.  It  seems  timely  that 
preparation  of  standards  of  practice  on  the  State 
level  is  almost  completed.  The  adoption  of  the 
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final  version  by  our  House  of  Delegates  and  the  New 
York  State  Bar  Association  would  provide  a model 
to  guide  the  growing  number  of  county  medical 
societies  interested  in  improving  relations  between 
the  medical  and  legal  professions.” 

It  was  voted  to  approve  the  report. 

Dr.  John  C.  McClintock,  a member  of  the  com- 
mittee, stated:  “Mr.  President,  I have  a supple- 

mentary report  to  introduce  at  the  request  of  Dr. 
Winslow,  the  chairman. 

“The  Public  and  Professional  Relations  Bureau 
has  received  a letter  from  Mr.  E.  R.  Leibert,  repre- 
senting Lenox  Hill  Hospital,  New  York  City.  He 
requests  the  use  of  an  exhibit  entitled  ‘Atomic  Medi- 
cine,’ which  we  displayed  at  the  public  exposition 
during  our  sesquicentennial  celebration  at  the  Hotel 
Statler.  The  Public  and  Professional  Relations 
Bureau  created  this  exhibit  with  the  advice  and 
assistance  of  the  Atomic  Energy  Commission.  The 
exhibit  is  to  be  used  as  part  of  a series  of  scientific 
exhibits  which  will  commemorate  Lenox  Hill’s 
100th  Anniversary.  It  will  be  on  display  at  the  hos- 
pital from  May  6 to  June  1,  free  of  charge  to  the 
public.  The  hospital  will  provide  $500  insurance 
protection,  which  is  believed  to  be  sufficient,  and 
will  assume  any  transportation  charges. 

“Your  committee  believes  that  lending  the  exhibit 
will  promote  good  public  relations  and  feels,  there- 
fore, that  the  request  should  be  granted.  Your  com- 
mittee asks  the  permission  of  the  Council  to  grant 
the  request  of  Lenox  Hill  Hospital  for  the  use  of  the 
exhibit  entitled  ‘Atomic  Medicine’  provided  $500 
insurance  protection  and  all  transportation  charges 
are  paid  for  by  the  hospital. 

“I  move,  sir,  that  this  request  be  granted.” 

It  was  so  voted. 

It  was  voted  to  accept  the  report  as  a whole. 

Public  and  Professional  Relations  Bureau,  Ad 
Hoc  Committee  to  Study. — Dr.  Frederic  W.  Hol- 
comb, chairman,  stated:  “I  wish  to  report  that  the 
Ad  Hoc  Committee  which  was  designed  to  study  the 
Department  of  Public  Relations,  Dr.  Wurzbach  and 
I,  had  a preliminary  meeting  devoted  to  a discussion 
of  the  broader  aspects  involved.  There  will  be  no 
report  for  some  time.” 

Sesquicentennial. — Dr.  Samuel  Z.  Freedman, 
chairman,  stated:  “There  was  a meeting  of  the 

Sesquicentennial  Committee  on  Wednesday,  April 
3,  1957.  The  first  suggestion  asked  by  the  chair- 
man was  the  matter  of  separating  the  meeting 
of  the  House  of  Delegates  from  scientific  meetings. 

“Dr.  Ingegno,  who  is  chairman  of  the  Scientific 
Program  Subcommittee,  was  not  able  to  attend 
but  telephoned  his  suggestions  to  me  before  the 
meeting.  Dr.  Ingegno  was  in  favor  of  separating 
these  two  facets  of  the  convention  in  the  interests 
of  bettering  it.  He  also  stated  that  he  would  bring 
in  a resolution  to  the  House  of  Delegates  to  that 
effect,  in  other  words,  recommending  that  the  busi- 
ness part  of  the  convention  be  separated  from  the 
scientific  part. 

“Discussion  indicated  that  the  committee  was  in 
favor  of  such  a separation.  It  was  suggested  that 


the  scientific  program  should  have  five  days  of 
meetings  and  the  House  of  Delegates  might  meet 
on  the  week-end  directly  preceding  or  following  the 
scientific  session. 

“Another  suggestion  was  that  the  House  of  Dele- 
gates might  meet  in  cities  other  than  New  York. 
However,  it  was  brought  out  that  costs  would  be 
higher  if  the  two  meetings  were  not  held  consecu- 
tively in  the  same  place. 

“Since  this  matter  must  be  brought  up  before  the 
House  and  may  have  to  be  studied  by  the  Council, 
no  action  was  taken,  but  in  order  to  bring  out  dis- 
cussion I would  move  that  the  Council  go  on  record 
as  being  in  favor  of  separating  the  two  parts  of  the 
convention,  the  House  of  Delegates  from  the  scien- 
tific session.” 

After  discussion  a substitute  motion  was  passed 

that  no  action  be  taken. 

Dr.  Freedman  continued:  “The  other  matter 

taken  up  was  the  question  of  section  meetings.  At 
our  Sesquicentennial  scientific  section  meetings  were 
not  held,  and  we  had  a very  good  response  to  the 
different  type  of  meeting. 

“Dr.  Ingegno  recommended  regular  section  and 
session  meetings  for  the  1958  convention  throughout 
the  five  mornings  and  panel  discussions  and  general 
sessions  in  the  afternoons. 

“The  committee  accepted  this  recommendation  to 
return  to  the  previous  type  of  scientific  meetings. 

“Convention  Dates:  It  is  customary  to  hold  con- 
ventions the  second  week  in  May,  and  the  following 
dates  have  been  set  aside: 

1957  House  of 

Delegates  May  13  to  15  New  York  City 

1958  Convention  May  11  to  16  New  York  City 

1959  Convention  (dates  not  yet 

chosen)  Buffalo 

1960  Convention  May  8 to  13  New  York  City 

“Sesquicentennial  Dinner:  It  was  noted  with 

satisfaction  that  the  cost  of  the  dinner  balanced  the 
expenses  so  far.  The  cost  of  the  president’s  recep- 
tion was  $958,  which  came  within  the  allotment  of 
$1,000. 

“Scientific  Exhibits:  Dr.  William  L.  Watson, 

chairman  of  the  Scientific  Exhibits  Subcommittee, 
suggested  that  better  space  be  allotted  for  exhibits. 
He  would  like  the  Georgian  Room.  Since  television, 
which  had  been  set  up  in  the  Georgian  Room,  did 
not  draw  a good  attendance,  it  was  decided  that  this 
room  be  assigned  for  the  scientific  exhibits.  In  other 
words,  this  would  do  away  with  the  closed  circuit 
television  program. 

“Dr.  Watson  discussed  the  ever-increasing  prob- 
lem of  accepting  applications  for  exhibits  which  had 
been  subsidized  by  pharmaceutical  houses.  At  times 
it  becomes  difficult  to  determine  which  are  profes- 
sional, subsidized,  or  even  commercial  and  which 
are  amateur  exhibits.  It  was  decided  after  discus- 
sion that  each  exhibit  should  be  judged  on  individual 
merit,  and  if  the  senior  author  is  not  connected  with 
a pharmaceutical  house,  it  is  proper  to  accept  the 
exhibit  even  if  it  is  subsidized. 

“Scientific  Motion  Pictures:  Dr.  Colgate  Phillips, 
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the  chairman,  was  absent.  I can  report  that  the 
program  was  well  attended,  and  it  was  decided  to 
continue  this  phase  of  the  convention. 

“Technical  Exhibits:  Mr.  Baldwin  reported  more 
technical  exhibits  than  ever  before.  Technical 
exhibitors  seem  to  prefer  the  earlier  (February) 
meeting  since  in  May  there  are  many  meetings.  He 
suggested  that  it  might  make  for  larger  attendance 
if  the  conventions  were  changed  to  an  earlier  date. 
It  was  recommended  that  this  be  brought  to  the 
attention  of  the  House  of  Delegates. 

“It  was  decided  to  suggest  to  the  president- 
elect that  he  recommend  to  the  Council  that  the 
exhibit  manager  be  made  a member  of  the  Conven- 
tion Committee. 

“Miscellaneous:  It  was  also  suggested  that  if  a 

separation  were  instituted,  the  annual  dinner  might 
take  place  on  an  evening  during  rather  than  after 
the  meeting  of  the  House.  You  will  recall  that  we 
have  the  dinner  on  Wednesday  evening.  When  it  is 
held  in  Buffalo,  the  members  from  New  York  can’t 
get  to  the  train  or  plane  fast  enough  after  adjourn- 
ment. Therefore,  very  few  of  them  come  to  the 
dinner  in  the  evening.  I imagine  the  same  holds  true 
when  the  House  meets  in  New  York.  Therefore,  it 
is  suggested  that  the  annual  dinner  be  held  on 
Monday  or  Tuesday  night  rather  than  on  Wednes- 
day night. 

“Reception  Committee:  It  was  pointed  out  that 

our  Reception  Subcommittee  is  not  a working  com- 
mittee. It  was  recommended  that  the  Reception 
Subcommittee  be  made  active. 

“Convention  Service:  We  also  noted  that  the  New 
York  Convention  and  Visitors  Bureau  offered  its 
services  free  to  function  as  the  Languild  Conven- 
tion Service  has  in  the  past,  which  incidentally  cost 
us  $75.  This  report,  therefore,  will  have  to  be  in 
the  nature  of  information.” 

Woman’s  Auxiliary. — Dr.  Renato  J.  Azzari,  chair- 
man, reported:  “Mr.  President  and  members  of 

the  Council,  I should  like  to  call  your  attention  to 
this  article  that  appeared  in  the  spring  issue  of 
Distaff: 

About  eighteen  months  ago  the  Orange  County 
Auxiliary  set  up  a visiting  program  to  retired  physi- 
cians, physicians’  widows,  Auxiliary  members,  and 
their  families.  The  need  for  this  type  of  program 
was  brought  to  the  Auxiliary’s  attention  by  two 
guests  of  Physicians’  Home. 

These  retired  physicians  and  physicians’  widows 
wrote  and  requested  someone  to  stop  in  and  talk  with 
them.  These  requests  led  to  the  establishment  of  a 
large  “Home  Visiting  Committee.”  The  members 
operate  on  a rotating  system,  and  each  Auxiliary 
member  makes  two  or  three  visits  per  year  to  retired 
persons  residing  in  her  area. 

Birthdays  and  holidays  are  remembered  by  the 
entire  Auxiliary,  and  small  inexpensive  gifts  of  flow- 
ers, fruit,  or  candy  are  provided  during  each  visit. 

The  light  that  comes  into  the  eyes  of  the  persons 
visited  testifies  to  how  much  enjoyment  each  half- 
hour  visit  means  to  them  and  also  assures  the  Auxil- 
iary members  that  this  program  is  well  worth  the 
time  and  effort  that  the  visitors  devote  to  it. 

“Since  the  program  appears  to  meet  a need  of 
some  of  our  older  physicians  and  doctors’  widows,  I 


am  directing  your  attention  to  it  and  would  like  to 
know  whether  the  Council  would  like  to  suggest  that 
other  county  auxiliaries  consider  the  value  of  insti- 
tuting similar  programs. 

“If  the  Councillors  would  like  to  see  similar  pro- 
grams instituted  in  other  counties,  I think  they  can 
bring  it  before  the  auxiliaries  of  their  particular 
counties. 

“If  you  will  recall,  we  have  been  told  yearly  that 
the  Auxiliary  has  been  asked  to  join  the  New  York 
State  Health  Council.  I believe  that  on  each  occa- 
sion we  have  advised  against  it  because  this  Council 
was  a policy-making  council  of  the  State,  and  we  did 
not  feel  that  we  should  be  party  to  any  policy  deci- 
sions that  might  be  made  without  our  knowledge, 
so  we  had  advised  against  the  membership  of  the 
Auxiliary  in  this  particular  council. 

“Mr.  Chairman,  I move  that  the  Council  decide 
as  to  whether  we  should  authorize  the  Woman’s 
Auxiliary  to  join  this  Council.” 

It  was  voted,  that  the  recommendation  of  the  chair- 
man be  adopted  and  the  Woman’s  Auxiliary 

advised  against  joining. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  stated:  “I  would  like  to  call  your 

attention  to  the  fact  that  Dr.  Mira  has  been  director 
of  workmen’s  compensation  since  April  1,  and  Dr. 
Kaliski  is  now  consultant  on  workmen’s  compensa- 
tion. 

“We  have  had  complaints  from  upstate  and  down- 
state  on  the  workmen’s  compensation  schedule.  The 
submitted  fees  are  at  present  with  the  chairman  of 
the  Workmen’s  Compensation  Board,  Miss  Angela 
Parisi.  Dr.  Mira  and  Dr.  Kaliski  had  lunch  with  her 
recently  to  discuss  them.  There  are  complaints 
from  the  general  practitioners’  group;  there  are 
complaints  from  the  rehabilitation  and  physical 
medicine  groups,  and  justifiably  so,  on  the  present 
schedule,  which  is  still  the  1944  schedule  increased 
by  8 per  cent  in  1948. 

“There  have  been  suggestions  from  downstate 
that  we  should  put  in  a schedule,  perhaps,  on  units 
at  par  with  rating  which  is  varied  each  year  de- 
pending on  the  cost  of  living  or  some  such  index 
so  that  it  does  not  have  to  be  completely  revised 
at  five-  or  ten-year  intervals.  At  the  present  time 
there  is  an  arrangement  between  the  compensa- 
tion carriers  and  the  hospitals  for  revision  each  year 
on  a cost  of  living  or  wage  scale  index.  We  have 
suggested  this,  but  at  the  present  time  it  is  more  im- 
portant to  get  in  a total  revision  of  the  fee  schedule. 
At  the  same  time  we  are  requesting  that  a national 
nomenclature  be  adopted  because  we  find  that  many 
of  the  items  which  are  coming  up  and  which  are 
being  referred  to  our  Compensation  Bureau  for  an 
estimate  of  just  fees  should  be  included,  such  as 
isotopes  and  various  new  surgical  procedures. 

“Any  change  has  been  markedly  resisted  by  the 
carriers  They  say  that  they  are  trying  to  hold 
down  expenses,  that  the  cost  must  be  held  down  or 
we  will  drive  industry  out  of  this  State.  We  have 
pointed  out  to  them  that  only  19  cents  of  the  com- 
pensation dollar  is  paid  for  the  doctor’s  fees,  the  rest 
goes  for  administration,  payments  to  the  patient, 
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and  payments  to  hospitals.  For  that  reason  I have 
told  them  that  if  they  insist  on  keeping  the  medical 
fees  down  to  substandard  levels,  there  is  a great 
temptation  for  them  to  receive  substandard  medical 
care,  because  the  best  physicians  cannot  give  their 
time  at  the  rates  which  they  are  offering. 

“The  matter  is  still  under  consideration  by  the 
chairman  of  the  Compensation  Board,  and  I hesitate 
merely  to  report  progress  because  it  is  almost  two 
years  that  this  thing  has  been  discussed.  There 
have  been  definite  steps  through  which  we  have 
passed,  but  it  is  now  with  the  chairman  of  the  Work- 
men’s Compensation  Board,  and  we  are  hoping  that 
with  the  end  of  the  present  deluge  of  activity  in  the 
recent  Legislature,  she  will  be  able  to  give  it  a little 
more  time  and  we  may  come  to  a definite  acceptable 
conclusion  of  our  request  for  an  increase  of  rates.” 

Dr.  Kaliski  stated:  “I  think  I can  report  more 

progess  since  yesterday.  The  chairman  has  re- 
quested Dr.  Mira  and  me  to  confer  with  one  of  her 
representatives  on  the  fee  schedule,  and  we  are  now 
making  a comparison  of  our  proposed  fee  schedule 
with  the  old  fee  schedule.  We  will  have  that  com- 
pleted within  a couple  of  days,  and  then  I believe 
that  another  reason  for  delay  was  the  fact  that  we 
were  requested  to  give  to  the  chairman  of  the  Work- 
men’s Compensation  Board  the  fees  that  were  pro- 
posed by  the  carriers  and  self-insurers.  We  felt  that 
this  was  not  our  function,  and  we  called  on  Mr. 
Marshall,  who  was  their  chairman,  to  provide  the 
chairman  of  the  Workmen’s  Compensation  Board 
with  the  fees  that  they  offered  us.  Up  to  the  present 
it  has  not  been  done.  I have  found  out,  however, 
that  there  will  be  a meeting  of  their  Medical  and 
Claims  Committee  on  Friday  of  this  week,  at  which 
time  they  will  reconsider  the  matter. 

“There  is  a possibility  that  we  will  be  called  back 
into  consultation  with  the  insurance  companies. 
At  any  rate,  it  is  the  purpose  of  the  chairman  of  the 
Workmen’s  Compensation  Board,  unless  the  car- 
riers resume  negotiations,  to  appoint  a committee  to 
consider  the  fee  schedule,  on  which  both  Dr.  Mira 
and  I will  be  requested  to  serve,  and  of  course  Dr. 
Dorman.” 

A.M.A.  Convention  Arrangement  Committee. — 

Dr.  Gerald  D.  Dorman,  chairman,  stated:  “I 

would  like  to  make  a brief  report  on  the  progress  of 
the  American  Medical  Association  annual  meeting 
on  June  3 to  7. 

“The  dinner  is  lined  up  for  the  House  of  Delegates 
on  Monday,  June  3. 

“The  arrangements  for  the  inauguration  and  re- 
ception following  it  are  almost  completed. 

“I  have  a request  from  our  Woman’s  Auxiliary  to 
have  a broader  use  of  the  funds  which  we  voted  them 
because  some  of  the  matters  for  which  we  voted  up 
to  $750  have  been  taken  care  of  by  Pfizer  Company. 
They  now  would  like  a fund  up  to  $500;  in  other 
words,  they  have  already  saved  us  $250,  but  they 
would  like  to  have  the  $500  available. 

“I  move  that  up  to  $500  be  made  available  to  our 
Woman’s  Auxiliary  Committee  for  expenses  in  con- 
nection with  the  American  Medical  Association  con- 
vention in  lieu  of  the  up  to  $750  which  was  ap- 


propriated two  months  ago  to  pay  for  their  tea 
and  luncheon.  The  tea  is  being  covered  by  Pfizer 
Laboratories  at  the  Tavern-on-the-Green.  We  have 
been  fortunate  in  securing  a sponsor  for  the  social 
hour  which  precedes  the  annual  dinner  on  June  6.” 

After  discussion  approval  was  voted  that  this  be 

recommended  to  the  Board  of  Trustees. 

Unjinished  Business 

Committee  Appointed. — Dr.  Greenough  stated: 
“At  its  March,  1957,  meeting,  the  Council  voted  to 
request  me  to  appoint  an  ad  hoc  committee  ‘com- 
posed of  men  from  ophthalmology,  surgery,  ortho- 
pedics, and  plastic  surgery’  to  study  and  recommend 
a policy  ‘in  regard  to  performance  of  plastic  work’ 
after  burns.  I suggest,  for  the  approval  of  the  Coun- 
cil, Dr.  Gustave  Aufricht  of  New  York  City,  plastic 
surgery;  Dr.  Crawford  Campbell  of  Albany,  ortho- 
pedics; Dr.  James  I.  Farrell  of  Oneida,  ophthal- 
mology, and  Dr.  John  Paine  of  Erie,  surgery.” 

Approval  was  voted. 

Industrial  Health  Program. — Dr.  Anthony  A. 
Mira  stated:  “I  don’t  know  if  I am  in  proper  order, 
but  I should  like  to  have  the  permission  of  the  floor 
as  a guest  of  the  Council  to  make  a rather  informal 
statement  as  to  what  I have  done  for  the  last  ten 
days.” 

With  President  Greenough’s  permission  Dr.  Mira 
continued:  “I  have  sat  at  the  elbow  of  Dr.  Kaliski 
and  tried  to  absorb  as  much  of  his  methods  as  pos- 
sible. I have  also  reviewed  many  of  the  records  in 
regard  to  an  Industrial  Health  Bureau  in  an  effort 
to  determine  just  exactly  what  the  Council  should 
like  to  have  done  by  a combined  Bureau  of  Work- 
men’s Compensation  and  Industrial  Health.  There 
are  some  items  mentioned  in  some  of  the  minutes 
that  I think  it  would  be  good  to  put  on  the  record  as 
a point  of  aim  for  the  Industrial  Health  Bureau,  and 
with  your  permission  I should  like  to  read  some  of 
these  facts. 

“The  following  activities  are  proposed  for  this 
Bureau,  now  combined  with  the  Workmen’s  Com- 
pensation Bureau: 

“1  Collect  information  and  statistics  about  in- 
dustrial medical  practice  in  New  York  State. 

“2.  Obtain  information  about  full-time  and  part- 
time  industrial  physicians. 

“3.  Obtain  the  roster  of  leaders  in  industrial 
health  for  the  purpose  of  setting  up  a speakers’ 
bureau  and  a teaching  group. 

“4.  Maintain  a close  relationship  with  various 
medical  schools  to  foster  teaching  of  industrial  medi- 
cine. 

“5.  Stimulate  and  maintain  active  interest  in 
employers  in  the  establishment  of  good  industrial 
health  services. 

‘ ‘6.  Stimulate  interest  in  industrial  health  practice 
among  the  medical  profession  with  particular  inter- 
est among  those  general  practitioners  who  could  sup- 
ply good  medical  services  to  small  plants  and  stimu- 
late medical  and  ethical  practice  and  cooperate  with 
the  family  physician. 

[Continued  on  page  2130J 
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effective  urinary  analgesia 


you  can  quickly  stop  pain,  urgency, 
frequency  and  burning 


Whenever  urinary  tract  infections,  strictures,  ob- 
structions, fistulas,  stones,  trauma  or  neoplasms 
cause  painful  mucosal  lesions,  you  can  provide  re- 
lief quickly  (within  20-25  minutes)  with  Pyridium. 
Pyridium  is  compatible  with  and  complementary  to 


all  the  urinary  antibacterials  and  permits  greater 
flexibility  in  the  use  of  any  combination,  potency  or 
dosage  schedule  required  for  successful  treatment. 
Dosage:  Two  tablets  before  each  meal. 

Supplied:  In  bottles  of  12,  50,  500  and  1000. 


assure  her 

a more  serene,  a happier  pregnancy 
. . . without  nausea 


give  her  l 


MAREDOX 


7 


® 


brand 


Cyclizine  Hydrochloride  and  Pyridoxine  Hydrochloride 


because 


‘Maredox’  gives  the  expectant  mother  new-found 
relief  from  morning  sickness. 


relieves  nausea  and  vomiting 

and 

counteracts  pyridoxine  deficiency 


in  pregnancy 


One  tablet  a day,  taken  either  on  rising  or  at  night, 
is  all  that  most  women  require. 


Each  tablet  of  ‘Maredox’  contains: 

‘Marezine"s  brand  Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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kids  really  like ... 


SQUIBB  IRON,  B COMPLEX  AND  Bi:  VITAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality— 
the  Priceless  Ingredient 


•RUiRATON’®  IS  A SQUIBB  TRAOEMARK 


Each  teaspoonful  (5  cc.)  supplies: 

Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated ) 

Vitamin  B12  activity  concentrate  4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0.5  mg. 

Alcohol  content : 12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 
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DAYTIME  DIURESIS-. 


NIGHTTIME  REST 


IN  CARDIAC  EDEMA 


Many  patients  with  heart  failure  often  respond  well  to 
treatment  with  diamox  alone,  diamox  is  effective  not  only  in 
the  mobilization  of  edema  fluid,  hut  in  the  prevention  of 
fluid  accumulation  as  well. 

Patients  do  not  show  fluid  and  weight  fluctuations,  nor  do 
patients  on  diamox  become  refractory  following  long-term 
therapy,  diamox  is  well-tolerated  orally,  and  even  when  given 
in  large  dosage  serious  side  effects  are  rare.  A single  dose 
is  active  for  6 to  12  hours,  offering  convenient  daytime 
diuresis  and  nighttime  rest.  Excretion  by  the  kidney  is  usually 
complete  within  12  hours  with  no  cumulative  effects. 

A highly  versatile  diuretic,  diamox  has  proved  singularly 
useful  in  other  conditions  as  well,  including  glaucoma, 
epilepsy,  toxemia  and  edema  of  pregnancy,  and 
premenstrual  tension. 

Supplied:  Scored  Tablets  of  250  mg.  (Also  in  ampuls  of 
500  mg.  for  parenteral  use). 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N.  Y. 

•Reg  U S Pat  Off, 


IN  FIFTY-TWO  SECONDS 


you  can  locate  any  registered  physician  in  New  York  State , 
together  with  data  on  his  professional  background  and 
affiliations , by  using  your  Medical  Directory. 


You  want  to  find: 

Dr.  John  Paul  Doe 


Do  this  first: 

Turn  to  the  “Alphabetical  Listing 
of  Physicians’’  and  you’ll  find.  . . 
Doe,  Aaron  Roger,  Manhattan 
James  George,  Utica 
John  Paul,  Syracuse 
Violet  Ann,  Bronx 
William  Robert,  Rochester 


Then  do  this: 

Turn  to  the  “Syracuse  Listing  of  Phy- 
sicians” and  you’ll  find.  . . 

DOE,  John  Paul,  17  W Adams  St. 
1-3  except  Thurs  & Sat.  Tel  Bowling 
7-1414.  Res  41  Beauty  Lane.  Tel 
Elmford  9-1744.  McGill  1933.  D-0. 
D-OL.  SEF.  FACS.  Am  Ac  Ophth 
& Otolar;  A1  Bell.  Sr  Otolar  Strong 
Meml;  Asst  ENT  Genl. 


A quick  reference  to  the  pages  on  abbreviations 
would  show  you  that  Dr.  John  Paul  Doe  is  a 
Diplomate  American  Board  of  Ophthalmology 
(D-O),  Diplomate  American  Board  of  Oto- 
laryngology (D-OL),  his  qualifications  under  the 
New  York  State  Workmen’s  Compensation  Law 
are  Ophthalmology,  Laryngology,  Rhinology, 
Otology  (SEF),  he  is  a Fellow  of  the  American 
College  of  Surgeons,  he  has  completed  service 
at  Bellevue  Hospital,  he  is  Senior  Otolaryngolo- 
gist at  Strong  Memorial  Hospital  and  Assistant 
Attending  Physician  Ear,  Nose  and  Throat  at 
General  Hospital. 


Orders  are 
now  being 
taken  for 
1957 

EDITION 


Only  in  the  MEDICAL  DIRECTORY  OF  NEW  YORK  STATE  is  this  in- 
formation available  to  you  so  quickly.  This  is  your  book,  published  by 
your  Society  and  you  can  be  sure  that  every  effort  is  made  to  provide  you 
with  accurate,  fully  detailed  listings.  Make  use  of  your  Directory — it’s  a 
volume  of  valuable  referencefor  data  on  physicians,  hospitals,  your  Medi- 
cal Society,  general  inf  or  motion,  pharmaceutical  and  equipment  suppliers. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


2126 


Recent  Observations 


On  Self-Regulated 
Schedules  For  Infants 


Genetically  acquired  behavioral  predis- 
positions enable  the  normal  baby  to  regu- 
late its  feeding  intake  and  periodic 
hunger  sensations,  its  feeding  habits. 
These  physiological  regulatory  forces 
may  be  satisfied  by  adapting  the  formula 
content  and  feeding  period  to  the  indi- 
vidual needs  of  the  infant.  It  involves  a 
sensible  compromise  between  too  rigid  a 
schedule,  geared  to  the  clock  and  too  lax 
a schedule,  based  on  self-demand  feed- 
ings. Such  is  the  current  objective:  for 
either  extreme  can  lead  to  infant  feeding 
difficulties. 

The  newborn  may  become  a feeding 
problem  if  the  prescribed  formula  is  ex- 
cessive or  the  feeding  schedule  rigid. 
Every  time  he  is  awakened  abruptly  from 
satisfying  slumber  to  be  fed  forcefully, 
the  baby  gradually  loses  his  enthusiasm 
for  the  food  and  begins  to  resist  the  feed- 
ing. The  young  infant  may  balk  at  the 
crude  introduction  of  a new  food  or  feed- 
ing procedure  without  the  proper  prelude 
of  gradual  adaptation  of  taste,  color,  con- 
sistency and  quantity. 

The  older  infant  weaned  from  bottle 
to  cup  may  reject  milk  or  go  on  a hunger 
strike.  Devoted  to  his  bottle  he  resents  its 
sudden  deprivation.  It  takes  a certain 
readiness  for  weaning  to  make  that  change 
agreeable.  Later  the  infant  becomes  some- 
what independent  of  his  mother  and  ar- 
bitrary with  his  food.  What  he  enjoyed 
yesterday,  he  rejects  today.  If  he  distorts 
the  diet  for  a day  and  his  mother  resorts 
to  force,  a feeding  problem  is  in  the  mak- 


ing. Sensible  decorum  will  solve  these 
little  difficulties  before  they  become  big 
behavior  disturbances  in  childhood. 

The  problems  of  infant  feeding  are 
always  the  same  but  solutions  may  differ 
with  each  era.  The  carbohydrate  require- 
ment for  all  infants  is  as  completely  ful- 
filled by  Karo®  Syrup  today  as  a genera- 
tion ago.  Whatever  the  type  of  milk 
adapted  to  the  individual  infant,  Karo 
may  be  added  confidently  because  it  is  a 
balanced  mixture  of  low  sugars,  easily 
mixed,  well  tolerated,  palatable,  hypo- 
allergenic, resistant  to  fermentation, 
easily  digestible,  readily  absorbed,  non- 
laxative. Readily  available  in  all  food 
stores. 


MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place,  New  York  4,  N.Y. 


Behind  Every  Karo  Bottle...  A Generation  of  World  Literature 
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in  seasonal  allergies 

i 11 


you  can  check  excessive 

irritant  secretions . . 


and  " unlock 
ciosed-up  nose 


O Tel  lly  with 


Novahistine 


In  the  management  of  seasonal  allergies  and  the 
common  cold,  Novahistine  works  better  than  anti- 
histamines alone.  The  distinct  additive  action  of  a 
vasoconstrictor  with  an  antihistaminic  drug  combats 
allergic  reactions  more  efficiently  . . . provides  marked 
nasal  decongestion  and  inhibits  excessive  irritant  secre- 
tions. Novahistine  eliminates  patient  misuse  of  nose 
drops,  sprays  and  inhalants  . . . avoids  the  risk  of  rebound 
congestion.  Novahistine  will  not  cause  jitters  or  insomnia. 

Each  Novahistine  Tablet  or  teaspoonful  of  Elixir  provides  5.0 
mg.  of  phenylephrine  HC1  and  12.5  mg.  of  prophenpyridamine 
maleate.  For  patients  who  need  greater  vasoconstriction,  Nova- 
histine Fortis  Capsules  and  Novahistine  with  APC  Capsules  con- 
tain twice  the  amount  of  phenylephrine. 


Pltman-Moore  Company  . Division  of  Allied  Laboratories,  Inc. 

Indianapolis  6,  Indiana 
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Supplied:  Boxes  of  ten  1.3  cc.  ampuls 


for  the  aged  with 


...  to  promote  prompt  recovery 
and  greater  freedom  from 
postherpetic  neuralgia. 


MINUTES  OF  THE  COUNCIL 


GRADATIONS  OF  ANALGESIA 


‘TABLOID’  ‘EMPIRIN’  COMPOUND € 

Acetophenetidin  gr.  2V2,  Acetylsalicylic 
Acid  gr.  3Vz,  Caffeine  gr.  V2 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

' with  CODEINE  PHOSPHATE  gr.  Vi,  No.  1 <nj 


‘TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  Vi,  No.  2 <N) 


‘TABLOID’ ‘EMPIRIN’ COMPOUND 

^"with  CODEINE  PHOSPHATE  gr.  Vi,  No.  3 (N) 


/TABLOID’  ‘EMPIRIN’  COMPOUND 

with  CODEINE  PHOSPHATE  gr.  1,  No.  4 <n> 

(N)  subject  to  Federal  Narcotic  Law 


ft 


BURROUGHS- WELLCOME  & CO.  IU.  S.  A.)  INC. 
Tuckahoe,  N.  Y. 


[Continued  from  page  2120]  I 

“7.  Issue  occasional  bulletins  and  articles  in  the 
State  and  county  medical  bulletins  which  may  be 
reprinted  and  sent  out  to  physicians,  employers,  and 
labor  groups. 

“8.  Help  to  establish  and  improve  standards  for 
preplacement  and  periodic  physical  examinations  in 
industry  with  the  cooperation  of  employers  and 
employes. 

“9.  Interest  each  county  medical  society  in 
establishing  an  industrial  health  committee  to  stimu- 
late local  interest. 

“10.  Maintain  and  cooperate  with  other  agencies 
interested  in  industrial  health  services. 

“11.  Set  up  lectures  at  undergraduate  and  post- 
graduate levels  by  industrial  health  authorities. 


New  Business 

Rural  Health  Study  Committee  Appointed. — Dr. 

Greenough  stated:  “We  are  requested  to  appoint 

two  members  for  an  advisory  committee  for  the 
study  on  rural  health,  which  we  are  undertaking  with 
Dr.  Bert  Ellenbogen.  We  will  probably  have  to  pay 
the  expenses  of  our  representatives.  I would  like  to 
submit  to  the  Council  for  approval  the  names  of  Dr. 
Stewart  Wallace,  of  Ithaca,  who  would  be  adjacent 
to  the  study  and,  therefore,  a great  help.  He  is  the 
second  vice-president  of  the  Sixth  District  and  repre- 
sents a rural  area,  and  Dr.  Thurston  Keese,  of  Fay- 
etteville, not  far  from  Ithaca,  who  is  the  vice- 
chairman  of  the  Rural  Medical  Service  Committee.” 

Approval  was  voted. 

Parting  Remarks.— Dr.  Greenough  stated:  “This 
is  the  last  Council  meeting  over  which  I will  preside, 
and  I cannot  let  it  pass  without  expressing  to  you 
individually  and  collectively  my  appreciation  of  your 
support.  None  of  you  has  ever  hesitated  to  car^ 
out  any  assignment  I have  made  with  efficiency, 
rapidity,  and  wholehearted  cooperation.  If  we  have 
accomplished  anything  during  the  past  year,  it  is  due 
to  the  efforts  of  all  of  you.  I thank  you  for  your 
loyal  help  throughout  my  term  of  office.” 

The  Councillors  arose  and  applauded. 

Dr.  Thurman  B.  Givan  stated:  “Mr.  President 
and  members  of  the  Council,  it  is  my  pleasurable  but 
sad  duty  to  say  to  Jim,  ‘Thanks.’  It  has  been  an 
arduous  task  for  him,  one  fraught  with  making  right 
or  wrong  decisions.  Hence,  one  finishes  this  job  with 
a certain  sigh  of  relief  that  exists  in  one’s  soul,  s-o-u-1, 
and  maybe  s-o-l-e  also,  yet  I know  he  does  not  regret 
having  had  the  opportunity  to  serve  you  and  the 
public  this  past  year.  So  I say,  I am  sure  for  the 
Council,  the  best  of  luck  and  good  health.  May  we 
continue  to  see  you  around.  I am  sure  you  will 
continue  in  many  capacities  to  aid  this  State  Society 
when  you  are  called  on  to  do  it.  You  are  not 
through  yet,  we  assure  you.”  ( Applause ) 

Dr.  J.  Stanley  Kenney  stated:  “May  I add  on 
behalf  of  the  Board  of  Trustees  the  same  token  of 
appreciation.  The  excellent  services  you  have 
accomplished  during  this  year  of  your  presidency 
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have  been  remarkable.  This  has  been  one  of  the 
more  difficult  years.  That  I know  for  I have  been 
through  it  myself,  and  on  behalf  of  my  colleagues  on 
the  Board  and  Dr.  Masterson,  we  wish  to  be  recorded 
as  expressing  our  great  appreciation  for  your  cooper- 
ation and  assistance  at  all  times.”  ( Applause ) 


NECROLOGY 


Maurice  Allyn  Barnard,  M.D.,  of  East  Rochester, 
died  on  April  12  at  the  age  of  sixty-two.  Dr.  Bar- 
nard graduated  in  1917  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital.  He 
was  a consulting  anesthesiologist  at  Genesee  Hos- 
pital and  a staff  physician  at  Eastman  Kodak  Com- 
pany, Kodak  Park.  Dr.  Barnard  was  a member  of 
the  Industrial  Medical  Association,  the  Rochester 
Academy  of  Medicine,  the  Rochester  Pathological 
Society,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Burke  Diefendorf,  M.D.,  of  Glens  Falls,  died  on 
May  7 in  Roswell  Park  Memorial  Institute  at  the 
age  of  seventy.  Dr.  Diefendorf  graduated  from 
Albany  Medical  College  in  1913.  He  was  State 
Health  Officer  for  twenty  years  for  the  Glens  Falls 
district  and  retired  on  April  1,  1957,  from  that  post. 
He  was  a consultant  in  communicable  diseases  at 
Glens  Falls  Hospital  and  Saratoga  Hospital.  Dr. 
Diefendorf  was  a Diplomate  of  the  American  Board 
of  Preventive  Medicine  (Public  Health),  a Fellow 
of  the  American  College  of  Preventive  Medicine, 
and  a member  of  the  American  Public  Health  As- 
sociation, the  Glens  Falls  Academy  of  Medicine,  the 
New  York  State  Academy  of  Preventive  Medicine, 
the  Warren  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Maurice  Frocht,  M.D.,  of  New  York  City,  died  on 
May  15  in  the  Doctors  Hospital  at  the  age  of  sixty- 
five.  Dr.  Frocht  graduated  from  the  University  of 
Michigan  Medical  School  in  1925  and  interned  at 
Lenox  Hill  Hospital.  He  was  a consultant  in  neuro- 
psychiatry at  Lenox  Hill  Hospital  and  an  associate 
in  neurology  at  Presbyterian  Hospital.  Dr.  Frocht 
had  also  served  as  a consultant  in  neurology  to  the 
Bronx  District  Attorney’s  office.  He  was  a Diplo- 
mate of  the  American  Board  of  Psychiatry  and 
Neurology  (Psychiatry)  and  a member  of  the  Amer- 

[Continued  on  page  2132] 


GRADATIONS  OF  ANALGESIA 
with  light  sedation 


‘EMPIRAL’® 

Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2V2 
Acetylsalicylic  Acid  gr.  3Y2 


‘CODEMPIRAL’®  No.  2(N) 

Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  21/2 
Acetylsalicylic  Acid  gr.  "iVz 


‘CODEMPIRAL’®  No.  3 

Codeine  Phosphate  gr.  Vz 
Phenobarbital  gr.  Vi 
Acetophenetidin  gr.  2V2 
Acetylsalicylic  Acid  gr.  3'/2 

(N)  subject  to  Federal  Narcotic  law 
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ican  Psychiatric  Association,  the  Association  for  Re- 
search in  Nervous  and  Mental  Diseases,  the  New 
York  Academy  of  Medicine,  the  New  York  Neuro- 
logical Society,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Russell  Joseph  Heffering,  M.D.,  of  White  Plains, 
died  in  the  Mount  Vernon  Hospital  on  May  8 at  the 
age  of  sixty-two.  Dr.  Heffering  graduated  in  1927 
from  the  University  of  Toronto  Faculty  of  Medicine. 
He  was  an  attending  surgeon  at  White  Plains  Hos- 
pital and  attending  in  fractures  at  the  White  Plains 
Hospital  Outpatient  Department.  Dr.  Heffering 
had  been  the  physician  for  White  Plains  High 
School  athletes  for  the  last  twenty-six  years.  He 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Kerk  Lee,  M.D.,  of  Newburgh,  died  on 
April  1 at  the  age  of  sixty-five.  Dr.  Lee  graduated 
in  1915  from  Harvard  University  Medical  School. 
He  was  a member  of  the  Orange  County  Medical 
Society  and  the  Medical  Society  of  the  State  of 
New  York. 

Walter  Maynard  Lippincott,  M.D.,  of  Lynbrook, 
retired,  died  at  his  home  on  May  16  at  the  age  of 
eighty-five.  Dr.  Lippincott  graduated  in  1900  from 
Harvard  University  Medical  School.  He  was  a 
former  professor  of  orthopedic  surgery  at  New  York 
Post-Graduate  Hospital  and  Medical  School.  Dur- 
ing World  War  I he  served  overseas  as  a captain  in 
the  Medical  Corps.  He  was  formerly  a consultant 
to  Meadowbrook  Hospital,  and  on  the  staffs  of  the 
Nassau,  Mercy,  and  South  Shore  Community  Hos- 
pitals. 

Jacob  Isaac  Margolis,  M.D.,  of  Orangeburg,  died 
on  October  20,  1956,  at  the  age  of  fifty-nine.  Dr. 
Margolis  graduated  from  Johns  Hopkins  University 
School  of  Medicine  in  1922.  He  was  a member  of 
the  Rockland  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bernard  Posner,  M.D.,  of  Brooklyn,  died  on  April 
23  at  the  age  of  forty.  Dr.  Posner  graduated  in  1947 
from  the  University  of  Chicago  School  of  Medicine. 
He  was  an  assistant  attending  physician  in  obstetrics 
and  gynecology  in  the  general  practice  section  of 
Beth-El  Hospital  and  Beth-El  Hospital  Outpatient 
Department,  and  clinical  assistant  attending  physi- 


cian at  the  Coney  Island  Hospital  Outpatient  De- 
partment. Dr.  Posner  was  a member  of  the  Jungs 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Robert  Rein,  M.D.,  of  New  York  City, 
died  at  the  University  Hospital  on  May  15  at  the  age 
of  fifty-two.  Dr.  Rein  graduated  from  the  Univer- 
sity of  Michigan  Medical  School  in  1929.  He  was 
attending  dermatologist  and  syphilologist  at  Uni- 
versity Hospital,  an  associate  attending  in  dermatol- 
ogy and  syphilology  at  Bellevue  Hospital,  and  a 
consultant  in  serology  at  Sydenham  Hospital.  Dur- 
ing World  War  II  Dr.  Rein  served  as  a colonel  in  the 
U.S.  Army  Medical  Corps  and  was  at  one  time  chief 
of  the  Serology  Division  of  the  Army  Medical  School. 
As  medical  consultant  to  the  World  Health  Organiza- 
tion, he  conducted  a successful  campaign  against 
yaws  and  other  endemic  ailments  in  Haiti  and  re- 
ceived an  award  from  the  Haitian  Government  for 
this  work.  He  had  served  as  clinical  professor  of 
dermatology  at  the  New  York  University  Graduate 
School  of  Medicine.  He  has  held  the  Legion  of 
Merit,  the  Cuban  Carolos  Juan  Finlay  Award,  and 
several  other  honors  for  distinguished  service. 

Dr.  Rein  was  a Diplomate  of  the  .American  Board 
of  Dermatology  and  a member  of  the  Pan  American 
Medical  Association,  a Fellow  of  the  American 
Academy  of  Compensation  Medicine,  a member  of 
the  American  Public  Health  Association,  the  Ameri- 
can Dermatological  Association,  the  American  Acad- 
emy of  Dermatology  and  Syphilology,  the  Society 
for  Investigative  Dermatology,  the  American  Vene- 
real Disease  Association  of  which  he  had  served  as 
president,  the  American  Society  of  Tropical  Medi- 
cine and  Hygiene,  the  American  Association  of  Pa- 
thologists and  Bacteriologists,  the  Association  of 
Military  Surgeons  of  the  United  States,  the  Bronx 
Dermatological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Herman  Zuckerman,  M.D.,  of  New  York 
City,  died  at  his  home  on  May  13  at  the  age  of 
seventy.  Dr.  Zuckerman  graduated  in  1907  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College.  He  retired  in  1954  as  chief  of  the  Bronx 
Bureau  of  Contagious  and  Infectious  Diseases  of  the 
City  Department  of  Health  which  he  had  served  for 
forty  years.  On  May  13,  the  day  of  his  death,  Dr. 
Zuckerman  was  awarded  his  fifty-year  certificate 
by  the  Medical  Society  of  the  State  of  New  York. 
He  was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


It’s  no  disgrace  t’be  poor,  but  it  might  as  well  be. — Frank  McKinney  Hubbard 
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WORTH  YOUR  INVESTIGATION 


SIX  REASONS  WHY 
PHYSICIANS  ARE  RECOMMENDING 


THE  A DIAPHRAGM 
WITH  THE 


1.  Expressly  designed  to  assure  your  patient  ease  of  insertion  and  auto- 
matic placement. 

2.  Conserves  physician's  time  by  reducing  fitting  and  instruction  period. 

3.  Patients  learn  faster  and  develop  greater  confidence  because  of  the  ease 
with  which  they  learn  to  place  and  use  the  diaphragm 

4.  Affords  greater  patient  protection  by  locking  in  spermicidal  lubricant 
and  delivering  it  directly  under  and  next  to  the  os  uteri. 

5.  Folds  behind  pubic  bone  with  suction-like  action  forming  a more 
effective  barrier. 

6.  Simple  to  remove. 

When  compressed,  diaphragm  forms  into  semi-curve  or  half-moon  shape 
(Fig.  1)  permitting  it  to  pass  easily  along  floor  of  the  vagina  beyond  cervix 
(Fig.  2)  without  any  difficulty.  No  mechanical  inserter  or  introducer  requir- 
ed (see  Fig.  2)  since  the  KORO-FLEX  will  not  buckle  or  butterfly  in  form. 

KORO-FLEX  (contouring)  Diaphragm  is  ideal,  not  only  where  ordinary 
coilspring  diaphragms  are  indicated  but  for  Flat  rim  (Mensinga)  type 
as  well. 

May  be  used  in  cases  of  mild  prolapse,  cystocele  or  rectocele. 


Suggest  the  convenient-economical 
KORO-FLEX  COMPACT  60-95  mm 
Sanitary  plastic  bag  with  zipper  closure. 
Diaphragm,  tube  KOROMEX  Jelly  (3  oz.), 
Cream  (1  oz.  trial  size). 

Available  at  all  prescription  pharma- 
cies. Write  foT  descriptive  literature. 


Holland  -Rantos  Co.,  Inc.  Manufacturers  of  KOROMEX  Products,  New  York  13,  N.  Y. 


21.3:3 


PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas : Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 


COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY,  CONN. 


©Copyright  1956  Spirt  & Co. 


Secretion  of  more  bile  is  the  most  important 
therapeutic  indication. 


Remington  says*  “Bile  salts  are  extensively 
employed  in  various  types 
of  hepatic  disorders  . . . The 
choleretic  action  is  of  value  ...  for 
removing  small  calculi  inhibiting  the 
flow  of  bile  through  the  common  duct.” 


CHOLOGEST1N  is  the  effective  choleretic 
that  increases  both  the  volume  of  bile  and  its 
content  of  bile  salts.  Thus  it  overcomes  the 
inspissation  which  leads  to  gallstones. 

CHOLOGESTIN  contains  salicylated  bile 
extract  combined  with  pancreatin  and  sodium 
bicarbonate.  Dosage,  1 tablespoonful  in 
cold  water  after  meals.  TABLOGESTIN, 
3 tablets  equivalent  to  1 tablespoonful 
of  Chologestin. 


1 F.  H STRONG 
| 11 2 W 42nd 

| Pleoie  tend  me 

COMPANY  NYS-6 

Si..  New  York  36.  N Y 

free  temple  of  TABLOGESTIN  together  with  literature  on  CHOLOGESTIN. 

Practice  of  Pharmacy, 

1 r.tw 

i._ 
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PATRICIA*/ 


a General  Electric  product 
in  step  with  your  progress 


Low-cost  way  to  multiply 
your  professional  efficiency 


■pilll 


YES,  the  broad  diagnostic  versatility  that  is 
yours  with  the  G-E  Patrician  opens  new 
possibilities  for  your  practice.  Now,  at  a price 
competitive  with  low-power,  limited-range 
apparatus,  you  can  get  comprehensive  radio- 
graphic  and  fluoroscopic  facilities  — 200-ma, 
100-kvp,  full-wave  power. 

Consider  these  three  possibilities : 

• You  want  to  add  x-ray  service  for  your  patients 
but  have  been  deterred  by  the  capital  outlay  you 
thought  was  required  for  modern  apparatus. 

• Your  patient  load  has  swamped  your  present 
x-ray  machine,  but  not  to  an  extent  that  justifies 
a large  added  investment. 

Progress  Is  Our  Most  Important  Product 

ENERAL®  ELECTRIC 


• Your  diagnoses  are  handicapped  by  a slow,  in- 
flexible, under-powered  unit. 

If  your  situation  parallels  one  of  these  three, 
it  will  pay  you  to  get  the  complete  story  on  the 
Patrician.  Use  this  coupon  or  ask  your  G-E  x-ray 
representative,  who  can  also  give 
you  the  facts  on  General  Elec- 
tric’s convenient  financing  plans. 


X-RAY  DEPARTMENT 
GENERAL  ELECTRIC  CO. 

Milwaukee  1,  Wis. 

□ Send  your  16-page  PATRICIAN  bulletin 

□ Facts  about  deferred  payment. 

0 MAXISERVICE®  rental  plan. 


Address 


City.. 


..Zone State.. 


ALBANY  — 8 Elk  St. 
BUFFALO  — 27  Barker  St. 


Direct  Factory  Branches: 

NEW  YORK  CITY  — 205  E.  42nd  St. 
ROCHESTER  — 66  Scio  St. 
SYRACUSE  — 3001  James  St. 


Equally  Important  in 


REDUCING  wets 


I he  maintenance  of  an  optimal  nutritional  state  in  the  face  of  a sharp 
curtailment  of  caloric  intake  makes  it  mandatory  that  the  daily  diet  satisfy 
all  requirements  for  protein,  vitamins,  and  minerals.  Thus  all  foods  present 
in  normal  diets,  including  meat,  poultry,  fish,  eggs,  dairy  products,  vege- 
tables, fruits,  and  enriched  and  whole  grain  products,  may  be  represented 
in  the  reducing  diet. 

The  enrichment  nutrients  of  enriched  bread  are  selected  qualitatively 
and  quantitatively  because  of  their  importance  in  everyday  nutrition. 

These  nutrients  have  proved  especially  important  in  restricted  diets. 

Though  relatively  low  in  calories  (only  63  per  slice),  enriched  bread  con- 
tributes noteworthy  amounts  of  biologically  valuable  protein,  the  B vita- 
mins thiamine,  riboflavin  and  niacin,  the  minerals  iron  and  calcium. 

The  average  contribution  per  slice — protein  2 Gm.;  thiamine  0.06  mg.; 
riboflavin  0.04  mg.;  niacin  0.56  mg.;  iron  0.6  mg.;  calcium  21  mg.— merits 
the  inclusion  of  enriched  bread  in  the  reducing  diet,  and— through  the 
number  of  slices  included — helps  in  assuring  adequate  intake  of  these 
essentials. 

Fresh  or  toasted,  or  in  sandwiches,  enriched  bread  affords 
eating  satisfaction  so  essential  for  making  any  reducing 
regimen  tolerable  over  the  long  term  usually  required. 


AMERICAN  BAKERS  ASSOCIATION 

20  NORTH  WACKER  DRIVE  • CHICAGO  6,  ILLINOIS 


/The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  by  the  Council  on  Foods  and 
Nutritionof  theAmerican  Medical  Associationandfound 
consistent  with  current  authoritative  medical  opinion. 
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Samples  on  request 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 


more 

babies 

than  any  other 
ethical  product 
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FORT  LAUDERDALE  BEACH  HOSPITAL 


125  N.  BIRCH  RD.,  FORT  LAUDERDALE,  FLORIDA 

GERIATRICS  (Care  of  the  aging) 

Rehabilitation  ....  Convalescent  Care 


A private  Hospital  especially  planned  for  the  medical  care  and  rehabili- 
tation of  the  CHRONICALLY  ILL,  the  AGED,  and  the  HANDICAPPED. 
Departments  of  Medicine,  Radiology,  Laboratory,  Dietary,  Dentistry,  Re- 
habilitation, Occupational  and  Physiotherapy. 

Patients  accepted  for  long  and  short  term  care  under  direction  of  private 
physician. 

MEDICAL  RESIDENT  STAFF 

For  information  write  to  the 

Medical  Director 
P.O.  Box  2323 
Fort  Lauderdale,  Florida 


Scaroon  Manor  caters  to  a Distinguished  Clientele  of  Young  Folks 
From  Every  State  in  the  U.S.A  and  Canada 


Famous  Open  Air  Amphitheatre 
Musical  Reviews 
Professional  Cast  of  50 


N.  Y.  Office 
BA7-1782 
BA7-1970 


Dancing  under  the  Stars 
Two  Popular  Orchestras 


Facilities 
for  Adults 
only — 
July  & Aug. 


ease  the  . . . 

burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


bronchial  asthma 
paroxysmal  dyspnea 
Cheyne-Stokes  respiration 


tablets,  ampuls,  powder  and  suppositories 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 


When  you  have  a practice  for 
sale  or  an  office  to  rent;  when 
you  are  looking  for  a connection, 
or  anything  else  turns  up  that 
makes  it  necessary  for  you  to 
contact  a large  number  of  your 
associates,  use  the  classified  sec- 
tion of  the  New  York  State  Jour- 
nal of  Medicine.  Your  ad  will 
pay  you  well  in  replies. 
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(Rusk  and  Sverdlik),  614 
Physical  Medicine 
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Present  Status  of  the  Treatment  of  Cor  Pulmonale  [Recent 
Advances  in  Medicine  and  Surgery]  (Dack),  74 
fPresidents,  1807-1957,  Medical  Society  of  the  State  of  New 
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Pyoderma:  unusual  complication  of  intestinal  chemopro- 
phylaxis for  surgery,  1637 

Pyonephrosis,  calculous,  with  fatty  replacement  of  a kidney, 
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Radiation:  renal  disease  following  irradiation  and  hyper- 

tension with  cardiac  hypertrophy  [Clinicopathologic  Con- 
ference), 1083 

Radio  Program,  Postgraduate  (Series),  279,  772,  1116,  1436, 
1793.  2102 

Rauwolfia  derivatives:  Recent  advances  in  the  management 
of  hypertension  [Recent  Advances  in  Medicine  and 
Surgery],  268 
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psychoneurologic  problems  of  the  hemiplegic  patient 
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Sparine:  tranquilizing  drugs  in  private  practice,  1742 
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can  you  read  this  thermometer, 
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doctor? 

Naturally  not.  Missing  calibration  makes  it  worthless. 

Equally  useless  and  dangerous  is  a “quantitative”  urine-sugar  test  that  does  not 
quantitate  dependably,  or  omits  readings  in  the  critical  range. 

Enzyme  urine-sugar  tests  are  sensitive  and  specific  for  glucose-excellent  “yes” 
or  “no”  tests  but  undependable  for  quantitation.  King  and  Hainline,1  after  testing 
1,000  urines,  found  an  enzymatic  urine-sugar  test  unable  to  distinguish  in  the 
important  range  between  V2  per  cent  and  2 per  cent  or  more  of  urinary  glucose. 
Leonards,2  in  a report  on  4,020  tests,  revealed  that  “...in  502  out  of  804  tests 
the  wrong  interpretation  was  made.”  He  concluded  that  enzymatic  urine-sugar 
testing  “ ...as  a quantitative  procedure  is  unsatisfactory  and  can  lead  to  serious 
error  in  the  interpretation  of  a patient’s  clinical  condition.”2 


Failure  to  recognize  this  limitation  of  enzyme  tests  may  result  in  incorrect 
insulin  dosage,2  and  may  lead  to  diabetic  complications. 

(1)  King,  J.  W.,  and  Hainline,  A.,  Jr.:  Commercial  Glucose  Oxidase  Preparations  for  the  Detection  of 
Glucose  in  Urine,  Cleveland  Clin.  Quart.  23:212,  1956.  (2)  Leonards,  J.  R.:  Evaluation  of  Enzyme  Tests 
for  Urinary  Glucose,  J.A.M.A.  163:260  (Jan.  26)  1957. 
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30  minutes  for  a period  of 
6 hours 


RELAXES  BOTH  MIND  AMD  MUSCLE 

WITHOUT  IMPAIRING  MENTAL  OR  PHYSICAL  EFFICIENCY 


Miltown8 

tranquilizer  with  muscle-relaxant  action 

2-methyl-2-F!-propyl- 1,3-propanediol 
dicarbamate  — U.  S.  Patent  2,724,720 

Supplied:  400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 

Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 

Literature  and  samples  available  on  request 

WALLACE  LABORATORIES 
New  Brunswick , N.  J . 
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/ Simplified  dosage* 

NOW  \ *°  Prevent 

\ Angina  Pectoris 

Metamine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


*Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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This  new  bottle 
is  tailored 
to  fit  your  needs 

From  its  unique  label  with  numerals  printed 
in  the  “working”  position,  to  the  functional 
non-slip  thumb  and  finger  grips  . . . here's  a 
solution  bottle  that  goes  all  out  to  contribute 
the  utmost  in  hospital  efficiency  and  economy. 

Labels  and  bottles  are  cross-calibrated  for  easy 
reading  of  fluid  levels  . . . larger  bottles  are  marked 
at  100  cc.  intervals,  while  the  special  pediatric  sizes 
are  calibrated  in  10  cc.  measurements.  Designed 
with  the  user  in  mind,  to  save  valuable  hospital  time 
...  to  offer  the  most  in  “in-use”  application. 


NEW 


• • • and 


completely  functional 


— another  example  of  pioneering  parenterals  and  service 


BAXTER  LABORATORIES,  INC. 


MORTON  GROVE,  ILLINOIS 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  loiepl  in  tht  city  of  El  Paio,  Teat)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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/ systemic 

116  W injectable  enzyme  with  / ANTI-INFLAMMATORY 

/ 

/ action 

/ 

/ 


CHYMAR  is  preventive  as  well  as  therapeutic 

Indicated  in  all  conditions  in  which  inflammation  and  edema  retard  healing  or  present 
a danger  to  the  involved  organ. 


WHAT  CHYMAR  DOES 

Reduces  and  Prevents:  Inflammation  from 
any  cause.  Traumatic  and  infectious 
edema.  Pain  from  inflammation  and 
swelling  • Hastens:  Absorption  of  blood 
and  lymph  effusions  • Restores:  Circula- 
tion . Promotes:  Healing  • Augments: 
Action  of  antibiotics. 


What  CHYMAR  is:  Chymar  is  a suspen- 
sion of  chymotrypsin  in  oil. 

WHY  CHYMAR  IS  SAFE 
No  known  contraindications  or  incompat- 
ibilities— 

No  influence  on  blood  clotting — no  pain 
on  injection  as  a rule — no  spread  of  in- 
fection. 


Dosage  and 
Administration 

Inject  0.5  cc.  of  Chymar 
intramuscularly  1 to  3 
times  daily  until  clinical 
improvement  is  obtained. 
Reduce  number  of 
injections  as  patient’s 
response  permits. 

In  chronic  or  recurrent 
inflammation:  0.5  cc.  of 
Chymar  once  or  twice 
weekly. 

Supplied  in  5 cc.  vials. 
Each  cc.  contains  5000 
units  of  proteolytic 
activity. 


-A?  THE  ARMOUR  LABORATORIES  a division  of  armour  and  company  • kankakee.  Illinois 
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Against  Pathogen  & Pain 

in  urinary  tract  infections 


Azo  Gantrisin  combines  the  single,  soluble 
sulfonamide,  Gantrisin,  with  a time-tested 
ur inary  analgesic  - in  a single  tablet. 

Prompt  relief  of  pain  and  other  discomfort  is 
provided  together  with  the  wide-spectrum 
antibacterial  effectiveness  of  Gantrisin  which 
achieves  both  high  urinary  and  plasma  levels  so 
important  in  both  ascending  and  descending 
urinary  tract  infections. 

Each  Azo  Gantrisin  tablet  contains  0.5  Cm  Gantrisin  'Roche'  plus  50  mg 
phenylazo-diamino-pyridine  HC1.  Gantrisin®  - brand  of  sulf isoxazole 
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CERTAIN 


(whether  toxic,  neuromuscular 
or  emotional  in  origin) 


more  COMPREHENSIVE  in 

therapeutic  effects 


DONNAGEL 


(DONNATAL  WITH  KAOLIN  AND  PECTIN  COMPOUND) 


Robins 


Gm. 


mg 


Each  30  cc.  of  Donncrgef  contains: 

Hyoscyamine  Sulfate 0.1037  mg. 

Atropine  Sulfate 0.0194  mg. 

Hyoscine  Hydrobromide. . 0.0065  mg. 

Phenobarbital  (V*  gr.) 16.2  mg. 

Kaolin  (90  gr.) 6.0 

Pectin  (2  gr.) 130.0 

Dihydroxy  aluminum 
aminoacetate  (7'/s  gr.) ..  0.5  Gm. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 

Ethical  Pharmaceuticals  of  Merit  since  1 878 


• adsorbs  toxins  • soothes  mucosa 

• reduces  hyperperistalsis  • neutralizes  hyperacidity 


• eases  emotional  tension 
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CLINICAL  COLLOQUY 

I I 

My  patients  complain  that 
the  effect  of  the  pain  tablet  I prescribe 
often  wears  off  in  less  than  3 hours. 

I I 

55 

Why  not  try  the  new  codeine  derivative 
that's  combined  with  APC 
for  faster,  longer- lasting  pain  relief? 

55 

I I 

You  mean  something  that 
doesn't  require  repeat  dosage  so  often? 

| 1 

55 

Yes — it’s  called  Percodan.® 

It  not  only  works  in  5 to  15  minutes  but 
one  tablet  sustains  its  pain-relieving  effect 
for  6 hours  or  longer! 

59 

1 I 

How  about  side  effects? 

1 f 

* m 

V V 

No  problem.  For  example, 
the  incidence  of  constipation 
is  rare  with  Percodan.  * 

i I 

Sounds  worth  trying  — what's  the  average  adult  dose? 

1 1 

55 

One  tablet  every  6 hours.  That’s  all. 

I i 

Where  can  I get  literature  on  Percodan? 

I 1 
55  ■ 

Just  ask  your  Endo  detailman  or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 

*U.S.  Pat.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 

t Advertisement 
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How  to  pep  up  a poor  appetite 


CYANOCOBALAMIN  (CRYSTALLINE  VITAMIN 

When  RED1SOL — pure  vitamin  B,2 — is  used  as  a dietary  supple- 
ment, weight  gain  and  increase  in  appetite  often  follow.  The 
cherry-flavored  Elixir  and  soluble  Tablets  dissolve  readily  in 
liquids. 

(|sw 
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Co.) 2183 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Veralba-R  (Pitman-Moore  Company) 2180 

Dietary  Foods 

Meat  (American  Meat  Institute) 2184 

Medical  and  Surgical  Supplies 

New  Bottle  (American  Hospital  Supply  Corp.) 2165 
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New  York  State  J.  Med. 


: 


a 

refresher 
for  your 
patients 


<A> 


G EVR ABON 

on -the -rocks 


Chilling  remarkably  enhances  the  sherry  flavor  of 
gevrabon.  For  some  time  physicians  have  been 
advantageously  prescribing  gevrabon  with  ice  as 
an  appetite-stimulating  tonic  before  mealtime  — 
adding  a refreshing  touch  to  regular  dietary 
supplementation  for  their  senior  patients. 

Specify  gevrabon  on  the-rocks  and  assure  your 
older  patients  a vigor-sustaining  supplement  of 
specific  vitamins  and  minerals  in  truly  palatable 
form. 

GEVRABON*  Geriatric  Vitamin-Mineral  Supplement  LEDERLE 


Each  fluid  ounce  (30  cc.)  contains: 


Thiamine  HC1  (Bj)  5 mg. 

Riboflavin  (BL>)  2.5  mg. 

Vitamin  B12  1 mcgm. 

Niacinamide  50  mg. 

Pyridoxine  HC1  (Bfi)  1 mg. 

Pantothenic  Acid  (as  panthenol)  10  mg. 

Choline  (as  tricholine  citrate)  100  mg. 

Inositol  100  mg. 

Calcium  (as  Ca  glycerophosphate)  48  mg. 

Phosphorus  (as  Ca  glycerophosphate)  -39  mg. 

Iodine  (as  KI)  1 mg. 

Potassium  10  mg. 

Magnesium  (as  MgClo^HoO)  2 mg. 

Zinc  (as  ZnClo)  2 mg. 

Manganese  (as  MnClo^HoO)  2 mg. 

Iron  (as  ferrous  gluconate)  20  mg. 

Alcohol  18% 


*Reg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


21 


E W 


Compazine 

Spansule* 

capsules 

combine  the  advantages  of 

the  outstanding  tranquilizer  and  the 

unique  sustained  release  dosage  form 


For  prompt,  prolonged 
relief  of  mild  and 
moderate  mental  and 
emotional  disturbances 
characterized  by — 


anxiety 

senile  agitation 

stress 

tension 

postalcoholic  states 
agitation 
confusion 
restlessness 


r calm  but  not 

sleepy” 


Available:  io  mg.  and  15  mg, 
‘Compazine’  Spatisule  capsules 


Smith , Kline  & French  Laboratories,  Philadelph 


★T.M.  Reg.  U.S.  Pat.  Off.  for  proclorperazine,  S.K.F. 
tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 
Patent  Applied  For 
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Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


METIMYD 

Ophthalmic  Suspension 

(prednisolone  acetate  and  sulfacetamide  sodium) 


external 

eye 

conditions 
consistently 
respond  to... 


blepharitis  “responded  dramatically  to  both  the  drop 
and  ointment  form  of  therapy”! 
allergic  conjunctivitis  “cleared  almost  completely 
in  48  hours ...”  in  1 2 of  1 4 cases! 
acute,  infectious,  gram-positive  conjunctivitis 
38  of  42  cases  “subsided  within  four  to  seven  days....”! 

episcleritis  “responded  successfully  to  topical  Metimyd ”! 

marginal  ulcers  “completely  cleared  in  24  hours”! 

tAbrahamson,  I.  A.,  Jr.,  and  Abrahamson,  I.  A.,  Sr.: 
Am.  J.  Ophth.  42:482,  1956. 


(prednisolone 


Ointment  with  Neomycin 

acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 


I-J-II7 


Orinase 

Prescription 

Information 

Dosage:  Patients  responsive  to  Orinase 
may  begin  therapy  as  follows: 

First  day 

so.  900009 

OO 

Third  day  tfb  Mjk 
1 Gm.  V 

Usual  maintenance  dose  1 Gm. 

(must  be  adjusted  to  patient’s  response) 

To  change  from  insulin  to  Orinase: 

If  previous  insulin  dosage  was 
less  than 

40  u./day  . . . reduce  insulin  30%  to 
50%  immediately: 
gradually  reduce  insulin 
dose  if  response  to 
Orinase  is  observed. 

more  than 

40  u./day  . . . reduce  insulin  20% 

immediately:  carefully 
reduce  insulin  beyond 
this  point  if  response  to 
Orinase  is  observed. 

In  these  patients, 
hospitalization  should  be 
considered  during  the 
transition  period. 

Caution:  During  the  initial  “test”  period 
(not  more  than  5 to  7 days),  the  patient 
should  test  his  urine  for  sugar  and 
ketone  bodies  three  times  daily  and 
report  to  his  physician  daily.  For  the  first 
month,  he  should  report  at  least  once 
weekly  for  physical  examination,  blood 
sugar  determination,  and  white  cell 
count  (with  differential  count,  if 
indicated).  After  the  first  month,  the 
patient  should  be  seen  at  least  once  a 
month,  and  the  above  studies  carried  out. 
It  is  especially  important  that  the  patient, 
because  of  the  simplicity  and  ease  of 
administration  of  Orinase,  does  not 
develop  a careless  attitude  (“cheating” 
on  his  diet,  for  example)  which  may 
result  in  serious  consequences  and 
failure  of  treatment. 

Supplied:  In  0.5  Gm.  scored  tablets, 
bottles  of  50. 


Second  day 

2 Gm.  <£ 


now  available . . . 


Complete  literature  available  on  request. 

THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 

I 


Upjohn 


save 
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Upjohn 


the  new  oral  antidiabetic  agent 


Used  investigationally  in  more  than  18,000  patients!  (Tolbutamide,  Upjohn) 


Ready  for  your  prescription  now.  Orinase  is  now 
available  in  all  leading  prescription  pharmacies. 
But  please,  before  you  prescribe  this  exciting 
new  drug,  be  sure  you  understand  its  limitations. 

Indications.  Orinase  is  most  likely  to  benefit  the 
patient  in  whom  the  diabetes  is  relatively  mild 
and  stable,  is  not  adequately  controlled  by  die- 
tary restrictions  alone,  and  developed  sometime 
after  the  age  of  30  years. 

Contraindications.  Orinase  is  contraindicated  in 
patients  with  1)  diabetes  of  the  types  known  vari- 
ously as  juvenile,  growth-onset,  unstable,  or 
brittle;  2)  a history  of  diabetic  coma;  3)  diabetes 
complicated  by  ketosis,  acidosis,  coma,  fever, 
severe  trauma,  gangrene,  Raynaud’s  disease,  or 
serious  impairment  of  renal  or  thyroid  function; 
4)  hepatic  dysfunction;  and  5)  diabetes  ade- 
quately controlled  by  dietary  restriction. 

Effects.  In  patients  with  a satisfactory  response 
to  Orinase,  the  blood  sugar  falls,  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly- 
uria, and  polyphagia  disappear.  It  is  not  a sub- 
stitute for  insulin.  And  it  requires  the  same  ad- 
herence to  basic  principles  of  diabetes  control  as 
does  insulin,  e.g.,  dietary  regulation;  tests  for 
glycosuria  and  ketonuria;  hygiene;  exercise;  in- 


struction of  the  patient  to  recognize  and  counter- 
act impending  hypoglycemia,  to  follow  rigidly 
directions  regarding  diet  and  continuing  use  of 
the  drug  and  to  report  immediately  to  the  phy- 
sician any  feeling  of  illness.  Extreme  care  must 
be  taken  during  the  transition  period  to  avoid 
ketosis,  acidosis,  and  coma. 

Side  effects.  To  date,  the  most  serious  side  effect  is 
hypoglycemia,  which  may  occur  occasionally  and 
is  most  likely  to  occur  during  the  transition 
period  from  insulin  to  Orinase.  Other  untoward 
reactions  to  Orinase  are  rare,  usually  of  a non- 
serious  nature,  and  tend  to  disappear  on  adjust- 
ment of  dosage,  e.g.,  gastrointestinal  disturb- 
ances, headache,  variable  allergic  skin  manifesta- 
tions, and  alcohol  intolerance. 

Clinical  toxicity.  Aside  from  an  occasional  hypo- 
glycemia, Orinase  appears  to  be  remarkably  free 
of  gross  clinical  toxicity.  There  is  no  evidence  of 
crystalluria  or  other  untoward  effects  on  renal 
function,  or  of  hepatotoxicitv.  Except  for  a rare 
leukopenia  of  mild  degree,  which  has  been  revers- 
ible (in  some  instances,  even  under  continued 
therapy) , there  have  been  no  adverse  effects  on 
hematopoietic  function. 

TRADEMARK,  REG.  U.S.  PAT.  OFF. 
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when  effective  dosage  in  hypertension 

is  difficult  to  establish  and  maintain 


Many  hypertensive  patients  'escape’ 
the  therapeutic  effects  of  medication 
regardless  of  the  hypotensive  agent 
used.  This  problem  is  further  compli- 
cated when  the  drug’s  potency  varies 
with  different  manufacturing  lots. 

With  Veralba-R,  however,  contin- 
ued response  to  effective  dosage  can 
be  expected  in  most  cases.  Chemical 
assay  of  Veralba-R  insures  constant 


potency  from  lot  to  lot.  Once  Veralba-R 
dosage  is  established  for  the  individ- 
ual patient,  there  is  seldom  any  need 
for  dosage  adjustment. 

Composition:  Each  grooved,  uncoated 
Veralba-R  tablet  contains  0.4  mg.  of 
chemically  standardized  protoveratrine 
and  0.08  mg.  of  reserpine. 

Literature  and  clinical  supply  pack- 
age available  to  physicians  on  request. 


VERALBA 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC.,  INDIANAPOLIS  6,  INDIANA 
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M.D.:  Mr.  R.  A.  has  left  home! 
Gone  back  to  job;  arthritic  pain 
and  restriction  of  activity  im- 
proved. F eeling  tops.  Thanks  to 
wonderful  medicine  you  Rx’d. 

-Gratefully,  WIFE. 


Sterane 

brand  of  prednisolone 


. _ brand  of  prednisolone 

cortiMid'' Whim' 'rheu™tic'  anti-allergic,  anti-inflammatory 
corticoid.  White,  scored  5 mg.  tablets  (bottles  of  20  and  inm 

and  pink,  scored  1 mg.  tablets  (bottles  of  100) 

PFIZER  LAB0RATOR,ES  “*«»■  «*-•  . Co..  ,„c.  Brooklyn  6.  new  York 
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a faster- 
acting 
oral 
form 


Youngsters  really  go  for  the  taste-true  orange  flavor  of 
Achromycin  V Syrup.  But  this  new  syrup  offers  more 
than  “lip-service”  to  your  junior  patients.  It  provides  the  new 
benefits  of  rapid-acting,  phosphate-buffered  Achromycin  V — 

• accelerated  absorption  in  the  gastrointestinal  tract 

• earlier,  higher  peaks  of  concentration  in  body  tissue 
and  fluid 

• quicker  control  of  a wide  variety  of  infections 

• unsurpassed  true  broad-spectrum  action 

• minimal  side  effects 

• well-tolerated  by  patients  of  all  ages. 

ACHROMYCIN  V SYRUP:  aqueous,  ready-to-use,  freely 
miscible.  125  mg.  tetracycline  per  5 cc.  teaspoonful 
phosphate-buffered. 

DOSAGE:  6-7  mg.  per  lb.  of  body  weight  per  day. 


*Reg.  U.S.  Pat.  Off. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER. 


NEW 


YORK 
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2.0 


HOURS  AFTER  ADMINISTRATION  OF  250  Mg.  DOSE 


tetracycline  activated  for  higher,  faster  levels 


TETlAiONV 


TETRACYCLINE-PHOSPHATE  BUFFERED 


HOMOGENIZED  SYRUP 


activated  for  higher,  faster  tetracycline  blood  levels  . . . potent, 
prompt,  prolonged  control  of  tetracycline -susceptible  infections. . . 
prescription  adherence  assured  ...  no  reconstitution  required 


new, 

orange-flavored 
delight  in 
broad -spectrum 
therapy 


Supplied: 

Each  5 cc.  teaspoonful  of  Tetrabon  V 
contains  tetracycline  equivalent  to  125  mg', 
tetracycline  hydrochloride,  phosphate 
buffered,  in  an  orange-flavored,  orange- 
colored,  ready-to-use,  homogenized  suspen- 
sion. Bottles  of  2 oz.  and  1 pint. 


Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc., 
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Meat... 

and  Dietotherapy  in 
Cirrhosis  of  the  Liver 

A fundamental  requirement  to  maintain  compensation  in  atrophic 
or  postnecrotic  cirrhosis  of  the  liver  is  the  provision  of  a well-organized 
diet  adequate  in  calories  and  biologically  balanced  protein.1 

Many  authorities  recommend  that  the  diet  should  supply  1.2  to 
2.0  grams  of  protein  per  kilogram  of  desirable  body  weight,  except  for 
the  patient  with  impending  hepatic  insufficiency,  who  is  intolerant  to 
large  amounts  of  protein.  Moderate  amounts  of  fat  are  permissible  in 
order  to  make  the  diet  more  taste-acceptable.  There  is  no  valid  evidence 
that  supplementing  the  adequate  diet  with  choline,  methionine,  other 
lipotropic  agents,  or  vitamins  has  therapeutic  significance.2 

An  acceptable  diet  for  a patient  whose  normal  weight  approximates 
70  kilograms  provides  110  to  120  grams  of  protein,  225  to  250  grams 
of  carbohydrate,  80  to  90  grams  of  fat,  and  2000  to  2300  calories.1  The 
foods  selected  should  assure  an  adequate  intake  of  vitamins  and  minerals. 

Lean  meat  is  particularly  competent  in  contributing  to  the  patient’s 
needs  for  protein,  B vitamins,  and  the  minerals  iron,  potassium,  phos- 
phorus, and  magnesium.  Its  appeal  to  the  palate  helps  maintain  food 
interest.  At  least  8 ounces  daily  should  be  included  in  the  dietary 
program  in  this  disease.3 

1.  Snell,  A.  M.;  Kark,  R.;  Butt,  H.  R.;  Sborov,  V.,  and  Jones,  C.  M.:  Panel  on  Liver  Diseases, 
J.A.M.A.  755:116  (May  14)  1955. 

2.  Gabuzda,  G.  J.:  Clinical  and  Nutritional  Aspects  of  Lipotropic  Agents,  with  Special  Reference 
to  Their  Role  in  the  Pathogenesis  and  Treatment  of  Fatty  Cirrhosis  of  the  Liver,  Report  to  the 
Council  on  Foods  and  Nutrition.  J.A.M.A.  160:969  (Mar.  17)  1956. 

3.  The  Committee  on  Dietetics  of  the  Mayo  Clinic:  Mayo  Clinic  Diet  Manual,  ed.  2,  Philadelphia, 
W.  B.  Saunders  Company,  1954,  pp.  39-41. 

The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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SHORT-WAVE 

DIATHERM 

The  only  short-wave  dia- 
therm  in  the  lower  price 
range  that  can  be  equipped 
for  the  large  area  technic. 
Ideal  for  office  use,  the 
Crusader  gives  consistent- 
ly excellent  performance 
regardless  of  climate,  ele- 
vation or  temperature 
changes.  Handsome  in 
appearance,  the  Crusader 
is  extremely  rugged . . . built 
to  give  years  of  service. 


ASK  ANY  OF  THESE  DEALERS  FOR  A DEMONSTRATION  OF  THE  CRUSADER  IN  YOUR  OFFICE 


BRONX,  NEW  YORK 

Herbert  F.  Nusbaum,  1633  Lurting  Ave. 

BROOKLYN,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  2515  — 86th  St. 

NEW  YORK  CITY,  NEW  YORK 

Arista  Surgical,  67  Lexington  Ave. 

Falk  Surgical,  1430  — 3rd  Ave. 

J.  A.  Preston  Corporation,  175 -5th  Ave. 


LONG  ISLAND,  NEW  YORK 

Mayflower  Surgical  Supply  Co.,  212  Front  St.,  Mineola 

NEW  ROCHELLE,  NEW  YORK 

Westchester  Surgical  Supply  Co.,  671  Main  Street 

PORT  CHESTER,  NEW  YORK 

United  Surgical  Supply  Company,  154  Midland  Ave. 

ROCHESTER,  NEW  YORK 

Surgical  Supply  Center 

Paine  Drug  Co.,  15  Henrietta  Street 


BIRTCHER  MEDICAL  DISTRIBUTORS  OF  NEW  YORK 

Suite  923,  480  Lexington  Ave.,  New  York  City 


For  the  convenience  of  New  York  physicians, 
we  maintain  a display  room,  warehouse  and 
complete  service  facilities  in  New  York  City 
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new  concept! 


COLORIMETRIC 


test  for  proteinuria 

ALBUSTIX 

TRADEMARK 

REAGENT  STRIPS 


entirely  new  concept 

Albustix  Reagent  Strips  employ  a new  and  different  chemical  principle 
that  indicates  the  presence  of  proteinuria  by  a color  change  rather  than 
by  a precipitate  in  a solution. 


colorimetric  readings 

wide-range,  graduated  color  scale  eliminates  guesswork— no  color  change 
with  a negative  urine 


sensitive 


reacts  immediately  with  clinically  significant  albuminuria 

convenient,  timesaving 

firm,  easy-to-handle  strip  with  reactive  tip. ..no  waiting... no  equipment... 
no  heating. ..completely  disposable 


available:  Albustix  Reagent  Strips- Bottles  of  120. 


ALBUTESF 

BRAND 

Reagent  Tablets 


ALBUTEST  employs  the  same  chemical 
principle  as  ALBUSTIX -colorimetric  test 
for  proteinuria.  A color  guide  provides 
points  of  reference  for  interpreting  results. 
Bottles  of  100  and  500  reagent  tablets. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 


Ames  Company  of  Canada,  Ltd.,  Toronto 

39057 


Skin  graft  donor  site  after  2 weeks’  treatment  with... 

petrolatum  gauze— still  | Furacin  gauze— 

largely  granulation  tissue  I completely  epithelialized 


OBJECTIVE  EVIDENCE  OF 
SUPERIOR  WOUND  HEALING 


was  obtained  in  a quantitative  study  of  50  donor 
sites,  each  dressed  half  with  Furacin  gauze, 
half  with  petrolatum  gauze.  Use  of  antibacterial 
Furacin  Soluble  Dressing,  with  its  water-soluble  base, 
resulted  in  more  rapid  and  complete  epithelialization. 
No  tissue  maceration  occurred  in  FuRAClN-treated 
areas.  There  was  no  sensitization. 

Jeffords,  J.  V.,  and  Hagerty,  R.  F.:  Ann.  Surg.  1-45:169, 1957. 


FURACIN®. 


brand  of  nitrofurazone 


the  broad-range  bactericide  that  is  gentle  to  tissues 


spread  Furacin  Soluble  Dressing:  Furacin  0.2%  in  water- 
soluble  ointment-like  base  of  polyethylene  glycols. 

sprinkle  Furacin  Soluble  Powder:  Furacin  0.2%  in  powder 
base  of  water-soluble  polyethylene  glycols.  Shaker-top  vial. 


spray  Furacin  Solution:  Furacin  0.2%  in  liquid  vehicle  of 
polyethylene  glycols  65%,  wetting  agent  0.3%  and  water. 

EATON  LABORATORIES,  NORWICH,  N.Y. 

Nitrofurans—a  NEW  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
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Bidrolar. . . combines  a natural  laxative 
with  an  effective  stool  softener 


use  of  irritating  bowel  evacuants  . . . and  without 
the  disadvantages  and  lack  of  peristaltic  effect 
noted  with  the  use  of  stool  softeners  alone. 

Bidrolar  provides  ox  bile,  a natural  peristaltic  stimulant  that 
produces  taxation  without  irritating  the  bowel  . . . and 
dioctyl  sodium  sulfosuccinate,  an  effective  stool  softener  that 
keeps  feces  soft  for  easy  evacuation. 

Bidrolar  stimulates  the  liver  to  increase  the  free  flow  of  bile 
which  in  turn  promotes  natural  hydration  of  the  stool. 


Each  Bidrolar  tablet  contains: 

Dioctyl  Sodium  Sulfosuccinate 40  mg. 

Ox  Bile  Extract 60  mg. 


Supplied  in  bottles  of  30  and  100  tablets. 


Bidrolar 


£&-  McCtXtAxiJ2j^  {xfitta/t- 


—like  some  drugs— can  cause  side  effects  that 
may  force  your  patient  to  discontinue  treatment 


A reducing  regimen  that  is  dependent  on  diet  alone 
is  frequently  complicated  by  psychic  side  effects — 
irritability,  psychogenic  weakness  and  fatigue. 

0 

The  smooth  and  subtle  effect  of  ‘Dexamyl’  on  extremes 
of  mood  can  encourage  your  overweight  patient  to 
practice  the  dietary  discipline  necessary  for  weight 
loss.  Furthermore,  because  of  its  Dexedrine* 
component,  ‘Dexamyl’  exerts  a specific  inhibitory 
effect  on  appetite. 


DEXAMYL* 


tablets — elixir — Spansule t capsules 


Smith,  Kline  & French  Laboratories,  Philadelphia 


Each  ‘Dexamyl’  Tablet  or  teaspoonful  (5  cc.)  of  the  Elixir  supplies: 
‘Dexedrine’  (dextro-amphetamine  sulfate,  S.K.F.),  5 mg.;  amobarbital,  %gr. 

‘Dexamyl’  Spansule  capsules  are  available  in  two  strengths:  (1)  ‘Dexedrine’,  10  mg.; 
amobarbital,  1 gr.  (2)  ‘Dexedrine’,  15  mg.;  amobarbital,  1}^  gr. 

*T.M.  Reg.  U.S.  Pat.  Off.  tT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


M/vert, 

vertigo 


each  tablet  contains: 


(AND  A GLANCE  AT  THE  FORMULA  SHOWS  2 REASONS  WHY) 


MECLIZINE  (12.5  mg.) —specifically  sup- 
presses labyrinthine  irritation1 

+ 

NICOTINIC  ACID  (50  mg.)  — for  prompt 
increase  of  cerebral  blood  flow2 

Proof?  Try  antivert  on  your  next  vertig- 
inous patient.  One  tablet  t.i.d.  before  meals. 
In  bottles  of  100  blue-and-white  scored  tab- 
lets. Rx  only. 


VERTIGO  IN  GERIATRICS 

antivert  is  particularly  useful  for  the  relief 

~r  vertigo  in  the  aging. 


CHICAGO  11,  ILLINOIS 


I.  Weil,  l.  L. : J.  Florida  Acad.  Gen. 
Pract  4:9  (July)  1954.  2.  Williams. 
Henry  L : J Michigan  Slate  Med. 
Society  51:572-576  (May)  1952. 
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Problem-eaters,  the  underweight,  and  gener- 
ally below-par  patients  of  all  ages  respond  to 
INCREMIN. 


Incremin  offers  1-Lysine  for  protein  utiliza- 
tion, and  essential  vitamins  noted  for  out- 
standing ability  to  stimulate  appetite,  over- 
come anorexia. 


Specify  incremin  in  either  Drops  (cherry 
flavor)  or  Tablets  (caramel  flavor).  Same 
formula.  Tablets,  highly  palatable,  may  be 
orally  dissolved,  chewed,  or  swallowed.  Drops, 
delicious,  may  be  mixed  with  milk,  milk  for- 
mula, or  other  liquid;  offered  in  15  cc.  poly- 
ethylene dropper  bottle. 


Each  incremin  Tablet 

or  each  cc.  of  incremin  Drops  contains: 


1-Lysine  300  mg. 

Vitamin  25  mcgm. 

Thiamine  (B,)  10  mg. 


Pyridoxine  (B„)  5 mg. 

(incremin  Drops  contain 
1%  alcohol) 

*Reg.  U.  S.  Pat.  Off. 


Dosage  only  1 incremin  tablet  or  10-20 
incremin  Drops  daily. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 
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in  arthritis , BUFFERIN®  because . . . 


...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

...Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 

...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  individual  dosages. 

. . . Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 

Each  sodium-free  B UFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 


Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 


Those  who  do  deserve  this  effective  treatment 
which  only  you  can  prescribe— 


florinef- 


Florinef  (Squibb  Fludrocortisone  Acetate)  with  Spectrocin  (Squibb  Neomycin-Gramicidin) 


lotion 

ointment 


the  most  effective  antipruritic,  anti-inflammatory  agent  known, 
plus  antibiotic  action  against  secondary  bacterial  invaders 

Only  2 or  3 drops  of  Florinef-S  Lotion,  or  Vi  inch  of  Florinef-S  Ointment, 
will  provide  your  patients  with  prompt,  welcome  relief  of  itching  and 
inflammation,  hasten  the  healing  process,  discourage  scratching,  and  act 
prophylactically  or  therapeutically  against  secondary  bacterial  invaders. 

NEVER  BEFORE  HAS  SO  LITTLE  MEDICATION  PROVIDED  SO  MUCH  RELIEF. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


Florinef-S  Lotion,  0.05%  and  0.1%,  15  cc.  plastic  squeeze  bottles;  Florinef-S  Ointment, 
0.1%,  5 Gm.  and  20  Gm.  tubes. 

Also  available:  Florinef-S  Ophthalmic  Suspension,  0.1%,  5 cc.  dropper  bottles; 
Florinef-S  Ophthalmic  Ointment,  0.1%,  3.6  Gm.  tubes  with  ophthalmic  tip. 

'FLORINEF'®  AND 'SPECTROCIN'®  ARC  SQUIBB  TRADEMARKS 
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Rauwiloid 


A Better  Antihypertensive 

. . . because  among  all  Rauwolfia  preparations  Rauwiloid 
(alseroxylon)  is  maximally  effective  and  maximally  safe 
. . . because  least  dosage  adjustment  is  necessary  . . . 
because  the  incidence  of  depression  is  less  . . . because 
up  to  80%  of  patients  with  mild  labile  hypertension  and 
many  with  more  severe  forms  respond  to  Rauwiloid  alone. 


A Better  Tranquilizer,  too 

. . . because  Rauwiloid’s  nonsoporific  sedative  action 
relieves  anxiety  in  a long  list  of  unrelated  diseases 
not  necessarily  associated  with  hypertension . . . with- 
out masking  of  symptoms  . . . without  impairing  in- 
tellectual or  psychomotor  efficiency. 

Dosage:  Simply  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making  smaller 
dosage  effective  and  freer  from  side 
actions. 

Rauwiloid  +Veriloid* 

In  moderate  to  severe  hypertension 
this  single-tablet  combination  per- 
mits long-term  therapy  with  depend- 
ably stable  response.  Each  tablet  con- 
tains 1 mg.  Rauwiloid  and  3 mg.Veri- 
loid.  Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 

Riker  LOS  ANGELES 
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antibacterial 

effectiveness  for  24  hours 
on  a single  (1  Gm.)  dose 


Kynex  Sulfamethoxypyridazine  is  a completely  new, 
long-acting  single  sulfonamide  with  clinical  advan- 
tages hitherto  unequaled  in  sulfa  therapy  — 

low  dosage1— only  2 tablets  per  day. 

rapid  absorption1 —therapeutic  blood  levels 
within  the  hour,  blood  concentration  peaks  within 
2 hours. 


in  dosage  is  recommended;  the  usual  precautions 
regarding  sulfonamides  should  be  observed. 

convenience —the  low  maintenance  dosage  of 
1 Gm.  (2  tablets)  per  day  for  the  average  adult  offers 
optimum  convenience  and  acceptance  to  patients. 

Each  quarter-scored  tablet  contains:  sulfamethoxy- 
pyridazine... 0.5  Gm.  (7V2  grains). 


prolonged  action»-10  mg.  per  cent  blood  levels 
that  persist  over  24  hours  on  a maintenance  dose 
of  1 Gm. 

broad-range  effectiveness  - particularly  effi- 
cient in  urinary  tract  infections  due  to  sulfonamide- 
sensitive  organisms,  including  E.  coli,  Aerobacter 
aerogenes,  paracolon  bacilli,  streptococci,  staphylo- 
cocci, Gram-negative  rods,  diphtheroids  and  Gram- 
positive cocci. 


1.  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot. 
Med.  & Clin.  Ther.  3:378  (Nov.)  1956. 


NOW  AVAILABLE 

KYNEX* SYRUP 

SULFAMETHOXYPYRIDAZINE 

LEDERLE 


• Aqueous— readily  miscible 

• Caramel  flavored 

• Stable-no  refrigeration 
needed 

Readily  acceptable  by  pa- 
tients of  all  ages 


greater  safety  — high  solubility,  slow  excretion  Each  teaspoonful  (5  cc.)  of  kynex  Syrup  contains 
and  low  dosage  help  avoid  crystalluria.  No  increase  250  mg.  sulfamethoxypyridazine. 


•Reg.  U.  S.  Pot.  Off. 

LEDERLE  LABORATORIES  DI V ISION  . AM  ER  ICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


from  allergic  effects  of  pollen 

CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 

—with  minimal  side-effects 


Each  Pulvule  ‘Co-PyroniV 
provides: 

‘PyroniV  15  mg. 

( Pyrrobutamine , Lilly) 
‘Histadyl’  25  mg. 

(Th enylpyra mine,  Lilly) 
‘Clopane 

Hydrochloride'  12.5  mg. 

( Cyclopentamine 
Hydrochloride,  Lilly) 


This  is  the  season  when  we  all  yearn  for  escape  from  every- 
day life,  to  “commune  with  nature.”  But,  to  the  one  aller- 
gic to  pollen,  this  craving  is  usually  easier  to  endure  than 
the  penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

‘Co-Pyronil’  combines  the  complementary  actions  of  a 
rapid-acting  antihistaminic,  a long-acting  antihistaminic, 
and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

758021 
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A More  Hopeful  Outlook 


The  Statistical  Bulletin  of  the  Metro- 
politan Life  Insurance  Company,1  reporting 
on  the  prognosis  after  recovery  from  dis- 
ability due  to  mental  disorders  of  persons  so 
afflicted,  says  in  part: 

Persons  disabled  by  mental  disorders  quite 
commonly  recover  sufficiently  to  be  able  to 
return  to  work.  This  is  brought  out  in  a study 
of  men  insured  under  standard  ordinary  poli- 
cies in  the  Metropolitan  Life  Insurance  Com- 
pany who  became  disabled  during  the  period 
1935-1941  and  who  subsequently  recovered. 
These  men  were  disabled  for  at  least  three 
months  before  they  became  eligible  for  benefits 
under  the  disability*  provisions  in  their  policy. 

Because  of  the  lack  of  adequate  follow-up 
studies  essential  for  determining  the  long-term 
prognosis  of  persons  who  recover  from  mental 
disorders,  special  interest  attaches  to  a recent 
investigation  of  the  experience  among  778  men 
insured  in  the  Company  who  had  recovered 
from  disability  due  to  mental  disease  some 
time  between  1925  and  1949  and  who  were 
traced  to  1954.  The  average  period  of  follow- 


1 Statistical  Bulletin.  Metropolitan  Life  Insurance  Com- 
pany 38:  7 (Jan.)  1957. 


up  was  more  than  eleven  years.  Of  the  total, 
610  had  been  disabled  by  functional  mental 
disorders,  76  by  organic  disorders,  and  the 
remaining  92  by  mental  disorders  of  other  or 
unknown  types.  Among  those  recovered  from 
functional  disorders,  250  had  had  schizophrenia 
and  181  manic  depressive  psychosis.  The  most 
common  organic  psychoses  were  due  to  alco- 
holism, syphilis,  and  cerebral  arteriosclerosis. 

The  record  of  survivorship  following  recovery 
from  disability  due  to  mental  disorder  is  com- 
paratively favorable.  In  the  experience  as  a 
whole,  the  survivorship  rate  was  93  per  cent  at 
the  end  of  five  years,  87  per  cent  at  the  end  of 
ten  years,  and  73  per  cent  at  the  end  of  twenty 
years. 

This  study  clearly  indicates  that  a consider- 
able proportion  of  persons  who  have  had  mental 
disorders  severe  enough  to  cause  disability  are 
able  to  resume  and  maintain  a fairly  normal 
level  of  activity.  The  findings,  moreover, 
relate  to  a period  which  antedates  the  develop- 
ment of  newer  types  of  therapy.  There  is  sub- 
stantial warrant  for  a hopeful  attitude  toward 
rehabilitation  of  former  mental  patients.  The 
needs  in  this  field  are  far  from  being  met,  even 
though  the  outlook  for  recovery  and  rehabilita- 
tion has  never  been  more  favorable. 


History  is  Made 


On  the  morning  of  June  5,  a notable  advance 
was  made  in  the  history  of  medical  communi- 
cations. Says  the  Journal  of  the  American 
Medical  Association1  editorially,  in  part: 

That  day,  through  arrangements  made  by 
Smith,  Kline,  & French  Laboratories,  two  of 
the  world’s  great  medical  confraternities,  the 
physicians  of  the  United  States  and  of  Great 
Britain,  will  be  linked  for  more  than  an  hour 
via  the  new  underseas  cable.  This  “joint 
meeting”  of  the  American  Medical  Association, 
> J.A.M.A.  164:  290  (May  18)  1957. 


then  in  annual  session  in  New  York  City,  and 
the  Harvey  Tercentenary  Congress,  convened  in 
London  on  the  300th  anniversary  of  the  death 
of  William  Harvey,  will  hear  distinguished 
panelists  on  both  sides  of  the  Atlantic  exchange 
information  in  cardiac  surgery. 

This  is  a notable,  exciting  part  of  the  medical 
profession’s  “person-to-person”  program,  urged 
last  fall  by  President  Eisenhower.  And  it  is 
fitting  that  Harvey  is  the  subject  of  this  truly 
international  conference.  His  work  is  itself  an 
example  of  the  internationalism  of  science. 

Circulation  of  the  blood  is  so  basic  a part  of 
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current  medical  thought  that  sometimes  we 
forget  the  importance  of  Harvey’s  contribution 
unless  we  recall  medical  doctrine  as  it  stood  at 
the  time  of  the  Renaissance.  This  doctrine 
held  that  the  liver  was  the  center  of  circulation 
and  that  the  heart  merely  contained  air,  or 
blood  mixed  with  air,  which  left  the  right  side 
through  invisible  pores  in  the  ventricular  sep- 
tum. Air,  passing  through  the  arteries,  con- 
veyed “animal  spirits”  (animus)  to  parts  of  the 
body.  The  veins,  and  the  veins  alone,  con- 
tained blood.  The  20th  century  medical  his- 
torian, Castiglioni,  has  stated  that  the  correc- 
tion of  this  concept  constituted  in  the  Renais- 
sance “the  fulcrum  of  all  physiological  knowl- 
edge; in  fact,  one  cannot  speak  of  true  progress 
in  physiology  until  the  secret  of  circulation  was 
revealed — a secret  that  had  challenged  atten- 
tion since  classical  times  without  having  re- 
sulted in  much  progress.” 

Harvey’s  challenge  was  bold  and  accurate. 
In  1628  he  wrote  in  his  monumental  “De  motu 
cordis” : “It  is  absolutely  necessary  to  conclude 
that  the  blood  in  the  animal  body  is  impelled 
in  a circle  and  is  in  a state  of  ceaseless  motion; 
that  this  is  the  act  or  function  which  the  heart 
performs  by  means  of  its  pulse  and  that  it  is  the 
sole  and  only  end  of  the  motion  and  contraction 
of  the  heart”.  . . 

To  the  spread  of  knowledge  in  the  Renais- 
sance there  was  no  international  “curtain”; 
indeed,  one  Renaissance  expert  has  written  of 
“new  reciprocal  relations  between  members  of 
the  European  group  of  nations”  as  a vital 
characteristic  of  the  Renaissance  itself.  Thus, 
the  work  of  Vesalius  and  Servetus  was  freely 
available  to  Harvey,  as  was  the  opportunity  to 

Editorial 

Identification  of  Newborns  to  Avoid  Con- 
fusion in  Hospitals.  According  to  Dr. 
Herman  Goodman,  New  York  State  includ- 
ing New  York  City  has  been  significantly 
free  of  scare  of  confusion  of  newborns  in 
hospitals.  One  hears  rumors  of  suspected 
mix-ups.  Traced  to  the  source,  one  learns 
soon  enough  that  no  child  was  actually 
mixed  up.  This  is  a wonderful  record  in 
view  of  the  birth  rate  and  the  preponderance 


study  in  Italy  under  Fabricus,  perhaps  the 
greatest  surgeon  of  the  day. 

Nor  does  internationalism  end  there  with  the 
theory  of  circulation.  Harvey’s  book  was 
published  on  the  Continent  in  the  free  city  of 
Frankfurt.  The  entire  world  of  late-Renais- 
sance  science — Italy,  France,  Germany,  Scan- 
dinavia, the  Lowlands,  and  England — entered 
into  the  controversy  that  followed  publication 
of  “De  motu  cordis.”  And  in  the  end,  the  work 
of  many  men  of  different  locales — Aselli  of 
Cremona,  Jean  Pecquet  of  Dieppe,  Malpighi  of 
Bologna — added  incontrovertible  facts  of  phys- 
iology to  Harvey’s  own  findings.  . . . 

The  many  scientific  journals,  the  many  in- 
ternational meetings  and  free  correspondence 
by  men  interested  in  the  same  search — these 
provide  already  established  avenues  by  which 
any  free  nation  can  prove  its  goodwill.  So  it  is 
that  on  June  5,  when  two  medical  meetings 
will  be  linked,  two  nations  will  be  linked.  Not 
only  will  science  be  served,  but  free  men  every- 
where. 

To  us  this  demonstration  signifies  also  the 
fact  that  the  technical  communications  in- 
genuity of  men  is  now  available  to  medicine 
and,  in  fact,  all  science  as  the  handmaiden  of 
current  history.  No  longer,  except  by  their 
own  volition,  need  any  peoples  of  the  earth 
be  excluded  from  rapid  knowledge  of  what 
is  occurring  elsewhere  on  the  globe  for  the 
advancement  of  all  mankind.  We  feel 
proud  that  medicine  is  in  the  forefront  of 
such  achievement  of  which  this  current 
demonstration  under  the  auspices  of  the 
A.M.A.  seems  to  us  a notable  example. 

Comment 

of  hospital  deliveries.  Practically  all  but  a 
part  of  1 per  cent  of  the  births  in  New  York 
City  take  place  in  hospitals,  at  least  away 
from  homes.  That  is  when  we  take  into 
consideration  the  number  born  in  taxicabs, 
delivered  by  police  and  fire  department 
officers  and  men.  The  last  make  newspaper 
copy. 

Goodman,  in  his  recent  publications,1 
has  systematized  the  technics  to  assure 
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identification  of  the  newborn.  His  classifi- 
cation, which  is  substantially  the  same  as 
noted  by  Sylvestre  Sala,  M.D.,  of  Buenos 
Aires,  Argentine,  is  as  follows: 

A.  Whatever  is  inherent  and  unchange- 
able. This  includes  dermatoglyphics  or  skin 
ridges  as  fingerprint,  palm  print,  thumb- 
print, toe  print,  and  sole  prints,  hair  arrange- 
ment, poroscopy,  and  x-ray  photography. 

Ai.  Blood  typing  and  grouping  are  part 
and  parcel  of  those  characteristics  which  are 
inherent  and  unchangeable. 

B.  Whatever  is  added  to  the  infant  at 
time  of  delivery.  This  technic  includes  the 
physical  addition  of  beads  for  bracelet  or 
necklace;  the  plastic  wrist  band  and  its 
typed  slip  of  data;  various  other  physical 
additions  as  tags;  chemical  additions,  such 
as  inks,  visible  and  invisible  but  rendered 
visible  under  fluorescent  lighting.  The 
ultraviolet  is  a biologic  addition.  Goodman 
publicized  this  method  thirty  years  ago. 
It  was  and  is  used  by  Sala  in  Buenos  Aires. 

Combination  of  methods  is  often  used. 
The  beads  or  bracelet  are  applied  and  a 
conventional  photograph  taken. 

C.  The  last  group  is  for  characteristics 
inherent  but  not  necessarily  unchangeable. 
Here  we  find  the  description  of  the  external 
genitals,  color  of  skin,  color  and  distribution 
of  hair,  birthmarks,  etc. 

Of  course,  Sala  and  Goodman  stress  the 
availability  of  the  material  for  the  method  or 
methods  selected  for  identification  of  the 
newborn.  The  shortcomings  are  men- 
tioned. The  opinions  of  experts  at  the 
police,  private  investigator,  and  F.B.I.  level 
are  given.  The  skin  ridges  of  the  newborn 
are  not  reliable.  The  tag  or  string  of  beads 
is  only  as  strong  as  the  string.  The  written 
description  must  be  signed  and  counter- 
signed. Two  signatures  are  better  than  one. 
The  mother  must  identify  her  infant  by  sex 
at  each  visit:  “This  is  my  baby  boy,”  or 
“This  is  my  baby  girl.” 

The  very  rarity  of  claims  of  substitution 
of  babies  and  the  unique  instances  of  actual 
substitution  are  proofs  in  themselves  of  the 


reliability*  of  the  methods  available  and  used 
in  the  lying-in  hospitals. 

The  expressed  or  unexpressed  fear  of  the 
mother  is  allayed  by  frank  discussion  of  the 
methods  in  actual  use. 


1 Identification  of  the  Newly  Born,  Unabridged  Edition  and 
Popular  Edition.  New  York.  Medical  Lay  Press,  1957. 


Firearm  Accidents.  According  to  the 
Statistical  Bulletin:1 

Firearm  accidents  in  the  United  States  take 
an  annual  toll  of  more  than  2,200  lives  or  1.4 
per  100,000  population.  They  rank  fifth  as  a 
cause  of  fatal  accidental  injury,  being  out- 
numbered by  motor  vehicle  mishaps,  falls, 
fires,  and  drownings. 

Nearly  two  fifths  of  the  deaths  from  firearm 
accidents  each  year  occur  in  the  three-month 
period  from  October  through  December. 
November  is  the  peak  month  because  of  the 
large  number  of  people  who  go  hunting  at  that 
time.  The  average  daily  death  toll  from  fire- 
arms in  November  is  about  80  per  cent  greater 
than  the  annual  daily*  average;  in  October  and 
December  the  excess  is  about  40  per  cent. 

The  mortality  from  firearm  accidents  is 
largely  concentrated  among  males  and  is  at  a 
maximum  among  teenage  boys.  This  is  illus- 
trated by  the  experience  among  the  industrial 
policyholders  of  the  Metropolitan  Life  Insur- 
ance Company  during  1953-1955.  Among 
male  policy-holders  the  annual  death  rate  from 
this  cause  averaged  1.6  per  100,000  or  eight 
times  that  among  females.  The  mortality 
rate  for  males  rose  from  0.4  per  100,000  at 
ages  one  to  nine  years  to  a peak  of  3.9  per  100,- 
000  at  ages  fifteen  to  nineteen,  after  which  it 
decreased  progressively  with  advance  in  age. 

An  insight  into  the  circumstances  under 
which  firearms  accidents  occur  is  provided  b)’ 
the  death  claim  records  of  302  industrial  policy- 
holders who  were  killed  in  such  accidents  dur- 
ing 1953-1955.  No  less  than  three  fifths  of 
these  victims  were  injured  in  and  about  the 
home,  while  nearly  one  fourth  of  the  total 
lost  their  lives  in  hunting  accidents.  Most  of 
the  remaining  deaths  were  associated  with 
outdoor  activities  other  than  hunting,  an  ap- 


1 Metropolitan  Life  Insurance  Company  Statistical  Bul- 
letin, Sept.,  1956,  p.  6. 


2202 


New  York  State  J.  Med. 


EDITORIALS 


preciable  number  occurring  during  target 
shooting. 

It  will  be  remarked  that  “No  less  than 
three  fifths  of  those  victims  were  injured  in 
and  about  the  home.”  Thus  this  type  of 
accident  must  be  added  to  other  home 
fatalities,  such  as  falls,  drownings,  electro- 
cutions, burns  of  varying  degrees  of  sever- 
ity, poisonings,  and  the  like.  Between  the 
mounting  menace  of  the  home  and  the  grim 
and  gory  gruesomeness  of  the  highway, 
these  seems  to  be  latterly  little  choice  as 
far  as  one’s  safety  and  peace  of  mind  are 
concerned. 

Although  firearms  are  handled  safely  by  a 
great  many  people  in  the  United  States,  they 
nevertheless  account  for  a considerable  death 
toll.  Almost  all  such  fatal  injuries  can  be 
prevented  through  the  exercise  of  greater  care 
and  caution.  Firearms  are  not  toys,  yet  fully 
one  fifth  of  all  the  deaths  in  this  study  were 
attributed  to  “playing  with  weapons.”  Many 
lives  would  be  saved  annually  if  persons  carry- 
ing loaded  guns  made  sure  that  the  safety  was 
on,  if  guns  and  ammunition  were  stored  out  of 
reach  of  children,  and  if  persons  shooting  at 
game  were  certain  of  their  target. 

Isotopes  in  M edicine  and  Industry.  Speak- 
ing before  the  Robert  A.  Welch  Foundation, 
Houston,  Texas,  May  3,  1957,  Dr.  Willard 
F.  Libby,  Commissioner,  U.S.  Atomic  Energy 
Commission,  is  reported  to  have  said  in  ab- 
stract:1 

There  are  many  potential  large  scale  uses  for 
radioisotopes  and  radiation  that  as  yet  have 
not  made  an  appearance.  Those  presently  in 
use  are  paying  a fair  return  on  the  entire  capital 
investment  in  our  atomic  energy  program,  and 
we  look  forward  with  complete  confidence  to 
the  day  when  the  applications  of  radioisotopes 

1 News  Release,  Atomic  Energy  Commission,  May  3,  1957. 


and  the  rapidly  developing  prospects  for  nu- 
clear power  will  become  an  integral  part  of  our 
daily  lives.  Within  three  to  five  years — prob- 
ably more  nearly  three,  sometime  in  1960 — 
isotopes  probably  will  be  paying  the  whole  way 
for  the  atom,  and  the  American  people  and  the 
Western  world  will  get  their  atomic  armament 
and  their  atomic  power  development  costs  all 
free — in  the  sense  that  the  benefits  of  five  bil- 
lion dollars  annual  savings  in  industrial  proc- 
essing and  agricultural  costs  are  pretty  well  dis- 
tributed among  the  tax  payers  so  that  the 
Atomic  Energy  Commission  budget  can  be 
offset  against  these  savings  in  a fair  and  equita- 
ble way.  Already  with  our  present  five  hun- 
dred million  dollar  annual  savings  for  a direct 
outlay  of  about  three  million  dollars  annually, 
isotopes  are  giving  a fair  return  on  the  total  in- 
vestment in  the  whole  Atomic  Energy  project, 
and  our  nuclear  weapons  stockpile  and  the 
atomic  power  developments,  costly  as  they  are, 
are  beginning  to  be  borne  by  the  largely  unsung 
but  very  benevolent  isotopes. 

In  the  field  of  the  Atoms-for- Peace  program, 
isotopes  will  play  a very  great  role  for  they  can 
be  put  to  work  immediately  without  extensive 
training  and  heavy  investment,  and  can  serve 
for  years  to  reconvince  people  the  world  over 
of  the  atom’s  great  promise  for  Peaceful  Uses 
when  they  become  impatient  waiting  for  the 
other  great  Peaceful  Use — atomic  power — to 
arrive. 

Emphasis  on  t he  atom’s  great  promise  for 
peaceful  uses  should  continue  through  every 
channel  of  possible  communication  with  the 
medical  and  other  professions,  and  to  the 
public.  This  program  lacks  perhaps  the  ele- 
ment of  drama  and  must  develop  in  the  com- 
parative isolation  of  many  laboratories  and 
clinical  research  facilities  at  the  present  time. 
Still,  in  the  course  of  time  its  palpable  bene- 
fits to  the  man  on  the  street  will  be  realized  in 
full  through  the  advancement  of  the  science 
and  art  of  medicine  particularly  and  the 
general  welfare  of  the  public  in  general. 
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Schedule  of  District  Branch  Meetings , 1957 


District 

Time 

Day 

Date 

Town 

Place 

First 

May  12 

New  York  City 

Hotel  Statler 

Second 

7:00-7:45 

Wednesday 

October  16 

Smith  town 
(Suffolk) 

Riverside  Inn 

Third 

10:30-4:30 

Thursday 

October  3 

Kingston 

Wiltwick  Golf  and 
Country  Club 

Fourth 

Afternoon 

Dinner 

Evening 

Thursday 

October  17 

Saratoga  Springs 

Newmans  Lake  House 

Fifth 

Thursday 

October  10 

Utica 

(Heart  Day) 

Hotel  Utica 

Sixth 

Afternoon 

Dinner 

Evening 

Wednesday 

September  25 

Cortland 

Cortland  Country  Ciu 

Seventh 

Thursday 

September  19 

Eighth 

Wednesday 

September  18 

Buffalo 

Kleinhans  Music  Hall 

Ninth 

1: 00-Golf 
6: 00- 
Cocktails 
7 : 30-Dinner 

Wednesday 

October  2 

Mahopac 

Hotel  Mahopac 

NO  KNOWN  CONTRAINDICATIONS 


ROLICTON 


permits  high  dosage, 

more  effective  diuresis  in  more  patients 


The  low  incidence  of  side  action  with 
Rolicton  (brand  of  amisometradine)  per- 
mits high  dosage,  extending  the  range  of 
effective  diuresis  to  a greater  number  of 
patients  than  was  previously  possible. 

Laboratory  studies  demonstrate  that 
Searle’s  new  oral  diuretic,  Rolicton, 
causes  positive  diuresis  with  an  essen- 
tially balanced  excretion  of  water,  sodium 
and  chlorides. 

Settel1  studied  the  effect  of  Rolicton 
in  forty-seven  patients  and  found  no 
serious  side  effects.  Assali,  who  observed 
the  action  of  Rolicton  in  five  patients 
with  severe  toxemia  of  pregnancy,  states2 
that  side  actions  are  essentially  non- 
existent. Side  actions  of  such  low  inci- 
dence, together  with  its  diuretic  efficacy, 
suggest  a high  order  of  usefulness  for 
Rolicton. 

One  tablet  of  Rolicton,  b.i.d.,is  usually 
adequate  to  maintain  patients  free  of 
edema  after  the  first  day’s  dosage  of  four 
tablets.  Some  patients  respond  well  to 
one  tablet  daily.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


1.  Settel,  E.:  Rolicton®  (Aminoisometradine), a 
New,  Nonmercurial  Diuretic,  Postgrad.  Med. 
27.186  (Feb.)  1957. 

2.  Assali,  N.  S.:  Personal  communication,  May 
28,  1956. 


Normal  glomerulus,  showing  arteriole 
musculature,  glomerular  epithelial 
podocytes,  and  "epitheloid"  muscle 
cells  of  vas  efferens. 
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24  steps  to  a hospital  bed 


The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “ Will  I be  able  to  make  it?" 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation. 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate’s  fit?  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 


Peritrate0 

(brand  of  pentaerythritol  tetranitrate) 


WARNER-CHILCOTT 


too  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


S G I E N T I F I G A R T I C L E S 


Preventive  Medicine  and  Public  Health — Now 

arid  Tomorrow 


BERWYN  F.  MATTISON,  M.D.,  HARRISBURG,  PENNSYLVANIA 


( Secretary  of  Health  of  Pennsylvania) 


The  Sesquicentennial  Meeting  of  the  New 
York  State  Medical  Society  is  a momentous 
occasion  indeed  and  one  in  which  the  Section  on 
Preventive  Medicine  and  Public  Health  may  well 
take  justifiable  pride.  But  it  is  also  significant 
that  today’s  luncheon  signals  the  third  annual 
meeting  of  the  New  York  State  Academy  of 
Preventive  Medicine,  for  here  we  have  repre- 
sented the  old  and  the  new,  with  perhaps  more 
than  a little  implication  in  regard  to  the  subject 
on  which  I have  been  asked  to  speak,  “Preventive 
Medicine  and  Public  Health — Now  and  Tomor- 
row.” 

Let  me  protest  immediately  that  so  pretentious 
a title  must  of  course  be  misleading.  Even  if  I 
were  competent  to  do  more,  time  and  space 
would  permit  only  a few  observations  on  so  broad 
and  comprehensive  a subject. 

Just  to  prove  that  there  is  nothing  really  new 
on  this  subject,  I must  quote  that  early  American 
pioneer  in  public  health,  Lemuel  Shattuck,  who 
said  over  one  hundred  years  ago:  “The  condition 
of  perfect  public  health  requires  such  laws  and 
regulations  as  will  secure  to  man  associated  in 
society,  the  same  sanitary  enjoyments  that  he 
would  have  as  an  isolated  individual;  and  as  will 
protect  him  from  injury  from  any  influences  con- 
nected with  his  locality,  his  dwelling  house,  his 
occupation  or  those  of  his  associates  or  neighbors, 
or  from  any  other  social  oauses.”  Is  not  that 
description,  coming  to  us  from  yesterday,  a 
pretty  accurate  delineation  of  what  we  should  be 

Presented  at  the  New  York  State  Acaderry  of  Preventive 
Medicine  and  the  Sesquicentennial  Convention  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City,  Sec- 
tion on  Preventive  Medicine  and  Public  Health,  February  19, 
1957. 


doing  today,  as  well  as  what  will  be  needed  to 
meet  tomorrow’s  public  health  problems?  The 
concept  is  clearly  defined : public  health  must  be 
interested  in  the  problems  arising  around  man  as 
a social  unit  affected  by  the  processes  encircling 
him.  Encompassed  in  that  one  statement  are  the 
responsibilities  we  must  accept  for  community- 
wide health  protective  legislation,  the  importance 
of  demography,  of  housing,  of  occupational 
health,  and  even  of  neighborhood  characteristics 
on  the  health  of  man. 

Let  me  assure  you  that  this  will  not  be  a recital 
of  the  changing  disease  patterns  and  a reiteration 
of  that  oft-made  plea  to  health  officers  that  we 
should  de-emphasize  communicable  disease  con- 
trol, quit  spending  a major  portion  of  our  avail- 
able funds  paying  for  dead  horses,  and  shift  our 
attention  to  the  newly  emerging  problems  of 
chronic  disease  and  medical  care.  Those  points 
have  been  well  and  forcefully  made.  Neither 
shall  I bore  you  with  my  own  ideas  on  the  or- 
ganizational changes  that  may  be  necessary  in 
order  to  meet  these  new  needs.  On  the  latter 
point  Dr.  Joseph  Mountin’s  1951  statement  of  the 
need  for  a new  approach  to  health  organization 
seems  to  me  to  be  still  valid.1  He  said,  “Despite 
all  the  activity  that  is  going  on  today  and  despite 
all  the  real  progress  that  is  being  made,  there  is  a 
greater  need  than  ever  before  for  a community 
organization  to  spearhead  the  work  and  to  pro- 
vide technical  and  administrative  guidance. 
That  organization  should  be  the  focal  point  of  the 
community’s  health  activity.  It  should  contain 
the  social  perspective  and  the  wealth  of  com- 
petency to  be  able  to  perceive  the  need;  and  it 
should  have  the  ability  and  the  courage  to  take 
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whatever  action  is  necessary.  The  people  expect 
the  Health  Department  to  be  that  organization.” 

Rather  than  expand  on  either  program  or  or- 
ganization trends,  I shall  attempt  to  sort  out  and 
define  some  of  the  fundamental  factors  that  have 
helped  public  health  achieve  the  success  it  has 
won  over  the  past  decades  and  shall  consider 
briefly  how  those  same  factors  may  be  applied  in 
the  future.  You  will  note  that  I am  limiting 
this  consideration  to  the  field  of  public  health, 
although  we  all  must  continue  to  concern  our- 
selves with  the  many  technics  and  programs  in 
the  broader  field  of  preventive  medicine  as  it  is 
applied  to  individuals  by  every  medical  prac- 
titioner, whether  he  is  doing  clinical  or  public 
health  practice.  That  field  is  too  wide  to  discuss 
today,  so  we  will  think  primarily  of  public 
health  in  the  Winslow  terms:  “The  science  and 
art  of  preventing  disease,  prolonging  life,  and 
promoting  health  and  efficiency  through  or- 
ganized community  effort.” 

Factors  Characteristic  of  Successful 
Public  Health  Activities 

The  first  factor  which  has  characterized  the 
successful  public  health  activities  of  the  past  is 
that  they  were  designed  to  meet  the  recognized 
health  needs  of  a particular  time.  Whether  they 
had  to  do  with  the  control  of  bubonic  plague,  of 
cholera,  or  the  great  pox,  the  programs  of  yester- 
year were  successful  in  the  measure  to  which 
popular  support  and  the  urgency  of  popular 
demand  could  be  marshalled  in  their  behalf.  Not 
only  must  the  need  exist,  but  it  must  be  appre- 
ciated by  a considerable  number  of  people.  Per- 
haps the  most  recent  and  spectacular  example  of 
the  importance  of  recognition  of  a need  is  the 
tremendous  and  successful  effort  to  control  the 
ravages  of  paralytic  poliomyelitis. 

The  second  factor  characteristic  of  successful 
public  health  efforts  of  the  past  would  seem  to  be 
the  existence  of  adequate  basic  biologic  and 
sociologic  knowledge.  Not  all  public  health 
measures  that  have  achieved  success  have  awaited 
the  establishment  of  the  etiology  of  the  disease. 
However,  where  the  pathogenesis  was  unknown, 
sound  epidemiologic  understanding  of  disease 
patterns  and  modes  of  transmission  existed. 
This  is  an  important  factor  which  we  must  not 
forget,  for  as  Gruenberg2  has  recently  pointed 
out,  good  intentions  are  not  enough.  As  he  puts 
it,  “there  is  a danger  that  we  allow  ourselves  to  be 
held  responsible  for  things  we  cannot  do.” 


There  are  still  gaps  in  our  basic  knowledge  about 
disease  prevention,  and  we  should  be  prepared  to 
admit  our  inadequacies  and  fight  to  fill  those  gaps 
rather  than  dissipate  our  efforts  on  popular 
“service”  programs  when  it  is  really  basic  re- 
search that  is  needed. 

The  third  factor  which  has  characterized  suc- 
cessful public  health  activities  of  the  past  might 
be  termed  inclusiveness.  Here  we  begin  to  talk 
about  factors  which  are  peculiar  to  public  health 
and  separated  from  the  application  of  preventive 
medicine  practices  to  the  individual.  By  “in- 
clusiveness” I refer  to  community-wide  appli- 
cability, community-wide  effort,  and  community- 
wide support,  usually  both  financial  and  legis- 
lative. Such  have  been  all  of  our  major  programs 
like  those  against  tuberculosis,  excessive  infant 
mortality,  typhoid  fever,  diphtheria,  rickets,  and 
dental  caries.  Inclusiveness  is  a very  important 
prerequisite  for  health  protection  in  a democratic 
world,  for  it  means  that  a promise  is  made  of 
better  health  for  all,  regardless  of  economic 
status,  geographic  location,  or  social  station. 
That  in  turn  is  what  justifies  both  broad-based 
efforts  and  broad-based  support. 

The  fourth  factor  characteristic  of  these  pub- 
lic health  services  of  demonstrated  effectiveness 
is  that  they  have  been  applications  of  technics 
falling  into  one  or  more  of  three  specific  cate- 
gories. And  here  we  are  not  talking  about  the 
six  traditional  public  health  services,  nor  are  we 
talking  about  a breakdown  of  the  disciplines 
necessary  to  provide  health  protection  today. 
Rather  the  three  categories  include  technics  as 
basic  to  public  health  as  is  the  clinician’s  use  of 
surgical  corrections  of  anatomic  malplacements, 
replacement  therapy  with  hormones  or  vitamins, 
antibacterial  or  antiviral  agents  to  combat  in- 
fection, or  palliative  drugs  to  relieve  symptoms  in 
the  individual.  Perhaps  we  might  label  this 
fourth  factor  a “Materia  Medica  for  Community 
Health.” 

What  are  the  three  principle  ingredients  in  our 
materia  medica?  First  and  most  basic  probably 
is  community  diagnosis.  This  implies  a combi- 
nation of  vital  statistics  and  socioeconomic 
statistics  with  appropriate  interrelations  between 
them.  There  have  been  some  outstanding 
examples  of  the  practical  utility  of  the  application 
of  this  concept  during  the  past  decade:  for  in- 
stance, the  fluoridation  of  municipal  water  sup- 
plies following  observations  of  the  relationship 
between  the  prevalence  of  dental  disease  and 
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certain  physical  characteristics  of  the  water  and 
soil  in  different  areas;  the  introduction  of  cigaret 
filters  after  the  demonstration  of  a relationship 
between  pulmonary  pathology  and  individual 
smoking  habits,  and  the  control  of  certain  radio- 
active airborne  dusts  consequent  to  mining 
operations  after  similar  observations  in  other 
instances.  There  has  been  a recent  nation-wide 
study  of  the  pattern  of  distribution  of  leukemia 
mortality  and  another  nation-wide  survey  of  the 
pattern  of  mortality  from  certain  cardiovascular 
illnesses.  We  need  that  kind  of  community 
diagnosis  at  every  level — national,  state,  and 
local.  And  we  need  to  make  all  kinds  of  associ- 
ations between  vital  indices  and  socioeconomic 
factors,  some  of  which  may  seem  entirely  irrel- 
evant at  the  present  stage  of  our  knowledge.  We 
are  studying  the  epidemiology  of  motor  vehicle 
accidents  and  of  the  major  differences  in  mor- 
tality patterns  related  to  poor  housing.3  We 
must  not  stop  there.  We  should  relate  utili- 
zation of  public  health  and  private  medical 
services  with  vital  indices;  for  instance,  we 
recently  noted  in  Pennsylvania  (with  97  per  cent 
completeness  of  reporting)  that  there  were  vari- 
ations in  our  two  major  cities  in  the  percentage  of 
expectant  mothers  reporting  for  prenatal  care 
during  the  first  few  months  of  pregnancy.4  In 
one  city  less  than  16  per  cent  reported  for  prenatal 
care  prior  to  the  third  month  of  pregnancy,  while 
in  the  other  city  29  per  cent  sought  medical 
consultation  during  the  first  two  months.  What 
effect  does  that  have  on  infant  mortality  and 
maternal  mortality  or  on  the  occurrence  of  con- 
genital defects?  We  don’t  know  yet,  but  at 
least  we  have  made  a start  in  determining  the 
pattern  of  service  distribution  which  can  later  be 
correlated  with  those  indices. 

Not  only  should  we  relate  socioeconomic 
factors  and  utilization  of  medical  services  to  mor- 
bidity and  mortality  statistics.  There  is  another 
relationship  which  has  been  insufficiently  ex- 
plored to  date:  the  relationship  between  these 
social  factors  and  levels  of  resistance  against 
disease.  We  have  known  in  a rough  sort  of  way 
of  the  patterns  of  susceptibility  to  tuberculosis 
and  diphtheria.  At  the  present  stage  of  our 
laboratory  and  clinical  knowledge  we  should 
soon  be  able  to  go  beyond  that  and  map  the 
patterns  of  individual  immunity  levels  against 
certain  ills,  both  in  terms  of  specific  blood  anti- 
bodies and  also  in  more  general  terms  through 
nutritional  evaluations.  Only  when  we  have 


that  kind  of  information  on  a recurrent  “spot- 
check”  basis,  can  we  most  intelligently  devise 
and  revise  programs  as  well  as  establish  baselines 
which  will  help  in  the  evaluation  of  what  we  are 
doing. 

The  second  category  in  our  three  major  sub- 
divisions of  the  public  health  materia  medica  is 
made  up  of  a group  of  four  community-wide 
barriers  which  may  be  erected  against  disease 
and  disability.5  These  include  the  physical 
barriers — such  as  sanitation,  housing,  water  pro- 
tection, milk  pasteurization,  and  radiation  con- 
trol; physiologic — as  in  our  immunization 
programs,  our  food  supplementation  require- 
ments, and  water  fluoridation;  epidemiologic 
barriers — like  isolation  and  quarantine  regulations 
or  vector  control;  and  the  educational  barriers 
which  are  primarily  aimed  at  an  early  detection 
and  treatment  of  pathology  in  the  presympto- 
matic  stage.  Probably  not  only  our  existing 
programs  but  those  of  the  future  will  utilize  some 
combination  of  these  four  barriers  against  the 
health  hazards  we  now  know  and  the  new  ones  yet 
to  be  discovered. 

The  third  category  in  our  own  materia  medica 
is  supplementation  of  private  medical  care.  In 
the  past  this  has  included  provision  of  certain 
special  kinds  of  medical  care  not  conveniently 
provided  through  usual  medical  resources,  as,  for 
instance,  the  care  of  the  infectious  tuberculosis 
patient,  certain  special  services  for  crippled 
children,  the  care  of  certain  groups  of  medically 
indigent  persons,  and  care  for  the  mentally  ill. 
More  recently  a group  of  auxiliary  services  have 
been  offered  to  the  practicing  physician,  such  as 
home  nursing  care,  physical  therapy,  nutritionist 
services,  social  service,  and  certain  special  edu- 
cational services  for  vocational  rehabilitation. 
With  the  increasing  cost  of  hospital  care  and 
writh  a renewed  realization  of  the  advantages  of 
long-term  medical  care  in  the  home  rather  than  in 
an  institution,  it  would  seem  that  these  auxiliary 
services  will  be  more  in  demand  as  the  years  go 
by.  They  should  constitute  one  of  the  major 
contributions  of  public  health  to  the  improved 
private  practice  of  medicine. 

To  recapitulate  it  would  seem  that  most  of  our 
successful  public  health  programs  in  the  past 
have  had  four  characteristics  in  common:  The}' 
met  recognized  needs,  they  were  based  on  sound 
basic  data,  they  were  community-wide  in  their 
inclusiveness,  and  they  utilize  a definable  group 
of  technics  peculiar  to  public  health.  Let  me 


July  1,  1957 


2209 


BERWYN  F.  MATT  I SON 


hasten  to  admit  that  these  groupings  may  not  be 
complete  and  certainly  might  be  described  with 
equal  validity  in  many  different  ways,  depending 
on  the  experience  and  point  of  view  of  the  indi- 
vidual listing  them.  Certainly,  if  they  give  the 
impression  of  a nice,  neat  arrangement  of  factors 
with  which  a public  health  program  today  or 
tomorrow  will  be  successful  and  without  which 
it  will  fail,  then  I shall  have  done  a disservice  to 
our  cause.  I am  sure  that  is  not  to  be  the  case, 
but  I think  that  the}'  may  serve  as  rather  im- 
portant guidelines  established  by  the  past  which 
we  might  do  well  to  consider  seriously  in  the  fu- 
ture. 

Parenthetically  perhaps  I should  add  here  that 
the  developing  of  new  technics  in  health  protec- 
tion concurrent  with  changing  social  situations 
has  not  been  without  its  major  difficulties,  some 
serious,  some  humorous.  For  instance,  it  was  a 
serious  matter  when  it  was  discovered  that  the 
eradication  of  malaria  in  North  Africa  by  wide- 
spread use  of  DDT  was  accompanied  by  a serious 
impairment  of  food  supply  because  the  DDT  did 
not  distinguish  between  the  malaria-transmitting 
Anopheles  and  the  species  of  flies  which  normally 
carries  pollen  from  the  male  to  the  female  date 
palm ! Similar  but  perhaps  less  serious  was  the 
disturbing  recognition  of  the  fact  that  wide- 
spread use  of  antiglare  glass  in  automobile  wind- 
shields (meant  to  constitute  an  aid  to  accident 
prevention)  was  making  the  beautiful  Techni- 
color effects  of  outdoor  movies  a little  less 
beautiful  and  rendering  three-dimensional  effects 
completely  unrecognizable.  Unfortunately  it  is 
probable  that  there  will  continue  to  be  occasional 
conflicts  between  our  technology  and  that  of  our 
advancing  civilization. 

Trends  in  Clinical  and  Public  Health 
Medicine 

Now  let  us  consider  in  a broad  and  rather 
general  sense  some  of  the  trends  which  have  been 
apparent  in  the  relationship  between  public 
health  prevention  of  major  disease  problems  over 
the  past  one  hundred  and  fifty  years  and  the 
development  of  an  ever  more  effective  system  of 
therapy  for  those  who  are  already  ill.  If  we  go 
back  to  the  year  1807,  we  find  that  up  to  that  time 
smallpox  had  been  one  of  the  most  severe  of 
health  hazards.  It  was  then  a children’s  disease 
and  was  practically  universal.  It  had  been 
present  in  the  Western  hemisphere  at  least  since 
early  in  the  sixteenth  century.  According  to  one 


estimate  by  the  middle  of  the  nineteenth  century 
about  one  half  of  all  American  Indians,  six  million 
out  of  12  million,  had  fallen  victim  to  this 
disease.  In  addition  to  the  high  mortality  which 
resulted  from  the  malignant  strain  then  prevalent, 
many  additional  children  were  badly  disfigured, 
blinded,  or  disabled  for  life.  Jennerian  vacci- 
nation had  been  introduced  into  this  country  in 
1800.  and  in  1809  Massachusetts  was  the  first 
state  to  enact  legislation  relative  to  this  new 
procedure.  Probably  during  the  first  half  of  the 
nineteenth  century  no  change  in  our  whole 
disease  pattern  was  so  extensive  or  significant  as 
the  substantial  eradication  of  smallpox  from 
great  areas  where  vaccination  was  adopted  and 
freely  used.  Certainly  there  was  no  single 
change  in  therapeutic  procedure  during  those 
years  which  matched  vaccination  in  its  impact  on 
the  health  of  the  people. 

During  the  second  half  of  the  1800’s  we  find 
another  classic  scourge  of  mankind,  cholera, 
being  brought  under  control  for  the  first  time. 
With  a high  mortality  this  disease  too  was  pan- 
demic repeatedly  during  the  nineteenth  century. 
And  here  too,  as  in  smallpox,  effective  control 
began  to  be  established  before  the  causative 
agent  was  ever  seen  or  isolated  in  the  laboratory. 
With  the  classic  work  of  Snow  in  1854  the  mode  of 
transmission  of  the  disease  was  described.  About 
twenty  years  later  investigations  of  Woodworth 
here  in  this  country  established  the  role  of  im- 
ported cases  as  foci  of  epidemic  spread  in  the 
United  States.  The  former  studies  established 
the  basis  of  our  improved  municipal  water 
supplies  and  the  latter  of  our  maritime  quarantine 
regulations  which  were  subsequently  promul- 
gated. Together  these  technics  provided  the 
beginning  during  the  last  half  of  the  nineteenth 
century  of  effective  control  of  another  world-wide 
plague.  Again  it  seems  doubtful  that  any  thera- 
peutic development  related  to  a single  major 
disease  occurred  during  the  same  period  which 
had  the  same  great  impact  on  our  morbidity  and 
mortality  patterns. 

In  both  of  these  instances  we  were  dealing  with 
major  recognized  community  needs.  At  e uti- 
lized for  the  first  a physiologic  barrier  and  for  the 
second  a combination  of  physical  and  epidemio- 
logic barriers  and  in  both  instances  the  appli- 
cation of  control  measures  were  inclusive  over 
wide  population  groups,  and  their  signal  successes 
were  a credit  to  joint  effort  and  joint  support  by 
many  groups. 
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That  brings  us  to  our  own  century.  I must 
say  that  during  the  first  half  of  the  twentieth 
century  the  relationship  between  prevention  of 
disease  and  therapy  of  disease  has  changed 
drastically.  It  is  true  that  the  first  thirty-five 
years  showed,  again,  major  accomplishments 
from  the  standpoint  of  disease  prevention.  With 
better  water  supplies  and  the  introduction  of 
milk  pasteurization,  typhoid  fever  and  many  of 
the  streptococcal  outbreaks  began  disappearing. 
With  the  introduction  of  a safe  and  effective 
prophylactic  agent  against  diphtheria  and  an- 
other against  whooping  cough,  the  mortality 
from  these  diseases,  particularly  among  children, 
fell  off  rapidly  indeed.  Vector  control  wiped  out 
malaria  and  yellow  fever  in  great  areas  of  our 
continent,  and  intensive  education  aimed  at 
early  diagnosis  played  an  important  part  in  the 
decreasing  mortality  from  acute  appendicitis 
and  from  tuberculosis. 

During  that  same  period  medical  therapy  had 
also  begun  to  forge  steadily  ahead.  First  there 
was  widespread  application  of  the  discovery  of  a 
specific  chemotherapeutic  agent  against  syphilis. 
Then  with  more  complete  knowledge  of  the  patho- 
genesis of  most  infectious  diseases,  with  vastly 
improved  surgery,  and  with  a complete  revolution 
in  the  field  of  hospital  care,  the  impact  of  thera- 
peutic medicine  on  our  disease  pattern  became 
more  and  more  pronounced.  Of  course  what  has 
happened  in  the  last  twenty  years  is  well  known 
to  all  of  us.  With  the  development  of  the  sulfa 
drugs  and  the  antibiotics  we  find  that  during  the 
past  two  decades  the  greatest  changes  of  our 
mortality  pattern  have  been  due  to  clinical 
medicine.  Pneumonia,  infant  mortality,  mater- 
nal mortality,  postoperative  infections — all  of 
these  have  been  beaten  down  to  a position  of 
insignificance  by  the  new  weapons  now  in  the 
hands  of  the  practicing  clinician.  We  have  even 
reached  the  stage  in  certain  situations  where  we 
are  willing  to  trade  a well-proved  preventive 
technic  for  one  of  the  newer  therapeutic  ones: 
it  has  been  seriously  suggested  that  in  a case  of  a 
major  catastrophe  involving  the  pollution  of 
water  supplies  for  hundreds  of  thousands  of 
individuals,  it  would  be  more  practical  to  await 
the  cases  of  typhoid  which  might  arise  and  treat 
them  with  effective  antibiotics  than  to  attempt 
the  sizable  task  of  immunizing  so  large  a group. 

It  is  true  that  in  public  health  we  can  point  to 
the  developing  of  technics  to  decrease  dental 
caries  and  paralytic  poliomyelitis  substantially 


during  the  same  period,  but  even  so  it  can  hardly 
be  denied  that  the  most  spectacular  advances  of 
the  past  twenty  years  have  not  been  in  the  pre- 
vention of  disease  but  in  its  treatment.  How 
does  this  fit  in  with  the  changing  attitudes  of 
people  toward  health  and  disease  today? 

It  would  seem  to  be  part  of  an  ever-increasing 
demand  by  people  for  better  health  protection. 
And  it  in  no  way  vitiates  the  impression  of  a 
strong-running  tide  of  opinion  that  people  no 
longer  accept  as  inevitable  becoming  needlessly 
ill,  disabled,  or  dying  prematurely.  There  is 
greater  acceptance  and  stronger  support  (both 
financial  and  legal)  for  disease  prevention  now 
than  at  any  earlier  time  in  the  history  of  Medi- 
cine ! For  evidences  of  that  interest,  look  at  the 
number  of  articles  on  prevention  in  current 
medical  journals,  and  compare  with  those  of 
fifty  or  even  twenty-five  years  ago;  look  at  the 
growth  of  research  in  our  field  as  measured  by  the 
development  of  the  National  Institutes  of  Health; 
look  at  the  establishment  of  departments  of 
preventive  medicine  and  public  health  in  our 
medical  schools  and  the  birth  of  several  great 
graduate  schools  of  public  health— all  in  the 
last  fifty  years  ! We  are  truly  progressing  into  an 
era  which  will  find  medicine’s  primary  interest 
focused  on  the  maintenance  of  a stable  equilib- 
rium between  man  and  his  social  environment. 
In  the  past  its  primary  concern  was  restoring  that 
equilibrium. 

Economy  of  Prevention 

But  what  of  those  who  we  continually  hear  say 
that  public  health  and  the  prevention  of  disease 
is  fine  and  they  agree  with  it, but  that  it  is  too 
costly?  To  that  wellworn  argument  I say  that 
it  is  time  we  stood  up  and  shouted  in  a loud, 
clear  voice  that  it  is  too  costly  to  allow  needless 
disability  and  premature  death.  Hanlon6  has 
recently  pointed  out  very  forcibly  that  disease 
prevention  is  an  economy,  not  a luxury.  He  has 
compiled  figures  indicating  the  estimated  savings 
in  lives  and  also  in  their  dollar-and-cents  value 
during  one  postwar  year  (1946),  as  contrasted  to 
the  toll  which  there  would  have  been  in  1900 
without  the  public  health  measures  taken  against 
those  specific  diseases  during  the  intervening- 
half  century.  In  one  year  $607,000,000  in 
lives  saved  from  typhoid  and  paratyphoid  alone, 
saving  of  $203,000,000  in  lives  that  were  not 
squandered  to  diphtheria,  a saving  of  $2,831,000,- 
000  in  lives  spared  from  tuberculosis  during  a 
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single  year,  and  he  measures  the  total  for  five 
diseases  specifically  controlled  by  public  health 
at  §4,141,000.000  during  the  year  1946. 

Now  it  may  be  hard  to  accept  anyone’s  esti- 
mate of  the  dollars-and-cents  value  of  a human 
life.  Another  approach  is  found  in  the  chapter 
on  ‘‘How  Dear  Is  Human  Life.”  appearing  in 
Gregg’s  recent  Challenge  to  Contemporary  Medi- 
cine? But  there  are  many  other  substantiating 
arguments.  For  instance,  a program  of  the  New 
York  City  Department  of  Health  during  1929, 
1930.  and  1931  to  immunize  infants  and  children 
against  diphtheria  cost  $375,000  and  was  con- 
tinued at  about  $10,000  a year  for  succeeding 
years.  In  1939  there  were  only  533  diphtheria 
cases  as  contrasted  with  14.000  in  the  year  1920. 
It  has  been  estimated  that  the  total  cost  of  the 
larger  number  of  cases  of  the  earlier  date 
amounted  to  $1,027,000,  all  of  which  was  spent, 
in  Hanlon’s  words,  “for  the  support  of  the  diph- 
theria organism !”  On  the  other  hand,  the  cost 
of  the  preventive  program  from  1929  to  1939 
together  with  all  of  the  costs  of  the  543  cases 
(figured  on  the  same  basis  as  in  1920  to  include 
hospitalization,  medical  bills,  nursing  bills, 
laboratory  bills,  and  even  funeral  bills  for  those 
who  died)  came  to  only  $494,000  or  less  than 
half  of  the  former  annual  expense  to  the  city. 
This  is  a saving  of  at  least  a half  million  dollars 
in  addition  to  untold  human  anguish. 

One  of  the  earliest  examples  of  the  “cold  cash” 
demonstration  that  public  health  is  economical 
was  made  by  a large  life  insurance  company 
which  spent  over  20  million  dollars  for  health 
education,  early  diagnosis,  and  nursing  service 
among  its  policyholders.  Hanlon  points  out  that 
during  seventeen  years  the  death  rate  for  policy- 
holders declined  more  than  thirty  per  cent,  which 
was  twice  the  reduction  that  occurred  in  the 
general  population.  The  resultant  saving  to  the 
company  and  its  policyholders  during  the  same 
period  amounted  to  43  million  dollars  ! 

Let  us  see  if  we  can  bring  this  a little  more  up  to 
date.  In  Pennsylvania  during  the  summer  of 
1955  we  spent  approximately  $22,250  to  discover 
and  bring  under  treatment  445  undiagnosed  and 
untreated  syphilis  cases  in  our  mass  survey  pro- 
gram. It  is  estimated  that  had  they  continued 
untreated,  11  per  cent  (or  49  cases)  would  have 
eventually  developed  central  nervous  system 
lesions.  The  cost  of  maintaining  a central 
nervous  system  syphilis  patient  for  the  average 
duration  of  his  stay  in  a state  institution  is  about 


$30,000  or  $1,470,000  for  49  of  them.  So  a saving 
of  nearly  a million  and  a half  dollars  seems  to  have 
been  achieved.  Here  too  public  health  would 
seem  to  offer  a bargain. 

One  final  point  along  these  lines.  We  talk 
frequently  these  days  (and  happily)  about  living 
and  working  in  an  “expanding  economy.”  We 
talk  about  the  relative  ease  with  which  new  health 
departments  may  be  established  in  the  presence 
of  an  expanding  tax  base.  But  have  we  stopped 
to  think,  and  then  tell  others,  that  public  health 
plays  an  important  if  not  a major  role  in  pro- 
ducing that  expanding  tax  base?  Many  of  you 
have  doubtless  read  with  interest  a recent  com- 
pilation of  figures  by  the  Lasker  Foundation8 
which  attempts  to  translate  some  of  the  divi- 
dends of  medical  research  in  terms  of  improved 
national  tax  income.  It  is  pointed  out  in  that 
study  that  fives  saved  over  a recent  ten-year 
period  which  might  be  directly  attributable  to 
the  discoveries  of  medical  science  during  that 
time  represent  in  a single  year  at  the  end  of  that 
ten-year  period  an  additional  $277,000,000  of 
Federal  taxes  which  would  otherwise  have  been 
lost  through  disability  or  premature  death  of 
the  taxpayer.  And  this  is  j ust  the  cash  side  of  the 
ledger,  neglecting  for  the  moment  the  human 
side  including  lives  saved,  families  remaining 
unbroken,  and  future  contributions  to  civilization 
assured  by  some  that  would  otherwise  have  gone 
to  an  earlj"  grave. 

We  do  not  need  to  be  apologetic  when  we  ask 
for  public  funds  to  carry  on  a well-considered  and 
efficiently  operated  health  protective  program. 
What  we  really  need  are  more  studies  and  more 
hard  facts  to  back  up  our  conviction  that  every 
dollar  wisely  spent  in  public  health  comes  back 
several  times  over  in  terms  of  individual,  indus- 
trial, and  governmental  productivity  and  cash 
income. 

Summary  and  Conclusion 

In  conclusion,  may  I point  out  some  of  the 
things  that  we  have  to  work  with  today  that  have 
never  been  available  before  in  the  history  of  man- 
kind: communication  methods  which  allow  us  to 
learn  from  others  and  to  inform  and  stimulate 
others  easily  and  quickly  over  vast  areas;  an 
informational  and  educational  level  in  this 
country  which  makes  it  feasible  to  explain  and 
persuade  rather  than  simply  to  compel  the 
utilization  of  medical  science’s  new  miracles;  lab- 
oratory technics  for  the  detection  of  disease  and 
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for  the  understanding  of  the  basic  biology  of 
host-environment-organism  relationships  such  as 
we  have  never  had  before;  the  beginnings  of  an 
understanding  of  cultural  anthropology  and 
sociologic  factors  which  at  least  point  the  way  to 
productive  research  for  the  future;  and  finally  a 
level  of  physical  science  which  makes  possible  not 
only  the  fantastic  achievement  of  jet  travel 
through  outer  space  but  also  the  protection  of  our 
human  frailties  during  such  travel. 

It  is  a time  for  courage,  for  forcefulness,  and 
imagination.  Sir  Oliver  Lodge  is  quoted  as 
having  said:  “The  last  thing  a deep-sea  fish 
would  discover  is  salt  water  !”  I suspect  we  are 
so  closely  a part  of  progress  we  fail  to  take  proper 
pride  in  our  contribution  to  it.  We  must  assume 
a greater  role  in  guiding  government,  not  as 
passive  “technical  advisers”  from  the  sidelines, 
but  as  participants  in  the  day-to-day  assurance 
of  measures  which  will  demonstrably  improve  the 
health  of  our  communities.  We  can  no  longer 
sit  neatly  behind  our  desks  and  wring  our  hands 
at  the  public  (or  professional)  apathy  which 


allows  needless  suffering  from  poliomyelitis  to 
occur,  which  permits  undernutrition  in  a land  of 
plenty,  or  which  permits  a steadily  increasing  toll 
from  motor  vehicle  accidents.  Perhaps  what 
we  need  most  is  a shift  from  centripetal  to  cen- 
trifugal distribution  of  our  calluses:  on  our  head 
from  scratching  it  in  meditation  or  even  bumping 
it  against  the  “stone  walls”  of  ignorance  or 
inaction;  on  our  hands  from  using  our  slide  rules 
and  stethoscopes;  and  on  our  feet  from  doing 
“shoe  leather  epidemiology.” 

References 

1.  Mountin,  J.  W.:  Selected  Papers,  Editorial  Com- 
mittee of  the  Mountain  Memorial,  1956. 

2.  Gruenberg,  E.  M. : Pub.  Health  Rep.  72  : 47  (Jan.)  1957. 

3.  Mattison,  B.  F. : Am.  J.  Pub.  Health  70:  625  (July) 

1955. 

4.  Bailey,  A.  E : Unpublished  data. 

5.  Mattison,  B.  F.:  Am.  J.  Pub.  Health  42:  1507  (Dec.) 
1952. 

6.  Hanlon,  J.  J.:  Principles  of  Public  Health  Administra- 
tion, 2nd  ed.,  St.  Louis,  C.  V.  Mosby  Co.,  1955. 

7.  Gregg,  A.:  Challenge  to  Contemporary  Medicine, 

New  York,  Columbia  University  Press,  1956 

8.  Lasker  Foundation:  Does  Medical  Research  Pay, 

1956. 

9.  McGavran,  E.  G.:  J.A.M.A.  162:  723  (Oct.  20)  1956. 

10.  Editorial:  ibid.  163:  264  (Jan.  26)  1957. 


Minimizing  Transfusion  Hazards  {“Blood  is  Thicker  Than  Water”) 


This  note  lists  seven  pointers  for  preventing 
serious  complications  of  blood  transfusion,  caution- 
ing the  physician  in  charge  to  ask  himself,  “Is  this 
blood  really  necessary?’  ’ Hypervolemia,  the  Society 
points  out,  is  not  an  uncommon  cause  of  death.  If 
your  patient  has  “tired  blood,”  you  may  be  slugging 
him  with  an  additional  burden  from  which  he  may 
not  recover.  It  is  not  possible  to  screen  all  carriers 
of  hepatitis  virus;  also,  some  people  do  as  well  with 
6 or  7 Gm.  of  hemoglobin  as  others  with  14  or  15 
Gm.  Pouring  blood  into  a weakened  myocardium 
may  produce  congestive  failure;  often  it  does. 
Here  are  the  seven  pointers  the  Society  advises 
keeping  in  mind  as  a guarantee  of  treating  blood  for 
transfusion  with  respect:  (1)  Get  your  requisitions 
into  the  laboratory  early.  The  blood-bank  tech- 
nologist is  hand-picked  for  the  job.  She  can  detect 
incipient  problems  promptly.  Don’t  rely  on  the 
night  emergency  people  who  are  busy  with  “stat” 


sugars,  blood  counts,  amylase,  and  so  on,  to  exercise 
the  same  degree  of  skill  and  caution  as  highly  quali- 
fied specialists  in  blood  banking.  (2)  Reserve  blood 
administration  to  people  under  anesthesia  only  in 
dire  emergencies.  Reactions  cannot  be  recognized 
promptly  in  anesthetized  persons.  (3)  Do  nol 
routinely  use  antihistaminic  drugs.  These  can 
make  minor  reactions.  Subsequent  transfusions 
may  be  fatal.  (4)  Insist  that  responsible  people 
personally  verify  the  data  on  the  label  of  the  blood 
bottle  and  check  against  the  recipient’s  hospital  or 
admission  number.  (5)  Group  “O”  blood  is  not 
really  the  universal  donor  blood.  Use  it  only  in 
dire  emergencies.  (6)  When  in  doubt,  consult 
your  pathologist.  (7)  If  blood  transfusion  is 
necessary,  alert  the  patients  family  to  replace 
promptly.  There  is  no  substitute. 

— Journal  of  the  Medical  Society  of  New  Jersey, 
December,  1956 
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Clinical  Results  in  Patients  with  Various  Gastro- 
intestinal Disorders  Treated  with  a New 
Anticholinergic 

REID  R.  HEFFNER,  M.D.,  NEW  ROCHELLE,  NEW  YORK 


The  purpose  of  this  report  is  to  present  the 
results  of  studies  carried  out  on  a new 
synthetic  antispasmodic,  1 - methy  1-3-ben ziloyl- 
oxyquinuclidinium  bromide,  formerly  known  as 
Ro  2-3773,  and  hereinafter  referred  to  as  Mar- 
plan  bromide.* *  The  chemical  structure  of  this 
compound  is  illustrated  in  Fig.  1. 

In  previous  publications  Randall,  Benson,  and 
Stefko1  have  shown  that  Marplan  bromide  is  an 
effective  anticholinergic  agent  in  experimental 
animals,  and  McGowan  and  Stanley2  demon- 
strated that  it  is  capable  of  inhibiting  gastric 
secretion  in  humans  after  oral  administration. 
Achlorhydria  occurred  in  one  patient.  In  two 
patients  who  received  Marplan  bromide  intra- 
muscularly there  was  a pronounced  inhibition  of 
secretion,  associated  in  each  instance  with 
achlorhydria.  In  one  patient,  who  had  an  active 
duodenal  ulcer,  achlorhydria  persisted  for  about 
seven  hours. 

On  the  basis  of  the  above  findings  Marplan 
bromide  was  used  in  a clinical  study  of  104 
patients  with  various  gastrointestinal  disorders 
in  order  to  determine  its  effect  on  the  relief  of 
pain  and  other  symptoms.  The  duration  of 
treatment  varied.  In  general,  it  was  continued 
for  a period  of  several  weeks  to  twenty-two 
months,  although  a few  patients  discontinued  it 
after  one  or  two  weeks  because  of  unpleasant 
side-effects  or  for  other  reasons. 

The  dose  of  Marplan  bromide  ranged  from  2.5 
to  7.5  mg.  orally  three  or  four  times  a day.  How- 
ever, the  majority  of  patients  received  5 mg. 
before  meals  and  at  bedtime.  All  patients  were 
seen  at  frequent  intervals  and  were  observed  not 
onlj'  for  clinical  progress  but  for  any  subjective 
or  objective  evidence  of  toxicity  of  Marplan 
bromide.  In  addition,  each  patient  was  ques- 
tioned regarding  side-effects. 


Presented  at  the  Fifth  Pan  American  Congress  of  Gastro- 
enterology, Havana,  Cuba.  January  23  to  27,  1956. 

* The  Marplan  bromide  used  in  this  study  was  supplied  by 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 
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Fig.  1.  Structural  formula  of  l-methyl-3-benziloyl- 
oxyquinuclidinium  bromide. 


TABLE  I. — Gastrointestinal  Disorders  Treated  with 
Marplan 


Diagnosis 

Number  of 
Patients 

Duodenal  ulcer 

42 

Gastric  ulcer 

6 

Pyloric  canal  ulcer 

2 

Jejunal  ulcer 

1 

Hypertrophic  gastritis 

2 

Irritable  colon 

29 

Hiatus  hernia 

2 

Dumping  syndrome 

4 

Functional  gastric  symptoms 

4 

Postcholecystectomy  syndrome 

2 

Chronic  ulcerative  colitis 

6 

Chronic  diarrhea,  etiology  undetermined 

2 

Patients  with  permanent  colostomy 

2 

Total 

104 

Although  the  main  objective  of  this  study  was 
to  determine  the  degree  of  symptomatic  relief 
which  Marplan  bromide  would  afford,  it  was 
found  in  the  patients  with  peptic  ulcer  who  were 
followed  radiographically  during  treatment  that 
the  roentgen  improvement  paralleled  the  clinical 
response. 

Table  I lists  the  various  gastrointestinal  dis- 
orders treated  with  Marplan  bromide. 

Duodenal  Llcer 

Forty-two  patients  with  duodenal  ulcer  were 
treated  with  Marplan  bromide.  Two  of  the 
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TABLE  II. — Results  of  Treatment  of  Duodenal  Ulcer 
with  Marplan  Bromide 


Degree  of  Relief 

Number  of 
Patients 

Per  Cent 

Excellent 

27 

64 

Good 

5 

11 

Partial 

1 

2 

Temporary 

3 

7 

Poor  or  none 

6 

14 

Total 

42 

patients  were  seen  during  their  first  symptomatic 
attack,  both  of  whom  showed  roentgen  evidence 
of  an  ulcer  crater  in  an  undeformed  duodenal 
bulb.  All  of  the  other  patients  had  chronic 
duodenal  ulcer  varying  in  duration  from  several 
months  to  many  years.  Only  three  patients  had 
not  received  previous  treatment.  In  addition  to 
subjective  pain  there  was  roentgen  evidence  of  an 
active  duodenal  ulcer  in  all  patients  prior  to 
treatment.  Marplan  bromide  was  the  only 
medication  prescribed  in  the  majority  of  pa- 
tients, although  five  patients  took  antacids  and 
another  five  patients  took  sedatives  for  short 
periods  of  time.  All  of  the  patients  were  advised 
to  adhere  to  a bland,  ulcer  diet. 

In  32  patients  the  dose  of  Marplan  bromide 
was  5 mg.  before  each  meal  and  at  bedtime 
(5  mg.  four  times  a day).  Six  patients  took 
7.5  mg.  at  each  dose;  three  of  the  patients  took 
this  dose  regularly,  and  the  other  three  used  it 
for  short  periods  of  time.  In  four  patients  the 
dose  was  reduced  either  to  2.5  mg.  three  or  four 
times  a da}',  or  2.5  mg.  was  given  before  meals 
and  5 mg.  at  bedtime  because  of  unpleasant  side- 
effects.  One  patient,  in  addition  to  taking  5 mg. 
before  each  meal,  took  a bedtime  dose  of  10 
mg.  during  the  first  several  days  because  of 
severe  nocturnal  pain. 

When  relief  of  pain  occurred,  it  was  usually 
prompt  and  in  most  cases  was  within  the  first 
twenty-four  to  seventy-two  hours.  In  a few 
patients  the  pain  was  relieved  after  the  first  dose 
of  Marplan  bromide.  In  other  patients  who 
obtained  relief  of  symptoms,  the  pain  subsided 
gradually  over  a period  of  several  days. 

Table  II  records  the  results  of  treatment  in  the 
42  patients  with  duodenal  ulcer.  Excellent 
relief  of  symptoms  occurred  in  27  patients, 
64  per  cent.  Five  patients  (11  per  cent)  obtained 
good  relief  of  symptoms.  Early  in  the  course  of 
treatment  they  became  pain-free,  but  later  they 
had  either  mild  pain  occurring  irregularly  or 
occasional  epigastric  discomfort. 


TABLE  III. — Results  in  Patients  with  Gastric  Ulcer, 
Pyloric  Canal  Ulcer,  Jejunal  Ulcer,  and  Hypertrophic 
Gastritis  Treated  with  Marplan  Bromide 


Diagnosis 

Number 

of 

Patients 

✓ Degree  of  Relief - 

Excellent  Good  None 

Gastric  ulcer 

6 

6 

0 

0 

Pyloric  canal  ulcer 

2 

2 

0 

0 

Jejunal  ulcer 

1 

0 

1 

0 

Hypertrophic  gastritis 

2 

1 

0 

1 

One  patient  (2  per  cent)  was  considerably 
relieved  of  pain  but,  because  of  almost  daily 
postprandial  discomfort  and  mild  pain,  is  classi- 
fied as  receiving  partial  relief  during  eight  months 
of  treatment. 

Three  patients  (7  per  cent)  were  temporarily 
relieved  of  pain.  The  first  patient,  a male,  age 
fifty-three,  with  a five-year  history  of  frequent 
bouts  of  ulcer  pain,  remained  asymptomatic  for 
six  weeks  after  beginning  Marplan  bromide,  then 
relapsed  and  failed  to  respond. 

The  second  patient,  a male,  age  fifty-one  years, 
was  seen  two  weeks  after  the  onset  of  ulcer 
symptoms.  Roentgen  examination  revealed  a 
large  ulcer  crater  in  an  undeformed  duodenal 
bulb.  He  became  pain-free  immediately  after 
starting  Marplan  bromide.  At  the  end  of  six 
weeks  x-ray  examination  revealed  a normal  duo- 
denal bulb.  The  patient  discontinued  Marplan 
bromide  after  taking  it  for  two  months.  Ten 
months  later  the  symptoms  recurred,  and  roent- 
gen examination  showed  a medium-sized  crater 
in  an  undeformed  duodenal  bulb.  He  was  again 
placed  on  Marplan  bromide,  and  six  weeks  later 
the  duodenal  bulb  appeared  normal  roentgeno- 
logically.  He  was  asymptomatic  for  six  months 
and  then  had  a relapse,  with  roentgen  evidence  of 
a crater  in  an  undeformed  bulb,  while  on  treat- 
ment. 

The  third  patient  was  a male,  age  forty-nine 
years,  with  a sixteen-year  history  of  duodenal 
ulcer  with  a previous  massive  hemorrhage  and 
several  episodes  of  minor  bleeding.  Because  of 
recurring  attacks  of  pain  and  vomiting,  roentgen 
evidence  of  delayed  gastric  evacuation  of  barium, 
and  failure  to  respond  to  a conservative  medical 
regimen,  surgical  treatment  was  recommended 
but  declined  by  the  patient.  At  that  time  he 
was  placed  on  Marplan  bromide  and  was  symp- 
tom-free for  two  months.  Then  pain  and  vom- 
iting returned.  At  operation  he  was  found  to 
have  a stenosing  duodenal  ulcer. 

Six  patients  (14  per  cent)  obtained  poor  or  no 
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TABLE  IV. — Results  of  Treatment  of  Irritable  Colon 
with  Marplan  Bromide 


Degree  of  Relief 

Number  of 
Patients 

Per  Cent 

Good  to  excellent 

21 

72 

Poor  or  none 

8 

27 

Total 

29 

relief  of  symptoms.  Two  of  the  six  patients  were 
operated  on,  and  in  both  patients  the  ulcer  was 
found  to  have  perforated  into  the  head  of  the 
pancreas. 

Gastric  l leer 

Six  patients  with  gastric  ulcer,  ranging  in  age 
from  thirty-four  to  sixty-five  years,  were  treated 
with  Marplan  bromide,  and  the  results  are  re- 
corded in  Table  III.  The  shortest  duration  of 
symptoms  was  two  weeks  and  the  longest  six 
weeks.  In  two  patients  the  ulcer  was  in  the 
prepyloric  area,  and  in  the  other  four  the  ulcer 
was  on  the  lesser  curvature  above  the  angularis. 
The  smallest  ulcer  was  about  1 cm.  in  size,  and 
the  largest  measured  1.5  cm.  in  diameter  at  the 
base.  In  addition  to  a bland  ulcer  diet  and 
Marplan  bromide  (5  mg.  before  meals  and  at 
bedtime),  two  patients  received  antacids. 

All  of  the  patients  became  symptom-free 
within  a few  days  after  therapy  was  begun,  and 
the  ulcer  disappeared  radiographically  within 
four  or  five  weeks.  In  three  patients  the  ulcer 
could  not  be  demonstrated  by  the  roentgenologist 
after  four  weeks,  and  in  two  patients  it  was  not 
demonstrable  after  five  weeks  of  treatment. 
The  two  patients  with  prepyloric  ulcer  had  a re- 
currence of  symptoms  approximately  six  months 
after  discontinuing  treatment,  and  at  operation  a 
benign  prepyloric  ulcer  was  found  in  each  case. 
The  remaining  four  patients  have  been  well  for 
periods  ranging  from  one  to  two  and  one-half 
years  following  treatment. 

Pyloric  Canal  l leer 

Two  patients  with  pyloric  canal  ulcer  obtained 
excellent  relief  of  symptoms.  In  both  patients 
recurring  pain  and  vomiting  were  the  presenting 
complaints.  One  patient  was  a seventy-one- 
year-old  male  with  a seven-year  history,  and  the 
other  patient  was  a forty-eight-year-old  man 
with  symptoms  for  four  years.  Both  patients 
became  asymptomatic  on  the  second  day  after 
beginning  Marplan  bromide.  The  results  of 
treatment  are  recorded  in  Table  III. 


TABLE  V. — Symptoms  of  Irritable  Colon  and  Response 
to  Treatment 


Number  of  - — Degree  of  Relief 

Patients  with  Poor 

Symptom  or 

Symptoms  Present  Excellent  Good  None 


Diarrhea 

21 

14 

3 

4 

Abdominal  “gas”/ 
bloating 

18 

9 

3 

6 

Abdominal  cramps 

8 

5 

0 

3 

Urgency  for  stool 

1 

i 

0 

0 

Nausea 

2 

2 

0 

0 

Jejunal  L lcer 

One  patient  with  jejunal  ulcer  following 
posterior  gastroenterostomy  for  duodenal  ulcer 
obtained  good  relief  of  symptoms  on  Marplan 
bromide  in  spite  of  the  fact  that  he  refused  to 
adhere  to  an  ulcer  type  of  diet.  Table  III  fists 
the  results  of  treatment. 

llypertroph  ic  Gastri tis 

Table  III  records  two  patients  with  hyper- 
trophic gastritis  treated  with  Marplan  bromide, 
both  of  whom  had  laparotomies  and  gastric 
biopsies  elsewhere  for  suspected  neoplasm  of  the 
stomach.  One  patient  who  had  daily  post- 
prandial distress  for  fifteen  months  became 
asymptomatic  promptly  after  beginning  Marplan 
bromide  and  remained  symptom-free  during 
five  months  of  treatment.  The  other  patient, 
who  had  a two-month  history  of  epigastric  pain, 
failed  to  respond  to  treatment  with  Marplan 
bromide. 

Irritable  Colon 

Twenty-nine  patients  with  irritable  colon  were 
treated  with  Marplan  bromide.  In  six  patients 
symptoms  had  been  present  for  one  year  or  less, 
in  rune  patients  from  one  and  one-half  to  five 
years,  and  in  the  remainder  from  six  to  twenty 
years.  There  were  15  males  and  14  females, 
ranging  in  age  from  twenty-nine  to  sixty-two 
years.  All  of  the  patients  had  received  previous 
treatment,  including  diet  and  various  types  of 
medication.  When  Marplan  bromide  was  be- 
gun, each  patient  was  continued  on  a low-residue 
diet.  In  addition,  three  patients  were  given 
phenobarbital.  and  two  patients  who  had  been 
taking  phenobarbital  previously  were  continued 
on  it.  The  dose  of  Marplan  bromide  varied 
from  2.5  to  5 mg.  three  or  four  times  a day. 

The  results  of  treatment  are  recorded  in 
Tables  IV  and  V.  Most  of  the  patients  had 
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TABLE  VI. — Results  in  22  Patients  with  Miscellaneous 
Gastrointestinal  Disorders  Treated  with  Marplan 
Bromide 


Number 

of 

Patients 

Diagnosis 

Excellent  Good 

Partial 

None 

Hiatus  hernia 

2 

2 0 

0 

0 

Dumping  syn- 
drome 

4 

I :$ 

0 

0 

Functional  gas- 
tric symp- 
toms 

4 

2 0 

0 

2 

Postcholecys- 
tectomy syn- 
drome 

2 

0 0 

1 

1 

Chronic  ulcera- 
tive colitis 

6 

2 2 

0 

Chronic  diar- 
rhea, etiology 
undetermined 

2 

I 0 

0 

Patients  with 
permanent 
colostomy 

2 

1 0 

0 

1 

more  than  one  symptom  referable  to  the  colon. 
Twenty-one  patients  (72  per  cent)  obtained  good 
to  excellent  relief  of  all  symptoms,  and  eight 
patients  (27  per  cent)  experienced  poor  or  no 
relief.  Diarrhea  was  present  in  21  patients. 
The  degree  of  relief  was  excellent  in  14  patients  and 
good  in  three  patients,  and  there  was  poor  or  no 
relief  in  four  patients.  Abdominal  “gas”  and/or 
bloating  was  a complaint  in  18  patients,  and  the 
degree  of  relief  was  excellent  in  nine,  good  in 
three,  and  poor  or  none  in  six  patients.  Ab- 
dominal cramps  were  present  in  eight  patients; 
five  obtained  excellent  relief  and  three  poor  or  no 
relief.  One  patient  who  had  frequent  and  marked 
urgency  to  move  his  bowels  was  completely  re- 
lieved. Two  patients  with  nausea  as  one  of  the 
complaints  obtained  excellent  relief. 

Miscellaneous  Gastrointestinal 
Disorders 

Table  VI  records  the  results  of  a group  of 
miscellaneous  gastrointestinal  disorders  treated 
with  Marplan  bromide. 

Hiatus  Hernia.— Two  patients  with  hiatus 
hernia  showed  excellent  response  to  Marplan 
bromide.  One  patient  was  a male,  age  sixty- 
eight  years,  with  a twenty-five-year  history  of 
epigastric  and  lower  retrosternal  pain.  For  the 
previous  year  he  had  been  sleeping  in  a semi- 
reclining  chair.  During  sixteen  months  of 
Marplan  bromide  therapy  he  was  able  to  sleep 
in  bed,  using  one  pillow,  without  pain. 

The  other  patient  was  a female,  age  fifty,  with 
a four-year  history  of  mild  to  moderate  recurring 
dysphagia  and  lower  retrosternal  pain  after 


meals.  She  was  completely  asymptomatic  dur- 
ing the  three  and  one-half  months  she  received 
Marplan  bromide. 

Dumping  Syndrome. — Four  patients  with 
dumping  syndrome  following  subtotal  gastric 
resection  for  peptic  ulcer  were  treated  with 
Marplan  bromide.  In  two  patients  symptoms 
had  been  present  for  six  months  and  in  the  other 
two  patients  for  one  year.  Marplan  bromide 
gave  excellent  relief  of  symptoms  in  one  patient 
and  good  relief  in  three  patients. 

Functional  Gastric  Symptoms. — Four  pa- 
tients with  functional  gastric  symptoms  were 
treated  with  Marplan  bromide.  One  patient 
who  had  almost  daily  nausea  and  belching  after 
meals  for  the  previous  three  or  four  years  and 
another  patient  with  frequent  and  marked  belch- 
ing for  twenty-five  years  showed  excellent  clinical 
response  to  treatment.  The  third  patient  with 
belching  for  seven  years  and  the  fourth  patient 
with  postprandial  epigastric  discomfort  did  not 
respond  to  treatment  with  Marplan  bromide. 

Postcholecystectomy  Syndrome. — Two  pa- 
tients with  right  upper  quadrant  pain  following 
cholecystectomy  received  Marplan  bromide. 
One  patient  obtained  partial  relief  of  pain,  and  the 
other  patient  was  not  relieved. 

Chronic  Ulcerative  Colitis. — Marplan  bro- 
mide was  used  as  adjunctive  therapy  in  six 
patients  with  chronic  ulcerative  colitis  in  order  to 
determine  its  effect  on  diarrhea,  abdominal 
cramps,  and  urgency  for  stool.  The  average 
dose  employed  was  5 mg.  three  or  four  times 
daily.  Two  patients  in  whom  the  disease  was 
confined  to  the  rectum  were  relieved  of  diarrhea. 
One  of  these  patients  who,  in  addition  to  diar- 
rhea, had  frequent  urgency  to  go  to  stool  as  well 
as  abdominal  cramps  was  completely  relieved 
of  urgency  and  markedly  relieved  of  cramps. 
Two  patients  with  extensive  ulcerative  colitis, 
one  of  six  months  and  the  other  of  six  years 
duration,  obtained  good  relief  of  diarrhea,  cramps, 
and  urgency.  The  stools  were  reduced  to  about 
one-half  the  usual  number.  Several  times 
during  the  period  of  treatment  both  patients 
omitted  Marplan  bromide  for  short  intervals, 
and  the  stools  increased  in  number.  One  patient 
took  Marplan  bromide  for  nine  months  and  the 
other  for  twelve  months.  Two  patients  with 
chronic  ulcerative  colitis,  one  of  ten  months  and 
the  other  of  three  years  duration,  were  not  re- 
lieved of  diarrhea,  cramps,  or  urgency  for  stools. 

Chronic  Diarrhea,  Etiology  Undeter- 
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mixed.- — Two  patients,  age  sixty-eight  years  and 
seventy-two  years,  respectively,  with  diarrhea 
of  undetermined  etiology  received  Marplan 
bromide.  In  one  patient  intractable  diarrhea 
had  been  present  for  two  and  one-half  months 
and  in  the  other  for  five  months.  Xo  etiologic 
factor  was  found  in  either  patient,  and  various 
types  of  therapy  had  been  unsuccessful.  The 
patient  whose  symptoms  had  been  present  for 
five  months  responded  promptly  when  Marplan 
bromide  was  begun,  and  diarrhea  did  not  recur. 
The  other  patient  was  not  relieved  of  symptoms. 

Patients  with  Permanent  Colostomy. — 
Two  patients  with  permanent  colostomy  following 
anterior  resection  of  the  rectum  because  of  rectal 
carcinoma  were  treated  with  Marplan  bromide. 
One  patient,  whose  colostomy  was  performed 
twelve  years  previously,  gave  a two-year  history 
of  several  watery  bowel  discharges  daily  following 
Aureomycin  therapy  for  a urinary  tract  infection. 
Her  response  to  treatment  with  Marplan  bromide 
was  excellent.  She  has  been  followed  for  eight- 
een months  and  has  had  no  recurrence  of  symp- 
toms. The  other  patient  with  a colostomy  of 
fifteen  years  duration,  whose  complaint  was  ab- 
dominal “gas”  and  discomfort  for  four  and  one- 
half  years,  was  not  relieved  of  symptoms. 

Toxicity 

Repeated  observations  revealed  no  subjective 
or  objective  evidence  of  toxic  effect  of  Marplan 
bromide  in  any  of  the  patients  treated.  Blood 
counts  in  24  patients,  repeated  at  intervals  during 
treatment,  showed  no  adverse  hematologic 
effect.  A number  of  these  patients  were  followed 
hematologieally  for  six  months  or  longer.  Urine 
examinations  during  the  course  of  therapy  like- 
wise revealed  no  evidence  of  toxic  effect  on  the 
kidneys. 

Side-Effects 

Xinety-six  (92  per  cent)  of  the  104  patients 
treated  with  Marplan  bromide  experienced  one  or 
more  side-effects,  and  they  are  recorded  hi 
Table  VII.  Xerostomia,  the  most  common 
side-effect,  occurred  in  89  patients.  It  was  mild 
in  55,  moderate  in  31,  and  severe  in  three  patients. 
Xone  of  the  patients  discontinued  Marplan 
bromide  because  of  dryness  of  the  mouth.  In  a 
few  cases  the  dose  was  reduced,  but  in  others  the 
dryness  improved  or  disappeared  after  the  first 
week  or  two  without  any  reduction  in  dosage  of 


TABLE  II. — Side-effects  in  96  Patients  Treated  with 
Marplan  Bromide 


Number  of 
Patients 

Mild 

Degree 

Moderate 

Severe 

Xerostomia 

89 

55 

31 

3 

Constipation 

50 

16 

24 

10 

Urinary  difficulty 

11 

9 

1 

1 

Urinary  frequency 

1 

0 

1 

0 

Visual  disturbance 

5 

3 

1 

1 

Nausea 

2 

1 

1 

0 

Epigastric  burning 

i 

0 

1 

0 

Headache 

i 

0 

1 

0 

Vertigo 

i 

1 

0 

0 

Marplan  bromide.  Some  of  the  patients  fisted 
in  Table  VII  did  not  experience  xerostomia  after 
the  first  several  days  of  treatment. 

Constipation  occurred  in  50  patients  and  like 
xerostomia  was  more  pronounced  at  the  beginning 
of  treatment.  In  16  patients  with  mild  consti- 
pation the  addition  of  liquid  petrolatum  at  bed- 
time was  usually"  sufficient  to  effect  fairly  normal 
bowel  fimction.  Most  of  the  24  patients  with 
moderate  constipation  and  the  ten  patients 
who  were  severely  constipated  required  hydro- 
philic colloids  and  oil  retention  enemas  in  ad- 
dition to  liquid  petrolatum  by'  mouth  during  the 
first  week  or  two.  It  was  not  necessary  to  dis- 
continue Marplan  bromide  in  any  of  the  patients 
because  of  constipation. 

Eleven  patients  had  difficulty'  in  urinating; 
however,  only'  one  patient  discontinued  Marplan 
bromide  because  of  this  side-effect.  This  patient 
was  unable  to  void  on  the  second  day  after 
beginning  7.5  mg.  Marplan  bromide  four  times  a 
day'.  The  dose  was  reduced  to  5 mg.  two  to 
three  times  daily  but  was  discontinued  after  two 
weeks  because  of  urinary'  difficulty. 

One  patient  complained  of  urinary  frequency 
while  taking  5 mg.  of  Marplan  bromide  four  times 
a day  for  two  weeks.  Thereafter  the  same  dose 
was  given  three  times  a day  for  three  months,  and 
no  further  frequency'  of  urination  occurred. 

In  five  patients  with  visual  disturbances,  only' 
one,  in  whom  blurring  was  severe,  discontinued 
Marplan  bromide  after  taking  it  for  two  months. 
Initially'  this  patient  took  5 mg.  four  times  a day 
but  continued  to  have  disturbance  of  vision  when 
the  same  amount  was  taken  two  or  three  times 
daily'. 

Two  patients  complained  of  nausea.  In  one 
patient  it  was  mild  and  disappeared  after  the  dose 
of  Marplan  bromide  was  changed  from  5 mg. 
four  times  a day'  to  5 mg.  three  times  daily'. 
The  other  patient  experienced  moderate  nausea 
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in  addition  to  moderate  epigastric  burning  while 
taking  5 mg.  of  Marplan  bromide  four  times  a 
day  and  discontinued  it  after  two  weeks. 

One  patient  developed  headache  after  taking 
7.5  mg.  Marplan  bromide  four  times  a day. 
At  the  end  of  one  week  the  dose  was  reduced  to 
5 mg.,  and  this  amount  was  continued  four  times 
daily  for  three  months  without  recurrence  of 
headache. 

In  one  patient  it  was  necessary  to  reduce  the 
dose  of  Marplan  bromide  from  5 to  2.5  mg.  four 
times  a day  because  of  mild  vertigo. 

Comment 

This  study  indicates  that  Marplan  bromide  is 
effective  in  relieving  symptoms  in  a number  of 
gastrointestinal  disorders.  Although  no  con- 
trolled comparative  studies  with  other  anti- 
cholinergics were  made,  on  the  basis  of  state- 
ments of  34  patients  who  had  previously  re- 
ceived other  similar  acting  drugs,  Marplan 
bromide  compared  favorably  with  eight  different 
agents.  In  fact,  19  patients  were  of  the  opinion 
that  Marplan  bromide  was  superior  in  the  relief 
of  symptoms. 

Marplan  bromide  is  not  recommended  for  long- 
term treatment  of  gastric  ulcer.  It  is  well  known 
that  gastric  ulcer  is  not  infrequently  malignant, 
and  this  should  be  borne  in  mind  when  any  type 
of  medical  therapy  is  utilized.  However,  we 
share  the  opinion  with  others  that  most  patients 
with  gastric  ulcer  should  be  given  a medical  trial 
for  a short  period  of  time  before  resorting  to 
surgery.  We  also  agree  that  if  a gastric  ulcer 
heals  and  then  recurs,  surgery  is  indicated. 
Two  patients  in  the  present  series  had  a recur- 
rence six  months  after  discontinuing  Marplan 
bromide,  and  both  of  them  were  subjected  to 
gastric  resection. 

It  became  apparent  during  the  course  of  this 
study  that  side-effects  from  Marplan  bromide 
were  fewer  and  less  severe  in  most  patients  when 
the  doses  were  small  in  amount  initially.  Re- 
cently we  have  begun  with  a 2.5-mg.  dose  three 
or  four  times  a day  and  increased  it  gradually 
during  the  first  three  or  four  days  to  the  desired 
amount,  usually  5 mg.  before  meals  and  at  bed- 


time. Larger  doses  have  been  used  only  for  short 
periods  of  time  and  are  generally  well  tolerated  if 
the  increase  is  gradual. 

Su  mmary 

A total  of  104  patients  with  gastrointestinal 
disorders  were  treated  with  Marplan  bromide. 
Included  were  42  patients  with  duodenal  ulcer, 
and  27  (64  per  cent)  obtained  excellent  relief  of 
symptoms.  Six  patients  with  gastric  ulcer 
showed  excellent  response  with  healing  of  the 
ulcer.  In  two  of  these  patients  the  ulcer  re- 
curred six  months  after  discontinuing  treatment, 
and  gastric  resections  were  performed.  Two 
patients  with  pyloric  canal  ulcer  were  promptly 
relieved  of  symptoms.  One  patient  with  jejunal 
ulcer  following  posterior  gastroenterostomy  for 
duodenal  ulcer  obtained  good  relief.  One  of 
two  patients  with  hypertrophic  gastritis  expe- 
rienced excellent  relief  of  symptoms.  Twenty- 
one  (72  per  cent)  of  29  patients  with  irritable 
colon  had  either  good  or  excellent  relief  of  symp- 
toms. In  a miscellaneous  group,  comprising 
two  patients  with  hiatus  hernia,  four  patients 
with  dumping  syndrome,  four  patients  with 
functional  gastric  symptoms,  two  patients  with 
postcholecystectomy  syndrome,  six  patients  with 
chronic  ulcerative  colitis,  two  patients  with 
chronic  nonspecific  diarrhea,  and  two  patients 
with  permanent  colostomy,  the  results  of  treat- 
ment were  good  to  excellent  in  the  majority. 

There  was  no  evidence  of  toxic  effect  of  Marplan 
bromide  in  any  of  the  patients  treated.  About 
one  fourth  of  the  group  was  followed  hematolog- 
ically  and  with  repeated  urine  examinations. 

Side-effects,  especially  xerostomia  and  con- 
stipation, were  common  but  were  usually  more 
marked  during  the  early  period  of  treatment. 
Only  three  patients  discontinued  Marplan 
bromide  because  of  unpleasant  side  effects. 
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The  hemiplegic  syndrome  is  one  of  the  major 
chronic  disabilities  encountered  in  a ger- 
iatric, chronic  disease,  custodial  institution.  A 
statistical  analysis  of  this  syndrome  as  found  at  a 
large  public  chronic  disease  hospital  is  presented, 
and  some  thoughts  and  suggestions  for  additional 
investigations  are  expressed.  Analyses  are 
needed  to  gain  better  insight  into  and  to  plan  for 
this  increasing  problem.  This  study  is  an 
evaluation  of  the  incidence  of  hemiplegia  and  its 
association  with  aphasia  and  fractures. 

Method 

This  analysis  is  based  on  a review  of  1,317 
charts  which  cover  all  discharges  and  deaths  from 
the  opening  date  of  Bird  S.  Coler  Hospital  and 
Home  in  July,  1952,  to  January,  1955.  It 
represents  statistics  on  chronically  disabled 
patients  who  were  transferred  from  municipal 
general  hospitals  and  other  institutions  because 
they  required  prolonged  medical  care,  a custodial 
environment,  or  rehabilitation.  Of  these  1,317 


* Presently  with  the  Department  of  Physical  Medicine  and 
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patients  476  died  in  this  institution.  No 
analysis  on  the  fatalities  and  the  disposition  was 
made.  Patients  were  discharged  to  private 
homes  and  to  boarding  and  nursing  homes,  as 
well  as  to  general  hospitals.  The  data  on  the 
hemiplegic  patients  includes  sex,  age  at  time  of 
onset,  presence  of  aphasia,  side  of  involvement, 
incidence  of  multiple  strokes,  and  evidence  of 
fracture.  In  cases  of  multiple  strokes  age  at 
the  time  of  each  incident  was  recorded  for 
statistical  purposes.  Thus,  the  total  number  of 
cerebral  insults  exceeds  the  total  number  of 
patients.  Hemiparesis  is  included  in  the  hem- 
iplegia totals,  but  where  the  diagnosis  was  not 
definitely  established,  the  case  was  excluded. 
Aphasia  statistics  were  obtained  on  routine 
history  and  physical  examinations.  The  avail- 
able x-ray  reports  were  utilized  to  confirm  the 
occurrence  and  site  of  fractures.  The  interval 
between  hemiplegia  and  onset  of  the  fracture 
was  not  determined.  The  statistical  signifi- 
cance of  the  findings  was  based  on  Lindquist’s 
text.1 

Results  of  this  review  are  shown  in  Tables 
I and  II. 


TABLE  I. 

—Analysis  i 

of  Male  Hemiplegic  Patients 

Age 

Range 

(Years) 

Number 

of 

Cases 

it  Hemiplegi; 
Aphasic 

Left  Hemiplegia- 
Aphasic 

Multiple 

Strokes 

Number 

a 

Fracture 

Number 

Fracture 

30  to  34 

0 . 

0 

0 

0 

0 

0 

0 

0 

35  to  39 

2 

1 

1 

0 

1 

0 

0 

0 

40  to  44 

3 

2 

1 

0 

2 

1 

0 

1 

45  to  49 

8 

3 

0 

0 

5 

1 

1 

0 

50  to  54 

11 

7 

4 

1 

4 

3 

0 

0 

55  to  59 

13 

ii 

8 

0 

9 

2 

0 

2 

60  to  64 

23 

16 

11 

2 

10 

2 

3 

3 

65  to  69 

18 

12 

8 

1 

6 

i 

0 

0 

70  to  74 

14 

8 

4 

1 

6 

2 

2 

0 

75  to  79 

11 

8 

2 

2 

3 

0 

0 

0 

80  to  84 

7 

4 

0 

1 

4 

0 

2 

1 

85  and  over 

2 

1 

0 

0 

1 

0 

i 

0 

Total 

117 

73 

39 

8 

51 

12 

9 

7 
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TABLE  II. — Analysis  of  Female  Hemiplegic  Patients 


Age 

Range 

(Years) 

Number 

of 

Cases 

Right  Hemiplegia 
Aphasic 

-Left  Hemiplegia- 
Aphasic 

Multiple 

Strokes 

Number 

Fracture 

Number 

Fracture 

30  to  34 

i 

0 

0 

0 

i 

0 

0 

0 

35  to  39 

i 

1 

1 

0 

0 

0 

0 

0 

40  to  44 

1 

1 

0 

0 

0 

0 

0 

0 

45  to  49 

6 

3 

3 

0 

4 

0 

2 

1 

50  to  54 

8 

4 

3 

0 

4 

1 

0 

0 

55  to  59 

6 

4 

4 

0 

2 

0 

0 

0 

60  to  64 

15 

11 

6 

2 

4 

0 

0 

0 

65  to  69 

11 

2 

0 

1 

9 

2 

2 

0 

70  to  74 

15 

8 

6 

2 

8 

3 

1 

1 

75  to  79 

8 

2 

1 

2 

6 

3 

2 

0 

80  to  84 

3 

2 

1 

0 

1 

1 

0 

0 

85  and  over 

7 

5 

4 

1 

2 

0 

0 

0 

Total 

82 

43 

29 

8 

41 

10 

7 

2 

Table  III. — Distribution  of  199  Hemiplegic  Patients  by 
Sex 


Distribution 

Males 

Females 

Number  of  cases 

117 

82 

Per  cent  of  cases 

58.7 

41.3 

Mean  age 

61.1 

63.6 

Standard  deviation 

10 

12 

Standard  error  of  mean 

1.3 

0.9 

Median  age 

63 

65.8 

Table  IV. — Analysis  of  Strokes  in  199  Patients 

Analysis 

Males 

Females 

Number  of  multiple  strokes 

7 

2 

Per  cent  of  multiple  strokes 

5.9 

2.4 

Per  cent  right  hemiplegia 

65 . 1 

52.4 

Median  age  of  right  hemiplegics 

64.2 

63.5 

Median  age  of  left  hemiplegics 

62.2 

68 

Incidence  and  Type  of  Hemiplegia 

The  hemiplegic  syndrome  occurred  in  199 
cases;  1 17  were  males  and  82  females  (Table  III). 
This  comprises  15.1  per  cent  of  the  total  of 
1,317  hospital  discharges.  Men  constituted  58.7 
per  cent  and  women  41.3  per  cent  of  all  the 
hemiplegic  patients.  The  highest  incidence 
occurred  in  the  60  to  64.9  age  group. 

The  average  age  of  the  male  hemiplegic 
patient  was  61.1  years  with  a standard  deviation 
of  10.  The  average  age  of  the  women  patients 
was  63.6  years,  and  the  standard  deviation  was 
12.  A total  of  53.7  per  cent  of  the  women  and 
44.4  per  cent  of  the  males  were  sixty-five  years 
of  age  or  over.  The  standard  error  of  the 
difference  was  1.57,  statistically  not  significant. 

The  incidence  of  multiple  cerebrovascular  ac- 
cidents within  the  hemiplegic  patients  was  4.5 
per  cent.  There  were  seven  male  and  two  female 
patients  (Table  IV).  Five  of  these  cases,  all  of 
them  men,  fell  in  the  age  group  of  55  to  649 


TABLE  V. 

—Incidence 

of  Aphasia 

Age  Range 
(Years) 

Males 

—Aphasia — 

Females 

30  to  34 

0 

0 

35  to  40 

1 

1 

40  to  44 

2 

0 

45  to  49 

i 

3 

50  to  54 

7 

4 

55  to  59 

10 

4 

60  to  64 

13 

6 

65  to  69 

9 

2 

70  to  74 

6 

9 

75  to  79 

2 

4 

80  to  84 

0 

2 

85  and  over 

0 

4 

years.  Right  hemiplegias  occurred  in  55.7  per 
cent  of  all  cases.  A right-sided  paralysis  was 
noted  in  65.1  per  cent  of  the  males  and  in  52.4 
per  cent  of  the  females.  The  median  age  of  the 
right  hemiplegic  women  was  63.5  years  and  of 
the  women  with  left-sided  paralyses,  68  years. 
The  median  age  of  the  right  hemiplegic  males 
was  64.2  years,  and  of  the  males  with  left-sided 
paralysis  it  was  62.2  years. 

The  incidence  of  hemiplegia  according  to  age 
at  time  of  onset  showed  a bell-shaped  distribu- 
tion in  the  males.  In  the  females  the  distribu- 
tion was  a skewed  curve  with  a shift  toward  the 
older  age  groups. 

Aphasia 

The  problem  of  aphasia  occurred  in  45  per  cent 
of  all  patients.  It  was  associated  with  58.6 
per  cent  of  the  right  hemiplegias  and  23.9  per 
cent  of  the  left  hemiplegias.  Aphasia  in  various 
age  ranges  of  males  showed  a bell-shaped  dis- 
tribution. In  females  the  frequency  shifted 
(Tables  V and  VI). 

The  incidences  of  aphasia  in  the  right  hemi- 
plegic women  were  77,  66,6,  and  63  per  cent  in 
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TABLE  VI. — Incidence  of  Aphasia  Related  to  Age  and 
Side  op  Hemiplegia 


Age 

Range 

(Years) 

. -Per  Cent 

Right 

Hemiplegia 

Aphasia . 

Left 

Hemiplegia 

Mean 

Age 

Median 

Age 

Males 

30  to  40 

46.9 

45 

55  to  64 

70.3 

21 

59 

62 

65  and  over 

42.4 

15 

F emales 

30  to  54 

77.7 

HI 

55  to  64 

66.6 

0 

64.4 

68.8 

65  and  over 

63.1 

34.  5 

the  age  ranges  of  30  to  54.9,  55  to  64.9,  and  over 
sixty-five,  respectively.  In  the  male  right 
hemiplegic  cases  the  distribution  was  bell-shaped 
with  a frequency  of  70.3  per  cent  in  this  central 
age  group  and  42.5  and  46.9  per  cent  in  the 
younger  and  older  selected  age  brackets,  respec- 
tively. The  left  hemiplegic  males  revealed  a 
drop  in  the  incidence  of  aphasia  with  increasing 
age  from  45  to  15  per  cent,  and  the  female  left 
hemiplegic  cases  showed  two  peaks,  11.1  per 
cent  in  the  age  group  30  to  54.9  years  and  34.5 
per  cent  in  those  over  the  age  of  sixty-five.  The 
arithmetic  mean  age  of  the  male  aphasic  patients 
was  59  years,  and  for  the  women  it  was  64.4 
years.  Their  median  ages  were  62  years  and 
68.8  years,  respectively. 

Fractures 

The  general  incidence  of  fractures  in  this 
hospital  exclusive  of  the  hemiplegic  patients 
was  9.7  per  cent  (Table  VII).  The  199  hemi- 
plegic patients  revealed  a fracture  frequency  of 
16  per  cent.  The  distribution  within  the 
hemiplegic  patients  indicated  fractures  in  18.2 
per  cent  of  the  women  and  14.5  per  cent  of  the 
men  in  contrast  to  5.3  and  4.4  per  cent,  respec- 
tively, in  the  nonhemiplegic  cases. 

The  hip  area  was  the  site  of  predilection  for 
this  involvement  with  a 43.7  per  cent  incidence 
in  hemiplegia  and  28.6  per  cent  in  the  non- 
hemiplegic fracture  cases.  Table  VIII  indicates 
the  frequency  of  fracture  sites  in  hemiplegias. 
These  fractures  occurred  after  the  age  of  sixty-five 
in  58.9  per  cent  of  the  males  and  in  73.3  per 
cent  of  the  females. 

Comment 

Incidence. — Hemiplegia  is  a significant  dis- 
ability in  chronically  ill  and  aged  patients. 
“Any  effective  attack  on  the  problem  of  the 
aging  must  include  physiologic,  psychologic, 


TABLE  VII. — Incidence  of  Fractures  in  Hemiplegia  and 
in  Total  Cases  Reviewed 


Incidence 

Males 

Females 

Total 

Nonhemiplegic  fracture  cases 

58 

71 

129 

Per  cent  of  1,317  cases 

4.4 

5.3 

9.7 

Hemiplegics  with  fractures 
Per  cent  of  fractures  in  hemi- 

17 

15 

32 

plegic  cases 

14.5 

18.2 

16 

TABLE  VIII.— Location  of  Fractures 
Patients 

in  Hemiplegic 

Location 

Number 

of 

of 

Fracture 

Cases 

Femoral  head  and  neck 

14 

Humerus 

4 

Ribs 

3 

Vertebrae 

3 

Tibia  and  fibula 

2 

Shaft  of  femur 

2 

Skull 

2 

Wrist 

1 

Foot 

1 

Total 

32 

social,  and  economic  surveys  in  order  to  plan  an 
adequate  and  comprehensive  program.”2  The 
analysis  and  findings  presented  in  this  paper 
are  based  on  a special  group  of  patients  found  in 
a chronic  disease,  custodial  setting.  The  general 
incidence  of  hemiplegia  in  all  patients  discharged 
was  15.1  per  cent.  Another  municipal  chronic 
disease  hospital  reported  37.9  per  cent  hemi- 
plegia in  one  of  its  unselected  wards.3  A higher 
occurrence  of  hemiplegia  in  males  was  noted  here 
(Table  III)  and  at  the  other  municipal  institution. 
These  variations  probably  are  a reflection  of  the 
method  of  case  selection. 

The  data  on  the  incidence  of  hemiplegia 
revealed  no  significant  statistical  variation  among 
the  sexes.  The  higher  incidence  of  hemi- 
plegia in  the  males,  the  somewhat  younger  age 
at  time  of  onset,  the  higher  occurrence  of  multiple 
strokes,  and  the  more  frequent  right-sided 
paralyses  in  males  were  all  within  the  realm  of 
chance  fluctuations. 

Studies  on  hypertension  and  coronary  occlu- 
sions possibly  related  to  hemiplegia  in  patho- 
genesis would  suggest  some  variations  within  the 
sexes.  One  report4  on  200  cases  with  brain 
damage  revealed  the  following  etiologies:  (1) 
benign  hypertension  48  per  cent,  (2)  cerebral 
arteriosclerosis  38.5  per  cent,  and,  (3)  focal 
cerebral  infarctions  23.5  per  cent. 

Sigler’s5  study  showed  that  hypertension  was 
twice  as  frequent  in  females  as  in  males.  Hyper- 
tension could  thus  be  the  major  etiologic  factor 
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in  the  female  hemiplegic  cases  and,  conversely, 
those  hemiplegic  patients  of  hypertensive  etiology 
could  be  primarily  women.  Sigler4  also  found 
that  the  ratio  of  males  to  females  who  had 
coronary  occlusions  was  4.4:1.  These  male 
patients  exhibited  a peak  incidence  between  the 
ages  of  fifty  and  fifty-nine  years.  May  one 
conjecture  that  occlusive  tendencies  in  coronary 
vessels  of  males  could  similarly  afflict  their 
cerebral  vessels  and  thus  constitute  the  majority 
of  the  cases  of  focal  cerebral  infarctions?  It 
would  have  been  of  interest  to  know  the  sex 
distribution  of  the  above  200  cases.  It  may  have 
permitted  greater  insight  as  to  a possible  etiologic 
variant  and  its  effect  on  the  incidence  of  hemi- 
plegia within  the  sexes.  If  the  occlusive  change 
in  the  cerebral  vessels  occurred  in  similar  age 
ranges  as  those  reported  for  coronary  vessels, 
then  the  male  patients  would  be  somewhat 
younger. 

Alvarez6  states  that  “one  of  the  commonest 
diseases  of  man  is  that  in  which,  over  the  course 
of  ten  to  twenty  years,  a person  is  gradually 
pulled  down  by  dozens  or  scores  of  the  thromboses 
of  little  arteries  in  the  brain.”  Are  multiple 
strokes  more  common  with  thromboses?  Would 
these  result  in  a greater  incidence  of  multiple 
cerebrovascular  accidents  in  males? 

Thomas  and  Cohen7  in  their  analysis  in  two 
successive  generations  showed  that  hyper- 
tension, coronary  artery  disease,  and  obesity 
involve  genetic  and  possibly  environmental 
factors.  They  found  the  incidence  of  hyper- 
tension most  pronounced  in  female  children,  and 
coronary  artery  disease  was  prevalent  in  the 
male  offspring.  May  one  surmise  an  inherited 
genetic  thrombroembolic  tendency,  especially  in 
males,  and  is  it  an  “autoagglutinating  immuno- 
logic reaction?”8  Lancet9  reports  that  men  in 
physically  active  jobs  had  a lower  incidence  of 
coronary  heart  disease  in  their  middle  age  and 
that  these  were  less  severe  than  in  males  with 
physically  inactive  jobs.  Would  activity,  oc- 
cupation, and  the  circulator}'  rate  influence  the 
incidence  of  thromboses?  Additional  and  more 
detailed  analyses  bearing  on  the  incidence  of 
hemiplegia  are  warranted  and  suggested. 

Aphasia. — The  classic  association  of  aphasia 
with  right  hemiplegia  was  confirmed  but  with 
reservations  and  qualifications.  Goodglass  and 
Quadfasel10  state  that  “the  occurrence  of  aphasia 
with  left  hemisphere  lesions  in  the  great  majority 
of  patients,  most  of  whom  are  right  handed,  is 


undisputed.”  However,  they  also  found  that 
53  per  cent  of  all  left-handed  individuals  with 
lesions  in  the  left  hemisphere  had  language 
disturbances.  The  23  per  cent  incidence  of 
aphasia  in  left  hemiplegic  patients  here  is  higher 
than  anticipated.  The  male  patients  exhibited 
right  hemiplegia  in  65.1  per  cent  of  the  cases, 
and  of  these  53.4  per  cent  were  aphasic.  The 
female  patients  showed  right  hemiplegia  in 

52.4  per  cent  of  cases,  and  aphasia  occurred  in 

67.4  per  cent  of  these  patients.  Language 
disturbance  thus  is  determined  not  only  by  a 
disturbance  in  the  dominant  cerebral  hemi- 
sphere but  by  a number  of  factors.  Klaus11 
concluded  that  “aphasia  appeared  not  through 
the  destruction  of  special  foci  in  the  cortex  as 
presumed  by  the  classical  theory,  but  through 
the  collaboration  of  various  factors  out  of  which 
only  one  is  the  factor  of  localization,  the  others 
being  diaschisis  and  the  quantity  of  gray  matter 
which  has  been  damaged,  which  are  factors 
unrelated  to  localization.”  Others12  state  “it  is 
well  known  that  certain  areas  subserve  particular 
language  functions  more  than  others  and  that  the 
entire  brain  is  needed  for  normal  linguistic 
activity.”  On  the  other  hand,  complete  cerebral 
hemispherectomy,  representing  an  extensive 
loss  in  quantity  of  gray  matter,  did  not  result  in 
alteration  of  speech,  nor  was  loss  in  intellectual 
function  detected.13  Our  study  had  insufficient 
patients  with  multiple  cerebrovascular  injuries 
to  relate  aphasia  and  extent  of  brain  damage. 

No  consistent  correlation  was  noted  in  the 
incidence  of  aphasia  and  the  age  of  the  patient 
(Table  VI). 

Additional  investigations  on  aphasia  are 
needed  to  determine  the  relative  importance  of 
the  age  of  the  patient  and  the  side  and  extent  of 
brain  tissue  involved.  Our  study  did  not 
permit  definite  conclusions,  but  one  may  speculate 
on  the  importance  of  a patient’s  capacity  to 
reorganize  his  cortical  function.  This  capacity 
may  be  influenced  by  arteriosclerosis,  hypoxia, 
fatigue,12  and  metabolic  function. 

There  is  no  doubt  that  all  patients  with 
hemiplegia,  right  or  left,  deserve  a more  careful 
and  thorough  speech  evaluation.  This  is  clearly 
demonstrated  by  the  incidence  of  detected 
aphasia  of  45  per  cent  of  the  moderately  motor- 
damaged  hemiplegic  patients  and  by  the  35.9 
per  cent  incidence  of  aphasia  in  the  less  handi- 
capped hemiplegic  patients  reported  by  Van 
Buskirk.14 
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Fractures. — Our  analysis  on  fractures  re- 
vealed the  following: 

1.  Fractures  occurred  in  16  per  cent  of  our 
hemiplegic  patients  and  in  9.7  per  cent  of  the 
nonhemiplegic  cases  reviewed.  Daeso3  reports 
an  incidence  of  fractures  in  11.1  per  cent  of 
hemiplegic  patients  at  one  of  the  unselected 
wards  of  a similar  institution. 

2.  Our  analysis  on  fractures  showed  a higher 
incidence  in  female  patients  generally  and  in 
older  female  hemiplegic  patients  specifically. 
The  female  right  hemiplegic  patients  revealed  a 
statistically  significant  numeric  disproportion 
compared  to  the  male  right  hemiplegic  patients. 
Some  of  the  factors  contributing  to  this  variation 
may  be  structural  differences  in  males  and 
females  and  possibly  an  older  female  population 
generally. 

3.  The  hip  area  was  the  site  of  involvement 
in  28.8  per  cent  of  the  nonhemiplegic  fracture 
cases  and  in  43.7  per  cent  of  the  hemiplegic 
fracture  cases. 

The  frequency  of  fractures  may  be  greater  in 
hemiplegias  than  recorded  since  some  patients 
were  bedfast  and  many  had  no  x-rays.  It  is 
logical  to  assume  that  the  disturbances  in 
balance,  the  motor  involvement,  the  age,  and 
occasionally  the  osteoporosis  of  relative  disuse 
may  be  contributory  factors.  The  presence  of 
pain,  deformity,  stiffness,  and  limitation  of 
motion  should  be  evaluated  for  possible  fractures. 
Patients  with  impacted  hip  fractures  may 
present  no  distinct  symptoms.  In  our  re- 
habilitation service  we  have  noted  a few  instances 
of  incidental  vertebral  fractures  not  apparently 
as  a consequence  of  known  or  significant  trauma. 
The  incidence  of  fractures  is  sufficiently  high  to 
warrant  a more  frequent  skeletal  x-ray  survey. 
The  recognition  of  tills  danger  in  older  hemi- 
plegic patients  should  stimulate  the  proper  care 
and  safeguards  so  that  these  complications  may 
be  minimized. 

Summary 

A statistical  analysis  and  some  thoughts  on 
hemiplegia  have  been  presented.  The  incidence 
of  this  syndrome  and  its  association  with  aphasia 
and  fractures  were  studied  within  a select  group 
of  patients  at  a municipal  chronic  disease 


hospital.  The  data  include  sex,  age  of  patient 
at  time  of  onset,  and  side  and  number  of  strokes. 
Analyses  were  quoted  on  the  conditions  pre- 
disposing to  hemiplegia  which  would  suggest  the 
possibility  of  differences  between  the  sexes. 
This  impression  was  not  confirmed  statistically. 
Additional  investigations  into  the  etiologic, 
hereditary,  geographic,  socioeconomic,  and  psy- 
chologic influences  on  the  incidence  of  hemiplegia 
and  its  attendant  complications  are  needed. 

Routine  examinations  revealed  a higher  inci- 
dence of  aphasia  than  anticipated,  particularly 
in  the  left  hemiplegic  patients.  More  thorough 
and  extensive  speech  evaluations  are  indicated  in 
all  hemiplegic  patients.  Studies  quoted  and  our 
analysis  suggest  no  distinct  or  consistent  cor- 
relation in  the  incidence  of  aphasia  with  age 
and  side  and  extent  of  the  lesion.  The  capacity 
of  functional  cortical  reorganization  could  thus 
be  of  consequence. 

Fractures,  particularly  at  the  hip,  were  more 
frequent  in  the  hemiplegic  cases  generally  and  in 
the  older  female  cases  specifically . Recognition 
of  this  danger  should  stimulate  the  proper  care 
of  these  patients,  including  x-ray  surveys  where 
pain,  deformity,  and  limitation  of  motion  exist. 
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Tuberculous  Spondylitis  (Pott's  Disease ) of  the 

Cervical  Spine 


GENE-ANN  POLK,  M.D.,  AND  HARRY  J.  COHEN,  M.D.,  NEW  YORK  CITY,  AND  GEORGE  WEISS,  M.D., 

BRONX,  NEW  YORK 

( From  the  Pediatric  Service  of  the  Harlem  Hospital,  New  York  City) 


In  his  original  paper,  published  in  1779,  Pott’ 
described  a condition  of  paraplegia  associ- 
ated with  deformity  of  the  spine.  At  that  time 
he  did  not  recognize  the  tuberculous  etiology  of 
the  disease  which  now  bears  his  name.  In  the 
early  stages  tuberculous  spondylitis,  or  Pott’s 
disease,  may  simulate  many  neurologic  and 
musculoskeletal  conditions  and  presents  a prob- 
lem of  diagnosis.  The  following  three  cases 
were  admitted  to  Harlem  Hospital  over  a two- 
year  period,  and  in  all  three  the  cervical  spine 
was  involved.  They  illustrate  the  difficulty  of 
early  diagnosis  of  tuberculous  spondylitis,  the 
unusual  spinal  fluid  findings,  and  the  response 
to  the  newer  antibiotic  drugs  and  conservative 
management. 

Case  Reports 

Case  1. — A four-and-one-half-year-old,  Negro, 
male  child  was  admitted  to  Harlem  Hospital  with  a 
one  and  one-half-month  history  of  anorexia,  weak- 
ness, and  weight  loss.  Two  weeks  prior  to  admis- 
sion the  child  had  been  treated  for  an  upper  respir- 
atory infection.  One  week  before  admission  a chest 
x-ray  by  a local  medical  doctor  was  reported  as 
having  shown  pulmonary  infiltrations.  Because  of 
weakness  of  the  lower  extremities  and  stiffness  of 
the  neck,  the  diagnosis  of  tuberculous  meningitis 
was  suspected,  and  the  child  was  referred  to  the 
hospital  on  November  25,  1953.  Past  medical 
history  and  family  history  were  noncontributory. 

On  physical  examination  the  child  was  bright, 
alert,  and  cooperative,  although  he  was  poorly 
nourished  and  appeared  chronically  ill.  His  tem- 
perature was  99.6  F.  There  was  cervical,  axillary, 
and  inguinal  adenopathy.  The  pertinent  positive 
physical  findings  were  limited  to  the  neurologic 
system.  There  was  marked  resistance  to  flexion  of 
the  neck.  Patellar  and  Achilles  reflexes  were  ex- 
aggerated. Babinski  sign  was  present  bilaterally 
with  negative  Kernig  and  Brudzinski  signs.  The 
eyegrounds  were  normal. 

The  salient  laboratory  findings  were  Mantoux 
1:10,000  positive,  spinal  fluid  negative  on  smear 


Fig.  1.  Case  1 — Narrowing  of  interspace  between 
fifth  and  sixth  and  destruction  of  sixth  and  seventh 
cervical  vertebral  bodies. 


and  culture,  and  blood  count  not  remarkable.  X- 
ray  of  the  chest  showed  an  increase  in  hilar  markings. 
Skull  x-rays  showed  no  abnormalities. 

A presumptive  diagnosis  of  tuberculous  meningi- 
tis was  made,  and  the  child  was  immediately  started 
on  antituberculous  therapy  consisting  of  strepto- 
mycin 0.5  Gm.  intramuscularly  twice  a day,  PAS 
3 Gm.  twice  a day,  and  Rimifon  25  mg.  orally  three 
times  a day. 

Six  days  after  admission  the  child  was  unable  to 
sit  up  unassisted.  There  was  a persistence  of  the 
neurologic  signs  seen  on  admission  with  increasing 
weakness  of  the  lower  extremities  and  right  upper 
extremity.  A second  spinal  fluid  examination  re- 
vealed fluid  under  normal  pressure,  no  cells,  pro- 
tein 151,  sugar  50  mg.  per  cent,  chlorides  728,  and 
no  organisms  on  smear  or  culture. 

Three  weeks  after  admission  the  condition  was 
essentially  the  same.  Temperature  was  low  grade: 
nuchal  rigidity  and  spasm  of  the  spine  persisted. 
The  spinal  fluid  protein  was  elevated  to  220.  Chest 
x-ray  showed  perihilar  densities  most  likely  due 
to  adenopathy.  X-rays  of  the  cervical  spine 
showed  no  pathology. 

The  child’s  condition  deteriorated  over  the  next 
month.  There  was  flaccid  paralysis  of  the  lower 
extremities,  and  bilateral  patellar  and  ankle  clonus 
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Fig.  2.  Case  1 — One  year  later. 


were  present.  The  child  also  had  some  urinary 
and  fecal  incontinence. 

On  January  6,  1954,  six  weeks  later,  x-rays  of  the 
cervical  spine  showed  narrowing  of  the  interspace 
between  the  fifth  and  sixth  cervical  vertebrae  with 
destruction  of  the  sixth  and  seventh  cervical  verte- 
bral bodies  (Figs.  1 and  2). 

On  January  18,  1954,  all  medications  were  dis- 
continued, and  the  child  was  started  on  Streptohy- 
drazid  */4  ampul  daily,  increased  to  1/3  ampul  daily 
on  February  11,  1954.  This  treatment  was  con- 
tinued for  six  months. 

The  patient  showed  steady,  although  slow  im- 
provement in  condition  with  increased  function  of 
the  extremities  and  loss  of  nuchal  rigidity  over  the 
next  four  months.  On  June  1,  1954,  seven  months 
after  admission,  all  medications  were  discontinued, 
and  a felt  collar  was  applied  to  the  neck.  The  child 
was  permitted  out  of  bed  and  was  able  to  walk  with- 
out assistance.  The  child  was  transferred  to  a 
convalescent  home  in  satisfactory  condition  with 
no  residual  signs  on  November  10,  1954. 

Case  2. — A three-year-old,  Negro  female  was  ad- 
mitted at  the  time  of  the  poliomyelitis  epidemic  in 
September,  1954,  with  a two-week  history  of  ab- 
dominal pain  and  pain  and  stiffness  of  the  neck. 
Past  history  revealed  that  the  child  had  had  bron- 
chopneumonia one  year  prior  to  admission.  The 
family  history  was  noncontributory. 

Physical  examination  revealed  a well-developed, 
well-nourished  child  in  no  acute  distress.  The 
child  was  alert  and  responsive.  The  examination 
was  negative  except  for  marked  resistance  to  flexion 
of  the  neck  and  hyperactive,  deep  tendon  reflexes 
in  the  lower  extremities.  Evegrounds  were  normal. 
Temperature  was  98.8  F. 

Pertinent  initial  laboratory  findings  were  spinal 
fluid  clear,  pressure  350  mm.  of  water  which  rose  to 
420  mm.  with  Queckenstedt,  two  cells  per  mm.,  sugar 
58,  chlorides  696,  protein  15,  and  no  organisms  on 


Fig.  3.  Case  2 — Destruction  of  fourth  cervical  verte- 
bra with  narrowing  of  interspace  between  fourth  and 
fifth  cervicals. 


smear  or  culture.  Sedimentation  rate  was  normal 
and  Mantoux  1 : 10,000  positive.  Chest  x-ray  showed 
right  paratracheal  adenopathy. 

The  child  continued  to  be  alert  and  active,  al- 
though nuchal  rigidity  persisted.  X-rays  of  the 
cervical  spine  on  September  16,  1954,  one  week 
after  admission,  revealed  kyphosis  of  the  spine  at 
the  fifth  cervical  vertebra  and  destruction  involv- 
ing the  fourth  cervical  (Fig.  3).  Antituberculous 
therapy  was  begun,  consisting  of  streptomycin  0.25 
Gm.  three  times  a week  and  Rimifon  25  mg.  three 
times  a day.  On  September  27,  1954,  medication 
was  changed  to  streptohydrazid,  1/1  ampul  daily. 

The  patient  remained  comfortable  except  for 
slight  nuchal  rigidity.  Four  weeks  after  admission 
the  child  was  noted  to  have  a firm,  nontender  swell- 
ing at  the  dorsolumbar  junction.  She  moved 
guardedly  and  resisted  passive  movements  of  the 
back  and  lower  extremities.  X-ray  of  the  lumbo- 
sacral spine  showed  disease  involving  the  first, 
second,  and  fifth  lumbar  bodies  with  obliteration  of 
the  intervertebral  spaces  between  the  first  and  second 
lumbar  vertebrae  and  narrowing  of  the  space  be- 
tween the  fourth  and  fifth  lumbar  vertebrae  (Fig.  4). 

Under  treatment  the  child  showed  progressive 
improvement,  ate  well,  was  afebrile  and  active,  and 
gained  weight.  The  nuchal  rigidity  disappeared. 
The  gibbous  at  the  dorsolumbar  junction  was  still 
present  but  did  not  increase  in  size.  No  immobili- 
zation was  done,  and  the  child  was  transferred  to  an 
institution  for  follow-up  and  further  care. 

Case  3. — An  eight-year-old,  Negro  male  was 
admitted  to  Harlem  Hospital  on  October  26,  1954, 
with  a one-week  history  of  cough,  rhinitis,  and  eve- 
ning temperature  elevations.  Two  days  prior  to 
admission  the  child  complained  of  neck  pain,  sore 
throat,  pain  in  the  chest  on  coughing,  and  weak- 
ness of  the  legs.  Temperature  was  104  F. 
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Fig.  4.  Case  2 — Disease  involving  first,  second,  and 
fifth  lumbar  vertebrae.  Obliteration  of  interspaces  be- 
tween first  and  second  and  narrowing  of  interspace  be- 
tween fourth  and  fifth  lumbar  vertebrae. 

Past  history  revealed  that  the  child  was  sus- 
pected of  having  tuberculosis  while  in  another 
hospital  one  month  prior  to  admission  but  was 
discharged  as  nontuberculous.  Family  history  was 
negative  for  tuberculosis. 

Physical  examination  showed  a well-developed, 
well-nourished  child,  alert  and  apparently  not 
acutely  ill.  Temperature  was  101  F.  The  left 
tympanic  membrane  was  mildly  injected.  Tonsils 
were  enlarged,  inflamed,  and  cryptic  with  white 
exudate.  There  was  a large  posterior  cervical  node. 
Neurologic  examination  was  normal  except  for 
resistance  to  flexion  of  the  neck  and  a bilateral 
Babinski.  Eyegrounds  were  normal. 

Essential  laboratory  findings  were  Mantoux 
1 : 10,000  positive,  spinal  fluid  pressure  200  mm.  of 
water,  two  cells  per  cu.  mm.,  sugar  82,  chlorides 
699,  protein  250,  smear  and  culture  negative. 
Sedimentation  rate  was  normal.  Chest  x-ray 
showed  widening  of  the  mediastinum. 

With  initial  medication  of  penicillin  and  Gantri- 
sin  the  temperature  became  low  grade,  and  the 
child  appeared  comfortable.  Two  weeks  after 
admission  the  child’s  temperature  rose  to  102  F.. 
and  he  was  observed  to  drag  the  right  leg  when 
walking.  There  was  nuchal  rigidity,  a bilateral 


Fig.  5.  Case  3 — Displacement  of  esophagus  an- 
teriorly by  superior  mediastinal  mass  which  is  a para- 
vertebral abscess. 


Fig.  6.  Case  3 — Widening  of  superior  mediastinum. 
(Paravertebral  abscess) 


Kernig  sign,  and  ankle  clonus.  The  child  assumed 
a tripod  position  while  sitting.  Tuberculous  menin- 
gitis was  suspected,  and  a repeat  spinal  tap  showed 
a pressure  of  450  mm.  of  water,  no  cells,  protein 
elevated  to  650,  and  a negative  smear  and  culture. 

Three  weeks  after  admission  x-rays  of  the  chest 
showed  a superior  mediastinal  mass  which  on  lateral 
view  displaced  the  esophagus  anteriorly  (Figs.  5 
and  6).  The  child’s  voice  was  weak  and  squeaky, 
and  he  complained  of  wanting  to  cough  but  was 
unable  to  do  so.  Venous  pressure  was  192  mm.  of 
water.  These  findings  were  suggestive  of  neuro- 
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Fig.  7.  Case  3 — Destruction  of  fifth  and  sixth  cer- 
vical vertebral  bodies  and  obliteration  of  interspaces 
between  fifth  and  sixth  cervicals. 


fibroma,  and  thoracic  surgical  consultation  was  re- 
quested. It  was  the  opinion  of  the  consultants  that 
the  upper  posterior  mediastinal  mass  at  the  first 
thoracic  level  extended  above  to  infiltrate  the  lower 
cervical  vertebrae  with  cord  involvement. 

Three  and  one-half  weeks  later  the  child  had  de- 
veloped a spastic  paraplegia,  bilateral  ankle  clonus, 
and  Babinski  signs  with  no  sensory  disturbance. 
X-rays  of  the  cervical  spine  showed  destruction  of 
the  fifth  and  sixth  cervical  bodies  (Fig.  7).  The 
previously  diagnosed  mediastinal  mass  was  inter- 
preted as  a paravertebral  abscess.  The  child  was 
started  on  streptohydrazid  1/i  ampul  daily,  and 
Shantz  collar  was  applied. 

The  child  received  physiotherapy  after  the  first 
month  in  the  hospital.  Spinal  tap  after  one  and  one- 
half  months  showed  normal  pressure  with  protein 
of  180.  Follow-up  x-ray  of  the  spine  at  two  months 
showed  wedging  of  the  body  of  the  sixth  cervical 
vertebra.  After  three  months  the  child  was  able  to 
stand  and  walk  with  help,  and  after  five  months  he 
was  alert,  walked  well,  and  showed  no  residual  neu- 
rologic signs. 

Comment 

Bosworth2  showed  that  417  or  3.2  per  cent  of 
12,835  patients  with  tuberculosis  had  bone  and 
joint  involvement,  and  most  observers  agree  that 
more  than  50  per  cent  of  bone  and  joint  disease 
is  confined  to  the  spine.  There  appears  to  be  a 
slight  predominance  of  the  disease  in  the  male 
sex,  and  it  is  most  common  in  children  and 
young  adults  with  a reported  incidence  of  32  to 
50  per  cent  in  patients  under  twenty  years  and 
10  to  18  per  cent  in  patients  under  ten  years  of 
age.2-7  The  bodies  of  the  lower  dorsal  verte- 


brae are  most  frequently  involved  with  lumbar, 
thoracolumbar,  and  cervical  involvement  in 
order  of  frequency.  Various  reported  series 
show  incidences  of  2 to  4 per  cent  cervical,  43  to 
75  per  cent  dorsal,  30  per  cent  lumbar,  and  4 per 
cent  lumbosacral  involvement.  It  is  interesting 
to  note  that  cervical  disease  is  most  usual  in 
children  under  ten  years  of  age.5’6’8 

The  disease  is  insidious  in  onset  and  slowly 
progressive.  The  temperature  is  low  grade, 
usually  99  to  100  F.  Diagnosis  or  recognition  at 
an  early  state  is  extremely  difficult  and  almost 
impossible.  In  Cleveland’s3  series  the  range  of 
duration  of  symptoms  was  from  six  months  to 
thirty-seven  years  with  an  average  of  three 
years  and  three  months;  the  disease  is  rarely 
recognized  within  six  months.  Early  in  the  dis- 
ease there  is  no  deformity  or  even  tenderness. 
Pain  is  seldom  severe  even  in  far-advanced  cases. 
The  first  complaints  may  be  tiredness  and  occa- 
sional pain  at  the  site  of  the  lesion.  There  is 
spasm  of  the  erector  spinae  muscles,  and  mo- 
tions of  the  back  are  limited.  As  the  process 
advances,  the  muscle  spasm  becomes  more  se- 
vere, the  patient  walks  with  a peculiar,  guarded 
gait,  and  deformity  of  the  spine  may  occur.  In 
cervical  spine  disease  the  pain  is  at  the  side  of 
the  neck  and  may  be  referred  to  the  arms.  The 
neck  may  be  flexed  and  held  to  the  side  in  torti- 
collis, or  the  head  may  be  held  rigid  with  the  chin 
in  the  midline  and  elevated.  Deformity  is  more 
marked  in  children  than  adults,  and  the  degree 
of  deformity  depends  on  the  site  of  involvement. 
Deformity  is  more  marked  in  the  dorsal  spine 
because  the  normal  curvature  of  the  spine  is 
posterior  and  less  marked  in  the  cervical  and 
lumbar  regions  because  the  curvature  is  anterior.6 

The  disease  is  usually  well  recognized  after 
complications  of  abscess  formation  and  para- 
plegia have  set  in.  Abscess  formation  is  a com- 
mon occurrence  reportedly  seen  in  68  to  86  per 
cent  of  patients,6  either  clinically  by  x-ray  or 
on  postmortem  examination.  It  may  be  mani- 
fested by  pressure  symptoms  or  may  be  seen  by 
x-ray  before  a fluctuant  mass  becomes  apparent 
externally.  The  location  of  the  abscess  is  para- 
vertebral, mediastinal,  or  psoas  and  appears  on 
x-ray  as  an  oblong,  circumscribed  mass  of  in- 
creased density.  If  it  does  not  drain,  it  may  par- 
tially calcify.  In  the  cervical  region  abscesses 
are  frequently  large,  causing  pressure  symptoms, 
dysphagia,  and  difficult  breathing.9  The  abscess 
may  dissect  backward  to  point  on  the  dorsum, 
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forward  to  point  as  a retropharyngeal  abscess, 
or  laterally  to  point  behind  the  sternocleido- 
mastoid. Rarely  the  abscess  may  even  gravitate 
through  the  diaphragm  and  point  as  a psoas 
abscess. 

Paraplegia  is  a late  complication  but  may  be 
the  presenting  symptom  of  the  disease.  Al- 
though Zacharakopoulos10  lists  seven  possible 
causes  of  paraplegia  in  Pott’s  disease,  it  is 
agreed  by  most  observers  that  paraplegia  is  due 
mainly  to  extradural  pressure  of  an  abscess  and 
is  rarely  caused  by  collapse  of  a vertebral  body. 
Zacharakopoulos  also  states  that  paraplegia  oc- 
curs repeatedly  in  the  thoracic  region  because 
of  “(a)  narrowness  of  the  spinal  canal,  (6)  an- 
terior concavity  of  the  vertebral  column,  and  (c) 
confinement  of  the  abscess  by  a strong  anterior 
ligament.”  Paraplegia  occurs  in  10  to  24  per 
cent  of  cases,  and  young  people  have  the  most 
favorable  outcome.5  The  symptoms  vary  from 
slight  spasticity  with  hyperreflexia,  ankle  clonus, 
positive  Bakinski  sign,  and  jerky  spasmodic 
gait  to  complete  sensory  and  motor  paralysis 
with  loss  of  bowel  and  bladder  control.  The 
paralysis  involves  the  lower  extremities,  and  only 
rarely  is  the  upper  extremity  paralyzed,  even  when 
the  disease  is  in  the  upper  cervical  vertebrae. 

The  structural  changes  in  the  bone  may  not  be 
apparent  on  radiologic  examination  for  many 
months.  In  children  the  earliest  change  seen  is 
an  irregularity  of  the  edges  or  corners  of  the  body, 
followed  by  wedging  and  disappearance  of  the 
intervertebral  disk  and  slight  irregularity  of  the 
adjacent  vertebral  borders.  The  entire  spine 
should  be  studied  when  the  lesion  is  suspected 
since  multiple  foci  may  be  present.6’6 

The  tuberculin  test  is  positive  in  over  95  per 
cent  of  cases,  and  Hallock  and  Jones8  report  50 
per  cent  of  their  cases  as  showing  x-ray  evidence 
of  pulmonary  tuberculosis.  The  sedimentation 
rate  may  be  elevated.  With  the  symptom  com- 
plex described  above  and  positive  x-ray  findings, 
tuberculin  test,  and  spinal  fluid  findings,  a diag- 
nosis can  be  made.  If  material  can  be  obtained 
from  biopsy  or  aspiration  for  smear,  culture,  and 
guinea  pig  inoculation,  the  diagnosis  can  be  con- 
firmed. An  increased  protein  content  without 
pleocytosis  (albumin-cytologic  dissociation)  is 
due  to  subarachnoid  block  resulting  in  the  locula- 
tion  syndrome  of  Froin.  This  is  attributed  to 
the  transudation  of  protein-rich  fluid  from  the 
perineural  spaces.  The  Froin  syndrome  also 
occurs  in  cord  tumor,  brain  tumor,  polyneuritis, 


myxedema,  and  in  the  late  stages  of  poliomyeli- 
tis.11 The  disease  must  be  differentiated  from 
kyphoscoliosis,  acute  and  chronic  meningitis, 
syringomyelitis,  epidural  abscess,  cord  tumor, 
and  poliomyelitis. 

Treatment 

In  the  preantibiotic  era  treatment  of  tuber- 
culous spondylitis  consisted  of  long  periods  of 
bed  rest  (one  to  three  years  or  even  longer)  with 
fixation  of  the  spine  by  various  frames  or  plaster 
casts.  With  the  use  of  streptomycin,  para- 
amino  salicylic  acid,  and  the  nicotinic  acid  de- 
rivatives, however,  the  outlook  in  the  treatment 
of  tuberculosis  has  become  definitely  brighter, 
and  this  is  also  true  of  Pott’s  disease.  Gold  and 
associates12  report  encouraging  results  in  the 
treatment  of  skeletal  tuberculosis  with  the  use 
of  streptomycin  and  isoniazid.  There  is  de- 
creased toxicity,  increased  appetite,  gain  in 
weight,  improved  general  well-being,  and  main- 
tenance of  approximately  normal  body  tempera- 
ture. There  seems  to  be  more  rapid  control  of 
the  activity  of  the  tuberculous  lesion.  Bosworth 
and  Fielding,13  in  reporting  the  use  of  the  newest 
nicotinic  acid  derivative,  iproniazid  (Marsilid), 
state  that  this  is  the  drug  of  choice  and  that  it  is 
especially  valuable  in  treatment  of  patients  not 
responding  to  the  other  drugs.  They  also  claim 
that  with  the  use  of  iproniazid  they  may  be  able 
to  spare  arthrodesis  of  the  joint.  Supportive 
treatment  with  diet,  fresh  air,  sunshine,  and  good 
nursing  care  are  still  indicated. 

In  1911  Hibbs8  did  the  first  bony  fusion  opera- 
tion using  a bony  splint  extending  from  two  ver- 
tebrae above  the  involved  area  to  two  vertebrae 
below.  Surgery,  it  is  agreed,  decreases  the 
amount  of  deformity  and  diminishes  the  length 
of  hospital  stay.  Laminectomies  to  relieve 
pressure  of  an  abscess  causing  paraplegia  have 
had  disastrous  results  in  practically  all  patients, 
and  this  type  of  treatment  is  not  advocated. 

Present-day  therapy  with  newer  antituber- 
culous drugs  still  needs  further  evaluation  on  a 
larger  number  of  cases,  but  results  to  date  have 
been  most  encouraging  with  more  rapid  decrease 
in  toxicity,  control  of  the  tuberculous  activity, 
diminution  of  deformity,  and  the  possibility  of 
avoiding  surgery  in  the  future. 

Comment 

In  the  three  cases  presented  the  ages  of  the 
patients  ranged  from  three  years  to  eight  years. 
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Two  patients  were  male  and  one  female.  The 
disease  involved  the  cervical  vertebrae  in  all 
cases. 

The  family  history  was  negative  for  tuberculo- 
sis in  all  three  cases,  and  none  of  the  patients 
had  evident  pulmonary  disease.  The  onset  was 
slow,  and  the  presenting  sign  in  the  three  cases 
was  nuchal  rigidity.  Symptoms  began  two  to 
six  weeks  before  admission,  and  none  of  the 
patients  showed  deformity  or  severe  pain  on  ad- 
mission. Two  of  the  patients  showed  pressure 
symptoms  from  abscess,  and  in  one  the  abscess 
was  visible  on  x-ray  as  a fusiform  mass  in  the 
mediastinum  displacing  the  esophagus  ante- 
riorly. 

All  the  children  had  positive  tuberculin  tests, 
low-grade  fever,  and  essentially  normal  sedi- 
mentation rates.  In  all  cases  changes  in  the 
spinal  fluid  were  noted.  In  one  case  the  protein 
content  was  increased  to  as  high  as  650  mg.  per 
cent  with  no  increase  in  cells.  In  two  cases 
there  was  marked  increase  in  spinal  fluid  pres- 
sure, as  high  as  450  mm.  of  water  in  one  case  and 
350  mm.  of  water  in  the  other  case.  Repeated 
x-rays  of  the  spine  were  necessary  to  detect  de- 
structive processes  in  the  vertebral  bodies  since 
early  x-rays  did  not  reveal  the  condition.  The 
entire  spine  was  surveyed  in  each  instance,  and 
multiple  silent  foci  were  present  in  each  case. 
Immobilization  (neck  collar)  was  necessary  to 
help  prevent  deformity  and  to  relieve  pain.  All 


three  cases  showed  response  to  therapy  consisting 
of  streptomycin  and  isoniazid. 


Summary 

1 . Three  cases  of  cervical  tuberculous  spondy- 
litis showed  nuchal  rigidity  as  the  presenting 
sign. 

2.  Changes  in  the  spinal  fluid  were  present 
in  all  cases,  either  elevated  protein,  increased 
spinal  fluid  pressure,  or  both. 

3.  All  were  treated  conservatively  and  suc- 
cessfully with  antibiotics  and  rest. 
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New  “AMA  in  Action  ’ Booklet 


An  attractive  new  booklet  describing  “AMA  in 
Action”  as  it  moves  ahead  toward  better  medicine, 
better  patient  care,  better  distribution  of  medical 
services,  better  informed  public,  and  better  public 
health  will  be  off  the  presses  in  June.  This  44-page, 
illustrated  pamphlet  points  out  various  AMA 
services  for  physician-members  and  the  public  and 
lists  benefits  to  both  the  medical  profession  and  the 


general  public.  Copies  of  “AMA  in  Action”  will 
be  sent  to  AMA  officers,  trustees  and  delegates, 
national  opinion  leaders,  medical  schools,  and 
pharmaceutical  representatives.  In  addition,  limited 
quantities  will  be  made  available  to  state  and  county 
medical  societies  for  distribution  to  their  key 
officials. 

— AMA  News  Notes,  May,  1957 
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Clinical  Evaluation  of  Electronically  Irradiated 
Catgut , Number  2-0  Chromic  and  Number  3-0 
Plain , in  Episiotomy  Repair 


WILLIAM  J.  FITZGERALD,  M.D.,  HUGH  FOLEY,  M.D.,  AND  DAVID  MCDOWELL,  M.D.,  ALBANY, 

NEW  YORK 

( From  the  A.  N.  Brady  Maternity  Hospital  and  the  Department  of  Obstetrics,  Albany  Medical  College) 


The  most  frequently  used  surgical  procedure 
in  obstetrics  today  is  episiotomy  to  prevent 
the  development  of  cystocele,  rectocele,  and  pro- 
lapse of  the  uterus.  There  are  certain  pre- 
cautions in  the  technic  of  episiotomy  to  insure 
the  best  results  as  far  as  healing  and  elimination 
of  pain:  (1)  asepsis,1  (2)  adequate  incision,2  (3) 
control  of  all  bleeding  points,3  (4)  use  of  absorb- 
able catgut  which  offers  less  foreign  material 
and  less  tissue  reaction,4  (5)  no  stay  sutures,6 
(6)  avoidance  of  dead  tissue  spaces,6  (7)  good 
exposure  during  repair,7  (8)  accurate  approxi- 
mation of  tissue  layer  by  layer,8  and  (9)  avoidance 
of  sutures  through  the  rectum  (Fig.  1). 

Material  and  Method 

A total  of  150  cases  of  routine  episiotomy 
repair  with  number  2-0  chromic  electronically 
irradiated  catgut  and  150  cases  of  episiotomy 
repair  with  number  3-0  plain  electronically 
irradiated  catgut  were  observed  and  results 
recorded.*  The  patients  were  all  delivered  at 
the  A.  N.  Brady  Maternity  Hospital,  Albany, 
New  York,  a teaching  institution  associated  with 
the  Albany  Medical  College. 

Electronic  irradiation  is  a new  method  of 
sterilizing  surgical  catgut  sutures.  The  great 
advantage  of  this  method  of  catgut  suture 
sterilization  is  the  fact  that  the  suture  material 
is  sterilized  in  the  final  sealed  container,  whether 
plastic  or  glass,  in  contrast  to  heat  sterilization 
methods  where  sealing  of  the  final  container  is 
accomplished  after  the  sterilization  procedure. 
In  the  case  of  collagen  a greater  safety  factor  is 
obtained  with  electronic  beam  sterilization  than 
with  heat  sterilization. 

This  new  method  of  sterilizing  catgut  offers 


* Material  for  this  survey  was  supplied  by  Ethicon  Suture 
Laboratories  Incorporated,  New  Brunswick,  New  Jersey. 


I -Continuous  Sutures  -000  Catgut  [Electronic  Irradiated  Catgut ) 


H-  Interrupted  Sutures  - OOO  Catgut  (Electronic  Irradiated  Catgut) 
Fascia  and  Muscle 


ffl-  Continuous  Submucous  and  Subcutaneous  Sutures  - 

OOO  Catgut  ( electronic  Irradiated 
Catgut) 


~ Buried  Suture 

I- Continuous  Sutures  -00  Chromic  Catgut  (Electronic  Irradiated  Catgut) 


H-  Interrupted  Sutures  -00  Chromic  Catgut  (Electronic  Irradiated 

Catgut) 

Fascia  and  Fjusde 


TIT-  Continuous  Submucous  and  Subcutaneous  Sutures  - 00  Chromic 
Catgut  ( Electronic  Irradiated  Catgut) 


■ Buried  Suture 

Fig.  1.  Types  of  sutures. 


less  tissue  reaction  and  greater  stimulation  of 
fibroblasts  in  healing  of  tissues.  The  electronic 
beam  method  is  more  adaptable  and  safer  in  the 
sterilization  of  catgut  sutures,  especially  in  the 
process  of  manufacturing  large  lots  of  materials. 
The  catgut  also  has  greater  tensile  strength  in 
process  of  healing  of  perineal  tissues. 

In  order  to  evaluate  each  case  it  was  decided 
to  question  all  patients  on  the  fourth  day  post- 
partum about  their  stitches.  Each  patient  was 
asked  three  questions: 

1.  How  do  you  feel? 

2.  Have  you  soreness  in  area  where  sutures 
are? 

3.  Have  you  any  complaints  about  your 
stitches? 
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TABLE  I. — Perineal  Pain  in  2 Series  of 
150  Cases 


Type  of  Catgut 

Group 

A 

Group 

B 

Group 

C 

Group 

D 

Total 

Number  2-0  chro- 
mic electroni- 
cally irradiated 

80% 

14% 

5% 

2%* 

100% 

Number  3-0  plain 
electronically  ir- 
radiated 

90% 

8% 

2% 

0% 

100% 

TABLE  II. — Tenderness,  Swelling,  and  Pain 
in  Primiparas  and  Multiparas  in  2 Series  of 
150  Cases 

Type  of  Catgut 

Group 

A 

Group 

B 

Group 

C 

Group 

D 

Total 

Number  2-0  chro- 
mic electroni- 
cally irradiated 
Primiparas 
Multiparas 

85% 

90% 

10% 

8% 

4% 

2% 

1% 

0% 

100% 

100% 

Number  3-0  plain 
electronically 
irradiated 
Primiparas 
Multiparas 

90% 

92% 

6% 

7% 

4% 

1% 

0% 

0% 

100% 

100% 

* There  were  2 cases  in  Group  D out  of  a total  of  300  in  the 
entire  series:  Case  1 was  a primipara  with  uterine  inertia, 
prolonged  second  stage;  delivery  was  by  low  forceps.  Case  2 
was  a multipara  with  impacted  breech,  double  footling  pres- 
entation, and  a deep  episiotomy.  There  were  no  febrile  re- 
actions in  these  cases,  and  the  swelling  and  tenderness  of  the 
perineum  was  an  incidental  finding  and  had  no  relation  to  the 
type  of  catgut  used  since  both  of  these  cases  were  operative. 

The  exact  answers  to  each  question  by  the 
patient  were  recorded  on  a special  sheet.  The 
final  grading  was  based  on  patients’  answers, 
reports  of  floor  nurses,  and  nurses’  notes. 

From  these  data  the  patients  were  divided  into 
four  groups: 

Group  A — Patients  who  had  no  discomfort. 

Group  B — Patients  who  had  minimum  sore- 
ness and  tenderness. 

Group  C — Patients  who  had  soreness  and 
needed  occasional  analgesics. 

Group  D — Patients  who  had  marked  tender- 
ness and  swelling  and  needed  frequent  medica- 
tion for  relief  of  soreness  and  pain. 

Medication  used  to  relieve  tenderness,  sore- 
ness, and  pain  consisted  of  Nupercaine  to  sutures 
and  codeine,  '/2  grain,  and  acetylsalicylic  acid, 
10  grains. 

Results 

1.  There  was  very  little  or,  practically 
speaking,  no  tenderness  or  swelling  or  pain  with 
number  3-0  plain  electronically  irradiated 
catgut  in  episiotomy  repairs  in  primiparas  and 


TABLE  III. — Healing  with  2 Types  op  Electronically 
Irradiated  Catgut  in  150  Cases 


Type  of  Catgut 

Excellent 

Good 

Fair 

Total 

5TH  POSTPARTUM 

DAY 

Number  2-0 

Median 

85% 

14% 

1% 

100% 

Mesiolateral 

90% 

10% 

0% 

100% 

Number  3-0 

Median 

88% 

12% 

0% 

100% 

Mesiolateral 

92%  8% 

1J,TH  POSTPARTUM 

0% 

DAY 

100% 

Number  2-0 

Median 

90% 

10% 

0% 

100% 

Mesiolateral 

91% 

9% 

0% 

100% 

Number  3-0 

Median 

91% 

9% 

0% 

100% 

Mesiolateral 

94% 

6% 

0% 

100% 

multiparas  (Tables  I and  II). 

2.  It  could  be  used  for  mesiolateral  and  me- 
dian episiotomies  (Table  III). 

3.  The  healing  properties  were  satisfactory 
with  less  tissue  reaction,  better  tensile  strength 
of  the  suture  material,  and  greater  stimulation 
of  fibroblasts  in  granulating  tissues.  The  heal- 
ing was  better  with  number  3-0  electronically 
irradiated  catgut  than  with  number  2-0  (Table 
III). 

4.  The  patients  did  not  require  much  medica- 
tion or  analgesics  to  relieve  tenderness  and  sore- 
ness. 

5.  The  entire  group  of  patients  in  this  series 
felt  good  even  as  early  as  the  third  day  post- 
partum. 

6.  There  was  no  technical  difficulty  with 
these  types  of  catgut. 

7.  There  were  no  febrile  reactions.  Han- 
dling properties  were  satisfactory. 

8.  There  was  no  evidence  of  postpartum 
wound  infection,  localized  tissue  reaction  to 
catgut,  or  systemic  allergic  reaction  to  these 
types  of  catgut  suture  materials. 

This  is  an  original  investigation  and  survey  of  the  use  of 
electronically  irradiated  catgut  in  episiotomy  repairs.  In 
checking  references  in  the  literature  with  the  librarians  of  the 
New  York  State  Medical  Library  and  the  Albhny  Medical 
College  Library,  there  were  found  no  articles  on  the  use  of 
electronically  irradiated  catgut  in  the  repair  of  episiotomy 
incisions. 
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A Clinical  Study  of  Methitural  Sodium 


PHILIP  H.  SECHZER,  M.D.,  LAURELTON,  NEW  YORK,  AND  E.  A.  ROVENSTINE,  M.D., 

NEW  YORK  CITY 

( From  the  Departments  of  Anesthesia,  New  York  University  Post-Graduate  Medical  School  and  Bellevue 

Hospital,  New  York  City) 


Methitural  sodium,*-  a recent  thiobar- 
bituric  intravenous  anesthetic  agent,  has 
been  used  in  the  management  of  505  anesthesias 
at  New  York  University  Post-Graduate  and 
Bellevue  Hospitals.  The  exact  structural  for- 
mula and  chemical  designation  of  methitural 
are  as  follows: 


CH3— S— CH2— CH: 
CH3— CH2— CHa— CH 

I 

CH3 


O 

ft-: 


■N 


Na 


C— N 
II  H 

O 


Methitural  Sodium 

Sodium  5-(  l-methylbutyl)-5-  [2-(methylthio)ethyl  ]- 
2-thiobarbiturate 


This  drug  has  a molecule  that  is  unique  since  the 
methylthioethyl  radical  contributes  an  addi- 
tional sulfur  atom  at  the  2 position. 


General  Considerations 

Pharmacologic  characteristics  in  laboratory 
animals  are  essentially  similar  to  those  reported 
for  comparable  intravenous  agents.  Irwin  et  aid 
report  that  anesthesia  potency  is  approximately 
two-thirds  that  of  thiopental  in  the  cat,  dog,  and 
monkey. 

Methitural  is  a cardiac  depressant  capable  of 
producing  mild  arrhythmias  (ectopic  beats  and 
bigeminy)  in  83  per  cent  of  dogs  receiving  40 
mg.  per  Kg.  In  animals  artificially  respired 
cardiac  death  was  from  depression  of  the  pace- 
maker and  from  conduction  in  both  the  atria 
and  ventricles.  A transient  fall  in  arterial 
pressure  in  dogs  was  noted  on  induction  of 
methitural  anesthesia.  This  was  quickly  fol- 
lowed by  a return  to  normal  or  supranormal 
levels. 

Recovery  from  anesthesia  was  significantly 
more  rapid,  but  respiratory  depression  and  mus- 


*  Neraval  Sodium,  Schering  Corporation,  Bloomfield,  New 
Jersey. 


cular  relaxation  were  comparable  to  that  of 
other  thiobarbiturates.  Succinylcholine  may  be 
used  with  safety.  Morphine  and  atropine  sig- 
nificantly increase  the  depth  and  duration  of 
anesthesia  and  prolong  recovery.  Metrazol  is 
an  antagonist  to  the  depressant  effects  of  the 
drug. 

Laryngospasm  induced  by  toe  pad  or  pharyn- 
geal stimulation  was  quite  marked  in  the  cat 
during  methitural  anesthesia  and  recovery. 
This  problem  was  practically  nonexistent  in  the 
monkey.  Boone,  Munoz,  and  Dillon2  note  that 
“the  drug  appears  to  have  slightly  more  para- 
sympatheticomimetic  action.” 

Method  and  Material 

Methitural  sodium  is  a light  yellow  powder 
supplied  in  vials  containing  1 Gm.  of  active 
drug  and  50  mg.  anhydrous  sodium  carbonate. 
It  dissolves  easily  at  room  temperature  in  dis- 
tilled water,  isotonic  saline  solution,  and  5 per 
cent  dextrose  solution  in  distilled  water,  pro- 
ducing a yellow,  tinted  alkaline  solution  without 
trace  of  precipitate.  By  trial  it  was  found  that 
a 5 per  cent  solution  for  intermittent  intra- 
venous injection  and  an  0.8  per  cent  solution  for 
continuous  intravenous  infusion  were  the  most 
convenient  concentrations  for  regular  use.  These 
solutions  remain  stable  and  sterile  beyond 
forty-eight  hours.  However,  if  the  material 
was  not  used  within  five  days,  it  was  discarded. 

Except  for  the  stronger  concentration  the 
management  of  patients  with  this  drug  differed 
very  little  from  that  of  other  thiobarbiturates. 
In  18  patients  methitural  was  the  only  drug  used, 
in  141  it  was  the  primary  agent,  and  in  346  it 
was  secondary  or  used  for  induction  only. 

The  patients  in  the  series  were  randomly  rep- 
resentative of  the  usual  population  of  a hospital 
caring  for  indigent  patients  only.  There  were 
393  Caucasians  of  the  total  505  patients;  302 
were  males,  and  203  were  females.  Ages  ranged 
from  below  nine  years  to  over  seventy-nine 
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years  with  the  mode  at  the  fifty  to  fifty-nine 
decade. 

The  site  of  surgery  was  well  distributed  except 
for  2.2  per  cent  (11  patients)  intrapleural,  whereas 
26  per  cent  (130  patients)  were  intra-abdominal. 
The  majority  of  patients  were  in  good  or  fair 
condition,  but  there  were  two  in  class  IV  and 
one  in  class  VII. 

It  was  noted  preoperatively  that  17  patients 
had  diabetes  mellitus,  three  had  asthma,  two 
were  receiving  digitalis,  and  one  was  being 
given  cortisone.  Fifty  patients  were  hvper- 
pyretic,  while  16  were  hypo  pyre  tic. 

Results 

According  to  light  preanesthetic  medication 
principles,  most  patients  received  meperidine  hy- 
drochloride (68  per  cent  or  336  patients)  and/or 
atropine  sulfate  (89  per  cent  or  451  patients). 
Morphine  sulfate  was  given  to  5 per  cent  (26 
patients)  and  a barbiturate  to  13  per  cent  (64 
patients).  Scopolamine  hydrobromide  was  ad- 
ministered to  5 per  cent  (25  patients).  About 
100  patients  received  the  belladonna  drugs  only. 

The  total  duration  of  methitural  administra- 
tion ranged  from  less  than  one-half  hour  to  over 
six  hours  with  an  average  of  1.6  hours.  The 
anesthesia  time  of  34  per  cent  (169)  of  the  cases 
was  up  to  twenty-nine  minutes,  while  26  per  cent 
(130)  were  in  the  two  to  four-hour  class.  The 
duration  of  surgery,  however,  was  mainly  in  the 
one  to  two-hour  group  (34  per  cent,  170  patients) 
and  the  two  to  four-hour  range  (39  per  cent, 
195  patients). 

The  total  dose  of  methitural  ranged  from  less 
than  0.5  Gm.  to  6.0  Gm.  with  an  average  at  0.9 
Gm.  Time  dosage  averaged  0.5  Gm.  per  hour. 
This  was  usually  administered  in  the  0.8  per 
cent  solution,  but  there  were  two  instances  of 
7.5  per  cent  solution,  119  of  5 per  cent  solution, 
six  of  1 per  cent  solution,  and  nine  of  0.4  per  cent 
solution.  Seventy  per  cent  of  the  inductions 
with  strong  solutions  were  followed  by  main- 
tenance with  0.8  per  cent  solution. 

No  allergic  reactions  or  drug  idiosyncrasies 
were  encountered.  However,  a twelve-year-old 
girl  complained  of  “pain  in  the  vein”  on  admin- 
istration of  6 ml.  of  5 per  cent  methitural. 

The  second  plane  was  the  deepest  level  of 
surgical  anesthesia  recorded.  Eighty  per  cent 
of  the  cases  were  in  the  first  plane  or  in  analgesic 
state. 

In  a total  of  186  cases  methitural  was  com- 


bined with  nitrous  oxide,  in  191  with  cyclopro- 
pane, in  116  with  ethylether,  in  ten  with  other 
barbiturates,  in  nine  with  meperidine,  in  three 
with  Nisentil,  and  in  two  with  Viadril.  Re- 
gional technics  were  used  in  52  instances;  of  these, 
38  were  spinal  blocks.  Muscle  relaxants  were 
administered  to  215  patients,  138  of  these  re- 
ceiving succinylcholine  chloride.  Intratracheal 
intubation  was  carried  out  on  186  patients. 

During  the  course  of  anesthesia  the  following 
drugs  were  administered:  Arfonad  (once), 

atropine  sulfate  (nine  times),  ephedrine  sulfate 
(53),  epinephrine  hydrochloride  (seven),  Neo- 
Synephrine  hydrochloride  (ten),  and  Vasoxvl 
hydrochloride  (eight).  The  anticipated  actions 
were  noted,  and  no  untoward  effects  or  incom- 
patability  was  seen. 

Course  and  Reactions 

The  most  outstanding  events  noted  during  the 
course  of  anesthesia  were  alterations  in  the 
arterial  pressure  and  pulse.  Thirty  per  cent 
(140)  of  the  patients  exhibited  a drop  in  systolic 
pressure  greater  than  20  per  cent,  and  3 per  cent 
had  a fall  greater  than  40  per  cent  of  the  initial 
pressure.  A rise  in  systolic  pressure  greater 
than  20  per  cent  was  noted  in  1 per  cent  of  the 
cases.  Since  the  diastolic  pressure  did  not 
change  materially,  there  resulted  a relatively 
smaller  percentage  change  in  mean  arterial 
pressure. 

The  pulse  rate  decreased  more  than  20  per  cent 
in  9 per  cent  (45)  of  the  cases  and  increased  a 
like  amount  in  1 per  cent.  Arrhythmia  was 
noted  in  two  instances  by  palpating  the  pulse. 
Random  electrocardiographic  monitoring  did 
not  reveal  any  unusual  rhythm. 

The  circulatory  changes  were  rarely  associated 
with  the  use  of  methitural  alone.  The  introduc- 
tion of  other  general  agents  was  often  associated 
with  the  circulatory  depression,  while  ethyl 
ether  was  often  linked  with  elevation.  These 
changes  were  of  little  importance  and  soon  re- 
verted to  the  previous  normal  state. 

Depending  on  the  speed  and  amount  injected, 
the  drug  is  progressive!}'  depressant  to  the 
respiration.  This  raised  no  problem  because  of 
the  standard  practice  of  supplying  an  oxygen- 
enriched  breathing  mixture  and  assisting  res- 
piration when  necessary.  An  increased  respira- 
tory rate  was  noted  in  three  cases,  however. 

Laryngospasm  occurred  in  3 per  cent  (15)  of 
the  patients.  These  spasms  were  of  slight  to 
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moderate  severity  and  responded  favorably  to  a 
variety  of  procedures,  ranging  from  pressure- 
assisted  respiration  with  oxygen  to  injections  of 
atropine  sulfate  or  relaxant  drug  and/or  intra- 
tracheal intubation. 

Hiccough  was  an  annoying  occurrence  in  2 
per  cent  (ten)  of  the  cases.  Xo  specific  etiologic 
factor  emerged,  and  treatment  was  by  the  usual 
empiric  means.  Careful  attention  was  given 
to  adequacy  of  ventilation  in  spite  of  diaphrag- 
matic spasm.  Coughing  spells  occurred  in  2 
per  cent  (nine)  of  the  patients.  Prompt  treat- 
ment was  instituted  with  emphasis  on  adequate 
ventilation  in  order  to  prevent  onset  of  laryngo- 
spasm. 

There  was  no  stimulation  of  salivary  gland 
secretion,  and  mucus,  if  not  already  present,  was 
; not  encountered  during  or  after  the  anesthesia. 
Vomiting  was  noted  twice  and  retching  once 
during  this  study. 

Neurologically  there  was  progressive  de- 
it  pression  of  reflex  and  cortical  activity.  The 
pupils  became  pinpoint,  and  the  electroen- 
)t  cephalogram  showed  a sleep  pattern.  Prelim- 
inary electroeucephalographic  studies  indicated 
that  methitural  can  produce  a state  of  complete* 

. absence  of  cortical  activity. 

Occasionally  involuntary  jerking  or  twitching 
ly  of  arm,  leg,  or  shoulder  girdle  was  encountered 
ill  during  induction.  A slight  convulsion  was 

I noted  on  two  separate  occasions,  two  weeks 
apart,  in  a forty-nine-year-old,  Negro  male  with 
positive  serology  and  a history  of  chronic  alco- 
holism and  hallucinations.  A strong  methitural 
solution  had  been  used  for  induction  following 
meperidine  anil  atropine  premedication. 

Recover}'  from  methitural  anesthesia  was 
•apid  and  pleasant  without  “hangover”  effect. 


Reflex  activity  quickly  returned,  and  patients 
were  usually  awake  and  talking  before  leaving  the 
operating  rooms.  Xo  instances  of  excitement, 
delirium,  vertigo,  or  headache  were  noted. 

There  were  no  anesthetic  or  postoperative 
deaths  in  the  study.  Morbidity  was  exceedingly 
low.  Temperature  elevation  over  100  F.  oc- 
curred in  2 per  cent  (12)  of  the  cases,  and  only 
0.4  per  cent  (two)  were  over  102  F.  One 
patient  developed  thrombophlebitis  of  a lower 
extremity. 

Vomiting  was  noted  twice  and  nausea  once  in 
the  postoperative  study.  This  low  incidence  of 
nausea  and  vomiting  in  the  postoperative  period, 
when  taken  with  a similar  low  incidence  in  the 
anesthesia  period,  points  to  a remarkable  freedom 
from  these  troublesome  symptoms  in  the  series. 

Summary  and  Conclusions 

Methitural  sodium  has  been  studied  elsewhere 
as  an  anesthetic  agent  in  experimental  animals. 
The  pharmacologic  and  pharmaceutic  background 
is  reviewed  and  general  management  considered. 
The  observations  during  anesthesia  in  505  pro- 
cedures completed  at  New  York  University  Post- 
Graduate  and  Bellevue  Hospitals  are  presented. 

It  is  concluded  that  the  clinical  results  noted 
with  methitural  sodium  compare  with  those  of 
other  thiobarbiturates.  The  drug  may  be  par- 
ticularly useful  for  induction  of  anesthesia  or 
for  short  procedures,  especially  in  outpatients 
and  elderly  individuals. 
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Second  Film  of  “ Medicine  and  the  Law''  Series 


The  second  film  in  the  American  Medical  Associa- 
ion’s  “Medicine  and  the  Law”  series  will  be  available 
or  medical  society  showings  beginning  July  1. 
Titled  “The  Doctor  Defendant,”  the  thirty-four- 
ninute  motion  picture  deals  with  prevention  of 
•rofessional  liability  action. 

The  new  film — presented  in  cooperation  with  the 
American  Bar  Association — dramatically  presents 
our  case  reports  of  situations  which  resulted  in 
laims  against  physicians.  In  reviewing  these  al- 
:gcd  professional  liability  cases,  it  also  demon- 


strates how  a county  medical  society’s  review  com- 
mittee functions. 

“The  Doctor  Defendant,”  a companion  film  to 
“The  Medical  Witness”  in  the  series  produced  by  the 
William  S.  Merrell  Company,  was  premiered  at  the 
A.M.A.  annual  meeting  in  New  York  City  June  5. 

Medical  societies  are  urged  to  arrange  advance 
booking  dates  now  for  “The  Doctor  Defendant  ” for 
1957  and  1958  showings.  Requests  should  be  sent 
to  the  A.M.A.  Film  Library. — Secretary’s  letter, 
April  25,  1957 
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years  with  the  mode  at  the  fifty  to  fifty-nine 
decade. 

The  site  of  surgery  was  well  distributed  except 
for  2.2  per  cent  (11  patients)  intrapleural,  whereas 
26  per  cent  (130  patients)  were  intra-abdominal. 
The  majority  of  patients  were  in  good  or  fair 
condition,  but  there  were  two  in  class  IV  and 
one  in  class  VII. 

It  was  noted  preopera tively  that  17  patients 
had  diabetes  mellitus,  three  had  asthma,  two 
were  receiving  digitalis,  and  one  was  being 
given  cortisone.  Fifty  patients  were  hyper- 
pyretic.  while  16  were  hypopyretic. 

Results 

According  to  light  preanesthetic  medication 
principles,  most  patients  received  meperidine  hy- 
drochloride (68  per  cent  or  336  patients)  and/or 
atropine  sulfate  (89  per  cent  or  451  patients). 
Morphine  sulfate  was  given  to  5 per  cent  (26 
patients)  and  a barbiturate  to  13  per  cent  (64 
patients).  Scopolamine  hydrobromide  was  ad- 
ministered to  5 per  cent  (25  patients).  About 
100  patients  received  the  belladonna  drugs  only. 

The  total  duration  of  methitural  administra- 
tion ranged  from  less  than  one-half  hour  to  over 
six  hours  with  an  average  of  1.6  hours.  The 
anesthesia  time  of  34  per  cent  (169)  of  the  cases 
was  up  to  twenty-nine  minutes,  while  26  per  cent 
(130)  were  in  the  two  to  four-hour  class.  The 
duration  of  surgery,  however,  was  mainly  in  the 
one  to  two-hour  group  (34  per  cent,  170  patients) 
and  the  two  to  four-hour  range  (39  per  cent, 
195  patients). 

The  total  dose  of  methitural  ranged  from  less 
than  0.5  Gm.  to  6.0  Gm.  with  an  average  at  0.9 
Gm.  Time  dosage  averaged  0.5  Gm.  per  hour. 
This  was  usually  administered  in  the  0.8  per 
cent  solution,  but  there  were  two  instances  of 
7.5  per  cent  solution,  119  of  5 per  cent  solution, 
six  of  1 per  cent  solution,  and  nine  of  0.4  per  cent 
solution.  Seventy  per  cent  of  the  inductions 
with  strong  solutions  were  followed  by  main- 
tenance with  0.8  per  cent  solution. 

Xo  allergic  reactions  or  drug  idiosyncrasies 
were  encountered.  However,  a twelve-year-old 
girl  complained  of  “pain  in  the  vein”  on  admin- 
istration of  6 ml.  of  5 per  cent  methitural. 

The  second  plane  was  the  deepest  level  of 
surgical  anesthesia  recorded.  Eight}'  per  cent 
of  the  cases  were  in  the  first  plane  or  in  analgesic 
state. 

In  a total  of  186  cases  methitural  was  com- 


bined with  nitrous  oxide,  in  191  with  cyclopro- 
pane, in  116  with  ethylether,  in  ten  with  other 
barbiturates,  in  nine  with  meperidine,  in  three 
with  Xisentil,  and  in  two  with  Viadril.  Re- 
gional technics  were  used  in  52  instances ; of  these. 
38  were  spinal  blocks.  Muscle  relaxants  were 
administered  to  215  patients,  138  of  these  re- 
ceiving succinylcholine  chloride.  Intratracheal 
intubation  was  carried  out  on  186  patients. 

During  the  course  of  anesthesia  the  following 
drugs  were  administered:  Arfonad  (once), 

atropine  sulfate  (nine  times),  ephedrine  sulfate 
(53),  epinephrine  hydrochloride  (seven),  Neo- 
Synephrine  hydrochloride  (ten),  and  Vasoxyl 
hydrochloride  (eight).  The  anticipated  actions 
were  noted,  and  no  untoward  effects  or  incom- 
patability  was  seen. 

Course  and  Reactions 

The  most  outstanding  events  noted  during  the 
course  of  anesthesia  were  alterations  in  the 
arterial  pressure  and  pulse.  Thirty  per  cent 
(140)  of  the  patients  exhibited  a drop  in  systolic 
pressure  greater  than  20  per  cent,  and  3 per  cent 
had  a fall  greater  than  40  per  cent  of  the  initial 
pressure.  A rise  in  systolic  pressure  greater 
than  20  per  cent  was  noted  in  1 per  cent  of  the 
cases.  Since  the  diastolic  pressure  did  not 
change  materially,  there  resulted  a relatively 
smaller  percentage  change  in  mean  arterial 
pressure. 

The  pulse  rate  decreased  more  than  20  per  cent 
in  9 per  cent  (45)  of  the  cases  and  increased  a 
like  amount  in  1 per  cent.  Arrhythmia  was 
noted  in  two  instances  by  palpating  the  pulse. 
Random  electrocardiographic  monitoring  did 
not  reveal  an}'  unusual  rhythm. 

The  circulatory  changes  were  rarely  associated 
with  the  use  of  methitural  alone.  The  introduc- 
tion of  other  general  agents  was  often  associated 
with  the  circulator}'  depression,  while  ethyl 
ether  was  often  finked  with  elevation.  These 
changes  were  of  little  importance  and  soon  re- 
verted to  the  previous  normal  state. 

Depending  on  the  speed  and  amount  injected, 
the  drug  is  progressively  depressant  to  the 
respiration.  This  raised  no  problem  because  of 
the  standard  practice  of  supplying  an  oxygen- 
enriched  breathing  mixture  and  assisting  res- 
piration when  necessary.  Mi  increased  respira- 
tory rate  was  noted  in  three  cases,  however. 

Laryngospasm  occurred  in  3 per  cent  (15)  of 
the  patients.  These  spasms  were  of  slight  to 
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moderate  severity  and  responded  favorably  to  a 
variety  of  procedures,  ranging  from  pressure- 
assisted  respiration  with  oxygen  to  injections  of 
atropine  sulfate  or  relaxant  drug  and/or  intra- 
tracheal intubation. 

Hiccough  was  an  annoying  occurrence  in  2 
per  cent  (ten)  of  the  cases.  No  specific  etiologic 
factor  emerged,  and  treatment  was  by  the  usual 
empiric  means.  Careful  attention  was  given 
to  adequacy  of  ventilation  in  spite  of  diaphrag- 
matic spasm.  Coughing  spells  occurred  in  2 
per  cent  (nine)  of  the  patients.  Prompt  treat- 
ment was  instituted  with  emphasis  on  adequate 
ventilation  in  order  to  prevent  onset  of  laryngo- 
spasm. 

There  was  no  stimulation  of  salivary  glam! 
secretion,  and  mucus,  if  not  already  present,  was 
not  encountered  during  or  after  the  anesthesia. 
Vomiting  was  noted  twice  and  retching  once 
during  this  study. 

Neurologically  there  was  progressive  de- 
pression of  reflex  and  cortical  activity.  The 
pupils  became  pinpoint,  and  the  electroen- 
cephalogram showed  a sleep  pattern.  Prelim- 
inary electroencephalographic  studies  indicated 
that  methitural  can  produce  a state  of  complete 
absence  of  cortical  activity. 

Occasionally  involuntary  jerking  or  twitching 
of  arm,  leg,  or  shoulder  girdle  was  encountered 
during  induction.  A slight  convulsion  was 
noted  on  two  separate  occasions,  two  weeks 
apart,  in  a forty-nine-year-old,  Negro  male  with 
positive  serology  and  a history  of  chronic  alco- 
holism and  hallucinations.  A strong  methitural 
solution  had  been  used  for  induction  following 
meperidine  and  atropine  premedication. 

Re  coven-  from  methitural  anesthesia  was 
rapid  and  pleasant  without  “hangover”  effect. 


Reflex  activity  quickly  returned,  and  patients 
were  usually  awake  and  talking  before  leaving  the 
operating  rooms.  No  instances  of  excitement, 
delirium,  vertigo,  or  headache  were  noted. 

There  were  no  anesthetic  or  postoperative 
deaths  in  the  study.  Morbidity  was  exceedingly 
low.  Temperature  elevation  over  100  F.  oc- 
curred in  2 per  cent  (12)  of  the  cases,  and  only 
0.4  per  cent  (two)  were  over  102  F.  One 
patient  developed  thrombophlebitis  of  a lower 
extremity. 

Vomiting  was  noted  twice  and  nausea  once  in 
the  postoperative  study.  This  low  incidence  of 
nausea  and  vomiting  in  the  postoperative  period, 
when  taken  with  a similar  low  incidence  in  the 
anesthesia  period,  points  to  a remarkable  freedom 
from  these  troublesome  symptoms  in  the  series. 

Summary  and  Conclusions 

Methitural  sodium  has  been  studied  elsewhere 
as  an  anesthetic  agent  in  experimental  animals. 
The  pharmacologic  and  pharmaceutic  background 
is  reviewed  and  general  management  considered. 
The  observations  during  anesthesia  in  505  pro- 
cedures completed  at  New  York  University  Post- 
Graduate  and  Bellevue  Hospitals  are  presented. 

It  is  concluded  that  the  clinical  results  noted 
with  methitural  sodium  compare  with  those  of 
other  thiobarbiturates.  The  drug  may  be  par- 
ticularly useful  for  induction  of  anesthesia  or 
for  short  procedures,  especially  in  outpatients 
and  elderly  individuals. 
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Second  Film  of  “ Medicine  and  the  Law " Series 


The  second  film  in  the  American  Medical  Associa- 
tion’s “Medicine  and  the  Law’  ’ series  will  be  available 
for  medical  society  showings  beginning  July  1. 
Titled  “The  Doctor  Defendant,”  the  thirty-four- 
minute  motion  picture  deals  with  prevention  of 
professional  liability  action. 

The  new  film — presented  in  cooperation  with  the 
American  Bar  Association — dramatically  presents 
four  case  reports  of  situations  which  resulted  in 
' claims  against  physicians.  In  reviewing  these  al- 
leged professional  liability  cases,  it  also  demon- 


strates how  a county  medical  society’s  review  com- 
mittee functions. 

“The  Doctor  Defendant,”  a companion  film  to 
■ 'The  Medical  Witness’  ’ in  the  series  produced  by  the 
William  S.  Merrell  Company,  was  premiered  at  the 
A.M.A.  annual  meeting  in  New  York  City  June  5. 

Medical  societies  are  urged  to  arrange  advance 
booking  dates  now  for  “The  Doctor  Defendant”  for 
1957  and  1958  showings.  Requests  should  be  sent 
to  the  A.M.A.  Film  Library. — Secretary’s  Letter, 
April  25,  1957 
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Successful  Treatment  of  Aphthous  Stomatitis 

MARTIN  H.  ZWERLING,  M.D.,  F.A.C.S.,  BAY  SHORE,  NEW  YORK 


Clorpactin  is  a new  germicide,  fungicide, 
and  virucide,  consisting  of  hypochlorous 
acid  derivatives.  A preliminary  study  of  Clor- 
pactin  was  published  in  the  Archives  of  Otolaryn- 
gology1 and  reported  dramatic  results  in  the  treat- 
ment of  aphthous  stomatitis  (canker  sores). 
The  present  paper  is  a further  study  of  Clorpac- 
tin in  the  treatment  of  aphthous  stomatitis. 

Materials  and  Methods 

An  unselected  group  of  200  patients  with 
aphthous  stomatitis  was  studied.  Two  grades 
of  Clorpactin  were  compared : Clorpactin  WCS- 

60*  and  Clorpactin  WCS-90.  f A 0.2  per  cent 
solution  was  prepared  by  dissolving  2 Gm.  of 
the  Clorpactin  in  1 L.  of  lukewarm  tap  water. 
The  solution  was  applied  by  the  patient  as  a 
mouth  rinse  or  gargle  to  the  site  of  the  infec- 
tion for  ten-minute  periods  every  three  hours. 
Several  of  the  patients  reported  swallowing  some 
of  the  Clorpactin  solution  while  using  it  as  a 
gargle,  and  no  toxic  or  irritating  effects  occurred. 

Restilts 

Ninety-four  of  100  consecutive  cases  of  aph- 
thous stomatitis  treated  with  Clorpactin  WCS-60 
showed  a marked  improvement  within  eight  hours 
of  application  of  the  antiseptic.  Six  cases  had 
involvement  of  the  epiglottis  and  arytenoids  as 
well,  and  while  the  oral  lesions  cleared  up 
quickly,  the  laryngeal  lesions  persisted.  Increas- 
ing the  dose  of  Clorpactin  WCS-60  did  not 
favorably  affect  the  laryngeal  ulcerations. 

A second  100  consecutive  cases  of  aphthous 
stomatitis  were  treated  with  Clorpactin  WCS-90. 
Ninety-eight  responded  within  eight  hours  of 
application  of  the  antiseptic.  The  two  cases 
that  showed  poor  response  had  involvement  of 
the  larynx,  and  when  the  dose  of  Clorpactin 
WCS-90  was  increased,  these  cases  responded 
fairly  well. 

* Kasdenol  (Clorpactin  WCS-60),  Kasdenol  Corporation, 
Huntington  Station,  Long  Island,  New  York. 

t Guardian  Chemical  Corporation,  Long  Island  City,  New 
York. 


Comment 

The  activity  of  Clorpactin  is  based  on  its 
active  chlorine  content,  principally  as  hypochlo- 
rous acid. 

The  results  of  these  200  cases  treated  suggest 
that  the  Clorpactin  WCS-60  grade  is  suitable 
for  treatment  of  all  oral  lesions  of  aphthous 
stomatitis,  but  when  there  is  involvement  of 
the  larynx,  a stronger  grade,  Clorpactin  WCS- 
90,  is  probably  indicated.  Experience  with  this 
new  antiseptic  over  the  last  two  years  suggests 
the  following  conclusions: 

1.  For  best  results  in  aphthous  stomatitis 
it  is  essential  that  the  Clorpactin  be  applied 
to  the  lesion  as  early  as  possible. 

2.  Clorpactin  WCS-60  is  suitable  for  treat- 
ment of  all  lesions  of  aphthous  stomatitis  in  the 
pharynx.  When  laryngeal  lesions  of  aphthous 
stomatitis  are  present,  WCS-90  should  be  used. 

3.  No  untoward  side-effects  were  observed 
in  any  of  the  200  cases  treated. 

Summary 

A new  drug,  Clorpactin,  consisting  of  modi- 
fied buffered  hypochlorous  acid  derivatives,  was 
used  topically  in  a series  of  200  cases  of  aphthous 
stomatitis.  Tests  show  it  to  be  a powerful  viru- 
cidal agent  without  significant  toxic  or  irritating 
effects. 

It  is  suggested  that  the  WCS-60  grade  be  used 
for  oral  lesions  of  aphthous  stomatitis  and  that 
the  WCS-90  grade  be  reserved  for  laryngeal 
involvement. 

375  East  Main  Street 
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Vagisec  in  the  Therapy  of  Trichomonas  Vaginalis 

Vaginitis 

ALBERT  DECKER,  M.D.,  NEW  YORK  CITY 


Trichomonas  vaginalis  vaginitis  is  now 
considered  to  be  a specific  disease.  The 
incidence  of  the  disease  among  the  unselected 
female  population  is  between  5 and  8 per  cent 
and  as  high  as  25  to  27  per  cent  among  women 
who  attend  gynecologic  clinics  or  consult  phy- 
sicians concerning  gynecologic  complaints. 

T.  vaginalis  vaginitis  is  usually  characterized 
by  acute  symptoms  of  burning,  itching,  swelling, 
and  discharge.  Urinary  urgency,  frequency,  and 
dysuria  may  be  associated.  A number  of 
women  who  harbor  the  organism  do  not  expe- 
rience acute  symptoms.  This  is  often  the  case 
among  individuals  who  habitually  douche  daily. 

The  first  acute  symptoms  may  occur  after 
surgical  trauma  of  the  cervix  or  vagina  or  during 
pregnancy  or  the  postpartum  period.  Young 
virgins  are  occasionally  infected. 

The  disease  is  also  characterized  by  chronicity, 
resistance  to  treatment,  and  recurrence  which 
may  be  due  to  inadequate  treatment  or  localiza- 
tion of  the  infection  in  Skene’s  duct  or  the  cer- 
vix and,  rarely,  in  the  urethra,  Bartholin’s  glands, 
and  the  bladder.  Prostatitis  in  the  male  partner 
is  a likely  cause  of  reinfection.  Other  organs 
of  the  male  genitourinary  tract  may  harbor  the 
organisms,  and  transmission  may  occur. 

Diagnosis  and  Treatment 

The  diagnosis  can  be  made  by  examining  under 
the  low  power  of  the  microscope  a drop  of  secre- 
tion from  the  vagina,  mixed  with  a few  drops  of 
warm  saline  on  a glass  slide.  The  drop  is  re- 
moved by  a wire  loop,  cotton  applicator,  or 
suction  pipet.  The  flagellates  are  readily  recog- 
nized by  their  shape  and  active  motility.  T. 
vaginalis  can  be  recognized  in  vaginal  and  cer- 
vical smears  stained  by  the  Papanicolaou  method. 

To  be  successful  the  treatment  should  under- 
take to  eliminate  the  causative  organism,  restore 
the  normal  vaginal  flora,  and  eradicate  all 
possible  sites  of  persistent  infection  and  sources 
of  reinfection.  Therefore,  measures  to  eliminate 
skeneitis,  bartholinitis,  and  cervicitis  should  be 


instituted.  Associated  Monilia  infection  or 
atrophic  vaginitis  must  receive  appropriate  treat- 
ment. Failure  to  eradicate  localized  infections 
commonly  accounts  for  recurrences. 

Since  the  transmission  of  T.  vaginalis  through 
coitus  occurs  more  frequently  than  is  recognized, 
measures  of  prevention  should  be  used.  The 
most  effective  is  the  mechanical  barrier.  The 
male  partner  should  be  treated  if  found  infected. 

T.  vaginalis  may  be  associated  with  emotional 
stress,  frigidity,  and  dyspareunia,  in  which  case 
the  presence  of  a troublesome  but  otherwise 
innocuous  disease  may  be  welcomed  as  an  ex- 
cuse for  avoiding  marital  responsibilities.  Fail- 
ures to  cure  the  disease  frequently  result  from 
improper  therapy  and  inadequate  instruction  by 
the  physician  concerning  the  course  of  the  disease 
and  the  proper  application  of  home  treatments. 
There  is  a tendency  on  the  part  of  some  patients 
to  stop  treatment  when  the  acute  symptoms 
subside. 

The  best  results  are  obtained  when  the  phy- 
sician shares  the  responsibility  of  treatment  with 
the  patient.  Most  physicians,  however,  are  dis- 
satisfied with  the  results  of  their  treatment  of 
T.  vaginalis  vaginitis.  Davis1,2  has  reported 
excellent  results  with  a trichomonacide  con- 
taining a detergent,  a chelating,  and  a wetting 
agent.  The  preparation,  marketed  under  the 
trade  name  Vagisec,*  is  available  as  a liquid  and 
as  a jelly. 

Material  and  Methods 

This  report  concerns  the  results  obtained  in  an 
investigation  of  Vagisec  in  87  cases  of  T.  vag- 
initis, of  which  65  were  followed  for  the  pre- 
scribed period  of  time  to  permit  a thorough 
evaluation. 

The  preparation,  containing  polyoxyethylene 
nonyl  phenol,  sodium  ethylenediamine  tetra- 
acetate, and  sodium  dioctvl  sulfosuccinate,  has  a 
unique  action  on  the  trichomonads.  The  or- 
ganism is  destroyed  by  “explosion”  within  a few 


* Supplied  by  Julius  Schmid,  Inc.,  New  York  City. 
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seconds  after  contacting  the  preparation  in  a 
dilution  that  is  nontoxic  and  nonirritating. 

A combination  of  office  and  home  treatment  was 
used.  During  the  office  treatment  the  vagina 
was  exposed  with  a bivalve  speculum,  and  the 
entire  mucous  membrane  was  inspected,  wiped 
dry  with  a ball  of  cotton,  and  then  thoroughly- 
cleansed  with  a cotton  ball  soaked  with  Yagisec 
liquid  diluted  with  water  to  1 : 100.  When  the 
exposure  was  not  complete,  the  inspection  and 
treatment  were  carried  out  with  the  patient  in 
the  knee-chest  position  and  with  the  vagina  ex- 
posed by  a Suns  speculum.  This  technic  gives  a 
better  exposure,  and  the  position  causes  the 
rugae  of  the  vagina  to  stretch  out  so  that  the 
entire  distended  smooth  surface  of  the  mucous 
membrane  can  be  cleansed  and  treated  under 
direct  vision.  The  treatment  was  repeated  twice 
weekly  for  three  to  four  weeks  and  once  a week 
for  four  weeks  thereafter.  Associated  skeneitis  or 
cervicitis  was  treated  by  cautery,  moniliasis  by- 
gentian  violet,  and  atrophic  vaginitis  by  oral  or 
local  hormone  therapy-. 

For  the  home  treatment  the  patient  yvas  in- 
structed to  use  a Yagisec  douche  (1  teaspoonful 
Yagisec  liquid  to  each  quart  of  yvarm  water) 
daily  at  bedtime,  folloyved  by  the  insertion  into 
the  vagina  of  5 cc.  of  Yagisec  jelly.  The  douche 
yvas  to  be  taken  in  a reclining  position  and  to  be 
continued  through  the  menstrual  period.  Both 
the  douche  and  the  jelly  were  to  be  discontinued 
forty-eight  hours  before  returning  for  a checkup 
by  wet  smears. 

Results  of  Treatment 

The  criterion  for  cure  was  repeated  negative 
smears  obtained  on  examination  after  each  of 
three  successive  menstrual  periods  following 
cessation  of  treatment. 

Of  the  87  women,  80  were  premenopausal  and 
were  folloyved  through  one  menstrual  period;  77 
yvere  tested  after  two  menstrual  periods:  65 
yvomen  yvere  folloyved  and  tested  after  three 
menstrual  periods  or  longer.  Thus,  the  final 
survey  is  based  on  these  65  patients. 

Among  the  S7  cases  the  average  total  number  of 
office  treatments  was  five  and  a half.  The  prompt 
relief  of  symptoms  was  a frequent  reason  for 
failure  to  report  for  regular  office  treatment  or  for 
abandoning  the  home  treatment. 

The  disease  was  classified  as  acute  when  any 
of  the  symptoms  of  burning,  itching,  trouble- 


TABLE  I. — Results  of  Vagisec  Therapy 


• — —Type  of 
Menstruating 

Patient » 

Menopausal 

Number  of  patients 

58 

7 

Negative  wet  smears 

After  1 month  (1  menstrual 

period) 

52 

G 

After  2 months  (2  menstrual 

periods) 

52 

After 3 months  (3  menstrual 

periods) 

56 

7 

Recurrence 

0 

0 

Failure  after  6 months 

2 

some  discharge,  dyspareunia,  or  dvsuria  yvere 
present.  There  yvere  64  acute  cases.  There  yvas 
immediate  relief  of  acute  symptoms  (pruritus, 
leukorrhea,  etc.)  in  all  of  the  64  acute  cases. 

When  the  flagellates  were  an  incidental  finding 
associated  yvith  other  gynecologic  complaints,  the 
condition  was  considered  chronic.  There  yvere 
23  chronic  cases. 

Among  the  patients  included  in  this  study,  17 
had  a history  of  previous  infection  with  T. 
vaginalis,  and  in  nine  instances  during  routine 
examination  the  organism  yvas  found,  either  by 
yvet  smear  or  cytology  smear,  in  asymptomatic 
patients.  Nine  cases  were  discovered  folloyving 
vaginal  surgery  or  labor. 

There  yvas  an  associated  monilia  (Candida 
albicans)  infection  in  five  cases,  atrophic  vaginitis 
in  four  cases,  and  five  of  the  yvomen  yvere  preg- 
nant. Trichomonas  skeneitis  yvas  encountered 
three  times,  and  there  yvere  six  instances  of 
cervicitis. 

Using  the  recommended  office  and  home  treat- 
ment, 58  of  the  65  patients  became  negative 
after  three  to  four  weeks  of  therapy  and  remained 
free  of  Trichomonas  through  the  folloyv-up  period 
of  three  menstrual  cycles.  While  the  organism 
continued  to  be  found  in  six  menstruating  women 
after  seven  to  eight  weeks  therapy,  four  of  these 
patients  became  free  from  organisms  following 
cauterization  of  Skene’s  duct  or  the  cervix.  The 
other  tyvo  yvomen  remained  infected  after  five 
months,  following  seven  and  nine  office  treat- 
ments, respectively.  Both  husbands  yvere  in- 
fected and  did  not  submit  to  treatment.  An 
aversion  to  sexual  relation  yvas  elicited  in  both 
yvomen. 

Of  seven  postmenopausal  yvomen  observed  up 
to  six  months,  six  yvomen  became  negative  after 
the  recommended  one-month  (four  yveeks)  treat- 
ment, yvhile  four  months  of  irregular  treatment 
was  required  to  eradicate  the  infection  in  the 
seventh  case. 
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Therefore,  of  the  65  patients  who  were  treated 
in  accordance  with  the  Davis  technic  and  were 
under  observation  for  from  four  weeks  to  six 
months  or  longer,  63  women  were  freed  from 
infection  and  remained  negative  during  the 
follow-up  examinations  through  three  menstrual 
periods. 

Summary 

1.  The  effectiveness  of  Vagisec  liquid  and 
jelly  in  the  treatment  of  T.  vaginalis  vaginitis  has 
been  studied  in  87  cases  using  office  and  home 
therapy. 


2.  The  results  indicate  that  all  patients  were 
relieved  of  symptoms  promptly. 

3.  There  were  no  unfavorable  side-reactions. 

4.  Of  65  women  considered  to  have  adequate 
treatment,  63  patients  became  free  from  the 
Trichomonas  infection  and  remained  negative 
after  the  usual  test  for  cure,  i.e.,  following  three 
menstrual  periods. 

115  East  77th  Street 
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Sixty-Second  Photography  in  Dermatology 


MILTON  REISCH,  M.D.,  NEW  YORK  CITY 


IN  dermatology  the  expression.  “A  picture  is 
worth  a thousand  words,”  has  special 
significance.  Over  the  years  photographic  tech- 
nics have  improved  to  such  a degree  that  well- 
delineated  pictures  are  now  obtainable  with  little 
effort  and  expense. 

About  eight  years  ago  a revolutionary  type  of 
camera  was  introduced  in  which  a finished 
print  could  be  produced  one  minute  after  the 
picture  was  taken.  However,  photographic  dev- 
otees, despite  this  unique  idea  and  ingenious 
method,  hesitated  to  enthuse  over  this  new  type 
of  camera  and  film.  Many  criticized  the  pro- 
cedure on  the  basis  that  the  negative  was  de- 
stroyed in  the  process,  and  as  a consequence 
neither  a duplicate  print  nor  enlargement  could  be 
made  except  by  rephotographing  the  positive. 
In  doing  this  much  of  the  picture’s  sharpness  and 
delineation  might  be  lost.  Furthermore,  many 
did  not  think  the  new  camera  was  capable  of  tak- 
ing a picture  possessing  the  degree  of  sharpness 


possible  by  use  of  conventional  cameras.  An- 
other criticism  concerned  fading  prints  and  the  first 
sepia  tones. 

In  the  last  six  years  many  changes  and  improve- 
ments have  been  made  in  this  camera,  with  the 
result  that  over  a million  Polaroid  Land  Cameras 
are  now  in  general  use.  Most  of  the  objections 
I have  mentioned  have  been  overcome.  Changes 
have  been  made  in  both  film  and  camera.  It  is 
pertinent,  therefore,  to  make  an  up-to-date 
appraisal  of  this  novel  method. 

Today  moderately  fast  orthochromatic  and 
extremely  fast  panchromatic  films  are  available. 
The  latter  has  a daylight  American  Standard 
Association  rating  of  400,  which  is  twice  as  fast 
as  the  fastest  normal  roll  film  (Tri-X-200).  Al- 
though this  type  of  film  would  not  particularly 
interest  the  dermatologist,  there  is  another  type 
that  would:  type  43,  professional  panchromatic 
film  with  a rating  of  200  daylight,  coated  on  an 
acetate  base  instead  of  the  usual  paper  base. 
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By  a special  process  of  washing  and  fixing,  the 
negative  can  be  preserved  to  produce  duplicate 
prints  and  enlargements. 

I have  used  panchromatic  Polaroid  films  with 
an  ASA  rating  of  400  in  a model  95  A camera  and 
have  obtained  excellent  pictures  of  dermatoses 
with  a 150- watt  bulb  as  a light  source  and  15 
inches  distance  at  a setting  of  //8.8  and  Vso 
second.  However,  in  using  these  factors  an  ex- 
posure meter  is  necessary. 

It  is  also  possible  to  obtain  a picture  that  shows 
cutaneous  lesions  of  true  life  size.  At  present 
Polaroid  film,  ASA  rating  100,  is  of  the  ortho- 
chromatic  type  so  that  red  colors  appear  black. 
Panchromatic  film  which  gives  better  rendition  of 
red  with  ASA  ratings  of  200  and  400  is  also  now 
available. 

To  take  this  type  of  photograph,  the  only  neces- 
sary equipment  is  a Polaroid  Land  Camera,  close- 
up  attachments,  a photoflash  unit  with  a diffuser, 
and  a tripod.  The  diffuser  is  used  to  reduce  the 
intensity  of  the  flash  bulb  when  photographs  are 
made  at  focal  distances  of  less  than  15  inches. 
An  electronic  flash  unit  or  a combination  photo- 
flood bulb  may  be  used  for  illumination  instead  of 
the  flash  unit.  The  capacitor  flashgun  does  not 
require  batteries. 

In  using  flash  exposures  an  M-2  bulb  furnishes 
the  most  satisfactory  illumination.  With  the 
M-2  adaptor  this  bulb  may  be  used  in  any  flash 
unit.  Number  8 setting,  which  is  // 35  at  Vioo 
second,  affords  best  results  when  M-2  bulbs  are 
used.  If  photofloods  are  used,  the  settings 
should  be  adjusted  to  the  light  meter  readings. 

There  are  many  advantages  to  this  type  of 
photography : 

1.  Immediate  photographs  are  obtainable. 
An  immediate  check  on  lighting,  pose,  shadows, 
field  exposure,  etc.,  impossible  with  the  conven- 
tional camera,  is  possible.  In  one  minute  it  is 
evident  whether  a change  has  to  be  made  in  any 


one  of  these  respects.  If  not  satisfactory,  the 
photo  may  be  retaken  and  a desirable  picture 
assured. 

2.  A permanent  record  is  made  which  may  be 
of  inestimable  value  medicolegally.  Pictures 
may  be  dated  by  including  a clipping  of  the  date 
line  from  a daily  newspaper,  thus  indicating  the 
picture  was  not  taken  before  the  photographed 
date. 

3.  For  teaching  purposes  clear,  actual  size 
pictures  are  obtainable.  Seldom  is  an  enlarge- 
ment necessary. 

4.  A negative  and  as  many  copies  as  desired 
may  be  made. 

5.  In  clinics  and  in  a busy  office,  accurate, 
permanent,  photographic  records  are  possible. 
These  are  especially  useful  in  liability  and  dis- 
ability insurance  cases. 

The  durability  of  photographs  made  btr  this 
method  has  often  been  questioned.  For  the  past 
two  years  I have  subjected  pictures  to  various 
extremes  of  temperature  without  any  apparent 
material  change  or  deterioration.  During  a 
record  heat  spell  in  the  summer  of  1955  when 
temperatures  remained  at  90  F.  or  higher  for  a 
period  of  twenty  days,  the  pictures  were  stored  in 
the  luggage  compartment  of  an  automobile. 
What  the  actual  temperature  was  is  unknown,  but 
no  change  was  noted  in  the  photographs.  Con- 
versely, during  the  extremely  cold  winter  of 
1954-1955  the  same  pictures  were  kept  in  the 
luggage  compartment  continuously.  Tempera- 
tures below  freezing  for  several  weeks  had  no 
deleterious  effect. 

Sum  tnary 

With  the  Polaroid  Land  Camera  and  film  it  is 
now  possible  to  obtain  a durable,  well-delineated 
photograph  within  sixty  seconds. 

104  East  40th  Street 


Declining  mortality  from  tuberculosis  since  1900 
has  had  its  greatest  impact  among  young  adults 
(ages  fifteen  to  forty-four)  in  the  peak  income  and 
childbearing  years,  according  to  Health  Information 


Foundation.  The  highest  mortality  from  this 
disease  now  occurs  in  the  upper  age  grades  among 
those  over  sixty-five. — Health  Information  Founda- 
tion 
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A series  of  revie iv  articles  dealing  with  medicine  and  surgery 

ROBERT  TURELL,  M.D.,  Editor 


Recent  Advances  in  Surgery  of  the  Appendix 


FRANK  GLENN,  M.D.,  AND  PETER  DINEEN,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery,  New  York  Hospital-Cornell  Medical  C eider) 


IN  1827  Hodgkin  in  his  “Lectures”  clearly 
described  acute  appendicitis.  In  1886  Kron- 
lein  of  Zurich  performed  the  first  recorded  appen- 
dectomy. Since  that  time  literally  millions  of 
appendectomies  have  been  performed.  In  1955 
Collins1  reported  a study  of  50,000  specimens  of 
the  appendix  gathered  over  a thirty-two-year 
period  from  various  medical  centers  throughout 
the  country.  Nine  per  cent  of  these  were 
autopsy  specimens,  and  the  remainder  were 
surgically  removed.  It  is  of  interest  that  of  these 
45,335  cases  only  12,018  were  classified  as  acute 
appendicitis  with  or  without  perforation.  A 
total  of  25,865  or  57  per  cent  of  the  specimens 
were  diagnosed  as  “chronic”  or  removed  prophv- 
lactically.  There  were  2,170  (4.3  per  cent) 
primary  benign  tumors,  of  which  the  leiomyoma 
constituted  more  than  one  third.  Of  the  632 
primary  malignant  tumors  270  were  pseudo- 
myxoma peritonei  and  261  carcinoid  tumors.  Of 
the  latter  only  39  demonstrated  metastases.  A 
review  of  the  specimens  revealed  a surprisingly 
high  incidence  of  a juvenile  type  of  histoplas- 
mosis, numbering  3,905  specimens  (7.81  per 
cent). 

During  the  past  twenty  years  the  medical  pro- 
fession and  the  laity  have  exhibited  an  increased 
awareness  of  the  possibility  of  appendicitis  as 
the  cause  of  abdominal  pain.  This  factor,  plus 
the  antimicrobial  drugs  and  improvement  in 


ancillary  factors,  such  as  intravenous  fluid 
administration  and  anesthesiology,  has  led  to  a 
marked  lowering  of  the  mortality  and  morbidity 
of  appendicitis.  Cantrell  and  Stafford2  reported 
in  1955  from  Johns  Hopkins  Hospital  that  the 
mortality  for  all  cases  of  appendicitis  has  dropped 
from  about  7 per  cent  to  near  1 per  cent.  The 
vast  majority  of  deaths  occur  in  those  patients 
with  perforation,  and  here  the  fatal  outcome  has 
been  reduced  from  about  18  per  cent  to  2.7  per 
cent. 

The  diagnosis  of  appendicitis  is  usually  made 
on  the  basis  of  a history  of  abdominal  pain  which 
has  localized  in  the  right  lower  quadrant,  with 
associated  anorexia,  nausea,  or  vomiting.  On 
physical  examination  there  is  usually  a moderate 
temperature  elevation  of  1 or  2 C.  and  tenderness 
in  the  right  lower  quadrant  with  spasm  of  the 
overlying  abdominal  musculature.  On  rectal 
examination  there  may  be  evidence  of  tenderness 
on  the  right  side  anteriorly.  Laboratory  studies 
reveal  a leukocytosis  of  two  to  three  times  the 
normal  white  count.  In  children  there  is  often 
evidence  of  dehydration. 

Appendicitis  is  predominantly  a disease  of 
youth,  but  it  may  be  found  at  any  age. 

Appendicitis  may  occur  as  a complication  of 
pregnancy.  It  should  be  suspected  when  ab- 
dominal pain  occurs  and  should  be  treated 
promptly  by  appendectomy  when  the  diagnosis 
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is  made.  Although  there  is  some  risk  of  abortion 
being  precipitated,  there  is  no  safe  course  other 
than  operation  because  a perforated  appendix 
jeopardizes  both  the  mother  and  fetus. 

Appendicitis  in  the  infant  and  very  young 
child  is  difficult  to  diagnose  because  of  the  in- 
ability to  obtain  a history  and  because  the  physi- 
cal findings  are  often  misleading.  Diffuse  ab- 
dominal tenderness  or  rectal  tenderness  may  be 
the  only  finding.  Gross3  emphasizes  the  serious- 
ness of  this  problem.  In  1953  he  reported  on  418 
cases  of  appendicitis  in  patients  under  the  age  of 
four  years  as  part  of  his  large  series.  Of  these  80 
per  cent  had  ruptured  appendices  at  the  time  of 
operation.  Although  the  patient’s  age  has  no 
effect  on  mortality  in  the  unruptured  appendici- 
tis, the  rapid  progression  of  the  disease  and  the 
problem  of  arriving  at  a correct  diagnosis  combine 
to  make  “early”  operation  an  achievement  that 
is  hard  to  attain.  In  his  over-all  series  Gross 
reports  a reduction  of  mortality  in  ruptured 
appendicitis  from  6.45  per  cent  in  the  decade 
ending  in  1938  to  0.02  per  cent  in  the  seven-year 
period  ending  in  1951.  This  laudable  result  is 
attributable  not  only  to  antimicrobial  drugs  but 
also  to  increased  awareness  by  parents  and 
pediatricians  of  the  possibility  of  appendicitis. 

Appendicitis  in  the  advanced  age  group  remains 
a serious  problem.  The  clinical  history  and 
physical  findings  are  often  not  diagnostic.4 
Generalized  abdominal  tenderness  frequently 
associated  with  distention  may  lead  to  the  erro- 
neous impression  of  diverticulitis  or  other  lesion. 
In  some  series5  the  mortality  over  the  age  of 
sixty  approaches  30  per  cent.  (Most  of  these 
cases  had  perforated.)  The  unusual  character 
of  the  syndrome  in  the  aged  often  lulls  the 
patient  and  ph\rsician  into  temporizing.  How- 
ever, of  all  cases  of  perforation  of  the  appendix, 
about  20  per  cent  occur  over  the  age  of  sixty.2 
Thus,  a high  index  of  suspicion  must  be  main- 
tained in  this  geriatric  group  as  well. 

In  1952  Wolff  and  Hindman6  on  the  Second 
Surgical  Division  (Cornell),  Bellevue  Hospital, 
reviewed  a consecutive  series  of  88  patients  over 
sixty  years  of  age  with  acute  appendicitis  who 
were  operated  on.  For  the  decade  of  1940-1949 
the  mortality  was  4.5  per  cent.  During  the 
same  period  a control  group  of  274  patients  in  an 
age  range  of  thirty  to  forty-nine  years  of  age 
were  operated  on  with  only  two  deaths,  a mor- 
tality rate  of  0.7  per  cent.  Equally  striking  was 
the  high  incidence  of  major  complications,  41 


per  cent  in  the  sixty-year  group  and  12  per  cent  in 
the  control  group. 

Thus,  while  it  is  true  that  surgical  treatment  oi 
appendicitis  has  resulted  in  an  ever-decreasing 
mortality  rate  over  the  past  fifty  years,  there 
remains  in  the  older  age  group  an  opportunity 
for  further  improvement.  With  a greater  pro- 
portion of  our  population  living  into  the  older 
age  group  it  is  well  to  emphasize  the  following : 

1 . Acute  appendicitis  occurs  at  all  ages. 

2.  Acute  appendicitis  in  the  aged  may  be 
attended  by  mild  symptoms  of  insidious  onset. 

3.  At  present  the  mortality  due  to  appen- 
dicitis is  concentrated  chiefly  in  the  older  age 
group. 

4.  The  older  age  group,  when  carefully  eval- 
uated and  prepared,  withstand  operation  well. 

We  have  observed  patients  over  sixty-five  with 
sudden  onset  of  abdominal  pain  and  nausea  and 
vomiting  which  enabled  us  to  make  a diagnosis  of 
acute  appendicitis,  but  we  also  have  seen  more 
patients  in  the  older  age  group  in  whom  the 
history,  laboratory  data,  and  physical  findings 
were  atypical.7  The  diagnostic  problem  was  far 
from  simple. 

Differential  diagnosis  requires  the  consideration 
of  a wider  range  of  conditions  than  in  the  younger 
age  groups  and  a more  acute  awareness  of  mini- 
mal signs  and  symptoms.  In  a sense  we  are  less 
experienced  because  in  the  past  we  had  fewer 
patients  in  the  older  age  group.  However,  now 
that  each  year  they  compose  an  increasing  pro- 
portion of  our  total  population,  we  are  gaining 
more  experience,  and  we  may  expect  that  our 
ability  to  make  the  correct  diagnosis  will  improve. 

As  far  as  appendicitis  is  concerned,  it  may  be 
said  that  the  principles  established  for  its  treat- 
ment in  other  age  categories  should  be  applied  to 
the  aged.  When  a diagnosis  of  acute  appendi- 
citis has  been  made  or  when  it  is  a Hkely*  diag- 
nosis, operation  should  be  performed.  Per- 
itonitis from  a perforated  appendix  and  its 
complications  are  associated  with  a high  mortality 
rate.  Antibiotics  will  not  protect  such  a patient. 
Appendectomy  for  appendicitis  and/or  drainage 
for  appendiceal  abscess  afford  the  most  effectual 
treatment  for  all  ages  including  those  over 
sixty-five  years. 

In  1938  Ray8  reviewed  1,500  cases  of  appen- 
dicitis at  the  Xew  York  Hospital-Cornell  Medical 
Center.  The  peak  incidence  of  appendicitis 
was  found  to  be  in  March,  and  this  seemed  to 
bear  a strong  relationship  to  preceding  upper 
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respiratory  tract  infections.  It  was  postulated 
that  the  cases  of  appendicitis  occurring  after 
upper  respiratory  infections  were  the  result  of 
either  hematogenous  or  enteric  dissemination  of 
the  offending  organisms.  To  support  this 
hypothesis  Ray  pointed  to  a relatively  large 
number  of  unobstructed  appendices  in  which  the 
mucosal  lining  was  completely  involved  by  an 
acute  catarrhal  process  in  those  patients  who  had 
had  an  upper  respiratory  tract  infection.  The 
majority  of  acute  appendicitis  in  the  group 
without  antecedent  pharyngitis  took  the  form  of 
segmental  appendicitis  behind  an  obstructing 
fecolith. 

On  the  basis  of  this  theory  it  would  be  expected 
that  the  total  number  of  cases  of  acute  appen- 
dicitis would  be  fewer  now  because  of  the  use  of 
chemotherapeutic  agents  for  upper  respiratory 
tract  infections.  Although  this  fact  has  not  yet 
been  documented  satisfactorily,  there  are  indi- 
cations that  the  incidence  is  in  reality  less.  On 
the  pavilion  service  of  the  Surgical  Department 
of  this  center  352  appendectomies  were  performed 
in  1935.  In  1955  on  the  same  service  113  were 
done.  The  total  pavilion  operations  in  1935 
were  2,322  and  in  1955,  4,345. 9 This  would  seem 
to  indicate  that  some  factor  has  intervened  to 
decrease  the  prevalence  of  this  disease.  It  does 
not  seem  illogical  to  credit  the  antimicrobial 
agents  for  this,  in  part  at  least. 

The  present  management  of  appendicitis  is 
surgical.  In  the  preoperative  period  the  patient’s 
general  status  is  investigated  and  any  other 
disease  states  corrected  as  well  as  possible,  e.g., 
dehydration,  cardiac  failure,  or  diabetic  acidosis. 
The  decision  to  use  antimicrobial  drugs  should 
not  be  based  on  a “general  rule”  but  should  be 
individualized.  We  do  not  feel  that  every  case 
of  appendicitis  should  receive  these  drugs  since 
they  are  not  completely  innocuous.  The  poor 
risk  patient  or  the  patient  with  a long  history  or 
with  signs  of  generalized  peritonitis  certainly 
should  be  given  chemotherapy.  At  present  we 
favor  penicillin  in  combination  with  streptomy- 
cin intramuscularly  or  tetracycline  intravenously. 
When  there  is  a specific  indication,  these  should 
lie  administered  preoperatively  as  well  as  post- 
operatively.  The  drugs  are  continued  for  a 
minimum  of  five  days  and  routinely  are  stopped 
two  days  before  discharge  so  that  any  masked 
infection  will  present  itself  in  the  hospital. 

In  the  immediate  postoperative  period  we  have 
practiced  early  mobilization.  This  seems  to  have 


decreased  the  morbidity  and  permits  earlier 
discharge.  In  patients  with  generalized  peri- 
tonitis ambulation  is  delayed  until  the  signs  of 
peritonitis  and  toxicity  have  subsided,  usually 
about  forty-eight  hours. 

Patients  with  an  uncomplicated  appendectomy 
are  started  on  early  alimentation.  They  are 
given  clear  fluids  on  the  first  postoperative  day 
and  gradually  progress  to  a general  diet  by  the 
fourth  or  fifth  day.  When  the  appendix  has 
perforated,  alimentation  is  delayed  until  signs  of 
paralytic  ileus  have  disappeared.  This  is  usually 
hastened  by  mobilization. 

It  is  evident  from  a survey  of  the  reports  in  the 
literature,  as  well  as  from  our  own  experience, 
that  when  recognized  early  in  its  course  and 
treated  surgically,  appendicitis  is  followed  by 
almost  uniformly  good  results.  When  there  is 
delay  in  treatment,  perforation  of  the  appendix 
follows.  This  catastrophe  is  the  precursor  of 
almost  all  of  the  complications  and  fatalities  now 
associated  with  appendicitis.  Therefore,  it  can- 
not be  stressed  too  much  that  early  diagnosis 
and  operation  are  the  goal.  It  is  the  opinion  at 
this  center  that  it  is  better  to  remove  a normal 
appendix  in  any  suspected  case  than  to  pro- 
crastinate. 

Specific  infections  of  the  appendix  are  treated 
by  the  appropriate  chemotherapeutic  drugs, 
usually  after  appendectomy.  This  applies  to 
tuberculosis  of  the  cecum  or  ileum  and  actino- 
mycosis, as  well  as  to  other  mycotic  infections. 

Tumors  of  the  appendix  are  handled  for  the 
most  part  as  are  their  counterparts  elsewhere. 
The  one  exception  to  this  rule  is  the  carcinoid 
(argentaffin)  tumor.  Diffenbaugh  and  Ander- 
son10 report  that  in  their  series  of  51  cases  of 
carcinoid  at  St.  Luke’s  Hospital  in  Chicago,  74.5 
per  cent  were  located  in  the  appendix.  While 
technically  these  are  usually  considered  to  be 
malignant  in  the  appendix,  their  natural  history 
suggests  that  appendectomy  alone  suffices  for  a 
cure.  Eldred11  emphasizes  that  the  argentaffin 
cells  in  this  tumor  spread  through  all  walls  of  the 
appendix  and  that  a wide  excision  of  the  meso- 
appendix  should  be  done. 

Summary 

There  has  been  a gratifying  decrease  in  the 
morbidity  and  mortality  of  acute  appendicitis  in 
the  past  two  decades.  This  is  attributable  to 
greater  awareness  by  the  public  and  profession,  to 
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improvement  in  supportive  measures,  to  anes- 
thesiology, and  to  the  antimicrobial  drugs. 

Acute  appendicitis  is  a difficult  disease  to  diag- 
nose in  the  very  young  and  in  the  aged  and,  if  not 
treated  promptly,  has  a high  mortality  and  mor- 
bidity. 

There  is  evidence  that  the  absolute  incidence  of 
appendicitis  is  on  the  decline. 

Carcinoid  tumors  of  the  appendix  should  be 
treated  by  appendectomy. 
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Polyneuropathy  as  a Complication  of  Disulfiram  Therapy  of  Alcoholism 


Histories  are  summarized  ot  seven  alcoholic 
patients  who  developed  neuropathies  after  under- 
going disulfiram  (Antabuse)  therapy  for  varying 
periods  of  time.  In  six  of  these  the  trouble  de- 
veloped gradually  and  probably  was  due  to  chronic 
disulfiram  intoxication.  One  case,  however,  re- 
acted severely  to  the  first  disulfiram-alcohol  test, 
but  became  symptom-free  after  five  days  of  treats 
ment  with  polyvitamins  and  antihistamine.  In 
all  cases  the  outcome  was  favorable  after  a few 
months  under  a recommended  plan  of  treatment. 
Drs.  Max  Haj-man  and  Peter  A.  Wilkins,  Compton 
Sanitarium,  Beverly  Hills,  California,  believe  that 
on  the  basis  of  this  experience  each  patient  on 
disulfiram  should  be  routinely  questioned  for 
evidence  of  polyneuropathy.  If  the  disease  is 


present  in  mild  form,  lower  dosage  of  antabuse  may 
be  enough  to  guard  against  progression,  but  if  it  is 
(a)  more  severe  or  (b)  progresses  after  the  lowered 
dosage,  the  drug  should  be  discontinued.  Am- 
biguous findings  may  be  resolved  by  examination  of 
spinal  fluid  and  demonstration  of  albumino-cyto- 
logic  dissociation.  The  authors  note  that  their 
patients  seemed  to  require  greater  disulfiram  dosage 
for  protection  than  is  generally  reported,  and  where 
the  larger  doses  are  necessary,  the  patients  should 
be  kept  under  particularly  close  observation  for 
signs  of  developing  neuropathies.  Possibly,  they 
add,  the  patients  who  require  heavy  dosage  should 
be  treated  by  some  other  means. 

— Quarterly  Journal  of  Studies  on  Alcohol,  Decem- 
ber, 1956 
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ROSWELL  PARK  MEMORIAL  INSTITUTE 
BLTFFALO,  NEW  YORK 


Conducted  by  john  w.  pickren,  m.d.  November  3,  1955 

Discussed  by  Frederick  urbach,  m.d. 


Case  History 

This  forty-two-year-old,  white  male  was 
admitted  to  Roswell  Park  Memorial  Institute 
on  April  3,  1950,  with  complaints  of  an  upper 
abdominal  mass  of  two  years  duration,  a two- 
month  history  of  anorexia,  epigastric  fullness, 
enlargement  of  the  entire  abdomen,  and  weight 
loss.  A history  of  enlargement  of  the  liver  and 
gallbladder  and  clay-colored  stools  in  July,  1949, 
was  obtained  from  the  family  doctor.  The 
patient  continued  to  work  daily*  until  one  month 
prior  to  admission. 

Physical  examination  on  admission  to  Roswell 
Park  Memorial  Institute  revealed  an  emaciated 
male  weighing  134  pounds  with  a large  abdomen, 
ascites,  and  palpable  right  upper  quadrant  mass. 
Massive  ascites  obscured  the  delineation  of  the 
mass.  There  was  bilateral  pitting  edema  over 
both  lower  extremities  but  no  clinical  icterus. 

On  April  30,  1950,  laboratory  workup  on  this 
patient  showed  the  following:  sugar  90  mg. 

per  cent,  nonprotein  nitrogen  37  mg.  per  cent, 
albumin  3.27  Gm.,  globulin  2.86  Gm.,  acid 
phosphatase  2.6  King  Armstrong  units,  alkaline 
phosphatase  82.2  units.  There  was  a direct 
positive  Van  den  Bergh  with  0.8  mg.  per  cent 
bilirubin.  Blood  studies  showed  cholesterol  189 
mg.  per  cent;  cephalin  flocculation  3 plus; 
hemoglobin  12.8  Gm.;  white  blood  cells  9,000 
with  stabs  17,  segmented  cells  65,  lymphocytes  8, 
and  monocytes  9;  icteric  index  20,  and  hematocrit 
50  cc.  per  100  cc.  Prothrombin  time  was  within 
normal  limits.  On  April  10,  1950,  blood  and 
spinal  fluid  complement  fixation  tests  were 
positive  for  syphilis.  The  spinal  fluid  showed 
total  proteins  of  50  mg.  and  a colloidal  gold, 


type  B,  zone  2.  The  urine  showed  a trace  of 
albumin,  and  specific  gravity  was  1.024. 

On  April  3,  1950,  paracentesis  was  performed, 
and  9,000  cc.  of  clear,  greenish-yellow  fluid  were 
obtained.  Culture  from  this  fluid  was  sterile, 
and  an  exfoliative  smear  showed  no  tumor  cells. 
On  April  29  8,000  cc.  of  clear,  straw-colored 
fluid  were  secured  by  paracentesis.  After  the 
paracentesis  the  liver  was  palpable  approximately 
5 cm.  below  the  costal  margin,  and  it  was  grossly 
irregular. 

Gastrointestinal  x-rays  and  skeletal  surveys  on 
April  13  were  found  to  be  negative.  Intravenous 
pyelogram  revealed  a poorly  defined  pelvis  of  the 
left  kidney  and  slight  distortion  of  its  calyces. 
The  chest  plate  was  normal.  A clinical  diagnosis 
of  metastatic  carcinoma  of  the  liver  was  made. 
With  a 200-kilovolt  machine  2,000  r were  given 
over  the  upper  abdomen  in  a period  of  ten  days 
to  determine  the  radiosensitivity  of  the  tume- 
faction. A Silverman  needle  puncture  of  the 
liver  performed  during  the  x-ray  therapy  was 
reported  as  cirrhosis.  Therefore,  an  exploratory 
laparotomy  was  performed  on  May  11,  1950. 

Discussion 

Dr.  Frederick  Urbach:  To  summarize  the 
salient  points  briefly,  I would  say  that  the  out- 
standing features  of  this  patient’s  disease  were  (1) 
progressively  enlarging  hepatic  masses,  (2)  a mass 
in  the  region  of  the  gallbladder,  (3)  intermittent 
obstruction  of  the  common  duct,  and  (4)  a 
positive  serologic  test  for  syphilis  that  was 
obtained  both  on  the  blood  and  on  the  spinal 
fluid. 

The  differential  diagnoses  include  portal 
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cirrhosis,  primary  liver  tumors,  hydatid  moles, 
echinococcus  cysts,  cholelithiasis,  liver  abscess, 
metastatic  cancer  to  the  liver,  and  syphilis. 
Fever  and  pain  were  minimal  so  that  the  prob- 
ability of  a hepatic  abscess  is  relatively  small. 
Cholelithiasis  is  unlikely  because  of  the  lack  of 
intermittent  acute  attacks  of  pain.  If  the 
lesion  represents  either  primary  or  metastatic 
liver  cancer,  one  should  know  whether  the  com- 
plement fixation  test  from  the  blood  is  frequently 
falsely  positive  in  patients  with  these  lesions. 
The  Mayo  Clinic  studied  a group  of  168  patients 
with  either  cancer  of  the  pancreas  or  cancer  of 
the  liver.  Only  two  had  what  was  possibly  a 
biologic  false  positive.  This  data  would  lead  us 
to  believe  that  false  positive  tests  for  syphilis  are 
not  commonly  caused  by  carcinoma  of  the 
pancreas  or  liver.  Furthermore,  this  patient’s 
disease  apparently  was  a slowly  progressive  one 
since  he  had  clear-cut  signs  of  an  enlarged  liver, 
a mass  in  the  region  of  the  gallbladder,  and 
clay-colored  stools  for  eight  months  before 
hospitalization.  Yet  he  continued  to  work  with 
a sense  of  well-being  until  the  day  of  his  admis- 
sion. The  patient’s  symptoms,  except  for  weight 
loss,  did  not  seem  very  serious.  Therefore,  I 
would  exclude  cancer. 

A striking  observation  is  the  relatively  small 
amount  of  jaundice  present  throughout  the 
course  of  his  disease.  At  the  time  of  his  admis- 
sion, even  though  the  liver  was  markedly  en- 
larged and  a huge  amount  of  ascites  was  present, 
jaundice  was  not  clinically  evident.  The  liver 
function  studies,  while  showing  slight  abnor- 
malities, do  not  seem  to  show  a large  amount  of 
functional  damage.  The  total  cholesterol  is 
low-normal,  and  the  prothrombin  test  is  within 
normal  limits.  Such  findings  are  typical  in 
cirrhosis  and  in  gumma  of  the  liver.  The 
positive  complement  fixation  test  on  the  spinal 
fluid  makes  me  almost  certain  that  this  patient 
did  at  one  time  have  syphilis.  Such  a test  is 
almost  never  falsely  positive.  The  most  sensitive 
index  of  the  activity  of  central  nervous  system 
syphilis  is  the  cell  count  of  the  spinal  fluid.  If 
one  had  been  performed,  it  would  have  given  us 
a much  better  idea  as  to  whether  the  cerebral 
disease  was  active  or  inactive.  Syphilis  is  the 
great  imitator  and  can  imitate  almost  exactly 
the  symptoms  of  portal  cirrhosis,  hydrops,  or 
obstruction  of  the  gallbladder,  carcinoma  of  the 
pancreas,  carcinoma  of  the  gallbladder,  and 
other  diseases.  Furthermore,  it  is  known  that 


the  diagnosis  of  syphilis  has  been  commonly 
overlooked.  According  to  Stokes,1  in  a group  of 
37  patients  later  diagnosed  as  having  hepatic 
syphilis,  the  referring  physician  failed  to  make 
the  diagnosis  in  about  80  per  cent.  McCrae  is 
quoted  by  Stokes1  as  having  said  that  only  one 
case  in  seven  of  hepatic  syphilis  was  recognized 
antemortem. 

My  personal  opinion  would  be  that  in  this 
particular  patient,  because  of  the  positive  tests 
for  syphilis  in  the  blood  and  spinal  fluid,  we  are 
dealing  with  syphilitic  involvement  of  the  liver. 
In  order  to  rule  out  a biologic  false  positive  test 
for  syphilis,  a Treponema  immobilization  test 
would  be  indicated.  The  presence  of  evidence  of 
central  nervous  system  syphilis  is  not  surprising 
since  it  has  been  reported  that  syphilis  of  the 
liver  is  associated  with  other  tertiary  manifes- 
tations in  approximately  20  per  cent  of  all  cases. 
The  question  arises  whether  this  patient  had 
syphilitic  cirrhosis  or  a gumma.  The  two 
manifestations  are  not  too  commonly  present  in 
the  same  patient  at  the  same  time.  Occasionally 
such  cases  have  been  reported.  I believe  that 
this  particular  patient  had  a gumma  that 
partially  obstructed  the  bile  duct  and  that 
perhaps  syphilitic  cirrhosis  existed  in  addition. 
A therapeutic  test  with  penicillin  would  have 
been  of  considerable  value.  One  of  the  sub- 
stantiating features  of  syphilis  of  the  liver  is 
that  Stokes1  found  that  in  approximately  50 
per  cent  of  cases  of  hepatic  syphilis,  there  is  a 
palpable  spleen.  Was  the  spleen  felt  at  any 
time? 

Dr.  George  Sheehan:  The  spleen  was  not 
palpable. 

Dr.  Urbach:  Against  the  diagnosis  of  syphilis 
of  the  liver  is  the  tremendous  amount  of  ab- 
dominal fluid  and  weight  loss.  Weight  loss  and 
ascites  do  not  occur  until  very  late  in  the  disease. 

Dr.  James  Holland:  Would  you  consider 
viral  hepatitis  in  its  chronic  form  or  portal 
cirrhosis  due  to  nutritional  or  dietary  factors  or 
possibly  some  type  of  tropical  disease  to  which 
this  man  might  have  been  exposed  in  the  armed 
forces? 

Dr.  Urbach:  All  these  certainly  have  to  be 
considered,  particularly  infectious  hepatitis. 

Dr.  Holland:  In  acquired  and  congenital 
syphilis,  what  is  the  frequency  of  syphilitic 
cirrhosis  as  compared  to  gummas  of  the  liver? 

Dr.  Urbach:  There  is  serious  doubt  in  many 
people’s  minds  as  to  whether  there  is  such  a 
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thing  as  syphilitic  cirrhosis.  In  reviewing  the 
cases  that  were  classified  as  syphilitic  cirrhosis, 
one  wonders  whether  they  represent  either 
cirrhosis  following  infectious  hepatitis  or  arsenical 
cirrhosis.  Syphilitic  cirrhosis  is  apparently  rel- 
atively rare  in  congenital  disease. 

Surgical  Resident:  Why  are  you  so  in- 
sistent on  cirrhosis? 

Dr.  Urbach:  I am  not  insistent.  We  have  a 
pathologic  finding  of  cirrhosis  of  the  liver.  My 
diagnosis  is  gumma  of  the  liver  with  possible 
coexisting  cirrhosis,  and  this  will  be  proved  or 
disproved  by  autopsy. 

Dr.  George  Blackman:  In  other  words,  then, 
if  the  biopsy  were  to  be  omitted,  you  would  be 
happy  to  omit  the  cirrhosis. 

Dr.  Urbach:  No,  I don’t  think  I would  be 
happy  to  omit  the  cirrhosis  because  there  is  a 
tremendous  amount  of  abdominal  fluid.  I think 
one  would  have  to  suspect  that  the  patient  had 
cirrhosis  because  ascites  is  rare,  even  when  there 
are  multiple  gumma.  Therefore,  irrespective  of 
biopsy  I would  suggest  that  this  patient  has  a 
gumma  of  the  liver  with  cirrhosis  which  might  be 
on  the  basis  of  chronic  obstruction  or  viral 
etiology. 

Dr.  Joseph  Sokal:  On  behalf  of  a poor 
hepatitis  virus  I would  like  to  register  a protest 
against  all  these  accusations.  Viral  hepatitis  is 
a very  rare  cause  of  cirrhosis. 

Dr.  Urbach:  I stand  corrected. 

Dr.  Holland:  I think  that  this  disease  is 
entirely  compatible  with  the  end  stages  of  viral 
hepatitis. 

Dr.  Urbach:  Including  the  mass? 

Dr.  Holland:  Including  the  mass  which  (1) 
may  not  have  been  there,  (2)  may  have  been 
omentum,  or  (3)  may  have  been  large  regener- 
ative nodules  in  the  liver.  The  impression  of  a 
coarsely  nodular  liver  is  a delicate  point  but, 
when  present,  certainly  is  suggestive  of  primary 
or  metastatic  carcinoma.  However,  I think  that 
one  can  feel  grossly  nodular  livers  in  the  course  of 
a prolonged  cirrhosis  of  viral  or  nutritional  origin. 

Dr.  Sokal:  If  this  is  a late  stage  . of  viral 
hepatitis,  when  was  the  early  stage? 

Dr.  Holland:  It  may  have  been  entirely 
silent.  There  is  a good  deal  of  evidence  to 
indicate  that  most  of  the  cases  that  go  on  to 
what  is  called  coarsely  nodular  cirrhosis  have 
been  those  which  were  subclinical. 

Dr.  Urbach:  Would  you  not  expect,  however, 
that  if  this  is  a very  late  stage  of  cirrhosis,  this 


liver  would  be  small  rather  than  large? 

Dr.  Holland:  No,  not  entirely. 

Medicine  Resident:  How  do  you  rule  out 
Chiari’s  syndrome? 

Dr.  Urbach:  If  this  were  a late  stage  of 
syphilitic  endophlebitis  of  the  liver,  this  patient’s 
liver  function  tests  should  have  been  much  more 
abnormal.  In  addition,  he  should  have  been 
deeply  jaundiced. 

Dr.  Holland:  I have  seen  one  case  of  Chiari’s 
syndrome.  At  that  time  a review  of  the  liter- 
ature indicated  that  it  is  not  necessarily  associ- 
ated with  syphilis  or  jaundice.  Although  its 
course  may  be  extremely  rapid  and  produce 
death  within  a very  short  period  due  to  endo- 
phlebitis of  the  hepatic  veins  with  lymphatic 
stasis  and  major  enlargement  of  the  liver,  one 
may  have  chronic,  recurrent  type  Chiari’s 
syndrome.  I think  it  should  be  considered  in 
this  patient. 

Pathologic  Report 

Dr.  John  Pickren:  Dr.  Sheehan,  would  you 
tell  us  what  was  found  on  exploration? 

Dr.  Sheehan:  The  surgical  note  reported  that 
the  liver  was  literally  covered  with  multiple, 
white,  firm,  indented  tumors  which  varied  from 
2 to  3 cm.  in  diameter.  Interspaced  between 
these  masses  were  swollen  segments  of  liver 
tissue.  Two  biopsies  of  the  masses  were  made, 
and  a segment  of  normal  liver  tissue  was  excised. 

Dr.  Pickren:  The  Silverman  needle  biopsy 
of  the  liver  showed  the  liver  to  have  a normal 
architecture  with  vacuolated  liver  cells  and 
without  evidence  of  fibrosis.  The  histologic 
diagnosis  of  cirrhosis  was  made  on  an  area  of 
fibrous  connective  tissue  that  I feel  represents  a 
portion  of  the  liver  capsule.  Therefore,  I 
exclude  the  diagnosis  of  cirrhosis.  However,  to 
one  edge  of  the  section  there  is  a large  area  of 
necrosis.  In  retrospect,  I know  that  this  finding 
is  significant. 

The  surgical  biopsies  from  the  liver  showed 
one  to  be  normal  and  two  to  be  abnormal.  The 
normal  tissue  had  an  intact  architecture  similar 
to  that  seen  in  the  needle  biopsy.  The  central 
veins  were  of  average  size,  and  there  was  no 
increase  of  fibrous  tissue  around  the  portal  spaces. 
Cirrhosis  was  not  present. 

The  pathognomonic  findings  consisted  of  a 
central  core  of  necrosis  surrounded  by  dense 
fibrous  tissue  (Fig.  1).  To  make  the  diagnosis  of 
syphilis  of  the  liver  unequivocally,  one  must  find 
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Fig.  1.  The  nodules  are  composed  of  a core  of 
partially  calcified,  caseous  material  that  is  surrounded 
by  fibrous  tissue  in  which  many  lymphocytes  are  seen. 


the  etiologic  agent.  No  sections  were  stained  to 
attempt  to  illustrate  the  spirochete.  However, 
the  history  and  the  histologic  changes  strongly 
suggest  that  the  lesion  is  a gumma. 

Diagnoses 

Clinical,  in  1950.- — Carcinoma  of  -pancreas  with 
metastases  to  liver. 

Dr.  Urbach. — Gumma  of  liver  associated  with 
cirrhosis. 

Pathologic. — Gumma  of  liver. 

Comment 

Dr.  Urbach:  Was  the  patient  given  penicillin? 

Dr.  Sheehan:  Yes. 

Dr.  Urbach:  What  happened? 

Dr.  Sheehan:  After  surgery  we  gave  him 
300,000  units  of  penicillin  daily  for  twelve  days. 
Because  of  the  bed  situation  we  discharged  him 
and  advised  his  family  doctor  to  continue  the 
use  of  penicillin.  Follow-up  letters  revealed  that 
the  patient  developed  severe  ascites  that  re- 
quired repeated  abdominal  taps.  Penicillin  was 
continued  intramuscularly.  He  also  had  periph- 
eral edema  and  considerable  dyspnea.  He 
died  one  month  after  his  discharge  from  the 
hospital  of  acute  circulatory  collapse  while  using 
a bedpan. 


Dr.  Julian  Ambrus:  Why  was  Dr.  Stokes 
terribly  afraid  of  laparotomy  in  hepatic  sv^philis? 

Dr.  Urbach:  There  was  strong  recom- 

mendation that  if  a patient  was  suspected  of 
having  hepatic  syphilis,  he  should  not  have  a 
laparotomy,  and  he  should  not  have  his  ascites 
tapped.  It  seems  that  patients  who  had  lapar- 
otomies and  who  had  their  ascites  tapped 
repeatedly  apparently  did  very  much  worse  than 
those  who  had  not.  There  was  no  control  study. 

Dr.  Sheehan:  Shapiro2  in  a review  of  the 
literature  showed  that  gunrma  of  the  liver  is 
rarely  diagnosed  clinically.  He  made  the 
following  statements:  “Backus  states  that  in  a 
decade  of  study  he  was  unable  to  establish  the 
diagnosis  of  tertiary  hepatic  syphilis  in  a living 
patient,  although  the  liver  is  the  commonest 
organ  to  harbor  a gumma ; in  the  John  Hopkins 
Hospital,  in  73  instances  of  liver  involved  by 
syphilis,  they  considered  the  diagnosis  in  only 
nine  cases;  at  the  Bellevue  Hospital  Dr.  Summers 
reports  in  1946  that  of  4,880  autopsies,  he  had 
314  cases  of  late  acquired  syphilis  that  involved 
the  liver  in  50  cases  or  16  per  cent.”  Shapiro 
in  his  report  of  79  cases  states  that  the  diagnosis 
was  strongly  suspected  in  only  three  cases  and 
accidentally  discovered  in  two  cases  as  a result 
of  surgical  procedures  in  the  abdomen. 

Dr.  George  Moore:  It  should  be  pointed  out 
that  a trial  of  deep  x-ray  treatments  is  no  longer 
recommended  under  any  circumstances  as  a 
diagnostic  procedure.  Even  when  used  for  the 
“differential  diagnosis”  of  mediastinal  tumors,  it 
is  not  reliable  since  many  tumors  are  radio- 
resistant and  inflammatory  masses  are  responsive. 
The  policy  of  the  Institute  is  that  no  x-ray 
treatments  are  to  be  initiated  without  first 
establishing  a diagnosis  by  tissue  examination. 
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Diagnosis  and  Treatment  of  Gout 


Since  gout  is  (a)  one  of  the  most  treatable  of  joint 
disorders  and  (b)  often  is  not  (as  it  should  be) 
considered  in  the  differential  diagnosis  of  joint 
afflictions,  Dr.  John  H.  Talbott,  University  of 
Buffalo,  devotes  the  bulk  of  his  discussion  to  diag- 


nosis and  treatment  of  this  specific  metabolic 
dyscrasia.  More  than  90  per  cent  of  the  gouty 
patients  suffer  surprisingly  little  and,  on  a rela- 
tively simple  regimen,  can  lead  normal  lives. — 
Chicago  Medical  Society  Bulletin,  January  12,  1957 
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ALVIN  D.  YASUNA,  M.D.,  BRONX,  NEW  YORK 


( From  the  Department  of  Surgery  ( Proctology ),  Morrisania  City  Hospital) 


( 1 as  gangrene  infection  of  the  anorectum  is  for- 
tunately very  uncommon,  and  only  a few  cases 
have  been  reported.  In  periproctitis  of  gas  gangrene 
origin  the  muscle  and  connective  tissue  surrounding 
the  rectum  become  devitalized  as  a result  of  the 
action  of  pyogenic  organisms.  They  are  then  de- 
composed by  anaerobic  bacteria,  of  which  the  Ba- 
cillus aerogenes  capsulatus  of  Welch  and  Nuttal, 
now  termed  Clostridium  welchii,  is  the  most  im- 
portant species  of  bacteria. 

Gas  gangrene  of  the  perirectal  tissues  may  develop 
following  a suppurative  process  either  subsequent 
to  or  independent  of  some  operative  procedure  or 
injury.  Ordinarily  there  is  marked  distortion  and 
swelling  of  the  perianal  region,  and  in  the  cases  re- 
ported extension  to  the  scrotum  or  vulva,  buttocks, 
and  sacrococcygeal  region  is  not  uncommon.  The 
spread  of  infection  may  be  confined  to  the  perianal 
and  subcutaneous  tissues,  but  for  the  most  part 
the  adjacent  musculature  is  also  involved.  The 
skin  appears  red  and  brawny  and  covered  with 
small,  discrete  vesicles  which  later  break  down  to 
leave  bluish-black  patches.  Even  though  ingenious 
bacteriologic  methods  for  the  rapid  identification  of 
gas-forming  organisms  are  available,  prompt  sur- 
gical therapy  must  not  await  a bacteriologic  diag- 
nosis. This  virulent  and  rapidly  progressive  in- 
fection demands  immediate  surgical  treatment. 

The  recent  catastrophes  of  the  war  stimulated  the 
study  of  gas  gangrene.  As  a result  we  are  more 
than  ever  impressed  by  the  fact  that  adequate, 
prompt  surgery  is  the  most  effective  measure  both 
in  its  prevention  and  treatment. 

Sera,  chemotherapy,  and  antibiotics  cannot  be 
regarded  as  substitutes  for  surgery,  but  they  are 
valuable  prophylactic  and  therapeutic  auxiliary 
measures.  In  addition  to  proper  surgery  a com- 
bination of  penicillin  and  antitoxin  appears  to  be 
most  generally  approved  at  present  as  prophylactic 
and  therapeutic. 


Presented  at  the  New  York  Proctologic  Society  Scientific 
Session,  New  York  City,  October  18,  1951. 


Case  Report 

A thirty-nine-year-old,  Negro  male  was  admitted 
to  the  wards  of  Morrisania  City  Hospital  on  July 
6,  1951,  with  complaints  of  throbbing  pain  in  the 
rectum  of  four  days  duration  that  had  been  increas- 
ing in  severity.  He  had  a history  of  occasional 
slight  bleeding  with  bowel  movements  and  had 
been  told  that  he  had  “piles.”  There  was  no 
history  of  previous  surgery  or  medical  conditions. 

Admission  examination  revealed  some  suprapubic 
tenderness  with  no  inguinal  adenopathy.  Inspec- 
tion of  the  perianal  region  revealed  no  swelling  or 
distortion  of  the  anal  orifice.  Two  small,  inactive, 
fistulous  openings  were  seen  in  the  left  posterior 
quadrant.  The  patient  stated  that  on  the  morning 
of  admission  he  felt  something  break  within  his 
rectum  and  that  he  had  a drainage  of  pus  from  the 
anus.  However,  no  discharge  was  found.  There 
was  marked  spasticity  and  tenderness  of  the  sphinc- 
ter, and  the  prostate  gland  was  slightly  enlarged, 
boggy,  and  tender.  Sigmoidoscopic  examination 
to  25  cm.  was  negative. 

The  temperature  was  98.6  F.  on  admission,  but 
this  rose  immediately  to  103.4  F.  by  that  afternoon 
with  pulse  112  and  respirations  24.  The  urine  was 
clear  and  yellow  with  acid  reaction  and  specific 
gravity  of  1.010.  It  was  negative  for  albumin, 
sugar,  and  acetone  with  3 to  4 red  blood  cells  and 
4 to  5 white  blood  cells  per  high-power  field  with  a 
few  granular  casts.  Hemoglobin  was  13  Gm.  and 
white  blood  cell  count  7,500  with  a normal  differen- 
tial. The  patient  was  given  penicillin  and  strepto- 
mycin with  frequent  hot  sitz  baths.  The  following 
morning  the  two  small  sinus  tracts  were  probed 
under  low  spinal  anesthesia  and  found  to  be  super- 
ficial. The  rectum  was  further  explored,  and  no 
masses  or  fluctuant  areas  were  found.  The  levators 
were  not  tense,  and  there  was  no  evident  of  abscess 
within  the  pelvis.  Fistulectomy  was  performed,  and 
the  patient  was  returned  to  the  ward  in  good  con- 
dition. 

The  temperature  remained  above  102  F.  and  ir- 
regularly rose  to  104  F.  The  patient  had  no  post- 
operative complaints  and  had  a bowel  movement 
the  day  after  surgery.  He  voided  frequently  and 
developed  a dry,  nonproductive  cough.  Chest 
examination  was  negative.  X-ray  of  the  chest  was 
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negative  for  any  pulmonary  pathology. 

Pathologic  report  on  the  excised  tissue  revealed  a 
section  of  skin  with  inflamed  stroma.  Part  of  the 
sinus  tract  was  epithelialized  and  showed  the  normal 
skin  appendages  of  hair,  etc  The  inflammation 
was  not  specific. 

On  the  second  postoperative  day  there  was  some 
swelling  of  the  right  testicle.  By  the  third  day 
there  was  a marked  tender  edema  of  the  scrotum 
and  perineum  extending  from  the  anal  orifice. 
This  swollen  mass  was  soft,  fluctuant,  and  crepitant. 
The  patient  was  isolated  and  given  massive  doses 
of  tetanus  and  gas  gangrene  antitoxin. 

Under  intravenous  Pentothal  anesthesia  four  in- 
cisions were  made  in  the  perianal  area  with  two 
anterior  to  the  anal  orifice  and  two  posterior,  form- 
ing a diamond  without  connecting  the  ends  of  the 
incisions.  Both  ischioanal  and  pararectal  spaces 
were  entered,  and  large  amounts  of  foul,  purulent 
material  were  evacuated.  Both  the  anterior  and 
posterior  rectal  spaces  were  explored  and  found  to 
be  involved  in  the  infection.  The  abscessed  cavi- 
ties were  uncapped  by  the  excision  of  lateral  por- 
tions of  the  skin  incisions.  The  cavities  were  probed 
deeply,  and  the  fibrous  loculations  were  broken  up 
anteriorly  to  the  urogenital  diaphragm,  posteriorly 
to  the  presacra]  hollow,  and  laterally  to  the  walls  of 
the  ischiorectal  spaces.  The  levators  on  either  side 
were  penetrated,  and  the  infection  was  found  to  be 
present  above  these  muscle  shelves  as  well.  Drains 
were  inserted  into  both  supralevator  spaces,  pos- 
terior to  the  rectum  and  anterior  to  the  urogenital 
space.  A thin,  foul,  bubbly,  purulent  material 
was  obtained  from  the  anterior  space  on  the  right 
side.  Aerobic  and  anaerobic  cultures  were  taken. 
Further  large  doses  of  tetanus-antitoxin  and  gas 
gangrene  antitoxin  were  given. 

Cultures  revealed  typical,  encapsulated,  gram- 
positive bacilli  with  many  slender,  gram-negative 
bacilli  and  some  gram-positive  cocci  in  chains. 
Escherichia  coli  and  Bacillus  proteus  were  found. 
The  encapsulated  gram-positive  bacilli  and  the 
gram-positive  cocci  in  chains  were  not  identified 
immediately.  Blood  chemistry  revealed  a blood 
urea  of  18  and  blood  sugar  of  87.  Mazzini  test  was 
3 plus. 

The  patient  improved  and  was  more  comfortable 
after  the  incision  and  drainage.  The  temperature 
descended  to  99.4  F.,  and  the  pulse  was  88  on  the 
following  day.  A total  of  500  cc.  of  whole  blood 
were  given  daily  with  daily  doses  of  1,000,000  units 
of  penicillin  along  with  sulfa  drugs.  However,  by 
the  fourth  postoperative  day  the  patient’s  general 
condition  deteriorated.  He  became  lethargic,  and 
the  wound  became  foul  and  sloughing  with  extension 
to  the  right  inguinal  region,  lower  abdomen,  scro- 
tum, and  entire  perianal  area  posterior  to  the  sacrum. 
His  temperature  was  100  F.  and  pulse  94.  Under 
intravenous  Pentothal  anesthesia  an  extensive  de- 
bridement was  performed.  Because  of  the  gas  gan- 
grene infection  and  the  patient’s  general  condition, 
the  procedure  was  done  in  his  bed  on  isolation 
rather  than  in  the  operating  room.  All  sloughing 
and  necrotic  tissue  was  excised,  the  abscess  cavities 


Fig.  1.  Status  of  dissected  area  after  complete  mobili- 
zation of  the  rectum  with  retention  of  anterior  and 
posterior  raphes. 


were  cleaned  out,  and  drainage  was  re-established. 
Skin  and  subcutaneous  tissue,  as  well  as  necrotic 
muscle  tissue,  were  removed  from  the  entire  right 
half  of  the  scrotum,  the  entire  perianal  area,  right 
inguinal  area,  and  much  of  the  right  lower  quadrant 
of  the  abdominal  wall.  The  rectum  was  completely 
mobilized,  and  only  the  anterior  and  posterior 
raphes  were  retained  (Fig.  1).  The  patient  was  put 
on  bacitracin  with  discontinuance  of  all  other  anti- 
biotics. He  was  given  10,000  units  of  bacitracin 
intramuscularly',  and  the  wound  was  irrigated  every 
six  hours  with  10  cc.  of  a bacitracin  solution  con- 
taining 5,000  units.  After  this  routine  the  patient 
steadily  improved,  and  in  three  days  there  were  no 
new  areas  of  sloughing  found,  and  some  healthy 
granulation  tissue  was  present.  Free  drainage  was 
obtained  from  both  pararectal  spaces.  The  pa-, 
tient  maintained  steady  improvement,  was  placed 
on  a high-calorie  liquid  diet  of  2,000  calories  per 
day,  and  maintained  a normal  temperature. 

The  final  bacteriologic  report  on  cultures  re- 
affirmed the  diagnosis  of  a gas  Bacillus  infection, 
with  the  cultures  demonstrating  Cl.  welchii,  E.  coli, 
and  anaerobic  streptococcus.  The  patient’s  gen- 
eral condition  improved  satisfactorily,  and  the 
first  plastic  reparative  operation  was  done  on  July 
30,  fifteen  days  after  the  radical  debridement.  A 
colostomy'  had  been  considered  to  divert  the  fecal 
stream  and  to  allow  the  anorectal  and  pelvic  struc- 
tures to  heal,  but  this  was  decided  against  because 
the  patient’s  progress  was  so  satisfactory.  Surgical 
procedure  at  this  time  was  to  re-establish  the  loca- 
tion of  the  right  testicle  into  the  scrotum  by  the 
surgical  formation  of  an  artificial  tunica  vaginalis 
within  the  planes  of  cleavage  and  covering  the  ex- 
posed testicle  with  the  loose  scrotal  skin.  The 
abdominal  and  right  inguinal  regions  were  fresh- 
ened, skin  edges  were  undermined,  and  the  wounds 
were  closed  without  tension.  Since  infection  was 
still  present  in  the  bilateral  pararectal  spaces,  the 
loculations  were  broken  up  by  digital  manipulation, 
and  free  drainage  was  re-established. 

These  spaces  were  probed  daily  with  a gloved 
finger  to  maintain  drainage  and  to  stimulate  granu- 
lation. Temperature  remained  normal,  and  the 
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patient  had  no  complaints.  He  received  daily 
saline  enemas,  and  no  further  medication  was  given. 
The  drainage  decreased  daily,  and  the  wounds  healed 
satisfactorily. 

On  August  16  the  patient  was  returned  to  the 
operating  room  where  the  wounds  of  the  groin,  an- 
terior perineum,  and  posterior  scrotal  regions  were 
repaired.  Pockets  of  pus  were  still  found  in  the 
pararectal  spaces  which  were  further  cleaned  and 
drained.  The  repaired  areas  healed  well,  and  the 
patient  had  normal  bowel  movements  with  good 
sphincter  control.  The  right  pararectal  space 
healed,  but  minimal  drainage  persisted  on  the  left 
side.  The  patient  was  discharged  from  the  hospital 


on  September  10  in  excellent  physical  condition  to 
be  readmitted  for  final  plastic  repair  of  the  perianal 
area  about  three  months  after  the  last  operation. 

He  was  followed  closely  for  about  six  months 
during  which  time  both  para-anal  spaces  healed 
well,  and  there  was  no  drainage  from  either  side. 
The  right  side  completely  healed  spontaneously, 
and  only  minimal  plastic  repair  was  required  for  a 
small  area  posterior  and  to  the  left  of  the  anus. 
The  patient  has  been  followed  for  four  years  since 
he  was  completely  healed,  and  there  has  been  no 
recurrence  of  infection  or  rectal  complaints. 

630  Grand  Concourse 


Salk  Vaccine  Use  Urged  Even  in  Major  Outbreaks 


Salk  vaccine  should  be  used  even  during  a major 
outbreak  of  polio,  since  its  possible  benefits  are 
greater  than  its  possible  dangers,  the  Chicago 
Board  of  Health  president  said.  Dr.  Herman 
Bundesen  based  this  statement  on  experience  gained 
during  the  1956  outbreak  of  polio  in  Chicago. 

His  preliminary  report  appears  in  the  April  27 
Journal  of  the  American  Medical  Association. 
Cooperating  were  Dr.  Harald  M.  Graning,  regional 
medical  director  of  the  U.S.  Public  Health  Service; 
Dr.  Erwin  L.  Goldberg,  chief  medical  officer  of  the 
Chicago  Board  of  Health,  and  Frank  C.  Bauer, 
A.B.,  biostatistician  and  chief  of  public  health 
methods  of  the  Chicago  board. 

In  the  1,111  cases  of  polio  reported  in  Chicago  in 
1956,  841  persons  developed  paralytic  polio,  the 
report  said.  Of  these  841  persons,  285  did  receive 
some  Salk  vaccine.  However,  200  had  received 
only  one  inoculation,  85  had  received  but  two 
inoculations,  and  none  had  received  the  recom- 
mended full  course  of  three  doses.  Twenty-four 
of  the  285  did  not  get  vaccine  until  they  were 
actually  developing  polio. 

Of  the  36  persons  who  died,  eight  had  received 
some  Salk  vaccine.  Six  had  received  only  one  shot 
and  the  other  two  had  had  only  two  shots. 

The  report  explained  that  there  have  been  reser- 
vations about  using  vaccine  during  epidemic  or 
near-epidemic  situations  because  of  the  possibility 
of  provoking  paralysis  at  the  site  of  inoculation  in 
persons  who  contract  the  disease.  Investigation 
was  made  on  375  persons  who  received  vaccine  and 
who  also  contracted  the  disease  during  the  first 
nine  months  of  1956. 

Of  these,  279,  or  74  per  cent,  developed  paralysis 
during  the  acute  stage  of  the  illness.  Site  of  the 
inoculation  was  known  in  218  cases.  Careful 
study  showed  "clearly”  that  prior  inoculation  did 
not  influence  the  site  of  subsequent  paralysis. 

‘‘Only  time  will  tell”  whether  the  vaccine  ad- 
ministered during  the  outbreak  had  an  effect  on 
reducing  the  number  of  cases  that  would  ordinarily 
have  occurred  after  the  peak  of  the  outbreak,  they 
said.  However,  they  have  assumed  that  the  vac- 


cine when  given  in  the  three  properly  spaced  inocu- 
lations was  at  least  partly  responsible  for  limiting 
the  spread  of  the  outbreak. 

The  incidence  of  polio  was  much  less  in  those 
areas  of  the  city  where  a high  proportion  of  persons 
had  received  the  three  recommended  shots  than  in 
the  areas  where  persons  had  received  none  or  only 
one  or  two. 

When  it  became  clear  that  there  was  a major 
outbreak  occurring  in  Chicago,  the  board  of  health 
and  allied  groups  set  up  a program  of  inoculating 
as  many  persons  as  possible  within  the  affected 
areas,  Dr.  Bundesen  said.  Among  the  lessons 
learned,  which  could  be  applied  to  any  outbreak 
of  a communicable  disease,  were  these : 

If  the  inoculations  are  continued  after  the  out- 
break ends,  with  the  intention  of  giving  the  full 
course  of  three  shots  before  the  beginning  of  the 
following  year’s  outbreak,  the  city  would  probably 
have  a higher  immunity  level  and  should  be  better 
prepared  to  face  a similar  situation. 

Each  case  should  be  reported  as  soon  as  the  diag- 
nosis is  made,  using  the  date  of  onset  of  disease 
instead  of  the  date  of  report,  to  determine  better 
the  trend  of  the  outbreak. 

Information  concerning  socioeconomic  status, 
race,  and  age  of  patients  should  be  collected  as  a 
guide  for  directing  preventive  efforts  to  the  most 
susceptible  groups. 

The  diagnosis  of  each  case  should  be  checked 
thirty,  sixty,  and  ninety  days  after  the  case  is  re- 
ported. A check  on  the  418  cases  reported  as  non- 
paralytic in  1956  showed  the  “startling  fact”  that 
after  the  original  diagnosis  was  made  and  the  acute 
stage  was  over,  paralysis  appeared  in  148  persons. 

An  intensive  public  education  program  should  be 
started  early  to  reassure  the  public  concerning  the 
safety  of  all  measures  taken  and  to  insure  the 
greatest  degree  of  participation.  Education  is 
most  needed  in  the  lower  socioeconomic  areas,  be- 
cause of  a definite  lack  of  interest  in  environmental 
health  programs.  Home  visits  by  public  health 
workers  and  the  cooperation  of  news  media  facilitate 
this  participation. 
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Spontaneous  Extrusion  of  Colonic  Polyps  in  Children 

JULIUS  J.  LEICHTLING,  M.D.,  F.A.C.S.,  AND  RUPERT  A.  LE  CAILLE,  M.D.,  NEW  YORK  CITY 
( From  the  Pediatric  Section  of  the  Surgical  Service  of  Harlem  Hospital) 


rPHE  spontaneous  passage  of  self-amputated  colonic 
polyps  in  children  is  probably  much  more  com- 
mon than  is  generally  realized.  The  exact  inci- 
dence is  unknown.  Xo  mention  is  made  of  this 
phenomenon  in  recent  texts  of  proctology  and 
pediatric  surgery.1-4  Correspondence  from  the 
Mayo,  Lahev,  and  Cleveland  clinics  reveals  that 
occasionally  they  have  seen  cases  where  polyps 
noted  on  one  Occasion  have  subsequently  not  been 
seen.5-7  Hill  stated  thirty  years  ago  that  “in  most 
instances,  owing  to  the  constant  downward  force 
exerted  by  feces  and  peristalsis,  the  pedicle  is  torn 
away  eventually  and  the  growth  passed  sponta- 
neously.”8 A review  of  the  English  literature  for  the 
past  twenty-five  years  disclosed  only  two  sources 
which  make  more  than  a passing  mention  of  spon- 
taneous evacuation  of  rectal  polyps.  Harris,  re- 
porting 70  cases  of  polyps  in  the  age  group  one  to 
twelve  years,  found  that  in  eight  cases  there  was 
evidence  of  self-amputation.9  In  Kerr’s  series  of 
100  polyps  in  children,  19  instances  of  self-amputa- 
tion are  cited.10  Xo  details  or  documentation  of 
any  case  could  be  found  in  the  literature.  There- 
fore, we  felt  that  the  following  illustrative  case  was 
deserving  of  mention. 

Case  Report 

J.  X.,  a three  and  one-half-year-old,  Xegro  boy, 
was  admitted  to  the  Harlem  Hospital  on  Xovember 
8,  1955,  with  a thirty-six-hour  history  of  abdominal 
pain.  Twelve  hours  later  the  child  passed  a 3-cm., 
reddish-brown  piece  of  tissue  from  the  rectum  (Fig. 
1).  There  was  a small  amount  of  rectal  bleeding 
before  and  after  its  passage.  The  past  history  was 
negative  for  serious  illness,  and  the  child  showed 
normal  growth  and  development.  There  had  been 
intermittent  constipation. 

Examination  was  not  remarkable  except  for  a 
trace  of  blood-tinged  mucus  on  the  examining  glove 
after  a rectal  examination.  Xo  tenderness  or  masses 
were  found  abdominally  or  rectally.  The  child 
was  alert  and  comfortable.  Temperature  was 
99.4  F.,  pulse  68,  blood  pressure  100/74,  hemoglobin 
12.2  Gm.,  urine  normal,  sickling  test  negative,  and 
chest  x-ray  normal.  A scout  film  of  the  abdomen 
showed  no  distended  loops  of  bowel  or  other  abnor- 
malities. 

The  child  remained  comfortable  and  had  no  gross 
rectal  bleeding.  However,  the  guaiac  test  for  oc- 
cult blood  in  the  stool  was  4 plus  on  a meat-free  diet. 
Serial  hemoglobins  indicated  a progressive  drop  to 
10.1  Gm.  over  the  next  three  weeks  and  then  a rise 
to  12.5  Gm.  over  the  following  two  weeks.  By 
December  8 there  was  only  a trace  of  occult  blood  in 


Fig.  1.  Colonic  polyp  passed  spontaneously  by 
three  and  one-half-year-old  child.  The  multicystic 
surface  is  well  demonstrated. 


the  stool.  Sigmoidoscopy,  performed  December  6 
under  general  anesthesia  with  an  adult  instrument, 
failed  to  show  any  polyps  or  any  break  in  the  mucosa 
for  a distance  of  9 inches.  A barium  enema  was 
performed  on  two  occasions,  including  air  contrast 
studies,  and  no  definite  evidence  of  polyp  was  dem- 
onstrated. Barium  enema  studies  were  also  per- 
formed on  three  siblings,  ages  six  months,  four  years, 
and  five  years,  and  no  polyps  were  demonstrated. 
The  patient  was  discharged  to  the  outpatient  de- 
partment after  five  weeks  hospitalization. 

He  was  readmitted  February  7,  1956,  for  further 
study.  While  at  home  he  had  no  further  rectal 
bleeding  or  constipation.  Two  barium  enemas 
showed  no  evidence  of  polyps.  The  hemoglobin 
was  12.5  Gm.  The  child  has  remained  asympto- 
matic to  date. 

Pathologic  report  of  the  extruded  tissue  was  as 
follows:  Gross  specimen  consisted  of  a mass  of  tissue 
which  was  soft  and  light  brown,  measuring  3.2  bv 
2 cm.  Cross  section  revealed  a multicystic  surface 
with  some  whitish  tissue  interspersed.  Micro- 
scopic examination  showed  adenomatous  cystic 
polyp  of  the  rectum  with  marked  inflammatory 
changes  (Fig.  2). 

Comment 

Peculiarly  enough,  although  thousands  of  polyps 
have  been  removed  from  children,  there  are  few 
comprehensive  studies  recorded  in  the  literature 
regarding  the  incidence  of  adenomas  of  the  large 
intestine  in  children  and  young  people.11  Statistical 
data  on  the  incidence  in  adults  must  be  considered 
separately  from  studies  made  on  children  for  two 
reasons:  (1)  the  differences  in  the  pathologic  struc- 
ture of  the  lesions  seen  in  children  from  the  micro- 
scopic picture  of  the  “adult”  adenomatous  polyp 
and  (2)  the  natural  separation  of  these  two  types,  as 
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Fig.  2.  Microscopic  section  of  spontaneously  passed 
colonic  polyp.  Note  the  typical  histology  of  the 
“child”  type  of  polyp  with  large  intergland  distances 
of  cellular  stroma  containing  more  than  the  usual 
amount  of  inflammation. 

demonstrated  by  the  relative  rarity  of  adenomas 
found  in  the  teen-age  group.12  The  “adult'’  adeno- 
matous polyp  is  uncommon  before  the  third  decade. 

Twenty  years  ago  the  terms  “uncommon”  and 
“comparatively  rare”  were  used  to  describe  the  in- 
cidence'of  rectal  polyps  in  children.13’14  Since  then, 
the  numbers  occurring  in  children  have,  shown  a pro- 
gressive increase.15  In  a series  of  458  patients  with 
polypoid  lesions  of  the  colon  and  rectum,  Scar- 
borough16 found  that  10  per  cent  fell  in  the  first  dec- 
ade.16 In  Sandusky’s  series17  there  was  an  inci- 
dence of  18.6  per  cent  in  the  first  decade.  More  re- 
cently Petitclere18  stated  that  the  majority  of  cases 
of  rectal  polypi  occur  in  childhood.  Helwig11  did 
autopsies  on  369  children  in  the  first  decade  of  life 
who  died  from  many  causes  and  found  an  incidence 
of  polyps  of  3.5  per  cent.  Clinically  this  incidence 
is  probably  lower  since  many  polyps  cause  no  symp- 
toms and' routine  sigmoidoscopies  or  barium  enemas 
are  not  often  performed  in  children.  The  incidence 
of  polyps  in  children  with  proctologic  complaints 
varies  between  4 and  8 per  cent.19’20  Kerr10  ex- 
amined 349  children  who  had  symptoms  referrable 
to  the  colon  or  rectum  and  found  100  p'olvps. 
Ninety-four  of  these  occurred  in  children  under  six 
years. 

The  phenomenon  of  self-amputation  of  rectal  and 
colonic  polyps  assumes  importance  when  it  is  con- 
sidered that  the  incidence  of  colonic  polyps  in  the 
second  decade  drops  precipitously.  In  Kerr’s 
series  none  was  found  between  the  ages  of  twelve  and 
nineteen.  What  happens  to  all  of  these  polyps  in 
juveniles  by  the  time  they  reach  the  age  of  twelve? 


They  must  either  spontaneously  regress  or  slough 
and  be  passed  with  the  stool.21  The  latter  is  more 
likely  and  may  be  accomplished  without  clinical  de- 
tection. A twisting  of  the  pedicle  with  obstruction 
of  the  blood  supply  may  lead  to  thrombosis  of  the 
feeding  vessels  and,  hence,  either  no  bleeding  or 
grossly-  undetectable  bleeding  on  passage  of  the 
polyp.9  If  most  childhood  polyps  thus  vanish  spon- 
taneously, the  question  is  then  raised  as  to  the  ad- 
visability of  longer  observation  of  polyps  in  the 
first  decade.  The  likelihood  of  malignant  degenera- 
tion is  extremely  rare,  although  at  one  time  it  was 
believed  to  be  more  common  because  the  immaturity 
and  activity  of  the  cells  in  “child”  polyps  was  at- 
tributed to  anaplasia  rather  than  youth  of  tissue.22 
However,  there  are  other  complications  of  polyps 
which  militate  for  their  removal,  such  as  hemor- 
rhage, infection,  occlusion  of  colon  or  rectum,  and  in- 
tussusception. 

Summary 

Spontaneous  evacuation  of  self-amputated  colonic 
polyps  in  children  is  probably-  more  common  than 
is  generally-  realized.  This  may-  occur  with  minimal 
hemorrhage  and  escape  clinical  detection.  An 
illustrative  case  is  presented.  The  significance  of 
this  phenomenon  is  discussed  and  may-  explain  the 
paucity  of  polyps  found  in  the  teen-age  group. 
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Leiomyoma  of  the  Duodenum 


E.  HARRISON  GRIFFIN,  M.D.,  AND  RALPH  C.  DISCH,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Surgical  Service  of  the  Methodist  Hospital  of  Brooklyn) 


jy/^ASSiVE  gastrointestinal  hemorrhage  often 
threatens  the  life  of  the  patient  and  taxes  the 
diagnostic  acumen  of  the  clinician. 

Benign  tumors  occurring  in  the  small  bowel,  the 
silent  region,  are  not  an  infrequent  cause  of  intes- 
tinal bleeding.  Melena  or  hematemesis  is  the  pre- 
senting symptom  in  78  per  cent  of  patients  with 
leiomyoma  of  the  small  intestine.  The  percentage 
of  bleeding  duodenal  lesions  is  slightly  higher.1 

Straus  and  O’Kane2  in  a review  of  the  literature  in 
1952  found  15  cases  of  leiomyoma  of  the  duodenum 
and  added  one  of  their  own.  Golden  and  Stout,3 
not  included  in  the  previous  survey,  reported  two 
such  tumors  in  1941.  Oberhelman  et  al .4  in  1952 
presented  two  cases.  Joergenson,  Weibel,  and 
Keasbey5  in  1953  reviewed  56  duodenal  tumors,  four 
of  which  were  leiomyomas.  Ebert  el  al.6  also  in 

1953,  described  two  other  cases.  Further  reports 
from  Cressman7  and  Campbell  and  Young8  in  1954 
contributed  one  and  two  cases,  respectively.  Starr, 
Grier,  and  Dockerty9  in  reviewing  the  Mayo  Clinic 
records  found  nine  duodenal  leiomyomas.  Marshall 
and  Cherry10  reported  one  such  tumor  in  1955. 
Kiefer  and  Christiansen11  were  able  to  find  only  one 
leiomyoma  of  the  duodenum  in  the  Lahey  Clinic  rec- 
ords from  1927  through  1955. 

To  date,  40  leiomyomas  of  the  duodenum  have 
been  reported  in  the  literature. 

Case  Report 

A.  P.,  a thirty-one-year-old,  white  male,  was  first 
admitted  to  the  Methodist  Hospital  on  April  1 1 , 

1954.  His  presenting  symptoms  were  hematemesis 
and  melena.  The  night  prior  to  admission  the 
patient  had  been  drinking  a moderate  amount  of 
whiskey.  On  the  day  of  admission  the  patient 
experienced  weakness  and  cold  sweats,  followed  by 
vomiting  of  coffee-ground  material  and  by  loose 
tarry  stools. 

There  was  no  history  of  abdominal  pain  or  food 
intolerance  prior  to  admission.  A general  mild  pal- 
lor and  tarry  stools  were  the  only  pertinent  physical 
findings.  A presumptive  diagnosis  of  acute  gastritis 
was  made. 

Significant  laboratory  work  consisted  of  a red 
blood  count  of  3,300,000  and  hemoglobin  of  10.7  Grn. 
Within  two  days  these  levels  fell  to  1,400,000  red 
blood  cells  and  5 Gm.  of  hemoglobin. 

The  patient  was  placed  on  a Meulengracht  diet 
and  given  2,000  cc.  of  whole  blood.  His  improve- 
ment was  steady.  A gastrointestinal  series  on  April 
22,  1954,  eleven  days  after  admission,  was  inter- 
preted as  hypertrophic  gastritis.  On  April  26  he  was 
discharged  with  complete  correction  of  his  anemia. 


Fig.  1.  Typical  “mushroom  cap”  of  a pyloric 
mucosal  prolapse  is  seen  above  white  arrow.  Adjacent 
to  black  arrow  is  constant  filling  defect  caused  by 
duodenal  leiomyoma. 


On  February  7,  1955,  the  patient  was  again  ad- 
mitted to  the  Methodist  Hospital  because  of  hema- 
temesis and  melena.  He  presented  the  picture  of 
impending  shock  with  weakness,  dizziness,  and  pro- 
fuse diaphoresis.  At  no  time,  however,  did  his 
blood  pressure  fall  below  normal  levels.  The  patient 
gave  no  history  of  alcoholic  indiscretion  in  the  weeks 
prior  to  admission,  nor  did  he  complain  of  pain. 
Initial  laboratory  studies  showed  a red  blood  count 
of  4,500,000  and  hemoglobin  of  13.2  Gm.  which  in 
two  days  fell  to  3,200,000  and  10.9  Gm. 

He  was  given  a milk-cream  diet  for  several  days 
followed  by  a Meulengracht  diet.  He  received  1,000 
cc.  of  whole  blood.  Repeated  stool  examinations 
were  positive  for  blood.  A liver  profile  and  coagula- 
tion studies  were  normal.  Roentgenograms  of  the 
colon  and  chest  were  not  unusual.  A gastrointestinal 
series  at  this  time  showed  a mild  pyloric  mucosal 
prolapse.  Gastroscopy  showed  the  presence  of 
several  large  mucosal  folds  which  were  neither  hyper- 
emic  nor  ulcerated. 

Bleeding  ceased,  and  the  red  blood  count  and 
hemoglobin  returned  to  normal  levels.  He  was  dis- 
charged on  February  21,  1955,  with  a final  diagnosis 
of  pyloric  mucosal  prolapse. 

On  February  7,  1956,  the  patient  was  admitted 
for  the  third  time  to  the  Methodist  Hospital  be- 
cause of  melena  with  associated  weakness  and  dizzi- 
ness. He  had  had  tarry  stools  for  three  days  prior  to 
admission.  A fairly  strict  bland  diet  had  been 
followed.  On  admission  his  blood  pressure  and 
pulse  were  normal.  There  was  no  abdominal  tender- 
ness and  no  organs  were  palpable.  The  red  blood 
count  was  4,300,000  and  hemoglobin  was  12.5  Gm. 
Coagulation  studies  and  liver  function  tests  again 
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Fig.  2.  Arrow  on  excised  leiomyoma  points  to 
three  adjacent  ulcerations  filled  with  blood.  Duodenal 
cuff  may  be  noted,  resembling  a belt  circling  middle 
of  specimen. 


were  within  normal  lifnits.  There  were  normal 
curves  for  total  and  free  gastric  acid.  No  blood 
was  found  in  any  of  the  specimens.  A barium  duo- 
denal study  showed  the  previously  reported  pyloric 
mucosal  prolapse  and  also  a constant  defect  in  the 
descending  limb  of  the  duodenum.  This  defect  was 
located  on  the  lateral  border  of  the  second  portion 
of  the  duodenum  at  the  level  of  the  ampulla  (Fig.  1). 
The  diagnosis  of  leiomyoma  of  the  duodenum  was 
made  because  the  roentgenologic  findings  resembled 
exact!}'  the  picture  seen  in  similar  lesions  of  the 
esophagus  and  gastrointestinal  tract.  Hindsight 
being  better  than  foresight,  an  identical  filling  de- 
fect was  readily  apparent  on  the  films  of  the  year 
previous. 

On  February  21,  1956,  an  exploratory  laparotomy 
was  performed.  The  abnormal  findings  were  con- 
fined to  the  stomach  and  duodenum.  A slight 
pyloric  mucosal  prolapse  was  discerned  but  certainly 
was  not  the  cause  of  bleeding  in  view  of  the  remain- 
ing pathology.  On  the  anterolateral  surface  of  the 
second  part  of  the  duodenum,  just  above  the  distal 
angulation,  omental  adhesions  were  overlying  a rub- 
bery hard  mass  in  the  bowel  wall. 

The  duodenum  was  opened  below  the  tumor  which 
was  found  to  bulge  intraluminally  as  well  as  extra- 
luminally.  The  mass  measured  3 by  3 by  1.5  cm. 
The  tumor  was  easily  removed  with  a small  cuff  of 
adjacent  duodenal  wall.  The  bowel  was  subse- 
quently closed  transversely  without  constriction  of 
the  lumen. 

Examination  of  the  specimen  revealed  three  ulcers 
on  the  mucosal  surface  of  the  mass  (Fig.  2).  Micro- 
scopic sections  were  typical  of  leiomyoma  of  the 
duodenum.  No  malignant  changes  were  seen  (Fig. 
3). 


Fig.  3.  Typical  interlacing  bundles  of  smooth 
muscle  tumor  and  the  overlying  duodenal  mucosa 
with  its  Brunner’s  glands. 


The  patient  was  discharged  on  the  eleventh  post 
operative  day  after  an  uneventful  convalescence. 

Coin  merit 

Leiomyomas  are  mesenchymal  tumors  arising 
from  the  smooth  muscle  layers  of  the  intestinal 
walls.  They  may  be  subserosal,  submucosal,  or 
intramural.  These  benign  tumors  are  insidious  in 
their  notoriously  slow  growth,  resulting  often  in 
only  vague,  nonlocalizing  symptoms. 

Microscopically,  leiomyomas  resemble  fibroids. 
They  are  composed  of  interlacing  bundles  of  smooth 
muscle  fibers  arranged  in  whorls.  The  mucosal 
surface  over  the  benign  muscle  tumor  may  ulcerate 
and  bleed,  as  it  did  in  this  case,  or  the  myoma  itself 
may  undergo  central  necrosis  involving  a blood 
vessel  with  resulting  hemorrhage  into  the  bowel 
lumen  via  a sinus  tract. 

Besides  bleeding,  these  smooth  muscle  tumors  can 
be  irritating  to  the  duodenum  and  produce  ulcer- 
like symptoms.  Epigastric  pain  with  x-ray  evidence 
of  pylorospasm  can  be  deceiving  and  may  lead  to 
medical  management  of  a definite  surgical  problem. 

Obstruction  of  the  common  bile  duct  resulting  in 
jaundice  has  been  reported  in  only  one  instance.8 
Leiomyomas  occur  more  frequently  in  the  stomach 
and  ileum  than  in  the  duodenum.  The  majority  of 
these  tumors  arising  in  the  duodenum,  however,  are 
located  in  the  first  portion. 

As  in  the  case  presented,  75  per  cent  of  duodenal 
leiomyomas  occur  in  males.  After  each  bleeding 
episode  the  patient  responded  well  to  conservative 
therapy. 

The  presence  of  the  slight  prolapsing  pyloric 
mucosa  was  the  red  herring  which  distracted  atten- 
tion from  the  definitive  lesion  and  delayed  surgical 
therapy  a year.  Since  the  liver  function  tests  and 
coagulation  studies  were  consistently  normal,  they 


July  1,  1957 


2255 


ROSS  AND  DOONEIEF 


were  an  aid  in  ruling  out  the  possibility  of  bleeding 
esophageal  varices  from  portal  hypertension  and  a 
hemorrhagic  diathesis. 

Summary  and  Conclusion 

1.  The  literature  of  leiomyoma  of  the  duodenum 
is  reviewed,  and  the  forty-first  case  is  presented.  Its 
location  in  the  second  portion  of  the  duodenum  is 
unusual. 

2.  The  diagnosis,  symptomatology,  and  pathol- 
ogy are  briefly  discussed. 

3.  Smooth  muscle  tumors  of  the  duodenum  must 
be  considered  in  all  instances  of  painless  upper  gas- 
trointestinal hemorrhage. 
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Chest  Surgery  in  the  Presence  of  Cutis  Hyperelastica  ( Ehlers - 

Danlos  Syndrome) 

MILTON  ROSS,  M.D.,  F.A.A.D.,  AND  ALFRED  S.  DOONEIEF,  M.D.,  F.A.C.P.,  MOUNT  KISCO,  NEW  YORK 
( From  the  Division  of  Pulmonary  Diseases,  Montefiore  Hospital,  Bronx,  New  York ) 


^ ^ utis  hyperelastica  or  the  Ehlers-Danlos  syn- 
drome  is  not  commonly  seen  and  remains  almost 
as  much  a curiosity  to  the  physician  as  to  the  layman. 
Consequently  the  appearance  of  intercurrent  disease 
in  such  a patient  may  pose  unusual  and  distressing 
problems. 

Ronchese1  in  1936  had  collected  some  37  cases 
from  the  literature  and  was  able  to  add  three  of  his 
own.  More  recently  Johnson2  stated  that  the 
Ehlers-Danlos  syndrome  is  not  a rare  disease.  He 
published  a family  pedigree  covering  six  generations 
which  revealed  21  affected  men  and  11  affected 
women.  Fifteen  other  family  trees  showed  38 
affected  men  and  35  affected  women.  Although 
Murray,3  writing  in  the  British  literature,  had 
suggested  that  a collection  of  family  trees  might 
reveal  the  mode  of  transmission,  Johnson  felt  that 
no  conclusions  could  be  drawn  from  his  study  other 
than  that  the  condition  is  often  familial,  always 
congenital,  and  appears  more  often  in  men  than  in 
women.  Both  Johnson  and  Ronchese  urged  that 


orthopedic  surgeons  who  might  often  see  the  articular 
manifestations  of  the  syndrome  look  for  its  other 
manifestations.  These  features,  listed  by  Murray 
and  Tvars,3  include  (1)  abnormal  elasticity  of  the 
skin.  (2)  friability  of  the  skin  and  blood  vessels,  re- 
sulting in  large  subcutaneous  hematomas  and  gaping 
wounds  from  trivial  injuries,  (3)  hyperextensibility 
of  the  joints,  (4)  papyraceous  scars,  sometimes 
associated  with  pseudotumors,  (5)  tiny  movable 
subcutaneous  nodules,  probably  of  a lipomatous 
nature,  and  (6)  a familial  incidence  of  one  or  more 
of  the  above  features. 

If  the  dermatologist  were  consulted  as  to  the  ad- 
visability of  surgery  in  a patient  with  cutis  hyper- 
elastica, the  above  characteristics  plus  admonitions 
in  the  literature4'5  regarding  avoidance  of  injury 
would  force  him  to  advise  the  surgeon  not  to  inter- 
vene if  at  all  possible. 

Although  the  unfortunate  effects  of  injury  are 
regularly  seen  in  these  patients,  no  report  has  been 
found  in  the  literature  regarding  the  results  of  chest 
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Fig.  1.  Demonstration  of  typical  hyperelasticity. 


surgery.  The  following  case  is  reported  to  show 
the  results  of  major  surgery  in  a patient  with  cutis 
hyperelastica  and  to  present  several  incidental 
findings. 

Case  History 

History. — at  the  age  of  nine  S.  L.,  a white  male, 
was  investigated  at  New  York  Post-Graduate 
Hospital  where  a diagnosis  of  Ehlers-Danlos  syn- 
drome was  made.  The  presence  of  pulmonary  tu- 
berculosis was  discovered  in  May,  1945,  on  a rou- 
tine chest  roentgenogram.  He  was  under  the  super- 
vision of  a chest  clinic  where  examination  every 
three  months  revealed  no  change  in  his  minimal  right 
upper  lobe  lesion  until  August,  1947.  At  that  time 
the  film  showed  progression  of  the  lesion,  and  his 
sputum  was  positive  for  tubercle  bacilli.  He  was 
hospitalized  at  the  Municipal  Sanatorium,  Otisville, 
New  York,  on  December  4,  1947.  At  this  time  the 
evidences  of  cutis  hyperelastica  were  again  noted. 
These  included  many  scars  resulting  from  previous 
trauma  and  hyperextensibility  of  the  metacarpo- 
phalangeal, knee,  and  elbow  joints.  His  chest 
roentgenograms  revealed  what  was  interpreted  as  a 
productive  lesion  of  the  right  apex  without  cavita- 
tion. Sputum  was  intermittently  positive  on  smear 
and/or  culture.  Right  artificial  pneumothorax  was 
attempted  on  two  occasions  unsuccessfully.  He 
gained  3G  pounds,  and  his  general  condition  re- 
mained good.  He  signed  out  of  the  hospital  against 


Fig.  2.  Pseudotumor  over  elbow. 


medical  advice  on  October  3,  1948.  The  discharge 
diagnosis  was  chronic  pulmonary  tuberculosis, 
moderately  advanced,  unstable,  and  improved  clini- 
cally, and  Ehlers-Danlos  syndrome. 

He  was  again  followed  at  a chest  clinic,  and  in 
November,  1948,  a positive  sputum  was  obtained. 
Hospitalization  was  again  recommended,  and  on 
April  5,  1949,  he  was  admitted  to  the  Montefiore 
Sanatorium,  Bedford  Hills,  New  York.  At  this 
time  he  was  asymptomatic.  Further  questioning 
regarding  the  scars  on  the  knees  and  legs  revealed 
that  some  of  these  had  occurred  in  spite  of  careful 
suturing  following  injury. 

Family  History. — One  aunt  died  of  tuberculosis. 
The  patient  was  in  contact  with  her  intermittently 
at  the  age  of  thirteen.  Father,  mother,  and  two 
brothers,  aged  eighteen  and  twelve,  were  alive  and 
well.  There  were  no  known  familial  or  congenital 
diseases.  The  father  had  had  hay  fever.  No  one 
else  in  the  family  was  known  to  have  a condition 
similar  to  the  patient’s. 

Physical  Examination. — The  face  was  oval 
shaped  with  a high  forehead  and  prominent  bossing. 
He  appeared  somewhat  hollow  cheeked,  although 
elsewhere  there  was  not  so  much  an  actual  lack  of 
subcutaneous  tissue  (as  described  in  the  literature) 
as  a marked  compressibility  of  both  the  skin  and  sub- 
cutaneous tissues.  In  fact,  the  palmar  padding  ap- 
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Fig.  3.  Kunckle  pads  and  pseudotumor. 


peared  full  and  round.  When  palpated,  however, 
the  underlying  bone  could  be  felt  almost  as  though 
there  were  no  overlying  tissue.  Everywhere  the 
skin  was  soft,  hyperelastic,  and  loosely  attached  to 
underlying  structures  so  that  it  could  be  stretched 
4 to  6 inches  without  discomfort,  returning  to  its 
usual  position  on  release  (Fig.  1).  There  were 
numerous  thin,  wrinkled,  broad  scars  on  the  fore- 
head, face,  right  knee,  left  leg,  and  right  foot.  There 
was  hyperextensibility  of  the  knees  and  elbows  as 
well  as  of  the  smaller  joints  of  the  wrists  and  meta- 
carpophalangeal and  metatarsal  junctures.  Palpa- 
tion of  the  limbs  revealed  a granular  feel  to  the 
subcutaneous  tissues.  Each  granule  felt  no  more 
than  2 mm.  in  diameter.  In  a few  instances  there 
were  larger,  lentil-sized  tumors.  This  finding  was 
not  confined  to  bony  prominences.  Over  both  el- 
bows there  were  papillomatous  tumors  (Fig.  2). 
Some  were  sessile,  and  others  appeared  to  be  no 
more  than  chronically  infected  papules  or  small  gran- 
ulomas. The  skin  in  this  region  showed  consider- 
able follicular  plugging.  There  were  similar  tumors 
of  the  dorsa  of  the  feet,  apparently  in  areas  of  chronic 
friction.  As  shown  in  Fig.  3,  the  toes  were  held  in  a 
flexed  position  with  remarkably  prominent  but  soft 
knuckle  pads  at  points  of  pressure  and  friction. 

Course. — The  patient’s  sputum  was  intermit- 
tently positive  for  tubercle  bacilli.  Chest  roent- 
genograms revealed  linear  and  nodular  infiltrates  in 
both  upper  lobes  with  a circumscribed,  dense,  oval 
opacity  l'/a  by  2 cm.  in  diameter  at  the  right  apex; 
this  had  the  appearance  of  a filled-in  or  inspissated 
cavity.  Artificial  pneumothorax  was  attempted 
unsuccessfully,  and  treatment  consisted  of  bed  rest 
only.  At  the  time  of  discharge  from  the  institution 
in  August,  1950,  serial  x-ray  films  had  remained 
stable,  and  patent  cavity  could  not  be  demonstrated 
on  body  section  roentgenograms.  The  unpredict- 


Fig. 4.  Appearance  of  back  postoperatively. 


ability  of  the  right  apical  lesion  was  recognized,6 
and  the  patient  was  advised  that  surgery  might  be 
necessary  should  activity  be  manifested  at  a later 
date.  Lack  of  experience  with  major  surgery  in 
the  presence  of  the  Ehlers-Danlos  syndrome  induced 
a temporizing  approach  in  this  case. 

The  patient  returned  to  the  sanatorium  eight 
months  later.  He  had  lost  10  pounds,  sputum 
was  now  positive,  and  there  was  roentgenographic 
evidence  of  progression  of  the  lesion  in  the  right 
upper  lobe  with  cavitation  now  clearly  demon- 
strable. It  was  apparent  that  his  inspissated 
cavity  had  shelled  out.  He  received  dihydrostrep- 
tomycin and  PAS  from  May  to  October,  1951. 
In  August  and  September,  1951,  a five-rib,  two- 
stage,  right  thoracoplasty  was  performed.*  Preop- 
eratively  bronchoscopy  was  negative,  electrocardio- 
gram was  normal,  and  bleeding  time,  clotting  time, 
clot  retraction,  and  prothrombin  time  were  normal, 
as  were  the  tourniquet  test  for  capillary  fragility 
and  the  platelet  count.  The  thoracoplasty  was 
carried  out  in  the  usual  fashion,  with  an  interval  of 
three  weeks  between  stages,  the  only  modifications 
in  technic  being  preservation  of  the  transverse  proc- 
esses and  the  use  of  number  32  wire  in  place  of  silk 
sutures  for  the  skin  closure.  The  wire  sutures  were 
left  in  for  two  weeks  after  each  stage.  The  wounds 
healed  per  primam,  and  the  entire  postoperative 
course  was  smooth  and  uneventful.  Four  years 
after  operation  the  patient  is  entirely  well.  His 
pulmonary  cavity  remains  closed,  and  gastric  cul- 


* The  operation  was  performed  by  Dr.  Maurice  Harte 
of  New  York  City. 
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turea  are  negative.  There  is  very  slight  scoliosis  of 
the  upper  thoracic  spine  to  the  right,  not  dispropor- 
tionate to  what  is  usually  seen  in  patients  with 
similar  habitus  (Fig.  4). 

Com  men  t 

A review  of  the  literature  has  revealed  no  instance 
of  major  surgery  in  the  thorax  in  a patient  with 
cutis  hyperelastica  (Ehlers-Danlos  syndrome).  It 
is  possible  that  the  considerations  which  led  us  to 
defer  operation  in  this  instance  have  also  dissuaded 
others  from  performing  necessary  thoracic  surgery 
in  the  presence  of  this  congenital  defect. 

Little  is  known  about  the  etiology  of  the  Ehlers- 
Danlos  syndrome,  and  there  is  no  known  therapy. 
The  clinical  picture,  which  was  full-blown  in  the 
case  described,  includes  hyperelasticity  of  the  skin 
all  over  the  body,  hyperextensibility  of  the  joints, 
and  a tendency  to  heal  badly  with  extensive  scar 
formation  following  minor  trauma.  In  some  cases 
pseudotumors  have  been  noted  and  attributed  to  sub- 
cutaneous bleeding.7  Tumor-like  formations  on  the 
skin,  as  seen  in  this  case,  are  probably  due  to  chronic 
irritation.  There  is  no  evidence  of  hemorrhage. 
The  tumors  may  be  seen  in  all  stages  of  develop- 
ment from  the  hyerkeratotic  plug  and  chronically 
infected  papule  to  the  granuloma-like  tumor  (Fig. 
2). 

Biopsy  of  the  tumors  in  this  case  was  described 
by  the  pathologist  as  follows:  “Hyperkeratosis  and 

acanthosis.  The  striking  changes  are  in  the  cutis. 
The  collagen  bundles  are  thin,  wav}',  and  separated 
by  edema.  The  blood  vessels  and  lymphatics  are 
increased  in  number,  tortuosity,  and  dilatation. 
There  is  mild  thickening  of  some  of  the  vessel  walls 
and  a sparse  perivascular  infiltrate  of  mononuclear 
cells.  No  skin  appendages  are  present,  and  the 
cutis  is  greatly  increased  in  thickness.  The  elastic 
tissue  stain  shows  some  paucity  of  elastic  fibers  in 
the  upper  cutis  where  they  are  delicate;  deep  in  the 
cutis  they  are  thickened,  ruptured,  retracted,  and 
clumped.  The  changes  in  the  collagen,  elastic 
tissue,  and  blood  vessels  are  characteristic  of 
Ehlers-Danlos  Syndrome.” 

In  the  case  described,  poor  wound  healing  and 
hemorrhage  were  feared,  and  the  possibility  of  ex- 
treme scoliosis  following  thoracoplasty  was  con- 
sidered because  of  the  demonstrable  hyperextensi- 


bility of  the  small  joints.  For  this  reason  thoraco- 
plasty was  deferred  until  it  became  clear  that  re- 
covery could  not  be  anticipated  without  it.  When 
the  operation  was  performed,  the  transverse  proc- 
esses were  spared  in  order  to  minimize  the  production 
of  scoliosis,  and  wire  sutures  were  used  in  the  skin. 
No  other  modifications  were  made  in  the  operative 
procedure,  and  no  special  preoperative  preparations 
were  made.  Postoperative  management  was  not 
remarkable  except  that  the  skin  sutures  were  left  in 
for  two  weeks.  The  oidy  drugs  given  in  the  post- 
operative period  were  penicillin  and  Demerol.  The 
feared  occurrence  of  hemorrhage,  poor  wound  heal- 
ing, and  scoliosis  did  not  take  place. 

This  case  report  is  recorded  for  the  purpose  of 
indicating  that  the  presence  of  the  Ehlers-Danlos 
syndrome  in  severe  form  is  not  an  absolute  contra- 
indication to  thoracic  surgery. 

Summary 

1.  A five-rib  thoracoplasty  was  performed  in  the 
presence  of  severe  hyperelastica  cutis  (Ehlers-I  )anlos 
syndrome).  No  special  preoperative  or  postopera- 
tive precautions  were  taken.  Substitution  of  wire 
for  silk  skin  sutures  and  preservation  of  the  trans- 
verse processes  were  the  only  modifications  in  the 
operative  technic.  There  were  no  complications 
in  the  postoperative  period,  and  the  wound  healed 
per  primam. 

2.  The  patient  presented  the  following  skin 
changes  not  commonly  described: 

(а)  Tumor-like  formations  at  points  of  friction, 
such  as  the  elbows  and  the  dorsa  of  the  feet.  These 
presented  all  the  classic  features  of  the  Ehlers-Danlos 
syndrome  on  histologic  examination  plus  acanthosis, 
hyperkeratosis,  and  a cellular  infiltrate. 

(б)  Redundant  knuckle  pads  over  hyperflexed 
toes. 

References 

1.  Ronchese,  F.:  Am.  J.  Dis.  Child.  51:  1403  (1936). 

2.  Johnson,  S.  A.  M.,  and  Falls,  H.  F.:  Arch.  Dermat. 

A Syph.  60:82(1949). 

3.  Murray,  J.  E.,  and  Tyars,  M.  E.:  Brit.  M.  .1.  1 : 974 

(1940). 

4.  Brown,  A.:  Glasgow  M.  J.  27:  712  (1946). 

5.  Holt,  J.  F. : Am.  J.  Roentgenol.  55:  420  (1946). 

6.  Dooneief,  A.  S.,  Hite,  E.  E.,  and  Bloch,  R.  G.:  Arch. 

Int.  Med.  96:470(1955). 

7.  Skeer,  J.,  and  Kaplan,  A.  A.:  Arch.  Dermat.  & Syph. 

12:450  (1940). 


Passenger  cars  were  involved  in  nearly  80  per  cent  o f all  U.S.  traffic  fatalities  in  1956 — 85  per 
cent  of  traffic  injuries. 


July  1,  1957 


2259 


FUNDAMENTALS  OF 
MODERN  ALLERGY 


A series  of  special  articles  sponsored  by  the  New  York  Allergy 
Society  and  written  by  its  members 

Editor 

SAMUEL  J.  PRIGAL,  M.D. 

Associate  Editors 

MURRAY  ALBERT,  M.D.,  JOSEPH  FRIES,  M.D.,  WILLIAM  B.  SHERMAN,  M.D. 


Allergens  of  Importance  Easily  Overlooked  in  the  Etiology  of 

Allergic  Disorders 

H.  HAROLD  GELFAXD,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Allergy,  Gouverneur  Hospital) 


It  is  the  purpose  of  this  article  to  record  a 
group  of  allergenic  agents  which,  although 
very  important  etiologically  in  certain  allergic 
disorders,  are  easily  overlooked.  It  should  be 
stressed  that  the  allergenic  agents  to  be  listed 
can  in  most  instances  be  causative  agents  for 
many  diverse  allergic  states. 

Epidermal  Allergens,  Animal  Emana- 
tions and  Other  Odd  Allergens 

Animal  danders  may  be  inhaled  through 
direct  contact  with  the  living  animal,  or  in- 
directly, from  animal  products.  Animal  products 
such  as  feathers  from  the  chicken,  goose,  or 
duck,  or  hair  from  the  horse  or  rabbit,  are  im- 
portant air-borne  allergenic  agents  easily  over- 
looked. Hair  from  many  animals — the  rabbit, 
the  goat,  the  hog.  the  fowl — as  used  in  manufac- 
tured articles,  such  as  hair  pillows  and  mattresses, 
may  provoke  diverse  allergic  disorders.  It  should 
be  kept  in  mind  that  rabbit  epithelium  may  lurk 
in  a felt  hat.  and  velvets  and  plushes  from  the 


Angora  goat  may  be  used  in  the  manufacture  of 
automobile  and  railroad  car  seats.  Camel  hair 
and  sheep  epithelium,  often  mixed  with  wool, 
may  be  used  in  the  manufacture  of  blankets,  and 
wool  may  be  used  in  outer  and  undergarments  and 
in  carpets  and  rugs.  Also  included  is  hair  or 
bristles  from  the  hog  in  tooth,  hair,  and  shaving 
brushes.  The  relationship  of  certain  animals  to 
furs  marketed  under  assumed  names  is  apt  to  be 
misleading  in  searching  for  a diagnostic  basis. 
Not  to  be  overlooked  is  the  fact  that  epidermal 
substances,  such  as  dandruff  from  human  beings, 
may  be  a causative  agent. 

Emanations  and  odors  from  certain  animals 
may  also  produce  symptoms  of  various  allergic 
states,  even  though  the  individual  affected  may 
not  have  been  in  direct  contact  with  the  animal. 
Likewise,  air-borne  allergens  may  be  trans- 
mitted indirectly  to  hypersensitive  individuals  by 
means  of  garments  or  other  possessions  of  the 
persons  who  actually  contacted  the  animal. 

Direct  contact  with  the  mouse,  rat,  dog,  or 
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cat  can  occur  in  the  home.  For  hunters  contact 
with  deer,  and  for  laboratory  workers  contact 
with  the  guinea  pig  or  rabbit  should  be  consid- 
ered. Contact  with  birds  including  pigeons, 
canaries,  parrots,  or  sparrows  may  also  be  re- 
sponsible for  allergic  manifestations. 

Sensitivity  to  Odors  and  Fumes. — The 
allergic  effects  of  inhaling  odors  of  fresh  vege- 
tables, such  as  peas,  beans,  lentils,  and  garlic, 
are  frequently  experienced  by  susceptible  in- 
dividuals. The  aroma  of  coffee,  smell  of  gasoline 
fumes,  and  fresh  paint  odors,  as  well  as  tobacco 
smoke  in  nonsmokers,  have  been  found  to  be 
provocative  factors  in  some  cases,  although  not 
necessarily  on  an  allergic  basis. 

Insect  Sensitivity. — Insect  sensitivity  is  re- 
stricted to  three  orders  of  fundamental  im- 
portance in  the  etiology  of  allergic  disorders. 
They  are  (1)  Lepidoptera,  or  moths  and  butter- 
flies, (2)  Trichoptera,  or  caddis  flies,1  and  (3) 
Ephernerida,  or  May  flies.  In  the  moths  and 
butterflies  and  the  caddis  flies,  the  scales  or  hairs 
are  produced  in  flight  as  a dust.  Parlato2  did 
most  of  the  early  work  on  this  phase  of  allergy. 
He  showed  that  moths  and  butterflies,  by  virtue 
of  their  emanations,  can  act  as  allergenic  agents 
in  areas  where  these  insects  are  abundant. 
Skin  tests  with  hairs  and  scales  of  these  insects 
were  found  positive  by  both  direct  and  passive 
transfer  methods. 

Insect  Bites. — Bees,  Wasps,  and  Mosquitoes. 
— Fatal  reactions  can  result  from  bites  or  stings 
of  these  insects.  Work  on  the  bee  allergens 
causing  allergic  disorders  was  greatly  contrib- 
uted by  Benson,3  who  proved  the  reaction  to  be 
due  to  the  bee  protein  and  not  to  the  venom. 
In  the  mosquito  reactions,  edema  and  inflam- 
mation occur  in  a delayed  manner  twenty-four 
to  forty-eight  hours  after  the  bite.  Here  too  it 
is  the  protein  which  causes  the  reaction. 

Fleas,  Lice,  and  Bedbugs. — Studies  of  allergy  to 
flea  bites  were  done  by  Boycott,4  who  demon- 
strated that  the  first  bite  fails  to  produce  a 
reaction,  but  subsequent  bites  do.  Various 
species  of  fleas  cause  different  reactions.  Asthma 
resulting  from  bedbugs  was  reported  by  Stern- 
berg5; other  forms  of  sensitivity  to  its  bite,  by 
Parsons.6  Swelling  of  the  arm,  choking,  and 
general  collapse  were  immediate  reactions.  The 
shock  symptoms  had  been  wrongly  attributed  to 
coronary  occlusion.  A local  reaction  in  addition 
to  a noticeable  drop  in  blood  pressure  followed 
a subsequent  bite. 


TABLE  I. — Nonfood  Sources  of  Gum  Allergens 

Adhesive  pastes 
Artificial  flowers 

Body  and  drier  lithographing  inks 
Cement 

Cigar  manufacturing 
Coating  for  special  thread 

Denture  adhesive  powders  (Dent-A-Firm,  Stix) 

Emulsions  (mineral  oil,  cod-liver  oil,  turpentine  and  almond) 

Fireworks 

Furniture  polishes 

Glues 

Insecticides 

Laxatives  (Imbicoll,  Mucara,  Squibb’s  Petroleum,  and  Agar) 
Linoleum  and  oil  cloth 

Lotions  (cosmetic,  for  hand  care,  hair-waving,  etc.) 

Luster  for  textiles 
Match  manufacturing 
Metal  polish  manufacturing 
Mucilages 
Paints 

Porcelain  and  pottery  manufacturing 
Printing  ink  manufacturing 
Process  engraving 
Shoe  polishes 

Sizing  for  paper  and  textiles 
Sprays  (offset  in  printing  trade) 

Starch  (special) 

Suppositories 

Toothpaste  (Listerine  and  Lactora) 

Textile  printing 
Vaginal  jellies 
Varnishes 

Water  colors  (transparent) 


Parasites  as  Allergenic  Agents.— The 
following  parasites  (1)  flatworms  ( Platyhelminths ) 
(2)  roundworms  ( Nematoda ),  and  (3)  trichinae 
( Trichinidae ) are  known  to  act  as  allergens  and 
may  cause  manifestations  resulting  in  bronchial 
asthma  and  other  atopic  states.  Positive  cuta- 
neous reactions  with  extracts  of  these  parasites 
have  been  reported.  The  mechanism  of  im- 
mediate cutaneous  reactions  resulting  from  these 
tests  has  been  demonstrated  by  Rackemann  and 
Stevens7  and  by  Brunner8  to  be  mediated  by 
reagins. 

Testing  with  the  Ascaris  allergen  will  detect 
Ascaris  lumbricoides  as  an  intestinal  infestation 
and  may  also  reveal  the  presence  of  other 
members  of  the  roundworm  family.  It  bears  no 
relation,  however,  to  tapeworm  sensitivity.  It 
has  been  reported  that  laboratory  workers  in 
contact  with  these  worms,  if  sensitive  to  them, 
have  reacted  with  severe  urticaria  and  asthma. 

Patients  having  Echinococcus  cyst  of  the  liver 
have  been  found  to  suffer  anaphylactic  shock 
when  the  operating  surgeon  accidentally  ruptured 
the  cyst,  releasing  overwhelming  allergens. 

Vegetable  Gums  by  Inhalation 
and  Contact 

Of  the  many  vegetable  gums,  karaya,  gum 
arabic  (acacia),  and  tragacanth  are  the  most 
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sensitizing  allergenic  agents. 

The  term  ‘'gums”  is  loosely  applied  to  the 
resinous  exudates  which  contain  a carbohydrate 
that  is  capable  of  mixing  with  water — muci- 
laginous mixtures.  The  chief  sources  of  sensiti- 
zation are  karaya  in  hair-waving  lotions  and 
acacia  in  the  offset  sprays  used  in  the  printing 
trades.  Although  these  allergens  may  enter  the 
system  by  ingestion  (discussed  later),  injection, 
or  surface  contact,  inhalation  is  the  most  common 
route,  and  respiratory  symptoms  predominate. 

Any  of  the  three  gums  mentioned  above  may  be 
contained  in  the  list  of  articles  in  Table  I.9 
Patients  sensitized  to  these  agents  manifest  an 
allergic  disorder  after  inhalation  or  when  in 
contact  with  these  substances.  The  gum  aller- 
gens are  very  often  overlooked  and  are  fre- 
quently substituted  for  one  another.  Their 
presence  is  no  doubt  even  more  widespread  than 
indicated  in  Table  I. 

Chemicals 

It  is  not  always  easy  to  prove  the  etiologic 
relationship  between  certain  chemical  substances 
and  the  onset  of  various  allergic  disorders,  since 
skin  testing,  direct  or  indirect,  is  unreliable  in 
these  instances.  That  certain  chemical  sub- 
stances definitely7  cause  symptoms  is  deduced  in 
many  indirect  ways:  (1)  by  a history,  (2)  by  the 
fact  that  away  from  such  contacts  the  patient  is 
free  from  symptoms,  and  (3)  by  provocative 
tests  to  prove  the  etiologic  relationship  of  these 
chemicals  to  the  allergic  disorder. 

Paraphenylenediamine,  a fur  and  hair  dye,10 
and  the  diazo  dye,  para  red  (paranitraniline  red), 
first  described  by  Oliver  in  1926  as  causing 
rotogravure  ink  dermatitis,11  must  be  listed 
among  the  chemicals. 

Also  to  be  included  among  the  chemical 
sensitizers  are  paramidophenol,  arsenic,  aniline 
dyes,  and  ehinodiamine  (which  results  from  the 
addition  of  a weak  solution  of  hydrogen  peroxide 
to  paraphenylenediamine),  inhaled  by  workers 
in  the  form  of  dust.12 

The  number  of  chemicals  causing  skin  condi- 
tions is  numerous.  Lead,  mercury,  nickel, 
and  other  metals  are  possible  agents  to  be 
considered  as  causes  of  dermatitis.  Persons 
exposed  to  lead  dust  also  may  suffer  asthmatic 
attacks  when  exposed  to  lead  fumes. 

Cosmetic  and  other  toilet  preparations  contain 
manyr  chemical  substances  which  may  provoke 
allergic  manifestations.  These  include  resorci- 


nol; linseed  oil;  bichloride  of  mercury;  quinine 
sulphate  in  hair  tonics,  bleaches,  and  ointments; 
tetrabromofluorescein  and  difluorescein  in  lip- 
sticks and  rouges;13  toluene  sulphonamide  form- 
aldehyde in  nail  polish  as  one  of  the  resins 
employed  in  its  manufacture;  acrylic  nails,  and 
acrylic  dentures.14  Soaps,  dentifrices,  depila- 
tories, orris  root  powder,  and  orris  root  in  face 
powders  are  also  important  offenders. 

Arsenic  and  Its  Compounds. — The  allergic 
nature  of  the  reaction  to  arsenic  has  been  well 
established  by  various  investigators.  Nathan 
and  Grundmann15  found  by7  experimental  studies 
that  this  allergic  reaction,  induced  by7  intradermal 
deposition,  was  limited  to  the  salvarsans,  the 
arsenic  compounds  of  the  aromatic  series  formerly- 
used  in  the  treatment  of  syphilis. 

Arsenic  may  be  a potential  allergen  taken  into 
the  system  in  a disguised  form.  It  may  be 
ingested  in  milk,  eggs,  fish,  or  other  animal 
foods  when  this  chemical  has  been  employed  in 
the  feed  of  these  animals.  Fruits  and  vegetables 
grown  in  soil  in  which  arsenic  has  been  used  as  an 
insecticidal  agent  may  carry  this  antigen.  It  is 
also  contained  in  paint,  wall  paper,  and  colored 
wood  stains. 16 

The  writer17  has  reported  a case  of  hyper- 
sensitivity to  arsenic  resulting  from  the  applica- 
tion of  a well-known  hair  tonic  and  dandruff 
remover.  Intolerance  manifested  itself  as  a 
marked,  generalized  dermatitis.  Arsenic  was 
shown  by  means  of  patch  and  passive  transfer 
tests  to  be  the  etiologic  factor. 

Other  Drugs. — Additional  drugs  which  must 
be  viewed  as  important  offenders  are  aspirin, 
quinine,  epinephrine,  aminophylline,  pontocaine, 
argyrol,  quinidine,  sedormid,  the  barbiturates, 
penicillin,  streptomycin,  insulin,  liver  extract, 
phenolphthalein,  and  many7  others.  Sedormid18 
and  quinidine19'20  sensitivities  may  cause  purpura, 
as  was  recently  demonstrated  by7  positive  passive 
transfer  tests. 

Food  Contaminants,  Food  Adjuvants, 
and  Common  Foods  Easily  Overlooked 

Food  Contaminants. — Randolph21  believes 
that  the  chemical  contaminants  in  common  foods 
are  capable  of  causing  allergic  reactions  in  certain 
patients  who  are  intolerant  to  these  exposures. 
He  indicates  that  the  technologic  chemical 
contamination  of  foods  by  petro-sulfo-chloro  and 
other  halogenated  compounds  produces  sensiti- 
zation. He  cites  examples  of  patients  who  were 
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clinically  sensitive  to  peaches  but  who  were 
able  to  tolerate  unsprayed,  unsulfured,  un- 
fumigated, and  “wormy”  peaches.  Peaches 
dusted  with  sulfur,  and  those  treated  with 
chlorinated  hydrocarbon  oil  mixture  as  a fungi- 
cidal agent,  precipitated  acute  allergic  reactions. 
The  same  holds  true  for  tolerance  to  the  inges- 
tion of  unfumigated  dates  and  figs,  because 
these  fruits,  fumigated  with  methyl  bromide, 
also  resulted  in  the  production  of  a severe  re- 
action in  certain  allergic  individuals. 

Contaminated  human  and  cow’s  milk  can 
cause  allergic  symptoms.  Pinto22  noted  sul- 
fanilamide and  acetylsulfanilamide  in  human 
milk,  after  it  was  ingested  by  the  mother. 
Rosen23  reported  penicillin  in  human  milk,  and 
cow’s  milk  may  contain  traces  of  penicillin  due 
to  treatment  of  the  animal  with  it  for  acute 
mastitis.  Cottonseed  meal  and  linseed  meal 
may  also  be  present  in  cow’s  milk.  Luisada24 
observed  favism  in  infants,  the  source  of  the 
fava  bean  allergen  being  traced  to  the  mother’s  or 
goat’s  milk.  Other  substances,  both  chemicals 
and  foods,  which  had  been  included  in  the  diet  of 
cows  or  lactating  mothers,  have  caused  allergic 
reactions.25’26  It  is  therefore  essential  to  realize 
that,  as  in  these  instances,  an  allergic  response 
may  be  attributable  not  to  the  milk,  to  which 
these  infants  and  others  were  tolerant,  but  to  the 
contaminants  which  they  contained. 

Figley  and  Rawling27  and  Coulson  and  his  co- 
workers28 have  done  excellent  work  and  have 
shown  that  green  coffee  can  become  contaminated 
with  castor  bean  dust  when  packed  in  burlap 
coffee  bags  which  previously  contained  castor 
beans.  These  patients  were  sensitive  to  both 
green  coffee  and  castor  bean  but  were  able  to 
drink  uncontaminated  coffee  without  symptoms, 
the  allergenic  fraction  having  been  removed  by 
the  roasting  process. 

Sheldon  and  Yorke29  reported  a case  of  eczema 
associated  with  anorexia  and  mental  depression 
and  showed  that  the  patient’s  symptoms  were 
directly  due  to  the  consumption  of  bread  or 
flour  which  contained  either  nitrogen  trichloride 
(agene)  or  chlorine  dioxide. 

Randolph,30  stressing  the  importance  of  starch 
sensitivity,  claimed  that  provocative  amounts  of 
starch  allergen  escape  from  paper  cartons  into 
milk,  sauerkraut,  and  frozen  foods.  Corn  and 
corn  syrup  sensitivity  also  has  been  stressed  by 
Randolph  and  others.  These  allergens  find  their 
way  into  many  processed  foods.  In  regard  to 


TABLE  II. — Food  Sources  ok  Gum  Allehuens 


Karaya  Gum 

Gum  Arabic 

Tragacanth 

Commercially  pre- 

Cake  icing  mixtures 

Commercially  lire- 

pared  potato 

pared  salad 

salad 

dressing 

Salad  dressing 

Soft  fillings  in  can- 

Gravies 

Mustard 

dies 

Certain  brands  of 

White  sauce 

Shrimp  sauce 
Whipped  cream 

marshmallows 

Whipped  cream 

Ice  cream 

Processed  Cheddar 

Charlotte  russe 

cheese 

Certain  brands  of 

Griddle  cakes 
Soft  fillings  in  can- 
dies 

Cake  icing  mixtures 
Cheddar  cheese 
Swiss  cheese 
Packaged  cream 
cheese 
Tooth  paste 
Certain  chewing  gums 

chewing  gum 

the  incidence  of  corn  sensitivity,  Loveless31 
reports  clinical  symptoms  from  ingested  corn  in 
0.16  per  cent  of  allergy  patients  as  determined 
by  a poll  of  allergists  treating  45,000  patients,  in 
contrast  to  an  incidence  of  16  to  30  per  cent 
reported  by  Rinkel,  Randolph,  Rowe,  and 
Crandall. 

Food  Adjuvants. — Vegetable  Gums. — The 
vegetable  gums,  karaya,  tragacanth,  and  arabic 
are  used  in  the  food  industry  to  add  bulk, 
thickness,  and  heaviness  to  foods  which  would 
otherwise  require  starch,  agar,  or  other  thickening 
agents,  such  as  flour.  These  colloid  substances 
are  substituted  because  they  are  cheap  and 
serve  the  purpose  for  which  they  are  intended. 
They  are  used  in  fillings  of  candies,  processed 
Cheddar  cheese,  cream  cheese,  whipped  cream, 
cake  icing,  tooth  pastes,  commercial  potato 
salad,  mustard,  jello,  wheat  cakes,  and  so  forth, 
as  shown  in  Table  II. 

Spices,  Condiments,  and  Other  Food  Acces- 
sories.— Spices  and  other  food  accessories, 
although  not  generally  reported  as  causes  of 
allergic  disturbances,  may  nevertheless  be  potent 
factors  in  producing  cutaneous,  gastrointestinal, 
and  other  allergic  reactions.  The  majority  of 
these  spices  contain  various  chemicals  as  well  as 
oils  and  may  be  primary  irritants.  We  may 
thus  have,  as  with  the  gums,  the  twofold  action, 
irritative  and  allergic. 

Included  among  the  spices  are  mustard,  pepper, 
ginger,  cinnamon,  cloves,  nutmeg,  and  thyme, 
mustard  being  the  outstanding  offender.  In 
addition  to  being  used  in  foods,  mustard  is 
employed  as  a counterirritant  in  the  form  of 
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pastes  and  plasters,  which  may  account  for 
urticaria  and  asthma  in  some  cases.  In  foods, 
such  as  mayonnaise,  salad  dressings,  catsup,  and 
sausage,  even  an  infinitesimal  amount  of  mustard 
may  produce  severe  allergic  manifestations. 

An  unusual  instance  of  bronchial  asthma  in  a 
boy  nine  years  of  age,  who  was  clinically  sensitive 
to  fennel  and  fennel  seed,  was  reported  by 
Levy.32 

The  importance  of  vanilla,  almond,  mint,  and 
peppermint  as  food  accessories  should  not  be 
minimized  in  allergic  diagnosis. 

Common  Foods  Easily  Overlooked. — It  is 
generally  recognized  that  common  foods  such  as 
wheat,  eggs,  and  milk  cause  manifestations  in 
predisposed  allergic  individuals.  What  may  not 
always  be  realized,  however,  is  the  fact  that 
these  foods  may  be  hidden  ingredients  of  other 
food  products. 

Wheat,  the  most  common  of  these  excitants,  is 
one  of  the  most  widely  used  cereal  grains  from 
which  flour  of  different  degrees  of  fineness  is 
produced.  It  should  be  noted  that  other  flours, 
including  rye,  whole  wheat,  buckwheat,  graham, 
and  gluten  flours,  usually  contain  wheat  flour. 
Wheat  flour  not  only  is  the  chief  ingredient  of 
breads,  crackers,  cakes,  and  the  like,  but  it  is 
employed  in  the  preparation  of  many  foods  where 
its  presence  is  unsuspected.  Included  among 
these  are  macaroni,  spaghetti,  gravies,  cream 
sauce,  soups,  various  infant  foods,  and  breakfast 
cereals.  Wheat  is  also  used  extensively  in 
coffee  substitutes,  such  as  Postum,  and  in  some 
varieties  of  sausage.  Persons  who  are  sensitive 
to  wheat  often  are  sensitive  to  other  cereal 
grains — rice,  barley,  corn,  oats,  and  rye. 

As  in  the  case  of  wheat,  eggs  are  contained  in 
many  foods  and  provoke  reactions  in  patients 
allergic  to  them  who  were  unaware  of  their 
presence  in  the  ingested  product.  These  foods 
include  custards  and  various  other  puddings,  ice 
creams  and  ices,  some  candies,  almost  all  cakes 
including  macaroons,  griddle  cakes,  and  muf- 
fins, some  cake  and  pancake  flours,  waffles,  egg 
noodles,  mayonnaise,  some  salad  dressings,  and 
Ovaltine.  The  white  of  egg,  often  brushed  on 
breads,  rolls,  and  pretzels  to  provide  a glazed 
appearance,  in  some  instances  may  be  the 
solution  of  a diagnostic  problem. 

Ratner  and  Untracht33  found  the  incidence  of 
egg  allergy  to  be  approximately  0.5  per  cent  in  the 
general  population  and  5 per  cent  in  allergic 
subjects.  They  studied  sensitivity  in  children 


with  special  reference  to  the  increasing  use  of 
viral  and  rickettsial  vaccines  prepared  from  egg.34 
It  is  interesting  to  note  in  their  observations  that 
although  serious  reactions  could  result  in  patients 
sensitive  to  egg,  the  hazard  of  sensitization  from 
repeated  injection  of  vaccine  prepared  from 
egg  seemed  negligible. 

Milk  is  also  found  in  many  foods  in  which  its 
presence  may  not  be  suspected.  It  is  included  in 
many  types  of  white  bread,  cakes  of  various 
kinds,  custards,  candies,  ice  creams,  cream 
soups  and  sauces,  noodles,  macaroni,  spaghetti, 
and  many  other  foods  including  some  infant  foods. 

Milk  allergy  produces  respiratory,  gastro- 
intestinal, cutaneous,  or  any  of  the  other  ex- 
pressions of  allergy.  It  contains  four  distinct 
proteins,  casein,  lactalbumin,  lactoglobulin,  and 
an  alcohol-soluble  protein,35  any  one  of  which 
may  be  the  sensitizing  substance. 

Sensitization  may  also  depend  on  whether  the 
milk  is  ingested  in  its  raw  state  or  has  been 
evaporated,  heated,  boiled,  or  subjected  to  some 
other  chemical  process.  Ratner  and  Gruehl,36 
in  a study  to  ascertain  why  milk  modified  by 
heat  can  often  be  tolerated  by  persons  who  are 
sensitive  to  it  in  its  raw  or  pasteurized  state, 
regard  the  loss  of  antigenic  properties  in  heated 
milk  as  probably  due  to  the  coagulation  of  the 
whey  proteins.  In  addition,  the  process  of 
heating,  by  promoting  digestion,  diminishes  the 
liklihood  of  absorption  of  native  proteins  through 
the  intestinal  wall. 

With  fruits,  as  in  the  case  of  milk,  a greater 
tolerance  is  usually  obtained  when  they  are 
heated  than  when  otherwise  ingested.  This 
was  demonstrated  by  Tuft  and  Blumstein.37 

Fries  and  Glazer38  found  that  the  dehydrated 
banana  was  not  anaphylactogenic  in  the  guinea 
pig,  whereas  raw  banana  produced  anaphylaxis. 
Therefore,  they  suggest  that  dehydrated 
banana  may  have  a definite  place  in  the  hypo- 
allergenic diet. 

Miscellaneous  Foods 

Coffee. — Lupton39  described  a case  of  chei- 
litis due  to  coffee.  It  also  caused  epigastric  and 
substernal  discomfort  and  eructation  of  gas. 

Alcohol  and  Alcoholic  Beverages. — As  a 
result  of  experimental  studies,  Dees40  concluded 
that  allergic  and  histamine  wheals  are  increased 
after . ingestion  of  alcohol.  She  believes  that  in 
so-called  alcohol-sensitive  persons  the  ingestion 
of  alcohol  brings  a subclinical  alcoholic  reaction 
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to  a clinical  level.  Many  of  the  reported  re- 
actions to  specific  alcohol  beverages  reviewed  by 
Dees  appear  to  be  due  either  to  extraneous 
substances  present  in  the  beverage  or  to  sub- 
stances from  which  the  beverage  was  derived. 
A patient  sensitive  to  grape  and  grape  products, 
including  wine,  was  reported  by  Brown.41 

Gelatin. — Ratner  and  Crawford,42  basing 
their  conclusions  on  experiments  with  anaphy- 
laxis, indicate  that  gelatin  is  nonanaphylacto- 
genic.  In  their  opinion  any  allergy  that  might 
be  attributed  to  gelatin  is  due  to  contamination 
with  blood  elements  of  the  species  from  which  it 
is  derived.  But  this  conclusion  has  been 
challenged  by  Mendez  and  Hughes43  who  showed 
that  gelatin  possesses  antigenic  properties  of  its 
own  and  reported  a case  of  sensitivity  to  it. 

Buckwheat. — Clinical  sensitivity  to  buck- 
wheat has  been  reported.44’45  Symptoms  may 
be  caused  by  either  inhalation  or  ingestion. 
Ordman46  described  three  cases  of  sensitivity  to 
inhalation  of  the  flour,  two  of  which  were  also 
sensitive  to  its  ingestion. 

Mushrooms. — A case  of  contact  dermatitis  due 
to  mushrooms  was  reported  by  Hopkins.47 
Skin  and  patch  tests  were  positive. 

Beet  and  Beet  Sugar. — -Among  28  cases  of 
anthocyaninuria,  26  were  found  by  Zindler  and 
Colovos48  to  be  related  to  beet  allergen.  Five  of 
these  patients  were  sensitive  to  beet  sugar. 
Randolph  and  Rollins49  reported  four  cases  of 
sensitivity  to  beet  sugar,  three  of  whom  were 
also  sensitive  to  monosodium  glutamate  of  beet 
origin.  The  latter  is  a condiment  derived  from 
beet,  wheat,  corn,  or  soy  bean.  It  is  widely  used 
in  the  preparation  of  many  foods,  as  a flavoring 
agent  and  can  easily  be  overlooked. 

Infusion 

Kelvin  and  Schless60  reported  the  death  of  a 
six-day-old  infant  allergic  to  milk.  Death  was 
attributed  to  an  intravenous  infusion  of  amigen,  a 
derivative  of  casein.  They  postulated  that  it 
could  contain  proteoses  of  casein  which  may  have 
caused  the  anaphylaxis.  Coppinger  and 
Goldner51  reported  another  fatality  following 
intravenous  amigen. 

Dextran,  although  not  a food,  is  a poly- 
saccharide derived  from  sucrose  through  fermenta- 
tion by  the  microorganism  Leuconostoc  mesente- 
roides.  Its  use  in  the  treatment  of  shock  has  been 
advocated  as  a plasma  expander.  Reactions  of 


an  allergic  nature,  some  of  which  were  alarming 
such  as  severe  urticaria,  dyspnea,  cough,  and 
shock,  followed  the  intravenous  administration 
in  man.52’53 

Summary 

A group  of  allergenic  agents  is  presented 
which,  although  very  important  etiologically  in 
certain  allergic  disorders,  may  nevertheless  be 
overlooked  in  searching  for  an  allergen.  In- 
cluded among  these  agents  are  the  following: 

1.  Allergens  of  insect  origin,  animal  emana- 
tions, parasitic  infestations,  and  odors  and 
fumes. 

2.  Vegetable  gums  by  inhalation  and  contact. 

3.  Certain  chemicals,  including  those  used  in 
the  fur  and  printing  occupations;  metals,  such 
as  lead,  mercury,  and  nickel;  dyes,  cosmetics, 
and  other  toilet  preparations;  arsenic,  aspirin, 
quinine,  the  barbiturates,  sedormid,  quinidine, 
and  other  drugs. 

4.  Contaminants  contained  in  foods:  In 

lactating  mother’s,  cow’s,  or  goat’s  milk;  in 
foods  sprayed  with  chemical  or  fungicidal  agents; 
foods  containing  starch,  corn,  or  corn  syrup. 

5.  Common  and  miscellaneous  foods:  Coffee, 
alcohol  and  alcoholic  beverages,  gelatin,  buck- 
wheat, mushrooms,  beet  and  beet  sugar,  and 
unsuspected  ingredients  in  food  preparations 
(wheat  and  other  cereal  grains,  eggs,  milk)  in 
hypersensitive  subjects. 

6.  Food  adjuvants:  Vegetable  gums  by 

ingestion,  spices,  condiments,  and  other  food 
accessories. 

7.  Not  to  be  overlooked  are  agents  used  for 
infusion  purposes,  such  as  plasma  expanders 
capable  of  causing  allergic  manifestations  in  the 
sensitized  individual. 

20  Park  Avenue 
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New  Drug  Controls  Symptoms  of  Parkinson  s Disease 


A new  drug  was  called  “an  invaluable  aid”  in  the 
treatment  of  Parkinson’s  disease,  or  “shaking 
palsy,”  by  two  New  York  doctors. 

Drs.  Lewis  J.  Doshay  and  Kate  Constable  re- 
ported an  American  study  of  orphenadrine  (Disipal) 
hydrochloride,  which  has  been  used  experimentally 
in  Europe  for  several  years. 

The  drug  helped  55.7  per  cent  of  176  patients  and 
“proved  exceptionally  beneficial”  in  the  control 
of  some  of  the  most  disturbing  symptoms  of  the 
disease,  which  is  also  called  paralysis  agitans,  they 
said  in  the  April  13  Journal  of  the  American  Medical 
Association. 

While  the  drug’s  effects  eventually  wore  off  in 
many  patients,  it  still  has  an  important  place  in  the 
treatment  of  Parkinson’s  disease,  a progressive 
nervous  disorder  of  later  life.  Combined  with 
other  drugs  it  can  produce  improvement  that  can- 
not be  obtained  when  the  drugs  are  used  alone, 
they  said. 

The  authors  noted  that  it  is  usually  necessary  for 
a patient  to  take  several  drugs,  either  separately  or 
together,  in  order  to  control  the  many  symptoms  of 


the  disease.  For  this  reason,  a patient  with  Parkin- 
son’s disease  must  remain  constantly  under  a 
doctor’s  care. 

Orphenadrine  was  especially  helpful  in  releasing 
free,  spontaneous,  and  automatic  activity  of  the 
body,  they  said.  One  of  the  major  manifestations 
of  the  disease  is  muscular  rigidity  and  loss  or  slow- 
ing of  voluntary  movement.  The  return  of  spon- 
taneous and  automatic  activity  in  these  cases 
apparently  springs  from  some  action  of  the  drug  on 
the  central  nervous  system,  since  other  drugs  are 
known  to  have  a more  powerful  effect  on  muscular 
rigidity,  the  authors  said. 

It  also  exerted  a beneficial  effect  on  gait,  posture, 
balance,  weakness,  tiredness,  mental  depression, 
excessive  salivation,  excessive  blinking,  and  spas- 
modic eye  movements.  It  helped  improve  minor 
tremor,  although  it  had  no  effect  on  serious  tremor, 
one  of  the  major  symptoms  of  the  disease. 

The  authors  are  on  the  staffs  of  the  Neurological 
Institute  of  Presbyterian  Hospital  and  the  De- 
partment of  Neurology,  College  of  Physicians  and 
Surgeons,  Columbia  University. 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Auxiliary  Officers  Elected  for  1957 -1958 


As  president  of  the 
Auxiliary  I am  pleased 
to  report  that  our 
twenty-first  annual  con- 
vention was  held  in  con- 
junction with  the  151st 
annual  meeting  of  the 
House  of  Delegates  of 
the  Medical  Society  of 
the  State  of  New  York 
in  May  at  the  Hotel 
Biltmore.  Delegates 
from  almost  all  the  48 
organized  county  auxiliaries  attended.  As  the  or- 
ganization of  the  Auxiliary  is  patterned  after  that  of 
the  State  and  county  medical  societies  the  conven- 
tion is  also  conducted  in  the  same  manner  as  the 
meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York. 

It  was  particularly  interesting  to  note  that  the 
delegates  and  chairmen  seemed  to  accentuate  their 
interest  in  future  plans  rather  than  dwell  on  present 
projects  and  problems.  This  could  be  because  all 
feel  as  I that  since  the  Auxiliary  is  now  twenty-one 
years  old  it  must  learn  to  carry  on  all  its  day-to-day 
activities  and  still  find  time  to  plan  for  the  future. 

Perhaps  the  following  quotations  from  my  in- 
augural address  will  help  you  understand  how  the 
Auxiliary  lays  the  ground  work  for  the  accomplish- 
ment of  its  projects — especially  cooperation  with 
the  State  and  county  medical  societies  in  the  fulfill- 
ment of  its  objectives  for  the  advancement  of  the 
health  and  well-being  of  our  people  today  and 
tomorrow. 

This  year  1957  marks  the  end  of  a century  and 
a half  of  noteworthy  activity  in  the  Medical  So- 
ciety of  our  State.  We,  the  Auxiliary,  are  but 
twenty-one  years  old,  barely  through  adolescence. 
The  best  years  of  our  lives  are  still  ahead.  We 
have  grown  up  very  fast,  especially  during  the 
past  few  years.  Like  all  adolescents  we  may  have 
attempted  too  many  things.  Perhaps-  this  is  the 
year  to  do  a better  job  of  what  we  are  really  in- 
terested in  doing. 

To  quote  from  Emerson,  “This  time  like  all 
times  is  a very  good  one  if  we  but  know  what  to 
do  with  it.”  Out  of  the  past  comes  the  future. 
Change  comes  and  we  change  with  it.  Dr.  Green- 
ough  a few  months  ago  forecast  future  changes  in 
medicine  in  the  field  of  medical  economics  rather 
than  in  the  area  of  scientific  medicine.  He  advo- 
cated an  intensive  program  of  proper  public  edu- 
cation. 


Mrs.  Craig  said  at  the  Pennsylvania  State  con- 
ference, “Be  sure  your  projects  meet  your  objec- 
tives in  terms  of  today's  living.” 

Keeping  pace  with  changes  in  health  needs  is  a 
serious  challenge  to  us.  We  cannot  educate  the 
lay  public  on  medical  subjects  unless  we  our- 
selves know  the  facts.  Health  is  naturally  our 
concern.  Life  partnership  with  men  dedicated 
to  health  trains  us  for  “leadership  in  community 
health.” 

Each  of  our  48  counties,  large  or  small,  can 
make  a contribution  to  our  group.  There  is  a 
place  for  every  member  in  each  county  society. 
Our  projects  are  varied,  our  programs  continuous. 
No  need  to  take  your  time  to  enumerate  them 
now.  Our  aims  are  alike  whether  we  sponsor 
needed  philanthropy,  promote  friendliness,  or 
stress  medical  education.  We  serve  the  medical 
profession  and  the  public.  There  is  no  need  to 
waste  our  energy  doing  what  other  groups  can  do. 

Your  ideas,  suggestions,  and  criticisms  will  al- 
ways be  welcome.  Let’s  work  toward  together- 
ness. Attend  our  State  fair  if  possible,  come  to 
your  Fall  workshop.  Do  well  whatever  project 
you  sponsor.  Don’t  forget  to  increase  your 
membership. 

My  County  of  Richmond  and  I appreciate  this 
honor  conferred  on  me  today  in  this  City  of  my 
birth.  I accept  this  responsibility  with  humility. 
May  I serve  and  guide  you  wisely  in  the  year 
ahead. 

Officers  and  Directors 

Other  officers  elected  were:  Mrs.  Maurice  G. 
Sheldon,  Olean,  'president-elect;  Mrs.  Milton  Kogan, 
Oswego,  first  vice-president;  Mrs.  John  N.  Dill, 
Yonkers,  second  vice-president;  Mrs.  Michael  Slovak, 
Schenectady,  recording  secretary;  Mrs.  Arthur  F. 
Holding,  Albany,  treasurer,  and  Mrs.  Granville  W. 
Larimore,  Albany,  assistant  treasurer.  Members  of 
the  board  of  directors  elected  were:  Mrs.  Albert 
Vander  Veer,  II,  Albany;  Mrs.  John  L.  Neubert, 
Roslyn  Heights,  for  three  years;  Mrs.  Isadore 
Zadek,  New  Rochelle,  and  Mrs.  Albert  M.  Biglan, 
Central  Islip,  for  two  years;  Mrs.  Arthur  L.  Bennett, 
Buffalo,  and  Mrs.  Harry  F.  Pohlmann,  Middletown, 
for  one  year.  Mrs.  Luther  H.  Kice,  Garden  City, 
past  president  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association  is  an  honorary  direc- 
tor. 

Councillors 

Councillor-at-large,  Mrs.  Thomas  M.  d’Angelo, 
Flushing;  Mrs.  William  J.  Godfrey,  Flushing,  First 
District;  Mrs.  Joseph  II.  Kinnaman,  Hempstead, 
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Second  District;  Mrs.  Frederic  W.  Holcomb,  King- 
ston, Third  District;  Mrs.  Edward  P.  Ryan,  Glens 
Falls,  Fourth  District;  Mrs.  Irwin  Alper,  Utica, 
Fifth  District;  Mrs.  Ralph  Munzer,  Alton,  Seventh 
District,  and  Mrs.  Eugene  F.  Wolff,  Newburgh, 
Ninth  District. 

Committee  Chairmen 

Chairmen  of  committees  include:  Mrs.  Charles  L. 
McCartney,  Garden  City,  American  Medical  Educa- 
tion Foundation;  Mrs.  John  J.  Scalzo,  Brooklyn, 
Archives;  Mrs.  Nicholas  Klimow,  Johnson  City, 
Civil  Defense;  Mrs.  Samuel  Reback,  Staten  Island, 
Convention;  Mrs.  H.  D.  Vickers,  Little  Falls, 
Distaff;  Mrs.  Ralph  Isabella,  Schenectady,  Fall 
Conference;  Mrs.  Royal  M.  Howard,  Staten  Island, 
Distaff  Circulation;  Mrs.  Adolph  H.  Emerson, 
Brooklyn,  Finance;  Mrs.  Thomas  P.  Hamilton, 
Watertown,  Historian;  Mrs.  James  A.  Moore, 
Albany,  Legislation;  Mrs.  S.  Judd  Bockner,  Scars- 
dale,  Mental  Health;  Mrs.  Charlton  Heist,  Westfield, 


National  Bulletin;  Mrs.  Marvin  Brown,  Cleveland, 
New  York  State  Fair;  Mrs.  Robert-  H.  Kerr,  Homer, 
Cochairman;  Mrs.  Ezra  A.  Wolff,  Forest  Hills, 
Organization  and  Membership;  Mrs.  Richard  Loo- 
mis, Springville,  Physician’s  Home;  Mrs.  Heinz 
Salm,  Hudson,  Poster  Contest;  Mrs.  Reuben  T. 
Lapidus,  Poughkeepsie,  Press  and  Publicity;  Mrs. 
Charles  Yarington,  Moravia,  Printing  and  Supplies; 
Mrs.  Herbert  J.  Ulrich,  Buffalo,  Program  and  Safety; 
Mrs.  Edward  W.  Briggs,  Jr.,  Wellsville,  Public  Rela- 
tions; Mrs.  J.  A.  Chaintreuil,  Rochester,  Recruit- 
ment; Mrs.  Jerome  H.  Flatow,  Syracuse,  Revisions; 
Mrs.  Dominic  II.  Pitaro,  Troy,  Volunteer  Health 
Plans;  Mrs.  S.  Leslie  Sullivan,  Schenectady,  Parlia- 
mentarian; Mrs.  Walter  Ileldman,  Staten  Island, 
Corresponding  Secretary,  Mrs.  John  B.  Horner, 
Albany,  Recommendations,  and  Mrs.  Edwin  T. 
Kolb,  Patchogue,  Today's  Health. 

Mrs.  Leif  G.  Jensen,  President 
May  15,  1957 


Deaths  from  Barbiturate  Poisoning  Increase 


Deaths  from  barbiturate  poisoning  in  the  United 
States  are  on  the  increase,  the  Metropolitan  Life 
Insurance  Company’s  statisticians  report.  In  1955, 
the  latest  for  which  complete  data  are  available, 
accidental  poisoning  by  barbiturates  claimed  411 
lives,  as  compared  with  345  in  1954,  337  in  1953,  and 
327  in  1952.  This  reverses  the  trend  for  the  years 
immediately  preceding. 

“Careless  use  of  barbiturates,  predominantly  by 
adults,  presents  a difficult  problem,”  the  statisti- 
cians observe.  “With  more  stringent  restrictions 
being  placed  on  their  sale  in  many  localities,  it  is  not 
clear  why  the  improvement  in  mortality  which  was 
recorded  from  1949  to  1952  has  not  continued.  It 
would  seem  that  greater  efforts  should  be  made  to 
acquaint  the  public  with  the  dangers  inherent  in 


using  such  drugs  carelessly.” 

About  30  per  cent  of  all  deaths  from  accidental 
poisoning  by  solids  and  liquids  during  1955  were 
caused  by  barbiturates;  this  compares  with  nearly 
25  per  cent  of  all  other  drugs  and  medicines.  The 
remainder  of  the  fatalities  were  caused  by  a variety 
of  substances,  including  such  poisons  as  wood  and 
denatured  alcohol,  lead  compounds,  carbon  tetra- 
chloride, benzene,  kerosene,  the  alkalies,  and 
insecticides. 

Much  can  be  accomplished  in  reducing  the  loss 
of  life,  the  statisticians  point  out,  by  keeping  drugs 
and  medicines  in  properly  marked  containers,  by 
storing  insecticides  and  disinfectants  away  from 
food  and  other  edibles,  and  by  keeping  poisonous 
substances  out  of  the  reach  of  young  children. 
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George  Chester  Ames,  M.D.,  of  Hollis,  died  on 
May  11  at  the  age  of  sixty-two.  Dr.  Ames  gradu- 
ated from  New  York  University  and  Bellevue  Hos- 
pital Medical  School  in  1924  and  interned  at  Belle- 
vue Hospital.  He  was  a member  of  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Robert  Franklin  Bliss,  M.D.,  of  Brooklyn,  died  on 
January  8 at  the  age  of  eighty-three.  Dr.  Bliss 
graduated  in  1901  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons. 

Lacy  Louis  Bonyay,  M.D.,  of  St.  Albans,  died  on 
January  13  at  the  age  of  fifty-six.  Dr.  Bonyay 
graduated  in  1925  from  Long  Island  College  Hos- 
pital Medical  School.  He  was  a clinical  assistant 
in  surgery  at  Mary  Immaculate  Hospital.  Dr. 
Bonyay  was  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Herman  Burth,  M.D.,  of  Jamaica,  died  on 
November  26,  1956,  at  the  age  of  fifty-eight.  Dr. 
Burth  graduated  from  the  University  of  Buffalo 
School  of  Medicine  in  1929  and  interned  at  Mary 
Immaculate,  Jamaica,  and  Triboro  Hospitals. 

Martin  Cooper,  M.D.,  of  New  York  City,  died  on 
March  21  at  the  age  of  sixty.  Dr.  Cooper  received 
his  medical  degree  from  the  University  of  Vienna  in 
1923.  He  was  an  assistant  in  psychiatry  at  Kings 
County  Hospital.  Dr.  Cooper  was  a member  of  the 
American  Psychiatric  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  John  Daley,  M.D.,  of  Buffalo,  died  on 
April  24  at  the  age  of  fifty-eight.  Dr.  Daley 
graduated  in  1923  from  the  University  of  Buffalo 
School  of  Medicine.  Formerly  chief  , of  staff  at 
Mercy  Hospital,  he  was  an  associate  attending 
physician  at  Buffalo  General  Hospital  and  an  at- 
tending physician  at  Mercy  Hospital.  From  1942 
to  1945  he  was  with  the  U.S.  Navy  and  during  that 
time  devised  a treatment  for  malaria  and  served  as 
assistant  medical  officer  of  the  Sampson  Naval 
Training  Center,  Geneva,  New  York.  Dr.  Daley 
had  also  served  as  examining  physician  for  new  em- 
ployes of  both  The  Buffalo  Evening  News  and  the 
Courier-Express.  Dr.  Daley  was  a member  of  the 


Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Walter  Joseph  Decker,  M.D.,  retired,  of  Westfield, 
Pennsylvania,  and  formerly  of  Elmira,  died  on 
December  5,  1956,  at  the  age  of  sixty-four.  Dr. 
Decker  graduated  from  the  St.  Louis  University 
School  of  Medicine  in  1923.  He  had  been  an  attend- 
ing ophthalmologist  and  otolaryngologist  at  St. 
Joseph’s  Hospital.  Dr.  Decker  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a mem- 
ber of  the  Chemung  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Courtenay  Denham,  M.D.,  of  Gloversville, 
died  on  May  2 at  Albany  Hospital  at  the  age  of 
seventy.  Dr.  Denham  graduated  in  1910  from 
Syracuse  University  College  of  Medicine.  He  was  an 
attending  in  roentgenology  at  the  Nathan  Littauer 
Hospital,  Gloversville,  and  former  chief  of  staff. 
Dr.  Denham  was  a Diplomate  of  the  American 
Board  of  Roentgenology  (Diagnostic  Roentgen- 
ology) and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Fulton  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Haven  Emerson,  M.D.,  of  New  York  City,  died 
on  May  22  at  the  age  of  eighty-two.  Dr.  Emerson 
graduated  in  1899  from  Columbia  University  College 
of  Physicians  and  Surgeons  and  interned  at  Bellevue 
Hospital.  One  of  America’s  pioneer  public  health 
physicians,  he  was  a former  Health  Commissioner  of 
New  York  City  and  since  1938  a member  of  the 
Board  of  Health’s  policy-making  body.  He  was  a 
Professor  Emeritus  of  Public  Health  Practice  at 
Columbia  University  School  of  Public  Health,  hav- 
ing retired  as  head  of  the  school  in  1940.  In  the 
nineteen  twenties  Dr.  Emerson  directed  health  sur- 
veys in  Cleveland,  San  Francisco,  St.  Louis,  Boston, 
Louisville,  Buffalo,  and  Philadelphia  and  similar 
studies  in  Germany  and  Greece.  At  one  time  he 
served  in  the  Army  as  chief  epidemiologist  with  the 
American  Expeditionary  Forces  and  was  made  a 
Chevalier  of  the  Legion  of  Honor  by  France  and 
received  the  Distinguished  Service  Medal  from 
the  United  States  Government.  He  was  instrumental 
in  organizing  the  American  Heart  Association.  On 
his  seventy-fifth  birthday  he  received  a special 
Lasker  award  for  distinguished  service  in  the  field 
of  public  health. 

Dr.  Emerson  was  a member  of  the  American 
Public  Health  Association  of  which  he  had  served  as 
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president  from  1933  to  1934,  the  Association  of 
American  Physicians,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nathaniel  L.  Greenfield,  M.D.,  of  New  York  City 
and  Princeton,  New  Jersey,  died  on  January  11  at 
the  age  of  fifty-one.  Dr.  Greenfield  received  his 
medical  degree  in  1938  from  the  University  of  Vienna 
and  interned  at  Morrisania  and  Willard  Parker  Hos- 
pitals. He  was  an  associate  in  pediatrics  at  the 
Princeton,  New  Jersey,  Hospital. 

Frances  Greenland,  M.D.,  of  Staten  island, 
died  on  May  23  at  the  age  of  sixty-three.  Dr. 
Greenland  graduated  from  New  York  Medical  Col- 
lege in  1943.  She  "'as  a clinical  assistant  in  surgery 
at  the  Staten  Island  Hospital.  Dr.  Greenland  was 
a member  of  the  Richmond  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Max  Harten,  M.D.,  of  Brooklyn  and  Great  Neck, 
died  in  the  Brooklyn  Jewish  Hospital  on  May  24  at 
the  age  of  fifty-one.  Dr.  Harten  graduated  from 
Long  Island  College  of  Medicine  in  1934  and  in- 
terned at  the  Jewish  Hospital.  He  was  an  associate 
attending  physician  at  Kings  County  Hospital  and 
an  associate  attending  physician  in  allergy  at 
North  Shore  Hospital,  Manhasset.  Dr.  Harten  was 
a Diplomate  of  the  American  Board  of  Internal 
Medicine  (Allergy),  a Fellow  of  the  American  Col- 
lege of  Physicians,  a Fellow  of  the  American  Acad- 
emy of  Allergy,  and  a member  of  the  New  York 
Allergy  Society,  the  Brooklyn  Society  of  Internal 
Medicine,  the  Nassau  Society  of  Internal  Medicine, 
the  Kings  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Barton  Ferris  Hauenstein,  M.D.,  of  Buffalo,  died 
on  May  2 in  the  Roswell  Park  Memorial  Institute  at 
the  age  of  seventy.  Dr.  Hauenstein  graduated  in 
1914  from  the  University  of  Buffalo  School  of  Medi- 
cine. Dr.  Hauenstein,  who  retired  as  director  of  the 
Erie  County  Laboratory,  was  director  of  clinical 
pathology  at  Edward  J.  Meyer  Memorial  Hospital. 
At  one  time  he  was  medical  director  of  the  Jackson 
Health  Resort  in  Dansville,  director  of  the  labora- 
tory at  St.  Joseph’s  Hospital,  Elmira,  director  of  the 
combined  Tompkins  County-State  laboratory,  Ith- 
aca, a member  of  the  University  of  Buffalo  School  of 
Medicine  faculty  as  instructor  in  bacteriology,  then 
associate  in  hygiene  and  public  health,  associate  in 
medicine,  and  assistant  professor  of  medicine.  Dr. 
Hauenstein  was  a member  of  the  American  Public 
Health  Association,  the  Erie  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Samuel  Hollander,  M.D.,  of  New  York  City, 
died  on  May  21  at  the  age  of  seventy-four  Dr. 


Hollander  graduated  in  190b  from  Cornell  Uni- 
versity Medical  School.  He  was  formerly  with  the 
City  Health  Department  and  retired  in  1948. 

Wilfred  James  Hunter  Irwin,  M.D.,  of  Niagara 
Falls,  died  in  Buffalo  General  Hospital  on  April  27  at 
the  age  of  sixty-one.  Dr.  Irwin  graduated  from  the 
University  of  Toronto  Faculty  of  Medicine  in  1924. 
He  was  attending  in  surgery  and  obstetrics  at  Ni- 
agara Falls  Memorial  Hospital  and  an  attending  in 
surgery  at  Mt.  St.  Mary’s  Hospital.  Dr.  Irwin  was 
a member  of  the  Niagara  Falls  Academy  of  Medicine, 
the  Niagara  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Rudolf  Lamy,  M.D.,  of  Franklin  Square,  died  re- 
cently at  the  age  of  sixty-three.  Dr.  Lamy  received 
his  medical  degree  from  the  University  of  Breslau  in 
1922.  He  was  a member  of  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Maurice  J.  Lewi,  M.D.,  of  New  York  City,  be- 
lieved to  be  the  nation’s  oldest  practicing  physician, 
died  on  May  27  at  the  age  of  ninety-nine.  Dr.  Lewi 
graduated  in  1877  from  Albany  Medical  College. 
For  twenty-two  years  he  was  secretary  of  the  State 
Board  of  Medical  Examiners  ( until  1913)  when  he 
resigned  to  found  anil  become  president  of  the  First 
Institute  of  Podiatry,  which  became  the  College  of 
Podiatry  in  1948.  Dr.  Lewi  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Marshall,  M.D.,  of  the  Bronx,  died  on  De- 
cember 22,  1956,  at  the  age  of  seventy-four.  Dr. 
Marshall  graduated  in  1916  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College. 

William  B.  Nuzzo,  M.D.,  of  Albany,  died  on  May 
27  at  the  age  of  fifty.  Dr.  Nuzzo  graduated  from 
Tufts  College  Medical  School  in  1931.  He  was  a 
member  of  the  Eastern  New  York  Eye,  Ear,  Nose 
and  Throat  Association,  the  Albany  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association 

Victor  Anthony  Onorato,  M.D.,  of  Buffalo,  died  on 
May  26  at  the  age  of  sixty-two.  Dr.  Onorato 
graduated  from  Fordham  University  School  of 
Medicine  in  1919. 

Vernon  M.  Parkinson,  M.D.,  of  Dolgeville,  died 
at  his  home  on  May  30  at  the  age  of  sixty-eight.  Dr. 
Parkinson  graduated  in  1912  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College.  In 
1944  he  retired  as  superintendent  of  Pine  Crest 
Sanatorium,  Salisbury.  During  World  War  I he 
served  with  the  medical  corps  and  for  many  years 
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was  a member  of  the  Herkimer  County  draft  board. 
He  had  also  served  at  Onondaga  Sanatorium. 
Amsterdam,  and  Metropolitan  Sanatorium,  Mt. 
McGregor.  Dr.  Parkinson  was  a member  of  the 
Herkimer  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ernest  H.  Pirkner,  M.D.,  of  Washington,  D.C., 
formerly  of  New  York  City,  died  on  May  22  at  the 
age  of  eighty-six.  Dr.  Pirkner  received  a medical 
degree  from  the  University  of  Greifswald  in  1895 
and  graduated  in  1897  from  the  New  York  University 
Medical  College.  He  founded  the  Maternity  Aid 
Hospital  in  New  York  City  in  1909.  Dr.  Pirkner 
was  a retired  member  of  the  New  York  County 
Medical  Society',  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Maxwell  Philip  Podgur,  M.D.,  of  New  York  City, 
died  in  April  at  the  age  of  seventy-six.  Dr.  Podgur 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1902.  He  was  an  at- 
tending physician  in  internal  medicine  at  Polyclinic 
Hospital  Outpatient  Department.  Dr.  Podgur 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Christian  Francis  Reidel,  M.D.,  of  Syracuse,  died 
recently.  Dr.  Reidel  graduated  from  Syracuse 
University  College  of  Medicine  in  1914.  He  was  a 
member  of  the  Syracuse  Academy  of  Medicine,  the 
Onondaga  County  Medical  Society,  and  the  Ameri- 
can Medical  Association 


Abraham  Mark  Schwager,  M.D.,  of  New  York 

City,  died  on  January  24  at  the  age  of  seventy-seven. 
Dr.  Schwager  graduated  in  1911  from  New  York 
University  and  Bellevue  Hospital  Medical  College. 
He  was  an  honorary  assistant  in  surgery  at  the 
New  York  Eyre  and  Ear  Infirmary.  Dr.  Schwager 
was  a Diplomate  of  the  American  Board  of  Ophthal- 
mology and  a member  of  the  New  York  Society  for 
Clinical  Ophthalmology,  the  New  York  County' 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

George  Dow  Scott,  M.D.,  of  New  York  City,  died 
on  November  20,  1956,  at  the  age  of  eightyr-five. 
Dr.  Scott  graduated  from  Harvard  University- 
Medical  School  in  1902.  He  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society'  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edgar  Payne  Sherman,  M.D.,  of  New  York  City, 
died  on  February'  7 at  the  age  of  seventy'.  Dr.  Sher- 
man graduated  in  1910  from  Washington  University 
School  of  Medicine,  St.  Louis.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society'  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alexander  Sosnovsky,  M.D.,  of  Brooklyn,  died 
on  October  26,  1956,  at  the  age  of  sixty-four.  Dr. 
Sosnovsky  graduated  from  Georgetown  University 
School  of  Medicine  in  1929. 


A New  Approach  to  the  Treatment  of  Bronchial  Asthma 


Histories  of  ten  patients  with  asthma  of  the  in- 
fectious or  allergic  type,  treated  for  three  years  or 
more  with  calcium  glutamate,  indicate  that  in  most 
cases  both  the  volume  and  viscidity  of  the  ex- 
pectorated mucus  decreased,  along  with  a decrease 
in  asthmatic- type  rales.  The  fact  that  this  clinical 


improvement  was  concomitant  with  a decrease  of 
potassium  values  in  the  bronchial  secretion  affords 
the  theoretic  basis  for  this  approach,  and  Drs.  I.  S. 
Epstein  and  M.  G.  Sevag,  University  of  Pennsyl- 
vania, devote  a large  share  of  the  discussion  to 
rationale. — Ann.  Allergy,  Norem be r-Dere m her,  1956 
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THE  MONTH  IN  WASHINGTON 


\ gain  the  Jenkins-Keogh  plan  is  up  for  consider- 
TV-  ation  in  Congress.  While  there  is  no  assur- 
ance that  it  will  be  passed  or  even  get  out  of  the 
House  Ways  and  Means  Committee,  many  sponsors 
of  the  legislation  this  year  are  united  in  one  organi- 
zation and  are  making  themselves  felt  on  Capitol 
Hill. 

Briefly,  this  bill  would  allow  any  self-employed 
person  to  put  a limited  portion  of  his  income  into  a 
retirement  fund  without  paying  income  taxes  on 
the  money.  Taxes  would  be  paid  when  the  money 
was  received  as  pension  or  retirement. 

Sponsors  of  the  Jenkins-Keogh  plan  point  out 
that  it  very  definitely  is  not  legislation  to  give  a 
special  tax  advantage  to  one  group  of  people.  For 
one  thing,  even-  self-employed  person  would  be 
eligible,  from  farmers  to  doctors  and  from  opera 
singers  to  architects.  For  another,  corporations 
since  1942  have  been  allowed  to  put  monejr  into  re- 
tirement funds  for  their  employes  without  payment 
of  Federal  taxes  on  the  money;  the  self-employed 
merely  want  the  same  consideration. 

At  various  times  the  American  Medical  Associ- 
ation has  led  the  campaign  for  enactment  of  legisla- 
tion of  this  type.  Two  years  ago  the  House  Ways 
and  Means  Committee  voted  to  report  it  out  as 
part  of  a broader  tax  bill,  but  the  committee  never 
actually  got  around  to  sending  the  combined  bill 
to  the  House  floor. 

Now  the  lead  is  being  taken  by  a newly-formed 
American  Thrift  Assembly,  or  officially  the  Ameri- 
can Thrift  Assembly  for  Ten  Million  Self-Em- 
ployed. The  new  group  has  the  support  of  the 
A.M.A.,  the  American  Dental  Association,  the 
American  Bar  Association,  and  a score  or  more  of 
other  national  organizations  that  represent  the  self- 
employed. 

After  the  Congressional  session  was  well  under 
way,  the  A.T.A.  surveyed  the  political-legislative 
climate  and  found  it  favorable  for  Jenkins-Keogh. 
Then  in  early  May  the  assembly  asked  its  con- 
stituent associations  to  go  to  work.  They  were 
urged  to  have  all  members  contact  the  House  Ways 
and  Means  Committee  with  requests  that  the  Jen- 
kins-Keogh bill  be  reported  favorably  to  the  House 
floor.  Assembly  strategists  are  confident  that  if 
the  committee  hears  from  enough  people  who 
would  be  affected  it  will  approve  the  bill  before 
adjournment.  Then,  if  there  isn’t  time  for  House 
action  this  year,  that  step  can  come  next  year. 

Economy  has  been  the  main  obstacle  in  the  path 
of  Jenkins-Keogh — the  fear  on  the  part  of  the 

Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D.C. 


Treasury  Department  that  passage  of  the  bill  would 
mean  a serious  loss  of  income  tax  revenue.  How- 
ever, the  Treasury  has  never  denied  that  the  bill  is 
justified  to  equalize  tax  status  for  the  self-employed 
in  relation  to  corporation  employes. 

Answering  the  economy  argument,  the  Assembly 
makes  two  points: 

First,  the  set  aside  funds,  invested  in  the  coun- 
try’s economy,  would  stimulate  business  and  de- 
velop far  more  in  new  income  tax  payments  than 
it  would  cost. 

Second,  because  the  self-employed  who  retain 
their  health  rarely  retire  at  any  arbitrary  age,  many 
of  them  past  sixty-five  would  remain  in  a tax 
bracket  not  significantly  lower  than  when  they  paid 
into  the  retirement  fund. 

Notes 

When  Congress  votes  the  money,  the  new  home  of 
the  National  Library  of  Medicine  will  be  con- 
structed at  Bethesda,  Maryland,  near  the  National 
Institutes  of  Health  and  the  Navy  Medical  Center. 
This  site  was  selected  by  the  board  of  regents  at  its 
second  meeting. 

At  the  request  of  Speaker  Rayburn,  the  House 
Interstate  and  Foreign  Commerce  Committee  has 
set  up  a special  subcommittee  with  authority  to 
find  out  if  government  agencies  are  expanding  their 
operations  beyond  limits  intended  by  Congress. 
The  subcommittee  expects  to  continue  its  investi- 
gations between  the  sessions  of  Congress. 

The  continuing  national  health  survey  is  under 
way.  Each  month  from  now  on,  140  Census  Bu- 
reau interviewers  will  visit  3,000  homes  asking  ques- 
tions about  illness  and  disability.  On  the  basis  of 
the  data  collected  the  Public  Health  Service  will 
publish  national  and  regional  reports  on  morbidity 
and  mortality. 

Because  of  his  achievements  in  the  advance  of 
mental  health,  Dr.  William  C.  Menninger  has  been 
selected  by  the  U.S.  Chamber  of  Commerce  as 
“one  of  the  great  living  Americans.” 

Because  of  widespread  interest  aroused  by  Senate 
hearings,  there  is  considerable  pressure  for  action 
before  adjournment  on  legislation  for  some  form 
of  Federal  control  over  union  welfare  funds.  One 
bill,  by  Senator  Goldwater,  would  lay  down  strict 
procedures,  including  regular  audits. 

Also  before  Congress,  but  not  making  rapid  prog- 
ress, is  a bill  that  would  give  the  Federal  govern- 
ment control  over  amphetamines  and  barbiturates. 
Various  types  of  bookkeeping  and  registration  would 
be  required,  but  physicians  would  be  exempt  from 
the  requirements.  It  has  administration  support. 


2272 


New  York  State  J.  Med. 


M E D I G A L NEWS 


Awards  in  Obstetrics  and  Gynecology — The  Divi- 
sion of  Obstetrics  and  Gynecology  of  the  United 
States  Section,  International  College  of  Surgeons, 
has  announced  that  two  awards  will  be  made  for  the 
best  manuscripts  not  exceeding  5,000  words  sub- 
mitted by  December  1,  1957.  The  first  prize  will  be 
$500  and  the  second  $300. 

Contestants  must  hold  the  degree  of  Doctor  of 
Medicine  from  an  accredited  college  of  medicine, 
and  be  interns,  residents,  or  graduate  students  in 
obstetrics  and  gynecology,  or  be  teachers  of  obstet- 
rics and  gynecology.  Fellows  of  the  College  are  not 
eligible. 

Details  of  the  contest  and  the  forms  in  which  the 
manuscript  must  be  submitted  may  be  obtained  by 
writing  to  Dr.  Harvey  A.  Gollin,  secretary  of  the 
committee  on  prizes,  55  East  Washington  Street, 
Chicago  2,  Illinois. 

Lenox  Hill  Hospital  Anniversary — The  100th 
anniversary  of  Lenox  Hill  Hospital,  New  York 
City,  was  celebrated  with  a series  of  events  beginning 
May  10.  Panel  discussions,  convocations,  and  an 
open  house  marked  the  celebration  which  cul- 
minated in  a reception  and  dinner  on  May  13  in  the 
Waldorf-Astoria. 

The  hospital  opened  on  May  28,  1857,  as  a free 
clinic.  It  was  founded  with  $500  by  a group  of 
German  immigrants. 

Blood  Banks  Association  The  sixth  annual  meet- 
ing of  the  Blood  Banks  Association  of  New  York 
State  was  held  on  May'  15  at  the  Hotel  Statler  in 
New  York  City'. 

World  Rehabilitation  Fund,  Inc. — The  organiza- 
tion of  the  World  Rehabilitation  Fund,  Inc.,  a new 
voluntary  group  to  stimulate  international  under- 
standing through  sponsorship  of  international 
projects  in  rehabilitation  of  the  physically  handi- 
capped, has  been  announced.  Dr.  Howard  A.  Rusk, 
director  of  the  Institute  of  Physical  Medicine  and 
Rehabilitation  at  the  New  York  Universitv-Bellevue 
Medical  Center,  is  the  president. 

The  Fund’s  first  international  scholarship  to 
bring  physicians  and  other  rehabilitation  workers  to 
the  United  States  for  advanced  study  has  been 
created  with  a grant  to  the  Fund  from  the  American 
President  Lines.  Under  the  scholarship,  known  as 
the  American  President  Lines  Fellowship,  a physi- 
cian from  the  Philippines  will  be  given  a minimum  of 
one  year’s  advanced  training  in  physical  medicine 
and  rehabilitation  at  the  Institute  of  Physical  Medi- 
cine and  Rehabilitation,  New  York  Universitv- 
Bellevue  Medical  Center.  The  Fund  has  its  offices 
at  400  East  34th  Street,  New  York  16,  New  York. 


New  York  Academy  of  Gastroenterology — The 

New  York  Academy  of  Gastroenterology  held  its 
annual  meeting  on  May  13  in  New  York  City.  The 
following  officers  were  elected  for  1957-1958:  Dr. 
Jerome  A.  Marks,  New  York  City,  president;  Dr. 
Milton  J.  Matzner,  Brooklyn,  president-elect; 
Dr.  Michael  Weingarten,  New  York  City,  first  vice- 
president;  Dr.  Joseph  R.  Van  Dyne,  Forest  Hills, 
second  vice-president;  Dr.  Alexander  Slanger, 
Brooklyn!,  secretary;  Dr.  Jerome  Weiss,  New  York 
City,  recording  secretary;  Dr.  William  C.  Jacobson, 
New  York  City,  treasurer,  and  Dr.  Henry  Barowsky, 
New  York  City,  chairman  of  the  Board  of  Trustees. 

Plaques  were  presented  to  the  outgoing  president, 
Dr.  Ahbrohm  X.  Rossien,  Kew  Gardens,  and  to  two 
past  presidents,  Drs.  Harry  Barowsky  and  Franz  J. 
Lust,  New  York  City,  honoring  their  services  to  the 
Academy. 

Conference  on  Work  and  the  Heart — A conference 
on  “Work  and  the  Heart”  was  held  in  Wisconsin 
May  15  through  18  sponsored  by  the  Wisconsin 
Heart  Association  and  Marquette  University' 
School  of  Medicine  in  cooperation  with  the  American 
Heart  Association,  the  National  Heart  Institute,  and 
the  Industrial  Health  Council  of  the  American 
Medical  Association.  The  conference  discussed  the 
employment  of  patients  with  heart  disease. 

New  York  State  participants  included  Drs.  Lewis 
II.  Bronstein,  Ludwig  W.  Eichna,  Leonard  Gold- 
water,  Milton  Helpern,  Abraham  Jezer,  Irvin  Klein, 
Philip  R.  Lee,  Leo  Price,  Meyer  Texon,  Harry 
Ungerleider,  and  Sidney  B.  Weinberg,  New  York 
Cityr,  and  Dr.  David  M.  Spain,  Brooklyn. 

American  Medical  Women’s  Association,  Inc. 

The  forty-second  annual  meeting  of  the  American 
Medical  Women’s  Association  convened  on  May'  31 
at  the  Empire  State  Country  Club,  Pearl  River,  and 
sessions  were  held  on  June  1 and  2 at  the  Barbizon- 
Plaza  Hotel  in  New  York  City. 

Dr.  Esther  Pohl  Lovejoy,  New  York  City',  a past- 
president  of  the  Association  and  the  author  of  several 
books,  was  awarded  the  Elizabeth  Blackwell  Medal 
for  service  as  a “pioneer  physician,  indefatigable 
traveler,  and  dynamic  leader  of  the  American 
women’s  hospitals.”  The  medal  was  presented  by 
Dr.  Ada  Chree  Reid  of  New  York  City,  immediate 
past  president  of  the  Medical  Women’s  Interna- 
tional Association  and  International  Chairman  of 
the  American  Medical  Women’s  Association. 

Brooklyn  Doctors’  Symphony  —The  final  concert 
of  the  1956-1957  season  was  presented  by  the 
Brooklyn  Doctors’  Symphony  on  May  17.  Dr.  Mor- 
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ris  Altman,  concert  master,  was  the  featured  solo- 
ist, The  group  will  resume  rehearsals  in  the  fall. 
For  further  details  contact  Dr.  Benjamin  A.  Rosen- 
berg, 909  President  Street,  Brooklyn  15,  Xew  York, 
or  phone  XEvins  8-2370. 

Department  of  Mental  Hygiene — Dr.  Paul  H. 
Hoch,  commissioner  of  the  Xew  York  State  De- 
partment of  Mental  Hygiene,  has  announced  that 
four  administrative  posts  in  that  Department  were 
filled  by  July  1. 

Dr.  Arthur  G.  Rodgers,  director  of  Binghamton 
State  Hospital,  will  become  director  of  Syracuse 
State  School;  Dr.  Ulysses  Schutzer,  assistant  direc- 
tor of  Central  Islip  State  Hospital,  will  succeed  him 
as  director  of  Binghamton.  Dr.  Charles  Greenberg, 
director  of  Craig  Colony,  will  become  senior  director 
of  Rome  State  School,  and  succeeding  him  as  direc- 
tor at  Craig  Colony  will  be  Dr.  William  C.  Johnston, 


assistant  director  of  Matteawan  State  Hospital. 

Nassau  Pediatric  Society — A scientific  session 
the  Xassau  Pediatric  Society  was  held  on  June  10  in 
Westbury.  Dr.  L.  Emmett  Holt,  professor  of 
pediatrics  at  the  New  York  University  Medical 
School,  and  director  of  pediatrics  at  Bellevue 
Hospital,  spoke  on  “Some  Observations  of  Therapy 
in  Pediatrics.” 

Closed  Circuit  Television — A closed  circuit  tele- 
cast on  new  technics  in  oral  surgery  and  anesthesi- 
ology was  presented  early  in  May  by  the  faculty  of 
the  Albert  Einstein  College  of  Medicine  of  Yeshiva 
University.  Drs.  Stanley  R.  Spiro,  Arnold  B.  Schaf- 
fer, and  William  Rakower,  of  the  College,  demon- 
strated procedures  on  patients  with  disabilities  who 
were  previously  considered  inoperable. 


Personalities 


Elected 

Dr.  Philip  D.  Allen,  Xew  York  City,  as  president 
of  the  Medical  Society  of  the  County  of  Xew  York. . . 
Dr.  John  X.  Dill,  Yonkers,  as  president  of  the  Medi- 
cal Society  of  the  County  of  Westchester.  . .Mr. 
Raymond  W.  Houston.  Xew  York  State  Commis- 
sioner of  Social  Welfare,  as  chairman  of  the  Inter- 
departmental Health  Resources  Board  for  the  cur- 
rent fiscal  year.  . .Dr.  John  H.  Mulholland,  chairman 
of  the  Department  of  Surgery  at  Xew  York  Uni- 
versity-Bellevue  Medical  Center,  as  president  of  the 
American  Surgical  Society.  . .Dr.  William  S.  Tillett, 
professor  and  chairman  of  the  Department  of 
Medicine  of  the  New  York  University-Bellevue 
Medical  Center,  as  president  of  the  Association  of 
American  Physicians.  . .Dr.  Severo  Ochoa,  pro- 
fessor and  chairman  of  the  Department  of  Bio- 
chemistry, New  York  University-Bellevue  Medical 
Center,  a member  of  the  National  Academy  of 
Sciences.  Dr.  Albert  H.  Busky,  president,  Dr. 
Louis  Pelner,  vice-president,  and  Dr.  Walter  A. 
Bilotta,  secretary,  of  the  medical  staff  of  the  Swedish 
Hospital  in  Brooklyn. 

Awarded 

Dr.  M.  Ralph  Kaufman,  psychiatry  director  at 
Mount  Sinai  Hospital,  New  York  City,  the  Adolph 
Meyer  Award  of  the  Association  for  Improvement 
of  Mental  Health  “for  his  vision  and  pioneering  work 
at  the  Mount  Sinai  Hospital  in  providing  a model 
program  of  psychiatric  treatment,  training,  and  re- 
search in  a general  hospital.” 

Speakers 

Dr.  Daniel  Baker,  New  York  City,  on  “Mono- 
cystic  Fibrous  Dysplasia  of  the  Maxillary  Sinuses”; 
Dr.  Stanley  Batkin,  SjTacuse,  on  “Neurologic  Side 
of  Headaches”;  Dr.  Sam  Bloom,  Xew  York  City,  on 
"Correction  of  the  Xasal  Tip  in  Rhinoplasty”;  Dr. 
Wesley  Bradley,  Syracuse,  on  “Sudden  Deafness 
of  Obscure  Origin”;  Dr.  John  J.  Conley,  Xew  York 
City,  on  “Tumors  of  Sinuses  and  Orbit”;  Dr.  Joseph 
Goldman,  Xew  York  City,  on  “General  Therapy  in 
Otolaryngology,”  and  Dr.  Julius  Lempert,  Xew 


York  City,  the  opening  address  at  the  Section  on 
Laryngology,  Otology,  and  Rhinology  at  the  Amer- 
ican Medical  Association’s  annual  convention  in 
Xew  York  City  held  June  3 through  7 . . . Dr.  David 
Lehr,  director  of  the  Department  of  Physiology  and 
Pharmacology,  New  York  Medical  College,  New 
York  City,  before  the  Greene  County  Medical  Soci- 
ety and  Greene  County  Chapter  of  the  Academy  of 
General  Practice  on  May  23  on  “The  Chemotherapy 
of  Acute  Infections”  . . . Dr.  Samuel  Rosen,  con- 
sulting otolaryngologist  and  chief  of  Stapes  Mobi- 
lization Clinic,  Department  of  Otolaryngology, 
Mount  Sinai  Hospital,  New  York  City,  delivering 
the  Isidore  Friesner  Lecture  at  the  hospital  on  May 
23  . . . Dr.  Alan  Austin  Scheer,  New  York  City, 
before  the  sixth  International  Congress  of  Otolaryn- 
gology in  Washington,  D.C.,  May  5 through  10,  on 
an  evaluation  of  recent  results  of  “Mobilization  of 
the  Stapes  in  Otosclerosis  in  550  Operated  Cases  for 
Improvement  of  Hearing”  . . . Dr.  David  Sehwim- 
mer,  assistant  professor  of  medicine  at  New  York 
Medical  College,  before  the  Geneva  Academy  of 
Medicine  on  June  17  at  8:30  p.m.  at  the  Belhurst 
in  Geneva  on  “Acid  Base  Disturbances  in  Clinical 
Medicine.” 

Appointed 

Dr.  L.  L.  Laramour  Bryan,  Marcy,  as  deputy  as- 
sistant commissioner  in  the  State  Mental  Hygiene 
Department  . . . Dr.  John  T.  Gentry,  Skaneateles, 
as  SjTacuse  Regional  Health  Director  by  Dr.  Her- 
man E.  Hilleboe,  State  Health  Commissioner  . . . Dr. 
Lewis  B.  Posner,  chief  of  prenatal  clinic  of  Harlem 
Hospital,  and  Dr.  A.  Charles  Posner,  director  of  ob- 
stetrics of  Harlem  Hospital  and  chief  of  obstetrics  of 
Bronx  Hospital,  as  medical  consultants  to  “Baby 
Post”  magazine. 

Honored 

Dr.  Morris  A.  Jacobs,  commissioner  of  the  Depart- 
ment of  Hospitals  of  the  City  of  Xew  York,  with  a 
citation  at  the  annual  dinner  of  the  Greater  New 
York  Hospital  Association  at  the  Roosevelt  Hotel 
in  New  York  City  on  May  15. 
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Committee  on  Cancer  Control 

The  Committee  on  Cancer  Control  of  the  Inter- 
national Union  Against  Cancer  is  sponsoring  a 
European  Symposium  on  Applied  Cytology  which 
will  take  place  in  Brussels,  Belgium,  July  11  through 
13,  the  week  prior  to  the  International  Congress  of 
Clinical  Pathology,  which  will  also  take  place  in 
Brussels.  Although  this  meeting  is  held  primarily 
for  European  pathologists  and  clinicians,  members 
of  any  specialty  of  the  medical  profession  and  med- 
ical students  are  invited  to  attend  and  participate 
in  the  discussions. 

Further  details  concerning  this  symposium  may 
be  obtained  from  Dr.  Brewster  S.  Miller,  Secretary, 
Committee  on  International  Congresses,  American 
Cancel'  Society  Inc.,  521  West  57th  Street,  New  York 
19,  New  York. 

Second  District  Branch  Meeting 

The  1957  annual  meeting  of  the  Second  District 
Branch  will  be  held  at  Friede’s  Riverside  Inn, 
Smithtown,  Long  Island,  on  October  26  at  7:00  p.m. 
William  Power  Maloney,  New  York  City,  will  be  the 
principal  speaker.  He  will  discuss  “Taxation  As  It 
Affects  the  Professional  Man.” 

Pediatric  Allergy  Course 

A postgraduate  course  in  pediatric  allergy  will  be 
given  by  the  New  York  Medical  College  Flower  and 
Fifth  Avenue  Hospitals,  Division  of  Graduate  Stud- 
ies and  Department  of  Graduate  Pediatrics,  Novem- 
ber 6,  1957,  through  May  28,  1958.  The  course, 
under  the  direction  of  Dr.  Bret  Ratner,  professor  of 
clinical  pediatrics  and  associate  professor  of  immu- 
nology at  the  hospital,  will  consist  of  lecture-seminars, 
laboratory  and  clinical  procedures,  clinic  work,  and 
animal  experimentation  covering  basic  principles  of 
diagnosis  and  treatment  of  allergy,  and  applied 
immunology  in  children.  Applicants  must  be  certi- 
fied in  pediatrics  or  have  the  requirements  for 
certification.  For  information  and  applications 
write  to  the  Dean,  New  York  Medical  College, 


Fifth  Avenue  at  106th  Street,  New  York  29,  New 
York. 

Congress  of  Internal  \le<licine 

The  International  Society  of  Internal  Medicine 
will  hold  its  Fifth  International  Congress  of  Internal 
Medicine  at  the  Sheraton  Hotel,  Philadelphia,  April 
24  through  26,  1958.  This  will  be  the  first  meeting 
of  the  Society  outside  of  Europe. 

At  the  Philadelphia  Congress  it  is  planned, 
through  lectures  and  panels,  to  analyze  medical 
achievements  of  world-wide  significance,  to  evaluate 
certain  apparent  problems,  and  to  chart  courses  of 
action  designed  to  enhance  technical  knowledge  and 
to  aid  in  the  continuing  war  against  disease. 

The  1958  annual  session  of  the  American  College 
of  Physicians  will  occur  in  Atlantic  City,  April  28 
to  May  2,  immediately  following  the  Philadelphia 
Congress.  The  members  of  the  Congress  are  in- 
vited to  attend  all  the  scientific  programs  and  ex- 
tensive exhibits. 

Symposium  on  Hair  Growth 

The  British  Society  for  Research  on  Aging  will 
hold  a symposium  on  the  “Biology  of  Hair  Growth” 
at  the  Royal  Society  of  Medicine,  London,  England, 
August  7 through  9. 

Participants  will  include  Dr.  J.  B.  Hamilton, 
Brooklyn;  Dr.  G.  Matoltsy,  New  York  City,  and 
Dr.  M.  P.  Mohn,  Brooklyn. 

Pan-Pacific  Surgical  Association 

The  seventh  congress  of  the  Pan-Pacific  Surgical 
Association  will  be  held  in  Honolulu,  Hawaii, 
November  14  through  22.  All  members  of  the  pro- 
fession are  invited  to  attend  and  are  urged  to  make 
arrangements  as  soon  as  possible  if  they  wish  to  be 
assured  of  adequate  facilities. 

Further  information  and  brochures  may  be  ob- 
tained by  writing  to  Dr.  F.  J.  Pinkerton,  director 
general  of  the  Pan-Pacific  Surgical  Association, 
Room  230,  Young  Building,  Honolulu,  Hawaii. 


Weekends  are  the  most  dangerous  time  to  he  on  U.S.  highways.  In  1956,  more  than  56  per 
cent  of  all  fatalities  occurred  on  Friday,  Saturdays,  and  Sundays. 
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Albany  Medical  College 


Commencement — The  commencement  address  at 
the  127th  graduation  was  delivered  by  Dr.  Irvine 
H.  Page,  director  of  research,  Cleveland  Clinic 
Foundation,  Cleveland,  Ohio.  Dr.  Page  was  pre- 
sented with  an  honorary  degree  of  Doctor  of  Science 
at  the  exercises.  Dr.  Page  is  one  of  this  country’s 
leading  investigators  in  the  field  of  arterial  hyper- 
tension, a former  president  of  the  American  Heart 
Association,  and  a past  member  of  the  National 
Advisory  Heart  Council  of  the  U.S.  Public  Health 
Service. 

Spring  Alumni  Day — May  16  was  spring  alumni 
day  at  the  College.  Open  house  at  the  College 
was  held,  then  the  alumni  went  to  the  Shaker  Ridge 
Country  Club,  Colonie,  for  golf,  a business  meet- 
ing, social  hour,  and  dinner.  The  1957  graduates 
were  the  guests  of  honor  at  the  dinner  at  which  Dr. 


Bennett  was  toastmaster.  Members  of  the  class  of 
1907  received  fifty-year  certificates  and  were: 
Drs.  George  W.  Beebe,  Eau  Claire,  Wisconsin; 
J.  Lewi  Bendell,  Albany;  Howard  P.  Carpenter, 
Vergennes,  Vermont;  J.  Lewi  Donhauser,  Loudon- 
ville;  Alfred  W.  Grover,  Kingston,  Pennsylvania; 
Clarence  R.  Kay,  Peapack,  New  Jersey;  David 
Kidd,  Utica;  Jacob  H.  Linden,  Cherry  Valley; 
Fred  J.  Rice,  Buffalo;  James  T.  Rile,  El  Reno, 
Oklahoma,  and  Herbert  J.  Wright,  Schoharie. 

Author — Dr.  Robert  E.  L.  Nesbitt,  Jr.,  professor 
of  obstetrics  and  gynecology,  chairman  of  obstetrics, 
director  of  education  and  research,  Departments  of 
Obstetrics  and  Gynecology,  is  the  author  of  Peri- 
natal Loss  in  Modem  Obstetrics,  published  in  May 
by  the  F.  A.  Davis  Co.,  Philadelphia.  Dr.  Nes- 
bitt joined  the  faculty  in  the  fall  of  1956. 


New  York  Medical  College 


Honored — Dr.  J.  A.  W.  Hetrick,  who  retired  as 
president  of  the  College,  was  honored  by  the  Col- 
lege on  May  27  when  the  main  college  building  was 
named  Hetrick  Hall.  Dr.  Hetrick  has  been  presi- 
dent since  1943  and  has  served  the  College  for  more 
than  fort}'  years.  He  is  an  alumnus  of  the  College. 

Appointed — Dr.  Ralph  E.  Snyder,  dean  of  the 
College  since  1953,  as  president  succeeding  Dr.  J.  A. 
W.  Hetrick  who  is  retiring  but  will  act  as  consultant 
to  the  trustees.  Dr.  Snyder’s  appointment  became 
effective  on  July  1. 

Alpha  Omega  Alpha  Chapter — A chapter  of  Alpha 
Omega  Alpha,  highest  honor  medical  society  in  the 
countiy,  was  installed  at  the  College  on  May  3. 


Dr.  Willard  C.  Rappleye,  vice-president,  Columbia 
University,  and  dean,  College  of  Physicians  and 
Surgeons,  made  the  installation  address.  Dr. 
Rappleye  spoke  on  “The  Role  of  Scholarship  in 
Present  Day  Medicine.”  Dr.  Walter  L.  Bierring, 
national  president  of  .Alpha  Omega  Alpha,  pre- 
sented the  charter  which  was  accepted  by  Dr.  J.  A. 
W.  Hetrick,  president  of  the  College.  Dr.  Ralph  E. 
Snyder,  dean,  presided.  Dr.  Linn  J.  Boyd,  direc- 
tor, Department  of  Medicine,  gave  the  response 
for  the  faculty  charter  members  who  are:  Drs. 
J.  A.  W.  Hetrick,  Ralph  E.  Snyder,  Linn  J.  Boyd, 
Lois  C.  Lillick,  Lawrence  B.  Slobody,  and  James  M. 
Winfield.  Thomas  L.  March  gave  the  response  for 
students,  18  of  whom  became  charter  members. 


New  \ ork  University  College  of  Medicine 

Alumni  Meritorious  Service  Medallion — Dr.  Avenue  Transit  System,  assistant  clinical  professor 

Harold  Brandaleone  was  named  the  1957  recipient  of  medicine  at  the  University,  president  of  the  New 

of  the  University’s  Alumni  Meritorious  Service  York  State  Society  of  Industrial  Medicine,  treasurer 

Medallion  which  was  presented  to  him  on  June  6.  of  the  Alumni  Federation,  and  president  of  the  Col- 
Dr.  Brandeleone  is  medical  director  of  the  Third  lege  of  Medicine  Alumni  Association. 


New  York  University  Post-Graduate  Medical  School 
Promoted — Dr.  Irving  S.  Cooper  has  been  promoted  to  professor  of  clinical  neurosurgery. 
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State  University  of  New  York  College  of  Medicine  at  New  York  City 


Dedication,  Basic  Sciences  Building,  June  8 — The 
newly  constructed  Basic  Sciences  Building  of  the 
University  was  formally  dedicated  on  Saturday, 
June  8,  at  3 p.m.  Governor  Averell  Harriman  deliv- 
ered the  principal  address  before  a crowd  of  about 
2,000. 

The  ceremonies  took  place  under  a marquee 
behind  the  building.  Others  included  in  the  pro- 
gram were:  Dr.  Jean  A.  Curran,  former  dean  of  the 
Center’s  College  of  Medicine;  Roger  W.  Straus, 
chancellor  of  the  New  York  State  Board  of  Regents; 
Frank  C.  Moore,  former  lieutenant  governor  of  New 
York  and  a trustee  of  State  University;  John  Cash- 
more,  Brooklyn  borough  president;  Norman  S. 
Goetz,  a trustee  of  State  University  and  director  of 
the  Hospital  Council  of  Greater  New  York;  William 
S.  Carlson,  president  of  State  University;  Dr. 
Howard  W.  Potter,  dean  of  the  Downstate  Medical 
Center;  Laurence  J.  McGinley,  president  of  Ford- 
ham  University;  and  Carlyle  Jacobsen,  executive 
dean  for  medical  education  of  State  University. 

The  three-block-long,  11-story  building  is  located 
on  Clarkson  Avenue  across  the  street  from  the  3,300- 
bed,  City-owned  Kings  County  Hospital  Center, 
which  provides  most  of  the  case  material  for  teach- 
ing the  Center’s  600  medical  students  in  their  last 
two  years. 

The  Basic  Sciences  Building  has  been  in  operation 
since  mid-September,  when  offices,  laboratories,  and 
classrooms  were  moved  from  the  antiquated  build- 
ings on  Henry  Street  in  the  Brooklyn  Heights  sec- 
tion which  had  been  occupied  by  the  Center’s  College 


of  Medicine  and  its  predecessor,  the  Long  Island  Col- 
lege of  Medicine,  for  almost  a century. 

Commencement,  College  of  Medicine,  June  9 — 

145  students  received  the  degree  of  doctor  of  medi- 
cine at  commencement  exercises  which  were  held  at 
the  Walt  Whitman  Auditorium  of  Brooklyn  College 
on  Sunday,  June  9,  at  3 : 30  p.m. 

Dr.  Peter  Marshall  Murray,  chairman  of  the  com- 
mittee on  medical  educational  centers  of  the  State 
University  board  of  trustees  and  past  president  of 
the  New  York  County  Medical  Society,  delivered 
the  commencement  address.  Dr.  Jean  A.  Curran, 
professor  of  history  of  medicine  at  the  College  and 
consultant  to  the  William  Bingham  2nd  Trust  for 
Charity,  administered  the  Hippocratic  Oath. 

Presiding  at  the  College’s  99th  Commencement 
was  Dr.  Howard  W.  Potter,  dean  of  the  College. 
Dr.  Carlyle  Jacobsen,  the  State  University’s  execu- 
tive dean  for  medical  education,  addressed  some 
special  remarks  to  the  graduates.  Also  present  at 
the  exercises  were  members  of  the  State  University 
board  of  trustees  and  council  for  the  medical  center 
who  marched  in  the  processional  with  faculty  mem- 
bers of  the  College. 

The  tenth  Alumni  Medallion  for  Distinguished 
Service  to  American  Medicine  was  awarded  at  the 
exercises  to  Dr.  Louis  J.  Soffer,  Class  of  1928,  for  his 
contributions  to  the  field  of  endocrinology,  particu- 
larly in  the  area  of  the  adrenal  glands.  Dr.  Soffer 
is  attending  physician  and  head  of  endocrinology  at 
Mount  Sinai  Hospital,  New  York  City,  and  is  also 
clinical  professor  of  medicine  at  the  College. 


Psychomalics 


Doggerel  written  by  a young  male  pa- 
tient approaching  convalescence 
The  sweetest  nurse  I ever  saw 
Comes  to  our  ward  just  after  four 
She  always  finds,  as  sure  as  fate 
My  pulse  is  running  ninety-eight. 


A Sister  comes  in  later  on 
To  check  up  the  phenomenon 
And  strange  to  say,  she  finds  the  rate 
Has  fallen  back  to  sixty-eight. 

— Guy’s  Hospital  Gazette 
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BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  April,  1957) 


Spinal  Cord  Compression.  Mechanism  of  Paraly- 
sis and  Treatment.  By  I.  M.  Tarlov,  M.D.  Oc- 
tavo of  147  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1957.  Cloth,  $7.50. 

Blood  and  Bone  Marrow  Patterns.  By  G.  D. 

Talbott,  M.D.,  Elmer  R.  Hunsicker,  B.S.,  and  Jonah 
Li,  M.D.  Folio  of  59  pages,  illustrated.  New 
York,  Grune  & Stratton,  1957.  Cloth,  spiral  bind- 
ing, $12. 

Clinical  Electrocardiography.  Interpretation  on 
a Physiologic  Basis.  By  Manuel  Gardberg,  M.D. 
With  chapters  by  Richard  Ashman,  Ph.D.,  Irving 
L.  Rosen,  M.D.,  and  Louis  Levy,  II,  M.D.  Quarto 
of  315  pages,  illustrated.  New  York,  a Hoeber- 
Harper  book,  1957.  Cloth,  $12.75. 

The  Ford  Foundation  Annual  Report.  October  1, 
1955  to  September  30,  1956.  Octavo  of  286  pages, 
illustrated. 

Clinical  Memoranda  on  Economic  Poisons.  Pre- 
pared by  Technical  Development  Laboratories, 
Technology  Branch,  Communicable  Disease  Center, 
P.O.  Box  769,  Savannah,  Georgia  (Revised  April  1, 
1956).  Octavo  of  78  pages,  illustrated.  Atlanta, 
Georgia,  U.S.  Department  of  Health,  Education, 
and  Welfare,  Public  Health  Service,  Bureau  of 
State  Services,  Communicable  Disease  Center,  n.d. 
Paper,  $.30. 

Synopsis  of  Gastroenterology.  By  Rudolf 
Schindler,  M.D.  Octavo  of  397  pages.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $7.75. 

The  Practice  of  Medicine.  Edited  by  Jonathan 
Campbell  Meakins,  M.D.,  and  24  associates.  Sixth 
edition.  Quarto  of  1,916  pages,  illustrated.  St. 
Louis,  C.  V.  Mosby  Company,  1956.  Cloth,  $16. 

Physical  Examination  in  Health  and  Disease. 

By  Rudolph  H.  Kampmeier,  M.D.  Second  edition. 
Octavo  of  774  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Company,  1957.  Cloth,  $9.50. 

Principles  of  Urology.  An  Introductory  Text- 
book to  the  Diseases  of  the  Urogenital  Tract.  By 

Meredith  F.  Campbell,  M.D.  Octavo  of  622  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1957.  Cloth,  $9.50. 

Women  Doctors  of  the  World.  By  Esther  Pohl 
Lovejoy,  M.D.  Octavo  of  413  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1957.  Cloth, 
$5.95. 

Gestation.  Transactions  of  the  Third  Confer- 


ence, March  6,  7,  and  8,  1956,  Princeton,  N.  J. 

Edited  by  Claude  A.  Villee,  Ph.D.  Octavo  of  253 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr. 
Foundation,  1957.  Cloth,  $4.75. 

Cold  Injury.  Transactions  of  the  Fourth  Con- 
ference, November  7,  8,  and  9,  1955,  Princeton,  N.  J. 

Edited  by  M.  Irene  Ferrer,  M.D.  Octavo  of  371 
pages,  illustrated.  New  York,  Josiah  Macy,  Jr. 
Foundation,  1957.  Cloth,  $5.95. 

Experimental  Psychopathology.  Edited  by  Paul 
H.  Hoch,  M.D.,  and  Joseph  Zubin,  Ph.D.  The 
Proceedings  of  the  45th  Annual  Meeting  of  the 
American  Psychopathological  Association,  held  in 
New  York  City,  June,  1955.  Octavo  of  275  pages, 
illustrated.  New  York,  Grune  & Stratton,  1957. 
Cloth,  $6.50. 

Congenital  Anomalies  of  the  Viscera.  Their 
Embryological  Basis.  By  J.  Lewis  Bremer,  M.D. 
Octavo  of  202  pages,  illustrated.  Cambridge,  Har- 
vard University  Press,  1957.  Cloth,  $5.00. 

Diseases  of  the  Nose,  Throat  and  Ear.  By 

Howard  Charles  Ballenger,  M.D.,  and  John  Jacob 
Ballenger,  M.D.  Tenth  edition.  Octavo  of  968 
pages,  550  illustrations.  Philadelphia,  Lea  & 
Febiger,  1957.  Cloth,  $17.50. 

The  Surgical  Clinics  of  North  America.  New 
York  Number.  April,  1957.  Modern  Manage- 
ment in  Obstetrics  and  Gynecology.  R.  Gordon 
Douglas,  M.D.,  Consulting  Editor.  Octavo.  Illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1957.  Published  bimonthly  (six  numbers  a year). 
Cloth,  $18.  net;  paper,  $15.  net. 

Guide  to  Medical  Writing.  A Practical  Manual 
for  Physicians,  Dentists,  Nurses,  Pharmacists.  By 

Henry  A Davidson,  M.D.  Octavo  of  338  pages, 
illustrated.  New  York,  Ronald  Press  Company, 
1957.  Cloth,  $5.00. 

Man  Against  Germs.  By  A.  L.  Baron,  Ph.D. 
Decorations  by  Dora  Baron.  Octavo  of  320  pages. 
New  York,  E.  P.  Dutton  <fe  Co.,  1957.  Cloth, 
$4.50. 

The  Ciba  Collection  of  Medical  Illustrations. 
Volume  3.  A Compilation  of  Paintings  on  the 
Normal  and  Pathologic  Anatomy  of  the  Digestive 
System.  Part  III.  Liver,  Biliary  Tract  and  Pan- 
creas. Prepared  by  Frank  H.  Netter,  M.D.  Ed- 
ited by  Ernst  Oppenheimer,  M.D.  Folio  of  165 
pages,  illustrated.  [Summit,  N.  J.,  Ciba  Pharma- 
ceutical Products],  1957.  Cloth,  $10.50. 
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Venous  Return.  By  Gerhard  A.  Brecher,  M.D. 
Quarto  of  148  pages,  illustrated.  New  York, 
Grune  & Stratton,  1956.  Cloth,  $6.75. 

Brecher’s  new  monograph  on  the  venous  return 
to  the  heart  embraces  not  only  his  own  important 
research  but  a comprehensive  survey  of  the  subject. 
Historical  considerations,  hemodynamics,  investiga- 
tive methods,  clinical  considerations  are  all  dis- 
cussed ably.  There  are  numerous  pertinent  illus- 
trations. The  book  will  be  of  value  to  cardiologists, 
physiologists,  and  many  internists  and  thoracic 
surgeons. — Milton  Plotz 


Medical  Department,  United  States  Army. 
Preventive  Medicine  in  World  War  II.  Volume 
III.  Personal  Health  Measures  and  Immuniza- 
tion. Editor  in  Chief,  Col.  John  Boyd  Coates,  Jr., 
MC.  Editor  for  Preventive  Medicine,  Ebbe  Curtis 
Hoff,  M.D.  Assistant  Editor,  Phebe  M.  Hoff. 
Quarto  of  394  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Department  of 
the  Army,  1955.  Cloth,  $3.25. 

This  is  another  impressive  contribution  in  the 
series  which  is  comprehensively  documenting  the 
World  War  II  experience  of  the  Army  Medical 
Department.  Like  the  other  volumes  it  serves 
beyond  the  authentic  recording  of  important  mili- 
tary medical  history  to  provide  background  material 
for,  and  a basic  understanding  of,  current,  seemingly 
perennial  problems  in  this  area.  A significant  num- 
ber of  these  continue  to  be  sources  of  major  concern 
in  relation  to  prospective  as  well  as  present  military 
missions,  and,  further,  to  have  considerable  perti- 
nence to  important  aspects  of  civilian  medical  prac- 
tice. 

The  book  is  divided  into  seven  sections:  Man- 

power Selection  and  the  Preventive  Medicine  Pro- 
gram, Personal  Hygiene,  Clothing,  Nutrition, 
Malnutrition  and  Deficiency  Diseases,  Preventive 
Psychiatry,  Accidental  Trauma,  and  the  Army 
Immunization  Program.  The  third  through  sixth 
topics  are  presented  in  relatively  greatest  detail, 
but  all  are  discussed  in  an  interesting  and  informa- 
tive style  which  reflects  excellent  selection  and  organ- 
ization of  material  and  superior  editing.  Adminis- 
trative requirements  for  vaccination  programs  are 
thoughtfully  incorporated  in  four  appendices.  A 
good  index  enhances  its  value  as  a reference  work, 
and  further  justifies  recommendation  of  this  volume 
to  all  physicians  concerned  with  these  problems  in 
preventive  medicine,  notably  medical  officers,  for 
whom  the  entire  series  probably  represents  an 
essential  element  of  basic  training. — Robert  W. 
Hillman 


Head  Injuries  and  Their  Management.  By 

Francis  Asbury  Echlin,  M.D.  Duodecimo  of  127 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1956.  Cloth,  $3.00. 

This  work  is  an  attempt  by  the  author,  who  has 
had  wide  experience  in  the  treatment  of  head  trauma, 
to  compile  simply  and  briefly  the  salient  points  that 
the  physician  unacquainted  with  head  trauma  may 
wish  to  know.  To  aid  those  desiring  a more  exten- 
sive knowledge  of  specific  phases  of  head  injury,  the 
author  has  cited  representative  papers  in  the  bibli- 
ography. 

The  book  is  divided  into  sections  dealing  with  head 
injuries  of  a nonsurgical  nature  and  those  requiring 
surgery.  The  surgical  cases  are  again  divided  into 
those  involving  the  scalp,  skull,  and  brain  and  a 
separate  chapter  dealing  with  intracranial  hema- 
tomas. Various  complications  following  head  in- 
jury are  described.  A section  on  the  special  aids  in 
diagnosis  describe  the  use  of  air  studies,  angiography, 
and  electroencephalography  in  the  management  of 
head  injury.  The  book  closes  with  chapters  on 
psychic  changes  associated  with  head  injury  and  the 
use  of  rehabilitation. 

This  monograph  will  be  of  value  to  those  not 
familiar  with  the  field  of  neurosurgery  who  may  be 
confronted  with  a problem  in  head  trauma,  and  who 
may  be  required  to  administer  an  emergency  case 
without  the  availability  of  a specialist  in  the  field  of 
head  injury. — Harry  A.  Kaplan 


The  Great  Physiodynamic  Therapies  in  Psychi- 
atry. An  Historical  Reappraisal.  Editors,  Arthur 
M.  Sackler,  M.D.,  Mortimer  D.  Sackler,  M.D., 
Raymond  R.  Sackler,  M.D.,  and  Felix  Marti- 
Ibanez,  M.D.  With  personal  contributions  by  Ugo 
Cerletti,  M.D.,  Roy  G.  Hoskins,  M.D.,  Laszlo 
Joseph  Meduna,  M.D.,  Egas  Moniz,  M.D., 
and  Manfred  J.  Sakel,  M.D.  Quarto  of  190  pages, 
illustrated.  New  York,  Hoeber-Harper,  1956. 
Cloth,  $5.75. 

This  inspiring  collection  of  papers  by  outstanding 
investigators  aims  to  reawaken  interest  in  the  bio- 
logic roots  of  psychiatry.  Each  writer  presents  the 
physiodynamic  therapy  he  originated  and  attempts 
to  relate  the  pathogenesis  of  mental  disease  to 
“chemical  dysequilibrations.”  Each  unfolds  the 
history  of  his  work,  its  hypothetic  foundation, 
current  evaluation,  and  future. 

In  one  third  of  the  book  Sakel  (New  York) 
elucidates  insulin  shock  treatment.  He  holds  those 
who  apply  it  improperly,  responsible  for  their  poor 
results.  Insulin,  he  believes,  heals  by  increasing 
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parasympathetic  tone  and  strengthening  cellular 
anabolism.  One  correction  is  to  be  noted.  On  page 
20  insulin  is  referred  to  as  “sympaticotonal”  which 
Dr.  Sakel  considers  a misprint.  It  should  read 
‘ ‘parasympatico  tonal . ’ ’ 

Meduna  (Chicago)  discusses  convulsive  therapy. 
Having  observed  the  clinical  antagonism  between 
schizophrenia  and  epilepsy,  he  treated  psychosis 
with  metrazol-induced  convulsions.  Schizophrenia, 
he  opines,  results  from  a chain  of  chemical  reactions 
which  is  interrupted  by  the  violence  of  a seizure.  His 
second  paper  deals  with  carbon  dioxide  treatment, 
a “release”  phenomenon,  which  is  suitable  for  psy- 
choneurosis. It  has  been  combined  with  brief 
analysis. 

A fascinating  story  of  electroshock  therapy  is 
related  by  Cerletti  (Rome).  It  is  used  extensively 
today  and  has  made  ambulatory  treatment  pos- 
sible. The  properties  of  “Acroagonines,”  which  are 
believed  to  be  aroused  by  EST  make  interesting 
reading. 

“Hormone  therapy”  is  critically  discussed  by 
Hoskins  (Massachusetts).  He  emphasizes  the 
complexities  of  psychoendocrinologic  research  and 
observes  “hopes  that  have  been  entertained  have 
by  no  means  come  to  impressive  fruition.” 

Moniz  (Portugal)  relates  the  development  of  the 
prefrontal  leucotomy.  An  absorbing  neurogenic 
hypothesis  of  psychosis  is  presented  with  pathology 
pin-pointed  at  the  synapses. 

Finally,  the  editors  summarize  and  evaluate  the 
“Contemporary  Physiodynamic  Therapeutic  Trends 
in  Psychiatry.”  They  include  histamine,  which 
has  received  considerable  attention  from  them. 

Bibliography  is  extensive;  biographic  notes  and 
index  complete  the  book. 

This  highly  technical,  informative  book,  though 
speculative  and  controversial,  and  suffering  from 
the  common  weakness  of  claiming  “cures”  without 
adequate  follow-up  support  as  well  as  one  omission, 
narcoanalysis,  is  a worthy  contribution  to  our 
literature.  It  will  be  rewarding  to  physicians  inter- 
ested in  the  pathophysiology  of  psychiatric  disorders 
and  to  all  who  hope  that  Freud’s  predictions  materi- 
alize, that  chemical  substances  will  be  useful  in  the 
treatment  of  mental  disease. — George  J.  Train 


Medical  Problems  of  Old  Age.  B3'  A.  N.  Exton- 
Smith,  M.D.  Octavo  of  331  pages.  Bristol, 
England,  John  Wright  & Sons  (Baltimore,  The 
Williams  & Wilkins  Company),  1955.  Cloth, 
$7.00. 

This  book  is  an  outline  of  the  major  problems  of 
medicine  and  how  they  apply  to  the  geriatric  patient. 
It  is  concise  and  well  written  and  will  offer  help  in 
diagnosing  and  treating  older  people  with  their 
differing  responses  to  disease.  The  chapters  on 
rehabilitation  are  especially  good. — Irving  A.  Zim- 
merman 

Plastic  Repair  of  Genito-Urinary  Defects.  By 

George  Bankoff,  M.D.  Octavo  of  355  pages,  illus- 
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trated.  New  York,  Philosophical  Library,  1956. 
Cloth,  $17.50. 

It  is  unfortunate  that  the  author  did  not  confine 
his  subject  matter  to  the  title,  as  a complete  treatise 
on  this  subject  would  be  a contribution.  Instead 
the  book  is  composed  for  the  most  part  of  discussions 
of  the  disease  states  of  the  urogenital  organs  and 
their  altered  functions.  These  presentations  are 
too  brief  and  very  confusing  as  they  follow  no  set 
pattern  or  format.  The  sections  on  sterility  and 
fertility,  sexual  potency  and  enuresis  have  state- 
ments which  can  be  questioned.  For  example,  the 
author  states  that  there  is  a direct  relationship  of 
varicocele  to  male  infertility,  and  a recommendation 
that  prolonged  abstinence  from  sexual  intercourse 
can  alleviate  chronic  prostatitis,  and  that  the 
implantation  of  grafts  can  stimulate  the  activity  of 
the  testicles.  These  and  other  opinions  are  not 
generally  held. 

The  section  on  plastic  surgery  is  incomplete. 
There  is  no  description  of  the  plastic  procedures 
frequently  used  in  urologic  practice  such  as  those 
used  to  correct  chordee  or  the  Denis  Brown  pro- 
cedure for  correction  of  hypospadias.  This  book 
cannot  be  recommended  as  a complete  text  of  the 
plastic  repair  of  genitourinary  defects. — Sidney  R. 
Weinberg 

Cancer  Cytology  and  Cytochemistry.  By  M.  J. 
Kopac,  Ph.D.  (Conference  Chairman),  J.  E.  Ayre, 
M.D.,  G.  M.  Bader,  M.D.,  J.  J.  Beisele,  Ph.D.,  et  al. 
Octavo  of  429  pages,  illustrated.  New  York,  New 
York  Academy  of  Sciences,  1956.  Paper,  $4.50. 
( Annals  of  Ihe  New  York  Academy  of  Sciences , v.  63, 
Art.  6,  pp.  1033-1462) 

This  monograph  is  of  the  usual  high  calibre  pro- 
duced at  the  symposia  under  the  auspices  of  the 
New  York  Academy  of  Sciences. 

Its  five  parts  are:  (a)  General  Problems  in  Can- 

cer Cytology;  ( b ) Morphologic  Imprints  of  Malig- 
nancy on  Cells;  (c)  Specialized  Developments  in 
Cytochemistry;  ( d ) The  Cytology  of  Early  Cancer, 
and  (e)  Perspectives  in  Cancer  Cytology. 

The  foregoing  represent  the  forward  trend  of 
advancing  knowledge,  the  result  of  the  various 
approaches  in  our  thinking  in  cancer  cytology.  It 
will  be  noted  that  the  morphologist,  the  chemist, 
as  well  as  the  tissue  pathologist,  have  their  say. 

It  is  interesting  to  note  that  the  pathologist  is 
becoming  increasingly  aware  of  the  significance  and 
importance  of  the  hematologist  in  those  aspects  of 
cytology  which  require  the  use  of  the  oil-immersion 
lens.— Maurice  Morrison 

Hunterdon  Medical  Center.  The  Story  of  One 
Approach  to  Rural  Medical  Care.  By  Ray  E. 

Trussed,  M.D.  Octavo  of  236  pages,  illustrated. 
Cambridge,  Mass.,  Published  for  the  Common- 
wealth Fund  by  Harvard  University  Press,  1956. 
Cloth,  $3.75. 

The  Hunterdon  County  Medical  Center  is  a unique 
development  designed  to  meet  the  total  health 

[Continued  on  page  2284] 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


H ALL-BROOKE  ...  d modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HITE 

West  252nd  St.  and  Fieldston  Koad 
Riverdale-on-the-Uudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


HOLBROOK  MANOR  TosmEg 

Five  Acres  of  Pine  wooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  Mys'dan,  in 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  I 


: in  Charge 
I Director 

Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatrio  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


PHONE:  CH  2-8686- 


For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  A Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Filth  Avenue 
New  York  3,  N.  Y. 


July  1,  1957 


2283 


BOOKS  REVIEWED 


[Continued  from  page  2283 

needs  of  a rural,  t hough  far  from  isolated,  community, 
enjoying  the  advantages  of  a favored  countryside 
and  a population  liberally  sprinkled  with  freely- 
giving,  talented  New  York  City  commuters.  As 
both  an  idea  and  an  experiment  it  merits  careful, 
continued  observation  with  accurate,  understand- 
ing description  and  critical  evaluation.  This  book, 
by  its  first  medical  director,  is  a well-organized, 
well-written  documentation,  which  does  much  to 
meet  this  need,  and  achieves  a singular  synthesis  of 
factual  material  knowable  only  to  a pioneer  par- 
ticipant, with  an  objectivity  rarely  achieved  by  an 
understandably  sympathetic  observer.  Dr.  Trus- 
sed has  performed  the  dual  service  to  one  community, 
of  contributing  throughout  successive  levels  of  con- 
ceptualization, planning,  and  implementation,  and 
now,  finally,  of  evaluating  one  of  the  most  important 
contemporary  experiments  in  health  services. 

This  is  a demonstration  well  worth  reading  and 
following  closely.  It  may  well  represent  one 
pattern  of  future  medical  care — a model  for  certain 
similarly  situated  communities,  and  with  particular 
features  which  might  be  adapted  to  other  programs 
more  suitable  to  areas  of  different  socioeconomic 
characteristics.  Mostly,  however,  under  existing 
circumstances  which  generally  preclude  comparable 
advantages  of  heavily  subsidized  (directly  and  in- 
directly) health  services,  this  demonstration  of  a 
uniquely  supported  undertaking  must  remain,  for 
most  less  favored  peoples — like  the  Fifth  Avenue 
window  display  to  the  citizens  from  the  other  side 
of  town — ever  desirable,  never  attainable. — Robert 
W.  Hillman 

Health  Observation  of  School  Children.  A Guide 
for  Helping  Teachers  and  Others  to  Observe  and 
Understand  the  School  Child  in  Health  and  Illness. 

By  George  M.  Wheatley,  M.D.,  and  Grace  T.  Hal- 
lock.  Illustrations  by  Barbara  Pfeiffer.  Second 
edition.  Octavo  of  488  pages,  illustrated.  New 
York,  The  Blakiston  Division,  McGraw-Hill  Book 
Company,  1956.  Cloth,  $6.50. 

This  book  is  an  excellent  presentation  adapted 
for  those  working  with  school  children.  The  second 
edition  consists  of  the  latest  recommendations  of 
the  American  Academy  of  Pediatrics. 

New  concepts  of  poliomyelitis  research  are  very 
apropos  at  this  time.  Factors  affecting  the  inci- 
dence of  child  accidents  are  considered.  Allergic 
disorders  are  discussed  and  recommendations  for 
treatment  of  frost  bite.  The  book  also  makes  one 
familiar  with  disorders  common  among  school  chil- 
dren such  as:  defects  of  hearing  and  vision,  tooth 

defects,  and  emotional  disturbances. 

This  book  is  highly  recommended  for  those 
working  with  children. — John  A.  Monfort 

Understanding  Human  Behavior.  By  James  L. 
McCartney,  M.D.  Octavo  of  258  pages,  illustrated. 
New  York,  Vantage  Press,  1956.  Cloth,  $3.50. 

In  this  book,  the  author  draws  from  his  long  and 
varied  experiences  to  give  a very  lucid,  though  short, 


account  of  human  behavior,  its  normalities  and 
aberrations  and  what  psychiatry  can  do  to  correct 
them.  It  is  purely  an  intellectual  type  of  approach 
and  is  apparently  designed  to  give  the  intelligent  lay 
person  a bird’s-eye  view  of  what  is  known.  This 
purpose  is  admirably  fulfilled.  It  seems  to  this 
reviewer,  however,  that  what  are  needed  at  this  time 
are  books  for  the  lay  person  which  would  give  him 
not  merely  the  “facts  of  psychiatry”  but  rather  a 
modus  operand i of  living,  how  to  view  himself  and 
his  fellow  man  as  entities  who  must  operate  in  space 
and  time  so  as  to  wrest  from  life  whatever  fruits  it 
may  yield.  This  may  lead  to  more  “normality” 
and  less  “neurosis”  but  such  books  are  few  and  far 
between. — Theodore  Meltzer 

The  Complete  Book  of  Low  Calorie  Cooking. 

By  Leonard  Louis  Levinson.  Octavo  of  319  pages. 
New  York,  Hawthorn  Books,  1956.  Cloth,  $4.95. 

Few  physicians  have  the  time,  the  inclination,  or 
the  knowledge  to  provide  detailed  dietary  informa- 
tion to  their  patients.  Except  where  dietitians  or, 
better,  nutritionists  are  available  for  specific  guid- 
ance, the  patient  usually  has  to  (pretend  to)  be 
satisfied  with  stereotyped,  generic  instructions,  mass 
produced  on  professional  stationery.  Individualiza- 
tion is  infrequent,  and  tailoring  the  prescription  to 
ecologic  as  well  as  physiologic  and  psychologic 
realities  is  an  even  rarer  phenomenon.  Where, 
somehow,  adequate  and  understandable  advice 
has  been  given,  the  patient  is  still  confronted  by  the 
practical  implementation  of  these  recommendations, 
of  preparing,  ingesting,  and,  hopefully,  enjoying  the 
prescribed  regimen,  which  is  otherwise  mere  con- 
science clearance  for  the  prescriptionist. 

This  need  for  culinary'  know-how  has  been  skill- 
fully perceived  and  effectively  met  b\r  Mr.  Levinson, 
whose  obvious  combing  of  extensive,  authoritative 
resources  has  produced  a fine  armamentarium  of 
recipes  and  supplementary  stove-side  pearls.  The 
few  questionable  points  (e.g.  skimmed  milk  as  a 
good  source  of  vitamin  A)  are  lost  in  pages  of  gener- 
ally' excellent — -and  readable — advice,  including  the 
identification  of  preferred  “name  brand”  products, 
which  under  this  authorship,  seems  both  ethical 
and  helpful. 

This  book,  directed  primarily  to  those  endeavor- 
ing to  follow  their  physician’s  recommendations, 
should  be  equally  valuable  to  nonpatients  and  to  pro- 
fessionals interested  in  the  practical  aspects  of  meal 
planning  and  preparation. — Robert  W.  Hillman 

Ciba  Foundation  Symposium  jointly  with  the 
Physiological  Society  and  the  British  Pharmacologi- 
cal Society  on  Histamine  in  honour  of  Sir  Henry 
Dale,  M.D.  Editors  for  the  Ciba  Foundation, 
G.  E.  W.  Wolstenholme,  M.B.,  and  Cecilia  M. 
O’Connor,  B.Sc.  Octavo  of  472  pages,  133  illus- 
trations. Boston,  Little,  Brown  & Co.,  1956. 
Cloth,  $9.00. 

It  is  rather  difficult  to  review  a syunposium  on  a 
particular  tissue  ingredient  about  which  so  little  is 
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as  yet  known.  The  research  work  already  done  and 
in  progress  in  numerous  laboratories  indicates  hista- 
mine to  be  a most  interesting  and  evidently  a very 
important  constituent  in  the  proper  functioning  of 
the  body  economy. 

This  book  is  a must  for  students  of  physiology 
working  in  laboratories  as  well  as  to  those  concerned 
with  the  general  progress  of  medical  science  in  its 
relation  to  cell  dynamics. — Benjamin  M.  Bernstein 

Clinical  Urology.  By  Oswald  Swinney  Lowsley, 
M.D.,  and  Thomas  Joseph  Kirwin,  M.D.  Drawings 
by  William  P.  Didusch.  Third  edition.  In  two 
volumes.  Quarto  of  985  pages,  illustrated.  Balti- 
more, The  Williams  & Wilkins  Company,  1956. 
Cloth,  $32.50. 

The  third  edition  of  Clinical  Urology  by  the  late 
Oswald  S.  Lowsley  and  Thomas  J.  Kirwin  is  an 
important  contribution  as  it  represents  the  practice 
of  two  of  the  most  experienced  surgeons,  teachers, 
and  investigators  of  urologic  practice.  A great 
deal  of  the  text  is  expressed  in  the  light  of  their 
experiences  which  have  been  extensive  enough  to 
permeate  into  all  of  its  sections.  In  fact,  one  of 
the  few  shortcomings  of  this  text  is  that  emphasis 
is  on  the  theories  and  procedures  originated  by  the 
authors,  perhaps  to  the  exclusion  of  procedures  of 
equally  prevalent  acceptance. 

This  edition  has  been  revised  to  include  the 
important  and  useful  innovations  in  urologic  theory 
and  practice  introduced  since  the  last  edition  of 
1944.  The  book’s  format  places  the  text  in  three 
columns  across  large  pages.  In  order  to  get  all  the 
text  into  two  volumes,  the  type,  unfortunately,  is 
small  and  may  prove  difficult  for  some  readers. 
Mr.  William  P.  Didusch’s  illustrations  are  always 
an  asset  to  any  publication.  Their  graphic  and 
life-like  qualities  greatly  amplify  the  text. 

Because  of  its  encyclopedic  proportions,  this  text 
is  best  suited  for  and  should  be  read  in  its  entirety 
by  all  graduate  and  postgraduate  students  in 
urology,  and  those  physicians  interested  in  special 
aspects  of  urologic  practice. — Sidney  R.  Wein- 
berg 

The  Sexual  Responsibility  of  Woman.  By  Maxine 
Davis.  Octavo  of  299  pages.  New  York,  The  Dial 
Press,  1956.  Cloth,  $4.00. 

This  book,  written  by  a lay  woman  for  perusal 
by  the  laity,  is  replete  with  advice  for  those  married 
or  about  to  be,  in  relation  to  various  sexual  problems 
which  occur  in  marital  life.  In  the  various  chapters, 
the  author  leads  the  couple  through  the  honeymoon, 
their  first  coitus,  to  the  best  coital  technics  to  obtain 
the  ultimate  in  sexual  pleasure,  and  on  to  the  meno- 
pause. 

The  book  is  well  written  with  sincerity  in  simple 
and  well-chosen  English  and  despite  the  description 
of  the  minutest  details  of  coitus,  it  is  never  offensive. 

Too  much  stress  is  laid  on  frequent  douching, 
which  is  already  overdone  by  the  laity.  The  advice 
to  use  soap  and  water  for  frequent  douching  is  par- 


ticularly pernicious  because  of  the  constant  neutrali- 
zation of  the  normal  vaginal  acidity. 

Despite  a few  minor  errors  in  the  description  of 
the  physiology  of  coitus  which  a lay  reader  will  not 
notice,  the  material  is  well  chosen,  well  arranged, 
and  lucidly  expounded. 

The  book  is  highly^  recommended  to  those  who 
wish  to  understand  the  processes  of  sexual  relation- 
ship, their  possible  problems,  and  their  solution  in 
order  to  obtain  the  ultimate  satisfaction  from  sexual 
union,  and  the  attainment  of  marital  happiness. — 
J.  Halperin 


The  Menninger  Story.  By  Walker  Winslow, 
Octavo  of  350  pages,  illustrated.  Garden  City, 
N.Y.,  Doubleday  & Company,  1956.  Cloth,  $5.00. 

Walker  Winslow  deserves  the  full  plaudits,  not 
only  of  psychiatrists  and  all  those  concerned  pro- 
fessionally with  mental  health,  but  indeed  the  abun- 
dant gratitude  of  all  mankind  bent  upon  the  ameliora- 
tion of  the  mentally  ill.  This  expertly  written  nar- 
rative of  the  Menninger  family  and  institution  should 
galvanize  all  responsible  persons  to  the  status,  past, 
present,  and  future,  of  the  care  and  management  of 
the  mentally  sick  in  this  country.  We  have  to 
thank  Dr.  Charles  Frederick  Menninger  for  father- 
ing the  vision  and  its  implementation  chiefly  through 
his  famous  sons,  Karl  and  William  Menninger,  two 
of  America’s  most  prominent  psychiatrists.  Dr. 
C.  F.  Menninger  gives  credit  to  the  Mayo  Clinic  for 
having  sparked  the  hope  of  evolving  a somewhat 
similar,  but  psychiatrically  dominant,  medical 
center  in  Topeka,  Kansas. 

This  book  serves  as  an  inspiration  to  all  and 
deserves  the  widest  of  reading.  There  is  still  much 
to  be  done  in  furthering  the  welfare  of  the  mentally 
ill.  The  Menninger  family  has  blazed  a trail  of 
positive  psychiatric  ferment  which  should  encompass 
and  permeate  the  uttermost  parts  of  this  country, 
and  indeed  the  world  as  a whole. — Frederick  L. 
Patry 


Progress  in  Hematology.  Volume  I,  1956. 

Edited  by  Leandro  M.  Tocantins,  M.D.,  with  27 
contributors.  Quarto  of  336  pages,  illustrated. 
New  York,  Grune  & Stratton,  1956.  Cloth, 
$9.75. 

This  monograph  represents  the  efforts  of  some  27 
contributors  in  the  elucidation  of  hematologic  sub- 
jects which  have  occupied  the  attention  of  workers 
in  the  field  in  the  past  few  years. 

The  subjects  covered  include:  Gastric  intrinsic 

factor  and  Vitamin  B12  interrelationships,  parenteral 
iron  therapy,  life  span  of  erythrocyte,  abnormal 
hemoglobins,  the  autoimmune  thrombocytopenias 
among  others  of  equivalent  interest. 

This  work  affords  a real  opportunity  of  becoming 
acquainted  with  progress  at  its  source. — Maurice 
Morrison 

Textbook  of  Urology.  By  Victor  F.  Marshall 
[Continued  on  page  2288] 
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M.D.  Octavo  of  268  pages,  illustrated.  New  York, 
Hoeber-Harper,  1956.  Cloth,  $5.50. 

This  medium-size  (268  pages)  text  is  an  informal, 
straightforward,  and  easily  read  presentation  of 
urologic  diseases  and  disorders  intended  primarily 
for  student  use.  The  text  is  not  encyclopedic,  its 
discussions  are  limited  to  those  ailments  met  every- 
day in  urologic  practice.  No  controversial  material 
is  included.  Thus  it  can  also  serve  as  an  excellent 
refresher  volume  for  the  orientation  of  graduate 
physicians  to  current  accepted  urologic  thought. 
The  illustrations  by  Mr.  R.  L.  Robinson  are  very 
graphic  and  are  excellent  teaching  aids. 

Dr.  Marshall  has  purposely  omitted  discussion  of 
roentgenograms  and  illustrations  of  their  reproduc- 
tions. lie  prefers  his  students  to  view  actual  films 
or  to  consult  larger  atlases.  However,  the  inter- 
pretation of  roentgenograms  is  essential  to  diagnosis 
of  many  urologic  conditions  and  should  be  stressed 
in  detail,  so  in  this  aspect  the  text  is  deficient. 

The  book  is  highly  recommended  as  an  excellent 
introduction  to  urology. — Sidney  R.  Weinberg 


Infant  Metabolism.  Proceedings  of  the  World 
Health  Organization’s  Seminars  Held  at  Leyden 
and  Stockholm  in  October-November,  1950.  Con- 
ducted by  Evert  Gorter,  S.  Z.  Levine,  and  Arvid 
Wallgren.  Edited  by  I.  Herbert  Scheinberg. 
Octavo  of  435  pages,  illustrated.  New  York,  The 
Macmillan  Company,  1956.  Cloth,  $8.00. 

This  is  a book  of  seminars  held  in  the  Scandinavian 
countries  including  Scandinavian  and  American 
Physicians.  In  this  panel  were  three  Nobel  prize 
winners:  Drs.  Dam,  Hevesy,  and  Tiselius.  Dr. 

Wallgren  of  Sweden  was  Chairman.  Metabolism 
in  children  necessitated  collaboration  with  pediatrics, 
chemistry,  physical  chemistry,  nuclear  physics, 
and  physiology.  These  panels  provided  an  ex- 
change of  scientific  knowledge.  The  book  is  a 
verbatim  report  of  the  panel  presentations  and  dis- 
cussions. It  serves  as  an  example  of  informational 
exchange  of  current  scientific  information  and  a 
demonstration  of  pedagogic  methods. 

It  is  a most  excellent  book  and  will  serve  as  a 
source  of  data  scattered  in  numerous  publications 
from  many  countries. 

This  panel  was  made  possible  by  the  World 
Health  Organization. — John  A.  Monfort 


Collagen  Diseases,  including  Systemic  Lupus 
Erythematosus,  Polyarteritis,  Dermatomyositis, 
Systemic  Scleroderma,  Thrombotic  Thrombocyto- 
penic Purpura.  By  John  H.  Talbott,  M.D.,  and  R. 
Moleres  Ferrandis,  M.D.  Octavo  of  232  pages, 
illustrated.  New  York,  Grune  & Stratton,  1956. 
Cloth,  $6.50. 

This  compilation  of  the  more  grave  entities  of 
the  collagen  diseases  fulfills  a dire  need  of  every 
internist  and  medical  consultant.  It  is  very  prac- 
tical and  will  prove  equally  useful  to  the  young 
intern  and  the  general  practitioner.  The  16  colored 


plates  in  the  front  of  the  book  are  beautifully  done 
and  the  bibliography  with  540  references  seems 
quite  adequate. 

In  this  day  it  seems  that  in  the  obscure  case  for 
diagnosis,  collagen  disease  might  well  replace  syphilis 
in  the  eternal  triangle,  along  with  cancer  and 
tuberculosis. 

This  reviewer  very  heartily  recommends  this 
small  book  packed  with  pertinent  information. — 
Henry  D.  Fearon 

The  Truth  About  Cancer.  By  Charles  S.  Cameron, 
M.D.  Octavo  of  268  pages,  illustrated.  Engle- 
wood Cliffs,  N.J.,  Prentice-Hall,  1956.  Cloth, 
$4.95. 

This  over  optimistic  text  is  written  for  lay  con- 
sumption. Because  of  its  audience,  its  purpose  to 
stimulate  lay  interest  in  more  frequent  physical 
examinations  and  in  teaching  limited  self-examina- 
tion, this  optimism  is  justified.  The  text  is  written 
in  a clear  fashion  so  that  it  will  be  understood  by 
all  with  a modicum  of  intelligence. 

The  preliminary  chapters  deal  with  cancer  in 
general,  its  nature  and  cause,  its  treatment  and 
research  possibilities.  The  final  chapters  deal  with 
brief  discussions  of  the  major  forms  of  cancer  with 
their  warning  symptoms  and  with  methods  of  self- 
examination  where  feasible. 

It  is  hoped  by  this  reviewer  that  this  text  will 
find  its  way  into  the  waiting  room  of  every  doctor’s 
office  and  it  is  further  suggested  that  it  would  be  an 
excellent  book  for  distribution  by  some  of  the  book 
clubs. — Solomon  Schwartz 

The  Morphology  of  Human  Blood  Cells.  By  L. 

W.  Diggs,  M.D.,  Dorothy  Sturm,  and  Ann  Bell, 
B.A.  Quarto  of  181  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1956.  Cloth, 
$12. 

This  is  an  authoritative  atlas,  fortified  by  impor- 
tant corollary  information,  making  it  of  special  value. 
This  is  saying  a great  deal,  when  it  is  realized  that 
there  are  other  excellent  atlases  extant. 

It  must  be  pointed  out  that  a common  omission 
indulged  in  by  others  is  encountered  in  this  work. 
And  this  is — What  is  the  technician  to  do  when  his 
Wright  Stain  preparation  is  accidentally  overstained 
or  hopelessly  precipitated?  The  answer  is  simply 
to  add  more  Wright  Stain. 

This  procedure  is  important  enough  to  deserve 
special  attention  when  it  is  realized  how  often  this 
situation  can  be  of  great  embarrassment  to  the  tech- 
nician.— Maurice  Morrison 

The  Rochester  Regional  Hospital  Council.  By 

Leonard  S.  Rosenfeld,  M.D.,  and  Henry  B.  Makover, 
M.D.  Octavo  of  204  pages,  illustrated.  Cam- 
bridge, Mass.,  Published  for  the  Commonwealth 
Fund  by  Harvard  University  Press,  1956.  Cloth, 
$3.50. 

This  comprehensive  description  and  evaluation  of 
[Continued  on  page  2290] 
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a pioneer  development  in  hospital  planning  and 
operation  illustrates  the  potentials — and  the  diffi- 
culties— of  coordinated,  if  not  wholly  integrated, 
activity  among  voluntarily  participating  institu- 
tions, over  a wide  geographic  area,  with  medical 
as  well  as  socioeconomic  orientation  towards  a 
large,  urban,  medical  center. 

The  book  represents  a fair  appraisal  of  the  Coun- 
cil’s several  years’  experience — what  it  has  been 
and  what  it  might  have  been.  Reality  is  not  sacri- 
ficed to  theory,  nor  is  everything  that  conceivably 
could  be,  inevitably  championed  as  what  necessarily 
should  be.  Generic  values  and  broad  applicabilities 
notwithstanding,  this  is  appropriately  emphasized 
as  a demonstration  project,  to  which  extra  com- 
munity philanthropic  support  has  thus  far  been 
indispensable,  and  which  has  enjoyed  limited,  if 
impressive,  success  in  meeting  certain  of  the  needs 
of  a somewhat  unique  section  of  New  York  State. 
Its  continued,  self-supporting  existence,  and,  hope- 
fully, its  extension  beyond  the  hospitals  to  other 
community  health  services,  would  seem  to  offer 
real  measures  of  its  worth.  Undoubted  beneficiaries, 
with  revised  priorities  and  a flexible  plan  from  which 
more  dispensable  items  (e.g.  some  relatively  aca- 
demic consultation  services  and  social  studies)  would 
be  trimmed,  could  probably  be  sufficiently  motivated 
to  meet  the  continued  costs  of  an  austerity  version 
of  this  program. 

The  authors  have  collaborated  in  a timely  docu- 
mentation of  one  of  the  most  important  experi- 
ments in  the  community  organization  of  hospital 
services.  Although  their  published  effort  represents 
heavy  reading,  largely  because  of  the  evident  desire 
to  be  all-inclusive  (many  details  might  better  have 
been  incorporated  in  an  appendix),  it  should  be 
studied  by  all  concerned  with  problems  of  adminis- 
trative medicine.  Others  will  find  the  conclusions, 
at  least,  well  worth  perusing. — Robert  W.  Hillman 

Handbook  of  Toxicology.  Volume  1.  Acute 
Toxicities  of  Solids,  Liquids  and  Gases  to  Labora- 
tory Animals.  Edited  by  William  S.  Spector.  Pre- 
pared under  the  Direction  of  the  Committee  on  the 
Handbook  of  Biological  Data,  Division  of  Biology 
and  Agriculture,  The  National  Academy  of  Sci- 
ences, The  National  Research  Council.  Quarto  of 
408  pages.  Philadelphia,  W.  B.  Saunders  Company, 
1956.  Cloth,  $7.00. 

The  first  volume  of  a series  of  five  on  toxicology 
presents  tables  of  data  on  the  acute  toxicity  of  2,120 
substances  on  different  species  of  laboratory  animals 
by  various  routes  of  administration.  In  addition 
there  is  a table  of  lethal  concentrations  of  inhalants 


on  animals.  Many  recent  therapeutic  compounds 
are  also  incorporated.  A good  cross  index  simplifies 
the  location  of  a compound  by  proprietary  or  generic 
name.  Specialists  in  the  field  from  research  labora- 
tories, universities,  and  the  food  and  drug  adminis- 
tration have  contributed  to  this  volume. 

Subsequent  volumes  will  include  chemical, 
biologic,  and  toxicologic  properties  of  antibiotics, 
antimalarials,  carcinogenic  agents,  insecticides, 
radiation  injury,  and  numerous  other  commercial 
products.  This  compilation  of  data  in  tables  will  be 
of  inestimable  value  to  research  workers  in  universi- 
ties and  laboratories,  as  well  as  medical  and  phar- 
macy schools. — Alan  Wright 


Children’s  Eye  Problems.  By  Emanuel  Krim- 
sky,  M.D.  Quarto  of  175  pages,  illustrated.  New 
York,  Grune  & Stratton,  1956.  Cloth,  $6.00. 

Not  in  a long  time  has  this  reviewer  reported  on  a 
book  with  such  enthusiasm  as  on  this  small  volume. 
It  is  as  replete  with  common  sense  as  it  is  with  well- 
selected  illustrations.  The  author  understands  the 
child  and  can  tell  others  how  to  detect  eye  troubles 
during  childhood.  He  points  out  how  one  must 
delve  into  the  psychologic  make-up  of  the  child 
before  an  accurate  evaluation  of  eye  abnormalities 
is  possible. 

Most  books  on  ophthalmology  deal  with  chil- 
dren’s eye  conditions,  one  feels,  more  or  less  as  an 
addendum  to  the  subject  at  hand.  Furthermore, 
no  one  can  imagine  any  eye  pathology  from  infancy 
to  adolescence  which  is  not  well  handled. 

Every  physician  who  looks  after  the  welfare  of 
children  should  have  this  book  at  hand. — Thurman 
B.  Givan 


A Manual  of  Fractures  and  Dislocations.  By 

Barbara  Bartlett  Stimson,  M.D.  Third  edition. 
Duodecimo  of  224  pages.  97  illustrations.  Phila- 
delphia, Lea  & Febiger,  1956.  Cloth,  $4.50. 

The  third  edition  of  this  excellent  manual  has  been 
thoroughly  revised.  Although  prepared  especially 
for  students  and  interns,  it  is  an  excellent  guide  for 
anyone  confronted  with  an  acute  fracture  problem. 

The  first  few  chapters  deal  with  the  general 
problems  of  diagnosis,  bone  repair,  principles,  and 
technic  of  treatment.  The  following  chapters  con- 
sider, in  order,  fractures  of  the  upper  extremity, 
trunk,  and  lower  extremity.  The  language  is  simple 
and  concise.  Pen  and  ink  drawings  are  very  helpful 
in  clarifying  certain  points  in  the  text. 

This  volume  deserves  a place  on  every  doctor’s 
bookshelf. — Mayer  E.  Ross 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


CLINICAL  LAB.  EQUIPMENT:  New;  Sacrifice;  Micro- 
tome; BMR;  Ovens;  Klett-Summerson;  Anal.  Balance; 
Glassware;  Etc.  etc.;  L.  Odessky,  M.D.,  59 — 8Ave., 
ST  3-7199. 


FOR  SALE 


HOUSE,  Brooklyn;  Grand  Army  Plaza;  1 Family;  Ideal 
Physician;  Oil;  10  Rooms;  $25,000.  L.  Odessky,  M.D., 
59—8  Ave.,  ST  3-7199. 


FOR  SALE 


Successful  urologist  moving  to  Florida.  New  office,  fully 
equipped  including  x-ray,  for  sale — Terms  arranged.  F.  S. 
Creighton,  M.D.,  964  College  Avenue,  Elmira,  New  York. 


150  East  73d  St.,  N.Y.C.  Doctor’s  ground  floor  51  room  2 
bath  apartment  for  sale.  Monthly  maintenance  $189.80. 
Price  $20,000.  Tel.  BU  8-9697. 


FOR  SALE 


Lucrative  general  practice,  including  Insurance  contact. 
Ideal  location,  upper  Grand  Concourse.  Bronx.  Fully 
equipped  and  furnished.  Leaving  the  city.  SE  3-7100. 


FOR  SALE 


Professional  building  (small)  139  Locust  Hill  Ave.,  cornel 
Ashburton  Ave.,  Yonkers,  N.  Y.  Doctors  offices  have  been 
established  there  for  the  last  twelve  (12'  years.  Must  sell 
because  of  ill-health.  Apply:  H.  Allar,  31  Leonard  PL, 

Yonkers,  N.  Y.  Tel.  Beverly  7-8571. 


FOR  SALE 


Ideal  for  Physician  or  Dentist.  Corner  Colonial  house  with 
attached  spacious  offices.  4 Bedrooms,  3j  baths.  Residen- 
tial section  in  a rapidly  growing  community.  Agent:  A. 
Leggett,  Inc.,  Nyack,  N.Y.  Tel.  Nyack  7-3050,  or  call 
New  York  City,  RHinelander  4-4705. 


FOR  SALE 


State  Licensed  Nursing  Home.  Excellent  for  Physician’s 
Clinic.  Write  J.  W.  McCreight,  P.  O.  Box  292,  Boerne, 
Texas. 


WANTED  PHYSICIAN 


Rural  practice  averaging  30  calls  per  day,  salary  range  up 
to  $25,000.  Box  613  New  York  St.  Jrl.  of  Med. 


Offices  available  in  Professional  Building  at  #1  Hopper  St. 
3,  4,  and  5 room  suites  $100,  $125  and  $150  monthly.  Will 
remodel;  inquire  Rogers  Optical  Co.,  326  Columbia  St.. 
Utica,  N.  Y. 


PRACTICE  FOR  SALE 


E.  N.  T.  Practice  in  easily-accessible,  growing  Lower  West- 
chester Community.  Free  parking  facilities.  Excellent  op- 
portunity for  well  trained  man.  Box  594,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Four  room  downstairs  flat.  Excellent  for  Doctor's  office 
with  ample  parking  space  in  rear!  Centrally  located  in  a 
professional  residential  section.  Rome  N.  Y.  needs  more 
doctors  as  it  is  the  second  fastest  growing  city  in  New  York 
State.  We  have  Griffiss  Air  Base  and  several  large  indus- 
trial plants.  Three  large  hospitals  and  a population  over 
50,000.  Box  616  N.  Y.  St.  Jr.  Med. 


Residence  and  offices  of  deceased  physician  and  surgeon  in 
Hudson  Falls,  New  York.  Established  practice  same  loca- 
tion for  twenty  five  years  in  center  of  upstate  village. 
Reasonable  price,  financing  arranged.  Box  617,  N.  Y.  St.  Jr. 
Med. 


Dentist — Desires  to  rent  offitje  space  adjacent  to  physician 
or  group  of  physicians  in  fast  growing  community  within  50 
mile  radius  of  New  York  City.  Married.  27,  completing 
military  service  in  August.  Dr.  Irving  Markowitz,  2B  Bur- 
dick St.,  Westover  A.F.B.,  Mass. 


HOUSE  FOR  SALE 


MASSAPEQUA,  choice,  AAA  top.  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity— doctor,  sacrifice,  owner  Stechel.  Li  1-9340. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


SPECIALIST  WANTED 


To  share  beautifully  furnished  and  completely  equipped  office 
in  small  professional  building  in  Flushing  area.  Dr.  Philip 
Sumner.  PR  5-9600. 


Opportunity,  ENT,  G.U.  or  G.P.  Air  cond.  office,  central 
location,  suburb  L.I.  Excellent  living,  help  for  right  man. 
Box  607,  N.  Y.  St.  Jr.  Med. 


House  Physician  for  very  active  small  hospital,  Northern 
New  Jersey.  Opening  available  July  1st.  Salary  good. 
Apply  Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey. 


PART-TIME  POSITION  WANTED 


for  evenings  and  for  weekends  in  N.Y.,  Nassau  or  Suffolk 
after  July  1st.  N.Y.  license  2\  years  Gen.  Pract.  exper. 
Starting  residency  July  1st.  Box  602,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Progressive  Central  New  York  community  of  5000  requires 
general  practitioner.  Locate  permanently.  Obstetrics  es- 
sential. Local  M.D.s  (3)  endorse.  Industrial,  farm,  vaca- 
tion area.  Write  Health  Committe,  Chamber  of  Commerce. 
Camden,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  1-0053  - AMITYVILLE,  N.  Y. 

\ private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D..  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building.  Tel.  Longacre  3-0799 


2201 


Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  JULY  1,  1957—24,431 


County 


President 


Secretary 


Treasurer 


Albany 

Albert  Vander  Veer,  2nd. . . .Albany 

Allegany 

Kurt  Zinner 

Wells  ville 

Bronx 

George  Schwartz. . . . 

Broome 

James  L.  Palmer.  . . . 

Cattaraugus . . 

James  A.  Wintermantel Olean 

Cayuga 

Roland  J.  Walkef.  . . 

Auburn 

Chautauqua. . . 

Albert  N.  Rappole. . , 

. . . .Jamestown 

Chemung 

Earle  G.  Ridall 

Elmira 

Chenango .... 

Hugh  D.  Black 

Clinton 

Edward  Siegel 

Columbia 

Carl  G.  Whitbeck . . . 

Cortland 

Robert  T.  Corey . . . . 

Cortland 

Delaware 

Scott  L.  Bennett.  . . , 

Dutchess 

Frank  A.  Gagan 

. Poughkeepsie 

Erie 

Matthew  L.  Carden 

Buffalo 

Essex 

Albert  L.  Hayes .... 

Franklin 

Carl  G.  Merkel 

.Saranac  Lake 

Fulton 

Joseph  J.  Thompson 

. . . Gloversville 

Genesee 

Joseph  F.  Krawczyk. 

Greene 

Alfred  0.  Persons.  . . 

Herkimer 

Robert  C.  Ashley 

Jefferson 

Thomas  N.  Sickels.  . 

. . . Watertown 

Kings 

John  J.  Flynn 

Brooklyn 

Lewis 

Edgar  O.  Boggs.  . . . 

Livingston.  . . . 

Robert  A.  Wise 

Madison 

Willis  E.  Hammond. 

Monroe 

Michael  J.  Crino.  . . 

Montgomery. . 

Max  L.  Dreyfuss . . . . 

Nassau 

Ralph  S.  Emerson . . 

Roslyn  Heights 

New  York .... 

Philip  D.  Allen 

Niagara 

Charles  M.  Dake,  Jr. 

. . Niagara  Falls 

Oneida 

A.  G.  Jaroszewicz . . . 

Onondaga .... 

Charles  A.  Gwynn. . 

Ontario 

William  W.  Carty.  . 

Orange 

Chas.  S.  McWilliam. 

....  Newburgh 

Orleans 

Kenneth  J.  Clark. . . 

Oswego 

Harold  J.  LaTulip.  . 

Otsego 

Rudolph  F.  Hust . . . 

Putnam 

Matthew  H.  Jacobs. 

Queens 

George  J.  Lawrence,  Jr. . . . Flushing 

Rensselaer. . . 

Marshall  W.  Quandt 

Richmond .... 

Cyril  M.  Levin 

. .Staten  Island 

Rockland 

Robert  L.  Yeager.  . . 

St.  Lawrence. . 

Louis  J.  Benton . . . . 

Saratoga 

R.  E.  Rockwell . . . Saratoga  Springs 

Schenectady.  . 

Ralph  E.  Isabella.  . 

Schoharie.  . . . 

R.  J.  Shelmandine.  . 

Sharon  Springs 

Schuyler 

James  J.  Norton.  . . 

. Montour  Falls 

Seneca 

Jack  Hammond .... 

Steuben 

John  R.  Kuhl 

Hammondsport 

Suffolk 

David  J.  Wexler. . . . 

Sullivan 

Lee  R.  Tompkins. . . 

Tioga 

Paul  E.  Zoltowski.  . 

Tompkins . . . . 

C.  Douglas  Darling. 

Ulster 

Lester  A.  Sonking.  . 

Warren 

Jesse  S.  Parker 

Washington. . . 

Howard  H.  Romack 

. . . . Cambridge 

Wayne 

Thomas  C.  Hobbie.  . 

Westchester.  . 

John  N.  Dill 

Wyoming 

James  D.  Norris.  . . . 

Warsaw 

Yates 

John  L.  Shultz 

Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon  ....  Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson . Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Michael  R.  Mazzei . . . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore.  Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St..  N.  Y.  C.  EN2-6845  and  HO4-1100. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00 — 

80  West  Kingsbridge  Rd.,  New  York  68,  N.  Y.  CY-8-8267. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33‘/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


OFFICE  SPACE  FOR  RENT 


SPACE  AVAILABLE  for  OBS-GYN  or  INTERNIST, 
PEDIATRICIAN  or  EENT  in  modern  professional  building 
situated  in  fastest  growing  high  income  residential-shopping 
section  of  STATEN  ISLAND.  Moderate  starting  rental. 
Immediate  occupancy.  Springstead.  HO  6-1100. 


FOR  SALE 


Lucrative  rural  and  resort  general  practice,  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  low 
overhead;  leaving  to  specialize;  for  value  of  Real  Estate  and 
Equipment,  Write  Box  615,  N.  Y.  St.  Jr.  Med. 


r/inij 

$125,000  1st  mortgage  investment  available  on 

tAKN 

NEW  72-bed  NURSING  HOME.  Excellent 

! Wo 

location,  fireproof  brick  building.  Cost: 

$250,000.  Monthly  payments  incl.  princ.  & 

int.  Free  servicing.  Ask  for  M’234. 

THE  UNION  REALTY  INVESTORS,  INC. 

179-30  Hillside  Ave..  Jamaica.  L.I.-N.Y. 

Tel.:  OLympia  7-4500 

To  Share.  Five  room  suite  in  air-conditioned  Hempstead 
Medical  Center.  Call  IV  3-7770. 


OFFICE  FOR  RENT— MANHATTAN 


34  St,  215  W.  (nr  7th  Ave) 

Approx  1200  Air-Cond  Sq  Ft. 

Priced  Right 

7-DAY,  24-HR  ELEVATOR  SERVICE 
Suit  for:  Doctor,  Dentist,  Contact  Lenses,  Hearing  Aids. 
Immediate  Possession 

BROKERS  PROTECTED  LA  4-9466 


Dental,  or  Medical  office  available  in  small  progressive  pros- 
perous community  near  New  York  City.  Write  Box  612, 
N.  Y.  St.  Jr.  Med. 


For  rent  equipped  office  on  L.I.  used  for  15  years  by  recently 
deceased  general  practitioner.  Floral  Park  2-4569. 


OFFICE  SPACE  FOR  RENT 


Doctor’s  office  available,  ground  floor,  established 
20  years  by  E.N.T.  Excellent  opportunity — near 
hospitals.  See  Superintendent,  200  East  16th  St. 
(Corner  3rd  Avenue)  New  York  City,  or  phone 
Mr.  Lynn,  LO  5-2483. 


leal...  £>(0  when  dermatoses  are  in  bloom 

(EO-MAGNACORT 

rnycin  and  ethamicort  i • I • I i 

topical  ointment 

■OMYCIN+the  first  water-soluble  dermatologic  corticoid 

utstanding  availability,  'penetration,  therapeutic  concentrations  and  potency 
Without  Systemic  involvement . In  1/2-oz.  and  l/6-oz.  tubes,  0.5%  neomycin  sulfate  and 
<%  ethamicort  (Magnacort). 

r inflammation  without  infection  MAGNACORTtopical  ointment 

brand  of  ethamicort  1 

1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 

i 


IZER 


if 


LABORATORIES 


Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 

•Trademark 
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REACH  FOR  YOUR  DIRECTORY 


it’s  a ready  source  of  valuable  information 
compiled  for  you. 

Your  Medical  Directory  represents  more  than  20,000  man- 
hours o f concen  trated  effort , employing  the  latest  tabulating 
devices , to  bring  you  accurate , detailed  data  on  the  more 
than  30,500  physicians  in  New  York  State. 

But  that’s  not  all!  The  Directory  also  provides  complete 
information  for  you  on: 


Medical  Societies  (Local  and  National) 
New  York  State  District  Map 
Equipment  Suppliers 
History  of  the  Directory 
Licensed  Nursing  Homes 
Pharmaceutical  Suppliers 
Hospitals 
Medical  Colleges 

New  York  City  Department  ok  Health 

New  York  State 

Department  of  Health 
Department  of  Mental  Hygiene 
Board  of  Medical  Examiners 
Regents 

Workman’s  Compensation  Board  Officers 

Medical  Society  of  the  State  of  New 
York 
Bylaws 

Component  County  Medical  Societies 

Constitution 

District  Branches 

Blood  Banks  Association  of  New  York  State 
Group  Plan,  Malpractice  Insurance  and 
Defense 

Legislative  Bureau 

Bureau  of  Medical  Care  Insurance 

Membership 

Officers 

Principles  of  Professional  Conduct 
Council  Committee  of  Public  Health  & 
Education 

Public  Relations  Bureau 
Veterans  Medical  Service  Plan  of  New  York, 
Inc. 

Workmen’s  Compensation  Bureau 


Orders  are 
now  being 
taken  for 
1957 

EDITION 


No  other  State  Society  provides  such  a wealth  of  information  in  one 
handy  volume  for  its  members.  Use  your  copy  often.  . .there  is  no  other 
source  available  for  such  ready  reference. 
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tips 


DRY,  SCALY  SKIN 


DETERGENT  RASH 


SUNBURN 


SIMPLE  ECZEMA 


DIAPER  RASH 


DISHPAN'  HANDS 


PRICKLY  HEAT 


Superficial  skin  com- 
plaints usually  respond 
dramatically  to 
TASHAN  CREAM  Roche' 


CHAFING 


Antiprurient,  soothing,  and  healing  — 
contains  vitamins  A,  D,  E,  and  cf-Panthenol, 
in  a cosmetically  pleasing  water-soluble 
base  which  fastidious  patients  will  enjoy 
using.  Hoffmann -La  Roche  Inc.,  Nutley.  N.  I- 

TASHAN'" 
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A new 


therapeutic  approach 
with  inherent  safety 
in  PRURITUS  ANI 


HYDRO  LAM  INS* 

TOPICAL  AMINO  ACID  THERAPY 

Unique  physiologic  barrier — topical  amino  acids — 
brings  rapid  relief  ( 98%‘ ) and  complete  healing  ( 88% 0 

. .the  objectives  of  therapy  in  pruritus  ani  can  be  listed 
under  3 headings: 

(1)  relieve  itching:  [Hydrolamins  produced  immediate  relief 
of  intractable  itching  in  98%  of  patients.  The  anti- 
pruritic effect  of  one  application  lasts  about  twenty-four 
hours.1] 

(2)  accelerate  healing,  [Hydrolamins  rapidly  and  com- 
pletely healed  reddened,  fissured,  macerated  and  ridged 
perianal  lesions  in  88%  of  cases.1] 

(3)  allow  natural  healing  without  trauma  due  to  physical, 
chemical,  allergic,  or  microbiologic  agents.”2  [The 
amino  acids  of  Hydrolamins  promote  safe,  natural  heal- 
ing while  the  ointment  protects  the  perianal  area  from 
irritation.1] 


Due  to  the  rapidity  of  action  of  Hydrolamins,  it  is  believed  that  protein-precipitating 
irritants,  responsible  for  the  pruritus,  are  neutralized.  Hydrolamins  also  forms  a 
biochemical  barrier  against  further  irritation. 


SUPPLIED;  In  I oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company , Chicago  14,  Illinois 


1.  Bodkin,  L.G.,  and  Ferguson,  E.A.,  Jr.:  Successful  Ointment  Therapy  for  Pruritus  Ani,  Am.  J.  Digest.  Dis. 
18: 59  (Feb.)  1951. 

2.  Fromer,  J.L.:  Dermatologic  Concepts  and  Management  of  Pruritus  Ani,  Am.  J.  Surg.  90:805  (Nov.)  1955. 
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For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 

■ well  suited  for  prolonged 
therapy 

■ well  tolerated,  relatively 
nontoxic 

■ no  blood  dyscrasias,  liver 
toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

■ orally  effective  within 
30  minutes  for  a period  of 
6 hours 


RELAXES  BOTH  MIND  AND  MUSCLE 

WITHOUT  IMPAIRING  MENTAL  OR  PHYSICAL  EFFICIENCY 


Milt  own’ 

tranquilizer  with  muscle-relaxant  action 


2-methyl-2-ll-propyl- 1,3-propanediol 
dicarbamate  — U.  S.  Patent  2,724,720 


Supplied:  400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 

Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 


Literature  and  samples  available  on  request 


VT0|^ 


* 


y*4l 


XV  WALLACE  LABORATORIES 
New  Brunswick,  N.  J. 
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anticholinergic 


Miltown® 


WOLF  & 
WOLFF 

HUMAN 

GASTRIC 

FUNCTION 


now  . . . care  of  the  man 
rather  than  merely  his  stomach.” 


controls  gastrointestinal  dysfunction 


the  tranquilizer  Miltown  in  “MilpatJt”  controls  the 
psychogenic  element  in  G.  I.  disturbances.  (Miltown 
does  not  produce  barbiturate  loginess  or  hangover.) 


because  it  cares  for  the  man 

At  the  cerebral  level 


as  well  as  his  ‘stomach’ 

peripheral  level 

the  anticholinergic,  tridihexetkyl  iodide , in  “Mil path” 
blocks  vagal  impulses  to  prevent  hypermotility  and 
hypersecretion. 

for  duodenal  ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.I.  symptoms  of  anxiety  states 


prescribe : 
. 1 tablet  t.i.d.  at 
mealtime  and 
2 at  bedtime.  _ 


tridihexethyl  iodide  25  mg. 
(3-diethylamino- 1 -cyclohexyl  - 
1 - phenyl  - 1 - propanol-ethiodide) 
U.  S.  Patent  2.698,325. 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


Literature  and  samples  on  request 
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Calmitol®'  is  the  non-sensitizing 
antipruritic  ointment  supplied  in  D/^-oz.  tubes  and  1-lb.  jars, 
and  (liquid)  2-oz.  bottles  by  Thos.  Leeming  & Co.,  Inc.,  New  York  17. 
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/low  Even  Greater 
Effectiveness 

WL  ear  canal 

THERAPY 


OtmumC  o Uu( 

EAR  DROPS  BACTERICIDAL 


OTITIS  EXTERNA 
FURUNCULOSIS 
OTOMYCOSIS 
OTITIS  MEDIA 

Excellent  Topical  Tolerance  • No  Systemic  Efn*.. 

The  addition  of  hydrocortisone  to  the  Otamylon  formu- 
lation greatly  enhances  its  effectiveness  against  infectious 
processes  involving  the  ear  canal  and  ear  drum.  Exudation, 
erythema,  itching  and  sensation  of  fulness  subside  rapidly. 

Otamylon  with  Hydrocortisone  is  effective  against  all 
commonly  encountered  ear  pathogens. 


Also  available  for  highly  effective  topical  chemotherapy 
on  skin,  mucous  membranes,  etc.,  and  in  peritoneal  cavity: 
Sulfamylon  5%  solution  (1  fl.  oz.  and  8 fl.  oz.) 
Sulfamylon  with  Streptomycin— 5%  solution  (100  cc.) 
with  streptomycin  20  mg.  (20,000  units). 


FUNGICIDAL 

ANALGESIC 

HYGROSCOPIC 
Anti-allergic  • Anti-inflammatory 

Otamylon  with  Hydrocortisone  is  a clear,  odor- 
less, sterile,  viscid  liquid  containing: 

Sulfamylon®  HCI  5% 

Benzocaine  ..  5% 

Hydrocortisone  0.02% 

Anhydrous  glycol  q.s.  100 

Manner  of  Use:  2 or  3 drops  or  moistened 
wick  applied  three  or  four  times  daily. 

Supplied:  Combination  package  with  drop- 
per: Otamylon  (13.4  cc.)  and  hydrocortisone 
solution  (2  cc.)  to  be  mixed  prior  to  dispensing. 


LABORATORIES 

NEW  YOIK  It,  N V. 


Otomylon  and  Sulfamylon  (brand  of  mafenide),  trademarks  reg.  U.$.  Pat.  Off# 


Otamylon  and  Sulfamylon  (brand  of  mafenide), 
trademarks  reg.  U.S.  Pat.  Off. 


2301 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


Officers 


President Thurman  B.  Givan,  M.D.,  Kings 

Past-President James  Greenough,  M.D.,  Otsego 

President-Elect Leo  E.  Gibson,  M.D.,  Onondaga 

Vice-President A.  H.  Aaron,  M.D.,  Erie 

Secretary W.  P.  Anderton,  M.D.,  New  York 

Assistant  Secretary Ezra  A.  Wolff,  M.D.,  Queens 

Treasurer Maurice  J.  Dattelbaum,  M.D.,  Kings 

Assistant  Treasurer Samuel  Z.  Freedman,  M.D.,  New  York 

Speaker Frederick  W.  Williams,  M.D.,  Bronx 

Vice-Speaker Joseph  A.  Lane,  M.D.,  Monroe 


Council 


Chairman,  Board  of  Trustees 


The  Above  Officers 

J.  Stanley  Kenney,  M.D.,  New  York 


AND 

Councillors 


Term  Expires  1958  Term  Expires  1959 

Harold  F.  R.  Brown,  M.D.  James  M.  Blake,  M.D. 


Erie 


Schenectady 


John  M.  Galbraith,  M.D.  Peter  J.  Di  Natale,  M.D. 
Nassau  Genesee 

John  C.  McClintock,  M.D.  Henry  I.  Fineberg,  M.D. 
Albany  Queens 


Norman  S.  Moore,  M.D. 
Tompkins 


John  F.  Rogers,  M.D. 
Dutchess 


Term  Expires  1960 

Gerald  D.  Dorman,  M.D. 

New  York 

Edward  C.  Hughes,  M.D. 

Onondaga 

Raymond  S.  McKeeby,  M.D. 
Broome 

Frederick  A.  Wurzbach,  Jr.,  M.D. 
Bronx 


Trustees 

J.  Stanley  Kenney,  M.D.,  Chairman New  York 

Dan  Mellen,  M.D Oneida  Renato  J.  Azzari,  M.D Bronx 

Walter  W.  Mott,  M.D.  . . Westchester  Frederic  W.  Holcomb,  M.D.  . . Ulster 

Herbert  H.  Bauckus,  M.D Erie  John  J.  Masterson,  M.D.  . . . Kings 


(See  pages  230 4 and  2306  for  additional  Society  Officers ) 


2302 


Trasenline-Pbenobarbilal 


c I B A 

Summit,  N.  J. 


integrated,  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital. 


2/2226H 
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In  bronchial  asthma  therapy — 


prompt  effect, 


SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1:200 
for  subcutaneous  injection 


. . . because  of  the  slow  absorption  of  the  portion  in  suspension 
and  rapid  absorption  of  the  portion  in  solution,  numerous  clinical 
reports  emphasize  these  advantages  of  Sus-Phrine  in  the  treat- 
ment of  bronchial  asthma: 

— is  as  prompt  as  the  subcutaneous  aqueous  solution1 2 
— is  more  prolonged  than  the  intramuscular  oil  suspension2’3 
— is  a simple  subcutaneous  injection3  4 
— may  be  easily  self-administered  by  the  patient2  3 
— well-tolerated  by  children1'3  4 


Supplied  in  5 cc.  vials  and  packages  of  12, 
0.5  cc.  ampuls. 

Reprints  listed  below  and  sample  on  request. 


Brewer  & Company,  Inc.,  Worcester  8,  Massachusetts,  U.S.A. 


1.  Levin,  $.:  J.  Ped.  Clin,  of  N.A.,  1-.975  (1954). 

2.  Naterman,  H.L.:  J.  of  Allergy,  20:64  (1953). 

3.  Unger,  A.H.,  and  Unger,  l.:  Ann.  of  Allergy,  10:128  (1952). 

4.  Jenkins,  C.M.:  J.  Naf.  Med.  Assn.,  45:120  (1953). 
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In  Allergic  Rhinitis 

(HAY  FEVER  NOSE) 

MedihalerPhen 

MEASURED-DOSE  NASAL  AEROSOL  NEBULIZATION 


Medihaler-Phen — vest-pocket  size — is  aerosol-self-powered, 
measured-dose,  vaporized,  tissue-compatible  medication  for 
effective  relief  of  all  forms  of  nasal  and  paranasal  congestion. 

Its  four  actions  provide  definitive  therapy  at  any  stage  of 
allergic  rhinitis ...  Avoids  haphazard  dosage  of  sprays,  inhal- 
ants, and  nose  drops ...  Maximum  effect  with  small  dosage 
...Safe  for  children,  too. 

Effective...  Safe... 

4-Pronged  Attack 


• VASOCONSTRICTIVE  • ANTI-INFLAMMATORY 

• DECONGESTIVE  • ANTIBACTERIAL 


Each  cc.  contains  phenylephrine  HC1  3.6  mg.,  neomycin  sulfate 
1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin  base),  and  hydro- 
cortisone 0.6  mg.,  suspended  in  an  inert,  non- 
toxic aerosol  vehicle.  The  10  cc.  stainless 
steel  vial  is  shatterproof,  leakproof,  spill- 
proof— equipped  with  metered-dose  valve  and 
sterilizable  plastic  nasal  adapter. 
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FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


MU CARP DM 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW'S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

presto-boro 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces.  1 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
2 S3  West  26th  St.,  New  York,  N.  Y. 


The  data  in  your  MEDICAL 
DIRECTORY  OF  NEW 
YORK  STATE  has  been  pain- 
stakingly compiled.  Consult 
the  DIRECTORY  in  referring 
cases  to  colleagues.  You’ll  find 
it  easy  to  use  and  highly 
informative. 
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MORE  CONSISTENTLY  EFFECTIVE 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

SENSITIVITY  OF  3 SEROTYPES  OF  E.  COLI  TO  CHLOROMYCETIN 
AND  THREE  OTHER  MAJOR  BROAD-SPECTRUM  ANTIBIOTICS* 

SEROTYPE  I (27  STRAINS) 

Chloromycetin 

HHHHHBHHHHHHHHBHHHIHHHHHMHBI  antibiotic  a 

pHM^MMKaassrr; ~ • ; * fpH  antibiotic  b 85% 

antibiotic  C 85% 


SEROTYPE  II  (36  STRAINS) 


ANTIBIOTIC  A 52% 
ANTIBIOTIC  B 50% 

B|  ANTIBIOTIC  C 55% 


CHLOROMYCETIN  89% 


SEROTYPE  III  (69  STRAINS) 


CHLOROMYCETIN  98% 

antibiotic  a si% 

' ' ' _ ANTIBIOTIC  B 75% 

antibiotic  c ei% 


®This  graph  is  adapted  from  Metzger,  TV.  !..  & Jenkins,  C.  J.,  Jr.:  Pediatrics  18:929,  1956. 
Inhibitory  concentrations  were  12.5  meg.  or  less. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic 
agent  and,  because  certain  blood  dyscrasias  have  been  associated 
with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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desserts’’ 

aren’t  alike,  either... 


There’s  a difference: 


Cal. 

Prot. 

gm. 

Fat 

gm. 

Carbo. 

gm. 

Ca. 

mg. 

P. 

mg. 

Vit.  A 
I.U. 

Ribo. 

mg. 

‘DESSERT  A 

94 

2.0 

2.7 

20.2 

76 

63 

Trace 

0.111 

‘DESSERT  B 

100 

2.32 

1 89 

17.72 

76 

43 

25 

(usp) 

0.160 

‘DESSERT  C 

102 

2.4 

3.2 

16.5 

75 

69 

228 

0.110 

**  RENNET-CUSTARDS 
(average  of 
seven  flavors) 

96.5 

3.2 

3.6 

12.7 

123 

102 

175 

0.164 

Fresh  milk  is  the  basis  of  "Junket"  rennet- 
custards.  That  is  why  they  are  higher  in 
nutritional  value  than  many  commercially 
canned  "Baby  desserts".  Rennet-custards 
furnish  valuable  protein,  calcium  and 
phosphorus  needed  for  sturdy  bone 
development  and  growth. 

Rennet-custards,  made  with  fresh  milk  and 
"Junket"  Rennet  Powder  or  Tablets,  are 
widely  advocated  as  one  of  the  first  solid 
foods  in  the  infant  dietary  . . . and  as  a 
refreshing,  readily  digested  dessert  for 
toddlers  and  older  children  too. 


Icet, 


RENNET  POWDER 

Makes  Fresh  Milk  into  Rennet-Custards 

"Junket"  Rennet  Powder  — Vanilla,  Raspberry, 
Lemon,  Orange,  Chocolate,  Maple,  Strawberry. 
"Junket"  Rennet  Tablets  — not  sweetened  or  flavored. 
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delay  is  f' 


dangerous...  J 
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FURADANT 


BRAND  OF  NITROFURANTOIf 


'OOO 

for  rapid  eradication  of  infection 


In  the  majority  of  112  cases  of  acute,  per- 
sistent or  relapsing  urinary  tract  infections 
“nitrofurantoin  [Furadantin]  was  effective 
clinically,  with  a pronounced  improvement, 
indicated  by  the  appearance  of  the  urine  as 
well  as  by  verbal  commendation  by  the  pa- 
tient, within  24  to  36  hours  . . . Some  of  these 
patients  with  seemingly  impossible  cases  were 
cured  of  their  infection.”* 

Furadantin  first  because  of  these  advantages: 
a specific  for  urinary  tract  infections  • rapid 
bactericidal  action  • negligible  development 
of  bacterial  resistance  • nontoxic  to  kidneys, 
liver  and  blood-forming  organs. 


AVERAGE  DOSAGE:  ADULTS— four  100  mg.  tab- 
lets daily;  1 tablet  during  each  meal  and  1 on 
retiring,  with  food  or  milk.  In  acute,  uncom- 
plicated infections,  50  mg.  q.i.d.  may  be  pre- 
scribed. If  patient  is  unresponsive  after  2 to 
3 days,  increase  dose  to  100  mg.  q.i.d. 
CHILDREN— 5 to  7 mg.  per  Kg.  (2.2  to  3.1  mg. 
per  lb.)  per  24  hours. 

SUPPLIED:  Tablets,  50  and  100  mg.  Oral  Sus- 
pension (25  mg.  per  5 cc.  tsp.). 

*Steworf,  B.  L,  and  Rowe,  H.  J.:  J.  Am.  M.  Ass.  160:1221,  1956. 

JW  EATON  LABORATORIES,  NORWICH,  NEW  YORK 


Nit rofurans  — a new  class  of  ant Imicrobials  — neither  antibiotics  nor  sulfonamides 
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ideal... 


when  dermatoses  are  in  bloom 


* 


NEO-MAGNACORT 


neomycin  and  ethamicort 


topical  ointment 


NEOMYCIN+the  first  water-soluble  dermatologic  corticoid 

outstanding  availability,  'penetration,  therapeutic  concentrations  and  potency 
— Without  systemic  involvement . In  1/2-oz.  and  l/6-oz.  tubes,  0.5%  neomycin  sulfate  and  i 
0.5%  ethamicort  (Magnacort). 

for  inflammation  without  infection  MAGNACORT'topical  ointment  \ 

brand  of  ethamicort  1 

In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 


PFIZER  LABORATORIES  Pfizer'  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 

•Trademark 


A 

SYMBOL 

Physicians’  Home 

OF 

SERVICE 

Physicians’  Home  earnestly  requests  your  help  in  providing 
funds  for  the  maintenance  of  the  needy  elderly  physicians 
of  New  York  State.  If  you  have  not  yet  sent  your  con- 
tribution, please  do  so  at  once.  Your  help  is  sorely  needed 
and  greatly  appreciated  by  these  elderly  colleagues  and 
their  widows. 

BEVERLY  C.  SMITH,  M.D.,  President 
386  Fourth  Avenue  • New  York  16,  N.  Y. 

,1 
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FOR  STUBBORN  ALLERGIES... 


Meti-steroid  benefits  are  potentiated  in 


METRETON 

METI-STEROID  — ANTIHISTAMINE  COMPOUND 

TABLETS  NASAL  SPRAY 

with  stress  supportive  prompt  nasal  comfort 

vitamin  C without  jitters  or  rebound 

ESPECIALLY  FOR  RESISTANT  AND  YEAR-ROUND  ALLERGIES 

Because  edema  is  unlikely  with  the  tablets  and  sympathomimetic 
effects  are  absent  with  the  spray,  Metreton  Tablets  and  Nasal  Spray 
afford  enhanced  antiallergic  protection  in  vasomotor  rhinitis 
and  all  hard-to-treat  allergic  disorders  — even  in  the  presence  of 

cardiorenal  and  hepatic  insufficiency. 

COMPOSITION  AND  PACKAGING 
Each  Metreton  Tablet  contains  2.5  mg.  prednisone,  2 mg. 

chlorprophenpyridamine  maleate  and  75  mg. 
ascorbic  acid.  Bottles  of  30  and  100. 

Each  cc.  of  Metreton  Nasal  Spray  contains  2 mg.  (0.2%) 
prednisolone  acetate  and  3 mg.  (0.3%)  chlorprophenpyridamine 
gluconate  in  a nonirritating  isotonic  vehicle. 

Plastic  squeeze  bottle  of  15  cc. 


'T.M.  MI  J. 117 


MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  4:  Because  when  a doctor  suffers  a malpractice  loss  his  insurance 

company  usually  reassesses  his  eligibility  for  continued  insurance.  Under  the  Society’s 
Group  Plan  such  decisions  are  made  by  fellow  practitioners  who  are  members  of  the 
Malpractice  Insurance  and  Defense  Board  and  who  consider  the  medical  facts  and 
circumstances  rather  than  just  the  cost  incurred. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

JAMES  M.  ARNOLD 

Indemnity  Representative 

2 PARK  AVENUE,  NEW  16,  N.  Y.  Telephone:  MUrray  Hill  4-3211 

iitetncal  ^ocictp  of  tbe  ^>tate  of  i^eto  J^ork 
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The  topic  of  discussion  among  doctors  today: 


the  use  of 


CLORPACTIN’  WCS-90 

for 

INTERSTITIAL  AND  TUBERCULOUS  CYSTITIS 
REFRACTORY  CYSTITIS  OR  URETHRITIS  of 
mixed  origin,  or  involving  resistant  organisms 
KIDNEY  PELVIS  LAVAGE  in  Pyelonephritis 
ROUTINE  USE  PRIOR  TO  CYSTOSCOPY 
PRE-  and  POST-OPERATIVE  ANTISEPSIS 

Bactericide  • Fungicide  • Virucide  • Non-Toxic  • Non-Allergenic 

REFERENCES: 

IATTIMER,  J.  K„  and  SPIRITO,  A.  L:  O'CONOR,  VINCENT  J.:  FLOCKS,  R.  H.  and  KADESKY,  M.  C.: 

Clorpactin  for  tuberculous  cystitis,  Clorpactin  WCS-90  in  the  treatment  of  Medical  Management  of  Urinary 

J.  Urol.  73:1015-1018,  1955  interstitial  cystitis,  Quarterly  Bulletin,  North - Tract  Infections,  The  Medical  Clinics  of  N.  A., 

western  Univ.  Med.  School , Chicago,  1955,  Sept.  1956.  (Saunders). 

Vol.  29,  No.  4,  Page  392,  Winter  Quarter. 


WVlfe  fOT  I Herature  * Brand  of  moeoxychlorosene,  a buffered,  stabi- 
J ivx  lized  organic  hypochlorous  acid  derivative. 

Guardian  Chemical  Corporation 

38-15  30th  Street,  Long  Island  City  1,  N.  Y.  • Exeter  2-4020 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25p  Bottle  of  48  tablets  (1}4  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  • 1450  Broadway,  New  York  18,  N.Y. 
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essentially  all  wounds  are  dirty... 


1H  c Antibiotic  Ointment 


first  clears  the  wound  of  tissue  debris  by  proteolytic 
enzymatic  digestion  ...  then  cleans  the  wound  of  infection  by 
positive  antibiotic  action. 

trypsin/chymotrypsin/bacitracin/polymyxin 

CLEANED  WOUNDS  HEAI AND  FASTER 

in  any  breach  of  the  skin  surface,  faster  healing  will  result 
from  application  of  Tryptar  Antibiotic  Ointment. 

Tryptar  Antibiotic  Ointment  is  safe,  virtually  non- 
sensitizing, and  does  not  affect  living  tissue. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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specifically  for  reduction  of  overweight 


(brand  of  phenmetrazine  hydrochloride) 


“...a  highly  effective  and  safe  appetite  suppressant . . 

Based  on  clinical  reports,  Preludin  produces  more  than  twice  the  weight  loss 
achieved  by  patients  receiving  a placebo.1 2  It  is  singularly  free  of  tendency  to 
produce  serious  side  actions,  as  well  as  stimulation.1-3  Preludin  imparts  a 
feeling  of  well-being  that  encourages  the  patient  to  cooperate  willingly  in 
treatment.1-3 

The  reduced  incidence  of  side  actions  with  Preludin  makes  losing  weight  more 
comfortable  for  the  average  patient,  facilitates  treatment  of  the  complicated 
case  and  frequently  permits  its  use  where  other  anorexiants  are  not  tolerated.3 

Recommended  Dosage.-  One  tablet  two  to  three  times  daily  one  hour  before 
meals.  Occasionally  smaller  dosage  suffices.  On  theoretical  grounds,  Preludin 
should  not  be  given  to  patients  with  severe  hypertension,  thyrotoxicosis  or 
acute  coronary  disease. 

(1)  Holt,  J.  O.  S.,  Jr.:  Dallas  Med.  J.  42:497,  1956.  (2)  Gelvin,  E.  P.;  McGavack,  T.  H.,  and  Kenigsberg,  $.: 

Am.  J.  Digest.  Dis.  1: 155,  1956.  (3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square,  pink  tablets  of  25  mg.  Under  license  from 
C.  H.  Boehringer  Sohn,  Ingelheim. 


GEIGY 


Ardsley,  New  York 
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first.. .treat  the 


primary  disorder, 

- 

of  course 
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then... 


Cm 


add  VITERRA 

\ as  a matter  of  course 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your  — and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


PEACE  of  mind  ATARAX® 


CHICAGO  11,  ILLINOIS 
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in  seasonal  allergies 

. . . as  in  colds 


you  can  check  excessive 

irritant  secretions . . 


O Tci  I I y with 


and  “ unlock 
c/osed-up  nose 


Novahistine 


In  the  management  of  seasonal  allergies  and  the 
common  cold,  Novahistine  works  better  than  anti- 
histamines alone.  The  distinct  additive  action  of  a 
vasoconstrictor  with  an  antihistaminic  drug  combats 
allergic  reactions  more  efficiently  . . . provides  marked 
nasal  decongestion  and  inhibits  excessive  irritant  secre- 
tions. Novahistine  eliminates  patient  misuse  of  nose 
drops,  sprays  and  inhalants  . . . avoids  the  risk  of  rebound 
congestion.  Novahistine  will  not  cause  jitters  or  insomnia. 

Each  Novahistine  Tablet  or  teaspoonful  of  Elixir  provides  5.0 
mg.  of  phenylephrine  HC1  and  12.5  mg.  of  prophenpyridamine 
maleate.  For  patients  who  need  greater  vasoconstriction,  Nova- 
histine Fortis  Capsules  and  Novahistine  with  APC  Capsules  con- 
tain twice  the  amount  of  phenylephrine. 


Pitman-Moore  Company  • Division  of  Allied  Laboratories,  Inc. 

Indianapolis  6,  Indiana 
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kids  really  like... 


SQUIBB  IRON.  B COMPLEX  AND  B12  VITAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Each  teaspoonful  (5  cc.)  supplies: 

Squibb 

Elemental  Iron  

(as  ferric  ammonium  citrate  and  colloidal  iron) 

....  38  mg. 

( equivalent  to  130  mg.  ferrous  sulfate  exsiccated ) 

Vitamin  B12  activity  concentrate 

4 meg. 

mm 

Thiamine  mononitrate 

1.0  mg. 

Riboflavin  

1.0  mg. 

Squibb  Quality — 

Niacinamide  

5 mg. 

the  Priceless  Ingredient 

Pantothenic  acid  (Panthenol) 

1.5  mg. 

Pyridoxine  hydrochloride  

Alcohol  content : 12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 

....  0.5  mg. 

mUlBATON’®  t$  A SOM i 8 B TBBOCMABQ, 
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how 


DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 


assure  such 

GRATIFYING 

SUSTAINED 

COMFORT 

for  your 

PROCTOLOGIC 

PATIENTS 


WHY  NOT 
WRITE  FOR 
SAMPLES 


DESITIN 
SUPPOSITORIES 

soothe 
protect 
lubricate 
ease  pain 
relieve  itching 
decongest 
• aid  healing 

( by  means  of  Norwegian  cod  liver  oil,  rich  in 
vitamins  A & D and  unsaturated  fatty  acids ) 

Contain  no  styptics,  local  anesthetics,  or  narcotics 
and  therefore  do  not  mask  serious  rectal  disease. 
In  boxes  of  12. 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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toxeifti8- 

of  pregnancy 


Prophylactic  and  therapeutic  control  of  water 
retention  in  toxemia  of  pregnancy  may  be 
effectively  maintained  by  Diamox. 

Diamox  is  a highly  versatile  diuretic,  effective 
in  the  mobilization  of  edema  fluid  and  in  the 
prevention  of  fluid  accumulation— with  transient, 
readily  reversible,  blood  electrolyte  changes. 
Well-tolerated  orally,  a single  dose  is  active  for 
6 to  1 2 hours,  offering  convenient  daytime 
diuresis  and  nighttime  rest. 

Diamox  is  of  proven  value  in  other  conditions 
as  well,  including  cardiac  edema,  acute 
glaucoma,  epilepsy,  premenstrual  tension. 

Ease  of  administration,  low  toxicity,  lack  of 
renal  and  gastrointestinal  irritation  make 
its  use  simple  and  singularly  free  of 
complications. 

Supplied:  scored  tablets  of  250  mg.  (Also  in 
ampuls  of  500  mg.  for  parenteral  use). 
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Your  first  source  for  professional 
information 


The  more  than  30,500  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Fall  name  and  address. 


• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 


• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workman’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiologists,  Chest  Physicians, 
Gastroenterology,  Obstetricians  and 
Gynecologists,  Pathologists,  Physi- 
cians, Badiology  and  Surgeons,  and  the 
International  College  of  Surgeons. 


Orders  are 
n ow  being 
taken  for 
1957 

EDITION 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  state  and  municipal 
hospitals  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


for 


Detroit  11,  Michigan 


Supplied : Boxes  of  ten  1.3  cc.  ampuls 


new  assurance 
the  aged  with 
herpes  zoster 

...  to  promote  prompt  recovery 
and  greater  freedom  from 
postherpetic  neuralgia. 


By  changing  the  attitude  of  the 
emotional  dermatologic  patient,  ‘Thorazine’ 
facilitates  the  management  of  the  patient  and  the  treatment 
of  skin  disorders.  The  patient  becomes  less  insistent 

and  frantic,  and  accepts  her  affliction  philosophically. 
‘Thorazine’  does  not  cure  skin  diseases  but,  according  to 

Cornbleet  and  Barsky,1  is  a “most  useful  adjuvant  to 
dermatologic  therapy”  in  patients  with  an  emotional  background 
of  tension,  apprehension,  excitement,  anxiety  and  agitation. 

THORAZINE* 

"can  be  to  the  dermatologist  what  the 
anesthetist  is  to  the  surgeon.”1 

Smith , Kline  & French  Laboratories , Philadelphia 

l.  Cornbleet,  T.,  and  Barsky,  S.:  The  Role  of  the  Tranquilizing 
Drugs  in  Dermatology,  presented  at  115th  Annual  Meeting  of 
Illinois  State  Medical  Society,  May  19,  1955. 

*T.M.  Reg.  U.S.  Pat.  Off.  for  chlorpromazine,  S.K.F. 


optimal  dosages  for  atarax, 
based  on  thousands  of  case  histories: 

^ mg. 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

P€^C€  OF  MIND  ATARAX 

(BRANO  OF  HYDROXYZINE)  rry  y 7 r* 

lablets-Syrup 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

atarax  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 


2327 


clinic  Ally  esMih'iheei 

FLEXIN 

Zoxozolamine 

En^bHc  coAjed  • pi AtN 

In  low  buck  pm n 

"...Of  90  patients  with  low  back  pain  and  other  muscular  conditions... 

67  (74  per  cent)  showed  a good  response 

"...17  of...  20  patients  with  post-traumatic  muscle  spasm  of  the  low 
back  had  excellent  or  good  responses."2 


(1)  Johnson,  H.  J.,  Jr.:  To  be  published.  (2)  Wallace,  S.  L.:  To  be  published. 

How  Supplied 

Pink,  Enteric  Coated  tablets  (250  mg.),  bottles  of  36 
Yellow,  scored  tablets  (250  mg.),  bottles  of  50. 


®U.S.  Potent  Pending 

TVnT*  T T I Laboratories,  Inc. 

lylC  J\  Jj  lJj  J Philadelphia  32,  Pa 


2.328 


2 sec.  CONTACTS 


Vaginal  trichomoniasis  quickly  yields  to 
Vagisec®  liquid  and  jelly.1'5  These  unique 
trichomonacides  explode  flagellates  after  15 
seconds’  contact.  Following  a Vagisec  douche, 
Vagisec  jelly  maintains  trichomonacidal  ef- 
fectiveness ’round-the-clock.  With  this  new 
approach,  therapy  succeeds  in  more  than  90 
per  cent  of  cases.4 

Research  proves  effectiveness  — In  hundreds 
of  tests  with  slide  preparations,  mixtures  of 
Vagisec  jelly  and  vigorous  cultures  of  Tricho- 
monas vaginalis  have  been  examined  under  a 
phase-contrast  microscope.3’6  The  trichomon- 
ads  explode  and  disperse  within  15  seconds 
after  contact  with  jelly  — exactly  like  those  in 
a Vagisec  douche  solution.3-6 

Explosion  succeeds  — Vagisec  liquid  and  jelly 
penetrate  rapidly  to  trichomonads  covered  by 
vaginal  mucus  and  cellular  debris  and  explode 
them,  avoiding  post-treatment  flare-ups.3-5 
Vagisec  therapy  often  rids  stubborn  clinical 
cases  of  “trich”  even  after  other  agents  fail. 

Why  parasites  explode  — A wetting  agent,  a 
detergent  and  a chelating  agent,  combined  in 
balanced  blend  in  Vagisec  liquid  and  jelly,3-5 
act  to  weaken  the  parasites’  cell  membranes, 
remove  waxes  and  lipids,  and  denature  the 
protein.  Then  the  trichomonads  imbibe  water, 
swell  and  explode  into  fragments  ...  all  within 
15  seconds. 

The  Davis  technique^  — Dr.  Carl  Henry  Davis, 
co-discoverer  of  Vagisec,  recommends  a com- 
bination of  office  treatments  with  Vagisec 


liquid  and  ’round-the-clock  home  therapy  with 
the  liquid  and  jelly.3  This  regimen  halts  vagi- 
nal trichomonal  infections  and  ensures  con- 
tinuous control  until  all  trichomonads  are  gone. 
For  a small  percentage  of  women  who  have 
an  involvement  of  cervical,  vestibular  or 
urethral  glands,  other  treatment  will  be  re- 
quired.1,3-5 

Re-infections  can  and  do  occur  from  the  hus- 
band2~5’7'8  — Prescribing  RAMSES®,  high  qual- 
ity prophylactics,  as  protection  against  con- 
jugal contagion  ensures  husband  cooperation. 
Most  of  them  know  and  prefer  RAMSES  — 
the  one  with  “built-in”  sensitivity.  RAMSES 
are  superior,  transparent  rubber  prophylactics, 
naturally  smooth,  very  thin,  yet  strong.  At  all 
pharmacies. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene 
nonyl  phenol,  Sodium  ethylene  diamine  tetra-acetate, 
Sodium  dioctyl  sulfosuccinate.  In  addition,  Vagisec 
jelly  contains  Boric  acid,  Alcohol  5%  by  weight. 

References:  1.  Decker,  A.,  and  Decker,  W.  H.:  Practical 
Office  Gynecology,  Philadelphia.  F.  A.  Davis  Company, 
1956.  2.  McGoogan,  L.  S.:  J.  Michigan  M.  Soc.  55:682(June) 
1956.  3.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7, 
pp.  23-33.  4.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

5.  Davis,  C.  H.:  J.A.M.A.  757:126  (Jan.  8)  1955.  6.  Molo- 
mut,  N.,  Port  Washington,  N.  Y.:  Personal  communication 
(Jan.)  1957.  7.  Draper,  J.  W.:  Internat.  Rec.  Med.  768:563 
(Sept).  1955.  8.  Feo,  L.  G.,  et  al.:  J.  Urol.  75:711  (Apr.) 
1956. 

JULIUS  SCHMID,  inc. 

gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec  and  RAMSES  are  registered  trade-marks  of  Julius  Schmid,  Inc. 
fPat.  app.  for 

Advertisement 


2329 


co7?ibines  Meprobamate  (400  mg.): 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.1'2'3 

with  Path  i Ion  (25  mg.): 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.4 


Now . . . with  PAT  H I B A M AT  E . . .you  can  control  disorders  of  the 
digestive  tract  and  the cc emotional  overlay” so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dramatic  response  to  PATH  I BAM  ATE  therapy: 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


Comments  on 


References : 1.  Borrus,  J.  C.:  M.  Clin.  North  America, 

In  press,  1957.  2.  Gillette,  H.  E. : Internal.  Rec.  Med.  & G.  P. 
Clin.  169:453,  1956.  3.  Pennington,  V.  M.:  J.A.M.A., 

In  press,  1957.  4.  Cayer,  D.:  Prolonged  Anticholinergic 
Therapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1:301-309 
(July)  1956.  5.  McGlone,  F.  B. : Personal  Communication  to 
Lederle  Laboratories.  6.  Texter,  E.  C„  Jr.:  Personal 
Communication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
and  McGavack,  T.  H.:  Personal  Communication 
to  Lederle  Laboratories. 

Supplied:  Bottles  of  100  and  1000 


PATH  I BAM  ATE  from  clinical  investigators 

• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  I BAMATE  . . .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 


Administration  and  Dosage:  l tablet  three  times  a day 
at  mealtimes  and  2 tablets  at  bedtime.  Full 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


Orinase 

Prescription 

Information 

Dosage:  Patients  responsive  to  Orinase 
may  begin  therapy  as  follows: 

First  day 

3G„,  9 0000® 

Third  day  tSk  Mk 
1 Gm.  V 

Usual  maintenance  dose  1 Gm. 

(must  be  adjusted  to  patient’s  response) 

To  change  from  insulin  to  Orinase: 

If  previous  insulin  dosage  was 
less  than 

40  u./day  . . . reduce  insulin  30%  to 
50%  immediately; 
gradually  reduce  insulin 
dose  if  response  to 
Orinase  is  observed. 

more  than 

40  u./day  . . . reduce  insulin  20% 

immediately;  carefully 
reduce  insulin  beyond 
this  point  if  response  to 
Orinase  is  observed. 

In  these  patients, 
hospitalization  should  be 
considered  during  the 
transition  period. 

Caution:  During  the  initial  “test”  period 
(not  more  than  5 to  7 days),  the  patient 
should  test  his  urine  for  sugar  and 
ketone  bodies  three  times  daily  and 
report  to  his  physician  daily.  For  the  first 
month,  he  should  report  at  least  once 
weekly  for  physical  examination,  blood 
sugar  determination,  and  white  cell 
count  (with  differential  count,  if 
indicated).  After  the  first  month,  the 
patient  should  be  seen  at  least  once  a 
month,  and  the  above  studies  carried  out. 
It  is  especially  important  that  the  patient, 
because  of  the  simplicity  and  ease  of 
administration  of  Orinase,  does  not 
develop  a careless  attitude  (“cheating” 
on  his  diet,  for  example)  which  may 
result  in  serious  consequences  and 
failure  of  treatment. 

Supplied:  In  0.5  Gm.  scored  tablets, 
bottles  of  50. 

Complete  literature  available  on  request. 


Upfohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN 
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Upjohn 


the  new  ( )1  al  antidiabetic 


Used  investigationally  in  more  than  18,000  patients!  (Tolbutamide,  Upjohn) 


Ready  for  your  prescription  now.  Orinase  is  now 
available  in  all  leading  prescription  pharmacies. 
But  please,  before  you  prescribe  this  exciting 
new  drug,  be  sure  you  understand  its  limitations. 

Indications.  Orinase  is  most  likely  to  benefit  the 
patient  in  whom  the  diabetes  is  relatively  mild 
and  stable,  is  not  adequately  controlled  by  die- 
tary restrictions  alone,  and  developed  sometime 
after  the  age  of  30  years. 

Contraindications.  Orinase  is  contraindicated  in 
patients  with  1)  diabetes  of  the  types  known  vari- 
ously as  juvenile,  growth-onset,  unstable,  or 
brittle;  2)  a history  of  diabetic  coma;  3)  diabetes 
complicated  by  ketosis,  acidosis,  coma,  fever, 
severe  trauma,  gangrene,  Raynaud’s  disease,  or 
serious  impairment  of  renal  or  thyroid  function; 
4)  hepatic  dysfunction;  and  5)  diabetes  ade- 
quately controlled  by  dietary  restriction. 

Effects.  In  patients  with  a satisfactory  response 
to  Orinase,  the  blood  sugar  falls,  glycosuria 
diminishes,  and  such  symptoms  as  pruritus,  poly- 
uria, and  polyphagia  disappear.  It  is  not  a sub- 
stitute for  insulin.  And  it  requires  the  same  ad- 
herence to  basic  principles  of  diabetes  control  as 
does  insulin,  e.g.,  dietary  regulation;  tests  for 
glycosuria  and  ketonuria;  hygiene;  exercise;  in- 


struction of  the  patient  to  recognize  and  counter- 
act impending  hypoglycemia,  to  follow  rigidly 
directions  regarding  diet  and  continuing  use  of 
the  drug  and  to  report  immediately  to  the  phy- 
sician any  feeling  of  illness.  Extreme  care  must 
be  taken  during  the  transition  period  to  avoid 
ketosis,  acidosis,  and  coma. 

Side  effects.  To  date,  the  most  serious  side  effect  is 
hypoglycemia,  which  may  occur  occasionally  and 
is  most  likely  to  occur  during  the  transition 
period  from  insulin  to  Orinase.  Other  untoward 
reactions  to  Orinase  are  rare,  usually  of  a non- 
serious  nature,  and  tend  to  disappear  on  adjust- 
ment of  dosage,  e.g.,  gastrointestinal  disturb- 
ances, headache,  variable  allergic  skin  manifesta- 
tions, and  alcohol  intolerance. 

Clinical  toxicity.  Aside  from  an  occasional  hvpo- 
glycemia,  Orinase  appears  to  be  remarkably  free 
of  gross  clinical  toxicity.  There  is  no  evidence  of 
crystalluria  or  other  untoward  effects  on  renal 
function,  or  of  hcpatotoxicity.  Except  for  a rare 
leukopenia  of  mild  degree,  which  has  been  revers- 
ible (in  some  instances,  even  under  continued 
therapy) , there  have  been  no  adverse  effects  on 
hematopoietic  function. 

* 

TRADEMARK,  REG.  U.  S.  PAT.  OFF. 
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a NEW 

spasmolytic  drug 

T|® 

I si  pa  I 

Brand  of  Orphenadrine  HCI 

• orally  effective  I 

• relatively  long-acting 

• minimal  side  actions 

• nonsoporific 

• tolerance  no  problem 

• no  known  organic  contraindications 


for 

skeletal 

muscle 

spasm 


Effective 

for  the  Symptomatic  Relief  of  Muscle  Spasm  in 

Parkinsonism  Whiplash  injuries 

of  all  types  Torticollis 

Low  back  pain  Hemiballism 

Herniated  intervertebral  disc  Huntington’s  chorea 
Fibrositis  Cerebral  palsy 


♦Trademark  of  Brocades-Stheeman  & Pharmacia 
U.S.  Patent  No.  2,567,351.  Other  patents  pending. 


In  addition  to  its  spasmo- 
lytic effect,  Disipal  evokes 
a mildly  euphoric  response, 
particularly  valuable  in  the 
Parkinsonian  patient. 

Disipal  is  nonsoporific.  Con- 
tinuous therapy  for  as  long 
as  44  months  produced  no 
serious  ill  effect,  no  tolerance. 


In  480  cases  of  Parkinson- 
ism (arteriosclerotic,  post- 
encephalitic, and  idio- 
pathic), 50  investigators 
reported  good  to  excellent 
results  in  286  (59%),  and 
fair  in  97  (20.2%). 

In  120  cases  of  other  types 
of  muscle  spasm,  good 


results  were  obtained  in  59 
(49.1%)  and  fair  results  in 
24  (20.1%).  Side  effects  are 
minimal. 

Dosage:  Initially  1 tablet 
(50  mg.)  t.i.d.  In  combina- 
tion with  other  spasmolytic 
drugs,  dosage  is  titrated  to 
meet  individual  needs. 


Los  Angeles 
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Pops,  like  the 
Doctor  said  how 
about  real  apples 


Real  apples 
coming  up,  Junior - 
natural  taste , 
natural  vitamins 
in  Beech-Nut 


TRUST  BEECH-NUT.. .CAREFULEST  BABY  FEEDERS  IN  THE  WORLD 
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HHS  Mlli 


a way  of  escape 

from  allergic  effects  of  pollen 


CO-PYRONIL 


(Pyrrobutamine  Compound,  Lilly) 


—with  minimal  side-effects 


Each  Pulvule  ‘Co-Pyronil’ 
provides: 

‘Pyronil’  15  mg. 

(Pyrrobutamine,  Lilly) 

‘ Histadyl'  25  mg. 

( Thenylpyramine , Lilly) 
‘Clopane 

Hydrochloride ’ 12.5  mg. 

( Cyclopentamine 
Hydrochloride,  Lilly) 


This  is  the  season  when  we  all  yearn  for  escape  from  every- 
day life,  to  “commune  with  nature.”  But,  to  the  one  aller- 
gic to  pollen,  this  craving  is  usually  easier  to  endure  than 
the  penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

‘Co-Pyronil’  combines  the  complementary  actions  of  a 
rapid-acting  antihistaminic,  a long-acting  antihistaminic, 
and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

758021 
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EDITORIAL 


The  Personality  of  Medicine 


During  recent  years,  organized  medicine 
lias  devoted  a great  deal  of  its  time  to  com- 
bating the  political  and  social  forces  that 
would  relegate  the  physician  to  the  role  of 
a mercenary  in  the  practice  of  medicine. 
Such  forces  would  have  us  forget  the  need 
and  importance  for  the  preservation  of  the 
individual  physician-patient  relationship  in 
our  democratic  way  of  life.  Fortunately, 
medicine  has  been  successful  to  the  present 
and  the  freedom  of  the  physician  and  pa- 
tient has  been  preserved. 

What  will  happen  in  the  future?  The 
answer  lies  within  the  character  and  prin- 
ciples not  only  of  the  practicing  physician 
today  but  also  the  doctors  of  tomorrow 
who  are  being  trained  in  our  hospitals, 
medical  and  undergraduate  schools.  In 
the  past  few  decades,  there  has  been  a 
tendency  on  the  part  of  medical  education 
to  stress  scientific  knowledge  as  an  end  in 
itself.  The  product  of  such  a training 
may  be  capable  of  ministering  to  the  ills 
of  the  human  body  but  not  to  the  human 
hearts,  minds,  and  emotions  of  his  patients. 
Is  it  any  wonder  then  that  the  patient’s 
attitude  towards  his  physician  changes? 
In  the  eyes  of  the  layman,  medicine  becomes 
a commodity  subject  to  the  whims  of  a 
changing  society.  If  we  are  to  preserve 
the  freedom  of  the  physician  and  the  patient, 


mere  opposition  to  the  inroads  of  social- 
istic ideologies  and  systems  'null  eventually 
fail  unless  medicine  sees  to  it  that  the 
physician  is  more  than  just  the  purveyor 
of  scientific  knowledge.  As  history  tells 
us,  societies  are  more  often  dest  roved  from 
within  than  from  without. 

At  the  recent  annual  meeting  of  the 
American  Medical  Association,  Dr.  David 
B.  Allman,  president,  devoted  his  entire 
inaugural  address  on  June  4,  1957,  to  the 
“personality  of  medicine.”  He  stressed 
that  the  physician  “must  be  both  scientist 
and  humanitarian.”  Although  the  phy- 
sician is  primarily  a man  of  science,  he 
must  be  constantly  concerned  over  human 
personal  values.  He  must  recognize  his 
obligations  both  as  a physician  and  citizen 
— the  latter  requiring  his  “active  interest 
in  community  affairs  and  public  issues.” 
Dr.  Allman  concluded  by  indicating  “the 
need  for  a new  revolution — a revolution 
against  opportunism,  expediency  and  ma- 
terialism; a return  to  the  original  American 
ideals  of  freedom,  personal  responsibility,  in- 
dividual initiative,  and,  above  all,  faith  in 
God.”  Certainly  Dr.  Allman  is  to  be  com- 
mended for  his  clarification  of  the  problem 
confronting  medicine  and  wholeheartedly 
supported  in  his  effort  to  preserve  the  best 
in  the  personality  of  medicine. 


The  idle  man  does  not  know  what  it  is  to  enjoy  rest.  Hard  work,  moreover,  not  only  tends  to 
give  us  rest  for  the  body,  but,  what  is  even  more  important,  peace  to  the  mind. — Sir  John  Lub- 
bock 
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On  April  30  a letter  was  sent  by  President  James  G reenough 
to  the  membership  of  the  Society  relating  to  physician  par- 
ticipation in  the  study  of  motor  vehicle  accidents  on  the 
New  York  Thruway.  It  occurred  to  me  that  some  member- 
physicians  might  not  have  seen  the  letter,  and  in  considera- 
tion of  the  importance  of  this  research  program,  with  which  I 
am  in  agreement,  I would  again  call  to  the  attention  of  the 
members  the  significant  facts. 

The  New  York  State  Department  of  Health  and  the  New 
York  State  Police  are  cooperating  with  Cornell  University 
Medical  College  in  an  automobile  crash-injury  research  pro- 
gram which  became  active  on  May  15,  1957.  This  study, 
which  is  to  be  conducted  on  the  New  York  Thruway,  has 
been  approved  by  the  Medical  Society  of  the  State  of  New 
York.  An  amendment  this  year  to  Article  II,  Title  I,  Section 
206  of  the  Public  Health  Law  completely  protects  the  'physician 
when  reporting  injuries,  for  research  programs,  to  the  Commissioner  of  Health. 

The  purpose  of  this  research  is  to  obtain  authentic  information  concerning  the  specific 
causes  of  injuries  to  occupants  of  passenger  automobiles  involved  in  accidents.  New  in- 
formation, based  on  statistical  analysis  of  these  accident-injury  facts,  will  enable  automotive 
engineers  to  make  changes  in  the  design  of  future  automobiles  which  will  reduce  a substan- 
tial proportion  of  the  needless  and  excessive  injuries  seen  in  epidemic  proportions  today. 

Possibly  some  of  the  persons  injured  or  killed  in  these  accidents  will  come  under  your 
care.  When  you  treat  one  of  these  persons,  you  are  requested  to  record  the  nature  and  ex- 
tent of  the  injuries  on  the  special  medical  form  which  is  to  be  submitted  to  the  Commissioner 
of  Health.  This  is  brief  and  will  not  require  much  time.  The  injury  details  will  later  be 
matched  with  reports  submitted  by  the  State  Police  on  related  accident  forms  concerning 
the  specific  structures  of  the  automobiles  which  cause  these  injuries,  as  well  as  pertinent 
accident  and  car  damage  information. 

Similar  data-collecting  systems  have  been  set  up  in  eleven  other  states,  and  the  inter- 
state program  is  yielding  a new  type  of  information  badly  needed  by  engineers  and  safety 
groups.  All  major  automobile  manufacturers  are  actively  cooperating  with  this  project,  and 
some  have  already  made  practical  use  of  the  data,  as  is  evident  in  many  late  models.  How- 
ever, unless  all  the  injuries  of  the  individuals  who  were  examined  by  you  and  your  colleagues 
under  the  scope  of  the  study  are  carefully  recorded,  the  continued  effectiveness  of  the  study 
will  be  seriously  reduced. 

Prompt  submission  of  reports  on  all  automobile  accident-injury  patients  will  play  an 
important  part  in  the  reduction  of  deaths  or  injuries  resulting  from  auto  accidents  in  the 
future.  Your  earnest  participation  in  this  approach  to  one  of  our  nation’s  foremost  epi- 
demiologic problems  is  encouraged  by  your  State  Medical  Society. 

It  is  important  to  stress  the  complete  protection  afforded  the  physician  by  the  current 
amendment  to  the  Public  Health  Law  when  reporting  injuries  for  research  programs  to  the 
Commissioner  of  Health. 


July  15,  1057 
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ANNOUNCEMENT 


Schedule  of  District  Branch  Meetings , 1957 


District  Time 


Day 


Date 


Town 


Place 


First 


May  12  New  York  City  Hotel  Statler 


Second 


7: 00- 
Cocktails 
7: 45- 
Dinner 


Wednesday  October  1G 


Smith  town 
(Suffolk) 


Riverside  Inn 


Third  10:30-4:30  Thursday  October  3 Kingston  Wiltwick  Golf  and 

Country  Club 


Fourth  Afternoon  Thursday  October  17  Saratoga  Springs  Newmans  Lake  House 

Dinner 
Evening 


Fifth  Thursday  October  10  Utica  Hotel  Utica 

(Heart  Day) 


Sixth  Afternoon  Wednesday  September  25  Cortland  Cortland  Country  Club 

Dinner 
Evening 


Seventh 


Thursday  September  19 


Eighth  Wednesday  September  18  • Buffalo  Kleinhans  Music  Hall 


Ninth  l:00-Golf  Wednesday  October  2 Mahopac  Hotel  Mahopac 

6: 00- 
Cocktails 
7 : 30-Dinner 
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Irritant  laxatives  are  unnecessary  with 
Metamucil  since  this  hydrophilic 
mucilloid  produces  soft,  easy  stools  and 
stimulates  normal  peristalsis. 
"Smoothage”  management  with  Metamucil 
may  be  employed  with  success  in  every 
type  of  constipation. 


METAMUCIL 


SEARLE 


psyllium  hydrophilic  mucilloid  with  dextrose 


2:rt  1 


NEW  INTRAMUSCULAR  IRON  PROVIDES 
PRECISION  THERAPY,  PROMPT  RESPONSE 


IMFERON,®  the  new  intramuscular  iron-dextran 
complex,  was  introduced  to  American  hematol- 
ogists at  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology  held 
in  Boston,  August  27  to  September  1,  1956. 
Recent  experience  from  over  6 million  injec- 
tions has  shown  that  this  iron  preparation  is 
easy  to  administer,  notably  free  from  toxic  ef- 
fects, quickly  absorbed  and  productive  of  rapid 
hematologic  and  clinical  improvement.  It  has 
been  termed  “...the  only  therapeutically  effec- 
tive iron  preparation  for  intramuscular  use ”l 

IMFERON  meets  the  need  for  a safe,  effective 
agent  when  parenteral  iron  is  preferable  for 
patients  with  iron  deficiency  anemia  who  are 
resistant  or  intolerant  to  oral  iron,  those  with 
depleted  iron  reserves  and  those  who  require 
rapid  restoration  of  hemoglobin,  e.g.  last  tri- 
mester of  pregnancy. 

Previous  parenteral  iron  preparations  were 
unsatisfactory  because  of  toxicity,  pain  on 
injection,  or  because  they  contained  insufficient 
iron.  IMFERON  contains  the  equivalent  of  5 
per  cent  elemental  iron.  It  is  more  stable  than 
iron  saccharate  both  in  vitro  and  in  vivo  and 
does  not  precipitate  in  plasma  over  a wide  pH 
range.  It  is  isotonic  with  tissue  fluids  and  has 
a pH  of  5.2  to  6.01  Utilization  for  hemoglobin 
formation  is  almost  quantitative. 

Precision  Therapy  with  IMFERON:  Before  treating 
a patient  with  IMFERON,  total  iron  requirement 
is  calculated  by  formula  or  determined  from  a 
convenient  dosage  chart.  Then  appropriate 
amounts  of  IMFERON  are  injected  daily  or 
every  other  day,  until  the  total  calculated 
required  amount  is  given. 

Iron  Deficiency  Anemia  of  Infancy:  IMFERON  pro- 
vides a convenient  safe  means  for  restoring 
hemoglobin  levels  and  iron  reserves  in  anemic 
infants.  Excellent  results  were  obtained  by 
Gaisford  and  Jennison2  with  IMFERON  in  100 
iron-deficient  infants.  From  a pretreatment 
average  of  54.5  per  cent,  hemoglobin  levels 
rose  to  87  per  cent  10  weeks  after  the  start 
of  therapy. 

References:  (1)  Brown,  E.  B„  and  Moore,  C.  V.,  in 
Tocantins,  L.  M. : Progress  in  Hematology,  New  York, 
Grune  & Stratton,  Inc.,  1956,  vol.  I,  p.  25.  (2)  Gais- 
ford, W.,  and  Jennison,  R.  F. : Brit.  M.  J.  2:700  (Sept. 
17)  1955.  (3)  Wallerstein,  R.  O.:  J.  Pediat.  49:173, 
1956.  (4)  Sturgeon,  P. : Pediatrics  15:267,  1956. 
(5)  Jennison,  R.  F.,  and  Ellis,  H.  R.:  Lancet  2:1245 
(Dec.  18)  1954.  (6)  Scott,  J.  M.,  and  Govan,  A.  D.  T.: 
Brit.  M.  J.  2:1257  (Nov.  27)  1954.  (7)  Grunberg,  A., 


Clinical  improvement  paralleled  this  response. 
Premature  infants  and  surgical  cases  were 
similarly  benefited.  IMFERON  gave  “...all  the 
advantages  of  transfusion  or  intravenous  ther- 
apy without  the  disadvantages.”"’  There  were 
no  side  effects  in  any  of  the  infants  treated. 
Wallerstein8  confirmed  these  results,  furnishing 
evidence  that  IMFERON  is  well  absorbed  and 
appears  in  the  bone  marrow  12  to  24  hours 
after  injection.  Results  are  equal  to  those  with 
intravenous  saccharated  iron  oxide  without  the 
unpleasant  side  effects.  Sturgeon4  showed  that 
the  first  year’s  iron  requirements  in  infancy  can 
be  supplied  with  three  injections  of  IMFERON. 
Iron  Deficiency  Anemia  of  Pregnancy:  Nausea  pre- 
cludes oral  iron  therapy  in  many  anemic  preg- 
nant women.  In  those  with  severe  anemia  who 
are  first  seen  late  in  pregnancy,  prompt 
hemoglobin  regeneration  is  unobtainable  with 
oral  iron.  IMFERON  produced  prompt  hemo- 
globin responses  in  anemia  of  pregnancy, 0 0 the 
results  being  similar  to  those  obtained  with 
intravenous  saccharated  iron  oxide.  Side  effects 
were  virtually  absent  with  imferon.0,0 
Resistant  Hypochromic  Anemia:  Patients  who  do 
not  respond  to  oral  iron,  those  who  cannot  take 
oral  iron  and  those  with  gastrointestinal  pathol- 
ogy respond  well  to  injections  of  IMFERON.7'11 
While  oral  iron  is  of  little  value  in  treating 
the  anemia  of  rheumatoid  arthritis,  IMFERON  is 
“...as  beneficial  as  intravenous  iron  and  easier 
to  administer.”8 

Present  Studies:  Published  reports  and  recent 
findings  of  clinical  investigators  confirm  the 
effectiveness  and  safety  of  imferon  for  hemo- 
globin regeneration  and  creation  of  iron  stores. 
More  than  70  studies  are  now  being  completed 
in  the  United  States.  Reports  stress  prompt 
hemoglobin  response,  ease  of  administration 
and  freedom  from  side  effects.  Clinicians  desir- 
ing additional  information  should  request 
Brochure  No.  NDA  17,  imferon,  Lakeside 
Laboratories,  Inc.,  Milwaukee  1,  Wisconsin. 


and  Blair,  J.  L.:  A.M.A.  Arch.  Int.  Med.  96:731, 

1955.  (8)  Millard,  J.  B.,  and  Barber,  H.  S.:  Ann. 
Rheumat.  Dis.  15: 51,  1956.  (9)  Baird,  I.  M.,  and 
Podmore,  D.  A.:  Lancet  2:942  (Nov.  6)  1954. 

(10)  Cappell,  D.  F.;  Hutchinson,  H.  E.;  Hendry,  E.  B., 
and  Conway,  H.:  Brit.  M.  J.  2:1255  (Nov.  27)  1954. 

(11)  Stevens,  A.  R.:  A.M.A.  Arch.  Int.  Med.  96:550 

1956. 

IMFERON®  IS  DISTRIBUTED  BY  LAKESIDE  LABORATORIES,  INC.,  UNDER 
LICENSE  FROM  BENGER  LABORATORIES.  LIMITED.  AVAILABLE  IN  2-CC. 
AND  5-CC.  AMPULS  THROUGH  YOUR  REGULAR  SUPPLIERS. 
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SCIENTIFIC  ARTICLES 


Fat  in  the  Diet  and  Mortality  from  Heart  Disease 

A Methodologic  Note 


J.  YERUSHALMY,  PH.D.,  BERKELEY,  CALIFORNIA,  AND  HERMAN  E.  HILLEBOE,  M.D., 

ALBANY,  NEW  YORK 

( From  the  Division  of  Biostatistics,  School  of  Public  Health,  University  of  California,  Berkeley,  California,  and 
the  New  York  State  Department  of  Health,  Albany,  New  York 


The  growing  importance  of  heart  diseases  as 
a cause  of  disability  and  death  has  stimulated 
widespread  investigation  into  possible  causative 
factors,  especially  those  of  environmental  origin. 
Within  the  last  few  years  certain  components  of 
the  diet,  especially  fat,  have  attracted  increasing 
notice  as  suspected  causal  agents.  The  evidence 
which  has  been  presented  for  the  existence  of  a 
relationship  between  diet  and  heart  disease,  how- 
ever, is,  for  the  most  part,  derived  from  indirect 
methods  of  study.  In  these  indirect  methods 
the  primary  unit  of  observation  is  the  group; 
in  the  direct  method  the  primary  unit  of  obser- 
vation is  the  individual.  It  is  a common  prac- 
tice to  use  indirect  methods  to  construct  indices 
of  the  dietary  habits  of  national,  racial,  social,  or 
other  special  groups,  and  to  relate  these  indices 
to  the  frequencies  of  various  forms  of  heart 
disease  in  these  groups.  The  data  in  many  cases 
are  based  on  vital  statistics  and  on  statistics 
concerning  the  food  supplies  available  for  con- 
sumption in  different  countries. 

It  is  well  known  that  the  indirect  method 
merely  suggests  that  there  is  an  association 
between  the  characteristics  studied  and  mortality 
rates  and,  further,  that  no  matter  how  plausible 
such  an  association  may  appear,  it  is  not  in  itself 
proof  of  a cause-effect  relationship.  But  quota- 
tion and  repetition  of  the  suggestive  association 
soon  creates  the  impression  that  the  relationship 
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is  truly  valid,  and  ultimately  it  acquires  status 
as  a supporting  link  in  a chain  of  presumed  proof. 

There  is  no  question  that  indirect  methods  of 
study  are  valuable  when  properly  employed, 
especially  as  indicating  suitable  paths  for  further 
investigation.  Thus,  morbidity  and  mortality 
from  certain  respiratory  diseases  have  been 
compared  in  urban  and  rural  areas  for  clues  as 
to  the  role  of  air  pollution;  the  trend  of  lung 
cancer  mortality  has  been  investigated  in  relation 
to  cigaret  consumption,  and  death  rates  from 
specific  diseases  have  been  examined  in  census- 
tracts  which  are  distinguished  by  measurable 
environmental  characteristics.  Indeed,  so  com- 
plex are  current  health  problems  that  associations 
between  various  characteristics  of  the  environ- 
ment and  morbidity  and  mortality  should  be 
more  intensively  studied;  the  indirect  method 
is  often  the  only  practicable  procedure. 

Unfortunately,  however,  if  used  superficially 
and  not  properly  augmented,  the  indirect 
method  has  many  weaknesses.  The  most 
serious  is  the  fact  that  the  apparent  association 
often  proves  to  be  the  result  of  nonpertinent 
extraneous  factors.  Therefore,  it  is  always 
necessary  to  probe  further,  to  go  beyond  the 
simple,  apparent  association  and  to  investigate 
related  variables.  This  does  not  mean  that  the 
worker  must  undertake  exhaustive  studies  to 
rule  out  all  environmental  factors  other  than  the 
suspected  one.  In  many  eases  systematic 
testing  of  a few  related  environmental  factors 
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against  one  or  two  additional  disease  entities 
will  disclose  whether  the  presumed  association 
is  valid. 

In  this  presentation  an  attempt  is  made,  first, 
to  determine  the  sort  of  supplementary  investi- 
gation which  can  make  the  indirect  method  a 
more  dependable  tool  for  studying  the  association 
between  disease  entities  and  environmental 
factors  and,  second,  to  determine  the  validity 
of  the  presumed  association  between  national 
death  rates  from  heart  disease  and  national 
dietary-fat  levels. 

An  actual  example  illustrates  how  the  impres- 
sion that  there  is  a strong  association  between 
mortality  from  heart  disease  and  proportion  of 
fat  available  in  the  diet  in  different  countries 
assumed  the  stature  of  a proved  fact.*  In 
1953  Keys1  published  a chart  (Fig.  1)  which 
shows  the  relationship  in  six  different  countries 
between  the  national  death  rate  for  men  aged 
forty-five  to  forty-nine  and  fifty-five  to  fifty-nine 
from  “arteriosclerotic  and  degenerative  heart 
disease”  and  the  proportion  of  fat-calories 
available  in  the  respective  national  diets.  Taken 
by  itself,  the  figure  is  impressive;  there  is  regular 
progression  and  concurrent  variability  of  the 
two  factors.  The  author  cautiously  observed 
that  “it  must  be  concluded  that  dietary  fat 
somehow  is  associated  with  cardiac  disease 
mortality  at  least  in  middle  age.” 

In  1954  Leitner2  reproduced  this  figure  in 
The  Lancet , but  his  interpretation  of  it  gave  the 
association  greater  stature  and  definitiveness: 
“There  appears  to  be  a strong  if  not  convincing 
correlation  between  the  amount  of  fat  in  the 
diet  and  the  death  rate  from  degenerative 
heart  disease.” 

In  1955  in  another  publication  Keys3  referred 
to  the  same  evidence  from  his  1953  figure,  but 
this  time  he  interpreted  the  data  in  much  stronger 
terms:  “The  analysis  of  international  vital 

statistics  shows  a striking  feature  when  the  na- 
tional food  consumption  statistics  are  studied  in 
parallel.  Then  it  appears  that  for  men  aged 
forty  to  sixty  or  seventy,  that  is,  at  the  ages 
when  the  fatal  results  of  atherosclerosis  are 


* The  authors  became  interested  in  this  question  during  a 
meeting  of  a WHO  study  group  on  atherosclerosis  and  is- 
chemic heart  disease  in  Geneva,  Switzerland,  in  November, 
1955.  At  that  meeting  statements  were  made  about  the 
association  between  heart  disease  mortality  and  fat  in  the 
diet.  As  it  later  developed,  these  were  based  on  a few 
selected  countries  and  were  of  questionable  validity.  On 
their  return  to  the  United  States  the  authors  reviewed  the 
available  data  carefully,  and  the  results  indicated  that  the 
subject  required  further  study. 


DEGENERATIVE  HEART  PISE  ASF 


FAT  CAL  as  X of  TOTAL 


Fig.  1.  Mortality  from  degenerative  heart  disease 
(Categories  93  and  94  in  the  Revision  of  1938,  cate- 
gories 420  and  422  in  the  Revision  of  1948,  Inter- 
national List).  National  vital  statistics  from  official 
sources.  Fat  calories  as  percentage  of  total  calories 
calculated  from  national  food  balance  data  for  1949 
supplied  by  the  Nutrition  Division,  Food  and  Agri- 
culture Organization  of  the  United  Nations.  (Illus- 
tration and  legend  taken  from  Keys,1  courtesy  of 
Journal  of  Mount  Sinai  Hospital ) 


most  prominent,  there  is  a remarkable  relation- 
ship between  the  death  rate  from  degenerative 
heart  disease  and  the  proportion  of  fat  calories 
in  the  national  diet.  A regular  progression 
exists  from  Japan  through  Italy,  Sweden, 
England  and  Wales,  Canada  and  Australia  to 
the  United  States.  No  other  variable  in  the 
mode  of  life  besides  the  fat  calories  in  the  diet 
is  known  which  shows  anything  like  such  a con- 
sistent relationship  to  the  mortality  rate  from 
coronary  or  degenerative  heart  disease.” 

Clearly  it  has  become  important  to  determine 
whether  these  statements  reflect  the  known  or 
ascertainable  facts.  But  to  do  so  it  is  essential 
to  consider  questions  of  methodology,  namely, 
the  elementary  operations  and  procedures  by 
which  it  is  possible  to  determine  whether  the 
association  is  valid. 

The  term  “valid”  association,  as  used  in  this 
discussion,  does  not  necessarily  denote  a cause- 
effect  relationship;  rather  it  signifies  that  an 
association  is  “specific.”  That  is,  validity 
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FAT  CALORIES  AS  % OF  TOTAL  CALORIES 

Fig.  2.  Mortality  from  vascular  lesions  affecting 
the  central  nervous  system  (B-22)  and  fat  calories  as 
per  cent  of  total  calories  in  males  fifty-five  to  fifty-nine 
years  from  six  countries  selected  for  this  specific  pur- 
pose. Calculated  from  national  food  balance  data  by 
F.A.O.  (see  text  for  definition). 


implies  that  the  association  between  two  vari- 
ables is  in  fact  between  the  variables  investi- 
gated and  does  not  merely  reflect  relationships 
with  a broader  group,  of  which  one  or  the  other 
of  the  variables  forms  a part.  Hence,  the  inves- 
tigator must  search  for  ways  to  determine 
whether  there  is  a similar  association  when  a 
related  factor  is  substituted  for  the  one  under 
suspicion  or  when  other  disease  entities  are  sub- 
stituted for  the  disease  being  studied. 

This  paper  describes  the  elementary  proce- 
dures' by  which  validity  may  be  tested.  These 
procedures  involve  preliminary  evaluation  of 
the  data  from  which  the  indices  have  been  con- 
structed and  two  tests  for  “specificity.”  In  the 
present  case  this  involves  examining:  (1)  the 
association  between  heart  disease  and  dietary 
components  other  than  fat  and  (2)  the  association 
between  dietary  fat  and  causes  of  death  other  than 
diseases  of  the  heart. 

Preliminary  Evaluation  of  Data 

Before  undertaking  the  essential  task  of 
evaluating  the  “specificity”  of  a seeming  as- 
sociation, it  is  often  necessary  to  examine  the 
methods  by  which  the  primary  data  have  been 
selected,  the  definitions  and  limitations  of  the 
data,  and  the  amount  of  detail  required,  es- 
pecially in  “grouping”  causes  of  death.  In 
the  dietary  fat-heart  disease  problem  all  of  the 
preliminary  steps  are  important. 


Selection  of  Data. — In  studies  of  associa- 
tion, as  in  any  other  study,  the  method  of 
selecting  the  data  largely  determines  whether 
the  results  can  safely  be  generalized.  For 
example,  the  association  shown  in  Fig.  1 and  the 
conclusion  drawn  from  it  by  its  author  convey 
the  impression  that  it  reflects  a general  phe- 
nomenon. Hence,  it  is  of  first  importance  to 
know  on  what  basis  the  six  countries  were 
selected,  in  order  to  determine  whether  the 
findings  for  them  can  be  generalized  to  other 
countries.* 

Since  no  information  is  given  by  Keys  on  how 
or  why  the  six  countries  were  selected  for  Fig.  1, 
it  is  necessary  to  investigate  the  association  be- 
tween dietary  fat  and  heart  disease  mortality  in 
all  countries  for  which  information  is  available. 
This  is  shown  in  Fig.  3 for  males  aged  fifty-five  to 
fifty-nine  years  in  22  countries.!  It  is  immedi- 
ately obvious  that  the  inclusion  of  all  the  coun- 
tries greatly  reduces  the  apparent  association. 

For  example,  it  may  be  seen  from  Fig.  3 that 
in  the  narrow  band  between  30  per  cent  and  40 
per  cent  dietary  fat,  there  appears  the  entire 
gamut  of  heart  disease  mortality,  ranging  from 
less  than  300  per  100,000  for  Austria,  West  Ger- 
many, Sweden,  Norway,  Denmark,  and  the 
Netherlands,  to  600  or  more  for  Australia,  Can- 
ada, and  Finland,  and  as  much  as  739  for  the 
United  States.  Indeed,  within  this  higher  die- 
tary fat  band  seven  of  the  countries  have  400  or 
fewer  deaths  from  heart  disease  per  100,000, 
while  six  have  rates  of  more  than  400.  Thus, 
we  see  that  in  countries  with  approximately  the 
same  proportion  of  the  diet  available  as  fat,  the 


* As  an  illustration  of  the  importance  of  this  question  of 
selection,  it  may  be  of  interest  to  show  how  by  selection  of 
countries  it  is  possible  to  “demonstrate”  an  apparent  inverse 
relationship  between  per  cent  of  calories  from  fat  and  mor- 
tality from  vascular  lesions  affecting  the  central  nervous 
system  (B-22  in  the  Abbreviated  International  List).  These 
data  are  presented  for  six  countries  in  Fig.  2.  If  Fig.  1 is 
taken  as  supporting  evidence  for  a direct  association  between 
dietary  fat  and  degenerative  heart  disease  mortality,  on  the 
same  basis  one  may  take  Fig.  2 as  indicating  an  antagonism 
between  fat  in  the  diet  and  death  rates  from  cerebral  hemor- 
rhage. Of  course  it  is  obvious  that  no  such  conclusion  should 
be  inferred.  Parenthetically  it  is  interesting  to  note  that 
Japan,  which  has  the  lowest  death  rate  from  cardiovascular 
disease,  has  by  far  the  highest  death  rate  from  cerebrovascular 
disease. 

t Age  group  fifty-five  to  fifty-nine  is  used  in  this  and 
subsequent  figures  and  tables  because  the  association  shown 
in  Fig.  1 is  more  striking  for  this  age  group.  However, 
almost  identical  findings  can  be  shown  for  other  age  groups  or 
for  age-adjusted  rates.  The  detailed  data  for  such  an 
analysis  are  given  in  Tables  I and  II  of  Appendix  A.  Data 
are  presented  for  all  countries  for  which  the  dietary  source  of 
calories  was  provided  by  the  Food  and  Agriculture  Ad- 
ministration of  the  United  Nations4  and  for  which  deaths 
from  disease  of  the  heart  and  recent  population  estimates  are 
available.5  There  were  22  countries  which  met  these  criteria. 
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FAT  CALORIES  AS  OF  TOTAL  CALORIES 


Flo.  3.  Mortality  from  arteriosclerotic  and  degener- 
ative heart  disease  (B-26)  and  fat  calories  as  per  cent 
of  total  calories  in  males  fifty-five  to  fifty-nine  years. 
Calculated  from  national  food  balance  data  by  F.A.O. 
(see  text  for  definition). 


heart-disease  mortality  ranges  from  220  to  739 
per  100,000. 

Hence,  the  selection  of  the  original  six  coun- 
tries, for  whatever  reason,  greatly  exaggerated 
the  importance  of  the  association.  Neverthe- 
less, the  scatter  of  points  in  Fig.  3 suggests  that 
there  is  some  association  in  the  conventional 
sense  between  the  two  variables;  it  is  therefore 
necessary,  first,  to  examine  the  basic  data  further 
and,  second,  to  determine  whether  the  association 
is  “specific”  for  the  two  variables. 

Definitions  and  Limitations  of  Data. — In 
studies  of  association  involving  indices  of  en- 
vironmental characteristics  and  mortality  from 
specific  diseases,  it  is  well  to  keep  in  mind  that 
both  these  data  are  subject  to  great  variations 
among  countries.  For  example,  the  index  for 
fat  as  a percentage  of  total  calories  in  the  diet 
used  in  the  original  study  quoted1  is  not  based 
on  a knowledge  of  food  comsumption  in  the  var- 
ious countries  but  at  best  represents  the  relative 
amounts  available  for  consumption.  These  indices 
were  constructed  by  the  Food  and  Agriculture 
Organization  of  the  United  Nations  from  statis- 
tics on  production,  imports,  exports,  and  on  the 
proportion  of  available  food  used  for  purposes 
other  than  human  nutrition.  The  underlying 
data  are  stated  by  F.A.O.  to  be  subject  to  great 
limitations  (see  Appendix  B).  Moreover,  there 
are  no  doubt  great  differentials  in  food  “scraps” 
in  the  various  countries  being  compared.  For 
example,  it  is  highly  probable  that  far  more 


edible  dietary  fat  is  thrown  into  waste  cans  in 
the  United  States  than  in  less  fortunate  countries. 

The  mortality  data,  which  are  derived  from 
death  certificates  and  population  estimates,  are 
similarly  subject  to  limitations  and  great  vari- 
ations from  country  to  country.  Accuracy  and 
completeness  of  reports  are  dependent  on  the 
quantity  and  quality  of  medical  care,  on  local 
customs,  and  on  the  diagnostic  habits  of  the 
medical  profession.  It  is  necessary,  therefore, 
to  bear  in  mind  that  association  between  such 
variables  may  be  only  apparent  and  may  reflect 
the  differences  in  definition  and  reporting  patterns 
among  the  countries  under  study. 

Groupings  of  “Causes  of  Death.” — In 
investigations  involving  vital  statistics,  especially 
those  of  different  countries,  a problem  arises  as 
to  the  best  method  of  “grouping”  the  individual 
disease  entities  into  categories  and  subcategories 
of  causes  of  death.  Because  of  variations  from 
country  to  country  in  diagnostic  acumen  and 
facilities  and  in  cultural  patterns,  deaths  due  to  a 
specific  disease  are  not  always  similarly  desig- 
nated and  recorded.  Often,  however,  they  may 
be  recorded  under  related  titles.  Consequently, 
grouping  into  broader  categories  will  diminish 
the  resultant  variability  in  many  instances.  It 
is  not  easy  to  determine  in  each  situation  the 
grouping  which  provides  the  most  sensitive 
measure  for  a specific  purpose.  There  are, 
however,  certain  elementary  considerations  which 
may  be  helpful. 

Often  a comparison  of  the  distribution  of  the 
most  specific  and  exclusive  group  with  that  of 
the  less  definitive  group  provides  a basis  for 
judgment.  This  may  be  illustrated  by  attempt- 
ing to  determine  the  appropriate  groupings  of 
diseases  of  the  heart  for  the  purpose  of  studying 
their  association  with  dietary  fat. 

In  most  countries  deaths  are  classified  accord- 
ing to  the  International  List  of  Causes  of  Death; 
for  international  comparisons  an  abbreviated 
list  is  generally  used.  The  latter  divides  diseases 
of  the  heart  into  the  following  fairly  broad 
groups: 

B-24  Rheumatic  fever 

B-25  Chronic  rheumatic  heart  disease 

B-26  Arteriosclerotic  and  degenerative  heart 
disease 

B-27  Other  diseases  of  the  heart 

B-28  Hypertension  with  heart  disease 

Of  these  B-26  appears  to  be  the  group  most 
specifically  relevant  to  the  study  at  hand.  How- 
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TABLE  I. — Subcategories*  of  the  Group  “Arteri- 
osclerotic and  Degenerative  Heart  Diseases”  (Cate- 
gory B-26)t 


- — Per  Cent  of  All — . 

B-26  Deaths  in  Rates  pel 

the  Subcategories  100,000 


Country 

420 

421 

422. 

420 

421 

422 

Australia 

88.7 

2.4 

8.9 

516 

14 

52 

Canada 

93.5 

0.7 

5.8 

550 

4 

34 

England  and  Wales 

87.1 

3.3 

9.6 

372 

14 

41 

Italy 

48.9 

7.8 

43.3 

120 

19 

106 

Japan 

41.1 

41.4 

17.5 

50 

51 

21 

United  States 

93.7 

1.2 

5.1 

660 

8 

36 

* Explanations  of  subcategories:  420 — arteriosclerotic 

and  coronary  disease;  421 — chronic  endocarditis;  422 — other 
myocardial  degeneration. 

t Wales  55  to  59  years  in  six  countries  used  by  Keys. 

ever,  in  the  detailed  International  List  B-26  is 
further  divided  into  the  following  subgroups: 

[ 420  Arteriosclerotic  heart  disease,  in- 
cluding coronary  disease 

B-26 11  421  Chronic  endocarditis  not  specified 
as  rheumatic 

,422  Other  myocardial  degeneration 

According  to  this  list  the  most  specific  and 
relevant  group  appears  to  be  the  one  composed 
of  subgroups  420  and  422.  Indeed,  this  is  the 
group  used  by  Keys  for  the  data  presented  in 
Fig.  1. 

The  question  is  whether  this  group  would  pro- 
vide the  most  sensitive  measure  for  the  purpose. 
This  can  be  answered  by  comparing  the  distri- 
bution of  the  rates  in  the  less  definitive  subgroup 
with  that  of  the  most  specific  and  exclusive  sub- 
group. The  following  general  principle  often 
may  be  found  useful:  If  the  distribution  of  the 
rates  in  the  less  definitive  subgroup  is  not  un- 
usual, i.e.,  if  the  variability  by  country  is  not 
extreme,  then  little  will  be  gained  and  much 
may  be  lost  from  the  inclusion  of  the  less  defini- 
tive subgroup.  However,  if  the  distribution  is 
unusual,  so  that  a few  countries  have  rates  in 
the  less  definitive  subgroup  which  are  either 
extraordinarily  high  or  low — and  especially  if 
these  unusual  rates  are  opposite  in  direction  to 
those  in  the  more  specific  and  exclusive  subgroup 
— then  it  is  probably  safer  to  include  the  non- 
definitive subgroup  with  the  more  precise  ones. 
At  least  it  is  necessary  to  provide  a plausible 
explanation  for  the  extreme  rates  in  the  few 
countries. 

The  application  of  this  principle  to  the  above 
problem  will  help  to  clarify  this  point.  In 
deciding  whether  to  include  the  subgroup  421, 
which  from  the  standpoint  of  pathology  may  not 
even  belong  in  the  group  of  arteriosclerotic 


TABLE  II. — Mortality  from  “Other  Diseases  of  the 
Heart"  (Category  B-27)* 

Countries  ranked  according  to  rates  among  males 
in  the  age  group  55  to  59  years  (1951-1953).  Corre- 
sponding RATES  FOR  DEATHS  CLASSIFIED  AS  B-26  ARE  GIVEN 
FOR  COMPARISON 


Rank 

Country 

✓ — Rates  per  100,000 — ' 
B-27  B-26 

i 

Chile 

488 

115 

2 

Mexico 

241 

28 

3 

France 

180 

102 

4 

Austria 

77 

279 

5 

Finland 

68 

689 

G 

Ireland 

55 

435 

11 

Switzerland 

44 

287 

13 

Germany 

40 

276 

14 

Italy 

40 

428 

16 

United  States 

35 

739 

20 

Canada 

23 

609 

21 

Netherlands 

23 

220 

22 

United  Kingdom 

21 

434 

* Source:  WHO,  Annual  Epidemiological  and  Vital  Sta- 

tistics, 1951-1953. 

heart  disease,*  the  distribution  of  the  rate  for 
this  subgroup  in  the  six  countries  should  be 
reviewed.6  It  is  seen  from  Table  I that  the 
distribution  is  not  reasonably  uniform  in  all  six 
countries,  both  as  to  rates  per  100,000  and  as  to 
percentages  of  all  B-26  deaths.  Japan  reports 
a death  rate  for  the  subgroup  421  strikingly 
higher  than  that  of  any  of  the  other  countries 
and  at  the  same  time  reports  a death  rate  for  the 
subgroup  420  which  is  strikingly  lower.  In  the 
absence  of  a plausible  explanation  for  the  un- 
usually high  rates  for  chronic  endocarditis  in 
Japan  alone,  it  is  clearly  appropriate  to  include 
421  and  consider  the  entire  group  of  B-26. 

Similarly  it  is  necessary  to  proceed  in  the  same 
way  and  to  decide  whether  B-27  (“other  diseases 
of  the  heart”)  should  be  added  to  B-26  to  form 
a combined  group  for  purposes  of  the  studies  on 
dietary  fat.  From  Table  II  it  is  seen  that  in 
this  case  too  the  distribution  of  the  death  rates 
from  the  less  definitive  group  (B-27)  in  the  22 
countries  is  very  unusual;  a few  countries  stand 
out  with  rates  which  are  far  out  of  line  with  the 
other  countries.  As  compared  with  a mean 
death  rate  for  B-27  of  56.7  per  100,000  for  all  22 
countries  and  a median  rate  of  44,  France 
reports  a rate  of  180;  Mexico  241,  and  Chile  488. 

* Incidentally,  it  becomes  almost  mandatory  to  include  421 
with  the  other  components  of  B-26  in  studies  of  this  kind 
because  much  of  the  published  statistics  on  an  international 
level  are  provided  only  by  the  abbreviated  list. 
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TABLE  III. — Rank  Correlation  Coefficients  Between  Various  Dietary  Components  and  Death  Rates  for  Dif- 
ferent Groupings  of  Categories*  of  Diseases  of  the  Heart  in  22  Countries  (Males  55  to  59  Years) 


Dietary  Componentst 

B-26 

Groupings  of  Categories  of  Diseases  of  the  Heart * 

B-26  + B-26  -p  B-27  + B-25  + B-26  + 

B-27  B-28  B-27  ± B-28 

Number  of  calories 

Total  calories 

0.723 

0.593 

0.619 

0. 

637 

Calories  from  fat 

0.659 

0.470 

0.508 

0 

523 

Animal  fat  (N  = 21)** 

0.684 

0.562 

0.610 

0. 

604 

Vegetable  fat  (N  = 21)** 

-0.236 

-0.282 

-0.187 

-0 

186 

Calories  from  protein 

0.709 

0.694 

, 0.691 

0. 

692 

Animal  protein 

0.756 

0.695 

0.708 

0. 

708 

Vegetable  protein 

-0.430 

-0.153 

-0.197 

-0 

181 

Calories  from  carbohydrate 

0.305 

0.423 

0.390 

0 

414 

Per  cent  of  total  calories 

From  fat 

0 587 

0.390 

0 . 426 

0 

.436 

Animal  fat  (N  = 21)** 

0.077 

0 . 557 

0.610 

0 

604 

Vegetable  fat  (N  = 21)** 

-0.468 

-0  509 

-0.520 

-0 

531 

From  protein 

0.172 

0.465 

0.421 

0 

411 

Animal  protein 

0.643 

0.608 

0.616 

0 

608 

Vegetable  protein 

— 0.651 

- 0 483 

-0.519 

-0 

.411 

From  carbohydrate 

-0.562 

-0.386 

-0.415 

-0 

.423 

Critical  Values  of  r 


N 

a = 0 . 05 

a = 0.02 

21 

±0.438 

±0.521 

22 

±0.428 

±0.508 

* Categories  of  diseases:  B-25 — chronic  rheumatic  heart  disease;  B-26 — arteriosclerotic  and  degenerative  heart  disease; 
B-27 — other  diseases  of  the  heart;  B-28 — hypertension  with  heart  disease. 

t Calculated  from  national  food-balance  data  by  F.A.O.  (see  text  for  definition). 

**  Dal  a not  available  for  France. 


On  the  other  hand,  while  the  mean  death  rate 
for  B-26  for  the  22  countries  is  411.6  and  the 
median  rate  is  278,  Chile  reports  a rate  of  only 
115,  France  102,  and  Mexico  the  startlingly  low 
rate  of  28.  Here  also,  unless  there  is  a reason- 
able explanation  for  the  high  rates  in  these 
countries  in  this  less  definitive  group  of  “other 
diseases  of  the  heart,”  it  may  be  safer  to  operate 
on  the  assumption  that  in  these  three  countries 
some  deaths  from  arteriosclerotic  and  degenera- 
tive heart  disease  are  being  recorded  under  the 
broad  group  of  “other  diseases  of  the  heart.” 
Consequently  the  group  B-27  should  be  included 
with  B-26  to  form  a combined  group  for  the 
purposes  of  studying  its  correlation  with  com- 
ponents of  the  diets  in  the  different  countries. 

When  the  groups  B-25  and  B-28  were  analyzed 
in  the  same  way,  no  unusual  distributions  ap- 
peared. Their  inclusion  would  gain  little  and 
may  reduce  the  sensitivity  of  the  index;  there- 
fore, they  should  not  be  included. 

It  may  be  concluded  then  that  for  investigating 
the  association  between  dietary  fat  and  mortal- 
ity from  arteriosclerotic  and  degenerative  heart 
disease,  the  most  appropriate  group  is  one  that 
is  composed  of  B-26  and  B-27.  Accordingly 
this  grouping  is  used  in  most  of  the  figures  and 
tables  in  this  paper.  In  Table  III  however, 
data  from  all  the  groups  B-25  to  B-28  are  pre- 
sented in  several  combinations  in  order  that  the 
readermav  judge  for  himself  the  effects  of  variou  s 


groupings. 

This  latter  procedure  may  be  a useful  one  to 
adopt;  if  there  is  any  doubt  as  to  the  most 
appropriate  grouping,  it  is  advisable  to  present 
the  data  in  various  groupings,  as  is  done  in  Table 
III,  taking  care  to  include  that  grouping  which 
lends  least  support  to  the  hypothesis  under 
consideration. 

Tests  for  “Specificity”  of  an 
Association 

The  crucial  tests  are  those  for  “specificity” 
to  determine  whether  the  suggestive  association 
is  specific  for  the  variables  themselves  or  merely 
reflects  a diffuse  relationship  with  other  factors. 
The  tests  for  specificity  involve  examining  each  of 
the  variables  in  turn  for  possible  associations 
with  factors  related  to  the  other  variable. 

Thus,  in  the  association  considered  in  this 
paper  it  is  necessary  to  test,  first,  whether  the 
association  between  heart  disease  mortality  and 
diet  holds  true  only  for  fat  or  whether  one  may 
find  a similar  association  between  heart  disease 
and  other  components  of  the  diet,  such  as  protein 
or  carbohydrate.  In  more  general  terms  the 
procedure  may  be  stated  as  follows: 

When  a single  component  (fat)  of  an  environmental 
characteristic  (diet)  is  suspected  of  being  associated 
with  a disease  entity,  it  is  necessary  to  determine 
whether  there  is  a similar  association  with  other 
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(PANEL  I) 


(PANEL  II) 


FAT  CALORIES  AS  PERCENT  ANIMAL  PROTEIN  CALORIES  AS  PERCENT 

OF  TOTAL  CALORIES  ' OF  TOTAL  CALORIES  ' 

Fig.  4.  Mortality  from  “arteriosclerotic  and  degenerative  heart  diseases”  and  “other  diseases  of  the  heart” 
(B-20  and  B-27)  and  fat  calories  as  per  cent  of  total  calories  (Panel  I)  and  animal  protein  calories  as  per  cent  of  total 
calories  (Panel  II).  Calculated  from  national  food  balance  data  by  F.A.O.  (see  text  for  definition). 


components  of  the  characteristic. 

Similarly  it  is  necessary  to  test  whether  fat  is 
associated  only  with  arteriosclerotic  and  degener- 
ative heart  disease  or  whether  fat  may  be  as- 
sociated with  other  disease  entities.  In  more 
general  terms  the  procedure  may  be  stated  thus: 
If  a component  (fat)  of  a characteristic  (diet)  is 
suspected  of  being  associated  with  one  disease 
entity  (a  specified  group  of  diseases  of  the  heart), 
it  must  be  seen,  in  addition,  whether  there  are 
associations  between  the  same  component  of  the 
characteristic  and  other  disease  entities. 

It  is  clear  that  if  related  components  of  the 
characteristic  are  also  associated  with  the  same 
disease  and  moreover  if  the  suspected  component 
is  associated  also  with  other  diseases,  the  com- 
ponent is  unlikely  to  be  “specifically”  associated 
with  the  disease  under  study. 

Fat  Versus  Other  Components  of  the 
Diet. — In  Fig.  4 death  rates  from  diseases  of 
the  heart  (B-26  and  B-27)  for  22  countries  are 
plotted  against  the  per  cent  of  calories  from  fat 
(Panel  I)  and  from  animal  protein  (Panel  II) 
available  for  consumption.  Visual  comparison 
of  the  scatter  of  points  in  the  two  panels  indicates 


that  the  association  between  dietary  protein 
and  heart  disease  (Panel  II)  is  at  least  as  strong 
as  that  between  dietary  fat  and  heart  disease 
(Panel  I).  This  clearly  suggests  that  the  dietary 
fat-heart  disease  association  is  not  unique  or 
specific  since  the  association  between  fat  and 
heart  disease  mortality  is  not  as  strong  as  that 
between  animal  protein  and  heart  disease. 

The  associations  between  heart  disease  mor- 
tality and  various  components  of  the  diet  can 
be  evaluated  by  calculating  the  rank  correla- 
tion coefficients  of  the  variables.7  In  Table  III 
these  coefficients  for  various  components  of  the 
diet  and  various  groupings  of  diseases  of  the 
heart  are  presented.  These  data  provide  a meas- 
ure of  the  strength  of  association  between  any 
of  the  variables.  Analysis  of  these  coefficients 
shows  that  whether  measured  in  absolute  num- 
ber of  calories  or  as  per  cent  of  calories,  avail- 
able dietary  fat  is  not  more  strongly  associated 
with  heart  disease  mortality  than  are  the  other 
components  of  the  diet.  Indeed,  for  the  com- 
bined grouping  B-26  and  B-27,  shown  above  to 
be  most  appropriate  for  this  study,  the  rank 
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correlation  coefficient  with  dietary  fat  as  per- 
centage of  total  calories  is  not  significant  at 
either  the  2 per  cent  or  5 per  cent  level,  whereas 
that  for  protein  is  significant  at  both  levels.  In 
all  categories  of  heart  disease  the  association  is 
strongest  for  animal  protein  expressed  in  total 
calories. 

The  rank  correlation  coefficient  for  the  asso- 
ciation between  per  cent  of  calories  from  fat  and 
heart  disease  mortality  is  highest  (0.587)  for 
B-26  alone,  but  even  in  this  group  the  coefficient 
for  per  cent  of  animal  protein  and  heart  disease 
mortality  is  higher  (0.643).  In  each  of  the  heart 
disease  groupings  the  strongest  association  is 
with  total  number  of  calories  from  animal  pro- 
tein, and  in  each  case  the  rank  correlation  coeffi- 
cient is  statistically  significant. 

Nevertheless,  it  must  be  emphatically  stated 
that  the  authors  do  not  intend  to  suggest  that  the 
association  between  dietary  protein  and  heart 
disease  is  valid.  That  is  a complex  subject  which 
in  itself  is  worthy  of  further  independent  investi- 
gation. The  data  are  presented  to  illustrate 
the  steps  necessary  to  test  the  “specificity”  of 
the  dietary  fat-heart  disease  association.  It 
can  be  said  that  the  data  in  Table  III  alone  do 
not  support  the  view  that  dietary  fat  is  uniquely 
or  unequivocally  associated  with  mortality  from 
heart  disease. 

On  the  other  hand,  these  data  do  not  at  this 
point  rule  out  the  possibility.  It  may  be  that 
fat  and  animal  protein  are  each  related  to  heart 
disease  mortality;  it  is  now  necessary  to  test 
whether  either  of  these  components  is  specifically 
associated  with  heart  disease  or  whether  either 
is  associated  with  noncardiac  diseases  as  well. 

Heart  Disease  Versus  Other  Causes  of 
Death. — In  Table  IV  the  rank  correlation  co- 
efficients for  various  components  of  the  diet 
with  death  rates  from  noncardiac  causes  and 
with  death  rates  from  all  causes  are  presented. 
Table  IV  shows  that  fat  calories  and  animal 
protein  calories,  which  were  seen  above  to  be 
positively  associated  with  heart  disease,  are  here 
negatively * associated  with  noncardiac  diseases. 
It  would  be  difficult  to  explain  these  negative 
correlation  coefficients  as  valid  expressions  of 
antagonistic  tendencies  between  animal  protein 
and  fat  per  se  and  mortality  from  all  causes  other 
than  heart  disease.  A more  plausible  explanation 


* If  a rank  correlation  coefficient  is  positive,  the  association 

is  direct;  if  negative,  then  the  variables  are  inversely  related 
— that  is,  high  values  for  one  variable  tend  to  be  associated 
with  low  values  for  the  other. 


TABLE  IV. — Rank  Correlation  Coefficients  Between 
Various  Dietary  Components  and  Death  Rates  from 
All  Causes  and  from  All  Causes  Other  than  Diseases 
of  the  Heart  (B-25  to  B-28)  and  Per  Cent  of  Deaths 
Assigned  to  Senility,  Ill-Defined,  and  Unknown  Causes 
(B-45)* 

(Males  55-59  Years) 


All  Causes  Deaths  in 
Except  B-25,  Category  B-45 


Dietary 

Componentst 

All 

Causes 

B-26,  B-27,  As  Percent  of 
B-28  All  Deaths 

Number  of  calories 
Total  calories 

-0.189 

-0.530 

-0.549 

Calories  from  fat 

-0.340 

-0.674 

-0.453 

Animal  fat 
(N  = 21)** 

-0.169 

-0.466 

-0.592 

Vegetable  fat 
(N  = 22)** 

-0.339 

0 296 

0.461 

Calories  from 
protein 

-0.067 

-0.398 

-0  487 

Animal  protein 

-0.099 

— 0.505 

-0.572 

Vegetable  pro- 
tein 

0.275 

0.452 

0.200 

Calories  from 
carbohydrate 

0.294 

0.172 

-0.469 

Per  cent  of  total 
calories 
From  fat 

-0.372 

-0.657 

-0.375 

Animal  fat 
(N  = 21)** 

-0.178 

-0.481 

-0.592 

Vegetable  fat 
(N  = 22)** 

-0.277 

-0.090 

0.632 

From  protein 

0 235 

-0.086 

-0.275 

Animal  protein 

-0. 106 

-0.405 

-0.479 

Vegetable  pro- 
tein 

0.187 

0.521 

0 442 

From  carbo- 
hydrate 

0.396 

0.671 

0.352 

Critical  values 

of  r 

N 

a = 0.05 

a = 0.02 

21 

±0.438 

±0.521 

22 

±0.428 

±0.508 

* Males  55  to  59  years. 

t Calculated  from  national  food  balance  data  by  F.A.O. 
(see  text  for  definition). 

**  Data  not  available  for  France. 


is  that  the  dietary  components  which  according 
to  the  rank  correlation  coefficients  appeared  to  be 
positively  related  to  heart  disease  are  indices 
which  reflect  related  attributes  of  the  various 
countries.  That  is,  it  may  be  that  the  amount 
of  fat  and  protein  available  for  consumption  is 
an  index  of  a country’s  development,  industri- 
ally, nutritionally,  medically,  and  no  doubt  in 
other  respects  as  well.  Some  of  these  environ- 
mental factors  themselves  may  be  related  to 
heart  disease  mortality,  or  in  fact,  there  may  be 
an  association  between  heart  disease  and  animal 
protein  or  fat  (although  neither  association  has 
been  shown  to  be  valid).  It  may  also  be 
that  countries  with  more  abundant  diet  are 
more  highly  developed  and  diagnostic  acumen  is 
greater.  Hence,  it  is  possible  that  in  some  of 
the  countries  in  which  less  protein  and  fat  are 
available,  a certain  percentage  of  the  deaths  from 
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arteriosclerotic  and  degenerative  heart  disease 
are  recorded  under  the  noncardiac  groupings. 

This  possibility  is  supported  to  some  extent 
by  the  fact  that  Table  IV  shows  almost  no  asso- 
ciation between  dietary  fat  or  protein  and  mor- 
tality from  “all  causes  of  death.”  Since  diseases 
of  the  heart  form  such  a large  proportion  of 
deaths  in  the  age  group  fifty-five  to  fifty-nine, 
if  there  is  any  association  between  dietary  com- 
ponents and  heart  disease  mortality,  it  should 
show  up  also  in  their  correlation  with  all  causes 
of  death.  That  there  is  no  such  correlation 
again  suggests  that  the  association  with  heart 
disease  is  not  specific.  Moreover,  as  Table  IV 
shows,  there  are  appreciable  negative  correlation 
coefficients  between  dietary  components  and 
death  rates  from  B-45  (“senility,  ill-defined  and 
unknown  causes”).  The  latter  category  may  be 
considered  a rough  index  of  the  accuracy  of  cause 
of  death  certification  in  the  different  countries. 
The  negative  association  with  protein  and  fat 
is  further  evidence  of  the  non-“specificity”  of  the 
presumed  association. 

In  summary,  the  evidence  from  22  countries 
for  which  data  are  available  indicates  that  the 
association  between  the  percentage  of  fat  calories 
available  for  consumption  in  the  national  diets 
and  mortality  from  arteriosclerotic  and  degen- 
erative heart  disease  is  not  valid;  the  association 
is  specific  neither  for  dietary  fat  nor  for  heart 
disease  mortality.  Clearly  this  tenuous  asso- 
ciation cannot  serve  as  much  support  for  the 
hypothesis  which  implicates  fat  as  an  etiologic 
factor  in  arteriosclerotic  and  degenerative  heart 
disease. 

Comment 

The  problem  of  identifying  causal  factors  in 
chronic  diseases  of  unknown  etiology  is  exceed- 
ingly complex  and  can  seldom  be  solved  by  direct 
or  decisive  experiment.  Many  different  types 
of  evidence  must  be  brought  together,  sifted, 
analyzed,  and  tested  for  possible  mutual  relation- 
ships before  an  etiologic  pattern  can  be  perceived. 
The  “indirect  method,”  therefore,  can  be  a valua- 
ble tool  in  this  field  of  research  when  used  prop- 
erly and  in  conjunction  with  other  methods. 

The  basic  material  for  an  indirect  study  usually 
comprises  statistics  on  groups;  often  mortality 
or  morbidity  data  derived  from  vital  statistics 
are  compared  with  indices  of  the  environmental 
factors  suspected  to  be  relevant.  The  data  are 


examined  for  correlations  and  concurrent  varia- 
tions to  determine  whether  there  is  an  associa- 
tion between  the  variables. 

Such  an  association  does  not  by  itself  consti- 
tute “proof”  of  a cause-effect  relationship.  It 
merely  serves  either  as  a guide  for  further  re- 
search or  as  supporting  evidence  for  a hypoth- 
esis which  has  been  formulated  on  the  basis  of 
other  theoretic  or  empiric  evidence  in  the  sense 
that  it  “fits”  with  the  formulated  etiologic  pat- 
tern. 

But  herein  lies  the  pitfall.  Because  it  is  well 
understood  that  an  “association”  is  at  best 
only  a small  part  of  the  etiologic  story,  there  is 
a tendency  to  deal  with  associations  uncritically 
or  even  superficially.  Investigators  must  remem- 
ber that  evidence  which  is  not  inherently  sound 
cannot  serve  even  for  partial  support.  Evidence 
for  an  association  must  be  carefully  scrutinized 
and  scientifically  weighed.  As  in  any  other 
study  the  primary  data  must  be  evaluated  for 
relevance,  accuracy,  and  internal  consistency, 
and  the  results  must  be  tested  for  validity. 
Whether  it  is  used  as  a guide  by  the  investigator 
himself  or  offered  as  a link  in  a chain  of  support- 
ing evidence  for  a hypothesis,  the  association 
itself  must  be  valid,  i.e.,  “specific”  for  the  vari- 
ables under  study.  If  the  association  is  not 
specifically  related  to  the  variables  but  rather 
reflects  a relationship  with  extraneous  or  irrel- 
evant factors,  it  is  worse  than  useless. 

Therefore,  when  an  investigator  reports  an 
association  between  certain  variables,  it  is  essen- 
tial that  he  carry  out  fundamental  procedures  of 
testing  and  evaluation.  The  worker  who  reports 
the  results  of  an  indirect  study  is  under  no  less 
obligation  to  observe  methodologic  precautions 
than  is  the  one  who  reports  on  the  results  of  any 
other  scientific  inquiry.  He  is  obliged  to  report 
the  basis  on  which  the  primary  data  were  selected, 
their  limitations,  any  qualifying  conditions  or 
considerations,  and  the  methods  used  for  testing 
the  validity  of  the  results. 

In  the  proposition  considered  in  this  paper — 
the  suggested  association  between  fat  in  the 
diet  and  heart  disease  mortality — the  examination 
of  all  available  basic  data  and  the  tests  for  speci- 
ficity show  that  the  association  lacks  validity. 
Consequently  the  apparent  association  in  itself 
cannot  serve  as  supporting  evidence  for  the  theory 
that  dietary  fat  plays  a role  in  heart  disease 
mortality. 

On  the  other  hand,  the  fact  that  no  association 
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can  be  demonstrated  from  this  analysis  is  not  in 
itself  sufficient  proof  that  there  is  no  relationship 
between  dietary  fat  and  mortality  from  arterio- 
sclerotic and  degenerative  heart  disease.  The 
very  weakness  in  the  data  which  give  rise  to  an 
apparent  association  when  none  exists  may  fail 
to  detect  the  existence  of  a valid  association  at 
other  times.  At  the  present  time  it  is  possible 
to  conclude  only  that  international  statistics  on 
diet  and  mortality  are  not  sufficiently  sensitive 
to  contribute  materially  to  our  knowledge  con- 
cerning their  relationship. 

Summary  and  Conclusions 

On  the  basis  of  an  indirect  study  reported  in 
1953,  it  has  been  assumed  that  there  is  a strong 
association  between  the  percentage  of  calories 
available  as  fat  in  the  national  diet  and  the 
national  death  rates  from  arteriosclerotic  and 
degenerative  heart  disease. 

The  purpose  of  the  present  paper  is  twofold: 
(1)  to  evaluate  the  primary  data  on  which  the 
above  study  was  based  and  to  test  the  “speci- 
ficity” of  the  presumed  association  and  (2)  in  so 
doing,  to  indicate  the  kinds  of  supplementary 
investigation  which  are  essential  if  an  indirect 
study  of  association  is  to  yield  dependable  re- 
sults. 

Analysis  of  all  available  data  shows  that : 

1.  The  apparent  association  is  greatly  re- 
duced when  tested  on  all  countries  for  which  data 
are  available  instead  of  the  six  countries  used  by 
another  investigator. 

2.  The  basic  data  are  subject  to  considerable 
limitations.  This  applies  both  to  the  compo- 
nents of  the  diet  in  the  different  countries  and  to 


mortality,  especially  to  the  classification  of 
causes  of  death. 

3.  The  presumed  association  is  not  “specific” 
for  fat  in  the  diet  or  for  diseases  of  the  heart; 
for  example,  the  association  with  heart  disease 
mortality  is  stronger  when  animal  protein  is  sub- 
stituted for  fat,  and  a strong  negative  association 
is  found  for  both  animal  protein  and  fat  with 
mortality  from  noncardiac  diseases. 

4.  It  is  concluded  that  the  suggested  asso- 
ciation between  national  death  rates  from  heart 
disease  and  percentage  of  fat  in  the  diet  available 
for  consumption  cannot  at  the  present  time  be 
accepted  as  valid. 

5.  It  is  suggested  that  in  indirect  studies  of 
association  it  is  the  responsibility  of  the  investi- 
gator to  report  the  basis  on  which  the  primary 
data  were  selected,  their  limitations,  any  qualify- 
ing conditions  or  considerations,  and  the  method 
used  for  testing  the  validity  of  the  results. 
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Food  and  Agriculture  Organization  of  the  United  Nations, 
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TABLE  I. — Mortality  in  22  Countries  from  Heart  Disease  for  Males* 

All  countries  were  utilized  for  which  the  dietary  data  were  provided  by  the  Food  and  Agriculture  Organization  of  the  United  Nations 
and  for  which  the  necessary  information  to  calculate  age-specific  rates  was  available.  Wherever  possible,  rates  are  for  the  three-year 
period  1951-1963 . 


Age 

- Rates  per  100,000  by  Age — * Adjusted! 


Country 

40  to  44 

45  to  49 

50  to  54 

55  to  59 

00  to  64 

65  to  69 

70  to  74 

(40  to  74} 

1. 

Australia 

79.4 

176.4 

356.4 

649.2 

1 ,062.8 

1 ,651  .7 

2 , 469 . 6 

654 . 1 

2. 

Austria 

43.3 

89.4 

207.3 

355 . 9 

604 . 4 

1,017.6 

1 , 529 . 0 

384 . 3 

3. 

Canada 

106.0 

208.3 

383 . 2 

631.6 

991.6 

1,389.0 

2,059  1 

606.8 

4. 

Ceylon 

41.3 

67.9 

133.2 

173.7 

271.0 

398.4 

476.7 

171 .5 

5. 

Chile 

169.7 

279.2 

374.4 

603 . 0 

1,001.2 

1,632.3 

2,281.2 

667  8 

6. 

Denmark 

36.1 

88.6 

188  9 

330.6 

581.6 

913.5 

1 ,661.9 

372 . 6 

7. 

Finland 

131.6 

256.9 

437 . 9 

757.1 

1,168.1 

1 , 863 . 2 

2,654.7 

755 . 0 

8. 

France 

39.9 

79.9 

1 65  1 

282.1 

487.9 

819.8 

1,345.1 

319.1 

9. 

German  Federated  Republic 

47.8 

90  8 

183.3 

315.6 

515.1 

809.3 

1,294.5 

329.5 

10. 

Ireland 

73.0 

145.7 

288.2 

490.6 

794.4 

1,393.8 

2,374.4 

550.3 

11. 

Israel 

64.6 

131.2 

283.1 

457.5 

800.7 

1,070.7 

1,666.7 

461.9 

12. 

Italy 

49.6 

95.2 

175.2 

283.4 

457 . 0 

757.8 

1,355.5 

317.3 

13. 

Japan 

40.2 

64.3 

102.6 

175.3 

281.0 

479.2 

698 . 0 

189.5 

14. 

Mexico 

71.9 

108.3 

172.2 

269.7 

319.0 

571.2 

703.5 

243.5 

15. 

Netherlands 

32.0 

61.3 

144  8 

242.1 

419.9 

728.0 

1,285.8 

284.0 

16. 

New  Zealand 

69.5 

177.3 

325,0 

525 . 3 

969.4 

1,481.0 

2,196.6 

583.5 

17. 

Norway 

27.3 

74.0 

145.9 

256  7 

423.2 

696.6 

1,141.0 

275.1 

18. 

Portugal 

45.2 

77.9 

137.7 

237.7 

413.8 

713.8 

1,244.3 

283 . 3 

19. 

Sweden 

33.5 

89.9 

167  9 

331  0 

572.3 

973.6 

1,610.2 

369 . 7 

20. 

Switzerland 

51 .4 

110.0 

206 . 4 

331.3 

585 . 7 

1,051.9 

1,769.1 

404.0 

21. 

United  Kingdom 

54.1 

124.4 

257  0 

454  8 

797  3 

1,338.0 

2,216  3 

516.0 

22. 

United  States 

136.6 

267 . 1 

478.5 

774.2 

1,152.8 

1 , 695 . 4 

2 , 353 . 7 

729.2 

* Source  of  mortality  and  population  data:  WHO,  Annual  Epidemiological  and  Vital  Statistics,  1951— 1953. 5 

t Age  adjustment  was  made  by  the  direct  method,  using  the  sum  of  the  populations  of  the  22  countries  as  the  standard 
population. 

The  heart  diseases  included  in  this  group  are  those  corresponding  to  the  abbreviated  list  numbers  B-26  and  B-27  (1948 
Revision  of  the  International  Lists  of  Causes  of  Deaths ; B-26  is  arteriosclerotic  and  degenerative  heart  disease,  and  B-27  is 
other  diseases  of  the  heart. 


TABLE  II. — Components  of  National  Average  Food  Supplies  Available  for  Human  Consumption* 


— Calories  per  Person  per  Day Calories  as  Per  Cent  of  Total 

All  ' — — Protein v. Fat * Carbo-  - — — Protein * Fat » Carbo- 


Country 

Sources 

Total 

Animal 

Total 

Animal 

hydrate 

Total 

Animal 

Total 

Animal 

hydrate 

1. 

Australia 

3,290 

380 

252 

1,098 

954 

1,812 

12 

8 

33 

29 

55 

2. 

Austria 

2,770 

332 

160 

855 

684 

1 ,583 

12 

6 

31 

25 

57 

3. 

Canada 

3,110 

380 

236 

1,170 

909 

1 ,560 

12 

8 

38 

29 

50 

4. 

Ceylon 

1,790 

172 

44 

306 

54 

1,312 

10 

2 

17 

3 

73 

5. 

Chile 

2,490 

308 

108 

495 

315 

1 ,687 

12 

4 

20 

13 

68 

6. 

Denmark 

3 , 240 

364 

200 

1,269 

936 

1 , 607 

11 

f) 

39 

29 

50 

7. 

Finland 

3,100 

384 

204 

927 

774 

1,789 

12 

7 

30 

25 

58 

8. 

France 

2,790 

380 

188 

810 

. . .t 

1,600 

14 

7 

29 

...t 

57 

9. 

German  Federated 
Republic 

2,900 

304 

160 

1,008 

639 

1 , 588 

10 

6 

35 

22 

55 

10. 

Ireland 

3,500 

380 

188 

1,080 

945 

2,040 

11 

5 

31 

27 

58 

11. 

Israel 

2,670 

352 

104 

612 

171 

1 ,706 

13 

4 

23 

6 

64 

12. 

Italy 

2 , 600 

320 

88 

540 

261 

1,740 

12 

3 

21 

10 

67 

13. 

Japan 

2,010 

232 

52 

162 

45 

1,616 

12 

3 

8 

2 

80 

14. 

Mexico 

2,270 

260 

60  ' 

513 

207 

1,497 

11 

3 

23 

9 

66 

15. 

Netherlands 

2,860 

324 

168 

1 ,044 

468 

1 ,492 

11 

6 

37 

16 

52 

16. 

New  Zealand 

3,340 

408 

276 

1,341 

1,206 

1,591 

12 

8 

40 

36 

48 

17. 

Norway 

3,120 

360 

200 

1,179 

891 

1,581 

12 

0 

38 

29 

51 

18. 

Portugal 

2,440 

268 

88 

603 

234 

1,569 

11 

4 

25 

10 

64 

19. 

Sweden 

2,980 

344 

220 

1,152 

990 

1,484 

12 

7 

39 

33 

50 

20. 

Switzerland 

3,080 

368 

204 

1 ,017 

702 

1,695 

12 

7 

33 

23 

55 

21. 

United  Kingdom 

3,140 

340 

184 

1,188 

954 

1,612 

11 

6 

38 

30 

51 

22. 

United  States 

3,090 

364 

252 

1,215 

855 

1,511 

12 

8 

39 

28 

49 

* Data  on  caloric,  fat,  and  protein  content  of  national  average  food  supplies  available  for  human  consumption  (1951-1954) 
supplied  by  Dr.  K.  K.  P.  N.  Rao,  Chief,  Food  Consumption  and  Management  Section.  Nutrition  Division,  Food  and  Agri- 
culture Organization  of  the  United  Nations, 
t Not  available. 


July  15,  1957 


2353 


YERUSHALMY  AND  HILLEBOE 


Appendix  li 

Calorie,  Protein,  and  Fat  Consumption  Levels  in  Selected  Countries 

National  Average  Food  Supplies  Available  for  Human  Consumption  (Food  Balance  Sheets) 

Prepared  by  F.A.O. 


National  food  balance  sheets  are  used  for  estimat- 
ing average  food  supplies  available  for  human  con- 
sumption as  a measure  of  per  caput  consumption 
levels  of  different  foods.  The  quantities  of  food 
produced  in  a country  adjusted  by  imports,  exports, 
and  changes  in  stocks  are  equal  to  the  gross  food 
supplies  available  in  that  country.  If  from  this 
amount  are  deducted  quantities  representing  all  non- 
food uses,  including  wastage  up  to  the  retail  stage, 
the  remainder  represents  the  total  food  supplies 
available  for  human  consumption.  The  per  caput 
supplies  are  obtained  by  dividing  these  figures  by  the 
number  of  population  and  the  supplies  are  then 
expressed  in  terms  of  calories,  protein,  and  fats. 

Since  estimates  of  national  average  levels  of  food 
consumption  are  thus  obtained  through  food  balance 
sheets  as  residual  quantities,  it  means  that  their 
validity  depends  on  the  reliability  of  the  national 
statistics  on  production,  marketing,  and  utilization. 
Hence,  the  accuracy  of  data  on  different  countries  is 
very  variable  and  depends  largely  on  the  develop- 
ment of  the  countries  with  respect  to  their  statistical 


services.  In  most  of  the  less  developed  countries, 
food  balance  sheets  cannot  be  relied  on  to  produce 
more  than  rough  indications  of  the  average  con- 
sumption levels  of  the  main  basic  foods.  Data  on 
animal  products  are  particularly  weak  in  this  respect. 

Apart  from  the  inaccuracy  and  inadequacy  of  the 
statistical  data  on  which  food  balance  sheets  are 
based  for  many  countries,  their  main  limitation  is 
that  they  indicate  only  national  average  food  sup- 
plies available  for  human  consumption  and  do  not 
represent  actual  consumption  levels.  Moreover, 
these  national  average  figures  conceal  vital  differ- 
ences in  consumption  of  different  sections  of  the 
population  within  a country,  i.e.,  by  regions,  income 
levels,  occupations,  etc.  Such  detailed  information, 
which  is  often  essential  for  nutritional  purposes,  can 
be  obtained  only  through  specific  surveys  on  repre- 
sentative samples  of  various  sections  of  the  popula- 
tion. 

* Excerpt  from  Working  Paper  No.  6,  WHO  Study  Group 
on  Atherosclerosis  and  Ischemic  Heart  Disease,  Geneva, 
November  7 to  11,  1955. 


Doctor  Contributions  to  Medical  Schools 


The  American  Medical  Education  Foundation 
reports  that  physicians  gave  well  over  three  million 
dollars  to  medical  education  in  1956. 

The  AMEF  just  released  data  giving  a breakdown 
of  physician  contributions  to  medical  education 
last  year.  For  the  first  time,  this  also  includes  in- 
formation on  contributions  made  through  alumni 
campaigns.  The  report  showed: 

In  1956,  84,657  doctors  gave  a total  of  S3, 320,- 
152.14  to  the  country’s  83  medical  schools.  This 


total  included  81,072,727  given  through  the  AMEF 
by  39,892  doctors,  and  82,247,425  given  directly 
to  the  medical  schools  by  44,765  doctors. 

The  AMEF’s  million-plus  contribution  is  to  be 
used  at  the  discretion  of  the  schools.  The  new  in- 
formation shows  that  most  of  the  contributions 
made  through  alumni  campaigns  are  also  “un- 
marked,” that  is,  they  may  be  allocated  as  the  deans 
of  the  individual  schools  see  fit. — Secretary’s  Letter, 
April  25,  1957 
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Indications  for  Splenectomy 


C.  STUART  WELCH,  M.D.,  SIMON  PROPP,  M.D.,  WILLIAM  B.  SCHARFMAN,  M.D.,  AND 
ROBERT  A.  STOLLER,  M.D.,  ALBANY,  NEW  YORK 

(From  the  Departments  of  Surgery  and  Medicine  and  the  Subdepartment  of  Hematology,  Albany  Hospital  and 

Albany  Medical  College) 


Indications  for  splenectomy  have  increased 
over  the  years  as  we  have  come  to  understand 
some  of  the  pathologic  physiology  of  this  organ 
and  as  we  have  increased  the  scope  of  extirpative 
surgery  within  the  abdomen.  Purely  anatomic 
indications  for  splenectomy  make  up  the  largest 
group,  as  can  easily  be  seen  from  an  examination 
of  the  surgical  pathologic  material  in  the  labora- 
tory. In  a six-year  period  (1950  to  1955  inclu- 
sive) 186  splenectomies  were  performed  at  the 
Albany  Hospital.  Twenty-eight  were  done  for 
ruptured  spleen,  58  for  medical  indications,  and 
100  so-called  “incidental”  splenectomies  made  up 
the  largest  single  group. 

A discussion  of  indications  for  splenectomy 
can  be  conveniently  divided  into  two  sections, 
medical  indications  and  surgical  indications. 

Surgical  Indications 

There  is  little  new  to  say  about  surgical  indi- 
cations for  splenectomy.  Certainly  this  state- 
ment is  true  in  regard  to  rupture  of  the  spleen, 
but  the  ever-increasing  number  of  splenectomies 
performed  in  conjunction  with  extirpative  surgery 
in  the  upper  abdomen  deserves  some  comment. 
First  of  all,  if  the  spleen  is  injured  during  dis- 
section, it  should  be  removed  in  order  to  make 
sure  of  hemostasis.  Repair  of  the  spleen  is 
uncertain  and  dangerous.  Most  of  the  splenec- 
tomies in  this  group  are  performed  for  a more 
adequate  resection  of  the  stomach.  In  some 
instances  it  makes  the  operation  of  gastrectomy 
easier  in  cases  of  benign  ulcer,  but  the  principal 
indication  for  splenectomy  concomitant  with 
gastrectomy  is  in  surgery  for  carcinoma  in  order 
to  attain  as  near  an  en  bloc  procedure  as  the 
anatomic  situation  will  allow.  Cancer  of  the 
body  and  fundus  of  the  stomach,  therefore, 
requires  distal  pancreatectomy  and  splenectomy 
in  order  to  remove  metastatic  glands  along  the 
course  of  the  splenic  vessels.  How  much  this 
additional  excision  contributes  to  the  effective- 
ness of  total  gastrectomy  for  cure  cannot  be 


assessed,  but  the  principle  is  sound. 

The  same  indications  for  splenectomy  and 
distal  pancreatectomy  exist  in  some  cases  of 
cancer  of  the  splenic  flexure  of  the  colon.  Three 
other  procedures  which  often  require  an  addi- 
tional splenectomy  are  distal  pancreatectomy, 
splenorenal  shunt  for  portal  hypertension,  and 
the  repair  of  esophageal  hiatus  hernia  from  below 
(transabdominal  route).  In  regard  to  the  latter 
it  can  be  said  that  splenectomy  is  not  usually 
necessary  in  repairing  a hiatus  hernia  by  the 
abdominal  route.  If  proper  exposure  is  ob- 
tained, the  spleen  will  not  be  in  the  way  nor 
easily  injured.  Either  a bilateral  subcostal 
incision  or  a midline  incision  removing  the 
xiphoid  process  provides  the  best  exposure  for 
this  herniorrhaphy. 

Finally,  while  it  is  true  that  the  spleen  can  be 
removed  with  impunity  as  part  of  the  extension 
of  an  operation  for  cancer,  it  should  not  be  re- 
moved unnecessarily  in  palliative  resections  of  the 
stomach  for  cancer.  A very  high  gastrectomy 
which  removes  all  blood  supply  to  the  small 
gastric  remnant  carries  the  hazard  of  anastomotic 
dehiscence  and  leakage.  This  is  particularly 
true  in  old  patients,  and  it  is  better  judgment  to 
leave  the  spleen,  whenever  possible,  because 
of  its  value  in  supplying  blood  to  the  greater 
curvature  of  the  stomach  via  the  vasa  brevia  and 
especially  if  the  lesser  curvature  of  the  stomach 
has  been  almost  entirely  removed. 

Medical  Itidications 

Medical  indications  for  splenectomy  bring  up 
a consideration  of  the  function  of  the  spleen  in 
health  and  disease.  The  whole  story  is  yet  to  be 
told  of  the  exact  mechanism  of  the  spleen  in  the 
regulation  of  the  cellular  components  in  the  cir- 
culating blood.  Most  of  our  knowledge  of  the 
influence  of  the  spleen  on  the  bone  marrow  and 
the  number  of  cells  in  the  circulation  has  come 
from  the  empiric  use  of  splenectomy  performed  in 
patients  with  splenomegaly  and  blood  dyscrasias. 
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This  has  represented  a field  of  experimental 
surgery  which  still  is  going  on.  In  some  cases, 
even  today  with  present  methods  of  diagnosis, 
the  influence  which  a splenectomy  may  have 
cannot  be  predicted. 

There  is  a working  concept  of  the  function  and 
hyperfunction  of  the  spleen,  however,  which  is  of 
some  guiding  value.  The  spleen  has  a definite, 
normal  function  in  destroying  red  blood  cells  by 
hemolysis.  This  function  can  become  exag- 
gerated and  often  is  when  splenomegaly  is 
present.  It  may  be  referred  to  as  the  hemolytic 
type  of  hypersplenism. 

Second,  we  do  know  that  in  many  instances  of 
blood  dyscrasias  characterized  by  cytopenias, 
splenectomy  is  effective  in  returning  the  cyto- 
logic blood  picture  to  normal.  This  is  particu- 
larly true  when  the  bone  marrow  is  not  deficient 
in  the  precursors  of  the  cell  or  cells  lacking  in  the 
blood.  This  phenomenon  is  often  accentuated 
when  splenomegaly  develops  and  may  be  rightly 
called  the  cytopenic  type  of  hypersplenism.  In 
classic  cases  the  bone  marrow  is  hyperplastic, 
indicating  a readiness  to  supply  the  cellular 
deficiency  in  the  blood.  However,  in  some  cases 
there  is  a problem  of  maturation  defect.  Since 
splenectomy  seems  to  release  the  bone  marrow  to 
the  extent  of  allowing  release  of  cells  wanted  in 
the  peripheral  blood,  it  also  allows  maturation  in 
certain  instances.  The  inference  can  be  made 
that  the  spleen  has  a regulatory  action  on  the 
bone  marrow.  It  has  even  been  suggested  that  an 
internal  secretion  is  involved.  A splenic  hormone 
has  never  been  isolated  or,  indeed,  demonstrated 
beyond  reasonable  doubt  in  experimental  studies. 

Cytopenias  may  be  selective,  affecting  one  or 
more  cell  types : red  cells,  white  cells,  or  throm- 
bocytes. While  hypersplenism  is  usually  pre- 
dominantly of  one  type,  i.e.,  hemolytic  or  cyto- 
penic, both  may  exist  at  the  same  time.  Hyper- 
splenism is  also  said  to  be  primary  or  secondary 
in  type.  The  term  primary  hypersplenism 
means  that  no  systemic  disease  can  be  found  to 
exist,  and,  therefore,  it  is  presumed  that  the 
motivating  disturbance  is  in  the  spleen  itself. 
Hypersplenism  is  secondary  when  another  disease 
is  present.  Such  a disease  usually  produces  a 
splenomegaly  that  sets  the  stage  for  hyperfunc- 
tional activity.  The  pancytopenia  which  often 
accompanies  the  congestive  splenomegaly  in 
liver  cirrhosis  is  a prototype  of  secondary  hyper- 
splenism. 

The  diagnostic  procedures  necessary  to  estab- 


TABLE  I. — Procedures  Useful  for  Evaluation  Before 
Splenectomy 


A.  Peripheral  blood  studies 

1.  Complete  blood  count,  hematocrit 

2.  Reticulocyte  count 

3.  Platelet  count 

4.  Bleeding  and  coagulation  time 

5.  Observation  of  the  blood  clot:  retraction,  size,  and 

character 

6.  Cell  survival  studies 

B.  Bone  marrow  studies 

1.  Marrow  aspiration  studies 

2.  Sternal  trephine  biopsy 

(а)  If  aspiration  material  inadequate 

(б)  If  marrow  sections  are  needed 

C.  Lymph  node  biopsy  if  adenopathy  is  present 

D.  Liver  function  studies 

1.  Prothrombin  time 

2.  Serum  bilirubin  and  bromsulfalein  dye  retention  test 

3.  Serum  proteins:  albumin,  globulin,  total  (electro- 

phoresis if  available) 

4.  Cholesterol,  total  and  esters 

5.  Alkaline  phosphatase 

6.  Liver  biopsy 

E.  Immunologic  studies  (Coombs  test  and  other  antibody 

studies) 

F.  Splenic  aspiration 

G.  Gastrointestinal  tract  studies  (selected  cases) 

1.  Plain  film  of  abdomen 

2.  Esophagram  for  detection  of  varices 

3.  Splenoportagram  (portal  hypertension) 


fish  the  indications  for  splenectomy  are  the 
province  of  the  hematologist  (Table  I).  It 
should  be  noted  that  liver  function  tests  are 
included  in  studies  of  splenomegaly  because 
liver  disease  is  so  often  the  etiologic  factor. 
Since  portal  hypertension  is  also  a factor  to  be 
dealt  with,  roentgenologic  studies  of  the 
gastrointestinal  tract,  particularly  the  esophagus, 
must  not  be  neglected.  The  surgeon  must  be 
able  to  appreciate  the  significance  of  these  studies 
and  be  able  to  interpret  such  data.  Four  simple 
clinical  findings  suggest  the  need  for  investigation 
of  the  possibility  of  an  existing  hypersplenism: 
anemia  (especially  with  icterus),  a low  white 
blood  cell  count,  thrombocytopenia,  and  spleno- 
megaly. Any  one  or  all  of  these  symptoms 
requires  the  investigation  of  possible  causative 
factors  as  well  as  establishing  whether  hyper- 
splenism actually  does  exist.  The  ruling  out  of 
leukemia  and  deficiencies  of  the  bone  marrow 
is  of  prinicpal  importance.  Careful  and  re- 
peated bone  marrow  examinations,  as  well  as 
peripheral  blood  studies  which  include  immuno- 
logic investigations,  are  often  requisite.  A 
period  of  observation  is  desirable.  Splenectomy 
is  not  an  urgent  operation  in  most  cases.  Blood 
transfusions,  medical  measures  directed  at  any 
coexisting  disease,  and  finally  a trial  of  steroid 
therapy  should  be  carried  out  first  in  many 
cases. 

Steroid  therapy  is  particularly  useful  in  the 
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TABLE  II. — Indications  for  Splenectomy 


Surgical  indications 

A.  Rupture  of  spleen 

B.  Splenorenal  shunt 

C.  Incidental  to  excision  of  contiguous  organs 

D.  Injury  at  operation 
Medical  indications 

A.  Absolute  indications 

1.  Familial  hemolytic  anemia  (familial  spherocytosis) 

2.  Chronic  idiopathic  thrombocytopenic  purpura 

3.  Cytopenic  hypersplenism  (primary  and  secondary) 

B.  Elective  indications  (selected  cases) 

1.  Acquired  hemolytic  anemia 

(a)  Idiopathic 

(b)  Secondary 

2.  Thrombocytopenic  purpura 

(a)  Acute  idiopathic 

(b)  Secondary 

3.  Primary  refractory  anemia 

4.  Massive  splenomegaly 

5.  Abscesses  in  spleen 

6.  Diagnostic  splenectomy 


acquired  hemolytic  anemias  in  which  the 
causative  factor  is  sometimes  an  autoimmune 
reaction.  In  the  case  of  cytopenic  hypersplenism 
steroid  therapy  is  less  effective,  often  temporary, 
and  seldom  replaces  splenectomy.  It  is,  however, 
a useful  adjunctive  in  preparation  for  splenec- 
tomy or  in  refractory  cases  which  do  not  respond 
to  splenectomy  alone.  Since  remission  may  be 
obtained  in  the  acquired  hemolytic  anemias  and 
in  acute  thrombocytopenic  purpura,  a well- 
regulated  course  of  therapy  with  steriods  is 
worth  a trial. 

With  this  general  background  in  mind  let  us 
proceed  to  a more  definitive  discussion  of  indi- 
cations for  splenectomy  from  the  standpoint  of 
medical  indications.  These  indications  are  sum- 
marized in  Table  II  and  have  been  divided 
arbitrarily  into  two  groups,  absolute  and  elective. 
Absolute  is  a strong  word,  but  it  is  used  to  express 
the  fact  that  the  results  of  splenectomy  are  good 
and  that  there  is  no  satisfactory  alternative  to 
the  operation.  The  term  elective  is  used  in  the 
sense  that  splenectomy  may  be  valuable  in  some 
cases  and  should  be  seriously  considered  but 
should  not  be  lightly  undertaken.  A host  of 
conditions  and  factors  enter  this  picture,  only 
some  of  which  can  be  taken  up  in  this  space. 

Absolute  Indications 

Familial  Hemolytic  Anemia. — No  one  will 
deny  the  value  of  early  detection  and  prompt 
splenectomy  for  hereditary  spherocytosis.  The 
diagnosis  is  easily  made  and  the  results  uniformly 
good.  Recurrence  is  said  to  occur  if  accessory 
splenic  tissue  is  left  in  the  abdomen,  but  this 
phenomenon  is  extremely  rare.  It  is  true,  how- 


ever, that  about  one  third  of  these  patients  have 
accessory  spleens.  This  high  incidence  is  due  to 
the  fact  that  the  patients  are  young  and  their 
lymphoid  tissue  is  abundant.  A careful  search 
of  the  hilum,  retroperitoneum,  intestinal  mesen- 
tery, and  even  the  gonads  is  a requisite  of  elective 
splenectomy  in  this  disease.  Early  splenectomy 
avoids  the  difficulty  of  hemolytic  crises,  the 
chronic  anemia  with  retardation  of  bodily  func- 
tion, and  the  complications  of  cholelithiasis. 
The  latter  invariably  results  in  time  (75  per  cent 
of  all  cases  have  gallstones).  All  patients  are 
cured  of  this  disease  by  splenectomy  insofar  as 
abnormal  destruction  of  their  red  blood  cells  is 
concerned.  The  erythrocytes  retain  their  sphe- 
rocytosis, but  they  present  no  problem  since  the 
spleen  can  no  longer  destroy  them. 

Chronic  Idiopathic  Thrombocytopenic  Pur- 
pura.—Continued  bleeding,  anemia,  and  cere- 
bral hemorrhage  with  its  great  threat  to  life 
represent  an  urgent  need  for  treatment  in 
thrombocytopenic  purpura.  Chronic  idiopathic 
thrombocytopenic  purpura  is  a disease  which 
requires  some  definition  since  there  are  several 
types  of  thrombocytopenia,  some  not  curable  by 
splenectomy.  The  idiopathic  type  may  be  due 
to  hvperfunction  or  malfunction  of  the  spleen. 
In  the  final  anatysis  there  is  no  means  of  deter- 
mining beyond  doubt  before  splenectomy  that 
a splenic  type  of  idiopathic  thrombocytopenic 
purpura  is  present.  There  are,  however,  certain 
items  of  value  in  diagnosis  and,  therefore,  in 
predicting  a good  result  with  splenectomy.  The 
classic  case  has  a normal  clotting  time  but  poor 
clot  retraction  and  a very  low  platelet  count.  Of- 
ten few  or  no  platelets  are  seen.  The  red  cells 
are  quite  normal  in  appearance.  The  bone 
marrow  shows  a megakaryocytic  hyperplasia  or 
normal  number  of  megakaryocytes.  Splenec- 
tomy sometimes  allows  the  platelets  to  increase 
to  a level  above  normal,  later  settling  to  a normal 
figure  with  permanent  remission.  Idiopathic 
thrombocytopenic  purpura  is  predominantly  a 
disease  of  women,  often  manifest  first  by  menor- 
rhagia. 

A distinction  must  be  made  between  the 
chronic  and  the  acute  forms  of  thrombocytopenic 
purpura.  The  latter  is  often  a self-limiting 
disease,  most  common  in  children,  and  can  be 
effectively  treated  with  steroid  therapy  since  it  is 
often  an  immunologic  problem.  Other  types  of 
thrombocytopenia  are  seen  when  the  bone  mar- 
row is  replaced  by  neoplastic  disease  and  in 
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leukemias.  These  entities  stand  no  chance  of 
cure  by  splenectomy. 

The  over-all  results  of  splenectomy  are  good  in 
patients  with  chronic  idiopathic  thrombocyto- 
penic purpura.  Eighty-eight  per  cent  of  our 
patients  obtained  complete,  lasting  remission. 
A number  of  patients  require  supplemental 
steroid  therapy  for  varying  periods  of  time. 
These  and  other  problems  in  this  curious  disease 
make  it  clear  that  the  correct  etiologic  diagnosis 
in  patients  exhibiting  thrombocytopenic  purpura 
cannot  always  be  made  with  certainty  at  first. 

The  question  often  arises  of  whether  a trial  of 
steroid  therapy  should  be  made  in  chronic 
idiopathic  thrombocytopenic  purpura.  Today 
many  hematologists  attempt  to  obtain  a remission 
by  such  therapy,  and  in  many  cases  a temporary 
platelet  count  rise  can  be  effected.  Complete 
remission  seldom  follows  steroid  therapy  in 
chronic  cases.  The  immediate  result  of  splenec- 
tomy is  somewhat  difficult  to  assess  when  the 
patient  is  receiving  steroids.  It  is  our  opinion 
that  steroid  therapy  is  usually  of  little  value  in 
the  classic  cases  of  chronic  idiopathic  throm- 
bocytopenic purpura  and  that  splenectomy  can 
be  carried  out  as  the  single  therapy.  The  acute 
types,  atypical  clinical  cases,  and  those  with 
atypical  bone  marrow  findings,  however,  should 
be  given  a trial  of  hormonal  treatment. 

Cytopenic  Hypersplenism. — The  term  hyper- 
splenism  when  used  alone  without  qualification 
usually  refers  to  some  type  of  cytopenia,  whether 
it  be  that  of  the  white  cell  series  alone,  red  cells, 
or  combinations.  Pancytopenia  is  the  usual 
finding.  It  is  extremely  rare  to  find  a neutro- 
penia without  some  diminution  of  other  cells. 
Usually  there  is  at  least  some  accompanying 
thrombocytopenia,  even  though  the  platelets  are 
not  depressed  to  the  bleeding  level.  It  woidd 
appear  from  a now  abundant  literature  that 
cytopenic  hypersplenism  may  be  primary,  i.e., 
it  may  be  the  only  manifestation  of  disease. 
That  it  may  be  secondary  to  a well-established 
chronic  disease  and  particularly  one  producing 
splenomegaly  has  been  known  for  many  years. 
In  the  diagnosis  of  hypersplenism  abnormal  cells 
in  the  peripheral  blood  and  bone  marrow  must  be 
carefully  searched  for.  A subleukemic  leukemia 
may  resemble  hypersplenism  and,  in  fact,  in 
some  instances  cannot  be  differentiated  from  it. 
Classically,  however,  the  peripheral  blood  in 
hypersplenism  is  quite  normal  except  for  the 
cytopenia,  and  the  bone  marrow  is  hyperplastic, 


holding  out  the  promise  that  splenectomy  may  be 
effective.  Splenomegaly  is  not  always  present 
in  primary  hypersplenism;  at  least  the  spleen  is 
not  always  palpable.  In  secondary  hyper- 
splenism the  spleen  is  usually  grossly  enlarged. 

Indications  for  splenectomy  in  cytopenic 
hypersplenism  are  correction  of  anemia,  control 
of  infections  which  neutropenias  encourage,  and 
thrombocytopenia  when  it  exists.  It  is  usually 
said  that  the  results  of  splenectomy  are  best  in 
the  primary  type,  and  surely  this  should  be  so. 
The  results  in  secondary  hypersplenism  are  not  so 
good,  but  much  depends  on  the  primary  disease 
causing  the  hypersplenism  and  splenomegaly. 
Thus,  the  results  of  splenectomy  for  the  cure  of 
hypersplenism  in  congestive  splenomegaly  with 
cirrhosis  of  the  liver  are  good  insofar  as  correcting 
the  cytopenia  is  concerned,  whereas,  for  example, 
the  results  are  not  good  in  hypersplenism  sec- 
ondary to  splenomegaly  of  leukemia  and  lym- 
phosarcoma. In  general,  splenectomy  relieves 
hypersplenism  in  approximately  75  per  cent  of 
the  patients  who  have  primary  cytopenic  hyper- 
splenism of  one  type  or  another. 

The  list  of  diseases  which  are  sometimes  as- 
sociated with  hypersplenism  is  long.  In  general, 
it  can  be  said  that  those  which  produce  a spleno- 
megaly are  most  prominent.  Thus,  it  is  some- 
times possible  to  alleviate  a superimposed 
hypersplenism  by  splenectomy  in  conditions  for 
which  splenectomy  is  valueless  in  the  treatment 
of  the  etiologic  disease.  Among  the  more 
common  diseases  which  may  result  in  secondary 
hypersplenism  are  cirrhosis  of  the  liver,  sarcoid, 
thalassemia,  and  the  leukemia  and  lymphosar- 
coma groups. 

Elective  Indications 

The  list  of  indications  for  splenectomy  is  long 
and  almost  individual  to  the  patient  when  pos- 
sible benefit  is  under  consideration.  In  Table 
II  we  have  fisted  ten  indications  of  prominence. 
In  each  the  results  are  admittedly  less  beneficial 
than  in  the  absolute  indications  discussed  above. 
Nevertheless,  these  elective  splenectomies 
present  the  most  interesting  group.  Occasion- 
ally the  results  are  brilliant  and  definite; 
on  other  occasions  clinical  improvement  fails  to 
follow  splenectomy.  All  in  all,  it  is  fair  to  say 
that  over  one  half  of  the  patients  in  this  group 
receive  benefit  from  splenectomy,  even  though  it 
may  be  only  temporary.  In  assessing  the  results 
of  splenectomy  in  these  cases,  it  is  only  fair  to 
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separate  the  effect  of  Hypersplenism  and  its  relief 
by  splenectomy  from  the  symptoms  of  the 
underlying  disease  itself.  We  have  already  made 
some  reference  to  the  importance  of  accurate 
diagnostic  studies  in  patients  with  splenomegaly 
and  blood  dyscrasias.  While  it  is  important  that 
these  be  done  in  all  cases  and  that  certain  pre- 
cautions be  observed  in  the  selection  of  all 
patients  for  splenectomy,  this  is  especially  true 
of  the  heterogeneous  groups  which  we  designate 
for  elective  consideration. 

Acquired  Hemolytic  Anemia. — Again  this 
anemia  is  either  primary  or  secondary  to  a known 
disease.  The  results  of  splenectomy  in  the  past 
have  been  only  fair  in  these  cases.  About  one 
half  of  patients  with  acquired  idiopathic  hemo- 
lytic anemia  received  benefit  from  splenectomy, 
while  only  one-third  in  the  group  with  acquired 
hemolytic  anemia  secondary  to  other  diseases 
were  helped.  In  the  past,  after  a reasonably 
long  period  of  medical  management,  using  blood 
transfusions  as  needed,  it  was  often  necessary 
to  resort  to  splenectomy.  This  is  less  true  today 
since  steroid  therapy  has  become  available. 
Steroid  therapy  is  now  the  treatment  of  choice  in 
acquired  hemolytic  anemia,  and  splenectomy  is 
reserved  for  patients  who  do  not  respond  or  who 
cannot  be  continued  on  steroid  therapy  for  long 
periods.  For  example,  patients  with  cirrhosis  of 
the  liver  may  have  difficulty  with  the  metabolism 
of  sodium  and  with  the  control  of  ascites  when 
given  cortisone,  and  there  are  other  complications 
with  this  drug.  Splenectomy  is  finally  used  for 
these  patients. 

The  diseases  in  which  a secondary  hemolytic 
component  is  sometimes  seen  represent  a long 
list.  Some  of  these  are  cirrhosis  of  the  liver, 
chronic  lymphocytic  leukemia,  giant  follicle 
lymphoma,  thalassemia  major,  myeloid  meta- 
plasia of  the  spleen,  Hodgkin’s  disease,  etc.  In 
our  series  of  patients  subjected  to  splenectomy 
for  acquired  hemolytic  anemia,  approximately 
70  per  cent  received  benefits  classified  as  good 
results. 

Thrombocytopenic  Purpura. — The  acute 
type  of  idiopathic  thrombocytopenic  purpura  is 
usually  self-limiting  and  disappears  spontane- 
ously. It  is  probable  that  it  is  caused  by  an 
autoimmune  reaction  and,  therefore,  is  not 
“splenic”  in  origin.  The  majority  of  patients 
with  the  acute  type  are  children  in  whom  the 
danger  of  cerebral  hemorrhage  is  small.  Steroid 
therapy  and  platelet  transfusions  are  helpful 


if  bleeding  is  severe.  In  older  children  and 
adults  splenectomy  must  be  used  sooner  if 
bleeding  is  severe  or  uncontrolled.  In  moderate 
cases  four  weeks  of  observation  are  justified. 

Thrombocytopenic  purpura  secondary  to  agno- 
genic  myeloid  metaplasia  and  cirrhosis  of  the 
liver  with  congestive  splenomegaly  represents  an 
occasional  indication  for  splenectomy. 

Primary  Refractory  Anemia. — This  entity 
is  a difficult  one  to  assess  as  an  indication  for 
splenectomy.  Thorough  study  to  rule  out  sub- 
leukemic leukemia,  including  sternal  trephine 
studies  when  indicated,  should  be  made.  A 
trail  of  steroid  therapy  supplemented  by  blood 
transfusions  is  the  first  step  in  treatment.  The 
bone  marrow  may  be  hyperplastic  or  hypo- 
plastic. Results  are  better  when  the  marrow  is 
hyperplastic,  but  even  if  it  is  not,  splenectomy 
may  be  tried  after  other  therapy  has  failed. 

Massive  Splenomegaly. — An  occasional  in- 
dication for  splenectomy  is  presented  by  a huge 
spleen  which  crowds  the  abdominal  viscera  and 
becomes  intolerable.  Gaucher’s  disease,  lympho- 
sarcoma, giant  follicle  lymphoma,  myeloid  meta- 
plasia, cysts,  and  other  primary  tumors  of  the 
spleen  are  the  usual  diseases  producing  giant 
splenomegaly. 

If  the  patient’s  condition  is  good,  excision  of 
the  spleen  may  be  justified  for  symptomatic  re- 
lief. A wandering  spleen  on  a long  pedicle  may 
also  be  justifiably  removed. 

Abscesses  in  the  Spleen. — Tuberculosis  and 
mycotic  abscesses  may  localize  in  the  spleen,  and 
these  represent  indications  for  splenectomy. 
They  are  discovered  sometimes  by  accident  when 
the  spleen  has  been  removed  for  diagnosis. 

Diagnostic  Splenectomy. — The  cause  of 
splenomegaly  cannot  always  be  determined 
despite  extensive  studies.  This  is  particularly 
true  in  patients  with  lymphosarcoma  and  some- 
times in  cases  of  congestive  splenomegaly. 
Every  diagnostic  possibility  should  be  investi- 
gated, especially  lymph  gland  biopsy  and  fiver 
function  tests.  An  esophagram  with  barium  for 
the  detection  of  varices  should  also  be  performed 
in  such  cases  since  congestive  splenomegaly,  the 
result  of  portal  vein  obstruction  without  cir- 
rhosis, is  an  important  cause  of  obscure  spleno- 
megaly in  young  people.  Splenoportagrams  are 
also  useful  in  such  cases  before  one  performs 
splenectomy  since  a Splenorenal  shunt  may  be 
indicated  at  the  time  of  splenectomj-  if  portal 
hypertension  exists. 
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TABLE  III. — Results  of  Splenectomy  Done  for  Medical  Indications  (1950-1955  Inclusive) 


Number 

of 

Cases 

Excellent  and 

Indication 

Excellent 

Good  Fair 

Poor 

Good  Results 
(Per  Cent) 

Familial  hemolytic  anemia 

8 

8 

100 

Thrombocytopenic  purpura 

76 

Chronic  idiopathic 

16 

10 

4 

2 

88 

Acute  idiopathic 

1 

1 

Secondary 

3 

1 

i 

1 

Acute  thrombotic 

1 

1 

Cytopenic  hypersplenism 

77 

Primary 

2 

1 

1 

Secondary 

7 

5 

i i 

Acquired  hemolytic  anemia 

71 

Idiopathic 

5 

2 

2 1 

Secondary 

2 

1 

1 

Refractory  anemias 

17 

Primary 

3 

1 

2 

Secondary 

3 

1 

2 

Total 

51 

28 

9 3 

11 

75 

* Diagnostic  splenectomy  was 
five  patients. 

performed  in  seven  patients, 

naking  a total  of  58  patients  in 

series. 

Diagnosis  was  made  in 

Six  of  58  patients  (10  per  cent)  died  in  postoperative  period. 


Selection  of  Patients  for  Splenectomy 

Over  and  above  the  use  of  all  studies  that 
might  contribute  to  the  diagnosis,  one  should 
observe  certain  precautions  in  advising  splenec- 
tomy in  given  cases.  Indeed  it  can  be  said  that 
definite  contraindications  exist.  When  hepatic 
disease  is  present,  splenectomy  is  not  necessary 
unless  hypersplenism  is  severe  or  esophageal 
varices  have  developed.  In  fact,  the  spleen 
should  be  saved  until  a splenorenal  venous  shunt 
is  contemplated.  Splenectomy  is  especially  to 
be  avoided  in  acute  hepatitis  of  viral  origin  or 
when  associated  with  alcoholic  cirrhosis. 

It  must  be  understood  that  there  is  no  indi- 
cation for  splenectomy  as  a curative  measure  in 
most  of  the  diseases  discussed  under  elective 
indications  (leukemia,  lymphosarcoma,  thalas- 
semia, etc.)  Only  a superimposed  hypersplenism 
can  be  treated,  and  only  uncommonly  does  the 
hypersplenism  develop  to  the  point  where  surgery 
seems  justified.  Splenectomy  also  should  not  be 
done  for  the  splenomegaly  associated  with  chronic 
or  acute  infections  without  hypersplenism; 
syphilis,  malaria,  parasitic  infections,  and  visceral 
leishmaniasis  are  diseases  in  point. 

Finally,  it  must  be  acknowledged  that  the 
correct  diagnosis  of  leukemia  cannot  always  be 
made.  A few  patients  operated  on  with  the 
diagnosis  of  primary  cytopenic  hypersplenism  or 
primary  acquired  hemolytic  anemia  ultimately 
develop  overt  evidence  of  leukemia.  Whether 
these  cytopenic  phases  are  manifestations  of  a 
preleukemic  state  is  a moot  point.  Benefit  of 
some  duration  is  usually  obtained  by  splenec- 


tomy, even  though  it  unmasks,  so  to  speak,  a 
dormant  or  hiding  leukemia. 

Results 

The  results  of  splenectomy  for  patients  in  our 
series  having  medical  indications  during  the  past 
six  years  are  listed  in  Table  III.  When  the  seven 
diagnostic  splenectomies  were  excluded  from 
consideration,  there  were  51  patients  for  ap- 
praisal in  terms  of  an  excellent,  good,  fair,  or 
poor  result.  An  excellent  result  means  that  a 
complete  remission  of  a highly  satisfactory 
nature  was  obtained  by  splenectomy  alone.  A 
good  result  refers  to  cases  in  which  supplemental 
steroid  therapy  was  needed  or  in  which  there  was 
a delayed  remission.  Fair  results  include 
patients  who  had  short-term  or  partial  benefit. 
Poor  results  include  the  patients  who  died  in  the 
immediate  postoperative  period  as  well  as  those 
who  obtained  no  benefit  from  splenectomy.  In 
all.  75  per  cent  of  patients  were  judged  to  have 
excellent  or  good  results  from  splenectomy. 
The  best  results  were  obtained  in  those  (88  per 
cent)  with  the  chronic  form  of  thrombocytopenic 
purpura.  The  over-all  good  results  in  throm- 
bocytopenic purpura  were  76  per  cent.  Results 
were  the  poorest  in  the  refractory  anemia  group. 

The  mortality  rate  was  10  per  cent,  and  the 
highest  mortality  rate  occurred  in  the  “diagnostic 
group.”  There  was  a total  of  four  deaths  in  the 
51  patients  operated  on  for  definite  medical 
indications,  a mortality  rate  of  8 per  cent. 
Most  of  the  deaths  were  the  direct  result  of 
failure  to  respond  to  splenectomy. 
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The  Clinical  Use  of  Meprobamate  ( Miltown ) 

ALEXANDER  ALTSCHUL,  M.D.,  AND  BENNETT  BILLOW,  M.D.,  NEW  YORK  CITY 


Recently  great  strides  have  been  made  in  a 
chemotherapeutic  approach  to  psychother- 
apy and  functional  conditions  of  the  body.  Among 
the  many  drugs  being  used,  Miltown  (2-methyl-2- 
n-propyl-1,  3 propanediol  dicarbamate)  has  taken 
its  place  as  a tranquilizing  agent.  The  litera- 
ture to  date  has  mainly  been  concerned  with  the 
use  of  this  drug  in  psychiatric  patients  or  emo- 
tional disturbances. 

Sellig1  found  this  drug  to  be  of  greatest  value 
in  anxiety  neuroses  where  the  primary  symptoms 
was  tension.  *Borrus2  reported  favorable  results 
with  Miltown  in  a group  of  104  psychiatric  pa- 
tients, all  of  whom  failed  to  respond  to  barbitu- 
rates. Sixty-eight  per  cent  of  his  patients  were 
relieved  of  their  symptoms  and  were  able  to  re- 
sume their  social  status  and  economic  productiv- 
ity. Lernere3  used  meprobamate  (Miltown)  and 
believed  it  to  be  the  drug  of  choice  for  relief  of 
tension,  anxiety,  and  insomnia.  Others  reported 
good  results  with  this  drug  in  the  management  of 
alcoholism.2’4  It  was  also  found  effective  in  in- 
ducing natural  sleep  without  narcosis  and  for  the 
relief  of  torticollis, lumbago,  and  lowr  back  strain.5'6 
Perlstein7  found  Miltown  to  be  of  value  in  petit 
mal  but  of  no  efficacy  in  grand  mal  seizures.  In- 
tensive pharmacologic  studies  were  carried  out 
by  Berger8'9  who  reported  that  the  drug  had  a 
selective  blocking  action  on  interneurons,  espe- 
cially those  between  the  cortex,  thalamus,  and 
hypothalamus. 

It  produced  muscular  relaxation  similar  to 
mephenesin  but  of  greater  potency  and  longer 
duration.  The  drug  did  not  appear  to  influence 
vital  functions,  such  as  respiration,  heart  beat, 
and  gastric  secretions.  Experimentally  it  ap- 
peared to  be  about  one-fifth  as  toxic  as  barbitu- 
rates. 

We  have  been  using  Miltown  in  the  private 
practice  of  internal  medicine  as  an  adjuvant  or 
therapeutic  agent  in  the  management  of  several 
medical  conditions  where  a functional  aspect 
appeared. 

We  have  also  used  the  drug  for  the  past  four- 
teen months  among  general  nonpsychiatric  hos- 
pital ward  patients. 


Methods  and  Material 

Ninety-three  patients  were  treated  with 
Miltown  from  April,  1955,  to  July,  1956.  Each 
patient  was  examined  personally  by  one  of  the 
authors  and  followed  at  seven  to  fourteen-day 
intervals.  Laboratory  studies  during  therapy  in- 
cluded blood  counts  and  blood  chemistry  (urea 
nitrogen,  creatinine,  sugar,  total  protein  and  al- 
bumin-globulin ratio,  and  blood  cholesterol). 
Additional  electrolyte  studies  for  sodium,  potas- 
sium, calcium,  etc.,  as  well  as  x-rays  and  electro- 
cardiograms wrere  done  when  indicated  for  diag- 
nostic and  therapeutic  purposes.  Patients  were 
instructed  to  advise  us  of  any  untoward  reaction. 
The  various  diagnostic  categories  of  patients 
seen  are  shown  in  Table  I. 

Miltown  was  administered  orally  in  400-mg. 
tablets  four  times  daily,  one  after  meals  and  one 
at  bedtime.  In  many  instances  the  patient 
complained  of  drowsiness  during  the  day,  and 
the  dosage  was  modified  to  one  tablet  (400  mg.) 
before  retiring  at  night  and  one-half  tablet 
(200  mg.)  at  noon,  4 p.m.  and  8 p.m.  If 
there  was  no  subjective  or  objective  improvement 
within  fourteen  days,  the  drug  wTas  discontinued. 
The  maximum  daily  dose  was  six  tablets.  How- 
ever, in  patients  who  did  not  complain  of  in- 
somnia, the  dose  was  three  times  daily.  Those 
whose  symptoms  subsided  and  disappeared 
were  taken  off  the  drug  completely  or  were 
continued  on  one-half  tablet  twice  a day.  In 
those  in  whom  symptoms  recurred,  the  therapy 
was  resumed.  The  maximum  total  amount  of 
the  drug  used  was  480  Gm.  in  one  patient  over 
a period  of  seven  months.  The  following  case 
reports  are  illustrative. 

Case  Reports 

Case  1. — A.  G.,  single  female,  age  fifty-one,  first 
came  to  one  of  us  (A. A.)  on  May  23,  1955,  with  a 
history  of  anemia  five  years  previously.  She  had 
been  exhausted  and  at  that  time  had  been  told  that 
she  had  cardiac  disease.  Two  years  prior  to  the 
present  visit  she  was  told  that  she  had  coronary 
disease,  for  which  nitroglycerin  was  given  with  some 
relief.  She  complained  of  shortness  of  breath,  pain 
in  the  legs,  and  palpitation.  Past  history  revealed 
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that  she  had  typhoid  at  the  age  of  nineteen  and 
measles  as  a child.  She  had  sciatica  but  no  swelling 
of  the  joints.  She  drank  coffee  in  moderation  but 
no  alcohol  and  did  not  smoke.  Her  menstrual 
periods  were  always  irregular,  varying  from  twenty- 
six  to  thirty-six  days  and  lasting  six  days.  She  gave 
the  history  of  being  awakened  once  during  the  night 
with  a jumpy  sensation  and  quivers. 

Physical  examination  showed  her  weight  to  be 
102  pounds  half  dressed  and  height  5 feet.  The 
throat  showed  slight  congestion.  The  heart  showed 
no  enlargement  and  was  regular  with  a soft  systolic 
murmur  over  the  precordium.  There  were  frequent 
premature  contractions,  coming  in  runs.  The 
lungs  were  negative.  Blood  pressure  was  110/85. 
The  abdomen  showed  no  visceral  enlargement. 
There  was  slight  tenderness  in  the  epigastrium  and 
right  upper  quadrant.  There  was  no  edema. 
Fundi  showed  grade  II  narrowing  of  the  arteries 
but  were  otherwise  negative. 

Electrocardiogram  showed  sinus  rhythm  with 
numerous  premature  ventricular  contractions. 
Basal  metabolic  rate  was  plus  21  per  cent.  Com- 
plete blood  count  revealed  hemoglobin  11.5  Gm. 
(67  per  cent),  red  blood  cells  3,350,000,  and  white 
blood  cells  7,560  with  polymorphonuclears  63  per 
cent,  lymphocytes  27  per  cent,  and  monocytes  3 
per  cent. 

Because  of  the  elevated  basal  metabolic  rate  the 
patient  was  referred  for  a tracer  dose  of  radioactive 
iodine  (I131),  IV  method.  The  report  revealed  an 
uptake  of  45  per  cent,  indicating  a euthyroid  state. 

Because  of  the  gastrointestinal  symptoms  and 
palpitation,  the  patient  was  admitted  to  the  hos- 
pital where  she  was  given  a bland,  fat-poor  diet  with 
bed  rest  and  sedation  with  phenobarbital  ‘/t  grain. 
Papaverine  hydrochloride,  IV2  grains  three  times  a 
day  after  meals,  was  also  prescribed.  Blood  chem- 
ical tests  for  sugar  and  urea  nitrogen  were  negative; 
blood  cholesterol  was  220  mg.  per  cent.  Gall- 
bladder x-rays  showed  a normally  functioning  gall- 
bladder and  were  interpreted  as  negative  for 
cholecystitis  and  cholelithiasis.  The  patient  still 
had  some  premature  contractions. 

Miltown,  400  mg.  twice  daily,  was  prescribed. 
After  several  weeks  in  the  hospital  the  patient  was 
then  sent  home.  She  discontinued  work  tempo- 
rarily and  went  to  the  country.  She  returned, 
complaining  of  pain  in  the  left  shoulder.  X-ray 
examination  of  the  left  shoulder  showed  roughening 
over  the  acromion  process  of  the  scapula.  There 
was  no  calcification  of  the  bursa.  The  heart  was 
regular  on  physical  examination,  and  electrocardio- 
gram showed  normal  sinus  rhythm.  The  patient 
was  given  Meticorten  for  the  pain  in  the  shoulder 
for  a limited  time  with  relief  and  Miltown  400  mg. 
was  continued  at  night.  There  have  been  no  pre- 
mature contractions  since. 


Case  2. — F.  H.,  age  forty-seven,  executive, 
appeared  for  examination  in  October,  1955,  and  gave 
the  following  history:  He  became  frightened  and 

had  a tightening  sensation  in  his  abdomen.  He  was 
restless  and  walked  the  floor  at  times.  His  heart 
beat  fast  but  not  at  all  times.  He  had  had  a back- 
ache for  two  months  which  occurred  when  he  bent 
down.  He  had  had  a ringing  in  the  ears  for  the  past 
two  months.  When  he  rose,  he  became  dizzy.  He 
sometimes  became  dizzy  when  he  moved  his  head. 
He  lost  equilibrium.  For  the  past  two  months  he 
had  had  nocturia.  He  had  numbness  of  the  hands 
and  less  libido.  He  belched  after  eating.  He  had  a 
productive  cough  with  black  sputum. 

Physical  examination  showed  a middle-aged  man 
of  fair  nutrition.  Pupils  reacted  to  light  and  accom- 
modation. Teeth  were  fair  with  many  missing. 
The  thyroid  was  palpable  but  not  enlarged.  The 
heart  was  regular  with  many  premature  contrac- 
tions. The  lungs  were  negative.  The  abdomen 
showed  no  visceral  enlargement;  nB  masses  were 
felt.  Knee  jerks  were  equal  and  hyperactive. 
There  was  no  adenopathy.  Fundi  were  normal  for 
his  age. 

Fluoroscopic  and  x-ray  examination  of  the  chest 
showed  increased  markings  in  the  right  middle  lobe 
and  right  upper  lobe.  The  right  hilum  was  some- 
what prominent.  Electrocardiogram  showed  sinus 
rhythm  with  numerous  ventricular  premature  con- 
tractions but  was  otherwise  negative.  X-ray 
examination  of  the  gastrointestinal  tract  showed 
hypertrophy  of  the  rugae  in  the  fundus  of  the 
stomach.  After  two  hours  there  was  hypermotility 
of  the  stomach,  and  the  barium  was  in  the  colon. 
The  small  intestines  showed  some  puddling.  X-ray 
examination  of  the  colon  by  opaque  enema  showed  a 
spastic  colon  and  some  diverticulae.  X-ray  ex- 
amination of  the  lumbosacral  spine  showed  no 
abnormality.  X-ray  examination  of  the  gallbladder 
by  oral  dye  method  showed  a small  gallbladder 
without  abnormal  shadows  which  emptied  normally 
after  a fatty  meal. 

Sputum  was  negative  for  tuberculosis  bacillus. 

The  patient  was  put  on  a bland  diet  and  Miltown 
200  mg.  twice  a day  and  400  mg.  at  night.  Multi- 
vitamin capsules  were  also  prescribed.  He  was 
also  given  a mixture  of  tincture  of  valerian  and  some 
carbo  activatus  with  aqua  menthae  piperitae.  The 
valerian  and  carbo  activatus  were  discontinued  after 
two  weeks  although  the  patient  still  complained  of 
palpitation;  Miltown  was  continued.  Quinidine 
sulfate,  3 grains  every  four  hours,  then  every  six 
hours,  was  prescribed  one  week  later  for  the  prema- 
ture contractions.  The  patient  continued  to  com- 
plain, but  in  January,  1956,  he  returned  for  repeat 
examination  very  much  improved.  The  premature 
contractions  have  disappeared,  and  the  heart  is  now 
regular.  The  only  therapy  which  was  continued 
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from  November  to  January  was  Miltown. 

Case  3. — F.  K.,  age  sixty-three,  was  suddenly 
taken  ill  in  the  fall  of  1955  with  an  attack  of  dizzi- 
ness and  vomiting  followed  by  a right  hemiplegia. 
He  was  taken  by  ambulance  to  Harlem  Hospital. 
He  was  speechless.  The  blood  pressure  at  that 
time  was  165/100. 

Physical  examination  showed  a middle-aged  man 
of  fair  nutrition;  he  was  6 feet  tall  and  weighed  165 
pounds.  The  heart  was  irregular  and  showed  a 
systolic  murmur  at  the  apex.  The  second  aortic 
sound  was  accentuated,  with  a systolic  murmur  over 
the  aortic  area.  Patient  was  stuporous.  His  fam- 
ily insisted  on  private  care,  and  he  was  transferred 
to  Knickerbocker  Hospital.  The  patient  was  on 
bed  rest. 

Blood  chemical  examinations  showed  nonprotein 
nitrogen  50  mg.  per  cent,  sugar  120  mg.  per  cent, 
and  blood  cholesterol  250  mg.  per  cent.  Complete 
blood  count  was  normal;  blood  Mazzini  normal. 
Sedation  was  given.  After  ten  days  the  patient  was 
placed  on  a saturated  solution  of  potassium  iodide 
beginning  with  0.4  Cm.  in  water  three  times  a day 
and  increasing  slowly  until  a dose  of  1.0  Gin.  three 
times  a day  after  meals  was  given. 

During  the  next  ten  days  the  patient  began  to 
speak  and  showed  some  motion  in  his  leg  as  well  as 
face.  The  patient  was  hospitalized  for  a period  of 
six  weeks.  In  the  course  of  the  next  six  weeks  he 
was  helped  out  of  bed  and  encouraged  to  walk. 
His  speech  and  face  improved,  and  he  was  able  to 
eat.  There  was  no  improvement  in  the  right  arm. 
He  developed  considerable  pain  in  the  shoulder  and 
arm,  the  so-called  “shoulder-arm  syndrome.”  For 
this  reason  Miltown  was  prescribed.  Part  of  the 
rigidity  of  the  arm  was  relieved,  and  there  was  con- 
siderable improvement  in  his  gait  and  walk.  How- 
ever, the  patient  complained  that  the  Miltown 
caused  disturbing  dreams  and  refused  to  take 
further  medication  of  this  sort.  The  drug  was 
placed  in  a 200-mg.  capsule  and  taken  once  in  the 
morning  and  again  about  6 p.m.  The  patient  still 
complained  that  he  had  bad  dreams.  After  six 
weeks  a capsule  containing  acetylsalicvlic  acid  anti 
phenacetin  was  substituted,  and  the  patient  did  not 
complain  of  dreams.  There  were  no  bad  dreams 
after  a morning  capsule  of  Miltown,  so  the  drug  was 
administered  only  once  a day  in  the  morning. 

Case  4. — C.  R.,  a young  housewife  and  mother 
of  two  children,  was  under  great  emotional  stress 
from  July  to  September,  1955.  Her  brother  was 
dying  of  carcinoma  of  the  pharynx.  She  had  a 
globus  in  the  throat  and  had  difficulty  in  swallowing. 
She  was  very  talkative.  Miltown  400  mg.  twice 
daily  and  once  at  night  was  prescribed.  Release  of 
the  anxiety  and  emotional  tension  followed,  and  the 
talkativeness  ceased. 


Case  5. — B.  A.,  a female,  age  seventy-three,  with 
moderate  hypertension  had  had  a slowly  progressive 
senile  type  of  psychosis  for  a period  of  years  which 
eventually  necessitated  care  in  a nursing  home. 
There  was  memory  disturbance  with  bouts  of  rest- 
lessness but  with  retention  of  her  former  person- 
ality pattern.  Different  types  of  sedation  had  been 
prescribed,  such  as  phenobarbital,  chloral  hydrate, 
pentobarbital  sodium,  and  hexobarbital,  without 
great  improvement  and  sometimes  with  aggravation 
of  the  restlessness.  Miltown,  400  mg.  at  night  and 
twice  during  the  day,  was  given.  There  was 
appreciable  improvement  in  the  excitability  and 
restlessness  except  for  a tendency  to  mild  depression. 
However,  after  recognition  of  this  behavior  the 
dosage  of  Miltown  was  adjusted  so  that  400  mg. 
were  given  at  night  and  200  mg.  in  the  morning  with 
an  occasional  extra  dose  if  the  restlessness  re- 
appeared. With  this  regime  an  approach  to  a 
normal  mental  process  was  definitely  observed  at 
times,  although  the  basic  arteriosclerotic  pattern  of 
the  psychosis  remains.  The  patient  is  much 
calmer. 

Case  6.- — A.  S.,  age  forty-one,  an  advertising 
executive,  was  taken  ill  in  December,  1955,  with  an 
atypical  pneumonia  and  an  interlobar  effusion  be- 
tween the  right  upper  and  right  middle  lobes. 
After  hospitalization  of  about  seven  to  eight  weeks, 
the  pneumonia  and  the  effusion  cleared  so  that  there 
were  no  roentgenologic  signs  detected.  Electro- 
cardiogram two  days  after  his  discharge  from  the 
hospital  was  normal. 

One  week  after  his  discharge  from  the  hospital  the 
patient  was  taken  ill  with  severe  prec.ordial  pain, 
a sense  of  pressure  on  his  chest,  and  elevation  of 
blood  pressure  during  the  attack.  Bedside  electro- 
cardiogram showed  myocardial  infarction  of  anterior 
type  with  RT  elevation  in  leads  I,  aVL,  V2,  V3,  anil 
V4.  There  was  subsequent  T-wave  inversion  in 
leads  I,  aVL,  V2,  V3,  and  V4.  The  patient  was 
hospitalized  for  approximately  three  and  one-half 
weeks  and  then  sent  home.  He  was  on  bed  rest  at 
first  and  then  slow  ambulation. 

This  patient  was  highly  excitable  and  extremely 
apprehensive.  He  was  very  difficult  to  control 
emotionally  because  of  his  tendency  to  refuse  bed 
rest,  hospitalization,  and  ordinary  management  for 
a coronary  thrombosis.  He  was  placed  on  Miltown, 
400  mg.  three  times  a day,  with  remarkable  change 
in  his  personality.  He  accepted  the  regime  of  bed 
rest  and  control  of  tobacco,  alcohol,  and  diet  and 
remained  so  up  to  the  last  examination  on  February 
22,  1956.  He  still  takes  Miltown,  200  mg.  twice 
daily  and  400  mg.  at  night.  He  also  takes  papaver- 
ine hydrochloride,  1 grain.  He  has  moderated  his 
use  of  tobacco  considerably,  but  most  important  is 
the  change  in  his  acceptance  of  a modification  of  his 
former  habits. 
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TABLE  I. — Diagnostic  Categories  and  Results 


Number  of 
Patients 

Group  I 

Group  11 

Group  III 

Group  IV 

Thyrotoxicosis  (Graves's  8.  toxic  goiter  6) 
Anxiety  state 

14 

1 

5 

8 

0 

With  hypertension 

11 

5 

4 

2 

0 

Without  hypertension 

3 

0 

0 

0 

3 

Paroxysmal  sinus  tachycardia 

3 

2 

1 

0 

0 

Premature  contractions 

3 

3 

0 

0 

0 

Hemiplegia 

1 

1 

0 

0 

0 

Tension  headaches 

3 

2 

1 

0 

0 

Xeurocirculatory  asthenia 

12 

2 

8 

2 

0 

Cirrhosis  associated  with  chronic  alcoholism 

4 

0 

3 

1 

0 

Alcoholism,  subacute 

7 

0 

6 

1 

0 

Spastic  colitis,  irritable  colon 

Diabetes  mellitus  associated  with  tension 

8 

1 

2 

5 

0 

and  anxiety 

Upper  gastrointestinal  disfunction  (peptic 

3 

o 

i 

0 

0 

ulcer,  cardiospasm,  nausea,  and  vomiting) 
Chronic  rheumatic  states  (fibrositis,  torti- 

6 

0 

0 

1 

5 

collis,  back  pain,  muscle  spasm) 

9 

2 

3 

4 

0 

Hypertrophic  arthritis 

2 

0 

0 

0 

2 

Palindromic  arthritis 

Psychoneurosis,  severe,  under  treatment  by 

2 

0 

0 

0 

2 

psychiatrist 

2 

0 

2 

0 

0 

Senile  psychosis 

1 

0 

1 

0 

0 

Coronary  occlusion 

2 

0 

2 

0 

0 

Totals 

96 

21 

39 

24 

10 

Case  7. — F.  M.,  a physician,  age  forty-five,  took 
400  mg.  of  Miltown  in  January,  1956,  as  a sedative 
for  sleep.  Within  twelve  hours  he  developed  an 
extensive  erythematous,  macular  eruption  confined 
to  both  groins,  lower  extremities,  buttocks,  and 
axillary  folds  and,  to  a lesser  degree,  on  the  trunk 
with  intense  pruritus.  He  was  placed  on  anti- 
histamines and  a fair  abundance  of  liquids.  The 
itching  slowly  subsided,  and  the  rash  disappeared 
after  three  to  four  days. 

Results 

The  results  of  our  treatment  are  briefly 
summarized  in  Table  I.  All  of  our  patients 
previously  had  had  other  medications  which 
resulted  in  little  or  no  improvement.  These 
medicaments  were  either  given  by  us  or  by  other 
physicians  prior  to  our  use  of  meprobamate. 
Some  of  these  drugs  were  antispasmodics  which 
were  belladonna-like  in  action,  phenobarbital. 
reserpine,  chlorpromazine,  Dramamine,  and  sim- 
ilar products. 

We  have  evaluated  our  results  with  Miltown 
according  to  the  following  criteria . 

Group  I — Patients  who  recovered  and  were 
free  of  symptoms. 

Group  II — Those  individuals  in  whom  symp- 
toms diminished,  resulting  in  no  further  disturb- 
ance to  them. 

Group  III — Patients  who,  although  improved 
with  meprobamate,  still  had  sufficient  pain  or 
complaints  to  require  additional  relief. 

Group  IV — Patients  who  did  not  improve 


with  meprobamate. 

As  recorded  in  Table  I,  the  patients  who  bene- 
fited most  from  Miltown  were  those  with  anxiety 
states  associated  with  hypertension,  tension 
headaches,  paroxysmal  sinus  tachycardia,  and 
cardiac  neurosis  with  premature  contractions. 
We  found  the  drug  useful  among  alcoholics. 
There  was  a noticeable  diminution  in  their 
restlessness,  and  they  became  more  cheerful, 
calm,  and  cooperative. 

Patients  with  organic  conditions  and  asso- 
ciated autonomic  disturbance,  such  as  thyro- 
toxicosis, peptic  ulcer,  and  spastic  colon,  received 
some  benefit,  but  no  remarkable  results  were 
obtained.  Mephenesin-like  drugs  in  our  hands 
gave  better  results  in  low  backache  and  rheu- 
matic-like pains  than  Miltown.  However,  it 
did  afford  mild  relief  in  a few  of  our  patients. 

In  the  cases  reported  the  patients  who  seemed 
to  have  benefited  most  were  those  with  cardiac 
neurosis.  Quiescence  of  the  tachycardia  and 
reduction  or  elimination  of  the  premature 
contractions  were  effected.  Particular  attention 
should  be  called  to  the  general  calming  effect  on 
a case  of  organic  senile  psychosis;  the  patient 
seemed  to  have  been  restored  somewhat  to  a 
normal  prepsychotic  personality  level.  This  is 
particularly  applicable  to  the  senile  psychotic 
who  was  always  irritable  and  restless  but  who 
became  calm  and  conversed  in  a style  that 
resembled  her  former  status  before  her  senility 
became  manifest. 
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Toxicity  and  Side-Effects 

We  found  meprobamate  to  be  a drug  of  ex- 
tremely low  toxicity  and  well  tolerated  by  most 
of  our  patients.  Clinical  side-effects  were  infre- 
quent, and  no  tendency  to  addiction  was  encoun- 
tered. There  was  one  patient  who  felt  extremely 
“weak  and  faint  like”  after  taking  one  400  mg. 
tablet.  However,  she  had  no  symptoms  with 
one-half  tablet  and  was  able  to  continue  with 
the  drug.  There  were  two  patients  who  felt 
“drunk  and  apprehensive”  after  taking  the  drug 
and  did  not  wish  to  continue  the  medication. 
They  are  included  in  our  series.  One  patient 
had  severe  nightmares  and  agitation  after 
taking  meprobamate  at  bedtime.  Too  large  a 
dose  produced  drowsiness.  An  occasional  pa- 
tient complained  of  dizziness  and  a sensation  of 
“walking  on  air,”  but  these  disappeared  after 
two  to  three  days  of  therapy. 

Laboratory  findings  during  medication  re- 
vealed no  blood  or  urinary  abnormalities  attrib- 
utable to  the  drug.  There  were  no  complaints 
of  headache,  nausea,  vomiting,  or  diarrhea  from 
patients  on  Miltown.  Unlike  other  drugs  of 
similar  nature  Miltown  has  not  been  a great 
offender  in  producing  allergies.  However,  in 
our  case  surveys  there  were  two  cases  of  definite 
drug  idiosyncrasy,  the  one  in  particular  being 
the  physician  in  whom  there  was  a severe 
dermatitis.  There  were  three  other  patients 
who  were  allergic  to  Miltown.  One  had  urticaria, 
the  other  fever  of  102  F.  and  edema.  The  third 
developed  angioneurotic  edema  which  disap- 
peared after  the  drug  was  discontinued. 

A personal  communication  from  another 
practicing  physician  states  that  he  had  five 
cases  of  skin  eruption  after  the  use  of  Miltown. 
This  appears  to  be  an  extraordinary  number. 
He  also  reports  that  one  patient  ingested  100 
tablets  (40  Gm.)  of  Miltown  in  twenty-four 
hours  without  serious  adverse  effects. 

Careful  laboratory  tests  during  the  past 
fourteen  months,  as  well  as  repeated  personal 
examination  of  our  patients,  during  this  study 
revealed  no  evidence  of  liver  or  kidney  damage. 
There  was  no  blood  dyscrasia,  and  no  evidence 
of  electrocardiographic  change  was  noted.  Mil- 
town  did  not  appear  to  influence  the  metabolic 
deficiency  in  our  diabetic  patients  or  to  cause 
hyperglycemic  and  hypoglycemic  episodes. 
There  was  no  need  to  change  the  dosage  in  the 
two  patients  who  were  getting  daily  injections 
of  NPH  insulin. 


Roentgen  examination  of  our  patients  (gastro- 
intestinal x-ray  and  barium  enema  studies) 
revealed  no  appreciable  change  attributable  to 
the  use  of  Miltown.  The  low  incidence  and 
mild  untoward  reactions  of  this  drug  are  of 
great  advantage.  We  find  that  in  some  pa- 
tients there  is  a suggestion  of  dependency  on 
the  drug,  but  this  is  not  of  great  extent.  No 
fatalities  have  been  reported  thus  far,  even  in 
psychotic  patients  who  have  taken  massive 
doses  with  suicidal  intent. 

Comment 

Our  experience  with  Miltown  (meprobamate) 
in  a group  of  unselected,  nonpsychiatric  patients 
indicates  that  it  is  a useful  and  safe  tranquilizing 
medicament.  We  have  not  found  it  to  be  habit 
forming.  Our  findings  are  in  accordance  with 
those  of  the  investigators3’4  who  reported  the 
drug  to  be  of  low  toxicity. 

Miltown  was  successful  in  relieving  muscular 
rigidity  and  improving  walking  in  a hemiplegic 
(Case  3).  However,  there  were  side-effects  of 
unpleasant  dreams,  which  at  first  did  not  appear 
to  be  related  to  the  drug  but  which  were  part  of 
the  emotional  disturbance  frequently  seen  in 
hemiplegics  with  hypothalamic  syndrome.  Even 
though  the  drug  was  disguised  as  to  form  of 
administration  to  avoid  recognition  by  the 
patient,  the  dreams  returned.  It  was  quite 
apparent  that  this  was  a definite  psychogenic 
effect  of  the  drug  itself  on  this  patient.  Miltown 
must  be  considered  as  having  a different  phar- 
macologic effect  in  patients  with  organic  cerebral 
changes. 

In  the  treatment  of  organic  conditions,  such  as 
coronary  thrombosis  and  cerebral  thrombosis 
with  hemiparesis,  Miltown  was  helpful  as  a 
tranquilizer,  removing  a good  deal  of  the  sub- 
conscious fears  which  frequently  accompany  the 
disease.  In  arteriosclerotic  psychosis  it  helped 
in  relieving  the  restlessness  and  in  calming  the 
patient.  It  controlled  the  emotionalism  of 
grief  without  depressing  the  individual. 

Of  particular  interest  was  the  effect  on  Cases 
1 and  2 where  there  were  numerous  premature 
contractions  which  did  not  respond  to  quinidine, 
Pronestyl,  or  ordinary  sedation  with  any  per- 
manence. Miltown  appeared  to  have  been  very 
successful  in  both  of  these  cases  in  relieving 
the  premature  contractions  and  in  Case  2 in 
relieving  a good  many  of  the  gastrointestinal 
symptoms.  Case  1 had  been  under  the  care  of 
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many  internists  and  cardiologists  for  the  pre- 
mature contractions  without  any  permanent 
success. 

Miltown  as  a sedative  was  used  in  a variety 
of  conditions  where  there  appeared  to  be  prob- 
able functional  disturbance  and  also  where  there 
was  considerable  neuromuscular  tension.  The 
drug  was  used  in  a young  man  with  a coronary 
thrombosis  who  had  considerable  autonomic 
imbalance  and  tendency  to  personality  disorder. 
While  it  had  no  direct  effect  on  the  treatment  of 
the  coronary  thrombosis,  it  did  have  an  effect  in 
changing  the  attitude  of  the  patient.  It  gave 
him  rest  and  relieved  his  anxiety  and  lack  of 
cooperation. 

The  drug  caused  symptomatic  improvement  in 
rheumatic  and  allied  conditions  where  muscle 
spasm  predominated.  It  was  ineffective  in 
hypertrophic  and  rheumatoid  arthritis. 

The  medicament  was  of  no  value  in  upper 
gastrointestinal  diseases  where  nausea,  vomiting, 
and  belching  were  the  symptoms.  We  found  it 
useful  in  certain  cases  of  spastic  colitis  associated 
with  tension  and  anxiety  components. 

Miltown  was  useful  and  of  much  value  in 
relieving  the  restlessness  and  hyperirritability 
during  the  withdrawal  stage  of  alcoholism  and 
caused  no  severe  untoward  reaction  or  liver 
damage  among  our  cirrhotic  patients.  In  con- 
trast to  other  new  tranquil  izing  agents,  such  as 
chlorpromazine  and  reserpine.  we  found  no 
evidence  of  jaundice,  tremors,  nasal  congestion, 
or  depression.  We  found  it  superior  to  barbitu- 
rates, chloral  hydrate,  and  bromides  since  these 
medicaments  are  subject  to  tolerance  effects 
and  eventually  larger  doses  are  required  to 
produce  the  same  physiologic  result.  The  wide- 
spread use  of  barbiturates  by  the  layman  has 
frequently  led  to  many  instances  of  accidental 
or  suicidal  overdosage.  Sellig’s  patient  swal- 
lowed 100  tablets  of  Miltown  at  one  time  without 
serious  injury. 

With  the  view  to  ascertaining  the  frequency 
of  psychosomatic  disease  in  everyday  practice, 
one  of  us10  studied  the  record  of  300  patients 
chosen  at  random.  We  found  it  to  be  by  far  the 
most  frequent  diagnosis  made. 


The  most  common  complaints  among  those 
diagnosed  as  psychosomatic  cases  were,  in  order, 
fatigue,  tiredness,  nervousness,  tenseness,  and 
insomnia.  Miltown  (meprobamate)  proved  most 
effective  in  our  hands  in  allaying  these  tension 
and  anxiety  symptoms.  Thus,  our  patients 
with  organic  disease  were  able  to  be  relieved  of 
their  self-perpetuated  morbid  fears  and  anxieties. 
We  had  success  in  calming  our  hyperthyroid 
patients  and  carrying  them  through  until  appro- 
priate and  specific  therapy  (radioactive  iodine 
or  thiouracil  preparation)  for  thyroid  surgery 
was  instituted. 

Miltown  in  our  experience  has  proved  to  be 
of  benefit  clinically  as  a calming  agent  in  the 
everyday  practice  of  medicine  in  and  out  of  the 
hospital.  The  minor  reservations  previously 
noted  should  be  kept  in  mind. 

Summary 

Meprobamate  was  administered  to  96  patients 
in  the  hospital  as  well  as  under  private  care.  A 
variety  of  conditions,  organic  as  well  as  func- 
tional, were  encountered  in  the  course  of  these 
examinations. 

The  best  results  were  obtained  in  relieving 
nervous  tension  and  in  mild  anxiety  states. 
Specific  benefit  was  noted  in  organic  conditions 
in  which  there  was  a functional  component. 
The  cardiac  neuroses  were  benefited.  There 
was  release  of  muscular  tension  as  well  as  im- 
provement of  emotional  states  in  organic  disease. 

Toxic  reactions  were  noted  in  a small  number 
of  patients,  particularly  dermatitis,  and  restless- 
ness in  a few  patients.  These  reactions  were 
temporary. 
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Pelvic  Tuberculosis 

A Review  of  87  Cases 


HAROLD  M.  M.  TOVELL,  M.D.,  AND  KENNETH  J.  GANNEM,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Obstetrics  and  Gynecology,  College  of  Physicians  and  Surgeons,  Columbia  University, 

and  the  Sloane  Hospital  for  Women) 


The  etiology,  diagnosis,  and  management  of 
female  pelvic  tuberculosis  has  been  a 
controversial  subject  for  many  years.  This 
communication  is  a review  of  87  ward  and  private 
patients  seen  in  a twenty-six-year  period  from 
1926  to  1951  in  the  Sloane  Hospital  for  Women. 
These  years,  considered  as  the  surgical  period 
in  management  of  this  disease,  preceded  the  era 
of  streptomycin,  isonicotinic  acid  hydrazides, 
and  para-aminosalicylic  acid,  which  now  form  a 
major  part  of  the  treatment  of  tuberculous 
infections. 

As  in  similar  series  the  majority  of  patients 
were  operated  on  for  some  other  gynecologic 
condition,  and  genital  tuberculosis  was  an  un- 
expected finding,  either  at  the  time  of  operation 
or  later  in  the  laboratory.  The  unexpected 
nature  of  the  condition  prompted  this  review 
primarily  with  the  aim  of  determining  what 
factors  might  be  of  value  in  establishing  a 
diagnosis  preoperatively  and  also  to  ascertain  if 
possible  the  extent  of  surgery  necessary  to  give 
the  best  results  once  the  diagnosis  is  established. 

Materials  and  Method 

Hospital  admission  charts  bearing  a diagnosis 
of  tuberculous  infection  in  the  female  genitalia 
were  reviewed.  There  were  two  rejections  be- 
cause of  insufficient  evidence,  making  a total  of 
87  cases  available  for  study.  Letters  to  patients, 
referring  physicians,  and  sanitaria  were  written, 
and  personal  interviews  and  examinations  were  ob- 
tained when  possible.  In  this  way  a minimum 
follow-up  period  of  two  years  was  obtained  in 
61  patients  or  70  per  cent  of  the  total  series. 
All  pathologic  sections  were  reviewed  and  graded 
empirically  since  this  was  the  sole  method 
available  for  ascertaining  the  nature  and  extent 
of  the  disease.  Hospital  records  were  reviewed 
to  determine  the  gynecologic  complaint,  the 
pertinent  past  health,  the  preoperative  and  post- 


TABLE  I. — Patient  Population 


Number  of 
Patients 

White 

Colored 

Ward 

67 

35 

32 

Private 

20 

19 

1 

Total 

87 

54 

33 

TABLE  II. — Symptoms 

Symptoms 

Number  of 
Patients 

Per 

Cent 

Number  of ' 

Complaints 
1 2 3 3 -f* 

Pain 

47 

53 

15 

23 

8 

1 

Menstrual 

irregularities 

40 

46 

8 

25 

6 

1 

Abdominal  swelling 

22 

25 

5 

10 

7 

0 

Sterility 

19 

27* 

8 

7 

3 

1 

Vaginal  discharge 

9 

10 

3 

2 

3 

1 

General  symptoms 

7 

9 

1 

2 

0 

1 

Not  mentioned 

2 

* Per  cent  of  married  patients 


operative  investigations  for  local  and  extragenital 
tuberculosis,  the  clinical  and  laboratory  findings, 
and  the  preoperative  diagnosis  with  emphasis  on 
whether  genital  tuberculosis  was  considered. 
In  addition  to  specific  treatment,  operative 
complications,  and  morbidity,*  all  operative 
reports  were  analyzed  to  determine  whether  the 
operator  recognized  any  gross  intra-abdominal 
or  pelvic  lesions  as  being  suspicious  or  character- 
istic of  tuberculosis. 

Clinical  Findings 

In  the  last  twenty-one  years  of  this  review 
there  were  28,059  gynecologic  admissions  to 
Sloane  Hospital  with  an  incidence  of  pelvic 
tuberculosis  of  approximately  one  in  375  cases. 
Table  I depicts  the  patient  population.  The 
slightly  smaller  number  of  Negro  patients  does 
not  reflect  the  general  ward  populations  in 
this  twenty-six-year  period  when  the  ratio  of 
white  to  Negro  patients  was  appreciably  higher. 


* Defined  here  as  a temperature  of  101  F.  or  above  on  any 
two  or  more  consecutive  days. 
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TABLE  III. — Pertinent  Past  Illnesses 


Operative * 

Number  of  Diagnosis  No 


Pertinent  History 

Additional  Evidence  in  History 

Patients 

Correct 

Missed 

Operation 

Pleurisy  and  effusion 

Dilatation  and  curettage  positive  for 
tuberculosis  (1  case) 

11 

1 

9 

1 

Laparotomy  and  diagnosis 
established  elsewhere 

Pleurisy  and  effusion  (1  rase),  pulmonary 
tuberculosis  (1  case) 

9 

5 

2 

2 

Pulmonary  tuberculosis 

0 

3 

3 

0 

Ascites 

Pleurisy  and  effusion  (1  case) 

3 

1 

1 

1 

Pott’s  disease 

Cervical  polyp,  positive  for  tuberculosis 
(1  case) 

2 

0 

2 

1 

Tuberculous  endometritis 

i 

1 

0 

Tuberculous  adenopathy 
(inguinal) 

i 

0 

1 

Sixty-eight  per  cent  of  the  patients  were  in  the 
third  and  fourth  decades  of  life.  The  oldest  was 
seventy-three  years,  and  the  youngest  was 
twelve. 

Complaint. — The  complaints  obtained  on 
admission  were  divided  into  six  major  categories: 
pain,  menstrual  abnormalities,  abdominal  swell- 
ing, sterility,  vaginal  discharge,  and  general 
symptoms  (Table  II). 

Pain  was  the  most  frequent  complaint  and  was 
present  in  47  patients  (53  per  cent).  There  was 
steady,  aching,  lower  abdominal  pain  in  34 
patients,  while  seven  complained  of  crampy 
abdominal  pain,  four  of  pelvic  pain,  and  only 
two  of  dysmenorrhea. 

Menstrual  abnormalities,  including  12  patients 
with  amenorrhea  or  oligomenorrhea,  were  the 
chief  complaints  in  40  patients  (46  per  cent). 
Metrorrhagia  occurred  in  three  patients,  men- 
orrhagia in  14,  and  menometrorrhagia  in  11. 

Abdominal  swelling  occurred  in  22  patients 
(25  per  cent).  Ten  patients  had  uterine  fi- 
bromyomas  sufficiently  large  to  account  for  the 
swelling,  while  ten  others  had  abdominally 
palpable  cystic  adnexal  masses.  Three  patients 
had  clinically  evident  ascites,  one  of  which  was 
correctly  attributed  to  an  associated  ovarian 
carcinoma. 

Sterility  was  a major  complaint  in  19  (27  per 
cent)  of  the  71  married  patients.  Of  these, 
57  (80  per  cent)  had  no  viable  pregnancies,  and 
50  (70  per  cent)  had  never  conceived.  Primary 
sterility  was  the  sole  complaint  in  eight  (12  per 
cent)  and  was  associated  with  other  complaints 
in  11  (22  per  cent).  Secondary  sterility  was 
never  a single  complaint.  There  were  three 
tubal  pregnancies,  two  of  which  were  sequential, 
and  one  intrauterine  pregnancy  in  this  series. 
No  intrauterine  conceptions  occurred,  however, 
following  the  diagnosis  of  pelvic  tuberculosis. 

Vaginal  discharge,  including  premenopausal 


TABLE  IV. — Pelvic  Findings 


Findings 

Frequency 

Per  Cent 

Correct 

Diagnosis 

Adnexal  mass 

32 

39 

7 

Uterine  enlargement 

20 

23 

4 

Abdominal-pelvic  mass 

10 

11 

3 

Ascites 

3 

3 

2 

Negative  findings 

15 

17 

2 

Not  mentioned 

7 

and  postmenopausal  discharge  and  postmen- 
opausal staining,  was  a major  complaint  in  nine 
(10  per  cent)  of  the  patients.  Three  patients 
complained  of  noncancerous,  postmenopausal 
bleeding. 

General  complaints  included  nonspecific  symp- 
toms that  were  sufficiently  stressed  in  the 
histories  and  were  of  the  type  usually  associated 
with  chronic  infections,  such  as  fatigability 
weight  loss,  anorexia,  and  low-grade  fever 
either  with  or  without  night-sweats.  Seven 
patients  complained  of  such  symptoms,  only 
one  of  whom  complained  of  fever  alone  and  was 
postpartum. 

Pertinent  Past  History— A history  of  pre- 
vious tuberculous  infection  was  given  by  33  (nearly 
30  per  cent)  of  the  patients.  Histories  were  not 
obtained  in  four  patients.  Table  III  lists  the 
pertinent  past  history  and  additional  evidence 
suggestive  of  previous  tuberculosis.  Of  these 
patients  29  were  operated  on  in  Sloane  Hospital, 
and  in  only  1 1 was  the  diagnosis  of  pelvic  tuber- 
culosis made  or  considered  preoperatively. 

Local  Findings. — Table  IV  lists  the  frequency 
of  the  various  abdominal  and  pelvic  findings. 
An  adnexal  mass,  either  unilateral  or  bilateral, 
tender  or  nontender,  was  the  most  frequent 
finding,  occurring  in  32  patients  (39  per  cent).  A 
correct  preoperative  diagnosis  was  made  in 
seven  of  these,  while  the  remainder  were 
diagnosed  as  having  inflammatory  disease. 
Uterine  enlargement,  usually  due  to  fibromyomas, 
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TABLE  V. — Results  of  Special  Studies  in  62  Patients 


Examination 

Positive 

Negative 

Radiologic 

Chest 

26 

36 

Abdominal  lymph  nodes 

6 

4 

Skeletal 

3 

2 

Intestinal 

1 

2 

Urologic 

0 

7 

Bacteriologic 

Sputum 

0 

6 

Urine 

0 

4 

Gastric 

0 

2 

Feces 

0 

1 

Ascites 

1 

1 

Menstruum 

1 

1 

Histologic 

Cervical  biopsy 

1 

0 

Culdoscopy 

1 

0 

Fistulous  tract 

1 

0 

Dilatation  and  curettage 

1 

0 

was  the  next  most  frequent  finding,  occurring 
in  20  patients,  four  of  whom  were  correctly 
diagnosed  as  having  pelvic  tuberculosis.  An 
abdominal  pelvic  mass  was  present  in  ten,  and 
three  had  clinical  ascites.  In  15  patients  (17 
per  cent)  there  were  no  abnormal  pelvic  findings. 

Special  Investigation  for  Tuberculous 
Infection. — As  a rule  most  special  studies  for 
locating  extragenital  tuberculous  disease  were 
performed  either  on  a preoperative  suspicion  of 
disease  or,  as  more  frequently  occurred,  only 
after  the  diagnosis  of  genital  tuberculosis  was 
established.  Twenty-five  patients  either  had  no 
special  studies  or  they  were  not  available  for 
analysis.  Sixty-two  patients  had  chest  x-rays, 
and  26  (42  per  cent)  revealed  evidence  of  having 
had  pulmonary  tuberculosis.  It  was  of  interest 
to  note  that  not  a single  patient  presented 
radiologic  evidence  of  pulmonary  cavitation  or 
bacteriologic  evidence  of  active  pulmonary 
disease.  Table  V reveals  the  radiologic,  bacte- 
riologic, and  histologic  studies  to  determine  the 
site  of  tuberculous  infection  in  62  patients.  A 
correct  preoperative  diagnosis  in  this  group 
undergoing  special  investigation  was  made  in 
15  patients  (24  per  cent).  Only  one  preoperative 
diagnostic  curettage  was  performed,  and  one 
patient  had  a diagnostic  culdoscopic  examination. 

Hematologic  Findings. — Of  the  86  patients 
with  recorded  hematologic  studies,  only  16  (18 
per  cent)  revealed  elevation  in  the  white  cell 
count  and  sedimentation  rate.  Two  patients, 
one  of  whom  was  in  the  terminal  stages  of 
miliary  tuberculosis,  had  a combined  leukocytosis 
and  elevated  sedimentation  rate.  All  patients 
with  an  elevated  erythrocyte  sedimentation 
rate  were  correctly  diagnosed,  and  seven  of  the  16 


TABLE  VI. — Preoferati  ve  Criteria  for  Correct 
Diagnosis  in  16  Patients 


Number  of 


Criteria  Patients 


Diagnosis  established  elsewhere  by  laparotomy  4 

Recently  active  pulmonary  tuberculosis  3 

Recently  active  tuberculous  peritonitis  with 
ascites  2 

History  of  ascites  2 

Fever  and  night-sweats  1 

History  of  tuberculous  cervicitis  (biopsy)  1 

History  of  tuberculous  endometritis  (dilalation 

and  curettage)  2 

Culdoscopy  1 


TABLE  VII. — Gross  and  Microscopic  Pathologic 
Findings 


Micro- 

scopic 

Degree 


of  In- 
fection 

Fre- 

quency 

Charac- 

teristic 

Sus- 

picious 

Unsus- 

pected 

Minimal 

5 

3 

2 

Moderate 

24 

6 

5 

13 

Severe 

43 

13 

15 

15 

Total 

72 

19  (26%) 

23  (32%) 

30  (42%) 

patients  with  an  elevated  white  cell  count  were 
correctly  diagnosed.  Five  of  the  16  patients 
died  while  in  the  hospital,  and  one  died  of 
miliary  tuberculosis  in  twelve  months.  As  a 
rule  it  can  be  said  that  a hemogram  offers  little 
of  diagnostic  value  in  other  than  the  advanced 
stages  and  undoubtedly  reflects  the  activity  and 
probably  the  extent  of  the  disease.  A correct 
diagnosis  was  made  in  69  per  cent  of  patients 
with  significant  hemograms. 

Preoperative  Diagnosis. — There  were  72 
patients  (83  per  cent)  who  underwent  an 
abdominal  surgical  procedure.  Only  16  (21  per 
cent)  of  these  were  correctly  diagnosed  pre- 
operatively.  An  additional  diagnosis  was  estab- 
lished at  autopsy,  and  two  patients  were 
suspected  clinically  of  tuberculous  peritonitis. 
Table  VI  lists  the  criteria  employed  prior  to 
definitive  surgery  or  management  in  the  16 
correctly  diagnosed  patients. 

Operative  Findings.— In  the  72  patients  who 
underwent  abdominal  surgery,  an  attempt  was 
made  to  correlate  the  gross  operative  findings 
with  the  histologic  degree  of  infection.  These 
results  are  shown  in  Table  VII.  Although  they 
are  somewhat  difficult  to  assess  in  retrospect,  the 
operative  reports  as  a rule  would  suggest  whether 
the  findings  were  characteristic,  merely  sus- 
picious, or  totally  devoid  of  any  signs  suggestive 
of  pelvic  tuberculosis.  Intraperitoneal  adhesions 
alone  were  not  accepted  as  indicative  of  pelvic 
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tuberculosis,  unless  so  stated,  since  they  are  of 
•such  frequent  occurrence  and  usually  associated 
with  nontuberculous  infections.  The  degree  of 
infection  was  classified  as  either  minimal, 
moderate,  or  severe. 

It  will  be  observed  that  58  per  cent  of  these 
patients  revealed  intraperitoneal  lesions  that 
were  either  characteristic  or  grossly  suspicious 
of  tuberculous  infection.  Without  going  into 
details  of  what  these  changes  were,  suffice  it  to 
mention  that  the  characteristic  tubercle  and 
dense  fibrous  adhesions  producing  a matting 
together  of  abdominal  and  pelvic  viscera  were 
among  the  most  frequently  noted  lesions. 

Treatment 

Among  the  87  patients  treated  28  different 
operative  procedures  were  performed.  These 
were  necessarily  arranged  into  three  groups: 

Group  A.  Patients  who  had  complete  re- 
moval of  the  internal  genitalia,  either  with  or 
without  the  removal  of  the  cervix  (37  cases). 

Group  B.  Patients  who  had  only  a portion 
of  the  adnexa  removed,  either  with  or  without 
the  uterus  (35  cases). 

Group  C.  Patients  who  had  only  a dilatation 
and  curettage  (15  cases).  Most  of  these  patients 
received  no  treatment  while  in  the  hospital  and 
were  referred  to  sanitaria  for  appropriate  therapy. 

Results  of  Treatment 

The  results  of  treatment  are  seen  in  Table  VIII 
and  are  arranged  to  show  the  distribution  of 
cases  according  to  the  microscopic  extent  of 
infection.  It  will  be  observed  that  (1)  the 
greater  number  of  patients  free  of  symptoms  over 
a two-year  follow-up  period  were  in  Group  A 
(those  who  underwent  complete  removal  of  the 
internal  genitalia),  (2)  the  greater  number  of 
patients  alive  with  persisting  pelvic  complaints 
were  in  Group  B (those  who  underwent  only 
partial  removal  of  the  internal  genitalia).  Of 
the  two  patients  in  Group  A who  had  persisting 
symptoms  after  two  years,  one  was  operated  on 
during  the  acute  phase  of  a tuberculous  perito- 
nitis and  had  a persisting  abdominal  wall  tuber 
culous  sinus  for  three  years  before  spontaneous 
closure  occurred.  The  other  had  a persisting 
tuberculous  infection  in  a cervical  stump  in 
which  an  unrecognized  epidermoid  carcinoma 
subsequently  developed.  | tf 

No  abdominal  surgery  was  performed  at  this 
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TABLE  IX. — Summary  of  Treatment 


-Pathology- 


Results 

Minimal 

Moderate 

Severe 

Total 

Per  Cent 

Number  of  patients 

5 

34 

48 

87  (59)* 

100  0 

Alive  and  well  (two  years) 

2 

18 

22 

42 

48.2  (71 .2)* 

Alive  with  symptoms 

2 

1 

5 

8 

9.0  (13.5)* 

Died  of  disease 

0 

2 

1 

3 

3.4  (4.3)* 

Died  of  intercurrent  disease 

0 

1 

1 

2 

Died  of  operation 

0 

1 

5 

6 

7.0 

Lost  to  follow-up 

1 

14 

11 

20 

30.0 

* Corrected  totals  (patients  lost  to  follow-up  and  those  who  died  of  intercurrent  disease  discounted). 

TABLE  X. — Operative  Complications 

TABLE  XI. — Organs  Involved 

Number  of 

Complication  Patients 

Number  of 

Organ  Patients  Per  Cent 

Rupture  of  tuberculous  abscess 

10 

Tube 

65 

75 

Wound  infection  (nontuberculous) 

4 

Endometrium 

38 

44 

Wound  disruption 

2 

Myometrium 

16 

18 

Perforation  of  bowel 

2 

Ovary 

10 

22 

Fecal  fistula  secondary  to  bowel  perforation 

1 

Peritoneum 

Hi 

18 

Amputation  of  ureter 

1 

Cervix 

9 

10 

Abdominal  wall  fistula  1 

Operative  deaths  6 


hospital  on  15  of  the  patients.  They  were 
referred  for  medical  treatment,  usually  to  a 
sanitarium  or  home.  Of  these  patients  40  per 
cent  were  alive  and  well  after  two  years. 

If  patients  who  were  lost  to  follow-up  and  who 
died  of  intercurrent  disease  are  discounted,  then 
the  corrected  “cure”  rates  are  81  per  cent  in 
Group  A,  61  per  cent  in  Group  B,  and  66  per  cent 
in  Group  C.  These  figures  support  the  general 
belief  that  a more  radical  procedure  is  indicated 
in  the  surgical  treatment  of  this  disease  and  that 
partial  surgery  is  little  different  from  no  surgical 
treatment  in  the  management  of  female  genital 
tuberculosis. 

A summary  of  the  over-all  results  of  therapy 
related  to  the  microscopic  degree  of  infection  is 
shown  in  Table  IX.  It  will  be  observed  that  of 
those  patients  who  were  followed  for  two  years, 
71  per  cent  were  free  of  symptoms,  and  13  per 
cent  continued  to  have  abdominal  or  pelvic 
complaints.  Five  of  the  eight  patients  with 
persisting  complaints  had  only  partial  removal  of 
the  internal  genitalia,  which  undoubtedly  con- 
tributed to  the  unfavorable  results.  One  patient 
who  had  a laparotomy  and  diagnosis  established 
elsewhere  several  years  previous  to  admission 
refused  operation  and  suffered  from  recurrent 
bouts  of  crampy  abdominal  pain  and  menorrhagia 
for  seven  years. 

Operative  Complications  and  Morbidity. — 
Table  X lists  the  complications  encountered  in 
the  72  patients  who  underwent  abdominal 
procedures.  Although  many  of  these  were 


without  sequelae,  one  abdominal  cutaneous 
fistula  occurred  which  persisted  for  three  years. 
Two  operative  deaths  due  to  nontuberculous 
peritonitis  occurred  in  the  preantibiotic  era.  It 
is  of  interest  to  note  that  in  only  four  of  the  ten 
patients  in  whom  a caseous  abscess  reportedly 
was  ruptured  during  operation  suffered  any 
degree  of  morbidity.  Two  patients  had  wide- 
spread tuberculous  peritonitis  in  the  acute  phase 
(ascites)  at  the  time  of  operation.  One  of  these 
died  of  intestinal  tuberculosis  in  four  years,  and 
the  other  suffered  a persisting  abdominal  wall 
sinus  for  three  years. 

Microscopic  Pathology 

The  frequency  of  involvement  of  pelvic 
organs  in  86  patients  from  whom  pathologic 
material  was  obtained  is  shown  in  Table  XI. 
The  predominance  of  tubal  infection  with 
secondary  endometrial  involvement  is  character- 
istic of  female  genital  tuberculosis,  and  the 
frequency  of  involvement  of  pelvic  viscera  in 
this  series  is  comparable  to  similar  reviews.1-3 
No  patient  with  vaginal  or  vulvar  tuberculosis 
was  admitted  to  the  hospital  during  the  years 
under  study. 

Histologic  Extent  op  Infection. — Various 
clinical-pathologic  types  of  pelvic  tuberculosis 
have  been  described.  Frequently  much  over- 
lapping exists  between  one  type  and  another, 
depending  on  the  activity  and  phase  of  the 
disease  at  the  time  diagnosis  is  established. 
Because  many  of  the  records  in  this  series  con- 
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TABLE  XII. — Results  Related  to  Microscopic  Degree 
of  Infection  in  72  Surgically  Treated  Patients 


•Pathologic  Degree  of- 
Infection 


Results 

Minimal 

Moderate 

Severe 

Total  patients 

Alive  and  well  two  years  or 

5 

24 

43 

more 

2 

12 

22 

Operative  morbidity 

i 

6 

17 

Operative  complications 

i 

i 

1.5 

Operative  mortality 

0 

i 

5 

Died  of  disease 

0 

0 

i 

tained  incomplete  information  with  respect  to 
gross  involvement,  it  was  felt  that  a simple 
histologic  classification  based  on  the  nature  and 
extent  of  the  microscopic  lesion  might  serve  a 
useful  purpose.  Thus,  a minimal  infection 
would  show  a rare  tubercle  without  caseation, 
fibrosis,  or  morphologic  distortion  of  tissues.  A 
moderate  infection  consisted  of  a few  typical, 
well-formed  tubercles,  usually  without  caseation 
and  with  a minimal  to  moderate  amount  of  fi- 
brosis. Some  morphologic  distortion  was  usually 
present.  A severe  infection  consisted  of  numerous 
tubercles  in  all  stages  of  development  and  usually 
showed  extensive  caseation,  fibrosis,  and  altered 
tissue  morphology.  Such  an  infection  would 
represent  a more  virulent  and  active  process  or 
a decreased  host  or  tissue  resistance. 

If  only  the  72  patients  operated  on  are  con- 
sidered, five  (7  per  cent)  were  classified  as  mild 
infections,  24  (33  per  cent)  as  moderate  infection, 
and  43  (60  per  cent)  as  severe  or  extensive  local 
disease.  No  significant  difference  was  demon- 
strated with  respect  to  the  original  degree  of 
infection  and  the  patient’s  well-being  at  the  end 
of  two  years.  There  was,  however,  an  appreci- 
able difference  in  the  postoperative  morbidity, 
the  operative  complications,  and  operative 
mortality  in  the  severely  infected  group.  Table 
XII  shows  that  of  the  43  severely  infected, 
surgically  treated  patients,  15,  or  one  third, 
suffered  a surgical  complication,  while  only  one 
in  each  of  the  minimally  and  moderately  in- 
fected patients  suffered  a surgical  complication. 
Furthermore,  of  the  three  patients  known  to 
have  died  of  pelvic  tuberculosis,  one  was  operated 
on  and  classified  as  having  a severe  infection. 

Case  Reports 

Case  1.  (Sequential  Ectopic  Pregnancies). — 
M.  O’M.,  a thirty-three-year-old,  white,  nullip- 
arous  housewife,  was  admitted  to  the  hospital  on 
January  8,  1925,  with  a chief  complaint  of  amen- 


orrhea of  three  months  duration,  intermittent  low 
back  and  abdominal  pain,  and  vaginal  staining  of 
two  months  duration.  Her  menstrual  history  was 
normal.  Past  health  and  laboratory  findings  were 
insignificant.  Examination  revealed  a tender,  left 
lower  quadrant,  adnexal  mass.  A preoperative 
diagnosis  of  twisted  left  ovarian  cyst  was  made. 
Operation  revealed  a left  unruptured  tubal 
pregnancy  involving  a total  mass  of  15  by  7 by 
10  cm.  The  fetus  measured  7 cm.  in  length.  The 
right  tube  was  noted  to  be  slightly  enlarged,  red, 
and  congested.  A left  salpingectomy  was  performed 
which  revealed  an  unexpected  tuberculous  sal- 
pingitis. 

Following  an  uneventful  convalescence  she 
received  heliotherapy  and  small  therapeutic  doses 
of  x-ray  because  of  symptoms  suggestive  of  tuber- 
culous peritonitis.  Her  menses  remained  normal, 
and  repeated  pelvic  examination  failed  to  reveal 
any  evidence  of  local  disease. 

She  remained  well  for  nineteen  months  until  she 
was  readmitted  with  a characteristic  clinical 
picture  of  a ruptured  right  ectopic  pregnancy 
following  six  weeks  of  amenorrhea.  A correct  pre- 
operative diagnosis  of  a ruptured  right  tubal 
pregnancy  in  a tuberculous  salpingitis  was  made. 
A right  salpingectomy  was  performed  and  was 
followed  by  an  uneventful  convalescence.  She 
was  well  when  last  seen  three  months  later. 

Stevenson  and  Wharton4  were  the  first  to 
report  an  ectopic  pregnancy  associated  with  a 
tuberculous  salpingitis  in  the  American  litera- 
ture, and  they  collected  16  other  cases  from 
the  foreign  literature.  Kistner  et  al.5  reported 
another  case,  collected  41  cases,  and  discussed 
some  of  the  etiologic  features.  More  recently 
Studdiford,6  in  an  excellent  discussion  of  preg- 
nancy and  pelvic  tuberculosis,  reported  the  above 
case  and  one  other  included  in  this  series.  Thus, 
to  date  some  62  cases  of  ectopic  pregnancy  in 
tuberculous  salpinges  have  been  reported. 

Case  2 (Tuberculosis  in  Pregnancy). — E.  M., 
a twenty-one-year-old,  Negro  patient,  was  admitted 
to  the  hospital  on  August  27,  1946,  in  the  twenty- 
eighth  week  of  her  first  pregnancy.  She  was  in 
premature  labor.  The  antepartum  course  had  been 
completely  uneventful,  and  a chest  x-ray  was 
negative  for  pulmonary  disease.  A sister,  who  had 
been  living  with  the  patient,  had  pulmonary  tuber- 
culosis. 

A normal  vaginal  delivery  of  a living,  1 ,000-Gm. 
baby  ensued.  The  puerperium  was  immediately 
complicated  by  an  asymptomatic  febrile  course  with 
temperature  ranging  between  102  and  105  F. 
daily.  Vaginal,  urinary,  blood,  and  stool  cultures 
were  negative  for  the  common  pathogenic  organ- 
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isms.  The  white  blood  count  was  never  above 
8,000,  and  differential  counts  revealed  70  to  90 
per  cent  polymorphonuclear  leukocytes. 

Because  of  the  fulminating  course  and  failure  of 
the  patient  to  respond  to  penicillin  and  streptomycin, 
a diagnostic  curettage  was  performed  on  the  eleventh 
postpartum  day,  revealing  an  “acute  endometritis.” 
It  was  felt  that  an  acute  peritonitis  secondary 
to  an  occult  pelvic  abscess  had  developed.  On  the 
thirteenth  postpartum  day  a laparotomy  and 
hysterectomy  were  performed.  The  omentum  was 
markedly  indurated  and  the  peritoneum  studded 
with  small  tubercles.  A generalized  peritonitis 
with  200  cc.  of  cloudy  fluid  was  present.  The 
uterus  was  normal  in  size,  soft,  and  friable.  Both 
tubes  and  ovaries  were  grossly  normal.  There  was 
no  abscess,  and  the  ascitic  fluid  failed  to  grow 
aerobic  of  anaerobic  organisms.  Guinea  pig  in- 
oculations failed  to  reveal  any  evidence  of  tuber- 
culosis. Postoperatively  the  patient  steadily  im- 
proved, and  by  the  fourteenth  day  the  temperature 
remained  normal.  She  was  admitted  to  a sani- 
tarium on  the  twenty-third  post  operative  day. 

Microscopically  the  uterus  revealed  an  acute 
miliary  tuberculous  infection  of  the  myometrium, 
cervix,  and  endometrium  with  caseous  necrosis  of 
endometrium  and  myometrium. 

Autopsy  of  the  fetus  failed  to  reveal  any  tuber- 
culous infection.  The  placenta  was  not  saved  for 
examination.  The  patient  steadily  improved  under 
sanitarium  care  and  was  allowed  to  go  home  as  an 
arrested  case  of  tuberculosis  in  six  months.  At  ten 
months  she  began  to  show  symptoms  of  pulmonary 
tuberculosis  and  developed  a positive  sputum. 
She  died  of  miliary  tuberculosis  twelve  months  post- 
partum. 

It  is  generally  assumed  that  pelvic  tuberculosis 
is  a self-limiting,  sterilizing  disease  process  which, 
once  healed,  offers  no  chance  for  pregnancy. 
Occasionally,  however,  an  intrauterine  preg- 
nancy becomes  established  and  usually  ends  in  an 
early  abortion  followed  by  a violent  and  fre- 
quently fatal  pelvic  infection.  Bobrow  and  Batts1 
report  such  a case  successfully  treated  with 
streptomycin  and  conservative  surgery.  Studdi- 
ford6  reports  five  fulminating  cases  following 
early  abortions,  two  of  which  died  despite 
heroic  efforts  and  one  of  which  was  saved  by 
radical  surgery  and  streptomycin  therapy. 
Feuillade6  collected  17  instances  of  intrauterine 
gestation  in  the  European  literature,  five  of 
whom  carried  the  pregnancy  to  term.  Three  of 
the  babies  died  of  tuberculosis  within  a few 
months  of  birth,  while  16  of  the  mothers,  ten  of 
whom  died,  had  severe  exacerbations. 

The  case  presented  here  differs  little  from  those 


described  except  that  the  gestation  was  carried 
to  the  period  of  viability.  There  seems  to  be 
little  doubt  that  if  conditions  permit,  a combi- 
nation of  intensive  antibiotic  or  chemotherapy 
and  surgery  offers  the  best  hope  for  these  patients 
whose  lives  are  in  such  danger. 

Comment 

The  etiology  of  pelvic  tuberculosis  is  of  some 
interest,  and  four  striking  features  are  observed 
in  this  series.  First,  there  was  a high  incidence 
(42  per  cent)  of  radiologic  evidence  of  previous 
pulmonary  tuberculosis.  Second,  50  per  cent  of 
patients  with  evidence  of  previous  pulmonary  in- 
fection gave  a history  of  pleural  effusion.  Third, 
of  33  patients  in  whom  there  was  a previous  his- 
tory of  a tuberculous  infection,  12  (36  per  cent) 
revealed  evidence  of  having  had  a tuberculous 
peritonitis,  three  of  whom  gave  a history  of 
ascites.  Fourth,  three  out  of  five  patients  ex- 
amined revealed  radiographic  evidence  of  bone 
infection.  Thus,  tuberculosis  of  the  female 
genitalia  is  not  an  isolated  disease  but  rather  a 
manifestation  of  a generalized  systemic  disease 
with  a hematogenous  component.  There  were 
ten  patients  who  admitted  to  previous  pulmonary 
infection  but  who  failed  to  reveal  radiologic 
evidence  of  healed  pulmonary  tuberculosis. 
It  may  be  assumed  that  these  patients  had  a 
high  degree  of  host  resistance  or  that  a low 
virulence  of  the  infecting  organism  was  present. 

Of  the  ten  patients  examined  radiologically  for 
calcified  abdominal  lymph  nodes,  six  were 
positive;  two  gave  a history  of  ascites.  Assum- 
ing that  these  were  old  tuberculous  nodes  and 
that  Rich’s7  views  are  correct,  these  patients  had 
a primary  abdominal  lesion  from  which  the  pelvic 
viscera  were  subsequently  infected,  either  by 
contiguous  or  hematogenous  extension.  On 
the  other  hand,  the  possibility  that  tuberculous 
peritonitis  may  arise  from  the  upward  spread 
of  an  infection  from  a tuberculous  salpinx,  as 
is  held  by  many  pathologists,  is  not  unlikely. 
Supporting  this  theory  is  the  fact  that  tuber- 
culous peritonitis  is  much  more  prevalent  in 
women. 

Furthermore,  the  majority  of  patients  in  this 
series  had  a primary  pulmonary  infection,  and 
50  per  cent  were  associated  with  pleural  effusion. 
It  has  been  stated  by  Barnes8  that  a substantial 
proportion  of  patients  whose  primary  lesions 
are  followed  by  a pleurisy  and  effusion  have  a 
high  incidence  of  hematogenous  dissemination  of 
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(he  disease  later  on.  This  series  would  suggest 
that  of  the  two  modes  of  extension  that  can 
produce  a tuberculous  peritonitis  the  upward 
extension  of  infected  material  from  a tuberculous 
salpinx  is  more  prevalent  and  that  the  female 
genitalia  are  more  frequently  infected  from  a 
primary  pulmonary  infection. 

The  diagnosis  of  genital  tuberculosis  in  the 
female  is  particularly  difficult.  In  this  series  it 
was  correctly  diagnosed  or  suspected  in  22  per 
cent  of  patients.  Of  the  22  patients  who  gave  a 
history  of  pulmonary,  pleural,  peritoneal,  or 
bone  infection,  only  five  (22  per  cent)  were 
correctly  diagnosed.  Pain,  menstrual  irregular- 
ities, and  sterility,  although  the  most  frequent 
complaints,  are  too  nonspecific  to  be  of  diagnos- 
tic significance.  An  adnexal  or  nonuterine 
pelvic  mass  which  was  present  in  42  patients, 
10  (24  per  cent)  of  whom  were  correctly  diag- 
nosed, may  be  suggestive.  Of  the  three  patients 
with  ascites  one  was  misdiagnosed  because  of  a 
coexisting  ovarian  carcinoma.  It  is  suggested 
from  these  facts  that  the  patient’s  history  and 
physical  examination  afford  little  more  than  a 
mere  chance  of  diagnosing  genital  tuberculosis. 
Therefore,  one  must  look  elsewhere  to  increase 
the  diagnostic  accuracy  of  this  disease. 

Bacteriologic  and  cultural  studies  were  of 
little  use  in  this  series  with  the  exception  of 
two  patients.  In  one  a diagnosis  was  positively 
established  by  the  inoculation  of  menstrual 
blood  into  a guinea  pig.  In  another  the  organ- 
ism was  cultured  from  ascitic  fluid.  There  were 
no  patients  with  positive  sputums  or  gastric 
washings.  This  is  in  keeping  not  only  with  the 
hospital  admission  policy,  but  also  with  the 
fact  that  the  majority  of  patients  with  genital 
tuberculosis  who  come  under  the  care  of  the 
.gynecologist  are  not  in  the  active  stages  of 
pulmonary  tuberculosis. 

Of  greater  diagnostic  importance  is  the 
histologic  study  of  the  premenstrual  endome- 
trium. Of  the  57  endometria  studied  in  this 
series,  GO  per  cent  revealed  positive  evidence  of 
tuberculous  disease.  It  is  conceivable  that  some 
of  these  might  have  been  diagnosed  by  a biopsy 
carried  out  at  the  appropriate  time  as  a simple 
office  procedure.  A more  reliable  procedure, 
however,  and  one  carrying  a high  degree  of 
diagnostic  accuracy  is  a curettage  performed 
premenstrually  whenever  possible.  Only  two 
patients  in  this  series  were  subjected  to  pre- 
operative diagnostic  curettage.  A cervical 


biopsy,  fortuitously  taken  in  one  patient,  was 
successful,  but  it  is  an  unreliable  procedure  unless 
a specific  lesion  is  present.  Culdoscopy  in  an 
unsuspected  case  was  successful  but  it  is  not 
generally  recommended.  Hysterosalpingogra- 
phy,  as  suggested  by  Siegler,9  appears  to  be 
of  some  help,  but  there  was  no  experience  with 
this  procedure. 

In  summary,  the  diagnosis  of  pelvic  tuber- 
culosis would  appear  to  depend  on  (1)  a clinical 
suspicion  of  the  disease  based  on  a careful 
history  and  examination,  (2)  an  adequate 
histologic  examination  of  the  endometrium,  (3) 
the  bacteriologic  examination  of  the  endometrium, 
menstruum,  or  peritoneal  fluid,  and  (4)  hystero- 
salpingography.  If  these  procedures  are  carried 
out,  either  alone  or  in  combination,  fewer  cases 
will  escape  diagnosis. 

With  respect  to  the  purely  surgical  treatment  of 
pelvic  tuberculosis,  the  question  of  extent  arises, 
particularly  in  the  management  of  the  young, 
nulligravida  patient.  Over  70  per  cent  in  this 
series  were  between  twenty  and  forty  years  of 
age.  Perhaps  the  desire  to  preserve  reproductive 
capacity  can  be  deduced  from  the  fact  that 
84  per  cent  of  the  conservatively  treated  group 
and  67  per  cent  of  the  more  radically  treated 
group  were  within  these  age  limits.  Thera- 
peutic individualization  according  to  such  factors 
as  the  general  condition  and  age  of  the  patient 
and  the  activity,  duration,  and  extent  of  pelvic 
and  extrapelvic  disease  is  desirable.  If  surgical 
treatment  is  undertaken,  it  would  appear  that 
the  complete  removal  of  the  internal  genitalia 
would  best  serve  the  patient’s  interest.  Not 
only  are  the  chances  of  a successful  pregnancy 
following  the  diagnosis  of  pelvic  tuberculosis 
extremely  remote,  but  should  an  occasional 
intrauterine  pregnancy  occur,  there  is  a grave 
threat  to  the  life  of  the  patient.  If  menstrua- 
tion is  of  importance  to  a patient’s  well-being 
and  is  to  be  preserved,  then  the  chances  of  a 
reactivation  of  a healed  or  arrested  focus,  which  is 
not  infrequent,  must  be  considered,  along  with 
the  possibility  of  persisting  pelvic  and/or 
abdominal  symptoms  which  are  frequently 
crippling  in  character. 

Already,  encouraging  reports  of  patients 
managed  surgically  in  conjunction  with  anti- 
tuberculous drugs  are  appearing  in  the  literature. 
However,  many  more  need  to  be  studied  before 
the  merits  of  conservative  and  radical  surgical 
therapy  in  combination  with  these  drugs  are 
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finally  evaluated. 

The  question  of  how  to  manage  the  young, 
sterile  nulligravida  who  is  found  to  have  a 
tuberculous  endometritis  or  salpingitis  refractory 
to  antituberculous  drugs  is  of  some  importance. 
Is  it  justified  to  continue  attempts  to  obtain  a 
pregnancy,  or  should  definitive  steps  be  taken  to 
prevent  such  an  occurrence?  This  is  a major 
problem  when  it  is  considered  that  between  3 
and  5 per  cent  of  patients  attending  sterility 
clinics  are  found  to  have  pelvic  tuberculosis. 
Admittedly  the  chances  of  pregnancy  are  ex- 
tremely few,  so  that  conservative  management 
is  justified  in  asymptomatic  patients.  Should 
there  be  an  associated  complaint,  such  as  pelvic 
pain  or  menstrual  irregularity,  or  an  adnexal 
mass  present  on  examination,  then  it  is  felt  that 
little  is  to  be  gained  by  conservatism,  and  results 
would  be  better  with  complete  removal  of  the 
reproductive  organs. 

Summary  and  Conclusion 

Eighty-seven  cases  of  genital  tuberculosis  have 
been  reviewed.  Some  of  the  clinical  aspects  of 
the  disease,  investigations  necessary  to  improve 
the  accuracy  of  the  diagnosis,  and  the  principles 
involved  in  the  proper  surgical  management  once 
the  diagnosis  has  been  established  have  been 


emphasized.  The  pathologic  sections  were  re- 
viewed in  order  to  classify  the  degree  and  extent 
of  infection  in  each  case  with  the  hope  that  some 
prognostic  significance  might  be  forthcoming. 

Two  cases  of  pelvic  tuberculosis  associated 
with  pregnancy  are  presented.  Some  of  the 
etiologic  aspects,  diagnostic  procedures,  and 
surgical  principles  in  the  management  of  pelvic 
tuberculosis  have  been  discussed. 

There  is  little  or  no  place  for  conservatism  in 
the  purely  surgical  treatment  of  this  disease.  If 
there  were  greater  awareness  of  the  possibility 
of  such  infection  being  present  and  if  a few  simple 
diagnostic  procedures  were  employed,  fewer 
cases  would  be  misdiagnosed,  and  management 
of  patients  so  afflicted  would  be  better. 
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Cancer  of  the  Prostate:  Changing  Trends  in  Treatment 


In  a review  of  the  literature  and  an  analysis  of  his 
own  experience,  Dr.  George  Sewell  makes  a strong 
plea  for  routine  rectal  examination  with  prostatic 
biopsy  in  all  men  over  fifty  in  order  to  find  the  maxi- 
mum number  in  operable  stages  of  malignancy  of 
the  prostate.  To  support  his  contention  he  cites 
army  experience  in  routine  rectal-prostatic  examina- 
tion of  men  over  forty,  which  turned  up  three  to 
ten  times  as  high  a percentage  of  cases  in  operable 
stages  as  that  found  in  civilian  practice.  Most  com- 
mon of  all  malignancies  in  men  over  fifty,  prostatic 
cancer  causes  nearly  12  per  cent  of  all  deaths  from 
cancer  in  the  United  States.  Since  there  are  about 
17  million  men  who  have  passed  their  fiftieth  birth- 


day, the  probable  number  of  cases  makes  an  inter- 
esting comparison  with  the  number  of  radical  or 
total  prostatectomies  done  in  the  U.  S.  in  the  last 
five  years:  according  to  Leader  (./.  Urol.  H:  11)2, 
1955)  there  were  only  2,755.  This  same  authority 
conducted  a survey  which  indicated  that  only  57  per 
cent  of  the  1,125  urologists  questioned  replies  that 
they  were  performing  or  were  willing  and  able  to 
perform  prostatectomy. 

The  author  discusses  diagnosis,  indications  for 
surgery,  and  general,  though  not  specific,  technics. 

Total  removal,  he  says,  alone  offers  the  best  hope 
of  cure  in  early  cases. — Harper  Hospital  Bulletin, 
September-Oclober,  1956 
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Fibrinogenopenia  Complicating  Pregnancy 

PAH  VIZ  TALEGHANY,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Gynecology  and  Obstetrics,  Methodist  Hospital) 


Hypofibrinogenemia  or  defect  of  coagulation 
is  one  of  the  most  dramatic  complications 
of  pregnane}'.  The  purpose  of  this  paper  is  to 
present  two  interesting  cases  of  different  ob- 
stetric complications  which  initiated  fibrino- 
genopenia and  to  discuss  and  review  the  litera- 
ture on  this  subject. 

Case  Reports 

Case  1. — Mrs.  C.  A.,  a forty-one-year-old,  para  8, 
gravida  10,  Rh-positive,  white  woman,  whose  ex- 
pected date  of  confinement  was  January  6,  1956, 
was  admitted  to  the  Obstetrical  Service  of  the 
Methodist  Hospital  on  November  27,  1955.  This 
pregnancy  progressed  uneventfully  until  the  day  of 
admission.  Several  hours  prior  to  admission  the 
patient  had  noted  constant  lower  abdominal  pain  of 
increasing  severity.  One  hour  before  admission 
there  was  vaginal  bleeding. 

On  admission  the  uterus  was  tense  and  tender, 
the  fetal  heart  sounds  could  not  be  heard,  and  the 
blood  pressure  was  100/70  mm.  Hg.  A diagnosis  of 
premature  separation  of  the  placenta  was  made,  and 
a blood  sample  was  obtained  for  typing  and  cross 
matching  and  hematologic  studies.  Vaginal  ex- 
amination at  this  time  revealed  cervix  uteri  one 
fingertip  dilated  and  long  and  imeffaced  and  the 
presenting  part  high  and  unengaged. 

Shortly  after  admission  the  patient  began  to 
vomit  bright  red  blood  with  no  apparent  oro- 
pharyngeal cause.  A blood  sample  drawn  for  clot 
observation  test  failed  to  form  a stable  clot,  and 
admission  blood  sample,  wliich  had  formed  a poor 
clot  in  thirty  minutes,  had  dissolved  completely  by 
this  time.  The  rapid  qualitative  fibrinogen  test, 
carried  out  by  using  Fibrinadex,  was  grossly  ab- 
normal compared  to  the  control  group.  The 
patient’s  clinical  condition  rapidly  became  alarming. 
Vaginal  bleeding,  epistaxis,  hematemesis,  and 
bleeding  from  the  gums  and  from  venipuncture  sites 
appeared  one  after  the  other.  During  the  next  three 
and  one-half  hours  the  patient  received  1,000  ee.  of 
bank  blood  and  4 Dm.  of  fibrinogen.  Frequently 
repeated  clot  observation  tests  and  qualitative 
fibrinogen  determinations  showed  no  clot  formation. 
By  3:50  a.m.  (seven  hours  after  admission)  the 

Presented  at  the  annual  meeting  of  the  Brooklyn  and  Long 
Island  Chapter  of  the  American  College  of  Surgeons,  Brook- 
lyn, New  York,  June  4,  1956. 


patient  had  received  a total  of  1,500  cc.  of  bank 
blood  and  8 Dm.  of  fibrinogen.  The  blood  sample 
drawn  at  this  time  formed  a clot  which  was  con- 
firmed by  qualitative  fibrinogen  test.  The  patient 
was  taken  to  the  operating  room,  and  examination 
under  double  setup  revealed  moderate  vaginal  bleed- 
ing, cervix  uteri  4 cm.  dilated,  presenting  part  vertex 
and  on  station  minus  2,  and  a marginal  placenta 
previa  palpable  on  the  left  side. 

In  view  of  the  above  findings  in  a patient  of  this 
parity,  immediate  hysterotomy  and  evacuation  of 
uterine  cavity  were  decided  on.  At  operation 
extensive  Couvelaire  changes  in  the  uterus  were 
noted.  Following  hysterotomy  and  delivery  of  a 4- 
pound,  dead,  male  fetus,  the  uterine  cavity  was 
evacuated  of  placenta  and  a large  number  of  blood 
clots.  The  uterus  failed  to  contract  despite  oxytocic 
therapy.  A rapid  supracervical  hysterectomy  was 
performed.  There  were  hematomas  in  both  broad 
ligaments.  On  the  right  side  the  bleeding  into  the 
broad  ligament  was  so  extensive  that  a right 
salpingo-oophorectomy  had  to  be  performed.  Dur- 
ing the  operation  there  was  mild  bleeding  and  oozing 
from  all  cut  surfaces,  and  the  patient  continued  to 
receive  blood  transfusions  of  1,000  cc.  and  1 Gm. 
more  of  fibrinogen. 

The  patient’s  postoperative  course  and  recovery 
were  uneventful.  For  the  first  several  hours  there 
was  moderate  drainage  of  bloody  fluid  from  the 
abdominal  incision  and  vagina,  but  thereafter  no 
bleeding  was  noted.  She  was  discharged  on  the 
tenth  postoperative  da}'.  The  patient  was  seen 
again  six  weeks  post  operatively  in  good  condition. 

In  summary,  this  was  a case  of  premature 
separation  of  the  placenta  and  marginal  placenta 
previa  complicated  by  afibrinogenemia.  The 
patient  received  multiple  transfusions  and  fibrin- 
ogen, and  the  uterus  was  evacuated  by  hyster- 
otomy. In  view  of  the  excessive  bleeding, 
Couvelaire  uterus,  and  extensive  hematoma  into 
the  right  broad  ligament,  supracervical  hysterec- 
tomy and  light  salpingo-oophorectomy  were 
performed.  The  patient  received  a total  of 
3,000  cc.  of  bank  blood  and  9 Gm.  of  fibrinogen. 
Recovery  was  rapid  and  uncomplicated.  The 
patient  survived. 

Case  2. — The  second  case  was  that  of  Mrs.  G.  R., 
a twenty-nine-year- old,  para  0,  gravida  3,  Rh- 
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negative,  whose  expected  date  of  confinement  was 
June  9,  1956.  Her  past  history  was  of  interest  since 
in  1939  she  was  hospitalized  because  of  ruptured 
appendicitis  and  was  given  four  transfusions  of 
presumably  Rh-positive  blood. 

The  patient’s  first  pregnancy  was  complicated  by 
prenatal  Rh  isosensitization  with  a high  Rh  anti- 
body titer  of  1:1,000.  On  July  28,  1952,  she  was 
admitted  in  labor  and  delivered  of  a thirty-two 
week,  premature,  living  infant  weighing  6 pounds, 
10  ounces.  The  baby’s  condition  at  the  time  of 
delivery  was  critical,  and  it  died  in  fifteen  hours. 

Her  second  pregnancy  terminated  in  delivery  of  a 
six-month-old  infant  in  May,  1953,  and  autopsy  on 
this  stillborn  showed  “erythroblastosis  fetalis  with 
advanced  maceration.” 

The  patient’s  third  pregnancy  was  an  unplanned 
one.  She  consulted  our  prenatal  clinic  on  March  13, 
1956.  On  examination  probable  diagnosis  of  missed 
abortion  was  made.  At  this  time  the  patient’s 
serum  contained  anti-Rh0  antibodies,  1:1,000  titer. 
It  was  reported  that  the  husband  was  presumably 
homozygously  Rh0  negative.  She  was  followed 
closely  with  weekly  determination  of  the  fibrinogen 
level  of  the  plasma.  On  April  11,  1956  (four  weeks 
after  the  first  examination),  fibrinogen  level  of  the 
plasma  dropped  from  a constantly  normal  level  of 
320  mg.  per  cent  to  130  mg.  per  cent.  She  was 
scheduled  for  induction  and  evacuation  of  the 
uterus  on  the  next  day,  but  the  patient  came  to  the 
hospital  the  same  night  at  8:30  p.m.  because  of 
“bloody  show.” 

On  admission  the  uterus  was  symmetrically 
enlarged  to  about  six  months  gestation.  The  cervix 
was  closed  and  soft. 

In  view  of  the  sudden  decrease  in  the  fibrinogen 
level  of  the  plasma,  labor  was  induced  by  adminis- 
tering Pitocin  infusion.  Qualitative  fibrinogen 
determinations,  repeated  frequently,  showed  gross 
abnormality  compared  to  the  control  group. 

At  12:45  a.m.  (four  hours  after  admission)  blood 
sample  drawn  for  clotting  observation  test  formed  a 
poor  clot  in  fifteen  minutes  and  completely  dissolved 
in  thirteen  minutes.  By  this  time  ecchymotic 
areas  of  the  skin  had  appeared  on  patient’s  left  arm. 
A total  of  500  cc.  of  bank  blood  and  2 Gm.  of 
fibrinogen  were  given.  The  progress  of  labor  was 
satisfactory  in  spite  of  breech  presentation.  Blood 
sample  drawn  at  3:10  a.m.  (seven  hours  after 
admission  and  two  hours  after  administration  of 
blood  and  fibrinogen)  formed  a good  clot,  and 
qualitative  fibrinogen  test  was  almost  normal  com- 
pared with  the  control  group.  The  patient  became 
fully  dilated  at  6:30  a.m.  (nine  hours  after  attempted 
induction  of  labor)  and  delivered  a macerated  male 
infant  spontaneously.  The  uterine  cavitv  was 
explored  manually,  and  no  palpable  abnormality’  was 
found.  Postpartum  bleeding  was  minimal.  Ex- 


amination of  the  placenta  showed  no  evidence  of 
premature  separation,  but  there  was  extensive 
necrosis. 

Three  hours  after  delivery  the  plasma  fibrinogen 
was  412  mg.  per  cent,  and  platelets  appeared  normal 
on  smear.  In  spite  of  her  improving  general  condi- 
tion, slight  vaginal  bleeding  continued.  Repeated 
administration  of  oxytocics  failed  to  control  the 
bleeding.  The  patient  was  subjected  to  a curettage 
on  the  fifth  postpartum  day  with  no  significant 
finding.  Bleeding  ceased,  and  recovery  was  rapid 
and  uneventful  thereafter.  She  was  discharged  on 
April  21,  1956  (ninth  postpartum  day)  in  good  con- 
dition. She  was  seen  again  in  August,  1956,  and 
appeared  perfectly  well. 

In  summary,  this  was  a dead  fetus  syndrome 
due  to  severe  Rh  isosensitization.  The  patient 
was  followed  by  conservative  management  and 
weekly  determination  of  plasma  fibrinogen.  She 
was  admitted  with  subclinical  hypofibrinoge- 
nemia  and  developed  defects  of  coagulation  shortly 
after  admission.  She  received  small  amount  of 
fibrinogen  and  blood.  Labor  was  induced,  and 
delivery  was  spontaneous.  Unexplained  post- 
partum bleeding  was  controlled  by  curettage. 
Recovery  was  rapid  and  uneventful. 

Etiology  of  Hypofibrinogenemia 

Hypofibrinogenemia  has  now  emerged  from  the 
obscurity  of  isolated  case  reports  as  an  established 
syndrome.  According  to  a recent  statistical 
survey  of  incidence  in  a geographic  area,  in 
Nassau  County  during  the  year  1953-1954,  ten 
cases  were  reported  with  one  death.1 

Acquired  hypofibrinogenemia  has  been  most 
constantly  found  in  association  with  abruptio 
placenta,  intrauterine  retention  of  dead  fetus, 
amniotic  fluid  embolism,  delayed  postpartum 
hemorrhage,  and  convulsive  eclampsia.2-4  The 
exact  etiology  of  the  hypofibrinogenemia  has 
not  been  settled,  but  all  these  conditions  have  one 
significant  factor  in  common.  They  all  present 
the  opportunity  for  the  extraction  of  tissue 
thromboplastin  from  amniotic  fluid  or  damaged  or 
necrotized  placental  tissue.  According  to  Page5 
and  Schneider6  defibrination  is  due  to  the  escape 
of  placental  or  decidual  thromboplastin  into  the 
maternal  circulation.  This  converts  prothrom- 
bin to  thrombin,  which  in  turn  converts  fi- 
brinogen to  fibrin.  The  latter  is  deposited  spottily 
over  a large  vascular  surface,  sometimes  causing 
serious  visceral  lesions. 

Apruptio  Placenta  Syndrome.— It  is  interest- 
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ing  to  note  that  in  premature  separation  of  the 
placenta  myometrial  injury  appears  to  be  highly 
important.  The  degree  of  defibrination  is 

directly  proportional  to  the  severity  of  placental 
abruption.  Serial  fibrinogen  studies  strongly 

indicate  that  the  defibrination  process  is  generally 
progressive  as  long  as  myometrial  damage 
continues.  Termination  of  pregnancy  abruptly 
reverses  the  downward  fibrinogen  trend.2-7 

Dead  Fetus  Syndrome. — There  is  general 
agreement  that  the  main  factor  in  hypofibrin- 
ogenemia  in  association  with  intrauterine  death  of 
the  fetus  is  the  absorption  of  amniotic  fluid  or 
degenerating  products  from  the  disintegrating 
fetus  which  is  in  contact  with  the  live  decidua. 
Rh  isosensitization  occurs  frequently  in  these 
cases,  only  because  this  is  a common  cause  of 
intrauterine  death.2-8 

Unless  determinations  of  fibrinogen  levels  are 
carried  out  frequently  during  the  time  between 
intrauterine  death  and  delivery,  the  blood  may 
become  silently  incoagulable,  and  profuse,  un- 
controllable, and  unexpected  hemorrhage  may 
occur  at  delivery. 

Amniotic  Fluid  Embolism.- — Only  one  point 
I would  like  to  stress  in  regard  to  predisposing 
factors  in  these  tragic  cases.  Careful  analysis  of 
individual  case  reports  in  the  literature9-14 
reveals  that  in  almost  every  case  pituitary 
extract  has  been  used,  in  the  majority  of  instances 
in  a multiparous  labor  which  has  already  been 
proceeding  in  a reasonably  normal  manner. 

Treatment 

Treatment  of  acquired  hypofibrinogenemia  is 
as  follows: 


1.  Subclinical  hypofibrinogenemia:  Interrup- 
tion of  the  disease  process  is  sufficient  treatment. 
Serial  fibrinogen  studies  indicated  that  interrup- 
tion of  pregnancy  promptly  reversed  the  fibrin- 
ogen depression  in  cases  of  abruptio  placenta  and 
the  dead  fetus  syndrome. 

2.  Clinical  hypofibrinogenemia:  The  logical 
therapeutic  approach  to  the  problem  is  first  to 
look  for  a coagulation  defect  with  the  recom- 
mended tests.  If  hypofibrinogenemia  is  present,  it 
must  be  corrected  by  rapid  transfusion,  by  the 
use  of  fibrinogen,  or  both.  Once  blood  clotting  is 
reestablished,  the  uterus  can  be  evacuated  or  ex- 
plored safely. 

References 

1.  Maisel,  F.  J.,  and  Cartnick,  E.  N. : Obst.  & Gynec. 

7:  341  (1956). 

2.  Hodgkinson,  C.  P.,  Luzadu,  J.  H , Pifer,  P.  W., 
Swineheart,  L.  A.,  Remp,  D.  G.:  ibid.  5:  465  (1955). 

3.  Maisel,  F.  J.,  Cartnick,  E.  N.,  and  Zaino,  E.  C. : 
ibid . 3:  204  (1954). 

4.  Dillon,  W.  F.,  and  Schmitz,  H.  E:  Illinois  M.  J.  96: 

255  (1949). 

5.  Page,  E.  W.,  Fulton,  L.  P.f  and  Glendening,  M.  B.: 
Am.  J.  Obst.  & Gynec.  61:  1116  (1951). 

6.  Schneider,  C.  L. : Surg.,  Gynec.  & Obst.  92:  27 

(1951). 

7.  Weiner,  A.  E.,  Reid,  D.  E.,  and  Roby,  C.  C.:  Am.  J. 

Obst.  & Gynec.  66:  475  (1953). 

8.  Reid,  D.  E.,  Weiner,  A E , Roby,  C.  C.,  Diamond, 
L.  K.:  ibid.  66:  500  (1953). 

9.  Ratnoff,  O.  D.,  and  Vosburgh,  G.  J.:  New  England 

J.  Med.  247:  970  (1952). 

10.  Reid,  D.  E.,  Weiner,  A.  E.,  and  Roby,  C.  C.:  Am.  J. 

Obst.  & Gynec.  66:  465  (1953). 

11.  Murphy,  C.  J.,  Picot,  H.,  Thompson,  H.  G.:  ibid. 
72:  1197  (1956). 

12.  Kinch,  R.  A.  H : ibid.  71:  746  (1956). 

13.  Weber,  L.  L.,  and  Paxson,  N.  F. : S.  Clin.  North 
America  34:  1601  (1954). 

14.  Steiner,  P.  E.,  and  Lushbaugh,  C.  C : J.  A.  M.  A. 
117:  1245  (1941). 


Failure  in  Medical  Peplic  Ulcer  Therapy 


An  analysis  of  the  histories  of  100  consecutive  pa- 
tients seen  in  office  practice  indicated  that  in  gen- 
eral the  medical  regimens  given  peptic  ulcer  patients 
are  something  less  than  adequate.  All  of  these  had 
had  symptoms  for  at  least  a year,  and  none  appar- 
ently was  given  proper  treatment  although  they 
had  been  under  care  of  one  or  more  physicians  dur- 
ing that  time.  Sippy  management  is  as  good  as 
ever,  says  Dr.  Bruce  C.  Lockwood,  Detroit,  the 


trouble  is  that  it  is  not  being  used.  A casual  ap- 
proach in  peptic  ulcer  therapy  is  ineffectual  and 
usually  leads  to  dangerous  complications;  manage- 
ment should  be  as  carefully  planned  and  carried  out 
as  that  of  diabetes.  The  author  presents  a compre- 
hensive therapeutic  schedule  and  outlines  reasons  for 
failure. 

— Harper  Hospital  Bulletin,  September— October, 
1956 
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Management  of  Severe  Closed  Crushing  Injuries  of 
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University  Division,  Kings  County  Hospital,  Brooklyn ) 


Between  April,  1052,  and  March,  1955, 
inclusive,  31  patients  with  crush  injuries 
of  the  chest  were  treated  on  the  University 
Division  of  the  Kings  County  Hospital  in 
Brooklyn.  Skeletal  traction  and/or  tracheotomy 
were  employed  in  five  instances.  We  will 
discuss  the  indications  for  the  utilization  of  these 
measures  which,  in  addition  to  lowering  mor- 
bidity, occasionally  have  been  lifesaving. 

There  is  some  reduction  of  ventilatory  function 
in  most  chest  injuries  because  of  voluntary 
splinting  of  the  chest  wall.  In  crush  injuries 
there  may  be  a depressed  fracture  of  the  sternum, 
often  with  bilateral  fractures  of  the  ribs,  chon- 
drocostal  and  chrondrosternal  separations,  hemo- 
pneumothorax,  mediastinal  flutter,  miscellaneous 
injuries  to  the  intrathoracic  viscera,  paradoxic 
motion,  and  wet  lung.  This  presentation  is 
concerned  primarily  with  the  management  of 
the  last  two. 

Paradoxic  respiration  may  become  apparent 
one  or  two  days  after  the  injury  when  the  fatigued 
patient  is  no  longer  able  to  splint  his  chest  wall.1 
During  inspiration  the  unsupported  chest  wall 
is  retracted  inward,  and  the  underlying  lung  is 
collapsed.  During  expiration  the  unsupported 
chest  wall  moves  outward,  and  air  high  in  carbon 
dioxide  content  is  incompletely  expelled.  This 
leads  to  acidosis  and  hypoxia.  Alien  there  is 
mediastinal  flutter,  venous  return  and  cardiac 
output  are  reduced,  and  a state  of  shock  super- 
venes. 

Factors  which  predispose  to  the  development 
of  atelectasis  and  pneumonia,  or  “wet  lung,” 
were  described  by  Brewer,  Samson,  Burford,  and 
coworkers.2-4  Patients  with  crush  injuries  of 
the  thorax  are  unable  to  develop  an  effective 
cough,  so  that  there  is  retention  of  tracheo- 
bronchial secretions,  including  blood,  serum, 

This  study  was  partially  aided  by  contract  NR  183-609 
between  the  Office  of  Naval  Research,  Department  of  the 
Navy,  and  State  University  of  New  York. 


and  inflammatory  elements.  With  anoxia  there 
is  increased  capillary  permeability,  further  loss 
of  fluid  into  the  alveoli,  atelectasis,  and  pneu- 
monia. 

Management  of  the  Flail  Chest 

Stabilization  of  the  chest  is  mandatory  because 
(1)  it  corrects  paradoxic  respiration  to  a large 
degree,  (2)  it  promotes  a more  effective  cough, 
(3)  it  utilizes  the  principle  of  reducing  and 
immobilizing  fractures  to  promote  healing,  (4) 
it  guards  against  secondary  injury  to  the  under- 
hung lung  by  displaced  rib  fragments,  and  (5) 
it  alleviates  pain. 

Stabilization  may  be  achieved  by  sandbags, 
adhesive  strapping,  open  reduction  of  the 
fractures,  or  traction.  Sandbags  are  ineffectual 
because  they  are  difficult  to  secure,  increase  the 
displacement,  and  fail  to  facilitate  cough  or 
alleviate  pain.  Adhesive  strapping  impairs 
ventilatory  efficiency  because  it  restricts  chest 
wall  motion5-6  and  increases  the  displacement  of 
the  fracture  fragments.  Open  reduction,  as 
recommended  by  Coleman  and  Coleman,7  sub- 
jects a seriously  ill  patient  to  a considerable 
added  risk  and  is  indicated,  we  believe,  only 
when  grossly  displaced  fragments  penetrate  the 
lung.  Hudson  et  alf  have  described  traction 
on  the  soft  tissues  of  the  chest  wall  for  correction 
of  paradox,  but  we  have  had  no  experience  with 
this  technic. 

Skeletal  traction  has  been  effective  in  con- 
trolling paradoxic  motion  and  has  few  of  the 
aforementioned  disadvantages.  Under  local 
anesthesia  the  soft  tissues  overlying  an  intact 
rib  segment  are  incised  down  to  the  periosteum. 
No  attempt  is  made  to  elevate  the  periosteum 
since  this  may  lead  to  laceration  of  the  pleura 
and  intercostal  vessels.  A towel  clip  is  applied 
around  the  rib,  and  the  soft  tissues  are  re- 
approximated. Clips  are  applied  over  one  or 


July  15,  1957 


2379 


CRASTNOPOL,  STUCKEY,  AND  KLETSCHKA 


Thoracic  Surgical  Service  of  the  lungs  County 
Hospital,  four  were  females,  and  27  were  males. 
The  average  age  was  forty-eight.  Seventeen 
were  involved  in  automobile  accidents,  1 1 fell  foi 
varying  distances,  and  three  were  involved  in 
miscellaneous  accidents.  Twenty-six  had  mul- 
tiple rib  fractures,  and  15  had  other  injuries. 
Among  the  latter  were  fractured  clavicle  in 
seven,  fractures  of  the  lower  extremity  in  four, 
brain  concussion  in  two,  and  fracture  of  the 
pelvis  and  scapula,  rupture  of  the  spleen,  lacera- 
tion of  the  diaphragm  and  renal  contusion  in 
one  each.  Eighteen  of  these  patients  had  an  ap- 
preciable degree  of  hemothorax,  11  had  pneu- 
mothorax, and  seven  had  wet  lung.  The  five 
(16.1  per  cent)  who  died  included  a seventy-two 
year-old  male,  a sixty-eight-year-old  male,  and 
a sixty-three-year-old  female,  all  of  whom  ex- 
pired suddenly  of  unknown  cause,  the  first  two 
on  the  second  day  and  the  last  on  the  six- 
teenth day.  A seven-year-old  boy  died  of  hemor- 
rhage from  an  initially?'  unrecognized  rupture  of 
the  spleen,  and  a sixty-five  year-old  male  died 
several  months  after  admission  from  renal  insuf- 
ficiency and  inanition. 


more  of  the  other  intact  ribs  within  the  area  of 
paradox,  to  correct  all  or  most  of  the  flail  motion. 
Four  or  five  pounds  of  traction  are  applied  to 
each  in  an  anterolateral  direction  over  pulleys 
which  may  be  attached  to  a transfusion  stand 
secured  to  the  side  of  the  bed.  Traction  is 
maintained  for  approximately  three  weeks  when 
it  ordinarily  may  be  discontinued. 

Management  of  the  Wet  Lung 

Repeated  endotracheal  aspirations,  bronchos- 
copy, and  tracheotomy  are  employed  to  prevent 
the  accumulation  of  tracheobronchial  secretions 
which  lead  to  atelectasis  and  pneumonia.  When 
secretions  are  viscid  and  tenacious,  transnasal 
endotracheal  aspirations  are  ineffectual,  and 
bronchoscopy  or  tracheotomy  is  required.9-11 
Tracheotomy  is  advantageous10  because  (1)  it 
permits  read}'  removal  of  retained  secretions.  (2) 
it  relieves  laryngeal  obstruction,  (3)  it  decreases 
dead  space  in  the  upper  respiratory  passages  by 
100  to  150  cc.,  and  (4)  it  decreases  resistance 
to  breathing. 

Results 

Of  31  patients  with  closed  crushing  chest 
injuries  treated  on  the  University  Division 


Case  Reports 

Case  1. — A twenty-seven-year-old  male  was 
admitted  on  March  29,  1953,  after  an  automobile 
accident.  On  examination  the  skin  was  pallid  and 
moist,  pulse  110,  respirations  30,  and  blood  pressure 
110/80.  There  was  a laceration  over  the  right 
parietal  region  and  a fracture  of  the  lateral  third  of 
the  right  clavicle.  The  chest  moved  normally 
with  respiration.  Crepitus  and  tenderness  were 
elicited  over  the  anterior  ribs  on  the  right,  and  there 
was  subcutaneous  emphysema  in  the  right  supra- 
clavicular region.  Roentgenogram  of  the  chest 
revealed  fractures  of  the  second  to  the  seventh  ribs 
in  the  anterior  axillary  line  and  the  eighth  rib  in 
the  posterior  scapular  line  on  the  right  (Fig.  1). 
There  was  obscuration  of  the  ipsilateral  lung. 

Shortly  after  admission  the  blood  pressure  dropped 
to  80/50,  and  the  pulse  rate  rose  to  120.  These 
reverted  to  normal,  however,  after  the  administra- 
tion of  500  cc.  of  blood  and  1,000  cc.  of  5 per  cent 
glucose  in  water.  Approximately  twenty  hours 
later  he  suddenly  began  expectorating  large  quan- 
tities of  bloody  mucus  and  became  markedly 
dyspneic  and  cyanotic.  There  was  increased 
subcutaneous  emphysema,  fall  in  blood  pressure, 
and  shift  of  the  trachea  to  the  left.  An  emergency 
tracheotomy  was  performed  and  a considerable 
amount  of  bloody  material  aspirated  with  some 
improvement  in  his  general  condition.  Drainage 
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Fig.  2.  Case  1 — (A)  Roentgenogram  of  March  31,  1953,  reveals  infiltration  in  both  lung  fields.  Towel  clips 
have  been  applied,  and  thoracotomy  tubes  have  been  placed  in  the  apex  and  base  of  the  pleural  space.  (B) 
Roentgenogram  at  time  of  discharge  reveals  residual  bilateral  pleuritic  reaction. 


tubes  were  inserted  in  the  apex  and  base  of  the 
chest,  and  600  cc.  of  dark  blood  and  large  amounts 
of  air  were  evacuated.  Chest  pain  was  relieved  by 
procaine  block  of  the  second  to  the  eighth  inter- 
costal nerves.  There  was  continued  respiratory 
distress,  however,  and  his  condition  remained 
critical. 

On  March  31,  1953,  it  was  first,  noted  that  there 
was  considerable  paradox  over  the  right  anterior 
chest.  Towel  clips  were  inserted  around  the  third 
rib  in  the  midclavicular  line  and  the  sixth  in  the 
anterior  axillary  line  with  4 pounds  of  traction 
applied  to  each  (Fig.  2A).  There  was  almost 
immediate  relief  of  dyspnea,  C3'anosis,  and  tachy- 
cardia. Oxygen  therapy  was  maintained  by  tent 
and  catheter  over  the  tracheotomy  stoma,  and 
tracheal  aspirations  were  repeated  every  fifteen  to 
thirty  minutes.  Bjr  the  following  day  air  and 
fluid  drainage  had  ceased,  and  his  general  condition 
was  further  improved.  On  April  8 the  chest  tubes 
were  removed. 

On  April  17  purulent  drainage  was  noted  from 
the  site  of  the  upper  towel  clip.  Culture  showed 
hemolytic  streptococcus,  Bacillus  proteus,  and 
coagulase-positive  Staphylococcus  aureus.  On  the 
same  day  indefinite  signs  of  thrombophlebitis  of 
the  left  calf  were  elicited,  and  he  complained  of 
pain  in  the  left  side  of  the  chest,  relieved  by  aspira- 
tion of  425  cc.  of  serosanguineous  fluid.  On  the 
twentieth  hospital  day  the  tracheotomy  tube  and 
towel  clips  were  removed.  Roentgenograms  taken 
just  prior  to  discharge  from  the  hospital  on  May  29, 
1953,  revealed  healing  of  the  rib  fractures  and 
residual  bilateral  pleural  reaction  (Fig.  2B).  At 
follow-up  examination  two  months  later  there  was  a 
persistent,  draining  sinus  from  the  site  of  the  lower 
towel  clip.  This  was  excised  in  September,  1953. 


Fig.  3.  Case  2 • — Roentgenogram  on  admission  re- 
vealed fracture  of  second  through  tenth  ribs  on  the 
left. 


This  patient  suffered  a severe  crushing  injury 
to  the  right  side  of  the  thorax  Twenty  hours 
after  admission  he  began  bleeding  actively  into 
the  tracheobronchial  tree,  and  his  condition 
deteriorated  precipitously.  An  emergency 
tracheotomy  afforded  temporary  improvement. 
One  day  later  his  condition  had  worsened,  para- 
doxic chest  wall  motion  was  apparent,  and  skeletal 
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Fig.  4.  Case  3 — Admission  roentgenogram  reveals 
multiple  fractures  of  the  ribs  on  the  right  and  a 70  per 
cent  pneumothorax. 


chest  injury  incurred  when  he  was  struck  by  a car. 
He  lost  consciousness  temporarily  and  on  recovery 
complained  of  pain  in  the  left  side  of  the  chest  and 
dyspnea.  On  examination  he  was  ashen  gray  and 
dyspneic,  although  alert  and  oriented.  Blood 
pressure  was  108/00,  pulse  108,  and  respirations  26. 
There  was  marked  restriction  of  respiratory  ex- 
cursion, subcutaneous  emphysema,  tenderness, 
crepitus,  paradox,  and  diminished  to  absent  breath 
sounds  over  the  left  side  of  the  chest.  A roentgeno- 
gram revealed  fractures  of  the  first  to  tenth  ribs  on 
the  left  and  bilateral  scapular  fractures  (Fig.  3). 

Over  a period  of  several  hours  the  subcutaneous 
emphysema  increased,  and  his  general  condition 
worsened.  Accordingly  thoracotomy  tubes  were 
inserted  in  the  second  anterior  interspace  in  the 
midclavicular  line  and  in  the  sixth  interspace  in 
the  posterior  axillary  line.  A towel  clip  was  placed 
around  the  anterior  portion  of  the  fourth  left  rib, 
and  5 pounds  of  traction  were  applied.  There- 
upon, large  amounts  of  air  escaped  from  the  upper 
tube.  Antibiotics,  whole  blood,  and  oxygen  were 
administered,  and  his  general  condition  improved. 
His  hospital  course  was  uneventful  thereafter. 
Skeletal  traction  was  discontinued  on  April  25, 
1953,  and  he  was  discharged  from  the  hospital  on 
May  27,  1953. 


traction  was  instituted.  Thereafter  improve- 
ment was  progressive,  and  when  last  seen,  this 
patient  had  no  apparent  respiratory  disability. 

Case  2. — -A  fifty-six-year-old  truckman  was 
admitted  on  April  4,  1953,  following  a crushing 


Skeletal  traction,  by  stabilizing  the  chest 
wall,  prevented  atelectasis  and  promoted  an 
effective  cough,  and  intrapleural  drainage  tubes 
maintained  expansion  of  the  lung  by  evacuating 
air  from  the  pleural  space.  As  a result  of  these 
measures  the  patient’s  hospital  course  was  un- 


Fig.  5.  Case  3 — (A)  There  is  obliteration  of  lower  two  thirds  of  right  lung  field  by  homogeneous  density  which 
represents  fluid  and  atelectasis.  ( B ) There  is  increased  opacification  in  right  lower  lung  field  with  retraction  of 
mediastinum  to  the  right. 
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Fig.  6.  Case  3 — (A)  There  is  homogeneous  opacification  of  right  hemithorax  with  shift  of  mediastinum  to 
that  side.  (B)  Roentgenogram  taken  on  discharge  reveals  clearing  of  atelectasis  of  right  lung.  There  is  resid- 
dual  bilateral  pleural  reaction. 


eventful  despite  an  extensive  injury  to  the  chest 
wall  and  lung. 

Case  3.— A forty-year-old  handyman  was  ad- 
mitted on  May  22,  1953,  following  a fall  on  the 
preceding  day.  On  examination  pulse  was  96, 
respirations  20,  and  blood  pressure  146/88.  There 
was  inward  displacement  of  the  chest  wall  in  the 
region  of  the  fourth  to  eighth  ribs  anteriorly,  and 
tenderness  and  crepitus  were  present  over  this  area. 
No  paradoxic  motion  was  noted.  A roentgeno- 
gram revealed  a right  pneumothorax  and  fractures 
of  the  second  to  eighth  ribs  on  the  right  and  the 
fourth  and  fifth  ribs  on  the  left  (Fig.  4).  Several 
hours  after  admission  a thoracotomy  tube  was 
placed  in  the  third  right  anterior  interspace,  and 
large  amounts  of  air  were  evacuated.  Copious 
quantities  of  purulent  secretion  were  obtained  on 
endotracheal  aspiration,  and  repeated  nerve  blocks 
were  performed  to  relieve  pain. 

Over  the  next  two  weeks  roentgenograms  revealed 
progressive  atelectasis  of  the  right  lung  (Figs.  5 and 
9A).  Large  amounts  of  thick,  tenacious  secretion 
were  aspirated  bronchoscopically  on  June  2 and 
June  7 with  only  temporary  relief.  On  June  8 a 
thoracotomy  tube  was  inserted  in  the  base  of  the 
right  pleural  space,  and  750  cc.  of  serosanguineous 
material  culturing  coagulase-positive  Staph,  aureus 
and  Alcaligenes  faecalis  were  obtained.  On  June 
10,  because  of  persistent  atelectasis,  tracheotomy 
was  performed.  Thereafter  the  atelectasis  slowly 


cleared,  and  his  condition  gradually  improved.  The 
tracheotomy  tube  was  removed  on  July  10,  and  he 
was  discharged  from  the  hospital  eight  days  later 
in  satisfactory  condition.  The  roentgenogram  on 
July  15  demonstrated  residual,  bilateral,  pleural 
reaction  (Fig.  6B). 

This  patient  developed  a persistent  atelectasis 
after  a crushing  chest  injury.  Tracheotomy, 
performed  two-and-one-half  weeks  later,  hastened 
resolution  of  a secondary  pulmonary  infection 
and  prevented  extensive,  irreversible,  paren- 
chymal and  bronchial  damage.  Re-expansion  of 
the  collapsed  lung  obliterated  the  empyema  space. 

Case  4. — A sixty-five-year-old  male  was  ad- 
mitted on  July  16,  1953.  He  had  been  struck  over 
the  head  while  intoxicated,  fell  to  the  ground,  and 
suffered  an  extensive  contusion  of  the  right  side  of 
the  chest.  On  examination  there  were  bilateral 
crackling  rales,  crepitus,  and  signs  of  a right-sided 
pneumothorax  (Fig.  7A).  A drainage  tube  was 
inserted  in  the  second  anterior  interspace,  and 
moderate  amounts  of  air  were  evacuated.  On  the 
following  day  he  was  semistuporous.  Temperature, 
pidse,  and  respiratory  rates  were  elevated,  and 
roentgenogram  demonstrated  atelectasis  of  the 
right  lower  lobe  (Fig.  7B).  Paradoxic  motion  of 
the  anterior  chest  wall  was  corrected  by  insertion 
of  three  towel  clips  with  4 pounds  of  traction  to 
each,  an  emergency  tracheotomy  was  performed. 
Within  several  hours  the  atelectasis  had  cleared, 
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Fig.  7.  Case  1+ — ( A ) Roentgenogram  taken  on  admission  reveals  30  per  cent  pneumothorax.  There  is  in 
addition  an  irregular  infiltration  in  left  upper  lung  field  which  probably  represents  an  old  tuberculous  infection. 
(B)  There  is  persistent  pneumothorax  and  atelectasis  of  right  lower  lobe  twenty-four  hours  later. 


Fig.  8.  Case  4 — (4)  Atelectasis  cleared  several  hours  after  application  of  skeletal  traction  and  tracheotomy. 
( B ) Roentgenogram  just  prior  to  transfer  to  medical  ward  reveals  re-expansion  of  right  lung  and  residual  pleural 
reaction. 


and  the  general  condition  was  markedly  improved 
(Fig.  8A).  Traction  was  discontinued  at  the  end  of 
three  weeks  when  the  chest  wall  was  stabilized,  and 
the  tracheotomy  tube  was  removed.  Roentgeno- 


gram on  September  3,  1953,  demonstrated  residual 
pleural  reaction  at  the  right  base  (Fig.  8B).  He 
was  later  transferred  to  the  general  medical  ward 
where  he  died  on  September  29,  1953,  of  renal 
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Fig.  9.  Case  5 — (A)  Artist’s  illustration  of  operative 
incision  and  location  of  lag  screws.  (B)  Diagrammatic 
illustration  of  traction  applied  to  overhead  frame. 


insufficiency.  No  autopsy  was  performed. 

This  patient’s  general  condition  deteriorated 
with  the  onset  of  paradoxic  respiration  and 
atelectasis  of  the  right  lower  lobe.  Specific  and 
supportive  measures  corrected  these  complica- 
tions, although  he  died  later  of  unrelated  causes. 

Case  5. — -A  forty-three-year-old  male  was  ad- 
mitted on  June  12,  1954,  in  a disoriented  state  after 
an  automobile  injury  during  which  he  sustained  a 
direct  blow  to  the  anterior  chest  wall  and  a com- 
pound fracture  of  the  left  tibia  and  patella.  Blood 
pressure  was  85/50,  pulse  rapid  and  thready,  and 
skin  clammy  and  cold.  There  was  marked  depres- 
sion of  the  anterior  chest  wall  with  paradoxic 
motion  extending  to  the  midclavicular  line  on 
either  side  and  multiple  contusions  and  abrasions. 
Roentgenogram  revealed  a fracture  of  the  sternum 
at  the  manubriogladiolar  junction  with  posterior 
displacement  of  the  lower  fragment. 

On  the  day  of  admission  the  wounds  of  the  lower 
extremity  were  debrided,  and  a cast  was  applied. 
On  June  23,  1954,  he  was  transferred  to  the  thoracic 


surgical  division.  Because  of  extensive  contusions 
and  impending  delirium  tremens  operative  inter- 
vention for  stabilization  of  the  chest  was  deferred, 
and  sandbags  were  applied  as  a temporary  measure. 

On  July  9 operation  was  performed  under  gen- 
eral anesthesia.  A transverse  incision  12.5  cm.  in 
length  was  made,  extending  equilaterally  across  the 
sternum  at  the  level  of  the  third  anterior  inter- 
space. From  its  midpoint  a vertical  incision  7.5 
cm.  in  length  was  extended  to  a point  3 cm.  from 
the  tip  of  the  xiphoid  (Fig.  9A).  Exposure  of  the 
sternum  revealed  three  transverse  fractures,  one  at 
1 cm.  below  the  manubriogladiolar  junction,  another 
0.5  cm.  distally,  and  a third  2 cm.  lower.  A 
longitudinal  midsternal  fracture  line  extended  to  a 
point  4 cm.  above  the  tip  of  the  xiphoid,  and  in 
addition,  a healing  fracture  was  palpated  across  the 
anterior  portion  of  the  fourth  right  rib. 

After  exposure  of  the  fractures  a lag  screw  was 
placed  in  the  outer  table  of  the  sternum  along 
either  side  of  the  vertical  fracture  line,  and  the 
soft  tissues  were  loosely  approximated.  Applica- 
tion of  5 pounds  of  traction  to  each  screw  reduced  the 
displacement  and  corrected  all  paradoxic  motion 
(Fig.  9B).  On  July  13  the  right-sided  screw  and, 
on  July  28,  the  opposite  one  were  extruded.  At 
this  time  the  chest  wall  had  regained  a normal 
contour,  and  all  paradox  had  disappeared  One 
month  later  there  was  minimal  purulent  drainage 
from  the  site  of  the  left-sided  screw,  but  this  even- 
tually ceased.  The  postoperative  course  was  other- 
wise uneventful,  and  he  was  discharged  on  Sep- 
tember 23,  1954. 

Preoperative  and  postoperative  respiratory  func- 
tion studies*  revealed  the  data  shown  in  Table  I. 

This  patient  suffered  an  extensive  disruption  of 
the  anterior  chest  wall  associated  with  a depressed 
fracture  of  the  sternum.  Although  operation 
was  delayed  for  almost  one  month,  open  reduction 
and  skeletal  traction  corrected  the  displacement 
and  paradox.  Seven  weeks  later  the  maximal 
breathing  capacity  had  risen  from  a preoperative 
level  of  46.9  to  83  L.,  the  breathing  reserve  from 

* These  studies  were  performed  in  the  cardiopulmonary 
laboratories  of  Dr.  Harold  Lyons,  associate  professor  of 
medicine,  State  University  of  New  York  College  of  Medicine 
at  New  York  City. 


TABLE  I. — Preoperative  and  Postoperative  Respiratory  Function  Studies  in  Case  5 


Maximal  Arterial  3-Second 


Breathing 

Minute 

Breathing 

Vital 

Oxygen 

Ventilation 

Vital 

Date 

Capacity 

Volume 

Reserve 

Oxygen 

Capacity 

Saturation 

Equivalent 

Capacity 

(1954) 

(L.) 

Ventilation 

(Per  Cent) 

Uptake 

(Cc.) 

(Per  Cent) 

(L.) 

(Per  Cent) 

June  29 

46.92 

17  05 

63.5 

319 

1 , 853 

87  2 

July  23 

42.63 

12.0 

70 

* Aug.  4 

52.12 

11.23 

78 

275 

2,501 

88.3 

3.32 

25 

83.0 

17.2 

79 

2,200 

94.3 

6.50 

95.1 

* Residual  volume  2,457,  index  alveolar  mixing  1.62,  total  lung  volume  4,958. 
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63.5  to  79  per  cent,  vital  capacity  from  1,853  to 
2,200  cc.,  and  arterial  oxygen  saturation  from 
87.2  to  94.3  per  cent.  The  ventilation  equivalent, 
however,  was  abnormally  high  (6.5),  and  the 
vital  capacity  (2,200  cc.)  and  the  breathing 
reserve  (79  per  cent)  were  reduced. 

Summary 

1.  The  physiopathology  and  management  of 
crushing  injuries  of  the  chest  in  association  with 
wet  lung  and  paradoxic  respiration  have  been 
discussed. 

2.  Four  cases  with  such  injuries  requiring 
skeletal  traction  and/or  tracheotomy  have  been 
presented. 

3.  Another  case  of  depressed  fracture  of  the 
sternum  which  responded  satisfactorily  to  open 
reduction  and  skeletal  traction  also  has  been 
presented. 


Dr.  Edgar  P.  Mannix,  Jr.,  formerly  associate  professor  of 
surgery.  State  University  of  New  York  College  of  Medicine 
at  New  York  City,  and  director  of  the  University  Division 
of  Thoracic  Surgery  during  the  time  encompassed  by  this 
study,  offered  many  comments  and  suggestions  which  ma- 
terially assisted  in  the  preparation  of  this  manuscript. 
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The  Role  of  Surgery  in  the  Treatment  of  Arteriosclerosis  of  the  Major  Vessels 


There  are  three  main  approaches  to  palliative 
surgery  for  arteriosclerotic  vascular  disease:  (1) 
sympathectomy;  (2)  thromboendarterectomy;  and 
(3)  grafting  procedures.  The  rationale  of  sympa- 
thectomy is  that  of  lessening  peripheral  resistance 
by  local  vasodilation.  Thromboendarterectomy  is 
designed  to  remove  intraluminal  obstruction. 
Grafting  may  aim  either  to  establish  shunts  around 
the  obstruction  or  to  replace  occluded  segments  with 
homologous  arteries,  autogenous  veins,  or  plastic 
substitutes.  According  to  their  summary,  the 
experience  of  Drs.  Thomas  O.  Murphy,  John  H. 
Haglin,  Walton  Lillehei,  and  Richard  L.  Varco, 
University  of  Minnesota,  Minneapolis,  has  resulted 
in  the  following  preferences:  For  short-length 


terminal  aortic  and  ilio-femoral  occlusions,  throm- 
boendarterectomy. For  longer  occlusions  and 
aneurysms,  an  arterial  replacement,  with  arterial 
homograft  the  agent  of  choice.  For  some  patients, 
combinations  of  thromboendarterectomy  with  an 
arterial  homograft  are  of  value.  The  authors 
report  that  ivalon  fabricated  prostheses  have  given 
less  satisfaction  than  preserved  arterial  homografts. 
Saphenous  vein  autografts  as  a bypass  are  satis- 
factory in  segmental  femoral  and  popliteal  occlusions. 
Except  for  patients  over  seventy  and  those  with 
diabetic  terminal  arteritis,  a lumbar  sympathectomy 
is  felt  to  be  of  value  in  increasing  arterial  blood 
flow. 

— Minnesota  Medicine , November,  1956 
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The  Clinical  Use  of  Phenoxyrnethyl  Penicillin 

(. Penicillin  V) 

G.  A.  CRONK,  M.D.,  AND  D.  E.  NAUMANN,  M.D.,  SYRACUSE,  NEW  YORK 
( From  the  Department  of  Health  and  Preventive  Medicine,  Syracuse  University) 


During  the  period  from  December,  1955,  to 
June,  1956,  163  patients  with  a variety  of 
acute  infections  were  treated  with  phenoxyrnethyl 
penicillin  (penicillin  V).*  The  results  of  this 
treatment  program  are  presented  in  this  paper. 
The  antibacterial  spectrum  of  penicillin  V in 
contrast  to  potassium  penicillin  G as  measured 
by  in  vitro  testing  is  discussed. 

Methods  and  Materials 

All  patients  in  this  study  were  young  university 
students  of  both  sexes  between  the  ages  of 
seventeen  and  thirty.  Of  the  163  patients  80 
had  infections  severe  enough  to  require  hospital- 
ization. The  remainder  were  observed  and 
treated  in  the  outpatient  department  of  the 
University  Health  Service. 

Standard  bacteriologic  procedures  were  per- 
formed on  all  patients  in  an  attempt  to  classify 
the  clinical  infections  under  treatment.  When 
an  organism  was  isolated,  its  in  vitro  sensitivity 
to  phenoxyrnethyl  penicillin  was  established, 
using  a nutrient  broth  serial  dilution  technic. 

* The  phenoxyrnethyl  penicillin  used  in  this  study  was  sup- 
plied by  Eli  Lilly  & Company,  Indianapolis,  Indiana. 


During  the  period  of  these  observations  all 
bacterial  isolates  in  the  clinic  were  examined  for 
their  in  vitro  sensitivity  to  phenoxyrnethyl 
penicillin  by  the  above  method.  This  latter 
testing  activity  was  part  of  a program  to  compare 
antibacterial  activity  of  different  antibiotics 
on  a given  organism  and  to  establish  the  effective 
antibacterial  spectrum  of  an  antibiotic  at  any 
given  time.  Experience  in  this  clinic  has  demon- 
strated that  variations  in  bacterial  sensitivity 
to  a given  antibiotic  in  one  or  two  dilution  tubes 
are  a normal  laboratory  finding.  In  interpreting 
the  results  of  such  a testing  program,  it  must  be 
kept  in  mind  that  variations  involving  one  or 
two  dilution  tubes  are  not  significant  except  in 
higher  antibiotic  concentrations. 

With  one  exception  all  the  patients  in  this 
series  were  given  orally  capsules  containing 
0.125  Gm.  of  phenoxyrnethyl  penicillin  every 
six  hours.  The  exception  in  this  program  was 
gonorrhea  which  has  been  shown  by  several 
investigators  to  require  a higher  dosage.1-2  The 
six  patients  in  this  study  with  gonorrhea  received 
two  capsules  (0.25  Gm.)  of  phenoxyrnethyl 
penicillin  every  six  hours. 


TABLE  I. — Sensitivity  of  Bacterial  Organisms  to  Penicillin  V and  G as  Determined  by  in  Vitro  Serial  Dilution 

Technics 


Organism  Tested 

Penicillin 

grams  of  Penicilli 
0.24  to  1.92 

<0.015 

0.015  to  0. 12 

3.9  to  15.62 

31  25  to  500.0 

Staphylococcus  aureus 

V 

9 

i 

3 

4 

10 

G 

8 

3 

3 

6 

7 

Proteus  morganii 

V 

3 

G 

3 

Pseudomonas  aeruginosa 

V 

G 

4 

4 

Nonhemolytic  streptococci 

V 

4 

2 

G 

6 

Hemolytic  streptococci 

V 

2 

i 

I 

G 

2 

2 

Streptococcus  viridans 

V 

0 

1 

i 

G 

1 

0 

i 

Friedlander’s  bacillus 

V 

2 

Bacillus  terminalis 

V 

Micrococcus  catarrhalis 

V 

G 

2 

3 

1 

1 

2 

i 
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TABLE  II. — Results  with  Hospitalized  Patients  Treated  with  Phenoxymethyl  Penicillin 


Results 

Acute 

Naso- 

pharyn- 

gitis 

Acute 

Tonsil- 

litis 

Acute 

Pharyn- 

gitis 

In- 

fluenza 

Sinus- 

itis 

Otitis 

Media 

Mono- 

nucleosis 

Miscel- 

laneous 

Infec- 

tions 

Number  of  cases 

19 

20 

21 

3 

2 

3 

6 

6 

Males 

6 

9 

9 

2 

2 

2 

5 

3 

Females 

13 

11 

12 

1 

0 

1 

1 

3 

Age 

Average 

19 

20 

20 

20 

21 

18 

20 

Range 

1 7 to  28 

17  to  23 

17  to  34 

18  to  34 

19  to  20 

20  to  22 

17  to  21 

17  to  24 

Hospitalization  (days) 

Average 

3.0 

3.4 

3.7 

4.0 

3.3 

5 . 6 

3.0 

Range 

2 to  4 

2 to  4 

2 to  6 

3 to  5 

2 to  5 

2 to  6 

4 to  10 

1 to  6 

Fever  (days) 

Average 

0 78 

0.9 

1.4 

2.0 

0 

3 

0.6 

Range 

0 to  2 

0 to  7 

0 to  3 

1 to  2 

0 

1 to  5 

0 to  2 

White  blood  count 

Average 

9,900 

13,770 

13,470 

10,700 

12,330 

10,600 

Range 

4 , 000  to 

6,000  to 

6,300  to 

7 , 500  to 

7,200  to 

6 , 200  to 

5 , 6)00  to 

7 , 800  to 

16,500 

35 , 000 

19,700 

16,300 

15,600 

15,300 

21,700 

15,600 

Polymorphonuclear  count  (per 
cent) 

Average 

65 

70 

70 

77 

22 

83 

Range 

46  to  83 

44  to  98 

47  to  92 

69  to  85 

74  to  78 

60  to  68 

13  to  34 

74  to  88 

Amount  of  penicillin  (Gm.) 

Average 

2 45 

3.14 

2.56 

2.6 

2.75 

3.4 

2.3 

Range 

1.25  to 

1 . 0 to 

0.575  to 

2.0  to 

1.5  to 

1 75  to 

1 75  to 

1 . 375  to 

4.0 

5.5 

5.0 

3.0 

2.0 

6.0 

6.0 

3.5 

TABLE  III. — Results  with  Ambulatory 

Patients  Treated  with  Phenoxymethyl 

Penicillin 

Diagnosis 

Number 

of 

Cases 

Males 

Fe- 

males 

Excel- 

lent 

Fair 

No 

Improve- 

ment 

Inade-  Amount  Penicillin 

quate  V.  (Gm.) 

Follow-up  Average  Range 

Gonorrhea 

6 

6 

0 

3 

2 

i 

8.5  6 to  12 

Otitis  media 

10 

8 

2 

5 

i 

4 

3.4  1 . 5 to  5 . 0 

Fusospirochetal  gingivitis 

31 

15 

16 

21 

2 

1 

7 

3.7  2.0  to  10.5 

Acute  respiratory  infection 
Miscellaneous  infections  (impetigo, 

27 

12 

15 

13 

i 

3 

10 

2.4  1 . 5 to  6 . 0 

infected  wounds,  etc.) 

9 

5 

4 

5 

i 

2 

1 

2.0 

Bacterial  Spectrum 

The  in  vitro  sensitivity  of  bacteria  to  peni- 
cillin V and  potassium  penicillin  G is  presented 
in  Table  I.  It  would  appear  that  the  anti- 
bacterial activity  of  these  two  pencillins  is 
nearly  identical. 

Results 

Of  the  163  patients  treated  in  this  series  127 
had  a satisfactory  clinical  recovery,  22  did  not 
have  sufficient  follow-up  in  the  outpatient  depart- 
ment to  determine  the  clinical  result,  eight  in 
various  categories  had  no  improvement  and 
required  additional  medication,  and  six  had  in- 
complete recovery  and  required  further  medica- 
tion. A summary  of  the  treatment  program  is 
presented  in  Tables  II  and  III. 

Six  patients  in  this  series  had  bacteriologically 
proved  gonorrhea.  Most  of  these  patients  gave 
a history  of  symptoms  of  not  over  three  to  five 
days  duration,  and  all  the  patients  stated  that 
there  had  been  no  previous  chemical  therapy. 


Phenoxymethyl  penicillin,  0.25  Gm.,  was  ad- 
ministered to  these  patients  every  six  hours. 
Three  of  the  six  patients  became  asymptomatic 
after  twenty-four  hours  of  therapy  with  a 
cessation  of  urethral  discharge  and  dysuria. 
Therapy  was  continued  for  seven  days.  There 
was  no  recurrence  of  disease  during  the  post- 
infection period  of  three  months.  Two  patients 
in  this  group  had  lessening  of  the  urethral  dis- 
charge, itching,  and  dysuria  during  a period  of 
eight  to  nine  days  of  therapy.  The  manifesta- 
tions of  disease,  although  lessened,  continued. 
One  patient  was  treated  with  1.0  Gm.  of  phenoxy- 
methyl penicillin  once  daily  for  twelve  days  with- 
out altering  the  clinical  course  of  the  disease. 
These  latter  three  patients  were  subsequently 
treated  with  400,000  units  of  depopenicillin 
daily  for  three  days  with  prompt  control. 
During  a postinfection  period  of  three  to  four 
months  there  has  been  no  recurrence  in  the  last 
three  cases. 

The  31  cases  of  acute  gingivitis  associated 
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TABLE  IV. — Amounts  op  Phenoxymethyl  Penicillin 
Administered* 


Amounts  of  Phenoxymethyl  Number 

Penicillin  Administered  of 

During  Treatment  (Gm.)  Cases 


0.875 

1 

1.0 

to  1 . 75 

20 

2.0 

to  2 . 75 

77 

3.0 

to  3 . 5 

29 

4.0 

to  4 . 875 

25 

5.0 

to  5 . 5 

4 

6.0 

5 

8.5 

1 

9.0 

1 

10.5 

I 

12.0 

1 

* There  were  no  toxic  reactions. 


with  a marked  increase  in  fusospirochetal 
organisms  were  treated  with  0.125  Gm.  of 
phenoxymethyl  penicillin  four  times  daily. 
Seven  of  these  patients  were  not  followed  ade- 
quately for  control  purposes.  Of  the  remaining 
24  cases  21  187  per  cent)  had  an  excellent  clinical 
cure  after  five  to  ten  days  of  0.5  Gm.  of  phe- 
noxymethyl penicillin  daily  in  divided  doses.  In 
the  remaining  three  cases  bacteriologic  control 
was  obtained  in  two  patients  with  a prolonged 
but  gradual  regression  of  the  inflammatory  re- 
action. One  patient  failed  to  demonstrate  any 
improvement  to  penicillin  therapy  alone  and  only 
improved  after  intensive  vitamin,  antibiotic,  and 
local  dental  therapy. 

Included  in  this  series  were  several  infectious 
processes  presumably  of  viral  origin,  such  as 
influenza,  infectious  mononucleosis,  and  naso- 
pharyngitis. All  patients  included  in  this  group 
clinically  recovered  in  a manner  which  could  not 
be  differentiated  from  similar  cases  not  receiving 
antibiotics.  There  can  be  no  doubt  that  anti- 
biotics do  not  beneficially  affect  these  diseases 
when  they  are  uncomplicated  by  secondary 
infections.  In  the  latter  event  antibiotics  could 
of  course  be  very  useful. 

In  this  clinic  it  has  been  a routine  experience 
to  isolate  pathogenic  hemolytic  streptococci 
from  20  to  22  per  cent  of  local  inflammatory 
lesions  of  the  respiratory  tract,  such  as  acute 
tonsillitis  and  acute  pharyngitis.  In  view  of  the 
problems  in  culturing  this  area  and  the  frequency 
with  which  a polymorphonuclear  leukocytosis  is 
found,  it  would  probably  be  accurate  to  assume 
that  our  isolation  rate  is  less  than  the  actual 
occurrence.  The  group  of  patients  with  local- 
ized inflammation  of  the  respiratory  tract 
treated  with  phenoxymethyl  penicillin  all  experi- 
enced prompt  clinical  recovery.  There  were 


no  complications,  recurrences,  or  disease  ex- 
tensions. 

The  high  incidence  of  hemolytic  streptococcus 
in  well-defined,  localized  inflammatory  lesions  of 
the  respiratory  tract  may  offer  useful  informa- 
tion in  therapy.  In  our  clinic  this  finding  is  in 
sharp  contrast  to  a 1 per  cent  isolation  of 
hemolytic  streptococci  from  the  inflammatory 
lesions  of  nasopharyngitis.  At  the  present  time 
it  is  our  practice  to  assume  that  focal  inflam- 
matory lesions  may  reasonably  have  a bacterial 
origin  and  as  such  would  benefit  from  anti- 
biotics. Phenoxymethyl  penicillin  is  highly 
effective  for  this  purpose. 

Toxicity 

Mild  gastrointestinal  irritation  from  penicillin 
V has  been  reported  from  some  clinics.3  In  the 
present  series,  all  of  the  patients  were  in  excellent 
health  prior  to  the  acute  infections.  It  has  been 
our  consistent  experience  that  this  type  of 
patient  develops  side-reactions  to  drugs  at  a rate 
lower  than  seen  in  most  hospital  clinics.  The 
amount  of  phenoxymethyl  penicillin  consumed 
by  patients  in  this  study  is  presented  in  Table  IV. 
There  were  no  side-reactions  observed  in  this 
group. 

Comment 

Phenoxymethyl  penicillin  was  originally  pro- 
duced by  Behrens  and  coworkers  in  1947. 4 It  is 
an  acid  and,  unlike  the  acid  form  of  penicillin  G, 
is  very  stable.  Associated  with  this  stability  is  a 
relatively  marked  insolubility  in  acid  media. 
Attention  was  not  directed  to  this  characteristic 
of  phenoxymethyl  penicillin  until  1953.  Up  to 
1953  the  oral  use  of  penicillin  G had  been  limited 
by  the  cost  of  production  and  by  its  fairly  rapid 
degeneration  in  acid  media  such  as  found  in 
normal  gastric  secretions.  In  view  of  the 
characteristics  of  penicillin  G the  possible 
advantages  of  phenoxymethyl  penicillin  orally 
administered  became  apparent.  Subsequent 
studies3-5-6’8  have  shown  that  phenoxymethyl 
penicillin  is  well  tolerated  by  animals  and 
humans  and  that  the  serum  levels  following  oral 
administration  are  equal  to  or  better  than  those 
attained  following  the  oral  administration  of  an 
equal  amount  of  potassium  penicillin  G.  Jones 
and  Finland6  were  able  to  demonstrate  that 
penicillin  V could  be  administered  after  meals 
and  that  antibacterial  blood  levels  of  penicillin 
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could  be  attained. 

An  increasing  number  of  reports1-3-6-7  have 
been  published  which  demonstrate  the  effective- 
ness of  penicillin  V in  a wide  range  of  clinical 
infections.  It  would  appear  that  this  penicillin 
is  interchangeable  with  oral  penicillin  G in 
bacterial  infections;  the  results  obtained  in  this 
study  compare  very  favorably  with  those  re- 
ported in  the  literature.  The  clinical  response  of 
patients  treated  in  this  study  was  for  the  most 
part  satisfactory,  but  the  response  could  not  be 
differentiated  from  the  clinical  response  of 
several  hundred  patients  treated  in  this  clinic 
during  the  past  five  years  with  oral  penicillin  G. 

Summary  and  Conclusions 

1.  In  tins  study  163  patients  with  various 
types  of  clinical  infections  were  treated  with 
phenoxymethyl  penicillin.  The  amount  of  peni- 
cillin V administered  to  the  group  ranged  from 
0.875  to  12.0  Gm.  There  were  no  side-reactions. 

2.  Six  cases  of  gonorrhea  were  treated  with 
0.25  Gm.  phenoxymethyl  penicillin  four  times 
daily.  Three  patients  had  excellent  results. 
The  remaining  three  cases  recovered  only  after 
the  administration  of  parenteral  penicillin. 

3.  There  were  24  cases  of  fusospirochetal 
gingivitis  treated  with  0.125  Gm.  phenoxymethyl 
penicillin  four  times  daily.  Of  these,  21  (87  per 
cent)  patients  had  excellent  results. 


4.  Hemolytic  streptococci  were  isolated  from 
20  to  22  per  cent  of  the  focal  inflammatory 
lesions  of  the  respiratory  tract,  such  as  acute 
tonsillitis  and  acute  pharyngitis.  All  patients  in 
this  group  had  an  excellent  response  to  therapy 
without  complications. 

5.  A limited  survey  of  the  antibacterial 
activity  of  phenoxymethyl  penicillin  as  compared 
with  potassium  penicillin  G in  108  bacterial 
strains  reveals  similar  antibacterial  spectra. 

6.  Phenoxymethyl  penicillin  appears  to  be  an 
effective  agent  in  susceptible  bacterial  infections. 
When  the  clinical  course  of  patients  treated  in 
this  group  with  penicillin  V was  compared  with 
several  hundred  similar  patients  treated  in  this 
clinic  with  potassium  penicillin  G,  no  difference 
could  be  ascertained. 
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Influence  of  Intravenously  Administered  Fat  Emulsions  on  Nitrogen 
Balance  in  Postoperative  Patients 


These  studies  were  undertaken  to  determine 
whether  supplementation  of  a postsurgical  in- 
travenous regimen  (vitamins,  protein  hydrolysates, 
and  hexoses)  with  fat  emulsion  would  help  to  de- 
crease the  postoperative  nitrogen  deficit  often 
following  gastrectomy,  appendectomy,  cholecystec- 
tomy, etc.  The  deficit  is  largely  the  result  of  the 
feeding  regimen,  which  has  consisted  of  2 to  3 liters 
of  5 to  10  per  cent  hexose  solution  daily,  yielding 
400  to  1,200  calories.  By  providing  nitrogen  and 
calories  it  was  found  that  the  nitrogen  deficit  could 
be  reduced,  and  it  was  postulated  that  fat  emulsion, 


with  its  high  caloric  content  per  unit  volume, 
would  be  an  excellent  source  of  additional  calories. 
Results  showed  that  giving  the  emulsion  intra- 
venously increased  caloric  intake  to  such  an  extent 
that  there  was  improved  utilization  of  the  protein 
hydrolysate,  resulting  in  a decreased  nitrogen  deficit. 
The  effect  was  not  believed  to  be  due  to  any  special 
attribute  of  the  fat,  but  rather  to  the  caloric  supple- 
mentation.— Stanley  Levey,  Ph.D.,  Harvey  Krieger, 
M.D.,  and  Associates,  Western  Reserve  University, 
Journal  of  Laboratory  and  Clinical  Medicine , 
January,  1957 
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A New  Lotion  for  Newborn  Skin  Cleansing 


NICHOLAS  CHIARA,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Pediatric  Department , Norwegian  Hospital) 


The  most  effective  method  of  newborn  infant 
skin  care  has  been  the  subject  of  study  and 
discussion  for  many  years.  A review  of  the 
literature  reveals  little  unanimity  of  opinion.1-5 
The  results  with  any  of  the  various  methods  are 
not  entirely  satisfactory.  Even  under  meticulous 
conditions  of  care  in  the  best  hospital  nurseries 
the  incidence  of  nonspecific  rashes  may  reach  as 
high  as  25  per  cent.4  This  varies  somewhat 
depending  on  the  season  of  the  year,  with  the 
greatest  incidence  during  the  summer  months. 

Hospital  nurseries  employ  one  or  more  of  the 
following  methods  of  skin  care : 

1.  Oil  alone,  e.g.,  mineral  oil,  a brand  name  oil, 
sterilized  cottonseed  oil,  or  vaseline. 

2.  Soap  and  water  or  water  alone. 

3.  Soap  and  water  initially  followed  by  oil 
baths  daily. 

4.  “No  bath  technic.” 

5.  Use  of  an  antibiotic  in  an  oil  base. 

0.  Lotions  containing  no  antiseptic. 

7.  Lotions  containing  an  antiseptic,  e.g., 
hexachlorophene,  quaternary  ammonium  com- 
pound. 

Proponents  of  oil  alone  during  the  first  week  of 
life  suggest  that  constant  use  of  soap  and  water, 
with  or  without  powder,  tends  to  dry  and  crack 
the  epidermis4  and  thereby  increases  the  inci- 
dence of  dermatoses.  They  feel  too  that  the  use 
of  soap,  however  mild,  may  be  irritating  to 
many  infants  and  that  allergy  to  soap  is  an  ever- 
present hazard. 

Other  investigators  indicate  that  oil  itself  may 
produce  excessive  drying  and  erythema  of  the 
skin.  They  hesitate  to  recommend  its  routine 
use  in  the  newborn.  In  the  “Standards  and 
Recommendations  for  Hospital  Care  of  Newborn 
Infants,”  published  by  the  American  Academy  of 
Pediatrics,  it  is  recommended  that  no  oil  or 
water  be  used  for  the  first  ten  days  of  life.6 

The  suggested  use  of  antibiotics  locally  as  a 
prophylactic  against  skin  infections  has  not 
been  too  well  received.  The  dangers  of  potential 
sensitization  and  local  irritation  have  been 
stressed. 


Beane7  in  1936  and  Apfel8  in  1949  reported  on 
the  “no  bath  technic.”  With  this  method  the 
infant  is  not  washed  or  cleansed  after  birth. 
The  vernix  caseosa  is  allowed  to  remain  on  the 
skin;  nothing  is  applied.  The  results  are  good, 
and  the  incidence  of  rashes  and  skin  infections  is 
low.  This  method  has  numerous  advocates  and 
is  employed  with  success  by  many  hospitals. 
However,  the  uncomely  appearance  of  the  infant 
to  his  parents  often  makes  this  method  objection- 
able. The  technic  may  be  modified  somewhat 
by  cleansing  the  hands  and  face  only  with  water, 
leaving  the  vernix  on  the  remainder  of  the  body. 

In  recent  years  the  use  of  antiseptic  lotions  in 
the  care  of  the  infant’s  skin  have  become  popular. 
Lotions  are  easy  to  apply,  have  good  cleansing 
properties,  may  prevent  drying  of  the  skin,  and 
result  in  less  dermatoses. 

Fischer4  evaluated  two  lotions,  each  containing 
a different  quaternary  ammonium  compound. 
One  lotion  had  as  its  base  an  oil-water  lanolin 
emulsion,  the  other  a cholesterol  base.  Effective- 
ness of  these  lotions  was  also  compared  with  that 
of  plain  water  and  of  soap  and  water  in  skin  care 
of  the  newborn  infant.  His  study  revealed  that 
lotions  were  beneficial,  particularly  for  their  non- 
drying effect  and  recommended  their  use  in  the 
prevention  and  treatment  of  the  common 
dermatoses  in  newborns. 

An  effective  lotion  should  have  the  following 
properties:  (1)  cleansing  and  lubrication  of  the 
skin,  (2)  prevention  of  dryness,  (3)  nonirritating 
on  repeated  application,  (4)  hypoallergenicity, 
(5)  antibacterial  to  aid  in  prevention  of  skin 
infection,  (6)  ease  of  application  and  removal, 
(7)  pleasant  odor,  and  (8)  no  interference  with  or 
depression  of  skin  epithelial  respiration. 

The  purpose  of  this  study  is  to  evaluate  a 
new  lotion,  containing  methylbenzethonium 
chloride  (Diaparene) , * designed  to  meet  the 
above  criteria.  This  is  a water  and  oil  lotion 
with  an  oxycholesterin  absorption  base.  It  is 


* Diaparene  Baby  Lotion  for  this  study  was  supplied  by 
Pharmaceutical  Division,  Homemakers'  Products  Corpora- 
tion, New  York  City. 
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TABLE  I. — Activity  of  Diaparexe  Against 
Urea-Splitting  Organisms 


Dilutions- 


Organism 

Bacteriostatic 

Bactericidal 

Proteus  vulgaris 

1 

: 10. 000 

1: 

: 8 . 000 

Streptococcus  faecalis 

1 

: 150,000 

1 : 

: 150.000 

Pseudomonas  pyoeyaneus 

1 

: 10 ,000 

1: 

:8.000 

Alcaligenes  faecalis 

1 

: 40, 000 

1: 

: 10, 000 

Aerobacter  aerogenes 

1 

: 40. 000 

1 

: 40. 000 

Streptococcus  viridans 

1 

: 1 50 , 000 

1 

: 150.000 

TABLE  II. — Effectiveness  of  Diaparexe  with 
Temperature  Rise 


* Dilutions  * 

Organism  At  20  C.  At  37  C. 


Escherichia  coli  1:12,000  1:15,000 

Staphylococcus  aureus  1:25. 000  1:50. 000 

Streptococcus  pyogenes  1:30, 000  1:60. 000 

* Effective  within  5 minutes. 

antibacterial  against  most  common  skin 
pathogens.  Methylbenzethonium  chloride  has 
the  ability  to  lower  surface  tension  and  permits 
better  lubrication  of  the  epidermis. 

Diaparene  lotion  also  contains  magnesium 
citrate  which  has  been  demonstrated  to  help 
prevent  depression  of  normal  skin  respiration. 
The  addition  of  specific  metal  complexes  (such  as 
magnesium  citrate)  is  known  to  aid  in  preventing 
the  depression  of  skin  respiration  produced  by 
local  applications  of  ointments,  lotions,  and 
antiseptics.9-11 

Bacteriology 

Diaparene  chloride  has  a wide  bacteriologic 
spectrum  and  is  particularly  effective  against 
urea-splitting  organisms  even  at  high  dilutions. 
Table  I from  Xagamatsu12  demonstrates  the 
activity  of  Diaparene  chloride  against  some  of 
the  more  common  urea-splitting  organisms 
(Table  I).  The  bacteriostatic  titer  was  deter- 
mined in  broth  at  37  C.  for  forty-eight  hours,  and 
the  bacterial  activity  was  determined  by  sub- 
culturing  broth  at  the  end  of  forty-eight  hours 
under  the  same  temperature  conditions. 

Table  II  demonstrates  the  increasing  effective- 
ness of  Diaparene  chloride  with  rise  in  tempera- 
ture. 

Plan  of  Study 

Newborn  infants  were  alternately  placed  in 
three  groups.  The  first  group  was  cleansed  with 
oil  (mineral  oil),  the  second  with  Lotion  A 
(containing  hexachlorophene),  and  the  third  with 
Lotion  B (Diaparene  Lotion). 


TABLE  III. — Results  of  Comparative  Studt 


Oil 

Lotion  A 
(With  Hexa- 
chlorophene) 

Lotion  B 
(Diaparene) 

N'umber  of  infants 

472 

446 

452 

Total  application 

days 

2,832 

2,676 

2,712 

Rashes 

Macular 

Number 

18 

10 

6 

Per  cent 

3.8 

2.4 

1.3 

Maeulopapular 

Number 

50 

22 

12 

Per  cent 

10.6 

4.9 

2.6 

Pustular 

Number 

33 

14 

9 

Per  cent 

7.0 

3.0 

2.0 

Total 

Number 

101 

46 

27 

Per  cent 

21.4 

10.3 

5.9 

At  birth  all  infants  were  cleansed  with  cotton 
and  water  only  to  remove  excess  blood  and 
mucus.  Thereafter  oil  or  lotion  was  applied 
once  daily  to  the  entire  body  and  at  diaper 
changes  to  cleanse  the  perineal  area. 

All  infants  were  examined  daily  by  the  nurse 
and  physician.  When  a rash  was  present,  it  was 
classified  into  one  of  three  categories:  macular, 
maeulopapular,  or  pustular.  All  personnel  were 
indoctrinated  as  to  criteria  of  lesions.  Perianal 
dermatitis,  caused  by  transitional  stool,  was  felt 
to  have  no  relationship  to  the  stud}7  and  was 
not  included. 

The  infants  were  studied  from  birth  until 
discharge  from  the  hospital,  usually  six  days. 

Results 

The  comparative  results  with  oil,  Lotion  A and 
Lotion  B (Diaparene  lotion)  are  presented  in 
Table  III.  It  will  be  noted  that  under  the 
conditions  of  the  study  the  total  rashes  with  oil 
were  21.4  per  cent,  with  Lotion  A 10.3  per  cent, 
and  with  Diaparene  lotion  5.9  per  cent. 

Fifty  infants  were  patch  tested  with  Diaparene 
lotion  by  applying  gauze  pads  saturated  with  the 
lotion  to  the  area  between  the  scapulae.  After 
forty-eight  hours  the  areas  were  examined  for 
irritation.  The  patches  were  reapplied  in  two 
weeks  (in  the  outpatient  department)  and 
evaluated  again  after  forty-eight  hours.  No 
evidence  of  irritation  or  sensitivity  was  noted  in 
an}-  of  the  50  infants  tested. 

Comment 

Previous  studies  have  indicated  that  water  or 
water  and  soap  are  not  the  treatments  of  choice 
in  the  care  of  the  newborn  infant  skin.  The  use 
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of  antibiotics  locally  in  any  fashion  has  generally 
been  discarded.  The  “no  bath  technic”  gives 
good  results  and  probably  should  be  generally 
adopted.  However,  it  apparently  never  will 
achieve  complete  acceptance  for  esthetic  reasons. 

The  results  of  this  study  confirm  the  findings 
of  other  investigators  that  where  oil  alone  is  used, 
about  20  per  cent  rashes  occur.  Oil  may 
actually  irritate  the  skin,  and  it  has  been 
suggested  that  skin  respiration  is  interfered  with 
when  oil  is  used. 

This  study  corroborated  the  work  of  Fischer4 
who  found  that  “quaternary”  antiseptic  lotions 
are  effective  in  preventing  rashes  in  the  newborn. 
Lotion  A had  about  10.3  per  cent  total  rashes, 
which  may  or  may  not  have  a relationship  to  the 
hexachlorophene.  It  may  be  noted  that  the 
American  Medical  Association  Council  on  Phar- 
macy and  Chemistry  has  revised  New  and 
NonoJJicial  Remedies  on  hexachlorophene,  limiting 
its  use  to  soaps  and  detergents  for  preoperative 
disinfection  of  the  normal  skin  since  the  evidence 
for  its  use  in  prevention  and  treatment  of  miliaria, 
ammonia  dermatitis,  seborrheic  dermatitis  and 
pyogenic  skin  infections  was  found  to  be  in- 
complete.13 

The  minor  incidence  of  5.9  per  cent  rashes 
when  Diaparene  lotion  was  used  for  newborn 
skin  cleansing  would  seem  to  be  statistically 
significant  under  the  conditions  of  the  study.  It 
is  possible  that  the  presence  of  magnesium 
citrate  in  Diaparene  lotion  to  help  promote 
normal  skin  respiration  was  a factor  in  the  low 


incidence  of  total  rashes  reported  with  the  latter 
preparation. 


Summary 

1.  A comparative  evaluation  was  made  of 
methods  of  newborn  skin  care,  using  oil,  Lotion 
A,  and  Diaparene  lotion. 

2.  When  oil  alone  was  used,  21.4  per  cent 
total  rashes  occurred,  as  compared  to  10.3  per 
cent  with  Lotion  A (with  hexachlorophene)  and 
5.9  per  cent  with  Diaparene  lotion. 

3.  The  introduction  of  magnesium  citrate  to 
promote  normal  skin  respiration  in  the  newborn 
infant  is  mentioned  as  one  of  the  possible  factors 
responsible  for  the  low  incidence  of  total  rashes 
with  Diaparene  lotion. 

453  77th  Street 
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Clinical  Application  of  Ultrasonics  in  Osteoarthritis  and  Bursitis 


After  his  experience  over  a three-year  period  Dr. 
Albert  A.  Martucci  of  Philadelphia  finds  sufficient 
evidence  to  justify  ultrasonic  therapy  in  osteoarthri- 
tis ipid  bursitis.  Altogether,  179  patients  were 
studied;  over  1,800  treatments  were  given.  Of 
the  total,  127  patients  (71  per  cent)  showed  im- 
provement; the  rest  were  classified  as  unimproved. 
The  modality  proved  singularly  successful  in  reliev- 
ing pain,  limited  motion,  and  swelling;  the  author 


adds,  however,  that  if  satisfactory  results  are  not 
obtained  after  20  treatments,  it  is  doubtful  whether 
this  is  the  treatment  of  choice.  There  were  22  cases 
in  this  series  who  had  more  than  that  number  of 
soundings,  some  going  as  high  as  61.  Results  in 
those  patients  getting  the  higher  number  of  treat- 
ments, says  the  author,  indicate  that  these  persist- 
ent efforts  were  not  justified. — Pennsylvania 

Medical  Journal,  November,  1956 
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The  Management  of  Lead  Intoxication 


RUDOLPH  C.  GLVNNATTASIO,  M.D.,  MASSAPEQUA  PARK,  NEW  YORK 


IF  lead  cannot  be  removed  permanently  from 
the  child’s  environment,  a safe  therapeutic 
agent  that  will  protect  the  patient  from  the 
lethal  effects  of  acute  lead  intoxication  becomes 
a necessity.  Furthermore,  a review  of  the  many 
studies  on  plumbism  makes  it  increasingly  evi- 
dent that  nature  should  not  be  allowed  to  “take 
its  course”  in  chronic  lead  poisoning.  Workers 
with  experience  in  lead  intoxication  will  attest 
to  the  fact  that  their  patients  do  not  have 
merely  one  attack  of  acute  lead  encephalopathy. 
In  the  author’s  series1-2  of  18  cases  reported 
from  the  Kings  County  Hospital,  Brooklyn, 
over  a period  of  twenty  months  five  of  the 
patients  had  11  episodes  of  acute  plumbism 
among  them.  These  episodes  were  not  caused 
by  a further  ingestion  of  lead  but  rather  were 
due  to  a redistribution  of  lead  in  the  body  to 
vulnerable  areas,  chiefly  the  brain.  The  bones 
are  certainly  a safe  depot  for  lead  but  only  so 
long  as  it  remains  in  the  bones.  The  majority 
of  cases  of  acute  lead  encephalopathy  give  a 
history  of  lead  ingestion  over  periods  of  months 
or  a year  without  clinical  symptoms.  Even- 
tually, when  the  depot  is  bulging  with  its  store 
of  lead  and  the  patient  is  weakened  by  a coin- 
cident illness,  the  lead  is  liberated  into  the 
bloodstream. 

When  it  is  so  obvious  that  every  case  of  acute 
lead  encephalopathy  has  been  betrayed  by  per- 
mitting Nature  “to  take  its  course,”  can  there 
be  any  doubt  that  all  cases  of  chronic  lead 
intoxication  should  be  deleaded  repeatedly  until 
they  are  safe?  Is  it  not  foolhardy  to  believe 
that  a real  and  lasting  service  has  been  done 
for  a chronic  case  of  lead  poisoning  in  the  acute 
phase  when  a few  milligrams  of  lead  have  been 
removed  and  a few  symptoms  ameliorated? 
Unquestionably  a safe  therapeutic  agent  is 
needed  that  will  protect  the  patient  from  death 
and  will  reduce  or  prevent  neurologic  residua. 

The  two  substances  that  have  come  to  the 
fore  in  the  management  of  lead  intoxication 
are  BAL  and  calcium  disodium  versenate. 
BAL  has  been  used  widely  in  both  the  acute 
and  chronic  phases  of  lead  intoxication  in  children 
and  has  drastically  reduced  the  mortality  in 


acute  lead  encephalopathy.  Ennis3  in  a series 
of  16  cases  and  Deane4  in  another  16  cases  re- 
ported corrected  fatality  rates  of  12.5  and  6.25 
per  cent  respectively.  In  the  author’s2  six  cases 
of  acute  lead  encephalitis  there  were  no  deaths. 
Although  calcium  disodium  versenate  has  also 
been  used  in  the  treatment  of  acute  lead  enceph- 
alitis and  enthusiasm  for  this  drug  has  recently 
increased,  it  appears  that  BAL  has  a more  sub- 
stantial place  in  the  treatment  because  it  has 
been  used  more  extensively  and  has  proved  un- 
equaled in  salvaging  lives. 

An  analysis  of  the  cases  treated  with  versenate 
by  Karpinski,5  Bergstrom,6  and  Bessman7  leaves 
something  to  be  desired  and  raises  questions 
as  yet  unanswered.  It  cannot  be  denied  that 
the  cerebral  edema  of  plumbism  must  be  con- 
tended with  in  treatment.  This  edema  is 
peculiarly  resistant  to  most  forms  of  therapy, 
such  as  magnesium  sulfate  and  hypertonic 
glucose  and  certainly  will  not  be  helped  by  par- 
enteral fluid  in  excess  of  that  required  to  correct 
serious  dehydration.  Furthermore,  in  the  ther- 
apy of  severe  encephalopathy  versenate  intro- 
duces an  additional  problem  because  it  is  best 
given  parenterally  in  glucose  and  usually  intra- 
venously. 

In  seven  cases  of  lead  encephalopathy  treated 
with  calcium  disodium  versenate  Bessman7 
reported  one  death  and  six  recoveries.  Of  the 
six  who  recovered  one  is  a behavior  problem, 
and  the  others  are  noted  as  improved.  In 
the  author’s2  comparable  group  of  six  cases  of 
lead  encephalopathy,  there  were  no  deaths  and 
no  permanent,  detectable  neurologic  residua. 

Two  of  the  four  cases  reported  by  Karpinski5 
and  Bergstrom6  went  into  coma  after  the  intro- 
duction of  intravenous  versenate  in  glucose. 
The  actual  cause  of  the  coma  could  be  debated, 
but  the  coma  itself  should  not  be  disregarded. 
An  important  fact  is  that  the  coma  occurred 
after  the  patient  was  on  versenate  and  ver- 
senate did  not  prevent  it.  In  the  cases  reported 
by  the  author  no  coma  developed  after  the  in- 
stitution of  BAL  therapy.2 

Karpinski5  also  reported  that  one  of  his  patients 
developed  twitching  and  tremors  after  the  admin- 
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istration  of  versenate.  Although  these  tremors 
and  twitching  subsequently  disappeared,  the 
fact  remains  that  while  the  patient  was  on 
versenate  therapy,  neurologic  signs  appeared. 
In  the  author’s  series  treated  with  BAL  such 
neurologic  signs  and  symptoms  as  were  present 
disappeared  after  twenty-four  to  thirty-six 
hours,  and  none  appeared  during  therapy. 

The  most  striking  result  obtained  by  Kar- 
pinski  was  the  disappearance  of  blindness  in 
one  case.  In  a series  of  14  cases  reported  by 
the  author  it  was  noted  that  neurologic  signs, 
such  as  dragging  of  the  foot,  ataxia,  and  strabis- 
mus, disappeared  in  from  three  to  seven  days 
on  a regimen  of  high  calcium,  inorganic  phos- 
phate, and  vitamin  D alone.  In  Karpinski’s 
case  of  blindness  it  was  not  until  the  twelfth 
day  after  the  institution  of  versenate  that  the 
child  could  recognize  his  parents.  On  BAL 
therapy  neurologic  residua  disappeared  in  twenty- 
four  to  thirty-six  hours.2 

BAL  and  calcium  disodium  versenate  have 
both  been  used  to  delead  patients  with  chronic 
intoxication.  Bradley  and  Powell8  utilized  cal- 
cium disodium  versenate  orally  for  a period 
of  nine  days.  They  reported  an  increase  in 
urinary  lead  excretion  of  three  to  tenfold, 
and  maximal  excretion  was  reached  between 
the  second  and  fourth  day.  Thereafter  lead 
was  excreted  in  lesser  amounts,  but  the  value 
at  the  completion  of  treatment  was  still  well 
above  any  during  the  pretreatment  period.  Im- 
provement in  appetite  and  lessening  of  irrita- 
bility, vomiting,  and  blurring  of  vision  were  noted 
during  treatment.  No  adverse  effects  were  noted 
except  T-wave  changes  in  the  electrocardiogram 
during  therapy.  However,  recent  reports  indi- 
cate that  versenate  is  not  an  entirely  innocuous 
drug.  Dudley9  described  renal  damage  in  two 
cases  after  versenate  therapy;  Foreman10  and 
others  report  a case  in  which  renal  disturbance 
resulted  from  versenate  administration.  Through 
animal  experimentation  Foreman10  showed  that 
the  drug  can  cause  a toxic  nephrosis  consisting 
of  hydropic  degeneration  of  the  proximal  tubules. 

The  author  and  others11  have  reported  in 
detail  three  cases  of  chronic  lead  intoxication 
treated  with  intramuscular  BAL  for  a period 
of  twenty  days.  Resting  lead  output  was  raised 
three  to  sevenfold.  High  lead  levels  in  the  urine 
for  a given  case  did  not  tend  to  drop  appreciably 
during  the  treatment  period.  Akinetic  drop  sei- 
zures in  two  patients  and  vomiting,  constipation, 


and  pain  in  the  knees  in  the  third  disappeared 
during  treatment.  Roentgenographically  it  was 
demonstrated  that  BAL  removed  lead  from  its 
depot  sites  in  the  bones,  thus  reducing  the  active 
and  potential  dangers  of  lead  intoxication.  BAL 
itself  was  shown  to  be  a safe  therapeutic  agent 
in  that  no  clinical  side-effects  were  noted  and  ex- 
tensive studies  on  the  urine,  blood,  liver  function, 
and  spinal  fluid  were  normal. 

Lead  poisoning  is  a not  uncommon  problem 
in  pediatrics.  The  key  to  good  management  in 
acute  encephalopathy  is  prompt  diagnosis  and 
adequate  treatment.  The  price  of  a long  delay 
could  be  disastrous.  Institution  of  therapy  on 
the  basis  of  clinical  signs,  history  of  lead  in- 
gestion, and  roentgenograms  of  the  long  bones 
is  justified. 

The  author  feels  that  the  results  reported  in 
the  literature  give  adequate  basis  for  the  belief 
that  BAL  is  the  drug  of  choice  in  acute  lead  en- 
cephalopathy. The  dose  is  4 mg.  per  Kg. 
body  weight  of  a 10  per  cent  solution  of  BAL  in 
benzyl  benzoate  and  oil  intramuscularly  every 
four  hours  around  the  clock  for  ten  to  twenty 
days  continuously.  However,  treatment  of  lead 
intoxication  should  not  end  after  the  acute 
phase  has  been  controlled.  Accidental  or  inci- 
dental mobilization  of  lead  from  the  tissues 
at  any  time  may  lead  to  irreversible  and  often 
fatal  sequelae. 

A continuous  program  for  deleading  should  be 
instituted  for  all  patients  with  chronic  plumbism. 
Either  BAL  or  calcium  disodium  versenate  may 
be  used  for  this  purpose.  BAL  may  be  used  in 
courses  of  ten  or  twenty  days  as  described  above. 
Oral  calcium  disodium  versenate  should  be 
used  in  doses  of  50  to  75  mg.  per  Kg.  of  body 
weight  per  day  for  five  to  nine  days,  followed 
by  two  days  of  rest  before  the  regimen  is  re- 
peated. In  asymptomatic  cases  oral  calcium 
disodium  versenate  should  be  used.  In  patients 
with  definite  neurologic  residua  from  previous 
episodes  of  lead  encephalitis,  BAL  should  be 
employed. 

1130  Park  Boulevard 
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Medicine , Religion  Move  Closer  Together 


American  medicine  and  religion  are  in  closer 
accord  today  than  in  any  period  in  modern  times, 
according  to  the  Journal  of  the  American  Medical 
Association. 

A special  article  and  editorial  in  the  April  13 
Journal  discusses  the  growing  cooperation  between 
our  half  million  “men  in  black”  and  “men  in  white.” 

Perhaps  this  has  happened  because  the  individual 
is  re-emerging  from  his  “part-of-the-mass”  status 
which  came  with  mechanization  and  specialization 
of  society,  the  editorial  said.  With  leisure  time 
overtaking  working  time,  the  individual  shines 
again,  and  he  “wants  to  know  more  and  more  about 
himself  and  how  he  relates  to  all  men  and  all  things 
of  all  times.” 

In  fact,  medicine  and  religion  seem  to  be  on  the 
threshold  of  a “unified  field  theory”  of  faith  and 
health,  the  article  said.  At  the  same  time,  the  old 
concept  of  the  “godless  doctor”  is  dying.  For 
instance: 

A Chicago  physician,  Dr.  C.  David  Brown,  who 
participated  in  a two-and-a-half-hour  struggle  to 
revive  a young  man  whose  heart  had  stopped,  said, 
“Actually,  we  never  were  sure  throughout  that  we 
were  completely  alone  in  this  thing.  We  knew  we 
were  getting  some  guidance.” 

Clergymen  are  developing  a greater  interest  in 
medicine,  especially  in  the  field  of  mental  health. 
A number  of  rabbis  have  stepped  out  of  synagogue 
leadership  to  become  practicing  psychiatrists,  as 
have  at  least  six  North  American  Catholic  priests. 

Eleven  years  ago  the  recognition  of  religion  at 
New  York’s  Bellevue  Hospital  was  termed  unique 
because  all  patients  had  to  be  seen  by  a minister. 
Today  the  uniqueness  has  turned  into  an  “almost 
matter-of-fact  routine,”  the  article  said. 

On  May  8 Texas  Medical  Center’s  Institute  of 
Religion,  Austin,  celebrated  its  first  anniversary. 
In  this  institute  students  from  five  Texas  theology 
schools  are  trained  to  minister  to  the  sick,  while 
medical  students  are  offered  elective  courses  in 
religion  “to  help  them  learn  about  the  resources  the 
church  can  offer  them  in  their  practice.” 

The  new  National  Academy  of  Religion  and 
Mental  Health  has  been  organized  with  a member- 
ship of  400  clergymen  of  all  major  faiths,  400  mem- 


bers of  the  American  Psychiatric  Association,  and 
300  psychologists,  sociologists,  and  laymen. 
Regionally  there  are  similar  organizations  es- 
tablished to  coordinate  pastoral  care  and  clinical 
experience  through  seminars  or  training  in  hospitals. 

Most  clergymen  offer  only  moral  and  religious 
advice,  referring  potential  psychiatric  cases  to 
physicians.  This  has  evolved  into  a unique  service 
at  the  Marble  Collegiate  Church,  New  York  City, 
where  there  is  a full-time  staff  of  psychiatrists, 
psychologists,  and  ministers  offering  a “team 
approach”  to  all  who  seek  help. 

Members  of  both  groups  are  careful  not  to  in- 
fringe on  the  realm  of  the  other.  Yet  their  view- 
points are  so  overlapping  it  is  sometimes  hard  to 
tell  whether  it  is  a doctor  or  a clergyman  speaking. 

While  they  may  recognize  that  faith  is  an  element 
in  the  well-being  of  all  people,  ethical  ministers 
and  physicians  are  firmly  allied  against  the  “fake 
healers,”  whose  huge  fund-raising  exhibitions  ex- 
ploit the  superstitious  wishful  thinking  of  the  unin- 
formed and  misinformed.  Both  groups  are  working 
to  combat  the  “flamboyant  cultists.” 

Studies  to  correlate  more  fully  the  body  and 
spirit  already  are  underway,  the  article  said.  The 
Institute  of  Religion  in  Texas  is  laying  out  research 
projects  that  will  probe  more  deeply  into  the  care 
of  the  mentally  ill  and  the  relatively  unexplored 
ministerial  influence  on  the  aged  and  handicapped. 

Three  universities  (Yeshiva,  Harvard,  and  Loyola 
of  Chicago)  have  launched  a comprehensive  project 
aimed  at  standardizing  psychologic  training  of 
theological  students  of  the  three  major  U.S.  religions. 
The  study  is  being  financed  by  grants  from  the 
National  Institute  of  Mental  Health. 

Physicians  and  clergymen  interpret  clinical 
studies  now  underway  as  possible  doorways  to  the 
“unified  field  theory,”  the  article  said. 

Forerunner  in  this  “new  medicine”  is  Dr.  Hans 
Selye,  Montreal,  whose  experiments  point  up  stress 
as  a measurable  factor  in  gauging  an  individual’s 
physical  condition.  Conducting  detailed  research 
along  similar  lines  is  Dr.  Harold  G.  Wolff,  a neu- 
rologist at  Cornell  University  Medical  College. 
“His  thesis  is  that  hope,  like  faith  and  purpose  in 
life,  is  medicinal,”  the  article  concluded. 
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Recent  Advances  in  Surgery  of  the  Small  Intestine 

FRANK  GLENN,  M.D.,  AND  PETER  DINEEN,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery,  New  York  Hospital-Cornell  Medical  Center ) 


There  are  numerous  conditions  which  arise 
in  the  small  intestine  and  which  are  best 
corrected  by  surgery.  Because  this  part  of  the 
gastrointestinal  tract  plays  such  a vital  role  in 
digestion,  absorption,  and  water  and  electrolyte 
balance,  its  conservation  is  important  to  the  over- 
all body  economy.  Therefore,  both  anatomic 
and  physical  abnormalities  are  to  be  kept  in 
mind  in  evaluating  any  problem  that  may 
require  surgery  of  the  small  intestine. 

For  convenience  in  discussion,  the  more 
common  conditions  of  the  small  bowel  requiring 
surgery  have  been  listed  under  the  headings  of 
congenital,  trauma,  infection,  mechanical,  and 
neoplasms. 

Congenital 

Gross1  has  studied  carefully  the  various 
congenital  lesions  seen  at  the  Boston  Children’s 
Hospital.  Ninety-one  of  140  cases  of  atresia  of 
the  intestine  and  colon  occurred  in  the  jejunum 
and  ileum.  The  clinical  evidence  of  intestinal 
obstruction  became  evident  in  every  case  within 
one  to  two  days.  The  diagnosis  is  usually  quite 
readily  made  by  history  of  small,  dry  bowel 
movements,  vomiting  feedings,  and  often  colic. 
Examination  reveals  a distended  abdomen  if  the 
atresia  is  low.  X-ray  examination  can  be 
helpful  in  confirming  the  diagnosis  of  obstruction. 
Early  operation  is  mandatory,  and  time  should 


not  be  wasted  on  laboratory  studies  which  aim 
to  localize  the  level  of  obstruction. 

Adequate  preoperative  hydration  is  important, 
and  the  prophylactic  use  of  antimicrobial  drugs 
is  indicated  because  of  the  general  debility. 
The  abdomen  is  explored  through  a rectus 
incision.  If  the  atresia  is  high  in  the  jejunum 
or  in  the  duodenum,  a side-to-side  anastomosis 
should  be  carried  out.  The  atretic  area  should 
not  be  removed  but  simply  bypassed.  In  the 
lower  jejunum  or  ileum  either  an  exteriorization 
procedure  or  side-to-side  anastomosis  can  be 
carried  out.  It  has  been  our  experience  that 
this  decision  depends  on  the  condition  of  the 
patient  and  also  on  the  condition  of  the  intestines 
that  must  be  used  for  anastomosis  if  the  latter 
procedure  is  elected.  It  should  be  noted  that 
there  is  a significant  incidence  of  multiple 
atresias  in  this  group. 

Congenital  stenosis  of  the  small  intestine  and 
intestinal  atresia  are  probably  of  similar  origin. 
The  nature  and  degree  of  obstmction  are  de- 
pendent on  the  amount  and  location  of  the 
stenosis.  The  more  severe  cases  of  stenosis 
may  mimic  atresia.  The  less  stenosis  present, 
the  more  likely  it  is  that  symptoms  will  occur 
later  in  life.  About  10  per  cent  of  the  cases  re- 
ported by  Gross  presented  themselves  after  one 
year  of  age.  The  surgical  treatment  is  deter- 
mined by  location  of  the  lesion  and  age  and 
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condition  of  the  patient.  The  more  severe 
stenoses  are  treated  the  same  as  the  atresias. 
In  the  older  age  group  (in  which  the  obstruction 
is  more  chronic  and  low  grade),  primary  re- 
section can  be  done.  An  attempt  at  direct 
treatment  of  the  stenotic  area  by  some  plastic 
procedure  is  not  generally  recommended  since 
this  is  often  followed  by  disappointing  results. 

Malrotation  of  the  intestines  has  been  well 
outlined  by  Gross.  The  treatment  of  this 
condition  which  is  most  widely  used  is  the  Ladd 
procedure,  an  aseptic  method  of  relieving  the 
obstruction.1  Malrotation  should  be  considered 
whenever  there  is  a high  duodenal  obstruction. 
At  operation  it  is  important  to  reduce  any 
small  bowel  volvulus  and  to  be  sure  that  all 
congenital  bands  crossing  the  duodenum  from 
the  colon  are  divided.  This  allows  the  right 
colon  to  go  to  the  left  side  of  the  abdomen  and 
leaves  the  duodenum  unobstructed. 

Omphalomesenteric  duct  anomalies  (including 
Meckel’s  diverticulum)  are  relatively  uncommon. 
Moore2  recently  reported  a series  of  46  sympto- 
matic cases.  In  this  carefully  studied  group 
certain  interesting  facts  were  brought  forth. 
There  were  ten  instances  of  persistent  omphalo- 
mesenteric duct,  five  cases  of  diverticulum 
attached  to  the  umbilicus  by  a fibrous  cord,  and 
31  classic  Meckel’s  diverticula.  Eighty  per  cent 
of  these  patients  were  males,  and  about  an 
equal  number  were  under  the  age  of  fifteen  years. 
The  most  frequent  symptoms  were  intestinal 
obstruction,  abdominal  pain,  and  melena.  The 
most  common  mucosal  lining  was  ileal  (34  cases) 
or  gastric  (18  cases).  In  many  instances  where 
heterotopic  mucosa  occurred,  ileal  mucosa  was 
also  present.  The  surgical  treatment  depends 
on  the  exact  condition  present,  but  diverticulec- 
tomy  or  segmental  resection  are  the  procedures 
of  choice.  The  former  is  preferred  if  it  can  be 
carried  out. 

Cornell  and  Barnes3  have  reviewed  100  cases 
of  Meckel’s  diverticulum  treated  between  1932 
and  1952  at  the  New  York  Hospital-Cornell 
Medical  Center.  Thirty-four  of  these  were 
symptomatic.  There  were  15  instances  of 
diverticulitis,  six  of  obstruction,  and  18  of  hetero- 
topia. Because  of  the  high  incidence  of  com- 
plication (34  per  cent)  in  this  condition,  it  is 
our  policy  to  remove  all  Meckel’s  diverticula 
when  encountered  if  there  is  no  strong  contrain- 
dication. However,  we  do  not  perform  a diver- 
ticulectomy  or  resection  in  the  presence  of 


another  major  surgical  procedure  as  a matter  of 
routine.  We  prefer  to  reoperate  on  the  patient 
at  a later  date  when  the  intestinal  tract  is 
prepared  both  mechanically  and  chemically. 

Duplications  of  the  alimentary  tract  may 
occur  anywhere  from  the  mouth  to  the  anus 
but  are  seen  with  greatest  frequency  in  the  small 
intestine.  They  may  become  symptomatic  at 
any  age  but  more  commonly  in  childhood. 
Duplications  have  certain  constant  findings : 

(1)  they  always  possess  a smooth  muscle  layer, 

(2)  there  is  always  a mucosal  lining,  and  (3) 
with  great  regularity  they  are  closely  attached  to 
the  gastrointestinal  tract  at  some  point.  The 
most  frequently  encountered  symptoms  are 
intestinal  obstruction,  pain,  and  bleeding.1'4 
The  treatment  of  this  anomaly  is  surgical. 
Since  in  most  cases  one  wall  of  the  duplication  is 
for  all  purposes  common  with  the  adjacent 
gastrointestinal  tract,  resection  of  that  portion 
should  be  carried  out. 

Trauma 

Injuries  to  the  small  intestine  are  usually 
penetrating  in  nature.  However,  some  do  occur 
as  the  result  of  closed  injuries  (blunt  force). 
Because  of  the  disastrous  results  perforated 
intestine  may  have,  a high  index  of  suspicion 
and  early  operation  are  the  most  important 
factors  in  therapy.5  After  preparing  the  patient 
for  surgery  (combating  shock,  evacuating  the 
stomach,  starting  antitetanus  and  antimicrobial 
therapy),  the  abdomen  is  opened  through  an 
incision  placed  to  give  the  maximum  exposure. 
The  viscera  are  inspected  carefully  and  the 
perforations  of  the  small  intestine  sutured  if 
possible,  or  the  segment  is  resected  and  an  end-to- 
end  anastomosis  performed.  It  is  advantageous 
to  treat  peritonitis  immediately  by  instilling 
100  cc.  of  a 1 per  cent  solution  of  neomycin 
sulfate  into  the  peritoneal  cavity  at  operation. 
Postoperative  treatment  consists  of  nothing  by 
mouth,  continuous  gastric  decompression  by 
nasogastric  tube,  parenteral  fluids,  and  anti- 
microbial drugs. 

Infection 

Infections  of  the  small  intestine  by  bacteria, 
protozoa,  and  even  viruses  are  probably  among  the 
world’s  leading  pestilences.  However,  as  a surgi- 
cal problem  infection  has  only  a rather  limited 
manifestation.  One  of  these  infections,  which 
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has  become  increasingly  severe,  is  pseudomem- 
branous enterocolitis.  Much  has  been  written 
on  this  subject.  The  etiologic  agents  most 
often  implicated  are  the  Staphylococcus  aureus 
and  the  gram-negative  enteric  organisms.  The 
pathogenic  or  predisposing  factors  are  usually 
ascribed  to  the  antimicrobial  drugs  and  preceding 
gastroi ntestinal  si  i rgery . 

The  clinical  picture  typically  is  one  of  sudden 
profound  shock,  massive  diarrhea,  and  often 
coma.  Although  these  events  are  all  frequently 
encountered  in  enterocolitis,  it  is  not  necessary 
for  the  condition  to  follow  chemotherapeutic 
drugs  or  intestinal  surgery.  This  has  been  well 
recorded  by  Prohaska,  Long,  and  Nelsen.6 
These  authors  feel  that  probably  the  Staph, 
aureus  (Micrococcus  pyogenes)  is  the  etiologic 
agent  in  the  great  majority  of  cases  and  that 
this  organism’s  enterotoxin  is  a strong  contribu- 
tory factor  to  the  collapse  and  fatal  outcome. 

The  treatment  of  this  emergency  used  at  the 
New  York  Hospital-Cornel!  Medical  Center  is 
(1)  to  stop  all  antimicrobial  drugs,  (2)  to  replace 
fluid  and  electrolyte  loss  and  maintain  blood 
pressure,  (3)  to  obtain  a smear  and  culture  of  the 
stool,  and  start  erythromycin  or  novobiocin  by 
mouth  or  parenterally  as  indicated,  and  (4)  give 
corticotropin  if  the  patient’s  condition  is  deterio- 
rating even  after  the  start  of  these  measures.6 
This  latter  step,  which  was  reported  by  Prohaska 
et  al.,7  is  most  dramatic  and  lifesaving.  The 
moribund  patient  can  be  rapidly  reprieved. 

One  very  interesting  recent  advance  in  surgery 
of  the  intestine  was  reported  by  Cohn.8  Using 
mongrel  dogs,  he  devascularized  a segment  of 
small  intestine  which  became  gangrenous  in  all 
untreated  dogs.  No  gangrene  occurred  in  those 
animals  that  received  intraluminal  tetracycline 
at  operation  and  by  intraluminal  tube  for 
forty-eight  hours  postoperatively.  The  con- 
clusions from  this  study  strongly  suggest  that 
bacterial  infection  (and  subsequent  thrombosis 
of  the  arterioles)  is  the  important  cause  of 
gangrene  in  strangulation. 

Regional  enteritis,  first  clinically  characterized 
by  Crohn,9  recently  has  been  the  subject  of  a 
review  by  him.  The  typical  lesion  is  a non- 
caseating,  tubercle-like  granuloma.  There  is  no 
apparent  relationship  to  tuberculosis,  syphilis,  or 
sarcoidosis.  The  terminal  ileum  is  most  com- 
monly involved,  but  other  areas  (skip  areas)  of 
the  small  and,  occasionally,  the  large  intestine 
may  be  involved  also.  The  disease  is  associated 


with  frequent  recurrences,  abdominal  abscesses, 
and  internal  and  external  fistulas.  There  appears 
to  be  no  specific  therapy,  and  all  medical  treat- 
ment is  supportive  in  nature.  Because  of  the 
high  incidence  of  exacerbations  and  recurrence  of 
ileitis,  surgery  is  directed  toward  the  complica- 
tions of  the  disease.  It  is  the  policy  of  this 
medical  center,  as  well  as  many  others,  to  defer 
surgery  if  possible  until  the  disease  process  is 
“burned  out,”  i.e.,  until  there  are  no  recurrences 
for  a prolonged  period.  It  now  seems  likely  that 
resection  of  strictured  areas  can  be  done  with 
much  less  risk  under  these  circumstances. 

The  operation  of  choice  in  regional  ileitis  is 
right  hemicolectomy  (including  a long  segment  of 
grossly  “normal”  ileum)  and  end-to-end  ileo- 
transversostomy. 

Davis,  Dockerty,  and  Mayo10  studied  the 
myenteric  plexus  in  24  cases  of  regional  enteritis 
and  24  cases  of  normal  small  bowel.  They 
discovered  that  in  regional  enteritis  there  were 
three  times  the  normal  number  of  ganglion  cells 
present.  The  significance  of  this  is  not  yet  clearly 
understood. 

Mechanical 

Superior  mesenteric  artery  occlusion  by  an 
embolus  is  one  of  the  great  abdominal  catas- 
trophes and  pressing  surgical  emergencies. 
There  is  no  effective  treatment  other  than 
surgical  for  this  condition.  The  practice  at  this 
center  is  to  operate  at  the  earliest  possible 
moment — within  one  to  two  hours.  The  small 
bowel  is  found  to  be  dusky,  and  there  is  no 
pulsation  of  the  arteries  in  the  mesentery  or  in 
the  arcades  of  the  small  intestine.  In  those 
cases  where  frank  gangrene  is  not  present,  it  is 
our  practice  to  visualize  the  superior  mesenteric 
artery,  feel  for  the  embolus,  do  an  arteriotomy, 
and  remove  the  embolus.  A polyethylene  or 
rubber  catheter  is  then  placed  in  the  distal 
artery,  and  this  is  perfused  with  saline.  The 
arteriotomy  is  closed,  and  the  distal  arteries  in 
the  mesentery  are  observed  for  pulsation.  If 
there  is  pulsation,  the  chance  of  viability  of  the 
bowel  is  quite  good.  If  this  course  of  action 
fails  or  if  the  bowel  is  obviously  necrotic,  re- 
section of  all  gangrenous  bowel  must  be  done. 

We  recently  have  had  a case  of  portal  vein 
thrombosis  following  splenectomy.  This  case 
presented  clinically  as  occlusion  of  the  superior 
mesenteric  vein  with  resultant  venous  throm- 
bosis in  the  mesentery  and  engorgement  of  the 
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bowel  with  secondary  adynamic  obstruction. 
At  laparotomy  a polyethylene  catheter  was 
introduced  into  one  of  the  mesenteric  veins,  and 
a continuous  drip  of  heparin  was  used  for  several 
days.  This  was  effective,  and  the  patient 
recovered. 

Intussusception  can  occur  at  any  age  but  is  by 
far  most  commonly  seen  in  infancy.  It  usually 
appears  in  otherwise  healthy  children  and  is 
heralded  by  abdominal  pain,  vomiting,  and 
blood  in  the  stool.  About  80  to  95  per  cent  of 
adult  patients  have  an  organic  cause.  However, 
only  about  5 per  cent  of  cases  in  infants  are 
attributable  to  any  pathologic  entity.11  Benign 
and  malignant  neoplasms  of  the  small  bowel  are 
the  cause  of  70  per  cent  of  intussusceptions  in 
adults.  Meckel’s  diverticulum  is  the  most 
common  organic  lesion  in  children.  The  type  of 
intussusception  most  frequent  in  adults  is 
enteric  (ileoileal),  whereas  in  children  ileocolic 
comprises  about  80  per  cent. 

It  is  generally  agreed  that  treatment  in  the 
adult  is  operative  with  removal  of  the  organic 
cause  and  any  devitalized  bowel.  In  the  case 
of  the  infant  there  is  a diversity  of  opinion. 
Ravitch  and  McCune12  have  advocated  a 
method  widely  used  in  Australia  and  Scandinavia 
in  which  the  intussusception  is  reduced  by 
hydrostatic  pressure  with  barium  under  fluoros- 
copy. This  method  has  been  used  successfully 
in  many  institutions  with  good  results.  Gross1 
has  outlined  his  reasons  for  preferring  to  operate 
on  these  patients  as  follows:  (1)  A considerable 
number  of  patients  come  to  subsequent  operation 
because  of  irreducibility  or  because  the  physician 
is  uncertain  that  complete  reduction  has  been 
effected,  (2)  colonic  inflation  has  a limited  effec- 
tiveness above  the  ileocolic  valve,  and  an  ileal 
portion  of  an  intussusception  may  be  left  un- 
reduced, and  (3)  an  existing  ileal  polyp  or 
Meckel’s  diverticulum  will  be  completely  over- 
looked, whereas  this  additional  pathologic  con- 
dition could  be  recognized  if  laparotomy  had 
been  performed.  At  this  center  we  are  inclined 
to  follow  the  latter  view. 

Neoplasms 

Tumors  of  the  small  intestine  are  relatively 
uncommon.  River  et  al.13  have  collected  1,399 
cases  of  benign  neoplasms  from  the  literature 
and  from  their  own  experience.  They  report 
that  adenomas  and  lipomas  are  the  most  fre- 
quently encountered.  Myomas,  fibromas,  and 


angiomas  are  next  in  frequency.  These  lesions 
are  more  often  found  in  the  ileum.  The  symp- 
tomatology includes  rectal  bleeding,  pain,  and 
often  intestinal  obstruction  because  of  intussus- 
ception. Although  occasionally  these  lesions 
can  be  demonstrated  on  x-rav,  this  is  usually  not 
the  case.  Often  the  vague  symptoms  lead  to 
roentgenographic  study  of  the  upper  gastro- 
intestinal tract.  When  this  shows  some  antral 
or  pyloric  spasm  (a  not  uncommon  finding  in 
small  bowel  neoplasms),  the  small  bowel  lesion 
may  be  overlooked. 

The  basic  treatment  of  all  benign  tumors  of 
the  small  bowel  is  surgical  extirpation.  If 
necessary,  multiple  resections  are  done  and 
continuity  re-established  by  anastomosis.  Me- 
chanical and  chemical  preparation  of  the  bowel 
prior  to  surgery  lowers  the  morbidity  of  the 
procedure. 

Polyposis  with  melanin  pigmentation  (Peutz- 
Jeghers  syndrome)  is  a hereditary  polyposis 
with  labial  and  oral  pigmentation.  The  in- 
testinal lesions  do  become  malignant. 

The  great  majority  of  malignant  tumors  of  the 
small  intestine  occur  either  as  lymphomas  or 
malignant  degeneration  of  pre-existing  benign 
tumors.  Warren  and  Littlefield14  reviewed  eight 
cases  of  malignant  lymphoma  of  the  small 
intestine  at  the  Lahey  Clinic.  Resection  of  the 
involved  area  was  the  preferred  procedure.  It 
is  of  interest  that  the  three  long-term  survivors 
did  not  receive  radiation  therapy  postoperatively. 

Because  of  the  usual  delay  in  treatment, 
carcinoma  and  sarcoma  of  the  small  intestine 
often  are  well  advanced  at  the  time  of  surgery. 
Resection  is  the  best  hope' of  obtaining  a cure. 

Raszkowski  and  Kent15  reported  three  cases 
of  leiomyosarcoma  of  the  jejunum.  They  re- 
emphasized that  one  of  the  great  problems  in 
treatment  is  the  long  delay  in  diagnosis.  They 
suggest  that  more  complete  small  bowel  x-ray 
studies  should  be  carried  out  when  there  is  a 
history  of  abdominal  pain  and  melena. 

In  1948  Eckel16  reviewed  the  experience  of 
this  center  with  all  primary  tumors  of  the 
jejunum  and  ileum.  At  that  time  there  had 
been  about  500,000  admissions  to  the  hospital 
since  1932.  Only  19  of  these  patients  had 
histologically  proved  small  bowel  tumors. 
Twelve  malignancies  were  encountered  in  this 
group.  Eight  of  these  were  resectable  with  five 
patients  surviving  two  years  or  more.  There 
were  six  adenocarcinomas,  four  lymphosarcomas, 
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one  leiomyosarcoma,  and  one  malignant  carcinoid 
tumor.  The  best  over-all  results  were  obtained 
in  the  adenocarcinoma  group. 

Four  of  the  seven  benign  tumors  were  leiomy- 
omas, and  there  was  one  each  of  lipoma,  fibroma, 
and  polyp.  The  results  of  this  study  stressed 
the  importance  of  careful  exploration  of  the 
intestinal  tract  at  operation  when  there  is  a 
history  of  intermittent  intestinal  obstruction 
and  melena. 

Su  mmary 

Congenital  lesions  of  the  small  intestine  are 
discussed,  and  the  surgical  treatment  of  each  is 
outlined. 

Trauma  to  the  small  bowel  following  both 
blunt  and  perforating  injury  necessitates  careful 
inspection  of  the  intestine  and  suture  of  all 
perforation  or  resection  of  the  involved  areas  if 
there  is  extensive  or  mesenteric  injury. 

Pseudomembranous  enterocolitis,  which  is 
more  frequently  seen  than  previously,  requires 
vigorous  treatment  by  fluid  and  electrolyte  re- 
placement, cessation  of  current  antibiotics,  and, 
if  necessary,  the  use  of  corticotropin. 

Regional  enteritis  still  presents  many  dif- 
ficulties because  of  its  tendency  to  recur.  Surgery 
is  deferred,  if  possible,  until  the  disease  is  “burned 
out.” 

In  mesenteric  infarction  due  to  superior 
mesenteric  artery  embolism,  embolectomy  is 
recommended  as  an  early  procedure.  If  this 
is  not  feasible,  resection  of  the  necrotic  bowel 
must  be  carried  out. 

Benign  and  malignant  tumors  of  the  small 


bowel,  although  rare,  usually  cause  intestinal 
obstruction  by  intussusception  and  melena. 
Resection  with  enteroenterostomy  is  the  treat- 
ment of  choice. 
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In  the  past  fifty-six  years  mortality  from  tuber- 
culosis has  declined  from  199  to  8 per  100,000 
population,  according  to  Health  Information 
Foundation.  While  this  is  remarkable  progress, 


the  Foundation  notes,  tuberculosis  is  still  a great 
health  problem,  with  100,000  new  cases  reported  in 
the  United  States  in  1955. — Health  Information 
Foundation 
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Case  History 

Dr.  Robert  H.  Huddle:  The  patient,  a sixty- 
three-year-old,  white  male,  a self-employed 
income  tax  consultant,  was  admitted  to  the 
hospital  with  a chief  complaint  of  low  back 
pain.  The  patient  admitted  that  he  had  had 
low  back  pain  for  several  weeks  but  that 
it  was  markedly  aggravated  by  a fall  in  his 
home  on  the  previous  night.  There  was  no 
radiation  of  the  pain  into  his  legs  and  no  ag- 
gravation of  the  pain  on  coughing  or  sneezing. 
The  pain  was  rather  severe  at  this  time  so 
that  he  could  barely  walk.  He  localized  the 
pain  in  the  lumbar  region.  The  pain  had  never 
been  this  severe  before. 

The  patient  had  been  in  his  doctor’s  office 
three  months  prior  to  this  admission,  at  which 
time  he  was  complaining  of  pain  in  the  right 
and  left  pectoral  region.  He  stated  that  a few 
days  prior  to  this  visit  he  had  fallen  in  his 
home  and  struck  his  anterior  chest.  This  pain 
had  been  of  a dull  aching  type  and  was  present 
most  of  the  time.  It  bothered  him  to  the  extent 
that  it  made  it  difficult  for  him  to  move  about. 
He  coughed  considerably,  but  the  cough  was 
no  worse  at  that  time  than  it  had  been  for  many 
years.  He  attributed  this  to  chronic  bronchitis 
and  heavy  smoking.  The  constant  coughing 
had  aggravated  the  pectoral  pain  considerably. 
At  the  time  of  that  office  visit  the  patient  was 
inebriated  and  admitted  that  he  was  a moderate 
drinker.  He  was  advised  to  enter  the  hospital 

* Department  of  Thoracic  and  Cardiac  Surgery,  St.  Mary’s 
Hospital,  Rochester,  New  York. 


at  that  time  for  further  examination,  but  he 
declined. 

On  three  later  occasions  he  was  seen  either 
in  the  physician’s  office  or  at  his  home  because 
of  mild  persistent  anterior  chest  pain  which 
was  aggravated  by  the  coughing.  The  chest 
was  strapped,  and  he  was  again  advised  to  enter 
the  hospital,  but  he  declined. 

He  finally  consented  to  have  a chest  x-ray, 
electrocardiogram,  and  upper  gastrointestinal 
series  in  a private  laboratory.  The  chest 
x-ray  was  read  as  being  essentially  negative. 
The  gastrointestinal  series  revealed  no  definite 
abnormality  of  the  esophagus.  However,  both 
on  fluoroscopy  and  on  the  film  there  appeared 
to  be  a large,  irregular  filling  defect  in  the  middle 
third  of  the  stomach.  This  involved  mainly 
the  lesser  curvature  and  the  posterior  wall. 
A moderate-sized  filling  defect  at  the  base  of 
the  duodenal  cap  was  also  noted.  The  emptying 
time  of  the  stomach  was  normal,  and  the  small 
bowel  pattern  was  unremarkable.  The  electro- 
cardiogram was  read  as  normal. 

On  the  day  of  the  patient’s  admission  to  the 
hospital,  his  physician  had  been  called  to  his 
home  regarding  the  onset  of  severe  back  pain 
following  a fall.  At  this  time  he  was  found 
lying  on  the  front  room  couch,  unable  to  sit  up. 
He  appeared  to  be  in  considerable  pain.  His 
wife  gave  the  information  that  he  had  been 
eating  very  little  since  he  was  last  seen  three 
months  ago  and  that  he  had  lost  approximately 
25  pounds  in  the  past  eight  weeks.  She  also 
said  that  her  husband  was  a very  heavy  drinker 
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except  for  the  three  months  of  the  year  in  which 
he  worked  on  income  tax  forms. 

His  past  history  revealed  that  he  had  been 
diagnosed  as  having  chronic  bronchitis  and 
myocarditis  when  he  was  discharged  from  the 
Army  after  World  War  I.  He  had  been  receiving 
a pension  for  this  disability  since  that  time. 
He  had  never  had  any  surgery,  and  he  denied 
any  other  significant  illnesses.  He  was  known 
to  be  allergic  to  penicillin.  His  cough  was 
chronic  in  nature  and  was  nonproductive. 
He  had  never  had  hemoptysis. 

Examination  revealed  a rather  obese  sixty- 
three-year-old,  white  male  with  acute  back 
pain.  Blood  pressure  was  120/80.  He  exhibited 
moderate  exophthalmos,  and  it  was  observed 
that  he  wore  glasses.  The  thyroid  gland  was 
not  palpably  enlarged.  There  were  no  palpable 
nodes  in  the  neck.  The  heart  sounds  were 
normal.  The  lung  fields  revealed  scattered 
dry  rales  in  both  bases.  The  breath  sounds 
and  percussion  note  were  normal.  The  abdomen 
was  protruberant  and  exhibited  no  scars.  The 
liver  extended  three  fingerbreadths  below  the 
costal  margin  and  was  felt  to  be  smooth  and 
nontender.  No  abdominal  masses  were  pal- 
pable. Rectal  examination  revealed  a moderately 
enlarged  prostate  which  was  rubbery  in  con- 
! sistency  and  presented  no  nodules.  There 
was  moderate  tenderness  in  the  left  lower  lumbar 
region  with  definite  spasm  of  the  left  lumbar 
muscles.  Straight  leg  raising  produced  pain 
on  the  left  side,  and  there  was  limitation  of 
straight  leg  raising  on  the  left  of  approximately 
: 30  degrees.  The  patellar  and  Achilles  reflexes 
L were  normal. 

The  patient  was  kept  on  bed  rest  with  bi- 
I lateral  Buck’s  extension.  X-rays  of  the  lumbar 
spine  revealed  moderate  osteoarthritic  changes. 
Gallbladder  visualization  revealed  marked  re- 
i duction  in  the  concentrating  power  of  the  gall- 
f bladder.  However,  no  calculi  were  visualized. 
The  kidney-ureter-bladder  film  revealed  no 
particular  localizing  intra-abdominal  signs. 
Urinalysis  showed  a specific  gravity  of  1.024,  a 
trace  of  albumin,  and  no  sugar.  Numerous 
bacteria  were  noted  in  the  microscopic  exam- 
ination. Hemoglobin  was  16  Gm.  or  102  per 
cent  Red  cell  count  was  5,100,000.  White 
cell  count  was  10,000  with  85  per  cent  poly- 
morphonuclears,  10  per  cent  lymphocytes,  and 
5 per  cent  monocytes.  Sedimentation  rate 
was  12.  The  acid  phosphatase  repeated  twice 


was  9 units.  Serum  calcium  was  10.3  mg. 
per  cent.  Serum  phosporus  was  3.5  mg.  per  cent. 
Alkaline  phosphatase  was  45  units.  Total 
protein  was  7.4  per  cent,  albumin  3.9  per  cent, 
and  globulin  3.5  per  cent.  The  serum  bilirubin 
was  0.5  mg.  per  cent.  Cephalin  flocculation 
was  negative  in  twenty-four  hours  and  2 plus 
in  forty-eight  hours. 

The  patient  responded  well  to  bed  rest  and 
Buck’s  extension.  Before  he  went  home  a 
gastric  analysis  was  done  which  revealed  no 
free  hydrochloric  acid  on  the  fasting  specimen. 
Total  acids  were  41 .5  degrees.  At  fifteen  minutes 
the  free  acid  was  30.8  degrees  and  the  total 
acid  was  23.52.  At  thirty  minutes  free  acid 
was  13.5  degrees  and  total  acid  was  35.5  degrees. 
A urine  culture  revealed  gram-negative  bacilli 
which  were  identified  as  Escherichia  coli  and 
were  susceptible  to  numerous  antibiotics. 

The  patient’s  medication  while  in  the  hospital 
consisted  of  Gantrisin  for  the  urinary  tract 
infection,  high  dosages  of  vitamins,  and  chloral 
hydrate. 

Because  of  the  abnormal  acid  phosphatase 
and  alkaline  phosphatase  levels  a genitourinary 
consultation  was  obtained.  The  patient  was 
discharged  eleven  days  after  admission  much 
improved. 

He  was  then  seen  at  home  on  several  occasions, 
and  it  was  observed  that  he  was  running  a rapidly 
downhill  course.  He  was  rather  anorexic  and 
very  weak.  An  internist  was  called  in  consul- 
tation, and  the  patient  was  again  hospitalized 
ten  days  after  being  discharged  from  the  hospital. 

There  were  no  further  significant  facts  ob- 
tained in  the  history  on  this  admission.  On 
examination  he  appeared  lethargic  and  weak. 
His  lungs  were  clear  to  percussion  and  auscul- 
tation, and  the  heart  sounds  were  essentially 
normal.  Examination  of  the  abdomen  revealed 
a very  large  liver  which  was  not  tender  and  which 
presented  an  irregular  surface.  There  was  no 
edema  of  the  extremities  and  no  other  significant 
findings.  Chest  x-ray  at  this  time  revealed 
accentuated  shadows  in  the  left,  liilus.  Films 
of  the  skull  did  not  reveal  any  evidence  of  meta- 
static disease.  Urinalysis  revealed  a specific 
gravity  of  1.020  with  a slight  trace  of  albumin 
and  a 1 plus  sugar.  There  were  numerous 
bacteria  noted  on  the  microscopic  examination. 
Hemoglobin  was  15.4  Gm.  Red  cell  count  was 
4,900,000.  White  cell  count  was  9,000  with  55 
per  cent  polymorphonuclears,  23  per  cent  stabs, 
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14  per  cent  lymphocytes,  and  8 per  cent  mono- 
cytes. The  sedimentation  rate  was  38.  The 
blood  glucose  level  was  103  mg.  per  cent.  Non- 
protein nitrogen  was  41  mg.  per  cent.  Serum 
cholesterol  was  120  mg.  per  cent.  Cholesterol 
esters  were  75  per  cent  of  the  total.  Acid 
phosphatase  was  2 units.  Alkaline  phosphatase 
was  8.8  units.  Total  protein  was  7.2  per  cent 
with  albumin  3.4  per  cent  and  globulin  3.8 
per  cent.  Serum  bilirubin  was  1.5  mg.  per  cent. 
Thymol  turbidity  was  5.7  units.  The  non- 
protein nitrogen  was  repeated  and  was  up  to 
54  mg.  per  cent.  The  patient  was  treated  with 
multivitamins  by  mouth,  high  dosages  of  vitamin 
B13  intramuscularh-,  and  10  per  cent  glucose 
in  water  intravenously.  Empirin  and  codeine 
were  used  initially'  for  pain  and  restlessness, 
and  later  Demerol  was  necessary. 

The  patient’s  course  was  steadily  downhill, 
although  he  remained  alert.  He  took  practically 
nothing  by  mouth  but  was  not  vomiting.  Six 
days  after  his  second  admission  while  attempting 
to  get  out  of  bed  the  patient  expired  suddenly. 

/ )f  scussion 

Dr.  Carl  J.  Lmpellitier:  As  I see  this  prob- 
lem, we  are  confronted  with  a progressive 
illness  in  a declining  sixty-three-year-old  al- 
coholic with  symptoms  which  began  approx- 
imate^' three  months  prior  to  his  demise.  I 
should  like  to  divide  the  problem  into  two 
categories,  one  of  which  focuses  our  attention 
above  the  diaphragm  and  the  other  below  the 
diaphragm. 

First,  with  regard  to  the  symptom  of  chest 
pain,  this  man  was  seen  primarily  with  pain 
in  the  chest,  which  was  described  as  trans- 
pectoral,  of  a dull,  aching  character,  and  ag- 
gravated by  motion.  We  know  that  this  patient 
had  sustained  trauma  to  the  chest,  and  we  also 
know  that  he  was  inebriated  on  several  occasions 
prior  to  and  during  this  traumatic  episode. 
I think  it  is  safe  to  rule  out  pain  as  a result 
of  trauma  in  this  particular  case  inasmuch  as 
the  protocol  states  that  it  occurred  two  days 
prior  to  the  trauma.  The  validity  of  this  remark 
has  to  be  questioned  seriously  because  of  the 
patient’s  alcoholic  habits. 

A second  type  of  chest  pain  which  comes  to 
mind  in  this  particular  case  is  that  of  pleural 
origin.  Since  no  history  of  an  acute  respiratory 
infection  preceded  this  pain,  I am  going  to 
dismiss  that  as  a cause. 


I would  consider  pain  of  cardiac  origin  next. 
The  normal  electrocardiographic  tracing  tends 
to  rule  out  any  significant  cardiac  disorder. 
We  know  that  the  Veteran’s  Administration 
has  given  this  man  compensation  for  “myo- 
carditis and  bronchitis”  for  many  years. 


I should  like  next  to  consider  the  pain  of 
mediastinal  disease.  Spontaneous  perforation 
of  the  esophagus  following  a bout  of  emesis, 
particularly  during  an  alcoholic  state,  usually 
gives  rise  to  very  severe  anterior  chest  pain. 
This  particular  diagnosis  can  be  discarded  in 
view  of  the  absence  of  findings  on  examination 
of  the  chest  and  on  the  chest  x-ray.  A dissecting 
aneurysm  of  the  aorta  should  be  mentioned, 
but  the  negative  chest  x-ray  and  the  essentially 
stable  cardiovascular  dynamics  throughout  the 
course  of  pain  would  place  doubt  on  this  as  a 
likely  cause.  The  presence  of  metastatic  disease 
involving  the  mediastinum  secondary  to  a 
primary  malignancy  elsewhere  can  give  rise 
to  chest  pain,  and  I believe  this  is  the  cause  of 
pain  in  tins  patient. 


Now  the  problem  of  cough.  Tins  man  had  a 
chronic,  nonproductive  cough.  I think  one  of 
the  important  things  to  remember  is  that  he 
was  a heavy  smoker,  and  this  is  probably  the 
cause  of  his  cough,  although  I feel  very  strongly 
that  something  else  was  superimposed.  Again 
we  are  reminded  of  his  disability  for  “bronchitis,” 
and  I suspect  that  there  has  been  some  sort  of 
smoldering,  low-grade  infection  in  his  tracheo- 
bronchial tree  if  for  no  other  reason  than  the 
chronic  irritation  of  heavy  smoking.  With 
regard  to  the  etiologic  possibilities  one  must 
certainly  consider  bronchiectasis.  This  is  usu- 
ally a disease  of  younger  people,  and  the  cough 
is  usually  productive  of  great  amounts  of  sputum. 
Could  this  be  an  asthmatic  cough?  We  know 
that  the  man  was  allergic  to  penicillin  and  that 
there  could  be  some  allergic  manifestations 
involved  in  the  cough.  I believe  tuberculosis 
is  ruled  out  on  the  basis  of  a lack  of  pulmonary 
infiltration  shown  by  the  x-ray  studies. 


We  now  arrive  at  the  problem  of  carcinoma. 
He  was  a heavy  smoker  and  certainly  was  not 
unlike  a patient  with  bronchogenic  carcinoma. 

I do  not  entirely  agree  with  the  benignity  of  the 
first  chest  x-ray.  I think  that  in  the  left  hilum 
there  is  an  infiltration  which  extends  in  a superior 
direction  and  is  probably  in  the  upper  lobe. 
There  are  no  other  evidences  on  the  chest  x-ray  to 
indicate  disease  other  than  tins  small  infiltration.  I 
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To  correlate  the  findings  with  regard  to  pain 
and  cough,  I should  like  to  presume,  therefore, 
that  we  are  dealing  with  malignant  disease  of 
the  lung  with  metastatic  involvement  in  the 
mediastinum.  Whether  this  is  primary  bron- 
chogenic carcinoma  or  metastatic  carcinoma  to 
the  lung  from  some  other  source,  I am  not 
particularly  sure  at  this  moment. 

I should  like  now  to  focus  our  attention  below 
the  diaphragm.  We  know  that  the  upper 
gastrointestinal  series  by  fluoroscopy  examination 
and  by  x-ray  did  not  reveal  any  abnormality 
in  the  esophagus.  An  abnormality  is  noted 
on  the  lesser  curvature  of  the  stomach  near  the 
antrum.  There  appears  to  be  some  change 
in  the  duodenal  cap  and  an  exaggerated  duodenal 
curve.  On  the  lateral  film  I get  the  impression 
that  something  is  pushing  the  stomach  forward. 

A very  serious  component  in  this  rather  rapid 
demise  is  the  very  severe  back  pain.  This  was 
severe  enough  to  necessitate  his  hospitalization. 
However,  at  that  time  the  initial  diagnostic 
workup  was  essentially  unremarkable  except 
for  an  enlarged  liver  which  was  described  as 
smooth  and  nontender.  There  was  moderate 
prostatic  enlargement.  Prior  to  this  time  there 
had  been  a 25-pound  weight  loss.  The  patient 
did  not  look  well,  and  he  was  anorexic.  The 
urine  examinations  suggest  a low-grade  infection 
which  could  be  secondary  to  the  prostatic 
enlargement.  The  elevated  alkaline  phosphatase 
suggests  an  obstructive  phenomenon  in  the 
hepatobiliary  system.  The  altered  protein  frac- 
tions in  the  blood  in  this  sixty-three-year-old 
patient  and  the  positive  thymol  turbidity  in- 
dicate hepatic  cellular  damage.  The  fasting 
achlorhydric  sample  tempts  one  to  consider 
gastric  carcinoma.  However,  the  additional 
studies  of  the  acid  in  the  stomach  do  not  cor- 
roborate this  opinion. 

During  his  last  hospital  stay  additional  studies 
were  performed.  The  liver  now  extended  ap- 
proximately five  fingers  below  the  costal  margin 
and  was  felt  to  be  nodular  in  configuration. 
An  x-ray  examination  of  the  chest  revealed 
that  the  previously  mentioned  lesion  in  the 
left  hilum  seemed  to  be  somewhat  more  apparent. 
There  is  some  difference  in  technic  in  these 
films.  However,  one  cannot  help  but  get  the 
impression  that  the  infiltration  has  now  become 
somewhat  more  nodular.  I feel  that  this 
represents  either  primary  bronchogenic  or  second- 
ary metastatic  carcinoma  in  the  lung.  The 


elevated  sedimentation  rate  and  the  increased 
number  of  stab  forms  in  the  blood  smear  suggest 
infection,  which  we  know  was  present  in  the 
genitourinary  tract.  The  acid  phosphatase  value 
was  normal  on  this  admission.  The  nonprotein 
nitrogen  values  remained  elevated  until  his 
demise.  Because  of  the  severity  and  persist- 
ence of  his  back  pain  and  because  of  the  derange- 
ment of  the  stomach  anteriorly  with  the  im- 
pression of  an  extrinsic  pressure  defect,  I feel 
that  this  patient  had  carcinoma  of  the  pancreas. 
I feel  that  there  were  generalized  metastases 
to  the  cardiac  and  periportal  lymph  nodes  and 
to  the  mediastinum  and  lung. 

Did  this  patient  have  primary  bronchogenic 
carcinoma?  I believe  the  tendency  to  correlate 
symptoms  and  signs  to  one  disease  is  probably 
a little  more  reasonable  than  trying  to  give  this 
man  two  lesions.  Although  this  may  be  para- 
doxic reasoning,  I think  the  idea  that  the  hepa- 
tomegaly in  alcoholics  must  be  cirrhosis  is  fal- 
lacious. Although  there  is  derangement  of  the 
tests  of  liver  function,  I am  sure  that  there 
are  many,  many  alcoholics  who  never  develop 
cirrhosis  of  the  liver.  I believe  that  the  en- 
larged liver  in  this  patient  wras  secondary  to 
obstructive  phenomena,  either  in  the  duct 
system  or  in  the  liver  proper,  that  is,  secondary 
to  metastatic  disease. 

Question:  Do  you  believe  there  was  meta- 
static disease  in  the  liver? 

Dr.  Impellitier:  Because  of  the  nodularity 
that  appeared  between  one  admission  and  the 
next,  I would  expect  that  there  has  been  some 
invasion  of  the  liver  substance  by  carcinoma. 

Question  : Is  that  more  likely  to  be  true  with 
a primary  abdominal  lesion  than  with  a primary 
pulmonary  lesion? 

Dr.  Impellitier:  Without  any  doubt  there 
can  be  a very  small  primary  bronchogenic 
carcinoma  with  extensive  metastatic  disease 
elsewhere.  I say  this  advisedly  because  I 
had  the  misfortune  of  doing  a laparotomy  on 
a patient  with  a lesion  very  much  like  tliis 
who  actually  had  primary  bronchogenic  car- 
cinoma with  enlarged  cardiac  and  periportal 
glands  which  created  a defect  in  the  stomach  wall. 

Diagnoses 

Clinical. — Bronchogenic  carcinoma  with  liver 
metastasis. 

Dr.  Impellitier. — Carcinoma  of  the  pancreas 
with  metastases  to  the  cardiac  and  periportal 
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nodes  and  to  the  mediastinum  and  lung. 

Anatomic.- — Primary  bronchogenic  adenocar- 
cinoma of  left  upper  lobe  bronchus  with  metastases 
to  the  hilar  nodes,  the  liver,  and  the  adrenals; 
benign  gastric  ulcer. 

Pathologic  Report 

Dr.  James  Mitchell:  This  was  the  body 
of  a sixty-three-year-old,  well-nourished  male. 
The  peritoneal  cavity  contained  approximately 
1 L.  of  thin,  straw-colored  fluid.  The  pleural 
cavities  showed  no  free  fluid  and  very  few  ad- 
hesions. In  the  subpleural  area  of  the  medial 
portion  of  the  left  upper  lobe,  just  above  the 
left  hilum,  there  was  noted  a yellowish-gray, 
rounded,  moderately  firm  mass  approximately 
4 cm.  in  diameter,  which  on  section  showed 
some  soft,  grayish  areas  of  degeneration  and 
necrosis.  A small  branch  of  the  upper  lobe 
bronchus  appeared  to  terminate  in  the  mass. 
The  glands  about  the  left  hilus  and  at  the 
bifurcation  were  enlarged  and  hard  and  on  section 
showed  many  small  grayish  foci  1 to  5 mm.  in 
diameter.  The  right  lung  showed  no  evidence 
of  consolidation  or  tumor.  The  major  bronchi 
were  patent. 

The  heart  showed  moderate  enlargement  of 
the  left  ventricles;  the  coronary  arteries  were 
patent  and  free  of  atherosclerosis. 

The  liver  was  greatly  enlarged  and  weighed 
approximately  3,500  Gm.  Its  surface  was 
fairly  smooth,  but  just  beneath  the  capsule 
there  were  numerous  grayish-white  nodules 
1 to  6 cm.  in  diameter.  On  section  practically 
the  entire  liver  was  replaced  by  various  sized, 
graj’ish- white,  soft,  and  firm  tumor  masses 
with  only  occasional  scattered  islands  of  normal 
liver  parenchyma. 

Both  adrenal  glands  were  enlarged,  and  both 
were  almost  entirely  replaced  by  a grayish-white 
tumor. 

The  kidne3’S  were  normal  in  size  and  on  section 
presented  a pale  red  color.  There  was  no  gross 
evidence  of  tumor  in  the  kidnej's. 

On  the  lesser  curvature  of  the  stomach  just 
above  the  pjdorus  there  was  noted  an  area  of 
ulceration  approximately  1.5  cm.  in  diameter 
with  some  induration  of  the  edges  and  some 
thickening  of  the  wall  of  the  stomach  surrounding 
it.  There  was  no  evidence  of  duodenal  ul- 
ceration. A few  small  esophageal  varices  were 
present,  but  there  was  no  evidence  of  hemor- 


rhage or  coffee-ground  material  in  the  stomach. 

The  prostate  was  of  approximately  normal 
size,  and  on  section  it  presented  a normal  gross 
appearance. 

At  the  time  of  autopsy  we  were  somewhat 
suspicious  of  the  lesion  in  the  stomach  and 
were  not  sure  whether  this  was  metastatic  in 
the  lung,  as  Dr.  Impellitier  has  mentioned,  or 
whether  this  was  a metastatic  carcinoma  in 
the  liver  from  the  stomach. 

Microscopic  sections  through  the  left  bronchus 
revealed  malignant  changes  in  the  mucous 
glands,  although  the  mucosal  lining  was  intact. 
The  malignant  changes  gave  the  appearance  of 
an  adenocarcinoma.  The  parenchyma  revealed 
further  adenomatous  carcinoma  with  several 
areas  of  necrosis.  Hilar  nodes  also  presented 
areas  of  anaplastic  tumor  with  a tendency  to 
glandular  formation. 

Sections  of  the  liver  and  both  adrenals  revealed 
extensive  tumor  involvement  and  again  pre- 
sented an  adenomatous  pattern. 

Several  sections  from  the  gastric  ulcer  failed 
to  reveal  any  evidence  of  malignancy. 

From  the  histologic  appearance  of  the  lesion 
I felt  that  it  was  a primary  bronchogenic  car- 
cinoma arising  in  the  submucous  glands.  One 
of  the  characteristics  of  the  adenocarcinoma 
arising  in  the  bronchus  is  its  tendency  to  early 
bloodborne  metastases,  whereas  the  squamous 
carcinoma  usually  spreads  by  direct  invasion. 
In  this  type  of  bronchogenic  carcinoma  the 
symptoms  are  frequently  directed  somewhere 
else,  such  as  the  brain  or  the  liver.  Fortunately 
this  lesion  comprises  only  about  9 to  12  per 
cent  of  bronchogenic  carcinomas. 

Summary 

Dr.  Impellitier:  There  are  several  comments 
I would  like  to  make.  I think  that  when  a 
male  patient  is  found  to  have  an  adenocarci- 
noma of  the  lung,  one  had  better  search  else- 
where for  a primary  tumor.  As  Dr.  Mitchell 
has  said,  the  incidence  of  adenocarcinoma  in 
the  male  is  very  low.  Adenocarcinoma  of  the 
lung  is  a disease  more  common  to  females. 
We  make  it  a rule  to  review  all  systems  in  any 
male  patient  who  presents  a pulmonary  lesion 
which  turns  out  to  be  a glandular  carcinoma. 

I am  still  disturbed  by  the  huge  filling  defect 
in  the  stomach,  but  apparently  it  was  due  to  the 
deformity  created  by  the  gastric  ulcer. 
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Traumatic  Fracture- Displacement  of  the  First  Fib 


E.  HARRISON  GRIFFIN,  M.D.,  AND  J.  F.  MINNIS,  JR.,  M.D.,  BROOKLYN,  NEW  YORK 


HPraumatic  fracture  of  the  first  rib  without  con- 
current fracture  of  the  clavicle  is  relatively  un- 
common, although  not  rare.1  In  the  great  majority 
of  cases  the  first  rib  fracture  is  linear  without  dis- 
placement and,  therefore,  presents  no  problem  in 
management.  However,  should  there  be  displace- 
ment of  the  fractured  ends,  particular  problems  are 
inherent  in  the  management.  To  our  knowledge  no 
case  of  fracture-displacement  of  the  first  rib  has  been 
reported  in  the  American  literature  in  the  past 
decade. 

It  is  well  to  review  the  anatomy  of  the  first  rib 
and  the  structures  of  almost  vital  significance  which 
are  associated  with  it.  The  first  rib  is  a broad  and 
flat  bone  which  is  curved  to  form  an  arc  of  180 
degrees.  The  neck  is  narrow  and  rounded;  the 
tubercle  is  located  on  the  outer  border.  There  are 
two  grooves  on  the  upper  surface  of  the  body  of 
the  rib,  the  more  anterior  for  the  subclavian  vein  and 
the  more  posterior  for  the  subclavian  artery. 
Between  these  two  grooves  on  the  inner  border  is 
the  scalene  tubercle,  located  at  the  junction  of  the 
anterior  and  middle  thirds  of  the  rib.  The  scalenus 
medius  and  the  first  digitation  of  the  serratus 
anterior  attach  between  the  rib  tubercle  posteriorly 
and  the  artery  groove  anteriorly.  The  scalenus 
anterior  is  attached  to  the  scalene  tubercle,  separat- 
ing the  subclavian  vessels.  The  phrenic  nerve, 
which  lies  on  the  anterior  surface  of  the  anterior 
scalene  muscle,  crosses  the  first  rib  posteriorly 
between  the  two  subclavian  vessels.  Just  inferior 
to  the  rib  is  the  cupula  of  the  pleura.  It  is  apparent, 
therefore,  that  fracture  with  displacement  of  the 
first  rib,  either  anterior  or  posterior  to  the  insertion 
of  the  scalenus  anticus,  may  cause  laceration, 
distortion,  or  compression  of  the  subclavian  artery 
and  vein,  phrenic  nerve,  or  pleura.  Awareness 
of  these  potential  hazards  will  stimulate  the  initi- 
ation of  preventive  and/or  corrective  measures 
early. 

Case  Report 

B.  D.,  a forty-year-old  female,  was  admitted  in 
shock  to  Kings  County  Hospital  on  August  11,  1955, 
three  hours  after  an  automobile  accident.  Shock 


was  successfully  and  promptly  corrected  by  trans- 
fusion of  whole  blood  and  plasma. 

Physical  examination  revealed  multiple  lacerations 
of  the  face,  tachypnea  and  dyspnea  of  moderate 
amount,  and  slight  to  moderate  paradoxic  respir- 
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Fig.  2.  Preoperative  film  showing  fracture-displace- 
ment of  the  first  rib. 


atory  motion  over  the  upper  half  of  the  left  anterior 
chest.  X-rays  demonstrated  fracture-displacement 
of  the  anterior  one  third  of  the  left  first  rib,  simple 
fractures  of  the  second,  third,  and  fourth  ribs 
posteriorly,  fracture  with  minimal  depression  of 
the  body  of  the  sternum,  slight  congestive  changes 
in  the  upper  half  of  the  left  lung  field,  and  fractures 
of  the  right  ulna  and  patella.  The  end  of  the 
distal  fragment  of  the  first  rib  was  palpable,  with 
some  subcutaneous  emphysema,  in  the  left  supra- 
clavicular fossa.  Xo  thrill  was  palpable,  nor  was 
there  an  audible  bruit  supraclavicularly.  Blood 
pressure  was  equal  in  both  upper  extremities.  There 
was  no  evidence  of  vascular  embarrassment  in  the 
left  upper  extremity,  and  neurologic  findings  were 
within  normal  limits. 

The  problems  at  hand  were  contused  lung, 
paradoxic  respiratory  movement,  and  prevention  of 
injury'  to  the  subclavian  vessels  by  the  fracture 
fragment.  The  paradoxic  respiration  was  not 
considered  to  be  of  sufficient  degree  to  indicate 
mechanical  chest  wall  stabilization  or  tracheostomy 
so  long  as  adequate  tracheal  toilet  was  maintained. 
The  patient’s  head  was  positioned  in  left  lateral 
and  anterior  flexion  to  relax  the  thoracocervical 
musculature  and  to  prevent  vascular  injuries. 
Antibacterial  therapy  was  instituted. 

After  about  one  week  the  patient  was  gradually 
allowed  to  move  her  head  and  neck  progressively 
so  that  in  three  weeks  she  could  accomplish  all 
motion  without  adverse  effects.  During  this 
time,  however,  the  posterior  end  of  the  fracture  had 
come  to  lie  just  beneath  the  first  layer  of  cervical 
fascia  at  the  medial  border  of  the  sternocleido- 
mastoideus,  which  had  become  somewhat  attenu- 
ated by  the  pressure  of  the  rib  fragment.  This 
abnormality  presented  a deformity'  on  the  left 
side  of  the  neck  which  was  of  considerable  cosmetic 


Fig.  3.  Postoperative  correction. 


annoyance  to  the  patient.  Because  of  the  patient’s 
occupation  as  a dancing  instructress,  we  were  of  the 
opinion  that  exploration  should  be  undertaken  on 
the  basis  that  shoulder  girdle  activity'  associated 
with  dancing  might  in  this  case  cause  vascular 
embarrassment. 

On  September  6 the  left  supraclavicular  fossa 
was  explored.  As  had  been  suspected,  fracture  was 
found  to  have  occurred  at  the  anterior  border  of 
the  scalenus  anticus.  The  subclavian  vein  lay' 
beneath  the  first  rib.  The  posterior  fragment  had 
been  drawn  medially  and  superiorly  so  that  it  was 
located  medial  to  the  sternocleidomastoideus,  which 
was  somewhat  attenuated  (Figs.  1 and  2).  No 
abnormalities  of  the  subclavian  artery'  were  en- 
countered. The  phrenic  nerve  was  not  identified. 
A subtotal  anterior  scalenotomy  was  performed,  and 
approximately'  1.5  cm.  of  the  tip  of  the  posterior 
fragment  of  the  rib  were  resected.  This  procedure 
appeared  to  provide  a satisfactory  cosmetic  result 
and  at  the  same  time  to  permit  adequate  protection 
for  the  subclavian  vessels. 

Recovery'  was  rapid  and  complete  (Fig.  3). 
The  patient  has  now  returned  to  her  former  pro- 
fession. 

Su  mmary 

A case  of  fracture  of  the  first  rib  with  displacement 
of  the  fragments  has  been  presented,  and  a plan  of 
management  has  been  outlined.  In  our  opinion 
indications  for  surgical  intervention  in  such  cases 
should  take  into  consideration  the  amount  of 
deformity,  embarrassment  of  vascular  or  neural 
structures,  and  potential  hazards  to  these  structures 
by'  the  patient’s  particular  occupation. 

Reference 

1.  Powell,  F.  I.:  Brit.  M.  J.  1:  282  (1950). 


More  than  22  per  cent  of  1956  U.S.  highway  deaths  occurred  on  Saturdays. 
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Coronary  Artery  Disease  and  Dietary  Fats 

NORMAN  S.  MOORE,  M.D.,  ITHACA,  NEW  YORK 


Recent  research  findings  in  the  critical 
factors  involved  in  coronary  artery  dis- 
ease have  brought  about  recommendations  for 
changes  in  our  eating  habits.  Is  the  epidem- 
iologic evidence  substantial  enough  to  convince 
clinicians  and  public  health  workers  to  change 
their  present  attack  on  coronary  artery  disease? 

In  answering  this  question,  Drs.  Yerushalmy 
and  Hilleboe  say  “no.”  Their  paper,  printed 
on  page  2343  of  this  issue,  states  that  scientific 
knowledge  is  not  complete  enough  at  present  to 
postulate  with  certainty  the  evolution  of  fatty 
diets  to  blood  lipids  to  atherosclerosis  to  cor- 
onary artery  disease.  They  state  that  until 
more  links  are  added  to  the  chain  of  cause  and 
effect  in  coronary  artery  disease,  we  should  not 
, proceed  too  far  too  fast  with  new  dietary  at- 
I tacks  in  coronary  artery  disease. 

This  opinion  agrees  generally  with  the  view 
of  Professor  May1  of  Iowa  who  gave  this  view 
in  a report  to  the  Council  on  Foods  and  Nutri- 
j tion  of  the  American  Medical  Association  on 
fats  in  the  diet  in  relation  to  atherosclerosis: 
“The  present  situation  demands  that  the  public 
> receive  guidance  from  competent  physicians 
■ in  the  interpretation  of  the  existing  but  frag- 
!'  mentary  knowledge  that  seems  to  bear  upon 
the  problems  of  atherosclerosis  and  coronary 

i artery  disease.  Exploitation  of  incomplete 
knowledge  for  the  purpose  of  competition,  or 
for  personal  recognition,  would  be  irrespon- 
sible and  detrimental  to  progress  in  conquering 
these  major  afflictions.” 


During  the  past  two  years  there  have  been 
numerous  public  statements  by  scientific  and 
other  writers  that  give  the  impression  that  the 
atherosclerosis  problem  has  been  largely  solved. 
If  one  were  to  believe  these  writers,  all  that  is 
needed  to  be  done  is  to  change  one’s  eating 
habits  to  include  a low-fat  diet. 

Unfortunately  scientific  proof  of  a causal  re- 
lationship between  fats  in  the  diet,  the  blood 
lipids,  and  coronary  artery  disease  is  still  lack- 
ing, although  there  are  promising  clues. 

The  wisdom  of  moderation  is  still  the  main- 
stay of  therapeutic  medicine,  and  this  applies 
to  the  use  of  special  diets  as  well  as  new  drugs 
in  the  treatment  or  prevention  of  coronary  artery 
disease.  Until  we  obtain  greater  insight  into 
the  cause  and  the  nature  of  coronary  artery 
disease  through  further  research,  we  must  con- 
tinue to  apply  existing  knowledge  intelligently 
and  with  diligence.  It  is  only  sound  medical 
practice  to  evaluate  sufficiently  each  new  ap- 
proach to  a problem. 

Therefore,  research  should  be  pressed  forward 
with  all  the  means  and  personnel  that  can  be 
mustered  so  that  we  may  learn  more  about  the 
control  of  coronary  artery  disease  and  so  that 
eventually  we  may  know  its  causes.  We  must 
be  careful  not  to  be  sidetracked  by  an  apparent 
answer  to  this  puzzling  question. 

Reference 

1.  Fats  in  the  Diet,  Bulletin  of  Council  on  Foods  and1 
Nutrition,  American  Medical  Association,  1956,  F56A,  p.  490. 
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Empathy  and  Sensibility  of  Heart 

COMMANDER  HARRY  A.  WILMER,  M.D.,  (mc)  USNR,*  BETHESDA,  MARYLAND 
( From  the  Naval  Medical  Research  Institute ) 


Where  is  the  knowledge  we  have  lost  in  informa- 
tion?— T.  S.  Eliot 

When  I was  a medical  student  before  the 
era  of  antibiotics,  it  was  generally  con- 
sidered that  among  the  highest  qualities  of  the 
physician’s  sensibilities  was  his  skill  at  the  art  of 
physical  diagnosis.  The  doctor  who  could 
detect  an  ailment  from  the  odor  of-  a patient’s 
breath  or  from  his  facies  or  from  the  position 
in  which  he  held  his  body  or  turned  his  eyes 
and  who,  walking  into  a room,  was  heard  to 
mutter,  “fetor  hepatica,”  “risus  sardonicus,” 
or  “uremic  fetor,”  moved  on  an  ethereal  plane. 

The  physicians’  reliance  on  his  physical  senses 
in  place  of  the  highly  complex  diagnostic  tools 
and  laboratory  technics  was  not  merely  a linger- 
ing nostalgia  for  the  days  of  their  teachers’ 
teachers,  but  it  was  a reaction  to  and  almost  a 
disdain  for  the  growing  medical  reliance  on 
technology  and  specific  drugs.  Perhaps  it  was 
the  voice  of  physicians  of  all  ages  saying,  “Re- 
member yourself,  and  use  yourself  in  the  diag- 
nosis and  care  of  your  patients.” 

As  the  years  passed  and  medicine  has  grown 
even  more  mechanically  complex  and  drugs 
more  marvelously  miraculous,  there  has  simul- 

* The  opinions  or  assertions  contained  herein  are  the 
private  ones  of  the  writer  and  are  not  to  be  construed  as 
official  or  reflecting  the  views  of  the  Navy  Department  or 
the  Naval  Service  at  large. 


taneously  developed  a deeper  interest  in  the 
human  side  of  medical  practice,  the  personal 
relationship  between  patient  and  physician. 
We  have  come  to  a time  when  the  therapeutic 
effectiveness  of  the  physician  himself  is  being 
given  its  deserved  attention. 

Without  the  quality  of  empathy  the  physician, 
except  in  emergencies  and  acute  illness,  may  be 
only  a highly  effective  technician.  Physicians 
often  consider  the  popular  alarm  about  the  state 
of  the  doctor-patient  relationship  in  terms  of 
economics.  I believe  that  it  is  not  the  rising 
costs  of  the  practice  of  medicine  that  account 
for  the  popular  anxiety  but  a fear  at  the  passing 
of  the  “doctor”  who,  relying  on  his  senses  and 
his  belief  in  himself,  gave  greater  relief  of  patients’ 
anxieties  than  all  his  drugs,  laboratories,  and 
chromium-plated  equipment  and  accessories. 
These  things  have  no  heart;  they  are  only 
“things.” 

When  a patient  is  thought  of  as  a “thing,” 
a “case,”  or  a “gallbladder,”  rather  than  Mr. 
Smith  or  Mrs.  White,  the  physician  is  often 
re-enacting  his  medical  school  experience  in 
which  the  professor  made  rounds  with  an  en- 
tourage of  so  many  students  and  staff  that  what 
was  being  seen  and  heard  was  the  case  and  not 
the  person.  The  patient,  because  of  the  very 
mass  of  people,  was  inhibited  from  communicating 
with  his  doctor  about  personal  things  that  made 
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him  different  from  the  “case”  in  the  next  bed. 

In  1772  John  Gregory,  professor  of  medicine  at 
the  University  of  Edinburgh,  wrote,  “I  now  come 
to  mention  the  moral  qualities  peculiarly  required 
in  the  character  of  a physician.  The  chief  of 
these  is  that  sensibility  of  heart  [italics  mine] 
which  makes  us  feel  for  the  distresses  of  our 
fellow  sufferers,  and  which  of  consequence 
incites  us  in  the  most  powerful  manner  to 
relieve  them.  Sympathy  naturally  engages  the 
affection  and  confidence  of  a patient,  which  in 
many  cases  is  of  the  utmost  consequence  in  his 
recovery.  Real  sympathy  is  never  ostentatious; 
on  the  contrary,  it  rather  strives  to  conceal  itself. 
The  insinuation  that  a compassionate  and  feeling 
heart  is  commonly  accompanied  by  a weak  un- 
derstanding and  a feeble  mind  is  malignant  and 
false.  Experience  demonstrates  that  a gentle 
and  human  temper,  far  from  being  inconsistent 
with  vigor  of  mind,  is  its  usual  attendant  and 
that  rough  and  blustering  manners  generally  ac- 
company a weak  understanding  and  a mean  soul, 
and  are  indeed  affected  by  men  devoid  of  magna- 
nimity and  personal  courage,  in  order  to  conceal 
their  natural  defects.”  Thus  wrote  the  professor 
over  one  hundred  and  eighty  years  ago. 

Sensibility  of  heart  is  an  ability  to  perceive  or 
receive  sensations,  a responsiveness  to  stimuli, 
a refined  sensitiveness  in  emotions.  The  pro- 
fessor was  writing  about  the  physician’s  heart. 
So  much  interest  has  been  devoted  to  the  psy- 
chology of  the  patient  that  the  psychology  of  the 
physician  has  been  somewhat  neglected.  But 
often  it  is  his  attitudes  and  feelings  which  deter- 
mine the  patient’s  attitude,  behavior,  and  indeed 
recovery. 

Studying  men  is  different  from  studying  soil, 
rocks,  chemicals,  and  animals.  “The  proper 
study  of  mankind  is  man,”  patient  as  well  as 
doctors.  Understanding  of  others  begins,  like 
charity,  at  home.  Every  psychiatrist  knows 
that  he  cannot  understand  his  patients  without 
understanding  himself.  Not  all  psychiatrists 
achieve  this,  and  not  all  physicians  know  this, 
but  many  achieve  it  nonetheless. 

The  scientific  observer  accustomed  to  scru- 
tinizing external  objects  must,  if  he  would  under- 
stand human  nature,  include  himself  as  an  object 
of  inquiry.  The  physician  needs  the  quality  of 
empathy,  which  is  perhaps  the  highest  quality 
in  understanding  human  nature.  That  the  ob- 
server should  be  a part  of  the  equation  is  of 


vital  importance  in  human  understanding. 

Doctors  can  write  “orders”  on  order  sheets, 
but  they  cannot  “order”  human  conduct  unless 
they  bring  themselves  into  the  equation. 

“We  may  give  advice,”  says  Poor  Richard’s 
Almanac,  “but  we  cannot  give  conduct.” 

Or  put  another  way,  by  Freud : 

Child:  “Mother,  can  you  order  me  to  do 

anything?” 

Mother:  “Of  course!” 

Child:  “No,  you  can  order  me  to  do  only 
what  I order  myself.” 

Now,  if  we  were  talking  about  neurophysi- 
ology, it  might  be  simpler.  Tell  a patient  to 
raise  his  arm.  Will  his  arm  raise?  Not  unless 
he  orders  his  arm  to  raise.  Then  his  central 
and  peripheral  nervous  system  responds,  sending 
out  impulses  to  the  muscle  fibers.  Is  it  so  different 
in  human  conduct? 

The  other  day  I told  my  seven-vear-old  son  to 
go  to  bed.  He  replied,  “You  can’t  make  me  do 
it.”  “But  son,”  I said,  “you  can  make  yourself 
do  it.”  This  was  followed  by  his  momentary 
reflection,  and  he  nodded  and  went  to  bed, 
satisfied  that  he  had  yielded  not  to  my  command 
but  to  his  own.  Is  it  so  different  in  the  hospital? 
Are  patients  so  different  from  children?  Are 
physicians  so  different  from  fathers? 

What  has  gone  wrong  in  the  human  equation? 
Have  we  tried  too  hard  to  give  conduct  rather  than 
help?  Have  we  tried  too  hard  to  demand  be- 
havior rather  than  to  expect  and  deserve  it? 
Have  we  believed  too  strongly  in  the  rational 
attitudes  and  taken  into  account  too  little  of  the 
irrational  aspects  of  life?  Reason  is  pleasant  and 
gratifying  to  the  physician  who  works  in  a 
highly  rational  field.  Paracelsus,  however,  ad- 
monished the  physician  thus:  “.  . .and  let  it  be 
no  laughing  matter  to  you  physicians,  you  who 
know  only  a small  fraction  of  the  power  of  will. 
For  the  will  is  a generator  of  spirits  of  a kind 
with  which  reason  has  nothing  whatever  to  do.” 
This  was  an  intuitive  understanding  of  the 
unconscious,  that  human  behavior  is  directed  by 
forces  that  often  are  unrelated  to  reason. 

Unless  the  doctor  himself  is  really  a part  of  the 
human  experience  in  the  doctor-patient  relation- 
ship, he  will  be  disturbed  by  “disobediences” 
which  he  will  never  comprehend  and  which  he 
will  deal  with  with  increasing  punitiveness, 
regimentation,  and  getting  tough.  This  will 
foster  the  very  disobedience  he  strives  to  control. 
It  would  be  impossible  to  be  punitive  and  sadistic 
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if  one  were  empathic.  No  clearer  statement 
of  the  empathic  relationship  is  to  be  found 
than  in  these  words:  Inasmuch  as  ye  have  done 
it  unto  one  of  the  least  of  these,  My  brethren,  ye 
have  done  it  unto  Me. 

The  German  psychologist,  Theodor  Lipps, 
originated  the  concept  of  empathy.  He  coined 
the  word  Einfuhlung  which  is  very  difficult  to 
define.  Einfuhlung  literally  is  “in-feeling,”  the 
mental  entrance  into  the  feelings  or  spirit  of 
another  person  or  thing,  an  appreciative  per- 
ception of  understanding. 

Empathy  is  derived  from  the  Greek  en  pathos, 
“in  suffering.”  It  is  an  intellectual  understand- 
ing of  what  is  inherently  foreign  to  our  own 
reality  experiences  in  other  people.  This  theory 
explains  the  imitative  responses  of  the  observer. 
The  theory,  as  originally  postulated,  suggested 
that  the  understanding  of  others  depends  on  the 
capacity  to  imitate  behavior,  not  consciously 
like  the  child  imitates  the  image  on  the  television 
screen,  but  rather  as  the  child  first  looking  into 
a mirror  is  struck  by  the  amazing  responsiveness 
of  the  image  in  the  glass.  While  the  actor 
by  a process  of  empathy  feels  the  part  he 
plays,  the  audience  may  imitate  the  facial  and 
bodily  gestures  of  the  actor,  or  the  spectator  at 
a football  game  may  wince  and  tend  to  fall  at 
a hard  tackle  as  if  it  wTere  he  who  was  hit.  The 
importance  of  the  two-sided  aspects  of  empathy 
is  that  while  the  doctor  understands  the  patient 
by  a process  of  empathy,  the  patient  responds  to 
the  empathic  reaction  of  the  physician.  This 
is  in  essence  how  the  physician  influences  his 
patient’s  feelings  and  behavior. 

The  word  empathy  is  modeled  on  the  word 
“sympathy,”  and  it  is  used  with  special  refer- 
ence to  esthetic  experiences,  for  example,  read- 
ing or  studying,  seeing,  and  hearing.  One  may 
thus  “feel  oneself  into”  what  one  observes  or 
contemplates.  The  physician  empathizes,  like 
the  actor  or  singer  feeling  the  part  he  is  perform- 
ing, as  a person  ministering  to  the  suffering.  This 
is  a temporary  identification  which  serves  the 
clinical  purpose  of  anticipating  what  the  person 
is  going  to  do.  The  empathic  physician  thus 
would  have  “in-feelings”  with  the  patient  and 
would  be  able  to  anticipate  behavior.  This 
has  been  commonly  referred  to  in  the  more 
pedestrian  term  of  “clinical  judgment.” 

Empathy  consists  of  two  acts,  an  identifi- 
cation with  the  other  person  and  an  awareness 
of  one’s  own  feelings  after  the  identification  and 


in  this  way  an  awareness  of  the  object’s  feelings. 
It  is  essential  to  understand  these  two  parts,  for 
the  observer’s  first  step  must  be  as  if  he  were  the 
observed  and  at  the  next  step  must  be  aware  of 
himself  as  separate,  as  an  observer.  In  the 
nonmathematic  life  of  human  behavior  it  is  not 
too  far  distant  from  Einstein’s  bringing  the 
observer  into  physical  existence  and  then 
separating  the  observer,  a sort  of  separation  in 
the  centrifuge  of  the  doctor-patient  relationship. 

A wise  person  has  said  that  no  matter  what  we 
teach  our  children,  they  insist  on  behaving  as 
we  do.  To  a measure  the  same  is  true  in  the 
doctor-patient  relationship. 

Some  people  shy  away  from  empathic  re- 
lationships with  others  out  of  fear,  uncertainty, 
anticipated  rejection,  or  hatred.  They  choose 
to  remain  outsiders  and  not  insiders.  They 
may  pull  themselves  into  their  own  shells, 
or  they  may  deny  that  close  warm  human  re- 
lationships can  really  exist.  They  cannot  trust 
the  other  person  because  they  cannot  trust 
themselves.  They  may  maintain,  moreover, 
that  the  other  person  and  not  themselves  is 
the  one  who  does  not  wish  to  be  understood. 
They  may  deny  that  it  is  even  possible  to  have 
an  empathic  understanding  of  people  because 
they  are  so  walled  in.  But  as  often  as  not,  it 
is  the  observer  rather  than  the  observed  who 
has  the  shell  and  the  reluctance  to  emerge. 
Particularly  this  can  be  true  in  the  practice  of 
medicine  where  the  physician  is  "always”  on 
safe  and  authoritarian  ground  with  his  stetho- 
scope or  his  white  coat. 

Traditionally  the  patient  is  expected  to  adapt 
himself  to  an  authoritarian  hospital  social 
structure.  The  patient  is  a medical  transient. 
He  is  expected  to  behave  and  to  get  well.  If 
he  fails  to  do  either  of  these,  he  may  run  the 
risk  of  inciting  anger  or  anxiety  in  the  hospital 
staff.  He  may  cause  them  to  be  depressed  or 
apprehensive  and  uneasy,  an  uneasiness  com- 
monly defended  against  by  aggressive  and 
"strong  forceful”  statements.  If  a patient 
behaves  differently  from  the  way  a physician 
expects  him  to,  the  patient  is  often  considered 
to  be  disagreeably  different. 

The  scientist  who  sets  up  an  experiment  to 
test  a hypothesis  may  find  that  his  results  are 
quite  unexpected  and  lead  to  a totally  different 
hypothesis,  which  must  be  tested  by  new  ex- 
periments. In  the  laboratory  it  is  the  unex- 
pected which  often  leads  to  discoveries  and  is 
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therefore  prized.  In  the  consulting  room  un- 
expected behavior  may  not  lead  to  the  same 
scientific  curiosity  but  to  covert  anger,  disap- 
pointment, and  even  hostility.  The  physician, 
accustomed  to  being  obeyed  and  having  his 
orders  followed,  may  not  easily  adjust  himself 
to  a fearful,  skeptical,  or  angry  patient,  and  rather 
than  disarm  the  patient  by  patience,  he  may 
incite  him  farther.  The  patient  is  much  more 
likely  to  resent  the  physician’s  attitudes  than 
his  fees  and  also  to  be  more  provoked  by  the 
tone  of  his  voice  and  manner  than  by  his  words. 

I am  quite  convinced  that  both  doctors  and 
patients  would  conduct  themselves  better  if 
there  were  a little  more  courage,  independence, 
and  freedom  of  communication.  If  patients 
felt  that  it  was  “safe”  to  talk,  to  say  what  they 
thought  without  fear  of  retaliation  from  the 
staff,  many  unfortunate  things  would  be  avoided. 
A measure  of  recalcitrance  is  a valuable  part  of 
human  makeup. 

When  a patient  is  particularly  difficult  to  man- 
age, especially  the  psychopathic  characters  com- 
ing from  broken  homes  and  shattered  childhoods, 
the  physician  often  wishes  he  would  go  away  or 
go  to  another  doctor.  Such  patients  are  a tor- 
ment and  a nuisance,  discipline  is  interfered  with, 
and  professional  dignity  may  be  ruffled.  Since 
the  doctor  “wants  no  more  of  him,”  he  may  un- 
consciously enter  a game  with  the  patient,  fos- 
tering his  bad  behavior.  In  their  angry  final  acts 
when  they  seek  another  doctor,  it  is  we  who  have 
often  done  the  rejecting,  for  their  desire  to  be 
loved  has  been  thwarted.  But  some  people  are 
so  difficult  to  love  ! 

Commonly  the  physician  does  not  realize 
what  his  words  mean  to  the  patient.  He  only 
thinks  of  wrhat  they  mean  to  himself.  This 
may  be  rationalized  by  professional  jargon  in 
discussing  the  disease  with  the  patient  in  lieu 
of  explanation  and  human  understanding.  If 
the  patient  doesn’t  understand,  it  is  often 
because  in  the  doctor’s  mind  there  is  no  patient, 
there  is  only  a medical  object,  a case,  a disease. 

A striking  example  of  the  failure  to  empathize 
and  perceive  what  the  other  feels  is  borne  out 
by  the  recent  clinical  experience  of  a pediatrician 
whose  patient  was  becoming  more  ill  after  each 
desensitization  shot  for  his  asthma.  A six- 
year-old  boy,  hospitalized  and  very  timid,  was 
told  each  day  that  he  was  getting  his  shot  to 
make  him  “better.”  One  day  a new  nurse 


began  to  talk  to  the  child,  and  finally  he  told 
her  why  he  was  getting  worse  instead  of  better. 
The  child  said,  “Why  do  they  keep  giving  me 
the  shots  to  make  me  better?  Have  I been 
bad  every  day?”  To  the  child  “being  better” 
meant  the  doctor  thought  he  had  been  “bad” 
and  kept  punishing  him  by  “giving  him  the 
needle.” 

The  enemy  of  empathy  is  the  all-embracing 
“I”.  I think,  not  he  thinks;  7 feel,  not  he  feels. 
The  appeal  of  the  “I”  is  almost  universal. 
The  radio  and  billboards  remind  us,  “Drive 
carefully;  the  life  you  save  may  be  your  own.” 

In  the  practice  of  medicine  it  is  the  human 
being  known  as  the  patient  who  is  of  foremost 
importance.  There  was  a time  in  the  early 
history  of  medicine  when  the  patient’s  soul  was 
most  important.  There  came  a time  when  his 
organs  and  cells  and  bacteria  were  most  impor- 
tant. Then  there  came  a period  when  some  pro- 
fessional people  began  to  talk  about  the  “total 
person”  and  “meeting  the  patient’s  needs.” 
But  the  total  person  is  never  understood  any 
more  than  a “complete  examination”  is  ever 
done.  They  are  workable  but  mythical  concepts. 
Meeting  the  patient’s  needs  is  important,  but 
it  is  even  more  important  to  know  which  needs 
should  be  met  and  which  should  not  be  met. 
Patient  “needs”  (whatever  they  may  be  at  the 
moment)  can  never  be  totally  met,  nor  should 
they  be,  for  some  can  be  healthy  and  some  neu- 
rotic. A patient  who  asks  for  a sleeping  pill 
may  not  need  the  pill  but  needs  a firm  “no” 
and  the  “ministry  of  listening.” 

The  patient’s  needs  can  only  be  understood 
by  an  empathic  doctor-patient  relationship. 
In  this  relationship  neither  physician  nor  patient 
must  despair,  for  we  seem  to  be  coming  painfully 
and  slowly  to  a period  of  time  in  medicine  where 
the  soul  of  man  is  once  more  the  interest  of  the 
physician.  Since  this  is  so,  more  intensely  will 
we  hear  the  cries  from  these  who  for  the  lack 
of  empathy  remain  islands  by  themselves. 

No  man  is  an  Hand,  intire  of  it  selfe;  every  man 
is  a peece  of  the  Continent,  a part  of  the  maine ; 
if  a Clod  be  washed  away  by  the  Sea,  Europe  is  the 
lesse,  as  well  as  if  a Promonlorie  were,  as  well  as  if 
a Mannor  of  thy  friends  or  of  thine  owne  were; 
any  man’s  death  diminishes  me,  because  I am 
involved  in  Mankind;  and  therefore  never  send 
to  know  for  whom  the  bell  tolls;  it  tolls  for  thee. — 
John  Donne 
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Following  is  a summary  of  the  minutes  of  the  May,  1957,  meeting  of  the  Council 
of  the  Medical  Society  of  the  Stale  of  New  York,  as  approved  June  13,  1957. 


The  Council  met  May  15,  1957,  from  2:15  to 
A 3 p.m.  in  the  Headquarters  Room,  Hotel  Statler, 
New  York  City,  Dr.  Thurman  B.  Givan,  president 
of  the  Society,  presiding.  Dr.  Givan  welcomed 
the  new  members  and  a guest,  Dr.  Elmer  Shelley, 
president  of  the  Medical  Society  of  the  State  of 
Pennsylvania. 

Secretary’s  Report 

Communications. — Dr.  Anderton  read  a letter 
of  May  3,  1957,  from  the  Medical  Society  of  the 
County  of  Kings,  transmitting  a report  of  its 
Board  of  Censors  regarding  the  Kings  County  Re- 
search Laboratory.  The  Board  of  Censors  stated 
it  had  no  constitutional  authority  to  make  the  study 
requested  in  March  by  the  legal  counsel  for  the 
laboratory. 

After  discussion  it  was  voted  that  the  secretary  be 
instructed  to  reply  to  Mr.  Levine  that  the  Medi- 
cal Society  of  the  State  of  New  York  does  not 
approve  or  disapprove  of  laboratories,  prosthetics, 
or  medicines. 

Dues  Remissions. — The  Council  voted  to  remit 
the  annual  State  dues  of  one  member  for  1956  and 
of  15  members  for  1957  because  of  illness,  to  remit 
1957  State  dues  of  24  members  because  of  service 
in  the  armed  forces,  and  to  rescind  previous  remis- 
sions of  1957  annual  State  dues  of  two  members  re- 
leased from  military  service.  It  was  voted  to  re- 
quest remission  of  the  American  Medical  Association 
dues  of  one  member  for  1956  and  of  29  members  for 
1957. 

The  Treasurer's  Report  was  accepted. 

Reports  of  the  Committees 

Economics:  Medicare  Program. — Dr.  John  C. 

McClintock  reported  that  funds  from  the  U.S. 
Department  of  the  Army  would  soon  be  received. 

Veterans  Administration,  Liaison  Subcommittee 
with. — Dr.  Herbert  H.  Bauckus  stated:  “I  come 

to  you  from  the  Veterans  Committee.  We  have  a 
request  from  the  Veterans  Administration  to  renew 
the  contract  of  Veterans  Medical  Service  Plan  of 
New  York,  Inc.,  for  the  year  ending  June  30,  1958. 
At  the  Board  of  Directors’  meeting  on  Sunday 
they  directed  me  to  sign  this  contract  with  the  ap- 
proval of  the  Council.  We  have  always  asked  for 
the  approval  of  the  Council.” 

Approval  was  voted. 

The  following  report  was  distributed  but  not  acted 
on: 


Veterans  Medical  Service  Plan,  Inc. 

Report  to  the  Council 

The  corporation  held  its  annual  meeting  in  the 
Empire  Suite,  Hotel  Statler,  New  York  City,  on  May 
12,  1957.  Seven  of  the  nine  members  were  present. 
Dr.  George  A.  Burgin,  chairman  of  the  State  Society’s 
Subcommittee  on  Liaison  with  Veterans  Administra- 
tion, was  present  by  invitation. 

In  order  to  establish  a close  working  relation  be- 
tween the  Plan,  the  Council,  and  the  House  of  Dele- 
gates, the  members  present  elected  Drs.  James 
Greenough  and  George  A.  Burgin  as  additional 
members  of  the  corporation. 

There  was  no  election  of  directors  since  the  present 
board  serves  until  the  next  annual  meeting.  The 
meeting  adjourned  at  3:15  p.m. 

The  Board  of  Directors  met  immediately  following 
adjournment  of  the  corporation.  The  following 
directors  were  present:  Drs.  Renato  J.  Azzari, 

Joseph  P.  Henry,  W.  P.  Anderton,  Arthur  H.  Stein, 
Carlton  E.  Wertz,  J.  Stanley  Kenney,  and  Herbert 
H.  Bauckus.  Drs.  Dan  Mellen  and  James  R. 
Reuling  were  excused.  Present  by  invitation  was 
Dr.  George  A.  Burgin,  chairman  of  the  Society’s 
Liaison  Subcommittee  with  Veterans  Administration. 

For  the  information  of  the  Board,  reference  was 
made  to  the  Eastern  Regional  Conference  on  Veter- 
ans' Affairs,  conducted  by  Dr.  Louis  M.  Orr’s 
American  Medical  Association  Committee  on  Fed- 
eral Medical  Services,  April  6,  1957.  Dr.  Burgin 
attended  that  meeting.  This  conference  has  been 
reported  to  the  Council  by  Dr.  McClintock  at  the 
April  Council  meeting.  As  you  may  recall,  it  is  the 
desire  of  the  American  Medical  Association  that 
states  be  made  aware  of  Veterans  Administration 
policies  relating  to  the  service-connected  disability 
of  the  veteran  and  the  dangers  of  the  present  trend  to 
treat  the  nonservice-connected  disability  as  well. 

I advised  the  Board  of  a new  policy  to  authorize 
so-called  long-term  outpatient  care  of  the  veteran. 
Beginning  in  July  of  this  year  authorizations  will  be 
granted  for  longer  periods  of  treatment.  This  will 
lessen  the  necessity  for  more  and  frequent  authoriza- 
tions in  a long-term  case.  As  far  as  I can  deter- 
mine, the  long-range  case  is  on  the  free  choice  of 
physician  principle  and  the  physician  will  then  be 
authorized  to  care  for  the  patient. 

Following  a brief  discussion  on  the  removal  of 
physicians  from  the  panel  for  infractions  etc.,  it  was 
explained  that  the  Plan,  in  cooperation  with  the 
Veterans  Administration,  handles  these  matters. 

I read  a letter  to  the  Board  from  Dr.  William 
L.  Holt,  Jr.,  Psychiatrist-in-Chief  of  the  Albany 
Hospital,  relative  to  the  refusal  of  payment  to  private 
physicians  on  the  Albany  Hospital  staff  for  admin- 
istration of  electric  convulsive  treatment  to  author- 
ized veterans  transferred  from  the  Veterans  Hospital 
to  the  Albany  Hospital,  the  transfers  being  made 
because  of  the  lack  of  proper  facilities  for  the  psy- 
chiatric care  and  treatment  of  female  veterans  in  the 
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Veterans  Hospital.  A letter  from  Dr.  Linus  A.  Zink, 
Acting  Assistant  Chief  Medical  Director  for  Oper- 
ations of  the  Veterans  Administration,  advised  that 
instructions  have  been  given  to  the  manager  of  the 
Albany  Veterans  Hospital  to  authorize  fees  to  at- 
tending psychiatrists  at  a rate  not  in  excess  of  that 
shown  in  the  approved  schedule  for  the  State  of  New 
York  when  service  is  furnished  under  the  circum- 
stances outlined  in  Dr.  Holt’s  letter.  Dr.  Holt  would 
like  to  know  if  the  Council  approves  of  their  stand 
in  this  matter. 

The  Board  discussed  the  revision  of  fees  for  hos- 
pital and  house  calls.  It  was  reported  that  hospital 
calls  have  already  been  raised  from  $3.00  to  $5.00, 
and,  on  motion  carried,  it  was  decided  to  request 
that  house  calls  be  raised  from  $4.00  to  $5.00.  A 
complete  revision  and  review  of  the  present  schedule 
under  Veterans  Medical  Service  Plan  was  suggested, 
but  it  was  felt  to  be  unnecessary  at  this  time. 

A request  for  a revision  in  the  fee  for  urethral 
catheterizations  on  house  calls  from  $4.00  to  $10 
was  reviewed.  After  a brief  discussion  this  matter 
was  referred  to  the  Liaison  Subcommittee  for  review 
and  suggestions.  If  the  request  for  a $5.00  fee  for 
house  calls  is  granted,  the  fee  for  urethral  catheteriz- 
ations on  house  calls  would  also  be  $5.00  without 
further  revision. 

The  Board  discussed  the  possibility  of  an  indi- 
vidual or  department  in  the  State  Society  assuming 
the  responsibility  of  the  correspondence  load  in- 
volved in  the  home  town  plan  program. 

A motion  was  passed  that  the  Council  be  asked  for 
the  present-day  opinion  on  how  the  veterans  home 
town  program  should  be  handled  from  now  on  in 
view  of  the  Medicare  program  being  handled  by  the 
State  Society  as  prime  contractor. 

The  Board  reviewed  certain  influences  in  the  poli- 
cies of  the  Veterans  Administration  relating  to  our 
plan.  After  a brief  discussion  a motion  was  passed 
authorizing  the  president  to  renew  the  contract  on 
its  existing  terms  and  to  sign  it  before  June  30,  1957, 
or  at  a time  when  in  his  discretion  it  should  be 
signed. 

A motion  was  carried  to  re-elect  the  present  in- 
cumbents in  office  to  serve  until  the  next  annual 
meeting  of  the  Board.  The  secretary  was  instructed 
to  cast  one  ballot  in  favor  of  the  re-election  of  the 
following  officers:  Dr.  Herbert  H.  Bauckus,  presi- 

dent; Dr.  Joseph  P.  Henry,  vice-president;  Dr.  W.  P. 
Anderton,  secretary,  and  Dr.  Renato  J.  Azzari, 
treasurer. 

There  was  presented  a report  on  the  authorizations 
in  the  four  branches  in  the  State.  These  figures 
indicate  about  the  same  tapering-off  as  last  year. 
About  $400,000  was  authorized  in  1956. 

Respectfully  submitted, 

Herbert  H.  Battckus,  M.D.,  President 

Malpractice  Insurance  and  Defense  Board. — 

Dr.  Joseph  A.  Lane  stated:  “This  is  not  a.  report, 
Dr.  Givan,  but  there  are  two  items  that  are  perti- 
nent to  the  Malpractice  Board.  One  is  that  the 
Malpractice  Board  requests  the  Council  to  appoint 
Mr  James  M.  Arnold  as  Indemnity  Representative 
for  the  coming  year.  At  the  death  of  Mr.  Wanvig 
he  was  appointed  only  until  this  meeting  of  the 
Council,  and  I believe  it  has  been  the  practice  to 
reappoint  him  annually.” 

After  discussion  Mr.  Martin,  the  counsel,  stated: 
“I  think  action  was  taken  at  the  last  Council  meet- 
ing  that  if  the  House  of  Delegates  had  any  thoughts 


contrary,  they  would  express  them.  Other  than 
that,  he  was  appointed,  and  he  continues  to  be. 
He  has  a vast  amount  of  continuing  business.  He 
is  just  appointed,  period.” 

Public  Health  and  Education. — Dr.  Henry  I. 
Fineberg  stated:  “Mr.  Chairman,  may  I report  for 
the  chairman  of  the  Committee  on  Public  Health 
and  Education.  Dr.  Moore  regrets  that  he  couldn’t 
attend  this  meeting.  He  has  asked  that  I bring  to 
your  attention  that  the  Sixth  National  Conference 
on  Physicians  and  Schools  will  be  held  at  Highland 
Park,  Illinois,  October  30  to  November  2.  He  re- 
commends that  Dr.  W.  E.  Ayling,  chairman  of  the 
School  Health  Subcommittee,  be  appointed  a con- 
sultant at  this  conference.  Dr.  Ayling  has  repre- 
sented the  State  Society  at  all  previous  conferences 
of  this  type.  I move  approval  so  that  they  can  go 
ahead  with  their  plans.” 

Approval  was  voted. 

New  Business 

American  Medical  Association  Convention  Ar- 
rangements Committee  Expenditure  Authorized. — 

Dr.  Gerald  D.  Dorman  stated:  “I  have  been  asked 
in  my  capacity  as  chairman  of  the  American  Medi- 
cal Association  Arrangements  Committee  that  we 
grant  $500  to  the  Golf  Tournament  because  they  are 
going  to  need  that  amount  in  order  to  put  it  over  at 
the  Westchester  Biltmore  Club  on  June  3.  The 
last  time  it  was  held  in  New  York,  they  received 
$650.  This  year  they  would  request  $500,  and 
I move  that  they  be  authorized  thus  from  the  funds 
appropriated  by  the  State  Society  and  the  local 
county  societies.” 

After  discussion  approval  was  voted. 

Representative  to  Nursing  Convention. — Dr. 

Raymond  S.  McKeeby  stated:  “Dr.  Givan,  I would 
like  to  ask  the  Council’s  permission  for  Dr.  Richard 
Bellaire  of  Saranac  Lake  to  represent  our  Society 
and  to  welcome  the  practical  nurses  at  their  con- 
vention next  week  at  Saranac  Lake.  Dr.  Greenough 
handed  me  the  invitation  about  three  weeks  ago, 
not  being  able  to  go.” 

Approval  was  voted. 

Keogh  Bill. — Dr.  Givan  stated:  “There  is  one 

thing  that  came  up  this  morning  that  I want  to 
speak  briefly  on.  It  is  a bill  by  Mr.  Keogh  on  re- 
habilitation of  the  crippled.  They  asked  that  we 
request  three  congressmen  to  help  pass  this  bill 
and  that  we  bring  it  up  before  the  American  Medi- 
cal Association  at  the  June  session.  We  asked  that 
the  Council  be  requested  to  implement  it.  What 
are  your  desires?” 

It  was  voted  to  approve  the  bill,  have  the  secretary 

write  to  the  congressmen  involved,  and  refer  it  to 

the  American  Medical  Association. 

Committee  Appointments. — Dr.  Givan  stated: 
Regarding  the  proposed  committee  appointments, 
you  have  them  before  you.  I think  we  can  post- 
pone most  of  them  until  next  month.  However, 
there  is  one  committee,  the  Nominating  Committee 
(on  page  14),  of  which  it  is  important  to  have  vour 
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approval  at  this  time,  because  it  has  to  be  published.” 
It  was  voted  to  approve  the  Nominating  Com- 
mittee as  on  the  tentative  list  distributed  to  the 
members  of  the  Council,  as  amended  by  President 
Givan. 

Dr.  Henry  I.  Fineberg  stated:  “As  you  remem- 

ber, the  House  of  Delegates  approved  that  the 
Legislation  Committee  be  enlarged  to  at  least  18 
members.  Could  those  names  under  the  Advisory 
Subcommittee  be  changed  to  members  of  the 
Committee  on  Legislation?” 

After  discussion,  the  matter  was  left  to  Dr.  Givan 
and  Dr.  Fineberg  to  determine. 

Invitations  to  Council  Meetings. — Dr.  Anderton 
stated:  “It  has  been  customary  to  invite  certain 

members  of  the  staff  of  the  Society  to  come  to 
meetings  of  the  Council.  I therefore  move  that 
the  Secretary  be  instructed  to  invite  to  meetings 
of  the  Council  during  the  Society  year  1957-1958 
the  following:  Dr.  Harold  B.  Smith,  Dr.  John  H. 

Iselin,  Jr.,  Dr.  Anthony  A.  Mira,  Mr.  George  P. 
Farrell,  Mr.  William  F.  Martin,  Mr.  Frederick  W. 
Miebach,  and  Mr.  Thomas  E.  Alexander.” 

After  discussion  approval  was  voted. 

Proposed  Changes  in  Titles  of  Licensing  Exami- 
nations.— Dr.  Anderton  stated:  “I  have  a letter 

from  Dr.  Stiles  D.  Ezell,  secretary,  Board  of  Medical 
Examiners  of  the  University  of  the  State  of  New 
York,  regarding  the  changing  of  the  name  of  one  of 
the  examinations  which  is  given  to  candidates  for 
the  license  to  practice  medicine,  and  he  wants  the 
approval  of  the  State  Society  for  the  proposed 
change. 


May  3, 1957 
Dear  Dr.  Anderton: 

The  Board  of  Medical  Examiners  is  desirous  of 
changing  some  of  the  designations  of  subjects 
given  in  our  licensing  examination.  For  instance. 
Dr.  Rose  would  like  to  change  the  designation 
“bacteriology”  to  “microbiology.”  It  is  also  sug- 
gested that  “diagnosis”  be  changed  to  “medicine 
and  diagnosis,”  and  “hygiene  and  public  health” 
to  “preventive  medicine  and  public  health.” 

Since  these  subjects  are  specifically  spelled  out  in 
the  law  at  the  present  time,  it  has  been  suggested 
that  Section  6507  of  the  Education  Law  be  changed 
to  read  as  follows:  “The  examination  shall  consist 

of  such  subjects  as  the  Commissioner,  on  the  recom- 
mendation of  the  Board  and  with  the  approval  of 
the  Regents,  shall  by  regulation  prescribe.  The 
Board  shall  submit  to  the  Department  lists  of  suitable 
questions  for  thorough  examination  in  such  subjects.” 
This  would  permit  changes  in  the  Commissioner’s 
regulations  at  any  time  upon  vote  of  the  Board  of 
Regents.  As  you  know,  it  is  quite  difficult  to  get 
changes  made  in  the  Education  Law,  and  the  Board 
of  Examiners  has  recommended  that  the  above  sub- 
stitution for  the  present  Section  6507  be  submitted 
to  the  Legislature  through  the  Department.  We 
would  like  to  have  the  opinion  of  the  Council  on 
this  matter  before  proceeding.  I am  submitting  this 
rather  early  so  that  we  may  meet  the  deadline  of 
November  1 for  Legislative  proposals  for  next  year. 

Very  truly  yours, 
Stiles  D.  Ezell,  M.D. 

Secretary,  Board  of  Medical  Examiners 

It  was  voted  to  refer  this  to  the  proper  committee. 

Woman’s  Auxiliary. — The  president  requested 
that  this  report  be  included  in  the  minutes. 


Pneumococcal  Parotitis  in  Young  Children 


Unilateral  swelling  of  the  parotid  gland,  appar- 
ently due  to  pneumococcal  infection,  recurred  de- 
spite good  initial  response  to  antibiotics.  One  of 
them,  a child  of  twenty-one  months  wUen  last  seen, 
had  fallen  at  eleven  months,  striking  his  jaw  on  a 
bed.  About  six  weeks  later  swelling  without  fever 
was  noted.  In  this  child  the  swelling  recurred 
three  times.  In  the  other  child,  four  years  of  age, 
there  had  been  five  previous  episodes  over  a two- 
year  period.  The  chief  peculiarity  of  these  cases 
was  the  etiologic  agent,  unusual  in  cases  of  this  kind. 
Dr.  Jeanne  Marcoux  Horan,  Tulane  University, 
New  Orleans,  says  there  were  no  peculiar  clinical 


characteristics  which  definitely  distinguished  them 
from  those  due  to  other  organisms;  systemic  symp- 
toms were  trivial.  Except  for  a plug  of  inspissated 
secretion  expressed  from  the  parotid  duct  in  the 
younger  child,  there  were  no  factors  apparent  which 
might  seem  to  predispose  to  recurrence.  This  child 
might  have  been  malnourished,  however,  and  suf- 
fered recurrent  respiratory  infection.  Recurrence 
despite  prompt  and  initially  effective  antibiotic 
therapy  suggests  some  factor  other  than  infection 
may  be  operative  and  indicates  a need  for  further 
investigation  in  such  cases. — Bulletin  of  the  Tulane 
University  Medical  Faculty,  November,  1956 
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Bemat  Abraham,  M.D.,  of  New  York  City,  died 
on  January  14  at  the  age  of  sixty-nine.  Dr.  Abra- 
ham received  his  medical  degree  in  1921  from  the 
University  of  Prague.  He  was  an  assistant  in  al- 
lergy at  the  Stuyvesant  Polyclinic  Hospital. 

Bernard  Barshay,  M.D.,  of  Beacon,  died  at  Castle 
Point  Veterans  Hospital  on  May  16  at  the  age  of 
fifty-four.  Dr.  Barshay  graduated  in  1927  from 
Tufts  College  Medical  School  and  interned  at  Beth 
Moses  Hospital.  He  was  pathologist  and  chief  of 
clinical  laboratory  services  at  the  Castle  Point 
Veterans  Hospital.  Dr.  Barshay  was  a Diplomate 
of  the  American  Board  of  Pathology  (Pathologic 
Anatomy),  a Member  of  the  College  of  American 
Pathologists,  and  belonged  to  the  American  Society 
of  Clinical  Pathologists,  the  Dutchess  County  Med- 
ical Society,  and  the  Medical  Society  of  the  State 
of  New  York. 

Peter  Paul  Baselice,  M.D.,  of  Astoria,  died  on 
January  26  at  the  age  of  fifty.  Dr.  Baselice  re- 
ceived his  medical  degree  from  the  University  of 
Rome  in  1935.  He  was  an  assistant  attending  in 
surgery  at  Columbus  Hospital.  Dr.  Baselice  was  a 
member  of  the  American  Academy  of  General  Prac- 
tice, the  American  Geriatrics  Society,  the  Morgagni 
Medical  Society  of  New  York,  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Marie  Anna  Bieber,  M.D.,  of  Phoenicia,  died  on 
May  5 at  the  age  of  seventy-three.  Dr.  Bieber  re- 
ceived her  medical  degree  in  1906  from  the  Univer- 
sity of  Freiburg.  She  was  a member  of  the  Ulster 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Carl  Alvan  Blackley,  M.D.,  of  Lockport,  died  on 
February  19  at  the  age  of  eighty-seven.  Dr. 
Blackley  graduated  from  Hahnemann  Medical 
College  of  Philadelphia  in  1896. 

E.  Howard  Burnes,  M.D.,  of  Rochester,  died  on 
May  20  at  the  age  of  seventy-three.  Dr.  Burnes 
graduated  from  Albany  Medical  College  in  1908. 
He  was  formerly  president  of  the  medical  staff 
and  chief  of  medical  services  at  the  Highland  Hospi- 
tal and  at  the  time  of  his  death  was  a consulting 
physician  at  Highland  Hospital.  Dr.  Burnes  was  a 
member  of  the  American  Academy  of  General  Prac- 
tice, the  Rochester  Academy  of  Medicine,  the 
Rochester  Pathological  Society  of  which  he  was  a 


past  president,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  M.  Casey,  M.D.,  of  Hudson  Falls,  died  at 
his  home  in  June  at  the  age  of  seventy-six.  Dr. 
Casey  graduated  in  1905  from  Albany  Medical 
College.  He  had  practiced  medicine  for  more  than 
fifty  years  and  was  a member  of  the  Glens  Falls 
Academy  of  Medicine,  the  Warren  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Pamag  Thomas  Daglian,  M.D.,  of  New  York 
City,  died  on  January  8 at  the  age  of  seventy-seven. 
Dr.  Daglian  received  his  medical  degree  from  the 
University  of  Beirut  in  1906. 

Irwin  Fisher,  M.D.,  of  New  York  City,  died  on 
December  18,  1956,  at  the  age  of  sixty.  Dr. 
Fisher  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  College  in  1920. 

Leon  G.  Fisher,  M.D.,  of  New  York  City,  died  on 
February  3 at  the  age  of  sixty-seven.  Dr.  Fisher 
graduated  in  1912  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons. 

Vernon  French  Goldson,  M.D.,  of  Jamaica,  died 
on  May  17  at  Mary  Immaculate  Hospital  at  the  age 
of  fifty-one.  Dr.  Goldson  graduated  in  1943  from 
Howard  University  College  of  Medicine.  He  was  a 
clinical  assistant  attending  physician  at  Queens 
General  Hospital  and  the  Hospital’s  Outpatient 
Department.  Dr.  Goldson  was  a member  of  the 
American  Academy  of  General  Practice,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

David  Goldstein,  M.D.,  of  Brooklyn,  died  on 
January  3 at  the  age  of  seventy-three.  Dr.  Gold- 
stein graduated  in  1906  from  Long  Island  College 
Hospital  Medical  School. 

Nathaniel  Michel  Japhe,  M.D.,  of  New  York 
City,  died  on  December  26,  1956,  at  the  age  of  fifty- 
two.  Dr.  Japhe  graduated  from  Long  Island  Col- 
lege Hospital  Medical  School  in  1926  and  interned 
at  St.  Peter’s  and  Long  Island  College  Hospitals. 
He  was  a member  of  the  Industrial  Medical  Associa- 
tion. 
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Meyer  Joseph  Katz,  M.D.,  of  New  York  City, 
died  on  December  30,  1956,  at  the  age  of  seventy- 
six.  Dr.  Katz  graduated  from  Jefferson  Medical 
College  in  1903. 

Raymond  Kempf,  M.D.,  of  Utica,  died  in  his  home 
on  May  20  at  the  age  of  sixty-nine.  Dr.  Kempf 
graduated  in  1910  from  New  York  University  and 
Bellevue  Hospital  Medical  College. 

Louis  Lesser,  M.D.,  of  New  York  City,  died  on 
December  28,  1956.  Dr.  Lesser  graduated  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1906. 

William  Henry  Marcy,  M.D.,  of  Buffalo,  died  on 
May  18  at  the  age  of  eighty-five.  Dr.  Marcy  grad- 
uated in  1893  from  New  York  Homeopathic  Med- 
ical College  and  Flower  Hospital.  He  was  a con- 
sultant in  surgery  at  Millard  Fillmore  Hospital. 
He  had  served  as  Fire  Department  surgeon  for 
thirty-six  years  and  retired  when  he  was  seventy. 
Dr.  Marcy  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Max  Morris,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 17,  1956,  at  the  age  of  sixty-five.  Dr.  Morris 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1914.  He  was  an  assistant  in  surgery 
at  Coney  Island  Hospital.  Dr.  Morris  was  a mem- 
ber of  the  Kings  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

George  Ernest  Muehleck,  M.D.,  of  New  York 
City,  died  on  June  6 at  the  age  of  sixty- three.  Dr. 
Muehleck  graduated  in  1918  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons.  He 
was  an  attending  in  surgery  at  Lenox  Hill  Hospital. 
Dr.  Muehleck  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  Society  for 
Thoracic  Surgery,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Anthony  Charles  Paris,  M.D.,  of  Buffalo,  died  on 
May  21  at  the  age  of  sixty-one.  Dr.  Paris  gradu- 
ated in  1925  from  the  University  of  Buffalo  School  of 
Medicine. 


Rudolf  Selig,  M.D.,  of  New  York  City,  died  on 
June  5 at  the  age  of  seventy-one.  Dr.  Selig  received 
his  medical  degree  from  the  University  of  Heidelberg 
in  1911.  He  was  a member  of  the  New  York  County 
Medical  Society  and  the  Medical  Society  of  the  State 
of  New  York. 

Austin  J.  Stillson,  M.D.,  of  Binghamton  and 
Windsor,  died  on  June  7 in  his  office  at  the  age  of 
seventy-seven.  Dr.  Stillson  graduated  from  the 
Medico-Chirurgical  College  of  Philadelphia  in  1901. 
He  was  a former  coroner  for  Broome  County  and  in 
1954,  1955,  and  1956  was  nominated  by  Broome 
County  Medical  Society  as  its  choice  for  New  York 
State’s  outstanding  practitioner.  He  was  a mem- 
ber of  the  Binghamton  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  W.  Thompson,  M.D.,  of  Mount  Vernon 
died  on  January  13.  In  1904  Dr.  Thompson  grad- 
uated from  Howard  University  College  of  Medicine. 

Robert  Grover  Ward,  M.D.,  of  Brooklyn,  died  on 
January  4 at  the  age  of  sixty-nine.  Dr.  Ward 
graduated  from  Long  Island  College  Hospital  Med- 
ical School  in  1912.  He  was  a member  of  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Wilson  Guyon  Wood,  M.D.,  of  New  York  City, 
died  on  June  7 at  Manhattan  General  Hospital  at 
the  age  of  seventy-seven.  Dr.  Wood  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1906.  During  World  War  I he 
was  medical  officer  of  the  Twenty- seventh  Engi- 
neers and  served  with  the  American  Expeditionary 
Forces  in  France  with  the  rank  of  major. 


Move  to  Hot  Climate  Can  Precipitate  Congestive  Failure 


Could  removal  to  an  excessively  hot  and  humid 
area  precipitate  congestive  failure  in  a cardiac  pa- 
tient? This  question  is  posed  in  the  Forum  sec- 
tion of  the  Diuretic  Review,  first  professional  jour- 
nal of  its  kind,  published  by  Lakeside  Laboratories, 
Inc.  The  response  is  affirmative  and  references  are 
made  to  recently  published  experience.  According 
to  one  investigator  patients  in  chronic  failure  ex- 
hibit decreased  sweating  under  any  conditions.  These 


and  other  circulatory,  respiratory,  and  neurologic 
effects  may  be  responsible  for  the  adverse  effect  of 
heat  and  humidity  in  chronic  disorders.  Patients 
with  light  decompensation  may  be  thrown  into 
acute  left  ventricular  failure  by  severe  atmospheric 
changes. 

Due  caution  is  desirable  when  cardiac  patients  ask 
advice  about  travel  or  change  of  abode,  the  Diu- 
retic Review  article  points  out. 
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Society  Nominating  Committee  Appointed 

The  Nominating  Committee  of  the  Medical  Society 
of  the  State  of  New  York  has  been  appointed  by 
Dr.  Thurman  B.  Givan,  president  of  the  Society, 
to  serve  for  the  year  1957-1958. 

The  committee  is  as  follows:  First  District — 
Dr.  Sol  Axelrad,  Woodhaven;  Second  District — 
Dr.  Leo  T.  Flood,  Hempstead;  Third  District — 
Dr.  John  C.  McClintock,  Albany,  chairman  of  the 
committee;  Fourth  District — Dr.  Walter  S.  Bennett, 
Granville;  Fifth  District — Dr.  Edward  C.  Hughes, 
Syracuse;  Sixth  District — Dr.  William  T.  Boland, 
Elmira;  Seventh  District — Dr.  Edward  T.  Went- 
worth, Pittsford;  Eighth  District — Dr.  Harold  F. 
Brown,  Buffalo;  Ninth  District — Dr.  Andrew  A. 
Eggston,  New  York  City,  and  members  at  large — 
Dr.  Robert  F.  Warren,  Brooklyn,  and  Dr.  Philip  D. 
Allen,  New  York  City. 

Course  in  Head  and  Neck  Cancer — A four- 
month  course  beginning  September  10  will  be  open 
to  eight  physicians  interested  in  head  and  neck 
cancer  and  will  be  given  at  the  Queens  Hospital 
Center.  Principles  of  radioactive  isotopes  as 
related  to  head  and  neck  cancer  will  be  taught 
didactically,  clinically,  and  with  laboratory  exer- 
cises. 

Requests  for  applications  should  be  sent  to  Dr. 
Philip  Kahan,  Supervising  Medical  Superintendent, 
Queens  Hospital  Center,  82-68  164th  Street,  Jamaica 
32,  New  York. 

Cancer  Course — A full-time,  three-day  course  in 
diagnosis  and  management  of  early  cancer  will  be 
given  at  the  Memorial  Cancer  Center  and  the 
Sloan-Kettering  Division,  Cornell  University  Medi- 
cal College,  New  York  City,  October  23  through 
' 25.  Emphasis  will  be  placed  on  technics  employed 
in  cancer  detection  and  diagnosis  suitable  for  use  in 
;!  the  private  office.  Instruction  will  be  given  by 
regular  members  and  consultants  of  the  Strang 
Cancer  Prevention  Clinic  and  by  members  of  the 
; various  services  of  Memorial  Cancer  Center.  Par- 
ticipation will  be  approved  for  credit  by  the  New 
York  State  Chapter  of  the  American  Academy  of 
General  Practice. 

Application  blanks  may  be  obtained  by  writing 
Dr.  Emerson  Day,  Memorial  Cancer  Center,  444 
East  68th  Street,  New  York  21,  New  York.  The 
completed  form  should  be  returned  directly  to  the 
Center. 

American  Board  of  Obstetrics  and  Gynecology — • 

Applications  for  certification  for  the  American 
Board  of  Obstetrics  and  Gynecology,  new  and  re- 


opened, Part  I,  and  requests  for  re-examination, 
Part  II,  are  now  being  accepted.  Deadline  date  for 
receipt  of  applications  is  September  1.  No  applica- 
tions can  be  accepted  after  that  date. 

Current  bulletins  outlining  present  requirements 
may  be  obtained  by  writing  to  the  secretary,  Dr. 
Robert  L.  Faulkner,  2105  Adelbert  Road,  Cleveland 
6,  Ohio. 

July  Sesquicentennial  Exhibit — Ten  organizations 
are  cooperating  with  the  Erie  County  Medical 
Society  in  staging  the  display  on  “Progress  in  the 
Art  of  Medicine  from  Colonial  Times  to  the  Atomic 
Age”  planned  for  the  month  of  July  in  the  Erie 
County  Savings  Bank. 

The  July  exhibit  will  climax  the  Erie  County 
observance  of  the  Sesquicentennial  celebration  of 
the  Medical  Society  of  the  State  of  New  York. 
It  will  include  materials  symbolic  of  the  latest 
advances  in  medicine  and  exhibits  depicting  the 
“old  and  the  new”  in  pharmacy,  dentistry',  and 
nursing. 

The  special  committee  in  charge  of  the  exhibit 
includes  representatives  of  the  University  of  Buffalo 
School  of  Medicine,  Roswell  Park  Memorial  In- 
stitute, the  Chronic  Disease  Research  Institute,  the 
Erie  County  Chapter  of  the  American  Cancer 
Society,  the  Heart  Association  of  Erie  County, 
District  One  of  the  New  York  State  Nurses  Associa- 
tion, the  Eighth  District  Dental  Society',  the 
Buffalo  and  Erie  County  Tuberculosis  Association, 
the  Jeffrey-Fell  Company',  the  pharmaceutical 
profession,  and  others. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  April  were: 
Albany:  Dr.  Moses  Sommer;  Amityville:  Drs.  L.  R. 
Fallot  and  Stanley  C.  Rau;  Amsterdam : Dr.  Nor- 
bert  Fethke;  Astoria:  Drs.  Guido  Boccardi, 

Abraham  Jackson,  Philip  L.  Kay'e,  Joseph  V. 
Lanza,  James  J.  Morrissey,  and  P.  A.  Saponaro; 
Avoca:  Dr.  William  O.  Jackson;  Babylon:  Drs. 
James  Corcoran  and  K.  C.  Nicholas;  Bath:  Drs. 
Stanley  B.  Chapman,  Ernest  P.  Smith,  and  A.  F. 
Wahlig;  Bay  Shore:  Drs.  Paul  Berlin,  Fred  Brom- 
berg, B.  L.  Feuerstein,  Leonard  Kertzner,  George  S. 
King,  Henry  Mosig,  John  Murphy,  Bernard  J. 
Ryan,  and  Sol  Schlimbaum;  Bayside:  Drs.  Samuel 
C.  Clayton,  Ignaz  Handl,  Arthur  H.  Mernit,  Joseph 
Rich,  Michael  Smitonick,  and  William  N.  Young; 
Bellport:  Dr.  Perry  S.  Horenstein;  Big  Flats: 

Dr.  Otto  Lederer;  Binghamton:  Drs.  Charles  M: 
Allaben,  Rolland  Bates,  Alvin  R.  Carpenter,  A.  H. 
Fotouhi,  Howard  P.  Griffin,  George  C.  Hamilton, 
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John  W.  Kane,  Charles  H.  McElwee,  Harold  W. 
McNitt,  G.  R.  Murray,  Lloyd  C.  Peters,  Hiram 
Randall,  Charles  L.  Shute,  Jr.,  G.  M.  Tirrell, 
Henry  L.  Tobin,  Harry  G.  Walling,  and  F.  E. 
Warner;  Briarcliff  Manor:  Dr.  Ruth  G.  Addison. 

Also:  Brightwaters:  Drs.  J.  N.  Code,  Joseph  T. 
Judge,  and  Lothar  Kalinowskv;  Brockport : Dr. 
Charles  F.  Gay;  Bronxville : Drs.  Edward  P.  Daly, 
Henry  W.  Doyle,  Jr.,  Ralph  M.  Greenlee,  Henry  W. 
Kaessler,  Violet  L.  Kiel,  F.  L.  Landau,  Jr.,  Colgate 
Phillips,  James  A.  Ramsay,  Arthur  T.  Rowe,  W.  J. 
Sullivan,  Waring  Willis,  and  Charles  C.  Wolcott; 
Brooklyn:  Drs.  Sidney  S.  Becker,  Leonard  M. 

Brown,  Alois  Schwartz,  and  Joseph  Taubman; 
Callicoon:  Drs.  George  R.  Mills  and  Edmund  T. 
Rumble,  Jr.;  Calverton:  Dr.  Barbara  J.  Young; 
Cambria  Heights:  Drs.  Cono  Forte  and  Aldo  X. 
Palmisano;  Central  I slip:  Drs.  J.  J.  Cacioppo, 
Charles  Labozzetta,  and  Francis  J.  O’Neill;  Central 
Valley:  Drs.  T.  W.  Neumann  and  T.  W.  Neumann, 
Jr.;  Chappaqua:  Dr.  Joseph  P.  Nelson;  Chatham: 
Dr.  Charles  Rosen;  Clifton  Springs:  Dr.  Stephen 
W.  Brouwer;  Collins  Center:  Dr.  Ernst  A.  Von 
During;  Commack:  Dr.  Leon  L.  Winter;  Copiague: 
Dr.  Gino  L.  Georgioni;  Corning:  Drs.  Arthur  P. 
Darling,  Maynard  W.  Gurnsev,  John  A.  Holmes, 
James  J.  Mulcahy,  Jr.,  and  Edwin  H.  Ober;  Corona: 
Drs.  Alfred  Barra  and  Joseph  D.  Micellotta; 
Croton-on-Hudson:  Dr.  George  Vogel;  Deer  Park: 
Dr.  Gerard  C.  Gravina. 

Also:  Dobbs  Ferry:  Dr.  Samuel  Untracht; 

Dolgeville:  Dr.  William  A.  Jarrett;  Douglaston: 
Drs.  Lief  Y.  Jacobsen  and  Martin  Kurtz;  East 
Elmhurst:  Dr.  Michele  S.  Dimino;  East  Xorthport: 
Drs.  David  Berger  and  Dante  X.  Cannarsa;  East- 
port:  Dr.  Joseph  H.  Kris;  East  Williston:  Dr. 
Edward  L.  Seretan;  Ellicottville:  Dr.  Walter 

Leyens ; Elmhurst:  Drs.  Arthur  H.  Carson,  J.  R. 
Lisa,  and  Eugene  J.  Tortora;  Elmira:  Drs.  Fred 
Barton,  Werner  H.  Bloch,  Francis  W.  Chamberlin, 
F.  S.  Hassett,  Ross  E.  Hobler,  Charles  M.  Hower, 
J.  H.  Hunt,  Alfred  A.  Mitchell,  William  K.  Nowill, 
Stewart  E.  Peterson,  Earl  D.  Smith,  and  Harold  L. 
Walker;  Endicott:  Dr.  John  A.  Kalb;  Far  Rock- 
away:  Drs.  Harry  Riehman  and  Naum  Wortman; 
Flushing:  Drs.  Tobias  Beeber,  P.  A.  Cioffi,  T.  M. 
D’Angelo,  Sergei  Filipp,  A.  C.  Hoffman,  Norman  J. 
Last,  E.  A.  Mittell,  John  Ohnystv,  Amedeo  W. 
Pallone,  Arthur  Reich,  Sydney  J.  Rose,  B.  Shank- 
man,  M.  E.  Sullivan,  Edward  C.  Veprovsky,  and 
Alex  Weiss;  Forest  Hills:  Drs.  Arthur  Biezunski, 
Karl  M.  Xeimand,  Morton  Roberts,  Bruno  Rosen- 
hain,  Edward  L.  Seretan,  Mandel  Weinstein,  and 
Herman  Wolff;  Forest  Hills  Garden:  Dr.  Fannie  I. 
Tomson;  Fort  Plain:  Drs.  Walter  C.  Fox  and 
Charles  E.  Slater;  Fulton:  Dr.  Gerard  Steinitz; 
Geneva:  Drs.  William  E.  Achilles,  Jr.,  and  Kenneth 
T.  Fairfax;  Germantown:  Dr.  Hugh  G.  Henry; 
Glendale:  Dr.  William  G.  Lynch;  Gloversville : 

Dr.  Robert  C.  Warner;  Goshen:  Drs.  Roy  L. 
Lippincott,  F.  T.  Seward,  and  N.  H.  Witt;  Great 
Neck:  Dr.  E.  D.  Rosenfeld;  Greenlawn:  Dr.  B.  P. 
Riley,  Jr.,  Greenport:  Drs.  N.  M.  Sperling  and 
Percy  J.  Tuthill;  Hannibal:  Dr.  Harold  Brown; 
Harrison:  Dr.  Joseph  B.  Cramer;  Hicksville: 


Dr.  John  F.  Kelly;  Hollis:  Drs.  Harold  A.  Gold- 
berger  and  Wallace  M.  Shaw;  Hoosick  Falls: 
Dr.  Clayton  E.  Shaw;  Hornell:  Drs.  Thomas  S. 
Cotton,  Irving  Feldberg,  and  John  R.  Kelly; 
Horseheads:  Drs.  Harold  F.  Game,  Jr.,  and  Charles 
L.  Palmer;  Hudson:  Drs.  Everett  A.  Jacobs, 

Harold  Levine,  Henry  O.  Little,  and  Robert  H. 
Little;  Huntington:  Drs.  Richard  M.  Arkwright, 
William  L.  Bennett,  Crispin  Cooke,  Gordon  L. 
Grpen,  X.  M.  Jason,  Morris  R.  Keen,  Andrew  W. 
Lawrence,  Frank  Moore,  Jr.,  Ellis  D.  Rand,  and 
Howard  O.  Wunderlich;  Huntington  Station: 
Drs.  T.  J.  Cacciatore  and  Samuel  Teich;  Interlaken: 
Dr.  Stanley  Folts;  Irvington:  Dr.  Donald  R.  Reed, 
Islip:  Dr.  Robert  H.  Glinick;  I slip  Terrace:  Drs. 
Melvin  E.  Rossman  and  David  J.  Wexler;  Jackson 
Heights:  Drs.  Rubin  R.  Kurzner,  Attilio  Morpurgo, 
Leo  V.  Rooney,  Alfred  S.  Schloss,  and  Kurt  Walder; 
Jamaica:  Drs.  Morris  Bender,  Martin  H.  Jacobs, 
Aaron  Meister,  Saul  Miller,  Irving  Ponemon, 
Daniel  Porte,  Arthur  Sawitsky,  T.  Schneller,  Abram 
Sohmer,  Jack  Spivak,  Else  F.  Steiner,  Conrad 
Stritzler,  and  Edward  B.  Weisman;  Johnson  City: 
Dr.  Baird  D.  Jay. 

Also:  Kaionah:  Drs.  Perry  D.  Croft,  John  P. 
Lambert,  and  Robert  E.  Tschorn;  Keene:  Dr.  A.  R. 
Goff;  Kew  Gardens:  Drs.  Harry  G.  Golan,  Arnold 
Nathan,  A.  X.  Rossien,  Curt  A.  Schmeidler,  and 
Sarah  E.  Worob;  Kinderhook:  Dr.  Edward  F. 
LTrba;  Larchmont:  Drs.  Alfred  Drexler,  Hugh 

McHugh,  and  Francis  J.  Murphy;  Lindenhurst: 
Drs.  Henry  Greenberg  and  Kurt  Hirschfeldt; 
Little  Falls:  Dr.  Bernard  J.  Burke;  Little  Neck: 
Dr.  A.  D.  Juffey;  Long  Island  City:  Drs.  Eric  G. 
Altschul,  John  Herrlin,  Jr.,  William  J.  Lavelle, 
Arthur  Schneller,  Paul  A.  Sheller,  Robert  H.  Smith, 
and  Frank  X.  Valente;  Malone:  Drs.  Alfred  A. 
Hartmann  and  M.  W.  Phillips;  Mamaroneck: 
Drs.  Edward  A.  Clerkin,  Milton  Drexler,  V. 
Haggerty,  C.  N.  Jeffries,  and  R.  E.  Machan; 
Maspeth:  Drs.  Felix  Metis  and  Anthony  J.  Stalkus; 
Massapequa:  Dr.  Robert  B.  Bergmann;  Massena: 
Dr.  J.  B.  Pike;  Middletown:  Drs.  Martell  Benjamin, 
P.  H.  Faivre,  Harvey  Gurian,  William  J.  Hicks, 
F.  Hollenberg,  L.  Mermell,  C.  H.  Thomson,  Jr., 
and  L.  S.  Tieman;  Millbrook:  Dr.  William  W. 
Bennett;  Mohegan  Lake:  Dr.  John  H.  Brown; 
Monroe:  Dr.  R.  J.  Hewson  and  Harry  Hoffman; 
Mount  Kisco:  Drs.  Daniel  Brown,  C.  W.  Pierce, 
Dan  A.  Wilcox;  Mount  Vernon:  Drs.  Esther  R. 
Aronson,  John  Baker,  Hyman  Belsky,  Raymond  K. 
Bush,  Vincent  S.  Cimmino,  N.  F.  Fiegoli,  David  M. 
Gordon,  J.  R.  Ivahaner,  Louis  A.  Lobes,  E.  A. 
Xovick,  Murray  J.  Pokress,  Henry  R.  Rado, 
Francis  Rogliano,  Joseph  G.  Rothenberg,  Louis  S. 
Smith,  David  B.  Teitelbaum;  Newburgh:  Drs.  A. 
Bockar,  James  C.  Donovan,  E.  H.  Douglass,  Jr., 
Carlos  E.  Fallon,  Douglas  F.  Hirsch,  W.  P.  Howley, 
Charles  S.  Me  William,  J.  W.  Overton,  P.  Sherwood, 
and  W.  B.  Wolfe;  New  Hyde  Park:  Drs.  A.  Bucacz 
and  Edward  Meilman. 

Also:  New  Rochelle:  Drs.  Harry  L.  Chasserot, 
George  E.  Froehlich,  Samuel  A.  Hand,  Reid  R. 
Heffner,  Herman  H.  Livingston,  M.  \\ . Norton, 
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Maynard  G.  Priestman,  M.  Schaet,  William  Schraft, 
Howard  R.  Seidenstein,  Norman  Survis,  and  John 
J.  Zellinger;  New  York  City:  Drs.  Milton  P.  Adel, 
Jules  Alkoff,  Leon  Bader,  Walter  Berlin,  Edgar  M. 
Bick,  Morris  Blum,  G.  J.  Coffin,  Robert  L.  Craig, 
Harold  B.  Davidson,  Hugh  P.  Davis,  Nathan 
Davis,  Andrew  A.  Eggston,  Wilhelm  Eilbott, 
Jacques  R.  Fischl,  Samuel  Z.  Freedman,  Irvin 
Galin,  Saul  Gordon,  Morris  Grayson,  Abraham 
Greenberg,  Julius  A.  Haiman,  John  E.  Hammett, 
Leo  Hess,  Jacob  Hurowitz,  David  Jedwabnik, 
D.  R.  Jensen,  Norman  B.  Juskowitz,  Israel  Kessel- 
brenner,  Henry  B.  Kirkland,  I.  S.  Klemes,  Emanuel 
D.  Kotsos,  Jules  Landowski,  Leon  Levine,  Thomas 
A.  Loftus,  Jere  W.  Lord,  Jr.,  A.  R.  Martin,  Samuel 
Marton,  William  T.  Medl,  Lucy  C.  Miller,  Julius 
Miltz,  Erika  Nohr,  Carl  E.  Mueller,  George  E. 
Peabody,  Morris  Pearlmutter,  Richard  U.  Peterson, 
T.  Pick,  Malvin  Proctor,  Samuel  Reback,  Nathan 
N.  Root,  Albert  Rosenblatt,  Monroe  N.  Rosenblatt, 
George  M.  Saypole,  Henry  G.  Schaffeld,  W.  Selig- 
mann,  Robert  S.  Sherman,  Henry  Silver,  Michael 
Silvert,  Perrin  B.  Snyder,  Ruth  E.  Snyder,  Aaron 
Stein,  Otto  Steinbrocker,  Edward  Stern,  Lee  R. 
Straub,  Philip  Strax,  Marion  B.  Sulzberger,  Irving 
Terman,  Samuel  F.  Thomas,  T.  C.  Thompson, 
A.  E.  Timpanelli,  Anthony  T.  Totero,  Max 
Trubek,  Arthur  M.  Tunick,  William  M.  Unobskv, 
John  J.  Vetter,  Alfred  J.  Vignee,  Diodato  Villamena, 
Chester  H.  Whitney,  Felix  Widder,  Alfred  Wiesen- 
thal,  Robert  S.  Wilkinson,  Barbara  J.  Wilson, 
Philip  D.  Wilson,  Philip  D.  Wilson,  Jr.,  Seymour 
Wimpfheimer,  T.  S.  Winslow,  Samuel  E.  Witt, 
Victor  H.  Witten,  Paul  M.  Wood,  and  M.  L. 
Zaphiropoulos. 

Also:  New  York  Mills:  Moritz  Elias;  North 
Creek:  Jacques  Grunblatt;  Norwich:  H.  L.  Wilson; 
Olean:  Drs.  Joseph  E.  Dempsey,  Joseph  L.  Moun- 
tain, Leo  J.  Murphy,  and  Maurice  D.  Sheldon, 
Oneida:  Drs.  Ernest  Freshman,  Edward  G.  Hixon, 
and  Wallace  B.  Nixdorf;  Ossining:  Drs.  L.  D. 
Redway  and  Robert  S.  Wren;  Oswego:  Drs.  John  J. 
Brennan  and  John  S.  Puzauskas;  Ovid:  Dr.  Willis 
D.  Allen;  Parish:  Dr.  William  E.  Merrill; 

Patchogue:  Drs.  David  M.  Bikoff,  Sanford  Z. 

Himel,  Edward  Klane,  Hans  G.  Lowenkron,  and 
Charles  M.  Rogers;  Pawling:  Dr.  Milnor  B. 

Morrison;  Peekskill:  Drs.  Herbert  Eisler,  B.  R. 
Loewy,  and  J.  A.  McGurty ; Pelham:  Drs.  Bruce  A. 
Buchenholz,  Eliza  H.  Caldwell,  and  Edward  A. 
Hardy;  Philmont:  Dr.  Algrid  F.  White;  Phoenix: 
Dr.  William  H.  Dwindle;  Pleasantville:  Dr. 

Joseph  A.  Porcello;  Port  Chester:  Drs.  John  H. 
Dale,  Jr.,  Arthur  H.  Diedrick,  Peter  A.  Duncan, 
John  R.  Finlay,  H.  H.  Gibbs,  M.  M.  Loder,  Anthony 
R.  Mascia,  Harmon  H.  Perry,  and  N.  H.  Schwartz: 
Port  Jefferson:  Dr.  R.  S.  Mills;  Port  Jervis:  Drs. 
J.  A.  McCullough,  R.  W.  McCullough,  and  H.  F. 
Murray,  Jr.;  Portville:  Dr.  Henry  C.  Hackett; 
Potsdam:  Dr.  M.  L.  Stevenson;  Poughkeepsie: 

Drs.  Raymond  T.  McFarlin,  Garrett  A.  Price, 
Frank  C.  Starpoli,  Willis  E.  Travis,  and  J.  R. 
Watsky;  Queens  Village:  Drs.  Sheldon  Schwartz 
and  Paul  J.  Tomlinson. 


Also:  Rensselaer:  Drs.  Kenneth  Gordon,  D.  E. 
Rowan,  and  Lothar  Wirth;  Richmond  Hill:  Drs. 
Isaac  E.  Edelman,  Harry  Feinberg,  Richard  F. 
Mascola,  Joseph  J.  McEvoy,  and  William  P.  Riley; 
Ridgewood:  Drs.  Max  Gutmann,  and  John  F. 

Wolfram;  Riverhead:  Drs.  John  A.  Northridge  and 
Arnold  M.  Weisen;  Rochester:  Drs.  Maurice  A. 
Barnard,  Dallas  E.  Billman,  Aubrey  D.  Crown, 
John  Detro,  W.  L.  Ekas,  John  H.  Gohringer,  Richard 
C.  Jaenike,  Anthony  L.  Jordan,  Louis  N.  Kerstein, 
William  A.  Lange,  George  R.  Lavine,  Donald  W. 
Spratt,  T.  B.  Steinhausan,  George  M.  Suter, 
Maxwell  Weingarten,  and  Robert  E.  Wells;  Rock- 
away  Park:  Drs.  Burton  F.  Salpeter  and  Berge 
Tutundjian;  Rocky  Point:  Drs.  P.  F.  Kusa  and 
DeWitt  C.  Rulon;  Rome:  Dr.  Frank  H.  Valone; 
Roscoe:  Dr.  Alfred  A.  Hesse;  Rushville:  Dr.  Bryant 
C.  Hurlbutt;  Rye:  Drs.  Curlin  C.  Craven,  Philip  J. 
Giuffre,  J.  E.  Gundy,  Basil  Harris,  Jr.,  Robert 
Mallory,  Mary  M.  Man,  and  John  L.  Slabey; 
Sockets  Harbor:  Dr.  Juda  B.  Bickel;  Salamanca: 
Dr.  Thomas  G.  Gardner;  Saratoga  Springs:  Dr. 
William  J.  Hickey;  Scarsdale:  Drs.  M.  R.  Buch- 
man,  John  Cannon,  David  Fertig,  D.  W.  Follett, 
H.  W Hyslop,  Roy  F.  Leighton,  Jane  Lester, 
William  M.  Parke,  Jr.,  Milton  Roberts,  Kenneth 
Roth,  Hollis  K.  Russell,  and  Herman  Tarnower; 
Schenectady:  Drs.  Glen  E.  Cooley,  Joseph  B. 

Cortesi,  Preston  W.  Reynolds,  Marvin  B.  Rodney, 
Morris  A.  Shapiro,  John  L.  Shields,  and  T.  W. 
Smith;  Seneca  Falls:  Drs.  Emil  Bove,  Robert  F. 
Gibbs,  David  L.  Koch,  and  Donald  B.  Polan; 
Slate  Hill:  Dr.  Frank  D.  Myers;  Smithtown: 

Dr.  Alfred  A.  Scharbius  II;  South  Ozone  Park: 
Dr.  Sidney  B.  Meltz;  Springfield  Garden:  Dr. 
Rubin  Solomon:  St.  Albans:  Dr.  H.  A.  Gozan; 
St.  Johnsville:  Dr.  Paul  W.  Adler;  Staten  Island: 
Drs.  Albert  B.  Accettola,  Harold  Dangerfield,  B.  J. 
DeRespinis,  Alfred  E.  Granatelli,  Andrew  B.  Lim- 
auro,  Edward  D.  Lucey,  Karin  Oeser,  Thomas  J. 
Quigley,  John  A.  Randall,  F.  D.  Regan,  Herbert  E. 
Schoen,  and  J.  Zoole;  Stony  Brook:  Dr.  Walter 
Sieling,  Jr.  Stottville:  Dr.  R.  D.  Shaw;  Syracuse: 
Drs.  Harold  Courtney,  Robert  D.  Fairchild,  William 
W.  Faloon,  Searle  B.  Marlowe,  and  R.  A.  McLean; 
Troy:  Drs.  Rudolph  F.  Amyot,  Samuel  Baer, 

Charles  E.  Bessey,  Henry  A.  Boswell,  Rudolph  L. 
Coletti,  Eugene  F.  Connally,  Richard  P.  Doody, 
Thomas  P.  Engster,  John  P.  JafFarian,  John  J. 
Keenan,  James  L.  Lanzillo,  Charles  R.  Lewis,  E. 
Palmer,  John  J.  Quinlan,  Walter  Z.  Schwebel, 
John  J.  Squadrito,  John  J.  Talin,  and  William 
Trotter;  Tuckahoe:  Dr.  John  C.  Seed;  Unadilla: 
Dr.  R.F.  Hust;  Upton:  Dr.  Lee  E.  Farr. 

Also:  Utica:  Drs.  Fel  G.  Davies,  Willard  N. 
Failing,  James  I.  Farrell,  Carl  W.  Gruppe,  Leonard 
V.  Marrone,  and  W.  II.  Zwahlen:  Valatie:  Dr. 
Gene  S.  Rogat;  Valhalla:  Dr.  Fred  V.  Rockwell; 
Valley  Stream:  Dr.  Alfred  II.  Smith,  Jr.:  Van 

Ellen:  Dr.  James  R.  Cargill;  Waterford:  Dr.  M.  W. 
Quandt;  Waterloo:  Dr.  W.  It.  Holmes,  William  P. 
Magenheimer,  and  Charles  M.  Smith;  Watertown: 
Drs.  George  F.  Bock,  Wendell  D.  George,  John  A. 
Kennedy,  Thomas  N.  Sickles,  and  C.  C.  Wrav; 
Watervliel:  Dr.  William  A.  Stewart;  Wellsburg: 
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Dr.  M.  E.  Pittman;  West  Brentwood : Drs.  Francis 
C.  Bauer  and  Edward  W.  Gray;  West  Islip: 
Dr.  Thomas  J.  Lyons;  White  Plains'.  Drs.  F.  W. 
Birkman,  Richard  D’Isernia,  R.  D.  Duckworth, 
G.  E.  Gaillard,  Bernard  C.  Hecht,  Russel  J.  Heffer- 
ing,  Alan  Herfort,  Burton  P.  Hoffman,  Charles  G. 
Huntington,  Homer  D.  Kesten,  D.  A.  MacDonald, 
Thomas  R.  Maloney,  Robert  R.  McLaughlin,  W.  V. 
Midgley,  Roland  L.  Mindlin,  James  R.  Mont- 
gomery, Kaare  K.  Nygaard,  V.  M.  Palmer,  Daniel 
M.  Rolett,  Marcus  Schwartz,  James  H.  Wall,  C. 
Wood;  Whitestone:  Drs.  Arthur  Schwartz,  William 
Sharkey,  and  Joseph  Warshaw;  Woodhaven:  Drs. 
Roy  G.  Aiello,  N.  A.  Knox,  Anthony  R.  Palma; 
Woodmere : Dr.  A.  G.  Silver;  Woodside:  Drs. 

Thomas  Costigan,  Alfred  E.  Passera,  Harry  K. 
Stone;  Yonkers'.  Drs.  S.  Alexander,  Charles  M. 
Brane,  Gregory  Chvartazky,  A.  M.  DeAngelis, 
Anthony  J.  DiFabio,  John  N.  Dill,  William  J. 
Garvin,  Charles  G.  Jackson,  Arthur  D.  Josephson, 
Louis  Keating,  Jacob  Kertzman,  Horace  Leigh, 
William  A.  Morris,  A.  A.  Morrone,  G.  C.  Morrone, 
John  R.  O’Connell,  Robert  R.  Onorato,  Frank  A. 
Pearce,  Joseph  Ransohoff,  Stanley  M.  Rubin, 
Herbert  W.  Schmidtz,  Howard  Schneider,  and 
George  Spota. 

Review  Course  in  Ophthalmology — The  eighth 
annual  postgraduate  review  course  in  ophthalmology 
sponsored  by  the  Ophthalmologic  Department  of 
the  State  University  of  New  York  College  of  Medi- 
cine at  Syracuse  will  be  held  at  the  Hotel  Syracuse  on 
December  6 and  7.  Detailed  programs,  will  be 
mailed  to  those  on  the  previous  mailing  list.  Any 
graduate  of  medicine  who  has  not  received  them  in 
past  years  should  write  to  the  Ophthalmologic 
Department. 

Eye,  Ear,  Nose  & Throat  Association — A meeting 
of  the  Eastern  New  York  Eye,  Ear,  Nose  & Throat 
Association  was  held  on  April  4 at  the  Mohawk 
Golf  Club  in  Schenectady.  Dr.  Gordon  Hoople, 
Syracuse,  spoke  on  “Serous-Otitis.” 

Radiological  Society — Officers  of  the  Radiological 
Society  of  the  State  of  New  York  have  been  elected 


at  the  1957  annual  meeting  of  the  Society.  They 
include  Dr.  Percival  A.  Robin,  Manhasset,  presi- 
dent; Dr.  John  F.  Roach,  Albany,  vice-president, 
and  Dr.  Mario  C.  Gian,  Buffalo,  secretary-treasurer. 
The  executive  committee  includes  Dr.  Robin,  Dr. 
Roach,  and  Dr.  Gian,  as  well  as  Dr.  W.  James 
MacFarland,  Hornell;  Dr.  A.  L.  L.  Bell,  Brooklyn; 
Dr.  Aaron  R.  Tolk,  Brooklyn;  Dr.  Frank  J.  Borrelli, 
New  York  City;  Dr.  Theodore  B.  Steinhausen, 
Rochester,  and  Dr.  Frederick  H.  Lutze,  New 
Rochelle. 

American  Urological  Association — The  American 
Urological  Association  is  offering  its  annual  award  of 
$ 1,000  (first  prize  of  $500,  second  prize  $300,  and 
third  prize  $200)  for  essays  on  the  result  of  some 
clinical  or  laboratory  research  in  urology.  Competi- 
tion is  limited  to  urologists  who  have  been  gradu- 
ated not  more  than  ten  years,  and  to  hospital 
interns  and  residents  doing  research  work  in  urology. 

The  first  piize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  Urologi- 
cal Association  to  be  held  at  the  Roosevelt  Hotel, 
New  Orleans,  Louisiana,  April  28  through  May  1, 
1958. 

For  further  information  write  to  the  Executive 
Secretary,  William  P.  Didusch,  1120  North  Charles 
Street,  Baltimore,  Maryland.  Essays  must  be 
submitted  to  him  before  December  1,  1957. 

Queens  Pediatric  Society — Officers  of  the  Queens 
Pediatric  Society  were  elected  at  a recent  meeting. 
They  are  Dr.  A.  S.  Tepper,  Far  Rockaway,  presi- 
dent; Dr.  Ben  Goldsmith,  Flushing,  vice-president; 
Dr.  Emanuel  Fletcher,  Flushing,  secretary,  and 
Dr.  F.  Castrovinci,  Jackson  Heights,  treasurer. 

Hospital  Planning  Commission — Dr.  John  J. 

Bourke,  director  of  the  New  York  State  Hospital 
Survey  and  Planning  Commission,  has  reported 
that  since  1948  the  Commission  has  approved 
Federal  aid  grants  of  $40,000,000  toward  124  proj- 
ects whose  total  cost  has  been  $165,000,000.  Of 
these,  88  projects  are  already  in  operation  and  20 
are  under  construction.  The  other  16  are  in  the 
design  stage. 


Personalities 


Elected 

Dr.  Horace  S.  Baldwin,  chief  of  the  Allergy 
Clinic  of  New  York  Hospital,  as  chairman  of  the 
Board  of  trustees  of  the  American  Foundation  for 
Allergic  Diseases.  . Dr.  Theodore  R.  Miller,  New 
York  City,  as  secretary  of  the  American  Radium 
Society. 

Speakers 

Dr.  Herman  Goodman,  New  York  City,  before 
the  eleventh  International  Dermatological  Con- 
gress in  Stockholm  in  August  and  before  the  sym- 
posium on  the  Biology  of  Hair  Growth  in  London 


on  August  6 through  9 . . . Dr.  Andrew  Kerr,  Syra- 
cuse, before  the  Ontario  County  Medical  Society  in 
Geneva  on  June  11  on  “Diagnostic  Consideration  of 
Valvular  Heart  Disease.” 

Awarded 

Dr.  Paul  H.  Hoch,  New  York  State  Commissioner 
of  Mental  Hygiene,  the  Samuel  Rubin  Award  for 
outstanding  achievements  in  the  field  of  mental 
health  at  the  annual  dinner  of  the  Postgraduate 
Center  for  Psychotherapy,  at  the  Hotel  Delmonico 
in  New  York  City  on  June  7.  . Dr.  James  S.  Watson, 
Strong  Memorial  Hospital,  University  of  Rochester; 
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Dr.  John  A.  Evans,  Cornell  University  Medical 
College,  New  York  City,  and  Drs.  Francis  F. 
Ruzicka,  Jr.  and  Louis  M.  Rousselot,  St.  Vincent’s 
Hospital,  New  York  City,  grants  in  radiologic 
research  from  the  National  Academy  of  Sciences 
National  Research  Council. 

Honored 

Dr.  George  Baehr,  retiring  president  and  medical 
director  of  the  Health  Insurance  Plan  of  Greater 
New  York,  with  a dinner  at  the  Plaza  Hotel  in 


New  York  City.  . .Dr.  Dickinson  W.  Richards, 
Lambert  Professor  of  Medicine,  Columbia  Univer- 
sity, with  an  honorary  degree  by  Yale  University . . . 
Dr.  Bela  Schick,  who  perfected  the  Schick  test  for 
susceptibility  to  diphtheria  in  1913,  at  a dinner 
celebrating  his  eightieth  birthday  by  the  Albert 
Einstein  College  of  Medicine  at  the  Hotel  Del- 
monico,  New  York  City.  . . Dr.  Harry  M.  Zimmer- 
man, director  of  laboratories  and  chief  pathologist 
of  Montefiore  Hospital,  Bronx,  with  an  honorary 
degree  of  Doctor  of  Humane  Letters  at  Yeshiva 
University’s  twenty-sixth  annual  commencement. 


MEDICAL  MEETINGS 


Conference  of  Ultrasonics 

The  International  Conference  of  Ultrasonics  in 
Medicine,  sponsored  by  the  American  Institute  of 
Ultrasonics  in  Medicine,  will  be  held  in  the  Statler 
Hotel,  Los  Angeles,-  California,  September  6 and  7. 
The  meeting  will  cover  the  biologic  and  physiologic 
principles,  as  well  as  the  clinical  aspects  of  ultra- 
sonics in  medicine.  There  will  be  a round  table 
conference  covering  all  these  phases.  Representa- 
tives from  Europe,  South  America,  and  Japan  will 
participate  in  the  meeting. 

For  further  information  contact  Dr.  John  H. 


Aides,  Secretary,  4833  Fountain  Avenue,  Los 
Angeles  29,  California. 

National  Society  for  Crippled  Children  and 
Adults 

The  1957  annual  convention  of  the  National 
Society  for  Crippled  Children  and  Adults — The 
Easter  Seal  Society — will  be  held  October  31  to 
November  2 in  Chicago’s  Palmer  House. 

Further  information  may  be  obtained  from  the 
Society  at  11  South  LaSalle  Street,  Chicago  3, 
Illinois. 
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Health  Movies  to  Be  Featured  at  State  Fair  Exhibit 


AS  IS  its  custom,  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York 
will  sponsor  a booth  at  the  New  York  State  Fair  at 
Syracuse.  The  Fair — which  draws  both  visitors 
and  participants  from  every  area  of  the  State — will 
open  on  Frida}',  August  30,  instead  of  Saturday  this 
year  and  run  through  Saturday,  September  7. 

The  exhibit,  which  will  be  in  the  form  of  a 
small  motion  picture  theatre,  will  be  located  in  the 
Women’s  Building,  known  as  the  Harry  E.  Mills 
Building,  and  will  feature  several  black  and  white 
and  colored  films,  which  have  been  made  available 
for  the  Auxiliary  booth  through  the  courtesy  of  the 
New  York  State  Department  of  Health.  Litera- 
ture describing  the  subject  matter  of  the  films  will 
be  distributed  to  all  who  express  interest  in  any  of  the 
subjects  presented. 

Auxiliary  members  from  the  nearby  counties  of 
Cortland,  Madison,  Onondaga,  Oswego,  Oneida, 
Cayuga,  and  some  others  will  act  as  hostesses. 
Because  of  the  increasing  popularity  of  the  booth 
many  Auxiliary  members  invite  their  husbands  to 
drive  in  with  them  and  many  doctors  who  orig- 
inally come  to  please  their  wives  become  so  intrigued 
with  the  ingenious  way  in  which  the  health  message 
is  put  across  in  the  films  that  they  stay  for  the 
whole  program.  The  doctors  never  fail  to  marvel 
at  the  public’s  genuine  interest. 


Doctors  who  plan  to  visit  the  Fair  for  the  first 
time  are  invited  to  check  with  some  of  the  many 
doctors  who  have  visited  the  booth  in  the  past  and 
determine  for  themselves  the  value  of  a visit  to  the 
Woman’s  Auxiliary  exhibit. 

The  Fair  itself  will  be  bigger  and  better  and 
access  to  it  has  been  made  simple  by  means  of  the 
special  Thruway  approach.  Adequate  parking 
space  is  available.  A special  invitation  is  extended 
to  all  doctors  and  Auxiliary  members  and  members 
of  doctors’  families  to  stop  by  and  visit. 

An  interesting  aspect  of  the  booth  is  the  great 
number  of  school  children  who  visit  it  and  the 
interest  they  show  in  the  films.  All  physicians, 
particularly  those  who  are  engaged  as  school 
physicians,  will  find  the  films  helpful  in  their  work. 
Information  as  to  how  films  can  be  secured  for 
showing  in  schools  and  to  local  audiences  may  be 
obtained  from  the  Auxiliary  member  on  duty. 

Plan  now  to  come  to  the  Fair  and  to  include  a 
visit  to  the  Auxiliary  booth.  You  will  find  your 
time  well  spent. 

Mrs.  Marvin  Brown,  Chairman 
Mrs.  Robert  H.  Kerr,  Cochairman 
Cleveland,  New  York 
47  North  Main  Street 
Homer,  New  York 


Adjuvants  to  Hormonal  Therapy  in  the  Nephrotic  Syndrome 


Of  24  nephrotic  syndrome  cases  regarded  as 
hopeless  by  referring  physicians,  12  are  “cured,” 
five  are  classified  as  having  “good”  results  after 
follow-up  periods  ranging  from  two  to  eight  years. 
In  the  other  seven,  death  occurred  after  periods 
ranging  from  four  months  to  five  years.  In  pre- 
senting these  cases  Drs.  F.  R.  Schemm  and  John 
A.  Lyne,  and  Edith  E.  Qualls  from  the  Montana 
Deaconess  Hospital,  Great  Falls,  Montana,  note  that 
although  corticotropin  represents  the  most  signifi- 
cant advance  in  treatment  in  many  years,  it  is  not  a 
curative  agent  in  nephrosis.  Consequently,  every 
available  measure  must  be  used  until  the  etiology 


of  the  syndrome  is  understood.  For  several  years 
before  corticotropin  was  incorporated  in  the  treats 
ment,  the  authors  achieved  impressive  results  by 
giving  an  acid-ash,  low-sodium,  moderately  high 
fluid-intake  diet. 

In  their  paper  in  the  January,  1957,  International 
Record  of  Medicine , they  undertake  to  show  how 
corticotropin  may  be  combined  with  the  outlined 
regimen  to  promote  clearing  of  edema  and  healing 
of  the  renal  lesion.  It  is  their  belief  that  arrest 
and  improvement  depend  on  reduction  of  renal 
work  to  a minimum  while  the  kidneys  are  recover- 
ing from  the  initial  insult. 
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Posthemiplegic  Shoulder  Pain 


To  the  Editor: 

In  an  article  called  “Posthemiplegic  Shoulder 
Pain,”  Dr.  Jerome  S.  Tobis1  attributes  the  first 
description  of  this  complaint  to  Steinbrocker  el  al.2 
In  his  article,  Dr.  Steinbrocker  considers  this  as  a 
case  of  reflex  dystrophy. 

I would  like  to  point  out  that  I have  mentioned 
this  syndrome  in  my  textbook.3 

We  have,  however,  seen  three  cases  where  the 
hemiplegia  was  complicated  by  an  acute  bursitis 
subacromoidalis  and  inflammatory  rheumatic  con- 
ditions of  the  arm.  This  condition  is  very  severe, 
the  hemiplegia,  just  like  the  bursitis,  leading  to  a 
severe  disability  of  the  shoulder  joint. 

The  combination  can  become  disastrous  to  func- 
tion unless  the  bursitis  can  be  cured  promptly. 

A man  of  sixty-five  suffered  from  a hemiplegia  on 
the  right  side  and  complained  three  weeks  after  the 
onset  of  very  severe  pain  in  the  shoulder.  When  he 
came  under  our  observation,  we  found  that  the 
paralysis  of  the  arm,  hand,  and  leg  was  moderate. 
Still,  motion  of  the  arm  was  greatly  restricted  by 
pain.  Examination  of  the  shoulder  revealed  the 
typical  signs  of  a bursitis  subacromoidalis.  Wet 
dressings  on  the  shoulder  with  daily  massage  cleared 
up  the  inflammatory  condition  within  three  weeks. 
The  motion  in  the  arm  was  restored  except  for  that 
part  which  was  due  to  the  hemiplegia. 

It  is  not,  however,  the  establishment  of  priority 
that  interests  me  and  that  induces  me  to  write  this 
note  but  the  question  of  pathology  and  treatment. 

The  clinical  picture  is  identical  with  that  of  acute 
bursitis  subacromoidalis,  often  accompanied  by  an 
arthritis  of  the  hand  (shoulder  hand  syndrome). 
In  my  opinion,  there  is  not  the  slightest  reason  to 
classify  this  pathologic  process  as  anything  but  an 
infection. 


To  the  Editor: 

In  regard  to  the  comments  made  by  Dr.  Heinrich 
F.  Wolf  concerning  posthemiplegic  shoulder  pain, 
I would  like  to  state  that  I am  pleased  to  know  that 
Dr.  Wolf  was  aware  of  such  pain  and  described  it  in 
his  book  in  1933.  I must  point  out,  however,  that  I 
cannot  agree  with  the  exposition  that  he  gives  that 
this  is  a bursitis  on  an  infectious  basis.  As  far  as  I 
can  determine  in  the  patients  we  have  seen,  there  has 
never  been  any  evidence  of  infection,  and  the  iuflani- 


If  one  wants  to  explain  why  these  conditions  al- 
ways appear  on  the  paralyzed  side,  one  may  establish 
the  hypothesis  that  the  inflammatory  process 
appears  on  the  affected  side,  the  locus  minoris 
resistentiae.  However,  it  is  not  the  hypothesis 
which  counts  here  but  the  method  of  treatment. 

Far  more  important  than  the  theoretic  consider- 
ation is  the  fact  that  unless  this  inflammatory 
process  is  relieved  within  a few  days  the  symptom 
complex  of  a frozen  shoulder  is  bound  to  develop. 
If  this  is  the  case,  the  chance  of  any  function  in  the 
shoulder  joint  and  hand  is  nil,  because  the  weakness 
in  the  paralyzed  limb  which  interferes  with  the 
movement  of  an  otherwise  normal  shoulder  joint 
would,  of  course,  not  allow  any  movement  at  all. 

I have  shown  and  published  the  fact  many  times 
that  it  is  possible  to  cure  the  acute  bursitis  with  iced 
compresses  and  very  gentle  massage  before  ad- 
hesions (the  frozen  shoulder)  develop.  Arthritis  of 
the  hand  can  be  cured  by  very  mild  short  waves  and 
gentle  massage.  In  my  sixty  years  of  practice  I 
have  had  many  occasions  to  prove  the  correctness  of 
my  contentions. 

Heinrich  F.  Wolf,  M.D. 

85  Fifth  Avenue 
New  York,  New  York 


1 Tobis,  J.  S.:  New  York  State  J.  Med.  57:  1377  (Apr. 

15)  1957. 

2 Steinbrocker,  O.,  Spitzer,  N.r  and  Friedman,  H.:  Ann. 

Int.  Med.  29:  22  (July)  1948. 

2 Wolf,  H.  F.:  The  Textbook  of  Physical  Therapy,  New 

York,  D.  Appleton-Century  Co.,  1933. 


matory  response  that  may  be  present  I believe  to  be 
purely  traumatic.  The  subluxation  of  the  shoulder 
resulting  in  shoulder  pain  will  not  be  relieved  by  ice, 
massage,  or  any  other  type  of  physical  agent. 

Jerome  S.  Tobis,  M.D. 

1 East  105th  Street 
New  York,  New  York 


July  15,  1957 
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deemed  sufficient  notification.  Selections  for  review  will  he  based  on  merit  and  interest  to  our 
readers. 


Nervous  System  Findings  Associated  with  Systemic  Lupus  Erythematosus 


While  nervous  system  manifestations  have  long 
been  recognized  as  manifestations  of  lupus  erythema- 
tosus in  its  acute  exacerbations  or  terminal  stages, 
they  have  been  regarded  in  the  past  as  relatively 
rare.  Of  later  years  such  signs  are  being  noted  with 
increasing  frequency,  along  with  evidence  that  such 
manifestations  may  appear  before  any  other  signs 
become  evident. 


Estimates  of  the  frequency  of  nervous  system 
involvement  in  this  disease  vary  from  18  to  37 
per  cent.  Drs.  Edward  C.  Clark  and  Robert  E. 
Yoss  of  the  Mayo  Clinic,  Rochester,  Minnesota, 
give  a run-down  on  the  various  types  of  neurologic 
dysfunction  and  psychic  manifestations,  presenting 
a number  of  case  summaries. — Minnesota  Medicine, 
August,  1966 
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Food  Poisoning.  By  G.  M.  Dack,  M.D.  Re- 
vised edition.  Octavo  of  251  pages.  Chicago, 
University  of  Chicago  Press,  1956.  Cloth,  $6.00. 

The  author  in  this  third  edition  has  prepared  a 
generally  improved  and  expanded  volume.  It  is 
concise  and  comprehensive,  delving  into  the  evalu- 
ation of  the  subject  of  food  poisoning. 

The  book  is  divided  into  six  main  chapters: 
chemical  poisons  in  food,  botulism,  staphylococcus, 
streptococcus,  and  salmonella.  Also,  and  especially 
interesting,  are  the  new  features  which  have  been 
added  on  plant  and  animal  food  poisoning. 

References  are  made  to  tables  dealing  with  careful 
field  investigation  in  order  to  determine  the  causa- 
tive agent  so  that  treatment  may  be  instituted  as 
early  as  possible. 

The  efforts  of  Dr.  Dack  in  bringing  this  subject 
up  to  date  will  be  fully  appreciated  by  the  medical 
student  and  general  practitioner. — S.  Ingram 
Hyrkin 

Operative  Technic  in  Specialty  Surgery.  Edited 
by  Warren  H.  Cole,  M.D.  With  67  contributing 
authors.  Second  edition.  Octavo  of  967  pages, 
illustrated.  New  York,  Appleton-Century-Crofts, 
1956.  Cloth,  $20.  With  Operative  Technic  in 
General  Surgery,  set  of  2 volumes,  $37.50. 

This  work  appears  as  the  second  edition.  It 
contains  967  pages  and  is  profusely  and  very  well 
illustrated.  Many  changes  have  been  made  since 
the  first  edition  appeared  in  1949.  The  editor  has 
chosen  67  specialists  to  present  several  aspects  of  the 
various  specialties  in  surgery.  Many  of  the  pro- 
cedures described  in  the  previous  edition  have,  of 
course,  been  omitted  in  this  one  because  they  have 
become  obsolete.  The  present  work  is  completely 
up-to-date.  Many  of  the  illustrations  are  entirely 
new  and  many  of  the  chapters  have  been  rewritten 
completely,  or  new  ones  have  been  added. 

It  is  interesting  to  note  that  the  contributors  to 
this  work  are  either  general  surgeons  who  have  be- 
come specialists  in  their  fields  or  are  specialists  who 
have  had  general  surgical  training.  The  chapters 
on  portal  hypertension,  neurologic  surgery,  frac- 
tures, and  orthopedic  surgery,  as  well  as  the  rela- 
tively large  amount  of  space  devoted  to  the  radical 
operations  for  cancer  of  the  female  genital  organs, 
are  to  be  particularly  recommended.  This  is  an 
invaluable  book  as  a text  and  as  a work  of  reference 
to  every  general  surgeon  who  does  any  sort  of 
surgical  specialty. — Merrill  N.  Foote 

A Modem  Pilgrim’s  Progress  for  Diabetics.  By 

Garfield  G.  Duncan,  M.D.  Duodecimo  of  222 


pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1956.  Board,  $2.50. 

Embracing  an  entirely  new  concept  in  meeting  the 
factual  needs  of  the  patient,  this  pocket-sized  book 
for  the  diabetic  is  both  revealing  and  refreshing. 
It  well  refutes  as  unwarranted  the  suggestion  that  a 
physician  who  has  won  wide  acclaim  as  the  writer  of 
standard  texts  of  medicine  becomes  stilted  and  can- 
not write  in  a vein  which  will  capture  lay  interest. 
Most  books  written  by  the  profession  for  the  laity 
are  boorish  stark  portrayals  of  fearsome  pathologic 
fact  with  very  little  thought  for  the  impact  of  their 
revelations  on  a patient  already  traumatized  by  the 
reality  of  his  condition.  By  contrast,  this  presenta- 
tion is  pleasantly  enlightening  without  being  fright- 
ening. It  implements  the  philosophy  of  Madame 
Curie:  “Nothing  in  life  is  to  be  feared,  only  under- 

stood.” 

With  his  wide  experience  in  clinical  medicine  and 
his  compassionate  insight  into  the  needs  of  the 
patient,  Dr.  Duncan  has  written  a pocket-sized 
novel  centering  about  a young  woman,  the  recep- 
tionist of  a busy  practicing  physician,  who  finds 
that  she  herself  is  diabetic.  She  immediately 
proselytes  for  the  welfare  of  the  doctor’s  other  dia- 
betic patients.  In  Margaret  MacDowell,  Dr. 
Duncan  has  portrayed  a living  personality  which 
sympathetically  reaches  into  the  daily  lives  of  a 
group  of  the  doctor’s  patients.  It  is  easy  to  see  that 
Dr.  Duncan  has  created  none  of  these  characters; 
each  is  a real  person  with  whom  Dr.  Duncan  in  his 
broad  clinical  experience  has  come  in  contact  and  not 
one  conjured  up  to  frame  an  episode  of  the  story. 
It  is  obvious  that  all  of  the  characters  portrayed  in 
this  little  novel  have  been  living  patient-contacts  of 
Duncan. 

One  marvels  at  the  wealth  of  clinical  knowledge  so 
interestingly  brought  out  in  the  person-to-person 
discourses  of  this  small  volume.  The  factual  meat 
is  so  succinctly  and  cleverly  presented  that  even  the 
physician  and  medical  student  will  find  the  reading 
rewarding  from  an  educational  standpoint.  Once 
the  cover  is  opened,  it  will  be  quite  impossible  for 
any  reader  interested  in  diabetes  to  close  the  book 
until  it  has  been  entirely  consumed.  There  has  long 
been  the  need  for  a book  which  would  painlessly  add 
to  the  patient’s  knowledge  of  his  condition.  The 
Modern  Pilgrim's  Progress  faithfully  meets  this  need 
as  no  other  book  to  date  has  done. — George  E. 
Anderson 

Skin  Surgery.  By  Ervin  Epstein,  M.D.  Octavo 
of  228  pages.  242  illustrations  on  101  figures. 
Philadelphia,  Lea  & Febiger,  1956.  Cloth,  $7.50. 

[Continued  on  page  2432] 
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This  volume  is  directed  to  the  dermatologist  who, 
it  is  estimated,  uses  surgical  modalities  in  the  treat- 
ment of  about  10  per  cent  of  his  patients.  Although 
several  chapters  cover  major  surgical  problems  in- 
cluding reconstructive  surgery,  the  fundamental 
orientation  of  the  subject  matter  is  in  the  direction 
of  office  surgery  under  local  anesthesia. 

There  are  three  major  divisions  of  this  book: 
Cold  Steel  Surgery,  Electro  Surgery,  Special  Tech- 
niques (Chemo  Surgery,  Derma  Abrasion,  etc.). 
Dr.  Arthur  E.  Smith  and  Dr.  Marsh  Robinson  con- 
tribute a chapter  on  skin  grafting  and  Dr.  Bernard 
Sarnat  adds  one  on  oral-plastic  surgery.  There  is 
also  a chapter  by  Frederic  E.  Mohs  on  Chemo 
Surgery.  The  remainder  of  the  book  is  written  by 
eminent  dermatologists. 

Dr.  Epstein’s  book  should  be  useful  to  physicians 
who  seek  a fundamental  introduction  to  minor 
surgery  for  skin  lesions.  Without  a doubt,  many 
residents  in  dermatology,  practicing  dermatologists, 
and  general  practitioners  will  find  a surgical  orienta- 
tion in  this  volume  which  will  facilitate  clinical 
training  along  the  same  lines. — Gerald  R.  O’Brien 

A New  Psychotherapy  in  Schizophrenia.  Relief 
of  Frustrations  by  Symbolic  Realization.  By 

Marguerite  Sechehaye.  Translated  by  Grace  Ru- 
bin-Rabson,  Ph.D.  Octavo  of  199  pages.  New 
York,  Grune  & Stratton,  1956.  Cloth,  $4.50. 

This  provocative  and  enlightening  volume  throws 
telling  light  on  the  intricacies  of  the  protean  and 
highly  complex  problems  of  the  schizophrenias. 
The  approach  is  essentially  psychoanalytic  although 
the  author  evaluates  several  current  contributions  to 
the  treatment  of  psychotics — psychologic,  existen- 
tialist, and  phenomenologic. 

There  are  seven  chapters  in  all  which  critically 
analyze  methods  of  contact  with  the  schizophrenic, 
his  primary  needs  and  reactions  to  frustrations, 
criteria  for  interviewing  relatives,  and  observations 
of  schizophrenics  in  terms  of  symbolic  realization, 
processes  of  schizophrenic  thinking,  and  needs.  The 
author  feels  that  his  efforts  are  well  repaid  if  he  has 
succeeded  in  inculcating  his  conviction  that  schizo- 
phrenics, like  Renee,  can  be  cured  by  a psychologic 
method,  albeit  a very  lengthy,  highly  technical  and 
intriguing  one. 

A carefully  selected  bibliography  and  index  makes 
this  penetrating  book  more  valuable  to  the  psychi- 
atrist to  whom  it  is  primarily  addressed. — Fred- 
erick L.  Patry 

Clinical  Studies  in  Psychiatry.  By  Harry  Stack 
Sullivan,  M.D.  Edited  by  Helen  Swick  Perry, 
Mary  Ladd  Gawel,  and  Martha  Gibbon.  Octavo 
of  386  pages.  New  York,  W.  W.  Norton  & Com- 
pany, 1956.  Cloth,  $5.50. 

This  is  the  latest  of  Sullivan’s  posthumous  trilogy. 
The  book  is  based  on  the  contents  of  more  than  200 
lectures  given  at  the  Chestnut  Lodge  from  1942  to 
1946.  Considerable  editing  and  selection  were 
involved  to  avoid  repetition  of  previously  printed 


material.  The  contents  mainly  concern  the  subjects 
of  schizophrenia,  the  paranoid,  obsessive,  and  hys- 
terical states,  and  their  relationship  to  Sullivan’s 
interpersonal  theory  of  mental  disorder.  Sullivan’s 
fearlessness  in  presenting  new  ideas  is  evident 
throughout  the  book.  Always  a forthright  speaker, 
the  subject  matter  is  clearly  presented  and  under- 
standable. The  simplicity  of  the  presentation, 
however,  belies  the  gravity  of  the  factual  material 
and  one  must  be  constantly  on  the  alert  lest  he  pass 
over  a salient  point  because  of  its  facile  readability. 
Chapters  5 and  6 on  emotions  should  be  read  by 
every  psychiatrist,  no  matter  his  degree  of  compe- 
tence. This  book  is  recommended  unreservedly  as  a 
milestone  in  psychiatry. — Theodore  Meltzer 

Ciba  Foundation  Symposium  on  Paper  Electro- 
phoresis. Editors  for  the  Ciba  Foundation,  G.  E. 
W.  Wolstenholme,  M.B.,  and  Elaine  C.  P.  Millar. 
Octavo  of  224  pages,  illustrated.  74  illustrations. 
Boston,  Little  Brown  & Co.,  1956.  Cloth,  $6.75. 

This  monograph  consists  of  a series  of  authorita- 
tive articles  by  leading  workers  in  the  field  and  was 
part  of  a symposium  sponsored  by  the  Ciba  Founda- 
tion of  London. 

It  takes  up  general  methods  of  paper  electro- 
phoresis as  related  to  medical  and  biochemic  prob- 
lems. Of  interest  to  the  hematologist  is  the  chapter 
on  the  analysis  of  human  hemoglobins  by  paper 
electrophoresis.  The  rest  of  the  monograph  con- 
cerns itself  with  technical  problems  and  special 
information  of  particular  interest  to  biophysicists 
and  biochemists. 

For  an  authoritative  treatise  on  the  subject  of 
electrophoresis  this  fills  a much  desired  need  in  the 
maze  of  our  advanced  knowledge.— Maurice 
Morrison 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  September,  1956.  Octavo.  Phil- 
adelphia, W.  B.  Saunders  Company,  1956.  Pub- 
lished Bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

This  issue  of  the  Medical  Clinics  of  North  America 
comprises  a series  of  articles  on  modern  methods  of 
treatment.  All  are  authoritative  and  useful.  One 
or  two  (such  as  hepatitis)  are  too  long  for  the  in- 
formation given;  one  or  two  are  too  short  (such  as 
anticoagulants).  The  outstanding  paper  is  that  of 
Doshay  on  the  Treatment  of  Parkinsonism.  The 
physician  who  is  not  a trained  neurologist  will  be 
gratified  to  learn  how  important  management  is  in 
what  he  may  consider  a hopeless  disease. — Milton 
Plotz 

Progress  in  Psychotherapy,  1956.  Edited  by 
Frieda  Fromm-Reichmann,  M.D.,  and  J.  L.  Mo- 
reno, M.D.  Octavo  of  352  pages.  New  York, 
Grune  & Stratton,  1956.  Cloth,  $8.50. 

This  book  is  the  result  of  skillful  editing  by  the 
authors  of  two  panel  discussions  of  the  Section  of 
[Continued  on  page  2434] 
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Psychotherapy  at  the  annual  meeting  of  the  A.P.A. 
in  1954.  Forty-one  contributors,  representing  the 
various  psychotherapeutic  schools  have  presented 
excellent  material  which  was  pruned,  and  condensed 
to  make  the  book  a cohesive  whole. 

Beginning  with  “Notes  on  the  History  and 
Philosophy  of  Psychotherapy”  by  Frieda  Fromm- 
Reichmann  and  ending  with  “Psychotherapy, 
Present  and  Future”  by  J.  L.  Moreno,  in  an  interest- 
ing manner  is  presented  the  latest  thinking  on  the 
subject  regardless  of  the  school. 

For  those  who  have  a limited  time  in  which  to 
keep  abreast  of  present-day  developments  in  this 
field  of  therapy,  the  book  is  an  ideal  addition  to  the 
library.  Nonspecialists  in  the  field  of  psychiatry 
will  read  the  book  with  relish  and  decided  benefit. — 
Joseph  L.  Abramson 


Principles  of  Clinical  Electrocardiography.  By 
Mervin  J.  Goldman,  M.D.  Large  octavo  of  310 
pages,  illustrated.  Los  Altos,  California,  Lange 
Medical  Publications,  1956.  Paper,  84.50. 

This  book,  dollar  for  dollar,  is  probably  as  good  a 
bargain  as  there  is  available  among  American  medi- 
cal books  today.  In  a paper-bound,  lithographed 
volume,  stripped  of  all  frills,  is  a comprehensive  and 
accurate  discussion,  embracing  all  which  the  average 
general  practitioner  will  need  to  know  about  electro- 
cardiography. Despite  the  inexpensive  publishing 
process  used,  the  illustrations  are  superbly  repro- 
duced and  completely  useful.  They  are  as  numerous 
and  as  informative  as  in  any  book  except  much  more 
expensive  ones.  In  short,  this  volume,  multum  in 
parvo,  is  highly  commended. — Milton  Plotz 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


Bilateral  Pleural  Effusion 


Confronted  with  bilateral  effusion  without  obvious 
cause  in  a patient  showing  respiratory  difficulty 
who  has  had  a history  of  dyspnea,  the  clinician  is 
strongly  tempted  to  conclude  that  the  cause  is 
cardiac  failure.  AYhile  in  many  instances  he  may 
be  correct,  a strong  possibility  remains  that  the 
fluid  in  the  pleura  is  due  to  some  other  cause — and 
this  may  be  true  even  in  the  presence  of  an  enlarged 
cardiac  shadow.  In  general,  however,  the  ex- 
perience of  Drs.  Coleman  B.  Rabin  and  Norman  S. 
Blackman,  Mount  Sinai  Hospital,  New  York  City, 
has  left  the  impression  that  consideration  of  the 
size  of  the  heart  on  roentgen  examination  is  the 


most  helpful  single  item  in  differentiating  bilateral 
effusions  of  cardiac  origin  from  those  due  to  other 
etiologic  factors.  They  have  found  that  bilateral 
pleural  effusion  is  rarely  caused  by  congestive  failure 
if  the  heart  is  of  normal  size.  Consequently,  they 
studied  78  such  cases  (that  is,  patients  with  pleural 
effusion  on  both  sides  who  did  not  exhibit  enlarged 
cardiac  shadows  on  their  x-ray  films)  and  found 
that  only  three  of  them  (less  than  4 per  cent)  were 
due  to  congestive  failure.  The  rest  were  caused  by 
a wide  variety  of  other  pathologic  conditions. — 
Journal  of  the  Mount  Sinai  Hospital  ( New  York), 
January-February,  1957 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Successful  urologist  moving  to  Florida.  New  office,  fully 
equipped  including  x-ray,  for  sale — Terms  arranged.  F.  S. 
Creighton,  M.D.,  964  College  Avenue,  Elmira,  New  York. 


FOR  SALE 


State  Licensed  Nursing  Home.  Excellent  for  Physician’s 
Clinic.  Write  J.  W.  McCreight,  P.  O.  Box  292,  Boerne, 
Texas. 


REAL  ESTATE  FOR  SALE 


From  Estate — 11  room  brickbouse,  large  property,  4 office- 
rooms  ideal  for  1-2  physicians.  Nassau  County,  Long  Island, 
N.Y.  Chapel  9-0324. 


FOR  RENT— FOR  SALE 


Established  medical  location,  main  thorough-fare,  Floral 
Park,  Long  Island.  Efficiently  planned  offices  and  fixtures. 
Suitable  for  G.P.’s,  specialists  or  group.  Also  two  apartments 
available.  Building  may  be  purchased.  Box  579,  N.  Y.  St. 
Jr.  Med. 


OFFICE  SPACE  FOR  RENT 


Doctor’s  office  available,  ground  floor,  established 
20  years  by  E.N.T.  Excellent  opportunity — near 
hospitals.  See  Superintendent,  200  East  16th  St. 
(Corner  3rd  Avenue)  New  York  City,  or  phone 
Mr.  Lynn,  LO  5-2483. 


OFFICE  SPACE  FOR  RENT 


SPACE  AVAILABLE  for  OBS-GYN  or  INTERNIST, 
PEDIATRICIAN  or  EENT  in  modern  professional  building 
situated  in  fastest  growing  high  income  residential-shopping 
section  of  STATEN  ISLAND.  Moderate  starting  rental. 
Immediate  occupancy.  Springstead.  HO  6-1100. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Orange  County:  Buy  this  busy  young  man's  practice  for  less 
than  of  the  annual  gross.  Liberal  terms,  will  introduce. 
Specializing.  Box  604.  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  rural  and  resort  general  practice,  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  low 
overhead;  leaving  to  specialize:  for  value  of  Real  Estate  and 
Equipment,  Write  Box  615,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Ideal  for  Physician  or  Dentist.  Corner  Colonial  house  with 
attached  spacious  offices.  4 Bedrooms,  31  baths.  Residen- 
tial section  in  a rapidly  growing  community.  Agent:  A. 
Leggett,  Inc.,  Nyack,  N.Y.  Tel.  Nyack  7-3050,  or  call 
New  York  City,  RHinelander  4-4705. 


FOR  RENT 


Four  room  downstairs  flat.  Excellent  for  Doctor's  office 
with  ample  parking  space  in  rear!  Centrally  located  in  a 
professional  residential  section.  Rome,  N.  Y.  needs  more 
doctors  as  it  is  the  second  fastest  growing  city  in  New  York 
State.  We  have  Griffiss  Air  Base  and  several  large  indus- 
trial plants.  Three  large  hospitals  and  a population  over 
50,000.  Box  616  N.  Y.  St.  Jr.  Med. 


Residence  and  offices  of  deceased  physician  and  surgeon  in 
Hudson  Falls,  New  York.  Established  practice  same  loca- 
tion for  twenty  five  years  in  center  of  upstate  village. 
Reasonable  price,  financing  arranged.  Box  617,  N.  Y.  St.  Jr. 
Med. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33‘/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  H04-1100. 


PRACTICE  FOR  SALE 


Beachhaven-Brooklyn,  practice  and  equipped  office  of  re- 
cently deceased  physician,  in  non-competitive  medical  build- 
ing, wonderful  opportunity.  Call  SH  3-5199. 


PRACTICE  FOR  SALE 


$15,000  takes  fully  equipped  office  in  11-room  house.  Re- 
sort area  near  Rochester.  Large  fenced  yard,  good  school, 
open  accredited  hospital  near.  Can  be  fully  financed.  D. 
W.  Barton,  M.D.,  Cohocton,  N.Y. 


HOUSE  FOR  SALE 


MASSAPEQUA,  choice,  AAA  top,  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity— doctor,  sacrifice,  owner  Stechel,  Li  1-9340. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Progressive  Central  New  York  community  of  5000  requires 
general  practitioner.  Locate  permanently.  Obstetrics  es- 
sential. Local  M.D.s  (3)  endorse.  Industrial,  farm,  vaca- 
tion area.  Write  Health  Commit te,  Chamber  of  Commerce, 
Camden,  N.  Y. 


SPECIALIST  WANTED 


Otolaryngologist  Wanted — Boards  or  Eligible  as  Associate 
in  private  practice,  suburban  New  York  City.  Salary  lead- 
ing to  partnership.  Personal,  professional  data  requested  in 
reply.  Box  614,  N.  Y.  St.  Jr.  Med. 


Certified  ophthalmologist  desires  to  share  equipped  office 
Tuesday,  Thursday,  Saturday  afternoons  2 to  5 P.M.  some 
evenings,  East  Side  Manhattan  preferred.  Phone  RE  7-0134 
or  RI  9-3723  evenings  Box  618,  N.  Y.  St.  Jr.  Med. 


CHOOSE  YOUR  OWN  OFFICE  NOW! 

NEW  AIR  CONDITIONED  PROFESSIONAL  CENTER 
to  be  completed  by  Spring  1958.  Building  being  erected 
in  the  heart  of  Whitestone  residential  section  in  Queens, 
N.  Y.  C.  For  full  information  call  or  write  M.  Einbinder, 
West  Farms  Development  Corp.,  1501  West  Farms  Rd., 
Bronx  60,  N.  Y.  Tel.:  Kilpatrick  2-7710. 
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TOTAL  MEMBERSHIP  AS  OF  JULY  15,  1957—24,475 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany  

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson . . . 

Kings  

Lewis 

Livingston  . . . 

Madison 

Monroe 

Montgomery 

Nassau. 

New  York 

Niagara 

Oneida 

Onondaga . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer  . . 

Richmond. 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster. 

Warren 

Washington 
Wayne.  . 
Westchester 
Wyoming 
Yates 


Albert  Vander  Veer,  2nd ....  Albany 

Kurt  Zinner Wellsville 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Mathew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson. . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson.  . Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald . . . Lockport 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam  . . Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Mathew  H.  Jacobs Mahopac 

George  J.  Lawrence.  Jr..  . Flushing 

Marshall  W.  Quandt Troy 

Cyril  M.  Levin Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . Saratoga  Springs 
Ralph  E.  Isabella  . . .Schenectady 
R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Leo  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack.  . . Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

John  L.  Shultz. . . . . Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor.  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

William  A.  Schwarz.  .Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Homell 

Benjamin  L.  Feuerstein.  Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz  . . Kingston 
Richard  A.  Hughes.  . Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson. Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Blis9 Hudson 

C.  Franklin  Sornberger.  . .Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Gareth  S.  West .Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap.  Jr..  Amsterdam 
Joseph  G.  Zimring. . Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Eugene  J.  Lusardi  . . . Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Michael  R.  Mazzei.  . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson  Kingston 

Richard  C.  Batt  . Glens  Falls 
Roy  E.  Borrowman.  . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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REAL  ESTATE  FOR  SALE 


HARTSDALE,  N.  Y.  (Westchester  County) 

RARE  OPPORTUNITY  FOR 
A PROFESSIONAL  MAN! 

Attractive  modern  Colonial  on  over  l/i  acre  corner  with 
swimming  pool  & bathhouse;  centrally  located  near 
station,  bus,  schools,  shops.  1st  floor  adaptable  to  6 
rm.  residence  plus  doctor’s  suite.  Ground-level  fin- 
ished basement  room.  2nd  floor  apt.  now  produces  ren- 
tal income.  Easily  convertible  to  professional  bldg. 
Price  $55,000. 

F.  RICHARD  WOLFF  & CO. 

76  Mamaroneck  Ave.  WHite  Plains  6-9100 


FOR  SALE 


Doctor’s  office  and  home,  in  Central  Adirondacks.  Excellent 
opportunity.  For  details  write  or  call  William  E.  Cusack, 
Realtor,  Eagle  Bay,  N.  Y.  Phone  Eagle  Bay  2834. 


FOR  SALE 


HOME-OFFICE  COMBINATION,  CENTRAL  UP- 
STATE. COMPLETELY  FURNISHED  $18,000.  Will 
accept  only  $3,000  down  and  balance  at  your  own  terms. 
Lucrative  village  general  practice,  complete  Hospital  privi- 
leges. Will  introduce,  specializing.  Box  619,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Woodlawn  Section  of  the  Bronx — New  York.  25  Years — 
Large  Established  General  Practice — Well  Equipped  Office — 
and  Residence.  Box  578,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


In  suburb  of  Hartford,  Conn.  7 room  house  with  4 room  office 
wing  in  community  of  3500  without  physician.  Four  miles 
from  60  bed  hospital.  Tejephone  Rockville,  Conn.  Tremont 
53218  or  write  Mrs.  J.  E.  Rosenfeld,  Ellington,  Conn. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St.  Jr. 
Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Active  Practice;  general  and  minor  surgery,  major  surgery, 
if  desired.  Compensation  and  insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  N.  Y.  State.  Box 
599,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


CLINICAL  LAB.  EQUIPMENT;  New;  Sacrifice;  Micro- 
tome; BMR;  Ovens;  Klett-Summerson;  Anal.  Balance; 
Glassware;  Etc.  etc.;  L.  Odessky,  M.D.,  59 — 8Ave., 
ST  3-7199. 


FOR  SALE 


HOUSE,  Brooklyn;  Grand  Army  Plaza;  1 Family;  Ideal 
Physician;  Oil;  10  Rooms;  $25,000.  L.  Odessky,  M.D., 
59—8  Ave.,  ST  3-7199. 


WANTED 


Medical  group  on  Long  Island,  within  commuting  distance  of 
New  York  City,  desires  board  eligible  or  board  certified  in- 
ternist for  full-time  affiliation.  Box  1952,  Grand  Central 
Station,  New  York  17,  New  York. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times ....  .90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


RESIDENTS  WANTED 


Unexpected  opening  for  American  Board  Approved 
Orthopedic  Senior  Residency  has  occurred  at  new,  large, 
New  York  City  Hospital,  closely  affiliated  with  Medical 
College.  Box  620,  N.  Y.  St.  Jr.  Med. 


WANTED 


EENT  practice  on  Long  Island  to  be  subdivided  after  20 
years.  Opportunity  for  Board  Eligible  Otolaryngologist.  No 
investment  required.  Prefer  younger  man.  Detailed  resume 
must  be  submitted.  Box  623,  N.  Y.  St.  Jrl.  Med. 


General  Practitioner,  class  A or  foreign  graduate,  wanted 
as  associate  in  substantial  Western  Massachusetts  practice. 
Financial  rewards,  housing,  Hospitals,  cultural  opportunities 
abundant.  Box  624,  N.  Y.  St.  Jrl.  Med. 


Medical  Ass’t  seeks  part-time  position  in  NYC  College  gradu- 
ate, business  and  med.  ass’t  experience  Type,  light  steno,  x- 
ray.  Box  622  N.  Y.  St  Jrl.  Med. 


For  rent  equipped  office  on  L.I.  used  for  15  years  by  recently 
deceased  general  practitioner.  Floral  Park  2-4569. 


Offices  available  in  Professional  Building  at  #1  Hopper  St. 
3,  4,  and  5 room  suites  $100,  $125  and  $150  monthly.  Will 
remodel;  inquire  Rogers  Optical  Co.,  326  Columbia  St., 
Utica,  N.  Y. 


OFFICE  FOR  RENT 


Obstetrics  and  GYN.,  specialist  preferred.  Central  location 
of  growing  areas.  May  share  completely  equipped  office  of 
General  Practitioner.  Nassau  County.  Call  Wells  1-3384. 


OFFICES  FOR  RENT 


47  ST,  210  East.  Grand  Central  Area.  New  building. 
FREE  Central  AIE  CONDITIONING.  1000  or  1700  or 
3200  square  feet.  Suitable  for  individual  or  group  of  doctors. 
Alterations  to  suit.  Douglas  Gibbons  & Co.,  Inc.  136  East 
57  St.  EL  5-4600. 


FOR  RENT 


Astoria,  L.I. — Established  Doctor's  office,  5 rooms  beauti- 
fully decorated.  Excellent  location.  Wonderful  oppor- 
tunity. Immediate  Occupancy.  Call  Ravenswood  8-5425. 


New  GLEN  OAKS  MEDICAL  CENTER— indiv.  suites— 
excellent  location — nr.  L.I.  Jewish — Hillside — and  Creed- 
moor  Hospitals.  254-03  Union  Tpke.  Fieldstone  7-1943. 
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prescribe 

Teldrirf  Spansule 


chlorprophenpyridamine 

maleate 


sustained  release 


capsules,  S.K.F. 


antihistamine 


One  ‘Teldrin’  Spansule  on  arising  gives 
day-long  relief  from  sneezing,  nasal  dis- 
charge and  itching  eyes. 


iffi] 


ies! 


to  keep  your  “pollen  patients''' 


continuously  ahead  of  allergic  discomfort 


made  only  by  Smith,  Kline  & French  Laboratories,  Philadelphia 
first  J in  sustained  release  oral  medication 


*T.M.  Reg.  U S.  Pat.  Off. 


Vaginal  Suppositories 


—soft  and  pliant  as  a tampon— white,  odorless,  non-staining— the  suppositories 
bring  new  ease  and  new  effectiveness  to  treatment  of  vaginitis. 

ELIMINATE  SMEAR  EXAMINATIONS* 

Milibis  vaginal  suppositories  are  effective  in  trichomonad, 
Candida  (monilia)  as  well  as  mixed  and  bacterial 
infections-thus  laboratory  identification  of  the  offending 
organism  is  unnecessary. 

THERAPEUTIC  REGIMEN  IS  SHORT  AND  SIMPLE 
A total  of  only  10  suppositories  (one  inserted  every  other  night) 
has  given  a remarkable  rate  of  cure  of  over  90  per  cent 
in  two  large  series  of  cases.  Milibis  vaginal  suppositories  are 
easily  inserted  high  into  the  vagina  and  form  a tenacious 
film  which  coats  the  cervix  and  rugae,  killing  pathogens  on 
contact.  Non-staining,  well  tolerated. 

•Except  when  gonorrheal  Infection  ia  suapected. 


LABORATORIES  New  York  18,  N.Y. 

Mlllble  (brand  of  olycoblariot),  trademark  rag.  U S.  Pat.  Off. 
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WANTED 


. 


RELIEF 

FROM 

ACNE 


Tbatex* 


is  an  essential  adjunct  to  treatment 


IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 


Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated ...  assures  patient  acceptance 
and  cooperation. 

FOSTEX  CREAM  forthera- 
peutic  washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired. 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 


in  bar  form 


WESTWOOD  PHARMACEUTICALS 

Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 

■ well  suited  for  prolonged 
therapy 

■ well  tolerated,  relatively 
nontoxic 

■ no  blood  dyscrasias,  liver 
toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

■ orally  effective  within 
30  minutes  for  a period  of 
6 hours 


RELAXES  BOTH  MIND  AND  MUSCLE 

WITHOUT  IMPAIRING  MENTAL  OR  PHYSICAL  EFFICIENCY 


Miltown 

tranquilizer  with  muscle-relaxant  action 


2-methyl-2-ll-propy!- 1,3-propanediol 
dicarbamate  — U.  S.  Patent  2,724,720 


Supplied:  400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 

Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 


Literature  and  samples  available  on  request 


V-TO^, 


3*0  Kt ii 


WALLACE  LABORATORIES 
New  Brunswick,  N.  J. 
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Formula 


Miltown®  & anticholinergic 


now  . . care  of  the  man 
rather  than  merely  his  stomach”1 


controls 

gastrointestinal  dysfunction 

at  cerebral  and  peripheral  levels 


tranquilization  without 
barbiturate  loginess 


spasmolysis  without 
belladonna-like  side  effects 


for  duodena!  ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 


Miltown®  (meprobamate) 

400  mg.  ( 2 - methyl  - 2 - n - 
propyl- 1,  3- propanediol 
dicarbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  25  mg. 

( 3 - diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol -ethiodide) 


1.  Wolf  & Wolff,  Human  Gastric  Function 


WALLACE  LABORATORIES  New  Brunswick,  N,  J. 


Literature,  samples , and. 
personally  imprinted  peptic  ulcer 
diet  booklets  on  request. 
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/ Simplified  dosage* 

NOW  \ t0  prevent 

\ Angina  Pectoris 

Metamine 

Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg. 


♦Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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This  new  bottle 
is  tailored 
to  fit  your  needs 

From  its  unique  label  with  numerals  printed 
in  the  “working”  position,  to  the  functional 
non-slip  thumb  and  finger  grips  . . . here’s  a 
solution  bottle  that  goes  all  out  to  contribute 
the  utmost  in  hospital  efficiency  and  economy. 


Labels  and  bottles  are  cross-calibrated  for  easy 
reading  of  fluid  levels  . . . larger  bottles  are  marked 
at  100  cc.  intervals,  while  the  special  pediatric  sizes 
are  calibrated  in  10  cc.  measurements.  Designed 
with  the  user  in  mind,  to  save  valuable  hospital  time 
. . . to  offer  the  most  in  “in-use”  application. 


NEW 


• • • and 


completely  functional 


— another  example  of  pioneering  parenterals  and  service 


l BAXTER  LABORATORIES,  INC.  ^ 


MORTON  GROVE,  ILLINOIS 


DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE  ROCKIES  (e.cepl  in  Hit  city  of  El  Poio.  Tool)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 
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I release  from  anxiety 

without  impairment  of 
mental  acuity  or  physical  skills 


U LTR  A N 

(Phenaglycodol,  Lilly) 


Dosage:  Usually  1 pulvule 
t.i.d. 

Supplied:  As  attractive 
turquoise-and-white 
pulvules  of  300  mg. 


Exhaustive  psychological  testing  shows  that  the  usual 
range  of  dosages  does  not  interfere  with  normal  intel- 
lectual or  motor  abilities.  This  has  been  established  by 
objective  and  standardized  quantitative  tests. 

Anxiety  quickly  allayed 

The  patient  with  vague  symptoms,  nervous  and  dis- 
tressed under  the  burden  of  unsolved  problems,  finds 
release  from  anxiety  and  restoration  of  emotional  com- 
posure. 

Chemically  unique 

‘Ultran’  is  not  a modification  of  any  other  therapeutic 
agent. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


774087 


2447 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK  ( Continued  from  page  2446) 


Presidents,  District  Branches 


First  District 

Herbert  Berger,  M.D.,  Richmond 
Second  District 

Arthur  E.  Corwith,  M.D.,  Suffolk 
Third  District 

Edwin  G.  Mulbury,  M.D.,  Greene 
Fourth  District 

Leonard  J.  Schiff,  M.D.,  Clinton 


Fifth  District 

Donald  C.  Tulloch,  Jr.,  St.  Lawrence 
Sixth  District 

William  T.  Boland,  M.D.,  Chemung 
Seventh  District 

Eldred  J.  Stevens,  M.D.,  Steuben 
Eighth  District 

Elmer  T.  McGroder,  M.D.,  Erie 


Ninth  District — Earl  C.  Waterbury,  M.D.,  Orange 


New  York  State  Journal  of  Medicine,  Publication  Committee 

John  J.  Masterson,  M.D.,  Chairman 
Laurance  D.  Redway,  M.D. 

W.  P.  Anderton,  M.D.  Maurice  J.  Dattelbaum,  M.D. 

Norman  S.  Moore,  M.D.  John  G.  Masterson,  M.D. 


Legal  Department 


Counsel 

William  F.  Martin,  Esq. 
30  Broad  Street,  New  York  4 


Attorney 

Robert  J.  Bell,  Esq. 
Telephone:  Hanover  2-0670 


Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Ave.,  New  York  16.  Telephone:  MUrray  Hill  4-3211 


Executive  Officer 

Harold  B.  Smith,  M.D.,  100  State  St.,  Albany  7.  Telephone:  4-4214 


Director,  Bureau  of  Industrial  Health  and  Workmen’s  Compensation 

Anthony  A.  Mira,  M.D.,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


Director,  Public  and  Professional  Relations  Bureau 

Frederick  W.  Miebach,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


2448 


Director,  Bureau  of  Medical  Care  Insurance 

George  P.  Farrell,  386  Fourth  Ave.,  New  York  16.  Telephone:  MUrray  Hill  3-0701 


only 


can  give  you 


tanphetamin  protocolloid  complex 
Irwin,  Neisler 


GREATER  than  any  other 
anorexic  you  can  use  . . . 


LESS  than  any  other 
anorexic  you  can  use  . . . 


“Thus,  definite  benefits 
resulted  in  a total  of 


Only  3.7%  of  699  patients  on 
proper  dosage  schedule  ex- 
hibited CNS  overstimu- 
lation with  Synatan 
(tanphetamin)  * 


O Pi  f\  f\  f\ 


the  smoothest  amphetamine  compound  you 


To  serve  your  patients  today — call  your 
pharmacist  for  any  additional  information 
you  may  need  to  help  you  prescribe  Seco- 
Synatan  and  Synatan. 

For  prescription  economy,  prescribe 
Synatan  and  Seco-Synatan  in  50’s. 
‘Garrett,  T.  A.:  Clin.  Med.  3:  1185  (Dec.)  1956. 


each  Synatan  tabule  contains  tan- 
phetamin (dextro-amphetamine 
tannate)  17.5  mg. 

Seco-Synatan  contains  Synatan  17.5 
mg.  and  secobarbital  35.0  mg. 

dosage:  One  or  two  tabules  at  10:00 
a.m.  for  all  day  control. 


7WWT7 


IRWIN,  NEISLER  & CO.  DEC  AT  UR  ILLINOIS. 
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Frederick  Ziman,  Secretary New  York 

Milton  Lowenthal,  Delegate New  York 

PREVENTIVE  MEDICINE  AND  PUBLIC  HEALTH 
William  A.  Brumfield,  Jr.,  Chairman. . Westchester 

Ralph  M.  Vincent,  Vice-Chairman Albany 

Robert  H.  Broad,  Secretary Tompkins 

Joseph  H.  Kinnaman,  Delegate Nassau 

RADIOLOGY 

Francis  F.  Ruzicka,  Jr.,  Chairman New  York 

John  F.  Roach,  Vice-Chairman Albany 

Albert  A.  Dunn,  Secretary New  York 

Frank  J.  Borrelli,  Delegate New  York 

SURGERY 

Paul  A.  Kennedy,  Chairman Erie 

Edmund  N.  Goodman,  Secretary New  York 

Jose  M.  Ferrer,  Jr.,  Delegate New  York 

UROLOGY 

Dean  Makowski,  Chairman New  York 

William  J.  Staubitz,  Vice-Chairman Erie 

E.  Craig  Coats,  Secretary New  York 

E.  Craig  Coats,  Delegate New  York 


OPHTHALMOLOGY 
Milton  L.  Berliner,  Chairman 
Donald  E.  Moore,  Vice-Chairman 
Thomas  M.  d’Angelo,  Secretary 
James  I.  Farrell,  Delegate 
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antidiarrheai  for 


NEW 


Addition  of  neomycin 
to  the  effective 
Donnagel  formula 
assures  even  more 
certain  control  of  most 
of  the  common  forms 
of  diarrhea. 

Neomycin  is  an  ideal 
antibiotic  for  enteric 
use:  it  is  effectively 
bacteriostatic 
against  neomycin- 
susceptible  pathogens; 
and  it  is  relatively 
non-absorbable. 

The  secret  of  Donnagel  with  Neomycin’s  clinical 

dependability  lies  in  the  comprehensive  approach 
of  its  rational  formula: 


Informational 
literature 
available 
upon  request. 


COMPONENT 

in  each  30  cc.  (1  fl.  oz.) 

ACTION 

BENEFIT 

Neomycin  base  (210.0  mg.) 

(as  neomycin  sulfate  U.S.P.) 

antibiotic 

Affords  effective  intestinal  bacte- 
riostasis. 

Kaolin  (90  gr.) 

adsorbent, 

demulcent 

Binds  toxic  and  irritating  substan- 
ces. Provides  protective  coating 
for  irritated  intestinal  mucosa. 

Pectin  (2  gr.) 

protective, 

demulcent 

Supplements  action  of  kaolin  as 
an  intestinal  detoxifying  and 
demulcent  agent. 

Dihydroxyaluminum 

aminoacetate  (0.25  Gm.) 

antacid, 

demulcent 

Enhances  demulcent  and  detoxi- 
fying action  of  the  kaolin-pectin 
suspension. 

Natural  belladonna  alkaloids:  anti- 

hyoscyamine  sulfate  (0.1037  mg.)  spasmodic 

atropine  sulfate  (0.0194  mg.)  H 

hyoscine  hydrobromide  (0.0065  mg.) 

Relieves  intestinal  hypermotility 
and  hypertonicity. 

Phenobarbital  (Vi  gr.) 

sedative 

Diminishes  nervousness,  stress 
and  apprehension. 

INDICATIONS:  Donnagel  with  Neomycin 
is  specifically  indicated  in  diarrheas  or 
dysentery  caused  by  neomycin-suscep- 
tible organisms;  in  diarrheas  not  yet 
proven  to  be  of  bacterial  origin,  priorto  de- 
finitive diagnosis.  Also  useful  in  enteritis, 
even  though  diarrhea  may  not  be  present. 
SUPPLIED:  Bottles  of  6 fl.  oz.  At  all  pre- 
scription pharmacies. 


DOSAGE:  Adults:  1 to  2 tablespoon- 
fuls (15  to  30  cc.)  every  4 hours. 
Children  over  1 year:  1 to  2 tea- 
spoonfuls every  4 hours.  Children 
under  1 year:  x/z  to  1 teaspoonful 
every  4 hours. 

ALSO  AVAILABLE:  Donnagel,  the 
original  formula,  for  use  when  an 
antibiotic  is  not  indicated. 


fticof  Pharmaceutical i 
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A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


,.•••  • • • . . 
anything!  NEW  for  dizziness?^ 


• • • • 


•.YES... 


"Anti  vert 


each  tablet  contains: 


stops 
vertigo 

(AND  A GLANCE  AT  THE  FORMULA  SHOWS  2 REASONS  WHY) 


MECLIZINE  (12.5  mg.) — specifically  sup- 
presses labyrinthine  irritation1 

+ 

NICOTINIC  ACID  (50  mg.)  — for  prompt 
increase  of  cerebral  blood  flow2 

Proof?  Try  anti  vert  on  your  next  vertig- 
inous patient.  One  tablet  t.i.d.  before  meals. 

In  bottles  of  100  blue-and- white  scored  tab- 
lets. Rx  only. 

CHICAGO  11,  ILLINOIS 


1.  Weil,  L.  L. : J.  Florida  Acad.  Gen. 
Pract.  4:9  (July)  1954.  2.  Williams, 
Henry  L. : J . Michigan  State  Med. 
Society  51:572-576  (May)  1952. 


VERTIGO  IN  GERIATRICS 

antivert  is  particularly  useful  for  the  relief 

®f  vertigo  in  the  aging. 


Bidrolar  . . . combines  a natural  laxative 
with  an  effective  stool  softener 


Bidrolar  is  effective  combination  therapy  without  the  use  of 
irritating  bowel  evacuants  . . . and  without  the  disadvantages  and 
lack  of  peristaltic  effect  noted  with  the  use  of  stool  softeners  alone. 

Bidrolar  provides  ox  bile,  a natural  peristaltic  stimulant  that  produces 
laxation  without  irritating  the  bowel  . . . and  dioctyl  sodium 
sulfosuccinate,  an  effective  stool  softener  that  keeps  feces 
soft  for  easy  evacuation. 

Bidrolar  stimulates  the  liver  to  increase  the  free  flow  of  bile 
which  in  turn  promotes  natural  hydration  of  the  stool. 

Each  Bidrolar  tablet  contains:  Dioctyl  Sodium  Sulfosuccinate 
40  mg.  and  Ox  Bile  Extract  60  mg. 

Supplied  in  bottles  of  30  and  100  tablets. 


Bidrolar 


t4- 


THE  ARMOUR 

A DIVISION  OF  ARMOUR  AND 


LABORATORIES 

COMPANY  • KANKAKEE.  ILLINOIS 
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In  Skeletal  Muscle  Spasm 

“.  . . Disipal  is  an  orally  effective  and  safe 
antispasmodic  drug.  Results  are  prompt, 

" and  gratifying  to  the  patient.  The  number  of 

office  visits  ...  is  reduced  significantly.  The 
dosage  schedule  is  simple,  and  side  actions 
are  minimal  . . ” 


Finch,  J.W.:  Clinical  Trial  of  Orphena- 
drine  (Disipal)  in  Skeletal  Muscle  Dis- 
orders. To  be  published. 


Brand  of  Orphenadrine  HCI 


w 

7 

ADVANTAGES 


Speedy  relief  of  muscle  spasm 
Orally  effective 
Relatively  long-acting 
Minimal  side  actions 
Mildly  euphoric 
Nonsoporific 
Tolerance  no  problem 
No  known  organic  contra- 
indications 
Economical 

INDICATIONS 

Parkinsonism 

• 

Muscle  spasm  due  to 
Sprains 
Strains 

Herniated  interver- 
tebral disc 
Fibrositis 
Low  back  pain 
Whiplash  injuries 
Noninflammatory  rheumatic 
and  arthritic  states 
Torticollis 


In  Parkinsonism 


“ In  a series  of  176  patients ...  a valuable 
adjunct  to  therapy  ...  a highly  selective 
action  . . . that  cannot  be  duplicated  by 
any  other  current  remedy  . . . effective 
as  a euphoriant  . . . and  as  an  energizing 
agent  against  weakness,  fatigue,  ady- 
namia, and  akinesia  . . . potent  action 
against  sialorrhea,  diaphoresis,  oculo- 
gyria,  and  blepharospasm  . . . also  lessens 
rigidity  and  tremor  . . . harmless  . . . 
minimal  side-reactions  . . . safe  . . . even 
in  cases  complicated  by  glaucoma.” 

Doshay,  L.J.,  and  Constable,  K.:  Treatment  of  Paralysis  Agitans 
with  Orphenadrine  (Disipal)  Hydrochloride:  Results  in  One 
Hundred  Seventy-Six  Cases,  J.A.M.A.  163:1352  (Apr.  13)  1957. 


Dosage:  1 tablet  (50  mg.)  t.i.d.  In  Park- 
insonism, when  used  in  combination  with 
other  drugs,  smaller  dosage  may  suffice. 


ikerl 


•Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.S.  Patent  No.  2,567,351.  Other  patents  pendinQ. 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  “predni-steroids” 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy . . . 


‘Co-Deltra’  or  ‘Co-Hydel-  Multiple 
tra’  provides  all  the  bene-  Tablets**6 
fits  of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control — in  bron-  2;5  me‘  ?r  50  ms> 

, . , , , ^11  of  prednisone  or 

chial  asthma  or  stubborn  prednisolone,  plus 
respiratory  allergies.  300  mg.  of  dried 

, aluminum 

supplied:  Multiple  Compressed  h dr„,ide 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy-  . d 50 
deltra’  in  bottles  of  30,  100,  and  ot  magnesium" 

trisilicate. 


500. 


•CO-DELTRA’  and  ‘CO-HY DELTRA’  are 
registered  trademarks  of  Merck  & Co..  Inc. 


Co  Deltra 


(Prednisone  buffered) 


CoHydeltra 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 
PHILADELPHIA  1.  PA. 
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IN  FIFTY-TWO  SECONDS 


you  can  locate  any  registered  physician  in  New  York  State , 
together  with  data  on  his  professional  background  and 
affiliations , by  using  your  Medical  Directory. 


You  want  lo  find: 

Dr.  John  Paul  Doe 


Do  this  first: 

Turn  to  the  “Alphabetical  Listing 
of  Physicians”  and  you’ll  find.  . . 
Doe,  Aaron  Roger,  Manhattan 
James  George,  Utica 
John  Paul,  Syracuse 
Violet  Ann,  Bronx 
William  Robert,  Rochester 


Then  do  this: 

Turn  to  the  “Syracuse  Listing  of  Phy- 
sicians” and  you’ll  find.  . . 

DOE,  John  Paul,  17  W Adams  St. 
1-3  except  Thurs  & Sat.  Tel  Bowling 
7-1414.  Res  41  Beauty  Lane.  Tel 
Elmford  9-1744.  McGill  1933.  D-0. 
D-OL.  SEF.  FACS.  Am  Ac  Ophth 
& Otolar;  A1  Bell.  Sr  Otolar  Strong 
Meml;  Asst  ENT  Genl. 


A quick  reference  to  the  pages  on  abbreviations 
would  show  you  that  Dr.  John  Paul  Doe  is  a 
Diplomate  American  Board  of  Ophthalmology 
(D-O),  Diplomate  American  Board  of  Oto- 
laryngology (D-OL),  his  qualifications  under  the 
New  York  State  Workmen’s  Compensation  Law 
are  Ophthalmology,  Laryngology,  Rhinology, 
Otology  (SEF),  he  is  a Fellow  of  the  American 
College  of  Surgeons,  he  has  completed  service 
at  Bellevue  Hospital,  he  is  Senior  Otolaryngolo- 
gist at  Strong  Memorial  Hospital  and  Assistant 
Attending  Physician  Ear,  Nose  and  Throat  at 
General  Hospital. 


Orders  are 
now  being 
taken  for 
1957 

EDITION 


Only  in  the  MEDICAL  DIRECTORY  OF  NEW  YORK  STATE  is  this  in- 
formation available  to  you  so  quickly.  This  is  your  book,  published  by 
your  Society  and  you  can  be  sure  that  every  effort  is  made  to  provide  you 
with  accurate,  fully  detailed  listings.  Make  use  of  your  Directory — it’s  a 
volume  of  valuable  reference  for  data  on  physicians,  hospitals,  your  Medi- 
cal Society,  general  inf 'or motion, pharmaceutical  and  equipmen  t suppliers. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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in  urinary  tract 
infections  of  pregnancy 
delay  is  dangerous... 

"Approximately  one-half  of  the  patients  have 
some  permanent  damage  to  the  urinary  tract. 


FU  RADANT 


BRAND  OF  NITROFURANTOIN 


'OOO 

FOR  RAPID  ERADICATION  OF  INFECTION 


Specific  for  genitourinary  tract  infections 
• rapid  bactericidal  action  against  a wide 
range  of  gram-positive  and  gram-nega- 
tive pathogens  and  organisms  resistant  to 
other  agents  • negligible  development  of 
bacterial  resistance  • excellent  tolerance 
— nontoxic  to  kidneys,  liver  and  blood- 
forming  organs  • safe  for  use  in  preg- 
nancy2-3 


AVERAGE  FURADANTIN  DOSAGE:  100  mg. 
q.i.d.  with  food  or  milk.  Continue  treat- 
ment for  3 days  after  urine  becomes  sterile. 

supplied:  Tablets,  50  and  100  mg. 

Oral  Suspension  (25  mg.  per  5 cc.  tsp.). 

REFERENCES:  1.  Rives,  H.  F.:  Texos  J.  M.  52:224,  1956. 
2.  Diggs,  E.  S.;  Prevost,  E.  C.,  and  Valderas,  J.  G.:  Am. 
J.  Obst.  71:399,  1956.  3.  MacLeod,  P.  F.,  el  al.:  Inter- 
nal. Rec.  Med.  169:561,  1956. 


NITROFURANS 


a new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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in  any 
kind  of 
motion 
sickness 


INDEX  TO  ADVERTISERS 


Ameriean  Hospital  Supply  Corp 2445 

Ames  Company,  Inc 2470 

Armour  Laboratories 2453,  2463,  2474-2475 

Associated  Concentrates  2581 

Ayerst  Laboratories 2461 


Baxter  Laboratories,  Inc 2445 

Bilhuber- Knoll  Corporation  2587 

Brigham  Hall  Hospital 2593 

Bristol-Myers  Company 2473 

Burroughs  Wellcome  & Company,  Inc 2462 


California  StatePersonnel  Board 2581 

Center  Laboratories,  Inc 2585 

Ciba  Pharmaceutical  Products,  Inc 2nd  cover 

Coca-Cola  Company 2598 


Dome  Chemicals  Inc 2585 


Eaton  Laboratories.  . 2457 

Endo  Laboratories 2465 


Dramamine® 

Brand  of  Dimenhydrinate 

dMmxitic  /iMuHlA- 

Motion  sickness  affects  80% 
of  traveling  children. . . .99 

Kugelmass,  I.  N.:  When  Children 
Travel,  Internat.  Rec.  Med.  168 : 

486  (July)  1955. 


Hall-Brooke 2593 

Hoffmann-La  Roche  Inc Between  2454-2455,  2464 

Holbrook  Manor 2593 

Irwin,  Neisler  & Co 2449 


Kirsch  Beverages,  Inc..  . . 2591 


Lakeside  Laboratories,  Inc 3rd  cover 

Lederle  Laboratories,  Div.  American  Cyanamid  Co. 

2468-2469,  2472 

Thos.  Leeming  & Co.,  Inc 2444 

Eli  Lilly  & Co 2447,  2478 

Louden- Knickerbocker  Hall,  Inc 2597 


<<It  [Dramamine]  is  undoubtedly 
a valuable  discovery  which 
has  protected  and  will  protect  a 
large  number  of  our  fellow  men 
from  one  of  the  most  distressing 
discomforts  of  twentieth 
century  life— motion  sickness. >> 

Marriott,  H.  J.  L.:  Medical 
Milestones,  Baltimore, 

Williams  & Wilkins  Company, 
1952.  pp.  269-270. 


. . . for  trips  without  trouble 

Dramamine 


Map  Copyright  by  Rand  McNally  & Co.,  RL  No.  57S63  ' 


S.  E.  Massengill  Company Between  2470-2471 

Mead  Johnson  & Co 2583  4th  cover 

Merck,  Sharp  & Dohme,  Div.  Merck  & Co.,  Inc..  . . 2455 


E.  L.  Patch  Company 2476 

Pfizer  Laboratories,  Div.  Chas.  Pfizer  Co 2466,  2581 

Pinewood 2593 

Pitman-Moore  Company.  2471 


Riker  Laboratories,  Inc.. . 2454,  2459 

A.  H.  Robins  Co.,  Inc 2451 

J.  B.  Roerig  Co • 2452 


Schering  Corporation 2467 

Schieffelin  & Co 2581 

G.  D.  Searle  & Co 2458,  2487 

Smith,  Kline  & French  Laboratories 2460,  2579 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co. . . . 2589 


Twin  Elms 2593 


Upjohn  Company 2477 


Wallace  Laboratories.  2441,  2443,  Between  2462-2463 

Warner-Chilcott 2488 

West  Hill 2593 

Westwood  Pharmaceutical  Laboratories.  2440 

Winthrop  Laboratories 2439 


Yale  Registry  for  Nurses 2587 
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Rauwiloid 


A Better  Antihypertensive 

. . . because  among  all  Rauwolfia  preparations  Rauwiloid 
(alseroxylon)  is  maximally  effective  and  maximally  safe 
. . . because  least  dosage  adjustment  is  necessary  . . . 
because  the  incidence  of  depression  is  less  . . . because 
up  to  80%  of  patients  with  mild  labile  hypertension  and 
many  with  more  severe  forms  respond  to  Rauwiloid  alone. 


A Better  Tranquilizer,  too 

. . . because  Rauwiloid’s  nonsoporific  sedative  action 
relieves  anxiety  in  a long  list  of  unrelated  diseases 
not  necessarily  associated  with  hypertension . . . with- 
out masking  of  symptoms  . . . without  impairing  in- 
tellectual or  psychomotor  efficiency. 

Dosage:  Simply  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making  smaller 
dosage  effective  and  freer  from  side 
actions. 

Rauwiloid  +Veriloid® 

In  moderate  to  severe  hypertension 
this  single-tablet  combination  per- 
mits long-term  therapy  with  depend- 
ably stable  response.  Each  tablet  con- 
tains 1 mg.  Rauwiloid  and  3 mg.Veri- 
loid.  Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  Y2 
tablet  q.i.d. 


Riker 


LOS  ANGELES 


2459 


NEW 


C o mpazine*Spansule + 

capsules 


combine  the  advantages  of  a superior  antiemetic  and 
a unique  sustained  release  dosage  form 


one  oral  dose  provides 
10-12  hour 


antiemetic  protection 


for  prompt  and  prolonged  control  of 
the  nausea  and  vomiting  caused  by: 


pregnancy- 
viral  gastroenteritis 
terminal  cancer 
duodenal  ulcer 
postoperative  conditions 
radiation  therapy 
nitrogen  mustards 
migraine  headaches 
tension  headaches 
meningeal  inflammation 
psychogenic  factors 


Available:  io  mg.  and  15  mg. 
‘Compazine’  Spatisule  capsules 


Smith,  Kline  & French  Laboratories , 
Philadelphia 


*T.M.  Reg-  U.S.  Pat.  Off.  for  proclorpera 
zine,  S.K.F. 
fT.M.  Reg.  U.S.  Pat.  Off.  for  sustainec 
release  capsules,  S.K.F. 

Patent  Applied  For. 
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INDEX  TO  ADVERTISED  PRODUCTS 


Achromycin  V (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 2472 

Acid  Mantle  (Dome  Chemicals  Inc.) 2585 

Albustix  (Ames  Company,  Inc.) 2470 

Allergenic  Extracts  (Center  Laboratories,  Inc.) 2585 

Aminodrox  (S.  E.  Massengill  Company) . Between  2470-2471 

Antivert  (J.  B.  Roerig  & Co.) 2452 

Arcofac  (Armour  Laboratories) 2474-2475 

Bidrolar  (Armour  Laboratories) 2453 

Bufferin  (Bristol-Myers  Co.) 2473 

Chymar  (Armour  Laboratories) 2463 

Co-Deltra  (Merck,  Sharp  & Dohme,  Div.  Merck  Co., 

Inc.) 2455 

Co-Hydeltra  (Merck,  Sharp  & Dohme,  Div.  Merck  & 

Co.,  Inc.) 2455 

Co-Pyrenil  (Eli  Lilly  & Company) 2478 

Compazine  Spansule  (Smith,  Kline  & French  Labs.)  2460 

Disipai  (Riker  Laboratories,  Inc.)  . . 2454 

Donnagel  with  Neomycin  (A.  H.  Robins  Co.,  Inc.)  . . 2451 

Dramamine  (G.  D.  Searle  & Co.)  2458 

Florinef-S  (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 2589 

Fostex  (Westwood  Pharmaceutical  Laboratories) ....  2440 

Furadantin  (Eaton  Laboratories) 2457 

Granulestin  (Associated  Concentrates' 2581 

Homagenets  (S.  E.  Massengill  Company) 

Between  2470-2471 

Imferon  (Lakeside  Laboratories,  Inc.) 3rd  cover 

Kynex  (Lederle  Laboratories,  Div.  American  Cyana- 
mid Co.) 2468-2469 

Livitamin  (S.  E.  Massengill  Company).  Between  2470-2471 

Magnacort  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & 

Co.).  2466,  2581 

Massengill  Powder  (S.  E.  Massengill  Company) 

Between  2470-2471 

Metamine  (Thos.  Leeming  & Co.,  Inc.) 2444 

Meticortelone  (Schering  Corporation) 2467 

Milibis  (Winthrop  Laboratories) 2439 

Milpath  (Wallace  Laboratories) 2443 

Milprem  (Wallace  Laboratories).. Between  2462-2463 

Miltown  (W’allace  Laboratories) 2441 

Neo-Magnacort  (Pfizer  Laboratories,  Div.  Chas.  Pfizer 

& Co.) 2466,  2581 

Obedrin  (S.  E.  Massengill  Co.).  . Between  2470-2471 

Orinase  (Upjohn  Company) 2477 

Percodan  (Endo  Laboratories) 2465 

Peritrate  (Warner-Chilcott) 2488 

Polysporin  (Burroughs  Wellcome  & Co.  Inc.) 2462 

Premarin  (Ayerst  Laboratories) 2461 

Pro-Banthine  (G.  D.  Searle  & Co.) 2487 

Rauwiloid  (Riker  Laboratories,  Inc.) 2459 

Salcort  (S.  E.  Massengill  Company) ....  Between  2470-2471 

Suromate  (E.  L.  Patch  Co.) 2476 

Sustagen  (Mead  Johnson  & Co.) 4th  cover 

Synatan  (Irwin,  Neisler  & Co.) 2449 

Tashan  Cream  (Hoffmann-La  Roche  Inc.) 2464 

Tensodin  (Bilhuber- Knoll  Corp.) ...  2587 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Troph-Iron  (Smith,  Kline  & French  Laboratories) . . . 2579 
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New  bottle  (Baxter  Laboratories,  American  Hospital 
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No-Cal  (Kirsch  Beverages,  Inc.) 2591 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN" 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 


brand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  cttfcAi  b/mot-obeSimc  itMOL/btf 

'faMoimufic 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes^ 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO,  (U.S.A.)  INC.,  Tuckahoa,  N.Y* 
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/ systemic 

116W  injectable  enzyme  with  / ANTI-INFLAMMATORY 

/ 

/ action 

/ 

/ 


CHYMAR  is  preventive  as  well  as  therapeutic 

Indicated  in  all  conditions  in  which  inflammation  and  edema  retard  healing  or  present 


a danger  to  the  involved  organ. 

WHAT  CHYMAR  DOES 

Reduces  and  Prevents:  Inflammation  from 
any  cause.  Traumatic  and  infectious 
edema.  Pain  from  inflammation  and 
swelling  • Hastens:  Absorption  of  blood 
and  lymph  effusions  • Restores:  Circula- 
tion • Promotes:  Healing  • Augments: 
Action  of  antibiotics. 


What  CHYMAR  is:  Chymar  is  a suspen- 
sion of  chymotrypsin  in  oil. 

WHY  CHYMAR  IS  SAFE 
No  known  contraindications  or  incompat- 
ibilities— 

No  influence  on  blood  clotting— no  pain 
on  injection  as  a rule— no  spread  of  in- 
fection. 


Dosage  and 
Administration 

Inject  0.5  cc.  of  Chymar 
intramuscularly  1 to  3 
times  daily  until  clinical 
improvement  is  obtained. 
Reduce  number  of 
injections  as  patient’s 
response  permits. 

In  chronic  or  recurrent 
inflammation:  0.5  cc.  of 
Chymar  once  or  twice 
weekly. 

Supplied  in  5 cc.  vials. 
Each  cc.  contains  5000 
units  of  proteolytic 
activity. 


I THE  ARMOUR  LABORATORIES  a division  of  armour  and  company  • kankakee,  iuinois 
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TASHAN ' " 


Antiprurienl,  soothing,  and  healing  — 
contains  vitamins  A,  D.  E,  and  c/-Panthenol, 
in  a cosmetically  pleasing  water-soluble 
base  which  fastidious  patients  will  enjoy 
using.  Hoffmann -La  Roche  Inc.,  Nutley,  N.  J. 


Superficial  skin  com- 
plaints usually  respond 
dramatically  to 
TASHAN  CREAM  'Roche' 


DRY,  SCALY  SKIN 
DETERGENT  RASH 
SUNBURN 
SIMPLE  ECZEMA 
DIAPER  RASH 
'DISHPAN'  HANDS 
PRICKLY  HEAT 
CHAFING 
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Why  are  PERCODAN* 

Tablets  better  for  pain? 


SPEED 

OF 

ACTION 

WITHIN 

5-15  MINUTES1-3 

DURATION 

OF 

6 HOURS 

EFFECT 

AND  LONGER1'3 

THOROUGHNESS 

USUALLY 

OF 

PAIN  RELIEF 

j 1 

COMPLETE15 

INCIDENCE 

OF 

CONSTIPATION 

RARE13 

almost 
immediate 
relief  of  pain 


sleep 

uninterrupted 
by  pain 


reliability 

of 

pain  relief 


excellent  for 
chronic  and 
bedridden 
patients 


1-S 


Average  adult  dose:  1 Percodan*  Tablet  every  6 hours. 

Supplied:  Scored,  yellow  oral  tablets,  containing  salts  of  dihydrohy- 
droxycodeinone  and  homatropine,  plus  APC.  May  be  habit-forming. 
Percodan  Tablets  are  available  at  all  pharmacies. 

References:  1.  Piper,  C.  E.,  and  Nicklas,  F.  W.:  Indust.  Med.  23:510,  1954. 
2.  Blank,  P.,  and  Boas,  H.:  Ann.  West.  Med.  & Surg.  6:376,  1952.  3.  Chasko,  W.  J.: 
J.  District  of  Columbia  Dent.  Soc.  31:3,  No.  5,  1956.  4.  Cass,  L.  J.,  and  Frederick, 
W.  S.:  M.  Times  84:1318,  1956.  5.  Bonica,  J.  J.:  CP  10:35.  No.  5,  1954. 


£ndo 


ENDO  LABORATORIES.  Richmond  Hill  18,  New  York 


LWmtuAJi7 ustiXt 


'U.S.  Pit.  2,628.185 


ideal...  &(jO>  when  dermatoses  are  in  bloom 

NEO-MAGNACORT 

neomycin  and  ethamicort 

topical  ointment 

NEOMYCIN +the  first  water-soluble  dermatologic  corticoid 

outstanding  availability , penetration,  therapeutic  concentrations  and  potency 
— without  Systemic  involvement . In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  neomycin  sulfate  and 
0.5%  ethamicort  (Magnacort). 

for  inflammation  without  infection  MAGNACORTtopical  ointment 

brand  of  ethamicort  1 

In  1/2-oz.  and  1/6-oz.  tubes,  0.5%  ethamicort  (hydrocortisone  ethamate  hydrochloride). 

PFIZER  LABORATORIES  (Pfiz€T)  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 

*Trad«mar 


] 

“ Phone  the  hospital  and  tell  them  to  put  in  an  emergency  call  for  me.  I'm  two  hundred  dollars 

ahead!” 


I 


li 

K 

r:- 
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controls  even  severe  asthma 


' J 


> 


© 


prednisolone 

with  these  benefits 


rapid  relief  of  dyspnea,  wheezing,  bronchospasm 
reduced  need  for  bronchodilator  injections  or  aerosols 
increased  vital  capacity 

requires  only  Vs  to  Vs  the  dosage  of  cortisone  or 
hydrocortisone 

METICORTELONE-l,  2.5  and  5 mg.  buff-colored  tablets. 


tablets 

without  these  drawbacks 
in  average  dosages 

restriction  of  diet 
potassium  supplementation 


edema  due  to  salt  retention 


}c/ce'u/(i 


WLJ.777 


2=8 


24  hour  therapeutic 
blood  levels  with 

a single  (1  Gm.)  dose 


:<ynex  Sulfamethoxypyridazine,  the  new,  long-act- 
ng  sulfonamide,  now  enables  the  physician  to 
attain  more  effective  sulfa  therapy  with  these  un- 
jiqua led  clinical  advantages  — 

•OW  dosage1  - only  2 tablets  per  day. 

IfAPiD  absorption1 —therapeutic  blood  levels 
within  the  hour,  blood  concentration  peaks  within 
f!  hours. 

'rolonged  action1—  10  mg.  per  cent  blood  lev- 
Is  that  persist  beyond  24  hours  on  a maintenance 
lose  of  1 Gm. 

(Road -range  effectiveness  - particu larly  effi- 
ient  in  urinary  tract  infections  due  to  sulfonamide- 
ensitive  organisms,  including  E.  coli,  Aerobacter 
erogenes,  paracolon  bacilli,  streptococci,  staphylo- 
occi,  Gram-negative  rods,  diphtheroids  and  Gram- 
itiiositive  cocci. 


greater  safety  — high  solubility,  slow  excretion 
and  low  dosage  help  avoid  crystalluria.  No  increase 
in  dosage  is  recommended;  the  usual  precautions 
regarding  sulfonamides  should  be  observed. 

convenience  — the  low  maintenance  dosage  of 
1 Gm.  (2  tablets)  per  day  for  the  average  adult  of- 
fers optimal  convenience  and  acceptance  to  pa- 
tients. 

tablets:  Each  tablet  contains  0.5  Gm.  (7*/2  grains) 
of  sulfamethoxypyridazine.  Bottles  of  24  and  100. 

syrup:  Each  teaspoonful  (5  cc.)  of  caramel-fla- 
vored syrup  contains  250  mg.  of  sulfamethoxypyri- 
dazine. Bottle  of  4 fl.  oz. 

(1)  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot.  Med. 
& CUn.  Ther.  3:378  (Nov.)  1956. 


•rec.  u.s.  pat.  off. 


EDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  N.  Y. 


new  concept ! 

COLORIMETRIC 


test  for  proteinuria 


ALBUSTIX 

TRADEMARK 

REAGENT  STRIPS 


entirely  new  concept 

Albustix  Reagent  Strips  employ  a new  and  different  chemical  principle 
that  indicates  the  presence  of  proteinuria  by  a color  change  rather  than 
by  a precipitate  in  a solution, 
colorimetric  readings 

wide-range,  graduated  color  scale  eliminates  guesswork— no  color  change 

with  a negative  urine 

sensitive 

reacts  immediately  with  clinically  significant  albuminuria 
convenient,  timesaving 

firm,  easy-to-handle  strip  with  reactive  tip.. .no  waiting. ..no  equipment... 
no  heating. ..completely  disposable 


available:  Albustix  Reagent  Strips- Bottles  of  120. 


ALBUTESr 

BRAND 

Reagent  Tablets 


ALBUTEST  employs  the  same  chemical 
principle  as  ALBUSTIX— colorimetric  test 
for  proteinuria.  A color  guide  provides 
points  of  reference  for  interpreting  results. 
Bottles  of  100  and  500  reagent  tablets. 


AMES  COMPANY,  INC 


ELKHART,  INDIANA 


Ames  Company  of  Canada,  Ltd.,  Toronto 

))0I7 


when  Rauwolfia  or  sedatives  alone  fail 
to  lower  blood  pressure  sufficiently 


Many  hypertensive  patients  re- 
spond better  to  VERALBA-R  than 
to  various  single  drugs  they  had 
previously  been  given.  Consistent 
control  of  blood  pressure,  and  ab- 
sence of  any  dangerous  side  effect 
can  be  expected  in  most  cases. 


Composition:  Each  grooved,  uncoated 
Veralba-R  tablet  contains  0.4  mg.  of 
chemically  standardized  protoveratrine 
and  0.08  mg.  of  reserpine. 

Literature  and  clinical  supply  package 
available  to  physicians  on  request. 


VERALBA 


PITMAN-MOORE  company 

DIVISION  OF  ALLIED  LABORATORIES.  INC.,  INDIANAPOLIS  6.  INDIANA 
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MORE  RAPIDLY  ABSORBED 
FASTER  ACTING 
QUICKER  CONTROL  OF  INFECTION 


AQUEOUS  SUSPENSION 


stabilized,  soluble,  better  tasting, 
remarkably  free  of  side  effects 


READY-TO-USE,  NO  REFRIGERATION 


freely  miscible  in  water,  milk,  formula, 
or  drop  directly  on  tongue 


HANDY,  PLASTIC 


accurate  dosage  is  easy,  one  drop  per 
pound  body  weight  per  day 


SUPPLIED: 


10  cc.  plastic  dropper-type  bottle 
(orange-flavor),  100  mg./cc. 
(approx  5 mg.  per  drop) 


*Reg.  U.S.  Pat.  Olf. 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 


in  arthritis , BUFFERIN®  because . . . 

...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

...Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 

...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  individual  dosages. 

. . . Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 

Each  sodium-free  BUFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 

Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 
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announcing... 

a new  practical 
and  effective  method 
for  lowering  blood 

cholesterol  levels. 


Just  one  dose  a day  effectively 
lowers  elevated  blood  cholesterol 

. . . while  allowing  the  patient 
to  eat  a balanced  . . . nutritious  . . . 
and  palatable  diet 

Each  tablespoonful  of  Arcofac  contains: 

Linoleic  acid 6 Gm. 

Vitamin  B6 0.6  mg. 

(sodium  benzoate  as  preservative) 

Arcofac  is  effective  in  small  doses 
and  is  reasonable  in  cost 
to  the  patient 


THE  ARMOUR 


LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE,  ILLINOIS 


#3? 


SUROMATE 


c 

patch] 

THE  TRIPLE  SULFA 

Sulfadiazine  ....  100  mg. 

Sulfamerazine  ....  100  mg. 

Sulfacetamide  . . . . 100  mg. 

An  improved  combination  including  sulfacetamide 
. . . efficient  antibacterial  of  exceptional  solubility.1 
Offers  wide-spectrum  activity  with  low  dosage, 
minimal  danger  of  crystaliuria  or  sensitization.2 
Preferred  to  antibiotics  because  drug  resistance  or 
superinfection  is  less  likely.3 

with  the  DOUBLE  PLUS... 

X Ext.  Hyoscyamus  . 5.75  mg. 
IT  (alkaloids  0.155%) 

Potassium  Citrate  . 200  mg. 

Antispasmodic  action  of  hyoscyamus  quickly 
relieves  pain,  irritation,  burning,  urgency.4 

Alkalizing  and  diuretic  effects  of  potassium  citrate 
enhance  sulfonamide  solubility  and  safety.4 

For— 

quick  symptomatic  relief 
or  prophylaxis  in 
urinary  tract  infections 


\ ■' 


Supplied:  Bottles  of  100  tablets. 

1.  Kerley,  L.,  and  Headlee.  C.  P.:  J.  Am.  Pharm.  A.  (Scient.  Ed.) 
45:82,  1956.  2.  Lehr,  D.:  Special  Exhibit,  Mod.  Med.  23:111,  No.  2, 
1955.  3.  Editorial,  J. A. M. A.  160:210,  1956.  4.  Bastedo,  W.  A. : 
Materia  Medica,  Pharmacology,  Therapeutics  and  Prescription  Writing, 
ed.  4,  Philadelphia,  W.  B.  Saunders  Company,  1937,  pp.  514,  101. 

THE  E.  L.  PATCH  COMPANY 

STONEHAM, MASSACHUSETTS 
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new 


antidiabetic  agent 


Used  investigation-ally  in  more  than  18,000  patients  and  dem- 
ionstrated  to  be  effective  in  the  majority  of  mild,  adult  cases! 


ftRADEHARlVREG.  U.  S.  PAT-  OfF.-TOLaUTAI.UDE,  UPJOHN 


Upjolm 


fFor  full  information,  sec  your  Upjohn  representative  ot  rvrite  the 
Med icnl  Division ~ The Tipjofi ?r  fin  nr  party,  Krrtamnzuh,  MirUignn. 
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QUALITY /RESEARCH  /INTEGRITY 


CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 

—with  minimal  side-effects 


Each  Pulvule  ‘Co-PyroniV 
provides: 

‘Pyronil’  15  mg. 

(. Pyrrobutamine , Lilly) 
‘Histadyl’  25  mg. 

(Thenylpyr  amine,  Lilly) 
‘Clopane 

Hydrochloride ’ 12.5  mg. 

( Cyclopentam  ine 
Hydrochloride,  Lilly) 


This  is  the  season  when  we  all  yearn  for  escape  from  every- 
day life,  to  “commune  with  nature.”  But,  to  the  one  aller- 
gic to  pollen,  this  craving  is  usually  easier  to  endure  than 
the  penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

‘Co-Pyronil’  combines  the  complementary  actions  of  a 
rapid-acting  antihistaminic,  a long-acting  antihistaminic, 
and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

758021 

2478 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 

COPYRIGHT  1957  BY  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


VOLUME  57 

AUGUST  1,  1957 

NUMBER  15 

Laurance  D.  Redway,  M.D.,  Editor 

Norman  S.  Moore,  M.D.,  Consulting  Editor  John  G.  Masterson,  M.D.,  Assistant  Editor 

Alvina  Rich  Lewis,  Assistant  to  the  Editor  Thomas  E.  Alexander,  Business  Manager 

W.  P.  Anderton,  M.D. 
Maurice  J.  Dattelbaum,  M.D. 

Publication  Committee 
John  J.  Masterson,  M.D.,  Chairman 

Laurance  D.  Redway,  M.D. 

John  G.  Masterson,  M.D. 
Norman  S.  Moore,  M.D. 

Lloyd  T.  Barnes,  M.D. 

I.  J.  Briqhtman,  M.D. 
Harold  F.  R.  Brown,  M.D. 
William  A.  Brumfield,  M.D. 
Paul  A.  Bunn,  M.D. 

John  J.  Butler,  M.D. 
William  G.  Childress,  M.D. 
Samuel  Z.  Freedman,  M.D. 
Samuel  A.  Garlan,  M.D. 

Associate  Editorial  Board 
William  Hammond,  M.D. 

Louis  M.  Hellman,  M.D. 
Reginald  A.  Higgons,  M.D. 
Alfred  P.  Ingegno,  M.D. 
Bernard  I.  Kaplan,  M.D. 
Granville  W.  Larimore,  M.D. 
George  M.  Lewis,  M.D. 
Margaret  M.  Loder,  M.D. 
Arthur  M.  Master,  M.D. 

Henry  J.  Noerling,  M.D. 
George  H.  O’Kane,  M.D. 
Raymond  L.  Pfeiffer,  M.D. 
Samuel  J.  Prigal,  M.D. 

John  F.  Rogers,  M.D. 

Howard  A.  Rusk,  M.D. 

Irving  J.  Sands,  M.D. 

Robert  Turell,  M.D. 

Edward  T.  Wentworth,  M.D. 

James  M.  Kelly 
Joseph  A.  Mullaney 

Advertising  Representatives 
Charles  L.  Baldwin,  Jr. 

John  A.  Bassett 
Pacific  Coast  Representative 

INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  386  Fourth  Avenue,  New 
York  16,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 
be  typed  double-spaced  with  adequate  margins. 
The  first  page  should  list  the  title,  the  name  of  the 
author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Pages  should  be  numbered  consecu- 
tively. Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quotations 
must  include  full  credit  to  both  author  and  source. 
Periodical  references  should  include  in  order: 
author’s  name  with  initials,  title,  periodical  abbre- 
viation, volume,  pages,  and  year.  References  should 
be  numbered  consecutively  in  the  order  in  which 
they  appear  in  the  text.  Drawings  and  charts 
should  always  be  made  in  black.  For  half  tones, 
glossy  photographs  should  be  submitted.  Illustra- 
tions should  be  numbered  consecutively  and  indi- 
cated in  the  text.  The  number,  indication  of  the 


top,  and  the  author’s  name  should  be  attached  to  the 
back  of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 

GENERAL  INFORMATION 

Published  twice  a month  by  the  Medical  Society 
of  the  State  of  New  York.  Editorial  and  circulation 
office:  386  Fourth  Avenue,  New  York  16,  New 
York.  Publisher’s  office:  20th  and  Northampton 
Streets,  Easton,  Pennsylvania.  Copyright  1957  by 
the  Medical  Society  of  the  State  of  New  York. 
The  Editors  of  the  Journal  assume  no  responsibility 
for  the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per  year 
payable  in  advance.  Single  copies  $0.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 
circulation  office,  386  Fourth  Avenue,  New  York  16, 
New  York.  Old  and  new  address  should  be  included 
as  well  as  a statement  whether  or  not  change  is 
permanent.  Six  weeks  is  required  to  effect  a change 
of  address. 
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EDITORIAL 


A.M.A.  Principles  of  Medical  Ethics 


For  some  time  the  House  of  Delegates  of  the 
A.M.A.  has  been  concerned  with  the  re- 
vision of  the  Principles  of  Medical  Ethics. 
For  the  information  of  the  membership  of 
the  Medical  Society  of  the  State  of  New  York 
we  present  the  new  principles  as  finally 
adopted. 

The  House  approved  the  long-discussed 
revision  of  the  Principles  of  Medical  Ethics 
originally  submitted  at  the  1956  annual 
meeting  in  Chicago.  The  final  version  of  the 
preamble,  presented  by  the  Council  on  Con- 
stitution and  Bylaws  and  then  amended  by 
reference  committee  and  House  discussions 
in  New  York,  now  reads  as  follows: 

These  principles  are  intended  to  aid  phy- 
sicians individually  and  collectively  in  main- 
taining a high  level  of  ethical  conduct.  They 
are  not  laws  but  standards  by  which  a phy- 
sician may  determine  the  propriety  of  his  con- 
duct in  his  relationship  with  patients,  with 
colleagues,  with  members  of  allied  professions, 
and  with  the  public. 

Section  1. — The  principal  objective  of  the 
medical  profession  is  to  render  service  to  hu- 
manity with  full  respect  for  the  dignity  of  man. 
Physicians  should  merit  the  confidence  of  pa- 
tients entrusted  to  their  care,  rendering  to  each 
a full  measure  of  service  and  devotion. 

Section  2. — Physicians  should  strive  con- 
tinually to  improve  medical  knowledge  and 
skill  and  should  make  available  to  their  pa- 
tients and  colleagues  the  benefits  of  their  pro- 
fessional attainments. 

Section  3. — A physician  should  practice  a 
method  of  healing  founded  on  a scientific  basis, 
and  he  should  not  voluntarily  associate  pro- 
fessionally with  anyone  who  violates  this 
principle. 

Section  4. — The  medical  profession  should 
safeguard  the  public  and  itself  against  phy- 
sicians deficient  in  moral  character  or  profes- 
sional competence.  Physicians  should  observe 
all  laws,  uphold  the  dignity  and  honor  of  the 
profession,  and  accept  its  self-imposed  disci- 


plines. They  should  expose,  without  hesita- 
tion, illegal  or  unethical  conduct  of  fellow 
members  of  the  profession. 

Section  5. — A physician  may  choose  whom 
he  will  serve.  In  an  emergency,  however,  he 
should  render  service  to  the  best  of  his  ability. 
Having  undertaken  the  care  of  a patient,  he 
may  not  neglect  him,  and  unless  he  has  been 
discharged  he  may  discontinue  his  services 
only  after  giving  adequate  notice.  He  should 
not  solicit  patients. 

Section  6. — A physician  should  not  dispose 
of  his  services  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and 
complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the 
quality  of  medical  care. 

Section  7. — In  the  practice  of  medicine  a 
physician  should  limit  the  source  of  his  pro- 
fessional income  to  medical  services  actually 
rendered  by  him,  or  under  his  supervision,  to 
his  patients.  His  fee  should  be  commensurate 
with  the  services  rendered  and  the  patient’s 
ability  to  pay.  He  should  neither  pay  nor 
receive  a commission  for  referral  of  patients. 
Drugs,  remedies,  or  appliances  may  be  dis- 
pensed or  supplied  by  the  physician  provided 
it  is  in  the  best  interests  of  the  patient. 

Section  8. — A physician  should  seek  con- 
sultation upon  request,  in  doubtful  or  difficult 
cases,  or  whenever  it  appears  that  the  quality 
of  medical  service  may  be  enhanced  thereby. 

Section  9. — A physician  may  not  reveal  the 
confidences  entrusted  to  him  in  the  course  of 
medical  attendance,  or  the  deficiencies  he  may 
observe  in  the  character  of  patients,  unless  he 
is  required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the 
individual  or  of  the  community. 

Section  10. — The  honored  ideals  of  the 
medical  profession  imply  that  the  responsibili- 
ties of  the  physician  extend  not  only  to  the 
individual  but  also  to  society  where  these  re- 
sponsibilities deserve  his  interest  and  partic- 
ipation in  activities  which  have  the  purpose  of 
improving  both  the  health  and  the  well-being 
of  the  individual  and  the  community. 
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Schedule  of  District  Branch  Meetings , 1957 


District 

Time 

Day 

Date 

Town 

Place 

First 

May  12 

New  York  City 

Hotel  Statler 

Second 

7: 00- 
Cocktails 
7: 45- 
Dinner 

Wednesday 

October  16 

Smith  town 
(Suffolk) 

Riverside  Inn 

Third 

10:30-4:30 

Thursday 

October  3 

Kingston 

Wiltwick  Golf  and 
Country  Club 

Fourth 

Afternoon 

Dinner 

Evening 

Thursday 

October  17 

Saratoga  Springs 

Newmans  Lake  House 

Fifth 

Thursday 

October  10 

Utica 

(Heart  Day) 

Hotel  Utica 

Sixth 

Afternoon 

Dinner 

Evening 

Wednesday 

September  25 

Cortland 

Cortland  Country  Club 

Seventh 

Afternoon 
7 :30-Dinner 

Thursday 

September  19 

Rochester 

Sheraton  Hotel 

Eighth 

Wednesday 

September  18 

Buffalo 

Kleinhans  Music  Hall 

Ninth 

1: 00-Golf 
6: 00- 
Cocktails 
7 : 30-Dinner 

Wednesday 

October  2 

Mahopac 

Hotel  Mahopac 
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Medical  Defense  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  Office  of  Medi- 
cal Defense , New  York  State  Department  of  Health 

j.  g.  fred  hiss,  m.d.,  Syracuse,  Chairman 


When  the  Physician  Leads 


One  night  in  the  fall  of  1954  a car  skidded  on  a 
road  near  Whitney  Point,  New  York,  and 
careened  into  a tree  with  a crash.  Then,  silence. 
Inside  the  smashed  car  a woman  sat  stunned,  with 
blood  pouring  from  a scalp  laceration.  A few 
minutes  later  two  women  in  another  car  saw  the 
accident  and  stopped  to  help. 

Working  with  an  assurance  born  of  training, 
one  of  them  quickly  used  a handkerchief  to  apply 
a pressure  dressing  to  the  injured  woman’s  wound. 
Then  the  two  helped  her  into  their  car  and  took 
her  to  the  hospital. 

The  good  Samaritans  were  members  of  the 
newly  created  Whit- Li  Medical  Team  and  were 
then  taking  a first  aid 
course.  Their  training 
had  paid  off  almost  im- 
mediately to  save  one 
woman’s  life.  In  the 
event  of  a major  disaster, 
it  will  help  save  the  lives 
of  many. 

The  Whit-Li  Medical 
Team  is  made  up  of  resi- 
dents of  Whitney  Point 
and  Lisle,  two  small 
towns  northwest  of  Bing- 
hamton. Farmers,  house- 
wives, factory  workers, 
office  workers,  business- 
men, and  members  of 
the  professions  form  a 
team  trained  to  work 
effectively  in  any  disas- 
ter. It  was  one  of  the 
first  completely  trained 
units  in  Broome  County. 


This  efficient  team  is  the  result  of  a lot  of  hard 
work  by  everyone  concerned.  Many  hours  were 
spent  recruiting  personnel,  attending  training 
classes,  drilling,  and  drilling  some  more. 

It  all  started  in  1954  when  Mrs.  Alma  Lamp- 
man,  assistant  to  the  director  of  civil  defense  for 
Broome  County,  approached  Dr.  Vesta  Rogers  of 
Whitney  Point  and  asked  her  to  organize  medical 
defense  training  in  the  area.  Whitney  Point  is 
designated  to  aid  Binghamton  in  a nuclear 
disaster.  Mrs.  Lampman  returned  to  Bingham- 
ton with  Dr.  Rogers’  promise  to  head  the  pro- 
gram. 

After  reading  training  booklets  Dr.  Rogers’ 
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first  step  was  to  find  someone  willing  to  serve  as 
executive  officer  of  the  medical  team  and  to 
handle  the  administrative  details  of  the  training 
program.  Her  second  step  was  to  conduct  a 
recruiting  campaign  to  enroll  people  in  a first  aid 
course.  Her  theory  is  that  most  people  are  in- 
terested in  first  aid — it  is  something  for  which 
they  can  see  a practical  need. 

The  local  newspaper,  the  Whitney  Point  Re- 
porter, gave  a lot  of  space  to  Dr.  Rogers’  recruiting 
efforts,  and  as  a result  quite  a few  people  attended 
the  first  civil  defense  meeting.  Part  of  the  eve- 
ning was  devoted  to  giving  the  trainees  the  Civil 
Defense  Emergency  Medical  Services  course  on 
Basic  Orientation  for  the  Medical  Aide. 

First  aid  was  taught  by  a Red  Cross  instructor, 


were  serious  subjects  to  those  who  asked.  It 
was  a rewarding  experience,  however,  for  when 
the  first  class  was  finished  I was  proud  of  the 
results.  These  people  really  knew  how  to  give 
emergency  treatment  to  the  injured.” 

In  1955  members  of  the  first  aid  class  entered 
a competition  in  Ithaca  with  first  aid  units  from 
Tioga,  Chemung,  Broome,  Delaware,  and  Che- 
nango Counties.  Each  unit  was  given  four  field 
problems  involving  finding  the  injured,  giving 
first  aid  treatment,  and  carrying  them  to  a first 
aid  station.  The  Whit-Li  members  won. 

Training  in  first  aid  was  just  the  start,  for  Dr. 
Rogers  is  not  one  to  do  things  by  halves.  Two 
other  doctors,  one  from  Whitney  Point  and  one 
from  Lisle,  the  local  veterinarian,  a dentist,  and 


Fig.  1 . Using  only  supplies  and  equipment  obtained  and 
improvised  locally.  Dr.  Rogers  and  her  staff  set  up  an  im- 
provised hospital  in  school  for  training  exercise.  The  op- 
erating room,  set  up  in  the  school  library,  was  manned  by 
Helen  Sweet,  R.N.,  Raeola  Hibbard,  R.N.,  and  Dr.  Rogers. 


by  Dr.  Rogers,  and  at  some  sessions,  by  nurses. 
Dr.  Rogers  says  she  thoroughly  enjoyed  the  first 
aid  course  herself,  and  she  has  a bit  of  advice  for 
fellow  physicians.  “Most  of  us  think  we  know 
all  there  is  to  know  about  first  aid,  but  you  would 
be  surprised  at  how  much  you  can  learn  from  a 
good  first  aid  instructor.  I learned  a lot  and 
enjoyed  it.  As  a physician  I found  that  it  was 
the  simple  things  that  I did  not  know  and  that  I 
had  to  make  an  effort  to  teach  in  terms  the 
trainees  could  understand.  I knew  too  much  and 
yet  not  enough.  I had  to  learn  to  be  patient  and 
realize  that  questions  which  seemed  foolish  to  me 


nurses  were  signed  up.  The  local  pharmacist 
became  the  supply  officer  and  the  undertaker  the 
transportation  officer.  The  Methodist  minister, 
who  is  a medical  aide,  became  the  team’s  chap- 
lain. Fourteen  Boy  Scouts  were  signed  up  as 
medical  messengers  with  their  leader  as  the 
messenger  leader.  Still  Dr.  Rogers  did  not  stop. 
She  found  alternates  for  every  leader  on  her 
medical  team. 

Training  continued.  Some  medical  aides  felt 
they  were  through  at  the  end  of  the  first  aid 
course,  but  38  in  1954  and  25  in  1955  continued 
their  training  and  took  the  course  for  Medical 
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Fig.  2.  Dr.  Rogers  makes  it  a point  to  attend  all  training 
sessions  for  medical  defense  in  Whitney  Point.  She  is  shown 
here  with  students  who  are  learning  to  use  portable  auto- 
claves to  sterilize  hospital  supplies.  In  the  picture  are,  left 
to  right,  Earl  Barrowcliff,  MA2,  Dr.  Vesta  Rogers,  Alice 
Barrowcliff,  MA2,  Helen  Sweet,  R.N.,  and  instructor 
Ernest  Sherman,  MA2. 


Aides  in  Aid  Stations.  Several  nurses  went  to 
Binghamton  to  take  the  Emergency  Medical 
Services  training  for  nurses.  Twelve  people 
traveled  24  miles  to  Binghamton  in  the  winter  of 
1956  to  take  the  course  on  the  Sterile  Supply 
Section  of  the  Improvised  Emergency  Hospital. 
These  people  will  be  used  as  instructors  for  a 


Sterile  Supply  course  to  be  held  in  Whitney 
Point  in  1957. 

Dr.  Rogers  says,  “One  of  the  most  difficult 
problems  to  solve  has  been  to  hold  the  group  to- 
gether. I feel  certain  that  one  of  the  reasons  we 
have  been  able  to  keep  the  interest  of  people  is 
because  I have  made  a point  to  attend  every 


Fig.  3.  Course  to  train  persons  to  work  after  attack  in 
the  sterile  supply  section  of  an  improvised  emergency  hos- 
pital is  held  in  local  school.  Those  attending  are,  left  to 
right,  Lucile  McCulloch,  Louise  Clinton,  Theodore  Grues- 
beck,  Ernest  Sherman,  Marjorie  English,  Helen  Sweet, 
R.N.,  instructor  Beulah  Sherman,  and  Dorothy  Ballard. 
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training  session  and  every  exercise  in  which  the 
group  has  taken  part.  People  have  to  feel  that 
there  is  someone  professional  in  back  of  them. 
We  hold  most  of  the  meetings  on  Tuesdays,  my 
day  off.  I think  they  feel  that  if  I can  give  my 
time  to  civil  defense,  it  is  important  enough  for 
them  to  give  their  time.” 

At  first,  meetings  of  the  entire  medical  team 
were  held  once  a month  in  the  school  gym. 
Every  meeting  was  a practice  session  with  the 
group  working  out  problems  to  polish  their 
technics  and  improve  their  efficiency.  For  this 
group,  however,  meetings  are  now  being  held 
every  three  months.  Taking  turns,  four  people 
act  as  hostesses  and  serve  refreshments. 

Public  exercises  also  have  been  a part  of  the 
training  of  the  Whit-Li  Medical  Team.  When 
the  team  was  newly  formed  and  the  medical  aides 
only  halfway  through  their  training,  40  people 
went  in  a bus  to  man  a first  aid  station  at  an 
exercise  in  Endicott.  Later  on,  after  training 
was  completed,  they  traveled  to  Ithaca  to  man  a 
first  aid  station  at  an  exercise  in  that  city. 

On  one  occasion  medical  aides  were  not  just 
practicing.  They  manned  the  first  aid  station  at 
the  Broome  County  Fair.  The  supplies  for  the 
station  were  furnished  by  the  International 
Business  Machines  Corporation,  and  an  ambu- 
lance was  stationed  out  front.  The  station  was 
open  for  five  days  with  medical  aides  working 
two  at  a time  in  four-hour  shifts.  They  had 
about  four  patients  each  day. 

Dr.  Rogers  took  advantage  of  the  station  at 
the  fair  to  promote  her  program.  The  station 
was  clearly  labeled  as  a civil  defense  project  and 
was  open  to  inspection  by  the  public.  Inside, 
civil  defense  materials  were  displayed,  and  more 
recruits  were  enrolled. 

However,  the  most  outstanding  achievement 
of  Dr.  Rogers  and  all  the  people  working  with  her 
and  helping  her  was  the  medical  program  at  the 
State-directed  training  exercise  held  in  Whitney 
Point  on  May  12,  1956.  For  this  exercise  they 
set  up  and  manned  a secondary  aid  station, 
buffer  aid  station,  and  improvised  emergency 
hospital. 

The  secondary  aid  station  was  set  up  in  the 
Grange  Hall,  the  buffer  aid  station  in  the  school 
bus  garage,  and  the  hospital  in  a school  wing. 

Although  almost  all  the  equipment  and  supplies 
were  improvised,  the  hospital  was  set  up  in  such  a 
manner  that  it  could  have  cared  for  casualties  and 
even  performed  surgery  if  necessary.  Improvised 


emergency  hospital  sections  provided  for  were  the 
triage  area,  shock  room,  operating  room,  burn 
ward,  fracture  ward,  sterile  supply  section, 
laboratory,  pharmacy  and  stores,  and  administra- 
tion. X-ray  and  obstetrics  sections  were  not  set 
up,  but  signs  pointed  to  their  supposed  location. 

I n the  operating  room,  located  in  the  school 
library,  library  tables  served  for  operating  tables 
and  for  a sterile  equipment  table.  The  equip- 
ment was  borrowed  from  Binghamton  City 
Hospital  and  sterilized  in  the  sterile  supply 
section,  which  had  two  portable  autoclaves  run- 
ning. The  two  autoclaves,  with  a third  autoclave 
and  boiling  water  sterilizer  placed  on  exhibit, 
were  part  of  the  New  York  State  training  supplies. 

One  of  the  boys  taking  shopwork  in  the  school 
made  an  operating  light  with  aluminum  shade 
that  could  be  switched  off  and  on  with  a foot 
pedal.  It  worked  on  car  batteries.  On  display 
in  the  operating  room  was  a table  of  improvised 
equipment  and  “things  to  bring  from  home,” 
including  triangular  bandages  for  masks,  milk 
bottle  covers  for  drinking  cups,  flashlights, 
alcohol  stoves,  kerosene  lamps,  pins,  and  pencils. 

A hospital  technician  set  up  a complete  labora- 
tory to  do  blood  typing  and  cross  matching.  She 
had  slides  made  of  different  types  of  blood,  and 
a microscope  was  set  up  so  that  visitors  could 
examine  the  different  types. 

Fifty  “casualties,”  made  up  by  a medical  aide 


The  BASIC  STAFF 
of  a 

FIRST  AID 
STATION 

(Medical  Training  Unit) 

1 Physician 
1 Executive 
1 Medical  Associate 
3 Nurses 
1 Supply  Officer 
40  Medical  Aides 
1 Messenger  Leader 
8 Messengers 
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school  teacher,  were  brought  in  from  the  “field” 
and  put  through  the  aid  stations  and  hospital. 
Treatments  were  simulated.  Even  transfusions 
were  “given”  with  bottles  of  blood  (the  insides  of 
the  bottles  were  painted  red)  hanging  from  coat 
trees.  The  stretchers  were  put  across  desks  to 
make  beds  in  the  wards. 

One  problem  faced  in  conducting  such  an 
extensive  exercise  was  the  lack  of  sufficient 
personnel.  However,  at  all  times  each  room  in 
the  hospital  had  someone  present  to  answer  the 
questions  of  visitors,  for  the  public  was  en- 


have  been  done  without  her  or  some  physician, 
for  she  is  quite  emphatic  about  the  need  for 
having  physicians  take  an  active  part  in  medical 
defense  training  in  the  State.  She  insists  that  the 
physician  must  also  be  sure  that  he  has  people  he 
can  depend  on  to  help  him.  “The  only  way  I 
was  able  to  do  it,”  she  says,  “is  because  I had 
such  excellent  and  enthusiastic  people  to  help  me. 
It  would  have  been  impossible  for  one  person  to 
carry  the  load  alone.” 

Although  originally  formed  for  civil  defense 
purposes,  the  Whit-Li  Medical  Team  is  now  con- 


TRAINING  PROGRESS  OF  THE  MEDICAL  AIDE 


Insignia  Class 


Completed 

Enrollment  and  Orientation 

Enrollment,  Orientation  and  First  Aid 

Enrollment,  Orientation,  First  Aid 
and  Aid  Station  Training 

Enrollment,  Orientation,  First  Aid, 

Aid  Station  and  Advanced  Training 


couraged  to  attend.  Otherwise,  personnel  moved 
from  one  station  to  another  with  the  casualties, 
and  auxiliary  police  helped  to  carry  stretchers. 
Dr.  Rogers  and  two  nurses  were  in  the  operating 
room,  and  the  executive  officer  was  stationed  in 
the  principal’s  office  which  was  the  hospital’s 
administrative  office. 

The  results  of  the  team’s  efforts  in  this  exercise 
won  the  praise  of  community  leaders  and  State 
civil  defense  personnel.  Dr.  Rogers,  however,  is 
quite  modest  about  her  part  in  the  team’s 
accomplishments.  She  knows  that  it  couldn’t 


sidered  a reserve  medical  force  ready  to  serve[the 
community  in  a natural  disaster.  The  knowledge 
that  they  may  need  to  be  called  on  for  this  pur- 
pose has  rekindled  their  interest  and  kept  them 
up  to  par. 

Dr.  Rogers  feels  that  it  is  well  worth  the  effort 
for  herself  and  for  the  community  as  a whole. 
“Now  there  are  people  available  who  can  do  the 
right  thing  in  the  event  of  home  accidents, 
accidents  on  the  highway,  or  other  emergencies. 
It  makes  my  job  easier  and  makes  Whitney 
Point  a safer  place  in  which  to  live.” 
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Pro-Banthine?.. 
A Primary 


Drug  in  Peptic  Ulcer 


* fr 

■Hr  * 

* 

secretion  decreased 
effectively 

pain  relieved 

promptly 

motility 

inhibited  consistently 

Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.:  Pro- 
BanthTne  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases.  Am.  J.  M.  Sc.  232. -156 
(Aug.)  1956. 
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The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “ Will  I be  able  to  make  it?" 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation, 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate’s  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 
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Probably  in  no  other  form  of  heart  disease 
have  modern  studies  of  the  physiopathology 
of  the  circulation  brought  richer  rewards  than  in 
chronic  cor  pulmonale.  This  is  true  not  only 
in  terms  of  the  better  understanding  of  the  dis- 
ease by  the  clinician,  but  also  in  terms  of  the 
resultant  improvement  in  treatment  of  the 
patient  and,  finally,  in  a radical  change  in  the 
natural  history  of  the  disease  itself.  Up  to 
eight  or  ten  years  ago  patients  with  cor  pul- 
monale were  looked  on  as  relatively  hopeless, 
especially  when  they  appeared  in  cardiore- 
spiratory failure.  They  were  even  grouped  with 
the  carcinomatous  in  some  hospitals.  Today 
we  know  that  many  of  them  can  be  relieved  of 
their  heart  disability,  and  if  we  look  still  further, 
it  is  probable  that  cor  pulmonale  can  become 
a preventable  form  of  heart  disease. 

Cor  pulmonale  is  right  heart  enlargement, 
with  or  without  failure,  secondary  to  lung 
disease.  It  is  not  just  at  the  state  of  “heart 
failure”  that  this  entity  develops.  The  path- 
ologic physiology  must  of  course  be  understood 
before  ventricular  failure  appears  (Fig.  1),  and 
nowadays  the  diagnosis  should  at  least  be  sus- 
pected before  this  disaster  supervenes. 

Modern  concepts  and  management  of  cor 
pulmonale  have  developed  largely  as  a result 
of  increased  knowledge  of  the  physiologic 
disturbances  in  pulmonary  function  which  give 
rise  to  the  circulatory  sequelae  in  these  diseases. 
Since  the  cardiocirculatory  complications  spring 
from  the  underlying  pulmonary  dysfunction, 
if  therapy  is  to  be  successful,  it  must  be  directed 
to  the  former  as  well  as  the  latter.  The  older 
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COR  PULMONALE 


PULMONARY 

HYPERTENSION 


I 


Intermittent 


Permanent 


Right  Ventricular  Enlargement  (Diag.  here) 

- I 


Right  Ventricular  Failure 

Fig.  1.  Schema  of  chronic  cor  pulmonale. 


pessimistic  attitude  toward  therapy  in  these 
patients  resulted  from  attacking  exclusively 
or  primarily  the  cardiac  insufficiency  to  the 
neglect  of  the  parent  entity,  pulmonary  insuffi- 
ciency. All  too  often  a cyanotic  patient  with 
dyspnea  and  cough,  some  abnormality  in  x-ray 
films  of  the  lungs,  and  right  heart  failure  is 
diagnosed  as  having  chronic  cor  pulmonale 
without  further  effort  at  clarification  of  the 
nature  of  the  underlying  pulmonary  disease. 
The  treatment  of  chronic  cor  pulmonale  must 
include  an  attack  on  the  pulmonary  insufficiency, 
and  treatment  of  the  latter  can  only  be  fruitful 
if  the  nature  and  extent  of  the  lung  disease 
and  its  consequences  are  known. 

Hence,  one  can  say  that  proper  management 
of  chronic  cor  pulmonale  really  begins  with  a 
correct  diagnosis  of  the  lung  disease  causing  it. 
Prognosis  of  the  ultimate  outcome  is  also  depend- 
ent on  accurate  diagnosis.  One  cannot  outline 
the  same  therapy  for  a patient  with  pulmonary 
fibrosis  as  for  one  with  pulmonary  emphysema 
as  far  as  improvement  of  pulmonary  function 
is  concerned.  On  the  other  hand,  the  treatment 
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(1)  (Rare)  (2)  (Common) 

REDUCTION  TN  PULMONARY  VASCULAR  BED  ANOXIA 


(anatomic  lesions) 

I 

PERMANENT  (Irreversible)  PULMONARY 
HYPERTENSION 

I 

Diseases:  different  types  of  pulmonary  fibrotie  and 

granulomatous  lesions,  multiple  pulmonary  em- 
boli, lymphohematogenous  carcinoma  or  tubercu- 
losis. 

Fig.  2.  Basic  causes  of 

of  right  heart  failure  consists  of  much  the  same 
regimen  in  both  cases. 

There  is  a variety  of  pulmonary  conditions 
which  can  produce  cor  pulmonale,  and  these 
of  themselves  will  influence  to  some  extent  the 
physiopathology  and  hence  the  clinical  and 
hemodynamic  picture.  These  causes  can  be 
divided  into  two  basic  groups:  (1)  those  in  which 
anatomic  lesions  (the  pulmonary  fibroses)  are 
responsible  for  induction  of  a permanent  or 
irreversible  type  of  pulmonary  hypertension 
and  (2)  those  pulmonary  diseases,  usually  some 
form  of  emphysema,  in  which  a physiologic 
abnormality,  anoxia,  is  the  determinant  of  the 
pulmonary  hypertension  as  well  as  other  features 
(Fig.  2).  Anoxia  and  its  train  of  complications 
fortunately  is  often  reversible,  allowing  for 
intermittency  or  even  perhaps  prevention  of 
the  circulatory  dysfunction. 

Before  presenting  some  physiopathologic  de- 
tails of  these  two  forms  of  cor  pulmonale,  it  is 
wise  to  mention  that  right  heart  enlargement 
with  or  without  failure,  the  true  definition  of  cor 
pulmonale,  is  rarely  if  ever  seen  with  uncompli- 
cated pulmonary  tuberculosis,  bronchiectasis, 
lung  abscess,  or  bacterial  pneumonia.  The  circu- 
latory complications  associated  with  kyphoscolio- 
sis are  probably  related  either  to  an  accompany- 
ing emphysema  or  to  the  hypoventilation  syn- 
drome initiated  by  faulty  chest  mechanics. 
Alveolar  hypoventilation  can  of  course  also  occur 
in  patients  with  poliomyelitis.  At  all  events 
anoxia  is  again  the  offender  in  these  latter  in- 
stances. 

It  is  clear  that  since  there  are  two  basic  patho- 
physiologic causes  of  cor  pulmonale,  the  diseases 
to  be  discussed  will  fall  into  two  groups:  fibrosis 


(Physiologic  disturbances  in  lung  function) 

I 

INTERMITTENT  (Reversible)  PULMONARY 
HYPERTENSION 

I 

Diseases:  various  forms  of  Emphysema. 


chronic  cor  pulmonale. 

and  emphysema.  One  cannot  stress  too  emphat- 
ically that  the  presence  of  one  disease — -for  ex- 
ample, emphysema- — does  not  automatically  im- 
ply the  coexistence  of  the  other.  The  tendency  to 
write  pulmonary  fibrosis  and  emphysema  as  a diag- 
nosis is  to  be  deplored  unless  both  conditions  are 
shown  to  be  present  by  objective  measurements. 
This  is  particularly  important  in  setting  up  a reg- 
imen of  therapy  for  these  patients  and  in  under- 
standing the  mechanisms  whereby  the  cardiocir- 
culatorv  complications  develop  in  each  case. 

Chronic  Cor  Pulmonale  due  to  Pulmo- 
nary Fibrosis 

In  the  fibrotie  and  granulomatous  diseases 
which  produce  cor  pulmonale  the  primary  dif- 
ficulty leading  to  circulatory  complications  ap- 
pears to  be  an  anatomic  curtailment  of  the  pul- 
monary vascular  bed  which  results  in  pulmonary 
hypertension.  It  should  be  emphasized  that 
the  fibrotie  process  must  be  generalized  through- 
out the  lung  and  located  in  such  a way  as  to  en- 
croach on  much  of  the  pulmonary  vasculature, 
either  by  restricting  its  expansibility  by  collar- 
like perivascular  lesions  or  by  actual  reduction  in 
the  number  of  the  functioning  vessels.  Hence, 
one  does  not  see  cor  pulmonale  as  a result  of  lo- 
calized patches  of  pulmonary  fibrosis,  such  as  oc- 
cur in  pulmonary  tuberculosis,  healed  lung  ab- 
scesses, bronchiectasis,  or  thickened  pleura. 

Silicosis  is  one  of  the  more  frequently  encoun 
tered  fibrotie  diseases  associated  with  cor  pulmo- 
nale. It  has  been  assumed  that  these  fibrotie  le- 
sions induce  pulmonary  hypertension  and  then 
right  heart  failure.  Closer  inspection  has  indi- 
cated, however,  that  it  is  the  patient  with  corn- 
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bined  silicosis  and  emphysema  who  more  usually 
develops  circulatory  disease.  Moreover,  we  have 
shown  that  the  circulatory  complications  can  be 
reversible  as  the  anoxia,  which  is  secondary  to 
emphysema,  lessens,  and  this  strongly  suggests 
that  anatomic  lesions  may  not  be  the  chief  offend- 
ers and  that  the  emphysema  is  the  root  of  their 
difficulties.  Although  historically  (because  of 
their  industrial  exposure)  and  roentgenographic- 
ally  (because  of  the  fibrosis)  these  patients  may 
differ  from  those  with  cor  pulmonale  secondary 
only  to  emphysema,  they  resemble  them  physio- 
logically, and  the  same  therapies  are  often 
equally  effective  for  both. 

Although  little  is  known  of  the  circulatory 
complications  in  silicosis  not  associated  with  em- 
physema, the  picture  is  a little  clearer  in  that 
group  of  rarer  diseases  which  produce  lesions  in 
the  pulmonary  alveolar  capillary  membrane. 
Among  these  are  berylliosis,  Boeck’s  sarcoid, 
scleroderma,  and  certain  granulomatous  lesions 
and  reticular  fibroses  of  undetermined  etiology. 
In  these  individuals  pulmonary  hypertension  and 
right  heart  enlargement  may  be  present  before 
even  moderate  anoxia  appears  at  rest;  therefore, 
it  seems  likely  that  anatomic  lesions  are  prima- 
rily responsible  for  this  type  of  cor  pulmonale. 
Undoubtedly,  as  the  disease  progresses  and  se- 
vere anoxia  appears,  its  effects  are  superimposed. 

These  patients  offer  some  interesting  contrasts 
to  those  patients  with  cor  pulmonale  due  to  em- 
physema. The  respiratory  illness  is  usually 
short,  unremitting,  progressive,  and  associated 
with  an  extraordinary  tachypnea  and  little  cy- 
anosis. There  is  no  obstructive  breathing,  and 
the  lungs  may  be  clear  on  physical  examination  or 
may  show  widespread  rales.  In  some  of  these 
patients  death  from  the  rapidly  worsening  pul- 
monary insufficiency  may  occur  before  evidences 
of  cardiac  insufficiency  appear.  In  those  who 
do  develop  heart  failure,  it  is  irreversible  and 
very  often  a terminal  event.  This  is  quite  dif- 
ferent from  patients  with  emphysema  in  whom 
heart  failure  may  occur  at  any  time  in  the  course 
of  the  disease  when  severe  acute  anoxia  super- 
venes and  in  whom  heart  failure  may  be  com- 
pletely reversible  and  preventable. 

One  further  cause  of  permanent  irreversible 
pulmonary  hypertension  and  cor  pulmonale  de- 
serves mention  since  it  is  probably  frequently 
overlooked,  and  that  is  chronic  multiple  pulmo- 
nary emboli.  Embolization  may  be  recurrent 
over  several  years  with  resultant  obliteration  or 


narrowing  of  many  of  the  smaller  vessels.  The 
chronicity  is  indicated  by  the  pathologic  speci- 
mens where  evidences  of  sclerosis,  recanalization, 
and  recent  emboli  can  be  found  in  the  same  micro- 
scopic section.  These  patients  may  have  the 
highest  pulmonary  artery  pressures  found  in  cor 
pulmonale. 

The  onset  of  this  illness  may  be  difficult  to  de- 
termine. Complaints  of  sudden  bouts  of  dyspnea 
occasionally  associated  with  chest  pain  and  some- 
times accompanied  by  minor  hemoptysis  may  be 
elicited  for  several  years  before  evidences  of  right 
heart  enlargement  appear.  The  sources  of  the 
emboli  may  not  be  readily  apparent.  Frequently 
the  x-ray  and  electrocardiogram  reveal  no  ab- 
normalities during  the  early  phase  of  the  illness. 
Ultimately  one  is  confronted  with  a dyspneic 
patient  with  large  pulmonary  arteries  and  right 
heart  enlargement  in  whom  cyanosis  may  not 
be  marked.  Right  heart  failure,  when  it  ap- 
pears, is  usually  intractable.  The  total  course  of 
this  disease  may  last  five  to  ten  years,  although, 
in  general,  heart  failure  appears  late.  Except  for 
treatment  of  heart  failure,  therapy  is  almost 
nonexistent  since  the  illness  is  rarely  properly 
diagnosed  until  far  advanced.  Hence,  the  ef- 
ficacy of  anticoagulants  is  not  known. 

It  is  of  interest  that  we  have  heard  a basal  di- 
astolic murmur  of  pulmonic  incompetence  only 
in  those  patients  with  cor  pulmonale  and  irre- 
versible pulmonary  hypertension,  i.e.,  those  with 
fibrosis  or  embolization. 

We  have  thus  far  discussed  the  types  of 
chronic  cor  pulmonale  which  usually  are  fatal. 
Fortunately,  however,  these  are  the  rarer  forms 
of  the  disease. 

Chronic  Cor  Pulmonale  due  to  Chronic 
Pulmonary  Emphysema 

Chronic  pulmonary  emphysema  is  the  com- 
monest cause  of  cor  pulmonale,  and  its  physio- 
pathology  will  now  be  reviewed.  First,  it  is  im- 
portant to  note  that  recent  studies  have  indicated 
that  there  are  probably  three  clinical  forms  of  em- 
physema, and  only  two  of  these  produce  dis- 
turbances leading  to  chronic  cor  pulmonale : 

1.  Generalized  “atrophic”  emphysema:  frag- 
mentation of  elastic  fibers  with  collapse  of  bron- 
chioles but  no  bronchitis,  no  anoxia,  and  no 
chronic  cor  pulmonale. 

2.  Generalized  “obstructive”  emphysema 
with  severe  bronchitis  leading  to  obstruction, 
anoxia,  and  chronic  cor  pulmonale. 

3.  Minimal  (anatomic  or  physiologic)  evi- 
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Dilatation  of  Right  Ventricle 

I 


Right  Ventricular  Failure 
with  high  output 

Fig.  3.  Schema  illustrating  the  physiologic  derangements  occurring  in  emphysema  which  produce 

cor  pulmonale. 


dence  of  emphysema  but  severe  bronchitis  with 
bronchospasm  and  alveolar  hypoventilation  lead- 
ing to  anoxia  and  chronic  cor  pulmonale. 

As  can  be  seen,  it  is  the  emphysema  accom- 
panied by  bronchiolar  obstruction  which  is  the 
culprit. 

There  are  three  fundamental  disturbances  in 
pulmonary  function  in  these  latter  types  of  em- 
physema: (1)  there  is  gross  impedance  to  air 

flow  in  and  out  of  the  lungs,  (2)  the  air  is  un- 
evenly distributed  to  the  alveoli,  and  (3)  the 
blood  returning  to  the  lungs  is  similarly  unevenly 
distributed  to  the  alveoli.  At  the  present  time 
wTe  cannot  attack  the  latter  dysfunction,  but 
means  are  available  to  remedy  the  first  twro  ab- 
normalities. 

The  inadequate  air  flow'  is  caused  not  only  b\’ 
loss  of  elasticity  of  the  lung  tissues,  but  also  by 
bronchiolar  spasm  and  mucosal  edema  and  by 
obstruction  resulting  from  secretions  and  exu- 
dates. Vaporized  bronchodilators  used  with  or 
without  positive  pressure  apparatus  are  often 
quite  effective  in  alleviating  the  symptoms  result- 
ing from  bronchial  obstruction. 

The  majority  of  patients  with  obstructive  em- 
physema, however,  do  not  present  only  simple 
ventilatory  insufficiency.  At  some  time  in  their 
disease  more  severe  ventilatory  dysfunction, 


coupled  with  gross  disturbance  in  distribution  of 
air  and  blood  to  the  alveoli,  leads  to  alterations  in 
gas  exchange  with  resulting  anoxia  and  hyper- 
capnia. In  some  individuals  anoxia  with  or 
without  carbon  dioxide  retention  is  only  seen 
with  acute  pulmonary  infections  and  subsides 
with  the  alleviation  of  the  infection.  In  others  of 
course  the  disease  process  itself  is  more  ad- 
vanced or  is  associated  with  frequent  and  severe 
attacks  of  bronchiolar  spasm ; hence,  anoxia  and 
hypercapnia  of  varying  degree  are  constantly 
present.  It  is  when  anoxia  and  hypercapnia 
become  a dominant  feature  of  emphysema 
that  the  circulatory  complications  appear, 
i.e.,  pulmonary  hypertension,  hypervolemia 
with  polycythemia,  and  right  heart  failure. 
It  is  the  anoxia,  however,  which  is  the  chief  de- 
terminant of  the  circulatory  changes  (Fig.  3). 
We  have  learned  that  the  anatomic  restriction  of 
the  pulmonary  vascular  bed  is  of  itself  generally 
not  sufficient  to  produce  anything  but  minimal 
pulmonary  hypertension  at  rest  in  emphysema. 

Clinically  one  can  ask  the  question,  when  does 
cor  pulmonale  due  to  emphysema  begin  in  any  one 
patient?  This  is  difficult  to  answer  because  al- 
most invariably  the  first  time  we  encounter  a pa- 
tient with  cor  pulmonale  due  to  emphysema,  he  is 
in  full-blown  right  heart  failure.  Since  we  do  not 
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Fig.  4.  Illustrative  case  of  chronic  cor  pulmonale  (A.  D.).  The  normal  values  for  hemodynamic  variables 
appear  in  the  first  column.  See  text  for  discussion.  (Taken  from  Annals  of  Internal  Medicine  37 : 649  (1952)) . 


date  the  onset  of  cor  pulmonale  to  the  time  of  the 
first  evidences  of  right  heart  failure,  we  should 
attempt  to  reconstruct  the  train  of  events  that 
led  to  right  heart  embarrassment. 

These  emphysematous  patients  are  usually  in 
the  fourth  to  the  sixth  decade  when  we  first  see 
them  and  often  give  a history  of  chronic  cough, 
bouts  of  bronchitis,  and  mild  dyspnea  on  exer- 
tion, which  soon  becomes  severe  when  associated 
with  respiratory  infections.  Weight  loss  of  a con- 
siderable degree  may  have  occurred  recently. 
These  evidences  of  pulmonary  disease  may  have 
been  present  from  five  to  ten  years.  Only  very 
rarely  does  one  encounter  a patient  with  a history 
of  bronchial  or  allergic  asthma  and  cor  pulmonale. 
In  the  past  ten  years  at  Bellevue  Hospital  we 
have  only  found  one  such  patient.  Many  pa- 


tients state  that  their  physicians  told  them  they 
had  asthma,  but  this  began  in  their  forties  or  fif- 
ties. It  is  likely  that  the  evidences  of  obstructive 
breathing  which  these  patients  showed  was 
termed  “asthma”  by  their  physicians.  How- 
ever, obstructive  breathing  is  not  peculiar  or  par- 
ticular to  asthma — it  is  also  a major  manifesta- 
tion of  emphysema. 

To  return  to  the  patient’s  history:  despite 

cough  and  dyspnea  they  were  able  to  continue 
their  usual  activities  until  a very  bad  “cold”  or  a 
“very  severe  bout  of  bronchitis”  or  “pneumonia” 
precipitated  extreme  dyspnea,  restlessness  or 
somnolence,  and  ankle  edema.  Evidences  of  cir- 
culatory embarrassment  are  usually  manifest  only 
shortly  before  admission. 

What  have  we  learned  from  the  patient’s  his- 
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Fig.  5.  Illustrative  x-rays  of  a patient  with  cor  pulmonale  in  heart  failure  and  after  recovery  from  failure  (B.  B.). 

See  text  for  discussion. 


tory?  First,  the  symptoms  of  their  pulmonary 
disease,  which  is  the  cause  of  their  cardiac 
failure,  were  present  for  a considerable  although 
variable  period  of  time  before  cardiac  disability 
was  apparent.  Second,  their  pulmonary  disease 
was  not  rapidly  or  continuously  progressive; 
rather  it  was  marked  by  periods  of  remission. 

The  physical  examination  of  the  patient  with 


chronic  obstructive  pulmonary  emphysema  and 
cor  pulmonale  is  not  of  help  in  documenting  the 
onset  of  his  cardiac  illness.  We  find  a dyspneic, 
tachypneic,  orthopneic,  cyanotic,  and  edematous 
patient  who  is  coughing  ineffectively,  bringing  up 
thick,  tenacious  sputum  with  difficulty.  His 
eyes  may  be  froglike,  protuberant,  injected,  and 
chemotic.  The  neck  veins  are  distended.  The 
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chest  resembles  a square  more  than  any  other 
shape  because  the  manubrium  is  raised  upward 
and  forward,  and  there  is  a rounding  or  “buffalo 
hump”  in  the  back.  The  patient  often  uses  the 
accessory  muscles  of  respiration.  The  lungs  are 
filled  with  wheezes,  rhonchi,  and  rales  unless 
bronchospasm  is  extreme,  in  which  case  the  chest 
is  remarkably  quiet  and  breath  sounds  are  almost 
inaudible.  The  heart  is  enlarged,  the  rhythm  is 
regular  and  rapid,  and  the  pulmonic  second  sound 
may  be  equal  to  or  greater  than  the  aortic  second 
sound.  A systolic  murmur  may  be  heard  over 
the  pulmonic  or  apical  areas.  A gallop  is  often 
present  over  the  ensiform.  The  liver  is  enlarged. 
The  digits  rarely  show  unequivocal  clubbing,  al- 
though cyanosis  is  marked. 

The  chest  x-ray  reveals  low  diaphragms,  an  in- 
crease in  intercostal  spaces,  and  an  enlarged 
heart.  The  cardiac  enlargement  may  be  quite 
marked,  but  is  confined  to  the  pulmonary  arteries, 
right  ventricle,  and  right  atrium. 

The  electrocardiographic  findings  are  variable. 
In  some  instances  very  few  abnormalities  are 
present;  in  others  incomplete  or  complete  right 
bundle  branch  block  is  seen,  while  in  still  others 
there  is  evidence  of  right  ventricular  hyper- 
trophy. It  is  important  to  note  that  although 
left  axis  deviation  due  to  a horizontal  electrocar- 
diographic position  may  be  present,  it  should  not 
deter  one  from  making  the  diagnosis  of  cor  pul- 
monale. Prolongation  of  the  P-R  or  Q-T  inter- 
vals is  not  encountered,  nor  are  chronic  arrhyth- 
mias a part  of  the  picture.  Although  atrial  or 
nodal  arrhythmias  and  even  ventricular  prema- 
ture contractions  are  occasionally  seen  when  a 
patient  is  acutely  or  markedly  anoxic,  chronic  ar- 
rhythmia should  suggest  a diagnosis  in  addition 
to  or  other  than  cor  pulmonale. 

It  will  be  seen  in  Fig.  4 that  all  the  abnormal 
circulatory  complications  seen  in  chronic  cor 
pulmonale  due  to  emphysema  are  reversible  once 
the  anoxia  is  relieved.  This  fifty-two-year-old 
Armenian  housewife  was  first  seen  with  marked 
evidence  of  both  pulmonary  and  cardiac  insuf- 
ficiency. The  total  blood  and  plasma  volumes 
were  markedly  elevated,  as  was  the  cardiac  out- 
put. Pulmonary  hypertension  was  severe,  and 
the  right  ventricular  diastolic  pressure  was 
triple  its  normal  value,  the  earmark  of  a right  ven- 
tricle in  failure.  Acute  digitalization  increased 
the  cardiac  output  as  the  failing  right  heart  emp- 
tied itself  more  efficiently.  This  was  shown  by 
the  fall  in  diastolic  pressure  of  the  ventricle. 


Two  and  one-half  months  later,  when  appropriate 
measures  had  relieved  her  anoxia  and  hypervol- 
emia, the  cardiac  output  and  pulmonary  pressures 
lay  in  a normal  range.  For  the  next  sixteen 
months  under  rigorous  supervision  she  remained 
free  of  circulatory  complications,  maintaining  a 
normal  output  and  lesser  circuit  pressures.  It  is 
now  nine  years  since  the  time  of  the  first  study, 
and  during  that  interval  failure  of  the  heart  has 
never  reappeared. 

The  reversible  nature  of  the  circulatory  com- 
plications is  also  dramatically  demonstrated  by 
the  marked  change  in  heart  size  that  these  pa- 
tients show  as  heart  failure  wanes.  In  Fig.  5 ap- 
pear the  x-rays  of  a fifty-five-year-old  man  whose 
first  and  only  bout  of  heart  failure  occurred  in 
1949.  Clinically  and  physiologically  he  had 
much  the  same  findings  at  this  time  as  the  previ- 
ous patient.  Two  weeks  later  he  was  much 
improved,  and  we  found  a striking  decrease  in 
heart  size.  This  has  been  maintained  during  the 
succeeding  years  until  the  present.  We  know  of 
very  few  other  forms  of  heart  failure  in  wrhich  such 
striking  changes  in  cardiac  size  can  be  achieved  by 
appropriate  therapy.  This  ability  to  reduce  the 
size  of  the  heart  is  undoubtedly  due  to  the  fact 
that  the  myocardium  is  relatively  uninjured  since 
it  is  not  the  seat  of  the  circulatory  complications. 

Although  hypercapnia  is  a constant  finding  in 
those  patients  with  emphysema  who  develop 
circulatory  complications,  there  is  little  evidence 
to  indicate  that  hypercapnia  itself  produces 
them.  Carbon  dioxide  retention,  however,  is  in 
part  responsible  for  the  cerebral  symptoms  that 
these  patients  may  display,  particularly  somno- 
lence and  coma.  Restlessness,  irritability,  and 
paranoia  may  also  be  related  to  abnormalities  of 
gas  exchange.  Chronic  hypercapnia  also  compli- 
cates the  treatment  of  the  anoxic  patient  because 
in  its  presence  the  inhalation  of  high  concentra- 
tions of  oxygen  ma)r  produce  narcosis. 

In  these  patients  all  therapeutic  efforts  are  di- 
rected at  treatment  not  only  of  the  heart  failure, 
but  also  of  the  results  of  pulmonary  dysfunction, 
anoxia.  Table  I is  a summary  of  the  treatment 
employed  for  the  acute  cardiorespiratory  failure. 
It  is  because  bronchospasm  and  evidences  of 
bronchitis  are  so  apparent  in  these  patients  that 
they  are  termed  the  “bronchitic”  or  “obstructive” 
type  of  emphysema.  Vaporized  bronchodilators 
used  with  or  without  a positive  pressure  appara- 
tus are  often  quite  effective  in  alleviating  bron- 
chospasm and  mucosal  edema.  Bothersome  se- 
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TABLE  I. — Treatment  of  Acute  Cardiorespiratory 
Failure  in  Cor  Pulmonale  Due  to  Emphysema 

1.  Vaporized  bronchodilators,  usually  best  given  with  posi- 
tive pressure  apparatus  at  this  stage. 

2.  Antibiotics  are  essential,  even  if  patient  is  afebrile. 

3.  Steam  inhalation  often  assists  in  loosening  sputum. 

4.  Oxygen , best  given  by  either  (a)  positive  pressure  ap- 
paratus or  (6)  by  nasal  catheter  if  patient  is  properly  ven- 
tilated in  a Drinker  type  respirator. 

5.  Digitalization. 

6.  Phlebotomy — increased  intake  of  fluids  is  an  important 
accompaniment  of  this. 

7.  Sedation — use  chloral  hydrate  if  sedation  is  necessary. 

DO  XOT  GIVE  morphine,  Demerol,  barbiturates  or  tran- 
quilizers. 


cretions  and  exudates  generally  result  from  acute 
or  chronic  pulmonary  infections  and  may  be 
combated  by  the  intensive  use  of  antibiotics.  In 
these  patients  one  cannot  ignore  what  might  or- 
dinarily be  considered  a trivial  respiratory  in- 
fection because  the  patients  do  not  tolerate  well 
any  further  encroachment  on  their  pulmonary 
reserve.  The  loss  of  even  a small  area  of  func- 
tioning lung  tissue  as  a result  of  bronchial  or  pul- 
monary infection  may  be  sufficient  to  precipitate 
severe  pulmonary  insufficiency. 

Heart  failure  is  treated  with  digitalis  and  diure- 
tics as  in  other  forms  of  heart  failure.  If  the  pa- 
tient’s alveolar  ventilation  is  not  sufficiently  im- 
proved by  all  of  these  various  therapies  (Table  I), 
oxygen  must  be  given.  However,  some  mechani- 
cal aid  to  respiration,  such  as  a tank  or  mask  res- 
pirator, must  be  used  concomitantly  to  assure 
that  ventilation  continues  as  the  arterial  oxygen 
tension  rises  or  coma  may  ensue. 

The  importance  of  bed  rest  cannot  be  overem- 
phasized since  it  has  been  shown  that  the  arterial 
blood  oxygen  saturation,  already  low  at  rest,  be- 
comes much  lower  on  exertion  and  may  even  fall 
to  45  per  cent  in  this  type  of  emphysematous  sub- 
ject. 

The  polycythemic  state  of  these  patients  is  dis- 
advantageous because  it  promotes  an  increased 
venous  return  to  a failing  right  ventricle  and  also 
plays  a role  in  maintaining  or  exaggerating  pul- 
monary hypertension.  Therefore,  it  is  impera- 
tive to  reduce  blood  flow  and  blood  volume  by 
means  of  phlebotomies.  The  diagnosis  of  this 
secondary  form  of  polycythemia,  which  is  char- 
acterized by  hypochromic  red  blood  cells,  can  best 
be  made  clinically  by  a measurement  of  the  hema- 
tocrit. Determinations  of  hemoglobin  content 
alone  will  be  misleading  for  this  value  may  be 
within  normal  range  when  the  hematocrit  is  high. 

Phlebotomies  should  be  performed  judiciously, 
particularly  in  the  acutely  ill  patient.  Indeed, 


TABLE  II.  Long-Term  Treatment  of  Cor  Pulmonale 
Due  to  Emphysema 

1.  Frequent  analyses  of  arterial  blood  for  hematocrit, 
oxygen  saturation,  and  carbon  dioxide  content  (every  1 to  3 
months). 

2.  Vaporized  bronchodilators,  used  systematically. 

3.  Positive  pressure  respiratory  aid  (Bennett). 

4.  Antibiotics — whenever  infected,  even  without  fever. 

5.  Phlebotomies — to  keep  hemoglobin  12.5  and  hemato- 
crit 50%  or  less. 

6.  Digitalis  maintenance. 

7.  Prohibition  of  smoking. 

8.  Diamox,  250  to  500  mg.  daily. 


most  of  the  preceding  therapies  should  be  insti- 
tuted prior  to  bloodletting.  The  volume  of  ve- 
nous blood  removed  may  vary  from  300  to  500  cc. 
at  each  phlebotomy.  Serial  measurements  of  the 
hematocrit  and  hemoglobin  will  indicate  the  to- 
tal amount  of  blood  which  must  be  removed  to 
return  the  hematocrit  to  45  to  50  per  cent  without 
reducing  the  hemoglobin  below  12  Gm. 

If  pursued  unremittingly,  all  these  measures 
will  result  in  improved  pulmonary  function,  re- 
duction in  and  even  abolition  of  pulmonary  hy- 
pertension at  rest,  and  relief  of  the  right  heart 
failure.  In  fact,  it  has  been  our  experience  in 
recent  years  that  the  problem  of  heart  failure  per 
se  can  almost  invariably  be  resolved  in  these  sub- 
jects. The  pulmonary  insufficiency,  however,  re- 
mains as  the  important  and  sometimes  fatal  disa- 
bility. When  heart  failure  persists  despite  the 
measures  discussed  above,  one  should  reconsider 
the  diagnosis  since  it  is  unlikely  that  emphysema 
alone  is  the  primary  cause  of  the  difficulties. 

Once  the  patient  has  recovered  from  the  acute 
episode  of  cardiopulmonary  insufficiency,  all  ef- 
forts are  directed  at  maintaining  him  free  of  cir- 
culatory complications  and  in  as  optimal  a state 
of  pulmonary  function  as  is  possible  with  modern 
methods.  These  patients  should  be  followed  reg- 
ularly and  at  frequent  intervals,  even  when  they 
are  doing  well,  not  only  for  appraisal  by  the  usual 
clinical  means,  but  also  for  evaluation  by  certain 
simple  physiologic  measurements.  A summary 
of  the  long-term  treatment  of  these  individuals 
appears  in  Table  II. 

One  can  obtain  essential  information  about 
pulmonary  function  from  analysis  of  the  arterial 
blood  for  oxygen  saturation  and  carbon  dioxide 
content,  and,  if  possible,  the  arterial  pH  should  be 
determined  so  that  carbon  dioxide  tension  can 
also  be  calculated.  If  the  emphysematous  pa- 
tient with  cor  pulmonale  is  doing  well,  there  are 
only  minor  fluctuations  in  arterial  blood  oxygen 
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Fig.  6. 


Physiologic  profile  of  a patient  (A.  D.)  with  emphysema  and  chronic  cor  pulmonale,  as  illustrated  by 
repeated  arterial  blood  gas  analyses  over  an  eight-year  period. 


saturation  and  carbon  dioxide  content.  The  fre- 
quency with  which  these  determinations  need  to 
be  made  depends  on  many  factors  and  in  our  ex- 
perience may  vary  from  every  one  to  three 
months,  depending  on  the  severity  of  the  individ- 
ual patient’s  disease  and  the  occurrence  of 
complications.  The  oxygen  saturation  may  vary 
as  much  as  10  per  cent  on  repeated  monthly 
samplings  but  is  usually  found  to  be  over  85 
per  cent;  the  carbon  dioxide  tension  generally 
lies  in  the  range  of  45  to  55  mm.  Hg  when  the 
patient  is  well  controlled.  It  is  necessary  to  ob- 
tain such  data  because  it  is  often  difficult  to  dem- 
onstrate changes  in  the  patient’s  condition  by 
clinical  examination  alone.  The  acute  respira- 
tory infection  is  apparent  to  patient  and  physi- 
cian alike,  but  there  may  be  a clinically  imper- 
ceptible and  gradual  change  which  is  uncovered 
only  by  serial  laboratory  determinations.  The 
cause  of  this  gradual  decline  in  pulmonary  func- 
tion is  not  always  clearly  demonstrable,  but  fre- 


TABLE  IN.  -Effect  of  Smoking  in  One  Patient 


Date 


— Arterial  Blood  - 


Oxygen 

Satura- 

tion 

Pei 

Cent) 


Carbon 

Dioxide 

Content 

(Volumes 

Per 

Cent) 


Carbon 

Dioxide 

Tension 

(Mm. 

Hg) 


pH 


June  27,  1955  80  66.4  65  7 32 

STOPPED  SMOKING 

Sept.  12,  1955  95  50.7  41  7 42 


quently  it  is  reversible  by  an  intensification  of 
the  therapeutic  pulmonary  regime. 

Vaporized  bronchodilators  are  used  systemati- 
cally three  times  a day,  as  is  postural  drainage. 
Respiratory  aids  help  to  promote  better  gas  ex- 
change. Antibiotics  are  used  intensively  wher- 
ever an  indication  arises;  digitalis  is  continued, 
and  phlebotomies  are  performed  as  indicated. 

Smoking  is  to  be  discouraged.  Table  III  will 
indicate  the  reason.  This  patient  had  been 
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PULMONARY  EMPHYSEMA 


BRONCHITIC  OR  OBSTRUCTIVE  TYPE 
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Anoxia 


potential 
cor  pulmonale 


Circulatory  Complications 

1 

Pulmonary  Hypertension,  reversible 


I 


diagnose 
cor  pulmonale 


->  Right  Heart  Enlargement 

l 

Right  Heart  Failure 


Fig.  7.  Developmental  steps  in  the  production 
of  cor  pulmonale  due  to  emphysema  which  are  of 
clinical  importance. 


through  our  therapeutic  armamentarium  and  was 
not  doing  well  until  he  stopped  smoking.  There 
was  a marked  and  sustained  improvement  in  al- 
veolar ventilation,  as  evidenced  by  a rise  in  satu- 
ration and  a fall  in  carbon  dioxide,  probably  due 
to  lessened  bronchorrhea. 

Diamox  is  another  useful  adjunct.  It  not  only 
acts  as  a diuretic,  but  it  may  also  promote 
elimination  of  carbon  dioxide.  We  do  not  advo- 
cate its  use  in  the  patient  who  is  acutely  or  se- 
verely acidotic  since  Diamox  also  produces  aci- 
dosis which  is  metabolic  in  origin.  However,  in 
those  patients  who  are  improving  as  a result  of 
the  other  measures  mentioned  but  who  nonetheless 
continue  to  show  hypercapnia,  it  is  often  suc- 
cessful in  lowering  carbon  dioxide  tension. 

Following  the  progress  of  emphysema  by  means 
of  serial  chest  x-ray  films  is  not  often  helpful  ex- 
cept in  the  diagnosis  of  complicating  pulmonary 


infections.  Repeated  measurements  of  heart  size, 
however,  are  useful  since  it  has  been  shown  that 
the  heart  diminishes  in  size  once  heart  failure  is 
relieved.  Similarly  an  increase  in  heart  size  in 
these  patients  suggests  the  onset  of  heart  fail- 
ure, even  though  the  clinical  manifestation  of 
edema  may  not  yet  be  present.  The  vertical  shape 
of  these  hearts  can  be  deceptive  unless  one  has 
serial  films  for  comparison. 

If  the  various  physiologically  sound  therapeu- 
tic measures  shown  here  are  followed  in  the  em- 
physematous subjects,  it  will  often  be  possible 
to  keep  them  free  of  cardiac  complications  over 
the  years.  Perhaps,  as  indicated  in  Fig.  6,  it  is 
even  possible  to  change  the  direction  and  speed  of 
the  natural  course  of  the  disease  as  a whole.  This 
woman  with  emphysema  and  cor  pulmonale  has 
been  followed  carefully  for  over  eight  years.  In 
late  1951  she  moved  into  a much  more  stable 
phase  of  respiratory  gas  exchange  with  arterial 
saturation  and  carbon  dioxide  values  nearer  nor- 
mal and  with  less  wide  swings  in  these  gas  values. 
We  attribute  this  to  the  use  of  respiratory  aids, 
Diamox,  and  the  fact  that  we,  her  physicians,  had 
learned  much  more  about  her  disease  and  the 
need  to  watch  her  closety.  Heart  failure  has 
never  recurred,  and  she  is  doing  very  well  now. 


Summary  and  Conclusion 

Studies  of  the  physiopathology  of  cor  pulmo- 
nale have  made  possible  the  understanding  of  a 
disease  formerly  neglected  therapeutically  be- 
cause the  basic  disorders  had  not  been  defined. 
In  Fig.  7 are  schematized  the  steps  in  the  develop- 
ment of  cor  pulmonale  which  are  of  clinical  im- 
portance. If  one  can  attack  the  lung  disorder 
therapeutically  at  the  beginning  of  the  anoxic 
phase,  i.e.,  at  the  time  when  cor  pulmonale  be- 
comes a possibility,  it  is  likely  that  the  cardiac 
complication  can  in  many  instances  be  prevented. 


Bad  driving  conditions  'prevailed  in  less  than  15  per  cent  of  the  fatal  highway  accidents  in  the 
U.S.  in  1956. 


The  Public  Health  Aspects  of  Perinatal  Mortality 
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The  number  of  lives  lost  in  Xew  York  State 
during  the  five-month  period  extending 
from  the  twentieth  week  of  gestation  to  the 
seventh  day  after  birth  is  almost  equal  to  the 
number  lost  during  the  next  forty  years  of  the 
human  fife  span.  This  of  course  has  not  always 
been  true.  Thirty-five  years  ago  the  number 
of  lives  lost  during  this  perinatal  period  was  less 
than  the  number  lost  during  the  next  three 
years  of  life.  A remarkable  shift  in  the  balance 
of  forces  affecting  man’s  mortality  has  occurred 
in  the  present  century.  Its  causes  can  be  broadly 
categorized  as  technologic,  medical,  and  social 
with  the  field  of  public  health  partaking  in  all 
three.  Its  effect,  if  war  is  overlooked,  has  been 
the  relative  concentration  of  death  at  the  begin- 
ning and  end  of  man’s  biologic  life  span. 

Perhaps  our  current  concern  with  the  degen- 
erative diseases  at  the  end  of  this  span  is  under- 
standable in  terms  of  personal  motivation. 
Those  who  manifest  it  have  already  passed 
safely  through  what  Clement  Smith1  has  called 
“The  Valley  of  the  Shadow  of  Birth.”  Yet 
in  terms  of  potential  productivity  for  society, 
a concern  with  the  very  beginning  of  this  life 
span  may  be  more  appropriate.  In  Xew  York 
State  in  1954  almost  12,000  lives  were  lost 
during  the  perinatal  period.  At  seventy  years 
per  life  this  represents  a greater  loss  of  human 
years  than  is  represented  by  all  deaths  after 
age  sixty  when  figured  on  the  basis  of  life  expec- 
tancy. Xor  is  this  all.  Some  of  the  obvious 
traumatic  effects  of  birth,  such  as  Erb’s  palsy, 
have  long  been  recognized.  More  recently 
subtler  insults  to  the  developing  central  nervous 
system  of  the  fetus  in  utero  and  in  birth  process 
have  been  linked  suggestively  with  epilepsy, 
mental  retardation,  cerebral  palsy,  and  other 
neuropsychiatric  disorders.2 

The  concept  of  a perinatal  period  is  useful 
in  many  ways,  but  because  it  is  relatively  recent, 
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Fig.  1.  Perinatal  mortality  rates  in  New  York  State, 
1921-1954. 


there  has  been  confusion  about  the  time  period 
“around”  birth  which  it  encompasses.  In  fact 
the  term  itself  has  been  defined  and  used  var- 
iously by  different  people.  This  was  true  of  the 
term  prematurity  for  man}-  years  until  a weight 
limit  of  2,500  Gm.  was  agreed  on.  There  may  be 
good  bases  for  some  of  the  other  definitions 
proposed  for  perinatal,  but  it  is  worth  noting 
here  that  the  definition  proposed  by  the  Public 
Health  Conference  on  Records  and  Statistics — 
from  the  twentieth  week  of  gestation  through 
the  sixth  day  of  life — is  receiving  wide  acceptance 
now.  The  perinatal  mortality  rate  for  a given 
period  of  calendar  time  thus  becomes: 

Fetal  deaths  of  at  least  20  weeks  gestation 
„ + postnatal  deaths  under  7 davs 

1,000  x — 

Fetal  deaths  of  at  least  20  weeks  gestation 
+ all  live  births 

Obviously  it  is  desirable  to  obtain  compar- 
ability among  reports  using  this  term.  If 
other  definitions  are  used  for  the  purpose  of  a 
specific  investigation,  it  is  desirable  that  statis- 
tics utilizing  the  above  definition  be  presented 
as  well. 

In  Xew  York  State  the  perinatal  mortality  rate 
has  been  cut  in  half  during  the  past  thirty-five 
years.  This  is  illustrated  in  Fig.  1,  which  also 
breaks  down  perinatal  deaths  into  those  occurring 
before  and  after  birth.  The  proportionate 
contributions  of  fetal  and  postnatal  deaths  to 
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perinatal  mortality  at  the  beginning  and  end  of 
this  thirty-five-year  span  are  indicated  by  the 
bar  graphs  at  each  side  of  the  figure.  It  will 
be  noted  that  the  fetal  death  rate  (or  stillbirth 
rate)  has  declined  somewhat  more  than  the  six- 
day  postnatal  death  rate.  At  the  beginning  of 
this  time  period  fetal  deaths  accounted  for 
59  per  cent  of  the  perinatal  deaths;  at  its  end 
they  accounted  for  only  55  per  cent.  It  will 
also  be  noted  that  the  greatest  period  of  decline 
is  in  the  middle  third  of  these  past  thirty-five 
years,  an  era  of  rapid  medical  and  social  progress. 

The  relationship  of  premature  births  to  sur- 
vival is  too  well  known  to  require  more  than 
passing  comment.  In  New  York  State  at  the 
present  time  about  60  per  cent  of  the  fetal 
deaths  of  more  than  twenty  weeks  gestation  and 
about  75  per  cent  of  the  six-day  postnatal  deaths, 
that  is,  about  two-thirds  of  all  perinatal  deaths, 
occur  in  fetuses  or  infants  weighing  2,500  Gm. 
or  less  at  delivery.  However,  the  time  trends 
of  postnatal  mortality  by  birth  weight  are  not 
so  well  known.  They  are  illustrated  in  Fig.  2 
for  the  ten-year  period  1945-1954  in  upstate 
New  York.  During  these  ten  years  the  birth 
weight-adjusted  neonatal  mortality  rate*  de- 
clined by  more  than  30  per  cent.  However, 
the  greatest  decline  occurred  among  the  larger 


babies.  Virtually  no  decline  is  apparent  among 
infants  weighing  less  than  1,000  Gm.  The 
decline  in  rates  of  full-term  and  larger  premature 
infants  (2,001  to  2,500  Gm.)  is  practically 
identical.  The  rate  of  decline  was  directly 
proportional  to  the  birth  weight  in  infants 
weighing  1,001  to  2,000  Gm.  It  is  apparent 
also  that  since  1952  the  decline  in  all  birth  weight 
groups  has  leveled  off.  However,  such  an  ob- 
servation does  not  imply  that  a so-called  “ir- 
reducible minimum”  mortality  rate  has  been 
reached. 

Beyond  providing  data  on  trends  and  measures 
of  the  current  magnitude  of  perinatal  mor- 
tality, vital  statistics  can  provide  us  with  only 
a few  leads  to  biologic  causality.  Age  of  mother, 
parity,  and  prior  pregnancy  history  are  perhaps 
the  most  notable  of  these;  all  must  have  some 


* Data  here  referred  to  are  from  “Neonatal  Stillbirths 
and  Perinatal  Mortality  and  Delivery  Operative  Procedures 
by  Hospitals  and  Regions,  New  York  State  Exclusive  of 
New  York  City,  1950-54,”  to  be  published  by  the  New  York 
State  Department  of  Health.  The  data  were  completed  by 
Norman  Allaway.  Since  over  90  per  cent  of  current  neonatal 
deaths  (deaths  under  twenty-eight  days)  occur  during  the 
first  six  days  of  life,  neonatal  deaths  for  all  practical  purposes 
are  equivalent  to  postnatal  deaths  under  seven  days.  The 
term  birth  weight-adjusted  neonatal  mortality  rate  refers  to  a 
statistical  adjustment  of  the  total  or  over-all  neonatal  mor- 
tality rate  whereby  the  effect  of  differences  in  birth  weight 
among  the  observed  population  of  births  is  eliminated. 
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biologic  significance  which  will  eventually  fit 
into  place  when  more  is  known  of  the  funda- 
mental physiology  and  chemistry  of  childbearing 
and  childbirth.  Inquiry  into  the  fundamental 
causes  of  perinatal  deaths  through  vital  statis- 
tics or  even  through  autopsy  reports  seems 
relatively  fruitless  at  the  present  time.3 

What  after  all  are  the  basic  causes  of  placenta 
previa  or  abruptio  placentae,  or  toxemia,  or 
premature  labor?  What  is  the  histochemical 
mechanism  that  produces  the  condition  labeled 
abnormal  pulmonary  ventilation?  It  is  un- 
likely that  answers  to  these  questions  or  to  the 
large  group  of  perinatal  deaths  with  no  obvious 
associated  “cause”  will  come  from  either 
epidemiologic  inference  or  clinicopathologie  study 
as  we  have  known  them  in  the  past.  There  is 
need  for  more  basic  research. 

This  does  not  mean  that  careful  clinicopatho- 
logic  studies  of  perinatal  deaths  should  not  be 
carried  out.  Medicine  is  a pragmatic  science, 
and  it  is  quite  clear  that  perinatal  death  review 
conferences  have  much  educational  value  to 
physicians.  The  value  lies  in  what  can  be 
learned  about  the  diagnosis  and  treatment  of  the 
case  under  discussion  with  our  present  knowl- 
edge and  technics.  The  value  expresses  itself 
pragmatically  as  a saving  of  lives  in  the  future. 
Among  other  studies  Schuyler  Kohl’s  analysis 
of  perinatal  deaths  in  New  York  City  is  ample 
evidence  of  this  point.4 

Public  health  also  is  a pragmatic  discipline.  It 
is  not  always  necessary  to  know  the  finite  causes 
of  disease  or  death  in  order  to  take  effective 
measures  to  control  them.  Biologic  phenomena 
are  complex,  and  man  is  a social  animal.  Iden- 
tifiable factors  reflecting  man’s  physical  and 
social  environment  may  contribute  to  the  pro- 
duction of  disease  at  a cellular  level.  If  these 
mass  factors  can  be  altered  favorably,  a pre- 
ventive health  program  is  practical  whether 
or  not  the  basic  cause  is  understood. 

From  this  point  of  view  there  are  two  major 
foci  of  attack.  The  first  is  promoting  wider 
application  of  what  is  now  known  about  patient 
care.  This  is  a joint  responsibility  of  several 
health  disciplines,  including  obstetrics,  pediatrics, 
anesthesiology,  nursing,  hospital  administration, 
and  public  health.  Evidence  as  to  the  need 
and  efficacy  of  such  an  attack  has  already  been 
presented  from  many  sources. 

Worth  citing  here  are  some  new  and  illumi- 
nating comparisons  of  hospital  statistics  in 


TABLE  I. — Neonatal  Mortality  By  Birth  Weight  and 
Hospital  Birth  Volume  in  New  York  State  (exclusive 
of  New  York  City)  1950-1954 


Hospitals* 

Grouped 

According 

to  Annual  Neonatal  Deaths  per  1.000  Live  Births 

Average  Totalf  Weight  in  Gin. 

Birth  (Ad-  1,000  1,001  to  1,501  2,001  to  2,501 
Volume  justed)  or  less  1,500  to  2,000  2,500  or  more 


1,000  or 


more 

16.9 

945 

522 

172 

38.4 

5.6 

500  to  999 

17.4 

940 

538 

188 

41  2 

5.7 

100  to  499 
Less  than 

19.0 

945 

547 

207 

44  2 

6.9 

100 

18.7 

882 

548 

149 

49.5 

7.5 

Total 

17.4 

943 

530 

180 

40.0 

5.9 

* Includes  hospitals  with  maternity  service  only, 
t Total  rate  adjusted  to  eliminate  differences  in  birth 
weight  distribution  of  birth  populations  being  compared. 


TABLE  II. — Increase  in  Survivorship  Resulting  From 
Decline  in  Birth  Weight-Specific  Neonatal  Death 
Rates  in  New  York  State  (exclusive  of  New  York  City) 
1950-1954  Versus  1945-1949 


Place  of  Birth 
According  to 
Annual  Average 
Total  Birth 
Volume 

Neonatal 

Deaths 

1950-1954 

Expected* 

Neonatal 

Deaths 

1950-1954 

Apparent 
Number 
of  Lives 
Not  Lost 

Per  Cent 
Reduc- 
tion in 
Mortal- 
ity 

Hospitals  with 

1,000  or  more 
deliveries 

8,627 

10,988 

2,361 

21.5 

Hospitals  with  500 
to  999  deliveries 

3,187 

4 , 060 

873 

21.5 

Hospitals  with  100 
to  499  deliveries 

2,169 

2,654 

485 

18.3 

All  other  places! 

660 

789 

129 

16.3 

Total 

14,643 

18,491 

3,848 

20  8 

* On  basis  of  1945-1949  birth  weight-specific  neonatal 
death  rates. 

t Includes  hospital  and  nonhospital  sites. 


upstate  New  York.f  During  the  five  years 
from  1950  to  1954  neonatal  mortality  among 
almost  800,000  infants  born  alive  in  upstate 
New  York  hospitals  varied  inversely  with  the 
size  of  the  maternity  service  (Table  I).  When 
hospitals  are  grouped  by  birth  volume,  infant 
survival  is  favored  in  groups  of  hospitals  with 
a relatively  large  number  of  deliveries.  The 
demarcation  between  hospitals  with  birth 
volumes  above  and  below  500  per  year  is  par- 
ticularly striking.  This  relationship  is  not  only 
current,  it  is  also  expressable  as  a time  trend. 
As  indicated  in  Table  II,  the  increased  chance 
of  infant  survival,  apparent  when  data  from 
two  five-year  periods  are  averaged  and  compared, 
is  more  evident  in  hospitals  with  birth  volumes 
greater  than  500  per  year.  Thus,  hospitals 
with  smaller  maternity  services  are  not  only  at 
current  disadvantage,  they  also  have  failed  to 
improve  at  the  same  rate  as  hospitals  with 

t See  previous  footnote. 
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TABLE  III. — Selected  Live  Birth  Delivery  Operative 
Procedures  by  Hospital  Birth  Volume  in  New  York 
State  (exclusive  of  New  York  City)  1950-1954 


Hospitals* 

Selected 

Delivery 

Operative 

Grouped 

Procedures 

According  to 

Rate  per  1.000  Live  Births 

Annual  Average 

Total 

Low 

High 

Cesarean 

Birth  Volume 

Live  Births 

Forceps 

Forceps 

Section 

1 ,000  or  more 

493,280 

391 

0.7 

39  2 

500  to  999 

173,094 

311 

1 .3 

42  5 

100  to  499 

117.982 

246 

2.1 

42  4 

Less  than  100 

8.773 

152 

2.9 

18  6 

T OTAL 

793,129 

350 

0 . 5 

40.1 

* Includes  hospitals  with  maternity  service  only. 


larger  maternity  services.  This  observation 
is  all  the  more  striking  when  it  is  recognized 
that  the  lower  the  neonatal  mortality  rate 
becomes,  the  less  chance  there  is  for  it  to  continue 
to  decline  and  that  increased  hazard  from  hospi- 
tal-induced or  hospital-spread  infection  is  also 
directly  related  to  the  size  of  a maternity  service.5 
The  inference  that  these  differences  in  mass 
rate  are  an  expression  of  mass  differences  in 
facilities,  staffing,  and  patient  care  is  somewhat 
strengthened  by  data  on  gross  operative  de- 
livery procedures  by  size  of  maternity  service. 
This  is  illustrated  in  Table  III,  which  presents 
rates  of  selected  obstetric  procedures  in  hospitals 
grouped  by  annual  birth  volume.  Low  forceps 
are  more  commonly  used  in  larger  maternity 
services,  and  high  forceps  more  likely  to  be 
applied  in  hospitals  with  small  maternity  services. 

These  data  need  refinement  in  order  to  estab- 
lish more  clearly  associations  with  other  hospital 
characteristics.  Furthermore,  they  must  be 
viewed  as  broad  generalizations.  They  are 
subject  to  all  the  limitations  and  exceptions 
of  broad  generalizations.  They  reflect  nothing 
on  individuals  or  individual  hospital  services. 
Taken  as  a whole,  however,  they  seem  to  point 
up  the  importance  of  broad  professional  edu- 
cational programs  intended  to  reach  everyone 
concerned  with  maternal  and  infant  care  but 
especially  those  associated  with  hospitals  having 
smaller  maternity  services. 

The  second  focus  of  attack  is  on  those  aspects 
of  man’s  environment  and  personality  which 
together  prevent  attainment  of  optimum  living 
and  combine  to  keep  some  segments  of  our 
society  in  an  underprivileged  status  when 
compared  to  other  segments.  There  is  a clear 
and  sizable  differential  in  perinatal  mortality 
by  family  social  class.  The  lower  the  socio- 


economic status  of  a group,  the  higher  its  peri- 
natal mortality  rate.  Regional  differences  in 
perinatal  mortality  rates  associated  with  differ- 
ences in  socioeconomic  status  exist  within  the 
United  States,  within  New  York  State,  and 
within  New  York  City.  Differences  in  patient 
care  are  sometimes  also  associated  with  differ- 
ences in  socioeconomic  status.  However,  Baird,6 
Eastman,7  and  others8-11  have  presented  clear 
evidence  that  the  causative  factor  or  factors 
expressed  by  the  term  social  class  or  socio- 
economic status  operate  quite  independently  of 
inherent  biologic  factors  and  of  the  factor  or 
factors  expressed  by  the  terms  “patient  care” 
or  “antenatal  health  supervision.” 

Precisely  how  low  socioeconomic  status  acts 
to  favor  perinatal  death  is  unknown.  We  may 
speculate  that  nutrition  is  one  of  its  mediat- 
ing elements.  But  how  social  class  factors 
operate  is  not  important  to  the  pragmatist. 
What  is  important  is  the  knowledge  that  social 
progress  in  terms  of  adequate  housing  for  all 
families,  equal  opportunity  for  education,  mini- 
mum wage  security  to  insure  a decent  livelihood, 
and  expansion  of  our  social  rehabilitation 
services  so  that  blocks  to  healthy  personal 
motivation  are  prevented  or  eliminated  will 
help  reduce  the  toll  of  perinatal  death.  Quite 
apart  from  whether  research  uncovers  the  basic 
etiologic  factors  involved,  we  can  anticipate 
that  the  perinatal  mortality  rate  will  improve 
in  direct  proportion  to  improvement  in  the 
socioeconomic  status  of  the  less  privileged 
segments  of  our  society. 

84  Holland  Avenue 
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Experiences  with  Chlor promazine  in  Aged 
Psychotics  in  a State  Institution 


J.  J.  TENNENT,  M.D.,  CENTRAL  ISLIP,  NEW  YORK 
( From  the  Central  Islip  State  Hospital) 


In  the  spring  of  1954  a study  of  the  action  of 
Metrazol  in  senile  psychotics  was  undertaken. 12 
Very  definite  improvement  followed  such  therapy 
in  mentally  confused  and  depressed  aged  indi- 
viduals. However,  agitated  patients  required 
sedation  instead  of  analeptics.  Since  by  the  end 
of  the  year  the  hydrochloride  of  chlorpromazine 
(Thorazine,  chemically  10-(3-dimethylamino- 
propyl)-2  chlorophenothiazine,  had  found  en- 
thusiastic acceptance  as  a tranquilizer  for 
mentally  and  emotionally  disturbed  patients 
and  was  reported  to  calm  psychomotor  excite- 
ment and  to  diminish  phobias  and  obsessions, 
it  was  decided  to  study  its  effects  on  tense  and 
agitated  cases  in  the  chronic  infirmary  wards. 

Although  the  exact  action  of  chlorpromazine 
has  not  yet  been  established,  it  is  apparently 
ganglioplegic.  Delay3  believes  the  drug  to  have 
both  sympathicolytic  and  vagolytic  properties. 
Labourit4  speaks  of  chlorpromazine  therapy  as 
a pharmacologic  lobotomy  which  interrupts 
nerve  transmission  between  the  cortex  and 
subcortex. 

The  aged  psychotics  on  the  chronic  infirmary 
service  of  the  Central  Islip  State  Hospital 
comprise  three  groups : 

1.  Patients  who  grow  old  in  the  hospital 
and  finally  become  too  feeble  for  an  active 
psychiatric  ward.  While  a large  percentage  of 
schizophrenics  calm  down  after  a period  of  time, 
many  still  may  flare  up  sporadically  when 
reacting  to  their  old  hallucinatory  or  delusional 
experiences.  In  this  group  also  are  manic 
depressive  and  other  psychotics  who  either 
remain  continually  disturbed  up  to  an  advanced 
age  or  who  occasionally  or  periodically  become 
disturbed.  In  all  such  cases  chlorpromazine 
was  given. 

2.  In  this  group,  the  majority  of  our  cases,  are 
patients  over  sixty-five  with  senile  psychoses. 
This  type  of  patient  is  being  admitted  to  this 
institution  in  ever-increasing  numbers,  and  in  a 
short  time  these  cases  have  to  be  transferred  to 


a chronic  infirmary  service.  At  least  two  im- 
portant factors  are  generally  present  here: 
(1)  an  organic  component,  hypoxia  of  the  brain, 
resulting  in  confusion,  irritability,  depression, 
psychomotor  excitability,  etc.,  and  (2)  psycho- 
logic factors,  such  as  being  alone  and  unwanted, 
disliked,  useless,  and  unattractive  to  the  op- 
posite sex.  All  these  factors  often  lead  to  marked 
anxiety,  tension,  agitation,  and  depression,  to 
counteract  which  we  gave  chlorpromazine.  We 
found  that  this  drug  had  a beneficial  effect  in 
those  senile  mental  disturbances  where  the  emo- 
tional component  was  in  the  foreground  and 
common  thinking  disorders  were  of  secondary 
importance. 

3.  Patients  who  are  physically  incapacitated 
by  hemiplegia,  mental  deficiency,  or  organic 
nervous  disease.  Many  of  these  are  under 
sixty  but,  because  of  physical  disability,  have 
to  be  cared  for  on  a chronic  infirmary  service. 
Patients  of  this  group  are  mostly  quiet  and 
cooperative  and  seldom  need  chlorpromazine. 

Material  and  Methods 

Our  study  was  initiated  on  December  1, 
1954,  after  careful  selection  of  75  patients 
ranging  in  age  from  fifty-five  to  ninety  years 
with  an  average  age  of  seventy-three  and  one- 
half  years.  Fifteen  were  bedridden,  and  60 
were  able  to  be  up  and  about.  Excluded  were 
decompensated  cardiacs  and  renal  insufficiencies. 
Subsequently  more  and  more  patients  were 
added  to  this  study.  In  some  instances  chlor- 
promazine had  to  be  discontinued  because  of 
nausea;  in  others  medication  was  stopped 
because  of  sufficient  improvement.  Altogether 
150  patients  were  treated  up  to  the  end  of  1955, 
and  the  study  is  continuing.  All  these  patients 
were  diagnosed  as  senile  psychosis  of  all  types, 
including  simple  deterioration,  paranoid  type, 
depressed  and  agitated,  and  cerebral  arterio- 
sclerosis. In  addition,  there  were  some  cases 
of  dementia  praecox  and  other  psychoses.  All 
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of  the  patients  were  extremely  agitated,  ir- 
ritable, and  resistive  to  nursing  care.  Most 
of  them  were  destructive  and  assaultive. 

It  was  interesting  that  chlorpromazine  was  an 
effective  analgesic  in  one  case  of  anal  fissure 
and  five  cancer  cases,  three  of  them  terminal. 

With  the  beginning  of  the  treatment  the 
personnel  were  given  the  following  instructions : 

1.  Patients  receiving  chlorpromazine  must 
not  receive  any  other  sedation  during  the  day  or 
night. 

2.  Since  chlorpromazine  is  apt  to  produce 
hypotension,  blood  pressure  was  to  be  checked 
at  least  twice  a week,  and  patients  must  be 
observed  for  symptoms  of  hypotension,  such  as 
dizziness,  fatigue,  unsteady  gait,  and  pallor. 

3.  Patients  must  be  examined  daily  for 
signs  of  jaundice  (jaundiced  sclera). 

4.  Bowels  were  to  be  watched. 

After  the  initial  dose  of  chlorpromazine  some 
of  the  agitated  patients  became  lethargic  and 
slept  soundly  for  a few  hours,  but  they  could 
easily  be  aroused  and  then  were  able  to  talk 
freely  and  get  up  and  walk  to  the  dining  room, 
the  toilet,  etc.  However,  the  personnel  were 
instructed  not  to  arouse  these  patients  but  to 
let  them  rest  until  the  next  scheduled  procedure 
on  the  ward.  In  some  other  agitated  patients 
the  administration  of  chlorpromazine  was  fol- 
lowed by  drowsiness  or  a state  of  reduced  mobil- 
ity, in  which  the  patient  remained  sitting  or 
lying  down  and  became  silent.  Usually  drow- 
siness was  mild  and  disappeared  after  the  first 
or  second  week  of  therapy.  If  troublesome,  it 
could  be  alleviated  by  lowering  the  dosage. 
We  never  observed  a true  fainting  spell  or  a 
severe  dizzy  spell.  In  the  first  few  weeks  of 
treatment  some  of  the  patients  looked  pale  and 
drawn.  After  a recumbent  position  for  one  or 
two  hours,  even  though  they  did  not  fall  asleep, 
they  appeared  to  be  all  right  again.  Heart 
stimulants  were  rarely  needed. 

The  dosage  of  chlorpromazine  was  predicated 
on  the  severity  of  the  agitation,  and  we  soon 
learned  that  our  prescribing  had  to  be  very 
individualistic.  Generally  treatment  was  started 
with  25  mg.  of  chlorpromazine  orally  twice 
a day,  and  this  remained  our  lower  limit. 
Our  upper  limit  was  never  more  than  75  mg. 
The  preferred  method,  especially  in  senile,  often 
suspicious,  patients,  is  to  give  chlorpromazine 
concentrate,  which  is  colorless  and  flavorless  and 
can  be  given  with  orange  juice  or  otherwise.  We 


have  not  yet  decided  whether  we  dare  raise  the 
dosage  for  these  senile  psychotics  who  have  shown 
no  improvement  during  the  thirteen  months  of 
treatment  even  with  our  upper  range  dosage  or 
whether  we  should  call  these  patients  refractory 
to  chlorpromazine.  Before  we  increase  our 
upper  range  dosage,  we  should  like  to  learn  some- 
thing of  the  results  and  experiences  which  other 
investigators  have  had  with  higher  dosages  in 
senile,  agitated,  psychotic  patients. 

In  general,  our  dosage  range  controlled  most 
of  the  severely  agitated,  belligerent,  and  destruc- 
tive senile  patients.  This  drug  seems  to  be 
superior  to  the  barbiturates  because  it  calms 
without  depressing  mental  processes  and  without 
causing  stupor. 

Effect  on  Blood  Pressure 

Relatively  few  of  our  patients  experienced 
hypotensive  side-effects.  Therefore,  we  did  not 
follow  the  routine  of  other  investigators  in  which 
patients  lie  down  after  the  administration  of 
oral  chlorpromazine.  In  several  cases  the 
systolic  readings  rose  10  to  15  points  but  in 
many  more  cases  fell  20  to  40  points  or  more. 
Likewise  the  diastolic  pressure  often  dropped 
10  to  20  points.  Since  most  of  our  patients 
suffered  from  arteriosclerotic  and  cardiovascular 
disease  in  which  a sudden  drop  in  blood  pressure 
may  be  dangerous,  we  used  the  drug  with  great 
caution  and  with  careful  observation  of  the 
patients. 

When  signs  of  falling  blood  pressure  did  de- 
velop, the  patients  were  immediately  placed  in 
a recumbent  position  and  the  physician  notified. 
If  the  fall  proved  to  be  sudden  and  drastic, 
chlorpromazine  was  immediately  stopped,  at 
least  temporarily.  However,  if  the  blood  pres- 
sure dropped  slowly,  10  to  20  points  systolic 
between  each  checkup,  the  drug  was  continued, 
but  in  addition,  Metrazol  was  given  in  the  ratio 
of  chlorpromazine  25  mg.  to  Metrazol  100  mg. 
In  the  last  few  months  it  has  also  been  our  prac- 
tice to  give  Metrazol  with  chlorpromazine  in 
cases  where  cardiovascular  difficulties  might  be 
anticipated,  for  instance,  in  those  patients 
whose  blood  pressure  was  initially  low  and  marked 
pallor  and  debility  were  present  or  auscultatory 
findings  indicated  cardiovascular  involvement. 
Furthermore,  Metrazol  was  included  in  the 
therapy  of  those  patients  who  previously  had 
developed  cardiovascular  difficulties  after  chlor- 
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promazine  and  now  again  needed  the  latter 
drug.  The  combination  of  chlorpromazine  and 
Metrazol  worked  nicely,  and  no  serious  compli- 
cations of  a cardiovascular  nature  developed 
henceforth  in  our  study  group. 

We  believe  the  good  effects  of  Metrazol  to  be 
due  to  stimulation  of  the  whole  central  nervous 
system,  particularly  of  the  medullary  centers6 
and  perhaps  of  skeletal  muscle  as  well.6’7  Also, 
in  view  of  the  opinion  of  some  investigators  that 
chlorpromazine  effects  are  in  the  nature  of  a 
chemical  lobotomy,  Metrazol,  because  of  its 
reported  enhancement  of  nerve  impulse  trans- 
mission, may  prevent  too  great  detachment  of  a 
patient  from  his  surroundings.8 

Hematologic  Considerations 

Extensive  hematologic  studies  showed  that 
chlorpromazine  had  no  deleterious  effects  on  the 
blood.  Only  two  patients  showed  a drop  of 
white  blood  cells  but  never  below  3,000  per  cu. 
mm.  Strangely  enough  in  some  of  our  patients 
there  was  an  increase  in  white  blood  cells.  The 
cause  of  this  leukocytosis  is  unexplained  but 
will  warrant  further  study.  It  might  be  quite 
interesting  to  compare  hematologic  findings  in 
the  aged  with  those  in  younger  psychotics  on 
chlorpromazine. 

Chlorpromazine  and  Convulsions 

In  senile  patients  convulsive  seizures  are  not 
uncommon.  Generally,  such  patients  were 
treated  with  Dilantin  and  phenobarbital.  When 
chlorpromazine  had  to  be  given,  these  patients 
remained  on  the  pure  anticonvulsant  drug,  and 
the  barbiturates  were  discontinued.  It  was 
noted  that  these  patients  required  somewhat 
larger  doses  of  chlorpromazine,  but  under  this 
therapy  convulsive  attacks  were  less  frequent. 
Thus,  some  patients  who  previously  suffered 
seizures  at  intervals  of  about  three  months  had 
no  attacks  during  the  course  of  chlorpromazine 
therapy. 

Only  one  patient  without  a history  of  a previous 
convulsive  attack  had  a seizure.  This  was  of  the 
typical  grand  mal  type  and  most  probably  was 
not  due  to  chlorpromazine.  In  two  other 
patients  the  drug  was  discontinued  because  of  a 
convulsion.  Whether  these  patients  had  previ- 
ously suffered  from  convulsive  attacks  could  not 
be  determined.  Therefore,  we  feel  justified  in 
saying  that  in  the  dose  range  of  25  to  75  mg. 


twice  or  three  times  a day  chlorpromazine  is  not 
a convulsant. 

In  none  of  our  cases  could  the  development  of 
extrapyramidal  symptoms  such  as  parkinsonism, 
be  elicited. 

Side-Effects 

Few  serious  side-effects  were  noted  during  the 
study.  Three  cases  of  jaundice  occurred  in 
patients  who  had  no  history  of  previous  gall- 
bladder or  liver  trouble.  With  rest  and  diet  and 
vitamin  B complex  these  patients  recovered, 
but  it  took  from  six  weeks  to  three  months  to 
clear  up  the  jaundice.  It  is  interesting  to  note 
that  these  patients  remained  calm  afterwards 
and  did  not  need  further  chlorpromazine  therapy. 

In  quite  a number  of  cases  diarrhea  developed 
but  was  not  of  consequence.  Temporary  ces- 
sation of  the  drug  was  all  that  was  necessary. 

A number  of  patients  at  first  showed  increased 
dryness  of  the  mouth  and  complained  of  thirst, 
for  which  they  were  given  additional  quantities 
of  fluids.  This  may  be  attributed  to  the  drug’s 
effect  on  the  autonomic  nervous  system. 

Only  three  cases  developed  skin  rashes,  which 
were  mild.  After  discontinuation  of  chlorpro- 
mazine the  rashes  subsided  and  did  not  recur 
when  medication  was  given  again.  Since  aged 
patients  are  apt  to  develop  skin  lesions,  we  cannot 
state  with  certainty  that  rashes  were  caused  by 
the  drug.  However,  some  of  our  personnel  who 
handled  ampuls  of  chlorpromazine  developed 
a rather  stubborn  dermatitis  which  began  on  the 
hands  and  in  some  cases  spread  over  the  trunk. 
The  use  of  rubber  gloves  helped  a great  deal. 
Persons  with  fair  complexions  were  generally 
more  susceptible.  Some  of  our  personnel  han- 
dling chlorpromazine  in  other  forms  also  developed 
dermatitis  of  the  hands.  We  now  employ 
Kereadex  for  all  our  personnel  as  a prophylactic 
measure. 

Sedative  Effects 

The  sedative  effect  of  chlorpromazine  in 
controlling  severe  agitation  and  restlessness  can 
be  considered  a therapeutic  action  concomitant 
with  the  tranquilizing  effect.  The  drug  is 
further  effective  as  a depressant  on  both  sections 
of  the  neuromuscular  unit,  the  central  as  well 
as  the  peripheral.3  Since  chlorpromazine  is 
known  to  intensify  the  depressive  action  of  the 
barbiturates  and  other  narcotics,  we  gave  no 
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depressing  agent  during  chlorpromazine  treat- 
ment. 

Con  I mind  i cut  ion  s 

There  are  no  absolute  contraindications  to  the 
use  of  chlorpromazine  in  aged  psychotics. 
However,  it  should  always  be  used  with  caution, 
and  the  dosage  should  be  adjusted  to  the  physical 
condition  of  the  patients.  It  should  be  stopped 
when  they  begin  to  fail  physically. 

Results 

Because  the  number  of  patients  under  treat- 
ment during  the  study  period  of  thirteen  months 
fluctuated,  we  evaluated  the  results  of  the 
treatment  in  three  groups. 

Group  I — The  original  75  patients  were  eval- 
uated after  the  first  three  months  of  treatment. 

Group  II — One  hundred  and  ten  patients,  most 
of  them  of  the  original  group,  were  checked  after 
seven  months  of  therapy. 

Group  III — The  total  150  patients  treated  up 
to  the  end  of  1955  after  thirteen  months. 

On  an  average  50  to  60  patients  were  under 
treatment  each  month.  Ten  of  the  entire  group 
of  150  patients  were  under  continuous  treatment 
for  twelve  months  or  more,  11  for  nine  months, 
24  for  six  months,  47  for  three  months,  and  58 
for  less  than  three  months. 

The  results  of  our  treatment  with  chlorpro- 
mazine were  classified  as  excellent,  good,  fair,  or 
ineffective  (no  change).  Improvement  was  rated 
excellent  when  all  or  most  of  the  symptoms 
which  existed  prior  to  the  medication  had 
disappeared  and  a complete  change  in  emotional 
and  behavioral  pattern  had  taken  place.  Im- 
provement was  called  good  when  most  of  the 
symptoms  were  diminished  and  the  patient 
had  quieted  down  and  become  more  cooperative 
and  more  amenable  to  ward  care.  Improvement 
was  fair  when  some  of  the  symptoms  existing 
prior  to  the  study  had  abated.  The  percentage 
and  degree  of  improvement  in  the  various  groups 
naturally  varied  as  those  patients  under  treat- 
ment for  a longer  period  of  time  were  rerated. 

Three  months  after  treatment  we  rated  Group 
I,  which  consisted  of  75  patients,  as  follows: 
excellent  14,  good  nine,  fair  17,  ineffective  20, 
deaths  five,  continued  pain  one.  Treatment 
was  discontinued  in  nine. 

After  seven  months  of  treatment  Group  II, 
consisting  of  110  patients,  was  rated  excellent 


21,  good  11,  fair  21,  ineffective  30,  deaths  14, 
pain  three. 

After  thirteen  months  Group  III,  consisting 
of  150  patients,  was  rated  excellent  30,  good  41, 
fair  38,  ineffective  36,  pain  five,  deaths  six. 

About  10  per  cent  of  our  study  group  who  were 
taken  off  chlorpromazine  because  they  had 
sufficiently  improved  maintained  their  improved 
status,  but  in  the  others  a reversion  to  the  former 
pattern  of  behavior  took  place  sooner  or  later, 
so  that  treatment  had  to  be  reinstituted.  This 
was  true  in  eight  patients  after  one  month,  in 
six  after  two  months,  in  23  after  three  to  six 
months,  and  in  one  not  until  after  ten  months. 
Thus,  it  would  seem  that  the  majority  of  aged 
psychotic  patients  require  maintenance  doses 
of  chlorpromazine  for  an  indefinite  time. 

Cose  Reports 

The  following  cases  are  illustrative  of  the  re- 
sults achieved  with  chlorpromazine : 

Case  1.- — A.  L.  suffered  excruciating  pain  in  the 
left  breast  region  postoperative!}'.  Demerol, 
codeine,  Dilaudid,  and  morphine  were  ineffective. 
Chlorpromazine  eased  the  pain  in  a few  days.  Med- 
ication was  continued  for  two  months.  Three 
months  after  stopping  medication  the  patient  is 
still  free  from  pain.  Result  in  this  case  was  excel- 
lent. 

Case  2. — F.  F.  was  untidy,  reacting  to  auditory 
hallucinations  and  becoming  agitated  and  assaul- 
tive. After  one  month  of  chlorpromazine  medica- 
tion the  patient  showed  marked  improvement  in  her 
behavior  pattern,  was  cooperative,  kept  to  herself, 
and  caused  no  trouble  on  the  wards.  She  main- 
tained this  improvement  all  summer  and  was  quiet 
and  manageable  on  the  ward.  At  the  end  of  the 
year  she  was  reported  as  still  maintaining  the  im- 
provement. Medication  continued.  Improvement 
in  this  case  was  considered  excellent. 

Case  3.- — R.  S.  was  untidy,  noisy,  denudative, 
antagonistic,  and  resistive  to  nursing  care.  Two 
months  later  she  was  still  noisy  but  only  at  times. 
After  seven  months  she  was  more  cooperative  and 
could  be  managed  more  easily.  The  improvement 
in  her  case  was  considered  good. 

During  the  thirteen-month  study  period  26 
of  the  patients  expired:  one  from  terminal 

cancer,  five  during  the  course  of  the  treatment, 
and  the  remainder  at  varying  later  periods. 
Since  the  death  rate  on  a chronic  infirmary 
service  is  always  high,  we  could  not  consider 
these  26  deaths  extraordinary. 
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Twenty- three  of  the  25  patients  died  of 
cardiovascular  disease  and  generalized  arterio- 
sclerosis. One  died  of  cancer  of  the  thyroid  with 
metastasis  and  one  of  a hepatorenal  syndrome. 
In  more  than  50  per  cent  of  these  patients  the 
diagnosis  was  confirmed  by  autopsy. 

In  only  three  of  our  early  cases  (presented 
below)  could  we  attribute  the  cause  of  death 
directly  or  indirectly  to  the  chlorpromazine. 

Case  4. — This  patient,  aged  seventy-seven,  was 
semiambulatory,  childish,  talkative,  agitated,  and 
assaultive  at  times  with  a blood  pressure  of  200/70. 
After  six  days  on  chlorpromazine  25  mg.  twice  a 
day,  she  became  weak,  looked  sick,  ate  sparingly, 
and  had  to  be  kept  in  bed.  The  blood  pressure  had 
dropped  to  96/70.  Chlorpromazine  was  discon- 
tinued. Patient  expired  on  the  following  day. 
The  autopsy  revealed  myocardial  infarction  due  to 
coronary  arteriosclerosis  and  stenosis  due  to  gener- 
alized arteriosclerosis. 

Case  5. — This  seventy-seven-year-old  patient 
sat  in  a chair  most  of  the  day.  When  in  bed,  she 
tore  clothing  and  bed  linen.  She  was  agitated  and 
severely  deteriorated.  Blood  pressure  was  120/80. 
She  took  the  chlorpromazine,  25  mg.  twice  a day, 
well  at  first,  but  after  six  doses  she  was  observed 
during  the  night  to  look  haggard,  pale,  and  stupor- 
ous. She  developed  bloody  diarrhea.  In  the  morn- 
ing her  heart  sounds  were  dull  and  indistinct.  The 
drug  was  discontinued,  and  diarrhea  mixture  and 
penicillin  were  given.  She  improved  slightly  but 
later  fell  into  a semicoma  and  expired.  No  autopsy 
could  be  obtained.  Immediate  cause  of  death  was 
noted  as  hypertensive  cardiovascular  disease. 

Case  6. — This  patient,  aged  eighty-five,  was 
bedridden,  wet  and  soiled,  and  fought  off  anyone 
who  approached  her.  Blood  pressure  was  130/70. 
She  was  put  on  chlorpromazine,  25  mg.  twice  a 
day.  Two  days  later  her  skin  color  was  poor,  and 
she  was  very  thirsty.  She  was  noisy  at  intervals. 
After  ten  days  the  blood  pressure  was  still  at  110/60. 
Two  weeks  later  it  was  evident  she  had  been  failing 
for  the  past  few  days;  she  hardly  moved  around  in 
bed  and  took  fluids  only.  Blood  pressure  was  90/60. 
Chlorpromazine  was  discontinued.  Patient  be- 
came stuporous,  breathing  was  shallow,  and  there 
was  marked  bradycardia  of  30  per  minute.  She 
expired  two  days  later.  No  autopsy  permit  was 
obtainable.  Cause  of  death  apparently  was  arterio- 
sclerotic heart  disease  and  generalized  arteriosclero- 
sis. 

Comment 

Our  study  is  still  going  on  and  may  continue 
for  some  time.  Ws  wish  to  stress  here  the 


necessity  of  proper  training  of  the  personnel, 
of  individualistic  dosage,  of  starting  with  low 
doses  in  frail  and  feeble  individuals,  perhaps 
even  lower  than  the  initial  25  mg.  we  used. 

It  must  be  realized  that  if  these  old  people  are 
made  quieter  and  more  tractable  and  can  be 
improved  so  that  they  take  some  interest  in 
their  surroundings,  much  will  have  been  accom- 
plished. Dramatic  results,  such  as  may  be  seen 
in  young  people,  are  not  to  be  expected,  and 
indefinite  continuance  of  maintenance  doses 
appears  inevitable. 

While  there  do  not  seem  to  be  any  absolute 
contraindications  to  the  use  of  chlorpromazine 
in  senile  patients,  the  drug  must  be  used  with 
caution  and  stopped  when  complications  occur, 
such  as  jaundice  or  a rapid  fall  of  blood  pressure. 

Summary 

About  70  per  cent  of  our  senile  patients  have 
shown  beneficial  effects  from  chlorpromazine 
therapy.  Behavior  and  general  attitude  im- 
proved. The  patients  became  cleaner,  quieter, 
and  more  amenable  to  ward  care.  In  all  patients 
sleep  pattern  was  improved.  Appetite  was 
usually  bettered,  and  thus,  often  a gain  in  weight 
took  place. 

In  patients  with  slowly  falling  blood  pressure 
or  other  cardiovascular  side-effects,  the  addition 
of  100  mg.  of  Metrazol  to  the  chlorpromazine 
was  of  value.  No  further  significant  cardio- 
vascular complications  were  seen  with  this 
combined  medication. 

In  contrast  to  various  other  medicaments, 
chlorpromazine  usually  benefited,  at  least  to 
some  degree,  even  the  most  deteriorated,  dis- 
turbed, and  agitated  cases  which  had  been  most 
difficult  to  influence  by  previously  used  drugs. 
At  the  same  time  the  chlorpromazine  did  not 
make  patients  so  drowsy  or  stuporous  as  com- 
parable doses  of  barbiturates  or  other  sedatives. 
This  reduced  our  accident  rate  to  more  than 
50  per  cent. 

After  one  year  of  chlorpromazine  treatment 
the  picture  of  our  disturbed  senile  is  quite 
changed.  Patients  who  previously  continually 
paced  the  floor,  screamed  and  gesticulated, 
fighting  each  other  and  the  personnel,  tearing 
apart  clothing  and  bedding  now  are  cooperative 
and  pleasant  and  sit  quietly  and  in  an  orderly 
manner  in  front  of  the  television  set.  They 
enjoy  all  kinds  of  ward  activities  and  amuse- 
ments, such  as  religious  services,  parties,  movies, 
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radio,  etc.  Many  of  these  previously  disturbed 
senile  now  do  needle  and  other  fine  handiwork. 
It  seems  that  the  surplus  energy  of  these  patients 
previously  manifested  in  psvchomotor  excite- 
ment and  hyperactivity  has  been  transformed 
bv  the  ehlorpromazine  treatment  into  meaning- 
ful and  useful  activities.  This  in  turn  pleases 
the  other  patients  and  helps  in  the  improvement 
of  their  behavior  and  attitude. 

Therefore,  we  feel  that  ehlorpromazine  is  a 
valuable  contribution  to  the  management  of 
disturbed  aged  psychotics. 
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Cytology  in  Cancer  Control 


Hope  for  earlier  detection  and  more  successful 
treatment  of  five  types  of  cancer  was  expressed  by 
Dr.  John  R.  Heller,  Director  of  the  National  Cancer 
Institute,  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare,  in  an  address 
before  the  Virginia  Academy  of  General  Practice  in 
Roanoke. 

Dr.  Heller  said  that  plans  are  moving  ahead  for 
extending  the  cytologic  test  program — already 
successfully  applied  to  uterine  cancer — to  include 
also  lung,  gastrointestinal,  urinary,  and  prostatic 
cancer. 

“We  believe  this  program  of  early  detection 
through  the  cytologic,  or  cell  examination  test, 
followed  by  prompt  diagnosis  and  adequate  treat- 
ment may  offer  rich  rewards  in  control  of  cancer,” 
he  said. 

The  cytologic  test  has  proved  highly  successful 
in  detecting  cancer  of  the  uterus  in  a pilot  project 
in  Memphis,  Tennessee,  and  research  is  being 
continued  on  its  application  to  cancer  of  this  site 
through  six  additional  projects  established  in  other 
cities.  Cytology  is  defined  as  the  study  of  cells. 
The  cytologic  test  involves  the  microscopic  exami- 
nation of  smears  containing  cells  shed  from  internal 
organs  and  collected  from  natural  body  openings. 

In  Memphis  the  first  examination  of  108,000 
women  led  to  discovery  of  about  800  cases  of  uterine 
cancer.  Dr.  Heller  pointed  out  that  half  of  these 
cases  were  in  the  very  early  preinvasive  stage  which 
is  practically  100  per  cent  curable  and  that  most  of 


these  were  wholly  unsuspected.  Many  of  the  400 
cases  found  in  more  advanced  stages  were  also 
unsuspected,  he  explained. 

Dr.  Heller  said  the  National  Cancer  Institute  is 
in  process  of  setting  up  four  new  centers  this  year 
to  develop  the  application  of  cytology  to  cancer  of 
other  body  sites. 

“Preliminary  arrangements  have  been  made,” 
he  explained,  “for  an  investigation  at  Houston, 
Texas,  to  develop  technics  for  detection  of  lung 
cancer  and  at  Columbus,  Ohio,  for  detection  of 
cancer  of  the  large  intestine.  Efforts  are  being 
made  to  find  cooperating  groups  to  work  with  us  in 
establishing  projects  for  research  on  cytologic 
detection  of  prostatic  and  urinary  cancer.” 

During  the  fiscal  year  1957,  Dr.  Heller  explained, 
the  National  Cancer  Institute  has  allocated  $1 ,297,- 
000  for  cytology  programs  directly  operated  by  its 
own  staff,  and  $900,000  for  programs  supported  by 
grants  to  other  institutions  or  agencies. 

“Eventually,”  he  said,  “we  hope  that  the  cyto- 
logic test  as  applied  to  uterine  cancer  and  cancer  of 
other  body  sites  will  become  routine  health  practice 
in  communities  throughout  the  country.  By 
earlier  detection,  diagnosis  and  treatment  of 
cancer  much  suffering  can  be  avoided  and  many 
lives  saved.” — Summary  of  an  address  by  Dr. 
John  R.  Heller,  Director,  National  Cancer  Institute, 
Fublic  Health  Service,  Department  of  Health,  Educa- 
tion, and  Welfare,  before  the  Virginia  Academy  of 
General  Practice,  Roanoke,  Virginia,  May  26,  1957 
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Recognition  of  Symptomatology  Based  on  Emotional 
and  Mental  Disturbances 

EDWARD  H.  EINHORN,  M.D.,  HEMPSTEAD,  NEW  YORK 


This  paper  is  written  in  an  effort  to  help  the 
physician  who  is  not  a psychiatrist  to  recog- 
nize more  easily  the  presence  of  anxiety,  neuro- 
sis, or  psychosis  as  the  sole  or  component  etio- 
logic  agent  of  various  somatic  complaints,  and  to 
provide  him  with  a framework  within  which  to 
consider  the  patient  and  the  patient’s  illness. 

We  have  learned  from  studies  done  at  New 
York  hospitals  and  elsewhere  that  approximately 
30  per  cent  of  all  cases  going  to  the  practicing 
physician’s  office  are  suffering  from  symptoms 
that  are  purely  psychogenic,  and  that  another 
30  per  cent  are  suffering  from  organic  illnesses 
with  a significant  psychologic  overlay.  About 
60  per  cent,  therefore,  of  all  patients  seen  have 
presenting  symptoms  that  are  conditioned  only  in 
part  or  not  at  all  by  disease  of  structure  but  are 
psychically  determined  manifestations.  They 
are  somatic  reflections  of  unresolved  emotional 
conflicts. 

Too  frequently  we  find  ourselves  labelling  such 
symptoms  as  “neuritis”  or  “spastic”  for  lack  of  a 
better  understanding  of  what  is  going  on  in  the 
patient  as  a person,  and  we  remain  uncomfortable 
and  dissatisfied  with  our  diagnosis.  Many 
physicians  find  vague  symptoms  to  be  a source  of 
irritation  and  frustration  to  themselves,  leaving 
them  doubts  about  their  diagnostic  acumen,  and 
they  feel  annoyed  or  angry  with  the  patient. 
Unfortunately,  even  some  of  our  most  erudite 
physicians  are  sometimes  lured  into  the  position 
of  utilizing  vague  diagnostic  entities,  discarding 
whatever  is  not  understood.  This  can  result  in 
an  erroneous  diagnosis  and  is  most  likely  to  be 
committed  by  the  physician  who  confines  him- 
self to  “laboratory  thinking.” 

Psychoneurosis  is  essentially  a psychophysio- 
logic  disease,  and  freedom  from  somatic  symp- 
tomatology is  very  rare.  It  would  seem  appro- 
priate to  preface  the  more  positive  features  that 
would  lead  to  a better  substantiated  diagnosis 
with  a note  that  in  any  branch  of  medicine  we 
diagnose  by  exclusion;  if  an  emotional  or  mental 
component  is  suspected  the  patient  is  still  en- 
titled to  any  laboratory  and  other  diagnostic  pro- 


cedures that  the  physician  sees  fit. 

In  the  pursuit  of  positive  information  we  en- 
counter some  major  difficulties.  The  majority  of 
people  are  not  sufficiently  sophisticated  for  the 
physician  to  take  a psychiatric  approach  to  their 
problems,  and  information  relating  to  the  emo- 
tional problems  of  a person  can  only  be  obtained 
in  most  cases  by  indirect  questioning.  On  pre- 
senting himself  in  the  office  of  a practitioner,  the 
patient  is  not  prepared  to  answer  direct  questions 
that  refer  to  deep  emotional  problems  and  often 
would  resent  such  probing.  Therefore,  the  clues 
most  important  in  evaluating  the  patient’s 
symptomatology  would  have  to  be  sought  in  the 
various  physiologic  functions  that  the  patient  ex- 
periences, particularly  the  vital  rhythmic  func- 
tions. These  can  be  divided  into  two  groups: 
(1)  autonomic  and  (2)  psychologic.  In  the 
autonomic  I would  include  the  cardiovascular, 
gastrointestinal,  respirator}-,  and  genitourinary 
systems  in  addition  to  the  other  autonomic  re- 
flexes. In  the  psychologic  group  I refer  to  sleep- 
ing, eating,  working,  playing,  and  recreation. 

From  the  standpoint  of  technic  most  doctors 
agree  that  chatting  with  the  patient  while  doing 
an  examination  is  one  of  the  most  efficacious  ways 
of  establishing  rapport  with  him  and  gaining  a 
good  deal  of  knowledge  about  his  activities  in  the 
second  group.  This  kind  of  questioning  estab- 
lishes the  physician  as  an  interested  party  in  the 
patient’s  struggles,  and  the  psychologic  value  this 
has  for  the  patient  will  contribute  to  the  efficacy  of 
whatever  therapy  is  prescribed.  Generally,  this 
approach  resembles  a supportive  kind  of  psycho- 
therapy, but  it  is  well  within  the  scope  of  the  in- 
terested nonpsychiatric  practitioner.  It  should 
be  added  here  that  “organized”  neurosis,  which 
may  be  manifested  by  depression,  diffuse  anxiety, 
phobias,  compulsions,  obsessions,  amnesias  or 
hysterical  paralyses,  markedly  interferes  with  the 
person’s  functioning  and  should  come  within  the 
province  of  the  psychiatrist. 

Sleeping:  Patients  suffering  from  emotional 

disorders  will  usually  have*  some  disturbance  of 
this  function.  They  might  find  difficulty  in  fall- 
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ing  asleep,  sleep  restlessly,  rise  too  early,  have 
nightmarish  dreams,  or  waken  in  a fatigued  state. 
The  last  is  a very  important  and  a differential 
point,  since  we  are  all  familiar  with  the  fact  that 
most  healthy  persons  or  those  who  have  an  or- 
ganic illness  usually  feel  better  or  stronger  on 
awakening.  Waking  up  feeling  tired  is  a direct 
result  of  anxiety  and,  in  one  sense,  an  expression 
of  being  too  tired  to  face  the  day. 

Eating:  Appetite  is  often  affected,  and  this 
may  vary  from  one  extreme  to  another,  ranging 
from  total  anorexia  to  gorging.  While  one 
should  be  guided  by  weight  gain  one  should  not  be 
misled  by  lack  of  weight  loss  in  a patient  who 
states  that  he  does  not  want  to  eat  or  cannot  eat. 
When  such  a situation  occurs  we  might  suspect 
the  possibility  of  sodium  retention  and  water  re- 
tention due  to  hormonal  changes  secondary  to 
emotional  stress.  Another  aspect  of  the  failure 
to  lose  weight  in  the  face  of  prolonged  anorexia 
may  be  hysteria-like  denial:  the  person  is  gen- 
uinely amnesic  to  his  eating.  We  can  here  be 
fairly  certain  that  whatever  eating  means  for  the 
patient,  psychologic  obesity  has  enough  impor- 
tance and  conflictful  significance  to  cause  the  pa- 
tient to  eat  and  not  be  aware  of  it.  One  must 
therefore  be  on  guard  against  regarding  the  symp- 
tom of  anorexia  in  obese  people  with  a cynical  eye 
and  perhaps  then  regard  this  complaint  as  un- 
justified or  meaningless.  One  of  the  most  fre- 
quent situations  that  confront  the  physician  is 
the  patient  who  comes  in  to  lose  weight,  placed 
on  a diet,  and  given  pills  and/or  injections.  One 
should  be  aware  that  going  on  a diet  at  any  given 
time  is  a consequence  of  many  mental  and  emo- 
tional responses  to  a particular  life  situation,  and 
the  physician  that  can  understand  this  and  un- 
derstand what  has  precipitated  the  request  for 
diet  guidance  can  be  of  greater  sendee  to  the 
patient. 

Bowel  Habits:  Excretory  habits  change,  and  in 
our  elderly  patients  we  often  hear  the  complaint 
of  constipation  or  diarrhea.  Here  certainly  we 
must  be  on  guard,  since  organic  illnesses  provide 
similar  complaints  and  particular  care  must  be 
taken  not  to  omit  such  a possibility.  Sometimes, 
however,  the  patient  will  provide  us  with  a 
different  history'  such  as  regular  morning  bowel 
movement  being  replaced  by  movements  at 
other  times.  In  the  cases  of  emotional  disturb- 
ance this  will  well  precede  either  the  constipa- 
tion or  the  constipation  diarrhea  syuidrome. 

The  remaining  three  subjects  listed  in  the  psy- 


chologic group  are  ones  that  usually'  have  to  be 
covered  with  the  “chatting  technic.”  It  is  not 
too  difficult,  if  one  listens  carefully,  to  discern  the 
relationships  between  the  sy'mptoms  the  patient 
presents  and  actual  life  situations.  The  problem 
here  will  be  the  physician’s.  If,  for  instance,  the 
patient  tells  of  an  illness  starting  when  he  was 
getting  ready  to  move,  or  after  a change  of  job  or 
purchase  of  a washing  machine,  etc.,  the  physi- 
cian may  have  difficulty  in  recognizing  how  this 
situation  could  have  such  an  impact  on  the  pa- 
tient, and  thus  he  may'  lose  sight  of  the  signifi- 
cance of  events.  Patients  will  usually  tie  up  ill- 
nesses with  significant  events.  It  is  true  that  the 
nonpsy'chiatric  physician  does  not  have  the  time 
or  training  to  go  into  the  psychologic  significance 
of  these  events.  However,  recognition  of  the 
event  as  an  important  one  will  help  to  establish 
a rapport  with  the  patient  and  furnish  the  physi- 
cian with  a lead  in  gaining  information  concern- 
ing changes  in  the  patient’s  work,  play,  or  recrea- 
tion habits.  Items  like  changing  friends  or  losing 
friends,  withdrawal,  or  excessive  drinking  may 
have  a temporal  relationship  to  the  onset  of 
sy'mptoms.  They'  too  should  be  seen  as  symp- 
toms that  underline  the  intensity'  of  effect  the 
particular  event  has  had  on  the  person.  In  a 
sense  the  patient  has  neatly  tied  in  his  sympto- 
matology' with  his  emotional  status. 

Other  critical  life  situations  that  are  note- 
worthy as  possible  upheavals  are  marriage,  di- 
vorce, parenthood,  illness,  surgery',  falling  in  love, 
losing  a loved  one,  going  to  school,  entering  the 
army,  war,  and  accidents.  Other  factors  that 
should  be  noted  in  women  are  their  attitude 
towards  their  positions  as  mothers,  as  housewives, 
daughters,  or  sweethearts.  In  the  case  of  chil- 
dren one  should  note  the  way  they  get  along  in 
school  with  teachers  and  classmates  and  their 
grades  with  a special  alertness  to  wide  differences 
between  their  ability'  in  arithmetic  as  compared  to 
their  ability  in  social  studies  and  to  discrepancies 
between  grades  and  intellectual  capacity.  In 
the  man  information  worth  obtaining  includes 
his  adjustment  to  his  job,  his  status  in  life,  and 
his  ambitions.  How  he  gets  along  with  sub- 
ordinates, equals,  and  superiors  is  important. 
In  a word,  is  he  getting  satisfaction  from  what 
he  is  doing?  Much  of  this  can  be  surmised  by' 
estimating  the  person’s  intelligence  and  training 
and  relating  this  estimate  to  the  kind  of  job  he 
has. 

Another  point  to  note  in  establishing  a diagnosis 
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is  the  patient’s  presentation  of  symptoms  that 
do  not  concur  with  the  physician’s  findings.  A 
patient  with  somatic  complaints  and  without 
tangible  findings  has,  as  a rule,  a predisposition 
for  organic  pathology.  Unless  he  is  cared  for, 
watched,  and  helped  in  one  way  or  another,  or- 
ganic disease  will  be  his  destiny.  Therefore,  in 
spite  of  negative  findings  it  is  advisable  that  the 
patient  be  seen  at  regular  intervals  and  not  be 
discarded  as  “psychosomatic”  or  “neurotic.” 

One  of  the  most  commonly  overlooked  com- 
plaints is  “I’m  nervous,  doctor.”  When  this 
statement  comes  up,  be  it  at  the  initial  interview 
or  at  the  examination,  we  must  be  on  guard  not 
to  disregard  it.  It  must  be  handled  in  some  way. 
The  most  significant  feature  of  this  complaint  is 
its  vagueness.  The  patient  cannot  tell  you  what 
he  is  nervous  about  and  this  very  quality  of  the 
complaint  is  what  makes  it  noteworthy.  The 
patient  must  be  quite  disturbed  if  he  complains 
about  feeling  nervous.  Too  often  when  we  hear 
this  complaint  we  immediately  relate  the  nerv- 
ousness to  some  fear,  perhaps  of  the  physical 
condition.  It  usually  comes  from  a patient  who 
is  full  of  anxiety.  One  should  not  proceed  with 
the  remainder  of  the  examination  in  too  cursory 
a fashion,  feeling  that  “Well,  that  must  be  the 
answer  to  all  this.”  This  is  especially  important 
in  view  of  the  very  common  experience  we  all 
have  had  in  finding  pathology  demonstrable  by 
physical  examination,  x-ray,  and  other  labora- 
tory procedures  shortly  or  sometime  after  we  have 
examined  the  patient  and  found  nothing. 

How  frequently  it  happens  that  a patient  will 
tell  us  of  the  other  doctor  in  the  old  neighborhood 
who  “understood  my  case.”  The  doctor  didn’t 
understand  the  “case”  any  better  than  anyone 
else  but  the  patient  felt  he  understood  him  as  a 
person.  This  can  be  a source  of  annoyance  to  the 
physician,  but  it  should  be  regarded  as  evidence 
that  the  patient  was  and  is  able  to  relate  closely 
to  a doctor.  There  is  at  the  same  time  a surrep- 
titious plea  to  the  new  doctor  to  “please  be  in- 
terested in  me.”  The  patient  is  in  fact  telling 
you  that  empathy  helps  him  and  is  expressing  the 
hope  that  you  too  are  understanding,  or  else  he 
expresses  his  disappointment  that  you  are  not. 

There  is  the  kind  of  a patient  whose  somatic 
symptomatology  serves  as  a waste  basket  for  his 
anxiety,  and  as  a rule  he  appears  quite  bland,  al- 
most indifferent  to  the  illness.  His  indifference 
is  itself  a clue,  since  we  do  expect  some  propor- 
tionate concern.  Other  manifestations  of  psychic 


illness  include  personal  eccentricities,  oddness  of 
manner  or  of  speech,  inordinate  emotional  re- 
sponse to  what  is  going  on  in  the  examining 
room,  bizarre  reactions  to  drugs  (a  common  one 
being  barbiturates  that  keep  people  awake),  and 
what  is  very  common,  the  person  relating  to  you 
something  told  him  by  a doctor  that  is  obviously 
not  true  or  couldn’t  have  been  true. 

In  most  forward-thinking  medical  centers  the 
concept  that  either  a patient  is  an  organic  or 
functional  case  has  been  given  up,  and  there  is 
agreement  that  almost  no  condition  is  free  of 
emotional  disturbance.  Fortunately,  most  peo- 
ple can  continue  to  function  with  these  disturb- 
ances until  such  time  as  a critical  life  situation 
occurs,  and  then  their  strength  to  resist  the  on- 
slaughts of  anxiety  fail.  We  can  refer  to  this 
as  a decompensated  neurosis.  It  is  a state  in 
which  the  ordinary  methods  of  allaying  anxiety, 
sleep,  humor,  belligerence,  compliance,  hostility, 
etc.,  fail  to  work.  One  has  only  to  look  at 
oneself  to  understand,  for  instance,  the  dis- 
tress that  an  illness  may  cause  in  terms  of 
financial  loss,  fear  for  future  employment,  fear  for 
life  itself,  and  anxiety  due  to  a situation  of  ex- 
treme dependency  and  imposition  on  others. 
This  series  of  thoughts  might  well  thrust  a person 
who  is  functioning  fairly  well  into  a decompen- 
sated neurosis. 

In  the  treatment  of  psychosomatic  ilLn esses 
where  emotional  components  are  often  apparent 
but  denied,  the  treatment  is  more  difficult,  but 
inquiry  into  the  person’s  love,  work  and  play 
relationships  will  help.  These  patients  can 
share  their  emotional  burdens  under  the  guise  of 
giving  a complete  history  for  “scientific”  reasons 
and  can  thus  maintain  the  illusion  of  independ- 
ence so  necessary  to  them,  having  at  the  same 
time  achieved  a certain  degree  of  satisfying  de- 
pendence. 

Many  men  have  treated  their  patients  by  “feel- 
ing their  way  along”  in  the  relationships,  not 
really  knowing  what  line  to  pursue  that  would 
have  constructive  value,  and  the  results  are 
equivocal.  I would  therefore  like  to  make  a few 
remarks  regarding  therapy.  Our  greatest  diffi- 
culty with  patients  who  are  anxious  and  nervous 
is  our  own  impatience.  To  sit  and  listen  when 
we  know  the  answers  or  think  we  do  can  be  diffi- 
cult. Treatment  of  such  a patient  as  we  have 
been  talking  about  today  can  be  divided  into  two 
separate  phases.  The  first  consists  of  establish- 
ing a positive  relationship,  a warmth  between 
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doctor  and  patient.  This  cannot  be  done  all  at 
once  and  sometimes  it  cannot  be  done  well,  but 
if  an  attempt  is  made  to  do  it,  or  if  one  thinks 
of  the  patient  along  these  lines,  it  will  be  of 
extreme  benefit  to  the  patient  as  well  as  to  the 
physician,  and  will  enhance  whatever  therapy  the 
physician  prescribes,  whether  the  patient  is 
suffering  from  a peptic  ulcer  or  a fractured  tibia. 
The  second  phase  of  treatment  includes  an  ex- 
ploration of  the  person’s  living  circumstances  in 
detail  including  such  personal  details  as  wife’s 
first  name,  children’s  names  and  ages,  other 
significant  people  in  his  life,  other  people  who 
live  with  the  patient  besides  his  family  unit,  etc. 

This  generally  is  the  kind  of  an  approach  that 
helps  patients.  To  go  further  into  the  conflicts, 
attitudes,  and  inordinate  emotional  responses 
that  may  be  part  and  parcel  of,  for  instance,  ex- 
acerbation of  a peptic  ulcer  or  recurrence  of 


asthma,  requires  special  psychiatric  training  and 
is  best  left  untouched  by  the  nonpsychiatric  prac- 
titioner. His  role  at  this  point  should  be  con- 
fined to  encouragement,  support,  and  perhaps 
objective  advice  in  helping  the  patient  cope  with 
his  life  situation. 

Summary 

1.  Signs  and  symptoms  are  presented  that 
will  aid  the  practitioner  in  discerning  mental  and 
emotional  components  in  their  patients’  illnesses. 

2.  The  technic  for  eliciting  meaningful  infor- 
mation that  has  therapeutic  value  is  discussed. 

3.  The  family  physician’s  effectiveness  can  be 
increased  if  he  can  discern  and  accept  what  dis- 
turbs the  patient  without  feeling  that  the  patient 
is  foolish  or  “weak”  and  without  becoming 
annoyed  with  the  patient. 


Hypotensive  Therapy  in  Acute  Intracranial  Bleeding 


Use  of  hypotensive  agents  in  four  cases  of  intra- 
cranial bleeding  was  so  encouraging  that  this  pre- 
liminary report  is  presented  in  the  hope  that  sub- 
sequent investigations  will  indicate  an  approach  to 
an  old  clinical  problem  through  use  of  new  drugs. 
A combination  of  reserpine  and  pentolinium  plus  bed 
rest  (and  nothing  else)  was  used  in  the  acute  and 
convalescent  phases  both  therapeutically  and  pro- 
phylactically.  Current  “Conservative”  treatment, 
says  Dr.  Paul  S.  Slosberg,  Mt.  Sinai  Hospital,  New 
York,  is  essentially  a do-nothing  approach,  and 
surgical  results  have  been  disappointing.  Briefly, 


the  rationale  is  that  of  attempting  to  decrease  likeli- 
hood of  continued  or  new  bleeding  by  decreasing  the 
systolic,  diastolic,  and  pulse  pressures.  Eventual 
evaluation  will  depend  on  long-term  follow-up  of 
many  more  cases:  those  with  treatment  by  this 

method,  those  treated  by  other  methods,  such  as  vi- 
tamin K,  and  those  without  specific  treatment.  The 
problem  of  acute  intracranial  bleeding  with  shock, 
he  adds,  may  perhaps  be  attacked  with  other  tech- 
nics, such  as  hibernation. 

— Journal  of  Mount  Sinai  Hospital,  November- 
December,  1956 
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Practical  Elimination  of  Fractures  in  Electroshock 
Therapy  by  Succinylcholine 

A Control  Study 

DAVID  J.  1MPASTATO,  M.D.,  SEYMOUR  BERG,  M.D., 

AND  ANTHONY  R.  GABRIEL,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Psychiatry  of  the  New  York  University-Bellevue  Medical  Center  and  Bellevue  Psychi- 
atric Hospital ) 


Electroshock  therapy  has  become  generally 
accepted  as  the  treatment  of  choice  for 
affective  disorders  and  acute  psychotic  episodes. 

Unmodified  electroshock  therapy  is  frequently 
complicated  by  fractures,  pain,  and  other  un- 
desirable effects.  The  incidence  of  vertebral 
compression  fractures  in  unmodified  electroshock 
therapy  has  been  reliably  reported  as  37  per  cent 
in  males  when  AC  current  was  used.1  When 
osteoporosis  is  present,  the  incidence  may  be 
higher.  Some  clinicians  have  assumed  that  a 
patient  was  free  of  vertebral  fractures  if  he  did 
not  complain  of  back  pain.  This  is  not  entirely 
true  since  only  62.5  per  cent  of  patients  with 
proved  vertebral  compression  fractures  com- 
plained of  pain.2 

For  the  past  fifteen  years  the  following  at- 
tempts have  been  made  to  reduce  the  incidence  of 
fracture  and  pain  in  electroshock  therapy: 
hyperextension  of  the  thoracic  spine,3-5  intra- 
venous barbiturates,  low  amperage  unidirec- 

This  study  was  made  possible  by  a grant  from  Burroughs 
Wellcome  & Co.,  Inc.,  Tuckahoe,  New  York. 


tional  currents,6  modified  electroshock  ther- 
apy technics,7-9  curare,10  Syncurine,  galla- 
mine11’12  and  other  medicaments.  For  one 
reason  or  another  none  of  these  modifications 
has  been  entirely  satisfactory. 

In  this  communication  we  wish  to  report  on 
the  most  recent  modification  of  electroshock 
therapy,  succinylcholine  dichloride  (Anectine).* 
We  have  treated  100  unselected  patients  with 
succinylcholine-modified  electroshock  therapy 
and  have  compared  the  fracture  and  pain  inci- 
dence and  clinical  results  with  a control  group  of 
100  patients  treated  with  electroshock  therapy 
modified  only  with  thiopental. 

Both  groups  had  pretreatment  and  post- 
treatment x-rays  of  the  dorsal  spine  and  any  pa- 
tient complaining  of  pain  in  the  back  or  other 
areas  had  additional  x-rays.  In  both  groups  the 
Reiter  amplitude  modulated  unidirectional  cur- 
rent machine,  model  RC  47C,  was  used  to  in- 
duce the  convulsions. 

* Anectine  is  the  trade  name  of  Burroughs  Wellcome  <fe 
Co.,  Inc.,  brand  of  succinylcholine  and  was  kindly  supplied 
for  this  study  through  Dr.  William  P.  Colvin. 


TABLE  I. — Comparison  of  Anectine  and  Non-Anectine  Groups  With  Respect  to  Clinical  Results,  Number  of 

Treatments,  Fractures,  and  Pain 


-Without  Anectine- 

—With  Anectine— 

Im- 

proved 

Unim- 

proved 

Totals 

Im- 

proved 

Unim- 

proved 

Totals 

Clinical  Results 

Schizophrenia 

17 

3 

20 

33 

15 

48 

Involutional 

52 

9 

61 

27 

2 

29 

Depressive  reaction 

3 

1 

4 

15 

i 

16 

Manic  depressive 

13 

0 

13 

4 

i 

5 

Chronic  brain  syndrome 

(senile) 

0 

0 

0 

1 

i 

2 

Severe  anxiety  state 

1 

0 

1 

0 

0 

0 

Anxiety  hysteria 

1 

0 

1 

0 

0 

0 

Totals 

87 

13 

100 

80 

20 

100 

Total  number  of  treatments 

854 

1106 

Average  number  of  treatments 

8.5 

11.1 

per  patient 

Number  of  patients  with  frac- 

tures 

G 

1 

7 

0 

0 

0 

Number  of  patients  with  pain 

8 

1 

9 

1 

0 

1 
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TABLE  II. — Patients  Treated  Without  Succinylcholine  Experiencing  Pain 


Case  Age  Diagnosis  Treatment  Drugs  X-rays 


Pain  Results 


I 56 


Involutional 

melancholia 


4 bilateral 
grand 
mals 


34 


SchizoDhrenia 


8 bilateral 
grand 
mals 


3 26  Involutional 

psychosis, 
paranoid 
type 


5 bilateral 
grand 
mals 


4 56  Anxiety  hys- 

teria 


4 bilateral 
grand 
mals 


5 59 


Involutional 

melancholia 


14  bilateral 
grand 
mals 


6 55  Involutional 

psychosis 


11  bilateral 
grand 
mals 


56  Involutional 
psychosis, 
paranoid 
type 


6 bilateral 
grand 
mals 


8 62 


Involutional 

melancholia 


15  bilateral 
grand 
mals 


9 50  Psychotic 

depressive 

reaction 


9 bilateral 
grand 
mals 


None  Pretreatment:  nega- 

tive. Left  shoul- 
der negative. 

Post-treatment: 

negative 

None  Pretreatment:  mini- 

mal hypertrophic 
osteoarthritic 
changes  of  the 
thoracic  spine. 
Dorsal  spine 
negative. 

Post-treatment : 
examination  in 
lateral  projection 
only  reveals 
questionable  com- 
pression fracture 
T-8 

None  Pretreatment:  nega- 

tive. 

Post-treatment : 
narrowing  of  the 
body  of  D-10 

None  Pretreatment:  mini- 

mal hypertrophic 
changes  of  the 
dorsal  spine. 

Post-treatment : 
no  compression 
fractures 

None  Pretreatment:  mini- 

mal hypertrophic 
arthritis. 

Post-treatment : 
negative 

None  Pretreatment:  nega- 

tive. 

Post-treatment: 

negative 


None  Pretreatment:  nega- 
tive. 

Post-treatment: 
negative.  Left 
shoulder  x-ray 
negative 

None  Pretreatment:  ex- 

tensive hypertro- 
phic arthritis  of 
lumbar  spine. 
Suggestion  of  old 
fracture  noted 

Post-treatment : 
no  recent  fracture 
None  Pretreatment:  nega- 

tive. 

Post-treatment: 

negative 


Continuous  shoulder  Improved 
pain  during  treat- 
ment 


Back  pain  after  third  Improved 
treatment  which 
persisted  until 
after  discharge 


Back  pain  after  third  Improved 

treatment.  Treat- 
ment continued 
and  complaint 
persisted 

Severe  back  pain  Improved 

after  fourth  treat- 
ment. Sufficient 
improvement 
warranted  halt- 
ing treatment 


Diffuse  back  pain 
after  first  treat- 
ment. Treatment 
continued,  com- 
plaint diminished 
Back  pain  and  lum- 
bar tenderness 
after  first  treat- 
ment. Treatment 
continued  and 
complaint  dimin- 
ished 

Left  shoulder  pain 
with  slight  limita- 
tion of  motion 
after  sixth  treat- 
ment. Treatment 
halted  and  symp- 
toms cleared 
Back  pain  after  fifth 
treatment.  Treat- 
ment continued 
with  no  further 
complaints 


Improved 


Improved 


Improved 


Unimproved 


Back  pain  after  Improved 

fourth  treatment. 

Treatment  con- 
tinued with  no 
further  complaints 


Technic  of  Administration 
of  Succinylcholine 

At  the  time  of  the  first  treatment  an  intra- 
venous test  dose  of  5 mg.  of  succinylcholine  is 
given  to  the  patient  to  test  his  sensitivity  to  the 
drug.  It  is  carefully  explained  to  him  that  he  is 
receiving  a small  dose  of  medicine  to  test  his 
reaction  to  it,  that  he  will  not  go  to  sleep  but  will 
feel  some  weakness  in  his  muscles  and  impedi- 


ment in  his  breathing,  and  that  these  effects  wall 
last  only  twenty  or  thirty  seconds.  Just  prior 
to  the  injection  the  strength  of  his  hand  grip  is 
tested  to  get  an  idea  of  his  muscle  power.  The 
5 mg.  of  succinylcholine  is  then  quickly  injected, 
and  the  hand  grip  is  tested  every  ten  seconds  for 
one  minute.  A suitable  dose  of  succinylcholine 
for  therapeutic  purposes  is  decided  on  according 
to  the  maximum  loss  of  muscle  power  of  the  hand 
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TABLE  III. — X-Ray  Studies  Showing  Fractures  In  Patients  Treated  Without  Succinylcholine 


Case 

Age 

Diagnosis 

Treatment 

Drugs 

X-rays 

Fractures 

Results 

1 

63 

Involutional 

7 bilateral 

None 

Pretreatment:  mini- 

Did  not  complain  of 

Improved. 

melancholia 

grand 

mal  hypertrophic 

pain.  No  limita- 

Rickets  as 

mals 

changes  of  the  dor- 
sal spine.  Com- 
pression fractures 
of  the  body  of 
D-I2,  D-7  and 
possibly  D-6. 

tion  of  motion 

a child 

Post-treatment : 

fractures  of  sev- 
eral thoracic  ver- 
tebrae with 
marked  compres- 
sion of  the  body 
of  D-8 

2 

44 

Manic 

4 bilateral 

Pretreatment:  nega- 

Back  pain  aftei 

Improved 

depressive 

grand 

tive. 

fourth  treatment. 

depressed 

mals 

Post-treatment: 

Treatment  halted. 

compression  frac- 

No  limitation  of 

ture  body  D-5 

motion 

3 

52 

Involutional 

9 bilateral 

Thio- 

Pretreatment:  nega- 

Back  and  chest  pain 

Recovered 

melancholia 

grand 

pental 

tive. 

after  ninth  treat- 

mals 

250 

Post-treatment : 

ment.  Patient 

mg. 

compression  frac- 

then  given  2 non- 

and 

tures  of  T-6  and 

convulsive  reac- 

amo- 

T-7.  Some  evi- 

tion  treatments 

barbi- 

dence  of  osteo- 

with  no  further 

tui 

plastic  activity 

complaints 

4 

45 

Schizophrenia 

13  bilateral 

Thio 

Pretreatment:  nega- 

Back  and  chest  pain 

Unimproved. 

grand 

pental 

tive. 

after  second  treat- 

Similar 

mals,  5 

250 

Post-treatment: 

ment.  Noncon- 

pain  prior 

noncon- 

mg. 

compression  frac- 

vulsive  treatment 

to  treat- 

vulsive 

tures  of  T-6  and 

tried.  Patient 

ment 

reac- 

T-7.  Some  evi- 

preferred  first 

tions 

dence  of  osteo- 

treatment,  and 

plastic  activity 

it  was  resumed 
with  no  further 
complaints 

5 

56 

Involutional 

3 bilateral 

None 

Pretreatment:  mini- 

Back  and  chest  pain 

Improved 

depression 

grand 

mal  hypertrophic 

after  second  treat- 

mals 

osteoarthritic 

ment.  Patient  re- 

changes,  thoracic 

ceived  one  more 

spine. 

treatment  with  no 

Post-treatment : 

further  complaints 

compression  of 
body  of  D-6 

6 

51 

Manic 

10  bilateral 

None 

Pretreatment:  nega- 

Did  not  complain  of 

Improved 

depressive 

grand 

tive. 

pain. 

depressed 

mals 

Post-treatment : 

hypertrophic 
osteoarthritic 
changes.  Some 
anterior  narrow- 
ing of  the  body 
of  D-7  which  may 
be  due  to  early 

compression 

7 

44 

Involutional 

3 bilateral 

None 

Pretreatment: 

Back  and  chest  pain 

Improved 

melancholia 

grand 

moderate  hyper- 

after  third  treat- 

mals 

trophic  changes. 

ment.  Treatment 

Post-treatment : 

halted.  No  fur- 

anterior  compres- 
sion of  the  body 
of  D-6 

ther  complaints 

grip. 

If 

the  patient  has 

shown  considerable  syringe,  are 

quickly  injected 

intravenously 

weakness, 

10  mg.  is  sufficient;  if  he  has  shown  within  five  to 

ten  seconds.  When  the  fibrilla- 

little  weakness,  20  mg.  of  succinylcholine  may  be  tions  which  are 

constantly  produced  by  succinyl- 

needed. 

choline  have  ceased,  that  is,  in 

ten  to  twenty 

Three  to  five  minutes 

after  the 

test  dose  seconds  after  the  injection,  the  shock  treatment 

the  estimated  therapeutic  dose  together  with 
2 to  3 cc.  of  thiopental  (5  per  cent)  and  2 to  3 
cc.  of  atropine  (0.4  mg.  per  cc.),  all  in  the  same 


is  given.  Treatments  were  given  five  times  a 
week  for  20  treatments  or  less,  as  can  be  seen 
from  Table  I. 
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Results 

As  illustrated  iu  Tables  II  and  III,  vertebral 
fractures  occurred  in  7 per  cent  of  the  control 
group,  but  there  were  none  in  the  succinylcho- 
line  group.  Nine  per  cent  of  the  control  group 
(this  included  some  of  the  patients  who  also  had 
fractures)  and  2 per  cent  of  the  succinylcholine 
group  complained  of  pain.  The  clinical  results 
given  in  detail  in  Table  I show  that  there  was  no 
gross  difference  in  patients  treated  with  unmod- 
ified electroshock  therapy  and  succinylcholine- 
modified  electroshock  therapy. 

Comment 

This  study,  as  well  as  studies  by  others,  shows 
conclusively  that  succinylcholine  modification 
of  electroshock  therapy  effectively  reduces  the 
fracture  and  pain  hazard.  It  was  formerly 
possible  to  reduce  these  hazards  by  completely 
curarizing  patients.  However,  this  procedure 
proved  to  be  very  dangerous  since  it  was  re- 
sponsible for  the  increase  in  the  incidence  of 
death  with  electroshock  therapy.  In  addition,  it 
caused  a number  of  alarming  cardiorespiratory 
reactions.  An  antidote  (Prostigmin)  was  needed. 
Because  of  these  complications  this  method  was 
never  well  received,  and  relatively  few  psychia- 
trists adopted  it.  Succinylcholine,  which  is 
already  being  extensively  used  both  in  anes- 
thesia and  electroshock  therapy,  has  proved  to  be 
a very  safe  drug  and  only  rarely  has  produced 
prolonged  apnea,  especially  when  used  in  moder- 
ate doses  (10  to  20  mg.).  These  apneas  have 
been  readily  managed  by  positive  pressure  oxy- 
genation of  the  patient.  Curare  causes  bron- 
chospasm  through  histamine  release.  Since 
succinylcholine  produces  practically  no  hista- 
mine release,  bronchospasm  is  not  produced  by 
its  use;  in  fact,  succinylcholine  is  used  by 
bronchoscopists  for  relaxation  in  intubation. 

Succinylcholine  consists  essentially  of  two 
molecules  of  acetylcholine.  It  is  broken  down  by 
the  naturally  occurring  plasma  pseudocholine 
esterase  into  choline  and  succinic  acid  and  no 
artificial  antidote  is  needed  to  overcome  its 
effects.  Since  succinylcholine  is  completely 
hydrolyzed  within  three  to  four  minutes  and 
no  cumulative  action  occurs,  it  can  be  ad- 
ministered as  often  as  needed  during  the  same 
day.  This  is  advantageous  when  the  patient 
requires  more  than  one  electroshock  a day. 
This  was  impossible  with  curare  since  this  drug 


possessed  cumulative  action.  For  these  reasons 
it  seems  to  us  that  at  present  succinylcholine  is 
the  best  muscle  relaxant  available  for  modifi- 
cation of  electroshock  therapy. 

Summary  anti  Conclusions 

1.  Succinylcholine  effectively  reduces  frac- 
ture and  pain  incidence  in  electroshock  therapy. 

2.  Succinylcholine  makes  it  possible  to  con- 
tinue electroshock  therapy  with  full  grand  mal 
convulsions  in  patients  with  existing  fractures, 
in  postoperative  surgical  patients,  and  in  patients 
with  various  medical  complications. 

3.  In  our  study  of  100  patients  treated  with 
succinylcholine-modified  electroshock  therapy 
there  were  no  fractures,  and  only  two  patients 
complained  of  pain,  whereas  in  the  control  group 
of  100  patients  who  received  unmodified  electro- 
shock therapy,  7 per  cent  suffered  vertebral 
fractures  and  9 per  cent  complained  of  pain. 

4.  There  was  no  gross  difference  in  the  clini- 
cal results  between  the  succinylcholine-modified 
and  unmodified  electroshock  therapy  groups. 

5.  Since  we  feel  that  there  is  no  other  way  to 
determine  exactly  the  dose  of  succinylcholine 
required  except  by  a physiologic  test  dose,  we 
recommend  this  method. 

6.  When  succinylcholine  is  used  in  electro- 
shock therapy,  we  advise  that  only  moderate 
doses  of  succinylcholine  be  employed  (10  to 
20  mg.).  However,  in  the  presence  of  osteo- 
porosis, previous  fractures,  etc.,  higher  doses 
sufficient  to  abolish  all  muscular  movement  are 
advised. 

7.  There  is  more  need  for  the  use  of  succinyl- 
choline in  electroshock  therapy  when  AC  cur- 
rents are  used  than  when  unidirectional  currents 
are  employed.  However,  if  our  aim  is  to  reduce 
the  incidence  of  fractures  and  pain,  succinyl- 
choline should  be  used  in  all  convulsive  treat- 
ments irrespective  of  the  machine  or  medica- 
ment employed  to  produce  the  fit. 
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Medicare  Head  Lauds  Private  MIL s for  Help  in  Success  of  Program 


The  cooperation  of  private  physicians  has  been 
the  greatest  single  factor  in  the  “unqualified 
success”  of  the  Medicare  program  in  its  first  five 
months,  according  to  its  director,  Maj.  Gen.  Paul 
I.  Robinson.  He  reviewed  Medicare  operations  in 
an  interview  following  his  report  to  the  Secretary 
of  Defense. 

“Our  reports  from  the  field  indicate  that  the 
private  physicians  have  adopted  the  program 
enthusiastically,  are  bearing  up  under  the  adminis- 
trative burden  of  more  paper  work,  and  are  giving 
us  the  sort  of  partnership  that  assures  the  success 
of  this  tremendous  endeavor,”  he  said.  General 
Robinson  added  that  the  number  of  claims  filed 
thus  far  “just  about  came  up  to  our  earlier  ex- 
pectations, and  we  are  looking  forward  to  expanding 
the  program  as  we  gain  more  experience.” 

Only  a few  administrative  problems  have  cropped 
up  in  the  first  five  months,  he  said.  One  involves 
complaints  by  some  patients  of  double  payment  of 
the  $25  minimum  hospital  fee  for  the  same  illness. 
As  an  example,  he  cited  some  cases  of  tonsillectomies 


where  the  $25  fee  was  paid  on  admission  to  the 
hospital,  only  to  be  paid  again  several  days  later 
when  bleeding  or  another  complication  forced 
readmission  of  the  patient.  In  such  cases,  he  said 
it  was  unfair  to  pay  more  than  one  fee. 

Private  physicians  were  paid  $3,666,583  by  the 
Defense  Department  in  the  first  five  months  for 
53,802  claims,  averaging  $68.15  per  claim,  he 
reported.  Civilian  hospitals  were  paid  $3,562,297 
for  369,922  claims,  averaging  $96.48  per  claim. 
Some  180,703  hospital  days  were  represented. 

Maternity  cases  led  all  claims,  accounting  for 
37.9  per  cent;  ear,  nose,  and  throat  cases  were 
second,  18  per  cent.  Surprisingly,  noted  General 
Robinson,  musculoskeletal  cases  were  last,  with 
0.9  per  cent.  “We  had  anticipated  that  accident 
cases  would  be  much  higher,”  he  commented. 

The  Air  Force  accounted  for  41.5  per  cent  of  the 
claims;  Navy  (including  Marines)  32.5  per  cent; 
Army  23.7  per  cent;  Public  Health  Service  (in- 
cluding Coast  Guard)  2.3  per  cent. — Scope  Weekly, 
May  29,  1957 
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The  Use  of  Meprobamate  ( Equanil ) in 
Hyperthyro  i d ism 

STEPHEN  BENNETT  YOHALEM,  M.D.,  NEW  YORK  CITY 


One  of  the  major  problems  in  the  treatment  of 
hyperthyroidism  with  radioiodine  is  the 
time  lag  between  ingestion  of  medication  and  the 
onset  of  the  therapeutic  effect.  This  period 
averages  from  three  to  four  weeks.  For  many 
patients  it  is  an  extremely"  difficult  time.  At 
best  the  hyperthyroid  person  is  anxious  and  easily 
upset.  In  many  patients  the  ingestion  of  a taste- 
less drink  of  “water”  followed  by  no  visible 
reaction  for  weeks  leads  to  a tremendous  in- 
crease in  anxiety,  to  a feeling  that  “this  isn’t 
working  in  my  case”  that  “the  diagnosis  is  wrong 
because  treatment  doesn’t  help,”  and  so  forth. 

Traditionally  this  has  been  handled  in  a num- 
ber of  ways.  First,  the  patient  can  be  sedated, 
usually"  with  barbiturates.  Basically,  however, 
many  hyperthyroid  patients  are  not  only  anxious 
but  depressed.  In  a fair  number  the  use  of  ade- 
quate barbiturate  sedation  (they  are  resistant 
to  barbiturate  action)  increases  the  depression. 

The  other  method  of  shortening  the  latent 
period  between  ingestion  of  radioiodine  (I131) 
and  its  effect  is  the  ancillary"  use  of  iodides  or  one 
of  the  thioureas.  Iodides  administered  on  the 
third  day  after  I131  and  continued  for  three 
weeks  are  useful.  The  practical  difficulties  are 
reaction  to  iodides  and  the  necessity  for  early 
discontinuance  in  order  to  evaluate  the  pure 
effect  of  internal  radiation  in  six  to  eight  weeks 
and  to  determine  the  necessity'  for  retreatment. 
There  is  also  the  theoretic  necessity  for  larger 
doses  of  I131,  because  the  iodide  prevents  reab- 
sorption of  secreted  and  degraded  hormonal 
iodine  resulting  in  a somewhat  shorter  effective 
half-life. 

The  use  of  a thiourea  has  even  less  to  recom- 
mend it.  Its  effect  is  much  less  prompt  than  that 
of  iodide,  and  evaluation  is  blocked  for  even 
longer  periods  of  time.  The  reduction  in  effec- 
tive half-life  is  similar,  and  in  addition  to  all 
these,  the  use  of  a drug  which  causes  hyperplasia 
in  conjunction  with  a source  of  ionizing  radiation 
has  obvious  disadvantages  from  the  point  of  view 
of  possible  carcinogenesis. 

With  the  advent  of  a new  category"  of  medica- 
tion, the  tranquilizing  drugs,  it  seemed  worth- 


TABLE  I. — -Iodine  Uptake  in  Hyperthyroid  Patients 
After  Meprobamate 


Case 

Initial 
Uptake 
(Per  Cent) 

After 

Meprobamate 
(Per  Cent) 

1 

80 

83 

2 

69 

64 

3 

77 

76 

4 

99 

94 

5 

93 

94 

6 

84 

85 

7 

93 

89 

8 

91 

92 

9 

100 

98 

10 

66 

60 

while  to  test  these  on  a series  of  lyyperthy'roid 
patients  treated  with  I131,  particularly  since 
early"  reports  were  notably"  favorable  in  anxiety 
states.1'2  Twenty"-five  consecutive  self-referred 
private  patients  with  hyperthyroidism  have  re- 
ceived Equanil  and  radioiodine  as  the  only  form 
of  therapy.  The  results  in  22  have  been  ex- 
tremely" good;  in  two  they  have  been  fair,  ex- 
cept with  respect  to  cardiac  complications  as  will 
be  described.  In  one  patient  the  effects  were 
negligible.  After  the  diagnosis  had  been  con- 
firmed in  ten  patients  by"  I131  uptake  and  protein- 
bound  iodine  131  studies,  Equanil  alone  was  ad- 
ministered for  one  week,  after  which  repeat 
testing  was  performed.  No  significant  differ- 
ence in  the  second  uptake  was  noted,  and  there- 
fore the  mechanism  of  action  does  not  appear  to 
be  mediated  through  a direct  effect  on  the  thy- 
roid gland  (Table  I).  In  two  patients  this  was 
further  confirmed  by"  establishing  the  effective 
half-life  by  daily  counts  of  thyroid  activity 
for  one  week  prior  to  the  use  of  Equanil  and  after 
therapeutic  I131,  and  then  studying  the  effective 
half-life  for  one  week  after  Equanil.  The  ob- 
served slopes  did  not  change  (Fig.  1). 

Within  two  to  four  days  most  patients  felt 
remarkably  improved.  The  pervading  fear, 
the  excessive  reaction  to  irritation,  the  insom- 
nia— in  short,  what  Kleinschmidt  et  al.3  have 
called  “crystallized  fright,”  all  diminished  mark- 
edly. The  result  is  far  more  dramatic  than  that 
seen  after  the  use  of  barbiturates.  Sinus  tachy- 
cardia was  but  slightly  affected,  and  in  those  pa- 
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Fig.  1.  Half-life  of  I131  before  and  after  meproba- 
mate (arrow). 

tients  in  whom  the  pulse  pressure  was  markedly 
elevated,  this  parameter  was  not  changed  either. 
Heat  intolerance  remained  and  polyphagia  was 
essentially  unchanged.  Five  of  the  25  patients 
suffered  from  atrial  fibrillation.  In  none  was 
regular  sinus  mechanism  restored  before  the 
sixth  post  I131  week.  Two  of  these  five  were 
patients  in  whom  the  results  were  only  fair. 
Even  here  the  effect  on  the  emotions  was  notice- 
able, but  one  presumes  that  the  rapid,  irregular, 
poorly  compensated  heart  presented  too  great  an 
obstacle  to  a real  feeling  of  well-being.  The 
usual  dose  of  Equanil  began  at  400  mg.  four 
times  daily.  In  most  cases  this  was  reduced  in 
the  fourth  and  fifth  weeks.  In  three  patients 
the  initial  dose  was  reduced  to  200  mg.  four 
times  a day  because  of  excessive  drowsiness. 
There  were  no  other  important  side-effects. 

Similar  experiments  with  chlorpromazine 
(three  cases),  and  reserpine  (five  cases),  were 
less  satisfactory. 

The  fact  that  Equanil  is  capable  of  affording 
great  symptomatic  relief  to  hyperthyroid  pa- 
tients is  of  importance  in  the  recognition  of  the 
disease.  Obviously  the  drug  cannot  be  used  as 
any  therapeutic  test  and  the  subsidence  of 
severe  manifestations  of  anxiety  in  a patient 
given  Equanil  cannot  exclude  hyperthyroidism 
from  etiologic  consideration.  A few  tests  sug- 
gest that,  like  pentothal,  Equanil  will  reduce  the 
measured  metabolism  rate  in  anxiety  states  but 
not  in  hyperthyroidism.  If  this  were  confirmed 
it  would  provide  a useful  diagnostic  tool  where 
I131  studies  are  not  available. 

Where  cardiac  complications  dominate  the  hy- 
perthyroid picture,  Equanil  is  not  satifactory  as 
the  sole  adjunct  to  definitive  therapy  with  I131. 


In  such  cases,  I prefer  to  administer  iodides 
from  the  third  to  the  twenty-eighth  postther- 
apeutic  day  in  addition.  This  results  in  an  early 
fall  in  the  pulse  rate  and  the  frequent  abolition 
of  fibrillation  during  the  second  week.  The  ad- 
vantages of  this  outweigh  the  theoretical  dis- 
advantages. 

Side-Effects 

Although  none  of  the  patients  in  this  study 
reacted  unfavorably  to  meprobamate,  it  should 
be  noted  that  there  have  been  reports  of  side- 
effects  in  the  literature. 

The  most  common  of  these  is  drowsiness. 
Borrus2  reports  that  about  half  of  his  patients 
reacted  in  this  way,  while  Lasagna4  observed 
this  effect  in  nine  of  46  cases.  In  most  instances, 
however,  drowsiness  was  temporary,  occurring 
at  the  beginning  of  treatment  and  lasting  only  a 
few  days. 

Among  other  reactions  noted  with  some  fre- 
quency are  dermatologic  disturbances,  headache, 
nausea,  and  vertigo.  Friedman  and  Marmelzat3, 
Levan  and  Mundy,6  and  Gottleib7  have  reported 
cases  of  erythema,  eruptions,  and  hemorrhagic- 
type  rash.  Lasagna  mentions  one  case  of 
nausea,  one  of  weakness,  and  three  of  headache 
among  the  untoward  effects  he  observed  in  his 
investigation. 

In  most  cases  the  side-effects  subsided  when  the 
administration  of  the  drug  was  discontinued. 
However,  for  the  more  acute  reactions,  thera- 
peutic measures  were  necessary.  All  patients  re- 
sponded favorably  to  medication. 

Sum  mary 

Twenty-five  consecutive  patients  received 
Equanil  as  an  adjunct  to  radioiodine  therapy 
for  hyperthyroidism.  The  results  were  excellent 
in  22,  fair  in  two,  and  poor  in  one.  The  effec- 
tiveness of  the  drug  is  not  due  to  a direct  effect 
on  the  thyroid. 

994  Fifth  Avenue 
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Oral  Procaine  for  Musculoskeletal  Pain 

HARRY  G.  KUPPERMAN,  M.D.,  AND  HARRY  BARTFELD,  M.D.,  NEW  YORK  CITY 

(F rom  the  Department  of  Clinical  Medicine,  New  York  University-Post  Graduate  Medical  School,  and  Arthritis 
Clinics,  University  Hospital,  and  Bellevue  Hospital,  Fourth  Division) 


The  purpose  of  this  study  was  to  determine 
the  effectiveness  of  oral  procaine  hydro- 
chloride (Novocaine)  as  an  analgesic  agent  for 
painful  musculoskeletal  conditions.  Queries1  have 
appeared  in  the  J.A.M.A.  regarding  this  therapy. 
The  response  of  the  authorities  to  whom  the 
question  was  submitted  was  contradictory.  It 
has  been  claimed  that  oral  doses  of  0.5  to  1 Gm. 
three  times  daily  are  of  value  in  alleviating  pain 
and  spasm  in  a large  percentage  of  cases,  and  that 
relief  of  pain  was  marked  and  occurred  in  two 
days  to  two  weeks.2 

Procaine  hydrochloride  was  first  synthesized  by 
Einhorn  in  1905  and  called  Novocaine.  It  is  an 
ester  of  para-aminobenzoic  acid  and  its  chemical 
composition  is  para-aminobenzoyl  diethylamino- 
ethanol.  The  crystals  are  colorless,  soluble  in 
water,  and  bitter  to  the  taste.  In  the  evaluation 
capsules  containing  the  drug  or  a placebo,  were 
prescribed  and  obtained  by  the  patient  at  the 
hospital  drug  department.  The  patient  paid  the 
same  price  for  either  capsule.  This  was  done  to 
eliminate,  as  far  as  possible,  the  personal  and 
psychic  factors  that  patients  experience  when  a 
new  drug  is  given.  The  initial  dose  was  a 0.5- 
Gm.  capsule,  three  times  daily  after  meals.  This 
was  increased  to  1 Gm.  (two  0.5-Gm.  capsules) 
three  times  daily-  after  meals  in  those  cases  showing 
no  response  within  one  week  and  no  side-re- 
actions. In  many  cases  this  larger  dose  was  given 
from  the  beginning.  It  had  been  stated2  that 
few  serious  side-reactions  or  signs  of  toxicity 
occurred  with  such  therapy.  Placebos  were  sub- 
stituted in  those  patients  who  showed  improve- 
ment, and  the  drug  was  readministered  if  pain  re- 
curred. 

A total  of  50  cases  was  studied,  consisting  of 
28  generalized  and  localized  osteoarthritic  cases, 
18  cases  of  fibrositis,  three  of  rheumatoid  arthritis, 
and  one  of  osteoarthritis  and  phlebitis.  Ten3 
additional  cases  of  osteoarthritis  were  also  studied. 
None  had  marked  or  prompt  relief  of  pain.  In 
some,  the  relief  was  moderate  initially,  but  the 
pains  returned  with  continued  administration. 
No  serious  side-reactions  were  encountered. 


Results  and  Description  of 
Typical  Cases 

Case  1. — G.  M.,  age  fifty-five,  had  a diagnosis  of 
osteoarthritis  of  the  cervical  spine.  He  had  previ- 
ously been  relieved  of  pain  while  receiving  100  mg. 
of  Butazolidine  twice  daily,  but  his  hemoglobin  and 
red  cell  count  decreased,  and  the  drug  was  discon- 
tinued. A dosage  of  0.5  Gm.  procaine  hydrochloride 
three  times  daily  was  then  given  for  one  week  with- 
out relief.  The  dose  wras  increased  to  1 Gm.  three 
times  daily  and  continued  for  five  weeks  with  no 
symptomatic  improvement.  This  patient  stated 
that  he  resumed  taking  two  tablets  of  aspirin  three 
times  daily,  and  that  it  gave  him  much  more  relief 
than  did  the  procaine. 

Case  2. — P.  S.,  age  fifty,  had  a diagnosis  of  osteo- 
arthritis of  the  hands,  knees,  and  feet.  She  re- 
ceived 0.5  Gm.  of  procaine  three  times  daily  the  first 
week  with  no  relief  of  pain.  The  dose  was  increased 
to  1 Gm.  three  times  daily  for  the  next  four  weeks 
without  benefit.  She  had  complained  of  some  dizzi- 
ness from  the  second  to  the  fifth  week. 

Case  3. — M.  E.,  age  fifty-two,  had  a diagnosis  of 
periarthritis  (frozen  shoulder).  She  received  1 Gm. 
of  procaine  three  times  daily  for  six  weeks.  During 
this  period  there  was  no  relief  of  shoulder  pain 
except  when  the  extremity  was  kept  at  rest. 

Case  4. — A.  D.,  age  sixty,  had  a diagnosis  of 
osteoarthritis  of  both  knees.  She  received  1 Gm. 
of  procaine  three  times  daily  for  two  months,  with 
partial  relief  of  pain.  At  this  time  she  developed 
thrombophlebitis  of  the  right  leg  with  recurrence  of 
very  severe  pain  despite  continued  procaine  therapy. 
One-half  grain  of  codeine  sulphate  three  times  daily 
was  necessary  for  relief. 

Case  5. — C.  K.,  age  sixty,  had  a diagnosis  of 
fibrositis  and  occipital  neuralgia.  She  received  1 
Gm.  of  procaine  three  times  daily  after  meals  for 
three  weeks  without  relief  of  pain  and  had  to  dis- 
continue it  because  of  the  development  of  a “nerv- 
ous stomach  and  insomnia.” 

Case  6. — T.  P.,  age  fifty-two,  had  a diagnosis  of 
rheumatoid  arthritis.  She  received  0.5  Gm.  of 
procaine  three  times  daily  after  meals  for  two  days 
and  1 Gm.  three  times  daily  after  meals  for  five 
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days,  at  which  time  she  stated  there  was  less  relief 
than  from  aspirin  or  cortisone  which  she  had  taken 
in  the  past.  After  two  weeks  of  the  larger  dosage, 
however,  there  was  moderate  relief  of  pain.  At. 
this  time  a placebo  was  substituted.  She  continued 
to  feel  fine  for  three  weeks  after  which  there  was  a 
recurrence  of  pain.  < )ne  ({in.  of  procaine  three  times 
daily  was  prescribed  for  the  following  two  weeks 
with  no  improvement.  She  resumed  taking  two 
tablets  of  aspirin  three  times  daily  which  she  said 
gave  her  more  relief  than  the  procaine. 

Analysis  of  these  cases  showed  that  oral  pro- 
caine in  doses  of  1 Gm.  three  times  daily  after 
meals  was  a poor  analgesic,  not  comparable  to 
acetyl  salicylic  acid,  Butazolidin,  or  codeine  in 
therapeutic  doses.  Studies  were  made  of  the 
blood  to  determine  the  reason  for  this  discrepancy 
by  performing  procaine  levels*  following  oral 
procaine  after  the  method  of  Marshall.  The 
following  results  were  obtained : 

1.  Mrs.  S.  received  1 Gm.  of  procaine  after 
breakfast  and  another  1 Gm.  on  arriving  at  the 
hospital.  Her  blood  was  taken  one-half  hour 
later,  and  her  procaine  blood  level  revealed  a 
very  faint  trace.  On  another  occasion  2 Gm.  of 
procaine  were  given  at  one  time  and  the  blood 
taken  at  fifteen-,  thirty-,  and  sixty-minute  in- 
tervals. The  following  results  were  obtained: 
at  fifteen  minutes,  0.2  mg.  per  cent;  at  thirty 
minutes,  0.2  mg.  per  cent;  at  sixty  minutes,  0.1 
mg.  per  cent. 

2.  Mr.  V.  P.  received  3 Gm.  of  oral  procaine, 
and  the  following  blood  levels  were  obtained: 
after  fifteen  minutes,  trace;  after  thirty  minutes, 


* Blood  procaine  levels  were  performed  in  the  Department 
of  Clinical  Pathology  under  the  direction  of  Dr.  Maurice 
Bruger. 


0.9  mg.  per  cent;  after  sixty  minutes,  3. 1 mg. 
per  cent. 

It  is  obvious  from  the  above  data  that  very 
slight  absorption  takes  place  with  the  1 Gm.-dose 
and  is  somewhat  increased  with  the  2-  and  3-Gm. 
doses,  'riii'  minimal  absorption  into  the  blood 
stream  with  these  very  large  doses  of  oral  procaine 
is  unquestionably  due  to  its  degradation  in  the 
blood  stream  as  rapidly  as  it  is  absorbed  from  the 
intestinal  tract.  Any  analgesic4  action  that  the 
drug  induces  may  be  attributed  to  diethylamino- 
ethanol  to  which  procaine  is  converted  by  hydrol- 
ysis in  the  body.  Such  conversion  occurs  when 
large  amounts  of  the  drug  are  ingested. 

Conclusion 

A total  of  sixty  cases  of  musculoskeletal  pain 
were  treated  with  oral  procaine  hydrochloride. 
None  of  the  cases  had  marked  or  prompt  relief  of 
pain.  In  some,  the  relief  was  moderate  initially, 
but  pains  recurred  with  continued  adminis- 
tration. No  serious  side-reactions  were  en- 
countered. Oral  procaine  hydrochloride  is  a poor 
analgesic  in  painful  musculoskeletal  conditions. 
Much  more  effective  results  may  be  obtained  by 
the  use  of  the  usual  analgesic  agents  now  em- 
ployed in  these  conditions. 

8 Gramercy  Park 
135  East  65th  Street 
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Management  of  Advanced  Carcinoma  of  the  Breast 


Omitting  roentgen  therapy,  which  he  says  has 
been  adequately  covered  in  the  literature,  Dr.  S.  C. 
Kasdon,  Tufts  University,  Boston,  discusses  thera- 
peutic resources  for  management  of  the  patient 
either  with  inoperable  cancer  of  the  breast  or  with 
recurrence  after  treatment.  For  the  young  patient 
(premenopausal  and  ten  to  twenty  years  post- 
menopausal) the  steps  enumerated  and  discussed 
are  (1)  castration;  (2)  androgen  therapy ; (3)  ad- 


ministration of  cortisone;  (4)  adrenalectomy;  and 
(5)  hypophysectomy.  Although  these  approaches 
involve  the  hazard  of  serious  side  effects,  he  adds, 
they  are  not  unmanageable  and  the  outlook  for  these 
women  is  not  entirely  gloomy;  hope  for  prolonged 
survival  in  reasonably  good  health  for  many  of  these 
patients  is  today  a reality,  he  says. 

— Journal  of  the  International  College  of  Surgeons, 
November,  1956 


August  1,  1957 


2521 


Screening  of  Blood  Donors  by  Thymol  Turbidity 

Determinations 


JULIUS  ROSENBERG,  M.D.,  BROOKLYN,  NEW  YORK 

( From  the  Division  of  Gastroenterology  of  the  Department  of  Medicine  and  the  Department  of  Biochemistry, 

Jewish  Hospital  of  Brooklyn) 


Because  of  an  increased  awareness  of  its 
existence,  the  problem  of  homologous  hepa- 
titis has  become  more  and  more  important  since 
its  recognition  as  a disease  entity  during  World 
War  II. 

Although  the  incidence  of  hepatitis  in  recip- 
ients of  whole  blood  is  generally  considered  to  be 
between  0.3  and  0.5  per  cent,1’2  it  has  been  given 
recently  as  1 per  cent  by  two  observers3’4  and 
was  3.6  per  cent  during  the  Korean  War.5  This 
must  be  compared  with  the  0.02  per  cent6  inci- 
dence of  infectious  hepatitis.  The  incidence  of 
homologous  serum  hepatitis  following  the  use  of 
pooled  plasma  is  much  higher;  it  has  been  re- 
ported as  high  as  9.3  per  cent6  in  patients  who 
received  dried,  irradiated,  pooled  human  plasma 
alone  and  21.9  per  cent5  in  soldiers  who  received 
pooled  plasma  and  whole  blood.  The  true  inci- 
dence of  these  complications  is  probably  higher 
because  of  the  many  cases  of  subclinical  and 
anicteric  hepatitis  that  go  undiagnosed. 

As  a result  the  use  of  pooled  plasma  has  fallen 
into  disrepute  and  is  reserved  mainly  for  emer- 
gency situations.  However,  the  problem  is  a 
serious  one  in  whole  blood  transfusions,  and  up 
to  the  present  no  satisfactory  method  has  been 
developed  for  the  detection  or  the  inactivation 
of  hepatitis  virus  in  human  whole  blood  or  plasma. 
Until  this  problem  is  solved,  physicians  will  have 
to  weigh  the  indications  for  blood  transfusions 
against  the  potential  risk  of  homologous  serum 
hepatitis. 

At  the  Jewish  Hospital  of  Brooklyn,  as  at  most 
institutions,  donors  who  have  had  hepatitis  or 
jaundice  are  rejected.  However,  there  are  car- 
riers of  viral  hepatitis  who  are  asymptomatic, 
who  have  had  subclinical  or  anicteric  hepatitis, 
or  who  do  not  admit  to  a history  of  hepatitis  or 
jaundice.  It  is  this  reservoir  of  apparently 
healthy  blood  donors  that  is  a public  health 
menace.  It  has  been  shown  that  a chronic  car- 
rier state  may  develop  in  persons  suffering  from 
viral  hepatitis7  and  in  persons  without  a history 


of  hepatic  disease.8’9  Although  at  one  time  it 
was  estimated  that  6 per  cent10  of  the  population 
are  carriers  of  the  virus  of  serum  hepatitis  in  their 
blood,  more  recently  the  estimate  has  been  0.5 
per  cent.9 

In  an  attempt  to  detect  these  carriers,  it  has 
been  suggested8’ 11-13  that  blood  taken  from 
donors  should  be  screened  by  liver  function  tests, 
particularly  the  thymol  turbidity  test.  Several 
observers11-13  found  that  a number  of  individuals 
who  were  proved  to  be  carriers  of  viral  hepatitis 
in  their  blood  had  abnormal  liver  function  tests, 
especially  abnormal  thymol  turbidity  levels. 
Reinhold13  stated  that  proved  carriers  of  serum 
hepatitis  appeared  to  be  suffering  from  subclinical 
liver  disease  recognizable  by  abnormalities  in 
hepatic  tests;  he  concluded  that  if  a single  test 
was  to  be  used,  the  thymol  turbidity  test  was  the 
method  of  choice  for  detecting  these  carriers. 
It  is  recognized  of  course  that  liver  function  tests 
are  not  specific  for  viral  hepatitis. 

The  thymol  turbidity  test  is  inexpensive,  quick, 
and  simple  and  can  be  performed  on  a small  quan- 
tity of  blood  serum  collected  in  the  same  tube 
as  for  the  Wassermann  test,  which  is  routinely 
performed  on  all  donor  blood.  The  method  used 
is  the  Shank-Hoagland14  modification  of  Mac- 
lagan’s15  original  procedure.  The  latter  author 
points  out  that  the  reaction  is  abolished  by  heat- 
ing the  serum.  Electrophoretic  studies16  indicate 
that  the  thymol  reagent  reacts  chiefly  with  the 
beta  globulin  fraction  of  the  serum  but  that  it 
probably  is  a phospholipid,  chiefly  bound  to  this 
protein,  which  causes  the  reaction  since  there  is 
no  fundamental  change  in  the  protein  com- 
ponent of  the  beta  globulin  fraction.  After 
hepatitis  the  thymol  turbidity  reaction  remains 
abnormal  much  longer17’18  than  any  other  liver 
function  test  and  is  considered  an  indication  of 
hepatic  cell  regeneration.19'20  This  reaction  is 
elevated  in  some  parasitic  diseases  (kala,  azar, 
malaria)  in  which  there  is  a hyperglobulinemia 
due  to  inflammatory  disease  of  the  liver.21  It  is 


2522 


New  York  State  J.  Med. 


SCREENING  OF  BLOOD  DONORS  BY  THYMOL  TURBIDITY  DETERMINATIONS 


not  elevated  in  rheumatoid  arthritis  and  multiple 
myeloma,  although  hypergammaglobulinemia  is 
present.  It  is  not  elevated  with  fatty  livers  and 
in  cirrhosis  following  chronic  alcoholism21  and 
it  is  normal  in  obstructive  jaundice.  However, 
it  is  elevated  in  conditions  exhibiting  lipemic 
sera,  whatever  the  cause. 

At  the  Jewish  Hospital  of  Brooklyn  310  blood 
specimens  from  ordinary  blood  bank  donors  were 
tested  by  means  of  the  thymol  turbidity  test. 
These  were  not  professional  donors  but  relatives 
and  friends  of  recipients  replacing  blood  in  our 
blood  bank.  All  had  been  screened  for  a history 
of  hepatitis  or  jaundice.  Reinhold13  and  his 
fellow  workers8  recommend  that  the  thymol  re- 
agent be  buffered  at  pH  7.55  instead  of  pH  7.8, 
as  is  done  in  most  laboratories  according  to  the 
Shank-Hoagland14  modification  of  the  Maclagan15 
procedure,  because  the  thymol  reagent  buffered  at 
pH  7 .55  appeared  to  be  more  sensitive  and  more 
dependable.  However,  we  believed  it  would  be 
more  feasible  to  carry  out  this  screening  procedure 
under  the  usual  conditions  employed  in  our  hos- 
pital laboratory  in  its  daily  routine  thymol  tur- 
bidity determinations;  also  we  questioned  the 
advisability  of  making  this  test  any  more  sensi- 
tive than  it  was.  Therefore,  we  carried  out  the 
tests  with  the  thymol  buffered  at  pH  7.8.  Rein- 
hold13 considered  6.60  units  as  the  level  of  abnor- 
mality for  purposes  of  screening  blood  donors 
when  the  thymol  reagent  was  buffered  at  pH  7.55. 
Zieve  and  Hill,22  after  testing  714  normal  indi- 
viduals with  the  thymol  reagent  buffered  at  pH 
7.8,  considered  the  zone  5.0  to  8.0  units  to  be 
questionably  abnormal  anti  values  greater  than 

8.0  units  definitely  abnormal.  It  is  generally 
agreed23  that  a thymol  turbidity  reading  above 

4.0  units  is  abnormal,  and  this  has  long  been  the 
interpretation  in  our  own  hospital  laboratory  and 
in  most  other  laboratories. 

Results 

The  results  of  the  310  blood  specimens  we 
tested  were  as  follows : 

1.  Eight  sera  were  lipemic  and  gave  readings 
of  6.6  to  11.85  units. 

2.  Three  sera  were  lipemic  and  gave  readings 
of  4.95  to  6.45  units. 

3.  Of  the  remaining  299  specimens  65  gave 
readings  greater  than  4.0  units,  35  of  these  being 
less  than  6.60  units  and  the  remaining  31  greater 
than  6.60  units  (up  to  10.65  units).  Two  speci- 
mens were  mildly  lipemic  but  gave  normal  results. 


Thus,  11  of  310  specimens  or  3.55  per  cent  were 
lipemic  and  gave  abnormal  tests.  Of  the  299 
remaining,  65  or  21.77  per  cent  gave  tests  more 
than  4.0  units,  and  31  or  10.36  per  cent  were  more 
than  6.60  units,  the  level  set  by  Reinhold13  for 
discarding  blood  donors  as  possible  carriers  of 
serum  hepatitis. 

Com  merit 

Our  results  indicate  that  10.36  per  cent  of  a 
typical  cross  section  of  screened  nonprofessional 
blood  donors  exhibited  abnormal  thymol  tur- 
bidity test,  even  when  the  abnormality  was  con- 
sidered to  start  at  6.60  units.  It  probably  would 
be  even  higher  if  a more  sensitive  test  were  em- 
ployed, although  Reinhold13  has  reported  a 7 
per  cent  rate. 

It  has  been  pointed  out  that  about  15  per  cent 
of  the  normal  population  exhibit  “abnormal” 
thymol  turbidity  levels,  whereas  carriers  of  hepa- 
titis virus  do  not  exceed  0.5  per  cent.  This  point 
has  been  used  as  an  argument  against  the  use  of 
the  screening  test.1  It  is  inconceivable  that  those 
responsible  for  operating  blood  banks  would  re- 
ject as  many  as  10  to  15  per  cent  of  their  donors 
on  the  basis  of  the  thymol  turbidity  test  alone. 

Another  problem  is  that  “large  numbers  of  the 
bloods  collected  are  chylous  which  in  itself  results 
in  an  elevation  of  the  thymol  turbidity.”1  Of 
our  specimens  3.55  per  cent  were  lactescent  and 
gave  high  thymol  turbidity  readings  which,  if 
added  to  our  “abnormal”  results,  would  have  in- 
creased our  rejection  rate  to  12.73  per  cent. 
These  lactescent  specimens  may  have  been  due  to 
consumption  of  fatty  food  prior  to  donation. 

The  problem  of  lactescence  is  important  in  the 
evaluation  of  this  screening  test,  and  Reinhold13 
has  discussed  it  fully.  The  thymol-barbital  re- 
agent reacts  with  serum  lipids.  According  to 
Reinhold  about  25  per  cent  of  1,045  sera  from 
unselected  donors  were  lactescent,  but  of  these 
only  one-third  had  abnormal  thymol  turbidities. 
Abnormal  thymol  turbidity  reactions  occurred 
in  lactescent  sera  about  ten  times  as  often  as  in 
clear  or  slightly  turbid  sera.  However,  “lac- 
tescence may  occur  more  frequently  in  persons 
suffering  from  viral  hepatitis  or  in  those  who  have 
residual  effects  from  hepatitis.”13  At  the  Uni- 
versity Hospital  of  the  University  of  Pennsylvania 
blood  from  donors  who  had  thymol  turbidity 
test  results  exceeding  6.6  units  has  not  been  used 
for  transfusions.  Specific  instructions  that  fatty 
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foods  be  avoided  on  the  day  of  blood  transfusion 
have  led  to  a substantial  lowering  in  the  percent- 
age of  lactescent  sera  in  that  blood  bank. 

In  a recent  follow-up  of  their  work,  the  group 
from  the  University  of  Pennsylvania24  have  re- 
peated their  opinion  that  at  the  present  time 
screening  by  hepatic  function  tests  appears  to  be 
the  most  feasible  method  of  eliminating  poten- 
tially infectious  donors,  but  “the  rejection  of  all 
donors  with  abnormal  hepatic  tests  would  seri- 
ously handicap  blood  banking.”24  They  also 
present  evidence  that  some  carriers  (four  out  of 
15)  may  have  repeatedly  normal  hepatic  tests. 
Thus  they  restate  one  of  the  objections  to  the 
screening  of  blood  donors  by  the  thymol  tur- 
bidity test  and  present  a new  one. 

It  is  evident  that  the  screening  of  blood  donors 
by  thymol  turbidity  determinations  is  an  imprac- 
tical method  for  detecting  carriers  of  viral  hepa- 
titis because  of  the  high  rate  (10  to  15  per  cent) 
of  elevated  thymol  turbidity  levels  in  the  normal 
population  whereas  the  rate  among  carriers  of 
viral  hepatitis  is  much  lower  (0.5  per  cent)  be- 
cause of  the  problem  of  lactescence  in  casual 
blood  specimens  and  because  some  carriers  of 
viral  hepatitis  have  normal  hepatic  tests.  In 
view  of  these  disadvantages  this  method  cannot 
be  recommended. 

Summary  and  Conclusions 

1.  Homologous  serum  hepatitis  following 
whole  blood  transfusions  is  an  important  public 
health  problem. 

2.  In  10.36  per  cent  of  screened  normal  blood 
donors  there  were  positive  thymol  turbidity  tests. 

3.  Lactescence  is  a problem  in  evaluating  the 
thymol  turbidity  test  in  blood  donors. 

4.  The  use  of  the  thymol  turbidity  liver 
function  test  for  screening  blood  donors  has 
several  disadvantages  which  limit  its  usefulness. 


5.  There  is  an  urgent  need  for  a specific,  relia- 
ble laboratory  method  to  identify  blood  donors 
who  carry  the  hepatitis  virus. 

The  author  wishes  to  express  his  appreciation  to  Dr.  A.  E. 
Sobel  of  the  Department  of  Biochemistry  for  his  technical 
aid  and  advice  in  organizing  the  problem;  also  to  Dr.  A.  S. 
Wiener  of  the  Division  of  Immunohematology  and  Blood 
Transfusion  Service,  Dr.  M.  J.  Matzner  of  the  Division  of 
Gastroenterology,  and  Dr.  F.  Traub  of  the  Department  of 
Microbiology  for  their  assistance. 
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The  death  rate  from  pneumonia,  influenza,  and 
tuberculosis  has  dropped  about  90  per  cent  since 
1900  in  the  United  States,  Health  Information 


Foundation  reports.  HIF  attributes  the  improve- 
ment to  medical  advances,  particularly  new  drugs, 
and  to  better  living  conditions. 
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Nonspecific  granulomatous  inflammation 
of  the  ileum,  first  described  by  Crohn, 
Ginzburg,  and  Oppenheimer1  and  called  regional 
ileitis,  was  initially  considered  to  be  limited  to 
the  terminal  ileum.  Jejunal2  and  colonic3  in- 
volvement were  subsequently  noted,  and  the 
concept  of  this  disease  was  expanded  to  include 
within  its  anatomic  domain  most  of  the  gastro- 
intestinal tract.  Regional  enteritis  and  colitis 
are  familiar  to  us,  and  the  term  diffuse  jejuno- 
ileitis  has  been  applied  to  those  instances 
in  which  segments  of  the  entire  small  intestine 
are  involved  with  “skip  lesions”  of  this  granulo- 
matous process. 

More  recently  reports  have  indicated  the 
recognition  of  more  proximal  involvement  of  the 
stomach  and  duodenum  and  even  the  esophagus. 
Since  1939  Ragnotti,4  Shapiro,5  Menzel  and 
Boving,6  and  Janus7  have  presented  their  find- 
ings of  duodenal  and  jejunal  disease,  and  in  1949 
Ross8  reported  a patient  with  gastric  as  well  as 
distal  disease.  The  excellent  paper  by  Comfort 
et  aid  in  1950  analyzed  three  cases  of  gastro- 
duodenojejunal  granulomatous  disease.  The 
present  author10  collaborated  in  a presentation 
of  three  additional  cases  in  1955.  Additional 
case  reports11-18  bring  the  total  available  in  the 
literature  to  24.  In  Table  I are  listed  all  of  the 
reports  in  the  literature  in  chronologic  order. 


It  is  the  author’s  purpose  to  review  and  eval- 
uate the  various  clinical  facets  of  this  disease 
process  and  to  indicate  the  surgeon’s  role  in 
therapy. 

Etiology 

It  is  apparent  that  very  little  is  known  of  the 
etiology  of  either  proximal  or  distal  granulo- 
matous disease  of  the  gastrointestinal  tract. 
In  fact,  it  can  be  said  that  in  order  to  establish 
the  diagnosis  of  nonspecific  granulomatous 
disease,  a definite  etiologic  factor  must  be  missing. 
Among  the  24  reported  cases  there  were  no 
specific  etiologic  factors,  such  as  syphilis,  tuber- 
culosis, amebiasis  or  other  parasitic  infestations, 
amyloidosis,  or  sarcoid. 

Three  of  the  various  suggested  causes  bear 
discussion.  The  first  is  that  the  presence  of 
this  process  in  different  segments  of  the  gastro- 
intestinal tract  may  represent  a generalized 
reaction  to  stress  on  the  part  of  the  tract.  Just 
as  some  individuals  may  react  with  peptic 
ulcer  and  some  with  ulcerative  colitis,  so  others 
may  respond  with  a granulomatous  reaction  in 
the  gastrointestinal  tract.  The  stimulus  may 
be  stress  only,  but  one  must  postulate  an  under- 
lying predisposition  which  renders  the  gastro- 
intestinal tract  vulnerable. 
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Since  granulomatous  inflammation  is  the  out- 
standing pathologic  feature  suggesting  reaction 
to  a foreign  body,  the  ingestion  of  foreign  bodies 
has  been  considered  as  a possible  factor.  One 
of  the  few  successful  laboratory  methods  of 
producing  a chronic  enteritis  involves  the  feeding 
of  ground  glass  to  animals,19  and  the  suggestion 
has  been  advanced  that  tooth  paste  containing 
silicon  dioxide  may  provide  the  material  for 
the  production  of  the  disease  in  humans. 

Pathology 

When  proximal  granulomatous  inflammation 
is  encountered  at  the  operating  table,  the  in- 
volved segments  of  the  stomach  and  duodenum 
are  diffusely  thickened.  The  serosa  is  engorged 
and  reddened,  and  the  neighboring  lymph  nodes 
are  uniformly  enlarged.  The  process  in  the 
stomach  may  be  so  advanced  as  to  simulate  a 
tumor.  Gastrotomy  will  verify  the  absence  of 
a neoplasm,  but  the  walls  of  the  stomach  may 
at  times  be  quite  thick  and  dull  gray  in  color 
and  overlaid  by  acutely  inflamed  mucous  mem- 
brane with  thickened  folds  and  small,  superficial 
ulcerations.  The  duodenum  is  thick-walled  and 
is  occasionally  converted  into  a semirigid  tube. 
The  periduodenal  tissues  and  pancreatic  capsule 
may  be  inflamed  and  edematous. 

Review  of  the  available  microscopic  reports 
disclosed  multiple,  shallow  ulcerations  of  the 
stomach,  coated  with  a fibrinopurulent  exudate, 
penetrating  through  and  destroying  the  muscu- 
laris  mucosa.  In  the  adjacent  intact  mucosa 
there  were  many  polymorphonuclear  leukocytes, 
and  in  the  mucous  glands  and  in  the  inter- 
stitial tissues  were  increased  numbers  of  lympho- 
cytes and  plasma  cells.  The  submucosa  was 
uniformly  thickened  with  fibrosis  and  infiltrated 
by  collections  of  lymphocytes  and  plasma  cells. 
In  six  cases  there  were  found  tubercles  with 
epithelioid  and  giant  cells.  In  four  cases  tuber- 
cles were  absent. 

Of  major  interest  was  the  absence  of  fistuli- 
zation  between  stomach  or  duodenum  and  ad- 
jacent structures.  In  contrast  to  ileal  disease 
there  is  no  tendency  for  the  stomach  and  duo- 
denum to  perforate  and  involve  nearby  tissues 
and  organs. 

Clinical  Findings 

The  sex  of  22  of  the  24  patients  was  recorded. 
Fifteen  were  males,  and  seven  were  females. 


Their  ages  ranged  from  nine  to  sixty-two  years 
with  an  average  of  twenty-eight  and  one-half 
years. 

There  are  no  specific  or  pathognomonic  signs 
or  symptoms  of  granulomatous  disease.  The 
clinical  picture  will  vary  according  to  that  area 
in  which  the  process  has  originated.  If  ileitis 
is  present  initially,  the  well-known  syndrome  of 
lower  abdominal  pains,  diarrhea,  fever,  weight 
loss,  and  rectal  suppuration  will  be  present. 
Should  proximal  disease  subsequently  follow, 
additional  signs  and  symptoms  will  appear. 
The  development  of  disease  in  the  esophagus 
is  heralded  by  heartburn  and  retrosternal  pain, 
as  described  by  Heffernon.14  There  may  be 
progression  to  severe  dysphagia  due  to  narrowing 
of  the  inflamed  esophagus.  Comfort  et  al. 9 
have  outlined  a group  of  symptoms  encountered 
in  patients  with  gastric  and  duodenal  involve- 
ment. These  include  continuous  and  intermit- 
tent upper  abdominal  pains  made  worse  by  the 
ingestion  of  food,  associated  with  loss  of  weight 
and  strength,  nausea,  vomiting,  and  diarrhea. 
Gastric  retention  may  be  severe.  Evidence  of 
deficient  absorption  in  the  absence  of  extensive 
small  intestinal  involvement  can  occur,  resulting 
in  macrocytic  anemia,  hypolymphemia,  hypo- 
proteinemia,  hypocalcemia,  hypoprothrombin- 
emia,  and  a flat  oral  glucose  tolerance  curve. 
As  has  been  pointed  out  by  Brown  and  Sims,16 
many  of  these  symptoms  are  due  to  high  partial 
obstruction  and  are  not  specific  for  granulomatous 
disease,  since  they  have  been  known  to  occur  in 
mechanical  obstruction  of  the  upper  jejunum. 

Massive  bleeding  from  lesions  of  the  duodenum 
occurred  in  only  one  patient.  Physical  exam- 
ination will  reveal  varying  degrees  of  under- 
nutrition and  anemia.  Peripheral  lymphade- 
nopathy  may  be  present.  Splenomegaly  and 
hepatomegaly  are  not  infrequently  encountered, 
making  the  differential  diagnosis  a problem. 

There  are  no  unusual  laboratory  features 
which  are  of  diagnostic  value.  Secondary  ane- 
mia, leukopenia,  and  elevated  blood  sedimen- 
tation rates  are  frequently  present.  There  is 
evidence  of  disturbed  liver  function  when  under- 
nutrition is  present.  In  several  cases  the  stools 
have  shown  occult  blood  due  to  bleeding  from 
ulcerations.  Gastric  analysis  has  revealed  no 
particular  elevation  of  hydrochloric  acid,  and 
in  longstanding  cases  hypoacidity  and  anacidity 
may  be  present.  Occult  blood  has  been  demon- 
strated in  the  gastric  contents. 
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the  antrum  of  the  stomach.  Fig‘  2‘  Proximal  granulomatous  disease  involving 

the  second  portion  of  the  duodenum. 


Endoscopic  procedures  have  been  reported. 
Esophagoscopy  in  one  case  in  which  x-rays 
had  shown  a polypoid  mass  in  the  lower  esopha- 
gus revealed  inflammation  in  this  region.  Gas- 
troscopy has  disclosed  diffuse  superficial  gas- 
tritis with  multiple  areas  of  superficial  ulceration. 
This  is  the  picture  of  superficial  gastritis  and  is 
not  necessarily  indicative  of  granulomatous 
disease. 

Radiologic  Features 

Radiologic  examination  has  been  of  value  in 
locating  the  site  of  disease  in  the  proximal 
gastrointestinal  tract.  Thus  far  no  features 
specific  for  granulomatous  disease  have  been 
uncovered. 

The  single  case  in  which  the  esophagus  was 
diseased  showed  slight  dilatation  of  the  esophagus 
above  the  distal  third.14  A polypoid  mass  about 
2 cm.  in  diameter  was  demonstrated  within  the 
lumen  of  the  distal  third  of  the  esophagus  with 
disappearance  of  the  normal  esophageal  mucosal 
pattern  adjacent  to  the  mass. 

The  radiologic  appearance  in  the  gastric  cases 
has  usually  been  that  of  pyloric  obstruction. 
A variably  dilated  stomach  has  been  demon- 
strated proximal  to  a prepyloric  area  of  constric- 
tion in  which  the  normal  mucosal  pattern  is  not 
discernible  (Fig.  1).  A peculiar  stippling  of  the 
mucosa  of  the  stomach  has  been  noted.  The 
appearance  may  be  indistinguishable  from  car- 
cinoma, especially  if  the  duodenal  bulb  reveals 
no  abnormality. 


Fig.  3.  Typical  regional  ileitis. 


When  duodenal  involvement  is  present,  the 
bulb  may  be  deformed  or  even  obliterated.  The 
second  portion  of  the  duodenum  may  be  narrow 
and  rigid  with  complete  loss  of  the  normal 
mucosal  architecture  (Fig.  2).  Small  ulcer- 
ations are  sometimes  identifiable  when  the  distal 
duodenum  and  proximal  jejunum  are  diseased. 
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The  bowel  may  appear  as  a rigid  tube  with  loss 
of  the  usual  mucosal  pattern.  Obstruction  and 
dilatation  of  segments  proximal  to  the  involved 
area  are  not  uncommon.  When  the  terminal 
ileum  is  diseased,  the  well-known  radiographic 
appearance  of  regional  ileitis  will  be  present 
(Fig.  3). 

Differential  Diagnosis 

The  positive  preoperative  diagnosis  of  non- 
specific granulomatous  disease  of  the  proximal 
gastrointestinal  tract  is  virtually  impossible, 
since  it  will  depend  on  exclusion  of  diseases  with 
granuloma-producing  qualities.  Despite  the 
most  painstaking  efforts  to  exclude  these  proc- 
esses, a precise  diagnosis  will  require  surgical 
exploration  in  most  cases. 

Syphilis  of  the  stomach  is  rare,  paralleling 
the  diminishing  incidence  of  venereal  disease. 
The  presence  of  a positive  serologic  test  and  the 
fairly  characteristic  roentgenologic  appearance 
of  a linitis  plastica  leather-bottle  type  of  stomach 
should  aid  in  the  diagnosis.  None  of  the  author’s 
cases  or  those  reviewed  demonstrated  a positive 
Wassermann  test. 

Tuberculosis  must  always  be  considered  in 
the  differential  diagnosis  but  is  rarely  encountered 
in  the  stomach.  The  negative  chest  film  and 
the  absence  of  tubercle  bacilli  in  the  sputum 
and  gastric  washings  will  be  of  value. 

Carcinoma  of  the  stomach  may  present  the 
most  frequent  diagnostic  problem.  Despite 
careful  radiologic  study,  gastroscopy,  gastric 
biopsy,  and  cytologic  studies,  clarification  has 
depended  on  surgical  exploration.  Lymphomas 
involving  the  stomach  and  bowel,  such  as 
Hodgkin’s  disease  and  lymphosarcoma,  may 
present  the  same  picture,  clinically  and  radio- 
graphically, as  granulomatous  disease.  The 
radiographic  features  in  lymphomas  are  usually 
those  of  a mass  with  distortion  of  the  mucosa, 
but  obstruction  is  not  common.  In  these 
instances  peripheral  lymph  gland  biopsy,  gastric 
cytology,  or  a chest  film  will  clarify  the  problem. 

Boeck’s  sarcoid  involving  the  stomach  has 
been  reported.20  The  presence  of  the  disease 
in  the  lungs,  lymph  glands,  and  skin  may  help  in 
differentiation. 

Amyloidosis  of  the  stomach  may  be  primary 
or  part  of  a generalized  infiltration  secondary  to 
suppurative  disease  or  multiple  myeloma.  The 
over-all  clinical  picture  should  aid  in  differen- 
tiation. Eosinophilic  granuloma  of  the  stomach 


may  be  suspected  in  patients  with  a mass  and 
a very  high  eosinophilia  in  the  peripheral  blood. 

Carcinoma  of  the  pancreas  and  retroper- 
itoneal tumors  may  produce  a clinical  and  radio- 
graphic  picture  requiring  differentiation.  Pan- 
creatic function  tests  and  peripheral  lymph 
node  biopsy  may  help  to  distinguish  these,  but 
the  diagnosis  again  will  depend  on  exploration. 

The  various  well-known  forms  of  gastritis 
would  not  seem  to  be  related  to  the  syndrome  of 
proximal  nonspecific  granulomatous  disease. 
None  of  the  cases  of  superficial  or  atrophic 
gastritis,  as  identified  by  the  gastroscope,  has 
progressed  to  involvement  of  the  deeper  layers  of 
the  stomach  wall  with  mass.  Where  a mass  has 
been  associated  with  superficial  or  atrophic 
gastritis,  a specific  underlying  disease,  such  as 
carcinoma  or  a penetrating  peptic  ulcer,  has 
been  identified.  However,  hypertrophic  gas- 
tritis may  produce  a mass  by  virtue  of  its  involve- 
ment of  the  mucosa  and  submucosa,  but  this 
gastroscopic  picture  has  not  been  noted  in  any 
of  the  cases  of  nonspecific  granulomatous  dis- 
ease. 

A patient  with  known  regional  ileitis  who 
develops  nausea,  vomiting,  and  upper  abdominal 
pain  merits  study  of  the  stomach  and  duodenum 
before  his  symptoms  are  ascribed  to  the  ileitis. 

One  of  the  patients  in  this  series  was  treated 
for  anorexia  nervosa  and  psychoneurosis  before 
complete  study  disclosed  proximal  and  distal 
disease.16 

Classification 

Study  of  the  clinical  patterns  in  the  24  cases 
under  consideration  permits  classification  into 
four  groups. 

Group  1. — Distal  disease  followed  by  prox- 
imal disease  (Cases  7,  15,  16,  18,  21,  and  24, 
Table  I).  This  group  includes  six  patients  with 
known,  typical  regional  enteritis  or  a history 
compatible  with  this  disease  who  subsequently 
developed  proximal  involvement.  The  time 
interval  prior  to  the  development  of  proximal 
disease  varied  from  one  to  five  years. 

The  relatively  small  number  of  patients  in 
this  group  would  indicate  that  the  vast  majority 
of  patients  with  regional  ileitis  do  not  develop 
proximal  disease  in  the  stomach  and  duodenum. 
Nevertheless,  the  possibility  of  such  extension 
is  highlighted  by  these  cases  and  should  be 
suspected  in  patients  with  ileitis  who  develop 
symptoms  of  upper  abdominal  disease. 
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TABLE  I. — Reports  of  Proximal  Involvement  in  Nonspecific  Granulomatous  Disease 


Case 

Age 

Sex 

Site  of  Involvement 

Author 

Date 

1 

50 

M 

Duodenum,  jejunum 

Ragnotti4 

1939 

2 

Duodenum,  jejunum 

Shapiro5 

1939 

3 

Duodenum,  jejunum 

Shapiro6 

1939 

4 

38 

F 

Duodenum,  jejunum 

Menzel  and  Boving6 

1946-1947 

5 

62 

F 

Duodenum,  jejunum 

Menzel  and  Boving6 

1946-1947 

6 

22 

M 

Duodenum,  jejunum 

Janus1 

1948 

7 

21 

F 

Stomach,  small  intestine,  colon 

Ross8 

1949 

8 

30 

M 

Duodenum 

Massachusetts  General  Hospital11 

1949 

» 

31 

F 

Duodenum,  jejunum 

Comfort  et  al .» 

1950 

10 

22 

M 

Stomach,  duodenum,  small  intestine 

Comfort  et  al.9 

1950 

11 

36 

M 

Stomach,  duodenum,  jejunum 

Comfort  et  al.9 

1950 

12 

27 

M 

Duodenum,  jejunum,  ileum 

Carlisle  and  Judd12 

1952 

13 

23 

F 

Stomach,  ileum,  colon 

Martin  and  Carr13 

1953 

14 

48 

M 

Esophagus,  stomach,  duodenum,  jejunum 

Heffernon  and  Kepkay14 

1954 

15 

20 

M 

Stomach,  duodenum,  ileum 

Heffernon  and  Kepkay14 

1954 

16 

34 

M 

Stomach,  duodenum,  ileum,  colon 

Richman  et  al.10 

1954 

17 

9 

M 

Stomach,  small  intestine 

Richman  et  al .10 

1954 

18 

39 

M 

Duodenum,  jejunum 

Roberts  et  al.16 

1954 

19 

34 

F 

Duodenum 

Brown  and  Sims16 

1954 

20 

24 

F 

Duodenum,  ileum 

Brown  and  Sims16 

1954 

21 

24 

M 

Duodenum,  jejunum,  ileum 

Segal  and  Serbin17 

1956 

22 

30 

M 

Duodenum 

Berk18 

1956 

23 

32 

M 

Duodenum,  jejunum 

Berk18 

1956 

24 

28 

M 

Duodenum,  ileum,  cecum 

Berk18 

1956 

Group  2.- — Proximal  disease  followed  by 
distal  disease  (Cases  10  and  12,  Table  I).  These 
two  patients  were  operated  on  because  of  upper 
gastrointestinal  symptoms  and  were  discovered 
to  have  proximal  disease.  Subsequently  the 
development  of  lower  abdominal  pain  and  diar- 
rhea led  to  the  discovery  of  ileitis. 

Group  3. — Proximal  and  distal  disease  occur- 
ring simultaneously  (Cases  13,  17,  and  20, 
Table  I).  Nausea,  vomiting  and  upper  abdom- 
inal pain,  as  well  as  diarrhea,  occurred  in  these 
patients,  and  exploration  disclosed  both  proximal 
and  distal  disease. 

Group  4. — Disease  limited  to  the  stomach 
and  duodenum  with  or  without  adjacent  eso- 
phageal or  jejunal  involvement  (Cases  1 to  6,  8, 
9,  11,  14,  19,  22,  and  23,  Table  I).  This  group 
comprised  13  patients  representing  the  most 
common  variant.  Follow-up  reports  will  be  of 
interest  to  indicate  whether  subsequent  distal 
disease  will  supervene. 

Treatment 

To  date  there  is  no  available,  planned,  ther- 
apeutic approach  to  proximal  granulomatous 
disease.  If  it  were  possible  to  establish  an 
unequivocal  diagnosis  by  nonoperative  means, 
then  it  would  appear  reasonable  to  pursue  a 
course  of  medical  treatment,  reserving  surgery 
for  complications.  This  policy  is  generally  in 
effect  in  this  country  for  the  treatment  of 
regional  ileitis  which  lends  itself  to  diagnosis  by 
clinical  and  radiographic  means.  Unfortunately 


the  situation  is  more  complicated  in  proximal 
disease  where  gastric  involvement  must  be 
distinguished  from  carcinoma  and  lymphosar- 
coma and  duodenal  involvement  results  fre- 
quently in  obstruction.  Indeed,  the  most  com- 
mon indications  for  surgery  in  the  present  series 
have  been  duodenal  or  pyloric  obstruction  and 
exploration  to  determine  the  nature  of  the 
gastric  lesion. 

Simple  gastrojejunostomy  is  indicated  for 
pyloric  obstruction.  Vagotomy  will  be  desir- 
able in  patients  with  free  hydrochloric  acid  to 
avoid  the  possible  development  of  a gastro- 
jejunal  ulcer. 

Subtotal  gastrectomy  for  lesions  limited  to  the 
stomach  and  first  portion  of  the  duodenum  would 
appear  attractive  in  a good  risk  patient.  It 
should  be  noted,  however,  that  development  of 
granulomatous  disease  and  subsequent  stric- 
ture in  the  third  portion  of  the  duodenum 
proximal  to  the  gastrojejunostomy  may  cause 
duodenal  stump  blowout  later.  In  addition, 
unrecognized  disease  at  the  site  of  the  duodenal 
stump  could  very  well  retard  healing  of  the  stump 
with  resulting  early  duodenal  fistula. 

Excisional  surgery  for  lesions  of  the  second, 
third,  and  fourth  portions  of  the  duodenum  in 
the  debilitated,  poor  risk  patient  would  not 
appear  to  be  warranted  for  a disease  process 
which  may  be  uninfluenced  and  later  involve 
the  region  of  the  anastomosis.  However,  re- 
section may  be  necessary  in  cases  of  massive 
hemorrhage  and  failure  to  exclude  malignancy. 
For  localized  lesions  of  the  distal  duodenum 
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a bypassing  anastomosis  between  the  jejunum 
and  the  first  portion  of  duodenum  would  be 
the  best  physiologic  approach.  It  is  extremely 
important  that  the  surgeon  be  certain  that  the 
anastomosis  is  made  between  healthy  tissues, 
and  frozen  sections  of  the  areas  to  be  joined 
are  advisable  before  the  anastomosis  is  completed. 

The  surgeon  in  cooperation  with  the  internist 
should  make  every  effort  to  get  these  frequently 
debilitated  patients  into  as  good  condition  as 
possible  prior  to  operation.  Anemia,  hypopro- 
teinemia,  and  avitaminosis  should  be  corrected 
with  transfusions  of  whole  blood  and  vitamins. 
Fluid  and  electrolyte  balance  will  require  careful 
attention  in  those  individuals  with  diarrhea  or 
high  obstruction.  Gastric  lavages  will  reduce 
edema  of  the  gastric  wall  in  patients  with  pyloric- 
obstruction  and  permit  better  healing  of  suture 
lines. 

The  medical  approach  to  the  therapy  of  this 
interesting  syndrome  has  not  been  too  rewarding, 
as  illustrated  by  the  ultimate  resort  to  surgery 
in  all  of  the  cases  in  this  series.  However,  as 
our  experience  increases,  it  is  hoped  that  some 
of  these  patients  will  respond  to  nonoperative 
measures.  Medical  treatment  includes  rest  and 
supportive  measures,  such  as  a high-caloric 
diet  rich  in  vitamins  and  hematinics  for  secondary 
anemia.  Sedatives  and  antispasmodics  should 
be  used,  including  phenobarbital  and  atropine. 
Intestinal  antiseptics,  such  as  Sulfasuxidine  and 
the  broad-spectrum  antibiotics,  have  been  used 
with  benefit. 

Cortisone  and  ACTH  have  been  helpful  in 
some  instances,  but  the  possibility  of  perforation 
in  the  course  of  hormonal  treatment  should  be 
borne  in  mind. 

Radiation  therapy  with  x-rays  has  not  proved 
of  value  either  as  palliation  or  cure. 

Follou'-up  and  Mortality 

Available  follow-up  data  in  patients  with 
classic,  regional  ileitis  disclose  a recurrence 
rate  of  28.9  per  cent  for  the  exclusion  operation 
and  21.8  per  cent  for  the  resection  operation.21 
It  also  has  been  established  in  regional  ileitis 
that  recurrences  can  occur  as  late  as  nineteen 
and  twenty-four  years  after  primary  operation.22 
It  is  not  unreasonable  to  predict  similar  behavior 
from  proximal  granulomatous  disease.  It  is  to 
be  hoped  that  long-term  follow-up  reports 
eventually  will  be  presented  in  the  literature  to 
clarify  the  ultimate  end  result. 


Follow-up  reports,  ranging  from  one  month 
to  five  years,  were  available  in  13  of  the  24  cases 
in  the  present  series.  Two  patients  followed 
for  two  and  one-half  years  were  asymptomatic. 
Seven  patients  followed  for  shorter  periods  of 
time  were  reported  as  good  results  with  main- 
tenance of  weight  but  with  occasional  diarrhea. 
The  patient  followed  for  five  years  had  some 
persistent  symptoms  requiring  cortisone  for 
relief.  Cortisone  and  ACTH  have  been  used 
with  favorable  results  in  several  patients  for 
flare-ups  of  disease.  Deep  x-ray  therapy  has 
not  been  effective,  either  as  a cure  or  for  symp- 
tomatic relief. 

Four  patients  are  known  to  have  died.  These 
are  presented  as  evidence  of  the  seriousness  of 
granulomatous  disease  and  its  sequelae. 

Case  9 (Table  I)  was  a thirty-one-year-old 
female  who  had  involvement  of  the  entire  duo- 
denum and  proximal  jejunum.  A simple  ex- 
ploration was  performed,  and  she  was  reported 
well  seven  months  later.  She  subsequently  died 
in  another  country  thirteen  months  after  op- 
eration. The  cause  of  death  was  not  known. 

Case  10  (Table  I)  was  a twenty-two-year-old 
male  with  involvement  of  the  stomach,  duo- 
denum, and  small  intestine.  A posterior  gastro- 
enterostomy was  performed  for  obstruction  of 
the  third  portion  of  duodenum.  He  remained 
well  for  two  years  but  returned  because  of 
recurrent  upper  abdominal  pain.  He  collapsed 
and  died  under  observation  in  the  hospital. 
The  cause  of  death,  as  revealed  at  autopsy, 
was  adrenal  hemorrhage.  In  addition,  the 
stomach,  duodenum,  and  small  intestine  showed 
granulomatous  disease. 

Case  12  (Table  I)  was  a twenty-seven-year- 
old  male  who  had  a posterior  gastroenterostomy 
for  obstruction  of  the  second  portion  of  duo- 
denum. He  subsequently  required  subtotal 
gastrectomy  because  of  narrowing  of  the  gastro- 
enterostomy stoma.  Fifteen  months  later  a 
biliary  fistula  developed  which  represented  a 
late  duodenal  stump  blowout  secondary  to  duo- 
denal obstruction  distal  to  the  stump.  This 
patient  died  nineteen  days  after  operation  for 
the  fistula.  He  was  found  to  have  widespread 
regional  ileitis  as  well  as  proximal  disease. 

Case  14  (Table  I)  was  a forty-eight-year-old 
male  who  had  involvement  of  the  esophagus, 
stomach,  duodenum,  and  jejunum.  Because  of 
bleeding  from  two  large  ulcers  on  the  posterior 
wall  of  the  third  portion  of  the  duodenum,  a 
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resection  of  this  segment  was  performed  with 
end-to-end  anastomosis.  Further  massive  bleed- 
ing necessitated  re-exploration  on  the  third 
postoperative  day,  and  resection  of  2 feet  of 
jejunum  was  performed.  Death  ensued  eight 
days  later.  No  autopsy  was  performed. 

It  is  clear  from  the  foregoing  data  that  surgical 
treatment  affords  good  palliation  but  is  by  no 
means  a cure  for  proximal  granulomatous 
disease. 

Summary 

A review  of  24  reported  cases  of  nonspecific 
granulomatous  disease  of  the  proximal  gastro- 
intestinal tract  indicates  that  this  disease  may 
occur  in  association  with  regional  ileitis  or  as  an 
isolated  entity.  The  etiology  is  obscure.  Of 
interest  in  the  pathologic  picture  is  the  absence 
of  spontaneous  fistulization.  The  major  symp- 
toms are  due  to  obstruction  of  the  duodenum 
or  stomach.  Surgery  has  been  required  for 
definitive  diagnosis  and  treatment  in  most 
cases  and  presents  some  important  problems 
in  management  because  of  the  location  of  the 
disease  and  the  difficulty  of  constructing  anas- 
tomoses through  diseased  tissues.  There  is  no 
specific  medical  management  other  than  symp- 
tomatic therapy,  but  the  use  of  cortisone  and 
ACTH  has  proved  to  be  of  some  value. 

69  South  Moger  Avenue 
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Advertising  With  a Modern  Twist 


The  Scharringhausen  Pharmacy  in  suburban  Park 
Ridge  can  turn  out  advertising  copy  that  “sings.” 
For  instance,  a recent  ad  in  the  Park  Ridge  Herald 
read:  “Tranquilizer!  ...  No  Prescription  Needed! 
. . . May  be  Habit-Forming!  . . . Recommended 
by  Many  Physicians!  . . . Not  For  Sale — It’s  Free! 

“Those  statements  may  sound  contradictory  but 


they’re  all  true,  for  the  ‘Peace  of  God  That  Passeth 
All  Understanding’  is  indeed  a tranquilizer  of  recog- 
nized merit.” 

Then  the  advertisement  urged  readers  to  attend 
the  “church  of  your  choice”  during  the  Lenten  sea- 
son. 

— Secretary’ s Letter , April  25,  1957 
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Editor’s  Note. — In  the  obstetric  practice  of  today  problems  frequently  arise  concerning 
the  selection  of  an  appropriate  analgesic  and  anesthetic  to  ease  the  expectant  mother  through 
labor  and  to  obtain  optimal  relief  of  pain  during  delivery,  always  bearing  in  mind  the  neces- 
sity to  avoid  untoward  effects  in  the  mother  and  her  baby.  In  addition,  growing  recognition 
of  the  important  role  played  by  the  anesthesiologist  in  the  conduct  of  modern  obstetric  pro- 
cedure has  made  necessary  a reappraisal  of  responsibilities  shared  by  the  anesthesiologist 
and  the  obstetrician  when  working  as  a unit  with  the  pediatrician  to  assure  maximal  condi- 
tions of  safety.  These  important  problems  are  considered  in  the  ensuing  panel  discussion 
on  the  present  status  of  obstetric  analgesics  and  anesthetics,  their  indications,  limitations, 
and  future  possibilities. 


Panel  Discussion 

Obstetric  Anesthesia  and  Analgesia 

Participants 

Charles  A.  Gordon,  M.D.,  Moderator,  Emeritus  Professor,  Department  of 
Obstetrics  and  Gynecology,  State  University  of  New  York  College  of  Medicine 
at  New  York  City 

Virginia  Apgar,  M.D.,  Professor  of  Anesthesiology,  College  of  Physicians  and 
Surgeons,  Columbia  University,  New  York  City 

Alan  F.  Guttmacher,  M.D.,  Professor  of  Clinical  Obstetrics  and  Gynecology, 
College  of  Physicians  and  Surgeons,  and  Director  of  Obstetrics  and  Gynecology, 
Mount  Sinai  Hospital,  New  York  City 

Irving  M.  Pallin,  M.D.,  Professor  of  Clinical  Anesthesiology,  State  University 
College  of  Medicine  at  New  York  City,  and  Director  of  Anesthesiology,  Jewish 
Hospital  of  Brooklyn 

Lawrence  B.  Slobody,  M.D.,  Director  and  Professor,  Department  of  Pediatrics, 
New  York  Medical  College-Metropolitan  Medical  Center,  New  York  City 


Presented  at  an  open  meeting  of  the  Special  Committee  on 
Infant  Mortality,  Medical  Society  of  the  County  of  New 
York,  January  17,  1957;  Dr.  Carl  Goldmark,  chairman,  and 
Dr.  Harold  Abramson,  secretary,  145  East  61st  Street, 
New  York  21,  New  York.  The  following  are  members  of 
the  committee:  Drs.  Virginia  Apgar,  Gustave  J.  Beck, 

William  Beinfeld,  Joseph  Constantine,  Edwin  Gold,  Peter 
Gruenwald,  Duncan  Holaday,  Harold  Jacobziner,  David 
Lehr,  Walter  Levy,  Benjamin  Marbury,  Jean  Pakter,  William 
Silverman,  Lawrence  B.  Slobody,  Martin  L.  Stone,  Lotte 
Strauss,  Edward  Wasserman,  Leo  Wilson,  and  Louis  Wey- 
muller,  and  Mr.  Herbert  Rich. 


Dr.  Carl  Goldmark  Chairman:  I must  say 
that  we  are  very  gratified  to  see  the  turnout  this 
evening.  It  shows  that  the  problem  to  be  dis- 
cussed is  timely.  (Dr.  Goldmark  then  introduced 
the  members  of  the  panel.)  I will  turn  the  chair 
over  to  the  moderator,  Dr.  Charles  Gordon. 

Dr.  Charles  A.  Gordon:  Mr.  Chairman, 
ladies,  and  gentlemen.  As  I see  it,  the  object  of 
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this  discussion,  or  let  us  say  the  purpose  of  it, 
is  to  accent  the  importance  of  teamwork  between 
the  obstetrician  and  the  anesthesiologist,  the  ob- 
stetrician and  the  pediatrician,  and  the  anes- 
thesiologist and  the  pediatrician.  It  has  been 
my  experience  over  many  years  that  the  pedia- 
trician has  little  contact  with  the  anesthesiolo- 
gist. For  the  most  part  the  pediatrician  is  given 
a baby  to  be  responsible  for.  He  does  not  know 
what  analgesia  the  mother  had  before  delivery  or 
what  anesthesia  she  had  during  delivery. 
Whether  the  pediatrician  should  know  this  I leave 
for  him  to  say  tonight.  I think  he  should  know. 

We  are  here  tonight  to  develop  a discussion 
which  will  be  confined  to  the  effects  of  anes- 
thesia and  analgesia  on  the  newborn.  In  the 
first  place  I think  anesthesia  is  dangerous. 
Perhaps  my  colleagues  will  not  agree.  In  my 
opinion  analgesia  is  also  dangerous,  particularly 
to  the  baby.  I spent  some  time  looking  at  dic- 
tionaries to  discover  what  the  real  difference  is 
between  anesthesia  and  analgesia.  I came  up 
with  this.  Analgesia  means  absence  of  sensibility 
to  pain.  Anesthesia  means  loss  of  sensation. 
I do  not  feel  there  is  a great  deal  of  difference 
between  these  two.  Of  course  we  understand 
what  we  mean  when  we  discuss  anesthesia  and 
analgesia.  As  a matter  of  definition,  however, 
the  distinction  is  difficult,  and  certainly  as  far 
as  the  dictionary  is  concerned,  it  is  impossible. 

If  we  are  ever  going  to  get  statistics  on  the 
effect  of  analgesia  on  the  baby,  someone  has  to 
define  it.  The  same  goes  for  anesthesia.  We 
have  no  statistics  regarding  any  of  this.  We 
know  that  many  mothers  and  babies  have  died  of 
anesthesia.  I am  quite  sure  that  many  have 
also  died  of  analgesia  or  whatever  drugs  they 
have  had  before  the  anesthetic  for  delivery.  If 
maternal  deaths  are  reported  by  the  doctor  as 
due  to  general  anesthesia,  spinal  anesthesia,  or 
aspiration  of  vomitus  due  to  anesthesia,  these 
deaths  are  not  tabulated.  They  do  not  appear  in 
the  statistics.  Neither  the  Federal  government, 
the  City  of  New  York,  nor  anyone  else  has  any 
way  of  knowing  how  many  mothers  die  of  anes- 
thesia. We  find  that  out  from  case  records 
and  from  our  own  occasional  bitter  experience. 

As  far  as  the  babies  are  concerned,  there  is  even 
less  information  available.  I have  looked  over 
• 1 many  certificates  of  fetal  and  neonatal  deaths 
and  have  yet  to  see  one  which  lists  the  baby  as 
having  died  of  anesthesia,  let  alone  analgesia. 
Although  we  are  going  to  discuss  analgesia  as  a 


cause  of  death  in  the  newborn,  I doubt  if  we  will 
ever  see  a certificate  on  which  it  is  so  stated. 

Obstetricians  have  for  years  filled  the  literature 
with  their  wonderful  results  of  delivery,  particu- 
larly with  cesarean  section,  and  with  the  gradu- 
ally lessening  maternal  death  rate.  The  fre- 
quency of  cesarean  section  has  grown  rapidly. 
However,  in  the  literature  it  is  difficult  to  find  out 
whether  the  obstetrician  had  any  particular 
interest  in  the  newborn.  How  well  did  he  suc- 
ceed with  the  babies?  The  terms  “fetal  mortal- 
ity” and  “neonatal  mortality”  are  so  confused 
that  it  is  difficult  to  determine  the  facts. 

We  have  had  much  talk  of  “perinatal  mor- 
tality.” This  term  is  so  new  that  it  has  hardly 
reached  across  the  ocean.  We  hardly  ever  see  it 
in  foreign  literature.  In  many  ways  it  is  a good 
term  for  the  obstetrician.  From  his  point  of 
view  most  of  the  fatalities  in  the  newborn  occur 
within  the  first  twenty-four  hours  of  life.  The 
obstetrician  feels  that  the  shorter  the  time  the 
baby  lives,  the  more  he  is  willing  to  take  the  re- 
sponsibility for  death.  The  longer  the  baby 
lives,  the  more  it  becomes  a problem  that  he  is 
willing  to  turn  over  to  the  pediatrician.  The 
obstetrician  and  even  expert  observers  are  at 
times  unable  to  determine  when  a baby  is  still- 
born. A baby  born  alive  is  not  a fetus.  If  it 
lives  for  a few  minutes,  it  is  not  a fetal  death. 

We  have  here  a very  distinguished  group  who 
know  a great  deal  more  than  I about  much  of  this. 
I felt  that  presenting  this  idea  was  a good  way  to 
get  a program  going.  It  is  for  me  as  moderator 
to  make  a few  general  statements  and  let  my 
colleagues  here  talk  back  to  me.  I’ve  decided 
to  make  this  statement:  “It  can  be  assumed 
that  respiration  will  begin  sooner  or  later  if  the 
infant’s  heart  is  beating.  Good  oxygenation 
during  the  period  of  apnea  is  the  only  important 
thing.”  It  is  a broad  statement,  but  let  us  see 
where  it  leads. 

Mechanical  respirators  and  so-called  respira- 
tion-stimulating drugs  such  as  alpha-lobeline  are 
almost  worthless.  Some  of  you  have  not  seen 
pictures  of  the  Byrd  method,  the  Sylvester 
method,  resuscitation  basins,  and  of  jack-knifing 
the  baby,  particularly  by  the  Schultz  method 
in  which  the  baby  was  taken  by  the  arms  and 
thrown  over  the  obstetrician’s  shoulder.  The 
old  textbooks  contain  those  pictures;  the  new 
ones  do  not.  There  are  many  things  in  the  new 
textbooks  that  should  be  discussed.  For  ex- 
ample, to  resuscitate  the  baby  is  out  of  order. 
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Mouth-to-mouth  insufflation  is  still  advocated, 
although  it  is  attended  by  some  danger.  I re- 
call that  DeLee  once  had  a baby  going  for  four 
hours,  he  himself  breathing  into  the  baby’s 
mouth.  During  that  time  the  baby  had  good 
color  and  breathed.  He  finally  gave  up,  and  with 
a few  gasps  the  baby  died.  I dare  say,  it  may  be 
a revelation  to  some  of  you  to  think  that  men 
like  DeLee  could  take  hours  doing  that. 

In  my  experience  autopsies,  except  in  a few 
instances,  do  not  point  to  any  controllable  factor 
in  either  fetal  or  infant  deaths.  I think  it  is 
much  more  important  to  know  that  the  baby 
died  because  the  mother  had  placenta  previa  or 
abruptio  placentae  than  to  hear  that  the  baby 
died  of  abnormal  pulmonary  ventilation.  Ab- 
normal pulmonary  ventilation  is  an  unfor- 
tunate term.  It  seems  meaningless  to  go  to  all 
the  trouble  of  getting  autopsies  and  then  come 
up  with  that.  Dr.  Apgar,  we  would  be  glad  to 
hear  from  you. 

Dr.  Virginia  Apgar:  Dr.  Gordon’s  stimu- 
lating comments  bring  up  many  points  for  dis- 
cussion. With  regard  to  maternal  deaths,  at  the 
Sloane  Hospital  for  Women  since  1938  there  have 
been  two  related  to  anesthesia,  both  the  result  of 
aspiration  of  vomitus.  One  in  1938  was  a doc- 
tor’s wife  who  had  fully  regained  consciousness 
after  delivering  twins  under  light  nitrous  oxide 
anesthesia.  She  underwent  one  episode  of  mas- 
sive vomiting  and  aspirated  enough  to  cause  her 
death.  The  other  in  1950  proved  fatal  forty- 
eight  hours  after  aspiration  of  vomitus  during  a 
cesarean  section  under  cyclopropane  anesthesia 
after  delivery  of  the  infant.  This  experience 
represents  65,000  deliveries,  so  that  the  maternal 
death  rate  was  1 : 32,500  from  this  cause. 

Hingson  and  Heilman1  state  that  “The  weight 
of  evidence  seems  to  indicate  that  the  infant  is 
primarily  unaffected  by  control  of  maternal  pain.” 
We  have  agreed  in  the  past  with  this  opinion, 
provided  that  a competent  anesthesiologist  is 
collaborating  with  a skillful  obstetrician.  How- 
ever, since  we  have  files  full  of  obstetric  anes- 
thesia records,  it  seemed  wise  to  examine  this 
opinion  to  see  if  there  is  a factual  basis  for  it. 

There  are  three  situations  in  our  clinic  in 
which  the  death  rate  of  infants  seems  unduly 
high:  (1)  those  delivered  by  cesarean  section, 

(2)  those  delivered  by  breech  presentation,  and 

(3)  premature  infants  by  any  route.  These  three 
groups  were  examined  to  see  if  the  choice  of  anes- 
thesia method  has  any  relation  to  the  death  rate. 


In  some  instances  two  other  objective  criteria 
were  applied  when  such  data  were  available. 
One  of  these  is  the  infant’s  “score”  one  minute 
after  birth,2-3  which  is  based  on  five  easily 
observed  signs:  heart  rate,  respiratory  effort, 
muscle  tone,  reflex  irritability,  and  color.  It  is 
gratifying  to  note  that  the  method  is  apparently 
useful  to  other  clinics  as  well  as  ours.  Last 
Christmas  notes  from  Texas,  Winnipeg,  Adelaide, 
Australia,  and  Singapore  indicated  that  the 
method  has  wide  application. 

The  other  criterion  we  have  been  testing  for 
the  last  two  years  is  the  “time  of  sustained  respira- 
tion." I have  not  yet  arrived  at  a good  definition 
of  this  time,  but  it  is  easy  to  apply  in  the  delivery 
room.  “Breathing  time ” and  “crying  time"  have 
been  so  unsatisfactory  in  so  many  cases  that  we 
have  abandoned  it  in  favor  of  charting  the  time 
when  respiration  is  sustained,  that  is,  when  the 
infant  is  breathing  well  and  will  continue  to 
breathe  unless  something  very  unusual  happens. 

When  we  use  the  term  “regional  anesthesia,”  we 
mean  local  infiltration  and  pudendal,  spinal,  cau- 
dal, or  lumbar  epidural  blocks,  and  a very  small 
number  with  no  anesthesia  at  all.  In  this  clinic 
“general  anesthesia”  in  cesarean  sections  is  99  per 
cent  cyclopropane,  the  other  1 per  cent  being 
chloroform  or  trilene.  We  have  no  data  regarding 
ether  anesthesia. 

In  the  cesarean  section  group  we  have  compared 
only  truly  elective  sections,  that  is,  secondary,  or 
tertiary,  primary,  cephalopelvic  disproportion  in 
which  the  decision  to  perform  cesarean  section 
was  made  before  labor  began.  None  of  these 
patients  was  in  labor,  and  none  had  bleeding  or 
other  obstetric  complications.  In  four  years  we 
were  able  to  find  only  67  elective  sections  anes- 
thetized with  cyclopropane  and  oxygen  alone. 
No  Pentothal  or  relaxants  were  used  in  any 
case.  There  were  166  purely  elective  sections 
done  with  spinal  anesthesia  alone.  These  were 
not  supplemented  in  any  way  before  the  infant 
was  delivered.  The  trend  in  the  last  four  years 
has  been  to  do  all  elective  sections  with  spinal 
anesthesia  and  all  emergency  sections  with 
cyclopropane.  Last  year  there  were  only  two 
elective  sections  with  cyclopropane  anesthesia. 
In  emergency  sections  such  as  for  prolapsed  cord 
there  is  no  time  to  do  a spinal,  let  alone  field 
block  or  local  infiltration.  Two  large  breaths  of 
a generous  amount  of  cyclopropane  will  allow 
delivery  of  the  baby  in  a matter  of  seconds. 
In  severely  bleeding  cases  time  and  diminished 
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TABLE  I. — Condition  at  Birth  of  Babies  Born  bt 
Elective  Cesarean  Section  According  to  Type  of 
Anesthesia 


/ Scores*  t > 

Anesthesia 

0 to  4 

5 to  10 

Spinals 

1 

165 

Cyclopropane 

28 

39 

* A score  of  0 to  4 is  considered  "bad,”  and  one  of  5 to  10 
is  "good”  on  the  Apgar  scale, 
t Probability  = <0.001. 


TABLE  II. — Deaths  Among  Babies  Born  by  Breech 
Delivery  According  to  Type  of  Anesthesia 


Number 

Neonatal 

Per  Cent 

Anesthesia 

of  Infants 

Deaths 

of  Deaths 

Regional 

98 

8 

8.17 

General 

284 

23 

8.10 

blood  volume  both  preclude  the  use  of  spinal 
anesthesia  or  other  types  of  nerve  block.  Most 
of  the  spinal  patients  in  this  elective  group 
received  between  6 and  9 mg.  of  0.3  per  cent  Pon- 
tocaine  or  between  5 and  7 mg.  of  0.25  per  cent 
Nupercaine,  both  weighted  with  dextrose.  All 
received  the  same  premedication,  50  mg.  of 
! Demerol  and  0.4  mg.  of  scopolamine,  as  well  as 
j 50  mg.  of  ephedrine  intramuscularly  about 
twenty  minutes  before  the  spinal  anesthesia. 

Since  there  was  but  one  infant  death  in  each 
group,  no  conclusions  can  be  drawn  from  this 
criterion.  Many  more  cases  are  needed.  Also 
since  we  have  been  charting  the  time  of  sustained 
respiration,  there  have  been  almost  no  elective 
sections  with  cyclopropane.  However,  the  six 
infants  whose  mothers  received  cyclopropane 
averaged  three  and  three-quarter  minutes  to 
maintain  respiration,  while  the  29  infants  born 
under  spinal  anesthesia  averaged  fourteen 
seconds.  In  the  last  two  years  75  per  cent  of  all 
the  babies  born  in  our  clinic  were  breathing  well  in 
sixty  seconds,  86  per  cent  in  one  hundred  twenty 
seconds,  and  89  per  cent  in  two  and  one-half 
minutes.  The  observations  on  infants  born 
under  cyclopropane  anesthesia  suggest  distinctly 
delayed  respiration  as  compared  with  only 
fourteen  seconds  in  29  infants  following  spinal 
anesthesia. 

We  have  a few  figures  on  scores  in  Table  I. 
We  believe  the  place  to  separate  the  scores  into 
bad  and  good  babies  would  be  between  0 to  4 
and  5 to  10.2-3  In  11  per  cent  of  all  our  deliveries 
the  babies  rated  from  0 to  4.  The  remaining  89 
per  cent  rated  from  5 to  10.  We  find  that  in 
purely  elective  cesarean  sections  there  was  only 


SCORE 


Fig.  1.  Distribution  of  97  deaths  in  6,666  infants 
according  to  Dr.  Apgar 's  scoring  method  in  the  Sloane 
Hospital  for  Women. 


TABLE  III.- — Condition  at  Birth  of  Babies  Born  by 
Breech  Delivery,  According  to  Type  of  Anesthesia 


-Scores* 

Anesthesia 

0 to  4 

5 to  10 

Regional 

25 

73 

General 

88 

196 

* Probability  = > 0.30 

one  spinal  anesthesia  baby  that  had  a score  of 
0 to  4,  and  in  cyclopropane  anesthesia  there  were 
28.  This  result  is  highly  significant,  for  the  prob- 
ability is  less  than  0.001  that  it  is  the  result  of 
chance.  For  the  first  time  in  our  own  clinic  it  is 
apparent  that  in  elective  sections  spinal  babies 
are  definitely  better  than  those  with  cyclopro- 
pane. The  average  score  of  the  spinal  infants 
was  8.2;  that  of  those  receiving  cyclopropane 
was  5.0.  As  the  score  decreases,  the  death  rate 
is  appreciably  higher  (Fig.  1).  The  death  rate 
of  babies  scoring  5 is  five  times  that  of  those  who 
score  8.  This  is  not  a large  series,  but  in  our 
hands  spinal  anesthesia  seems  preferable  to 
cyclopropane  anesthesia  for  elective  cesarean  sec- 
tions. 

The  next  highest  death  rate  occurs  in  the  breech 
deliveries.  We  have  omitted  27  version  and 
breech  extraction  babies  because  of  the  need 
for  deeper  anesthesia.  In  breech  deliveries  35 
per  cent  of  the  infants  are  premature  by  weight. 
There  were  382  infants  born  by  this  route. 
Table  II  shows  the  death  rates  in  these  382 
cases. 

In  98  with  regional  anesthesia  there  were  8 
deaths  (8.17  per  cent),  and  with  general  anes- 
thesia the  death  rate  was  8.10  per  cent.  From 
these  data,  we  have  no  right  to  say  that  conduc- 
tion anesthesia  should  and  must  be  used  in  breech 
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TABLE  IV. — Time  of  Sustained  Respiration  in  Breech 
Deliveries  According  to  Type  of  Anesthesia 


0 to  149 

150  + 

Anesthesia 

Seconds* 

Seconds* 

Regional 

43 

6 

General 

126 

15 

* Probability  = >0.30. 


deliveries.  This  is  somewhat  contrary  to  many 
published  papers,  but  as  obstetrics  and  anes- 
thesia are  practiced  at  Sloane  Hospital,  I think 
there  is  no  choice  between  regional  and  general 
anesthesia. 

Table  III  shows  the  infant’s  score  by  type  of 
anesthesia.  The  results  were  not  significantly 
different  between  regional  and  general  anesthesia 
in  breech  deliveries. 

Table  IV  shows  the  time  of  sustained  res- 
piration in  breech  deliveries  following  regional 
and  general  anesthesia.  If  one  uses  time  of 
sustained  respiration  as  a criterion,  there  is  no 
difference  between  regional  and  general  anesthesia 
in  breech  deliveries.  Again,  we  have  no  right 
to  say  that  one  must  necessarily  use  conduction 
anesthesia  in  this  group. 

The  last  group  to  be  discussed  is  premature 
infants  delivered  head  first.  By  premature  I 
mean  between  500  and  2,500  Gm.  Dr.  William 
Silverman  has  frequently  pointed  out  that 
prematures  are  not  all  alike,  and  with  this  we 
heartily  concur.  Those  babies  between  2,000 
and  2,500  Gm.  behave  very  much  like  normal 
full-term  babies.  In  fact  their  scores,  death 
rate,  and  time  of  sustained  respiration  are 
similar  to  those  over  2,500  Gm.  Between  500 
and  1,000  Gm.  there  is  a 95  per  cent  death  rate 
in  our  own  clinic.  One  cannot  tell  anything 
about  the  influence  of  choice  of  anesthetic 
methods  with  that  high  a mortality  rate.  The 
group  between  1,000  and  1,999  Gm.  needs  most 
attention.  Table  V shows  the  death  rate  in 
this  weight  group  with  regional  and  general 
anesthesia.  In  78  infants  born  following  regional 
anesthesia  and  52  born  following  general  an- 
esthesia, the  neonatal  death  rate  is  identical 
(19  per  cent).  From  this  we  see  no  choice  here 
between  conduction  anesthesia  and  general 
anesthesia. 

In  conclusion,  at  the  Sloane  Hospital  for  Women 
there  is  apparently  no  difference  in  the  residts  to 
the  infant  in  premature  and  in  breech  deliveries, 
whether  regional  or  general  anesthesia  was  used, 
while  in  elective  cesarean  sections  those  infants  born 


TABLE  V. — Deaths  According  to  Type  of  Anesthesia 
among  Premature  Infants  with  Weights  of  1,000  to 
1,999  Gm.  Who  Were  Delivered  Vaqinally  With  Vertex 
Presentation 


Number 

Neonatal 

Per  Cent 

Anesthesia 

of  Infants 

Deaths 

Deaths 

Regional 

78 

15 

19 

General 

52 

10 

19 

following  spinal  anesthesia  were  in  belter  condition 
than  those  following  general  anesthesia. 

(Dr.  Gordon  then  introduced  Dr.  Guttmacher.) 

Dr.  Alan  F.  Guttmacher:  Mr.  Chairman, 
ladies,  and  gentlemen.  In  order  to  set  the  dis- 
cussion in  proper  perspective  I should  like  to 
remind  you  that  this  is  a rather  new  topic. 
One  hundred  and  ten  years  ago  this  coining 
Saturday,  Sir  James  Simpson  gave  the  first 
obstetric  anesthetic  in  the  world. 

Then,  too,  this  is  a very  local  discussion.  If 
you  leave  the  shores  of  America,  you  could  not 
get  a panel  discussion  like  this.  People  do  not 
talk  about  obstetric  anesthesia  and  analgesia 
outside  America.  I was  in  France  this  summer, 
and  nobody  there  talked  about  anesthesia. 
Everybody  was  excited  about  whether  the 
Grantley  Read  method  or  the  so-called  method 
of  Pavlov  was  better,  not  about  whether  one 
should  use  regional  or  general  anesthesia. 
Tonight,  we  are  talking  about  a purely  American 
topic.  You  could  not  have  this  discussion  in 
England  because  relatively  little  or  no  anesthesia 
or  analgesia  is  given  for  normal  births. 

None  of  us  doubts  the  importance  of  this  dis- 
cussion. I am  reminded  of  an  incident  that 
happened  during  the  past  week.  I was  tele- 
phoned by  a grandmother,  one  of  the  best  known 
science  writers  in  the  country.  She  called  with 
alarm.  Her  grandchild  had  been  delivered  in 
Syracuse,  and  she  was  just  returning  after  the 
event.  She  was  terribly  disturbed  because 
when  she  went  to  the  nursery  to  see  her  newborn 
grandchild,  she  found  it  in  an  oxygen  tent  having 
convulsions.  This  would  disturb  any  new  grand- 
mother. The  child  did  badly,  and  its  outcome 
was  still  unknown  when  she  left  Syracuse. 
Receiving  no  explanation  she  did  not  know 
exactly  what  had  happened.  The  small  general 
hospital  on  the  outskirts  of  Syracuse  treated  it 
as  a usual  event. 

When  I asked  a few  questions  I learned  that 
her  daughter-in-law  was  hoarse  and  had  a sore 
mouth  when  she  returned  from  the  delivery 
room.  It  is  obvious  to  all  of  us  that  the  woman 
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had  taken  a bad  anesthetic.  Whether  it  had  been 
badly  given  or  whether  she  had  aspirated,  she 
probably  had  been  anoxic  for  a long  period.  The 
condition  of  my  friend’s  grandchild  seemed  to  be 
the  only  serious  result. 

During  the  past  forty-eight  hours  we  had  a 
woman  on  our  own  wards  who  developed  a 
temperature  of  102.5  F.  shortly  after  an  in- 
halation anesthetic.  On  auscultation  of  the 
chest  air  sounds  were  found  absent  over  one 
lobe.  They  bronchoscoped  her  and  got  a lot 
of  stuff  from  the  bronchi.  We  doctors  are 
constantly  faced  with  the  utmost  importance  of 
the  topic  of  obstetric  pain  relief,  whether  it  be 
in  a newborn  or  a parturient  mother. 

In  Baltimore  we  had  an  interesting  study 
under  the  aegis  of  Dr.  Robert  Hingson  at  Johns 
Hopkins  and  at  Sinai  Hospital;  two  institutions 
with  which  I was  and  am  now  most  closely  identi- 
fied. This  study  is  summarized  in  the  excellent 
new  book  by  Hingson  and  Heilman.1  The  find- 
ings were  that  it  is  not  the  type  of  anesthetic, 
but  who  gives  it  that  is  important.  My  feelings, 
after  being  in  obstetrics  for  thirty  years,  is  less 
concern  over  the  agent  than  over  the  one  who 
administers  the  agent.  The  administration  of 
obstetric  anesthesia  is  no  work  for  amateurs. 

I started  my  career  in  anesthesia  on  the  first 
day  of  my  obstetric  duty,  September  1,  1925. 
I came  off  the  elevator  on  the  fifth  floor  of  the 
Johns  Hopkins  Hospital.  The  resident  greeted 
me,"  Are  you  Guttmacher,  the  new  intern?”  I 
said,  “Yes,  sir.”  He  said,  “Come  quickly, 
I want  you  to  put  this  patient  to  sleep.”  I 
said,  “Put  the  patient  to  sleep?  I have  never 
given  an  anesthetic  in  my  life.”  He  said, 
“That  doesn’t  make  any  difference.  Put  the 
mask  on,  then  turn  the  green  knob  three  turns 
and  the  blue  knob  one.”  Here  I was  an  an- 
esthetist who  qualified  simply  by  getting  off  an 
elevator.  Had  I gone  to  another  floor,  I would 
not  have  qualified.  The  patient,  I imagine, 
survived;  if  she  had  not,  I would  remember. 

It  is  a long  way  from  what  was  usual  in  the 
great  hospitals  of  1925  to  what  they  do  today  in 
our  great  institutions  of  this  city,  such  as  Co- 
lumbia Presbyterian  Hospital  where  Dr.  Apgar 
is  and  other  institutions  such  as  the  Jewish 
Hospital  of  Brooklyn  where  Dr.  Pallin  works. 
They  have  only  professional  anesthetists.  This 
is  a tremendous  advance. 

Another  point  concerns  the  question  of  who  is 
captain  of  the  team?  That  topic  came  up  for 


discussion  at  our  institution  the  other  day. 
Who  is  the  boss  when  the  obstetric  anesthetic 
is  given?  Who  shall  say  whether  it  should  be 
cyclopropane  or  saddle  block?  The  case  under 
discussion  came  off  the  elevator  in  advanced 
labor.  There  was  some  uncertainty  as  to  how 
recently  she  had  eaten.  The  obstetrician  was 
very  excited  by  the  rapid  turn  of  events.  He 
said,  “Put  her  down,  put  her  down.”  The 
anesthetist  said,  “I’m  not  going  to  give  her 
inhalation.”  The  obstetrician  said,  “What  do 
you  mean,  you’re  not  going  to  give  her  inhala- 
tion.” The  anesthesiologist  said,  “I  don’t  know 
when  she  has  last  eaten.  I’m  not  going  to  take 
a chance  on  the  woman  vomiting.  I am  giving 
her  saddle  block.” 

Here  you  have  two  physicians;  the  obstetri- 
cian wanted  one  anesthetic  technic  and  the 
anesthesiologist  another.  Now,  who  is  the 
captain  in  this  touchy  situation?  I will  leave 
that  to  the  audience.  I have  my  own  idea. 
I think  the  anesthesiologist  is  captain,  if  he  is 
an  experienced  obstetric  anesthesiologist. 

Some  green  anesthesia  resident  who  has  given 
anesthesia  for  97  gallbladders  and  who  has 
helped  with  total  gastrectomies  is  not  an  ex- 
perienced obstetric  anesthetist.  He  is  not  ex- 
perienced unless  he  has  had  at  least  150  to  200 
obstetric  anesthesias.  When  he  knows  his  way 
around,  I simply  say,  “This  is  my  patient,  you 
do  what  you  think  best  for  her.” 

It  is  important  that  we  dignify  the  position  of  the 
obstetric  anesthesiologist  to  arouse  and  maintain  his 
interest  in  this  field.  I do  not  mean  that  we  as 
obstetricians  should  surrender  our  responsibility. 
The  proper  anesthetic  can  usually  be  selected  by 
friendly  agreement.  I may  say,  “I  would  like 
my  patient  to  have  cyclopropane.”  The  anes- 
thesiologist may  reply,  “Do  you  realize  that  the 
patient  had  a full  meal  six  hours  ago?”  Then  I 
would  change  my  vote  to  saddle  block.”  The 
anesthesiologist  should  have  at  least  half  the  say 
in  such  a decision. 

There  are  special  obstetric  problems  I wish  to 
talk  about,  particularly  breech  deliveries.  The 
routine  I like  to  follow,  and  I am  not  sure  I can 
prove  it  to  be  the  best,  is  to  allow  the  breech  to 
be  born  spontaneously  as  far  as  the  iliac  crests. 
When  the  breech  reaches  the  perineum,  I like  to 
infiltrate  the  midline  of  the  perineum  with  a co- 
caine derivative  and  then  to  a midline  episiotomy. 
This  usually  allows  the  breech  to  be  born  com- 
pletely. We  then  put  the  patient  to  sleep  rapidly 
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TABLE  VI. — Perinatal  Loss  in  Twin  Gestation 
According  to  Type  of  Anesthesia 


Per  Cent  of  Cases 
Number  First  Second 
Anesthesia  of  Cases  Twin  Twin  Total 


General 

333 

9.3 

11.7 

10.5 

Conduction 

374 

11.2 

17.4 

14.3 

General  and 
conduction 

146 

10.3 

10.3 

10.3 

with  cyclopropane,  sometimes  with  curare  as  an 
additive.  We  think  this  routine  affords  the  best 
obstetric  results. 

I would  like  to  mention  the  problem  of  twins 
because  we  have  been  analyzing  our  results  in  a 
large  series  of  twins.  Table  VI  portrays  our  re- 
sults in  twins  weighing  more  than  1,500  Gm. 
As  far  as  the  first  twin  is  concerned  it  seems  to 
make  very  little  difference  whether  you  give  gen- 
eral, conduction,  or  conduction  plus  general 
anesthesia.  The  series  was  collected  through  the 
cooperation  of  11  hospitals.  All  deliveries  were 
done  during  the  past  five  years.  As  you  see, 
perinatal  loss  with  conduction  plus  general  or 
general  alone  shows  little  difference  for  the  first 
twin.  We  found,  however,  that  conduction 
anesthesia  gives  inferior  results  for  the  second 
baby.  There  is  a 17.4  per  cent  perinatal  loss  for 
the  second  baby  with  conduction,  11.7  per  cent 
with  general,  and  10.3  per  cent  for  conduction 
plus  general.  We  plan  to  enlarge  the  series  to  de- 
termine whether  or  not  our  findings  are  signifi- 
cant. I formerly  believed  that  twins  are  best 
served  when  delivered  under  conduction  anes- 
thesia. If  our  data  are  valid,  and  I believe  they 
are,  I am  led  to  conclude  that  the  best  anesthetic  for 
both  twins  is  a general  anesthetic. 

In  regard  to  cesarean  section,  I am  prejudiced, 
and  apparently  Dr.  Apgar  is  also,  in  favor  of 
conduction  anesthesia.  I think  that  for  a pri- 
mary section  it  makes  less  difference,  but  in  a re- 
peat cesarean  section  where  one  may  find  the  en- 
trance time  into  the  abdomen  greatly  slowed  by 
adhesions,  the  choice  of  a proper  anesthetic  is  very 
important. 

In  England  this  summer  I went  to  Guy’s 
Hospital  to  observe  a cesarean  section  for  pla- 
centa previa.  They  put  the  patient  to  sleep  with 
ether  anesthesia  and  then  incised  the  abdomen. 
Then  they  very  leisurely  did  the  cesarean  section. 
I timed  the  procedure  with  my  watch.  Nobody 
got  excited.  After  twenty-five  minutes  they 
delivered  the  baby.  It  took  many  minutes  to 
persuade  it  to  look  even  slightly  interested  in  this 


world.  The  anesthetist  said  such  a depth  of 
fetal  depression  was  most  unusual  after  nitrous 
oxide-ether  for  cesarean  section.  Well,  I didn’t 
think  it  was  unusual  after  twenty-five  minutes 
of  anesthesia,  but  I said  nothing.  I am  convinced 
that  if  we  can  avoid  general  anesthesia  at  cesarean 
section,  it  is  the  wise  thing  to  do. 

Dr.  Gordon:  I thoroughly  agree  with  Dr. 
Guttmacher’s  management  of  the  breech  and 
with  a good  deal  of  his  comment  on  cesarean  sec- 
tion. As  to  who  is  responsible  for  the  anesthesia, 
the  anesthesiologist  or  the  obstetrician,  this  is  a 
very  important  matter.  However,  no  matter 
how  good  the  anesthesiologist  is,  I do  not  like 
cyclopropane.  No  anesthesiologist  has  con- 
vinced me  that  I should.  I like  epidural  anes- 
thesia for  cesarean  section.  I know  of  nothing 
up  to  now  to  compete  with  it,  and  I wonder  why 
I do  not  hear  more  about  it.  My  experience  with 
anesthesia  goes  away  back  of  Dr.  Guttmacher’s. 
I can  go  back  to  the  days  when  we  had  to  hustle 
and  give  the  anesthesia  at  home.  We  used 
chloroform  on  a handkerchief  in  a glass.  The 
patient  held  the  bottle  and  the  glass.  She  would 
drop  on  some  chloroform.  The  theory  was  that 
when  she  had  enough  she  would  drop  the  glass. 
This  worked  out  pretty  well.  Today  our  anes- 
thesiologists rarely  use  chloroform.  It  has  some 
advantages,  particularly  with  the  breech  that  has 
come  through  to  a certain  point  and  you  want  to 
get  the  baby  out  quickly. 

Dr.  Irving  M.  Pallin:  Mr.  Chairman,  ladies, 
and  gentlemen.  This  evening  I want  to  discuss 
the  subject  of  analgesics,  although  I am  sure  that 
I do  not  know  the  definition  of  analgesics  any 
more  than  Dr.  Gordon  does. 

I am  very  grateful  to  Dr.  Guttmacher.  This 
is  the  first  time  I have  been  treated  as  a gentleman 
by  an  obstetrician  or  a surgeon.  Actually  my 
medical  license  is  the  same  as  anybody  else’s. 
Legally  I am  just  as  responsible  for  my  acts  as 
you  are  responsible  for  yours.  It  is  not  for  us  to 
tread  on  your  areas  as  obstetricians  or  pediatri- 
cians any  more  than  for  you  to  tread  on  ours.  I 
am  not  talking  about  the  acrimonious  debate  that 
takes  place  in  the  delivery  room.  I cannot  be 
called  on  to  do  something  which  I know  is  contra- 
indicated or  contrary  to  my  belief.  In  my  mal- 
practice insurance  I have  to  carry  just  as  much 
insurance  as  the  obstetrician  or  the  surgeon. 
We  have  a dual  responsibility.  I think  if  we  talk 
things  over,  we  will  always  come  to  the  right  con- 
clusion. However,  if  we  do  not  talk  things  over 


2538 


New  York  State  J.  Med. 


OBSTETRIC  ANESTHESIA  AND  ANALGESIA 


and  just  fight  with  each  other,  we  will  never  get 
anywhere.  I think  that  if  an  obstetrician  knows 
something  about  the  patient  that  the  anesthesi- 
ologist should  know,  it  behooves  him  to  so  inform 
the  anesthesiologist.  He  will  then  be  in  a posi- 
tion to  comply  with  his  suggestion. 

I would  like  to  bring  up  the  other  point  dis- 
cussed by  Dr.  Gordon,  that  is,  cyclopropane 
anesthesia.  I have  attended  many  meetings 
where  cyclopropane  was  indicted  for  the  death  of 
babies  and  in  many  instances  of  mothers.  In 
many  of  these  cases  I did  not  think  that  cyclo- 
propane should  have  been  used.  We  all  agree 
that  cyclopropane  is  a depressant,  particularly 
as  it  affects  respiration.  If  handled  properly,  it 
is  a valuable  agent.  However,  I would  not  try  to 
talk  Dr.  Gordon  into  accepting  cyclopropane  un- 
less he  wanted  it.  It  certainly  is  not  an  agent  for 
universal  use. 

Concerning  epidural  block,  I think  you  will 
find  that  today  it  is  used  more  and  more.  There 
is  one  drawback:  it  is  a relatively  difficult  pro- 
cedure. It  is  not  quite  as  simple  as  doing  a spi- 
nal anesthesia.  If  you  get  a complication  such 
as  total  spinal  anesthesia,  it  is  devastating  and  re- 
quires rapid  treatment.  In  spite  of  this  epidu- 
rals are  still  the  up  and  coming  type  of  anesthesia. 
I certainly  recommend  its  development. 

Just  a few  words  about  analgesics.  I thought 
that  I would  mention  some  of  the  experiences  we 
have  had  in  the  past.  I think  that  in  our  clinic 
we  have  seen  just  about  every  type  of  analgesic. 
We  have  not  discovered  any  agent  or  technic 
that  deserves  universal  acceptance. 

There  are  three  factors  outside  of  physical  compli- 
cations that  operate  with  analgesia  to  effect  the  baby: 

1.  A very  important  factor  is  the  duration  of 
labor.  I do  not  think  anybody  would  argue  with 
the  fact  that  the  baby  born  easily  and  quickly  is 
in  much  better  shape  than  one  that  comes  after 
thirty-four  to  seventy-two  hours  of  labor.  Here 
the  agent  must  be  considered  more  seriously  than 
when  the  mother  had  had  analgesics  for  only  a 
short  time. 

2.  The  next  factor  is  the  galaxy  of  agents. 
There  are  so  many  drugs  given  that  we  hardly 
know  which  drug  is  operating.  One  of  the 
things  we  must  learn  to  do  is  to  simplify  the 
agents  that  we  use.  We  have  dozens  of  agents, 
many  of  which  do  not  have  the  effect  we  think 
they  do.  More  than  one  agent  will  act  independ- 
ently if  you  give  them  all  together.  It  does  not 


necessarily  follow  that  if  you  give  several  agents 
you  will  give  less  of  any  one  agent.  You  still 
can  get  a summation  effect  that  is  toxic  and  de- 
pressing. 

3.  Finally,  the  effects  of  the  drugs  themselves 
should  be  considered.  Some  drugs  are  more  de- 
pressing than  others.  For  example,  scopolamine 
in  tremendous  doses  will  not  depress  respiration 
under  any  circumstances.  You  will  probably 
get  convulsions  long  before  depression  of  respira- 
tion. Note  the  opposite  effect  in  the  use  of  mor- 
phine. Morphine  in  small,  subanalgesic  doses, 
can  produce  respiratory  depression.  In  1942 
Smith  and  Barker4  first  took  blood  samples  from 
the  umbilical  vein  and  arteries  and  simultaneous 
blood  samples  from  the  mother’s  artery  and  vein. 
It  is  interesting  to  note  that  there  was  just  about 
as  much  ether  in  the  baby’s  blood  samples  as 
there  was  in  the  mother’s.  I present  this  in 
order  to  demonstrate  how  important  the  time 
factor  is  in  the  administration  of  an  analgesic. 
It  would  seem  that  if  the  mother  was  given  ether 
for  a long  period  of  time,  the  fat  droplets  and 
blood  of  the  baby  would  become  equal  to  that  of 
the  mother.  If  it  were  given  for  a short  period 
of  time,  then  a period  must  elapse  for  the  concen- 
tration to  build  up  in  the  mother  before  dialysis 
occurs  through  the  placenta  into  the  baby. 
There  must  be  a high  concentration  of  the  drug 
in  the  mother  before  there  is  an  effect  on  the  baby. 
It  also  follows  that  if  a smaller  concentration  of 
drug  is  allowed  to  remain  for  a long  time  in  the 
mother,  there  will  still  be  a comparatively  large 
dose  of  it  in  the  baby.  The  investigators  did  not 
go  into  these  factors.  Flexner  and  Gelhorn6 
and  Heilman  et  al ,6  showed  that  variations  occur 
in  the  absorption  rates  across  the  placenta. 
Their  attention  was  directed  to  the  water  intake 
in  a fourteen-week-old  fetus  as  compared  to  a 
thirty-one-week  period  of  gestation.  They  do 
show  a great  variation  at  the  fourteenth  week : 700 
times  as  much  water  is  incorporated  into  the 
growing  tissues  as  compared  with  3,500  times 
at  the  thirty-first  week.  If  we  took  into  consid- 
eration situations  in  which  the  mother  is  either 
depressed  or  not  depressed,  we  would  show  great 
inconsistency  in  the  placental  transmission  of 
these  drugs.  It  does  not  have  to  be  compared 
on  a fourteen  to  thirty-one  week  basis.  It  could 
be  compared  on  an  hour-to-hour  basis. 

There  is  a very  important  reason  why  we  should 
evaluate  one  drug  at  a time  if  we  want  to  come  to 
any  worthwhile  conclusion.  Mengert7  in  1942 
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using  morphine  alone  was  the  first  to  demonstrate 
that  morphine  is  a marked  respiratory  depres- 
sant. In  the  classical  work  of  Irving,  Berman, 
and  Nelson,0  many  combinations  were  used. 
Mengert7  used  sodium  amytol  and  scopolamine, 
sodium  amytol  and  ether,  pentobarbital  and  rec- 
tal ether,  pentobarbital  and  paraldehyde,  and  so 
on.  He  finally  came  up  with  the  conclusion  that 
Pentothal  and  scopolamine  were  the  best.  Sub- 
sequently Pentothal  has  been  used  less  and  less. 
Irving  et  al .*  in  the  same  manner  used  many  com- 
binations with  morphine  and  came  to  the  conclu- 
sion that  “morphine  or  any  of  its  derivatives  has 
no  place  in  labor  as  they  distinctly  delay  the  ini- 
tial respiration  of  the  child.” 

We  can  investigate  some  of  the  effects  of  these 
drugs  by  considering  the  methods  of  Brown  and 
Volpitto.9  They  measured  the  CO2  and  the 
oxygen  content  of  the  umbilical  vessels  and  com- 
pared them  with  those  of  the  mother.  They 
came  up  with  some  fantastic  conclusions  about 
the  effect  on  the  uterus  produced  by  changes  in 
CO2  and  oxygen.  We  know  that  just  plain  re- 
spiratory depression  will  give  you  retention  of 
C02  with  a lowered  oxygen  content  in  the  arterial 
blood.  Spirometric  and  ventilatory  tests  would 
show  respiratory  depression  due  to  these  anal- 
gesics with  the  results  just  presented.  Hapkee 
and  Barnes10  worked  with  Nisentil.  They  recom- 
mended doses  of  40  mg.  at  two  to  two-and-one- 
half  hourly  intervals  and  warned  that  you  cannot 
repeat  these  doses  because  of  the  respiratory  de- 
pressing effect  on  the  newborn  baby.  The}’  imply 
that  the  first  does  not  depress  babies.  This  is  in- 
teresting but  not  practical.  If  40  mg.  of  the  first 
injection  will  not  depress  the  baby,  why  will  10, 
15,  or  20  mg.  two  hours  later  when  the  drug  is  worn 
off  affect  the  baby  even  more?  The  explanation 
of  this  is  that  there  are  residual  amounts  of  the 
drug  in  various  parts  of  the  body,  such  as  in  the 
fat,  the  liver,  and  elsewhere.  I think  this  has  in- 
teresting possibilities.  Nisentil  caused  20  per 
cent  of  the  babies  so  delivered  to  require  resusci- 
tation. In  a very  little  note  they  mention,  how- 
ever, that  chloroform  was  also  used.  As  an  aside, 
I am  glad  they  did  not  use  cyclopropane. 

We  have  run  the  gamut  of  experience  with 
many  drugs.  We  have  used  0.2  per  cent  procaine 
and  0.2  per  cent  xylocaine  given  to  mothers  intra- 
venously. We  got  no  effect  whatever  on  the 
baby,  but  we  obtained  no  relief  of  pain  for  the 
mother  either,  so  we  had  to  give  them  up.  From 
there  we  went  to  alcohol.  We  used  5 per  cent 


alcohol  and  5 per  cent  glucose  in  saline  solution 
or  water  by  the  drip  method.  We  got  babies 
that  smelled  of  alcohol  with  absolutely  no  effect 
on  the  respiratory  center.  We  did  not  have  to 
resuscitate  the  babies,  but  the  mothers  did  not 
get  much  relief  outside  of  a good  drunk.  Then 
we  combined  Benadryl  with  alcohol  and  got 
pretty  good  results.  Of  course  the  conclusion 
was  that  Benadryl  and  alcohol  work  svnergisti- 
cally.  Then  we  tried  Benadryl  alone  and  ob- 
tained an  equally  analgesic  result.  Then  we 
were  convinced  that  the  good  results  were  not 
the  alcohol  entirely.  We  also  used  Chlor-Trimeton 
in  place  of  the  Benadryl  with  less  satisfaction. 

The  next  stage  in  the  development  of  anal- 
gesics, which  brings  us  more  to  the  present,  is  the 
use  of  opiate  antagonists,  Nalline  or  1-allyl-nor- 
morphine,  or  Lavallorphan.  These  drugs  tend, 
we  believe,  to  displace  the  opiate  so  that  it  may 
be  given  either  to  the  mother  just  before  the  baby 
is  born  or  to  the  baby  after  it  is  born.  It  has  been 
given  in  0.1-mg.  doses  dissolved  in  saline  or  in 
glucose  and  saline,  by  way  of  the  umbilical  vein. 
We  have  been  giving  it  with  morphine  or  Dem- 
erol, mixing  1 to  2 mg.  in  2 ml.  saline  with  150 
units  of  hyaluronidase.  Although  seemingly  sat- 
isfactory, the  results  are  not  conclusive  since  we 
have  not  compiled  any  statistics.  However,  we 
are  convinced  that  Nalline  will  counteract  the 
depression  of  morphine  on  babies. 

This  brings  us  up  to  the  next  series  of  drugs  that 
we  used,  the  antibarbiturate  drugs,  such  as  Megi- 
mide  and  Daptazole,  which  merit  our  considera- 
tion. They  are  specific  in  their  antidotal  be- 
havior on  barbiturate  depression.  They  do  not 
work  as  well  on  the  opiates.  These  drugs  are 
indicated  when  barbiturates  are  used  in  the 
mother.  They  provide  an  antidote  for  the  baby. 
Megimide  was  first  discovered  in  Australia. 
These  drugs  will  produce  convulsions  so  that 
more  barbiturates  are  required  to  counteract  the 
convulsions.  Then  of  course  we  have  a more  de- 
pressed baby.  The  point  is  that  we  are  getting 
somewhere.  We  are  far  from  the  end,  but  we  are 
coming  along.  I think  that  the  answer  will  prob- 
ably be  in  the  phenothiazine  derivatives. 

We  have  used  hydroxydionne  which  is  Viadril, 
but  we  are  at  the  stage  of  discontinuing  its  use. 
We  found  that  some  of  the  babies  were  born  flac- 
cid. We  also  found  that  almost  every  mother 
had  a thrombophlebitis  at  the  site  of  injection. 
With  the  phenothiazines  we  think  we  have  a little 
more  to  offer.  You  probably  are  aware  of  Ma- 
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goun’s10-12  theories  about  the  reticular  activating 
system  which  lies  in  the  linear  area  of  the  brain 
before  the  pons  and  extends  up  to  the  thalamus. 
If  we  use  a reticular  activating  system  depressant 
we  have  absolutely  no  effect  on  the  cerebral  cor- 
tex or  respiratory  center  directly.  The  pheno- 
thiazine  derivatives  in  working  on  the  reticular 
activating  system  produce  depressed  alertness  for 
the  most  part  without  depressing  the  respiratory 
center.  We  feel  that  we  finally  have  something 
that  may  prove  useful.  We  have  used  these  in 
larger  amounts  to  see  the  effect  on  babies.  We 
have  not  yet  found  a dose  that  will  depress  the 
baby  within  limits  of  trial.  We  still  have  not 
had  a real  respiratory  depression  with  any  of 
these  drugs.  Very  large  doses  in  animals  have 
produced  circulatory  but  not  respiratory  depres- 
sion. Chlorpromazine  or  Thorazine  has  exhib- 
ited some  usefulness  except  for  the  hypotensive 
states.  We  have  used  a great  deal  of  it  and  found 
that  drops  in  blood  pressure  have  occurred  fre- 
quently. Although  we  do  not  feel  that  there  is 
any  significance  in  the  hypotension  in  the  operat- 
ing room,  we  are  questioning  the  safety  of  hypo- 
tension in  the  delivery  room.  There  is  another 
drug,  Pacatal,  that  seems  to  have  a little  more 
analgesic  effect  without  hypotension.  With 
this  drug  there  is  no  drop  in  the  blood  pressure. 
As  yet  we  are  not  sure  of  the  results,  we  are  still 
just  playing  around  with  it.  We  think  that  we 
will  find  the  answer  somewhere  among  the  pheno- 
thiazine  derivatives. 

Finally,  we  have  spent  perhaps  too  much  time 
thinking  about  the  respiratory  center.  In  fetal 
circulation  the  pulmonary  pressures  are  quite 
high  and  the  systemic  pressures  are  quite  low.  I 
believe  it  has  been  reported  as  80  mm.  of  mercury 
in  the  pulmonary  artery  of  the  fetus.  The  nor- 
mal blood  pressure  in  the  pulmonary  artery  of  the 
adult  is  about  24  mm.  of  Hg  over  O.  The  sudden 
transition  from  the  high  pulmonary  pressure  to 
the  low,  from  the  low  systemic  pressure  to  the 
high,  deserves  consideration.  You  cannot  ini- 
tiate closure  of  the  ductus  arteriosus  and  the 
foramen  ovale  until  the  pressures  are  reversed. 
We  feel  that  if  we  paid  a little  more  attention  to 
circulation  perhaps  we  could  get  around  these 
respiratory  failures. 

As  long  as  the  heart  is  beating  we  assume  that 
the  circulation  is  intact.  I wonder  if  it  really  is 
intact.  So  far  it  has  been  a rather  difficult  thing 
to  measure  clinically.  We  have  not  attempted  it, 
although  we  hope  to  do  so  soon.  I wonder  if  a 


sudden  burst  of  pressure,  by  producing  a marked 
vasoconstriction  which  would  suddenly  raise  the 
blood  pressure,  would  not  convert  the  flaccid, 
respiratory  depressed  infant  into  a vigorous, 
crying,  healthy  one. 

Dr.  Gordon:  I pay  great  tribute  to  our  anes- 
thesiologists because  with  the  physiologists 
they  are  making  tremendous  contributions.  I 
heard  tonight  of  a dozen  drugs  that  I had  not 
heard  of  before.  I do  not  criticize  that,  but  I 
would  like  to  know  more  about  the  drugs  we 
commonly  use.  Scopolamine,  we  heard,  is  not  a 
respiratory  depressant.  It  is  not  a cardiac  de- 
pressant either.  Research  is  fine  and  the  same 
thing  can  be  said  about  statistics.  However,  the 
statistics  of  great  teaching  institutions  and  what 
they  teach  are  one  thing;  what  happens  when 
their  ideas  reach  the  general  medical  profession 
is  entirely  different.  I know  we  have  in  this 
city  a problem  of  anesthesia. 

Take  secondary  cesarean  section.  A young- 
woman  in  good  condition  with  nothing  the  matter 
with  her  so  far  as  anybody  can  find  out  is  going 
to  have  another  baby  by  cesarean  section  because 
she  had  one  that  way  before.  She  comes  to 
the  hospital  all  set.  There  may  be  a little  dif- 
ference of  opinion  about  her  dates,  let  us  say,  a 
little  prematurity.  However,  it  is  not  uncom- 
mon for  her  to  get  an  anesthetic  of  one  kind  or 
another  and  die.  The  baby  dies  too.  There  are, 
of  course,  many  factors  in  fetal  deaths,  breech, 
twins,  hemorrhage,  and  what  not,  that  come  into 
the  picture,  but  that  is  another  story.  At  any 
rate  the  pediatrician  is  often  given  baby  after 
baby;  he  knows  nothing  about  the  drugs  that 
the  mother  has  had,  how  long  she  has  been 
getting  them,  or  what  they  are  during  delivery. 
He  is  concerned,  I take  it,  with  what  happens 
to  the  baby  as  a result.  Perhaps  no  one  knows 
better  than  Dr.  Slobody  what  happens  as  the 
years  go  on. 

Dr.  Lawrence  B.  Slobody:  I think  the  first 
question  that  we  want  to  consider  here  is  when 
does  the  pediatrician  actually  come  into  the  pic- 
ture. Dr.  Guttmacher  was  telling  me  that  at  his 
hospital,  and  I think  it  is  pretty  general  practice 
around  the  city,  until  the  baby  leaves  the  delivery 
room  he  is  not  the  actual  problem  of  the  pedia- 
trician. I think  we  all  feel  hopefully  that  with 
better  communications  as  the  years  go  on  the 
pediatrician  will  be  a part  of  the  team  early. 
The  team  of  the  obstetrician,  pediatrician,  and 
anesthesiologist,  where  the  anesthesiologist  is  the 
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logical  head  of  the  team,  will  decide  some  of  the 
things  which  are  going  to  effect  the  baby. 

The  other  point  that  we  would  like  to  make, 
from  a pediatric  point  of  view,  is  that  we  are  not 
only  interested  in  perinatal  mortality,  the  de- 
pressed baby,  or  the  baby  with  difficult  resuscita- 
tion, but  we  should  really  follow  that  youngster 
all  the  way  through.  Those  of  us  who  have  had 
the  opportunity  to  see  the  whole  spectrum  of 
mental  retardation,  cerebral  palsy,  epilepsy,  and 
other  neurologic  handicaps  in  youngsters  later  on, 
cannot  help  feeling  that  we  certainly  may  have 
been  missing  some  of  the  factors  early  in  the 
game. 

I can  only  give  you  a completely  biased  opinion 
as  to  some  of  the  things  that  have  been  said  here 
tonight  and  some  of  the  things  about  which  we 
pediatricians  feel  rather  strongly.  Statistics  in 
all  the  reports  that  I know  of  to  date  and  in  the 
reports  of  the  analyses  of  our  own  cases  are  retro- 
spective or  posterospective.  In  the  records  of  the 
1 ,400  mentally  retarded  children  that  we  have  in 
our  clinic  and  in  the  excellent  posterospective 
studies  by  Rogers,  Lilienfeld,  and  Pasamanick,13 
the  effects  of  anesthesia  and  analgesia  cannot  be 
separated  from  the  other  perinatal  factors  pres- 
ent. When  Dr.  Apgar  speaks  about  cesarean 
section,  placenta  previa,  breech  delivery,  does 
she  consider  what  is  producing  hypoxia  and  other 
factors  in  the  youngster  and  what  role  does  anes- 
thesia and  analgesia  play?  One  cannot  sepa- 
rate them  very  well  by  any  statistical  method  I 
know.  When  we  speak  about  a premature,  to 
divide  prematures  purely  by  weight  may  be  help- 
ful in  a large  enough  series,  but  the  premature  has 
certain  physiologic  handicaps  which  make  him 
ill  able  to  withstand  hypoxia. 

We  know  that  the  capillaries  and  the  blood- 
brain  barrier  in  the  premature  is  much  more  per- 
meable than  that  of  the  full-term  newborn  in- 
fant. We  have  Dr.  Gruenwald’s  helpful  diagram 
in  which  is  shown  the  triangle  of  hypoxia,  trauma, 
and  shock.  We  have  all  the  perinatal  factors  in 
addition  to  the  anesthesia  and  analgesia.  I 
summarize  it  in  my  own  mind  in  this  fashion. 
Given  a good  anesthesiologist,  given  a good  obste- 
trician, and  given  a normal  fetus  and  newborn  of 
full  term,  that  youngster  is  well  able  to  withstand 
the  ordinary  therapeutic  anesthesia  and  analgesia 
that  is  used  in  this  country.  I think  there  is 
quite  a safety  factor.  I think  he  can  withstand 
a good  deal  more  than  the  ordinary  amounts  of 
anesthesia  and  analgesia  that  are  used.  The 


signs  of  distress  that  we  know  about,  namely 
meconium  staining  in  the  vertex  presentation, 
changes  in  heart  rate  to  over  160  or  to  less  than 
100,  or  changes  shown  by  promising  newer 
methods  such  as  electrocardiography  of  the  fetus, 
do  not  always  tell  us  the  story  as  to  what  is  and 
what  is  not  fetal  distress.  It  seems  to  me  that 
where  we  have  any  possible  known  factor  that 
will  interfere  with  the  oxygenation  of  the  fetus, 
and  I am  thinking  of  prematurity,  it  behooves  us 
to  be  careful  as  to  the  anesthesia  and  analgesia 
administered.  It  certainly  is  not  up  to  the  pedia- 
tricians to  tell  obstetricians  and  anesthesiologists 
the  proper  anesthesia.  From  what  I heard  to- 
night they  are  not  sure  in  their  own  minds  as  to 
what  that  is.  But  given  a competent  person,  a 
background  of  what  one  can  expect  with  the 
fetus  and  what  handicaps  the  fetus  has,  and  the 
proper  communication  between  the  members  of 
the  teams  involved,  perhaps  the  years  will  show 
that  we  can  do  a little  better  than  we  have  in  the 
past. 

Dr.  Gordon:  Now,  my  friends,  I think  that 
what  we  want  to  find  out  about  the  baby  is  not 
how  it  dies,  but  why  it  dies. 

Dr.  Morris  Bien:  I am  an  anesthesiologist 
from  Nit.  Sinai  Hospital.  I am  a little  dis- 
appointed because  I came  down  here  to  hear 
about  analgesia  in  obstetrics.  I listened  to  Dr. 
Gordon  and  to  Dr.  Guttmacher.  It  seems  that 
obstetric  practice  has  not  changed  very  much 
from  your  times  till  now.  The  only  thing  that  has 
changed  is  the  drugs,  the  analgesics,  and  anes- 
thetics. In  my  short  term  in  medicine  I have 
noticed  that  a trend  has  developed  in  which 
expert  anesthesiologists  have  been  forced  to  go 
into  obstetric  anesthesia  because  of  the  painless 
deliveries  promised  to  expectant  mothers.  These 
women  come  to  the  hospital  and  are  told,  “You 
will  not  know  anything  of  your  delivery.  We 
will  guarantee  you  painless  delivery.” 

This  is  the  biggest  problem  that  has  confronted 
anesthesiologists  throughout  the  country.  I was 
surprised  that  this  particular  point  was  not 
brought  up  by  you  obstetricians,  because  I think 
that  the  analgesics  were  formerly  given  indis- 
criminately. Even  today  they  are  given  indis- 
criminately by  obstetricians.  Women  are  prom- 
ised that  they  will  remember  nothing  about 
child  birth.  The  first  time  the  women  come  to 
the  hospital  they  tell  us,  “I  do  not  want  to  know 
anything  about  what  happens  in  the  hospital.” 
I would  like  Dr.  Gordon  and  Dr.  Guttmacher  to 
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comment  on  this  development  in  the  over-all 
change  of  obstetrics,  how  it  has  affected  anes- 
thesia and  how  we  anesthesiologists  came  into 
the  picture  to  produce  analgesics  that  would  not 
have  deleterious  effects  on  the  babies. 

Dr.  Gordon:  I am  not  an  obstetrician  who 
would  ever  promise  any  woman  anything  like 
that.  I know  what  you  mean  though.  Some  do. 

I do  not  know  how  many.  Perhaps  Dr.  Gutt- 
macher  will  comment. 

Dr.  Guttmacher:  Obstetrics  has  and  still  is 
changing  radically.  I think  we  have  reached 
and  passed  the  peak  of  patient  demand  for  pain- 
less labor.  I think  the  widespread  education  of 
the  laity  about  childbirth  has  tended  to  put  pain 
relief  in  its  proper  perspective.  I think  we 
should  not  tell  the  patient  this  will  be  a painless 
labor  but  rather  that  we  are  there  to  help  but 
only  to  a certain  point.  My  feeling  is  that  in  the 
last  five  years  patients  have  required  less  anal- 
gesia than  they  did  five  years  ago.  I think  the 
curve  is  going  down. 

It  is  very  difficult  to  prove  that  excessive  anal- 
gesia kills  babies.  On  a large  service  such  as  the 
one  at  Mount  Sinai  one  encounters  great  con- 
trasts in  the  philosophy  of  pain  relief  among  the 
many  private  physicians.  There  are  some  who 
feel  sincerely  that  women  should  be  robbed  of  all 
pain  and  knowledge  of  the  birth  act.  There  are 
others,  among  whom  I include  myself,  who  feel 
that  we  have  the  obligation  to  help,  but  we  have 
no  need  to  obliterate  consciousness  through  most 
of  labor.  There  are  even  others  who  strongly 
urge  their  patients  to  accept  so-called  natural 
childbirth  and  who  withhold  drugs  to  a large  ex- 
tent. If  one  does  a survey  on  comparative  neo- 
natal results  as  I have  done,  one  cannot  find  any 
material  difference  among  these  groups. 

In  a good  hospital  with  a good  anesthesiologist, 
a good  obstetrician,  and  a good  pediatrician,  we 
do  not  lose  babies  on  even  excessively  large 
amounts  of  analgesics.  I have  seen  700  mg.  of 
Demerol  given  with  Nalline.  The  baby  was  in 
perfectly  good  condition.  It  happens  time  and 
time  again.  There  is  a tremendous  safety  factor 
in  the  whole  thing.  So  much  depends  on  the 
competence  of  the  individuals  involved  and  on 
the  presence  or  absence  of  antepartum  and  in- 
trapartum complications.  I do  not  think  thi  ■?  is 
a very  satisfactory  answer  for  Dr.  Bien.  How- 
ever, I do  not  think  we  are  using  the  anesthesiolo- 
gist. We  are  not  bringing  him  in  as  a kind  of 
nefarious  character  to  carry  out  procedures  in 


which  we  do  not  believe.  We  obstetricians, 
pediatricians,  and  anesthesiologists  must  ap- 
proach this  problem  together.  A pain  relief  pro- 
gram, no  matter  what  it  is,  properly  coordinated 
and  properly  worked  out,  is  safe  both  for  mother 
and  baby. 

Dr.  Gruenwald:  One  point  I would  like  to 
comment  on  is  very  important.  Dr.  Gordon 
stated  that  the  autopsies  on  babies  do  not  point 
out  all  the  factors  that  the  obstetrician,  the  anes- 
thesiologist, and  the  pediatrician  would  like  to 
know.  At  the  risk  of  putting  myself  out  of  busi- 
ness I would  like  to  agree  with  this.  The  troubles 
of  a newborn  baby  are  largely  caused  by  factors 
outside  the  baby’s  body.  No  matter  how  metic- 
ulously we  examine  the  body,  these  cannot  be 
discovered.  The  causes  of  perinatal  distress  are 
therefore  not  usually  found  at  autopsies.  How- 
ever, we  do  find  out  how  the  baby  reacted  to  dis- 
tress. Some  idea  may  be  obtained  of  the  severity 
of  the  distress,  and  we  may  get  some  leads  on  how 
to  combat  it.  This  is  about  as  far  as  it  goes. 
Occasionally  we  will  find  the  cause  of  distress  by 
examining  the  baby  and  particularly  the  placenta. 
I would  like  to  put  in  a plea  for  examination  of 
the  placenta. 

AVhile  I believe  that  everybody  should  realize 
the  limitations  of  perinatal  pathology,  the  picture 
is  not  quite  that  bad.  We  do  autopsies  also  to 
find  out  if  the  babies  had  certain  specific  diseases. 
It  is  important  that  we  realize  our  limitations. 
Some  of  the  causes  of  distress  may  be  found  out 
from  a good  history.  One  of  the  most  instructive 
procedures  is  having  perinatal  mortality  confer- 
ences where  all  known  factors  are  brought  to- 
gether and  thrashed  out  in  a manner  similar  to 
the  one14  held  here  last  year.  One  learns  a 
tremendous  amount  at  these  conferences. 

Another  point  I would  like  to  make  concerns 
“abnormal  pulmonary  ventilation,”  which  Dr. 
Gordon  has  mentioned.  Again,  I agree  with 
him.  I think  it  is  a waste  basket.  If  a baby 
dies  from  any  cause  within  a few  minutes  of  birth 
it  will  have  abnormally  ventilated  lungs  simply 
because  it  did  not  live  long  enough  to  get  its  lungs 
opened  up.  It  is  just  one  of  many  possible  kinds 
of  poor  aeration.  I would  very  much  like  to 
abandon  the  term  “abnormal  pulmonary  ventila- 
tion.” Just  how  poor  this  category  is  can  be  seen 
from  the  comparison  of  statistics  of  two  groups  in 
Chicago  and  Baltimore  that  used  the  same  sys- 
tem including  “abnormal  pulmonary  ventila- 
tion.” They  came  out  with  vastly  different  per- 
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centages  simply  because  you  can  consider  cases 
in  this  particular  system  in  many  different  ways 
and,  according  to  your  opinion,  classify  them  in 
one  or  another  category. 

Finally,  I want  to  emphasize  a point  brought 
up  by  Dr.  Slobody.  When  there  are  no  distress 
signs  apparent  from  the  labor  record  we  assume 
that  everything  will  be  all  right.  Yet  anyone 
who  has  attended  perinatal  mortality  conferences 
knows  that  this  assumption  is  not  so.  There  are 
cases  in  which,  as  far  as  one  can  tell,  pregnancy 
and  labor  progress  normally,  and  then  to  every- 
body’s surprise  the  baby  is  born  with  signs  of 
long-standing  distress.  We  must  realize  that 
just  because  there  were  no  abnormal  findings 
during  labor,  we  cannot  depend  on  obtaining  an 
infant  in  good  condition.  There  are  many  such 
babies  who  are  damaged  by  the  stress  of  delivery, 
and  we  have  no  way  of  finding  this  out  in  advance. 

Another  point  has  greatly  interested  me.  The 
statement  is  made  by  many,  and  I am  beginning 
to  believe  it,  that  full-term  babies  delivered  by 
cesarean  section  more  frequently  show  pulmonary 
edema  and  atelectasis  associated  with  hyaline 
membranes  than  full-term  babies  delivered  in 
other  ways.  I wonder  if  anyone  here  has  any 
idea  as  to  what,  either  in  the  section  or  other  fac- 
tors such  as  anesthesia,  might  have  to  do  with 
this. 

Dr.  Gordon:  I will  leave  that  question  to  Dr. 
Guttmacher. 

Dr.  Guttmacher:  Statistics  show  that  hya- 
line membranes  go  largely  with  cesarean  section 
and  more  often  with  prematurity  than  with  any- 
thing else.  I am  not  qualified  to  answer  the 
point  that  you  raise.  I simply  do  not  know. 
I would  like  to  ask,  “Do  the  pathologists  now  ask 
for  the  placenta  when  they  are  going  to  do  a post- 
mortem examination  on  the  baby?” 

Dr.  Gruenwald:  I can  tell  you  how  we  do  it. 
At  the  Margaret  Hague  Maternity  Hospital 
there  is  a fortunate  situation.  All  the  placentas 
which  eventually  are  disposed  of  are  under  the 
control  of  the  morgue  attendant.  There  is  a 
standing  rule  that  if  a baby’s  body  is  taken  to  the 
morgue  and  the  placenta  is  still  with  it  because 
there  has  been  no  reason  for  sending  the  placenta 
alone  to  the  morgue,  then  the  placenta  and  cord 
are  set  aside  and  sent  to  the  laboratory  for  ex- 
amination. The  pathologist  will  therefore  see  the 
placentas  of  all  babies  who  die  after  birth.  This 
is  a fortunate  circumstance  in  our  hospital. 
Something  similar  should  be  arranged  every- 


where. 

Dr.  Gordon:  Dr.  Levine,  would  you  carry  on 
for  us  here? 

Dr.  Samuel  Z.  Levine:  I would  like  to  ask 
several  questions  of  the  panel.  I was  surprised, 
Dr.  Apgar,  to  see  that  you  had  in  your  1,499-Gm. 
group  of  premature  infants  so  many  who  received 
any  anesthesia  at  all.  Is  it  customary,  desirable, 
or  necessary  to  use  anesthesia  when  you  expect 
the  birth  of  a premature  baby? 

Dr.  Apgar:  The  regional  anesthesia  group  in- 
cludes local  for  episiotomy  and  pudendal  block, 
and  most  of  those  are  that  way.  A few  have 
caudal  anesthesia,  and  one  or  two  have  spinal 
anesthesia. 

Dr.  Levine:  How  about  the  large  groups  of 
1,500  to  2,000  Gm.? 

Dr.  Apgar:  I will  have  to  look  up  the  original 
figures  for  that  group.  Probably  a quarter,  I 
think,  would  be  local  and  pudendal.  The  rest 
are  caudals  and  saddle  blocks.  We  use  a wide 
episiotomy  and  forceps  delivery  prophylactically 
for  premature  infant  deliveries.  It  does  need 
more  anesthesia  than  a precipitous  delivery,  but 
the  technic  seems  to  be  less  traumatic  to  the 
infant. 

Dr.  Levine:  May  I ask  Dr.  Pallin  whether 
there  is  any  safety  factor  in  using  volatile  in- 
stead of  nonvolatile  anesthetics  in  terms  of  the 
welfare  of  the  newborn  infant? 

Dr.  Pallin:  The  only  safety  factor  in  a de- 
livery really  depends  on  the  ability  of  the  anes- 
thesiologist. Beyond  that  I would  say  that  the 
dose  and  the  duration  of  administration  alters  the 
safety  of  any  agent  in  the  newborn  infant.  In  a 
long  case  a volatile  agent  is  much  safer. 

Dr.  Levine  : My  thought  was  that  with  a vola- 
tile anesthetic  the  duration  of  action  is  or  may  be 
less  than  when  you  have  a nonvolatile  anesthetic 
which  permeates  through  the  placenta  into  the 
blood  stream. 

Dr.  Pallin:  I am  afraid  I did  not  make  my- 
self clear  on  that  point.  With  regard  to  a non- 
volatile anesthetic,  are  you  speaking  in  terms  of 
regional  anesthetic  or  are  you  speaking  in  terms 
of  Pentothal  for  instance? 

Dr.  Levine:  Well,  any  of  them,  either  regional 
or  more  especially  general  nonvolatile. 

Dr.  Pallin:  With  regard  to  regional  anes- 
thetics, I should  say  that  none  of  these  agents 
from  any  sort  of  block,  epidural,  spinal,  or  puden- 
dal, reaches  the  fetus.  I think  that  disposes  of 
the  question  of  regional  anesthetics. 
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With  regard  to  Pentothal,  there  is  some  theory 
that  there  is  a slow  period  when  the  placental 
barrier  holds  back  the  larger  molecule.  I do  not 
think  this  is  true.  I believe  that  Pentothal  or 
any  other  similar  anesthetic  with  a high  fat 
solubility  will  be  distributed  rapidly  to  the  var- 
ious fat  depots  of  the  body.  As  the  concentra- 
tion of  the  drug  is  built  up  in  the  blood  stream, 
it  will  pass  across  the  barrier.  It  may  take  one 
or  two  minutes  more,  but  it  will  eventually  reach 
the  baby. 

Dr.  Levine:  Dr.  Slobody,  I should  like  to  ask 
whether  in  those  1,400  mentally  retarded  children, 
you  tried  to  determine  retrospectively  how  many 
received  anesthesia  or  analgesia  at  birth. 

Dr.  Slobody:  I would  not  think  that  retro- 
spective studies  can  help  very  much  in  that  re- 
gard because  the  information  is  completely  un- 
reliable. I think  that  only  anterospective  stud- 
ies will  be  of  some  help  on  the  effects  of  anesthesia 
and  analgesia.  The  point  I was  trying  to  make 
is  that  certain  of  the  complicating  factors  may  be 
due  to  analgesia  and  anesthesia.  It  is  impossible 
to  say  definitely  that  this  is  due  to  anesthesia 
and  that  is  due  to  complications. 

Dr.  Levine:  I think  everybody  agrees  that 
the  newborn  infant  is  much  less  sensitive  to  the 
effect  of  hypoxia  than  the  older  individual.  A 
newborn  infant  can  tolerate  perhaps  four  or  five 
minutes  of  complete  anoxia  without  dying,  pe- 
riods which  an  older  individual  could  not  possibly 
tolerate.  Some  Russian  investigators  have  had 
anencephalic  monsters  breath  100  per  cent  nitro- 
gen, some  of  which  continued  to  breathe  for  as 
long  as  ten  minutes.  I think  the  mortality  rate 
is  not  the  only  index  of  the  result  of  hypoxia  in 
children. 

Dr.  Guttmacher  mentioned  that  careful 
studies  in  good  institutions  seemed  to  indicate 
that  the  mortality  rate  does  not  vary  with  re- 
spect to  anesthesia  or  analgesia.  I think  perhaps 
it  is  more  important  to  determine  the  later  mor- 
bidity in  these  youngsters.  I am  sure  that  in  a 
number  of  those  who  survive,  anoxia  leads  to  some 
permanent  damage.  Perhaps  a larger  number 
than  we  suspect  become  perfectly  normal  adults. 
I definitely  think  that  some  kind  of  study  is 
needed  to  gauge  the  effects  of  hypoxia  in  the 
newborn,  especially  in  prematures. 

Dr.  Slobody:  I agree  that  in  premature 
babies  there  are  many  other  factors  involved, 
but  I think  hypoxia  probably  has  a more  marked 
effect  on  prematures  than  on  full-term  babies. 


Dr.  Levine:  I think  they  are  more  addicted 
than  the  older  adults. 

Dr.  Guttmacher:  Dr.  Levine  has  made  a 
very  important  point.  I am  certainly  in  no  posi- 
tion to  say  that  analysis  in  any  way  excludes  the 
factor  of  late  damage.  Such  a critical  study  has 
not  been  done.  Studies  are  under  way  at  Balti- 
more, and  other  institutions  are  certainly  at- 
tempting to  do  such  a study  now. 

Dr.  Gruenwald  asked  about  hyaline  mem- 
brane disease  in  cesarean  section  versus  vaginal 
delivery.  I think  that  most  of  us  believe  that  if 
a baby  can  be  born  by  simple  vaginal  delivery 
there  is  no  question  of  the  baby  having  a better 
chance  for  survival  than  the  same  baby  born  by 
cesarean  section.  This  does  not  include  a com- 
plicated delivery.  The  differential  between  ab- 
dominal and  vaginal  delivery  in  large  measure  is 
pulmonary  hyaline  membrane  disease.  I would 
like  to  know  how  Dr.  Strauss  feels  about  it. 

Dr.  Lotte  Strauss:  Our  experience  at  Mt. 
Sinai  would  suggest  that  fatal  hyaline  membrane 
disease  is  becoming  less  common.  I have  no  ex- 
planation for  this. 

Dr.  Guttmacher:  I was  talking  to  Dr.  Dieck- 
mann  a couple  of  years  ago  at  the  Chicago 
Lying-In.  They  are  doing  a study  in  which  the 
women  are  dehydrated  the  day  before  cesarean 
section.  The  only  difference  he  could  find  was 
that  normally  a woman  loses  about  a pound  of 
water  during  labor.  In  a cesarean  section  she 
does  not  seem  to  have  a chance  to  lose  that  pound 
of  water.  Therefore  she  had  to  lose  it  before 
she  entered  the  section  room.  He  withheld 
fluid  and  gave  various  things  to  dehydrate  her 
simply  as  a guess  as  to  the  origin  of  this  hyaline 
membrane  disease. 

Dr.  Modes  and  I were  talking  today.  We  do 
not  submit  our  cesarean  babies  to  such  protracted 
oxygen  therapy  as  we  used  to  because  of  the  re- 
trolental  fibroplasia  problem.  I hope  Dr.  Strauss 
agrees  with  us,  we  think  that  hyaline  membrane 
is  becoming  less  common.  The  chief  change  in 
the  last  couple  of  years  is  the  control  of  oxygen. 
Recent  work  on  the  guinea  pig  seems  to  indicate 
that  in  some  measure  oxygen  is  responsible  for 
hyaline  membrane  disease.  Dr.  Strauss,  could 
you  give  us  a guess  on  this? 

Dr.  Strauss:  As  Dr.  Gruenwald  said,  it  seems 
that  hyaline  membranes  are  seen  more  often  in 
full-term  babies  delivered  by  cesarean  section 
than  in  full-term  babies  delivered  by  vaginal  de- 
livery. It  may  be  that  the  mortality  of  infants 
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who  develop  hyaline  membranes  has  decreased, 
and  for  this  reason  it  is  my  impression  that  we  do 
not  see  as  many  babies  at  autopsy  with  hyaline 
membranes.  However,  I have  not  analyzed  our 
material. 

Or  course  if  Dr.  Hodes  feels  that  if  on  clinical 
grounds  the  incidence  of  hyaline  membrane  has 
decreased  there  must  be  good  reason.  There 
must  be  observations  to  indicate  that  not  only  is 
there  greater  survival  but  a lesser  incidence  of 
hyaline  membranes.  We  still  do  not  know  ex- 
actly why  babies  develop  hyaline  membranes. 
It  is  our  impression  that  they  are  closely  as- 
sociated with  the  development  of  pulmonary 
edema  and  the  inability  of  the  baby  to  expand 
his  lungs.  Possibly  there  is  secondary  collapse  of 
previously  expanded  lungs.  The  mechanism  of 
pulmonary  edema  in  these  babies  still  needs  in- 
vestigations as  does  the  question  of  why  babies 
born  by  cesarian  section  seem  to  be  particularly 
prone  to  these  complications.  Does  anesthesia 
or  analgesia  have  anything  to  do  with  it? 

I believe  Dr.  Edith  Potter  is  of  the  opinion 
that  she  has  seen  very  little  hyaline  membrane 
disease  recently.  She  attributes  this  to  the  cur- 
tailed use  of  oxygen  and  in  reviewing  the  situa- 
tion she  feels  that  oxygen  plays  an  important 
role  in  hyaline  membrane  disease. 

Dr.  Guttmacher:  Nothing  has  been  said 
about  how  anesthesia  or  analgesia  damages  the 
baby.  What  are  the  factors  that  lead  to  distress 
or  to  increased  morbidity  of  the  baby?  Does 
anesthesia  or  analgesia  really  produce  fatal 
anoxia  if  the  blood  pressure  of  the  mother  is  main- 
tained? Is  this  depression  of  the  respiratory 
center  preventing  the  prompt  initiation  of  the 
respiration  after  birth9  Perhaps  one  should 
investigate  these  problems  both  with  reference 
to  the  type  of  drugs  used  and  the  method  of  their 
administration. 

Dr.  Gordon:  I’d  like  to  hear  Dr.  Gruenwald 
answer  his  own  questions  on  the  relationship  of 
cesarean  section  to  hyaline  membrane. 

Dr.  Gruenwald:  I really  do  not  know  but  I 
am  convinced  that  what  Dr.  Strauss  said  is  true. 
Hyaline  membranes  are  not  at  the  root  of  the 
trouble.  I once  called  them  eosinophilic  “red 
herrings.”  I see  no  reason  for  changing  my 
mind  about  this.  They  are  secondary  changes 
that  occur  in  otherwise  damaged  lungs,  particu- 
larly in  pulmonary  edema.  I was  trying  to  get 
some  information  on  what  factor  there  is  in  ce- 
sarean section,  perhaps  in  relation  to  anesthesia, 


to  account  for  the  high  incidence  of  hyaline  mem- 
branes in  full-term  babies  so  delivered.  I am 
not  talking  about  the  condition  in  prematures. 

Dr.  Gordon:  I hesitate  to  get  into  this  but  I 
think  the  best  explanation  is  that  in  cesarean 
section  the  baby  gets  a jolt.  Something  goes 
down  the  lungs 

However,  I was  surprised  to  hear  that  hya- 
line membrane  is  on  the  decrease.  Looking 
through  the  certificates  of  death  we  find  plenty 
in  the  State  of  New  York.  If  it  is  decreasing  I 
would  like  to  know  why. 

It  would  be  fine  if  the  anesthesiologists  here 
had  the  opportunity  to  speak  up.  I will  say,  for 
instance,  that  I don’t  like  saddle  block.  Now  I 
would  like  to  ask  Dr.  Pallin,  have  we  really  es- 
tablished a site  of  action  of  the  local  anesthetic 
agent  in  epidural  block?  Once  it  is  deposited  in 
the  epidural  space,  does  it  stay  there?  Or  is  it 
possible  that  the  agent  is  in  the  subarachnoid 
space?15 

Dr.  Pallin:  I think  Dr.  Apgar  knows  Fru- 
min  et  al.lb  who  did  the  work  and  found  that  the 
agent  can  be  in  the  subarachnoid  space.  If  this 
is  so,  then  we  must  guard  against  injecting  large 
doses.  I went  as  far  as  injecting  over  1 to  2 
Gm.  of  5 per  cent  procaine  when  we  did  not  have 
xylocaine  or  cyclaine.  Yet  we  never  had  a 
death  with  5 per  cent  procaine.  We  did  with 
xylocaine.  Is  it  because  5 per  cent  cyclaine  and 
5 per  cent  procaine  have  different  coefficients  of 
diffusability? 

I would  like  to  ask  another  question.  In  re- 
gional anesthesia,  we  know  that  it  does  not  trav- 
erse the  placenta  and  effect  the  fetus.  The  one 
who  is  in  danger  is  the  mother,  while  with  inhala- 
tion anesthesia  it  is  the  reverse.  As  the  cause  of 
death  in  the  child,  anoxia  is  our  greatest  concern. 
Then  again,  I would  like  to  ask,  isn’t  it  possible 
that  the  cause  rests  in  a certain  enzyme  which 
utilizes  oxygen  within  the  cerebral  cells  of  a child? 

We  know  that  if  we  use  3 per  cent,  that  is,  3 to 
5 mg.  of  pontocaine,  and  do  not  use  intravenous 
anesthesia,  the  mother  is  fine  and  the  baby 
breathes  for  four,  five,  or  maybe  six  hours. 
Then  we  come  back  and  the  baby  is  dead.  We 
do  not  find  hyaline  membrane  disease.  We  do 
not  find  anything.  The  explanation  is  aspira- 
tion. When  we  go  into  the  lungs  we  do  not  find 
anything. 

And  as  for  cyclopropane  I think,  in  all  fairness 
to  Dr.  Gordon  who  always  knew  that  I realty 
love  epidural  block,  I must  bow  to  Dr.  Apgar 
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and  say  that  cyclopropane  is  our  choice. 

Dr.  Apgar:  Dr.  Gordon  spoke  about  spinal 
versus  epidural  block.  The  site  of  action  cer- 
tainly is  far  from  settled.  There  is  a difference 
because  we  do  know  we  do  not  get  a complete 
block  with  epidural.  We  do  not  get  the  pro- 
found block,  nor  the  extent  of  the  sympathetic 
involvement  as  much  as  with  a spinal.  You 
certainly  do  not  get  as  much  motor  involvement. 
Of  course  if  you  can  put  it  up  high,  you  will  get 
more  motor  involvement.  There  still  is  a dif- 
ference in  spite  of  the  work  done  by  Frumin  et  al.15 
They  showed  that  with  an  epidural  catheter  at 
one  level  such  as  L2  and  a catheter  inserted  into 
the  subarachnoid  space  at  L5  and  advanced  so 
that  its  tip  was  opposite  the  epidural  one,  an  ap- 
preciable amount  of  procaine  could  be  obtained 
from  the  spinal  fluid.  But  clinically  the  block 
appears  to  be  a zonal  one  and  not  a complete 
block  from  a certain  level  downwards. 

Dr.  Gordon:  This  has  been  a very  instructive 
meeting.  I thank  you  all.  I would  like  to  say 
that  we  owe  a great  deal  to  anesthesiologists.  I 
know  that  better  than  a great  many  of  you  be- 
cause I have  come  through  an  era  in  which  we  had 
nothing.  The  anesthesiologist’s  training,  ex- 
perience, background,  and  the  clinical  facilities 
that  he  now  has  at  his  command  make  him,  with 
the  physiologist,  a great  asset  to  medicine. 
There  is  one  other  thing  the  anesthesiologists 
should  have.  Some  years  ago  in  the  operating 
room  the  operators  would  see  the  anesthetist,  as 
he  was  then  called,  look  over  the  drapery  to  see 
what  was  going  on.  The  operator  would  say, 
“Mind  your  own  business  and  give  the  anes- 
thetic; I’m  doing  this.”  That  day  is  past.  It  is 


quite  clear  that  there  are  things  the  anesthesiolo- 
gist should  know  about  and  see  in  the  operative 
procedure  in  order  to  be  of  help  without  being 
told  what  to  do  by  the  operator.  For  my  part, 
I just  take  off  my  hat  to  the  anesthesiologists. 

I want  to  thank  all  of  you  who  have  made  this 
a very  successful  evening  and  you,  Dr.  Gold- 
mark,  and  the  Special  Committee  on  Infant 
Mortality,  for  inviting  me  to  participate  in  the 
discussion. 
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Beriberi  Heart  Disease 


Although  beriberi  heart  disease  is  well  known  in 
the  Orient,  its  incidence  in  this  country  is  largely 
confined  to  alcoholics,  in  whom  nutritional  defi- 
ciency is  a common  complication.  A case  is  pre- 
sented of  a young  alcoholic  of  twenty-six  who  had 
been  subsisting  chiefly  on  whisky  and  coca  cola. 
On  admittance  he  tvas  suffering  from  signs  of  cardiac 
failure  and  polyneuritis,  which  responded  dramati- 
cally to  parenterally  administered  thiamine  chloride, 


100  mg.  daily.  The  triad  of  nutritional  deficiency, 
cardiac  symptoms,  and  signs  of  peripheral  neuritis 
should  direct  attention  to  the  possibility  of  this  dis- 
order. The  author  warns  that  strict  therapeutic 
control  should  be  approached  with  caution  in  late 
cases,  especially  when  they  show  low  blood  pres- 
sure and  syncope. — Franklin  G.  Hoff,  M.D.,  Journal 
of  the  Tennessee  State  Medical  Association,  November, 
1956 
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Allergy  is  considered  to  play  a role  in  a 
variety  of  neurologic  symptoms  and  symp- 
tom complexes.  In  certain  instances  some 
symptoms  are  unquestionably  due  to  allergic 
reactions  and  can  be  reproduced  at  will  by  ex- 
posure of  the  patient  to  the  offending  allergen(s). 
Some  neurologic  syndromes,  such  as  migraine  or 
Menieres  disease,  are  known  to  be  caused  by 
allergic  reactions  in  a certain  percentage  of  cases. 
Still  others,  most  notably  multiple  sclerosis, 
have  been  suspected  of  having  an  allergic  etiology, 
but  the  evidence  is  not  conclusive. 

Central  nervous  system  symptoms  which  have 
been  described  after  exposure  to  known  aller- 
gens are  numerous  and  varied,  depending  on  the 
pathogenesis  and  the  localization  of  the  reaction. 
They  may  be  mild  and  brief,  or  severe,  general- 
ized, and  prolonged.  A list  of  symptoms  which 
have  been  definitely  induced  by  allergic  mecha- 
nisms includes  weakness,  tremor,  tinnitis,  vertigo, 
deafness,  nystagmus,  scotomata,  hemianopsia, 
blurring  vision,  blindness,  ptosis,  irregularity 
of  pupils,  photophobia,  speech  disorders  including 
aphasia,  excitability,  anxiety,  confusion,  insom- 


nia, somnolence,  stupor,  convulsions,  encephal- 
opathy, coma,  ataxia,  localized  paralysis,  hemi- 
plegia, and  others. 

The  pathogenesis  of  these  symptoms  is  difficult 
to  prove  because  it  is  not  amenable  to  study  in 
most  instances.  It  is  likely  that  the  mechanisms 
ascribed  to  other  allergies  apply  to  those  of  the 
central  nervous  system.  Cerebral  edema,  local 
or  diffuse,  is  probably  similar  to  the  urticarial 
type  of  reaction  and  is  the  most  plausible  explana- 
tion of  many  of  the  manifestations  of  central 
nervous  system  allergies.  There  is  considerable 
clinical  evidence  to  support  this  concept.  Other 
types  of  allergic  reactions  are  based  on  vascular 
changes,  such  as  capillary  dilation,  allergic  in- 
flammation, purpura,  and  vascular  occlusions 
whether  spastic,  hemorrhagic,  or  thrombotic. 
These  types  of  Reactions  have  been  suspected 
but  have  not  been  proved  to  be  operative  in  al- 
lergic neurologic  disorders.  Primary  demyelina- 
tion,  such  as  occurs  in  multiple  sclerosis,  has 
no  counterpart  in  other  clinical  allergies  but  is 
regarded  as  being  caused  by  allergic  reactions, 
because  it  has  been  produced  by  immunologic 
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technics  in  experimental  animals. 

Almost  all  of  a large  variety  of  allergens  have 
been  shown  to  cause  one  or  another  of  the  central 
nervous  system  disorders.  Foods,  drugs,  and 
injectables  are  the  commonest  causes,  while  in- 
halants and  contactants,  which  are  prominent  in 
other  allergies,  play  a negligible  role  in  these 
cases.  Among  foods  the  commonest  offending 
allergens  are  milk,  chocolate,  eggs,  and  shellfish. 
Much  of  the  early  evidence  suggesting  this  al- 
lergic etiology  of  central  nervous  system  symp- 
toms was  accumulated  at  the  time  when  vaccines 
and  foreign  serums  (antitoxins)  came  into  wide 
use.  Other  injectables,  such  as  liver  extract, 
insulin,  and  bee  venom  also  have  been  reported 
as  the  cause  of  such  reactions.  Various  drugs 
have  been  suspected,  the  most  significant  being 
Nirvanol,  sulfonamides,  arsenic,  and  quinine. 
Infections,  bacterial  and  viral,  have  been  sus- 
pected of  causing  encephalomyelitis  on  an  allergic 
basis,  but  the  evidence  is  incomplete.  Cases 
resulting  from  killed  bacterial  vaccines  and 
toxins  also  have  been  reported  and  are  sugges- 
tive although  not  conclusive  in  most  instances. 

The  clinical  description  of  neurologic  symptoms 
based  on  allergic  reactions  began  toward  the  end 
of  the  last  century  when  Osier1  reported  three 
cases  of  hemiplegia  following  vaccination.  Periph- 
eral neuritis  after  foreign  serum  injections 
was  described  as  early  as  1897  and  was  reviewed 
by  Pollet.2  Optic  neuritis  during  serum  sickness 
was  described  in  1922,  and  unusual  somnolence 
associated  with  an  allergic  reaction  was  reported 
in  1923.3,4  In  the  same  year  cases  of  Meniere’s 
disease  were  ascribed  to  allergic  reaction  to 
foods.5  In  1928  Kennedy6  reported  meningeal 
and  focal  lesions  causing  hemplegia,  aphasia, 
hemianopsia,  and  marked  papilledema  during 
serum  sickness.  Allergic  headache  from  food 
was  reported  in  1930  by  Eyermann7  who  also 
described  several  cases  due  to  inhalant  allergens. 
In  1933  typhoid  vaccine  was  reported  as  causing 
an  acute  ascending  polyneuritis.8  In  1935  re- 
ports of  two  cases  of  encephalomyelitis  following 
the  use  of  serum  or  vaccine  were  published,  one 
of  which  came  to  autopsy.9  A case  of  encepha- 
litis after  yellow  fever  vaccination  came  to  au- 
topsy in  1936. 10  The  lesions  found  resembled 
those  of  multiple  sclerosis  and  suggested  the 
possible  allergic  etiology  of  this  disease.11  In 
the  same  year  other  investigators12  were  similarly 
impressed  with  this  possibility.  In  1938  a case 
of  violent  convulsions  following  the  ingestion  of 


chocolate  was  described.13 

This  brief  historical  review  points  out  the  range 
and  variety  of  clinical  neurologic  disturbances 
which  can  be  caused  by  allergic  reactions.  Ex- 
perimental evidence  to  support  these  observa- 
tions has  been  reported.  Local  brain  lesions  of 
both  the  Arthus  and  the  general  anaphylactic 
type  were  produced  in  dogs  and  rabbits  as  early 
as  1931. 14-16  This  type  of  reaction  was  studied 
extensively  and  was  reviewed  by  Ferraro.17 
In  1943  Jervis18  found  that  the  injection  of 
Forssman  antibodies  into  the  carotid  arteries  of 
guinea  pigs  caused  ataxia  and  nystagmus.  He 
observed  diffuse  degeneration  of  neurones,  a 
mild  glial  reaction,  and  foci  of  demyelination. 
The  experimental  studies  on  the  immunopatho- 
genesis  of  lesions  resembling  multiple  sclerosis 
actually  began  with  the  use  of  rabies  vaccine 
(reviewed  by  Hurst).19  It  was  soon  found  that 
brain  tissue  and  not  the  virus  itself  wras  responsible 
for  the  lesions  produced.  Subsequent  studies 
using  prolonged  injections  of  brain  tissue  in 
monkeys  produced  more  consistent  results.20-22 
The  regular  and  consistent  production  of  paraly- 
ses wras  finally  achieved  by  the  use  of  Freund’s23 
adjuvant,  by  Mqrgan24  and  other  investigators.25 
It  is  certain  that  brain  tissue  is  organ  specific 
and  not  species  specific.  The  antigen  is  most 
abundant  in  the  white  matter  of  the  brain  and 
appears  to  be  a lipoprotein.26’27 

It  is  apparent  from  the  foregoing  that  a wide 
assortment  of  neurologic  symptoms  can  be  pro- 
duced by  allergic  reactions.  There  are  a num- 
ber of  central  nervous  system  disease  syndromes 
which  in  some  cases  have  been  shown  to  be  due 
to  an  allergic  mechanism.  This  has  been  pos- 
sible because  in  some  instances  the  disease  oc- 
curs only  in  association  with  other  obvious  al- 
lergic manifestations  and  in  some  cases  because  it 
can  be  consistently  reproduced  by  exposure  to  the 
offending  substance. 

Migraine  is  a well-established  symptom  com- 
plex which  in  most  cases  is  due  to  a multiplicity 
of  factors.  Endocrine,  neurogenic,  psychogenic 
factors,  and  foci  of  infection  have  been  impli- 
cated.28 However,  a certain  percentage  of  the 
cases  are  due  solely  to  allergy.  This  was  first 
suggested  in  191929  and  soon  was  well  established 
by  the  reports  of  many  observers.30-34  The 
allergic  etiology  of  other  types  of  headache,7,35 
including  atypical  migraine,  was  extensively  re- 
viewed by  Friedman  and  Von  Storch.36  Foods 
and  drugs  are  the  commonest  offenders,  but  in- 
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halants  also  have  been  implicated.37 

The  deafness,  tinnitus,  and  vertigo  of  Men- 
iere's disease  can  be  caused  by  a variety  of  factors 
including  metabolic  dyscrasias,  vasomotor  in- 
fluences, arteriosclerosis,  foci  of  infection,  and 
systemic  disease  resulting  in  hydrolabyrinthitis. 
Here  again  the  etiology  in  a small  portion  of  the 
patients  is  clearly  allergic  and  is  generally  due  to 
foods,  although  other  types  of  allergens  including 
inhalants  may  be  responsible.  Duke5  was  among 
the  first  to  observe  this  syndrome  which  occurred 
after  the  ingestion  of  pears,  spinach,  plums,  and 
wine,  or  the  injection  of  their  extracts.  Other 
observers  contributed  further  clinical  evidence  for 
the  allergic  etiology  of  Meniere’s  syndrome.38-'40 

Idiopathic  epilepsy  is  another  neurologic  dis- 
order of  unknown  etiology  in  which  allergy  has 
been  suspected  of  playing  a part.  In  this  con- 
dition also  the  majority  of  cases  cannot  be  as- 
cribed to  allergy.  There  is  little  doubt  that  some 
of  them  are  due  to  allergy,  especially  in  view  of 
the  striking  cases  that  have  been  reported. 
As  early  as  1919  a case  of  epilepsy  of  six  years 
duration  which  was  finally  traced  to  chocolate 
was  described.41  A well-known  and  well- 
established  case  of  chocolate  allergy  resulting  in 
convulsions  was  reported  by  Pardee,13  and  others 
have  been  collected  and  reported  by  Clark.42 
The  most  extensive  and  critical  review  of  the 
subject  is  that  of  Davison.43 

Multiple  sclerosis  is  another  entity  whose 
pathogenesis  has  been  suspected  of  being  due  to 
an  allergy.  Some  of  the  experimental  evidence 
was  discussed  previously,  and  most  of  this  is 
based  upon  brain  tissue  antibodies.  There  are, 
however,  a number  of  observers  who  have  con- 
sidered food  allergies  as  playing  a role  in  this 
disease.44'45  The  evidence  is  not  conclusive  that 
either  type  of  allergic  reaction  can  cause  the 
disease. 

Prigal46  has  reviewed  the  relationship  between 
allergy  and  multiple  sclerosis  and  found  the 
experimental  evidence  indicative  of  an  allergic 
mechanism,  but  this  cannot  be  confirmed  clini- 
cally. Autosensitivity  and  self-perpetuating 
mechanisms  are  possibly  involved. 

Conclusions 

A wide  variety  of  neurologic  symptoms,  such 
as  migraine,  Meniere’s  disease,  epilepsy,  multiple 
sclerosis,  and  others  may  be  based  on  an  allergic 
etiology.  Most  of  these  and  other  central 


nervous  system  diseases  are  due,  however,  to 
other  causes  or  else  their  etiology  is  unknown. 

Allergy  should  only  be  considered  and  investi- 
gated when  all  other  approaches  to  central  nerv- 
ous system  symptoms  or  syndromes  have  been 
exhausted,  when  there  is  a strongly  positive 
family  and  personal  history  of  allergy,  or  when 
there  is  a concurrent  and  obvious  associated 
allergy. 
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( Number  thirty-nine  of  a series  on  Fundamentals  of  Modern  Allergy.  This  series  will  be  published  in  book- 
form  under  the  original  title  by  Blakiston  and  Company.) 


Diverliculosis  and  Diverticulitis  of  the  Colon 


Since  1942  there  has  been  a gradual  trend  toward 
resection  in  diverticulitis  and  diverticulosis  of  the 
colon,  and  the  percentage  of  the  more  radical  pro- 
cedures increases  as  the  age  of  the  patients  decreases. 
More  resections  are  done  on  the  younger  patients 
because  they  are  better  able  to  tolerate  surgery,  es- 
pecially one-stage  procedures,  and  because  the 
younger  patients  are  more  likely  to  develop  more 
serious  trouble  later.  Drs.  Arthur  W.  Allen  and 
Glenn  E.  Behringer,  Massachusetts  General  Hos- 


pital, Boston,  review  210  cases  resected  in  one-,  two-, 
or  three-stage  procedures  since  1942,  a series  showing 
a mortality  rate  of  2.3  per  cent.  During  the  period 
(1942  to  September  1,  1956)  372  cases  were  treated 
medically. 

On  the  basis  of  their  analysis  of  this  series, 
the  authors  draw  certain  conclusions  regarding 
indication  for  surgery  and  technical  considerations 
relating  to  surgical  procedures. — Pennsylvania  Medi- 
cal Journal,  November,  1956 
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Announcement 


This  is  to  announce  that  the  Clinical  Anesthesia  Conferences  will  be  discontinued  until  the  Sep- 
tember 15,  1957,  issue  of  the  Journal. 

We  invite  the  reading  public  to  submit  to  the  editor  case  reports  of  interest  for  possible  inclusion 
and  discussion  in  the  forthcoming  series. 

Merel  H.  Harmel,  M.D.,  Editor 
Clinical  Anesthesia  Conferences 
State  University  of  New  York 
Downstate  Medical  Center 
Department  of  Anesthesiology 
451  Clarkson  Avenue 
Brooklyn  3,  New  York 


Digitalis  After  Diuretics 


Decompensated  patients  already  controlled  by 
diuretics  apparently  are  not  further  improved  by 
digitalis  therapy,  if  cardiac  rhythm  is  normal,  ac- 
cording to  an  item  in  the  Forum  of  Diuretic  Review, 
specialty  journal  distributed  by  Lakeside  Labora- 
tories, Inc.  Reference  is  made  to  recent  studies  of 


congestive  failure  patients  using  cardiac  catheteriza- 
tion and  other  circulatory  measurements.  These 
studies  have  reportedly  disclosed  no  significant  and 
consistent  improvement  from  digitalization  after 
rest,  diet,  and  diuretics  have  already  made  the  pa- 
tients asymptomatic. 
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Horseshoe  Kidney  Associated  with  Replacement  Lipomatosis 

SAMUEL  SIMON,  M.D.,  F.A.C.S.,  POUGHKEEPSIE,  NEW  YORK 


{From  the  Department  of  Urology,  Vassar  Brothers  Hospital) 


rrHE  purpose  of  this  report  is  to  record  an  unusual 
case  of  horseshoe  kidney  with  multiple  con- 
comitant pathology.  Horseshoe  kidney  is  one  of 
the  most  common  renal  anomalies,  involving 
fusion  of  the  adjacent  poles  of  the  kidneys,  nearly 
always  the  lower  poles,  across  the  median  line. 
The  fused  organs  thus  resemble  a horseshoe  with 
its  concavity  directed  cranially.  The  reported 
incidence  of  horseshoe  kidney,  based  on  a large 
series  of  necropsy  figures,  varies  from  approximately 
one  in  400  to  one  in  700. 1-3  Clinically,  however,  this 
condition  is  more  prevalent  than  these  autopsy 
figures  indicate;  Gutierrez2  estimates  that  horse- 
shoe kidney  occurs  once  in  every  200  pyelograms. 

Horseshoe  kidney  represents  a congenital  mal- 
formation in  which  fusion  of  the  renal  blastema 
occurs  when  they  are  closest  together,  at  about  the 
fifth  or  sixth  week  of  fetal  life.  At  this  time  the 
renal  primordia  lie  in  the  hollow  of  the  sacrum. 
As  a result  of  fusion  there  is  interference  with  the 
normal  ascent  and  rotation  of  the  kidney,  and  the 
total  mass  anchors  at  a lower  level  with  the  pelves 
remaining  in  anterior  position.  The  typical  horse- 
shoe kidney  thus  lies  astride  the  vertebral  column, 
usually  at  the  third  or  fourth  lumbar  level.  The 
blood  supply  is  also  anomalous,  multiple  arteries 
coming  directly  from  the  aorta  or  the  iliac  arteries 
and  numerous  veins  emptying  into  the  inferior 
vena  cava  or  iliac  veins. 

Horseshoe  kidneys  are  prone  to  develop  urinary 
obstruction  as  a result  of  the  isthmus  which  may 
impede  proper  drainage,  as  a result  of  an  abnormally 
high  and  lateral  insertion  of  the  ureter  into  the 
renal  pelvis,  and  as  a result  of  the  presence  of 
anomalous  blood  vessels.1-4^  Gutierrez2  considers 
the  position  of  the  isthmus,  anterior  to  the  sym- 
pathetic and  parasympathetic  nerves  and  to  the 
aorta  and  inferior  vena  cava,  an  important  factor 
in  the  causation  of  symptoms.  He  has  originated 
the  term  “horseshoe  kidney  syndrome”  which 
includes  (1)  pain  in  the  midabdomen  with  lumbar 
radiation,  (2)  gastrointestinal  complaints  character- 
ized mainly  by  chronic  constipation,  and  (3)  urinary 


Fig.  1.  Plain  film  of  abdomen.  Note  the  large 
homogeneous,  soft  density  filling  the  left  flank  and  left 
half  of  the  pelvis.  This  proved  to  be  a massive  peri- 
nephritic  abscess.  There  is  also  a large  calculus  visible 
in  the  left  ureter  adjacent  to  the  region  of  the  left 
sacroiliac  joint. 

symptoms  which  follow  infection  due  to  stasis. 

Foley6  recognizes  three  types  of  horseshoe  kidney: 

(1)  Horseshoe  kidney  without  renal  pathology 
or  symptoms  of  renal  origin.  There  is  no  indication 
for  surgical  intervention  in  this  group. 

(2)  Horseshoe  kidney  with  renal  pathologic 
changes  and  symptoms  of  renal  origin.  Surgery, 
if  performed,  must  correct  not  only  the  concomitant 
pathology  but  also  the  anomaly. 
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Fig.  2.  Intravenous  pyelogram.  Note  that  the 
right  kidney  is  more  caudad  and  mesial  than  normal 
and  is  incompletely  rotated.  Some  of  the  minor 
calyces  are  directed  mesially.  The  left  kidney  does  not 
visualize. 


(3)  Horseshoe  kidney  with  renal  symptoms 
and  without  renal  pathologic  change  other  than 
some  pelvic  dilatation  (horseshoe  kidney  disease  of 
Gutierrez). 

Foley  reviewed  26  cases  in  this  final  category, 
seven  of  them  his  own,  in  which  the  condition  was 
treated  by  division  of  the  isthmus  and  nephropexy 
with  generally  good  results.  He  feels  that  the 
pelvic  dilatation  so  often  present  with  horseshoe 
kidney  is  significant  in  producing  pain.  Of  his 
cases  24  were  relieved ; there  was  one  postoperative 
death  and  one  poor  result. 

The  most  common  pathology  associated  with 
horseshoe  kidney  is  nephrolithiasis.  The  second 
most  common  type  is  hydronephrosis.  Rathbun3 * * * 7 * * 
in  a review  of  108  cases  found  calculi  in  32,  hydro- 
nephrosis in  18,  and  neoplasm  in  four.  Carcinoma 
has  not  been  a frequent  finding.  Only  one  of 

Gutierrez’  25  cases  showed  carcinoma.  Botez® 

collected  320  cases  of  horseshoe  kidney  in  the  litera- 
ture and  found  carcinoma  in  one  and  sarcoma  in 
four  others.  In  an  analysis  of  23  cases  of  diseased 

horseshoe  kidneys,  Silagy*  found  calculi  in  13, 

hydronephrosis  in  three,  and  hypernephroma  in  one. 

The  diagnosis  of  horseshoe  kidney  is  based  on 


x-ray  findings.  It  is  often  possible  to  surmise  that 
renal  fusion  exists  from  examination  of  the  plain 
film  alone,  which  may  show  the  renal  shadows 
lower  and  more  medial  than  normal.  The  renal 
axis  may  be  changed  so  that  the  lower  poles  are 
closer  together  than  the  upper  poles,  and  often  it 
is  possible  to  see  the  outline  of  the  bridge  of  soft 
tissue  which  connects  the  two  segments  across  the 
vertebral  column.  Accurate  diagnosis,  however, 
requires  urography.  Braasch10  lists  the  character- 
istic x-ray  findings:  (1)  malrotation  of  the  renal 
pelves,  usually  anterior,  (2)  pelves  lower  and  more 
medial  than  normal,  (3)  the  lower  calyces  pointing 
toward  the  midline  and  seemingly  reaching  out  in 
an  effort  to  join  each  other,  and  (4)  abnormal  course 
of  the  ureters. 

The  treatment  of  the  horseshoe  kidney  will 
depend  on  the  symptoms  and  the  pathology. 
Foley’s  classification  represents  a good  basis  for 
determining  the  type  of  treatment  to  be  employed. 

The  report  which  follows  concerns  an  unusual 
case  of  horseshoe  kidney  complicated  by  a peri- 
nephritic  abscess,  hydronephrosis,  renal  calculus, 
infection,  and  replacement  lipomatosis. 

Case  Report 

Mrs.  A.  M.  B.,  aged  twenty-eight,  para  2,  gravida 
3,  had  been  having  intermittent  colicky  pains  in  the 
left  lower  abdomen  for  two  or  three  days  of  each 
month  during  the  past  ten  years.  These  pains  had 
been  diagnosed  by  a physician  as  “ovarian  trouble.” 
Appendectomy  had  not  relieved  her  abdominal 
symptoms.  Her  current  pregnancy  was  uneventful 
until  the  sixth  month  when  she  developed  persistent 
pain  in  the  left  kidney  region.  Within  a few  weeks 
a swelling  appeared,  and  by  the  end  of  the  seventh 
month  there  was  a painful,  bulging  mass  in  the  left 
flank.  This  mass  persisted  following  a premature 
but  otherwise  uncomplicated  delivery  at  eight 
months.  Until  this  time  there  was  no  fever,  al- 
though urinalysis  prior  to  delivery  had  shown 
numerous  white  cells  and  red  cells.  The  patient  was 
discharged  six  days  postpartum,  but  because  the 
pain  and  swelling  continued,  she  was  readmitted 
one  week  later,  on  June  11,  1952,  to  Vassar  Brothers 
Hospital,  Poughkeepsie,  New  York. 

Physical  examination  showed  a chronically  ill, 
twenty-nine-year-old,  white  female,  poorly  nourished 
with  evidence  of  weight  loss.  There  was  marked 
pallor  of  the  skin  and  mucous  membranes.  Temper- 
ature was  102.6  F.,  pulse  110,  respirations  24,  and 
blood  pressure  122/70.  A large,  firm,  and  very 
tender  mass  filled  the  entire  left  flank  and  extended 
to  the  left  lower  quadrant.  There  was  also  a hemi- 
spheric, protuberant,  and  fluctuant  swelling,  ap- 
proximately 5 inches  in  its  greatest  diameter,  over 
the  left  kidney  region. 

Laboratory  studies  were  as  follows : Urine  showed 
leukocytes  4 to  10  per  high-power  field.  Hemo- 
globin was  11  Gm.  (70  per  cent),  red  blood  cells 
4,320,000,  white  blood  cells  10,750  with  a shift  to 
the  left.  Urea  nitrogen  was  8.0  mg.  per  cent.  On 
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Fig.  3.  Retrograde  pyelogram.  Note  the  catheter 
in  the  left  ureter  in  contact  with  the  calculus.  No 
contrast  medium  could  be  injected  into  the  left  kidney. 
The  right  kidney  shows  malrotation  and  lies  more 
mesial  and  caudad  than  normal. 


an  x-ray  of  the  abdomen  a calcific  shadow,  about 
1.5  cm.  in  diameter,  lay  in  the  region  of  the  left 
ureter  at  the  level  of  the  first  segment  of  the  sacrum. 
There  was  also  evidence  of  a large  retroperitoneal 
collection  of  fluid  on  the  left  side,  filling  the  entire 
flank  and  extending  to  the  pelvis  (Fig.  1). 

At  this  time  the  author  was  asked  to  see  the  pa- 
tient in  consultation,  and  a diagnosis  of  perinephritic 
abscess  secondary  to  hydropyonephrosis  was  made. 
This  abscess  was  promptly  incised  and  drained  of 
about  1,000  cc.  of  thick,  creamy,  purulent  exudate, 
from  which  Escherichia  coli  was  cultured.  The 
patient  improved,  and  the  temperature,  previously 
septic  in  character,  returned  to  normal. 

During  the  postoperative  period  a flat  film  of  the 
abdomen  showed  a well-defined  right  kidney  low 
in  the  abdomen  with  its  inferior  pole  below  the  iliac 
crest.  A shadow  which  appeared  to  be  a partial 
outline  of  the  left  kidney  was  visualized,  its  lower 
pole  also  in  the  vicinity  of  the  crest  of  the  ilium. 
The  opacity  noted  earlier  was  again  seen  in  the 
region  of  the  left  ureter  overlying  the  left  sacroiliac 
joint.  An  intravenous  pyelogram  outlined  the  right 
renal  pelvis  and  calyces;  some  minor  calyces  were 
directed  mesially,  and  the  pelvis,  moderately  dilated 
with  evidence  of  incomplete  rotation  of  the  kidney, 
lay  at  the  level  of  the  fourth  lumbar  interspace  and 
closer  to  the  midline  than  normal  (Fig.  2).  On  the 


thirty-minute  film  the  lower  portion  of  the  right 
ureter  was  outlined.  No  function  was  demon- 
strated on  the  left  side. 

The  presumptive  diagnosis  at  this  time  was  hy- 
dropvonephrosis  of  the  left  kidney  associated  with 
left  ureteral  calculus.  Although  it  was  felt  that  a 
nephrectomy  was  indicated,  surgery  was  postponed 
until  the  drainage  from  the  sinus  tract  was  reduced 
to  a minimum.  However,  from  the  time  of  her 
discharge  until  her  readmission  nearly  two  months 
later,  there  was  continuous,  slight  seropurulent 
drainage. 

When  the  patient  re-entered  the  hospital  for 
removal  of  the  diseased  left  kidney,  her  complaints, 
in  addition  to  persistent  flank  and  kidney  pain,  were 
increased  frequency  of  urination,  nocturia  one  to 
two  times  nightly,  and  occasional  burning  on  urina- 
tion. The  kidney  was  easily  palpable.  There  was 
marked  tenderness  over  the  entire  left  flank  and  left 
costovertebral  angle  and  slight  serosanguineous  dis- 
charge at  the  site  of  incision  and  drainage. 

Laboratory  analyses  gave  the  following  results: 
Urine  showed  albumin  5 mg.,  60  to  70  white  blood  cells 
and  5 to  7 red  blood  cells  per  high-power  field,  and 
many  bacteria.  Hemoglobin  was  60  per  cent,  red 
blood  cells  3,120,000,  white  blood  cells  6,850  with  a 
shift  to  the  left.  Blood  urea  nitiogen  was  8.2  mg. 
per  cent.  Culture  of  the  bladder  urine  was  nega- 
tive. 

Excretory  urography  indicated  good  function  on 
the  right  with  other  findings  identical  to  those  seen 
earlier.  There  was  still  no  function  on  the  left. 
A moderately  severe  and  diffuse  cystitis  was  seen 
on  cystoscopy.  An  obstruction  in  the  left  ureter  at 
18  cm.  could  not  be  overcome,  but  on  the  right  side 
a number  5F  catheter  was  passed  25  cm.  without  dif- 
ficulty to  the  renal  pelvis,  and  clear,  normal  urine 
was  obtained.  There  was  no  drip  from  the  left. 
Indigocarmine  was  excreted  normally  by  the  right 
kidney;  on  the  left  there  was  no  dye  after  fifteen 
minutes.  A retrograde  pyelogram  revealed  malro- 
tation and  mesial  and  caudal  displacement  of  the 
right  kidney.  On  the  left  no  dye  passed  beyond 
the  site  of  obstruction,  and  a left  pyelogram  could 
not  be  obtained  (Fig.  3). 

After  the  patient  had  received  2,000  cc.  of  blood 
to  restore  the  hemoglobin  to  normal  level,  the  left 
kidney  was  explored  surgically.  The  organ  was 
slightly  lobulated,  approximately  two  and  one-half 
times  normal  size,  and  densely  adherent  to  all  sur- 
rounding structures.  The  upper  pole  contained  a 
solid  mass  about  8 cm.  in  diameter.  The  lower 
three  fourths  of  the  parenchyma  was  markedly  thin, 
soft,  and  fluctuant.  The  lower  pole  of  the  left 
kidney  was  attached  to  the  same  pole  of  the  right 
kidney  by  an  isthmus  approximately  2 cm.  in  its 
superior-inferior  diameter,  extending  across  the 
midline  at  the  lower  border  of  the  third  lumbar 
vertebra,  anterior  to  the  great  vessels.  A large 
calculus,  about  1.5  cm.  in  diameter,  was  firmly  im- 
pacted in  the  left  ureter,  which  was  dilated  and 
thickened  above.  As  a result  of  these  findings  the 
operation  consisted  of  a left  nephrectomy,  left 
ureterolithotomy,  and  division  of  the  isthmus  of  the 
horsehoe  kidney. 
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Fig.  4.  Gross  specimen.  Note  the  lens-shaped 
fatty  tumor  mass  involving  the  upper  pole  of  the  kid- 
ney. There  is  also  evidence  of  marked  hydronephrosis. 


The  pathologic  report  was  as  follows.  “Gross: 
The  left  kidney  is  18  cm.  in  length  and  evidences 
marked  dilatation  of  the  renal  pelvis  and  calyces. 
The  kidney  substance  is  reduced  to  a narrow  zone 
in  which  cortex  and  medulla  are  not  distinguishable. 
At  the  upper  pole,  there  is  a large,  lens-shaped,  hard 
tumor  mass  8 cm.  in  diameter.  On  the  cut  surface 
this  mass,  which  is  firmly  adherent  to  the  kidney  and 
actually  invading  it,  has  yellowish  patches  and  a 
central  hard  core.  There  is  a calculus  12  mm.  in 
length  with  a finely  granular  surface.  The  ureter  is 
thick  walled,  with  a large  lumen.  The  calculus 
described  above  is  said  to  have  blocked  the  ureter 
(Fig.  4). 

“Microscopic:  The  renal  parenchyma  shows 

marked  hydronephrotic  atrophy  and  extensive  de- 
struction by  chronic  ascending  inflammation  of 
nonspecific  type,  with  resulting  obliteration  of  most 
of  the  glomeruli.  There  is  marked  thickening  of 
the  fibrous  capsule.  Both  outside  the  capsule  and 
also  penetrating  into  the  kidney  and  replacing  the 
renal  tissue,  there  is  a mass  in  the  area  described 
above,  consisting  of  proliferating  fibroblasts.  Their 
nuclei  are  entirely  regular.  Many  of  these  fibro- 
blasts contain  lipoid  material,  producing  the  picture 
of  so-called  xanthoma.  Lymphocytic  and  plasma 
cellular  infiltration  are  present.  There  is  no  evi- 
dence of  malignancy. 

“Pathologic  diagnoses:  ( 1 ) chronic  pyelonephritis, 
(2)  hydronephrosis,  (3)  ureteral  calculus,  and  (4) 


replacement  lipomatosis  of  the  upper  pole.” 

The  patient  had  an  uneventful  recovery  and  was 
discharged  on  the  fourteenth  postoperative  day. 
She  has  remained  well,  has  gained  20  pounds  since 
her  operation,  and  is  free  from  abdominal  pain. 
The  follow-up  period  now  extends  over  three  years. 

Comment 

There  are  several  interesting  features  in  this  case 
that  merit  discussion.  The  onset  of  symptoms 
occurred  during  the  last  trimester  of  pregnancy. 
Pregnancy  is  often  a severe  trial  of  kidney  function, 
and  not  infrequently  latent  urinary  obstruction  may 
become  apparent  at  that  time.  A simple  intra- 
venous pyelogram  will  often  yield  extremely  valu- 
able information.  The  more  promptly  urologic 
study  is  performed,  the  better  the  chance  of  con- 
serving functioning  renal  tissue. 

A horseshoe  kidney  was  not  suspected  in  this 
patient  preoperatively.  The  presence  of  the  anom- 
aly should  have  been  considered  because  of  the 
x-ray  findings  of  incomplete  rotation  of  the  right 
kidney  with  caudal  and  mesial  displacement  and 
some  minor  calyces  directed  medially.  However, 
the  diagnosis  was  complicated  by  inadequate 
visualization  of  the  left  kidney. 

The  patient  had  a long  history  of  intermittent 
abdominal  pain  that  was  not  relieved  by  an  ap- 
pendectomy. This  fact  emphasizes  the  importance 
of  urologic  study  in  cases  of  obscure  abdominal 
symptoms. 

It  is  interesting  that  in  spite  of  a massive  abscess 
the  patient  never  had  a leukocytosis.  The  infection 
remained  localized  to  one  side  despite  the  isthmus, 
which  might  conceivably  have  allowed  the  exudate 
to  extend  across  the  midline  to  the  opposite  side. 
However,  bilateral  perinephritic  abscess  is  a rare 
occurrence  under  any  circumstances.11 

Another  interesting  feature  is  the  finding  of 
replacement  lipomatosis.  This  is  a condition  in 
which  varying  amounts  of  renal  parenchyma, 
destroyed  by  an  atrophic,  necrotic,  or  inflammatory 
process,  are  replaced  by  fat.11-12  The  coexistence 
of  calculi  and  chronic  pyelonephritis  has  been  noted 
in  as  many  as  79  per  cent  of  33  cases  of  replacement 
lipomatosis.  The  most  advanced  cases  of  this 
condition  occur  after  drainage  of  a calculous 
pyonephrosis  and  in  those  instances  where  a drain- 
ing flank  sinus  exists  between  surgical  drainage  of  a 
kidney  abscess  and  nephrectomy.12  Our  case  falls 
into  this  category. 

Replacement  lipomatosis  may  simulate  renal 
tumor  both  grossly  and  microscopically.12  This 
fact  has  been  borne  out  by  Dr.  Arthur  Purdy 
Stout  of  New  York,  who  confirmed  our  histologic 
diagnosis  and  cited  two  similar  cases  on  record  in 
his  laboratory. 

The  removal  of  a kidney  with  replacement  lipo-  j 
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matosis  is  often  technically  difficult.  The  fat  is 
much  firmer  than  usual  because  of  associated  fibro- 
blastic proliferation  and  inflammatory  reaction. 
Because  of  the  unyielding  firmness  of  this  tissue 
intracapsular  nephrectomy  may  be  necessary.12 

Summary 

An  unusual  case  of  horseshoe  kidney  associated 
with  ureteral  calculus,  hydropyonephrosis,  peri- 
nephritic  abscess,  and  replacement  lipomatosis 
has  been  presented.  The  clinical  picture  first 
became  apparent  during  the  final  trimester  of  the 
patient’s  pregnancy.  Treatment  consisted  of  in- 
cision and  drainage  of  the  abscess  and  subsequent 
removal  of  the  diseased  half  of  the  horseshoe 
kidney.  The  patient  made  an  uneventful  recover}" 
and  is  free  from  complaints  at  this  time.  The 
recent  literature  on  horseshoe  kidney  and  replace- 
ment lipomatosis  is  briefly  reviewed. 

94  Market  Street 
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A Procaine  Sclerosing  Solution  for  the  Treatment  of  Internal  Hemorrhoids 


In  cases  of  internal  hemorrhoids  amenable  to  this 
type  of  therapy,  pain  after  injection  of  the  sclerosing 
solution  has  presented  a problem.  Drs.  Robert 
Ehrlich  and  Timothy  A.  Lamphier,  Boston  Dispen- 
sary and  Otis  Hospital  (Cambridge),  Boston,  Massa- 
chusetts, compared  the  incidence  and  degree  of 
post-injection  discomfort  in  200  patients  given  the 
sclerosing  solution  with  another  series  of  800  given 
the  same  solution  with  procaine  added.  In  the  first 
or  control  group  the  incidence  of  pain  was  55  per 
cent;  in  the  procaine  group  the  incidence  of  pain  was 


32  per  cent.  In  the  latter  group,  the  majority  of 
patients  who  did  experience  pain  found  it  mild  and 
tolerable  (69  per  cent)  but  the  rest  still  found  the 
pain  severe  and  incapacitating.  The  authors  noted 
also  that  the  systemic  reactions  to  quinine  (vertigo, 
nausea)  were  decidedly  fewer  in  the  procaine  group, 
and  it  was  presumed  that  procaine  quite  possibly  has 
a desensitizing  action  and  also  slows  down  systemic 
absorption  of  the  quinine. 

— Journal  of  the  International  College  of  Surgeons, 
October,  1956 
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Observations  on  Treatment  and  Functional  Improvement  in 

Multiple  Sclerosis 

JOSEPH  DOWNING,  M.D.,  SYRACUSE,  NEW  YORK 


Symptomatic  treatment  by  means  of  medi- 
cation  and  corrective  exercises  is  the  traditional 
approach  in  hospital  management  of  patients  with 
multiple  sclerosis.  With  these  methods  most 
patients  leave  the  hospital  for  a greater  or  lesser 
period  of  time,  but  a number  always  remain. 
So  far  as  is  known,  no  medical  or  physical  treatment 
of  proved  merit  can  be  added  to  those  procedures 
now  in  use.1-2  These  procedures  include  careful 
attention  to  the  general  health  of  the  patient  and 
special  methods  directed  toward  correcting  or 
compensating  for  the  disabilities  of  the  individual 
patient.3  Therefore,  one  must  ask,  “Can  present 
methods  be  applied  in  a manner  which  will  give 
better  results?” 

Langworthy’s4-5  study  of  the  personality  of 
patients  with  multiple  sclerosis  calls  attention  to  the 
severe  depressions  and  dependence  evidenced  by 
most  patients.  We  also  have  observed  these 
reactions  beneath  the  facade  of  seeming  indif- 
ference and  euphoria.  Those  few  patients  who 
gallantly  accept  their  disabilities  and  rise  above  them 
to  attain  full  and  independent  lives  show  what  can 
be  accomplished  through  individual  determination 
and  courage.  Too  many  individuals,  however, 
continue  to  show  impairment  in  functioning  seem- 
ingly unwarranted  by  neurologic  findings,  and  others 
improve  but  are  reluctant  to  leave  the  hospital. 
Together  with  our  excellent  diagnostic  technics 
and  scientific  therapies,  what  can  be  done  to  assist 
emotional  adjustment  to  gradually  encroaching 
disability?  It  is  suggested  that  through  inte- 
grating every  therapeutic  modality,  environmental 
resource,  personality  strength,  and  physical  ability, 
a more  satisfying  and  better  functioning  life  may  be 
obtained  for  the  multiple  sclerotic  patient. 

This  integrated  therapeutic  approach  was  at- 
tempted with  a chronic,  moderately  far-advanced 
case  of  multiple  sclerosis.  The  usual  therapeutic 
program  was  followed,  including  the  services  of  the 
neurologist,  social  worker,  corrective  therapist, 
and  occupational  therapist.  In  addition,  regular 
psychotherapeutic  interviews  were  scheduled  with 
the  physician,  and  “team  meetings”  of  all  therapists 
were  held  for  the  purpose  of  discussing  the  patient’s 
progress  in  treatment.  During  the  course  of  treat- 
ment certain  observations  were  made. 


This  study  was  done  at  Winter  Veterans  Administration 
Hospital,  Topeka,  Kansas.  The  views  expressed  are  those 
of  the  author  and  do  not  necessarily  express  the  views  of  the 
Veterans  Administration. 


Case  Report 

C.  S.,  a thirtv-five-year-old,  married,  machine 
operator,  was  admitted  to  the  Neurological  Service 
of  Winter  Veterans  Administration  Hospital  with 
complaints  of  marked  disturbance  of  balance,  mod- 
erate incoordination,  weakness  of  the  arms  and  legs, 
intermittent  episodes  of  complete  paralysis  of  the 
legs,  double  vision,  and  sharp  intermittent  pain  of 
the  leg  muscles.  These  symptoms,  which  had  been 
present  in  varying  degrees  for  eight  years,  had  re- 
sulted in  his  discharge  from  the  Army  in  1942  with 
a diagnosis  of  psychoneurosis.  At  the  time  of  dis- 
charge he  had  complained  of  fleeting  abdominal 
pains,  poor  coordination,  and  genitourinary  dis- 
turbances. He  was  convinced  of  the  reality  of  his 
physical  complaints  and  resentful  that  they  were 
considered  due  to  “imaginary”  causes.  He  re- 
turned to  his  former  job  in  a steel  mill  and  worked 
regularly  for  the  next  four  years,  although  handi- 
capped by  incoordination  and  easy  fatigability.  He 
married,  but  friction  with  his  wife’s  family  resulted 
in  divorce  after  two  years.  A severe  injury  to  his 
right  leg  while  at  work  resulted  in  reconciliation  and 
remarriage  two  years  later.  However,  the  same 
emotional  problems  persisted,  and  quarrels  and 
friction  were  frequent. 

On  his  hospital  admission  six  years  after  the  onset 
of  neurologic  symptoms,  a diagnosis  of  multiple 
sclerosis  was  established.  Neurologic  evaluation  at 
that  time  showed  evidence  of  moderately  severe, 
disseminated  multiple  sclerosis  with  changes  in  both 
sensory  and  motor  spheres.  In  view  of  his  great 
strivings  for  economic  independence  previous  to 
hospitalization,  it  was  felt  that  he  would  make  a 
better  adjustment  without  prolonged  hospitaliza- 
tion. Following  the  subsidence  of  the  acute  febrile 
episode  the  patient  received  vocational  counseling 
and  was  discharged  from  the  hospital.  He  at- 
tempted to  return  to  school  but  quit,  feeling  the 
work  was  too  difficult  for  him.  Marital  friction 
increased,  and  he  began  to  drink  more  frequently  and 
was  irritable  and  discontent.  Four  months  after 
his  previous  discharge  he  returned  to  the  hospital 
with  essentially  unchanged  complaints. 

There  had  been  no  perceptible  change  since  the 
previous  admission.''  It  'was  felt  that  this  readmis- 
sion represented  an  emotional  and  social  problem 
rather  than  evidence  of  change  in  his  physical  dis- 
ease. Although  he  was  able  to  walk  fairly  well, 
he  often  preferred  to  stay  in  bed.  He  was  able  to 
use  an  adult-sized  tricycle  but  preferred  a wheel- 
chair. His  mood  was  depressed,  and  he  was  irri- 
table and  demanding  toward  the  ward  personnel. 
His  potential  for  functioning  seemed  good,  but  he 
appeared  to  utilize  only  a portion  of  it.  He  was, 
in  fact,  a wheelchair-bound  cripple. 
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The  patient  expressed  doubt  of  the  diagnosis  of 
multiple  sclerosis  and  resentment  toward  his  pre- 
vious physicians  for  the  misdiagnosis  and  mistreat- 
ment of  his  illness.  He  expressed  the  conviction 
that  he  had  a brain  tumor,  neurosyphilis,  or  other 
such  condition,  the  knowledge  of  which  was  being 
withheld  from  him.  He  was  demanding  and 
hostile  toward  the  physician,  particularly  since  a 
previous  physician  had  called  his  complaints  “neu- 
rotic.” He  felt  unwanted  by  his  family  and  an- 
ticipated a similar  attitude  from  the  hospital  per- 
sonnel. 

After  team  consideration  it  was  decided  to  ap- 
proach both  the  physical  disability  and  the  emo- 
tional problem  of  dependence-independence  through 
a psychotherapeutic  relationship  between  the  pa- 
tient and  the  auxiliary  therapists.  The  relation- 
ship between  the  patient  and  auxiliary  therapists 
was  guided  by  the  physician  psychotherapist. 

All  the  therapists  agreed  that  the  patient  seemed 
defensively  hostile  and  demanding.  There  was 
general  agreement  that  the  patient  should  be  al- 
lowed to  do  as  much  or  as  little  as  he  pleased  for 
the  time  being.  As  the  therapists  demonstrated 
that  they  were  aware  of  his  disability  and  that  they 
would  demand  no  more  than  he  was  willing  to  give, 
it  was  hoped  that  he  would  be  able  to  perform  the 
prescribed  activities  more  skillfully.  The  corrective 
therapist  concentrated  on  coordination  of  the  ex- 
tremities, and  the  physician  planned  to  discuss  with 
the  patient  the  emotional  attitudes  and  conflicts 
that  would  arise  in  these  multiple  relationships. 
Each  therapist,  working  through  his  own  special 
methods,  endeavored  to  establish  a helpful  and 
understanding  relationship  through  which  the  pa- 
tient could  gain  personal  strength  and  confidence 
in  himself. 

Initially  the  patient  was  skeptical  of  the  therapists’ 
interest  and  tended  to  use  their  time  to  elaborate 
on  his  physical  complaints  and  to  demand  assistance 
unnecessarily.  All  adjunctive  therapists  referred 
to  the  physician  pleas  of  inability  to  perform,  intol- 
erable pain,  or  other  somatic  complaints,  and  he 
soon  ceased  expressing  these;  seemingly  the  com- 
plaints were  a means  of  gaining  attention. 

He  seemed  to  find  particular  satisfaction  in  occu- 
pational therapy.  However,  he  was  untidy  in  his 
work,  irregular  in  attendance,  and  manifested  no 
interest  in  the  projects  suggested  to  him.  His  first 
projects  were  done  slovenly.  After  several  weeks 
he  became  more  interested  in  talking  with  the  oc- 
cupational therapist  and  in  sitting  in  her  office 
than  in  working  on  his  project.  He  was  permitted 
to  do  this  because  the  personal  relationship  was  con- 
sidered more  important  than  the  specific  therapeu- 
tic modality.  Definite  bounds  were  set  on  his 
activities,  and  he  was  allowed  no  privileges  not  per- 
mitted to  other  patients.  This  understanding,  yet 
structured  attitude  seemed  to  encourage  him.  He 
began  to  show  interest  and  spontaneously  asked  the 
occupational  therapist  for  a project.  Since  his 
interest  in  the  Occupational  Therapy  Shop  was  so 
much  more  marked  than  his  interest  in  the  Correc- 
tive Therapy  Clinic,  he  was  allowed  to  discontinue 
corrective  therapy  after  four  months.  He  had  be- 


come more  active  physically,  and  the  corrective 
therapist  agreed  that  he  needed  special  corrective 
exercises  less  than  participation  in  normal  social 
activities. 

With  the  social  worker  his  demands  for  additional 
time  and  for  attention  and  sympathy  seemed  to 
manifest  a need  for  a supportive  maternal  figure. 
By  accepting  the  roles  which  the  emotional  needs 
of  the  patient  thrust  on  them  and  not  demanding 
that  the  patient  limit  his  contacts  to  their  own 
arbitrary  professional  aims,  the  physician  and  social 
worker  sought  to  make  possible  a fundamental 
change  in  the  patient’s  attitude  towards  important 
figures  in  his  life.  The  patient’s  general  adjust- 
ment improved,  as  evidenced  by  increasing  physical 
activity,  markedly  diminished  hostility,  and  a 
change  in  mood  to  one  of  optimism  rather  than  de- 
pression. He  began  to  utilize  the  therapists  in  the 
professional  roles  which  they  considered  more  ap- 
propriate. 

At  the  beginning  of  biweekly  interviews  with  the 
physician  the  patient  demanded  a therapeutic 
miracle.  Total  responsibility  for  treatment  and 
cure  was  put  on  the  doctor.  The  doctor  freely  ad- 
mitted his  inability  to  do  more  than  previous  physi- 
cians had  done  so  far  as  medical  treatment  was  con- 
cerned. This  frank  admission  seemed  to  allay 
rather  than  excite  further  resentment.  The  patient 
openly  acknowledged  the  unreasonableness  of  his 
request  and  expressed  the  conviction  that  hoping 
for  a complete  cure  was  not  realistic. 

Although  progress  seemed  slow,  after  five  months 
of  integrated  therapy  a definite  over-all  gain  in  func- 
tioning was  apparent.  Physically  he  had  com- 
pletely given  up  a wheelchair  and  preferred  to  walk 
or  to  ride  an  adult-sized  tricycle.  In  the  Occupa- 
tional Therapy  Shop  he  had  become  an  unofficial 
but  fairly  efficient  assistant  to  the  occupational 
therapist.  In  the  psychotherapeutic  interviews 
he  had  begun  to  consider  the  realistic  problems  re- 
lated to  his  illness  instead  of  complaining  and  de- 
manding a magic  cure  for  his  disability. 

The  physician  introduced  the  prospect  of  dis- 
charge from  the  hospital.  The  patient  was  reluc- 
tant to  talk  about  discharge  or  even  to  consider  this 
possibility.  During  the  following  interview  the 
physician  suggested  that  further  hospitalization  only 
served  the  purpose  of  keeping  the  patient  from  facing 
the  problem  of  getting  a job  and  returning  to  his 
wife.  The  patient  accepted  this  interpretation 
without  any  apparent  reaction  but  was  more  silent 
than  usual.  No  physical  signs  or  symptoms  were 
expressed  by  the  patient  or  observed  by  the  physi- 
cian. 

The  following  day  he  complained  of  right  ab- 
dominal pain,  resembling  ureteral  colic.  Physical 
examination  revealed  a low  grade  fever  of  101  F. 
rectally  but  no  evidence  of  urinary  obstruction  or 
infection.  The  abdominal  pain  was  accompanied 
by  an  exacerbation  of  the  seemingly  neurologically 
based  pains  in  both  legs  and  the  right  arm.  The 
patient  was  irritable  and  made  many  demands  for 
service  from  the  ward  personnel.  His  emotional 
attitude  resembled  that  on  his  admission  to  the 
hospital.  After  four  days  the  patient  no  longer 
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requested  narcotics  for  pain  relief  and  was  free  of 
fever.  There  were  no  significant  changes  in  the 
reflex  findings,  but  dysarthria  and  gait  disturbances 
were  more  noticeable.  Since  there  had  been  no 
previous  such  episodes  during  the  current  hospitali- 
zation and  since  no  apparent  physical  cause  for  the 
relapse  could  be  found,  this  episode  seemed  related 
to  the  physician  suggesting  that  the  patient  should 
leave  the  hospital  and  obtain  employment. 

Following  this  episode  the  patient  spontaneously 
told  the  psychotherapist  that  this  relapse  typified 
the  physical  difficulties  and  illness  he  had  experi- 
enced before  hospitalization.  He  related  that  sev- 
eral of  his  earlier  acute  flare-ups  of  disability  had 
followed  prolonged  periods  of  tension  with  his 
family,  culminating  in  his  leaving  his  wife  and  living 
alone.  His  feelings  of  anxiety,  despair,  and  depres- 
sion were  discussed  for  the  first  time. 

He  requested  an  explanation  of  the  course  and 
nature  of  multiple  sclerosis.  By  means  of  simple 
anatomic  illustrations  and  the  analogy  of  a tele- 
phone switchboard,  the  basic  wasting  and  scarring 
of  the  nerve  tissue  was  described  to  the  patient. 
He  was  interested  and  related  the  course  of  the 
acute  phase  of  the  illness  to  his  own  experience  in 
the  healing  of  superficial  wounds.  He  dropped  the 
subject  but  several  months  later  expressed  the  opin- 
ion that  these  facts  had  eliminated  much  uncertainty 
and  anxiety.  Several  other  multiple  sclerotic  pa- 
tients learned  of  this  simple  explanation  and  re- 
quested similar  information. 

Following  the  acute  attack  which  coincided  with 
the  physician  suggesting  a break  in  the  relationship, 
the  patient  showed  a marked  change.  He  was  much 
less  concerned  with  physical  illness  and  showed 
greater  interest  in  activities  outside  his  own  illness. 
He  began  to  relate  to  people  on  the  basis  of  mutual 
interest  rather  than  through  his  illness  and  somatic 
complaints.  His  attitude  changed  to  one  of  cheer- 
ful interest  in  life  and  in  achievements.  He  spon- 
taneously reintroduced  the  possibility  of  finding  a 
job  and  leaving  the  hospital,  first  to  the  occupational 
therapist  and  then  to  the  physician.  Plans  in  this 
direction  were  encouraged  by  the  staff,  who  em- 
phasized the  realistic  difficulties  in  finding  employ- 
ment and  the  necessity  of  adequate  planning  for 
discharge.  He  was  discharged  as  improved  after 
nine  months  hospitalization. 

Common  t 

Some  tentative  suggestions  about  the  dynamics 
of  functional  improvement  in  organic  handicap 
may  be  suggested  from  the  study  of  this  one  patient. 
Three  distinct  phases  characterized  the  attitude  of 
the  patient  toward  the  therapists:  first,  an  initial 
doubt  and  testing : second,  a strong  dependency  re- 
sembling a childlike  dependence  on  the  parents; 
finally,  realistic  cooperative  independence.  This  was 
particularh’  marked  in  his  use  of  the  simultaneous 
relationship  to  an  older  woman,  the  social  worker, 
and  to  a man,  the  physician.  There  appeared  to 
be  significant  therapeutic  values  in  continuing 
this  dependent  relationship  until  the  patient  re- 


linquished it  himself.  This  is  emphasized  by 
the  probable  relationship  between  direct  interpre- 
tation of  the  dependence,  an  action  seen  by  the 
patient  as  the  threat  of  rejection  by  the  physician, 
and  the  acute  febrile  episode  with  exacerbation  of 
neurologic  symptoms.  Although  the  patient  ap- 
peared to  accept  the  interpretation  intellectually, 
it  is  possible  that  this  seeming  acceptance  involved 
physical  regression  to  a more  dependent  level. 
The  search  for  the  “magic  cure,”  so  characteristic 
of  chronically  ill  patients,  was  a recurrent  block 
to  the  work  of  all  therapists.  This  was  not  dealt 
with  in  psychotherapy  alone  but  was  overcome  by  an 
understanding,  realistic  approach  by  all  therapists. 

Educative  efforts  by  the  physician,  discussing 
the  course,  nature,  and  effects  of  the  disease, 
appeared  to  aid  in  acceptance  of  the  condition. 
This  acceptance  seemed  to  release  the  patient’s 
capacities  for  further  realistic  effort  and  adjustment 
to  his  handicaps. 

By  maintaining  the  attitude  that  the  upper  limits 
of  the  patient’s  capacities  could  be  judged  only  by 
repeated  trials  over  a long  period,  setbacks  and 
failures  were  accepted  as  inevitable  but  not  final, 
and  discouragement  was  avoided. 

A tentative  formulation  as  to  the  source  and 
meaning  of  functional  disability  in  neurologic 
disease  can  be  advanced.  Both  the  degree  of 
neuronal  impairment  and  the  functional  level  of 
performance  varied  during  the  course  of  treatment, 
the  former  presumably  becoming  slowly  worse, 
the  latter  improving  moderately.  The  factors 
influencing  performance  seemed  to  include  the 
current  substratum  of  irreversible  neuronal  tissue 
destruction,  the  degree  of  motivation  for  the  partic- 
ular task,  and  the  current  emotional  problems. 

Functional  inhibitions  related  to  hysteroid  con- 
version symptoms  were  a part  of  the  symptom 
picture  in  addition  to  the  neurologic  impairment. 
These  conversion  symptoms  were  not  the  classic 
limb  paralysis,  of  course.  They  were  inhibitions 
of  general  postural  and  muscle  group  synergistic 
movements. 

Whether  the  source  was  present  interpersonal 
relations,  past  conflicts,  or  anxiety  and  despair 
resulting  from  the  disease,  anxiety  seemed  to  impair 
motor  function  markedly  by  reducing  the  patient’s 
ability  to  concentrate  on  the  task  at  hand.  It 
seems  possible  that  the  necessity  for  replacing 
reflex  and  patterned  behavior  responses  by  con- 
scious, learned  cortical  control  renders  the  patient 
with  upper  motor  neuron  damage  particularly 
liable  to  poorer  motor  performance  when  the  in- 
hibiting effect  of  anxiety  claims  part  of  his  con- 
scious awareness.  Functional  improvement  of  an 
important  degree  appeared  to  follow  the  reduction 
of  anxiety  and  the  working  through  in  psychotherapy 
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of  hysteroid  inhibition  of  motor  function  based 
on  unconscious  dependency  and  resentment. 

Summary  and  Conclusion 

In  an  attempt  to  improve  the  social  and  neuro- 
muscular functioning  of  a thirty-five-year-old 
factory  worker  with  moderately  advanced  multiple 
sclerosis,  all  therapeutic  resources  available  on  a 
general  hospital  neurologic  service  were  coordi- 
nated. As  treatment  progressed,  the  patient 
improved  in  physical  function,  appeared  to  accept 
his  organic  disability  more  realistically,  and  ex- 
pressed greater  satisfaction  with  life. 

Educative  efforts  by  the  ph\rsician,  discussing  the 
nature  of  the  illness,  appeared  to  aid  in  reality 
adjustment.  A premature  attempt  to  break  off 
the  dependent  relationship  to  the  hospital  pre- 
cipitated a seemingly  typical  acute  relapse  of  mul- 
tiple sclerosis.  Recognition  of  this  sequence  of 
events  resulted  in  greater  insight  by  the  patient 
and  increased  understanding  by  the  ph37sician. 

A tentative  formulation  of  the  dynamics  of  func- 
tional disability  in  neurologic  disease  is  advanced. 
Factors  influencing  performance  seem  to  include 


the  current  substratum  of  irreversible  tissue  de- 
struction, the  degree  of  motivation,  and  the  current 
emotional  constellation.  Inhibitions  of  general 
postural  and  muscle  group  synergistic  actions 
resemble  hysteroid  conversion  symptoms.  Anxiety 
markedly  impairs  motor  function  by  reducing 
concentration  on  the  conscious  control  of  motor 
function.  The  functional  improvement  observed 
appeared  to  result  from  reduction  of  anxiety  and 
the  psychotherapeutic  resolution  of  hysteroid 
inhibition  of  motor  function. 

On  this  basis  it  may  be  predicted  that  the  tran- 
quilizing  drugs  such  as  chlorpromazine  may  have  an 
important  therapeutic  function  in  the  treatment 
of  multiple  sclerosis  through  their  specific  anxiety 
relieving  effects. 
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Complications  of  Thyroid  Surgery 


Of  14,374  thyroidectomies  performed  over  a six- 
teen-year period  (1940-1955  inclusive)  46  patients 
died  during  hospitalization:  a mortality  rate  of  0.3 
per  cent.  During  the  last  ten  years  of  this  period 
(1946-1955)  nine  fatalities  occurred  in  8,972  thy- 
roidectomies for  a mortality  rate  of  0.1  per  cent. 
Drs.  Oliver  H.  Beahrs,  Robert  F.  Ryan,  and  Roy  A. 
White,  Mayo  Clinic  and  Mayo  F oundation,  Rochester, 
Minnesota,  selected  a single  year  (1954)  for  a review 
of  complications  occurring  from  1952  through  1954. 
During  1954  a total  of  1,021  thyroidectomies  were 
performed.  In  this  group,  incidence  of  unintentional 


paralysis  of  the  vocal  cords  was  1.3  per  cent.  Unan- 
ticipated tetany  occurred  in  only  0.2  per  cent  of  pa- 
tients undergoing  primary  thyroid  operation  for  be- 
nign goiter.  Myxedema  occurred  postoperatively 
in  at  least  30  per  cent  of  the  patients  with  thyroiditis. 
Hemorrhage  in  two  patients,  toxic  psychosis  in  one, 
obstruction  of  the  airway  in  two,  and  cardiac  arrest 
in  one  made  up  the  other  significant  complications. 
Fifteen  tracheotomies  were  established  prophylac- 
ticallv  or  as  emergency  procedures  to  maintain  air- 
way.— Journal  of  Clinical  Endocrinology  and  M etabo- 
lism,  November,  1956 
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Tongue  Depressor  Aspirated  into  the  Larynx 


PHILIP  M.  FELDMAN,  M.D.,  AND  WALTER  A.  SCHMITZ,  M.D.,  MIDDLETOWN,  NEW  YORK,  AND 

WALTER  LENTINO,  M.D.,  NEW  YORK  CITY 


TV/Tany  foreign  bodies  have  lodged  in  the  air 
passages  and  have  been  successfully  removed 
since  the  advent  of  endoscopy.  The  purpose  of 
this  article  is  to  describe  a unique  foreign  body  which 
was  caught  in  the  intrinsic  larynx  and  which  was 
subsequently  successfully  extracted.  The  unusual 
features  about  this  case  are  (1)  the  foreign  body 
itself,  which  was  a portion  of  a wooden  tongue 
depressor,  and  (2)  the  fact  that  it  was  introduced 
as  the  result  of  a mishap.  A well-intentioned 
nurse  inserted  the  tongue  depressor  into  the  mouth 
of  an  individual  who  was  undergoing  a convulsive 
seizure  to  prevent  him  from  biting  his  tongue,  and 
the  patient  promptly  aspirated  it. 

Case  Report 

A thirty-six-year-old,  white  male  was  admitted 
on  July  11,  1956,  to  a local  hospital  in  a delirious 
state,  incoherent  and  suffering  from  generalized 
tremors,  with  a history  of  having  steadily  imbibed 
alcohol  for  one  week.  He  remained  in  the  hospital 
overnight,  and  at  8 a.m.  the  following  morning  he 
had  a convulsive  seizure.  At  this  time  a nurse  in- 
troduced a tongue  depressor  into  his  mouth  to  pre- 
vent tongue  biting.  The  tongue  depressor  broke  off, 
and  the  proximal  end  disappeared  into  the  patient’s 
throat.  He  was  then  transferred  to  the  Middletown 
State  Hospital. 

On  admission  to  the  State  Hospital  anteroposterior 
and  lateral  roentgenograms  of  the  neck  were  taken. 
The  patient  complained  of  moderate  hoarseness, 
some  inspiratory  difficulty,  and  some  pain  on  swal- 
lowing. He  also  complained  of  a “sticking  sensa- 
tion’ ’ at  the  level  of  the  lower  border  of  the  thyroid 
cartilage.  He  seemed  rational  and  was  coopera- 
tive. Radiographic  examination  on  July  12,  1956, 
showed  a narrow,  semiopaque  object,  almost  1.5 
inches  in  length,  in  the  air  column  extending  from 
the  spine  of  the  fifth  cervical  vertebra  to  the  spine 
of  the  first  thoracic  vertebra  in  the  midline  (Fig.  1). 

In  the  operating  room  four  hours  after  admission 
the  patient  was  thoroughly  cocainized  by  one  of  us 
(P.M.F.),  and  under  indirect  laryngoscopy  a piece 
of  wood  was  clearly  seen  with  the  upper,  broken  end 
lying  at  the  level  of  the  true  cords.  The  patient 
still  complained  of  respiratory  difficulty  and  was 
more  hoarse  at  this  time.  An  anterior  commissure 
scope  was  introduced,  and  the  foreign  body  was  seen 
with  the  upper  end  at  the  level  of  the  true  cords, 
lying  in  the  sagittal  plane.  The  foreign  body  was 
engaged  and  removed  with  a grasping  forceps  intro- 
duced through  the  laryngoscope,  and  the  scope  was 
withdrawn.  There  was  immediate  alleviation  of 
symptoms  after  this  procedure.  Bronchoscopy  was 
done  to  clear  the  tracheobronchial  tree  of  secretions. 

The  patient  was  returned  to  the  ward  in  good  con- 


Fig.  1.  Anteroposterior  roentgenogram  of  the  neck 
showing  a narrow,  semiopaque  object  (arrow)  almost 
1.5  inches  in  length  in  the  air  column  extending  from 
the  spine  of  the  fifth  cervical  to  the  first  thoracic  verte- 
brae in  the  midline.  The  air  column  is  narrowed  by 
spasm  and  edema. 


dition.  Postoperative  course  was  completely 
asymptomatic.  The  foreign  body,  the  end  of  an 
ordinary  wooden  tongue  depressor,  was  l3/»  inches 
long  and  3/4  inch  wide.  (Fig.  2). 


Comment 

In  a review  of  1,061  cases  of  foreign  bodies  in  the 
respiratory  tract,  Holinger1  gave  the  following 
incidence  of  types:  20  per  cent  bones,  15  per  cent 
hardware,  14  per  cent  nuts,  14  per  cent  coins,  and 
11  per  cent  safety  pins.  Wood  itself  is  rarely  found 
in  the  respiratory  tract,  and  to  our  knowledge  there 
has  been  no  previous  report  of  a tongue  depressor. 

Only  29  per  cent  of  all  objects  aspirated  get  into 
the  lower  respiratory  passage  and  result  in  sequelae, 
such  as  atelectasis,  obstructive  emphysema,  pneu- 
monitis, bronchiectasis,  or  lung  abscess.  The 
sagittally  placed  entrance  to  the  larynx  resulted 
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Fig.  2.  Photograph  of  the  re- 
moved foreign  body.  Tongue  de- 
pressor l3/s  inches  long  and  3/t  of 
an  inch  wide.  The  rough  edge  of 
the  wood  was  facing  upward  in  the 
larynx. 

in  the  tongue  depressor  being  held  in  a completely 
anteroposterior  plane.  This  location  of  the  wood, 
plus  the  contrast  of  the  air  in  the  larynx,  allowed 
the  identification  of  the  low-density  object  on  the 
roentgenogram  of  the  neck.  Since  the  wood  was 
in  a dead  sagittal  plane,  it  was  seen  “on  end,” 
and  its  thickness  caused  sufficient  contrast  for  it  to 
be  clearly  visible.  On  the  lateral  roentgenogram 
of  the  neck,  however,  the  thinness  of  the  flat 
diameter  of  the  tongue  depressor  rendered  it  in- 
visible. 

An  important  lesson  to  be  learned  from  this  case 
is  the  necessity  for  care  in  the  insertion  of  tongue 
depressors  into  the  mouth  of  an  individual  in  an 
unconscious  state.  It  indicates  that  rough,  rapid 
insertion  of  a wooden  tongue  depressor,  with 
excessive  force  applied  to  pry  the  mouth  open,  may 


result  in  breakage  and  aspiration.  The  individual 
rendering  this  first  aid  should  make  certain  that 
all  the  pieces  of  a broken  tongue  depressor  are 
accounted  for.  Finally,  if  an  x-ray  of  the  neck 
is  taken  and  the  tongue  depressor  is  in  an  oblique 
plane,  it  will  not  be  visible,  and  this  will  tend  to 
confirm  the  erroneous  opinion  that  the  patient’s 
symptoms  are  imaginary. 

Sum  rnary 

1.  A case  is  described  of  an  unusual  foreign 
body,  a portion  of  a wooden  tongue  depressor, 
lodged  in  the  intrinsic  larynx  and  successfully  re- 
moved through  a laryngoscope. 

2.  This  tongue  depressor  was  placed  in  the 
individual’s  mouth  during  a convulsive  seizure 
in  an  effort  to  prevent  tongue  biting. 

3.  The  tongue  depressor  was  clearly  visualized 
as  a radiopaque  stripe  on  the  anteroposterior  roent- 
genogram of  the  neck. 

4.  An  effort  should  be  made  to  obtain  a history 
of  application  of  tongue  depressor  in  all  patients 
who  complain  of  sticking  in  the  throat,  hoarseness, 
and  respiratory  difficulty  following  convulsive 
seizures,  and  a plea  is  made  for  care  in  the  use  of 
tongue  depressors. 
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“ Medical  Muddle' ’ 


The  following  editorial  appeared  in  the  March  12, 
1957,  issue  of  the  Utica  Observer-Dispatch  under  the 
above  heading.  It  is  reprinted  here  because  we 
feel  that  it  represents  mighty  clear  thinking. 

While  40,000  British  doctors  worry  about  their 
request  for  a pay  increase,  American  doctors  Worry 
about  the  state  of  their  countrymen’s  health. 

That  spells  out  a sharp  contrast.  In  this  country 
the  medical  profession  operates  under  the  free 
enterprise  system. 

Most  doctors  are  their  own  boss.  Most  of  them 
don’t  work  on  a salary,  but  for  fees.  Their  patients 
can  fire  them.  Their  earnings  are  geared  to  the 
quality  of  their  work. 

Focus  now  on  Britain.  Prime  Minister  Harold 
Macmillan  has  turned  thumbs  down  on  a 24  per 


cent  pay  jump;  that’s  the  demand  of  the  40,000 
doctors  in  the  socialized  medicine  program  (not  all 
British  doctors  joined). 

Are  these  doctors  thinking  about  the  health  of  the 
country?  We  prefer  to  believe  so.  But  the  dis- 
tractions of  plumping  for  more  pay  are  frustrating, 
and  some  of  the  medicos — shades  of  Hippocrates! — 
threaten  to  treat  only  the  seriously  ill  and  others 
only  for  cash  payments! 

The  physicians  who  joined  the  socialized  program 
must  have  foreseen  the  kind  of  a cake  they  were 
whipping  up.  Now  it  tastes  a little  sour. 

Meantime  if  the  American  people  need  another  red 
flag  to  warn  of  the  headaches  of  medicine  by  govern- 
ment, they’ll  find  it  waving  over  Britain. — William 
./.  Woods,  Editor 
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The  Committee  on  Rehabilitation  is  composed  of  members  of  various  State  Departments 
and  Agencies  having  programs  in  or  related  to  rehabilitation.  During  the  past  year  the 
committee  has  received  several  inquiries  regarding  rehabilitation  and  vocational  services 
for  persons  suffering  with  epilepsy.  It  found  a general  dearth  of  knowledge  about  existing 
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services,  not  only  among  average  laymen,  but  also  among  professional  groups.  This  lack  of 
information  appeared  among  persons  working  at  the  State  and  local  levels  and  in  official  and 
voluntary  agencies. 

Therefore,  the  committee  considered  it  desirable  to  summarize  the  information  it  collected 
as  a result  of  these  inquiries  and  to  make  this  statement  available  to  all  interested  persons, 
particularly  those  associated  with  health  and  welfare  agencies.  Requests  for  further  details 
and  applications  for  services  should  be  addressed  to  the  State  Department  concerned,  to  its 
nearest  district  office,  or  to  its  local  counterpart. 


With  the  development  of  improved  diag- 
nostic and  therapeutic  technics  for  the  de- 
termination of  the  type  of  epilepsy  and  the 
method  of  management,  the  epileptic  today  has  a 
vastly  improved  opportunity  to  find  a useful 
place  in  society  and  very  frequently  to  hold  down 
a remunerative  job.  To  assist  the  epileptic  in 
fulfilling  these  opportunities,  several  State  de- 
partments provide  services  within  the  realm  of 
their  specifically  assigned  activities. 

Obviously,  the  epileptic  can  achieve  a goal  in 
rehabilitation  only  if  he  is  receiving  proper  treat- 
ment and  his  symptoms  are  under  optimal  con- 
trol. Adequate  therapy  is  in  turn  dependent  on 
proper  diagnosis.  Thus,  diagnostic  evaluation 
and  determination  of  the  most  appropriate  ther- 
apeutic regimen  must  precede  or  be  considered 
as  part  of  a rehabilitation  program  for  an  epileptic 
person. 

The  purpose  of  this  statement  is  to  point  up  the 
State  departmental  services  to  the  epileptic  which 
may  be  helpful  to  him  in  finding  his  proper  place 
in  life  and  to  indicate  the  type  of  service  and, 
where  possible,  the  extent. 

Department  of  Health — Services  for 
Diagnosis  and  Medical  Management 

The  Department  of  Health  services  are  limited 
to  persons  under  twenty-one  years  of  age  and  are 
administered  through  the  program  for  physically 
handicapped  children.  This  is  a State  aid  pro- 
gram operating  through  the  county  children’s 
courts  in  upstate  New  York  and  through  the 
City  Department  of  Health  in  New  York  City. 

Diagnostic  services  to  determine  the  etiologic 
factor  underlying  the  seizures  have  been  provided 
under  this  program  for  many  years.  Where 
such  studies  have  revealed  surgically  correctable 
lesions,  with  a good  prognosis  for  rehabilitation, 
surgery  is  likewise  within  the  province  of  the 
program. 

A new  demonstration  program  was  started  in 
1955  which  provides  for  therapeutic  studies  and 
supervision  for  maintenance  of  drug  therapy. 


The  program  is  located  at  the  Neurological  In- 
stitute at  the  Columbia-Presbyterian  Medical 
Center  and  serves  patients  from  Long  Island 
and  upstate  as  far  as  Poughkeepsie. 

The  program  consists  of  an  initial  evaluation 
providing  for  complete  medical  and  laboratory 
studies,  including  electroencephalograms  and 
skull  x-rays,  and  return  visits  to  the  clinic  to 
check  on  drug  therapy  and  plan  changes  as 
necessary.  Medical  examinations  and  labora- 
tory studies  are  repeated  during  the  return  visits, 
and  occasionally  x-rays  and  electroencephalo- 
grams may  have  to  be  repeated.  The  fee  to  the 
program  for  the  initial  evaluation  is  $60.  It  is 
expected  that  about  six  repeat  visits  will  be  nec- 
essary during  the  first  year  of  supervision,  but 
more  visits  may  be  allowed  under  the  program  if 
indicated.  The  fee  for  the  repeat  visits  is  $15 
on  an  all-inclusive  basis. 

If  the  convulsions  are  of  such  frequency  and 
severity  that  hospitalization  is  necessary  to 
stabilize  the  case,  that  is  allowable  at  the  all-in- 
clusive basic  hospital  rate  according  to  the  ad- 
ministrative procedures  governing  the  entire 
program  for  physically  handicapped  children. 

The  program  does  not  pay  for  the  purchase  of 
the  required  drugs. 

Department  of  Mental  Hygiene — In- 
service  Care  and  Outpatient  Service 

1.  In-service  care  of  epileptics  is  provided  by 
the  Mental  Hygiene  Law  at  Craig  Colony.  In 
addition,  a significant  number  of  epileptics  who 
are  mentally  sick  are  cared  for  in  the  State  mental 
hospitals,  while  a relatively  large  number  of  per- 
sons who  suffer  from  mental  retardation  and  con- 
vulsions are  cared  for  in  the  State  schools. 

2.  As  an  extension  of  care  of  patients  in  the 
institutions,  services  are  provided  for  epileptic 
patients  on  convalescent  status  in  the  community. 
These  are  drawn  from  among  the  some  2,200 
epileptic  patients  in  the  hospital  at  Sonyea, 
about  1,000  patients  in  the  State  schools  who  have 
a combined  syndrome  of  mental  retardation  and 
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convulsive  disorder,  and  about  900  patients  in  the 
State  hospitals  who  have  a combined  mental  dis- 
order and  convulsive  illness.  When  the  medical 
treatment  of  these  patients  has  been  successful 
and  the}'  are  read}*  for  return  to  the  community, 
they  are  placed  under  supervision  of  the  after- 
care clinics  which  serve  all  patients  on  convales- 
cent care.  Medical  supervision  and  social 
service  help  are  supplied  through  these  clinics 
which  cover  the  State.  Referral  to  the  Division 
of  Vocational  Rehabilitation  is  made  wherever  in- 
dicated. 

3.  The  Community  Mental  Health  Services 
program  covers  the  mentally  ill,  the  retarded, 
and  the  epileptic.  Medical  supervision  of  epi- 
leptic patients  in  the  community  is  available 
through  the  clinics  of  the  local  community  mental 
health  groups  which  already  cover  about  85  per 
cent  of  the  persons  in  the  State  and  are  rapidly 
organizing  in  areas  not  yet  covered.  Here  again, 
diagnosis  and  supervision  of  treatment  are 
available  for  all  persons  in  the  area  covered. 
These  local  facilities  are  of  particular  importance 
because  the  treatment  of  the  vast  majority  of 
patients  with  convulsive  disorder,  in  order  to  be 
fully  effective,  requires  long-term  supervision 
with  opportunity  to  evaluate  and  work  with  the 
emotional  as  well  as  the  medical  aspects  of  the 
illness.  The  regimen  of  life  is  particularly  impor- 
tant in  the  case  of  children.  If  some  of  the  more 
toxic  drugs  are  used,  there  is  need  for  careful 
medical  supervision  of  the  patient’s  condition 
which  should  be  intensive  at  first  and  less  so 
later.  Rehabilitation,  in  the  sense  of  vocational 
rehabilitation,  again  will  fall  into  the  province 
of  other  rehabilitation  service,  although  a good 
collaboration  between  the  two  kinds  of  service  is 
called  for  since  rehabilitation  requires  prelimi- 
nary evaluation  of  the  patient’s  basic  capacities 
and  also  concurrent  evaluation  as  rehabilitation 
goes  on. 

4.  The  Department  operates  child  guidance 
clinics  with  central  offices  in  Albany,  under  Dr. 
Donald  W.  Cohen,  chief  child  guidance  psychia- 
trist. Clinics  for  children  are  held  in  various 
locations  in  the  State  according  to  a schedule  pub- 
lished by  the  Department.  Epilepsy  is  among 
the  conditions  treated  in  these  clinics,  and  med- 
ical supervision  of  the  care  of  these  patients  is 
offered. 

5.  The  facilities  of  the  State  hospitals  also  are 
available  locally  to  epileptic  persons  on  an  out- 
patient basis.  The  activity  of  these  services 


depends  on  local  need  and  is  offered  chiefly  in 
those  areas  of  the  State  where  other  forms  of 
service  for  this  condition  are  not  available.  In 
this  case  medical  services,  electroencephalography, 
and  general  evaluation  are  offered,  as  is  advice 
about  the  need  for  special  regimen  and  care. 
Vocational  aspects  are  referred  to  local  facilities, 
although  cooperation  and  consultation  are  avail- 
able. Craig  Colony,  the  State  institution  for 
epileptics,  serves  the  local  area  quite  actively  in 
this  regard. 

A copy  of  the  “1956  Directory  of  Psychiatric 
Clinics  in  New  York  State,”  containing  infor- 
mation on  all  clinics  listed  under  2 and  4,  may  be 
obtained  by  sending  a request  to  the  Division  of 
Community  Mental  Health  Services,  Depart- 
ment of  Mental  Hygiene,  112  State  Street,  Al- 
bany 7,  New  York. 

Employment  Service  of  the  State 
Department  of  Labor — Placement  of 
Epileptics 

Policy. — The  New  York  State  Employment 
Service  accepts  for  placement  service  any  person 
afflicted  with  epilepsy,  provided  the  seizures 
are  under  maximal  control  through  medication 
and  the  degree  of  control  is  consistent  with  place- 
ment. 

A medical  report  from  the  attending  physician 
giving  diagnosis,  prognosis,  physical  activities 
the  worker  is  permitted  to  do,  and  the  working 
conditions  he  should  avoid  is  requested  of  all 
epileptics  prior  to  placement  service.  This  state- 
ment does  not  ask  the  doctor  for  the  frequency  of 
attacks.  The  Employment  Service  is  dependent 
upon  the  applicant  or  his  previous  employer  for 
this  information. 

In  selective  placement  the  Service  generally 
avoids  placement  at  jobs  where  the  epileptic 
would  be  subject  to  the  hazards  of  moving 
machinery  or  working  in  high  places. 

The  Employment  Service  does  not  refer  known 
epileptics  to  employers  without  first  discussing 
the  disability  with  the  prospective  employer. 

The  wisdom  of  the  policy  was  dramatically 
confirmed  in  connection  with  a recent  placement 
of  a boy  subject  to  occasional  epileptic  seizures 
at  night.  The  hiring  official  was  given  the  full 
story,  agreed  to  interview  the  applicant  imme- 
diately, and  started  him  as  a shipping  helper.  The 
following  afternoon  the  Selective  Placement  Re- 
habilitation interviewer  visited  the  factory  to 
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check  on  the  physical  environment  and  duties  of 
the  job  and,  although  a daytime  seizure  was  not 
anticipated,  to  go  over  in  detail  what  steps  should 
and  should  not  be  taken  in  case  a seizure  should 
ever  occur — particularly  the  advisability  of 
remaining  calm  for  the  few  minutes  that  the 
boy  would  probably  be  incapacitated. 

At  about  2:30  the  very  next  afternoon  the 
hiring  official  telephoned  to  say  that  the  boy  had 
been  in  a seizure — trembling  followed  by  relative 
quiet — for  about  two  hours  and  that  this  “seemed 
to  be  a little  long.”  Everything  was  under 
control,  but  what  should  be  done  at  this  point? 
Within  a half  hour  the  mother  of  the  young  man 
was  dispatched  to  the  factory,  arriving  as  he  was 
regaining  consciousness.  In  a few  minutes  they 
had  hailed  a taxicab  and  were  on  the  way  home. 

Two  days  later  the  boy  returned  to  the  com- 
pany, expecting  no  more  than  to  be  given  his 
pay  for  the  day  and  a half  he  had  worked.  In- 
stead, the  president  of  the  firm  saw  him  per- 
sonalty and  told  him  to  come  back  to  work  on 
Monday,  expressing  confidence  that  once  the 
excitement  or  tenseness  of  being  on  the  new  job 
subsided,  a seizure  would  probably  again  be  a 
rare  event  and  occur  only  at  night. 

Two  months  later  the  boy  himself  telephoned, 
with  the  permission  of  the  hiringofhcial,  to  express 
his  thanks  and  explain  how  happy  he  is  with  the 
company.  Had  the  firm  officials  not  been  made 
fully  aware  in  advance  of  the  possibility  of  a 
seizure,  the  whole  situation  would  never  have 
been  handled  with  equal  intelligence  and  under- 
standing. 

Where  Service  is  Offered. — There  is  at 
least  one  interviewer  in  every  local  New  York 
State  Employment  Service  office  trained  to  place 
disabled  persons.  Epileptics  may  be  placed  by 
this  trained  Selective  Placement  interviewer 
and/or  the  appropriate  Selective  Placement 
Rehabilitation  interviewer. 

Employment  Service  Experience. — It  is 
estimated  conservatively  that  possibly  300  to  350 
epileptics  were  placed  by  the  Employment  Serv- 
ice in  1955. 

Records  on  placement  of  the  physically  handi- 
capped are  not  kept  regularly  by  disability. 
Experience  is  studied  in  detail  one  week  each 
year,  and  the  test  week  for  1955  showed  that  1.9 
per  cent  of  all  physically  handicapped  persons 
placed  were  epileptics.  However,  the  test  week  is 
National  Employ  the  Physically  Handicapped 
Week,  and  it  is  fair  to  assume  more  success  in 


that  week  than  in  other  weeks  of  the  year.  It 
is  therefore  estimated  conservatively  that  perhaps 
slightly  more  than  1 per  cent  of  the  29,500 
physically  handicapped  placements  made  by  the 
Employment  Service  in  1955  were  of  epileptics. 

Test  week  results  indicate  that  one  third  of  the 
placements  of  epileptics  were  in  the  service  trades, 
and  the  balance  were  equally  divided  between 
clerical  and  sales  jobs,  semi-skilled  factory  work, 
and  unskilled  factory  work. 

In  terms  of  length  of  unemployment,  the  epi- 
leptics showed  no  different  pattern  than  the  rest 
of  the  disabled.  About  50  per  cent  had  been 
unemployed  for  up  to  six  months  at  the  time  of 
the  survey. 

The  degree  of  difficulty  they  have  in  securing 
employment  may  be  reflected  in  the  fact  that 
whereas  50  per  cent  of  all  handicapped  workers 
coming  to  the  Employment  Service  for  jobs  in  the 
test  week  were  unemployment  insurance  claim- 
ants— evidence  they  had  had  jobs  in  the  previous 
fifty-two  weeks — only  40  per  cent  of  the  epilep- 
tics were  claiming  insurance. 

Employment  Service  records  may  of  course 
understate  the  role  of  epileptics  in  the  labor 
market,  since  there  is  no  way  of  determining  how 
many  coming  for  placement  help  fail  to  reveal 
their  condition. 

Education  Department,  Vocational 
Rehabilitation 

The  Division  of  Vocational  Rehabilitation  of 
the  State  Education  Department  has  accepted 
epileptics  for  vocational  rehabilitation  services 
for  well  over  ten  years.  In  the  year  1955,  out  of  a 
total  of  3,424  successful  rehabilitations,  83  or 
2.4  per  cent  of  the  total  were  epileptics. 

In  the  New  York  City  District  Office  there  is 
one  full  time  counselor  serving  persons  with  con- 
vulsive disorders.  This  person  serves  adults  in 
New  York  City  only.  Elsewhere,  epileptics  are 
handled  in  an  undifferentiated  case  load. 

The  full  range  of  Division  services  is  available 
to  the  epileptic  who  has  the  potentiality  of  prof- 
iting by  such  services.  These  include  diagnostic 
evaluation,  medical  therapy,  counseling,  training, 
and  placement. 

The  workup  of  an  epileptic  includes  the  fol- 
lowing : 

1.  Complete  diagnostic  evaluation,  including 
a neuropsychiatric  workup. 

2.  Optimal  control  or  evidence  that  patient 
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TABLE  I. — Distribution  bt  Age  of  Division  of  Voca- 
tional Rehabilitation  Services  to  Epileptics 
(Fiscal  Year  July  1,  1954  to  June  30,  1955) 


Age 

Group  (Years) 

Number 

Percentage 
of  Total 
Epileptics 

15  to  19 

19 

22.8 

20  to  24 

24 

28.8 

25  to  29 

11 

13.4 

30  to  34 

11 

13.4 

35  to  39 

7 

8.4 

40  to  44 

4 

4.8 

45  to  49 

5 

G.O 

50  to  54 

i 

1.2 

55  to  59 

1 

1.2 

60  and  over 

0 

0.0 

Total 

83 

100.0 

Total  epileptics  rehabilitated 

83 

Total  disabled  rehabilitated 

3,424 

Per  cent  epileptics 

2.4 

Total  epileptics  accepted 

285 

Total  disabled  accepted 

11,885 

TABLE  II. — Types  and  Frequency  of  Services  Ren- 
dered to  Epileptics 

(Fiscal  Year  July  1.  1954  to  June  30,  1955) 

Type  of  Service 

Frequency 

Medical  examinations 

83 

Psychiatric  examinations 

25 

Psychologic  examinations 

48 

Medical  treatment 

3 

Surgical  treatment 

5 

Dental  treatment 

i 

Artificial  limb  supplied 

i 

Hospitalization 

3 

Training 

57 

Personal  adjustment 

12 

Educational  institution 

31 

Employment 

5 

Correspondence 

i 

Training  material 

8 

Maintenance 

18 

Transportation 

1 

responds  to  treatment  to  a degree  that  optimal 
control  can  be  expected  within  a reasonable 
length  of  time. 

3.  An  accurate  description  of  the  seizure 
manifestations  which  occur  beyond  the  point  of 
control. 

4.  Thorough  vocational  and/or  psychologic 
counseling  to  cope  with  behavioral  problems 
which  in  themselves  would  prejudice  employ- 
ment. 

5.  A careful  analysis  of  the  job  demands  and 
the  environmental  working  conditions  on  the  job. 

6.  Selective  placement,  including  a full  dis- 
cussion with  the  potential  employer  of  the  epi- 
leptic’s assets,  liabilities,  and  seizure  manifesta- 
tions. Practical  suggestions  are  provided  for 
optimal  job  adjustment  in  the  event  of  a seizure. 

In  the  development  of  this  program  the  Di- 
vision of  Vocational  Rehabilitation  has  had  to 
spend  considerable  effort  in  educational  activities 


directed  at  orienting  physicians,  training  agen- 
cies, and  employers  regarding  the  facts  that 
epileptics  can  be  trained  for  specific  jobs,  can  be 
placed  in  industry,  and  can  maintain  that  em- 
ployment. It  was  necessary  to  overcome  such 
objections  as: 

1.  Epileptics  are  a poor  risk  from  the  stand- 
point of  industrial  accidents  to  themselves  or 
others. 

2.  Insurance  carriers  will  not  permit  the  hiring 
of  epileptics. 

3.  The  undesirability  of  exposing  other  em- 
ployes to  the  unpleasantness  of  witnessing  epi- 
leptic seizures. 

Intensive  counseling  effort  is  directed  to  the 
client  himself  so  that  he  may  learn  to  live  suc- 
cessfully with  his  disability  and  to  function  in  an 
atmosphere  which  is  too  often  unaccepting,  if 
not  hostile.  The  unfavorable  behavioral  pat- 
terns resulting  from  previous  lack  of  acceptance 
by  parents  and  others  must  be  recognized,  eval- 
uated, and  modified.  With  the  aid  provided  by 
his  psychiatric  and  psychologic  consultants,  the 
counselor  helps  the  client  to  achieve  better  self- 
understanding. He  indicates  nonhazardous  vo- 
cational goals  which  will  make  use  of  the  client’s 
assets.  The  counselor  arranges  a work  tryout  in 
a rehabilitation  center  to  enhance  the  client’s 
work  tolerance  and  adaptation  to  other  indi- 
viduals. As  a result  of  intensive  counseling  the 
client  is  helped  to  overcome  self-defeating  be- 
havioral attitudes  and  to  validate  a projected 
vocational  rehabilitation  plan  involving  training 
and/or  job  placement. 

Along  with  persons  suffering  from  diabetes 
and  coronary  ailments,  who  may  lose  conscious- 
ness through  convulsive  seizure  or  loss  of  self- 
control,  the  epileptic  cannot  be  permitted  to  en- 
gage in  hazardous  occupations.  However,  this 
does  not  mean  that  he  is  limited  to  sedentary 
types  of  work.  Experience  has  shown  successful 
placements  covering  a wide  range  of  employment 
similar  to  that  which  may  be  expected  from 
nonepileptic  people  of  varying  abilities  and  back- 
grounds. Obviously,  the  chance  of  maintaining 
a successful  placement  is  dependent  on  contin- 
uing the  optimal  control  by  means  of  medication 
and  thorough  periodic  check-ups  by  the  physician. 

Tables  I,  II,  and  III  indicate  the  extent  to 
which  epileptics  have  been  accepted  and  suc- 
cessfully placed  in  the  vocational  rehabilitation 
program,  the  types  of  services  rendered,  and  the 
types  of  placement. 
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Bureau  of  Motor  Vehicles  and  New  York 
State  Departments  of  Health  and  of 
Mental  Hygiene — Procurement  of  Motor 
Vehicle  Driver’s  License 

Planning  for  the  rehabilitation  of  the  epileptic 
may  have  to  take  into  consideration  whether  he 
will  be  able  to  drive  a motor  vehicle,  either  just 
for  getting  to  and  from  work  or  for  actual 
chauffeur’s  duties. 

An  application  for  an  operator’s  license  may  be 
filed  provided  the  applicant  has  been  free  of 
epileptiform  manifestations  for  two  years,  with 
or  without  drug  therapy.  The  same  period  ap- 
plies for  a chauffeur’s  license,  except  that  the 
applicant  must  have  been  without  antiepileptic 
drug  therapy  during  that  time. 

The  following  procedures  will  apply: 

1.  Persons  indicating  a history  of  seizures, 
spells,  and  blackouts  at  the  time  of  applying  for  a 
motor  vehicle  driver’s  license  (initial  or  renewal) 
are  notified  in  writing  of  the  procedures  required 
before  a license  may  be  issued.  The  notification 
is  accompanied  by  releases  for  his  signature, 
authorizing  the  Commissioner  of  Motor  Vehicles 
and  his  medical  consultants  to  obtain  additional 
information  as  needed  from  the  applicant’s 
physicians.  The  applicant  must  also  at  this  time 
swear  to  or  affirm  certain  facts  concerning  his 
disability. 

2.  The  results  of  the  physical  and  neurologic 
examinations  are  forwarded  to  the  Bureau  of 
Motor  Vehicles  by  the  applicant’s  physicians. 
These,  with  the  correspondence,  application 
forms,  and  all  pertinent  data,  are  then  submitted 
for  review'  and  consultation  by  a Medical  Review 
Board  consisting  of  representatives  of  the  State 
Departments  of  Health  and  of  Mental  Hygiene. 

3.  On  receipt  of  the  written  recommendation 
from  the  Medical  Review  Board,  the  Commis- 
sioner of  Motor  Vehicles  will  take  appropriate 
action.  If  a special  license  is  to  be  granted,  the 


TABLE  III. — Types  of  Job  Placements  and  Frequency 
for  Epileptics 

(Fiscal  Year  July  1,  19.54  to  June  30,  1955)* 


Job  Title 

Frequency 

Family  worker 

6 

Housewife 

4 

Teacher  (primary) 

i 

Instructor 

i 

Designer 

1 

Technician 

1 

Manager  (nec.) 

i 

Bookkeeper 

i 

Clerical 

24 

General 

5 

Office 

3 

Hotel 

1 

Printing 

1 

File 

2 

Postal 

1 

Technical 

1 

Stock 

3 

Sales 

5 

Clerks  (nec.) 

2 

Messenger  service 

5 

Secretary 

1 

Stenographer 

1 

Metal  worker 

i 

Garage  laborer 

1 

Telephone  operator 

1 

Houseman 

1 

Maid  (general) 

1 

Maid  (hotel) 

1 

Waiter 

1 

Attendant,  institutional 

2 

Doorman 

1 

Guard  or  watchman 
(except  crossing) 

i 

Porter 

1 

Gardener 

1 

Confectionery  worker 

3 

Jeweler 

1 

Welder 

1 

Machinist,  electrical 

3 

Repairman,  electrical 

1 

Furrier 

1 

Textile  worker 

1 

Manufacturing — plastics 

1 

Laundry  worker 

1 

Packer 

1 

Chainman  (surveyor) 

1 

Warehouse  man 

1 

Assembler,  miscellaneous 

3 

Railroad  clerk 

1 

* Data  prepared  May  2,  195G. 


applicant  will  be  informed  by  the  Commissioner 
of  Motor  Vehicles  of  his  future  responsibilities 
with  regard  to  re-examination. 


In  1900  influenza  and  pneumonia  took  a toll  of 
80  persons  per  100,000  population  in  the  young 
adult  ages  (fifteen  to  forty-four),  according  to 


Health  Information  Foundation.  By  1955  mortal- 
ity from  these  causes  had  dropped  to  around  4 per 
100,000  persons  in  the  same  age  group. 
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Announcements 


F^or  the  information  of  physicians  serving  in- 
* dustry,  the  following  is  quoted  from  the  Bulletin 
of  the  Bronx  County  Medical  Society  of  May,  1957, 
relating  to  narcotic  regulations  for  practicing  phy- 
sicians. The  Bronx  County  Medical  Society  ob- 
tained the  information  from  the  White  Plains 
Office  of  the  New  York  State  Department  of  Health. 

Physicians  in  Industry 

Physicians  who  are  employed  on  full  or  part 
time  basis  by  industrial  firms  should  register  with 
their  Director  of  Internal  Revenue  as  practi- 
tioners at  the  industrial  plant  if  they  wish  to 
maintain  stocks  of  narcotic  drugs  at  the  plant  for 
administration  or  if  they  wish  to  prescribe  for  the 
industrial  firm’s  employes.  The  Federal  narcotic 
registration  at  the  industrial  plant  may  be  in 
addition  to  the  physician’s  registration  at  the 
point  of  his  private  practice.  By  obtaining  the 
Federal  narcotic  registration  at  the  industrial 
firm  address  and  the  payment  of  the  $1.00  fee 
therefor,  the  physician  then  would  be  in  control  of 
the  narcotic  drugs  at  the  employment  plant. 

Official  order  forms  for  purchase  of  narcotic 
drugs  are  effective  only  for  the  name  and  address 
shown  in  the  forms. 

Registration  and  order  forms  for  private  prac- 
tice will  bear  the  private  office  address,  while 
those  obtained  for  medical  service  at  an  industrial 
plant  should  bear  the  practitioner’s  name  and 
address  at  the  point  of  employment.  Narcotic 
drugs  purchased  under  one  registration  address 
may  not  be  possessed  at  the  other  registration 
address. 


The  Bureau  has  negotiated  with  the  Institute  of 
Industrial  Medicine,  New  York  University  Post- 
Graduate  Medical  School,  for  a part-time  course  in 
occupational  medicine  to  start  with  the  academic 
year  of  September,  1958.  This  course  is  designed 
for  general  practitioners  and  all  other  interested  phy- 
sicians on  a part-time  basis.  It  is  intended  that  one 
or  two  afternoons  a week  will  be  devoted  to  this 
course  which  will  extend  the  entire  academic  year. 
Although  the  course  will  not  lead  to  a degree  in  oc- 


cupational medicine,  it  will  give  academic  credit  in 
the  form  of  a certificate  to  all  those  who  enroll. 
The  course  is  intended  to  offer  didactic  lectures  in 
various  phases  of  the  new  specialty  of  occupational 
medicine  together  with  visits  to  functioning  medical 
departments  in  both  large  and  small  industries. 
It  was  felt  that  a course  of  this  nature  wherein  a 
very  limited  amount  of  time  would  be  required  each 
week  of  a bus}-  practitioner  could  be  better  utilized 
than  a full  time  course  of  short  duration.  Any 
physician  interested  in  this  projected  course  should 
communicate  with  the  Bureau  of  Industrial  Health 
of  the  Medical  Society  of  the  State  of  New  York. 

Physicians  treating  compensable  injuries  and  dis- 
eases are  reminded  that  effective  July  1,  the  new 
combined  forms  for  the  reporting  of  these  accidents 
are  required.  The  new  form,  C-4,  combines  the 
old  forms,  C-104,  C-4,  and  C-14.  A new  form,  C-5, 
for  eye  surgeons  is  also  available.  The  new  form, 
C-24,  is  the  attending  surgeon’s  postoperative  re- 
port of  hernia  cases  and  is  utilized  only  as  final 
report  of  the  operating  surgeon  after  herniotomy. 
New  forms  are  also  devised  for  the  C-27,  giving 
medical  proof  of  changing  condition,  and  C-64, 
giving  proof  of  death.  There  is  no  change  in  the 
timing  of  the  reports,  although  the  forms  themselves 
have  changed.  A supply  of  these  forms  can  be  ob- 
tained by  writing  to  the  local  office  of  the  Work- 
men’s Compensation  Board  or  your  local  county 
medical  society. 

A compilation  of  the  proposed  workmen’s  com- 
pensation fee  schedule  as  revised  just  before  the 
hearing  held  by  Miss  Parisi  on  May  24  in  Albany, 
has  been  mailed  to  the  presidents  of  each  county 
medical  society  and  the  chairman  of  the  county 
society  workmen’s  compensation  committee.  The 
county  societies  will  have  this  additional  opportunity 
to  make  further  changes  that  would  reflect  the  feel- 
ings of  the  majority  of  practicing  physicians  in  the 
county. 
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Reflections  on  Service  Benefits 


To  the  Editor: 

I have  read  with  great  interest  a letter  entitled 
“The  Evils  of  Service  Benefits — a Fiction,”  written 
by  a consultant  to  the  board  of  Blue  Shield  in  New 
York  City.1  This  article  represented  a refutation 
of  a letter  by  the  present  writer2  to  the  editor  of  the 
J.A.M.A.  pub  fished  seven  months  previously, 
entitled  “The  Evils  of  Service  Benefits.”  This 
attempt  at  refutation  was  long  overdue,  and  after 
perusing  the  author’s  belated  effort  I can  readily 
understand  how  diligently  he  must  have  labored  to 
skirt  around  the  edges  of  my  central  argument 
without  coming  to  grips  with  it.  My  critic’s  in- 
ability to  face  the  issues  squarely  may  not  have  been 
intentional  but  merely  reflective  of  an  unfamiliarity 
with  the  philosophy  of  freedom.  To  facilitate  his 
efforts  in  refuting  my  position  I should  like  to  pro- 
pose a series  of  topics,  the  unequivocal  discussion  of 
which  should  illuminate  the  pro’s  and  con’s  regard- 
ing the  principle  of  service  benefits. 

1.  We  are  all  familiar  with  those  soul-stirring 
words  “eternal  vigilance  is  the  price  of  liberty.” 
I am  sure  the  validity  of  this  statement  remains  un- 
contested. The  United  Medical  Service  monthly 
bulletin  from  time  to  time  has  included  this  liber- 
tarian aphorism  in  addition  to  its  statistical  report. 
This  quotation  emanating  from  Blue  Shield  is,  to 
say  the  least,  incongruous.  In  effect,  Blue  Shield 
has  asked  physicians  to  surrender  by  participation 
a segment  of  their  liberty,  the  right  to  individually 
establish  their  own  fees.  Surrender  of  a traditional 
economic  liberty  was  invited  by  two  basic  appeals: 
a promise  of  more  financial  security  by  virtue  of 
augmenting  the  number  of  patients  able  to  afford 
private  medical  care  (economic  appeal),  and  a col- 
lective expression  of  benevolence  by  the  medical 
profession  to  their  fellow  men  in  “low-income 
groups”  (humanitarian  appeal). 

I in  no  way  wish  to  deny  the  right  of  any  physician 
to  make  this  choice.  Freedom  is  a two  way  street, 
and  the  right  to  make  a mistake  or  a wrong  judg- 
ment is  just  as  important  a right  as  any  other!  I 
merely  point  out  that  surrender  is  surrender,  and 
history  teaches  us  that  any  right  once  relinquished  is 
difficult  if  not  impossible  to  regain.  This  is  a pro- 
pitious moment  to  remind  my  medical  colleagues  of 
the  mental  posture  of  Blue  Shield  officials  concerning 


this  vital  matter.  I should  like  to  quote  verbatim  a 
paragraph  by  Dr.  William  H.  Horton,  executive 
director  of  the  Connecticut  Medical  Service  from  a 
paper  entitled  “Service  Benefits  vs.  Indemnity 
Benefits,”  presented  at  a Blue  Shield-Blue  Cross 
executive  training  institute  in  July,  1954. 

Service  benefits  are  a matter  of  very  personal 
concern  of  the  participating  physician.  He  is 
relinquishing  his  right  to  evaluate  his  own  services. 
He  is  entrusting  the  financial  future  of  his  practice 
to  the  decisions  of  the  corporation  in  the  arrangement 
of  its  fee  schedule  and  its  professional  policies,  and 
most  important  of  all,  he  knows  that  having  surren- 
dered these  important  considerations,  he  will  not  regain 
them.  He  knows  that  the  economics  of  medicine  in 
the  future  will  require  more  and  more  that  he  accept 
a specified  fee  for  a particular  service  regardless  of  its 
complexity.  The  fee  will  be  average  because  the 
mechanics  of  fee  schedule  construction  and  the  require- 
ments of  sound  underwriting  do  not  permit  the 
variations  in  fee  development  which  are  possible  in 
individual  practice. 

This  I deem  a very  significant  philosophic  posi- 
tion. I cannot  help  but  wonder  how  many  partici- 
pating physicians  are  aware  of  the  philosophic  base 
in  their  plan  “The  Doctors  Plan.”  It  would  be 
interesting  indeed  to  determine  what  a poll  among 
them  would  reveal.  I suggest  that  such  action  be 
initiated  by  local  county  societies.  This  will  re- 
quire courageous  action  on  the  part  of  many  county 
society  leaders  who  have  approved  these  plans. 
However,  men  of  integrity  consistently  demonstrate 
a willingness  to  re-examine  first  principles.  United 
Medical  Service,  I feel  sure,  would  be  among  those 
anxious  for  a vote  of  confidence  by  their  participat- 
ing doctors. 

To  my  critic  I address  the  following  questions: 
Does  he  believe  that  “eternal  vigilance  is  the  price 
of  liberty”  or  does  he  consider  this  statement  to  be  so 
much  chauvinistic  drivel?  If  he  believes  in  the 
surrender  of  this  segment  of  individual  liberty,  are 
we  to  wink  at  this  one  and  be  “eternally  vigilant” 
from  now  on? 

2.  Any  notion  that  participation  is  necessarily  of 
a temporary  nature  merits  reconsideration.  I have 
pointed  out  in  previous  letters2'8  how  economic 
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penalties  have  been  imposed  by  indirection  on  the 
nonparticipating  doctors  in  some  existing  Blue 
Shield  plans  in  other  states.  A majority  of  physi- 
cians, by  virtue  of  their  number,  can  agree  to 
penalize  a nonparticipating  minority  by  paying 
them  a reduced  rate  or  by  not  paying  them  at  all. 
Majority  action  such  as  this  is  usually  motivated  by 
a feeling  of  self-righteousness  which  rapidly  assumes 
a considerable  degree  of  justification  for  invoking 
penalties  against  a nonconforming  minority.  The 
majority  reason  is  somewhat  as  follows:  The  non- 

participating physicians  are  getting  a free  ride; 
after  all,  we  are  the  benevolent  ones,  our  personal 
contribution  (service  benefits)  merits  some  reward, 
so  let  us  reward  ourselves. 

To  my  critic  I address  this  question:  Does  he 
believe  that  a majority  of  physicians  practicing 
“benevolence”  collectively  have  the  right  to  coerce 
others  to  be  equally  benevolent  (in  their  opinion)? 
I have  reason  to  think  that  he  does  not  so  believe, 
but  is  not  this  a logical  sequence  of  the  medical 
democracy  he  so  proudly  boasts!  After  all,  51  per 
cent  does  constitute  a majority.  What  happens  to 
the  minority  of  4!)  per  cent  who  have  no  bill  of  rights 
in  a medical  economic  sense  to  protect  them? 
Surely  my  correspondent’s  familiarity  with  Edmund 
Burke  should  help  him  detect  the  potential  of  a 
“tyrannical  majority.”  Majoritarianism  is  a pop- 
ular philosophy  of  our  time,  but  its  moral  foundation 
is  to  say  the  least  dubious. 

3.  My  critic  takes  the  position  that  Blue  Shield 
plans  do  not  constitute  a third  party.  By  juxta- 
position of  three  entities  involved,  patient,  doctor, 
and  insurance  plan,  he  conveniently  derives  an 
arithmetic  two.  This  is  self-deluding  legerdemain. 
I suggest  he  re-read  Dr.  Horton’s  paragraph  quoted 
above.  If  a corporation  which  is  to  decide  fee  sched- 
ules and  professional  policies  and  be  entrusted  with 
the  physician’s  financial  future  does  not  constitute  a 
third  party,  then  words  have  lost  their  meaning. 
These  statements  are  self-convicting  by  their  own 
absurdity.  If  my  colleague  were  a practicing 
physician,  he  would  rapidly  be  made  aware  of  the 
vitality  of  the  third  party  he  so  blandly  describes  as 
nonexistent. 

4.  Is  the  author  truly  serious  when  he  attempts 
to  create  the  impression  that  the  private  practice  of 
medicine  is  synonymous  with  Blue  Shield  participa- 
tion? Is  not  the  truth  rather  that  prevailing  phi- 


losophies like  Blue  Shield  with  a service  benefits 
feature  have  doomed  the  private  practice  of  medi- 
cine? If  the  proponents  of  these  plans  feel  that  this 
is  the  practice  of  medicine  of  the  future  let  them  say 
so.  But  to  call  it  the  private  practice  of  medicine 
is  to  deny  our  medical  heritage. 

I would  like  to  conclude  by  stating  that  my  in- 
terest in  this  subject  is  purely  academic.  As  a 
member  of  a revered  profession  I feel  it  my  duty  to 
point  out  trends  as  I see  them.  It  is  by  open  dis- 
cussion, the  clash  of  opinion,  and  the  attrition  of 
ideas  that  true  progress  is  made.  In  my  opinion  the 
service  benefit  principle  has  initiated  a chain  of 
events  which  means  the  termination  of  the  private 
practice  of  medicine.  I see  a program  ostensibly 
based  on  voluntary  participation  which  can  and  has 
deteriorated  in  some  instances  to  compulsory  devices 
or  a consequent  sufferance  of  economic  penalties. 
In  my  own  county  the  United  Medical  Service  used 
to  invite  participation  and  now  arrogantly  proclaims 
that  it  is  a duty  of  the  profession  to  participate. 
How  singular  to  have  a corporation  pontificating  on 
the  duty  of  a physician;  how  presumptuously  this 
corporation  assumes  itself  to  be  “The  Doctor’s 
Plan.”  What  of  the  nonparticipating  community 
of  physicians?  Are  they  excommunicants,  selfish 
“free  riders,”  not  humanitarians?  I daresay  that 
each  physician  in  his  own  heart  knows  how  much  of  a 
humanitarian  he  is  by  his  daily  conduct  in  his  office 
and  at  the  patient’s  home,  and  this  includes  the 
haloed  participator!  The  latter,  in  many  instances, 
has  succumbed  to  the  delusive  economic  appeal 
rather  than  the  humanitarian  appeal  which  in  any 
event  can  be  achieved  individually  as  it  has  been  for 
hundreds  of  years.  The  average  physician  does  not 
require  a corporation  to  tell  him  who  is  needy  and 
who  merits  special  consideration.  The  family 
physician  knows  more  about  his  patients  than  a 
corporation  ever  will  know. 

S.  J.  Baudo,  M.D. 

41-14  21st  Avenue 

Long  Island  City  5,  New  York 


'Elliott,  F.  E.:  New  York  State  J.  Med.  57:  968 

(Mar.  1)  1957. 

« Baudo,  S.  J.A.M.A.  161:  1503  (Aug.  11)  1956. 
s Idem.-.  New  York  State  J.  Med.  57:  966  (Mar.  1) 
1957. 


More  than  96  per  cent  of  vehicles  involved  in  fatal 
in  apparently  good  condition. 


accidents  on  U.S.  highways  in  1956  were 
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MONTH  IN  WASHINGTON 


The  85th  Congress  is  in  the  final  few  weeks  of  its 
first  session  with  prospects  that  it  will  enact 
few  major  medical  bills  this  year  but  that  next  year 
will  be  a different  story.  On  at  least  half  a dozen 
important  measures  action  has  been  postponed 
with  the  understanding  that  the  issues  will  be  fought 
out  in  1958. 

Circumstances  prevented  any  delay  on  one  bill 
that  is  of  considerable  importance  to  the  younger 
doctors — a new  version  of  the  doctor  draft  act.  It 
had  to  be  enacted  by  July  1,  the  Defense  Depart- 
ment insisted,  or  not  enough  doctors  would  be  avail- 
able to  maintain  the  military  medical  services  at  an 
acceptable  level. 

The  problem  is  that  the  Armed  Forces  require  a 
higher  ratio  of  physicians  to  troops  than  exists  be- 
tween physicians  and  the  general  population. 
Without  some  special  law  the  services  would  either 
have  to  make  out  with  fewer  doctors  than  they  say 
they  need  or  draft  thousands  of  nonphysicians 
merely  to  obtain  the  doctors  who  are  in  the  particu- 
lar age  groups. 

This  scheme  was  devised:  Amendment  of  the 
regular  draft  act  to  allow  the  call  up,  to  age  thirty- 
five,  of  the  necessary  numbers  of  doctors  from 
among  those  who  had  received  educational  defer- 
ments; they  could  be  called  because  they  are  physi- 
cians, not  because  t hey  are  of  a certain  age.  Also, 
the  national,  state,  and  local  Medical  Advisory 
Committees  of  Selective  Service  would  be  continued, 
as  would  a number  of  provisions  in  the  original  act 
that  protect  the  rights  of  drafted  doctors. 

As  Congress  moved  toward  adjournment  pros- 
pects also  were  that  it  would  enact  a bill  to  help 
out  some  states  caught  in  a financial  squeeze  because 
of  a new  act,  passed  last  year  but  not  scheduled  to 
go  into  effect  until  July  1,  1957,  to  increase  Federal 
payments  for  the  medical  care  of  persons  on  the  state- 
Federal  public  assistance  rolls. 

Under  the  old  system  states  could  use  the  United 
States  dollars  to  pay  directly  to  the  individuals  for 
their  medical  care  or  directly  to  the  vendors  of 
medical  service — hospitals,  physicians,  dentists. 
Many  states,  adopting  the  second  plan  in  all  or  part 
of  their  counties,  used  the  Federal  money  to  help 
maintain  pooled  funds  which  support  various  medi- 
cal care  programs. 

All  United  States  money  paid  out  under  the  new 
act  must  be  used  in  the  form  of  vendor  payments; 
that  is,  not  turned  over  directly  to  the  public  as- 
sistance cases.  At  the  same  time,  the  law  as  orig- 
inally passed  stipulated  that  any  money  received 
under  the  old  plan  henceforth  would  have  to  be 
handled  as  “recipient  payments,”  that  is,  going 
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directly  to  the  persons  on  public  assistance  rolls. 

A number  of  states  thus  faced  the  prospects  of 
drastically  revising  their  carefully  established  medi- 
cal care  programs  or  sacrificing  large  amounts  of 
Federal  money.  Congress  came  to  their  rescue  by 
means  of  a bill  that  would  allow  them  to  use  the  old 
money  as  before,  yet  take  full  advantage  of  the  new 
Federal  program. 

In  the  closing  weeks  of  the  session,  however,  two 
major  medical  bills  were  making  little,  if  any  progress 
— those  for  Federal  grants  to  medical  colleges  to 
build  teaching  facilities,  and  for  initiating  a program 
of  health  insurance  for  Federal  civilian  employes. 

A number  of  bills  had  been  introduced  on  aid  to 
medical  education,  representing  virtually  all  the 
viewpoints  in  Congress  and  the  administration,  but 
nothing  much  was  happening.  One  factor  was  the 
economy  drive,  which  was  not  too  successful  in  cut- 
ting the  administration’s  budget,  yet  which  virtually 
precluded  any  new  programs  involving  large  appro- 
priations. 

On  Federal  employe  health  insurance  these  long- 
standing differences  of  opinion  still  blocked  any 
compromise:  Should  emphasis  be  on  basic  health 
insurance  or  on  major  medical  (catastrophic)  cov- 
erage? Should  United  States  payroll  deductions  be 
permitted  or  would  this  open  the  door  to  demands  for 
many  other  payroll  deductions,  such  as  union  dues? 
What  safeguards  could  be  set  up  to  prevent  either 
the  commercial  insurance  companies  or  the  non- 
profit organizations  (union  plans  and  Blue  Cross- 
Blue  Shield)  from  gaining  a dominant  position? 

On  these  two  major  bills,  as  well  as  on  many  others, 
sponsors  were  not  too  discouraged.  They  were  al- 
ready making  plans  to  press  them  still  more  vigor- 
ously next  year  when  Congress,  looking  toward  the 
fall  elections,  may  be  more  responsive. 

Notes 

Doctors  are  asked  by  Public  Health  Service  to  be 
on  the  alert  for  a new  type  A influenza  strain  ex- 
pected to  work  its  way  into  this  country  from  the 
Far  East.  Details  from  state  health  departments. 

National  Library  of  Medicine  officials  were  still 
hopeful,  as  the  end  of  the  session  neared,  that  Con- 
gress would  vote  enough  money  to  start  constructing 
the  library’s  new  building  next  year. 

For  the  first  time  the  United  States  contribution 
to  the  World  Health  Organization  this  year  is  ex- 
pected to  drop  to  a third  of  the  total  World  Health 
Organization  budget.  In  dollars,  however,  the 
United  States  share  continues  to  go  up,  as  the 
charges  to  other  countries. 

The  Export-Import  Bank  is  making  long-term, 
low-interest  loans  to  some  Central  American  coun- 
tries to  build  health  facilities,  such  as  hospitals  and 
sewage  plants. 
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Postgraduate  Courses  in  Clinical  Medicine — 

Postgraduate  courses  in  clinical  medicine  for  general 
practitioners  and  specialists  will  be  given  during 
1957-1958  at  the  Mount  Sinai  Hospital,  Fifth  Av- 
enue and  100th  Street,  New  York  City,  in  affiliation 
with  Columbia  University. 

Catalogs  listing  courses  and  other  information 
may  be  obtained  from  the  hospital  at  the  above 
address. 

Finger  Lakes  Neuropsychiatric  Society — A com- 
bined dinner  meeting  of  the  Finger  Lakes  Neuro- 
psychiatric Society  and  the  Central  New  York 
Psychiatric  Society  was  held  at  the  Canandaigua 
Veterans  Administration  Hospital  in  Canandaigua 
on  June  13. 

Drs.  Daniel  Davis  and  Jacob  Schneider,  dele- 
gates, reported  on  the  recent  proceedings  of  the 
American  Psychiatric  Association  Assembly,  and 
Dr.  Dane  G.  Prugh,  Rochester,  spoke  on  “Recent 
Advances  in  Child  Psychiatry.” 

Course  on  Health  Problems — New  aspects  of 
health  problems  intensified  by  modern  living  will  be 
presented  at  a one-week  course,  “Medical  Aspects 
of  Workmen’s  Compensation,”  to  be  offered  October 
21  through  25  by  New  York  University  Post- 
Graduate  Medical  School  and  the  American  Acad- 
emy of  Compensation  Medicine. 

Sessions  will  be  held  covering  compensation  medi- 
cine, tranquilizers,  and  radiation,  among  other 
topics. 

For  application  and  further  information  contact 
the  Office  of  the  Associate  Dean,  New  York  Uni- 
versity Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  16,  New  York. 

American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  May  were: 
Albany:  Drs.  Donald  R.  Feeley,  R.  C.  Kemp, 

F.  C.  Lochner,  and  Lyle  A.  Sutton;  Albion:  Drs. 
S.  A.  Dispenza  and  James  G.  Parke;  Altamont: 
Dr.  R.  C.  Towse;  Alexanders  Dr.  John  L.  Cathie; 
Amityville:  Drs.  David  Annunziato  and  S.  Rau; 
Amsterdam:  Dr.  Leslie  J.  Saunders;  Arcade: 

Dr.  George  G.  Davis;  Babylon:  Dr.  N.  Kuzmowyez; 
Baldwinsville:  Dr.  James  H.  Bennett;  Barker: 

Dr.  Paul  G.  Orsten;  Bath:  Drs.  Donald  D.  Hutch- 
ings and  James  J.  Sanford;  Bayside:  Dr.  David 
Diamondstone;  Binghamton:  Dr.  Ralph  J.  Mc- 
Mahon; Brooklyn:  Drs.  John  A.  Dondero,  Jr.  and 
Joseph  L.  Gottesman;  Bronxville:  Dr.  George  W. 
Brooks;  Buffalo:  Drs.  N.  W.  Fountain,  D.  W. 
Nenno,  and  F.  J.  Parmenter;  Caledonia:  Drs.  M.  A. 
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Hare  and  H.  Jacobs;  Cambria  Heights:  Dr.  Hans 
Schleimer;  Canandaigua:  Drs.  Joseph  Arthur 

Griff en  and  James  Alley  Stringham;  Cazenovia: 
Dr.  Edward  R.  Cannon;  Churchville:  Dr.  Frederick 
William  Dietel;  Clifton  Springs:  Dr.  Nathan  A. 
Schwalbe;  Clyde:  Dr.  John  L.  Pulvino;  Cohocton: 
Dr.  David  W.  Barton;  Cooperstown:  Dr.  Charles  B. 
Kieler;  Corinth:  Dr.  Raymond  D.  Snyder;  Corona: 
Dr.  Peter  J.  Milazzo. 

Also:  Cortland:  Dr.  E.  P.  Cummins;  Druden: 
Dr.  John  H.  Ferger;  Dunkirk:  Dr.  Charles  B. 
Mosher;  Earlville:  Dr.  Willis  E.  Hammond; 

East  Willislon:  Dr.  Edward  C.  Hollander;  Elm- 
hurst: Drs.  Emanuel  F.  Kalina,  A.  Koevesdi,  Milton 
Schlachman,  and  J.  F.  Slayne;  Endicott:  Dr.  Marek 
Kaplan;  F airport:  Dr.  John  Kraai;  Flushing: 

Drs.  Clyde  N.  Baker,  Nicholas  J.  Cifarelli,  Sidney 
Cohen,  Leo  Dabrin,  William  Feiring,  R.  V.  Grieco, 
M.  Schochet,  V.  0.  Vaitiekaitis,  and  Joseph  B. 
Weynert;  Forest  Hills:  Drs.  Samuel  Marsh,  Julius 
Schneiderman,  Selma  Wertheimer,  and  Ezra  A. 
Wolff;  Fredonia:  Drs.  Benjamin  S.  Custer  and  A.  A. 
Pierce;  Frewsburg:  Dr.  R.  M.  Weidler;  Gainsville: 
Dr.  F.  D.  Dreyfuss;  Glens  Falls:  Dr.  Frank  M. 
Falkenbury;  Gloversville:  Drs.  Armand  J.  D’Errico 
and  R.  Kunkel;  Gowanda:  Dr.  Roy  J.  Thurn; 
Hammondsport:  Dr.  Eldred  J.  Stevens;  Helrnuth: 
Drs.  William  J.  Allexsaht  and  Fritz  C.  Trapp; 
Herkimer:  Dr.  Harold  T.  Golden;  Hilton:  Dr. 
Robert  N.  Blodgett;  Hollis:  Dr.  Albert  E.  Stahl; 
Hudson:  Drs.  Elah  C.  Bliss  and  Roger  C.  Bliss; 
Ithaca:  Drs.  Henry  W.  Ferris,  Noah  J.  Kassman, 
George  G.  McCauley,  and  Charles  S.  Wallace; 
Jackson  Heights:  Dr.  P.  W.  Valicenti;  Jamaica: 
Drs.  Robert  R.  Coleman,  Anoch  H.  Lewert,  Eman- 
uel M.  Rappaport,  Eugene  B.  Riley,  James  V. 
Rizzi,  and  P.  H.  Waldman;  Jamestown:  Drs. 

Lucius  H.  Bugbee,  Jr.,  Harold  M.  Childress,  Noble 
F.  Crandall,  R.  C.  Fess,  Francis  J.  McCulla,  J.  S. 
Prince,  A.  W.  Rappole,  Russel  J.  Sacco,  Peter  P. 
Vitaza,  and  Edward  Zimmer;  Johnson  City:  Dr. 
A.  A.  Kosinski;  Kew  Gardens:  Drs.  Edward  V. 
Maggio  and  John  Sumers;  Lakewood:  Dr.  W.  L. 
King;  Lancaster:  Dr.  A.  J.  Addesa;  Larchmont: 
Dr.  Seymour  H.  Fine;  Levittown:  Dr.  G.  G.  Smiles. 

Also:  Lewiston:  Dr.  C.  Van  Deusen;  Little  Falls: 
Dr.  Robert  C.  Ashley;  Lockport:  Drs.  James  H. 
Donnelly,  Jr.,  Dudley  B.  Fitzgerald,  and  H.  B. 
Fitzgerald;  Long  Island  City:  Drs.  Victor  J.  Fimia, 
Adrian  Neumann,  and  Joseph  Shapiro;  Marion: 
Dr.  Donald  W.  Bovet;  Maspeth:  Dr.  Anthony  J. 
Stalkus;  Massena:  St.  Lawrence  Medical  Auxiliary; 
Mohawk:  William  J.  MacDonald;  Mount  Morris: 
Dr.  G.  E.  Murphy;  Mount  Vernon:  Dr.  I.  Zadek; 
Newark:  Dr.  Norbert  Menuhin;  New  Rochelle: 

Drs.  George  C.  Adie,  Emanuel  Glass,  Raymond 
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Kiernan,  Daniel  H.  Sherber,  and  Samuel  Silverman; 
New  York  City:  Drs.  Ernest  S.  Breed,  Leonard 
Burness,  Kenneth  T.  Calder,  Royall  G.  Cannaday, 
Richard  M.  Carey,  Harry  Cohen,  George  S.  Cowan, 
Frederick  S.  Craig,  Jose  E.  Crespo,  Ernest  P. 
DeSanto,  J.  E.  Drew,  F.  W.  Grossmann,  Leo  B. 
Halleran,  John  E.  Hughes,  B.  J.  Hyman,  Juan  F. 
Julia,  John  A.  Kelly,  J.  S.  Kenney,  Joseph  M.  Lu- 
bart,  Madge  C.  McGuiness,  C.  R.  Miller,  Saul 
Miller,  Bernard  J.  Mintz,  Leon  Moses,  Charles 
Otchin,  Daniel  J.  Pisano,  Robert  I.  Porter,  James  J. 
Rafter,  A.  Romaine,  Angelo  M.  Sala,  David  H. 
Saxe,  Walter  F.  Schmidt,  Dudley  D.  Shoenfeld, 
H.  A.  Sinclaire,  David  Soletsky,  K.  Sprunt,  Sanford 
Stevens,  Ilona  Vass,  David  P.  Waldman,  Alice  D. 
Weber,  Jerome  Weiss,  and  Angelo  A.  Zingaro; 

Also:  Niagara  Falls:  Drs.  Russell  J.  Alessi,  N.  I. 
Ardan,  Jr.,  Edwin  W.  Gates,  William  J.  McDermid, 
W.  R.  Scott,  and  William  H.  Vickers,  Jr.;  North- 
port:  Dr.  C.  E.  Drysdale;  North  Tonawanda: 

Dr.  T.  C.  Gerwig,  Jr.;  Nyack:  Drs.  Edward  B. 
Leahey  and  George  K.  Looser;  Oak  Hill:  Dr. 
Laura  Miller;  Olean:  Drs.  John  Godfrey  and  David 
J.  Maloney;  Oneida:  Drs.  William  L.  Lanyon  and 
Anthony  J.  Zaia;  Ossining:  Dr.  Louis  E.  Bernard; 
Oswego:  Dr.  Kent  W.  Jarvis;  Penn  Yan:  Dr. 
William  G.  Roberts;  Phoenix:  Dr.  Emerson  J. 
Dillon;  Plattsburgh:  Drs.  George  H.  Gonyea,  Edwin 
R.  Raymaley,  Herbert  L.  Schlesinger,  Ronald  P. 
Smith,  and  D.  Webster;  Pleasantville:  Dr.  John  W. 
Ferree;  Potsdam:  Dr.  Richard  L.  Hatch;  Pough- 


keepsie: Dr.  A.  A.  Rosenberg;  Rego  Park:  Dr. 
Joseph  Lerner;  Richfield  Springs:  Dr.  Wendell  L. 
Bryce;  Richmond  Hill:  Dr.  Ezeral  J.  Patterson; 
Ridgewood:  Dr.  William  M.  Fuchs;  Rochester: 

Drs.  Eugene  R.  Duggan,  Alfred  G.  Ebel,  H.  A. 
Hanson,  Joseph  A.  Lane,  J.  L.  Morris,  J.  M.  Parker, 
J.  S.  Pecora,  Abram  Pinskv,  and  T.  B.  Stein- 
hausen. 

Also:  Rockaway  Park:  Dr.  William  E.  Werner; 
Rockville  Center:  Dr.  John  H.  Maurer;  Rome: 

Drs.  E.  E.  Powers,  Jr.,  Martin  M.  Sanders,  and 
Richard  Schulenklopper;  Scarsdale:  Drs.  Harry  E. 
Voss  and  Maurice  L.  Woodhull;  Schenectady: 
Drs.  C.  J.  Loffredo,  E.  B.  O’Keefe,  Ralph  D.  Ried, 
Isaac  Shapiro,  Joseph  Slovak,  and  Louis  P.  Tischler; 
Sodus:  Drs.  Thomas  C.  Hobbie  and  Linwood  Myers; 
Syracuse:  Drs.  Wilbur  S.  Brooks,  Herman  J.  Dick, 
Mark  R.  Harwood,  Joseph  A.  Head,  and  J.  G.  Hiss; 
Tuckahoe:  Dr.  Robert  G.  Hicks;  Utica:  Drs.  An- 
thony G.  Chanatry,  Harold  H.  Dodds,  James  I. 
Farrell,  and  W.E.Merriman;  Wappingers Falls:  Dr. 
Paul  Jacobson;  Warsaw:  Drs.  Paul  A.  Burgeson, 
W.  H.  Hanson,  C.  H.  Harville,  J.  W.  Leachman, 
C.  J.  Regan,  and  C.  O.  Wagenhals;  Watkins  Glen: 
Schuyler  County  Women’s  Auxiliary;  West  Win- 
field: Dr.  Leslie  MacNaughton;  White  Plains: 

Dr.  Dorothy  J.  Chayes;  Whitesboro:  Dr.  William 
H.  Williams;  Williamson:  Dr.  Raymond  W.  De- 
Smit;  Windsor:  Dr.  Austin  J.  Stillson;  Yonkers: 
Drs.  Charles  W.  Aitcheson,  Arthur  H.  Milbert,  V. 
Minervini,  and  Isadore  Rudinkoff. 


Personalities 


Elected 

Dr.  David  P.  Barr,  professor  and  chairman  of  the 
Department  of  Medicine  at  Cornell  Medical  College, 
as  president  and  medical  director  of  the  Health 
Insurance  Plan  of  Greater  New  York  . . . Dr.  Samuel 
W.  Dooley,  re-elected  president;  Dr.  William  C. 
Spring,  re-elected  vice-president,  and  Dr.  Joseph 
Ivadish,  secretary-treasurer  of  the  Public  Health 
Association  of  New  York  City . . . Dr.  Alfred 
Koerner,  New  York  City,  re-elected  president; 
Dr.  Maxwell  Booxbaum,  New  York  City,  secretary; 
Dr.  Benjamin  Shure,  Brooklyn,  assistant  secretary; 
Dr.  I.  Bernard  Malkin,  Brooklyn,  treasurer,  and 
Dr.  Louis  Gelber,  Rockville  Centre,  assistant  treas- 
urer of  the  American  Board  of  Legal  Medicine, 
Inc.  . . . Dr.  John  E.  Lowry,  Flushing,  as  president 
of  the  Queensboro  Tuberculosis  and  Health  Associa- 
tion. 

Appointed 

Dr.  John  L.  Enyart,  retired  U.S.  Naval  Surgeon, 
Medical  Branch,  Supreme  Headquarters  Allied 
Power  Europe  (NATO  Forces)  Paris,  as  adminis- 
trator of  the  Institute  of  Physical  Medicine  and  Re- 
habilitation of  New  York  University-Bellevue 
Medical  Center  . . . Dr.  Leonard  Greenberg,  New 
York  City,  to  the  State  Air  Pollution  Control  Board 
by  Governor  Harriman  . . . Dr.  William  Coda  Mar- 
tin, New  York  City,  president  of  the  American  Acad- 


emy of  Nutrition,  to  the  faculty  of  Fairleigh  Dickin- 
son University  in  Rutherford,  New  Jersey. 

Speakers 

Dr.  Irving  R.  Block,  Brooklyn,  before  the  Ameri- 
can Proctological  Society  in  New  Orleans,  on  April 
28  on  “A  More  Radical  Perineal  Phase  of  the  Ab- 
dominoperineal Resection  of  the  Rectum  for  Carci- 
noma,” which  was  awarded  the  Hermance  Plaque  for 
the  outstanding  paper  presented  by  an  associate  or 
affiliate  of  the  Society  . . . Dr.  Paul  A.  Bunn,  pro- 
fessor of  medicine,  State  University  of  New  York 
at  Syracuse,  before  the  Rockland  County  Medical 
Society  on  October  1 on  ‘‘The  Proper  Use  and 
Improper  Abuse  of  Antibiotics.” 

Awarded 

Dr.  Herman  G.  Weiskotten,  retired  dean  of  the 
Syracuse  University  College  of  Medicine,  the  Her- 
mann M.  Biggs  Award  for  outstanding  service  in 
public  health  at  the  annual  State  health  con- 
ference in  Albany. 

Honored 

Dr.  Franz  J.  Kallmann,  professor  of  psychiatry  at 
Columbia  University  College  of  Physicians  and 
Surgeons,  with  an  honorary  medical  degree  from  the 
School  of  Medicine  of  the  University  of  Turin, 
Italy,  at  the  Third  International  Congress  of  Medi- 
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cal  Arts,  June  1 through  9 at  the  Valentino  Exposi- 
tion Hall  in  Turin  . . . Dr.  Howard  A.  Rusk,  chair- 
man of  the  Department  of  Physical  Medicine  and 
Rehabilitation,  New  York  University-Bellevue 


Medical  Center,  with  the  gold  service  medal  of  the 
Rotary  Club  of  New  York  for  his  accomplishments 
as  “Teacher,  author,  editor,  humanitarian,  and 
physician  extraordinary.” 


MEDI  C A L M E E T 1 N G 


Postgraduate  Week 

The  New  York  Academy  of  Medicine  will  hold  a 
postgraduate  week  from  October  7 through  11  with 
daily  evening  lectures,  afternoon  panel  meetings,  and 
a scientific  exhibit.  The  title  of  the  1957  post- 


graduate week  is  “Research  Contributions  to 
Clinical  Practice.” 

For  further  information  contact  the  Academy  at 
2 East  103rd  Street,  New  York  29,  New  York. 


CobaU-60  Teletherapy  for  Palliation  of  Carcinoma  of  the  Thoracic  Esophagus 


Twelve  patients  with  carcinoma  of  the  thoracic 
esophagus  who  were  considered  unsuitable  candi- 
dates for  surgery  were  treated  with  cobalt-60  tele- 
therapv  and  rotational  device.  Of  the  12  only  seven 
could  be  given  a post-treatment  roentgen  examination 
because  of  remote  domiciliary  location.  Of  these 
seven,  palliation  was  gratifying  in  all  but  one,  in 
whom  treatment  failed  to  arrest  the  lesion.  In  some 
of  those  that  improved,  a fairly  normal  mucosal  pat- 
tern traversed  the  former  site.  Drs.  Thomas  F. 
Meaney  and  Robert  A.  Hays  stress  the  fact  that  at 


present  palliation  is  the  prime  objective  in  most 
patients  with  carcinoma  of  the  thoracic  esophagus. 
In  these  cases,  regression  of  obstructing  tumors  was 
brought  about  without  mortality  or  significant  mor- 
bidity. Even  though  cobalt-60  teletherapy  or  su- 
pervoltage roentgen  rays  using  rotation  probably 
will  not  materially  increase  the  five-year  survival 
rate,  the  authors  believe  that  cobalt-60  should  be  se- 
riously considered  where  definitive  resection  is  un- 
warranted or  unfeasible. — Cleveland  Clinic  Quarterly, 
October,  1956 
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The  following  announcements  concerning  sus- 
pension, revocation,  annullment,  and  cancellation 
of  medical  licenses  have  been  received  from  Dr. 
Stiles  D.  Ezell,  secretary,  Board  of  Medical  Ex- 
aminers, University  of  the  State  of  New  York, 
State  Education  Department: 

License  Restored. — Alvin  Schuman,  Brooklyn, 
New  York:  medical  license  number  17876,  issued 
under  date  of  June  28,  1923,  permitting  him  to 
practice  medicine  in  the  State  of  New  York.  The 
Order  of  Restoration  was  served  on  Dr.  Schuman 
on  June  11,  1957,  and  his  medical  license,  therefore, 
is  restored  as  of  that  date. 

License  Restored. — William  M.  Sexton,  Utica, 
New  York:  medical  license  number  42571,  issued 
under  date  of  September  8,  1944,  permitting  him  to 
practice  medicine  in  the  State  of  New  York.  The 
Order  of  Restoration  was  served  on  Dr.  Sexton  on 
August  20,  1956,  and  his  medical  license,  therefore, 
is  restored  as  of  that  date. 

License  Suspended. — Frederick  W.  Pierce, 
New  Rochelle,  New  York:  medical  license  number 
28627,  issued  under  date  of  January  4,  1934,  per- 
mitting him  to  practice  medicine  in  the  State  of 
New  York,  suspended  for  a period  of  three  months. 
The  Order  of  Suspension  was  served  on  Dr.  Pierce  on 
May  7,  1957,  and  his  medical  license,  therefore, 
stands  suspended  from  May  7 to  August  7,  1957. 

License  Revoked. — Stanley  Boller,  Los  Angeles, 
California:  medical  license  number  13224,  issued 
under  date  of  June  30,  1916,  permitting  him  to 
practice  medicine  in  the  State  of  New  York,  revoked, 
annulled,  and  canceled.  The  Order  of  Revocation 
was  served  on  Dr.  Boller  on  October  21,  1956,  and 
his  medical  license,  therefore,  stands  revoked  as  of 
that  date. 

License  Revoked. — Matthew  N.  DePasquale, 
West  Palm  Beach,  Florida:  medical  license  number 
25843,  issued  under  date  of  June  25,  1931,  permit- 
ting him  to  practice  medicine  in  the  State  of  New 
York,  revoked,  annulled,  and  cancelled.  The 
Order  of  Revocation  was  served  on  Dr.  DePasquale 
on  January  17,  1957,  and  his  medical  license, 
therefore,  stands  revoked  as  of  that  date. 

License  Revoked. — Angelo  DiDonna,  Schenec- 
tady, New  York:  medical  license  number  30114, 
issued  under  date  of  January  31,  1935,  permitting 
him  to  practice  medicine  in  the  State  of  New  York, 
revoked,  annulled,  and  cancelled.  The  Order  of 
Revocation  was  served  on  Dr.  DiDonna  on  January 
18,  1956,  and  his  medical  license,  therefore,  stands 
revoked  as  of  that  date. 


Censure  and  Reprimand. — James  It.  Granger, 
Amityville,  New  York:  revocation  of  medical 

license  accepted  and  sustained  and,  in  compliance 
with  the  recommendation  of  the  Medical  Commit- 
tee on  Grievances,  “said  James  R.  Granger  be 
censured  and  reprimanded.”  The  Order  of  the 
Commissioner  was  served  on  Dr.  Granger  on  April 
12,  1957,  and  he  was  to  be  notified  to  appear  for 
reprimand  before  the  Board  of  Regents  at  the 
May  meeting. 

Censure  and  Reprimand. — Price  A.  Kirkpat- 
rick, New  York  City:  revocation  of  medical  license 
accepted  and  sustained  and,  in  compliance  with  the 
recommendation  of  the  Medical  Committee  on 
Grievances,  “said  Price  A.  Kirkpatrick  be  censured 
and  reprimanded.”  The  Order  of  the  Commissioner 
was  served  on  Dr.  Kirkpatrick  on  April  2,  1957,  and 
he  was  to  be  notified  to  appear  for  reprimand 
before  the  Board  of  Regents  at  the  May  meeting. 

Censure  and  Reprimand. — John  Sherman  Mertz, 
Albany,  New  York:  revocation  of  medical  license 
accepted  and  sustained  and,  in  compliance  with 
the  recommendation  of  the  Medical  Committee  on 
Grievances,  “said  John  Sherman  Mertz  be  censured 
and  reprimanded.”  The  Order  of  the  Commis- 
sioner was  served  on  Dr.  Mertz  on  January  18, 
1957,  and  he  was  to  be  notified  to  appear  for  repri- 
mand before  the  Board  of  Regents  at  the  February 
meeting. 

Censure  and  Reprimand. — Isaac  M.  Paley, 
New  York  City:  revocation  of  medical  license 

accepted  and  sustained  and,  in  compliance  with  the 
recommendation  of  the  Medical  Committee  on 
Grievances,  “said  Isaac  M.  Paley  be  censured  and 
reprimanded.”  The  Order  of  the  Commissioner 
was  served  on  Dr.  Paley’s  attorney  on  April  5, 
1957,  and  Dr.  Paley  was  to  be  notified  to  appear  for 
reprimand  before  the  Board  of  Regents  at  the  May 
meeting. 

Censure  and  Reprimand. — Louis  Philip  Pert- 
schuk,  Brooklyn,  New  York:  revocation  of 

medical  license  accepted  and  sustained  and,  in 
compliance  with  the  recommendation  of  the  Med- 
ical Committee  on  Grievances,  “said  Louis  Philip 
Pertschuk  be  censured  and  reprimanded.”  The 
Order  of  the  Commissioner  was  served  on  Dr. 
Pertschuk  on  April  2,  1957,  and  he  was  to  be  noti- 
fied to  appear  for  reprimand  before  the  Board  of 
Regents  at  the  May  meeting. 

Censure  and  Reprimand. — Robert  Hirsh  Rosen, 
Flushing,  New  York:  revocation  of  medical  license 
accepted  and  sustained  and,  in  compliance  with  the 
recommendation  of  the  Medical  Committee  on 
Grievances,  “said  Robert  Hirsh  Rosen  be  censured 
and  reprimanded.”  The  Order  of  the  Commissioner 
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was  served  on  Dr.  Rosen  on  February  21,  1957,  and 
he  was  to  be  notified  to  appear  for  reprimand  before 
the  Board  of  Regents  at  the  April  meeting. 

Censure  and  Reprimand. — Jacob  H.  Zweig, 
Brooklyn,  Xew  York:  revocation  of  medical  license 


accepted  and  sustained  and,  in  compliance  with  the 
recommendation  of  the  Medical  Committee  on 
Grievances,  “said  Jacob  H.  Zweig  be  censured  and 
reprimanded.”  The  Order  of  the  Commissioner 
was  served  on  Dr.  Zweig  on  February  20,  1957,  and 
he  was  to  be  notified  to  appear  for  reprimand  before 
the  Board  of  Regents  at  the  May  meeting. 


New  Hazards 


Certain  fabrics  involve  serious  danger  to  the  eyes 
of  employes  who  handle  them,  the  New  York  State 
Department  of  Labor  reports  in  the  Monthly 
Review  for  March  and  for  May,  1956.  One  hazard 
discovered  by  the  Department’s  division  or  in- 
dustrial hygiene  is  flame-proofed  material  impreg- 
nated with  inadequately  cured  urea  formaldehyde 
or  melamine  resin. 

In  seven  dressmaking  firms  workers  cutting  and 
stitching  these  fabrics  developed  chemical  con- 
junctivitis, and  in  some  cases  showed  fine  particles 
of  resin  embedded  in  corneal  cysts,  requiring 
surgery.  In  several  converting  firms  where  these 
materials  were  merely  stored  for  resale  there  was  a 
spontaneous  release  of  formaldehyde  gas  which 
caused  a mild  chemical  conjunctivitis  among  the 
employes.  This  gas  can  be  controlled  by  general 


exhaust  ventilation,  but  the  report  urges  that  im- 
proved and  carefully  cured  resins  be  used  in  flame- 
proofing. 

A second  danger  is  chronic  carbon  disulphide 
poisoning  in  the  manufacture  of  rayon.  Two  churn 
operators  in  close  contact  with  these  vapors  de- 
veloped neuropsychiatric  and  widespread  systemic 
manifestations.  One  had  several  hemorrhagic  areas 
in  both  fundi  which  responded  to  treatment,  but 
the  other  showed  almost  no  improvement  after 
months  of  hospitalization.  He  had  diplopia  of 
several  years’  standing,  lateral  and  vertical  nystag- 
mus of  the  left  muscle.  Funduscopic  examination 
revealed  crumb-like  exudates  in  the  retina. 

The  report  recommends  a 50  per  cent  reduction 
in  the  allowable  air  concentration  of  the  carbon 
disulphide. — The  Sight-Saving  Review,  Spring,  1957 
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Parents  will  notice  a change  . . . 

It  doesn’t  take  long  for  the  below-par  child  with  an  eating  problem  to  re- 
spond to  delicious,  cherry-flavored  'Troph-Iron'.  This  potent  combination 
of  Vitamin  B12,  Bj  and  iron  is  designed  to  stimulate  appetite,  promote 
growth  and  correct  nutritional  iron  deficiency. 

'Troph-Iron’  is  available  in  both  liquid  and  tablet  form.  Each  5 cc.  tea- 
spoonful of  the  liquid  and  each  tablet  supplies  25  meg.  Vitamin  B12,  10 
mg.  Vitamin  B!  and  250.  mg.  ferric  pyrophosphate. 


B,2  — i ro  n — I 


Troph-Iron* 

Liquid  and  Tablets 

Smith , Kline  & French  Laboratories , Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 
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Charles  Sanford  Allen,  M.D.,  of  Unadilla,  died  on 
January  5 at  the  age  of  seventy- three.  Dr.  Allen 
was  graduated  from  Albany  Medical  College  in 
1907.  He  was  an  Associate  of  the  American  Psy- 
chiatric Association  and  a member  of  the  American 
Association  on  Mental  Deficiency. 

Catherine  I.  Angus,  M.D.,  of  New  York  City,  died 
on  June  17  at  University  Hospital  at  the  age  of 
forty-eight.  Dr.  Angus  was  graduated  from  the 
University  of  Wisconsin  Medical  College  in  1934 
and  interned  at  Bellevue  Hospital,  New  York  City. 
She  was  an  assistant  in  the  Children’s  Cardiac  Clinic 
at  St.  Luke’s  Hospital  Outpatient  Department  and 
for  the  past  twelve  years  had  been  a physician  in  the 
Long  Lines  Department  of  the  American  Telephone 
and  Telegraph  Company. 

Linn  Clair  Beebe,  M.D.,  of  Hamilton,  died  on 
June  12  at  the  age  of  eighty- three.  Dr.  Beebe  re- 
ceived his  medical  degree  from  Baltimore  Medical 
College  in  1895  and  practiced  in  Erieville  for  four 
years  until  moving  to  Hamilton  where  he  had  prac- 
ticed ever  since.  During  World  War  I Dr.  Beebe 
was  a captain  in  the  U.S.  Army  Medical  Corps, 
stationed  at  Camp  Meade,  Maryland,  and  during 
World  War  II  he  was  a member  of  the  Madison 
County  War  Council  and  of  the  County  Medical 
Committee  for  Procurement  and  Assignment.  Dr. 
Beebe  served  as  Madison  County  coroner  from  1896 
to  1908,  as  Hamilton  Health  Officer  from  1926  to 
1948,  and  as  head  of  the  Department  of  Health  at 
Colgate  University  from  1928  to  1946.  He  was  a 
retired  member  of  the  Madison  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

H.  Kelliher  Bondar,  M.D.,  of  Brooklyn,  died  on 
May  25  at  the  age  of  forty-nine.  Dr.  Bondar  re- 
ceived his  medical  degree  from  McGill  University, 
Montreal,  in  1932  and  interned  at  the  Neurological 
Institute,  Columbia-Presbyterian  Medical  Center. 
Dr.  Bondar  was  attending  neuropsychiatrist  at 
Cumberland  Hospital,  attending  neurologist  and 
psychiatrist  at  St.  John’s  Hospital,  attending  neurol- 
ogist at  House  of  St.  Giles  the  Cripple,  assistant 
attending  neurologist  at  Long  Island  College  Hospi- 
tal, and  attending  neurologist  at  Long  Island  Col- 
lege Hospital  Outpatient  Department,  all  in  Brook- 
lyn. A Diplomate  of  the  American  Board  of  Psy- 
chiatry and  Neurology  and  a Fellow  of  the  American 
Psychiatric  Association,  Dr.  Bondar  was  a member 
of  the  American  Academy  of  Neurology,  the  New 
York  Neurological  Society,  the  Brooklyn  Psychi- 
atric Society,  the  Kings  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the 
.American  Medical  Association. 

Suzanne  Chadwick,  M.D.,  of  Bronxville,  died  on 
June  27  at  White  Plains  Hospital  at  the  age  of  thirty- 
four.  Dr.  Chadwick  was  graduated  from  Cornell 
University  Medical  College  in  1948  and  interned  at 
Grasslands  Hospital,  Valhalla,  where  she  was  ad- 
junct attending  physician.  Dr.  Chadwick  was  a 
member  of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Feinberg,  M.D.,  of  Brooklyn,  died  on  April 
6 at  the  age  of  fifty-seven.  Dr.  Feinberg  was  grad- 
uated from  Western  Reserve  University  School  of 
Medicine  in  1924.  He  was  a member  of  the  Kings 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Hunter  Fuchs,  M.D.,  of  Richmond  Hill,  died 
on  June  18  at  Jamaica  Hospital  at  the  age  of  forty- 
nine.  Dr.  Fuchs  was  graduated  from  Georgetown 
University  School  of  Medicine  in  1933  and  during 
World  War  II  served  as  a lieutenant  in  the  U.S. 
Navy  Medical  Corps.  He  was  a member  of  the 
American  Academy'  of  General  Practice,  the  Queens 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Alan  Gregg,  M.D.,  of  Big  Sur,  California,  formerly 
of  Scarsdale,  died  on  June  19  at  his  home  at  the  age 
of  sixty-six.  Dr.  Gregg  was  graduated  from  Har- 
vard University  Medical  School  in  1916,  interned  at 
Massachusetts  General  Hospital,  and  served  over- 
seas during  World  War  I with  the  Harvard  Medical 
Unit,  He  joined  the  Rockefeller  Foundation’s  In- 
ternational Health  Board  in  1919  and  in  1931  was 
appointed  director  of  the  Division  of  Medical 
Sciences.  He  became  vice-president  of  the  Founda- 
tion in  1951  and  retired  in  1956  as  vice-president 
emeritus.  Last  year  Dr.  Gregg  received  a special 
Albert  Lasker  Award  from  the  American  Public 
Health  Association.  He  was  a Fellow  of  the  Ameri- 
can Association  for  the  Advancement  of  Science,  the 
American  Academy'  of  Arts  and  Sciences,  and  the 
New  York  Academy  of  Medicine. 

Frederick  Fritz  Haberfeld,  M.D.,  of  New  York 
City,  died  on  April  2 at  the  age  of  fifty-three.  Dr. 
Haberfeld  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1936.  He  was  clinical  assistant 

[Continued  on  page  2582] 
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when  dermatoses  are  in  bloom 
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topical  ointment 


lEOMYClN+the  first  water-soluble  dermatologic  corticoid 

I outstanding  availability , penetration , therapeutic  concentrations  and  potency 
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physician  at  Mount  Sinai  Hospital.  Dr.  Haberfeld 
was  a member  of  the  New  York  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
York. 

Herman  Hennell,  M.D.,  of  New  York  City,  died 
on  July  2 at  the  age  of  sixty-eight.  Dr.  Hennell  was 
graduated  from  the  Long  Island  College  Hospital 
Medical  School  in  1920.  He  was  assistant  physician 
at  Mount  Sinai  Hospital  and  had  been  chief  of  the 
chest  clinic  there.  Dr.  Hennell  was  a member  of 
the  New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Leo  Hochfeld,  M.D.,  of  the  Bronx,  died  on  June 
JO  at  the  age  of  forty-eight.  Dr.  Hochfeld  received 
his  medical  degree  from  the  University  of  Maryland 
in  1937.  He  was  adjunct  in  allergy  at  Beth  David 
Hospital,  associate  attending  pathologist  at  Morris- 
ania  Hospital,  and  assistant  attending  physician  in 
allergy  at  the  Lebanon  Hospital  Outpatient  Depart- 
ment. A Fellow  of  the  American  College  of  Aller- 
gists and  a Member  of  the  American  Academy  of 
Allergy,  Dr.  Hochfeld  was  a member  of  the  American 
Society  of  Clinical  Pathologists,  the  New  York  Al- 
lergy Society,  the  Bronx  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 

Paul  Butler  Jenkins,  M.D.,  of  Binghamton,  died 
on  June  28  at  Binghamton  City  Hospital  at  the  age 
of  sixty-three.  Dr.  Jenkins  was  graduated  from  the 
New  York  Homeopathic  Medical  School  in  1917.  A 
veteran  of  World  Wars  I and  II,  he  was  on  the  surgi- 
cal staff  of  the  Binghamton  City  Hospital.  Dr. 
Jenkins  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Binghamton  Acad- 
emy of  Medicine,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Vito  Loscalzo,  M.D.,  of  Long  Island  City,  died  on 
March  1.  Dr.  Loscalzo  received  his  medical  degree 
from  the  University  of  Naples  in  1912. 

Walter  Loewenberg,  M.D.,  of  New  York  City, 
died  on  March  31  at  the  age  of  sixty-five.  Dr. 
Loewenberg  received  his  medical  degree  from  the 
University  of  Jena  in  1919.  He  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Roy  Jay  Marshall,  M.D.,  of  Rome,  died  on  June 
12  in  Rome  Hospital  at  the  age  of  seventy.  Dr. 
Marshall  was  graduated  from  Alban}’  Medical 
College  in  1910  and  had  practiced  in  Rome  for  more 
than  forty  years.  He  was  attending  physician  at 
Rome  and  Murphy  Memorial  Hospitals.  Dr.  Mar- 
shall had  served  several  terms  as  health  officer  for 


the  city  of  Rome.  He  was  a member  of  the  Oneida 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 


Morris  R.  Matus,  M.D.,  of  Bayside,  died  on  May 
30  at  the  age  of  fifty-six.  Dr.  Matus  was  graduated 
from  New  York  University  and  Bellevue  Hospital 
Medical  School  in  1921.  He  was  assistant  attend- 
ing gynecologist  and  obstetrician  at  Queens  General 
Hospital  and  professor  of  obstetrics  at  New  York 
Medical  College.  Dr.  Matus  was  a member  of  the 
Queens  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


John  Joseph  Moorhead,  M.D.,  of  Millbrook,  died 
on  July  1 at  his  home  at  the  age  of  eighty-two.  Dr. 
Moorhead  was  graduated  from  New  York  Univer- 
sity Medical  College  in  1897  and  interned  at  Knick- 
erbocker Hospital.  During  World  War  I,  he  served 
as  a colonel  in  the  U.  S.  Army  Medical  Corps  and 
received  the  Distinguished  Service  Medal  and  the 
French  Croix  de  Guerre.  On  December  7,  1941,  he 
was  in  Honolulu  lecturing  to  surgeons  as  a guest  of 
the  Honolulu  Medical  Society  at  the  time  the  Jap- 
anese struck  Pearl  Harbor,  and  he  returned  to  active 
service  at  Hickam  Army  Hospital  in  Hawaii.  Dr. 
Moorhead  had  with  him  a new  instrument  he  had 
uevised  for  locating  metal  fragments  in  the  body 
which  he  took  with  him  from  the  lecture  hall  to  the 
hospital  where  it  saw  heavy  service. 

In  1956  Dr.  Moorhead,  author  of  Traumatic 
Surgery  and  a contributor  to  many  medical  journals, 
was  awarded  the  Merit  H.  Cash  Prize  Essay  award 
by  the  Medical  Society  of  the  State  of  New  York  for 
a paper  on  “Dupuytren’s  Contracture.” 

For  many  years  Dr.  Moorhead  was  director  of  the 
medical  department  of  the  old  New  York  City 
Board  of  Transportation.  He  was  former  professor 
of  traumatic  surgery  at  New  York  Postgraduate 
Hospital.  He  was  consulting  surgeon  at  many  hos- 
pitals in  the  metropolitan  area,  including  University 
Hospital,  Harlem  Hospital,  Nyack  Hospital,  Rock- 
land State  Hospital  in  Orangeburg,  Sharon  Hospital 
in  Sharon,  Connecticut,  and  the  Newport,  Rhode 
Island,  Hospital.  A Diplomate  of  the  American 
Board  of  Surgery  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Moorhead  was  a member  of 
the  New  York  Surgical  Society,  the  New  York  Acad- 
emy of  Medicine,  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Edward  M.  Pilosi,  M.D.,  of  Jamaica,  died  on  June 
10  at  the  age  of  forty-nine.  Dr.  Pilosi  was  gradu- 
ated from  the  St.  Louis  University  of  Medicine  in 
1934  and  had  been  on  the  staff  of  Queens  General 
Hospital.  He  was  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

[Continued  on  page  2584] 
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Morris  Rappaport,  M.D.,  of  Floral  Park  and  Ellen- 
ville,  died  on  January  21  at  the  age  of  thirty-nine. 
Dr.  Rappaport  was  graduated  from  Middlesex  Uni- 
versity School  of  Medicine  in  1943  and  interned  at 
Bronx  and  Metropolitan  Hospitals  and  at  North 
Hudson  Hospital  in  Weehawken,  New  Jersey.  He 
was  assistant  attending  pediatrician  at  Flower  and 
Fifth  Avenue  Hospitals  and  at  Metropolitan  Hospi- 
tal and  its  Outpatient  Department.  A Licentiate  of 
the  American  Board  of  Pediatrics,  Dr.  Rappaport 
was  a member  of  the  American  Academy  of  Pediat- 
rics, the  Association  of  Military  Surgeons  of  the 
United  States,  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irving  R.  Roth,  M.D.,  of  New  York  City,  died  on 
June  25  at  his  home  at  the  age  of  seventy-one.  Dr. 
Roth  was  graduated  from  Long  Island  College  Hos- 
pital Medical  School  in  1917  and  interned  at  Mount 
Sinai  Hospital.  In  1922  he  founded  the  Children’s 
Cardiac  Clinic  at  Mount  Sinai  Hospital  and  was  its 
chief  until  he  retired  in  1943  to  become  consulting 
cardiologist  at  Mount  Sinai.  He  was  also  consult- 
ant in  internal  medicine  at  Polyclinic  Hospital. 
Dr.  Roth,  one  of  the  first  physicians  in  the  United 
States  to  use  an  electrocardiograph  machine,  was  the 
author  of  several  books  and  articles  on  cardiology. 
He  represented  the  United  States  in  1931  at  the  Pan- 
American  Medical  Association  Congress  in  Mexico 
City.  A Diplomate  of  the  American  Board  of  In- 
ternal Medicine  and  a Fellow  of  the  American  Col- 
lege of  Gastroenterology,  Dr.  Roth  was  a member  of 
the  New  York  Heart  Association,  the  American- 
Hungarian  Medical  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Arthur  C.  Schaefer,  M.D.,  of  Buffalo,  died  on 
June  1 at  Millard  Fillmore  Hospital  at  the  age  of 
seventy-four.  Dr.  Schaefer  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1905 
and  had  practiced  in  Buffalo  for  more  than  fifty 
years.  In  1908  the  Buffalo  City  Health  Depart- 
ment, appointed  him  its  first  medical  school  examiner, 
and  in  1910  he  became  deputy  health  commissioner 
and  chief  of  the  Bureau  of  Child  Hygiene.  During 
World  War  I Dr.  Schaefer  served  overseas  with  the 
74th  Infantry  and  at  the  Hospital  Center  at  Meaves 
sur  Loire,  for  which  service  he  was  cited  by  General 
Pershing.  He  was  a consulting  physician  at  Millard 
Fillmore  Hospital.  A Fellow  of  the  American  Col- 
lege of  Cardiology,  Dr.  Schaefer  was  a member  of 
the  Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Albert  Eugene  Seligman,  M.D.,  of  Staten  Island, 
died  on  June  17  at  his  home  at  the  age  of  sixty-six. 
A native  of  Germany,  Dr.  Seligman  received  his 


medical  degree  from  the  University  of  Heidelberg  in 
1916  and  came  to  this  country  in  1936.  He  was  at- 
tending  otolaryngologist  at  Richmond  Memorial 
and  Willowbrook  Hospitals  and  associate  attending 
otolaryngologist  at  St.  Vincent’s  Hospital,  all  in 
Staten  Island.  A Diplomate  of  the  American  Board 
of  Otolaryngology,  Dr.  Seligman  was  a member  of 
the  American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Richmond  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Douglas  Sidney  Sjoberg,  M.D.,  of  Rochester, 
died  on  February  13  at  the  age  of  thirty-nine.  Dr. 
Sjoberg  was  graduated  from  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University  in  1952 
and  interned  at  Strong  Memorial  Hospital  in  Roches- 
ter where  he  was  a member  of  the  staff. 

Leonard  Carl  Swenson,  M.D.,  of  Freeport,  died 
on  June  12  at  the  age  of  forty-two.  Dr.  Swenson 
was  graduated  from  the  Vanderbilt  University 
School  of  Medicine  in  1939.  He  was  a member  of 
the  Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Samuel  A.  Warshaw,  M.D.,  of  Brooklyn,  died  on 
April  27  at  the  age  of  sixty-six.  Dr.  Warshaw  was 
graduated  from  Long  Island  College  Hospital  Med- 
ical School  in  1915.  He  was  attending  physician  in 
physical  medicine  at  Coney  Island  Hospital  and  as- 
sistant attending  physician  in  physical  medicine  at 
Polyclinic  Hospital.  A Diplomate  of  the  American 
Board  of  Physical  Medicine  and  Rehabilitation,  Dr. 
Warshaw  was  a member  of  the  American  Congress  of 
Physical  Medicine  and  Rehabilitation,  the  New 
York  Society  of  Physical  Medicine  and  Rehabilita- 
tion, the  Kings  County  Medical  Society,  and  the 
Medical  Society  of  the  State  of  New  York. 

Joseph  Charles  Wiener,  M.D.,  of  Kew  Gardens, 
died  on  April  5 at  the  age  of  seventy-five.  Dr. 
Wiener  received  his  medical  degree  from  the  Uni- 
versity of  Wurzburg  in  1906.  He  was  a member  of 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harry  Wronker,  M.D.,  of  Rochester,  died  on  June 
7 at  Highland  Hospital  at  the  age  of  sixty-four.  Dr. 
Wronker  was  graduated  from  Long  Island  College 
Hospital  Medical  School  in  1915  and  interned  at 
Long  Island  Hospital.  During  World  War  I he 
served  overseas  with  the  U.  S.  Army  Medical  Corps. 
Dr.  Wronker  was  junior  attending  obstetrician  and 
attending  surgeon  in  general  practice  at  Highland 
Hospital.  He  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Rochester  Pathological 
Society,  the  Monroe  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  JS:  86:  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  |_2:  164:  March  1954 
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The  normal  skin  has  an 
acid  pH  between  4 and  6. 
This  acid  mantle  acts  as 
a protective  barrier. 

When  the  skin  is  washed 
with  soap  or  detergents, 
or  is  exposed  to  chemi- 
cals. solvents,  et  cetera, 
the  protective  acid  man- 
tle is  removed. 

This  exposes  the  un- 
protected skin  to  contact 
irritants  and  pathogenic 
organisms.  It  results  in  a 
rise  in  the  skin  pH  above 
7,  provides  a fertile  field 
for  development  of  harm- 
ful bacteria  and  fungi, 
and  may  result  in  various 
types  or  dermatitis. 


Dome  Acid  Mantle  returns 
the  skin  to  its  normal  acid 
pH  in  a matter  of  seconds 
and  holds  it  for  hours. 
Both  the  creme  and  lotion 
are  greaseless,  stainless. 


AVAILABLE  — Acid  Mantle  Creme 
pH4.2  in  1 oz.  tubes.  4 oz.  and 
16  oz.  jars.  Acid  Mantle  Lotion 
pH4.5  in  4 oz.  squeeze  bottles 
and  16  oz.  bottles. 


THERE'S  NO  SUBSTITUTE  FOR 

Acid  Mantle® 

CREME  or  LOTION-DOME  pH4.2 


CHEMICALS  INC. 

109  W.  64  ST.  NEW  YORK  23.  N.Y. 
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Albany  Medical  College 


Graduating  Class  Share  in  Many  Prizes — Among 
the  49  members  of  the  graduating  class,  awards 
were  presented  to:  Dr.  Rollin  M.  Galster,  Scotia, 
the  S.  Oakley  Vander  Poel  Prize  which  is  awarded 
annually  to  the  senior  student  passing  the  best  bed- 
side examination  in  general  medicine  and  the  Associa- 
tion of  the  Alumni  Medal;  The  John  Milton  Bigelow 
Prize  to  Dr.  Hans  F.  Holzapfel,  Waterford,  for  the 
senior  student  passing  the  best  examination  in  dis- 
eases of  the  nose  and  throat;  Dr.  Joseph  C.  Honet, 
Albany,  Dr.  John  A.  Carriere,  Rouses  Point,  and  Dr. 
Paul  Skok,  New  York  City,  the  Lamb  Foundation 
Inc.,  Prizes  awarded  to  the  three  students  whose  un- 
derstanding in  dealing  with  patients  most  nearly  ap- 
proaches the  ideal  in  doctor-patient  relationship; 
The  Daggett  Deportment  Prizes  which  are  awarded 
annually  to  two  members  of  the  graduating  class 


and  based  on  their  deportment  and  conduct  as  fu- 
ture physicians  were  presented  to  Dr.  Jonathan  C. 
Mosse,  Bermuda,  and  Dr.  Robert  C.  Yates,  Great 
Neck;  the  Mosby  Book  Awards  for  scholastic  ex- 
cellence during  the  senior  year  of  study  to  Dr.  John 
J.  Condemi,  Bronx;  Dr.  Ralph  J.  Kaplan,  Little 
Neck,  Long  Island;  Dr.  John  I.  Larkin,  Poughkeep- 
sie, Dr.  Robert  D.  Nani,  Los  Angeles,  California, 
and  Dr.  Kenneth  L.  Pratt,  Phelps. 


Speaker — Dr.  Hugh  F.  Leah}-,  associate  clinical 
professor  of  pediatrics,  and  Dr.  Marvin  Posner,  in- 
structor in  ophthalmology  and  neuro-ophthalmol- 
ogy, were  among  the  speakers  at  the  meeting  of 
the  New  York  State  Association  of  School  Physi- 
cians which  was  held  in  Albany  in  June. 


New  1 ork  Medical  Collese 


Honored — Dr.  Jerome  S.  Tobis,  director,  Depart- 
ment of  Physical  Medicine  and  Rehabilitation,  has 
been  chosen  Physician  of  the  Year  in  New  York 
State.  Dr.  Tobis  was  chosen  because  of  his  work  in 
organizing  the  sheltered  workshop  at  Bird  S.  Coler 


New  York  University 

Lecturer — Dr.  Luis  F.  Leloir,  Institute  de  In- 
vestigaciones  Bioquimicas,  Fundacion  Campomar, 
Buenos  Aires,  Argentina,  delivered  the  Christian  A. 


Hospital.  This  citation  is  given  each  year  to  a phy- 
sician who  has  played  an  important  role  in  the  suc- 
cessful rehabilitation  of  the  physically  handicapped 
or  has  made  possible  the  employment  of  physically 
handicapped  persons  on  a large  scale. 


College  of  Medicine 

Herter  Lecture  on  May  28.  Dr.  Leloir  spoke  on 
“Uridine  Nucleotides  and  Carbohydrate  Metab- 
olism.” 


State  University  of  New  York  College  of  Medicine  Downstate  Center 


Commencement  Speaker — Dr.  Peter  M.  Murray 
delivered  the  address  at  the  ninety-ninth  commence- 
ment on  June  9.  The  class  consisted  of  145  gradu- 
ates. Dr.  Louis  Soffer,  class  of  ’28,  was  awarded  the 


tenth  alumni  medallion  for  “distinguished  service  to 
American  medicine”  for  his  work  on  adrenal  glands. 
Dr.  Soffer  is  director  of  endocrinology  at  Mount 
Sinai  Hospital,  New  York  City. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Appointed — Dr.  John  J.  Danehy,  instructor  of 
psychiatry;  Dr.  Bernard  B.  Braen,  clinical  instruc- 
tor in  psychology  in  the  Department  of  Psychiatry; 
Dr.  Alfred  M.  Struthers,  clinical  instructor  in  sur- 


gery, Dr.  Charles  F.  Reed,  assistant  professor,  De- 
partment of  Psychiatry,  Dr.  Abraham  A.  Lurie,  as- 
sistant professor,  section  of  anesthesiology,  Depart- 
[Continued  on  page  2588] 
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BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING ” 


A 

SYMBOL 

Physicians9  Home 

i OF 

SERVICE 

Physicians’  Home  earnestly  requests  your  help  in  providing 
funds  for  the  maintenance  of  the  needy  elderly  physicians 
of  New  York  State.  If  you  have  not  yet  sent  your  con- 
tribution, please  do  so  at  once.  Your  help  is  sorely  needed 
and  greatly  appreciated  by  these  elderly  colleagues  and 
their  widows. 

BEVERLY  C.  SMITH,  M.D.,  President 
386  Fourth  Avenue  • New  York  1 6,  N.  Y. 

In  Spastic  and  Occlusive  Vascular  Diseases 


TENSODIN 


Tensodin  is  indicated  in  angina  pectoris  and  other  coronary  and  peripheral  vascular 
conditions  for  its  antispasmodic,  vasodilating  and  sedative  effects.  The  usual  dose 
is  one  or  two  tablets  every  four  hours.  No  narcotic  prescription  is  required 

Each  Tensodin  tablet  contains  ethaverine  HC1  (non-narcotic  ethyl  homolog  of  papaverine) 
y2  gr.,  phenobarbital  gr.,  y theophylline  calcium  salicylate  3 grs. 

Tensodin,  ® a product  of  E.  Bilhuber,  Inc. 

Bilhuber-Knoll  Corp.  orange,  n.  j. 
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ment  of  Surgery,  and  Dr.  Robert  H.  Duncan,  in- 
structor of  psychiatry. 

Resigned — Dr.  Ivan  Boszormenvi-Xagy  as  assist- 
ant professor,  Department  of  Psychiatry. 

Honored — Dr.  Richard  H.  Lyons,  chairman,  De- 
partment of  Medicine  since  July  1.  1947,  at  a testi- 
monial celebration  in  June.  Part  of  the  celebration 
was  a scientific  program  which  included  seven  of  Dr. 
Lyons’  former  students  and  associates:  Dr.  Don  C. 
Xouse,  Toledo,  Ohio;  Dr.  V.  Logan  Love,  Davis 
Clinic,  Marion,  Indiana;  Dr.  Gin  Chi  Chiu,  Eli 
Lilly  Laboratories,  Indianapolis,  Indiana;  Dr. 
Jules  Hirsch,  Hospital  of  the  Rockefeller  Institute 
for  Medical  Research,  Xew  York  City;  Dr.  Daniel 
Xathan,  Beth-El  Hospital,  Brooklyn;  Dr.  David 
Haft,  School  of  Medicine  and  Dentistry,  Rochester, 
and  Dr.  Walter  S.  Wiggins,  member  of  the  American 
Medical  Association  Council  on  Medical  Education 
and  Hospitals,  Chicago.  At  the  social  hour,  held  at 
Drumlins  Country  Club,  Dr.  Eugene  L.  Lozner, 
professor  of  medicine  at  the  College,  was  toastmas- 
ter, and  Dr.  C.  Sidney  Burwell,  Samuel  A.  Levine 
Professor  of  Medicine,  Harvard  Medical  School, 
Peter  Bent  Brigham  Hospital,  Boston,  gave  the  main 
address. 

Author — Dr.  Thomas  S.  Szasz,  professor,  Depart- 
ment of  Psychiatry,  is  the  author  of  a book,  “Pain 
and  Pleasure,”  recently  published  by  Basic  Books, 
Inc.,  Xew  York  City. 

Summer  Fellowships — A total  of  $43,240  for  sum- 
mer fellowships  have  been  awarded  to  the  following 
students;  Research  Foundation  of  State  University  of 
New  York — Xorman  Solomon,  Arman  H.  Tooma- 
jian,  Samuel  Heilman,  Murray  A.  Cowen,  Martin 
Berkowitz,  George  A.  Shaheen,  J.  T.  Turkat,  Mor- 
ton Goldstein,  and  Sidney  T.  Dana,  U.S.  Public 
Health  Service — George  A.  Lamb,  Sheldon  S.  Smiley, 
Howard  Seidman,  Robert  C.  Zurek,  George  B.  Ja- 
cobs, Rudolph  J.  Xapodano,  Ronald  J.  Dougherty. 
Frank  A.  Camp,  and  Saul  J.  Klein,  National  Science 
Foundation — William  R.  Welhaf,  Kay  Millar,  Bur- 
nett Q.  Pixley,  Stanley  Zinberg,  Myron  Miller, 
James  A.  Gray,  Robert  S.  Chavkin,  Joseph  R.  Bian- 
chine,  Leonard  Levy,  and  Elizabeth  K.  Sundberg. 

New  York  State  Health  Department — Benjamin 
Button,  George  S.  Goldstein,  and  Thomas  G.  Alta- 


villa,  American  Cancer  Society — Jon  Bjornson,  Har- 
vey Hayman,  Stephen  Gilbert,  Richard  Schoenfeld, 
Andrew  G.  Aronfv,  and  Felicitas  Hagen,  Polio 
Foundation — Samuel  O.  Thier,  Edward  Rubin, 
Maurice  R.  Dewey,  Eugene  L.  Frank,  Samuel  D. 
McFadden,  Jr.,  Sheldon  P.  Braverman,  James  W. 
Alley,  George  E.  Randall,  and  Paul  A.  Day,  Na- 
tional Institute  of  Mental  Health — John  F.  Gorman, 
John  K.  Drumm,  Harold  E.  Sussman,  Jules  M. 
Kluger,  Karl  G.  Fossum,  and  Samuel  J.  Braun; 
Onondaga  Heart  Association — Martin  L.  Nusynow- 
itz,  Henry  Brown,  and  Raymond  Rosen,  Arthritis 
and  Rheumatism  Foundation — Carl  E.  Silver  and 
Harry  G.  Wadsworth,  Lederle  Laboratories — David 
S.  Pearlman  and  Francis  G.  Scheider,  Ford  Founda- 
tion— Emanuel  Frisch  and  Howard  L.  Weinberger, 
Life  Insurance  Medical  Research  Fund — Howard  I. 
Levine  and  John  R.  DePalma,  American  Founda- 
tion for  Allergic  Diseases — Morton  A.  Meyers. 

Bristol  Laboratories — Joseph  S.  Lunn;  Merck  and 
Company — Robert  F.  Ross;  Smith,  Klein  and 
French — Roderic  H.  Phibbs;  Atomic  Energy  Com- 
mission— Frank  T.  Cicero;  Tobacco  Industry  Re- 
search Committee — Edward  S.  Betz;  American  Medi- 
cal Association — Bryon  B.  Hamilton;  National 
Council  to  Combat  Blindness — Robert  W.  Berman, 
and  Upjohn  Company — Ira  J.  Langer. 

Wiskotten  Lecture — Dr.  Herman  G.  Weiskotten, 
Dean  Emeritus,  delivered  the  sixth  annual  Weiskot- 
ten Lecture  at  the  annual  Syracuse  Medical  Alumni 
Association  on  June  8.  The  lecture  was  established 
in  Dr.  Weiskotten’s  honor  when  he  retired  as  dean  in 
1951  and  this  was  the  first  time  he  had  delivered  the 
lecture  himself.  Dr.  Weiskotten  spoke  on  “Trends 
i:i  the  Medical  Care  of  the  American  Public.” 

Graduation  Speaker — Dr.  Chauncey  D.  Leake, 
assistant  dean  and  professor  of  pharmacology,  Ohio 
State  University  College  of  Medicine,  delivered  the 
1957  Commencement  address  on  June  10.  Dr. 
Leake  spoke  on  “The  Challenge  of  the  New  Health 
Effort.” 

Dr.  C.  Barber  Mueller,  professor  and  chairman, 
Department  of  Surgery  at  the  College,  administered 
the  Hippocratic  Oath.  Dr.  Samuel  Batkin,  assist- 
ant professor  of  surgery;  Dr.  Justus  Mueller,  pro- 
fessor of  microbiology,  and  students  Emanuel  Frisch 
and  Francis  G.  Scheider,  class  of  ’58,  were  selected  as 
marshalls  to  lead  the  academic  procession. 


Of  drivers  in  1956  highway  accidents,  96.7  -per  cent  had  more  than  one  year's  driving  experi- 
ence. 
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Those  who  do  deserve  this  effective  treatment 
which  only  you  can  prescribe— 

florinef-SSL,, 

Florinef  (Squibb  Fludrocortisone  Acetate)  with  Spectrocin  (Squibb  Neomycin-Gramicidin) 


the  most  effective  antipruritic,  anti-inflammatory  agent  known, 
plus  antibiotic  action  against  secondary  bacterial  invaders 

Only  2 or  3 drops  of  Florinef-S  Lotion,  or  14  inch  of  Florinef-S  Ointment, 
will  provide  your  patients  with  prompt,  welcome  relief  of  itching  and 
inflammation,  hasten  the  healing  process,  discourage  scratching,  and  act 
prophylactically  or  therapeutically  against  secondary  bacterial  invaders. 


NEVER  BEFORE  HAS  SO  LITTLE  MEDICATION  PROVIDED  SO  MUCH  RELIEF. 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 


Florinef-S  Lotion,  0.05%  and  0.1%,  15  cc.  plastic  squeeze  bottles;  Florinef-S  Ointment, 
0.1%,  5 Cm.  and  20  Cm.  tubes. 

Also  available:  Florinef-S  Ophthalmic  Suspension,  0.1%,  5 cc.  dropper  bottles; 
Florinef-S  Ophthalmic  Ointment,  0.1%,  3.6  Gm.  tubes  with  ophthalmic  tip. 


'FLORINEF'13)  ANO 'SPECTROCIN'tj)  ARC  SQUIBS  TRADEMARKS 


2o8!» 


BOOKS  RECEIVED 


{The  following  books  were  received  during  the  month  of  June,  1957) 


The  Metabolic  Response  to  Neonatal  Surgery. 

By  P.  P.  Rickham,  M.S.  (London).  Quarto  of  93 
pages,  illustrated.  Cambridge,  Mass.,  published 
for  The  Commonwealth  Fund  by  Harvard  Univer- 
sity Press,  1957.  Cloth,  $5.00. 

Closed  Ranks.  An  Experiment  in  Mental  Health 
Education.  By  Elaine  Cumming  and  John  Cum- 
ming.  Octavo  of  192  pages.  Cambridge,  Mass., 
published  for  The  Commonwealth  Fund  by  Har- 
vard University  Press,  1957.  Cloth,  $3.50. 

Final  Report.  Research  Project  for  the  Study  and 
Treatment  of  Persons  Convicted  of  Crimes  Involving 
Sexual  Aberrations.  June  1952  to  June  1955. 

Bernard  C.  Glueck,  Jr.,  M.D.,  Director.  Octavo  of 
401  pages. 

Practitioners’  Conferences.  Held  at  the  New 
York  Hospital-Comell  Medical  Center.  Volume  6. 

Edited  by  Claude  E.  Forkner,  M.D.  Octavo  of  378 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1957.  Cloth,  $6.75. 

Health  Yearbook,  1956.  Compiled  by  Oliver  E. 

V'  Byrd,  M.D.  Octavo  of  278  pages.  Stanford, 

Calif.,  Stanford  University  Press,  1957.  Cloth, 
$5.00. 

Practical  Refraction.  By  Bernard  C.  Gettes, 
M.D.  Octavo  of  170  pages,  illustrated.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $6.50. 

Scoville’s  The  Art  of  Compounding.  By  Glenn 
L.  Jenkins,  Ph.D,  Don  E.  Francke,  D.Sc.,  Edward  A. 
Brecht,  Ph.D.,  and  Glen  J.  Sperandio,  Ph.D.  Ninth 
edition.  Quarto  of  551  pages,  illustrated.  New 
York,  Blakiston  Division,  McGraw-Hill  Book  Co., 
1957.  Cloth,  $11. 

Bibliography  on  Health  Economics  and  Related 
Material.  Part  I-A,  Cost,  Financing,  and  Econom- 
ics, Insurance — Government;  Part  I-B,  Cost,  Fi- 
nancing, and  Economics,  Insurance-Non-Govern- 
ment;  Part  I-C,  Cost,  Financing,  Economics,  Mis- 
cellaneous; Part  II,  A and  B,  Personnel,  Physicians, 
Dentists;  Part  II,  C and  D,  Personnel  and  Related 
Material,  Nurses  and  Miscellaneous;  Part  III-A, 
Services  and  Related  Material,  Selected  Groups  of 
Persons,  Children  and  Mothers  and  Schools;  Part 
III-B,  Services  and  Related  Material,  Selected 
Groups  of  Persons,  Government  Beneficiaries; 
Part  III-C,  Services  and  Related  Material,  Selected 
Groups  of  Persons,  Industry  and  Labor;  Part  III- 
D,  Services  and  Related  Material,  Rural  Population 
and  Migrants;  Part  IV,  Population,  Vital  Statis- 
tics, and  Related  Material;  Part  V,  General  Back- 


ground. Quarto.  [Chicago],  Prepared  by  the 
Brookings  Institution  and  published  by  the  Council 
on  Medical  Service,  American  Medical  Association, 
[1956]. 

Ciba  Foundation  Symposium  on  the  Chemistry 
and  Biology  of  Purines.  Editors  for  the  Ciba  Foun- 
dation, G.  E.  W.  Wolstenholme,  M.B.,  and  Cecilia 
M.  O’Connor,  B.Sc.  Octavo  of  327  pages  with  124 
illustrations  and  structural  formulae.  Boston, 
Little,  Brown  and  Company,  1957.  Cloth,  $9.00. 

Ciba  Foundation  Colloquia  on  Endocrinology. 
Volume  10.  Regulation  and  Mode  of  Action  of 
Thyroid  Hormones.  Editors  for  the  Ciba  Founda- 
tion, G.  E.  W.  Wolstenholme,  M.B.,  and  Elaine  C.  P. 
Millar.  Octavo  of  311  pages,  114  illustrations. 
Boston,  Little,  Brown  and  Company,  1957.  Cloth, 
$8.50. 

The  Rockefeller  Foundation  Annual  Report,  1955. 

Octavo  of  350  pages,  illustrated.  New  York,  The 
Foundation,  1955. 

Meprobamate  and  Other  Agents  Used  in  Mental 
Disturbances.  By  James  G.  Miller,  M.D.,  and 
Frank  M.  Berger,  M.D.  (Conference  Co-Chair- 
men), L.  Alexander,  M.D.,  H.  W.  Baird,  M.D.,  H. 
Beckman,  M.D.,  W.  H.  Bower,  M.D.,  et  al.  Octavo 
of  224  pages,  illustrated.  New  York,  The  Academy, 
1957.  Paper,  $4.00.  ( Annals  of  the  New  York 
Academy  of  Sciences,  V.  67,  Art.  10,  Pages  671-894) 

Magnetic  Removal  of  Foreign  Bodies.  The  Use 
of  the  Alnico  Magnet  in  the  Recovery  of  Foreign 
Bodies  from  the  Air  Passages,  the  Esophagus,  Stom- 
ach and  Duodenum.  By  Murdock  Equen,  M.D. 
Octavo  of  94  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1957.  Cloth,  $4.50. 

Management  of  the  Patient  with  Headache.  By 

Perry  S.  MacNeal,  M.D.,  Bernard  J.  Alpers,  M.D., 
and  William  R.  O’Brien,  M.D.  Duodecimo  of  145 
pages.  Philadelphia,  Lea  & Febiger,  1957.  Cloth, 
$3.50. 

Blood  Tests  in  Mental  Illness.  Papers  and  Dis- 
cussions Presented  at  the  Annual  Scientific  Con- 
ference of  the  Brain  Research  Foundation,  Chicago, 
111.,  January  12,  1957.  Octavo  of  47  pages,  illus- 
trated. 

Translations  of  the  Beltone  Institute  for  Hearing 
Research.  No.  6,  May,  1957.  Octavo  of  13  pages, 
illustrated.  Chicago,  The  Institute,  1957. 

Gout.  By  John  H.  Talbott,  M.D.  Octavo  of 
205  pages,  illustrated.  New  York,  Grune  & Strat- 
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ton,  1957.  Cloth,  $6.75. 

Vegetable  Oils  in  Nutrition  with  Special  Ref- 
erence to  Unsaturated  Fatty  Acids.  By  Dorothy 
M.  Rathmann,  Ph.D.  Octavo  of  70  pages,  illustrated. 
New  York,  Corn  Products  Refining  Company,  1957. 

Orthopedic  Surgery  in  the  Mediterranean  Theater 
of  Operations.  Editor  in  Chief,  Col.  John  Boyd 
Coates,  Jr.,  MC;  Editor  for  Orthopedic  Surgery, 
Mather  Cleveland,  M.D.,  Associate  Editor,  Eliza- 
beth M.  McFetridge,  M.A.  Quarto  of  368  pages, 
illustrated.  Washington,  D.C.,  Office  of  the  Sur- 
geon General,  Department  of  the  Army,  1957. 
Cloth,  (Medical  Department,  United  States  Army, 
Surgery  in  World  War  II) 

The  Family  in  Psychotherapy.  By  C.  F.  Midel- 
fort,  M.D.  Octavo  of  203  pages.  New  York,  The 
Blakiston  Division,  McGraw-Hill  Book  Company, 
1957.  Cloth,  $6.50. 

Progress  in  Psychotherapy.  Vol.  II.  Anxiety 
and  Therapy.  Edited  by  Jules  H.  Masserman, 
M.D.,  and  J.  L.  Moreno,  M.D.  Octavo  of  264  pages. 
New  York,  Grune  & Stratton,  1957.  Cloth,  $7.50. 

Schizophrenia  in  Psychoanalytic  Office  Practice. 

Thirty  contributors,  Alfred  H.  Rifkin,  Editor. 
Octavo  of  150  pages.  New  York,  Grune  & Stratton, 
1957.  Cloth,  $4.00.  (The  Society  of  Medical 
Psychoanalysts,  1956  Symposium) 

William  Harvey.  His  Life  and  Times:  His  Dis- 
coveries: His  Methods.  By  Louis  Chauvois. 

Octavo  of  271  pages,  illustrated.  New  York,  Philo- 
sophical Library,  1957. 

Man-Made  Fiber  Progress.  By  J.  J.  Press  (Con- 
ference Chairman),  F.  C.  Collins,  M.  H.  Gurley, 
Jr.,  W.  W.  Heckert,  J.  A.  How.smon,  J.  Labarthe, 
et  al.  Octavo  of  86  pages,  illustrated.  New  York, 
The  Academy,  1957.  Paper,  $3.00.  ( Annals  of 

Neiv  York  Academy  of  Sciences,  V.  67,  Art.  11,  Pages 
897-982) 

Practical  Otolaryngology.  By  Gervais  Ward  Mc- 
Auliffe,  M.D.  Octavo  of  320  pages,  illustrated. 
New  York,  Landsberger  Medical  Books,  distributed 
by  The  Blakiston  Division  of  the  McGraw-Hill 
Book  Co.,  1957.  Cloth,  $7.00. 

The  Electrocardiogram.  Its  Interpretation  and 
Clinical  Application.  By  Louis  H.  Sigler,  M.D. 
Second  edition,  revised.  Octavo  of  312  pages,  il- 
lustrated. New  York,  Grune  & Stratton,  1957. 
Cloth,  $8.75. 

Systemic  Arterial  Embolism.  Pathogenesis  and 
Prophylaxis.  By  John  Martin  Askey,  M.D.  Oc- 
tavo of  157  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1957.  Cloth,  $5.75.  (Modern  Medical 
Monographs). 

Peripheral  Circulation  in  Health  and  Disease.  By 

Walter  Redisch,  M.D.,  and  Francisco  F.  Tangco, 
M.D.  With  a special  section  by  R.  L.  deC.  II. 
Saunders,  M.D.  and  associates.  Quarto  of  154 
pages,  illustrated.  New  York,  Grune  & Stratton, 

[Continued  on  page  2592] 


/ TO  ADD  INTEREST  TO  DIETS  \ 

i I PRESCRIBE 


THE  DELICIOUS  SOFT  DRINK  THAT 
IS  ABSOLUTELY  NON-FATTENING! 


Patients  never  complain  about  sticking 
to  diets  ...  as  long  as  NO-CAL  is  rec- 
ommended, too.  It’s  the  perfect  answer 
to  an  urge  for  a snack  or  a thirst- 
quencher. 

Contains  no  sugar  or  salt ...  no  fats, 
carbohydrates  or  proteins  with  no  cal- 
ories to  be  derived 
therefrom.  No-Cal  is 
sweetened  with  cycla- 
mate  calcium,  approved 
by  the  Council  of  Phar- 
macy and  Chemistry  of 
the  American  Medical 
Association. 

It  is  completely  safe 
for  diabetics  and  patients 
on  salt-free,  sugar-free 
and  reducing  diets. 

8 Real  Rich  Flavors  . . . 
plus  salt-free 

No-Cal  Club  Soda 

KIRSCH  BEVERAGES,  Inc.,  Brooklyn  6,n.y. 
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[Continued  from  page  2591  ] 

1957.  Cloth,  $7.75. 

Collected  Papers  of  The  Mayo  Clinic  and  The 
Mayo  Foundation.  Edited  by  Richard  M.  Hewitt, 
M.D.,  John  R.  Miner,  Sc.D.,  James  R.  Eck- 
man,  Ph.D.,  M.  Katherine  Smith,  B.  A.,  et  al. 
Vol.  XLVIII,  1956.  Octavo  of  778  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1957.  Cloth,  $12.50. 

Cryptorchism.  By  Charles  W.  Charny,  M.D., 
and  William  Wolgin,  M.U.  Octavo  of  140  pages, 
illustrated.  [New  York],  A Hoeber-Harper  Book, 
1957.  Cloth,  S5.85. 

Obesity,  Its  Cause,  Classification  and  Care.  By 
E.  Philip  Gelvin,  M.D.,  and  Thomas  H.  McGavack, 
M.D.  Octavo  of  146  pages,  illustrated.  [New 
York],  A Hoeber-Harper  Book,  1957.  Cloth,  $3.50. 

J.A.M.A.  Clinical  Abstracts  of  Diagnosis  and 
Treatment.  Published  with  the  Approval  of  the 
Board  of  Trustees,  American  Medical  Association. 


Octavo  of  564  pages.  New  York,  Intercontinental 
Medical  Book  Corporation,  Grune  & Stratton,  1957. 
Cloth,  $5.50. 

The  Specialties  in  General  Practice.  Edited  by 
Russell  L.  Cecil,  M.D.,  and  Howard  F.  Conn,  M.D. 
Second  edition.  Quarto  of  780  pages,  illustrated. 
Philadelphia,  W.B.  Saunders  Company,  1957. 
Cloth,  $16. 

Clinical  Proctology.  By  J.  Peerman  Nesselrod. 
Second  edition.  Octavo  of  296  pages,  illustrated. 
Philadelphia,  W.B.  Saunders  Company,  1957. 
Cloth,  $7.00. 

A Manual  of  Pharmacology,  and  Its  Applications 
to  Therapeutics  and  Toxicology.  By  Torald  Soll- 
mann,  M.D.  Eighth  edition.  Quarto  of  1,535 
pages.  Philadelphia,  W.  B.  Saunders  Companv, 
1957.  Cloth,  $20. 

Goepp’s  Medical  State  Board  Questions  and  An- 
swers. By  Harrison  F.  Flippin,  M.D.  Ninth 
edition.  Octavo  of  569  pages.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Cloth,  $8.00. 


Books  for  review  should  he  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brookhjn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


Obesity  Can  Cause  True  Cardiac  Insufficiency 


Extreme  obesity  can  cause  true  cardiac  insuffi- 
ciency in  the  absence  of  intrinsic  heart  disease,  re- 
cently reported  clinical  experience  indicates.  In 
four  of  such  cases  cited  in  Diuretic  Review  (Lakeside 
Laboratories,  Inc.),  significant  improvement  was 
found  after  weight  loss.  In  a fifth  case,  the  onset  of 
cardiac  failure  was  associated  with  acute  respiratory 


infection.  After  transient  remission  the  patient 
went  into  a type  of  failure  usually  seen  with  cor 
pulmonale  due  to  emphysema,  failed  to  respond  to 
therapy  and  died.  No  signs  of  intrinsic  heart  dis- 
ease were  found  at  postmortem.  Death  was  attrib- 
uted to  the  “splinting”  of  the  chest  associated  with 
obesity,  and  with  respiratory  embarrassment. 
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Aspirin  Found  More  Effective  Than 
Cortisone  in  Arthritis 


Latest  clinical  evidence  in  the  world-wide  study 
of  drugs  to  treat  rheumatoid  arthritis  supports  a 
growing  concensus  of  medical  opinion  which 
maintains  that  aspirin  alone  is  the  most  effective 
medication  for  this  crippling  disease. 

A four-year  study  made  by  a number  of  cooperat- 
ing British  medical  groups  concludes  that  aspirin 
“is  more  often  likely  to  prove  satisfactory  than 
cortisone”  over  a prolonged  period.  Both  drugs 
produced  substantially  similar  therapeutic  benefits, 
but  “seven  patients  were  transferred  from  cortisone 
to  aspirin  therapy  whereas  none  were  transferred 
from  aspirin  to  cortisone.” 

Additionalljr,  the  report  published  in  the  British 
Medical  Journal  (April  13,  1957)  states  that  the 
only  serious  harmful  drug  reactions  were  observed 
in  patients  given  cortisone.  Summing  up  the 
evaluation,  it  was  found  that  patients  and  physicians 
came  “to  prefer  aspirin  to  cortisone.” 

The  long-term  comparison  of  the  two  drugs  in 
early  cases  of  rheumatoid  arthritis  was  made  by  the 
Joint  Committee  of  the  Medical  Research  Council 
and  Nuffield  Foundation  of  Great  Britain.  It  was 
prompted  by  claims  of  an  arthritis  “cure”  shortly 
after  cortisone’s  discovery.  Reports  were  published 
in  1954  and  1955  of  the  first  two  years’  test  results. 
The  present  findings  reflect  follow-up  studies  of 
53  of  the  original  series  of  61  patients  approxi- 
mately three  and  one-half  years  after  the  tests 
started.  A conclusion  that  can  “justifiably  be 
drawn,”  according  to  the  Joint  Committee,  is 
that  the  “introduction  of  cortisone  has  not  materially 
affected  the  prognosis  of  patients  developing 
rheumatoid  arthritis  for  the  first  time.” 

Of  the  53  patients  available  for  follow-up  study, 
27  were  originally  started  on  cortisone  and  26  on 
aspirin.  When  last  observed,  the  investigators 
found  only  12  were  still  taking  cortisone  and  all 
26  were  taking  aspirin.  Average  daily  dose  of 
aspirin  was  ten  5-grain  tablets. 

At  the  start  of  the  study,  eight  patients  in  the 
cortisone  group  and  six  in  the  aspirin  group  were  so 
crippled  as  to  be  confined  to  bed  or  a wheel  chair. 
All  six  given  aspirin  recovered  the  ability  to  function 
to  a degree  where  they  were  no  longer  chair  or  bed- 
ridden. Two  of  the  cortisone  series  continued 
seriously  disabled. 

There  was  little  difference  between  the  two 
groups  respecting  the  number  of  cases  of  complete 
remission,  in  which  the  disease  burns  itself  out. 
Remission  occurred  in  13  aspirin  patients  and  12 
cortisone  patients.  However,  the  disease  was 
still  very  active  in  nine  of  the  latter  series  and  only 
five  of  the  aspirin  patients  at  the  three  to  four- 
year  follow-up. 


XjWIN  ELMS 


A Modern 
Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


H ALL-BROOKE  ...  d modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Caoss  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physici  an-in-Charge 


HOLBROOK  MANOR  N1SG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PI N E WOOD  Bl;  W.Pnd«J  <" 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  1 , 1957—24,488 


County 


President 


Secretary 


T reasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston.  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 
Richmond .... 

Rockland 

St.  Lawrence . . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben. 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington.  . . 

Wayne 

Westchester . . 
Wyoming  . 
Yates 


Albert  Vander  Veer,  2nd. . . .Albany 


Kurt  Zinner.  Wellsville 

Joseph  P.  Alvich Bronx 

James  L.  Palmer Binghamton 

Robert  D.  Kelsey Franklinville 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Gene  S.  Rogati Warren 

Robert  T.  Corey Valatie 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Mathew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson.  . Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald.  . .Lockport 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam  ....  Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

James  Bordley,  III.  . . .Cooperstown 

Mathew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . .Flushing 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Leo  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack  . . . .Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

John  L.  Shultz Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

Robert  D.  Davis Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr. ..New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Alden  K.  Boyd Binghamton 

Ruth  R.  Knoblock  ....  Little  Valley 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger.  . .Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley. . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Malilon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn. . . Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman. . .Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick.  . .Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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CLASSIFIED  ADVERTISING 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Radiologist’s  home  and  modern  equipped  office.  Estab- 
lished. Sacrifice.  Leaving  state.  Small  investment.  Queens 
County.  Box  625,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Orange  County:  Buy  this  busy  young  man’s  practice  for  less 
than  bs  of  the  annual  gross.  Liberal  terms,  will  introduce. 
Specializing.  Box  604.  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  rural  and  resort  general  practice,  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  low 
overhead;  leaving  to  specialize;  for  value  of  Real  Estate  and 
Equipment,  Write  Box  615,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Ideal  for  Physician  or  Dentist.  Corner  Colonial  house  with 
attached  spacious  offices.  4 Bedrooms,  3j  baths.  Residen- 
tial section  in  a rapidly  growing  community.  Agent:  A. 
Leggett,  Inc.,  Nyack,  N.Y.  Tel.  Nyack  7-3050,  or  call 
New  York  City,  RHinelander  4-4705. 


Residence  and  offices  of  deceased  physician  and  surgeon  in 
Hudson  Falls,  New  York.  Established  practice  same  loca- 
tion for  twenty  five  years  in  center  of  upstate  village. 
Reasonable  price,  financing  arranged.  Box  617,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


HOME-OFFICE  COMBINATION,  CENTRAL  UP- 
STATE. COMPLETELY  FURNISHED  $18,000.  Will 
accept  only  $3,000  down  and  balance  at  your  own  terms. 
Lucrative  village  general  practice,  complete  Hospital  privi- 
leges. Will  introduce,  specializing.  Box  619,  N.  Y.  St.  Jr. 
Med. 


PRACTICE  FOR  SALE 


$15,000  takes  fully  equipped  office  in  11-room  house.  Re- 
sort area  near  Rochester.  Large  fenced  yard,  good  school, 
open  accredited  hospital  near.  Can  be  fully  financed.  D. 
W.  Barton.  M.D.,  Cohocton,  N.Y. 


HOUSE  FOR  SALE 


MASSAPEQUA,  choice,  AAA  top.  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity-doctor, sacrifice,  owner  Stechel,  Li  1-9340. 


FOR  SALE 


Woodlawn  Section  of  the  Bronx — -New  York.  25  Years — 
Large  Established  General  Practice — -Well  Equipped  Office — ■ 
and  Residence.  Box  578,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


In  suburb  of  Hartford,  Conn.  7 room  house  with  4 room  office 
wing  in  community  of  3500  without  physician.  Four  miles 
from  60  bed  hospital.  Telephone  Rockville,  Conn.  Tremont 
53218  or  write  Mrs.  J.  E.  Rosenfeld,  Ellington,  Conn. 


PRACTICE  FOR  SALE 


In  prosperous  village  agricultural  area,  hospital  in  town. 
Thirty  miles  from  hospitals  in  Rochester,  New  York.  Ex- 
cellent opportunity  for  general  practitioner  or  specialist  in 
internal  diseases  or  surgeon.  Predicted  high  income.  Com- 
bined office  and  home  with  double  garage  and  very  large 
garden  with  high  trees.  14  rooms  including  6 bedrooms, 
2 bathrooms,  automatic  oil  heating.  Situated  opposite 
hospital  in  which  every  doctor  can  treat  his  patients.  Ex- 
cellent school.  Will  sell  home  and  practice  for  $26,000 
which  is  below  the  selling  price  for  the  house  and  garden 
alone.  Owner  retiring,  will  introduce.  Box  631,  N.  Y.  St. 
Jr.  Med. 


Jamaica,  Long  Island,  Physician's  residence  with  office  in 
residential  and  shopping  area,  good  buy.  Call  Spruce 
6-0829. 


New  York — Well  established  E-N-T  practice:  conveniently 
located  growing  Staten  Island,  easily  accessible  surburban 
area,  near  three  hospitals.  Fully  equipped  air-conditioned 
office;  records,  instruments  available;  attractive  rental 
terms.  Box  628  N.  Y.  St.  Jr.  Med. 


Sunnyside,  Queens,  populated  area.  4-room  corner  apt. 
Office  and  Living,  fully  equipped  and  furnished.  Very 
reasonable.  After  14  years  leaving  for  specialty.  Box  629 
N.  Y.  St.  Jr.  Med. 


OFFICE  SPACE  FOR  RENT 


SPACE  AVAILABLE  for  OBS-GYN  or  INTERNIST, 
PEDIATRICIAN  or  EENT  in  modern  professional  building 
situated  in  fastest  growing  high  income  residential-shopping 
section  of  STATEN  ISLAND.  Moderate  starting  rental. 
Immediate  occupancy.  Springstead.  HO  6-1100. 


New  GLEN  OAKS  MEDICAL  CENTER— indiv.  suites— 
excellent  location — nr.  L.I.  Jewish — Hillside — and  Creed- 
moor  Hospitals.  254-03  Union  Tpke.  Fieldstone  7-1943. 


FOR  RENT 


Four  room  downstairs  flat.  Excellent  for  Doctor’s  office 
with  ample  parking  space  in  rear!  Centrally  located  in  a 
professional  residential  section.  Rome.  N.  Y.  needs  more 
doctors  as  it  is  the  second  fastest  growing  city  in  New  York 
State.  We  have  Griffiss  Air  Base  and  several  large  indus- 
trial plants.  Three  large  hospitals  and  a population  ovei 
50,000.  Box  616  N.  Y.  St.  Jr.  Med. 


Offices  available  in  Professional  Building  at  #1  Hopper  St. 
3,  4,  and  5 room  suites  $100,  $125  and  $150  monthly.  Will 
remodel;  inquire  Rogers  Optical  Co.,  326  Columbia  St., 
Utica,  N.  Y. 


OFFICE  FOR  RENT 


Obstetrics  and  GYN.,  specialist  preferred.  Central  location 
of  growing  areas.  May  share  completely  eauipped  office  of 
General  Practitioner.  Nassau  County.  Call  Wells  1-3384. 


OFFICES  FOR  RENT 


47  ST,  210  East.  Grand  Central  Area.  New  building. 
FREE  Central  AIE  CONDITIONING.  1000  or  1700  or 
3200  square  feet.  Suitable  for  individual  or  group  of  doctors. 
Alterations  to  suit.  Douglas  Gibbons  & Co.,  Inc.  130  East 
57  St.  EL  5-4600. 


WANTED 


Physician  seeking  6 room  or  larger  office  in  Forest  Hills 
area.  X-Ray  facilities  necessary.  Box  627  N.  Y.  St.  Jr. 
Med. 
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REACH  FOR  YOUR  DIRECTORY 


it’s  a ready  source  of  valuable  information 
compiled  for  you. 

Your  Medical  Directory  represents  more  than  20,000  man- 
hours of  concentrated  effort,  employing  the  latest  tabulating 
devices,  to  bring  you  accurate,  detailed  data  on  the  more 
than  30,500  physicians  in  New  York  State. 

But  that’s  not  all!  The  Directory  also  provides  complete 
information  for  you  on: 


Medical  Societies  (Local  and  National) 
New  York  State  District  Map 
Equipment  Suppliers 
History  of  the  Directory 
Licensed  Nursing  Homes 
Pharmaceutical  Suppliers 
Hospitals 
Medical  Colleges 

New  York  City  Department  of  Health 

New  York  State 

Department  of  Health 
Department  of  Mental  Hygiene 
Board  of  Medical  Examiners 
Regents 

Workman’s  Compensation  Board  Officers 

Medical  Society  of  the  State  of  New 
York 
Bylaws 

Component  County  Medical  Societies 

Constitution 

District  Branches 

Blood  Banks  Association  of  New  York  State 
Group  Plan,  Malpractice  Insurance  and 
Defense 

Legislative  Bureau 

Bureau  of  Medical  Care  Insurance 

Membership 

Officers 

Principles  of  Professional  Conduct 
Council  Committee  of  Public  Health  & 
Education 

Public  Relations  Bureau 
Veterans  Medical  Service  Plan  of  New  York, 
Inc. 

Workmen’s  Compensation  Bureau 


Orders  are 
now  being 
taken  for 
1957 

EDITION 


No  other  State  Society  provides  such  a wealth  of  information  in  one 
handy  volume  for  its  members.  Use  your  copy  often. . .there  is  no  other 
source  available  for  such  ready  reference. 

MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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SERVICES 


FOR  SALE 


Completely  equipped  medical  office,  Buffalo,  N.  Y.  Easily 
accessible  to  3 hospitals.  Available  for  internist  or  general 
practitioner  and  associate. 

Equipment  consists  of  electro-cardiograph,  fluoroscope  and 
modern  diagnostic  and  treatment  equipment. 

Immediate  occupancy  to  continue  the  deceased  physician’s 
large  practice. 

For  further  information  call: 

Miss  Norma  Schaefer,  Buffalo.  Ga-3929. 


FOR  SALE 


Available  immediately  established  physician’s  home-office 
beautiful  9 rooms.  3 baths  ideal  location  Nassau  County 
excellent  opportunity.  Box  630,  N.  Y.  St.  Jr.  Med. 


SPECIALIST  WANTED 


Otolaryngologist  Wanted — Boards  or  Eligible  as  Associate 
in  private  practice,  suburban  New  York  City.  Salary  lead- 
ing to  partnership.  Personal,  professional  data  requested  in 
reply.  Box  614,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Progressive  Central  New  York  community  of  5000  requires 
general  practitioner.  Locate  permanently.  Obstetrics  es- 
sential. Local  M.D.s  (3)  endorse.  Industrial,  farm,  vaca- 
tion area.  Write  Health  Committe,  Chamber  of  Commerce, 
Camden,  N.  Y. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
SI 2,000  to  start;  SI 5,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


WANTED 


EENT  practice  on  Long  Island  to  be  subdivided  after  20 
years.  Opportunity  for  Board  Eligible  Otolaryngologist.  No 
investment  required.  Prefer  younger  man.  Detailed  resume 
must  be  submitted.  Box  623,  N.  Y.  St.  Jrl.  Med. 


RESIDENTS  WANTED 


Unexpected  opening  for  American  Board  Approved 
Orthopedic  Senior  Residency  has  occurred  at  new,  large, 
New  York  City  Hospital,  closely  affiliated  with  Medical 
College.  Box  620,  N.  Y.  St.  Jr.  Med. 


Internist — certified,  31,  DNB;  family;  completing  military 
service,  January,  1958;  teaching  hospital  trained;  in- 
terested clinical  medicine,  cardiology;  seeks  group,  solo, 
associateship,  partnership  or  permanent  job;  no  rural, 
general  practice.  Box  626,  N.  Y.  St.  Jr.  Med. 


Medical  Ass’t  seeks  part-time  position  in  NYC  College  gradu- 
ate, business  and  med.  ass’t  experience  Type,  light  steno,  x- 
ray.  Box  622,  N.  Y.  St  Jrl.  Med. 


Young,  certified  Internist,  good  background  desires  to  join 
or  purchase  practice.  Please  write  Box  633,  N.  Y.  St.  Jr. 
Med. 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33  Vi  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


SPECIALIST  WANTED 


Excellent  opportunity  for  qualified  E.  N.  T.  man  psychiatrist, 
neurosurgeon,  allergist,  proctologist,  in  Long  Island  about  50 
miles  from  New  York  City.  Good  hospital  facilities  avail- 
able. Space  in  modern  air-conditioned  building  for  rent. 
Box  632,  N.  Y.  St.  Jr.  Med. 


BARGAIN — Brown-Buerger  ACM1  cystoscore  21F  with 
catheterizing  telescope.  Condition  excellent.  $150.00. 
Orrin  Van  Dyk,  M.D.,  118  E.  Buffalo  St.,  Ithaca,  N.  Y. 


INTERNIST  OR  GENERAL  PRACTITIONER 


With  minimum  of  one  year  of  medical  residency,  needed  by 
Medical  Group  in  Long  Island  within  commuting  distance 
of  New  York.  Write:  Dr.  Peter  Rogatz,  East  Nassau  Med- 
ical Group,  350  South  Broadway,  Hicksville,  N.  Y. 


Just  completed  attractive  professional  offices  on  main  street 
new,  growing  section  Far  Rockaway.  Will  rent  whole  parcel 
or  individual  offices.  Rose  Kozlowsky,  37  Trinity  Place, 
Hewlett,  L.I.  Franklin  4-3647. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times 90 

24  Consecutive  times ...  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  Stale  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  reeptest . 

JOHN  F.  LOUDEN,  President  EDWARD  II.  MALONE,  M.D.,  Physician -in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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V4 


Trasenline-Phenobarbital 


C I B A 

Summit,  N.  J. 


integrated  relief  . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Traaentine®  hydrochloride  (odiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbitaL 


2J2  22«M 
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first  clears  the  wound  of  tissue  debris  by  proteolytic 
enzymatic  digestion  ...then  cleans  the  wound  of  infection  by 
positive  antibiotic  action. 

try  psin/chymotryps  in/bacitracin/polymyxin 

CLEANED  WOUNDS  HEAI AND  FASTER 

in  any  breach  of  the  skin  surface,  faster  healing  will  result 
from  application  of  Tryptar  Antibiotic  Ointment. 

Tryptar  Antibiotic  Ointment  is  safe,  virtually  non- 
sensitizing, and  does  not  affect  living  tissue. 


2000 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 


For  anxiety,  tension 
and  muscle  spasm 
in  everyday  practice. 

■ well  suited  for  prolonged 
therapy 

■ well  tolerated,  relatively 
nontoxic 

■ no  blood  dyscrasias,  liver 
toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

® orally  effective  within 
30  minutes  for  a period  of 
6 hours 


RELAXES  BOTH  MIND  AND  MUSCLE 

WITHOUT  IMPAIRING  MENTAL  OR  PHYSICAL  EFFICIENCY 


Milt  own* 

tranquilizer  with  muscle-relaxant  action 


2-methyl-2-fl-propyI-l,3-propanedlol 
dicarbamate  - U.  S.  Patent  2,724,720 


Supplied:  400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 

Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 


Literature  and  samples  available  on  request 


WALLACE  LABORATORIES 
jJ-  i. \ New  Brunswick,  N.  J. 
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Published  twice  a month  by  the  Mbdical  Society  op  the  State  of  New  York.  Editorial  and  Circulation  Office:  386  Fourth 
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now  . . care  of  the  man 
rather  than  merely  his  stomach”1  { 


controls 


gastrointestinal  dysfunction 

at  cerebral  and  peripheral  levels 

tranquilization  without 
barbiturate  loginess 

spasmolysis  without 
belladonna-like  side  effects 

for  duodena / ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.  /.  symptoms  of  anxiety  states 


prescribe:  ^ 

1 tablet  t.i.d.  at  II 


mealtime  and 


2 at  bedtime. 


Miltown®  & anticholinergic 


di  carbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  25  mg. 

( 3 - diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol -ethiodide) 


1.  Wolf  & Wolff,  Human  Gastric  Function 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


Literature,  samples,  and 
personally  imprinted  peptic  nicer 
diet  booklets  on  request. 
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Fryv  HAY  FEVER, 

COLDS, 

SINUSITIS  A J 


© 


nTz 


NASAL  SPRAY 


20  cc. 


"nTz  . . . singularly  effective  for  nasal  congestion  due  to 
either  allergic  or  infectious  causes." 

Levin,  S.J.j  Pediat.  Clin.  North  America,  1 :975,  Nov./  1954. 

-tAcIa  imtkuv  AecondA  -deccmgeAtiotv  f<yc  kau/rA 


Balanced  combination  of  three 
proved  intranasal  medications  — 

N eo-Synephrine®  HCI,  0.5% 

— dependable  vasoconstrictor 
and  decongestant 

T henfadil®  HCI,  0.1% 

— potent  topical  antihistaminic 

Z ephiran®  Cl,  1 :5000 

— antibacterial  wetting  agent 
and  preservative 


• NO  IRRITATION,  SEDATION,  EXCITATION 

• SANITARY,  CONVENIENT,  EFFECTIVE 


squeeze 


Hie  nTz  plastic  

bottle  is  pocket  size, 
unbreakable  and  leakproof  — 
sprays  a fine,  even  mist. 


• Rapidly  Effective 

• Prolonged  Relief 


nTz  permits  the  patient  to  breathe  again, 
promoting  aeration  and  proper  sinus  drainage.  There 
is  usually  no  congestive  rebound  — virtually  no  side  effects. 
Patients  may  use  it  repeatedly  without  loss  of  effect. 


NTZ,  Neo-Synephrine  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyldiamine) 
and  Zephiran  (brand  of  benzalkonium,  as  chloride, 
refined),  trademarks  reg.  U.  S.  Pat,  Off. 
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cliNi'cAlly  esMWshed 


Zoxozolamine* 

EN+aric  coAjed  • pi  Aid 

In  Low  bAck'pfHN 

"•  • • Of  90  patients  with  low  back  pain  and  other  muscular  conditions  . . . 
67  (74  per  cent)  showed  a good  response...."' 

"...17  of...  20  patients  with  post-traumatic  muscle  spasm  of  the  low 
back  had  excellent  or  good  responses."2 

(1)  Johnson,  H.  J.,  Jr.:  To  be  published.  (2)  Wallace,  S.  L.:  To  be  published. 

How  Supplied 

Pink,  Enteric  Coated  tablets  (250  mg.),  bottles  of  36 
Yellow,  scored  tablets  (250  mg.),  bottles  of  50. 

*U.S.  Potent  Pending 


McNEIl) 


Laboratories,  Inc. 
Philadelphia  32,  Pa. 
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helps  protect  the  infant's  skin  against 


diaper  rash  (ammoniacal  dermatitis)  • irritation  • excoriation 


Desitin  Ointment  covers  the  infant’s  skin  with  a sooth- 
ing, protective,  healing  coating  which  is  largely  imper- 
vious to  and  helps  guard  against  irritation,  rash,  and 
maceration  caused  by  urine,  excrement,  perspiration 
and  secretions.  This  preventive  action  of  Desitin 
Ointment  persists  all  through  the  night. . .when  baby 
is  particularly  vulnerable  to  painful  skin  excoriations. 

Nonsensitizing,  nonirritant  Desitin  Ointment . . rich  in  cod  liver  oil 
successfully  used  on  millions  of  infants  for  over  30  years. 

for  samples  and  literature  please  write . . . . 

DESITIN  CHEMICAL  COMPANYP(oyidence  R , 

I.  Grayzel,  H.  G.,  Heimer,  C.  B.,  and  Grayzel,  R.  W.:  New  York  St.  J.  Med. 
53:2233,  1953.  2.  Heimer,  C.  B.,  Grayzel,  H.  G.,  and  Kramer,  B.:  Archives  of 
Pediatrics  68:382,  1951.  3.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A.,  and 
Leviticus,  R.:  Ind.  Med.  & Surgery  18:512,  1949.  4.  Turell,  R.:  New  York  St. 

J.  Med.  50:2282,  1950.  5.  Marks,  M.  M.:  Missouri  Med.  52:187,  1955. 
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when  prescribing 

a diaphragm 

new— woven  plastic— 


V§_  the  "doit- 

I 1*^  ' Jl'  ^ N vjSk  * “*  w V"*’ 

yourself”  dad 
H . who  "did 
>*  A himself  in” 


EE^Ji  f,  l(  M$S 

*ri. 

Wk JpJlSH 

lumbago 

For  persons  who  overestimate  their  physical  capacity 
—as  with  this  do-it-yourself  dad— chronic  fibrositis  may 
be  a postscript  to  a weekend  of  accomplishment. 

Sigmagen  therapy  is  encouraged  in  the  treatment  of 
chronic  fibrositis  to  alleviate  pain  and  prevent  progres- 
sion of  the  disorder  to  fibrosis  and  calcification. 

Sigmagen  provides  doubly  protective  corticoid-salicyl- 
ate  therapy.  Meticorten®  (prednisone)  and  acetylsal- 
icylic  acid  are  combined  to  provide  additive  antirheu- 
matic benefits  and  rapid  analgesic  effect.  These  dual 
clinical  values  are  enhanced  by  aluminum  hydroxide  to 
counteract  excess  gastric  acidity  and  by  ascorbic  acid 
to  help  meet  the  increased  need  for  this  vitamin  during 
stress  situations. 

Therapy  should  be  individualized.  Acute  conditions: 
2 or  3 tablets  4 times  daily.  Following  desired  response, 
gradually  reduce  daily  dosage  and  discontinue.  Sub- 
acute or  chronic  conditions:  Initially  as  above.  After 
satisfactory  control  is  obtained,  gradually  reduce  the 
daily  dosage  to  minimum  effective  maintenance  level. 
For  best  results  administer  after  meals  and  at  bedtime. 

Precautions:  Because  Sigmagen  contains  prednisone, 
the  same  precautions  and  contraindications  observed 
with  this  steroid  apply  also  to  the  use  of  Sigmagen. 

for  patients  who  go  beyond  their  physical  capacity 

protective  corticoid-salicylate  therapy 

SIGMAG6N 

corticoid-analgesic  compound  TclblotS 

Prednisone 0.75  mg.  Aluminum  hydroxide  ...  75  mg. 

Acetylsalicylic  acid  . . 325  mg.  Ascorbic  acid 20  mg. 
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In  Asthma 


Both  vial  and  Oral  Adapter  for  Medihaler  preparations 
are  improved:  The  lOcc.  vial  for  all  Medihaler  medica- 
tions is  now  made  of  shatterproof  stainless  steel.  The 
Oral  Adapter  is  shorter,  handier  to  use.  New  combination 
package  includes  Oral  Adapter  for  patient’s  first  prescrip- 
tion. No  need  for  carrying  case. 


and  other 
allergic  states 


Medihaler-EPI  Riker  brand  epinephrine  bitartrate, 
7.0  mg.  per  cc.,  suspended  in  inert,  nontoxic  aerosol 
vehicle.  Contains  no  alcohol.  Each  measured  dose  0.15  mg. 
actual  epinephrine.  In  10 cc.  metal  vial  with  measured- 
dose  valve. 

Indicated  for  quick  relief  of  bronchospasm  of  any  origin 
— asthma,  bronchiectasis,  emphysema. 

Acts  more  rapidly  than  subcutaneous  epinephrine  in 
acute  allergic  reactions. 


Medihaler-ISO  Riker  brand  isoproterenol  sulfate,  2.0 
mg.  per  cc.,  suspended  in  an  inert,  nontoxic  aerosol  vehicle. 
Contains  no  alcohol.  Each  measured  dose  0.06  mg.  actual 
isoproterenol.  In  10  cc.  metal  vial  with  measured-dose  valve. 

Unsurpassed  for  rapid  relief  of  bronchospasm  of  any 
origin — asthma,  bronchiectasis,  emphysema. 


SMALLER..  .MORE  CONVENIENT..  .SHATTERPROOF... EVE  R-READY 


SIMPLER  TO  USE. ..RAPID,  PROLONGED  RELI EF.  . . SAFE  FOR  CHILDREN  TOO 


The  same  automatic  measured-dose  principle  which  has  made  Medihaler  famous.  Uniform  particle  size. 
Always  spillproof,  leakproof;  constant  dosage.  Now  also  shatterproof,  and  with  smaller  sterlllzable, 
unbreakable  Oral  Adapter.  Nothing  to  pour  or  measure.  Prescribe  Medihaler  medication  with  Oral 
Adapter  on  first  prescription.  REFILLS  AVAILABLE  WITHOUT  ORAL  ADAPTER. 


The  Medihaler  Principle 

is  also  available  in  Medihaler-Phen™  (phenylephrine-hydrocortisone- 
neomycin)  for  lasting,  effective  relief  of 
nasal  congestion.  , 

Riker 


LOS  ANGELES 
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fFOr  full  information,  set  your  Upjolin  representative  t>r  Write  the 
Medical  Division,  T he  Upjohn--Caitt:fHi»y,  hi i cl i i gut t.  '< 


f~i 


Used  investigationally  in  more  than  18,000  patients  and  dem- 
onstrated to  be  effective  in  the  majority  of  mild,  adult  cases! 


Upjohn 
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optimal  dosages  for  atarax, 
based  on  thousands  of  case  histories: 


(t.i.d.) 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  ktiown 

pe^ce  OF  MIND  ATARAX 

(BRAND  Of  HYOROXYZINE)  71  11.  O 

lablets-Syrup 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe  — no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

atarax  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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*T.M.  Reg.  U.S.  Pat.  Off.  for  dextro  amphetamine  sulfate, 
S.K.F.  tT.M.  Reg.  U.S.  Pat.  Off. 


Successful  appetite  control 
begins  in  the  supermarket 


If  your  overweight  patient  can  resist 
the  temptation  to  buy  high  calorie 
snacks,  he’s  well  on  the  road  to  suc- 
cessful weight  reduction.  You  will 
find  that  one  Dexedrine*  Spansulet 
sustained  release  capsule  taken  in 
the  morningcontrols  appetite  all  day 
long— both  at  mealtimes  and  in  the 
supermarket. 
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whenever  there  is 
cystitis  or  urethritis 
from  any  cause... 
other  measures 
may  be  needed 
but  Pyridiurri  is 
the  specific  for 
fast  relief  of  pain, 
urgency,  frequency 
and  burning. 
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in  any  urinary  tract  disorder 
Pyridium®  is  the  specific  for 
fast  relief  of  pain,  urgency, 
frequency  and  burning 


Pyridium  brings  relief  within  20-25  min- 
utes. Pyridium  is  compatible  with  and 
complementary  to  all  specific  therapies, 
whether  medical  or  surgical.  With 
Pyridium  you  have  greater  flexibility  in 
the  use  of  any  potency  or  dosage  schedule 
required  for  successful  treatment. 
Dosage:  2 tablets  before  each  meal. 
Supplied:  Bottles  of  12,  50,  500  and  1,000. 
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SAVES  TEACHING  TIME. 


0Z6- 


THEaDIAPHRAGM 
WITH  THE 

CONTOURING 

SPRING  (ARCING  TYPE) 


SIX  REASONS  WHY 
PHYSICIANS  ARE  RECOMMENDING 


fiq  i 


rsagBgsgffgggBBggasfBSSsi  in  inwiitinwii  mi 


1.  Expressly  designed  to  assure  your  patient  ease  of  insertion  and  auto- 
matic placement. 

2.  Conserves  physician's  time  by  reducing  fitting  and  instruction  period. 

3.  Patients  learn  readily  and  develop  greater  confidence  because  of  the  ease 
with  which  they  learn  to  place  and  use  the  diaphragm. 

4.  Affords  patient  protection  by  locking  in  spermicidal  lubricant  and 
delivering  it  directly  under  and  next  to  the  os  uteri. 

5.  Folds  behind  pubic  bone  with  suction -like  action  forming  an 
effective  barrier. 

6.  Simple  to  remove. 

When  compressed,  diaphragm  forms  into  semi-curve  or  half-moon  shape 

(Fig.  1)  permitting  it  to  pass  easily  along  floor  of  the  vagina  beyond  cervix 

(Fig.  2)  without  any  difficulty.  No  mechanical  inserter  or  introducer  requir- 
ed (see  Fig.  2)  since  the  KORO-FLEX  will  not  buckle  or  butterfly  in  form. 


KORO-FLEX  (contouring)  Diaphragm  acceptable,  not  only  where  ordi- 
nary coilspring  diaphragms  arc  indicated  but  for  Flat  rim  (Mensinga) 
type  as  well. 


May  be  used  In  cases  of  mild 
prolapse,  cystoccle  or  rectocelc. 


Suggest  the  convenient-economical 
KORO-FLEX  COMPACT  60-95  mm 
Sanitary  plastic  bag  with  zipper 
closure.  Diaphragm,  tube  KOROMEX 
Jelly  (3  oz.)  Cream  (1  oz.  trial  size). 

Available  in  all  prescription  pharma- 
cies. Write  for  descriptive  literature. 


Holland -Rantos  Co.,  Inc.  Manufacturers  of  KOROMEX  Products,  New  York  13,  N.  Y. 
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first... treat  the 


primary  disorder, 
of  course 


i 

then... 

add  VITERRA 

as  a matter  of  course 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your  — and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


PEACE  of  mind  ATARAX® 


CHICAGO  11,  ILLINOIS 


2021 


\ i 

. 


4 
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A.  H.  ROBINS  CO  , Inc.,  RICHMOND  20,  VA 

Ethical  Pharmaceutical*  of  Merit  tinea  I tTI 


BETTER  PAIN  RELIEF 


than  with  a standard 
APC  formula \ . . 


In  a recent  controlled  study,*  Phenaphen 
was  found  more  effective  than  a standard  aspuin- 
phenacetin-caffeine  formula  for  relief  of 
moderate  to  severe  pain  . . . with  total  freedom 
from  side  effects  and  from  any  tendency 
to  induce  drowsiness. 


•Murray.  R.  J.:  N.  Y.  State  Jt.  Med.  55:1867,  1»5S. 


loch  PHENAPHEN  coptok  contain.  - 

Acetylsalicylie  Add  (2H  fr.)  . 162  mg. 

Phenacetin  (3  gr.) 194  m». 

Phenobarbital  «r.) 16J2mr. 

Hyoscy  amine  Sulfate 0.031  m|. 

Alto  available  — 

PHENAPHEN  with  COMINI  PHOSPHATE  V4  O*. 
Phonophon  No.  2 

PHENAPHEN  with  C00E1NI  PHOSPHATE  Yl  OA. 
Phonaphtn  No.  3 

PHENAPHEN  with  CODEINE  PHOSPHATE  1 Ofc 
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for  part  of  the  protein  needed 
for  part  of  the  energy  needed 
for  vitamins  and  minerals 
for  low  fat  content 


Keeps  Step  With  the  Demands 
'of  Advancing  Knowledge  of 
Man  and  His  Nutritional 
Needs  in  Health  and  Disease 


AMERICAN  BAKERS  ASSOCIATION 

20  North  Wacker  Drive  • Chicago  6,  Illinois 
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RACE  SUICIDE  HERE: 

families  today  are  planned  big 


unpHE  big  news  in  human  fertility  in  mid  century 
1 America  has  been  the  1940-1955  baby  boom, 
which  in  dramatic  significance  has  rivaled  the  hydro- 
gen bomb  explosions  . . . -”1  More  young  wives  are 
having  babies  and  planning  their  families  big.  The 
rate  for  third  and  fourth  births  has  almost  doubled. 
Five-,  six-  and  seven-child  families  are  on  the  increase.2 
College  graduates  want  big  families  — It  isn’t  only 
industrial  families  that  are  growing.  A survey  recently 
completed  among  29,494  graduates  of  178  colleges 
shows  that  the  men  of  the  class  of  ’45  have  families 
averaging  70%  larger  than  those  of  the  class  of  ’56 
in  the  ten  years  after  graduation.3  When  their  wives 
seek  advice  to  space  their  children,  they  want  to  be 
sure  that  the  method  recommended  really  gives  them 
the  protection  they  need. 

Most  effective  method  for  women  of  high  parity — 
Based  on  widest  experience,  parenthood  clinics  all 
over  the  world  have  adopted  the  diaphragm  and  jelly 
technique  “. . . as  possessing  the  least  degree  of  falli- 
bility . . . .”4  It  is  the  preferred  method  tor  women 
of  high  fertility.  When  used  correctly,  unplanned 
pregnancies  seldom  occur.  In  urban  groups  using  the 
diaphragm  and  jelly  technique  for  years,  as  well  as  in 
clinical  studies,  data  show  that  this  method  reduces 
“the  likelihood  of  conception  by  at  least  98  percent.”5 
Comfort  helps  win  cooperation  — Besides  peace  of 
mind,  the  physician  assures  comfort  for  the  patient 
when  he  recommends  RAMSES®  Diaphragm  and 


Jelly.  Flexible  in  all  planes,  the  RAMSES  Diaphragm 
allows  complete  freedom  of  movement.  Its  cushioned 
rim  avoids  irritation.  RAMSES  “ten-hour”  Jelly, * 
used  with  the  diaphragm,  quickly  immobilizes  sperm 
and  maintains  full  effectiveness  for  up  to  ten  hours. 
Patients  feel  confident  that  they  have  received  sound 
contraceptive  advice  when  physicians  prescribe 
RAMSES  protection,  a critical  aid  in  family  planning 
for  more  than  30  years. 


This  is  the  attractive,  complete 
RAMSES  “TUK-A-WAY”®  Kit 
#701  that  most  women  prefer. 
Supplied  in  neat  zippered 
bag  with  introducer  and 
diaphragm  in  sizes  50  to 
95  mm.,  and  3 oz.  tube  of 
RAMSES  Jelly.  Jelly  refills  in  3 
nd  5 oz.  tubes.  At  all  pharmacies. 


References:  1.  Dinkel,  R.  M.:  Eugenics  Quart.  3:22  (Mar.) 
1956.  2.  Grove,  R.  D.:  Am.  J.  Pub.  Health  46: .592  (Mavi 
1956.  3.  College  Study  Report:  Population  Bulletin  11: 45 
(June)  1955.  4.  Novak,  E.,  and  Novak,  E.  R.:  Textbook  of 
Gynecology,  Baltimore,  The  Williams  & Wilkins  Company, 
1956.  5.  Tietze,  C.:  Proc.  3rd  Intemat.  Conf.  Planned 
Parenthood,  1953. 


JULIUS  SCHMID,  inc. 

423  West  55th  Street,  New  York  19,  N.  Y. 

♦Active  agent,  dodecaethyleneglycol  monolaurate  5%,  in  aJ 
base  of  long-lasting  barrier  effectiveness. 

RAMSES  and  "TUK-A-WAY"  are  registered  trade-marks  of  J uliusSchm  id,  I nt.  J 
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Growing  use  of  the  ECG  in  cardiovascu- 
lar work  means  more  locations  in  which 
’cardiograms  are  being  run:  in  your  office 
. . . at  your  patient’s  home  ...  in  hospital 
heart  stations,  laboratories,  wards.  This  im- 
mediately focuses  attention  on  instrument 
portability  — and  the  obvious  value  of  the 
new  Sanborn  Model  300  VISETTE. 

For  the  first  time  — in  "brief  case”  size  — 
is  everything  needed  to  take  a ’cardiogram 
of  full  clinical  accuracy.  This  remarkable 
new  transistorized  direct  writer  incorporates 
all  the  best  features  of  earlier  Sanborn  in- 
struments developed  over  the  past  33  years 
—plus  extremely  light  weight  (18  pounds) 
and  small  size  (12%"  x \0'A"  x 5 Vt")  made 
possible  by  original  design  and  modern 
electronic  components.  New  in  the  "300”, 

SANBORN  COMPANY 

175  WYMAN  STREET,  WALTHAM  54,  MASS. 

New  York  Branch  Office  1860  Broadway,  Circle  7-5794  and  7-5795 
Rochester  Branch  Office  830  Linden  Ave.,  Hillside  5-0528 
Schenectady  Branch  Office  61 1 Union  St.,  Franklin  7-8691 


too,  are  such  operating  advantages  as  frilly 
automatic,  "one  hand”  Instomatic  action; 
automatic  "push  button”  grounding;  even 
simpler  chart  loading;  and  interlock  switch 
to  prevent  closing  cover  with  power  on. 

The  doctor  with  the  active  cardiac 
practice  will  particularly  appreciate  these 
VISETTE  features;  but  wherever  this  mod- 
ern ECG  is  used,  "convenience”  will  be  the 
characteristic  by-word.  Ask  your  Sanborn 
Representative  for  full  VISETTE  informa- 
tion, and  a demonstration  in  your  office,  of 
this  modern,  moderately  priced  instrument. 

The  established  Sanborn  Model  51 
Viso-Cardiette  is  still  available  for  those 
who  prefer  a larger,  heavier  (34  lbs.)  instru- 
ment—$785,  delivered. 
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FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS— from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  involvement  can  be  effectively 
controlled  with 

WMMI 

many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 

MEPROLONE 


The  only  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  muscle  spasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ‘MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  'MEPROLONE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  'MEPROLONE'-i  supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
•MEPROLONE’-2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  I.  PA. 


•MEPROLONE'  is  a trademark  of  Merck  & Co.,  Inc, 
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EVEN  STUBBORN 
TRICHOMONIASIS  YIELDS  TO 

TRICOFURON 

“TWO  STEP”  TREATMENT 

You  can  assure  thorough  eradication  of 
trichomonads  as  well  as  rapid  relief  from  itching 
and  burning  with  this  combined  therapy: 


STEP 

Control  in  your  office— to  minimize 
patient  failures : Tricofuron  vaginal  powder 
(0.1%  Furoxone®,  brand  of  furazolidone, 
in  an  acidic  powder  base).  Applied 
by  the  physician  at  least  once 
a week,  except  during  menstruation. 


NEW  for  easy  insufflation: 
plastic  “ puffer " bottle  of  15  Gm., 
supplied  with  3 sanitary  disposable  tips. 
Also  available:  glass  bottle  of  30  Gm. 


JZ 

Continued  home  use  to  maintain  trichomona- 
cidal  action  : TRICOFURON  VAGINAL  SUPPOSITORIES 
(0.25%  Furoxone  in  a water-miscible  base). 


Employed  by  the  patient  each  morning 
and  night  the  first  week  and  each 
night  thereafter— through  one  cycle, 
including  the  important  menstrual  days. 

Box  of  12,  each  hermetically  sealed  in  green  foil. 


The  Antimicrobial  Nitrofwrans— Products  of  Eaton  Research 


EATON  LABORATORIES 


NORWICH,  NEW  YORK 
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coriibines  Meprobamate  (400  mg.): 

Widely  prescribed  tranquilizer-muscle  relaxant.  Effectiveness 
in  anxiety  and  tension  states  clinically  demonstrated  in  millions  of  patients. 
Meprobamate  acts  only  on  the  central  nervous  system.  Does  not  increase 
gastric  acid  secretion.  It  has  no  known  contraindications,  can  be  used 
over  long  periods  of  time.1-2'3 


with  Path i Ion  (25  mg.).- 

An  anticholinergic  noted  for  its  extremely  low  toxicity  and  high 
effectiveness  in  the  treatment  of  G.I.  tract  disorders.  In  a comparative 
evaluation  of  currently  employed  anticholinergic  drugs, 

Pathilon  ranked  high  in  clinical  results,  with  few  side  effects, 
minimal  complications,  and  few  recurrences.4 


Now ..  .with  PAT  HIBAM  AT  E . . .you  can  control  disorders  of  the 
digestive  tract  and  the  “eTnotioTial  overlay” so  often  associated  with 
their  origin  and  perpetuation . . . without  fear  of  barbiturate 
loginess,  hangover  or  addiction.  Among  the  conditions  which  have 
shown  dra77iatic  response  to  PATH  I BAM  ATE  therapy: 

DUODENAL  ULCER  • GASTRIC  ULCER  • INTESTINAL  COLIC 
SPASTIC  AND  IRRITABLE  COLON  • ILEITIS  • ESOPHAGEAL  SPASM 
ANXIETY  NEUROSIS  WITH  G.I.  SYMPTOMS  • GASTRIC  HYPERMOTILITY 


References : 1.  Borrus,  J.  C. : M.  Clin.  North  America, 

In  press,  1957.  2.  Gillette,  H.  E.:  Internal.  Rec.  Med.  & G.  P. 
Clin.  169:453,  1956.  3.  Pennington,  V.  M.:  J.A.M.A., 

In  press,  1957.  4.  Cayer,  D.:  Prolonged  Anticholinergic 
Therapy  of  Duodenal  Ulcer.  Am.  J.  Dig.  Dis.  1:301-309 
(July)  1956.  5.  McGlone,  F.  B.:  Personal  Communication  to 
Lederle  Laboratories.  6.  Texter,  E.  C.,  Jr.:  Personal 
Communication  to  Lederle  Laboratories.  7.  Bauer,  H.  G. 
and  McGavack,  T.  H.:  Personal  Communication 
to  Lederle  Laboratories. 

Supplied:  Bottles  of  100  and  1000 


• “I  find  it  easy  to  keep  patients  using  the  drug 
continuously  and  faithfully.  I feel  sure  this  is  due 
to  the  desirable  effect  of  the  tranquilizing  drug.”5 

• “The  results  in  several  people  who  were  pre- 
viously on  belladonna-phenobarbital  prepara- 
tions are  particularly  interesting.  Several  people 
volunteered  that  they  felt  a great  deal  better  on 
the  present  medication  and  noted  less  of  the 
loginess  associated  with  barbiturate  administra- 
tion.”6 

• PATH  1 BAMATE  ..  .“will  favorably  influence  a 
majority  of  subjects  suffering  from  various  forms 
of  gastrointestinal  neurosis  in  which  spasmodic 
manifestations  and  nervous  tension  are  major 
clinical  symptoms.”7 

• “In  the  patients  with  functional  disturbances  of 
the  colon  with  a high  emotional  overlay,  this  has 
been  to  date  a most  effective  drug.”5 


Administration  and  Dosage:  l tablet  three  times  a day 
at  mealtimes  and  2 tablets  at  bedtime.  Full 


information  on  PATHIBAMATE  available  on  request, 
or  see  your  local  Lederle  representative. 


S-t/jp  ; / /zz^,  ^/.  J.  of 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 


increases  cardiac  effi- 
ciency . . . may  arrest  the 
progress  of  vascular 
damage1 


improves  renal 
blood  flow 


improves  cerebral 
blood  flow2 


reserpine  raises  the 
threshold  of  emotional 
response  . . . stifles  neu- 
rogenic aggravation  of 
the  disease 


acting  in  concert3. . . to  control  the  entire 
syndrome  off  essential  hypertension 

Unitensen-R  combines  cryptenamine  and  reserpine  which  “act  in 
concert”  to  treat  the  hypertensive  patient  as  a whole.  When  given 
together  these  components  produce  a far  better  therapeutic  effect 
than  when  given  separately.  Successful  therapy  is  usually  maintained 
with  dosages  well  below  those  producing  side  effects. 


Each  gray-coated  Unitensen-R  tablet  contains: 


Cryptenamine  (tannates) 1.0  mg. 

Reserpine 0.1  mg. 

Dosage:  1 tablet  t.i.d. 


For  prescription  economy,  prescribe  in  50’s. 

To  serve  your  patients  today— call  your  pharmacist  for  any  addi- 
tional information  you  may  need  to  help  you  prescribe  Unitensen-R. 


UNITENSEN-ET 


1.  Finnerty,  F.  A.:  Am.  J.  Med.  17:  629,  1954.  2. 
McCall,  M.  L.;  Sass,  D.  K.;  Wagstaff,  C.,  and  Cut- 
ler, J.:  Obst.  & Gynec.  6:  297,  1955.  3.  Cohen,  B. 
M.;  Cross,  E.  B.,  and  Johnson,  W. : Am.  Pract.  & 
Digest  Treat.  6:  1030,  1955. 
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DECATUR,  ILLINOIS 


^ 

* Guaranteed  by  ^ 
Good  Housekeeping 

4P¥»HStO 


Filter  Queen  carries  the  seals  of  Good  Housekeeping  Magazine, 
Barents  Magazine,  Rice  Leaders  of  the  World,  Underwriters' 
Laboratories,  and  is  advertised  in  the  A.M.A.’s  “Today’s  Health.” 


PARENTS 

V.  MAGAZINE  . J 


Dust  Allergy 

'tA&  Atowtb 


Thanks  to  Filter  Queen's  remarkable  air  purifying  action,  patients  with 
dust  allergies  enjoy  fast  relief  right  in  their  own  homes.  Dust  allergic 
housewives  report  complete  freedom  from  dust  irritation,  even  during 
heavy  household  work.  Filter  Queen  is  an  entirely  different  kind  of 
appliance  that  utilizes  an  unique,  highly  effective  Sanitary  Filter  Cone  to 
obtain  protection  against  dust  and  dirt  in  the  home.  It  will  actually  col- 
lect matter  as  fine  as  smoke  and  return  clean  filtered  air  into  the  room ! 
Unbiased,  scientific  proof  of  Filter  Queen's  air  purifying  efficiency  is 
shown  by  a recent  report  from  the  Biological  Sciences  department  of 
an  eastern  university  which  states:  "The  Filter  Queen  cellulose 
Filter  Cone  removes  practically  all  dust  and  atmospheric  pollen."* 
A free  Filter  Queen  demonstration  will  gladly  be  arranged  at  your 
convenience.  Phone  your  local  Filter  Queen  Distributor  or  write 
Health-Mor,  Inc.,  203  N.  Wabash  Ave.,  Chicago  1,  III. 


♦Report  on  file  in  offices  of  Health-Mor,  Inc 


HOME  SANITATION  SYSTEM 

a product  of 

HEALTH-MOR, 

Chicago  1 , III 


INC. 


PROTAMIDE®  was  started  at  the  first  visit 


Rapid  relief  from  inflammatory  neuritis  — which  reduces  the 
cost  of  this  painful  disability  by  permitting  patients  to  resume 
work  quickly— is  described  by  Smith1,2  and  Lehrer  et  al.3  By 
starting  Protamide  in  the  first  week  of  symptoms,  96%  of 
313  patients  recovered  with  only  one  to  four  injections,  short- 
ening the  duration  of  disability  from  weeks  to  just  a few  days.3 

Protamide  is  a sterile  colloidal  tein  reaction  . . . virtually  painless 
solution  prepared  from  animal  on  administration  . . . supplied  in 
gastric  mucosa  . . . free  from  pro-  boxes  of  ten  1.3  cc.  ampuls. 

PROTAMIDE® 


Detroit  11,  Michigan 


1.  Smith,  R.T.:  M.  Clin.  North  America,  March  1957.  2.  Smith,  R.T.:  New  York  Med.  5:16,  1952. 
3.  Lehrer,  H.W.  et  al.:  Northwest  Med.  75:1249,  1955. 


kids  really  like... 


SQUIBB  IRON.  B COMPLEX  AND  B12  VITAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality — 
the  Priceless  Ingredient 


Each  teaspoonful  (5  cc.)  supplies: 

Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate  . . 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content:  12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 


'MIBMTON'®  IS  A SQUIBB  TAADIMAA^ 
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desserts  for 
: cardiac  patients? 

I 


i 

. > 

f 

certainly! 

If  they're  low  sodium 


"Junket"  rennet  desserts  are  excellent  for  the  cardiac 
patient  who  is  permitted  milk,  as  they  average  about 
62  mg.  per  ’/2-cup  serving  ...of  which  "Junket"  Rennet 
Powder  contributes  only  2.0  mg.(1)  The  balance  of 
about  60  mg.  sodium  per  serving  is  in  the  whole  milk 
from  which  "Junket"  rennet  desserts  are  made. 
They're  relatively  low  in  caloric  content  too  ...  128 
calories  for  an  average  '/2-cup 
serving  . . . and  high  in  nutri- 
tional value. 

Whenever  milk  is  permitted 
on  the  sodium  restricted  diet, 
refreshing,  delicately  flavored 
"Junket"  rennet  desserts  may 
be  safely  advocated. 

Il>  Based  on  average  of  7 flavors.  Analysis  of  sodium  con- 
tent made  by  Foster  D.  Snell,  Inc.,  New  York  City. 


'Junket"  Rennet  Powder 
2.0  mg.  per  serving 


RENNET  POWDER 


THE  MOUNT  SINAI 
HOSPITAL 

New  York  29,  New  York 

( POSTGRADUATE  COURSES  • 
IN  CLINICAL  MEDICINE 

given  in  affiliation  with 

( COLUMBIA  UNIVERSITY  | 

JULY  through  DECEMBER,  1957 

Part-time  Courses  of  Varying  Length 


1 Opening  Cates  1 

General  and  Special  Pathology September  21  | 

| Radiology  of  the  Chest September  30 

| Normal  and  Pathological  Physiology October  2 

| Differential  Diagnosis  in  Radiology 

of  the  Chest October  14 

j Clinical  Cardiology October  15 

Clinical  Hematology October  29 

Intensive  Courses  (daily) 

| Electrocardiography  October  14  I 

(10  days:  9-12)  I 

| Office  Management  of  Diseases  of 

1 Metabolism  November  1 1 

(2  days:  9-5:30)  ; 

| Psychiatry:  Recognition  and  Practical 

I Maiagement  of  Fsychiatric  Problems  for 

i the  Physician  and  Surgeon November  18 

(5  days:  9-5)  | 

Spatial  Vectorcardiography,  etc December  2 

(5Va  days:  9-3)  | 


Courses  for  Specialists 

| Rhinoplasty  and  Otoplasty July  13  (2  weeks,  full-time)  \ 


I Tians-meatal  (Endaural)  Surgery September  9 I 

(10  days:  1-6)  | 

j Clinical  Electroencephalography October  3 I 

| Clinical  Use  of  Radioactive  Isotopes October  7 

| Vocal  Rehabilitation October  31  | 

I Mobilization  of  Stapes November  4 I 

(15  days:  9-6)  | 


1 Surgery  of  the  Gastrointestinal  Tract November  4 1 

(20  days:  9-5)  | 

Courses  of  which  Dates  are  to  be  Arranged 

{ Use  of  Radioactive  Iodine  September  to  November,  1957:  ) 

repeated,  December,  1957  to  February,  1958  | 

j Radiotherapy  (a  full-time  six-month  or  twelve-month  course)  | 

For  application  forms  and  information,  address 
I THE  REGISTRAR 

1 FOR  POSTGRADUATE  MEDICAL  INSTRUCTION, 

1 THE  MOUNT  SINAI  HOSPITAL, 

I FIFTH  AVENUE  AT  ONE-HUNDREDTH  STREET, 

1 NEW  YORK  29.  N.  Y 


Makes  Fresh  Milk  into  Rennet  Desserts 

"Junket"  Rennet  Powder  — Vanilla,  Chocolate, 
Lemon,  Orange,  Raspberry,  Maple,  Strawberry. 


Acetazolamide  Lederle 


Dramatic  response  to  Diamox  in  resistant 
cases  of  petit  mal  has  been  described.1  Ad- 
ministered daily  to  78  patients  responding 
poorly  to  standard  medication,  Diamox 
achieved  these  results:  34  patients  were  free  of 
seizures  within  2 days,  33  others  experienced 
no  seizures  during  the  first  month,  and  1 1 had 
only  one  or  two  attacks  a month.  Only  two 
patients  failed  to  respond  to  therapy. 

A highly  versatile  drug,  Diamox  has  also  pro- 
duced gratifying  response  in  grand  mal2  and 
other  conditions  including  cardiac  edema, 
acute  glaucoma,  obesity,  premenstrual  tension 
and  toxemia  of  pregnancy.  Orally  adminis- 
tered, Diamox  is  well  tolerated,  and  even 
when  given  in  large  dosage  serious  side  effects 
are  rare. 

Supplied:  Scored  tablets  of  250  mg. 

1.  Golla,  F.  and  Hodge.  R.  S.:  Letters  to  the  Editor, 
Lancet  1:304  (Feb.  25)  1956. 

2.  Bergstrom.  W.  H.:  Carzoli,  R.  F.;  Lombroso,  C.; 
Davidson,  D.  T.;  and  Wallace,  W.  M.:  A.M.A.  Am. 
J.  Dis.  Child.  84:771  (Dec.)  1952. 

ICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 

*Reg  U.S.  Pot.  Off. 
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RESISTANCE  IS  LESS  OF  A PROBLEM 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


SENSITIVITY  OF  100  STRAINS  OF  HEMOLYTIC  STAPHYLOCOCCUS  AUREUS 
TO  CHLOROMYCETIN  AND  OTHER  IMPORTANT  ANTIBIOTIC  AGENTS* 


»This  graph  is  adapted  from  Kempe,  C.  H.:  California  A led . 84:242,  1956.  The  single 
bar  designated  as  "Antibiotics  F”  represents  three  widely  used,  chemically  related  agents 
grouped  together  by  the  investigator.  Strains  isolated  January-June,  1954.  Jfe 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic 
agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 

S0I3S 


f 


Novahistine* 


gives  greater  relief  than  antihistamines  alone 
...and  avoids  misuse  of  topical  agents 

Novahistine  taken  orally 

checks  excessive  irritant  secretions 

and  “unlocks"  the  closed-up  nose 

In  the  management  of  hay  fever  and  other  seasonal  allergies ...  as  well  as  the 
common  cold... the  distinctly  additive  action  of  a vasoconstrictor  (phenyl- 
ephrine HC1)  combined  with  an  antihistaminic  drug  (prophenpyridamine) 
produces  a higher  degree  of  relief  than  either  drug  given  alone. 

. . . eliminates  patient  misuse  of  nose  drops,  sprays  and  inhalants . . . avoids  the 
risk  of  rebound  congestion,  mucosal  damage,  and  ciliary  paralysis.  Novahistine 
will  not  cause  jitters  or  insomnia'. ..will  not  depress  the  appetite. 

Each  Novahistine  Tablet  or  teaspoonful  of  Elixir  provides  5.0  mg.  of  phenyl- 
ephrine HC1  and  12.5  mg.  of  prophenpyridamine  maleate.  For  more  potent 
nasal  decongestion,  Novahistine  Fortis  Capsules  provide  twice  the  amount 
of  phenylephrine. 

and,  when  headache  is  present. ..NOVAHISTINE  with  APC 

— each  capsule  contains: 

phenylephrine  10  mg.,  prophenpyridamine  12.5  mg., 
acetylsalicylic  acid  225  mg.  (314  gr.),  acetophenetidin 
150  mg.  (214  gr.),  and  caffeine  32  mg.  (14  gr.) 


Pitman-Moore  Company  » Division  of  Allied  Laboratories,  Inc.,  Indianapolis  6,  Indiana 
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A natural 

biochemical  treatment 
for  your  problem 
of  PRURITUS  ANI  - 


HYDROLAMINS' 

TOPICAL  AMINO  ACID  THERAPY 

Immediate  and  prolonged  relief  . . . Inherent  safety 


98%  Effective 1 and  Why — 

Recent  observations  on  the  pruritogenic 
effects  of  proteolytic  enzymes2  have  focused 
new  interest  on  the  value  of  proteins  and 
amino  acids  in  pruritus  ani. 

Using  selected  amino  acids — Hydrolamins 
— Bodkin  and  Ferguson1  obtained  relief  in 
98%  of  pruritus  ani  cases.  McGivney1 
states  that  practically  all  his  patients  have 
had  immediate  relief. 

Hydrolamins  offers  a protective  stainless 
biochemical  barrier  to  irritating  enzymes 
and  also  neutralizes  alkaline  irritants 
seeping  from  the  anal  canal. 

100%  Safe  and  Why  — 

Being  biochemical  in  character  and  having 
a pH  of  around  6,  Hydrolamins  harmo- 
nizes with  the  skin,  does  not — unlike  the 
"caines"  and  steroids  — tend  to  cause 
treatment  dermatitis  or  sensitization  — in 
a word  is  SAFE. 

Hydrolamins  is,  therefore,  indicated  in  the  topical  treatment  of — 

Pruritus  Ani  et  Vulvae  • Fissures  • Diaper  Rash  • Anal  Irritations  and 
Erythemas  • Pinworm  Pruritus  • Ileostomy  and  Colostomy  Irritations 


SUPPLIED:  1 oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company 


Chicago  14,  Illinois 
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1.  Bodkin,  L.  G..  and  Ferguson,  E.  A.,  Jr.:  Am.  J.  Digest.  Dis.  11:59  (Feb.)  1951.  2.  Arthur,  R.  P„  and  Shelley, 
W.  B.:  J.  Invest.  Derm.  25:341  (Nov.)  1955.  3.  McGivney,  J.:  Texas  J.  Med.  47.770  (Nov.)  1951. 


direct  action  against 
the  distressing 

symptoms  of 
bronchial 
asthma 


Luasmin 

Capsules  and  Enteric  Coated  Tablets 


Theophylline 
Sodium  Acetate 
0.2  Gm. 

Ephedrine 
Sulfate 
30  mg. 

Phenobarbital 
Sodium 
30  mg. 


► 

► 

► 


Increases  efficiency  of 
circulation  and  respiration 

Relaxes  bronchial  tree  and 
relieves  mucosal  congestion 

Provides  mild 
sedation 


An  established  formula,  Luasmin  sup- 
plies three  ingredients  which  provide  the 
practical  symptomatic  approach  in  the 
treatment  of  bronchial  asthma. 

Taken  before  bedtime,  a capsule  and  a 
tablet  usually  assure  a full  night’s  sleep. 
During  the  day,  Luasmin  capsules  bring 
prompt  relief. 


Samples  and  literature  on  request 

Brewer  & Company,  Inc. 

Worcester  8,  Massachusetts,  U.S.A. 
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CO-PYRONIL 

(Pyrrobutamine  Compound,  Lilly) 

—with  minimal  side-effects 


QUALITY  /RESEARCH  /INTEGRITY 


Each  Pulvule  ‘Co-Pyronil’ 
provides: 

‘Pyronil’  15  mg. 

(. Pyrrobutamine , Lilly) 

‘ Histadyl'  25  mg. 

(Thenylpyr amine,  Lilly) 
‘Clopane 

Hydrochloride'  12.5  mg. 

( Cyclopentamine 
Hydrochloride,  Lilly) 


This  is  the  season  when  we  all  yearn  for  escape  from  every- 
day life,  to  “commune  with  nature.”  But,  to  the  one  aller- 
gic to  pollen,  this  craving  is  usually  easier  to  endure  than 
the  penalty  of  exposure  to  pollen. 

Such  a patient  is  grateful  for  the  relief  and  protection 
provided  by  ‘Co-Pyronil.’  Frequently,  only  two  or  three 
pulvules  daily  afford  maximal  beneficial  effects. 

‘Co-Pyronil’  combines  the  complementary  actions  of  a 
rapid-acting  antihistaminic,  a long-acting  antihistaminic, 
and  a sympathomimetic. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

758021 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
cine. Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  386  Fourth  Avenue,  New 
York  16,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 
be  typed  double-spaced  with  adequate  margins. 
The  first  page  should  list  the  title,  the  name  of  the 
author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Pages  should  be  numbered  consecu- 
tively. Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quotations 
must  include  full  credit  to  both  author  and  source. 
Periodical  references  should  include  in  order: 
author’s  name  with  initials,  title,  periodical  abbre- 
viation, volume,  pages,  and  year.  References  should 
be  numbered  consecutively  in  the  order  in  which 
they  appear  in  the  text.  Drawings  and  charts 
should  always  be  made  in  black.  For  half  tones, 
glossy  photographs  should  be  submitted.  Illustra- 
tions should  be  numbered  consecutively  and  indi- 
cated in  the  text.  The  number,  indication  of  the 


top,  and  the  author’s  name  should  be  attached  to  the 
back  of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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Exposure  to  Radiation 


Currently,  the  dangers  of  radioactive  fallout 
from  nuclear  weapons  testing  seem  to  have 
overshadowed  the  other  possible  sources  of 
human  exposure  to  more  commonplace 
procedures.  In  a recent  issue  of  Health 
News,1  Dr.  Herman  E.  Hilleboe,  Commis- 
sioner, New  York  State  Department  of 
Health,  discusses  editorially  some  of  these 
problems  and  what  is  being  done  about  them. 
This  information  should  be  of  value  to  our 
membership,  and  we  therefore  reprint  his 
remarks. 

A new  formula  derived  by  the  National  Com- 
mittee on  Radiation  Protection  and  Measure- 
ment is  of  special  interest  to  those  of  us  in  the 
public  health  and  medical  professions.  This 
formula- — MPD  = 5(N-18)- — represents  the 
maximum  permissible  dose  a person  may  ac- 
quire in  his  lifetime  through  occupational  ex- 
posure to  radiation.  With  this  formula,  the 
permissible  accumulated  dose,  expressed  in 
rems  (roentgen  equivalent  in  man)  at  any  age, 
is  equal  to  five  times  the  number  of  years 
beyond  age  eighteen,  provided  no  annual  in- 
crement exceeds  15  rems.  For  instance,  if  a 
man  aged  twenty-seven  is  working  with  radia- 
tion, his  accumulated  dose  at  that  age  should 
not  exceed  45  rems. 

The  National  Committee  on  Radiation  Pro- 
tection and  Measurement  has  been  concerned 
with  the  biologic  effects  of  radiation,  particu- 
larly in  relation  to  genetics;  it  is  especially 
concerned  with  the  possible  shortening  of  sur- 
vival time  due  to  radiation  exposure  of  a large 
fraction  of  the  population.  The  studies  of  the 
Committee  have  an  important  influence  on  the 
decisions  reached  by  the  International  Com- 
mission on  Radiological  Protection  in  Geneva 
in  April,  1956.  These  decisions  have  resulted 
in  a general  lowering  of  the  recommended  per- 
missible amount  of  the  accumulated  dose  for 
occupational  radiation  exposures  as  expressed 
in  the  new  formula. 

The  Committee  also  states  that  the  radiation 


1 Health  News,  34:  3 (Mar.)  1957. 


exposures  resulting  from  necessary  medical  and 
dental  procedures  shall  be  assumed  to  have  no 
effect  on  a person’s  occupational  radiation 
tolerance  status.  However,  we  need  to  bear  in 
mind  that  this  assumption  is  made  under  the 
supposition  that  the  use  of  x-ray  procedures 
will  not  be  increased.  We,  in  medicine  and 
public  health,  must  be  vigilant  to  avoid  and 
curtail  indiscriminate  use  of  the  x-ray  proce- 
dure. 

An  important  statement  by  the  Committee 
deals  with  maximum  radiation  exposure  of  the 
population  as  a whole.  In  determining  per- 
missible dosage  for  the  whole  population,  it  is 
recommended  that  the  maximum  dose  to  the 
reproductive  cells  for  the  population  of  the 
United  States  as  a whole  from  all  sources  of 
radiation,  including  medical  and  other  man- 
made radiation  sources  and  background,  shall 
not  exceed  14  million  rems  per  million  popula- 
tion during  the  period  from  conception 
through  age  thirty. 

It  is  estimated  that  at  the  present  time  a 
population  of  a million  persons  is  exposed  dur- 
ing the  first  30  years  of  life  to  500,000  rems 
from  weapons  testing,  at  least  3,000,000  rems 
from  medical  and  dental  x-rays,  and  4,000,000 
from  background  radiation.  This  represents 
seven  and  a half  million  of  the  14  million  rems 
permissible  dosage  for  each  million  population. 
Using  this  determination  we  find  that  we  have 
a safety  factor  of  less  than  6,500,000  rems  per 
million  population. 

The  New  York  State  Department  of  Health 
has  been  studying  and  exploring  the  public  f 
health  aspects  of  radiation  hazards  in  the  en- 
vironment for  the  past  five  years.  It  has  done  | 
this  rather  intensively  because  the  protection 
of  the  public  against  dangerous  radiation  is  a 
problem  that  concerns  the  State  and  every 
local  health  department. 

Health  officers  comprise  just  one  group  of 
New  York  State  dealing  with  the  problem. 
There  are  others,  such  as  the  Labor  Depart- 
ment, the  Atomic  Energy  Commission,  the  | 
Radiological  Society  of  the  State  of  New  York, 
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and  our  large  universities  and  medical  centers 
which  are  studying,  among  other  things, 
methods  of  recording  radiation  delivered  to  the 
general  population. 

Those  of  us  who  have  the  responsibility  of 
preventing  ionizing  radiation  in  the  environ- 
ment from  reaching  a level  that  threatens  the 


health  and  life  of  our  citizens  must  keep  in- 
formed of  the  opinion  of  the  experts  and  follow 
their  recommendations.  We  will  inform  pro- 
fessional groups  and  the  public  of  all  the  factors 
involved  as  they  become  known  to  us.  An  en- 
lightened public  and  its  leaders  can  then  take 
whatever  steps  are  necessary. 


Dr.  James  Peter  Warbasse 


At  the  ripe  old  age  of  ninety,  Dr.  James 
Peter  Warbasse  died  on  February  22,  1957. 
In  1906,  then  a resident  of  Brooklyn,  he  was 
nominated  by  a “Committee  on  Securing  an 
Editor  for  the  State  Journal”  composed  of 
Drs.  A.  Vander  Veer,  Parker  Syms,  and  E. 
Elliot  Harris,  and  was  appointed,  taking 
office  in  March,  1906.  Actually,  although 
the  Journal  was  founded  in  1901,  Dr.  F.  H. 
Wiggin  as  managing  editor  and  Dr.  James 
H.  Burtinshaw  as  “literary  editor”  carried 
on  the  publication  for  the  New  York  State 
Medical  Association  under  a five  man  Pub- 
lication Committee.1  For  some  reason  not 
now  known  it  was  specified  that  “neither 
editor’s  name  shall  appear  in  the  Journal.” 
In  consequence,  Dr.  James  Peter  Warbasse 
is  the  first  name  to  appear  as  editor  on  the 
.Journal’s  masthead  following  the  consoli- 
dation of  the  two  societies  in  1906  during  the 
presidency  of  Dr.  Joseph  D.  Bryant.  In  an 
editorial  in  the  March,  1906  issue  of  the 
Journal,  Dr.  Warbasse  wrote  “with  this 
number,  the  New  York  State  Journal  of 
Medicine  enters  the  field  of  medical  journal- 
ism under  new  conditions  and  with  new 
aims.”  The  new  conditions  were  the  com- 
pleted reorganization  of  the  Society;  the 
new  aims  are  expressed  in  his  own  words: 
“This  Journal  will  be  devoted  to  what  we 
regard  as  the  best  interests  of  medicine.  It 
will  present  original  articles  which  are  the 
products  of  original  investigation  and 
thought  ...  Its  editorial  columns  will  be 
devoted,  not  to  controversy,  but  to  the 

1 Redway,  L.  D. : New  York  State  J.  Med.  51 : 55  (Jan.  1) 

1951. 


fostering  of  the  high  ideals  which  we  know 
to  be  so  dear  to  the  heart  of  our  profession.  . . 
Every  medical  community  freely  brings  its 
knowledge  and  the  products  of  its  experience 
and  adds  them  to  the  common  store,  dedi- 
cated to  the  service  of  humanity.  Out  of 
this  has  grown  medical  journalism.  . .,  a 
fair  medium  of  communication  between 
earnest  workers  in  this  great  field.”2 

In  the  same  issue  Dr.  Warbasse  an- 
nounced the  “serial  publication  of  the  His- 
tory of  the  Medical  Society  of  the  State  of 
New  York  by  James  J.  Walsh,  M.D.,  Ph.D.” 
Dr.  Warbasse  at  the  inception  of  his  editor- 
ship took  the  Journal  out  of  the  old  morass 
of  medical  controversy  and  bickering  and  put 
it  on  a sound  scientific  basis  where  successive 
editors  have  attempted  to  keep  it  ever 
since.  His  appreciation  of  the  value  of  the 
medical  history  of  the  State  has  been  an  in- 
spiration to  his  successors  to  continue  pub- 
lication of  historical  material  and  to  interest 
the  membership  of  the  Society  in  such  re- 
search and  writing. 

Dr.  Warbasse  continued  as  editor  until 
December  8,  1908,  when  he  resigned  as 
noted  in  the  February,  1909,  issue  of  the 
Journal  to  become  special  editor  of  the 
American  Journal  of  Surgery.  Other  high- 
lights of  his  career  as  noted  previously:* 
Graduated  from  College  of  Physicians  and 
Surgeons,  Medical  Department  of  Columbia 
College,  New  York  City,  1889;  later  did 
graduate  work  in  surgery  in  this  country  and 


2 Warbasse.  J.  P.:  ibid.  6:  130  (Mar.)  1906. 
a Deaths:  J.A.M.A.  164:  785  (June  15)  1957. 
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abroad;  began  practicing  in  Brooklyn, 
serving  an  internship  at  the  Methodist 
Hospital,  where  he  is  said  to  have  set  up  the 
first  laboratory  of  surgical  pathology  and 
bacteriology  in  America  in  1892,  and  where 
he  was  attending  surgeon  until  1909;  served 
as  attending  surgeon  at  the  German  Hospital 
in  Brooklyn ; veteran  of  the  Spanish- Ameri- 
can War;  in  1903  won  the  ‘ ‘Governors  Cup” 
as  the  best  marksman  in  the  New  York 
State  National  Guard;  past-president  of  the 
Brooklyn  Surgical  Society,  Brooklyn  Patho- 
logical Society,  and  Associated  Physicians 
of  Long  Island ; an  associate  member  of  the 
American  Medical  Association  and  in  1912 
member  of  its  House  of  Delegates;  member 
of  the  American  Association  for  the  Advance- 
ment of  Science  and  the  American  Socio- 
logical Society;  fellow  of  the  American 


College  of  Surgeons;  lectured  on  medical 
economics  at  the  Long  Island  College  of 
Medicine  in  Brooklyn ; served  as  chief  of  the 
Bureau  of  Physical  Examinations,  New  York 
City  Civil  Service  Commission;  director  and 
for  many  years  president  of  the  Cooperative 
League  of  the  United  States,  of  which  he 
was  founder;  presided  at  the  biennial  con- 
gresses of  the  Cooperative  League  for  twenty- 
five  years  and  attended  as  a delegate  all  the 
congresses  of  the  International  Cooperative 
Alliance  between  1913  and  1937 ; served  on 
the  Consumers  Board  in  the  National  Re- 
covery Administration  under  President  Roo- 
sevelt during  1932  and  1933;  author  of 
“The  Doctor  and  the  Public,”  “Surgical 
Treatment,”  “The  Conquest  of  Disease,” 
“Medical  Sociology,”  “Cooperative  Democ- 
racy,” and  others. 
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Metamucil  does  both! 


Metamucil  does  both:  produces  soft,  easy  stools 
and  stimulates  normal  peristalsis.  Metamucil 
is  effective  in  both  the  atonic  and  spastic  types 
of  constipation.  "Smoothage”  management 
of  these  conditions  thus  is  accomplished  without 
the  use  of  laxatives. 


METAMUCIL 

Psyllium  hydrophilic  mucilloid  with  dextrose 
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NEW  INTRAMUSCULAR  IRON  PROVIDES 
PRECISION  THERAPY,  PROMPT  RESPONSE 


imferon,®  the  new  intramuscular  iron-dextran 
complex,  was  introduced  to  American  hematol- 
ogists at  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology  held 
in  Boston,  August  27  to  September  1,  1956. 
Recent  experience  from  over  6 million  injec- 
tions has  shown  that  this  iron  preparation  is 
easy  to  administer,  notably  free  from  toxic  ef- 
fects, quickly  absorbed  and  productive  of  rapid 
hematologic  and  clinical  improvement.  It  has 
been  termed  “...the  only  therapeutically  effec- 
tive iron  preparation  for  intramuscular  use 

IMFERON  meets  the  need  for  a safe,  effective 
agent  when  parenteral  iron  is  preferable  for 
patients  with  iron  deficiency  anemia  who  are 
resistant  or  intolerant  to  oral  iron,  those  with 
depleted  iron  reserves  and  those  who  require 
rapid  restoration  of  hemoglobin,  e.g.  last  tri- 
mester of  pregnancy. 

Previous  parenteral  iron  preparations  were 
unsatisfactory  because  of  toxicity,  pain  on 
injection,  or  because  they  contained  insufficient 
iron.  IMFERON  contains  the  equivalent  of  5 
per  cent  elemental  iron.  It  is  more  stable  than 
iron  saccharate  both  in  vitro  and  in  vivo  and 
does  not  precipitate  in  plasma  over  a wide  pH 
range.  It  is  isotonic  with  tissue  fluids  and  has 
a pH  of  5.2  to  6.01  Utilization  for  hemoglobin 
formation  is  almost  quantitative. 

Precision  Therapy  with  IMFERON:  Before  treating 
a patient  with  IMFERON,  total  iron  requirement 
is  calculated  by  formula  or  determined  from  a 
convenient  dosage  chart.  Then  appropriate 
amounts  of  IMFERON  are  injected  daily  or 
every  other  day,  until  the  total  calculated 
required  amount  is  given. 

Iron  Deficiency  Anemia  of  Infancy:  IMFERON  pro- 
vides a convenient  safe  means  for  restoring 
hemoglobin  levels  and  iron  reserves  in  anemic 
infants.  Excellent  results  were  obtained  by 
Gaisford  and  Jennison2  with  IMFERON  in  100 
iron-deficient  infants.  From  a pretreatment 
average  of  54.5  per  cent,  hemoglobin  levels 
rose  to  87  per  cent  10  weeks  after  the  start 
of  therapy. 

References:  (1)  Brown,  E.  B.,  and  Moore,  C.  V.,  in 
Tocantins,  L.  M.:  Progress  in  Hematology,  New  York, 
Grune  8s  Stratton,  Inc.,  1956,  vol.  I,  p.  25.  (2)  Gais- 
ford, W.,  and  Jennison,  R.  F. : Brit.  M.  J.  2:700  (Sept. 
17)  1955.  (3)  Wallerstein,  R.  O.:  J.  Pediat.  49:173, 
1956.  (4)  Sturgeon,  P.:  Pediatrics  18:267,  1956. 
(5)  Jennison,  R.  F.,  and  Ellis,  H.  R.:  Lancet  2:1245 
(Dec.  18)  1954.  (6)  Scott,  J.  M.,  and  Govan,  A.  D.  T.: 
Brit.  M.  J.  2:1257  (Nov.  27)  1954.  (7)  Grunberg,  A., 


Clinical  improvement  paralleled  this  response. 
Premature  infants  and  surgical  cases  were 
similarly  benefited.  IMFERON  gave  “...all  the 
advantages  of  transfusion  or  intravenous  ther- 
apy without  the  disadvantages.”2  There  were 
no  side  effects  in  any  of  the  infants  treated. 
Wallerstein3  confirmed  these  results,  furnishing 
evidence  that  IMFERON  is  well  absorbed  and 
appears  in  the  bone  marrow  12  to  24  hours 
after  injection.  Results  are  equal  to  those  with 
intravenous  saccharated  iron  oxide  without  the 
unpleasant  side  effects.  Sturgeon1  showed  that 
the  first  year’s  iron  requirements  in  infancy  can 
be  supplied  with  three  injections  of  IMFERON. 
Iron  Deficiency  Anemia  of  Pregnancy:  Nausea  pre- 
cludes oral  iron  therapy  in  many  anemic  preg- 
nant women.  In  those  with  severe  anemia  who 
are  first  seen  late  in  pregnancy,  prompt 
hemoglobin  regeneration  is  unobtainable  with 
oral  iron,  imferon  produced  prompt  hemo- 
globin responses  in  anemia  of  pregnancy,6'9  the 
results  being  similar  to  those  obtained  with 
intravenous  saccharated  iron  oxide.  Side  effects 
were  virtually  absent  with  imferon.6,9 
Resistant  Hypochromic  Anemia:  Patients  who  do 
not  respond  to  oral  iron,  those  who  cannot  take 
oral  iron  and  those  with  gastrointestinal  pathol- 
ogy respond  well  to  injections  of  IMFERON.7'11 
While  oral  iron  is  of  little  value  in  treating 
the  anemia  of  rheumatoid  arthritis,  IMFERON  is 
“...as  beneficial  as  intravenous  iron  and  easier 
to  administer.”8 

Present  Studies:  Published  reports  and  recent 
findings  of  clinical  investigators  confirm  the 
effectiveness  and  safety  of  IMFERON  for  hemo- 
globin regeneration  and  creation  of  iron  stores. 
More  than  70  studies  are  now  being  completed 
in  the  United  States.  Reports  stress  prompt 
hemoglobin  response,  ease  of  administration 
and  freedom  from  side  effects.  Clinicians  desir- 
ing additional  information  should  request 
Brochure  No.  NDA  17,  imferon,  Lakeside 
Laboratories,  Inc.,  Milwaukee  1,  Wisconsin. 


and  Blair,  J.  L.:  A.M.A.  Arch.  Int.  Med.  96:731, 

1955.  (8)  Millard,  J.  B.,  and  Barber,  H.  S.:  Ann. 
Rheumat.  Dis.  15:51,  1956.  (9)  Baird,  1.  M„  and 
Podmore,  D.  A.:  Lancet  2:942  (Nov.  6)  1954. 

(10)  Cappell,  D.  F.;  Hutchinson,  H.  E.;  Hendry,  E.  B., 
and  Conway,  H.:  Brit.  M.  J.  2:1255  (Nov.  27)  1954. 

(11)  Stevens,  A.  R. : A.M.A.  Arch.  Int.  Med.  96:550 

1956. 

IMFERON®  IS  DISTRIBUTED  BY  LAKESIDE  LABORATORIES,  INC.,  UNDER 
LICENSE  FROM  BENGER  LABORATORIES,  LIMITED.  AVAILABLE  IN  2-CC. 
AND  5-CC.  AMPULS  THROUGH  TOUR  REGULAR  SUPPLIERS. 
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Health  Physics  on  the  USS  Nautilus 

COMMANDER  RICHARD  F.  DOBBINS,  (mc)  U.S.N.,  NEW  LONDON,  CONNECTICUT 
( Medical  Officer,  USS  Nautilus  SSN  571 , from  the  Atlantic  Fleet  Submarine  Base) 


rHE  title  of  ray  talk  today  is  “Health  Physics 
on  the  USS  Nautilus.”  I hope  to  give  you 
bird’s-eye  view  of  our  work  aboard.  Under- 
tandably,  for  security  reasons  I cannot  delve 
ito  certain  details  of  our  radiation  monitoring 
nd  control  program  aboard  the  Nautilus. 
Shortly  before  the  end  of  the  nineteenth  cen- 
ury  the  discoveries  of  Roentgen,  Becquerel, 
nd  the  Curies  of  the  phenomenon  of  natural 
idioactivity  opened  new  vistas  and  presented 
unique  challenge  to  scientists  throughout  the 
•orld. 

Unfortunately,  in  the  work  leading  to  and  for 
long  time  after  the  discovery  of  natural  and 
rtificial  radioactivity,  partly  through  ignorance 
nd  partly  through  accident,  overexposures  to 
lese  biologically  ionizing  radiations  were  en- 
ountered,  leading  to  injuries  which  ranged 
"om  minor  skin  lesions  to  blood  dyscrasias, 
lalignant  bone  tumors,  and  even  death.  From 
i series  of  these  untimely  accidents  the  gross 
iologic  effects  of  exposure  to  radiation  became 
nown.  It  was  not  until  the  period  following 
forld  War  I,  however,  that  any  concerted 
ational  and  international  efforts  were  made  to 
tudy  these  gross  effects  and  to  recommend  suit- 
ble  safety  measures. 

In  the  1930’s  generally  accepted  levels  of 
laximum  permissible  exposures  to  x-rays  and 
ther  ionizing  radiations  led  to  a sharp  decline  in 
idiation  overexposure  injury.  This  decline 
! as  so  marked,  in  fact,  that  in  the  past  two  de- 
j ades  this  type  of  accident  has  become  virtually 
onexistent  in  spite  of  steadily  increasing  levels 
f radioactive  flux  commonly  dealt  with  in  re- 
3arch  and  therapy  during  this  same  period. 

1 Presented  at  the  Sesquicentennial  Convention  of  the  Medi- 
d Society  of  the  State  of  New  York,  New  York  City,  General 
lession,  February  18,  1957. 


Of  at  least  equal  importance  has  been  the  work 
of  the  comparatively  new  group  of  scientists 
and  allied  workers  known  as  “health  physicists.” 
Health  physics  is  a branch  of  science  born  of 
necessity.  It  deals  with  the  development  of 
methods  for  the  protection  of  personnel  and  the 
measurement  of  radiation  intensities  and  de- 
grees of  exposure.  It  also  touches  on  the  effects 
of  various  types  of  radiation  on  the  living  or- 
ganism. 

Generally  speaking,  whenever  a radiation 
overexposure  is  discovered  through  its  biologic 
effects,  serious  tissue  damage,  for  which  we  as 
yet  have  no  specific  or  even  satisfactory  therapy, 
already  exists.  The  predominant  biologic  effects 
of  radiation  overexposure  are  (1)  leukopenia, 
(2)  epilation,  (3)  sterility,  (4)  mutations,  (5) 
carcinomas,  (6)  bone  necrosis,  and  (7)  cataracts, 
primarily  from  neutrons. 

Except  in  the  case  of  a massive  radiation 
dose  these  biologic  effects  may  be  delayed  in 
manifesting  themselves  for  a period  from  several 
days  to  as  long  as  twenty  years,  depending  on 
the  dose  rate  of  the  exposure,  the  type  of  radia- 
tion to  which  the  individual  was  exposed,  and 
the  tissue  involved  in  the  exposure.  In  view  of 
the  complexity  and  present  lack  of  information 
regarding  all  aspects  of  dose  measurement  and 
its  proportionality  to  biologic  damage  produced, 
we  have  no  specific,  unit  of  measurement  today 
which  would  satisfactorily  correlate  a given  dose 
and  its  biologic  effect. 

Terms  of  dose  measurement  in  common  usage 
today  include  the  “roentgen”  (r),  which  is 
that  quantity  of  x or  gamma  radiation  which 
will  produce,  as  a result  of  ionization,  one  elec- 
trostatic unit  of  electricity  in  1 cc.  of  dry  air 
at  standard  conditions.  This  amounts  to  an 
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energy  absorption  of  83  ergs  per  Gm.  of  air. 
The  roentgen  is  also  equivalent  to  the  energy 
absorption  of  93  ergs  per  Gm.  of  soft  tissue. 

Since  ionization  and  biologic  damage  also  may 
be  produced  by  other  than  x or  gamma  radiation, 
the  following  units  have  been  devised  to  cover 
other  forms  of  radiation  dosage.  The  “roentgen 
equivalent  physical”  (rep)  is  that  dose  of  any 
ionizing  radiation  which  will  result  in  the  absorp- 
tion of  energy  equal  to  93  ergs  per  Gm.  of  tissue 
in  tissues  of  any  kind.  Thus,  for  soft  tissue  1 
REP  is  equal  to  1 r,  since  both  produce  energy 
absorption  of  93  ergs  per  Gm.  In  bone,  how- 
ever, 1 rep  would  be  less  than  1 r since  the  ab- 
sorption of  energy  from  x or  gamma  radiation 
is  much  higher  in  bone  than  93  ergs  per  Gm. 

Since  the  biologic  effects  of  various  ionizing 
radiations  differ,  the  “roentgen  equivalent  man” 
(rem)  has  been  devised  to  define  that  dose  of 
any  radiation  which  will  produce  in  man  the 
same  biologic  damage  as  that  resulting  from  the 
absorption  of  1 r of  x or  gamma  radiation. 

Extensive  studies  have  been  made  of  the 
“relative  biologic  effectiveness”  (rbe)  of  the 
ionization  produced  in  tissues  by  the  various 
types  of  radiation  compared  to  an  equal  amount 
of  ionization  produced  by  gamma  radiation. 
These  studies  resulted  in  assigning  different  rbe 
values  to  the  various  types  of  radiation. 

At  present  the  usually  accepted  rbe  for  various 
radiations  are  as  follows:  gamma  1,  x-rays 

(0.1  to  3.0  millielectron  volts)  1,  beta  1,  protons 
10,  alpha  particles  20,  and  fast  neutrons  10. 

Biologically,  we  are  concerned  with  two  types 
of  exposure  in  dealing  with  radiation,  external 
exposure  and  internal  exposure.  External  ex- 
posure is  exposure  of  the  body  to  a radioactive 
source  outside  the  body.  Internal  exposure 
results  from  the  inhalation  or  ingestion,  acci- 
dentally or  therapeutically,  of  radioactive  iso- 
topes. 

The  biologic  effects  produced  in  any  external 
exposure  will  vary  with  the  part  of  the  body 
exposed,  the  duration  of  exposure,  and  the  type 
of  radiation.  Individual  differences  exist  in 
susceptibility  to  radiation  injury,  just  as  these 
same  differences  exist  in  susceptibility  to  dis- 
ease. Differences  in  sensitivity  of  the  various 
tissues  of  the  body  to  radiation  injury  are  also 
well  established. 

Muscles,  heart  tissue,  and  tissue  of  the  cen- 
tral nervous  system  appear  to  be  the  least  sen- 
sitive, while  the  hematopoietic  system,  lymphoid 


tissue,  and  tissue  of  the  reproductive  system  j 
appear  to  be  the  most  sensitive.  Quite  ob- 
viously, irradiation  of  a vital  organ  is  far  more 
serious  than  irradiation  of  fingers  or  toes. 

The  ionization  produced  by  external  exposure 
lasts  only  as  long  as  the  exposure.  When  the 
exposure  ceases,  the  ionization  ceases.  Pro- 
tection from  external  exposure  is  quite  simple  j 
and  is  based  on  three  main  principles:  (1) 
shielding,  (2)  time,  and  (3)  distance. 

The  interposing  of  shields  of  various  types 
which  absorb  radiation,  such  as  steel,  lead, 
concrete,  water,  polyethylene  and  the  like,  is 
common  practice  in  health  physics.  The  limit- 
ing of  time  of  exposure  to  radioactive  sources  is 
another  common  practice.  Since  radiation  in-  ! 
tensity  decreases  as  the  square  of  the  distance 
from  the  source,  obviously  the  further  away 
one  stays  from  radiation,  the  less  the  dose  he 
will  receive. 

Internal  radiation  exposure  may  be  encoun- 
tered through  breathing  contaminated  air, 
eating  or  drinking  contaminated  foods  or  liq- 
uids, or  even  through  contamination  of  an 
open  wound.  The  relative  seriousness  of  any 
internal  exposure  may  vary,  depending  on 
several  factors,  such  as  (1)  the  amount  of  ma- 
terial taken  into  the  body,  (2)  the  type  of  radia- 
tion, its  energy,  and  its  half-life,  (3)  the  size  of 
the  particles,  (4)  the  biologic  half-life  of  the 
ingested  material,  and  (5)  the  radiosensitivity 
of  the  tissues  involved.  Internal  radiation 
exposures,  because  of  their  potentially  greater 
seriousness,  are  guarded  against  more  carefully  j 
than  external  exposures. 

The  main  forms  of  protection  are  careful  selec- 
tion of  personnel  and  thorough  indoctrination  of  i 
all  personnel  on  the  dangers  of  such  exposure 
because  in  this  regard,  as  in  all  industrial  medi- 
cine, prevention  or  prophylaxis  is  the  best 
treatment.  This  includes  the  wearing  of  pro- 
tective apparel,  such  as  cotton,  nylon,  or  plastic 
coveralls,  a suitable  head  covering,  gloves  and 
booties,  and  more  particularly,  a filter  type 
face  mask.  This  same  gear  is  used  as  protec- , 
tion  against  both  external  and  internal  exposure. 
Other  considerations  regarding  internal  exposure  j 
and  its  prevention  are  the  rapid  discovery  of 
contamination  wherever  it  exists,  the  isolation 
of  such  contamination,  and  an  equally  rapid 
decontamination  of  the  area,  tool,  gear,  or  what-  1 1 
ever  is  involved. 

The  National  Committee  for  Radiation  Pro-: 
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action  has  set  definite  figures  as  maximum  per- 
missible levels  of  exposure  to  ionizing  radiations, 
■'’or  external  exposure  a dose  of  3.9  rem  coin- 
pined  from  beta,  gamma,  and  neutron  exposures 
is  the  maximum  permissible  exposure  for  a 
hirteen-week  period.  This  of  course  assumes 
hat  no  internal  exposure  is  concurrent.  When 
Internal  exposure  is  concurrent,  a combination 
>f  internal  and  external  exposure  cannot  exceed 
.his  3.9  rem. 

Now  let  us  examine  USS  Nautilus.  Nautilus 
s powered  by  a water-moderated,  water-cooled, 
iressurized,  nuclear  reactor.  The  power  is 
lerived  from  the  fission  of  uranium  atoms  by 
peutron  bombardment.  The  splitting  of  an 
Jitom  liberates  a tremendous  amount  of  energy 
n the  form  of  heat.  The  reactor  gives  up  heat 
o the  primary  coolant  water,  which  then  is 
orced  through  a heat  exchanger  where  it  gives 
ip  heat  to  form  steam  on  the  shell  or  secondary 
ide  of  the  boiler.  The  primary  coolant  is  then 
lumped  back  into  the  reactor  where  it  is  again 
leated.  The  primary  coolant  water  is  kept 
mder  high  pressure  to  ensure  that  boiling  will 
lot  take  place  in  the  reactor,  thereby  causing  a 
i upturn  or  “burn  out”  of  a portion  of  the  core 
vith  release  of  highly  radioactive  fission  frag- 
nents. 

: The  secondary  system  is  the  steam  system. 

: t is  completely  isolated  from  the  primary  sys- 
tem. Steam  rises  from  the  boiler  to  the  steam 
lrum  where  the  water  carryover  is  separated 
rom  the  steam.  The  dry,  saturated  steam  then 
lows  back  to  the  engine  room  where  it  drives 
he  main  propulsion  turbines  and  auxiliary 
. .urbogenerator  sets. 

11  The  primary  water  passes  through  the  re- 
£iictor  to  pick  up  heat.  In  its  passage  through 
' ;he  reactor  it  is  exposed  to  neutron  bombard- 

I nent  and  becomes  radioactive.  It  carries  with 
h t certain  products  of  corrosion  which  normally 
■t  accumulate  in  any  liquid  flowing  through  any 

• netal  piping  system.  These  corrosion  products 
,p  also  are  subject  to  neutron  bombardment  and 
■ lecome  radioactive.  Now  we  have  a radioactive 

iquid  containing  radioactive  gases,  since  all 

* iquids  contain  some  dissolved  gas,  and  radio- 

II  ictive  corrosion  products  flowing  through  a 
"■  piping  system.  If  this  piping  system  were  to 

develop  a leak  in  the  tubes  going  through  the 
'■  toiler,  we  could  get  radioactivity  into  the  second- 
dry  water  system,  which  under  normal  circum- 
stances is  an  entirely  distinct  system  and  has 


no  interconnection  with  the  primary  system. 

In  any  event,  in  the  confined  quarters  and 
rebreathable  atmosphere  of  a submarine,  any 
release  of  radioactivity  would  present  a problem. 
For  these  reasons  we  have  built-in  protection  inas- 
much as  our  primary  system  is  shielded  from 
most  of  our  secondary  system  by  lead  to  absorb 
gamma  radiation  and  by  polyethylene  to  absorb 
neutrons. 

The  health  physics  program  on  the  Nautilus 
begins  with  the  physical  examination  of  all 
candidates  for  duty  on  this  nuclear-powered 
vessel.  Essentially  they  are  healthy,  young 
males  physically  qualified  in  all  respects  for 
military  service.  The  Submarine  Force  then 
exacts  a more  demanding  characteristic  in  that 
these  people  must  be  phlegmatic  individuals 
with  no  tendencies  to  neuropsychiatric  disorders, 
particularly  claustrophobia. 

From  the  standpoint  of  their  duty  involving 
work  with  radioactive  sources,  they  are  screened 
by  their  baseline  blood  studies  and  other  physical 
examinations  and  may  be  disqualified  for  any 
of  the  following  reasons: 

1.  Total  white  blood  cells  below  4,000  or 
above  12,000. 

2.  Persistently  abnormal  leukocyte  differen- 
tial counts. 

3.  Total  red  blood  cells  below  3,500,000  or 
above  6,500,000. 

4.  The  presence  of  plutonium,  uranium, 
or  radioactive  rare  earths  in  urinalyses. 

5.  The  presence  of  more  than  5 X 10 13 
curies  per  L.  in  expired  breath  samples. 

6.  Any  evidence  of  previous  radiation  injury. 

7.  Any  exposed  or  open  wounds.  This  is 
mainly  for  people  handling  radioactive  materials 
which  are  not  hermetically  sealed. 

When  the  men  are  physically  acceptable  and 
report  aboard  for  duty,  they  are  given  lectures 
on  health  physics,  the  use  of  various  types  of 
radiation  monitoring  and  survey  equipment, 
and  the  recognition  of  radioactive  contamina- 
tion and  means  for  decontamination.  They 
are  supervised  by  the  ship's  health  physicists, 
the  Medical  Department  personnel,  with  regard 
to  the  possible  release  or  spread  of  radioactive 
contamination  in  their  jobs  on  board. 

For  personnel  protection  aside  from  the 
shielding,  we  have  established  routines  for  sam- 
pling of  the  primary  water  to  keep  a check  on 
its  radioactivity  and  on  its  radioactive  corrosion 
products.  Routine  radiation  surveys  of  the 
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ship  are  made  with  portable  radiation  detection 
apparatus.  These  portable  survey  meters  sup- 
plement a built-in  electronic  detection  system 
which  constantly  monitors  the  atmosphere  of 
our  ship  in  various  locations.  We  also  use  the 
portable  gear  to  take  spot  checks  of  the  atmos- 
phere. 

For  more  intimate  personnel  protection  we 
conduct  a photodosimetry  program  on  board. 
In  addition,  the  personnel  wear  direct-reading 
pocket  dosimeters  when  we  know  they  will  be 
exposed  to  radiation,  as  in  overhaul,  maintenance, 
and  upkeep  of  the  primary  system.  Each 
officer  and  man  aboard  wears  a film  badge  at 
all  times  when  the  reactor  is  operating.  This 
film  records  a cumulative  dose  exposure.  We 
have  facilities  aboard  for  developing  and  reading 
these  films,  so  that  we  have  constant  knowledge 
of  the  amount  of  ionizing  radiation  to  which 
each  person  aboard  has  been  exposed. 

Our  secondary  water  system  is  likewise  kept 
under  routine  surveillance  to  check  for  possible 
leaks  of  primary  system  water  into  the  secondary 
system.  With  all  our  instrumentation  it  is 
even  possible  for  us  to  detect  the  presence  or 
absence  of  radium-illuminated  wrist  watches 
on  board. 

Items  of  protective  clothing  are  worn  by  all 
personnel  involved  in  any  work  during  which 
there  will  be  a possibility  of  contamination. 
All  personnel  so  engaged  are  monitored  after 
completion  of  such  work.  Their  clothing, 
tools,  and  bodies  are  checked  for  any  possible 
contamination.  Decontamination  stations  are 
provided  in  the  event  any  contamination  is 
discovered. 

Simple  smear  technic  using  small  disks  of 
filter  paper  rubbed  over  a few  square  inches  of 
surface  at  any  spot  in  the  submarine  helps  us 
to  keep  check  on  any  potential  surface  contamina- 
tion in  the  boat.  The  paper  disks  are  placed 
under  a Geiger-Mueller  tube  for  detection  of 
radiation. 

Everything  on  Nautilus — the  air  we  breathe, 
the  food  we  eat,  the  water  we  drink  or  bathe  in, 
the  clothes  we  wear,  the  tools  we  work  with, 
and  most  important  the  home  we  live  in- — can 
be  and  is  monitored  for  radioactivity  for  the 
purpose  of  preventing  radiation  injury. 

How  well  this  job  has  been  done  in  the  two 
years  of  successful  operation  of  the  Nautilus 
on  its  original  uranium  core  can  be  summarized 
in  a few  short  sentences.  In  the  entire  history 


of  the  Nautilus  there  has  never  been  a case  of 
exposure  to  radiation  in  excess  of  the  permissible 
weekly  dose  of  300  millirems  (mrem).  As  a 
matter  of  fact,  the  average  annual  dose  of 
radiation  exposure  received  by  personnel  of 
the  Nautilus  has  been  less  than  the  per- 
missible weekly  dose  of  300  mrem.  Each  of 
the  half  dozen  men  on  board  with  the  highest 
total  cumulative  doses  has  received  about  the 
equivalent  of  ten  weeks  of  permissible  dosage 
in  twenty-four  months  exposure. 

These  exposure  figures  assume  even  greater 
significance  in  the  light  of  recent  research  data 
which  have  led  us  to  a point  where  very  soon  the 
maximum  permissible  exposure  levels  are  ex- 
pected to  be  reduced  to  approximately  one  third 
of  what  they  are  at  the  present  time. 

According  to  our  presently  accepted  level  of 
0.3  r per  week  or  15  r per  year,  a radiation  worker 
could  receive  as  much  as  600  r over  a forty-year 
working  lifetime.  There  can  be  little  argument 
that  this  figure  is  high,  but  evidence  involving 
exposures  at  this  rate  fails  to  indicate  detectable 
injury. 

The  National  Committee  on  Radiation  Pro- 
tection and  the  International  Committee  on 
Radiation  Protection,  after  lengthy  deliberations 
including  testimony  of  the  National  Academy 
of  Sciences,  have  shifted  emphasis  in  their 
considerations  from  the  individual  exposure  to 
the  population  exposure.  This  shift  emphasizes 
considerations  relative  to  gonadal  exposure  of 
individuals  during  their  reproductive  lifetime. 
At  the  same  time  emphasis  has  shifted  to  some 
extent  from  a weekly  or  monthly  exposure  level 
to  the  exposure  accumulated  over  the  individual’s 
lifetime. 

The  importance  of  limiting  exposure  of  in- 
dividuals during  their  reproductive  lifetime  has 
been  too  adequately  chronicled  to  justify  repeti- 
tion of  any  dissertation  on  genetics  at  this  time, 
but  in  this  regard  the  National  Committee  on 
Radiation  Protection  is  recommending  a per- 
missible exposure  of  approximately  60  rem  up 
to  the  age  of  thirty  and  an  additional  50  rem  up 
to  the  age  of  forty.  That  this  dosage  should  be 
adequately  distributed  over  this  time  also  has 
been  considered  in  the  recommendation  that  the 
average  occupational  exposure  for  individuals  I 
should  not  exceed  5 rem  per  year. 

The  industrial  and  legal  implications  in  setting 
forth  any  precise  exposure  levels  in  black-and- 
white  laws  or  regulations  are  too  far  reaching  to 
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bear  consideration  at  this  time,  but  problems 
in  this  regard  must  be  dealt  with. 

The  various  numbers  ascribed  to  permissible 
levels  must  be  borne  in  mind  as  guides  for  design 
and  operational  purposes  and  as  time-dose 
limitations  to  insure  a uniformity  of  permissible 
exposure. 

The  National  Committee  on  Radiation  Pro- 
tection, at  its  meetings  in  September  and  Decem- 
ber, 1956,  agreed  on  a pattern  of  exposure  levels 
and  some  new  recommendations  which  I would 
like  to  present  briefly: 

1.  The  basic  figure  of  0.3  rem  per  week 
presently  in  use  will  be  continued. 

2.  So  also  will  the  allowance  of  15  rem  per 
year. 

3.  These  basic  figures  will  be  subject  to 
limitations  to  insure  that  the  dose  is  not  accumu- 
lated too  rapidly  and  that  it  does  not  reach  un- 
acceptable totals  per  individual.  This  new 
requirement  will  be  that  at  any  given  age  of 
eighteen  or  over,  an  individual  may  be  allowed 
to  accept  a dose  such  that  his  total  accumulation 
will  not  be  in  excess  of  five  times  the  age  in  years 
less  eighteen.  Thus,  the  formula  5(N-18), 
where  N is  the  person’s  age,  expresses  the  maxi- 
mum permissible  accumulated  exposure  of  any 
individual.  This  automatically  holds  down  the 
exposure  at  young  ages  where  it  is  most  critical 
and  gives  leeway  at  older  ages  where  it  is  less 
critical. 

4.  This  system  will  provide  for  a “banked” 
reserve  of  permissible  exposure.  Thus,  a man 
starting  work  at  eighteen  and  receiving  just 
1 rem  per  year  for  the  next  five  years  will  have 
received  a total  of  5 rem  as  compared  to  25  rem 
permitted.  He  has  then  “banked”  a reserve 
of  20  rem,  and  should  the  occasion  demand  in 
the  next  year,  he  can  take  up  to  15  rem  and  still 
have  10  rem  in  the  bank.  Similarly,  if  a man 
starts  work  at  an  older  age,  he  will  already  have 
a large  banked  reserve  and  can  take  larger  annual 
doses  so  long  as  the  accumulation  remains  less 
than  the  age  prorated  maximum. 

5.  When  exposure  in  prior  employment  is 
unknown,  the  maximum  for  the  age  of  the  indi- 
vidual will  be  assumed. 


6.  One  emergency  exposure  of  25  rem  during 
an  individual’s  lifetime  will  be  permitted  and 
will  not  modify  the  foregoing  levels. 

7.  These  exposure  levels  are  not  modified 
by  any  radiation  exposure  received  for  medical 
reasons. 

8.  The  rules  given  in  Handbook  59  of  the 
Atomic  Energy  Commission  will  be  continued 
but  modified  by  provisos  relating  to  a yearly 
limitation  of  5 rem  to  the  blood-forming  organs, 
gonads,  and  lenses  of  the  eyes  and  10  rem  to  the 
skin. 

9.  Permissible  levels  for  internal  emitters 
will  conform  to  principles  already  outlined  ex- 
cept where  the  critical  organ  is  the  gonads  or 
the  whole  body.  Then  the  values  will  be  re- 
duced to  one-third  the  present  values. 

10.  For  persons  living  in  the  neighborhood 
of  controlled  areas  the  maximum  permissible  con- 
centration should  be  further  reduced  by  a factor 
of  10. 

For  these  latter  recommendations  I am  in- 
debted to  Dr.  Lauriston  S.  Taylor,  of  the  Atomic 
Radiation  and  Physics  Division  of  the  National 
Bureau  of  Standards,  who  released  this  informa- 
tion in  an  address  before  the  American  Nuclear 
Society  in  December,  1956. 

Conclusion 

In  conclusion,  I should  like  to  stress  again  the 
safety  of  our  nuclear  vessel,  USS  Nautilus,  from 
all  aspects  of  radiation  exposure,  even  in  light 
of  the  proposed  reduction  in  permissible  levels, 
for  we  are  still  far  below  the  proposed  reduced 
levels. 

That  our  dosages  have  been  so  comparatively 
slight  is  mainly  a tribute  to  the  integrity  and 
reliability  of  our  power  plant  and  the  built-in 
protection  by  the  designers  and  builders  of 
Nautilus. 

There  should  be  no  doubt  in  anyone’s  mind 
that  these  same  conditions  will  continue  to 
prevail,  for  the  safety  of  the  men  who  take  these 
ships  to  sea  in  peace  or  in  war  is  of  paramount 
concern  to  the  Navy  Department  in  its  continu- 
ing expansion  of  the  use  of  nuclear  power. 


In  1956,  there  were  1,280  persons  Jailed  in  U.S.  train-car  crashes. 
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Primary  Tumor  of  the  Heart  ( Recticulum  Cell 

Sarcoma ) 

BENJAMIN  H.  KAUFMAN,  M.D.,  ELMIRA,  NEW  YORK,  AND  SAMUEL  E.  COHEN,*  M.D., 

F.A.C.P.,  BINGHAMTON,  NEW  YORK 

( From  Arnot  Ogden  Memorial  Hospital  and  St.  Joseph’s  Hospital,  Elmira,  New  York,  and  the  Department  of 
Pathology,  Our  Lady  of  Lourdes  Memorial  Hospital,  Binghamton,  New  York,  and  Tioga  General  Hospital, 

Waverly,  New  York) 


It  was  in  1783  that  DeSenac1  stated,  “The  heart 
is  an  organ  too  noble  to  be  attacked  by  a pri- 
mary tumor.”  Billard1  in  1835  had  the  same 
thought  in  mind  when  he  wrote,  “The  heart  is  too 
sensitive  an  organ  that  it  may  continue  to  beat 
with  a tumor  within  it — the  tumor  would  not 
have  the  time  to  develop.”  Thirty  years  later 
in  1865  Bodenheimer1  reported  in  detail  the 
“first”  primary  malignant  cardiac  tumor.  Ac- 
tually tumors  of  the  heart  “have  been  of  consider- 
able interest  since  Zollicoperus  wrote  De  Polypo 
Cordis  in  1685.”2  Boneti  in  1700  and  Morgagni 
in  1762  may  have  been  the  first  authors  to  de- 
scribe primary  tumors  of  the  heart.3  However, 
it  is  believed  that  Albers  in  1835  reported  the 
first  authentic  case  of  primary  tumor  of  the 
heart  (a  fibroma)  and  that  Bodenheimer  in  1865 
described  the  first  primary  sarcoma  of  the  heart.3 

The  incidence  of  cardiac  neoplasm  is  gradually 
becoming  more  manifest.  In  1931  Yater4  was 
able  to  compile  46  primary  sarcomas  of  the  heart ; 
this  was  the  first  comprehensive  review  of  the 
literature.  For  the  decade  which  followed 
(1931  to  1941)  29  additional  cases  were  found  by 
Weir  and  Jones,5  making  the  total  75.  In  1945 
Mahaim1  published  his  extensive  monograph  on 
tumors  and  polyps  of  the  heart;  his  listing  in- 
cluded 87  sarcomas.  By  1948,  Whorton6  was 
able  to  increase  the  total  number  of  cases  in  the 
literature  to  99,  and  he  added  one  of  his  own. 
Prichard’s7  review  of  the  subject  in  1951  deleted 
one  of  those  cases,  added  13  new  cases  from  the 
literature,  and  included  one,  bringing  the  total 
to  113.  By  1955  the  over-all  total  became  143 
with  Cheng  and  Sutton8  and  Maronde9  reporting 
their  cases  of  primary  cardiac  sarcomas. 

Tumors  of  the  heart  have  received  increased 
attention  in  recent  years.  Prior  to  1951  most  of 
the  available  tumors  of  the  heart  were  found 

* Deceased,  November  9,  1955. 


during  the  postmortem  examination.  About 
20  had  been  suspected  or  diagnosed  prior  to 
death.7  The  diagnostic  and  therapeutic  nihil- 
ism which  existed  in  this  field  only  a few  years 
ago  is  rapidly  being  dispelled.  No  longer  can  it 
be  said  that  “Tumors  of  the  heart  are  rarely  diag- 
nosed before  autopsy,  largely  because  there  is 
little  knowledge  of  their  natural  history.  Surgi- 
cal treatment  of  these  neoplasms  is  virtually  un- 
heard of  and  the  present  state  of  diagnosis  is  far 
behind  the  therapeutic  possibilities.”7  Since 
1952  an  antemortem  diagnosis  of  primary  cardiac 
tumor  has  been  reported  with  increasing  fre- 
quency and  accuracy.2'8'10-13  Attempts  are 
now  being  made  by  surgeons  to  resect  the  tumors, 
and  since  1952  such  procedures  have  been  docu- 
mented by  numerous  authors.2'10-12 

The  over-all  tabulation  of  tumors  of  the  heart 
is  fairly  modest  (about  500).  The  most  common 
primary  cardiac  tumor  is  myxoma,  which  com- 
prises about  50  per  cent  of  all  indigenous  cardiac 
neoplasms.  Of  these  there  are  at  least  147 
cases.14  If  an  overseas  accounting15  is  consid- 
ered, this  total  may  be  221  myxomas.  Sarcomas 
of  the  heart  follow  closely  in  numbers  reported 
with  143.  Next  come  the  rhabdomyomas  71, 
lipomas  21,  angiomas  12,  hemangiosarcomas  8, 
epithelial  inclusions  13,  and  miscellaneous,  scat- 
tered few.  Primary  neoplasm  of  the  heart  is  an 
infrequent  condition.  This  is  probably  to  be 
attributed  to  the  fact  that  “the  heart,  above  all 
organs,  is  constantly  in  a state  of  great  efficiency, 
well  nourished,  well  innervated,  and  functionally 
always  active,  so  that  it  is  less  likely  to  take  on 
aberrant  growth.”16  The  case  reported  here  is 
the  tenth  reticulum  cell  sarcoma  of  the  heart  and 
the  144th  cardiac  sarcoma. 

Case  Report 

The  patient  was  a sixty-four-year-old  white  house- 
wife who  was  hospitalized  ou  May  20,  1954,  for  the 
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chief  complaint  of  weakness.  That  morning  she 
had  gone  to  the  bathroom  and  suddenly  fainted. 
About  eight  months  previously  she  first  noted 
fatigue  on  slight  exertion.  There  were  no  other 
accompanying  symptoms,  no  shortness  of  breath 
or  heart  palpitation.  As  days  passed,  she  noticed 
she  could  no  longer  do  her  usual  household  routine 
without  extreme  fatigue.  She  had  to  take  her  time 
and  rest  frequently.  She  claimed  to  have  had  no 
dyspnea,  orthopnea,  or  cough;  she  could  sleep 
comfortably  flat  in  bed.  She  did  give  a history  of 
recurrent  edema  in  her  legs.  There  were  no  per- 
tinent bowel  disturbances  of  any  kind  nor  any 
urinary  difficulties.  There  had  been  a weight  loss 
of  about  20  to  25  pounds  during  the  past  eight 
months. 

Past  History. — Several  years  ago  she  had  joint 
pains  all  over.  There  was  one  previous  hospitali- 
zation in  1942  for  carbunculosis. 


Family  History. — The  paternal  grandfather  died 
of  questionable  carcinoma  of  the  bowel.  There 
was  no  family  history  of  diabetes  or  hypertension. 


Personal  History. — The  patient’s  work  was 
limited  to  taking  care  of  her  grandchildren. 


Physical  Examination. — The  patient  was  a 
fairly  well-developed,  well-nourished,  afebrile,  el- 
derly, white  female,  who  appeared  very  weak  but 
not  dyspneic. 

Examination  of  the  head,  including  EENT,  was 
negative.  There  was  a thyroid  adenoma  in  the  right 
side  of  the  neck,  almost  almond  in  size.  No  rigidity 
or  tenderness  was  ascertainable.  No  vascular  en- 
gorgement or  undue  pulsation  was  evident. 

The  chest  was  symmetrical  and  the  lungs  were 
clear  and  resonant  throughout.  The  heart  had  no 
thrill  nor  friction  rub.  It  was  enlarged  to  the  left 
and  downwards  with  the  point  of  maximum  in- 
tensity at  the  sixth  interspace  to  the  left  of  the  mid- 
clavicular  line.  The  heart  sounds  were  weak,  regu- 
lar, and  very  rapid  (200  per  minute).  No  murmurs 
were  heard.  The  blood  pressure  was  difficult  to 
determine  and  was  estimated  to  be  in  the  range 
of  80/60  to  70. 

The  abdomen  was  not  rigid.  There  was  a slight 
tenderness  over  the  epigastrium  on  deep  pressure. 
The  liver  palpated  two  finger-breadths  below  the 
costal  margin;  it  was  doughy  and  smooth.  The 
spleen  was  not  palpable. 

No  paresis,  paralysis,  or  edema  was  present  in 
the  extremities.  Varicose  veins  were  noted  on  both 
legs. 


The  pulse  was  very  faint  and  at  80  to  90  per 
minute.  There  was  a pulse  deficit  of  about 
110.  When  the  patient  was  admitted  to  the 
hospital  the  impression  was  of  ventricular  tachy- 
cardia secondary  to  arteriosclerotic  heart  disease. 

The  electrocardiogram  on  admission  revealed 
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Fig.  1.  Electrocardiograms  indicating  successive 
alterations  and  changing  effects  due  to  tumor  and  medi- 
cation. (A)  5/20/54.- — Initial  ventricular  tachycardia. 
(B)  5 /30 1 54. — Disappearance  of  ventricular  tachy- 
cardia, quinidine  effect,  question  of  right  bundle 
branch  block.  (C)  6/1/54. — Right  bundle  branch 
block  with  continuing  suspicion  of  anteroseptal  infarc- 
tion. ( D ) 6/16/54. — Disappearance  of  ventricular 

tachycardia,  quinidine  effect,  disappearance  of  right 
bundle  branch  block,  appearance  of  left  bundle  branch 
block.  (E)  6/21/54. — Development  of  changes  of 
anterior  infarction. 


ventricular  tachycardia  (Fig.  1).  Quinidine  in 
doses  of  0.2  Gm.  was  started  by  mouth  and  was 
given  every  two  hours.  On  the  second  hospital 
day  the  blood  pressure  was  112/70  and  the  heart 
rate  70  to  80  per  minute.  An  electrocardiogram 
showed  disappearance  of  the  ventricular  tachy- 
cardia and  signs  of  a right  bundle  branch  block. 
The  patient’s  temperature  which  was  99.4  F.  on 
admission  had  risen  to  103  F.  the  following  day. 
While  the  cause  of  the  fever  was  searched  for,  the 
patient  was  started  on  aqueous  penicillin  injections 
of  400,000  units  daily.  Urinalysis  revealed  a trace 
of  albumin  and  a 70  to  100  white  cell  count.  Urine 
culture  produced  no  growth  of  bacteria.  The  bed- 
side x-ray  film  of  the  chest  disclosed  no  active 
pulmonary  infarction.  The  fever  persisted  and  the 
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penicillin  was  increased  in  quantity  with  the  addi- 
tion of  dihydrostreptomycin.  Six  days  later  the 
patient  was  afebrile.  It  was  considered  that  the 
patient's  temperature  may  have  been  caused  by  a 
mild  cardiac  infarction  or  by  gallbladder  disease  in 
view  of  a vague  history  of  gallbladder.  The  elec- 
trocardiogram which  had  been  taken  two  days  after 
admission  was  reread  as  a right  bundle  branch 
block  with  a question  of  an  anteroseptal  infarc- 
tion. Seven  days  later  an  electrocardiogram  showed 
no  alteration  in  these  aforementioned  findings.  In 
view  of  the  anteroseptal  infarction  Dicumarol  was 
begun. 

On  the  seventeenth  hospital  day  the  heart  rate 
suddenly  accelerated  to  180  per  minute  and  the 
blood  pressure  dropped  to  80/60.  The  electro- 
cardiogram showed  a return  of  the  ventricular 
tachycardia.  The  patient  had  been  maintained 
on  0.2  Gm.  of  quinidine  every  six  hours  since  her 
second  hospital  day.  This  medication  was  increased 
to  0.2  Gm.  every  two  hours  when  the  heart  rate 
failed  to  go  below  150.  After  six  doses  the  quinidine 
was  administered  intramuscularly  but  this  mode  of 
therapy  was  also  to  no  avail.  A dose  of  250  mg. 
of  Pronestyl  was  then  given  orally  for  three  doses  at 
intervals  of  four  hours  but  likewise  without  effect. 
The  pulse  became  imperceptible,  the  heart  rate 
fluctuated  between  180  and  190  with  a tendency  to 
irregularity.  Under  electrocardiographic  control 
quinidine  was  injected  intravenously  for  a total 
of  1 Gm.  in  twenty  six  minutes.  The  patient  was 
nauseated  and  her  skin  was  cold  and  covered  with  a 
clammy  perspiration.  The  heart  rate  was  140  to 
160.  The  pulse  could  not  be  palpated  nor  the 
blood  pressure  determined.  Pronestyl  was  then 
given  by  intravenous  injection.  After  400  mg.  the 
ventricular  tachycardia  disappeared  and  P waves 
appeared.  After  a total  dosage  of  600  mg.  admin- 
istered over  one  hour  the  heart  rate  dropped  to 
90  and  became  regular,  and  more  P waves  ap- 
peared. A total  of  1 Gm.  of  Pronestyl  was  given. 
Seven  hours  after  this  therapy  the  apical  pulse 
was  108  and  the  blood  pressure  88/74.  The  elec- 
trocardiogram revealed  disappearance  of  the  right 
bundle  branch  block  and  indications  of  a left 
bundle  branch  block.  Pronestyl  was  continued 
orally  in  a dosage  of  250  mg.  every  four  hours. 

The  patient  main  tamed  an  even  course  with  a 
pulse  rate  of  88  and  a blood  pressure  range  of  110  to 
124  systolic  over  80  to  90  diastolic.  On  the  twenty- 
ninth  hospital  day  she  developed  lower  abdominal 
pain,  nausea,  and  vomiting.  Physical  examination 
revealed  tenderness  over  both  lower  quadrants  of 
the  abdomen;  peristalsis  was  hyperactive.  Pelvic 
and  rectal  examinations  were  negative.  A surgical 
consultant  did  not  think  surgery  was  indicated  and 
suggested  a gastrointestinal  x-ray  survey  when 
possible.  The  abdominal  discomfort  subsided  for 


Fig.  2.  The  heart  is  exposed  to  show  the  tumor  I 
located  in  the  left  ventricle.  In  the  background  is  the  I 
interventricular  septum  with  polypoid  protrusions  on  I 
the  left.  These  have  been  incised,  and  exposed  cut  I 
surfaces  are  in  the  lower  left  corner.  The  tumor  has  N 
infiltrated  into  the  anterior  wall  and  extended  laterally  I 
to  the  left  border.  It  measures  up  to  5.5  cm.  in  thick-  £ 
ness.  The  ventricular  cavity  is  dilated,  and  the  apex  I 
is  rounded. 

one  day  but  recurred  forty-eight  hours  later.  The  I 
patient  became  comatose  on  the  thirty-first  day  of  I 
hospitalization  and  expired  five  hours  later. 

Autopsy  Report. — The  body  was  that  of  a sixty-  I 
four-vear-old,  white  female  who  was  fairly  well  I 
developed  and  fairly  well  nourished.  The  skin  I 
surfaces  were  all  intact.  There  was  a slight  II 
pitting  edema  of  the  lower  extremities.  Numer-  I 
ous  small  areas  of  brown  discoloration  were  evident  1 
on  the  lower  legs  and  over  the  ankles.  Xo  abnormal  H 
secretions  exuded  from  any  of  the  body  openings.  I 
There  was  no  peripheral  lymphadenopathy.  The  I 
fingernail  beds  were  deeply  livid  in  color.  The  I 
autopsy  was  limited  to  the  chest  and  abdomen  I 
and  was  performed  seven  hours  after  death. 

The  chest  was  symmetrical  in  shape.  The  breasts  I 
were  slightly  atrophic,  and  no  masses  were  pal-  |l 
pable.  The  heart  and  mediastinum  were  found  in  | 
the  midline.  There  was  a large  accumulation  of  I 
clear  serous  fluid  in  the  pericardium  and  also  in  each  ft 
of  the  pleural  cavities.  Xo  adhesions  were  encoun-  I 
tered.  The  right  lung  weighed  680  Gm.,  and  the  I 
left  380  Gm.  The  surfaces  were  smooth,  pink,  and  I 
studded  with  large  anthracotic  spots.  The  lower  I 
lobe  of  the  right  lung  was  markedly  congested  and  I 
presented  a purplish  surface.  The  lower  lobe  of  the  jl 
left  lung  appeared  atelectatic;  it  lacked  most  of  its  il 
crepitation  and  resiliency.  The  remainder  of  the  Ij 
parenchyma  in  both  left  and  right  lungs  were  well  | 
aerated  and  showed  no  signs  of  congestion,  infarc-  I 
tion,  or  tumor  formation.  Serial  sectioning  of  the  I 
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lower  lobe  of  the  right  lung  produced  an  abundant 
amount  of  serosanguinous  fluid.  The  tracheobron- 
chial tree  was  patent  throughout;  the  lumens  con- 
tained mucoid  frothy  secretion.  Numerous  en- 
larged lymph  nodes  were  distributed  around  the 
trachea  and  the  main  bronchi.  They  ranged  in 
size  from  0.8  to  1.5  cm.  and  were  grayish-black  in 
color. 

The  heart  was  enlarged,  weighing  500  Gm.  (Fig. 
2).  The  apex  was  rounded,  and  all  chambers  were 
dilated.  The  epicardium  was  smooth  and  glisten- 
ing. It  showed  some  areas  of  grav-white  discolor- 
ation on  the  anterior  surface  and  over  the  apex. 
The  left  lateral  portion  of  the  heart  protruded  as  a 
raised  smooth  area  pale  red  in  color.  The  valvular 
orifices  measured  as  follows:  tricuspid  13  cm., 
mitral  9.5  cm.,  aortic  6.5  cm.,  and  pulmonary  8.5 
cm.  The  trabeculae  carneae  and  papillary  muscles 
were  of  good  form  and  structure  with  the  latter  ap- 
pearing hypertrophied.  All  valves,  cusps,  and 
leaflets  were  moderately  fibrotie.  and  opaque.  Some 
thick,  doughy  vegetations  had  formed  along  the 
cusps  of  the  aortic  and  pulmonary  valves.  All  of 
the  endocardium  was  smooth  and  glistening.  The 
walls  of  the  ventricles  were  thickened  and  unequally 
constituted.  The  interventricular  septum  was  en- 
larged to  about  3.7  cm.  and  replaced  by  reddish- 
brown  tissue  which  had  no  features  of  a myocardium. 
Several  nodules  bulged  therefrom  and  protruded 
into  the  cavity  of  the  left  ventricle.  This  replace- 
ment of  the  heart  muscle  continued  into  the  an- 
terior wall  of  the  left  ventricle  as  a thick  area  of 
yellow-brown  discoloration.  The  tumor  tissue  was 
homogeneously  solid  and  medullary.  This  neo- 
plasm was  preponderant  in  the  interventricular 
septum  and  in  the  anterior  wall  where  it  had  in- 
filtrated to  the  left  margin.  Where  the  tumor 
was  bosselated  and  nodular,  these  thickest  portions 
measured  up  to  5.5  cm.  in  depth.  Some  infiltration 
of  the  neoplasm  towards  the  interatrial  septum  be- 
came apparent  when  the  heart  was  sectioned 
serially.  The  orifices  of  the  coronary  arteries  were 
wide.  All  vessels  were  patent  with  no  indications 
of  narrowing  or  occlusion.  The  aorta  and  major 
vessels  were  regular  in  form.  The  ascending  por- 
tion of  the  aorta  was  studded  with  numerous  small 
atheromatous  patches. 

The  abdomen  was  flat  and  symmetrical.  The  con- 
tents were  in  their  normal  topographic  relationships 
to  each  other.  There  was  a moderate  accumulation 
of  clear  serous  fluid  in  the  peritoneal  cavity.  A few 
thin  adhesions  attached  the  sigmoid  to  the  left  brim 
of  the  pelvis.  The  liver  was  regular  in  outline, 
normal  in  size,  and  weighed  1,400  Gm.  The  sur- 
faces were  smooth  and  shiny  and  the  borders  were 
sharp.  The  parenchyma,  was  dark  red  in  color  and 
moderately  firm  in  texture.  Serial  sectioning  re- 
vealed a normal  liver  pattern  with  no  evidence  of  in- 


Fig.  3.  The  right  kidney  is  opened  to  show  the 
tumor  in  and  around  the  hilum.  Several  satellite 
nodules  have  developed  in  the  upper  pole.  The  tumor 
measures  6.9  by  4.7  by  3 cm.  Its  parenchyma  was 
pale  red  in  color  and  medullary  soft  in  texture. 

flammatory  disease,  hemorrhage,  or  tumor  forma- 
tion. The  gallbladder  and. biliary  tract  were  nor- 
mal. The  spleen  was  moderately  enlarged,  weigh- 
ing 190  Gm.  The  capsule  was  thin,  smooth,  and 
shiny.  Serial  sectioning  revealed  a soft  parenchyma 
with  some  degree  of  congestion.  The  organ  was 
easily  friable  and  disintegrated  readily.  The  pan- 
creas was  devoid  of  gross  morbid  change.  The 
intestines  were  normally  situated;  all  components 
were  present.  The  serosal  surfaces  were  smooth 
and  glistening.  The  aforementioned  adhesions 
connecting  the  sigmoid  to  the  pelvic  brim  were  dense 
and  short  and  had  caused  no  interference  with  the 
lumen.  The  mesentery  was  everywhere  normal. 
No  lymphadenopathy  or  vascular  changes  were 
evident. 

The  genitourinary  tract  disclosed  a tumor  nodule 
in  one  of  the  kidneys.  The  right  kidnev  weighed 
180  Gm.,  and  the  left  130  Gm.  The  surfaces  of 
both  were  smooth  and  shiny.  The  hilum  of  the 
right  kidney  was  occupied  by  a large  nodular  mass 
measuring  6.9  by  4.7  by  3 cm.  (Fig.  3).  It  was 
doughy  in  consistency  and  pale  red  in  color,  con- 
trasting with  the  purplish  red  of  the  rest  of  the 
kidney.  The  tumor  was  lobulated  in  pattern; 
several  nodules  were  distributed  throughout  the 
upper  pole.  All  of  the  tumor  was  greyish-yellow  in 
color  and  soft  in  consistency.  Residual  kidney 
tissue  had  a normal  parenchymal  pattern.  The 
left  kidney  had  a smooth  surface  and  on  sectioning 
revealed  an  intact  corticomedullary  ratio.  All 
calices  and  both  pelves  were  delicate.  The  ureters 
and  bladder  were  normal.  The  pelvic  organs  were 
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without  morbid  features. 

Anatomic  Diagnoses. — Primary  tumor  of  heart, 
tumor  of  the  kidney,  cardiac  hypertrophy,  pul- 
monary congestion,  pulmonary  atelectasis  in  left 
basal  lobe,  hydropericardium,  pleural  effusions, 
ascites,  anasarca  in  the  lower  extremities,  and 
atheromatosis. 

Comment 

Diagnosis. — The  establishment  of  a clinical 
diagnosis  of  cardiac  tumor  should  be  increasingly 
possible.  Awareness  and  anticipation  of  this 
lesion  would  facilitate  the  diagnostic  prospects. 
Progressive,  relentless  cardiac  failure  despite  a 
transitory  effective  therapeutic  regime  is  the 
feature  in  our  case  which  helps  assay  a retrospec- 
tive diagnosis.  This  characteristic  of  intractable 
failure  has  been  stressed  by  previous  authors. 
Generally,  however,  there  are  no  conclusive 
pathognomonic  signs  or  symptoms  of  primary 
heart  tumors.  Myocardial  tumors  may  reveal 
themselves  by  congestive  failure,  arrhythmias, 
heart  block,  or  auricular  fibrillation.  The 
clinical  manifestations  depend  on  the  size  and 
location  of  the  tumor. 

Our  patient’s  electrocardiograms  directed  at- 
tention to  the  left  side  of  the  heart.  In  addition, 
there  were  inconstant  effects  and  successive 
alterations  of  pattern.  Electrocardiographic 
changes  have  received  much  attention.  They 
have  been  demonstrated  with  frequency  and  cor- 
relate fairly  closely  with  the  anatomic  extent  of 
the  disease.  The  first  cases  of  cardiac  metasta- 
ses  diagnosed  during  life  in  193017  showed  auric- 
ular fibrillation,  flutter,  incomplete  bundle 
branch  block,  low  amplitude,  and  T-wave 
changes.  A review  of  later  cases  found  auricular 
fibrillation,  flutter,  and  auricular  premature  con- 
tractions the  commonest  alterations.  Other 
frequently  reported  changes  include : sinus  tachy- 
cardia, varying  degrees  of  auriculoventricular  dis- 
sociation, ventricular  premature  contractions, 
low  voltage,  and  changes  suggestive  of  myocardial 
or  pericardial  involvement.  None  of  these  by 
themselves  are  diagnostic. 

Endocardial  tumors  of  polypoid  tumors  pro- 
jecting into  the  lumens  of  the  heart  chambers 
have  produced  bizarre  murmurs,  embolism,  or  in- 
termittent occlusion  of  the  cardiac  orifices. 
They  may  simulate  the  presence  of  rheumatic 
heart  disease  by  causing  the  signs  and  symptoms 
of  mitral  stenosis  and/or  insufficiency.  It  has 
been  emphasized14  that  when  a tumor  is  present 


these  will  alter  with  the  position  of  the  patient. 
If  fragments  of  the  tumor  break  off  there  is  clini- 
cal suggestion  of  subacute  bacterial  endocardi- 
tis, but  blood  cultures  are  repeatedly  sterile. 
When  the  tumor  becomes  adequately  large  to  in- 
terfere with  a valvular  orifice,  episodes  of  Stokes- 
Adams  syncope  may  be  encountered. 

Involvement  of  the  pericardium  can  produce  a 
friction  rub  and  an  effusion  which  is  often  hemor- 
rhagic. Aspiration  of  the  pericardial  fluid  and 
examination  for  cytology  offers  an  expedient 
method  for  diagnosis.  With  effusions  the  elec- 
trocardiogram may  show  R-T  segment  modifica- 
tions characteristic  of  pericarditis.  The  roent- 
genographic  and  fluoroscopic  changes  are  also 
helpful.  These  include  a large  heart  shadow, 
findings  of  pericardial  effusion,  and  fixation  of  a 
border  of  the  heart.  Such  changes  have  been 
listed  by  numerous  reports.18  The  rigid,  non- 
pulsating cardiac  border  may  be  interpreted  as 
infiltration  by  tumor  or  effusion. 

The  establishment  of  an  accurate  diagnosis  of 
certain  primary  neoplasms  of  the  heart  is  now 
further  possible  through  the  technics  of  angiocar- 
diography.8'14 Bahnson  and  Newman2  diag- 
nosed an  intracavitary  myxoma  of  the  right 
atrium  and  removed  it  surgically.  Steinberg 
et  al.10  reported  three  cases  diagnosed  during  life 
by  x-ray  in  1952.  During  1954  to  1955  additional 
cases  had  clinical  diagnoses  by  means  of  angiocar- 
diography.8’11 The  procedure  is  performed  with 
or  without  catheterization;  it  has  proved  itself 
to  be  a standard  technic.  Angiocardiography  is 
the  definite  method  for  the  diagnosis  of  intra- 
cavitary tumor.11 

Incidence 

Sarcomas  of  the  heart  have  been  found  in 
patients  from  the  ages  of  three  months  to  seventy- 
nine  years.  Most  of  these  were  between  thir- 
teen and  fifty-eight  years.  Yater4  thought  they 
are  predominant  in  males  in  the  proportion  of 
25:16.  Prichard7  concluded  that  the  sex  distri- 
bution is  approximately  equal.  The  apparent 
duration  of  the  tumors  has  been  from  one  month 
to  three  and  one-half  years. 

Thorel19  stated  he  had  not  seen  a case  of  pri- 
mary cardiac  tumor  among  3,000  autopsies  per- 
formed during  1894  to  1902.  Lymburner20 
found  52  cases  of  secondary  and  four  cases  of 
primary  tumors  of  the  heart  in  8,550  autopsies 
performed  at  the  Mayo  Clinic  during  1915  to 
1931.  In  a complete  compilation  of  8,414  autop- 
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sies  from  six  institutions7  there  appear  326  cases 
of  metastatic  lesions  to  the  heart,  an  incidence  of 
3.9  per  cent.  Scott  and  Garvin21  found  118 
heart  tumors  among  11,100  autopsies  (0.01  per 
cent)  in  which  there  were  1,082  cases  of  tumor 
death  (10  per  cent).  Benjamin22  reported  0.03 
per  cent  of  primary  tumors  and  0.05  per  cent  of 
secondary  metastatic  heart  involvement.  It  is 
assumed  that  the  incidence  of  secondary  cardiac 
tumor  is  20  to  40  times  the  frequency  of  the  pri- 
mary indigenous  form.  Ravid  and  Sachs23 
found  an  incidence  of  one  in  1,888  consecutive 
autopsies.  Our  own  is  the  first  in  about  1,100 
to  1,200  necropsies.  The  autopsy  incidence  of 
primary  tumors  of  the  heart  based  on  a study  of 
480,331  cases  was  noted  to  be  0.0017  per  cent.3 

Pathology 

An  exact  classification  of  the  136  available 
sarcomas  of  the  heart  is  impossible.  A marked 
variation  in  diagnostic  criteria  exists,  and  a con- 
fusing variance  in  the  histologic  terms  has  been 
employed  by  the  authors.  A “Registry  of  Car- 
diac Tumors”  may  not  be  too  helpful  in  clearing 
this  uncertainty.  Histologically,  most  of  the 
tumors  have  been  of  the  spindle  cell  variety, 
which  would  include  the  myxosarcoma,  fibrosar- 
coma, fibromyxosarcoma,  and  leiomyosarcoma. 
Next  in  numbers  are  the  tumors  designated  ge- 
nerically  as  round  cell  sarcoma  or  specifically  as 
lymphosarcoma,  reticulum  cell  sarcoma,  and 
stem  cell  lymphoma.  Rhabdomyosarcoma,  ma- 
lignant shwannoma,  angiosarcoma,  and  Kaposi’s 
disease  primary  in  the  heart  are  other  examples 
in  the  range  of  tumors  in  this  category.  Whor- 
ton6  lists  20  pathologic-anatomic  diagnoses  in  100 
cases  of  cardiac  sarcoma. 

There  are  nine  reported  cases  of  primary  re- 
ticulum cell  sarcoma  of  the  heart:  Hartmann 

(1939), 24  Greiner  (1940), 25  Tedeschi  (1944), 26 
Dluhos  (1948), 27  Whorton  (1949), 6 Dagnini 
(1950), 28  Courtoy  and  Potvliege  (1951), 27  Gillet 
and  Parmentier  (1953), 27  and  Brucker  and 
Glassy  (1954), 27  Ours  is  the  tenth  which  can  be 
clearly  diagnosed  as  a reticulum  cell  sarcoma. 
Tedeschi26  stated  that  he  had  consulted  three 
sources  to  confirm  the  histologic  nature  of  his 
tumor,  and  each  person  had  expressed  a different 
opinion.  Such  an  occurrence  does  not  represent 
“errors  of  diagnosis.”  Rather  it  signifies  that  the 
anatomic  substrate  of  the  tumors  is  of  primitive 
mesenchymal  derivation.  This  can  undergo 
differentiation  and  thereby  make  a morphologic 


diagnosis  perplexing.  Several  consultants  ex- 
pressed unanimity  of  diagnosis  in  our  own  in- 
stance. 

The  finding  of  a tumor  focus  in  the  right  kidney 
of  our  patient  might  cause  some  inquiry  into  the 
primary  nature  of  the  heart  tumor.  Any  tumor 
that  has  developed  to  an  appreciable  size- 
could  provide  ready  access  for  malignant  em- 
boli into  the  circulation.  Particles  liberated  in 
the  right  cardiac  chambers  are  carried  to  the 
lungs  and  are  responsible  for  pulmonary  metasta- 
ses.  These  did  not  exist  in  our  case,  and  none 
were  found  in  the  microscopic  examination. 
Fragments  detached  from  growths  invading  the 
left  heart  chambers  would  cause  systemic  dissemi- 
nation with  seedings  in  the  kidneys.  Tumor  cells 
returning  in  the  venous  circulation  from  a kidney 
would  filter  out  in  the  right  heart  and  in  the  lungs. 
The  tumor  we  have  reported  above  was  located  in 
the  walls  and  septum  of  left  ventricle.  Several 
writers29  have  stated  that  metastatic  tumors  fa- 
vor the  right  side  of  the  heart.  Explanations  in 
terms  of  the  circulatory  conditions  have  been 
made  for  this  alleged  predilection.  Willis29 
contradicted  this  concept  and  suggested  that  the 
ventricles  are  affected  more  frequently  than  the 
atria,  and  the  left  heart  more  than  the  right. 
He  explained  this  on  the  basis  of  the  relative  heart 
mass  of  the  different  parts. 

Actually,  the  situation  encountered  in  our  case 
should  not  be  discussed  in  terms  of  primary  or 
secondary  tumor  growths.  Reticulum  cell  sar- 
coma is  a systemic  disease  involving  a certain 
histologic  structure.  Tumors  of  the  lymphade- 
noid  tissue  can  have  an  initial,  single  site  of  origin 
(unicentric  development).  Subsequently,  ad- 
ditional foci  develop  which  are  concomitant  and 
independent.  These  appear  as  separate  foci  and 
not  as  seedings  from  the  initial  lesion.  In  our 
patient  the  bulk  of  the  total  tumor  mass  was  lo- 
cated in  the  heart;  chronologically  it  was  the 
primary  tumor.  The  lesion  in  the  kidney  de- 
veloped as  a concurrent  multicentric  focus.  If 
we  judge  by  the  size,  it  developed  later  than  the 
heart  tumor,  but  if  it  can  be  determined  that  it 
developed  at  the  same  time,  then  it  possessed  a 
slower  growth  potential.  The  tumor  cf  the  heart 
is  justifiably  designated  to  be  of  primary  origin. 

Summary 

1.  The  incidence  of  cardiac  neoplasms  is 
gradually  becoming  more  manifest.  The  diag- 
nostic and  therapeutic  nihilism  which  existed  in 
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this  field  only  a few  years  ago  is  rapidly  being  dis- 
pelled. 

2.  Antemortem  diagnosis  of  primary  cardiac 
tumors  is  being  reported  with  increasing  fre- 
quency and  accuracy.  Because  attempts  are 
now  being  made  by  surgeons  to  resect  tumors  of 
the  heart,  this  lesion  should  receive  increasing  at- 
tention by  the  internist. 

3.  The  establishment  of  a diagnosis  of  certain 
primary  neoplasms  of  the  heart  is  made  possible 
by  angiocardiography,  cytologic  examination  of 
a pericardial  effusion,  consideration  of  progres- 
sive, intractable  cardiac  failure  despite  an 
effective  therapeutic  regime,  electrocardiographic 
changes,  and  certain  peculiar  clinical  features. 

4.  The  authors  present  the  144th  case  of 
sarcoma  of  the  heart,  which  is  the  tenth  reticulum 
cell  sarcoma.  A review  of  cardiac  tumors  is 
included. 
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Perinatal  Mortality 


Perinatal  mortality — the  death  of  infants  before 
or  soon  after  birth — continues  to  be  a major  medical 
problem,  according  to  a recent  study  by  the  Metro- 
politan Life  Insurance  Company.  In  recent  years 
perinatal  deaths  have  averaged  more  than  1. 15, 000 
a year  in  the  United  States.  Approximately  half 
of  these  are  stillbirths,  and  the  remaining  half  are 
babies  dying  within  one  week  of  birth. 

Some  progress  has  been  made  in  reducing  the 
perinatal  mortality  rate — it  fell  about  one  third 
between  1940  and  1954 — but  the  improvement  has 
lagged  far  behind  that  for  childbirth  mortality 
among  mothers,  which  decreased  86  per  cent  in  the 
same  period. 

The  major  factors  contributing  to  the  death  toll 
in  the  perinatal  period,  the  study  shows,  are  lack  of 
early  and  adequate  prenatal  care;  twin  and  other 
plural  births;  puerperal  toxemia;  chronic  and 
infectious  diseases  in  the  mother;  and  the  use  of 
inadequately  trained  midwives,  a practice  which  is 
still  fairly  common  in  some  sections  of  the  country. 


Cesarean  births,  while  quite  safe  for  the  mother,  are 
still  attended  with  high  risk  to  the  infant. 

‘ The  high  death  toll  both  before  and  soon  after 
birth  can  be  reduced  through  the  wider  application 
of  present  knowledge  and  the  development  of  new 
knowledge  regarding  the  factors  affecting  the 
ability  to  survive  in  this  critical  period  of  life,” 
according  to  the  company’s  health  authorities. 

“It  is  of  prime  importance  that  women  be 
educated  to  seek  prenatal  care  early  and  to  remain 
under  continuous  medical  supervision  throughout 
pregnancy.  In  the  course  of  prenatal  instruction, 
women  should  be  alerted  to  signs  and  symptoms 
that  may  indicate  impending  complications. 

“Such  measures  will  help  bring  closer  the  goal  of 
reducing  perinatal  mortality  by  about  one  third — 
the  proportion  considered  preventable  even  with  our 
present  knowledge.  Inasmuch  as  understanding  of 
many  of  the  causes  and  factors  in  perinatal  mortality 
is  still  rudimentary,  there  is  great  need  for  research 
in  this  field,” 
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Clinical  Implications  of  Electrocardiographic 
Misinterpretation 

Some  Observations  about  T Wave  Abnormatities 

ALBERT  SALISBURY  HYMAN,  M.D.,  NEW  YORK  CITY 
( From  the  Cardiac  Services  of  Beth  David,  Jewish  Memorial,  and  New  York  City  Hospitals) 


Never  before  in  the  history  of  medicine  has  a 
simple  scratch  on  a piece  of  paper  wielded 
more  influence  over  the  lives  and  fortunes  of  so 
many  people.  I am  referring  to  the  ubiquitous 
electrocardiogram  produced  by  a variety  of 
direct-writing  electronic  machines  with  special 
attention  to  the  terminal  ventricular  complex 
which  Libman  once  called  the  “Frankenstein 
T wave.”  It  seems  incredible  that  in  the  space 
of  less  than  thirty  years  the  T wave  has  grown 
from  a laboratory  observation  to  its  present 
dominant  role  in  clinical  medicine.  Minute 
changes  in  its  size,  shape,  and  polarity  have  be- 
come the  focus  of  such  scholarly  and  scientific 
interest  that  the  fate  of  individuals  and  perhaps 
of  nations  is  dependent  in  no  little  part  on  the 
interpretation  of  these  alterations.  Iatrogenic 
heart  disease  has  long  been  recognized,1  but  a 
more  malignant  form  of  this  syndrome,  spawned 
by  electrocardiographic  concepts,  is  now  exacting 
a frightening  toll.2 

Most  physicians,  I believe,  have  a tendency  to 
view  with  considerable  tolerance  and  perhaps  with 
some  superiority  the  historic  and  interesting  ac- 
counts of  the  wide  sphere  of  influence  occupied 
by  oracles  in  other  great  periods  of  world  culture. 
But  only  recently  a distinguished  professor  of 
medicine,  in  describing  certain  changes  which 
occurred  in  the  T waves  of  a prominent  individ- 
ual, said  that  such  alterations  did  not  augur  well 
for  the  patient.  Parenthetically  these  are  the 
very  same  words  which  were  used  by  the  oracle 
readers  two  thousand  years  ago  ! One  may  well 
wonder  what  future  historians  may  have  to  say 
about  the  T-wave  hierarchy  which  now  so  rigidly 
rules  current  medical  science  and  its  decisive  role 
in  the  destiny  of  peoples  and  nations  during  this 
part  of  the  twentieth  century. 

How  has  it  come  to  pass  that  this  terminal 
deflection  in  the  electrocardiogram  has  grown  to 
such  stature?  How  is  it  possible  for  a simple 


directional  change  in  a record  made  by  a labora- 
tory instrument  to  carry  such  a burden  of  clinical 
responsibility?  What  are  the  factors  and  cir- 
cumstances which  have  built  up  this  modern 
Frankenstein  oracle,  before  which  the  family 
physician  as  well  as  those  occupying  high  hos- 
pital and  university  appointments  must  bow  with 
deference  and  submissive  humility?  Why  does 
it  require  so  much  energy  and  individual  heroism 
to  stand  up  and  engage  in  almost  lethal  profes- 
sional combat  in  pitting  experience  and  consid- 
ered clinical  judgment  against  the  accepted  sanc- 
tity of  a T wave?  In  short,  just  what  are  the 
facts  about  the  sinister  clinical  significance  of 
the  so-called  abnormalities  of  this  T wave? 

To  obtain  a proper  perspective  of  this  anoma- 
lous situation,  it  may  be  useful  for  the  moment  to 
return  to  the  early  days  of  electrocardiography. 
Let  us  review  briefly  the  introduction  of  this 
method  of  investigating  the  electrodynamic 
phenomena  of  the  beating  heart  into  clinical 
medicine.  Let  us  watch  the  procedure  grow 
from  a mysterious  laboratory  curve  to  the  exalted 
position  which  it  now  occupies  in  the  hearts  and 
minds  of  men.  In  1929,  when  our  first  book  on 
applied  electrocardiography  was  published,  Har- 
low Brooks,  then  professor  of  medicine  at  New 
York  University,  opened  his  foreword  to  the 
volume  with  the  following  prophetic  words: 
“Electrocardiography  has  come  to  stay.  Up  to 
date  its  most  valuable  contributions  have  been 
to  our  knowledge  of  the  physiology  of  the  heart 
mechanism.  In  the  future  its  chief  value  should 
be  to  clinical  medicine  in  its  explanation  of  the 
pathology  of  the  diseased  heart.”3  One  reviewer 
of  the  book  commented:  “Electrocardiography 
is  not  merely  a contribution  to  laboratory 
ph}'siology ; it  is  a valuable  practical  method  in 
the  diagnosis  of  heart  disease.  It  ranks  well  in 
importance  with  the  roentgen  ray  and  the  sphyg- 
momanometer. The  practitioner  is  inclined  to 
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look  on  the  electrocardiograph  as  a mysterious 
machine  which  makes  mysterious  curves.  . .”4 
Another  said,  . it  is  the  hope  that  this  volume 
may  dispel  that  inferiority  complex  which  sur- 
rounds the  doctor  when  he  contemplates  the  use 
of  the  electrocardiogram.”5 

In  1929  there  were  estimated  to  be  less  than 
850  electrocardiographic  machines  in  operation 
throughout  the  entire  nation;  these  were  all 
of  the  photographic  type,  and  most  of  them  were 
huge,  complicated  versions  of  the  original  Ein- 
thoven  string  galvanometer.  I still  have  nos- 
talgic recollections  of  my  initial  encounter  with 
the  first  galvanometer  to  be  used  in  Boston  in 
1914;  it  filled  an  entire  room  in  the  Department 
of  Physiology  at  the  Harvard  Medical  School,  and 
it  required  a team  of  six  men  to  operate  it  more 
nr  less  satisfactorily.6  Fifteen  years  later,  in 
1929,  the  apparatus  was  still  chiefly  confined  to 
teaching  and  research  institutions  and  to  a few 
large  hospitals  in  metropolitan  centers.  The 
number  of  physicians  using  the  equipment  in 
their  offices  was  said  to  be  about  128.  The 
apparatus  was  expensive,  averaging  from  S2,200 
to  $4,600  depending  on  accessory  equipment 
like  pulse-wave  recorders,  special  timers,  and 
multiple  string  assemblies.  It  was  estimated 
:at  one  of  the  early  meetings  of  the  New  York 
Cardiological  Society  held  in  1930  that  possibly 
120,000  tracings  had  been  made  the  previous 
3'ear  in  this  country. 

This  stands  in  startling  contrast  to  United 
States  trade  reports  for  the  year  1955.  There  were 
in  operation  about  34,000  electrocardiographs; 
most  of  these  were  direct-writing  machines  made 
by  14  manufacturers  and  purchased  in  the  last 
ten  years.  Electrocardiographic  machines  cost 
from  a low  of  $35  for  a reconditioned  older  model 
of  a portable  string  type  to  $7,600  for  multi- 
channel diversified  equipment  employed  for  re- 
search purposes.  During  the  past  thirty  years 
the  size  of  the  apparatus  has  been  somewhat  re- 
duced insofar  as  the  laboratory  and  research 
models  are  concerned.  The  portable  machines 
have  continued  to  shrink  in  bulk  as  well  as  infor- 
mation rendered.  One  ingenious  manufacturer, 
mcognizing  the  ascendancy  of  the  T wave  over  all 
,ot&er  components  of  the  tracing,  has  invented 
.a  transistor  device  no  larger  than  a pocket  radio. 
When  the  two  thumbs  of  the  patient  are  placed 
<on  self-moistening  electrode  contacts,  the  gadget 
flashes  a white  light  if  the  T wave  is  upright  in 
lead  I;  a red  light  glows  if  the  T wave  is  inverted ! 


The  manufacturer  says  that  the  basic  philosophy 
behind  the  apparatus  is  clinically  sound  inas- 
much as  a poll  taken  a few  years  ago  among  a 
large  group  of  physicians  showed  that  nearly 
100  per  cent  of  the  portable  work  performed  to- 
day in  the  patient’s  home  was  concerned  with 
acute  coronary  disease,  and  since  more  than 
72  per  cent  of  all  infarcts  are  likely  to  be  recorded 
in  the  first  lead,  the  device  is  a valuable  instru- 
ment in  the  doctor’s  bag.  He  has  had  experience 
in  the  manufacture  of  operating  room  cathode  ray 
electrocardiographic  apparatus;  these  are  con- 
structed to  register  in  lead  I as  the  result  of 
screening  test  reports.7 

About  10,000  small,  push-button  direct-writing 
machines  of  various  types  have  been  sold  to  pri- 
vate physicians  and  others  since  1952.  It  was 
estimated  that  more  than  35  million  tracings  were 
made  in  the  year  1954.  The  total  investment  in 
electrocardiographic  equipment  and  supplies  is 
about  122  million  dollars.  Electrocardiography 
has  become  big  business. 

There  is  a constant  improvement  in  the  meth- 
ods of  producing  electrocardiograms;  in  general, 
equipment  has  kept  pace  with  advances  in  the 
electronic  engineering  sciences.  High  fidelity 
instruments  are  now  available8  and  may  yield 
useful  information  in  certain  cardiac  conditions 
not  discovered  by  conventional  equipment.9 

The  electrocardiograph  has  been  combined 
with  other  technical  apparatus  for  more  complete 
study  of  the  cardiovascular  system.  About  six 
years  ago  Fabricius10  used  it  with  the  kymograph. 
In  1951  Gubner11  combined  it  with  the  ballisto- 
cardiograph.  Recently  Prinzmetal  and  his  as- 
sociates12 have  employed  it  with  highspeed 
cineradiography.  Tucker  and  Yoe13  have  used  it 
with  the  electroencephalograph. 

Electrocardiograms  can  be  taken  at  the  pa- 
tient’s bedside  and  sent  over  local  and  long  dis- 
tance telephone  lines,14  or  they  may  be  stored  on 
magnetic  tape15  and  later  sent  over  telephone  or 
other  lines.16  Finally  electrocardiograms  can  be 
sent  by  radio;  tracings  can  be  taken  from  pilots 
or  passengers  in  flight  and  simultaneously  trans- 
mitted to  receiving  stations.17 

It  is  believed  that  65,000  individuals  are  read- 
ing and  interpreting  electrocardiograms  today; 
most  of  these  are  physicians  who  have  had  one  or 
more  special  courses  of  study.  More  than  50 
such  postgraduate  courses  are  listed  in  a recent 
survey.18  There  are  probably  200  additional 
nonuniversity  and  unlisted  private  courses  avail- 
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able  to  those  who  may  be  interested  in  reading 
tracings  made  by  their  newly  acquired  machines 
and  by  those  not  qualified  for  higher  level  study. 
There  is  a relatively  large  group  of  technicians, 
laboratory  workers,  and  nonmedical  scientists 
who  also  interpret  electrocardiograms  as  a part  of 
their  job. 

Since  the  end  of  World  War  II  46  new  books  on 
electrocardiography  have  been  published.  Nine- 
teen books  on  heart  disease  also  have  appeared; 
many  of  these  devote  large  sections  to  electro- 
cardiography. From  1945  to  1955  about  3,200 
papers  in  whole  or  part  have  been  written  on  the 
subject  in  the  available  world  literature. 

This  is  the  role  of  electrocardiography  today. 
All  of  these  statistics,  gathered  from  presumably 
reliable  sources,  are  presented  merely  to  empha- 
size and  to  place  in  perspective  the  widespread 
and  perhaps  awesome  interest  displayed  by  both 
the  medical  profession  and  the  laity  in  a purely 
technical  procedure  which  still  has  many  scien- 
tific blind  spots.  A casual  glance  at  these 
figures  reveals  in  a dramatic  way  the  amazing 
growth  of  a laboratory  instrument  from  a simple 
galvanometer  to  a new  philosophy  of  living.  An 
electronic  gadget  has  truly  become  deus  ex 
machina ! 

No  one  would  seriously  question  the  place  of 
the  electrocardiogram  in  the  diagnosis  of  the 
various  cardiac  disabilities.  Having  struggled 
so  much  in  the  early  days  of  applied  clinical  elec- 
trocardiography to  prove  its  worth,  I would  be 
the  last  to  deprecate  the  important  place  it  has 
occupied  in  medicine  during  the  past  thirty 
years,  but  as  one  of  the  surviving  pioneers  in 
this  field  of  applied  laboratory  medicine  and  thus 
sharing  the  initial  responsibility  of  the  procedure, 
I am  now  somewhat  apprehensive  lest  the  pen- 
dulum should  swing  too  far  from  the  center  of 
common  sense  and  medical  experience.  I am 
especially  concerned  about  the  mythologic  sanc- 
tity of  the  T wave  and  the  grave  implications 
currently  accepted  in  the  significance  of  certain 
changes  which  may  be  found  in  the  terminal 
ventricular  complex  of  the  electrodynamic  cycle. 
I am  disturbed  about  the  fate  of  many  men  who 
have  given  up  large  and  small  business  enter- 
prises and  who  have  been  urged  into  fretful  re- 
tirement because  of  a diagnosis  based  in  whole  or 
part  on  the  interpretation  of  a T wave.  I am 
presently  awed  by  the  political  responsibility 
placed  on  certain  T waves.  Finally,  as  I sit 
in  what  I trust  is  impartial  judgment  of  cardio- 
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vascular  disabilities,  I am  reminded  of  the  im- 
mensity of  the  financial  obligations  of  insurance 
funds  and  compensation  claims  based  in  many 
instances  on  the  interpretation  of  these  same  T- 
wave  deformations. 

What  are  basic  facts  about  these  T waves? 
We  are  not  concerned  here  with  the  conduction 
disturbances  or  with  the  various  irregularities  of 
rhythm;  we  will  not  touch  on  the  characteristic 
electrodynamic  changes  which  develop  as  the 
result  of  acute  coronary  occlusion.  These  are  all 
well  integrated  in  the  clinical  syndromes  as- 
sociated with  these  conditions.  We  wish  to 
discuss  only  the  current  tendency  to  consider 
alterations  in  the  T wave  as  an  entity  self-suf- 
ficient unto  itself.  We  will  also  have  a word  to 
say  about  the  ST  segment  under  certain  circum- 
stances. 

What  is  the  T wave?  The  T wave,  in  contrast 
to  all  other  components  of  the  electrodynamic 
cycle,  still  offers  challenge  in  regard  to  its  mode 
of  origin.  Most  authors  accept  the  theory  of  re- 
polarization following  the  termination  of  the 
excitatory  process  in  the  ventricular  myocar- 
dium. Unlike  the  rapid  depolarization  phenom- 
ena associated  with  the  spread  of  the  electric 
gradient  over  the  specialized  pathways  in  the 
heart  muscle  and  represented  by  the  QRS  com- 
plex, the  development  of  the  T wave  is  predicated 
on  the  summation  of  an  infinite  number  of 
electrolytic  adjustments  to  constantly  changing 
differences  of  potential  both  within  and  without 
the  cell  membrane.19  Each  cell  apparently  has 
a different  gradient  of  electrochemical  restoration, 
and  at  any  given  instant  in  time  the  total  differ- 
ences of  potential  will  depend  on  negative  or 
positive  vector  predominance.20  Much  has  been 
written  recently  about  the  problem  of  electrolyte 
balance  in  the  heart  muscle;  Wuhrmann21  has 
advanced  our  original  concept  of  myocardio- 
sis22-26  to  include  the  various  chemical  and  toxic 
disturbances  of  the  myocardium.  Minor  varia- 
tions in  the  diphasic  gradient  of  the  repolarization 
vectors  are  promptly  reflected  in  contour  and 
directional  changes  in  the  terminal  ventricular 
complex.  The  T wave  is  thus  apparently  more 
responsive  to  disturbances  of  myocardial  physi- 
ology than  any 'other  component  of  the  electro- 
dynamic cycle. 

Before  reviewing  the  various  conditions  in 
which  the  T wave  may  become  “abnormal,”  a 
working  definition  of  the  normal  electrocardio- 
gram with  special  attention  to  the  terminal  ven- 
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tricular  complex  is  of  course  necessary.  Koss- 
mann26  in  a recent  discussion  of  the  normal  elec- 
trocardiogram points  out  that  a distinction  must 
be  made  between  the  normal  heart  and  the 
“so-called  normal  electrocardiogram.”  Most  elec- 
trocardiographers  accept  the  concept  that  the 
T wave  is  normally  upright  in  all  leads  except 
aVR  and  perhaps  V4  and  V2  in  young  people;  T3 
may  also  be  inverted  in  certain  individuals. 
However,  the  official  criteria27  of  the  New  York 
Heart  Association  broaden  the  base  of  the  list 
of  T wave  directional  changes  which  may  be 
considered  normal;  leads  I,  III,  aVI,  aVF,  Vi, 
V2,  V3,  and  V4  may  show  such  alterations  in 
normal  subjects.  Graybiel,  McFarland,  and 
Gates28  found  abnormal  T waves  in  healthy 
young  aviators;  I reported  similar  findings  in 
naval  and  marine  corps  personnel.29  In  brief,  it 
is  possible,  therefore,  to  find  both  minor  and 
completely  “abnormal”  changes  in  the  T waves 
in  eight  of  the  routine  12  leads  in  healthy  indi- 
viduals; these  changes  may  occur  in  one  or  mul- 
tiple leads.  They  do  not  represent  heart  dis- 
ease, and  they  cannot  be  interpreted  in  terms  of 
cardiac  disability;  they  simply  represent  an  in- 
dividual electrocardiographic  pattern  of  a given 
heart -and  are  thus  normal  within  the  framework 
of  specific  definition. 

Can  the  T wave  become  grossly  abnormal  in 
configuration  as  the  result  of  benign  factors? 
It  has  long  been  known  that  simple  vagal  stimu- 
lation may  cause  remarkable  alterations  in  the 
terminal  ventricular  complex  in  certain  respon- 
sive subjects;  Scott  and  Reed30  produced  ab- 
normal T waves  by  carotid  sinus  pressure.  Mor- 
ton and  his  associates31  showed  similar  findings 
in  resection  of  the  vagus  nerve.  Lepeschkin32 
showed  the  interrelationship  between  hiccups  and 
such  electrocardiographic  changes.  Melchelke 
and  Meitner33  using  sympathomimetic  drugs, 
produced  vagotonic  reactions  which  were  re- 
flected in  the  T waves.  Peter34  also  used  sym- 
pathicolytic  substances  in  determining  the  re- 
sponsiveness of  the  neurovegetative  system  in 
relation  to  the  electrocardiogram. 

The  classic  iced  water  experiment  of  Wilson 
and  Finch  was  recently  repeated,  by  Dowling 
and  Hellerstein.35  They  concluded  that  the 
T wave  negativity  produced  by  the  drinking  of 
moderately  large  amounts  of  cold  liquids  was 
due  to  a delay  in  repolarization  of  the  posterior 
wall  of  the  heart.  The  effects  of  cold  on  the 
heart  have  been  widely  studied  because  of  this 


T wave  responsiveness.  A military  team  of  in- 
vestigators has  just  reported  a series  of  studies 
made  under  arctic  conditions  of  long  exposure  to 
sub-zero  environment36;  here  again  T wave  ab- 
normalities were  noted.  Of  considerable  in- 
terest in  this  connection  has  been  the  develop- 
ment of  hypothermic  anesthesia  with  particular 
reference  to  cardiac  surgery.  Berne37  has  shown 
T wave  negativity  at  such  lowered  body  tempera- 
tures. Lange,  Weiner,  and  Gold38  have  con- 
firmed these  changes  in  experimental  animals. 
Finally,  Lepeschkin39  points  out  that  intravenous 
injection  of  cold  solutions  may  be  productive 
of  many  T wave  abnormalities. 

Eating  as  well  as  drinking  may  cause  T wave 
changes.  Postprandial  alterations  in  the  elec- 
trocardiogram have  been  known  for  years.  In 
1933  Gardberg  and  Olsen40  showed  that  heavy 
meals,  presumably  by  vagal  reflex  action,  could 
produce  remarkable  T wave  changes.  Simonson, 
Alexander,  and  Henschel41  in  1946  confirmed  this 
finding.  Rochlin  and  Edwards42  and  more  re- 
centty  Levit  and  Dinman43  have  demonstrated 
T wave  changes  in  single  and  multiple  leads  after 
the  ingestion  of  various  amounts  of  food. 

The  psychosomatic  aspects  of  T wave  alter- 
ations also  have  been  the  focus  of  recent  inves- 
tigation. Rdrvik  and  Aarstrand44  have  demon- 
strated T wave  negativity  in  patients  with  anx- 
iety neurosis.  Ljung45  noted  similar  changes  in 
what  he  called  the  “fright  electrocardiogram.” 
Magendantz  and  Shortsleeve46  warned  about 
making  a diagnosis  of  heart  disease  on  the  sole 
evidence  of  such  abnormalities  in  young  patients 
with  anxiety  neuroses.  Plice  and  Pfister47 
noted  many  T wave  changes  in  a large  group  of 
mentally  ill  patients.  They  postulate  autonomic 
nervous  sjrstem  imbalance. 

Simple  orthostatic  factors  may  produce  abnor- 
malities of  the  T wave.  Peterson48  found  that 
Certain  subjects,  on  assuming  a standing  position 
after  resting  in  a horizontal  plane  for  more  than 
ten  minutes,  may  completely  invert  the  T waves 
in  several  leads.  Chardon  and  Gross49  noted 
similar  findings  in  experimental  dogs. 

Finally,  a word  about  simple  deformities  of  the 
chest.  The  most  common  of  these  is  sternal 
depression.  Here,  Botelho,  Medeiros,  and 
A morim,50  in  a review  of  the  subject,  have  pointed 
out  the  frequency  of  T wave  changes  among 
other  electrocardiographic  alterations.  In  1936 
I reported  such  T wave  abnormalities  in  persons 
with  so-called  “chicken  breast”  orthopedic  de- 
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formities.61 

In  summary,  such  are  the  T wave  changes 
which  may  be  found  in  normal  individuals  under 
varying  conditions  of  ordinary  life  stress.  The 
list  is  by  no  means  complete.  Taken  as  a group 
they  represent  abnormalties  of  the  terminal  ven- 
tricular complex  which  may  have  no  pathologic 
counterpart;  they  are  abnormal  only  by  defini- 
tion. It  is  here  that  the  mythologic  sanctity  of 
the  upright  T wave  exerts  its  malicious  sphere  of 
influence,  and  it  is  here  that  the  inverted  T wave, 
taken  out  of  context  and  raised  to  an  exalted 
clinical  entity,  has  been  responsible  for  so  many 
broken  lives  and  unnecessary  financial  burdens. 
I am  thinking  now  of  a well-known  ballet  dancer 
who  gave  up  a brilliant  career  because  of  Ti  neg- 
ativity which  I sincerely  believe  was  due  entirely 
to  vagal  effects;  a baseball  player  with  Ti,  aVi, 
and  Vi,  V2,  and  V3  T wave  changes  which  were 
found  on  physical  examination  after  a heavy 
meal;  a radio  announcer  with  Ti  inverted  be- 
cause of  an  anxiety  neurosis;  an  industrialist  who 
retired  at  the  height  of  an  expansion  program 
involving  the  welfare  of  thousands  of  employes 
and  millions  of  dollars  because  an  insurance  ex- 
amination revealed  certain  T wave  changes  due 
to  a deformity  of  the  chest. 

On  the  other  side  of  this  picture  are  the  multi- 
tude of  unsubstantiated  insurance  and  industrial 
claims  of  cardiac  disability  based  in  part  or  en- 
tirely on  T wave  changes.  I know  of  an  instance 
where  a man  has  been  collecting  permanent  in- 
surance disability  for  nearly  twenty-two  years  be- 
cause he  has  a flattened  T-wave  in  lead  I.  It  all 
started  because  of  a gastrointestinal  upset  caused 
by  overeating  and  drinking.  In  1934  a diagnosis 
of  “acute  indigestion”  was  equivalent  to  acute 
coronary  thrombosis  in  certain  medical  groups. 
The  finding  of  the  minor  T wave  change  clinched 
the  diagnosis,  and  although  he  has  never  shown 
any  objective  evidence  of  heart  disease  in  all 
the  subsequent  years,  he  is  still  labeled  as  a 
coronary  beneficiary.  This  type  of  case  is  famil- 
iar to  every  physician  engaged  in  insurance  or 
industrial  medicine;  claims  will  be  paid  just  so 
long  as  “experts”  are  willing  to  testify  that  such 
T wave  abnormalities  are  caused  only  by  heart 
disease. 

Let  me  repeat  in  conclusion:  We  are  not  con- 
cerned here  with  T wave  changes  which  are 
caused  by  or  are  associated  with  objective  cardio- 
vascular pathology,  although  there  is  a consid- 
erable clinical  experience  to  suggest  that  even 


here  in  certain  instances  the  T wave  abnormali- 
ties may  have  nothing  to  do  with  the  predominant 
carrliac  lesion.  A woman  with  mitral  stenosis 
on  occasion  showed  Ti  inversion  which  subse- 
quently was  found  to  be  the  result  of  an  anxiety 
neurosis;  she  did  not  have  the  additional  burden 
of  coronary  disease.  The  importance  of  clinical 
electrocardiography  is  acknowledged,  but  the 
undue  emphasis  placed  on  the  psuedoclinical 
sanctity  of  the  upright  T wave  must  be  chal- 
lenged by  those  who  share  the  responsibility  of 
preventing  the  entire  concept  of  the  electrocar- 
diographic interpretation  of  heart  disease  from 
becoming  a mockery  both  in  the  clinic  and  in  the 
courts  of  law.52  The  task  of  directing  wise  coun- 
sel in  this  rapidly  growing  field  of  medical  science 
is  placed  on  the  teachers  of  medicine  and  those 
interested  in  maintaining  the  proper  perspective 
concerning  the  limitations  of  this  diagnostic  pro- 
cedure. 
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Concomitant  Medical  Care 


The  need  for  medical  attention  by  a physician, 
other  than  the  surgeon,  during  serious  surgical 
procedures  has  been  adequately  demonstrated. 
The  payment  for  such  care  to  a physician  other 
than  surgeon  has,  however,  not  been  adequately 
provided  for.  Occasionalh',  Blue  Shield  will  make 
payment  to  the  family  physician,  internist,  or 
pediatrician  for  assisting  in  the  care  of  the  patient 
during  and  after  surgery,  but  no  provision  has 
ordinarily  been  made  by  contract  for  this  service. 

It  should  not  be  difficult  to  provide  that  in 
specific  serious  surgical  procedures,  a certain 
definite  amount  be  paid  for  concomitant  medical 
care.  This  should  be  a welcome  solution  to  many 
of  the  problems  that  arise.  Many  complaints  re- 
ceived by  Grievance  Committees  arise  because 
a second  doctor  has  asked  to  be  paid  for  service 
that  the  patient  has  not  fully  understood.  Many 
complaints  that  come  to  insurance  companies  are 
based  on  the  fact  that  when  surgery  is  done,  only 
the  surgeon  is  paid. 

If  this  type  of  coverage  is  to  be  provided,  the 
impetus  must  come  from  the  medical  profession. 
The  purchaser  of  coverage  is  usually  interested 
mostly  in  getting  protection  against  a surgical  fee. 
The  people  who  negotiate  contracts  for  group 


coverage  has  been  measuring  coverage  by  the  size  of 
the  surgical  fees  paid.  The  insurance  companies 
evidently  have  felt  that  the  surgical  fees  are  easier  to 
calculate,  so  have  avoided  the  headaches  of  evaluat- 
ing the  medical  care  and  particularly  medical  care 
concomitant  with  surgical  procedures. 

Perhaps  some  day  concomitant  medical  care  will 
be  deemed  necessary  with  all  surgical  procedures, 
but  at  present  it  should  be  well  to  provide  this 
payment  only  for  a specified  group  of  procedures. 
These  should  include  abdominoperineal  resection, 
partial  or  total  gastrectomy,  surgery  of  the  pancreas, 
major  blood  vessels,  heart,  lung  where  an  entire 
lobe  or  portion  of  a lobe  is  removed,  surgery  of  the 
brain,  nephrectomy,  cystectomy,  ureteral  trans- 
plants, surgery  of  the  spine,  extensive  dissection  of 
the  pelvis,  and  major  surgery  on  children.  Diabetics 
and  patients  receiving  cortisone  require  special 
care.  A committee  with  representatives  of  all  the 
doctors  concerned  could  decide  exactly  what 
procedures  to  include.  After  this  the  American 
Medical  Association  should  request  all  insurance 
companies  writing  medical-surgical  coverage  to 
provide  this  medical  payment  for  concomitant 
medical  care. — Walter  C.  Bornemeier,  M.D.,  Illinois 
Medical  Journal,  April,  1957 
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On  the  Plight  of  the  Not-So-Sick  Ward  Patient 

BERNARD  C.  MEYER,  M.D.,  NEW  YORK  CITY 
(From  the  Department  of  Psychiatry , Mount  Sinai  Hospital) 


The  duration  of  convalescence  of  a hospital 
patient  after  a relatively  minor  illness  can 
sometimes  be  influenced  by  factors  not  related  to 
the  illness  itself. 

Case  Report 

Following  a simple  hemorrhoidectomy  a fifty- 
eight-year-old,  married  woman  developed  urinary 
retention  without  evident  physical  cause,  necessitat- 
ing catheterization  for  an  entire  week.  It  was  sus- 
pected that  psychologic  factors  were  contributing  to 
this  condition,  which  was  delaying  a prompt  dis- 
charge from  the  hospital.  Therefore,  a psychiatric 
consultation  was  requested  by  the  ward  surgical 
resident,  who  said  that  he  believed  the  patient  might 
be  reluctant  to  return  home  where  the  care  of  her 
chronically  ailing  husband,  a cardiac,  would  again 
engage  her  energies. 

I saw  the  patient  on  May  29,  1956,  five  days  after 
the  operation,  and  found  her  irritable,  tearful,  and 
agitated.  However,  she  was  obviously  gratified  by 
the  opportunity  to  tell  her  troubles  and  vent  her 
feelings.  She  insisted  that  she  would  leave  the 
hospital  by  the  first  of  June  whether  the  doctors 
permitted  it  or  not.  This  statement,  taken  at  its 
face  value,  spoke  against  a reluctance  to  go  home. 
She  then  upbraided  herself  for  choosing  to  be  ad- 
mitted to  the  ward  “for  the  sake  of  saving  a few 
dollars”  instead  of  entering  the  private  pavilion 
where  she  might  have  been  treated  “like  a queen.” 
A rather  passive  individual  who  hesitated  to  make 
requests  or  demands,  she  deemed  herself  a virtually 
forgotten  patient  on  a ward  occupied  mostly  by  ex- 
tremely serious  cases.  She  frankly  acknowledged 
that  her  case  was  comparatively  trivial  and  seemed 
to  evoke  little  interest  on  the  part  of  either  doctors  or 
nurses.  Ward  rounds  conducted  by  the  attending 
staff  served  only  to  heighten  her  sense  of  unimportance 
as  the  impressive  assemblage  hovered  about  the 
beds  of  cancer,  commissurotomy,  or  amputation 
cases  for  five  or  more  minutes  at  a time,  contrasting 
painfully  with  the  near  perfunctory  dismissal  of  her 
case  with  the  word  “hemorrhoids.” 

I pointed  out  to  her  that  she  was  extremely  re- 
sentful of  the  apparent  lack  of  interest  and  atten- 
tion of  a busy  surgical  staff  and  that  were  it  not  for 
the  urinary  retention  she  might  have  received  even 
less  of  both.  She  was  evidently  relieved  both  by 
the  opportunity  to  discuss  her  grievances  and  by  the 


fact  that  I was  not  angry  at  her  for  doing  so.  When 
I told  her  that  I would  suggest  some  medication  to 
help  her  urinate  she  exclaimed  with  more  enthusiasm 
than  insight,  “Doctor,  if  you  help  me  to  pee,  I’ll  pee 
on  everybody!”  Two  days  later  she  received  three 
doses  of  25  mg.  of  meprobamate,  voided  spon- 
taneously, and  was  sent  home. 

Comment 

It  goes  without  saying  that  I am  presenting  a 
most  superficial  psychiatric  history.  No  effort 
was  made  to  explore  her  past,  her  sexual  life, 
deep  attitudes  to  family  members,  and  so  on. 
I do  not  know  whether  she  endowed  her  anus 
with  strong  erotic  or  exhibitionistic  feelings,  nor 
do  I have  any  data  on  the  unconscious  signifi- 
cance to  her  of  either  the  hemorrhoidectomy  or 
the  urinary  retention  and  catheterization. 
Despite  these  deficiencies,  however,  the  avail- 
able clinical  material  appeared  to  lend  a reason- 
able degree  of  probability  to  the  suspicion  that 
the  retention  of  urine  was  closely  associated  with 
pent-up  rage,  a combination  described  recently  in 
a case  reported  by  Williams  and  Johnson.1 

In  a broader  sense  this  case  touches  on  the 
general  matter  of  attitudes  of  medical  personnel 
toward  patients,  especially  ward  patients,  a 
subject  that  receives  altogether  too  little  atten- 
tion both  in  medical  teaching  and  in  the  non- 
psychoanalytic  literature.  I refer  here  to  those 
inevitable  likes  and  dislikes  which  doctors  and 
nurses  experience  toward  different  patients: 
the  preference  felt  toward  the  young  versus  the 
old,  the  pretty  versus  the  homely,  the  “sweet” 
versus  the  demanding,  the  cheerful  versus  the 
depressed,  the  rare  “museum  piece”  versus  the 
hernia  repair,  the  success  versus  the  failure,  and 
more  particularly  the  curable  versus  the  incur- 
able. The  plain  spinster  with  a pheochromocy- 
toma  is  likely  to  attract  more  attention  than  her 
equally  plain  sister  with  varicose  veins,  and  the 
tears  of  those  who  don’t  speak  a word  of  English 
may  elicit  less  sympathy  than  the  tears  of  those 
who  do.  In  short,  patients  too  have  “Hooper 
ratings.”  In  addition  to  these  categories  there 
are  a host  of  unconscious  determinants  residing 
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in  the  psyche  of  both  doctors  and  nurses  which 
contribute  to  prejudices  for  or  against  their 
patients.  Manifestations  of  these  counter-trans- 
ference attitudes  are  not  difficult  to  detect, 
appearing  in  their  most  unabashed  guise  in  that 
deplorable  and  vulgar  custom  of  addressing 
elderly,  obese  women  as  “Mama,”  thin  old  men 
as  “Pop,”  shy  adolescent  girls  as  “Sister,”  and 
an  odd  assortment  of  other  patients,  despite  a 
brief  acquaintanceship,  by  their  first  names. 

On  a busy  hospital  service,  moreover,  and 
especially  on  a surgical  service,  the  pressure  of 
realistic  factors  necessarily  results  in  an  unequal 
apportionment  of  time  and  attention  to  the 
entire  roster  of  patients,  an  inequality  which, 
while  it  may  correspond  to  the  realistic  needs  of 
individuals  who  are  “unequally  ” sick,  may  in  no 
wise  approximate  the  all-important  emotional 
needs  of  the  relatively  less  sick  patient.  All 
patients  who  are  ill,  seriously  or  not,  tend  to 
display  regressive  childlike  attitudes,  thoughts, 
and  behavior,  especially  when  removed  from 
familiar  surroundings  and  placed  in  an  aseptic- 
smelling hospital  dormitory  peopled  by  strangers. 
Along  with  the  regression  there  is  often  a marked 
restriction  of  interest  outside  the  self,  resulting  in 
a tubular  concentration  on  the  physical  self  and 
especially  on  the  disease  site.*  To  the  patient 
described  above,  her  bleeding  and  aching  anus 
had  no  doubt  become  the  focal  point  of  her 
attention  to  the  same  degree  that  the  heart 
becomes  the  major  preoccupation  of  a victim  of 


* On  the  neurological  service  of  Montefiore  Hospital  some 
years  ago  two  young  women  afflicted  with  Wilson’s  disease 
nearly  came  to  blows  over  the  issue  of  who  had  the  more 
typical  Kayser-Fleischer  corneal  ring. 


coronary  occlusion.  But  a splinter  in  a child’s 
foot,  a foreign  body  in  the  eye,  a sebaceous  cyst, 
and  many  other  slight  disorders  all  share  this 
capacity  to  capture  massive  quantities  of  atten- 
tion at  the  expense  of  the  total  environment. 
To  gain  the  impression,  therefore,  that  this 
object  of  concentrated  attention  is  not  especially 
interesting  to  those  charged  with  its  care  and 
cure  may  create  a sense  of  rejection  and  constitute 
a severe  narcissistic  blow,  leading  to  rivalries  with 
other  patients,  petulance,  conscious  and  un- 
conscious efforts  to  enlist  greater  interest, 
further  regression,  prolongation  of  invalidism, 
and  hence  protracted  convalescence.  In  an 
endeavor  to  avoid  these  consequences  every 
effort  should  be  made  to  implant  in  the  mind  of 
each  patient,  however  sick,  that  he  is  the  object 
of  the  same  degree  of  concern  and  interest  as 
any  other. 

Summary 

A brief  case  presentation  is  offered  describing 
posthemorrhoidectomy  urinary  retention  accom- 
panying feelings  of  resentment  toward  a busy 
ward  personnel  for  an  alleged  disdain  over  a 
relatively  minor  surgical  problem.  A plea  is 
made  for  a more  equitable  distribution  of  atten- 
tion and  interest  among  all  patients  regardless  of 
the  degree  of  seriousness  of  the  illness.  It  is 
felt  that  such  a policy  may  influence  the  duration 
of  convalescence. 

240  East  62nd  Street 
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Carcinoma  of  the  Male  Breast 


In  a review  of  36  cases  of  male  cancer  of  the 
breast,  seven,  or  19  per  cent,  were  found  to  be  in- 
operable. Twenty-seven  of  these  patients  are 
known  to  have  died  of  carcinoma  of  the  breast  with 
extensive  metastases;  six  could  not  be  followed  up. 
Eight  patients  survived  three  years;  two  survived 
five  years;  the  longest  survival  was  nine  years. 
Analysis  of  this  series,  says  the  author,  confirms  the 
conclusion  of  others  that  the  clinical  and  pathologic 


features  of  this  tumor  are  similar  to  carcinoma  of  the 
breast  in  general.  There  is  no  evidence  that  this 
is  a more  malignant  tumor  than  that  found  in  the 
female;  principles  of  treatment  are  the  same,  but 
results  are  very  poor.  The  disappointing  results 
are  explained  by  late  presentation  of  the  patients 
and  by  certain  anatomic  features  of  the  male 
breast. — John  H . Mohardt,  M.D.,  Quarterly  Bulletin, 
Winter,  1956 
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Polyoxyethylene  Dodecanol  Vaporization  in  the 
Treatment  of  Respiratory  Infections  of 
Infants  and  Children 


VINCENT  DE  PAUL  LARKIN,  M.D.,  FOREST  HILLS,  NEW  YORK 

( From  the  Department  of  Pediatrics,  New  York  University  Post-Graduate  Medical  School,  New  York  City,  and 

Wyckoff  Heights  Hospital,  Brooklyn,  New  York) 


Wetting  agents  or  detergents  have  been 
used  for  the  treatment  of  a variety  of 
diseases  of  the  respiratory  tract,  usually  being 
administered  by  aerosol.1-6  In  this  study  poly- 
oxyethylene dodecanol  (PED),  a nonionic, 
surface-active  compound  capable  of  lowering  the 
surface  tension  of  distillates  was  employed. 

Extensive  studies  on  experimental  animals 
indicate  that  PED  has  a wide  margin  of  safety. 
There  is  no  evidence  of  injury  to  the  respiratory 
tract,  no  toxic  effects  on  the  red  blood  cells,  and 
no  inhibition  of  ciliary  action  in  animals  unless 
excessively  high  concentrations  are  employed.7 
Laboratory  studies  showed  that  PED  is  readily 
vaporized  from  an  ordinary  electric  steam 
vaporizer  or  bowl  of  hot  water,  being  carried  in 
the  water  vapor.  The  important  advantages  of 
PED  over  agents  currently  employed  in  medical 
practice  is  that  it  may  be  readily  administered  at 
home  with  an  electric  steam  vaporizer.  Other 
agents  now  in  use  for  the  uninterrupted  treat- 
ment of  respiratory  diseases  are  limited  to  lo- 
cations where  positive  pressure  equipment  is 
available,  usually  in  hospitals. 

A clinical  study  of  PED  in  the  treatment  of 
respiratory  tract  infections  of  children  and  infants 
was  undertaken  to  determine  whether  or  not  it 
might  be  a valuable  adjunct  to  the  treatment  of 
respiratory  tract  diseases. 

Procedure 

Before  an  evaluation  of  the  therapeutic  action 
of  PED  could  be  undertaken,  it  was  necessary  to 
determine  whether  or  not  it  had  any  toxic  action 
under  conditions  of  use.  For  this  purpose  25 
patients  who  had  recuperated  from  their  illnesses 
and  were  ready  to  be  discharged  from  the  hospital 
were  studied  for  possible  toxicity  or  irritation. 
The  subjects  were  examined  immediately  before 
exposure  to  the  PED,  after  continuous  eight- 


hour  exposure  to  PED,  and  then  forty-eight 
hours  after  the  treatment  had  been  completed. 
Special  attention  was  paid  to  the  condition  of  the 
conjunctiva,  tympanic  membranes,  nasal  and 
pharyngeal  mucosa,  and  skin  before  and  after 
treatment.  Complete  blood  counts,  urinalysis, 
and  blood  tests  for  the  thymol  turbidity  and 
cephalin  flocculation  were  done  before  and  forty- 
eight  hours  after  exposure  to  PED.  In  addition, 
the  hospitalized  patients  who  were  treated  with 
PED  for  respiratory  infections  received  the  same 
examinations  as  indicated  above  with  the 
exception  of  the  thymol  turbidity  and  cephalin 
flocculation  tests.  Chest  x-rays  were  also  done 
on  several  of  the  subjects  in  the  latter  group  one 
week  after  exposure  to  PED. 

The  standard  dose  of  PED  for  treatment  and 
toxicity  studies  was  four  tablets*  per  quart  of 
water  in  the  vaporizer.  In  addition,  four  of  the 
subjects  on  the  toxicity  studies  were  exposed  to 
eight  tablets  per  quart  and  five  were  exposed  to 
20  tablets  per  quart  for  a continuous  eight-hour 
treatment.  None  of  the  patients  displayed  any 
toxic  effects  on  the  blood,  liver,  kidneys,  skin, 
conjunctiva,  or  mucous  membranes. 

The  blood  counts  and  urinalysis  on  patients 
treated  in  the  hospital  with  PED  or  other  therapy 
(controls)  did  not  reveal  any  significant  difference 
before  and  after  treatment  with  PED  or  between 
the  PED  and  control  groups. 

Since  PED  lias  not  been  previously  used  in 
clinical  medicine  and  its  beneficial  or  harmful 
effects  on  human  subjects  were  not  known  at  the 
onset  of  this  study,  it  was  necessary  to  expose 
patients  with  respiratory  infections  to  PED  and 
observe  any  desirable  or  untoward  effects.  A 
very  critical  attitude  was  assumed  since  it  is 

* VapoSteam  Tablets  (supplied  by  the  Vick  Chemical  Co.) 
containing  PED,  menthol,  camphor,  eucalyptol.  and  benzoin 
were  placpd  directly  in  the  water  of  the  vaporizer. 
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TABLE  X. — Distribution  of  Cases  According  to 
Treatment  and  Sex 


Number  of  Cases 


Treatment 

Male 

Female 

Total 

PED 

Wyekoff  Heights  Hospital 

22 

16 

38 

Office  and  home 

28 

26 

54 

Controls 

Wyekoff  Heights  Hospital 

28 

13 

41 

Office  and  home 

25 

23 

48 

Total 

103 

78 

181 

TABLE  II. — Distribution  of  Cases  According  to  Age 


Age  Number  of  Cases 


(Years) 

PED  Treated 

Controls 

Under  1 

22 

26 

i 

26 

19 

2 

5 

7 

3 

12 

10 

4 

9 

3 

5 

4 

5 

6 

7 

10 

7 

2 

1 

8 

3 

4 

9 

0 

1 

10 

2 

1 

11 

0 

0 

12 

0 

0 

13 

0 

2 

Total 

92 

89 

recognized  that  the  investigator  of  a new  drug  is 
inadvertently  prone  to  over-evaluate  the  bene- 
ficial effects  of  the  drug.  Accordingly,  only 
unequivocally  beneficial  results  were  tabulated  in 
favor  of  PED. 

A total  of  181  infants  and  children  with  infec- 
tions of  the  respirator}-  tract  were  included  in 
this  study.  Of  these  92  were  selected  to  be 
treated  with  PED.  and  89  were  selected  on  an 
alternate  case  basis  to  serve  as  the  controls.  Of 
the  PED-treated  patients  38  were  hospitalized 
with  more  severe  infections,  while  54  were  treated 
at  home  with  the  less  severe  infections.  Of  the 
controls  41  were  treated  in  the  hospital  and  48  at 
home.  Table  I shows  the  distribution  of  these 
cases. 

All  patients  were  given  standard  treatment 
for  their  infections,  including  antibiotics,  seda- 
tives, nose  drops,  aspirin,  etc.,  as  required. 


Cough  syrups  frequently  had  been  administered 
before  admission  to  the  hospital  but  were  not 
given  to  either  the  PED  or  control  groups 
during  the  hospital  study. 

In  order  to  determine  whether  or  not  the  PED 
or  steam  alone  or  steam  with  aromatics  caused 
beneficial  or  harmful  results,  control  cases 
treated  with  unmedicated  steam  or  steam  medi- 
cated with  aromatics  or  by  croupette  or  Alevaire 
were  included  in  the  series.  Each  patient  in  the 
treated  group  was  exposed  for  eight  continuous 
hours  to  the  steam  vaporized  from  an  electric 
steam  vaporizer  containing  the  standard  dose  of 
tablets  next  to  the  child’s  bed.  The  croup  tent 
technic  was  used  only  for  infants  in  cribs.  In 
older  infants  and  children  the  vaporizers  were 
placed  on  a stand  one  foot  from  the  side  of  the 
bed  opposite  the  child’s  head,  one  foot  below  the 
level  of  the  head,  with  the  spout  pointing  toward 
the  bed.  All  windows  and  doors  in  the  room  were 
kept  closed.  It  was  not  necessary  to  saturate 
the  entire  room  with  steam  and  PED,  but  only 
to  direct  the  medicated  steam  to  the  air  in  the 
immediate  area  in  which  the  child  was  breathing. 

Table  II  indicates  the  age  distribution  of  the 
treated  and  control  cases.  The  majority  of 
cases  were  under  six  years  of  age,  as  one  would 
expect  from  the  usual  age  distribution  of  respira- 
tory  infections  in  children. 

The  different  types  of  respiratory  tract  infec- 
tions encountered  in  this  study  are  shown  in 
Table  III.  Many  patients  had  more  than  one 
diagnosis  assigned  to  them,  e.g.,  upper  respira- 
tory infection  and  bronchitis,  or  pharyngitis  and 
tracheobronchitis,  etc.  In  general  it  is  evident 
that  the  more  severe  infections,  such  as  pneu- 
monia, were  hospitalized,  while  the  less  severe 
infections,  such  as  upper  respiratory  infection, 
tracheitis,  etc.  were  in  the  home  or  office-treated 
groups. 

A variety  of  methods  of  treatment  was  em- 
ployed, as  indicated  in  Table  IV.  It  will  be 
noted  that  all  hospitalized  patients  received 


TABLE  III. — Diagnosis  of  Treated  and  Control  Cases 


—Number  of  Patients * 

« ✓ Controls 

Diagnosis 

Hospital 

Outpatient 

Total 

Hospital 

Outpatient 

Total 

Upper  respiratory  infection 

14 

35 

49 

12 

29 

41 

Acute  tonsillitis,  pharyngitis,  and  cervical  adenitis 

9 

34 

43 

12 

IS 

40 

Croup 

5 

6 

11 

7 

4 

11 

Acute  tracheitis 

5 

33 

38 

4 

20 

28 

Acute  bronchitis 

10 

9 

19 

7 

8 

15 

Acute  bronchiolitis 

1 

0 

1 

4 

0 

4 

Bronchopneumonia 

15 

1 

10 

10 

3 

13 
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TABLE  IV. — Types  of  Treatment  According  to  Location 


Treatment 

Hospital 

Outpatient 

Total 

Hospital 

Outpatient 

Total 

Unmedicated  steam  vaporiser  alone 

0 

11 

ii 

0 

6 

6 

Croupette,  Alevaire  and  antibiotics 

0 

0 

0 

16 

0 

16 

Vaporiser  and  antibiotics 

1 

20 

21 

14 

24 

38 

PED  in  steam  vaporizer  alone 

0 

17 

17 

0 

0 

0 

PED  in  steam  vaporizer  and  antibiotics 

38 

37 

75 

0 

0 

0 

Antibiotics  alone 

0 

0 

0 

11 

17 

28 

TABLE  V. — Response  of 

Symptoms  in  the  Treated  and 

Control  Groups 

Duration  of 

Hospital . 

- — Outpatient • 

✓ Hospital ' 

✓ Outpatient * 

Treatment 

Sub- 

No 

Sub- 

No 

Sub- 

No 

Sub- 

No 

Diagnosis 

(Hours) 

sided 

Response 

sided 

Response 

sided 

Response 

sided 

Response 

Nasal  discharge 

8 

1 

5 

3 

4 

0 

14 

0 

14 

48 

2 

4 

3 

4 

1 

13 

2 

12 

Cough 

8 

25 

10 

41 

0 

8 

20 

0 

47 

48 

27 

8 

42 

11 

10 

18 

17 

30 

Respiratory  distress 

8 

13 

4 

2 

0 

4 

10 

0 

5 

48 

17 

0 

2 

0 

6 

8 

1 

4 

Croup 

8 

2 

0 

5 

0 

2 

3 

0 

1 

Fever 

24 

4 

0 

6 

0 

3 

0 

6 

0 

48 

20 

0 

7 

0 

17 

0 

15 

0 

72 

9 

0 

4 

0 

14 

0 

9 

0 

No  Fever 

0 

5 

0 

35 

0 

7 

0 

17 

0 

antibiotics.  Of  the  41  hospital  controls  16  were 
treated  with  aerosol  in  a croupette  while  25  did 
not  receive  either  aerosol  or  steam  treatment. 
Twenty-eight  outpatient  cases  were  treated 
unsuccessfully  with  vaporizers  before  PED  was 
started,  and  24  of  the  47  outpatient  controls  were 
treated  with  a vaporizer  as  well  as  other  methods. 

Since  the  common  symptoms  of  respiratory 
tract  infections  are  nasal  congestion  and  dis- 
charge, inflammation  of  the  tonsils,  pharynx, 
or  both,  cough,  respiratory  distress  (evident  as 
dyspnea,  expiratory  wheezing,  or  both),  and 
croup,  it  was  decided  to  evaluate  therapy  in 
terms  of  effect  on  the  individual  symptoms  rather 
than  on  the  disease  entity  per  se,  especially  since 
other  effective  types  of  therapy,  such  as  anti- 
biotics, had  been  administered.  Although  it 
seems  evident  that  standard  therapeutic  measures 
would  not  produce  a beneficial  effect  within  a 
few  hours  in  cases  of  pneumonia,  tracheitis, 
bronchitis,  etc.,  nevertheless  a careful  comparison 
of  PED-treated  cases  was  made  with  the  controls. 
Since  the  symptoms  mentioned  above  may 
subside  spontaneously  or  within  forty-eight  to 
seventy-two  hours  after  starting  standard  ther- 
apy, beneficial  results  which  occurred  later  than 
forty-eight  hours  after  starting  treatment  were 
not  attributed  to  PED  but  to  other  causes. 
Subsidence  of  fever,  when  initially  present,  was 
used  as  one  criterion  for  the  effectiveness  of 
antibiotics.  By  using  the  above  criteria,  it  is 


believed  that  the  beneficial  effects  of  PED  and 
antibiotics  can  be  independently  evaluated  where 
both  types  of  treatment  were  used  on  the  same 
patient. 

Results  of  Treatment 

The  results  of  treating  181  patients  with  the 
PED  and  control  therapy  are  shown  in  Table  V. 

Case  Reports 

Case  1. — This  five-year-old,  white  girl  was 
brought  to  my  office  on  October  19,  1956,  because 
she  had  been  coughing  for  the  previous  ten  days, 
especially  during  the  night.  The  cough  had  been 
moderately  severe  and  would  awaken  her  one  to 
two  times  nightly.  There  had  been  no  fever  and 
no  signs  of  running  nose.  On  physical  examination 
there  was  no  respirator}'  difficulty,  but  she  coughed 
frequently.  The  tonsils  were  moderately  large  and 
inflamed.  The  lungs  were  clear.  A diagnosis  of 
acute  tonsillitis,  pharyngitis,  and  tracheitis  was 
made.  Penicillin  was  ordered  in  dosages  of  150,000 
units  every  four  hours  by  mouth.  Three  days  later, 
despite  penicillin  therapy,  the  cough  had  become 
very  much  worse.  She  was  now  coughing  contin- 
ually through  the  night. 

At  this  point  PED  in  a vaporizer  was  prescribed 
for  the  following  night.  The  cough  subsided  com- 
pletely as  soon  as  PED  was  started,  and  she  slept 
quietly  through  the  night.  There  has  been  no 
recurrence  of  cough. 
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Case  2. — This  eight-year-old,  white  girl  was  ad- 
mitted on  the  surgical  service  of  Wyckoff  Heights 
Hospital  on  November  10,  1954,  with  abdominal 
pain,  vomiting,  and  fever.  The  pain  had  persisted 
for  two  weeks  but  became  very  intense  the  night  be- 
fore admission.  A cough  and  difficulty  in  breathing 
developed  twenty-four  hours  before  admission.  On 
physical  examination  the  temperature  was  99.8  F., 
and  there  were  crepitant  rales  over  the  left  lung 
posteriorly.  The  child  was  transferred  to  the  pedi- 
atric service.  She  was  coughing  continually.  A 
diagnosis  of  bronchopneumonia  was  made.  X-ray 
of  the  chest  showed  an  exudative  process  in  the  left 
lung  base.  The  blood  picture  was  as  follows:  white 
cell  count  17,450,  neutrophils  83  per  cent,  eosino- 
phils 7 per  cent,  and  small  lymphocytes  10  per  cent. 

Treatment  consisted  of  penicillin  intramuscularly 
and  Achromycin  250  mg.  every  six  hours  by  mouth 
plus  steam  inhalation  with  PED  for  eight  hours. 
There  was  marked  clinical  improvement  after  eight 
hours  of  inhalation.  The  cough  and  respiratory 
distress  had  disappeared.  Rales  were  still  present 
over  the  lung  base  posteriorly. 

Case  3. — This  four-year-old,  white  boy  was  ad- 
mitted to  Wyckoff  Heights  Hospital  on  November 
18,  1954,  with  a history  of  cough,  cold,  and  slight 
elevation  of  temperature  of  three  weeks’  duration. 
During  this  period  the  boy  was  under  the  care  of  a 
private  physician  who  gave  him  oral  penicillin  daily* 
without  improvement.  The  child  lost  7 pounds,  be- 
came irritable,  and  refused  food.  Our  physical 
examination  revealed  a four-year-old  bov  who  was 
coughing  persistently  with  a temperature  of  99.8  F. 
There  were  several  rhonchi  over  the  entire  chest. 
A diagnosis  of  bronchopneumonia  was  made.  X-ray 
of  the  chest  revealed  a pneumonic  process  in  the 
right  middle  lobe.  The  blood  picture  was  as  fol- 
lows: hemoglobin  11  Gni,  red  cell  count  3,600,000, 
white  cell  count  15,000,  neutrophils  80  per  cent, 
eosinophils  3 per  cent,  and  lymphocytes  1 7 per  cent. 

He  was  treated  with  125  mg.  of  Achromycin  every 
six  hours  orally  and  immediate  inhalation  of  PED  for 
eight  hours.  There  was  marked  improvement  after 
eight  hours  of  inhalation.  The  cough  was  heard 
only  occasionally  and  had  decreased  markedly  in 
severity.  Rhonchi  were  still  present. 

Case  4. — A seven-month-old,  male  infant  was 
admitted  to  Wyckoff  Heights  Hospital  on  January 
4,  1955,  with  a history  of  cough  but  no  elevation  of 
temperature  for  the  past  three  months.  The  cough 
was  most  severe.  He  had  received  no  medication. 
Two  days  before  admission  a fever  of  101  to  102  F. 
had  developed  and  had  not  responded  to  injections 
of  penicillin.  Physical  examination  revealed  a child 
breathing  with  wheezing,  expectoration,  and  fre- 
quent coughing.  Flaring  of  the  alae  nasae  was  noted. 


There  was  dullness  on  percussion,  and  numerous 
rales  and  wheezing  were  heard  all  over  the  chest.  A 
diagnosis  of  asthmatic  bronchitis  was  made.  Treat- 
ment consisted  of  intramuscular  penicillin,  125  mg.  of 
Ilotyein  four  times  a day,  and  immediate  vaporiza- 
tion with  PED.  After  eight  hours  of  inhalation 
there  was  marked  improvement  in  the  condition  of 
the  child.  The  wheezing  was  still  present,  but 
coughing  and  flaring  of  the  alae  nasae  had  dis- 
appeared. 

Case  5. — This  fifteen-month-old,  white  female  was 
admitted  to  Wyckoff  Heights  Hospital  on  January 
15,  1955,  with  a history  of  severe  attacks  of  jaundice. 
While  hospitalized,  the  child  developed  an  elevation 
of  temperature  to  103  F.  and  a severe  cough.  On 
examination  crepitant  and  subcrepitant  rales  were 
present  over  both  lung  bases.  The  diagnosis  of 
bronchopneumonia  was  made.  The  blood  picture 
was  as  follows:  hemoglobin  9 Gm.,  red  cell  count 

4,500,000,  white  cell  count  11,700,  neutrophils  36 
per  cent,  monocytes  4 per  cent,  and  lymphocytes  60 
per  cent. 

Treatment  consisted  of  intramuscular  penicillin, 
100  mg.  of  Achromycin  four  times  a day,  and  im- 
mediate vaporization  with  PED.  During  and  eight 
hours  after  the  inhalation  there  was  marked  improve- 
ment in  the  general  condition  of  the  baby.  The 
cough  was  heard  only  occasionally  and  was  much 
less  severe  in  intensity.  Signs  in  the  lung  were 
unchanged. 

In  a small  number  of  cases  no  improvement  was 
observed  during  and  after  steam  vaporization 
with  PED.  An  illustrative  case  follows. 

This  six-month-old,  white  female  was  admitted 
to  Wyckoff  Heights  Hospital  with  a history  of 
prolonged  cough  of  one  and  one-half  months.  Two 
and  one-half  weeks  before  admission  the  child  was 
given  some  oral  antibiotic  without  improvement. 
She  was  coughing  a great  deal,  and  hospitalization 
was  advised.  Physical  examination  revealed  moder- 
ate inflammation  of  the  throat.  A few  rhonchi  were 
heard.  A diagnosis  of  acute  pharyngitis  and  trachei- 
tis was  made.  The  blood  picture  was  as  follows: 
hemoglobin  11.8  Gm.,  red  cell  count  4,350,000, 
white  cell  count  8,300,  neutrophils  42  per  cent, 
eosinophils  2 per  cent,  monocytes  5 per  cent,  and 
lymphocytes  51  per  cent. 

Treatment  consisted  of  250  mg.  of  Achromycin 
every  six  hours  by  mouth  and  300,000  units  of 
penicillin  intramuscularly  daily.  In  addition,  steam 
inhalation  without  medication  was  given  for  eight 
hours.  Since  there  was  no  improvement  on  this 
regime,  vaporization  with  PED  was  administered 
for  eight  hours.  During  the  eight  hours  of  PED  ad- 
ministration the  baby  shovred  only  very  slight  im- 
provement. The  cough  was  slightly  decreased  in 
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TABLE  VI. — Summary  of  Response  of  Symptoms  after  Forty-Eight  Hours  Treatment 


Treatment 

Result 

Nasal 

Discharge 

Cough 

1 1 1 : i y 1 1 o s i s 
Respiratory 
Distress 

Croup 

Fever 

Control 

Subsided 

3 

27 

7 

2 

32 

No  Response 

25 

48 

12 

4 

0 

PED 

Subsided 

5 

69 

19 

7 

27 

No  Response 

8 

19 

0 

0 

0 

severity  and  occurred  a little  less  frequently.  This 
was  considered  a failure  of  PED  therapy. 

Nasal  discharge  and  congestion,  enlarged 
cervical  lymph  nodes,  and  inflammation  of  the 
tonsils  or  pharynx  were  not  observed  in  most  of 
the  patients  in  this  series,  probably  because 
these  signs  are  generally  found  in  milder  infec- 
tions than  those  included  in  this  study.  How- 
ever, where  such  signs  did  occur,  there  was  no 
significant  improvement  within  the  forty-eight- 
hour  period  following  onset,  regardless  of  the 
type  of  treatment  employed.  Even  though  these 
signs  showed  no  improvement,  the  patient’s 
general  condition  was  often  greatly  improved  as 
a result  of  the  various  treatments. 

Cough  was  evaluated  when  it  was  sufficiently 
frequent,  severe,  or  distressing  enough  to  annoy 
both  parent  and  patient.  In  the  majority  of 
cases  the  cough  was  sufficiently  severe  to  prevent 
sleep  or  awaken  the  patient  from  a sound  sleep. 
Cough  of  a lesser  intensity  or  frequency  was  not 
evaluated  in  this  study.  The  subsidence  of 
moderate  and  severe  coughs  from  a variety  of 
respiratory  infections  in  patients  treated  with 
PED  was  very  striking.  Table  Y indicates  that 
25  of  the  35  patients  with  severe  coughs  had 
complete  or  almost  complete  subsidence  of  the 
cough  within  eight  hours,  and  27  stopped  cough- 
ing within  forty-eight  hours.  Frequently,  in 
patients  treated  with  PED,  the  cough  subsided 
even  before  antibiotic  therapy  was  begun.  In 
patients  with  bronchopneumonia  the  cough  sub- 
sided promptly  after  treatment  with  PED, 
although  physical  examination  and  x-rays  showed 
persisting  consolidation  of  the  lung.  On  the 
other  hand,  patients  in  the  control  group  showed 
almost  no  relief  from  coughs  during  the  first 
eight  hours  (only  eight  out  of  75  showed  im- 
provement) and  limited  improvement  within 
forty-eight  hours  (27  out  of  75).  When  relief 
from  cough  did  occur  in  the  control  group,  it  was 
most  evident  where  the  patients  were  treated  by 
croupette  and  with  Alevaire  plus  antibiotics. 
Those  patients  with  asthmatic  bronchitis  showed 
improvement  only  during  the  period  of  treatment 


with  PED  and  relapsed  when  vaporization  was 
terminated.  It  was  striking  to  note  the  almost 
complete  absence  of  improvement  of  cough  in 
those  patients  treated  with  a vaporizer  without 
medication  or  with  proprietary  aromatic  medica- 
tions. 

Respiratory  distress,  confined  almost  entirely 
to  hospitalized  patients,  accompanied  the  more 
severe  respiratory  tract  infections  and  was 
characterized  by  the  presence  of  dyspnea,  wheez- 
ing, or  both.  Relief  from  respiratory  distress 
after  eight  hours  treatment  with  PED  was 
observed  in  15  of  the  19  patients,  and  all  of  the 
patients  had  complete  recovery  after  forty-eight 
hours  of  treatment.  On  the  other  hand,  only 
four  of  the  19  patients  in  the  control  group  had 
relief  from  respiratory  distress  within  eight 
hours,  and  seven  showed  improvement  within 
forty-eight  hours.  All  of  these  patients  were 
treated  with  aerosol  and  Alevaire  by  croupette 
and  showed  improvement  after  the  forty-eight- 
hour  period. 

Croup  is  not  a disease  entity  and  may  be 
caused  by  minor  or  serious  inflammation  at  or 
near  the  larynx.  It  was  encountered  in  only  13 
patients.  In  seven  of  the  cases  treated  with  PED 
croup  disappeared  completely  within  eight  hours. 
One  case  in  the  control  group  with  supraglottic 
edema  required  emergency  tracheotomy  five 
hours  after  beginning  aerosol  therapy  and  ob- 
tained immediate  relief  thereafter.  The  value  of 
PED  in  the  treatment  of  croup  cannot  be  eval- 
uated adequately  on  the  basis  of  the  small 
number  of  cases  included  in  this  study. 

A summary  of  the  results  of  PED  treatment 
compared  with  the  controls  is  shown  in  Table  VI. 
It  will  be  noted  that  PED  treatment  reduced  the 
incidence  of  cough  78  per  cent,  while  the  control 
treatment  reduced  it  only  by  36  per  cent.  This 
difference  is  statistically  highly  significant  when 
tested  by  the  chi  square  method  (P  =>0.001). 
PED  was  more  effective  than  other  treatments  in 
relieving  respiratory  distress,  and  croup,  but  tin' 
number  of  cases  studied  was  insufficient  to  be 
statistically  evaluated. 
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One  patient  on  antibiotic  therapy  in  the 
control  series  was  recuperating  from  broncho- 
pneumonia when  he  suddenly  collapsed  and  died. 
The  cause  of  death  was  undetermined  since 
permission  for  autopsy  was  not  granted.  No 
deaths  occurred  among  the  PED  treated  patients. 

Summary 

1.  Tablets  containing  polyoxyethylene  dodec- 
anol  (PED)  and  aromatics  are  nontoxic  and 
nonirritating  when  used  in  the  dose  of  one  tablet 
per  8 ounces  of  water  in  an  electric  steam  va- 
porizer for  a continuous  treatment  of  eight  hours 
exposure  to  the  vapors.  Patients  subjected  to 
twice  and  five  times  this  dosage  did  not  display 
any  indication  of  toxicity  or  irritation. 

2.  Steam  treatments  with  tablets  containing 
PED  had  a very  rapid,  striking  effect  in  elimi- 
nating or  substantially  reducing  cough  regardless 
of  the  severity  of  the  underlying  respiratory 
infection.  No  other  forms  of  therapy,  including 
cough  syrups,  antibiotics,  or  vaporizers,  medi- 
cated or  not,  approached  the  effectiveness  of  the 
PED  tablets  in  this  respect. 


3.  Respiratory  distress,  including  dyspnea 
and  wheezing,  showed  marked  improvement  with 
PED  steam  therapy  much  more  rapidly  and 
completely  than  with  any  other  therapy  used. 

4.  Although  all  cases  of  croup  responded 
favorably  with  PED  steam  treatment,  the 
number  of  cases  is  too  small  to  justify  a valid 
comparison  with  steam  treatment  alone. 

5.  Patients  with  inflammation  of  the  tonsils 
' or  pharynx  or  with  nasal  congestion  or  discharge 

did  not  obtain  any  significant  therapeutic  effect 
from  treatment  with  PED  tablets  in  a steam 
vaporizer. 

206  Greenway  North 
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New  Twist  in  Press  Relations 


A new  twist  in  medical  press  relations  was 
initiated  in  Cleveland  recently. 

As  guests  on  a Cleveland  Press  tour,  25  physicians 
and  officials  of  University  Hospitals  gained  new 
knowledge  of  how  a metropolitan  newspaper  is  put 
together. 

The  doctors  and  hospital  people  followed  the 
course  of  a story  from  the  typewriter  through  the 
city  desk  and  copy  desk,  the  composing  room  where 
it  is  put  in  type,  the  stereotype  room  where  casts 
are  made  to  fit  on  the  presses,  and  through  the 
big  pressroom  where  a battery  of  presses  print,  dry, 
fold,  cut,  and  count  thousands  of  papers  an  hour. 
All  of  the  guests  marveled  at  the  speed  in  getting  a 


story  from  the  typewriter  to  the  reader  on  the  street. 

Don  Dunham,  medical  writer  for  the  Cleveland 
Press,  was  one  of  four  newspaper  staff  people  who 
spoke  briefly  to  the  group  at  a Press  luncheon  before 
the  plant  tour. 

Only  a few  weeks  ago,  editors  and  writers  of  the 
three  Cleveland  papers  were  guests  of  the  doctors 
and  hospital  officials,  who  arranged  tours  through 
four  of  Cleveland’s  biggest  institutions. 

“The  Press  luncheon  and  tour  was  a return 
favor,”  said  Mr.  Dunham.  “A  great  deal  of  in- 
formation was  exchanged  on  both  sides  and  a better 
insight  into  the  problems  of  each  was  gained.” 
— A.M.A  Secretary’s  Letter,  May  17,  1957 
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M.  HENRY  WILLIAMS,  JR.,  M.D.,  VALHALLA,  NEW  YORK 
{From,  the  Cardiorespiratory  Laboratory,  Grasslands  Hospital ) 


An  understanding  of  the  ways  in  which 
pulmonary  function  is  disturbed  in  various 
cardiorespiratory  diseases  is  important  for  the 
proper  application  of  therapy  to  patients  with 
these  conditions.  The  present  paper  provides  a 
classification  of  pulmonary  functions,  indicates 
which  functions  are  impaired  in  some  diseases, 
and  describes  ways  by  which  these  impairments 
may  be  detected.  Many  of  the  conclusions  are 
based  on  experiments  performed  on  animals,  but 
the  principles  should  apply  to  human  disease. 
No  attempt  has  been  made  to  discuss  all  the 
studies  of  abnormal  physiology  which  have  been 
done  in  the  past  few  years,  but  observations 
pertinent  to  the  presentation  of  the  over-all 
picture  have  been  selected. 

For  the  purposes  of  simplicity  pulmonary 
function  can  be  subdivided  into  three  major 
categories:  ventilation  of  the  alveoli,  diffusion  of 
oxygen  from  the  alveoli  to  the  blood,  and  dis- 
tribution of  blood  and  gas  flows  in  the  lung. 
Impaired  alveolar  ventilation  (which  may  be  the 
result  of  diminished  total  ventilation,  increased 
lung  dead  space,  or  both)  results  primarily  in 
carbon  dioxide  retention,  and  anoxemia  develops 
only  when  respiratory  acidosis  becomes  severe. 
Impaired  diffusion  rarely  affects  the  arterial 
carbon  dioxide  tension,  whereas  anoxemia, 
particularly  during  exercise  or  ascent  to  high 
altitudes,  is  often  found  when  this  function  is 
disturbed.  Impaired  distribution  of  blood  and 


gas  flows  may  take  two  forms:  an  effective  right- 
to-left  shunt  of  blood  through  nonfunctioning 
pulmonary  tissue  or  uneven  ventilation  and  per- 
fusion of  the  lung.  In  the  case  of  right-to-left 
shunts,  carbon  dioxide  retention  is  rarely  a 
problem,  whereas  anoxemia,  even  during  oxygen 
breathing,  may  be  severe.  In  the  latter  condi- 
tion both  anoxemia  and  carbon  dioxide  retention 
occur,  and  the  anoxemia  is  relieved  by  the  in- 
spiration of  pure  oxygen. 

Table  I is  a classification  of  pulmonary  disease 
in  terms  of  impairment  of  each  of  these  three 
functions.  It  should  be  borne  in  mind  that  many 
diseases  may  affect  more  than  one  pulmonary 
function  and  that  the  type  of  physiologic  abnor- 
mality will  depend  on  which  function  is  disturbed 
in  a given  case.  Furthermore,  severe  impair- 
ment of  one  function  may  actually  appear  as 
impairment  of  another.  For  example,  if  diffu- 
sion of  gases  is  impaired  to  the  extent  that  no  gas 
exchange  takes  place  in  an  area  of  lung,  blood 
circulating  through  that  area  will  appear  in  the 
arteries  as  if  it  had  passed  through  a shunt. 

Impaired  ventilation  may  result  from  paralysis 
of  the  muscles  of  respiration,  from  depression  of 
the  respiratory  center  by  anesthetic  agents,  from 
airway  obstruction,  as  in  asthma  or  emphysema, 
or  from  stiffening  of  the  lungs  to  the  point  that  the 
pressure  changes  induced  in  the  thorax  by  the 
muscles  of  respiration  are  insufficient  to  distend 
and  collapse  the  lungs.  The  end  result  of  all 


TABLE  I. — Classification  of  Pulmonary  Disease  in  Terms  of  Impairment  of  Function 


Pulmonary  Function 

Disease 

Physiologic  Abnormality 

Ventilation 

Depression  of  respiratory  center 

Anesthesia,  emphysema 

Acidosis,  CO2  retention,  anoxemia  (if  severe) 

Muscle  paralysis 

Polio,  curare 

relieved  by  oxygen 

Airway  obstruction 

Asthma,  emphysema 

Decreased  compliance 

Fibrosis,  pulmonary  edema 

Diffusion 

Loss  of  alveolar-capillary  surface 

Resection,  emboli,  emphysema 

Anoxemia  aggravated  by  exercise,  relieved  by 

Thickening  of  alveolar  walls 

Fibrosis 

oxygen.  No  CO2  retention 

Distribution 

Effective  right-to-left  shunt 

Pulmonary  A-V  fistula,  atelectasis 

Anoxemia  unrelieved  by  oxygen.  No  COj  reten- 

Pulmonary  edema 

tion 

Uneven  ventilation 

Lung  collapse,  emphysema 

Anoxemia  relieved  by  oxygen.  0 O?  retention 
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these  processes  is  diminished  alveolar  ventilation 
with  elevation  of  the  alveolar  carbon  dioxide 
tension  and  reduction  of  the  alveolar  oxygen 
tension.  A small  elevation  of  carbon  dioxide 
tension  results  in  acidosis,  which  is  compensated 
by  renal  retention  of  bicarbonate,  whereas  a 
small  decrease  of  oxygen  tension  is  of  no  conse- 
quence because  of  the  flat  shape  of  the  oxygen 
dissociation  curve  for  blood  in  the  high  ranges. 
Thus,  maintenance  of  a normal  carbon  dioxide 
tension  is  of  greater  importance  than  of  a normal 
oxygen  tension,  and  the  latter  will  automatically 
be  regulated  if  the  former  is  kept  at  a normal 
value.1  Furthermore,  hyperventilation  results 
in  respiratory  alkalosis,  whereas  elevation  of  the 
oxygen  tension  is  not  detrimental.  These  prin- 
ciples are  important  in  managing  the  apneie 
patient  in  a respirator  or  during  anesthesia,  and 
nomograms  based  on  maintenance  of  a normal 
alveolar  carbon  dioxide  tension  are  available  for 
this  purpose.2 

The  management  of  patients  with  impaired 
ventilation  is  often  complicated  by  the  presence 
of  additional  abnormalities  of  pulmonary  function 
depending  on  the  cause  of  the  ventilatory  in- 
sufficiency. Direct  observation  and  spirographic 
tracings  may  provide  further  insight  into  the 
pathophysiology.  When  the  abnormality  results 
from  depression  of  the  respiratory  center  or  from 
muscle  paralysis,  total  ventilation  is  reduced  as 
are  the  vital  capacity  and  maximum  breathing 
capacity.  Treatment  consists  essentially  of  the 
intermittent  application  of  external  pressure 
either  in  the  form  of  positive  pressure  at  the 
mouth  or  of  negative  pressure  in  a tank  respirator 
in  order  to  improve  alveolar  ventilation.  Since 
many  diseases,  such  as  poliomyelitis,  which  cause 
paralysis  of  the  muscles  of  the  respiration  also 
result  in  some  stiffening  of  the  lungs,3  the  pres- 
sures required  to  distend  the  lungs  adequately 
generally  exceed  the  pressures  normally  generated 
in  the  intrapleural  space. 

In  asthma  and  emphysema  the  major  cause  of 
the  reduced  ventilation  is  airway  obstruction 
which  is  reflected  in  a reduced  rate  of  airflow 
from  the  lungs,  particularly  near  the  end  of  a 
forced  expiration,  without  necessarily  diminished 
vital  capacity.  Since  expiration  can  only  be 
performed  slowly,  the  maximum  breathing  capac- 
ity is  reduced  in  these  patients.  Since  most  of 
the  symptoms  and  physiologic  abnormalities 
result  from  airway  obstruction,  therapy  should  be 
directed  at  relieving  this  with  bronchodilators. 


In  advanced  cases  artificial  ventilatory  aids  may 
also  be  necessary  in  order  to  provide  adequate 
alveolar  ventilation.  In  some  cases  positive 
pressure  breathing  may  suffice,  whereas  in  more 
severe  cases  a respirator  may  be  necessary.  In 
the  case  of  the  latter  tracheotomy  is  often  done 
to  provide  adequate  cleansing  of  the  tracheo- 
bronchial tree  and,  incidentally,  to  reduce  the 
dead  space.  Finally,  the  respiratory  center  of 
patients  with  advanced  emphysema  may  become 
depressed  so  that  alveolar  ventilation  is  further 
reduced.4  In  such  patients  Diamox  and  breath- 
ing exercises  may  be  quite  beneficial. 

Ventilatory  insufficiency  is  rarely  a problem  in 
patients  who  have,  primarily,  increased  stiffness 
of  the  lungs  (reduced  compliance).  Such  patients 
reveal  anoxemia  because  of  impaired  diffusion 
but  develop  carbon  dioxide  retention  only  at  a 
very  late  stage.  Pulmonary  fibrosis,  a major 
cause  of  reduced  lung  compliance,  is  generally 
evident  on  x-ray,  and  typical  spirographic 
findings  are  reduced  vital  capacity  without  ex- 
piratory delay  and  relatively  normal  maximum 
breathing  capacity.  As  previously  mentioned, 
a variable  loss  of  lung  compliance  may  occur  in 
poliomyelitis,  which  complicates  the  management 
of  the  ventilation  of  such  patients  but  is  not  of 
primary  importance.  The  lung  compliance  is 
reduced  in  pulmonary  edema,5  but  the  other 
functional  consequences  of  pulmonary  edema  are 
more  important  . 

When  ventilatory  insufficiency  is  present, 
regardless  of  its  etiology,  the  important  thera- 
peutic goal  is  to  improve  alveolar  ventilation  to 
the  point  that  the  alveolar  CO2  tension  is  main- 
tained at  a normal  level.  The  inspiration  of 
oxygen  per  se  is  of  no  value  and  may  induce 
further  respiratory  depression  and  even  death 
unless  accompanied  by  increase  of  the  total 
ventilation.6 

Impairment  of  diffusion  of  oxygen  across  the 
alveolar  walls  may  result  either  from  loss  of  the 
alveolar-capillary  surface  area  available  for 
diffusion  or  from  thickening  of  the  alveolar  walls. 
Significant  decrease  in  the  number  of  alveolar 
capillaries  may  occur  in  extensive  emphysema,7 
after  resection  of  pulmonary  tissue  (if  it  is  exten- 
sive),8 and  after  pulmonary  embolization.9  In 
the  cases  of  the  two  latter  it  is  of  interest  to  note 
that  sufficient  resection  or  embolization  to  pro- 
duce severe  diffusion  limitation  is  also  accom- 
panied by  marked  pulmonary  hypertension  and, 
generally,  right  heart  failure,  an  indication  that 
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the  reserves  of  the  pulmonary  vascular  bed 
(concerned  in  the  resistance  to  blood  flow)  and 
of  the  capillary  surface  available  for  diffusion 
are  similar  in  magnitude.  Over  70  per  cent  of 
the  lung  must  be  resected  before  diffusion  limi- 
tation and  right  heart  failure  develop.  Thick- 
ening of  the  alveolar  walls  may  result  from  a 
variety  of  forms  of  fibrosis,  including  sarcoidosis, 
Hamman-Rich  disease,  and  alveolar  cell  car- 
cinoma. When  extreme,  the  fibrosis  results  in 
areas  of  lung  where  there  is  no  diffusion  of  gases 
so  that  the  physiologic  picture  includes  some 
degree  of  right-to-left  shunt.  Two  practical 
points  emerge  from  a consideration  of  the  basic 
factors  concerned  in  the  diffusion  of  oxygen 
across  the  alveoli.  Since  the  rate  of  diffusion  is 
dependent  on  the  pressure  head  available  for 
diffusion  (the  alveolar  oxygen  tension  minus  the 
oxygen  tension  of  the  blood  in  the  alveolar 
capillary),  elevation  of  the  alveolar  POs  results  in 
an  increase  of  the  rate  of  diffusion  of  oxygen  into 
the  blood,  and  reduction  of  the  alveolar  P()., 
causes  a decreased  rate  of  diffusion.  As  a result 
the  anoxemia  of  patients  with  diffusion  limitation 
is  greatly  benefited  by  inspiration  of  oxygen  and 
made  much  worse  by  inspiration  of  a low-oxygen 
mixture  or  by  ascent  to  high  altitudes.  Further- 
more, increased  oxygen  consumption  places  a 
greater  demand  on  the  diffusion  process,  and 
patients  with  diffusion  impairment  are  apt  to 
suffer  intensification  of  cyanosis  during  exercise. 

The  abnormality  common  to  patients  with 
impaired  diffusion  is  anoxemia  aggravated  by 
exercise  and  relieved  by  oxygen.  Additional 
findings  depend  on  the  etiology  of  the  diffusion 
limitation.  Pulmonary  emboli  are  unique  in  that 
they  may  cause  diffusion  limitation  without 
impairment  of  ventilatory  function.  Resection 
of  pulmonary  tissue  results  in  diminished  vital 
capacity  as  does  pulmonary  fibrosis.  The  ven- 
tilatory findings  in  emphysema  have  been  de- 
scribed above.  Although  some  decrease  of  diffus- 
ing capacity  can  be  demonstrated  in  this  disease, 
impaired  diffusion  is  not  a limiting  factor  nor  an 
important  cause  of  anoxemia  in  patients  with 
emphysema. 

Impaired  distribution  of  blood  and  gas  flow  in 
the  lung  may  take  two  forms:  circulation  of 
mixed  venous  blood  through  areas  of  non- 
functioning lung  (effective  right-to-left  shunt)  or 
uneven  ventilation  of  different  parts  of  the  lung 
which  are  not  perfused  to  the  same  extent  so 
that  different  ventilation  : perfusion  ratios  exist 


in  different  parts  of  the  lung.10  The  former 
condition  occurs  in  pulmonary  arteriovenous 
fistula,  in  atelectasis  (although  the  blood  flow 
through  the  atelectatic  lung  is  greatly  dimin- 
ished),11 and  in  pulmonary  edema,  in  which  case 
the  shunt  is  apparently  due  to  the  passage  of 
blood  through  alveoli  not  ventilated  because  of 
obstruction  of  airways  by  foam  and  edema 
fluid.12  In  all  these  conditions  anoxemia  is 
found  and  is  due  to  the  mixture  of  blood  that  has 
passed  through  unventilated  lung  to  that  which  is 
normally  arterialized  in  the  lung.  The  degree  of 
anoxemia  is  a function  of  the  magnitude  of  the 
right-to-left  shunt,  and,  since  the  venous  satu- 
ration is  only  slightly  raised  by  oxygen  breathing, 
the  anoxemia  is  not  completely  relieved,  except 
in  the  presence  of  very  small  shunts,  by  the  in- 
spiration of  100  per  cent  oxygen.  Measurement 
of  the  arterial  oxygen  saturation  during  oxygen 
breathing  allows  one  to  estimate  the  extent  of 
the  shunt,  since  the  other  causes  of  anoxemia  are 
removed  by  oxygen  breathing.  The  physiologic 
abnormality  common  to  patients  with  an  effective 
right-to-left  shunt  is  anoxemia  which  may  be  in- 
completely relieved  by  oxygen  breathing.  Pa- 
tients with  pulmonary  arteriovenous  fistulae  may 
not  have  ventilatory  abnormalities,  whereas 
patients  with  pulmonary  edema  and  atelectasis 
have  a reduced  vital  capacity. 

The  other  form  of  impaired  distribution  is  that 
which  results  from  diseases  such  as  emphysema 
which  result  in  the  presence  of  different  ventila- 
tion : perfusion  ratios  in  the  lung.  In  the  dog 
simple  collapse  of  the  lung  results  in  profound 
anoxemia  from  this  cause,10  and  it  is  likely  that 
the  normal  architecture  of  the  lung  is  at  least 
partially  responsible  for  maintenance  of  homog- 
enous ventilation  and  perfusion  of  the  lung. 
One  might  expect  that  a pneumothorax  would 
result  in  anoxemia  from  this  cause.  This  form 
of  anoxemia  depends  largely  on  the  slope  of  the 
oxygen  dissociation  curve  and,  in  contrast  to  that 
resulting  from  effective  right-to-left  shunts,  is 
almost  completely  relieved  by  the  inspiration  of 
pure  oxygen.  The  presence  of  different  ventila- 
tion : perfusion  ratios  in  various  parts  of  the 
lung  also  results  in  some  carbon  dioxide  retention. 
This  abnormality  is  to  be  distinguished  from 
impaired  ventilation  by  the  fact  that  the  alveolar 
ventilation  may  be  normal  and  that  the  anoxemia 
is  more  severe  than  the  degree  of  carbon  dioxide 
retention.  The  impaired  distribution  of  patients 
with  emphysema  may  be  relieved  by  improving 
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the  airway  obstruction  and  thus  improving  the 
ventilation  to  areas  of  lung  which  were  poorly 
ventilated  but  still  perfused  with  blood. 

Precise  evaluation  of  the  nature  and  extent  of 
impaired  pulmonary  function  in  patients  may  be 
provided  by  specific  tests  of  the  various  functions. 
In  the  absence  of  such  tests  the  clinician  can 
assess  the  type  and  degree  of  disability  present 
by  means  of  spirometry,  careful  physical  exam- 
ination, fluoroscopy,  and  analysis  of  the  arterial 
blood  oxygen  at  rest,  during  exercise,  and  during 
the  inspiration  of  pure  oxygen.  Measurement  of 
the  arterial  carbon  dioxide  tension  is  essential 
for  the  accurate  evaluation  and  management  of 
patients  with  ventilatory  insufficiency. 
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Medical  Quackery  Through  the  Mails 


Use  of  the  mails  to  promote  medical  quackery  is 
at  the  highest  level  in  history,  Postmaster  General 
Arthur  E.  Summerfield  said  in  a statement  issued 
recently. 

Based  on  reports  from  Chief  Inspector  David  H. 
Stephens,  medical  frauds  today  are  more  lucrative 
than  any  other  criminal  activity. 

“People  in  all  walks  of  life  are  paying  big  money 
for  these  frauds,”  Mr.  Summerfield  said.  He 
estimated  that  the  medical  fraud  cases  now  pending 
represent  an  annual  loss  to  the  public  of  $50,000,000. 

In  the  past  twelve  months,  46  fraud  orders  have 
been  issued  in  medical  fraud  cases. 

“However,”  Mr.  Summerfield  said,  “rather  than 
attempt  to  defend  the  indefensible,  106  persons  or 


firms  signed  stipulations  agreeing  to  discontinue 
their  questionable  enterprise.  These  phony  schemes 
altogether  were  known  to  be  taking  in  at  least 
$225,000  a day.  Is  it  any  wonder  that  new  frauds 
spring  up  every  day?” 

Medical  frauds  most  common  today,  in  order  of 
popularity,  are  “dietless”  reducing  schemes,  and 
“sure  cures”  for  cancer,  arthritis,  skin  trouble, 
baldness,  and  “lost  manhood.”  Bust  development 
gimmicks  are  also  on  the  best-seller  lists. 

The  latest  in  “cancer  cure”  devices  is  supposed  to 
contain  “atomic”  material. 

Mr.  Summerfield  urged  citizens  to  report  suspected 
mail  frauds  to  the  post  office  department  for  prompt 
investigation. — Secretary's  Letter,  May  17,  1957 
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Current  Status  of  the  Therapy  of  Diabetic 

Retinopathy 

BERNARD  KRONENBERG,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 


The  existence  of  a distinct  form  of  retinopathy 
associated  with  diabetes  was  first  described 
by  Jaeger1  in  1855.  It  is  only  within  the  last  ten 
years  that  a more  definitive  description  of  the 
retinal  changes  has  been  reported.  The  as- 
sociation of  this  retinopathy  with  diabetes  never 
has  been  doubted,  but  for  a long  time  the  changes 
were  ascribed  to  atheromatous  arterial  processes. 

Ballantyne2  in  1944  was  among  the  first  to  state 
and  demonstrate  that  diabetes  affects  the  venous 
side,  whereas  hypertension  affects  the  arterial 
side  of  the  circulation.  His  work  and  that  of 
Friedenwald,3  Ashton,4  and  others  definitely 
established  diabetic  retinopathy  to  be  an  entity 
independent  of  arteriosclerosis. 

The  earliest  changes  visible  in  diabetes  are 
venous  stasis  and  the  appearance  of  capillary 
microaneurysms  in  and  around  the  macula. 
Small  hemorrhages  may  be  present  as  well,  but 
many  of  the  microaneurysms  are  thought  to  be 
hemorrhages  because  it  is  ophthalmoscopically 
difficult  to  differentiate  them. 

Series  photographs  of  these  aneurysms  and 
of  the  waxy  exudates  show  that  they  remain  in 
the  same  position  over  a long  period  of  time. 
Sometimes  these  aneurysms  disappear,  and  new 
ones  appear.  At  other  times  the  aneurysms  are 
replaced  by  sharply  outlined  white  spots  which 
have  been  shown  to  be  hyalin  deposits  around  the 
aneurysms.  The  deposits  have  been  described 
by  Friedenwald,  Ashton,  and  others. 

The  hyalin  deposits  are  of  great  importance 
because  of  their  relationship  to  similar  deposits 
in  the  kidneys.  They  were  first  reported  by 
Kimmelstiel  and  Wilson5  as  a condition  existing 
in  kidneys  of  long-time  diabetics.  They  called 
it  “intercapillary  glomerulosclerosis.”  The  lesion 
is  characterized  by  the  presence  of  globular 
hyalin  nodules  usually  situated  in  the  periphery 
of  the  glomerular  tufts  and  also  by  irregular 
strands  of  hyalin  between  and  around  the  glo- 
merular capillaries.  This  lesion,  almost  always 

Presented  as  the  presidential  address  of  the  New  York 
Society  for  Clinical  Ophthalmology,  October,  1955. 


reported  in  long-time  diabetics,  is  usually  associ- 
ated with  diabetic  retinopathy. 

Wagener  and  others6  more  recently  reported 
that  80  to  90  per  cent  of  patients  having  diabetic 
nephropathy  also  have  diabetic  retinopathy. 
The  relationship  between  these  two  lesions  seems 
quite  definite.  The  hyalin  material  found  in  the 
retinal  aneurysms  and  in  the  renal  glomerules  as 
determined  by  staining  methods  appears  to  be 
the  same.  There  is,  however,  no  evidence  as 
yet  that  retinopathy  precedes  nephropathy  or 
vice  versa.  On  the  other  hand,  it  has  been 
shown  by  Ashton,4  Day,7  and  Friedenwald8  that 
diabetics  who  have  no  retinal  aneurysms  also  do 
not  have  any  hyalin  deposits  in  their  renal 
glomerules. 

It  is  now  apparent  that  diabetic  retinopathy  is 
not  a result  of  atherosclerosis  but  is  a distinct 
form  of  vascular  change.  It  is  related  specifically 
to  diabetes  and  is  close  to  the  lesions  described 
by  Kimmelstiel  and  Wilson. 

The  question  now  arises  as  to  what  specific 
metabolic  disturbance  of  the  diabetic  causes 
these  lesions  to  appear  in  the  eye  and  in  the 
kidney.  The  work  of  McManus,9  Jacobs,10  and 
Pirani11  points  to  a disturbance  in  the  metab- 
olism of  the  polysaccharides  as  having  some 
relationship  to  diabetes  and  diabetic  retinopathy. 

More  recently  a few  more  interesting  facts  have 
been  observed  which  may  indicate  the  direction 
for  future  therapeutic  measures.  They  are  a 
ray  of  hope  in  an  otherwise  dismal  picture.  These 
few  facts  implicate  the  adrenal  cortex  in  the 
pathogenesis  of  diabetic  retinopathy. 

These  are  the  cogent  facts.  Diabetic  retinop- 
athy is  aggravated  by  pregnancy,  infection,  and 
the  administration  of  ACTII.  All  three  are  as- 
sociated with  an  increased  activity  of  the  ad- 
renal cortex.  Patients  with  diabetic  retinopathy 
also  show  an  increased  excretion  of  oxysteroids 
indicative  of  an  excess  secretion  of  the  adrenal 
cortex.  Diabetic  patients  without  retinopathy 
do  not  show  this  increased  excretion.  In  addi- 
tion, glomerular  nodules  resembling  the  Kimmcl- 
stiel-Wilson  lesions  have  been  produced  experi- 
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mentally  in  rabbits  by  the  administration  of  cor- 
tisone. Retinal  capillary  aneurysms  have  been 
produced  in  alloxan-diabetic  rabbits  by  the  in- 
jection of  ACTH.  These  two  experiments  again 
point  to  an  overactivity  of  the  adrenal  cortex. 

Another  interesting  fact  is  the  realization  that 
diabetics  with  retinopathy  excrete  more  vitamin 
B12  than  those  without  retinopathy.  When  this 
is  related  to  the  fact  that  animals  treated  experi- 
mental!}' with  cortisone  also  excrete  vitamin  Bi2, 
the  possibility  of  a correlation  becomes  apparent. 
Testosterone  propionate  depresses  the  adrenal 
cortex  by  inhibiting  the  production  of  ACTH  in 
the  pituitary.  The  administration  of  testosterone 
to  patients  with  diabetic  retinopathy  reduced 
the  urinary  excretion  of  vitamin  Bi2.  In  addi- 
tion, vitamin  Bi2  was  reported  as  effective  in  the 
treatment  of  diabetic  neuropathy,  and  diabetic 
neuropathy  is  usually  associated  with  retinop- 
athy. 

Therapy- 

In  examining  the  therapeutic  measures  availa- 
ble to  us  we  must  bear  in  mind  the  tendency  of 
diabetic  retinopathy  to  undergo  periodic  remis- 
sions and  exacerbations.  The  proper  evaluation 
of  any  therapeutic  measure  is  always  subject  to 
this  difficulty. 

The  urgency  of  the  condition,  which  in  many 
cases  results  in  blindness,  led  me  in  the  last  eight 
years  to  administer  and  study  the  effects  of 
various  therapeutic  measures.  I would  like  to 
report  the  results  both  of  these  studies  and  of 
other  measures  advocated  in  the  literature. 

A paper  by  MacLean  and  Brambel12  on  the 
use  of  Dicumarol  in  retinal  vascular  disorders  ap- 
peared in  the  September,  1947,  issue  of  the 
American  Journal  of  Ophthalmology.  These  men 
reported  favorably  on  their  treatment  of  four 
cases  of  diabetic  retinopathy  with  Dicumarol. 

When  this  report  was  published,  Dr.  Michael 
Ringer  and  I undertook  the  treatment  of  a series 
of  ten  cases  of  diabetic  retinopathy  with  Dicum- 
arol. The  patients  were  given  an  average  of 
300  mg.  of  Dicumarol  per  week.  Prothrombin 
time  studies  were  made  at  regular  intervals.  The 
retinas  of  five  of  these  patients  were  photographed 
before  the  therapy  was  instituted  and  at  regular 
monthly  intervals  therafter.  The  other  five 
patients  were  followed  clinically. 

Nine  of  the  patients  showed  no  improvement 
with  this  therapy.  The  tenth  patient,  who  had 


had  the  worst  changes  of  any  of  them,  showed  a 
distinct  improvement  over  a period  of  three 
months.  However,  this  patient  had  a massive 
vitreous  hemorrhage  while  under  Dicumarol 
therapy.  This  exerience  led  to  the  abandonment 
of  this  therapeutic  measure. 

The  next  therapy  undertaken  was  the  admin- 
istration of  alpha-tocopherol,  or  vitamin  E. 
Vitamin  E had  been  used  in  the  treatment  of 
peripheral  vascular  disease  and  was  adminis- 
tered in  1948  to  12  patients  with  diabetic  retinop- 
athy. Included  in  this  study  were  some  of  the 
patients  who  had  had  no  results  with  Dicumarol. 
The  retinas  of  some  of  the  patients  studied  were 
photographed  before  therapy  was  instituted.  All 
patients  received  300  mg.  of  vitamin  E daily  for 
periods  of  several  months.  Their  fundi  were 
compared  at  regular  intervals  with  the  photo- 
graphs taken  at  the  outset.  There  were  no  im- 
provements visible,  and  the  project  was  even- 
tually abandoned. 

The  results  of  this  stud}'  were  never  published, 
but  in  1951  Day13  reported  on  the  use  of  vitamin 
E with  equivocal  results.  In  1954  DeHoff  and 
Ozazewski14  reported  on  the  use  of  alpha-tocoph- 
erol in  the  treatment  of  diabetic  retinopathy. 
They  too  had  no  results  with  this  measure. 

The  therapeutic  use  of  the  next  group  of  sub- 
stances was  based  on  the  rational  that  diabetic 
retinopathy  occurs  as  a result  of  liver  damage  and 
particularly  from  the  increase  of  fatty  deposits  in 
the  liver.  Substances  which  would  remove  these 
fatty  deposits  or  prevent  further  deposition  are 
called  “lipotropic”  substances.  The  lipotropic 
substances  most  often  used  were  choline  and 
methionine. 

In  addition,  it  was  thought  that  a capillary 
fragility  existed  in  patients  with  diabetic  retinop- 
athy. Flavonoids,  that  is  hesperidin,  rutin,  and 
a citrus  bioflavonoid  known  as  CYP,  were  used  to 
decrease  capillary  fragility.  Scarborough  and 
Stewart15  and  Beardwood  and  others16  reported 
favorably  on  the  use  of  these  substances  in 
diabetic  retinopathy.  Levitan17  in  1951,  how- 
ever, reported  on  the  use  of  rutin,  vitamin  C, 
and  other  substances  as  having  no  effect  in 
diabetic  retinopathy.  However,  a combination 
of  lipotropic  substances  and  substances  which 
decrease  capillary  fragility  has  been  favorably 
reported  by  Loewe18  and  other  authors. 

Using  this  form  of  therapy  I observed  a series 
of  ten  patients  over  a period  of  several  months. 
The  patients  were  given  the  suggested  daily 
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dose  of  six  capsules  of  Methischol,  the  lipotropic 
substances,  and  six  capsules  of  CVP.  The 
visual  acuity  and  the  fundus  picture  were  care- 
fully studied  at  regular  intervals.  The  patients 
treated  with  these  substances  showed  no  improve- 
ment, and  the  condition  progressed  steadily. 

Trypsin,  an  enzyme  which  has  been  thought  to 
be  effective  in  some  types  of  thrombotic  processes, 
was  recently  made  available  for  intramuscular 
use  under  the  name  of  Parenzyme.  I felt  that 
it  would  be  of  interest  to  evaluate  its  effect  on 
diabetic  retinopathy.  A series  of  ten  patients 
with  fairly  advanced  diabetic  retinopathy  for 
this  project  was  chosen.  Fundus  photographs 
were  taken  before  therapy  was  instituted.  The 
patients  received  daily  injections  of  V2  cc.  of 
Parenzyme.  At  the  end  of  one  month  the 
patients  were  re-examined  and  rephotographed. 
In  no  case  was  there  any  improvement  in  the 
retinopathy  or  in  the  visual  acuity.  In  fact,  one 
patient  had  a large,  vitreous  hemorrhage  while 
under  this  therapy. 

However,  it  is  my  intention  to  re-evaluate  the 
effectiveness  of  the  Parenzyme  therapy.  The 
patients  chosen  for  the  series  reported  all  had 
had  fairly  advanced  changes,  and  it  may  be  that 
no  therapeutic  measure  would  be  of  any  avail  at 
that  stage.  Moreover,  during  the  period  of  this 
study  I also  had  the  opportunity  to  use  Paren- 
zyme in  the  treatment  of  two  diabetic  patients 
with  vitreous  hemorrhages.  Both  showed  re- 
markably rapid  recoveries.  One  of  these  patients 
had  a second  hemorrhage  a few  months  later  so 
that  her  vision  dropped  from  20/20  to  hand 
movements.  With  Parenzyme  therapy  her  vision 
began  to  return  within  a few  days,  and  at  the  end 
of  two  weeks  her  vision  was  20/25.  Two  cases 
are  not  conclusive,  but  the  effectiveness  of  the 
treatment  is  certainly  provocative.  In  the  near 
future  a series  of  early  cases  of  diabetic  retinop- 
athy will  be  treated  with  Parenzyme,  and  further 
studies  will  be  made  of  the  effectiveness  of  this 
therapy. 

A therapeutic  measure  with  which  I have  had 
no  personal  experience  was  the  use  of  testosterone 
propionate  as  reported  by  Saskin,  Waldman,  and 
Pelner19  in  1951.  They  based  the  use  of  this 
hormone  on  the  consideration  that  there  is  liver 
dysfunction  in  diabetics.  The  liver  plays  an 
important  role  in  maintaining  a proper  androgen- 
estrogen  equilibrium.  A damaged  liver  is  unable 
to  inactivate  estrogen  but  still  retains  its  ability 
to  inactivate  androgen.  Therefore,  a patient 


with  a damaged  liver  needs  more  androgen. 
Furthermore,  it  has  been  shown  that  testosterone 
improves  liver  function.  In  addition,  diabetic 
retinopathy  occurs  mostly  in  females.  Schneider, 
Lewis,  and  McCullough20  showed  that  the  inci- 
dence is  84  per  cent  in  women  and  16  per  cent  in 
men.  Bedell21  also  demonstrated  a similar 
distribution.  Hence,  again  the  need  for  testos- 
terone proprionate. 

But  the  reports  of  other  authors  did  not 
corroborate  these  findings.  Both  Bedrossian  and 
his  co-workers22  in  1953  and  Becker  and  his  co- 
workers23 in  1954  reported  no  improvement  in 
their  series  of  patients  treated  with  testosterone. 
There  are,  moreover,  many  problems  associated 
with  the  use  of  this  therapy.  Too  much  testos- 
terone can  cause  masculinization  of  females  and 
activation  of  a latent  prostatic  carcinoma  in 
males.  Under  these  circumstances  it  might  be 
better  to  await  further  studies  before  advocating 
this  form  of  therapy. 

Parenthetically,  it  is  of  interest  that  in  later 
investigations  testosterone  was  used  not  because 
of  its  effect  on  the  liver,  but  as  a method  of  in- 
hibiting ACTH  production. 

We  now  come  to  that  form  of  therapy  which  is 
in  the  school  of  prevention  of  diabetic  retinopathy 
and  is  not  a specific  treatment  of  the  condition 
itself.  This  school  believes  that  the  rigid  control 
of  the  blood  chemistry  of  the  diabetic  by  means  of 
diet  and  insulin  will  prevent  the  onset  of  retinop- 
athy. Joslin,24  the  outstanding  exponent  of  this 
school,  recently  reported  on  a series  of  patients 
who  had  had  diabetes  for  twenty-four  years  or 
more  and  among  whom  the  incidence  of  retinop- 
athy was  only  50  per  cent.  He  felt  that  his  low 
incidence  was  the  result  of  strict  diabetic  control. 

Possibly  because  we  have  nothing  better  to 
offer  our  patients,  many  authors  in  the  American 
and  European  literature  agree  with  this  point  of 
view.  Nevertheless,  despite  all  controls  many 
patients  do  develop  diabetic  retinopathy,  and 
to  date  we  have  no  effective  therapy.  In  review- 
ing our  failures  and  accomplishments  in  the  treat- 
ment of  diabetic  retinopathy  I feel  that  our  ray 
of  hope  now  lies  in  the  further  study  of  the  pitui- 
tarv-adrenocortico  system. 

737  Park  Avenue 
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Hazards  of  Long-Term  Therapy 


Several  recommendations  from  a pamphlet 
entitled  “Protect  Your  Family  Against  Poisoning” 
are  especially  appropriate  advice  for  patients  who 
are  receiving  long-term  medication. 

Date  all  drug  supplies  when  they  are  bought. 

Use  a prescription  drug  only  for  the  person  for 
whom  it  has  been  ordered. 

Discard  left-overs  regularly  from  the  medicine 
chest,  especially  prescriptions  ordered  for  a particu- 
lar illness. 

When  drugs  are  thrown  away,  be  sure  they  can- 
not be  reached  by  children  or  pets. 


Do  not  take  or  give  medicine  in  the  dark;  be 
sure  the  label  on  the  container  can  always  be  read. 

When  measuring  drugs,  give  it  your  full  attention. 
Give  infants  and  young  children  drugs  only  as 
specifically  directed  by  the  physician. 

Read  all  labels  and  carefully  follow  “caution” 
statements;  even  if  a chemical  is  not  labeled 
“Poison,”  incorrect  usage  may  be  dangerous. 

Be  sure  all  poisons  are  clearly  marked. 

Keep  all  drugs,  poisons,  and  other  household 
chemicals  out  of  the  reach  of  children  and  away  from 
food.— The  Heart  Bulletin,  March-April,  1957 
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DANIEL  SALVIONI,  M.D.,  AND  MILTON  ELKIN,  M.D.,  BRONX,  NEW  YORK 
( From  the  Department  of  Radiology,  Bronx  Municipal  Hospital  Center,  and  Albert  Einstein  College  of  Medicine ) 


The  incidence  of  diverticula  of  the  appendix 
depends  to  some  degree  on  the  care  with 
which  these  lesions  are  sought.  Estimates  of 

0.5  to  2.0  per  cent  at  autopsy  have  been  given.1 
Stout  found  five  cases  in  one  year  in  a special 
study  of  625  autopsies,  whereas  only  one  case 
had  been  reported  from  the  same  institution  in  the 
previous  ten  years.2  The  demonstration  pre- 
operatively  by  means  of  roentgen  examination  is 
apparently  less  frequent  than  the  above  statistics 
indicate. 

Etiology  and  Pathologic  Physiology 

Diverticula  of  the  appendix  may  be  either  true 
or  false  in  type.  All  are  of  “acquired"  variety  in 
contradistinction  to  the  congenital  diverticula 
which  may  be  found  in  other  portions  of  the  in- 
testinal tract,  such  as  Meckel’s  diverticulum. 
They  may  be  single,  but  usually  they  are  multiple. 
The  true  ones  have  all  the  layers  of  the  normal 
appendix,  while  muscular  fibers  are  lacking  in  the 
false  diverticula.  The  most  common  location  is 
along  the  mesenteric  border  or  in  the  distal  half 
of  the  appendix.  Some  may  have  a lumen  which 
communicates  freely  with  the  lumen  of  the  ap- 
pendix, and  others  may  have  only  a narrow,  slit- 
I like  lumen.3  The  etiology  of  these  diverticula  is 
unknown.  However,  all  writers  agree  that  weak- 
ness of  the  wall  of  the  appendix  is  essential  to  the 
formation  of  the  false  diverticula,  so  that  minute 
extrusions  pass  between  the  muscle  fibers.  Such 
; extrusions  would  naturally  be  more  likely  to  occur 
where  some  anatomic  weakness  pre-existed,  such 
as  at  the  site  where  the  blood  vessels  penetrate 
the  bowel  wall.  Weakness  may  also  be  due  to 
destruction  of  the  muscularis,  which  is  subse- 
quently replaced  by  scar  tissue.  Such  destruc- 
tion may  be  due  to  focal  infection  or  to  injury 
with  superimposed  infection  (foreign  bodies, 
II  fecaliths,  twisting),  in  which  the  mucosa  may 
regenerate  but  the  muscularis  is  replaced  by 
fibrous  tissue.4  Another  factor  is  partial  or 
| complete  obstruction  of  the  lumen,2-6  which  may 
be  caused  by  swelling  of  the  mucosa,  inflammation 
fecaliths,  fibrous  strictures,  torsion,  etc.  It  will 


be  noted  that  many  of  the  factors  are  common 
ones  both  in  causing  weakness  of  the  wall  of  the 
appendix  and  in  producing  obstruction.  Stout 
produced  diverticula  of  the  appendix  experi- 
mentally in  dogs  by  first  weakening  the  wall  of 
the  appendix  (incising  down  to  the  submucosa  or 
excising  a piece  of  subserosa  and  muscularis) 
and  then  increasing  intraluminal  pressure.2 

Diverticula  of  the  appendix  are  significant  for 
the  following  reasons : 

1.  Their  presence  in  association  with  acute 
appendicitis  may  lead  to  early  perforation  of 
the  appendix,  since  the  thin  wall  of  the  false  di- 
verticulum is  less  able  to  withstand  infection  and 
increased  tension  than  the  normal  appendiceal 
wall. 4 Gramse  el  al.6  studied  appendices  removed 
after  known  episodes  of  perforation  and  found  an 
incidence  of  74.4  per  cent  of  diverticula. 

2.  Diverticulitis  may  run  a rapid  course  to 
perforation  and  peritonitis  and  could  explain  the 
eccentric  perforation  encountered  at  operation.7 

3.  Gardham  and  Randall8  described  eight 
cases  of  pseudomyxomatous  peritonei  in  which 
diverticulosis  of  the  appendix  was  also  found. 

Bleeding  has  not  been  reported  as  a complica- 
tion. 

The  following  case  report  is  that  of  a young 
male  with  recurrent  rectal  bleeding  of  marked 
degree.  X-ray  study  of  the  gastrointestinal 
tract  revealed  two  diverticula  of  the  vermiform 
appendix.  In  view  of  several  reports  of  bleeding 
from  diverticula  of  the  colon,9-10  the  source  of 
bleeding  in  this  case  was  considered  possibly 
related  to  the  diverticula  of  the  appendix. 

Case  Report 

L.  F.,  a thirty-three-year-old,  Negro  male,  had 
the  first  episode  of  bright  red  rectal  bleeding  about 
one  year  before  admission.  The  bleeding  stopped 
spontaneously  after  three  weeks.  He  then  was 
asymptomatic  for  eight  months,  when  he  had  recur- 
rence of  bright  red  blood  in  the  stool.  At  that  time 
he  received  some  injections  from  his  physician  for 
“weak  blood.”  These  bleeding  episodes  continued 
intermittently,  never  massively,  approximately  20 
to  30  times  in  the  following  four  months.  He  be- 
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Fig.  1.  Barium  enema  film  showing  diverticula 
projecting  from  the  appendix. 


came  progressively  weak,  and  one  episode  of  syn- 
cope brought  him  to  the  hospital.  There  was  no 
history  of  epigastric  pain,  weight  loss,  nausea,  or 
hematemasis.  The  patient  appeared  weak,  lethar- 
gic, and  pale.  His  blood  pressure  was  120/50, 
pulse  104,  temperature  98.6  F.,  and  respiration  22. 
Proctoscopy  revealed  only  several  small  internal 
hemorrhoids  with  no  bleeding  point  on  inspection. 
Laboratory  studies  revealed  the  following:  hemo- 
globin 5.2  Gm.  per  cent,  red  cell  count  2,600,000, 
white  cell  count  8,000,  hematocrit  22,  platelets 
350,000,  and  normal  bleeding,  prothrombin,  and 
clotting  times.  Several  stool  examinations  con- 
sistently showed  a positive  guaiac  test.  X-ray  study 
of  the  upper  gastrointestinal  tract  showed  no  ab- 
normalities. Barium  enema  disclosed  two  divertic- 
ula of  the  appendix  (Figs.  1 and  2). 

At  exploratory  laparotomy  areas  of  the  colon  ap- 
peared discolored,  suggesting  blood  within  the 
lumen.  Liver,  gallbladder,  and  spleen  were  normal 
to  inspection.  Appendectomy  was  done.  Incisions 
were  placed  in  the  cecum,  transverse,  and  sigmoid 
colon  for  endoscopic  study  of  these  portions  of  the 
colon.  The  mucosa  appeared  normal  in  these  areas. 
Postoperative  repeated  stool  studies  were  guaiac 
negative.  Gross  study  of  the  specimen  showed  no 
sites  of  mucosal  ulceration.  The  two  diverticula 
were  found  on  the  mesentery  aspect  of  the  appendix, 
with  the  orifice  of  each  measuring  approximately  1 
mm.  in  diameter.  Each  diverticulum  was  about  2 
mm.  in  depth  and  showed  smooth  mucosal  lining 


Fig.  2.  Spot  film  of  the  appendix  showing  two  divertic- 
ula with  no  evidence  of  diverticulitis. 

with  no  areas  of  ulceration  or  hemorrhage.  The 
walls  of  the  diverticula  contained  smooth  muscle. 
The  serosal  surface  of  the  appendix  was  smooth. 
Microscopic  study  of  the  diverticula  showed  intact, 
normal  mucosa. 

Comment 

Diverticula  of  the  appendix  are  infrequently 
found  abnormalities,  having  been  reported  only 
occasionally  in  the  radiologic  literature.  They 
are  classified  as  true  or  false,  according  to  the  pres- 
ence or  absence  of  smooth  muscle  in  their  walls. 
In  view  of  the  reports  of  bleeding  from  diverticula 
in  other  regions  of  the  large  bowel,  the  possibility 
existed  that  the  bleeding  in  this  case  might  be 
coming  from  the  appendiceal  diverticula.  This 
proved  not  to  be  so.  However,  it  is  suggested 
that  radiologists  study  the  appendix  with  more 
care  since  surgical  and  autopsy  studies  indicate 
that  appendiceal  diverticula  occur  with  much 
greater  frequency  than  is  demonstrated  roent- 
genologically. 

Summary 

A young,  Negro  male  with  a history  of  marked 
rectal  bleeding  intermittently  for  one  year  was 
found  by  x-ray  to  have  diverticula  of  the  appendix. 
Operation  confirmed  the  x-ray  findings,  although 
these  diverticula  were  most  likely  not  the  sites  of 
the  hemorrhage  even  though  in  the  immediate 
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postappendectomy  period  the  bleeding  had 
stopped.  Possibly  the  bleeding  had  come  from 
the  internal  hemorrhoids.  It  is  suggested  that 
more  careful  study  of  the  appendix  at  time  of 
barium  enema  will  disclose  diverticula  of  this 
organ  more  frequently  than  has  been  reported 
roentgenologically  in  the  past. 
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Radiation  Exposure  Limits  Recommended 


Two  new  radiation  exposure  limits,  for  the  popula- 
tion as  a whole  and  for  workers  exposed  to  radia- 
tion, were  recommended  recently  by  the  National 
Committee  on  Radiation  Protection.  The  Com- 
mittee is  sponsored  by  the  Bureau  of  Standards  and 
is  made  up  of  representatives  from  the  AEC,  Public 
Health  Service,  AMA,  and  other  professional  and 
industrial  groups.  Its  purpose  is  to  insure  that 
radiation  from  all  sources  does  not  go  beyond  a 
point  of  “acceptable  risk”  from  the  genetics  stand- 
point. 

For  the  population  as  a whole,  it  recommended  an 
average  limit  of  ten  roentgens  per  person  of  man- 
made radiation  delivered  to  the  reproductive 


organs  from  conception  up  to  age  of  thirty,  or 
expressed  differently,  ten  million  roentgens  for 
every  one  million  persons.  For  workers  in  radia- 
tion producing  plants,  a formula  was  suggested 
which  at  no  age  would  permit  the  total  accumulated 
dose  to  the  reproductive  organs  to  exceed  the 
persons  age,  minus  18  (the  age  of  beginning  work), 
multiplied  by  five.  For  example,  a worker  would  be 
allowed  no  more  than  60  roentgens  up  to  the  age  of 
thirty. 

The  new  formula  works  out  to  an  average  of  five 
roentgens  per  year,  whereas  the  present  exposure 
limit  comes  to  15  roentgens  per  year. — Civil  Defense 
Review , April,  1957 
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A series  of  review  articles  dealing  with  medical  progress 
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Fats,  Cholesterol,  and  Coronary  Heart  Disease 

NORMAN  JOLLIFFE,  M.D.,  NEW  YORK  CITY 
( From  the  Bureau  of  Nutrition,  City  of  New  York,  Department  of  Health) 


Five  years  ago  it  was  stated  that  the  only 
nutritional  advice  that  the  medical  profes- 
sion could  offer  with  confidence  to  its  patients 
who  wished  to  avoid  coronary  heart  disease  was 
“Never  become  overweight,  and  if  overweight, 
reduce  and  stay  reduced.”  1 By  March,  1955, 
our  information  had  progressed  only  sufficiently 
to  add  this  admonition  to  the  men:  “If  only 
moderately  overweight  do  not  reduce  unless  you 
propose  to  stay  reduced.”2  Regaining  the  lost 
weight  with  the  probable  subsequent  rise  in  blood 
cholesterol  could  be  more  deleterious  in  the  long 
run  than  to  have  remained  moderately  overweight 
and  maintained  calorie  balance  on  a low-fat  diet 
without  reducing. 

What  findings  within  recent  years  have  been 
so  significant  as  to  change  our  thinking  on 
atherosclerosis  from  “Does  diet  have  anything  to 
do  with  atherosclerosis?”  or  more  specifically 
“Does  fat  have  anything  to  do  with  atheroscle- 
rosis?” to  “How  great  is  the  effect?”  and  “What 
is  the  mechanism  of  their  action?”  The  findings 
referred  to  are  those  of  Bronte-Stewart,  Antonis, 
Eales,  and  Brock3  from  the  University  of  Cape 
Town  reported  April  28,  1956.  Here  Bronte- 
Stewart,  Brock,  and  their  collaborators  clearly 
showed  that  feeding  certain  marine  and  vege- 
table oils  caused  a fall  in  serum  and  beta-lipo- 


Presented  before  the  Orange  County  Heart  Association, 
Harriman,  November  4,  1956. 


protein  total  cholesterol  levels.  This  effect  was 
intensified  when  the  oil  was  fractionated  and  only 
the  highly  unsaturated  fraction  was  fed.  But, 
and  this  is  their  unique  contribution,  when  this 
oil  or  this  fraction  was  hydrogenated,  the  effect 
was  reversed.  As  measured  by  the  serum  and 
beta-lipoprotein  levels  of  total  cholesterol,  the 
effect  was  similar  to  that  of  fats  naturally  highly 
saturated,  such  as  beef  drippings  or  butter  fat. 
This  discovery  of  the  Cape  Town  investigators  is 
like  finding  an  important  piece  of  a complicated 
jigsaw  puzzle.  The  whole  puzzle  in  all  its  de- 
tails is  not  clear  because  several  pieces  have  not 
yet  been  placed  in  position,  but  the  broad  out- 
line and  the  framework  is  now  evident.  It  took 
about  twenty  years  to  find  out  what  makes  fiver 
effective  in  pernicious  anemia.  This  did  not  pre- 
vent medicine  from  using  fiver  in  the  treatment  of 
pernicious  anemia,  nor  should  this  fact  prevent 
applied  research  by  public  health  authorities  into 
the  best  methods  of  transferring  these  results 
from  the  metabolism  ward  and  formula  diets  to 
public  health  and  medical  practice. 

The  Increasing  Prevalence  of  Coronary 
Heart  Disease 

To  fully  appreciate  the  significance  of  the 
South  African  observation,  it  is  necessary  to  re- 
view briefly  the  background  information  regard- 
ing fats,  cholesterol,  and  atherosclerosis.  Today 
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we  recognize  atherosclerosis  as  the  keystone  of 
the  coronary  heart  disease  problem.4  When 
atherosclerosis  can  be  largely  prevented,  delayed, 
or  postponed,  a tremendous  dent  in  the  mortality 
rates  of  the  forty-five  to  sixty-four  year  age 
groups  will  follow,  and  the  average  life  span  will 
be  greatly  lengthened.  Although  the  life  span 
as  measured  by  expectation  of  life  at  birth  has 
increased  for  Americans  by  about  twenty  years 
since  the  turn  of  the  century,  at  age  fifty  no  such 
dramatic  change  has  resulted.5  For  example,  in 
1900  life  expectancy  at  age  fifty  was  about  20.8 
years  while  in  1950  it  had  increased  but  2.2  years 
to  about  twenty-three  years.  This  small  increase 
has  occurred  in  spite  of  conquering  pneumonia 
and  many  other  acute  infections  during  middle 
life,  the  saving  of  lives  due  to  increased  skill  in 
surgery,  a marked  reduction  in  deaths  from 
luetic  heart  disease,  subacute  bacterial  endocar- 
ditis, rheumatic  heart  disease,  and  tuberculosis. 
This  lack  of  a better  improvement  in  life  expect- 
ancy at  age  fifty  is  due  mostly  to  the  increasing 
death  rate  from  coronary  artery  disease  in  middle 
age,  i.e.  forty-five  to  sixty-four.  Whereas  coro- 
nary artery  disease  was  a rarity  prior  to  1920, 
it  has  now  become  the  number  one  cause  of  death 
in  the  forty-five  to  sixty-four  year  age  group  as 
well  as  after  sixty-five.  This  has  been  a real  in- 
crease over  and  above  that  accounted  for  by 
fashion  in  diagnosis,  by  an  older  population,  and 
by  improved  diagnostic  methods.  This  in- 
crease has  been  especially  significant  among 
younger  and  middle  aged  males.  The  Lancet, 
whose  opinion  is  universally  respected  throughout 
the  medical  world,  editorially  states. . . “all  car- 
diologists whose  experience  goes  back  thirty  years 
or  more  seem  to  agree  with  the  vital  statisticians 
that  the  higher  mortality  rates  reflect  a real 
increase  in  coronary  artery  disease,  and  also  that 
young  people. . . are  now  affected  more  often 
than  formerly.”6 

The  mortality  from  this  disease  is  high  in  all 
the  Western  industrialized  countries  of  the  world, 
but  among  them  the  ratio  between  the  highest  and 
the  lowest  may  be  as  much  as  4 : 1 . It  is  high- 
est in  the  United  States,  and  in  the  United  States 
it  is  highest  in  New  York  State,  where  it  is  roughly 
twice  as  high  as  in  New  Mexico,  Arkansas,  and 
Kentucky.7  But  there  are  other  national,  cul- 
tural, and  ethnic  groups  where  such  increases 
have  not  been  observed  and  among  whom  the 
mortality  from  coronary  artery  disease  is  from 
one-fourth  to  one-tenth  or  less  of  that  in  this 


country.8  Examples  are  the  Japanese,9  the 
Bantu  in  the  Union  of  South  Africa,10  Guatemalan 
Indians,11  Nigerians,12  Yemenite  Jews  in  Israel,13 
Italians  and  Sardinians  in  Italy,14  and  low  income 
men  in  Madrid.16 

These  mortality  rates  must  be  critically  ex- 
amined, for  there  are  fashions  in  diagnosis,  differ- 
ences in  awareness,  and  differences  in  reporting, 
as  well  as  differences  in  the  actual  disease  rate. 
The  true  incidence  for  any  country  is  not  pre- 
cisely known,  but  major  differences  of  the  order 
of  4 : 1 or  10  : 1 or  even  greater  cannot  be  ig- 
nored when  there  are  resources  available  for 
checking  the  rough  accuracy  of  the  reported 
death  rates.  Ad  hoc  surveys  such  as  have  been 
made  by  Keys  and  his  associates  have  done  much 
to  support  the  general  accuracy  of  the  statistical 
figures.  As  Keys8  points  out,  cardiologists  in 
many  areas  of  the  world,  whether  they  are  in 
New  York,  Boston,  Tucson,  London,  Naples, 
Madrid,  Cape  Town,  Tokyo,  Hong  Kong,  or 
Tel  Aviv,  now  use  the  same  criteria  for  the  diag- 
nosis of  coronary  heart  disease.  Everywhere 
patients  with  disabling  angina  or  an  acute  coro- 
nary occlusion  go  to  these  physicians  in  either 
their  offices,  hospitals,  or  clinics.  The  diagnosis 
of  an  acute  myocardial  infarction  is  seldom  diffi- 
cult. “The  idea  that  Italian  physicians  miss  two 
out  of  three  cases  of  ischemic  heart  disease,  or 
that  Japanese  doctors  seldom  recognize  it,  is  no 
more  credible  than  to  suggest  that  the  majority 
of  cases  labeled  by  American  doctors  as  “coronary 
heart  disease,”  even  the  fatal  cases,  are  not  heart 
disease  at  all.”8  He  further  points  out  that  it  is 
not  reasonable  to  suppose  that  in  these  places 
only  the  patients  with  coronary  heart  disease  stay 
away  from  doctors,  hospital  clinics,  and  the 
autopsy  table,  but  that  patients  with  other 
diseases — cancer,  cirrhosis  of  the  liver,  nephritis, 
cerebrovascular  lesions,  valvular  heart  disease, 
and  so  on — do  appear. 

He  continues,  “Vital  statistics  for  mortality 
rates  by  causes  are  far  from  perfect  in  any  coun- 
try, but  they  suffice  to  prove  that  ischemic  heart 
disease  is  indeed  appallingly  common  in  the 
United  States  and  many  other  “advanced” 
countries.  Objections  to  vital  statistics  on  the 
ground  that  autopsies  often  disagree  with  the 
cause  of  death  as  fisted  on  the  death  certificate 
overlook  two  facts.  In  the  first  place,  autopsies 
represent  only  a fraction  of  all  deaths  in  any 
area  where  such  comparisons  have  been  made,  and 
they  are  undoubtedly  performed  more  commonly 


August  15,  1957 


2685 


NORMAN  JOLLIFFE 


in  “problem”  cases  than  in  deaths  where  there 
is  little  question  about  the  clinical  diagnosis. 
Hence,  autopsy  comparisons  will  exaggerate  the 
true  frequency  of  errors  in  death  certificates. 

“In  the  second  place,  the  statistical  effect  of 
the  disagreements  found  is  actually  not  very 
large.  In  a comparison  of  autopsy  findings  with 
the  original  death  certificates  in  1,889  deaths  in 
12  Upper  New  York  State  hospitals  in  1951  and 
1952, 16  there  was  full  agreement  in  72.8  per  cent 
of  the  27b  deaths  originally  certified  as  due  to 
“arteriosclerotic  heart  disease.”  This  does  not 
mean  that  ischemic  heart  disease  was  overesti- 
mated in  death  certificates,  because  the  autop- 
sies disclosed  66  deaths  from  this  disease  that  had 
been  attributed  to  other  causes  in  the  death 
certificates;  the  final  result  is  that  disagreement 
on  the  frequency  of  this  cause  of  death  was  only 
3.3  per  cent.”8 

In  addition  to  the  statistical  data  and  the  ad  hoc 
field  survey  findings,  there  are  other  supporting 
data  that  the  prevalence  of  coronary  heart 
disease  does  in  fact  vary  markedly  in  different 
groups.  We  have  the  fact  that  clinicians  with 
wide  international  and  interracial  experience 
long  have  held  that  at  equal  age  there  are  wide 
variations  between  countries6'17  and  between 
races  in  the  same  country10  as  well  as  in  different 
socioeconomic  groups  in  the  same  country.10 
Necropsy  studies  support  this  difference.9’18'19 
Thus  it  can  be  concluded  that  there  are  unde- 
niably marked  differences  between  countries  and 
between  population  groups  in  their  mortality 
rates  for  coronary  heart  disease. 

Environmental  Factors 

This  increase  in  the  prevalence  of  coronary 
heart  disease  in  some  populations  and  the  lack  of 
observed  changes  in  others  indicts  environment 
as  a significant  cause  even  though  heredity  and 
genetic  factors  may  determine  the  degree  of 
susceptibility.8,14  Among  the  environmental  fac- 
tors that  have  been  considered  are  diet,  including 
deficiencies,  excess  calories  and  the  resulting 
obesity,  excess  fat  and  differences  in  fat  quality, 
luxury  living,  stress,  differences  in  physical 
activity,  and  tobacco.  Deficiencies  other  than 
that  of  pyridoxine  and  certain  amino  acids  have 
not  been  causally  related.  It  is  now  thought  that 
they  operate  through  a disturbance  in  fat  metab- 
olism. Obesity  is  an  important  lesser  factor 
but  in  itself  cannot  explain  differences  of  several- 
fold. If  obesity  played  such  a major  role  there 


should  be  a much  greater  difference  between  the 
coronary  disease  rates  in  England  where  obesity 
is  less  common  and  the  United  States,  when 
actually  they  are  almost  the  same.  If  obesity 
played  a significant  role,  then  there  should  be 
evidence  of  more  coronary  heart  disease  in  the 
obese,  upper  class  Japanese.  Luxury  living  is 
meaningless  and  too  broad  a term  for  correlation. 
Stress  and  strain,  like  obesity,  may  play  a lesser 
role,  but  they  cannot  be  major  factors.  Stress 
and  strain  were  certainly  greater  in  England  and 
Norway  than  in  the  United  States  during  the 
World  War  of  1939  to  1945.  There  is  no  sudden 
separation  in  the  graphs  of  the  mortality  rates 
from  coronary  heart  disease  in  England  and  in  the 
United  States  during  the  war  years  to  reflect 
stress  and  strain.  There  is  evidence  in  Norway 
that  during  the  German  occupation  there  was  a 
significant  decrease  in  coronary  heart  disease.20 

Regular  physical  activity  undoubtedly  plays 
an  important  role  in  maintaining  cardiovascular 
efficiency,  physical  fitness,  and  a trim  figure. 
But  it  cannot  explain  major  differences,  otherwise 
the  long-walking,  bicycle-riding,  exercise-loving 
Englishman  should  have  a coronary  heart 
disease  rate  more  comparable  to  the  Italian 
working  man  than  to  the  little-walking,  car- 
riding, physically  indolent  American.  A cooper- 
ative study  by  physicians  in  Minnesota,  Italy, 
Sweden,  Spain,  and  South  Africa21  finds  that 
differences  in  physical  activity  do  not  explain  the 
large  differences  in  serum  cholesterol,  and  by 
inference  the  coronary  heart  disease  rates,  when 
groups  with  different  dietary  habits,  degrees  of 
physical  activity,  and  rates  of  coronary  heart 
disease  are  compared. 

Although  cigaret  consumption  has  been  in- 
dicted as  a factor  in  coronary  heart  disease,  the 
large  difference  between  the  cigarette  consump- 
tion in  England  and  in  the  United  States  is  not 
reflected  in  a corresponding  difference  in  coronary 
heart  disease. 

Climate  can  be  ruled  out  as  an  important 
factor  by  the  markedly  different  coronary 
heart  disease  rates  in  the  different  racial  groups 
resident  in  Cape  Town10  and  the  different  rates  in 
socioeconomic  groups  resident  in  Madrid15  or  in 
England.22  In  this  country  adjoining  states  such 
as  West  Virginia  and  Maryland  and  Mississippi 
and  Louisiana  have  essentially  the  same  climate, 
yet  the  first  of  each  pair  have  age-adjusted 
coronary  heart  disease  rates  in  the  lowest  quartile, 
while  the  other  is  in  the  highest  quartile.7 
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TABLE  I. — Fat  Calories  as  a Percentage  op  the  Total 
Calories  in  the  United  States  National  Food  Sdpply 
Since  1910* 


Year 

Per  Cent 

1910 

31.8 

1920 

33.0 

1930 

35.0 

1940 

38.3 

1950 

40.2 

1955 

41.6 

* After  U.  S.  Department  of  Agriculture 


Total  Fat  Consumption 

The  environmental  factor  that  correlates  best 
with  coronary  heart  disease  is  total  fat  consump- 
tion when  expressed  as  a per  cent  of  the  total 
calories.  This  correlation,  rough  as  it  must  be, 
as  developed  by  Keys  and  White23  stands  critical 
appraisal.  This  relationship  between  total  fat 
intake  and  coronary  heart  disease  rates  for  males 
below  sixty-five  may  be  expressed  as  follows: 
populations  with  fat  intakes  approximating  40 
per  cent  of  their  total  calories  have  high  death 
rates ; populations  with  total  fat  intakes  below  20 
per  cent  of  total  calories  have  low  death  rates; 
populations  with  intermediate  fat  intakes  have 
intermediate  death  rates. 

Unexplainable  major  deviations  are  so  far  un- 
known, but  one  may  conjecture  on  inadequate 
data  concerning  the  Eskimos  and  the  upper 
class  Japanese,  both  of  whom  are  reputed  to  have 
a high  fat  diet  but  little  atherosclerosis.  Also, 
as  pointed  out  by  the  National  Dairy  Council 
Digest,  in  Norway,  Sweden,  and  Denmark,  the 
percentage  of  the  total  calories  derived  from  all 
fat  or  from  animal  fat  is  comparable  with  that  in 
the  United  States,  but  the  male  deaths  from  heart 
disease  in  all  ages  and  in  the  fifty  to  fifty-four 
year  age  groups  are  more  nearly  like  those  in 
Italy  than  like  those  in  the  United  States.24 
The  explanation  for  this  will  be  found  later. 
Geographic  areas  within  a country,  such  as 
Bologna  in  Italy,  have  a much  higher  coronary 
heart  disease  rate  than  the  national  average,  but 
their  fat  consumption,  particularly  of  dairy 
products,  is  also  considerably  higher.8-23  . Socio- 
economic groups,  such  as  the  upper  class  and 
professional  groups  in  Madrid,15  have  a much 
higher  fat  consumption  than  the  poor  working 
man,  but  this,  too,  is  associated  with  higher 
coronary  heart  disease  rates.  Within  a country 
changes  in  the  coronary  heart  disease  rate  over  a 
period  of  years  may  roughly  be  correlated  with 
the  changes  in  fat  consumption..  Table  I,  show- 


ing total  fat  consumption  as  calculated  from  the 
United  States  Department  of  Agriculture  figures, 
would  seem  to  indicate  a relationship.  Prior  to 
1920,  coronary  artery  disease  was  a rarity  in 
middle  aged  males.  After  1930,  when  the  total 
fat  consumption  passed  35  per  cent  of  total 
calories,  coronary  heart  disease  became  increas- 
ingly prevalent  so  that  by  mid-century,  when  the 
total  fat  consumption  reached  40  per  cent  of  the 
calories,  coronary  heart  disease  deaths  in  middle- 
aged  males  had  assumed  proportions  of  a national 
scourge. 

Fat  Quality 

Recent  discussion,  as  previously  noted,  has 
advanced  from  the  question,  “Does  fat  have  an 
effect?”  to  “What  are  the  specific  substances  in 
fat  producing  the  effect?”  and  “What  is  the 
mechanism  of  their  action?” 

Qualitatively  the  consumption  of  fats  in  in- 
dustrialized countries  of  the  Western  world  has 
shifted  toward  fats  which  are  completely  satu- 
rated, and  nowhere  has  this  shift  been  greater 
than  in  the  United  States. 

One  of  the  most  important  chemical  properties 
of  fat  is  that  pertaining  to  the  double  bonds  in  the 
fatty  acid  chains.  The  unsaturated  fatty  acids, 
such  as  oleic,  linoleic,  linolenic,  and  arachidonic 
have  multiple  double  bonds,  while  the  saturated 
fatty  acids  such  as  stearic  and  palmitic  have  no 
double  bonds.  Fats  are  mixtures  of  these  fatty 
acids. 

Those  with  a high  proportion  of  unsaturated 
fatty  acids,  because  of  these  double  bonds,  are 
more  active  chemically.  It  is  for  this  reason 
that  they  easily  become  rancid,  readily  pick  up 
extraneous  tastes  and  odors,  and  have  high 
iodine  numbers.  On  the  other  hand,  fats  con- 
taining mostly  saturated  fatty  acids  are  chem- 
ically less  active.  They  store  longer  without 
rancidity,  do  not  readily  pick  up  extraneous 
tastes  and  odors,  and  have  low  iodine  numbers. 
In  addition,  fats  that  are  highly  saturated  are 
plastic  at  ordinary  temperatures  while  those 
highly  unsaturated  are  liquid. 

Since  fats  will  combine  with  iodine  and  other 
halogens  in  proportion  to  the  number  of  double 
bonds,  the  “iodine  number”  is  used  as  a measure 
of  saturation. 

Some  of  the  typical  natural  fats  and  their 
iodine  numbers  follow:25 
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Coconut  oil 

8 

to 

10 

Butter  fat 

26 

to 

38 

Mutton  fat 

32 

to 

45 

Beef  fat 

35 

to 

45 

Lard 

50 

to 

65 

Olive  oil 

79 

to 

90 

Peanut  oil 

58 

to 

100 

Cotton  seed  oil 

105 

to 

115 

Corn  oil 

115 

to 

124 

Soybean  oil 

130 

to 

138 

Sunflower  seed  oil 

130 

to 

138 

Fish  oils 

160 

to 

180 

Hydrogenation  is  widely  used  to  convert  the 
liquid  oils  into  plastic  fats  and  to  convert  lard  into 
a product  competitive  with  the  former.  At 
least  two  processes  are  available  for  the  prepa- 
ration of  these  hydrogenated  fats.25  One  is  the 
partial  hydrogenation  of  the  total  fat  to  the 
desired  melting  point  and  consistency,  and  the 
other  is  the  complete  hydrogenation  of  a portion 
of  the  fat  which  is  then  mixed  with  sufficient 
unhydrogenated  fat  to  give  a blended  fat  of  the 
proper  melting  point  and  degree  of  plasticity. 
The  hydrogenated  vegetable  fats  usually  have 
iodine  numbers  of  59  to  84.26-27  In  iodine  value 
range  this  is  comparable  with  iodine  numbers  of 
unhydrogenated  lard  to  olive  oil.  The  iodine 
number,  however,  probably  does  not  reflect  the 
biologic  activity  of  the  hydrogenated  fats  because 
the  process  of  hydrogenation,  in  addition  to 
saturating  some  of  the  unsaturated  bonds,  also 
forms  geometric  isomers  of  the  unsaturated 
fatty  acids.27  These  geometric  isomers  still 
retain  their  unsaturated  bonds  and  thus  their 
iodine  value,  but  these  isomers  (all  of  them  tested 
so  far)  physiologically  behave  as  saturated 
acids.26'27 

This  shift  in  the  quality  of  fats  in  our  diet 
toward  greater  hydrogenation  and  saturation  is 
the  result  of  several  factors  operating  simultane- 
ously. A major  factor  is  hydrogenation  of 
many  vegetable  oils  and  lard  in  order  to  make 
them  plastic,  whiter,  more  neutral  in  flavor,  less 
receptive  to  extraneous  odors  and  flavors,  and 
less  subject  to  spoilage.  This  type  of  processing 
began  around  1915,  progressing  steadily  until  at 
present  most  of  the  visible  fats  we  eat  are  highly 
saturated  either  naturally  or  by  hydrogenation. 
Even  such  items  as  peanut  butter  are  often 
hydrogenated  to  prevent  separation  of  the  oil 
from  the  peanut  meats.  Other  items  of  signifi- 
cance but  of  lesser  importance  are  the  increased 
saturated  fat  in  our  diet  because  of  rising  milk 


consumption,  increased  marbling  of  our  meats, 
and  the  increasing  amounts  of  high  fat  “heat  and 
serve”  prepared  dishes.  It  thus  seems  undeni- 
able that  coupled  with  a 30  per  cent  increase  in 
total  fat  consumption,  the  quality  of  the  fat  also 
has  changed. 

Effects  of  Fat  Quality  on  Blood 
Cholesterol 

The  importance  of  this  change  in  fat  quality 
lies  in  the  fact  that  several  groups  of  observers8- 10' 
23.28-36  have  conclusively  demonstrated  that  feed- 
ing diets  consisting  of  highly  saturated  fats 
results  in  high  levels  of  blood  cholesterol.  Sub- 
stitution or  addition  to  the  diet  of  certain  oils, 
all  of  which  are  naturally  rich  in  unsaturated 
fatty  acids,  results  in  a consistent  fall  of  serum 
and  beta-lipoprotein  total  cholesterol.  The 
effect  of  these  dietary  supplements  of  marine  and 
vegetable  oils  containing  poly-unsaturated  fatty 
acids  has  been  maintained  by  the  Cape  Town 
investigators  for  up  to  three  months.37  This 
time  is  not  long,  certainly  not  a lifetime,  but  it  is 
probably  sufficient  to  indicate  in  normal  persons 
that  as  long  as  adequate  amounts  of  these  types 
of  oils  are  consumed  the  effect  will  continue. 
This  evidence,  coupled  with  the  fact  that  peoples 
ordinarily  consuming  these  types  of  oils  over  a 
lifetime  have  similarly  low  levels  of  blood  choles- 
terol, seems  conclusive  beyond  a reasonable 
doubt.  This  statement  as  yet  precludes  inde- 
pendent diseases  affecting  cholesterol  metabolism, 
such  as  diabetes,  myxedema,  nephrosis,  or  lipoid 
dystrophies. 

Most  significantly,  whenever  these  oils  which 
produce  a fall  in  blood  cholesterol,  or  their  un- 
saturated fractions,  are  hydrogenated  and  then 
fed,  the  favorable  effect  on  the  cholesterol 
S3rstem  is  no  longer  obtained.3  They  now  act  to 
raise  cholesterol  just  as  do  certain  fats  naturally 
highly  saturated,  such  as  butter.  This  finding 
does  not  prove  that  saturation  or  unsaturation 
is  the  fundamental  cause  for  changes  in  the 
cholesterol  sj’stem.  It  may  be  a factor  presently 
known  or  one  as  yet  unknown  that  is  intimately 
associated  in  nature  with  saturation  or  unsatu- 
ration of  the  fatty  acids,  such  as  the  amounts  of 
linoleic,  linolenic  and  arachidonic  acids  in  their 
natural  forms. 

The  previously  noted  minor  discrepancies 
between  total  or  animal  fat  consumption  and  the 
death  rates  in  the  United  States  as  compared  with 
those  of  Norway,  Sweden,  and  Denmark  now  can 
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be  explained  by  the  high  proportion  of  animal  fat 
derived  by  these  Scandinavian  peoples  from 
marine  oils  containing  poly-unsaturated  fatty 
acids.  In  Norway,  Sweden,  and  Denmark  the 
contribution  of  marine  oils  to  the  animal  fats  is 
a major  one  instead  of  the  minor  contribution 
in  the  American  diet.  Also  on  this  basis  may  be 
found  the  explanation  for  the  little  coronary 
heart  disease  among  the  Eskimos  and  high 
income  Japanese,  both  of  whom  consume  fats 
containing  large  amounts  of  the  unsaturated 
fatty  acids.  It  is  possible  that  many  if  not  most 
deviations  from  a significant  correlation  of  coro- 
nary heart  disease  rates  with  total  fat  consump- 
tion may  be  explained  on  this  basis. 

Blood  Cholesterol  and  Coronary  Heart 
Disease 

It  has  been  adequately  demonstrated  that 
population  groups  with  high  average  total  blood 
cholesterol,  such  as  over  220  mg.  per  100  cc.  have 
a correspondingly  high  rate  of  coronary  heart 
disease.  Keys8  points  out  that  two  rules  hold: 
First,  “Whenever  a population  has  a relatively 
high  serum  cholesterol  average  for  its  clinically 
healthy  members — 220  mg.  per  100  ml.  or  more 
for  middle-aged  men — that  population  exhibits  a 
relatively  high  incidence  of  coronary  heart  dis- 
ease. Examples  are  men  in  many  parts  of  the 
United  States,  in  London,  Malmo,  Sweden, 
Netherlands,  Western  Germany,  upper-class  men 
in  Madrid,  and  Europeans  in  Cape  Town,  South 
Africa.”  Second,  “Populations  with  low  serum 
cholesterol  averages — less  than  200  mg.  per  100 
ml.  for  middle-aged  men- — exhibit  relatively 
little  coronary  heart  disease.  Examples  are  men 
in  Southern  Italy  and  Sardinia,  poor  men  in  Ma- 
drid, Bantu  in  Johannesburg  and  Cape  Town, 
Guatemalan  Indians,  Natives  in  Nigeria,  and 
Yemenite  Jews.  Cape  colored  men  in  South 
Africa  and  men  in  Bologna  may  be  intermediate 
examples.” 

We  thus  find  a triangular  relationship  between 

(1)  the  amount  and  quality  of  the  fat  consumed, 

(2)  the  death  rates  from  coronary  heart  disease, 
particularly  for  males  forty-five  to  sixty-four 
years  of  age,  and  (3)  the  blood  levels  of  total 
cholesterol  either  in  the  serum  or  in  the  beta- 
lipoprotein  fraction.  This  triangular  relation- 
ship between  fat,  coronary  heart  disease,  and 
cholesterol  levels  does  not  prove  that  a high 
blood  level  of  the  cholesterol  system  is  the  cause 
of  atherosclerosis.  However,  this  and  other 


evidence  does  demonstrate  a close  parallel  in 
population  groups.  This  association  was  noted 
in  1924  by  Aschoff38  who  stated  “From  plasma  of 
low  cholesterol  content  no  deposition  of  lipoids 
will  occur  even  though  the  mechanical  conditions 
are  favorable.”  In  1956  Katz,  Stamler,  and 
Pick4  stated,  “Without  alterations  in  cholesterol- 
lipid-lipoprotein  metabolism,  clinically  significant 
atherosclerosis  would  occur  but  rarely  (if  ever), 
particularly  in  middle  age,  regardless  of  the 
functional  state  of  the  cardiovascular  system.” 
Between  these  dates  this  parallel  has  been  re- 
peatedly affirmed  by  responsible  investigators. 
It  is  also  affirmed  by  the  experimental  production 
of  atherosclerosis  in  several  species  of  animals  by 
procedures  involving  the  cholesterol-lipoprotein 
system.  Again,  quoting  Katz,  Stamler,  and 
Pick,4  “Clearly  a disturbance  in  cholesterol- 
lipid-lipoprotein  metabolism  is  a sine  qua  non  for 
experimental  atherogenesis.” 

This  parallel  is  further  supported  by  the  higher 
prevalence  of  coronary  heart  disease  in  diabetes, 
myxedema,  nephrosis,  and  lipoid  dystrophies 
where  hypercholesterolemia  is  a common  factor. 
In  addition,  there  is  a statistically  higher  blood 
cholesterol  level  in  men  having  a recent  coronary 
occlusion  than  in  healthy  men  of  the  same  age.8 

Speculation  in  the  Role  of  Fat  Quality  in 
the  Pathogenesis  of  Coronary  Heart 
Disease 

Recognizing  that  there  are  degrees  of  suscepti- 
bility mediated  by  such  unalterable  factors  as 
sex,  race,  heredity,  and  body  constitution  and 
that  such  other  environmental  factors  as  physical 
activity,  obesity,  and  excess  tobacco  play  a role, 
it  is  clear  that  the  amount  and  type  of  fat  intake 
is  a major  etiologic  factor.  Major  differences  of 
the  order  of  4 : 1 or  more  in  death  rates  between 
countries  only  reasonably  can  be  explained  this 
way.  One  may  even  go  so  far  as  to  state  that 
without  a high  intake  of  saturated  and  hydro- 
genated fats,  stress  and  strain,  physical  indolence, 
obesity,  luxury  living,  or  tobacco  play  but  a minor 
role  in  producing  a high  coronary  heart  disease 
rate  under  sixtv-five  years  of  age.  One  may  even 
reverse  this  statement  and  state  that  with  an 
adequate  intake  of  the  essential  unsaturated 
fatty  acids  these  factors  play  but  a minor  role. 
It  is  also  equally  evident  that  nonsusceptible 
persons  can  tolerate  over  a long  lifetime  large 
amounts  of  natural!}'  saturated  fats.  Unfortu- 
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natelv  there  is  no  method  presently  available  by 
which  such  persons  can  be  predicted  with  cer- 
tainty in  advance. 

One  may  briefly  speculate,  as  did  Sinclair,39 
that  the  greater  the  fat  intake,  the  greater  is  the 
requirement  for  unsaturated  fatty  acids.  How- 
ever, the  increase  in  fat  consumption  noted  in 
many  industrialized  Western  countries  has  been 
accompanied  by  a simultaneous  increase  in 
hydrogenation,  thus  decreasing  the  proportion  of 
the  essential  fatty  acids  to  saturated  fatty  acids. 
Parenthetically,  all  of  the  essential  fatty  acids 
are  unsaturated.  This  deficiency  of  unsaturated 
fatty  acids,  particularly  of  the  essential  linoleic, 
linolenic,  and  arachidonic  results  in  the  formation 
of  a saturated  fatty  acid-cholesterol  complex. 
This  complex  is  more  insoluble  in  the  blood 
plasma  and  presumably  more  difficult  to  metab- 
olize than  an  unsaturated  fatty  acid  complex.39 
As  a result,  this  complex  is  deposited  to  a greater 
extent  in  the  intima  of  high  pressure  arteries. 
These  deposits  in  the  aorta  or  other  large  vessels 
are  relatively  innocuous,  but  when  they  are  de- 
posited in  a strategic  situation  in  a coronary 
vessel,  an  occlusion  or  a thrombosis  may  occur. 
Thus  ischemia  may  occur  as  a result  of  (1)  the 
atheromata  alone,  (2)  a small  hemorrhage  in  the 
atheromata  which  would  result  in  swelling  and 
thus  occlusion,  or  (3)  increased  coagulability  of 
the  blood,  either  intrinsically  or  by  a slowing  of 
the  blood  stream,  which  causes  fibrin  formation  on 
the  atheromata  and  thus  produces  a thrombosis. 

This  theory  is  attractive  for  it  affords  a 
reasonable  explanation  of  certain  apparent  con- 
tradictions in  our  knowledge  of  coronary  heart 
disease,  such  as  the  relative  immunity  of  women 
prior  to  the  menopause.  At  this  time  their 
requirements  for  essential  fatty  acids  are  presum- 
ably much  lower  than  those  of  men.39  The  low 
incidence  of  coronary  artery  disease  among  high 
fat  consuming  Eskimos  and  high  income  Jap- 
anese may  be  attributed  to  their  high  unsaturated 
essential  fatty  acid  intakes.  This  theory  also 
explains  why  the  most  affluent  and  the  most 
advanced  countries  industrially,  where  the 
economy  permits  most  people  sufficient  income  for 
a luxury  diet  high  in  fat,  are  the  ones  in  which 
coronary  heart  disease  has  increased  and  is  still 
increasing  the  most.  It  is  in  these  countries  with 
a high  fat  consumption  that  the  most  fat  is 
hydrogenated,  and  the  formation  of  isomers  of 
the  essential  fatty  acids  may  act  physiologically 
as  anti-essential  fatty  acid,  just  as  certain  isomers 


of  thiamine  act  as  an  anti-thiamine.  It  helps 
explain  why  coronary  heart  disease  decreased 
during  World  War  II  in  Norway  when  the 
occupying  Germans  commandeered  the  butter  fat 
while  their  hydrogenation  plants  were  destroyed 
by  air  action. 

It  is  now  clear  why  the  demonstration  of  the 
Cape  Town  investigators3  constitutes  a major 
break  for  the  public  health.  The  next  steps  in 
transferring  these  results  from  the  metabolism 
ward  and  formula  diets  are  as  follows : 

1.  Demonstrate  by  public  health  methods 
that  if  middle-aged  males  in  their  usual  environ- 
ment can  be  induced  to  modify  their  diets  over  a 
long  period  of  time  their  blood  lipids,  as  measured 
by  the  cholesterol-lipoprotein  system,  will  be 
favorably  influenced. 

The  fact  that  the  blood  lipids  as  reflected  in  the 
cholesterol-lipoprotein  system  can  be  altered  in 
hospitalized  subjects  or  in  highly  selected  volun- 
teers living  on  formula  diets  has  been  adequately 
proved. 

It  remains  to  be  proved,  however,  that  a signifi- 
cant number  of  persons  free-living  and  con- 
suming common  American  foods  can  be  in- 
duced to  sufficiently  modify  their  diet  to  change 
their  cholesterol-lipoprotein  system  over  a long 
period.  This  is  in  reality  but  a demonstration 
of  our  ability  to  motivate  and  educate  so  that  a 
change  in  the  diet  of  free-living  persons  will  result. 

2.  Demonstrate  whether  a favorable  change  in 
the  cholesterol-lipoprotein  system  produced  and 
maintained  by  diet  is  associated  in  fact  with  a 
favorable  change  in  morbidity  and  mortality 
from  coronary  heart  disease,  particularly  in  men 
under  sixty-five  years  of  age.  From  the  evidence 
presently  known  it  seems  not  too  optimistic  to 
predict  that  this  can  be  demonstrated  within  a 
few  years. 

Eventually  many  methods  may  be  used  to 
accomplish  this.  Food  technology  will  find  other 
ways  of  processing  and  plasticizing  fats,  or  a way 
may  be  found  to  fortify  the  naturally  or  artifi- 
cially saturated  fats  with  factors  present  in  certain 
marine  and  vegetable  oils.  We  may  be  able  to 
obtain  these  factors  in  a capsule  or  by  the  tea- 
spoon, or  place  them  in  a widely  consumed  food 
just  as  certain  vitamins  and  iron  are  now  added  to 
“enriched”  breads. 

In  addition,  moderation  in  all  things  is  the  best 
advice— a moderate  but  regular  physical  activity 
level  and  a moderate  balance  between  work, 
recreation,  and  rest. 
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( Number  twenty-five  of  a series  on  Recent  Advances  in  Medicine  and  Surgery) 


The  Practical  Application  of  the  Rapid  Intravenous  Glucose 
Tolerance  Test  in  Various  Disease  States  Affecting 
Glucose  Metabolism 


In  order  to  avoid  the  uncontrollable  variables  of 
the  oral  glucose  tolerance  test  and  some  of  the 
difficulties  previously  encountered  in  the  intrave- 
nous test,  Drs.  Donald  S.  Amatuzio,  Eugene  D. 
Rames,  and  Samuel  Nesbitt,  in  The  Journal  of 
Laboratory  and  Clinical  Medicine,  November,  1956, 
devised  what  they  believe  to  be  a simple  standard 
intravenous  test  for  routine  use.  The  test  for 
adults  involves  administration  by  vein  of  25  Gm. 


glucose  as  a 30  per  cent  solution  in  distilled  water 
within  a period  of  four  minutes,  and  then  drawing 
specimens  for  assay  sixty-eight  minutes  after  ad- 
ministration. The  authors  considered  as  abnormal 
values  of  glucose  excess  greater  than  26  mg.  per 
cent  at  the  end  of  the  sixty-eight  minutes,  indicat- 
ing a diminished  glucose  tolerance.  The  study 
included  386  subjects,  of  whom  103  were  normals 
controls. 
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DEPARTMENT  OF  MEDICINE,  NEW  YORK  UNIVER- 
SITY POST-GRADUATE  MEDICAL  SCHOOL  AND  FOURTH 
MEDICAL  (N.Y.U.)  DIVISION,  BELLEVUE  HOSPITAL 

Conducted,  by  Charles  f.  wilkinson,  jr.,  m.d.  October  18,  1956 

Discussed  by  emanuel  appelbaum,  m.d. 


Case  History 

Dr.  Abraham  Sunshine  : A sixty-three-year- 
old  man  first  entered  Bellevue  Hospital  on  June 
21  because  of  pain  in  the  right  hip  of  three 
months  duration. 

The  patient  had  been  well  until  three  months 
prior  to  admission,  when  he  began  having  a con- 
stant pain  in  the  right  hip  which  radiated  down 
the  posterior  aspect  of  the  right  leg  into  the  sole 
and  toes.  The  pain  was  made  worse  by  move- 
ment but  not  by  weight  bearing.  One  month 
after  the  onset  of  pain  he  became  anorexic  and 
gradually  lost  25  pounds.  The  anorexia 
was  not  associated  with  any  other  gastrointes- 
tinal complaints.  Three  weeks  prior  to  admission 
to  Bellevue  Hospital  the  patient  was  admitted 
to  the  orthopedic  sendee  of  another  institution. 
While  there  he  was  found  to  be  febrile  and  com- 
plained of  night  sweats.  There  was  no  history  of 
cough.  He  was  transferred  to  Bellevue  Hospital 
on  June  21  for  further  evaluation  and  treatment. 

The  patient  had  rheumatic  fever  as  a child 
and  later  was  told  of  a “murmur”  on  a routine 
insurance  exam.  At  age  thirty-three  he  had 
pulmonary  tuberculosis  which  was  complicated 
by  a pleural  effusion  that  required  thoracentesis. 

On  admission  to  Bellevue  Hospital  physical 
examination  revealed  a chronically  ill,  white  male, 
who  exhibited  evidence  of  recent  weight  loss. 
There  was  no  adenopathy.  The  skin  revealed 
poor  turgor  but  was  otherwise  normal.  Ex- 
amination of  the  chest  revealed  a few  scattered 
coarse  rales  and  wheezes.  The  heart  was  not 
enlarged.  A sinus  tachycardia  with  occasional 
extra  systoles  was  present.  No  murmurs  were 
heard.  Examination  of  the  abdomen  revealed  it 
to  be  normal.  Rectal  examination  revealed  no 


pathology.  There  was  tenderness  to  deep 
palpation  over  the  right  buttock.  The  right  calf 
muscles  were  slightly  atrophic.  Straight  leg 
raising  on  the  right  produced  pain  in  the  buttock 
and  sacral  area.  The  neurologic  examination 
was  normal.  The  blood  pressure  was  130/70, 
temperature  102  F.,  pulse  112,  and  respirations 
20. 

Urinalysis  revealed  a specific  gravity  of  1.021, 
albumin  of  20  mg.  per  cent,  and  no  sugar  or  ace- 
tone. The  microscopic  examination  revealed 
one  to  two  white  blood  cells  and  three  to  five 
red  blood  cells  per  high  power  field.  Examina- 
tion of  the  blood  showed  a hemoglobin  of  10  Gm. 
per  100  ml.,  a red  cell  count  of  4,030,000,  a white 
cell  count  of  9,100,  a differential  of  10  band 
forms,  74  segmented  forms,  0 lymphocytes,  2 
monocytes,  1 eosinophil  and  1 basophil.  The 
hematocrit  was  30  per  cent  and  the  erythrocyte 
sedimentation  rate  was  58  mm.  per  hour.  The 
blood  urea  nitrogen  was  17  mg.  per  cent,  and  the 
plasma  creatinine  was  1.0  mg.  per  cent.  Total 
serum  protein  was  0.5  Gm.  of  which  3.0  Gm. 
was  albumin  and  2.9  Gm.  was  globulin.  The 
total  cholesterol  was  132  mg.  per  cent,  and  the 
esters  were  71  mg.  per  cent.  The  icterus  index 
was  3,  and  the  cephalin  flocculation  test  was 
negative.  Alkaline  phosphatase  was  14.5  Bo- 
dansky  Units,  and  acid  phosphatase  was  1.2 
units.  The  serum  calcium  was  9.6  mg.  per  cent, 
and  the  phosphorous  was  3.9  mg.  per  cent.  The 
prothrombin  time  was  normal.  The  stool  guaiac 
reaction  was  faintly  positive.  Serologic  tests  for 
syphilis  were  negative.  Blood  cultures  revealed 
no  growth.  Sputum  smears  were  negative  for 
acid-fast  bacillus.  Urine  cultures  revealed  diph- 
theroids, enterococcus,  and  Staphylococcus 
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aureus,  coagulase  positive.  Chest  x-ray  on 
i admission  revealed  an  obliterated  right  costo- 
phrenic  angle  with  bilateral,  multiple,  hard,  dis- 
crete, calcific  infiltrations  with  some  retraction  of 
the  left  hilum.  In  the  left  apex  there  was  a 2- 
| cm.  nodule  with  less  well  demarcated  margins. 
The  lungs  appeared  emphysematous.  X-ray  of 
the  pelvis  and  lumbosacral  spine  revealed  a sus- 
picious lytic  lesion  of  the  fifth  lumbar  vertebra 
and  of  the  sacrum  on  the  right.  Lumbar 
puncture  was  unsuccessful. 

The  patient  continued  to  be  febrile  with  daily 
temperature  ranging  between  100  to  102  F.  He 
did  not  complain  of  chills  with  the  temperature 
spikes.  The  opinion  of  a chest  consultant  was 
that  he  had  pulmonary  tuberculosis  moderately 
advanced  and  probably  inactive.  A barium 
colon  enema  revealed  an  area  of  narrowing  at  the 
descending  colon  interpreted  as  a neoplastic 
process.  However,  the  repeat  air  contrast  study 
eleven  days  later  was  interpreted  as  revealing 
diverticulae.  The  narrowing  was  no  longer 
present.  Sigmoidoscopy  revealed  no  pathology. 
Stool  guaiac  tests  were  strongly  positive  on  three 
occasions. 

On  the  thirty-fifth  hospital  day  he  complained 
of  severe  pain  in  the  left  leg.  X-ray  studies  re- 
vealed a pathologic  fracture  of  the  left  femur. 
Repeat  chest  x-ray  revealed  a small  round  in- 
filtrate in  the  right  lower  lobe  which  had  not  been 
previously  noted.  The  report  of  an  intravenous 
pyelogram  read  as  follows:  “There  is  pressure 

between  the  calyces  of  the  left  kidney  impinging 
on  the  lateral  aspects  of  the  left  renal  pelvis. 
If  clinically  indicated,  retrograde  study  of  the 
left  kidney  is  advisable.  The  right  kidney  ap- 
pears normal.’’ 

Repeated  urine  examinations  revealed  a few 
white  and  red  cells.  Three  urine  cultures  grew 
out  Bacillus  proteus.  He  received  terramycin 
without  any  effect  on  the  fever  spikes.  Be- 
il cause  of  his  continued  fever  the  patient  was  placed 
on  aspirin  and  given  codeine  and  Demerol  for  relief 
I of  pain. 

On  the  forty-sixth  hospital  day  the  patient  de- 
veloped a spontaneous  tension  pneumothorax. 
A catheter  was  inserted  into  the  pleural  space 
and  connected  to  a water  seal.  In  eleven  days 
the  lung  re-expanded,  and  the  catheter  was  re- 
moved. 

On  the  fifty-seventh  hospital  day  the  patient 
appeared  pale,  and  a hemoglobin  was  reported  as 
6.0  Gm.  Stool  was  brown,  but  the  guaiac  re- 


action was  strongly  positive.  The  patient  was 
transfused  with  1,000  cc.  of  whole  blood  and  im- 
proved. 

On  the  sixty-seventh  hospital  day  the  patient 
had  a tarry  stool  but  no  hematemeses.  His 
blood  pressure  dropped  to  75/50.  He  received 
another  1,000  cc.  of  whole  blood  but  did  not 
respond.  He  expired  on  the  sixty-eighth  hospital 
day. 

Discussion 

Dr.  Emanuel  Appelbaum:  This  case  is  a most 
interesting  and  challenging  problem  in  differential 
diagnosis.  It  may  be  well  to  open  the  discussion 
by  enumerating  the  highlights.  With  a past 
history  of  pulmonary  tuberculosis,  the  patient’s 
chief  complaints  on  admission  were  right  hip 
pain  radiating  to  the  leg,  anorexia,  and  weight 
loss.  In  addition  to  fever,  he  presented  evidence 
of  healed  pulmonary  infection  such  as  calcifica- 
tions as  well  as  active  lung  disease  which  included 
nodular  infiltrates  and  subsequent  spontaneous 
pneumothorax.  There  was  no  evidence  of  car- 
diac involvement  or  lymphadenopathy.  Other 
striking  features  were  the  osteolytic  lesions  in  the 
lumbosacral  spine,  a pathologic  fracture  of  the 
left  femur,  an  abnormal  left  pyelogram,  and  the 
occurrence  of  melena.  The  urine  showed  a few 
red  and  white  blood  cells.  There  was  a slight 
anemia  which  became  pronounced  preterminally. 
The  sedimentation  rate  was  elevated.  Urine 
cultures  were  positive  for  a variety  of  organisms, 
but  the  blood  cultures  were  sterile.  The  sputum 
was  negative  for  acid-fast  bacilli.  The  blood  pro- 
tein, calcium,  phosphorus,  and  acid  phosphatase 
were  normal,  but  the  alkaline  phosphatase  was 
elevated. 

With  these  facts  in  mind  I should  like  to  con- 
sider several  diagnoses.  In  view  of  the  patient’s 
history  of  tuberculosis  and  the  presence  of  pul- 
monary calcifications,  the  first  diagnosis  that 
comes  to  mind  is  active  pulmonary  tuberculosis 
with  hematogenous  spread  to  many  organs, 
particularly  the  kidneys,  skeletal  system,  and 
gastrointestinal  tract.  This  disease  would  ex- 
plain adequately  most  of  the  patient’s  symptom- 
atology, with  the  exception  of  the  long  bone 
fracture,  and  possibly  also  the  melena. 

In  a case  with  obscure  fever  a diagnosis  of 
Hodgkin’s  disease  merits  consideration.  This 
disease  can  involve  the  organs  implicated  in  this 
case,  namely,  lungs,  bones,  intestinal  tract,  and 
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kidneys.  The  lack  of  obvious  lymphadenopathy 
does  not  militate  against  this  diagnosis.  To  the 
best  of  my  knowledge  however,  pathologic  long 
bone  fractures  do  not  occur  in  Hodgkin’s  disease. 

Various  malignant  neoplasms  with  a pre- 
dilection for  bone  metastasis  should  be  considered 
as  possible  diagnoses.  Foremost  among  these  is 
bronchogenic  carcinoma.  The  pulmonary  nod- 
ules with  the  hazy  margins  and  the  hilar  retrac- 
tion are  strongly  suggestive  of  this  disease. 
Fever  may  occur  as  a result  of  an  associated  pneu- 
monitis or  atelectasis  with  infection.  The  right 
sciatic  syndrome  and  the  femur  fracture  are  read- 
ily explained  by  skeletal  metastasis.  The 
pneumothorax  can  be  attributed  to  neoplastic 
invasion  and  tear  of  the  visceral  pleura  or  possibly 
to  a ruptured  emphysematous  bleb.  The  mel- 
ena  can  be  explained  on  the  basis  of  intestinal 
metastasis  or  the  presence  of  diverticulitis.  Al- 
though renal  metastasis  is  not  common,  it  does 
occur.  The  pulmonary  calcifications  require  an 
independent  explanation;  they  are  probably 
evidence  of  old  healed  tuberculosis  or  possibly 
histoplasmosis.  In  this  connection  it  may  be 
noted  that  occasionally  carcinoma  of  the  lungs 
and  tuberculosis  co-exist. 

A diagnosis  worthy  of  consideration  is  car- 
cinoma of  the  prostate,  in  which  osteolytic  skele- 
tal metastases  are  quite  common.  However, 
extensive  carcinomatous  invasion  of  the  long 
bones  is  uncommon.  Furthermore,  when  the 
disease  is  widespread,  the  acid  phosphatase  is 
almost  invariably  elevated. 

Carcinoma  of  the  colon  as  the  primary  diag- 
nosis deserves  mention.  It  should  be  noted  that 
this  diagnosis  was  suspected  but  was  discarded 
on  the  basis  of  the  air  contrast  study  and  negative 
sigmoidoscopy.  While  carcinoma  of  the  colon 
may  on  occasion  spread  to  the  lungs,  skeletal 
metastasis  is  extremely  rare. 

A more  likely  possibility  is  carcinoma  of  the 
thyroid.  It  is  well  known  that  the  primary 
growth  in  the  thyroid  can  be  very  small  with 
widespread  metastasis  to  the  lungs,  bones,  kid- 
neys, and  gastrointestinal  tract.  However,  when 
the  involvement  is  extensive,  lymphadenopathy 
is  the  rule. 

Another  important  consideration  is  hyper- 
nephroma which  frequently  metastasizes  to  the 
lungs  and  bones.  The  pulmonary  lesions  are  as 
a rule  circular  with  hazy  outlines.  One  of  the 
most  characteristic  symptoms  in  this  disease  is  a 
persistent  fever  which  is  often  septic  in  type. 


With  respect  to  the  pyelogram,  it  should  be  noted 
that  some  hypernephromas  cause  little  defect  in 
the  pelves  or  calices,  probably  because  of  lateral 
expansion.  Of  special  interest  is  the  fact  that 
these  tumors  frequently  cause  neoplastic  throm- 
bosis of  the  renal  vein,  which  may  involve  the 
inferior  vena  cava  and  the  opposite  renal  vein, 
and  even  extend  upward  to  the  hepatic  veins  and 
right  auricle.  Bilateral  renal  vein  thrombosis 
may  result  in  a nephrotic  syndrome.  Left  renal 
vein  thrombosis  may  produce  a left  varicocele 
which  persists  when  the  patient  is  in  the  supine 
position.  While  the  urinary  findings  in  our  case 
were  meager,  they  are  not  incompatible  with  a 
diagnosis  of  hypernephroma.  The  positive  urine 
cultures  are  difficult  to  appraise.  I do  not  get  the 
impression  that  there  was  a significant  urinary 
tract  infection. 

Finally,  I should  like  to  mention  the  diagnosis 
of  neuroblastoma,  which  occasionally  occurs  in 
adults.  This  tumor  arises  from  sympathetic 
ganglia  and  is  very  malignant,  metastasizing  to 
the  bones  and  at  times  to  the  lungs  and  other 
organs.  However,  when  this  disease  is  present, 
an  abdominal  mass  can  usually  be  felt. 

Several  other  conditions  with  skeletal  involve- 
ment, such  as  hyperparathyroidism  and  multiple 
myeloma,  do  not  adequately  fit  the  disease  pat- 
tern manifested  by  our  case  and  do  not  merit 
serious  consideration  in  the  differential  diagnosis. 

In  conclusion,  it  seems  to  me  that  the  most 
plausible  diagnoses  are  bronchogenic  carcinoma 
and  hypernephroma.  I favor  the  latter.  In 
connection  with  either  diagnosis,  it  is  necessary 
to  explain  the  pulmonary  calcification  on  another 
basis,  probably  healed  tuberculosis. 

Diagnoses 

Clinical. — Hypernephroma  with  metastasis  to 
lung  and  hone. 

Dr.  Appelbaum. — Hypernephroma  with  metas- 
tasis to  lung  and  bone. 

Pathologic. — 1.  Carcinoma  of  the  kidney  with 
metastasis  to  lung.  2.  Chronic  duodenal  ulcer 
with  bleeding. 

Pathologic  Report 

Dr.  Norman  S.  Cooper:  Autopsy  revealed  a 
large  yellow-white  tumor  mass  replacing  the 
upper  half  of  the  left  kidney.  The  tumor  in- 
vaded the  renal  pelvis  and  extended  into  the  lu- 
men of  the  renal  vein.  A single  metastasis  (about 
3 cm.  in  diameter)  from  this  carcinoma  of  the 
kidney  was  found  in  the  right  lower  lobe  of  the 
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lung.  No  tumor  was  identified  in  the  vertebrae, 
and  the  autopsy  permission  did  not  allow  exami- 
nation of  the  fracture  site  in  the  femur.  How- 
ever, since  in  about  15  per  cent  of  renal  car- 
cinomas the  first  clinical  manifestation  results 
from  bony  metastasis  (either  a pathologic  fracture 
or  bone  pain),1  it  is  very  probable  that  the  femoral 
lesion  was  a result  of  metastatic  carcinoma  from 
the  kidney.  Renal  carcinomas  unlike  those  of 
most  other  organs,  do  habitually  metastasize  via 
the  blood  stream.  This  is  reflected  in  the  much 
lower  five-year  survival  rate  found  after  surgical 
resection  of  renal  carcinoma  in  those  cases 
where  tumor  has  invaded  the  renal  vein  prior  to 
operation.2  The  hematuria  observed  on  ad- 


mission was  characteristic  of  renal  carcinoma.1 

The  gastrointestinal  hemorrhage  was  en- 
tirely independent  of  the  kidney  carcinoma. 
The  patient  had  three  adjacent  chronic  duodenal 
ulcers;  the  floor  of  one  of  these  contained  a bleed- 
ing artery.  As  far  as  we  know  there  is  no  rela- 
tion between  tumors  and  duodenal  ulcers,  and 
the  concurrence  of  the  two  diseases  in  this  patient 
must  be  regarded  as  a coincidence. 
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Clinical  Recognition  of  Early  and  Insidious  Schizophrenia 


Very  often  general  medical  men  or  specialists  in 
fields  other  than  psychiatry  are  the  first  to  see 
patients  with  early  or  insidious  schizophrenia. 
Since  adequate  management  depends  on  early  dis- 
covery, it  is  important  that  symptoms  be  recognized 
so  that  the  person  may  be  referred  for  treatment 
rather  than  diagnosed  as  having  an  organic  illness, 
psychoneurosis,  character  disorder,  or  dismissed  as 
a malingerer.  Since  the  clinical  features  of  early 
schizophrenia  usually  are  not  emphasized  in  stand- 
ard texts,  the  author  lists  six  cardinal  signs: 


(1)  intense  and  prolonged  anxiety  showing  little 
relation  to  life  problems  and  described  (in  contra- 
distinction to  the  vague  anxieties  of  neurosis)  as  a 
specific  fear;  (2)  hypochondria  in  persons  under 
thirty-five  involving  description  of  a bizarre  symp- 
tom; (3)  severe  overindulgence  in  alcohol  by  a 
young  person;  (4)  desire  for  plastic  surgery  in  the 
absence  of  any  significant  disfigurement;  (5)  com- 
plaints of  ringing  or  buzzing  in  the  ears. — John  II'. 
Burkett,  Lieut.  Col.,  MC,  USA , U.S.  Armed  Forces 
Medical  Journal,  December,  1956 
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CASE 


Bilateral  Femoral  Aneurysm  with  Surgical  Treatment  of  One  Side 


ALFREDO  Y.  REYES,  M.D.,  BROOKLYN,  NEW  YORK* * 


( From  St.  John's  Episcopal  Hospital) 


| n the  past  decade  there  has  been  a great  revival 
of  interest  in  the  resection  and  replacement  of 
arteries  for  vascular  lesions.  The  results  of  re- 
placement by  various  prepared  and  stored  arterial- 
homografts  and  nonbiologic  prostheses  have  been 
encouraging  and  even  gratifying.  We  have  been 
fortunate  in  having  the  opportunity  to  carry  out 
such  a procedure  in  a case  of  bilateral  femoral 
aneurysm,  the  right  side  of  which  was  treated  by 
segmental  resection  and  arterial  homograft  re- 
placement. 

Case  Report 

A sixty-four-year-old,  white  male  was  admitted 
with  bilateral  inguinal  swellings.  The  time  of  ap- 
pearance of  the  masses  could  not  be  ascertained. 
Bilateral  inguinal  herniorrhaphies  had  been  per- 
formed fifteen  years  before,  and  a recurrent  left 
inguinal  hernia  was  repaired  seven  years  ago.  Inter- 
mittent right  calf  pain  was  present  on  walking. 
There  were  no  other  symptoms. 

In  both  inguinal  regions  just  below  Poupart’s 
ligament  were  tense,  pulsating,  nontender  masses. 
The  right  measured  8 cm.  and  the  left  6 cm.  in  diam- 
eter. Bruits  were  present  over  both.  Popliteal  and 
dorsalis  pedis  pulsations  could  not  be  elicited  on  the 
right  side. 

Laboratory  findings  were  within  normal  limits. 
The  flat  plate  of  the  abdomen  failed  to  show  vascular 
calcification;  however,  arteriosclerotic  changes  out- 
lined the  femoral  arteries.  A diagnosis  of  bilateral 
femoral  aneurysms  was  made. 

The  right  femoral  aneurysm  was  operated  on  first 
because  of  its  larger  size  and  the  signs  of  arterial 
insufficiency  in  the  right  leg.  Under  general  endo- 
tracheal anesthesia  a low  right  rectus  incision  was 
made.  The  abdominal  cavity  was  explored  and 
found  to  be  normal.  A direct  arteriogram  was  made 
by  injecting  50  cc.  of  70  per  cent  Diodrast  through  a 
16-gauge  needle  into  the  aorta  just  above  the  bi- 


Presented  at  the  annual  meeting  of  the  Brooklyn  and  Long 
Island  Chapter  of  the  American  College  of  Surgeons,  Brook- 
lyn, New  York,  June  4,  1956. 

* Present  address:  2446  Juan  Luna  Manila.  P.  I. 


Fig.  1.  Broken  line  marks  line  of  incision.  Poupart’s 
ligament  is  not  sacrificed. 


furcation.  This  was  done  in  an  attempt  to  visualize 
both  right  and  left  femoral  arteries  at  one  sitting. 
The  results  were  unsatisfactory. 

The  right  common  and  external  iliac  arteries  were 
isolated.  A rubber  catheter  was  slung  around  the 
right  common  iliac.  Exploration  was  carried  below 
the  aneurysm  to  the  right  superficial  femoral  artery 
which  was  then  exposed  and  mobilized  by  a catheter 
sling.  Dissection  of  the  aneurysmal  mass  was  made 
through  an  incision,  as  shown  in  Fig.  1.  Poupart’s 
ligament  was  not  sacrificed.  The  femoral  nerve  was 
dissected  away  from  the  anterolateral  aspect  of  the 
mass  and  the  femoral  vein  dissected  from  the  medial 
aspect  of  the  aneurysm.  At  this  point  the  sac  was 
inadvertently  opened,  producing  copious  bleeding. 
The  deep  femoral  artery  was  seen  to  enter  the  sac. 
posteriorly,  feeding  it  vigorously  with  reflux  blood 
(Fig.  2).  The  saccular  aneurysm  was  excised.  It 
measured  8 cm.  in  diameter  and  left  a gap  which 
measured  12  cm.  Fifteen  cubic  centimeters  of  0.01 
per  cent  heparin  was  injected  into  the  distal  and 
proximal  cut  arterial  ends.  Virtually  no  reflux  was 
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Fig.  3.  The  right  femoral  aneurysm  was  resected 
with  replacement  of  freeze-dried  arterial  homograft 
segment.  The  deep  femoral  artery  is  shown  anasto- 
mosed end  to  side  to  the  superficial  artery. 


Fig.  2.  Relations  of  the  femoral  aneurysm  to  the 
femoral  nerve  and  vein.  The  deep  femoral  artery  is 
shown  entering  the  sac  posteriorly. 


noted  from  the  superficial  femoral  artery  compared 
to  the  deep  femoral  artery  which  yielded  a good 
flow.  The  deep  femoral  artery  was  anastomosed  to 
the  superficial  femoral  artery,  end-to-side,  using 
number  5-0  silk  atraumatic  suture  in  an  over-and- 
over  manner.  The  freeze-dried  arterial  homograft, 
supplied  by  the  Kings  County  Hospital,  University 
Division,  was  prepared  to  fill  in  the  12-cm.  gap.  An 
over-and-over  stitch  of  number  5-0  atraumatic  silk 
was  used,  tying  in  at  every  third  of  the  circumference 
of  the  vessel  (Fig.  3). 

Release  of  the  distal  bulldog  clamps  followed  by 
the  proximal  was  met  by  negligible  anastomotic 
leaks.  These  were  controlled  by  a few  interrupted 
sutures  and  slight  gauze  pressure. 

A right  lumbar  sympathectomy  was  performed, 
removing  the  second,  third,  and  fourth  ganglia. 
The  wound  was  closed  without  a drain  after  1,000,- 
000  units  of  penicillin  solution  were  infiltrated  into 
the  subcutaneous  and  muscular  tissue.  A very  light 
pressure  dressing  was  applied  to  the  wound. 

The  pathologic  diagnosis  was  a saccular  aneurysm, 
probably  arteriosclerotic  in  origin,  with  an  organized 
thrombus  within  the  lumen.  There  was  no  evidence 
pointing  to  traumatic  cause. 


The  postoperative  course  was  uneventful.  When 
the  patient  was  seen  several  weeks  later,  he  had  no 
intermittent  claudication  and  was  performing  his 
usual  activities.  Since  the  left  side  was  asympto- 
matic, he  refused  to  have  it  operated  on. 

Comment 

The  surgical  treatment  of  aneurysm  was  once 
thought  to  be  difficult,  and  it  still  is,  but  successful 
cases  have  been  reported  and  duplicated  with  a 
decreasing  mortality  rate. 

In  our  case  we  found  a combined  abdominal  and 
femoral  incision  has  a definite  advantage  over  the 
femoral  incision  alone.  It  permits  the  exploration 
of  the  abdomen;  a direct  arteriogram  is  done  more 
easily  and  safely;  a better  hemostasis  is  obtained 
proximally,  and  finally  a lumbar  sympathectomy  can 
be  done  through  the  same  incision. 

It  is  felt  that  the  femoral  incision  should  not  be 
made  over  the  mass  but  at  the  periphery  on  the 
lateral  side.  It  lessens  the  chance  of  infection  of 
the  graft,  should  the  wound  become  infected,  and 
prevents  the  adhesion  of  the  graft  to  the  incisional 
scar. 

Meticulous  care  should  be  observed  during  the 
dissection  of  the  thinned-out  femoral  nerve  fibers 
over  the  mass  for  they  can  easily  be  mistaken  for 
fibrous  strands.  The  femoral  vein  must  be  pro- 
tected, even  to  the  extent  of  leaving  a portion  of  the 
sac  with  the  vein  in  difficult  cases. 
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Adequate  arterial  bed  beyond  the  distal  anasto- 
motic line  is  imperative.  It  is  doubted  whether  the 
graft  would  have  functioned  in  this  case  if  the  deep 
femoral  artery  was  not  anastomosed  to  the  super- 
ficial femoral  artery.  The  superficial  femoral 
artery  had  no  reflux  and  so  may  have  created  a back 
pressure  in  the  graft  favoring  thrombus  formation. 

Anticoagulant  therapy  of  dilute  heparin  is  favored 
over  a stronger  solution  because  diffusion  is  facili- 
tated. The  amount  of  10  to  20  cc.  of  0.01  per  cent 
solution  is  instilled  three  or  four  times  during 
the  anastomotic  procedure.  Both  proximal  and 
distal  arterial  ends  are  instilled  through  a small 
catheter.  No  heparin  should  be  given  during  the 
postoperative  course  because  it  favors  anastomotic 
leaks. 

The  value  of  sympathectomy  as  an  adjunct  is 
questioned.  We  feel,  however,  that  the  increase  of 
collateral  circulation  afforded  by  sympathectomy 
increases  the  necessary  distal  arterial  bed. 

The  importance  of  asepsis  and  antisepsis  is 
paramount  for  an  infected  graft  produces  anasto- 
motic leaks  which  can  lead  to  death  or  loss  of  a 


portion  of  the  limb.  Consequently  infiltration  of 
1,000,000  units  of  penicillin  solution  into  the  sub- 
cutaneous and  muscular  tissue  adjacent  to  the  graft 
and  heavy  parenteral  antibiotics  postoperatively 
are  given  prophylactically. 

Of  the  different  types  of  grafts  available  for 
restoration  of  arterial  continuity,  homologous 
arterial  grafts  are  still  the  best  available  today. 
Because  of  the  biologic  degenerative  changes  in 
long-term  follow-up  and  some  difficulty  in  the  pro- 
curement and  preparation  of  the  arterial  homo- 
graft, the  nonbiologic  prostheses  have  gained 
impetus  and  have  been  envisioned  as  the  replace- 
ment for  natural  grafts.  Only  by  adequate  testing 
shall  we  know  the  answer. 

Conclusion 

A case  of  bilateral  femoral  aneurysms  is  presented. 
The  right  side  was  resected  successfully  and  re- 
placed by  freeze-dried  arterial  homograft.  No 
unfavorable  sequelae  resulted. 

Several  impressions  are  given  on  the  importance 
of  approach  and  handling  of  this  type  of  lesion. 


New  Blue  Shield  President 


Despite  the  worst  earthquake  since  1906  and  the 
constant  wail  of  police  and  ambulance  sirens,  the 
March  24-28  Blue  Shield  meeting  in  San  Francisco 
drew  a record  attendance  and  all  sessions  proceeded 
without  violent  jolts  or  turbulence. 

Dr.  Arthur  J.  Offerman,  Omaha,  is  the  1957-58 
president  of  the  Blue  Shield  Medical  Care  Plans, 
and  Dr.  Carlton  E.  Wertz  of  New  York  is  the  new 
president-elect.  Dr.  Carl  Vohs,  St.  Louis,  was 
elected  vice-president  to  succeed  Dr.  Fred  Elliott  of 
New  York. 

The  retiring  president,  Dr.  Robert  L.  Novy, 
Detroit,  pointed  out  the  great  advances  made  by 


Blue  Shield  coverage  in  the  last  half  decade.  These 
advances,  he  said,  were  made  only  through  the  co- 
operation of  the  medical  profession,  and  he  urged 
physicians  throughout  the  country  to  take  an  even 
more  active  part  in  the  affairs  of  local  Blue  Shield 
plans. 

Dr.  Norman  A.  Welch,  Boston,  was  re-elected 
chairman  of  the  Blue  Shield  Commission.  Other 
officers  re-elected  were:  Dr.  Frederick  H.  Good, 
Denver,  vice-chairman;  Dr.  David  V.  Needham, 
Syracuse,  N.Y.,  secretary,  and  James  O.  Kelly, 
Milwaukee,  treasurer. — A.M.A.  Secretary's  Letter, 
April  10,  1957 
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Subinvolution  of  the  Placental  Site,  a Cause  of 
Puerperal  Hemorrhage 

IRVING  GREENE,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 


T^his  paper  is  concerned  with  puerperal  hemorrhage 
1 that  is  secondary  or  late  postpartum  hemorrhage 
or  any  uterine  bleeding  occurring  more  than  twenty- 
four  hours  after  labor  and  before  completion  of  the 
puerperium.  The  diagnosis  of  subinvolution  of  the 
placental  site  is  made  by  excluding  the  principal 
causes  of  puerperal  bleeding,  such  as  retained 
placental  tissues,  cotyledon,  succenturiate  lobe,  part 
of  placental  membranes,  retained  portions  of  hydatid 
mole,  chorioepithelioma,  retroversion  of  the  uterus, 
and  submucous  myomas.  This  subinvolution  is 
characterized  by  a uterus  which  is  larger  than  it 
should  be  for  its  postpartum  period,  a patulous 
cervix  which  is  usually  dilated  2 to  4 cm.,  and  on 
curettage  the  absence  of  placental  tissue. 

Case  Report 

A twenty-eight-year-old  white  para  1,  gravida  2 
had  had  a spontaneous  delivery  of  a 6 pound  1 ounce 
living  girl  in  1952.  Her  expected  date  of  confine- 
ment was  April  11,  1956.  Because  of  moderate 
vaginal  bleeding  at  home,  the  patient  was  admitted 
to  the  hospital  on  March  26,  1956.  The  bleeding 
ceased  on  admission,  and  a placentogram  revealed 
no  evidence  of  placenta  pravia.  The  placenta  ap- 
peared to  be  on  the  anterolateral  aspect  of  the  uterus. 
Vaginal  examination  revealed  the  cervix  to  be  long, 
uneffaced,  and  a tip  of  finger  dilated.  She  w'as  dis- 
charged in  three  days.  The  patient  was  readmitted 
on  April  1,  1956,  because  of  a history  of  ruptured 
membranes  with  a large  amount  of  amniotic  fluid 
loss  for  twenty-four  hours.  Labor  was  induced 
with  an  intravenous  Pitocin  drip,  5 minims  to  500 
cc.  of  5 per  cent  glucose  in  water,  and  within  two 
hours  spontaneous  delivery  of  a premature  living 
girl,  weighing  3 pounds,  7 ounces,  occurred.  The 
placenta  was  delivered  intact  and  showed  no  gross 
pathology.  The  baby  was  transferred  to  a pre- 
mature center  and  subsequently  did  well.  The  pa- 
tient was  discharged  on  April  7,  1956,  after  an  un- 
eventful postpartum  course. 

On  April  9,  1956,  ten  days  after  delivery,  the 
patient  was  readmitted  to  the  hospital  because  of 
moderate  vaginal  bleeding  which  began  at  12:30 
p.m.  Blood  pressure  was  130/70  and  pulse  80  of 
good  quality.  The  uterus  was  about  one  finger 
below  the  umbilicus.  Vaginal  examination  revealed 
the  vagina  full  of  clots  and  the  cervix  2 cm.  dilated. 
Hemoglobin  was  9.6  Gm.,  red  blood  cells  3,400,000, 
and  urine  specific  gravity  1.006,  negative  for  al- 
bumin, sugar,  or  acetone.  Microscopically  there 
were  occasional  w’hite  blood  cells  and  one  to  two 
red  blood  cells.  Dilatation  and  curettage  was  done 
to  rule  out  retained  secundines.  The  uterus  probed 


to  a depth  of  5'/2  inches.  A very  small  amount  of 
tissue  was  obtained.  The  uterus  and  vagina  were 
packed  with  plain  gauze,  and  the  patient  was  given 
one  unit  of  blood. 

The  following  morning  the  patient  was  febrile 
with  a temperature  of  101  F.  and  pulse  of  120. 
With  a Picotin  intravenous  drip  running,  a foul- 
smelling uterine  vaginal  pack  was  removed.  There 
was  no  excessive  bleeding  at  this  time.  The  uterus 
was  about  one  finger  breadth  below  the  navel,  soft, 
and  tender.  She  was  placed  on  800,000  units  of 
penicillin  twice  a day,  Terramycin  250  mg.  four 
times  a day,  and  Gantrisin  1 Gm.  four  times  a day. 

A consultant  saw  the  patient  and  made  the  fol- 
lowing note:  “The  patient  delivered  about  ten 

days  ago.  After  being  home  for  a few  days,  she 
began  to  bleed  and  was  referred  back  to  the  hos- 
pital. Her  uterus  was  explored  with  sponge  for- 
ceps and  no  tissue  was  obtained.  On  examina- 
tion this  patient  had  a temperature  of  102.2  F. 
Uterus  is  palpable  per  abdomen  about  two  fingers 
below  the  umbilicus.  On  bimanual  examination 
the  vagina  contains  many  clots.  The  uterus  is  high 
and  enlarged  to  about  three  months  size.  The  cervix 
is  patulous  and  clots  are  felt  within  the  uterine  cav- 
ity. The  uterus  is  not  enlarged  to  the  degree  that 
is  seen  by  abdominal  palpation.  The  uterus  is  soft 
and  not  tender.  No  adnexal  masses  are  felt.  My 
impression  is  that  there  may  be  a subinvolution 
with  possible  retention  of  secundines.  Antibiotic 
therapy  is  to  be  continued  and  if  bleeding  continues, 
re-exploration  of  the  uterus  is  warranted.” 

The  following  day  the  patient  was  improved. 
Temperature  was  99  F.  and  pulse  was  90  of  good 
quality.  The  abdomen  was  less  tender.  There  was 
only  slight  staining  per  vagina.  Because  of  55  per 
cent  hemoglobin  and  red  blood  cells  2,600,000,  the 
patient  received  another  unit  of  blood. 

Gross  examination  revealed  a specimen  consisting 
of  friable,  hemorrhagic  fragments  of  tissue  measuring 
together  3 by  2 cm.  Microscopically,  curettings 
showed  decidual  tissue  with  extensive  coagulation 
necrosis.  Also  present  were  fragments  of  hyper- 
trophic myometrium  showing  some  light  inflamma- 
tory infiltration.  Diagnosis  was  of  degenerating 
decidual  tissue. 

The  patient  was  continued  on  intravenous  Pitocin 
for  seventy-two  hours  which  controlled  the  bleeding. 
She  continued  to  do  well  and  was  discharged  on 
April  21,  1956.  Examination  at  that  time  revealed 
a closed  cervix,  a uterus  of  about  eight  weeks  size, 
no  adnexal  masses,  and  no  vaginal  bleeding. 

Comment 

The  pathogenesis  of  subinvolution  of  nonin- 
volution of  the  placental  site  is  not  clear.  Gainey, 
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Nicolay,  and  Lapi1  found  an  incidence  of  1 to  775 
cases  of  delayed  postpartum  hemorrhage  due  to 
“noninvolution  of  the  placental  site.”  Bleeding 
occurred  from  a few  hours  to  two  weeks  post 
partum.  Myometrial  atonia  depriving  the  vascular 
structure  of  conditions  favoring  localized  oblitera- 
tive changes  is  a factor.  The  following  clinical 
findings  were  constant:  The  cervix  was  patulous. 
The  uterus  was  the  size  of  a twelve  to  fourteen  week 
gestation  with  thin  walls  and  filled  with  old  blood 
clots. 

Histologically,  the  features  common  to  all  curet- 
tings  from  placental  sites  were  myometrial  tissue, 
two  large,  thick-walled  blood  vessels  showing 
varying  degrees  of  hyaline  degeneration,  organized 
thrombi  within  the  lumina,  endothelium-lined 
spaces  filled  with  blood  or  organized  thrombi,  and 
frequent  instances  of  recanalization  of  thrombi. 
Placental  tissue  was  absent,  and  inflammatory 
cellular  infiltration  was  minimal  and  limited  to 
necrotic  fragments. 


Conclusions 

A case  of  late,  postpartum  hemorrhage  probably 
due  to  subinvolution  of  the  placental  site  is  presented. 

Clinically,  a diagnosis  of  subinvolution  of  the 
placental  site  can  be  made  by  finding  a large, 
soft  uterus,  larger  than  it  should  be  for  its  period 
post  partum,  a patulous  cervix,  absence  of  placental 
tissue  on  curettage,  retroversion  of  the  uterus, 
retained  portions  of  hydatid  mole,  and  chorio- 
epithelioma. 

Therapy  consists  of  adequate  blood  replacement 
and  the  continued  use  of  intravenous  Pitocin  drip 
as  long  as  is  necessary  to  assure  adequate  contraction 
of  the  uterine  wall  and  hemostasis.  Before  dis- 
charging patients  from  the  hospital  it  may  be  wise 
to  continue  oxytocic  therapy  for  those  patients 
whose  uteri  are  enlarged  and  soft  and  who  have 
patulous  cervices  until  satisfactory  involution  of 
the  uterus  has  taken  place. 
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The  Effect  of  Pain  on  Performance 


The  fact  that  people  in  all  stages  of  life  often  must 
do  mental  and  physical  work  while  in  pain  raises 
the  question  of  what,  if  any,  effect  it  might  have  on 
performance.  After  a series  of  tests  on  voluntary 
subjects,  using  various  pain  stimuli  and  using  each 
subject  as  his  own  control,  Fred  B.  Benjamin, 
D.M.D.,  Ph.D.,  University  of  Pennsylvania, 
summarizes  his  results  as  follows:  (1)  Tests  in- 
volving primarily  memory  and  speed  of  performing 
various  mental  tasks  are  not  affected  by  simulta- 
neous pain.  (2)  Pain  increases  the  number  of  mis- 
takes in  simple  mental  tasks,  and  this  increase,  up 
to  four  or  five  dols,  appears  to  be  independent  of 
intensity.  (3)  In  higher  mental  tasks,  mistakes 
increase  in  rough  correspondence  with  increase  in 
pain  intensity.  (4)  Time  estimation  is  increased, 


which  is  considered  overcompensation  for  apparently 
slow  time  passage  in  pain.  (5)  Pain  impairs 
performance  in  muscular  coordination  tests,  the 
interference  apparently  increasing  with  intensity 
and  also  refinement  of  the  task.  (6)  Simple  re- 
action time  is  not  affected,  but  choice-reaction  time 
is  prolonged.  (7)  The  mean  amplitude  of  the 
patellar  reflex  is  not  significantly  affected  by  pain, 
while  the  threshold  of  the  skin-flare  reaction  is 
significantly  raised.  (8)  In  short  tests  of  work 
performance,  total  work  is  not  significantly  altered 
by  simultaneous  pain,  but  efficiency,  indicated  by 
cardiovascular  and  respiratory  changes,  is  signifi- 
cantly decreased. 

— U.  S.  Armed  Forces  Medical  Journal,  March , 
1967 
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Promazine  for  Management  of  the  Drug  Abstinence  Syndrome 

Rapid  Withdrawal  of  Meperidine  in  a Severely  Addicted  Patient 

ANDRE  ROLO,  M.D.,  AMITYVILLE,  NEW  YORK 
( From  the  South  Oaks  Long  Island  Home ) 


IYT  early  every  physician  sooner  or  later  en- 
counters the  problem  of  drug  addiction. 
The  profession  in  general  is  keenly  aware  of  the 
cunning  employed  by  addicts  in  deceiving  a series 
of  medical  consultants  so  as  to  supply  their  needs 
and  is  all  too  familiar  with  the  tragically  high  relapse 
rate  after  treatment.  This  report  is  concerned, 
however,  not  with  the  problems  of  long-term  re- 
habilitation but  with  the  difficulty  of  managing 
the  immediate  emergency  in  a patient  whose  history 
is  a long  record  of  physical  and  psychologic  de- 
pendence on  barbiturates  and  narcotics  with 
ultimate  tolerance  to  enormous  doses  of  meperidine. 

Case  Report 

A forty-two-year-old,  married,  white  female  was 
admitted  to  this  institution  on  the  evening  of  May 
23,  1956,  with  a diagnosis  of  psychopathic  personal- 
ity, acute  mental  disorder,  and  narcotic  addiction. 
On  admission  the  patient  was  undernourished  and 
emaciated,  weighing  about  90  pounds.  An  abscess 
was  present  on  the  left  buttock  in  consequence  of  the 
frequent  intramuscular  injections  she  had  sought 
from  other  medical  consultants  on  the  pretext  of 
pain  from  a pretended  kidney  disorder. 

Extreme  emotional  instability  was  a prominent 
part  of  her  family  heritage.  Her  life  history  was 
a chronicle  of  progressive  deterioration  punctuated 
by  seven  marriages,  numerous  illicit  affairs  with 
inferior  partners,  and  steady  descent  through  alco- 
holism to  severe  drug  addiction. 

The  present  admission  was  her  sixth  hospitaliza- 
tion for  drug  withdrawal  in  seventeen  years.  She 
was  admitted  elsewhere  for  two  months  in  1939,  for 
seven  months  in  1944,  for  eight  months  in  1953,  and 
for  two  months  in  1954.  A short  time  after  the 
fourth  institutionalization  she  attempted  to  take 
her  own  life.  On  her  fifth  admission,  the  first  to 
this  hospital,  on  August  27,  1954,  following  her 
seventh  marriage,  she  was  received  in  a drugged 
and  drunken  daze.  She  stayed  nine  weeks  and  was 
removed  by  her  mother  against  medical  advice  on 
November  3,  1954.  The  underlying  personality 
pattern  of  this  patient  has  not  been  altered  by  her 
numerous  periods  of  treatment.  Unvaryingly  she  is 
noisy,  demanding,  threatening,  and  ultimately 
assaultive  when  her  craving  for  drugs  is  denied. 

The  chart  kept  by  the  nurse  who  attended  the 
patient  at  home  from  May  8 to  May  22,  1956, 
showed  a rapidly  progressive  increase  in  the  dosage 
of  meperidine  to  a total  of  2.5  Gm.  daily.  The  drug 
was  administered  in  intramuscular  injections  of  100 


mg.  every  hour  or  oftener,  around  the  clock,  to  quiet 
her  screams.  At  night  large  doses  of  barbiturates 
were  required  in  addition  to  the  narcotic.  The 
meperidine  was  occasionally  diluted  in  an  effort  to 
reduce  the  dosage,  but  she  soon  became  unmanage- 
able, and  it  was  necessary  to  give  several  injections 
in  one  hour  to  control  her  violence. 

On  the  night  of  admission  the  dose  of  meperidine 
was  drastically  reduced  from  100  mg.  every  hour  to 
30  mg.  every  two  to  two-and-a-half  hours.  In  the 
first  five  hours  after  admission  a total  of  60  mg 
meperidine  was  administered,  and  supplementary 
medication  with  ammonium  chloride  and  vitamins 
was  begun.  However,  typical  withdrawal  symp- 
toms— fast,  weak  pulse,  muscle  pains,  and  vomiting 
— developed  on  such  reduction  of  the  narcotic.  The 
patient  became  violently  agitated  and  constantly 
screamed  demands  for  more  of  the  drug. 

Promazine*  medication  was  begun  on  May  24, 
1956.  Intramuscular  doses  of  50  to  100  mg.,  and 
later  oral  doses  in  the  same  amounts,  were  alternated 
with  doses  of  30  and  25  mg.  of  meperidine  at  inter- 
vals ranging  from  three  to  eight  and  finally  twelve 
hours  as  her  condition  responded  to  treatment. 
Withdrawal  of  meperidine  was  complete  on  the 
twelfth  day.  Eighty  doses  of  meperidine  totaling 
2.275  Gm.  and  68  doses  of  promazine,  a total  of  3.55 
Gm.,  were  administered  over  the  treatment  period. 

When  promazine  was  added  to  the  medication  the 
patient  began  to  improve  steadily  and  became 
quieter,  more  cooperative,  and  slept  satisfactorily. 
On  the  third  day  the  meperidine  was  reduced  from 
seven  doses  of  30  mg.  at  three-hour  intervals  (total 
210  mg.)  to  five  doses  of  30  mg.  (total  150  mg.) 
given  at  about  five-hour  intervals.  Withdrawal 
symptoms  recurred,  and  the  patient  complained  of 
crawling  sensations  on  her  back.  The  narcotic  was 
temporarily  increased  to  210  mg.  a day,  then  rapidly 
reduced  with  no  further  unpleasant  results.  Pro- 
mazine was  continued  for  two  days  longer  than  the 
meperidine  (fourteen  days).  An  itch  without  rash 
began  on  the  thirteenth  day,  or  one  day  after  the 
narcotic  was  discontinued,  and  was  relieved  by 
baths.  However,  without  local  palliative  measures 
the  itch  persisted,  and  promazine  was  discontinued 
on  the  fourteenth  day.  During  the  ensuing  week 
without  ataraxic  medication  tenseness,  irritability, 
and  restlessness  increased,  and  the  patient  com- 
plained occasionally  of  leg  pains.  Promazine  was 


* Sparine  (trademark),  promazine  hydrochloride  (gamma- 
dimethylamino-n-propyl  phenothiazine)  is  available  from 
Wyeth  Laboratories,  Philadelphia. 
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resumed  for  one  day  on  June  15  with  relief  of  all  dis- 
comforts. The  patient  remained  pleasant  and 
tractable  thereafter. 

By  the  end  of  the  first  week  of  treatment  she  had 
gained  eight  pounds,  and  by  June  17  (twenty-four 
days  after  admission)  she  had  gained  an  over-all 
total  of  30  pounds,  had  a good  appetite,  was  sleep- 
ing normally  without  sedatives,  and  was  receiving 
no  medication  except  vitamins.  She  socialized  with 
the  other  patients  was  cooperative  with  the  staff, 
seemed  to  enjoy  the  rehabilitative  activities  and  di- 
versions provided,  and  was  significantly  improved  in 
all  respects.  It  is  to  be  hoped  that  she  will  be  per- 
mitted by  her  family  to  remain  under  hospitalization 
for  a length  of  time  sufficient  to  accomplish  some 
lasting  benefit. 


Sum  inary 

A patient  with  a long  history  of  alcoholism  and 
drug  addiction  had  acquired  a tolerance  to  2.5  Gm. 
meperidine  daily',  administered  in  doses  of  100  mg. 
intramuscularly  every  hour  or  oftener.  Complete 
withdrawal  was  accomplished  in  twelve  days  by 
drastically  and  progressively  reducing  the  dosage  of 
narcotic,  alternating  the  injections  with  50  or 
100  mg.  promazine  intramuscularly,  and  ultimately 
substituting  oral  medication  with  promazine  in  the 
same  dosage.  The  patient  was  comfortable,  tract- 
able, gaining  weight,  and  appeared  to  be  respond- 
ing to  rehabilitative  measures. 

P.  O.  Box  12 


Doctor  Reports  Allergy  to  Common  Ivies 


Two  cases  of  allergy  to  Algerian  ivy,  a common 
house  and  garden  plant,  were  reported  by  a Pasadena, 
California,  dermatologist. 

Writing  in  the  American  Medical  Association’s 
May  Archives  of  Dermatology,  Dr.  Clete  S.  Dorsey- 
said  he  knows  of  no  other  reported  cases  of  dermatitis 
from  Algerian  ivy. 

Both  patients  developed  severe,  itchy  skin 
eruptions  after  contacting  juice  from  the  stems  and 
leaves  of  the  plant.  Touching  the  unbroken  leaves 
did  not  produce  a reaction. 

After  recovering  from  the  Algerian  ivy  dermatitis, 
both  patients  became  sensitive  to  the  common 
English  ivy-,  a close  relative  of  Algerian  ivy.  This 
suggested  that  patients  who  have  been  sensitized 
by  one  of  the  plants  will  also  be  allergic  to  the 
other,  he  said. 


Dr.  Dorsey-  said  he  has  a “strong  suspicion”  that 
contact  dermatitis  from  the  English  and  Algerian 
ivy-  is  “not  rare,”  since  thev  are  among  the  most 
widely-  cultivated  of  all  plants. 

Variants  of  English  ivy'  grow  throughout  the 
United  States.  Algerian  ivy7,  which  has  become 
quite  popular  in  the  last  ten  years  grows  outdoors 
only'  in  the  West  Coast  states. 

However,  most  of  the  large-leaved  variegated 
house  ivies  are  Algerian  ivies  and  can  be  found  any- 
where in  the  country'. 

He  noted  that  many'  plants  are  called  ivies  with- 
out being  related  to  these  “true  ivies.”  For  ex- 
ample: Kenilworth  ivy',  Boston  ivy',  German  ivy- 
(sometimes  called  Japanese  ivy'),  ground  ivy, 
marine  ivy',  Cape  ivy,  poison  ivy',  or  philodendron 
(a  common  houseplant). 
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Psoriasis 

PAUL  GROSS,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University) 


Psoriasis  is  one  of  the  most  common  skin 
diseases.  Statistics  indicate  that  it  occurs 
in  one-quarter  of  one  per  cent  to  one  per  cent  of 
the  total  population.  Patients  afflicted  with  the 
disease  suffer  physically  and  mentally,  and  some 
even  become  totally  disabled.  Dermatologists 
are  fully  aware  of  the  regrettably  slow  progress  in 
concept  and  treatment  of  psoriasis.  Their 
feeling  of  guilt  is  slightly  lessened  by  the  reali- 
zation that  only  nation-  or  world-wide  concerted 
effort  can  lead  to  clinical  and  laboratory  research 
commensurate  with  the  scope  of  the  problem. 

Nevertheless,  progress  has  been  made  in  the 
understanding  of  the  pathogenesis  and  therapy  of 
psoriasis.  Many  old  theories,  especially  those 
dealing  with  infection,  finally  have  been  dis- 
carded, and  more  and  more  there  is  agreement  on 
the  metabolic  and  constitutional  background  of 
the  malady.  It  is  this  concept  that  leads  to  an 
explanation  of  the  effect  which  the  various 
extrinsic  and  intrinsic  factors  have  on  the  course 
and  development  of  psoriasis. 

For  better  understanding  we  shall  have  to 
separate  the  pathologic  changes  which  take  place 
in  the  target  organ,  the  skin,  or  more  accurately 
the  epidermis,  from  the  complex  constellation  of 
the  general  metabolic  disturbance.  It  is  in  this 
latter  area  where  psychosomatic  influences, 


climate,  acute  and  chronic  infection  of  a focal  or 
general  type,  pregnancy,  liver  disease,  and  al- 
coholism exert  their  adverse  or  beneficial  effects. 
Unfortunately  we  are  to  date  unable  to  define  the 
type  of  metabolic  disturbance  that  leads  to  the 
manifestations  of  psoriasis,  but  a synthesis  of 
various  clinical  facts  and  laboratory  findings 
permits  a fruitful  working  hypothesis. 

For  instance,  if  we  want  to  have  a complete 
genetic  picture,  we  shall  not  stop  at  the  fact  that 
there  is  a family  history  of  psoriasis  in  at  least  30 
per  cent  of  the  cases.  A well-directed  history 
will  also  reveal  a high  incidence  of  diabetes  in  the 
immediate  family  of  the  psoriatic. 

The  diabetic  family  history  and  the  occurrence 
of  diabetes  in  association  with  psoriasis  has  led  to 
the  investigation  of  carbohydrate  metabolism, 
but  while  there  is  an  increase  of  reducing  sub- 
stances in  the  skin  of  psoriatics,  the  results  of 
chemical  studies  of  the  blood  have  not  revealed 
hyperglycemic  values  of  statistic  significance. 
The  findings  of  Monacelli  and  Ribuffo  indicate 
that  the  increased  sugar  content  of  the  psoriatic 
skin  is  due  to  a disturbance  of  phosphorylation. 
These  results  are  important  since  they  may  shed 
light  on  the  nature  of  the  lipid  disturbances, 
which,  since  the  reports  of  Gruetz  and  associates, 
have  held  the  interest  of  many  dermatologists. 
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The  theory  that  there  is  a disturbance  of  fat 
metabolism  in  psoriasis  is  given  support  by 
histochemical  studies  of  the  skin,  the  beneficial 
effect  of  low-cholesterol  diets,  the  role  that  dia- 
betes plays  in  the  genetic  background  of  the 
psoriatic,  and  by  the  effect  that  pregnancy, 
liver  disease,  and  alcoholism  have  on  the  severity 
of  psoriasis.  The  results  of  careful  cholesterol 
determinations  on  a large  scale  are  equivocal,  but 
new  concepts  in  cholesterol  metabolism,  espe- 
cially in  relation  to  the  lipoproteins  and  phospho- 
lipids have  shown  that  normocholesteremic 
blood  findings  are  not  sufficient  to  rule  out  a 
disturbance  of  lipid  metabolism. 

Whatever  the  metabolic  disturbance  may  be 
which  manifests  itself  in  abnormal  histochemical 
findings  in  the  skin  or  blood  of  the  psoriatic,  we 
should  not  give  it  the  label  of  a constitutional 
disease  and  dispense  with  further  search  for  the 
real  etiology.  The  history  of  diabetes  should  be 
a guide  to  teach  us  patience  and  caution  against 
drawing  premature  conclusions.  It  is  a long  way 
from  the  discovery  of  the  islands  of  Langerhans, 
insulin,  and  successful  therapy  of  diabetes  to  the 
discoveries  of  the  Cori  cycle  and  ester  and  of  the 
complexities  of  the  interaction  of  pancreas, 
pituitary,  and  fiver  function.  Modern  research 
in  psoriasis  has  not  been  amiss  in  looking  for  the 
organic  disturbance  which  could  be  made  respon- 
sible for  the  actual  disease.  The  thyroid  gland, 
the  adrenals,  the  anterior  pituitary  gland,  the 
pancreas,  and  the  diencephalon  have  been  given 
consideration,  but  the  practical  results  have  not 
been  sufficient  to  be  convincing.  The  importance 
of  a factor  X as  the  key  to  the  problem  of  psoriasis 
was  demonstrated  to  me  by  three  chance  obser- 
vations made  during  a period  of  thirty-five 
years  of  dermatologic  practice.  It  consisted  of 
the  dramatic  disappearance  of  widespread  and 
resistant  psoriasis  at  the  time  these  patients 
developed  Graves’  disease.  This  is  in  contrast 
with  the  lack  of  therapeutic  results  with  thyroid 
extract  or  thyroxin  and  raises  the  question  of  the 
role  of  the  anterior  pituitary  gland  as  the  postu- 
lated factor  X. 

These  preliminary  remarks  were  necessary  to 
show  that  successful  therapy  cannot  and  must 
not  be  confined  to  local  applications  if  more 
lasting  results  are  to  be  obtained  or  the  disease  is 
to  be  kept  under  control.  The  first  consultation 
with  the  patient  is  of  great  importance.  It 
should  consist  of  a complete  history  taking  and 
the  planning  of  the  physical  and  laboratory 


examinations  indicated.  It  will  reveal  the 
patient’s  emotional  adjustment  to  his  disease 
and  the  trials  and  errors  of  past  therapy.  The 
patient  should  be  apprised  right  then  and  there 
of  the  scope  of  his  condition  and  therapy.  By  so 
doing  his  confidence  and  cooperation  will  be 
gained.  Such  an  approach  will  be  more  helpful 
to  the  future  course  than  the  display  of  an  un- 
warranted and  false  professional  honesty  by 
describing  the  disease  as  incurable  and  hopeless. 

The  clinical  diagnosis  of  psoriasis  is  not  difficult 
if  it  is  present  in  its  typical  form  and  usual 
distribution.  Of  the  atypical  manifestations  a 
few  should  be  mentioned.  The  seborrheic 
type  of  psoriasis  involving  the  armpits,  submam- 
mary folds,  groin,  vulva  and  anal  regions  usually 
lacks  the  typical  scale,  owing  to  maceration  by 
sweats  in  these  regions.  This  type  may  give  the 
impression  of  an  intertrigo  due  to  fungus  in- 
fection, especially  of  the  monilia  group,  or  lead  to 
the  diagnosis  of  pruritus  ani  and  vulvae. 

Psoriasis  of  the  knuckles,  fingertips,  and  palms 
may  be  mistaken  for  an  occupational  dermatitis 
if  no  other  typical  sites  are  involved.  This  is 
especially  true  in  physicians,  dentists,  and 
mechanics.  Pustular  psoriasis  which  is  often 
confined  to  the  palms  and  soles  may  fall  victim 
to  irritating  treatment  for  athlete’s  foot.  It  is 
also  important  to  become  familiar  with  this 
variant  of  the  disease  and  its  differential  diag- 
nosis against  the  so-called  pustular  bacterid 
described  by  Andrews  and  others.  Isolated 
psoriasis  of  the  finger  and  toe  nails  should  be 
suspected  if  there  is  subungueal  thickening  and 
repeated  microscopic  examinations  and  cultures 
have  ruled  out  a fungus  infection.  Psoriasis  of 
the  ear  canal  and  its  orifice  may  be  mistaken  for 
an  otitis  externa  due  to  bacterial  infection  or 
labeled  with  the  much  abused  and  antiquated 
diagnosis  of  otomycosis. 

The  first  attack  of  psoriasis  usually  occurs  in 
young  adults,  but  Ingram  in  his  cases  found  5 
per  cent  with  an  onset  before  the  age  of  five  years. 
His  youngest  patients  with  psoriasis  were  eight 
and  seven  months  old,  respectively.  It  should 
be  remembered  that  the  first  manifestations  may 
occur  late  in  life  and  that  there  is  a second  peak  of 
increased  activity  or  first  attacks  of  psoriasis 
around  the  climacteric. 

It  is  especially  in  patients  who  develop  psori- 
asis after  the  age  of  forty  that  a concomitant 
diabetes,  hypercholesteremia,  or  xanthelasma 
palpebrarum  may  occasionally  be  found. 
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Two  complications  of  psoriasis  deserve  to  be 
discussed.  The  development  of  generalized 
erythroderma  psoriaticum  is  a serious  matter, 
because  once  established  it  may  resist  therapy 
for  a long  time.  Although  it  may  develop  spon- 
taneously, at  times  it  results  from  injudicious  use 
of  topical  applications,  ultraviolet  light  therapy, 
or  internal  medication  with  arsenic  or  chloro- 
quine.  Therefore,  caution  is  necessary  when  in 
the  course  of  therapy  new  lesions  develop  and  the 
older  ones  show  increase  in  size  or  intensity. 

Of  even  greater  significance  is  the  develop- 
ment of  psoriatic  arthropathy.  Statistics  about 
the  incidence  of  arthritis  in  psoriatics  vary,  but 
even  the  lowest  figures  are  statistically  signifi- 
cant when  compared  with  other  dermatoses  or 
the  normal  population. 

The  skin  eruption  usually  precedes  the  onset  of 
arthritis,  is  often  of  a more  severe  type,  shows 
atypical  features,  and  in  a high  percentage  is 
characterized  by  severe  nail  changes.  The  small 
joints  and  especially  the  distal  phalangeal 
articulations  are  first  and  most  frequently 
involved,  but  in  the  further  course  no  joint  may 
be  spared  and  even  severe  spondylitis  may  de- 
velop. The  parallelism  between  increased  activ- 
ity of  the  arthritis  and  the  skin  manifestations  is 
a typical  feature,  and  the  association  of  erythro- 
derma and  arthropathy  is  significantly  high. 
The  roentgenologic  findings  are  so  similar  to 
those  of  rheumatoid  arthritis  that  the  specificity 
of  psoriasis  arthropathica  has  been  questioned. 
On  the  other  hand  there  are  interesting  clinical 
and  therapeutic  differences  which  deserve  de- 
tailed discussion.  Suffice  it  to  say  that  psori- 
asis and  rheumatoid  arthritis  have  many  features 
in  common,  to  mention  only  the  beneficial 
effect  of  pregnancy  and  subtropical  desert 
climate  and  the  adverse  effect  of  stress  and  emo- 
tional strain. 

After  the  diagnosis  of  psoriasis  has  been  estab- 
lished, it  is  important  to  find  out  all  details  of  its 
behavior  in  the  individual  patient.  The  influ- 
ence of  the  seasons  of  the  year  on  the  skin 
condition  is  of  interest.  Many  patients  are 
aware  of  the  fact  that  their  psoriasis  improves  in 
warm  weather.  Some  have  not  had  this  favor- 
able experience,  and  in  rarer  instances  the 
eruption  becomes  worse  in  the  summertime. 

A sudden  spreading  and  intensification  of  a 
psoriasis  which  had  been  localized  to  a few  areas 
requires  a search  for  events  which  may  have 
produced  a stress  reaction.  Often  emotional 


strain,  overwork,  or  a psychic  shock  can  be 
correlated  with  the  onset  of  more  severe  mani- 
festations of  psoriasis.  Such  findings  should  not 
lead  us  to  consider  psoriasis  a psychosomatic 
disease.  This  would  be  as  much  of  a fallacy  as 
the  denial  of  the  role  of  the  pancreas  in  diabetes 
or  the  pathology  of  the  thyroid  gland  in  Graves’ 
disease,  both  of  which  can  be  precipitated  or 
aggravated  by  emotional  stress. 

The  same  is  true  for  focal  infection.  The 
sudden  appearance  of  a generalized  guttate 
psoriasis  after  a streptococcal  throat  infection  or 
the  temporary  improvement  of  some  cases  with 
antibiotic  therapy  do  not  make  psoriasis  a disease 
due  to  focal  infection. 

Liver  and  gallbladder  disease  and  alcoholism 
seem  to  have  a more  direct  influence  on  the  path- 
ogenesis of  psoriasis,  and  the  correction  of 
these  diseases  often  makes  the  psoriasis  more 
amenable  to  therapy. 

A consideration  of  these  contributing  factors 
and  their  correction  is  a prerequisite  of  effective 
antipsoriatic  therapy,  but  it  is  only  part  of  the 
treatment.  In  many  cases  there  is  no  clinical  or 
laboratory  evidence  of  internal  disease,  and 
therapy  will  have  to  confine  itself  to  measures 
that  have  been  found  effective  in  the  manage- 
ment of  psoriasis. 

A reasonable  reduction  of  fats  and  foods  with 
high  cholesterol  content  and  a diet  well  balanced 
in  vitamins,  minerals,  and  essential  proteins 
should  be  outlined  to  the  patient.  Lipotropic 
therapy  should  be  instituted  and  carried  out  for 
a long  time,  since  a beneficial  effect  may  not 
become  apparent  in  some  cases  before  three  to 
six  months.  Dr.  Beatrice  Kesten  and  I have 
used  soybean  phosphatids  in  hundreds  of  cases 
and  have  reported  on  this  treatment  in  a follow- 
up study  comprising  ten  years.  The  high  con- 
tent of  choline  and  inositol  in  their  natural  form, 
namely  lecithin  and  inositol  phosphatid,  makes 
this  preparation  more  suitable  for  this  purpose 
than  the  chemically  pure  choline,  methionine, 
and  inositol.  'Whether  the  high  phosphorus 
content  of  the  material  is  in  part  responsible 
for  the  therapeutic  action  has  not  yet  been 
established.  A daily  dose  of  at  least  30  Gm.  is 
necessary,  and  such  amounts  cannot  be  admin- 
istered in  capsule  form.  That  lipotropic  therapy 
only  influences  the  metabolic  disturbance  of  the 
skin  and  some  intermediary  mechanism  of  the 
pathologic  process  of  psoriasis  can  be  gathered  by 
the  failure  of  this  therapy  in  more  than  25  per 
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cent  of  the  cases.  It  is  not  an  etiologic  therapy, 
but  still  it  remains  a helpful  tool  in  our  arma- 
mentarium. This  is  also  true  of  Vitamin  Bi2 
given  in  series  of  1,000-mg.  injections  as  recom- 
mended by  Ruderman,  of  the  catalytic  action  of 
parenteral  colloidal  manganese,  and  other  sup- 
portive measures. 

Local  therapy  plays  an  important  role  in 
psoriasis,  since  it  exerts  a direct  influence  on  the 
disturbed  keratinization  and  the  inflammatory 
reaction.  The  knowledge  gained  from  the  ex- 
perimental work  on  British  anti-lewisite  and  its 
relation  to  the  sulfydryl  groups,  gives  us  a ra- 
tional for  the  topical  remedies  and  other  forms 
of  therapy  which  have  stood  the  test  of  time.  It 
is  probable  that  ammoniate  of  mercury,  lead  in 
the  form  of  diachylon  ointment,  and  internal 
arsenic  have  a normalizing  effect  on  the  cysteine, 
cystine  metabolism. 

For  many  years  the  value  of  certain  topical 
remedies  has  been  established  by  empirical  means, 
and  they  are  grouped  as  antipsoriatics  according 
to  their  strength.  Frequently  the  strength  and 
the  inherent  irritating  potentialities  of  a remedy 
are  not  a measure  of  its  effectiveness  in  dealing 
with  a psoriatic  eruption.  Good  judgment  and 
therapeutic  tests  will  determine  the  course  to  be 
taken.  Milder  remedies  are  always  indicated 
when  the  eruption  shows  spreading  and  great 
activity.  Even  in  some  of  the  more  chronic  and 
inveterate  lesions  a good  tar  ointment  will  at 
times  do  better  than  a strong  chrysarobin 
application.  Removal  of  the  scales  by  appli- 
cation of  a 5 per  cent  salicylic  acid  ointment  with 
good  emollient  qualities  is  imperative  prior  to 
the  use  of  antipsoriatics.  The  combination  of  2 
per  cent  salicyclic  acid  and  5 per  cent  ammoniate 
of  mercury,  with  or  without  the  addition  of  coal 
tar  solution,  yields  a good  application  for  the 
scalp,  especially  if  incorporated  in  a fatty  oint- 
ment base.  It  is  also  useful  in  other  locations, 
but  the  patient  should  be  informed  about  the 
possibility  of  an  allergic  reaction  to  the  mercury 
compound.  Coal  tar  is  next  in  the  therapeutic 
scale  and  can  be  used  in  3 to  5 per  cent  concen- 
trations in  ointment  bases  which  range  from  the 
heavy  zinc  paste  to  the  various  washable  bases, 
including  a vanishing  cream.  The  choice  of  the 
crude  coal  tar  and  its  proper  dispersion  in  the 
base  is  important,  and  to  insure  these  proper- 
ties specialized  commercial  preparations  have 
been  made  available.  The  same  applies  to  oil  of 
cade  which  can  be  made  less  staining  by  a special 


process. 

Chrysarobin  has  been  used  for  many  years  as  a 
treatment  for  psoriasis.  Its  therapeutic  effec- 
tiveness is  equaled  in  most  cases  by  its  derivative 
dioxyanthranol,  which  is  less  toxic  and  does  not 
require  the  high  concentration  of  chrysarobin. 
The  patient  should  receive  accurate  instructions 
about  the  technic  of  application,  and  the  strength 
should  be  increased  gradually  from  0.1  to  0.5  per 
cent. 

Two  methods  of  intensive  therapy  have  been 
favored  by  some  dermatologists  for  many  years. 
The  Goeckerman  treatment  consists  of  appli- 
cation of  a coal  tar  ointment  or  liquor  carbonis 
detergens  at  bedtime  and  exposure  to  subery- 
thema doses  of  ultraviolet  light  the  following 
morning.  The  tar  application  has  to  be  removed 
before  the  light  treatment,  but  the  residue  of  tar 
and  probably  some  which  has  been  absorbed  in 
the  uppermost  layers  of  the  skin  act  as  photo- 
sensitizers. Thus  an  erythema  with  potentiated 
therapeutic  effect  is  produced  in  the  psoriatic 
lesion  without  subjecting  the  normal  skin  to  a 
sunburn. 

The  method  of  Ingram  calls  for  a daily  tar 
bath  followed  by  exposure  to  a suberythema 
dose  of  ultraviolet  light  and  application  of  a 
zinc  paste  containing  dioxyanthranol,  a deriva- 
tive of  chrysarobin  known  in  the  United  States 
as  Anthralin.  Both  of  these  technics  require 
either  hospitalization  for  about  three  weeks  or 
daily  attendance  of  a nurse  familiar  with  this 
treatment.  Careful  indications  and  supervision 
are  necessary  if  exacerbation  and  even  develop- 
ment of  erythroderma  are  to  be  avoided. 

The  principle  of  “nil  nocere”  has  a wide  appli- 
cation in  the  treatment  of  psoriasis,  both  in 
respect  to  topical  applications  and  to  internal 
therapy.  Cases  in  an  eruptive  stage  show  the 
Koebner  phenomenon.  This  can  be  determined 
by  clinical  judgment  or  by  observing  the  develop- 
ment of  a psoriatic  papule  seven  to  ten  days 
afterward  at  the  site  of  a scratch  mark  produced 
with  a pin. 

Treatment  methods  which  may  have  unfavor- 
able side-effects  or  result  in  late  sequelae  should 
not  be  used,  since  they  do  not  present  a cure  of 
the  disease  and  do  not  even  prevent  a prompt 
recurrence.  This  applies  to  arsenic  therapy, 
Aminopterin  and  chloroquine.  For  the  same 
reasons,  treatment  with  steroid  hormones  should 
be  confined  to  such  cases  where  the  general 
health  of  the  patient  is  threatened.  Such  may 
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be  the  case  in  severe  erythroderma  and  in  psori- 
asis arthropathica  with  considerable  activity  and 
rapid  joint  involvement. 

The  dosage  in  such  cases  should  be  directed 
towards  controlling  the  arthritis  and  bringing 
about  an  involution  of  the  erythroderma, 
respectively.  No  attempt  should  be  made  to 
clear  up  inveterate  or  resistant  lesions  of  psori- 


asis if  this  requires  a higher  dosage.  Recurrences 
are  too  prone  to  take  place  shortly  after  treat- 
ment has  been  discontinued  to  warrant  the  risks 
of  high  dosage  steroid  therapy. 

In  conclusion  let  it  be  said  that  psoriasis  is  a 
disease  that  should  be  a challenge  not  only  to  the 
dermatologist  but  to  the  internist  and  general 
practitioner  as  well. 


( Number  eighteen  of  a series  of  Postgraduate  Radio  Programs) 


A Comparative  Evaluation  of  the  Dumping  Syndrome  after  Partial  Gastrectomy 
and  after  Vagotomy  with  Gastroenterostomy 


Scarcity  of  comparative  data  on  the  dumping 
syndrome  after  partial  gastrectomy  and  after 
vagotomy  with  gastroenterostomy  stimulated  this 
follow-up  of  536  postsurgical  patients.  Of  these, 
316  had  been  subjected  to  partial  gastrectomy  of 
the  Billroth  II  type,  and  118  patients  to  vagotomy 
with  gastroenterostomy  for  peptic  ulcer  during 
the  period  1946-1954.  The  other  100  patients  were 
cases  of  orthopedic  and  peripheral  vascular  disease 
used  as  controls.  At  the  time  of  follow-up,  at 
least  minimal  symptoms  of  the  dumping  syndrome 
were  present  in  53  per  cent  of  the  318  partial 
gastrectomy  patients,  as  compared  to  52  per  cent  of 
the  118  who  had  vagotomy  with  gastroenterostomy. 
In  the  controls  only  2 per  cent  had  symptoms 
comparable  to  the  dumping  syndrome.  Drs. 


Tilden  Everson,  Vernon  Z.  Hutchings,  Jesse  Eisen, 
and  Michael  F.  Witanowski  found  no  clear-cut 
progressive  increase  in  the  incidence  of  the  syndrome 
with  estimated  increase  in  the  extent  of  the  gastric 
resection.  In  general,  time  did  not  seem  to  clear  up 
the  symptoms;  only  a small  percentage  reported 
disappearance  of  the  discomfort  with  duration  of 
time  after  the  operation.  Weight  loss  and  the 
dumping  syndrome  appeared  to  be  correlated, 
however,  even  though  the  latter  is  not  the  only 
factor  involved.  Some  patients  without  the  dump- 
ing also  showed  weight  loss,  but  in  a smaller  per- 
centage. The  authors  report  that  patients  were 
definitely  less  satisfied  with  either  type  of  operation 
if  they  suffered  from  this  symptom  complex  post- 
operatively. — Annals  of  Surgery,  February,  1957 
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A series  of  conferences  on  medical  emergencies 
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during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 


Announcement 


This  is  to  announce  that  the  Clinical  Anesthesia  Conferences  will  be  discontinued  until  the  Sep- 
tember 15,  1957,  issue  of  the  Journal. 

We  invite  the  reading  public  to  submit  to  the  editor  case  reports  of  interest  for  possible  inclusion 
and  discussion  in  the  forthcoming  series. 

Merel  H.  Harmel,  M.D.,  Editor 
Clinical  Anesthesia  Conferences 
State  University  of  New  York 
Downstate  Medical  Center 
Department  of  Anesthesiology 
451  Clarkson  Avenue 
Brooklyn  3,  New  York 


Mental  Confusion  in  Congestive  Heart  Failure 


Mental  confusion  accompanying  congestive  heart 
failure  is  probably  related  to  changes  in  blood  flow. 
Recent  studies  reported  in  Diuretic  Review  of  cerebral 
blood  flow  and  metabolism  disclose  the  finding  of 


significantly  decreased  cerebral  blood  flow  in  a 
group  of  confused,  decompensated  patients.  When 
the  patients’  mental  state  had  cleared,  cerebral  blood 
flow  was  found  to  be  distinctly  increased. 
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Editor’s  Note:  Occasionally  the  editors  of  the  Journal  find  articles  or  editorials  in 

other  medical  publications  which  seem  to  us  so  noteworthy  that  reprinting  them  for  the 
information  of  the  readers  of  the  New  York  State  Journal  of  Medicine  seems  to  be 
indicated  as  a function  of  good  medical  journalism.  These  reprints  will  appear  from  time 
to  time  in  this  department. 


Medicine  Is  News* 

J.  LEONARD  GORMAN,  SYRACUSE,  NEW  YORK 
( Managing  Editor,  Syracuse  Post-Standard) 


| IV/T edicine  is  big  news  today. 
x The  evidence  is  on  every  hand: 

Newspapers  and  press  associations  assign  their 
most  painstaking  writers  to  cover  the  spot  news  of 
medicine. 

Significant  reports  of  medical  achievements  in- 
variably make  the  front  pages  across  the  nation. 
The  old  notion  that  newspapers  would  not  print 
or  would  bury  news  detrimental  to  big  advertisers 
has  been  disproved  by  the  big  headlines  and  com- 
plete coverage  given  to  research  on  the  effect  of 
cigarette  smoking  on  cancer  development. 

Readership  surveys  always  indicate  that  such 
medical  stories  are  among  the  best  read  of  all  the 
news  in  any  paper. 

Health  features  by  medical  experts  are  written 
with  meticulous  care  and  are  published  in  almost 
every  daily  paper  in  the  land. 

One  syndicate  has  recently  brought  forth  a “comic 
strip”  authored  by  a reputable  medical  doctor,  en- 
dorsed by  the  president  of  the  American  Medical 
Association  and  designed  to  emphasize  the  role  of 
the  practicing  physician  in  his  fight  against  charla- 
tans, quacks  and  public  ignorance.  (See  Dr.  Guy 
Bennett  in  The  Post-Standard  (adv.)!) 

The  same  is  true  in  the  magazine  field. 

Hardly  a family-type  or  woman’s  magazine  is 
published  today  which  does  not  feature  at  least  one 
authoritative  health  article. 

The  weekly  news  magazines  do  such  an  intensive 
job  of  covering  developments  in  medicine  that  many 
doctors  confess  they  are  hard  pressed  to  keep  ahead 


* Reprinted  by  permission  from  the  Bulletin  of  the 
Onondaga  County  Medical  Society  and  the  Syracuse  Acad- 
emy of  Medicine,  July,  1956,  p.  11. 


of  their  patients  whose  questions  are  inspired  by  re- 
ports they  have  read  in  Time,  Newsweek,  United 
States  News,  or  a similar  publication. 

Radio  and  television  have  kept  pace  with  the 
press  in  attempting  to  satisfy  the  public  appetite  for 
medical  news.  Local  stations  usually  welcome  in- 
teresting programs  presented  under  auspices  of 
medical  societies.  Soap  operas  seem  to  attract 
higher  ratings  when  they  concentrate  on  the 
romantic  and  professional  career  of  a fictional  M.D. 

Network  TV  even  tried  to  buck  the  top-rated 
“I  Love  Lucy”  with  “Medic” — which,  in  spite  of  all 
the  fun  poked  at  it  by  medical  students,  interns,  and 
physicians  generally,  did  impart  an  enormous 
amount  of  medical  information  to  strong-stomached 
viewers.  Atlast  reports,  “Medic”  had  failed  to  knock 
Lucy  off  her  perch,  but  it  has  been  a good  try. 

Many  conservative  (should  I say  old-fashioned?) 
doctors  scoff  at  all  this. 

“A  little  knowledge  is  a dangerous  thing,”  they 
point  out.  “Beware  of  the  doctor  who  tries  to  im- 
part scientific  knowledge  through  the  press  and 
radio.” 

The  point  is  made  also — and  with  great  validity — 
that  news  reports  of  specific  progress  in  the  battle 
against  any  disease  may  do  untold  damage  if  they 
tend  to  raise  false  hopes  of  sufferers. 

Except  for  a few  notable  instances,  there  is  little  of 
that  kind  of  reporting  today. 

The  American  press  publishes  medical  news  be- 
cause it  is  its  duty  to  satisfy  the  public  demand  for 
well-balanced,  expert  information.  Sensationalism 
and  distortion  are  frowned  upon  by  editors  just  as 
much  as  are  quackery  and  malpractice  in  the  medical 
profession.  The  press  generally  is  keenly  aware  of 
its  responsibility  to  the  public. 
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That  is  not  to  say  there  are  not  occasional  human 
errors  made  in  news  rooms  just  as  there  are  in  con- 
sulting and  operating  rooms.  The  difference  is  that 
every  editorial  error  is  published  for  the  world  to 
see  and  judge  accordingly.  The  pressure  to  present 
medical  news  correctly  is  very  great  indeed. 

Most  newspapers  are  not  interested  in  medical 
gossip  and  rumor,  nor  in  publishing  news  about 
hospitals  or  medical  institutions  where  the  resultant 
harm  might  overbalance  the  good  that  could  be 
accomplished.  Publication  of  the  details  of  a fatal 
error  in  a hospital  laboratory  might  be  of  prime  in- 
terest to  the  public  but  would  serve  only  to  blacken 
the  reputation  of  a hospital  which,  it  is  assumed, 
would  be  taking  steps  to  prevent  the  repetition  of 
such  a mistake. 

On  the  other  hand,  any  newspaper  which  is 
worth  its  salt  should  not  hesitate  to  bring  to  light  a 
situation  of  proved  neglect  or  peril  to  patients. 
Many  a hospital  reform — especially  in  state  institu- 
tions— has  been  forced  by  public  opinion  after  the 
press  had  disclosed  abuses. 

Newspapers  generally  are  able  to  police  their 
columns  against  professional  publicity-seekers  and 
quacks  with  false  cures.  An  editor  or  a reporter 
quickly  develops  a kind  of  sixth  sense  about 
phonies — with  or  without  a medical  degree. 

Coupled  with  this  growing  sense  of  responsibility 
by  the  press  is  a new  awareness  by  the  medical  pro- 
fession that  newspapers  can  be  a useful  ally  in  the 
field  of  public  and  private  health.  No  longer  is  it 
difficult  to  persuade  the  best  and  most  reputable 
specialists  to  talk  with  or  even  to  write  for  the  press. 

Witness  the  complete  and  whole-hearted  coopera- 
tion of  the  nation’s  top  medical  men  on  the  occasion 
of  both  of  President  Eisenhower’s  illnesses.  News 
resulting  from  his  heart  attack  did  more  than  years 
of  scientific  papers  to  educate  the  American  people 
about  how  to  cope  with  heart  trouble — and  in- 
cidentally reassured  millions  that  “heart  disease”  is 
not  necessarily  a dread  killer,  under  competent  medi- 
cal care. 

How  many  laymen  ever  heard  of  ileitis  until  Ike 
was  stricken  recently?  How  many  fears  of  an  in- 
testinal obstruction  were  allayed  by  the  careful  ex- 
planation of  his  condition? 

How  much  greater  is  public  respect  for  the  entire 
medical  profession  as  the  result  of  the  full  and  frank 
reporting  of  the  Eisenhower  case? 

That  is  not  to  imply  that  any  physician  should 
feel  free  to  discuss  publicly  the  symptoms  and  treat- 


ment of  any  patient.  The  right  of  the  patient  to 
privacy  transcends  the  right  of  the  people  to  know— 
except  under  the  most  newsworthy  circumstances. 

Dr.  Paul  Dudley  White’s  name  has  become  a 
household  term  in  America  since  January.  It  is 
doubtful  if  any  of  his  colleagues  ever  taunted  him 
about  “seeing  your  ad  in  the  paper  this  morning” 
because  his  name  was  mentioned  in  a news  story. 
Nor  do  they  ridicule  Dr.  Elmer  Hess,  the  well- 
publicized  past  president  of  the  A.M.A. 

This  new  era  of  cooperation  between  medicine  and 
the  press  is  all  to  the  good — for  medicine,  for  the 
press,  and  for  the  public. 

The  importance  of  basic  medical  research  has 
never  been  so  well  recognized  as  now.  The  American 
people  annually  pour  millions  into  the  coffers  of 
voluntary  health  agencies  set  up  to  help  finance  the 
battle  against  cancer,  heart  disease,  polio,  muscular 
dystrophy,  cerebral  palsy,  tuberculosis,  and  similar 
afflictions.  While  it  may  be  argued  that  the  more 
spectacular  diseases  have  had  more  than  their  share 
of  public  support,  it  can  not  be  denied  that  some 
tremendous  victories  have  been  won  in  the  medical 
war. 

Federal  and  state  governments,  as  well  as  the 
great  foundations,  are  also  financing  research  efforts 
as  a direct  result  of  public  education  and  demand  for 
such  expenditures.  As  a nation,  we  admittedly  can 
not  purchase  good  health,  but  the  all  too  insufficient 
amounts  being  allocated  to  research  are  making 
steady  progress. 

Public  educational  campaigns  in  connection  with 
all  these  competing  fund  drives  invariably  stress  the 
importance  of  periodic  checkups  for  early  detection 
of  disorders.  Diseases  which  years  ago  might  have 
gone  undetected  until  the  final  stages  are  being  dis- 
covered today  by  every  practitioner  in  time  for 
treatment  and  possible  cure.  Doctors  are  devoting 
more  time  than  ever  to  keeping  patients  well.  Most 
of  us  no  longer  stay  away  until  we  get  sick. 

All  of  which  means  that  this  newspaperman,  for 
one,  is  very  much  encouraged  by  the  new  attitude 
of  the  topmost  medical  men  toward  the  press. 

No  longer  do  the  best  doctors  believe  that  the 
public — through  its  agent,  the  press — has  no  right 
to  be  told  anything  about  medicine.  The  scientific 
jargon  is  giving  way  among  the  best  medics  to  an 
honest  effort  to  interpret  medical  news  in  laymen’s 
language. 

As  far  as  the  press  is  concerned,  the  farsighted 
leaders  in  medicine  are  “doing  much  better  than 
might  have  been  expected”  a few  short  years  ago! 


More  than  52,000  Americans  were  injured  in  car-bicycle  mishaps  in  1956. 


Au 
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Medical  Society  of  the  State  of  New  York 
Council  Committees  1957-1958 


Budget 

Maurice  J.  Dattelbaum,  Brooklyn,  Chairman 
Samuel  Z.  Freedman,  New  York  City 
Frederic  W.  Holcomb,  Kingston 

Constitution  and  Bylaws 

Frederick  W.  Williams,  Bronx,  Chairman 
Norman  C.  Lyster,  Norwich 
Homer  L.  Nelms,  Albany 

Convention 

Frederick  A.  Wurzbach,  Jr.,  Bronx,  Chairman 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum,  Brooklyn 

Thomas  E.  Alexander,  New  York  City,  Adviser 

Charles  L.  Baldwin,  New  York  City,  Adviser 

Dinner  Subcommittee 

Frank  J.  Borelli,  New  York  City,  Chairman 

Joseph  P.  Alvich,  Bronx 

Sol  Axelrad,  Woodhaven 

Herbert  Berger,  Staten  Island 

Benjamin  M.  Bernstein,  Brooklyn 

John  Brady,  Buffalo 

Mrs.  John  Dill,  Yonkers 

J.  Stanley  Kenney,  New  York  City 

Frank  LaGattuta,  Bronx 

Raymond  S.  McKeeby,  Binghamton 

Solomon  Schussheim,  Brooklyn 

Albert  Vander  Veer  II,  Albany 

Motion  Picture  Subcommittee 

Colgate  Phillips,  Bronxville,  Chairman 
Lester  L.  Coleman,  New  York  City 
Martin  J.  Healy,  Jr.,  Yonkers 

Reception  Subcommittee 

Henry  J.  Barrow,  Bronx,  Chairman 

Margaret  Loder,  Rve 

Harold  J.  Dunlap,  New  Rochelle 

W.  Guernsey  Frey,  Jr.,  New  York  City 

William  C.  Rausch,  Albany 

Leon  H.  Smith,  Buffalo 

Room  Assignments  and  Equipment  Subcom- 
mittee 

Edward  P.  Flood,  Bronx,  Chairman 
J.  Lewis  Amster,  Bronx 
Alfred  A.  Angrist,  Jamaica 
Michael  Bevilacqua,  Jamaica 
Charles  M.  B-ane,  Yonkers 
William  G.  Cahan,  New  York  City 
Aaron  Kottler,  Brooklyn 


James  A.  Lynch,  Bronx 

Alfred  S.  Moscarella,  Spring  Valley 

Felix  Ottaviano,  Oneida 

Jacob  Taub,  Bronx 

Paul  M.  Traub,  Newburgh 

Scientific  Awards  Subcommittee 
Charles  D.  Post,  Syracuse,  Chairman 
Harold  F.  Brown,  Buffalo 
Morris  Maslon,  Glens  Falls 
John  G.  Masterson,  Brooklyn 

Scientific  Exhibits  Subcommittee 

William  L.  Watson,  New  York  City,  Chairman 
Beverly  C.  Smith,  New  York  City,  Cochairman 
J.  G.  Fred  Hiss,  Syracuse 
Frederick  Lee  Liebolt,  New  York  City 
Ernest  Witebsky,  Buffalo 

Scientific  Program  Subcommittee 
Alfred  P.  Ingegno,  Brooklyn,  Chairman 
Julius  E.  Stolfi,  Brooklyn,  Associate  Chairman 
for  General  Sessions 

Bernard  J.  Pisani,  New  York  City,  Associate 
Chairman  for  Postgraduate  Lectures 
John  M.  Edson,  Brooklyn,  Associate  Chairman 
for  Round  Table  Discussions 
(Subcommittee  includes  also  chairmen  of  scien- 
tific sections  and  sessions.) 

Technical  Exhibits  Subcommittee 

William  B.  Rawls,  New  York  City,  Chairman 

Cults 

Henry  I.  Fineberg,  Jamaica,  Chairman 

W.  P.  Anderton,  New  York  City 

Norman  S.  Moore,  Ithaca 

John  F.  Rogers,  Poughkeepsie 

Harold  B.  Smith,  Albany 

Frederick  W.  Miebach,  New  York  City,  Adviser 

Dental  Health  ( Joint  Committee  of  State 

Medical  and  Dental  Societies ) 

Medical  Society  of  the  State  of  New  York 
Fred  S.  Dunn,  New  York  City,  Chairman 
Robert  M.  McCormack,  Rochester 

Dental  Society  of  the  State  of  New  York 
(To  be  appointed) 
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Economics 

John  C.  McClintock,  Albany,  Chairman 
Merle  D.  Evans,  Rochester 
David  Fertig,  Scarsdale 

Medical  Expense  Insurance  Subcommittee 

Carl  II.  Ackerman,  Bronx,  Chairman 

Matthew  E.  Fairbank,  Rochester 

Arthur  F.  Gaffney,  Clinton 

C.  Otto  Lindbeck,  Jamestown 

Melvin  S.  Martin,  Warsaw 

Dwight  V.  Needham,  Syracuse 

Lyle  A.  Sutton,  Albany 

George  P.  Farrell,  New  York  City,  Adviser 

Public  Medical  Care  Subcommittee 
William  G.  Childress,  Valhalla,  Chairman 
Earl  C.  Waterbury,  Newburgh 
Charles  D.  Post,  Syracuse 
Philip  J.  Rafle,  Riverhead 

II. S.  Veterans  Administration,  Liaison  Sub- 
committee W'lTH 

George  A.  Burgin,  Little  Falls,  Chairman 
Herbert  H.  Bauckus,  Buffalo 
Harry  Golembe,  Liberty 

Ethics , Questions  on 

Harold  F.  Brown,  Buffalo,  Chairman 
Frank  LaGattuta,  Bronx 
Ezra  A.  Wolff,  Forest  Hills 

Hospital  and  Professional  Relations 

James  Greenough,  Oneonta,  Chairman 
Bernard  A.  Watson,  Clifton  Springs 
Vincent  J.  Collins,  New  York  City 

Industrial  Health 

Peter  J.  Di  Natale,  Batavia,  Chairman 
Melvin  N.  Newquist,  New  York  City 
Harry  E.  Tebrock,  Douglaston 
William  B.  Shepard,  New  York  City,  Adviser 
Anthony  A.  Mira,  New  York  City,  Adviser 

Legislation 

Henry  I.  Fineberg,  Jamaica,  Chairman 

John  C.  Brady,  Buffalo 

Aaron  Kottler,  Brooklyn 

George  J.  Lawrence,  Jr.,  Flushing 

Leonard  J.  Schiff,  Plattsburgh 

Isaac  Levine,  Brooklyn 

Samuel  Wagreich,  Bronx 

Jurgens  H.  Bauer,  Syracuse 

Robert  J.  Calihan,  Rochester 

E.  Yale  Clarke,  Glens  Falls 

Elton  R.  Dickson,  Binghamton 

Frederic  W.  Holcomb,  Kingston 

Henrv  W.  Kaessler,  Bronxville 

Jacob  L.  Lochner,  Jr.,  Albany 

E.  Craig  Coats,  New  York  City 

Herman  B.  Snow,  Ogdensburg 

Edwin  MacD.  Stanton,  Schenectady 

Joseph  G.  Zimring,  Long  Beach 

Granville  W.  Larimore,  Albany,  Adviser 


Stiles  D.  Ezell,  Albany,  Adviser 

Federal  Legislation  Subcommittee 
John  F.  Rogers,  Poughkeepsie,  Chairman 
George  J.  Lawrence,  Jr.,  Flushing 

Nursing  Education 

Raymond  S.  McKeeby,  Binghamton,  Chairman 
Louis  M.  Rousselot,  New  York  City 
Beverly  Chew  Smith,  New  York  City 

Office  Administration  and  Policies 

John  J.  Masterson,  Brooklyn,  Chairman 
W.  P.  Anderton,  New  York  City 
Maurice  J.  Dattelbaum,  Brooklyn 
John  M.  Galbraith,  Glen  Cove 
Leo  E.  Gibson,  Syracuse 

Thomas  E.  Alexander,  New  York  City,  Adviser 

Pharmaceutical  Association  of  New  York  State 
and  Medical  Society  of  the  State  of  New  York, 
Joint  Committee 

Medical  Society  of  the  State  of  New  York 
Frederick  Schroeder,  Brooklyn,  Chairman 
Eh  A.  Leven,  Rochester 
L.  Maxwell  Lockie,  Buffalo 

Pharmaceutical  Association  of  New  York 
State 

( To  be  appointed) 


Publication 

John  J.  Masterson,  Brooklyn,  Chairman 

Laurance  D.  Redway,  Ossining 

W.  P.  Anderton,  New  York  City 

Maurice  J.  Dattelbaum,  Brooklyn 

Norman  S.  Moore,  Ithaca 

John  G.  Masterson,  Brooklyn 

Albert  H.  Douglas,  Jamaica 

Thomas  E.  Alexander,  New  York  City,  Adviser 

Subcommittee  on  History'  of  the  Medical 
Society  of  the  State  of  New  York 
John  F.  Rogers,  Poughkeepsie,  Chairman 

Public  Health  and  Education 

Norman  S.  Moore,  Ithaca,  Chairman 

A.  H.  Aaron,  Buffalo 

Charles  D.  Post,  Syracuse 

Herman  E.  Hilleboe,  Albany,  Adviser 

Leona  Baumgartner,  New  York  City,  Adviser 

Accident  Prevention  Subcommittee 

S.  Bernard  Wortis,  New  York  City,  Chairman 
Arthur  S.  Abramson,  White  Plains 
Conrad  Berens,  New  York  City 
Harold  Brandaleone,  New  York  City 
Edmund  P.  Fowler,  Sr.,  New  York  City 
Richard  H.  Freyberg,  New  York  City 
Milton  Helpern,  New  York  City 
Walter  D.  Ludlum,  New  York  City 
Norman  S.  Plummer,  New  York  City 
John  H.  Powers,  Cooperstown 
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John  Maclver,  New  York  City 

Addiction  to  Alcohol  and  Narcotics,  Sub- 
committee on 

Herbert  Berger,  Staten  Island,  Chairman 
Marvin  A.  Block,  Buffalo 
Jerome  L.  Leon,  Forest  Hills 

Cancer  Subcommittee 

George  E.  Moore,  Buffalo,  Chairman 

Louis  Berger,  Brooklyn,  Vice-Chairman 

John  S.  Fitzgerald,  Utica 

Leonard  B.  Goldman,  Elmhurst 

LeRoy  S.  House,  Oneonta 

John  G.  Masterson,  Brooklyn 

Samuel  Sanes,  Eggertsville 

W.  Kenneth  Clark,  New  York  City,  Adviser 

Paul  R.  Gerhardt,  Albany,  Adviser 

Theodore  Rosenthal,  New  York  City,  Adviser 

Diabetes  Subcommittee 

Charles  B.  F.  Gibbs,  Rochester,  Chairman 
George  E.  Anderson,  Brooklyn 
Maynard  E.  Holmes,  Syracuse 
Leonard  J.  Schiff,  Plattsburgh 

Epilepsy  Subcommittee 

S.  Bernard  Wortis,  New  York  City,  Chairman 
H.  Houston  Merritt,  New  York  City 
Abraham  M.  Rabiner,  Brooklyn 

Film  Review  Subcommittee 

Kenneth  B.  Olson,  Albany,  Chairman 
John  L.  Norris,  Rochester 
William  L.  Wheeler,  Jr.,  New  York  City 
James  J.  Quinlivan,  Albany,  Adviser 

General  Practice  Subcommittee 
Floyd  C.  Bratt,  Rochester,  Chairman 
Seymour  Fiske,  New  York  City 
Arthur  Howard,  Johnstown 
Gregory  A.  Galvin,  Ithaca 
Garra  L.  Lester,  Chautauqua 
C.  J.  F.  Parsons,  Dobbs  Ferry 
Robert  V.  Persson,  Newton  Falls 
William  G.  Richtmver,  Albany 
Jeff  J.  Coletti,  Old  Westbury 

Geriatrics  Subcommittee 

Frederic  D.  Zeman,  New  York  City,  Chairman 

Stephen  A.  Graczyk,  Buffalo,  Cochairman 

Ben  Albert  Borkow,  Brooklyn 

Elton  R.  Dickson,  Binghamton 

William  E.  F.  Werner,  Rockaway  Park 

Joseph  J.  Witt,  Utica 

Charles  Steyaart,  Lyons 

Frank  W.  Reynolds,  Albany,  Adviser 

Hard  of  Hearing  and  the  Deaf  Subcommittee 
Edmund  P.  Fowler,  Sr.,  New  York  City,  Chair- 
man 

Karl  W.  Gruppe,  Utica 
Gordon  D.  Hoople,  Syracuse 
C.  Stewart  Nash,  Rochester 
Samuel  Zwerling,  Brooklyn 


Clarence  D.  O’Connor,  New  York  City,  Ad- 
viser 

Mrs.  Eleanor  C.  Ronnei,  New  York  City,  Ad- 
viser 

Heart  Disease  Subcommittee 
J.  G.  Fred  Hiss,  Syracuse,  Chairman 
Maurice  A.  Donovan,  Schenectady 
John  J.  Finigan,  Rochester 
David  G.  Greene,  Buffalo 
Willard  H.  Willis,  Utica 
J.  C.  Zillhardt,  Binghamton 
Norman  Plummer,  New  York  City 

Maternal  and  Child  Welfare  Subcommittee 
Charles  A.  Gordon,  Brooklyn,  Chairman 
Ralph  L.  Barrett,  New  York  City 
Frank  A.  Disney,  Rochester 
Eugene  R.  Duggan,  Rochester 
Edward  C.  Hughes,  Syracuse 
William  J.  Orr,  Buffalo 
Clyde  L.  Randall,  Buffalo 
Frederick  H.  Wilke,  New  York  City 

Regional  Chairmen  in  Obstetrics  and  Pedi- 
atrics 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — R.  Gordon  Douglas,  New  York 
City 

Pediatrics — Alfred  E.  Fischer,  New  York 
City 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — George  J.  Lawrence,  Jr.,  Flush- 
ing 

Pediatrics — Samuel  Karelitz,  New  Hyde 
Park 

Region  Three:  Westchester,  Rockland,  Dutch- 
ess, Putnam,  Orange,  Ulster 
Obstetrics — Waring  Willis,  Bronxville 
Pediatrics — Edward  A.  Hardy,  Pelham 
Region  Four:  Schenectady,  Fulton,  Mont- 

gomery, Schoharie 

Obstetrics — John  B.  Phillips,  Schenectady 
Pediatrics — Herbert  B.  Johnson,  Kingston 
Region  Five:  Albany,  Washington,  Saratoga, 
Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — John  J.  Gamble,  Albany 
Pediatrics — Hugh  F.  Leahy,  Albany 
Region  Six:  Clinton,  Essex,  Franklin 
Obstetrics — Elmer  Wessel,  Plattsburgh 
Pediatrics — Harold  Singer,  Plattsburgh 
Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Wendell  D.  George,  Watertown 
Pediatrics — H.  Louis  George,  Jr.,  Watertown 
Region  Eight:  Onondaga,  Oneida,  Madison, 

Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Edward  C.  Hughes,  Syracuse 
Pediatrics — Tyree  C.  Wyatt,  Syracuse 
Region  Nine:  Broome,  Tioga,  Chenango, 

Otsego,  Delaware,  Sullivan 
Obstetrics — Milton  A.  Carvalho,  Binghamton 
Pediatrics — John  B.  Burns,  Binghamton 
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Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 
ston, Ontario,  Seneca,  Yates 
Obstetrics — Ward  L.  Ekas,  Rochester 
Pediatrics — William  L.  Bradford,  Rochester 
Region  Eleven:  Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 
Obstetrics — R.  Scott  Howland,  Elmira 
Pediatrics — George  R.  Murphy,  Elmira 
Region  Twelve:  Erie,  Niagara,  Chautauqua, 
Cattaraugus,  Genesee,  Wyoming 
Obstetrics — Lewis  F.  McLean,  Buffalo 
Pediatrics — William  J.  Orr,  Buffalo 

Mental  Hygiene  Subcommittee 
William  A.  Horwitz,  New  York  City,  Chair- 
man 

Curtis  T.  Prout,  White  Plains,  Vice-Chairman 

George  R.  Lavine,  Rochester 

Edward  F.  Shea,  Kingston 

Harry  A.  Steckel,  Syracuse 

Paul  H.  Hoch,  Albany,  Adviser 

Physical  Medicine  and  Rehabilitation  Sub- 
committee 

George  M.  Raus,  Syracuse,  Chairman 

Alvin  R.  Carpenter,  Binghamton 

Morton  Hoberman,  New  York  City 

Alfred  L.  Lane,  Rochester 

Edward  J.  Lorenz,  White  Plains 

Leonard  D.  Policoff,  Albany 

Jerome  S.  Tobis,  New  York  City 

Edward  W.  Loman,  New  York  City,  Adviser 

Cerebral  Palsy  Subcommittee 

William  B.  Snow,  New  York  City,  Chairman 
Henry  L.  Bibby,  Kingston 
George  G.  Deaver,  New  York  City 
Russell  P.  Schwartz,  Rochester 

School  Health  Subcommittee 

William  E.  Ayling,  Syracuse,  Chairman 
Thomas  S.  Bumbalo,  Buffalo 
Frederick  A.  Groff,  Jr.,  Schenectady 
Rocco  J.  Martoccio,  Utica 
Edward  L.  Schwabe,  Brocton 


Joseph  A.  Geis,  Loudonville,  Adviser 
Alfred  Yankauer,  Jr.,  Albany,  Adviser 

Public  Relations 

John  F.  Rogers,  Poughkeepsie,  Chairman 

John  M.  Galbraith,  Glen  Cove,  Vice-Chairman 

George  A.  Burgin,  Little  Falls 

Henry  I.  Fineberg,  Jamaica 

Reid  R.  Heffner,  New  Rochelle 

John  Latcher,  Oneonta 

John  C.  McClintock,  Albany 

John  D.  Naples,  Buffalo 

Kenneth  Rowe,  Hornell 

Edward  Siegel,  Plattsburgh 

Subcommittee  on  Cooperation  with  Media 
of  Information 

John  C.  McClintock,  Albany,  Chairman 
Henry  I.  Fineberg,  Jamaica 
John  D.  Naples,  Buffalo 

Rural  Medical  Service 

Leo  E.  Gibson,  Syracuse,  Chairman 

Thurston  L.  Keese,  Fayetteville,  Vice-Chairman 

Thomas  M.  Watkins,  Potsdam 

Bert  Ellenbogen,  Ithaca,  Adviser 

John  H.  Iselin,  Jr.,  New  York  City,  Adviser 

Granville  W.  Larimore,  Albany,  Adviser 

Woman’s  Auxiliary,  Advisory  to 

Samuel  Z.  Freedman,  New  York  City,  Chairman 
Thomas  M.  d’Angelo,  Jackson  Heights 
Albert  Vander  Veer  II,  Albany 

Workmen's  Compensation 

Gerald  D.  Dorman,  New  York  City,  Chairman 

Stanley  E.  Alderson,  Albany 

Herbert  M.  Bergamini,  Lake  Placid 

Arthur  E.  Corwith,  Bridgehampton 

Harold  W.  Grosselfinger,  Suffern 

Joseph  P.  Henry,  Rochester 

Charles  D.  Squires,  Binghamton 

Joseph  A.  Wintermantel,  Olean 

William  E.  Pelow,  Syracuse 

Anthony  A.  Mira,  New  York  City,  Adviser 


Trustee’s  Committee 


War  Memorial 

Walter  W.  Mott,  White  Plains,  Chairman  Frederic  W.  Holcomb,  Kingston 

Renato  J.  Azzari,  Bronx  Maurice  J.  Dattelbaum,  Brooklyn,  ex  officio 


Special  Committees 


Constitution  and  Bylaws 

A.  H.  Aaron,  Buffalo,  Chairman 
George  J.  Lawrence,  Jr.,  Flushing 
Alfred  A.  Hartmann,  Malone 

American  Medical  Education  Foundation 

William  E.  Pelow,  Syracuse,  Chairman 


William  J.  Orr,  Buffalo 
Edwin  P.  Russell,  Rome 

Blood  Banks  Commission 

Leo  E.  Gibson,  Syracuse,  Chairman 
Thurman  B.  Givan,  Brooklyn 
Norman  S.  Moore,  Ithaca 
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John  F.  Rogers,  Poughkeepsie 
Herbert  R.  Brown,  Jr.,  Rochester 
Leon  N.  Sussman,  New  York  City 
Herman  E.  Hilleboe,  Albany 
Herbert  Berger,  Staten  Island 

Civil  Defense  and  Catastrophe 

J.  G.  Fred  Hiss,  Syracuse,  Chairman 
Edward  A.  Burkhardt,  New  York  City 
Solomon  Schussheim,  Brooklyn 

Executive  Committee  of  the  Council 

Thurman  B.  Givan,  Brooklyn,  President,  Chair- 
man 

Leo  E.  Gibson,  Syracuse,  President-Elect 
W.  P.  Anderton,  New  York  City,  Secretary 
Maurice  J.  Dattelbaum,  Brooklyn,  Treasurer 
James  Greenough,  Oneonta,  Past-President 
J.  Stanley  Kenney,  New  York  City,  Council 
John  M.  Galbraith,  Glen  Cove,  Councillor 

Inhalation  Therapy,  Joint  Committee  on 
Standards  for 

Medical  Society  of  the  State  of  New  York 
Robert  W.  Robertazzi,  Brooklyn 
Hylan  A.  Bickerman,  New  York  City 
Edwin  B.  Emma,  New  York  City,  Chairman 

New  York  State  Society  of  Anesthesiolo- 
gists 

{To  be  appointed ) 


Judicial  Council 

Edward  T.  Wentworth,  Pittsford,  Chairman 
Norton  S.  Brown,  New  York  City 
Charles  H.  Loughran,  Brooklyn 
Christopher  Wood,  White  Plains 
John  F.  Kelley,  Utica 

Malpractice  Insurance  and  Defense  Board 

Thomas  M.  d’ Angelo,  Jackson  Heights,  Chair- 
man 

Christopher  Wood,  White  Plains,  Vice-Chairman 

John  C.  Brady,  Buffalo 

Joseph  A.  Lane,  Rochester 

John  F.  Kelley,  Utica 

J.  Stanley  Kenney,  New  York  City 

Renato  J.  Azzari,  Bronx 

W.  P.  Anderton,  New  York  City,  ex  officio 

Maurice  J.  Dattelbaum,  Brooklyn,  ex  officio 

William  F.  Martin,  New  York  City,  ex  officio 

James  M.  Arnold,  New  York  City,  Secretary 

Nominating  Committee 

John  C.  McClintock,  Albany,  Chairman 

Sol  Axelrad,  Woodhaven 

Leo  T.  Flood,  Hempstead 

Walter  S.  Bennett,  Granville 

Edward  C.  Hughes,  Syracuse 

William  T.  Boland,  Elmira 

Edward  T.  Wentworth,  Pittsford 


Harold  F.  Brown,  Buffalo 
Andrew  Eggston,  Mount  Vernon 
Robert  F.  Warren,  Brooklyn 
Philip  D.  Allen,  New  York  City 

Planning  Committee  for  Medical  Policies 

Frederick  A.  Wurzbach,  Jr.,  Bronx,  Chairman 

Thurman  B.  Givan,  Brooklyn 

Leo  E.  Gibson,  Syracuse 

W.  P.  Anderton,  New  York  City 

Frederick  W.  Williams,  Bronx 

Walter  W.  Mott,  White  Plains 

Paul  H.  Sullivan,  Great  Neck 

Edward  F.  Shea,  Kingston 

Arthur  Q.  Penta,  Schenectady 

Arthur  F.  Gaffney,  Clinton 

William  T.  Boland,  Elmira 

Donovan  M.  Jenkins,  Webster 

Peter  J.  Di  Natale,  Batavia 

Frank  A.  Gagan,  Poughkeepsie 

John  J.  Bourke,  Albany,  Consultant 

Permanent  Headquarters  Subcommittee 
Walter  W.  Mott,  White  Plains,  Chairman 
Maurice  J.  Dattelbaum,  Brooklyn 
Peter  J.  Di  Natale,  Batavia 
Irving  L.  Erschler,  Syracuse 

Poliomyelitis,  Advisory  Committee 
to  the  New  York  State  Health 
Department  Regarding 

Tyree  C.  Wyatt,  Syracuse,  Chairman 
Thomas  M.  Rivers,  New  York  City 
Thurman  B.  Givan,  Brooklyn 
Joseph  Golomb,  Bronx 

Prise  Essays 

Andrew  A.  Eggston,  New  York  City,  Chairman 
David  Kimball  Miller,  Buffalo 
Allen  H.  Minor,  New  York  City 

Representatives  to  Advisory  Committees 
to  Chapters  of  the  Student 
American  Medical  Association 

Thomas  O.  Gamble,  Albany,  Albany  Medical  Col- 
lege 

Kenneth  M.  Lewis,  New  York  City,  College  of 
Physicians  and  Surgeons,  Columbia  University 
William  H.  Cassebaum,  New  York  City,  Cornell 
University  Medical  College 
John  F.  MacGuigan,  New  York  City,  New  York 
Medical  College,  Flower  and  Fifth  Avenue  Hos- 
pital 

Thomas  M.  d’Angelo,  Jackson  Heights,  New  York 
University  College  of  Medicine 
Alfred  P.  Ingegno,  Brooklyn,  State  University  of 
New  York  College  of  Medicine  at  New  York  City 
William  W.  Street,  Syracuse,  Stale  University  of 
New  York  College  of  Medicine  at  Syracuse 
William  J.  Orr,  Buffalo,  University  of  Buffalo 
School  of  Medicine 

Gordon  M.  Hemmett,  Rochester,  University  of 
Rochester  School  of  Medicine 
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William  A.  Andrews,  M.D.,  of  Johnson  City,  died 
on  July  11  at  the  Wilson  Memorial  Hospital  at  the 
age  of  seventy.  Dr.  Andrews  graduated  in  1911 
from  Syracuse  University  College  of  Medicine.  He 
had  practiced  medicine  in  Johnson  City  for  forty 
years  and  was  a member  of  the  Binghamton  Acad- 
emy of  Medicine,  the  Broome  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Willi  Cohen,  M.D.,  of  New  York  City,  died  on 
May  21  at  the  age  of  seventy-seven.  Dr.  Cohen  re- 
ceived his  medical  degree  from  the  University  of 
Wurzburg  in  1904.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Harry  C.  W.  Schultz  de  Brim,  M.D.,  of  New  York 
City  and  Saranac  Inn,  died  in  a hospital  at  Saranac 
Lake  on  July  17  at  the  age  of  sixty-seven.  Dr.  de 
Brun  graduated  from  Fordham  University  School 
of  Medicine  in  1915  and  from  the  University  of 
Bordeaux  in  1919  and  interned  at  Lenox  Hill  Hos- 
pital. For  twenty-five  years  he  had  served  as  a 
New  York  City  Police  Department  surgeon  and  re- 
tired from  this  post  in  1951.  A professor  of  surgery 
at  New  York  Polyclinic  Hospital  and  Medical 
School,  Dr.  de  Brun  was  an  attending  surgeon  at 
Polyclinic  and  consultant  in  surgery  at  Swedish 
Hospitals  and  Mercy  General  Hospital  at  Tupper 
Lake.  He  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Association  of  Mili- 
tar3’  Surgeons  of  the  United  States,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Richard  N.  De  Niord,  M.D.,  of  Buffalo,  died  on 
March  22  at  the  age  of  sixty-nine.  Dr.  De  Niord 
graduated  in  1915  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  a Fellow  of  the  Ameri- 
can College  of  Physicians  and  a member  of  the  Buf- 
falo Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Henry  James,  M.D.,  of  New  York  City',  died  at 
his  home  on  July  14  at  the  age  of  seventy-six.  Dr. 
James  graduated  in  1907  from  Columbia  University 
College  of  Physicians  and  Surgeons  and  interned  at 
Roosevelt  and  Bellevue  Hospitals.  For  twenty- 
seven  years  he  served  as  senior  attending  physician 


and  assistant  professor  of  clinical  medicine  at  Belle- 
vue Hospital.  In  1914  he  joined  the  team  of  physi- 
cians that  established  the  American  Hospital  at 
Juilly,  France,  which  was  a gift  of  Mrs.  Harry  Payne 
Whitney  to  the  French  government.  He  was  a 
Fellow  of  the  American  College  of  Physicians  and  a 
member  of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society',  the  Medical 
Society’  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Leslie  Theron  Kinney,  M.D.,  of  Norwich,  died  on 
June  25  at  the  Binghamton  City  Hospital  at  the  age 
of  fifty-four.  Dr.  Kinney  graduated  from  Syracuse 
University  College  of  Medicine  in  1927.  He  was 
chief  of  the  staff  at  Chenango  Memorial  Hospital. 
In  1938  he  was  elected  Chenango  County  coroner 
and  continued  in  that  office  until  his  death.  He  was 
health  officer  for  the  City  of  Norwich  and  for  the 
Towns  of  Norwich,  Plymouth,  and  Preston.  He 
was  the  Norwich  school  physician  and  the  Chenango 
County  Welfare  doctor.  During  World  War  II 
he  was  the  examining  physician  for  the  Norwich 
area  and  also  served  as  railroad  physician.  Dr. 
Kinney  was  director  of  medical  services  for  the 
civil  defense  program  of  the  City  of  Norwich.  He 
was  a member  of  the  Chenango  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

A.  Nathan  Levy,  M.D.,  of  New  York  City’,  died 
in  Queens  General  Hospital,  Jamaica,  on  June  10 
at  the  age  of  sixty-eight.  Dr.  Levy  graduated  in 
1912  from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society’  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Ralph  Henry  Loomis,  M.D.,  of  Sidnej’,  died  on 
July  7 at  the  age  of  seventy-one.  Dr.  Loomis  grad- 
uated in  1909  from  Syracuse  University  College  of 
Medicine.  He  was  an  attending  physician  at  The 
Hospital,  Sidney,  and  from  1923  to  1928  served  in 
the  State  Assembly.  He  was  a member  of  the  Dela- 
ware County  Medical  Society’,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Edward  James  McEntee,  M.D.,  of  Brooklyn,  died 
on  July  9 at  the  age  of  seventy-eight.  Dr.  McEntee 
graduated  in  1901  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  He  was  a Fellow 
of  the  American  College  of  Surgeons  and  a member 
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of  the  New  York  Neurological  Society,  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Marino,  M.D.,  of  Valley  Stream,  died  on 
December  17,  1956,  at  the  age  of  sixty-one.  Dr. 
Marino  graduated  from  the  New  York  Homeopathic 
Medical  College  and  Flower  Hospital  in  1925. 

Samuel  Morse,  M.D.,  of  New  York  City,  died  at 
the  Jewish  Memorial  Hospital  on  July  5 at  the  age 
of  seventy.  Dr.  Morse  graduated  in  1906  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  assistant  in  ophthalmology  at 
Fordham  Hospital  and  Fordham  Hospital  Out- 
patient Department.  Dr.  Morse  was  a Diplomate 
of  the  American  Board  of  Ophthalmology  and  a 
member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

Frederick  W.  Parsons,  M.D.,  of  New  York  City, 
died  on  July  5 at  French  Hospital  at  the  age  of 
eighty-one.  Dr.  Parsons  graduated  from  the  Uni- 
versity of  Buffalo  School  of  Medicine  in  1901.  In 
1918  he  was  appointed  Medical  Inspector  of  the 
New  York  State  Hospital  Commission;  in  1927  he 
was  appointed  by  Governor  Alfred  E.  Smith  as  the 
first  State  Commissioner  of  Mental  Hygiene  and 
was  renamed  every  two  years  by  Governors  Franklin 
D.  Roosevelt  and  Herbert  H.  Lehman  until  his 
resignation  in  1937.  In  1916  he  became  acting 
superintendent  of  the  Hudson  River  State  Hospital, 
Poughkeepsie,  and  served  in  this  post  for  two  years. 
During  World  War  I he  was  commandant  of  a base 
hospital  in  France.  Dr.  Parsons  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neurology, 
a Fellow  of  the  American  Psychiatric  Association, 
and  a member  of  the  Association  for  Research  in 
Nervous  and  Mental  Disease,  the  New  York  County 


Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Laurence  Rainsford,  M.D.,  retired,  of  Charleston, 
South  Carolina,  formerly  of  Rye,  died  in  White 
Plains  Hospital  on  July  4 at  the  age  of  seventy-six. 
Dr.  Rainsford  graduated  in  1909  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  had  been  a consulting  physician  in  internal  medi- 
cine at  United  Hospital,  Port  Chester. 

Alexander  Reiss,  M.D.,  of  Monroe,  died  on  July  6 
at  the  age  of  sixty-six.  Dr.  Reiss  graduated  from 
Fordham  University  School  of  Medicine  in  1919. 
He  was  a member  of  the  Orange  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

J.  Richard  Taylor,  M.D.,  of  Brooklyn,  died  on 
June  18  in  Kings  County  Hospital  at  the  age  of 
one  hundred.  Dr.  Taylor  was  reputedly  the  oldest 
living  graduate  of  the  University  of  Pennsylvania 
School  of  Medicine,  having  graduated  in  1878.  He 
had  served  as  chief  medical  officer  at  the  Johnstown, 
Pennsylvania,  flood  in  1900.  He  had  been  a resi- 
dent of  Brooklyn  for  the  last  forty  years.  Dr. 
Taylor  was  a descendant  of  President  Zachary 
Taylor. 

William  Trotter,  M.D.,  of  Troy,  died  on  June  18 
at  the  Samaritan  Hospital  at  the  age  of  sixty-nine. 
Dr.  Trotter  graduated  in  1912  from  Albany  Medical 
College.  He  was  a consulting  general  practitioner 
at  the  Samaritan  Hospital.  For  many  years  he  was 
attending  physician  at  Vanderheyden  Hall,  Presby- 
terian, Episcopal,  and  Baptist  Church  homes  in 
Troy.  Dr.  Trotter  was  a member  of  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


A Prednisone  Combination  in  the  Treatment  of  Arthralgias 

in  Older  Persons 


I n office  gerontology  the  physician  often  faces  the 
problem  of  relieving  exacerbations  of  a variety  of 
arthralgias.  With  the  constantly  increasing  num- 
ber of  older  people  in  the  population  the  need  of  a 
safe  and  effective  agent  for  relief  of  such  symptoms 
is  apparent,  and  the  importance  of  minimizing  side 
effects  is  underscored  by  the  fact  that  many  of 
these  patients  suffer  from  the  complicating  cardio- 
vascular and  metabolic  disorders  of  the  elderly. 
In  this  paper  the  author  reports  on  a study  of  30 
patients  over  fifty-six  who  were  treated  for  varying 
periods  of  time  with  a hormone-salicylic  acid  com- 
bination called  Sigmagen  (Schering).  In  27  (90  per 


cent)  the  response  was  good  to  excellent;  the  other 
three  did  not  respond  well,  two  showing  gastric 
intolerance. 

Despite  the  high  incidence  of  degenerative  cardio- 
vascular disease,  there  was  no  evidence  of  sodium 
retention;  eight  on  mercurial  diuretics  did  not  re- 
quire any  adjustment  of  diuretic  medication;  and 
there  were  no  untoward  reactions  in  those  with 
diabetes,  senile  arteriosclerosis,  or  anxiety  neurosis. 
Routine  blood  and  urine  studies  showed  no  harm- 
ful effects. — Edward  Settel,  International  Record 
of  Medicine  & General  Practice  Clinics,  December, 
1956 
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Nassau  Pediatric  Society — The  following  officers 
were  elected  at  the  June  meeting  of  the  Nassau 
Pediatric  Society:  Dr.  Virginia  Lent,  Hempstead, 
president;  Dr.  Selma  Buchbinder,  Rockville  Centre, 
vice-president,  and  Dr.  David  J.  Posner,  Levittown, 
secretary-treasurer. 

The  following  pediatricians  were  elected  members 
of  the  Nassau  Pediatric  Society:  Dr.  John  B. 

Branche,  Hempstead;  Dr.  Jerome  E.  Maisel, 
Hewlett;  Dr.  Bernard  A.  Schmierer,  Jericho;  Dr. 
Janice  Kelly,  Rockville  Centre;  Dr.  Patricia  Gill 
Squillace,  Rockville  Centre;  Dr.  Charles  J.  Dunn, 
Jr.,  Syosset;  Dr.  Rudolph  C.  Giannattasio,  Mas- 
sapequa  Park,  and  Dr.  John  B.  Zaontz,  Woodmere. 

Dr.  Elmore  Fields,  Hempstead,  and  Dr.  Ruth 
Donovan,  East  Williston,  are  no  longer  members  of 
the  Society. 

The  next  scientific  meeting  of  the  Society  will  be 
on  October  14. 

American  College  of  Chest  Physicians — New 
York  State  physicians  receiving  certificates  of  Fel- 
lowship in  the  College  at  the  convocation  on  June  1 
in  New  York  City  are  as  follows:  Dr.  Richard  H. 
Adler,  Buffalo;  Dr.  Herbert  S.  Anhalt,  Roslyn 
Heights;  Dr.  Vincent  Annunziata,  Forest  Hills; 
Dr.  Paul  Auspitz,  Bronx;  Drs.  Samuel  H.  Belgorod, 
Adolph  R.  Berger,  and  Sidney  Blumenthal,  New 
York  City;  Dr.  Francis  J.  Candia,  Long  Island  City; 
Dr.  Martin  Cutler,  Brooklyn;  Dr.  Milton  Eller, 
Forest  Hills;  Dr.  Mary  Allen  Engle,  New  York 
City;  Dr.  Joseph  G.  Epstein,  Hartsdale;  Dr.  Samuel 
Epstein,  Brooklyn;  Drs.  Henry  Feibes  and  Oscar  H. 
Friedman,  New  York  City;  Dr.  Roland  Gluck, 
Brooklyn;  Dr.  Vincent  J.  Governale,  Long  Beach; 
Dr.  Joseph  H.  Hodas,  New  York  City;  Dr.  Edward 
S.  Holcomb,  Gloversville;  Dr.  Raphael  Landau, 
New  York  City;  Dr.  Samuel  Leibowitz,  Brooklyn; 
Dr.  H.  Paul  Longstreth,  Buffalo;  Dr.  Maxwell  J. 
Marder,  Forest  Hills;  Dr.  Cecil  G.  Marquez,  New 
York  City;  Drs.  Antonio  V.  Maseatello  and  Glenn 
M.  Morris,  Brooklyn;  Dr.  Howard  L.  Moscovitz, 
New  York  City;  Dr.  Morris  Newberg,  Jamaica; 
Dr.  Pasquale  J.  Pagano,  Bronx;  Dr.  Lee  Gap  Park, 
Jamaica;  Dr.  Alfred  E.  Passera,  Woodside;  Dr. 
Siegfried  Poliak,  New  York  City;  Dr.  Daniel  Porte, 
Jamaica;  Dr.  Reginald  O.  Queenan,  Forest  Hills; 
Dr.  Preston  W.  Reynolds,  Schenectady;  Dr. 
Mardoqueo  I.  Salomon,  New  York  City;  Dr.  Sieg- 
fried Salomon,  Staten  Island:  Drs.  John  Sarokhan, 
Jerome  A.  Schack,  and  Antanas  Snieska,  New  York 
City;  Dr.  Felix  Taubman,  Brooklyn:  and  Dr.  Ru- 
dolph T.  Wagner,  New  York  City. 

Dr.  Donald  R.  McKay,  Buffalo,  was  elected  presi- 
dent-elect of  the  College,  Dr.  Coleman  B.  Rabin, 
New  York  City,  was  elected  governor,  and  Dr.  Edgar 


Mayer,  New  York  City,  will  serve  as  regent  for 
New  York  State. 


Infantile  Paralysis  Foundation  Fellowships — 

September  1 and  December  1 are  the  current  dead- 
lines for  applications  to  the  National  Foundation  for 
Infantile  Paralysis  for  postdoctoral  fellowships  in 
research,  academic  medicine,  or  the  clinical  fields  of 
psychiatry,  rehabilitation,  orthopedics,  the  manage- 
ment of  poliomyelitis,  and  preventive  medicine. 
Applications  for  fellowships  in  the  medical  associate 
fields  of  social  science,  health  education,  physical 
therapy  teaching,  and  occupational  therapy  teaching 
should  also  be  filed  by  these  dates.  A spring  date  of 
March  1 is  also  provided. 

Applications  must  be  received  by  September  1, 
1957,  for  consideration  in  November,  1957;  by- 
December  1,  1957,  for  consideration  in  February, 
1958;  and  by  March  1,  1958,  for  May,  1958. 

For  further  information  write  to  the  Division  of 
Professional  Education,  National  Foundation  for 
Infantile  Paralysis,  301  East  42nd  Street,  New  York 
17,  New  York. 

Samuel  E.  Cohen  Teaching  Day — The  second 
Samuel  E.  Cohen  Memorial  Teaching  Dayr  on  endo- 
crinology will  be  held  in  the  Arlington  Hotel,  Bing- 
hamton, on  September  18.  Dr.  Henry  Dolger,  chief 
of  the  Diabetic  Service  at  Mount  Sinai  Hospital, 
New  York  City,  will  speak  on  ‘‘Diabetes  Mellitus” 
and  Dr.  J.  W.  Jailer,  associate  professor  of  medicine, 
Columbia  University,  New  York  City,  will  discuss 
“Adrenal  Diseases”  at  a round  table  discussion. 
Dr.  Charles  W.  Lloyd,  professor  of  obstetrics  (endo- 
crinology) and  associate  professor  of  medicine,  State 
University  of  New  York,  Syracuse,  will  be  the 
moderator. 


Medical  Society  of  the  County  of  Essex — The 

Medical  Society  of  the  County  of  Essex  elected 
officers  for  1958  at  their  annual  meeting  on  June  7. 
The  officers  include  Dr.  Oscar  Green,  Mineville, 
president;  Dr.  Wilber  S.  Rose,  Ballston  Lake,  -vice- 
president;  Dr.  James  E.  Glavin,  Port  Henry,  secre- 
tary-treasurer, and  Drs.  Green,  Albert  Haynes, 
Wilsboro,  and  John  Miller,  Crown  Point,  censors. 

Dr.  Green  was  elected  delegate  to  the  Fourth  Dis- 
trict Branch,  and  Dr.  Glavin  was  elected  delegate  to 
the  State  Society. 

Dr.  J.  P.  J.  Cummins,  Ticonderoga,  was  desig- 
nated at  the  County  Medical  Society  meeting  as 
physician  of  the  year.  A “Dr.  Cummins  Day”  was 
observed  in  Ticonderoga  on  July-  7 in  honor  of  the 
doctor. 
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MEDICAL  NEWS 


American  Medical  Education  Foundation — New 

York  State  contributors  to  the  American  Medical 
Education  Foundation  for  the  month  of  June,  1957 
were:  Albany:  Dr.  Robert  D.  Whitfield;  Buffalo: 
Dr.  John  W.  Zerkowski;  Clinton:  Dr.  Arthur  F. 
Gaffney;  Earlville:  Dr.  Willis  E.  Hammond; 

Flushing:  Dr.  Saverio  A.  Buatti;  Geneva;  Dr. 

H.  J.  Knickerbocker;  Hempstead:  Dr.  I.  A.  Kramer; 
Ilion:  Dr.  Donald  R.  Davidson,  II;  New  York  City: 
Drs.  Charles  J.  Gubitose  and  F.  J.  Wertz;  Port 
Chester:  Dr.  Richard  E.  Counselman;  Richmond 
Hill:  Dr.  Thomas  S.  Morton;  Salem:  Dr.  Gerald 
P.  Fincke;  Schenectady:  Dr.  L.  P.  Tischler;  Utica: 
Drs.  Roy  C.  Ainsworth,  A.  V.  Johnston,  John  F. 
Kelley,  and  Gerald  C.  Walker. 


Workmen’s  Compensation  Course — A one-week 
course  on  "Medical  Aspects  of  Workmen’s  Compensa- 
tion” will  be  offered  October  21  through  25  by  the 
New  York  University  Post-Graduate  Medical  School 
and  the  American  Academy  of  Compensation  Medi- 
cine. 

Problems  of  compensation  medicine  and  tran- 
quilizers will  be  discussed. 

For  applications  and  further  information  contact 
the  Office  of  the  Associate  Dean,  New  York  Univer- 
sity Post-Graduate  Medical  School,  550  First 
Avenue,  New  York  10,  New  York. 

Doctors’  Orchestras — Physicians,  dentists,  and 
members  of  allied  professions  are  invited  to  become 
members  of  two  doctors’  orchestras.  Nonmedical 
musicians  may  also  join. 

The  Doctors’  Orchestral  Society  of  New  York 
rehearses  Thursday  evenings  in  the  auditorium  of 
the  Stuyvesant  High  School,  15th  Street  and  First 
Avenue,  New  York  City,  at  8:30  p.m. 

The  Brooklyn  Doctors’  Symphony  meets  Wednes- 
day evenings  at  8:30  p.m.  in  the  auditorium  of  the 
Brooklyn  High  School  of  Home  Making  at  901 
Classon  Avenue,  corner  of  Washington  Avenue, 
Brooklyn.  Rehearsals  of  both  groups  will  resume 
in  the  fall. 


For  further  details  contact  Dr.  Benjamin  A. 
Rosenberg,  909  President  Street,  Brooklyn  15,  New 
York,  or  call  NEvins  8-2370. 

American  Board  of  Obstetrics  and  Gynecology — 

The  following  New  York  State  doctors  were  certified 
by  the  American  Board  of  Obstetrics  and  Gynecology 
on  May  25 : 

Dr.  Maurice  O.  Barney,  Rochester;  Dr.  James  N. 
Capps,  Syracuse ; Dr.  William  E.  Chalecke,  James- 
town; Dr.  D.  B.  Crawford,  Jr.,  New  York  City; 
Dr.  Alvin  M.  Donnenfeld,  New  York  City;  Dr. 
Alan  Econ,  Bayside;  Dr.  Francis  J.  Facciolo,  Jr., 
Tarrytown;  Dr.  Morris  S.  Fond,  Jamaica;  Dr. 
Quincy  E.  Fortier,  New  York  City;  Dr.  Alvin  F. 
Goldfarb,  New  York  City;  Dr.  Joseph  C.  Green- 
wald,  Great  Neck;  Dr.  Robert  V.  Moesch  Buffalo; 
Dr.  Anthony  J.  Pizzarelli,  Rochester;  Dr.  Franklin 
C.  Reyner,  Rockville  Centre;  Dr.  Eugene  D. 
Schwartz,  Great  Neck;  Dr.  Marvin  H.  Sentnor, 
Brooklyn;  Dr.  Daniel  M.  Shook,  New  York  City; 
Dr.  William  W.  Stein,  New  York  City;  Dr.  Alfred 
Tanz,  New  York  City;  Dr.  James  C.  Thomas,  III, 
New  York  City;  Dr.  John  P.  Timpane,  Schenec- 
tady; Dr.  Harold  M.  M.  Tovell,  New  York  City; 
Dr.  Lee  F.  Vosburgh,  Manhasset;  Dr.  Leslie  A. 
Walker,  Rochester,  and  Dr.  Herbert  G.  Winston, 
New  York  City. 

“Operation  Survival”  and  You — A revised  edition 
of  the  orientation  pamphlet,  “Operation  Survival” 
and  You  has  been  prepared  for  the  New  York  State 
Civil  Defense  Commission  bv  the  New  York  State 
Department  of  Health. 

Radiology  Film  —A  new,  color  motion  picture 
dedicated  to  the  radiologist  has  been  added  to  the 
A.M.A.’s  film  library.  “First  A Physician”  is  a 
twenty-seven  minute  film  of  the  home  and  profes- 
sional life  of  a radiologist  and  is  produced  by  E.  I.  du 
Pont  de  Nemours  & Co.,  Inc,.,  in  cooperation  with 
the  American  College  of  Radiology. 

Medical  societies  may  arrange  for  bookings 
through  the  A.M.A.  film  library.  * 


Personalities 


Elected 

Dr.  Maximilian  Silbermann,  associate  attending 
neurologist,  Neurological  Institute,  and  assistant 
clinical  professor  of  neurology,  College  of  Physicans 
and  Surgeons,  Columbia  University,  as  delegate  to 
represent  the  American  Neurological  Association  at 
the  Fourth  International  Poliomyelitis  Conference  in 
Geneva,  Switzerland,  July  8 to  12. 

Appointed 

Dr.  John  L.  Enyart,  retired  United  States  naval 
surgeon,  as  administrator  of  the  Institute  of  Physi- 
cal Medicine  and  Rehabilitation  of  the  New  York 
University-Bellevue  Medical  Center  . . . Dr.  Alan  F. 
Guttmacher,  director  of  gynecology  at  Mount  Sinai 


Hospital  and  clinical  professor  of  obstetrics  and 
gynecology  at  the  Columbia  University  College  of 
Physicians  and  Surgeons,  as  head  of  the  medical 
committee  of  the  Planned  Parenthood  Federation  of 
America  for  three  years  . . . Dr.  William  Haddon, 
Jr.,  Albany,  as  director  of  the  Driver  Research  and 
Testing  Center. 

Speakers 

Dr.  David  Goldblatt,  New  York  City,  before  the 
Steuben  County  Medical  Society  at  the  Hotel  Wag- 
ner in  Bath  at  6:30  p.m.  on  September  12,  on 
“Treatment  of  Burns  and  Trauma  Under  Disaster 
Conditions”  . . . Dr.  Alfred  Jaretzki,  III,  Coopers- 
town,  before  the  Cortland  County  Medical  Society 
on  June  24  on  “Peripheral  Vascular  Surgery.” 


August  15,  1957 
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Fall  Conference 


T I ''HE  eleventh  annual  fall  conference  of  presidents, 
presidents-elect,  and  state  committee  chairmen 
will  be  held  at  the  Hotel  Van  Curler,  Schenectady, 
on  October  7,  8,  and  9.  The  Conference  is  to  edu- 
cate the  county  presidents  and  presidents-elect  in  all 
phases  of  the  Auxiliary’s  important  projects.  These 
projects  stem  from  the  national  and  state  auxiliaries 
for  the  purpose  of  furthering  activities  on  the  level 
of  the  local  medical  societies  but  need  not  be  under- 
taken by  them  if  the  local  group  feels  the  projects 
unsuitable  for  their  jurisdiction.  Since  the  fall 
conference  is  for  county  presidents,  the  Auxiliary 
encourages  and  hopes  the  members  of  the  State 
board,  chairmen,  and  directors  will  make  the  con- 
ference a “get  together”  time  and  avail  themselves 
of  this  opportunity  to  become  acquainted  with  those 
known  onty  through  correspondence. 

Program  plans  will  include  complete  information 
from  the  state  chairmen  of  legislation,  publicity,  Dis- 
taff, Today’s  Health,  National  Bulletin,  program,  civil 
defense,  mental  health,  and  the  American  Medical 
Education  Foundation  committees,  presented  in  a 
given  time.  Because  of  the  important  realization 
that  enough  time  has  never  been  alloted  to  the 
county  presidents  for  discussion,  question-and- 
answer  period,  and  councillor  advisement,  Mrs. 
Leif  Jensen,  State  president,  and  Mrs.  Maurice 
Sheldon,  president-elect,  have  made  special  effort 
to  allow  ample  time  during  the  1957  conference. 
As  an  aid  to  up-to-date  correct  information,  a dis- 
cussion on  parliamentary  procedure  is  planned  in 
hopes  of  promoting  better  business  meetings,  and 


this  year  there  will  be  speakers  on  Medicare  and 
voluntary  health  insurance. 

On  Monday  afternoon,  October  7,  there  will  be  a 
meeting  of  the  State  board  of  directors,  and  meet- 
ings of  the  nominating  committee  and  district 
councillors  are  scheduled  for  later  in  the  evening. 
County  presidents  and  presidents-elect  arriving  in 
the  early  evening  are  invited  to  join  in  an  informal 
social  hour  and  Dutch-treat  dinner  at  which  the 
seating  arrangements  will  be  according  to  districts. 

Following  the  dinner  wall  be  various  social  activi- 
ties for  those  interested,  or  visits  can  be  made  to 
television  station  VRGB,  radio  station  WGY,  or 
the  General  Electric  Company  buildings  from 
which  a view  of  Schenectady  can  be  enjoyed. 

The  Woman’s  Auxiliary  to  the  Medical  Society 
of  the  County  of  Schenectady  is  the  hostess  county 
for  the  conference,  and  the  committee  is  working  to 
make  the  meeting  successful  in  every  way.  Com- 
plete travel  details  for  those  arriving  by  car,  bus, 
plane,  or  train  including  directions  to  the  hotel  will 
be  sent  out  in  September. 

It  is  sincerely  hoped  that  all  physicians  whose 
wives  are  county  presidents  or  presidents-elect  will 
urge  their  wives  to  attend  the  meeting  in  October 
and  enable  those  present  to  enjoy  the  pleasure  of 
meeting  them. 

Mrs.  Ralph  E.  Isabella,  Chairman 
Fall  Conference 

1310  Union  Street 
Schenectady,  New  York 


The  Rapid  Approximation  of  Plasma  Glucose 
by  Means  of  Indicator  Tape 


Plasma  glucose  concentrations,  especially  at  the 
lower  levels,  can  be  quickly  approximated  by  the 
use  of  an  indicator  tape  originally  intended  for 
rough  quantitation  of  urinary  glucose  (Tes-Tape, 
Lilly).  Although  comparison  with  laboratory  re- 
sults indicated  decreasing  accuracy  where  the 
higher  sugar  levels  are  encountered,  this  is  not 
regarded  as  a serious  drawback  since  the  basic 


intent  is  detection  of  sugar  levels  approaching  the 
hypoglycemic  range.  Drs.  R.  Patterson  and  W.  A. 
Grace,  University  of  Michigan,  Ann  Arbor,  point 
out  that  quantitative  analysis  of  glucose  concentra- 
tion done  in  the  biochemical  laboratory  is  both 
time  consuming  and  nonspecific. 

— University  of  Michigan  Medical  Bulletin,  Octo- 
ber, 1956 
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MONTH  IN  WASHINGTON 


r I^he  economy  drive  to  the  contrary  notwithstand- 
ing,  health  spending  by  the  Department  of 
Health,  Education,  and  Welfare  for  the  fiscal  year 
that  began  this  July  already  is  assured  by  surpassing 
last  year’s  record  by  some  33  million  dollars.  This 
assumes,  of  course,  that  no  further  requests  will  be 
made  by  HEW  for  supplemental  funds,  a practice 
common  in  government  for  many  years. 

Research  programs  were  the  most  favored  by 
legislators,  many  of  whom  spoke  out  against  Federal 
spending  by  other  agencies.  But  when  the  health 
budget  came  up  for  debate,  the  economy  oratory 
subsided. 

In  only  one  instance  was  a health  program  cut 
back.  And  to  the  surprise  of  many  it  occurred  in  the 
Senate  which  traditionally  restores  budget  cuts  origi- 
nating in  the  House.  A sum  of  45  million  dollars 
was  voted  instead  of  the  House-approved  50  million 
for  grants  to  states  for  sewage  treatment  works  con- 
struction. But  then  the  Senate  wrote  in  language 
permitting  states  to  get  their  maximum  allotments  a 
full  year  after  the  fiscal  year  ends. 

The  Hill-Burton  hospital  construction  program 
received  3.8  million  dollars  less  than  last  year  but 
cnly  because  the  administration  asked  for  121.2 
million  dollars  instead  of  the  125  million  dollars  ap- 
propriated last  year. 

The  National  Cancer  Institute  received  the  largest 
dollar  increase  of  any  health  item  in  the  budget. 
The  increment  was  8 million  dollars  over  last  year. 
The  administration  had  asked  for  48.4  million  dol- 
lars, the  House  voted  46.9  million,  dollars  and  the 
Senate  raised  this  to  58.5  million  dollars.  It  was 
finally  compromised  at  56.4  million  dollars. 

Congress  obviously  agreed  with  the  views  ex- 
pressed by  the  Senate  Appropriations  Committee: 
*•.  . . the  committee  is  fully  aware  that  it  is  providing 
funds  for  cancer  research,  the  outcome  of  which  is 
unknown.  On  the  judgment  of  those  who  are  scien- 
tifically most  competent,  the  committee  is  fully  will- 
ing to  risk  the  investment  on  the  ground  that  the 
chance  of  a big  payoff  is  a reasonable  one.  Such 
risks  are  inherent  in  research.” 

The  Institute  of  Arthritis  and  Metabolic  Diseases 
fared  well  too,  getting  a total  of  $20,385,000  com- 
pared with  last  year’s  $17,885,000.  And  the  Senate 
Committee  charged  the  institute  with  taking  leader- 
ship in  research  on  effects  of  radiation  on  the  human 
organism.  . 

The  Mental  Health  Institute’s  spending  has  been 
going  steadily  upward,  and  this  year  it  was  given 
another  boost  with  a final  appropriation  of  $39,- 


Prepared  by  the  Washington  Office  of  the  American  Medi- 
cal Association,  Washington,  D C. 


217,000,  an  increase  of  about  4 million  dollars. 
Other  research  totals  for  the  current  year:  National 
Heart  Institute,  $35,936,000;  Neurology  and  Blind- 
ness Institute,  $21,387,000:  Allergy  and  Infectious 
Disease  Institute,  $17,400,000. 

On  only  one  score  did  the  research  advocates  lose 
out.  The  House  view  prevailed  in  conference  on 
the  setting  of  a 15  per  cent  ceiling  on  additional  over- 
head costs  allowed  schools  and  other  institutions 
getting  Federal  grants.  This  question,  which  drew 
considerable  attention  in  hearings,  is  likely  to  be  re- 
opened. Congress  wants  a General  Accounting 
Office  study  by  the  end  of  this  year. 

In  voting  a 5 million  dollar  increase  (to  $22,592,- 
000)  for  general  public  health  assistance  to  the 
states,  Congress  was  reaffirming  its  support  of  help- 
ing local  health  departments  increase  their  profes- 
sional staffs  and  broaden  their  services.  The  Senate 
Committee  report  contained  this  significant  lan- 
guage: 

“.  . .with  a population  increase  of  more  than  20 
million  during  the  past  decade,  there  are  no  more 
organized  health  departments  than  there  were  ten 
years  ago.  This  means  that  18  million  people  are 
living  in  areas  with  no  full-time,  organized,  com- 
munity health  services,  and  millions  more  live  in 
areas  where  such  services  are  only  fragmentary.” 

A few  days  later  the  Public  Health  Service  an- 
nounced plans  for  a broad  survey  of  rural  health 
needs,  particularly  in  sparsely  settled  areas.  It 
picked  for  its  first  study  Kit  Carson  County,  Colo- 
rado, an  area  known  for  its  scattered  farm  popula- 
tion, low  income  level,  and  adverse  climatic  condi- 
tions. 

Capitol  Notes 

The  President  has  signed  into  law  a two-year  re- 
vision of  the  doctor  draft  law  permitting  selective 
call-up  of  physicians  to  age  thirty-five  if  they  were 
deferred  from  regular  draft  service  to  complete  pro- 
fessional training.  . . The  poliomyelitis  vaccine  act 
expired  July  1 with  all  but  $400,000  of  53.6  million 
dollars  taken  up  by  states  for  inoculation  programs. 
An  estimated  29  million  children  and  pregnant 
women  received  70  million  injections.  . . The  Public 
Health  Service  has  conferred  with  the  American 
Medical  Association  on  medical  manpower  plans  in 
event  of  an  epidemic  of  the  new  Far  East  influenza.  . . 
The  National  Library  of  Medicine  no  longer  is  lend- 
ing books  and  other  material  over  the  counter  to  in- 
dividuals; requests  must  be  channeled  through 
other  libraries.  . . The  administration  bill  on  Fed- 
eral workers’  health  insurance  has  been  intro- 
duced; it  combines  both  basic  and  major  medical 
coverage. 
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ANNOUNCEMENT 


Schedule  of  District  Branch  Meetings , 1957 


District  Time 


Day  Date 


Town 


Place 


First 


Second  7 : 00- 

Cocktails 

7145- 

Dinner 


May  12 

New  York  City 

Hotel  Statler 

Wednesday  October  16 

Smithtown 

(Suffolk) 

Riverside  Inn 

Third  10:30-4:30  Thursday  October  3 Kingston 


Wiltwick  Golf  and 
Country  Club 


Fourth  Afternoon  Thursday  October  17  Saratoga  Springs  Newmans  Lake  House 
Dinner 
Evening 


Fifth 

Thursday 

October  10 

Sixth 

Afternoon 

Dinner 

Evening 

Wednesday 

September  25 

Seventh 

Afternoon 
7 : 30-Dinner 

Thursday 

September  19 

Utica  Hotel  Utica 

(Heart  Day) 

Cortland  Cortland  Country  Club 

Rochester  Sheraton  Hotel 


Eighth  Afternoon  Wednesday  September  18  Buffalo  Kleinhans  Music  Hall 

6: 30-Dinner 
and 
Dance 


Ninth  1: 00-Golf  Wednesday  October  2 Mahopac  Hotel  Mahopac 

6: 00- 
Cocktails 
7 : 30-Dinner 
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“ The  Truth  About  Eye  Exercises'” 


To  the  Editor: 

I should  like  to  call  your  attention  to  the  book 
review,  “The  Truth  About  Eye  Exercises,”  in  the 
May  15,  1957,  issue.  It  is  indeed  unfortunate 
that  it  was  published.  This  review  is  most  harmful 
to  the  interests  of  the  medical  profession  and  the 
ophthalmologic  group  in  particular,  as  well  as  to  the 
detriment  of  the  public  interest. 

In  1955  the  Eye  Section  of  the  A.M.A.  passed 
resolutions  at  the  annual  meeting  making  it  un- 
ethical for  an  ophthalmologist  to  be  identified  with 
any  teaching  of  the  optometrists  with  the  exception 
of  those  interrelated  with  a school  affiliation  which 
makes  it  mandatory  upon  him.  He  is  not  to  have 
his  name  linked  with  any  optometrist  publications. 
Reviews  of  books  were  specifically  mentioned  in  the 


discussion  at  that  time. 

Numerous  resolutions  were  passed  at  that  time, 
all  with  the  intention  of  taking  away  recognition 
from  optometrists.  This  review  gives  them  recogni- 
tion which  they  can  use  to  profitable  advantage. 
Furthermore,  the  criticism  of  the  medical  profession 
in  regard  to  surgical  judgment  is  most  unfortunate. 

I believe  this  article  can  be  used  to  do  great  harm 
to  the  interests  of  the  ophthalmologic  branch  of  our 
profession. 

It  should  never  have  been  published. 

Leon  M.  Weiss,  M.D. 

391  East  149th  Street 
New  York  55,  New  York 


Reply  byJDr.  Krimsky 


To  the  Editor: 

Dr.  Weiss  has  condemned  my  favorable  review 
of  the  book,  The  Truth  about  Eye  Exercises  because 
it  was  written  by  an  optometrist.  He  states  that 
“the  review  is  most  harmful  to  the  interests  of  the 
medical  profession  and  the  ophthalmologic  group  in 
particular”  but  does  not  explain  why  it  is  harmful. 
Then  he  refers  to  an  A.M.A.  resolution  passed  in 
1955  which  denies  the  ophthalmologist  the  right  to 
teach  to  or  write  for  the  optometrists  and  specifically 
warns  against  reviewing  books  written  by  them. 

For  Dr.  Weiss’s  information  the  preface  to  this 
book  was  written  by  an  ophthalmologist  connected 
with  the  same  eye  hospital  as  Dr.  Weiss.  This  he 
either  overlooked  or,  in  fairness  to  this  reviewer, 
failed  to  mention.  Dr.  Weiss  is  no  doubt  aware 
that  a number  of  our  appointed  or  recognized 
leaders  in  the  ophthalmologic  profession  have  con- 
tributed to  optometric  journals,  and  that  articles 
by  optometrists  are  published  occasionally  in 
ophthalmologic  journals  in  spite  of  A.M.A.  or  other 
resolutions. 

Much  can  be  written  against  a number  of  articles 


written  by  optometrists.  Each  article  has  to  be 
judged  by  the  merits  of  its  contents  rather  than  by 
an  investigation  of  the  author  or  his  degree.  One 
can  often  analyze  one’s  personality  through  his 
writings  better  than  through  a blue  book  rating  of 
hospital  connect  ions. 

In  reviewing  a book  such  as  The  Truth  about  Eye 
Exercises  for  a medical  journal  I felt  it  was  my  duty 
to  deal  with  the  book  in  the  same  way  as  an  ex- 
amination paper  answered  by  a medical  student, 
and  therefore  to  disregard  the  name  or  pedigree  of 
the  person  obliged  to  answer  the  paper.  Inciden- 
tally, for  Dr.  Weiss’s  information  this  was  not  the 
type  of  book  that  would  be  generally  accepted  by 
the  optometrist  who  likes  to  sell  eye  exercises.  For 
that  reason  I felt  that  Dr.  Pollack,  the  author, 
was  doing  a service  to  his  optometrist  colleagues  and 
to  others  alike. 

Emanuel  Krimsky,  M.D. 

745  Eastern  Parkway 
Brooklyn  13,  New  York 
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Smallest  Item  and  Biggest  Problem 


To  the  Editor: 


Where  Family  Budget  Goes 


Item 

1957 

Average  Income 

$5,520 

Food 

1,297 

Clothing 

423 

Housing 

1,183 

Taxes 

644 

Medical 

243 

Recreation 

287 

Furniture,  appliances 

343 

Transportation,  including  car 

488 

Insurance,  savings 

612 

Medical  care  remains  the  smallest 

item  in  the 

budget.  According  to  the  New  York  Times,  it  has 
been  4 to  5 per  cent  of  total  income  for  the  past 
twenty-five  years  and  is  less  than  is  spent  for  tobacco 
and  liquor.  Accordingly  the  enigma  remains  why 


is  it  the  biggest  problem  in  the  budget? 

Since  the  incidence  of  serious  or  catastrophic  ill- 
ness is  small  bv  comparison  to  the  total  ordinary 
illness,  and  since  medical  care  is  the  smallest  ex- 
pense in  the  family  budget,  why  is  it  made  a national 
problem?  These  facts  belie  the  heading  of  the  series 
of  five  articles  in  the  New  York  Times,  published 
serially  during  the  week  of  J anuary  7,  1957,  on 
“Medicine  Faces  Challenge:  How  to  Provide  Care 
for  All  ...”  The  challenge  remains  how  to  provide 
care  for  serious  prolonged  illnesses.  Ordinary 
medical  care  presents  no  problem.  The  $243  in 
the  above  table  includes  all  medical  care  (doctors, 
medicine,  nursing,  hospital,  etc.). 

B.  Garrison  Lipton,  M.D. 

161  West  86th  Street 
New  York  City 


Problems  in  Blood  Clotting  in  Obstetrics 


Of  late  years  it  has  been  observed  that  fatal 
obstetric  hemorrhage  may  be  due  to  a disturbance 
of  the  clotting  mechanism  in  which  marked  fibrino- 
gen depletion,  decline  of  prothrombin  activity,  and 
presence  of  circulating  fibrinolysin  are  character- 
istic. Blood-clotting  time  and  bleeding-time  de- 
terminations may  not  show  any  significant  altera- 
tions. Such  changes  may  occur  in  severe  abruptio 
placentae,  prolonged  retention  of  a dead  fetus  in  an 
Rh-isosensitized  mother,  toxemia  of  pregnancy, 
as  well  as  in  severe  transfusion  reactions,  severe 
burns,  and  crush  injuries.  Severe  afibrinogenemia 


and  fibrinolysis  of  the  clot  may  be  readily  detected 
by  (1)  the  clot-observation  test  of  Weiner  (Am.  J. 
Obst.  & Gynec.  66:  475,  1953)  and  (2)  the  Schneider 
titer-assay  method  (Am.  J.  Obst.  & Gynec.  64:  141, 
1952).  The  author  briefly  describes  these  tests 
and  outlines  prompt  procedures  if  they  reveal  the 
defects  enumerated.  Swift  recognition  of  these 
complications  of  pregnancy  and  administration  of 
fibrinogen  at  times  may  be  life-saving,  the  author 
says. 

— John  W.  Adams,  Jr.,  Journal  of  the  Tennes- 
see State  Medical  Association,  December,  1956 
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-fifty-first  annual 


DISTRICT  BRANCH  MEETINGS 

Medical  Society  of  the  State  of  Neiv  York 


EIGHTH  DISTRICT  BRANCH 


Wednesday,  September  18,  1957 
Kleinhans  Music  Hall,  The  Circle-1 1th  Street,  Buffalo 


Afternoon 

Noon  — Luncheon  Meeting  of  Advisory  Council 

1:30  p.m. — Registration 

Scientific  Program  Presented  by  the 
University  of  Buffalo  School  of  Medi- 
cine 

Panel  Discussions 

2:00  p.m. — ‘‘Practical  Management  of  the  Cancer 
Patient — Prevention,  Diagnosis,  Cure, 
and  Palliation” 

Joseph  E.  Sokal,  M.D.,  Assistant 
Professor  of  Medicine  at  the  Roswell 
Park  Memorial  Institute,  Moderator 
John  B.  Graham,  M.D.,  Chief  of  Can- 
cer Research  in  Gynecology,  Roswell 
Park  Memorial  Institute 
James  F.  Holland,  M.D.,  Assistant 
Professor  of  Medicine  at  the  Roswell 
Park  Memorial  Institute 
George  E.  Moore,  M.D.,  Associate 
Professor  of  Surgery  at  the  Roswell 
Park  Memorial  Institute 
Walter  T.  Murphy,  M.D.,  Associate 
Clinical  Professor  of  Radiology 

3:30  p.m. — “Rheumatic  Fever  and  Rheumatic 
Heart  Disease” 

Eugene  J.  Lippschutz,  M.D.,  Asso- 
ciate Professor  of  Medicine,  Moder- 
ator 


Woman’s  Auxiliary 

Noon  — Registration,  Twentieth  Century  Club, 

595  Delaware  Avenue,  Buffalo 

12:30  p.m. — Cocktails  and  Luncheon,  Twentieth 
Century  Club,  in  honor  of  Mrs. 
Leif  G.  Jensen,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 


1.  “Rheumatic  Fever  in  Children” 
Edward  C.  Lambert,  M.D.,  Asso- 
ciate Professor  of  Pediatrics 

2.  “Rheumatic  Fever  in  Adults” 
David  Iv.  Miller,  M.D.,  Professor 

of  Medicine 

3.  “Medical  Aspects  of  Rheumatic 

Heart  Disease” 

Dexter  S.  Levy,  M.D.,  Associate 
Clinical  Professor  of  Medicine 

4.  “Surgical  Aspects  of  Rheumatic 

Heart  Disease” 

Joseph  E.  MacManus,  M.D.,  Asso- 
ciate Clinical  Professor  of  Surgery 

5:00  p.m.  Business  Meeting 
Evening 

6:30  p.m. — Cocktails 

7:00  p.m.  -Dinner  and  Dancing 

Introduction  of  Officers 
Remarks:  Mrs.  Leif  G.  Jensen, 

Staten  Island,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
Address:  Leo  E.  Gibson,  M.D.,  Syra- 
cuse, President-Elect,  Medical  So- 
ciety of  the  State  of  New  York 

Dancing 


Welcome:  Mrs.  Roland  B.  Carr, 

Buffalo,  President,  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the 
County  of  Erie 

Address:  Mrs.  Leif  G.  Jensen,  Staten 
Island,  President,  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the 
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State  of  New  York 

Address:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President-Elect,  Woman's 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 

Discussion:  Led  by  Mrs.  Thomas 
F.  Houston,  Buffalo,  Eighth  District 
Councillor 

Fur  Fashion  Show,  presented  by  Joseph 
Palanker  and  Sons 

6:30  p.m. — Cocktails  and  Dinner  Dance,  Klein- 
hans  Music  Hall 

Officers — Eighth  District  Branch 

President Elmer  T.  MeGroder,  M.D.,  Buffalo 

President-Elect.  .VCMriA  M.  Anna,  M.D.,  Lockport 


Secretary Clyde  L.  Wilson,  M.D.,  Jamestown 

Treasurer Richard  A.  Loomis,  M.D.,  Spring- 

ville 


Presidents — Component  County  Medical 
Societies 


Allegany Kurt  Zinner,  M.D.,  Wellsville 

Cattaraugus.  . .Robert  D.  Kelsey,  M.D.,  Franklin- 
ville 

Chautauqua ...  Albert  W.  Rappole,  M.D.,  James- 
town 

Erie Matthew  L.  Carden,  M.D.,  Buffalo 

Genesee Joseph  F.  Krawczyk,  M.D.,  Batavia 

Niagara H.  Braden  Fitz-Gerald,  M.D.,  Lock- 

port 

Orleans Kenneth  J.  Clark,  M.D.,  Medina 

Wyoming James  D.  Norris,  M.D.,  Warsaw 


SECOND  DISTRICT  BRANCH 

Wednesday,  October  16,  1957 
Riverside  Inn,  Smitktown 


Evening 

7:00  p.m. — Cocktails 

7:45  p.m. — Dinner 

Introduction  of  Officers 
Address:  Thurman  B.  Givan,  M.D., 

President,  Medical  Society  of  the 
State  of  New  York 

Remarks:  Mrs.  Leif  G.  Jensen,  Presi- 
dent, Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York 
Address:  “Taxation  as  It  Affects  the 

Professional  Man,”  William  Power 
Maloney,  Esq.,  New  York  City 

Officers — Second  District  Branch 

President Arthur  E.  Corwith,  M.D., 

Bridgehampton 


First  Vice-President John  N.  Shell,  M.D.,  Free- 

port 

Second  Vice-President . . Charles  W.  Shlimbaum, 


M.D.,  Bay  Shore 

Secretary Albert  M.  Biglan,  M.D., 

Central  Islip 

Treasurer George  C.  Erickson,  M.D., 

Hempstead 


Presidents — Component  County  Medical 
Societies 

Nassau. . . .Ralph  S.  Emerson.  M.D.,  Roslyn  Heights 
Suffolk. . . . David  J.  Wexler,  M.D.,  Islip  Terrace 

Presidents— Woman’s  Auxiliaries  to  Com- 
ponent County  Medical  Societies 


Nassau Mrs.  C.  Milton  Meeks,  Manhasset 

Suffolk Mrs.  Charles  Shlimbaum,  Islip 


Although  heart  and  circulatory  disorders  cause 
more  deaths  than  all  other  diseases  combined, 
great  progress  has  been  made  against  certain  forms 
of  heart  disease,  according  to  Health  Information 
Foundation. 


Thanks  to  new  methods  of  fighting  rheumatic 
fever  and  rheumatic  heart  disease,  for  example, 
the  number  of  heart  disease  deaths  among  children 
one  to  fourteen  has  decreased  by  95  per  cent  since 
1900. 
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The  Medical  Clinics  of  North  America.  Phila- 
delphia Number.  November,  1956.  Index  1954- 
1956.  Octavo.  Illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1956.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $18  net;  paper,  $15 
net. 

The  recent  advances  made  in  the  field  of  otolaryn- 
gology are  brought  up  to  date  in  this  volume  of  the 
Medical  Clinics  of  North  America.  The  subjects  are 
well  chosen  and  well  discussed,  with  emphasis 
placed  on  the  practical  aspects.  This  includes  the 
diagnosis  and  treatment  of  many  conditions  such 
as  deafness  in  children  and  adults,  vertigo,  tinnitus 
and  hoarseness,  the  relationship  of  polio  to  tonsil- 
lectomy, and  allergy  to  sinusitis.  A chapter  on 
nontumorous  lesions  of  the  mouth  is  especially  inter- 
esting and  informative. 

These  are  the  baffling  problems  which  confront 
the  general  practitioner  daily  and  an  attempt  is 
made  to  point  out  the  advances  which  will  aid  in  the 
solution  of  these  problems. — Sydney  Shapin 

The  Clinical  Management  of  Varicose  Veins. 

By  David  Woolfolk  Barrow,  M.D.  Second  edition. 
Octavo  of  169  pages,  illustrated.  New  York,  a 
Hoeber-Harper  Book,  1957.  Cloth,  $6. 

One  of  the  most  disabling  of  man’s  ailments  is 
varicose  veins  of  the  lower  extremity.  It  is  a part 
of  the  penalty  we  must  pay  for  our  erect  posture. 
Barrow  has  written  an  excellent  monograph.  He 
performed  a valuable  service  in  giving  us  a treatise 
which  covers  the  essentials  of  this  condition.  The 
information  imparted  is  precise  and  simple.  Where 
detail  is  essential,  he  gives  minutia  of  procedure. 

The  illustrations  are  precise  and  carefully  exe- 
cuted. The  surgical  anatom}'  and  physiology  are 
carefully  discussed  in  straightforward  language. 
The  value  of  this  small  book  lies  in  its  practical  as- 
pects. Diagnosis  and  treatment  are  stressed.  A 
complex  ailment  is  presented  in  a manner  that  en- 
ables every  practitioner  to  handle  various  disabili- 
ties due  to  incompetence  of  the  venous  circulation 
of  the  lower  extremities. 

The  bibliography  is  extensive  and  well  docu- 
mented. 

We  recommend  this  treatise  for  all  practicing 
physicians  and  surgeons. — Alan  A.  Kane 

New  Bases  of  Electrocardiography.  By  Demetrio 
Sodi-Pallares,  M.D.  with  the  collaboration  of 
Royall  M.  Calder,  M.D.,  Editor,  English  transla- 
tion. Quarto  of  727  pages,  520  illustrations.  St. 
Louis,  C.V.  Mosby  Company,  1956.  Cloth,  $18.50. 

This  work  is  a fundamental  one  in  electrocardiog- 


raphy. It  contains  a systematic  presentation  of  the 
principles  of  electricity  and  electrophysiology  and 
makes  use  of  the  knowledge  gained  from  studies  of 
vectors  in  explaining  the  meaning  of  the  electro- 
cardiogram. For  the  serious  student  there  is  a 
liberal  use  of  mathematical  formulas  to  support 
theoretic  considerations.  This  reviewer  found  the 
sections  on  bundle  branch  block  and  infarction  of 
the  ventricular  septum  particularly  interesting  be- 
cause they  made  use  of  original  work  by  Sodi- 
Pallares  and  his  collaborators  in  intracavitary  po- 
tentials in  animals  and  in  man. 

This  book  is  highly  recommended  as  a fundamen- 
tal reference  work  and  should  be  in  the  library  of 
every  serious  student  of  electrocardiography. — 
Edwin  P.  Maynard,  Jr. 


Occupational  Health  Nursing.  By  Mary  Louise 
Brown,  R.N.  in  association  with  John  Wister  Meigs, 
M.D.  Octavo  of  276  pages.  New  York,  Springer 
Publishing  Company,  1956.  Cloth,  $4.50. 

This  book  was  written  with  the  dual  purpose  of 
orienting  the  student  or  graduate  nurse  who  is  in- 
terested in  industrial  nursing  and  in  serving  as  a 
guide  with  helpful  suggestions  to  practicing  indus- 
trial nurses.  It  serves  these  purposes  well.  It  is 
concise  yet  full  of  useful  information,  much  of  it  in 
outline  form. 

It  covers  the  broad  field  of  industrial  nursing, 
hence  the  title,  and  offers  a brief  bibliography  with 
each  chapter.  There  is  a detailed  table  giving 
numerous  sources  of  health  education  materials. 

It  can  be  recommended  to  the  nursing  profession 
as  a concise  and  easily  read  manual  of  Occupational 
Health  Nursing. — Nathan  Millman 


Surgery  in  World  War  H.  General  Surgery. 
Volume  II.  By  Medical  Department,  United  States 
Army.  Editor  in  Chief,  Col.  John  Boyd  Coates,  Jr., 
M.C.;  Editor  for  General  Surgery,  Michael  E. 
DeBakey,  M.D.;  Associate  Editors,  W.  Philip 
Giddings,  M.D.,  and  Elizabeth  M.  McFetridge, 
M.A.  Quarto  of  417  pages,  illustrated.  Washing- 
ton, D.C.,  Office  of  the  Surgeon  General,  Departs 
ment  of  the  Army,  1956.  Cloth,  $4.25. 

The  concept  of  prompt  surgical  intervention  in 
abdominal  injuries  was  made  practical  in  World 
War  II.  The  patient  was  given  every  aid  to  pre- 
pare him  for  this  prompt  surgery.  The  handling  of 
patients,  improved  anesthesia,  and  large  amounts 
of  blood  helped  to  get  patients  into  shape  for  sur- 
gery of  great  magnitude.  The  management  of 
wounds  of  the  rectum  and  large  bowel  by  colostomy 
with  or  without  exteriorization  was  an  important 
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departure.  It  played  a big  role  in  saving  lives. 
The  second  principle  that  was  important  was  that 
all  suspected  wounds  of  the  liver  should  be  explored, 
and  all  treated  by  adequate  drainage.  It  was 
learned  that  the  drains  must  be  kept  in  situ  until 
bile  drainage  ceased  completely.  This  usually  took 
ten  to  twelve  days.  Drains  were  shortened  gradu- 
ally, beginning  on  the  fourth  day.  They  were 
never  removed  in  toto  abruptly.  Transdiaphrag- 
matic  approach  to  thoracoabdominal  wounds  rep- 
resents a new  practice  in  military  surgery.  This 
technic  was  possible  because  of  the  availability  of 
competent  anesthetists  and  suitable  equipment. 

This  volume  is  a memorial  to  the  courage  and 
sound  professional  judgment  of  the  Medical  De- 
partment of  the  U.S.  Army. — Alan  A.  Kane 


Practitioners’  Conferences  Held  at  The  New 
York  Hospital-Comell  Medical  Center.  Edited  by 
Claude  E.  Forkner,  M.D.  Yol.  3.  Octavo  of  293 
pages,  illustrated.  New  York,  Appleton-Century- 
Crofts,  1956.  Cloth,  $6.75. 

This  is  the  third  in  a series  of  collections  of  the 
edited  transcripts  of  clinical  conferences  held  at  a 
leading  University  Hospital.  The  subjects  chosen 
encompass  a wide  panorama  of  common  conditions 
encountered  by  the  practicing  physician.  Usually 
this  is  a distinct  disease  entity  but  occasionally  the 
discussion  will  concern  itself  with  some  practical 
problem  of  symptomatology,  diagnostic  technic,  or 
therapeutic  regimen.  This  multifaceted  format 
makes  it  inconvenient  for  use  as  a reference  text, 
particularly  since  there  is  no  index,  but  each  topic 
is  provided  with  its  own  bibliography  and  each  book 
lists  the  table  of  contents  of  prior  volumes  as  well  as 
its  own. 

This  volume,  as  its  predecessors,  well  fulfills  its 
avowed  purpose  of  bringing  to  the  practicing  physi- 
cian much  of  the  valuable  teaching  material  avail- 
able to  students  and  house  staffs.  To  those  physi- 
cians who  dwell  too  far  from  metropolitan  cen- 
ters to  attend  such  conferences,  or  to  those  busy 
practitioners  who  merely  lack  time,  these  collections 
are  indeed  a boon. — Milton  B.  Spiegel 


The  Early  Detection  and  Prevention  of  Disease. 

Edited  by  John  P.  Hubbard,  M.D.  Octavo  of  350 
pages.  New  York,  The  Blakiston  Division,  Mc- 
Graw-Hill Book  Company,  1957.  Cloth,  $7.50. 

This  timely  volume  is  the  record  of  a symposium 
given  under  Dr.  Hubbard’s  direction  at  the  Univer- 
sity of  Pennsylvania.  It  is  a reflection  of  the  change 
of  attitude  towards  medicine  which  represents,  per- 
haps even  more  than  the  advent  of  antibiotics,  the 
new  era  in  medicine.  The  early  recognition  and  the 
prevention  of  disease  are  now,  or  should  be,  the  ob- 
jectives of  medical  practice.  This  first  approach 
to  the  subject  is  well  edited  and  intensely  interest- 
ing. There  are  one  or  two  omissions,  such  as 
atherosclerosis,  which  will  undoubtedly  be  remedied 
in  future  editions.  All  in  all,  it  is  a highly  credit- 
able venture. — Milton  Plotz 


Doctor  and  Patient  and  the  Law.  By  Louis  J. 
Regan,  M.D.  Third  edition.  Octavo  of  716 
pages.  St.  Louis,  C.  V.  Mosby  Company,  1956. 
Cloth,  $12.50. 

Although  this  book  is  intended  primarily  for  phy- 
sicians and  lawyers,  much  of  it  should  be  of  interest 
to  laymen. 

The  author  deals  with  the  many  points  of  contact 
between  law  and  medicine,  particularly  with  the 
contribution  which  medical  knowledge  makes  to  the 
administration  of  justice. 

The  average  physician  or  attorney  would  not  find 
time  to  read  this  book  from  cover  to  cover,  nor  would 
some  of  its  chapters  be  of  much  value  to  him.  How- 
ever, the  monograph  has  value  for  those  physicians 
who  possess  a law  degree  or  who  are  doctor-lawyers, 
as  well  as  those  who  engage  in  personal  injury  liti- 
gations.— S.  Ingram  Hyrkin 

Die  Uberfunktion  der  Nebennieren.  By  Rudolf 

Chwalla.  Octavo  of  330  pages.  Vienna,  Verlag 
fiir  Medizinische  Wissenschaften  Wilhelm  Maud- 
rich,  1955.  Cloth,  $11.52. 

This  voluminous  monograph  is  a concoction  of  a 
colorful  kaleidoscope  of  diseases  all  related,  accord- 
ing to  the  author,  to  hyperfunction  of  the  adrenal 
glands.  For  example:  exostosis,  arthritis,  bronchial 
asthma,  dural  endothelioma,  ovary  fibroid,  cystic 
kidneys,  prostate  hypertrophy,  prostate  carcinoma, 
bladder  papilloma,  myeloma,  status  thymolym- 
phaticus,  tonsillary  atrophy. 

It  is  unnecessary  to  discuss  how  problematic  it 
is  to  connect  all  these  diseases  etiologically  with  dys- 
function of  the  adrenal  glands.  Otherwise  the  typ- 
ical pictures  of  adrenal  tumors  and  hypertrophy  are 
explained.  The  pathologic  anatomic  findings  are 
very  superficial  and  not  impressive.  The  literature 
shows  how  intensely  the  author  tried  to  study  the 
subject. 

This  is  certainly  not  a book  to  be  recommended 
to  a student,  a general  practitioner,  or  a specialist. — 
George  Katz 

Collected  Papers  of  The  Mayo  Clinic  and  The 
Mayo  Foundation.  Edited  by  Richard  M.  Hewitt, 
M.D.,  A.B.  Xevling,  M.D.,  John  R.  Miner,  Sc.D., 
James  R.  Eckman,  Ph.D.,  et  al.,  Volume  XLVI. 
1954.  Octavo  of  843  pages,  illustrated.  Philadel- 
phia, W.  B.  Saunders  Company,  1955.  Cloth, 
$12.50. 

The  forty-sixth  annual  issue  of  this  publication 
presents  current ly  recognized  methods  of  surgical 
and  medical  treatment  for  the  practicing  surgeon 
and  physician. 

The  methods  of  contributors  appear  in  the  present 
volume  in  accordance  with  their  specialized  knowl- 
edge of  the  therapy  of  certain  disorders. 

The  contents  are  divided  into  sections,  comprising 
the  alimentary  and  genitourinary  tracts,  ductless 
glands,  blood  and  circulatory  organs,  dermatology, 
head,  trunk,  extremities,  thorax,  brain,  spinal  cord, 
nerves,  radiology,  physical  medicine,  anesthesia, 
and  many  miscellaneous  subjects. 
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This  is  a worthwhile  reference  book  for  the  general 
surgeon. — John  J.  Lille 

Women  Doctors  of  the  World.  By  Esther  Pohl 
Lovejoy,  M.D.  Octavo  of  413  pages,  illustrated. 
New  York,  The  Macmillan  Company,  1957.  Cloth, 
$5.95. 

Lovejoy ’s  book  is  an  encyclopedic  survey  of  the 
position  of  women  in  medicine.  There  is  a great 
deal  of  interest  for  the  general  reader  and  for  the 
specialist  in  medical  history.  A somewhat  abridged 
version  might  be  of  interest  for  young  women 
who  are  considering  medicine  as  a career. — Milton 
Flotz 

Analytical  Pathology.  Treatises  in  the  Perspec- 
tive of  Biology,  Chemistry,  and  Physics.  Edited  by 
Robert  C.  Mellors,  M.D.  Octavo  of  477  pages,  illus- 
trated. New  York,  The  Blakiston  Division,  Mc- 
Graw-Hill Book  Company,  Inc.,  1957.  Cloth,  $12. 

This  volume  by  authorities  in  several  branches  of 
medical  research  is  a reference  work  of  unusual 
value.  In  various  fields  such  as  cancer,  arterio- 
sclerosis and  hypertension,  inflammatory  and  vas- 
cular diseases  of  the  kidney,  hepatic  failure,  and 
others,  the  reader  is  presented  with  an  up-to-date 
analysis  of  recent  advances,  many  of  which  have  re- 
sulted from  the  application  of  newer  laboratory 
procedures.  The  book  emphasizes  the  ever-in- 
creasing  importance  of  viewing  pathology  and  med- 
icine in  the  perspective  of  biology,  chemistry,  and 
physics. 

The  numerous  references  at  the  end  of  each  chap- 
ter add  immeasurably  to  the  book’s  value. — 
Philip  G.  Cabaud 

A Course  in  Practical  Therapeutics.  By  Martin 
Emil  Rehfuss,  M.D.,  and  Alison  Howe  Price,  M.D. 
Third  edition.  Quarto  of  972  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1956.  Cloth,  $15. 

This  book  is  exactly  as  the  title  indicates,  prac- 
tical. The  rare  diseases  are  reported  and  discussed 
briefly,  but  the  common  ones  are  dealt  with  as 
neatly  and  completely  as  the  practicing  physician 
could  wish.  It  is  one  to  be  highly  recommended  to 
all,  especially  the  generalist. — Paul  I.  Kearney 

Fundamental  Considerations  in  Anesthesia.  Sec- 
ond edition.  By  Charles  L.  Burstein,  M.D. 
Octavo  of  219  pages,  illustrated.  New  York,  The 
Macmillan  Company,  1955.  Cloth,  $5.50. 

It  is  no  exaggeration  to  state  that  this  is  a growing 
classic  in  anesthesiology.  In  this  second  edition 
there  has  been  added  instructive  material  on  di- 
rect-writing electrocardiographs  and  electroen- 
cephalographs as  well  as  three  new  chapters  on  acute 
circulatory  arrest,  skeletal-muscle  relaxants,  and 
autonomic  ganglion  blockage.  In  regard  to  the 
autonomic  nervous  system  which  plays  such  a large 
part  in  the  fundamental  considerations  of  anesthesia, 
it  is  surprising  that  the  author  has  devoted  so  little 


space  to  it.  The  reviewer  was  disappointed  to  find 
that  this  subject  was  not  treated  at  greater  length 
in  this  edition  as  it  is  a fundamental  concept  which 
must  be  mastered  before  Fundamental  Considera- 
tions in  Anesthesia  can  be  digested.  With  this 
single  criticism  the  volume  has  the  full  praise  of  the 
reviewer  and  the  highest  recommendation  for  those 
who  are  interested  in  basic  principles  in  anesthesia. - 
Francis  P.  Ansbro 


Cancer  of  the  Lung.  Pathology,  Diagnosis,  and 
Treatment.  By  Milton  B.  Rosenblatt,  M.D.,  and 
James  R.  Lisa,  M.D.,  with  eight  contributors. 
Octavo  of  330  pages,  illustrated.  New  York,  Ox- 
ford University  Press,  1956.  Cloth,  $15. 

This  is  a comprehensive,  easily  read  text  which 
brings  our  knowledge  of  lung  cancer  up  to  date. 
The  contributors  are  such  outstanding  experts  as 
Drs.  Chevalier  Jackson,  Papanicolaou,  Foot,  Cham- 
berlain, Daniels,  Roswit,  Sala,  Rosenblatt,  and  Lisa. 

The  reviewer,  who  is  often  faced  with  the  frus- 
trations of  cancer  therapy,  is  occasionally  dis- 
couraged by  the  limitations  of  diagnosis  and  treat- 
ment. However,  the  stirrings  of  discovery  and 
progress  may  be  felt  on  all  fronts,  even  in  the  field 
of  lung  carcinoma,  where  there  is  room  for  great 
improvement. 

For  instance,  the  routine  use  of  the  Papanicolaou 
technic  on  sputa  taken  from  patients  suspected  of 
pulmonary  cancer  may  be  expected  to  accurately 
diagnose  about  90  per  cent  of  the  cases.  “The 
routine  examination  of  smears  of  sputum  is  definitely 
a ‘must’  in  the  diagnosis  of  cases  in  which  there  are 
persistent  symptoms  of  pulmonary  disease;  it 
should  be  just  as  mandatory  as  is  a search  for 
tubercle  bacilli.”  However,  there  is  no  public 
health  service  generally  available  where  these  sputa 
may  be  sent.  It  is  suggested  that  the  practitioner’s 
clinical  pathologist,  who  by  now  is  familiar  with 
the  Papanicolaou  technic,  examine  the  smears. 

The  recent  advances  in  thoracic  surgery  have 
made  possible  formidable  surgical  procedures  and 
one  should  no  longer  hesitate  to  refer  a patient  to 
the  thoracic  surgeon.  On  the  other  hand,  the  tho- 
racic surgeon  so  often  opens  the  chest  only  to  say 
that  the  process  is  inoperable  that  it  is  hoped  that 
his  criteria  for  operability  will  perhaps  be  sharpened 
with  experience.  For  the  time  being,  however, 
since  it  is  an  established  fact  that  some  broncho- 
genic carcinomas  can  be  cured  by  surgical  resection, 
it  is  probably  better  to  err  on  the  side  of  sending  all 
of  these  patients  to  the  thoracic  surgeon,  at  least  for 
his  opinion.  Chamberlain  and  Daniels  state  that 
the  present  technical  advances  in  thoracic  surgery 
have  arrived  at  the  point  where  surgical  skill  eclipses 
diagnostic  acuity.  In  15,000  collected  cases,  the 
average  incidence  of  operability  was  33  per  cent  and 
the  incidence  of  resectability  was  18  per  cent.  The 
only  hope  for  improvement  is  early  diagnosis  by  an 
alert  medical  profession. 

Possibly  the  greatest  benefit  to  the  general  prac- 
titioner from  the  reading  of  the  book  will  be  the 
realization  that  in  terms  of  palliation  a great  deal 
can  be  done  for  these  patients.  Palliative  surgical 
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and  radiotherapeutic  procedures  will  relieve  cough, 
stop  bleeding,  alleviate  pain,  reduce  effusion,  and 
prolong  comfortable  existence.  Nitrogen  mustard 
and  radioactive  isotopes  also  have  a realm  of  useful- 
ness. The  chapter  on  palliative  treatment  by  Ber- 
nard Roswit  is  worth  reading  even  if  the  whole  book 
is  not  read.  It  would  help  combat  the  nihilism  often 
encountered  in  everyday  practice  when  the  diag- 
nosis of  malignancy  is  made.  One  often  gets  the 
impression  that  the  general  practitioner  sometimes 
gives  up  when  the  diagnosis  is  made.  This  can  only 
mean  that  he  does  not  know  that  much  can  be  done 
for  his  patient. 

The  book  includes  a discussion  on  the  cigaret 
smoking-lung  cancer  problem.  This  reviewer  is 
willing  to  accept  the  evidence  that  cigaret  smoking 
and  lung  cancer  are  related.  However,  even  grant- 
ing the  possibility  that  this  is  not  so,  it  must  be  con- 
ceded that  the  suspicion  against  tobacco  has  not 
been  removed.  There  are  so  many  diseases  in 
which  the  use  of  tobacco  is  contraindicated — coro- 
nary disease,  Buerger’s  disease,  sinusitis,  duodenal 
ulcer,  to  name  a few — that  there  seems  little  point 
in  defending  its  use.  In  any  case,  the  mounting 
hazards  from  inhalation  of  radioactive  material  from 
atomic  explosions  will  some  day  dwarf  the  anxieties 
we  might  have  about  the  possible  dangers  of  cig- 
aret smoking.  Study  and  control  of  this  aspect 
of  contemporary'  life  undoubtedly  furnishes  a field 
of  prophylaxis  against  lung  cancer. — -Mortimer  R. 
Camiel 

A Textbook  of  Physiology.  Edited  by  John  F. 
Fulton,  M.D.  With  the  collaboration  of  Donald  H. 
Barron,  Ph.D.,  William  D.  Blake,  M.D.,  John  R. 
Brobeck,  M.D.,  George  R.  Cowgill,  Ph.D.,  Paul  F. 
Fenton,  Ph.D.,  et  al.  Seventeenth  edition.  Quarto 
of  1,275  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1955.  Cloth,  $13.50. 

This  textbook  represents  a successful  attempt  to 
preserve  that  which  has  been  tried  and  found  ade- 
quate in  medicine.  The  author  has  given  another 
edition  of  Howell’s  T extbook  of  Physiology  in  modern 
dress  as  a half  century  anniversary  reminder  com- 
memorating the  first  publication  of  this  standard 
text.  Of  course  the  book  has  been  brought  up  to 
date  and  several  of  the  chapters  have  been  rewritten 
in  the  light  of  recent  knowledge  and  advances.  The 
textbook  is  a must  in  the  library  of  any  physician. 
It  contains  readily  available  basic  material  for  the 
busy  practitioner  and  for  the  specialist.  For  the 
medical  student,  it  is  clearly'  written  and  should  be  a 
ready'  reference  book. — Irving  Greenfield 

Obstetrical  Practice.  By  Alfred  C.  Beck,  M.D., 
and  Alexander  H.  Rosenthal,  M.D.  Sixth  Edition. 
Quarto  of  1,066  pages,  illustrated.  Baltimore, 
Williams  & Wilkins  Company,  1955.  Cloth,  S12. 

This  edition  of  what  has  always  been  a complete 
and  thorough  treatment  of  the  specialty  of  obstet- 
rics  is  a credit  to  the  authors.  Modernized  to  con- 
tain the  latest  concepts  of  the  subject,  it  is  still  an 
excellent  textbook.  The  tyqie  is  easily  read,  and  the 


illustrations,  mostly  line  drawings  by  the  original 
author,  are  clear  and  meaningful.  Especially  good 
are  the  drawings  used  to  illustrate  operative  pro- 
cedures. 

The  subject  matter  has  been  greatly'  revised,  ob- 
stetric conditions  and  their  management  being 
thoroughly  and  completely'  discussed.  The  effects 
of  intercurrent  diseases  are  reconsidered  and  prompt 
further  limitations  in  the  indications  for  therapeutic 
abortions.  The  text  on  the  treatment  of  abortion  is 
rewritten.  Noted  also  is  the  newer  treatment  of 
syphilis,  the  lengthy  and  informative  discussion  of 
afibrinogenemia,  the  resuscitation  of  the  newborn 
by  the  newest  methods,  and  the  marked  revision  of 
the  chapter  on  anesthesia.  The  clarity  with  which 
the  mechanism  of  labor  is  described  adds  greatly  to 
the  value  of  this  book.  It  is  highly'  recommended  to 
all  practitioners  and  students  of  obstetrics. — 
William  C.  Meagher 

The  Shoulder  and  Environs.  By'  James  Bate- 
man, M.D.  Drawings  by  Louise  Gordon.  Quarto 
of  565  pages,  illustrated.  St.  Louis,  C.  V.  Mosby. 
Company',  1955.  Cloth,  $16.25. 

This  work  on  pathology  in  and  about  the  shoulder 
has  been  presented  in  an  excellent  manner  by'  Bate- 
man from  physiologic,  embry'ologic,  anatomic, 
pathologic,  and  therapeutic  standpoints.  The  book 
is  filled  with  anatomic  sketches  and  is  unique  in  so 
far  as  the  author  demonstrates  his  method  for  shoul- 
der arthrography  with  regard  to  shoulder  cuff  le- 
sions. 

The  entire  presentation  is  extremely'  concise  and 
pithy.  In  addition,  the  more  modern  concepts  of 
shoulder  pain  are  thoroughly  discussed  and  treat- 
ment outlined.  Bateman  has  succeeded  in  compil- 
ing extremely'  useful  material  for  a reference  book 
which  should  form  a portion  of  the  library  of  all 
orthopedic  surgeons. — Herbert  C.  Fett,  Jr. 

Bellevue  Is  My  Home.  By  Salvatore  R.  Cutolo, 
M.D.,  with  Arthur  and  Barbara  Gelb.  Octavo  of 
317  pages.  Garden  City,  N.Y.,  Doubleday  & Com- 
pany', 1956.  Cloth,  S4.00. 

The  story'  of  Bellevue  Hospital  is  bound  to  be  a 
fascinating  one.  As  related  by'  Cutolo  it  is  indeed 
monumental  and  inspiring.  Recital  of  the  statis- 
tics of  the  hospital  could  be  boring  in  the  extreme 
and  could  very'  easily  miss  the  humanitarian  aspects 
of  its  work.  This  pitfall  has  been  most  admirably' 
avoided  by'  Cutolo  and  his  assistants.  The  story  as 
unfolded  in  this  excellent  book  traces  the  history  of 
Bellevue  from  its  earliest  and  decidedly  sordid  begin- 
ning through  the  vicissitudes  of  growth  to  the  mag- 
nificent institution  of  healing  and  teaching  which  it  is 
today.  Humor  and  pathos  are  intermixed  in  a truly 
great  story'  of  human  endeavor  and  medical  achieve- 
ment.— Jerome  Weiss 

Cytology  of  the  Blood  and  Blood-Forming  Organs. 

By  Marcel  Bessis.  Translated  by  Eric  Ponder, 

[Continued  on  page  2732] 
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[Continued  from  page  2730  J 

M.D.  Quarto  of  629  pages,  illustrated.  New 
York,  Grime  & Stratton,  1956.  Cloth,  $22. 

This  is  one  of  the  most  valuable  treatises  on  hema- 
tology now  available  to  the  physician  and  re- 
search worker.  Many  chapters  contain  excellently 
reproduced  photographic  illustrations  of  the  de- 
tailed cytologic  appearances  of  blood  cells,  as  dem- 
onstrated especially  by  means  of  phase  contrast  and 
the  electron  microscope.  The  text  has  been  divided 
into  three  broad  divisions  in  which  the  chapters 
describe  the  technic  employed  in  the  stud}'  of  the 
cytology  of  blood  cells,  the  general  observations  of 
the  physiology  and  pathology  of  blood  cells,  and 
finally,  detailed  normal  physiology  and  pathology 
of  individual  cells  of  all  the  blood  cell  series.  Excel- 
lent bibliographies  accompany  most  of  the  chap- 
ters.— Caspar  G.  Burn 


Textbook  of  the  Principles  and  Practice  of  Nurs- 
ing. By  Bertha  Harmer,  R.N.  Revised  by  Virginia 
Henderson,  R.N.  Fifth  edition.  Octavo  of  1,250 
pages,  illustrated.  New  York,  Macmillan  Com- 
pany, 1955.  Cloth,  $7.00. 

The  fifth  edition  of  this  standard  nursing  text  en- 
compasses the  numerous  changes  in  nursing  tech- 
nics which  have  been  necessitated  by  the  recent 
studies  in  the  field  of  medicine  and  related  sciences. 

Underlying  scientific  principles  are  stressed  and 
receive  extensive  coverage.  Procedural  methods 
based  on  these  principles  are  suggested.  The  nurse, 
however,  is  encouraged  to  modify  these  methods 
when  neoessary,  without  sacrificing  the  principle. 
The  illustrations  accompanying  the  text  are  helpful, 
particularly  when  encountering  unfamiliar  equip- 
ment and  technics. 

This  book  is  of  primary  value  as  a source  of  ref- 
erence for  both  the  student  and  the  graduate  nurse 
since  it  offers  complete  coverage  of  nursing  tech- 
nics. The  young  student,  however,  would  need 
guidance  in  the  selection  of  pertinent  material. — 
Eileen  M.  Jones 


Handbook  of  Physical  Therapy.  By  Robert 
Shestack,  P.T.R.  Octavo  of  212  pages.  New 
York,  Springer  Publishing  Co.,  1956.  Cloth,  $4.25. 

In  actual  practice  of  physical  therapy  and  reha- 
bilitation it  is  the  physical  therapist  who  administers 
the  majority  of  the  treatments  which  the  physician 
has  ordered . Observations  by  the  physical  therapist 
can  supplement  those  of  the  physician  to  furnish  in- 
formation as  to  the  efficacy  of  various  modalities 
and  patient  reaction  to  them.  In  this  neat  volume 
the  author  has  presented  a very  complete  compila- 
tion of  the  modalities  currently  in  use  in  physical 
treatment.  Occasional  controversial  statements 
are  noted,  but  this  is  natural,  as  such  will  be  found 
in  any  well-written  work.  Outlines  of  exercises  for 
correction  of  many  conditions  are  clearly  presented 
and  help  to  make  the  book  a valuable  addition  to  the 
literature  of  physical  therapy. — Jerome  Weiss 


Diseases  of  the  Skin.  By  Richard  L.  Sutton, 
Jr.,  M.D.  Eleventh  edition.  Quarto  of  1,479 
pages,  1,972  illustrations.  St.  Louis,  C.  V.  Mosby 
Company,  1956.  Cloth,  $29.50. 

This  is  a tremendous  book.  It  is  a fitting  monu- 
ment to  the  author’s  father  who  contributed  so 
much  to  the  field  of  dermatology.  The  present 
volume  is  really  a group  of  books  describing  in  de- 
tail the  subject  or  subjects  under  discussion.  As 
an  example,  that  part  of  the  book  describing  dis- 
eases due  to  fungi  would  make  a book  of  200  pages. 
It  is  so  prodigious  in  size  that  if  space  were  not  con- 
served by  using  8 point  type  for  material  which 
the  author  thought  was  of  secondary  importance,  or 
the  6 point  type  used  for  listing  the  bibliographies, 
the  book  would  have  to  be  published  in  two  volumes. 

All  branches  of  dermatology  are  covered  in  detail. 
All  diseases,  varieties,  and  subvarieties,  are  taken 
care  of  with  the  most  meticulous  attention  paid  to  the 
fine  points  so  that  the  subject  is  completely  ex- 
hausted. The  book  is  profusely  illustrated  with  ex- 
cellent photographs  showing  in  fine  detail  the  pa- 
thology which  is  the  fundamental  base  in  making  a 
dermatologic  diagnosis. 

The  subject  matter  is  adequately  covered  by  an 
excellent  bibliography  which  is  up  to  date,  making 
the  task  of  reference  work  much  easier.  Classifi- 
cation of  causation  of  diseases  is  used  throughout, 
which  is  of  as  great  help  to  the  general  practitioner 
or  student  as  it  would  be  to  the  practicing  derma- 
tologist. 

The  therapy  is  modern,  up-to-date,  and  complete. 
All  phases,  modalities,  medicaments,  etc.  used  in 
dermatologic  therapeutics  are  discussed  affirma- 
tively and  negatively. 

Throughout  the  book  the  author  gives  his  own 
opinion,  based  on  his  experience,  whether  it  agrees 
with  the  subject  matter  or  not  insofar  as  etiology,  pa- 
thology, and  treatment  are  concerned.  This  charac- 
teristic makes  very  interesting  reading.  The  book 
is  a most  welcome  addition  to  the  dermatologic 
library  where  it  is  readily  available  to  the  student, 
general  practitioner,  the  teacher,  and  the  consult- 
ant.— George  F.  Price 


The  Office  Assistant.  In  Medical  Or  Dental 
Practice.  By  Portia  M.  Frederick  and  Carol 
Towner.  Octavo  of  351  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1956.  Cloth, 
$4.75. 

The  Office  Assistant  is  a thorough  volume  that  will 
be  of  value  to  any  young  woman  taking  a position 
in  a medical  or  dental  practice. — Lawrence  J. 
Dunn 


Hutchinson’s  Food  and  the  Principles  of  Dietet- 
ics. Revised  by  V.  H.  Mottram,  M.A.,  and  George 
Graham,  M.D.  Eleventh  edition.  Octavo  of  630 
pages,  illustrated.  London,  Edward  Arnold,  (Bal- 
timore, The  Williams  and  Wilkins  Company),  1956 
Cloth,  $8.25. 
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This  eleventh  edition  of  Hutchison’s  Food  and  the 
Principles  of  Dietetics  is  a continuation  and  revision 
of  former  works  in  the  field  of  nutrition.  In  general, 
there  is  good  discussion  about  the  basic  nutrients 
of  the  body  with  extensive  tables. 

The  preparation  of  food  is  well  covered.  As 
noted  in  previous  editions,  the  book  is  geared  to  a 
British  background  as  regards  nutritional  econom- 
ics, modern  kitchen  facilities,  the  system  of  weights 
and  measures,  and  food  habits.  Even  descriptions 
of  food  poisoning  epidemics  relate  to  experiences  in 
the  British  Isles  and  describe  the  most  important 
cause  as  lack  of  proper  refrigeration.  This,  of 
course,  is  not  too  applicable  to  the  United  States. 
As  a whole,  however,  the  physician  will  find  the 
book  satisfactory  and  will  particularly  like  the  dis- 
cussions of  the  therapeutic  dietary  of  the  most  im- 
portant diseases  in  which  dietotherapv  is  either 
specific  or  palliative.  The  doctor  can  also  avail 
himself  of  information  contained  in  the  chapter  on 
beverages,  including  detailed  data  on  tea,  coffee, 
milk,  and  those  beverages  with  variable  alcoholic 
content. 

The  reviewer  recommends  this  present  edition  for 
the  practitioner’s  office. — Morris  Ant 


Ciba  Foundation  Colloquia  on  Ageing.  V.2. 
Ageing  in  Transient  Tissues.  G.  E.  W.  Wolsten- 
holme,  M.B.,  and  Elaine  C.  P.  Millar,  Editors. 
Octavo  of  263  pages,  96  illustrations.  Boston, 
Little,  Brown  and  Company,  1956.  Cloth,  $6.75. 

The  Ciba  Foundation  has  come  out  with  yet  an- 
other excellent  symposium  to  add  to  its  list.  This 
one  on  ageing,  albeit  quite  technical,  has  much 
stimulating  information.  Nearly  all  the  material 
presented  is  derived  from  studies  on  animal  and 
plant  tissues.  There  is  a fascinating  study  on  sur- 
vival of  red  blood  cells  which  shows  that  the  success 
of  freezing  as  a means  of  suspending  viability  results 
not  so  much  from  slowing  metabolic  processes  as 
from  the  arrest  of  cellular  diffusion.  There  are  also 
other  interesting  papers  on  ageing  in  placental  and 
gonadal  tissues. 

Conferences  such  as  these  are  bound  to  produce 
answers  to  some  of  the  questions  on  ageing  that  dis- 
turb all  of  us.  The  problem  is  indeed  difficult,  es- 
pecially when  one  realizes  what  differences  of  opin- 
ion exist  in  producing  a suitable  definition  of  the 
words  “ageing”  and  “senescence.”  Any  one  who 
reads  this  book  will  find  it  most  thought-provoking. 

- — Felix  Taubman 


Of  Water,  Salt  and  Life.  An  Atlas  of  Fluid  and 
Electrolyte  Balance  in  Health  and  Disease.  Oc- 
tavo. N.p.  Illustrated.  Milwaukee,  Lakeside  Labo- 
ratories, 1956.  Cloth,  $7.50. 

This  is  an  atlas  which  depicts  fluid  and  electrolyte 
balance  in  health  and  disease.  The  entire  book  con- 
sists of  31  plates  and  the  interpretation  of  each  plate. 
These  plates  represent  an  attempt  to  reduce  the 
complexity  of  the  problem  of  the  physiologic  ram- 
ifications of  fluid  and  electrolyte  metabolism.  Ad- 
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equate  credit  is  given  to  many  investigators  whose 
thought  contributed  to  the  concepts  which  are  de- 
picted. 

The  graphic  devices  used  in  the  atlas  are  unique. 
These  are  the  diagrammatic  representations  of  the 
fluid  compartments  of  the  body;  the  adaptation  of 
the  Gamble  method  of  depicting  acid-base  balance  or 
cation-anion  balance  by  twin  columns  divided  into 
segments  representing  separate  electrolytes  in  pro- 
portion to  amounts  present  and  a diagrammatic 
version  of  the  nephron  and  its  relationship  to  clinical 
situations. 

Some  of  the  concepts  are  controversial. — Alan  A. 
Kane 

Clinical  Urology  for  General!  Practice.  By  Jus- 
tin J.  Cordonnier,  M.D.  Quarto  of  252  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1956.  Cloth,  $6.75. 

This  text  of  approximately  250  pages  is  a concise 
working  manual  that  efficiently  summarizes  the 
currently  accepted  theories  and  methods  of  urologic 
practice.  A minimum  of  controversial  material  is 
presented.  Where  several  methods  of  procedure 
are  in  frequent  use  the  author  indicates  his  own 
preference.  Dr.  Cordonnier’s  opinion  is  valuable  as 
he  is  Professor  of  Urology  at  Washington  University 
School  of  Medicine  and  has  had  extensive  clinical 
experience,  as  evidenced  by  numerous  previous  pub- 
lications. 

The  contents  of  the  book  are  presented  in  a very 
readable  manner.  The  illustrations  are  excellent 
but  your  reviewer  does  not  feel  that  a sufficient 
number  have  been  used.  The  organs  of  the  uro- 
genital system  are  so  placed  that  they'  are  affected 
by  and  can  readily  affect  organs  of  the  other  sys- 
tems. Usually  these  concepts  are  not  grasped 
easily  by  students  and  best  emphasized  by  profuse 
illustrations.  Perhaps  this  will  be  remedied  in  sub- 
sequent editions  of  this  lucid  text  that  should  prove 
as  helpful  to  students  and  practitioners  as  the 
author  intended. — Sidney  R.  Weinberg 

Lectures  on  the  Scientific  Basis  of  Medicine. 
Vol.  IV.  1954-55.  British  Postgraduate  Medical 
Federation,  University  of  London.  Octavo  of  397 
pages,  illustrated.  London,  University  of  London, 
The  Athlone  Press,  (New  York,  John  de  Graff), 
1956.  Cloth,  $6.50. 

This  is  the  most  recent  volume  taken  from  the 
annual  series  given  by  the  British  Postgraduate 
Medical  Federation  for  “young  research  workers 
and  future  consultants  and  specialists.”  It  is  the 
fitting  successor  to  its  fine  predecessors,  containing 
21  of  the  30-lecture  group  delivered  during  the 
academic  year.  A complete  list  of  titles  suggests 
that  the  lectures  not  represented  must  have  been  as 
intriguing  as  those  included  in  this  volume,  but  there 
can  be  no  argument  as  to  the  very  real,  often  sin- 
gular, merits  of  the  papers  selected.  Any  expressed 
preference  would  be  largely  a function  of  a reader’s 
particular  training  and  interest.  Certain  of  the 
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lectures  with  perhaps  more  generic  relevance  could 
be  unequivocally  recommended  to  physicians  in  all 
specialties  including:  Why  Biophysics,  The  New 
Look  in  Virus  Research,  Some  Chemical  Aspects  of 
Abnormal  Growth,  Laboratory  and  Chemical  Find- 
ings in  Hypersensitivity,  and  Histochemistry  and 
Its  Application  to  the  Basic  Sciences.  The  remain- 
der of  the  volume  has  fully  as  much  to  offer  every- 
one with  the  time  and  inclination  to  learn  more 
about  the  nature  and  direction  of  tomorrow’s  med- 
icine.— Robert  W.  Hillman 

A Manual  of  the  Common  Contagious  Diseases. 

By  Philip  Moen  Stimson,  M.D.,  and  Horace  Louis 
Hodes,  M.D.  Fifth  edition.  Duodecimo  of  624 
pages.  83  illustrations  and  10  plates,  8 in  color. 
Philadelphia,  Lea  & Febiger,  1956.  Cloth,  88.50. 

This  is  the  first  revision  during  the  past  nine  years. 
The  addition  of  Dr.  Horace  Hodes  to  a combined 
authorship  is  an  excellent  choice.  The  text  has 
undergone  a complete  and  detailed  overhauling  and 
every  aspect  of  every  subject  has  been  brought  up 
to  date. 

Chapter  one,  “Principles  of  Contagion,”  includes 
a concise  but  complete  exposition  of  the  most  impor- 
tant additions  to  our  knowledge  of  virology  in  gen- 
eral and  a9  they  pertain  to  the  common  contagious 
diseases. 

Chapter  three,  “Antibiotics  and  Sulfonamides,” 
gives  a short  but  thorough  summary  of  the  uses  and 
the  dosages  of  all  the  important  drugs  of  these  types 
in  the  treatment  of  the  common  contagious  diseases. 
It  is  heartening  to  find  that  the  authors  are  inclined 


to  favor  the  full  and  early  use  of  these  drugs  albeit 
before  the  definitive  bacteriologic  evidence  is  ob- 
tainable through  the  laboratory.  Heartening,  I 
mean,  to  the  practitioner  who  finds  himself  usually 
damned  academically  for  choosing  to  use  these 
drugs  early  and  freely  rather  than  to  use  symptom- 
relieving  drugs  which  could  not  have  under  any  con- 
ditions any  specific  effect  whatsoever. 

The  technical  details  for  the  manufacture  of  all  the 
biologic  preparations  used  in  the  prophylaxis  and 
treatment  of  the  common  communicable  diseases 
are  to  be  found  in  small  print  at  the  proper  places 
throughout  the  text. 

The  text  is  lucid;  the  illustrations  and  tables  are 
well  chosen;  the  whole  book  is  excellent. — Kenneth 
G. Jennings 

Internal  Medicine.  A Physiologic  and  Clinical 
Approach  to  Disease.  By  Robert  P.  McCombs, 
M.D.  Octavo  of  706  pages,  illustrated.  Chicago, 
The  Year  Book  Publishers,  1956.  Cloth,  $10. 

This  is  a good  elementary"  textbook  of  internal 
medicine.  It  omits  certain  important  more  highly 
specialized  subjects  such  as  neurology",  psychiatry, 
and  electrocardiography".  However,  others,  which 
are  just  as  highly  specialized,  such  as  gastroenter- 
ology and  endocrinology,  are  treated  fairly  compre- 
hensively. 

This  book  is  not  recommended  as  a reference 
work,  something  which  it  does  not  purport  to  be. 
As  a review  text  in  elementary  internal  medicine,  it 
is  recommended  for  its  clarity,  conciseness,  and 
soundness  of  the  material  presented. — Morris 
Zuckerbrod 


Books  for  review  should  he  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


Tobacco  Fashions 


When  the  natives  of  North  America  discovered  the 
Europeans  in  the  15th  century"  they"  introduced 
them  to  the  pleasures  of  tobacco — snuffed,  chewed, 
and  smoked.  The  form  in  which  it  was  used  in 
their  society  was  probably"  governed  to  some 
extent  by"  custom  and  fashion;  and  pipe-smoking 
certainly  had  some  religious  and  syunbolic  meanings. 
The  history  of  tobacco-taking  in  Europe  has  also 
been  strongly  influenced  by"  fashion,  which,  although 
partly  shaped  by  authority",  propaganda,  and  eco- 
nomics, owes  much  more  to  individual  desires  for 


novelty",  distinction,  emulation,  and  uniformity". 

In  England  pipe-smoking  became  the  fashion  of 
the  rich  in  the  late  16th  century",  and,  as  the  price 
of  tobacco  fell,  the  habit  spread  to  all  classes,  both 
sexes,  and  almost  all  ages;  by"  the  turn  of  the  cen- 
tury it  was  a national  pastime.  On  the  Continent, 
on  the  other  hand,  the  fashion  was  for  snuffing. 
There  was,  of  course,  much  opposition  to  all  forms 
of  tobacco  using;  and  the  first  important  book  against 
it — the  opinions  of  sundry"  learned  physicians — was 
[Continued  on  page  2738] 
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burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


in  bronchial  asthma 
paroxysmal  dyspnea 
‘MMl  Cheyne-Stokes  respiration 

***(5Tcir»s^ 


tablets,  ampuls,  powder  and  suppositories 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nucarpon* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


■"OWDEK  IN  ENVELOPES  OR  IN  TABLETS 

PBESTO-BOBO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 
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TOBACCO  FASHIONS 


[Continued  from  page  2736] 

published  as  early  as  1589.  Two  papal  Bulls  pro- 
claimed excommunication  for  being  found  guilty  of 
using  tobacco  in  the  churches  of  Seville  and  within 
the  walls  of  St.  Peter’s  in  Rome.  The  Greek 
Church  forbade  its  use  entirely;  and  in  Turkey, 
Persia,  and  India  the  death  penalty  was  prescribed. 
A Russian  tsar  decreed  that  for  the  first  offence  the 
culprit  should  be  whipped  and  for  the  second 
executed,  while  snuff-takers  were  to  have  their 
noses  cut  off;  and  Louis  XII  of  France  prohibited 
its  use  unless  ordered  by  a physician.  In  England, 
James  I imposed  a heavy  import  tax  in  1604  and 
published  his  renowned  Counterblaste  with  its 
bitter  invective  against  the  habit.  But  the  fashion 
grew.  Then,  in  the  early  years  of  the  18th  century, 
it  changed  rapidly  and  there  appears  to  have  been 
no  organised  propaganda,  legislation,  or  economic 
circumstance  to  account  for  this.  In  the  time  of  the 
Stuarts,  according  to  Sir  William  Besant,  “the  use  of 
tobacco  penetrated  all  ranks  and  classes  of  society. 
The  grave  divine,  the  soldier,  the  lawyer,  the 
gallant  about  town,  the  merchant,  the  craftsman, 
the  ’prentice,  all  used  pipes.  . . . People  went  to 
bed  with  tobacco  box  and  pipe  and  candle  on  a table 
by  the  bedside.  . .It  is  even  stated  that  the  very 
children  in  school  took  a pipe  of  tobacco  instead  of 
breakfast...”  But  by  the  end  of  Queen  Anne’s 
reign  the  pipe  had  been  deposed  and  the  English 
were  well  set  for  a century  of  snuff-taking. 

Snuffing  was  already  popular  among  all  classes  in 
France  and  in  Scotland  and  Ireland.  It  seems  prob- 
able that  in  England  it  grew  up  slowly  among  the 
“young  bloods”  as  a protest  against  the  excess  to 
which  smoking  had  been  carried  by  the  “lower 
orders.”  They  imported  the  habit  and  the  elegant 
ritual  of  snuff-taking  from  the  fashionable  French 
with  the  fastidious  attention  to  blend  and  perfume, 
the  exquisite  snuff-boxes,  the  tap  on  the  lid  and  the 
delicate  lifting  of  the  pinch  to  the  nose,  the  inaudible 
inhalation  and  elaborate  gestures  of  the  hands  and 
dainty  handkerchiefs.  These  affections,  of  course, 
were  scorned  by  men  such  as  Samuel  Johnson  who 
carried  their  snuff  loose  in  their  waistcoat  pockets; 
but  schools  of  etiquette  gave  instruction,  as  an 
advertisement  of  1711  states,  in  “the  exercise  of  the 
Snuff-box,  according  to  the  most  fashionable  Airs 

and  Notions with  the  best  plain  and  scented 

snuff.”  An  accident  of  war  may  have  contributed 
to  the  rapid  spread  of  the  habit.  In  1702,  50  tons 
of  fine  Havana  snuff  captured  in  Spanish  ships  were 
distributed  among  the  English  seamen  as  perquisites. 
They  sold  it  cheaply  in  England  and  flooded  the 
market  in  the  southern  counties  with  excellent  snuff 
at  3d.  or  4d.  a pound.  By  1720  a contemporary 
writer  was  able  to  say:  “The  world  has  taken  up  a 
ridiculous  fashion — the  excessive  use  of  snuff.  All 
nations  are  snuffing.  All  classes  snuff,  from  the 
highest  to  the  lowest. . . Both  sexes  snuff,  for  the 
fashion  was  spread  to  women;  the  ladies  began  it 
and  it  is  now  imitated  by  the  washerwomen.” 
Dr.  Johnson,  fifty  years  later,  remarked  that  “smok- 
ing has  gone  out.  To  be  sure,  it  is  a shocking  thing, 
blowing  smoke  out  of  our  mouths  into  other  people’s 


mouths,  eyes  and  noses. . . yet  I cannot  account 
why  a thing  that  requires  so  little  exertion  and  yet 
preserves  the  mind  from  the  total  vacuity,  should 
have  gone  out.”  According  to  Swift,  the  makers  of 
snuff  employed  “by  far  the  greatest  number  of 
hands  of  any  manufacture  of  the  kingdom.”  A 
snuff  house  was  opened  in  the  Haymarket  in  1720 
that  has  continued  to  blend  and  sell  snuff  without 
interruption  to  the  present  day.  The  ledgers  and 
records  provide  an  interesting  history  of  fashions 
in  the  use  of  tobacco  over  more  than  two  hundred 
years.  Queen  Charlotte— nicknamed  “snuffy  Char- 
lotte” was  a heavy  snuff-taker  and  regular  customer. 
Like  many  others  she  bought  snuff  by  the  pound, 
on  February  20,  1804,  ordering  12  lb.  of  “Marrocca” 
at  8s.  6d.  a pound  with  4s.  for  a “jar  and  bung”  and 
another  6 lb.  on  May*  26.  But  by  this  time  the  craze 
of  snuffing  was  waning.  The  mass  of  the  people, 
among  whom  pipe-smoking  had  never  lost  its  appeal, 
were  slowly  discarding  the  snuff  habit;  and  cigars 
were  becoming  more  popular  among  the  circles  in 
which  the  craze  had  originated.  Indeed,  it  reached 
a peak  of  fashionable  excess  in  the  time  of  the 
Prince  Regent  and  Beau  Brummell. 

By  the  middle  of  the  19th  century  the  famous 
Haymarket  shop  was  supplying  as  many  smokers  as 
snuffers,  and  in  1859  a work  on  the  habits  of  “grand 
society”  recorded  that  the  obsolete  custom  of 
snuffing  was  “retained  only  by  a few  old  gentle- 
men.” The  birth  of  cigar-smoking  has  been 
attributed  to  the  Peninsular  war  when  the  soldiers 
acquired  a taste  for  Spanish  cigars.  The  rise  of 
cigarette-smoking  has  been  linked  with  the  Crimean 
war  and  contact  with  the  customs  of  the  Turks  and 
Russians.  It  may  be  significant  that  the  snuff 
craze  began  about  the  time  of  the  extended  war  of 
the  Spanish  succession  on  the  Continent.  But 
changes  of  fashion  are  not  caused  by  single  circum- 
stances or  events,  though  these  may  precipitate  a 
change  when  the  communal  taste  is  ready  for  one. 
Both  the  sudden  fashion  of  snuffing  in  the  18th 
century  and  the  slower  return  to  smoking  in  the  19th 
century  followed  periods  when  the  habit  had  risen 
in  quantity  and  quality  to  new  heights  of  extrav- 
agance. It  may  be  that  the  people  were  satiated 
with  the  monotony  of  one  craze  and  ripe  for  the 
titillating  novelty  of  another. 

In  the  history  of  tobacco  up  to  the  appearance  of 
cigarettes  there  is  little  evidence  that  the  fashions 
were  greatly  influenced  by  the  efforts  of  the  tobacco 
trade.  In  the  second  half  of  the  19th  century, 
however,  tobacco  advertising  and  intense  competi- 
tion for  markets,  together  with  increased  production 
from  the  invention  of  the  cigarette-making  machine 
in  1880,  undoubtedly  influenced  the  fashion  of  smok- 
ing. In  the  past  forty  years  the  cigarette  craze 
has  blossomed  as  the  pipe  and  snuff  crazes  did  be- 
fore it.  Changes  of  fashion  can  still  happen  without 
prompting;  in  the  past  ten  years  snuff  sales  in  this 
country  have  been  slowly  but  steadily  rising  without 
the  aid  of  advertisement  or  preferential  tax.  The 
national  fashion  of  ubiquitous  cigarette-smoking 
may  perhaps  be  reaching  the  limit  of  tolerable  extrav- 
agance and  be  becoming  ripe  for  decline — The 
Lancet,  June  29,  1957 
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New  York  State  J.  Med. 


CLASSIFIED  ADVERTISING 


FOR  SALE 


Ideal  for  Physician  or  Dentist.  Corner  Colonial  house  with 
attached  spacious  offices.  4 Bedrooms.  35  baths.  Residen- 
tial section  in  a rapidly  growing  community.  Agent:  A. 
Leggett,  Inc.,  Nyaek,  N.Y.  Tel.  Nyack  7-3050,  or  call 
New  York  City,  RHinelander  4-4705. 


FOR  SALE 


HOME-OFFICE  COMBINATION,  CENTRAL  UP- 
STATE. COMPLETELY  FURNISHED  $18,000.  Will 
accept  only  $3,000  down  and  balance  at  your  own  terms. 
Lucrative  village  general  practice,  complete  Hospital  privi- 
leges. Will  introduce,  specializing.  Box  619,  N.  Y.  St.  Jr. 
Med. 


FOR  SALE 


Available  immediately  established  physician’s  home-office 
beautiful  9 rooms,  3 baths  ideal  location  Nassau  County 
excellent  opportunity.  Box  630,  N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE 


MASSAPEQUA,  choice.  AAA  top.  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity— doctor  sacrifice,  owner  Stechel,  Li  1-9340. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Orange  County:  Buy  this  busy  young  man’s  practice  for  less 
than  of  the  annual  gross.  Liberal  terms,  will  introduce. 
Specializing.  Box  604.  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St.  Jr. 
Med. 


PRACTICE  FOR  SALE 


$15,000  takes  fully  equipped  office  in  11-room  house.  Re- 
sort area  near  Rochester.  Large  fenced  yard,  good  school, 
open  accredited  hospital  near.  Can  be  fully  financed.  D. 
W.  Barton  M.D.,  Cohocton,  N.Y. 


New  York — Well  established  E-N-T  practice:  conveniently 

located  growing  Staten  Island,  easily  accessible  surburban 
area,  near  three  hospitals.  Fully  equipped  air-conditioned 
office;  records,  instruments  available;  attractive  rental 
terms.  Box  628,  N.  Y.  St.  Jr  Med. 


General  practice — Central  New  York  serving  2500.  Grossed 
$30,000  1956  (third  year).  Full  hospital  privileges.  Beauti- 
ful home.  Lease  on  fully  equipped  office.  Guaranteed 
income  first  year.  Near  lakes,  mountains,  summer  theaters, 
etc.  Terms.  Box  634,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


General  practice  well  established  grossing  over  S20.000  in 
Brooklyn,  New  York.  Leaving  for  speciality,  will  introduce. 
Box  642,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Beautiful  home,  attached  office.  30  minutes  from  New 
York  City.  Active  general  practice.  Box  640,  N.Y.  St. 
Jr.  Med. 


FOR  SALE 


Lucrative  general  medical  practice  free  with  purchase  of 
modern  air-conditioned  office  building,  70  miles  north  of 
New  York  City.  Box  637,  N.  Y.  St.  Jr.  Med. 


OFFICE  FOR  RENT 


Obstetrics  and  GYN.,  specialist  preferred.  Central  location 
of  growing  areas.  May  share  completely  equipped  office  of 
General  Practitioner.  Nassau  County.  Call  Wells  1-3384. 


FOR  RENT 


4 room  professional  corner  apartment  for  rent.  Separate 
entrance  formerly  occupied  by  a doctor.  $85 — rent.  Call 
evenings  Dewey  9-1324. 


Nassau:  Opportunity  for  G.  P.  or  Med.  Spec,  in  Air  Con- 

ditioned building.  Share  waiting  room  with  established 
dentist.  Box  547,  N.  Y.  St.  Jr.  Med.,  or  FR  8-7355. 


Just  completed  attractive  professional  offices  on  main  street 
newq  growing  section  Far  Rockaway.  Will  rent  whole  parcel 
or  individual  offices.  Rose  Kozlowsky,  37  Trinity  Place, 
Hewlett,  L.I.  Franklin  4-3647. 


OFFICE  SPACE  FOR  RENT 


SPACE  AVAILABLE  for  OBS-GYN  or  INTERNIST, 
PEDIATRICIAN  or  EENT  in  modern  professional  building 
situated  in  fastest  growing  high  income  residential-shopping 
section  of  STATEN  ISLAND.  Moderate  starting  rental. 
Immediate  occupancy.  Springstead.  HO  6-1100. 


FOR  RENT 


Four  room  downstairs  flat.  Excellent  for  Doctor’s  office 
with  ample  parking  space  in  rear!  Centrally  located  in  a 
professional  residential  section.  Rome.  N.  Y.  needs  more 
doctors  as  it  is  the  second  fastest  growing  city  in  New  York 
State.  We  have  Griffiss  Air  Base  and  several  large  indus- 
trial plants.  Three  large  hospitals  and  a population  ovei 
50,000.  Box  616  N.  Y.  St.  Jr.  Med. 


New  GLEN  OAKS  MEDICAL  CENTER— indiv.  suites— 
excellent  location — nr.  L.I.  Jewish — Hillside — anil  Creed- 
moor  Hospitals.  254-03  Union  Tpke.  Fieldstone  7-1943. 


Sunnyside,  Queens,  populated  area.  4-room  corner  apt. 
Office  and  Living,  fully  equipped  and  furnished.  Very 
reasonable.  After  14  years  leaving  for  specialty.  Box  629 
N.  Y.  St.  Jr.  Med. 


FOR  RENT 


PROCTOLOGIST:  Large  modern  centrally  located  Medi- 

cal Building  in  Suffolk  County.  Air-Cond.  Excellent  op- 
portunity. Write  Box  639,  N.  Y.  St.  Jr.  Med. 


SPECIALIST  WANTED 


Otolaryngologist  Wanted — Boards  or  Eligible  as  Associate 
in  private  practice,  suburban  New  York  City.  Salary  lead- 
ing to  partnership.  Personal,  professional  data  requested  in 
reply.  Box  614,  N.  Y.  St.  Jr.  Med. 


SPECIALIST  WANTED 


Excellent  opportunity  for  qualified  E.  N.  T.  man  psychiatrist, 
neurosurgeon,  allergist,  proctologist,  in  Long  Island  about  50 
miles  from  New  York  City.  Good  hospital  facilities  avail- 
able. Space  in  modern  air-conditioned  building  for  rent. 
Box  632,  N.  Y.  St.  Jr  Med. 


OB/GYN  FOR  ROCKLAND  COUNTY 


UNUSUAL  OPPORTUNITY'  TO  LOCATE  IN  NEW' 
YORK'S  FASTEST  GROW'ING  COUNTY'  25  miles  north 
of  New  Y'ork  City.  Historical  corner  converted  to  air-con- 
ditioned professional  offices.  Dentist  and  Internist  already 
established  in  project.  W'rite  Riverstrip,  Nyack,  N.  Y’.  or 
telephone  Nyack  7-0063. 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  AUGUST  15,  1957—24,501 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . 

Cayuga 

Chautauqua. . . 

Chemung 

Chenango .... 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis  

Livingston.  . . . 

Madison 

Monroe 

Montgomery. . 

Nassau 

New  York.  . . . 

Niagara  

Oneida 

Onondaga .... 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady  . 
Schoharie .... 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan. 

Tioga 

Tompkins .... 

Ulster 

Warren  

Washington  .. 

Wayne 

Westchester  . 

Wyoming 

Yates 


Albert  Vander  Veer,  2nd. . . . Albany 


Kurt  Zinner WellsviUe 

George  Schwartz New  York 

James  L.  Palmer Binghamton 

James  A.  Wintermantel Olean 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Carl  G.  Whitbeck Warren 

Robert  T.  Corey Cortland 

Scott  L.  Bennett Hancock 

Frank  A.  Gagan Poughkeepsie 

Matthew  L Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . .GloversviUe 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss  Amsterdam 

Ralph  S.  Emerson.  .Roslyn  Heights 

Philip  D.  Allen New  York 

Charles  M.  Dake,  Jr.. . Niagara  Falls 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

Rudolph  F.  Hust Unadilla 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence.  Jr..  . . Flushing 

Marshall  W.  Quandt Troy 

Cyril  M.  Levin .Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell . . . Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelinandine.  Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl llammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  n.  Romaok.  . Cambridge 
Thomas  C.  Hobbie.  . . . . .Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

John  L.  Shultz Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

William  F.  Hughes Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus..  .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H . Van  Dyke Malone 

John  W.  Esper GloversviUe 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon . . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

Charles  Greenberg Sonyea 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Iouis  Bush Baldwin 

William  L.  Wheeler.  Jr..  .New  York 

John  T.  Donovan.  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham .. Canandaigua 

Earl  C.  Waterhury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

Hans  E.  Wilk Oneonta 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

William  A.  Schwarz.  Staten  Island 

Leo  G.  Weishaar.  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Arayot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague.  . . Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Homell 

Benjamin  L.  Feuerstein  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Kruradieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Joseph  A.  Landy Bronx 

Alden  K.  Boyd Binghamton 

James  Durkin Olean 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 
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New  York  State  J.  Med. 


WANTED 


Associate  to  busy  general  practitioner  in  Brooklyn,  New 
York.  To  succeed  after  early  retirement.  Box  641,  N.  Y. 
St.  Jr.  Med. 


WANTED 


Psychiatrist  wanted  for  general  hospital  and  diagnostic 
clinic.  Must  be  Board  eligible.  Salary  open,  retirement 
plan,  excellent  living  and  working  conditions  in  the  Finger 
Lakes  area.  Apply  Dr.  B.  A.  Watson,  Superintendent, 
Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs, 
New  York. 


WANTED 


Orthopedic  Surgeon  wanted  for  general  hospital  and 
diagnostic  clinic.  Must  be  Board  eligible.  Salary  open, 
retirement  plan,  excellent  living  and  working  conditions  in 
the  Finger  Lakes  area.  Apply  Dr.  B.  A.  Watson.  Super- 
intendent, Clifton  Springs  Sanitarium  and  Clinic,  Clifton 
Springs,  New  York. 


PHYSICIAN  WANTED 


Progressive  Central  New  York  community  of  5000  requires 
general  practitioner.  Locate  permanently.  Obstetrics  es- 
sential. Local  M.D.s  (3)  endorse.  Industrial,  farm,  vaca- 
tion area.  Write  Health  Committe,  Chamber  of  Commerce, 
Camden,  N.  Y. 


WANTED 


Ophthalmologist  wanted  for  general  hospital  and  diagnostic 
clinic.  Must  be  Board  eligible.  Salary  open,  retirement 
plan,  excellent  living  and  working  conditions  in  the  Finger 
Lakes  area.  Apply  Dr.  B.  A.  Watson,  Superintendent. 
Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs,  New 
York. 


HALF-TIME  PSYCHIATRISTS  wanted.  Inquire  Do- 
mestic Relations  Court,  135  East  22nd  Street,  Telephone: 
A1  4-1900,  extension  56. 


WANTED 


General  practitioner  well  trained  to  associate  with  general 
practitioner  in  verv  active  practice  in  Brooklyn.  Box  635, 
N.  Y.  St.  Jr.  Med. 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Radiologist,  Board  certified,  desires  location  anywhere  in 
N.  Y.  State  or  vicinity.  Box  638,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist — certified,  31,  DNB;  family;  completing  military 
service,  January.  1958;  teaching  hospital  trained;  in- 
terested clinical  medicine,  cardiology;  seeks  group,  solo, 
associateship,  partnership  or  permanent  job;  no  rural, 
general  practice.  Box  626,  N.  Y.  St.  Jr.  Med. 


SERVICES 


Electrocardiographic  interpretations.  Certified  N.  Y.  C. 
Internist,  for  doctor,  hospital,  group,  etc.  Mounted  or  un- 
mounted. Any  number  of  leads.  Reports  sent  by  return 
airmail.  Monthly  billing.  First  report  sent  gratis  for  your 
judgment.  Box  119,  N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 '/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st.  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St..  N.  Y.  C.  EN2-6845  and  HO4-1100. 


RESIDENTS  WANTED 


Unexpected  opening  for  American  Board  Approved 
Orthopedic  Senior  Residency  has  occurred  at  new,  large, 
New  York  City  Hospital,  closely  affiliated  with  Medical 
College.  Box  620,  N.  Y.  St.  Jr.  Med. 


WANTED 


Resident  opening;  Medicine — Surgery — Fully  approved 
three  3rear  program.  Salary  with  complete  maintenance. 
Housing  available  if  married.  Apply  Dr.  B.  A.  Watson, 
Supt.,  Clifton  Springs  Sanitarium  and  Clinic.  Clifton  Springs, 
New  York. 


CALIFORNIA  STATE 

assignments  for 

PHYSICIANS  AND  PSYCHIATRISTS 

Three  salary  groups:  $11,400 — 12/00 
12,000—13,200 
13,200—14,400 

Streamlined  employment  procedures — 
interview  only. 

U.  S.  citizenship  and  possession 
of,  or  eligibility  for 
Calif,  license  required. 

Write: 

Medical  Recruitment  Unit,  Box  B 
State  Personnel  Board,  801  Capitol  Avenue 
Sacramento,  California. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion; 

One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times.  . . .90 

24  Consecutive  times  . . .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 
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for  your  hay-fever  patient: 

continuous  antihistaminic  protection 


with  a single  capsule  ql2h 

Teldrin*  Spansule 

chlorprophenpyridamine  maleate  sustained  release  capsules,  S.K.F. 


12  mg.  for  adults  and  older  children 
8 mg.  for  younger  children 


One  capsule  on  arising  gives  daylong 
relief  from  annoying  sneezing,  nasal  dis- 
charge and  itching  eyes. 


One  capsule  at  bedtime  gives  nightlong 
protection  against  sleep-hindering  nasal 
stuffiness  and  pre-dawn  allergic  attacks. 


made  only  by  Smith , Kline  & French  Laboratories,  Philadelphia 
first  J in  sustained  release  oral  medication 


*T.M.  Reg.  U.S.  Pat.  Off. 


Men  Constantly  on  Their  Feet... 

physiologically  prone  to  hemorrhoids 


PNS® 


SUPPOSITORIES 


RELIEVE  PAIN 
REDUCE  SWELLING 
PROTECT  AGAINST  INFECTION 


combine 

three  outstanding, 
dependable  therapeutic  agents: 


Pontocaine®  hydrochloride 10  mg. 

N eo-Synephrine®  hydrochloride 5 mg. 

Sulfamylon®  hydrochloride 200  mg. 

Bismuth  subgallate 100  mg. 

Balsam  of  Peru 50  mg. 


— in  a cacao  butter  base  — 


boxes  of  12. 


LABORATORIES 

NEW  YORK  18,  N.Y.  • WINDSOR,  ONT. 


As  an  added  measure  to  promote 
rectal  comfort,  add  MUCILOSE® 
to  the  patient's  diet. 

This  lubricating,  nonirritating 
bulk  laxative  will  keep  stool 
consistency  soft  and 
facilitate  evacuation. 


Supplied  in 


PNS,  Pontocaine  (brand  of  tetracaine),  Neo-Synephrine 
(brand  of  phenylephrine),  Sulfamylon  (brand  of  mafenide) 
and  Mucilose,  trademarks  reg.  U.  S.  Pat.  Off. 
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appetites 


with 


LYSINE-VITAMIN  SUPPLEMENT  LEPERLE 


Finicky  eaters  are  headed  for  a fast  nutritional 
build-up  with  Incremin  — tasty  appetite  stimulant. 

Incremin  offers  1-Lysine  for  improved  protein 
utilization,  and  essential  vitamins  for  their  stimu- 
lating effect  on  appetite. 

Tasty  Incremin  is  available  in  either  Drops  or 
Tablets.  Caramel-flavored  Tablets  may  be  orally 
dissolved,  chewed  or  swallowed.  Cherry-flavored 
Drops  may  be  mixed  with  milk,  formula  or  other 
liquid.  Tablets:  bottles  of  30.  Drops:  plastic  drop- 
per-type bottle  of  15  cc. 

Each  Incremin  Tablet 

or  each  cc.  of  Incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (Be)  5 mg. 

Vitamin  Bi?  25  mcgm.  (Incremin  Drops  contain  1% 
Thiamine  (Bi)  10  mg.  alcohol) 

Dosage:  only  1 Incremin  Tablet  or  10-20  Incremin 
Drops  daily. 


2744 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


controls 

gastrointestinal  dysfunction 

at  cerebral  and  peripheral  levels 

tranquilization  without 
barbiturate  loginess 

spasmolysis  without 
belladonna-like  side  effects 

for  duodena!  ulcer  • gastric  ulcer  • intestinal  colic 
spasmic  and  irritable  colon  • ileitis  • esophageal  spasm 
6.  4 symptoms  of  anxiety  states 


prescribe 
1 tablet  t.i.d.  at 
mealtime  and 
2 at  bedtime. 


Formula : 


Mil  town®  O anticholinergic 


Mil  town  r ( meprobamate) 

400  mg.  ( 2 - methyl  - 2 - n - 
propyl- 1,  3- propanediol 
dicarbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  2.5  mg. 

( 3 - diethylamino-  1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol -ethiodide) 


1.  Wolf  <£*  Wolff,  Human  Gastric  F uncliam 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


now  . . care  of  the  man 
rather  than  merely  his  stomach”1 


anticholinergu 


Miltown® 


Literature,  samples,  and 
personally  imprinted  perplic  nicer 
diet  booklets  on  requesL 
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Scientific  Articles 

Merit  H.  Cash  Prize  Essay — 1957 — The  Pathogenesis  of  Cardiac  Edema,  Emanuel  Gold- 


berger,  M.D 2797 

Facial  Pain,  Its  Differential  Diagnosis  and  Treatment,  Dogan  M . Perese,  M.D 2807 

The  Psychosomatic  Management  of  Obesity,  Harold  /.  Kaplan,  M.D..  Helen  S.  Kaplan,  Ph.D., 
and  Harold  L.  Leder,  M .D 2815 
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Etiology  and  Symptomatology  of  Temporomandibular  Joint  Disturbances,  Arthur  S.  Freese, 

D.D.S 2837 

Recent  Experiences  with  a Nonbarbiturate  Sedative,  Irving  Leinwand,  M.D 2842 

Recent  Advances  in  Medicine  and  Surgery 

Recent  Advances  in  the  Study  and  Treatment  of  Urolithiasis,  John  R.  Herman,  M.D.,  F.A.C.S..  2844 

Perinatal  Mortality  Conference 

Panel  Discussion — Postmaturity,  Martin  L.  Stone,  M.D.,  Moderator . Lawrence  B.  Slobody, 

M.D.,  Carl  Zelson,  M.D.,  Edwin  M . Gold,  M.D. , and  Myron  Gordon,  M.D 2853 

Case  Reports 

A Case  of  Cushing’s  Syndrome  with  Mental  Symptoms,  Herbert  Berger,  M.D.,  F.A.C.P 2859 

Meckel’s  Diverticulum  with  Accessory  Distal  Diverticulum,  Walter  R.  Gillette,  Jr.,  M.D.,  and 
Paul  E.  Zoltowski,  M.D.,  F.A.C.S. . . 2864 
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For  anxiety , tension 
and  muscle  spasm 
in  everyday  practice. 

■ well  suited  for  prolonged 
therapy 

■ well  tolerated,  relatively 
nontoxic 

■ no  blood  dyscrasias,  liver 
toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

■ orally  effective  within 
30  minutes  for  a period  of 
6 hours 


RELAXES  BOTH  MIND  AND  MUSCLE 

WITHOUT  IMPAIRING  MENTAL  OR  PHYSICAL  EFFICIENCY 


Milt  own 

tranquilizer  with  muscle-relaxant  action 


2-methyl-2-ll-propyl- 1,3-propanediol 
dicacbamate  — U.  S.  Patent  2,724,720 


Supplied:  400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 

Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 


Literature  and  samples  available  on  request 


•£f  WALLACE  LABORATORIES 
Neu>  Brunswick,  N.  J. 
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/ Simplified  dosage* 

NOW  ( t0  Prevent 

\ Angina  Pectoris 

Metamine 


Triethanolamine  trinitrate  biphosphate,  Leeming,  10  mg, 


*Usual  dose:  Just  1 tablet  upon  arising  and  one  before  the  evening  meal.  Bottles 
of  50  tablets.  Thos.  Leeming  & Co.,  Inc.,  155  East  44th  Street,  N.Y.  17,  N.Y. 
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INCERT 


new. . . 


unique 

one-step  additive  vial 
saves  time , labor  and 
money  in  your  hospital 


NO  AMPULES  ...  NO  NEEDLES 
. . . NO  SYRINGES 

Simply  remove  tamperproof  cover  of  INCERT 
and  push  sterile  plug-in  through  large  hole  in 
stopper  of  solution  bottle.  It’s  that  easy... 
and  a completely  closed,  sterile  system. 

EXCLUSIVE  HOSPITAL-USE  FEATURES 

CONSERVES  TIME  — Instantaneous  automatic  sup- 
plementation of  bulk  parenteral  solutions. 

COMPLETELY  STERILE— Closed  system,  from  prepa- 
ration to  administration. 

ECONOMICAL— Cuts  labor  and  expense  by  eliminating 
ampules,  needles  and  syringes. 

SIMPLE  TO  USE  — A foolproof  system  that  eases  the 
hospital  care  load. 

INCERT  SYSTEM  is  an  original  develop- 
ment of  Travenol  Laboratories,  Inc.  Complete 
literature  and  samples  on  request. 


IN  INCERT  SYSTEM 
FOR  ADDITION  TO 
PARENTERAL  SOLUTIONS 


VI-CERT— 

| Lyophilized  B vitamins  with  C. 


SUCCINYLCHOLINE  CHLORIDE  SO- 
LUTION—for  skeletal  muscle  relaxa- 
tion, 500  mg.  in  5 cc.  sterile  solution; 
1000  mg.  in  10  cc.  sterile  solution. 

POTASSIUM  CHLORIDE  SOLUTION- 

20  mEg.  K+  and  Cl-  (1.5  gm.)  in  10 
cc.  sterile  solution.  40  mEg.  K+  and 
CL  (3.0  gm.)  in  10  cc.  sterile  solution. 

POTASSIUM  PHOSPHATE  SOLUTION 

— 30  mEg.  K+  and  HP04=  in  10  cc. 
sterile  solution. 

CALCIUM  LEVULINATE  SOLUTION- 

10%  solution,  1.0  gm.  (6.5  mEg.  of 
calcium  in  10  cc.  sterile  solutioh). 


TRAVENOL  LABORATORIES,  INC. 


Pharmaceuticals  Products  Division  of  BAXTER  LABORATORIES,  INC. 
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In  Skeletal  Muscle  Spasm 

. . Disipal  is  an  orally  effective  and  safe 
antispasmodic  drug.  Results  are  prompt, 
and  gratifying  to  the  patient.  The  number  of 
office  visits  ...  is  reduced  significantly.  The 
dosage  schedule  is  simple,  and  side  actions 
are  minimal  . . ” 


Finch,  J.W.:  Clinical  Trial  of  Orphena* 
drine  (Disipal)  in  Skeletal  Muscle  Dis- 
orders. To  be  published. 


Brand  of  Orphenadrine  HCI 


ADVANTAGES 

Speedy  relief  of  muscle  spasm 
Orally  effective 
Relatively  long-acting' 

Minimal  side  actions 
Mildly  euphoric 
Nonsoporific 
Tolerance  no  problem 
No  known  organic  contra- 
indications 
Economical 

INDICATIONS 

Parkinsonism 

• 

Muscle  spasm  due  to 
Sprains 
Strains 

Herniated  interver- 
tebral disc 
Fibrositis 
Low  back  pain 
Whiplash  injuries 
Noninflammatory  rheumatic 
and  arthritic  states 
Torticollis 


In  Parkinsonism 


“ In  a series  of  176  patients  ...  a valuable 
adjunct  to  therapy  ...  a highly  selective 
action  . . . that  cannot  be  duplicated  by 
any  other  current  remedy  . . . effective 
as  a euphoriant  . . . and  as  an  energizing 
agent  against  weakness,  fatigue,  ady- 
namia, and  akinesia  . . . potent  action 
against  sialorrhea,  diaphoresis,  oculo- 
gyria,  and  blepharospasm  . . . also  lessens 
rigidity  and  tremor  . . . harmless  . . . 
minimal  side-reactions  . . . safe  . . . even 
in  cases  complicated  by  glaucoma.” 

Doshay,  L.J.,  and  Constable,  K.:  Treatment  of  Paralysis  Agitans 
with  Orphenadrine  (Disipal)  Hydrochloride:  Results  in  One 
Hundred  Seventy-Six  Cases,  J.A.M.A.  763:1352  (Apr.  13)  1957. 


Dosage:  1 tablet  (50  mg.)  t.i.d.  In  Park- 
insonism, when  used  in  combination  with 
other  drugs,  smaller  dosage  may  suffice. 


ikeri 


♦Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.S.  Patent  No.  2,567,351.  Other  patents  pending. 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  “predni-steroids” 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy , 


‘Co-Deltra’  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing — and 
smoother  control— in  bron- 
chial asthma  or  stubborn 
respiratory  allergies. 

supplied:  Multiple  Compressed 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy- 
deltra’  in  bottles  of  30,  100,  and 
500. 


CoDeltra 


(Prednisone  buffered) 


2.5  mg.  or  5.0  mg. 
of  prednisone  or 
prednisolone,  plus 
300  mg.  of  dried 
aluminum 
hydroxide 
gel  and  50  mg. 
of  magnesium 
trisilicate. 


CoHydeltra 


•CO-DELTRA*  and  ‘CO-HYDELTRA*  are 
registered  trademarks  of  Merck  &.  Co..  Inc. 


MERCK  SHARP  6c  DOHME 

DIVISION  OF  MERCK  & CO..  INC. 
PHILADELPHIA  1.  PA. 
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JUST  AS  A REMINDER 

^£f/l/7T to f 


AURALGAN 


IN  ACUTE  OTITIS  MEDIA 
SAFE  AURALGESIC 
AND  DECONGESTANT 


O-TOS-MO-SAN 


BROAD-SPECTRUM 
THERAPY  WITHOUT 
ANTIBIOTICS 


RHINALGAN 


"NOT  JUST  ANOTHER 
DECONGESTANT” 


FOR  INFECTIOUS 
AND  NON-INFECTIOUS 
THROAT  INVOLVEMENTS 


D O H O CHEMICAL  CORP.,  100  VARICK  ST.,  NEW  YORK  13,  N.Y. 
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SEARLE  STEROID 
RESEARCH  ANNOUNCES 


EJ  NOVI  ID 

BRAND  OF  NORETHYNODREL  WITH  ETHYNYLESTRADIOL  3-METHYL  ETHER 


* 


rr 

4 


new  oral  synthetic  endometropin 

for  control  of  menstrual  irregularities  ; 

r- 

Lnovid  contains  norethynodrel,  a new  synthetic  endometropic  steroid  1 
with  strong  progestational  and  slight  estrogenic  activity.  The  estrogenic 
activity  is  enhanced  by  ethynylestradiol  3-methyl  ether.  i 

Enovid  simulates  the  normal  ovarian  activity  necessary  to  the  main-  t 
tenance  of  regular  menstrual  cycles. 

Acting  on  the  endometrium,  the  vaginal  mucosa  and  the  anterior  pitui-  • 
tary,  Enovid  therapy  has  proved  effective  in  the  regulative  control  of 
such  irregularities  as  primary  and  secondary  amenorrhea1-3,  dysmen- 
orrhea4, prolonged  or  excessive  menstrual  bleeding1-5  and  distressing 
premenstrual  tension5. 
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INDICATIONS  AND  DOSAGE  GUIDE  FOR  ENOVID 

CONDITIONS 

FIRST  CYCLE 

SECOND  AND  THIRD 
SUCCEEDING  CYCLES 

Amenorrhea 
(Primary  or 
Secondary) 

One  tablet  daily  for  20  days  to 
establish  cycle 

One  tablet  daily  from  day 
5 to  day  25* 

Metrorrhagia 

One  or  two  tablets  daily  to  day  25 
or  for  10  days  to  establish  eyelet 

Same  as  above 

Menorrhagia 

One  or  two  tablets  daily  through 
balance  of  eyelet 

Same  as  above 

Oligomenorrhea 

One  tablet  daily  from 
day  5 to  day  25* 

Same  as  above 

Dysmenorrhea 

One  tablet  daily  from 
day  5 to  day  25t 

Same  as  above 

Premenstrual 

Tension 

One  tablet  daily  from 
day  15  to  day  25§ 

Same  as  for  first  cycle 

Inadequate 
Luteal  Phase 

One  tablet  daily  from 
day  1 5 to  day  25 

Same  as  for  first  cycle 

*The  administration  of  Enovid  prior  to  day  15 
may  interfere  with  ovulation  and  if  this  is  un- 
desired, day  15  to  day  25  may  be  substituted. 

1 1 f the  patient  is  bleeding  when  first  seen,  two 
tablets  will  usually  control  the  bleeding.  In  some 
patients  less  severe  bleeding  may  be  controlled 
with  one  tablet.  The  dosage  used  should  be  con- 
tinued through  the  remainder  of  the  cycle. 


REFERENCES: 

1.  Southam,  A.  L.;  2.  Roland,  M.;  3.  Kupperman,  H. 
S.,  and  Epstein,  J.  A.;  4.  Weinberg,  C.  H.:  Papers 
Presented  during  a Symposium  on  Steroid  Com- 
pounds Exhibiting  Progestational  Effects,  Chi- 
cago, Searle  Research  Laboratories,  January  23, 
1957,  to  be  published.  5.  Heller,  C.  G.:  Internat. 

FORMULA: 

Each  10-mg.  tablet  of  Enovid  contains  norethy- 
nodrel,  a new  synthetic  steroid,  and  0.15  of  ethy- 
nylestradiol  3-methyl  ether. 

^TRADEMARK  OF  G . D . S E AR LE  8 CO. 


SEARLE 


Jlf  dysmenorrhea  is  due  to  endometriosis,  a 
special  dosage  schedule  is  required;  Kistner* 
suggests  10  mg.  daily  for  two  weeks,  20  mg. 
daily  for  two  weeks,  30  mg.  daily  for  two  weeks 
and  40  mg.  daily  for  two  to  five  months. 

§Heller5  recommends  one  tablet  every  twelve 
hours  from  day  5 to  day  25  for  two  or  three 
cycles. 


Rec.  Med.  169:760  (November)  1956.  6.  Kistner, 
R.  W.:  The  Use  of  Newer  Progestins  in  the  Treat- 
ment of  Endometriosis — A Pseudopregnancy,  Sec- 
tion on  Obstetrics  and  Gynecology,  American 
Medical  Association,  New  York,  June  5,  1957. 


Supplied  in  uncoated,  scored,  coral-colored 
tablets. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 


Research  in  the  Service  of  Medicine 


Advertisement 


For  winter  sore  throats,  a more  potent  antibiotic  troche 


BAC1TRAC1N-TYROTHRICIN-NEOMYC1N-BENZOCA1NE  TROCHES 


It’s  the  time  of  year  when  people  crowd  together 
and  sore  throats  spread.  For  these  mixed  bacterial 
throat  infections,  TETRAZETS  troches  provide  con- 
tinuing local  therapy.  The  3 potent  antibiotics  in 
TETRAZETS  have  a low  index  of  toxicity  and  sen- 
sitization. Each  TETRAZETS  troche  contains  zinc 
bacitracin  50  units,  tyrothricin  1 mg.,  neomycin  sul- 
fate 5 mg.,  and  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  Inc..  PHILADELPHIA  I.  PA. 
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Rauwiloid 

A Dependable  Antihypertensive 

“...by  far  the  most  effective 

and  useful  orally  administered  agent  for  reducing  blood 
pressure  . . . fully  worthy  of  a trial  in  every  case  of 
essential  hypertension  in  which  treatment  is  thought 
necessary.  The  severe  cases,  which  always  need  treat- 
ment, are  as  likely  to  respond  as  the  mild.”1 

1.  Locket,  S.:  Brit.  M.J. 
i: 809  (Apr.  2)  1955. 

An  Effective  Tranquilizer,  too 

“ . . . relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions.”2  Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  diseases 
burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas 
M.  Soc.  57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 
After  full  effect  one  tablet  suffices. 


A logical  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

Rauwiloid  +Veriloid® 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon)  and  3 mg.  Veriloid  (alkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid  + 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose,  y2 
tablet  q.i.d. 

Riker  LOS  ANGELES 
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THE  NEW  YORK  POLYCLINIC 


MEDICAL  SCHOOL  AND  HOSPITAL 


SURGERY  AND  ALLIED  SUBJECTS 

A two  months  full  time  combined  surgical  course  compris- 
ing surgery,  traumatic  surgery,  abdominal  surgery, 
gastroenterology,  proctology,  gynecological  surgery, 
urological  surgery.  Attendance  at  lectures,  witnessing 
operations,  examinations  of  patients  preopera tively  and 
post-opera  lively,  and  follow-up  in  the  wards  postopera- 
tively.  Pathology,  radiology,  physical  medicine,  anes- 
thesia. Cadaver  demonstrations  in  surgical  anatomy, 
thoracic  suigery,  proctology,  orthopedics.  Operative 
surgery  and  operative  gynecclogy  on  the  cadaver; 
attendance  at  departmental  and  general  conferences. 


OBSTETRICS  AND  GYNECOLOGY 

A two  months  full  time  course.  In  Obstetrics:  lectures; 
prenatal  climes;  attending  normal  and  operative  de- 
liveries; detailed  instruction  in  operative  obstetrics 
(manikin).  Xray  diagnosis  in  obstetrics  and  gynecology. 
Care  of  the  newborn.  In  Gynecology:  lectures;  touch 
clinics;  witnessing  operations;  examination  of  patients 
pre-opera  tively ; follow-up  in  wards  post -operatively. 
Obstetrical  and  gynecological  pathology.  Culdoscopy 
Studies  in  Sterility.  Anesthesiology.  Attendance  at 
conferences  in  obstetrics  and  gynecology.  Operative 
gynecology  on  the  cadaver. 


For  Information  about  these  and  other  courses  Address:  THE  DEAN,  345  West  50th  Street,  New  York  City  19 


For  Control  of  Pain  and  Cough 

&jifcujudju£  hydrochloride 

A powerful  opiate  analgesic  with  several  advantages  over  morphine. 
Dilaudid  acts  quickly  and  is  less  likely  to  produce  undesirable  symptoms. 

Dose  for  pain  l/20  grain,  by  mouth  or  injection;  for  cough  l/64  to 
l/48  grain,  best  given  in  cough  vehicle.  May  be  habit  forming. 

Literature  upon 

request  from  BILHUBER-KNOLL  CORP.,  Orange,  New  Jersey 

DilaudidS,  brand  of  dihydromorphinone  hydrochloride,  a product  of  E.  Bilhuber,  Inc. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 

w~  m 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  ///£.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  with  PATHILON  (25  nig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

'Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Bidrolar  . . . combines  a natural  laxative 
with  an  effective  stool  softener 


Bidrolar  is  effective  combination  therapy  without  the  use  of 
irritating  bowel  evacuants  . . . and  without  the  disadvantages  and 
lack  of  peristaltic  effect  noted  with  the  use  of  stool  softeners  alone. 

Bidrolar  provides  ox  bile,  a natural  peristaltic  stimulant  that  produces 
laxation  without  irritating  the  bowel  . . . and  dioctyl  sodium 
sulfosuccinate,  an  effective  stool  softener  that  keeps  feces 
soft  for  easy  evacuation. 


Bidrolar  stimulates  the  liver  to  increase  the  free  flow  of  bile 
which  in  turn  promotes  natural  hydration  of  the  stool. 

Each  Bidrolar  tablet  contains:  Dioctyl  Sodium  Sulfosuccinate 
40  mg.  and  Ox  Bile  Extract  60  mg. 

Supplied  in  bottles  of  30  and  100  tablets. 


Bidrolar 


lA- 


\^dJJuihxxll^ 


THE  ARMOUR 

A DIVISION  OF  ARMOUR  AND 


LABORATORIES 

COMPANY  • KANKAKEE.  ILLINOIS 
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MARS  I L.  ID 


(Iproniazid) 


'Roche' 


Marsilid  'Roche'  is  a psychic  energizer  — the  very  opposite  of  a tranquilizer. 
It  is  useful  not  only  for  mild  and  severe  depression  but  for  stimulation  of 
appetite  and  weight  gain,  and  in  chronic  debilitating  disorders. 

What  is  Marsilid? 


A. 


Marsilid  (iproniazid)  is  an  amine  oxidase  inhibitor  which  affects 
the  metabolism  of  serotonin,  epinephrine,  norepinephrine  and  other  amines. 

How  does  Marsilid  act? 


I 


Marsilid  has  a normal  eudaemonic*  rather  than  an  abnormal 
euphoric  effect;  it  promotes  a feeling  of  well-being  and  increased  vitality; 
it  restores  depleted  energy  and  stimulates  appetite  and  weight  gain  in 
chronic  debilitating  disorders. 

How  soon  is  the  effect  of  Marsilid  apparent? 


Marsilid  is  a slow-acting  drug.  In  mild  depression  it  usually  takes 
effect  within  a week  or  two;  in  severe  psychotics,  results  may  be  apparent 
only  after  a month  or  more. 

What  are  the  indications  for  Marsilid? 


A, 


Mild  depression  in  ambulatory,  non-psychotic  patients;  psychoses 
associated  with  severe  depression  or  regression;  stimulation  of  appetite  and 
weight  gain  in  debilitated  patients;  chronic  debilitating  disorders;  stimulation 
of  wound  healing  in  draining  sinuses  (both  tuberculous  and  non-tuberculous); 
adjunctive  therapy  in  rheumatoid  arthritis  when  associated  with  depressed 


*Eudaemonia  is  a feeling  of  well-being  or  happiness;  in  Aristotle's  use.  felicity  resulting  from 
life  of  activity  in  accordance  with  reason. 
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Q 


Q 


Q. 


Q, 


ic  energizer 


(the  opposite  of  a tranquilizer) 

psychomotor  activity  (Marsilid  stimulates  physical  and  mental  activity,  ap- 
petite and  weight  gain  without  objective  joint  changes). 

What  is  the  dosage  of  Marsilid? 


/: 


The  daily  dose  of  Marsilid  should  not  exceed  150  mg  (50  mg 
t.  i.d.).  In  patients  who  are  not  hospitalized,  the  dosage  should  be  reduced 
after  the  first  8 weeks  to  an  average  of  50  mg  daily  or  less,  for  Marsilid  is 
a cumulative  drug.  Like  all  potent  drugs,  Marsilid  requires  careful  individual 
dosage  adjustment. 

What  are  the  potential  side  effects  of  Marsilid? 


A, 


Side  effects  due  to  Marsilid  are  reversible  upon  reduction  of 
dosage  or  cessation  of  therapy.  It  may  cause  constipation,  hyperreflexia, 
paresthesias,  dizziness,  postural  hypotension,  sweating,  dryness  of  mouth, 
delay  in  starting  micturition,  and  impotence. 

When  is  Marsilid  contraindicated? 


A 


Marsilid  is  contraindicated  in  overactive,  overstimulated  or  agi- 
tated patients.  Marsilid  therapy  should  be  discontinued  two  days  before 
the  use  of  ether  anesthesia.  It  should  not  be  given  together  with  cocaine  or 
meperidine.  In  patients  with  impaired  kidney  function,  Marsilid  should  be 
used  cautiously  to  prevent  accumulation.  Marsilid  is  not  recommended  in 
epileptic  patients. 

How  is  Marsilid  supplied? 


A, 


Marsilid  is  supplied  in  scored  50-mg,  25-mg  and  10-mg  tablets. 


MARSILID^  PHOSPHATE  — brand  of  iproniazid  phosphate  (l-isonicotinyl-2-isopropylhydrazine 
phosphate) 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • NEW  JERSEY 
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for  the  change  to 

oral 


antidiabetic  therapy 


• • • 


evaluate  response  by  daily  testing 


test  for  control  of  glycosuria 


CLINITEST 

BRAND 

REAGENT  TABLETS 

Clear-cut  color  changes  give  the  fractional  readings 
needed  for  effective  control  — Neg.  (0%);  Trace  (V4%); 
+ (Vi  %);+  + (%%); + + +(1% );  + + + + (2%  and  over). 


test  for  freedom  from  ketonuria 


ACETEST 

BRAND 

REAGENT  TABLETS 

Specific  for  ketone  bodies  — reliably  detects 
both  acetone  and  diacetic  acid.  Ideal  for 
patient  use  — requires  only  one  drop  of  urine. 


for  many  diabetics  - release  from  the  hypodermic 

The  new  oral  antidiabetic  agent,  Orinase®  (Tolbutamide,  Upjohn),  used  investigation- 
ally  in  over  18,000  patients,  has  been  proved  an  effective  replacement  for  insulin 
injections  in  many  having  the  uncomplicated,  stable,  maturity-onset  type  of  diabetes. 

response  to  oral  antidiabetic  therapy 

Satisfactory  reduction  in  blood  sugar  and  glycosuria  plus  absence  of  ketonuria  indicate 
responsiveness  to  Orinase.  Those  of  your  diabetics  you  deem  suitable  candidates  for 
this  therapy  must  test  their  urine  for  sugar  and  acetone  three  times  a day  and  report 
to  you  daily  during  the  period  of  therapeutic  trial  and  insulin  withdrawal. 

the  importance  of  CLINITEST  and  ACETEST 

The  patient  undergoing  therapeutic  trial  with  Orinase  must  test  his  urine  for  freedom 
from  ketone  bodies  and  satisfactory  control  of  glycosuria.  Clinitest  and  Acetest 
are  ideally  suited  to  this  responsibility  because  they  are  standardized  tablet  tests  giving 
clear-cut  color  reactions  your  patients  can  easily  read.  Both  tests  are  simple  to  per- 
form, require  less  than  a minute,  and  need  no  special  equipment. 

Clinitest  and  Acetest  provide  results  you  can  trust  — reports  you  can  rely  on 
during  the  critical  test  period  and  thereafter. 

AMES  COMPANY,  INC  • ELKHART,  INDIANA 

40357  Ames  Company  of  Canada,  Ltd.,  Toronto 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  rug-)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Sterilizable,  removable 
unbreakable  plastic  nasal 
adapter 


ANOTHER 


Actual 

Vest-Pocket  Size 


Shatterproof, 

leakproof, 

spillproof 


Tissue-compatible 

medication 


Maximal  effect  from 
small  dosage 

Safe  for  children  too 


Stainless  steel  vial 


Provides  at  least  200 
identical  inhalations 


Gentle  aerosol-pro- 
pelled vapor 


Measured-dose 
valve  prevents  hap- 
hazard dosage  and 
waste 


MEASURED-DOSE  NASAL  AEROSOL  NEBULIZATION 


Effective  . . . Safe  . . . 4 -Pronged  Attack 


• VASOCONSTRICTIVE 

• DECONGESTIVE 


• ANTI-INFLAMMATORY 

• ANTIBACTERIAL 


Each  cc.  contains  phenylephrine  HC1  3.6  mg.,  neomycin  sulfate 
1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin  base),  and  hydro- 
cortisone 0.6  mg.,  suspended  in  an  inert,  nontoxic  aerosol  vehicle. 


Hiker 


In  Head  Colds 

and  allergic  rhinitis,  sinusitis, nasopharyngitis 

Total  Area  Decongestion 
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/ systemic 

new  injectable  enzyme  with  / ANTI-INFLAMMATORY 

/ 

/ action 

/ 

/ 


CHYMAR  is  preventive  as  well  as  therapeutic 

Indicated  in  all  conditions  in  which  inflammation  and  edema  retard  healing  or  present 
a danger  to  the  involved  organ. 


WHAT  CHYMAR  DOES 

Reduces  and  Prevents:  Inflammation  from 
any  cause.  Traumatic  and  infectious 
edema.  Pain  from  inflammation  and 
swelling  • Hastens:  Absorption  of  blood 
and  lymph  effusions  • Restores:  Circula- 
tion • Promotes:  Healing  ♦ Augments: 
Action  of  antibiotics. 


What  CHYMAR  is:  Chymar  is  a suspen- 
sion of  chymotrypsin  in  oil. 

WHY  CHYMAR  IS  SAFE 
No  known  contraindications  or  incompat- 
ibilities— 

No  influence  on  blood  clotting — no  pain 
on  injection  as  a rule — no  spread  of  in- 
fection. 


Dosage  and 
Administration 

Inject  0.5  cc.  of  Chymar 
intramuscularly  1 to  3 
times  daily  until  clinical 
improvement  is  obtained. 
Reduce  number  of 
injections  as  patient’s 
response  permits. 

In  chronic  or  recurrent 
inflammation:  0.5  cc.  of 
Chymar  once  or  twice 
weekly. 

Supplied  in  5 cc.  vials. 
Each  cc.  contains  5000 
units  of  proteolytic 
activity. 


THE  ARMOUR  LABORATORIES  A DIVISION  OF  ARMOUR  AND  COMPANY  * KANKAKEE.  ILLINOIS 
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I 


Antm  it 


stops 

vertigo 


in  9 out  of  10  patients1 


ANTIVERT  in  the  aged 

Vertigo  is  one  of  the  leading  complaints  in  the  aged. 
Help  your  elderly  vertiginous  patients  with  antivert. 


References:  1.  Menger,  H.C.:  Clin.  Med.  4:313 
(March)  1957.  2.  Charles.  C.  M. : Geriatrics 
2:110  (March)  1956.  3.  Shuster.  B.  H. : Med.  Clin, 
of  N.  Amer.  40.T787  (Nov.)  1956. 


New  York  17,  New  York 
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CLINICAL  EVIDENCE 

HYDROCORTISONE 
IN  ACID  MANTLE®  BASE 
MORE  EFFECTIVE 
IN  SKIN  THERAPY 

Exclusively  in 


Creme  or  Lotion-DOME-pH4.6 


. The  beneficial  effects  of 
Hydrocortisone  appear  to  be 
enhanced  by  plaoing  it  in 
Aoid  Mantle  Creme  base, 
producing  an  acid  preparation 
compatible  with  the  normal  pH 
of  the  skin.  We  have  found 
that  Hydrocortisone  in  the 
above  base  is  about  as  effective 
as  1 % in  most  conditions  treated. 
It  has  been  particularly  effective 
in  atopic  eczema  of  the  skin  . . ” 

Lockwood,  James  H.,  Cmdr.,  MC,  USN 
U.S.  Naval  Hospital,  San  Diego,  Cal. 

Bulletin  of  the  Association  of  Mili- 
tary Dermatologists,  June  1955,  p.  2 

INDICATIONS 

Pruritus  Vulvae  and  Ani, 
Atopic  Dermatitis, 
Dermatitis  Venenata 

AVAILABLE 

3 strengths:  M>%,  1%,  2% 
CREME  (jars)  Vi  oz.,  1 oz., 

2 oz.,  4 oz.,  16  oz.  LOTION 
(plastic  squeeze  bottles) 
lA  oz.,  1 oz.,  2 oz.,  4 oz.,  1 pint. 
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lOB  WEST  S*th  ST.  NEW  YORK  23.  N.Y. 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

*Silbert.  N.  E„  Ciba  Clinical  Symposia;  6 : 86;  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  12:  164;  March  1954 
Rosen.  F.  L..  J,  Med.  Soc.  N.  J.:  51:  110:  March  1954 
Mueller.  H.  L..  & Hill.  L.  W.:  N.  E.  J.  of  Med;  249:  726.  1953 


REVOLUTIONARY  MACHINERY 

Latest  manufacturing  and  packaging  equip- 
ment is  used  in  the  production  of  Orinase.* 
Automatic  cotton-stuffer  eliminates  hand 
operation,  safeguards  sterility. 


'Trademark,  Reg.  U.S.  Pat.  Off.  — tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


Prescribed  by  physicians  throughout  the  world 


Have  ^ felsol  provides  safe  and 
YOU  k effective  relief  in  Asthma, 
ever  r Hay  Fever  and  related  bronch- 

used  r ial  affections. 


^ and  fever  in  Arthritis,  Headache, 
W and  other  painful  conditions. 


The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a sin- 
gle therapeutic  dose  of  andpyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs.”  (J.  Pharm.  & Exper.  Ther.  98:97-104,  1950) 
Each  oral  powder  contains: 

Antipyrine 0.869  Km. 

lodopyrine 0.031  Km. 

Citrated  Caffeine  . .0.100  Km. 
Try  this  unique  and  superior  product  by  writing  for 
free  Professional  Samples  and  Literature 

American  Felsol  Co.  • P.  O.  Box  395  • Lorain,  Ohio 

Available  at  all  Drug  Stores 
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PARKE-DAVIS  ANNOUNCES 

A MAJOR  ADVANCE 

IN  FEMALE  HORMONE  THERAPY 


oral  progestational  agent 


with 

unequalled  potency 

and 

unsurpassed  efficacy 


UNEQUALLED  POTENCY 


for  oral  progestational  therapy 


NORLUTIN 
( 17-alpha-ethinyl- 1 9- 
nortestosterone) 


NORLUTIN  is  an  example  of  “...increased  bio- 
logical activity  of  a steroid  when  the  methyl 
group  at  carbon  10  is  replaced  with  hydrogen.”1 


NQRLUTIN 


INDICATIONS  FOR  NORLUTIN:  amenorrhea, 
menstrual  irregularity,  functional  uterine  bleed- 
ing, infertility,  habitual  abortion,  threatened 
abortion,  premenstrual  tension,  dysmenorrhea. 


RELATIVE  POTENCIES 
OF  ETNISTERONE  AND  NORLUTIN 
IN  HUMANS’'’ 


references  i ( 1 ) Hertz,  R.;  Tullner,  W.,  & Raffelt,  E.:  Endo- 
crinology 54:228,  1954.  (2)  Greenblatt,  R.  B.:  J.  Clin.  Endo- 
crinol. 16:869,  1956.  (3)  Hertz,  R.;  Waite,  J.  H.,  & Thomas, 
L.  B.:  Proc.  Soc.  Exper.  Biol.  <5  Med.  91 :418,  1956.  (4)  Tyler, 
E.  T.:  ].  Clin.  Endocrinol.  15:881,  1955.  (5)  Greenblatt,  R.  B., 
& Clark,  S.  L.:  M.  Clin.  North  America,  Philadelphia,  W.  B. 
Saunders  Co.  (Mar.)  1957,  p.  587. 


NORLUTIN,  oral 


111  I I 

0 12  3 4 


i 5 mg.  scored  tablets  (C.T.  No.  882),  bottles  of  30. 


UNSURPASSED  EFFICACY 

in  disorders  of  menstruation  and  pregnancy 


NORLUTIN  Progestational  Effect  on  Endome- 

trium". ..10  mg.  [NORLUTIN]  given  twice 
daily  represents  a reproducibly  effective 
dose  in  women  for  the  production  of  marked 
progestational  changes  in  the  endometrium.”3 


Presecretory  to  secretory  endometrium  after  5 days 
treatment. 


NORLUTIN  : Thermogenic  Effect  This  prepara- 
tion was  found  to  have  a marked  ther- 
mogenic, and  other  physiologic  effects  in 
comparatively  small  dosage.”4 


NORLUTIN  Abolition  of  Arborization  in  CervicaS 
Mucus  NORLUTIN  “. . . inhibits  the  fern  leaf 
pattern  in  cervical  mucus.”5 

^ 1.  Fem  leaf  pattern.  2.  Arborization  completely 
abolished  by  NORLUTIN. 

NORLUTIN;  Induction  of  Withdrawal  Bleeding 

“As  little  as  50  mg.  of  [NORLUTIN]  admin- 
istered in  divided  doses  over  a five-day 
period  was  sufficient  to  induce  withdrawal 
bleeding.”2 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


S0I7Z 


new  concept! 

COLORIMETRIC 


test  for  proteinuria 


ALBUSTIX 

TRADEMARK 

REAGENT  STRIPS 


entirely  new  concept 

Albustix  Reagent  Strips  employ  a new  and  different  chemical  principle 
that  indicates  the  presence  of  proteinuria  by  a color  change  rather  than 
by  a precipitate  in  a solution. 

colorimetric  readings 

wide-range,  graduated  color  scale  eliminates  guesswork- no  color  change 
with  a negative  urine 


sensitive 

reacts  immediately  with  clinically  significant  albuminuria 


convenient,  timesaving 

firm,  easy-to-handle  strip  with  reactive  tip. ..no  waiting. ..no  equipment... 
no  heating. ..completely  disposable 


available:  Albustix  Reagent  Strips- Bottles  of  120. 


ALBUTESr 


BRAND 

Reagent  Tablets 


ALBUTEST  employs  the  same  chemical 
principle  as  ALBUSTIX-colorimetric  test 
for  proteinuria.  A color  guide  provides 
points  of  reference  for  interpreting  results. 
Bottles  of  100  and  500  reagent  tablets. 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 
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the  artist  prescribes  for  the  physician 


A pleasant  antidote  to  the  tensions  of  your  busy  practice.  Meet  Prima  Donna 
Lucrezia  Bori — a voice  that  stirred  the  "Met”  to  bravos.  A talent  celebrated  at  La  Scala 
and  the  opera  houses  of  Europe. 


Miss  Bori’s  choice  in  high  fidelity — the  AMI  Mark  I AM-FM  phono-tuner  sound  system. 

Miss  Bori  says  with  frankly  feminine  (and  artistic)  candor:  "One  could  easily  become  con- 
ceited about  one’s  voice,  hearing  it  on  AMI  high  fidelity.  So  life-like ...  so  natural  the  sound.” 


AMI  precision  high  fidelity  instruments  are  laboratory  produced  in  limited  numbers,  by 
electro-acoustics  engineers.  There  is  nothing  superior  in  sound. 

From  eight  hundred  to  fourteen  hundred  dollars.  In  New  York  at  G.  Schirmer  exclusively 


The  Chopin  Ensemble:  Mark  VIII  Control  Console 
and  Mark  VI  Corner  Horn  Enclosure  with  Mark 
VII  Record  Console 


The  Bach  Ensemble 
Mark  IV  Control  and  Record  Storage  Console 
Mark  V Wall  Horn  Enclosure 


Incorporated  1500  Union  Avenue , S.E.  / Grand  Rapids  2,  Michigan 

engineers,  designers  and  manufacturers  of  professional  and  commercial  sound  systems  since  1909. 


EXCLUSIVE  THREE-CHANNEL  FRONT-LOADED  EXPONENTIAL  HORN  SYSTEM  effectively  doubles  audio  effi- 
ciency. 3-way  frequency  dividing  network  with  crossover  at  550  and  4,000  cps.  120°  wide  angle  dispersion.  Professional  22  watt 
amplifier , built-in  pre-amp.  20  to  above  20,000  cps,  t 1.5.  db.  less  than  1%  IM  distortion  at  concert  level.  GE  variable  reluctance 
cartridge;  1 mil  diamond  and  3 mil  sapphire  stylii.  Professional  3-step  loudness  control.  Separate  continuously  variable  volume 
control.  Bass  and  treble  tone  controls  precision-calibrated.  4-position  12  db/octave  high  frequency  roll  off  control.  All  equalization 
controls.  AM-FM  tuner  with  automatic  frequency  control  and  tuning  meter.  4-speed  precision  intermix  record  changer.  Record 
storage  section  of  Mark  IV  console  provides  for  mounting  of  tape  equipment.  All  inputs  and  outputs:  TV,  TUNER,  TAPE, 
M 1 CROP  HONE  and  5 remote  speakers. 
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symptomatic  relief  ...plus! 


achrocidin  is  a well-balanced,  comprehensive  formula 
for  treating  acute  upper  respiratory  infections. 

Debilitating  symptoms  of  malaise,  headache,  pain,  mucosal 
and  nasal  discharge  are  rapidly  relieved. 

Early,  potent  therapy  is  offered  against  disabling  com- 
plications to  which  the  patient  may  be  highly  vulnerable, 
particularly  during  febrile  respiratory  epidemics  or  when 
questionable  middle  ear,  pulmonary,  nephritic,  or  rheu- 
matic signs  are  present. 

achrocidin  is  convenient  for  you  to  prescribe — easy  for 
the  patient  to  take.  Average  adult  dose:  two  tablets,  or 
teaspoonfuls  of  syrup,  three  or  four  times  daily. 


tablets 

ACHROMYCIN  ® Tetracycline  125  mg. 

Phenacetin 120  mg. 

Caffeine 30  mg. 

Salicylamide 150  gm. 

Chlorothen  Citrate 25  mg. 

Bottle  of  24  tablets 

syrup 

Each  teaspoonful  (5  cc.)  contains: 
ACHROMYCIN  ® Tetracycline 
equivalent  to  tetracycline  HC1  125  mg. 


Phenacetin 120  mg. 

Salicylamide 150  mg. 

Ascorbic  Acid  (C) 25  mg. 

Pyrilamine  Maleate 15  mg. 

Methylparaben 4 mg. 

Propylparaben 1 mg. 


Available  on  prescription  only 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

*Reg.  U.S.  Pot.  Off. 
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early  all  pruritus  responds  to  topical  “Meti "'steroid  therapy... 


CREAM  0.5% 

...in  inflammatory  and  allergic  dermatoses 


about  twice  the  potency  of  topical  hydrocortisone 


OINTMENT  0.5%  WITH  NEOMYCIN 


...where  secondary  infection  is  a factor 

effective  prophylaxis  and  adjunctive  therapy 


Formula:  Each  gram  of  Meti-Derm  Cream  contains  5 mg.  (0.5%)  of  prednisolone,  free  alcohol,  in  a 
water-washable  base.  Meti-Derm  Ointment  with  Neomycin  contains  5 mg.  (0.5%)  prednisolone, 

and  5 mg.  (0.5%)  neomycin  sulfate  in  a white  petrolatum  base. 
Packaging:  Meti-Derm  Cream  0.5%,  10  Gm.  tube;  Meti-Derm  Ointment  with  Neomycin,  10  Gm.  tube. 

*T.M. 


M0  J-397 


blood 

cholesterol 
1 levels 


one  dose 
a day. . . 
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announcing... 

a new  practical 
and  effective  method 
for  lowering  blood 

cholesterol  levels... 


Just  one  dose  a day  effectively 
lowers  elevated  blood  cholesterol 

. . . while  allowing  the  patient 
to  eat  a balanced  . . . nutritious  . . . 
and  palatable  diet 

Each  tablespoonful  of  emulsion  contains: 

Linoleic  acid 6.8  Gm. 

Vitamin  B6 0.6  mg. 

Mixed  tocopherols  (Vitamin  E)  11.5  mg. 


(sodium  benzoate  as  preservative) 


Arcofac  is  effective  in  small  doses 
and  is  reasonable  in  cost 
to  the  patient 


THE  ARMOUR 


LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE,  ILLINOIS 


Armour. ..Cholesterol  Lowering 


REDISOL 


CYANOCOBALAM1N  (CRYSTALLINE  VITAMIN  B„) 

Cherry-flavored  REDISOL  Elixir  and  soluble  Tablets  of  pure 
vitamin  B,2  stimulate  capricious  appetites  — help  youngsters 
gain  weight.  Both  blend  readily  with  liquids. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1.  PA. 


I 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE 

Meprobamate  with  PATHILON  - Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . trtV/t  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.  i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexfthyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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NEW  INTRAMUSCULAR  IRON  PROVIDES 
PRECISION  THERAPY,  PROMPT  RESPONSE 


IMFERON,®  the  new  intramuscular  iron-dextran 
complex,  was  introduced  to  American  hematol- 
ogists at  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology  held 
in  Boston,  August  27  to  September  1,  1956. 
Recent  experience  from  over  6 million  injec- 
tions has  shown  that  this  iron  preparation  is 
easy  to  administer,  notably  free  from  toxic  ef- 
fects, quickly  absorbed  and  productive  of  rapid 
hematologic  and  clinical  improvement.  It  has 
been  termed  “...the  only  therapeutically  effec- 
tive iron  preparation  for  intramuscular  use 1,1 

IMFERON  meets  the  need  for  a safe,  effective 
agent  when  parenteral  iron  is  preferable  for 
patients  with  iron  deficiency  anemia  who  are 
resistant  or  intolerant  to  oral  iron,  those  with 
depleted  iron  reserves  and  those  who  require 
rapid  restoration  of  hemoglobin,  e.g.  last  tri- 
mester of  pregnancy. 

Previous  parenteral  iron  preparations  were 
unsatisfactory  because  of  toxicity,  pain  on 
injection,  or  because  they  contained  insufficient 
iron.  IMFERON  contains  the  equivalent  of  5 
per  cent  elemental  iron.  It  is  more  stable  than 
iron  saccharate  both  in  vitro  and  in  vivo  and 
does  not  precipitate  in  plasma  over  a wide  pH 
range.  It  is  isotonic  with  tissue  fluids  and  has 
a pH  of  5.2  to  6.01  Utilization  for  hemoglobin 
formation  is  almost  quantitative. 

Precision  Therapy  with  IMFERON:  Before  treating 
a patient  with  IMFERON,  total  iron  requirement 
is  calculated  by  formula  or  determined  from  a 
convenient  dosage  chart.  Then  appropriate 
amounts  of  IMFERON  are  injected  daily  or 
every  other  day,  until  the  total  calculated 
required  amount  is  given. 

Iron  Deficiency  Anemia  of  Infancy:  IMFERON  pro- 
vides a convenient  safe  means  for  restoring 
hemoglobin  levels  and  iron  reserves  in  anemic 
infants.  Excellent  results  were  obtained  by 
Gaisford  and  Jennison2  with  IMFERON  in  100 
iron-deficient  infants.  From  a pretreatment 
average  of  54.5  per  cent,  hemoglobin  levels 
rose  to  87  per  cent  10  weeks  after  the  start 
of  therapy. 

References:  (1)  Brown,  E.  B.,  and  Moore,  C.  V.,  in 
Tocantins,  L.  M.:  Progress  in  Hematology,  New  York, 
Grune  & Stratton,  Inc.,  1956,  vol.  I,  p.  25.  (2)  Gais- 
ford, W.,  and  Jennison,  R.  F. : Brit.  M.  J.  2:700  (Sept. 
17)  1955.  (3)  Wallerstein,  R.  O.:  J.  Pediat.  49:173, 
1956.  (4)  Sturgeon,  P.:  Pediatrics  18  : 267,  1956. 
(5)  Jennison,  R.  F.,  and  Ellis,  H.  R.:  Lancet  2:1245 
(Dec.  18)  1954.  (6)  Scott,  J.  M.,  and  Govan,  A.  D.  T.: 
Brit.  M.  J.  2:1257  (Nov.  27)  1954.  (7)  Grunberg,  A., 


Clinical  improvement  paralleled  this  response. 
Premature  infants  and  surgical  cases  were 
similarly  benefited,  imferon  gave  “...all  the 
advantages  of  transfusion  or  intravenous  ther- 
apy without  the  disadvantages.”2  There  were 
no  side  effects  in  any  of  the  infants  treated. 
Wallerstein3  confirmed  these  results,  furnishing 
evidence  that  imferon  is  well  absorbed  and 
appears  in  the  bone  marrow  12  to  24  hours 
after  injection.  Results  are  equal  to  those  with 
intravenous  saccharated  iron  oxide  without  the 
unpleasant  side  effects.  Sturgeon4  showed  that 
the  first  year’s  iron  requirements  in  infancy  can 
be  supplied  with  three  injections  of  IMFERON. 
Iron  Deficiency  Anemia  of  Pregnancy:  Nausea  pre- 
cludes oral  iron  therapy  in  many  anemic  preg- 
nant women.  In  those  with  severe  anemia  who 
are  first  seen  late  in  pregnancy,  prompt 
hemoglobin  regeneration  is  unobtainable  with 
oral  iron,  imferon  produced  prompt  hemo- 
globin responses  in  anemia  of  pregnancy,5,0  the 
results  being  similar  to  those  obtained  with 
intravenous  saccharated  iron  oxide.  Side  effects 
were  virtually  absent  with  IMFERON.5,0 
Resistant  Hypochromic  Anemia:  Patients  who  do 
not  respond  to  oral  iron,  those  who  cannot  take 
oral  iron  and  those  with  gastrointestinal  pathol- 
ogy respond  well  to  injections  of  imferon.7'11 
While  oral  iron  is  of  little  value  in  treating 
the  anemia  of  rheumatoid  arthritis,  IMFERON  is 
“...as  beneficial  as  intravenous  iron  and  easier 
to  administer.”8 

Present  Studies:  Published  reports  and  recent 
findings  of  clinical  investigators  confirm  the 
effectiveness  and  safety  of  imferon  for  hemo- 
globin regeneration  and  creation  of  iron  stores. 
More  than  70  studies  are  now  being  completed 
in  the  United  States.  Reports  stress  prompt 
hemoglobin  response,  ease  of  administration 
and  freedom  from  side  effects.  Clinicians  desir- 
ing additional  information  should  request 
Brochure  No.  NDA  17,  imferon,  Lakeside 
Laboratories,  Inc.,  Milwaukee  1,  Wisconsin. 


and  Blair,  J.  L.:  A.M.A.  Arch.  Int.  Med.  96:731, 

1955.  (8)  Millard,  J.  B.,  and  Barber,  H.  S. : Ann. 
Rheumat.  Dis.  15:51,  1956.  (9)  Baird,  I.  M„  and 
Podmore,  D.  A.:  Lancet  2:942  (Nov.  6)  1954. 

(10)  Cappell,  D.  F.;  Hutchinson,  H.  E.;  Hendry,  E.  B., 
and  Conway,  H.:  Brit.  M.  J.  2:1255  (Nov.  27)  1954. 

(11)  Stevens,  A.  R.:  A.M.A.  Arch.  Int.  Med.  96:550 

1956. 

IMFERON®  IS  DISTRIBUTED  BT  LAKESIDE  LABORATORIES,  INC.,  UNDER 
LICENSE  FROM  EENGER  LABORATORIES,  LIMITED.  AVAILABLE  IN  2-CC. 
AND  5-CC.  AMPULS  THROUGH  TOUR  REGULAR  SUPPLIERS. 

06137 
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the  first 
q.  12h. 
analgesic : 
ltab. 

stops  pain 
all  day  or 
all  night 


DONNAGESIC'  EXTENTABS 

extended  action  tablets  of  Codeine  with  Donnatal® 


restful,  pain-free  nights  • no  up-and-down  anal- 
gesia • more  analgesia  without  more  codeine  • 
fewer  codeine  side  effects  . . . multiple  analgesic 
benefits  for  most  patients  lasting  for  10  to  12  hours. 


bottles  of  JO  and  250 


DONNAGESIC  No.  1 (pink) 

CODEINE  Phosphate.  y4  gr 48.6  mg. 

Hyoscyamine  Sulfate  0.3111  mg. 

Atropine  Sulfate 0.0582  mg. 

Hyoscine  Hydrobromide  0.0195  mg. 

Phenobarbital  (3A  gr.)  48.6  mg. 

also  available:  DONNAGESIC  No.  2 (red)  con- 


taining 1 1/2  gr.  (97.2  mg.)  codeine  phosphate. 
Since  one  donnagesic  Extentab  achieves  con- 
tinuous analgesia  for  10  to  12  hours,  it  replaces 
3 equivalent  doses  of  codeine  and  Donnatal. 


A.  H.  ROBINS  CO.,  INC.,  Richmond,  Virginia  • Ethical  Pharmaceuticals  of  Merit  Since  1878 


6,000  CLINICAL  STUDIES 

Automatic  data  processing  machines  helped 
to  speed  the  evaluation  of  clinical  results 
from  6,000  diabetics  on  Orinase.*  Cases 
were  evaluated  on  the  basis  of  29  criteria. 


‘Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


The  data  in  your  MEDICAL 
DIRECTORY  OF  NEW 
YORK  STATE  has  been  pain- 
stakingly compiled.  Consult 
the  DIRECTORY  in  referring 
cases  to  colleagues.  You’ll  find 
it  easy  to  use  and  highly 
informative. 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


I.  tract. . . 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  nig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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“Did  you  see 
my  eye  twitch, 
Doctor?” 


She’s  nervous — and  depressed  at  the  same  time:  “I  just  can’t 
get  interested  in  anything.” 

You  feel  that  a ‘"tranquilizer”  will  probably  relieve  her  nervousness 
— but  not  her  depression.  On  the  other  hand,  stimulants  will  relieve 
the  depression — but  may  magnify  her  nervousness. 

In  this  type  of  patient,  a clinical  trial  with  Dexamyl*  often  produces 
gratifying  results.  ‘Dexamyl’  relieves  both  anxiety  and 
depression  and  imparts  to  your  patient  a sense  of  cheerfulness, 
optimism  and  assurance.  A combination  of  Dexedrine*  (dextro- 
amphetamine sulfate,  S.K.F.)  and  amobarbital,  ‘Dexamyl’  is 
available  as  tablets,  elixir,  and  Spansule*  sustained  release 
capsules  (two  strengths). 

Made  only  by  Smith.  Kline  & French  Laboratories,  Philadelphia. 


*T.M.  Reg.  U.S.  Pat.  Off. 


Drana 


POLYMYXIN  B-BACITRACIN  OINTMENT 


to  intoKt  bAM^-gjoeSum  tlm/by 

AiMoimmo 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes* 
For  ophthalmic  use:  in  '/•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  Y. 


in  arthritis,  BUFFERIN ® because . . . 


...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

...Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 

...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  individual  dosages. 

...Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 

Each  sodium-free  BUFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 

Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 
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Not  every  patient  with  poison 
ivy  or  similarly  distressing 
summer  skin  problems  will  come  to  see  you— 

Those  who  do  deserve  this  effective  treatment 
which  only  you  can  prescribe— 


florinef- 


lotion 

ointment 


Florinef  (Squibb  Fludrocortisone  Acetate)  with  Spectrocin  (Squibb  Neomycin-Gramicidin) 


the  most  effective  antipruritic,  anti-inflammatory  agent  known, 
plus  antibiotic  action  against  secondary  bacterial  invaders 

Only  2 or  3 drops  of  Florinef-S  Lotion,  or  Vi  inch  of  Florinef-S  Ointment, 
will  provide  your  patients  with  prompt,  welcome  relief  of  itching  and 
inflammation,  hasten  the  healing  process,  discourage  scratching,  and  act 
prophylactically  or  therapeutically  against  secondary  bacterial  invaders. 

NEVER  BEFORE  HAS  SO  LITTLE  MEDICATION  PROVIDED  SO  MUCH  RELIEF. 

Florinef-S  Lotion,  0.05%  and  0.1%,  15  cc.  plastic  squeeze  bottles;  Florinef-S  Ointment, 
0.1%,  5 Gm.  and  20  Gm.  tubes. 

Also  available:  Florinef-S  Ophthalmic  Suspension,  0.1%,  5 cc.  dropper  bottles; 
Florinef-S  Ophthalmic  Ointment,  0.1%,  3.6  Gm.  tubes  with  ophthalmic  tip. 

Squibb  Quality — the  Priceless  Ingredient  'florinef-®  ano'spectrocin-®  are  squibb  trademarks 


Squibb 
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EVERY  WOMAN 


REFRESHER  COURSE 
FOR 

GENERAL  PRACTITIONERS 

The  Royal  Victoria  Hospital  will  conduct  a 
five  and  one-half  day  course  for  General 
Practitioners  from  November  1 1th  to  Novem- 
ber 16th,  inclusive,  1957.  The  course  will 
cover  those  conditions  most  commonly  en- 
countered in  general  practice  with  emphasis 
on  practical  office  procedures  used  in  Medi- 
cine, Surgery,  Obstetrics  and  Gynaecology, 
Anaesthesia  and  Psychiatry.  The  practical 
aspects  and  recent  advances  applicable  to 
general  practice  will  be  stressed. 

FEE  FOR  THE  COURSE,  $75.00. 

Approved  for  formal  study  credits  by  The 
College  of  General  Practice  of  Canada. 
This  course  is  also  acceptable  for  Category  1 
credit  by  The  American  Academy  of  General 
Practice. 

For  further  particulars,  or  application,  ad- 
dress the  Post-Graduate  Board,  Royal  Vic- 
toria Hospital,  687  Pine  Avenue  West,  Mon- 
treal 2. 


LATEST  LITERATURE  SUPPLIED 
The  latest  information  on  Orinase*  was 
made  available  to  the  profession  during 
clinical  testing  period.  More  than  70,000  re- 
quests for  literature  were  received. 


'Trademark,  Reg.  U.S.  Pat.  Off. — tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 

"premarin: 

widely  used 
natural , oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 
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TRINSICON 

(Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 


‘ 4 


\ 


Just  2 Pulvules  ‘Trinsicon’ 
( daily  dose ) provide: 
Special  Liver-Stomach 
Concentrate,  Lilly 
( containing  Intrinsic 

Factor) 300  mg. 

Vitamin  Bit  with 
Intrinsic  Factor 
Concentrate,  U.S.P. 

1 U.S.P.  unit  ( oral) 
Vitamin  Bit  Activity 


Concentrate, 

N.F 15  meg. 

Ferrous  Sulfate, 

Anhydrous 600  mg. 

Ascorbic  Acid.  . . . 150  mg. 
Folic  Acid 2 mg. 


serves  a vital  function 
in  your  total  therapy 

Potent  'Trinsicon’  offers  complete  and  conven- 
ient oral  therapy;  provides  therapeutic  quanti- 
ties of  all  known  hematinic  factors.  Just  two 
Pulvules  'Trinsicon’  daily  produce  a standard 
response  in  the  average  uncomplicated  case  of 
pernicious  anemia  (and  related  megaloblastic 
anemias)  and  provide  at  least  an  average  dose 
of  iron  for  hypochromic  anemias,  including  nutri- 
tional deficiency  types. 

Available  in  bottles  of  60  and  500. 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Why  Standards  of  Practice  for  Doctors  and  Lawyers? 


In  recent  years  there  has  been  an  increasing 
number  of  instances  in  which  physicians  in 
this  State  have  been  called  upon  to  give 
medical  testimony  in  legal  actions.  It  has 
been  reliably  estimated  that  such  testimony 
today  is  required  in  from  60  to  85  per  cent 
of  all  court  cases  litigated.1  Medicine  is 
also  assuming  an  equally  vital  function  in 
the  disposition  of  the  great  number  of  hear- 
ings held  by  governmental  agencies,  notably 
the  Workmen’s  Compensation  Board.2 

As  a result  of  this  constantly  growing 
participation  by  physicians  in  legal  contro- 
versies, there  has  developed  an  urgent  need 
for  improved,  closer  cooperation  between 
the  medical  and  legal  professions.  To  meet 
this  need,  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Bar 
Association  designated  special  committees 
to  draw  up  a guide  for  cooperation  for  both 
professions.  After  months  of  dedicated 
hard  work,  these  groups  developed  “Stand- 
ards of  Practice  for  Doctors  and  Lawyers” 
which  were  approved  by  the  State  Medical 
Society’s  House  of  Delegates  at  its  May 
meeting  and  by  the  executive  committee  of 
the  State  Bar  Association  at  a meeting 
in  Albany  in  April.  These  “Standards” 
are  published  in  full  on  pages  2867  to  2872 
in  this  issue  of  the  Journal.  The  members 
of  both  committees  are  to  be  congratulated 
for  producing  an  excellent  piece  of  workman- 
ship. 

Marking  an  important  milestone  in  the 
development  of  better  relations  between  law 
and  medicine,  these  principles  can  and 
undoubtedly  will  be  mutually  advantageous 
to  both  professions,  provided  they  are  put 
into  practice  by  individual  lawyers  and 
doctors.  They  contain  not  only  a sound 

1.  Stetler,  C.  J. : News  Release,  American  Medical  Associ- 
ation, Chicago,  Illinois,  Oct.  20,  1956. 

2.  Polsky,  Samuel:  The  Medico-Legal  Reader,  New 

York,  Oceana  Publications,  1956. 


philosophy  for  building  better  professional 
relations  but  also  practical  pointers  for  eas- 
ing the  work  load  of  practitioners  in  both 
professions.  Step-by-step  suggestions  which 
will  help  lawyers  in  obtaining  and  physicians 
in  preparing  good  medical  reports  with  a 
minimum  waste  of  time  and  effort  are  an 
essential  part  of  the  “Standards.”  Unlike 
many  old-fashioned  “codes,”  this  modern 
guide  does  not  tie  the  hands  of  those  who 
apply  the  principles  set  forth.  On  the 
contrary,  it  goes  a long  way  towards  break- 
ing the  fetters  of  red  tape  which  for  too  long 
a period  have  slowed  down  legal  proceedings. 

While  doctors  and  lawyers  are  the  immedi- 
ate beneficiaries  of  these  new  guiding 
principles,  the  people  of  this  State  are  in- 
tended to  be  and  will  be  the  v iltimate 
beneficiaries.  This  is  the  outstanding  virtue 
of  the  document  since  it  is  in  keeping  with 
the  primary  objectives  of  both  professions, 
namely,  to  promote  the  well-being  of  the 
public.  It  is  a well-known  fact  that  many 
court  actions,  particularly  accident  cases  for 
which  the  “Standards”  were  especially 
designed,  and  agency  proceedings  are  not 
settled  until  years  after  action  has  com- 
menced. In  a large  measure,  this  is  due  to 
the  difficulty  in  obtaining  and  presenting 
medical  testimony.  Practical  application 
of  these  principles  can  do  much  therefore  to 
expedite  proceedings,  thereby  promoting 
justice  and  creating  good  will  for  both 
professions. 

In  the  past  some  physicians  and  lawyers 
have  had  the  reputation  of  not  cooperating 
fully  in  the  handling  of  personal  injury 
cases.  Such  reputation  could  easily  be 
brought  about  by  the  justifiable  fear  on 
the  part  of  a doctor  in  testifying  in 
court  or  the  misconception  on  the  part 
of  a lawyer  regarding  a physician’s  re- 
luctance to  be  involved  in  a particular 
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case.  Whatever  the  reason  and  whether  or 
, not  justified,  such  a reputation  brought 

I about  by  a minority  of  both  professions  has 
cast  a dark  shadow  of  public  ill  will  over  the 
majority.  Now  is  the  time  to  remove  this 
shadow  through  the  medium  of  the  “Stand- 
ards of  Practice,”  the  primary  goal  of  which 
is  to  remove  the  obstacles  which  hitherto 
have  made  doctor-lawyer  cooperation  diffi- 
cult to  achieve. 

The  State  Medical  Society  and  the  State 
Bar  Association  have  taken  the  lead  in 
) trying  to  solve  a difficult  problem.  Their 
united  efforts  will  be  in  vain  unless  each 
individual  physician  and  lawyer  as  well  as 
each  local  county  medical  society  and  bar 
' association  takes  definite  action.  We  en- 
dorse and  recommend  the  two  specific  steps 


spelled  out  in  the  conclusion  of  the  “Stand- 
ards.” The  first  step  is  the  hope  “that 
every  physician  and  attorney  practicing 
in  New  York  State  will  abide  by  the  spirit 
as  well  as  the  letter  of  these  principles.” 
The  second  step  is  that  “County  medical 
societies  and  bar  associations  are  strongly 
urged  to  implement  these  standards  by 
adapting  them  to  local  situations.  It  is 
recommended  that  standards  of  practice, 
similar  to  those  contained  herein,  be 
drawn  up  and  approved  by  medical  and 
legal  groups  at  the  local  level.”  If  both 
these  suggestions  are  carried  out,  great 
strides  will  be  made  in  bringing  law  and  medi- 
cine closer  together  and  in  promoting 
smoother  and  faster  legal  proceedings  to  the 
benefit  of  the  people  of  this  State. 


Reports  Required  of  Habitual  Narcotics  Users 


The  cooperation  of  all  physicians  is  re- 
quested in  the  now  mandatory  reporting  of 
habitual  users  of  narcotic  drugs  in  this 
State.  The  request  comes  from  Herman  E. 
Hilleboe,  M.D.,  New  York  State  Commis- 
sioner of  Health,1  and  the  Journal  is  pleased 
to  bring  it  to  the  attention  of  the  member- 
ship. 

Section  3344  of  the  Public  Health  Law,  which 
became  effective  April  12,  1952,  provides  that 
It  shall  be  the  duty  of  every  attending  or 
consulting  physician  to  report  to  the  state 
department  of  health,  promptly,  the  name  and, 
if  possible,  the  address  of  an}’  person  under 
treatment  if  it  appears  that  such  person  is 
an  habitual  user  of  any  narcotic  drug.  Such 
reports  shall  be  open  for  inspection  only  to 
federal,  state  and  municipal  officers  whose 
duty  is  to  enforce  the  laws  of  this  state  or  of 
the  United  States  relating  to  narcotic  drugs, 
or  who  are  concerned  with  the  commitment, 
care,  treatment  and  rehabilitation  of  persons 
addicted  to  the  use  of  narcotic  drugs.  No 
such  officer  having  knowledge  by  virtue  of  his 
office  of  any  such  report  shall  divulge  such 
knowledge  except  in  connection  with  his 

1 Letter  dated  Jtdy  1,  1957. 


duties. 

For  this  purpose,  we  are  attaching  Form 
NC-9  by  which  such  reporting  is  to  be  accom- 
plished. The  completed  form  should  be  for- 
warded to  the  full-time  city  health  com- 
missioner, full-time  county  health  com- 
missioner, or  the  district  state  health  officer  in 
your  area.  In  the  City  of  New  York,  the  form 
should  be  sent  to  the  New  York  City  Health 
Department,  125  Worth  Street,  New  York 
13,  New  York.  The  health  officer  will  trans- 
mit the  report  to  our  Department  at  Albany. 

Additional  forms  may  be  obtained  from  the 
full-time  health  officer  in  your  area  or  from  the 
Narcotic  Control  Section  of  the  Department  at 
Albany. 

It  is  not  intended  that  physicians  shall 
report  persons  who  require  the  continued 
administration  of  a narcotic  drug  for  the  relief 
of  pain  in  the  advanced  states  of  a fatal  disease. 
With  this  exception,  failure  to  report  persons 
who  habitually  use  narcotic  drugs  may  result 
in  embarrassment  or  prosecution. 

It  is  to  be  hoped  that  the  physicians  of 
the  State  will  cooperate  immediately  with 
the  Commissioner  of  Health  in  this  man- 
dated campaign  to  register  the  habitual 
users  of  narcotic  drugs. 
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ANNOUNCEMENT 

Schedule  of  District  Branch  Meetings , 

1957 

District 

Time 

Day 

Dale 

Town 

Place 

First 

May  12 

New  York  City 

Hotel  Statler 

Second 

7: 00- 
Cocktails 
7: 45- 
Dinner 

Wednesday 

October  16 

Smithtown 

(Suffolk) 

Riverside  Inn 

Third 

10:30-4:30 

Thursday 

October  3 

Kingston 

Wiltwick  Golf  and 
Country  Club 

Fourth 

Afternoon 

Dinner 

Evening 

Thursday 

October  17 

Saratoga  Springs 

Newmans  Lake  House 

Fifth 

Thursday 

October  10 

Utica 

(Heart  Day) 

Hotel  Utica 

Sixth 

Afternoon 

Dinner 

Evening 

Wednesday 

September  25 

Cortland 

Cortland  Country  Club 

Seventh 

Afternoon 
7: 30-Dinner 

Thursday 

September  19 

Rochester 

Sheraton  Hotel 

Eighth 

Afternoon 
6: 30-Dinner 
and 
Dance 

Wednesday 

September  18 

Buffalo 

Kleinhans  Music  Hall 

Ninth 

1: 00-Golf 
6: 00- 
Cocktails 
7: 30-Dinner 

Wednesday 

October  2 

Mahopac 

Mahopac  Golf  Club 
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iri  any 

Dramamine®  kind 


Brand  of  Dimenhydrlnate 


of  motion 
sickness 


“Dramamine  (Searle)  is  still 
the  most  popular  because 
of  its  lack  of  side  reactions 
and  almost  no  contraindica- 
tions to  its  use.  It  acts  both 
as  a preventive  and  a cure  for 
seasickness  or  motion  sick- 
ness. Rectal  administration 
proved  as  effective  as  oral 
administration  for  those  who 
could  not  retain  the . . . [tablet] 
when  given  orally.” 

Rehfuss,  M.  E.,  and  Price, 

A.  H.:  A Course  in  Practical 
Therapeutics,  ed.  3, 
Baltimore,  The  Williams  & 
Wilkins  Company,  1956, 
p.  534. 
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24  steps  to  a hospital  bed 


The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “ Will  1 be  able  to  make  it?” 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 


although  he  should  not  now  indulge  in  previously  . 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be-  \ 

fore  meals  and  at  bedtime.  The  specific  needs  of  B 
most  patients  are  met  with  Peritrate’s  five  conven-  t 
ient  dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency.  ; 


A new  sense  of  freedom  restores  the  “cardiac  Usual  Dosage:  A continuous  schedule  of  10  to  20 

cripple”  to  a sense  of  usefulness  and  participation,  mg.  before  meals  and  at  bedtime. 


Peritrate® 


WARN  E R-CHILCOTT 
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The  Pathogenesis  of  Cardiac  Edema 

A Homeostatic  Explanation 


EMANUEL  GOLDBERGER,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Medicine,  Lincoln  Hospital) 


Two  main  mechanical  theories  which  at- 
tempt to  explain  the  pathogenesis  of  cardiac 
edema  are  the  backward  failure  theory  and  the 
more  recent  forward  failure  theory. 

According  to  the  backward  failure  theory  of 
cardiac  edema1'2  the  right  or  left  ventricle  first 
fails  as  a pump,  causing  blood  to  accumulate  be- 
hind the  failing  ventricle.  According  to  Start- 
ling’s Law  this  produces  an  increased  venous  pres- 
sure and  a transudation  of  fluid  from  the  capil- 
laries into  the  extravascular,  extracellular  fluid 
spaces.  As  a result  of  this  a decrease  in  the  circu- 
lating plasma  volume  occurs,  causing  renal  blood 
flow  to  decrease  and  the  kidneys  to  reabsorb  a 
greater  quantity  of  salt  and  therefore  water. 
This  in  turn  increases  the  venous  pressure  and 
aggravates  the  edema. 

In  the  forward  failure  theory3  the  first  effect  of 
the  failing  heart  is  a decreased  cardiac  output. 
This  immediately  causes  a redistribution  of  blood 
and  a marked  reduction  in  renal  blood  flow.  As  a 
result  of  this  the  kidneys  reabsorb  more  than  their 
usual  quantities  of  salt  and  water,  increasing  the 
circulating  plasma  volume.  This  finally  causes 
an  increased  venous  pressure  which  in  turn  causes 
edema. 

There  is  evidence  which  supports  each  of  these 
theories.4-7  Recently,  in  the  light  of  new  knowl- 


edge of  adrenal  and  posterior  pituitary  physi- 
ology, attempts  have  been  made  to  modify  both 
these  theories.8-14  It  has  been  shown,  for  ex- 
ample, that  the  tubular  reabsorption  of  salt 
(sodium)  is  under  control  of  the  adrenal  cortical 
hormone,  aldosterone,9  and  that  the  tubular  re- 
absorption of  water  is  controlled  by  the  anti- 
diuretic hormone  (ADH)  of  the  posterior  pitui- 
tary.15 However,  the  factors  which  normally 
regulate  the  secretion  or  suppression  of  these  hor- 
mones apparently  do  not  operate  when  congestive 
heart  failure  and  edema  are  present.8-14'1617 

For  example,  normally  when  blood  volume  is 
increased,  aldosterone  secretion  is  inhibited.8 
However,  in  congestive  heart  failure  an  increased 
blood  volume  may  not  be  effective.  Instead  the 
secretion  of  aldosterone  (measured  by  means  of 
its  urinary  excretion)  is  increased.12 

Similarly,  in  patients  with  congestive  heart 
failure  and  a low  sodium  level  in  the  serum,  the 
low  osmotic  pressure  of  the  extracellular  fluid  acts 
as  a stimulus  for  water  diuresis  by  stopping  the 
production  of  ADH.  In  most  cases  the  osmotic 
pressure  of  the  extracellular  fluid  varies  propor- 
tionately with  the  serum  sodium  level,  because 
sodium  is  the  chief  electrolyte  of  the  extracellular 
fluid.  Instead,  water  retention  may  be  pres- 
ent.18'19 
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It  is  the  purpose  of  this  paper  to  re-examine  the 
homeostatic  mechanisms  which  normally  control 
salt  and  water  balance  and  to  describe  how  the 
same  mechanisms  can  explain  the  seemingly  para- 
doxical conditions  observed  in  cases  of  cardiac 
edema.  The  paper  is  divided  into  two  parts, 
part  A concerning  the  homeostatic  mechanisms  in 
the  normal  body  and  part  B the  homeostatic 
mechanisms  in  cardiac  edema. 

A.  The  Homeostatic  Mechanisms  Con- 
trolling Salt  and  Water  in  the  Normal 
Body 

There  are  two  main  mechanisms  which  regulate 
salt  (sodium)  and  water  homeostasis  in  the  nor- 
mal body,  those  concerned  with  aldosterone  and 
ADH. 

Aldosterone,  the  adrenal  cortical  steroid,  regu- 
lates the  reabsorption  of  sodium  from  the  kid- 
neys. The  stimulus  for  the  secretion  of  aldos- 
terone is  probably  the  efficiency  of  the  heart  as  a 
pump  and  the  volume  of  blood  in  the  head.20 
The  exact  location  of  this  volume  receptor  in  the 
head  is  not  known.  It  is  possibly  in  the  hypo- 
thalmus.  The  site  of  action  of  aldosterone  is  the 
distal  tubules  of  the  kidneys.8 

In  a normal  subject,  when  the  volume  of  blood 
in  the  head  decreases,  aldosterone  is  released  to 
the  general  circulation.  This  causes  the  distal 
renal  tubules  to  reabsorb  more  salt.  Since 
water  must  also  be  retained  to  keep  the  salt  in  iso- 
tonic solution,  the  total  effect  is  to  increase  and  to 
restore  the  blood  volume,  and  thus  the  intra- 
cranial volume,  to  normal. 

When  the  volume  of  blood  in  the  head  increases 
the  secretion  of  aldosterone  is  stopped.  The 
distal  tubules  do  not  reabsorb  sodium,  which  is 
excreted  in  the  urine.  The  excretion  of  sodium  is 
accompanied  by  the  excretion  of  water  to  keep  it 
in  solution.  The  total  effect  of  this  is  to  decrease 
and  restore  the  blood  volume  and  the  intracranial 
volume  to  normal. 

The  secretion  of  aldosterone  and  an  inhibition 
of  sodium  diuresis  can  be  produced  experimen- 
tally by  the  following  procedures  which  decrease 
the  volume  of  blood  in  the  head : (1)  keeping  the 
subject  in  a passive,  upright  position,21-24  (2) 
keeping  the  subject  sitting  for  several  hours,16 
(3)  changing  a subject  who  suffers  from  ortho- 
static hypotension  from  a recumbent  to  an  up- 
right position,25  and  (4)  withdrawing  small 
amounts  of  blood  (25  cc.  per  Kg.).26 

Reverse  changes,  namely  a diuresis  of  sodium, 


occur  when  the  blood  volume  and  the  intracranial 
volume  are  increased  by:  (1)  compression  of  the 
neck  by  means  of  a blood  pressure  cuff  at  20  mm. 
Hg  or  more  around  the  neck,17’20  and  (2)  com- 
pression of  the  legs.27 

The  above  observations  indicate  that  with  few 
exceptions28  the  decreased  or  increased  sodium 
excretion  in  the  kidneys  is  produced  by  changes  in 
the  sodium  reabsorptive  capacity  of  the  renal 
tubules,  which  are  the  site  of  action  of  aldosterone. 

ADH,  the  antidiuretic  hormone  of  the  posterior 
pituitary,  regulates  the  retention  or  excretion  of 
water  by  the  kidneys.  The  stimulation  for  the 
secretion  of  ADH  is  the  relative  osmotic  pressure 
of  the  cells,  that  is,  the  osmotic  pressure  of  the 
cells  in  relation  to  the  osmotic  pressure  of  the  ex- 
tracellular fluid.  The  location  of  this  osmotic 
regulating  center  (osmoreceptor)  is  probably  in 
the  supraoptic  and  paraventricular  nuclei  of  the 
hypothalamus.29  The  site  of  action  of  ADH  is 
probably  the  distal  tubules  of  the  kidneys.15 

When  the  total  osmotic  pressure  of  the  body 
changes,  ADH  is  not  affected.  However,  if  for 
any  reason  the  osmotic  pressure  of  the  cells  in 
relation  to  the  osmotic  pressure  of  the  extracellu- 
lar fluid  is  changed,  ADH  production  will  either 
decrease  or  increase. 

For  example,  when  an  animal  or  a normal  sub- 
ject imbibes  plain  water,  the  immediate  effect 
of  the  water  is  to  dilute  the  extracellular  fluid 
and  to  increase  the  osmotic  pressure  of  the  cells 
in  relation  to  that  of  the  extracellular  fluid. 
The  relative  increased  osmotic  pressure  of  the 
cells,  therefore,  stops  the  production  of  ADH, 
and  a water  diuresis  occurs. 

On  the  other  hand,  Verney30’31  showed  that 
when  a hypertonic  solution  of  sodium  chloride 
was  injected  into  the  carotid  artery  of  a dog  in 
whom  water  diuresis  had  been  produced,  the 
diuresis  promptly  stopped.  Similar  antidiuretic 
effects  were  noted  when  hypertonic  glucose  or 
sucrose  was  injected  instead  of  the  sodium  chlo- 
ride. All  these  substances  cause  an  increased 
osmotic  pressure  of  the  extracellular  fluid. 
However,  when  urea  was  injected,  an  antidiuretic 
effect  was  not  noted,  although  urea  also  increases 
the  osmotic  pressure  of  the  extracellular  fluid. 

The  reason  for  these  changes  is  that  the  hyper- 
tonic salt,  the  glucose  and  the  sucrose  are  con- 
fined to  the  extracellular  fluid  because  they  are 
not  able  to  penetrate  the  cells  freely.  Therefore, 
they  increase  the  osmotic  pressure  of  the  extra- 
cellular fluid  in  relation  to  that  of  the  cells. 
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Decreased  osmotic  Water  intoxi-  Excretion  Excretion  Increased  volume  of  extracellular  fluid  — ► aldosterone  inhibition  — *-  sodium  excretion.  This  makes 

pressure  and  in-  cation  (primary)  (primary)  the  osmotic  pressure  of  the  extracellular  fluid  still  lower  — *•  antidiuretic  hormone  inhibition  — ► 

creased  volume  water  diuresis  — ► volume  of  extracellular  fluid  decreases  and  osmotic  pressure  of  extracellular 

of  extracellular  fluid  rises  toward  normal.  There  is  also  a free  movement  of  water  from  the  extracellular  fluid 

flujc)  to  the  cells  to  equalize  the  osmotic  pressures 
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However,  urea  can  penetrate  cell  membranes 
freely.  Its  effect,  therefore,  is  to  increase  the 
osmotic  pressure  of  cells  and  extracellular  fluid 
equally. 

Isolated  changes  in  osmotic  pressure  and  in 
extracellular  (intracranial)  volume  can  occur. 
However,  under  most  conditions  simultaneous 
changes  in  volume  and  osmotic  pressure  occur 
together.  The  relative  changes  in  volume  and 
osmotic  pressure  are  not  fixed.  For  example, 
an  increased  volume  may  be  associated  with  an 
increased  osmotic  pressure  of  the  extracellular 
fluid  (which  occurs  if  hypertonic  saline  is  in- 
fused into  the  body)  or  with  a decreased  osmotic 
pressure  (which  occurs  if  plain  water  is  infused) . 

The  effect  of  solely  increasing  the  osmotic 
pressure  of  the  extracellular  fluid  can  be  described 
in  the  following  way: 

The  osmotic  pressure  of  the  extracellular  fluid 
can  be  experimentally  increased  without  any 
change  in  the  volume  of  the  extracellular  fluid  by 
withdrawing  a quantity  of  blood  and  then  re- 
infusing an  identical  volume  of  hypertonic  saline 
in  isotonic  albumin.  The  effect  of  such  an  ex- 
periment would  be  first  an  increased  osmotic 
pressure  of  the  extracellular  fluid  relative  to  that 
of  the  cells.  This  stimulates  the  osmoreceptor 
in  the  hypothalamus,  and  ADH  is  secreted  into 
the  general  circulation.  As  a result,  the  kidneys 
reabsorb  or  retain  water,  and  the  volume  of  the 
extracellular  fluid  (and  blood)  increases.  This 
has  a double  effect.  The  retention  of  water 
causes  the  osmotic  pressure  of  the  extracellular 
fluid  to  decrease  and  to  return  toward  normal. 
In  addition,  the  increased  blood  volume  inhibits 
aldosterone  production.  This  allows  more  so- 
dium and  water  to  be  excreted  by  the  kidneys 
and  also  allows  the  osmotic  pressure  of  the  extra- 
cellular fluid  to  decrease  and  to  return  to  its 
previous  level  (Table  I,  Group  1). 

A total  of  eight  possible  combinations  of 
volume  (water)  and  osmotic  pressure  (sodium) 
can  effect  salt  and  water  excretion  or  retention. 
These  are  listed  in  Table  I. 

Study  of  Table  I shows  that  when  changes  in 
osmotic  pressure  (water)  and  volume  (sodium) 
vary  similarly  or  more  or  less  proportionately, 
the  result  is  primarily  dependent  on  the  changes 
due  to  the  salt.  Thus  the  volume  change  is  the 
primary  factor  in  such  cases. 

When  changes  in  osmotic  pressure  and  volume 
vary  inversely,  the  result  is  primarily  dependent 
on  the  changes  due  to  the  water.  Thus,  in  such 


cases  the  change  in  osmotic  pressure  is  the  pri- 
mary factor. 

The  major  factor  which  tends  to  equalize  the 
osmotic  pressures  of  the  cellular  and  extracellular 
fluid  is  the  free  movement  of  water  due  to  os- 
motic forces,  from  a region  of  relatively  low  os- 
motic pressure  to  one  of  high  osmotic  pressure. 
This  assumes  that  the  osmotic  pressures  of  the 
cellular  fluid  and  the  extracellular  fluid  are  iden- 
tical.13’14 However,  recent  evidence  suggests 
that  the  osmotic  pressure  of  the  cells  is  higher 
than  that  of  the  extracellular  fluid  and  that  a 
constant  gradient  is  normally  maintained  between 
them  by  a constant,  active  extrusion  of  water  by 
the  cells.32  However,  even  if  this  is  so,  it  would 
not  invalidate  the  observations  presented  above, 
which  depend  on  the  osmotic  pressure  of  the  ex- 
tracellular fluid  relative  to  that  of  the  cells. 

Two  other  factors  which  aid  in  the  equaliza- 
tion of  osmotic  pressures  are  renal  hemodynamics 
and  the  sensation  of  thirst.  An  increased  volume 
of  extracellular  fluid  tends  to  increase  glomerular 
filtration  and  to  decrease  tubular  reabsorption  of 
water.  However,  this  does  not  always  happen. 
The  sensation  of  thirst  which  accompanies  cellu- 
lar dehydration  ordinarily  leads  to  the  ingestion 
of  sufficient  water  to  reduce  the  concentration 
of  sodium  in  the  extracellular  fluid  and  in  this 
way  to  rehydrate  the  cells. 

B.  Homeostatic  Mechanisms  in  the 
Presence  of  Cardiac  Edema 

The  Role  of  Aldosterone.33 — For  the  pur- 
poses of  this  discussion,  we  shall  assume  that  the 
forward  failure  theory  of  congestive  heart  failure 
is  generally  valid.  The  first  effect  of  heart  failure, 
therefore,  will  consist  of  a decrease  in  the  cardiac 
output  to  a level  below  that  which  existed  before 
the  onset  of  failure,  regardless  of  whether  the 
level  was  normal  or  elevated.  As  a result  of  this 
a decrease  in  intracranial  blood  flow  occurs. 
This  stimulates  the  intracranial  volume  center 
(volumometer),  which  in  turn  causes  two  effects 
simultaneously: 

1.  A contraction  of  the  vascular  (arterial  and 
venous)  bed  of  the  body  occurs,  affecting  many 
organs,  including  the  skin  and  particularly  the 
kidneys.34’35  As  a result  of  this  vascular  con- 
traction the  effective  circulating  blood  volume 
tends  to  be  restored  to  normal.  The  mechanism 
by  which  this  vasoconstriction  occurs  is  not 
known.  It  is  possible  that  it  is  mediated  by 
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means  of  the  renal  secretion  of  renin,  by  vaso- 
exciter  material,  or  by  some  other  vasoexciter 
substance  which  acts  on  the  efferent  arteri- 
oles of  the  kidneys.34’36  However,  the  changes 
are  more  likely  due  to  sympathetic  stimulation  by 
the  volumometer  and  the  release  of  norepineph- 
rine into  the  general  circulation.37  A direct 
neurogenic  effect  on  the  kidneys  is  also  pos- 
sible.38'39 This  tends  to  increase  the  circulating 
blood  volume  toward  normal. 

2.  The  adrenal  gland  is  stimulated  and  al- 
dosterone is  secreted.8’ 12’ 40  The  aldosterone  en- 
ters the  general  circulation,  reaches  the  kidneys, 
and  causes  an  increased  tubular  reabsorption  of 
sodium  and  water.  This  also  tends  to  increase 
the  volume  of  blood  toward  normal. 

In  a subject  with  a normal  heart  the  secretion 
of  aldosterone  and  the  retention  of  sodium  and 
water  would  cause  the  re-establishment  of  a 
normal  blood  volume.  When  this  occurred,  the 
aldosterone  production  would  cease.  However, 
the  aldosterone  production  persists  in  heart 
failure  despite  the  fact  that  the  blood  volume 
may  not  only  be  restored  to  normal  but  even  in- 
creased.8’ 12 

This  apparent  inconsistency  can  be  explained 
in  several  ways: 

1.  The  circulating  blood  volume  may  not  be 
increased  but  decreased,  even  in  cases  of  long- 
standing heart  failure  with  edema.  Early 
observations  of  blood  volume  in  congestive  heart 
failure,  using  T 1824  dye  showed  increased  values, 
but  these  observations  have  been  challenged 
because  of  the  possibility  of  leakage  of  the  dye 
outside  the  vascular  bed  into  the  lymph  and  gen- 
eral extracellular  fluid  space.  However,  more 
recent  studies  using  radiochromium-tagged  red 
blood  cells  and  radioiodinated  human  serum 
albumin  have  shown  elevated  plasma  volumes, 
red  cell  mass,  and  total  blood  volume.41  There 
is  another  factor,  the  increased  red  cell  mass,  not 
related  to  aldosterone,  which  can  cause  the  blood 
volume  to  be  increased.  This  is  due  to  the  effect 
of  chronic  anoxia  on  the  red  marrow. 

2.  It  is  possible  that  even  though  the  total 
blood  volume  is  elevated,  it  is  associated  with  a 
redistribution  or  trapping  of  blood  in  various 
organs  of  the  body,  so  that  the  effective  intra- 
cranial volume  is  low.1314  However,  evidence  in 
support  of  this  is  lacking. 

3.  It  is  possible  that  when  heart  failure  is 
complicated  by  chronic  liver  congestion  or  cir- 
rhosis, the  degradation,  or  the  conjugation  and 


inactivation  of  the  aldosterone  by  the  liver  is 
impaired.  However,  there  is  no  proof  that  this 
is  so.42  Furthermore,  if  the  extracellular  volume* 
is  experimentally  increased  in  such  cases,  aldos- 
terone secretion  will  decrease  toward,  but  not  to, 
normal.8 

4.  We  believe  that  the  following  is  a simpler 
explanation  for  the  fact  that  even  when  heart 
failure  is  associated  with  edema  and  an  increased 
blood  volume,  aldosterone  excretion  continues: 

The  original  stimulus  for  the  secretion  of  aldos- 
terone is  the  decreased  extracellular  and  intra- 
cranial blood  volume.40  This  is  due  to  a weak 
heart  and  is  usually  but  not  necessarily  associated 
with  a decrease  in  cardiac  output. 43  The  aldos- 
terone does  not  restore  the  heart  nor  the  cir- 
culation to  normal,  even  with  the  retention  of 
sodium  and  water.  This  is  apparent  because  the 
vascular  changes  which  occur  with  the  aldos- 
terone stimulation  persist.  These  changes  in- 
clude the  markedly  decreased  renal  blood 
flow,34’35  the  decreased  flow  of  blood  through  the 
skin,  and  the  increased  venous  tone,44  which 
persist  even  in  cases  of  treated  congestive  heart 
failure. 

In  other  words,  if  one  assumes  that  the  stimu- 
lation of  the  intracranial  volume  center  simul- 
taneously causes  not  only  the  secretion  of  aldos- 
terone but  also  the  generalized  arterial  and 
venous  contraction,  it  can  be  concluded  that  any 
factor  which  requires  the  vascular  bed  to  remain 
in  a contracted  state  must  also  cause  the  con- 
tinued secretion  of  aldosterone,  although  the 
aldosterone  causes  the  blood  volume  to  return  to 
exceed  its  original  value. 

The  Role  of  ADH. — There  have  been  several 
reports  recently  which  have  indicated  that  the 
retention  of  water  may  be  a more  important  cause 
of  cardiac  edema  than  the  retention  of  so- 
dium.18’19 The  result  of  such  a retention  of  water 
would  be  to  produce  an  increased  volume  of  extra- 
cellular fluid  with  a lowered  osmotic  pressure 
and  consequently  a lowered  serum  sodium  level. 
The  exact  cause  of  such  water  retention  is  un- 
known, but  it  has  been  suggested  that  it  may  be 
due  to  an  increased  production  of  ADH  or  to  the 
accumulation  of  other  similar  antidiuretic  sub- 
stances.10,45"'47 However,  it  has  been  shown 
that  patients  with  cardiac  edema  can  respond  to 
the  experimental  administration  of  Pitressin 
(ADH)  like  normal  subjects48-49  and  develop 
water  retention. 

According  to  the  discussion  in  part  A,  ADH 
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stimulation  occurs  when  the  osmotic  pressure  of 
the  extracellular  fluid  becomes  relatively  hyper- 
tonic to  that  of  the  cells.  This  is  usually  mani- 
fested by  a rise  in  the  serum  sodium  value. 
However,  the  cases  of  water  retention  show  a 
low  serum  level,  indicating  that  the  osmotic 
pressure  of  the  extracellular  fluid  is  lower  than 
normal.  This  should  normally  serve  to  stop 
ADH  production  and  in  this  way  produce  a water 
diuresis  (Table  I,  Group  8).  However,  when 
water  is  administered  to  such  patients  with  a low 
serum  sodium  value,  the  water  may  be  retained 
in  the  body  despite  the  fact  that  it  further  dilutes 
and  lowers  the  osmotic  pressure  of  the  extra- 
cellular fluid. 

This  apparently  paradoxical  situation  of  ADH 
stimulation  in  the  presence  of  a low  serum  sodium 
value  and  a low  extracellular  fluid  osmotic  pres- 
sure can  be  explained  if  one  assumes  that  the 
osmotic  pressure  of  the  extracellular  fluid  is 
relatively  higher  than  that  of  the  cells,  in  spite 
of  the  fact  that  the  serum  sodium  level  is  low 
and  the  extracellular  osmotic  pressure  is  quan- 
titatively low. 

In  other  words,  if  one  assumes  that  ADH 
stimulation  occurs  whenever  the  osmotic  pressure 
of  the  extracellular  fluid  is  relatively  higher  than 
that  of  the  cells,  it  can  be  concluded  that  any 
factor  which  causes  this  will  result  in  continued 
ADH  secretion,  although  the  osmotic  pressure 
of  the  extracellular  fluid  (and  the  serum  sodium 
value)  is  quantitatively  low.  ADH  stimulation 
can  therefore  occur  as  a result  of  a primary 
increase  of  extracellular,  osmotic  pressure,  or  a 
primary  decrease  of  cellular  osmotic  pressure  or 
both. 

A lowering  of  serum  sodium  values  and  of  the 
cellular  osmotic  pressure  can  occur  in  the  follow- 
ing conditions: 

1.  Acute  ( Internal ) Dilution  Hyponatremia. — 
This  occurs  in  acute  infections  such  as  pneu- 
monia11 and  as  a result  of  acute  stresses,  such  as 
trauma  and  major  operations.60 

The  decreased  cellular  osmotic  pressure  in  these 
cases  apparently  is  due  to  the  following  mech- 
anism: An  operation,  infection,  or  stress  causes 
much  potassium  to  leave  the  cells.  The  potas- 
sium, which  then  enters  the  extracellular  fluid  and 
the  blood  stream,  is  continually  excreted  by  the 
kidneys,  because  the  homeostatic  mechanisms  for 
the  conservation  of  potassium  are  not  as  effective 
as  that  for  the  conservation  of  sodium.  The 
potassium  lost  from  the  cells  is  replaced  by 


sodium51’52  which  may  also  enter  the  bones50. 
However,  as  Cooke  and  his  associates53  have 
shown,  for  every  three  ions  of  potassium  lost 
from  the  cell  only  two  of  sodium  enter  the  cell. 
The  remaining  ion  of  potassium  is  replaced  by  a 
hydrogen  ion.  This  loss  of  potassium  from  the 
cells  and  the  entrance  of  sodium  and  hydrogen 
can  cause  the  cellular  osmotic  pressure  to  decrease 
if  one  of  the  sodium  ions  or  the  hydrogen  ion  is 
bound  more  firmly  to  the  amino  acids  of  the  cellu- 
lar protein  than  the  potassium  had  been.  If  this 
occurs  and  the  osmotic  pressure  of  the  cells  be- 
comes relatively  lower  than  that  of  the  extra- 
cellular fluid,  a movement  of  water  from  the  cells 
to  the  extracellular  fluid  will  occur  in  an  attempt 
to  equalize  the  osmotic  pressures.  This  will  dilute 
the  extracellular  fluid  and  the  serum  and  will 
cause  the  serum  sodium  value  to  fall.  A further 
result  of  this  movement  of  water  from  cells  to 
extracellular  fluid  will  be  to  decrease  the  volume 
of  the  cells. 

Therefore,  in  spite  of  the  fact  that  the  serum 
sodium  value  is  low  and  the  osmotic  pressure  of 
the  extracellular  fluid  is  also  low,  the  osmotic 
pressure  of  the  extracellular  fluid  is  relatively 
higher  than  that  of  the  cells,  and  ADH  produc- 
tion is  stimulated.  As  a result,  water  retention 
will  occur.  However,  as  soon  as  osmotic  equi- 
librium occurs  between  the  cells  and  the  extra- 
cellular fluid,  ADH  production  will  stop. 

It  is  therefore  not  necessary  to  assume,  as  Leaf 
and  Mamby54  and  Weston19  have  done,  that  a 
paradoxical  stimulation  of  ADH  occurs  in  such 
cases  in  spite  of  a low  osmotic  pressure  of  the 
extracellular  fluid.  In  other  words,  ADH  stimu- 
lation is  not  related  to  a quantitatively  high  ex- 
tracellular osmotic  pressure  but  occurs  instead 
whenever  the  extracellular  osmotic  pressure  is 
relatively  higher  than  that  of  the  cells.  The 
rapidity  with  which  these  changes  occur  is  also  a 
factor  in  determining  whether  or  not  ADH 
stimulation  will  occur.54 

2.  Chronic  ( Internal ) Dilution  Hyponatremia. 
—In  1937  Winkler  and  Crankshaw55  described  low 
serum  sodium  values  in  patients  with  chronic  pul- 
monary tuberculosis.  In  these  patients  there 
were  no  symptoms  referable  to  the  low  serum 
sodium  values.  Further  observations  by  others 
have  shown  that  such  asymptomatic  hypo- 
natremia is  not  limited  to  pulmonary  tuberculosis 
but  also  occurs  in  numerous  chronic  wasting 
diseases,  such  as  advanced  carcinoma,  Hodg- 
kin’s disease,  and  multiple  myeloma.  It  occurs  in 
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debilitated  patients  suffering  from  occlusive 
arteriosclerotic  lesions  of  the  extremities,  in 
patients  who  have  been  bedridden  because  of 
cerebrovascular  lesions,  in  chronic  nephritis, 
cirrhosis  of  the  liver,  and  in  congestive  heart 
failure.11-66  It  has  also  been  found  in  subacute 
or  chronic  conditions  such  as  meningeal  tuber- 
culosis.52-67 

The  decreased  osmotic  pressure  in  cases  of 
chronic  dilution  hyponatremia  is  apparently  due 
to  the  fact  that  potassium  is  slowly  but  contin- 
uously released  from  the  cells  as  a result  of  cellular 
disintegration.  This  is  due  to  the  chronic 
malnutrition  and  the  chronic  wasting  disease 
from  which  the  patient  is  suffering.58  A similar 
situation  can  occur  as  the  result  of  chronic  con- 
gestive heart  failure,  where  there  is  a long  con- 
tinued overproduction  of  aldosterone.  Aldos- 
terone not  only  causes  a renal  retention  of  so- 
dium, but  also  increases  the  excretion  of  potas- 
sium by  the  kidneys.  As  potassium  continues 
to  be  lost  from  the  body,  it  continues  to  diffuse 
slowly  out  of  the  muscle  cells  and  is  replaced  by 
sodium  and  hydrogen  by  the  mechanism  de- 
scribed above. 

Not  all  cases  of  chronic  congestive  heart  failure 
develop  a loss  of  cellular  potassium  or  a decrease  in 
cellular  osmotic  pressure.  This  may  be  due  to 
the  fact  that  the  renal  blood  flow  may  be  so  low 
in  such  cases  that  most  of  the  water  filtered 
through  the  glomeruli  is  reabsorbed  in  the  proxi- 
mal tubules  along  with  sodium,  potassium,  and 
other  electrolytes  to  maintain  an  isotonic  con- 
centration. As  a result  the  volume  of  fluid  and 
the  quantity  of  electrolytes  reaching  the  distal 
tubules  is  minimal. 

Berliner  and  Kennedy,59  Howell  and  Davis,60 
and  Koch  et  a/.61  have  explained  the  decreased 
urinary  excretion  of  potassium  in  such  cases  in 
the  following  way:  Virtually  all  the  potassium 
in  the  glomerular  filtrate  is  reabsorbed  in  the 
proximal  tubules,  and  most  or  all  of  the  potas- 
sium which  is  excreted  in  the  urine  is  derived 
from  tubular  secretion  due  to  an  exchange  of 
potassium  ions  within  the  renal  tubular  cells  for 
sodium  ions  from  the  tubular  lumen.  Therefore, 
if  practically  all  the  glomerular  filtrate  which 
reaches  the  distal  tubules  contains  no  sodium, 
potassium  will  not  be  excreted. 

Berliner  and  Kennedy69  have  also  shown  that  in 
the  distal  tubules  there  is  an  exchange  mechanism 
relating  to  the  active  secretion  of  hydrogen  and 
potassium  ions.  Therefore,  in  the  situation 


described  above,  where  there  is  a loss  of  cellular 
potassium  and  an  entrance  of  sodium  and  hydro- 
gen into  the  cells,  the  pH  of  the  cells  is  decreased. 
As  a result,  the  distal  renal  tubules  respond 
by  the  retention  of  potassium  and  the  secretion 
of  hydrogen  ions  in  the  urine. 

In  cases  of  chronic  congestive  heart  failure 
there  are  also  factors  which  can  cause  a marked 
loss  of  potassium.  These  include  diuretics  such  as 
Diamox,  which  causes  a marked  renal  excretion  of 
potassium.  In  addition,  a marked  urinary  loss  of 
potassium  can  also  occur  if  the  mercurial  diuretics 
are  given  to  patients  on  low  sodium  intakes. 

The  cases  of  chronic  dilution  hyponatremia  do 
not  have  a continual  stimulation  of  ADH,  because 
as  soon  as  osmotic  equilibrium  is  reached,  ADH 
production  stops.  However,  if  an  acute  situation 
develops  in  a patient  with  chronic  heart  failure, 
for  example,  and  causes  a loss  of  cellular 
potassium,  the  resultant  ADH  secretion  can  pro- 
duce an  aggravation  of  the  heart  failure,  as  Leiter 
and  his  associates”  have  shown.  However,  the 
aggravated  heart  failure  is  not  the  direct  cause 
of  the  ADH  stimulation,  contrary  to  what  others 
have  suggested,19  but  both  the  aggravation  of  the 
heart  failure  and  the  secretion  of  ADH  are  results 
of  a common  factor  which  has  caused  a loss  of 
cellular  potassium. 

3.  Water  Intoxication.- — An  impaired  excre- 
tion of  water  is  not  present  in  chronic  dilution 
hyponatremia  unless  the  renal  blood  flow  is  very 
low,  as  may  occur  in  severe  congestive  heart 
failure.  In  acute  dilution  hyponatremia  water 
retention  occurs  due  to  the  presence  of  ADH. 
Therefore,  if  a large  quantity  of  water  is  given 
either  orally,  reetally,  or  parenterally  to  such 
patients,  water  retention  may  develop.  If  the 
water  administration  is  continued,  clinical  signs 
of  marked  muscle  weakness,  peculiar  behavior, 
coma,  or  convulsions,  due  to  water  intoxication, 
may  develop.62  In  most  of  these  cases  water 
intoxication  occurs  as  a result  of  rectal  or  paren- 
teral water  administration.  More  rarely  it  is 
due  to  oral  administration,  the  water  being  used  as 
a diuretic.  The  reason  for  this  is  that  patients 
with  a low  cellular  osmotic  pressure  and  ADH 
stimulation  do  not  ordinarily  complain  of  thirst, 
unlike  the  usual  situation  where  thirst  and  ADH 
stimulation  occur  as  a result  of  dehydration. 

Th erapeu  t ic  Con  sitlera  t ion  s 

In  the  treatment  of  congestive  heart  failure  and 
cardiac  edema  it  is  important  to  differentiate  the 
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dilution  hyponatremia  syndromes  from  the  low 
serum  sodium  values  which  occur  as  a result  of 
salt  depletion,  because  in  the  salt  depletion  state 
the  administration  of  hypertonic  saline  may  be 
life-saving,  whereas  if  dilution  hyponatremia  is 
present,  hypertonic  saline  will  aggravate  the 
cardiac  edema  and  may  be  fatal  to  the  patient. 

Up  to  the  present  time  the  differentiation  has 
been  empirical  for  the  most  part.  In  a patient 
with  cardiac  edema  a history  of  excessive  sodium 
losses  through  vomiting,  Diarrhea,  paracen- 
tesis,63 excessive  use  of  cation  exchange  resins,64 
or  the  associated  presence  of  a salt-losing  nephri- 
tis,65'66 especially  if  associated  with  a decreased 
sodium  intake  and  the  finding  of  a low  serum 
sodium  value  and  signs  of  dehydration,  muscle 
cramps,  weakness,  and  a shock-like  state  suggest 
a salt  depletion  syndrome.  The  absence  of 
chloride  or  sodium  in  the  urine  will  help  confirm 
the  diagnosis.  However,  in  the  presence  of 
Addison’s  disease  or,  more  important,  renal 
disease,  which  many  patients  who  develop  a salt 
depletion  state  have,  chloride  and  sodium  may 
continue  to  be  excreted  in  the  urine  despite  the 
salt  depletion  state. 

On  the  other  hand,  edema  or  heart  failure 
developing  acutely  in  a patient  with  a chronic 
wasting  disease  during  an  acute  infection  such  as 
pneumonia  or  after  a major  operation,  especially  if 
associated  with  the  administration  of  large  quanti- 
ties of  water  orally,  rectallv,  or  parenterally,  and 
in  association  with  a low  serum  sodium  value, 
suggests  a dilution  hyponatremia.  It  should  also 
be  pointed  out  that  a salt  depletion  state  can 
occur  in  many  other  conditions  not  related  to 
heart  disease67-70  and  that  asymptomatic  hy- 
ponatremia may  also  develop  in  cases  of  marked 
hyperglycemia  or  hyperlipemia.39’71 

We  should  like  to  suggest  the  following  new 
method  of  differentiating  the  above  conditions: 

In  dilution  hyponatremia  the  volume  of  the 
cells  of  the  body  is  decreased  because  of  the 
lowered  osmotic  pressure  of  the  cells.  In  the 
salt  depletion  syndrome  and  in  water  intoxication 
the  volume  of  the  cells  is  increased  because  of 
the  lowered  osmotic  pressure  of  the  extracellular 
fluid.  In  asymptomatic  hyponatremia  associated 
with  hyperglycemia  or  hyperlipemia  the  cell 
volume  remains  normal. 

These  variations  in  cell  volume  and  in  cellular 
osmotic  pressure  can  be  determined  by  using  the 
red  blood  cell  as  an  osmometer  and  measuring  its 
mean  corpuscular  volume  (AICV).  This  can  be 


TABLE  II.- — Salt  Depletion  Studies  in  Two  Human 
Subjects  (McCance71-74) 


Subject 

Red  Cell 
Count 

Hemato- 

crit 

(Per 

Cent) 

Mean 

Corpus- 

cular 

Volume 

(Cubic 

Microns)* 

Control 

4,960,000 

45.6 

91.8 

After  salt 

depletion 

5,950, 000 

56.3 

94.0 

Control 

5,200, 000 

44.0 

84.6 

After  salt 

depletion 

6,400, 000 

56.0 

87.5 

* Calculated  by  us. 


done  simply  because: 

_ hematocrit  (per  cent)  X 10 
red  cell  count  (106/mm.3) 

The  result  is  expressed  in  cubic  microns  (n3) 
per  cell.72  In  order  to  obtain  accurate  values,  we 
suggest  that  three  simultaneous  but  separate 
determinations  be  made  and  the  average  of  those 
values  be  used  for  the  calculations  which  are  in 
agreement  within  5 per  cent.  The  normal 
range  of  the  mean  corpuscular  volume  of  the 
red  cell  is  quite  constant  in  the  adult  (87±5/z3). 

In  dilution  hyponatremia  the  cellular  osmotic 
pressure  is  relatively  less  than  that  of  the  extra- 
cellular fluid.  Therefore  the  cellular  volume  and 
the  AICV  of  the  red  cell  will  tend  to  be  less  than 
normal. 

In  the  salt  depletion  syndrome,  the  cellular 
osmotic  pressure  is  relatively  greater  than  that 
of  the  extracellular  fluid.  Therefore,  the  cellular 
volume  and  the  MCV  of  the  red  cell  will  tend  to 
be  greater  than  normal. 

In  water  retention  or  water  intoxication  the 
cellular  volume  will  tend  to  be  greater  than 
normal,  regardless  of  the  relationships  between 
the  cellular  and  extracellular  osmotic  pressures, 
and  the  AICV  of  the  red  blood  cell  will  tend  to  be 
greater  than  normal. 

We  are  at  the  present  time  investigating  the 
clinical  value  of  these  relationships,  which  sug- 
gest that  when  the  AICV  of  the  red  blood  cells  is 
larger  than  normal,  it  is  an  indication  that  either 
a salt  depletion  state  or  water  retention  is  present, 
and,  therefore,  a sign  that  water  should  be  with- 
held or  given  very  sparingly. 

In  this  connection,  we  have  reanalyzed  some 
of  the  data  AIcCance73'74  obtained  when  he  experi- 
mentally produced  a salt  depletion  state  in  human 
volunteers  by  having  them  sweat  copiously 
(thereby  losing  sodium)  and  at  the  same  time 
drink  water  freely.  Table  II  is  derived  from  the 
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data  from  two  of  his  subjects. 

Conclusions  and  Summary 

When  the  heart  fails  as  a pump,  a train  of 
homeostatic  regulating  mechanisms  is  set  in 
action,  whose  activity  may  result  in  cardiac 
edema.  As  soon  as  the  heart  fails  the  volume 
of  circulating  blood  decreases.  Two  homeostatic 
mechanisms  develop  simultaneously:  (1)  wide- 
spread vascular  (arterial  and  venous)  spasm, 
which  results  in  a markedly  decreased  renal  blood 
flow,  and  (2)  a decreased  blood  volume  causes 
the  adrenal  cortex  to  secrete  aldosterone  which  in 
turn  causes  the  retention  of  sodium  and  water  by 
the  distal  tubules  of  the  kidneys. 

As  a result  of  both  these  factors  the  blood 
volume  may  rise  to  and  may  even  exceed  its 
previous  value.  However,  aldosterone  produc- 
tion does  not  cease  as  it  would  in  a normal  sub- 
ject. The  reason  for  this  seemingly  paradoxical 
action  is  that  the  heart  remains  weak  despite  the 
increased  blood  volume,  and  the  vascular  spasm 
persists.  In  other  words  the  same  factor, 
namely  the  weak  heart,  which  causes  the  vascular 
bed  to  remain  in  a contracted  state,  must  also 
cause  aldosterone  secretion  to  be  continued,  al- 
though the  blood  volume  reaches  or  exceeds  its 
original  value.  The  edema  that  occurs  as  a 
result  of  these  mechanisms  can  therefore  justly 
be  called  cardiac  edema. 

There  are,  however,  conditions  in  which 
edema  may  occur  when  the  heart  does  not  fail  as 
a pump,  for  example,  in  Cushing’s  syndrome, 
during  steroid  therapy,  in  cirrhosis  of  the  liver, 
or  in  the  nephrotic  syndrome.  In  the  cirrhotic 
and  nephrotic  cases  the  primary  disturbance  is  a 
decrease  in  the  circulating  blood  volume,  which 
causes  the  aldosterone  secretion.  Edema  oc- 
curring in  such  cases  can  therefore  be  called 
circulatory  edema,  whereas  the  edema  occurring  in 
Cushing’s  syndrome  or  as  a result  of  steroid 
therapy  can  be  described  as  hormonal  edema. 

The  value  of  this  classification  is  that  it  em- 
phasizes the  primary  role  of  the  heart  in  the 
development  of  cardiac  edema.  In  other  words 
it  places  the  primary  cause  of  cardiac  edema  in 
the  heart  where  it  belongs. 

Another  factor  which  may  be  associated  with 
edema  formation  is  the  retention  of  water  due  to 
stimulation  of  ADH.  This,  however,  is  also  a 
secondary  factor  in  the  production  or  maintenance 
of  edema  and  is  not  necessarily  related  to  heart 
disease  per  se. 


Secretion  of  ADH  will  occur  whenever  there 
is  an  acute  loss  of  intracellular  potassium,  because 
this  causes  the  cellular  osmotic  pressure  to  be- 
come relatively  less  than  the  osmotic  pressure  of 
the  extracellular  fluid.  It  is  therefore  found  in 
acute  conditions  such  as  infections,  trauma,  or 
after  major  operations.  In  such  cases,  which  can 
be  described  as  acute  dilution  hyponatremia,  the 
decreased  cellular  osmotic  pressure  causes  the  free 
movement  of  water  from  the  cells  to  the  extra- 
cellular fluid.  This  results  in  a low  serum  sodium 
value,  which  is  characteristic  but  not  pathog- 
nomonic of  the  condition. 

In  such  cases  a seemingly  paradoxical  water 
retention  may  occur  if  water  is  given  freely. 
The  explanation  for  this  is  that  although  the 
serum  sodium  value  and  the  extracellular  osmotic 
pressure  are  quantitatively  low,  the  relative 
osmotic  pressure  of  the  extracellular  fluid  tends 
to  be  greater  than  that  of  the  cells.  As  a 
result  ADH  is  secreted.  This  secretion  itself  will 
not  cause  or  aggravate  edema,  because  thirst  is 
not  ordinarily  a symptom  of  such  cases.  There- 
fore, the  patient  does  not  drink  much  water. 
However,  if  water  is  administered  rectally  or 
parenterally  to  such  patients,  or  if  the  patient  is 
induced  to  drink  large  quantities  of  water  as  a 
diuretic  measure,  edema  may  develop  or  if  present 
will  become  aggravated. 

The  intracellular  loss  of  potassium  causes  the 
movement  of  sodium  from  extracellular  fluid  to 
the  cells.  In  addition,  the  decreased  osmotic 
pressure  of  the  cells  causes  the  movement  of 
water  from  cells  to  the  extracellular  fluid.  As  a 
result  the  serum  sodium  value  falls.  However, 
this  low  serum  sodium  value  cannot  be  used  as  a 
diagnostic  sign  of  the  dilution  state  because 
similar  low  sodium  values  can  occur  as  a result 
of  actual  salt  depletion  (from  vomiting,  etc.) 
and  in  many  other  ways.  Since  the  volume  of  the 
cells  of  the  body  is  decreased  in  dilution  hy- 
ponatremia and  is  increased  in  salt  depletion 
states,  we  have  suggested  that  variations  in  cell 
volume,  as  measured  by  changes  in  the  mean 
corpuscular  volume  of  the  red  blood  cells,  may  be 
helpful  as  a means  of  differential  diagnosis  and 
treatment  of  these  two  conditions. 

A chronic  dilution  hyponatremia  may  also  occur 
in  many  chronic  wasting  diseases  owing  to  a 
loss  of  cellular  potassium  from  cellular  disintegra- 
tion or  as  a result  of  long-continued  aldosterone 
stimulation.  However,  patients  with  chronic 
congestive  heart  failure  do  not  always  develop  a 
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marked  intracellular  loss  of  potassium  and 
hyponatremia  in  spite  of  the  long-continued  over- 
production of  aldosterone.  One  explanation 
for  this  is  that  the  renal  excretion  of  potassium 
takes  place  in  the  distal  tubules  of  the  kidneys 
where  intracellular  potassium  is  exchanged  for 
sodium  in  the  tubular  filtrate.  However,  in 
severe  congestive  heart  failure  the  renal  blood  flow 
may  be  so  low  that  most  or  all  of  the  sodium  in 
the  glomerular  filtrate  is  reabsorbed  in  the 
proximal  tubules,  so  that  little  or  no  sodium 
reaches  the  distal  tubules  for  exchange  with 
potassium.  Therefore,  potassium  is  not  excreted. 

71  East  77th  Street 
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Facial  Pain , Its  Differential  Diagnosis  and 

T reatment 


DOGAN  M.  PERESE,  M.D.,  BUFFALO,  NEW  YORK 
( From  Roswell  Park  Memorial  Institute) 


The  differential  diagnosis  of  pain  projected  to 
the  face  from  distant  sources  is  one  of  the 
more  complex  problems  in  medicine.  The 
variety  of  mechanisms  responsible  for  individual 
types  of  facial  pain  presents  increased  difficulties 
for  the  physician  dealing  with  these  cases.  Gen- 
eral practitioners  are  often  called  on  to  treat  these 
patients.  Owing  to  etiologic  differences  of  so- 
called  facial  pain  the  services  of  other  specialists, 
such  as  neurologists,  neurosurgeons,  general  sur- 
geons, allergists,  otolaryngologists,  and  dentists, 
may  also  be  needed. 

In  general,  however,  an  identification  of  each 
type  of  facial  pain  can  be  achieved  with  consistent 
success  by  employing  the  following  routine:  A 
careful  history  searching  out  details  of  the  appear- 
ance of  the  pain  (its  quality,  duration,  radiation, 
relationship  to  trauma,  etc.),  a routine  examina- 
tion of  the  hard  and  soft  tissues  of  the  face  in  ad- 
dition to  a general  physical  examination,  and  a 
complete  neurologic  examination  of  the  face. 
The  author  has  had  the  opportunity  to  screen  a 
great  number  of  patients  with  facial  pain  at  the 
pain  clinic  of  the  Roswell  Park  Memorial  Insti- 
tute. He  failed  many  times  in  establishing  an 
accurate  diagnosis  when  he  depended  solely  on 
the  neurologic  examination.  Since  the  ultimate 
success  of  the  treatment  of  facial  pain  depends 
on  correct  diagnosis,  the  importance  of  doing  a 
complete  evaluation  cannot  be  overemphasized. 

Presented  at  the  53rd  Annual  Meeting  of  the  University 
of  Buffalo  Dental  Alumni  Association,  Buffalo,  October  13, 
1955. 


In  this  paper  the  anatomic  and  pathologic 
basis  of  the  principal  pain  syndromes  occurring 
in  the  face  will  be  discussed,  and  a short  review 
of  the  current  methods  of  treatment  will  be  pre- 
sented. 

Table  I is  arranged  according  to  underlying 
causes  of  pain. 

Inflammation 

Inflammation  is  a common  cause  of  dental 
pain.  However,  it  is  difficult  to  recognize  the 
pain  of  pulpitis  in  the  early  stage  when  the  local 
reaction  is  of  a limited  nature  and  the  pain  is 
poorly  localized.  The  patient  may  complain  of 
a diffuse,  severe,  aching  pain  along  the  distribu- 
tion of  the  inferior  alveolar  nerve  in  the  lower 
jaw.  The  throbbing  quality  of  the  pain  is  not 
always  present.  The  results  of  physical  exami- 
nation of  the  gums  and  teeth  may  be  entirely 
negative  in  the  early  stage  of  pulpitis.  Its  dif- 
ferentiation from  trigeminal  neuralgia  becomes 
complicated  when  the  pain  is  of  shooting  and 
paroxysmal  character.  A detailed  history  can 
help  to  separate  pulpitis  from  trigeminal  neu- 
ralgia in  a great  number  of  instances.  In  addi- 
tion, I would  like  to  mention  the  cold  water 
test  which  consists  of  spraying  the  gums  with  cold 
water  from  a syringe.  When  applied  near  the 
affected  pulp,  it  will  diminish  the  intensity  of  the 
pain,  but  in  almost  every  instance  of  trigeminal 
neuralgia  it  will  precipitate  a major  attack.  In 


TABLE  I. — Etiologic  Classification  ok  Facial  Pain 


Inflammation 


Trauma 


Malignancy 


Anomalies  Neuralgias 


Pain  of  dental  origin  Fracture  of  mandible,  Originating  in  soft  tissues  of  Structural  anomalies  of  Typical 

facial  bones,  etc.  face  and  mouth  teeth,  jaw9,  etc. 

Pain  originating  in  sinuses.  Trauma  of  prosthetic  Originating  in  sinuses  Vascular  anomalies  of  Atypica 

ear,  nose,  or  throat  appliances  neck  and  brain 

Pain  of  central  nervous  sys-  Costen’s  syndrome  Originating  in  bony  and  car- 

tern  origin  tilagenous  structures  of 

jaws  and  face 

Pain  due  to  other  infectious  Originating  in  scalp,  cervical 

diseases,  (erysipelas,  tem-  spine,  or  central  nervous 

poral  arteritis,  etc.)  system 
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order  to  detect  inflammation  of  the  sinuses, 
pharynx,  nose,  or  ear,  the  assistance  of  x-ray 
findings  and  other  specialized  examinations  may 
be  required.  Various  meningitides  cause  head- 
ache and  some  facial  pain  of  diffuse  character. 
In  Gradenigo’s  syndrome,  which  is  rarely  seen 
today,  the  patient  complains  of  pain  along  the 
distribution  of  the  branches  of  the  trigeminal 
nerve  on  one  side  and  has  a sixth  nerve  palsy  due 
to  destruction  of  the  petrous  bone  by  intracranial 
extension  of  middle  ear  infection. 

Systemic  infections  such  as  erysipelas  with 
localization  in  the  face  are  easy  to  recognize. 
Lancinating  pain  of  tabetic  crisis  occurring  in  the 
jaws  may  be  difficult  to  diagnose.  In  addition 
to  the  detailed  historj’  and  neurologic  exami- 
nation, a blood  examination  is  often  necessary  to 
reach  the  diagnosis. 

Trauma 

Palpable  or  demonstrable  fractures  of  the 
facial  bones  are  readily  located.  Occasionally  a 
fracture  involving  the  base  of  the  skull  may  cause 
pain  or  numbness  along  the  distribution  of  the 
involved  fifth  nerve  of  the  face.  Prosthetic  ap- 
pliances usually  cause  pain  locally.  Costen’s 
syndrome  is  characterized  by  pain  in  the  temporo- 
mandibular joint  area  with  tenderness  to  pres- 
sure. X-rays  are  helpful  in  determining  an  ab- 
normality involving  the  joint.  A small  amount 
of  procaine  injected  into  the  joint  may  give  sud- 
den relief,  thus  establishing  the  diagnosis. 


severe,  dull  pain  of  constant  nature.  It  may  be 
the  first  symptom  presented  by  the  patient  with 
a tumor  of  the  jaw.  One  can  localize  the  tender 
areas  of  the  gums  and  jaws  by  palpation  or  by 
the  description  given  by  the  patient.  The  pain 
caused  by  large,  soft,  tissue  tumors  of  the  face 
and  mouth  can  be  severe  and  even  intractable  if 
there  is  much  stretching  of  the  mucosa,  compres- 
sion of  nerve  roots,  or  pulling  of  the  nerve  fibers. 

Occasionally,  tumors  of  the  meninges  or  gan- 
glions of  the  cranial  nerves  will  produce  radi- 
ating facial  pain  of  a constant  or  paroxysmal 
nature.  Impairment  of  nerve  function  as  evi- 
denced by  decreased  pinprick  sensation  and 
diminished  or  absent  corneal  reflex  should  draw 
the  examiner’s  attention  to  the  possibility  of  a 
primary  or  metastatic  meningeal  tumor.  It  is 
not  unusual  to  hear  a patient  complain  of  pain 
at  the  angle  of  the  jaw  and  near  the  ear  due  to 
irritation  of  the  second  and  third  sensory  division 
of  the  cervical  nerves  by  direct  pressure  of  pri- 
mary or  metastatic  tumors.  The  radiation  of 
the  pain  may  even  extend  to  the  occiput. 

The  history  of  the  patient  and  an  x-ray  ex- 
amination of  the  cervical  spine  are  helpful  in 
establishing  the  diagnosis.  When  destruction  of 
the  involved  nerve  is  complete,  this  pain  may 
disappear,  and  the  numbness  may  be  overlooked. 
The  sensory  deficit  may  be  difficult  to  recognize 
because  of  the  overlapping  sensory  supply  of  the 
other  cervical  nerves.  This  is  not  true,  however, 
for  the  trigeminal  and,  to  a certain  extent,  the 
glossopharyngeal  nerve. 


Tu  mors 

When  visible  lesions  of  the  soft  tissues  of  the 
face,  such  as  lip  and  tongue  cancer,  make  their 
appearance,  pain  certainly  is  not  the  main  com- 
plaint of  the  patient.  Basal  cell  tumors  are 
characterized  by  their  painless  nature.  Oc- 
casionally they  may  grow  near  pain-sensitive 
structures  of  the  mucosa  and  gums  causing 
localized  irritation  and  pain.  On  the  other  hand, 
tumors  of  the  sinuses  may  cause  pain  radiating 
along  the  branches  of  the  trigeminal  and  glosso- 
pharyngeal nerves.  When  tumor  interferes  se- 
verely with  the  nerve  function,  there  is  numbness 
either  along  the  tip  of  the  tongue  or  the  part  of 
the  cheek  corresponding  to  the  area  supplied  by 
the  involved  nerve. 

Bone  tumors  of  the  face  are  more  likely  to 
cause  pain  by  stretching  the  pain-sensitive  peri- 
osteum. This  is  frequently  a well-localized. 


Anomalies 

Some  of  the  congenital  or  benign  cysts  of  the 
jaws  are  completely  painless.  Others  can  cause 
pain,  especially  when  there  are  concommitant 
anomalies  of  the  mandible,  maxilla,  and  teeth. 
Long-standing,  uncorrected  anomalies  or  maloc- 
clusions of  the  jaws  can  result  in  Costen’s  syn- 
drome by  producing  definite  degenerative  and 
destructive  changes  in  the  temporomandibular 
joint.  Excessive  wear  of  the  biting  surfaces  of 
the  poorly  opposed  teeth  can  produce  dull  or 
sharp  pain  of  long  duration  because  of  irritation 
of  the  pain-sensitive  structures  of  the  teeth,  gums, 
and  jaws. 

Vascular  anomalies  of  the  circle  of  Willis,  par- 
ticularly congenital  aneurysms,  can  give  rise  to 
sharp,  pulsating  pain  due  to  direct  pressure  on 
some  of  the  cranial  nerves,  such  as  the  fifth  and 
seventh.  When  there  are  multiple  nerve  palsies, 
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Fig.  1.  Sensory  supply  of  the  face.  Part  of  the  skin 
covering  the  lower  half  of  the  ear  and  near  the  angle  of 
the  jaw  receives  sensory  fibers  from  cervical  nerves. 


especially  involving  the  eye,  along  with  a history 
of  subarachnoid  hemorrhage,  the  possibility  of 
an  aneurysm  should  be  strongly  considered. 

Arteriovenous  anomalies  of  the  brain  seldom 
cause  pain  radiating  to  the  face.  Carotid 
cavernous  fistulas  are  rarely  painful.  Aneurysms 
of  the  external  and  internal  carotic  arteries  fre- 
quently produce  severe,  sharp,  pulsating  pain 
with  radiation  to  the  side  of  the  face  and  jaw. 
Auscultation  often  reveals  a bruit,  and  also  the 
aneurysmal  mass  can  be  palpated  in  most 
i instances. 

Neuralgias 

Neuralgias  constitute  a separate  and  major 
group  of  pain  syndromes  without  a well-estab- 
lished etiology.  Typical  neuralgias  are  those 
confined  to  the  distribution  of  the  fifth  or  ninth 
nerves  or  both,  and  they  have  the  same  character 
1 of  pain  in  most  patients.  Atypical  neuralgias,  on 
the  other  hand,  show  great  variation  in  the  loca- 
tion of  pain,  and  they  frequently  spread  over  a 
wide  area  which  may  or  may  not  correspond  to 
the  dermatome  distribution  of  the  involved  so- 
matic and  sympathetic  nerves.  There  is  also 


much  variation  in  the  type,  severity,  and  dura- 
tion of  the  pain. 

Typical  Neuralgias. — Only  trigeminal  and 
glossopharyngeal  neuralgias  are  listed  under  the 
category  of  typical  neuralgias  because  of  their 
consistency  in  producing  severe  pain  confined  to 
the  distribution  of  the  corresponding  nerves. 
Although  various  conditions  listed  under  atypical 
neuralgias  can  produce  pain  along  the  branches  of 
one  cranial  nerve,  the  area  of  spread  frequently 
involves  several  nerves  as  well  as  sympathetic  dis- 
tribution, to  say  nothing  of  the  diverse  character 
of  the  pain  which  lacks  the  lancinating,  paroxys- 
mal feature  of  typical  neuralgias  in  the  majority 
of  cases. 

A knowledge  of  detailed  anatomic  data  related 
to  the  nerve  supply  is  necessary  for  comprehen- 
sion of  the  mechanism  of  different  facial  pain  syn- 
dromes (Fig.  1).  The  trigeminal  nerve  contrib- 
utes the  major  portion  of  the  sensation  of  the 
teeth,  gums,  and  face,  but  the  seventh  nerve 
(facial)  is  responsible  for  the  taste  fibers  in  chorda 
tympani  and  the  proprioceptive  sensation  of  the 
face  muscles.  The  ninth  and  tenth  nerves  carry 
pain  sensations  from  the  ear,  and  the  ninth 
alone  supplies  part  of  the  taste  sensation  to  the 
posterior  third  of  the  tongue. 

These  four  nerves  are  very  closely  situated 
within  the  medulla  (Fig.  2).  The  transmission 
of  pain  impulses  from  one  nerve  to  another  is  the 
most  likely  explanation  for  the  perception  of 
pain  over  the  distribution  of  several  nerves  in 
certain  neuralgias,  since  the  descending  spinal 
tract  of  the  trigeminal  nerve  receives  primary 
fibers  from  all  the  branches  of  the  branchial 
nerves,  seventh,  ninth,  and  tenth,  as  demon- 
strated by  Krieg. 1 There  are  also  communicating 
branches  from  the  cervical  plexus  to  the  vagus 
and  hypoglossal  nerve,  according  to  Cunning- 
ham.2 

Trigeminal  Neuralgia. — The  majority  of  pa- 
tients with  this  neuralgia  are  older  than  forty. 
The  pain  is  sharp,  stabbing,  and  of  short  dura- 
tion, lasting  only  a few  seconds.  However,  there 
is  a great  deal  of  variation  in  the  character  of  the 
pain.  Frazier  and  Russel3  in  their  series  of  more 
than  1,000  cases,  were  able  to  obtain  at  least  18 
different  descriptions  of  pain  from  their  patients 
with  trigeminal  neuralgia.  But  it  always  follows 
the  distribution  of  the  branches  of  the  fifth  nerve. 
The  important  features  of  this  neuralgia  are  its  re- 
missions and  exacerbations.  Seasonal  occur- 
rence of  the  disease  is  not  unusual.  The  pain  may 
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Fig.  2.  Deep  sensation  of  the  face  muscles  is  trans- 
mitted by  the  seventh  nerve.  The  ninth  nerve  carries 
sensation  from  the  posterior  third  of  the  tongue  and 
pharynx.  The  seventh  and  ninth  nerves  contribute  to 
the  sensation  of  the  external  ear.  All  these  nerves 
send  branches  which  join  the  descending  tract  of  the 
fifth  nerve  in  the  medulla. 


disappear  spontaneously  for  weeks,  months,  and 
even  years.  It  is  one  of  the  most  severe  types  of 
pain  known  to  mankind.  Despite  the  well- 
recognized  features  of  tic  douloureux,  the  diagno- 
sis is  not  correctly  made  in  a considerable  number 
of  cases.  Tabes  and  multiple  sclerosis,  as  well  as 
various  dental  conditions,  may  produce  lancinat- 
ing pain.  Lack  of  a trigger  zone  is  the  essential 
differentiating  feature.  The  etiology  of  this 
neuralgia  has  received  the  attention  of  investiga- 
tors throughout  the  world.  Schaltenbrand's4 
explanation  of  arteriosclerosis  of  the  gasserian 
ganglion  is  one  of  the  newer  hypotheses.  Re- 
cently a more  plausible  theory  appeared  in  the 
literature.  This  theory  by  Stender5  states  that 
“Each  attack  of  pain  of  sinus  or  tooth  origin 
leads  to  contractions  of  the  blood  vessels  of  the 
nerve.  . . The  summation  of  stimuli  in  certain 
cases  leads  to  conditional  vascular  reflexes,  thus 
creating  a new  disease,  namely  neuralgia.” 

Glossopharyngeal  Neuralgia. — It  differs  from 
trigeminal  neuralgia  only  in  location.  This  pain 
is  felt  in  the  throat,  back  of  the  tongue,  or  in  the 


ear.  Occasionally  it  may  appear  in  front  of  the 
ear  or  seemingly  within  it,  thus  making  it  difficult 
to  distinguish  from  the  third  division  trigeminal 
neuralgia,  geniculate  neuralgia,  or  Costen’s  syn- 
drome. Cocainization  of  the  throat  usually,  but 
not  always,  abolishes  the  pain  for  some  minutes 
and  aids  the  diagnosis. 

Glossopharyngeal  neuralgia  may  be  associated 
with  attacks  of  syncope  and  convulsions.  Thom- 
son’s6 paper  contains  a review  of  this  subject. 
An  afferent  nerve  (Hering’s  nerve)  coming  from 
the  carotid  sinus  is  responsible  for  these  attacks. 
This  nerve  is  stimulated  when  the  neuralgic  pain 
is  unusually  severe,  resulting  in  severe  brady- 
cardia, asystole,  hypotension,  and  convulsions  in 
a small  number  of  patients.  Compared  to  trigem- 
inal neuralgia,  glossopharyngeal  neuralgia  is 
quite  rare,  afflicting  one  patient  for  every  75  cases 
of  trigeminal  neuralgia,  according  to  Brzu- 
stowicz.7  Occasionally,  trigeminal  and  glosso- 
pharyngeal neuralgia  may  occur  simultaneously. 
When  there  is  doubt  about  the  etiology  of  the 
pain,  novocaine  block  of  the  inferior  alveolar 
nerve  should  be  performed  first.  Then,  if  the 
patient  still  complains  of  pain  behind  the  throat, 
in  front  of  the  ear,  or  in  the  jaw,  the  tonsillar 
area  should  be  cocainized.  This  will  frequently 
relieve  the  pain  of  glossopharyngeal  neuralgia. 

Atypical  Neuralgias. — Glaser8  in  his  clas- 
sic article  was  the  first  to  employ  the  term  of 
atypical  neuralgia  for  those  cases  which  did  not 
fall  into  the  group  of  true  trigeminal  neuralgia. 
In  his  well-recorded  series  of  245  patients  he  was 
impressed  by  the  fact  that  there  was  no  one  etio- 
logic  factor  common  to  the  majority  of  these  pa- 
tients. Only  one  factor,  extraction  of  teeth,  was 
common  to  any  considerable  proportion  (15  per 
cent).  The  differentiation  of  atypical  neuralgias 
from  typical  ones  affords  very  little  difficulty 
when  the  method  outlined  at  the  beginning  of 
this  paper  is  employed.  An  occasional  case, 
however,  may  baffle  even  the  most  experienced 
clinician.  As  illustrated  by  Poe’s9  report,  the  j 
distinction  of  trigeminal  from  glossopharyngeal 
neuralgia  must  be  made  on  the  basis  of  anatomic 
distribution  of  the  pain. 

For  the  sake  of  simplicity  all  neuralgias  other! 
than  those  of  the  fifth  and  ninth  nerves  have  been  | 
collected  under  the  term  of  atypical  neuralgias. 
This  long  fist  may  seem  confusing.  Actually, 
only  sphenopalatine  neuralgia,  geniculate  neural-  I 
gia,  greater  superficial  petrosal  neuralgia,  hemi- 
facial spasm  and  neuralgia,  Costen’s  syndrome, 
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Fig.  3.  The  communicating  branches  from  the 
superior  cervical  sympathetic  ganglion  to  the  cervical 
nerves  are  shown.  The  sphenopalatine  ganglion  sends 
secretory  fibers  to  the  vessels  of  the  nose,  palate,  and 
through  the  fifth  nerve  to  the  lacrimal  gland. 

and  other  neuralgias  including  herpes  zoster  are 
well-recognized  entities.  There  is  doubt  among 
students  of  this  subject  as  to  the  existence  of  the 
other  types.  A short  description  of  each  type 
will  follow. 

1.  The  sphenopalatine  ganglion  which  re- 
ceives parasympathetic  fibers  from  the  seventh 
nerve  is  closely  related  to  the  maxillary  nerve 
(Fig.  3).  In  so-called  sphenopalatine  neuralgia 
the  patient  complains  of  pain  at  the  root  of  the 
nose  and  in  the  orbit  which  causes  extreme  sore- 
ness of  the  eyeball  and  upper  teeth.  According 
to  Eagle10  it  may  extend  to  the  region  of  the  ear 
but  is  always  unilateral.  Occasionally  the  ear 
pain  extends  toward  the  occipital  region  and  into 
the  neck.  The  pain  is  of  a burning,  aching  char- 
acter and  lasts  from  a few  minutes  to  several 
days.  It  is  obvious  that  in  order  to  extend  over 
such  a wide  area  several  nerves,  especially  the 
autonomic  nervous  system,  must  be  stimulated. 
Cocainization  of  the  sphenopalatine  ganglion 
through  the  palatine  foramen  may  abolish  the 
pain  temporarily. 

2.  Vidian  neuralgia  actually  does  not  exist 
as  such.  Recent  investigations  by  Lewy11  show 
that  there  are  no  sensory  fibers  in  this  nerve. 
The  neuralgia  attributed  to  this  nerve  is  of  vas- 
cular origin  caused  by  sympathetic  nerve  irrita- 
tion. 

3.  Geniculate  neuralgia  causes  pain  deep  in  the 
face,  particularly  in  the  posterior  orbital,  nasal, 


zygomatic,  and  palatal  regions,  associated  with 
pressure  sensation.  Herpetic  eruptions  are  seen 
in  the  external  auditory  canal. 

If..  Tympanic  nerve  neuralgia  is  a variant  of 
glossopharyngeal  neuralgia. 

5.  Greater  superficial  petrosal  nerve  neuralgia 
results  in  watering  of  the  eye  in  addition  to  pain 
and  stuffiness  along  the  distribution  of  the  maxil- 
lary nerve.  According  to  Penfield  et  al .12’13 
the  greater  superficial  petrosal  nerve  contains 
vasodilator  fibers  going  to  various  blood  vessels. 
The  histamine  cephalalgia  of  Horton  et  ah14’15 
has  features  similar  to  greater  superficial  petrosal 
nerve  neuralgia.  Gardner  et  al.,16  assuming  that 
the  etiologic  factors  were  the  same  in  both  types 
of  neuralgias,  treated  13  patients  with  orbito- 
facial  neuralgia  by  resection  of  the  greater  super- 
ficial petrosal  nerve. 

6.  Vagus  nerve  neuralgia  occurs  along  the  dis- 
tribution of  the  superior  laryngeal  nerve  and  is 
also  felt  at  the  angle  of  the  jaw.  Blocking  the 
nerve  in  the  neck  abolishes  the  pain. 

7.  Hemifacial  spasm  is  a condition  of  unknown 
etiology,  although  vascular  anomalies  in  the  pos- 
terior fossa  may  give  rise  to  this  condition. 
Spasms  of  pain  may  accompany  the  involuntary 
contractions  of  the  facial  muscles  in  a small  num- 
ber of  cases. 

8.  Reichert,17  describing  buccal  neuralgia, 
states  that  it  can  simulate  trigeminal  neuralgia 
by  occurring  in  repeated  attacks  along  the  distri- 
bution of  the  maxillary  nerve.  These,  however, 
are  synchronous  with  the  heart  beat  and  can  be 
stopped  by  applying  firm  pressure  to  the  facial 
vessels. 

9.  Auriculotemporal  nerve  neuralgia  is  either 
a variation  of  trigeminal  neuralgia  involving  the 
mandibular  nerve  or  is  due  to  irritation  of  the 
auriculotemporal  nerve  as  a result  of  derangement 
of  the  temporomandibular  joint.  It  is  a rare 
phenomenon,  particularly  in  this  localized  form 
without  additional  symptoms.  Auriculotemporal 
syndrome  is  a different  entity  which  consists  of 
flushing  and  sweating  of  the  area  of  skin  supplied 
by  the  auriculotemporal  nerve. 

10.  Costen’s  syndrome,  as  described  in  its  orig- 
inal form,  cannot  possibly,  from  an  anatomic 
point  of  view,  give  rise  to  so  many  nerve  irrita- 
tions by  derangements  in  the  mandibular  joint 
alone.  On  the  other  hand,  careful  study  of  the 
altered  anatomic  relationship  of  the  joint  is 
necessary  to  determine  the  etiology  of  atypical 
neuralgias  involving  the  ears  and  jaws.  This  is 
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especially  true  when  the  characteristic  symp- 
toms of  tenderness  over  the  joint,  clicking  sound 
on  movement  of  the  jaw,  stuffiness  in  the  ears,  and 
burning  sensation  in  the  throat  are  not  always 
present  simultaneously.  Consideration  must  be 
given  to  the  possibility  of  sphenopalatine  ganglion 
neuralgia  or  doubtful  cases  of  trigeminal  neural- 
gia. 

11.  Herpes  zoster  neuralgia  ordinarily  in- 
volves the  first  division  of  the  trigeminal  nerve. 
The  pain  is  of  a burning  character  and  lasts  a 
long  time.  It  is  associated  with  herpetic  erup- 
tions over  the  eye.  The  pain  may  disappear 
spontaneously 

Treatment 

Dental  Therapy. — Therapy  should  be  di- 
rected toward  elimination  of  the  irritating  factors 
if  the  causative  agent  is  clear  cut.  Infections 
should  be  eliminated,  degenerative  and  congeni- 
tal anomalies  of  the  jaws  should  be  corrected,  and 
other  dental  pathology  should  be  treated  im- 
mediately. Traumatic  conditions  of  the  face  and 
jaws  require  a well-planned  therapy  which  can  be 
accomplished  by  the  cooperation  of  dental  and 
plastic  surgeons.  Malignancies,  provided  that 
the  pain  is  not  unbearable,  should  be  removed 
surgically  or  treated  with  radiation  before  pallia- 
tive procedures  are  attempted.  Lesions  of  the 
central  nervous  system  should  be  handled  by 
experienced  physicians  in  that  field.  However, 
too  much  treatment  should  be  avoided.  The 
correction  of  occlusal  anomalies  or  extraction  of 
unerupted  and  impacted  teeth  should  not  be  per- 
formed in  the  hope  of  controlling  typical  neural- 
gias of  the  face.  There  are  much  more  sound  in- 
dications for  these  dental  procedures.  I am 
aware  that  an  occasional  instance  of  trigeminal 
neuralgia  may  be  cured  by  the  extraction  of  a 
tooth,  but  this  is  rarely  permanent,  and  there  is 
no  assurance  that  one  can  achieve  similar  success 
consistently. 

On  the  other  hand,  in  atypical  neuralgias  den- 
tal treatment  generally  has  been  much  more  suc- 
cessful than  in  typical  neuralgias.  The  correc- 
tion and  adjustment  of  occlusal  anomalies  of  the 
teeth  and  jaws  often  gives  surprisingly  satisfac- 
tory results  in  the  treatment  of  atypical  mandibu- 
lar and  maxillary  nerve  pain,  according  to 
Thoma.18  My  own  experience  has  taught  me  the 
importance  of  dental  treatment  in  controlling 
various  types  of  atypical  facial  pain. 

Analgesics  and  Sedatives. — Due  to  their 


short  duration  and  paroxysmal  nature,  typical 
neuralgias  cannot  be  satisfactorily  treated  with 
analgesic  drugs.  A worthwhile  rule  to  remember 
in  the  use  of  analgesics  for  control  of  atypical 
neuralgia  pain  is  to  start  with  an  antipyretic 
analgesic  unless  the  pain  is  of  extreme  degree, 
then  gradually  increase  to  narcotic  analgesics. 
It  is  gratifying  to  discover  that  many  types  of 
facial  pain  will  respond  to  a combination  of  anti- 
pyretics and  mild  narcotic  analgesics,  such  as  as- 
pirin and  codeine.  It  often  may  be  necessary  to 
alleviate  the  fears  of  the  patient  and  calm  his 
anxiety  by  combining  sedatives  with  analgesic 
drugs.  A number  of  tranquilizing,  nonbarbitu- 
rate agents  have  been  introduced  recently.  These 
can  be  employed  successfully.  Sniffs  of  trichlor- 
ethylene  have  been  used  for  years  to  control  at- 
tacks of  trigeminal  neuralgia.  Again,  its  specific 
action  on  the  fifth  nerve  is  short  lasting,  and  it 
has  to  be  inhaled  frequent!)'. 

Vitamins.- — The  use  of  vitamin  Bi2  in  massive 
doses  for  control  of  typical  neuralgias  of  the  face 
has  not  stood  the  test  of  time.  Available  re- 
ports show  a follow-up  of  seven  to  eleven  months 
in  a relatively  small  group  of  patients  with  suc- 
cessful control  of  pain  in  slightly  more  than  one 
half  of  the  patients  treated.19’20  My  own  obser- 
vations in  an  equally  small  number  of  patients 
disclosed  no  better  results. 

The  enthusiasm  for  ferrous  carbonate,  the  rela- 
tively harmless  agent  introduced  by  Davidoff 
and  Feiring21  appears  to  have  died,  judging  from 
the  lack  of  confirmatory  data  in  the  literature. 
However,  when  there  is  evidence  of  vitamin  de- 
ficiency, the  use  of  vitamins  and  iron  compounds 
is  bound  to  help  patients  suffering  from  facial 
pain.  The  psychic  element  of  vitamin  therapy 
which  boosts  the  morale  of  chronic  sufferers  is 
also  an  important  factor. 

Stilbamidine.— The  search  for  a more  effective 
drug  in  the  treatment  of  typical  neuralgias 
prompted  the  use  of  this  4,4-diamidino-diphenyl- 
ethylene  compound  for  the  control  of  tic  doulou- 
reux. The  specific  toxic  action  of  this  drug  on  the 
fifth  nerve  has  been  known  for  years.  However, 
it  took  a neurosurgeon22'23  to  apply  it  in  severe 
neuralgias  of  the  face  in  1953.  L sing  a dosage 
schedule  of  0.15  Gm.  per  day  in  150  cc.  of  5 per 
cent  glucose  intravenously  for  fourteen  days,  he 
was  able  to  obtain  relief  of  pain  in  all  of  his  pa- 
tients. Subsequently,  Woodhall  and  Odom24 
confirmed  this  by  using  it  to  control  the  pain  of 
tic  douloureux  in  36  of  41  patients  for  a period 


2812 


New  York  State  J.  Med. 


FACIAL  PAIN,  ITS  DIFFERENTIAL  DIAGNOSIS  AND  TREATMENT 


ranging  between  nine  months  and  two  years. 
However,  seven  patients  in  this  series  developed 
| severe  paresthesia,  and  formication  resulting  in 
a greater  degree  of  discomfort  than  before  the  use 
of  the  drug.  The  deferred  action  of  the  drug  in 
patients  with  extreme,  unrelenting  tic  pain  is  a 
severe  trial  and  may  necessitate  provisional 
methods  of  relief.  It  will  take  additional,  well- 
1 controlled  cases  to  be  able  to  evaluate  the  useful- 
ness of  this  drug  for  tic  sufferers. 

Alcohol  Block.- — The  injection  of  the  termi- 
nal branch  of  the  mandibular  division  of  the  fifth 
nerve  at  the  mental  foramen,  infraorbital 
i branches  of  the  maxillary  nerve  at  the  infraorbital 
foramen,  or  supraorbital  nerve  at  the  supraor- 
bital notch  is  not  difficult  to  perform,  but  fre- 
quently it  is  necessary  to  infiltrate  a main  division 
of  the  trigeminal  nerve,  such  as  the  mandibular 
branch  near  the  foramen  ovale,  with  alcohol  to 
obtain  complete  relief  of  pain. 

The  skill  and  experience  of  the  surgeon  mainly 
determine  the  outcome  of  this  procedure.  Relief 
from  pain  is  temporary,  lasting  from  a few  min- 
utes to  two  years  in  the  majority  of  cases.  This 
is  associated  with  loss  of  sensation  along  the  dis- 
tribution of  the  injected  nerve.  It  can  be  a rather 
unpleasant  feeling  as  evidenced  by  the  complaints 
of  a small  number  of  patients. 

Infiltration  of  the  ganglion  with  alcohol  is  still 
used  quite  successfully  in  Europe  by  various  doc- 
t tors  (Thurell  and  Dogliotti)  according  to  Han- 
I raets,25  although  due  to  serious  complications, 
j severe  keratitis,  and  loss  of  eyesight,  it  has  been 
largely  abandoned  in  this  country. 

Injection  of  the  ninth  nerve  with  alcohol  is  not 
a practical  procedure  because  of  the  obvious 
| complication  which  may  result  from  involvement 
of  the  vagus  or  spinal  accessory  nerves. 

Injection  of  the  maxillary  nerve  or  the  spheno- 
palatine ganglion  through  the  palatine  foramen 
or  through  the  middle  nasal  meatus  using  an 
angled  needle,  can  be  performed  to  control  the 
sphenopalatine  neuralgia  with  rather  good  results. 
This  again  requires  considerable  skill  and  training. 

Avulsion. — Avulsion  of  the  peripheral  branches 
of  the  fifth  nerve  is  easy  to  perform,  but  the 
ninth  nerve  presents  the  difficulty  of  obtaining 
adequate  surgical  exposure.  Because  of  nerve 
regeneration  the  relief  is  temporary,  lasting  from 
one  to  three  years.  Recently  Wilcox26  claimed 
that  in  a group  of  seven  patients  he  was  able  to 
control  the  regeneration  of  the  severed  nerve 
stump  by  application  of  dental  amalgam. 


Neurosurgical  Procedures. — Relief  of  a 
permanent  nature  from  glossopharyngeal  neural- 
gia is  possible  by  preganglionic  section  of  the 
nerve  and  one  or  two  twigs  of  the  vagus  in  the 
posterior  fossa.  This  is  a relatively  simple 
operation,  and  the  rate  of  complications  is  not 
high.  However,  intracranial  section  of  branches 
of  the  fifth  nerve  through  either  the  temporal  or 
suboccipital  approach  leaves  the  area  of  distri- 
bution completely  analgesic  and  results  in  a rather 
uncomfortable  sensation  of  numbness  in  a small 
number  of  patients  who  are  unable  to  adjust 
themselves  to  the  lack  of  sensation  in  the  resected 
area. 

The  Sjoquist  operation  of  medullary  tractot- 
omy of  the  descending  trigeminal  tract  has  the 
advantage  of  preserving  the  touch  sensation,  thus 
sparing  the  patient  the  disagreeable  paresthesia. 
The  evaluation  of  several  hundred  cases  by  var- 
ious authors25  indicates  that  the  usefulness  of 
tractotomy  is  greatest  when  the  first  anil  second 
divisons  of  the  trigeminal  nerve  are  involved. 

The  decompression  operation  of  the  ganglion 
as  advised  by  Taarnhdj27  also  preserves  the  entire 
sensation  of  the  face,  but  recurrence  within  a few 
months  to  two  years  varies  from  a low  25  per 
cent  to  a high  50  per  cent,  according  to  the  re- 
sults of  a follow-up  series  published  by  Love  and 
Svien.28-29 

A variation  of  this  procedure,  gangliolysis, 
which  was  introduced  by  Stender,5-30  produced 
less  than  20  per  cent  recurrences  in  a series  of  30 
patients  who  were  followed  up  to  three  years. 

The  number  of  variations  of  the  intracranial 
operations  for  control  of  trigeminal  neuralgia 
speaks  very  well  for  the  inadequacy  of  these  pro- 
cedures. Although  the  greatest  number  of  pa- 
tients are  treated  by  this  method,  certainly  there 
is  a need  for  a procedure  which  will  not  only  abol- 
ish the  risk  of  a major  operation  but  also  avoid 
the  sequelae  accompanying  it. 

Surgery  of  the  atypical  neuralgias  includes 
simple  neurectomies,  intracranial  neurectomies, 
sympathectomies,  and  many  others.  Unfor- 
tunately, sympathectomies  are  not  successful  in 
more  than  a small  number  of  patients  in  control- 
ling the  pain  of  atypical  neuralgias  as  demon- 
strated by  White  et  al.,31  Fay, 32  and  others.33  The 
stellate  block  requires  a great  deal  of  skill  and  is 
not  without  serious  complications.34  It  offers 
no  better  result  than  that  of  sympathectomy. 
Therefore,  care  and  good  judgment  must  be  ex- 
ercised before  attempting  such  a block.  The  re- 


Part  I — September  1,  1957 


2813 


DOGAN  M.  PERESE 


cent  report  of  Spiegel  and  Wycis35  dealing  with  de- 
struction of  pain  centers  in  the  thalamus  opens 
up  a new  avenue  of  approach  in  the  treatment  of 
atypical  neuralgias.  However,  this  has  to  be 
confirmed  by  others  in  a statistically  significant 
number  of  cases  before  there  is  any  definite  accept- 
ance of  this  procedure.  The  favorable  results 
obtained  by  Poe9  in  sphenopalatine  ganglion 
neuralgia  by  removing  the  ganglion  and  a portion 
of  the  maxillary  nerve  have  not  been  substanti- 
ated by  other  authors.18  Owing  to  lack  of  con- 
sistency of  success  in  the  surgically  treated  atypi- 
cal neuralgias,  it  is  essential  to  give  careful  con- 
sideration before  subjecting  the  patient  to  any  one 
of  these  procedures.  The  difficulties  encountered 
in  the  treatment  of  some  atypical  neuralgias  are 
well  demonstrated  by  the  reports  of  Peet36  and 
Sugar  and  Bucy.37 

Relief  from  atypical  neuralgias  can  be  obtained 
by  eradication  of  the  cause  of  the  pain  which  may 
be  organic  or  psychosomatic.  The  elimination 
of  infections,  direct  attack  on  the  degenerative 
changes  of  the  central  nervous  system,  and  the 
bony  structures  of  the  face,  correction  of  the 
anomalies  of  the  teeth  and  jaws,  and  supportive 
physiotherapy,  as  well  as  psychotherapy,  have 
their  place  in  controlling  these  less  well-under- 
stood  entities. 

Su  m mary 

1.  It  is  necessary  to  perform  a detailed  neuro- 
logic examination  in  addition  to  an  examination 
of  the  hard  and  soft  tissues  of  the  face  for  the 
correct  diagnosis  of  facial  pain. 

2.  Facial  pain  is  divided  into  five  main  groups 
consisting  of  inflammation,  trauma,  malignancy, 
anomalies,  and  neuralgias.  Under  each  group 
different  etiologically  related  entities  of  facial 
pain  are  discussed. 

3.  Important  diagnostic  points  in  each  type 
of  facial  pain  are  presented  along  with  their 
anatomic  and  physiologic  mechanisms. 

4.  Successful  treatment  depends  on  the  es- 
tablishment of  an  accurate  diagnosis  in  each 
case.  The  etiologic  factors  should  be  eliminated 
first.  Analgesics,  sedatives,  and  other  pain  re- 
lieving medications  are  useful  in  typical  neural- 
gias to  a limited  extent  and  in  atypical  neurlgias 


to  a greater  extent.  The  value  of  vitamin  ther- 
apy, neurotoxic  medications,  nerve  blocks,  and 
neurectomies  in  typical  and  atypical  neuralgias 
are  discussed,  as  well  as  the  experiences  of  the 
author  in  these  fields. 
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Obesity  has  been  defined  as  an  excessive  ac- 
cumulation of  adipose  tissue.1'2  Statis- 
tically a person  is  considered  obese  when  he  is 
10  to  15  per  cent  above  his  ideal  weight.3  It 
is  generally  accepted  that  obesity  is  caused  by 
various  psychologic  and  somatic  factors  that  com- 
bine to  produce  an  excessive  intake  of  food.4-10 
This  excessive  food  intake  in  conjunction  with  a 
small  energy  output  is  the  ultimate  cause  of 
all  cases  of  obesity.1’  Like  all  psychosomatic 
disease  obesity  thus  has  many  origins.12 

Somatic  factors  that  frequently  seem  to  be 
etiologically  significant  in  ordinary  obesity  (which 
makes  up  97  per  cent  of  the  obese  patient  group) 
are  a genetic  or  hereditary  predisposition  to 
obesity13-15  and  neural  causes,  such  as  malfunc- 
tioning of  the  hypothalamus  (the  chief  appetite 
regulator  mechanism),  which  contribute  to  the 
production  of  an  increase  in  appetite.15-18  In 
fact,  it  has  been  suggested  that  the  neural  fac- 
tors may  themselves  be  hereditarily  determined. 

Metabolic  abnormalities,  such  as  a low  basal 
metabolic  rate,19  decreased  specific  dynamic  ac- 
tion of  food,19  lipophilia, 1 • 2 or  abnormalities  in 
food  assimilation,1'2  have  not  been  demon- 
strated to  play  any  etiologic  role.  Endocrine 
disorders  such  as  malfunctioning  of  the  thy- 
roid,20-23 pituitary,1'2  or  adrenal  glands24-25  also 
do  not  seem  to  contribute  in  any  important  de- 
gree to  the  development  of  simple  obesity. 

Psychologic  factors  seem  to  play  the  dominant 
etiologic  role  in  most  cases  of  overeating.4-10'16'26 
Inasmuch  as  the  act  of  eating  has  a tranquilizing 
effect,  the  chief  psychologic  function  of  overeating 
seems  to  be  to  reduce  anxiety.15  The  anxiety 
which  motivates  one  to  overeat  apparently  may 
be  produced  by  any  emotional  conflict.27  The 
authors  feel  that  an  additional  consideration  in 
certain  obese  patients  is  the  existence  of  a con- 
ditioned hunger  reaction  in  which  overeating 
may  be  associated  with  any  disturbing  psycho- 
logic stimulus,  e.g.,  the  association  of  hunger 
with  a need  for  love.  Extremely  obese  patients 


are  usually  emotionally  disturbed,28-31  but  there 
does  not  seem  to  be  a specific  personality,  family 
background,  precipitating  stress,  or  childhood 
trauma  which  is  invariably  associated  with 
obesity.  The  patient  may  be  psychologically 
predisposed  to  make  the  specific  selection  of  the 
symptom  of  overeating  by  the  availability  of  this 
mechanism  in  the  environment,  by  identification 
with  obese  parents,  or  by  overemphasis  on  food 
in  the  home.  Any  or  all  of  these  factors  may 
contribute  to  the  etiology  of  obesity. 

Co rnbi ned  Med ical- Psych ia trie 
Treatment  of  Obesity 

Because  obesity  is  a psychosomatic  disorder,  it 
is  essentia]  that  both  its  psychologic  and  somatic 
aspects  be  taken  into  consideration  in  the  total 
medical  management.  A combined  medical- 
psychiatric  approach  should  be  used.  Unless 
the  psychologic  predisposing  factors  are  corrected, 
medical  management  in  the  majority  of  cases  is 
ineffective  in  the  treatment  of  obesity. 

Most  cases  of  overweight  are  initially  seen  by 
the  general  practitioner  and  internist.  Patients 
report  concern  over  their  obesity  and  complain 
of  an  inability  to  lose  weight  through  reducing. 
Often  they  are  upset  by  various  newspaper  and 
magazine  articles  that  point  out  the  dangerous 
physical  and  disturbing  cosmetic  effects  of  obes- 
ity. Helping  a patient  to  lose  excessive  pound- 
age would  seem  to  be  a simple  and  clear-cut  task, 
one  to  be  accomplished  simply  by  reducing  ca- 
loric intake,  but  as  most  physicians  will  testify, 
it  is  one  of  the  most  frustrating  and  discouraging 
processes  in  medicine.  A Gallup  poll  taken  in 
1951 32  showed  that  92  per  cent  of  the  people 
who  tried  to  lose  weight  through  dieting  ulti- 
mately failed.  It  also  showed  that  a group  of  30 
million  people  in  the  United  States  wants  to 
lose  excess  weight.  Probably  the  chief  reason 
for  this  consistent  record  of  medical  failure  is 
that  the  psychologic  factors  that  cause  anxiety 
and  in  turn  the  anxiety-reducing  effects  of  over- 
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eating  are  invariably  ignored  and  omitted  in  the 
medical  management  of  weight  reduction,  which 
usually  consists  only  of  diet  and  anorexigenic 
drugs. 

If,  as  has  been  proposed  in  this  paper,  the  great 
majority  of  cases  of  obesity  are  ultimately  pro- 
duced by  underlying  emotional  problems  and  the 
anxiety  associated  with  them,  it  is  impossible 
to  accomplish  successful  weight  reduction  unless 
the  anxiety-reducing  effects  of  eating  and  the 
underlying  psychologic  conflicts  that  produce 
anxiety  are  mitigated  or  resolved.  Bruch4-10 
has  suggested  that  the  only  obese  persons  ca- 
pable of  consistently  dieting  and  losing  weight 
with  relative  ease  are  psychologically  normal 
persons  or  those  who  are  obsessive-compulsive. 
Both  these  types  are  relatively  uncommon  in 
the  obese  group. 

Nicholson33  conclusively  demonstrated  the  im- 
portance of  psychologic  treatment  in  cases  of 
overweight  in  a study  revealing  that  psychother- 
apy with  the  obese  patient  was  the  most  suc- 
cessful method  of  weight  reduction,  meeting  with 
70  per  cent  success.  Patients  who  were  treated 
by  diet  alone  without  formal  psychotherapy 
showed  only  one  third  as  good  results  (a  25  per 
cent  success  rate).  Fellows’  study34  showed  a 
21  per  cent  five-year  improvement  record  with 
diet  alone. 

It  is  particularly  interesting  that  in  Nicholson’s 
series  patients  who  received  thyroid  or  ampheta- 
mine alone  (without  specific  dietary  advice  or  psy- 
chotherapy) showed  no  success  at  all  in  their  at- 
tempts at  weight  reduction ! It  would  seem 
that  the  most  rational  and  successful  therapeutic 
approach  to  obesity  is  a total  one  combining 
dietary  control  with  psychotherapy  designed  to 
diminish  the  patient’s  anxiety.  Anorexigenic 
medications  might  also  be  used  in  such  a regi- 
men, but  their  use  is  only  adjunctive. 

It  is  the  authors’  contention  that  the  total 
psychiatric-medical  management  of  obese  pa- 
tients is  the  basic  responsibility  of  the  general 
practitioner  and  internist.  Inasmuch  as  most 
patients  are  seen  initially  by  a generalist  and  have 
previously  formed  a good  psychologic  relationship 
with  him,  the  practitioner  should  not  onfy  pro- 
vide the  indicated  medical  treatment  but  should 
also  handle  the  superficial  psychotherapeutic 
management  of  the  patient’s  emotional  difficul- 
ties which  seem  to  underlie  the  excessive  intake 
of  food. 


The  Role  of  the  Generalist  or  Internist 

The  medical  therapy  of  obesity  presents  unique 
psychologic  problems  because  its  cornerstone, 
dieting,  represents  a direct  “frontal”  attack  on 
an  important  psychologic  defense  of  the  patient. 
Since  overeating  has  powerful  anxiety-reducing 
effects,18  it  is  of  tremendous  psychologic  impor- 
tance to  the  obese  patient.  Recognition  of 
this  fact  can  account  for  the  often  puzzling  and 
discouraging  therapeutic  results  encountered  in 
the  treatment  of  obesity,  a condition  that  would 
seem  to  be  easily  subject  to  correction.  When- 
ever an  important  psychologic  defense  is  at- 
tacked, resistance  and  the  production  of  anxiety 
may  be  expected,  and  the  attack  on  overeating 
in  the  course  of  the  medical  therapy  of  obesity 
often  elicits  these  reactions.  The  inopportune 
removal  of  a psychologic  defense  or  symptom  may 
have  even  more  serious  dangers  in  that  severe 
psychiatric  symptoms  of  neurotic  or  even  psy- 
chotic dimensions  may  result.  The  dieting  nec- 
essary to  accomplish  a loss  of  weight  may  pre- 
cipitate such  disturbances.  On  the  other  hand, 
it  is  an  accepted  fact  that  a psychologic  symptom 
is  best  eliminated  by  the  alteration  of  the  under- 
lying psychologic  cause  or  defense.  Thus,  treat- 
ment of  the  underlying  psychodynamic  cause 
of  hvperphagia  is  the  key  to  the  management  of 
obesity. 

The  hypothesis  that  psychologic  difficulty  is 
closely  related  to  overeating  has  been  substanti- 
ated by  many  workers.  For  example,  Nichol- 
son33 found  that  all  the  obese  patients  in  his 
series  had  related  emotional  disturbances  of  some 
severity.  It  is  ultimately  because  of  the  pa- 
tient’s conflicts  and  problems  that  he  overeats. 
Some  individuals  become  conditioned  as  a result 
of  various  life  experiences  to  feel  hungry  when- 
ever they  are  emotionally  disturbed.  Other 
obese  individuals  have  learned  to  utilize  the  tran- 
quilizing  effects  of  eating  to  diminish  their  un- 
bearable fears  and  anxieties.  The  source  of 
the  disturbances  and  anxiety  that  may  motivate 
a person  to  eat  quantities  of  food  above  and 
beyond  that  needed  for  the  energy  requirements 
of  the  body  may  apparently  derive  from  any 
psychologic  conflict  or  tension.  It  is  the  fun- 
damental purpose  of  psychotherapy  in  the  treat- 
ment of  obesity  to  diminish  the  patient’s  anxiety 
and  emotional  disturbances  and  thereby  to  remove 
the  underlying  need  for  overeating. 

This  is  best  done  by  helping  the  patient  to 
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recognize  and  change  his  maladaptive  patterns 
of  response  and  his  inappropriate  attitudes 
and  goals.  Some  practical  suggestions  as  to 
how  such  psychotherapeutic  goals  may  be 
achieved  by  the  general  practitioner  will  be 
presented.  During  superficial  psychotherapy  it 
is  desirable: 

1.  To  give  the  patient  insight  into  the  fact 
that  his  overeating  is  motivated  by  anxiety. 

2.  To  help  the  patient  to  evaluate  his  emo- 
tional difficulties  in  order  to  determine  the 
origins  of  his  anxiety. 

3.  To  demonstrate  that  by  changing  his  neu- 
rotic modes  of  adjustment  the  patient  can  ac- 
complish a diminution  in  his  anxiety. 

4.  To  demonstrate  that  by  diminishing  his 
anxiety  he  may  thereby  diminish  his  need  to 
overeat. 

5.  To  help  the  patient  ultimately  to  achieve 
a more  mature,  independent  adjustment.27 

The  internist  or  general  practitioner  is  equipped 
to  carry  out  the  superficial  psychotherapeutic 
management  of  most  of  his  obese  patients.35 
The  authors  have  described  this  technic  more 
completely  elsewhere.35  as  have  others.36  - 38  This 
psychotherapeutic  approach  involves  the  prob- 
ing, explanation,  and  resolution  of  the  patient's 
more  superficial  emotional  and  environmental 
problems  with  the  aim  of  making  the  neurotic 
defense  of  overeating  unnecessary.  The  pur- 
pose of  superficial  psychotherapy  is  basically 
symptomatic  relief.  However,  it  also  includes 
re-educating  and  redirecting  the  patient  in  the 
means  of  achieving  a more  mature  and  healthy 
adjustment.  Specifically  it  involves  helping 
the  obese  patient  to  modify  his  eating  habits 
through  gaining  an  understanding  of  their  his- 
torical origins  and  a realization  that  his  overeat- 
ing is  related  to  his  emotional  conflicts.  This  ap- 
proach does  not  involve  deeper  and  more  com- 
plicated interpretation  of  the  patient's  emotional 
problems  (e.g.,  homosexual  impulses  of  which  the 
patient  is  not  aware);  this  type  of  psychologic 
interpretation  carries  with  it  certain  psychologic 
dangers  that  only  an  experienced  psychiatrist 
is  trained  to  handle.  Deeper  interpretation  is 
used  by  the  psychiatrist  to  accomplish  profound 
personality  change,  which  is  the  main  purpose 
of  psychoanalysis.  Such  deep  personality  al- 
teration is  not  the  purpose  of  superficial  psycho- 
therapy. 

In  order  to  carry  out  superficial  psychotherapy 
the  physician  must  be  willing  to  devote  the 


necessary  time  and  effort  involved.  It  would 
seem  essential  that  he  recognize  that  psychogenic 
factors  are  significant  in  obesity  and  that  he 
have  some  general  knowledge  of  psychopathology 
and  psychodynamics.  He  must  be  sympathetic 
toward  and  tolerant  of  emotional  difficulties  in 
his  patients.  He  must  be  warm,  reassuring, 
and  encouraging  and  noncoercive  and  non- 
argumentative  in  his  contact  with  his  patients. 
Psychotherapeutic  interviews  usually  require 
about  forty-five  minutes  and  should  be  unhurried 
and  uninterrupted.  It  is  important  for  the 
physician  to  realize  that  the  most  important 
element  in  successful  psychotherapy  is  his  re- 
lationship with  the  patient  (the  so-called  “doc- 
tor-patient” relationship).  The  friendliness,  in- 
terest, understanding,  and  support  that  the 
patient  receives  from  the  doctor  is  the  most 
powerful  therapeutic  tool  the  physician  has  at 
his  command  to  influence  his  patient.  Most 
physicians  already  have  such  a relationship 
with  many  of  their  patients.  It  is  a dependent 
interaction,  reminiscent  of  the  parent-child  re- 
lationship, and  is  extremely  meaningful  to  the 
average  emotionally  disturbed  patient.  It  is 
a relationship  that  must  not  be  exploited  by  the 
doctor  to  gratify  his  own  personal  needs. 

The  patient  should  be  given  a total,  realistic 
picture  of  his  obesity  and  must  be  made  aware  of 
the  doctor’s  understanding  and  willingness  to  help. 
During  the  initial  medical  workup  of  the  pa- 
tient for  his  obesity,  the  following  information 
might  be  given  to  him : 

1.  His  overweight  is  due  to  excessive  caloric 
intake  as  compared  with  energy  expenditure  and 
has  no  relationship  whatsoever  to  any  glandular 
or  other  somatic  disturbances. 

2.  Reducing  is  a difficult  and  frustrating  proc- 
ess that  is  often  fraught  with  disappointment. 
During  the  patient’s  dieting  (and  it  is  to  be 
emphasized  that  dieting  is  the  key  to  the  success- 
ful medical  management  of  overweight  and  the 
only  real  way  to  lose  weight),  it  is  likely  that  he 
will  get  discouraged  at  times  about  the  slowness 
of  the  weight  reduction.  Sometimes  he  may  not 
lose  weight  at  the  same  rate  as  at  other  periods 
because  of  water  retention.  Sometimes  he  will 
not  adhere  to  his  diet,  overeat,  and  then  feel 
guilty  and  ashamed  about  his  transgression.  At 
all  times,  however,  he  must  be  truthful  with  the 
doctor  so  that  an  attempt  can  be  made  to  under- 
stand the  cause  of  the  dietary  breakdown. 
The  doctor  in  turn  will  be  “open”  with  the  pa- 
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tient  and  tolerant  and  understanding  of  his 
“slips.” 

3.  The  doctor  realizes  that  the  patient  is 
overeating  because  he  cannot  help  it  and  that 
restraint  of  the  impulse  to  overeat  is  not  a matter 
of  “willpower.’’  (Overeating  serves  anxiety- 
reducing  functions  for  the  obese  patient,  al- 
though he  may  not  be  aware  of  this  process.  If 
he  attempts  to  give  up  his  anxiety-reducing 
mechanism  before  he  has  resolved  the  problems 
generating  the  tension,  he  may  be  flooded  and 
devastated  by  intolerable  anxiety,  sometimes 
with  harmful  psychologic  and  psychosomatic 
effects.  The  doctor’s  recognition  of  this  mech- 
anism and  his  sympathy  for  the  patient’s  pre- 
dicament will  do  much  to  help  the  patient  to 
establish  a good  therapeutic  relationship  and  to 
achieve  insights  that  will  ultimately  lead  to  a 
reduction  in  anxiety  by  healthier  means  than 
through  overeating.) 

4.  The  patient  will  be  given  a diet  and  in 
some  cases  adjuvant  drugs.  The  doctor  will 
work  this  diet  out  with  the  patient  specifically 
to  meet  his  somatic  and  psychologic  needs  and 
make  any  changes  necessary  in  it  during  ensuing 
visits.  The  drugs  are  aids  that  will  probably 
help  the  patient  to  control  his  appetite,  primarily 
though  their  psychologic  effect  (and  secondarily 
by  their  pharmacologic  action).  They  are, 
however,  not  curative  in  themselves  and  are 
of  help  only  insofar  as  they  will  help  the  patient 
to  adhere  rigidly  to  his  diet  by  providing  a tem- 
porary substitute  anxiety  reduction. 

Such  a regimen  as  that  outlined  above  is  a 
total  medical-psychologic  management.  For  the 
patient  it  is  difficult  and  expensive ; it  may  evoke 
a great  deal  of  anxiety  and  requires  good  moti- 
vation if  it  is  to  be  successful.  For  the  doctor 
it  is  time-consuming  and  often  psychological!}' 
threatening  and  discouraging  because  of  the 
emotional  demands  made  on  him  and  the  fre- 
quent therapeutic  failures.  Brosin27  asserts  that 
it  is  essential  that  the  obese  patient’s  motivation 
to  reduce  his  weight  be  carefully  evaluated 
before  a dieting  regimen  is  instituted.  The 
patient  must  be  carefully  questioned  as  to  his 
reasons  for  wanting  to  reduce.  Are  his  goals 
realistic,  or  are  they  fantasied?  Is  he  being 
pressured  to  reduce  by  his  employer  and/or 
his  family?  In  all  probability  the  most  valid 
reason  for  wanting  to  reduce  is  a sincere  real- 
ization that  one’s  health  and  appearance  will 
benefit  from  a decrease  in  excess  poundage. 


At  times  there  is  an  urgent  medical  necessity 
for  weight  reduction,  as  in  the  case  of  heart 
disease  and  high  blood  pressure.  The  doctor’s 
awareness  of  the  presence  of  these  disease  con- 
ditions may  be  used  to  motivate  the  patient 
further. 

The  doctor  might  initiate  superficial  psycho- 
therapy by  explaining  to  the  patient  that  he 
wants  to  learn  about  the  emotional  stresses 
and  problems  that  are  disturbing  him  and 
whether  they  are  related  to  his  obesity.  The 
patient  should  be  encouraged  to  choose  his  own 
direction  in  his  psychotherapeutic  sessions  with 
the  doctor.  The  patient’s  frankness  will  be 
encouraged  by  a sympathetic,  accepting  attitude 
on  the  part  of  the  physician,  who  in  turn  should 
be  sincere  and  honest  with  the  patient.  All 
communications  must  be  kept  confidential.  The 
patient’s  personal  history,  as  well  as  his  family, 
environmental,  marital,  sexual,  and  vocational 
backgrounds,  require  exploration  and  under- 
standing. Discussion  of  the  patient’s  life  ex- 
periences is  an  excellent  medium  for  psycho- 
therapeutic communication.  In  obese  patients 
patterns  of  disturbance  are  likely  to  be  elicited 
in  several  of  these  areas.  Initially  at  least  the 
doctor  should  assume  a passive  role  during  the 
interviews  and  allow  the  patient  to  do  most 
of  the  talking. 

The  patient  should  be  given  regular  appoint- 
ments to  return  to  the  doctor  for  psychotherapy 
sessions,  which  are  to  be  held  once  or  twice  a 
week  for  a period  of  several  months.  It  is 
important  for  the  medical  management  that  the 
patient  be  weighed  during  each  visit  and  any 
required  adjustments  in  the  diet  be  made. 
When  the  patient  “breaks”  his  diet,  he  should  not 
be  criticized,  but  an  attempt  should  be  made  to 
understand  the  life  situation  that  caused  the 
overeating.  At  these  times  in  particular  the 
doctor  must  be  patient,  nonpunitive,  and  non- 
moralizing and  must  be  careful  not  to  let  anxiety 
generated  by  the  therapeutic  failure  influence 
his  attitude. 

It  is  important  for  the  doctor  to  realize  that 
dieting,  the  removal  of  a significant  anxiety- 
reducing  mechanism  for  the  patient,  i.e.,  over- 
eating, may  result  in  a significant  increase  in 
the  anxiety  of  the  patient  during  the  dieting 
period,  which  may  in  turn  actually  intensify 
his  need  for  the  anxiety-reducing  effects  of  food. 
It  may  be  speculated  that  this  is  a frequent  cause 
of  the  failure  of  patients  to  remain  on  diets. 
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Part  of  the  psychotherapeutic  management 
of  obesity  is  a re-education  of  the  patient’s 
eating  habits.  This  is  based  on  the  assumption 
that  for  many  patients  overeating  has  become 
a mere  habit  that  persists  even  after  the  motivat- 
ing anxiety  and  psychologic  need  no  longer 
exist.  During  the  initial  interview  with  the  pa- 
tient he  is  to  be  made  aware  of  the  fact  that 
his  obesity  is  due  to  excessive  food  intake.  The 
patient  must  be  taught  that  when  he  denies 
the  true  quantity  and  caloric  value  of  the  food 
he  eats,  he  is  psychologically  repressing  unpleas- 
ant reality.  (Obese  patients  frequently  un- 
consciously deny  the  amount  and  caloric  content 
of  the  food  they  eat.)  He  must  be  taught  new 
eating  habits,  how,  for  example,  he  can  go  to  a 
party  and,  in  spite  of  the  food  offered  him, 
control  his  food  intake.  He  must  not  “nibble” 
between  meals.  He  must  realize  the  necessity 
for  staying  on  a relatively  rigid  diet  if  he  is 
to  be  successful.  He  must  learn  to  plan  his 
diet  carefully  and  in  advance.  He  must  learn 
not  to  underestimate  the  caloric  value  of  the 
food  he  eats.  His  habits  of  overeating  must  be 
carefully  defined.  This  means  that  the  tem- 
poral, qualitative,  and  quantitative  patterns 
of  his  excessive  eating  as  well  as  the  environ- 
mental situation  surrounding  the  hyperphagia 
must  be  evaluated.  Not  only  the  patient’s, 
but  his  parents’  attitudes  (past  and  present) 
about  food  must  be  explored.  It  is  helpful  to 
explain  the  physiology  of  digestion  and  metab- 
olism to  the  patient  inasmuch  as  many  of  them 
believe  incorrectly  that  their  endocrine  glands 
are  the  cause  of  their  obesity. 

As  the  patient  advances  in  his  relationship 
with  the  doctor,  consistent  correlations  between 
the  patient’s  periods  of  overeating,  other  psy- 
chosomatic symptoms,  and  various  periods  of 
emotional  stress  often  become  apparent.  For 
example,  a patient  may  feel  anger  toward  some- 
one and  not  express  his  hostile  feelings  but  re- 
press them,  only  to  become  anxious,  which  anx- 
iety in  turn  results  in  overeating.  The  patient’s 
gaining  an  awareness  of  this  stress-symptom 
relationship  will  help  him  not  only  to  diminish 
his  eating  during  such  periods,  but  it  may  also 
help  him  to  recognize  the  necessity  for  his  de- 
veloping healthier  mechanisms  for  expressing 
hostility  in  general.  He  may  learn  that  his 
hostility  is  irrational  or  that  a healthier  outlet 
for  it  is  necessary. 

Immediate  symptomatic  relief  of  overeating 


in  response  to  anxiety  may  sometimes  be  achieved 
by  providing  the  patient  with  a temporary 
ritual  or  compulsive  mechanism  for  reducing 
anxiety.  Thus,  chewing  on  a toothpick  or  cel- 
ery, counting  calories,  taking  drugs,  eating  spe- 
cial diets,  doing  exercises,  or  even  responding  to 
the  suggestive  enthusiasm  of  the  doctor  may 
temporarily  cause  weight  reduction  by  serving 
as  a substitute  for  overeating  in  the  reduction 
of  anxiety.  Since  such  mechanisms  do  not  alter 
the  basic  source  of  anxiety,  their  effect  is  at  best 
transitory,  but  they  may  be  helpful  until  the 
time  when  more  permanent  anxiety  diminution 
is  achieved. 

At  other  times  the  patient  will  present  to  the 
doctor  a difficult  environmental  situation  which 
is  a constant  source  of  anxiety  to  him.  The 
doctor  may  be  called  on  to  manipulate  the 
environment  in  order  to  correct  the  situation, 
or  he  may  help  the  patient  to  handle  the  situa- 
tion more  effectively  himself.  Constantly  during 
psychotherapy  the  patient  must  be  allowed  to 
obtain  a catharsis  of  various  frustrated  emotions, 
such  as  repressed  and  suppressed  anger,  guilt, 
etc. 

He  must  feel  safe  enough  to  express  nega- 
tive, hostile,  or  critical  feelings  to  the  physician 
without  fear  of  retribution  or  punishment.  As 
the  patient  becomes  more  dependent  on  and 
trusting  of  his  doctor,  the  relationship  will 
strengthen  him  to  handle  his  own  personal  prob- 
lems on  the  outside  in  a more  mature  and  real- 
istic manner.  The  identification  of  the  patient 
with  his  presumably  more  adequate,  healthier 
physician  will  serve  him  in  good  stead  in  the 
resolution  of  his  own  problems. 

Although  the  authors  question  whether  specific 
psychologic  factors  are  associated  with  obesity, 
Bruch4-10  reports  that  a unique  specific  source 
of  conflict  found  in  many  obese  patients  is  their 
unrealistic  aspiration  level.  She  feels  that  they 
frequently  have  goals  that  are  much  too  high 
for  their  capacity  and,  therefore,  they  are  in- 
variably frustrated  in  achieving  them.  Obes- 
ity, she  suggests,  is  often  a substitute  bigness 
for  their  unrealistic  grandiose  aspirations.  She 
feels  that  they  must  be  encouraged  to  follow 
goals  capable  of  realization.  Certainly  in  super- 
ficial psychotherapy  the  doctor  may  be  called 
on  very  often  to  help  the  patient  examine  his 
life  goals  (vocational,  educational,  etc.)  and  to 
help  him  to  judge  whether  the}-  are  realistic  or 
practical. 
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Major  psychologic  interpretation  of  the  pa- 
tient’s deeper  problems  should  not  be  made 
during  superficial  psychotherapy  as  practiced 
by  the  general  practitioner.  More  superficial 
interpretations  may  be  rendered,  but  even  these 
should  be  made  with  the  greatest  of  care.  Psy- 
chologic defense  besides  that  of  overeating  should 
be  attacked  only  rarely  in  this  type  of  therapy 
and  then  with  the  utmost  of  caution.  It  should 
be  remembered  that,  as  noted  before,  by  placing 
the  patient  on  a diet  the  doctor  is  already  attack- 
ing an  important  psychologic  defense.  While 
it  is  true  that  sometimes  the  alteration  of  a 
psychologic  defense  is  unavoidable  if  a more 
healthy  mode  of  psychologic  functioning  is  to 
be  achieved,  it  is  often  the  aim  of  the  therapist 
to  strengthen  a psychologic  defense  (even  though 
the  defense  may  not  be  of  the  healthiest  type) 
in  order  to  facilitate  the  relinquishing  of  over- 
eating through  the  reduction  of  anxiety  that  re- 
sults from  another,  more  efficiently  functioning 
defense. 

Poorly  timed  or  inaccurate  interpretations 
may  be  disastrous  and  can  at  times  pro- 
duce a great  increase  in  the  anxiety  level  of  a 
patient.  They  may  not  only  aggravate  the 
hyperphagia  but  also  may  produce  or  accentuate 
an  associated  neurotic  or  psychotic  process. 

The  average  obese  patient  deserves  a trial 
on  this  combined  medical-psychotherapeutic 
regimen  for  a period  of  several  months.  If 
adequate  progress  is  made  in  the  control  of  his 
obesity,  no  further  treatment  is  required.  When 
an  optimal  weight  has  been  reached  and  he 
seems  to  be  making  adequate  progress  in  the 
handling  of  his  emotional  problem,  he  may  be 
discharged  and  asked  to  return  only  for  an 
occasional  follow-up. 

Two  groups  of  obese  patients,  however,  will 
very  likely  require  psychiatric  consultation: 

1.  Those  patients  who  are  initially  so  emo- 
tionally disturbed  that  the  general  practitioner 
deems  it  unwise  to  place  them  on  a reducing 
regimen.  He  may  attempt  superficial  psycho- 
therapy with  these  patients  if  he  feels  that  it  is 
indicated  and  if  he  feels  qualified  to  carry  out 
the  procedure  himself.  If  they  do  not  respond 
to  treatment,  these  patients  should  be  evalu- 
ated by  a psychiatrist. 

2.  Those  patients  who,  given  a trial  at  a 
reducing  regimen  and  superficial  psychotherapy, 
do  not  respond  with  a loss  of  weight. 


The  Role  of  the  Psychiatrist 

When  the  obese  patient  is  referred  to  the 
psychiatrist,  the  patient’s  psychiatric  status 
should  be  totally  evaluated.  It  should  be  de- 
termined whether  he  requires  psychotherapy, 
psychoanalysis,  or  is  not  amenable  to  these 
forms  of  psychiatric  treatment.  After  the  psy- 
chiatrist has  reached  his  decision,  intensive  psy- 
chologic treatment  should  commence  promptly 
if  it  is  indicated. 

From  the  point  of  view  of  the  psychotherapist 
the  psychiatric  treatment  of  obese  patients  is 
no  different  from  the  usual  psychologic  manage- 
ment of  any  emotionally  disturbed  patient  and 
should  follow  the  established  technics  of  psycho- 
therapy that  have  been  elucidated  by  writers 
such  as  Wolberg39  and  Fromm-Reichmann.40 
The  intensive  psychiatric  treatment  of  an  obese 
person  is  not  directed  primarily  toward  sympto- 
matic relief  as  in  superficial  psychotherapy. 
The  psychiatrist  attempts  rather  to  diminish 
the  need  for  the  symptom  of  overeating  by  pro- 
ducing major  character  change,  which  is  best 
accomplished  through  psychoanalytic  technics. 
Recently  Katkov41  and  Conrad42-44  have  sug- 
gested group  psychotherapy  as  being  helpful 
in  the  treatment  of  obese  patients.  They  feel 
that  the  psychotherapeutic  experience  of  obese 
patients  working  together  and  sharing  their 
mutual  problems  and  the  sympathetic  support 
that  one  patient  may  offer  to  another  under 
stress  are  particularly  helpful  to  obese  patients. 
The  authors  of  this  paper  have  found  group 
therapy  to  be  of  some  help  in  obesity,  as  it  is 
in  other  psychiatric  conditions,  but  feel  that  it 
should  be  carried  out  only  in  conjunction  with 
individual  therapy,  the  group  treatment  being 
an  adjuvant  to  the  more  primary  individual 
psychotherapy.  The  suggestion  of  Armstrong 
and  his  associates45  that  classes  for  instruction 
of  obese  patients  about  diet  and  the  causes  of 
obesity  may  be  helpful  seems  to  be  a recommen- 
dation for  a modified  type  of  group  therapy 
which  is  so  dilute  in  its  personal  contact  with  the 
therapist  as  to  appear  to  be  of  questionable 
value. 

The  authors  have  found  in  the  treatment  of 
obese  patients,  as  well  as  in  other  patients 
suffering  from  psychosomatic  disorders,  that  it  is 
useful  for  them  to  be  under  continuous  medical 
supervision,  even  when  they  are  receiving  inten- 
sive psychotherapy  or  psychoanalysis  from  a 
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psychiatrist.  This  medical  therapy  should  be 
carried  out  by  an  internist  or  a general  practi- 
tioner and  may  consist  of  diet,  anorexigenic  drugs, 
etc.  It  should  be  coordinated  with  the  work  of 
the  psychotherapist.  There  should,  in  general, 
be  a close  medical-psychiatric  collaboration  be- 
tween the  internist  and  psychiatrist.46’47  This 
collaborative  approach  offers  the  skills  of  both 
physicians  and  specialties  being  used  in  behalf 
of  the  patient.  No  modification  in  the  medical 
treatment  should  be  made  without  consultation 
with  the  psychiatrist.  Likewise  the  psychiatrist 
should  have  regular  contact  with  the  internist 
in  order  to  discuss  the  psychologic  progress  of  the 
case.  The  internist  should  refrain  from  making 
any  major  psychologic  interpretations  to  the 
patient,  always  referring  the  patient’s  questions 
and  complaints  back  to  the  psychiatrist. 
Through  this  psychiatric-medical  collaboration 
effective  “total”  treatment  of  the  patient’s 
condition  may  be  accomplished. 

The  Medical  Regimen 

Complete  Medical  Workup. — Initially  a 
complete  medical  history,  physical  examination, 
and  pertinent  laboratory  evaluation  should  be 
performed  by  the  internist  or  generalist  in  order 
to  assess  the  patient’s  somatic  status.  This 
serves  to  indicate  to  the  patient  that  obesity 
is  a legitimate  medical  problem.  It  also  affords 
the  opportunity  to  estimate  the  effect  of  the 
obesity  on  any  coexistent  diseases. 

Diet.- — Dietary  control  is  the  most  important 
medical  feature  of  the  total  approach  to  weight 
reduction.48'49  The  psychologic  implications  of 
restriction  of  the  patient’s  overeating  are  pro- 
found, as  was  discussed  in  the  last  section. 
Careful  dietary  management  must  be  the  ulti- 
mate objective  of  the  medical  regimen  in  order 
to  accomplish  a significant  weight  reduction  and 
to  prevent  a relapse  to  the  obese  state  after  an 
optimal  weight  has  been  reached.  Most  authors 
agree  that  the  diet  should  be  low  enough  calor- 
ically  to  permit  weight  loss  and  yet  be  adequate 
in  protein,  vitamin,  and  mineral  content.  The 
diet  should  be  individualized  according  to  each 
patient’s  needs,  both  physical  and  psychologic. 
Some  patients  do  best  on  a rigid  diet  with  the 
doctor  outlining  the  type  and  quantity  of  food 
to  be  eaten  at  each  meal.  For  others  a less  strict 
regimen  allowing  a fairly'  wide  range  of  food 
choices  seems  to  be  indicated.  The  patient 


should  be  assured  that  adherence  to  the  low- 
caloric  regimen  will  result  in  weight  loss.  He 
should  be  informed  that  water  retention  may 
mask  actual  adipose  tissue  loss  for  several  weeks1-2 
and  may  thereby  temporarily  slow  up  weight 
reduction  “on  the  scales”  but  that  continuance 
on  the  diet  will  result  in  a definite  loss  of  excess 
poundage  when  the  retained  interstitial  water 
is  eliminated.  It  is  important  that  both  the 
patient  and  the  physician  be  aware  of  this  phe- 
nomenon so  that  the  former  will  not  be  dis- 
couraged by  his  failure  to  lose  weight  at  certain 
times  and  so  that  the  latter  will  not  falsely 
believe  his  patient  to  have  been  lax  in  his  diet- 
ing when  results  are  not  immediately  obvious. 

The  reducing  diet  must  be  deficient  calorically. 
Gastineau  and  Rynearson50-52  recommend  diets 
of  600  to  1,500  calories.  Freed29  recommends 
that  the  diet  be  800  to  1,100  calories.  Rich- 
mond53 finds  that  a 1,200-calorie  regimen  is 
satisfactory  to  most  and  permits  a loss  of  about 
2 pounds  weekly. 

Newburgh  and  others  have  outlined  the  basic 
constituents  of  the  well-balanced  reducing 
diet.1-2'54  It  should  contain  milk,  eggs,  meat 
and  meat  substitutes,  fruits  and  vegetables, 
and  whole  wheat  bread  or  whole  grain  cereal. 
Simple  cookery  without  the  addition  of  fat  is 
advised.  Most  restricted  is  the  use  of  fats  and 
carbohydrates.55  The  calcium  requirement  may 
be  met  by  a pint  of  skimmed  milk.  There  may 
be  two  servings  of  lean  meat  or  meat  substitutes 
(boiled  or  broiled),  eggs  (boiled,  poached,  or 
scrambled),  and  three  servings  of  raw,  steamed, 
or  boiled  vegetables  daily.  Two  servings  of 
low-calorie  raw  fruit,  one  slice  of  whole  wheat 
bread  or  a whole  grain  cereal,  and  a palatable 
butter  substitute  may  be  included.  Among  the 
cheeses  cottage  cheese  is  most  suitable  for  the 
weight  reduction  regimen.  The  diet  should 
contain  60  to  70  Gm.  of  protein. 

The  vitamin  requirement  may  be  easily  ful- 
filled by  a daily  multiple  vitamin  capsule. 
There  is  no  need  to  limit  water  or  salt  consump- 
tion. Dietetic  foods  are  of  little  help  in  dieting. 
The  use  of  a sugar  substitute  often  serves  as 
part  of  a dietary  “ritual.”  Patients  may  impose 
this  limitation  as  the  sole  restriction  in  a self- 
prescribed  dietary  regimen  and  gain  weight  as  a. 
result  of  the  excessive  food  intake  that  they 
feel  this  ritual  permits.  The  only  way  that  the 
patient  can  lose  weight  is  by  a total  dietary  intake 
that  is  less  than  his  basic  caloric  metabolic  need, 
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and  slight  concessions  in  that  direction  are  usually 
temporary  and  useless. 

Because  many  patients  tend  to  depart  from 
the  prescribed  diet,  the  general  caloric  value  of 
various  foods  should  be  reviewed  in  detail  with 
the  patient  so  that  he  can  make  intelligent  and 
equivalent  food  substitutions.  The  “trap”  of 
between-meal  eating  should  be  pointed  out. 
The  food  value  of  alcohohc  beverages  should  be 
mentioned.  For  some  patients  these  are  the 
excess  calories  that  may  cause  obesity.  The 
patient  should  be  instructed  to  eat  three  meals 
daily,  even  though  this  may  not  be  his  usual 
eating  pattern.  This  enables  the  patient  to 
equalize  his  appetite  throughout  the  day  and 
helps  prevent  ravenous  hunger  toward  the  end 
of  the  day.  Many  patients  note  after  a few 
days  of  dieting  that  they  reach  satiety  with  fewer 
calories  than  they  required  previously,  and 
this  facilitates  continuance  of  the  weight  reduc- 
tion program.  The  value  of  regularly  scheduled 
visits  to  the  physician  during  and  after  the  re- 
duction period  is  due  in  part  to  their  psycho- 
therapeutic, supportive  effect,  requiring  the 
patient  to  “weigh  in”  and  to  receive  praise  and 
recognition  from  the  doctor. 

Other  types  of  dietary  composition  have  been 
suggested  by  various  authors,  but  the  principles 
discussed  above  are  most  generally  accepted. 
Pennington56  recently  advocated  a dietary  ap- 
proach allowing  an  unrestricted  consumption  of 
protein  and  fat  with  restriction  only  of  carbo- 
hydrate. His  regimen  is  based  on  the  “lipo- 
philia"  concept  of  obesity.  Mitchell57  recom- 
mends dietary  restriction  which  emphasizes  the 
limited  consumption  of  fatty  foods.  Kinsell58 
suggests  that  the  qualitative  makeup  of  the  diet 
may  influence  the  pattern  of  weight  change  in 
a major  way. 

Dole  and  his  associates59  report  that  a low- 
protein  diet  which  was  otherwise  calorically 
unrestricted  resulted  in  immediate  loss  of  over 
100  Gm.  of  weight  daily  in  32  of  42  overweight 
patients.  The}'  suggest  that  limitation  of  pro- 
tein appears  to  be  a useful  adjunct  in  the  treat- 
ment of  obesity,  but  as  with  other  diets  medical 
supervision  is  essential.  (There  is  danger  of 
development  of  cirrhosis  of  the  liver,  a negative 
•nitrogen  balance,  and  severe  vitamin  deficiencies 
if  Dole’s  diet  is  not  administered  under  a phy- 
sician’s direction.)  Dole  believes  that  such 
a dietary  regimen  offers  an  improved  means  of 
regulating  appetite  during  the  maintenance 


period  that  follows  any  successful  course  of  weight 
reduction.  In  fact,  he  feels  that  his  approach 
may  suffice  as  the  sole  measure  of  treatment 
for  milder  degrees  of  overweight.  Dole  and  his 
coworkers  agree  that  caloric  deficit  “is  the  most 
direct  and  efficient  means  of  reduction”  but  that 
“the  low  protein  diet  allows  appetite  to  adjust 
caloric  intake  to  expenditure  and  at  the  same 
time  curbs  the  tendency  to  overeating.”  Dole, 
in  association  with  Ahrens  and  Blankenhorn,60 
has  also  investigated  high-calorie  liquid  formulas 
that  might  be  of  value  in  reducing  regimens. 
One  of  these,  an  “evaporated  milk  formula  with 
the  same  caloric  distribution  as  human  milk,” 
consisting  of  corn  oil,  evaporated  milk,  dextrose, 
and  water,  has  been  popularly  called  the  “crash 
formula”  based  on  “synthetic  mother’s  milk” 
and  has  been  used  for  rapid  weight  reduction  of 
3 to  5 pounds  per  week.  The  aforementioned 
low-protein,  calorically  unrestricted  regimen  of 
Dole  et  al.s 9 has  been  popularized  as  the  “Rocke- 
feller diet.”  It  is  of  interest  that  a majority 
of  the  patients  followed  up  by  Dole’s  group  re- 
gained their  original  weight  in  three  to  twelve 
months.  The  problem  is  obviously  not  to  be 
solved  by  dieting  alone  or  by  using  dietary 
“fads”  but  involves  the  treatment  of  the  under- 
lying psychologic  causes  of  overeating  which, 
when  resolved,  will  enable  the  weight  reduction 
that  has  been  accomplished  through  dieting  to 
be  maintained  indefinitely. 

The  plethora  of  available  diets  in  standard 
texts  makes  it  unnecessary  to  reproduce  them 
here.  Most  obese  patients  are  quite  familiar 
with  the  dietary  principles  required  for  weight 
reduction.  When  diets  are  carefully  prepared 
under  the  guidance  of  a physician,  who  should 
alter  the  diet  according  to  the  patient’s  physical 
and  psychologic  needs,  obese  patients  should 
be  able  to  lose  weight  at  a predictable  rate. 
The  authors  feel  that  a diet  of  600  to  800  calories 
daily  is  best  for  most  obese  patients.54'55-61 
Overweight  patients  have  a difficult  road  to  fol- 
low in  order  to  lose  weight  and  are  encouraged 
by  the  rapid  weight  loss  this  type  of  diet  per- 
mits. On  a 600-calorie  regimen  the  patient 
will  have  an  average  loss  of  3 to  5 pounds  weekly. 
Thus,  the  excessively  obese  patient  can  antici- 
pate a loss  of  50  pounds  in  three  to  four  months. 
Obese  patients  who  complain  of  weakness  or 
increased  fatigability  on  this  diet  would  prob- 
ably have  the  same  symptoms  on  restricted  diets 
with  a greater  caloric  composition.  In  fact, 
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regimens  of  over  1,000  calories  daily  will  often 
be  just  as  psychologically  disturbing  to  a patient 
as  those  of  lower  caloric  content.  This  latter 
diet  often  does  not  serve  patients  as  well;  the 
smaller  weight  loss  it  permits  is  so  discouraging 
that  many  patients  stop  dieting  because  the 
immediate  results  do  not  seem  to  justify  the 
long-term  effort.  Initial  success  is  psychologi- 
cally supportive  and  rewarding,  and  the  patient 
is  not  physically  or  psychologically  harmed  by 
marked  caloric  restriction  so  long  as  dieting 
is  indicated. 

Drugs. — Anorexigenic  drugs62-66  such  as 
amphetamine  have  been  used  for  some  years 
for  reducing.  There  has  been  much  difference 
of  opinion  about  the  use  of  these  drugs  in  reducing 
diets.  Initially  they  were  used  with  great  opti- 
mism, but  the  reports  of  Nicholson33  and  others, 
showing  their  minimal  value  when  used  alone 
(without  dieting,  psychotherapy,  etc.),  seem  to 
have  limited  these  drugs  to  the  role  of  adjuvant 
to  other,  more  primary  means  of  therapy.  Al- 
though some  authors,  such  as  Bayles49  strongly 
advise  against  the  use  of  these  drugs  because  they 
feel  anorexigenics  suggest  to  the  patient  that  he 
has  a limited  responsibility  for  his  weight  reduc- 
tion (i.e.,  if  the  patient  takes  the  prescribed  pill, 
he  can  eat  all  he  wants  because  he  is  doing 
something  constructive  about  his  obesity),  most 
investigators  feel  that  they  are  of  some  help. 

Amphetamines  are  considered  useful  in  obesity 
because  they  decrease  appetite  and  increase  the 
desire  for  physical  exertion.  Some  workers  feel 
that  appetite  depression  is  accomplished  by 
relaxing  the  smooth  muscles  of  the  gut  and  di- 
minishing gastric  hunger  contractions.  Lesses 
and  Myerson64  suggest  that  life  stress  produces  a 
disturbance  in  appetite  regulation  and  that  the 
nibbling  of  food  in  the  obese  patient  is  an  attempt 
to  ameliorate  the  disturbed  mood.  They  feel 
that  amphetamine  alleviates  fatigue,  improves 
the  state  of  mind,  and  thereby  reduces  the  desire 
to  eat.  Goodman  and  Gilman67  believe  that  the 
appetite-depressant  action  of  the  ampheta- 
mines is  due  to  a not  fully  understood  direct 
central  cortical  effect. 

While  the  authors  of  this  paper  acknowledge 
the  conclusive  appetite-diminishing  effect  of 
these  drugs,  they  question  the  rationale  of 
their  widespread  use  in  obesity  because  they 
conceive  of  obesity  as  the  ultimate  product  of 
inordinate  anxiety  rather  than  overeating.  Since 
excessive  appetite  is  in  most  cases  itself  a conse- 


quence of  anxiety,  amphetamines  would  offer 
only  a temporary  type  of  palliation  to  most 
obese  patients. 

The  authors  feel,  however,  that  the  anorex- 
igenics may  be  used  if  the  following  conditions 
are  observed:  (1)  if  it  is  made  clear  to  the  patient 
that  the  drug  is  only  a help  and  that  only  he 
can  control  the  success  of  his  dieting;  (2)  if  the 
drug  is  used  in  conjunction  with  psychotherapy; 
(3)  if  the  patient  is  taken  off  the  drug  after  a 
fixed  period  of  time  because  a tolerance  will 
develop,  and  (4)  if,  while  the  patient  is  taking 
the  drug,  he  receives  careful  medical  supervision 
through  regular  office  visits.  Renewable  pre- 
scriptions should  not  be  given. 

Possible  contraindications  to  these  drugs,  such 
as  coronary  artery  disease,  hypertension,  and 
thyrotoxicosis,  must  be  observed.  Undesirable 
side-effects,  such  as  irritability,  insomnia,  in- 
creased blood  pressure,  increased  basal  meta- 
bolic rate,  dr}’  mouth,  confusion,  euphoria,  and 
constipation,  may  require  that  the  use  of  these 
drugs  be  curtailed.  Dexedrine  Spansule,  which 
is  prolonged-action  amphetamine,  may  provide 
a more  sustained,  equalized  daily  distribution  of 
the  drug.  Some  clinicians  prefer  using  a com- 
bination of  amphetamine  and  a barbiturate  be- 
cause they  feel  that  this  combination  does  not 
produce  as  much  irritability  as  an  amphetamine 
alone.  Anorexigenics  should  not  be  taken 
after  7 p.m.  They  are  best  taken  thirty  to  sixty 
minutes  before  meals  and  are  usually  not  pre- 
scribed for  more  than  several  months.  The  pos- 
sibility of  amphetamine  dependency  and  addic- 
tion on  the  aforementioned  dosage  schedule  in 
cases  of  obesity  has  not  been  emphasized  in  the 
literature,  although  it  is  possible. 

Bulk-producing  substances,  such  as  methyl- 
cellulose,62  siblin,  and  cellothyl,68  have  been  used 
with  some  success  in  dieting.  Jonas68  reasons 
that  shortly  after  ingestion  such  substances  pro- 
vide a large  gastric  bulk,  which  gives  a sensation 
of  fullness  to  the  patient  without  interfering  with 
the  digestive  activities  of  the  intestinal  tract, 
disturbing  body  physiology,  or  offering  caloric 
value.  He  feels  that  such  drugs  are  useful  in 
that  they  appease  the  oral  instinctual  craving 
for  food  and  thereby  imitate  the  psychology 
involved  in  obesity.  While  he  and  others  have 
reported  good  results  with  this  as  an  adjunctive 
therapy,  these  drugs  have  definite  limitations 
psychologically.  The  authors  feel,  however, 
that  methylcellulose  and  similar  substances  may 
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be  used  in  a total  medical  regimen  with  amphet- 
amines, dietary  control,  and  psychotherapy. 

Most  authors  note  that  thyroid  is  one  of  the 
most  abused  drugs  in  the  medical  armamentar- 
ium, certainly  as  regards  weight  reduction. 
They  almost  all  agree  that  thyroid  should  not 
be  prescribed  in  obesity  unless  there  is  a specific 
medical  indication,  i.e.,  clinical  hypothyroidism 
or  myxedema.  This  situation  in  association 
with  obesity  is  infrequent.21’69  The  authors  do 
not  feel  that  the  routine  use  of  thyroid  to  facili- 
tate the  elimination  of  interstitial  water  is  a 
proper  medical  procedure  with  obese  patients. 
Thyroid  in  large  doses  is  frequently  toxic.  Ex- 
cessive thyroid  medication  according  to  Dun- 
can69 may  cause  altered  mineral  metabolism 
and  nitrogen  balance  and  occasional  thyroid  ad- 
diction. Adverse  psychophysiologic  side-effects 
of  thyroid  may  be  uneasiness,  restlessness, 
tremor,  or  palpitations.  In  fact,  toxic  doses 
of  thyroid  may  increase  the  appetite.  Thyroid 
medication  has  no  place  either  physically  or 
psychologically  in  the  reducing  diet  of  the  ordi- 
nary obese  patient  and  may  in  fact  be  danger- 
ous because  of  the  already  elevated  rate  of  me- 
tabolism.50-62 

Diuretics  are  of  minimal  value  in  permanent 
weight  reduction  since  they  do  not  cause  a real 
decrease  in  adipose  tissue  but  only  an  excretion 
of  extracellular  fluid,  which  might  be  slowing  up 
weight  loss  during  a weight  reduction  regimen. 
An  increased  tendency  to  retain  fluid  often  oc- 
curs in  association  with  the  undernutrition  of  the 
low-calorie  diet.  Cohen70  frankly  acknowledges 
that  he  uses  ammonium  chloride  as  a diuretic 
because  of  its  psychologic  effect  if  there  has  been 
significant  water  retention  after  a patient  has 
commenced  a diet.  When  it  occurs,  this  water 
retention  usually  lasts  a week.  Some  clinicians 
use  mercurials,  such  as  Mersalyl66  or  Mercuhy- 
drin,  to  facilitate  diuresis.  Diuretics  may  be 
used  in  a weight-reducing  regimen,  but  it  is  ad- 
visable that  their  function  be  explained  before- 
hand to  the  patient. 

There  is  an  implicit  psychologic  assumption  in 
the  use  of  diuretics  that  warrants  mention. 
The  obese  patient  is  in  a conflict  each  time  he  is 
presented  with  food.  Refusing  food  has  the  im- 
mediate punishing  effect  of  increasing  his  anxiety 
and  hunger,  which  is  opposed  by  the  eventual 
long-range  reward  of  the  improved  cosmetic, 
social,  and  physical  benefits  of  successful  weight 
reduction.  An  immediate  effect  is  generally  pre- 


potent over  a long-range  one,  and  the  quick 
weight  loss  resulting  from  a diuretic  brings  a re- 
warding situation  closer  in  time  and  so  serves  to 
strengthen  the  tendency  to  abstain  from  eating. 
However,  because  the  conflict  is  still  not  resolved, 
the  effect  of  diuretics  may  be  expected  to  be  tem- 
porary at  best. 

Laxatives,  atropine,  digitalis,  and  hormones 
(pituitary  extract,  estrogens,  etc.)71  should  not  be 
used  routinely  in  reducing  diets  unless  there  is  a 
specific  medical  indication  for  them. 

Miscellaneous  Medical  Modalities  Used 
in  Weight  Reduction. — Massage  has  been  dem- 
onstrated to  have  no  effect  on  local  fat  deposits 
and  has  no  medical  rationale  for  its  use  in  dieting. 
This  holds  true  also  for  the  local  applicat  ion  of  heat. 

Exercise  is  of  little  help  in  most  dieting  regi- 
mens. In  fact,  when  exercise  is  erratically  used 
for  dieting,  as  is  the  case  with  most  obese  patients, 
it  may  serve  to  increase  the  appetite.  New- 
burgh1’2 notes  that  walking  up  20  flights  of  stairs 
equals  one  slice  of  bread.  While  it  is  true,  as 
Bruch4-10  points  out,  that  obese  persons  actually 
perform  far  less  exercise  than  normal,  it  seems 
that  exercise  per  se  is  a relatively  inefficient  way 
to  lose  weight  compared  with  decreasing  the 
dietary  caloric  intake.  Excessive  exercise  on 
very  low-calorie  regimens  may  be  harmful  since 
the  excessive  metabolism  of  body  fat  may  cause 
acidosis. 

Surgical  removal  of  fat  is  impractical  and  dan- 
gerous. There  may  be  delayed  healing,  and  there 
is  danger  of  fat  embolism.  In  the  excessively 
obese,  after  considerable  weight  reduction  has  oc- 
curred, plastic  operative  procedures  for  removal  of 
excessive  skin  may  be  warranted. 

Heat  cabinet  treatments  cause  loss  of  weight  as 
a result  of  waterelimination  through  perspiration. 
This  is  a temporary,  palliative  means  of  treat- 
ment and  is  of  no  permanent  value. 

Summary.- — It  would  seem  then  that  the  most 
acceptable  total  medical  approach  to  obesity 
would  consist  of  (1)  dietary  control  such  as  a 
600  to  1,000  calorie  diet,  (2)  an  appetite-depres- 
sant drug,  (3)  if  desired,  a bulk-producing  dietary 
medication,  and  possibly  (4)  the  use  of  diuretics 
for  their  psychologic  value  if  weight  loss  does  not 
progress  adequately  after  one  to  three  weeks  be- 
cause of  water  retention.  However,  these  thera- 
peutic modalities  must  be  combined  with  a ra- 
tional psychotherapeutic  management  of  obesity 
in  order  to  accomplish  permanent  successful 
weight  reduction  in  the  majority  of  patients. 
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Contraindications  to  Dieting 

e- 

Medical  contraindications  to  stringent  dieting, 
such  as  active  tuberculosis,  peptic  ulcer,  hepati- 
tis, cirrhosis  of  the  liver,  regional  ileitis,  and  ul- 
,.  cerative  colitis,  should  be  observed.  Where  in- 
dicated, appropriate  diets  which  are  calorically 
i deficient  may  be  devised  for  these  illnesses. 
However,  weight  reduction  is  probably  best  de- 
ferred until  the  disease  process  is  inactive. 
Coronary  artery  disease  and  hypertension  should 
not  be  considered  contraindications  to  weight 
| reduction.  Rather  they  are  urgent  indications 
of  the  need  for  prompt  treatment  of  the  obesity, 
which  frequently  complicates  these  illnesses. 

Psychologic  contraindications  to  dieting  should 
be  observed  as  well  as  medical  ones.  Bruch4-10 
has  found  that  severe  emotional  disorders  have 
at  times  been  associated  with  reducing.  Stun- 
kard72-73  notes  that  various  clinicians  have  re- 
ported that  in  certain  emotionally  predisposed 
individuals  dieting  has  produced  anorexia  ner- 
, vosa  and  thyrotoxicosis.  Studying  a series  of 
obese  patients,  he  found  that  depression,  crying 
spells,  agitation,  and  schizophrenia  often  were 
associated  with  vigorous  weight  reduction.  He 
describes  a night  eating  syndrome,  consisting  of 
evening  hyperphagia,  insomnia,  and  morning 
anorexia,  in  30  per  cent  of  the  obese  patients  he 
evaluated.  He  believes  that  this  syndrome  rep- 
resents a response  to  stress  peculiar  to  obese 
patients.  If  weight  loss  continues  in  patients 
who  manifest  this  syndrome  and  who  are  on  re- 
ducing diets,  schizophrenia,  depression,  and  ob- 
| sessive  states  may  result.  Stunkard  feels  that 
this  syndrome  is  most  common  under  stress  and 
is  responsible  for  the  rather  erratic,  acute,  rapid 
weight  gains  seen  in  most  obese  patients.  In  his 
opinion  it  is  dangerous  to  attempt  weight  re- 
duction in  obese  patients  showing  this  syndrome, 

! and  he  suggests  that  dieting  should  be  postponed 
until  the  symptoms  are  no  longer  present.  This 
is  an  indication  that  the  stress  is  no  longer  actually 
significant.  At  this  time  weight  reduction  may 
be  attempted. 

Johnson74  advises  caution  in  prescribing  diets 

I for  the  following  psychologically  disturbed 
groups . 

1.  Patients  subject  to  moderate  to  severe 
changes  in  mood.  Weight  reduction  may  be  dan- 
gerous, and  care  should  be  taken  with  any  case 
that  has  had  a clinical  depression. 

2.  A patient  currently  heavily  pressed  by  life 
situations  and  responsibilities.  He  should  defer 


dieting  if  possible  until  the  pressure  eases. 

3.  A patient  who  seems  lonely  and  consider- 
ably deprived  of  companionship.  Strenuous 
dieting  may  be  hazardous  as  long  as  this  with- 
drawal persists. 

4.  Women  who  are  obviously  tense  and  anx- 
ious around  middle  life.  They  should  be  careful 
when  they  diet. 

5.  Men  whose  retirement  is  imminent.  John- 
son has  seen  several  such  men  gain  weight  around 
their  late  fifties  when  severe  dieting  was  too  much 
for  them  and  produced  an  emotional  upset.  She 
felt  that  it  would  have  been  better  for  them  to 
have  delayed  dieting  until  they  were  better 
adapted  to  their  restricted  lives. 

In  patients  with  these  relative  psychiatric  con- 
traindications to  dieting,  supportive  superficial 
psychotherapy  may  be  attempted  by  the  general 
physician  without  the  institution  of  a diet.  If 
the  psychologic  problems  do  not  improve,  re- 
ferral to  a psychiatrist  for  consultation  and  eval- 
uation is  advisable. 

Sum  niary 

The  somatic  and  psychologic  problems  of  obes- 
ity are  discussed.  The  accepted  view  today  is 
that  the  chief  cause  of  obesity  is  an  excessive 
caloric  intake  and  a decreased  energy  expendi- 
ture. Overeating  seems  to  be  primarily  psycho- 
genically  determined,  although  contributory 
genetic  factors  seem  to  be  important.  In  the 
management  of  cases  of  obesity  psychologic  as 
well  as  dietary  and  medical  factors  must  be  taken 
into  consideration.  Initially  in  most  cases  the 
generalist  may  attempt  management  of  both 
superficial  emotional  and  medical  problems.  If 
the  general  physician  does  not  succeed,  the  psy- 
chiatrist should  take  over  the  psychotherapeutic 
management  and  collaborate  with  the  generalist 
in  the  total  psychiatric-medical  management  of 
the  patient. 
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with  Five-Year  Survival 

cases  in  his  experience,  he  concludes  that  irradiation 
and  chemotherapy  should  not  be  used  except,  1 
possibly,  for  palliation.  A critical  review  of  61 
cases  of  “cure”  was  carried  out  in  a quest  for  . 
possible  factors  that  might  be  common  to  all 
patients  who  had  been  saved;  unfortunately, 
however,  the  study  did  not  reveal  any  common 
feature  which  would  give  these  patients  a prognostic 
advantage  over  those  who  died. — William  L. 
Watson,  J.  Internat.  Coll.  Surg.,  December,  1056 
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A Suburban  General  Practice 


HOWARD  R.  SEIDENSTEIN,  M.D.,  NEW  ROCHELLE,  NEW  YORK 


Medicine  is  a science  of  uncertainty  and  an  art 
of  probability.- — Oslkr 

The  fact  that  “leadership  in  clinical  medicine 
has  passed  from  the  hands  of . . . the  practic- 
ing doctor  into  the  ivory  tower  of  our  medical 
colleges,  hospitals,  and  research  institutes,”  has 
been  deplored  by  Bean.1  He  had  “no  doubt  that 
the  thoughtful  man  in  practice  could  do  some- 
thing to  clarify  our  tangled  notions  of  . . . un- 
related troubles  . . . behind  . . . intestinal  flu  . . . 
virus  pneumonia.”  He  deplored  the  fact  that 
some  general  practitioners  “give  up  without  a 
try”  in  the  battle  of  research  and  teaching.  It 
occurred  to  me  that,  except  for  the  study  of 
Couter  et  al.2  and  Taubenhaus’s3  more  recent 
resume  of  a rural  practice,  no  one  seems  to  have 
published  a report  of  what  the  general  practitioner 
actually  sees. 

“Eightv-five  per  cent  of  people’s  ills  can  be 
adequately  cared  for  by  the  general  practitioner.” 
“General  practitioners  are  not  capable  of  caring 
for  the  average  patient.  The  family  doctor  of  the 
future  is  the  internist.”  “More  than  50  per  cent 
of  the  visits  to  doctors  are  made  by  neurotics.” 
These  commonly  made  statements  recall  Michel 
Evquem  de  Montaigne  who  wrote,  “Nothing  is 
so  firmly  believed  as  what  we  least  know.”  It 
was  felt  that  a start  might  be  made  toward 
Bean’s  objectives  if  a number  of  studies  similar 
to  my  proposed  one  were  made  in  various  parts  of 
the  country.  What  better  time  to  start  than 
now,  1954?  What  better  place  to  start  than 
right  at  home? 

New  Rochelle  is  a suburban  city  about  20 
miles  northeast  of  Times  Square,  in  Westchester 
County,  New  York.  It  has  a population  of 
65,000,  and  its  one  central  hospital  draws  from  a 
population  of  about  100,000.  It  has  approxi- 
mately 150  practicing  physicians  about  one  half 
of  whom  are  “board  certified”  specialists  with 
some  one  third  more  practicing  a specialty. 
Thus,  there  are  one  sixth  who  could  be  considered 
general  practitioners  although  none  of  these  is 
permitted  surgical  privileges  in  the  operating 
rooms,  and  but  a score  have  obstetric  privileges. 
The  county  itself  with  about  800,000  people  has 


1,300  medical  society  members  and  more  than 
2,000  M.D.’s  residing  within  its  borders. 

The  year  1954  was  my  fifteenth  year  of  prac- 
ticing medicine,  and  a busy  general  practice  can 
give  a doctor  a fair  sampling.  The  city  is  small 
enough  so  that  rumor  and  gossip  get  around  when 
a patient  changes  to  a new  doctor.  Important 
too,  it  would  seem,  is  that  it  has  but  one  hospital, 
so  that  cases  of  serious  import  which  end  up 
under  the  care  of  another  physician  are  seen  or 
known  to  be  in  the  hospital,  and  for  statistic 
purposes  the  original  diagnosis  may  be  changed 
if  necessary.  May  I report  that  only  one  such 
serious  case  came  to  my  attention,  although  half 
the  practicing  physicians  knew  of  my  project. 
Undoubtedly  there  are  a few  similar  cases  which 
did  not  come  to  my  attention,  but  I am  sure  that 
they  were  not  numerous  enough  to  change  the 
tenor  of  this  paper  statistically. 

Cards  were  filled  out  for  each  diagnosis,  and  the 
statistics  that  were  assembled  merely  reflected  the 
incidence  of  the  diagnoses  and  the  total  number  of 
visits  made  under  each  diagnosis.  Each  visit 
was  appropriately  filed  about  one  week  after  it 
was  actually  made,  so  that  time  could  help  in 
categorizing  the  acute  illnesses.  Occasional 
cases  were  reclassified  as  the  diagnosis  became 
obvious  or  as  a new  diagnosis  became  more 
tenable.  Had  I known  that  a study  such  as 
Taubenhaus’s  was  in  progress,  I would  have 
attempted  to  classify  my  cases  accordingly,  but 
his  study  was  published  in  1955,  long  after  the 
material  for  this  study  was  collected.  No  study 
of  numbers  of  deaths  was  made,  but  the  health 
department  records  show  that  I signed  12  death 
certificates  in  1954  (including  three  five-month 
premature  infants). 

I am  sure  that  every  conscientious  physician 
worries  a great  deal  about  the  patient  for  whom 
he  is  unable  to  make  a satisfactory  diagnosis,  and 
it  must  appear  to  him,  therefore,  that  throughout 
the  year  he  has  a great  many  such  people. 
Perhaps  I am  an  egotistic  fool,  but  my  statistics 
show  that  only  a small  fraction  of  1 per  cent 
fell  into  this  category.  Interestingly  enough, 
Couter,2  using  only  a few  “catch-alls”  such  as 
chronic  fatigue  syndrome  (in  five  cases),  came  up 
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TABLE  I. — Obstetrics 


TABLE  II. — Surgical  “Big  Ten’ 


Condition 


Number  Number 
of  Patients  of  Visits 


Condition 


Number  Number 
of  Patients  of  Visits 


Normal  pregnancy 

22  201 

Injuries  (other  than  fractures) 

281 

570 

Pregnancy  diagnosis  only 

6 6 

Surgical  infections 

Abortion 

(other  than  P.I.D.)* 

79 

212 

Spontaneous 

71 

Pelvic  inflammatory  diseases 

49 

185 

Therapeutic 

4 

Uterine  and  vaginal  disorders  (other 

Probably  criminal 

2 j 71 

than  and  menstrual)* 

45 

172 

Needing  dilation  and  curettage 

1 

Menstrual  disorders 

56 

143 

subsequently 

3 J 

Carcinoma* 

23 

174 

Abnormal  conditions 

Fractures* 

44 

142 

Cesarean  section 

Otic  disorders* 

77 

139 

Contracted  pelvis  (x-ray) 

1) 

Urologic  disorders* 

40 

145 

Forty-two-year-old  primigra- 

Bursitis  (2/3  shoulder) 

34 

76 

vida,  early  Thorazine  jaundice 

1 

— 

Bartholin’s  cyst,  large,  infected,  no 

Total 

728 

1,958 

other  complication 
Postpartum  sterilization 
Pre-eclampsia 

Pre-eclampsia  with  lues,  adequate 
medication  prior,  repeated  dur- 
ing; cord 

Premature  separation  and  loss  of 
amniotic  fluid,  four  and  one-half 
months,  loss  of  fetus 
Premature  twins,  five  months,  loss 
of  fetal  twins,  both  under  3/4 
pounds 

Descensus,  six  months,  pessary, 
normal  delivery  at  term 

Total 


1 | 
1 I 
1 | 


156 


, 


53 


•134 


with  1,000  diagnoses  in  1,000  visits. 

To  characterize  my  practice  broadly,  I care  for 
old  and  young  but  no  infants  or  children  under 
the  age  of  one  year.  I care  for  males  and  females, 
but  obstetrically  only  for  those  females  who  feel 
they  cannot  afford  a specialist’s  obstetric  fees. 
I do  no  surgery  in  the  operating  room,  and  all 
fractures  requiring  manipulation  and  anesthesia 
are  excluded.  Aside  from  superficial  lacerations 
the  main  surgery  performed  is  excision  of  moles, 
cysts,  and  warts,  the  cauterization  of  cervices, 
and  small  incisions  and  drainages.  To  most  of 
my  patients  I am  their  family  doctor.  A 
patient  who  expects  me  to  do  any  major  surgery 
is  the  exception.  Among  many  I am  known  as  a 
reducing  specialist,  whereas  some  of  my  regular 
patients  go  to  a reducing  specialist ! To  a few  I 
am  known  as  a “diagnostician,”  the  patient 
returning  to  his  regular  doctor  once  I have 
pronounced  my  verdict.  I practice  no  diagnosti 
or  therapeutic  radiology.  In  general,  as  with  my 
colleagues,  I am  not  sure  how  many  names  in  my 
files  I may  truly  call  my  patients. 

Some  of  the  patients  were  seen  for  several 
different  diseases  during  the  year,  so  I do  not 
know  how  many  different  people  were  seen.  I 
did  not  keep  a separate  record  of  house  calls,  but 
the  range  was  from  none  to  21  daily  with  an 
average  near  four. 


* Separate  charts. 

TABLE  III. — Surgical  Infections 

Site  of 

Number  of 

Number  of 

Infection 

Patients 

Visits 

Leg 

ii 

25 

Finger 

10 

22 

Arm 

9 

16 

Buttock 

7 

16 

Nail  bed 

5 

24 

Axilla 

5 

24 

Hand 

5 

11 

Vulva 

4 

10 

Nose 

4 

6 

Neck 

4 

5 

Total 

64 

159 

After  I had  categorized  the  illnesses,  I divided 
them  into  three  groups.  Under  surgical  visits  I 
have  included  all  cases  in  which  the  procedure 
used  was  taught  in  surgery  or  a subspecialty 
department  at  the  University  of  Minnesota 
(where  I received  my  M.D.).  The  only  change 
is  that  gynecology  was  taught  in  the  Department 
of  Obstetrics  but  is  here  included  under  surgery. 
All  pregnancies  were  listed  under  obstetrics  and 
the  remainder  was  listed  as  medicine.  Hence 
pelvic  inflammatory  disease  was  listed  under 
surgery  (menopause  was  not !),  as  was  the  clean- 
ing of  ears  when  the  patient  came  for  that  pur- 
pose. Otitis  media,  acute  or  chronic,  when  it 
was  not  a part  of  a generalized  upper  respiratory 
infection,  was  similarly  listed.  My  practice  con- 
sisted of  434  obstetric  visits,  2,413  surgical  visits, 
and  5,548  medical  visits,  a total  of  8,395  visits. 
The  statistics  tell  the  rest  of  the  storv. 

Obstetric  Visits 

There  were  53  patients  making  a total  of  434 
visits  in  this  group.  Table  I shows  the  distri- 
bution. Lest  the  high  percentage  of  cesarean 
sections  and  pathology  be  used  as  an  argument 
against  obstetric  practice  by  general  practitioners, 
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TABLE  IV. — Uterine  and  Vaginal  Disorders  TABLE  VI. — Fractures 


Condition 

Number  of 
Patients 

Number 
of  Visits 

Location 

Number 
of  Patients 

Number 
of  Visits 

Uterus  (23  patients) 

W rists 

8 

36 

Fibromyomata 

9 

20 

Finger 

8 

23 

Descensus 

7 

30 

Metatarsal 

6 

19 

Cervicitis  with  cauterization 

4 

9 

Ribs 

4 

17 

Cervical  polyp 

2 

3 

Metacarpal 

4 

8 

Cervicitis  (Grade  IV) 

1 

6 

Toes 

3 

8 

Vagina  (22  patients) 

Nose 

3 

4 

Trichomonas 

4 

15 

Arch 

3 

12 

Monilia  and  yeast 

9 

38 

Navicula 

2 

9 

Retention  cyst  (infected) 

1 

18 

Clavicle 

1 

3 

Bartholinitis 

2 

6 

Neck  (old) 

1 

2 

Vaginitis  diaphragm 

1 

3 

Hip 

1 

1 

5 

18 



— 

1 79  - 

Total 

44 

142 

Total  45  172 


TABLE  V. — Menstrual  Disorders 


> 

Condition 

Number 
of  Patients 

Number 
of  Visits 

Short  delay 

28 

28 

Menorrhagia* 

17 

56 

Amenorrhea  (first  degree) 

3 

40 

Absence  of  vagina  and  uterus 

1 

5 

Dysmenorrhea 

1 

i 

Premenstrual  tension 

2 

4 

Mittelschmerz 

i 

2 

Irregular  function 

i 

1 

Amenorrhea  (second  degree) 

2 

6 

56 

143 

* Including  one  patient  in  whom  the  condition  resulted 
from  a spring  pessary  and  who  made  ten  visits. 


may  I state  that  the  year  1954  “did  wrong  by  me” 
obstetrically.  On  the  basis  of  faulty  recollection 
I would  judge  that  I delivered  350  babies  from 
1937  to  1954.  In  1938  an  infant  died  when  there 
was  a prolapse  of  the  cord  which  (administratively) 
could  not  be  replaced.  One  child  with  hydro- 
cephalus died  at  the  age  of  three  months  in  1952. 
One  of  a set  of  premature  twins  developed  blind- 
ness as  a result  of  retrolental  fibroplasia  in  1951. 
There  may  have  been  other  morbidity  but  no 
mortality,  and  there  were  no  cesarean  sections. 
But  the  law  of  averages  does  work. 

Surgical  Visits 

A total  of  924  patients  making  2,413  visits 
comprises  the  surgical  portion  of  my  practice. 
Table  II  shows  ten  relatively  limited  categories 
which  I have  called  the  “surgical  big  ten.” 
These  include  almost  80  per  cent  of  the  surgical 
visits  and  about  23  per  cent  of  the  total  visits. 
Tables  III  through  VIII  give  a more  exact 
breakdown  of  these  categories. 

Attention  is  called  to  the  fact  that  more  than 
6 per  cent  of  all  visits  and  20  per  cent  of  surgical 
visits  had  their  origins  in  derangements  of  the 


TABLE  VII. — Otic  Disorders 


Number 

Number 

Condition 

of  Patients 

of  Visits 

Otitis  media 

Acute 

47 

86 

Chronic 

4 

19 

Otitis  externa 

10 

14 

Otomycosis 

2 

5 

Ear  cleaning 

14 

15 

Total 

77 

139 

TABLE  VIII. — Urologic  Disorders 

Number 

Number 

Condition 

of  Patients 

of  Visits 

Cystitis 

10 

21 

Ureteral  stone 

8 

25 

Prostatic  hypertrophy 

7 

29 

Prostatitis 

7 

20 

Hunner’s  ulcer 

1 

10 

Pyonephrosis 

1 

15 

Pyelitis  (following  cystoscopy) 

1 

4 

Cyst,  rete  testis 

1 

1 

Epidymitis 

4 

20 

Total 

40 

145 

female  reproductive  organs.  A most  unusual 
sidelight  is  that  there  were  no  cases  of  acute 
appendicitis.  One  young  female  who  was 
operated  on  for  acute  appendicitis  proved  to  have 
a twisted  ovary  with  infarction.  She  was  the 
only  case  operated  on  for  acute  appendicitis. 

Since  surgical  treatment  is  our  best  hope  in 
carcinoma  of  most  types,  all  carcinomas  were 
considered  as  surgical  cases  (Table  IX).  Statis- 
tically these  cases  represented  but  2.1  per  cent  of 
the  visits  for  the  year  1954,  although  I am  sure  a 
great  many  patients  were  examined  because  they 
thought  they  had  carcinoma.  I take  great 
comfort  in  the  knowledge  that  each  of  these 
cases  was  presumptively  diagnosed  on  the  first 
visit,  except  for  the  carcinoma  of  the  kidney. 
In  that  case,  during  a cardiovascular  workup,  a 
clear  cell  carcinoma  of  the  kidney  was  discovered 
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TABLE  IX. — Carcinomas**  f 


Number  of 

Organ  Patients 


Complication 


Status 


Breast  3 

Head  (1  basal,  1 skin)  2 

Lung  1 

Colon  and  rectum  4 

Bladder  2 

Uterus  (corpus)  1 

Breast  5 

Colon 

Ascending  1 

Sigmoid  3 

Kidney  1 


New 

None 

None 

Metastases 

Metastases  (3),  acoustic  neuroma 
concomitant  (1) 

With  cancer  of  the  breast  (1) 
Schminke’s  tumor  (previously) 

Old 

With  metastases  (3),  none  (2) 


None 

Local  metastasis  (1);  stroke,  hyperten- 
sion (1) ; cancer  of  breast  and  uterus  (1) 
None 


Surgery  (then?) 

Believed  cured 
Dead 

Dead  (3),  too  early  to  prognosticate  (1) 

Dead  (1),  too  early  to  prognosticate  (1) 
Probably  not  cured 

Five-year  cure  (1).  dead  (1),  too  early  to 
prognosticate  (3) 

Four-year  cure 

Five-year  cure  (D,  six-year  cure  (1),  ap- 
parently well  (1) 

Three  years  postoperative  death 


* Twenty-three  patients  totaled  174  visits. 

t With  the  exception  of  one  cancer  of  the  colon  (sigmoid),  in  which  the  diagnosis  was  in  question,  and  one  cancer  of  the  kid- 
ney, in  which  the  cancer  was  found  accidentally,  all  the  diagnoses  were  suspected  at  the  first  visit. 


TABLE  X. — Surgical  Remainder 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Bite,  dog 

i 

i 

Bite,  squirrel 

i 

i 

Breast  tumor,  benign* 

15 

43 

Burns 

5 

10 

Circumcision 

3 

3 

Chondroma 

1 

6 

Degenerated  nucleus  pulposus 

3 

9 

Diverticulitis 

1 

11 

Epistaxis 

5 

11 

Epidermoid  Cyst 

1 

1 

Eye  disease* 

24 

38 

Enchondroma 

1 

1 

Frostbite 

2 

2 

Foreign  body  (nose) 

1 

i 

Fibromas 

1 

i 

Ganglion 

3 

3 

Hemorrhoids 

13 

39 

Hemangioma 

2 

2 

Hernia 

3 

6 

Ileitis 

1 

8 

Leukoplakia 

1 

1 

Lipoma 

1 

3 

Minor  sebaceous  cysts 

22 

53 

Moles 

5 

10 

Neck,  wry  (torticollis) 

7 

14 

Osteomyelitis 

2 

5 

Ovary  (includes  endometriosis) 

9 

33 

Pilonidal  sinus 

1 

5 

Phlebitis 

6 

36 

Rectal  disease* 

14 

26 

Sinusitis,  acute 

5 

10 

Testis,  atrophy 

1 

1 

Umbilicus 

1 

3 

Varicose  veins 

5 

6 

Vocal  cord  (polyp) 

i 

1 

Volvulus  (?) 

i 

5 

Vincent’s  angina 

2 

4 

Warts 

25 

42 

Total 

196 

455 

* Separate  charts. 


and  removed.  It  is  tragic  that  this  woman 
recently  died  of  her  carcinoma  in  spite  of  its 
early  discovery.  It  is  impossible  to  state  how 
many  other  people  involved  in  this  study  were 
incubating  early  carcinomas  which  I did  not 


TABLE  XI. — Breast  (Benign) 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Cysts  (all  checked  further) 

4 

8 

Abscess 

1 

4 

Duct  inflammation 

1 

2 

Chronic  cystic  mastitis 

1 

12 

Fibroadenoma 

1 

5 

Lactation  persistent 

1 

5 

Breast  examinations 

6 

7 

Total 

15 

43 

TABLE  XII.— Eye 

Number 

Number 

Condition 

of  Patients 

of  Visits 

Conjunctivitis 

10 

15 

Hordeolum 

3 

4 

Meibomian  cyst 

2 

5 

Dacryocystitis 

3 

r> 

Foreign  boty 

3 

3 

Subconjunctival  hemorrhage 

2 

2 

“Light  streaks” 

i 

3 

Total 

24 

38 

detect,  but  twenty-six  months  have  elapsed  since 
the  start  of  this  study,  and  no  others  have  been 
brought  to  my  attention.  In  spite  of  early 
diagnosis  and  expert  specialist  treatment  the 
results  have  been  far  from  impressive. 

Table  X lists  conditions  other  than  those 
mentioned  under  the  surgical  big  ten  which  were 
classified  as  surgical.  Benign  breast  conditions, 
eye  conditions,  and  rectal  conditions  are  tabled 
separately  (Tables  XI,  XII,  and  XIII). 

Medical  Visits 

A total  of  5,547  medical  visits  was  made  by 
2,296  patients.  It  might  be  well  to  explain  that 
some  artificial  classification  is  essential  in  a study 
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TABLE  XIII. — Rectal  Diseases  TABLE  XIV. — Respiratory  Ailments 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Fissures 

4 

7 

Ischiorectal  abscess 

1 

4 

Rectovaginal  septum  infection 

1 

3 

Fecal  impaction 

1 

3 

Rectal  polyp 

1 

1 

Rectal  tag 

1 

1 

Proctitis 

1 

3 

Pruritus  ani 

4 

4 

Other 

5 

7 

Total 

19 

33 

of  this  kind.  When  an  asymptomatic  patient 
presented  himself  for  a checkup  he  was  classified 
under  that  category  in  spite  of  the  fact  that  he 
might  have  had  a small  hemorrhoid  or  sebaceous 
cyst.  Similarly  men  sent  in  for  examination  by 
industrial  firms  are  not  listed  under  asymptomatic 
pathology.  Children  who  were  seen  because  the 
school  required  examination  are  not  listed  under 
immunizations,  although  they  may  have  been 
immunized  at  that  time.  Interestingly  enough, 
no  purely  routine  examination  disclosed  a major 
disease  which  might  seriously  impair  life  or  limb 
in  the  foreseeable  future. 

The  incidence  of  disease  in  my  practice  cannot 
be  strictly  gauged  by  the  number  of  visits.  In 
1954  there  were  a number  of  epidemics  of  so- 
called  “virus  enteritis”  of  brief  duration.  The 
greatest  number  of  these  cases  required  merely  a 
telephone  call.  Only  those  with  more  than  the 
usual  symptoms  either  as  regard  severity  or 
duration  (and  these  were  most  insistent)  actually 
required  a visit. 

As  might  be  expected  the  greatest  number  of 
visits  was  in  the  category  of  upper  respiratory 
infections,  with  696  people  requiring  829  visits 
(Table  XIV).  An  additional  179  patients  with 
286  visits  had  more  specific  diagnoses  such  as 
acute  tonsillitis.  In  brief,  more  than  13  per 
cent  of  all  visits  were  in  this  classification.  Lower 
respiratory  disease  involved  25  patients  with  a 
mere  123  visits.  It  is  obvious  that  the  advent  of 
antibiotics  has  changed  the  practice  of  medicine 
greatly  in  this  category  for  in  1939  (my  first  year 
of  practice),  even  with  the  use  of  sulfapyridine,  a 
mere  half-dozen  pneumonias  resulted  in  100  or 
more  visits. 

My  second  busiest  classification  is  entirely 
artificial  and  is  a result  of  my  own  type  of 
practice.  Since  I am  convinced  that  at  this  time 
no  one  can  prevent  cancer  (except  for  rare  cases 
due  to  Schistosmiasis  or  carcinogenic  chemicals), 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Upper  respiratory  infections 

696 

829 

Tonsillitis 

102 

140 

Cervical  adenitis 

8 

1 1 

Bronchitis 

5 

18 

Fever  of  undetermined  origin* 

3 

12 

Grippe 

45 

63 

Laryngitis 

12 

23 

Laryngotracheobronchitis 

4 

19 

Pleurodynia 

5 

10 

Pneumonia 

Virus 

11 

52 

Hypostatic 

4 

20 

Broncho- 

5 

35 

Total 

900 

1,238 

* Listed  also  in  Table  XXI. 


I try  to  prevent  the  other  great  class  of  degen- 
erative disorders  in  my  patients  through  the 
control  of  obesity,  rather  than  trying  to  dissolve 
arteriosclerotic  plaques  or  prevent  specific  depo- 
sitions. I might  add  that  this  method  meets  with 
great  success,  especially  in  those  who  need  it 
least,  that  is,  females,  but  it  also  has  great 
acceptance  among  males.  Hence  89  cases  of 
obesity  resulted  in  692  visits.  (I  have  omitted 
these  from  the  “medical  big  ten”  so  that  com- 
parisons may  be  more  universally  accepted.) 

A by-product  of  today’s  education  of  the  public 
is  the  demand  for  physical  examination  even 
when  the  patient  presumably  has  no  symptoms. 
A total  of  366  of  these  were  done,  180  in  children. 
Of  this  total  92  were  “complete  physicals”  in 
adults,  entailing  history,  physical  examination, 
urinalysis,  hemoglobin  determination  (if  under 
80  per  cent,  a complete  blood  count),  fluoro- 
scopic examination  of  the  chest,  proctoscopic  and 
rectal  examinations,  and  pelvic  examination  of 
all  females.  Electrocardiograms  were  also  done 
“routinely”  in  this  group  except  for  a few  asymp- 
tomatic females  in  their  twenties.  This  group 
too  was  omitted  from  my  “medical  big  ten,”  so 
that  valid  comparisons  of  medical  disease  might 
be  drawn. 

After  one  has  disposed  of  physical  examinations 
and  the  Great  American  Disease  (overeating), 
the  big  ten  of  medicine  are  as  listed  in  Table  XV. 
These  constituted  60  per  cent  of  medical  patients 
and  42  per  cent  of  the  total.  * 

Of  all  the  problems  with  which  the  general 
practitioner  comes  in  contact,  the  neuroses 
(Table  XVI)  are  probably  the  most  disturbing 

* Surgical  “big  ten”  plus  medical  "big  ten”  constitute  62.5 
per  cent  of  practice. 
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TABLE  XV. — Medical  “Big  Ten” 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Respiratory 

900 

1,238 

Neuroses 

65 

360 

Problems 

17 

41 

Cardiacs 

65 

367 

Geriatric 

22 

363 

Allergies 

63 

221 

Arthritis 

27 

162 

Menopause 

26 

160 

Immunizations 

75 

133 

Gastrointestinal 

108 

127 

Cerebral  vascular  accidents 

20 

115 

Total 

1,388 

3,287 

TABLE  XVI.— Neuroses 

Number 

Number 

Condition 

of  Patients 

of  Visits 

Anxiety  states 

39 

204 

Hypochondriasis 

15 

94 

Undifferentiated 

11 

62 

Total 

65 

360 

TABLE  XVII. 

— Problems 

Number 

Number 

Condition 

of  Patients 

of  Visits 

Sexual  problem  with  boss 

i 

2 

Husband  dope  addict 

i 

3 

Husband  impotent 

i 

1 

Juvenile  sexual  problem 

i 

5 

Etc. 

13 

30 

Total 

17 

41 

to  the  conscientious  practitioner.  Sixty-five 
patients  making  a total  of  360  visits,  in  addition 
to  41  visits  from  17  people  worried  about  specific 
problems,  such  as  statutory  rape  of  a daughter 
and  drug  addition  in  a husband  (Table  XVII), 
impose  a burden  out  of  all  proportion  to  the 
number  of  visits.  These  people  require  time 
which  they  are  either  unwilling  or  unable  to  pay 
for.  The  diagnosis  is  often  made  only  by  ex- 
clusion, and,  mindful  of  the  axiom  that  “neurotics 
are  not  immortal,”  the  practitioner  spends  many 
weary  hours  in  fruitless  examination  and  anxious 
searching  for  physical  causes  of  what  eventually 
are  discovered  to  be  emotionally  induced  symp- 
toms. They  tax  our  patience  and  our  ingenuity. 
The  exasperation  one  feels  at  the  relapse  of  one  of 
these  patients  after  long  explanation  is  almost 
enough  to  induce  neurosis  in  the  doctor ! It  is 
not  easy  to  forget  these  problem  children  of  ours. 
It  is  small  wonder  that  one  repeatedly  hears  the 
statements  that  “more  than  50  per  cent  of  the 
people  who  go  to  the  doctor  are  cracked,” 


TABLE  XVIII. — Cardiac  Diseases 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Iatrogenic 

1 

2 

Checkup  only 

8 

34 

Congestive  failure  (mostly  hyper- 

tension) 

11 

100 

Coronary  thrombosis 

New  (3  deaths) 

10 

129 

Old 

5 

10 

Coronary  insufficiency 

3 

11 

Coronary  sclerosis 

6 

16 

With  fibrillation 

4 

14 

Coarctation  of  the  aorta  (post- 

operative) 

1 

2 

Leutic  aortitis  with  aneurysm 

1 

2 

Pulmonary  edema,  acute 

Old  hypertensive 

1 

4 

Coronary  insufficiency(?) 

1 

4 

Rheumatic  heart  disease  (old 

double  mitral  with  fibrillation) 

1 

4 

Arrhythmias 

Nodal  extrasystoles 

1 

6 

Ventricular  extrasystoles 

3 

7 

Auricular  fibrillation  (no  other 

disease) 

1 

2 

Extrasystoles 

4 

12 

Paroxysmal  auricular  tachycar- 

dia 

3 

8 

Total 

65 

367 

“haven’t  a damned  thing  wrong  with  them,”  are 
“psychos,”  etc.  Statistical^,  however,  these 
patients  accounted  for  a mere  4 per  cent  of  the 
visits.  Granted  that  one  may  take  five  times  as 
long  with  one  of  these  patients  as  with  one  with  a 
physical  illness,  they  still  took  less  than  20  per 
cent  of  my  time,  and  this  in  an  area  of  greater- 
than-average  wealth,  where  more  people  can 
indulge  in  the  luxury  of  M.D.-cared-for  neurosis. 

Sixty-five  patients  made  a total  of  367  visits 
for  various  cardiac  disorders  ranging  from  one 
postoperative  coarctation  of  the  aorta  to  28 
coronary  artery  diseases  of  various  shades  and 
hues  (Table  XVIII).  The  handling  of  these 
cases,  especially  as  regards  prognosis,  is  an  ever- 
increasing  challenge  to  all  of  us.  I am  looking 
forward  to  the  development  in  the  not-too- 
distant  future  of  a really  workable  “crystal  ball.” 
Kirkland4  has  the  most  workable  one  I’ve  seen. 

In  my  practice  there  is  an  ever-increasing 
group  of  old  people  with  various  forms  of  pa- 
thology of  the  cardiorespiratory,  osseous,  or  perhaps 
the  genitourinary  systems.  In  these  people  the 
primary  difficulty  is  not  the  definitive  treatment 
of  the  particular  pathology  but  the  treatment  of 
the  whole  problem  of  the  aging  man  or  (more 
commonly)  woman,  including  the  economic  and 
social  problems  involved.  There  were  22  such 
patients  involved  in  363  visits. 

Sixty-three  allergic  patients  encompassing  220 

A 
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TABLE  XIX. — Allergies  TABLE  XX. — Procedures 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Hay  fevers 

7 

99 

Asthma 

9 

26 

Urticaria 

4 

27 

Dermatitis 

32 

57 

Penicillin  (1  severe) 

6 

24 

Conjunctivitis 

2 

2 

Angioneurotic  edema 

1 

2 

Dermatographia 

1 

3 

Anaphylactic  shock 

1 

1 

Total 

63 

221 

visits  are  next  in  frequency.  It  is  interesting  to 
note  that  1 1 of  these  can  be  laid  at  the  door  of  the 
doctor.  Two  were  dermatitis  medicamentosa, 
two  angioneurotic  edemas  following  Bi  and  estro- 
gen in  oil,  one  was  anaphylactic  shock  following 
Bi,  and  six  were  penicillin  reactions,  only  one  of 
which  was  severe  (Table  XIX). 

In  spite  of  great  advances  in  therapy  in  the 
past  decade,  arthritis  still  presents  a perplexing 
problem  which  taxes  the  art  as  well  as  the  science 
of  the  physician.  There  were  27  cases  with  162 
visits  in  this  group. 

Next  in  order  of  frequency  was  the  treatment 
of  the  menopause,  with  26  patients  seeing  me  160 
times.  All  of  these  had  either  good  or  excellent 
results  with  hormonal  therapy,  for  in  my  opinion 
it  was  necessary  for  a good  result  to  ensue  or  they 
were  carried  in  another  category.  After  several 
intramuscular  injections  most  of  them  could  be 
“carried”  on  oral  estrogen,  but  an  occasional 
patient  required  continuation  of  injection  therapy 
for  good  relief  of  symptoms.  The  “needle 
artist”  does  get  some  good  results. 

Seventy-five  patients  came  in  solely  for  im- 
munization. A great  many  of  these  were  being 
revaccinated  prior  to  that  long-awaited  cruise  to 
Europe  or  the  Indies.  These  people  as  a group 
gave  me  the  least  trouble. 

So-called  “virus  enteritis”  occupies  ninth 
position  with  108  patients  requiring  127  visits. 
May  I again  emphasize  that  the  actual  incidence 
of  these  cases  in  the  community  was  four  to  five 
times  greater. 

Cerebral  vascular  accidents  occupy  the  next 
place  on  the  list.  Twenty  of  these  involved  115 
visits.  Many  more  visits  should  have  been  made 
in  this  category  for  optimum  results,  but  many 
were  transferred  to  relatives  beyond  my  calling- 
distance,  to  hospital  wards,  and  to  nursing  homes. 

Fifty-five  patients  made  94  visits  for  various 
dermatologic  complaints.  It  is  not  true  that 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Basal  metabolism 

14 

15 

Diaphragms 

20 

21 

Letters 

2 

2 

Marriage  counselling 

15  (couples) 

15 

Total 

51 

53 

dermatology  patients  “never  get  well  and  never 
die.”  Except  for  three  psoriatics  in  the  first 
category  and  one  pemphigus  in  the  latter  (she 
was  not  included  in  the  1954  statistics  as  she  was 
transferred  to  a distant  hospital  just  prior  to 
January  1,  1954),  all  the  others  recovered. 

Table  XX  summarizes  procedures  which  do 
not  fall  into  the  above  categories. 

What  I have  called  the  “medical  remainder” 
is  summarized  in  Table  XXI.  Excluding  check- 
ups and  obesity  control,  there  were  382  patients 
with  1,125  visits  in  this  classification.  Some  of 
the  “common”  diseases  had  a low  incidence  (two 
German  measles),  and  some  of  the  rarer  diseases 
had  a relatively  high  incidence  (two  Guillian- 
Barre’s  disease).  In  a study  of  this  type  it  is 
obvious  that  some  cases  are  beyond  even  broad 
classification  diagnosis,  if  only  because  no 
sustained  attempt  could  be  made.  In  some  cases 
which  recovered  rapidly  it  is  doubtful  whether 
the  attempt  should  be  made.  However,  only 
18  cases  entailing  30  visits  (Table  XXII)  were 
classified  by  symptoms  alone.  (Except  for  the 
one  case  of  splenomegaly,  these  visits  were 
excluded  from  all  totals.)  While  the  passage  of 
time  is  far  from  ideal  in  ruling  out  serious  pa- 
thology, it  sometimes  serves  that  purpose,  fol- 
low-up of  these  cases  reveals  no  continuance  of 
symptoms  or  further  delineation  of  disease. 

Com  men  t 

It  is  interesting  to  note  that  in  the  only  other 
American  study  similar  to  my  own,  Taubenhaus 
had  several  practically  identical  figures  (respira- 
tory, carcinomas,  neuroses)  and  a similar  “bulk- 
ing” of  disease  into  relatively  few  categories. 
He  found  the  need  for  relatively  few  referrals. 
(I  did  not  keep  track  of  the  exact  number  in  my 
practice.)  He  also  found  that  only  a few,  51  of 
7,281,  needed  ten  or  more  visits.  It  is  difficult, 
however,  for  me  to  come  to  a conclusion  similar 
to  his  that  “Prepaid  insurance  plans  are  too 
expensive  for  those  of  my  patients  who  need  them 
most,  and  protection  against  hospital  and  surgical 
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TABLE  XXI. — Medical  Remainder 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Condition 

Number 
of  Patients 

Number 
of  Visits 

Arteriosclerosis 

Hypertension 

13 

66 

Leg 

2 

18 

Hypoglycemia  (1  old) 

3 

6 

General 

2 

10 

Hypotension 

2 

5 

Albuminuria,  orthostatic  (followed 

Herpes  zoster 

4 

9 

at  school) 

1 

1 

Herpangina 

3 

7 

Alcoholism 

9 

50 

Infectious  lymphocytosis 

1 

5 

Anemia 

10 

39 

Infectious  mononucleosis 

2 

8 

Aneurysm,  aorta  (nonleutie) 

1 

11 

Impotence 

Bell’s  palsy  (.end  of  year) 

1 

2 

Male 

4 

31 

Bronchiectasis 

8 

17 

Female  (libido  loss) 

2 

3 

Checkups 

380 

390 

Indigestion  (gluttony) 

i 

1 

Chickenpox 

10 

10 

Lymphogranuloma  venereum  (old) 

3 

9 

Canker 

3 

5 

Multiple  sclerosis  (old) 

2 

47 

Colitis 

Male  climacteric 

4 

16 

Megacolon \ , . .... 

1 

5 

Migraine 

8 

8 

Ulcerative  J (old’  mIld) 

3 

ii 

Measles 

10 

21 

Achromycin 

1 

6 

Mumps 

24 

27 

Dental 

9 

9 

Moniliasis  (oral) 

4 

4 

Dermatologic 

55 

94 

Meningitis  (chorio-),  lymphocytic 

1 

3 

Diabetes 

8 

23 

Glomerulonephritis  (old) 

1 

2 

Duodenal  (pathologic) 

Neuritis 

28 

76 

Diverticulum 

1 

2 

Obesity 

89 

692 

Duodenitis  (x-ray) 

1 

2 

Psychosis 

Ulcer 

7 

25 

Manic  depressive 

3 

10 

Bleeding 

4 

25 

Schizophrenic 

3 

10 

Dream  reaction 

1 

1 

Pyelonephritis 

12 

47 

Drug  toxicity  (except  penicillin) 

10 

25 

Polyarteritis  nodosa  (old) 

1 

4 

Epilepsy 

8 

Pleurodynia 

5 

16 

Second  degree  to  cerebral  atrophy 

1 

Parotitis 

i 

1 

New  ideopathic 

2 

Parkinson’s  disease 

i 

1 

Endocrine  (nonmenstrual) 

3 

41 

Purpura 

7 

Sheehan’s  disease 

1 

26 

Associated  with  multiple  sclerosis 

i 

Esophagitis 

1 

2 

With  eosinophilia  and  allergy  to 

Fever  of  undetermined  origin 

3 

12 

boric  acid 

i 

Gastrointestinal,  functional 

1 1 

24 

Roseola  infantum 

i 

2 

Pyloric  prolapse 

1 

3 

Raynaud’s  disease 

i 

3 

Gallbladder 

Splenic  enlargement  (no  diagnosis) 

i 

3 

Functional 

4 

8 

Scarlet  fever 

1 

3 

Cholecystitis 

5 

14 

Sarcoidosis 

i 

8 

Gout 

3 

7 

Sterility 

7 

26 

Guillaine-Barr£  syndrome  (old) 

2 

10 

Tuberculosis 

10 

20 

Gonorrhea 

5 

12 

Thyroid  (multiple  cysts) 

2 

3 

German  measles 

2 

2 

Unknown  cases 

10 

10 

Goiter  (colloid) 

4 

7 

Glossitis 

2 

2 

Hyperthyroidism 

2 

22 

Total 

857 

2,207 

* No  record  of  one  patient  with  an  injury  and  one  with  a possible  tapeworm. 


A utilitarian  sidelight  of  studies  such  as  these 
illuminates  the  relative  need  for  various  drugs. 
Drug  and  pharmaceutical  companies  might  well 
sponsor  further  statistical  surveys  which  might 
show  that  “big  spreads”  for  good  drugs  of  limited 
usefulness  really  do  not  pay.  What  might  pay 
them  dividends  is  the  support  of  research  for 
drugs  useful  in  common  ailments.  Froude 
stated,  “The  knowledge  which  a man  can  use  is 
the  only  real  knowledge,  the  only  knowledge 
which  has  life  and  growth  in  it  and  converts  it- 
self into  practical  power.  The  rest  hangs  like 
dust  about  the  brain  or  dries  like  rain  drops  off 
the  stones.” 

Many  interesting  conclusions  may  be  drawn 
from  the  above  statistics.  On  the  debit  side  it  is 
quite  obvious  that  I do  not  follow  some  of  my 


TABLE  XXII. — Symptoms  and  Signs 


Condition 

Number 
of  Patients 

Number 
of  Visits 

Headache 

2 

2 

Enlarged  Spleen 

i 

3 

Dizziness 

4 

4 

Edema 

1 

3 

Hemoptysis  (probably 
Pain 

cardiac)  1 

3 

Chest 

3 

8 

Pelvic 

Meniere’s 

1 

1 

Old 

4 

4 

New' 

1 

2 

— 

— 

Total 

18 

30 

bills  does  not  meet  the  major  medical  expenses  of 
the  average  rural  family.”  According  to  his  own 
figures  the  average  rural  family  needed  relatively 
little  medical  care. 
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patients  closely  enough.  Each  “strep  throat” 
should  have  received  a follow-up  dose  of  Bicillin, 
yet  101  people  had  only  140  visits  for  acute 
tonsillitis.  A glance  at  many  other  categories 
reveals  the  same  deficiency.  Yet  these  people  do 
not  want  the  doctor  once  they  feel  well,  despite 
the  fact  that  the  figures  show  that  they  visit  the 
doctor  for  many  trivial  ailments,  probably 
because  of  fear  of  a major  ailment. 

On  the  debit  side  too  are  the  undiagnosed 
cases,  but  we  have  already  discussed  the  diffi- 
culty involved  when  the  patient  heals  before  the 
diagnosis  is  made ! I make  no  excuse  for  the 
fact  that  there  are  nine  visits  in  my  files  about 
which  I know  nothing. 

On  the  credit  side  are  the  early  diagnoses  of 
carcinoma,  the  relatively  few  symptomatic 
diagnoses,  and  the  attempt  at  follow-up  of  so  large 
a volume.  Cowper  wrote,  “Knowledge  is  proud 
that  he  has  learned  so  much,  Wisdom  is  humble 
that  he  knows  no  more.” 

Perusal  of  the  “surgical  big  ten”  bears  out  the 
clinical  impression  that  “female  disorders”  make 
up  a large  part  of  general  medicine.  I feel 
strongly  that  greater  emphasis  should  be  laid  on 
this  phase  of  training  in  medical  schools  and  in 
hospital  medical  departments.  A glance  at  the 
subject  matter  of  the  local  hospital  medical 
conferences  indicates  a woeful  neglect  of  these 
matters.  To  the  argument  that  these  are  cases 
for  the  gynecologic  department,  I need  only 
point  out  that  they  come  to  the  medical  men 
complaining  of  a great  variety  of  symptoms. 
For  better  or  worse,  the  patient  is  the  first 
diagnostician ! 

Minor  injuries  and  infections  must  also  be 
given  added  weight  in  our  medical  curriculum. 
The  principles  of  general  surgery,  invaluable  as 
they  are  in  the  training  of  the  young  doctor,  could 
well  be  abridged  if  need  be,  while  applied  minor 
surgery  is  built  up  in  our  clerkships  and  intern- 
ships. It  is  my  opinion  that  the  public  looks 
askance  at  the  doctor  who  cannot  or  will  not 
treat  the  most  minor  injuries,  unless  it  is  widely 
known  that  he  is  a consulting  specialist  in  a very 
narrow  field. 

In  the  Medical  Big  Ten,  I was  not  surprised 
that  60  per  cent  of  the  medical  visits  (40  per  cent 
of  the  total  visits)  fell  under  these  broad  clas- 
sifications. Yet  these  figures  did  not  bear  out 
an  impression  that  it  seems  much  more  difficult  to 
stereotype  the  average  medical  case  than  the 
surgical  one,  for  example,  for  Blue  Shield  pur- 


poses. At  the  same  time  I was  amazed  to  learn 
that  respiratory  infections  (Tables  VII  and  VIII) 
were  responsible  for  more  visits  than  all  the 
“medical  remainder”  combined  (less  obesity 
control  and  checkups). 

I am  sure  that  many  doctors  are  shocked  by 
the  tremendous  number  of  calls,  wondering  how 
justice  can  be  done  the  patient.  Analysis  of  the 
total,  however,  reveals  that  so  many  short  visits 
and  spot  diagnoses  are  included  that  the  average 
visit  can  be  short  without  doing  the  patient  an 
injustice.  In  spite  of  the  desire  of  some  patients 
for  a “complete  work-up”  the  average  patient 
who  comes  in  for  a sore  mouth  is  a bit  annoyed 
when  one  asks  for  a urine  specimen  after  having 
seen  the  tell-tale  patch  of  “thrush.” 

No  paper  such  as  this  would  be  complete 
without  mention  of  triage.  Those  who  served 
in  World  War  II  and  in  Korea  will  recall  the 
sorting  officer  in  the  admission  tent.  “This  case 
is  too  trivial  to  take  our  time  now;  the  next  is 
too  serious — doesn’t  really  have  a chance — has  to 
wait  for  the  next  fellow  whom  we  hope  to  pull 
through;  then  number  two  will  have  his  chance.” 

I doubt  if  medical  educators  realize  the  task  it 
is  for  “first  echelon  medical  service”  to  separate 
the  wheat  from  the  chaff.  By  the  time  the 
patient  reaches  the  University  Medical  Center  or 
its  comparable  sister,  it  has  undoubtedly  been 
determined,  by  time  alone  perhaps,  that  the 
patient  is  really  ill.  To  the  man  who  secs  several 
hundred  “belly  aches”  without  one  acute  appen- 
dicitis, without  one  ectopic  pregnancy,  without 
one  surgically  acute  gallbladder,  and  with  but  one 
complete  acute  intestinal  obstruction,  the  job  of 
separating  the  wheat  from  the  chaff  soon  comes 
closer  to  being  one  of  finding  the  needle  in  the 
haystack. 

I believe  that  the  trivial  nature  of  many 
people’s  ailments  is  partly  responsible  for  the 
fact  that  a great  many  conscientious  family 
physicians  leave  general  practice  for  internal 
medicine,  hoping  to  put  their  talents  to  use  in  the 
“subacutes,”  the  “disseminated  lupuses,”  the 
glomerulonephritides,  and  their  like,  only  to  find 
that  thev  are  still  doing  general  practice  when  the 
rare  ills  really  prove  their  rarity  statistically. 
Paul  Bunyan  stated,  “Physicians  get  neither 
name  nor  fame  by  the  pricking  of  wheals,  or  the 
picking  out  thistles,  or  by  laying  of  plaisters  to 
the  scratch  of  a pin;  every  old  woman  can  do  this. 
But  if  they  would  have  a name  and  a fame,  if  they 
will  have  it  quickly,  they  must  do  some  great 
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desperate  cures.  Let  them  fetch  one  to  life  that 
was  dead,  let  them  recover  one  to  his  wits  that 
was  mad.  let  them  make  one  that  was  born  blind 
to  see,  or  let  them  give  ripe  wits  to  a fool — these 
are  notable  cures,  and  he  that  can  do  this,  and  if 
he  doth  thus  first,  he  shall  have  the  name  and 
fame  he  deserves;  he  may  lie  abed  till  noon.” 

About  once  a year  one  reads  of  the  fraud  per- 
petrated upon  an  unsuspecting  public  when  a 
former  pharmacist’s  mate  or  company  aid  man  is 
exposed  as  having  practiced  medicine  under  an 
alias,  although  he  has  never  attended  a medical 
school.  Each  of  these  people  has  a number  of 
grateful  patients  willing  to  give  testimonials 
concerning  the  excellent  care  received  during  an 
illness.  A glance  at  the  figures  of  this  paper  will 
show  why  so  many  can  get  away  with  so  much 
for  so  long ! 

Yet  I did  diagnose  a polyarteritis  nodosa  once  ! 
1 did  find  a carcinoma  of  the  lung  when  a compe- 
tent expert  failed.  I did  find  a carcinoma  of  the 
rectum  and  separate  brain  tumor  in  one  patient 
when  a world  famed  diagnostician  faulted. 

Statistics  such  as  these  never  solve  any  medical 
problems.  They  do  point  the  way,  however,  to 
those  who  are  charged  with  furthering  the  interest 
of  the  greatest  number  of  our  fellow  men.  I 
submit  that  these  figures  tell  an  interesting  story, 
that  they  reiterate  the  need  for  broader  practical 
medical  training  rather  than  for  more  intensive 
theoretic  medical  training,  and  that  they  point  to 
a deficiency  of  doctors  trained  to  care  for  the 
trivial  yet  widespread  ills.  Furthermore,  they 
point  to  the  need  for  either  more  widespread 
medical  insurance  coverage  or  perhaps  to  the 
education  of  the  public  of  the  need  for  no  help  in 
the  trivial  illness.  Last,  but  not  least,  they 
point  to  the  fact  that  the  family  doctor  must  do  a 
general  practice  if  he  is  to  make  a decent  living, 
for  if  he  is  cut  off  from  obstetrics  and  gynecology, 
from  minor  surgery,  from  pediatrics,  and  from 
psychiatry,  etc.,  he  is  left  with  a dismembered 
family  incapable  of  supporting  him.  The  family 
is  then  compelled  to  seek  more  expert  and  hence 
more  expensive  attention  for  the  trivialities  now 


cared  for  in  general  practice.  Men  don’t  mind 
paying  large  sums  for  large  favors,  but  in  my 
opinion  nothing  raises  the  hue  and  cry  for  so- 
cialized medicine  as  rapidly  as  heavy  costs  for 
small  favors. 

In  1902  Sir  William  Osier  wrote:  “It  is  amusing 
to  read  and  hear  of  the  passing  of  the  family 
physician.  There  never  was  a time  in  our  history 
in  which  he  was  so  much  in  evidence,  in  which  he 
was  so  prosperous,  in  which  his  prospects  were 
so  good  or  his  power  in  the  community  so  potent. 
The  public  has  even  begun  to  get  sentimental 
over  him  ! He  still  does  the  work ; the  consult- 
ants and  the  specialists  do  the  talking  and  the 
writing,  and  take  the  fees ! By  the  work,  I 
mean  that  great  mass  of  routine  practice  which 
brings  the  doctor  into  every  household  in  the 
land  and  makes  him,  not  alone  the  adviser,  but 
the  valued  friend.  He  is  the  standard  by  which 
we  are  measured.  What  he  is,  we  are;  and  the 
estimate  of  the  profession  in  the  eyes  of  the 
public  is  their  estimate  of  him.  A well-trained, 
sensible  doctor  is  one  of  the  most  valuable  assets 
of  a community,  worth  today  as  in  Homer’s 
time,  many  another  man.  To  make  him  efficient 
is  our  highest  ambition  as  teachers,  to  save  him 
from  evil  should  be  our  constant  care  as  a guild.” 

Summary 

During  the  year  1954  8,395  visits  made  up  a 
year’s  work  for  a general  practitioner  in  a suburb 
of  New  York  City.  Five  per  cent  of  the  visits 
were  obstetric,  35  per  cent  were  surgical,  and 
65  per  cent  were  medical.  Twelve  categories 
(the  “medical  big  ten,”  obesity  control,  and 
routine  examination)  made  up  52  per  cent  of  the 
total  number  of  visits. 

650  Main  Street 
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Etiology  and  Symptomatology  of  Temporoman- 
dibular Joint  Disturbances 
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( From  Beth  Israel  Hospital,  New  York  City,  and  Hillside  Hospital,  Glen  Oaks ) 


The  Edwin  Smith  Papyrus,1  the  earliest 
known  surgical  text,  contains  a case,  “Disloca- 
tion of  the  Mandible”  with  a diagnosis  and  a 
method  of  reduction  that  is  still  in  use  today. 
The  Surgeon  of  the  Old  Kingdom  in  Egypt,  about 
the  time  of  the  Giza  pyramids,  had  a good  work- 
ing knowledge  of  the  anatomy  of  the  mandible 
and  its  articulations.  Ruffer2  found  evidences  of 
pathology  in  the  temporomandibular  joints  of 
early  skulls  of  modern  man. 

Bellinger3  quotes  Cooper  who  in  1842  called 
attention  to  a diseased  condition  of  the  temporo- 
mandibular joint  characterized  by  snapping  in 
the  vicinity  of  the  ear,  and  Annandale  who  in 
1887  opened  into  the  joint,  repositioned  the  disk, 
and  sutured  it  with  catgut  to  the  outer  side  of  the 
joint.  Lang  is  named  as  the  surgeon  who  in  1909 
introduced  disk  extirpation. 

The  modern  knowledge  of  temporomandibular 
joint  disturbances  began  with  Prentiss4  and 
Summa.5  In  1918  they  called  attention  to  the 
fact  that  malocclusions  and  loss  of  teeth  without 
replacements  cause  damage  to  the  joint.  Costen6 
and  his  work  are  probably  the  best  known.  He 
has  given  his  name  to  Costen’s  syndrome. 

Anatomy 

Our  knowledge  of  the  anatomy  and  actions  of 
the  temporomandibular  joint  is  still  far  from 
complete.  Since  it  is  in  a state  of  flux,  it  is  best 
that  we  review  what  we  know  at  this  time.  A 
good  deal  of  our  present  knowledge  is  due  to  the 
work  of  Sicher,7-10  Robinson,11  and  Shapiro.12 

The  temporomandibular  joint  is  a ginglymo- 
dysarthrodial  joint  which  is  almost  unique.  The 
mandible  is  the  only  bone  in  the  human  body 
which  terminates  in  two  articulations  which  are 
identical.  Rixford13  has  stated  that  it  is  the 
only  joint  in  the  human  body  which  can  have  a 
dislocation  without  rupture  of  the  capsule.  There 
are  few  other  joints,  if  any,  which  have  so  many 
kinds  of  motion. 

The  temporomandibular  joint  is  the  articula- 


tion of  the  condylar  head  of  the  mandible  with 
the  articular  disk,  the  articular  fossa,  and  the 
articular  tubercle. 

The  articular  fossa  is  oval,  bounded  anteriorly 
by  the  articular  tubercle  and  posteriorly  by  the 
postglenoid  process.  It  is  divided  by  the  petro- 
tympanic fissure  which  runs  obliquely.  The 
bone  separating  the  articular  fossa  from  the 
middle  cranial  fossa  is  extremely  thin.  There  is 
no  cancellous  bone,  and  it  is  lined  with  simple 
periosteum  compared  to  the  fibrous  covering  of 
the  articular  tubercle,  which  would  indicate  that 
there  is  no  pressure  at  this  point. 

The  head  of  the  condyle  is  oval-shaped  with 
its  lateral  end  anterior  to  its  medial  end.  The 
articular  surface  is  covered  with  dense,  fibrous, 
connective  tissue.  In  studies  by  Amer14  and 
Shapiro  and  Truex,12  great  variations  in  shape, 
size,  degree  of  wear,  and  position  were  found, 
even  in  the  same  individual. 

The  articular  disk,  usually  described  as  fibro- 
cartilage,  is  actually  a specialized  connective 
tissue.  This  is  of  the  greatest  importance,  for 
fibrocartilage  would  not  be  reparable,  whereas 
lesions  of  the  articular  disk  can  be  repaired  if 
the  causes  of  the  pathologic  process  can  be  re- 
moved. The  inferior  surface  of  the  disk  is  con- 
cave, and  the  superior  surface  is  concave  ante- 
riorly and  convex  posteriorly.  Shapiro  and 
Truex12  did  not  find  a single  case  of  perforation  of 
the  disk  in  over  100  human  cadaver  dissections. 
Landa15  states  that  the  Department  of  Anatomy, 
New  York  University  College  of  Dentistry,  ex- 
amined 1,000  disks  of  human  cadavers  and  found 
only  one  perforation. 

The  capsular  ligament  is  a thin,  loose,  fibrous 
sac  enclosing  the  joint,  attached  superiorly  to 
the  margins  of  the  articular  fossa  and  interiorly 
to  the  neck  of  the  condyle.  The  temporomandib- 
ular ligament  is  on  the  lateral  side  of  the  articu- 
lar capsule.  Two  other  so-called  ligaments, 
the  stylomandibular  and  sphenomandibular  lig- 
aments, which  are  actually  fascial  structures, 
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reach  from  the  cranium  to  the  mandible.  The 
ligaments  merely  limit  the  movements  of  the  ele- 
ments of  the  joint.  It  is  the  muscles  that  main- 
tain it  in  its  positions. 

The  articular  disk  is  directly  attached  and 
fused  medially,  anteriorly,  and  laterally  to  the 
articular  capsule.  The  posterior  border  of  the 
articular  disk  is  connected  to  the  capsule  by  loose 
connective  tissue,  which  in  contrast  to  the  disk  is 
richly  supplied  with  blood  vessels  and  nerves 
from  branches  of  the  auriculotemporal  nerve. 
This  attachment  divides  the  joint  into  the 
upper  and  lower  joint  cavities.  These  are  not 
true  body  cavities  but  tissue  spaces,  or  potential 
cavities.  The  joint  cavities  are  lined  by  synovial 
membranes  which  are  richly  supplied  with  blood 
vessels,  lymphatics,  and  nerves.  The  function 
of  the  synovial  membranes,  as  elsewhere,  is  to 
produce  the  synovial  fluid  that  lubricates  and 
nourishes  the  tissues  of  the  joint. 

The  mandibular  muscles  function  as  a unit,  and 
in  the  movements  of  the  mandible  all  these 
muscles  act — internal  pterygoid,  external  ptery- 
goid, temporal,  masseter,  digastric,  geniohyoid, 
and  mylohyoid.  The  function  of  the  upper  head 
of  the  external  pytervgoid  is  to  maintain  the 
balance  between  the  articular  disk  and  the  joint 
in  movement,  while  the  lower  head  moves  the 
condyle.  Sicher9  points  out  that  the  temporo- 
mandibular joint  is  the  only  articulation  in  the 
human  body  that  can  be  dislocated  for  the  first 
time  solely  by  the  force  of  its  own  musculature. 

It  is  important  to  call  attention  to  certain  ana- 
tomic facts  that  have  been  either  misunderstood 
or  misinterpreted  in  the  past.  Much  has  been 
written  about  the  effects  of  condylar  pressure  on 
the  chorda  tympani  and  auriculotemporal  nerves, 
the  eustachian  tube,  and  the  outer  and  middle 
ear.  To  quote  Sicher:16  “To  use  a brief  state- 
ment from  a textbook  as  the  basis  for  far-reaching 
conclusions  means  a return  to  medieval  scholas- 
ticism. Only  the  dissection  of  the  cadaver  can 
serve  as  the  basis  for  applied  anatomy.  . .” 

The  extratympanic  part  of  the  chorda  tympani 
nerve  lies  in  the  very  depth  of  the  petrotympanic 
fissure  and  is  further  medialty  separated  from 
the  articular  capsule  by  the  angular  spine  of  the 
sphenoid  bone.  It  is  therefore  well  protected 
from  any  pressure  by  a displaced  condyle,  and 
furthermore  it  has  no  specialized  fibers  for  re- 
ceiving and  conducting  pain.  It  is  composed  of 
taste  fibers  and  parasympathetic  preganglionic 
fibers  of  a secretory  nature. 


The  auriculotemporal  nerve  crosses  the  neck 
of  the  condyle.  Thus  it  cannot  be  compressed  in 
any  backward  movement  of  the  condyle.  It  sup- 
plies the  skin  of  the  temporal  region  and  part  of 
the  outer  ear,  the  parotid  gland,  and  the  articular 
capsule. 

A backward  movement  of  the  condyle  due  to 
overclosure  of  the  mandible  can  produce  neither 
compression  of  the  eustachian  tube  nor  inter- 
ference with  the  opening  action  of  the  tensor 
palati  muscle.  The  elevation  of  the  angular 
spine  of  the  sphenoid  bone  medially  will  not  per- 
mit the  condylar  head  of  the  opposite  side  to 
move  beyond  the  postglenoid  tubercle.  Only 
destruction  of  the  postglenoid  process  could  per- 
mit the  condyle  to  impact  and  erode  the  tym- 
panic plate.  Anatomists12,16  have  failed  to  find 
any  appreciable  erosion  of  the  tympanic  plate 
and  none  that  can  be  related  to  disturbances  of 
hearing. 

The  Action  of  the  Temporomandibular 
Joint 

The  temporomandibular  joint  has  an  extremely 
complicated  action.  The  concentrated  research 
of  the  past  twenty  years  has  only  begun  to  un- 
cover the  movements  involved  in  normal  use. 
Mastication  is  a small  part  of  the  work  performed 
every  day  by  this  articulation.  In  swallowing 
the  mandible  rises,  moves  posteriorly,  then  drops 
to  its  postural  position,  and  swallowing  is  esti- 
mated to  occur  on  the  average  every  sixty  to 
ninety  seconds.  The  joint  is  actively  involved 
in  many  actions — chewing,  swallowing,  speaking, 
yawning,  coughing,  moistening  the  lips,  etc. 

Basically,  there  are  two  types  of  movement: 

1.  Ginglymoid  or  hinge. — This  takes  place  in 
the  inferior  synovial  cavity,  the  smaller  of  the 
two  synovial  cavities.  The  condyle  rotates  on 
the  articular  disk  in  a ball  and  socket  action. 

2.  Arthrodial  or  gliding. — This  takes  place  in 
the  superior  synovial  cavity,  the  larger  of  the 
two.  The  articular  disk  is  tightly  connected  to 
the  medial  and  lateral  poles  of  the  condyle  so  that 
it  follows  the  condyle  in  all  gliding  movements. 
In  a purely  arthrodial  movement  the  condyle 
and  the  articular  disk  move  as  a unit  forward  and 
down  along  the  posterior  surface  of  the  articular 
eminence  and  onto  its  height. 

The  exact  proportion  of  hinge  and  gliding  ac- 
tion in  each  mandibular  movement  is  not  known. 
However,  it  seems  clear  that  in  normal  mastica- 
tory movements  the  forward  gliding  action  is 


2838 


New  York  State  J.  Med. 


TEMPOROMANDIBULAR  JOIST  DISTl  RB ANTES 


negligible  because  the  actual  mandibular  open- 
ing is  limited.  The  gliding  movement  is  marked 
only  when  there  is  an  extreme  opening.  Forceful 
closure,  as  in  heavy  mastication,  seems  to  start 
from  a limited  opening  with  the  condyle  and  disk 
in  a retruded  position. 

Robinson11  offers  impressive  proof  that  the 
temporomandibular  joint  is  not  meant  to  bear 
heavy  stress.  He  describes  the  action  of  the 
joint  as  a reflex-controlled,  nonlever  action.  In 
his  words,17  “the  muscles  of  mastication  are  so 
placed  that  the  resultant  force  of  their  actions  can 
be  borne  by  the  teeth,  the  joints  being  left  free 
from  traumatizing  stress.”  If  he  is  correct,  we 
can  readily  see  the  effect  that  pathologic  stresses 
would  have  on  a joint  meant  to  be  free  of  these 
stresses. 

In  considering  joint  movements  one  fact  must 
be  kept  in  mind  at  all  times.  It  is  the  neuro- 
muscular apparatus  that  determines  and  regu- 
lates all  movements,  and  perfect  timing  is  essen- 
tial. The  actions  of  the  muscles  are  determined 
by  regulating  reflexes  which  originate  in  pro- 
prioceptive nerve  endings  in  the  muscles  them- 
selves, the  articular  capsule,  and  the  periodontal 
ligaments  of  the  teeth.  Electromyography  has 
opened  a new  field  for  the  study  of  actions  of  the 
mandibular  musculature  and  has  much  to  offer 
for  the  future. 

Incidence 

Bauerle  and  Archer18  investigated  the  incidence 
of  what  they  termed  subluxation  of  the  tempo- 
romandibular joint.  They  defined  subluxation 
as  a self-reducing,  incomplete  dislocation  of  the 
joint,  but  they  depended  on  symptoms  (clicking 
or  snapping  sounds  and  pain)  for  their  diagnosis. 
This  method  of  diagnosis  makes  it  impossible 
to  say  how  many  really  had  osteoarthritis. 
Out  of  1,200  unselected  individuals,  40  per  cent 
had  what  the  authors  termed  subluxation.  The}' 
found  this  disturbance  present  in  50  per  cent  of 
the  edentulous  who  were  wearing  dentures.  It 
occurred  as  often  in  males  as  in  females,  and  the 
incidence  increased  with  age.  Negro  females  had 
a lower  incidence  than  white  males  or  females. 

Bowman19  found  temporomandibular  arthro- 
sis present  in  a third  of  the  1,350  adults  examined. 
Markowitz  and  Gerry20-21  found  28  per  cent  of  700 
adults  had  temporomandibular  disturbances. 

The  main  difficulty  in  assessing  these  figures  is 
the  lack  of  uniform  diagnostic  standards  and 
definitions.  It  is  quite  obvious,  however,  that 


temporomandibular  disturbances  are  widespread, 
occurring  far  more  often  than  the  medical  or 
dental  practitioner  is  aware.  The  chronicity  of 
the  condition  and  its  acceptance  by  the  patient 
keep  it  from  being  brought  as  often  as  it  should 
be  to  the  attention  of  those  responsible  for  the 
patient’s  medical  care. 

Etiology 

Osteoarthritis  of  the  temporomandibular  joint 
usually  has  a complex  etiology  with  several 
factors  operating  together  to  produce  the  result- 
ant damage  to  the  joint.  Basically,  the  etio- 
logic  factors  can  be  classified  into  three  broad 
groups: 

(1)  microtraumata,  (2)  overclosure  of  the  man- 
dible, and  (3)  hypertension  of  the  mandibular 
musculature,  trismus,  and  bruxism. 

Minute  traumatization  of  the  joint  results  from 
a number  of  dental  conditions.  Of  themselves 
the  individual  injuries  would  be  of  little  impor- 
tance, but  when  they  occur  hour  after  hour  and 
day  after  day,  they  eventually  produce  a break- 
down in  the  joint.  When  a traumatic  occlusion 
is  present,  either  the  teeth  loosen  up  or  the  joint 
breaks  down.  The  traumatic  occlusion  may  take 
the  form  of  a premature  contact.  As  the  patient 
closes  his  mouth  one  tooth  hits  first,  and  this 
guides  the  mandible  into  an  eccentric  position 
as  the  patient  brings  the  rest  of  his  teeth  into 
contact.  In  lateral  movement  any  tooth  that  is 
out  of  position  can  do  the  same.  Even  in  a pa- 
tient with  a good  occlusion,  extraction  of  a tooth 
without  replacement  is  sufficient  to  produce  a 
traumatic  occlusion  sooner  or  later.  A maloc- 
clusion will  traumatize  the  joint  by  shifting  the 
condyle  into  a strained  position  in  the  articular 
fossa.  One  thing  must  again  be  emphasized — 
were  it  only  in  mastication  that  a malocclusion 
traumatized  the  joint,  the  reparative  powers  of 
the  tissues  might  easily  be  sufficient  but  every 
time  the  patient  chews,  talks,  swallows,  or  per- 
forms any  of  the  many  actions  that  cause  the 
teeth  to  meet,  the  traumatic  process  is  repeated. 
This  is  truly  a case  of  straws  breaking  the  camel’s 
back. 

When  a patient  with  overclosure  of  the  man- 
dible brings  his  upper  and  lower  teeth  into  con- 
tact, the  mandible  is  brought  closer  to  the  max- 
illae than  it  should  be.  It  swings  upward  in  an 
arc  which  forces  the  condyle  posteriorly  in  the 
articular  fossa  and  thus  impinges  on  the  loose 
connective  tissue  which  connects  the  articular 
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disk  posteriorly  to  the  articular  capsule.  This 
produces  pain  and  can  throw  the  mandibular 
musculature  into  spastic  contractions.  Even- 
tually,  a degeneration  of  the  posterior  attachment 
of  the  disk  to  the  capsule  will  occur. 

Spasms  of  the  mandibular  musculature  and 
bruxism  can  be  produced  by  various  causes. 
Emotional  disturbances,  overclosure,  and  trau- 
matic occlusions  all  can  throw  the  muscles  into  a 
state  of  trismus.  The  muscle  spasms  can  produce 
enough  pressure  on  the  joint  to  cause  damage. 
However,  once  the  muscles  are  in  a state  of  con- 
traction there  is  a strong  tendency  to  pull  the 
articular  disk  forward  and  the  condyle  backward, 
producing  the  damage  caused  by  the  posterior 
displacement  of  the  condyle  described  in  the  pre- 
vious paragraph. 

These  mechanisms  for  the  breakdown  of  the 
temporomandibular  joint  usually  operate  in  com- 
bination. Any  form  of  traumatic  occlusion  or 
overclosure  of  the  mandible  seems  sooner  or  later 
to  be  capable  of  throwing  the  mandibular  mus- 
culature into  a spastic  state.  Costen22  in  1939 
recognized  the  importance  of  trismus  of  the  man- 
dibular musculature  in  the  breakdown  of  the 
joint,  and  recent  work  has  confirmed  and  em- 
phasized it.7-10'23-25 

Symptomatology 

Historically,  Prentiss4  and  Summa5  in  1918 
noted  the  fact  that  loss  of  teeth  without  replace- 
ment and  malocclusion  cause  damage  to  the 
temporomandibular  joint.  Prentiss  reported  le- 
sions in  the  joint  tissues  revealed  by  his  dissec- 
tions. Wright26  in  1920  called  attention  to  deaf- 
ness due  to  malposition  of  the  condyles.  In  the 
early  1930’s  Costen6’22' 27-29  and  Goodfriend30-33 
initiated  the  modern  study  of  temporomandibular 
joint  disturbances. 

The  classic  description  of  the  symptomatology 
of  temporomandibular  joint  disturbances  was 
given  by  Costen6  and  became  known  as  Costen’s 
syndrome.  This  syndrome  is  a very  inclusive 
and  debatable  collection  of  symptoms.  It  would 
be  best  to  replace  this  term  with  the  diagnostic 
one,  osteoarthritis  of  the  temporomandibular 
joint.  For  purposes  of  study  the  symptoms  can 
best  be  classified  into  two  groups: 

1.  Those  symptoms  that  have  a debatable 
connection  with  temporomandibular  joint  dis- 
turbances— loss  of  hearing,  tinnitus  aurium, 
aural  vertigo,  headaches  typical  of  sinus  disease, 
and  neuralgias  either  trigeminal  or  strongly  sim- 


ilar. Xo  anatomic  or  physiologic  basis  has  been 
found  for  these  symptoms. 

2.  Those  symptoms  that  have  a proved  con- 
nection with  temporomandibular  joint  disturb- 
ances— local  and  referred  pain,  clicking,  swell- 
ing over  the  joint,  and  muscular  pain. 

Goodfriend33  reports  some  cases  of  Meniere's 
disease  that  responded  favorably  to  exclusively 
dental  treatment  and  cases  of  trigeminal  and 
auriculotemporal  neuralgias  that  were  cured  by 
dental  treatment.  Bellinger,34  Brussell,35  and 
Lindblom36  are  a few  of  the  many  investigators 
who  agree  with  Costen’s  snydrome  in  its  entirety. 
Shapiro  and  Truex,12  Landa,15  and  Schreiber37 
represent  a growing  group  that  insists  that  the 
symptoms  listed  above  as  debatable  should  not 
be  ascribed  to  temporomandibular  joint  derange- 
ments. The  usual  explanation  for  these  symp- 
toms is  condylar  pressure  on  the  chorda  tympani 
nerve,  the  auriculotemporal  nerve,  the  eusta- 
chian  tube,  and  the  outer  and  middle  ear.  As  was 
pointed  out  in  the  discussion  of  the  anatomy  of 
the  joint,  these  theories  have  been  proved  falla- 
cious. However,  the  large  body  of  reports  which 
has  grown  up  in  the  past  forty  years  cannot  be 
dismissed  lightly.  If  the  explanation  of  certain 
symptoms  is  incorrect,  it  does  not  necessarily 
follow  that  the  symptoms  have  been  incorrectly 
ascribed  to  the  condition.  Certainly  at  this  time 
we  must  note  that  there  is  some  question  as  to  the 
validity  of  these  symptoms  and  leave  their  proof 
or  disproof  to  future  research. 

There  are,  however,  certain  symptoms  that  are 
without  question  due  to  this  condition,  and  they 
can  be  grouped  as  follows : 

1.  Pain  in  the  joint  itself,  either  constant  or 
only  on  motion. 

2.  Swelling  and  tenderness  over  the  joint. 

3.  Clicking,  snapping,  or  grating  sounds  in  the 
joint.  These  may  be  noticeable  only  to  the  pa- 
tient and  stethoscopic  examination,  or  they  may 
be  so  loud  as  to  be  heard  across  the  room. 

4.  Stiffness  in  the  joint  and  mandibular 
muscles,  particularly  after  periods  of  disuse,  as  on 
arising.  There  may  be  a limited  degree  of  jaw 
opening. 

5.  Pain  in  the  adjacent  regions — either  re- 
ferred pain  or  the  typical  pain  of  muscular  spasms. 
As  Sicher®  points  out,  muscular  pain  in  the  man- 
dibular muscles  will  be  localized  as  follows: 
Temple  or  region  of  the  ear — temporal  muscle; 
cheek — masseter  muscle ; throat — pterygoid  mus- 
cle, and  tongue — digastric  and  geniohyoid  muscle. 
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The  pain  in  osteoarthritis  of  the  temporo- 
mandibular joint  is  a dull,  constant  pain  which  is 
always  present  and  seems  to  give  the  patient  no 
peace.  Schwartz23-26  found  that  the  pain  in  a 
I-  series  of  over  500  patients  was  almost  exclusively 
unilateral  and  sometimes  involved  the  neck  and 
shoulder. 

Roen  t genograph  i c Exa  m i na  t ion 

Anatomic  considerations  make  the  temporo- 
mandibular joint  a most  difficult  area  to  visualize 
roentgenographically.  Many  technics  have  been 
tried  and  a number  are  in  use  today,  including 
j Schuller’s  projection,  frontal  projection,  Parma’s 
method,  etc.  Two  of  the  newest  methods  are 
| worthy  of  special  mention.  Arthrography  shows 
} the  superior  and  inferior  synovial  cavities  by  an 
j injection  into  them  of  a contrast  medium  but 
gives  very  little  other  information  about  the 
joint.  Cephalometric  laminagraphy  has  been 
advocated,  particularly  by  Ricketts.38  This 
| technic  utilizes  a mechanical  focusing  device  to 
obtain  a roentgenographic  visualization  of  a 
I prescribed  plane  with  a width  of  cut  approxi- 
| mately  0.5  to  0.75  cm. 

The  best  that  can  be  said  of  roentgenography 
of  the  temporomandibular  joint  is  that  it  is  in  a 
very  crude  state.  At  the  most  it  will  only  show 
gross  pathology,  and  even  this  is  questionable. 
It  is  impossible  to  determine  accurately  the  re- 
lation of  the  condyle  to  the  articular  fossa  in 
roentgenographs  because  it  is  necessary  to  take  the 
plate  at  an  arbitrary  angle,  and  the  articular  disk 
and  its  relations  cannot  be  seen.  Schreiber37 
sectioned  a cadaver  head  and  using  one  half  took 
12  roentgenographs  of  the  temporomandibular 
joint.  Even  with  the  problem  of  superimposition 
of  the  opposite  condyle  and  associated  structures 
eliminated,  he  failed  to  obtain  a single  accurate 
reproduction  of  the  condyle.  Junemann39  stud- 
ied a large  number  of  roentgenographs  of  the 
temporomandibular  joints  of  patients  who  pre- 
sented clinical  evidence  of  disease,  but  he  could 
find  no  visible  evidence  of  irregularities,  destruc- 
tion of  bone,  or  other  abnormalties  of  any  of  the 
bony  structures. 

Summary 

1.  The  temporomandibular  joint  is  a ginglymo- 
dysarthrodial  joint  with  a wide  range  of  motions. 

2.  Our  knowledge  of  the  anatomy  and  actions 
of  the  temporomandibular  joint  is  still  far  from 
complete,  although  recent  years  have  added  con- 


siderably to  it. 

3.  Temporomandibular  joint  derangements 
are  widespread  in  their  occurrence. 

4.  The  etiology  of  osteoarthritis  of  the  tem- 
poromandibular joint  is  not  perfectly  under- 
stood. Microtrauma,  overclosure  of  the  man- 
dible, and  trismus  of  the  mandibular  muscles  all 
play  their  part. 

5.  The  symptomatology  is  debatable  in  cer- 
tain respects.  Local  and  referred  pain  and  click- 
ing or  snapping  sounds  in  the  joint  are  the  out- 
standing  diagnostic  symptoms.  Loss  of  hearing, 
tinnitus,  vertigo,  and  neuralgias  are  also  accepted 
as  symptoms  by  a large  number  of  investigators. 

6.  Roentgenography  of  the  temporoman- 
dibular joint  can  offer  little,  at  this  time,  to  our 
knowledge  of  the  physiologic  and  pathologic 
processes  occurring  in  the  joint.  It  is  of  uncer- 
tain value  in  diagnosis. 

1775  Broadway 
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Recent  Experience  IT  ith  a Nonbarbiturate  Sedative 

I.  Studies  of  the  Effect  on  Serum  Inorganic  Bromides 

IRVING  LEINWAND,  M.D.,* *  NEW  YORK  CITY 
( From  the  Research  Laboratories,  St.  Clare's  Hospital ) 


Tension  and  anxiety  states  may  be  asso- 
ciated with  occupational  stress,  functional 
disorders,  or  even  organic  disease  states.  The 
management  and  treatment  of  these  tensions 
and  anxieties  usually  entail  the  administration 
of  sedatives  of  the  barbiturate  series  or  the  more 
recent  tranquilizing  drugs.  All  of  these  agents 
have  a place  in  the  armamentarium  of  the  physi- 
cian, the  choice  of  the  agent  depending  on  the  pa- 
tient, the  result  desired,  and  the  length  of  time  of 
therapy.  One  of  the  more  widely  used  non- 
barbiturate  sedatives  is  Sedamylf  (acetylbrom- 
diethylacetylcarbamid).  Sedamyl  is  an  effective 
sedative  which  affords  the  mild  daytime  sedation 
desirable  in  many  of  these  patients.  It  does 
contain  bromine,  however,  and  the  question 
arose  as  to  whether  brominism  or  bromide 
intoxication  might  be  produced  by  its  use.  For 
this  reason  a study  of  serum  inorganic  bromide 
levels  was  undertaken  in  a group  of  patients 
receiving  Sedamyl. 

Methods 

Fasting  specimens  of  blood  were  obtained 
from  50  patients  before  30  patients  were  found 
who  could  be  followed  for  four  weeks  at  intervals 
of  one  week.  The  diagnoses  varied  from  myo- 
cardial infarction  in  patients  on  the  ward  to 
simple  anxiety  states  in  office  practice.  Speci- 
mens of  blood  also  were  obtained  from  ten  mem- 
bers of  the  laboratory  and  hospital  staff  for 
comparison.  The  treated  patients  were  given 
two  tablets  of  Sedamyl  (0.52  Gm.)  three  times 
daily.  Blood  specimens  were  obtained  before 
administration  of  the  drug  and  at  weekly  inter- 
vals for  four  weeks. 

Serum  bromide  determinations  were  made 
according  to  the  Gundry1  modifications  of  the 
Wauth  method.2  All  measurements  were  made  in 


Research  grant  was  supplied  by  Schenley  Laboratories, 
Inc.,  New  York  City. 

* Deceased,  July  13,  1956. 

t Schenley  Laboratories,  Inc.,  trademark  for  acetylcar- 
bromal. 


TABLE  I. — Inorganic  Blood  Bromide  Levels  (Mg.  Per 
Cent)  of  5 Sample  Patients  Receiving  0.52  Gm.  of 
Sedamyl  Three  Times  a Day 


Pre- 

adminis-  . — Blood  Bromide  Levels — . 


Diagnosis 

tration 

Control 

i 

Week 

2 

Weeks 

3 

Weeks 

4 

Weeks 

Thromboangiitis 

obliterans 

4.0 

4.0 

4.0 

6.0 

4 . 5 

Posthepatitis 

6.0 

6.0 

5.5 

5.5 

6 . 5 

Possible  cirrhosis 

5.0 

6.0 

8.0 

6.5 

5 . 5 

Cirrhosis 

5.0 

8.0 

8.0 

8.0 

6 . 5 

Hypertension 

5 . 0 

6.0 

0 . 5 

6 . 5 

5.0 

TABLE  II. — Inorganic  Blood  Bromide  Levels  (Mg.  Per 
Cent)  of  10  Sample  Controls 


Diagnosis 

Inorganic  Blood 
Bromide  Level 
(Mg.  Per  Cent) 

Normal 

4.0 

Normal 

4.5 

Normal 

5 . 5 

Normal 

8.0 

Normal 

4.0 

Xanthomatosis 

8.0 

Normal 

5.0 

Normal 

6.0 

Scleroderma 

5.75 

Polycystic  kidneys 

6.0 

a Leitz  photocolorimeter  calibrated  for  this 
determination. 

Results 

Since  there  is  no  purpose  in  presenting  the 
diagnosis  in  each  member  of  the  treated  and 
untreated  groups,  sample  specimens  are  shown  in 
Tables  I and  II. 

The  changes  at  weekly  intervals  were  variable 
and  did  not  indicate  a trend.  The  detailed 
data  were  therefore  omitted  from  Table  III. 
At  the  end  of  four  weeks  there  was  an  average 
increase  of  1.9  mg.  per  cent  with  a range  of  from 
0 to  6.5. 

Xo  toxic  reactions  to  the  drug  were  noted  in 
this  group.  Robinson3  noted  a purpuric  eruption 
which  affected  three  of  a group  of  over  100 
patients  treated.  This  disappeared  when  the 
drug  was  discontinued.  Xo  skin  eruptions  were 

Xew  York  State  J.  Med. 
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Pn 

Of 


il 


TABLE  III. — Average  Increase  of  Blood  Bromide 
Levels  After  Treatment 


Range  of 
Blood 

Num-  Bromide 
ber  Levels 

Average  Blood 
Bromide  Levels 

Controls 

Hospital  per- 
sonnel 

10  4 . 0 to  8.0 

5.3 

Patients 

20  0 to  14.0 

5.7 

Treated 

Patients 

30  2.0  to  10.0 

5 . 9 before  treatment 

5.0  to  16.0 

7.7  after  four  weeks 
treatment 
with  Sedamyl 

seen  in  the  30  patients  treated.  The  Sedamyl 
was  apparently  effective  in  producing  sedation 
without  eruptions  or  dizziness.  Two  patients 
did  complain  of  loss  of  libido.  There  was  no 
tendency  to  reliance  or  addiction  after  discon- 
tinuing treatment,  even  though  the  drug  appeared 
to  be  an  effective  mild  sedative. 


i 


Comment 


Bromide  sedation  is  usually  achieved  by  the 
administration  of  mixtures  of  the  sodium, 
potassium,  and  ammonium  salts  of  bromine. 
Single  salts  also  are  used  frequently.  They 
are  generally  prescribed  in  doses  of  1 to  2 Gm. 
one  to  three  times  daily,  although  in  epilepsy 
doses  of  5 Gm.  are  not  infrequently  employed  to 
provide  reasonable  sedation.4’5  The  dose  is 
adjusted  to  achieve  and  maintain  a blood  bromide 
level  of  70  to  100  mg.  per  cent  (9  to  12.5  mEq.).5 
The  “toxic  zone”  or  the  level  at  which  toxic 
symptoms  usually  appear  is  generally  considered 
to  be  150  to  200  mg.  per  cent  (19  to  25  mEq.), 
but  symptoms  of  bromide  intoxication  have  been 
noted  with  levels  as  low  as  100  mg.  per  cent  in 
patients  whose  physical  condition  is  extremely 
poor.6 

The  recommended  dose  of  Sedamyl  is  two 
tablets  (0.52  Gm.)  three  times  a day  which  pro- 
duces a daily  dose  containing  0.446  Gm.  of 
bromine  or  28.63  per  cent  of  the  total  amount.7 
In  the  30  patients  given  Sedamyl  in  these 


amounts,  the  average  increase  in  serum  inorganic 
bromides  was  1.9  mg.  per  cent,  with  a range  in 
the  group  from-  0 to  6.5  mg.  per  cent.  In  no 
member  of  the  group  did  the  serum  inorganic 
bromide  level  exceed  16  mg.  per  cent. 

It  is  evident  from  the  above  that  the  sedative 
effect  of  Sedamyl  is  attributable  to  factors  other 
than  the  bromine  content.  The  administration 
of  the  drug  apparently  produces  no  significant 
increase  over  preadministration  levels  in  relation 
to  therapeutic  or  toxic  levels  of  the  serum  in- 
organic bromides.  It  seems  evident,  therefore, 
that  despite  the  fact  that  this  compound  contains 
bromine  within  its  chemical  structure,  there  is 
virtually  no  risk  of  bromide  intoxication  or 
brominism  attendant  on  its  use. 

Summary 

1.  Thirty  controls  receiving  no  medication 
had  serum  inorganic  blood  levels  ranging  from 
2 to  14  mg.  per  cent. 

2.  Thirty  patients,  receiving  two  tablets 
(0.52  Gm.)  of  Sedamyl  (acetylbromdiethylace- 
tylcarbamid)  three  times  a day  for  one  month, 
showed  an  average  increase  of  1.9  with  a range 
from  0 to  6.5  mg.  per  cent. 

3.  There  was  no  significant  accumulation  of 
serum  inorganic  bromide  in  the  treated  patients 
in  relation  to  the  therapeutic  or  toxic  range. 

4.  The  dangers  of  bromide  intoxication  or 
brominism  resulting  from  the  use  of  Sedamyl 
appear  to  be  negligible. 

3 East  66th  Street 
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Disorders  of  the  heart,  blood  vessels,  and  related 
organs  caused  over  850,000  deaths  last  year — more 


than  half  the  total  number  of  deaths  in  this  country. 
Health  Information  Foundation  reports. 
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Recent  Advances  in  the  Study  and  Treatment  of  Urolithiasis 

JOHN  R.  HERMAN,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
( From  the  Bronx  Hospital  and  Albert  Einstein  College  of  Medicine) 


Urolithiasis  is  an  important  factor  of  world 
health.  Burkland  and  Rosenberg1  in  a 
survey  of  the  American  Urological  Association 
found  that  the  290  specialists  who  responded  saw 
an  average  of  61.6  patients  with  urolithiasis  every 
year,  and  they  reported  a recurrence  ratio  of 
13.7  per  cent  in  the  nation.  Boyce  et  al.,2  as  a 
result  of  a survey  of  general  hospitals  in  the 
United  States,  calculated  that  9.47  persons  per 
10,000  population  were  hospitalized  for  urolithia- 
sis in  1952.  This  does  not  include  the  great 
majority  of  cases  of  urolithiasis  that  do  not  re- 
quire hospitalization.  It  is  generally  accepted 
that  stones  occur  most  frequently  in  hot,  dry 
climates.  However,  disproving  this  theory, 
Maine,  Massachusetts,  Connecticut,  and  New 
Hampshire  were  all  found  to  be  well  above  the 
average  incidence  of  calculous  disease. 

Calculi  occur  most  commonly  in  the  age  group 
between  thirty  and  fifty  years,  and  there  are 
about  six  men  affected  with  urolithiasis  for  every 
four  women.  The  white  race  has  a considerably 
higher  incidence  of  lithiasis  than  the  Negro  race. 

Composition. — Calculi  can  be  chemically 
classified  as  to  their  principal  crystalloid  com- 
pounds. Using  physical  methods  Prien  and 
Frondel3  analyzed  700  calculi  and  found  nine 
pure  types  and  several  mixed  forms.  There  were 
no  calcium  carbonates,  cholesterol,  xanthine,  or 
indigo  calculi  in  the  series  and  only  one  sodium 


TABLE  1.- -Analysis  op  700  Calculi* 


Type  of  Calculus 

Per  Cent 

Pure  forms  (usually  in  sterile,  acid  urine) 

36.1 

Calcium  oxalate  monohydrate 
Calcium  oxalate  dihydrate 
Mixed  forms 

31.0 

Calcium  oxalate  monohydrate 
Calcium  oxalate  dihydrate 
Carbonate-apatite 
Hydroxyl-apatite 

Pure  and  mixed  (usually  in  alkaline- 
infected  urine) 

19.5 

Carbonate-apatite 

Hydroxyl-apatite 

Magnesium  ammonium  phosphate 
Hexahydrate 

Usually  in  pure  rather  than  mixed 
forms  (acid  urine) 

Calcium  hydrogen  phosphate  dihydrate 

1.6 

Uric  acid 

6.1 

Cystine 

3.8 

Sodium  acid  urate 

(one  case) 

* Adapted  from  Prien  and  Frondel.3 


acid  urate  calculus.  Their  findings  are  presented 
in  Table  I.  - 

Thompson  el  alA  found  by  microchemical  and 
spectrograph ic  means  that  bismuth,  copper, 
silver,  manganese,  tin,  lead,  and  sodium  were 
present  in  calculi,  while  Parsons5  found  magne- 
sium dibasic  phosphates  by  x-ray  diffraction. 
Fluorine  was  also  found  in  significant  quantities 
in  some  calculi.6-8.  The  significance  of  the  fluo- 
rine is  of  interest  because  this  substance  is  known 
to  be  nephrotoxic.  Further  work  on  this  subject 
is  now  in  progress. 
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A calculus  is  composed  of  the  crystals  which  are 
deposited  on  the  nidus  or  matrix.  Actually,  the 
chemical  report  is  probably  a representation  of 
growth  factors  rather  than  c.alculogenesis.  The 
composition  of  the  nidus  and  matrix  are  not 
chemically  reported.  Mucopolysaccharides  and 
mucoproteins  are  believed9-15  to  form  the  matrix 
or  nidus  of  most  calculi.  It  is  of  great  value  to 
know  the  crystalloid16  components  of  stones  in 
order  to  control  their  growth  better  as  well  as  to 
ascertain  if  they  can  be  dissolved  by  proper 
methods  of  irrigation.  For  this  reason  it  is  of 
great  importance  to  recover  all  calculi. 

Etiology. — The  problem  of  calculogenesis  has 
been  studied  intensively  for  years.  Many  causes 
as  well  as  many  factors  influencing  the  speed  of 
growth  of  calculi  have  been  found.  These  can  be 
roughly  divided  into  nine  different  groupsT 

Stasis. — A stone  cannot  be  formed  unless  a 
nidus  remains  in  the  urinary  tract  for  a period 
adequate  for  calculogenesis.  Stasis  of  urine  due 
to  obstructive  phenomena  more  readily  permits 
the  nidus  to  remain  in  situ  proximal  to  the  ob- 
structed area  and  causes  concentration  of  urine. 
Then  crystalloid  material  may  be  deposited  and  a 
stone  formed.  An  excellent  example  of  a stone 
caused  by  stasis  is  the  vesical  calculus  formed  as  a 
result  of  obstruction  from  the  prostate  or  in  the 
bladders  of  immobilized  patients.  These  calculi 
are  probably  not  closely  related  etiologicallv  to 
renal  calculi,  and  they  are  usually  composed  of 
ammonium  and  phosphates.  When  the  condi- 
tion causing  the  stasis  is  corrected,  these  calculi 
usually  do  not  recur. 

Stasis  has  been  said  to  be  associated  with  41 
per  cent  of  calculi.1  On  the  other  hand,  stones 
can  cause  stasis  by  obstructing  the  urinary  tract, 
thus  encouraging  infection.  Bacterial  infection 
with  urea-splitting  organisms  causes  ammoniacal 
decomposition  of  urine  and  favors  phosphatic  cal- 
culus formation.  The  mechanism  is  illustrated 
as  follows: 

Urine  plus  urea-splitting  bacteria  forms  am- 
monia and  carbon  dioxide  which  produces  am- 
monium carbonate.  The  addition  of  magnesium 
salts  and  phosphates  forms  ammonium  magne- 
sium phosphate,  an  insoluble  precipitate.  The 
incidence  of  infection  in  the  presence  of  calculi 
has  been  estimated  at  from  15  to  50  per  cent. 
Flocks17  stated  that  infection  increases  precipita- 
tion of  calcium  in  urine.  Shorr18-21  showed  that 
certain  infecting  organisms  reduce  urinary  citric 
acid  content  by  utilizing  this  citric  acid  as  a sub- 


strate. This  in  turn  would  increase  the  precipi- 
tability  of  the  urinary  crystalloids,  since  citric 
acid  is  a solubilizer. 

It  is  worth  noting,  however,  that  many  calculi 
are  seen  without  associated  infection,  and  stones 
are  absent  in  man)-  cases  of  infection  of  the 
kidney.  In  some  cases  of  bilateral  renal  infec- 
tion stones  may  be  present  in  only  one  kidney. 
Experimentally22-31  some  calculi  grow  at  a faster 
rate  in  the  presence  of  some  micro-organisms  than 
in  sterile  urines.  Perhaps  infection  stimulates 
the  transitional  epithelium  to  produce  more  of 
the  matrix-forming  mucoprotein  described  by 
Boyce  et  al.9~u  While  infection  may  be  an  im- 
portant factor  in  the  rate  of  growth  of  calculi, 
especially  recurrent  calculi,  it  is  far  from  an  ade- 
quate answer  to  the  problem  of  primary  stone 
formation.  No  authenticated  case  of  renal 
stone  caused  by  infection  has  thus  far  been  re- 
corded. Infections  that  are  superimposed  on  cal- 
culi are  usually  very  resistant  to  body  defenses 
and  antibiotic  medication. 

Dietary  Factors. — The  relationship  of  vitamin 
A deficiency  to  urolithiasis  has  been  discussed 
extensively.32-35  It  is  believed  that  vitamin  A 
causes  keratinization  in  the  urothelium,  and  des- 
quamation from  this  may  form  the  nidus  for 
stone  formation.  Vitamin  D is  closely  related  to 
calcinuria36  due  to  increased  tubular  resorption 
of  phosphates.  Calcium  is  therefore  mobilized 
and  deposited  in  many  tissues  as  well  as  in  the 
urinary  tract.  Neither  of  these  vitamins  are 
frequent  causative  agents  of  calculogenesis. 

The  most  important  and  frequently  mentioned 
dietary  factor  in  calculogenesis  is  hydration. 
Dehydration  causes  concentration  of  urinary 
salts,  favoring  precipitation  of  the  crystalloids 
out  of  their  usual  supersaturated  state.  In- 
creased fluid  output  is  essential  in  preventing 
stone  formation.  It  has  been  shown  not  only 
that  artificially  induced  diuresis  in  rats  harboring 
foreign  bodies  in  their  bladders  prevented  crys- 
talloid deposition  but  that  this  diuresis  dissolved 
previously  formed  calculi  in  15  out  of  46  rats.22-31 
Low  fluid  intake  and  dehydration  are  probably 
not  of  prime  importance  in  the  genesis  of  stones, 
although  they  are  important  in  stone  growth. 
The  seasonal  variation  in  incidence  of  calculi 
alleged  to  follow  the  average  mean  temperature37 
is  a result  of  incidence  of  symptoms.  The  symp- 
toms are  probably  due  to  the  rapid  growth  of  the 
calculi  as  a result  of  dehydration  in  the  warmer 
weather  rather  than  to  the  formation  of  new  cal- 


Part  I—  September  1,  1957 


2845 


JOHN  R.  HERMAN 


culi. 

Immobilization  acts  in  two  ways  to  encourage 
formation  of  urinary  calculi.38  First,  renal  drain- 
age is  impaired  due  to  physical  immobilization, 
resulting  in  stasis  in  the  kidney  with  infection 
often  supervening.  Second,  immobilization  pro- 
duces decalcification  of  the  bones  resulting  in 
increased  calcinuria.  This  has  been  observed  in 
paraplegic  veterans  of  World  Wars  I and  II  and 
in  patients  with  chronic  poliomyelitis  who  had 
been  on  prolonged  bed  rest.39-41  Of  1,104  para- 
plegics 6.8  per  cent  were  found  to  develop  renal 
calculi  and  28  per  cent  developed  vesical  calculi.42 
The  larger  percentage  of  vesical  calculi  is  prob- 
ably due  to  incomplete  emptying  of  the  bladder 
and  the  resultant  stasis  which  encourages  calculo- 
genesis. 

Foreign  Body. — A foreign  body  left  in  the  blad- 
der may  become  encrusted  with  crystalized  ma- 
terial. The  indwelling  suprapubic  catheter  is  the 
classic  example  of  this,  but  bits  of  prostate  tissue, 
sponges,  or  other  foreign  matter  may  form  the 
nidus  needed  for  deposition  of  crystals.  This  is 
supported  by  a recent  excellent  series  of  studies 
on  experimental  urolithiasis.22-31  It  has  often 
been  suggested  that  cells  and  tissues  resulting 
from  inflammatory  changes  or  necrosis  in  the 
kidneys  form  foreign  bodies  on  which  stones 
form.  Studies  on  the  central  nidus  and  matrix  of 
calculi  are  in  progress.  According  to  one  study 
no  foreign  body  or  cells  were  found  microscopi- 
cally in  decalcified  stones ! This  finding  may 
change  the  present  concept  of  calculogenesis. 
It  is  believed  that  the  matrix  may  coagulate  from 
the  urinary  solution  without  the  presence  of  a 
nidus,  and  indeed,  in  some  very  recent  work,  the 
matrix  was  shown  to  exist  through  the  entire 
stone  with  entrapped  crystalloids.9-14  Observa- 
tion lends  support  to  the  belief  that  the  matrix 
forms  as  the  calculus  grows,  and  the  layering  seen 
in  some  stones  may  be  due  to  differences  in  the 
urinary  crystalloid  content. 

Metabolic  Disturbances. — Hyperparathyroidism 
is  probably  the  best  known  of  the  metabolic  dis- 
orders causing  calculi.  It  has  recently  been  dis- 
cussed again1'43-47  and  is  said  to  cause  calculi  in 
25  to  80  per  cent  of  cases.  Some  5 to  8 per  cent  of 
calculous  disease  may  be  due  to  hyperparathy- 
roidism. Parathyroid  hormone  decreases  tubular 
reabsorption  of  phosphate  and  increases  phos- 
phates in  the  urine36  as  well  as  calcium  in  the 
blood  serum.  Bony  changes  are  seen  in  only  a 
small  percentage  of  cases.  The  pathognomic 


findings  are  serum  calcium  above  the  normal  10.5 
per  100  cc.  of  blood  serum  and  phosphorus  below 
3.0  mg.  The  resulting  constant  hypercalcinuria 
was  first  thought  to  be  the  cause  of  the  urinary 
calculi.  Another  more  recent  theory  states  that 
alterations  in  tubular  ground  substance  due  to 
increased,  Parathormone  is  the  cause  of  stones.48 
Still  another  group  of  authors  feel  that  Para- 
thormone causes  increased  excretion  of  urinary 
mucoprotein  and  thus  leads  to  stones.49 

Xanthine  calculi  are  thought  to  be  due  to 
faulty  purine  metabolism.50  Xanthinuria  is  pro- 
duced by  the  absence  of  the  last  step  of  this  me- 
tabolism in  which  xanthine  oxidase  changes  xan- 
thine to  uric  acid.  These  calculi  may  or  may  not 
be  radio-opaque.  Less  than  25  cases  are  re- 
ported in  the  literature. 

Cystinuria,  a rare  occurrence,  is  said  to  result  in 
cystine  calculi  in  a large  percentage  of  cases.61 
Cystinuria  is  a familial  disease  and  is  believed  to 
be  caused  by  imperfect  metabolism  of  sulfur  con- 
taining amino  acids  or  imperfect  tubular  reabsorp- 
tion of  cystine.  The  resulting  cystinuria  is  seen 
as  crystals  or  saturated  solutions  and  can  usually 
be  treated  by  alkalinization  of  the  urine  and  the 
administration  of  choline  or  sodium  benzoate.52 

Uric  acid  calculi  may  result  when  purine  me- 
tabolism is  deranged.  Showers  of  uric  acid  crys- 
tals or  uric  acid  calculi  result  from  excessive 
crystalloid  excretion.  This  is  also  found  in  un- 
treated leukemia  but  is  encountered  more  fre- 
quently in  leukemias  that  are  under  nitrogen 
mustard  therapy.53  Uric  acid  calculi  are  diffi- 
cult diagnostic  problems  because  they  are  radio- 
lucent  and  appear  as  negative  shadows  in  uro- 
grams. They  may  be  confused  with  air  bubbles 
or  other  artifacts. 

Oxaluria  resulting  from  excessive  metabolism 
of  endogenous  or  exogenous  oxalic  acid  may  pro- 
duce calcium  oxalate  stones. 

Citrate  metabolism  has  been  implicated  in  cal- 
culogenesis. Scott  et  al.5i  showed  that  “a  more 
efficient  mechanism  exists  in  stone  patients  for 
oxidation  of  citrate  in  the  kidney  or  urine  than 
in  healthy  persons.”  In  the  presence  of  calcific 
calculi  the}'  found  lower  concentrations  of  urinary 
citrate  than  in  normal  adults,  while  the  blood 
citrate  is  at  normal  levels.  Shorr18-21  found  that 
urinary  citric  acid  output  varies  directly  and  usu- 
ally proportionately  to  fluctuations  in  the  uri- 
nary output  of  calcium.  He  stated  that  citric  acid 
had  the  useful  function  of  enhancing  the  solubility 
of  calcium.  He  postulated  that  the  lower  inci- 
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deuce  of  calculi  in  women  was  due  to  the  increased 
citric  acid  excretion  resulting  from  the  elabora- 
tion of  estrogens.  He  showed  that  the  citric  acid 
excretion  levels  were  higher  in  premenopausal 
women  than  in  men.  Citric  acid  is  classified  as  a 
solubilizer. 

Recently  two  different  authors  noted  calculus 
formation  after  the  administration  of  acetazole- 
amide  (Diamox),  a nonmercurial  diuretic.  The 
method  of  formation  of  these  calculi  is  thought  to 
be  through  a lowering  of  the  urinary  excretion  of 
citrate  and  precipitation  of  calcium  phos- 
phates.55-57 

Milk-alkali  syndrome,  multiple  myeloma,  renal 
tubular  acidosis,  renal  rickets,  acute  osteoporosis, 
sarcoidosis,  Paget’s  disease,  and  osseous  metas- 
tases  have  all  been  known  to  be  contributing 
causes  of  lithiasis.58  These  are  all  special  prob- 
lems which  probably  belong  in  the  classification 
of  metabolic  disorders  causing  crystalluria  with 
Cushing’s  disease.  Some  90  per  cent  of  patients 
with  Cushing’s  disease  have  calculi.41  The 
stones  are  believed  to  be  due  to  the  osteoporosis 
and  hypercalcinuria  caused  by  the  excessive 
secretion  of  cortisone.  This  theory  is  not  in 
agreement  with  the  findings  of  Baker  et  al.Kii 
who  felt  that  cortisone  administration  stopped 
the  changes  in  tubular  basement  membranes 
which  they  postulated  were  needed  before  cal- 
cification could  occur.  Histologic  examination 
of  the  kidneys  will  be  necessary  to  find  whether 
the  described  changes  in  the  basement  membranes 
are  present. 

Papillary  Lesions. — In  1937  Randall  studied 
the  morphogeny  of  renal  calculus.  Studying 
kidneys  at  postmortem  examination,  he  found 
microscopic  calcium  plaques  on  the  papillae 
which  originated  under  the  surface  as  a nonin- 
flammatory deposit  but  which  ulcerated  into  the 
pelvis  and  thus  came  into  contact  with  urine, 
producing  deposition  of  urinary  crystalloids.60’61 
Carr,62  by  microradiographic  technics,  attempted 
to  show  that  Randall’s  plaques  are  formed  by 
obstruction  and/or  backing  up  of  lymphatics 
with  resulting  deposition  of  urinary  salts  and  con- 
sequent calculus  formation.  Attempts  are  also 
being  made  to  show  that  fluorine  can  cause  the 
type  of  papillary  necrosis  resulting  in  Randall’s 
plaques  and,  consequently,  stone  formation.7 
It  should  be  borne  in  mind  that  Randall’s 
placques  have  been  found  in  many  kidneys  with- 
out stones  and  also  that  stones  have  been  found 
where  no  plaques  could  be  demonstrated. 


Stress.- — It  has  been  suggested  that  stress  causes 
metabolic  disorders,  crystalluria,  and  caleulo- 
genesis.63  Psychogenic  and  occupational  stresses 
are  equally  important.  Occupational  stones, 
such  as  those  occurring  in  cooks,  boilermakers, 
and  stevedores,  have  been  reported  and  are  gen- 
erally caused  by  dehydration.  Burkland’s 
postulated  formula  is:  occupation  (plus  psycho- 
neurosis)  causes  stress,  metabolic  disturbances, 
hyperexcretion  of  crystalloids,  and  urolithiasis. 
This  is  an  interesting  theory,  but  it  lacks  proof. 
One  classic  example  is  the  more  frequent  forma- 
tion of  calculi  in  combat  troops  and  the  corre- 
spondingly markedly  smaller  incidence  of  uro- 
lithiasis in  troops  in  rear  areas  under  the  same 
conditions  of  diet  and  climate.41  It  should  be 
noted  that  hydration  in  combat  troops  is  often 
poor  while  the  troops  in  the  rear  areas  have  un- 
limited access  to  fluids.  Thus,  the  difference  in 
the  incidence  of  calculi  in  the  troops  just  alluded 
to  is  probably  a factor  of  hydration  rather  than 
of  stress.  It  has  not  yet  been  shown  that  psy- 
choanalysis prevents  or  eliminates  urolithiasis. 

Physicochemical  Factors. — For  the  crystalloids 
found  in  urinary  calculi,  consult  Table  I.  The 
urinary  crystalloids  are  usually  present  in  super- 
saturated solution.  The  physical  state  of  super- 
saturation is  not  easily  attained,  and  once  at- 
tained it  is  easily  disturbed.  Crystallization  and 
subsequent  stone  formation  may  result.  Col- 
loids, such  as  mucin,  nucleic  acid,  chondroitin- 
sulfuric  acid,  glycogen,  and  many  others,  are  also 
present  in  urine.  The  amount  of  colloids  may 
be  of  importance  in  maintaining  the  state  of 
supersaturation  and  consequent  prevention  of 
calculogenesis.22-3164  Butt  et  al.eb~ 67  stated  that 
the  urinary  calculi  are  concretions  of  crystalloids 
bound  together  and  incorporated  in  a colloidal 
matrix.  He  also  stated  that  colloids  have  a pro- 
tective function  in  the  urine  and  help  to  maintain 
the  crystalloid  supersaturation.  His  findings  of 
decreased  colloidal  acitivitv  in  “stone  formers” 
and  also  of  increased  colloidal  activity  in  the 
groups  less  likely  to  form  stones  gave  rise  to  his 
proposed  therapy  with  hyaluronidase,  which  at- 
tained considerable  popularity  for  a time.  This 
agent  was  presumed  to  liberate  hyaluronate,  a 
powerful  peptizing  agent,  and  so  increase  the 
level  of  “protective  colloidal  activity.”  He  also 
stated  that  the  hyaluronidase  decreases  surface 
tension  of  urine.  Harlin  and  Wiesel68  felt  that 
the  entire  hyaluronidase  effect  is  due  to  the  sur- 
face tension  lowering  action  of  glucuronic  acid, 
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an  end  product  of  de  polymerization  of  hyaluronic 
acid.  It  was  also  stated  that  where  there  is  a 
high  colloid  concentration  there  is  low  surface 
tension.69  Surface  tension  is  highest  in  urostasis 
and/or  calculous  disease.  Unfortunately,  hya- 
luronidase  therapy  has  not  proved  to  be  of 
value.40  - 70  -75 

In  urinary  calcium  15  to  45  per  cent  is  nega- 
tively charged  or  in  the  nonionic  form.  As  90 
per  cent  of  calculi  in  North  America  are  said  to 
contain  calcium,76-78  the  elimination  or  reduction 
of  calcinuria  appears  to  be  of  great  importance  in 
the  prevention  of  calculogenesis.  Complexers  or 
solubilizers  have  frequently  been  subjects  of  ex- 
perimentation. It  is  known  that  citrate  forms  a 
complex  with  calcium  to  keep  it  in  solution  and 
also  that  stone  formers  have  low  urinary  citrate. 
Therefore,  citrate  is  thought  to  be  a solubilizer 
that,  in  proper  quantity,  may  help  prevent  cal- 
culogenesis.18-22 Other  substances  which  form 
soluble  complexes  with  calcium  are  also  present  in 
urine  as  well.  Prien  and  Walker  found  glu- 
curonisides  normally  present  in  urine  as  a result  of 
detoxification  mechanisms  conjugating  phenols  or 
alcohols  with  glucuronic  acid.76-78  Glucuroni- 
sides  increase  the  solubility  of  calcium  phosphate 
by  45  per  cent.  Therefore,  it  was  reasoned  that 
increasing  glucuronide  and  therefore  glucuroni- 
sides  would  decrease  calculogenesis.  Salicylates 
increase  glucuroniside  production,  hence,  acetyl- 
salicylic  acid  or  other  salicylates  would  decrease 
stone  formation  and/or  its  recurrence.  Further 
investigative  work  is  now  in  progress  and  seems 
very  promising. 

In  1950  Howard  and  Rubin73'79  noted  that  cer- 
tain acid  mucopolysaccharides  were  important  as 
target  substances  for  deposition  of  calcium  and 
calcification.  It  was  further  demonstrated  that 
the  intercellular  matrix  of  bone  can  cause  deposi- 
tion of  lime  crystals  and  that  a similar  collagen  is 
found  in  the  renal  tubular  ground  substance  in  all 
cases  of  calcific  renal  stones  except  calcium  oxa- 
late.73 Furthermore,  in  1954  in  a well-planned 
and  well-conceived  research  project,  it  was  shown 
that  there  is  a definite  patchy  alteration  of  the 
ground  substance  or  mucopolysaccharide  of  the 
tubules  in  animals  before  calcification  can  occur. 
This  was  also  found  in  humans.48'5980  Hyper- 
calcemia  alone,  contrary  to  all  previous  theories, 
does  not  result  in  calcification  without  this  alter- 
ation of  renal  collagen.  Administration  of  para- 
thyroid hormone,  oxamide,  or  uric  acid  will  cause 
these  changes  in  the  tubular  connective  tissue 


matrix  leading  to  calcification  in  animals  as  well 
as  increased  excretion  of  uromucoid.49  Needle 
biopsies  of  human  kidneys  with  calculous  disease 
showed  the  same  alterations  of  the  mucoprotein 
in  the  connective  tissue.59  It  was  presumed  that 
lithiasis  is  the  result  of  a collagen  disease.  Ther- 
apy with  salicylates  or  small  doses  of  cortisone 
acetate  caused  reduction  of  these  alterations  of 
the  renal  tubular  matrix  in  the  animals.  Altera- 
tion of  this  ground  substance  results  in  more  solu- 
ble mucoproteins  in  the  urine,  and  this  finding 
may  be  related  to  the  work  of  Boyce  and  his  as- 
sociates9-14’ 58  and  others.81'  82  In  stone  formers, 
colloids  in  the  urine  are  dramatically  increased, 
particularly  a virus-inhibiting  urinary  mucopro- 
tein described  by  Perlmann,  Tamm,  and  Hors- 
fall.83'84 A definite  affinity  of  this  mucoprotein 
for  calcium  was  reported.  It  is  postulated  that 
“the  initial  matrix  (of  a calculus)  may  be  com- 
posed of  ion-binding  mucopolysaccharides  which 
may  not  only  provide  the  architectonic  frame- 
work, but  may  actually  extract  specific  inorganic 
components  of  urine  from  solution.”  Uromu- 
coid, a term  suggested  by  Boyce,  is  also  insoluble 
in  polymerized  forms,  highly  soluble  in  depolv- 
merized  forms,  and  may  possess  the  ability  of  che- 
lation of  calcium.9-14  Boyce’s  uromucoid  might 
be  the  result  of  the  alterations  in  the  tubular 
collagen  matrix,  and  may  be  produced  by  the 
same  mechanism  as  is  bone.  Boyce,  however, 
postulated  in  a very  recent  article  that  uromucoid 
is  a secretory  product  of  transitional  epithelium 
and  not  related  to  stone  formation  except  as  a 
result  of  bacterial  or  mechanical  stimulation.9-14 
Engel85  felt  that  parathyroid  extract  mobilized 
mucoproteins  of  blood  which  are  then  found  in 
the  kidney  as  uromucoid.  Boyce  expressed  the 
theory  that  condensation  of  mucopolysaccharides 
and  mucoproteins  in  the  collecting  systems  form 
the  initial  phase  of  calculogenesis.9-14  This 
would  support  Baker’s  findings.  These  very  im- 
portant facts  lead  inevitably  to  the  conclusion 
that  urolithiasis  will  be  understood  only  by  learn- 
ing the  complete  pathology  of  collagens  and  the 
other  complex  components  of  the  nuclei  and  ma- 
trix of  calculi. 

The  mechanism  through  which  the  acetylsali- 
cylic  acid  therapy  of  Prien  is  said  to  act  is  at  pres- 
ent a source  of  controversy.  The  “patchy  al- 
teration in  the  ground  work  of  the  tubules,” 
which  has  been  described  as  a necessary  precursor 
to  calculogenesis  can  be  partially  prevented  by 
salicylate  therapy.  This  therapeutic  regimen 
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Fig.  1.  Factors  responsible  for  stone  formation. 


may  strike  at  one  of  the  basic  factors  in  the  eti- 
ology of  stone. 

In  summarizing,  it  is  the  consensus  that  many 
factors  are  responsible  for  stone  formation  as 
schematized  in  Fig.  1 (from  Vermeulen,  Miller, 
and  Sawyer23). 

Therapy. — In  urolithiasis  therapy  is  directed 
first  toward  the  stone  and  its  resultants  and 
second  toward  eliminating  the  causes  with  a view 
to  prevention  of  stone  formation. 

The  Calculus. — The  stone  is  discovered  usually 
when  it  begins  to  cause  bleeding,  recalcitrant  in- 
fection, or,  most  important,  obstruction  of  the 
flow  of  urine.  On  the  first  recognition  of  symp- 
toms due  to  a stone,  steps  must  be  taken  to 
alleviate  this  condition  in  order  to  save  the 
kidney,  as  it  has  been  estimated  that  one  third 
of  all  kidneys  showing  calculogenesis  will  even- 
tually be  lost  through  surgery  or  destroyed  as  a 
direct  result  of  the  stone.86 

In  a very  small  percentage  of  cases,  there  is 
apparently  a spontaneous  dissolution  of  the 
calculus.87  In  a large  percentage  of  cases  the 
calculi  pass  spontaneously  or  with  the  aid  of  some 
antispasmodic  and  narcotic  drugs. 

Some  phosphatic  calculi  may  dissolve  on  the 


Shorr  regime.  Cystine  calculi  can  sometimes 
be  dissolved  by  alkalinization  produced  by  the 
administration  of  sodium  benzoate  or  disodium 
citrate.  While  the  pH  of  the  urine  is  an  impor- 
tant factor  in  preventing  or  dissolving  cystine  and 
uric  acid  calculi,  it  is  not  as  important  in  calcium 
stones.  The  relationship  of  calculi  to  urinary  acid- 
ity is  illustrated  in  Table  I.  Acidification  to  in- 
crease solubility  of  calcium  and  phosphate  ions  is 
often  limited  in  effectiveness  by  bacterial  infection 
caused  by  ammonia-forming  organisms.  Also, 
acidification  with  resulting  acidosis  is  a pro- 
nounced hazard  in  the  presence  of  decreased  renal 
function.18  Diuresis  caused  dissolution  of  ex- 
perimental vesical  calculi  in  rats  and  is  certainly 
advisable  for  humans. 

Cystoscopically,  baskets,  bougies,  corkscrew 
catheters,  loops,  and  inflatable  bags  have  all  been 
utilized  with  good  results  in  special  cases  in  the 
hands  of  their  originators.  Most  frequently,  if 
one  or  two  catheters  can  be  guided  past  the  stone, 
dilatation  results  which  is  often  followed  by  the 
passage  of  the  stone. 

Dissolution  or  disruption  of  calculi  has  been 
tried  in  several  ways.  Irrigation  therapy  is  fre- 
quently discussed  and  has  been  utilized  to  bathe 
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a calculus  in  solvent.  Unfortunately,  the  proper 
solvent  is  not  known  until  the  composition  of  the 
calculus  is  determined.  This  modality  is  usually 
limited  to  adjuvant  therapy  in  surgical  cases  when 
residual  calculi  remain.  It  is  possible  to  “get  to" 
the  stone  directly  and  bathe  it  copious]}-  for  an 
adequate  tune  period  with  either  versine  acid  or 
Suby’s  “G”  solution.41  Disruption  of  calculi  by 
ultrasonic  energy  has  been  suggested  and  at- 
tempted, but  so  far  it  has  not  proved  valuable 
because  of  technical  difficulties.  This,  however, 
offers  considerable  hope  for  future  develop- 
ment.88,89 

Surgical  intervention  is  indicated  when  the 
calculus  is  too  large  to  pass  spontaneously,  for 
relief  of  pain,  prevention  of  progressive  renal 
damage,  and  elimination  of  infection. 

The  surgical  exposure  of  the  affected  portion  of 
the  urinary  tract  with  removal  of  the  stone  and 
drainage  is  the  most  frequently  utilized  opera- 
tion. Sometimes  calculi  are  complex  or  numerous 
or  readily  fractured,  and  it  is  difficult  to  remove 
all  the  particulate  matter.  Coagulum  pyeloli- 
thotomy  is  a new  technic90  which  offers  an 
excellent  method  of  removing  all  the  particulated 
matter  at  once.  It  has  not  attained  a deserved 
place  in  therapeutics  thus  far,  primarily  because 
of  the  unavailability  of  the  materials  needed  for 
the  fibrinogen  coagulum.  Retained  residual 
stone  particles  are  certain  nidi  for  secondary  stone 
formation,  and  complete  removal  of  particulate 
matter  is  most  important.  Coagulum  pyeloli- 
thotomy  accomplishes  this  end  without  intra- 
calyceal  manipulation  or  splitting  of  the  kidney. 

For  a badly  damaged  calyx  resulting  from  stone 
or  a single  area  of  localized  stone  formation, 
partial  nephrectomy  or  calycectomy  has  recently 
been  suggested  in  order  to  conserve  renal 
tissue.91,92  This  operation  is  of  value  if  the 
remaining  tissue  is  able  to  carry  a significant 
share  of  the  total  renal  function.  Technically, 
the  procedure  is  not  difficult,  but  the  number 
of  cases  in  which  this  procedure  is  justified  is 
limited.  Nephrectomy  is  usually  performed  as 
the  simpler  and  less  hazardous  procedure. 

The  most  interesting  aspects  of  the  therapy  of 
ealculosis  are  in  the  attempts  to  remove  or  cure 
the  causative  factors.  Stasis  is  sometimes  cured 
by  surgery  which  may  remove  the  obstructive 
agents.  Infection  is  treated  with  antibiotic 
agents,  drainage,  and  removal  of  the  calculus  or 
foreign  body.  Immobilization  is  prevented  as 
much  as  possible,  the  dietary  factors  can  be 


treated  by  correct  utilization  of  vitamins,  proper 
hydration,  and  limited  intake  of  the  crystalloids 
that  form  the  calculus.  Calculi  recur  in  spite  of 
the  foregoing  therapeutic  procedures  since  the 
etiology  of  almost  80  per  cent  cannot  be  demon- 
strated. 

Removal  of  a parathyroid  tumor  will  stop 
formation  of  stone.  Cystine  and  uric  acid  calculi 
can  generally  be  prevented  by  maintaining  the 
alkalinization  of  the  urine  and  by  diuresis.93 
However,  a high  percentage  of  recurrence  of 
stone  is  the  rule. 

Shorr  and  his  group  found  that  citric  acid  excre- 
tion serves  a useful  function  by  enhancing  calcium 
solubility.  He  advised  estrogen  administration 
because  it  increased  the  urinary  output  of  citric 
acid. 18-21  Calcium  stone  formation  should 
theoretically  be  reduced  by  this  type  of  therapy. 
However,  the  side-effects  of  the  estrogens  have 
limited  the  scope  of  this  method  of  treatment.  A 
high  protein  diet  with  added  vitamin  D has  been 
found  to  increase  citrate  output  and  may  be  of 
value.94  Shorr  and  his  associates  have  shown 
that  aluminum  gels  form  insoluble  aluminum 
phosphate  salts  in  the  gastrointestinal  system 
and  thus  prevent  phosphaturia.  This  thera- 
peutic regime  is  very  valuable  and  is  the  first 
direct  method  of  preventing  phosphatic 
calculi  22  -31.95  -98  1 1 has  received  widespread 
attention  and  use  and  has  proved  of  real  value. 
Constipation  must  be  prevented,  and  good  hydra- 
tion is  essential.  If  urinary  phosphates  are  main- 
tained at  a very  low  level,  phosphatic  calculi  are 
rarely  formed,  and  sometimes  existing  ones  may 
be  dissolved.  However,  few  patients  tolerate 
this  regime  indefinitely.  Henneman99  found 
that  sodium  phytate  forms  insoluble  and  in- 
absorbable  complexes  with  calcium  and  mag- 
nesium in  the  bowel,  thus  increasing  the  fecal 
calcium  tremendously  and  reducing  the  urinary 
calcium,  thereby  preventing  calcium  stone  forma- 
tion. 

Prien76-78  suggested  use  of  salicylates  to  prevent 
calcium  phosphate  calculi.  It  is  postulated  that 
salicylates  triple  glucuroniside  output  and  that 
they  in  turn  increase  the  solubility  of  calcium 
and  phosphate.  It  is  of  great  interest  to  note 
that  salicylates  counteract  the  Parathormone 
effect  on  the  basement  membranes  of  kidney 
tubules. 

Citric  acid,  aluminum  gels,  sodium  phytate, 
etc.,  are  therapies  aimed  mainly  at  preventing 
crystalloid  deposition.  However,  prevention  of 
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stones  depends  also  on  prevention  of  the  forma- 
tion of  nuclei  or  matrix  for  stones. 

Salicylates  and  small  doses  of  cortisone  acetate 
have  been  shown  experimentally  to  cause  signifi- 
cant reductions  in  the  Parathormone  induced 
alteration  of  renal  tubular  collagen  connective 
tissue  matrix.59  Since  this  alteration  is  very 
possibly  a prerequisite  for  lithogenesis,  this  may 
be  a very  important  therapeutic  method  in  pre- 
venting stones  in  all  conditions.  Only  time 
and  further  therapeutic  trial  will  prove  or  dis- 
prove this  belief. 

1 1 1 East  88th  Street 
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A.M.A.  Council  Issues  Meprobamate  Warning 


The  American  Medical  Association’s  Council  on 
Drugs  has  issued  a warning  about  the  potential 
hazards  of  the  tranquilizing  drug  meprobamate 
(Miltown,  Equanil). 

The  report  in  the  July  20  Journal  of  the  A merican 
Medical  Association  said  the  drug’s  extensive  use 
since  its  introduction  two  years  ago  has  been  “based 
on  the  assumption  that  large  doses  of  the  drug  can 
be  administered  with  practically  no  side-effects.” 

However,  as  the  use  has  multiplied,  it  has  become 
increasingly  apparent  that  meprobamate  is  capable 
of  producing  “a  rather  wide  variety  of  side-effects 
and  untoward  reactions.” 

The  listing  of  adverse  side-effects  does  not  neces- 
sarily mean  that  the  “usefulness  of  meprobamate  is 
outweighed  by  its  potential  side-effects,”  the  report 
said.  It  is  intended  to  point  out  that  side-effects 
and  untoward  reactions  “can  and  do  occur  and  that 
the  drug  should  be  administered  with  the  same 
discretion”  as  other  drugs. 

Hypersensitivity  reactions,  including  skin  rashes, 
itching,  shaking  chills,  and  fever,  have  occurred  with 
sufficient  frequency  to  indicate  that  these  are  definite 
and  relatively  frequent  complications,  the  report 
said. 

There  have  been  several  reports  of  acute  meproba- 
mate intoxication,  resulting  usually  from  deliberate 


swallowing  of  very  large  amounts  of  the  drug. 
Xone  of  these  attempts  at  suicide  have  been  success- 
ful, but  alarming  central  nervous  system  symptoms 
have  occurred. 

Xo  definite  antidote  or  treatment  for  overdosage 
has  been  devised;  therefore  it  is  important  to  pre- 
scribe meprobamate  with  discretion  and  in  small 
quantities,  if  at  all,  for  patients  who  may  have 
suicidal  tendencies,  the  report  said. 

There  is  also  evidence  that  meprobamate  possesses 
habit-forming  properties.  Withdrawal  symptoms, 
including  convulsions,  have  been  observed  when  the 
drug  has  been  discontinued  after  long  use.  In 
addition  to  this  physical  dependence,  psychologic 
dependence  with  a tendency  toward  excessive  self- 
medication  is  “undoubtedly  created”  in  certain 
patients.  Some  patients  may  also  need  larger  and 
larger  doses  to  maintain  the  same  tranquilizing 
effect;  the  chances  of  overdosage  and  acute  intoxi- 
cation are  then  appreciably  increased. 

Since  the  drug  is  intended  primarily  for  those  with 
emotional  instability,  the  possibility  of  emotional 
complications  must  be  recognized  for  intelligent  use 
of  the  drug,  the  report  said. 

A variety  of  other  side  effects,  including  drowsi- 
ness, stomach  and  intestinal  upsets,  and  muscular 
reactions,  also  have  been  noted. 
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PERINATA L M 0 R T A L 1 T Y 
GONE E RENC E 


Departments  of  Obstetrics  and  Pediatrics 
Neiv  York  Medical  College— Metropolitan  Medical  Center 

martin  l.  stone,  M.D.,  new  york  city,  Moderator 
OCTOBER  30,  1956 


Panel  Discussion 

Postmatarity 

Participants 

Martin  L.  Stone,  M.D.,  Moderator,  Professor  and  Director,  Department  of  Obstetrics  and  Gyne- 
cology, New  York  Medical  College,  Metropolitan  Medical  Center 

Lawrence  B.  Slobody,  AI.D.,  Professor  and  Director,  Department  of  Pediatrics,  New  York  Medical 
College,  Metropolitan  Medical  Center 

Carl  Zelson,  M.D.,  Assistant  Clinical  Professor,  Department  of  Pediatrics,  New  York  Medical 
College,  Metropolitan  Aledical  Center 

Edwin  M.  Gold,  AI.D.,  Obstetric  Consultant,  New  York  City  Department  of  Health,  Assistant 
Clinical  Professor,  Department  of  Preventive  Medicine,  New  York  Aledical  College,  Metropolitan 
Aledical  Center 

Myron  Gordon,  AI.D.,  Instructor,  Department  of  Obstetrics  and  Gynecology,  New  York  Aledical 
College,  Metropolitan  Medical  Center 


Dr.  Stone  . It  has  been  our  custom  to  hold  four 
joint  Pediatric-Obstetric  conferences  each  year. 
In  view  of  the  recent  recommendation  of  the  Ob- 
stetric Advisory  Committee  to  the  Commissioner 
of  Health  to  institute  Perinatal  Alortality  Con- 
ferences, we  plan  to  run  our  conferences  in  this 
manner.  Such  conferences  have  proved  their 
value  as  evidenced  by  better  obstetric  and  pedi- 
atric histories  as  well  as  reduced  morbidity  and 
mortality.  They  make  practicing  obstetricians 
and  pediatricians  more  aware  of  those  problems 
which  contribute  most  to  perinatal  loss.  By  air- 
ing problems,  better  standards  of  management 
can  be  set  up  and  fewer  errors  committed. 

The  topic  for  today  is  “postmaturity.”  It  pre- 
sents many  interesting  problems  for  discussion 
and  solution.  Even  the  definition  is  not  clear- 
cut,  and  this  holds  true  for  the  legal  as  well  as 


medical  aspects.  In  this  country  each  legal  de- 
cision is  individualized  on  the  merits  of  the  case. 
Precedence  is  of  little  value.  For  our  discussion 
today  I think  that  there  are  a number  of  questions 
before  us:  (1)  Does  the  entity  of  postmaturitv 
exist?  (2)  If  it  does  not,  just  what  is  the  prob- 
lem? (3)  If  it  does,  how  frequent  is  it  and  how 
significant  is  it?  (4)  What  is  the  pathology? 
and  finally,  (5)  What  can  be  done  about  its 
prevention  and  treatment?  Dr.  Gordon  will 
present  an  illustrative  case. 

Dr.  Gordon.  A twenty-nine-year-old  gravida 
I,  para  0,  was  admitted  in  early  labor  on  May  23, 
1955.  Her  last  menstrual  period  was  July  23, 
1954,  and  her  expected  date  of  confinement  was 
April  30,  1955. 

Prenatal  Course. — The  patient  was  seen  reg- 
ularly during  her  prenatal  period  which  was  es- 


Part  I-  September  1,  1957 


2853 


PERINATAL  MORTALITY  CONFERENCE 


sentially  uneventful.  Her  total  weight  gain  was 
22  pounds.  Blood  pressures  were  within  normal 
limits,  never  exceeding  110/70.  The  only  com- 
plaints during  this  prenatal  period  were  mild  con- 
stipation and  occasional  leg  cramps.  The  pa- 
tient’s urines  were  repeatedly  negative  for  al- 
bumin and  glucose.  She  was  type  0,  Rh  positive, 
and  her  serology  was  negative.  She  was  on  a 
vitamin-mineral  supplement  throughout  her  preg- 
nancy. Evaluation  of  pelvic  capacity  revealed 
a normal  gynecoid  pelvis.  Vaginal  examination 
at  weekly  intervals  during  the  last  month  of  her 
prenatal  period  revealed  a cervix  to  be  50  per 
cent  effaced,  2 cm.  dilated,  and  the  vertex  at 
station  0. 

Admission. — Physical  examination  on  admis- 
sion revealed  a well-developed,  well-nourished, 
white  female  in  no  acute  distress.  The  blood 
pressure  was  116/68.  The  temperature,  pulse, 
and  respiration  were  normal.  Abdominal  ex- 
amination revealed  the  presence  of  a uterus  en- 
larged to  term  size.  The  fetus  was  in  the  right 
occipitoanterior  position  and  the  fetal  heart  was 
142  and  in  the  right  lower  quadrant.  On  rectal 
examination  the  cervix  was  4 cm.  dilated,  soft, 
and  effaced.  The  membranes  were  intact,  the 
contractions  were  every  four  minutes,  irregular, 
of  moderate  intensity,  and  lasting  thirty  seconds. 
The  impression  on  admission  was  a twenty -nine 
year-old  primagravida,  post-due  in  early  labor. 

Labor.- — The  labor  progressed  satisfactorily  and 
the  patient  received  Demerol  100  mg.  and 
scopolamine  0.4  mg.  The  fetal  heart  was  regu- 
lar throughout  labor.  Membranes  ruptured  spon- 
taneously and  meconium-stained  amniotic  fluid 
was  noted.  The  patient  was  fully  dilated  five 
and  one-half  hours  after  the  onset  of  labor. 

Delivery.- — A living  female  infant  was  delivered 
by  elective  low  forceps  over  a midline  episiotomy. 
The  infant  cried  spontaneously  but  not  vigor- 
ously. Mild  resuscitation  consisting  of  suction 
and  oxygen  administration  was  carried  out. 
Placenta  and  membranes  were  expressed  intact, 
and  the  membranes  were  stained  with  meconium. 

The  Infant. — The  infant  weighed  6 pounds,  15 
ounces,  and  the  skin  was  dried,  cracked,  wrinkled, 
and  meconium-stained.  The  infant  was  de- 
scribed as  being  “like  an  old  man”  in  appearance, 
open-eyed,  and  alert.  In  the  next  ten  hours  the 
infant  had  some  respiratory  difficulty  and  de- 
veloped a high-pitched  cry  and  pallor.  The 
course  was  downhill,  and  the  infant  expired  in 
the  fourteenth  hour  of  life. 


Autopsy. — Brain : no  pathology.  Liver,  spleen, 
and  kidney:  no  pathology.  Lungs:  (1)  evidence 
of  aspiration  of  amniotic  fluid,  meconium,  and 
cellular  debris,  (2)  patchy  atelectasis,  and  (3) 
areas  of  emphysema. 

Dr.  Stone. — This  case  seems  to  fit  many  of 
the  criteria  as  originally  described  by  Clifford. 
The  patient  was  a primigravida  over  twenty-six 
years  of  age.  The  pregnancy  was  prolonged  be- 
yond three  hundred . days.  Meconium-stained 
amniotic  fluid  was  noted  in  labor.  The  infant 
was  of  normal  size,  demonstrated  skin  changes, 
developed  respiratory  difficulty,  and  finally  died. 
What  is  the  significance  of  this  picture?  Dr. 
Gold,  would  j’ou  like  to  open  the  discussion? 

Dr.  Gold.- — This  case  apparently  fulfills  Clif- 
ford’s criteria.  I have  to  confess  that  back  in 
Brooklyn  where  I practice  I have  never  seen  the 
“little  old  man”  beyond  two  hundred  ninety-four 
days  of  gestation.  I have  seen  the  “little  old 
man”  in  the  premature  case  and  the  normal  ges- 
tation case,  but  I have  never  seen  it  associated 
with  the  syndrome  of  postdate  labor.  In  this 
case  the  patient  was  a twenty-nine-year-old 
primipara.  The  duration  of  pregnancy  was  three 
hundred  and  three  days,  and  she  had  progressing 
labor  for  three  hours  after  admission.  With  rup- 
ture of  the  membranes  meconium-stainecl  amni- 
otic fluid  was  evident.  It  is  my  feeling  that  we  are 
becoming  more  discerning  of  the  criteria  for  fetal 
distress  during  labor,  and  when  we  find  meco- 
nium-stained amniotic  fluid  before  full  dilatation 
in  vertex  presentation,  perhaps  we  should  be  more 
radical  in  the  management  of  the  case.  This  can 
be  the  first  evidence  of  fetal  distress,  even  in  the 
presence  of  a normal  heart  rate.  If  this  had  been 
evidence  of  anoxia  and  if  we  had  removed  the 
baby  from  the  unsalutary  intrauterine  environ- 
ment, we  might  have  had  a better  result.  There 
was  obviously  intrauterine  hypoxia  with  some 
efforts  of  the  baby  to  overcome  it  as  evidenced  by 
inspiration  of  amniotic  fluid.  I would  suggest, 
therefore,  that  the  death  of  this  infant  was  in  no 
way  related  to  the  fact  that  the  pregnancy  was 
postdate.  Intrauterine  asphyxia  developed  dur- 
ing labor.  Of  course  those  who  believe  in  Clif- 
ford’s criteria  could  explain  this  as  placental  dys- 
function which  they  feel  exists  in  cases  of  postdate 
pregnancy.  The  findings  of  Walker  and  Turn- 
bull  in  this  regard  have  never  been  confirmed. 
The  second  possibility  that  the  syndrome  of 
placental  insufficiency  caused  this  uterine  hy- 
poxia can  be  considered.  However,  we  see  this 
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in  premature  patients  and  in  patients  of  normal 
gestational  age  as  well  as  in  the  case  of  so-called 
postmaturity  syndrome. 

Dr.  Zelson. — According  to  recent  work,  the 
baby  must  have  been  in  distress  more  than  two 
hours  for  the  meconium  to  effect  the  skin  and 
cord.  It  would  take  anywhere  from  four  to  six 
hours  for  the  skin  and  cord  to  become  stained. 
If  the  distress  started  two  hours  before  delivery, 
it  would  be  impossible  for  the  baby  to  show  the 
clinical  picture  of  distress  at  the  time  it  did. 

Dr.  Stone.— Fetal  distress  undoubtedly 

started  before  evidence  of  hypoxia  was  clinically 
demonstrated  by  meconium-stained  amniotic 
fluid.  I think  that  it  is  accepted  that  even  under 
normal  conditions  the  division  between  adequate 
and  inadequate  oxygenation  of  the  fetus  at  term 
is  a narrow  one.  Placental  insufficiency  can  be 
seen  in  premature,  term,  or  postdate  labor. 
Experimentally  at  least,  regression  of  the  gesta- 
tional process  at  term  and  beyond  has  been 
shown  to  occur  with  adverse  effects  on  the  fetus 
in  somatic  growth,  oxygen  availability,  and  sur- 
vival. Is  not  the  incidence  of  such  placental  in- 
sufficiency higher  in  postmature  cases? 

Dr.  Gold. — Statistics  are  a double-edge 
sword,  and  you  all  know  what  Mark  Twain  said 
about  statistics.  He  said,  “There  are  liars,  darn 
liars,  and  statisticians  \”  We  have  done  some 
work  in  Brooklyn  on  postdate  labor,  and  we  have 
noted  that  there  is  no  difference  in  perinatal 
mortality  between  patients  who  deliver  two 
hundred  ninety-five  days  plus  and  those  who  de- 
liver at  term.  Why  some  patients  go  into  labor 
beyond  the  expected  date  of  confinement  by 
fourteen  plus  days,  I do  not  know.  I noted  that 
when  Dr.  Gordon  read  his  protocol,  we  determined 
the  three  hundred  and  three  days  by  counting 
from  the  last  menstrual  period  on  May  23,  and 
the  expected  date  of  confinement  was  set  for 
April  30.  But  what  type  of  menstrual  history 
did  this  patient  have? 

Dr.  Gordon. — She  had  a normal  monthly  pat- 
tern every  twenty-seven  days. 

Dr.  Gold. — In  our  clinic  the  incidence  of 
postdate  labor  is  2.6  per  cent  with  the  expected 
date  of  confinement  having  been  determined  by 
Xaegle’s  rule.  But  Xaegle’s  rule  in  our  study  is 
only  applied  to  those  patients  who  are  regular, 
normal,  and  rhythmic  menstruators.  The  min- 
ute the  patient  goes  into  the  five-to-six-week, 
two-to-three-month  type  cycle,  we  can  no  longer 
apply  Xaegle’s  rule  and  maintain  any  normalcy. 


Also,  when  we  review  the  prevalency  of  postdate 
labor  throughout  the  world,  we  find  a low  of  2 per 
cent  to  a high  of  30  per  cent,  but  in  some  cases 
there  were  no  statistics  about  the  type  of  cycle, 
and  in  those  studies  we  get  a higher  incidence. 
The  type  of  cycle  is  very  important  if  we  are  to 
determine  whether  the  patient  really  went  four- 
teen plus  days  beyond  her  expected  date  of  con- 
finement. In  our  study  we  had  no  increase  in 
perinatal  mortality,  no  maternal  mortality,  and 
but  one  antepartum,  intrauterine  fetal  death.  I 
feel  that  Clifford  made  a wonderful  contribution 
to  the  pediatric  literature  with  his  description  of 
“the  little  old  man,”  but  I think  that  physiologic 
senility  of  the  fetus  can  occur  at  any  stage  of 
gestation.  There  is  no  increase  in  the  stillborn 
rate,  total  perinatal  mortality  rate,  or  operative 
delivery  rate  for  postdate  babies  according  to  our 
published  data  from  Brooklyn. 

Visitor. — What  is  the  relationship  of  large 
babies  to  postmaturity? 

I)r.  Gold.- — We  compared  our  statistics  with 
Cornell’s  for  a two-year  study,  and  the  bugaboo 
of  big  babies  being  more  prevalent  in  the  postdate 
syndrome  is  just  that.  Their  statistics  were  al- 
most identical  with  ours,  differing  by  only  a small 
per  cent.  At  the  Brooklyn  Jewish  Hospital  in 
our  series  of  postdate  labor,  we  found  that  the 
incidence  of  9-pound  or  over  babies  was  8.1  per 
cent.  Vital  statistics  from  Xew  York  City  show 
a 6.7  per  cent  incidence  of  9-plus-pound  babies  in 
715,000  live  births.  There  is  a report  in  the 
“Green  Journal”  this  month  from  Texas  on  post- 
date labor,  and  the  incidence  of  9-pound  babies 
was  17.7 percent.  Arthur Huntof theMayoClinic 
reports  an  incidence  of  19  per  cent  for  9-pound  or 
over  babies.  His  explanation  was  that  their 
series  was  mainly  composed  of  a homogenous 
group,  all  of  Swedish  extraction,  and  their  aver- 
age over-all  birth  weight  was  1.1  pound  greater 
than  in  the  East.  The  same  most  likely  holds 
true  for  Texas,  especially  since  they  say  that  they 
are  the  biggest  state  and  the  best  state  so  why 
shouldn’t  they  have  the  biggest  babies. 

Dr.  Stone. — I would  like  to  point  out  that  Dr. 
Clifford  makes  clear  that  postmaturity  and  large 
babies  are  not  synonymous  or  necessarily  asso- 
ciated. 

Dr.  Zelson. — I read  an  article  today  by  Des- 
mond et  al.  on  the  problem  of  meconium  staining, 
and  it  stated  very  clearly  that  approximately  10 
per  cent  of  full-term,  normal  babies  were  found  to 
have  amniotic  fluid  that  was  stained.  In  the 
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control  group  the  mortality  rate  was  about  one- 
half  that  found  in  the  group  where  amniotic 
fluid  was  stained.  In  the  group  where  the  amni- 
otic fluid  was  stained,  the  morbidity  was  four 
times  as  great  as  in  the  group  where  there  was  no 
meconium  stain.  Is  there  a higher  incidence  of 
such  staining  in  the  postmature  group? 

Dr.  Gold. — We  are  not  stating  that  with  post- 
date labor  we  get  a greater  incidence  of  meco- 
nium-stained amniotic  fluid  in  vertex  presenta- 
tions. That  phenomenon  may  occur  in  pregnancy 
of  any  gestational  age.  We  merely  wish  to  empha- 
size that  this  infant,  during  this  labor,  showed 
this  phenomenon  and  was  in  danger,  and  it  was 
our  job  as  obstetricians  to  do  something  about  it 
rapidly.  This  is  not  a phenomenon  that  attacks 
postdate  labors  per  se.  The  meconium  staining 
is  evidence  of  fetal  distress,  and  we  should  do 
something  about  it.  Ascribing  this  to  a postdate 
labor  is  not  fair. 

Visitor — When  you  say  that  something  should 
be  done  when  you  find  meconium-stained  amni- 
otic fluid  in  vertex  presentations,  what  do  you 
suggest  should  be  the  management  of  the  labor? 
Would  you  suggest  enhancing  labor  with  Pitocin, 
do  a cesarean  section,  or  give  nasal  oxygen  to  the 
mother? 

Dr.  Gold. — This  brings  us  directly  into  the 
controversial  subject  of  the  management  of  fetal 
distress.  While  textbooks  mention  amniotic 
fluid  stained  with  meconium  in  the  vertex  pres- 
entation as  a warning  sign,  they  emphasize  that 
the  fetal  heartbeat,  whether  it  is  rapid  or  too  slow, 
is  more  significant  of  intrauterine  fetal  distress. 
The  fetal  heart  rate  has  been  our  yardstick  for 
performing  radical  measures.  No  one  has  done 
a statistical  study  on  this  particular  phenomenon 
and  its  significance  in  determining  fetal  distress. 
It  is  being  found  that  meconium-stained  amniotic 
fluid  in  vertex  presentation,  irrespective  of  the 
fetal  heart  rate  during  labor,  is  a much  more  sen- 
sitive index  of  what  is  happening  to  that  fetus  in 
utero.  In  Brooklyn  at  the  State  University 
Hospital,  in  a five-year  period,  tabulations  of  the 
fetal  heart  and  presence  of  meconium-stained 
amniotic  fluid  were  made.  Fetal  heart  changes 
did  not  influence  perinatal  mortality  unless  they 
were  noted  to  be  marked  or  severe.  The  presence 
of  meconium  in  a vertex  presentation  during  labor 
did  influence  the  perinatal  mortality  rate  mark- 
edly. As  a result  of  this  statistical  finding,  as  yet 
unpublished,  we  are  being  more  radical  and  we 
section  primiparas  who  are  not  fully  dilated  when 


they  show  this  evidence  of  fetal  distress  before 
serious  heart  rate  changes  occur.  We  attempt  to 
stimulate  and  augment  labor  with  intravenous 
Pitocin  in  multiparity  or  if  we  think  the  cervix 
will  dilate  rapidly;  otherwise  we  also  section 
multiparas  who  show  meconium-stained  amniotic 
fluid. 

Dr.  Stone.- — What  has  been  the  result  of  these 
sections  as  far  as  perinatal  mortality  is  concerned? 

Dr  Gold. — That  is  a good  question.  How- 
ever, I cannot  give  you  exact  statistics  at  this 
time. 

Visitor. — In  these  cases  of  meconium  staining 
I agree  that  this  is  a sign  to  be  alert  and  to  watch 
carefully,  but  I would  like  to  make  a plea  for 
conservatism.  Certainly  if  you  rupture  the  mem- 
branes and  find  meconium,  it  is  a clue  to  be  alert. 
I think  it  is  even  a good  idea  to  rupture  mem- 
branes to  get  this  clue.  If  there  is  just  meconium 
staining,  I would  not  worry  too  much,  but  if  the 
meconium  is  very  thick,  I would  worry  more. 
If  the  fetal  heart  changes  too,  I would  worry 
most  of  all.  I would  not  be  in  too  much  of  a 
hurry  because  of  the  possible  loss  of  the  baby. 
We  should  also  consider  the  mother.  I had  my 
only  maternal  mortality  doing  a section  when 
there  were  signs  of  fetal  distress. 

Dr.  Stone. — I would  like  to  ask  Dr.  Gold  a 
somewhat  more  specific  question.  Should  preg- 
nancy be  terminated  in  the  overdue  patient? 
If  so,  by  what  method? 

Dr.  Gold. — I feel  that  in  having  gone  a little 
afield  to  discuss  fetal  distress,  we  have  confused 
the  issue.  I want  to  go  on  record  right  now  in 
stating  that  we  never  do  anything  other  than 
allow  labor  to  take  its  normal  course  in  cases  that 
are  postdate.  The  question  of  evidence  of  fetal 
distress  is  completely  separate  from  postdate 
labor.  I have  written  and  now  state  that  a case 
of  postdate  labor  should  be  handled  and  managed 
no  differently  than  one  of  normal  gestational  age. 
I have  taken  issue  and  will  again  with  many 
studies  in  the  literature,  when  the  patient  is  con- 
sidered postdate  without  regard  to  menstrual 
histories.  I think  we  should  have  the  security 
of  our  obstetric  judgment  and  follow  these  pa- 
tients weekly,  examine  them  rectally,  determine 
the  quality  of  the  cervix  and  determine  engage- 
ment. We  should  not  attempt  anything  with  a 
cervix  that  is  unripe.  If  we  have  engagement, 
50  per  cent  effacement,  and  2 cm.  plus  dilatation, 
I would  have  no  objection  to  elective  induction  in 
the  postdate  patient  if  the  obstetrician  is  jittery. 
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Dr.  Stone. — I can  only  heartily  agree  with 
Dr.  Gold’s  statements  regarding  the  criteria  for 
induction.  My  only  additional  comment  is  that 
I believe  vaginal  examinations  rather  than  rectal 
examinations  should  be  utilized  to  determine  the 
presence  of  these  criteria.  I think  we  should  now 
hear  from  Dr.  Zelson  concerning  the  pediatric 
implications  of  postmaturity. 

Dr.  Zelson. — According  to  Clifford  in  his  ex- 
cellent descriptive  article  on  the  subject,  85  per 
cent  of  the  3 to  5 per  cent  postmatures  die  in 
utero.  Thus,  although  we  accept  the  existence 
of  postmaturity,  it  does  not  constitute  a fre- 
quently encountered  pediatric  problem.  I per- 
sonally have  never  seen  the  typical  postmature 
second  and  third  stage  type  of  case  described  by 
Clifford,  although  I have  seen  a similar  picture  in 
premature  and  term  babies  as  a result  of  anoxia. 
From  my  point  of  view,  the  problem  is  basically 
one  of  prolonged  anoxia  in  a newborn  infant. 

Dr.  Gordon. — Dr.  Zelson,  do  you  believe  that 
this  problem  is  related  to  placental  insufficiency? 

Dr.  Zelson. — Yes,  as  it  has  been  stated  by  J. 
H.  Smith,  physiologically  the  fetus  depends  for 
its  growth  and  normal  development  on  an  ade- 
quate supply  of  nutrients  and  oxygen  from  the 
mother  through  the  placental  circulation.  There 
is  no  reserve  of  oxygen  and  its  availability  under- 
goes a series  of  changes  as  pregnancy  progresses. 
This  was  first  shown  by  Bancroft  in  his  work  with 
sheep  and  goats  demonstrating  that  the  young 
died  in  utero  if  carried  much  beyond  term.  Oxy- 
gen studies  of  survivors  revealed  markedly  hy- 
poxic blood  levels.  Bancroft  and  associates, 
working  with  rabbits,  demonstrated  decreasing 
oxygen  saturation  in  the  pregnant  uterus  as  term 
approaches  and  fetal  anoxia  if  the  pregnancies 
were  prolonged  beyond  term.  Walker  studied 
oxygen  levels  at  elective  cesarean  sections,  demon- 
strating a decreased  oxygen  saturation  to  critical 
levels  at  term  and  beyond.  It  is  interesting  to 
speculate  as  to  what  would  happen  to  the  fetus  if, 
as  pregnancy  progressed,  the  oxygen  saturation 
continued  at  a high  level.  Would  we  get  giant 
babies?  It  is  possible  that  some  of  the  large  in- 
fants that  we  see  in  the  overdate  pregnancies 
may  be  due  to  a placenta  that  has  not  lost  its 
ability  to  transfer  an  adequate  supply  of  nutrients 
and  oxygen. 

Visitor. — In  a review  by  Dr.  Nesbitt  and  in 
several  articles  he  quotes,  we  can  divide  the  work 
done  into  two  categories,  the  statistical  study  and 
the  physiologic  study.  Dr.  Gold’s  work  is  very 


well  known  as  is  the  work  of  Virginia  Hill,  Racker, 
and  Clifford  on  the  controversy  we  are  faced  with. 
The  physiologic  studies  have  been  limited  to  ani- 
mals. Dr.  Nesbitt  quotes  work  and  results  which 
were  directly  opposed  to  work  done  by  Walker. 
Dr.  Christine  in  London  has  done  more  cases  than 
reported  by  Walker  and  Nesbitt  and  states  that 
more  work  has  to  be  done  on  this  problem. 

Dr.  Stone. — I would  like  to  emphasize  that 
the  results  of  animal  experimentation  cannot  be 
automatically  transferred  to  the  problem  in  the 
human. 

Visitor. — Why  is  there  no  problem  in  multi- 
parity  compared  to  primiparity? 

Dr.  Gold. — That  is  only  Dr.  Clifford's  finding. 
I discussed  this  with  Dr.  Clifford  and  I can  only 
state  that  there  is  no  satisfactory  answer  at  the 
present  time. 

Visitor.- — If  postmaturity  is  analogous  to 
prematurity  and  the  management  of  labor  is  of 
such  great  importance,  what  type  of  anesthesia  is 
suggested? 

Dr.  Schmookler,  Department  of  Anesthesia, 
New  York  Medical  College — Metropolitan  Medical 
Center. — The  anesthesia  in  management  of  the 
so-called  postmature  babies  should  be  no  different 
than  the  management  of  normal  term  pregnan- 
cies. In  cases  where  there  is  evidence  of  hypoxia, 
special  attention  must  be  paid  to  providing  ade- 
quate oxygen  and  minimal  sedation  to  the  mother 
and  infant.  Regional  or  conduction  anesthesia, 
therefore,  would  be  the  more  likely  choice  in  the 
hypoxic  case. 

Dr.  Slobody. — Postmaturity  is  not  synony- 
mous with  prematurity,  although  from  the  obstet- 
ric point  of  view  they  could  very  well  be  handled 
in  the  same  way.  I feel  that  one  can  have  evi- 
dence of  hypoxia,  whether  it  is  in  a premature, 
postmature,  or  normal  full  term  and  would  man- 
age all  in  exactly  the  same  way.  I agree  with 
Dr.  Gold  on  one  point,  that  is,  to  have  meconium- 
stained  fluid  in  vertex  presentation  is  evidence  of 
rather  severe  hypoxia.  I disagree  on  two  points. 
Before  one  gets  evidence  of  meconium-stained 
fluid  it  is  possible  that  one  would  get  changes  in 
the  fetal  heart  rate.  This  has  been  shown  in 
studies  with  sheep.  Changes  in  the  fetal  heart 
rate  do  occur  before  other  more  severe  evidence 
of  hypoxia.  Also,  I do  believe  Dr.  Clifford's  ob- 
servations are  valid  and  that  there  is  a postmatu- 
rity syndrome. 

We  have  not  considered  here  the  morbidity 
aspects  as  well  as  we  might  because  of  the  time 
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available.  The  late  effects  of  postmaturity  on 
the  development  of  mental  retardation,  cerebral 
palsy,  epilepsy,  and  other  neurologic  disorders  will 
be  determined  by  subsequent  follow-up  studies. 

Dr.  Stone. — The  time  is  almost  up  and  I 
would  like  to  summarize  some  of  the  salient  points 
brought  out  in  this  most  interesting  conference. 
There  are  apparently  diametrically  opposed  views 
indicating  that  further  study  is  needed.  The 
work  of  Dr.  Gold  and  others  would  tend  to  show 
that  postmaturity  is  no  problem.  The  work  of 
many  of  the  English  obstetricians  supported  by 
some  basic  work  on  placental  function  suggest 
that  this  is  a most  important  problem.  One 
must  keep  in  mind  that  not  all  postdate  infants 
are  postmature,  although  most  postmature  in- 


fants are  probably  postdate.  I think  we  agree 
that  a sjmdrome  of  placental  insufficiency  does 
exist  which  may  give  rise  to  the  clinical  picture  of 
the  “little  old  man”  as  described  by  Clifford. 
However,  the  same  clinical  end  result  has  been 
seen  in  premature  and  in  term  deliveries.  We 
are  also  agreed  that  postmaturity  and  large  babies 
are  not  synonymous.  Even  if  we  accept  the  con- 
cept of  postmaturity  as  a pathologic  entity,  it  is 
important  to  bear  in  mind  that  the  fetal  mortality 
figures  are  low  for  this  small  group  of  cases. 
Therefore,  it  seems  wise  to  continue  to  teach  that 
the  best  policy  is  a “hands  off”  one.  In  the  pres- 
ence of  the  combination  of  fetal  distress  and  post- 
date baby  we  may  have  an  indication  for  termina 
tion  of  the  pregnancy. 


Charcot  Spine 


Charcot  spine,  which  is  probably  more  common 
than  reports  indicate,  is  usually  the  result  of  tabes 
dorsalis.  Contributing  to  the  difficulty  of  diagnosis 
is  the  fact  that  standard  serologic  tests  may  be 
negative. 

The  authors  present  two  cases  in  both  of  which 
routine  tests  were  negative  but  Treponema  pal- 
lidum immobilization  (TPI)  tests  were  reactive. 
Only  one  of  these  cases  admitted  to  a history  of 
syphilis.  Pathology  of  a Charcot  spine  consists  of 
destruction  in  the  early  phases,  followed  by  second- 


ary reactive  sclerosis  and  attempts  at  repair. 
Since  fusion  procedures  almost  always  fail,  treat- 
ment is  conservative.  These  cases  are  highly 
susceptible  to  surgical  infection  despite  antibiotics. 
Most  patients  remain  ambulatory  after  the  applica- 
tion of  indicated  braces,  body  casts,  or  corsets. 
The  authors  add  that  surgery  should  be  considered 
only  in  relatively  young  and  markedly  disabled 
patients. — Howard  M.  Rosenblatt,  M.D.,  and  Sher- 
man S.  Coleman,  M.D.,  Quarterly  Bulletin,  Winter, 
1956 
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A Case  of  Cashing's  Syndrome  with  Mental  Symptoms 


HERBERT  BERGER,  M.D.,  F.A.C.P.,  STATEN  ISLAND,  NEW  YORK 


( From  the  Department  of  Internal  Medicine,  Richmond  Memorial  Hospital,  and  the  Berger  Medical  Group) 


Physicians  have  long  recognized  that  certain  of 
our  patients  are  made  ill  as  a result  of  un- 
pleasant situations  in  their  environment.  In  the 
days  before  modern  diagnosis  and  therapy  the 
physician’s  weapons  against  these  complaints  were 
largely  admonitions  of  one  sort  or  another,  personal 
interest,  and  kindness.  These  served  to  alleviate 
distressing  symptoms  by  turning  the  patient’s  in- 
terest elsewhere.  Our  grandfathers  prescribed  a 
new  baby  for  practically  every  emotionally  dis- 
turbed woman  under  forty-five  and  an  ocean  trip  or  a 
visit  to  a spa  to  those  patients  who  could  afford  to 
pamper  themselves  to  this  extent.  Their  eco- 
nomically less  fortunate  patients  were  urged  to  find  a 
hobby  or  an  interest  to  take  up,  with  religion  or  some 
other  outlet  for  their  excessive  emotional  energy. 
In  recent  years  this  variety  of  illness  and  its  study 
has  been  called  psychosomatic  medicine.  The  term 
has  gained  considerable  acceptance,  despite  the 
feeling  of  many  physicians  that  it  has,  perhaps,  un- 
fortunate connotations  in  the  minds  of  our  patients. 
The  word  “psycho”  to  the  layman  means  insanity. 
Perhaps  neurosomatic  might  have  been  a better 
appellation.  More  recently  Dr.  Selye1  of  Montreal 
has  coined  the  words  “stress  reaction”  and  has  gone 
on  to  show  that  organic  illnesses  can  originate  from 
unresolved  frustration  via  the  pituitary  adrenal  axis. 

I am  sure  that  every  physician  has  been  struck 
with  the  possibility  that  the  reverse  may  be  true  as 
well.  Some  of  the  psychic  symptoms  that  our 
patients  manifest  may  be  caused  by  organic  disease. 
Failure  to  find  relief  and  fear  of  pain,  disability,  or 
death  may  initiate  frustrations  which  may,  in  turn, 
cause  neurotic  or  psychoneurotic  symptoms. 

Perhaps  this  description  of  an  illustrative  case  will 
emphasize  the  obverse  side  of  the  psychosomatic  coin. 

Case  Report 

A forty-five-vear-old,  white  female  had  noticed 
increasing  irritability,  easy  fatigability,  many  head- 
aches, and  severe  emotional  responses  to  minor 
crises  in  her  life  for  the  past  four  or  five  years. 
These  symptoms,  which  were  labeled  by  both  the 


patient  and  her  family  as  eccentricities,  culminated 
in  an  acute  series  of  symptoms  which  was  diagnosed 
as  a “nervous  breakdown.”  She  consulted  several 
physicians  in  turn  and  was  admitted  to  two  hospitals. 
In  each  of  these,  studies  failed  to  reveal  an  organic 
cause  for  her  symptoms.  There  were  frequent 
periods  of  crying,  headaches,  exhaustion,  and  possi- 
ble loss  of  contact  with  reality.  The  condition  was 
diagnosed  as  a neurosis  in  one  instance  and  a psycho- 
neurosis in  two  others.  She  received  two  series  of 
over  15  sessions  of  electrotherapy.  More  recent- 
ly she  had  prolonged  psychiatric  interviews  with 
some  attempts  at  narcoanalysis.  Since  she  failed  to 
respond  to  any  of  these  approaches  to  her  symptoms, 
the  question  of  eventual  commitment  of  t his  woman 
to  a mental  institution  was  entertained  by  her 
psychiatrist  and  presented  to  her  family. 

The  family  history  added  nothing  but  perhaps  a 
little  more  confusion  to  the  picture.  The  patient 
lived  alone  with  her  mother,  a moderately  emotional 
woman  who  seemed  devoted  to  her  daughter  ami 
anxious  to  help  her  in  any  way  possible.  The 
father,  a hypertensive,  had  died  some  years  ago  of  a 
cerebrovascular  accident. 

The  patient  had  been  married  in  her  late  twenties. 
This  marriage  was  unsuccessful  and  had  terminated 
in  divorce  eight  years  ago.  The  patient  explained 
that  her  husband’s  attraction  to  her  physically, 
mentally,  and  sexually  was  short  lived.  She  had 
found  little  or  no  pleasure  in  her  husband’s  com- 
pany. Her  marital  relationships  were  an  onerous 
chore.  He  subsequently  found  an  interest  outside 
of  the  home  which  caused  them  to  separate  for 
some  years  prior  to  the  divorce. 

She  argued  and  feuded  with  other  members  of  the 
family.  She  deprecated  the  efforts  of  those  of  her 
coworkers  who  failed  to  achieve  perfection. 

Hypertension  had  been  discovered  five  years 
previously  and  apparently  had  failed  to  respond  to  a 
variety  of  medicaments.  Her  father’s  hypertension 
made  this  patient’s  blood  pressure  seem  a natural 
inherited  characteristic. 

The  patient  had  a sense  of  fullness  and  occasion- 
ally even  pain  after  meals.  Several  gastrointestinal 
series  had  revealed  no  evidence  of  ulcer,  but  she  did 
find  relief  in  alkalis  and  in  food,  particularly  milk. 
She  had  put  herself  on  a regime  of  frequent  feedings 
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since  she  was  most  comfortable  under  these  circum- 
stances. There  had  been  no  periods  of  diarrhea  nor 
were  there  any  symptoms  attributable  to  the  liver, 
biliary  tract,  or  pancreas. 

The  cardiogram  was  reported  within  normal 
limits  on  several  occasions.  She  had  never  been  in 
heart  failure,  and  there  was  no  dyspnea.  She 
attributed  some  of  her  headaches  to  the  high  blood 


Fig.  2.  Patient’s  face  round,  full,  and  flabby. 


pressure. 

There  were  no  urinary  symptoms.  Menopause 
had  occurred  eight  tears  previously  at  the  age  of 
thirty-seven.  She  attributed  many  of  her  present 
symptoms,  particularly  her  nervousness,  to  the  early 
cessation  of  her  periods.  She  had  none  of  the  usual 
vasomotor  symptoms  of  “change  of  life.”  There 
were  no  significant  respiratory  symptoms. 

Her  past  history  included  a series  of  increasingly 
intense  emotional  incidents  over  the  past  fifteen 
years. 

The  essential  features  of  her  physical  examination 
included  an  apprehensive,  rather  heavy,  florid 
female,  5 feet  3 inches  tall,  and  weighing  163  pounds. 

The  face  had  an  unusual  amount  of  dark,  stiff 
hair.  This  hirsutism  was  to  be  found  everywhere 
but  in  greatest  abundance  on  the  chest,  abdomen, 
and  thighs.  The  pubic  hair  had  a masculine  dis- 
tribution extending  up  to  the  naval.  There  were 
numerous  acne  scars  over  the  back,  and  several 
areas  of  pustular  acne  were  present  at  the  time  of  the 
first  examination.  There  were  several  small  striae 
over  the  left  iliac  crest.  These  were  not  deep  purple 
in  color  and  could  be  seen  only  in  a strong  light  (Fig. 
1).  The  face  was  rounded  and  full  (Fig.  2).  The 
musculature  of  the  entire  body  was  very  flabby. 
The  body  was  proportionately  larger  than  the  limbs. 

There  was  questionable  enlargement  of  the  clitoris, 
and  bimanual  examination  of  the  uterus  showed  the 
organ  to  be  infantile  in  size.  The  ovaries  were  not 
palpable. 

There  had  been  no  change  in  the  patient’s  voice 
within  the  past  five  years.  It  was  high  and  feminine 
as  it  always  had  been. 

The  heart  was  enlarged  on  fluoroscopy,  and  the 
blood  pressure  was  220/130. 

The  eye  grounds  showed  some  tortuosity  of  the 
arteries  with  thickening  of  their  walls  and  narrow- 
ness of  their  caliber.  There  were  no  hemorrhages 
or  exudates.  There  was  arteriovenous  nicking. 

Blood  count  was  8,800  leukocytes  of  which  51 
per  cent  were  polymorphonuclears.  There  were  no 
eosinophils.  Lymphocytes  were  49  per  cent. 
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Fig.  3.  Enlarged  adrenals  removed  at  operation. 


There  was  a diabetic  glucose  tolerance  curve  of 
138,  216,  196,  190,  190,  and  180.  The  serum 
potassium  was  4.6  mEq.  and  serum  sodium  148  mEq. 
Three  determinations  of  17-ketosteroid  excretion  in 
the  urine  were  made.  All  of  these  fell  within  normal 
limits,  13,  17,  and  14.  Unfortunately,  facilities  for 
determining  the  11-oxy steroids  were  not  available. 

X-ray  examination  of  the  long  bones  disclosed  a 
moderate  degree  of  osteoporosis.  There  was  no 
enlargement  of  the  sella  turcica.  An  effort  was 
made  to  identify  a possible  adrenal  tumor,  but  flat 
abdominal  plates  and  intravenous  pyelograms 
showed  no  displacement  of  either  kidney.  The 
patient  was  far  from  cooperative,  and  air  insufflation 
in  an  effort  to  demonstrate  a perirenal  mass  was 
deemed  inadvisable. 

Benzodioxzine,  histamine,  and  Regitine  tests 
failed  to  disclose  the  presence  of  pheochromo- 
cytoma.  Neither  of  these  materials  affected  the 
blood  pressure  in  any  way. 

The  symptoms  and  findings  as  well  as  the  labora- 
tory examinations  suggested  that  this  patient  suf- 
fered from  adrenocortical  hyperplasia,  or  Cushing's 
Syndrome. 

Treatment. — “Medical  adrenalectomy”2  with 
cortisone  was  attempted.  This  failed  almost  at 
once  since  the  patient 's  psychotic  symptoms,  which 
were  by  far  the  most  important  features  of  this  ill- 
ness, became  so  intensely  aggravated  that  it  seemed 
as  though  we  would  be  unable  to  manage  her  without 
forcible  restraint. 

As  the  patient’s  general  psychic  state  worsened, 
some  more  radical  form  of  therapy  seemed  indicated. 
Therefore,  we  determined  to  explore  both  the 
adrenals  for  possible  tumor  and  both  the  ovaries  to 
rule  out  the  possibility  of  arrhenoblastoma.  All 
four  of  these  organs  had  to  be  examined  to  rule  out 
carcinoma  or  tumor  prior  to  the  removal  of  either  or 
all  of  them. 

The  transperitoneal  approach  of  Cahill3  was 
adopted.  The  patient  received  100  mg.  of  intra- 
muscular cortisone  per  day  for  three  days  prior  to 
operation.  She  received  10  mg.  of  desoxycorti- 
costerone  acetate  intramuscularly  on  the  day 
prior  to  operation.  As  soon  as  anesthesia  had  been 
induced,  a continuous  intravenous  was  set  up  with 
5 per  cent  dextrose  and  20  units  of  regular  insulin. 


Norepinephrine,  as  Levophed,  was  prepared  and 
connected  to  the  dextrose  with  a Y tube  so  that  it 
could  be  introduced  at  a moment’s  notice.  Normal 
saline  was  infused  slowly  into  the  opposite  arm. 

At  operation,  performed  by  Dr.  Homer  Skinner, 
all  four  of  the  organs  were  examined,  and  tumor 
could  not  be  demonstrated  grossly  in  either  of  the 
adrenals  or  in  either  of  the  ovaries.  The  adrenals 
were  extremely  large,  (Fig.  3),  and  it  was  then 
decided  to  do  a bilateral  adrenalectomy  and  to 
remove  both  ovaries  as  well  to  be  certain  to  exclude 
a possible  arrhenoblastoma. 

The  blood  pressure  was  watched  constantly,  and 
the  first  adrenal  was  removed  without  mishap. 
Following  the  ligation  of  the  adrenal  vein  50  mg.  of 
cortisone  were  injected  intramuscularly.  The  blood 
pressure  was  not  affected  at  this  point,  continuing  at 
230/120.  When  the  second  adrenal  was  exposed, 
the  surgeon  clamped  the  adrenal  vein.  The  blood 
pressure  dropped  precipitously  to  100/80.  As  soon 
as  he  released  the  vessel  the  pressure  again  resumed 
its  previous  high  level.  Levophed  was  then  infused, 
and  the  adrenal  vein  was  compressed  again.  It  was 
held  until  a pressure  of  150  systolic  could  be  main- 
tained with  16  drops  of  Levophed  per  minute.  The 
material  was  infused  at  this  rate  as  the  second 
adrenal  was  completely  removed.  On  completion 
of  this  stage  of  the  operation  150  mg.  of  cortisone 
were  injected  intramuscularly.  The  ovaries,  which 
had  been  explored  previously,  were  now  removed 
through  a small  incision  in  the  lower  midline. 

Postoperative  Course. — For  three  days  it  was 
necessary  to  continue  the  constant  administration  of 
Levophed  in  order  to  maintain  the  patient’s  blood 
pressure  at  150/90.  The  need  for  this  material 
seemed  very  variable.  There  were  periods  when 
pressure  would  drop  precipitously  to  90/70,  and  on 
one  occasion  it  dropped  to  60/40.  There  were  other 
periods  when  even  without  pressor  substances  the 
patient  was  able  to  maintain  a pressure  of  130  to  150 
systolic  and  90  to  100  diastolic.  She  received  100 
mg.  of  cortisone  daily  intramuscularly  for  the  first 
three  days,  which  was  then  reduced  to  80  and  subse- 
quently to  70,  60,  and  40  mg.  per  day.  Injections 
of  aqueous  DOCA  were  given  daily  in  10-mg.  doses 
until  the  fourth  day  when  it  was  possible  to  give  this 
material  by  linquets  in  5-mg.  doses  three  times 
daily.  The  regime  was  followed  for  one  week  at 
which  time  she  received  a repository  dose  of  50  mg. 
of  desoxycorticosterone  trimethylacetate1  which  she 
now  receives  at  monthly  intervals.  During  the 
entire  preoperative  and  postoperative  period  she 
received  large  doses  of  estrogen  with  a salutary  effect 
on  the  osteoporosis.  She  was  kept  on  a high  sodium 
diet  which  approached  13  Gm.  daily. 

Twelve  months  after  her  discharge  from  the  hos- 
pital the  patient  was  receiving  a monthly  injection 
of  50  mg.  of  desoxycorticosterone  trimethylacetate 
and  1 mg.  of  estrogen  daily  by  mouth.  She  con- 
tinued to  take  50  mg.  of  cortisone  acetate  in  divided 
doses  by  mouth  each  day.  For  the  first  few  weeks 
she  received  5 mg.  of  reserpine  four  times  daily  and 
25  mg.  of  chlorpromozine  hydrochloride  four  times 
daily  as  tranquilizing  agents.  These  were  later 
discontinued. 
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Fig.  4.  Patient’s  appearance  at  last  examination. 


The  most  gratifying  feature  of  this  experience  was 
the  complete  disappearance  of  all  of  the  mental 
symptoms  which  originally  caused  this  patient  to 
present  herself.  She  returned  to  a responsible  posi- 
tion as  a legal  stenographer  and  is  happily  occupied 
with  this  task. 

Her  family  reports  that  she  is  good  natured  and 
pleasant.  She  has  become  helpful  around  the  house 
and  has  a wide  variety  of  normal  interests. 

Tests  of  adrenal  cortical  activity  prove  that  the 
adrenal  tissue  was  removed  in  full.  A dose  of  25 
mg.  of  Lyophilized  ACTH  was  given  intravenously 
to  test  its  effect  on  the  circulating  eosinophils. 
Prior  to  the  injection  of  ACTH,  350  cells  per  cu.  mm. 
were  present,  and  the  same  number  were  found  four 
hours  later. 

A more  effective  test  is  the  eight -hour  intravenous 
infusion  of  this  material  as  suggested  by  Jenkins 
et  al.,b  but  she  is  now  so  well  that  I could  not  persuade 
her  to  re-enter  a hospital.  Consequently,  the  test 
was  repeated  using  40  units  of  ACTH  gel  in  two 
doses  at  twelve-hour  intervals  with  eosinophil  and 
17-ketosteroids  studies  done  before  and  after. 
There  were  no  significant  changes  in  either  of  these. 
The  17-hydroxycorticoids  or  1 1-oxysteroids  have  not 
been  determined,  since  facilities  were  not  available. 
The  glucose  tolerance  test  is  flat  116,  146,  132,  120, 
and  120. 

Although  the  patient  feels  well,  she  still  has  some 
hirsutism  and  a body  configuration  similar  to  that 
which  characterized  her  appearance  preoperatively. 
This  is  something  of  a disappointment.  The  muscu- 
lature is  better,  since  she  has  a normal,  higher  blood 
potassium  since  the  operation.  The  sodium  has  also 
been  normal  on  each  of  four  postoperative  deter- 
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Fig.  5.  Point  4 shows  point  at  which  adrenals  were 
removed. 


minations. 

Perhaps  some  change  may  appear  later,  or  possi- 
bly she  is  too  old  to  expect  a satisfactory  change  in 
her  habitus.  She  now  appears  as  in  Fig.  4 (July, 
1956).  Another  possible  cause  of  the  persistence  of 
some  of  these  masculine  signs  is  the  amount  of 
replacement  therapy  she  is  still  receiving.  Possibly 
the  cortisone  and  DOCA  can  be  further  reduced  in 
the  future  with  some  feminizing  changes  in  her  hair 
and  fat  distribution. 

Her  gastric  disorder,  which  behaved  clinically  so 
much  like  an  ulcer,  although  this  was  never  demon- 
strated radiologically,  has  disappeared.  Selye1 
reported  ulcer  as  a concommitant  finding  in  adrenal 
hyperplasia  originated  by  stress.  Whether  this 
patient  had  an  ulcer  or  nervous  indigestion,  the 
gastric  symptoms  are  no  longer  present. 

Coin  men  t 

It  can  be  hypothecated  that  stress  was  the  original 
cause  of  the  adrenocortical  hyperplasia  and  that  this 
in  turn  caused  the  Cushing’s  syndrome,  aggravating 
the  psychic  symptoms  that  originally  caused  the 
stress  to  appear.  Perhaps  the  truth  lies  in  a cyclic 
explanation  of  these  phenomena.  As  in  any  vicious 
cycle,  once  it  is  broken  at  any  point  the  circle  is 
disrupted  and  the  symptoms  disappear. 

Our  cure  was  effected  by  taking  out  the  adrenals 
at  point  4 in  Fig.  5.  Perhaps  the  failure  of  cortisone 
therapy  to  depress  the  production  of  ACTH  with 
relief  of  the  presenting  symptoms  was  due  to  its 
enhancement  of  the  steroid  effect  at  point  5 in  Fig.  5, 
with  consequent  increasing  psychosis  and  more 
stress.  Possibly  pituitary  stimulation,  which  is 
known  to  occur  with  low  levels  of  circulating  adrenal 
steroids  (hydrocortisone,  aldosterone,  and  DOCA) 
continued  because  the  body  cells  were  taking  up  the 
excessively  produced  steroids  so  rapidly  that  there 
was  little  left  in  the  blood.6  Therefore,  the  absence 
of  circulating  steroids  might  stimulate  the  pituitary 
to  produce  more  ACTH.  Such  a cyclic  phenomenon 
would  persist  until  the  body  cells  were  satiated  with 
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steroids.  Then  the  adrenal  cortical  hormones  could 
be  expected  to  accumulate  in  the  blood  and  thereby 
stop  the  pituitary  gland  from  producing  more  ACTH. 
Much  of  this  is  hypothesis,  and  vve  do  not  know  why 
satiation  of  the  cells  never  appeared  in  this  patient 
with  self-limitation  of  ACTH  elaboration. 


Conclusions 

One  wonders  after  a review  of  this  patient’s  his- 
tory how  often  this  type  of  situation  appears  in 
medical  practice.  How  many  of  our  chronically  ill 
patients  develop  frustrations  because  of  an  illness 
which  is  not  responding  to  therapy?  We  have  been 
prone  to  label  all  of  these  as  psychosomatic,  and 
probably  many  of  them  are.  But  on  the  other  hand, 
one  has  some  difficulty  in  identifying  the  carts  from 
the  horses.  Perhaps  a better  concept  for  this  type 
of  disease  woidd  be  to  picture  these  circumstances 
much  as  in  this  nontechnical  diagram. 


Stress 


Psychoneuroses 


w 


Organic  disease 


Note  that  this  cyclic  equation  may  progress  in 
either  direction  and  that  organic  disease  is  not 
necessarily  originated  in  psychic  stimuli  but  that  the 
reverse,  as  in  this  case,  is  just  as  possible.  We  see  a 
similar  situation  in  pellagra  where  a vitamin  defi- 
ciency may  produce  mental  symptoms.  Is  it  not 
probable  that  the  intractable  diarrhea  of  ulcerative 
colitis  may  be  so  frustrating  to  the  patient  that 
mental  sympti  ms  appear  which  are  the  result 
rather  than  the  cause  of  the  colonic  pathology?  Or, 
as  in  the  equation,  may  not  the  reaction  run  in  either 
direction  or  in  both  simultaneously?  Possibly  as 
our  knowledge  develops  we  may  call  this  state  the 
somatopsychosomatic  cycle. 

7440  Amboy  Road 
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The  Treatment  of  Prophylaxis  of  Subacute  Bacterial  Endocarditis 


Bactericidal,  rather  than  bacteriostatic,  action  is 
apparently  necessary  for  a favorable  outcome  in 
treating  subacute  bacterial  endocarditis-.  Arrest 
of  bacterial  growth  with  subsequent  disposal  of  the 
organisms  by  natural  bodily  defenses — sufficient  in 
most  infections — are  not  sufficient  here:  prevention 
of  relapse  depends  on  elimination  of  all  surviving 
organisms  from  the  endocardial  focus.  Penicillin 
and  streptomycin,  which  have  bactericidal  proper- 
ties against  the  chief  offenders  in  this  entity, 
remain  the  primary  therapeutic  weapons.  Preven- 
tion, of  course,  is  the  ideal  approach,  and  in  all 


susceptible  persons  measures  should  be  taken  to 
forestall  bacteremia  from  the  great  variety  of 
potential  sources:  tooth  extraction,  surgical  and 
diagnostic  procedures  involving  the  genitourinary 
tract,  spontaneous  delivery,  oral  surgery,  or,  in 
fact,  any  procedure  that  traumatizes  a mucosal 
surface  exposed  to  bacteria.  Dr.  Ray  A.  Van 
Ommen,  Cleveland  Clinic,  goes  into  some  detail  in 
discussing  the  bacteriology,  treatment,  and  preven- 
tion of  endocardial  infection. 

— Cleveland  Clinic  Quarterly,  January,  1957 
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Meckel's  Diverticulum  with  Accessory  Distal  Diverticulum 

WALTER  R.  GILLETTE,  JR.,  M.D.,  AND  PAUL  E.  ZOLTOWSKI,  M.D.,  F.A.C.S.,  WAVERLY,  NEW  YORK 
( From  the  Department  of  Surgery , Tioga  County  General  Hospital) 


\ n accessory  diverticulum  of  a Meckel’s  di- 
verticulum is  an  exceedingly  rare  condition. 
On  reviewing  the  literature  we  were  able  to  find 
only  one  other  case  of  this  type  reported  in  the 
literature.1  Because  of  its  unusual  nature  we  feel 
that  this  case  warrants  publication. 

Case  Report 

A twenty-six-year-old,  white  female  was  admitted 
to  the  surgical  service  of  the  Tioga  County  General 
Hospital  on  May  3,  1956,  with  the  chief  com- 
plaint of  severe  pain  in  the  lower  midline  of  the 
abdomen  of  twenty-four  hours  duration.  The 
patient’s  last  menses  was  February  12,  1956,  and 
there  was  no  history  of  vaginal  bleeding  until  onset 
of  present  illness.  With  the  severe  lower  midline 
pain  there  was  also  severe  pain  in  the  right  lower 
quadrant  of  the  abdomen  associated  with  minimal, 
dark  reddish-brown  vaginal  spotting.  The  re- 
mainder of  the  systemic  review  was  negative. 

Physical  examination  revealed  a well-developed, 
well-nourished,  twenty-six-year-old,  white,  multip- 
arous female  who  appeared  moderately  acutely  ill. 
The  vital  signs  were  within  normal  limits.  Positive 
findings  on  physical  examination  revealed  a well- 
healed  appendectomy  scar.  There  was  marked 
tenderness  in  the  suprapubic  region  and  also  in  the 
lowermost  portion  of  the  right  lower  abdominal 
quadrant.  Pelvic  examination  revealed  marked 
tenderness  on  motion  of  the  uterus  and  in  the  right 
adnexal  region.  The  uterus  was  somewhat  enlarged 
and  softer  in  consistency  than  normal;  no  mass  was 
palpated,  but  there  was  a small  amount  of  dark  red- 
dish blood  in  the  vaginal  canal.  Laboratory  findings 
were  as  follows:  Urinalysis  revealed  a trace  of  al- 
bumin, specific  gravity  1.023,  and  an  occasional  red 
blood  cell  and  10  to  12  white  blood  cells  per  high- 
power  field.  There  were  4,500,000  red  blood  cells, 
hemoglobin  14.3  Gm.  (91  per  cent),  and  white  blood 
cells  16,900  with  differential  count  of  12  per  cent 
stabs,  83  per  cent  segmentals,  4 per  cent  lympho- 
cytes, and  1 per  cent  eosinophils. 

The  patient  was  observed  for  a period  of  approxi- 
mately six  days  during  which  there  was  persistence 
of  her  pain  and  a moderately  elevated  white  blood 
count.  Because  of  increasing  pain  in  her  right  lower 
abdominal  (adnexal)  region  with  development  of 
rigidity,  the  patient  was  taken  to  surgery  on  May  9, 
1956,  with  a preoperative  diagnosis  of  right  tubal 
ectopic  pregnancy.  At  the  time  of  surgery  the  uterus 
was  found  to  be  enlarged  to  approximately  the  size 
of  a two-month  pregnancy.  The  adnexa  was  normal 
except  for  the  presence  of  a large  hemorrhagic  cyst 
of  the  right  ovary.  Approximately  2 feet  from  the 
ileocecal  valve  a small  Meckel’s  diverticulum  of 
unusual  shape  was  found  which  did  not  reveal  any 


inflammatory  reaction  grossly.  The  hemorrhagic 
ovarian  cyst  was  resected  along  with  the  Meckel’s 
diverticulum. 

Postoperativelv  the  patient’s  course  was  unevent- 
ful, and  she  was  discharged  on  the  tenth  postopera- 
tive day.  To  date  her  pregnancy  has  progressed 
satisfactorily,  and  she  has  remained  asymptomatic. 

The  gross  pathology  report  revealed  a specimen 
consisting  of  a pouchlike  structure  measuring  1.4 
cm.  in  length  and  about  1 cm.  in  diameter.  The 
blind  end  of  the  pouch  presented  a reddish-purple 
indurated  surface.  From  the  blind  end  of  the  pouch 
another  prolongation  about  0.8  cm.  in  length  and 
0.5  cm.  in  diameter  with  similar  appearance  was 
noticed.  The  lumina  of  the  original  pouch  and 
secondary  prolongation  were  continuous,  and  micro- 
scopically they  were  both  lined  with  mucous  mem- 
brane resembling  that  of  the  jejunum.  The  patho- 
logic diagnosis  was  Meckel’s  diverticulum  with  ac- 
cessory distal  diverticulum. 

Comment 

Meckel’s  diverticulum,  as  we  know,  is  the  result 
of  incomplete  obliteration  of  the  vitelline  (omphalo- 
mesenteric) duct.  This  obliterative  process  be- 
gins in  the  fifth  week  of  embryonic  life  and  is  com- 
pleted around  the  seventh  week.  Thus,  failure  of 
this  obliterative  process  may  occur  along  any  or 
all  segments  of  the  duct  and  result  in  many  types 
of  congenital  anomalies.  The  most  common  va- 
riety is  a typical  or  simple  Meckel’s  diverticulum 
which  occurs  when  only  the  segment  adjacent  to 
ileum  fails  to  become  obliterated'.  Thompson2 
described  six  main  types  of  Meckel’s  diverticulum 
in  1937.  An  accessory  diverticulum  of  a Meckel’s 
was  not  described,  although  Wilson3  in  1955  re- 
ported a case  of  diverticulum  of  a Meckel’s  divertic- 
ulum. 

According  to  his  report  he  was  unable  to  find 
any  cases  in  the  literature.  His  case  was  dis- 
covered incidentally  at  the  time  of  laparotomy 
for  abdominal  pain  in  a twenty-nine-year-old  male 
whose  primary  lesion  was  a torsion  of  the  rectum. 
The  Meckel’s  diverticulum  in  his  case  was  2.5  cm. 
in  length  and  1 cm.  in  diameter  at  its  base,  and 
near  the  free  end  of  the  antimesenteric  border 
there  was  a 3-mm.  hillock  which  represented  the 
accessory  diverticulum. 

We  were  unable  to  find  any  other  cases  of  this 
type  in  the  literature.  As  far  as  we  can  determine, 
our  case  is  the  second  case  of  this  type  reported 
and  the  first  reported  which  occurred  in  a female. 
It  is  difficult  to  say  whether  the  accessory  diverticu- 
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lum  is  congenital  or  acquired.  The  accessory 
distal  diverticulum  may  represent  a partially  ol>- 
literated  distal  portion  of  the  Meckel’s  diverticulum 
formed  in  the  early  weeks  of  embryonic  life,  or  it 
may  be  acquired  as  the  result  of  herniation  of  the 
mucosa  through  a weak  point  in  the  diverticulum, 
such  as  where  a blood  vessel  enters  from  its  mesen- 
tery. 


Conclusion 

1 . A case  is  reported  of  a Meckel’s  diverticulum 
with  an  accessory  distal  diverticulum. 

2.  As  far  as  we  can  determine,  our  case  is  the 
second  to  be  reported  in  the  literature. 
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Primary  Varicella  Pneumonia 


Although  pneumonia  due  to  invasion  of  the  lungs 
by  chickenpox  virus  is  not  common,  it  occurs 
oftener  than  varicella  encephalitis  even  though  the 
latter  is  the  more  frequently  recognized  complica- 
tion. Medical  texts  usually  blame  secondary 
bacterial  invasion  for  lung  complications  in  chicken- 
pox,  but  necropsies  reported  in  four  fatal  cases 
revealed  pathologic  evidence  that  varicella  pneu- 
monia more  often  develops  as  a result  of  general  dis- 
semination of  the  chickenpox  lesions.  In  present- 
ing two  cases  (one  fatal)  of  their  own,  the  authors 
review  the  literature,  discuss  clinical  features, 


pathology,  and  treatment.  The  complication  ap- 
pears to  have  a predilection  for  adults,  and  its 
potential  severity  is  indicated  by  the  fact  that  five 
of  the  total  19  cases  so  far  reported  resulted  in 
death.  In  their  first  case  the  authors  used  Ter- 
ramycin  with  apparent  success.  In  the  second  case, 
Achromycin  apparently  was  of  no  avail.  The 
authors  add  that  the  therapeutic  value  of  the 
newer  antibiotics  in  varicella  pneumonia  has  not 
been  established. — Wade  S.  Rizk,  M.D.,  and 
Nathaniel  Jones,  M.D.,  Journal  of  the  Florida 
Medical  Association,  December,  1956 
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CLINICAL  ANESTHESIA 
CONFERENCE 

A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  York  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 


Announcement 


This  is  to  announce  that  the  Clinical  Anesthesia  Conferences  will  be  resumed  in  the  September 
15,  1957,  issue  of  the  Journal. 

We  invite  the  reading  public  to  submit  to  the  editor  case  reports  of  interest  for  possible  inclusion 
and  discussion  in  the  forthcoming  series. 

Merel  H.  Harmel,  M.D.,  Editor 
Clinical  Anesthesia  Conferences 
State  University  of  New  York 
Downstate  Medical  Center 
Department  of  Anesthesiology 
451  Clarkson  Avenue 
Brooklyn  3,  New  York 


Suture  Technic  and  Wound  Healing 


Experiments  on  a series  of  rabbits  indicate  that 
tension  on  the  margins  of  a wound  are  the  critical 
factor  in  healing,  rather  than  the  type  of  suture 
used.  Incisions  closed  without  tension  in  nine 
animals  showed  a higher  tensile  strength  after  five 
days  than  those  in  which  the  skin  had  been  stretched 
in  braces.  Under  like  conditions,  no  difference  was 


demonstrated  between  the  healing  rate  in  inter- 
rupted sutures,  continuous  sutures,  spacing  of 
sutures,  variant  tightness  of  sutures  ( “within  reason- 
able bounds”),  or  by  use  of  plain  forceps  or  toothed 
forceps. 

— Stig  Borgstrom  and  Philip  Sandblom,  Annals 
of  Surgery,  December]  1956 
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Introduction 

The  growth  of  our  country  in  population  and 
industry  is  steadily  multiplying  the  instances 
when  members  of  the  legal  profession  must  avail 
themselves  of  the  experience  and  knowledge  of 
members  of  the  medical  profession  in  the  estab- 
lishment of  legal  rights.  The  science  of  medi- 
cine has  become  an  indispensable  factor  in  the 


functioning  of  courts  of  law  and  of  various  ad- 
ministrative agencies.  Without  the  testimony  of 
doctors,  justice  could  not  be  fairly  administered 
for  their  patients  or  for  the  general  public.  It  is 
appropriate,  therefore,  for  the  two  professions  to 
agree  upon  and  adopt  standards  of  practice  gov- 
erning interprofessional  conduct  as  an  aid  in  the 
development  of  efficient  and  ethical  cooperation 
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between  their  members.  Such  cooperation  is 
essential  for  the  adequate  protection  of  the  legal 
rights  of  their  respective  clients  and  patients  and 
of  their  own  and  the  public’s  interest.  For  this 
purpose  the  principles  and  procedures  set  forth  in 
the  following  Standards  of  Practice  are  approved. 

General 

These  standards  are  founded  upon  principles  in 
the  canons  of  ethics  of  the  New  York  State  Bar 
Association,  the  Principles  of  Professional  Con- 
duct of  the  Medical  Society  of  the  State  of  New 
York,  and  in  the  law  of  the  land.  These  stand- 
ards contemplate  the  development  of  a clearer 
understanding  between  doctors,  lawyers,  patients 
and  clients  of  their  related  problems  in  the  es- 
tablishment of  their  respective  rights  and  the  dis- 
charge of  their  respective  duties.  Inasmuch  as 
the  confidence  which  an  individual  has  in  his  at- 
torney and  in  his  physician  contributes  much  to 
the  successful  functioning  of  the  professional  rela- 
tionship, care  should  be  taken  to  protect  that  con- 
fidence. The  doctor  should  refrain  from  giving 
advice  on  the  law  to  his  patient  and,  in 
testifying  as  a witness,  should  not  assume  the  role 
of  an  advocate.  The  lawyer  should  refrain  from 
giving  medical  advice  to  his  client  and  should  let 
medical  testimony  come  from  doctors. 

It  is  for  the  physician  to  determine  the  actuality 
or  probability  of  fact  pertaining  to  his  patient’s 
condition.  It  is  for  the  attorney  to  determine 
how  and  under  what  circumstances  such  facts  are 
to  be  appropriately  presented. 

A physician  should  never  advise  on  the  amount 
of  damages  a patient  should  seek  to  recover. 
The  proper  province  of  his  professional  advice  is 
the  extent,  degree,  or  percentage  of  illness,  in- 
jury, disability,  or  similar  judgments  based  upon 
his  professional  knowledge  of  the  case.  He  is  not 
expected  to  understand  technical  rules  of  legal 
liability,  of  evidence,  or  of  trial  technics.  The 
latter  are  the  exclusive  province  of  the  attorney. 

When  the  lawyer  is  first  consulted,  he  should 
explain  to  his  client  that  a written  report  may  be 
needed  from  the  doctor,  that  a conference  with 
the  doctor  may  be  essential,  and  that  the  doctor 
may  be  needed  as  a witness.  The  lawyer  should 
further  explain  that  such  report,  conference,  or 
testimony  may  or  will  involve  a charge  for  the 
doctor’s  time  and  that  such  charge  must  not  be  a 
contingent  one  dependent  on  the  outcome  of  the 
case  but  will  be  an  item  of  expense  to  be  paid  by 
the  client,  although  the  lawyer  may  advance  the 


payment  as  a necessary,  reimbursable  expense  in 
Ins  preparation  of  the  case.  This  is  the  time  for 
the  lawyer  to  get  his  client’s  written  authoriza- 
tion to  see  the  records  of  the  doctor  and  of  the 
hospital  and  to  obtain  other  information  from  the 
doctor. 

Because  of  the  doctor’s  privileged  position  in 
society  and  his  special  knowledge  of  his  patient, 
he  has  a duty  to  society  and  to  his  patient  to  as- 
sist the  latter  and  his  lawyer  not  only  by  furnish- 
ing information  to  the  lawyer  but  also  by  testifj- 
ing  in  court  as  to  the  medical  facts  and  his  opinion 
concerning  them. 

Records 

Doctors. — The  doctor  should  bear  in  mind 
that  his  records  of  a patient,  especially  when  the 
latter  has  been  injured  in  an  accident,  may  be 
used  in  a law  suit  to  support  or  rebut  the  doctor's 
testimony  as  a witness.  Original  records  should 
be  accurate,  complete,  and  dated.  Should  al- 
terations, additions,  or  deletions  be  necessary, 
they  should  be  dated  and  explained  in  the  rec- 
ords. The  lawyer  should  examine  such  records 
after  first  having  obtained  his  client's  written 
authorization  to  do  so. 

Hospital. — The  lawyer,  with  cooperation,  if 
necessary,  from  the  doctor,  should  examine  all 
pertinent  hospital  records  after  first  having  ob- 
tained his  client’s  written  authorization  to  do  so. 

Medical  Reports 

Since  practically  all  personal  injury'  cases  are 
settled  out  of  court  on  the  basis  of  medical  re- 
ports, they  should  be  comprehensive. 

Prior  to  a conference  with  the  doctor,  the  law- 
yer should  obtain,  read,  and  analyze  any  avail- 
able medical  reports  bearing  on  the  case  and 
should  acquire  sufficient  knowledge  of  the  case  so 
that  he  can  explain  to  the  doctor  the  latter's  role. 
It  is  the  lawyer’s  responsibility  to  inform  the  doc- 
tor as  to  the  scope  which  a requested  medical  re- 
port should  cover,  giving  sufficient  instructions 
as  to  the  purpose  of  the  report  and  as  to  the  items 
on  which  information  is  desired.  It  is  the  doc- 
tor’s responsibility  to  comply  as  fully  and  promptly 
as  possible  with  the  request  for  a medical 
report.  Undue  delays  in  providing  medical  re- 
ports, bearing  on  a patient’s  legal  rights,  may 
prejudice  the  patient’s  opportunity,  either  as  to 
settlement  or  disposal  of  the  problem,  and  thus 
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create  possible  further  expense,  worry,  and  even 
the  loss  of  important  testimony.  Witnesses  may 
die  or  facts  become  obscure  as  the  time  elapses. 
Since  the  doctor  should  not  divulge  information 
about  his  patient  to  anyone  without  proper 
authorization,  the  lawyer  should  obtain  such 
authorization  for  the  doctor. 

The  following  are  suggested  steps  which  will 
help  lawyers  in  obtaining,  and  physicians  in  pre- 
paring, good  medical  reports. 

A.  The  Lawyer. 

1.  No  lawyer  should  ever  expect  a physician 
to  make  a written  report  concerning  the  condi- 
tion of  a patient,  or  a party  referred  to  a phy- 
sician for  an  examination,  unless  and  until  the 
lawyer  advises  the  physician,  preferably  in  writ- 
ing, as  to  the  type  of  information  required. 

2.  A request  for  a written  report,  accom- 
panied by  a written  authorization  from  the 
patient,  should  ask  for  most  or  all  of  the  items 
listed  below.  The  report  should : 

(a)  Indicate  how  and  when  the  injury  is 
claimed  to  have  been  incurred. 

(b)  Give  history,  including  complaints 
made  by  party  examined. 

(c)  Give  past  history,  particularly  in  cases 
involving  aggravation  of  pre-existing  condi- 
tion or  cases  where  previous  injury  or  illness 
is  suspected. 

(d)  Indicate  whether  partial  or  complete 
examination  is  desired  and  whether  special 
studies  such  as  laboratory  work,  diagnostic 
x-rays,  or  consultation  are  permitted  at  the 
examining  physician’s  discretion. 

(e)  Give  a specific  diagnosis. 

(/)  State  whether  disability,  if  any,  is 
temporary  or  permanent  and  give  a progno- 
sis. 

( g ) Indicate  whether  physician  believes 
that  a re-examination  is  necessary  to  arrive 
at  a prognosis,  or  to  testify  concerning 
party’s  condition. 

( h ) Give  the  cost  of  treatment  to  date  and 
estimate  the  cost  of  future  treatment,  if  such 
is  required. 

In  his  request,  the  lawyer  should  indicate  the 
number  of  copies  desired.  He  should  also  re- 
affirm any  previous  arrangement  concerning  fees. 

B.  The  Physician. 

The  essential  items  in  a medical  report  are: 

1 . Patient's  name 

2.  Patient’s  age 

3.  First  visit  or  contact  (date) 


4.  Patient’s  versiovt,  of  accident. — Physician 
should  give  a short  report  of  essential  facts  as 
related  by  the  patient. 

5.  Findings  (objective).- — The  objective 

tests  performed,  the  results  of  the  tests,  and  any 
unusual  observations  from  examination  are  con- 
sidered by  the  court  as  objective  findings.  The 
specific  parts  of  the  body  should  be  mentioned 
in  which  symptoms  were  observed. 

6.  Symptoms  (subjective) . — When  there  is  no 
positive  evidence  that  the  patient  is  malinger- 
ing, he  should  be  given  the  benefit  of  the  doubt. 
Physicians  often  omit  small  details  which  may 
have  a vital  bearing  on  later  serious  complica- 
tions. For  example,  brief  unconsciousness  and 
minor  hematoma  on  the  head  may  be  precur- 
sors to  traumatic  epilepsy.  Vertigo,  nausea, 
and  headaches  not  existing  before  the  accident 
should  be  included  in  the  report.  Nervousness 
and  shock,  generally  present  after  most  in- 
juries, should  be  noted,  as  definite  traumatic 
neurosis  may  follow.  Through  recording  and 
enumerating  all  subjective  symptoms,  not  only 
is  the  patient  helped,  but  also  defense  of  the 
diagnosis  is  justified  if  there  is  an  unusual 
change  in  the  patient’s  condition. 

7.  Special  diagnostic  tests. — The  results  of 
all  tests  (including  x-ray)  should  be  given,  as 
well  as  the  names  of  the  physicians,  technicians, 
or  laboratories  making  the  tests. 

8.  Diagnosis. — A complete  but  concise  diag- 
nosis should  be  given,  stating  reasons.  Minor 
symptoms  should  not  be  overlooked.  If  there 
is  no  definite  evidence  of  malingering  and  the 
symptoms  are  medically  acceptable,  the  patient 
should  be  given  the  benefit  of  the  doubt.  A 
too  conservative  report  can  aid  the  defense  in 
minimizing  the  plaintiff’s  injuries  and  in  at- 
tacking the  treatment  given  and  time  spent  by 
the  physician  as  unjustified. 

9.  Treatment. — All  treatment  should  be  de- 
scribed exactly  as  given.  This  statement  in- 
cludes treatment  at  the  scene,  in  the  office,  in  the 
home,  or  at  the  hospital.  Everything  done 
should  be  listed— medication,  diathermy, 
physical  or  mental  therapy,  operations,  splints, 
casts,  and  the  like.  The  name  of  the  hospital, 
if  any,  should  be  given  and  the  length  of  time 
of  hospitalization. 

10.  Prognosis. — This  statement  is  most  im- 
portant because  it  provides  the  basis  for  de- 
manding recompense  for  the  patient.  Its  pur- 
pose is  to  give  the  lawyer  information  as  to 
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possible  future  suffering  or  consequences,  as  a 
result  of  the  injury.  This  statement  is  espe- 
cially material  in  cases  involving  minors  or  in- 
competents, since  such  cases  must  go  through 
the  courts  before  settlement  can  be  made. 

Conferences 

The  physician  and  the  attorney  should  always 
confer  relative  to  the  common  problems  presented 
in  a particular  case.  Such  conferences  should  be 
arranged  in  advance  of  a court  or  other  hearing  at 
the  mutual  convenience  of  each,  in  full  apprecia- 
tion that,  to  each  profession,  time  is  of  the  utmost 
importance.  No  physician  and  no  attorney 
should  be  required  to  spend  unnecessary  time  in 
arranging  or  attending  such  a conference.  The 
attorney  who  knows  and  understands  the  prog- 
ress of  his  client’s  case,  the  conflict,  if  any,  of  its 
medical  aspects,  and  the  probability  of  settle- 
ment or  trial  should  determine  the  necessity  of  a 
conference.  The  physician  shall  feel  obliged  to 
point  out  anything  which  he  believes  will  be  help- 
ful in  presenting  the  patient’s  case  as  well  as  the 
weaknesses  in  the  opposing  medical  theories  or 
testimony. 

It  is  unfair  to  the  patient-client,  the  physician, 
and  the  cause  of  justice  to  present  a medical 
witness  who  has  not  first  conferred  with  the  at- 
torney and  who,  therefore,  may  lack  a full  ap- 
preciation of  the  significance  to  the  case  of  the 
particular  evidence  he  is  being  asked  to  give.  It 
is  equally  obvious  that  the  attorney  is  less  able  to 
represent  the  full  interest  of  his  client  where  he 
has  not  had  the  advantage  of  full  conferences  with 
the  physician  in  advance  of  presenting  the  case. 

Before  the  conference  the  doctor  should  review 
any  medical  texts  and  authorities  which  he  will 
cite.  At  the  conference  the  lawyer  should  make 
clear  to  the  doctor  the  nature  of  the  legal  proceed- 
ings in  which  the  client-patient  is  involved,  the 
nature  and  purpose  of  the  particular  case,  and 
how  the  medical  testimony  is  applicable  to  the 
case.  The  doctor  should  have  on  hand  all  of 
his  records  of  the  patient  and  copies  of  all  other 
available  medical  records  and  reports  and  any 
medical  references  which  he  may  wish  to  cite. 
He  should  summarize  the  patient’s  history  and 
the  diagnosis,  treatment,  and  prognosis.  The 
attorney  should  review  for  the  doctor  his  prospec- 
tive testimony  and,  when  deemed  advisable, 
should  cross-examine  the  doctor  to  give  him  a 
better  understanding  of  what  may  take  place 


when  he  testifies.  The  attorney  should  make 
sure  that  the  doctor  understands  the  nature  of 
the  proceeding  in  which  he  will  testify,  the  pur- 
pose of  his  qualification  as  a witness,  the  necessity 
of  explaining  medical  terms  to  the  judge  or  jury, 
the  purpose  of  a hypothetical  question  if  one  may 
be  involved,  the  degree  of  certainty  with  which 
any  medical  opinion  is  to  be  expressed,  and  the 
proper  use  of  textbooks  and  other  medical  au- 
thorities by  the  doctor  and  by  opposing  counsel. 

Testimony 

Preliminary  Arrangements. — Although  the 
doctor  testifies  in  the  proceeding  as  a witness  and 
may,  therefore,  be  subpoenaed,  the  lawyer  should 
arrange  with  the  doctor  and,  when  possible,  with 
the  court,  for  reasonable  notice  to  the  doctor  as  to 
the  time  when  he  should  be  present  to  testify, 
such  as  by  keeping  the  doctor  advised  by  tele- 
phone as  to  the  progress  of  the  case  on  the  court 
calendar  and  as  to  the  time  when  he  will  be 
needed  once  the  case  has  started.  The  doctor 
should  make  reasonable  efforts  to  cooperate  with 
the  lawyer  in  such  arrangements.  The  doctor 
should  bring  to  court  his  records  relating  to  the 
case.  When  the  doctor  appears  in  the  court 
room,  the  lawyer  should  call  him  to  the  stand  and 
release  him  as  quickly  as  possible.  The  doctor, 
however,  should  be  aware  that  the  procedure  in 
the  court  room  is  subject  to  the  control  of  the 
judge. 

The  Physician  As  a Witness. — The  medical 
witness  should  remember  that  his  testimony  is 
not  intended  to  impress  or  edify  but  to  explain. 
If  it  does  not  explain  and  does  not  clarify  the  is- 
sues of  a particular  case,  it  has  not  truly  per- 
formed its  function.  His  testimony  should  be 
presented  in  language  understandable  to  the  court 
and  the  jury. 

Direct  Examination. — The  doctor  should  be 
prepared  to  testify  in  detail  as  to  his  qualifica- 
tions to  give  the  medical  testimony  for  which  he 
has  been  called  as  a witness  and  as  to  the  matters 
covered  by  the  medical  records  and  reports  and 
the  conferences  mentioned  above.  Whenever  he 
uses  a technical  or  medical  term,  he  should  be  pre- 
pared to  explain  it  carefully  and  fully.  The 
lawyer  should  not  attempt  to  elicit  opinion  evi- 
dence from  the  doctor  unless  the  doctor  has  agreed 
to  give  his  opinion  as  an  expert  witness. 

Cross-examination. — Opposing  counsel  may 
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properly  cross-examine  the  doctor  with  respect  to 
his  qualifications,  his  fees,  and  any  other  financial 
interest  he  may  have  in  the  case,  the  accuracy  of 
his  memory,  his  records,  the  soundness  of  his 
diagnosis,  prognosis,  and  other  opinions,  and  any 
other  facts  properly  bearing  on  the  weight  and 
credibility  of  his  testimony. 

Compensation 

It  is  impossible  to  establish  a rule  governing 
physician’s  fees  in  all  cases.  Many  misunder- 
standings concerning  fees  could  be  avoided  by  a 
prior  conference  between  the  physician  and  his 
patient,  or  the  lawyer  calling  the  physician  as  a 
witness. 

A.  Agreements  as  to  Compensation. — It  is  al- 
ways preferable  to  agree  in  advance  as  to  the  fees 
to  be  charged,  either  with  the  patient  or  with  the 
attorney  calling  the  physician  as  a witness,  if 
this  is  possible.  Under  no  circumstances  may  a 
physician  charge  a fee  which  is  contingent  upon 
the  outcome  of  the  litigation  concerning  which  he 
makes  an  examination  or  testifies. 

B.  Reports  to  Attorney  for  Physician's  Patient. 
— The  doctor's  charge,  if  any,  for  the  written 
report  shall  not  be  contingent  on  the  outcome  of 
the  litigation  and  shall  be  a reasonable  one  based 
on  the  time  involved  in  preparing  the  report  and 
on  any  other  factors  which  govern  the  doctor’s  fee 
to  that  patient.  The  lawyer  in  a proper  case  may 
advance  the  payment  for  this  charge  as  a neces- 
sary reimbursable  expense.  If  the  lawyer  does 
not  advance  the  payment,  he  should  use  his  good 
offices  to  see  that  the  charge  is  paid  by  his  client. 

If  the  physician  is  required  to  make  an  addi- 
tional examination  or  is  required  to  obtain  or  in- 
terpret records  not  in  his  possession,  the  physician 
should  feel  free  to  make  an  additional  charge  for 
the  time  and  professional  services  required. 

C.  Report  on  Person  Referred  for  Examination 
Only. — Where  an  examination  and  report  con- 
cerning a person  referred  for  examination  only  is 
requested,  the  doctor  should  either  make  such  a 
charge  as  is  customary  in  his  particular  field  for 
such  examination  and  report  or  make  , a charge 
consistent  with  the  amount  of  time  and  extent  of 
professional  services  involved. 

D.  Conference  Before  Trial. — The  doctor’s 
charge,  if  any,  shall  be  a reasonable  one,  based  on 
the  time  consumed  in  the  conference  and  its 
preparation  and  on  any  other  factors  which 
govern  the  doctor’s  fee  to  that  patient.  The 
lawyer,  in  a proper  case,  may  advance  the  pay- 


ment for  this  charge  as  a necessary,  reimbursable 
expense.  If  the  lawyer  does  not  advance  the  pay- 
ment, he  should  use  his  good  offices  to  see  that 
the  charge  is  paid  by  his  client. 

E.  Trial  Appearances. — The  law  provides 
that,  without  other  compensation  than  the  usual 
subpoena  fee,  a doctor  who  has  treated  a patient 
may  be  subpoenaed  and  compelled  to  testify  con- 
cerning what  the  doctor  observed  and  did,  al- 
though he  cannot  be  compelled  unwillingly  to 
express  an  expert  opinion. 

In  all  fairness,  however,  the  doctor  should  be 
paid  for  a court  appearance  on  the  same  basis 
applicable  to  his  conference  with  the  lawyer. 
The  amount  and  time  of  payment  of  the  doctor’s 
charge  for  testifying  is  a matter  upon  which  he 
and  the  lawyer  should  agree  in  advance.  If  no 
such  agreement  has  been  reached,  the  doctor  may 
properly  refuse  to  testify  concerning  his  opin- 
ions. 

F.  Expert  Witness  Compensatioyi. — (1.)  The 
physician’s  charge  for  testifying  in  behalf  of  his 
patient  should  be  equal  to  what  he  would  charge 
his  patient  for  the  same  amount  of  time  and  skill 
for  professional  services.  If  he  is  required  to 
prepare  and  testify  as  an  expert  witness  on  behalf 
of  his  patient,  consideration  should  be  given  to 
this  in  fixing  the  compensation. 

(2.)  If  a doctor  is  called  to  testify  as  an  expert 
witness  in  a case  with  which  he  has  had  no  prior 
connection,  he  should  receive  such  compensation 
as  may  be  agreed  upon  with  the  lawyer  represent- 
ing the  party  who  calls  him  as  a witness. 

G.  Responsibility  for  Payment  of  Compensa- 
tion.— The  payment  of  a physician’s  fees  for  ex- 
aminations, reports,  conferences,  and  testimony 
in  connection  with  litigation  is  always  the  obliga- 
tion of  the  patient  or  the  party  to  a court  action. 
It  is  contrary  to  the  Canons  of  Ethics  of  the  legal 
profession  for  a lawyer  to  agree  to  be  personally 
responsible  for  the  costs  of  maintaining  a lawsuit. 
It  is  often  advantageous  to  request  the  patient, 
either  directly  or  through  his  lawyer,  to  permit 
the  lawyer  to  pay  the  physician’s  fee  directly  out 
of  any  recovery  which  may  be  had  in  a particular 
lawsuit.  The  lawyer,  where  he  requests  reports, 
conferences,  or  testimony,  may  advance  the  pay- 
ment for  these  charges  as  necessary,  reimbursable 
expenses.  If  the  lawyer  does  not  advance  the 
payment,  he  should  use  his  good  offices  to  see 
that  the  charges  are  paid  by  his  client. 

Although  it  is  fully  understood  that  under  no 
circumstances  should  the  doctor’s  fee,  or  its  col- 
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lection,  be  contingent  upon  recovery  by  the 
patient,  and  nothing  herein  contained  should  be 
construed  to  indicate  that  such  fee  or  its  collec- 
tion is  in  any  way  contingent  upon  such  re- 
covery, lawyers  should  encourage  their  clients  to 
sign  a medical  legal  authorization  comparable  to 
the  following. 


I, , hereby 

authorize  and  direct , my 


attorney,  or  attorneys,  to  pay  from  the  proceeds 

of  any  settlement  of  my  case  to  Dr 

the  reasonable  amount  of  professional  services  in 
the  treatment  of  injuries  sustained  by  me  and/or 
my  wife  and/or  my  child  or  children,  as  the  case 

may  be,  in  an  accident  which  occurred  on 

19.  . said  payment  to  include  professional  serv- 
ices heretofore  rendered  and  those  rendered  to  the 
time  of  the  settlement  of  my  case  for  the  treat- 
ment of  said  injuries. 

Conclusion 

Each  profession  is  obligated  by  its  own  stature 
to  respect  and  honor  the  calling  of  the  other. 
One  who  has  chosen  to  be  a physician  or  an  at- 
torney and  has  been  found  competent  to  be  such 


by  appropriate  authorities  is  vested  with  high 
responsibilities  and  privileges  to  enable  him  to 
serve  the  public  with  honor,  with  dignity,  and 
with  effectiveness. 

These  standards  of  practice  are  intended  as  a 
guide  to  the  attainment  of  the  best  in  interpro- 
fessional conduct  and  practice.  They  are  not 
necessarily  of  a binding  character,  nor  can  they 
be  detailed  to  cover  every  circumstance.  It  is 
hoped,  however,  that  every  physician  and  at- 
torney practicing  in  New  York  State  will  abide 
by  the  spirit  as  well  as  the  letter  of  these  prin- 
ciples. 

County  medical  societies  and  bar  associations 
are  strongly  urged  to  implement  these  standards 
by  adapting  them  to  local  situations.  It  is  rec- 
ommended that  standards  of  practice,  similar  to 
those  contained  herein,  be  drawn  up  and  ap- 
proved by  medical  and  legal  groups  at  the  local 
level. 

In  order  to  keep  these  standards  of  practice 
constantly  alive  and  practical,  they  will  be  re- 
evaluated and  reaffirmed  periodically  by  repre- 
sentatives of  the  Medical  Society  of  the  State  of 
New7  York  and  the  New  York  State  Bar  Associa- 
tion. 


Prednisolone-Hydroxyzine  Combination  in  Rheumatoid  Arthritis 


Because  of  the  recognized  emotional  component 
in  rheumatoid  arthritis  and  the  desirability  of 
keeping  steroid  dosage  to  a minimum,  a study  was 
developed  to  test  the  idea  that  combined  steroid- 
ataraxic  therapy  might  be  superior  to  therapy  with 
steroids  alone. 

Accordingly,  effects  of  a combination  of  predniso- 
lone and  hydroxyzine  (Ataraxoid,  Pfizer)  were  ob- 
served over  a period  of  six  months.  Through  use 
of  this  combination,  Dr.  Peter  J.  Warter,  Tren- 
ton, New  Jersey,  says  maintenance  dosages  of  pred- 
nisolone could  be  substantially  reduced  in  12  of 


21  patients  -without  loss  of  therapeutic  effective- 
ness in  any  case,  and  with  continued  improve- 
ment in  most  cases.  Either  clinical  improvement 
of  reduction  of  steroid  dosage,  or  both  were 
achieved  in  18  of  the  21  patients,  while  side  effects 
of  the  steroids  w7ere  generally  diminished  in  in- 
tensity. In  most  cases  a tranquilizing  effect  was 
produced  unaccompanied  by  drowsiness.  Cooper- 
ation of  the  patients  in  managing  their  disease  was 
gained  for  the  first  time  in  many  cases. 

— Journal  of  the  Medical  Society  of  New  Jersey, 
January,  1957 
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Alfred  E.  Cohn,  M.D.,  of  New  York  City  and  New 
Milford,  Connecticut,  died  on  July  20  at  his  home 
at  the  age  of  seventy-eight.  Dr.  Cohn  graduated 
from  Columbia  University  College  of  Physicians  and 
Surgeons  in  1904  and  studied  in  Germany,  Austria, 
and  England  until  1909.  Returning  to  this  country 
he  became  an  associate  in  pathology  at  Mount  Sinai 
Hospital  where  he  made  the  first  electrocardiogram 
in  the  United  States.  In  1911,  Dr.  Cohn  joined  the 
Rockefeller  Institute  and  engaged  in  heart  research 
and  further  development  of  the  electrocardiogram. 
He  became  a member  of  the  Institute  in  1920  and 
retired  in  1944,  although  he  had  continued  his  re- 
search until  his  illness. 

During  World  War  I Dr.  Cohn  served  with  the 
U.S.  Army  Medical  Corps  as  a lieutenant  colonel  in 
the  AEF,  and  during  World  War  II  he  was  special 
adviser  to  the  Board  of  Economic  Warfare.  In  1925 
he  was  visiting  professor  at  Union  Medical  College 
in  Peking,  China.  Dr.  Cohn  was  a member  of  the 
Association  of  American  Physicians,  the  American 
Association  of  Pathologists  and  Bacteriologists,  the 
American  Association  of  Anatomists,  the  American 
Society  for  Clinical  Investigation,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 


Jacques  R.  Fischl,  M.D.,  of  New  York  City,  died 
on  July  24  at  Le  Touquet,  France,  while  on  vacation, 
at  the  age  of  forty-three.  Dr.  Fischl  was  graduated 
from  New  York  University  Medical  School  in  1939 
and  interned  at  Lenox  Hill  Hospital.  He  was 
associate  attending  physician  at  Lenox  Hill  Hospital 
and  associate  attending  physician  in  cardiovascular 
and  metabolic  diseases  at  Lenox  Hill  Hospital  Out- 
patient Department.  Since  1945  Dr.  Fischl  had 
been  chief  physician  for  the  New  York  Yankees 
baseball  team.  A Diplomate  of  the  American 
Board  of  Internal  Medicine,  Dr.  Fischl  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Robert  Samuel  Gilbert,  M.D.,  of  New  York  City, 
died  on  June  25  at  the  age  of  forty-nine.  Dr. 
Gilbert  received  his  medical  degree  from  the 
University  of  Geneva  Faculty  of  Medicine,  Geneva, 
Switzerland,  in  1949  and  interned  at  Mount  Sinai 
Hospital,  New  York  City,  and  Hillside  Hospital, 
Queens.  Dr.  Gilbert  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


F.  Sullivan  Hassett,  M.D.,  of  Elmira,  died  on 
July  6 at  his  summer  home  in  Penn  Yan  at  the  age 
of  fifty-three.  Dr.  Hassett  was  graduated  from  the 
University  of  Rochester  School  of  Medicine  in  1929 
and  interned  at  Strong  Memorial  and  Municipal 
Memorial  Hospitals  in  Rochester.  He  was  attend- 
ing physician  at  the  Arnot-Ogden  Memorial  Hos- 
pital, Elmira,  and  consulting  physician  at  St. 
Joseph’s  Hospital,  Elmira,  where  from  1944  to  1946 
he  served  as  president  of  the  medical  staff  and  for 
ten  years  as  director  of  postgraduate  education. 
Dr.  Hassett  was  president  of  the  medical  conference 
of  the  Rochester  Regional  Hospital  Council  in  1950 
and  1951. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Hassett  was  a member  of  the 
Chemung  County  Medical  Society  of  which  he  was 
a past  president,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Samuel  Moses  Klein,  M.D.,  of  Kew  Gardens,  died 
on  July  24  at  the  age  of  sixty.  Dr.  Klein  was 
graduated  from  New  York  University  and  Bellevue 
Hospital  Medical  School  in  1920.  A Fellow  of  the 
American  College  of  Surgeons,  Dr.  Klein  was  a 
member  of  the  Queensboro  Surgical  Society,  the 
Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Carl  Krenz,  M.D.,  of  Long  Island  City,  died  on 
June  14  at  the  age  of  fifty-seven.  Dr.  Krenz  was 
graduated  from  the  Yale  University  School  of 
Medicine  in  1925.  He  was  associate  attending 
physician  at  Queens  General  Hospital  and  chief 
attending  physician  in  thyroid  diseases  at  Queens 
General  Hospital  Outpatient  Department.  Dr. 
Krenz  was  a member  of  the  Queens  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Francis  D.  Leopold,  M.D.,  of  Buffalo,  died  on 
July  8 at  Buffalo  General  Hospital  at  the  age  of 
sixty-nine.  Dr.  Leopold  was  graduated  from  the 
University  of  Buffalo  School  of  Medicine  in  1914  and 
interned  at  the  old  Erie  County  Hospital.  He  was 
associate  consulting  physician  at  Meyer  Memorial 
Hospital,  consulting  physician  at  Buffalo  General 
Hospital,  and  associate  professor  of  medicine  at  the 
University  of  Buffalo  School  of  Medicine,  where  he 
had  taught  for  twenty-five  years.  A Diplomate  of 
the  American  Board  of  Internal  Medicine  and  a 
Fellow  of  the  American  College  of  Physicians,  Dr. 
Leopold  was  a member  of  the  Buffalo  Academy  of 
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Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Norbert  Lewin,  M.D.,  of  New  York  City,  died  on 
July  8 at  the  age  of  sixty- two.  Dr.  Lewin  received 
his  medical  degree  from  the  Martin  Luther  Univer- 
sity Faculty  of  Medicine  at  Halle,  Germany,  in 
1920.  He  was  senior  clinical  assistant  in  ophthal- 
mology at  Mount  Sinai  Hospital.  Dr.  Lewin  was  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Harry  Lipkin,  M.D.,  of  the  Bronx,  died  on  July  20 
at  the  age  of  sixty-six.  Dr.  Lipkin  received  his 
medical  degree  from  the  College  of  Physicians  and 
Surgeons  of  Baltimore,  Maryland,  in  1914.  He  was 
a.  member  of  the  American  Academy  of  General 
Practice,  the  New  York  Cardiological  Society,  the 
Bronx  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sam  Z.  Maroon,  M.D.,  of  Kingston,  died  on  July 
20  at  his  summer  home  at  the  age  of  forty- three. 
Dr.  Maroon  was  graduated  from  the  University  of 
Cincinnati  College  of  Medicine  in  1940  and  served 
during  World  War  II  with  the  Seventh  Evacuation 
Hospital  in  the  Pacific  area.  He  was  attending 
surgeon  at  Benedictine  and  Kingston  Hospitals. 
A Diplomate  of  the  American  Board  of  Surgery  and 
a Fellow  of  the  American  College  of  Surgeons,  Dr. 
Maroon  was  a member  of  the  Ulster  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Leslie  Moore,  M.D.,  of  Brooklyn,  died  on 
July  18  in  Brooklyn  Hospital  at  the  age  of  eighty. 
Dr.  Moore  was  graduated  from  the  University  of 
Pennsylvania  College  of  Medicine  in  1905  and  in- 
terned at  Brooklyn  Hospital.  During  World  War  I 
he  served  with  the  U.S.  Navy  Medical  Corps, 
attached  to  the  Naval  Base  Hospital  at  Brest, 
France.  Dr.  Moore,  who  had  practiced  for  more 
than  fifty  years  in  Brooklyn,  was  consulting  physi- 
cian at  the  Brooklyn  Hospital.  He  was  a member  of 
the  Brooklyn  Society  of  Internal  Medicine,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

William  Harrison  Price,  M.D.,  of  Shelter  Island 
Heights  and  formerly  of  Brooklyn,  died  on  July 
19  at  his  home  at  the  age  of  eighty.  Dr. 
Price  was  graduated  from  Pulte  Medical  College, 
Cincinnati,  in  1903  and  interned  at  Cumberland 
Hospital,  Brooklyn.  He  had  practiced  in  Brooklyn 
for  fifty  years  until  his  retirement  three  years  ago 
and  had  been  consulting  proctologist  at  Cumberland 
Hospital  and  honorary  attending  proctologist 
at  Peck  Memorial  Hospital. 


William  Marcus  Savedoff,  M.D.,  of  the  Bronx, 
died  on  July  23  at  the  Bronx  Hospital  at  the  age  of 
seventy.  Dr.  Savedoff  received  his  medical  degree 
from  the  University  of  Berlin  in  1914  and  had 
practiced  in  the  Bronx  for  the  past  forty-two  years. 
For  twenty-five  years  he  had  been  on  the  staff  of  the 
Bronx  Hospital.  Dr.  Savedoff  was  a member  of 
the  Bronx  Pediatric  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 


Scott  Lord  Smith,  M.D.,  of  Poughkeepsie,  died  on 
July  30  at  Vassar  Brothers  Hospital  at  the  age  of 
seventy-eight.  Dr.  Smith  was  graduated  from  the 
Columbia  University  College  of  Physicians  and 
Surgeons  in  1906,  interned  at  Roosevelt  Hospital, 
New  York  City,  and  started  practice  in  Pough- 
keepsie in  1910.  From  1932  to  1947  he  was  chief 
of  the  medical  staff  at  Vassar  Brothers  Hospital  and 
in  1946  served  as  president.  He  was  consulting 
physician  at  Vassar  Brothers  Hospital,  Northern 
Dutchess  Health  Center,  Rhinebeck,  and  Sharon 
Hospital,  Sharon,  Connecticut,  and  consulting 
physician  in  internal  medicine  at  Hudson  River 
State  Hospital,  Poughkeepsie. 

In  1953  Dr.  Smith  was  selected  by  Governor 
Dewey  as  New  York  State’s  guest  of  honor  at  the 
conference  of  the  World  Medical  Association  in 
Richmond,  Virginia.  Active  in  medical  society 
affairs,  Dr.  Smith  had  served  as  vice-president  of 
the  Medical  Society  of  the  State  of  New  York  in 
1944,  councillor  of  the  State  Society  in  1954,  and 
former  president  of  the  Dutchess  County  Medical 
Society.  Dr.  Smith  was  also  active  in  the  work  of 
the  Dutchess  County  chapter  of  the  American  Red 
Cross,  serving  as  chairman  of  the  Disaster  Prepared- 
ness and  Relief  Committee,  and  during  World  War 
II  he  was  medical  director  of  the  Dutchess  County 
civil  defense  organization. 

A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College  of 
Physicians,  Dr.  Smith  was  a member  of  the  New 
York  Academy  of  Medicine,  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Frank  Spengler,  M.D.,  of  Baldwinsville,  died  on 
July  16  at  his  home  at  the  age  of  seventy-five.  Dr. 
Spengler  was  graduated  from  the  Syracuse  Univer- 
sity College  of  Medicine  in  1906  and  had  practiced 
in  Baldwinsville  for  more  than  fifty  years.  Dr. 
Spengler  was  a member  of  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Charles  Leonard  Wakeman,  M.D.,  of  Hancock, 
died  on  July  4 at  the  age  of  eighty-four.  Dr. 
Wakeman  was  graduated  from  the  New  York 
Eclectic  Medical  College  in  1896  and  practiced  in 
Locke,  East  Branch,  and  Andes,  where  he  remained 
for  almost  forty  years.  In  1939  Dr.  Wakeman  was 
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honored  in  Andes  by  a community  celebration  for 
his  fifty  years  in  the  practice  of  medicine,  and  in 
1946  when  he  retired  to  Hancock  was  further 
honored  by  the  communities  in  which  he  had 
served.  Dr.  Wakeman  was  a member  of  the  Dela- 
ware County  Medical  Society,  the  Medical  Society 


of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Fred  Zimmerman,  M.D.,  of  Brooklyn,  died  on 
July  19  at  the  age  of  fifty-three.  Dr.  Zimmerman 
was  graduated  from  the  St.  Louis  University  of 
Medicine  in  1930. 


Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Public  Relations  Aspects  of  “ Nursing  As  a Career  Project'' 


rp,HE  Woman’s  Auxiliary  to  the  Medical  Society 
‘ of  the  State  of  New  York  selects  projects  which 
will  help  meet  the  common  needs  of  the  medical  serv- 
ices and  the  people  it  serves.  Individually  doc- 
tors’ wives  have  many  responsibilities  for  the  im- 
provement of  health  and  welfare  in  their  communi- 
ties, and  joined  together  in  an  organization  their 
responsibilities  remain  the  same,  but  the  strength  of 
numbers  and  the  integration  of  purposes  aid  them  in 
fulfilling  their  goals.  This  strength  has  helped 
greatly  in  the  “Nursing  As  a Career  Project,”  and 
the  Auxiliary  hopes  this  year  the  same  strength  will 
bring  even  better  results  than  previously. 

As  the  physicians  recognized  the  increasing  de- 
mands for  nursing  services,  the  Auxiliary  members 
began  the  work  of  promoting  and  interesting  young 
men  and  women  in  selecting  nursing  as  a career. 
At  the  present  time,  the  Auxiliary’s  nurse  recruit- 
ment program  includes  direct  recruitment,  scholar- 
ship funds,  and  Future  Nurses  Clubs.  All  three 
categories  are  excellent  instruments  of  public  rela- 
tions because  they  provide  the  opportunity  for  the 
Auxiliary’s  work  to  stimulate  public  interest  in 
mutual  problems  of  the  medical  profession  and  the 
people.  In  some  localities  other  organizations  have 
become  interested  in  this  universal  problem  and 
have  helped  the  young  people  with  needed  funds 
through  gifts  and  loans  and  sponsoring  of  the  Future 
Nurses  Clubs.  The  cooperation  displayed  by  second- 
ary school  guidance  departments  is  an  outstanding 
example  of  the  sharing  of  such  responsibilities. 


The  Woman’s  Auxiliary  program  is  to  find  young 
women  who  are  willing  to  dedicate  themselves  to  the 
service  of  others  and  to  stimulate  their  interest  in 
nursing  as  a career.  Although  the  Auxiliary  mem- 
bers realize  that  the  nursing  vocation  has  changed 
considerably  in  recent  years,  our  program  stresses 
the  many  opportunities  which  are  available  to  the 
nurse  of  tomorrow.  For  the  distaff  side  of  medicine, 
the  Auxiliary  places  special  emphasis  on  the  role  the 
nurse  plays  as  the  doctor’s  coworker  and  the  tre- 
mendous amount  of  self-satisfaction  experienced  by 
those  engaged  in  bedside  nursing.  As  the  doctor’s 
coworker,  the  bedside  nurse  provides  each  patient 
with  the  care  and  continued  assurance  and  security 
so  necessary  to  the  recovery  of  a sick  body  or  mind. 

At  the  time  this  was  being  written  a radio  an- 
nouncement concerning  a day  cam])  for  children 
stated,  “A  registered  nurse  on  duty  at  all  times  in- 
sures their  good  health.”  This  is  illustrative  of  how 
the  public  looks  upon  the  security  a nurse  provides 
as  a vital  quality  through  the  link  between  medical 
care  and  the  public.  This  announcement  also  shows 
how  some  of  the  nurses  who  formerly  provided  bed- 
side nursing  now  have  a wider  field  for  their  skills 
and  further  illustrates  how  the  Auxiliary  nurse  re- 
cruitment program  continues  to  help  fulfill  a public 
need — a public  relations  project  par  excellence. 

Mrs.  Edward  W.  Briggs,  Jr.,  Chairman 

Public  Relations 
109  North  Brooklyn  Avenue 
Wellsville,  New  York 
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Albany  Medical  College 


Promoted — Dr.  Robert  D.  Whitfield,  associate 
professor  of  surgery,  to  head  the  subdepartment 
of  neurosurgery;  Dr.  William  A.  Milner,  as  associ- 
ate professor  and  head  of  the  subdepartment  of 
urology,  formerly  associate  clinical  professor  and 
acting  head  of  the  subdepartment;  Dr.  John  A. 
Nelson,  from  assistant  professor  of  surgery  to 
associate  professor  of  surgery;  Dr.  William  C.  Kite, 
Jr.,  from  instructor  to  assistant  clinical  professor  of 
neurosurgery;  Dr.  Harvey  Kausel,  from  instructor 
to  assistant  professor;  Dr.  David  I.  Schwartz, 
from  instructor  to  assistant  professor,  and  Dr. 
Paul  M.  Clark  and  Dr.  Fred  E.  Dexter  from  instruc- 
tor to  assistant  clinical  professor  in  the  subdepart- 
ment of  orthopedic  surgery. 

In  the  Department  of  Medicine:  From  instruc- 

tors to  assistant  professors — Dr.  Curtland  C.  Brown, 
Jr.,  Dr.  Dumont  F.  Elmendorf,  Jr.,  Dr.  Paul  F. 
Formel,  Dr.  William  W.  Reidt,  and  Dr.  William 


B.  Scharfman.  From  assistant  in  medicine  to 
instructor — Dr.  Richard  D.  H.  Flaherty,  Dr. 
Sherman  A.  Gates,  Dr.  John  K.  Leach,  and  Dr. 
Patrick  F.  McCormick.  Dr.  Robert  J.  Gilston  was 
named  instructor  in  medicine  and  assigned  to  the 
subdepartment  of  hematology. 

Dr.  James  H.  Cullen,  Dr.  William  P.  Nelson, 
III — also  assistant  dean — and  Dr.  Kenneth  B. 
Olson,  associate  professor  and  head,  subdepartment 
of  oncology,  have  been  promoted  from  assistant 
professors  to  associate  professors  of  medicine. 

Upgraded  to  assistants  in  medicine  were  Drs. 
Michael  R.  Billinson,  John  X.  Forrest,  and  Lawrence 
H.  E.  Smith.  Promoted  from  research  fellows  to 
assistant  instructors  in  medicine  were  Drs.  Edward 
P.  Ginouves  and  John  V.  Skiff,  Jr.,  and  from  junior 
assistants  to  research  fellows  in  medicine:  Drs. 
Thomas  V.  Casey,  Daniel  DeSole,  Edward  Gillie, 
Thomas  Hawkins,  and  Michael  G.  Melas. 


New  York  University  College  of  Medicine 
Promoted — Dr.  Chandler  A.  Stetson,  Jr.,  from  associate  professor  to  professor,  Department  of  Pathology. 


State  University  of  New  York  College  of  Medicine  at  New  J ork  City 


Awarded — Mr.  Charles  David  Swartz,  Brooklyn, 
fourth-year  student  at  the  College,  was  awarded  a 
S500  scholarship  for  research  and  clinical  training 
during  the  summer  by  the  American  Foundation  for 


Allergic  Diseases.  Mr.  Swartz  worked  on  technics 
of  sensitization  of  human  skin  and  participated  in 
a pollen  and  mold  spore  survey  of  Metropolitan  New 
York  under  the  direction  of  Dr.  Max  Grolnick. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Lecturer — Dr.  Lytt  I.  Gardner,  a professor  of 
pediatrics,  presented  three  lectures  at  the  Pan- 
American  Congress  of  Pediatrics  in  August  in  Lima, 
Peru. 

Appointed — Department  of  Medicine:  As  instruc- 


tors— Drs.  Curtis  J.  Fisher  and  Hugh  S.  Fulmer; 
as  clinical  instructors — Drs.  Edward  W.  Schoenheit, 
Jr.,  and  John  J.  Dadey.  Department  of  Pathol- 
ogy— Dr.  Carl  I.  Austin  as  clinical  assistant 
professor  of  pathology.  Department  of  Obstetrics — 
Dr.  Stanley  D.  Leslie  as  clinical  instructor. 


Albert  Eitistein  College  of  Medicine  of  Yeshiva  University 


Graduate  School — A new  graduate  school  for 
advanced  study  and  research  in  the  medical  sciences 
is  being  opened  this  fall.  The  school  will  be  known 
as  the  Sue  Golding  Graduate  Division  of  Medical 
Sciences  and  has  been  made  possible  by  a gift  from 


Samuel  H.  Golding  and  Jerrold  R.  Golding  in 
memory  of  Mrs.  Samuel  H.  Golding.  Courses  will 
be  offered  leading  to  a Doctor  of  Philosophy  degree 
in  anatomy,  biochemistry,  microbiology,  immunol- 
ogy, pathology,  pharmacology,  and  physiology. 
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Course  in  Radioactive  Isotopes  for  Technicians — 

The  Queens  Hospital  Center  will  sponsor  an  eight- 
session  course  in  radioactive  isotopes  for  tech- 
nicians beginning  October  18.  Each  session  will  be 
four  hours  long. 

The  course  is  limited  to  ten  members  and  will  be 
devoted  to  laboratory  technics  in  the  use  of  radio- 
active isotopes.  Sessions  will  be  divided  equally 
between  didactic  lectures  and  laboratory  work. 
The  most  commonly  used  medical  applications  of 
radioactive  isotopes  as  well  as  health  and  safety 
measures  will  be  stressed. 

Requests  for  applications  or  information  should 
be  sent  to  Dr.  Philip  Kahan,  supervising  medical 
superintendent,  Queens  Hospital  Center,  82-68 
164th  Street,  Jamaica  32,  New  York. 

Hill-Burton  Grants — The  Department  of  Health, 
Education,  and  Welfare  reports  that  as  of  June  30 
the  status  of  all  Hill-Burton  grants  for  the  State  of 
New  York  is  as  follows:  Projects  approved  during 
the  past  month  include  Strong  Memorial  Hospital 
in  Rochester  at  an  estimated  total  cost  of  $686,175 
with  an  approved  Federal  share  of  $201,581  and  40 
additional  beds. 

Approved,  but  not  yet  under  construction,  includ- 
ing the  above,  are  87  projects  at  a total  cost  of 
$6,609,489  including  $27,505,613  Federal  contribu- 
tion and  designed  to  supply  5,512  additional  beds. 

Under  construction  are  27  projects  at  a total  cost 
of  $65,797,997  including  Federal  contribution  of 
$8,754,251  and  designed  to  supply  1,335  additional 
beds. 

Completed  and  in  operation  are  ten  projects  at  a 
total  cost  of  $12,991,100  including  Federal  contri- 
bution of  $4,253,834  and  supplying  730  additional 
beds. 

Westchester  Academy  of  General  Practice — 

The  Westchester  Academy  of  General  Practice  in 
conjunction  with  the  New  York  Medical  College  will 
present  a series  of  postgraduate  lectures  from  Oc- 
tober 3 through  December  19.  The  lectures  will  be 
held  at  the  Phelps  Memorial  Hospital,  North 
Tarry  town. 

Additional  information  or  applications  may  be 
obtained  from  Dr.  F rederick  Saunders,  1 South  Lawn 
Avenue,  Elmsford,  New  York. 

Course  in  Electrocardiography — A basic  course  in 
electrocardiography  will  be  given  at  the  Rochester 
General  Hospital  on  Thursday  afternoons  begin- 
ning October  3,  1957,  and  ending  January  16,  1958. 

Information  and  a schedule  of  lectures  may  be 
obtained  from  Dr.  Charles  L.  Steinberg,  chairman 


of  the  postgraduate  educational  committee,  at  the 
Rochester  General  Hospital,  501  Main  Street  West, 
Rochester  8,  New  York. 

Diseases  of  the  Chest — The  Council  on  Post- 
graduate Medical  Education  of  the  American  Col- 
lege of  Chest  Physicians  will  present  three  post- 
graduate courses  on  diseases  of  the  chest  this  fall. 
The  12th  annual  postgraduate  course  will  be  held  at 
the  Hotel  Knickerbocker,  Chicago,  October  21 
through  25;  the  10th  annual  postgraduate  course 
at  the  Park-Sheraton  Hotel,  New  York  City, 
November  11  through  15,  and  the  third  annual 
postgraduate  course  at  the  Ambassador  Hotel,  Los 
Angeles,  December  9 through  13. 

Further  information  may  be  obtained  by  writing 
to  the  Executive  Director,  American  College  of 
Chest  Physicians,  1 12  East  Chestnut  Street,  Chicago 
11,  Illinois. 

New  York  Society  for  Clinical  Ophthalmology — 

Officers  of  the  New  York  Society  for  Clinical 
Ophthalmology  for  the  1957-1958  season  are  as 
follows:  Dr.  Harvey  E.  Thorpe,  president;  Dr. 

Arthur  Linksz,  vice-president;  Dr.  Jesse  M.  Levitt, 
recording  secretary;  Dr.  Leon  H.  Ehrlich,  corre- 
sponding secretary;  Dr.  Henry  M.  Kera,  treasurer, 
and  Dr.  Robert  S.  Coles,  historian.  Committee 
chairmen  include  Dr.  Abraham  Scholssman,  pro- 
gram; Dr.  Alfred  Kestenbaum,  instructive  ses- 
sion; Dr.  Benjamin  C.  Rosenthal,  legislative;  Dr. 
Howard  Agatston,  membership,  and  Dr.  Edward 
M.  Douglas,  industrial.  Dr.  Max  Chamlin,  the 
retiring  president,  has  been  elected  to  the  advisory 
council. 

New  York  University  Film — A nine-minute  sound 
film,  “Rehabilitation  of  the  Patient  with  Flail 
Arms,”  has  been  produced  by  the  Department  of 
Physical  Medicine  and  Rehabilitation  of  New  A’ork 
University  College  of  Medicine  and  is  available  for 
distribution,  it  has  been  announced  by  Dr.  Howard 
A.  Rusk,  professor  and  chairman  of  the  Department. 

“Rehabilitation  of  the  Patient  with  Flail  Arms” 
had  its  premiere  showing  at  the  Fourth  International 
Poliomyelitis  Congress  in  Geneva,  Switzerland, 
July  8 through  12,  and  was  shown  at  the  Seventh 
World  Congress  of  the  International  Society  for  the 
Welfare  of  Cripples  in  London,  July  22  through  26. 
Prints  of  the  film  can  be  purchased  for  $20  from  the 
Institute  of  Physical  Medicine  and  Rehabilitation, 
400  East  34th  Street,  New  A'ork  16,  New  York. 
The  Institute  cannot  handle  the  film  on  a loan  basis. 

Contagious  and  Communicable  Diseases — The 
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New  York  Medical  College-Metropolitan  Medical 
Center  will  present  a postgraduate  course  in  con- 
tagious and  communicable  diseases  under  the  direc- 
tion of  Dr.  Harold  Abramson,  professor  of  clinical 
pediatrics,  from  November  6,  1957,  through  May  28, 
1958.  The  course  consists  of  practical  bedside  in- 
struction, ward  rounds,  laboratory  and  clinical 
procedures,  lectures  and  seminars  covering  basic 
epidemiologic  principles,  and  newer  advancements 
in  the  diagnosis,  differential  diagnosis,  and  treat- 
ment of  children  and  adults  with  contagious  and 
communicable  diseases  of  bacterial,  rickettsial,  and 
viral  origin.  The  course  is  designed  for  the  pedia- 
trician and  the  general  practitioner.  Applications 
should  be  made  to  the  Office  of  the  Dean,  New  York 
Medical  College,  Fifth  Avenue  at  106th  Street, 
New  York  29,  New  York. 


Radiological  Society  The  Northeastern  New 
York  Radiological  Society  elected  the  following 
slate  of  officers  for  the  1957-1958  year:  Dr.  Richard 
Batt,  Glens  Falls,  president;  Dr.  Kencil  Mitton, 


Schenectady,  vice-president,  and  Dr.  Irving  Van 
Woert,  Jr.,  Albany,  secretary-treasurer. 

Pediatric  Section  Officers  -The  following  officers 
have  been  elected  for  the  Pediatric  Section  of  the 
Medical  Society  of  the  County  of  Kings,  Brooklyn, 
for  the  year  1957-1958:  Dr.  Arthur  Ruby,  presi- 
dent; Dr.  David  Dragutsky,  vice-president;  Dr. 
Abraham  Gilner,  secretary,  and  Dr.  Saul  Starr, 
treasurer.  All  are  from  Brooklyn. 

A.M.A.  Industrial  Nursing  Committee — A new 

committee  on  industrial  nursing  has  been  estab- 
lished by  the  American  Medical  Association’s  Coun- 
cil on  Industrial  Health,  according  to  Dr.  B.  Dixon 
Holland,  Council  secretary. 

The  committee  was  created  to  provide  a “medi- 
cal-nursing forum”  for  the  consideration  of  problems 
of  mutual  concern.  Occasionally  problems  and  is- 
sues develop  that  need  analysis  by  both  doctors  and 
nurses;  the  committee  will  help  make  this  possible. 
The  committee  will  meet  in  September  in  New  York 
City. 


Personalities 


Speakers 

Dr.  Arthur  Alexander  Knapp,  New  York  City, 
before  the  French  ophthalmologists  at  La  Clinique 
Nationale  Des  Quinze-Vingts,  Paris,  on  June  26  on 
“Indications  for  Eye  Surgery,”  and  before  the 
Congress  of  the  International  Society  for  the  Relief 
of  Crippled  Children  on  July  29  on  “Rehabilitation 
of  the  Visually  Handicapped  Child;  Prevention  and 
Treatment.” 

Appointed 

Dr.  Helen  E.  Elliott,  former  assistant  clinical 
director  at  Central  Islip  State  Hospital,  as  deputy 
assistant  commissioner  in  the  New  York  State 


Department  of  Mental  Hygiene. ..Dr.  Robert  C. 
Hunt,  director  of  Erie  County  Community  Mental 
Health  services,  as  director  of  Hudson  River  State 
Hospital... Dr.  Albert  A.  LaVerne,  senior  psychia- 
trist at  Bellevue  Hospital,  New  York  City,  and  Dr. 
Alfred  R.  Joyce,  supervising  psychiatrist  at  the  Post- 
graduate Center  for  Psychotherapy,  New  York  City, 
as  associate  professors  at  Fordham  University’s 
School  for  Social  Service. 

Honored 

Dr.  Wilfred  Dorfman,  Brooklyn,  winner  of  the 
1957  Mississippi  Valley  Medical  Society  Essay 
Contest  for  his  paper,  “The  Challenge  of  the  New 
Drugs.” 


The  Use  of  Cortisone  in  the  Treatment  of  Mumps  Orchitis 


Of  21  patients  with  mumps  orchitis  seen  over  a 
period  of  about  six  months,  14  were  given  (in  addi- 
tion to  usual  measures)  cortisone  acetate  orally.  Ob- 
servation of  results  gave  the  clinical  impression  that 
adequate  dosage  maintained  long  enough  produced 
excellent  symptomatic  responses  in  moderately  se- 


vere and  severe  cases.  It  appeared,  however,  that 
patients  with  mild  or  moderate  orchitis  did  well  with 
either  form  of  therapy. 

— Edwin  S.  Stenberg,  Jr.,  IJ.  Col,  MC,  USA,  and 
Wilbur  C.  Berry,  Col.,  MC,  USA,  U.S.  Armed  Forces 
Medical  Journal,  October,  1956 
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everything 

changes.. 


-EVEN  METABOLISM  TEST  APPARATUS! 

The  constant  processes  of  engineering  science  and  manu- 
facturing skills  have  brought  about  changes  in  this  field, 
too!  Thanks  to  these  changes,  BMR  tests  are  now 
practical  as  well  as  accurate  because  they’re  simpler 
and  easier  to  administer.  The  new,  automatic, 
"self-calculating”  BasalMeteR  does  away  with 
all  slide  rules,  conversion  tables  and  other 
result-finding  paraphernalia  so  long  asso- 
ciated with  BMR  tests.  This  new  unit  does 
its  own  precise  calculating  and  computing; 
gives  you  a direct-reading  of  the  result 
immediately  on  completion  of  the  test.  If  you 
haven’t  seen  literature  on  this  drastically  "dif- 
ferent” BMR  unit,  mail  the  coupon  (below)  today! 


THE  l-F  BasalMIteR 

BASAL  METABOLISM  APPARATUS 


descri 

" I NAME- 


THE  LIEBEL-FLARSHEIM  CO., 
Cincinnati  15,  Ohio 

Gentlemen:  Please  send  me,  without  obliga- 
tion, the  6-page  brochure  "BMR  and  YOU,” 
describing  the  L-F  BasalMeteR. 


ADDRESS- 
CITY — 


STATE- 
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Eastern  Psychiatric  Research  Association 

The  second  annual  meeting  of  the  Eastern 
Psychiatric  Research  Association  will  he  held  Octo- 
ber 1 1 at  Kings  Park  State  Hospital  and  on  October 
12  at  the  Waldorf-Astoria  Hotel,  New  York  City. 
Symposiums  on  “Succinylcholine  Technics  with 
Clinical  Demonstrations”  and  “Electro-Sleep  Tech- 
nics with  Clinical  Demonstrations”  will  be  held  on 
October  11.  On  October  12  there  will  be  round 
table  discussions  on  “The  Function  of  the  Anes- 
thetist in  Electroshock  Therapy,”  “The  Newer 
Psychiatric  Drugs,  Experimental  Investigations,” 
and  “The  Usefulness  of  Nonconvulsive  Technics, 
Etc.”  There  will  also  be  a symposium  on  “Progress 
in  Genetic  Psychiatry.” 

There  will  be  a registration  and  luncheon  fee  for 
the  Waldorf-Astoria  Hotel  meeting,  but  there  will  be 


no  fees  for  the  Kings  Park  State  Hospital  meeting. 
The  meetings  are  open  to  all  members  of  the  medical 
profession. 

American  Psychosomatic  Society 

The  American  Psychosomatic  Society  will  hold 
its  fifteenth  annual  meeting  at  the  Netherland 
Hilton  in  Cincinnati  on  March  29  and  30,  1958. 
The  program  committee  would  like  to  receive  titles 
and  abstracts  of  papers  for  consideration  for  the 
program  no  later  than  November  15,  1957.  The 
time  allotted  for  presentation  of  each  paper  will  be 
twenty  minutes. 

Abstracts,  in  octuplicate,  should  be  submitted  for 
the  committee’s  consideration  to  the  chairman, 
Dr.  Theodore  Lidz,  551  Madison  Avenue,  New 
York  22,  New  York. 


Radioactive  Vitamin  Bn  in  the  Diagnosis  of  Pernicious  Anemia 


Although  the  diagnosis  of  classical  Addisonian 
pernicious  anemia  is  relatively  simple,  situations 
arise  where  unequivocal  identification  is  difficult. 
An  example  would  be  a case  in  which  treatment  has 
been  carried  out  by  another  physician  on  the  basis 
of  a questionable  diagnosis.  In  such  a patient, 
marrow  and  peripheral  blood  studies  would  be  of 
no  help,  and  withholding  treatment  to  wait  for  a 
possible  relapse  would  be  prolonged  and  hazardous. 
In  other  cases,  the  disease  may  be  mild  or  in  its 
early  stages,  or  vitamin  preparations  containing 
folic  acid  may  have  altered  the  characteristic 


pernicious  anemia  blood  picture.  In  such  in- 
stances, intestinal  absorption  of  vitamin  Bi2  can  be 
quantitatively  determined  by  oral  administration  of 
radioactive  vitamin  and  subsequent  detection  in  the 
liver,  stools,  or  urine.  The  rationale,  of  course,  is 
based  on  the  well-known  fact  that  absorption  of 
B12  is  impossible  if  intrinsic  factor  is  absent  from 
intestinal  secretions. 

Deficiency  in  this  factor  is  characteristic  of 
pernicious  anemia  patients. — Kenneth  D.  Moores, 
M.D.,  Bulletin  of  the  Mason  Clinic,  December, 
1956 
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IN  FIFTY-TWO  SECONDS 


you  can  locate  any  registered  physician  in  New  York  State , 
together  with  data  on  his  professional  background  and 
affiliations , by  using  your  Medical  Directory. 


You  want  to  find: 

Dr.  John  Paul  Doe 


Do  this  first: 

Turn  to  the  “Alphabetical  Listing 
of  Physicians”  and  you’ll  find.  . . 
Doe,  Aaron  Roger,  Manhattan 
James  George,  Utica 
John  Paul,  Syracuse 
Violet  Ann,  Bronx 
William  Robert,  Rochester 


Then  do  this: 

Turn  to  the  “Syracuse  Listing  of  Phy- 
sicians” and  you'll  find.  . . 

DOE,  John  Paul,  17  W Adams  St. 
1-3  except  Thurs  & Sat.  Tel  Bowling 
7-1414.  Res  41  Beauty  Lane.  Tel 
Elmford  9-1744.  McGill  1933.  D-0. 
D-OL.  SEF.  FACS.  Am  Ac  Ophth 
& Otolar;  A1  Bell.  Sr  Otolar  Strong 
Meml;  Asst  ENT  Genl. 


A quick  reference  to  the  pages  on  abbreviations 
would  show  you  that  Dr.  John  Paul  Doe  is  a 
Diplomate  American  Board  of  Ophthalmology 
(D-O),  Diplomate  American  Board  of  Oto- 
laryngology (D-OL),  his  qualifications  under  the 
New  York  State  Workmen’s  Compensation  Law 
are  Ophthalmology,  Laryngology,  Rhinology, 
Otology  (SEF),  he  is  a Fellow  of  the  American 
College  of  Surgeons,  he  has  completed  service 
at  Bellevue  Hospital,  he  is  Senior  Otolaryngolo- 
gist at  Strong  Memorial  Hospital  and  Assistant 
Attending  Physician  Ear,  Nose  and  Throat  at 
General  Hospital. 


Orders  are 
now  being 
taken  for 
1957 

EDITION 


Only  in  the  MEDICAL  DIRECTORY  OF  NEW  YORK  STATE  is  this  in- 
formation available  to  you  so  quickly.  This  is  your  book,  published  by 
your  Society  and  you  can  be  sure  that  every  effort  is  made  to  provide  you 
with  accurate,  fully  detailed  listings.  Make  use  of  your  Directory — it’s  a 
volume  of  valuable  referencefor  data  on  physicians,  hospitals,  your  Medi- 
cal Society,  general  inf ormation,  pharmaceutical  and  equipment  suppliers. 
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BOOKS  REVIEWED 


Official  History  of  the  Canadian  Medical  Services, 
1939-1945.  Volume  One.  Organization  and  Cam- 
paigns. Edited  by  Lt.  Col.  W.  R.  Feasby,  R.C.A.- 
M.C.  Illustrated  with  paintings  and  photographs 
by  Canadian  war  artists  anti  photographers.  Maps 
drawn  by  Capt.  C.  C.  J.  Bond.  Published  by  Au- 
thority of  the  Minister  of  National  Defense.  Quarto 
of  568  pages,  illustrated.  Ottawa,  [Canada],  Ed- 
mond Cloutier,  1956.  Cloth,  $5.00. 

Following  the  tidal  recessions  of  war  there  re- 
mains a conglomerate  accumulation  of  literature, 
explanatory,  apologetic,  and  expostulative.  These 
we  have  come  to  expect,  in  addition  to  the  official 
histories  of  the  military  and  ancillary  services.  Al- 
though, by  the  nature  and  requirements  of  the 
beast,  these  latter  are  often  prosaic  and  documen- 
tative,  they  are  nevertheless  necessary  anti  often  in- 
formative. 

The  Official  History  of  the  Canadian  Medical  Serv- 
ices, Volume  I,  attempts  to  give  the  important  and 
relevant  facts  concerned  with  the  organization,  de- 
velopment, and  campaigns  of  the  Canadian  Armed 
Forces’  medical  and  dental  services  during  World 
War  II,  as  well  as  the  contributions  of  the  civilian 
services  associated  with  the  medical  aspects  of  the 
war.  The  sister  volume  (II),  in  chronologic  in- 
compatability  of  publication,  appeared  earlier  and 
treated  the  professional  and  clinical  aspects  of  the 
Canadian  Medical  Service  and  civilian  medicine. 

The  volume  we  are  reviewing  at  this  time  (Vol.  I) 
details  the  treatment  of  more  than  two  million  cas- 
ualties, both  sick  and  wounded,  and  the  record  is  an 
outstanding  one  with  respect  to  medical  and  surgical 
accomplishment.  If  a justification  for  this  book 
were  necessary  this  woidd  certainly  satisfy  the  re- 
quirement. In  the  recital  of  events  and  their  sta- 
tistical analysis  the  writing  does  justice  in  literary 
and  scientific  exposition  to,  and  at  the  same  time 
honors  the  deeds  of  the  Canadian  Medical  Service. 

A considerable  proportion  of  the  book  describes 
the  activities  of  the  Royal  Canadian  Army  Medical 
Corps  but  other  sections  are  devoted  to  the  medical 
services  of  the  Royal  Canadian  Navy,  the  Royal 
Canadian  Air  Force,  and  the  Royal  Canadian 
Dental  Corps.  Other  chapters  are  concerned  with 
such  related  subjects  as  mobilization  plans,  hospital 
policy,  campaigns,  and  the  Canadian  Red  Cross 
Society. 

The  generous  number  of  textual  aids  such  as  maps 
and  charts  are  complemented  by  illustrations  of 
paintings  in  color  and  photographs  in  black  and 
white.  These  latter  illustrations  were  supplied  by 
Canadian  war  artists  and  photographers. 

The  book  is  sufficiently  detailed  to  give  an  ade- 
quate picture  of  the  events  under  discussion  and  the 


writing  is  clear  and  concise,  therefore  comprehen- 
sible to  the  reader.  The  book  is  obviously  well  or- 
ganized as  to  material  and  chronology.  W.  It. 
Feasby,  the  Editor,  was  appointed  Army  Medical 
Historian  in  1945  and  was  commissioned  in  1946  by 
the  Canadian  Minister  of  National  Defense  to  collect 
the  material  for  this  book.  He  and  his  associates 
have  performed  a fine  and  worthy  deed  in  their 
compilation  and  exposition  of  this  complex  subject. 
The  final  result  justifies  the  commissioning  of  the 
book,  and  all  concerned  are  to  be  warmly  congratu- 
lated. 

The  book  will  appeal  to  a specialized  group  with 
relatively  esoteric  tastes;  nevertheless  there  is  much 
romance  to  be  unearthed  from  its  pages  by  the  spade 
work  of  the  reader’s  intellect  and  imagination  ap- 
plied in  interlinear  translation.  Only  thus  can  the 
cold  words  be  transformed  from  a factual  rendition 
to  the  more  human  story  behind  the  written  page. — 
Norman  Shaftel 

The  Medical  Clinics  of  North  America.  Chi- 
cago Number.  January,  1957.  The  Sick  Heart. 

Wright  Adams,  M.D.,  and  Fausto  Tanzi,  M.D., 
Consulting  Editors.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1957.  Published  Bi-Monthly 
(six  numbers  a year).  Cloth,  $18  net;  Paper,  $15 
net. 

The  Chicago  issue  of  the  Medical  Clinics  of  North 
America  is  devoted  to  a symposium  on  The  Sick 
Heart.  The  papers  are  all  pertinent  and  up-to-date. 
Of  special  importance  are  those  by  Jennings  and 
Wartman  and  the  practical  essay  by  Bay  on  coro- 
nary disease.  The  editing  is  very  good. — Milton 
Plotz 

Three  Voyages.  The  Study  of  an  Inquiring  Soul 
Exploring  His  Way  Through  Life  and  Living  It  as 
He  Goes,  Being  Fragments  of  an  Autobiography. 

By  James  Peter  Warbasse,  M.D.  Octavo  of  274 
pages,  illustrated.  Chicago,  The  Cooperative 
League  of  the  U.S.A.,  1956.  Cloth,  $3.50. 

This  is  more  than  an  autobiography.  It  is  a 
testament  of  the  aims  and  ambitions  of  a great 
humanitarian  and  good  doctor.  After  a most  pains- 
taking preparation  for  the  study  and  practice  of 
medicine,  our  hero  becomes  a noted  surgeon  and  an 
author.  He  aims  at  greater  accomplishments,  and 
exchanges  his  doctor’s  shingle  for  a membership 
card  in  a trade  union.  Here  he  meets  with  the  great 
labor  leaders,  e.g.,  Eugene  V.  Debs,  Samuel  Gompers 
the  father  of  the  trade  unions,  Clarence  Darrow,  the 
noted  attorney  of  the  Midwest,  and  many  others. 
He  gets  a taste  of  police  brutality  towards  organized 
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Meat... 

and  the  Need  for  Adequate 

Protein  in  Therapeutic  Nutrition 

Liberal  protein  intake  is  considered  to  be  of  therapeutic  value  in  a 
wide  variety  of  pathologic  conditions.1  Advances  in  the  understanding 
of  protein  metabolism  indicate  that  dietary  protein  should  provide 
amino  acids  in  proportions  paralleling  physiologic  needs.2- 3 In  ex- 
perimental studies  with  animals,  low  protein  diets  supplying  amino 
acids  disproportionate  to  needs  have  been  shown  to  effect  physiologic 
harm  by  depressing  growth,  by  inducing  amino  acid  and  B-vitamin 
deficiencies,  and  by  causing  deposition  of  fat  in  the  liver.4 

Hence  not  only  the  amount  of  protein  but  also  its  quality  (in  terms  of 
its  amino  acid  proportions)  is  important.  It  has  been  suggested1  that 
for  therapeutic  purposes  about  two-thirds  of  the  ingested  protein  come 
from  foods  of  animal  source,  whose  protein  resembles  human  body  pro- 
tein in  amino  acid  interrelationships.  Depending  on  the  needs  of  the 
patient,  the  therapeutic  diet  may  supply  1.0  or  more  grams  of  protein 
per  kilogram  of  body  weight.  Adequate  caloric  intake  is  required  to 
protect  the  dietary  protein  from  dissipation  for  energy  purposes. 

Meat,  with  its  high  content  of  top-quality  protein,  holds  a prominent 
place  among  foods  which  supply  this  essential  for  establishing  satis- 
factory levels  of  amino  acids  in  physiologic  proportions.  It  also  con- 
tributes valuable  amounts  of  B vitamins  and  essential  minerals — 
nutrients  which  play  a basic  role  in  intermediate  metabolism. 

1.  Proudfit,  P.  T.,  and  Robinson,  C.  H.:  Nutrition  and  Diet  Therapy,  ed.  11,  New  York,  The  Mac- 
millan Company,  1955,  pp.  314-320. 

2.  Harper,  A.  E. : Amino  Acid  Imbalance,  Toxicities  and  Antagonisms,  Nutrition  Rev.  74:225  (Aug.) 
1956. 

3.  Amino  Acid  Requirements  of  Adult  Man,  Nutrition  Rev.  74:232  (Aug.)  1956. 

4.  Amino  Acid  Imbalance  and  Supplementation,  Editorial,  J.A.M.A.  767:884  (June  30)  1956. 
Council  on  Foods  and  Nutrition,  American  Medical  Association:  Importance  of  Amino  Acid 
Balance  in  Nutrition,  J.A.M.A.  75<S:655  (June  25)  1955. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 

American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 
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labor.  Next  follow  his  great  interest  in  the  “co- 
operative league”  movement,  which  he  believed 
would  bring  about  Utopia  for  the  underprivileged. 
Dr.  Warbasse  was  never  disillusioned.  His  motto 
was,  “Ad  astra  per  aspera.”  Read  this  book  and 
together  we  will  pronounce  a blessing  on  his  mem- 
ory.— Harry  Apfel 

The  Management  of  Fractures,  Dislocations  and 
Sprains.  By  John  Albert  Key,  M.D.,  and  H.  Earle 
Conwell,  M.D.  Sixth  edition.  Quarto  of  1,168 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1956.  Cloth,  $20. 

The  sixth  edition  of  this  well-known  work  has  been 
thoroughly  revised.  New  material  has  been  added, 
obsolete  methods  of  treatment  have  been  deleted. 
The  illustrations  are  excellent.  This  volume  is 
highly  recommended  to  all  who  treat  fractures. — ■ 
Mayer  E.  Ross 

Clinical  Psychology.  The  Study  of  Persons. 

By  Richard  W.  Wallen,  Ph.D.  Octavo  of  388 
pages,  illustrated.  New  York,  McGraw  Hill  Book 
Company,  1956.  Cloth,  $6.00. 

The  author,  associate  professor  of  psychology, 
Western  Reserve  University,  is  first  and  foremost  a 
clinical  psychologist.  He  realizes  the  necessity  of 
working  with  the  physician,  psychiatrist,  social 
worker,  and  others  responsible  for  the  understand- 
ing, treatment,  and  prevention  of  psychoneurotic 
reactions,  personality  deviations,  occupational  mal- 
adjustments, and  educational  counseling  problems. 

The  chapter  on  “The  Medical  Assessment  of  a 
Person”  is  well  presented  by  Roy  M.  Whitman, 
M.D.,  assistant  professor  of  psychiatry  at  North- 
western, and  chief  of  neurology  and  psychiatry,  VA 
Hospital,  Chicago.  Herein  is  emphasized  the  pri- 
mary need  of  a competent  physician  to  discover  any 
underlying  organic  pathologic  malfunctioning,  since 
it  is  well  known,  but  unfortunately  often  forgotten 
by  the  psychotherapist,  that  mental  and  emotional 
reactions  frequently  stem  from  and  are  secondary 
to  an  underlying  physical  dysfunction.  Likewise 
severe  and  chronic  mental  and  emotional  states 
may  eventually  bring  about  physiologic  and  ana- 
tomic abnormalities.  It  is  for  these  reasons  as  well 
as  others  that  the  physician  occupies  the  integrating 
role  in  the  diagnosis  and  treatment  of  mental  and 
emotional  reactions,  and  his  importance  should 
never  be  forgotten  by  the  nonmedical  trained  per- 
sonnel in  regard  to  personality  deviations.  Atten- 
tion is  called  to  the  typographic  error  on  page  172 
which  refers  to  the  average  number  of  red  corpuscles 
as  “5  million  per  cc.”,  instead  of  per  cubic  millimeter. 

One  gains  the  impression  that  the  author  gives 
nonmedically  educated  persons  the  hope  and  goal  of 
functioning  as  “therapists”  without  the  safeguards 
of  basic  medical  training.  Clinical  psychology  at 
times  appears  to  encroach  on  and  substitute  for 
psychiatry  which,  of  course,  not  only  is  concerned 
with  minor  behavior  and  personality  deviations, 
especially  from  the  preventive  psychiatry  and  men- 


tal hygiene  aspects,  but  also  with  the  more  serious 
mental  diseases,  their  diagnosis,  pharmacologic,  and 
physical  treatment,  commitment  to  and  treatment 
in  mental  hospital,  and  various  legal  responsibilities 
which  do  not  professionally  involve  the  clinical  psy- 
chologist per  se.  His  cooperation  with  the  psychia- 
trist, however,  is  important.  The  author  rightly 
emphasizes  the  inseparability  of  diagnostic  and 
therapeutic  relationships  in  order  to  do  justice  to  the 
whole  person  seeking  help  or  presenting  significant 
problems. 

This  volume  is  well  written.  It  adds  a valuable 
contribution  to  the  multiplicity  of  facts  and  kinds  of 
information  essential  to  the  creative  understanding 
of  persons.  Case  material  is  well  chosen  in  further- 
ing student  perspicacity  and  methodology.  It  is 
recommended  as  a source  book  and  treatise,  basic 
to  the  preparation  and  growing  importance  in  func- 
tioning of  the  clinical  psychologist. — Frederick  L. 
Patry 

Clinical  Examinations  in  Neurology.  By  Mem- 
bers of  the  Sections  of  Neurology  and  Section  of 
Physiology,  Mayo  Clinic  and  Mayo  Foundation  for 
Medical  Education  and  Research,  Graduate  School, 
University  of  Minnesota,  Rochester,  Minnesota. 
Sixteen  contributors.  Octavo  of  370  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1956.  Cloth,  $7.50. 

As  in  any  clinical  discipline,  there  are  many  in- 
tangible items  which  cannot  be  presented  in  formal 
statements.  This  is  particularly  true  of  clinical 
neurology.  The  authors  have  attempted,  and  have 
succeeded  adequately,  in  outlining  an  approach  to 
the  study  of  a patient  with  disease  of  the  nervous 
system  so  that  the  reader  may  more  readily  learn 
from  personal  experience  the  art  of  neurologic  diag- 
nosis. The  usefulness,  limitations,  and  application 
of  various  methods  of  investigation  are  described. 
Emphasis  is  placed  upon  standardization  of  ter- 
minology and  technic.  This  is  a most  welcome  addi- 
tion, particularly  in  the  chapter  on  mental  function. 
Here  terms,  although  necessarily  arbitrary,  such  as 
coma,  semi-coma,  stupor,  and  somnolence  are  de- 
fined. Although  much  of  the  material  found 
throughout  17  chapters  is  what  may  be  termed 
routine  for  this  type  of  work,  the  reiteration  of  such 
data  from  the  standpoint  of  standardization  of  ap- 
proach and  thinking  makes  it  worthwhile.- — - 
Albert  W.  Cook 

Training  of  the  Lower  Extremity  Amputee.  By 
Donald  Kerr,  B.B.A.,  and  Signe  Brunnstrom,  M.A. 
Octavo  of  272  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1956.  Cloth,  $6.50. 

This  is  an  extremely  well-written  and  profusely 
illustrated  book  covering  the  rehabilitation  of  the 
lower  extremity  amputee.  The  authors,  one  of 
whom  is  an  amputee  himself,  have  had  extensive  ex- 
perience in  retraining  these  amputees  and  have  been 
associated  with  some  of  the  most  outstanding  re- 
habilitation centers  in  this  country. 

[Continued  on  page  2886] 
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FOR 

COMPETENT  YOUNG  INTERNIST 

THREE  YEAR  FELLOWSHIP  FOR  INTENSIVE  TRAINING  IN  PSYCHO- 
SOMATIC MEDICINE  AND  REEDUCATION AL  PSYCHOTHERAPY: 
RICH  EXPERIENTIAL  BACKGROUND  AS  ENTRE  INTO  PSYCHIATRY 
AS  A CAREER  OR  TO  SUPPLEMENT  INTERNAL  MEDICINE. 
ADEQUATE  SALARY. 

Address:  Dr.  William  B.  Terhune,  Medical  Director 

Silver  Hill  Foundation  for  the  Treatment  of  the  Psychoneu- 
roses, New  Canaan,  Connecticut 

Associates:  Dr.  Franklin  S.  DuBois  Dr.  Marvin  G.  Pearce 

Dr.  Robert  B.  Hiden  Dr.  Wilson  G.  Scanlon 
Dr.  William  M.  White 
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Orinase*  was  used  investigationally  in 
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The  book  is  strongly  recommended  for  the  library 
of  every  surgeon,  orthopedist,  physiatrist,  physical 
and  occupational  therapist,  rehabilitation  nurse,  and 
social  service  worker  concerned  with  amputees.  It 
certainly  is  recommended  for  the  library  of  every 
general  hospital  where  numerous  amputations  are 
performed.  The  book  has  been  recommended  for 
use  by  the  limb-maker  and  the  amputee,  but  this 
reviewer  believes  that  use  by  the  latter  must  be  on  a 
highly  selective  basis. 

The  volume  is  exceedingly  well  set  and  printed  in 
excellent,  easily  readable  type.  The  authors  are  to 
be  commended  for  putting  between  covers  so  much 
well-written  and  profusely  illustrated  material  per- 
taining to  the  training  of  the  lower  extremity  am- 
putee.— Samuel  G.  Feuer 

Handbook  of  Pediatric  Medical  Emergencies. 

By  Adolph  G.  DeSanctis,  M.D.  With  the  collabora- 
tion of  Charles  Varga,  M.D.,  and  ten  contributors. 
Second  edition.  Octavo  of  389  pages  and  73  illus- 
trations. St.  Louis,  The  C.  V.  Mosby  Company, 
1956.  Cloth,  $6.25. 

Here  is  a small  book  with  a tremendous  amount  of 
practical  and  helpful  material  for  both  the  pedia- 
trician and  the  general  practitioner.  Management 
of  the  premature  and  the  newborn  baby  is  fully 
treated.  Emergency  problems  of  every  day  occur- 
rence are  discussed  thoroughly.  Pediatric  Proce- 
dures, Chapter  IX,  is  especially  recommended. — 
Harry  Apfel 


Nerve  Impulse.  Transactions  of  the  Fifth  Con- 
ference, September  20,  21  and  22,  1954,  Princeton 

N.  J.  Edited  by  David  Nachmansohn,  M.D.,  and 
II.  Houston  Merritt,  M.D.  Octavo  of  256  pages, 
illustrated.  New  York,  Josiah  Macy,  Jr.  Founda- 
tion, 1956.  Cloth,  $4.50. 

Medical  Director,  Frank  Fremont-Smith,  of  the 
Josiah  Macy,  Jr.  Foundation,  has  formulated  pur- 
poseful and  penetrating  raisons  d’etre  for  this  Fifth 
Conference  held  20-22  September,  1954.  It  is  a 
multiprofessional  pooling  of  specialists’  professional 
minds  on  the  basic  facts  and  research  developments 
concerning  Nerve  Impulse  and  its  pertinent  ramifi- 
cations. It  is  hoped,  thereby,  to  stimulate  further 
promising  research,  keeping  in  mind  the  desirability 
and  need  of  interdependent  cooperation  and  inte- 
gration of  various  professional  contributing  groups 

The  high  quality  of  the  upshot  of  this  Conference 
is  readily  adjudged  by  the  top-ranking  professional 
contributors  from  leading  medical  colleges  and  re- 
search organizations. 

Each  chapter  is  well  illustrated  by  graphs,  draw- 
ings, and  photographs.  A detailed  list  of  references 
is  found  concluding  each  chapter.  A comprehensive 
index  integrated  with  Cumulative  Index  for  the 
Transactions  of  the  Conferences.  1950-1954,  rounds 
out  this  highly  technical,  but  exceedingly  impor- 
tant contribution  to  our  knowledge  of  nerve  impulse. 
— Frederick  L Pa  try 


Clinical  Unipolar  Electrocardiography.  By  Ber- 
nard S.  Lipman,  M.D.,  and  Edward  Massie,  M.D. 
Third  edition.  Octavo  of  397  pages,  illustrated. 
Chicago,  Year  Book  Publishers,  1956.  Cloth,  $7.50. 

This  is  the  third  edition  of  a first-rate  manual  on 
electrocardiography  which  deserves  the  success  it 
has  had.  The  general  practitioner  and  internist  who 
wants  to  learn  more  about  this  field  will  find  basic 
principles  and  clinical  considerations  fully  set  forth. 

The  style  and  arrangement  are  easy  to  understand 
and  the  material  is  up  to  date.  In  short,  this  inex- 
pensively priced  volume  can  be  recommended  to  a 
wide  audience. — Milton  Plotz 

Symposium.  The  Management  of  Tuberculosis. 

Irving  J.  Selikoff,  M.D.,  Editor.  Leon  M.  Arnold, 
M.D.,  Arthur  H.  Aufses,  M.D.,  Mortimer  E.  Bader, 
M.D.,  Richard  A.  Bader,  M.D.,  et  al.,  contributors. 
Quarto  of  646  pages,  illustrated.  Baltimore, 
Waverly  Press,  1956.  Cloth,  $5.00.  (Copyright 
as  the  July-August  issue  of  The  Journal  of  the  Ml. 
Sinai  Hospital ) 

Within  a period  of  less  than  ten  years,  striking 
changes  have  taken  place  in  the  treatment  of  all 
types  of  tuberculous  disease.  The  use  of  chemo- 
therapeutic and  antibiotic  agents  has  displaced  or 
modified  previously  employed  methods  of  therapy. 
Artificial  pneumothorax  treatment  has  been  largely 
abandoned  in  this  country  and  thoracoplastic  op- 
erations are  now  infrequently  performed.  The  am- 
bulatory treatment  of  pulmonary  tuberculosis,  for- 
merly considered  to  be  quite  impossible,  is  now 
found  to  be  feasible  in  many  cases.  In  this  single 
volume,  the  staff  of  the  Mount  Sinai  Hospital  has 
presented  a concise  and  splendid  discussion  of  the 
management  of  all  types  of  tuberculous  disease.  V, 
Regardless  of  his  particular  field  of  interest,  the 
physician  should  find  this  book  of  value.  The 
problem  of  the  treatment  of  tuberculosis  is  encoun- 
tered by  the  general  practitioner  and  the  specialist 
alike. — Milton  R.  Louria 

Manual  of  Recovery  Room  Cure.  By  Members  of 
the  Department  of  Surgery,  The  New  York  Hos- 
pital-Cornell  Medical  Center.  Edited  by  John  M. 
Beal,  M.D.  Octavo  of  109  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1956.  Cloth, 
$3.75. 

In  this  small  volume  the  administrative  and 
nursing  phases  relative  to  the  management  of  a re- 
covery room  are  presented  concisely  and  well.  The 
alterations  from  the  normal  and  the  treatment  are 
thoroughly  discussed.  All  specialties  are  offered  in 
simple  form.  Many  of  the  chapters  although  short 
are  classic  descriptions. 

The  use  of  this  manual  will  result  in  the  better 
care  and  management  of  the  patient  in  the  recovery 
room. — Alan  A.  Kane 

Diseases  of  the  Breast.  By  C.  D.  Haagensen, 
M.D.  Octavo  of  751  pages.  Illustrated  with  404 
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figures  and  25  charts.  Philadelphia,  W.  B.  Saund- 
ers Company,  1956.  Cloth,  $16. 

Dr.  Haagensen  has  written  an  excellent  mono- 
graph on  the  diagnosis  and  surgical  management  of 
diseases  of  the  breast.  It  is  well  organized,  clearly 
written,  and  nicely  illustrated.  Most  important,  the 
text  is  based  largely  on  the  personal  experience  of  the 
author. 

The  author’s  preferred  surgical  technic  for  radical 
mastectomy  is  adequately  described  together  with 
details  of  postoperative  management  and  the  cri- 
teria for  the  selection  of  candidates  for  this  opera- 
tion. At  present  Dr.  Haagensen  performs  a “triple 
biopsy”  of  lymph  nodes  in  the  apex  of  the  axilla,  the 
upper  three  intercostal  parasternal  spaces,  as  well 
as  the  primary  tumor  in  the  breast.  Only  if  the 
axillary  and  parasternal  biopsies  are  negative  does 
he  proceed  (at  a second  operation)  with  radical 
mastectomy.  This  procedure  will  surely  increase 
our  knowledge  of  the  behavior  of  this  disease,  but  it 
is  doubtful  that  many  surgeons  will  adopt  the 
“triple  biopsy”  for  routine  practice  at  this  time. 

All  in  all,  this  textbook  should  prove  of  great 
value  to  all  practitioners,  and  especially'  to  those 
engaged  in  surgery  of  the  breast. — Alexander  H. 
Rosenthal 


Industrial  Deafness.  Hearing  Testing  and  Noise 
Measurement.  By  Joseph  Sataloff,  M.D.  Octavo 
of  333  pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Companv,  1957. 
Cloth,  $8.00. 

The  author  writes  with  authority  and  has  pre- 
pared a book  which  covers  the  entire  field  of  “in- 
dustrial noise”  in  its  many  phases  and  its  effects  on 
man.  There  are  included  discussions  which  cover 
the  basic  physics  of  sound  and  hearing  impairment 
as  well  as  the  legal  aspects.  The  principles  of  noise 
control  at  the  site  of  origin  are  discussed.  Audio- 
metric testing  is  evaluated  particularly  in  reference 
to  the  conducting  of  hearing  tests  in  a sound-damped 
room.  The  author  goes  even  further  in  giving  in- 
structions as  to  the  performance  of  the  recognized 
hearing  tests.  The  discussions  on  malingering  and 
presbycusis  are  particularly  valuable.  Based  on  his 
personal  experience  Dr.  Sataloff  presents  a method  of 
organizing  a hearing  conservation  program  and  the 
roles  the  otologist  and  the  industrial  physician  must 
play. 

Tins  book  is  recommended  as  a text  and  guide  for 
the  layman  as  well  as  the  otologist  for  it  covers  the 
field  of  physics,  physiology,  the  criteria  of  damage 
to  the  hearing  mechanism,  the  testing  of  hearing,  the 
interpretation  of  hearing  tests,  and  the  underlying 
principles  in  noise  reduction. — Samuel  Zwerlixg 


Diseases  of  the  Heart  and  Circulation.  By  Paul 
Wood,  M.D.  Second  edition.  Octavo  of  1,005 
pages,  illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1956.  Cloth,  $15. 

This  admirable  treatise  on  the  heart  has  de- 


servedly reached  a second  edition  five  years  after 
the  first.  As  before,  basic  principles  are  set  forth  in 
lucid  style.  Diagnosis  and  treatment  are  discussed 
thoroughly  and  all  varieties  of  heart  disease  of  im- 
portance in  our  north  temperate  climate  are  cov- 
ered. 

The  new  edition  is  larger  than  the  first  but  like 
it  is  well  balanced.  Recent  advances  in  investiga- 
tive technics,  medical  treatment  of  hypertension, 
the  spectacular  progress  in  heart  surgery,  are  com- 
prehensively and  sensibly  discussed.  Your  reviewer 
misses  a fuller  discussion  of  vectorcardiography 
which  probably  has  more  promise,  especially  as  a 
teaching  aid,  than  the  author  indicates.  However, 
this  detracts  nothing  from  the  value  of  this  excellent 
volume  for  the  internist  and  general  practitioner. — 
Milton  Plotz 

The  Visual  Fields.  A Textbook  and  Atlas  of 
Clinical  Perimetry.  By  Dayid  O.  Harrington,  M.D. 
Octavo  of  237  pages,  with  234  illustrations  and  9 
color  plates.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1956.  Cloth,  $16. 

This  valuable  book  should  be  in  the  office  of  every 
practicing  ophthalmologist  and  neurologist. 

It  takes  nothing  for  granted,  being  elementary 
enough  to  serve  as  an  introduction  for  the  beginner 
and  complete  enough  for  the  expert.  The  many 
excellent  illustrations  make  the  text  easier  to  under- 
stand, particularly  in  the  difficult  field  of  correlation 
between  the  ophthalmologic  findings  and  the  neuro- 
logic conditions.  Daniel  Kravitz 

Current  Therapy  1957.  Latest  Approved  Meth- 
ods of  treatment  for  the  Practicing  Physician.  Ed- 
ited by  Howard  F.  Conn,  M.D.  Consulting  Ed- 
itors, George  E.  Burch,  M.D.,  M.  Edward  Davis, 
M.D.,  Vincent  J.  Derbes,  M.D.,  Garfield  G.  Dun- 
can, M.D.,  et  al.  Quarto  of  731  pages.  Philadel- 
phia, W.  B.  Saunders  Company,  1957.  Cloth, 
$11. 

This  is  the  ninth  in  a series  of  volumes  revised 
annually  which  embodies  the  latest  approved 
methods  of  treatment.  The  now  familiar  plan  is  to 
have  each  topic  covered  by  an  expert  in  his  field. 
The  result  is  a well-balanced,  well-edited,  reference 
volume  with  a high  degree  of  usefulness  for  the 
practicing  physician.— Milton  Plotz 

Coronary  Heart  Disease:  Angina  Pectoris; 
Myocardial  Infarction.  By  Milton  Plotz,  M.D. 
Quarto  of  353  pages,  illustrated.  New  York,  a 
Hoeber-Harper  Book,  1957.  Cloth,  $12. 

Besides  being  the  most  common  heart  disease 
which  afflicts  mankind,  coronary  disease  holds  one 
other  dubious  distinction.  Diverse  and  divers  at- 
tacks upon  its  etiology  and  therapy  have  led  re- 
cently to  a great  morass  of  information,  which  fre- 
quently is  conflicting. 

Dr.  Milton  Plotz  has  rushed  into  the  breach  with 
a timely  book  in  which  he  has  organized  all  this  ma- 

[Continued  on  page  2890] 
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an  important  advance  in  menopausal  therapy 


For 

two-dimensional 


“Milprem”—  Miltown'®  + Conjugated  Estrogens  (equine)  — 
combines  for  complementary  action  a proven  tranquilizer 
with  a proven  natural  estrogen  for  simultaneous  control  of 
both  manifestations  of  the  menopause  — the  psychologic  and 
physiologic. 

“Milprem”  restores  emotional  and  hormonal  balance  in  meno- 
pausal distress. 

“Milprem”  represents,  therefore,  rational  and  comprehensive 
menopausal  therapy.  With  one  prescription  you  can  now 
safely  manage  the  whole  menopausal  syndrome.  Samples  and 
literature  on  request. 


treatment 


Supplied:  Bottles  of  60  tablets. 
Each  tablet  contains: 
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MILT()WN®( meprobamate,  Wallace)  400  nig. 

2 - methyl -2-n-  propyl-  1,3-propanediol  dicarbamate. 

U.  S.  Patent  No.  2,724,720. 


Conjugated  Estrogens  (equine)  0.4  nig. 

Licensed  under  U.  S.  Patent  No.  2,429,398. 

Dosage:  One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements. 

“Milprem” 
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® WALLACE  LABORATORIES.  New  Brunswick,  N.  J.  CMP.5 
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terial  in  a most  lucid  style.  Thus,  it  contains  a 
comprehensive  coverage  of  basic  anatomic  and 
physiologic  principles,  etiologic  factors,  pathology, 
complications,  new  laboratory  tests,  prognosis, 
differential  diagnosis,  and  specific  medical  and  sur- 
gical therapeutic  procedures.  Twenty-five  illus- 
trative case  reports  with  electrocardiograms  stress 
many  important  points.  For  good  measure,  Dr. 
Plotz  has  included  sections  on  medicolegal  aspects 
as  well  as  dynamic  preventive  care.  The  bibliog- 
raphy is  exhaustive. 

This  book  is  the  most  informative  one  on  this 
popular  subject  to  date. — Nathaniel  E.  Reich 

Proceedings  of  the  Third  National  Cancer  Con- 
ference, Detroit,  Michigan,  June  4-6,  1956.  Spon- 
sored by  American  Cancer  Society,  Inc.,  and  Na- 
tional Cancer  Institute,  U.S.  Public  Health  Service. 
Quarto  of  961  pages  illustrated.  Philadelphia, 
J.  B.  Lippincott  Co.,  1957.  Cloth,  $9.00. 

Specialists  in  every  field  will  be  interested  and 
should  profit  by  reading  the  thoughtful  scholarly 
contributions  of  scientists  and  physicians  of  out- 
standing ability  in  this  important  and  valuable 
work.  Graphic  description  of  the  research  cur- 
rently going  on  makes  for  stimulating  reading.  In- 
traepithelial carcinoma  gets  considerable  attention. 
The  importance  of  viruses  as  responsible  for  cancer 
in  man  is  gaining  ground.  This  reviewer  not  only 
learned  a great  deal  from  this  book  but  enjoyed 
reading  it.  In  his  opinion  every  physician,  spe- 
cialist, and  general  practitioner  alike  should  read  it. 
— Charles  A.  Gordon 

Pediatric  Cardiology.  By  Alexander  S.  Nadas, 
M.D.  Octavo  of  587  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  Cloth, 
$12. 

Dr.  Nadas,  cardiologist  to  the  Children’s  Hospital, 
Boston,  has  written  a superb  book,  one  which 
every  pediatrician  and  cardiologist  will  want  to  have. 
There  are  four  parts:  the  first,  128  pages  devoted  to 
The  Tools  of  Diagnosis,  the  second,  137  pages  given 
to  acquired  heart  disease,  third,  some  270  pages  for 
congenital  heart  disease,  and  fourth,  a short  but 
pithy  section  discussing  anesthesia.  All  are  given 
thorough  and  up-to-date  exposition.  The  illus- 
trations are  first-rate.  The  references  are  at  the 
end  of  the  volume  instead  of  after  each  chapter  but 
titles  of  papers  are  included.  A distinguishing 
feature  is  the  use  of  intelligent  and  practical  sche- 
mata. The  index  is  good.  In  short,  this  is  a highly 


recommended  volume. — Milton  Plotz 

Practical  Dermatology.  By  Samuel  M.  Peck, 
M.D.,  with  Laurence  L.  Palitz,  M.D.  Octavo  of 
380  pages,  illustrated.  New  York,  Landsberger 
Medical  Books,  Inc.,  Distributed  solely  by  The 
Blakiston  Division  of  the  McGraw-Hill  Book  Co., 
1956.  Cloth,  $7.00.  (Handbooks  for  the  General 
Practitioner) 

The  senior  author  of  this  compact  text  is  well 
known  for  his  many  valuable  contributions  in  the 
field  of  dermatology. 

Although  primarily  written  for  the  general  prac- 
titioner, this  reviewer  takes  exception  to  some  not 
too  controversial  issues.  In  the  cases  of  eye  com- 
plications of  herpes  zoster,  the  ophthalmologist 
should  be  consulted  to  prevent  scarring  and  blind- 
ness. Likewise,  regarding  the  clinical  differentia- 
tion of  the  various  types  of  pigmented  nevi  and  their 
treatment,  it  may  be  of  value  to  take  sections  for 
histologic  studies.  The  authors  make  no  mention 
of  biopsy  material  for  the  determination  of  the  type 
of  nevj  under  consideration. 

The  text  reads  easily  with  many  black  and  white 
photographs.  Although  it  aims  to  describe  the 
common  skin  disorders  as  seen  by  the  busy  general 
practitioner,  a goodly  number  of  the  rare  derma- 
toses are  discussed. — Arthur  M.  Persky 

Modern  Office  Gynecology.  By  George  Blinick, 
M.D.,  and  Sherwin  A.  Kaufman,  M.D.  Duodecimo 
of  218  pages,  47  illustrations.  Philadelphia,  Lea  & 
Febiger,  1957.  Cloth,  $4.50. 

This  small  volume  contains  the  bare  essentials  of 
mechanics  of  office  treatment  by  the  gynecologist. 
It  may  meet  with  the  approval  of  the  general  prac- 
titioner.— Charles  A.  Gordon 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  March,  1957.  Octavo.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  Pub- 
lished Bimonthly  (six  numbers  a year).  Cloth, 
$18  net;  paper,  $15  net. 

This  issue  of  the  Medical  Clinics  of  North  America 
is  under  the  editorship  of  Howard  F.  Conn  and  is 
devoted  to  a symposium  on  the  Efficacy  of  New 
Drugs.  As  might  be  expected,  the  papers  are 
extraordinarily  well  chosen  and  represent  a very  fair 
evaluation  of  drug  therapy  today.  The  issue  may 
be  read  with  profit  by  every  physician. — Milton 
Plotz 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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TOTAL  MEMBERSHIP  AS  OF  SEPTEMBER  1,  1957—24,501 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus. . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 
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Greene 

Herkimer 

Jefferson 
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Lewis 

Livingston .... 
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Nassau 

New  York 

Niagara 
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Orleans 

Oswego  

Otsego 
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Queens 
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Richmond.  . . . 
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St.  Lawrence. . 
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Schuyler 
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Steuben 

Suffolk 

Sullivan 
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Tompkins 
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Warren 

Washington 

Wayne 

Westchester  . . 
Wyoming 
Yates 


Albert  Vander  Veer,  2nd.  . . .Albany 

Kurt  Zinner Wellsville 

Joseph  P.  Alvich Bronx 

James  L.  Palmer Binghamton 

Robert  D.  Kelsey Franklinville 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Gene  S.  Rogati Warren 

Robert  T.  Corey Valatie 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Mathew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson  . .Gloversville 

Joseph  F.  Krawczyk Batavia 

Alfred  O.  Persons Lexington 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson.  .Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald.  . . Lockport 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Clias.  S.  McWilliam  . . . .Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

James  Bordley,  III. . . .Cooperstown 

Mathew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . .Flushing 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine.  .Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Leo  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack.  ..  .Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

John  L.  Shultz Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

Robert  D.  Davis Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus.  . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . .Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lj'on Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Alden  K.  Boyd Binghamton 

Ruth  R.  Knoblock ....  Little  V alley 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger.  . .Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O'Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornel 

John  J.  Murphy' Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George ,.Ithacr 

Herbert  B.  Johnson Kingstor 

Richard  C.  Batt Glens  Fall? 

Roy  E.  Borrowman. . Fort  Edwart 

Leman  W.  Potter Newarl 

Arthur  H.  Diedrick.  . .Port  Cheste 

Newland  W.  Fountain Warsav 

Paul  C.  Johnson Penn  Yai 
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New  York  State  J.  Med. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  gl; '• 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices— -By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HMLE 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-lf udson.  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Caoss  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youthful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  IOIN  AND  SERVE! 


BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING ” 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amity ville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request . 

JOHN  F.  LOUDEN.  President  EDWARD  H.  MALONE.  M.D.,  Physician-in-Charge 

NEW'  YORK  CITY  OFFICE,  Empire  State  Building.  Tel.  Longacre  3-0799 
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“ ..it  is  imperative  to  treat  all 
urinary  tract  infections  in 
children  as  a serious  disease , 
one  that  may  involve  the 
renal  parenchyma  and  produce 
ronnl  fn.i.b/.rp  in,  adult  life/ 


an  effective  urinary  antibacterial  agent  in  children.”2 


FU  RADANTI N 


brand  of  nitrofurantoin 


In  children,  since  “chronic  urinary  infection  is  generally  the  sequel  of  inade- 
quately treated  acute  infection,”3  prompt  and  adequate  therapy  with  Furadantin 
can  prevent  irreparable  renal  damage.  Furadantin  also  “has  been  a ^afe  and 
effective  therapeutic  and  prophylactic  drug  for  chronic  urinary  tract  infection. 
. . . We  feel  the  drug  should  be  continued  prophylactically  for  a minimum  of 
several  months  after  the  urine  has  been  sterilized.”1 

Furadantin  has  “yielded  a number  of  striking  results  in  clearing  up  resistant 
infections  [in  children]  particularly  with  A.  aerogenes,  Pseudomonas  aeruginosa, 
and  a few  cases  of  B.  proteus.  It  is  generally  well  tolerated  in  the  recommended 
dosage  schedule.”4 

In  the  treatment  of  Proteus  infections,  “Furadantin  Pediatric  Suspension  [Oral 
Suspension]  1 teaspoonful  four  times  daily,  is  the  most  satisfactory  medication, 
if  tolerated.  ...  It  can  be  given  over  a long  period  without  ill  effects  and  is 
excreted  in  large  amounts  in  the  urine.”5  In  one  study,  Furadantin  proved  much 
more  effective  than  any  other  drug  used  previously  in  the  treatment  of  Proteus 
infections.  “We  feel  that  this  is  especially  important  since  P.  vulgaris  infections 
occur  rather  commonly  in  infants  and  children.”2 

In  addition  to  unexcelled  effectiveness  against  a wide  range  of  gram-positive 
and  gram-negative  bacteria,  Furadantin  has  a wide  margin  of  safety.  Well  toler- 
ated, Furadantin  has  proven  nontoxic  to  kidneys,  liver  and  blood-forming  or- 
gans. No  cases  of  monilial  superinfection,  crystalluria,  or  staphylococcic  enteritis 
have  ever  been  reported.  In  6 years  of  extensive  use,  development  of  bacterial 
resistance  remains  negligible. 

AVERAGE  FURADANTIN  DOSAGE 

Furadantin  Oral  Suspension  (25  mg.  per  5 cc.  tsp.)  : Average  daily  dose  for  children 
between  15  and  75  lbs.,  using  5 cc.  teaspoon,  is  given  below.  Administered  4 times  daily 
with  food  or  milk,  it  is  readily  miscible  with  water,  infants’ formulae,  milk  or  fruit  juices. 

15-24  lbs.  (7-10  Kg.)  I 25-49  lbs.  (11-22  Kg.)  \ 50-74  lbs.  (23-33  Kg.)  I 75  lbs.  (34  Kg.) 

M teaspoonful  q.i.d.  \ 1 teaspoonful  q.i.d.  I 2 teaspoonfuls  q.i.d.  \ 3 teaspoonfuls  q.i.d. 

Supplied:  Bottle  of  60  cc. 

Furadantin  tablets:  Average  dose  for  children  is  5 to  7 mg.  per  Kg.  (2.3  to  3.2  mg. 
per  lb.)  in  4 divided  doses  daily. 

Supplied:  Tablets  of  50  mg.  and  100  mg.,  bottles  of  25  and  100. 


NOW  for  hospitalized  patients,  for  severe  urinary  tract  infections  when 
peroral  administration  of  Furadantin  is  not  feasible  and  for  serious 
infections  as  septicemia  (bacteremia)  when  the  bacterium  is  sensitive. 

new, lifesaving  FURADANTIN  Intravenous  Solution- 


REFERENCES:  1.  Marshall,  M.,  Jr.,  and  Johnson,  S.  H.,  III. : J.  Urol.,  Balt.  76  : 123, 1956.  2.  Johnson,  S.  H., 
Ill,  and  Marshall,  M.  Jr.:  A.  M.  A.  Am.  J.  Dis.  Child.  89:199,  1955.  3.  Campbell,  M.  F. : Modern  Med. 
24:85,  1956.  4.  Engel,  W.  J. : Med.  Clin.  N.  America,  p.  965  (July)  1955.  5.  Carroll,  G. : Pediat.  Clin.  N. 
America,  p.  781  (Aug.)  1955. 

FURADANTIN  SENSI-DISCS 

for  bacterial  sensitivity  tests  are  available  from  Baltimore  Biological  Laboratories. 


NITROFURANS  ...a  new  class  of  antimicrobials  . . . 
neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES,  NORWICH,  N.  Y. 


CLASSIFIED  ADVERTISING 


FOR  SALE 


NEW  LEITZ  LABORLUX  III  BINOCULAR  MICRO- 
SCOPE. 4 objectives  (oil  immersion),  mechanical  gradu- 
ated stage.  Write  or  call:  Scharoff,  64-17  214  St..  Bavside. 
X.  Y.  BAYSIDE  4-4774. 


Picker  XRAY  Unit  125KV300MA  Transformer.  Stationary 
200MA  Xray  Tube  Leadscreen  Cassetts  Filing  Cabinet 
Illuminator.  Excellent  Condition.  Illness.  Dr.  Wyser, 
6 Church  St..  Ossining.  N.  Y.  Tel.  2-0122. 


FOR  SALE 


Ideal  for  Physician  or  Dentist.  Corner  Colonial  house  with 
attached  spacious  offices.  4 Bedrooms.  3$  baths.  Residen- 
tial section  in  a rapidly  growing  community.  Agent:  A. 
Leggett,  Inc.,  Nyack.  N Y.  Tel.  Nyack  7-3050.  or  call 
New  York  City.  RHinelander  4-4705. 


FOR  SALE 


Lucrative  general  medical  practice  free  with  purchase  of 
modern  air-conditioned  office  building,  70  miles  north  of 
New  York  City.  Box  637.  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Forest  Hills,  excellent  access  to  Manhattan.  10  minutes  to 
Queens  Midtown  Tunnel.  2 minutes  to  Long  Island  Express- 
way. all  brick  detached.  8 years  old.  4 bedrooms.  3 baths, 
large  den.  finished  playroom,  bar,  patio,  modern  kitchen  and 
laundryroom,  aluminum  storm  and  screen  windows,  wall  to 
wall  carpeting,  near  schools,  $42,000.  CE  9-2312. 


12,000,000  TEST  TABLETS 

During  16  months  of  clinical  testing, 
more  than  12,000,000  Orinase*  tablets 
were  made  available  to  physicians  for 
trial  in  selected  diabetic  patients. 


^Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 


The  Upjohn  Company 

Kalamazoo,  Michigan 


Upjohn 


PRACTICE  FOR  SALE 


General  practice,  very  active,  established  23  years  in  a diversi- 
fied industrial  city  in  central  N.  Y.  State,  150.000  population. 
3 open  approved  hospitals.  Excellent,  well-equipped  office- 
home  combination,  ideal  for  1 or  2 practitioners,  may  be 
rented  or  purchased.  Reasonable  terms.  Retiring,  will 
introduce.  Box  645,  N.  Y.  St.  Jr.  Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 

Active  Practice;  general  and  minor  surgery,  major  surgery, 
if  desired.  Compensation  and  Insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  N.  Y.  State.  Box 
599.  N.  Y.  St,  Jr.  Med. 


PRACTICE  FOR  SALE 

Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirtj' -seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621.  N.  Y.  St  Jr. 
Med. 


General  practice — Central  New  York  serving  2500.  Grossed 
$30,000  1956  (third  year).  Full  hospital  privileges.  Beauti- 
ful home.  Lease  on  fully  equipped  office.  Guaranteed 
income  first  year.  Near  lakes,  mountains,  summer  theaters, 
etc.  Terms.  Box  634,  N.  Y.  St.  Jr.  Med. 


New  York — Well  established  E-N-T  practice:  conveniently 

located  growing  Staten  Island,  easil3*  accessible  surburban 
area,  near  three  hospitals.  Fully  equipped  air-conditioned 
office;  records,  instruments  available;  attractive  rental 
terms.  Box  628,  N.  Y.  St.  Jr  Med. 


FOR  SALE 

Westinghouse  Simplex  40  MA  Tiltable  X-ray  Fluoroscope. 
Excellent  Condition.  $400.00.  Bu  2-1010. 


FOR  SALE 

Lucrative  and  active  practices  of  Internist  and  Pediatrician. 
Combined  offices  with  complete  and  separate  examination 
facilities.  X-ray.  laboratory.  Grand  Concourse,  The 
Bronx.  Box  647,  N.  Y.  St.  Jr.  Med. 


Sunnyside.  Queens,  populated  area.  4-room  corner  apt. 
Office  and  Living,  fully  equipped  and  furnished.  Very 
reasonable.  After  14  years  leaving  for  specialty.  Box  629 
N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE  IN  PINE  HILL 

Ulster  County,  New  York.  1 Vs  miles  from  Bellayre  Ski  Tow 
and  Chain  Lift.  1 acre  of  land,  barn,  10  rooms,  3 baths,  hot 
water  heat.  N.  Y.  C.  sewerage  system.  Town  water.  House 
in  excellent  condition.  Ideal  opportunity  for  Physician-Sur- 
geon. Well  equipped  hospital  12  miles  distant.  For  further 
details  write: 

M rs.  Harrv  B.  Richard 
Box  331 

Pine  Hall.  Ulster  Co.,  New  York 


PHONE:  CH  2-8686- 


Foi  well  trained  highly  qualified  penonnel 

MEDICAL  OFFICE  ASSISTANTS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  y.  State  Llctnstd 
Day  A Eva  Count) 
Co-td.  (Founded  1936) 
Gtlfrtt  Catalog  69 
OCfWOt  FOB  PHYSICIANS'  AIDES  85  Fifth  Avenue 
bUw  York  3,  N.  7. 


Eastannff 
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FOR  RENT 


PHYSICIAN  WANTED 


Four  room  downstairs  flat.  Excellent  for  Doctor’s  office 
with  ample  parking  space  in  rear!  Centrally  located  in  a 
professional  residential  section.  Rome.  N.  Y.  needs  more 
doctors  as  it  is  the  second  fastest  growing  city  in  New  York 
State.  We  have  Griffiss  Air  Base  and  several  large  indus- 
trial plants.  Three  large  hospitals  and  a population  over 
50,000.  Box  616  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Specialist  to  share  well  equipped  and  completely  furnished 
office  consisting  of  waiting  room,  consultation  and  2 treat- 
ment rooms.  Your  choice  of  hours  arranged.  Desirable 
location,  321  Lena  Ave.,  Corner  of  Bayview  Ave.,  Freeport, 
N.Y  FR  8-7527. 


FOR  RENT 


PROCTOLOGIST:  Large  modern  centrally  located  Medi- 

cal Building  in  Suffolk  County.  Air-Cond.  Excellent  op- 
portunity. Write  Box  639,  N.  Y.  St.  Jr.  Med. 


Just  completed  attractive  professional  offices  on  main  street 
new,  growing  section  Far  Rockaway.  Will  rent  whole  parcel 
or  individual  offices.  Rose  Kozlowsky,  37  Trinity  Place, 
Hewlett,  L.I.  Franklin  4-3647. 


New  GLEN  OAKS  MEDICAL  CENTER— indiv.  suites— 
excellent  location — nr.  L.I.  Jewish — Hillside — and  Creed- 
moor  Hospitals.  254-03  Union  Tpke.  Fieldstone  7-1943. 


Equipped  doctor’s  office  for  rent,  six  rooms,  excellent  loca- 
tion. 201  West  Merrick  Road,  Freeport,  New  Y’ork, 
(Mrs.  C.  A.  Long). 


WANTED 


Resident  opening:  Medicine — Surgery — Fully  approved 

three  year  program.  Salary  with  complete  maintenance. 
Housing  available  if  married.  Apply  Dr.  B.  A.  Watson, 
Supt.,  Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs, 
New  York. 


WANTED 


Ophthalmologist  wanted  for  general  hospital  and  diagnostic 
clinic.  Must  be  Board  eligible.  Salary  open,  retirement 
plan,  excellent  living  and  working  conditions  in  the  Finger 
Lakes  area.  Apply  Dr.  B.  A.  Watson,  Superintendent, 
Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs,  New 
York. 


WANTED 


Orthopedic  Surgeon  wanted  for  general  hospital  and 
diagnostic  clinic.  Must  be  Board  eligible.  Salary  open, 
retirement  plan,  excellent  living  and  working  conditions  in 
the  Finger  Lakes  area.  Apply  Dr.  B.  A.  Watson,  Super- 
intendent, Clifton  Springs  Sanitarium  and  Clinic,  Clifton 
Springs,  New  York. 


WANTED 


Psychiatrist  wanted  for  general  hospital  and  diagnostic 
clinic.  Must  be  Board  eligible.  Salary  open,  retirement 
plan,  excellent  living  and  working  conditions  in  the  Finger 
Lakes  area.  Apply  Dr.  B.  A.  Watson,  Superintendent, 
Clifton  Springs  Sanitarium  and  Clinic,  Clifton  Springs, 
New  York. 


HALF-TIME  PSYCHIATRISTS  wanted.  Inquire  Do- 
mestic Relations  Court.  135  East  22nd  Street,  Telephone: 
A1  4-1900,  extension  56. 


WANTED 


General  practitioner  well  trained  to  associate  with  general 
practitioner  in  very  active  practice  in  Brooklyn.  Box  635, 
N.  Y.  St.  Jr.  Med. 


Progressive  Central  New  York  community  of  5000  requires 
general  practitioner.  Locate  permanently.  Obstetrics  es- 
sential. Local  M.D.s  (3)  endorse.  Industrial,  farm,  vaca- 
tion area.  Write  Health  Committe,  Chamber  of  Commerce, 
Camden,  N.  Y. 


SPECIALIST  WANTED 


Excellent  opportunity  for  qualified  E.  N.  T.  man  psychiatrist, 
neurosurgeon,  allergist,  proctologist,  in  Long  Island  about  50 
miles  from  New  York  City.  Good  hospital  facilities  avail- 
able. Space  in  modern  air-conditioned  building  for  rent. 
Box  632,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist — certified,  31,  DNB;  family;  completing  military 
service,  January,  1958;  teaching  hospital  trained;  in- 
terested clinical  medicine,  cardiology;  seeks  group,  solo, 
associateship,  partnership  or  permanent  job;  no  rural, 
general  practice.  Box  626,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Young  internist — board  eligible — desires  association  with 
group,  individual  or  solo  practice.  Three  and  one-half  years 
residency  training  at  Mount  Sinai  Hospital,  N.  Y.  C.  Box 
643,  N.  Y.  St.  Jr.  Med. 


SITUATION  W ANTED 


ALLERGIST,  BOARD  CERTIFIED  IN  PEDIATRICS, 
desires  affiliation  with  group,  individual  or  drug  company. 
Qualifications  outstanding.  Box  644,  N.  Y.  St.  Jr.  Med. 


POSITION  W ANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Yroung,  certified  Internist,  good  background  desires  to  join 
or  purchase  practice.  Please  write  Box  633,  N.  Y.  St.  Jr. 
Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 ‘/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00- — H- 
80  West  Kingsbridge  Rd.,  New  York  68,  N.  Y.  CY-8-8267. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


RESIDENT  HOME  FOR  AGED 
OR  NURSING  HOME: 


Fabulous  mansion  and  country  surroundings,  ideally  situ- 
ated in  Saugerties,  N.  Y.,  off  thruway,  2 hrs  from  New  York, 
(caretakers  on  property  and  kept  in  perfect  condition)  100 
acres,  12  large  rooms,  accomodating  22  persons.  Won- 
derful opportunity  for  Doctor  with  exclusive  following,  will- 
ing to  discuss  either  sale  of  this  fabulous  set  up  or  willing  to 
consider  a business  venture.  Please  state  all  particulars  in 
letter.  Box  646  N.  Y.  St.  Jr.  Med. 
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stands  for  — greater  antibiotics 
blood  levels  • faster  broad-spectrum! 

ACHROI 

is  a new  and  superior  form  ofi 
the  widely  prescribed  broad-s 
for  its  effectiveness  in  the  i 
different  infections.  New! 
are  r a p i d - a c t i n g , offers 
twice  the  absorption  ink 
oral  broad-spectrum 

ACHROMYCIN  V is  now  available  in-CAPSULES.  (Pink)  250  mg.,  100  mg. 
(tetracycline  HCI  equivalents,  phosphate-buffered.)  SYRUP.  Each  teaspoonful  (5  cc.)  of 
orange-flavored  syrup  contains  125  mg.  of  tetracycline  HCI  activity,  phosphate-buffered. 
LIQUID  PEDIATRIC  DROPS.  Each  cc.  (20  drops)  contains  100  mg.  of  tetra- 
cycline HCI  activity,  phosphate-buffered.  (Approx.  5 mg.  per  drop).  Orange  Flavor.  Plastic 
dropper-type  bottle  of  10  cc. 
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absorption  • earlier  therapeutic 
action 

YCINV 

Tetracycline  Buffered  with  Phosphate 

flACHROMYCIN*  Tetracycline- 
spectrum  antibiotic,  noted 
treatment  of  more  than  50 
ACHROMYCIN  V Capsules 
an  average  of  practically 
half  the  time  — unsurpassed 
; h e r a p y . 

ACHROMYCIN  V dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children  and  adults. 

REMEMBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 

— 

*Reg.  U.S.  Pol.  Off. 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  N£W  YORK  ^ ^ 
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RELIEF 

FROM 

ACNE 


is  an  essential  adjunct  to  treatment 


IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 


Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated . . . assures  patient  acceptance 
and  cooperation. 

FOSTEX  CREAM  for  thera- 
peutic washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired. 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 

in  4.5  oz.  jars  in  bar  form 


WESTWOOD  PHARMACEUTICALS 


Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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Trasentlne-Phenobarbilal 


c I B A 

Summit,  N.  J. 


integrated  relief . . . 
mild  sedation 
visceral  spasmolysis 
mucosal  analgesia 


TABLETS  (yellow,  coated),  each  containing 
50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA ) and  20  mg.  phenobarbital. 


2j  1129H 
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how 

DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 


assure  such 

GRATIFYING 

SUSTAINED 

COMFORT 

for  your 

PROCTOLOGIC 

PATIENTS 


WHY  NOT 
WRITE  FOR 
SAMPLES 


DESITIN 
SUPPOSITORIES 

soothe 
protect 
lubricate 
ease  pain 
relieve  itching 
decongest 
aid  healing 

(i by  means  of  Norwegian  cod  liver  oil,  rich  in 
vitamins  A & D and  unsaturated  fatty  acids) 

Contain  no  styptics,  local  anesthetics,  or  narcotics 
and  therefore  do  not  mask  serious  rectal  disease. 
In  boxes  of  12. 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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For  anxiety , tension 
and  muscle  spasm 
in  everyday  practice. 

■ well  suited  for  prolonged 
therapy 

■ well  tolerated,  relatively 
nontoxic 

■ no  blood  dyscrasias,  liver 
toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

■ orally  effective  within 
30  minutes  for  a period  of 
6 hours 


RELAXES  BOTH  MIND  AND  MUSCLE 

WITHOUT  IMPAIRING  MENTAL  OR  PHYSICAL  EFFICIENCY 


Milt  own* 

tranquilizer  with  muscle-relaxant  action 


2-methyl*2*ll-propyM,3*propanediol 
dicarbamate  — (J.  S.  Patent  2,724,720 


Supplied:  400  mg.  scored  tablets 
200  mg.  sugar-coated  tablets 

Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 


Literature  and  samples  available  on  request 


WALLACE  LABORATORIES 
New  Brunswick,  N.  J. 
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1 tablet  t.i.d.  at 
mealtime  and 
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MilpatJ 

Miltown®  O anticholinergic  ( 


u.  b.  ratent  , /zu 
tridihexethyl  iodide  25  mg. 

( 3 - diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol-ethiodide) 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


1.  Wolf  & Wolff,  Human  Gastric  Function 
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personally  imprinted  peptic  nicer 
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Miltown®  anticholinergic 


controls 

gastrointestinal  dysfunction 
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(Prednisolone  ferfi'ory-butylocetote,  Merck) 

. for  relief  that  lasts -longer 


in  TRIGGER  POINT 
TENDERNESS 
permits 
painless 
movement 


IS 

Rheumatoid  arthritis 
Osteoarthritis 
Acute  gouty  arthritis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 


Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 
Tensor  fascia  lata 


Collateral  ligament 


Radiculitis 
Osteochondritis' 


Duration  of  relief 
exceeds  that 
provided  by  any 
other  steroid 
ester 


Hydrocortisone  Acetate’ 

| (6  days 

1 

Prednisolone  Acetate1 

(8  days— 20  mg.) 


K 


* O " 

if&uium 


HYDELTRA -T.B.A. 


(13.2  days — 20  mg.) 

O 1 2 3 4 S 6 7 6 9 10  1 I 12  13  14  IS  DAYS 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra*- 
t.b.a. — 20  mg./cc.  of  predniso- 
lone f^rfiary-butylacetate,  in 
5-cc.  vials. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  ft  CO..  INC. 

PHILADELPHIA  1.  PA. 


/.  Hollander,  J.  L.,  Paper  read  at  conference  in  New  York  City , May  31  and  June  1,  1955 
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just  one  specific 

therapeutic  purpose 


to  curb  the  appetite 

of  the  overweight  patient 


(brand  of  phenmetrazine  hydrochloride) 


Preludin  makes  reducing: 

Effective  because  it  provides  potent  appetite  suppres- 
sion, while  minimizing  the  undesirable  effects  on  the 
central  nervous  system  which  may  be  encountered 
with  certain  other  weight-reducing  agents.' 

Comfortable  because  it  virtually  eliminates  nervous 
tension,  palpitations  and  loss  of  sleep.2 

Notably  safe  because  it  is  not  likely  to  aggravate 
coexisting  conditions,  such  as  diabetes,  hypertension 
or  chronic  cardiac  disease.3 

References:  (1)  Holt,  J.O.S.,Jr.:  Dallas  M.  J.  42:497,  1956.  (2)  Gelvin, 
E.  P.;  McGavack,  T.  H.,  and  Kenigsberg,  $.:  Am.  J.  Digest.  Dis.  1 : 155, 
1956.  (3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956. 

Preludin®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square, 
pink  tablets  of  25  mg.  Under  license  from  C.  H.  Boe’nringer  Sohn, 
Ingelheim. 

GEIGY 

Ardsley,  New  York 
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thousands  of  physicians 

1 1 

confirm  daily  in  practice 
the  overwhelming  evidence 
in  hundreds  of  publications 

. AW1BT1ICORTEN’ 

prednisone 


overwhelmingly  favored  by  physicians  in  rheumatoid 
arthritis  and  bronchial  asthma 

increasingly  favored  by  physicians  in  intractable  hay  fever, 
nephrosis,  disseminated  lupus  erythematosus  and  acute 
rheumatic  fever 


Meticorten,  1,  2.5  and  5 mg.  white  tablets. 


optimal  dosages  for  atarax, 
based  on  thousands  of  case  histories: 


mg.  (t.i.d.) 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 

P€ACe  OF  MIND  ATARAX 

(BRAND  OP  MYOROXY2IN6)  PJ1  I f . O 

lablets-byrup 


New  York  17,  New  York 


Consider  these  3 atarax  advantages: 

• 9 of  every  10  patients  get  release  from  tension, 
without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

atarax  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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used  with  a measured— dose  3-PP 
for  simplicity,  esthetic  appeal 
wider  patient  acceptance 


Y 

whenever  stricture  or 
obstruction  cause  acute 
or  chronic  mucosal 
inflammation  of  the  lower 
urinary  tract. . .other 
measures  may  be  indicated 
to  correct  the  injury. . . 
butPyridiunf  is  the 
specific  for  fast  relief  of 
pain,  urgency,  frequency 
and  burning. 
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in  any  urinary  tract  disorder 
Pyridium®  is  the  specific  for 
fast  relief  of  pain,  urgency, 
frequency  and  burning 


Pyridium  brings  relief  within  20-25  min- 
utes. Pyridium  is  compatible  with  and 
complementary  to  all  specific  therapies, 
whether  medical  or  surgical.  With 
Pyridium  you  have  greater  flexibility  in 
the  use  of  any  potency  or  dosage  schedule 
required  for  successful  treatment. 
Dosage:  2 tablets  before  each  meal. 
Supplied:  Bottles  of  12,  50,  500  and  1,000. 
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of  PRURITUS  ANI- 


TOPICAL  AMINO  ACID  THERAPY 

Immediate  and  prolonged  relief  . . . Inherent  safety 

98%  Effective 1 and  Why — 

Recent  observations  on  the  pruritogenic 
effects  of  proteolytic  enzymes2  have  focused 
new  interest  on  the  value  of  proteins  and 
amino  acids  in  pruritus  ani. 

Using  selected  amino  acids — Hydrolamins 
— Bodkin  and  Ferguson1  obtained  relief  in 
98%  of  pruritus  ani  cases.  McGivney3 
states  that  practically  all  his  patients  have 
had  immediate  relief. 

Hydrolamins  offers  a protective  stainless 
biochemical  barrier  to  irritating  enzymes 
and  also  neutralizes  alkaline  irritants 
seeping  from  the  anal  canal. 

100%  Safe  and  Why  — 

Being  biochemical  in  character  and  having 
a pH  of  around  6,  Hydrolamins  harmo- 
nizes with  the  skin,  does  not — unlike  the 
"caines”  and  steroids  — tend  to  cause 
treatment  dermatitis  or  sensitization  — in 
a word  is  SAFE. 

Hydrolamins  is,  therefore,  indicated  in  the  topical  treatment  of — 

Pruritus  Ani  et  Vulvae  • Fissures  • Diaper  Rash  • Anal  Irritations  and 
Erythemas  • Pinuorm  Pruritus  • Ileostomy  and  Colostomy  Irritations 


SUPPLIED;  1 oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company  • 


Chicago  14,  Illinois 
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1.  Bodkin,  L G.,  and  Ferguson,  E.  A.,  Jr.:  Am.  J.  Digest.  Dis.  18:59  (Feb.)  1951.  2.  Arthur,  R.  P.,  and  Shelley, 
W.  B.:  J.  Invest.  Derm.  25:341  (Nov.)  1955.  3.  McGivney,  J.:  Texas  J.  Med.  47.770  (Nov.)  1951. 


Clinical  benefits  well  established  in 

LOW  BACK  PAIN 


and  other  musculoskeletal  disorders 


Zoxazolamine' 


"...in  the  treatment  of  90  patients  with  low  back  pain  and  other  muscular 
conditions... 67  (74  per  cent)  showed  a good  response  following  treatment 
with  Flexin."1 

"In  acute  and  chronic  recurrent  low  back  syndrome,  seven  of  eight  patients 
showed  visible  objective  improvement."2 

"A  high  percentage  of  patients  with  these  conditions  [sprains,  muscle  strains 
and  contusions,  low  back  disorders,  fibrositis,  bursitis,  myositis,  and  spon- 
dylitis] may  be  expected  to  be  benefited  by  the  drug  with  attending  relief  of 
muscle  spasm  discomfort."3 

references  (])  Johnson,  H.  J.,  Jr.:  To  be  published.  (2)  Settel,  E.:  Am.  Pract.  & Digest  Treat.  8:443 
(March)  1957.  (3)  New  and  NonofiRcial  Remedies,  J.A.M.A.  162: 205-207  (Sept.  15)  1956. 


how  supplied  Pink,  enteric  coated  tablets  (250  mg.),  bottles  of  36.  Yellow,  scored  tablets  (250  mg.), 
bottles  of  50. 

*U.S.  Patent  Pending 


(McNEIL)  Laboratories,  Inc  • Philadelphia  32,  Pa. 


NEW  WOUNDS 


essentially  all  wounds  are  dirty... 


Antibiotic  Ointment 


first  clears  the  wound  of  tissue  debris  by  proteolytic 
enzymatic  digestion ...  then  cleans  the  wound  of  infection  by 
positive  antibiotic  action. 

try  psin/chymotryps  in/bacitracin/polymyxin 

CLEANED  WOUNDS  HEAI AND  FASTER 

in  any  breach  of  the  skin  surface,  faster  healing  will  result 
from  application  of  Tryptar  Antibiotic  Ointment. 

Tryptar  Antibiotic  Ointment  is  safe,  virtually  non- 
sensitizing, and  does  not  affect  living  tissue. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE.  ILLINOIS 
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each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V4  gr.)  . 162.0  mg. 
Phenobarbital  [V*  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.6  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 

V > 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


/mm 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


I.  tract. . . 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  {400  in g.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  nig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1 ,000. 

’Trademark  * ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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kids  really  like... 


SQUIBB  IRON,  B COMPLEX  AND  Bu  VITAMINS  ELIXIR 

■ to  correct  many  common  anemias 

■ to  correct  mild  B complex  deficiency  states- 
■ to  aid  in  promotion  of  growth  and  stimulation  of  appetite  in  poorly  nourished  children 


Squibb 


Squibb  Quality — 
the  Priceless  Ingredient 


Each  teaspoonful  (5  cc.)  supplies: 

Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

(equivalent  to  130  mg.  ferrous  sulfate  exsiccated) 

Vitamin  B12  activity  concentrate 4 meg. 

Thiamine  mononitrate  1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride 0.5  mg. 

Alcohol  content:  12  per  cent 
Dosage:  1 or  2 teaspoonfuls  t.i.d. 

Supply:  Bottles  of  8 ounces  and  1 pint. 


S&01RATON1®  IS  A SC.UI8B  TRADEMARK 
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FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  involvement  can  be  effectively 
controlled  with 

WMHME 

many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 


MEPROLONE 


The  first  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  musclespasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  "MEPROLONE’-5 — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  'MEPROLONE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’- 1 supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
*MEPR0L0NE’-2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 


"MEPROLONE'  is  a trademark  of  Merck  & Co..  Inc. 
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• improves  cerebral 
blood  flow2 


• reserpine  raises  the 
threshold  of  emotional 
response  . . . stifles  neu- 
rogenic aggravation  of 
the  disease 


acting  in  concert3. . . to  control  the  entire 
syndrome  off  essential  hypertension 

Unitensen-R  combines  cryptenamine  and  reserpine  which  “act  in 
concert”  to  treat  the  hypertensive  patient  as  a whole.  When  given 
together  these  components  produce  a far  better  therapeutic  effect 
than  when  given  separately.  Successful  therapy  is  usually  maintained 
with  dosages  well  below  those  producing  side  effects. 

Each  gray-coated  Unitensen-R  tablet  contains: 


Cryptenamine  (tannates) 1.0  mg. 

Reserpine 0.1  mg. 

Dosage:  1 tablet  t.i.d. 


For  prescription  economy,  prescribe  in  50’s. 

To  serve  your  patients  today— call  your  pharmacist  for  any  addi- 
tional information  you  may  need  to  help  you  prescribe  Unitensen-R. 

! i 

1.  Finnerty,  F.  A.:  Am.  J.  Med.  17:  629,  1954.  2. 

McCall,  M.  L.;  Sass,  D.  K.;  Wagstaff,  C.,  and  Cut- 
ler, J.:  Obst.  & Gynec.  6:  297,  1955.  3.  Cohen,  B. 

M.;  Cross.  E.  B.,  and  Johnson,  W.:  Am.  Pract.  & 

Digest  Treat.  6:  1030,  1955. 


IRWIN,  NEISLER&  CO.  DECATUR,  ILLINOIS 


UNITENSEN-IT 
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in  pregnancy 

Junket” rennet  - 
custards  furnish  all 
the  nutrients  of  milk 
in  a pleasant,  more  easily 
assimilable  form. 


J 


RENNET  POWDER 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


REVOLUTIONARY  MACHINERY 

Latest  manufacturing  and  packaging  equip- 
ment is  used  in  the  production  of  Orinase.* 
Automatic  cotton-stuffer  eliminates  hand 
operation,  safeguards  sterility. 


’Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 


I J 

PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .until  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


. ’Trademark  ® Registered  Trademark  for  Tridihexethyt  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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an  important  advance  m menopausal  therapy 


For 

two  - dim  ensional 
treatment 


“Milprem”— Miltown®  -f-  Conjugated  Estrogens  (equine)  — 
combines  for  complementary  action  a proven  tranquilizer 
with  a proven  natural  estrogen  for  simultaneous  control  of 
both  manifestations  of  the  menopause  — the  psychologic  and 
physiologic. 

“Milprem”  restores  emotional  and  hormonal  balance  in  meno- 
pausal distress. 

“Milprem”  represents,  therefore,  rational  and  comprehensive 
menopausal  therapy.  With  one  prescription  you  can  now 
safely  manage  the  whole  menopausal  syndrome.  Samples  and 
literature  on  request. 

Supplied:  Bottles  of  60  tablets. 

Each  tablet  contains: 


MILTOWN®( meprobamate,  Wallace)  400  mg. 

2 -me thy  1-2-n- propyl -1,3- propanediol  dicarbaniate. 

U.  S.  Patent  No.  2,724,720. 


Conjugated  Estrogens  (equine)  0.4  mg. 

Licensed  under  U.  S.  Patent  No.  2,429,398. 

Dosage:  One  tablet  t.i.d.  in  21-day  courses 
with  one  week  rest  periods. 

Should  be  adjusted  to  individual  requirements. 

“Milprem” 

MILTOWN®  + CONJUGATED  ESTROGENS  (EQUINE) 

‘ WALLACE  LABORATORIES,  New  Brunswick,  1 V.  J.  cwp.5 
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KNOX  PROTEIN  PREVIEWS 


Knox  (..ho 

HYPERTENSIVE  I 


JL 

s to  Reduce  and  Stay  Reduced 


1.  Color  coded  diets  of  1200,  1600  and  1800  calories  are 
Lased  on  nutritionally  tested  Food  Exchanges.1 2 3 4 

2.  The  easy-to-use  Food  Exchanges  (called  Choices  in 
booklet)  simplify  diet  management  by  eliminating  calorie 
counting. 

3.  Diets  promote  accurate  adjustment  of  caloric  levels  to 
the  special  needs  of  the  patient  yet  allow  each  individual 
considerable  latitude  in  the  choice  of  foods. 


Clias.  B.  Knox  Celatine  Co.,  Inc. 
Professional  Service  Dept.  NM-26 
Johnstown,  N.  Y. 


Please  send  me dozen  copies  of  the  new,  illus- 

trated Knox  Reducing  booklet  based  on  Food  Exchanges. 

Your  Name  and  Address. 


4.  More  than  six  dozen  appetizing,  low-calorie  recipes  are 
described  in  the  last  fourteen  pages  of  the  diet  booklet. 

— 

1.  The  Food  Exchange  Lists  referred  to  are  based  on  material  in 
“Meal  Planning  with  Exchange  Lists”  prepared  by  Committees  of 
the  American  Diabetes  Association,  Inc.,  and  The  American  Dietetic 


Association  in  cooperation  with  the  Chronic  Disease  Program,  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


in 


hay 

fever 


Novahis+ine* 

gives  greater  relief  than  antihistamines  alone 
...and  avoids  misuse  of  topical  agents 


Novahistine  taken 

checks  excessive  irritant  secretions 
and  “unlocks"  the  closed-up  nose 


In  the  management  of  hay  fever  and  other  seasonal  allergies... as  well  as  the 
common  cold... the  distinctly  additive  action  of  a vasoconstrictor  (phenyl- 
ephrine HC1)  combined  with  an  antihistaminic  drug  (prophenpyridamine) 
produces  a higher  degree  of  relief  than  either  drug  given  alone. 

. . .eliminates  patient  misuse  of  nose  drops,  sprays  and  inhalants... avoids  the 
risk  of  rebound  congestion,  mucosal  damage,  and  ciliary  paralysis.  Novahistine 
will  not  cause  jitters  or  insomnia'... will  not  depress  the  appetite. 

Each  Novahistine  Tablet  or  teaspoonful  of  Elixir  provides  5.0  mg.  of  phenyl- 
ephrine HC1  and  12.5  mg.  of  prophenpyridamine  maleate.  For  more  potent 
nasal  decongestion,  Novahistine  Fords  Capsules  provide  twice  the  amount 
of  phenylephrine. 

and,  when  headache  is  present. ..NOVAHISTINE  with  APC 

— each  capsule  contains: 

phenylephrine  10  mg.,  prophenpyridamine  12.5  mg., 
acetylsalicylic  acid  225  mg.  (3J4  gr.),  acetophenetidin 
150  mg.  (2>4  gr.),  and  caffeine  32  mg.  (34  gr.) 


Pitman-Moore  Company  * Division  of  Allied  Laboratories,  Inc.,  Indianapolis  6,  Indiana 
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with 


in  Arthritis,  Asthma,  Allergic  Dermatoses 


the  original  tranquilizer-corticoid 


prednisolone  and  hydroxyzine 


provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  . often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications' 


Ataraxoid  now  written  as 


and  now 

available  as  NEW 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


NEW  Htaraxoid  in 


1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


1.  Personal  communications 


♦Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


' 


CATHETERS, 

SOUNDS  AND 
CYSTOSCOPES: 
SOURCES  OF 

INFECTION 


before  and  after  urologic  instrumentation 
during  indwelling  catheterization 
prophy tactically  in  urologic  surgery 


FU  R ADANTI N 

brand  of  nitrofurantoin 

“The  catheter  is  probably  the  most  common  agent  responsible  for  resistant  urinary 
tract  infections.  ...  A catheter  seeds  the  bladder  with  urethral  bacteria.”1 

During  indwelling  catheterization,  “the  urethra  is  distended  by  a foreign  body  for 
days  or  weeks.  The  response  to  this  is  production  of  a sheath  of  mucopurulent 
exudate  around  the  catheter,  providing  a splendid  medium  for  growth  of  micro- 
organisms. Infection  of  the  bladder  cavity  is  almost  inevitable  under  these  circum- 
stances. . . .”2 

“One  further  danger  of  urethral  instrumentation  is  that  it  may  produce  a transient 
bacteremia.  ...  In  view  of  the  possibility  that  infection  of  the  kidneys  may  take 
place  via  the  blood  stream,  the  bacteremia  of  urethral  instrumentation  probably 
represents  one  of  the  zvays  in  which  infection  is  transferred  from  lower  to  upper 
urinary  tract.  . . . Bacteremia  has  been  found  in  a significant  proportion  of  cases 


FU  RADANTI N 

. . may  be  unique  as  a wide-spectrum 
antimicrobial  agent  that  is 
bactericidal,  relatively  nontoxic,  and 
does  not  invoke  resistant  mutants .”3 


■ RAPID  ACTION.  Furadantin,  a specific  for  urinary  tract  infections,  provides 
rapid  bactericidal  action  against  a wide  range  of  gram-positive  and  gram-negative 
bacteria  and  organisms  resistant  to  other  agents  including  Proteus  and  certain 
strains  of  Pseudomonas.  “Nitrofurantoin  (Furadantin)  has  been  found  to  be  , 
highly  effective  in  the  treatment  of  chronic  urinary  tract  infection  following  pros- 
tatectomy. Treatment  resulted  in  an  abrupt  fall  in  the  number  of  bacteria  in  the 
urine,  and,  in  almost  one  half  of  the  patients,  sterile  urines  were  obtained  during 
treatment.  The  drug  was  most  effective  against  infections  with  E.  coli  and  B. 
proteus.”4 

■ EXCELLENT  TOLERANCE.  There  have  been  no  reports  of  injury  to  kidneys, 
liver  or  blood-forming  organs  as  a result  of  Furadantin  therapy.  No  cases  of 
monilial  superinfection,  crystalluria  or  staphylococcic  enteritis  have  ever  been 
reported.  In  one  study,  a particularly  encouraging  finding  “was  the  fact  that 
nitrofurantoin  (Furadantin)  did  not  cause  diarrhea  in  any  of  the  patients. . . . This 
might  be  a consideration  in  the  choice  of  an  antimicrobial  drug,  particularly  if  the 
patient  is  in  the  hospital.”3 

■ NEGLIGIBLE  DEVELOPMENT  OF  BACTERIAL  RESISTANCE.  In  six  years  of 
extensive  use  in  the  treatment  of  genitourinary  tract  infections,  development  of 
bacterial  resistance  remains  negligible  with  Furadantin. 

AVERAGE  FURADANTIN  DOSAGE:  In  acute,  complicated  or  refractory  cases  and  in  chronic 
infections  of  adults:  100  mg.  q.i.d.  In  acute,  uncomplicated  urinary  tract  infections,  for 
prophylaxis  and  postoperatively  in  urologic  surgery:  50  mg.  q.i.d.  (If  patient  is  unrespon- 
sive after  2 or  3 days,  increase  dose  to  100  mg.  q.i.d.) 

SUPPLIED : Tablets,  50  and  100  mg.,  bottles  of  25  and  100.  Oral  Suspension,  25  mg.  per 
5 cc.  tsp.,  60  cc.  bottle. 

NOW  for  hospitalized  patients,  for  severe  urinary  tract  infections  when 
peroral  administration  of  Furadantin  is  not  feasible  and  for  serious 
infections  as  septicemia  (bacteremia)  when  the  bacterium  is  sensitive. 

new,  lifesaving  FURADANTIN  Intravenous  Solution 

Furadantin  Sensi-Discs  for  bacterial  sensitivity  tests  are  available  from  Baltimore 
Biological  Laboratories. 

REFERENCES:  1.  Lich,  R.,  Jr.:  J.  Arkansas  M.  Soc.  52:271,  1956.  2.  Beeson,  P.  B. : Yale  J.  Biol.  28:81,  1955. 

3.  Waisbren,  B.  A.,  and  Crowley,  W.:  A.M.A.  Arch.  Int.  M.  95:653.  1955.  4.  Draper,  J.  W.,  et  al. : J.  Urol. 
72:1211,  1964. 

o2n[^  JJr  NITROFURANS  anew  class  of  antimicrobials  . . 
o neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


I 


I , 
I 


iiilsLsr  ... 


For  the 
greatest 
potential  value 
and  the 
least  probable  risk 


OLEANDOMYCIN  TETRACYCLINE-PHOSPHATE  BUFFERED 


multi-spectrum  potentiated  therapy  . . . 
buffered  for  higher,  faster  antibiotic  levels 
. . . adds  new  certainty  in  antibiotic  ther- 
apy . . . particularly  for  that  90%  of  the 
patient  population  treated  at  home  or  office 
when  susceptibility  testing  is  not 
practical — 

Supplied: 

Signemycin  V Capsules  containing  250  mg.  (ole- 
andomycin 83  mg.,  tetracycline  167  mg.),  phos- 
phate buffered.  Bottles  of  16  and  100. 
SiGNEMYCiNt  Capsules— 250  mg.  (oleandomycin 
83  mg.,  tetracycline  167  mg.),  bottles  of  16  and 
100;  100  mg.  (oleandomycin  33  mg.,  tetracycline 
67  mg.),  bottles  of  25  and  100. 

Signemycin  for  Oral  Suspension  — 1.5  Gm.,  125 
mg.  per  5 cc.  teaspoonful  (oleandomycin  42  mg., 
tetracycline  83  mg.) , mint  flavored,  bottles  of  2 oz. 
Signemycin  Intravenous -500  mg.  vials  (olean- 
domycin 166  mg.,  tetracycline  334  mg.),  and  250 
mg.  vials  (oleandomycin  83  mg.,  tetracycline  167 
mg.) ; buffered  with  ascorbic  acid. 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 

World  leader  in  antibiotic  development  and  production 


rademark 

rademark,  oleandomycin  tetracycline 


LATEST  LITERATURE  SUPPLIED 
The  latest  information  on  Orinase*  was 
made  available  to  the  profession  during 
clinical  testing  period.  More  than  70,000  re- 
quests for  literature  were  received. 


•Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


FO/t  Tf/E 


cardiac  patient 
Tasty  "Junket”  rennet 
desserts  average  about 
62  mg.  sodium  per 
serving  while  supplying 
all  (he  nutrients  of  milk. 


J 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . ivith  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

•Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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PROTA>IIDE®  was  started  at  the  first  visit 


Rapid  relief  from  inflammatory  neuritis— which  reduces  the 
cost  of  this  painful  disability  by  permitting  patients  to  resume 
work  quickly— is  described  by  Smith1,2  and  Lehrer  et  al.3  By 
starting  Protamide  in  the  first  week  of  symptoms,  96%  of 
313  patients  recovered  with  only  one  to  four  injections,  short- 
ening the  duration  of  disability  from  weeks  to  just  a few  days.3 

Protamide  is  a sterile  colloidal  tein  reaction  . . . virtually  painless 
solution  prepared  from  animal  on  administration  . . . supplied  in 
gastric  mucosa  . . . free  from  pro-  boxes  of  ten  1.3  cc.  ampuls. 


PROTAMIDE® 


fern#/? 


Detroit  11,  Michigan 


1.  Smith,  R. T.:  M.  Clin.  North  America,  March  1957.  2.  Smith,  R.T.:  New  York  Med.  5:16,  1952. 
3.  Lehrer,  H.W.  et  al.:  Northwest  Med.  75:1249,  1955. 


RESISTANCE  IS  LESS  OF  A PROBLEM 


CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


SENSITIVITY  OF  100  STRAINS  OF  HEMOLYTIC  STAPHYLOCOCCUS  AUREUS 
TO  CHLOROMYCETIN  AND  OTHER  IMPORTANT  ANTIBIOTIC  AGENTS* 


♦This  graph  is  adapted  from  Kempe,  C.  H.:  California  Med.  84:242,  1956.  The  single 
bar  designated  as  “Antibiotics  F”  represents  three  widely  used,  chemically  related  agents 
grouped  together  by  the  investigator.  Strains  isolated  January-June,  1954. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic 
agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy.  c A 

\ ^ 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN  { P); 
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® 

automatically  measured-dose  aerosol  medications 

In  Asthma 


Both  vial  and  Oral  Adapter  for  Medihaler  preparations 
are  improved:  The  lOcc.  vial  for  all  Medihaler  medica- 
tions is  now  made  of  shatterproof  stainless  steel.  The 
Oral  Adapter  is  shorter,  handier  to  use.  New  combination 
package  includes  Oral  Adapter  for  patient’s  first  prescrip- 
tion. No  need  for  carrying  case. 


and  other 
allergic  states 


Medihaler-EPI  Riker  brand  epinephrine  bitartrate, 
7.0  mg.  per  cc.,  suspended  in  inert,  nontoxic  aerosol 
vehicle.  Contains  no  alcohol.  Each  measured  dose  0.15  mg. 
actual  epinephrine.  In  10  cc.  metal  vial  with  measured- 
dose  valve. 

Indicated  for  quick  relief  of  bronchospasm  of  any  origin 
— asthma,  bronchiectasis,  emphysema. 

Acts  more  rapidly  than  subcutaneous  epinephrine  in 
acute  allergic  reactions. 


Medihaler-ISO  Riker  brand  isoproterenol  sulfate,  2.0 
mg.  per  cc.,  suspended  in  an  inert,  nontoxic  aerosol  vehicle. 
Contains  no  alcohol.  Each  measured  dose  0.06  mg.  actual 
isoproterenol.  In  lOcc.  metal  vial  with  measured-dose  valve. 

Unsurpassed  for  rapid  relief  of  bronchospasm  of  any 
origin — asthma,  bronchiectasis,  emphysema. 


SMALLER. ..MORE  CONVENIENT. ..SHATTERPROOF. ..EVER- READY 


SIMPLER  TO  USE... RAPID,  PROLONGED  RELI EF.  . . SAFE  FOR  CHILDREN  TOO 


The  same  automatic  measured-dose  principle  which  has  made  Medihaler  famous.  Uniform  particle  size. 
Always  spillproof,  leakproof;  constant  dosage.  Now  also  shatterproof,  and  with  smaller  sterilizable, 
unbreakable  Oral  Adapter.  Nothing  fo  pour  or  measure.  Prescribe  Medihaler  medication  with  Oral 
Adapter  on  first  prescription.  REFILLS  AVAILABLE  WITHOUT  ORAL  ADAPTER. 

The  Medihaler  Principle — 

is  also  available  in  Medihaler-Phen™  (phenylephrine-hydrocortisone- 
neomycin)  for  lasting,  effective  relief  of 
nasal  congestion. 
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one  of  baby  ’s 
first  solid  foods 

is  tasty  Junket  rennet - 
custanL.supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 

J 


J 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


6,000  CLINICAL  STUDIES 

Automatic  data  processing  machines  helped 
to  speed  the  evaluation  of  clinical  results 
from  6,000  diabetics  on  Orinase.*  Cases 
were  evaluated  on  the  basis  of  29  criteria. 


’Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upfohn 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  nig.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  with  PATHILON  (25  nig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Ledprle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


2939 


W/- 


4 i-  t 


first... treat  the 


primary  disorder, 
of  course 


A 


0 


then... 


add  VITERRA 

as  a matter  of  course 


n 


> 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your- and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


New  York  17,  New  York 
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• Mobilizes  edema... prevents  fluid  accumulation  ® 6-12 
hour  diuresis  on  a single,  oral  dose  • No  cumulative 
effects,  excretion  within  12-14  hours  With  These  "Extra” 
Patient  Benefits  • Oral  dosage  • Convenience  of 
daytime  diuresis,  nighttime  rest  • Virtually  no  serious 
side  effects  • Economical 


NON-MERCURIAL  DIURETIC 

DIAMOX 


DIAMOX  is  outstandingly  effective  in  a vari- 
ety of  conditions:  cardiac  edema,  glaucoma, 
epilepsy,  toxemia  of  pregnancy,  obesity  with 
edema,  premenstrual  tension. 


Acetazolamide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 

•Reg.  U.  S.  Pot.  Off. 
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‘Thorazine’  relieved 
this  patient’s  severe 
anxiety  and  helped 
her  to  gain  insight. 


"No  X-ray 
sees  my 
cancer.” 
**  • . . nothing 
stops 
my  pain.” 


‘THORAZINE’  CASE  REPORT 

patient:  60-year-old  female.  After  death  of  relative  from  cancer,  patient 
developed  severe  epigastric  pain,  was  convinced  pain  was  due 
to  hidden  malignancy  which  defied  the  X-ray.  Her  pain  was 
unresponsive  to  antispasmodics.  Her  severe  cancerphobia  was 
untouched  by  sedatives  and  she  refused  psychotherapy. 


response:  Complete  relief  from  pain  was  obtained  after  two  weeks  of 
‘Thorazine’  (25  mg.  q.i.d.).  Dosage  was  gradually  decreased  over 
the  next  two  months  to  a 25  mg.  tablet  on  retiring. 


Patient  then  stated  she  “knew  all  the  time  it  wasn’t  cancer.” 
‘Thorazine’  was  instrumental  in  providing  both  relief  and  insight 
when  “many  drugs  and  attempts  at  reassurance  had  failed.” 

This  case  report  is  from  the  files  of  the  patient’s  physician;  photo  profes* 
sionally  posed. 


THORAZINE*  one  of  the  fundamental  drugs  in  medicine 


(chlorpromazine,  S.K.F.) 


Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 


In  Angina  Pectoris 

The  Attacks  Lessen  and 
The  Patient  Loses  His  Fear 

Pentoxy 

ach  long-acting  tablet  provides  the  sustained  coronary  vaso- 
® dilating  effect  of  10  mg.  pentaerythritol  tetranitrate  (PETN ) 
as  well  as  the  tranquilizing,  anxiety-relieving  and  pulse-nor- 
malizing action  of  0.5  mg.  Rauwiloid®  (alseroxylon). 


Dosage:  One  to  two  tablets 
q.i.d.  before  meals 
and  on  retiring. 


• Reduces  incidence  of  attacks 

• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for 
fast-acting  vasodilating  drugs 

• Reduces  tachycardia 

• Reduces  blood  pressure  in  hyper- 
tensives, not  in  normotensives 

• Increases  exercise  tolerance 

• Produces  demonstrable  ECG 
improvement 

• Exceptionally  well  tolerated 

• Minimal  side  actions 
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when  your  findings  include 
anemia 


TRINSICON 

(Hematinic  Concentrate  with  Intrinsic  Factor,  Lilly) 


Just  2 Pulvules  ‘Trinsicon’ 
{daily  dose)  provide: 

Special  Liver-Stomach 
Concentrate,  Lilly 
(containing  Intrinsic 

Factor) 300  mg. 

Vitamin  Bu  with 
Intrinsic  Factor 
Concentrate,  U.S.P. 

1 U.S.P.  unit  (oral) 
Vitamin  Bn  Activity 


Concentrate, 

N.F 15  meg. 

Ferrous  Sulfate, 

Anhydrous 600  mg. 

Ascorbic  Acid.  . . . 150  mg. 
Folic  Acid 2 mg. 


serves  a vital  function 
in  your  total  therapy 


Potent  'Trinsicon’  offers  complete  and  conven- 
ient oral  therapy;  provides  therapeutic  quanti- 
ties of  all  known  hematinic  factors.  Just  two 
Pulvules  'Trinsicon’  daily  produce  a standard 
response  in  the  average  uncomplicated  case  of 
pernicious  anemia  (and  related  megaloblastic 
anemias)  and  provide  at  least  an  average  dose 
of  iron  for  hypochromic  anemias,  including  nutri- 
tional deficiency  types. 

Available  in  bottles  of  60  and  500. 
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ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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Influenza  Epidemic 


To  those  physicians  whose  memories  carry 
them  back  to  the  days  of  1918  the  very 
words  “Influenza  Epidemic”  will  serve  to 
recall  the  tragedy  and  the  terror  of  those 
war-time  winter  months  when  influenza 
struck  with  such  vengeance  that  it  took 
850,000  lives  in  the  United  States  before  it 
had  run  its  course. 

Ever  since  April  of  this  year  when  an 
outbreak  of  influenza  due  to  a new  strain  of 
Influenza  A-virus  was  first  reported  from 
Hong  Kong,  the  question  rfias  been,  “Will 
1957  be  another  1918?  Will  the  nation  be 
visited  by  another  catastrophe  like  that  of 
nearly  forty  years  ago?”  These  questions 
still  remain  unanswered.  To  attempt  to 
answer  them  definitively  one  would,  at  this 
point,  have  to  resort  to  the  sheerest  of 
speculation. 

For  example,  there  is  evidence  to  in- 
dicate that  in  the  1918  epidemic  influenza 
began  as  a relatively  mild  disease.  As  the 
disease  progressed  through  the  population, 
its  virulence  changed  dramatically  from  its 
initial  mild  form  in  the  spring  of  1918  to  an 
explosive  outbreak  with  high  mortality  in 
the  fall  of  that  year. 

Similarly  many  of  the  deaths  in  the  1918 
epidemic  were  due  to  pneumonias  complicat- 
ing the  disease.  Antibiotics  now  available 
could  undoubtedly  control  most  such  pneu- 
monias. However,  if  an  antibiotic-resist- 
ant staphylococcus  or  other  organism  be- 
came predominant,  the  situation  could  be 
altered  drastically,  as  it  could  also  if  a 
pneumonic  process  due  to  the  virus  itself 
became  a prominent  part  of  the  clinical  pic- 
ture. 

In  short,  there  are  so  many  imponderables 
that  time  spent  on  predictions  and  specula- 
tions had  best  be  used  more  fruitfully  on 
planning  how  to  cope  with  an  epidemic  situa- 
tion should  it  arise.  It  is  far  better  to  plan 
for  an  outbreak  that  never  occurs  than  to  be 


unprepared  should  disaster  strike.  It  is 
upon  this  premise  that  the  New  York  State 
Department  of  Health  and  local  health  de- 
partments throughout  the  State  have  de- 
veloped during  the  summer  months  an  in- 
fluenza control  program  aimed  at  minimiz- 
ing the  impact  of  the  threatened  epidemic. 

The  plans  of  the  State’s  official  health 
agencies  have  been  worked  out  in  close  co- 
operation with  the  Committee  on  Public 
Health  and  Education  of  the  State  Medical 
Society  and  with  comparable  groups  in  the 
various  local  medical  societies.  In  the  con- 
trol program  there  are  six  major  points: 
(1)  professional  and  public  information,  (2) 
surveillance  of  the  disease,  (3)  laboratory 
services  for  diagnosis,  (4)  prevention  through 
vaccination,  (5)  planning  with  Medical 
Society  groups  for  medical  care,  and  (6) 
mutual  aid  through  the  State  Civil  Defense 
Commission  to  provide  assistance  to  any 
community  so  stricken  as  to  need  help. 

Practicing  physicians  are,  of  course,  in- 
volved with  each  of  these  six  points.  In 
fact,  the  success  of  the  State’s  efforts  to  cope 
with  the  current  influenza  threat  depends  in 
a large  measure  upon  the  close  cooperation 
of  the  medical  profession. 

The  active  assistance  of  physicians  is 
needed  right  now  in  the  initial  phases  of  the 
program.  Every  physician  has  an  obliga- 
tion to  inform  himself  about  the  disease,  its 
characteristics,  its  diagnosis,  and  its  treat 
ment.*  Each  physician  must  be  on  the 
lookout  for  flu-like  illness  in  his  patients  and 
report  such  cases  immediately  to  the  local 
health  officer,  since  control  measures  are  to  a 
considerable  extent  dependent  upon  effec- 
tive surveillance,  the  basis  for  which  is  ac- 
curate reporting.  As  vaccine  becomes  avail- 
able, physicians  should  see  that  it  is  given 
promptly  and,  until  the  supply  situation 


* See  article  on  page  3052  of  this  issue. 
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eases,  administered  first  to  those  necessary 
for  the  maintenance  of  essential  community 
services.  In  first  priority  are  those  needed 
for  the  care  of  the  sick  and  the  provision  of 
health  services. 

As  the  influenza  situation  unfolds  during 
the  coming  months,  other  aspects  of  the 
program  will  become  operative  as  needed. 
Here,  too,  the  cooperation  of  physicians 
will  be  fundamental  to  the  success  of  the 


control  effort.  A responsive  medical  pro- 
fession working  in  close  cooperation  with 
alert  public  health  departments  is  New 
York’s  best  assurance  of  meeting  the  threat 
posed  by  the  Asian  strain  of  the  influenza 
virus.  The  close  working  relationships  that 
have  already  been  established  and  the  united 
effort  that  has  already  been  made  in  co- 
operative planning  should  be  reassuring  to 
every  citizen  of  the  State. 


Poison  Control  Centers 


Dr.  Herman  E.  Hilleboe,  Commissioner  of 
Health  for  the  State  of  New  York,  has  re- 
cently sent  to  each  physician  in  the  State  a 
letter  acquainting  him  with  the  fact  that 
Poison  Control  Centers  exist  in  various 
cities  of  New  York  State.  Dr.  Hilleboe  has 
pointed  out  that  each  year  there  are  1,500 
deaths  from  accidental  poisoning  in  the 
United  States. 

Purpose  of  these  centers  is,  first,  to  give 
advice  to  any  one  who  may  call,  both  lay 
and  professional,  in  determining  the  proper 
course  of  treatment  and  to  aid  in  the  identi- 
fication of  the  ingested  poison.  The  net- 
work of  these  Poison  Control  Centers  has 
been  established  by  the  New  York  State  De- 
partment of  Health  in  connection  with  teach- 
ing hospitals.  It  is  urged  that  all  physicians 
become  acquainted  with  the  location  of  the 
nearest  Poison  Control  Center. 

In  a previous  issue  of  the  New  York 
State  Journal  of  Medicine,1  Dr.  Harold 
Jacobziner  and  Harry  Rabin  described  a 
new  approach  to  the  control  of  chemical 
poisons.  In  this  article  the  authors  de- 
scribed the  actual  plan  of  action  of  the  Poi- 
son Control  Center  in  the  City  of  New  York. 
They  feel  that  accidental  chemical  poisoning 
constitutes  a major  health  problem  and 
made  certain  recommendations  primarily 
aimed  at  the  health  education  of  the  popu- 
lation as  a keystone  to  prevention.  The  as- 
sistance of  all  medical  agents  and  agencies 
was  to  be  recruited. 

Centers  have  also  been  established  in 
September  15,  1957 


Phoenix,  Denver,  Washington,  D.C.,  Chi- 
cago, Springfield,  Indianapolis,  Louisville, 
Baltimore,  Boston,  New  Bedford,  Grand 
Rapids,  Kansas  City,  Missouri,  Atlantic 
City,  Montclair,  Newark,  Durham,  North 
Carolina,  Oklahoma  City,  Harrisburg,  Dal- 
las, Seattle,  and  Milwaukee.  In  addition,  a 
national  control  center  has  been  set  up  by 
the  U.S.  Public  Health  Service  in  Wash- 
ington. 

New  York  City  established  its  Poison 
Control  Center  officially  on  March  9,  1955. 2 
The  original  objective  was  to  aid  private 
physicians  and  hospitals  in  the  management 
of  accidental  poisoning.  The  service  pro- 
vided by  the  control  center  in  New  York  City 
includes  first  aid  to  families  when  they  call. 
Every  hospital  in  the  City  with  an  emer- 
gency service  is  participating  in  this  pro- 
gram. One  hundred  and  thirty-five  hospi- 
tals are  actively  cooperating  and  have  ap- 
pointed poison  control  officers  within  their 
respective  hospitals  to  serve  as  a liaison  be- 
tween the  hospital  and  the  poison  control 
center.  Since  the  inception  of  this  center 
in  New  York  City,  nearly  12,000  incidents 
have  already  been  reported. 

In  the  upstate  area,  there  are  four  regional 
centers3  established  in  connection  with 
teaching  hospitals.  The  regional  centers 
and  their  poisop  control  officers  are  as  fol- 
lows: Buffalo — Buffalo  Children’s  Hospi- 
tal, Dr.  Donal  Dunphy;  Rochester — Strong 
Memorial  Hospital,  Dr.  Charles  Lobeek; 
Syracuse — City  Hospital,  Dr.  Paul  Wehrle; 
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Albany — Albany  Hospital,  Dr.  Paul  Patter- 
son. 

The  upstate  centers  provide  treatment  of 
cases  as  well  as  information  of  a technical 
nature  as  requested.  The  centers  them- 
selves are  not  set  up  to  do  toxicologic  analy- 
ses. They  use  the  services  of  laboratories 
available. 

It  has  been  estimated1 2 3 4  that  about  65  per 
cent  of  all  poisoning  cases  involve  children. 
It  is  for  this  reason  that  the  impetus  for  the 
development  of  poison  centers  has  origi- 
nated with  pediatric  departments  or  within 
pediatric  jurisdiction.  Recent  reports  from 
centers  in  33  cities  reveal  that  out  of  3,877 
cases,  2,532  were  in  children  under  five  years 
of  age. 

This  does  not  mean  that  the  poison  con- 
trol center  is  designed  primarily  for  the 
treatment  of  children.  The  family  physi- 
cian may  be  approached  by  an  adult  worker 
or  housewife  who  may  have  been  in  contact 
with  or  ingested  material  such  as  kerosene, 
pesticide,  paints,  and  other  petroleum  dis- 
tillates. New  products  for  household  use 
pose  the  question  of  what  new  ingredients 


may  have  been  added  that  might  ultimately 
become  toxic,  either  accidentally  or  in 
ordinary  usage  by  the  consumer.  In  addi- 
tion, problems  in  the  manufacture  of  these 
new  items  may  exert  considerable  influence 
as  an  industrial  health  problem  and  the  ef- 
fect on  compensation  or  occupational  medi- 
cine. 

All  industrial  physicians  should  know  the 
locations  of  the  nearest  Poison  Control 
Center  and  should  be  aware  of  the  over-all 
clearing  house  in  the  Division  of  the  Special 
Services  of  the  U.S.  Public  Health  Service 
in  Washington. 

From  time  to  time  the  Journal  will  pub- 
lish case  reports  of  the  various  types  of 
poisoning  that  occur  in  the  State  of  New 
York.  The  Poison  Control  Centers  will 
submit  cases  that  might  be  suitable  for  pub- 
lication to  make  the  readers  of  the  Journal 
more  aware  of  the  hazards  involved  in  the 
use  of  simple  and  ordinary  household  prod- 
ucts. 

1 Jaeobziner,  H.,  and  Raybin,  H.:  New  York  State  J. 

Med.  57:  209  (Jan.  15)  1957. 

2 Jaeobziner,  H.:  Personal  communication. 

3 Drislane,  A.:  Personal  communication. 

4 Editorial:  Indust.  Med.  & Surg.  26:  313  (June)  1957. 


Clinicopathologic  Conferences 


For  a number  of  years  the  staff  of  the  New 
York  State  Journal  of  Medicine  has 
conducted  a readership  survey  at  the  Annual 
Meeting.  Out  of  this  has  emerged  the 
fact,  among  others,  that  the  clinicopatho- 
logic conferences  are  the  most  popular 
feature  with  the  readers  of  the  Journal. 
We  have  been  fortunate  in  securing  some 
excellent  material  which  has  been  published, 
but  this  has  been  derived  from  relatively 
few  of  the  hospitals  and  medical  teaching 
institutions  of  the  State.  Since  the  Journal 
attempts  to  be  as  representative  of  the 


entire  State  as  possible,  the  editors  would 
welcome  such  conferences  from  as  many 
different  sources  as  might  be  interested  to 
contribute  them. 

It  is  to  be  hoped  that  this  appeal  may 
interest  a number  of  hospitals  and  medical 
teaching  institutions  which  have  not  so  far 
been  represented  in  the  Journal  by  such 
conferences.  The  Editor  will  be  pleased 
to  answer  any  inquiry  relative  to  this 
subject  that  he  can;  the  objective  is  to 
make  the  Journal  as  interesting  and  repre- 
sentative of  the  whole  State  as  possible. 


2948 


New  York  State  J.  Med. 


rr Metamucil  does  both!” 


Metamucil  stimulates  normal  peristalsis 
and  produces  soft,  easy  stools. 
"Smoothage”  management  with 
Metamucil  may  be  continued  as  long  as 
desired  in  every  type  of  constipation. 


METAMUCIL 


psyllium  hydrophilic  mucilloid  with  dextrose 
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NEW  INTRAMUSCULAR  IRON  PROVIDES 
PRECISION  THERAPY,  PROMPT  RESPONSE 


IMFERON,®  the  new  intramuscular  iron-dextran 
complex,  was  introduced  to  American  hematol- 
ogists at  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology  held 
in  Boston,  August  27  to  September  1,  1956. 
Recent  experience  from  over  6 million  injec- 
tions has  shown  that  this  iron  preparation  is 
easy  to  administer,  notably  free  from  toxic  ef- 
fects, quickly  absorbed  and  productive  of  rapid 
hematologic  and  clinical  improvement.  It  has 
been  termed  “...the  only  therapeutically  effec- 
tive iron  preparation  for  intramuscular  use 1,1 

imferon  meets  the  need  for  a safe,  effective 
agent  when  parenteral  iron  is  preferable  for 
patients  with  iron  deficiency  anemia  who  are 
resistant  or  intolerant  to  oral  iron,  those  with 
depleted  iron  reserves  and  those  who  require 
rapid  restoration  of  hemoglobin,  e.g.  last  tri- 
mester of  pregnancy. 

Previous  parenteral  iron  preparations  were 
unsatisfactory  because  of  toxicity,  pain  on 
injection,  or  because  they  contained  insufficient 
iron.  IMFERON  contains  the  equivalent  of  5 
per  cent  elemental  iron.  It  is  more  stable  than 
iron  saccharate  both  in  vitro  and  in  vivo  and 
does  not  precipitate  in  plasma  over  a wide  pH 
range.  It  is  isotonic  with  tissue  fluids  and  has 
a pH  of  5.2  to  6.01  Utilization  for  hemoglobin 
formation  is  almost  quantitative. 

Precision  Therapy  with  IMFERON:  Before  treating 
a patient  with  IMFERON,  total  iron  requirement 
is  calculated  by  formula  or  determined  from  a 
convenient  dosage  chart.  Then  appropriate 
amounts  of  IMFERON  are  injected  daily  or 
every  other  day,  until  the  total  calculated 
required  amount  is  given. 

Iron  Deficiency  Anemia  of  Infancy:  IMFERON  pro- 
vides a convenient  safe  means  for  restoring 
hemoglobin  levels  and  iron  reserves  in  anemic 
infants.  Excellent  results  were  obtained  by 
Gaisford  and  Jennison2  with  IMFERON  in  100 
iron-deficient  infants.  From  a pretreatment 
average  of  54.5  per  cent,  hemoglobin  levels 
rose  to  87  per  cent  10  weeks  after  the  start 
of  therapy. 


Clinical  improvement  paralleled  this  response. 
Premature  infants  and  surgical  cases  were 
similarly  benefited,  imferon  gave  “...all  the 
advantages  of  transfusion  or  intravenous  ther- 
apy without  the  disadvantages.”2  There  were 
no  side  effects  in  any  of  the  infants  treated. 
Wallerstein3  confirmed  these  results,  furnishing 
evidence  that  imferon  is  well  absorbed  and 
appears  in  the  bone  marrow  12  to  24  hours 
after  injection.  Results  are  equal  to  those  with 
intravenous  saccharated  iron  oxide  without  the 
unpleasant  side  effects.  Sturgeon4  showed  that 
the  first  year’s  iron  requirements  in  infancy  can 
be  supplied  with  three  injections  of  IMFERON. 
Iron  Deficiency  Anemia  of  Pregnancy:  Nausea  pre- 
cludes oral  iron  therapy  in  many  anemic  preg- 
nant women.  In  those  with  severe  anemia  who 
are  first  seen  late  in  pregnancy,  prompt 
hemoglobin  regeneration  is  unobtainable  with 
oral  iron.  IMFERON  produced  prompt  hemo- 
globin responses  in  anemia  of  pregnancy,6'6  the 
results  being  similar  to  those  obtained  with 
intravenous  saccharated  iron  oxide.  Side  effects 
were  virtually  absent  with  IMFERON.6'6 
Resistant  Hypochromic  Anemia:  Patients  who  do 
not  respond  to  oral  iron,  those  who  cannot  take 
oral  iron  and  those  with  gastrointestinal  pathol- 
ogy respond  well  to  injections  of  IMFERON.7"11 
While  oral  iron  is  of  little  value  in  treating 
the  anemia  of  rheumatoid  arthritis,  IMFERON  is 
“...as  beneficial  as  intravenous  iron  and  easier 
to  administer.”8 

Present  Studies:  Published  reports  and  recent 
findings  of  clinical  investigators  confirm  the 
effectiveness  and  safety  of  IMFERON  for  hemo- 
globin regeneration  and  creation  of  iron  stores. 
More  than  70  studies  are  now  being  completed 
in  the  United  States.  Reports  stress  prompt 
hemoglobin  response,  ease  of  administration 
and  freedom  from  side  effects.  Clinicians  desir- 
ing additional  information  should  request 
Brochure  No.  NDA  17,  IMFERON,  Lakeside 
Laboratories,  Inc.,  Milwaukee  1,  Wisconsin. 
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Management  of  the  Malnutrition  of  Convalescence 

REGINALD  A.  HIGGONS,  M.D.,  AND  ANTHONY  A.  ALBANESE,  PH.D.,  GREENWICH,  CONNECTICUT 


( From  the  Department  of  Nutritional  Research,  St.  Luke’s  Convalescent  Hospital) 


The  adult  patients  admitted  to  this  Conva- 
lescent Hospital  are  between  twenty  and 
ninety  plus  years  of  age,  with  the  average  about 
sixty-five  years.  A large  majority  of  these 
patients  are  in  a state  of  convalescence  following 
many  types  of  acute  illnesses  found  in  a large  city 
general  hospital,  and  the  primary  diagnoses  run 
the  full  gamut  of  those  seen  in  an  acute  hospital. 
On  admission  here  most  of  our  patients  are  in  a 
deficit  nutritional  state. 

Methods  and  Procedures 

Adults  on  regular  diet  at  this  hospital  have 
been  found  to  eat  about  2,000  calories  with  65 
Gm.  of  protein  per  day.  Since  the  average 
admission  weight  of  the  patients  used  in  these 
studies  was  in  the  area  of  100  to  125  pounds,  the 
daily  diet  affords  approximately  0.7  to  0.5  Gm. 
of  protein  per  pound  of  body  weight.  This 
approximates  the  recommended  daily  allowance 
as  stated  by  the  Food  and  Nutrition  Board  of  the 
National  Research  Council  for  normal  men  and 
women.1 

The  gross  nutritional  status  of  the  patients 
was  estimated  from  the  tables  of  the  Metro- 
politan Life  Insurance  Company.2  Deviations 
of  the  observed  weight  from  the  desirable  weight 
indicated  by  these  tables  are  reported  here  as  per 
cent  of  standard  weight  (per  cent  S)  in  reference 
to  the  age-height-weight  parameter. 

The  total  protein,  albumin,  and  globulin 
content  of  the  plasma  proteins  was  determined 
by  a micromethod  previously  reported  by  one  of 
us.3  Hemoglobin  content  of  the  blood  was 
measured  by  the  acid  hematin  method.4  Thio- 
cyanate space  was  determined  by  the  procedure 
of  Barker.6 

Patients  in  various  states  of  nutritional  stress 


H O 

PROTEIN  INTAKE — 

Fig.  1.  Effect  of  age  and  nutritional  state  on  pro- 
tein utilization. 


TABLE  I. — Composition  of  Supplements  Used 


Supplement  1 

Supplement  2 

Ingredients 

Milk — cc. 

500 

500 

*Somagen — Gm. 

50 

25 

*Lipomul — cc. 

0 

25 

Sucrose — Gm. 

0 

30 

Grams  of  Foodstuffs 

Protein 

54 

36 

Carbohydrate 

36 

64 

Fat 

18 

28 

Total  Calories 

522 

652 

Per  Cent  Caloric  Dis- 
tribution 

Protein 

41 

22 

Carbohydrate 

28 

39 

Fat 

31 

39 

* The  Somagen  and  Lipomul  used  in  these  studies  were 
furnished  by  The  Upjohn  Company,  Kalamazoo,  Michigan, 
through  the  courtesy  of  Dr.  E.  A.  Hawk. 


which  follow  acute  illness  or  surgical  intervention 
have  been  shown  to  have  protein  needs  similar  to 
those  required  during  periods  of  rapid  growth.6-7 
The  general  relationship  of  protein  intake  to 
tissue  deposition  is  presented  diagrammatically 
in  Fig.  1.  With  this  metabolic  picture  in  mind, 
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TABLE  II. — Effect  of  Diet  Supplement  1 on  Weight  Gain  in  Convalescent  Adults 


Subdivision  A: 

Subdivision  B : 

Weight 

Weight 

greater  than 

less  than 

* Total  Group ' 

80  per  cent  S 

80  per  cent  S 

Supple- 

Supple- 

Supple- 

ment 

Control 

ment  Control 

ment  Control 

Number  of  patients  in  division 
Test  period-days 

Average  total  weight  gain-pounds 

Rate  of  gain  ratio:  supplement  cases/controls 


114  190  64  110  50  80 

23  21  19  20  28  22 

3.3  2.1  3.1  2.2  3.5  2.1 

XI.  4 XI. 4 XI. 3 


TABLE  III. — Effect  of  Diet  Supplement  2 on  Weight  Gain  in  Convalescent  Adults 


Subdivision  A:  Weight  Subdivision  B:  Weight 
■Total  Group greater  than  80  per  cent  S less  than  80  per  cent  S 


Supplement 

Control 

Supplement 

Control 

Supplement 

Control 

Number  of  patients  in  division 

47 

64 

10 

22 

37 

42 

Test  period-days 

22 

24 

23 

24 

22 

24 

Average  total  weight  gain-pounds 
Rate  of  gain  ratio:  supplement  cases/ 

3.5 

2.1 

2.7 

1.9 

4.4 

2.4 

controls 

XI. 8 

XI. 5 

X2.0 

in  1953  we  began  reinforcing  the  regular  institu- 
tional diet  by  means  of  a supplement  containing 
milk  and  fortified  by  whole  milk  protein,  vege- 
table fats,  sugar,  and  vitamins,  as  illustrated  in 
Table  I (Supplement  1).  This  supplement  was 
offered  to  patients  who  presented  objective  signs 
of  suboptimal  nutrition  or  who  were  not  respond- 
ing satisfactorily  to  the  regular  regimen. 

It  will  be  noted  that  the  percentage  distribution 
of  calories  in  Supplement  1 was  not  ideal,  since 
an  excessive  portion  of  the  calories  came  from  the 
proteins  without  sufficient  coverage  of  the  energy 
needs  by  carbohydrate  and  fat  calories.  This 
would  undoubtedly  result  in  the  diversion  of  a 
portion  of  the  ingested  proteins  from  the  tissue- 
building metabolic  pathway  into  energy-produc- 
ing channels.  Most  authorities  in  the  field  of 
nutrition  agree  that  the  optimal  percentage 
distribution  of  calories  for  tissue  building  is  in 
the  neighborhood  of  15  per  cent  protein  calories, 
45  to  55  per  cent  carbohydrate  calories,  and  30 
to  40  per  cent  fat  calories. 

Because  of  these  considerations  it  was  sub- 
sequently decided  to  change  the  composition  of 
the  supplement  in  order  to  enhance  its  biologic 
value  for  tissue  synthesis.  The  composition  of 
Supplement  2 is  also  shown  in  Table  I.  It  will 
be  noted  that  this  supplement  yields  33  per  cent 
less  protein  with  a significant  increase  in  carbo- 
hydrate and  fat  calories,  and  the  percentage 
distribution  of  calories  approaches  more  closely 
the  theoretic  optimal  level  for  tissue  formation. 

The  ingredients  of  each  of  the  supplements 
were  mixed  in  a Waring  Blender  and  stored  in  a 


refrigerator.  They  were  given  in  three  6 ounce 
portions  at  10  a.m.,  2 p.m.,  and  bedtime.  Patient 
acceptance  of  both  mixtures  was  generally  good, 
and  there  was  minimal  interference  with  meal- 
time appetite. 

Results 

The  results  of  our  experience  with  these  two 
supplements  are  summarized  in  Tables  II  and 
III.  It  will  be  noted  that  the  tables  illustrate 
the  weight  change  in  the  total  number  of  patients 
receiving  supplement  as  contrasted  with  their 
controls.  The  total  group  is  then  broken  down 
into  Subdivision  A:  patients  whose  admission 
weights  were  greater  than  80  per  cent  S,  and 
Subdivision  B:  patients  whose  admission  weights 
were  less  than  80  per  cent  S. 

The  patients  who  received  Supplement  1 
(Table  II)  showed  a greater  average  total  weight 
gain  than  did  their  controls  in  the  total  patient 
series,  and  in  Subdivision  A and  Subdivision  B. 
The  rate  of  gain  ratio  between  the  supplemented 
cases  and  the  controls  was  approximately  the 
same  in  the  total  group  and  in  both  subdivisions. 

The  patients  who  received  Supplement  2 
(Table  III)  showed  a greater  average  total  weight 
gain  when  compared  with  their  own  controls  in 
the  total  group  and  in  both  Subdivision  A and 
Subdivision  B.  It  will  be  seen,  however,  that 
the  rate  of  gain  in  ratio  for  the  supplemented  cases 
versus  their  controls  was  appreciably  greater  in 
Subdivision  B where  the  initial  weight  deficit 
was  greater  than  in  Subdivision  A where  the 
initial  weight  deficit  was  small.  The  rate  of  gain 
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Fig.  2.  Effect  of  Supplement  2 on  patients  with 
known  cancer. 


ratio  for  the  whole  group  represents  the  average 
of  these  two  subdivisions  as  would  be  expected. 

If  we  now  compare  the  results  obtained  with 
Supplement  1 (Table  II)  with  the  results  obtained 
with  Supplement  2 (Table  III),  we  find  that  in  the 
total  patient  groups  the  rate  of  gain  ratio  was 
22  per  cent  greater  in  favor  of  the  patients  who 
received  Supplement  2.  If  we  examine  Sub- 
division B in  each  table,  we  find  that  the  rate  of 
gain  ratio  was  35  per  cent  greater  in  the  series 
receiving  Supplement  2.  It  is  interesting  to  note 
that  in  Subdivisions  A (with  minor  initial  weight 
deficit)  the  rate  of  gain  ratio  was  almost  identical 
in  the  two  supplement  groups. 

In  the  course  of  these  nutritional  studies  we 
became  impressed  by  the  large  weight  gain 
shown  by  some  of  the  supplemented  patients 
who  had  proved  malignancy.  We  were  sur- 
prised to  find  that  patients  with  known  cancer 
who  received  Supplement  2 gained  weight  at  an 
average  rate  5.5  times  greater  than  that  of  their 
controls.  Fig.  2 illustrates  graphically  the  prog- 
ress of  four  cancer  cases  which  show  the  wide 
variation  in  rate  of  gain  found  in  this  group.  We 
have  attempted  to  pair  these  four  cases  so  that 
each  supplemented  case  and  its  control  are  of 
similar  age  and  show  similar  degrees  of  malnu- 
trition. Fig.  2A  represents  an  extremely  high 
rate  of  gain  for  the  supplemented  patient  which 
is  eight  times  that  of  the  control.  Fig.  2B 
illustrates  a slightly  more  rapid  rate  of  gain  for 
the  control  case,  but  the  supplemented  patient 
still  shows  a rate  of  gain  three  times  that  of  the 
control.  We  are  at  a loss  to  explain  these  un- 
usual results  in  patients  with  proved  malignancy. 
It  should  be  mentioned,  however,  that  the  cancer 
patients  passing  through  St.  Luke’s  Convalescent 


Hospital  are  rarely  in  the  terminal  stages  of  their 
disease,  and  many  are  postoperative,  possibly 
after  a procedure  which  improved  the  function  of 
the  digestive  system. 

The  effect  of  varying  degrees  of  hydration  on 
changes  in  gross  body  weight  is  obvious.  Al- 
though we  eliminated  from  the  present  study  any 
patient  in  whom  we  felt  that  fluid  retention  might 
be  a factor,  the  presence  or  absence  of  subclinical 
edema  remains  a provocative  question.  We 
believe  that  data  long  in  our  files  regarding  an 
earlier  study  of  the  effects  of  high  protein  diet  on 
thiocyanate  space  may  now  be  reviewed  with 
respect  to  the  above  question. 

In  that  previous  investigation  a group  of  44 
adult  patients  with  an  average  age  of  sixty-four 
years  was  selected  for  study.  This  series  con- 
tained 29  patients  with  known  chronic  cardio- 
vascular disease  with  and  without  overt  edema, 
and  15  patients  showing  no  evidence  of  cardio- 
vascular pathology.  The  whole  series  received 
the  regular  institutional  diet  plus  a special  diet 
supplement  yielding  50  Gm.  milk  protein,  47 
Gm.  carbohydrate,  16  Gm.  fat,  and  500  calories 
per  day.  The  average  daily  intake  of  salt  was 
2 to  4 Gm.  The  average  period  of  s udy  was 
twenty-one  days.  Thiocyanate  space  measure- 
ments were  done  on  the  patients  before  and  at 
the  end  of  the  study  period.  Although  the  thio- 
cyanate space  measures  primarily  the  extracel- 
lular body  fluids,  it  is  felt  that  changes  in  total 
body  hydration  may  be  adequately  reflected  by 
changes  in  the  thiocyanate  space. 

The  whole  series  of  44  patients  showed  an  aver- 
age decrease  in  thiocyanate  space  of  1,686  cc. 
(equivalent  to  3.7  pounds).  During  the  same 
period  of  time  the  scales  indicated  an  average 
increase  in  gross  body  weight  of  only  2.0  pounds, 
whereas  in  fact  these  patients  had  experienced  a 
true  average  increase  of  5.7  pounds  in  physiologic 
body  mass.  These  findings  are  in  accord  with 
those  reported  by  others8  which  indicate  that  a 
high  protein  intake  tends  to  increase  the  ex- 
cretion of  water  and  sodium  and  also  that  each 
25  Gm.  of  ingested  protein  requires  300  cc.  of 
water  to  completely  metabolize  it. 

Because  so  many  of  our  patients  are  considered 
to  have  a mild  to  moderate  degree  of  secondary 
anemia,  we  correlated  the  hemoglobin  levels  in 
(1)  patients  who  received  regular  institutional 
diet  without  any  added  protein  supplement  or 
iron,  (2)  patients  on  regular  diet  plus  added 
ferrous  sulfate,  (3)  patients  on  regular  diet  forti- 
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TABLE  IV. — Summary  of  Experience  Regarding  Change  in  Hemoglobin  Levels  in  Convalescent  Adults 


Group 

Number  of 
Patients 

Average  Age 
(Years) 

Average  Period 
of  Observation 
(Days) 

Average  Initial 
Hemoglobin 
(Gm.) 

Average  Change  in 
Hemoglobin  (Gm.) 

1. 

Regular  diet 

165 

60 

29 

11.9 

+ 0.1 

2. 

Regular  diet  plus  ferrous  sulfate 

148 

63 

32 

9.9 

+ 0.5 

3. 

Regular  diet  plus  supplement  1 

30 

59 

39 

11.2 

+ 0.5 

4. 

Regular  diet  plus  supplement  2 

34 

58 

34 

10.9 

+0.3 

5. 

Regular  diet  plus  supplement  1 or 
2 plus  ferrous  sulfate 

25 

63 

38 

9.6 

+ 1.0 

Total 

402 

61 

32 

10.9 

+ 0.35 

fied  with  Supplement  1,  (4)  patients  on  regular 
diet  plus  Supplement  2,  and,  (5)  patients  on 
regular  diet  plus  Supplement  1 or  Supplement  2 
plus  ferrous  sulfate.  The  majority  of  the  patients 
on  iron  received  ferrous  sulfate  0.1  Gm.  three 
times  a day. 

The  results  are  illustrated  in  Table  IV.  It  will 
be  noted  that  the  whole  series  of  402  patients, 
with  an  average  age  of  sixty-one  years,  showed  a 
negligible  change  in  hemoglobin  over  an  average 
thirty-two-day  period  of  observation.  The 
first  four  subdivisions  in  Table  IV  show  very 
little  variation  in  the  average  increase  of  hemo- 
globin when  compared  with  each  other  or  with 
the  total  group,  and  the}’  fall  within  the  limits 
of  experimental  error  which  we  have  determined 
to  be  in  the  neighborhood  of  plus  or  minus  0.3 
Gm.  per  cent.  The  fifth  subdivision,  represent- 
ing those  patients  who  received  regular  diet 
plus  high  protein  supplement  plus  ferrous  sul- 
fate, shows  an  average  increase  of  1.0  Gm.  per 
cent  per  patient,  which  is  probably  significant. 
It  should  be  noted,  however,  that  the  average 
initial  hemoglobin  in  these  cases  was  9.6  Gm. 
per  cent,  which  was  the  lowest  for  any  of  the 
subdivisions  and  was  1.3  Gm.  per  cent  less  than 
the  average  for  the  group  as  a whole.  It  might 
be  expected  that  these  patients  had  a greater 
nutritional  and  iron  deficit  and  therefore  re- 
sponded more  rapidly  to  the  combined  therapy. 

Comments 

Our  recent  observations  in  a group  of  convales- 
cent patients  with  an  average  age  of  sixty-five 
years  would  indicate  that  because  of  its  improved 
caloric  balance  Supplement  2 is  biologically 
superior  to  Supplement  1 in  spite  of  its  lower 
protein  content.  This  is  reflected  by  a greater 
rate  of  gain  ratio  for  the  patients  who  received 
Supplement  2 when  compared  with  their  non- 
supplemented  controls  and  also  when  compared 


with  the  supplemented  cases  wTho  received 
Supplement  1. 

The  effect  of  a dietary  supplement  on  the 
average  rate  of  weight  gain  in  patients  with  a 
proved  malignancy  is  greater  than  that  for  the 
group  as  a whole.  No  definite  opinion  is  held  at 
this  time  as  to  the  significance  of  this  observation. 

We  are  of  the  opinion  that  the  observed  weight 
gains  in  the  supplemented  groups  cannot  be 
explained  by  w7ater  retention,  and  in  fact  there  is 
good  evidence  that  the  patients  on  high  protein 
intake  actually  replace  some  of  their  body  wrater 
by  tissue,  which  adds  a hidden  positive  weight 
gain  factor  to  the  observed  gain. 

It  appears  that  convalescent  patients  with  an 
average  age  of  sixty-five  years,  who  are  not  losing 
blood,  show  a relatively  fixed  blood  hemoglobin 
level  which  is  not  appreciably  affected  by  high 
protein  dietary  supplements  and/or  oral  ferrous 
sulphate  therapy  for  the  observed  periods  of 
three  to  four  weeks. 

This,  plus  the  fact  that  our  normal  institutional 
diet  contains  at  least  the  minimum  daily  require- 
ments for  iron,1  suggests  that  the  mild  “second- 
ary anemia”  found  in  most  of  these  patients  is 
on  the  basis  of  general  nutritional  status  rather 
than  iron  deficiency. 
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Comparison  of  Results  to  Infant  Following  Mater- 
nal Regional  or  General  Anesthesia  for  Delivery 


VIRGINIA  APGAR,  M.D.,  NEW  YORK  CITY 

{From  the  Department  of  Anesthesiology,  Columbia  University  College  of  Physicians  and  Surgeons) 


Until  recently,  clinical  impressions  have 
led  us  to  believe  that  there  was  no  dif- 
ference in  the  condition  of  the  infant  at  birth  as 
related  to  the  anesthetic  method  chosen  for  the 
mother  if  an  anesthesiologist  experienced  in  ob- 
stetric problems  administered  the  anesthesia. 
Because  of  other  evidence1-2-3  indicating  that  one 
of  the  inhalation  agents,  cyclopropane,  is  ac- 
companied by  certain  undesirable  changes  in  the 
infant,  it  seemed  indicated  to  examine  more 
closely  the  results  of  our  own  experience  at  the 
Sloane  Hospital  for  Women. 

For  the  past  five  years  in  this  clinic  70  per  cent 
of  the  infants  have  been  in  excellent  condition, 
24  per  cent  moderately  depressed,  and  6 per  cent 
severely  depressed,  as  judged  by  a scoring  sys- 
tem.4 This  incidence  apparently  prevailed 
whether  the  anesthesia  was  by  a regional  method, 
a general  anesthetic  method,  or  even  if  no  anes- 
thesia at  all  were  used. 

Three  obstetric  situations  accompanied  by  a 
high  infant  perinatal  mortality  are  cesarean  sec- 
tion, breech  delivery,  and  premature  delivery. 
Three  criteria  were  used  to  examine  these  situa- 
tions, insofar  as  the  data  were  available:  neo- 
natal death  rates,  scores,  and  time  of  sustained 
respiration.  By  “regional  anesthesia”  is  meant 
pudendal  block,  or  spinal,  caudal,  or  lumbar 
epidural  block,  with  no  supplementary  anesthesia 
of  any  kind.  By  “general  anesthesia”  is  meant 
the  use  of  nitrous  oxide  or  cyclopropane  anesthe- 
sia, without  the  use  of  Pentothal  or  relaxants. 

The  cesarean  sections  chosen  were  entirely 
elective,  before  the  onset  of  labor,  and  with  no 
complications  such  as  bleeding  or  toxemia. 
The  premedication  in  all  cases  was  50  pig.  of 
Demerol  and  0.4  mg.  of  scopolamine  intramuscu- 
larly. In  67  sections  with  cyclopropane  there 
was  one  infant  death,  as  there  was  also  in  a group 
of  166  sections  with  spinal  anesthesia.  No  con- 


Adapted  from  the  symposium  and  panel  discussion,  "Peri- 
natal Mortality:  Causes  and  Prevention,"  at  the  Sesqui- 

centennial  Convention  of  the  Medical  Society  of  the  State 
of  New  York,  New  York  City,  February  18,  1957. 


TABLE  I. — Elective  Cesarean  Sections* 


Scores • 

Anesthesia  0 to  4 5 to  10 


Spinal  1 165 

Cyclopropane  28  39 


* Probability  = <0.001. 


TABLE  II. — Breech  Deliveries 


Number  of  Number  of  Per  Cent 
Anesthesia  Deliveries  Deaths  of  Deaths 


Regional  98  8 8.17 

General  284  23  8.10 


TABLE  III. — Breech  Deliveries* 


< Scores < 

Anesthesia  0 to  4 5 to  10 


Regional  25  73 

General  88  196 


* Probability  = > 0.30. 

elusions  can  be  drawn  from  this  small  number. 
Likewise,  since  we  have  been  recording  time  of 
sustained  respiration  in  every  case,  there  have 
been  no  elective  sections  with  cyclopropane. 
From  the  scores,  however,  it  can  be  seen  that  the 
infants  following  spinal  anesthesia  were  signifi- 
cantly better  than  those  following  cyclopropane 
anesthesia  (Table  I).  The  score  depends  on  the 
heart  rate,  respiratory  effort,  muscle  tone,  reflex 
irritability,  and  color  one  minute  after  the  birth 
of  the  infant. 

The  high  death  rate  following  breech  deliveries 
has  been  disturbing  us  for  years.  It  is  impera- 
tive to  know  whether  the  impression  that  con- 
duction anesthesia  should  be  chosen  preferen- 
tially for  breech  deliveries  is  correct  or  incorrect. 
In  382  breech  deliveries  there  was  no  difference 
in  the  death  rates  in  the  regional  anesthesia  and 
general  anesthesia  groups  (Table  II).  Likewise, 
there  was  no  significant  difference  in  scores 
(Table  III)  or  in  time  of  sustained  respiration 
(Table  IV).  Twenty-seven  version  and  breech 
extractions  were  omitted  because  of  the  need  for 
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Table  IV. — Time  of  Sustained  Respiration  in  Breech 
Deliveries* 


. —Time  in  Seconds . 

Anesthesia  0 to  149  150  and  Over 


Regional  43  6 

General  126  15 


* Probability  = > 0.30. 


TABLE  V. — Premature  Vaginal  Vertex  Deliveries 
1,000  to  1,999  Gm. 


Number  of  Number  of  Per  Cent 
Anesthesia  Deliveries  Deaths  of  Deaths 


so  r 


25 


272 


DISTRIBUTION  OF  9?  DEATHS  IN  6666  INFANTS 
BY  SCORE 

SLOANE  HOSPITAL  FOR  WOMEN 


31 


Regional  78  15  19  Fig.  1 

General  52  10  19 


a relaxed  uterus  and  deep  general  anesthesia. 

Premature  infants  born  vaginally  in  the  vertex 
position  were  studied.  The  infants  below  1,000 
Gm.  were  omitted  because  of  their  excessively 
high  death  rate,  and  those  over  2,000  Gm.  were 
omitted  because  their  condition  appeared  to  be 
similar  to  the  full-term  infants.  In  130  infants 
between  1,000  and  1,999  Gm.  the  death  rates 
were  identical  whether  regional  or  general 
anesthesia  was  employed  (Table  V). 

Comment 

The  only  significant  result  from  this  study  is 
the  superiority  of  infants  born  after  elective 
cesarean  section  with  spinal  anesthesia.  The 
average  score  of  166  infants  following  spinal  anes- 
thesia was  8.4,  while  for  67  infants  following 
cyclopropane  anesthesia  it  was  5.0.  As  seen  in 
Fig.  1,  the  death  rate  of  infants  scored  5 is  five 
times  that  of  infants  scored  8.  It  is  impossible 
to  compare  emergency  cesarean  sections  by  these 
two  methods  of  anesthesia,  for  in  almost  all  cases 
cyclopropane  anesthesia  was  chosen  for  reasons 
of  the  necessity  of  speed. 

The  main  objection  to  spinal  anesthesia  voiced 
in  some  quarters  is  the  high  maternal  death  rate. 
Recently  in  another  borough  there  were  12 
maternal  deaths  following  spinal  anesthesia  used 
for  delivery,5  and  last  year  in  a neighboring  state 
there  were  14  maternal  deaths,  11  of  which  were 
accompanied  by  spinal  anesthesia.6  In  one  case 
the  wrong  drug  was  administered,  and  in  the 
other  ten  the  complications  were  mishandled. 


In  our  experience,  if  spinal  anesthesia  is  con- 
sidered with  the  same  gravity  as  is  general  anes- 
thesia, especially  in  a short,  fat  obstetric  patient, 
no  fatalities  whatsoever  should  occur.  Marquis7 
has  recently  reported  no  anesthesia  deaths  in 
27,178  consecutive  spinal  anesthesias  for  obstet- 
rics. 

In  order  to  improve  infant  mortality  as  related 
to  anesthesia  problems,  it  is  necessary  to  choose 
the  method  individually  for  three  people:  the 
patient,  the  person  available  to  administer  the 
anesthesia,  and  the  obstetrician. 


Conclusions 

As  anesthesia  and  obstetrics  are  practiced  at 
the  Sloane  Hospital  for  Women,  the  choice  of  re- 
gional or  general  anesthesia  in  breech  deliveries 
and  for  premature  infants  between  1,000  and 
2,000  Gm.  makes  no  difference  in  the  condition 
of  the  child,  but  in  elective  cesarean  section  spinal 
anesthesia  is  preferable  to  cyclopropane  anesthe- 
sia. 
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Medical  Division,  District  of  Columbia  General  Hospital,  Washington,  D.C.) 


IN  discussing  the  therapy  of  hypertension  it  is 
not  only  important  to  decide  which  group  of 
patients  should  be  treated  with  which  drug  but 
equally  important  to  find  out  which  patients 
deserve  therapy  at  all.  The  answer  to  these 
questions  presupposes  several  misunderstood 
fundamental  concepts. 

The  severity  of  the  hypertensive  state  is  in  no 
way  related  to  the  level  of  the  blood  pressure. 
A hypertensive  patient  is  not  necessarily  more 
gravely  ill  because  his  arterial  pressure  is  200/130 
mm.  Hg  than  another  with  an  arterial  pressure  of 
150/100  mm.  Hg.,  One  does  not  live  or  die 
because  of  a blood  pressure  number  but  because 
of  the  amount  of  vascular  damage  in  vital  organs 
caused  by  this  elevated  number.  The  severity 
of  the  hypertensive  state  is  determined  by  the 
amount  of  blood  vessel  damage.  Essential 
hypertension  should  be  considered  as  a vascular 
disease  and  not  a blood  pressure  reading.  It 
follows,  therefore,  that  since  ophthalmoscopic 
examination  enables  one  to  visualize  the  blood 
vessels  as  they  actually  are  and  since  hyperten- 
sive vascular  disease  is  a disease  of  the  blood 
vessels,  ophthalmoscopic  examination  becomes 
the  most  important  single  prognostic  guide. 

Next  in  importance  in  determining  the  severity 
of  the  hypertensive  state  is  the  evaluation  of  the 
heart  or  pump  of  the  vascular  system.  Pumping 
against  the  increased  vascular  resistance  which 
characterizes  hypertension,  the  heart,  particularly 
the  left  ventricle,  becomes  hypertrophied. 
Therefore,  detection  of  an  enlarged  left  ventricle 
by  physical  examination  corroborated  by  chest 
x-ray  and  electrocardiogram  documents  the 
presence  of  vascular  damage  due  to  hypertension. 

The  next  organ  where  one  looks  for  vascular 
damage  is  the  kidney.  From  the  standpoint  of 


* This  Investigation  was  supported  by  research  grants 
from  the  American  Heart  Association,  the  Washington 
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Service;  Irwin,  Neisler  & Company,  Decatur,  Illinois,  the 
Lasdon  Foundation,  Yonkers,  New  York,  and  Charles  Pfizer 
& Company,  Inc.,  Brooklyn,  New  York. 

t This  work  was  done  during  the  tenure  of  a Research 
Fellowship  of  the  American  Heart  Association. 


history,  the  establishment  of  past  renal  disease  is 
obviously  important,  particularly  glomerulone- 
phritis or  much  more  commonly  pyelonephritis. 
The  presence  or  absence  of  nocturia  should  be 
established.  The  performance  of  a simple  urinal- 
ysis is  frequently  all  that  is  needed  to  establish 
good  kidney  function.  In  this  regard  the  finding 
of  a specific  gravity  above  1,020  on  random 
specimen  and  no  albuminuria  may  be  interpreted 
as  meaning  completely  normally  functioning 
kidneys.  No  more  complicated  kidney  function 
tests  are  needed. 

A history  of  a cerebral  vascular  accident  or  of 
hypertensive  encephalopathy  obviously  portends 
further  serious  difficulties.  Whereas  one  readily 
recognizes  the  significance  of  paresis  or  hemi- 
plegia, a history  of  momentary  loss  of  memory, 
change  in  personality,  or  sudden  aging  may  not 
be  interpreted  as  meaning  a sensory  stroke.  One 
more  point  should  be  mentioned  before  leaving 
the  brain  as  the  site  of  vascular  damage.  Severe 
occipital  headache  is  a rare  symptom  of  mild  or 
moderate  hypertension.  It  is  most  important, 
however,  when  severe  vascular  disease  is  present, 
that  is,  Grade  III  and  Grade  IV  hypertension. 
When  a patient  with  normal  or  Grade  I hyper- 
tensive fundi  complains  of  headache,  this  in  all 
probability  does  not  have  a hypertensive  etiology 
but  represents  a tension  headache,  treated  more 
effectively  by  amobarbital  rather  than  ganglionic 
blocking  agents. 

The  least  important  feature  in  the  evaluation 
of  the  severity  of  the  hypertensive  state  is  the 
actual  blood  pressure  number.  A patient  with 
an  elevated  blood  pressure  reading  as  the  sole 
evidence  of  the  hypertensive  state,  that  is,  with 
normal  heart,  normal  fundi,  normal  kidneys,  and 
normal  brain  function,  should  in  our  opinion  be 
diagnosed  as  having  a high  blood  pressure  reading 
and  not  as  a hypertensive  vascular  disease.  We 
feel  that  one  needs  objective  evidence  of  disease 
before  actual  hypotensive  therapy  is  indicated. 
An  elevated  blood  pressure  reading  by  itself  is  not 
an  indication  for  hypotensive  therapy. 

Four  types  of  antihypertensive  therapy  are 
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available:  drug,  diet,  surgery,  and  combination 
therapy.  Little  will  be  said  in  this  discussion 
regarding  surgery,  for  this  is  better  left  to  more 
competent  hands. 

Drugs 

If  one  divides  hypertensive  patients  into  three 
groups  according  to  optic  fundi  changes,1  the 
available  drugs  logically  fall  into  three  groups: 
Rauwolfia  derivatives  and  barbiturates  when  the 
fundi  are  normal  or  Grade  I,  Veratrum  and  Hy- 
dralazine when  the  fundi  are  Grade  I or  II,  and 
ganglionic  blocking  agents  plus  Rauwolfia  and/or 
Hydralazine,  and/or  Veratrum,  when  the  fundi 
are  Grade  III  or  Grade  IV. 

Rauwolfia  Derivatives. — At  least  20  com- 
mercial Rauwolfia  derivatives  are  available. 
Serpasil  in  0.25-mg.  tablets  (Ciba),  Rauwiloid  in 
4-mg.  tablets  (Riker),  and  Raudixin  in  100-mg. 
tablets  (Squibb)  are  three  representative 
products.  The  doses  given  are  fairly  equipotent 
and  represent  average  effective  daily  dosages. 
The  Food  and  Drug  Administration  is  currently 
advising  that  the  daily  dosage  of  Reserpine 
should  not  exceed  0.25  mg.  Although  a some- 
what higher  dosage  may  be  accompanied  by  a 
greater  hypotensive  effect,  a marked  increase  in 
the  toxic  reactions  occurs.  If  one  needs  to  reduce 
the  arterial  pressure  fairly  quickly,  one  should 
use  a more  potent  drug  in  combination  with 
Reserpine  and  not  rely  on  Reserpine  alone. 
Rauwolfia  acts  by  releasing  antiserotonin-like 
substances.2  There  is  a delay  in  action  and  no 
hypotensive  effect  is  seen  for  at  least  five  or  six 
days.  The  optimum  action  is  not  witnessed 
until  after  three  months. 

We  are  in  firm  agreement  with  Wilkins3  who 
states  that  Rauwolfia  is  the  best  symptom 
reliever.  It  relieves  anxiety  and  tension,  partic- 
ularly the  tension  headache  of  the  mild  hyper- 
tensive patient,  better  than  any  other  drug.  It 
lowers  blood  pressure  and  slows  the  pulse  much 
more  efficiently  than  the  barbiturates.  It  is  not 
habit  forming  and  is  synergistic  with  all  other 
known  hypotensive  agents. 

The  toxic  effects  of  Rauwolfia  are  frequent  and 
may  be  divided  into  mild  and  severe.  The  mild 
toxic  reactions  include  frequently  unbearable 
nasal  congestion,  fatigue  (particularly  objection- 
able in  the  morning),  true  gain  in  weight  averag- 
ing 9 pounds  in  six  months  (not  due  to  sodium 
retention),  and  generalized  aching  resembling 


grippe.  More  serious  is  a true  mental  depression 
which  has  resulted  in  several  known  suicides. 
Cognizance  of  this  potential  toxic  effect  of  the 
drug  should  discourage  its  indiscriminate  use  and 
make  at  least  monthly  visits  to  the  physician’s 
office  mandatory. 

Veratrum. — Several  purified  and  well-stand- 
ardized Veratrum  products  now  on  the  market 
are  Veriloid  (Riker),  Unitensen  (Irwin-Neisler), 
and  Provell  Maleate  (Lilly).  We  have  found  no 
major  differences  between  the  derivatives  of 
Veratrum  viride  and  Veratrum  alba.  Veratrum 
lowers  blood  pressure  through  a central  action  by 
stimulating  reflexes  in  the  neck  originating  in  the 
carotid  sinuses  and  aortic  arch  and  also  through 
a vagostimulating  action.4  This  latter  effect  of 
Veratrum  causes  a slowing  of  the  pulse.  Vera- 
trum has  no  effect  on  cardiac  output  or  renal 
blood  flow.  After  an  effective  dosage  of  Vera- 
trum has  been  given,  therefore,  the  blood  pressure 
is  lower  and  the  pulse  is  slower. 

Success  with  Veratrum  requires  strict  adher- 
ence to  a treatment  schedule.  Veratrum  is  best 
given  on  an  eight-hour  schedule,  after  breakfast, 
in  the  middle  of  the  afternoon,  and  at  bedtime. 
The  patient  is  instructed  to  eat  at  the  same  time 
every  day  including  Saturdays  and  Sundays. 
The  optimum  hypotensive  and  vagal  stimulating 
effect  of  Veratrum  occurs  two  hours  following  its 
administration.  If  the  stomach  is  empty  at  this 
time,  vagal  stimulation  may  only  result  in 
nausea.  If  the  stomach  is  full,  vomiting  may 
ensue.  The  patient  is  instructed  not  to  eat  or 
drink  for  two  hours  after  Veratrum. 

A good  beginning  dosage  w'ould  be  2 mg.  of 
Veriloid  three  times  a day.  The  Veriloid  dosage 
is  increased  by  0.5  mg.  per  dose  every  other  da}' 
until  the  blood  pressure  effect  is  seen  or  until 
toxicity  is  noted.  Rauwolfia  begun  two  weeks 
previously  reduces  the  incidence  of  Veratrum 
toxicity. 

There  is  no  need  to  hospitalize  the  patient  for 
Veratrum  therapy,  for  this  can  readily  be  accom- 
plished in  the  office  or  on  an  outpatient  basis. 
Since  the  optimum  therapeutic  effect  of  Veratrum 
is  noted  about  two  hours  after  the  drug  is  taken, 
it  is  recommended  that  the  arterial  pressure  be 
checked  twro  hours  after  a dose,  that  is,  once 
during  the  morning  office  hours  and  once  during 
the  afternoon  office  hours. 

The  only  side-effects  of  Veratrum  are  nausea 
and  vomiting,  both  due  to  vagal  stimulation.  If 
either  or  both  of  these  symptoms  should  occur, 
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the  toxic  reaction  would  be  due  to  the  dosage  of 
Veratrura  that  was  given  previously  As  an 
example,  if  one  is  taking  Veratrum  at  8 A.M., 
2 p.m.,  and  10  p.m.,  and  nausea  occurs  at  ten  o’clock 
in  the  morning,  nausea  is  due  to  the  8 a.m.  dose  of 
Veratrum.  When  toxicity  occurs  two  rules 
should  be  followed.  The  next  Veratrum  dosage 
should  be  reduced  by  1 mg.  for  that  dose  only  and 
all  other  doses  that  day  should  remain  the  same. 
The  offending  dose,  or  the  dose  that  caused  the 
toxicity,  should  be  reduced  the  following  day  by 
0.5  mg.  This  is  a permanent  change.  As  an 
example,  if  a patient  is  taking  4 mg.  of  Veriloid 
three  times  a day  and  vomiting  occurs  at  four 
o’clock  in  the  afternoon,  this  toxic  reaction  is  due 
to  the  two  o’clock  Veratrum  dose.  Thus,  instead 
of  taking  4 mg.  at  bedtime  that  day,  three  mg.  are 
taken.  The  following  morning  the  same  4 mg. 
dose  is  taken  after  breakfast,  since  this  had  no 
effect  in  causing  vomiting  the  previous  day. 
At  two  o’clock,  however,  only  3.5  mg.  are  taken 
because  this  is  the  offending  dose  and  should  be 
permanently  reduced.  The  next  night  at  ten 
o’clock  the  usual  4 mg.  are  taken.  The  patient’s 
new  Veratrum  dosage,  therefore,  is  4 mg.,  3.5  mg., 
and  4 mg.  The  concomitant  use  of  Rauwolfia 
greatly  widens  the  gap  between  the  therapeutic 
range  and  the  toxic  range,  making  vomiting  very 
infrequent  with  Veratrum. 

Of  all  the  drugs  used  to  combat  the  upper 
gastrointestinal  side-effects  of  Veratrum,  we  have 
had  most  success  with  60  mg.  (one  grain)  of 
sodium  amobarbital  taken  with  each  dose  of 
Veratrum.  The  combination  of  Veratrum,  Rau- 
wolfia, and  sodium  amobarbital  is  an  excellent 
one  for  patients  with  moderately  severe  hyper- 
tension. 

Hydralazine. — Hydralazine,  or  Apresoline 
(Ciba),  is  a centrally-acting  .sympatholytic  drug 
which  greatly  increases  the  cardiac  output  and  the 
heart  rate.6  If  one  has  not  been  taking  Rau- 
wolfia, hydralazine  should  be  started  in  small 
doses  of  10  mg.  three  times  a day  and  the  dosage 
should  be  increased  gradually  over  a two-week 
period  to  250  to  200  per  day.  In  our  experience, 
although  increasing  the  daily  dosage  beyond  300 
mg.  may  increase  the  hypotensive  effect,  it 
greatly  increases  the  toxic  effect. 

Because  of  the  marked  increase  in  cardiac  out- 
put and  concomitant  tachycardia,  this  drug 
should  not  be  given  in  the  presence  of  heart 
disease,  particularly  arteriosclerotic  heart  disease. 
The  toxicity  of  hydralazine  may  be  divided  into 


earl}'  and  late  stages.  Almost  immediately  fol- 
lowing the  initial  doses  of  Apresoline,  a severe 
throbbing  headache,  palpitation,  and  flushing  are 
not  uncommonly  noted.  This  drug-induced 
headache  is  believed  to  be  due  to  histamine 
release  for  which  antihistaminic  drugs  have  been 
said  to  be  of  value.  In  our  experience,  however, 
beginning  hydralazine  in  small  doses  of  10  mg. 
three  times  a day  and  premedication  with 
Rauwolfia  have  greatly  reduced  these  initial 
side-effects.  Late  in  the  course  of  hydralazine 
therapy,  particularly  after  large  doses  of  the  drug 
have  caused  a significant  hypotensive  effect,  a 
lupus  erythematosus-like  picture  is  seen  char- 
acterized by  rash,  fever,  arthralgia,  arthritis,  and 
the  typical  lupus  erythematosus  cell  in  bone 
marrow  and  plasma.  Discontinuation  of  the 
drug  in  these  cases  has  caused  clearing  of  the 
lupus  erythematosus  picture.6 

Ganglionic  Blocking  Agents. — These 
agents  seem  indicated  in  patients  with  Grade  III 
or  Grade  IV  hypertension.  The  ganglionic 
blocking  agents  are  sympatholytic  drugs  which 
block  impulses  at  the  sympathetic  and  para- 
sympathetic ganglia  over  the  entire  body.7  Like 
all  sympatholytic  drugs  they  cause  postural 
hypotension.  Three  commercially  available 
products  are  Ansolysen  (Wyeth),  Ecolid  (Ciba), 
and  Inversine  (Sharpe  and  Dohme). 

It  is  not  necessary  to  hospitalize  the  patient  to 
begin  ganglionic  therapy.  One  can  begin  therapy 
on  a week-end  when  the  patient  is  at  home  and 
frequent  determination  of  arterial  pressure  and 
frequent  visits  to  the  home  can  be  made.  It  is 
wise  to  begin  with  a test  dose  consisting  of  10  mg. 
of  either  Ansolysen  or  Ecolid  or  1 mg.  of  Inver- 
sine given  by  mouth. 

The  blood  pressure  should  be  recorded  in  the 
standing  position  about  two  hours  after  medi- 
cation. It  is  essential  to  record  the  arterial 
pressure  in  the  standing  position,  particularly 
during  the  first  few  days  of  therapy,  because 
frequently  a recumbent  fall  in  blood  pressure  will 
not  be  seen.  Further  increase  of  the  dose  under 
these  circumstances  may  result  in  marked 
postural  hypotension.  If  a hypotensive  effect 
does  not  follow  the  test  dose,  the  initial  test  dose 
is  doubled  in  eight  hours  and  given  every  eight 
hours.  The  average  daily  dosage  of  Ansolysen 
should  vary  between  200  and  300  mg.  The 
average  daily  dose  of  Ecolid  varies  between  150 
and  200  mg.  and  of  Inversine,  15  to  20  mg.  In- 
telligent regulation  of  the  patient’s  dosage 
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depends  on  the  arterial  blood  pressure  reading. 
The  more  frequently  the  arterial  blood  pressure 
can  be  recorded,  therefore,  the  more  intelligent 
is  the  regulation  of  the  dosage.  For  this  reason 
it  is  practical  for  a member  of  the  family  to  record 
the  blood  pressure.  The  physician  may  either 
lend  the  patient  the  required  apparatus  for  a short 
period  or  advise  the  patient  to  purchase  a sphyg- 
momanometer. Home  blood  pressure  record- 
ings will  give  both  the  patient  and  his  family  a 
sense  of  independence  and  security  and  will  give 
the  physician  a truer  picture  of  the  basal  arterial 
pressure. 

The  dosage  is  increased  every  other  day  by  25 
mg.  increments  of  Ansolysen  or  Ecolid  and  by 
2.5  mg.  Inversine.  The  goal  of  ganglionic 
blocking  therapy  is  to  obtain  a standing  dias- 
tolic pressure  of  about  100  mm.  Hg  and  a sitting 
diastolic  pressure  under  120  mm.  Hg,  both  of 
these  without  undue  side-effects. 

Several  factors  increase  the  patient’s  sensitivity 
to  ganglionic  blockade.  One  is  more  sensitive 
to  a ganglionic  blocking  agent  in  the  morning,  and 
morning  sensitivity  is  greatly  aggravated  by 
hypoglycemia.  It  is  wise,  therefore,  not  to 
advise  administration  of  a ganglionic  blocking 
agent  on  a fasting  stomach  on  awakening.  Salt 
loss,  whether  induced  by  perspiration,  a diuretic, 
or  a diet,  greatly  increases  sensitivity  to  gan- 
glionic blocking  agents.  In  this  regard  when  a 
patient  travels  from  a cold  climate  to  a warm 
climate,  reduction  of  dosage  is  advised.  Sim- 
ilarly if  a patient  with  hypertensive  heart  disease 
regularly  receives  a mercurial  diuretic  on  a certain 
day  of  the  week,  ganglionic  blocking  agent  is 
either  reduced  in  half  or  omitted  for  that  day. 
Likewise,  alcohol  seems  to  potentiate  the  action 
of  a ganglionic  blocking  agent,  particularly  its 
ability  to  produce  postural  hypotension.  The 
patient  taking  ganglionic  blocking  agents  should 
be  cautioned  about  his  alcoholic  intake.  As 
mentioned  before,  Reserpine  seems  to  potentiate 
the  action  of  all  hypotensive  agents. 

Contraindications. — Ganglionic  blocking 

agents  are  contraindicated  in  the  presence  of 
uremia.  We  have  used  a blood  urea  nitrogen  of 
50  mg.  per  cent  as  the  upper  limit  where  gan- 
glionic blocking  agents  should  not  be  given. 
Recent  coronary  infarction  or  a cerebral  vascular 
accident  contraindicates  ganglionic  blocking 
agents  for  the  lowering  of  cardiac  output.  Sud- 
den fall  of  arterial  pressure  and  concomitant 
tachycardia  associated  with  ganglionic  blockade 


might  further  incriminate  the  coronary  and 
cerebral  circulation.  Since  a ganglionic  blocking 
agent  by  its  intrinsic  pharmacologic  action  blocks 
the  compensatory  vasoconstrictor  fibers,  simple 
bleeding  from  the  nose  or  the  rectum  may  turn 
into  a major  bleeding  episode.  For  this  reason, 
if  there  is  active  bleeding  or  if  the  patient  is 
scheduled  for  surgery,  ganglionic  blocking  therapy 
should  be  omitted.  Finally,  since  the  intrinsic 
pharmacologic  property  of  a ganglionic  blocking 
agent  is  to  potentiate  the  action  of  adrenalin,  a 
ganglionic  blocking  agent  should  not  be  given  in 
the  presence  of  pheochromocytoma. 

An  outline  of  the  various  side-effects,  their 
pathogenesis,  and  treatment  may  be  seen  in 
Table  I.  All  the  ganglionic  blocking  agents 
cause  postural  hypotension  due  to  loss  of  pe- 
ripheral vasoconstriction  in  response  to  standing. 
Assuming  that  the  recumbent  position  usually  is 
sufficient  to  correct  this  postural  fall  in  blood 
pressure,  elevating  the  legs  above  the  head  and 
manual  massage  accelerate  the  return  of  arterial 
pressure.  If  return  of  the  arterial  pressure  is  not 
immediate,  10  mg.  of  phenylephrine  intramus- 
cularly every  fifteen  or  twenty  minutes  or  even' 
half-hour  as  needed  is  indicated. 

Constipation  due  most  probably  to  blockade  of 
the  parasympathetic  nerve  supply  to  the  gut  is  a 
common  side-effect  of  ganglionic  blockade. 
Ansolysen  is  the  worst  offender  and  Ecolid  the 
least.  Parasympathomimetic  agents  such  as 
neostigmine  in  a dosage  of  5 to  20  mg.  three  times 
a day  (the  dosage  of  neostigmine  regulated 
according  to  the  bowels),  milk  of  magnesia  plus 
cascara  sagrada,  and  enemas  are  frequently 
needed  to  combat  the  constipation.  We  have 
found  that  wine,  particularly  taken  at  the  supper 
meal,  seems  to  be  a good  cathartic.  Blurred 
vision  due  to  paralysis  of  the  pupillary  constrictor 
fibers  is  a much-complained-of  side-effect  of 
ganglionic  blocking  agents.  This  seems  to  be 
most  annoying  with  Ecolid  and  perhaps  the  least 
with  Inversine.  Pilocarpine,  in  a dosage  of  5 to 
15  mg.  three  times  a day,  and  the  wearing  of  dark 
glasses,  particularly  in  the  sunlight,  are  indicated. 
A last  resort  may  be  the  use  of  eye  glasses.  Most 
patients  under  ganglionic  blockade,  particularly 
for  the  first  six  weeks,  complain  of  overwhelming 
fatigue.  This  fatigue  seems  not  to  be  related  to 
the  fall  in  arterial  pressure,  for  it  occurs  even  in 
the  patients  without  a lowered  blood  pressure. 
It  seems  to  be  more  severe  with  Inversine  but  is 
obnoxious  with  all  ganglionic  blocking  agents. 
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MODERN  THERAPY  OF  HYPERTENSION 


TABLE  I. — Toxicity  op  Ganglionic  Blocking  Agent 


Side-Effects 

Pathogenesis 

Therapy 

Postural  hypotension  (all  drugs) 

Loss  of  peripheral  vasoconstric- 

1. 

Recumbent  position  plus  elevation  of  legs 

tion 

2. 

Massage 

3. 

Neo-Synephrine 

Constipation  (Ansolysen,  Inversine, 

and 

Blockade  of  parasympathetic 

1. 

Prostigmine  5 to  20  mg.  three  times  daily 

Ecolid) 

nerve  supply  to  gut 

2. 

Milk  of  magnesia  plus  cascara 

3. 

Wine 

4. 

Enema 

Blurred  vision  (Ecolid,  Ansolysen, 

and 

Paralysis  of  pupillary  constrictor 

1. 

Pilocarpine  5 to  15  mg.  three  times  daily 

Inversine) 

fibers  (parasympathetic) 

2. 

Dark  glasses 

3. 

Correcting  accommodation  by  glasses 

Fatigue  (Inversine,  Ansolysen,  and  Ecolid) 

Generalized  parasympathetic 

1. 

Keeping  dose  at  lowest  possible  level 

blockade 

2. 

Worst  first  few  months 

Impotence  (all  drugs) 

Parasympathetic  blockade 

Prayer 

Dry  mouth  (Ansolysen,  Inversine, 

and 

Parasympathetic  blockade 

Pilocarpine  5 to  15  mg.  three  times  daily 

Ecolid) 

All  of  the  ganglionic  blocking  agents  result  in 
impotence  in  the  male  for  which  there  is  no 
therapy.  A dry  mouth  is  most  frequently 
complained  of  with  Ansolysen  and  probably 
best  relieved  with  5 to  15  mg.  of  pilocarpine  three 
times  a day. 

A sample  therapeutic  regimen  in  a patient 
with  severe  hypertension  would  include  100  mg. 
of  Ansolysen  every  eight  hours,  4 mg.  of  Rau- 
wiloid  at  bedtime,  15  mg.  of  pilocarpine  three 
times  a day,  fruit  juice  three  times  a day,  wine 
before  supper,  milk  of  magnesia  and  cascara 
sagrada  at  bedtime,  and  an  enema  twice  a week 
If  after  a two-week  period  the  response  is  not 
satisfactory,  Ansolysen  should  be  increased  to 
150  or  200  mg.  three  times  a day  and/or  50  to 
100  mg.  of  Hydralazine  added  twice  a day.  If 
the  ganglionic  blocking  side-effects  are  obnoxious, 
a modified  salt-free  diet  plus  an  oral  diuretic  such 
as  Neohydrin,  two  tablets  every  other  day,  might 
be  instituted  using  the  fact  that  salt  loss  sensi- 
tizes one  to  ganglionic  blocking  agents.  If  there 
is  no  effect  from  this  desalting  procedure,  one 
must  begin  a strict  200-mg.  sodium  diet  plus  a 
diuretic  plus  Ansolysen. 

Diet 

Many  reports  have  attested  to  the  value  of  the 
Rice  diet  and  have  stressed  that  its  hypotensive 
effect  is  due  solely  to  the  low  sodium  content.8’9 
Although  successful  in  reducing  the  arterial 
pressure  in  20  to  25  per  cent  of  patients  with 
severe  hypertension,  it  is  not  a practical  type  of 
therapy  for  the  simple  reason  that  patients  do  not 
remain  on  the  diet.  Of  the  available  types  of 
therapy — drug,  surgery,  and  diet — we  feel  that 


diet  therapy  is  the  most  drastic  and  we  never 
advocate  it  as  the  sole  therapeutic  measure. 

A 200-mg.  sodium  diet  seems  to  be  as  effective 
as  the  Rice  diet  and  certainly  is  more  palatable. 
A sample  daily  menu  on  such  a diet  includes  a 
breakfast  of  fruit  juice,  salt-free  toast  with  jelly, 
an  egg,  and  coffee.  Lunch  may  consist  of  a fresh 
vegetable  or  fruit  salad  with  ginger  ale,  coffee, 
or  tea.  Dinner  may  consist  of  meat  (3  oz.), 
vegetables,  potatoes,  salad,  jello,  and  coffee  or 
tea.  Dairy  and  bakery  products  usually  have  a 
high  sodium  content  and  are  to  be  avoided.  For 
example,  a glass  of  milk  contains  200  mg.  of 
sodium. 

Such  sodium  restriction  still  represents  a hard- 
ship on  the  patient.  Diuretic  therapy,  such  as 
two  tablets  of  Neohydrin  every  third  or  fourth 
day,  may  accomplish  such  a sodium  diuresis  that 
the  diet  may  contain  a more  liberal  amount  of 
sodium,  for  example,  1,000  mg.  Although  this 
type  of  therapy  resembles  “robbing  Peter  to  pay 
Paul,”  patients  enjoy  a more  palatable  diet.  If 
Veratrum  or  hydralazine  is  not  producing  the 
desired  effect  in  patients  with  moderately  severe 
hypertension,  sodium  restriction  plus  diuretic 
therapy  may  be  instituted  before  resorting  to 
ganglionic  blocking  therapy.  Similarly,  if  gan- 
glionic blocking  therapy  is  not  producing  the 
desired  effect  in  patients  with  severe  hyperten- 
sion, diuretic  therapy  plus  sodium  restriction 
should  be  added. 

Summary 

A review  of  the  antihypertensive  armamen- 
tarium has  shown : 

1.  The  Rauwolfia  derivatives,  although  toxic 
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in  some  patients,  produce  a greater  hypotensive 
effect  and  alleviate  anxiety  more  effectively  than 
barbiturates.  They  seem  to  be  indicated  as  the 
primary  hypotensive  agent  in  patients  with  mild 
hypertension  and  as  background  therapy  in  all 
other  hypertensive  patients. 

2.  If  Rauwolfia  derivatives  are  not  producing 
the  desired  effect,  or  if  moderately  severe  vascular 
disease  is  present,  oral  Veratrum  and/or  hydrala- 
zine is  added  to  the  therapeutic  program. 

3.  If  these  drugs  are  not  sufficient  to  control 
the  vascular  disease  or  if  severe  hypertensive 
disease  exists  (Grade  III  or  Grade  IV  fundi 
changes)  when  the  patient  is  first  seen,  ganglionic 
blocking  agents  are  then  added  to  the  treatment 
schedule. 

4.  Sodium  restriction  (200-mg.  sodium  diet 
or  1,000-mg.  sodium  diet  plus  diuretic  therapy) 
is  synergcstic  with  all  types  of  drug  therapy. 

Addendum.' — Since  preparation  of  this  manu- 
script, chlorothiazide  (Sharp  and  Dohme),  a new 
orally  effective,  nonmercurial  inhibitor  of  tubular 
reabsorption  of  sodium  and  chloride  has  become 
available.  It  is  nontoxic  and  can  be  given  daily 


without  the  development  of  resistance.  One 
thousand  mg.  Chlorothiazide  per  day  exerts  a 
definite  hypotensive  effect.  More  significant, 
however,  is  the  finding  that  it  greatly  enhances 
the  hypotensive  effect  of  reserpine,  Veratrum, 
and  Apresoline.  The  potency  of  these  agents 
has  been  so  increased  by  the  addition  of  Chloro- 
thiazide that  it  would  seem  that  the  indications 
for  the  use  of  gaeglionic  blocking  agents  might  be 
restricted  to  patients  with  malignant  hyperten- 
sion and  hypertensive  encephalopathy. 
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Phlegmonous  Gastritis 


In  presenting  two  cases  of  the  uncommon  bac- 
terial infection,  phlegmonous  gastritis  (one  acute 
and  one  chronic),  Drs.  Albert  Starr  and  John 
M.  Wilson,  Columbia  University  and  Bellevue 
Hospital,  review  23  additional  cases  from  the  litera- 
ture. All  of  these  were  reported  since  1945  and 
were  selected  to  make  sure  they  occurred  in  the  era 
of  antibiotics  and  modern  concepts  of  fluid  and 
electrolyte  therapy.  From  an  analysis  of  their 
data,  the  authors  found  that  mortality  during  the 
last  ten  years  has  only  been  half  that  of  previous 


reports.  In  studying  mortality  figures,  they  point 
out,  careful  note  must  be  taken  of  whether  the  case 
was  acute  and  fulminating  or  chronic.  In  the 
chronic  form,  subtotal  gastrectomy  appears  to  be 
safe  and  feasible.  In  the  acute  form,  survival 
hinges  to  a great  extent  on  early  recognition  and 
prompt  supportive  therapy.  In  these  cases,  also, 
subtotal  gastrectomy  or  drainage  procedures, 
though  not  always  essential  to  survival,  may  reduce 
mortality  to  a significant  degree. — Annals  of 
Surgery,  January,  1957 
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Ataractic  Treatment  in  a Private  Hospital 

THEODORE  W.  NEUMANN,  JR.,  M.D.,  CENTRAL  VALLEY,  NEW  YORK 
( From  Falkirk  in  the  Ramapos) 


Many  reports  on  the  ataractic  drugs  have 
appeared  recently  in  the  medical  litera- 
ture. Most  have  concerned  treatment  of  exten- 
sive series  in  city  or  state  institutions  caring  for 
thousands  of  patients  with  minimum  staffs.  In 
such  hospitals  each  physician  and  attendant 
must,  under  routine  conditions,  divide  their  at- 
tention among  numerous  persons.  A study  of 
any  kind  in  these  circumstances  necessitates 
more  frequent  and  active  contact  between  staff 
and  patients  than  is  usually  feasible.  This  in  it- 
self cannot  be  overlooked  as  the  source  of  some 
benefit  over  and  above  the  improvement  that 
may  be  contributed  by  the  medication. 

The  patient-staff  relationship  is  quite  differ- 
ent, however,  in  small  hospitals  such  as  this  one, 
a 40-bed,  psychiatric  sanitarium,  maintaining 
treatment  service  for  acute  and  chronic  cases  and 
an  outpatient  division.  Here  the  patients  live 
in  an  atmosphere  of  constant  personal  observa- 
tion by  physicians,  nurses,  and  psychiatric  aides. 
The  physician-to-patient  ratio  is  4 : 40,  and  the 
attendant-to-patient  ratio  is  usually  1 : 5.  Intro- 
duction of  a new  drug  or  treatment  method 
brings  no  increase  in  the  attention  devoted  to 
each  individual.  In  such  an  environment,  there- 
fore, it  is  possible  to  evaluate  more  readily  the 
intrinsic  therapeutic  properties  of  the  medica- 
tion. A report  of  a preliminary  study  con- 
ducted here  on  a small  series  maintained  under 
constant  supervision  may  be  of  interest  for  com- 
parison with  the  results  of  larger  investigations 
conducted  with  the  same  therapeutic  agent  in 
public  institutions. 

The  disadvantages  and  risks  of  sedation  with 
the  conventional  agents  for  psychotic  and 
psychoneurotic  patients  has  often  been  empha- 
sized.1 However,  until  introduction  of  the  ata- 
raxics  nothing  else  was  available  for  control  of 
agitation  but  the  long-used  bromides,  barbitu- 
rates, and  various  narcotics. 

The  newer  compounds  with  sedative  potential, 
especially  the  Rauwolfia  derivatives  and  chlor- 
promazine,  a member  of  the  phenothiazine 
series,  raised  optimistic  expectations  of  attaining 
the  urgently  needed  quieting  effects  without 


Promazine  Hydrochloride 
(gamma-dimethylamino-n-propyl  phenothiazine) 


Fig.  1. 


Chlorpromazine  Hydrochloride 


hypnosis.  Enthusiasm,  however,  was  soon  damp- 
ened by  the  undesirable  reactions  that  attend,  in 
a significant  percentage  of  patients,  the  tran- 
quilizing  action  of  one  or  both  agents.  Reports 
of  uncomfortable  skin  manifestations  and  gastro- 
intestinal disorders  are  appearing  with  greater 
frequency,  and  the  incidence  of  more  serious  and 
even  fatal  neurotoxic  and  hematologic  side-ac- 
tions seems  to  be  increasing.2-9 

In  the  spring  of  1956  our  attention  was  drawn 
to  reports  of  animal10  and  clinical  investiga- 
tions11-15 conducted  with  promazine,  another 
phenothiazine  derivative.  This  compound  is  de- 
scribed as  possessing  the  same  favorable  phar- 
macologic properties  but  less  acute  toxicity  than 
chlorpromazine.11’12  The  newer  agent  differs  in 
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that  the  molecular  structure  contains  no  chlorine 
radical  (Fig.  1).  Omission  of  the  chlorine  radical, 
which  apparently  is  unnecessary  for  ataractic  ac- 
tion, is  believed  responsible  for  the  reported11-15 
absence  in  promazine-treated  patients  of  the 
pronounced  lethargy  and  motor  retardation  often 
associated  with  the  chlorinated  compound,  chlor- 
promazine  (Fig.  2). 

Method 

Promazine*  was  used  in  25  psychiatric  patients. 
Ten  were  treated  for  acute  alcoholism,  ten  for 
acute  psychotic  episodes,  and  five  for  chronic 
mental  disturbances.  Additional  cases  are  un- 
dergoing evaluation  and  will  be  reported  later. 

Alcoholism.- — -The  alcoholic  patients,  all  males, 
with  an  average  age  of  forty-eight,  had  long  his- 
tories of  frequent  inebriation,  and  all  had  been 
drinking  steadily  for  several  days  before  this  ad- 
mission. All  were  admitted  with  severe  tremors. 
One,  a long-standing  diabetic  transferred  from  a 
general  hospital,  was  ataxic  and  disoriented,  and 
showed  evidence  of  Korsakoff’s  syndrome. 

One  alcoholic  had  pneumonia  and  suffered  a 
severe  convulsion  with  cyanosis  requiring  resus- 
citation and  nikethamide  intramuscularly  two 
hours  after  admission.  An  initial  dose  of  100 
mg.  of  promazine  was  administered  intravenously 
about  one-half  hour  after  recovery  from  the  con- 
vulsion, followed  by  two  intramuscular  doses  of 
50  mg.  each,  one  in  five  hours  after  the  first  dose 
and  the  second  the  next  morning,  with  control  of 
tremors  and  relief  of  tenseness.  The  respiratory 
infection  responded  to  antibiotics  in  the  first 
forty-eight  hours.  On  the  second  day.  during  the 
absence  of  the  attending  physician,  another  staff 
member  discontinued  promazine,  since  the 
patient  appeared  to  have  responded  satisfac- 
torily, and  began  medication  with  adrenocortical 
extract  by  intravenous  injection.  On  the  third 
day  the  patient  relapsed  with  development  of 
delirium  tremens  which  lasted  forty-eight  hours. 
Convulsions  occurred  on  the  fourth  and  fifth 
days,  and  the  patient  became  antagonistic  to 
the  staff.  Adrenocortical  extract  was  discon- 
tinued on  the  fifth  day,  and  promazine  was  re- 
sumed in  doses  of  100  mg.  orally  four  times  a 
day  with  diphenvlhydantoin  for  fifteen  days. 
He  improved  steadily  after  resumption  of  pro- 
mazine and  was  discharged  recovered  on  the 


* Promazine  hydrochloride  is  available  as  Sparine  (trade- 
mark) from  Wyeth  Laboratories. 


twentieth  hospital  day.  It  is  believed  that 
delirium  tremens  might  have  been  prevented 
or  rendered  less  severe  had  there  been  no  inter- 
ruption of  promazine  medication. 

Another  patient  received  three  doses  of  50 
mg.  intravenously  or  intramuscularly  six  to 
eight  hours  apart  in  the  first  fourteen  hours. 
Oral  medication  was  then  instituted  in  doses  of 
100  mg.  four  times  a day.  For  the  remaining 
patients  oral  medication  of  100  mg.  four  times 
a day  was  sufficient. 

All  fell  asleep  soon  after  the  first  dose 
All  began  to  eat  in  the  first  twelve  hours  and 
tremors  subsided  within  twenty-four  hours. 
Psychotherapy  was  started  on  the  third  to  the 
fifth  day  and  has  been  continued  for  several  on 
an  outpatient  basis.  Most  were  discharged 
after  five  days’  hospitalization.  In  the  diabetic 
with  Korsakoff's  syndrome  contact  with  real- 
ity was  restored.  There  was  no  indication  that 
the  ataractic  medication  interfered  with  the 
action  of  the  insulin  in  controlling  his  diabetes. 

Promazine  is  now  in  routine  use  for  control 
of  alcohol-induced  agitation,  tremors,  and  hal- 
lucinosis. 

Acute  Psychosis.- — Six  of  the  ten  patients  in 
this  group  were  middle-aged  females,  one  of  whom 
had  an  agitated  reactive  depression,  uncontroll- 
able by  electroshock  therapy.  Another  had  a 
depressed  and  agitated  involutional  psychosis, 
paranoid  type.  Four  were  males.  One  was 
thirty-four-years  old,  two  were  in  the  sixth  dec- 
ade, and  the  fourth,  a nineteen-year-old  boy, 
suffered  a destructive  schizophrenic  episode 
which  had  been  preceded  by  progressive  person- 
ality changes  for  four  months.  This  group  re- 
ceived an  initial  dose  of  25,  50,  or  100  mg.  ad- 
ministered intravenously  or  intramuscularly. 
The  dose  was  repeated  four  to  six  times  at  inter- 
vals of  six  or  seven  hours,  as  long  as  tendency 
to  excitement  persisted.  In  controlling  the  agi- 
tated episode,  50  or  100  mg.  were  administered 
orally  three  or  four  times  a day  as  required  by 
the  patient.  Most  were  discharged  free  of 
symptoms  after  twelve  days.  One  was  improved 
and  returned  to  her  home  against  medical  advice. 
The  schizophrenic  boy,  having  received  the  medi- 
cation and  a course  of  16  electroshock  treatments 
in  a period  of  about  three  months,  is  progressing 
well  toward  eventual  release  as  an  outpatient. 
After  the  first  five  days  of  parenteral  medication 
this  patient  refused  further  injections,  and  after 
five  days  he  rejected  the  tablets.  He  was  then 
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treated  daily  for  seven  days  with  100  mg.  of 
promazine  parenteral  solution  by  mouth,  dis- 
guised as  coca  cola,  and  thereafter  he  accepted 
tablet  medication. 

Chronic  Psychosis. — This  group  included 
four  females  and  one  male  who  have  been  under 
promazine  treatment  about  six  weeks  and  are 
still  receiving  the  compound.  One,  a forty-one- 
year-old,  female  schizophrenic,  who  was  assaul- 
tive, sullen,  catatonic,  and  hebephrenic  in  turn, 
had  been  hospitalized  eighteen  years.  Another 
schizophrenic  of  catatonic  type  who  was  inconti- 
nent, unmanageable,  unable  to  feed  herself,  and 
was  restricted  to  her  room,  had  been  institution- 
alized for  twenty  years.  Of  the  two  with  de- 
mentia praecox,  paranoid  type,  one  had  been 
hospitalized  for  six  and  the  other  for  seven  years. 
The  fifth  patient,  a seventy-year-old,  alternately 
assaultive  and  withdrawn  female,  had  been  a hos- 
pital immate  for  forty-seven  years. 

Response  to  conventional  sedatives  and  hyp- 
notics had  been  unsatisfactory  and  unpredictable. 
Reserpine  and  chlorpromazine,  separately  and 
in  combination,  had  caused  urticaria.  In  one 
case  a generalized  rash  and  increase  of  agitation 
had  developed  after  one  month  on  chlorproma- 
zine. Azocyclonol,  with  and  without  reserpine, 
had  failed  to  control  periods  of  assaultiveness. 
Electroshock  and  insulin  coma,  singly  and  in 
combination,  had  provided  no  significant  or 
lasting  benefit.  The  effects  of  mephenesin  were 
equally  transitory.  Topectomy  had  been  per- 
formed on  one  of  the  paranoid  schizophrenic 
patients. 

Promazine,  administered  intravenously  or  in- 
tramuscularly in  doses  of  50  mg.  on  appearance 
of  agitation,  controlled  episodes  of  disturbance 
in  every  case.  The  initial  dose  was  repeated 
intramuscularly  if  necessary.  For  maintenance 
the  compound  was  administered  orally  in  doses 
of  100  mg.  three  or  four  times  daily.  After  in- 
travenous injection  the  quieting  effect  became 
apparent  in  a few  minutes.  After  intramuscular 
doses  the  desired  result  was  obtained  in  about 
half  an  hour.  The  effect  of  each  dose  lasted 
about  six  or  seven  hours. 

The  paranoid  schizophrenic  patient  who  had 
been  subjected  to  topectomy  at  another  hospital 
in  August,  1953,  was  admitted  on  a maintenance 
dose  of  diphenylhydantoin  and  300  mg.  chlor- 
promazine daily.  Promazine  in  doses  of  300 
mg.  per  day  was  substituted,  and  the  improve- 
ment initiated  by  chlorpromazine  was  sustained 


without  the  side-effects  of  the  chlorinated  com- 
pound. 

Since  all  the  patients  in  this  group  were  suf- 
fering from  chronic  mental  disease  of  long  stand- 
ing, the  best  that  can  be  expected  from  medica- 
tion is  greater  manageability  and  reduction  of 
nursing  difficulties.  Although  the  underlying 
mental  problems  have  not  been  altered  in  any 
of  these  cases  and  mood  swings  still  occur,  dis- 
turbed episodes  are  well  controlled  by  parenteral 
dosage  with  promazine,  and  in  quieter  periods 
the  patients  are,  in  general,  more  tractable, 
cooperative,  sleep  better,  and  take  more  interest 
in  their  surroundings  than  they  did  under  all 
types  of  treatment  previously  used.  There  has 
been  no  improvement  in  the  personal  habits  of 
the  secluded  patient  with  catatonic  schizo- 
phrenia, but  she  is  easier  to  care  for. 

Comment 

Promazine  is  superior  to  the  barbiturates, 
narcotics,  and  similar  hypnotic  substances  given 
to  psychiatric  patients  for  several  reasons. 
Whereas  the  conventional  hypnotics  quell  agi- 
tation by  depression  of  the  cerebral  cortex,  con- 
sequently producing  a stuporous  helplessness 
which  increases  nursing  problems,  promazine 
is  thought  to  exert  a narcobiotic16  action  mainly 
on  the  subcortical  areas  of  the  brain  with  little 
or  no  influence  on  the  cortical  centers.  None 
of  the  postmedication  confusion  or  excitement 
characteristic  of  barbiturate  medication,  es- 
pecially in  older  persons,  was  seen  in  this  series. 

The  disturbing  side-effects  experienced  previ- 
ously with  chlorpromazine  or  reserpine  or  both 
did  not  develop  during  promazine  medication. 
No  pain  or  local  tissue  reaction  occurred  as  a 
result  of  injection,  nor  have  gastrointestinal, 
cutaneous  or  other  disturbances  followed  oral 
medication  continued  up  to  three  months. 

Summary 

The  results  obtained  in  this  hospital  with  pro- 
mazine medication  of  25  psychiatric  patients 
suffering  from  diverse  mental  disturbances  par- 
alleled those  reported  by  others.11-16  For  con- 
trol of  excited  and  assaultive  periods  in  chronic 
cases  of  long  standing,  in  which  the  patients  had 
been  hospitalized  for  many  years,  the  compound 
was  as  effective  as  for  patients  temporarily  hos- 
pitalized for  treatment  of  acute  psychotic  epi- 
sodes or  alcoholism.  Intravenous  doses  of  50 
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or  100  mg.  subdued  violent  agitation.  The 
quieting  influence  of  the  drug  usually  became 
noticeable  in  a few  minutes.  For  disturbed 
periods  of  less  severity  the  same  dose  was  ad- 
ministered by  the  intramuscular  route  and  pro- 
duced the  desired  result  in  approximately  half 
an  hour.  The  effects  of  each  dose  were  sustained 
for  four  to  eight  hours. 

After  control  of  excitation  with  parenteral 
medication  the  patient  could  be  satisfactorily 
maintained  with  an  oral  dosage  of  100  mg.  three 
or  four  times  daily,  or  less.  Promazine  was  suc- 
cessfully substituted  for  chlorpromazine  in  exactly 
the  same  dosage. 

Even  in  the  permanently  institutionalized 
chronic  cases  there  was  a noticeable  though  grad- 
ual improvement  in  that  the  patients  became 
more  amenable  to  hospital  routine,  required  less 
seclusion  and  special  service,  and  were  able  to 
socialize  with  others  and  to  participate  in  diver- 
sional  activities  to  some  extent.  Hence  they 
were  less  of  a nursing  problem. 

After  rapid  relaxation  of  stress  under  medica- 
tion with  promazine  the  patients  became  more 


accessible,  and  psychotherapy  could  be  started 
in  suitable  cases  at  an  earlier  point  in  hospital- 
ization than  has  been  possible  heretofore  with 
other  forms  of  medication.  Thus,  standard 
psychiatric  measures  now  can  be  used  more 
effectively  to  accomplish  the  transition  from  mere 
custodial  care  to  active  treatment  leading  toward 
greater  contentment  and  more  satisfactory  ad- 
justment to  the  problems  of  living. 
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Diagnosis  and  Management  of  Pleural  Effusions 


Where  conventional  diagnostic  methods  are 
inadequate  to  identify  the  cause  of  pleural  effusion, 
Dr.  W.  Robert  Schmidt  has  found  that  pleural 
biopsy,  usually  through  a thorascope,  is  a relatively 
simple  and  accurate  method  of  establishing  the 
diagnosis. 

Accuracy  is  of  paramount  importance,  since  a 
misdiagnosis  may  prove  catastrophic.  Many  pa- 
tients with  pleural  effusion  of  the  tuberculous  type 
have  an  atypical  history  and  negative  tubercu- 


lin reaction,  and  in  such  cases  it  would  appear 
desirable  to  have  a better  diagnostic  method  aimed 
at  singling  out  the  occasional  nontuberculous 
patient,  especially  those  suffering  from  carcinoma- 
tosis or  other  malignancies  of  the  pleura.  Other 
diagnostic  problems  discussed  by  the  author  are 
pleural  effusions  occurring  secondary  to  non- 
specific pulmonary  infections  and  those  secondary 
to  small  pulmonary  infarcts. — Minnesota  Medicine, 
February,  1957 
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Convulsions  Complicating  Ataractic  Therapy , 
Their  Incidence  and  Theoretical  Implications 


LEON  D.  HANKOFF,  M.D.,  HARVEY  E.  KAYE,  M.D.,  DAVID  M.  ENGELHARDT,  M.D.,  AND  NORBERT 

FREEDMAN,  PH.D.,  BROOKLYN,  NEW  YORK 

( From  the  Psychopharmacologic  Research  Unit,  Department  of  Psychiatry,  Stale  University  of  New  York 

College  of  Medicine  at  New  York  City) 


The  complication  of  convulsions  during  treat- 
ment with  tranquilizing  drugs  has  been 
observed  clinically.  It  is  paradoxical  that  this 
phenomenon  should  occur  during  treatment  with 
drugs  noted  for  their  quieting  effect.  It  is  our 
purpose  to  consider  the  over-all  problem  of  con- 
vulsions as  a complication  of  ataractic  usage  as 
well  as  to  report  our  experiences  during  therapy 
with  one  of  the  newer  phenothiazine  derivatives, 
promazine  [10-(3-di-methylaminopropyl)  pheno- 
thiazine hydrochloride].* * 

Generally  discussions  of  the  complications  of 
ataractic  therapy  have  made  scant  or  casual 
mention  of  seizures.  There  have  been  reports, 
however,  of  an  appreciable  incidence  of  convul- 
sions, as  well  as  laboratory  studies  indicating  a 
greater  vulnerability  to  them.  Both  the  pheno- 
thiazine derivative  chlorpromazine  and  the 
Rauwolfia  derivative  reserpine  have  been  men- 
tioned in  this  connection. 

Survey  of  Clinical  Reports 

Clinical  studies  with  ataractics  report  two 
types  of  convulsive  complications:  an  increase 
in  convulsive  activity  in  patients  with  a history 
of  convulsions  and  the  initiation  of  convulsive 
activity  in  patients  with  neither  a history  of 
convulsions  nor  evidence  of  organic  brain  disease. 

Chlorpromazine: — The  clinical  observation  of 
convulsive  activity  complicating  chlorpromazine 
therapy  has  been  reported  by  several  authors. 
Schlichter  et  aid  reported  seizures  occurring  in 
11  schizophrenics  among  a group  of  21  patients 
given  intensive  chlorpromazine  therapy.  Szat- 
mari2  discussed  a series  of  122  patients  treated 
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with  chlorpromazine  in  which  three  developed 
convulsions  and  three  others  experienced  in- 
creased convulsive  activity.  All  six  patients 
had  known  brain  damage.  Fifty-two  convulsions 
in  1,227  patients  treated  with  chlorpromazine 
were  reported  by  Goldman.3  Reports  on  the 
use  of  chlorpromazine  in  epileptics  suggest  an 
increase  in  convulsive  activity.  Bonafede4  de- 
scribed a series  of  78  disturbed  epileptics  treated 
with  chlorpromazine  while  continuing  to  receive 
barbiturates  and  other  anticonvulsants.  More 
than  50  per  cent  of  these  patients  experienced 
increased  seizure  frequency.  However,  these 
patients  were  largely  confined  to  a group  in  which 
the  routine  barbiturate  dosage  had  been  reduced 
one-third  to  one-half.  One  patient  died  as  a 
result  of  status  epilepticus.  The  question  of 
barbiturate  and  ataractic  interaction  obviously 
presents  itself.  These  data  suggest  that  chlor- 
promazine exerts  a dual  effect:  (1)  the  sedative 
potentiation  effect,  and  (2)  the  epileptogenic 
effect.  The  potentiation  of  the  sedative  effect 
of  barbiturates  by  chlorpromazine  was  noted  in 
at  least  five  of  the  78  epileptics,  one  lapsing  into 
coma  for  two  days.  On  the  other  hand,  the 
anticonvulsive  effect  of  the  barbiturates  was  not 
potentiated  and  perhaps  was  antagonized. 
Merlis5  reports  that  in  2 per  cent  of  epileptic 
patients  convulsions  can  be  produced  by  the  use 
of  chlorpromazine. 

Reserpine. — Clinical  studies  with  reserpine 
have  also  alluded  to  convulsions  as  a compli- 
cation. The  infrequent  mention  of  seizures  is  in 
contrast  to  their  incidence  when  reported.  Barsa 
and  Kline6  noted  the  initiation  or  increase  of 
convulsions  in  eight  of  150  patients  treated  with 
large  doses  of  reserpine.  Brain  damage  and/or 
electroencephalogram  abnormality  were  found  in 
all  patients  where  studies  were  available.  Gold- 
man3 reported  nine  convulsions  in  447  patients 
treated  with  reserpine.  All  nine  patients  had  a 
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previous  history  of  convulsions.  Kinross- 
Wright7  reported  two  convulsions  in  37  patients 
treated  with  reserpine.  Zimmerman  and  Burge- 
meister8  used  reserpine  in  a group  of  72  epileptic 
children  with  behavior  problems.  An  increase 
of  seizure  incidence  was  observed  in  over  one  third 
of  the  group  despite  maintenance  of  previous 
anticonvulsants  along  with  the  reserpine.  Be- 
havior improved,  but  this  finding  was  unrelated 
to  seizure  frequency. 

In  a small  group  of  petit  mal  patients  treated 
with  reserpine  alone,  65  per  cent  showed  in- 
creased frequency  of  attacks. 

In  contrast  to  the  above  observations  there  are 
numerous  reports  of  extensive  series  of  patients 
treated  with  chlorpromazine  and  reserpine  in 
which  the  complication  of  convulsive  activity  is 
not  mentioned.9-14 

Are  factors  at  work  making  for  their  greater 
frequency  in  some  studies,  or  are  convulsions 
being  ignored  as  a complication  because  of 
their  frequency  in  mental  institutions?  To  il- 
lustrate, in  one  clinical  report  the  author 
discussed  the  use  of  chlorpromazine  and  its 
complications.  He  made  no  mention  of  convul- 
sions as  a complication.  In  his  accompanying 
case  studies,  however,  there  was  mention  of  a 
postleucotomy  patient  who  developed  status 
epilepticus  necessitating  discontinuation  of  chlor- 
promazine therapy.  He  explained  the  seizures 
as  a “postleucotomy  phenomenon,”  without 
considering  the  possible  role  of  chlorpromazine. 

Promazine: — There  have  been  few  reports  of 
seizures  associated  with  the  use  of  promazine. 
Fazekas  et  al.,15  reporting  on  its  use  with  262 
alcoholics,  observed  convulsions  in  1 1 and  con- 
cluded that  the  incidence  of  “rum  fits”  was  not 
appreciably  influenced.  Rudy  et  al.16  mention 
two  seizures  occurring  in  a group  of  67  patients. 
The  maximum  dosage  of  promazine,  was  400 
mg.  per  day.  Of  the  two  patients  one  was  a 
luetic  and  the  other  a mental  defective.  Neither 
patient  had  had  previous  convulsions. 

Meprobamate. — To  add  to  the  clinical  pic- 
ture, mention  should  be  made  of  the  mephene- 
sin  derivative  meprobamate.  Perlstein17  used 
meprobamate  with  60  epileptics,  reporting  im- 
provement in  a high  percentage.  It  is  note- 
worthy that  of  the  epileptic  subgroups  the  grand 
mal  patients  derived  least  benefit.  Furthermore, 
32  per  cent  of  the  grand  mal  group  showed  an 
aggravation  of  their  illness. 


Review  of  Electroencephalographic  and 
Experimental  Findings 

A growing  body  of  laboratory  data  indicates 
that  chlorpromazine  and  reserpine  reduce  the 
convulsive  threshold  despite  their  tranquilizing 
effect.  Chlorpromazine  has  been  found  to 
accentuate  epileptic  electroencephalogram  pat- 
terns18  and  reduce  the  convulsive  threshold 
Merlis,6  using  50  mg.  of  chlorpromazine  intra- 
muscularly, found  the  epileptic  electroencephalo- 
gram pattern  accentuated  and  in  one  case  ob- 
served a seizure.  Szatmari2  elicited  anterior 
spike  foci  in  two  cases  of  temporal  lobe  epilepsy 
by  the  intravenous  injection  of  50  mg.  of  chlor- 
promazine. It  was  noted  that  chlorpromazine 
increased  the  epileptics’  sensitivity  to  hyperven- 
tilation and  decreased  the  threshold  of  activation 
with  Metrazol  by  2 mg.  per  Kg.  body  weight. 
Lehmann  and  Hanrahan19  describe  a patient  who 
developed  a series  of  generalized  convulsions  fol- 
lowing 2 cc.  of  nikethamide  given  for  collapse  due 
to  orthostatic  hypotension.  They  conclude  that 
central  nervous  system  stimulants  such  as  nik- 
ethamide and  Metrazol  are  contraindicated  when 
chlorpromazine  is  used.  Kopeloff  et  al.,20  work- 
ing with  normal  and  epileptic  monkeys,  observed 
accentuation  of  the  epileptic  electroencephalo- 
gram patterns.  Some  epileptic  monkeys  became 
more  susceptible  to  seizure  precipitation  by 
Metrazol.  Meszaros  and  O’Reilly,21  in  reviewing 
the  subject  of  chlorpromazine  and  epilepsy, 
concluded  that  while  the  drug  decreases  seizure 
threshold,  this  effect  is  counterbalanced  clinically 
by  its  potentiation  of  anticonvulsants  and  by 
lowering  the  patient’s  level  of  tension. 

Experimental  studies  with  reserpine  have 
demonstrated  its  antagonism  to  anticonvulsants. 
Chen  et  al ,22'23  studied  electrically  induced  con- 
vulsions in  mice  given  reserpine  and  anticon- 
vulsants. Variable  degrees  of  antagonism  be- 
tween reserpine  and  the  anticonvulsants  were 
observed.  They  found  that  reserpine  antago- 
nized the  anticonvulsant  action  of  both  barbitu- 
rates and  Dilantin  (as  wTell  as  other  drugs)  and 
concluded  that  reserpine’s  action  in  regard  to  con- 
vulsions was  a dual  one:  (1)  facilitating  seizure 
spread  (Dilantin  inhibits  seizure  spread)  and  (2) 
lowering  the  threshold  for  seizure  discharge 
(phenobarbital  raises  the  threshold) . The  thresh- 
old to  Metrazol  convulsions  was  also  reduced. 
The  nature  of  the  stimulus  producing  the  experi- 
mental convulsion  seems  to  be  of  some  signifi- 
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TABLE  I. — Case  Summaries 


Time  of 

Convulsion  Promazine  Dose 

— Following: * ✓ Prior  to * Total 


Duration 

Electro- 

Beginning 

Convulsion 

Treat- 

Age 

of 

encepha- 

of 

Last 

Amount 

ment 

Patient 

Diagnosis 

Sex 

(Years) 

Illness 

logram 

Treatment 

Dose 

(mg.) 

Route 

Period 

J.  s. 

Schizophrenic 

Female 

24 

3>A 

Normal 

8 days 

4 hours 

400 

Oral 

14  days 

reaction,  cata- 
tonic type.  No 
history  of  con- 
vulsions 

months 

C.  G. 

Schizophrenic  re- 

Male 

28 

1 2 years 

Normal 

32  hours 

3'A  to  4 

400 

Oral 

8 days 

action,  para- 
noid type  in  re- 
mission. No 

history  of  con- 
vulsions 

hours 

T.  H. 

Schizophrenic  re- 

Male 

21 

0 months 

Normal 

10  hours 

1 hour,  50 

400 

Oral 

10  days 

action,  para- 
noid type.  No 
history  of  con- 
vulsions 

minutes 

R.  B. 

Schizophrenic  re- 

Male 

18 

2 years 

Mild  dif- 

First: 

90  minutes 

400 

Oral 

6 days 

action,  chronic 

fuse 

21 1/2 

undifferentiated 

abnor- 

hours 

type,  mixed. 
No  history  of 

mality 

Second : 

58  minutes 

400 

Oral 

convulsions 

73 

hours 

R.  J. 

Chronic  brain 

Male 

51 

12  years 

Not  done 

20  mins. 

20  minutes 

250 

Intra- 

One  dose 

syndrome  asso-  venous 

ciated  with  al- 
cohol intoxica- 
tion with  psy- 
chotic reaction. 

No  history  of 
convulsions 


cance.  Whereas  reserpine  is  uniformly  reported 
to  make  the  experimental  animal  more  susceptible 
to  chemically  induced  seizure,  Schneider  and 
Earl24  found  the  monkey  more  resistant  to  audio- 
genic seizures,  and  ©husid  et  al ,25  found  epileptic 
monkeys  more  resistant  to  seizure  precipitation 
by  stick  prodding. 

Observations  with  Promazine f 

During  the  course  of  intensive  Promazine 
therapy  with  a group  of  56  patients  on  the  Acute 
Disturbed  Service  of  Kings  County  Hospital, 
six  convulsive  seizures  occurred.  The  seizures 
occurred  in  five  patients,  one  having  two  convul- 
sions. With  the  exception  of  one  patient,  the 
seizure  group  was  young  (average  age  twenty- 
five),  schizophrenic,  and  manifesting  no  evidence 
of  organic  illness  before  or  after  seizures  (see 
Table  I).  The  exception  was  a fifty-one-year- 
old  male  with  a chronic  brain  syndrome  and  a 
history  of  alcoholism,  who  convulsed  shortly 
after  being  given  intravenous  promazine  to 


t These  observations  were  made  during  the  course  of  a 
more  extensive  investigation  of  ataractic  drugs  which  is  yet 
to  be  reported. 


control  excitation.  There  was  no  history  of 
convulsions  in  the  entire  seizure  group. 

The  group  of  56  patients  was  selected  with  the 
following  criteria:  (1)  “functional”  mental  ill- 
ness, (2)  under  the  age  of  forty,  and  (3)  absence 
of  organic  illness.  There  were  33  females  and 
23  males,  the  average  age  being  33.6  years.  The 
five  seizure  patients  consisted  of  one  woman  and 
four  men. 

High  doses  of  promazine  were  used  from  the 
inception  of  treatment.  Thus,  the  treatment 
group  generally  received  300  to  400  mg.  orally 
three  times  daily  (900  to  1,200  mg.  per  day) 
beginning  with  the  first  day  of  therapy.  Paren- 
teral promazine  was  used  when  necessary  for  very 
agitated  or  uncooperative  patients,  both  in  in- 
travenous and  intramuscular  form.  Of  the 
seizure  group,  four  patients  received  300  to  400 
mg.  of  promazine  orally  three  times  daily  begin- 
ning with  the  first  day  of  treatment,  while  the 
fifth  received  a divided  dose  of  225_mg.  intrave- 
nously which  was  followed  by  a seizure  within 
twenty  minutes.  Of  the  four  patients  who  were 
on  oral  medication  three  convulsed  within  thirty- 
six  hours  of  the  onset  of  treatment,  while  the 
fourth  convulsed  on  her  eighth  treatment  day. 
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The  average  time  of  seizure  following  the  last 
oral  dose  was  one  hundred  and  forty-four  minutes. 
The  four  patients  on  oral  medication  were  con- 
tinued on  promazine  following  their  seizures  to 
complete  a treatment  course  of  approximately 
ten  days.  One  (R.  B.)  had  a second  convulsion 
in  forty-eight  hours  while  the  others  remained 
seizure  free. 

Although  pretreatment  electroencephalograms 
were  not  done,  postconvulsive  electroencephalo- 
grams were  taken  on  four  patients.  Three  were 
within  normal  limits,  while  the  fourth  revealed  a 
mildly  diffuse  abnormal  pattern  of  occasional 
bursts  of  high  voltage  delta  waves,  three  to  four 
per  second,  diffuse  and  symmetrical,  lasting  one- 
half  second.  This  latter  was  recorded  on  R.  B. 
after  the  first  seizure. 

The  vasomotor  response  to  promazine  in  the 
five  patients  is  unremarkable  when  compared 
with  the  response  of  the  entire  group  of  56 
patients.  In  the  seizure  group  the  average  fall  in 
blood  pressure  during  promazine  therapy  was 
17.0/5.0,  while  a change  of  17.3/6.0  was  noted  in 
the  entire  treatment  group. 

A comparable  group  of  32  patients  was  treated 
with  chlorpromazine  on  a dosage  schedule  similar 
to  that  of  the  promazine  group.  No  convulsive 
activity  was  noted  in  this  group. 

Com  merit 

The  initiation  or  increase  of  seizure  activity 
can  be  regarded  as  a complication  of  ataractic 
treatment.  In  our  series  the  convulsions  occurred 
shortly  after  the  intake  of  the  drug,  early  in 
the  course  of  treatment,  and  in  relatively  young 
patients  with  no  previous  history  of  seizures. 

The  early  occurrence  of  convulsions  in  proma- 
zine therapy  follows  the  pattern  observed  in 
seizures  associated  with  chlorpromazine21’26  and 
reserpine.6  It  has  generally  been  noted  that  with 
continued  treatment  there  was  no  recurrence  of 
convulsions.  However,  in  a number  of  cases 
where  seizures  occurred  treatment  was  imme- 
diately terminated.  Although  in  our  group  the 
treatment  period  was  brief  (approximately  ten 
days) , three  out  of  four  patients  remained  seizure 
free  on  continued  medication  after  the  initial 
early  convulsion.  It  is  possible  that  tolerance 
develops  as  treatment  is  continued.  Perhaps  the 
use  of  initial  large  doses  (300  to  400  mg.  three 
times  daily)  of  promazine  may  be  implicated  in 
the  seizures.  However,  in  our  series  of  patients 
treated  on  a similar  dosage  schedule  with  chlor- 
promazine, no  convulsions  occurred.  This  raises 


the  question  of  greater  epileptogenic  properties 
inherent  in  promazine.  Kinross- Wright, 7 treat- 
ing a large  series  of  patients  with  massive  doses 
of  chlorpromazine  (up  to  4,000  mg.  per  day), 
reported  only  one  convulsion  on  the  drug.  How- 
ever, he  initiated  therapy  with  200  to  400  mg. 
per  day  in  divided  doses  This  may  have  allowed 
his  patients  to  develop  some  tolerance  to  the  drug. 
The  development  of  tolerance  to  side-effects  of 
ataractic  medication  is  a commonly  observed 
clinical  phenomenon.  The  initial  drowsiness 
seen  with  chlorpromazine  and  reserpine  passes 
off  in  a few  days.  We  have  observed  that  when 
a patient  was  given  a series  of  promazine  injec- 
tions intravenously,  a rapid  tachyphylaxis  in 
terms  of  autonomic  and  sedative  responsiveness 
was  seen.  For  example,  on  an  initial  intravenous 
promazine  injection  the  patient  might  experience 
marked  somnolence  and  a 30-mm.  fall  in  blood 
pressure.  A subsequent  dose,  however,  might 
produce  little  somnolence  and  less  blood  pressure 
fall.  These  observations  suggest  that  the  suscep- 
tibility to  convulsions  seen  with  promazine  and 
other  ataractics  is  related  to  an  initial  reactivity 
to  the  drug  which  diminishes  with  continued 
treatment. 

We  observed  that  the  time  of  convulsion  was 
closely  related  to  drug  intake.  One  patient 
convulsed  twenty  minutes  after  the  beginning  of 
an  intravenous  injection  of  promazine.  The 
patients  convulsing  after  oral  doses  did  so  approx- 
imately two  hours  after  the  ingestion.  Schlichter 
et  al.1  reported  a similar  time  interval  for  convul- 
sions following  chlorpromazine  ingestion.  Con- 
sidering the  unknowns  of  enteric  absorption  we 
can  still  assume  that  the  convulsion  occurred  in 
relation  to  a rising  or  peak  blood  level  of  the 
drugs  involved.  Furthermore,  the  occurrence 
of  the  one  convulsion  within  twenty  minutes  of 
intravenous  administration  is  in  harmony  with 
such  studies  as  that  of  Rinaldi  and  Himwich27 
with  reserpine  and  Fabisch18  with  chlorproma- 
zine, in  which  a latent  period  of  approximately 
twenty  minutes  occurs  between  intravenous 
administration  and  electroencephalographic 
change. 

In  contrast  to  most  reports  of  patients  convuls- 
ing with  ataractics,  only  one  of  our  five  patients 
had  a history'  of  an  organic  lesion.  In  selecting 
cases  for  our  over-all  studies  we  attempted  to 
exclude  patients  with  organic  brain  illness,  our 
interest  primarily  centering  about  the  “func- 
tional” psychoses.  Other  reports  have  often 
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pointed  up  the  fact  that  the  patients  convulsing 
on  ataractics  were  largely  the  brain  dam- 
aged1'2'6'15'28'29 or  epileptic.4'5,21  The  one  “or- 
ganic” patient  might  be  considered  an  individual 
predisposed  to  convulsions  by  brain  damage, 
although  no  history  of  convulsions  was  obtained. 
The  four  schizophrenic  patients,  however,  present 
few  clues,  only  one  having  a deviant  electro- 
encephalogram. It  is  noteworthy  that  their 
average  age,  22.75  years,  is  considerably  younger 
than  that  of  the  total  treatment  group,  33.6  years. 
Is  their  age  of  any  significance?  Age  is  probably 
an  over-all  factor  in  susceptibility  to  convul- 
sions, for  example,  the  vulnerability  of  the  infant 
to  convulsions  from  fever.  When  Metrazol 
activation  of  electroencephalographic  records  is 
applied  to  a normal  population,  the  rate  of  ab- 
normal spikes  produced  (the  “false  positive”)  is 
four  times  as  frequent  under  the  age  of  thirty 
as  it  is  over  thirty.30  It  would  appear  that  at 
least  two  factors  within  the  individual  contribute 
to  convulsions  when  the  reserpine-phenothiazine 
ataractics  are  used:  (1)  the  presence  of  organic 
damage,  and  (2)  relative  youthfulness  of  the 
central  nervous  system.  Of  the  organic  contrib- 
utants,  the  more  frequently  mentioned  are 
previous  psychosurgery,  insulin  and  electroshock 
therapies,  lues,  alcoholism,  and,  of  course,  the 
presence  of  a convulsive  disorder. 

Several  theories  have  been  advanced  to  explain 
convulsive  phenomena  with  ataractics.  Cerebral 
hypoxia  associated  with  orthostatic  hypoten- 
sion,1'26 and  increased  electric  synchrony  have 
been  considered.  Hypersynchrony  has1  been 
thought  to  be  a predisposing  factor  in  the  pro- 
duction of  seizures.31  Experimental  and  clinical 
studies  with  chlorpromazine  and  reserpine  show 
increased  electroencephalographic  synchrony.2'18'20 
Another  theory  considers  a massive  reflex  sym- 
pathetic discharge.  It  has  been  postulated  that 
convulsive  activity  is  characterized  by  a massive 
sympathicotonic  reaction  preceded  by  an  increased 
parasympathicotonic  level  which  reaches  the 
maximum  at  the  moment  before  the  seizure.2 
The  phenothiazine  and  reserpine  ataractics  are 
considered  to  be  parasympathomimetic  (or  sym- 
patholytic) in  action.32  According  to  another 
theory,  reserpine  facilitates  central  nervous  sys- 
tem synaptic  activity  and  thereby  enhances  the 
spread  of  seizure  discharge.4'5  A lowered 
convulsive  threshold  is  also  considered.  The 
convulsive  threshold  to  Metrazol  is  lowered  with 
both  chlorpromazine  and  reserpine.2-20'23 


Our  data  do  not  conform  with  the  first  of  the 
above-mentioned  theories  implicating  orthostatic 
hypotension.  Indeed,  in  the  case  of  one  patient 
who  was  continually  under  observation  following 
his  intravenous  dose,  there  was  no  drop  in  blood 
pressure.  The  patient  was  in  bed  throughout  the 
procedure  and  his  blood  pressure  following  the 
dose  had  risen  to  120/80  from  an  initial  blood 
pressure  of  110/80. 

As  mentioned  before,  the  over-all  blood  pres- 
sure readings  of  the  convulsion  group  were  not 
remarkable  when  compared  with  the  entire  treat- 
ment group. 

The  anticonvulsant  and  sedative  properties  of 
pharmacologic  agents  have  all  too  frequently 
been  considered  synonymous  owing  to  their 
coincidence  in  such  familiar  drugs  as  the  barbitu- 
rates and  the  bromides.  Since  the  sedative 
action  of  the  ataractics  has  been  of  prime  interest, 
scant  attention  has  been  paid  to  their  con- 
vulsive potential.  Ataractics,  however,  are 
unique  “sedatives,”  lacking  anticonvulsant  prop- 
erties, and  producing  tranquilization  without 
marked  hypnotic  effects.  This  basic  neuro- 
physiologic distinction  between  the  familiar 
sedatives  and  the  ataractics  may  account  for  the 
difference  in  their  effect  upon  the  behavior  and 
convulsive  potential  of  the  patient.  The  two 
groups  of  drugs  may  be  distinguished  by  their 
effect  upon  the  mesodiencephalic  activating  sys- 
tem (MDAS)  as  evidenced  by  electroencephalo- 
graphic changes. 

While  barbiturates  show  electroencephalo- 
graphic evidence  of  a depressed  MDAS,  the 
ataractics  show  evidence  of  an  alerted  system27 
(with  the  exception  of  chlorpromazine  in  low 
doses).  An  activated  MDAS  may  account  for 
the  increased  convulsive  potential  of  these  pa- 
tients, since  the  centrencephalic  system,  which 
includes  the  MDAS,  has  been  implicated  in 
idiopathic  epilepsy. 

One  might  speculate  on  the  relationship  of  con- 
vulsions and  somatic  treatment  in  psychiatry. 
The  association  of  convulsions  and  psychiatric 
improvement,  as  evidenced  by  electroconvulsive 
therapy,  Metrazol  therapy,  and  the  increased 
convulsive  potential  in  insulin  coma  therapy  may 
be  extended  to  the  ataractics.  The  seizure  ac- 
tivity in  electroconvulsive  therapy,  Metrazol 
therapy,  and  insulin  coma  therapy,  as  well  as  the 
increased  convulsive  potential  with  ataractics, 
may  be  related  to  a common  physiologic  process 
leading  to  clinical  improvement. 
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Summary  and  Conclusions 

On  the  basis  of  clinical  observation  and  experi- 
mental findings,  the  initiation  or  increase  of  con- 
vulsive activity  is  seen  as  a significant  complica- 
tion of  therapy  with  the  current  ataractic  drugs. 
The  neurophysiologic  and  clinical  action  of 
ataractic  drugs  suggests  both  “sedating”  and 
“activating”  qualities.  TSTiile  clinically  these 
drugs  produce  a tranquilizing  and  an  attenuated 
hypnotic  effect,  they  lack  anticonvulsant  prop- 
erties; in  fact,  they  facilitate  or  produce  sei- 
zures. 

1.  Promazine  showed  an  appreciable  inci- 
dence of  convulsions,  suggesting  epileptogenic 
properties  inherent  in  the  drug. 

2.  Convulsions  with  ataractics  seem  to  be 
directly  related  to  the  drugs’  action  on  the  central 
nervous  system  and  not  secondary  to  ortho- 
static hypotension. 

3.  The  possibility  of  convulsions  must  be 
considered,  especially  in  patients  with  a history 
of  brain  damage  or  previous  convulsions.  It  is 
probably  advisable  to  use  small  doses  of  barbi- 
turates or  anticonvulsants  in  the  early  days  of 
treatment  with  such  patients. 

4.  The  early  days  of  treatment  are  the  danger 
period  with  chlorpromazine  and  promazine. 
Where  large  doses  are  used,  it  would  seem  advis- 
able to  build  up  the  dosage  gradually. 

5.  Reserpine,  chlorpromazine,  and  promazine 
do  not  have  primary  anticonvulsant  properties. 
When  used  with  epileptics,  the  existing  regimen 
of  anticonvulsants  should  not  be  radically 
changed.  However,  some  reduction  of  barbi- 
turates may  be  necessary  because  of  the  sedative 
potentiation  of  the  ataractics. 

6.  During  ataractic  therapy  central  nervous 
system  stimulants  are  to  be  avoided  when  treat- 
ing the  syncope  due  to  orthostatic  hypotension 
with  ataractics.  Chemical  activation  of  the 
electroencephalogram  in  the  presence  of  atarac- 
tics should  be  done  with  caution. 

7.  The  seizure  activity  observed  both  in 
ataractics  and  in  the  shock  therapies  may  be  re- 


lated to  a common  physiologic  process  leading  to 
clinical  improvement. 
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Since  1900  heart  disease  has  become  more  than 
ever  a disease  of  middle  and  old  age,  Health  Informa- 
tion Foundation  says.  Today  about  70  per  cent  of 


all  deaths  from  this  disease  take  place  at  ages 
sixty-five  and  over,  and  another  25  per  cent  between 
the  ages  forty-five  and  sixty-four. 
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Bilateral  Sliding  Hernia 


THOMAS  C.  CASE,  M.D.,  NEW  YORK  CITY 
( From  Goldwater  Memorial  Hospital  and  St.  Vincent's  Hospital) 


Sliding  hernias  of  all  inguinal  ruptures  pre- 
sent unique  problems  in  diagnosis  and  re- 
pair. They  have  the  highest  incidence  of  re- 
currence and  appear  frequently  enough  to  war- 
rant periodic  review.  Although  the  reported 
incidence  has  ranged  from  one  to  four  and  one- 
half  per  cent  of  all  patients  with  hernia,1-2  the  true 
incidence  is  difficult  to  determine,  for  the  older 
the  age  group  reviewed  the  higher  the  proportion 
of  patients  with  sliding  hernia. 

A sliding  hernia  is  usually  unilateral,  although 
a bilateral  sliding  hernia  is  occasionally  encoun- 
tered. A patient  who  presents  a sliding  hernia 
on  one  side  and  has  a second  hernia  on  the  other 
side  should  be  suspected  of  having  a second  slid- 
ing hernia. 

In  the  management  of  these  cases  a correct 
diagnosis  at  the  operating  table  is  most  impor- 
tant. A common  mistake  of  surgeons  is  to  call 
any  hernia  which  happens  to  have  a colon  within 
its  sac  a sliding  hernia.  Worse  yet  is  to  continue 
a dissection  in  a hernia  that  is  sliding  in  character 
and  not  recognized  as  such. 

Walton3  defines  a sliding  hernia  as  one  in 
which  some  portion  of  the  wall  is  formed  by  a 
viscus  which  in  its  normal  position  is  only  partly 
covered  by  peritoneum.  A point  of  confusion 
arises  when  a cecum  or  sigmoid  colon  appears 
to  form  part  of  the  sac  wall  when  in  reality  it  is 
merely  attached  to  the  wall  by  adhesions.  If 
the  bowel  can  be  completely  freed  and  returned 
to  the  abdomen  leaving  the  sac  intact,  the  hernia 
is  not  a sliding  one.  Hernias  of  bladders  can 
be  sliding  hernias,  and  at  times  they  can  be  quite 
extensive  and  difficult. 

Case  Reports 

Case  1. — R.  M.,  a sixty-nine-year-old  male,  was 
admitted  to  St.  Vincent’s  Hospital  on  October  10, 
1955,  for  an  incarcerated  right  inguinal  hernia.  The 
hernia  had  been  present  for  over  thirty  years,  and 
the  patient  had  experienced  similar  episodes  of 
incarceration  on  numerous  occasions,  all  of  which 
had  reduced  spontaneously.  At  the  time  of  admis- 
sion he  had  a mass  measuring  about  3 inches  in  diam- 


eter which  could  not  be  reduced  and  a large 
hernia  in  the  left  inguinal  canal  which  could  be  re- 
duced without  difficulty.  On  October  11,  1955,  an 
operation  for  the  right  incarcerated  hernia  was  per- 
formed under  spinal  anesthesia.  Sliding  hernias 
of  both  the  bladder  and  cecum  were  found.  The 
appendix  was  considerably  traumatized  because  of 
its  position  at  the  edge  of  the  sac,  and  it  was  com- 
pressed into  its  fixed  position  by  both  the  bladder 
and  loops  of  small  intestine  in  the  sac.  A consider- 
able portion  of  the  bladder  had  to  be  dissected  away 
and  replaced  into  its  normal  position.  The  ap- 
pendix was  removed  because  of  its  condition  and 
position,  and  then  the  cecum  was  replaced  with  little 
difficulty.  A secure  repair  was  performed  with  silk 
transplanting  the  spermatic  cord  subcutaneously. 

The  postoperative  course  was  apparently  benign, 
and  it  was  therefore  decided  to  repair  the  left  side. 
On  October  18,  1955,  one  week  after  the  first  pro- 
cedure, the  operation  was  performed  under  spinal 
anesthesia.  The  left  side  presented  a sliding  hernia 
of  the  sigmoid.  The  La  Roque4  maneuver  was  per- 
formed in  order  to  return  the  sigmoid  back  into  its 
normal  position  in  the  abdomen.  In  doing  this, 
considerable  manipulation  of  the  mesosigmoid  was 
necessary.  The  day  following  operation  the  pa- 
tient’s temperature  was  102  F.  and  his  pulse  went 
up  to  120  per  minute.  On  the  third  day  after  the 
second  procedure  he  developed  his  first  episode  of 
pulmonary  embolism.  He  did  not  show  any  signs  of 
thrombophlebitis  in  his  extremities.  In  spite  of 
adequate  medical  therapy  (anticoagulants  etc.)  the 
patient  continued  to  show  signs  of  extensive  pul- 
monary embolization.  The  diagnosis  was  confirmed 
by  chest  x-rays  and  electrocardiogram.  On  the 
eleventh  day  after  the  second  procedure  the  patient 
expired. 

Comment. — While  the  patient  appeared  to  be 
convalescing  satisfactorily  following  the  first  pro- 
cedure, he  obviously  had  been  developing  a throm- 
bophlebitis of  the  pelvic  veins.  The  extensive  dis- 
section of  the  bladder  with  the  resulting  trauma  to 
its  surrounding  plexus  of  veins  was  undoubtedly 
sufficient  cause  for  pelvic  thrombophlebitis. 
This  immediately  became  manifest  shortly  after 
his  second  procedure  which  perhaps  should  have 
been  postponed.  With  all  the  factors  in  opcra- 
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tion  for  the  precipitation  of  postoperative  phle- 
bitis and  the  surgical  trauma  superimposed  in 
the  second  procedure,  it  could  well  be  expected 
in  retrospect  that  the  same  complication  would 
arise  in  the  mesosigmoid.  Following  the  second 
procedure  the  patient  became  slightly  distended 
and  tender  in  the  left  lower  quadrant  and  de- 
veloped diarrhea.  It  was  my  impression  that 
he  had  developed  a thrombophlebitis  involving 
the  vessels  in  the  mesosigmoid.  Vena  cava 
ligation  had  been  considered  before  the  vascular 
occlusion  had  been  suspected  in  the  sigmoid  area. 

Case  2. — B.  E.,  a sixty-five-year-old  male,  was 
a custodial  patient  at  Goldwater  Memorial  Hospital. 
He  had  had  bilateral  hernias  for  about  twenty  years. 
The  left  side  was  very  large  and  was  obviously  a 
sliding  hernia.  On  June  4,  1956,  the  left  inguinal 
region  was  explored,  and  a large  sliding  hernia  of 
the  sigmoid  was  found.  A La  Roque  maneuver 
was  performed,  and  a firm  repair  was  done  with 
silk.  His  recover}'  was  uneventful.  Two  weeks 
later  the  right  side  was  explored,  and  a sliding  hernia 
of  the  cecum  was  found.  The  cecum  was  replaced 
in  the  abdomen,  and  a firm  repair  was  performed 
with  silk.  At  both  operations  the  cord  was  trans- 
planted subcutaneously,  and  general  anesthesia 
was  used.  His  recovery  was  uneventful. 

Comment. — The  dissection  in  this  case  was  con- 
siderably less  than  in  the  first  case  report,  and  the 


time  interval  was  two  weeks  between  operations. 
These  are  important  factors  to  be  considered  in 
order  to  minimize  the  possibility  of  phlebitis 
complications  in  the  aged.  Therefore,  perhaps 
the  use  of  general  instead  of  spinal  anesthesia 
should  be  recommended. 

Summary 

Two  cases  of  bilateral  sliding  inguinal  hernia 
are  presented  with  recovery  in  one  patient  and 
death  in  the  other.  The  method  of  treatment 
and  the  probable  causes  of  the  complications 
are  discussed. 

While  complications  may  be  expected  when 
doing  this  type  surgery  in  the  aged,  one  can 
possibly  help  avoid  them  by  doing  stage  proce- 
dures at  longer  intervals,  thereby  allowing  the 
body’s  physiologic  processes  a sufficient  period  of 
time  to  return  to  normal.  Also,  there  is  rarely 
a need  for  urgent  surgery  in  cases  of  sliding 
hernia  because  very  few  if  any  really  ever  become 
strangulated. 
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Aortic  Aneurysm  Simulating  Renal  Colic 


Abdominal  aneurysm  may  simulate  renal  colic, 
acute  appendicitis,  calcified  retroperitoneal  tumor, 
perinephritic  abscess,  cholelithiasis,  or  ectopic  preg- 
nancy. The  roentgenographic  examination  is  the 
most  important  adjunct  in  arriving  at  a correct 
diagnosis,  which  admittedly  is  difficult  in  some 
cases.  The  aortogram  may  not  demonstrate  the 
aneurysm  because  the  aneurysmal  sack  may  be  filled 
with  an  elastic  clot.  Abdominal  aortic  aneurysm 
is  usually  due  to  arteriosclerosis,  while  the  thoracic 


aneurysm  is  ordinarily  due  to  syphilis.  In  analyz- 
ing a series  of  18  cases,  the  author  discusses  diag- 
nosis, including  significant  x-ray  findings,  and  treat- 
ment. He  includes  three  summaries  of  cases  seen  in 
consultation,  all  of  whom  were  originally  diagnosed 
as  having  renal  colic  and  were  finally  proved  to  have 
suffered  ruptured  abdominal  aortic  aneurysm, 
terminating  fatally  in  all  cases. — David  B.  Scanlan, 
M.D.,  Journal  of  the  Medical  Society  of  New  Jersey, 
December,  1956 
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Therapeutic  Effectiveness  of  Elixophyllin  as 
Compared  with  Aminophylline  in  Severe 
Angina  Pectoris 

ALEXANDER  OSCHAROFF,  M.D.,  F.A.C.C.,  LONG  ISLAND  CITY,  NEW  YORK 


Nitroglycerin  and  amyl  nitrite  are  time- 
honored  mainstays  in  the  management  of 
angina  pectoris.  That  they  are  effective  in  re- 
lieving anginal  pain  and  temporarily  improving 
coronary  circulation  is  doubted  by  few.  In 
patients  with  relatively  few  attacks  of  pain, 
they  can  be  used  alone  satisfactorily  as  the  only 
form  of  treatment.  For  patients  with  frequent 
severe  attacks  of  pain  or  for  those  who  suffer 
distressing  side-effects  from  the  short-acting 
nitrites,  nitroglycerin  and  amyl  nitrite  have 
proved  to  be  unsatisfactory.  It  is  evident  that  a 
need  exists  for  a long-acting  preparation  capable 
of  preventing  or  reducing  the  frequency  and 
severity  of  anginal  attacks  without  disturbing 
side-effects. 

Many  drugs  have  been  introduced  for  use  as 
long-lasting  coronary  vasodilators,  but  each  has 
its  proponents  and  detractors.  Pentaerythritol 
tetranitrate  was  found  to  be  efficacious  by  Rus- 
sek  et  al.1'2  and  Winsor  et  al.3  but  was  found  to  be 
ineffective  by  Salans,  Silber,  and  Katz4  and  only 
slightly  useful  by  Rosenberg.5  Papaverine  was 
found  useful  by  Russek1  and  Elek  and  Katz,6  but 
Gray  et  al.7  and  Simon  et  al.s  could  find  no  im- 
provement detectable  by  exercise  tolerance 
tests,  decrease  in  frequency  of  attacks,  or  ability 
to  perform  routine  activity.  Friedberg9  states 
that  no  beneficial  action  in  patients  with  angina 
pectoris  has  been  demonstrated. 

The  theophylline  derivatives  have  enjoyed  a 
long  popularity  and  still  find  widespread  use  as 
long-lasting  coronary  dilators.  As  with  other 
drugs  used  in  angina  pectoris,  there  is  no  una- 
nimity of  opinion  regarding  their  effectiveness. 
Good  clinical  response  was  reported  by  Smith, 
Rathe,  and  Paul10  and  by  LeRoy,11  but  Master, 
Jaffe,  and  Dack,12  Gold,  Kwit,  and  Otto,13  and 
Evans  and  Hoyle14  could  detect  no  significant 
improvement.  Improvement  based  on  objec- 
tive measurements  was  reported  by  Bakst 
et  al.,lb  Freedberg  et  al.,16  Missal,17  Riseman  and 
Brown,18  Williams  et  al.,19  and  Levy,  Bruenn, 


and  Williams,20  but  no  appreciable  effect  was 
noted  by  Russek  et  al.1'2 

Despite  a continuing  search  for  more  effective 
long-lasting  coronary  vasodilators,  as  is  evi- 
denced above,  the  evaluation  of  such  drugs  is 
difficult  and  fraught  with  uncertainties.  Al- 
though there  is  little  doubt  as  to  the  diagnosis 
of  angina  pectoris  in  the  majority  of  cases,  there 
is  great  variability  in  the  degree  of  activity, 
emotional  vicissitudes,  and  seasonal  influences 
acting  to  produce  pain  in  any  given  patient  suf- 
fering from  angina  pectoris.  The  introduction  of 
objective  methods,  such  as  exercise  tolerance 
tests,  anoxemia  tests,  and  effects  on  electro- 
cardiograms, in  the  evaluation  of  coronary  vaso- 
dilators has  been  of  aid.  Such  methods,  how- 
ever, do  not  solve  the  problem  entirely  because 
of  the  disparity  between  subjective  symptoms 
and  the  lack  of  objective  evidence  of  disease  and 
between  objective  evidence  of  improved  coronary 
circulation  without  relief  of  pain  in  patients 
with  bona  fide  angina  pectoris. 

Silber  and  Katz21  and  other  investigators  use 
onfy  the  relief  of  pain  as  the  criterion  for  evalua- 
tion of  a given  drug  and  reject  exercise  tolerance 
tests  and  hypoxemia  tests  because  of  spontaneous 
variability  in  response  and  the  long  control  pe- 
riods needed  to  establish  cause-and-effect  rela- 
tionships. Russek  et  al.1  had  to  screen  over  3,000 
patients  with  coronary  artery  disease  in  order  to 
select  52  patients  with  fairly  constant  and  pre- 
dictable electrocardiographic  changes  in  response 
to  the  two-step  exercise  test.  Silber  and  Katz21 
also  maintain  that  there  is  insufficient  evidence 
to  show  a high  correlation  between  the  ability 
of  a drug  to  prevent  electrocardiographic  changes 
and  to  prevent  anginal  pain. 

The  importance  of  using  only  severe  cases  of 
angina  pectoris  in  the  evaluation  of  a coronary 
vasodilator  is  emphasized  by  these  authors: 
“Statistically,  it  may  be  said  of  a patient  experi- 
encing 1 .5  attacks  per  week  before  treatment  and 
only  0.6  attacks  per  week  while  under  treatment, 
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Table  I. — Results  of  Previous  Treatment  with  Long- 
Acting  Coronary  Vasodilators  in  30  Patients 


Drug 

Num- 
ber of 
Patients 

Duration  of 
Treatment 
(Weeks) 

Therapeutic 
Effectiveness 
Satis-  No 

factory  Response 

Aminophylline 

11 

8 

0 

11 

Pentaerythritol 

tetranitrate 

14 

8 

0 

14 

Papaverine 

17 

8 

0 

17 

Nitroglyn 

13 

8 

0 

13 

Pentoxylon 

12 

8 

0 

12 

Theobromine 

7 

8 

0 

7 

that  he  has  shown  an  improvement  of  ‘more  than 
50  per  cent.’  From  a realistic  standpoint,  how- 
ever, the  difference  is  not  significant,  yet  value  is 
repeatedly  attached  in  the  literature  to  drugs  on 
the  basis  of  such  meager  evidence.  On  the  other 
hand,  one  cannot  categorically  deny  the  value  of  a 
drug  in  angina  when  unequivocal  benefit  is  seen 
in  only  a small  percentage  of  cases.  Further- 
more, while  severe  angina  is  preferable  for  testing 
therapy,  it  is  conceivable  that  the  very  severity 
of  the  angina  may,  on  occasion,  lead  to  negative 
results,  whereas  in  milder  forms  a drug  may  ac- 
tually have  value.” 

With  these  thoughts  in  mind  the  present  study 
on  the  therapeutic  effectiveness  of  a new  hydro- 
alcoholic theophylline  solution  in  the  treatment 
of  angina  pectoris  was  undertaken.  It  was 
felt  that  a clinical  evaluation  based  on  a change 
in  the  incidence  and  severity  of  anginal  attacks 
and  the  change  in  nitroglycerin  requirements  in  a 
group  of  patients  with  severe  angina  pectoris 
and  a constant  high  nitroglycerin  consumption 
would  yield  valid,  significant  information. 

The  present  study  is  an  evaluation  of  Elixo- 
phyllin*  in  the  treatment  of  severe  angina  pec- 
toris. Elixophyllin  is  a 20  per  cent  hydroalco- 

*  Elixophyllin,  Sherman  Laboratories,  Detroit,  Michigan. 


holic  solution  of  theophylline.  Each  table- 
spoonful (15  ml.)  contains  80  mg.  of  free  theo- 
phylline and  the  equivalent  of  3 ml.  of  100  per 
cent  ethyl  alcohol.  The  theophylline  content  of 
1 tablespoonful  (15  ml.)  is  equivalent  to  100  mg. 
of  aminophylline. 

Selection  of  Patients 

A group  of  140  patients  with  frequent  episodes 
of  angina  pectoris  had  been  treated  previously 
with  a variety  of  long-lasting  coronary  vasodila- 
tors, i.e.,  pentaerythritol  tetranitrate,  papaver- 
ine, Nitroglyn,  aminophylline,  Pentoxylon,  and 
theobromine.  The  diagnosis  of  angina  pectoris 
was  made  on  the  basis  of  typical  clinical  symp- 
toms and  response  to  nitroglycerin.  Response 
was  judged  on  the  basis  of  reduction  in  frequency 
and  severity  of  attacks  and  decreased  need  for 
nitroglycerin.  Of  the  group  of  140  patients  ap- 
proximately one  third  had  no  or  poor  response  to 
the  drugs  used.  Thirty  of  the  patients  resistant 
to  prior  therapy  were  selected  for  the  evaluation 
of  Elixophyllin  (Table  I). 

The  group  consisted  of  20  males  with  ages 
ranging  from  thirty-eight  to  seventy-five  years 
and  ten  females  with  ages  ranging  from  forty- 
three  to  seventy-four  years.  The  severity  of  the 
angina  in  these  patients  is  attested  to  by  the 
high  weekly  requirement  for  nitroglycerin  (Ta- 
bles II  and  III). 

The  patients  were  studied  during  seven  four- 
week  periods  for  a total  of  twenty-eight  weeks. 
The  dosage  schedule  adhered  to  for  these  twenty- 
eight  weeks  is  presented  in  Table  IV. 

The  first  four-week  period  was  used  to  obtain 
baseline  data.  Each  patient  was  given  a Weekly 
Scorecard  on  which  to  report  daily  the  number  of 
attacks  of  pain,  the  severity  of  the  pain  (graded 


Table  II. — Summary  of  Results  of  11  Patients  with  Satisfactory  Response  to  Elixophyllin 


Total 

Nitro-  Therapeutic 

Total  Number  Severity  of  Attacks  glycerin  Effectiveness 


Drug  and  Dose 

Theophylline 

Equivalent 

of  Attacks 
per  Week* 

Less 

Pain 

Same 

Pain 

More 

Pain 

Tablets  per 
Week 

No  Re- 
sponse 

Satis- 

factory 

Nitroglycerin  >/i»  grain  as  re- 

quired 

17.7 

2.1 

12.6 

3.0 

16.3 

Elixophyllin  15  cc. 

(1  tablespoon)! 

80  mg.t 

18.0 

3.4 

11.2 

3.4 

17.0 

a 

0 

Aminophylline  100  mg.t 
Elixophyllin  30  cc. 

80  mg.t 

19.5 

2.3 

12.3 

4.9 

18.3 

ii 

0 

(2  tablespoons)! 

160  mg.t 

12.2 

4.2 

6.5 

1.5 

11.3 

0 

11 

Aminophylline  200  mg.t 

160  mg.t 

18.6 

2.7 

10.7 

5.2 

17.9 

11 

0 

Elixophyllin  45  cc. 

(3  tablespoons)! 

240  mg.t 

12.0 

3.6 

6.8 

1.6 

10.8 

0 

11 

Aminophylline  300  mg.t 

240  mg.t 

18.4 

2.4 

9.0 

7.0 

17.5 

11 

0 

* Calculated  weekly  mean  scores  on  an  individual  basis, 
t Three  times  a day. 
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TABLE  III. — Summary  of  Results  of  12  Patients  with  No  Response  to  Elixophyllin 


Total 

Nitro-  Therapeutic 

Total  Number  Severity  of  Attacks  glycerin  Effectiveness 


Drug  and  Dose 

Theophylline 

Equivalent 

of  Attacks 
per  Week* 

Less 

Pain 

Same 

Pain 

More 

Pain 

Tablets  per 
Week* 

No  Re- 
sponse 

Satis- 

factory 

Nitroglycerin  ‘/iso  grain  as  re- 

quired 

17.8 

1.2 

13.9 

2.7 

17.2 

Elixophyllin  15  cc. 

(1  tablespoon)! 

80  mg.! 

18.2 

1.7 

11.8 

4.7 

17.3 

12 

0 

Aminophylline  100  mg.t 

80  mg.t 

17.8 

1.8 

12.3 

3.7 

17.2 

12 

0 

Elixophyllin  30  cc. 

(2  tablespoons)  t 

160  mg.t 

18.6 

2.3 

10.8 

5.5 

18.  1 

12 

0 

Aminophylline  200  mg.t 

160  mg.! 

17.7 

2.8 

11.2 

3.7 

16.7 

12 

0 

Elixophyllin  45  cc. 

(3  tablespoons)! 

240  mg.t 

. . ** 

** 

. . ** 

** 

. . ** 

12 

0 

Aminophylline  200  mg.! 

240  mg.! 

. ** 

. ** 

. ** 

** 

. ** 

12 

0 

* Calculated  weekly  mean  scores  on  an  individual  basis, 
t Three  times  a day. 

**  Scores  not  calculated  because  of  incomplete  data  on  6 patients  at  these  dosage  levels. 


TABLE  IV. — Dosage  Schedule 


Duration  of 
Treatment 
(Weeks) 

Group  A 

Group  B 

1 to  4 

Nitroglycerin 

Vl60 

Nitroglycerin 

Vl50 

grain 

grain 

5 to  8 

Elixophyllin  1 

table- 

Aminophylline 

100 

spoon* 

mg.* 

9 to  12 

Aminophylline 

100 

Elixophyllin  1 

table- 

mg.* 

spoon* 

13  to  16 

Elixophyllin  2 

table- 

Aminophylline 

200 

spoons* 

mg.* 

17  to  20 

Aminophylline 

200 

Elixophyllin  2 

table- 

mg.* 

spoons* 

21  to  24 

Elixophyllin  3 

table- 

Aminophylline 

300 

spoons* 

mg.* 

25  to  28 

Aminophylline 

300 

Elixophyllin  3 

table- 

mg.* 

spoons* 

* Three  times  a day. 


as  more  pain  than  usual,  less  pain  than  usual, 
the  same  pain  as  usual),  and  daily  requirements 
for  nitroglycerin  O/iso  grain).  Patients  were 
seen  at  biweekly  intervals  to  discuss  the  results 
with  the  author.  At  the  end  of  the  four-week 
baseline  period  the  30  patients  were  matched  on 
the  basis  of  frequency  and  severity  of  pain,  nitro- 
glycerin need,  duration  of  disease,  age,  and  sex 
and  divided  as  evenly  as  possible  into  two  groups 
of  15  patients  each  (Groups  A and  B). 

Treatment  was  instituted  in  Group  A with 
Elixophyllin  1 tablespoon  three  times  a day, 
and  in  Group  B with  the  theophylline  equivalent 
dose  of  aminophylline*  100  mg.  three  times  a day. 
This  dosage  schedule  was  followed  for  four  weeks, 
at  the  end  of  which  time  the  medications  were 
reversed  in  each  group  and  continued  for  an  ad- 
ditional four-week  period. 

At  the  beginning  of  the  ninth  week  the  Elixo- 
phyllin dosage  was  increased  to  2 tablespoons 

* Uncoated  aminophylline  tablets  were  used  throughout. 


three  times  daily,  and  administered  to  Group  A; 
the  aminophylline  dosage  was  increased  to  200 
mg.  three  times  a day  and  given  to  Group  B. 
This  dosage  schedule  was  maintained  for  a four- 
week  period,  and  then  medications  were  reversed 
in  the  two  groups  for  an  additional  four  weeks. 

During  the  last  two  four-week  periods  the  same 
procedure  was  followed,  employing  Elixophyllin 
3 tablespoons  three  times  daily  and  aminophyl- 
line 300  mg.  three  times  a day.  Throughout  the 
entire  study  period  the  patients  kept  daily  records 
as  described  above.  The  patients  were  seen  at 
biweekly  intervals,  during  which  time  the  daily 
data  were  summarized  on  a weekly  basis  and 
transferred  to  the  Physician’s  Examination  Card. 

Results 

Of  the  original  group  of  30  patients  seven  were 
eliminated  early  in  the  study  because  of  inability 
to  keep  accurate  scorecards  or  were  lost  to  follow- 
up. The  results  in  the  remaining  23  patients 
are  summarized  in  Tables  II  and  III.  Table  II 
gives  the  results  in  11  of  the  23  patients  who 
showed  a satisfactory  response  to  Elixophyllin. 
Also  included  in  the  table  are  the  pertinent  data 
on  the  same  1 1 patients  when  maintained  on  ni- 
troglycerin alone  and  on  aminophylline.  Table 
III  gives  the  results  of  the  remaining  12  patients 
who  responded  neither  to  Elixophyllin  nor  to 
aminophylline.  The  baseline  data  are  also  in- 
cluded. 

From  inspection  of  the  data  in  Tables  II  and 
III  it  can  be  seen  that  of  the  23  patients  none 
showed  significant  improvement  with  100,  200, 
or  300  mg.  of  aminophylline  or  with  1 tablespoon 
of  Elixophyllin.  However,  at  the  2 to  3 table- 
spoons dosage  level  of  Elixophyllin,  significant 
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improvement  was  noted  in  48  per  cent  of  cases. 
Improvement  was  judged  on  the  basis  of  an  av- 
erage over-all  decrease  of  about  50  per  cent  in  the 
incidence  and  severity  of  pain  and  by  a one-third 
decrease  in  the  nitroglycerin  need. 

No  side-effects  were  noted  with  dosage  levels 
of  1 to  2 tablespoons  three  times  daily  of  Elixo- 
phyllin  or  100  mg.  three  times  a day  of  amino- 
phylline.  At  a dosage  level  of  3 tablespoons  of 
Elixophyllin  and  of  200  mg.  of  aminophylline, 
slight  to  moderate  nausea  was  experienced  by 
some  patients  on  a few  occasions.  When  ami- 
nophylline was  administered  in  a dose  of  300  mg. 
three  times  a day,  moderate  to  severe  nausea  was 
encountered  in  56  per  cent  of  the  patients.  In 
addition,  22  per  cent  of  the  patients  complained 
of  epigastric  pain  and  vomiting  and  26  per  cent 
of  diarrhea.  It  should  be  noted  that  all  medica- 
tions were  administered  before  meals,  and  this 
probably  accounts  in  some  measure  for  the  in- 
ordinately high  incidence  of  side-effects  following 
the  administration  of  300  mg.  of  aminophylline 
three  times  daily. 

The  improvement  noted  at  a dosage  level  of  3 
tablespoons  of  Elixophyllin  three  times  a day  was 
essentially  the  same  as  that  obtained  with  2 
tablespoons  (Table  II).  This  suggests  that  the 
occurrence  of  occasional  nausea  can  be  avoided 
without  losing  any  of  the  therapeutic  effective- 
ness of  Elixophyllin  by  employing  the  lower 
dosage  schedule. 

Blood  Theophylline  Studies 

In  an  attempt  to  explain  the  difference  in 
therapeutic  effectiveness  between  theophylline 
equivalent  doses  of  Elixophyllin  and  aminophyl- 
line, blood  theophylline  levels  were  determined  on 
three  patients  who  showed  a satisfactory  response 
to  Elixophyllin.  The  method  used  for  deter- 
mining the  blood  theophylline  levels  was  that  of 
Schack  and  Waxier.22 

Two  of  the  three  subjects  were  given  2 table- 
spoons three  times  a day  of  Elixophyllin  and  the 
remaining  patient  200  mg.  three  times  a day 
aminophylline  for  seven  days.  At  the  beginning 
of  the  second  week  the  dose  of  Elixophyllin  was 
increased  to  3 tablespoons  and  that  of  amino- 
phylline to  300  mg.  During  the  third  week  of 
the  study  the  medications  were  reversed  in  the 
three  subjects,  starting  at  the  lower  dosage  level 
and  increasing  the  dosage,  as  above,  during  the 
fourth  week. 

In  this  manner  each  subject  received  each 


TABLE  V. — Mean  Blood  Theophylline  Levels  Follow- 
ing Administration  of  Elixophyllin  and  Aminophylline 


Theo-  Micrograms  of  Theophyl- 
phylline  line  per  Ml.  of  Blood 


Drug  and  doses 

Equiva- 

lent 

(Mg.) 

1st 

Speci- 

men 

2nd 

Speci- 

men 

3rd 

Speci- 

men 

Elixophyllin  2 table- 

spoons* 

160 

3.3 

7.4 

4.9 

Aminophylline  200  mg.* 

160 

2.4 

4.3 

4.2 

Elixophyllin  3 table- 

spoons* 

240 

5.7 

6.1 

9.6 

Aminophylline  300  mg.* 

240 

3.7 

4.4 

5.8 

* Three  times  a day. 


medication  at  both  dosage  levels.  Bloods  for 
analysis  were  drawn  on  the  seventh  day  of  medi- 
cation at  a particular  dosage  level.  The  first 
sample  was  taken  in  the  morning,  fourteen  hours 
after  the  last  dose  had  been  administered  the 
previous  evening.  The  second  specimen  was 
taken  one-half  hour  after  the  first  dose  adminis- 
tered that  morning.  The  third  sample  was 
taken  two  and  one-half  hours  after  the  second 
dose  for  the  day  had  been  administered. 

The  results  of  the  study  are  given  in  Table  V. 

Comment 

On  the  basis  of  a study  of  23  patients  with 
severe  angina  pectoris,  as  judged  by  the  lack  of 
response  to  commonly  used  coronary  vasodilators 
and  by  the  high  requirements  for  nitroglycerin,  a 
theophylline-alcohol  preparation,  Elixophyllin, 
in  a dosage  of  2 tablespoons  (30  ml.)  three  times 
daily  was  found  to  reduce  effectively  the  frequency 
and  severity  of  symptoms  and  to  decrease  the 
need  for  nitroglycerin  in  approximately  50 
per  cent  of  patients.  At  this  dosage  level  of 
Elixophyllin  no  side-effects  were  noted. 

The  results  obtained  are  believed  to  be  sig- 
nificant for  several  reasons.  The  patients  selected 
were  considered  refractory  to  the  conventional 
drug  therapy  used  in  the  treatment  of  angina 
pectoris  and,  therefore,  presented  a highly  select 
group  suitable  for  the  evaluation  of  a coronary 
vasodilator.  Since  each  patient  was  given  each 
medication  in  varying  dosages,  in  effect  he  served 
as  his  own  control.  A high  correlation  is  noted 
between  the  clinical  improvement  and  the  im- 
provement in  the  weekly  mean  scores  as  opposed 
to  a lack  of  clinical  response  in  cases  whose 
weekly  mean  scores  reflect  no  essential  change 
from  the  baseline  data. 

The  superior  clinical  results  obtained  with 
Elixophyllin  as  compared  with  aminophylline 
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are  supported  by  the  blood  level  studies.  These 
showed  high  mean  blood  theophylline  levels  ob- 
tained after  the  administration  of  theophylline 
equivalent  doses  of  aminophylline  (Table  V). 
Schluger,  McGinn,  and  Hennessy23  employing  a 
single  dose  of  5 tablespoons  (75  ml.)  of  Elixo- 
phyllin  in  15  subjects,  found  mean  blood  theo- 
phylline levels  of  8.0,  10.3,  and  11.1  micrograms 
per  ml.  of  blood  at  fifteen,  thirty,  and  sixty 
minutes,  respectively.  When  the  same  15 
patients  were  given  500  mg.  of  aminophylline 
(uncoated  tablets)  in  a single  dose,  the  theo- 
phylline blood  levels  attained  at  fifteen,  thirty, 
and  sixty  minutes  were  only  1.1,  3.8,  and  7.4 
micrograms  per  ml.  of  blood,  respectively. 

It  is  believed  that  the  alcohol  in  Elixophyllin 
is  responsible  for  the  more  rapid  absorption  of 
the  theophylline  and  the  higher  blood  theophyl- 
line levels  obtained.  Although  the  alcohol  con- 
tent of  Elixophyllin  is  low,  it  is  possible  that  there 
may  be  a tranquilizing  effect  providing  an  addi- 
tional ameliorating  factor  in  patients  with 
angina  pectoris. 

It  should  be  remembered  that  despite  the  fact 
that  the  patients  in  this  study  all  had  what  might 
be  considered  intractable  angina,  48  per  cent  had 
a satisfactory  response  to  Elixophyllin.  It  is 
to  be  expected,  therefore,  that  there  would  be  a 
much  higher  response  rate  in  patients  with  less 
severe  degrees  of  angina  pectoris. 

Summary 

1.  Elixophyllin  was  effective  in  significantly 
reducing  the  frequency  and  severity  of  anginal 
attacks  and  decreasing  the  need  for  nitroglycerin 
in  approximately  50  per  cent  of  patients  with 
severe  angina  pectoris. 

2.  Beneficial  effect  was  obtained  with  the  use 
of  Elixophyllin  at  a dosage  level  of  2 tablespoons 
three  times  daily.  No  side-effects  were  seen 
with  this  dose. 

3.  Aminophylline  in  equivalent  or  higher 


doses  was  ineffective  in  the  treatment  of  severe 
angina. 

4.  The  incidence  of  gastrointestinal  side- 
effects  was  high  following  the  use  of  300  mg.  of 
aminophylline  three  times  daily.  With  the  use 
of  200  mg.,  side-effects  were  minimal  and  equal 
to  those  seen  with  the  highest  dose  of  Elixophyllin 
(3  tablespoons  three  times  a day). 

41-05  31st  Avenue 


The  author  wishes  to  thank  Dr.  Frank  P.  Panzarella  for  his 
help  in  the  planning  and  course  of  this  study. 
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Heart  disease  is  apparently  more  prevalent  among 
women  than  men,  Health  Information  Foundation 
points  out — but  it  causes  75  per  cent  more  deaths 
among  the  males  in  this  country. 


One  possible  explanation  of  the  excess  male  mor- 
tality: Men  are  thought  to  be  particularly  subject 
and  vulnerable  to  the  strains  and  pressures  of 
modern  life. 
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K.  ELIZABETH  PIERCE  OLMSTED,  M.D.,  F.A.C.S.,  BUFFALO,  NEW  YORK 


In  man  the  tissue  differentiation  of  the  eye  is 
essentially  completed  at  birth.  Postnatal 
maturation  consequently  occurs  earlier  than  the 
rest  of  the  body.  There  is  a somewhat  stationary 
period  between  adolescence  and  middle  age, 
and  then  the  growth  changes  merge  so  gradually 
into  the  aging  processes  that  no  demarcation 
can  be  made,  although  the  presence  of  local  or 
systemic  disease  may  hasten  the  degeneration. 

In  the  aged  the  eye  may  be  sunken  or  en- 
ophthaknic  on  external  examination  with  partial 
ptosis  of  the  lids  and  wrinkling  and  pouching  of 
the  skin.  The  lid  margins  often  relax  to  pro- 
duce an  ectropion  or  become  spastic  to  cause  an 
entropion.  In  the  conjunctiva  near  the  limbus 
there  are  small  hyaline  masses,  called  pen- 
queculae,  which  are  due  to  degeneration  of  the 
collagenous  fibers  and  atrophy  of  the  epithelium. 

To  understand  the  changes  possible  in  the 
cornea,  let  us  briefly  describe  its  anatomy.  The 
cornea  is  the  transparent  structure  through  which 
light  rays  enter  the  eye.  It  is  composed  of  five 
layers:  the  epithelium,  an  anterior  membrane  of 
Bowman,  a fibrous  stromal  layer,  a posterior 
membrane  of  Descemet,  and  the  endothelium. 

The  most  frequent  change  is  the  arcus  seniles, 
the  ring  opacity  located  in  the  periphery  just  in- 
side the  limbus,  due  to  the  deposition  of  lipoids 
in  the  middle  layers  of  the  structure.  It  has  no 
detrimental  effect  on  the  visual  function  of  the 


eve. 


A less  frequent  but  more  serious  disorder  is 
the  endothelial  dystrophy  of  Fuchs.  This  re- 
sults from  the  deposition  of  lipoid  in  the  deeper 
layers  of  the  cornea,  causing  diffuse  thickening 
of  Descemet’s  membrane  and  degeneration  of 
the  endothelium.  The  process  originates  in  the 
periphery  and  progresses  slowly  to  involve  the 
central  zone.  This  disturbance  causes  an  in- 
creased permeability  of  the  endothelium,  which 
then  allows  absorption  of  aqueous.  Edema  of 
the  cornea  ensues  with  subsequent  destruction  of 
the  epithelium  from  scarring  and  vascularization. 
Both  the  endothelial  and  epithelial  dystrophy 
can  be  seen  on  biomicroscopic  examination. 


Presented  at  the  annual  meeting  of  the  New  York  State 
Women’s  Medical  Society,  Buffalo,  October  21,  1956. 


The  visual  loss  is  proportional  to  the  corneal 
involvement,  but  any  amount  of  central  corneal 
disease  will  reduce  the  acuity  to  20/50,  20/70, 
or  20/200.  The  secondary  epithelial  occurrence 
is  rare  but  could  easily  reduce  acuity  to  finger 
counting. 

The  cornea  may  also  become  diseased  as  a 
result  of  irregular  growth  of  the  lid  lashes  so 
that  they  denude  the  corneal  epithelium  through 
contact  and  cause  scarring  and  vascularization. 
Trichiosis  may  reduce  the  acuity  to  20/200,  a 
most  regrettable  situation.  Electrolysis  of  the 
lashes  or  repair  of  the  entropion  can  avoid  this 
disaster. 

In  the  normal  eye  aqueous  humor  is  secreted 
by  the  ciliary  body  into  the  posterior  chamber, 
the  area  between  the  lens  and  iris.  It  then  cir- 
culates through  the  pupil  into  the  anterior  cham- 
ber, which  is  the  space  between  the  iris  and  cor- 
nea. From  here  it  is  filtered  back  into  the 
bloodstream  through  the  meshwork  at  the  angle 
behind  the  limbus  at  the  junction  of  the  iris  and 
cornea.  A stable,  healthful  pressure  between 
10  and  20  mm.  Hg  is  maintained  by  means  of 
proper  flow  of  the  aqueous.  If  the  circulation 
path  is  slowed  or  blocked  in  any  way,  an  increase 
of  intraocular  pressure  builds  up,  resulting  in 
the  abnormal  state  of  glaucoma. 

An  acute  situation  arises  if  the  circulation  is 
blocked  at  the  pupillary  passage,  building  up 
pressure  behind  the  iris  and  bulging  it  forward 
to  block  the  anterior  chamber  angle  secondarily. 
An  acute  glaucomatous  attack  results,  producing 
the  clinical  picture  of  a patient  with  severe  pros- 
tration, nausea,  and  vomiting,  lying  curled  up 
and  holding  his  eye  because  of  the  excruciating 
pain.  The  eye  is  congested,  the  cornea  is  hazy, 
the  pupil  is  dilated,  and  the  eyeball  is  stony  hard. 
The  tension  may  measure  90  mm.  Hg  or  more. 
This  is  a surgical  emergency.  If  an  opening  is 
made  into  the  iris  (iridotomy)  to  re-establish  the 
circulation  between  the  posterior  and  anterior 
chambers  before  extensive  adhesions  develop, 
the  condition  can  be  alleviated.  If  proper  treat- 
ment is  delayed,  the  acute  phase  passes  into  a 
chronic  state  and  must  be  handled  accordingly. 

A chronic  condition  arises  when  the  trabeculae 
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of  the  drainage  channels  become  hyalinized  and 
sclerosis  of  the  drainage  vessels  decrease  the 
facility  of  outflow  of  aqueous,  causing  slow  ele- 
vation of  intraocular  tension  characteristic  of 
simple  glaucoma.  Here  the  clinical  picture  with 
its  remarkable  absence  of  symptoms  is  the  an- 
tithesis of  the  acute  case.  One  can  sometimes 
obtain  a history  of  discomfort  in  the  eyes  during 
reading,  excessive  tearing,  periodic  blurring  of 
vision,  or  pain  in  the  eyes  during  the  night. 
The  visual  acuity  remains  good  until  total  blind- 
ness takes  over.  The  eyes  usually  appear  normal 
unless  there  is  a marked  elevation  of  pressure,  then 
a faint  circumcorneal  injection  may  be  present. 
Tonometric  readings  may  reach  25,35,  or  40  mm. 
Hg,  but  it  may  be  necessary  to  institute  provoc- 
ative tests  to  establish  the  diagnosis.  Treat- 
ment consists  of  increasing  the  outflow  of  aqueous 
by  the  continued  use  of  medication  or,  if  this 
fails,  by  surgical  intervention.  The  preserva- 
tion of  vision  depends  on  early  diagnosis  and 
continuity  of  care.  This  disease  is  the  greatest 
cause  of  blindness  in  the  United  States  today, 
and  statistics  show  that  2 per  cent  of  people  over 
forty  years  of  age  have  undiagnosed  glaucoma. 

The  most  common  senile  changes  in  the  eye  are 
found  in  the  crystalline  lens.  The  lens  is  a trans- 
parent, ovoid  structure  suspended  by  a zonule 
which  separates  the  aqueous  chamber  and  the 
vitreous  chamber.  Its  function  is  to  focus  the 
rays  of  light  entering  through  the  cornea  onto  the 
retina.  A change  of  focus  is  obtained  by  altering 
the  tension  on  the  zonule  which  allows  the  lens 
to  expand  for  accommodation  to  near  objects  and 
to  flatten  for  distance  focus.  Sclerosis  of  the 
lens  fibers  reduces  this  flexibility,  and  a gradual 
loss  of  accommodation,  presbyopia,  results. 
This  becomes  noticeable  in  the  middle  forties 
and  necessitates  the  use  of  reading  glasses  or 
bifocals.  As  further  sclerosis  occurs,  the  lens 
becomes  less  transparent,  causing  a change  in 
the  refraction  to  the  myopic  side  and  accounts 
for  the  celebrated  “second  sight”  of  old  age. 

The  lens  structure  is  unique  in  that  the  growth 
of  new  fibers  occurs  from  the  epithelial  layer  at 
the  outer  circumference  of  its  body,  displacing 
all  former  fibers  inwardly.  This  results  in  a 
central  core  of  old  fibers,  the  nucleus,  surrounded 
by  a soft  colorless  layer  of  lens  substance  called 
the  cortex,  all  confined  within  the  lens  capsule. 
With  advancing  age  sclerosis  of  the  nucleus  is  a 
normal  manifestation.  However,  if  the  nucleus 
becomes  so  dense  as  to  obstruct  useful  vision,  the 


condition  is  classified  as  a nuclear  cataract. 
Degeneration  may  also  occur  in  the  cortex  where 
liquefaction  of  the  cortical  fibers  causes  opaque 
areas  and  subsequent  cortical  cataract.  Of  the 
two  types  of  senile  cataract  the  cortical  is  the 
more  rapidly  progressive,  sometimes  reducing 
vision  below  20/200  within  two  years,  while  the 
nuclear  type  may  advance  slowly  over  a fifteen- 
year  period.  Of  course  both  processes  may  be 
evolving  simultaneously.  There  is  no  medical 
therapy  for  these  conditions  other  than  the  main- 
tenance of  good  general  physical  health.  The 
treatment  is  the  operative  extraction  of  the  lens 
at  the  proper  time.  This  may  be  done  by  the 
extraction  of  the  lens  within  its  capsule,  the  in- 
tracapsular  method,  or  the  excision  of  the  ante- 
rior capsule  and  the  expression  of  the  lens  sub- 
stance, the  extracapsular  technic.  A secondary 
cataract  can  develop  only  after  an  extracapsular 
extraction  when  remaining  lens  material  may 
proliferate  into  an  opaque  membrane.  There 
are  definite  indications  for  each  approach. 

Of  considerable  importance  are  lesions  of  the 
retina  and  choroid  as  a cause  of  senile  visual  loss. 
The  choroid  is  a dense  vascular  layer  bounded 
externally  by  the  firm  sclera  and  internally  by 
Bruch’s  membrane,  to  which  the  retina  is  inti- 
mately attached.  The  retina  is  composed  of  the 
visual  neurons  and  their  supporting  neuroglia 
structure.  The  outer  nuclear  layer  receives  its 
blood  supply  from  the  choroid,  while  the  inner 
layers  are  supplied  from  the  central  retinal  artery. 

A disturbance  in  lipid  metabolism  may  sub- 
ject the  ophthalmic  artery  to  atherosclerosis 
along  with  the  other  arteries  of  the  body.  Ath- 
eromatous plaques  are  laid  down  in  the  walls  of 
the  artery  and  its  arteriolar  branches  which 
grow  to  occlude  the  lumen  or  which  ulcerate  to 
cause  thrombosis.  Fibrosis  in  the  involved 
areas  of  the  vascular  wall  may  be  observed 
ophthalmoscopically  as  an  irregular  white  sheath 
surrounding  the  blood  column.  Similar  masses 
may  also  form  in  the  walls  of  the  retinal  veins  to 
block  their  lumen.  The  damage  sustained  by 
the  retina  results  from  the  arterial  or  venous  oc- 
clusions. In  arterial  occlusion  ischemia  causes 
disintegration  of  the  adjacent  retina.  In  venous 
occlusion  hemorrhage  and  edema  are  followed  by 
necrosis,  cystic  degeneration,  and  neovasculariza- 
tion. 

In  the  arterial  system  the  most  serious  oc- 
clusion occurs  in  the  central  artery.  The  view 
of  the  fundus  shows  the  arteries  contracted  to 
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threads,  while  the  veins  appear  thin  and  dark. 
The  retina  becomes  pale  with  a cherry-red  macula. 
There  is  sudden  loss  of  vision  which  is  usually 
permanent,  although  some  vision  may  be  re- 
covered if  the  obstruction  is  of  short  duration. 
Obliteration  of  a branch  arteriole  causes  a lo- 
calized area  of  edema  at  the  terminal  portion  of  a 
sclerotic  patch  in  the  vessel.  Visual  haze  oc- 
curs at  the  onset  which  persists  as  a scotoma. 

Obstruction  in  the  venous  circulation  is 
equally  dramatic.  Following  occlusion  of  the 
central  vein  the  veins  in  the  fundus  become  en- 
gorged and  dilated — winding,  tortuous  paths  in 
the  damaged  retina.  The  entire  retina  is  filled 
with  brushstroke-appearing  hemorrhages  which 
destroy  all  detail.  The  clinical  result  is  a pro- 
gressive loss  of  vision  with  eventual  blindness. 
Secondary  hemorrhagic  glaucoma  occurs  in  about 
20  per  cent  of  cases,  necessitating  the  removal  of 
the  eye.  Branch  thromboses  produce  a sector 
involvement  with  less  drastic  results. 

The  aging  process  in  the  retina  is  evidenced  by 
the  gradual  atrophy  of  the  neuronal  elements  as- 
sociated with  an  increase  of  the  glial  tissue,  re- 
sulting in  the  formation  of  cystlike  spaces. 
This  cystic  degeneration  usually  occurs  in  the 
periphery  of  the  retina  where  rupture  of  the  dis- 
integrated areas  establishes  holes  or  tears  in  the 
retina  which  lead  to  retinal  detachment.  Oc- 
casionally these  pathologic  changes  occur  in  the 
macula,  and  a cystoid  degeneration  develops 
which  impairs  visual  acuity.  Complete  loss  of 
central  vision  may  result  if  the  process  pro- 
gresses to  destroy  the  fovea  and  produce  a ma- 
cular hole. 

Sometimes  Bruch’s  membrane  becomes  in- 
volved in  the  deposition  of  hyaline  material 
which  forms  colloid  bodies  under  the  retina, 
subsequent  colloid  degeneration  of  the  retina 
results.  The  neurons  are  not  primarily  involved 
so  that  visual  impairment  is  not  severe,  although 
the  ophthalmoscopic  picture  looks  frightening. 
The  fundus  is  studded  with  discrete,  yellowish- 
white  nodules  which  appear  to  fill  the  entire 
retina.  These  often  are  more  numerous  in  the 
macular  area,  coalescing  to  obscure  all  normal 
features. 

There  are  two  distinct  forms  of  central  senile 
chorioretinal  degeneration.  The  more  common 


form  originates  in  the  choroid  as  a result  of 
atherosclerosis  and  obliteration  of  the  blood 
vessels,  hyaline  deposition,  and  pigmentary  dis- 
turbances. Subsequent  to  the  choroidal  break- 
down there  is  a reduction  of  nourishment  of  the 
retina,  causing  disintegration  and  atrophy  of  the 
macular  region.  This  condition  is  always  bi- 
lateral, although  it  may  be  more  advanced  in  one 
eye  than  the  other.  There  is  progressive  loss  of 
vision  associated  with  a disturbing  fragmentation 
of  detail,  especially  noticeable  in  reading.  Pa- 
tients complain  of  being  able  to  see  something  at 
one  moment  and  not  the  next  and  of  seeing  better 
on  one  day  than  another.  Ultimately  all  central 
vision  may  be  lost.  The  fundus  changes  range 
from  slight  pigmentation  of  the  macula  to  com- 
plete retinal  atrophy,  revealing  the  network  of 
sclerosed  choroidal  vessels.  The  visual  loss 
cannot  be  readily  estimated  from  the  ophthal- 
moscopic findings  since  even  minute  changes 
may  cause  disastrous  reduction  in  visual 
acuity. 

The  second  type  of  degeneration  is  caused  by  a 
hemorrhagic  or  serous  exudate  from  the  chorio- 
capillaris  extruding  through  a break  in  Bruch’s 
membrane  to  form  a massive  elevation  of  the 
retina  in  the  macular  region.  Organization  of 
the  hemorrhage  follows  with  subsequent  invasion 
of  connective  tissue  and  blood  vessels  from  the 
choroid  and  glial  proliferation  from  the  disor- 
ganized retina.  The  final  result  is  total  destruc- 
tion of  the  area  and  complete  loss  of  central 
vision.  The  visual  deterioration  is  rapid,  but 
fortunately  the  condition  is  frequently  unilateral 
so  that  the  loss  is  less  disturbing.  The  clinical 
picture  is  a large,  elevated,  dusky  red  and  white 
mass,  often  filling  the  entire  macular  area  be- 
tween the  superior  and  inferior  temporal  vessels. 

There  is  no  treatment  for  senile  macular  de- 
generation. Efforts  at  retardation  of  the  process 
consist  of  maintainance  of  good  general  health 
with  proper  nourishment  and  physical  care. 
Assurance  may  be  given  to  the  patient  that  only 
the  central  acuity  is  involved  so  that  although 
there  will  be  inability  to  read  and  do  fine  work, 
there  will  always  be  sight  enough  to  eat  and  dress 
and  to  navigate  in  familiar  quarters.  Optical 
aids  for  the  near  blind  may  be  of  some  value  at 
the  onset  of  the  more  insidious  types. 
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T x discussing  recent  advances  in  the  radiology 
A of  the  lower  esophagus  I would  like  to  review 
some  of  the  current  ideas  as  to  the  anatomy  and 
physiology  of  the  lower  esophagus  and  the  follow- 
ing abnormalities:  (1)  cardiospasm,  (2)  hiatus 
hernia,  (3)  esophagitis,  and  (4)  lower  esophageal 
ring. 


Sphineteric  Mechanism  Between 
Esophagus  and  Stomach 

In  an  effort  to  explain  the  pathogenesis  of  ab- 
normalities that  occur  at  the  lower  portion  of  the 
esophagus  a good  deal  of  investigation  has  been 
done  on  the  distal  few  centimeters  of  the  esopha- 
gus. 

Lerche’s1  anatomical  studies,  reported  in  1950, 
stimulated  more  thinking  on  this  subject.  From 
a study  of  the  contractions  in  the  mucosa  and  the 
muscularis  in  100  esophageal  specimens  from  ca- 
daver material  he  introduced  the  concept  of  “gas- 
troesophageal segment  of  expulsion,”  that  is, 
the  lower  end  of  the  esophagus  consists  of  several 
distinct  components  which  control  the  movement 
of  contents  of  the  stomach  into  the  esophagus 
and  vice  versa  (Fig.  1).  This  segment  functions 
as  a sphineteric  mechanism  to  prevent  gastric 
contents  from  regurgitation  into  the  esophagus 
as  well  as  controlling  somewhat  the  emptying  of 
esophageal  contents  into  the  stomach.  The  com- 
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Fig.  1.  Anatomy  of  the  lower  esophagus  according  to 
Lerehe. 


ponents  described  by  Lerehe  are  (1)  constrictor 
cardiac,  (2)  gastroesophageal  vestibule,  (3)  in- 
ferior esophageal  sphincter,  (4)  ampulla,  and 
(5)  phrenoesophageal  membrane. 

Lerehe  described  the  inferior  esophageal  sphinc- 
ter as  a circumscribed,  slight  thickening  of  the 
muscular  wall  of  the  esophagus  1 to  2 cm.  above 
the  level  of  the  diaphragmatic  hiatus,  this  thick- 
ening of  only  a few  mm.  being  present  in  many  of 
his  embalmed  specimens.  The  ampulla  repre- 
sents a short  length  of  esophagus  1.5  to  2 cm.  in 
length  just  above  the  inferior  esophageal  sphinc- 
ter. Although  the  lower  end  of  the  ampulla  is 
defined  by  the  inferior  esophageal  sphincter,  its 
upper  end  is  not  well  defined.  The  constrictor 
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cardiae  is  considered  by  Lerche  to  be  an  additional 
sphincter  at  the  cardia  of  the  stomach.  The  gas- 
troesophageal vestibule  is  that  portion  of  the 
lower  esophagus  limited  above  by  the  inferior 
esophageal  sphincter  and  below  by  the  constrictor 
cardiae.  The  phrenoesophageal  elastic  mem- 
brane consists  of  a group  of  elastic  lamellae 
arising  from  the  muscle  fibers  and  fascia  of  the 
diaphragm  and  dividing  at  the  esophageal  hiatus 
into  an  ascending  and  a descending  part.  The 
ascending  part  surrounds  the  esophagus  just 
above  the  hiatus  in  a tentlike  manner  to  pass  into 
the  musculature  of  the  esophagus  in  the  region 
of  the  inferior  esophageal  sphincter.  The  de- 
scending part  of  the  membrane  passes  into  the 
musculature  of  the  stomach  at  the  cardia.  In 
so  doing  the  elastic  membrane  enmeshes  a col- 
lection of  fat  tissue  between  the  diaphragm  and 
the  stomach  (“subdiaphragmatic  fat  ring”) 
which  surrounds  the  esophagus  at  the  hiatus  and 
provides  a barrier  against  effects  of  increased 
intra-abdominal  pressure.  The  lower  end  of  the 
ampulla  is  closed  functionally  by  the  inferior 
esophageal  sphincter  which  is  in  a state  of  tonic 
contraction  except  at  the  time  of  passage  of  in- 
gesta  and  egesta. 

Although  there  is  general  agreement  that  there 
must  be  some  sphincteric  mechanism  between 
the  esophagus  and  the  stomach,  the  details  of 
Lerche’s  presentation  are  not  completely  ac- 
cepted. The  fact  that  there  is  normally  no  free 
regurgitation  of  gastric  contents  into  the  esopha- 
gus in  spite  of  a significant  pressure  difference 
between  these  two  viscera  would  speak  for  a 
sphincteric  mechanism  of  some  sort.  The  av- 
erage negative  pressure  in  the  resting  esophagus 
is  minus  3.5  mm.  mercury;  the  average  posi- 
tive pressure  in  the  stomach  in  the  sitting  position 
is  plus  4.0  mm.  mercury.  This  pressure  dif- 
ference varies,  of  course,  with  respiration,  cough, 
posture,  types  of  activity,  and  other  factors. 
The  concept  of  an  internal  sphincter  at  the  lower 
end  of  the  esophagus  (the  inferior  esophageal 
sphincter,  according  to  Lerche)  appears  accept- 
able in  general  to  many  investigators.  How- 
ever, the  existence  of  an  actual  muscular  sphinc- 
ter at  the  cardia  (Lerche’s  constrictor  cardiae) 
does  not  have  wide  acceptance.  The  field  is 
further  confused  by  differences  in  terminology 
for  similar  segments  as  well  as  similar  names  for 
different  segments.  The  so-called  intra-abdom- 
inal esophageal  segment  apparently  represents 
Lerche’s  gastroesophageal  vestibule.  There  is  a 


difference  of  opinion  as  to  whether  the  vestibule 
is  properly  a part  of  the  esophagus  or  a part  of 
the  stomach.  Actually,  what  determines  when 
esophagus  becomes  stomach?  Physiologically 
one  may  maintain  that  the  lower  end  of  the 
esophagus  is  normally  located  at  the  point  of  ter- 
mination of  the  esophageal  peristaltic  waves. 
This  would  be  in  the  region  of  the  inferior  eso- 
phageal sphincter.  Anatomically,  judging  from 
external  appearances  the  cardiac  incisura  might 
be  considered  the  dividing  point.  Barrett2 
stated  that  regardless  of  external  appearances 
any  portion  of  the  gullet  which  is  lined  by  gastric 
mucosa  must  be  considered  stomach  because  it 
functions  as  stomach  and  because  it  is  heir  to  the 
ailments  which  affect  that  organ.  Such  a defini- 
tion would  meet  difficulty  in  the  classification  of 
cases  with  areas  of  ectopic  gastric  mucosa  (some- 
times in  mid  and  upper  esophagus). 

Palmer3  attempted  to  localize  the  normal  gas- 
tric junction  by  placing  metallic  markers  via  the 
esophagoscope  at  the  junction  of  the  gastric  co- 
lumnar epithelium  and  the  esophageal  stratified 
epithelium,  controlling  such  placements  by  biop- 
sies. The  line  of  epithelial  junction,  sometimes 
called  the  Z line,  is  a jagged  one;  for  example, 
1 cm.  in  width.  Palmer  discovered  that  under 
physiologic  conditions  the  mucosa  of  the  esoph- 
agogastric junction  region  is  mobile  over  the 
underlying  tissues,  presumably  because  of  lon- 
gitudinal contraction  of  the  muscularis  mucosa. 
With  the  stomach  empty  the  gastric  mucosa  was 
found  to  extend  as  far  as  3 cm.  up  into  the 
“esophagus,”  that  is,  the  abdominal  esophagus 
corresponding  to  Lerche’s  vestibule.  With  the 
gastric  fundus  moderately  distended  the  junction 
was  drawn  toward  the  stomach  proper.  Hence, 
if  the  mucosal  type  characterizes  esophagus  ver- 
sus stomach,  the  mobility  of  the  mucosa  would 
lead  to  a varying  characterization  of  the  vestibule. 

Lerche’s  concept  of  the  gastroesophageal  seg- 
ment of  expulsion,  consisting  of  several  compo- 
nents which  taken  together  may  be  considered  as  a 
sphincter  mechanism  between  the  esophagus  and 
the  stomach,  gives  the  diaphragm  no  direct  role 
as  a sphincter.  In  other  words,  in  Lerche’s 
scheme  there  is  no  need  to  call  upon  a pinchcock 
action  of  the  diaphragm  in  deep  inspiration.  At 
first  glance  it  is  difficult  to  deny  the  existence  of  a 
diaphragmatic  pinchcock  action  since  radiolo- 
gists note  that  during  continuous  barium  swallow 
with  normal  respiration  the  barium  will  pour 
into  the  stomach  with  no  holdup  at  the  lower 
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esophagus.  However,  if  the  patient  takes  a deep 
breath  and  holds  it,  there  is  a cutoff  of  the  barium 
column  in  the  region  of  the  diaphragm,  and  the 
esophageal  peristaltic  wave  by  carrying  more 
barium  to  the  lower  esophagus  will  cause 
a ballooning  of  the  esophagus  just  above  the 
level  of  the  diaphragm.  This  ballooning  is 
called  the  “phrenic  ampulla,”  a purely  ra- 
diologic term.  The  phrenic  ampulla  does  not 
necessarily  represent  the  same  part  of  the 
esophagus  as  Lerche’s  anatomic  ampulla.  The 
phrenic  ampulla  is  considered  to  be  due  to  a com- 
bination of  the  cessation  of  the  esophageal 
peristaltic  wave  at  a distance  above  the  stomach 
and  the  obstruction  to  the  progress  of  barium  into 
the  stomach  by  the  pinchcock  action  of  the  dia- 
phragm. The  ampulla  of  Lerche,  on  the  other 
hand,  lies  at  a higher  level  above  the  inferior  eso- 
phageal sphincter.  The  phrenic  ampulla  of  the 
radiologist  would  contain  parts  of  both  the  am- 
pulla and  the  gastroesophageal  vestibule  of 
Lerche.  There  thus  appears  to  be  a difference 
as  to  the  exact  site  or  sites  of  the  sphincter  of  the 
lower  esophagus,  depending  on  the  method  of 
study — the  anatomic  method  as  described  by 
Lerche  and  the  physiologic  method  as  studied 
by  barium  swallow  and  fluoroscopy.  Grieco  and 
Bartone4  point  up  this  possible  conflict:  “Since  a 
physiologic  phenomenon  is  not,  ipso  facto,  as- 
sociated with  an  anatomic  counterpart,  arti- 
ficially forcing  such  a premature  correlation 
causes  unnecessary  confusion.” 

Even  among  radiologists  there  is  lack  of  agree- 
ment as  to  the  sphincter  mechanism.  Poppel  and 
his  group5'6  believe  that  there  is  no  true  pinch- 
cock action  at  the  esophageal  hiatus  and  that  the 
apparent  pinching  action  is  actually  due  to  down- 
ward displacement  of  the  inferior  esophageal 
sphincter  to  the  level  of  the  esophageal  hiatus  or 
even  lower.  Wolf,7  on  the  other  hand,  relies  on 
the  demonstration  of  the  pinchcock  action  of  the 
diaphragm  as  one  of  the  criteria  for  locating  the 
region  of  the  hiatus  by  roentgen  methods. 
Kay8  attempts  to  explain  the  apparent  sphinc- 
teric  effect  of  deep  inspiration  by  suggesting  that 
in  deep  inspiration  the  ascending  limb  of  the 
phrenoesophageal  membrane  becomes  taut,  lead- 
ing to  increased  tonicity  of  the  esophageal  muscle 
at  the  site  of  insertion  of  the  membrane  (that  is, 
the  inferior  esophageal  sphincter)  with  subsequent 
obstruction  to  the  flow  of  barium  at  the  inferior 
esophageal  sphincter. 

Fleischner9  discards  a good  part  of  the  Lerche 


concept.  He  states  that  no  intrinsic  occlusive 
mechanism  ever  has  been  observed  at  the  ana- 
tomic cardia.  He  also  states  that  most  anat- 
omists do  not  find  the  morphologically  identi- 
fiable ring-shaped  sphincter  described  by  Lerche 
as  the  inferior  esophageal  sphincter.  Fleischner 
believes  that  the  lowermost  portion  of  the 
esophagus,  the  vestibule,  has  a sphincteric  capacity 
over  a length  of  2 to  4 cm.,  and  he  calls  this  the 
“internal  sphincter”  of  the  physiologic  cardia. 
Normally  the  internal  sphincter  is  at  the  eso- 
phageal hiatus;  an  “external  sphincter”  is  pro- 
vided by  the  pinchcock  action  of  the  diaphragm. 
Normally  the  sphincteric  mechanism  between 
esophagus  and  stomach  is  provided  by  the  joint 
action  of  the  internal  sphincter  and  the  external 
sphincter. 

Still  another  sphincteric  mechanism  suggested 
is  that  a valve-type  action  is  produced  by  the 
angle  made  by  the  esophagus  at  its  junction  with 
the  stomach.10 

These,  then,  are  some  of  the  confusing  views  re- 
lating to  the  sphincteric  mechanism  at  the  lower 
esophageal  segment.  There  is  no  conclusive 
experimental  evidence  to  make  us  choose  one 
theory  over  the  others.  In  general,  there  is 
agreement  that  the  lower  esophagus  in  the  region 
of  the  hiatus  has  specialized  functions  and  that 
there  is  a sphincteric  mechanism  between  the 
esophagus  and  the  stomach.  If  we  accept  the 
notion  of  the  gastroesophageal  vestibule,  then  at 
least  its  lower  part  is  fined  for  a varying  distance 
with  gastric  columnar  epithelium,  and  as  we  shall 
see,  the  differentiation  of  a small  hiatus  hernia 
from  a prominent,  though  normal,  vestibule  will 
be  a difficult  and  possibly  impossible  one  to  make 
radiologically. 

Physiology 

The  activity  of  the  esophagus  is  related,  of 
course,  to  its  nerve  supply,  the  autonomic  sys- 
tem. There  are  both  extrinsic  and  intrinsic 
nerve  supplies  to  the  esophagus.  The  extrinsic 
supply  derives  from  the  vagi  and  the  sympa- 
thetics;  the  intrinsic  supply  includes  the  myen- 
teric and  submucous  plexuses.  The  actions  of 
the  nerve  supply  are  imperfectly  understood. 
In  general  the  parasympathetic  supply  increases 
the  tone  of  the  esophagus  and  relaxes  the  sphinc- 
teric mechanism  at  its  lower  end;  the  sympa- 
thetic supply  works  contrariwise.  Thus,  Ingel- 
finger11  has  stated  that  for  proper  function  and 
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integration,  esophageal  tone  and  peristalsis  on  the 
one  hand  and  vestibular  relaxation  on  the  other 
depend  on  an  intact  cholinergic  innervation. 

Willner  et  al.n  and  Hightower13  have  reviewed 
the  normal  physiology  of  the  esophagus.  There 
are  three  types  of  peristaltic  waves.  The 
primary  peristaltic  wave  is  a true  propulsive 
peristaltic  wave  initiated  by  the  act  of  degluti- 
tion, its  function  being  to  sweep  the  swallowed 
food  or  liquid  into  the  stomach.  This  wave, 
traveling  at  a rate  of  2 to  3 cm.  per  second,14'15  is 
preceded  by  a wave  of  relaxation  which  travels 
down  the  entire  length  of  the  esophagus.  The 
secondary  peristaltic  wave  has  the  same  appear- 
ance as  the  primary  wave  except  that  it  is  not 
initiated  by  swallowing  but  possibly  by  disten- 
tion of  the  esophageal  wall.  Rather  than  begin- 
ning at  the  pharynx,  the  secondary  peristaltic 
wave  usually  begins  at  the  level  of  the  aortic  arch. 
Tertiary  waves,  seen  most  frequently  in  elderly 
people,  are  segmental  in  nature,  nonpropulsive, 
and  inconstant;  they  may  be  due  to  uncoordi- 
nated contraction  of  the  spiral  muscles  of  the 
lower  esophagus.  These  tertiary  waves  are  seen 
in  the  infra-aortie  portion  of  the  esophagus, 
presenting  a “corkscrew”  appearance;  their 
presence  is  also  referred  to  as  “curling”  of  the 
esophagus. 

The  sphincteric  mechanism  at  the  lower  end 
of  the  esophagus  is  apparently  normally  in  a state 
of  tonic  contraction,  relaxed  by  the  arrival  of 
the  wave  of  relaxation  preceding  a primary  or 
secondary  peristaltic  wave. 

With  the  use  of  small,  sensitive,  pressure  trans- 
ducers, accurate  measurements  can  be  made  of  the 
esophageal  intraluminal  pressure.14' 16  In  a study 
of  the  intraesophageal  pressure  changes  with 
swallowing,  Sanchez  et  al.u  demonstrated  that 
the  terminal  2 to  5 cm.  of  the  esophagus  behave 
differently  from  the  rest  of  the  esophagus. 
Adopting  the  terminology  of  Lerche’s  concept  for 
the  sake  of  discussion  without  necessarily  ac- 
cepting it  completely,  they  concluded  tentatively 
that  the  propulsive  peristaltic  wave  slows  down 
in  the  ampulla  and  in  fact  is  not  propagated  into 
the  vestibule;  that  is,  the  vestibule  has  charac- 
teristic functional  as  well  as  anatomic  features. 
The  type  of  pressure  pattern  recorded  from  the 
vestibule  suggested  that  the  vestibule  is  not  in 
communication  with  the  lower  esophagus  but  is 
closed  off,  possibly  by  the  inferior  esophageal 
sphincter  as  proposed  by  Lerche. 


Cardiospas  m 

Cardiospasm,  or  achalasia,  is  a phenomenon  to 
which  increasing  understanding  is  given  by  pres- 
ent concepts  of  esophageal  physiology.  Puris- 
tically  the  two  terms  are  not  synonymous,  al- 
though commonly  they  are  used  interchangeably. 
Achalasia  refers  to  the  failure  of  relaxation  of  the 
sphincteric  mechanism  at  the  lower  end  of  the 
esophagus;  cardiospasm  refers  to  hypertonicity 
of  this  mechanism.  In  'our  discussion  we  will  not 
make  the  puristic  distinction.  Other  terms,  such 
as  mega-esophagus,  esophagectasia,  and  doiicho- 
esophagus  merely  state  that  the  esophagus  is 
dilated.  These  descriptive  designations  have  no 
pathogenic  value  and  serve  no  useful  purpose. 

There  is  apparently  a deficit  in  the  parasym- 
pathetic innervation  of  the  esophagus  leading  to 
changes  in  the  peristaltic  activity  as  well  as  in  the 
action  of  the  sphincteric  mechanism.  Hurst 
and  Rake17  described  a degeneration  of  Auer- 
bach’s plexus  in  the  wall  of  the  esophagus  in  this 
condition.  Other  writers18-21  later  corroborated 
this  finding.  In  cardiospasm  ingestion  of  a bolus 
of  food  into  the  esophagus  is  followed  neither  by 
normal  esophageal  peristalsis  nor  by  sphincteric 
relaxation.  Ingelfinger,11  accepting  the  Lerche 
concept  of  gastroesophageal  expulsion  segment  as 
a point  of  departure  for  discussion,  stated  that  the 
vestibule  fails  to  relax;  hence  the  narrowed  area 
corresponds  to  the  tonic  vestibule.  Palmer,22  by 
marking  the  esophagogastric  epithelial  junction 
with  a metallic  clip  inserted  esophagoscopically, 
also  believed  that  in  achalasia  the  segment  of 
narrowing  between  dilated  esophagus  and  the 
stomach  corresponds  to  the  vestibule.  The  ab- 
normal motility  of  the  entire  proximal  esophagus 
associated  with  irregular  vermiform  contractions 
is  thought  to  be  due  to  autonomic  deficiency. 
The  nonrelaxing  vestibule  offers  only  moderate 
resistance  as  manifested  by  the  easy  passage  of 
an  esophagoscope  as  well  as  by  the  partial  empty- 
ing of  the  dilated  esophagus  by  hydrostatic  pres- 
sure. Studies  of  esophageal  motility15'23-25  and 
recordings  of  pressures  at  various  levels  of  the 
esophagus18'24  demonstrate  the  physiologic  dis- 
turbances in  achalasia.  The  massive  esophageal 
dilatation  may  be  explained  by  impairment  of 
esophageal  tone  in  association  with  the  moderate 
resistance  of  the  tonic  vestibule. 

The  positive  mecholyl11’26'27  and  urecholine28 
tests  support  the  concept  that  cardiospasm  is 
caused  by  deranged  cholingeric  innervation,  pos- 


2986 


New  York  State  J.  Med. 


PROBLEMS  OF  THE  LOWER  ESOPHAGUS 


sibly  due  to  a deficiency  or  abnormality  in  cells  of 
the  myenteric  plexus.29  After  injection  of 
mecholyl  (10  mg.  subcutaneously)  the  patient 
with  achalasia  usually  experiences  severe  sub- 
sternal  pain,  and  as  seen  fluoroscopically  there 
may  be  pronounced  contraction  of  the  entire 
esophagus.26'27’30  Indeed,  if  the  abnormality  in 
achalasia  is  due  to  deficiency  of  the  myenteric 
plexus,  this  type  of  response  to  mecholyl  would  be 
expected.  (Cannon’s31  law  of  denervation: 
“When  in  a series  of  efferent  neurons  a unit  is 
destroyed,  increased  irritability  to  chemical 
agents  develops  in  the  isolated  structure  or  struc- 
tures, the  effect  being  maximal  in  the  part  di- 
rectly denervated.”)  Although  this  theory  of 
explanation  for  cardiospasm  seems  attractive,  it 
is  not  wholly  supported  by  experimental  evidence. 
Bilateral  vagotomy,  although  it  may  have  a tem- 
porary effect  simulating  achalasia,  is  without 
lasting  effect  on  esophageal  function.  Also, 
various  autonomic-type  drugs  have  no  significant 
effect  on  the  motility  of  the  normal  esophagus. 

Hiatus  Hernia 

The  large  hiatus  hernia  poses  no  diagnostic 
problem;  the  small,  sliding  (or  concentric)  type 
is  often  diagnosed  with  reservation.  Hiatus 
hernias  are  chiefly  of  two  anatomic  types.  In  the 
paraesophageal  hernia  the  closing  mechanism 
at  the  lower  end  of  the  esophagus  remains  com- 
petent. If  we  accept  Lerche’s  anatomic  con- 
cept, the  gastroesophageal  segment  of  expulsion 
retains  its  normal  relation  in  respect  to  the  dia- 
phragmatic hiatus  with  a portion  of  the  fundus 
of  the  stomach  sliding  upwards  through  the  en- 
larged hiatus  alongside  the  gastroesophageal 
segment.  In  the  sliding  or  concentric  type  there 
is  an  upward  displacement  of  the  gastroesophag- 
eal segment  in  relation  to  the  diaphragmatic 
hiatus  as  well  as  an  upward  sliding  of  the  cardia 
and  fundus  of  the  stomach  through  the  hiatus, 
apparently  in  association  with  relaxation  and 
stretching  of  the  ascending  limb  of  the  phreno- 
esophageal  membrane.  In  the  sliding  type  the 
sphincteric  mechanism  becomes  incompetent, 
allowing  reflux  of  gastric  acid  juices  into  the  lower 
esophagus  with  the  possible  result  of  esophagitis 
and  late  cicatricial  stenosis. 

Flood  et  al.32  demonstrated  fluoroscopic  evi- 
dence of  reflux  in  18  of  34  patients  with  hiatus 
hernia  of  the  sliding  type,  whereas  reflux  could  be 
shown  in  only  two  of  100  normal  controls. 
Fleischner,9  not  accepting  the  Lerche  concept 


wholly,  states  that  the  internal  sphincter  is  dis- 
located upward,  and  being  deprived  of  the  sup- 
port of  the  external  sphincter  (the  diaphragmatic 
pinchcock  action),  becomes  incompetent.  Re- 
gardless of  anatomic  explanations,  the  differen- 
tiation by  radiologic  method  of  a prominent  ves- 
tibule or  a prominent  phrenic  ampulla  from  a 
small,  concentric  hiatus  hernia  is  in  some  cases 
virtually  impossible.  The  inferior  esophageal 
sphincter  lies  2 or  so  cm.  above  the  diaphragmatic 
hiatus.  The  vestibule  extends  from  the  inferior 
esophageal  sphincter  to  the  cardia  of  the  stomach, 
thus  including  the  so-called  intra-abdominal  por- 
tion of  the  esophagus.  The  phrenic  ampulla,  a 
radiologic  phenomenon,  seems  to  be  formed  by 
pinching  of  the  esophagus  by  the  diaphragm  at 
the  esophageal  hiatus  in  deep  inspiration  and 
probably  consists  largely  of  that  portion  of  the 
vestibule  above  the  diaphragmatic  hiatus.  Al- 
though the  lower  limit  of  the  phrenic  ampulla 
seems  to  be  well-defined  (pinchcock  of  the  dia- 
phragm), its  upper  limit  has  no  fixed  boundary. 
Actually  the  length  of  the  phrenic  ampulla,  as 
seen  during  barium  swallow  and  deep  inspiration, 
varies  with  the  amount  of  barium  pooled  just 
above  the  diaphragm.  Fluoroscopic  observation 
backed  by  spot  films  indicates  that  the  following 
events  may  take  place : 

1.  With  continuous  swallowing  the  barium 
pours  into  the  stomach  with  no  indication  of  a 
phrenic  ampulla.  Indeed,  in  the  erect  position  it 
seems  that  gravity  is  the  main  propulsive  force 
in  carrying  the  barium  from  the  upper  esophagus 
into  the  stomach.13  In  the  Trendelenburg  po- 
sition and  with  continuous  swallowing  esophageal 
peristalsis  provides  propulsion. 

2.  Then,  when  the  subject  takes  a deep  breath 
and  holds  it,  there  is  a sudden  cutoff  of  the  bar- 
ium column  at  the  site  of  the  diaphragm  (pinch- 
cock). There  still  may  be  no  well-defined 
phrenic  ampulla. 

3.  With  the  subject  still  maintaining  the  in- 
spiratory effort,  a peristaltic  wave  is  seen  begin- 
ning in  the  upper  esophagus,  sweeping  a bulging 
bolus  of  barium  ahead  of  itself.  As  the  peri- 
staltic wave  proceeds  caudally,  the  barium  bolus 
increases  in  size.  On  occasions  some  of  the 
barium  squirts  cephalad  through  the  narrowed 
propulsive  wave  as  though  the  increasing  pres- 
sure below  the  wave  is  great  enough  to  allow  some 
of  the  “trapped”  barium  to  escape.  Finally,  at  a 
variable  point  above  the  pinchcock  level  (few 
cm.),  the  propulsive  wave  appears  to  stop,  with 
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the  appearanee  of  a well-defined  phrenic  am- 
pulla. However,  the  size  of  the  pooled  barium 
(phrenic  ampulla)  does  not  remain  fixed  for  very 
long,  for  within  a very  few  seconds  some  of  the 
barium  may  squirt  in  a retrograde  fashion  into  a 
higher  segment  of  esophagus  or  forward  into  the 
stomach.  Even  then  the  remaining  portion  of 
the  pooled  barium  will  form  a phrenic  ampulla, 
although  diminished  in  diameter  and  length. 
Its  caudal  limit  is  still  the  level  of  the  pinchcock ; 
its  upper  limit  has  changed. 

Evans33  and  Poppel6  prefer  to  think  that  the 
phrenic  ampulla  is  limited  caudally  by  the  in- 
ferior esophageal  sphincter  and  thus  corresponds 
to  the  ampulla  of  Lerche.  As  stated  above,  an- 
other opinion  is  that  the  anatomic  ampulla  of 
Lerche  differs  from  the  phrenic  ampulla,  the  lat- 
ter being  located  caudal  to  the  inferior  esophageal 
sphincter,  thus  representing  a portion  of  the  ves- 
tibule. Since  it  has  been  established  that  the 
gastroesophageal  vestibule  is  lined  with  gastric- 
type  columnar  epithelium  (varying  in  extent  in 
different  subjects),  the  radiologic  phrenic  am- 
pulla also  may  be  lined  partly  with  gastric  mu- 
cosa. Hence,  the  differentiation  of  a small  con- 
centric hernia  from  phrenic  ampulla  cannot  be 
made  radiologically  by  a study  of  the  type  of 
mucosa.  Actually  is  it  important  to  make  this 
differentiation?  Does  it  make  any  difference 
whether  the  ballooning  of  the  lower  esophagus 
above  the  diaphragm  represents  a prominent 
phrenic  ampulla,  or  a prominent  gastroesophageal 
vestibule,  or  a small  concentric  hernia?  Wolf7 
minimizes  the  emphasis  on  such  a differentiation ; 
he  states  that  the  clinician  should  realize  that  min- 
imal hiatal  hernia  is  rarely  the  cause  of  signifi- 
cant symptoms.  Evans33  on  the  other  hand 
states  that  it  is  important  to  recognize  sliding 
esophageal  hiatus  hernia  early  so  that  corrective 
surgery  can  be  done  to  restore  competency  of  the 
sphincteric  mechanism.  Sprafka  et  al.3i  followed 
patients  with  small  hiatus  hernias  for  periods  up 
to  eighteen  years;  a significant  per  cent  (58  per 
cent  in  a six  or  more  year  follow-up  and  13  per 
cent  in  a one  to  five  year  follow-up)  showed  pro- 
gression from  small  to  large  hernias.  That  such 
a progression  in  size  of  hernia  is  of  importance 
would  be  suggested  from  their  finding  that  of  61 
patients  with  large  hiatus  hernia,  17  (28  per  cent) 
showed  x-ray  evidence  of  serious  complications, 
such  as  ulcer,  esophagitis,  or  esophageal  stric- 
ture. Fluoroscopic  examination  of  the  supra- 
diaphragmatic ballooned  area  in  various  degrees 


of  rotation  sometimes  shows  that  the  esophagus 
enters  this  region  eccentrically.  Such  a finding 
would  support  a diagnosis  of  hiatus  hernia  rather 
than  one  of  phrenic  ampulla  or  prominent  ves- 
tibule. However,  the  converse  is  not  true;  often 
the  small  herniated  portion  of  the  stomach  is  en- 
tered at  its  superior  margin  by  the  esophagus 
in  a truly  symmetrical  (concentric)  manner  so 
that  the  finding  of  such  symmetry  does  not 
exclude  hiatus  hernia. 

Recognizing  the  difficulty  of  the  differentiation, 
some  investigators  suggest  that  the  diagnosis  of 
small  sliding  hernia  be  made  on  physiologic 
rather  than  anatomic  grounds;  that  is,  based  on 
true  gastroesophageal  reflux  spontaneously  or  in 
association  with  maneuvers  which  increase  in- 
tra-abdominal pressure,7’35  Yet  such  reflux  may 
occur  normally  without  symptoms36  -38  and  not 
all  patients  with  sliding  diaphragmatic  hernia 
suffer  reflux.  In  conclusion,  we  as  radiologists 
often  cannot  tell  a prominent  vestibule  from  a 
small  sliding  hiatal  hernia.  In  fact  if  we  accept 
Lerche’s  concept  of  the  existence  of  a gastroeso- 
phageal vestibule  that  is  located  partly  above  the 
hiatus,  and  we  further  realize  that  the  vestibule 
may  be  lined  with  gastric  mucosa,  then  we  are 
led  to  the  conclusion  that  by  defining  the  begin- 
ning of  stomach  as  the  point  where  the  mucosa 
changes  from  stratified  to  columnar  epithelium,2 
a small  diaphragmatic  hernia  is  often  a normal 
structure’ — a most  confusing  conclusion  indeed. 

Esophagitis 

The  classification  of  inflammatory  conditions 
involving  the  lower  esophagus  has  suffered  from 
a good  deal  of  confusion  in  the  literature.  Simi- 
lar terms  have  described  different  processes.2’39-43 
At  the  present  time  there  are  two  generally  ac- 
cepted categories: 

(1)  peptic  esophagitis  or  reflux  esophagitis, 
and  (2)  peptic  ulcer  of  the  esophagus.  Wolf  and 
coworkers44  have  added  a third  group:  marginal 
esophagogastric  ulceration. 

The  development  of  these  lesions  of  the  lower 
esophagus  most  likely  is  related  usually  to  irri- 
tation of  regurgitated  gastric  juices  on  the  eso- 
phageal mucosa.39’40,45  -51  However,  there  is 
some  opinion52  that  in  addition  to  the  acid  peptic 
regurgitation  there  must  be  an  underlying  sus- 
ceptibility (for  example,  ulcer  diathesis)  for  prog- 
ress to  an  esophagitis.  In  addition,  what  in  the 
gastric  juices  does  the  damage — the  acid  or  pep- 
tic digest?  There  are  proponents  for  each. 
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However,  the  nonspecificity  of  the  process  is 
indicated  by  the  occurrence  of  reflux  esophagitis 
after  esophagojej  unostomy,  considered  due  to 
reflux  of  the  alkaline  jejunal  juices.  Reflux  of 
the  gastric  contents  into  the  esophagus  may  occur 
in  several  instances:  nasogastric  intubation,  pro- 
tracted vomiting,  incompetence  of  the  cardio- 
esophageal  mechanism  with  sliding  hiatus  hernia, 
and  after  various  types  of  surgical  operations 
which  interfere  with  the  normal  esophagogastric 
relationship  (cardio plasty). 

The  largest  single  group  is  associated  with 
hiatus  hernia.  Feldman53  reported  that  in  432 
cases  of  esophagitis  and/or  esophageal  reflux 
51  per  cent  were  associated  with  hiatus  hernia. 
Johnstone35  stated  that  if  reflux  can  be  demon- 
strated in  hiatus  hernia  there  is  a 75  per  cent 
chance  of  the  development  of  esophagitis.  How- 
ever, he  indicated  that  the  mere  presence  of  gas- 
tric juice  in  the  normal  esophagus  may  not  be  the 
entire  explanation,  since  the  normal  mucus-se- 
creting glands  of  the  esophagus  offer  considerable 
protection  to  the  mucosa. 

In  peptic  esophagitis40  or  reflux  esophagitis 
there  is  a diffuse  inflammation  involving  a nor- 
mally lined  lower  esophagus.  There  may  be  as- 
sociated ulceration.  In  severe  cases  barium 
swallow  shows  a long,  irregular  narrowing  of  the 
lower  esophagus  with  moderate  dilatation  of  the 
esophagus  proximal  to  the  narrowing.  In  milder 
cases  the  lower  esophagus  is  not  completely  dis- 
tensible, and  sometimes  there  is  distortion  of  the 
mucosal  pattern  which  appears  finely  irregular 
due  to  the  multiple  irregular  erosions.  Hence,  a 
stricture  of  the  lower  esophagus  may  be  the  end 
result  of  severe  reflux  esophagitis. 

Peptic  ulcer  of  the  esophagus  refers  to  the  de- 
velopment of  an  ulcer  in  the  lower  portion  of  an 
esophagus  lined  with  columnar  epithelium  of  a 
gastric  type;  that  is,  in  heterotopic  gastric  mu- 
cosa.46-54 X-ray  study  may  demonstrate  a dis- 
crete ulcer  crater. 

Loiver  Esophageal  Ring 

The  entity  of  the  lower  esophageal  ring  was 
described  in  1953, 55-56  although  in  a discussion  of 
the  phrenic  ampulla  Templeton,57  in  his  book  in 
1944,  had  shown  such  a ring  in  one  of  his  illus- 
trations. Templeton  stated  that  “the  cause  of 
this  annular  indentation  is  unknown,”  and  he 
ascribed  no  symptoms  to  it.  Ingelfinger  and 
Kramer55  described  six  cases,  all  male,  with 
symptoms  of  dysphagia  attributed  to  such  a ring, 


the  difficulty  in  swallowing  being  produced  by  the 
trapping  of  solid  morsels  of  food  by  the  ring. 
They  suggested  that  the  appearance  of  the  ring 
2.5  to  6 cm.  above  the  junction  of  esophagus 
and  stomach  and  0.5  to  2.5  cm.  above  the  dia- 
phragm may  be  due  to  an  overactive,  inferior 
esophageal  sphincter.  Study  of  one  operative 
specimen  histologically  showed  extreme  muscular 
thickening  of  both  longitudinal  and  circular 
muscle. 

Schatzki  and  Gary56  in  1953  reported  five 
cases,  also  all  male,  with  dysphagia  attributed  to  a 
lower  esophageal  ring,  although  they  also  had 
17  patients  with  similar  x-ray  findings  but  with 
no  symptoms.  One  of  their  symptomatic  pa- 
tients had  surgery,  an  esophagoplasty  being  per- 
formed. Histologic  study  disclosed  esophageal 
mucosa  with  marked  hyperkeratosis,  no  muscle 
being  included  in  the  operative  specimen.  In  a 
later  paper  Schatzki  and  Garyr58  reported  a total 
of  21  patients  with  dysphagia  due  to  a ring,  11 
male  and  ten  female.  They  had  an  additional 
64  patients  with  the  x-rayr  findings  of  a lower  eso- 
phageal ring  but  without  symptoms.  They 
showed  a definite  relation  between  the  maximal 
diameter  of  the  ring  and  the  presence  of  dys- 
phagia, all  with  diameters  below  15  mm.  having 
symptoms  and  all  with  diameters  above  25  mm. 
being  asymptomatic.  In  most  cases  the  ring 
was  located  4 to  5 cm.  above  the  level  of  the  dia- 
phragm. Schatzki  and  Gary-58  now  believe  that 
in  all  patients  with  a lower  esophageal  ring  there 
is  a small,  concentric  type  hiatus  hernia,  with  the 
ring  being  located  at  the  junction  of  esophagus 
and  herniated  stomach,  still  of  unknown  etiology. 
Wolff  also  believes  that  the  presence  of  such  a 
ring  is  related  to  a small  hiatus  hernia.  Fleis- 
chner9  explains  the  ring  as  representing  sphinc- 
teric  action  of  the  muscularis  mucosa  at  the  level 
of  the  upwardly  displaced  esophageal  internal 
sphincter  associated  with  concentric  hiatal  her- 
nia. Another  entity  with  a similar  appearance 
by  x-ray  is  the  lower  esophageal  web;59-60  yet  this 
probably  represents  a true  web  formed  by  eso- 
phageal epithelium,  submucosa,  and  muscularis. 
From  the  radiologic  viewpoint  in  respect  to  the 
lower  esophageal  ring  or  the  lower  esophageal 
web  it  is  important  to  note  that  on  routine  study 
of  the  esophagus  with  a thin  barium  mixture  the 
abnormality  may  be  missed.  The  lower  esoph- 
agus must  be  observed  fully  dilated  either  with 
barium  mixture,  barium  paste,  or  barium  cap- 
sule. 
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Summary 

There  is  general  agreement  that  there  is  a phys- 
iologic sphincter  at  the  lower  end  of  the  esoph- 
agus which  normal ly  prevents  free  reflux  of 
gastric  contents  into  the  esophagus,  although 
there  is  still  a good  deal  of  disagreement 
as  to  the  anatomic  components  of  this  sphinc- 
teric  mechanism.  Four  abnormal  clinical  en- 
tities have  been  discussed  in  relation  to  this 
physiologic  sphincter — cardiospasm,  hiatus  her- 
nia, esophagitis,  and  lower  esophageal  ring. 
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Results  of  Some  Steep  Tests 


Sleep,  that  elusive  phenomenon  which  has 
baffled  man  for  ages  and  in  which  most  of  us  spend 
nearly  one  third  of  our  lives,  is  beginning  to  reveal 
some  of  its  inner  secrets  to  modern  science. 

While  all  of  the  answers  are  not  yet  apparent, 
scientists  working  in  the  laboratories  of  the  Sleep 
Research  Foundation  in  New  York  City  are  begin- 
ning to  assemble  an  impressive  amount  of  medical 
data  which  the)-  hopefully  expect  will  eventually 
tell  us  what  sleep  is  and  how  it  affects  us.  Now 
in  its  eleventh  year  and  supported  by  a grant  from 
Simmons  Company,  tests  thus  far  have  been  made 
on  hundreds  of  men  and  women  who  were  studied 
while  asleep  during  some  3,142  nights  for  more  than 
20,000  sleeping  hours. 

Persons  employed  in  the  sleep  tests  were  from  all 
walks  of  life — office  workers,  housewives,  manual 
workers,  (and  even  a policeman).  Married  couples 
and  single  persons  were  used  as  well  as  young  and 
old  people. 

Special  electronic  apparatus,  adapted  for  the  first 
time  for  tests  of  this  kind  and  developed  by  the 
Sleep  Research  Foundation,  enabled  scientists  to 
make  recordings  of  sleeping  subjects  without 
awakening  them.  In  these  multiple  tests,  recordings 
are  made  of  brain  activity,  the  heart  rate,  skin 
temperature,  and  body  movement. 

During  the  sleep  tests,  recordings  of  the  subjects 
blood  pressure  are  made  every  five  minutes.  Blood 
pressure  drops,  and  the  heart  beat  slows  down — 
sometimes  as  much  as  20  to  30  beats  a minute. 
The  average  sleeping  person  moves  one  or  two  times 
an  hour,  with  greater  movement  taking  place  at  the 
end  of  the  night. 

Actual  quantitative  measurement  of  sleep  was 
achieved  by  giving  each  of  the  four  states  of  sleep  a 
numerical  value:  wakefulness  equalled  zero;  drowsi- 
ness equalled  one;  light  sleep,  two;  deep  sleep, 
three;  deepest  possible  sleep,  four.  By  recording 
the  periods  of  time  spent  in  each  phase,  scientists 
were  able  to  evaluate  the  total  amount  of  sleep  a 
subject  obtained  during  the  night. 

After  analyzing  more  than  60  million  sleep  records, 
scientists  concluded  that  the  last  two  stages  of 


sleep — moderately  deep  sleep  and  deepest  possible 
sleep,  provided  the  most  beneficial  rest. 

Some  suggestions  as  to  how  the  average  person 
can  get  a good  night’s  sleep  are  offered  by  Dr.  Dean 
Foster,  director,  Sleep  Research  Foundation.  For 
one  thing,  he  advises  eliminate,  as  far  as  possible, 
all  external  stimuli  such  as  noise  and  light — both 
of  which  are  prime  enemies  of  sleep.  Check  the 
room  temperature,  too — generally  speaking  it  should 
be  comfortable  and  well  below  body  temperature. 

Slow  down  a bit  at  night  before  bedtime.  Like  a 
car  approaching  a “stop”  sign  at  an  intersection, 
bring  your  day’s  activities  to  a slow  halt  instead  of 
slamming  on  the  brakes.  Going  to  sleep  at  night, 
Dr.  Foster  claims,  is  a gradual  process  in  which  you 
progress  from  one  sleep  state  to  the  next  (drowsiness, 
light  sleep,  and  then  deeper  sleep,  etc.) 

In  this  connection,  learn  to  relax  before  retiring — 
both  mind  and  muscles.  There  is  a constant  inter- 
play between  these  two,  with  each  stimulating  the 
other.  Mere  thinking,  aside  from  actual  worrying, 
will  cause  muscle  tension  and  keep  you  awake. 
Similarly,  muscle  tension  keeps  the  brain  active. 
Sometimes,  a little  mild  exercise  will  provide  a 
pleasant  physical  tiredness  that  will  help  you  sleep 
better,  he  advocated. 

Light  reading  can  help  you  relax  and  so  will 
“counting  sheep,”  which  induces  monotony  as  a 
pre-sleep  conditioner.  On  the  other  hand,  an 
exciting  show  on  television  could  tend  to  pep  you  up 
beyond  bedtime.  A light  snack  is  often  useful 
before  retiring,  although  this  does  not  mean  pickles, 
deviled  crabs,  or  other  hard-to-digest  comestibles. 

Comfort  is  a “must.”  Your  mattress  should  be 
neither  too  hard  nor  too  soft,  he  said,  but  firm 
enough  to  “cradle”  the  body  from  head-to-toe. 
If  it’s  too  hard,  you’ll  toss  around  during  the  night 
more  than  you  should — if  too  soft,  it  will  not  provide 
proper  support  or  permit  normal  bod)-  movement. 

Most  important,  try  to  establish  a set  routine  of 
daily  living  habits  of  getting  up  and  going  to  bed  at 
regular  hours.  By  so  doing  your  body  and  mind 
will  get  used  to  a habit  pattern  of  looking  forward  to 
going  to  bed  and  getting  to  sleep. 
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st.  Joseph’s  hospital 

ELMIRA,  NEW  YORK 

Conducted,  by  Joseph  f.  shortsleeve,  m.d.  September  12,  1956 

Discussed  by  curtis  j.  lund,  m.d.,*  Rochester,  new  york 


Case  History 

The  patient  was  a twenty-seven-year-old 
housewife  who  was  admitted  to  the  hospital 
complaining  of  backache  of  several  years  duration. 

The  patient  had  regular  menstrual  periods  up 
to  a few  months  before  admission.  She  had  been 
complaining  of  backache,  and  a retroverted 
uterus  had  been  found.  A pessary  had  been  fitted, 
and  the  backache  disappeared.  When  it  was 
removed,  the  backache  recurred.  Reinsertion 
of  the  pessary  again  caused  the  backache  to  dis- 
appear. A uterine  suspension  was  decided  on, 
and  the  patient  was  admitted  to  the  hospital. 

Past  and  family  histories  were  irrelevant  ex- 
cept that  the  mother  and  father  were  both  dia- 
betics. The  patient  had  one  child  five  years 
old. 

The  general  physical  examination  was  nega- 
tive except  for  a retroverted  uterus  and  some 
thickening  and  tenderness  in  the  left  adnexal 
region.  The  temperature,  pulse,  and  respira- 
tions were  normal.  The  blood  pressure  was 
132/74. 

The  urine  was  negative.  The  hemoglobin 
was  84  per  cent.  Her  Wasserman  was  negative. 
Cervical  smears  for  gonococcus  were  negative. 

A modified  Baldy-Webster  operation  was  done. 
The  uterus  was  found  to  be  bound  down  by  many 
fine  adhesions.  A probe  could  be  passed  through 
the  right  tube.  The  left  tube  was  closed  and 
was  swollen  and  edematous.  The  left  ovary 
was  completely  filled  with  cysts.  A left  sal- 
pingo-oophorectomy  was  done.  The  postopera- 

*  Professor  of  Obstetrics  and  Gynecology.  University  of 
Rochester  Medical  School. 


tive  course  was  uneventful,  and  the  patient  was 
discharged  on  the  tenth  hospital  day. 

Second  Admission  ( Two  years,  four  months 
later). — The  patient  had  menstrual  periods  last- 
ing two  days,  six  and  four  months  before  re- 
admission. She  had  not  been  feeling  well  since 
that  time.  The  breasts  had  been  sore.  The 
day  before  admission  she  had  spotted  and 
this  had  been  followed  by  a dark  discharge. 
On  the  day  of  admission  she  bled  more  heavily 
and  thought  she  had  passed  some  tissue.  She 
was  rehospitalized. 

The  physical  findings  were  as  previously  de- 
scribed except  for  the  pelvic  examination.  There 
was  a slight  bloody  discharge.  The  uterus  was 
felt  to  be  enlarged  to  the  size  of  a two  months 
pregnancy.  The  temperature,  pulse,  and  res- 
pirations were  normal.  The  laboratory  results 
were  the  same.  A frog  pregnancy  test  was  neg- 
ative. 

A dilatation  and  curettage  was  done,  and  a 
moderate  amount  of  material  was  removed. 
Microscopic  section  of  this  revealed  degenerated 
decidual  tissue.  The  patient’s  postoperative 
course  was  uncomplicated  except  for  a slight 
lower  abdominal  pain  and  tenderness.  She 
was  discharged  on  the  seventh  hospital  day. 

Third  Admission  {Five  days  later). — During 
her  time  out  of  the  hospital  the  patient  had  in- 
creasingly severe  lower  abdominal  pain  and  de- 
veloped an  inability  to  move  her  bowels.  She 
started  to  run  a fever  and  sought  admission  to 
the  hospital  through  the  emergency  room. 
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The  patient  appeared  acutely  ill.  There  was 
marked  tenderness  throughout  the  lower  abdo- 
men but  no  masses  were  palpable.  On  vaginal 
examination  the  uterus  was  found  to  be  tender. 
It  was  thought  to  be  enlarged,  but  it  was  difficult 
to  outline  because  of  the  muscle  spasm.  The 
temperature  was  100  F.,’  the  pulse  90,  and  the 
respirations  24. 

The  hemoglobin  was  72  per  cent.  The  white 
cell  count  was  7,700  with  a normal  differential. 
The  sedimentation  rate  was  52. 

The  patient  continued  to  run  a low-grade 
fever  and  complained  of  abdominal  pain.  Two 
days  after  admission  the  cervix  was  found  to 
be  tender,  and  there  was  a bulge  in  the  posterior 
fornix  which  was  more  noticeable  on  rectal  ex- 
amination. On  the  third  hospital  day  a posterior 
colpocentesis  was  done  and  dark  blood  was 
aspirated.  Bimanual  examination  revealed  no 
adnexal  masses  and  a slightly  enlarged  uterus. 

The  patient  was  treated  with  a penicillin- 
streptomycin  mixture.  The  temperature  re- 
turned to  normal,  abdominal  pain  disappeared, 
and  the  patient  was  discharged  on  the  eighteenth 
hospital  day. 

Fourth  Admission  {Five  months  and  eleven 
days  later). — A month  after  her  previous  dis- 
charge a mass  had  been  found  on  pelvic  exam- 
ination and  an  x-ray  was  reported  as  showing 
“a  small  fetus  overlying  the  lower  sacrum  and 
extending  up  over  the  right  sacroiliac  region 
which  was  judged  to  be  in  the  fourth  month 
or  more  in  size.”  She  had  complained  of  not 
feeling  well  and  of  having  pain  in  the  lower 
abdomen  with  an  occasional  bearing-down  pain. 
She  had  not  been  sure  of  feeling  life  at  any  time. 
She  reentered  the  hospital  complaining  of  cramp- 
ing pain  in  the  lower  abdomen  and  bleeding  from 
the  vagina  of  one  day’s  duration. 

She  now  appeared  ill  and  toxic.  On  abdom- 
inal examination  an  enlarged  uterus  could  be 
palpated  at  the  umbilicus.  The  uterus  was  mark- 
edly tender  and  there  was  tenderness  on  both 
lower  quadrants  of  the  abdomen.  The  fetal 
heart  was  weak.  Temperature  (oral),  pulse, 
and  respiration  were  normal. 

The  urine  showed  a 2 plus  sugar  and  was 
positive  for  acetone  and  diacetic  acid.  The 
microscopic  exam  was  negative.  The  hemo- 
globin was  83  per  cent.  The  white  cell  count 
was  14,500  with  a normal  differential.  Sedi- 
mentation rate  was  55.  Fasting  blood  sugar 
was  84  and  the  carbon  dioxide  combining  power 


was  39. 

The  patient  was  put  on  rectal  temperatures 
which  were  found  to  spike  each  day  as  high  as 
102  F.  Lower  abdominal  tenderness,  which 
sometimes  extended  up  to  the  right  flank, 
continued.  The  patient  ate  poorly  and  vomited 
occasionally.  Her  white  cell  count  remained 
elevated.  She  continued  to  show  sugar  and 
acetone  in  the  urine  although  another  fasting 
blood  sugar  was  90.  She  was  treated  with  anti- 
biotics and  frequently  required  Demerol  for 
the  abdominal  pain.  The  urinary  sugar  and 
acetone  cleared  after  ten  days.  In  the  third 
week  the  temperature  had  fallen  to  near  normal 
and  the  patient  was  made  ambulant. 

Ten  days  after  admission  an  x-ray  of  the  chest 
showed  a small  area  of  pneumonia  at  the  left 
base.  Eight  days  later  the  infiltration  at  the 
left  base  was  less  pronounced,  but  there  was 
a trace  of  infiltration  at  the  right  base. 

An  x-ray  of  the  abdomen  three  days  after 
admission  showed  a single  fetus  in  the  last 
trimester  in  breech  presentation.  Because  of 
asymmetry  of  the  skull  and  small  parts,  fetal 
death  was  suspected.  Twenty-four  days  after 
admission,  anteroposterior  and  lateral  views 
of  the  abdomen  showed  “some  over-riding  of 
the  carnial  bones  and  more  flexion  of  the  spine 
than  is  usually  observed  in  a normal  pregnancy.” 
The  impression  of  the  radiologist  was  that  the 
fetus  was  dead  No  fetal  heart  sounds  had  been 
heard  since  shortly  after  the  patient’s  admission. 
On  the  twenty-eighth  hospital  day  an  operation 
was  performed. 

Dr.  Curtis  J.  Lund:  At  the  risk  of  being 
repetitious,  I would  like  to  go  over  this  history 
again  to  emphasize  the  chronology.  In  discuss- 
ing obstetric  problems  we  should  always  be 
chronologic.  It  is  true  that  the  development  of 
any  disease  is  a chronologic  event,  but  the  events 
of  gestation  are  so  rigid  that  for  practical  pur- 
poses the  use  of  time  in  assessing  a case  study 
like  this  is  of  the  utmost  importance. 

This  multipara  with  a family  history  of  diabe- 
tes had  one  baby.  We  shall  not  pause  to  discuss 
the  pros  and  cons  of  uterine  suspension  dqne  for 
backache.  Suffice  it  to  point  out  that  the  left 
tube  had  been  removed.  The  right  tube  pre- 
sumably had  caused  some  concern  to  the  physi- 
cian because  he  had  put  a probe  into  it.  No 
uterine  abnormalities  of  a congenital  nature 
were  recognized  at  the  time  of  surgery. 

The  patient  thereafter  had  normal  menstrual 
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periods  for  approximately  two  years  and  then 
two  abnormal  periods  with  a month’s  interval 
in  between.  Those  menses  were  shorter.  It  is 
a little  difficult  to  ascribe  any  particular  signifi- 
cance to  that.  It  happens.  Then  followed  a 
period  of  months  when  she  did  not  feel  well, 
had  presumptive  signs  of  pregnancy,  and  began 
spotting  and  having  slight  to  heavier  bleeding. 
When  she  was  examined  a pink  staining  was 
noted. 

We  should  take  particular  cognizance  of  the 
character  of  this  flow.  Certainly  the  attending 
physician  at  this  time  was  obviously  tojdng 
with  one  of  two  diagnoses,  either  threatened  or 
incomplete  abortion.  The  amount  of  bleeding 
would  seem  a little  less  than  one  would  expect 
with  an  incomplete  abortion.  However,  I think 
the  physician  felt  that  the  abortion  was  far 
enough  advanced  for  him  to  do  a dilatation 
and  curettage  in  order  to  make  a diagnosis  or 
perhaps  to  terminate  an  incomplete  abortion 
or  to  complete  a missed  abortion.  I should  like 
to  point  out  that  the  “cherry  water”  type  of 
discharge  and  the  spotting  are  also  characteristic 
of  ectopic  pregnancy.  I am  sure  that  all  of  you 
who  practice  obstetrics  realize,  as  medical  stu- 
dents do  not,  that  it  is  difficult  to  differentiate 
between  an  unruptured  ectopic  pregnancy  and 
a threatened  abortion.  If  one  asks  medical 
students  about  this,  they  are  completely  at  a 
loss  to  see  how  anyone  could  possibly  confuse 
an  un  ruptured  ectopic  pregnancy  and  a threat- 
ened abortion,  and  yet  the  difficulty  is  real. 

The  patient  had  a curettage  and  the  pathologic 
findings  revealed  decidua.  There  was  no  evi- 
dence of  chorionic  villi.  This  is  not  an  unusual 
finding  in  patients  being  curetted  for  an  in- 
complete abortion.  The  patient  will  have  passed 
the  fetus  and  placenta  so  that  chorionic  tissue 
is  not  found  at  the  time  of  the  diagnostic  curet- 
tage. With  these  findings,  I think  it  would  be 
very  difficult  for  anyone  to  say  that  the  patient 
was  or  had  been  pregnant.  Decidua  can  be 
found  with  a corpus  luteum  cyst.  Up  to  this 
point,  one  could  consider  the  diagnostic  possibility 
of  a corpus  luteum  cyst. 

The  patient  left  the  hospital  and  in  a few 
days  returned  feeling  miserable  with  increasing 
lower  abdominal  pain.  I should  like  to  point 
out  that  nowhere  in  the  history  was  there  evi- 
dence of  a catastrophic  pain.  The  patient  had 
not  fainted.  She  had  not  had  any  seizure  which 
might  suggest  the  sudden  rupture  of  an  ectopic 


pregnancy.  Three  to  four  months  had  elapsed 
since  the  last  menstrual  period.  This  would 
rule  out  ectopic  pregnancy  in  the  areas  of  the 
tube  close  to  the  uterus  which  usually  rupture 
in  the  first  four  to  eight  weeks  of  gestation.  If 
this  were  a tubal  pregnancy,  the  implantation 
must  have  been  in  some  part  of  the  tube  which 
was  more  distensible.  The  patient  had  diffi- 
culty in  moving  her  bowels,  a common  complaint 
of  patients  with  ectopic  pregnancy.  Often  they 
are  at  stool  when  the  rupture  occurs.  The  urge 
to  defecate  at  this  time  is  probably  not  due  to 
feces  and  more  likely  it  is  due  to  an  accumulation 
of  blood  in  the  cul-de-sac. 

The  pelvic  examination  was  difficult  because 
of  pain,  so  we  can  assume  the  doctor  didn’t  get 
much  information  from  it.  All  of  us  would  have 
the  same  difficulty  in  this  particular  patient. 
The  tachycardia  of  90  would  seem  a little  out  of 
line  for  the  amount  of  fever  present,  slightly 
over  100  F.  The  blood  count,  not  previously 
mentioned,  was  now  available  and  showed  a 
hemoglobin  of  72  per  cent.  One  could  assume 
that  this  represented  a minor  drop  in  hemoglobin, 
but  it  certainly  indicated  no  major  hemorrhage. 
The  white  cell  count  was  normal.  The  sedimen- 
tation rate  was  mentioned  a couple  of  times. 

I want  to  emphasize  the  uselessness  of  the  sedi- 
mentation rate  when  making  any  diagnosis  during 
pregnancy.  The  normal  increase  in  sedimenta- 
tion rate  in  all  pregnancies  impairs  its  usefulness  ' 
in  obstetrics. 

Two  days  later  a bulge  was  found  in  the  cul- 
de-sac.  It  is  difficult  for  me  to  deduce  the  phy- 
sician’s thoughts  at  this  point.  Had  he  been 
convinced  earlier  that  this  patient  had  an 
incomplete  abortion,  he  might  now  suspect 
a cul-de-sac  abscess  which  often  follows  infected 
abortion.  The  white  blood  cell  count  of  7,000 
with  a normal  differential  certainly  does  not 
speak  for  cul-de-sac  abscess.  A count  of  15,000 
or  more  is  the  rule,  and  usually  it  is  20,000  with  | 
90  per  cent  neutrophils.  The  bulging  in  the 
cul-de-sac  might  have  been  pus,  but  the  doctor  i 
put  a needle  into  it  and  found  blood.  The  pres- 
ence of  blood  in  the  cul-de-sac  is  almost  but  not  1 
quite  positive  evidence  of  ectopic  pregnancy. 
Surprises  are  possible.  The  most  remote  source 
that  we  have  ever  found  for  blood  in  the  cul-de- 
sac  was  from  a ruptured  splenic  vessel  which, 
incidentally,  gave  symptoms  not  unlike  an  ectopic 
pregnancy.  Another  diagnostic  possibility  which 
might  produce  it  more  frequently  is  ruptured 
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Fig.  1.  Breech  presentation  showing  extreme  flexion 
of  spine  and  over-riding  of  the  bones  of  the  skull 
(anteroposterior  view). 


corpus  luteura  cyst  with  bleeding.  Occasionally 
a ruptured  endometrial  cyst  or  a ruptured 
ovarian  cyst  will  produce  blood  in  the  cul-de-sac. 

Nothing  further  was  done,  some  antibiotic 
therapy  was  given,  and  the  patient  gradually 
improved.  She  continued  to  be  unwell  and  to 
have  pain.  The  first  x-ray  was  taken  one  month 
after  discharge,  and  I think  we  might  look  at 
that  now. 

Dr.  Fred  Barton:  We  thought  that  the  fetus 
we  saw  was  possibly  four  months  of  age.  The 
baby  was  more  to  the  right  than  one  would 
expect.  It  was  a breech  with  the  back  more  or 
less  to  the  midline  of  the  mother  and  the  extrem- 
ities more  or  less  toward  the  right  side  of  the 
mother.  A fetus  this  size  is  highly  unlikely  to 
be  less  than  four  months  of  age.  It  could  be  as 
much  as  five  months. 

Dr.  Lund:  She  was  readmitted.  The  cramp- 
ing pain  had  now  been  present  for  five  months. 
Pregnancy  had  progressed.  The  fetal  heart 
could  still  be  heard  but  not  for  long.  She  had 
evidence  of  glucose,  acetone,  and  diacetic  acid 
in  the  urine.  This  is  a little  difficult  for  me  to 
interpret.  The  2 plus  glucosuria  with  fasting 
sugars  of  86  and  90  could  very  well  mean  in- 


Fig. 2.  Same  as  Fig.  1.  lateral  view. 


cipient  diabetes  or  the  so-called  prediabetic 
state.  In  a series  of  glucose  tolerance  tests 
done  on  women  who  have  had  excessively 
sized  babies,  4,500  Gm.  or  over,  we  have  found 
that  a fasting  blood  sugar  of  90,  while  compar- 
atively normal  for  a nonpregnant  person,  has 
more  significance  during  pregnancy.  I believe 
that  this  patient  may  ultimately  develop  dia- 
betes. That  is  beside  the  point  at  the  moment. 
She  had  fever  at  this  time  and  some  pneumonia. 
This  probably  does  not  add  greatly  to  the  case 
study  except  that  the  doctor  had  to  treat  it, 
which  he  did. 

The  “uterus”  was  palpable  at  the  umbilicus. 
Let  me  remind  you  that  the  uterus  had  been 
invaded  with  a curette  some  five  months  before, 
only  a month  before  a four-month  fetus  was 
found  by  x-ray.  This  would  make  it  unlikely 
that  a pregnancy  had  been  missed  by  the  curette. 
It  is  possible  that  this  pregnancy  was  intrau- 
terine in  a rudimentary  horn  and,  therefore,  the 
uterus  was  now  enlarged  to  this  size.  The  fact 
that  the  uterus  had  been  seen  and  suspended 
years  before  should  rule  out  congenital  anomalies, 
so  we  must  assume  that  the  mass  at  the  umbilicus 
did  not  represent  the  uterus.  We  have  interest- 
ing x-rays  that  were  taken  about  that  time. 

Dr.  Barton:  The  fetus  is  easily  visible 
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(Figs.  1 and  2).  It  has  grown  since  the  previous 
film  and  still  lies  in  the  same  position  in  a breech 
presentation.  There  was  extreme  flexion  of 
the  spine  and  over-riding  of  the  bones  of  the 
skull,  signs  of  fetal  death. 

Dr.  Lund:  The  baby  died  in  utero  and  then 
the  story  closes.  An  operation  was  performed. 
The  story  up  to  this  point  strongly  suggests 
ectopic  pregnancy.  It  suggests  an  ectopic 
pregnancy  that  was  contained  rather  than  an 
abdominal  pregnancy.  The  pregnancy  was  at 
term  or  thereabouts,  so  we  are  dealing  with  a 
rare  obstetric  complication,  an  ectopic  pregnancy 
at  or  near  term,  and  the  uterine  cavity  was  pre- 
sumably empty.  The  patient  had  a good  deal  of 
discomfort  throughout  the  entire  pregnancy  with 
pain,  nausea,  vomiting,  and  symptoms  of  bowel 
pressure.  The  fetus,  as  the  x-rays  show,  remained 
in  a fixed  position  for  at  least  five  months. 

Advanced  abdominal  or  ectopic  pregnancy  at 
or  near  term  suggests  three  basic  diagnostic 
possibilities.  First  and  foremost  would  be  an 
intraligamentous  pregnancy.  The  second,  in 
terms  of  frequency,  would  be  an  abdominal 
pregnancy.  The  third  would  be  an  advanced 
tubal  pregnancy. 

Why  is  intraligamentous  pregnancy  the  more 
logical  diagnosis?  There  was  no  sudden  episode 
of  shock  or  bleeding  which  would  mark  the  rup- 
ture of  a tubal  pregnancy.  With  abdominal 
pregnancy  the  patient  can  frequently  recall  the 
time  when  rupture  occurred  and  the  fetus 
dropped  down  into  the  cul-de-sac  or  into  the 
abdomen.  On  the  other  hand,  it  is  possible  for 
the  tube  to  rupture  along  the  mesosalpinx  with 
secondary  implantation  into  the  broad  ligament 
without  symptoms  of  a catastrophic  nature. 
Certainly  a term  pregnancy  in  a tube  cannot  be 
ruled  out  by  any  of  these  points.  Both  intra- 
ligamentous and  the  contained  tubal  pregnancy 
are  rare,  the  latter  being  the  most  uncommon  of 
all.  Abdominal  pregnancy  cannot  be  conclu- 
sively ruled  out.  As  a rule,  however,  the  baby 
in  abdominal  pregnancy  is  in  a transverse  posi- 
tion. It  usually  lies  higher  and  sprawls  out 
because  it  is  not  contained.  With  abdominal 
pregnancy  the  lateral  x-ray  shows  fetal  small 
parts  lying  behind  the  spine  as  the  baby  spreads 
out  into  the  abdomen.  The  small  parts  can  be 
palpated  readily  through  the  abdomen.  We 
have  no  such  findings  here.  Therefore,  I think 
that  we  have  intraligamentous  pregnancy  with 
a dead  baby. 


Question:  With  this  patient  acutely  ill, 
would  you  consider  doing  a hysterogram  to 
rule  out  absolutely  pregnancy  in  the  uterus? 

Dr.  Lund:  It  might  be  of  some  value.  Of 
course  the  uterus  has  already  been  invaded, 
and  I think  we  could  do  a hysterogram  without 
much  hesitation.  It  might  add  a little  bit. 

Question.  What  is  your  opinion  of  the  value 
of  the  cul-de-sac  aspiration  of  gynecologic  differ- 
ential diagnosis? 

Dr.  Lund.  We  make  a great  deal  of  use  of 
the  cul-de-sac  puncture.  It  has  been  condemned 
by  many  people.  It  has  many  rabid  supporters. 
We  take,  perhaps,  a more  intermediate  view, 
but  we  do  believe  that  it  is  of  great  help.  We 
use  it  almost  routinely  in  any  suspected  ectopic 
pregnancy.  In  obvious  ruptured  ectopic  preg- 
nancy with  profuse  bleeding  it  becomes  unneces- 
sary. The  procedure  can  be  done  in  the  ex- 
amining room.  Our  usual  procedure  is  to  give 
the  patient  50  to  100  mg.  of  Demerol  intrave- 
nously, prepare  the  vagina,  and  plunge  a large 
long  needle  into  the  cul-de-sac  about  one  to 
two  centimeters  behind  the  cervix.  A rubber 
tube  on  the  hub  of  the  needle  leads  to  the  syringe 
outside  the  vagina.  If  blood  is  found,  where  did 
it  come  from,  the  cul-de-sac  or  from  an  acciden- 
tally punctured  vein?  Two  things  make  the 
diagnosis  more  certain.  First,  the  blood  should 
be  put  into  a small  dry  test  tube  and  observed. 
If  it  clots  within  seven  minutes,  vena  puncture 
is  diagnosed.  If  the  blood  remains  liquid  and 
does  not  clot  within  seven  to  ten  minutes,  the 
blood  probably  came  from  the  cul-de-sac  and 
the  peritoneal  cavity.  If  there  is  doubt,  we 
reinsert  the  needle  for  the  chance  of  getting  into 
a vein  twice  is  not  great.  If  small  flecks  of 
dark  blood  and  small  clots  can  be  seen  when 
the  blood  is  squirted  on  clean  gauze,  these 
obviously  are  from  the  peritoneal  cavity. 

Question:  Would  you  have  done  anything 
differently  in  the  handling  of  this  case? 

Dr.  Lund:  Yes,  I believe  that  I would  have 
done  a laparotomy  at  the  time  the  blood  was 
aspirated  from  the  cul-de-sac.  Blood  in  the 
cul-de-sac  must  be  explained  and  laparotomy  is 
indicated  unless  there  is  a question  of  bleeding 
from  a ruptured  corpus  luteum.  This  patient’s 
symptoms  were  too  severe  for  that  and  extended 
over  too  long  a period  of  time. 

Question:  Would  you  comment  on  the  find- 
ing of  a negative  frog  test  during  the  second  ad- 
mission when  the  patient  was  presumably  about 
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three  months  pregnant? 

Dr.  Lund:  In  our  laboratory  a negative 
frog  test  for  pregnancy  means  little.  False 
negative  tests  are  common,  but  false  positive 
tests  are  very  rare. 

Diagnoses 

Clinical. — Extrauterine  pregnancy. 

Dr.  Lund. — Intraligamentous  pregnancy. 
Anatomic. — Intraligamentous  pregnancy. 

Pathologic  Report 

Dr.  David  Kaplan:  On  opening  the  abdo- 
men we  found  a sac  which  was  the  broad  liga- 
ment. When  opened,  it  was  found  to  contain 
the  fetus.  The  dead  fetus  was  removed.  The 


placenta  was  fastened  posteriorly  to  the  posterior 
abdominal  wall  with  the  broad  ligament,  and 
we  decided  that  it  would  be  too  dangerous  to 
try  to  remove  it.  We  clamped  off  and  tied  the 
cord  as  close  to  the  placenta  as  we  could. 

Dr.  Lund:  I think  this  was  the  correct 

method  of  surgical  management.  At  times  the 
placenta  can  be  removed  in  this  type  of  ectopic 
pregnancy,  but  it  is  usually  best  not  to  do  so. 
The  same  holds  true  of  abdominal  pregnancy. 
Fatal  hemorrhage  may  occur.  The  placenta  will 
be  absorbed  if  left  in  situ.  Occasionally  a 
placental  cyst  will  form,  and  subsequent  opera- 
tion may  be  necessary.  Our  rule  is  to  leave  the 
placenta  attached.  The  remote  possibility  of  a 
placental  cyst  and  need  for  subsequent  surgery 
does  not  alter  the  rule  to  leave  the  attached 
placenta. 


Hormonal  Treatment  of  Thyroid  Cancer 


Is  thyrotropic  hormone  a promoting  factor  in 
thyroid  cancer?  Does  suppression  of  this  hormone 
by  daily  administration  of  dessicated  thyroid 
result,  in  some  cases,  in  regression  of  the  neoplasm? 
These  two  questions  are  dealt  with  in  this  brief 
paper  by  (1)  a concise  discussion  of  rationale  and 
(2)  a report  of  the  results  in  nine  patients  observed 
from  three  weeks  to  twenty-eight  months.  As  Dr. 
Colin  G.  Thomas,  Jr.,  University  of  North  Carolina, 
summarizes  them,  results  were  as  follows:  In  three 
patients  there  was  no  response  and  clinical  evidence 


of  rapid  progression  of  the  disease;  in  two  patients, 
there  was  inhibition  of  tumor  growth,  but  little 
histologic  evidence  of  change;  in  two  patients  there 
was  regression  of  tumor  growth  as  evidenced  by 
clinical,  roentgenographic,  and  histologic  examina- 
tion; in  one  there  was  regression  of  metastases  in 
one  lung  and  progression  in  the  other;  in  one 
patient  no  change  was  seen  in  the  three  weeks  she 
was  under  observation. 

— Journal  of  Clinical  Endocrinology  and  Metab- 
olism, February,  1957 
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Intussusception  with  Extrusion  of  Intestine 


Through  the  Rectum 


ROBERT  GREEXWALD,  M.D.,  HAROLD  FRIEDMAN,  M.D.,  AND  JAMES  M.  WINFIELD,  M.D.,  F.A.C.S. 

NEW  YORK  CITY 


( From  the  Department  of  Surgery,  Xew  York  Medical  College,  Flowtr  and  Fifth  Avenue  Hospitals) 


f n'tussusceptiox  is  said  to  be  the  most  frequent 
cause  of  intestinal  obstruction  in  childhood.1 
Sixty-nine  per  cent  of  cases  of  intussusception  are 
one  year  of  age  or  younger,  and  80  per  cent  of  the 
cases  are  under  two  years  of  age.2'3  Ninety  to  95 
per  cent  of  cases  occur  in  children.  While  intra- 
luminal pathology  has  been  frequently  implicated 
as  a cause  of  intussusception  in  adults,  such  pa- 
thology is  rarely  found  in  young  children.  Xorden- 
toft  and  Hansen,4  in  a report  of  666  cases  under  two 
years  of  age,  found  1.7  per  cent  of  cases  to  be  as- 
sociated with  intraluminal  pathology,  while  9.2 
per  cent  of  876  cases  over  two  years  of  age  showed  in- 
traluminal pathology. 

There  are  many  theories  advanced  as  to  the  eti- 
ology of  intussusception.  Xorthnagel5  in  1898 
implicated  intestinal  spasm  as  a starting  point  for 
intussusception.  Hypermobility  due  to  change 
from  milk  to  solid  foods,  enteritis,  allergy,  and  au- 
tonomic dysfunction  have  also  been  implicated.2 
Excessive  motility  of  the  cecum  and  exaggeration  of 
the  normal  protrusion  of  the  ileum  into  the  cecum 
have  been  mentioned  by  other  authors.6  Lymph- 
oid hyperplasia  of  the  distal  ileum  and  mesentery 
has  been  described  by  others.7 

Intussusception  in  children  is  most  frequently  of 
the  ileocolic  type,  accounting  for  80  per  cent  of  re- 
ported cases.1  From  the  initial  point  of  intussus- 
ception the  intussusceptum  may  conceivably  pro- 
gress to  any  point  within  the  large  bowel.  In 
a series  of  610  cases  Gross  describes  six  cases  that 
progressed  to  the  point  of  protrusion  from  the  anus; 
one  was  reported  at  Flower  and  Fifth  Avenue  Hos- 
pitals by  Fobes  and  Bishop.8-9  That  this  condition 
does  not  occur  with  greater  frequency  is  probably 
due  to  early  recognition  of  the  disease  and  to  ana- 
tomic fixation  of  the  large  bowel  by  mesentery  and 
peritoneal  reflections. 

The  purpose  of  this  paper  is  to  present  a case  in 
which  complete  passage  of  the  intussusception  oc- 
curred, the  cecum  and  ileum  passing  from  the  anus 
along  with  an  inverted  appendix.  To  our  knowledge 


Fig.  1.  Photograph  taken  one-half  hour  preopera- 
tively  showing  extrusion  of  inverted  cecum  through  the 
anus.  At  the  lowermost  portion  of  the  cecum  is  noted 
an  inverted  appendix  with  the  ileocecal  valve  visible 
midway  up  the  extruded  large  intestine. 

this  condition  has  been  described  and  pictured  on 
only  one  previous  occasion.8 

Case  Report 

M.  S.,  a seven-month-old,  Negro  male,  was  ad- 
mitted to  Flower  and  Fifth  Avenue  Hospitals  on 
March  22,  1956,  with  a hemorrhagic  mass  extruding 
from  his  rectum. 

One  month  prior  to  admission  the  patient  had  an 
episode  of  constipation,  colicky  pain,  and  passage  of 
bloody  stools  which  lasted  three  days.  The  patient 
was  treated  with  enemas  by  his  mother  at  home. 
On  the  morning  of  admission  the  patient  developed 
anorexia  and  became  listless.  He  had  four  dark  red 
mucoid  stools  throughout  the  day  and  in  the  eve- 
ning began  to  have  brief  episodes  of  crying.  About 
one-half  hour  before  admission  a sausage-shaped 
mass  protruded  from  the  anus. 
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Fig.  2.  Surgical  specimen  after  excision.  The 
needle  is  inserted  in  the  ileocecal  valve  of  the  inverted 
cecum.  The  ileum  is  contained  within  the  cecum. 


On  examination  the  infant  was  observed  to  be 
listless,  and  his  skin  was  cold  and  clammy.  The 
abdomen  revealed  depression  of  the  right  iliac  region 
and  lack  of  intestinal  contents  intraperitoneally  on 
the  right  side  of  the  abdomen  on  palpation.  A 7 by 
3-cm.,  vertical,  fusiform  mass  was  palpated  on  the 
left  side  of  the  abdomen.  Protruding  from  the  anus 
were  approximately  10  cm.  of  intestine,  including 
the  cecum,  ileocecal  valve,  and  an  inverted  appendix 
(Fig.  1). 

A cutdown  was  performed  immediately,  and 
parenteral  fluids  were  administered  because  of  exist- 
ing shock.  The  patient  was  taken  to  the  operating 
room  one  hour  after  admission. 

A midline  incision  was  made  from  the  xiphoid 
process  to  within  5 cm.  of  the  pubis  passing  to  the 
right  of  the  umbilicus.  Exploration  of  the  abdomen 
revealed  a fusiform  mass  of  colon  within  the  left 
upper  abdomen.  At  the  point  where  the  ileum  en- 
tered the  intussuscipiens,  an  area  of  gangrene  was 
noted.  Intussuscipiens  and  intussusception  were 
bound  by  adhesions  at  this  point.  There  was  a 
moderate  amount  of  serous  fluid  within  the  ab- 
dominal cavity,  and  enlarged  mesenteric  lymph 
nodes  were  prominent.  Attempts  at  manual  re- 
duction of  the  intussuscepted  ascending  colon  and 
ileum  were  without  success.  The  ileum  and  colon 
at  the  splenic  flexure  were  therefore  transected,  and 
the  cecum  and  ascending  colon  with  contained  ileum 
were  removed  rectally.  Primary  end-to-end  anas- 
tomosis was  then  accomplished  between  the  ileum 
and  splenic  colon.  At  approximately  8 cm.  proxi- 
mal to  the  anastomosis  a number  18  polyethylene 
tube  was  inserted  into  the  small  bowel  in  the  form  of 
a Witzel  enterostomy  and  was  brought  out  through 
a stab  wound  lateral  to  the  incision.  The  abdominal 
cavity  was  closed  with  through-and-through  inter- 
rupted silk  sutures. 

The  intact  specimen  consisted  of  a mass  of  in- 
testinal tissue  measuring  21  by  8 cm.  The  outer 
layer  of  the  intussusception  was  composed  of  cecum 
and  ascending  and  transverse  colon,  whereas  the 
inner  layer  was  composed  of  terminal  ileum.  At  the 
base  of  the  cecum  was  an  inverted  appendix  (Fig.  2). 


Fig.  3.  The  patient  is  shown  four  weeks  postopera- 
tively. 


The  entire  specimen  was  hemorrhagic  and  boggy. 
A 1-cm.  superficial  ulceration  was  noted  over  the 
mucosal  aspect  of  the  cecum.  At  the  point  of  tran- 
section the  ileum  was  found  to  be  grossly  gangrenous. 
Fibrinous  adhesions  were  found  between  the  serous 
layers  of  the  ileum  and  colon.  Microscopically, 
typical  sections  revealed  marked  submucosal  hyper- 
emia with  diffuse  inflammatory  changes  and  edema 
of  the  serosa. 

Postoperatively  the  patient  was  maintained  on 
nasogastric  suction  for  twenty-four  hours.  The  pa- 
tient was  kept  in  a thermostatically  controlled  oxy- 
gen tent.  Intravenous  fluids  were  given  via  the 
cutdown,  and  penicillin,  streptomycin,  and  Chloro- 
mycetin were  administered  intramuscularly. 

On  the  second  postoperative  day  feedings  of  lac- 
tose water,  supplemented  by  parenteral  fluids,  were 
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begun.  On  the  third  postoperative  day  a dilute 
formula  was  instituted.  The  patient  passed  a stool 
on  the  third  postoperative  day.  The  enterostomy 
tube  was  removed  on  the  tenth  postoperative  day. 
The  temperature  remained  normal  after  the  second 
postoperative  day.  At  no  time  during  the  post- 
operative period  was  diarrhea  noted,  and  weight 
loss  was  not  remarkable.  Figure  3 shows  the  patient 
four  weeks  postoperatively  at  the  time  of  discharge. 
At  this  time  the  patient  was  taking  a normal  diet 
for  his  age. 

Comment 

At  present  with  the  proper  precautions  and  adher- 
ence to  rigid  criteria  the  hydrostatic  reduction  un- 
der fluoroscopy  appears  to  be  increasing  in  popu- 
larity as  a method  of  treatment  for  selected  cases 
of  acute  intussusception.4’10’11  In  regard  to  this 
growing  departure  from  celiotomy,  Gross  is  of  the 
opinion  that  no  attempt  should  be  made  to  attack 
an  externally  extruded  intussusceptum  locally. 
The  patient  should  be  explored  surgically  and  an 
effort  made  at  careful  manual  reduction  intra- 
abdominally.  Prolonged  and  persistent  efforts  at 
taxis  during  the  operation  are  mentioned  only  to 
be  abhorred.  They  are  considered  dangerous,  pro- 
longing the  length  of  the  operative  time  on  a criti- 
cally ill  patient  and  traumatizing  the  involved  in- 
testine. Annular  pressure  may  help  decrease  the 
amount  of  intestinal  resection,  but  persistent  efforts 
to  accomplish  complete  reduction  are  difficult  in 
this  type  of  intussusception.3’12 

Resection  in  the  case  reported  was  necessitated 
by  the  marked  congestion  of  the  externally  ex- 
truded portion  of  the  intussusceptum,  the  gangrenous 
ileum,  and  adhesions  between  the  serosal  surfaces 
of  the  ileum  and  ascending  colon. 

It  is  the  feeling  of  the  authors  that  a small  poly- 
vinyl tube  inserted  proximal  to  the  anastomosis 
to  act  as  a safety  valve  may  have  contributed  in 
part  to  the  smooth  postoperative  course  of  the 
patient.13  However,  if  time  permits  preoperatively, 
a pediatric-sized  intestinal  tube  should  be  used  for 
decompression  of  the  small  intestine  in  the  early 
postoperative  period.  The  Witzel  tube  serves  its 
purpose  in  those  cases  requiring  immediate  opera- 


tive intervention  without  time  for  intestinal  tube 
installation. 

Convalescence  in  this  case  was  greatly  shortened 
by  the  fact  that  primary  anastomosis  was  satisfac- 
torily accomplished.  This  procedure  has  had  good 
results  in  the  hands  of  Dennis14  and  will  probably 
be  used  in  more  cases  in  the  future  because  of  the 
recent  advances  in  the  fields  of  antibiotic  therapy 
and  anesthesia. 


Summary 

1.  Intussusception  is  the  most  frequent  cause 
of  intestinal  obstruction  in  childhood. 

2.  Many  theories  have  been  advanced  as  to  the 
etiology  of  intussusception. 

3.  Ileocolic  type  of  intussusception  is  the  most 
common  form.  However,  the  intussusceptum 
rarely  progresses  to  protrusion  through  the  anus. 

4.  An  externally  extruded  intussusceptum  should 
not  be  attacked  locally.  Manual  reduction  which 
is  not  prolonged  and  persistent  may  be  attempted 
at  celiotomy  before  resection  is  done. 

5.  An  intestinal  decompression  tube,  pediatric 
size,  should  be  introduced  preoperatively.  If  this 
is  not  done,  a Witzel  enterostomy  writh  polyethyl- 
ene tubing  proximal  to  the  anastomosis  for  decom- 
pression postoperatively  should  be  considered. 
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Pick  A.M.A.  Committee  on  Industrial  Ophthalmology 


The  A.M.A.  Council  on  Industrial  Health 
announced  that  it  has  completed  selection  of  a new 
committee  on  industrial  ophthalmology.  Members 
are:  Drs.  Edmund B.  Spaeth,  chairman,  Philadelphia; 
Edmund  L.  Cooper,  Detroit;  Franklin  M.  Foote, 


New  York;  Ralph  S.  McLaughlin,  Laconia,  N.  H.; 
Joseph  F.  Novak,  Pittsburgh,  and  Ralph  W. 
Ryan,  Morgantown,  W.  Va. 

The  committee  will  hold  its  first  meeting  June  7, 
in  conjunction  with  the  A.M.A.  session  in  New  York. 
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Ritter  s Disease  ( Dermatitis  Exfoliativa  Neonatorum) 

with  Recover  v 


HENRY  RASCOFF,  M.D.,  F.A.C.P.,  AND  IRVING  SCHEINBLUM,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Pediatric  Service  of  Beth-El  Hospital) 


rjpms  case  is  reported  because  of  its  rarity,1 
because  recovery  was  obtained  in  a disease 
which  if  inadequately  treated  has  a 50  per  cent  mor- 
tality,2 and  because  Meticorten  was  used  in  the 
treatment  of  exfoliative  dermatitis  in  the  neonatal 
period. 


Case  Report 

An  eight-day-old  infant  was  admitted  to  Beth- 
El  Hospital  on  May  20,  1956,  because  of  extensive 
peeling  of  the  skin.  He  had  been  delivered  at  an- 
other institution,  and  both  the  birth  history  and 
neonatal  course  were  uneventful.  Subsequent  in- 
quiry revealed  that  during  the  child’s  stay  in  the 
maternity  pavilion  there  were  no  skin  or  gastro- 
intestinal disturbances  reported.  The  infant  was 
circumcised  on  the  third  day  and  discharged  three 
days  later.  At  home  the  following  morning  the 
mother  noticed  that  the  infant  was  irritable  and 
took  its  feedings  poorly.  On  examination  she  dis- 
covered a bright  redness  and  swelling  of  the  right 
toe.  Within  the  next  few  hours  the  original  lesion 
had  extended  to  include  both  lower  extremities  and 
the  groin.  By  nightfall  the  face,  both  arms,  and  the 
umbilical  area  were  also  affected.  The  family 
physician  was  called,  and  hospitalization  was  ad- 
vised. 

On  admission  the  child  presented  the  picture  of  a 
critically  ill  infant.  More  than  half  of  the  body 
surface,  including  the  face,  neck,  trunk,  and  all  four 
extremities  were  involved  (Fig.  1).  The  lesions  were 
of  three  types  and  scattered.  Some  areas,  com- 
pletely denuded  of  epidermis,  were  bright  red  and 
edematous.  Others  were  covered  by  peeling  skin, 
and  still  other  areas,  particularly  about  the  face, 
were  crusted  and  exudative.  The  skin  could  easily 
be  removed  by  friction  (Nikolsky’s  sign).  The  tem- 
perature was  101  F. 

The  infant  was  placed  in  isolation  and  in  a heated 
incubator.  The  skin  was  kept  uncovered  and  a 
sterile  technic  adopted.  Antibiotic  therapy  in  the 
form  of  100,000  units  of  aqueous  penicillin  every 
three  hours  and  25  mg.  of  streptomycin  every  six 
hours  was  given  intramuscularly.  Because  of  the 
extensive  dermatitis  2 ‘/2  mg.  of  Meticorten  was 
given  orally  every  six  hours.  Bacitracin  ointment 
was  applied  to  the  crusted  lesions,  while  the  other 
affected  areas  were  left  exposed.  The  infant  refused 
an  evaporated  milk-dextrimaltose  formula  on  ad- 
mission but  readily  took  5 per  cent  glucose  water. 
Twelve  hours  later  it  took  the  formula,  and  there 
was  no  feeding  problem  during  the  rest  of  the  hos- 
pital stay. 


Fig.  1. 


The  blood  count  revealed  a hemoglobin  of  12  Gm. 
and  a white  blood  count  of  12,000.  Differential  was 
neutrophils  45,  lymphocytes  49,  eosinophils  3, 
and  monocytes  3.  The  examination  of  the  urine 
was  negative,  and  a blood  culture  was  also  negative. 
Staphylococcus  aureus  was  obtained  from  epidermal 
culture. 

Antibiotic  therapy  in  full  strength  was  continued 
for  three  days,  then  gradually  diminished  in  dosage, 
and  finally  discontinued  on  the  sixth  day.  Hormone 
therapy  was  unchanged  for  the  first  forty-eight 
hours,  then  decreased  daily  by  25  per  cent,  and 
stopped  on  the  fifth  day.  For  the  first  three  days  the 
temperature  fluctuated  between  99  and  101  F.,  but 
it  was  normal  after  that  period  until  the  time  of 
discharge. 

By  the  third  hospital  day  almost  the  entire  body 
had  become  involved,  but  the  original  areas,  such  as 
the  legs  and  groin,  were  now  covered  by  a pink  layer 
of  corium.  On  the  fifth  day  the  trunk  was  almost 
free  of  any  lesion ; however  the  face  still  showed  some 
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crusted  areas.  Nine  days  after  admission  the  child 
was  discharged  with  no  evidence  of  the  exfoliative 
process. 

Comment 

Exfoliative  dermatitis  in  the  newborn  was  first 
described  in  1878  by  Ritter,3  who  believed  that  it 
was  one  of  the  manifestat  ions  of  pyemia  in  the  neo- 
natal period.  Since  then  sporadic  reports  have 
appeared  in  the  literature.2  Hallez4  could  not  find 
a recorded  case  in  the  British  literature  until 
1925,  and  from  1925  to  1953  James6  could  only  dis- 
cover two  cases  in  the  same  medical  press.  He 
believed  that  the  disease  was  being  reported  as  a 
malignant  form  of  pemphigus.  Although  most 
reports  have  dealt  with  single  cases,  Lee  et  al.2 
in  1952  reported  an  epidemic  form  of  the  disease 
affecting  ten  newborn  infants  with  a mortality  of 
50  per  cent. 

Various  etiologic  factors  have  been  considered  as 
causative  in  Ritter’s  disease,  such  as  toxic  degenera- 
tion of  the  skin,  which  invites  a secondary  staphyl- 
ococcal infection,6  a pathologic  exaggeration  of  the 
normal  neonatal  peeling,6  diffuse  peripheral  vascu- 
lar lesion,7  and  temporary  dysfunction  of  the  endo- 
crine system.8  However,  it  is  increasingly  clear 
that  the  probable  cause  is  infectious  in  origin, 
as  evidenced  by  the  recovery  of  pathogenic  organ- 
isms from  skin  cultures  in  a number  of  reported 


cases2’6-9  and  the  satisfactory  response  to  antibiotic 
therapy.9 

Meticorten  has  been  successfully  employed  in 
exfoliating  dermatoses  in  older  age  groups.10  In 
view  of  the  child’s  critical  condition  on  admission 
we  felt  justified  in  using  it  in  this  case.  It  is  in- 
teresting to  note  that  an  infant  in  the  neonatal 
period  was  able  to  tolerate  a dose  of  10  mg.  of  Meti- 
corten daily  without  any  evidence  of  untoward 
side-effects. 

Summary 

A case  of  exfoliative  dermatitis  in  the  newborn 
(Ritter’s  disease)  is  reported.  Recovery  was  ob- 
tained following  the  use  of  antibiotics  and  Meti- 
corten. 

References 

1.  McCarthy,  J.  T.,  and  Nelson.  C.  T. : Pediatric 

Clinics  of  North  America,  Philadelphia,  W.  B.  Saunders  Co., 
1956,  p.  507. 

2.  Lee,  H.  F.:  J.  Pediat.  41 : 159  (1952). 

3.  Ritter  von  Rittershain,  G. : Centralztif.  Kinderheilk, 
1878,  vol.  2 and  3. 

4.  Hallez,  G.  L.:  Nourisson  20:  270  (1932). 

5.  James,  T.:  Post-Grad.  M.  J.  29:  156  (1953). 

6.  Winternitz,  R.:  Arch.  Dermat.  u.  Syph.  44:  397 
(1898). 

7.  Skinner.  E.  F.:  Arch.  Dermat.  & Syph.  22  : 75  (1 890). 

8.  Sano,  M.  E.:  J.  Pediat.  23 : 280  (1943). 

9.  Smith,  E.,  and  Schonberg,  I.  L. : Ohio  M.  J.  50:  541 
(1954). 

10.  Andrews,  G.,  and  Domankas,  A.:  Clinical  Results 
with  Prednisone  (Meticorten),  presented  before  the  First 
International  Conference  on  the  Clinical  and  Metabolic 
Effects  of  Meticorten,  May  31,  1955. 


( Camoquin ) in  the  Treatment  of  Discoid  Lupus  Erythematosus 


Amodioquin 

After  treating  22  adult  patients  over  periods  of 
eight  to  fifty-four  weeks,  the  authors  conclude  that 
amodioquin  (Camoquin,  Parke,  Davis)  is  an 
effective  drug  in  the  treatment  of  discoid  lupus 
erythematosus.  Improvement  in  all  lesions  and 
complete  macroscopic  involution  of  some  smaller  or 
recent  lesions  were  noted  in  15  of  the  22  patients, 
and  in  the  other  seven  reduction  of  erythema  and 
size  of  the  lesions  was  observed.  In  these  latter 
seven,  complete  macroscopic  involution  of  lesions 


did  not  occur.  In  all  instances  the  atrophic  scar 
formation  was  persistent.  No  serious  side-effects 
were  noted,  but  two  patients  complained  of  slight 
giddiness  while  taking  the  drug.  Hematologic 
studies  and  urinalyses  did  not  reveal  any  adverse 
reactions. 

— Raymond  C.  V.  Robinson,  M.D.,  Harry  M . 
Robinson,  Jr.,  M.D.,  and  John  F.  Strahan,  M.D., 
University  of  Maryland,  Bulletin,  University  of 
Maryland  School  of  Medicine,  January,  1957 
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Exogenous  Hemochromatos is 

A Case  oj  Typical  Hemochromatosis  Caused  by  Repeated  Transfusions  of 

Blood 


C.  PAUL  NAY,  M.D.,  BINGHAMTON,  NEW  YORK 
( From  the  Department  of  Medicine  of  the  Binghamton  City  Hospital) 


nPiiE  term  “exogenous  hemochromatosis”  was 
x introduced  in  1948  to  describe  a condition  caused 
by  an  abnormal  deposit  of  an  ii'on  pigment  after 
numerous  transfusions  of  blood.1  The  view  that 
all  the  characteristics  of  the  well-known  entity 
“true”  hemochromatosis  can  develop  in  the  so- 
called  transfusional  or  exogenous  hemochromatosis 
has  been  questioned.2  Classic  hemochromatosis 
supposedly  results  from  an  inborn  error  of  iron 
metabolism  and  a continuous  overabsorption,  de- 
position, and  accumulation  of  an  iron  compound  in 
various  tissues  of  the  body.  The  characteristic 
clinical  manifestations  are  hepatic  cirrhosis,  dia- 
betes, bronzing  of  the  skin,  and  congestive  heart 
failure. 

The  following  case  is  presented  here  to  illustrate 
the  development  of  classic  hemochromatosis  after 
numerous  transfusions  of  blood. 

Case  Report 

A forty-nine-year-old,  white  man  was  admitted 
to  the  hospital  in  July,  1955.  He  complained  of 
shortness  of  breath  on  exertion,  weakness  and 
pallor  of  three  years  duration,  and  choking  pain 
radiating  to  the  neck  on  the  day  of  admission. 
His  past  history  revealed  a moderate’  intake  of 
alcohol  and  anemia  of  undetermined  origin  which 
had  been  treated  since  1953  with  hematinics,  in- 
cluding iron,  and  at  least  25  transfusions  of  blood  at 
roughly  monthly  intervals. 

On  physical  examination  he  was  pallid  and 
rather  obese,  weighing  77  Kg.  A grade  2 systolic 
murmur  was  heard  at  the  left  sternal  border.  The 
liver  was  felt  three  fingerbreadths  below  the  costal 
margin  and  was  smooth  and  moderately  tender. 
The  blood  pressure  was  130/70,  temperature  99  F. 

Pertinent  laboratory  findings  included  the  fol- 
lowing: An  electrocardiogram  was  normal.  Roent- 
genography of  the  chest  showed  chronic  pulmonary 
fibrosis  and  congestion.  The  erythrocytes  num- 
bered 1,460,000,  hemoglobin  4 Gm.,  leukocytes 
10,000  with  a normal  percentage  of  elements.  The 
urine  contained  no  sugar  or  albumin.  Serum 
bilirubin  was  1 mg.  per  cent,  immediate  direct; 
blood  sugar  116  mg.  per  cent;  nonprotein  nitrogen, 
27  mg.  per  cent;  serum  protein  7.5  Gm.  with  5 
Gm.  albumin  and  2.5  Gm.  globulin.  Repeated 
attempts  to  get  a satisfactory  marrow  specimen 
from  the  sternum  and  iliac  crest  were  unsuccessful. 
The  patient  was  given  2,500  cc.  of  blood  in  five 


transfusions  over  a period  of  twenty  days  and 
discharged  in  August,  1955. 

He  was  readmitted  in  October  because  of  severe 
dyspnea  at  rest  and  orthopnea.  He  was  afebrile. 
The  blood  pressure  was  140/80.  There  was  deep 
pallor  of  the  skin  and  mucous  membranes.  There 
were  moist,  wheezing  rales  at  both  lung  bases,  the 
liver  again  was  felt  three  fingerbreadths  below  the 
costal  margin,  but  the  spleen  was  not  palpable. 

Laboratory  data  were  as  follows:  An  electro- 

cardiogram showed  first  degree  heart  block  but 
otherwise  was  within  normal  limits.  A roent- 
genogram of  the  chest  showed  pulmonary  conges- 
tion, right  pleural  effusion,  infiltration  of  the  right 
lower  lung,  and  an  enlarged  heart.  By  November 
pleural  fluid  and  evidence  of  congestion  had  dis- 
appeared almost  completely.  Urinalysis  gave  nor- 
mal results.  The  erythrocytes,  however,  had 
diminished  to  800,000  and  the  hemoglobin  to  2.2 
Gm.  There  were  27,700  leukocytes,  of  which  86 
per  cent  were  granulocytes,  4 per  cent  lympho- 
cytes, and  10  per  cent  monocytes.  The  Coombs 
test  gave  a normal  result.  The  thymol  turbidity 
measured  6.9  units.  The  erythrocyte  fragility  test 
was  normal,  and  a platelet  count  was  250,000.  A 
biopsy  of  bone  from  the  iliac  crest  showed  normal 
cellularity  of  the  marrow  with  normal  proportions 
of  myeloid  and  erythroid  cells. 

The  patient  was  treated  by  rapid  digitalization, 
mercurial  diuretics,  and  routine  management  of 
congestive  heart  failure  on  admission.  Later  he 
received  eight  transfusions  of  blood  at  intervals  of 
three  to  four  days,  the  first  three  consisting  of  packed 
erythrocytes,  the  rest  of  500  cc.  of  blood  each.  He 
was  discharged  much  improved  in  November. 

From  November,  1955,  until  August,  1956,  the 
patient  was  observed  in  the  outpatient  clinic.  Dur- 
ing that  period  he  received  8,000  cc.  of  blood  in  16 
transfusions  at  two  to  three-week  intervals.  Dur- 
ing that  time  the  patient  lost  5.5  Kg.  of  weight  in 
spite  of  a good  appetite  and  an  adequate  diet. 
During  July  he  noted  increased  frequency  of  uri- 
nation and  increased  thirst.  It  was  then  noted 
that  the  skin,  chiefly  of  the  face,  neck,  and  arms, 
had  a dusky,  grayish-brown  hue. 

In  July,  1956,  urinalysis  for  the  first  time  showed 
a positive  (4  plus)  reaction  for  sugar.  The  pa- 
tient noticed  increasing  malaise,  and  he  was  read- 
mitted to  the  hospital  in  August  for  investigation 
of  his  diabetes.  He  was  afebrile.  The  skin  of  his 
face,  neck,  and  forearms  had  a dark,  slate-gray 
color,  and  the  mucous  membranes  were  pale  but 
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Fig.  1.  Section  of  liver  removed  by  needle  biopsy. 
Dark  areas  represent  intracellular  hemosiderin  stained 
with  Peris’  stain. 


not  pigmented.  The  cardiac  murmur  was  un- 
changed. The  liver  was  enlarged  as  before,  and  the 
spleen  now  was  palpable  and  hard. 

The  fasting  blood  sugar  measured  346  mg.  per 
cent.  The  erythrocytes  numbered  1,800,000,  hemo- 
globin 6 Gm.,  and  leukocytes  5,150  with  82  per 
cent  granulocytes,  13  per  cent  lymphocytes,  5 per 
cent  monocytes,  and  2 per  cent  eosinophils.  Blood 
urea  nitrogen  was  15  mg.  per  cent,  and  the  pro- 
thrombin time  was  100  per  cent  of  normal.  A chest 
roentgenogram  was  reported  as  normal.  Skin 
for  biopsy  was  taken  from  the  dorsal  surface  of  the 
forearm,  but  no  abnormal  pigment  was  present. 
The  patient’s  diabetes  was  easily  controlled  with 
20  units  of  XPH  insulin  per  day,  and  he  received 
three  transfusions  of  500  cc.  each. 

In  August  hepatic  needle  biopsy  showed  moder- 
ate increase  of  fibrous  tissue,  especially  in  the  portal 
areas  (Fig.  1).  There  was  a moderate  increase  in 
the  number  of  small  monocytic  cells.  The  hepatic 
cells  contained  fine  to  moderately  coarse  particles 
of  brownish  pigment.  Peris’  stain  identified  the 
pigment  as  hemosiderin.  The  pathologic  diagnosis 
was  hemochromatosis. 

Comment 

A fifty-year-old,  white  man  suffered  from  an  un- 
diagnosed anemia  for  which  repeated  transfusions, 
totaling  about  35  L.  of  blood,  were  given  over  a three- 
year  period.  There  was  no  family  or  past  history 
of  diabetes  or  other  metabolic  disorder.  He  sub- 
sequently developed  the  classic  clinical  picture  of 
hemochromatosis  with  diabetes,  bronzing  of  the 
skin,  histologic  evidence  of  portal  cirrhosis,  and  ab- 
normal deposition  of  hemosiderin  in  the  hepatic  cells. 
The  congestive  heart  failure  noted  in  October,  1955, 
probably  was  due  to  severe  anemia  at  that  time. 


The  fact  that  this  disease  developed  after  repeated 
transfusions  of  blood  is  evidence  that  it  represents 
the  advanced  stage  of  transfusional  or  exogenous 
hemochromatosis.  The  clinical  manifestations  are 
characteristic  of  true  hemochromatosis. 

The  normal  adult  body  contains  approximately  4 
Gm.  of  iron,  and  of  this  about  3 Gm.  are  in  hemo- 
globin. About  0.7  Gm.  is  stored  in  the  form  of 
ferritin.  The  remainder  is  present  as  plasma  iron 
(siderophvllin  iron)  and  in  small  amounts  as  a com- 
ponent of  myoglobin  and  cytochrome  C.3  In  hemo- 
chromatosis the  amount  of  iron  in  the  body  may 
reach  80  Gm.  Since  ferritin  is  normally  in  the  body 
in  limited  amount,  an  excess  of  iron  over  the  normal 
0.7  Gm.  for  storage  is  combined  to  form  hemosiderin 
rather  than  ferritin.  This  excess  substance  is  de- 
posited in  increasing  amounts  and  serves  as  a for- 
eign body,  first  in  the  reticuloendothelial  system  and 
gradually  elsewhere. 

The  normal  body  has  a limited  ability  to  absorb 
and  excrete  iron.  Regardless  of  the  amount  of  in- 
gested iron  its  excretion  by  way  of  the  skin,  hair, 
and  bile  rarely  exceeds  1 mg.  a day.  Normally 
there  seems  to  be  a “block”  against  overabsorption 
in  the  gastrointestinal  mucosa  because  the  saturation 
of  the  ferritin  with  iron  in  the  gastrointestinal  tract 
does  not  allow  more  than  1 mg.  of  iron  to  be  ab- 
sorbed daily.4  When  this  delicate  balance  is  dis- 
turbed, hemosiderin  accumulates  in  the  tissues, 
either  as  a result  of  faulty  metabolism  in  true 
hemochromatosis  or  after  the  artificial  entrance  of 
large  amounts  of  iron  into  the  blood  in  transfusional 
hemochromatosis.  When  the  deposits  are  massive, 
the  clinical  picture  described  here  develops. 

Summary 

A patient  with  severe  anemia  of  unknown  cause 
was  given  approximately  35  L.  of  blood  by  repeated 
transfusions  over  a three-year  period.  During  this 
time  bronzing  of  the  skin,  diabetes,  hepatic  cirrhosis, 
and  hemosiderosis  gradually  developed.  Appar- 
ently transfusional  or  exogenous  hemochromatosis 
ma}'  have  the  characteristics  of  true  or  endogenous 
hemochromatosis  of  unknown  cause. 

116  Riverside  Drive 
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Eventration  of  Abdominal  Viscera  in  a Newborn  Treated 
Successfully  by  Surgery 

WILLIAM  C.  T.  GAYNOR,  M.D.,  F.A.C.S.,  AND  WILLIAM  C.  L.  DIEFENBACH,  M.D.,  SOUTHAMPTON, 

NEW  YORK 

( From  the  Department  of  Medicine  and  Surgery  of  the  Southampton  Hospital) 


1 \efects  of  the  anterior  abdominal  wall  in  the 
newborn  in  which  the  viscera  lie  outside  the 
abdominal  cavity  are  rare.  Small  hernia,  or  om- 
phaloceles, occur  frequently  and  may  only  be  ap- 
parent when  the  infant  coughs  or  strains.  These 
can  be  corrected  surgically  as  the  child  grows  older. 
The  larger  defects,  in  which  the  viscera  lie  outside 
the  abdominal  cavity,  are  more  severe  and  usually 
not  amenable  to  surgery  because  the  remaining  ab- 
dominal wall  musculature  is  hypoplastic  and  cannot 
be  stretched  sufficiently  for  an  adequate  closure. 
Intestinal  distention  quickly  occurs,  and  the  longer 
the  time  that  elapses  between  birth  and  surgery  the 
less  the  chance  for  survival.  An  excellent  review 
of  the  pathogenesis  of  this  and  other  congenital 
malformations  has  been  published  by  Potter.1 

Because  of  the  rarity  of  a severe  case  of  eventra- 
tion of  the  abdominal  viscera  and  because  it  has 
been  so  infrequently  corrected  surgically  this  case  is 
presented. 

Case  Report 

C.  V.,  a white,  male  infant,  was  delivered  in 
normal  fashion  after  nine  months  gestation.  The  in- 
fant weighed  4 pounds  12  ounces  at  birth  and  was 
normal  in  every  respect  except  for  the  abdomen. 
To  the  right  of  the  umbilical  cord  was  a defect  in  the 
abdominal  wall  10  cm.  in  diameter.  Completely 
outside  of  the  abdomen  were  pylorus,  duodenum, 
entire  jejunum,  ilium,  and  large  bowel.  The  gall- 
bladder and  a portion  of  the  stomach  were  protrud- 
ing from  the  upper  margin  of  the  defect.  The 
mesentery  of  the  presenting  bowel  varied  from  blue 
to  black  in  color.  There  was  enormous  distention 
of  the  entire  small  bowel.  The  infant  seemed  very 
feeble,  and  the  heart  sounds  were  weak  and  rapid. 
It  did  not  seem  that  the  infant  could  live  for  more 
than  a few  hours.  It  was  felt  that  the  only  hope 
for  survival  was  immediate  surgical  intervention. 
Because  of  the  moribund  condition  of  the  infant  it 
was  necessary  to  give  an  infusion  prior  to  any  sur- 
gical procedure.  All  superficial  veins  were  collapsed 


and  could  not  be  palpated.  An  incision  was  made 
over  the  left  femoral  vein,  and  a small  polyethylene 
catheter  was  inserted.  Unfortunately  the  vein  was 
perforated  by  the  tubing  and  could  not  be  used,  so 
it  was  ligated.  The  infusion  was  successfully 
started  in  the  right  femoral  vein  and  50  c.c.  of  blood, 
taken  from  one  of  the  assisting  nurses  without  typ- 
ing or  cross  matching,  were  injected  through  the 
tubing.  This  was  followed  slowly  by  normal  saline. 
Because  of  the  size  of  the  infant  and  its  poor  condi- 
tion anesthesia  was  not  given.  After  the  usual  prep- 
aration and  draping  the  incision  was  extended 
above  and  below  the  umbilicus  to  a length  of  14  cm. 
With  great  difficulty  the  bowel  was  slowly  returned 
into  the  abdominal  cavity  with  the  infant  in  the 
head  down  position.  When  the  bowel  had  been 
completely  replaced  by  making  releasing  incisions 
in  the  rectus  sheath,  it  was  possible  to  make  a closure 
of  the  entire  abdominal  wall  by  using  interrupted 
stainless  steel  sutures.  The  immediate  postopera- 
tive course  was  stormy.  However,  within  twenty- 
four  hours  the  infant  took  fluids  by  mouth  and  had  a 
bowel  movement  thirty-six  hours  postoperatively. 
There  was  no  leg  edema  or  other  sequelae  as  a re- 
sult of  the  bilateral  femoral  vein  ligation.  Recovery 
was  uneventful,  and  the  youngster,  now  four  years 
of  age,  is  entirely  normal. 

Summary 

Complete  extrophy  of  the  abdominal  viscera  has 
been  reported,  but  it  is  very  rare.  Despite  the  con- 
dition of  the  infant  immediate  repair  must  be  at- 
tempted, even  if  the  viscera  are  covered  only  with 
skin.  The  earlier  the  operative  intervention  the 
better  the  chance  of  survival.  Anesthesia  may  not 
be  necessary.  In  the  case  presented  bilateral  fe- 
moral vein  ligation  during  the  course  of  venoclysis 
produced  no  untoward  results. 

A case  of  eventration  of  the  abdominal  viscera 
successfully  corrected  surgically  is  presented. 
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Credulity  is  the  man’s  weakness,  but  the  child’s  strength. — Charles  Lamb 
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Oroctologic  diseases  of  occupational  origin  have 
been  receiving  increasing  attention  from  indus- 
trial physicians,  proctologists,  and  those  who  admin- 
ister Workmen’s  Compensation  cases.  This  was 
stimulated  to  some  extent  by  experiences  in  World 
War  II  when  conditions  such  as  pilonidal  abscess, 
perianal  hematoma  (thrombosed  hemorrhoid)  and 
coccygodynia  were  so  frequently  encountered  in  men 
who  were  bounced  about  on  the  unpadded  seats  of 
jeeps,  tanks,  and  other  vehicles. 

Discussion  of  occupational  disease  in  specific 
terms  is  impossible  because  of  the  lack  of  a national 
code  of  compensation  laws  or  regulations  and  the 
resultant  variation  in  the  consideration  and  dispo- 
sition of  compensation  cases  in  the  various  states. 
Although  there  is  a general  trend  toward  bringing 
all  employes  under  the  protection  of  the  compensa- 
tion law,  each  state  has  its  own  list  of  types  of 
occupations  for  which  compensation  coverage  is 
mandatory  and  others  which  are  specifically  ex- 
cluded. In  some  states  employers  having  less  than 
a certain  number  of  employes  are  not  required  to 
have  compensation  insurance.  In  others,  certain 
groups  of  employes  may  be  covered  at  the  option  of 
the  employer.  As  a result,  an  individual  acciden- 
tally injured  at  a given  job  may  be  protected  by  the 
law  in  one  state,  while  in  the  adjoining  state  his 
only  recourse  might  be  a civil  law  suit. 

Another  important  variable  is  the  relationship 
between  the  work  performed  and  the  disease  in 
question.  Lesions  resulting  immediately  and  di- 
rectly from  obvious  occupational  injuries  are  uni- 
versally regarded  as  compensable.  Cases  in  which 
the  ill  effects  are  delayed  and  do  not  appear  until 
long  after  the  injury  also  may  be  accepted  provided 
the  period  of  time  set  by  the  “statute  of  limitations” 
is  not  exceeded.  This  applies  not  only  to  the  in- 
terval between  the  accident  or  exposure  and  the  onset 
of  symptoms  but  usually  to  the  time  between  the 
discovery  of  the  disability  and  the  filing  of  the  claim. 
In  Xew  York  State,  for  example,  compensability  of 
diseases  that  are  delayed  in  onset  is  denied  unless 
the  claim  is  filed  within  ninety  days  after  the  dis- 
ablement was  discovered.  It  is  not  required  that 
the  evidence  at  that  time  should  show  that  the 
disease  is  unquestionably  the  result  of  the  injury. 
It  is  merely  a reasonable  suspicion  that  the  disease 
resulted  from  occupational  exposure.  In  many 
states  the  aggravation  of  pre-existing  disease  by  an 
occupational  injury  or  exposure  is  considered  eom- 

* From  Diseases  of  the  Colon  and  Anoreetum,  edited  by 
Dr.  Turell,  to  be  published  by  W.  B.  Saunders  Company, 
Philadelphia. 


pensable.  In  others,  evidence  of  previous  diseases 
leads  to  a denial  of  compensability  even  when  at 
least  part  of  the  disability  can  bo  attributed  to  the 
patient’s  work. 

Diseases  which  do  not  arise  from  trauma  but 
from  exposure  to  toxic  substances  or  working  con- 
ditions also  are  handled  differently  by  each  state. 
A few  states,  whose  number  is  dwindling,  exclude 
occupational  diseases.  In  many  states  only  those 
diseases  designated  in  their  laws  are  accepted  as 
compensable,  while  any  other  disease  not  specifi- 
cally mentioned  in  the  statute  is  excluded.  In  most 
states,  however,  the  law  has  been  broadened  to  in- 
clude any  disease  proved  to  be  causally  related  to 
the  patient’s  occupation. 

Since  the  time  of  an  accidental  injury  can  ordi- 
narily be  determined  precisely,  there  is  usually  no 
question  as  to  the  employer  in  whose  employment 
the  worker  was  injured  and  who,  consequently,  is 
responsible  for  providing  the  compensation  benefits 
stipulated  by  the  law.  Occupational  disease,  on  the 
other  hand,  may  develop  slowly  and  remain  un- 
known to  both  employer  and  employe  until  dis- 
ability occurs.  Or  a series  of  minor  and  indi- 
vidually insignificant  injuries  may  produce  increas- 
ing pathology  so  that  a similar  minor  injury  causes 
serious  disability.  In  most  states  the  employer  for 
whom  the  employe  was  working  at  the  time  of  the 
last  injury  or  exposure  is  held  liable  for  all  of  the 
compensation  costs.  A few  states,  however,  have 
passed  “second  injury  laws”  which  set  limits  for 
the  employer’s  compensation  liability  in  such  cases. 
In  New  York  State,  for  example,  an  employer  who 
hires  a partially  disabled  worker  is  liable  for  com- 
pensation benefits  and  medical  care  for  only  one 
hundred  and  four  weeks.  If  disability  continues 
or  medical  treatments  are  required  beyond  this 
period,  the  costs  are  borne  by  a Special  Fund. 
Actually,  the  carrier  or  employer  is  required  to  pay 
these  costs  and  then  ask  reimbursement  from  the 
Special  Fund.  This  means,  of  course,  that  there  is 
no  break  in  the  medical  treatment.  The  law 
applies  equally  to  victims  of  a previous  Workmen’s 
Compensation  injury  and  those  disabled  by  other 
disease  or  injury  or  even  by  congenital  malforma- 
tion. It  requires  that  the  disability  be  a perma- 
nent physical  condition  serious  enough  to  be  a 
limiting  handicap  to  employment.  Since  it  also 
requires  the  employer  to  have  knowledge  of  the 
previous  existence  of  this  defect,  it  behooves  him  to 
require  a medical  examination  of  all  new  employes 
at  the  time  of  hiring.  Periodic  re-examinations 
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should  be  made  when  the  work  entails  hazardous 
exposures. 

The  concept  of  causal  relationship  is  fundamental 
to  the  understanding  and  treatment  of  all  occupa- 
tional disease  and  injury.  In  simplest  terms  it 
signifies  that  the  accident  or  exposure  was  capable 
of  causing  the  condition  suffered  bv  the  patient. 
In  practice,  however,  it  is  extended  to  define  the 
circumstances  through  which  the  injury  or  disease 
developed.  As  with  all  phases  of  the  compensation 
laws,  the  definition  varies  in  different  states. 
The  most  liberal  states  interpret  as  compensable 
all  diseases  “arising  out  of  or  in  the  course  of 
employment.”  Any  disease  which  can  be  attrib- 
uted to  an  accident  or  an  environmental  exposure 
encountered  during  the  patient’s  working  hours 
is  allowed  compensation. 

Most  states  stipulate,  however,  that  the  disease 
must  “arise  out  of  and  in  the  course  of  employment.” 
According  to  this  less  liberal  interpretation,  com- 
pensability is  restricted  to  diseases  arising  from 
exposures  to  which  only  employes  doing  that  kind 
of  work  are  subjected  and  which  distinguish  the 
risks  of  that  particular  occupation  from  those  attend- 
ing the  normal  existence  of  nonworkers.  For 
example,  a pilonidal  infection  developing  in  a white- 
collar  worker  would  not  be  considered  compensable, 
whereas  the  same  lesion  in  a bulldozer  operator,  who 
is  continually  bounced  on  the  seat  of  his  vehicle, 
would  be  accepted. 

It  is  necessary,  therefore,  to  emphasize  the  obli- 
gation of  the  clinician  consulted  by  a patient  with 
a disease  of  occupational  origin  to  obtain  and  record 
a precise,  detailed,  and  objective  history,  preferably 
in  the  patient’s  own  words.  This  should  be  done 
at  the  first  visit  if  the  patient’s  condition  permits. 
An  attempt  should  be  made  to  quantitate  the  factors 
involved,  that  is,  the  size  and  weight  of  the  object 
whose  lifting  caused  the  “strain,”  the  speed  and 
direction  of  the  vehicle  at  the  time  of  the  accident, 
or  the  amount  of  the  chemical  and  the  duration  of  the 
exposure  to  it.  The  history  should  include  as  much 
information  as  possible  about  the  patient’s  work 
habits,  materials,  and  conditions  of  work  in  so  far  as 
they  relate  to  the  accident  or  exposure  presumed 
responsible  for  the  pathology.  The  history  is 
followed  by  a thorough  physical  examination  which 
is  not  limited  to  the  specific  site  of  the  injury  or 
disease.  This  may  reveal  the  injury  to  be  more 
extensive  than  had  been  appreciated  or  might 
produce  evidence  of  associated  disorders  that  might 
complicate  or  prolong  treatment  and  recovery.  The 
physical  findings  may  confirm  or  negate  the  rela- 
tionship of  the  disease  to  the  patient’s  occupation. 
All  findings  and  treatments  should  be  recorded  in 
detail.  Based  on  his  knowledge  of  the  pathogenesis 
of  that  disease  and  his  own  findings  in  the  case  be- 
fore him,  the  clinician  can  usually  decide  whether  or 
not  to  classify  it  as  occupational  in  origin. 


The  ultimate  decision  as  to  compensability, 
however,  is  not  a medical  but  a legal  one.  The 
law  may  rule  out  compensation  benefits  in  one  case 
of  unquestioned  occupational  disease  and  permit 
another  case  to  be  called  occupational  when  reason- 
able consideration  of  the  medical  facts  would  deny 
it.  Many  cases  defy  classification  and  can  be 
solved  only  by  arbitration  or  litigation.  When  a 
case  poses  problems  that  the  clinician  cannot  answer, 
he  can  usually  get  assistance  from  experts  desig- 
nated by  the  Workmen’s  Compensation  Board  in 
his  community.  The  duty  of  the  clinician  is  to 
discharge  his  responsibility  to  his  patient  objectively, 
to  understand  the  compensation  laws  of  his  state, 
and  to  cooperate  with  the  agencies  charged  to  ad- 
minister them. 

Proctologic  disorders  of  occupational  origin  may 
be  classified  in  many  ways,  but  each  results  in 
considerable  overlapping.  They  will  be  considered 
here  under  the  following  headings:  (1)  disease  due 
to  external  force,  that  is,  falling  on  a sharp  object,  on 
a blunt  object  or  from  a height,  repeated  bumping, 
being  struck  by  a moving  object  or  by  a jet  of 
fluid  or  gas,  etc.,  (2)  diseases  due  to  “internal” 
forces,  that  is,  lifting  heavy  or  bulky  objects, 
convulsive  movements,  etc.,  and  (3)  diseases  Tlue  to 
toxic  exposures,  that  is,  chemicals,  antibiotics, 
excessive  heat,  etc. 

External  Forces 

Possibly  the  most  consistently  serious  anorecto- 
colonic  injuries  due  to  external  force  are  those 
involving  impalement,  the  penetration  or  perfora- 
tion of  the  anorectal  region  by  a sharp  object.1 
They  range  in  severity  from  the  most  insignificant 
to  those  capable  of  threatening  a patient’s  life, 
depending  on  the  size  and  shape  of  the  penetrating 
object  and  the  manner  of  the  encounter.  The 
implements  of  such  trauma  are  numerous  and 
bizarre.  They  may  enter  via  the  perineum,  the 
abdominal  wall,  the  vagina,  the  anus,  or  even  by 
mouth.  Typical  impalement  injuries  have  resulted 
from  falling  on  or  astraddle  a fence,  from  sliding 
down  a tree  trunk  or  telephone  pole  onto  protruding 
branches  or  spikes,  and  from  sliding  or  falling  from  a 
hayloft  onto  a pitchfork.  They  have  been  caused 
by  sitting  on  unnoticed  sharp  objects  such  as  nails  or 
protruding  upholstery  springs  and  have  followed  the 
accidental  swallowing  of  the  pins,  tacks,  and  nails 
usually  held  in  the  mouth  by  seamstresses  and 
tailors,  upholsterers,  cobblers,  window  dressers, 
and  carpenters.  One  case  of  rectal  perforation  was 
seen  in  a performer  whose  act  consisted  of  eating 
glass,  razor  blades,  and  other  such  objects.  He 
was  ineligible  for  compensation  benefits  because 
he  was  held  to  be  self-employed  and  did  not  qualify 
under  the  existing  law.2 

The  extent  of  impalement  injuries  cannot  always 
be  determined  immediately  after  the  accident, 
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particularly  if  the  ischioanal  or  ischiorectal  fossae, 
the  retroperitoneal  space,  or  an  intraperitoneal 
organ  have  been  perforated.3  Casual  examination 
may  reveal  only  an  apparently  insignificant  puncture 
of  the  skin  or  no  wound  at  all  if  the  impaling  object 
entered  the  vagina  or  rectum  directly.  However, 
sometime  later  the  patient  may  go  into  shock  which, 
unless  recognised  promptly  and  treated  vigorously', 
may  be  lethal.  In  other  instances  the  introduction 
of  organisms  by  the  penetrating  object  may  lead  to 
the  appearance  sometime  later  of  a cellulitis  or 
abscess.  It  is  imperative,  therefore,  that  the 
clinician  examine  the  object  responsible  for  the 
injury  or  at  least  obtain  an  accurate  description  of 
it.  If  it  seems  capable  of  penetrating  the  deeper 
structures,  the  patient  should  be  kept  under  ob- 
servation regardless  of  the  inocuous  appearance  of 
the  wound  at  the  site  of  perforation. 

Falling  on  or  being  struck  by  a blunt  object  also 
can  cause  serious  injuries.  Transmission  of  the 
force  of  the  blow  to  a normal  colon  partially  or 
completely  full  of  gas  or  feces  may  produce  a rupture 
of  that  tube.  Such  injuries  are  usually  caused  by 
a fall  in  which  the  lower  abdomen  strikes  a raised 
object,  such  as  a doorsill.  They  also  have  been  seen 
following  automobile  accidents.  Considerable  force 
apparently  is  needed  to  rupture  a normal  colon. 
Less  strenuous  trauma,  however,  may  cause  perfo- 
ration of  the  colon  in  cases  of  pre-existing  divertic- 
ulitis or  ulcerative  colitis.  Although  symptoms 
usually  appear  immediately  or  at  least  within  the 
week  following  the  injury,  the  delayed  occurrence 
of  intestinal  obstruction  for  as  long  as  one  or  two 
years  after  the  trauma  has  been  noted.4-6 

The  relationship  of  abdominal  trauma  by  blunt 
force  to  inflammatory  or  infectious  diseases  of  the 
colon  is  debatable.  Stern7  is  quoted  as  never 
having  seen  or  heard  of  a case  of  colonic  disease 
directly  resulting  from  a single  trauma.  Erdmann8 
and  Reed,  Emerson,  and  Mumford9  agree  that  there 
is  no  etiologie  relationship  between  external  trauma 
and  the  formation  of  colonic  diverticulitis. 

On  the  other  hand,  Muller10  has  reported  a patient 
who  developed  sigmoiditis  and  perisigmoiditis 
after  an  attempt  to  lift  a load  of  450  pounds.  Cases 
of  regional  enteritis  and  acute  appendicitis  attrib- 
uted to  abdominal  trauma  have  been  reported. 
Brown  and  McHardy11  report  the  case  of  a young 
man  who,  seven  days  after  severe  abdominal 
trauma,  developed  acute  pain  in  the  left  lower 
quadrant  in  the  abdomen  associated  with  fever, 
nausea,  vomiting,  and  mild  diarrhea  with  melena. 
X-rays  showed  a lesion  of  the  midjejunum  which 
was  resected  and  proved  to  be  an  area  of  acute 
enteritis  with  narrowing  of  the  lumen.  The 
appearance  of  the  inflammatory  reaction  was  con- 
sistent with  the  acceptance  of  the  trauma  as  the 
cause  of  the  lesion. 

The  occurrence  of  acute  ulcerative  colitis  follow- 


ing injury  has  been  reported.12  However,  in  this 
case  as  in  others,  the  disease  was  not  a direct  effect 
of  the  trauma  but  was  attributed  to  the  anxiety  and 
other  neurotic  sequelae  of  the  injuries  sustained, 
which  is  held  compensable  by  some  compensation 
boards.  Stern13  affirms  the  general  skepticism 
over  the  relationship  between  physical  trauma  and 
colitis.  This  is  summarized  by  Reed,  Emerson  and 
Mumford9  as  follows:  “Acute  septic  colitis  may  be 
ascribed  to  trauma  if  the  infection  was  the  direct 
result  of  injury.  No  other  type  of  colitis  can  result 
from  any  form  of  injury.  A pre-existing  colitis 
may  become  aggravated  following  an  injury,  not, 
however,  as  a direct  physical  effect  of  the  latter  but 
because  of  a neurosis  which  the  accident  induced.” 

Another  serious  kind  of  injury  due  to  “external 
force”  is  the  accidental  inflation  of  the  colon  by  a 
blast  of  compressed  air.  This  was  first  described 
by  Andrews14  almost  fifty  years  ago.  It  has  been 
seen  in  gas  station  attendants,  pneumatic  drillers, 
painters,  and  others  using  compressed  air  apparatus. 
Such  injuries  sometimes  follow  the  use  of  the  com- 
pressed air  jet  for  cleaning  clothing,  but  many 
cases  have  followed  the  playful  use  of  a compressed 
air  hose  by  a practical  joker.  It  should  be  remem- 
bered that  it  is  not  necessary  for  the  hose  or  nozzle 
to  be  applied  directly  to  the  anus  of  the  victim. 
If  the  pressure  is  high  enough  the  air  will  make  its 
way  through  the  anal  canal  into  the  colon  from 
quite  a distance  away,  even  after  penetrating 
several  layers  of  clothing.  Multiple  perforations  of 
the  colon  and  massive  pneumoperitoneum  may  be 
found.  As  a rule  victims  of  this  type  of  injury  are 
critically  ill  although  acute  signs  may  not  be 
evident  for  some  hours  after  the  incident.  Fatalit  ies 
were  originally  frequent  but  have  been  reduced  by 
prompt  diagnosis  and  surgical  repair  coupled  with  im- 
proved supportive  therapy  and  the  use  of  antibiotics. 

-Although  most  injuries  due  to  the  injection  of 
liquids  under  pressure  are  caused  by  improperly 
administered  enemata,  occupational  injuries  of  this 
sort  do  occur.  They  usually  involve  the  use  of 
pressure  grease  guns.  A delayed  consequence  of 
such  an  injury  is  represented  by  Moore’s15  case  of  an 
oleogranuloma  of  the  perineum  which  required 
treatment  long  after  the  accidental  injection  of 
lubricating  oil. 

Falls  or  direct  injury  that  do  not  primarily 
involve  the  rectocolonic  tube  also  may  produce 
symptoms  in  this  area.  Perhaps  the  most  common 
is  coccygodynia  or  pain  localized  in  the  coccyx  or 
in  the  sacrococcygeal  joint.  The  pain  may  be 
caused  by  a fracture  of  the  coccyx  or  more  commonly 
by  inflammation  of  the  muscles  attached  to  it — the 
levator  ani,  coccygeus,  and  pyriformis,  or  their 
bursae  (bursitis). 

Fractures  of  the  lumbosacral  spine  may  damage 
the  conus  medullaris  formed  by  the  lowest  segments 
of  the  spinal  cord,  or  the  cauda  equina,  producing 
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Interference  in  the  innervation  of  the  rectum. 
Involvement  limited  to  the  autonomic  nerves  may 
cause  loss  of  tone  of  the  rectal  musculature  while 
the  anal  sphincters  remain  intact  or  even  go  into 
spasm.  This  causes  constipation  which  may  he 
severe  for  a time  but  is  usually  ultimately  alleviated 
when  the  perineal  muscles  become  trained  to  assist 
in  defecation. 

Involvement  of  the  innervation  of  the  anal 
sphincters  and  perineal  muscles  is  much  more 
common  after  spinal  injury.  Paralysis  of  these 
muscles  leads  to  patulousness  of  the  anal  canal  and 
incontinence.  As  a rule,  this  develops  promptly 
after  the  injury  and  is  usually  accompanied  by  more 
widespread  damage  including  involvement  of  the 
bladder  innervation.  In  some  cases,  how'ever,  the 
rectal  incontinence  may  not  appear  for  months  or 
years  after  the  accident  causing  the  spine  injury. 
This  occurs  frequently  enough  to  make  x-ray 
studies  for  evidence  of  vertebral  injury  advisable  in 
every  case  without  an  obvious  local  cause  of  a 
patulous  anal  canal. 

Trauma  to  the  buttocks  by  repeated  bouncing 
against  a hard  seat  can  cause  perianal  hematoma  or 
infection.  This  is  seen  in  men  who  drive  vehicles 
with  hard  seats  over  bumpy  roads  or  fields  and  in 
those  who  occupy  the  saddles  on  horses,  bicycles, 
motorcycles,  and  tractors.  During  World  War  II 
these  lesions  were  seen  with  great  frequency  by 
medical  officers  attached  to  mechanized  units. 

Perianal  hematoma,  often  incorrectly  called 
thrombosed  external  hemorrhoid,  is  produced  by 
rupture  of  a subcutaneous  vessel.  The  tough  fibro- 
elastic  septa  dividing  the  subcutaneous  tissue  of  the 
perianal  region  into  a honeycomb16  prevent  the 
diffusion  of  the  extravasated  blood,  keeping  it 
sharply  localized  aud  often  under  considerable 
pressure,  causing  much  pain. 

Perianal  infection  is  seen  probably  as  a sequence 
of  a minute  abrasion  or  fissure  of  the  skin.  The 
congestion  of  that  region  due  to  the  trauma  is 
thought  to  lead  to  a local  reduction  of  resistance  and 
enhance  the  spread  of  infection.  The  unusual 
structure  of  the  perianal  tissues  already  described 
favors  the  development  of  relatively  deep  abscesses 
with  resultant  fistula  formation.  Signs  of  infection 
usually  are  not  immediately  evident,  being  first 
observed  from  four  days  to  about  two  weeks  after 
the  trauma.  The  frequency  of  this  sequence  of 
events  among  horsemen  has  led  to  its  historical 
designation  as  “knight’s  disease.” 

Pilonidal  or  sacrococcygeal  infections  are  also 
commonly  seen  after  similar  trauma  to  that  region. 
Pilonidal  cysts  and  sinuses  were  generally  considered 
to  be  congenital  in  origin,  but  Brearley17  suggested 
that  they  were  produced  by  the  intrusion  of  external 
hairs  into  the  skin  of  the  intergluteal  cleft,  just  as 
the  lesions  found  in  the  finger  web  spaces  of  barbers. 
Regardless  of  how  they  are  formed,  however,  they 


usually  remain  quiescent  until  irritated  by  trauma. 
Inflammation  is  generally  followed  by  infection. 
While  rarely  serious,  pilonidal  disease  is  troublesome 
from  the  compensation  standpoint  because  of  the 
relatively  high  recurrence  rate  when  treated  con- 
servatively and  the  length  of  time  required  to 
complete  healing  of  the  open  wound  when  the  more 
radical  method  of  wide  excision  is  employed. 

It  should  be  noted  that  while  perianal  hematoma 
frequently  can  be  attributed  to  trauma,  this  rela- 
tionship may  not  always  be  demonstrable  in  cases 
of  perianal  abscess  or  pilonidal  disease  because  of  the 
delay  in  appearance  of  symptoms.  Compensa- 
bility in  these  conditions,  therefore,  must  be  estab- 
lished by  a clear-cut  history  of  specific  injury  at  a 
time  commensurate  with  the  stage  of  development  of 
the  infection  observed. 

Internal  Force 

The  second  category  of  anorectal  disorders  of 
occupational  origin  comprises  those  resulting  from 
internal  rather  than  external  force,  that  is,  strain  of 
lifting  or  carrying  or  sudden  convulsive  movements. 
It  includes  hemorrhoidal  disease,  rectal  prolapse, 
and  volvulus. 

Hemorrhoids,  it  has  been  said,  are  one  price  that 
man  has  to  pay  for  the  privilege  of  walking  erect. 
The  effect  of  gravity  and  the  lack  of  valves  in  the 
plexus  of  rectal  veins  as  well  as  in  the  veins  of  the 
portal  system  into  which  they  drain  lead  to  venous 
congestion  and  stasis.  The  location  of  the  super- 
ficial hemorrhoidal  veins  in  the  uppermost  layers  of 
the  submucosa  beneath  a loose  and  redundant 
mucous  membrane  results  in  a lack  of  anatomic 
support  and  thus  predisposes  to  the  formation  of 
varices.  Although  said  to  be  more  prominent 
among  people  whose  work  entails  prolonged  sitting 
or  standing,  hemorrhoids  per  se  cannot  be  considered 
an  occupational  disorder.  Howrever,  the  sympto- 
matic complications  of  hemorrhoids  often  can  be 
attributed  directly  to  an  occupational  incident. 
The  sudden  marked  increase  in  intra-abdominal 
pressure  associated  with  heavy  lifting  or  other  stren- 
uous physical  effort  may  produce  engorgement, 
prolapse,  edema,  thrombosis,  or  even  strangulation 
of  pre-existing  internal  hemorrhoids.  Sometimes 
the  patient’s  first  awareness  of  the  existence  of 
hemorrhoids  may  follow  such  a straining  muscular 
effort.  Excess  gravitational  stress  experienced  in 
combat  or  stunt  flying  is  recognized  as  a cause  of 
prolapsing  hemorrhoids  among  aviators. 

Prolapse  of  the  rectum  (incomplete  or  complete 
anal  protrusion  of  mucosa  of  the  rectum)  and  pro- 
cidentia (massive  prolapse  of  all  of  the  layers  of  the 
bowel  forming  a sliding  hernia  of  the  rectal  wrall 
through  the  anal  outlet)  are  frequently  the  result 
of  increased  abdominal  pressure.  Weakening  of  the 
anal  sphincter  muscles  by  any  of  the  mechanisms 
previously  described,  by  injection,  or  by  surgery, 
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frequently  results  in  procidentia.  Anal  sphincter 
weakness  is  comparable,  therefore,  to  a dilated 
inguinal  ring,  and  its  presence  should  be  sought  with 
equal  diligence  during  the  preplacement  medical 
examination  of  new  employes  particularly  subject 
to  such  strains. 

Volvulus,  rotation  of  a mobile  sigmoid  around  its 
mesenteric  axis  producing  torsion  and  usually 
obstruction  has  been  seen  after  abdominal  trauma,5 
or  a sudden  twist  or  contortion  of  the  body.13  It 
also  has  been  seen  as  a complication  of  the  intestinal 
hypermotility  caused  by  lead  poisoning.18 

Nontraumatic  Occupational  Causes 

The  final  category  of  occupational  proctologic 
disorders  comprises  those  which  are  not  related  to  a 
specific  trauma.  Since  all  of  these  also  arise  from 
nonoccupational  causes,  the  present  discussion  will 
be  limited  to  their  occupational  aspects. 

Nonspecific  colitis  has  at  best  a most  nebulous 
relationship  to  occupational  factors  except,  as 
mentioned  earlier,  for  the  traumatic  perforation  at 
the  site  of  existing  ulceration.  A number  of 
attempts  have  been  made  to  relate  exacerbations  of 
colitis  both  to  the  tensions  of  “high-pressure”  jobs 
and  to  the  emotional  stress  associated  with  an 
accident  with  or  even  without  resultant  injury. 
However,  the  erratic  course  of  this  disease  and  the 
frequency  of  spontaneous  recurrences  have  been 
cited  to  justify  the  denial  of  compensability. 

Colitis  due  to  specific  infections  such  as  amebiasis 
is  not  considered  occupational  unless  it  was  con- 
tracted while  residing  or  visiting  in  a locale  where 
the  disease  is  endemic  and  to  which  the  patient  had 
come  only  because  of  his  job. 

Malignancy  of  the  anorectocolonic  region  cannot 
be  ascribed  to  occupational  factors  except  for 
cutaneous  cancer  of  the  perianal  or  perineal  region. 
Examples  of  such  neoplasms  are  the  “chimney 
sweep’s  cancer”  whose  classic  description  by  Per- 
cival  Pott  in  1775  is  a landmark  in  the  history 
of  occupational  medicine,  and  its  more  modern 
analogy,  the  “mule  spinner’s  cancer.”19  Both  are 
cutaneous  growths  which  may  involve  the  scrotum, 
vulva,  or  perineum.  The  former  is  attributed  to 
the  deposits  of  soot  in  the  skin  of  this  region  where 
irritation  by  perspiration,  body  movements,  and 
clothing  is  so  common.  The  latter  is  caused  by 
friction  against  overalls  soaked  with  mineral  oils 
from  the  spindles  on  the  mule  frame.  In  both 
instances  the  history  of  long  exposure  to  carcino- 
genic substances  and  to  chronic  irritation  establish 
the  occupational  nature  of  the  lesion. 

Pruritus  ani  and  perianal  dermatitis  rarely  can 
be  ascribed  to  a specific  cause.  Among  the  factors 
that  may  be  involved  are  poor  rectal  hygiene,  ex- 
cessive perspiration,  superficial  fungus  infections, 
and  excoriation.  Occupational  exposure  to  high 


temperature  and  high  humidity  or  contact  with 
residues  of  caustic  soaps  or  solvents  used  in  cleaning 
work  clothes  have  been  accepted  as  a basis  for  de- 
claring cases  of  perianal  dermatitis  compensable. 
Instruction  in  proper  anal  hygiene,  the  provision  of 
adequate  toilet  and  washroom  facilities,  and  the 
installation  of  ventilating  and/or  air  conditioning 
apparatus  to  minimize  exposure  to  excessive  heat 
and  humidity  will  prevent  most  of  the  cases  of  the 
perianal  dermatitis  and  pruritus. 

Contact  with  clothing  soaked  with  cutting  oils 
has  caused  a form  of  dermatitis  called  chloracne 
that  occasionally  involves  the  buttocks  and  the 
perianal  region.20  This  type  of  lesion  is  attributed 
to  the  contamination  of  such  oil  by  bacteria  and 
molds  or  to  the  minute  metallic  particles  that  be- 
come suspended  in  them,  rather  than  the  oil  itself. 

The  anorectocolonic  complications  of  antibiotic 
therapy  cannot  be  considered  occupational  in  origin 
but  deserve  mention  because  of  the  frequency  with 
-which  they  are  seen  after  the  use  of  antibiotics  in 
cases  of  occupational  injury.  They  may  be  induced 
by  any  of  the  commonly  used  antibiotic  drugs  and 
consist  of  any  or  all  of  the  following:  diarrhea, 
perianal  edema,  pruritus  ani,  and  dermatitis.  They 
may  appear  during  the  antibiotic  therapy  but  are 
frequently  delayed  for  a week  or  two  after  the  drug 
has  been  discontinued.  In  most  cases  these  compli- 
cations subside  spontaneously  or  respond  promptly 
to  simple  measures,  but  occasionally,  especially  in 
those  with  pruritus  ani,  symptoms  may  persist.21 
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The  need  for  rehabilitation  of  the  physically 
disabled  has  pyramided  to  alarming  magni- 
tude in  the  last  decade.  The  increase  in  an  older 
age  population,  better  preventive  medicine,  and 
improved  medical  care  are  factors  which  elevate 
this  problem  to  a high  degree  of  importance. 
Rehabilitation,  named  by  Rusk  the  “third  phase 
of  medical  care,”  has  become  an  integral  part  of 
the  medical  responsibility  of  all  physicians.  It 
is  estimated  that  there  are  about  28  million  indi- 
viduals in  this  country  who  are  disabled  with 
some  sort  of  known  physical  or  mental  impair- 
ment. Many  of  them  are  unemployable  for  rea- 
sons of  age  or  irreversible  total  disability.  There 
remain  at  least  two  million  disabled  persons  in 
this  country,  including  asthmatics,  who  could 
and  should  be  rehabilitated  and  placed  in 
employment  or  in  more  productive  jobs. 

In  addition,  chronic  diseases  and  resultant 
disabilities  have  a tendency  to  increase  with 
each  year,  with  an  additional  250,000  persons 
becoming  disabled  annually.  Chronic  diseases 
not  only  cause  physical  suffering,  they  promote 
emotional  disturbances,  disrupt  homes,  break  up 
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families,  and  cause  tragedies.  These  disabling 
diseases  are  very  costly.  It  is  estimated  that  the 
annual  loss  from  disability  of  workers  alone  is  in 
the  neighborhood  of  5.5  billion  dollars.1  A 
survey  by  the  Task  Force  on  the  Handicapped, 
Office  of  Defense  Mobilization,  under  the  chair- 
manship of  Dr.  T.  G.  Klumpp2  shows  clearly  the 
economic  aspect  of  disabling  disease. 

It  is  known  that  the  chronically  disabled 
patient,  in  our  case  an  asthmatic,  may  get  relief 
from  the  Department  of  Welfare  or  other  insti- 
tutions of  public  assistance  at  the  rate  of  $60  to 
$80  monthly  while  off  his  job.  If  the  asthma 
progresses  and  the  patient  is  unable  to  take  care 
of  himself,  lit'  will  be  placed  in  a nursing  home  at 
the  expense  of  about  $200  a month.  In  case  of 
hospitalization  the  city  will  spend  about  $16  a 
day  or  $480  monthly  for  the  patient.  It  is  quite 
clear,  therefore,  that  a small  percentage  of  this 
money  spent  for  rehabilitation  could  restore  the 
health  of  the  patient  and  save  thousands  of 
dollars  of  public  money. 

The  process  of  rehabilitation  should  start  as 
soon  as  the  diagnosis  is  made  and  continue 
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until  the  patient  returns  to  work.  Rehabilita- 
tion is  a process  by  which  a patient  is  returned  to 
his  greatest  physical,  mental,  social,  vocational, 
and  economic  usefulness,  and  if  employable,  is 
provided  an  opportunity  for  gainful  employ- 
ment. Rehabilitation  is  not  only  a socially 
desirable  and  economically  practical  program  of 
public  policy  but  a reasonable  and  justifiable 
right  of  the  disabled  man,  woman,  or  child. 
The  need  for  rehabilitation  exists  in  all  cases 
whether  mild,  moderate,  or  severe.  Patients  in 
all  economic  groups  can  benefit  from  such  a 
program.  The  rate  and  goal  of  rehabilitation 
must  be  individualized  and  must  be  commen- 
surate with  the  physical  and  emotional  improve- 
ment of  the  patient.  Consciously  or  uncon- 
sciously rehabilitation  is  practiced  in  varying 
degrees  by  all  physicians  although  not  as  a 
separate  entity. 

Bronchial  asthma  plays  a prominent  role  in 
causing  disability.  According  to  Spain  and 
Cooke3  there  are  about  five-and-one-half  million 
people  in  the  United  States  suffering  from  bron- 
chial asthma.  The  incidence  of  bronchial 
asthma  in  industry,  according  to  Spain  and 
Fontana,4  is  the  same  as  in  the  general  popula- 
tion, about  5 per  cent.  The  absenteeism  from 
work  due  to  asthma,  asthmatic  bronchitis,  and 
hay  fever,  as  estimated  by  the  same  authors, 
was  50  per  cent  higher  than  in  any  other  disease. 
As  far  as  age  is  concerned  30  per  cent  of  asth- 
matics studied  by  Fuchs6  in  the  allergy  clinic  of 
the  University  Hospital  were  over  the  age  of 
fifty. 

Patients  suffering  from  noninfective  asthma 
have  a good  chance  of  recovery  by  the  elimi- 
nation of  the  offending  agent  or  agents  and 
proper  immunization.  In  cases  where  the 
patient  does  not  respond  to  hyposensitization 
treatment  and  in  those  with  infective  asthma  of 
long  duration  the  pathologic  changes  are  often 
advanced,  incapacitating  the  patient  for  months, 
years,  or  fife.  Emphysema,  degenerative  changes 
in  bronchial  cartilage,  thickening  of  the  bron- 
chiolar  wall  and  of  the  walls  of  blood  vessels,  and 
increase  in  connective  tissue  with  diminished 
elasticity  of  the  lungs  are  the  result  of  long 
standing  bronchial  asthma  and  the  cause  of 
prolonged  disability. 

Chronic  asthmatics  in  most  instances  are 
unable  to  perform  their  daily  work  and  cannot 
be  employed  in  many  industries.  They  cannot 
perform  exhaustive  physical  work,  and  many  of 


them  have  to  avoid  dust,  smoke,  and  various 
fumes  prevalent  in  big  cities.  Therefore,  they 
have  to  be  rehabilitated. 

The  need  for  rehabilitation  of  asthmatic 
patients  was  stimulated  by  the  statistical  data 
of  Love  and  Davenport  in  drafted  men  which 
show  that  during  World  War  I men  were  re- 
jected by  the  draft  boards  of  the  American 
Army  at  the  rate  of  2.45  per  1,000  because  of 
asthma  associated  with  emphysema  and  bron- 
chitis. 

When  considering  the  rehabilitation  of  an 
asthmatic  patient,  it  is  essential  to  make  a 
detailed  survey  of  his  disability  and  his  remaining 
potentialities  on  which  he  can  base  his  future. 
Accurate  diagnosis  forms  the  basis  for  estimating 
rehabilitation. 

The  study  of  rehabilitation  problems  in  asth- 
matics must  consider  the  history,  physical  find- 
ings, thorough  examination  including  skin  testing, 
and  causative  agents  involved.  Special  atten- 
tion should  be  paid  to  the  following:  (1)  evalua- 
tion of  the  functional  capacity  of  the  lungs  (vital 
capacity,  etc.),  (2)  social  sendee  studies  of  the 
patient  and  his  environment,  (3)  psychiatric 
consultation,  (4)  vocational  counseling  and 
selective  placement  which  consider  the  age,  race, 
previous  training,  educational  background,  skill 
levels,  job  opportunities,  and  the  patient’s 
capacity  to  work,  and  (5)  physiotherapy. 

A complete  history  and  thorough  physical 
evaluation  is  the  first  step  for  a pathologic 
diagnosis.  A good  history  will  reveal  the  cause 
of  the  disease  and  the  onset,  scope,  and  character 
of  the  allergic  circumstances  which  expose  the 
patient  to  an  attack  of  asthma  or  precipitate 
some  other  debilitating  allergic  phenomena.  A 
physical  examination  including  an  ear,  nose,  and 
throat  survey  will  show  what  physiopathologic 
changes  are  taking  place  in  the  chest,  mucous 
membranes,  skin,  or  other  organs  and  whether 
these  changes  are  reversible  or  irreversible.  All 
these  procedures  play  an  important  role  in  the 
appraisal  of  a functional  diagnosis  and  help  to 
analyze  the  scope  of  permanent  disability. 
This  is  called  a functional  diagnosis.  Complete 
skin  testing  with  fresh  and  potent  extracts  and 
x-rays  of  the  lungs  and  sinuses  are  additional 
aids  to  the  diagnosis. 

The  patient  who  is  asthmatic  must  be  studied 
as  an  individual  whose  asthma  is  evaluated 
against  the  background  of  the  occupational  and 
home  environment,  physical  and  psychologic. 
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Therefore,  a detailed  social  history  of  the  patient 
and  his  environment  is  essential.  A home  visit 
by  a social  worker  not  only  helps  to  elicit  the 
offending  factor  responsible  for  the  patient’s 
allergic  condition  but  contributes  to  the  study 
of  the  patient’s  behavior  at  home,  the  influence 
of  the  environment  on  his  emotional  status,  and 
helps  to  observe  the  patient  during  the  perform- 
ance of  ordinary  activities  at  home.  The 
social  worker  should  be  interested  in  the  per- 
sonality, temperament,  attitude  of  the  patient 
to  his  environment,  the  meaning  of  the  illness  to 
him,  his  emotional  response  to  his  disease,  and 
his  family  and  economic  problems.  The  social 
worker  also  should  become  informed  of  the 
patient’s  job  history,  skills,  work  attitude,  and 
transportation  problems. 

A good  social  worker  should  not  miss  the  im- 
portance of  the  element  of  social  opportunity  as 
a factor  in  successful  rehabilitation.  Disabled 
persons  need  treatment  and  training  to  enable 
them  to  learn  to  use  what  they  have  left,  but  for 
successful  rehabilitation  they  must  have  not 
only  the  will  to  use  their  abilities  but  opportunity 
to  use  them. 

Sometimes  psychologic  factors  initiate  or 
aggravate  attacks  of  asthma  in  sensitive  patients. 
Psychologic  factors  are  of  special  importance  in 
those  cases  in  which  the  symptoms  and  etiology 
are  not  as  clear-cut  as  in  typical  attacks  of 
bronchial  asthma.  Psychiatric  consultation  is 
advisable  in  all  cases  where  there  is  a need  for 
emotional  evaluation  and  supportive  therapy. 
Much  of  the  emotional  difficulty  is  based  on  fear, 
anxiety,  and  tension.  Therefore,  the  patient 
should  not  be  hastily  advised  that  it  will  be 
necessary  for  him  to  change  his  whole  way  of 
living.  Physical  disability  complicated  by  the 
shock  of  work  stoppage  causes  personality  de- 
terioration in  a worker  who  cannot  continue  to 
meet  his  responsibilities.  If  the  disability  lasts 
for  a long  period  of  time,  he  becomes  threatened 
and  insecure,  and  he  may  suffer  a whole  series 
of  personality  changes,  which  may  become 
unrehabilitable. 

Next,  physiotherapy  is  one  of  the  modalities 
which  plays  a role  in  the  rehabilitation  of  the 
asthmatic  patient.  Some  physiatrists  use  breath- 
ing exercises  to  empty  the  lungs  of  the  asthmatic 
patient  by  improving  the  expiratory  phase  of 
respiration.  The  exercises  also  are  designed  to 
enhance  diaphragmatic  movements,  decrease  the 
thoracic  type  of  breathing,  and  relax  contracted 


muscles.  These  exercises  may  also  improve 
kyphosis  and  mobilize  the  ribs  and  chest  wall. 
Most  allergists  do  not  consider  these  procedures 
to  be  of  decisive  importance  in  restoring  the 
health  of  an  asthmatic  patient.  The  following 
exercises  for  asthmatic  patients  are  advised  to  be 
performed  in  front  of  an  open  window  in  the 
morning  before  breakfast  and  at  night  before 
retiring. 

Exercises  for  the  Asthmatic  Patient 

Abdominal  Breathing. — (a)  Lying  with  knees 
drawn  up  and  with  hand  on  upper  abdomen,  feel 
fingers  sinking  in  on  breathing  out  (contracting 
abdominal  muscles).  Then  relax  abdominal  muscles 
while  taking  a short  breath,  taking  care  not  to  let 
upper  part  of  chest  move  on  breathing  in.  (6) 
Sit  with  back  supported.  With  hands  over  lower 
ribs,  wrists  well  back  and  fingers  pointing  forward, 
begin  to  breathe  out  while  contracting  the  abdominal 
muscles.  Squeeze  the  ribs  at  the  end  of  the  breath- 
ing out  to  force  out  the  last  possible  bit  of  air.  Then 
relax  the  abdominal  muscles  and  expand  the  lower 
ribs  while  taking  a short  breath.  The  shoulders 
must  be  lowered  and  the  arms  quite  relaxed  until  the 
final  squeeze.  The  aim  of  this  exercise  is  to  expand 
and  contract  the  lower  ribs  as  well  as  the  upper 
abdominal  muscles,  so  as  to  use  to  the  fullest  ca- 
pacity the  bases  of  the  lungs. 

Loosening  Exercise  for  Shoulders. — Sit  with 
feet  apart,  hands  to  shoulders,  and  elbows  held  out 
from  the  sides  level  with  the  shoulders.  Carry  the 
elbows  slightly  forward,  then  upward,  then  back- 
ward, and  downward.  Repeat  quickly  six  to  eight 
times.  Then  rest,  dropping  arms  to  sides  to  relax 
shoulders.  Note  that  the  back  should  be  held 
straight,  the  lower  part  being  pressed  back  (against 
a doorway  edge  if  necessary,  and  with  a pad  in  the 
lower  part  of  the  back  to  maintain  apposition); 
either  sitting  on  a stool  or  standing  with  the  feet  well 
forward. 

Forward  Bending. — Sitting  with  feet  apart  and 
arms  hanging  loosely  at  sides,  bend  the  body  forward 
until  the  head  is  between  the  knees  (or  above  them) 
while  breathing  out  and  only  contracting  abdominal 
muscles.  The  back  should  be  rounded.  Then 
raise  the  body,  gradually  pushing  out  the  back  and 
breathing  in  until  the  body  is  erect  with  the  shoulders 
lowered,  the  arms  slightly  drawn  back,  and  the  back 
straight.  When  beginning  to  breathe  out,  the  head 
relaxes  forward  first,  then  the  shoulders  and  the 
arms.  With  small  children  small  pieces  of  paper 
can  be  placed  on  the  floor  to  be  blown  to  encourage 
breathing  out. 

Shoulder  Loosening  Exercise  (“windmills” 
for  children). — Stand  with  the  feet  apart.  Both 
arms  are  circled  so  that  they  cross  each  other  coming 
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upward  in  front  of  face.  The  circles  then  intersect 
each  other. 

Relaxing  Exercise. — Sit  with  feet  apart.  At 
first,  shrug  shoulders  slightly.  Relax  shoulders  and 
let  arms  hang  heavily.  Later  shrug  shoulders  and 
tighten  arm  muscles  while  pressing  head  back. 
Then  relax  all  muscles  that  were  tense,  allowing 
head,  shoulders,  and  back  to  sag. 

The  next  steps  in  the  chain  of  rehabilitation 
proceed  with  the  evaluation  of  the  functional 
capacity  of  the  lungs  and  readjustment  to  work. 

While  evaluating  the  patient’s  chances  for 
rehabilitation,  especially  in  intrinsic  asthma,  an 
estimation  of  the  functional  capacity  of  the 
lungs  and  the  patient’s  disability  from  a physio- 
pathologic  point  of  view  should  be  undertaken. 
This  is  an  attempt  at  determining  the  patient’s 
“total  physical  capacity.”  The  guiding  phy- 
sician should  estimate  the  energy  capacity  of  the 
patient.  It  is  known  that  the  energy  demands 
of  many  jobs  are  relatively  low,  and  in  some  jobs 
the  demands  do  not  exceed  one  to  two  times  the 
resting  oxygen  consumption  of  the  patient. 
This  involves  pulmonary  function  studies. 

The  determination  of  pulmonary  functional 
capacity,  for  which  few  physicians  are  equipped, 
can  be  helped  by  the  establishment  of  a “lung 
station.”  This  is  a laboratory  designed  to  aid 
in  diagnosis,  prognosis,  therapy,  and  the  eval- 
uation of  disability  in  pulmonary  disease  in  much 
the  same  manner  that  a “heart  station”  serves 
the  needs  of  clinicians  concerned  with  heart 
diseases.  Such  a “lung  station”  was  demon- 
strated by  pulmonary  physiologists  at  a special 
exhibit  on  pulmonary  function  testing  in  June, 
1953,  at  the  San  Francisco  meeting  of  the 
American  Medical  Association.  It  is  also  impor- 
tant that  the  larger  allergy  clinics  establish  a 
“work  classification  unit”  in  the  same  way  as  the 
cardiac  clinics. 

The  most  important  step  in  rehabilitation  is 
the  readjustment  to  work.  Many  patients  are 
reluctant  to  go  back  to  their  former  jobs,  since 
they  often  believe  that  their  health  is  a result  of 
detrimental  conditions  of  work.  A vocational 
counselor  may  be  of  utmost  importance  in  this 
phase  of  rehabilitation.  It  is  his  function  to 
return  the  patient  to  a competitive,  productive 
life  commensurate  with  the  patient’s  abilities. 
The  problem  consists  in  evaluating  and  matching 
the  patient’s  capacity  with  the  demands  of  a 
specific  job  (“job  evaluation  technic”). 

The  most  important  factor  which  confronts  the 


vocational  counselor  is  placing  an  asthmatic  in  a 
job  where  he  does  not  come  in  contact  with 
offending  allergens.  Unger6  has  enumerated 
38  hazardous  occupations  for  the  allergic  patient. 
The  employes  of  these  industries,  it  was  shown, 
were  exposed  to  no  less  than  144  effective  in- 
criminating agents.  These  occupations  include: 
bakers  and  millers,  sensitive  to  a variety  of 
flours;  furriers,  sensitive  to  various  animal 
epithelia  and  to  the  chemicals  and  dyes,  mainly 
paraphenylenediamine  used  in  the  preparation 
of  the  furs;  pharmacists  and  chemists  with  drug 
sensitivity;  stablemen  and  teamsters  sensitive  to 
animal  epithelia  and  emanations;  laboratory 
workers,  hat  makers,  rag  sorters,  coffee  handlers, 
jewelry  polishers,  barbers,  beauty  parlor  workers, 
sawmill  and  woodworkers,  poultry  farmers,  up- 
holsterers, sandblasters,  etc.  In  some  occupa- 
tions, such  as  the  handling  of  raw  and  semi- 
finished wool,  cotton,  kapok,  and  cereal  grains, 
the  patient  is  exposed  not  only  to  the  primary 
allergen,  but  to  molds  which  may  be  present  in 
such  materials.  A baker  sensitive  to  flour  should 
be  advised  not  to  look  for  a job  in  another  bakery 
but  to  change  his  occupation  altogether  and  avoid 
contact  with  the  causative  factor  responsible 
for  his  allergy.  Atopic  individuals,  in  general, 
should  avoid  industries  which  are  associated  with 
dust,  fumes,  sudden  temperature  variations, 
smoke,  or  irritating  gases. 

In  intrinsic  asthma,  when  the  physical  con- 
dition of  the  patient  allows,  he  should  be  rehired 
by  his  employer  and  given  a chance  to  perform 
the  work  for  which  he  is  skilled,  possibly  at  first 
on  a part-time  basis.  Should  the  readjustment 
fail,  a recommendation  should  then  be  made  for 
job  transfer  within  the  plant.  With  careful 
screening  and  placement  in  jobs  for  which  they 
are  physically  and  emotionally  qualified,  a great 
number  of  asthmatics  are  capable  of  many 
valuable  years  of  service  without  significant 
risk  to  their  health.  The  pre-employment 
examination  utilizing  all  modalities  will  certainly 
show  what  limitations  should  be  placed  on  the 
type  of  employment  available  to  the  chronic 
asthmatic.  In  general,  he  should  be  advised 
against  heavy  labor  requiring  pushing,  lifting, 
and  the  carrying  of  heavy  objects,  and  should  be 
utilized  instead  for  lighter  work,  such  as  time 
keeper,  office  worker,  etc.  Furthermore,  in  this 
mechanized  age  many  arduous  tasks  now  may 
be  easily  handled  by  invalids. 

Very  little  attention  is  given  to  disabled  asth- 
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matics  although  thoir  number  is  very  high. 
Therefore,  it  is  imperative  that  a civic  group 
consisting  of  representatives  of  management, 
physicians,  social  workers,  and  leaders  in  labor 
should  initiate  an  institution  of  “jobs  for  asth- 
matics” which  could  supply  work  for  thousands 
of  asthmatics  in  fields  of  industry  where  they 
could  work  safely  and  adjust  more  satisfactorily 
to  their  health  conditions.  In  the  experience  of 
several  cardiac  work  classification  clinics,  70  to 
75  per  cent  of  the  cardiac  patients  have  improved 
or  remained  unchanged  while  working.* 1 2 3 4 5 6 7  If 
similar  units  to  test,  classify,  and  integrate 
asthmatic  patients  into  industry  existed,  it  could 
be  demonstrated  that  a high  percentage  of 
patients  with  bronchial  asthma  could  be  reha- 
bilitated and  returned  to  the  status  of  wage 
earners.  According  to  data  from  the  Physical 
Medicine  and  Rehabilitation  Department  of 
New  York  University-Rellevue  Medical  Center, 
90  per  cent  of  the  chronically  ill  and  disabled 
patients  derived  some  benefit  from  their  reha- 
bilitation experience. 

Under  the  guidance  of  a team  consisting  of  a 
physician,  social  worker,  and  vocational  coun- 
selor, patients  could  improve  their  work  toler- 
ance and  with  proper  medical  help  and  emotional 
and  supportive  reassurance  could  maintain  and 
improve  their  work  productivity. 

The  selective  placement  of  asthmatics,  along 
with  the  proper  correction  of  their  physical 
disabilities,  would  open  a new  chapter  in  the 
history  of  rehabilitation.  The  physician,  par- 
ticularly the  allergist,  should  be  the  guiding 
force  and  cohesive  influence  throughout  the  total 
illness,  treatment,  and  rehabilitation  period  of 
the  patient. 

Conclusions  • 

A new  regimen  for  the  rehabilitation  of  asth- 
matics should  be  instituted,  since  asthmatic 


patients  constitute  a large  portion  of  the  physi- 
cally disabled  in  this  country.  Such  a program 
not  only  would  help  the  asthmatic  to  become  a 
better  “total  person”  capable  of  giving  of  him- 
self to  the  community  but  also  would  help  to 
save  government  funds  necessary  to  support 
him  at  present. 

A rehabilitation  team  under  the  supervision 
of  the  physician  should  study  the  problems  of  the 
patient,  evaluate  them,  and  advise  the  patient  as 
to  his  capabilities  and  limitations.  Included  in 
this  team  should  be  the  social  service  worker, 
psychiatrist,  physical  therapist,  and  vocational 
and  placement  counselors. 

The  establishment  of  a “lung  center”  is  advised 
in  which  the  patient’s  functional  capacity  can  be 
accurately  determined  in  a specialized  labora- 
tory for  pulmonary  disease.  Work  classification 
units  should  be  instituted  in  the  larger  allerg}' 
clinics. 

A civic  group  consisting  of  representatives  of 
management,  physicians,  social  workers,  and 
leaders  in  labor  should  found  a “Jobs  for  Asth- 
matics” institution  which  could  help  thousands 
of  asthmatics  to  find  work  suitable  for  their  needs. 


I am  grateful  to  Dr.  Abner  M.  Fuchs  for  his  guidance  and 
valuable  suggestions  in  writing  this  paper. 

255  West  88th  Street 


References 

1.  Rusk,  H.  A.,  Garrett,  J.  F.,  Viscardi,  H.,  and  Taylor, 

E.  J.:  J.A.M.A.  149:  595  (June  7)  1952. 

2.  Klumpp,  T.  G.:  Care  of  the  Aged  and  Chronically 

111,  read  at  the  annual  meeting  of  the  American  Public  Health 
Association,  Cleveland,  Nov.  14,  1946. 

3.  Spain,  W.  C.,  and  Cooke,  R.  A.:  J.  Immunol.  9: 

521  (1924). 

4.  Spain,  W.  C.,  and  Fontana,  V.  J.:  Arch.  Indust. 

Hyg.  & Occup.  Med.  5:  471  (May  19)  1952. 

5.  Fuchs,  A.  M.:  Geriatrics  2:  235  (July-Aug.)  1947. 

6.  Unger,  L.:  Bronchial  Apthma,  Springfield,  111.,  Charles 
C Thomas,  1946. 

7.  Hellerstein,  H.  K , and  Ford,  A.  B.:  J.A.M.A.  164: 
225  (May  18)  1957. 


(Number  forty  of  a series  on  Fundamentals  of  Modern  Allergy.  This  series  will  be  published  in  book-form 
under  the  original  title  by  Blakiston  and  Company.) 


A man  must  have  a certain  amount  of  intelligent  ignorance  to  get  anywhere. — Charles 
Francis  Kettering 


September  15,  1957 


3015 


CLINICAL  ANESTHESIA 
CONFERENCE 


A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
I\eiv  York  State  Society  of  Anesthesiologists 

merel  h.  harmel,  m.d.,  Chairman 


Postoperative  Respiratory  and  Circulatory  Depression 


Respiratory  and  circulatory  depression  which 
may  occur  in  the  immediate  postoperative 
period  may  proceed  from  a number  of  causes. 
A knowledge  of  the  patient’s  medical  background, 
acute  observation,  and  prompt  treatment  often 
become  the  responsibility  of  the  anesthesiologist. 
The  following  case  illustrates  such  a problem  and 
its  management. 

Case  Report 

The  patient,  a twenty-nine-year-old  Puerto  Rican 
female,  had  been  admitted  to  the  hospital  for  the 
first  time  three  months  ago  because  of  recurrent 
bouts  of  chills  and  fever  of  eight  months  duration. 
At  that  time  exhaustive  diagnostic  studies  (x-ray, 
hematologic,  metabolic,  and  urologic)  had  not  re- 
vealed any  reason  for  the  fever.  The  only  positive 
finding  was  evidence  of  pericholangitis  and  hydropic 
degeneration  obtained  on  fiver  biopsy.  The  pa- 
tient left  the  hospital  to  return  one  month  later  with 
chills,  fever,  and  back  pain.  Problems  at  home 
caused  the  patient  to  leave  the  hospital.  At  home 
the  chills  and  fever  persisted,  and  in  addition,  the 
patient  developed  a persistent  and  productive 
cough.  She  was  then  readmitted  to  the  hospital  in 
acute  distress.  The  findings  were  much  as  before. 
X-rays  of  the  chest  gave  no  evidence  of  any  patho- 
logic process.  During  the  course  of  this  admission 


the  spleen  became  enlarged  to  three  fingerbreadths 
below  the  costal  margin  and  was  tender.  The 
heart  appeared  enlarged.  Angiocardiography  dem- 
onstrated a large  left  ventricle  with  evidence  of 
pericardial  effusion.  Blood  studies  showed  the 
patient  to  be  profoundly  anemic  with  hemoglobin 
of  4.9  Gm.  The  anemia  was  hypochromic  in 
character.  In  addition,  the  blood  was  Coombs’  test 
positive.  Her  temperature  varied  between  101  F. 
to  104  F.  The  pulse  ranged  from  110  to  120. 
Muscle  and  lymph  node  biopsies  were  negative. 
In  spite  of  the  positive  Coombs’  test  it  was  felt  that 
the  patient  had  a malignant  lymphoma,  probably 
Hodgkin’s  disease.  The  patient  was  placed  on 
ACTH  and  cortisone  therapy  twelve  days  before 
exploratory  laparotomy.  The  ACTH  was  discon- 
tinued after  three  days.  In  the  five  days  preceding 
operation  the  patient  received  2,500  cc.  of  blood. 
At  the  same  time  the  dose  of  cortisone  was  increased 
from  100  to  300  mg.  twice  a day.  The  hemoglobin 
rose  to  12.5  Gm.  and  hematocrit  to  40.  The  icteric, 
index,  which  had  been  normal,  rose  to  40.  Blood 
volume  studies  showed  a 25  per  cent  depletion. 

In  the  twenty-four  hours  preceding  operation  the 
cortisone  was  discontinued.  The  patient  was  given 
Demerol  75  mg.  and  atropine  0.4  mg.  one-and-a- 
half  hours  prior  to  the  induction  of  anesthesia. 

When  the  patient  arrived  in  the  operating  room 
her  blood  pressure  was  114/60  and  her  pulse  144. 
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There  was  some  concern  over  the  tachycardia,  but 
the  induction  of  anesthesia  was  nonetheless  carried 
out  with  cyclopropane.  The  pulse  rate  then  fell  to 
1 10  to  120.  The  patient  received  60  mg.  of  succinyl- 
choline,  was  intubated  without  incident,  and  the 
operation  was  begun.  At  this  time  the  blood  pres- 
sure fell  to  80/40  but  rose  within  ten  minutes  and 
without  treatment  to  90/60.  It  remained  at  that 
level  for  the  duration  of  the  operation.  The  opera- 
tive procedure  was  moderately  difficult,  and  1,000 
cc.  of  blood  were  given  as  replacement  during  its 
course. 

Profound  muscle  relaxation  was  necessary  to 
mobilize  and  remove  the  enlarged  spleen.  D-tubo- 
curarine  was  employed  in  divided  doses  of  3 mg.  for  a 
total  of  18  mg.  to  facilitate  muscle  relaxation  over 
the  course  of  three  and  one-half  hours.  Although 
ether  was  administered  at  the  beginning,  cyclopro- 
pane was  the  maintenance  agent.  The  last  dose  of 
d-tubocurarine  was  given  seventy  minutes  before  the 
end  of  the  procedure.  The  blood  pressure  had  re- 
mained relatively  stable  at  100  to  110/60,  and  at  the 
end  of  the  operation  the  pulse  was  110.  Respira- 
tion during  most  of  the  operation  had  been  con- 
trolled manually  by  the  anesthetist.  However, 
while  spontaneous  respiratory  activity  was  present 
at  the  conclusion  of  the  operation,  it  was  somewhat 
jerky  in  character.  Extubation  was  carried  out. 
Within  five  minutes  the  respiration  was  profoundly 
depressed,  particularly  in  volume,  and  the  patient 
became  cyanotic.  The  patient  was  intubated. 
Oxygen  and  assistance  were  necessary  for  forty 
minutes  before  extubation  could  again  be  carried 
out  and  the  patient  sent  to  the  recovery  room.  On 
her  arrival  the  pulse  was  140,  blood  pressure  92/50, 
and  respirations  28.  Within  five  minutes  the  blood 
pressure  fell  to  60/40.  Vasoxyl  4 mg.  was  adminis- 
tered intravenously,  and  the  pressure  gradually  rose 
to  90/60,  where  it  hovered  for  the  next  twelve 
hours.  The  following  morning  50  mg.  of  cortisone 
was  administered  intravenously,  and  the  pressure 
promptly  rose  to  100  to  110/70.  The  pulse,  which 
was  120,  fell  to  90.  The  patient  was  sent  to  the 
ward  some  eight  hours  later.  Except  for  the 
development  of  a pneumonitis  on  the  third  post- 
operative  day,  the  patient’s  convalescence,  although 
trying,  was  uneventful. 

Comment 

Reynolds  and  Etsten  have  detailed  the  anes- 
thetic management  for  splenectomy.  The  case 
in  question,  while  obviously  one  of  hypersplen- 
ism,  does  not  fall  into  the  category  of  a particular 
problem.  Blood  volume  depletion  which  was 
present  would  have  mitigated  against  spinal 
anesthesia.  While  this  patient  had  a hemolytic 
process,  it  did  not  involve  platelet  formation. 


This  is  of  consequence  for  the  anesthetist  because 
of  the  difficulties  which  may  be  associated  with 
intubation  in  particular. 

The  problems  here  were  related  to  the  extended 
period  of  respiratory  depression  immediately 
after  operation  and  the  persistent  hypotension  in 
the  postoperative  period. 

Respiratory  depression  is  not  uncommon  at 
the  end  of  operations  when  muscle  relaxant  drugs 
have  been  used.  One  must  be  particularly  cir- 
cumspect in  the  use  of  d-tubocurarine  where  ether 
has  been  employed,  since  an  apparent  synergism 
between  these  two  agents  is  known  to  exist.  It 
seems  unlikely  that  this  was  the  case  since  ether 
was  given  only  at  the  beginning  of  the  procedure 
and  for  a relatively  short  time.  Cases  have  been 
reported  where  apnea  persisting  for  forty-five 
minutes  has  occurred  after  controlled  respiration 
with  cyclopropane.  The  problem  here  was  de- 
pression rather  than  apnea,  and  the  jerky  charac- 
ter of  the  respiration  suggests  that  residual 
curare  activity  was  persisting.  Excessive  venti- 
lation may  lead  to  electrolyte  shifts  which  can 
possibly  alter  the  end-plate  response,  resulting  in 
just  such  a situation  as  obtained.  Whatever  the 
cause,  and  this  is  admittedly  obscure,  the  point  to 
emphasize  is  that  following  operation,  partic- 
ularly when  relaxants  have  been  used,  careful 
observation  of  respiratory  activity  should  be 
carried  out.  The  present  situation  was  extreme, 
but  it  is  well  to  keep  in  mind  that  unless  the 
anesthetist  and  other  personnel  are  continually 
alert,  respiratory  depression  and  disaster  can 
occur. 

One  may  ask  why  a curare  antagonist  was  not 
employed,  if  only  to  get  at  the  etiology  of  depres- 
sion. Since  there  are  some  dangers  in  using 
large  doses  of  atropine  in  the  patient  with  fast 
rates — the  patient’s  ranged  from  120  to  140 — 
there  might  well  be  some  hesitancy  in  using  drug 
therapy.  Reliance  on  attention  and  assistance  to 
respiration  represented  a safer  course.  This  is 
what  was  done,  and  the  outcome  as  far  as  respira- 
tory behavior  is  concerned  justified  this  con- 
servatism. 

A last  point  of  interest  must  be  mentioned; 
namely,  the  cortisone  response.  It  will  be  re- 
called that  this  patient  had  been  on  intensive 
cortisone  therapy.  This  had  been  discontinued 
twenty-four  hours  prior  to  operation.  It  is 
highly  possible  that  adrenal  activity  could  have 
been  suppressed.  Indeed  the  response  to  corti- 
sone intravenously  after  operation  strongly  sug- 
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gests  this.  There  has  been  considerable  discus- 
sion about  this  problem  in  recent  times,  but  in  the 
face  of  the  widespread  and  oftimes  injudicious 


use  of  cortisone  one  cannot  help  but  re-emphasize 
its  consequence  to  the  surgical  patient  undergoing 
operation  and  anesthesia. 


( Number  thirty-two  of  a series  of  Clinical  Anesthesia  Conferences) 


Histoplasmosis  and  Coccidioidomycosis 


Comprehensive  studies  of  two  lung  diseases  which 
simulate  tuberculosis  have  been  begun  by  Veterans 
Administration  in  cooperation  with  the  armed  forces. 

Both  are  fungus  infections  which  are  being  more 
commonlv  recognized  by  doctors,  especially  since 
World  War  II,  YA  said.' 

Known  as  histoplasmosis  and  coccidioidomycosis, 
the  diseases  imitate  tuberculosis  in  many  wavs. 
Both  cause  changes  in  the  lungs  that  on  x-ray 
photographs  look  much  like  changes  caused  by  TB. 

Since  there  is  no  known  cure  for  these  fungus 
infections,  the  studies  are  aimed  at  testing  the 
effectiveness  of  new  drugs  which  show  promise  in 
treatment. 

Some  cases  of  the  diseases  are  severe,  and  a few 
are  fatal,  although  many-  are  so  mild  that  symptoms 
are  not  readily'  recognized  as  being  caused  by  the 
fungus  infection. 

The  doctors  also  hope  to  learn  more  about  the 
frequency  of  the  infections,  areas  in  which  they’ 
occur,  yvays  in  yvhieh  they  are  contracted,  refinement 
of  laboratory  procedures  used  in  diagnosis,  and 
indications  for  surgery  yvhen  the  lungs  have  been 
severely  affected. 

Tentative  case  registries  of  some  500  patients  with 
histoplasmosis  or  coccidioidomycosis  in  VA  hospitals 
during  the  past  two  years  have  been  established  for 
study.  Diagnoses  are  being  substantiated  by  labo- 
ratory tests. 

Past  research  has  shown  histoplasmosis  is  found 
mainly  in  Mississippi  River  valley  states,  but  a much 
wider  area  of  prevalence  is  suspected.  The  disease 
is  found  in  scattered  regions  elsewhere  in  the 
United  States,  including  the  Washington,  D.C.,  area. 

Coccidioidomycosis  is  found  in  inland  Southern 


California  and  in  many  arid  areas  of  the  South- 
yvestern  states. 

Both  infections  are  believed  to  be  contracted  by 
inhaling  fungi  from  contaminated  soil,  often  through 
blown  dust  or  gardening.  Chicken,  pigeon,  and 
bat  droppings  are  suspected  sources  of  histoplasmo- 
sis. Cleaning  of  roosts  or  pens  of  such  birds  may 
constitute  a hazard. 

Generali}',  there  are  no  preventive  measures,  no 
immunization,  and  no  treatment  more  specific  than 
bed  rest  or  surgery. 

The  histoplasmosis  study  is  being  carried  out  at 
VA  hospitals  in  Kansas  City,  Little  Rock,  Arkansas, 
Memphis,  Tennessee,  Minneapolis,  Minnesota, 
Nashville,  Tennessee,  Wood,  Wisconsin,  and  San 
Juan,  Puerto  Rico,  and  at  the  Naval  Hospital  at 
St.  Albans,  New  York,  and  Fitzsimons  Army  Hospi- 
tal at  Denver. 

Central  laboratories  for  the  study  have  been 
established  at  the  Kennedy'  Diydsion  of  VA’s 
Memphis  hospital  and  at  Walter  Reed  Army 
Hospital  in  Washington,  D.C. 

Fourteen  VA  and  armed  forces  hospitals  are  mak- 
ing the  study  of  coccidioidomycosis. 

The  VA  hospitals  are  Albuquerque,  New  Mexico; 
Dallas,  Houston,  and  Kerrville,  Texas;  Fresno, 
Long  Beach,  Los  Angeles,  and  San  Fernando, 
California,  and  Phoenix,  Tucson,  and  Whipple, 
Arizona. 

The  service  hospitals  are  Fitzsimons  Army 
Hospital,  the  Naval  Hospital  at  Oakland,  California, 
and  the  hospital  at  Parks  Air  Force  Base,  California. 

The  central  laboratory  for  the  coccidioidomycosis 
study  is  at  VA’s  San  Fernando  hospital. — Informa- 
tion Service,  Veterans  Administration 
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Surgery  in  the  Aged 
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Measures  that  provide  better  health  usually 
result  in  longer  life.  The  proportion  of 
our  population  sixty-five  years  and  over  is  now 
the  greatest  it  has  ever  been.  It  is  presently 
estimated  at  approximately  14,000,000.  The 
indications  are  that  this  trend  will  continue. 
Those  who  reach  this  age  category  are  subject,  as 
are  those  who  are  younger,  to  a wide  range  of 
conditions  that  are  best  treated  by  surgery.  In 
the  past  there  has  been  a tendency,  still  existent 
in  many  quarters,  to  withhold  indicated  surgery 
because  of  anticipated  hazards,  fancied  and  actual. 
The  contraindications  to  surgical  therapy  among 
the  aged  commonly  accepted  a few  decades  ago 
are  gradually  being  neutralized.  This  is  taking 
place  because  many  of  the  real  problems  inherent 
in  undertaking  surgical  therapy  have  been 
studied  and  an  adequate  solution  provided. 
General  advancements  of  the  greatest  importance 
in  surgery  include  those  relative  to  anesthesia, 
water  and  electrolyte  balance,  and  impaired 
function  of  various  organs  and  systems.  The 
aged,  like  the  very  young,  do  not  have  as  wide  a 
margin  of  physiologic  functional  reserve.  They 
require  greater  precision  of  management. , Recog- 
nition of  this  enables  one  to  select  the  optimal 
accessories  in  surgical  therapy.  This  includes 
preoperative  evaluation  and  such  correction  of 
abnormal  function  as  is  practical.  Our  facilities 
and  armamentarium  were  never  better,  so  that  it 
is  possible  even  in  the  poor  risk  patient  of  any  age 


to  proceed  with  greater  safety  than  ever  before 
with  any  surgical  procedure.  Thus  the  aged 
patient  with  a condition  requiring  surgery  may  be 
prepared  and  operated  on  and  then  mobilized 
immediately  after  recovery  from  the  effects  of 
anesthesia  with  minimal  risk  and  disturbance  to 
his  or  her  over-all  normal,  physiologic,  functional 
capacity. 

Common  Problems  Encountered  by 
the  Surgeon 

Conditions  requiring  surgery  in  the  aged  are 
not  totally  dissimilar  from  those  encountered  in 
other  age  groups.  There  are  some  variations  of 
course,  but  the  same  general  principles  inherent 
in  surgical  care  are  for  the  most  part  applicable 
to  all.  In  the  aged  and  the  very  young  the  mar- 
gin of  safety  is  much  more  narrow  than  in  those 
in  the  robust  adult  group.  Also,  older  indi- 
viduals are  more  likely  to  sustain  certain  injuries 
when  they  are  involved  in  accidents  just  as  they 
are  more  prone  to  some  diseases  seldom  seen  in 
childhood.  Nevertheless  the  patents  in  the 
older  age  group  may  be  the  victims  of  any  injury 
or  disease.  The  alert  physician  is  well  aware  of 
this. 

For  the  purpose  of  this  discussion  there  are 
listed  those  conditions  that  we  have  been  called 
on  to  care  for  most  frequently  at  The  New  York 
Hospital-Corncll  Medical  Center.  This  medical 
center  has  hospital  facilities  of  over  1,000  beds 
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TABLE  I. — -Mortality  Rate  by  Age  Groups  of  4,348 
Patients  After  Surgery  for  Nosmaligxant  Disease 
of  the  Biliary  Tract 


Age 

(Years) 

Number  of 
Patients 

Number  of 
Deaths 

Mortality 

Rate 

(Per  Cent) 

Under  50 

2,456 

16 

0.6 

50  to  64 

1,495 

34 

2.3 

65  and 

over 

397 

26 

6.5 

Total 

4,348 

76 

1 . 75 

embracing  all  divisions  of  medicine  and  is  located 
in  the  midst  of  a very  densely  populated  area. 
The  frequently  encountered  conditions  are: 
(1)  biliary  tract  disease,  (2)  intestinal  obstruction, 
(3)  appendicitis,  (4)  diverticulosis  and  diverticuli- 
tis, and  (5)  trauma. 

Biliary  Tract  Disease 

Biliary  tract  disease  accounts  for  the  most  fre- 
quent indication  for  abdominal  surgical  interven- 
tion among  geriatric  patients  in  our  hospital. 
Others,  including  Cutler1  and  Strohl  and  Diffen- 
baugh2  have  reported  a similar  high  incidence 
from  their  respective  clinics. 

During  the  twenty-three  year  period  from 
September  1,  1932,  to  September  1,  1955,  397 
cases  of  nonmalignant  biliary  tract  disease  in 
patients  sixty-five  years  of  age  or  over  were 
treated  by  surgery  at  The  New  York  Hospital- 
Cornell  Medical  Center.  There  were  26  deaths  in 
this  group,  a mortality  rate  of  6.5  per  cent.  Dur- 
ing the  same  period  1,495  patients  fifty  to  sixty- 
four  years  of  age  with  a mortality  rate  of  2.3  per 
cent,  and  2,456  patients  under  fifty  years  of  age 
with  a mortality  rate  of  0.6  per  cent  were  treated 
for  similar  conditions  (Table  I). 

Diagnostic  Classification. — Two  hundred 
and  seventy-four  of  these  geriatric  patients  were 
treated  for  chronic  cholecystitis,  110  for  acute 
cholecystitis,  and  13  for  postoperative  and  other 
benign  strictures  of  the  choledochus.  The  per 


cent  of  patients  with  acute  cholecystitis  as  op- 
posed to  chronic  biliary  tract  disease  in  the  total 
series  was  18.7  per  cent  among  those  under  fifty 
years  of  age,  21.3  per  cent  among  those  fifty  to 
sixty-four  years  of  age,  and  25.2  per  cent  among 
those  sixty-five  years  of  age  and  older. 

Preoperative  Evaluation. — The  presenting 
symptoms  of  biliary  tract  disease  in  the  older  age 
group  varied  little  from  the  other  age  groups. 
The  more  advanced  changes  in  the  biliary  tract 
resulting  from  long-standing  disease,  such  as  com- 
mon duct  stone  and  biliary  cirrhosis,  were  of 
course  more  frequent.  The  differences  observed 
in  the  older  age  group  in  comparison  to  the 
younger  patients  included  the  systemic  degenera- 
tive changes,  all  of  which  have  a bearing  on  the 
outcome  of  any  surgical  therapy. 

For  the  purpose  of  attempting  to  predict  the 
occurrence  of  postoperative  fatalities  and  com- 
plications the  397  operative  cases  were  classified 
according  to  the  major  degenerative  disease 
processes  discernible  in  their  preoperative  state. 
The  mortality  for  the  entire  group  was  6.5  per 
cent  (26  postoperative  deaths)  (Table  II). 

One  hundred  and  forty-five  patients,  not  the 
largest  group,  were  regarded  as  having  no  major 
degenerative  disease  process.  These  patients  did 
have  some  degree  of  generalized  arteriosclerosis, 
osteoarthritis,  diverticulosis,  or  benign  prostatic 
hypertrophy.  They  did  not  have  the  disease 
processes  listed  to  a major  degree.  There  were 
20  nonfatal  complications  (13.8  per  cent)  and 
four  fatalities  (2.7  per  cent)  among  the  aged 
patients  in  this  group  without  recognized  major 
disease  processes. 

Hypertensive  cardiovascular  disease  was  pres- 
ent in  162  patients,  the  largest  group.  These 
were  patients  with  a sustained  systolic  blood 
pressure  over  160  or  diastolic  blood  pressure  over 
90.  They  had  enlarged  hearts  with  left  ventric- 
ular preponderance.  The  highest  consistent 


TABLE  II. — Preoperative  Evaluation  of  397  Patients  Sixty-Five  Years  of  Age  and  Older  With  Respect  to  the 

Presence  of  Degenerative  Disease  Processes 


/ — Nonfatal  Complications — - Mortality 


Disease  Process 

Number  of  Patients  * 

Number 

Per  Cent 

Number 

Per  Cent 

No  major  degenerative  disease 

145 

20 

13.8 

4 

2.7 

Hypertensive  cardiovascular  disease 

162 

25 

15.4 

11 

6.7 

Arteriosclerotic  heart  disease 

76 

12 

15.8 

6 

7.9 

Chronic  pulmonary  disease 
Diabetes  mellitus 

25 

2 

8.0 

2 

8.0 

(moderate  to  severe) 

20 

2 

10.0 

. * . 

Cirrhosis 

6 

2 

33.3 

Chronic  renal  disease 

6 

i 

16.6 

i 

16.6 

Miscellaneous  major  chronic  disease 

17 

3 

17.6 

2 

11.7 

* 51  patients  are  classified  in  two  groups  and  three  are  classified  in  four  groups. 


3020 


New  York  State  J.  Med. 


SURGERY  IN  THE  AGED 


pressure  was  230/120.  There  were  no  cases  of 
malignant  hypertension.  There  were  25  non- 
fatal  complications  (15.4  per  cent)  and  11  deaths 
(6.7  per  cent)  in  this  group  after  surgery. 

Arteriosclerotic  heart  disease  of  a significant 
degree  was  noted  in  76  patients.  These  indi- 
viduals had  sustained  previous  coronary  occlusion 
(by  electrocardiographic  study)  or  had  demon- 
strated electrocardiographic  changes  of  a less 
marked  degree  associated  with  angina  pectoris  or 
cardiac  decompensation.  There  were  12  non- 
fatal  complications  (15.8  per  cent)  and  six  deaths 
(7.9  per  cent)  in  this  group  after  surgical  inter- 
vention for  biliary  tract  disease. 

Severe,  chronic,  primary  pulmonary  disease 
was  present  in  25  cases  consisting  of  severe 
emphysema  and  bronchiectasis.  There  were 
two  nonfatal  complications  (8  per  cent)  and  two 
fatalities  among  these  patients  after  surgery. 
Diabetes  mellitus  of  a degree  requiring  a signifi- 
cant daily  insulin  administration  was  present  in 
20  cases.  There  were  two  nonfatal  complications 
(10  per  cent)  and  no  postoperative  deaths  in  this 
group.  Cirrhosis,  complicated  by  either  hemor- 
rhage from  esophageal  varices,  ascites,  or 
jaundice,  was  present  in  six  instances  (by  pre- 
operative evaluation).  There  were  two  post- 
operative deaths  in  this  group  (33.3  per  cent) 
after  biliary  tract  surgery. 

The  most  striking  conclusion  to  be  drawn  from 
an  analysis  of  these  patients  is  that  an  elective 
biliary  tract  procedure  is  tolerated  remarkably 
well  by  the  geriatric  patient.  In  fact,  the  dif- 
ference in  the  complication  rate  and  mortality 
rate  between  the  aged  (over  sixty-five  years)  and 
the  control  (fifty  to  sixty-four  years)  group  is  not 
great.  In  contrast,  the  aged  patient  tolerates 
emergency  biliary  tract  procedures,  either  for 
simple,  acute  cholecystitis  or  for  acute  cholecys- 
titis with  choledocholithiasis,  relatively  poorly. 
Both  mortality  and  complication  rates  are 
strikingly  higher  than  in  patients  in  younger  age 
groups.  This  observation  supports  the  concept 
that  elective  cholecystectomy  in  the  aged  patient 
with  symptomatic  biliary  tract  disease  is  even 
more  important  than  in  the  younger  patient 
who  can  better  tolerate  the  emergency  procedures 
if  such  becomes  necessary.  The  aged  patient, 
even  with  advanced  degenerative  disease  proc- 
esses, when  carefully  evaluated  and  prepared 
for  surgery  may  be  operated  on  with  a mortality 
of  less  than  2 per  cent.  In  acute  cases  the  im- 
provements in  all  types  of  preoperative  and 


postoperative  care  of  biliary  tract  patients  have 
produced  notable  reductions  in  mortality  and 
complication  rates  in  the  younger  age  groups, 
but  in  the  aged  the  mortality  for  such  procedures 
remains  above  5 per  cent. 

Intestinal  Obstruction 

Whereas  biliary  tract  disease  allows  a wide 
range  for  selection  of  time  for  operation,  intestinal 
obstruction  generally  provides  an  indication  of 
relative  urgency.  In  any  event  it  is  always  a 
serious  condition  and  demands  correction.  The 
higher  in  the  gastrointestinal  tract  is  the  site  of 
obstruction,  the  more  rapidly  devastating  is  the 
clinical  course. 

The  aged  patient  with  reduced  physiologic 
capacity  and  often  impairment  of  function 
tolerates  intestinal  obstruction  less  well  than  the 
young  and  vigorous.  It  is  essential  therefore 
that  it  be  recognized  early  and  treated  with 
dispatch.  We  have  kept  a careful  record  of  our 
experience  with  patients  over  sixty-five  years  of 
age  with  intestinal  obstruction  who  have  been 
treated  on  the  surgical  pavilions  of  The  New 
York  Hospital-Cornell  Medical  Center.3 

There  were  120  patients  over  the  age  of  sixty- 
five  with  acute  mechanical  intestinal  obstruction. 
The  average  age  was  71.8  years.  There  were 
19  deaths,  an  over-all  mortality  of  15.08 
per  cent.  The  average  age  of  the  fatalities  was 
74.8  years.  The  etiologies  of  the  intestinal 
obstruction  fell  into  a natural  classification  and 
are  listed  in  Table  III. 

External  hernias,  adhesions,  and  neoplasms 
comprise  the  majority  of  the  cases  in  a pro- 
portion similar  to  the  etiologies  of  intestinal  ob- 
struction in  younger  adult  individuals.  The 
39  cases  of  external  hernias  were  subdivided  as 
follows:  17  femoral,  14  inguinal,  five  ventral,  and 
three  umbilical.  Of  the  21  cases  of  neoplasms, 
16  were  in  the  left  colon,  three  in  the  right 
colon,  and  two  in  the  small  intestine.  The 
results  of  operative  and  nonoperative  treatment 
in  respect  to  the  etiologies  also  are  shown  in 
Table  III. 

An  emergency  operation  was  performed  as  the 
definitive  form  of  treatment  in  110  cases.  There 
were  14  deaths,  an  operative  mortality  of  12.73 
per  cent.  Of  the  ten  remaining  patients,  five 
survived  as  a result  of  successful  nonoperative 
treatment  and  five  succumbed,  a nonoperative 
mortality  of  50  per  cent.  Four  of  tire  five  non- 
operative  patients  who  died  were  considered  too 
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TABLE  III. — Cause  op  Intestinal  Obstruction  and  Operative  and  Nonoperative  Fatalities  in  120  Patients  Sixty- 

Five  Years  of  Age  and  Over 


Etiology 

Total  Number 
of  Cases 

Operative 
Number  of  Cases 

Deaths 

Nonoperat 
Number  of  Cases 

ive 

Deaths 

External  hernia  (all  types) 

39 

39 

1 

0 

0 

Adhesions 

28 

25 

2 

3 

1 

Neoplasms 

21 

21 

6 

0 

0 

Diverticulitis  (colon) 

9 

6 

1 

3 

0 

Volvulus 

7 

6 

2 

1 

1 

Internal  hernia 

4 

4 

0 

0 

0 

Mesenteric  occlusion 

4 

1 

1 

3 

3 

Obstruction  of  anastomosis  (colon) 

4 

4 

0 

0 

0 

Gallstones 

3 

3 

1 

0 

0 

Stricture  (ileum) 

1 

1 

0 

0 

0 

Total 

120 

110 

14 

10 

5 

TABLE  IV.  Causes  of  Death  in  I ntestinal  Obstruction 


Cause 

Number  of 
Cases 

Per  Cent  of 
Total 

Shock  and  peritonitis  secondary  to 
obstruction 

8 

42.2 

Cardiovascular 

4 

21.0 

Carcinomatosis 

4 

21  0 

Peritonitis  secondary  to  operation 

2 

10  5 

Fluid  and  electrolyte  imbalance 

i 

5.3 

ill  to  undergo  an  operation,  and  in  one  a diagnosis 
of  intestinal  obstruction  was  not  made.  The 
causes  of  death  were  varied  and  are  summarized 
in  Table  IV. 

Shock  and  peritonitis  were  the  most  common 
causes  of  death.  They  occurred  in  eight  cases 
directly  due  to  the  effects  of  the  intestinal 
obstruction.  In  two  cases  peritonitis  occurred 
as  a complication  of  the  operation.  In  one  case 
the  patient  died  of  fluid  and  electrolyte  imbalance. 
This  makes  a total  of  11  deaths  resulting  directly 
or  indirectly  from  the  intestinal  obstruction.  Of 
the  remaining  eight  deaths,  four  were  cardio- 
vascular in  nature  and  four  were  due  to  terminal 
carcinomatosis.  Eliminating  the  deaths  from 
terminal  carcinomatosis,  it  is  apparent  that  many 
of  the  fatalities  might  have  been  prevented  had 
prompt  and  efficient  treatment  been  carried  out. 

From  our  experience  with  intestinal  obstruc- 
tion in  elderly  patients  we,  with  others,  believe 
that  they  are  less  able  to  withstand  the  compli- 
cations of  shock  and  peritonitis  than  are  the 
younger  and  more  robust.  We  contend  there- 
fore that  indicated  treatment  instituted  promptly 
will  best  enable  us  to  care  for  the  aged  with  a low 
mortality. 

Appendicitis 

Acute  appendicitis  is  usually  considered  a 
disease  of  young  adults,  but  it  occurs  in  all  ages. 
In  the  very  young  and  the  aged  the  diagnosis 
may  be  difficult.  Hunter,4  in  an  analysis  of 


diagnostic  errors  collected  from  case  records  at  the 
Massachusetts  General  Hospital  over  a recent 
twenty-five  year  period,  found  that  100  different 
diseases  were  misdiagnosed  for  a total  of  470 
errors.  Eleven  of  these  100  diseases  were  mis- 
diagnosed ten  or  more  times.  Eleven  of  the 
diagnostic  errors  concerned  acute  appendicitis. 

Acute  Appendicitis  in  the  Aged  May  be 
Attended  With  Mild  Symptoms  of  Insidious 
Onset. — We  have  observed  patients  over  sixty- 
five  who  have  had  sudden  onset  of  abdominal 
pain  with  nausea  and  vomiting  that  enabled  us 
readily  to  make  a diagnosis  of  acute  appendicitis, 
but  we  too  have  seen  more  patients  in  the  older 
age  group  in  whom  the  history,  laboratory  data, 
and  physical  findings  were  atypical.  We  have 
made  errors  in  two  ways.  First,  we  have  diag- 
nosed some  other  condition  when  the  patient 
had  appendicitis.  An  example  was  that  of  a 
seventv-two-year-old  physician  who,  after  a 
game  of  handball  with  a junior  colleague,  noted 
a dull,  aching  pain  in  the  right  lower  quadrant 
where  he  was  able  to  palpate  a mass.  I saw  him 
about  two  hours  after  his  discovery,  and  it  was 
my  impression  that  he  had  a tumor  of  the  cecum. 
He  believed  it  was  an  appendiceal  abscess.  At 
operation  it  was  demonstrated  that  his  diagnosis 
was  correct,  and  he  lived  for  nine  years  to  die 
later  of  arteriosclerosis.  Second,  we  have  made 
the  diagnosis  of  appendicitis  and  then  found  at 
operation  that  we  were  wrong.  An  example  was 
that  of  a sixty-seven-year-old  woman  on  whom  a 
gastric  resection  for  ulcer  had  been  done  two 
years  before.  She  suddenly  developed  general- 
ized abdominal  pain,  nausea,  and  vomiting 
fourteen  hours  before  admission  to  the  hospital. 
There  was  an  elevation  of  temperature  to  37.4  C. 
with  tenderness  over  the  right  lower  quadrant. 
Leukocyte  count  was  14,000.  My  diagnosis  was 
acute  appendicitis,  but  at  operation  a napkin 
ring  type  of  carcinoma  of  the  ascending  colon 
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with  perforation  was  found.  The  appendix  was 
normal. 

These  two  patients  lend  emphasis  to  the 
difficulties  of  diagnosis  in  the  aged  patients. 
Differential  diagnosis  requires  the  consideration 
of  a wider  range  of  conditions  than  in  the  younger 
age  groups  and  a more  acute  awareness  of  minimal 
signs  and  symptoms. 

Over  the  past  fifty  years  appendicitis  has  been 
treated  surgically  with  an  ever-decreasing  mor- 
tality rate.  There  remains,  however,  an  oppor- 
tunity for  improvement  in  the  care  of  the  older 
age  group.  From  the  Cornell  Surgical  Division 
of  Bellevue  Hospital,  Wolf  and  Hindman5  in 
1952  reported  a consecutive  series  of  88  patients 
over  sixty  years  of  age  with  acute  appendicitis 
treated  surgically.  For  the  decade  1940-1949 
the  mortality  was  4.5  per  cent.  During  the 
same  period  a control  group  of  274  patients  in  an 
age  range  of  thirty  to  forty-nine  years  of  age 
were  operated  on  with  only  two  deaths,  a mor- 
tality rate  of  0.7  per  cent.  Equally  striking  was 
the  high  incidence  of  major  complications,  41  per 
cent  in  the  former  and  12  per  cent  in  the  latter. 

So  far  as  appendicitis  is  concerned  it  may  be 
said  that  the  principles  established  for  its  treat- 
ment in  other  age  categories  should  be  applied  to 
the  aged.  When  a diagnosis  of  acute  appen- 
dicitis has  been  made,  or  when  it  is  a likely 
diagnosis,  operation  should  be  done.  Peri- 
tonitis from  a perforated  appendix  and  its 
complications  is  associated  with  a high  mortality 
rate.  Antibiotics  alone  will  not  protect  such  a 
patient.  However,  when  combined  with  appen- 
dectomy for  appendicitis  and/or  for  drainage  for 
an  appendiceal  abscess  they  afford  the  most 
effectual  treatment  for  all  ages  including  those 
over  sixty-five  years.  I am  convinced  that  the 
risk  of  an  abdominal  operation  in  the  presence  of 
the  findings  commonly  associated  with  an  acute 
abdomen  is  minimal  compared  to  that  assumed 
when  nonsurgical  treatment  or  prolonged  “watch- 
ful waiting”  is  followed.  Emphasis  should  be 
placed  on  the  fact  that  the  older  age  patients 
will  stand  surgical  procedures  well.  The  burden 
of  complications,  such  as  massive  infection, 
places  an  additional  strain  on  the  remainder  of 
the  body  economy,  particularly  the  cardio- 
vascular and  renal  systems.  Thus  the  combi- 
nation of  appendicitis  of  some  duration,  an  oper- 
ation, and  complications  may  be  overwhelming 
since  the  patients  in  this  age  group  are  lacking  the 
reserve  they  had  earlier  in  the  more  robust 


period  of  life.  Often  in  the  aged  one  or  more  of 
the  body  systems  has  various  degrees  of  impair- 
ment and  tolerates  poorly  additional  increments. 

Diverticulosis  and  Diverticulitis 

Diverticulosis  of  the  colon  is  receiving  in- 
creased consideration  as  a demonstrable  change 
observed  in  the  aged.  At  the  same  time  divertic- 
ulitis is  becoming  a more  frequent  cause  for 
acute  illness  in  the  aged. 

Welch,  Allen,  and  Donaldson6  reported  that 
in  a check  of  2,000  consecutive  barium  enemas 
done  in  the  Massachusetts  General  Hospital 
over  a three  year  period  (1950,  1951,  1952)  they 
found  that  neither  diverticulosis  or  diverticulitis 
of  the  colon  was  observed  below  the  age  of 
thirty-five,  and  that  it  gradually  increased 
thereafter  so  that  at  eighty-five  years  of  age  or 
older  two  thirds  of  the  patients  were  found  to 
have  diverticula.  They  also  report  that  the 
incidence  of  diverticulitis  likewise  increases  with 
age.  For  example,  one  fifth  of  the  patients  in  the 
sixth  decade  of  life  who  had  diverticulosis  also 
had  diverticulitis,  whereas  in  the  ninth  decade 
this  fraction  had  increased  to  one  third. 

Over  a five-year  period  from  1947-1951 
inclusive  on  the  surgical  service  of  The  New 
York  Hospital-Cornell  Medical  Center  we7 
treated  102  patients  with  acute  diverticulitis  of 
the  colon.  Their  average  age  was  60.2  years. 
Forty-one  or  40  per  cent  required  some  surgical 
operation,  a total  of  85  procedures  being  done  on 
this  group.  For  the  remainder,  or  60  per  cent, 
response  to  conservative  measures  was  satis- 
factory so  far  as  immediate  treatment  was 
concerned.  It  should  be  kept  in  mind  that  a 
patient  who  has  diverticulosis  and  has  had  an 
episode  of  diverticulitis  may  well  have  additional 
attacks,  and  their  future  course  is  unpredictable. 
Diet  regulation  with  accessory  medications,  such 
as  mineral  oil  or  Metamucil  to  keep  the  stools 
soft  and  movements  regular,  provides  satis- 
factory management  for  many  patients. 

Of  course  we  are  here  concerned  with  those 
who  require  surgery.  They  may  be  placed  in 
two  categories  for  the  purpose  of  discussion. 
First,  there  are  those  in  whom  the  indications  for 
operative  treatment  are  urgent,  and  second  there 
are  those  who  may  be  approached  with  greater 
deliberation,  thus  allowing  time  for  meticulous 
preparation. 

Patients  Requiring  Immediate  Surgery. — 
If,  because  of  the  severity  of  the  patient’s  signs 
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and  symptoms,  an  exploratory  laparotomy  is 
deemed  advisable  and  a diagnosis  of  diverticulitis 
thereby  established,  we  believe  a transverse 
colostomy  should  be  done  at  that  time.  Of  the 
five  patients  who  had  an  exploratory  laparotomy 
with  drainage,  two  had  to  have  a transverse 
colostomy  shortly  thereafter.  Diverting  the 
fecal  stream  permits  the  inflammatory  process  to 
subside.  Resection  of  the  diseased  portion  of 
bowel  is  the  ultimate  aim,  but  to  do  so  in  the  face 
of  obstruction  and  acute  inflammation  is  haz- 
ardous and  unjustified.  By  putting  the  distal 
segment  at  rest  for  a time,  the  resection  may  be 
undertaken  at  a later  date  with  much  less  risk. 
Simple  stab  wound  drainage  does  not  provide 
adequate  treatment  for  the  primary  process  of  the 
disease.  If  an  abscess  is  found  in  the  pelvis,  it 
should  be  drained  by  lateral  stab  wounds,  but  the 
transverse  colostomy  should  still  be  done. 

Postopera tively,  the  patients  are  maintained  on 
nothing  by  mouth,  indwelling  nasalgastric  tube 
suction,  parenteral  fluids,  and  antibiotics. 
Special  attention  is  given  to  electrolyte  and 
fluid  balance  during  the  immediate  postoperative 
period.  The  colostomy  is  usually  opened  on  the 
second  to  third  day,  depending  on  the  degree 
of  distention  of  the  bowel.  After  opening  the 
colostomy  the  gastric  tube  is  removed,  and  fluids 
are  started  by  mouth.  Colostomy  irrigations 
are  started  on  the  seventh  postoperative  day  in 
an  effort  to  achieve  early  control  over  this 
discharge.  The  antibiotics  are  continued  for 
about  ten  days  to  two  weeks  postoperatively. 

The  length  of  time  between  colostomy  and 
resection  is  an  individual  problem  and  must  be 
determined  by  clinical  and  x-ray  findings.  Per- 
sistent elevation  of  temperature  and  white  cell 
count,  and  abdominal  or  rectal  tenderness  all  are 
contraindications  to  resection.  X-ray  evidence 
of  severe  spasm  is  also  a contraindication,  but  it 
is  seldom  necessary  to  wait  for  complete  disap- 
pearance of  bowel  spasm  before  undertaking 
resection,  because  vestiges  of  inflammation  may 
remain  for  more  than  a year.  Combining  the 
findings  from  periodic  clinical  and  x-ray  exami- 
nations, a satisfactory  time  may  be  chosen  for 
resection  that  is  necessarily  neither  delayed  after 
colostomy  nor  so  early  that  that  patient’s 
welfare  is  jeopardized. 

Patients  for  Whom  Indicated  Surgery  is 
Not  Urgent. — Mature,  sound,  surgical  judg- 
ment is  essential  to  accomplish  the  desired  result 
in  these  individuals.  The  crux  of  the  problem 


centers  about  (1)  the  indications  for  resection  of 
the  bowel  with  diverticulitis,  (2)  when  should  a 
resection  be  preceded  by  a colostomy  and  when 
may  a primary  resection  with  immediate 
restoration  of  continuity  be  done,  and  (3)  the 
extent  of  the  resection  when  there  is  a wide 
distribution  of  diverticula  and  a localized  area  of 
diverticulitis. 

We  believe  that  obstruction,  perforation  with 
or  without  abscess  or  fistula  formation,  severe 
pain,  and  questionable  lesions  that  resemble 
carcinoma  should  all  be  treated  surgically. 
Hemorrhage  may  require  surgery,  but  the  source 
of  bleeding  must  be  evaluated  carefully  in  order 
to  avoid  continuation  of  bleeding  after  a re- 
section that  was  intended  to  be  curative.  Once 
a resection  has  been  deemed  necessary,  the  patient 
is  placed  on  large  bowel  preparation  consisting 
of  a clear  fluid  diet  and  appropriate  antibiotics. 
Purging  is  contraindicated  for  fear  of  causing 
acute  exacerbation  of  the  inflammatory  process. 
Patients  with  colostomies  who  are  being  prepared 
for  bowel  resection  are  given  gentle  irrigations  of 
the  distal  loop  with  saline  or  water  in  which 
Aureomycin  or  Terramycin  has  been  added  in 
order  to  facilitate  adequate  preparation  of  the 
bowel. 

We  have  performed  85  procedures  on  41 
patients.  There  were  two  postoperative  deaths, 
a mortality  of  2.3  per  cent.  Both  these  fatalities 
occurred  in  the  acute  surgical  emergency  group. 
There  were  a total  of  15  postoperative  compli- 
cations, an  operative  morbidity  of  17.6  per  cent. 

Diverticulitis  in  the  aged  in  our  experience  can 
be  managed  with  conservative  measures  in 
about  60  per  cent  of  instances.  When  surgery  is 
indicated,  it  should  not  be  side-stepped  because 
of  the  patient’s  age.  Each  individual  requires 
careful  evaluation,  and  insofar  as  possible, 
utilization  of  proper  therapeutic  measures  to 
neutralize  such  associated  disorders  as  may  be 
encountered.  Searching  out  these  conditions 
and  anticipating  their  potential  hazards  while  at 
the  same  time  doing  his  best  to  correct  them 
should  enable  the  surgeon  to  accomplish  re- 
section and  reestablishment  of  colon  continuity 
with  a mortality  and  morbidity  of  complications 
rate  that  is  only  slightly  higher  than  found  in 
those  who  are  somewhat  younger. 

Because  the  incidence  of  diverticulosis  increases 
decade  by  decade  after  fifty,  as  does  also  the 
appearance  of  superimposed  diverticulitis,  we 
should  anticipate  that  we  are  going  to  encounter 
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problems  relative  to  the  management  of  these 
conditions  more  frequently  in  the  future  among 
those  sixty-five  years  and  older. 

Trail  m a 

In  the  teaching  centers  throughout  the  country 
increased  attention  quite  properly  is  being  given 
to  the  problems  of  trauma.  Great  emphasis  has 
been  placed  on  the  higher  incidence  in  the  more 
active  periods  of  life.  While  this  is  generally 
true,  it  should  be  kept  in  mind  that  injuries  do 
occur  in  the  aged  and  that  the  margin  of  control- 
lable variables  in  their  surgical  care  is  generally 
less.  Furthermore  it  is  becoming  evident  that 
indicated  surgical  therapy  can  be  effectively  and 
safely  accorded  these  old  people.  Notable 
progress  has  been  made  in  recent  years.  For 
example,  the  management  of  older  patients  with 
fracture  of  the  hip  may  be  profitably  discussed 
because  of  the  contrast  in  present  methods  as 
compared  to  those  of  two  to  three  decades  ago. 
Then  the  old  patient  was  immobilized  in  a body 
plaster  cast  or  in  bed.  The  mortality  was  quite 
high,  well  over  50  per  cent,  and  usually  attrib- 
uted to  pneumonia. 

On  the  surgical  fracture  service  of  The  New 
York  Hospital-Cornell  Medical  Center  over  a 
six-month  period  in  50  unselected  cases  of  prox- 
imal femoral  fractures,  the  age  span  was  forty- 
eight  through  ninety-two  years  of  age  with  an 
average  age  of  seventy-two.  Slightly  over  half 
of  these  patients  were  hypertensive  and  ten  had 
|i  severe  heart  diseases.  Eleven  patients  suffered 
moderate  to  severe  pulmonary  incapacity  rang- 
ing from  senile  emphysema  to  pre-existing  con- 
fluent bronchopneumonia.  One  patient,  eighty- 
six  years  of  age,  died  of  a massive  coronary  occlu- 
sion within  one  hour  after  admission,  and  a 
patient  with  a greater  trochanteric  fracture  did 
not  require  operative  correction.  Internal  fixa- 
tion was  carried  out  in  the  remaining  48  patients. 

The  most  common  complication  was  urinary 
retention  requiring  superpubic  cystostomy  in 
one  male  patient.  There  were  three  deaths. 
One  was  an  eighty-one-year-old  man  admitted 
to  the  hospital  five  days  after  injury  with  bron- 
chopneumonia. Three  days  later  open  reduction 
was  done.  For  ten  days  he  did  well  and  then 
had  an  extension  of  a pneumonic  process  and 
died  fourteen  days  after  operation.  A second 
patient,  eighty-two  years  of  age,  expired  two 
weeks  after  discharge  from  the  hospital  of  a 
“fever  of  unknown  origin.” 


Another  group  of  aged  patients  who  present 
problems  that  are  often  complex  are  those  who 
have  sustained  their  injuries  in  automobile 
accidents.  These  are  increasing.  Not  infre- 
quently the  injuries  are  multiple,  and  the  lapse  of 
time  from  injury  until  the  patient  arrives  at  a 
hospital  for  definitive  care  is  accompanied  by  the 
development  of  shock.  Under  these  circum- 
stances the  body  mechanism  of  the  aged  patient 
is  fragile  indeed  and  tolerates  poorly  any  pro- 
cedure that  does  not  contribute  to  allaying  or 
reversing  shock.  Perhaps  there  is  no  place  in 
surgery  where  deviation  from  precisely  accorded 
indicated  therapy  is  so  costly  in  human  life. 
Few  physicians  have  the  experience  and  wisdom 
to  guide  them  from  errors  even  under  optimum 
circumstances  and  with  the  most  conscientious 
intent.  Detailed  accounts  of  the  successful  man- 
agement of  some  of  these  cases  that  in  times  past 
always  ended  fatally  would  be  a contribution  to 
our  current  literature. 

Summary 

An  increasing  proportion  of  our  population  is 
living  beyond  sixty-five  years  of  age.  The  actual 
number  is  estimated  to  be  over  14,000,000. 
These  individuals  are  subject  to  both  diseases 
and  injuries  that  are  best  treated  surgically.  In 
our  experience  at  The  New  York  Hospital-Cornell 
Medical  Center  in  recent  years  we  have  found 
that  the  more  common  of  these  conditions  are: 
(1)  biliary  tract  disease,  (2)  intestinal  obstruction, 
(3)  appendicitis,  (4)  diverticulosis  and  divertic- 
ulitis, and  (5)  trauma. 

When  surgical  therapy  is  indicated,  it  should 
not  be  side-stepped  because  of  age.  Rather  it 
should  be  proceeded  with  as  soon  as  the  patient’s 
condition  for  operation  is  optimum.  Present 
day  surgery  can  be  safe  and  easy  for  the  aged  if 
the  type  and  extent  of  the  therapy  is  kept  within 
the  capacity  of  the  patient.  This  capacity  can 
be  increased  by  meticulous  evaluation,  liberal 
preparation,  and  precision  management. 

References 

it  1.  Cutler,  C.  W.,  Jr.:  Ann.  Surg.  126:  763  (1947). 

2.  Strolil,  E.  L.,  and  Diffenbaugk,  W.  B.:  Surg.,  Gynec. 

&Obst.  97:467(1953). 

3.  Wantz,  G.,  and  Glenn,  F.:  J.  Amer.  Geriatrics  Soc. 

In  press. 

4.  Hunter,  W.  S.:  Permanente  Found.  M.  Bull.  10: 

306  (1952). 

5.  Wolf,  W.  I.,  and  Hindman,  R.:  Surg.,  Gynec.  & 

Obst.  94 : 239  (1952). 

6.  Welch,  C.  E.,  Allen,  A.  W.,  and  Donaldson,  G.  A.: 
Ann.  Surg.  138:  332  (1953). 

7.  Glenn,  F.,  and  Harrison,  C.  S. : Rev.  Gastroenterol. 

20:  643  (1953). 


September  15,  1957 


3025 


CORRESPONDENCE 


The  High  Protein  Diet  and  False  Premise 


To  the  Editor: 

The  “Excerpt”  on  Protein  Nutrition  by  Dr. 
Richard  H.  Barnes  in  the  June  1 issue  was  gratifying 
in  its  explosion  of  the  specious  rationale  for  “high 
protein  diets  as  a general  panacea.”  With  increas- 
ing attention  being  given  medical,  social,  and  eco- 
nomic rehabilitation  of  the  systemically,  chronically 
ill,  I feel  that  some  of  the  excellent  points  Dr. 
Barnes  made  are  worthy  of  elaboration.  The  in- 
creased emphasis  has  arisen  concomitantly  with  in- 
creasing realization  that  even  those  with  “incur- 
able” conditions  like  neoplastic  or  collagen-vascular 
disease  are  not  thereby  precluded  from  a lengthened, 
comfortable,  and  productive  life  span,  with  and  in 
spite  of  the  extant  disease.  A main  contributor  to 
this  laudable  accomplishment  is  judicious  dieto- 
therapy,  and  I have  seen  its  ends  defeated  by  trying 
to  force  a high-protein  diet. 

“Proper  body  functions  are  achieved  when  a 
certain  (protein)  level  is  consumed,  but  excesses 
have  no  further  beneficial  effect,”  states  Dr.  Barnes 
who  designates  at  least  one  disastrous  situation 
(hepatic  coma)  that  can  be  precipitated  by  such  an 
excess.  I have  recounted  instances  in  which  I have 
blamed  a high  protein  (enforced)  intake  as  a lethal 
modality  in  humans,  and  experimenters  tell  me  that 
either  radiation  death  in  rats  or  that  produced  by 
aminopterin  administration  is  hastened  by  adminis- 
tering more  than  an  optimum  amount  of  protein  in 
the  diet.1-3 

For  the  past  ten  years  I have  been  trying  to  re- 
verse cachexia  in  patients  with  inoperable  neoplastic 
disease  because,  like  others,  I noticed  that  the 
immediate  cause  of  death  in  most  instances  was  not 
the  tumor  per  se  but  some  complication  like  inter- 
current infection,  inanition,  or  cachexia;  that  death 
usually  occurred  before  the  time  that  might  be 
extrapolated  to  the  limit  set  by  the  direct  lethal 
potentialities  of  progressive  tumor  growth.  It  was 
axiomatic  that  comfortable  and  productive  life 
could  be  prolonged  at  least  to  that  limit  set  by  the 
tumor’s  advance,  if  such  a parameter  as  cachexia 
could  be  favorably  altered.  Nowr  it  may  seem 
wrong  to  pose  one  axiom  when  exception  is  taken  to 
another — that  the  tissue  wasting  of  cachexia  is 
protein  loss  and  that  excess  protein  must  be  replen- 
ished to  reverse  it.  However,  I hope  to  show  that 
the  first  axiom  acquires  justification  in  experience 


while  the  second  is  no  axiom  at  all  but  a false  prem- 
ise. The  first  axiom  is  correct  under  certain  circum- 
stances as  recent  experiences  with  somatotrophic 
hormone  or  the  anabolic  steroids  teaches.  But  there 
has  been  no  such  consistently  favorable  experience 
with  the  high  protein  diet,  ritualistically  prescribed 
for  this  identical  indication,  even  when  the  patient 
could  be  made  to  accept  and  tolerate  it.  Bio- 
chemical studies  have  uncovered  the  inherent  falsity 
of  the  premise  on  which  it  was  applied. 

The  accelerated  nitrogen  loss  of  the  cachexic  sub- 
ject does  not  arise  exclusively  from  protein  or  purine 
catabolism.  The  “ground-substance”  which  makes 
up  about  40  per  cent  of  the  human’s  lean  body 
weight  is  not  predominantly  protein  but  a special 
form  of  carbohydrate — mucopolysaccharide.  In 
these  substances  are  incorporated  unique  sugars 
containing  an  amino  group  (hence  their  nitrogen 
content).  Certain  aminosugars  appear  to  be  as 
essential  for  the  formation  of  ground-substance  as 
are  certain  aminoacids  for  the  formation  of  protein. 
During  catabolism,  mucopolysaccharides  are  de- 
mobilized from  their  tissue  depots  in  ground-sub- 
stance (hyaluronic  acid,  collagen,  ossein,  chondrin, 
elastin,  etc.),  and  their  partial  depolymers  circulate 
in  transport  form  in  the  plasma  (hence  the  elevated 
“serum  mucoprotein”  content  in  the  cachexic  sub- 
ject) before  being  eliminated  in  the  urine. 

Since  almost  half  of  the  excess  nitrogen  appearing 
in  the  urine  during  protracted,  negative  nitrogen 
balance  of  a cachexic  or  inanition  state  may  be  of 
carbohydrate  catabolic  source,  it  is  obviously  irra- 
tional to  attempt  its  replacement  by  protein  nitro- 
gen. If,  for  example,  a patient  who  should  weigh 
150  pounds  or  70  Kg.  is  excreting  25  Gm.  of  urinary 
nitrogen  daily,  it  would  be  better  to  bring  him  into 
balance  with  85  Gm.  of  protein  and  65  Gm.  of  an 
aminocarbohydrate  source  than  to  fail  to  do  so  with 
150  Gm.  of  protein  (which  also  contains  25  Gm.  of 
nitrogen,  but  not  all  suitable  for  the  purpose)  as  the 
dietician  of  ten  years  ago  would  have  been  taught 
to  do.* 

* This  rule  may  become  more  flexible  as  the  role  of  soma- 
totropic hormone  and  other  endocrine  factors  in  determining 
the  in  vivo  interconvertibility  of  aminoacids  to  aminosugars 
and  vice  versa  is  uncovered,  but  for  the  present  clinical  pur- 
pose it  is  better  to  assume  limitations  on  that  interconverti- 
bility. 
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Now  these  essential  aminosugars  must  be  obtained 
from  the  diet  or  at  least  by  absorption  from  the 
intestinal  tract.  They  are  present  in  foods,  and 
some  of  the  “protein”  content  of  animal-source 
proteins  is  actually  mucopolysaccharide;  the 
assumed  protein  content  of  a food  is  calculated  from 
its  total  nitrogen  content  by  the  Kjeldahl  factor. 
But  the  selection  of  his  protein  food  by  the  human 
does  not  give  him  the  same  mucopolysaccharide- 
intake  safety  factor  as  is  present  for  the  purely 
carnivorous  animal  who  eats  the  ground  substance, 
as  well,  of  his  prey — its  bone,  gristle,  and  ligaments, 
or  of  the  purely  herbivorous  animal  who  keeps  to  a 
very  low  protein  intake  in  order  that  his  intestinal 
bacteria  can  be  kept  of  a type  that  will  synthesize 
mucopolysaccharide  for  him.  Bacterial  bodies  are 
composed  of  chitin,  the  very  form  of  aminopoly- 
saccharide  whose  building  blocks  the  animal  can  use 
for  the  polymerization  of  its  own  ground  substance. 

The  human  of  today  is  a very  fastidious  omnivor 
who  will  neither  give  his  own  intestinal  flora  the 
opportunity  nor  permit  his  diet  to  provide  in- 
trinsically that  amount  of  mucopolysaccharide  of  the 
proper  type  required  for  restitution  of  the  inordinate 
loss  of  ground  substance  suffered  in  cachexia. 
Obviously  there  is  enough  obtained  from  the  ordi- 
nary diets  for  the  healthy,  but  it  is  not  in  health  that 
high  protein  intakes  are  prescribed.  This  does  not 
put  a universal  taboo  on  any  fixed  protein  consump- 
tion for  individuals.  Just  as  some  in  the  Orient  do 
well  on  an  intake  barely  above  30  Gm.  per  day, 
consistently  tolerated  averages  of  over  200  are  also 
known.  But  these  are  exceptional.  The  arctic 
explorer  Stefansson  lived  for  six  months  on  seal  meat 
exclusively,  claimed  never  to  have  felt  better  in  his 
life,  and  spent  the  latter  portion  of  that  life  advocat- 
ing an  “exclusively”  protein  diet  for  everybody.4 
But  I have  heard  from  those  that  knew  this  remark- 
able scientist-philosopher  that  his  constitution  was 
such  as  to  have  thrived  equally  on  a diet  of  tire- 
patches  and  old  safety  razor  blades.  Anyway,  seal 
meat  is  not  exclusively  protein;  all  aquatic  animals 
have  high  flesh-mueopolysaecharide  content,  prob- 
ably derived  indirectly  or  directly  from  plankton. 
Seal  meat  is  very  rich  in  fat,  and  Dr.  Barnes  warns 
about  dangers  of  fat  limitation  while  trying  to 
increase  protein  by  meat-paring. 

Aquatic  flesh  is  of  very  high  biologic  value,  and 
this  has  been  attributed  to  microorganismal  plank- 
ton. Fish,  even  trash  fish,  their  solubles  and  flours 
have  alwrays  been  used  empirically  in  animal  hus- 
bandry and  are  being  strongly  advocated  for  hu- 
mans.6 In  his  second  paragraph,  Dr.  Barnes  makes 
an  interesting  category  of  man  with  “other  non- 
ruminants” in  his  sensitivity  to  protein  lack. 
Ruminants  are  a class  apart  nutritionally,  convert- 
ing as  they  do  a low  biologic  value  protein,  grass, 
into  those  of  extremely  high  value,  beef,  mutton,  and 


venison.  Man  and  other  domesticated  nonrumi- 
nant animals  differ  also  from  the  ruminants  in  that 
their  protein  utilization  can  be  improved  by  addition 
of  antibiotics  to  their  feed;  such  addition  is  usually 
injurious  to  ruminants.  It  is  important  that  the 
classification  mentioned  by  Dr.  Barnes  be  brought 
into  congruence  with  what  was  said  about  the  micro- 
organismal source  of  fish  nutritional  factors,  for  if 
this  can  be  done  clearly,  it  illuminates  the  major 
nutritional  advance  of  the  century  and  at  the  same 
time  points  up  the  noxiousness  of  the  inordinately 
high  protein  diet.  It  is  now  well  known  that  anti- 
biotics are  routinely  used  for  nutritional  supple- 
mentation in  most  nonruminant  domesticates 
throughout  the  world,  but  it  is  not  so  well  known 
that  many  positive  reports  have  been  recorded  for 
this  expedient  in  human  nutrition.6-9  It  is  assumed 
that  antibiotics  work  in  the  same  manner  in  both 
animals  and  humans,  and  the  finding  by  Gyorgy’s 
group  that  the  L.  bifidus  factor  is  an  acetylgalac- 
tosamine leads  to  the  speculation  that  the  still 
unidentified  growth-factors  engendered  by  anti- 
biotic-induced intestinal  flora  change  are  those 
which  build  or  replenish  ground  substance.  The 
lesser  requirement  for  high  protein  intakes  when 
other,  more  appropriate  nitrogen-containing  moie- 
ties are  being  synthesized  by  symbiotic  intestinal 
microorganisms  should  be  evident. 

It  happens  that  the  ratio  of  protein  utilization  to 
protein  content  of  the  diet  (protein  efficiency)  has 
been  exhaustively  studied  since  the  advent  of  anti- 
biotic feed  supplements,  and  bearing  out  what  Dr. 
Barnes  says  about  the  inordinately  high  protein 
diets,  animals  may  actually  be  forced  into  a weight 
loss  by  protein  increments  well  above  the  optimum. 
This  finding  is  further  adaptable  to  the  human 
situation  because  we  are  all  familiar  with  the  ex- 
cessive protein  “reducing”  diets  introduced  about 
three  or  four  years  ago.  I am  also  familiar  with 
these;  my  wife  was  eyeing  askance  my  waistline, 
and  after  conferring  with  some  of  my  colleagues  who 
claimed  to  have  used  such  a diet  on  themselves 
successfully,  she  informed  me  that  I was  to  get 
nothing  but  meat,  fish,  eggs,  and  poultry  from  then 
on.  I had  to  tell  her  in  turn  that  the  cost  of  these 
items  was  the  very  thing  responsible  for  protein 
starvation  over  half  the  surface  of  the  globe,  that 
protein  expensiveness  was  a major  concern  of  inter- 
national eleemosynary  agencies,  that  my  collections 
were  skimpier  than  those  of  the  colleagues  she  had 
consulted,  and  that  I simply  could  not  afford  a high 
protein  diet.  I did  agree  to  stop  testing  for  various 
pharmaceutic  concerns  their  antibiotic  preparations 
on  myself. 

On  the  serious  side,  it  is  encouraging  to  see  the 
burgeoning  interest  in  nutritional  matters  by  the 
general  physician,  as  is  reflected  in  the  section  being 
devoted  to  nutrition  in  the  Journal.  I hope  that 
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this  section  will  continue  to  flourish  as  tokened  by 
Dr.  Barnes  presentation. 

R.  D.  Barxard,  M.D. 

23  East  37th  Street 
New  York  16,  New  York 
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Treatment  of  Barbiturate  Poisoning 


To  the  Editor: 

In  the  June  1 issue,  p.  1954,  there  is  an  article  by 
Spear,  Katz,  et  al.  on  the  treatment  of  barbiturate 
poisoning  with  a new  drug.  I was  very  much 
surprised  that  the  authors,  who  apparently  have  not 
read  the  pertinent  literature,  claim  that  aside  from 
the  drug  they  were  testing,  only  picrotoxin  was 
effective  as  an  arousal  agent  capable  of  reducing 
coma. 

I know  the  editors  of  journals  are  not  responsible 
for  the  opinions  of  the  authors  but  the  above  quoted 
statement  is  so  contrary  to  facts  that  I am  surprised 
that  the  authors  were  not  corrected.  True,  picro- 
toxin is  the  most  potent  drug  to  overcome  barbi- 
turate coma,  but  it  is  dangerous  because  of  its 
toxicity  and  its  action-lag.  Metrazol  is  amply 
potent,  stimulates  both  circulation  and  respiration, 
and  is  very  safe.  (See  Goodman  and  Gilman  text- 
book.) Metrazol  has  been  so  widely  used  and 
reported  on  (Fazekas  and  Kopanyi,  J.A.M.A., 
June  13,  1953;  Am.  J.  Med.  Sc.,  Dec.,  1953;  Jones, 
et  al.  J.A.M.A.,  July  8,  1950;  Eckenhof,  et  al. 

Dr.  Spear' 

To  the  Editor: 

The  omission  of  Metrazol  as  an  analeptic  agent 
capable  of  restoring  consciousness  was  an  inadvert- 
ent one.  The  action  of  Metrazol  is  so  well  known  as 
not  to  require  the  documentation  furnished  in  the 
above  letter.  It  was  not  our  intention  to  enter  into 
a controversy  as  to  the  relative  merits  of  any  of  the 
agents  currently  used  in  the  treatment  of  acute 


J.AAI.A.,  Mar.  19,  1949,  and  many  others  here 
and  abroad).  » 

Metrazol  indeed  has  been  used  as  a test  to  deter- 
mine the  type  of  treatment  required  by  the  patient. 
If  2,  3,  or  5 (usually  the  latter)  intravenous  injec- 
tions cause  signs  of  arousal,  general  care  is  all  that  is 
needed. 

The  argument  about  the  use  of  analeptics  is  still 
raging,  powered  by  the  Danish  group.  However, 
their  splendid  results  are  the  result  of  centralized 
treatment  and  the  inclusion  of  many  patients  not 
even  in  coma.  It  is  interesting  that  they  are  now 
adding  analeptics,  and  unfortunately  have  chosen 
one  which  most  investigators  found  of  little  value. 
Personally  I can  vouch  for  the  fact  that  in  acute 
alcoholic  coma  also  an  adequate  dose  of  Metrazol 
causes  practically  immediate  awakening. 

G.  L.  Moench,  M.D. 

27  West  55th  Street 
New  York  City 

s Reply 


poisoning  with  barbiturates,  but  merely  to  call 
attention  to  Mikedimide  as  a drug  which  has  been 
used  successfully  in  other  parts  of  the  world  but  had 
not  yet  been  introduced  into  the  United  States. 

Paul  W.  Spear,  M.D. 
Veterans  Administration  Hospital 
Brooklyn  9,  New  York 


A man  of  genius  makes  no  mistakes.  His  errors  are  volitional  and  are  the  portals  of  dis- 
covery.— James  Joyce 
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Unstable  Chemical  Species:  Free  Radicals,  Ions, 
and  Excited  Molecules.  By  Thomas  Freund,  Ph.D., 
and  Henry  C.  Thacher,  Jr.,  Ph.D.,  (Conference  Co- 
Chairmen),  E.  S.  G.  Barron,  D.  Sc.,  M.  Boudart, 
Ph.D.,  H.  P.  Broida,  Ph.D.,  M.  A.  Eliason,  et  al. 
Quarto  of  224  pages,  illustrated.  New  York,  The 
Academy,  1957.  Paper,  $4.00.  ( Annals  of  the 

New  York  Academy  of  Sciences,  v.  67,  Art.  9,  pp. 
447-670) 

Chemistry  of  Erythrocytes.  Clinical  Aspects. 
By  H.  Behrendt,  M.D.  Octavo  of  227  pages,  illus- 
trated. Springfield,  Illinois,  Charles  C Thomas, 
1957.  Cloth,  $5.75. 

Foot  Troubles.  By  T.  T.  Stamm.  Duodecimo  of 
122  pages,  illustrated.  New  York,  Philosophical 
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Library,  1957.  Cloth,  $4.75. 

An  Atlas  of  the  Commoner  Skin  Diseases.  With 
153  Plates  Reproduced  by  Direct  Colour  Photog- 
raphy from  the  Living  Subject.  By  Henry  C.  G. 
Semon,  D.M.  (Oxford).  Revised  with  the  collab- 
oration of  Harold  T.  H.  Wilson,  M.D.  Colour 
Photograph}-  originally  directed  by  the  late  Arnold 
Moritz,  B.  C.  (Cantab.)  Fifth  edition.  Octavo  of 
371  pages,  illustrated.  Baltimore,  The  Williams  & 
Wilkins  Company,  1957.  Cloth,  $20. 

Gynecologic  Surgery  and  Urology.  By  Thomas 
L.  Ball,  M.D.  Illustrated  with  161  full-page  plates 
by  Daisy  Stdwell.  Quarto  of  547  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 

$20. 

Bronchopulmonary  Diseases.  Basic  Aspects, 
Diagnosis  and  Treatment.  By  142  authors.  Edited 
by  Emil  A.  Xaclerio,  M.D.  Quarto  of  956  pages, 
719  illustrations.  New  York,  A Hoeber-Harper 
book,  1957.  Cloth,  $24. 


Gastro-Intestinal  Obstruction.  By  Meyer  O. 
Cantor,  M.D.,  and  Roland  P.  Reynolds,  M.D. 
Contributors:  Clifford  D.  Benson,  M.D.,  Robert  E. 

L.  Berry,  M.D.,  and  William  A.  Hudson,  M.D. 
Quarto  of  565  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Company,  1957.  Cloth,  $18. 

Science  Looks  at  Smoking.  A New  Inquiry  into 
the  Effects  of  Smoking  on  Your  Health.  By  Eric 
Northrup.  Duodecimo  of  190  pages.  New  York, 
Coward-McCann,  1957.  Cloth,  $3.00. 

Chronic  Illness  in  the  United  States.  Volume  I. 
Prevention  of  Chronic  Illness.  By  Commission  on 
Chronic  Illness.  Octavo  of  338  pages.  Cambridge, 
Mass.,  Published  for  the  Commonwealth  Fund  by 
Harvard  University  Press,  1957.  Cloth,  $6.00. 

The  Year  Book  of  Endocrinology  (1956-1957 
Year  Book  Series).  Edited  by  Gilbert  S.  Gordan, 

M. D.  Duodecimo  of  377  pages,  illustrated.  Chi- 
cago, The  Year  Book  Publishers,  1957.  Cloth, 
$6.75. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  Xcw  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification . Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


Antileukemic  Action  of  Reserpine 


When  it  was  observed  that  large  doses  of  reserpine 
(25  mg. /Kg.)  produced  marked  metabolic  changes 
in  normal  cells  of  experimental  animals,  it  was 
thought  possible  that  this  drug  might  alter  the 
metabolism  of  tumor  cells  more  extensively  than 
normal  cells,  to  the  consequent  detriment  of  the 
tumor.  Experiments  with  hybrid  male  mice 
indicated  that  reserpine  may  indeed  exert  an  anti- 
leukemic action;  a single  injection  produced  an 
almost  threefold  increase  in  the  remaining  lifetime 


of  mice  with  advanced  leukemia.  Although  it  did 
not  prove  as  effective  in  antileukemic  action  as 
amethopterin,  response  to  reserpine  and  several  of 
its  derivatives  in  the  mouse  experiments  places  a 
new  group  of  antileukemic  agents  in  the  investiga- 
tive field.  The  mechanism  by  which  it  exerts  its 
antileukemic  effect  is  not  known. — Abraham  Goldin, 
Robert  M.  Burton,  Stewart  R.  Humphreys,  and 
John  M.  VendeUi,  National  Institute  of  Health, 
Science,  January  25,  1957 
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I p dangerous  epidemics  of  Asian  flu  break  out  in 
* the  country  this  fall  and  winter,  the  medical 
profession  will  have  its  hands  full.  But  the  doctors 
won’t  he  taken  by  surprise  nor  will  the}'  lack 
specific  information  on  proper  treatment. 

While  the  attacks  in  the  United  States  were  still 
sporadic  and  the  death  rate  low—  three  fatalities 
in  the  first  11,000  reported  cases — a number  of 
major,  nationwide  efforts  were  under  way  to  combat 
the  disease  in  the  months  when  influenza  rates 
generally  are  the  highest. 

1.  Acting  in  coordination  with  U.S.  Public 
Health  Service,  the  American  Medical  Association 
was  pressing  forward  with  its  campaign  to  insure 
that  all  physicians  are  informed  of  how  to  deal  with 
the  disease. 

2.  In  line  with  recommendations  of  the  AMA 
committee,  a number  of  state  medical  societies  by 
mid-August  had  laid  out  complete  emergency  plans 
ready  to  be  put  in  operation  if  needed. 

3.  U.S.  Public  Health  Service  epidemic  intelli- 
gence experts  were  scanning  the  country  for  out- 
breaks that,  might  be  Asian  influenza,  and  other 
PHS  officers  were  investigating  acute  respiratory 
diseases.  PHS  also  set  up  machinery  to  keep  the 
medical  and  health  professions  informed  on  nation- 
wide developments  in  the  influenza  picture. 

4.  Advising  Surgeon  General  Burney  was  a special 
committee  which  included  representatives  from 
AMA,  American  Academy  of  Pediatrics,  American 
Academy  of  General  Practit  ioners,  and  the  Associ- 
ation of  State  and  Territorial  Health  Officers. 

5.  Manufacturers  of  the  vaccine,  by  running  their 
plants  on  two  or  three  shifts  and  seven  days  a week, 
were  hoping  to  have  produced  60,000,000  cc.  by 
February  1. 

There  was,  of  course,  the  possibility  that  with 
Congress  in  session  through  most  of  the  summer  a 
vast  Federal  program  would  be  set  up  with  the 
U.S.  purchasing  and  allocating  the  vaccine.  It  was 
heartening  to  the  medical  profession  that  this 
possibility  was  pretty  well  eliminated  in  the  early 
stages  when  the  Department  of  Health,  Education, 
and  Welfare  announced  the  following  as  official 
policy: 

The  Public  Health  Service,  in  cooperation  with 

the  medical  profession,  will  stimulate  and  promote  a 

nationwide  voluntary  program  of  vaccination  against 

the  prevalent  strain  of  influenza.  It  will  not. 


Prepared  by  the  Washington  Office  of  the  American  Med- 
ical Association,  Washington,  D.C. 


however,  request  Federal  funds  for  the  purchase  or 
administration  of  vaccine  except  for  its  own  legal 
beneficiaries.  The  State  and  Territorial  health 
officers  and  the  American  Medical  .Association  have 
jointly  assured  the  Surgeon  General  that  community 
resources,  both  public  and  private,  will  be  mobilized 
to  provide  vaccinations  for  persons  who  are  unable  to 
pay  for  such  protection. 

This  policy  was  reaffirmed  later  by  the  White 
House  when  the  President  asked  for  half  a million 
dollars  to  finance  the  additional  work  for  Public 
Health  Service.  The  White  House  statement  said 
flatly  that  it  did  not  plan  to  have  the  Federal 
government  buy  vaccine. 

The  AMA’s  Board  of  Trustees  selected  as  mem- 
bers of  the  special  committee  the  same  physicians 
who  make  up  the  Civil  Defense  Committee,  with 
Dr.  Harold  C.  Lueth  as  chairman.  In  addition  to 
the  work  of  this  committee,  special  articles  are 
being  published  in  the  AMA  Journal,  mass  circula- 
tion media  are  being  used  to  bring  information  on 
Asian  influenza  to  the  lay  public,  and  the  AMA 
Council  on  Drugs  is  investigating  and  reporting  to 
physicians  on  the  use  of  antibiotics  in  treatment  of 
the  disease. 

No  tes 

To  wind  up  a long  investigation  of  the  safety  of 
chemical  additives  to  foods,  a House  committee 
called  in  a panel  of  scientists  for  two  days  of  discus- 
sion. In  general  they  concluded:  Be  careful  about 
any  mandatory  Federal  controls. 

Another  hearing  on  weight-reducing  preparations 
sold  over  the  counter  in  drug  stores  heard  a parade 
of  witnesses,  all  of  whom  had  about  the  same 
opinion:  In  themselves,  the  pills  all  are  virtually 
useless  in  inducing  loss  of  weight,  but  their  other 
effects  range  from  harmless  to  definitely  dangerous. 

Veterans  Administration  is  increasing  fees  to 
physicians  under  the  hometown  care  program,  with 
the  new  schedules  varying  by  states  and  areas. 
During  this  fiscal  year  VA  will  pay  out  eight  million 
dollars  under  this  program. 

A former  AMA  president,  Dr.  Elmer  Hess;  now 
heads  two  government  advisory  committees,  the 
Health  Resources  Advisory  Committee  to  Office  of 
Defense  Mobilization  and  the  Medical  Advisory 
Committee  to  Selective  Service,  membership  of 
which  is  the  same.  He  succeeds  Dr.  Howard  Rusk. 

Secretary  Folsom  is  considering  appointing  a 
committee  of  outsiders  to  investigate  and  evaluate 
progress  on  medical  research  by  t he  Federal  govern- 
ment. 
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Albert  Bardes,  M.D.,  of  New  York  City,  died  on 
April  18  at  the  age  of  eighty-eight.  Dr.  Bardes 
graduated  from  Bellevue  Hospital  Medical  College 
in  1893. 

Ernest  Bass,  M.D.,  of  New  York  City,  died  on 
April  6 at  the  age  of  fifty-seven.  Dr.  Bass  received 
his  medical  degree  from  the  University  of  Budapest 
in  1924.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Bernard  Candib,  M.D.,  of  Brooklyn,  died  on  Feb- 
ruary 26  at  the  age  of  sixty-eight.  Dr.  Candib 
graduated  in  1925  from  the  Indiana  University 
School  of  Medicine. 

Anthony  Richard  Colonna,  M.D.,  of  Brooklyn, 
died  on  March  25  at  the  age  of  forty-six.  Dr. 
Colonna  graduated  from  St.  Louis  University  School 
of  Medicine  in  1936. 

Lillian  De  Muth,  M.D.,  of  New  York  City,  died  on 
May  6 at  the  age  of  sixty-five.  Dr.  De  Muth 
graduated  in  1929  from  New  York  University  and 
Bellevue  Hospital  Medical  College  and  interned  at 
Bellevue  Hospital.  She  was  a junior  psychiatrist 
at  Bellevue  Hospital.  Dr.  De  Muth  was  a member 
of  the  New  York  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Attilio  Favorini,  M.D.,  of  New  York  City,  died  on 
April  25  at  the  age  of  seventy-two.  Dr.  Favorini 
graduated  from  Eclectic  Medical  Institute  of  New 
York  in  1909.  He  was  a member  of  the  National 
Eclectic  Medical  Association  and  the  New  York 
State  Eclectic  Society. 

Samuel  Feldman,  M.D.,  of  Brooklyn,  died  in  the 
Beth-El  Hospital,  Brooklyn,  on  August  1 4 at  the  age  of 
forty-seven.  Dr.  Feldman  received  his  medical  degree 
from  the  University  of  Bern  in  1935  and  interned  at 
Beth-El  Hospital.  He  was  an  attending  physician 
in  peripheral  vascular  diseases  at  Beth-El  Hospital 
and  chief  of  peripheral  vascular  diseases  at  Beth-El 
Hospital  Outpatient  Department.  He  was  a Fellow 
of  the  American  College  of  Cardiology,  a Fellow  of 
the  American  College  of  Angiology,  and  a member  of 
the  American  Geriatrics  Society,  the  American  Con- 
gress of  Physical  Medicine  and  Rehabilitation,  the 
New  York  Society  of  Physical  Medicine  and  Reha- 
bilitation, the  Kings  County  Medical  Society,  the 


Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Hulles,  M.D.,  of  New  York  City,  died  on 
April  7 at  the  age  of  seventy-one.  Dr.  Hulles  re- 
ceived his  medical  degree  in  1907  from  the  Univer- 
sity of  Vienna. 

Ernest  Ewen  Locke,  M.D.,  of  New  York  City, 
died  on  March  22  at  the  age  of  seventy-three.  Dr. 
Locke  graduated  in  1907  from  the  McGill  University 
Faculty  of  Medicine.  He  was  a member  of  the  New 
York  County  Medical  Society  and  the  Medical  So- 
ciety of  the  State  of  New  York. 

Henry  E.  Long,  M.D.,  of  Wyoming,  died  on  April 
8 at  the  age  of  eighty-eight.  Dr.  Long  graduated 
from  the  University  of  Buffalo  School  of  Medicine  in 
1894.  He  was  a member  of  the  Buffalo  Academy  of 
Medicine. 

Adfur  Eddy  Maines,  M.D.,  of  Medina,  died  on 
March  31  at  the  age  of  sixty-seven.  Dr.  Maines 
graduated  in  1917  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital. 

Francis  Albert  May,  M.D.,  of  Cheektowaga,  died 
on  August  7 at  the  age  of  thirty.  Dr.  May  gradu- 
ated from  the  University  of  Buffalo  School  of  Medi- 
cine in  1953.  He  was  a member  of  the  staff  at 
Mercy  Hospital.  Dr.  May  was  a member  of  the 
Erie  County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medical 
Association. 

Bernard  Mendelsohn,  M.D.,  of  Brooklyn,  died  on 
April  13  at  the  age  of  forty-seven.  Dr.  Mendelsohn 
graduated  from  the  Long  Island  College  of  Medicine 
in  1936. 

James  Francis  Morrison,  M.D.,  of  Brooklyn,  died 
on  March  23  at  the  age  of  eighty-six.  Dr.  Morrison 
graduated  from  Johns  Hopkins  University  School  of 
Medicine  in  1904.  He  was  a member  of  the  Kings 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

George  Benedict  Pantera,  M.D.,  of  Buffalo,  died 
recently  at  the  age  of  forty-seven.  Dr.  Pantera 
graduated  from  the  Georgetown  University  School 
of  Medicine  in  1936.  He  was  a member  of  the  Erie 
County  Medical  Society,  the  Medical  Society  of  the 
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State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Francois  Roger  Prat,  M.D.,  of  Victor,  died  in 
August.  Dr.  Prat  received  his  medical  degree  in 
1950  from  the  University  of  London  Faculty  of 
Medicine,  Westminister  Hospital  Medical  School. 
He  had  been  an  attending  physician  at  Frederick 
Ferris  Thompson  Hospital  in  Canandaigua.  Dr. 
Prat  was  a member  of  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Elias  Allie  Rayman,  M.D.,  of  Mount  Vernon,  died 
on  August  7 at  the  age  of  sixty-nine  in  Mount  Vernon 
Hospital.  Dr.  Rayman  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1909.  He  had  been  surgeon  for  the  Mount  Ver- 
non Police  Department  until  he  retired  in  1955  and 
was  a surgeon  for  the  New  York  Central  Railroad 
and  the  Homecrest  Orphanage  of  Mount  Vernon. 


He  was  a member  of  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Frank  K.  Ryan,  M.D.,  of  Plattsburgh,  died  on 
July  18  at  the  age  of  sixty-seven  at  the  Champlain 
Valley  Hospital.  Dr.  Ryan  graduated  from  George 
Washington  University  School  of  Medicine  in  1916. 
He  was  a consultant  in  surgery  at  Champlain  Valley 
and  Physicians  Hospitals  and  at  Dannemora  State 
Hospital.  A Fellow  of  the  American  College  of 
Surgeons,  Dr.  Ryan  was  a member  of  the  Clinton 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Harold  Tallman,  M.D.,  of  Mount  Vernon, 
died  in  Mount  Vernon  Hospital  on  August  10  at  the 
age  of  eighty-one.  Dr.  Tallman  graduated  in  1899 
from  Cornell  University  Medical  College.  He  was 
a member  of  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Fat  Embolism 


Fat  embolism  occurs  in  practically  every  serious 
case  of  accidental  trauma,  but  most  cases  are  mild, 
asymptomatic,  and  detectable  only  by  laboratory 
procedures.  In  deaths  from  accidents,  fat  embolism 
is  almost  a constant  finding.  The  fat  emulsified  by 
the  trauma  is  neutral  and  chemically  inert,  the 
globules  ranging  from  8 to  20  microns,  in  diameter. 
Globules  measuring  12  microns  across  can  obstruct 
pulmonary  capillaries.  Dr.  Lowell  W.  Weber 


discusses  the  clinical  picture,  pathogenesis  and 
pathology,  laboratory  findings,  treatment,  and 
prognosis.  The  prognostic  picture  varies  with  the 
amount  of  fat  embolized,  the  degree  of  emulsifica- 
tion, and  the  physical  resistance  of  the  patient. 
Some  writers  have  found  that  in  10  to  20  per  cent 
of  the  deaths  due  to  trauma,  fat  embolism  was  the 
major  factor. 

—Minnesota  Medicine,  December,  1950 
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Postgraduate  Courses — The  University  of  Buffalo 
School  of  Medicine  will  offer  the  following  courses  for 
the  1957-1958  season:  postgraduate  course  in  gen- 
eral practice,  September  16  through  21;  manage- 
ment of  infections,  October  2 and  3 ; extensive  course 
in  physical  medicine  and  rehabilitation,  20  Wednes- 
days beginning  October  2;  occupational  medicine 
and  surgery,  October  10  and  11;  neurology  in  adult 
and  pediatric  practice,  October  23  and  24;  gyne- 
cology, November  6 and  7;  dermatology,  Novem- 
ber 20  and  21;  recent  advances  in  cardiovascular 
disease,  December  4 through  6;  management  of 
trauma,  January  8 and  9,  1958;  cancer,  January 
22  and  23,  1958;  medical  and  surgical  aspects  of 
urinary  tract  disease,  February  5 and  6,  1958;  arth- 
ritis, February  19  and  20,  1958;  obstetrics,  March 
5 and  6,  1958;  arthritis,  February  19  and  20,  1958; 
obstetrics,  March  5 and  6,  1958,  and  anesthesia, 
March  24  through  29,  1958. 

Information  and  applications  may  be  obtained 
from  the  University  of  Buffalo  School  of  Medicine, 
3435  Main  Street,  Buffalo  14,  New  York. 

Laboratory  Methods  in  Tuberculosis  Diagnosis- 

In  cooperation  with  the  Division  of  Special  Health 
Services,  Public  Health  Service,  the  Bacteriology 
Laboratory  of  the  Communicable  Disease  Center, 
Chamblee,  Georgia,  will  offer  a course  in  laboratory 
methods  in  the  diagnosis  of  tuberculosis  from  Jan- 
uary 20  through  31,  1958.  The  course  is  open  to  all 
grades  of  employed  laboratory  personnel  who  are  ap- 
proved by  their  state  health  officers. 

Application  forms  may  be  obtained  from  the  Lab- 
oratory Branch,  Communicable  Disease  Center, 
Public  Health  Service,  P.O.  Box  185,  Chamblee, 
Georgia. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education  Foun- 
dation for  the  month  of  July  were:  Albany:  Drs. 
Kenneth  M.  Archibold,  Gerald  B.  Austin,  John  J. 
Clemmer,  Warren  D.  Cross,  Arthur  M.  Dickenson, 
William  Feltman,  Philip  I>.  Forester,  James  P. 
Furlong,  Lila  J.  Gairns,  William  B.  Garlick,  Henry 
Hun,  Harry  M.  Judge,  Roy  C.  Kemp,  H.  B.  Lang, 
John  K.  Leach,  Marion  Loizeaux,  William  A.  Mil- 
ner, Claude  C.  Nuckols,  Jr.,  William  C.  Rausch, 
Ralph  N.  Reynolds,  William  G.  Richtmyer,  Joseph 
J.  Russo,  Paul  Schultze,  Jr.,  Francis  A.  Stephens, 
Thomas  S.  Walsh,  Jr.,  and  Arthur  W.  Wright. 

Alexander:  Dr.  John  L.  Cathie;  Altamont:  Drs. 
Herbert  W.  Geover,  D.  W.  Sweeney,  and  Helen  0. 
Sweeney;  Alton:  Dr.  Ralph  Munzner;  Astoria: 
Drs.  M.  G.  Drimmer,  Rosairo  M.  Gualtieri,  N.  V. 
Iannotti,  William  London,  Morris  Moskowitz,  and 


Harry  A.  Schwartz;  Auburn:  Drs.  A.  K.  Bates, 
C.  E.  Bilke,  Jr.,  D.  F.  Blair,  F.  A.  Gracefifo,  R.  H. 
Joachim,  A.  J.  Oliker,  W.  W.  Robertson,  R.  J. 
Thomas,  and  R.  P.  Worden;  Avoca:  Dr.  Harold 
Koretz;  Baldwin:  Dr.  Richard  J.  Schermeyer; 

Batavia:  Drs.  Peter  J.  Di  Natale,  Robert  S.  Jenks, 
Joseph  F.  Krawczyk,  Biagio  S.  Manuseto,  John 
Poore,  and  Wilson  C.  Tooker;  Bath:  Dr.  Coburn  A. 
Campbell;  Bay  side:  Drs.  Melvin  J.  Herman,  Sol  Z. 
Horowitz,  and  Herbert  Mendel. 

Beacon:  Dr.  Frank  E.  Hacker;  Bellaire:  Dr. 
Jeptha  R.  Macfarlane;  Bethpage:  Dr.  Erich  Wie- 
sen;  Binghamton:  Drs.  John  R.  Cunningham,  Paul 

M.  De  Luca,  Herman  M.  Hurdum,  Raymond  S. 
McKeebv,  Hyman  Sneierson,  and  F.  D.  Whiting; 
Bronx:  Drs.  Milton  H.  Alexander,  John  J.  Anastasi, 
Renato  J.  Azzari,  Julius  M.  Berger,  Thomas  G. 
Caceci,  Sidney  Canter,  Julius  J.  Carucci,  Paul  W. 
Casson,  Owen  Cheevers,  William  G.  Chorba,  Morris 
Cohen,  Herman  R.  Cohn,  Harold  X.  Connolly, 
John  W.  Conroy,  F.  Conte,  H.  R.  Cronin,  Mark 
Daniel,  Frank  P.  De  Luca,  Sol  Dresner,  Dante  V. 
Durante,  Max  Eisenstat,  Sidney  Elpern,  Charles  L. 
Engelsher,  Irving  J.  Estrin,  Manny  B.  Feiner,  Frank 
Ferrante,  Hans  Field,  Joseph  O.  Fisher,  Henry  Fleck, 
Edward  P.  Flood,  William  N.  Fosco,  J.  T.  Friedman, 
Eugene  Furst,  Joshua  L.  Galiani,  Reuben  Gilbert, 

N.  Gnazzo,  Harry  Goldberg,  Joseph  Golomb,  Milton 
J.  Goodfriend,  Richard  B.  Goss,  Irving  Gottesman, 
David  Greenberg,  Milton  Greenberg,  Irving  Greene, 
Leon  Greenspan,  William  Grote,  Jr.,  John  C.  Ha3r- 
ner,  Kurt  Hirshfeld,  Jacob  Juskowitz,  Emanuel  B. 
Kaplan,  Charles  Kapp,  Abraham  Karger,  A.  Klein- 
man,  Marcus  D.  Kogel,  Orwin  I.  Koslin,  M.  H. 
Krakow,  Armano  J.  Lauritano,  Tiffany  Lawyer,  Jr., 
Anthony  J.  Lentine,  Herman  M.  Levine,  Jack  Levine, 
William  Levine,  Murray  Levites,  Edward  Levy, 
John  Lo  Cascio,  Bernard  J.  Lo  Cicero,  Milton  M. 
Lowy,  James  A.  Lynch,  David  M.  Mandel, 
Herbert  R.  Marcus. 

H.  L.  Margulies,  Mark  Markham,  A.  A.  Marko- 
witz, Alfred  Marra,  Daniel  Martoccio,  Edward  J. 
McDermott,  Martin  McGowan,  Ambrose  P.  Merrill, 
Jr.,  David  L.  Milliken,  Joseph  C.  Mucci,  Joseph 
Mucelli,  Marcus  Nash,  Henry  Poster,  John  Pugliese, 
Morris  Rapoport,  Leopold  Reiner,  Samuel  S.  Rosen- 
feld,  Arthur  Rubin,  M.  L.  Salomon,  Charles  Sandler, 
Anthony  G.  Santamorena,  William  M.  Savedoff, 
Charles  J.  Scala,  Samuel  B.  Schecter,  Sol  S.  Schifrin, 
Arthur  Schmorr,  Samuel  J.  Schneierson,  I.  H.  Schot- 
ter,  Morris  B.  Schwartzfarb,  A.  S.  Sebo,  Michael  A. 
Senikowich,  Milton  Shields,  Frances  Siegel,  L. 
Slapion,  R.  Smelin,  David  H.  Spotkov,  Sidney  Stec- 
kel,  Leopold  Tabatznik,  Joseph  A.  Taferner,  Abra- 
ham B.  Tamis,  N.  J.  Totero,  Rudolph  Turnbull,  J. 
A.  von  Tischler,  Samuel  Wagreich,  Henry  A.  Wahn, 
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Abraham  Wainston,  John  C.  Weaver,  Philip  Wein- 
traub,  Carl  Wurm,  Jr.,  F.  A.  Wurzbach,  Jr.,  Mark 
Youmans,  David  E.  Zehner,  and  Jack  K.  Zydney. 

Bronxville:  Drs.  James  M.  Jones  and  Henry  E. 
McGarvey;  Brooklyn:  Drs.  Martin  Salpeter  and 
M.  Waxgiser;  Burdett:  Dr.  A.  D.  McCarthy; 

Cambria  Heights:  Dr.  William  J.  Gartland;  Camp- 
bell Hall:  Dr.  S.  M.  Schoenholz;  Canastota:  Dr. 
Richard  B.  Cuthbert;  Carle  Place:  Dr.  Esther  Weis- 
fogel;  Carmel:  Dr.  William  P.  Kelly,  Jr.;  Cattarau- 
gus: Dr.  Harry  C.  Law;  Central  Valley:  Dr.  F.  M. 
Bullard;  Chappaqua:  Dr.  Leonard  Bases;  Charl- 
ton: Dr.  Hans  Schein;  Clifton  Springs:  Dr.  Samuel 
F.  Kutz;  Cobleskill:  Drs.  Robert  Green wald  and 
John  Wadsworth;  Cohoes:  Drs.  James  Archibold, 
Edward  J.  Vandercar,  and  A.  J.  Vinci,  Cold  Spring: 
Drs.  Ralph  M.  Hall  and  Robert  A.  Seitz;  Corfu: 
Dr.  Sydney  L.  McLouth;  Cornwall:  Drs.  H.  M. 
Gasparian,  C.  H.  Marsh,  and  B.  J.  Troidle;  Corona: 
Drs.  Imre  M.  Berger  and  George  W.  Herlitz;  Cort- 
land: Drs.  Donald  W.  Anderson,  Hugh  Frail,  N.  J. 
Gabriel,  Donald  R.  Gibbs,  Fred  A.  Jordan,  Jr., 
William  J.  McAuliffe,  George  F.  Nevin,  and  George 
Primanis;  Douglaston:  Dr.  Martha  L.  Smith; 

East  Greenbush:  Dr.  Joseph  W.  Belser;  East 

Meadow:  Drs.  Irwin  H.  Friedman  and  Samuel 

Schlifka. 

Elmhurst:  Drs.  S.  J.  Hodkin  and  James  R.  Lisa; 
Elmira:  Drs.  Elliot  T.  Bush,  Jr.,  D.  Carvetta, 
Stuart  V.  Collins,  Francis  S.  Creighton,  Edward  L. 
Curvish,  Edward  J.  Droleki,  Joseph  G.  Gladston, 
Arthur  C.  Glover,  B.  H.  Kaufman,  Rogert  V.  Larkin, 
Swen  L.  Larson,  L.  W.  Linderbery,  John  F.  Lynch, 
James  A.  Mark,  James  A.  Mitchell,  John  P.  Mur- 
phy, Charles  H.  Ott,  Robert  V.  Powell,  Philip  J. 
Reilly,  Joseph  F.  Shortsleeve,  Robert  B.  Siliciano, 
King  R.  Snyder,  Gideon  Tropp,  Roseald  G.  Turner, 
Joseph  F.  Valicenti,  Charles  H.  Voorhees,  and  M.  II. 
Wyttenbach. 

Endicott:  Drs.  Clement  It.  Boland  and  Donald 
E.  Stack;  Fair  Haven:  Dr.  G.  B.  Hanford;  Far 
Rockaway:  Drs.  Lester  J.  Greenberg  and  John  B. 
Kaiser;  Florida:  Dr.  M.  Temchin;  Flushing:  Drs. 
Julius  Blankfein,  L.  V.  Casamas,  Francis  X.  Di 
Fabio,  Adrian  E.  Donnelly,  B.  Goldsmith,  Forrest 
Hayes,  Knut  H.  Houck,  Henry  M.  Ivleinman, 
George  J.  Lawrence,  Jr.,  Harvey  N.  Lothringer, 
Charles  R.  Marks,  Charles  S.  Miller,  Kate  F.  Miller, 
Henry  Shankman,  Leo  P.  Skolnick,  and  James  F. 
Tobin,  Sr.;  Forest  Hills:  Drs.  Seymour  S.  Balkin, 

Philip  Chasin,  Francis  X.  Fallon,  Leonard  P.  Fox, 
Matthew  Freed,  Joseph  J.  Healy,  B.  J.  Immerman, 
George  E.  Jaspin,  James  Marin,  Anthony  A.  Mira, 
Meyer  Monchek,  R.  O.  Queenan,  Chester  M. 
Raphael,  and  W.  E.  Stumpf. 

Franklin  Square:  Drs.  Bruno  Landau  and  Ira  S. 

Rubenstein;  Franklinville:  Dr.  Robert  D.  Kelsey; 
Freeport:  Dr.  James  A.  McAleese;  Fresh  Meadows: 

Dr.  Norton  M.  Luger;  Fulton:  Dr.  Frank  C.  Myer; 
Garden  City:  Drs.  Walter  Cane,  Ben  F.  Dennis,  and 

Janith  S.  Kice;  Geneva:  Drs.  Martin  J.  Coyne  and 

M.  E.  Deuel;  Glen  Cove:  Drs.  James  L.  Boyd  and 

Gilbert  H.  Taylor;  Glendale:  Dr.  Howard  R.  Ger- 

ber; Glenmont:  Dr.  Thomas  L.  Piazza;  Gloversville: 
Dr.  John  V.  Fernandez;  Goshen:  Dr.  N-.  T.  Keys; 


Gouvemeur:  Drs.  Donald  J.  Blodgett  and  Arthur 
E.  Head;  Great  Neck:  Drs.  Max  Fink,  F.  E.  Lane, 

Harry  G.  Rainey,  and  R.  R.  Yanover;  Groton: 
Dr.  Hans  Seligman;  Hancock:  Dr.  Scott  L.  Ben- 
nett; Hartsdale:  Dr.  Oscar  Baumgarten;  Hemp- 
stead: Drs.  William  P.  Bartels,  Carl  F.  Freese,  Alex 

E.  Gold,  Otho  C.  Hudson,  and  C.  M.  Meeks;  High- 
land: Drs.  Anthony  E.  Biancardi  and  Carl  F. 
Meekins;  Highland  Falls:  Dr.  F.  II.  Darragh;  Hol- 
lis: Drs.  Abraham  Appel,  Louis  F.  Gitlin,  Morris 

Goldman,  and  Tillie  Schwartz;  Horseheads:  Dr. 
Norman  G.  Gridley;  Hudson:  Drs.  Heinz  Salm  and 
Kendall  Stearns;  Indian  Lake:  Dr.  Hubert  F. 
Carroll;  Irvington:  Dr.  William  It.  Roane;  Ithaca: 

Drs.  Horst  J.  Ileinicke  and  Mary  B.  Spahr. 

Jackson  Heights:  Drs.  Fred  S.  Grunwald,  John 
E.  Lally,  Richard  R.  Panebianco,  and  S.  S.  Safir; 
Jamaica:  Drs.  Norman  Corin,  Arthur  Feder, 

James  P.  McManus,  Joseph  S.  Mulle,  William  Stark, 
Alfred  A.  Trivilino,  and  Milton  C.  Wilson;  John- 
son City:  Drs.  N.  I.  Klimow  and  Charles  B.  Steen- 

burg;  Kew  Gardens:  Dr.  Harold  Linsky;  Kingston: 
Drs.  John  L.  Alley,  William  S.  Bush,  James  R. 
Clarkin,  Peter  D.  Corsones,  Herbert  Derman, 
Abraham  I.  Feldman,  Philip  Goldman,  and  Walter 
Levy;  Lake  Success:  Dr.  Jerome  Weinstein;  Laurel- 
ton:  Dr.  Jack  L.  Fine;  Le  Roy:  Dr.  Charles  C. 
Casey;  Levitlown:  Dr.  David  J.  Posner;  Livingston 

Manor:  Dr.  Alan  R.  Fried;  Locke:  Dr.  Manes 

Kesten;  Long  Beach:  Dr.  Ralph  W.  Flax;  Long 

Island  City:  Drs.  Maxwell  Lipton,  Michael  Pollack, 
Morris  Rudick,  Harry  J.  Secky,  and  Fred  M.  Weiss; 
Lowville:  Dr.  Edgar  O.  Boggs;  McGraw:  Dr.  Zenta 
Krauklis;  Mamaroneck:  Dr.  M.  L.  Solkow;  Man- 

hasset:  Drs.  John  G.  Connell,  F.  A.  Hill,  William 
H.  Horan,  and  Ralph  U.  Whipple;  Massapequa: 
Dr.  John  A.  Rossa;  Middleburgh:  Drs.  Donald  It. 

Lyon  and  Andrew  B.  Wesley. 

Middletown:  Drs.  S.  S.  Katz  and  J.  Schloss;  Mid- 
dle Village:  Dr.  Joel  Liebermann;  Mineola:  Dr. 

Walter  H.  Siegel;  Montour  Falls:  Dr.  William  J. 
Tague;  Mount  Vernon:  Drs.  Walter  Bell,  Lucille  M. 
Bond,  Santino  Catanzaro,  and  Milton  Philips; 
Nanuet:  Dr.  Leo  G.  Weishaar,  Sr.;  Newburgh:  Drs. 
A.  S.  Banks,  Dale  C.  Bouton,  M.  L.  Cote,  J.  W. 
McKeever,  R.  E.  Passenger,  C.  B.  Reed,  W.  A. 
Shearer,  P.  M.  Traub,  and  E.  C.  Waterbury;  New 
Hyde  Park:  Drs.  James  I.  Berksman,  Arthur  B. 
Nightingale,  and  Walter  I.  Spinrad;  New  Paltz: 
Dr.  Erhard  Boetzel;  New  Rochelle:  Drs.  Philip  B. 

Becker  and  II.  A.  D’Alois;  New  York  City:  Drs. 
George  G.  Arato,  Abraham  H.  Braverman,  A.  B. 
Carrasco,  J.  A.  Girard,  Thomas  H.  Gleeson,  Ed- 
ward A.  Horowitz,  Milton  M.  Kardon,  and  Mario 
E.  Stella. 

Niagara  Falls:  Drs.  William  Bender,  Charles 

Mann,  Frank  Palumbo,  and  Victor  Pellicano; 
Odessa:  Dr.  F.  C.  Ward;  Ogdensburg:  Dr.  Warren 

E.  Heller;  Olean:  Drs.  George  C.  Cash  and  James 

A.  Doucett;  Oneonta:  Dr.  Fisk  Brooks;  Ontario: 

Dr.  Norman  R.  Loomis;  Orangeburg:  Dr.  Donald 

M.  Carmichael;  Ozone  Park:  Drs.  Henry  Cymerman, 
Julius  S.  Kaufman,  and  Alvin  Reed;  Palmyra: 
Dr.  James  Braemer;  Patterson:  Dr.  Frank  C.  Geno- 
vese; Pavilion:  Dr.  Walter  Heuman;  Penfield: 
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Dr.  E.  S.  Deuel;  Piermont:  Dr.  George  C.  Knight; 

Plattsburgh:  Drs.  Nello  V.  Delbel  and  Harold 
Singer;  Pleasantville:  Dr.  Henry  A.  Rogan;  Port 
Chester:  Dr.  Saul  Freedman;  Port  Jervis:  Drs.  A. 
H.  Keniston,  D.  P.  Schultz,  and  E.  J.  Walter; 
Poughkeepsie:  Drs.  Charles  De  Bold,  Jr.,  Lloyd  H. 
Kest,  Anna  R.  Mustonen,  R.  M.  Rimai,  and  Paul 
M.  Schwartz;  Queens  Village:  Drs.  S.  S.  Daiell, 
Casimir  J.  Jarka,  and  Francis  J.  Martell;  Ravena: 
Dr.  Jerome  Engle;  Rego  Park:  Dr.  Nathan  Eisen. 

Richmond  Hill:  Drs.  Joseph  P.  Demeri,  George 
B.  Fernlund,  Saul  Lustig,  Carl  Steckler,  and  Morris 
Wein;  Richmondville:  Dr.  Franz  Konta;  Ridge- 
wood: Drs.  Frank  J.  Geoly,  Bruno  B.  Lambert,  and 
Bernath  Weiss;  Rochester:  Drs.  Erna  G.  Anderson, 
Robert  F.  Clark,  C.  P.  Danehy,  Frank  P.  De 
Marsico,  David  W.  Fassett,  F.  V.  Favata,  Leonard 
D.  Fenninger,  Sidney  Feyder,  Wilham  B.  Forsyth, 
Fred  J.  Fumia,  Gordon  M.  Hemmett,  Leo  F.  La 
Palm,  F.  J.  Martin,  William  F.  O’Connell,  F.  F. 
Offenberger,  and  Carl  A.  Ottley;  Rockville  Centre: 
Drs.  Frank  M.  Green  and  Wilbur  G.  Holz;  Rome: 
Drs.  Douglas  A.  Sunderland  and  Robert  Ullman; 
Roscoe:  Dr.  M.  E.  Miller;  Rosendale:  Dr.  Eugene 
F.  Galvin;  Roslyn  Heights:  Drs.  Joseph  Gyurik, 
L.  S.  Kryle,  A.  Sheehy,  and  Thomas  J.  Sheehy; 
St.  Albans:  Drs.  Philip  Aronson,  Hans  Bergmann, 
and  Joseph  Schepis;  Schenectady:  Drs.  Arthur  W. 
Adams,  Joseph  L.  Cirincione,  F.  A.  Groff,  Jr.,  Ger- 
ald Haines,  John  L.  Kemeny,  Frank  P.  Marra, 
Byrne  W.  Mayer,  B.  C.  Mazurowski,  Wilham  F. 
Nealon,  and  C.  A.  Welsh. 

Schuylerville:  Dr.  Melvin  T.  Boright;  Seaford: 
Dr.  Horst  Lange;  Sharon  Springs:  Dr.  Robert 
Shelmandine;  Shortsville:  Dr.  John  A.  Crowther, 

Sidney:  Dr.  Harold  W.  Jayne;  Staten  Island: 
Drs.  Arpad  Berczeller,  Dominic  R.  Elia,  N.  M. 
Fedde,  Irving  F.  Klein,  George  E.  Pittinow,  Wad- 


die  Procci,  Michael  Sivick,  and  T.  J.  Talbot;  Sun- 
mount:  Dr.  M.  Kingsbury;  Syosset:  Dr.  Herbert  G. 
Kantor;  Tarryhwn:  Dr.  B.  L.  Sweet,  Jr.;  Tuxedo 
Park:  Dr.  J.  D.  Van  Zandt;  Valley  Stream:  Dr. 
Samuel  Jackson ; Van  Ellen:  Dr.  James  R.  Cargill; 
Voorheesville:  Dr.  Donald  G.  Sutherland  ; Wantagh: 
Dr.  Albert  V.  Jessen;  Warrensburg:  Dr.  Patrick 
Huntington;  Wassaic:  Dr.  E.  S.  Steblen;  Watkins 
Glen:  Dr.  Fritz  Landsberg;  Waverly:  Dr.  F.  K. 
Shaw;  Weslbury:  Dr.  Robert  S.  Millen;  White 
Plains:  Drs.  Dag  Egede-Nissen,  James  M.  Greer, 
and  Walter  W.  Mott;  Whilestone:  Drs.  Alfred  I. 
Frankel,  Saul  B.  Monto,  and  John  J.  Vasile;  Wil- 
lard: Dr.  Bernard  Pavorsky ; Wingdale:  Dr.  Louis 
Loeffer;  Wolcott:  Dr.  Robert  G.  Stuck;  Woodhaven: 
Drs.  Charles  F.  Blazsik,  Olga  K.  Kiss,  Stephen 
Kill,  and  Anthony  W.  Russo;  Woodmere:  Dr. 
Mariott  C.  Johnson;  Wood  side:  Dr.  N.  M.  Kiraly; 
Yonkers:  Drs.  Thomas  C.  Broderick,  Carmelo  E. 
De  Angelis,  Milton  J.  Eisen,  Francis  J.  Queally,  and 
L.  A.  Volino. 


American  Board  of  Obstetrics  and  Gynecology — 

Additional  New  York  State  doctors  certified  by  the 
American  Board  of  Obstetrics  and  Gynecology  on 
May  25  include:  Dr.  Wilham  Nussbaum,  Kew 
Gardens;  Dr.  Frank  A.  Pearce,  Yonkers,  and  Dr. 
Dominic  Pelliho,  Mount  Vernon. 


Cancer  Research  in  Midcentury— An  eight-session 
course  entitled  “Cancer  Research  in  Midcentury” 
will  be  held  at  the  Queens  Hospital  Center,  82-68 
164th  Street,  Jamaica  32,  New  York,  beginning 
October  2.  Requests  for  applications  should  be 
sent  to  Dr.  Philip  Kahan,  supervising  medical 
superintendent,  at  the  Hospital  Center. 


Innocent  and  Inexperienced 


Two  young  doctors  interning  in  psychoanalysis, 
still  full  of  theory,  and  stiff  relatively  inexperienced, 
were  comparing  notes  and  one  was  expressing  sur- 
prise at  the  responses  of  some  of  his  patients  in 
preliminary  interviews. 

“What  do  you  ask  them?”  his  colleague  wanted  to 
know. 

“For  example,  what  is  it  that  wears  a skirt  and 


from  whose  lips  comes  pleasure?” 

“A  Scot  playing  a bagpipe.” 

“Right.  Now,  what  has  smooth  curves  and  at 
unexpected  moments  becomes  uncontrollable?” 
“Billy  Pierce,  White  Sox  pitcher.” 

“Of  course.  But  you’d  be  amazed  at  the  answers 
those  crazy  patients  come  up  with.” — E.  J.  Ritter , 
Jr.,  Current  Medical  Digest,  June,  1957 
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Cardiologic  Seminar 

A cardiologic  seminar  will  be  held  in  Burlington, 
Vermont,  under  the  sponsorship  of  the  Vermont 
Heart  Association,  Academy  of  General  Practice, 
and  the  University  of  Vermont  College  of  Medicine 
on  October  17  and  18.  The  importance  of  heart 
sounds  and  murmurs  in  the  diagnosis  of  rheumatic 
and  congenital  heart  disease  will  be  the  main  theme, 
but  panels  on  cardiopulmonary  function  tests, 
cardiac  catheterization,  and  digitalis  toxicity  are 
also  scheduled.  Further  information  may  be  ob- 
tained from  Dr.  E.  Lepeschkin,  University  of  Ver- 
mont College  of  Medicine,  Burlington,  Vermont. 

Pan  American  Academy  of  General  Practice 

The  Pan  American  Academy  of  General  Prac- 
tice will  hold  its  eighth  annual  congress  meeting 
in  San  Juan,  Puerto  Rico,  and  St.  John’s,  Antigua, 
from  November  14  through  18.  Further  informa- 
tion may  be  obtained  from  Dr.  Cassius  Lopez  de 
Victoria,  Executive  Director,  176  East  71st  Street, 
New  York  21,  New  York. 

Bahamas  Medical  Conference 

The  fourth  Bahamas  Medical  Conference  will  be 
held  at  the  Fort  Montagu  Beach  Hotel,  Nassau, 
December  1 through  15.  Among  the  speakers  will 
be  Dr.  J.  Maxwell  Chamberlain,  New  York  City, 
Dr.  John  C.  McClintock,  Albany,  and  Dr.  Marvin 
Moser,  White  Plains.  Further  information  may  be 
obtained  from  Dr.  B.  L.  Frank,  1290  Pine  Avenue 
West,  Montreal,  Canada. 


Association  for  Research  in  Nervous  and  Men  tal 
Disease 

The  annual  meeting  of  the  Association  for  Re- 
search in  Nervous  and  Mental  Disease  will  be  held 
on  December  13  and  14  at  the  Hotel  Roosevelt, 
New  York  City.  The  subject  of  the  meeting  will 
be  “The  Effect  of  Pharmacologic  Agents  on  the 
N ervous  System . ’ ’ 

Interstate  Postgraduate  Medical  Association  of 
North  America 

The  42nd  international  medical  assembly  of  the 
Interstate  Postgraduate  Medical  Association  of 
North  America  will  be  held  at  the  Palmer  House, 
Chicago,  September  30  through  October  3.  Among 
the  lecturers  will  be  Dr.  Eugene  F.  Traub,  professor 
of  dermatology,  New  York  College  of  Medicine, 
New  York  City  (retired);  Dr.  Lewis  J.  Doshay, 
associate  in  neurology,  College  of  Physicians  and 
Surgeons,  Columbia  University,  and  associate  at- 
tending neurologist  of  the  Neurological  Institute, 
Presbyterian  Hospital,  New  York  City;  Dr.  George 
T.  Pack,  associate  professor  of  clinical  surgery, 
Cornell  University  Medical  College,  and  attending 
surgeon,  Memorial  Cancer  Center,  New  York  City; 
Dr.  Howard  A.  Rusk,  professor  of  physical  medicine 
and  rehabilitation,  New  York  University  College 
of  Medicine,  New  York  City,  and  Dr.  John  H.  Tal- 
bott, professor  of  medicine,  University  of  Buffalo 
School  of  Medicine,  Buffalo. 

Programs  of  the  meeting  may  be  secured  by  writ- 
ing to  the  office  of  the  Association,  Box  1109,  Madi- 
son 1,  Wisconsin. 


Doctors  as  Diplomats 


American  doctors  around  the  world  will  be  the 
theme  of  a full-hour  color  “March  of  Medicine” 
television  film  to  be  presented  this  fall  by  Smith, 
Kline  & French  Laboratories  with  the  cooperation 
of  the  American  Medical  Association.  The  pro- 
gram will  be  built  around  the  activities  of  American 
doctors  throughout  the  world  who,  in  their  devotion 
to  their  profession,  are  good-will  ambassadors  for 
the  United  States.  Private,  missionary,  military', 
foundation,  and  government  doctors  will  be  featured, 


The  production  crew  will  journey  to  a number  of 
far-flung  locations,  including  Japan,  Korea,  Hong- 
Kong,  Nepal,  India,  Sarawak,  Indonesia,  Iran, 
Turkey,  Ethiopia,  France,  and  Guatemala.  This 
“March  of  Medicine”  program  will  be  beamed  over 
the  NBC  television  network  Tuesday,  December  3, 
from  9:30  to  10:30  P.M.,  EST,  during  the  A.M.A.’s 
clinical  session  in  Philadelphia. 

—A.M.A,  Secretary’s  Letter,  June  21,  1957 
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IMPORTANT 

NEW 

PRODUCT 


promising  approach  to: 
hyper-betalipoproteinemia 
hyper-cholesterolemia 
hyper-chylomicronemia, 
and  other 

abnormal  serum  lipids 
and 

atherosclerosis 


CAPSULES 

ipotropic  factors  with 

nsaturated  atty  cids  (safflower  oil) 

a balanced  formula  for  modifying,  preventing 
or  correcting  atherogenic  factors  widely 
implicated  in  causing  coronary  thrombosis. 


340 


320 


290 


270 


clinical  studies  demonstrate  that 

CAPSULES 
effectively  help  to 

shift  atherogenic 
beta-lipoproteins 
to  the  more  normal 
alpha-lipoproteins 

reduce  elevated  blood 
cholesterol  levels 

normalize  chylomicron- 
lipomicron  ratios 

stabilize  function  of 
the  liver,  site  of 
normal  metabolism  of 
cholesterol,  lipoproteins 
and  other  lipids 


by  means  of  well  tolerated 
vegetable  unsaturated  fatty  acids 


with  choline,  methionine, 
pyridoxine  (B6)  and 
other  lipotropics 


Each  LUFA  capsule  provides: 

UNSATURATED  FATTY  ACIDS* ** 

378  mg. 

PYRIDOXINE  HCI  (Be) 

2 mg. 

CHOLINE  BITARTRATE 

233  mg. 

dl,  METHIONINE 

110  mg. 

INOSITOL 

40  mg. 

DESICCATED  LIVER 

87  mg. 

VITAMIN  B 1 2 

1 meg. 

VITAMIN  E (dl,  alpha-tocopheryl  acetate) 

3.5  I.U. 

**from  specially 
refined  safflower 
seed  oil.  Provides 
approximately  294  mg. 
of  linoleic  acid. 


dosage:  Therapeutic  dose,  6 to  9 capsules,  in  divided  doses  with 
meals,  or  more  as  needed.  Maintenance  dose,  one  LUFA  capsule 

t. i.d.  with  meals. 

Supplied:  Bottles  of  100,  500  and  1000  capsules. 

Samples,  literature  and  diet  charts  for  patients  on  request. 

u.  s.  vitamin  corporation  • pharmaceuticals 

(Arlington-Funk  Laboratories,  division) 

250  East  43rd  Street  • New  York  17,  N.  Y. 


*Best  results  are  obtained  when  LUFA  is  given  as  an 

adjunct  to  a diet  adequate  in  protein,  low  in  animal  fat  and 
moderate  in  fats  from  selected  vegetable  and  marine  sources. 


fifty-first  annual 


DISTRICT  BRANCH  MEETINGS 

Medical  Society  of  the  State  of  New  York 


SECOND  DISTRICT  BRANCH 

Wednesday,  October  16,  1957 
Riverside  Inn,  Smithtown 


Evening 

7 : 00  p.m. — Cocktails 

7 : 45  p.m. — Dinner 

Introduction  of  Officers 
Address:  Thurman  B.  Givan,  M.D., 

Brooklyn,  President,  Medical  Society 
of  the  State  of  New  York 
Remarks:  Mrs.  Leif  G.  Jensen,  Staten 
Island,  President,  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of 
New  York 

Address:  “Taxation  as  It  Affects  the 

Professional  Man,”  William  Power 
Maloney,  Esq.,  New  York  City 

Officers — Second  District  Branch 

President Arthur  E.  Corwith,  M.D., 

Bridgehampton 


First  Vice-President John  N.  Shell,  M.D.,  Free- 

port 

Second  Vice-President.  .Charles  W.  Shlimbaum, 


M.D.,  Bay  Shore 

Secretary Albert  M.  Biglan,  M.D., 

Central  Islip 

Treasurer George  C.  Erickson,  M.D., 

Hempstead 


Presidents — Component  County  Medical 
Societies 

Nassau Ralph  S.  Emerson,  M.D.,  Roslyn  Heights 

Suffolk. . . . David  J.  Wexler,  M.D.,  Islip  Terrace 

Presidents — Woman’s  Auxiliaries  to  Com- 
ponent County  Medical  Societies 


Nassau Mrs.  C.  Milton  Meeks,  Manhasset 

Suffolk Mrs.  Charles  Shlimbaum,  Islip 


THIRD  DISTRICT  R RANCH 

Thursday,  October  3,  1957 
Wiltwyck  Country  Club,  Kingston 


Morning 


10:30  a.m. — Registration 
11:30  a.m. — Business  Meeting 

Afternoon 

12:30  p.m. — Cocktails 

1 .00  p.m.' — Luncheon 

Introduction  of  Officers 
Address:  Thurman  B.  Givan,  M.D., 
Brooklyn,  President,  Medical  Society 
of  the  State  of  New  York 
Remarks:  Mrs.  Leif  G.  Jensen, 

Staten  Island,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 


2:30  p.m. — Panel  Discussion:  “Medico-economic 
and  Medicolegal  Problems — Mal- 
practice, Medicolegal  Testimony, 
and  Workmen’s  Compensation” 

Edward  F.  Shea,  M.D.,  Kingston, 
Moderator 

Honorable  Kenneth  S.  MacAffer, 
Justice,  Third  Judicial  District,  Su- 
preme Court  of  the  State  of  New 
York 

William  F.  Martin,  Esq.,  Legal 
Counsel,  Medical  Society  of  the  State 
of  New  York 

Miss  Angela  Parisi,  Chairman,  Work- 
men’s Compensation  Board  of  the 
State  of  New  York 

[Continued  on  page  3042] 
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Current  Practices  in  Dietary  Management  off 


Infant  Allergies 


Infants  are  not  born  hypersensitive  but  may 
develop  hypersensitivity  to  foodstuffs  shortly 
after  birth.  The  earliest  sensitizations  are  likely 
to  be  to  milk,  wheat,  eggs  and  orange  juice,  with 
which  contact  is  established  early  in  life.  Heredity 


FOR  ALLERGIC 

INFANTS 

24-hour  formulas  made  with 

hypoallergenic  milk  and  KARO  Syrup 

WHOLE  GOAT’S 

MILK 

FORMULAS 

Each 

No.  of 

Age 

Fluid  Milk 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Fluid  02. 

Oz. 

Tbsp. 

Oz. 

n 24  Hrs. 

Calories 

Birth 

10 

10 

2 

3 

6 

320 

1 

12 

13 

2V2 

4 

6 

390 

2 

15 

13 

3 

4V2 

6 

480 

3 

17 

9 

3 

5 

5 

520 

4 

20 

11 

3Vz 

6 

5 

610 

5 

23 

11 

4 

6V2 

5 

700 

6 

26 

10 

4 

7 

5 

760 

7 

28 

11 

3 

7V2 

5 

740 

8 

30 

11 

2V2 

8 

5 

750 

10 

32 

9 

2 

8 

5 

760 

EVAPORATED  GOAT’S  MILK  FORMULAS 

Evap. 

Each 

No.  of 

Age 

Weight  Goat’s  Milk  Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Lbs.  Oz. 

Oz. 

Tbsp. 

Oz. 

in  24  Hrs. 

Calories 

Birth 

7 6 

12 

i 

3 

6 

290 

1 

8 8 

16 

2 

4 

6 

395 

2 

10  9 

14 

3 

4 Vi 

5 

520 

3 

12  10 

15 

3 Vi 

5 

5 

590 

4 

14  12 

18 

4 

6 

5 

695 

5 

16  12 

21 

4 

6V2 

5 

695 

6 

17  13 

22 

4 

7 

5 

730 

7 

18  14 

21 

3 

7 

5 

710 

8 

19  15 

20 

2 

7 

5 

690 

10 

21  16 

16 

1 

8 

4 

730 

LIQUID 

SOY  MILK  FORMULAS 

Evap. 

Each 

No.  of 

Age 

Milk 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Fluid  02. 

Oz. 

Tbsp. 

Oz. 

in  24  Hrs. 

Calories 

Birth 

6 

12 

2 

3 

6 

380 

1 

8 

16 

3 

4 

6 

532 

2 

9 

14 

3 

41/2 

5 

576 

3 

10 

15 

3 Vi 

5 

4 

650 

4 

12 

18 

4 

6 

5 

768 

5 

12 

21 

4 

6V2 

5 

768 

6 

13 

22 

4 

7 

5 

768 

7 

14 

21 

3 

7 

5 

796 

8 

15 

20 

2 

7 

5 

780 

10 

16 

16 

1 

8 

4 

764 

DRIED 

SOY  MILK  FORMULAS 

Each 

No.  of 

Age 

Dry 

Water 

KARO 

Feeding 

Feedings 

Total 

Months 

Milk 

Oz. 

Tbsp. 

Oz. 

in  24  Hrs. 

Calories 

Birth 

6 

20 

2 

3 

7 

360 

1 

8 

22 

2 

4 

6 

440 

2 

9 

24 

2 Vi 

4 

6 

510 

3 

10 

29 

3 

6 

5 

580 

4 

12 

33 

3 Vi 

7 

5 

690 

5 

13 

33 

3 Vi 

7 

5 

730 

6 

14 

33 

3V2 

7 

5 

740 

7 

14 

33 

2 Vi 

7 

5 

710 

8 

15 

33 

2 

7 

5 

720 

10 

15 

33 

2 

8 

4 

720 

is  usually  a dominant  factor  in  the  ten- 
dency of  infants  to  develop  allergy. 
Infants  with  a family  history  of  both 
paternal  and  maternal  allergy  tend  to 
develop  clinical  symptoms  earlier  than 
those  with  unilateral  inheritance.  Both 
the  allergen  and  the  symptom  in  the  infant 
may  be  different  from  those  of  the  father 
or  mother. 

Allergic  disorders  of  infants  include 
gastrointestinal  disturbances,  infantile 
eczema,  urticaria  and  asthma.  Gastro- 
intestinal allergy  may  be  manifested  by 
vomiting,  colicky  abdominal  pain  and 
diarrhea.  Allergic  dermatitis  may  be  evi- 
denced by  wheal-like  cutaneous  reactions 
which  may  develop  into  exudative  lesions 
over  the  scalp,  face  and  body.  A systemic 
food  hypersensitivity  may  produce  an 
asthmatic  response  manifested  by  dyspnea 
and  wheezing,  although  infection  is  usu- 
ally associated  with  this  type  of  response. 

Common  treatments  include  avoidance  of 
the  allergen,  desensitization,  antihista- 
minics  and,  in  the  presence  of  infection, 
antibiotics.  Infants  sensitive  to  the  pro- 
teins of  cow’s  milk  whey  may  be  fed 
human,  goat  or  mare’s  milk  reinforced 
with  KARO®  Syrup.  Casein-sensitive  in- 
fants may  be  offered  soy-bean  milk  or 
amino  acid  mixtures  reinforced  with 
KARO  Syrup. 

The  same  problems  of  infant  feeding  re- 
cur from  generation  to  generation,  but 
solutions  may  differ  with  each  era.  The 
carbohydrate  requirement  for  all  infants 
is  as  completely  fulfilled  by  KARO  Syrup 
today  as  a generation  ago.  Whatever  the 
type  of  milk  adapted  to  the  individual 
infant,  KARO  Syrup  may  be  added  con- 
fidently because  it  is  a balanced  mixture 
of  low  molecular  weight  sugars,  readily 
miscible,  well  tolerated,  palliative,  hypo- 
allergenic, resistant  to  fermentation  in  the 
intestine,  easily  digestible,  readily  ab- 
sorbed and  non-laxative.  KARO  is  readily 
available  in  all  food  stores. 

MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 
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[Continued  from  page  3040] 

Leo  Murin,  Esq.,  Acting  Legal  Coun- 
sel, Workmen’s  Compensation  Board 
of  the  State  of  New  York 
General  Discussion 

Officers — Third  District  Branch 

President Edwin  G.  Mulbury,  M.D., 

Windham 

First  Vice-President . . . .Clement  J.  Handron,  M.D., 
Troy 

Second  Vice-President. . .Edward  F.  Shea,  M.D., 
Kingston 


Secretary-Treasurer Henry  J.  Noerling,  M.D., 

Valatie 

Presidents — Component  County  Medical 
Societies 


Albany Albert  Vander  Veer,  II,  M.D.,  Albany 

Columbia.  . Gene  S.  Rogati,  M.D.,  Valatie 

Greene Curtis  Lacy,  M.D.,  Catskill 

Rensselaer.  . .Marshall  W.  Quandt,  M.D.,  Troy 
Schoharie  . Robert  J.  Shelmandine,  M.D.,  Sharon 
Springs 

Sullivan Lee  R.  Tompkins,  M.D.,  Liberty 

Ulster Lester  A.  Sonking,  M.D.,  Saugerties 


FOURTH  DISTRICT  BRANCH 

Thursday,  October  17,  1957 
Newman’s  Lake  House,  Saratoga  Springs 


Af  ternoon 

1 : 30  p.m. — Registration 

Panel  Discussions:  All  members  are 
invited  to  bring  problems  and  ques- 
tions to  these  discussions 

2:00  p.m. — "Blue  Cross,  Blue  Shield,  and  Medi- 
care” 

John  C.  McClintock,  M.D.,  Chair- 
man, Committee  on  Economics, 
Medical  Society  of  the  State  of  New 
York 

Mr.  George  P.  Farrell,  Director, 
Bureau  of  Medical  Care  Insurance, 
Medical  Society  of  the  State  of  New 
York 

Mr.  Frederick  J.  Bond,  Public  Rela- 
tions Director,  Northeastern  New 
York  Medical  Service,  Inc. 

3:00  p.m. — “Malpractice” 

Thomas  M.  d’AxGELo,  M.D.,  Chair- 
man, Malpractice  Insurance  and  De- 
fense Board,  Medical  Society  of  the 
State  of  New  York 

William  F.  Martin,  Esq.,  Legal 
Counsel,  Medical  Society  of  the  State 
of  New  York 

Mr.  James  M.  Arnold,  Indemnity 
Representative,  Medical  Society  of 
the  State  of  New  York 

4:15  p.m. — Business  Meeting 
Evening 

5:30  p.m. — Social  Hour 

6:30  p.m. — Dinner 

Welcome:  Robert  E.  Rockwell, 

M.D.,  Saratoga  Springs,  President, 


Medical  Society  of  the  County  of 
Saratoga 

Introduction  of  Officers 
Address:  Leo  E.  Gibson,  M.D.,  Syra- 
cuse, President-Elect,  Medical  So- 
ciety of  the  State  of  New  York 
Remarks:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President-Elect,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 

Officers — Fourth  District  Branch 

President Leonard  J.  Schiff,  M.D., 

Plattsburgh 

First  Vice-President . . . Roman  R.  Violvn,  M.D., 
Amsterdam 

Second  Vice-President.. Milton  J.  Greenberg,  M.D., 


Hudson  Falls 

Secretary Arthur  Q.  Penta,  M.D., 

Schenectady 

T reasurer Webster  M.  Moriarta,  M.D., 

Saratoga  Springs 


Presidents — Component  County  Medical 


Societies 

Clinton Edward  Siegel,  M.D.,  Plattsburgh 

Essex Albert  L.  Hayes,  M.D.,  Willsboro 

Franklin Carl  G.  Merkel,  M.D.,  Saranac  Lake 

Fulton Joseph  J.  Thompson,  M.D.,  Glovers- 

ville 

Montgomery.  .Max  L.  Dreyfuss,  M.D.,  Amsterdam 

Saratoga Robert  E.  Rockwell,  M.D.,  Saratoga 

Springs 

Schenectady.  Ralph  E.  Isabella,  M.D.,  Schenec- 
tady 

Warren Jesse  S.  Parker,  M.D.,  Glens  Falls 

Washington  .Howard  H.  Romack,  M.D.,  Cam- 
bridge 

[Continued  on  page  3044] 
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For  controlling  cough 


ROMILAR  IS  AT  LEAST  AS  EFFECTIVE  AS  CODEINE 


Milligram  for  milligram, 
Romilar  is  equal  to  codeine 
in  specific 
antitussive  effect 


For  avoiding  unwanted  side  effects 


ROMILAR  IS  CLEARLY  BETTER  THAN  CODEINE 


Non-narcotic, 

non-addicting  — 

does  not  cause  drowsiness, 

nausea, 

or  constipation 


Hoffman n-La  Roche  Inc  • N utley  • N.  J. 


Romilar©  Hydrobromide — brand  of  dextromethorphan  hydrobromide 

Syrup, Tablets,  Expectorant  (w/NH4CII 
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FIFTH  DISTRICT  BRANCH 

Thursday,  October  10,  1957 
Hotel  Utica.  Utica 


Annual  business  meeting  immediately  following 
Heart  Day  afternoon  scientific  session. 

Election  of  officers,  other  business,  adjournment. 

Officers • — Fifth  District  Branch 

President Donald  C.  Tulloch,  M.D., 

Ogdensburg 

First  Vice-President Olin  J.  Mowry,  M.D., 

Oswego 

Second  Vice-President ....  Charles  A.  Gwynn,  M.D., 
Syracuse 

Secretary John  F.  Kelley,  M.D., 

Utica 


Treasurer George  A.  Burgin,  M.D., 

Little  Falls 

Presidents — Component  County  Medical 
Societies 


Herkimer Robert  C.  Ashley,  M.D.,  Little  Falls 

Jefferson Thomas  N.  Sickels,  M.D.,  Water- 

town 

Lewis Edgar  O.  Boggs,  M.D.,  Lowville 

Madison Willis  E.  Hammond,  M.D.,  Earlville 

Oneida Anthony  G.  Jaroszewicz,  M.D.,  Utica 

Onondaga Charles  A.  Gwynn,  M.D.,  Syracuse 

Oswego Harold  J.  LaTulip,  M.D.,  Oswego 


St.  Lawrence.  .Louis  J.  Benton,  M.D.,  Ogdensburg 


SIXTH  DISTRICT  RRANCH 

Wednesday,  September  25,  1957 
Cortland  Country  Club,  Cortland 


Afternoon 

3:00  p.m. — Registration 

3:30  p.m. — Panel  Discussion:  “Crash  Injuries 

and  Their  Prevention” 

Joseph  P.  Kelley,  Esq.,  Commis- 
sioner of  Motor  Vehicles,  State  of 
New  York 

John  O.  Moore,  Automotive  Crash 
Injury  Research  Laboratory,  New 
York  City 

Fletcher  Woodward,  M.D.,  Chair- 
man, American  Medical  Association 
Committee  on  Safety 

5:00  p.m. — Film:  “Crash  Injury”  ( courtesy  of  Dr. 
Woodward ) 

5:30  p.m. — Business  Meeting — Election  of  Officers 
Evening 

5:45  p.m. — Cocktails 

0:15  p.m. — Dinner 

Introduction  of  Officers 
Address:  Leo  E.  Gibson,  M.D.,  Syra- 
cuse, President-Elect,  Medical  So- 
ciety of  the  State  of  New  York 
Remarks:  Mrs.  Leif  G.  Jensen, 

Staten  Island,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
“Where  Did  You  Get  Your  Name?” 


Dr.  George  H.  Healey,  Professor  of 
English  and  Curator  of  Rare  Books, 
Cornell  University,  Ithaca 

Officers — Sixth  District  Branch 

President William  T.  Boland,  M.D., 

Elmira 

First  Vice-President. . . James  Greenough,  M.D., 
Oneonta 

Second  Vice-President . . C.  Stewart  Wallace,  M.D., 


Ithaca 

Secretary George  F.  Nevin,  M.D., 

Cortland 

Treasurer George  G.  McCauley,  M.D., 

Ithaca 


Presidents — Component  County  Medical 
Societies 


Broome James  L.  Palmer,  M.D.,  Binghamton 

Chemung Earle  G.  Ridall,  M.D.,  Elmira 

Chenango Hugh  D.  Black,  M.D.,  Norwich 

Cortland Robert  T.  Corey,  M.D.,  Cortland 

Delaware Marvin  L.  Huyck,  M.D.,  Walton 

Otsego James  Bordley  III,  M.D.,  Coopers- 

town 

Schuyler James  J.  Norton,  M.D.,  Montour 

Falls 

Tioga Paul  E.  Zoltowski,  M.D.,  Waverly 

Tompkins C.  Douglas  Darling,  M.D.,  Ithaca 


[Continued  on  page  3046] 
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H 


+o  win  friend 


down  to  the  last  tablet. 

25 i Bottle  of  48  tablets  (1J4  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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SEVENTH  DISTRICT  BRANCH 

Thursday,  September  19,  1957 
Sheraton  Hotel,  Rochester 


Afternoon 

1:30  p.m. — Registration 

2:00  r.M. — Panel  Discussion:  “Geriatric  Prob- 
lems’’ 

Frank  Reynolds,  M.D.,  Albany, 
Director,  Bureau  of  Chronic  Diseases 
and  Geriatrics,  Xew  York  State  De- 
partment of  Health 
Daniel  Schuster,  M.L).,  Rochester, 
Assistant  Psychiatrist,  Strong  Me- 
morial Hospital;  Assistant  Professor 
of  Psychiatry,  University  of  Roches- 
ter School  of  Medicine  and  Dentistry 
Herbert  Nothin,  M.D.,  Syracuse, 
Medical  Director,  Onondaga  County 
Department  of  Welfare 

3:15  p.m. — “You  Must  Invest” 

Mr.  Hugh  Johnson,  Buffalo 

3:25  p.m. — Intermission 

3:35  p.m. — “Psychologic  Aspects  of  Pediatric 
Practice” 

Alfred  Sullivan,  M.D.,  Rochester, 
Assistant  Professor  of  Psychiatry, 
University  of  Rochester  School  of 
Medicine  and  Dentistry 

Business  Meeting,  Election  of  Officers 

Evening 

6:00  p.m. — Social  Hour  {Courtesy  of  Genesee  Valley 
Medical  Care,  Inc.,  Blue  Shield  Plan) 

7 :00  p.m.— Dinner 

Introduction  of  Officers 

Address:  Leo  E.  Gibson,  M.D.,  Syra- 
cuse, President-Elect,  Medical  So- 
ciety of  the  State  of  New  York 


Remarks:  Mrs.  Leif  G.  Jensen, 

Staten  Island,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
“Religion  in  Medicine” 

Reverend  Oren  H.  Baker,  Dean  and 
Professor  of  Pastoral  Theology,  Col- 
gate Rochester  Divinity  School 
Rabbi  Abraham  Karp,  Temple  Beth- 
E1 

Reverend  Joseph  L.  Hogan,  Pro- 
fessor of  Theology,  St.  Bernard’s 
Seminary 

Officers — Seventh  District  Branch 

President Eldred  J.  Stevens,  M.D., 

Hammondsport 

First  Vice-President . . . Joseph  A.  Lane,  M.D., 
Rochester 

Second  Vice-President . . . .James  H.  Arseneau,  M.D., 


Lyons 

Secretary Robert  F.  D.  Gibbs,  M.D., 

Seneca  Falls 

Treasurer William  L.  Dorr,  M.D., 

Auburn 


Presidents — Component  County  Aledical 
Societies 


Cayuga Roland  J.  Walker,  M.D.,  Auburn 

Livingston.  . . Robert  A.  Wise,  M.D.,  Sonyea 

Monroe Michael  J.  Crino,  M.D.,  Rochester 

Ontario William  W.  Carty,  M.D.,  Geneva 

Seneca Jack  Hammond,  M.D.,  Willard 

Steuben John  R.  Kuhl,  M.D.,  Hammonds- 

port 

Wayne Thomas  C.  Hobbie,  M.D.,  Sodus 

Yates Bernard  S.  Strait,  Penn  Yan 


EIGHTH  DISTRICT  BRANCH 


Wednesday,  September  18,  1957 
Kleinhans  Music  Hall,  The  Circle-14th  Street,  Buffalo 


Afternoon 

Noon  — Luncheon  Meeting  of  Advisory  Council 

1:30  p.m. — Registration 

Scientific  Program  Presented  by  the 
University  of  Buffalo  School  of  Medi- 
cine 


Panel  Discussions 

2:00  p.m. — “Practical  Management  of  the  Cancer 
Patient — Prevention,  Diagnosis,  Cure, 
and  Palliation” 

Joseph  E.  Sokal,  M.D.,  Assistant 
Professor  of  Medicine  at  the  Roswell 
Park  Memorial  Institute,  Moderator 
[Continued  on  page  3048] 


3046 


New  York  State  J.  Med. 


MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  5:  Because  it  is  important  to  you  that  your  Society  maintain  a complete 

record  of  all  losses  and  reserves  and  have  a voice  in  fixing  the  cost  of  operation  (ex- 
pense ratio)  as  these  factors  directly  govern  the  rates.  The  Group  Plan  does  this  and  so 
assures  you  that  your  rates  are  the  lowest  possible  for  the  quality  of  protection  it  offers. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

JAMES  M.  ARNOLD 

Indemnity  Representative 

2 PARK  AVENUE,  NEW  16,  N.  Y.  Telephone:  MUrray  Hill  4-3211 

Jfletiical  £j>odetp  of  tfjc  ^>tate  of  Pork 


PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas:  Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 


COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY,  CONN. 


©Copyright  1956  Spirt  & Co. 
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John  B.  Graham,  M.D.,  Chief  of  Can- 
cer Research  in  Gynecology,  Roswell 
Park  Memorial  Institute 

James  F.  Holland,  M.D.,  Assistant 
Professor  of  Medicine  at  the  Roswell 
Park  Memorial  Institute 

George  E.  Moore,  M.D.,  Associate 
Professor  of  Surgery  at  the  Roswell 
Park  Memorial  Institute 

Walter  T.  Murphy,  M.D.,  Associate 
Clinical  Professor  of  Radiology 

3:30  p.m. — “Rheumatic  Fever  and  Rheumatic 
Heart  Disease’’ 

Eugene  J.  Lippschutz,  M.D.,  Asso- 
ciate Professor  of  Medicine,  Moder- 
ator 

1.  “Rheumatic  Fever  in  Children” 
Edward  C.  Lambert,  M.D.,  Asso- 
ciate Professor  of  Pediatrics 

2.  “Rheumatic  Fever  in  Adults” 
David  K.  Miller,  M.D.,  Professor 

of  Medicine 

3.  “Medical  Aspects  of  Rheumatic 

Heart  Disease” 

Dexter  S.  Levy,  M.D.,  Associate 
Clinical  Professor  of  Medicine 

4.  “Surgical  Aspects  of  Rheumatic 

Heart  Disease” 

Joseph  E.  MacManus,  M.D.,  Asso- 
ciate Clinical  Professor  of  Surgery 

5:00  p.m. — Business  Meeting 

Evening 

6:30  p.m. — Cocktails 

7 : 00  p.m. — Dinner  and  Dancing 

Introduction  of  Officers 

Remarks:  Mrs.  Leif  G.  Jensen, 

Staten  Island,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 

Address:  Leo  E.  Gibson,  M.D.,  Syra- 

cuse, President-Elect,  Medical  So- 
ciety of  the  State  of  New  York 

Dancing 


Officers— Eighth  District  Branch 


President Elmer  T.  McGroder,  M.D.,  Buffalo 

President-Elect . . Wilfrid  M.  Anna,  M.D.,  Lockport 

Secretary Clyde  L.  Wilson,  M.D.,  Jamestown 

Treasurer Richard  A.  Loomis,  M.D.,  Spring- 

ville 


Presidents — Component  County  Medical 
Societies 


Allegany KurtZinner,  M.D.,  Wellsville 

Cattaraugus.  . .Robert  D.  Kelsey,  M.D.,  Franklin- 
ville 

Chautauqua.  . .Albert  W.  Rappole,  M.D.,  James- 
town 

Erie Matthew  L.  Carden,  M.D.,  Buffalo 

Genesee Joseph  F.  Krawczyk,  M.D.,  Batavia 

Niagara H.  Braden  Fitz-Gerald,  M.D.,  Lock- 

port 

Orleans Kenneth  J.  Clark,  M.D.,  Medina 

Wyoming James  D.  Norris,  M.D.,  Warsaw 

Woman’s  Auxiliary 

Noon  — Registration,  Twentieth  Century  Club, 

595  Delaware  Avenue,  Buffalo 


12:30  p.m. — Cocktails  and  Luncheon,  Twentieth 
Century  Club,  in  honor  of  Mrs. 
Leif  G.  Jensen,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 

Welcome:  Mrs.  Roland  B.  Carr, 

Buffalo,  President,  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the 
County  of  Erie 

Address:  Mrs.  Leif  G.  Jensen,  Staten 
Island,  President,  Woman’s  Auxili- 
ary to  the  Medical  Society  of  the 
State  of  New  York 

Address:  Mrs.  Maurice  G.  Sheldon, 
Olean,  President-Elect,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 

Discussion:  Led  by  Mrs.  Thomas 
F.  Houston,  Buffalo,  Eighth  District 
Councillor 

Fur  Fashion  Show,  presented  by  Joseph 
Palanker  and  Sons 


NINTH  DISTRICT  BRANCH* 

Wednesday,  October  2,  1957 
Mahopac  Golf  Club,  Mahopac 

Afternoon  Evening 

1 : 00  p.m.— Golf  G : 00  p.m.— Cocktails 

5:45  P.M. — Registration  [Continued  on  page  3050] 

* Eighth  annual  meeting. 
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2 sec.  CONTACTS 


4 sec.  COMPLEXES 


15  sec.  EXPLODES 


8 sec.  DENATURES 


How  Vagisec  jelly  and  liquid 
explode  trichomonads  in  seconds 

J 


Vaginal  trichomoniasis  quickly  yields  to 
Vagisec®  liquid  and  jelly.1'5  These  unique 
trichomonacides  explode  flagellates  after  15 
seconds’  contact.  Following  a Vagisec  douche, 
Vagisec  jelly  maintains  trichomonacidal  ef- 
fectiveness ’round-the-clock.  With  this  new 
approach,  therapy  succeeds  in  more  than  90 
per  cent  of  cases.4 

Research  proves  effectiveness  — In  hundreds 
of  tests  with  slide  preparations,  mixtures  of 
Vagisec  jelly  and  vigorous  cultures  of  Tricho- 
monas vaginalis  have  been  examined  under  a 
phase-contrast  microscope.3,6  The  trichomon- 
ads explode  and  disperse  within  15  seconds 
after  contact  with  jelly  — exactly  like  those  in 
a Vagisec  douche  solution.3'6 

Explosion  succeeds  — Vagisec  liquid  and  jelly 
penetrate  rapidly  to  trichomonads  covered  by 
vaginal  mucus  and  cellular  debris  and  explode 
them,  avoiding  post-treatment  flare-ups.3"5 
Vagisec  therapy  often  rids  stubborn  clinical 
cases  of  “trich”  even  after  other  agents  fail. 

Why  parasites  explode  — A wetting  agent,  a 
detergent  and  a chelating  agent,  combined  in 
balanced  blend  in  Vagisec  liquid  and  jelly,3'5 
act  to  weaken  the  parasites’  cell  membranes, 
remove  waxes  and  lipids,  and  denature  the 
protein.  Then  the  trichomonads  imbibe  water, 
swell  and  explode  into  fragments  ...  all  within 
15  seconds. 

The  Davis  technique^  — Dr.  Carl  Henry  Davis, 
co-discoverer  of  Vagisec,  recommends  a com- 
bination of  office  treatments  with  Vagisec 


liquid  and  ’round-the-clock  home  therapy  with 
the  liquid  and  jelly.3  This  regimen  halts  vagi- 
nal trichomonal  infections  and  ensures  con- 
tinuous control  until  all  trichomonads  are  gone. 
For  a small  percentage  of  women  who  have 
an  involvement  of  cervical,  vestibular  or 
urethral  glands,  other  treatment  will  be  re- 
quired.1,3'5 

Re-infections  can  and  do  occur  from  the  hus- 
band2'5’7-8  — Prescribing  RAMSES®,  high  qual- 
ity prophylactics,  as  protection  against  con- 
jugal contagion  ensures  husband  cooperation. 
Most  of  them  know  and  prefer  RAMSES  — 
the  one  with  “built-in”  sensitivity.  RAMSES 
are  superior,  transparent  rubber  prophylactics, 
naturally  smooth,  very  thin,  yet  strong.  At  all 
pharmacies. 

Active  ingredients  in  Vagisec  liquid:  Polyoxyethylene 
nonyl  phenol,  Sodium  ethylene  diamine  tetra-acetate, 
Sodium  dioctyl  sulfosuccinate.  In  addition,  Vagisec 
jelly  contains  Boric  acid,  Alcohol  5%  by  weight. 

References:  1.  Decker,  A.,  and  Decker,  W.  H.:  Practical 
Office  Gynecology,  Philadelphia,  F.  A.  Davis  Company, 
1956.  2.  McGoogan,  L.  S.:  J.  Michigan  M.  Soc.  55:682(June) 
1956.  3.  Davis,  C.  H.  (Ed.):  Gynecology  and  Obstetrics 
(revision),  Hagerstown,  W.  F.  Prior,  1955,  vol.  3,  chap.  7, 
pp.  23-33.  4.  Davis,  C.  H.:  West.  J.  Surg.  63:53  (Feb.)  1955. 

5.  Davis,  C.  H.:  J.A.M.A.  757:126  (Jan.  8)  1955.  6..  Molo- 
mut,  N.,  Port  Washington,  N.  Y.:  Personal  communication 
(Jan.)  1957.  7.  Draper,  J.  W.:  Internat.  Rec.  Med.  768:563 
(Sept).  1955.  8.  Feo,  L.  G.,  et  al. : J.  Urol.  75:711  (Apr.) 
1956. 

JULIUS  SCHMID,  inc. 

gynecological  division 

423  West  55th  Street,  New  York  19,  N.  Y. 

Vagisec  and  RAMSES  are  registered  trade-marks  of  Julius  Schmid,  Inc. 
tPat.  app.  for 

Advertisement 
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7:30  p.m. — Dinner 

Introduction  of  Officers 
Address:  Thurman  B.  Givan,  M.D., 
Brooklyn,  President,  Medical  So- 
ciety of  the  State  of  New  York 
Remarks:  Mrs.  Leif  G.  Jensen, 

Staten  Island,  President,  Woman’s 
Auxiliary  to  the  Medical  Society  of 
the  State  of  New  York 
“Raghead:  Personal  Observations  of 

the  Arab,  His  Nature  and  Thinking” 
Earl-Clayton  Grandstaff,  Chap- 
lain, U.S.  Air  Force,  Stewart  Air 
Force  Base,  Newburgh 

Officers — Ninth  District  Branch 

President Earl  C.  Waterbuiy,  M.D., 

Newburgh 


First  Vice-President Reid  R.  Heffner,  M.D., 

New  Rochelle 

Second  Vice-President.  . .William  P.  Kelly,  Jr., 
M.D.,  Carmel 

Secretary Maxwell  Gosse,  M.D., 

Poughkeepsie 

Treasurer Frank  E.  Ciancimino, 

M.D.,  Nyack 


Presidents — Component  County  Medical 
Societies 


Dutchess.  . . Frank  A.  Gagan,  M.D.,  Poughkeepsie 
Orange Charles  S.  McWilliam,  M.D.,  New- 

burgh 

Putnam Matthew  H.  Jacobs,  M.D.,  Mahopac 

Rockland.  . Robert  L.  Yeager,  M.D.,  Pomona 


Westchester.  John  N.  Dill,  M.D.,  Yonkers 


Brucellosis  Acquired  During  Cattle  Vaccination 


A case  of  brucellosis  in  a physician-rancher  who 
accidentally  sprayed  his  face  and  eyes  with  vaccine 
while  vaccinating  cattle  for  Bang’s  disease  was 
reported  in  the  July  20  Journal  of  the  American 
Medical  Association  by  Dr.  Joseph  F.  Sadusk,  Jr., 
Oakland,  California,  and  Alcor  S.  Browne,  Ph.D., 
and  Dr.  James  L.  Born,  Berkeley,  California. 

Brucellosis,  also  called  undulant  or  Malta  fever, 
is  a generalized  infection  with  such  symptoms  as 
fever,  lassitude,  weakness,  headache,  sore  throat, 
and  anemia.  Bang’s  disease,  its  counterpart  in 
animals,  leads  to  abortion  among  cattle.  The  disease 
is  usually  acquired  by  man  through  drinking  conta- 
minated milk. 

The  physician-rancher  was  using  a vaccine  con- 
taining low-potency  living  Brucella  abortus  orga- 
nisms. The  needle  accidentally  blew  off  the  syringe 
and  the  vaccine  sprayed  on  his  face. 

Thirty-one  days  after  the  accident  he  became  ill. 
Although  his  symptoms  were  similar  to  a common 
respiratory  illness,  blood  tests  verified  the  diagnosis 


of  brucellosis.  He  was  treated  with  antibiotics  even 
after  discharge  from  the  hospital  to  prevent  a 
relapse  or  a chronic  subacute  form. 

Four  similar  cases  of  the  disease  acquired  by 
accidental  spraying  the  ejres  or  puncturing  the  skin 
with  the  needle  have  been  reported,  the  authors 
said.  The  cases  were  all  in  veterinarians.  Two  of 
these  also  resulted  when  the  needle  blew  out  of  the 
syringe.  This  indicates  the  need  for  using  syringes 
that  lock  the  needles  in  place,  the  authors  said. 

Few  cases  of  accidental  infection  with  Brucella 
abortus  vaccine  have  been  reported,  either  because 
they  “are  truly  rare”  or  because  the  diagnosis  is  not 
ordinarily  made  since  the  symptoms  resemble  com- 
mon respiratory  illnesses.  However,  physicians 
should  recognize  the  possibility  of  such  infection. 

It  is  clear  that  the  living  Brucella  abortus  vaccine 
is  “not  without  its  dangers  of  infection  to  humans.” 
Therefore,  vaccinations  of  cattle  should  be  done  by 
persons  qualified  in  its  use  and  cognizant  of  its 
dangers,  the  authors  concluded. 
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Doctors  orders  - 

No  more  kisses  till  I get  my  carrots. 


TRUST  BEECH-NUT.. .CAREFULEST  BABY  FEEDERS  IN  THE  WORLD 


:«)5i 


SPECIAL  ANNOUNCEMENT 


The  following  is  a condensed  version  of  an  article  to  be  -published  soon  in  the  Journal  of 
the  American  Medical  Association  and  is  included  here  for  the  information  of  our  readers. — 
Editor 

Influenza 

LEROY  E.  BURNEY,  M.D.,  WASHINGTON,  D.C. 

(Surgeon  General,  U.S.  Public  Health  Service,  Department  of  Health,  Education,  and  Welfare) 


Inuring  recent  weeks  the  eyes  of  the  medical 
profession  have  been  on  the  influenza  epidemic 
which  swept  through  the  Far  East.  Thus  far  only 
sporadic  outbreaks  have  occurred  in  this  country, 
affecting  several  thousand  people.  Experts  in  the 
field  say  there  is  little  question  that  we  will  have 
an  epidemic  in  this  country  sometime  during  the 
fall  and  winter  months. 

Since  1948  the  Influenza  Study  Program  sponsored 
by  the  World  Health  Organization  has  maintained 
a system  of  reporting  specific  diagnoses  of  in- 
fluenza in  the  United  States,  Canada,  South  America, 
and  Europe.  The  current  epidemic  was  first  re- 
ported in  Hong  Kong  and  Singapore  in  late  April, 
1957.  Epidemics  followed  rapidly  in  Taiwan,  the 
Philippines,  the  Malay  States,  Japan,  India,  and 
other  areas.  Viruses  sent  to  this  country  for 
antigenic  analyses  were  found  to  be  type  A,  but 
antigenically  different  from  any  previously  known 
A strains  in  the  hemoagglutination  inhibition  test. 
Animal  antisera  prepared  against  type  A strains 
did  not  inhibit  or  neutralize  the  new  variant,  and 
no  protective  antibody  could  be  demonstrated  in 
sera  from  human  beings  repeatedly  vaccinated  with 
previously  prevalent  type  A virus.  Information 
to  date  suggests  that  little  protection  against  the 
new  virus  is  gained  by  previous  vaccination  with 
existing  influenza  vaccine. 

Beginning  June  2 a series  of  influenza  outbreaks 
were  reported  among  ships  which  had  been  berthed 
in  Narragansett  Bay,  Newport,  Rhode  Island. 
Spread  of  the  epidemic  was  erratic.  Subsequent 
infections  have  been  reported  in  San  Diego,  Mon- 
terey, Davis,  and  San  Francisco,  California;  Cleve- 
land, Ohio;  Lexington,  Kentucky;  Valley  Forge, 
Pennsylvania;  Salt  Lake  City,  Utah,  and  Grinnell, 
Iowa. 

Clinical  and  Public  Ileal  ill  Aspects 

The  experience  in  Asia  and  in  the  United  States 
provides  no  basis  for  predicting  an  increase  in  sever- 
ity of  infection  in  the  coming  fall  and  winter  or 
during  the  next  year  or  two.  The  present  concern 
arises  largely  from  the  possibility  that  a more  viru- 


lent variety  of  the  Asian  type  may  emerge.  The 
severity  of  the  1918  epidemic  is  believed  to  have 
been  due  to  some  mutation  which  exposed  the  popu- 
lation to  a virus  or  viruses  radically  different  anti- 
genically from  those  strains  to  which  they  had  been 
previously  exposed. 

Influenza  is  usually  characterized  by  abrupt  on- 
set, prostration,  fever  up  to  104,  headache,  myalgia, 
cough,  and  sore  throat.  X-ray  examinations  of  the 
chest  usually  show  no  abnormal  findings.  Leuko- 
penia is  common  in  uncomplicated  cases.  The 
febrile  period  usually  lasts  three  to  five  days,  fol- 
lowing which  the  patient  may  complain  of  extreme 
weakness  for  several  more  days. 

In  laboratory  diagnosis  of  individual  cases,  the 
virus  may  be  isolated  from  secretions  of  the  nose  and 
throat  early  in  the  course  of  the  illness.  The  pro- 
cedure consists  of  inoculating  chicken  eggs  which 
have  been  incubated  for  about  ten  days  and  recov- 
ering the  virus  in  the  fluids  of  the  embryonic  sac. 

Paired  specimens  of  blood,  one  taken  in  the  acute 
phase  and  the  other  ten  days  to  two  weeks  later, 
may  be  used  for  serologic  tests.  A four-fold  or 
greater  rise  in  antibody  titer  is  regarded  as  an  indi- 
cation of  influenza  infection.  Since  neither  of  these 
laboratory  procedures  can  be  completed  while  the 
patient  is  still  acutely  ill,  they  are  of  little  value  to 
the  physician  in  prescribing  treatment.  Such 
tests  are  necessary,  however,  to  confirm  the  presence 
or  absence  of  influenza  in  a community. 

Immunologic  Aspects 

Studies  in  the  military  reveal  that  a properly 
conditioned  vaccine  is  70  per  cent  effective  under 
epidemic  conditions  and  that  reactions  to  the  vac- 
cine are  quite  rare.  Individuals  known  to  be 
sensitive  to  egg  are  not  given  the  vaccine  since  virus 
is  grown  in  embryonated  eggs. 

The  manufacturers  of  vaccines  are  able  to  pro- 
duce a satisfactory  monovalent  vaccine  (containing 
the  Asian  strain)  in  sufficient  quantity  for  civilian 
use  this  winter.  They  are  currently  working  on  a 
large-scale  production  basis. 

[Continued  on  page  3054] 
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Potentiated  MephenesinH^ 


For  relief  of  low  back  pain  and  other  arthritic  pain, 
for  release  of  tension  accompanying  pain. 

• Relieves  pain  *Mephenesin  physiologically  potensi- 

• Soothes  tension  fied  with  a smooth  muscle  relaxant 

• Relaxes  muscle  spasm  and  analgesic  . . . dibenzyl  succinate 

Each  EXPASMUS  tablet  contains:  Dosage:  2 to  3 tablets  3 times  daily  to 

Dibenzyl  succinate  125  mg.,  mephen-  12  tablets  daily. 

esin  250  mg.,  salicylamide  lOO  mg.  Supplied:  Bottles  of  lOO's  tablets 

Request  reprints  and  samples. 

Martin  H.  Smith  Co.  131  East  23rd  St.,  New  York  lO,  New  York 
Manufacturers  of  ethical  products  for  over  half  a century 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION’’ 


Nil CARP  ON' 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


POWDER  IN  ENVELOPES  OR  IN  TABLETS 

presto-boro 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

.Widely  used  by  Civilians  and  Armed  Forces. 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


12,000,000  TEST  TABLETS 

During  16  months  of  clinical  testing, 
more  than  12,000,000  Orinase*  tablets 
were  made  available  to  physicians  for 
trial  in  selected  diabetic  patients. 


’Trademark,  Reg.  U.S.  Pat.  Off. — tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 
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'[Continued  from  page  3052) 

Present  Considerations 

Isolation  of  causative  virus  has  been  made  prior  to 
the  appearance  of  influenza  in  the  United  States; 
thus  for  the  first  time  in  history  we  are  in  the  for- 
tunate position  of  being  ahead  of  an  impending 
epidemic  of  influenza.  It  seems  probable  that 
influenza  will  continue  to  spread  for  the  remainder 
of  the  summer  months  but  will  not  be  highly  epi- 
demic in  this  country  until  fall  or  winter  when  out- 
breaks may  be  anticipated.  While  the  disease  will 
probably  be  mild  there  is  always  the  outside  possi- 
bility of  a repeat  of  the  1918  epidemic.  There  is  a 
further  possibility  that  the  virulence  of  the  infec- 
tion as  reflected  in  case-mortality  rates  will  increase. 
Even  though  these  are  still  only  possibilities,  any 
preparations  which  need  to  be  done  to  meet  these 
eventualities  must  be  accomplished  now.  After  a 
pandemic  starts  it  will  be  too  late. 

At  the  invitation  of  the  WHO,  a plan  for  investi- 
gation of  influenza  outbreaks  in  foreign  countries 
has  been  developed  by  the  influenza  commission  of 
the  Armed  Forces  Epidemiological  Board.  Teams 
making  the  studies  will  be  particularly  interested  in 
determining  (1)  the  properties  of  the  virus,  (2)  com- 
plete clinical  descriptions,  (3)  whether  a bacterial 


component  is  associated  with  the  illness,  and  (4) 
epidemiologic  aspects. 

The  .American  Medical  Association  has  already 
announced  a program  designed  to  offset  the  severe 
strain  placed  on  medical  personnel  when  so  many 
people  suddenly  become  ill. 

Finally,  in  recent  years  the  nature  of  influenza  in 
this  country  has  not  warranted  the  use  of  influenza 
vaccine  except  on  a group  basis  to  minimize  absen- 
teeism or  in  so-called  priority  groups.  However, 
the  present  influenza  epidemic,  with  its  rapidity  of 
spread  and  high  attack  rate,  is  sufficiently  unusual 
to  press  for  immunization  against  the  new  strain  of 
influenza  virus.  As  a properly  constituted  vaccine 
is  the  only  preventive  for  this  disease,  the  Public 
Health  Service  with  the  Association  of  State  and 
Territorial  Health  Officers  and  the  American  Medi- 
cal Association  plans  to  promote  the  use  of  the 
vaccine  as  soon  as  it  becomes  available.  To  ac- 
complish this  we  plan  to  embark  upon  an  educa- 
tional and  promotional  campaign  to  encourage  all 
persons  who  want  it  to  seek  influenza  vaccine  on  a 
voluntary  basis.  Any  such  campaign  must  be  con- 
ducted in  an  orderly  fashion  to  avoid  confusion 
and  hysteria  in  the  public  and  will  call  for  the  com- 
bined efforts  of  all  of  us. 


Rhinosporidiosis  of  the  Nose:  Case 


A fifty-five-year-old  man  with  nose  bleed  uncon- 
trollable by  ordinary  means  was  found  to  have  3 or  4 
polypoid  masses  arising  from  the  lateral  wall  of  the 
nose  which  bled  easily  at  the  touch  of  an  applicator. 
On  biopsy  the  masses  were  identified  as  those  of  a 
typical  case  of  rhinosporidiosis,  a rare  (and  rarely 
fatal)  infection  of  the  mucous  membranes,  usually 
nasal,  but  occuring  also  in  the  eyes,  ears,  larynx, 


and,  occasionally,  vagina,  penis,  and  skin.  It 
occurs  mostly  in  children  and  young  adults,  more 
often  in  males  than  in  females.  The  etiologic  agent 
has  not  been  cultured,  and  numerous  explanations 
have  been  advanced  on  the  mode  of  transmission. 
Treatment  is  by  excision  of  the  polyps. — Harold  1 . 
M elver,  M.D.,  Journal  of  the  Tennessee  State  Medical 
Association , February,  1957 
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FORT  LAUDERDALE  BEACH  HOSPITAL 


125  N.  BIRCH  RD.,  FORT  LAUDERDALE,  FLORIDA 

GERIATRICS  (Care  of  the  aging) 

Rehabilitation  ....  Convalescent  Care 


A private  hospital  especially  planned  for  the  medical  care  and  rehabili- 
tation of  the  CHRONICALLY  ILL,  the  AGED,  and  the  HANDICAPPED. 
Departments  of  Medicine,  Radiology,  Laboratory,  Dietary,  Dentistry,  Re- 
habilitation, Occupational  and  Physiotherapy. 

Patients  accepted  for  long  and  short  term  care  under  direction  of  private 
physician. 

MEDICAL  RESIDENT  STAFF 

For  information  write  to  the 

Medical  Director 
P.O.  Box  2323 
Fort  Lauderdale,  Florida 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  1-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


1 

CHALLENGING  OPPORTUNITIES 

for  qualified 

PSYCHIATRISTS  and  PHYSICIANS 

In  California's  unprecedented  mental  health  and 
rehabilitation  program. 

Choose  from  among  26  modern  State-operated  facili- 
ties. Employment  interviews  in  Eastern  States  this 
fall.  No  written  exams.  Three  monthly  salary 
groups:  $950-1050;  $1000-1100:  $1100-1200.  Out- 

standing employment  benefits.  For  complete  infor- 
mation, write: 

Box  B,  Medical  Recruitment  Unit,  State  Personnel 
Board,  801  Capitol  Avenue,  Sacramento  14,  California 

CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 

One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times ....  .90 

24  Consecutive  times . . .85 

MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 

ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 

STUDIED  IN  18,000  PATIENTS 

Orinase*  was  used  investigationally  in 
more  than  18,000  patients  prior  to  its 
release  on  June  3,  1957. 


trademark,  Reg.  U S.  Pat.  Off.— tolbutamide.  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 
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Schedule  of  District  Branch  Meetings , 1957 


District 

Time 

Day 

Date 

Town 

Place 

First 

May  12 

New  York  City 

Hotel  Statler 

Second 

7: 00- 
Cocktails 
7: 45- 
Dinner 

Wednesday 

October  16 

Smithtown 

(Suffolk) 

Riverside  Inn 

Third 

10:30-4:30 

Thursday 

October  3 

Kingston 

Wiltwyck  Golf  and 
Country  Club 

Fourth 

Afternoon 

Dinner 

Evening 

Thursday 

October  17 

Saratoga  Springs 

Newmans  Lake  House 

Fifth 

Afternoon 

Thursday 

October  10 

Utica 

(Heart  Day) 

Hotel  Utica 

Sixth 

Afternoon 

Dinner 

Evening 

Wednesday 

September  25 

Cortland 

Cortland  Country  Club 

Seventh 

Afternoon 
7 : 00-Dinner 

Thursday 

September  19 

Rochester 

Sheraton  Hote 

Eighth 

Afternoon 
6: 30-Dinner 
and 
Dance 

Wednesday 

September  18 

Buffalo 

Kleinhans  Music  Hall 

Ninth 

1: 00-Golf 
6: 00- 
Cocktails 
7: 30-Dinner 

Wednesday 

October  2 

Mahopac 

Mahopac  Golf  Club 
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WEST  Hi  EL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MoUL  School  254  ^‘373N4yc 

Licensed  by  the  Stale  of  New  York 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


HOLBROOK  MANOR  Tosmeg 

Five  Acres,  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


PINEWOOD  & '» 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


NEW  YORK  UNIVERSITY 
POST-GRADUATE 
MEDICAL  SCHOOL 

announces 

two  new  postgraduate  courses 

WHAT’S  NEW  FOR  THE  GEN- 
ERAL PHYSICIAN  IN  MEDICINE, 
PEDIATRICS,  PSYCHIATRY  AND 
DERMATOLOGY — A part-time  inter- 
departmental course  of  34  exercises: 
Tuesdays,  2 to  5 p.m.,  Sept.  17  through 
May  27.  Includes  clinical  presenta- 
tions, demonstrations,  lectures  and 
panels,  with  special  emphasis  on  cur- 
rent diagnostic  procedures  and  ad- 
vances in  therapy.  Members  of  all 
the  major  clinical  and  specialty  depart- 
ments, participate,  frequently  in  com- 
bined sessions.  Tuition  for  entire 
course:  $300;  1 to  20  sessions:  $10 

each ; 20  or  more  sessions  on  a pro  rata 
basis. 

MODERN  CONCEPTS  OF  THE 
ETIOLOGY,  PATHOLOGIC  PHYS- 
IOLOGY AND  THERAPY  OF  DIS- 
EASES WITH  SURGICAL  IMPLI- 
CATIONS— A part-time  course  of  37 
sessions:  Thursdays,  2 to  5 p.m., 

September  12  through  June  12.  This 
course  has  been  planned  to  be  of 
interest  to  all  physicians,  including 
general  practitioners,  surgeons  and  in- 
ternists. Tuition:  entire  course:  $300; 
1 to  20  sessions : $10  each;  20  or  more 
on  a pro  rata  basis. 

for  further  information 

Office  of  the  Associate  Dean 

NYU  Post-Graduate 
Medical  School 
550  First  Avenue 
New  York  16,  N.  Y. 
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George  P.  Farrell,  Administrative  Officer 
New  York  State  Division 
386  Fourth  Avenue 
New  York  16,  New  York 

The  following  increases  became  effective  in  the  Medicare  program  as  of 
July  1,  1957: 

1.  On  page  28  of  the  Schedule  of  Allowances  for  Physicians’  Fees  delete 
the  amount  of  “$45”  for  the  procedure  “code  2992 — Tonsillectomy,  with 
or  without  Adenoidectomy,  any  age”  and  substitute  in  lieu  thereof  “$G0.” 

2.  On  page  33  of  the  Schedule  of  Allowances  for  Physicians’  Fees  delete 
the  amount  of  “$150”  for  the  procedure  “code  3515 — Cholecystectomy” 
and  substitute  in  lieu  thereof  “$225.”  Also  on  page  33  of  the  Schedule 
cf  Allowances  for  Physicians’  Fees  delete  the  amount  of  “$175”  for  the 
procedure  “code  3517 — Cholecystectomy  with  exploration  of  common 
duct”  and  substitute  in  lieu  thereof  “$275.” 

These  increased  allowances  became  effective  for  services  performed  on 
or  after  July  1,  1957,  and  do  not  apply  to  the  date  on  which  Form  1863  is 
submitted  or  received . 


Heart,  Arteries,  Kidneys,  and  Cancer — Top  Killers 


Diseases  of  the  heart,  arteries,  and  kidneys  ac- 
counted for  57  per  cent  of  the  1429,000,000  paid  out 
by  the  Metropolitan  Life  Insurance  Company  in 
death  claims  last  year,  it  is  reported  by  the  com- 
pany’s statisticians. 

Cancer  ranked  second  as  a cause  of  death  claim 
payments,  with  almost  20  per  cent  of  the  total. 

Together,  these  causes  of  death  accounted  for 
more  than  $3.00  out  of  every  $4.00  paid  in  claims  to 
beneficiaries. 

The  company’s  1956  death  claim  payments  were 
the  highest  ever  for  the  Metropolitan,  rising  $33,348, 
000 — or  8.4  per  cent — over  the  previous  high  total 
in  1955,  and  two  and  a half  times  the  amount  paid 
twenty  years  ago.  The  uninterrupted  rise  in  death 
claims  in  a period  of  decreasing  mortality,  the  statis- 
ticians point  out,  reflects  both  the  growth  in  number 
of  policyholders  and  the  larger  amount  of  life 
insurance  owned  per  policyholder. 

The  rise  in  the  proportion  of  disbursements  for  the 
degenerative  diseases  of  later  life  is,  in  part,  a con- 
sequence of  the  long-term  decrease  in  mortality 
from  the  infectious  diseases.  For  example,  tuber- 


culosis in  1956  accounted  for  only  one  third  of  the 
payments  made  for  this  cause  in  1936,  while  the 
proportion  of  disbursements  for  pneumonia  and 
influenza  declined  from  8.0  per  cent  to  1.5  per  cent 
in  the  same  period. 

The  external  causes  of  death  accounted  for  some- 
what over  one  tenth  of  the  claim  payments  last  year, 
the  statisticians  noted.  About  $34,330,000  were 
paid  on  fatal  accidents,  with  more  than  half  the 
payments  on  deaths  resulting  from  motor  vehicle 
accidents. 

The  statisticians  also  reported  that  the  Metro- 
politan paid  more  than  $7,000,000  on  ordinary  and 
industrial  policies  which  had  been  in  force  for  less 
than  one  year,  nearly  a third  of  this  amount  being 
paid  on  life  insurance  in  force  less  than  three  months. 

More  than  $280,000,000,  or  two  thirds  of  the  total 
death  claim  payments  last  year,  was  for  policy- 
holders who  died  before  reaching  age  sixty-five. 
About  $55,760,000  was  disbursed  on  insured  persons 
who  died  in  the  ages  from  twenty-five  through 
forty-four,  and  more  than  $216,000,000  on  those  who 
were  between  forty-five  and  sixty-five  years  of  age 
when  they  died. 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Ideal  for  Physician  or  Dentist.  Corner  Colonial  house  with 
attached  spacious  offices.  4 Bedrooms,  3}  baths.  Residen- 
tial section  in  a rapidly  growing  community.  Agent:  A. 
Leggett,  Inc.,  Nyack,  N.Y.  Tel.  Nyack  7-3050,  or  call 
New  York  City,  RHinelander  4-4705. 


Picker  XRAY  Unit  125KV300MA  Transformer.  Stationary 
200MA  Xray  Tube  Leadscreen  Cassetts  Filing  Cabinet 
Illuminator.  Excellent  Condition.  Illness.  Dr.  Wyser, 
6 Church  St.,  Ossining,  N.  Y.  Tel.  2-0122. 


Ivelleket  X-Ray-Fluoroscope  Tilt  table.  Bucky  30  Milliam- 
pere — 130  volts.  6 Cassettes  hangers — Aprons — gloves  like 
new.  Name  your  own  price.  Box  648,  N.  Y.  St.  Jr.  Med. 


Private  home  excellent  for  physician’s  office  and  home. 
House  consists  4 rooms,  kitchen  and  lavatory  main  floor. 
4 bedrooms  2 lavatories  second  floor.  Large  beautifully 
landscaped  plot  125  X 200.  Two  car  garage.  One  block 
from  hospital.  Opposite  school.  Near  shopping  center  and 
all  transportation.  $35,000.  Call  Freeport  9-0175. 


PRACTICE  FOR  SALE 


General  practice,  very  active,  established  23  years  in  a diversi- 
fied industrial  city  in  central  N.  Y.  State,  150,000  population. 
3 open  approved  hospitals.  Excellent,  well-equipped  office- 
home  combination,  ideal  for  1 or  2 practitioners,  may  be 
rented  or  purchased.  Reasonable  terms.  Retiring,  will 
introduce.  Box  645,  N.  Y.  St.  Jr.  Med. 


BRONX — Busy  general  practice  established  thirty  four  years, 
office  staff  intact  . . . excellent  opportunity,  fine  equipment. 
Quick  response  requested.  Box  650,  N.  Y.  St.  Jr.  Med. 


Lucrative  general  medical  practice  free  with  purchase  of 
modern  air-conditioned  office  building,  70  miles  north  of 
New  York  City.  Box  637,  N.  Y.  St.  Jr.  Med. 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


General  practice — Central  New  York  serving  2500.  Grossed 
$30,000  1956  (third  year;.  Full  hospital  privileges.  Beauti- 
ful home.  Lease  on  fully  equipped  office.  Guaranteed 
income  first  year.  Near  lakes,  mountains,  summer  theaters, 
etc.  Terms.  Box  634,  N.  Y.  St.  Jr.  Med. 


POSITION  W ANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


Young  internist — board  eligible — desires  association  with 
group,  individual  or  solo  practice.  Three  and  one-half  years 
residency  training  at  Mount  Sinai  Hospital,  N.  Y.  C.  Box 
643,  N.  Y.  St.  Jr.  Med. 


ALLERGIST,  BOARD  CERTIFIED  IN  PEDIATRICS, 
desires  affiliation  with  group,  individual  or  drug  company. 
Qualifications  outstanding.  Box  644,  N.  Y.  St.  Jr.  Med. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg.  M.D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


FOR  RENT 


PROCTOLOGIST:  Large  modern  centrally  located  Medi- 

cal Building  in  Suffolk  County.  Air-Cond.  Excellent  op- 
portunity. Write  Box  639,  N.  Y.  St.  Jr.  Med. 


One  or  two  rooms  in  new  air  conditioned  bldg,  in  Hemp- 
stead, L.  I.  Beautiful  suite.  Share  waiting  room  and 
consultation  room.  Iv  6-1900. 


FLUSHING:  141-05  Northern  Blvd.  New  Bldg.  Ex- 

cellent location.  Offices  designed  for  your  individual  needs. 
Fall  occupancy.  Attractive  rentals.  HI  5-4730. 


Islip,  L I. — Office  space  available,  central  location,  to  be 
shared  with  a dermatologist.  Reply  Box  649,  N.  Y.  St.  Jr. 
Med. 


Four  room  downstairs  flat.  Excellent  for  Doctor’s  office 
with  ample  parking  space  in  rear!  Centrally  located  in  a 
professional  residential  section.  Rome.  N.  Y.  needs  more 
doctors  as  it  is  the  second  fastest  growing  city  in  New  York 
State.  We  have  Griffiss  Air  Base  and  several  large  indus- 
trial plants.  Three  large  hospitals  and  a population  over 
50,000.  Box  616  N.  Y.  St.  Jr.  Med. 


New  GLEN  OAKS  MEDICAL  CENTER— indiv.  suites— 
excellent  location — nr.  L.I.  Jewish — Hillside — and  Creed- 
moor  Hospitals.  254-03  Union  Tpke.  Fieldstone  7-1943. 


Excellent  opportunity  physician  to  establish  practice. 
None  in  this  busy  western  Suffolk  County  community. 
Share  office  with  established  dentist.  WAlnut  1-3466. 


SPECIALIST  WANTED 


Excellent  opportunity  for  qualified  E.  N.  T.  man  psychiatrist, 
neurosurgeon,  allergist,  proctologist,  in  Long  Island  about  50 
miles  from  New  York  City.  Good  hospital  facilities  avail- 
able. Space  in  modern  air-conditioned  building  for  rent. 
Box  632,  N.  Y.  St.  Jr.  Med. 


OPPORTUNITY  IN  ROCKLAND  COUNTY,  N.  Y. 


West  Nyack — in  New  York's  fastest  growing  County  25 
miles  north  of  New  York  City — wants  Obstetrician,  Surgical 
Specialist,  Psychiatrist.  Historical  Corner  converted  to  air- 
conditioned  professional  offices.  Dentist  and  Internist 
already  established  in  project.  Write  Riverstrip.  Nyack, 
N.  Y.  or  telephone  Nyack  7-0063. 


PHYSICIAN  WANTED 


Progressive  Central  New  York  community  of  5000  requires 
general  practitioner.  Locate  permanently.  Obstetrics  es- 
sential. Local  M.D. s (3)  endorse.  Industrial,  farm,  vaca- 
tion area.  Write  Health  Committe,  Chamber  of  Commerce. 
Camden,  N.  Y. 


General  practitioner  well  trained  to  associate  with  general 
practitioner  in  very  active  practice  in  Brooklyn.  Box  635, 
N.  Y.  St.  Jr.  Med. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue.  30% 
less  than  1 year.  33'/i  over  a year,  and  50%  on  payments 
of  $5.00  or  le99.  Write  for  listing  form.  Crane  Discount 
Corporation.  230  W.  41st  St..  New  York  36. 
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Officers — County  Medical  Societies — 1957 


TOTAL 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . . 

Cayuga 

Chautauqua.  . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess . . 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery.  . 
Nassau  ...... 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer  . . . 
Richmond 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady  . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester  . 

Wyoming 

Yates 


MEMBERSHIP  AS 


President 

Albert  Vander  Veer,  2nd. . . . Albany 


Kurt  Zinner Wellsville 

Joseph  P.  Alvich Bronx 

James  L.  Palmer. Binghamton 

Robert  D.  Kelsey Franklinville 

Roland  J.  Walker Auburn 

Albert  N.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Gene  S.  Rogati Walton 

Robert  T.  Corey Cortland 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Mathew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Curtis  Lacy Catskill 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson . . Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald.  . .Lockport 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  Me  William Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

James  Bordley,  III . . . . Cooperstown 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr..  . Flushing 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi. ....  Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine. . Sharon  Springs 
James  J.  Norton.  . . . Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack  ....  Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

Bernard  S.  Strait Penn  Yan 


OF  SEPTEMBER 


Secretary 

Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

Robert  D.  Davis Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. ..  Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  . New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzaukas Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague. . . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein. . Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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Treasurer 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Alden  K.  Boyd Binghamton 

Ruth  R.  Knoblock.  . . .Little  Valley 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger.  ..  Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . . Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  . Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzaukas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Waddie  R.  Procci . . . Staten  Island 

Marjorie  R.  Hopper.  Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore. Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  W.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman  . . . Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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New  York  State  J.  Med. 


It  wil  pay  you  well 

% to  check 
and  double  check 


V 


Check  these  facts! 

taker’s  Modified  Milk  is  a complete  infant  food 

— contains  all  requirements  for  complete  infant 
lutrition  ...  It  is  available  in  two  time-saving 
orms  — easy  - to  - prepare  Baker  s Liquid  and 
taker's  Ponder,  the  latter  particularly  adaptable 
or  prematures  and  for  complemental  and  sup- 
plemental feedings.  Both  forms  are  low  in  cost 

— less  than  a penny  per  ounce  of  formula. 


I 


. 


Feeding  Direct, 


I : 

/ 

/ 

// 


ions 

"/!  P<Ws  “°l  JI°M£  ~~  ' Porl  Sole,,, 


/</'  Double  Check  the  results  you  get! 

In  the  hospital  — and  at  home. 


Modified  miiF 


s- 


Liquid 


MODIFIED  mil* 


3 fen 


BAKER’S  MODIFIED  MILK 

THE  BAKER  LABORATORIES,  INC. 

Atc/A  fitocfaeG)  tfo MedecaC  ffiafautians 

Powder  Main  Office:  Cleveland  3,  Ohio  • Plant:  last  Troy,  Wisconsin 


assure  her 

a more  serene,  a happier  pregnancy 
. . . without  nausea 


give  her  i 


MAREDOX 


f 


® 


brand 


Cyclizine  Hydrochloride  and  Pyridoxine  Hydrochloride 


because 


‘Maredox’  gives  the  expectant  mother  new-found 
relief  from  morning  sickness. 


relieves  nausea  and  vomiting 

and 

counteracts  pyridoxine  deficiency 


in  pregnancy 


One  tablet  a day,  taken  either  on  rising  or  at  night, 
is  all  that  most  women  require. 


Each  tablet  of  ‘Maredox’  contains: 


‘Marezine’1  brand  Cyclizine  Hydrochloride 50  mg. 

Pyridoxine  Hydrochloride 50  mg. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


3002 


in  acne 


“ results  were  uniformly  encouraging ,n 


® 

Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex ® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges.  F.  T.:  GP.  14: 86,  Nov.,  1956. 

pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 
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STERANE®t(;on7  straighten  his  hook , cure  his  slice  or  put 
him  on  the  green  in  three ..  .hut  Sterane  may  reduce 
your  rheumatoid  arthritic’s  handicap  of  joint  pain , swell- 
ing and  immobility . The  most  potent  anti-rheumatic 
steroid , Sterane  (prednisolone)  is  supplied  as  white , 
scored  5 mg.  tablets  (bottles  of  20  and  100)  and  pink, 
scored  1 mg.  tablets  (bottles  of  100). 

Zer)  PFIZER  LABORATORIES  Division,  Chas.  Pfizer-  & Co.,  Inc.  Brooklyn  6,  New  York 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(hydrocorti  son  e-ba  citracintyroth  ricin- 
NEOMYCIN  BENZOCAINE  TROCHES) 


Adult  or  juvenile,  your  patients  with  sore  throats 
will  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  allergic  reaction.  And 
HYDROZETS  taste  so  good,  it’s  hard  to  believe 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘H YDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vials  of  12  troches. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO  . INC.,  PHILADELPHIA  I.  PA 
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Published  twice  a month  by  the  Medical  Society  of  the  State  of  New  York.  Editorial  and  Circulation  Office:  386  Fourth 
Ave.,  New  York  16,  N.  Y.  Publication  Office:  20th  and  Northampton  Sts.,  Easton,  Pa.  Change  of  Address:  Notice 
Should  State  Whether  or  Not  Change  Is  Permanent  and  Should  Include  the  Old  Address.  Six  Weeks  Notice  Is 
Required  to  Effect  a Change  of  Address.  Fifty  cents  per  copy — $7-50  per  year.  Entered  as  second-class  matter  March 
13,  1939,  at  the  Post  Office  at  Easton,  Pa.,  under  the  Act  of  August  24,  1912. 


VOLUME  57 

OCTOBER  1,  1957  NUMBER  19 

c 

O N T E N T S 

The  Editors  of  the  Journal  assume  no  responsibility  for  the  opinions  and  claims  expressed  in  the 
articles  contributed  by  individual  authors.  Contributions  are  accepted  for  original  publication  only. 

Scientific  Articles 


Complications  of  Antibacterial  Therapy,  Gerard  Eastman,  M.D 3119 

Problems  Facing  the  General  Practitioner  in  Thyroid  Disease,  Bennett  W . Billow,  M.D 3125 

The  Effect  of  Reserpine  on  the  Behavior  Problems  of  Children,  Frederic  T.  Zimmerman,  M.D., 

and  Bessie  B.  Burgemeister,  Ph.D 3132 

Peptic  Ulcer  in  Childhood,  Captain  Alexander  D.  Crosett,  Jr.,  M.D.,  USAF  ( MC ) 3141 

Acute  Red  Degeneration  of  the  Uterine  Myoma  Complicating  Pregnancy,  Ludwig  J . Cibelli, 

M.D.,  F.I.C.S 3147 

Indications  for  the  Mobilization  of  the  Stapes,  Richard  J.  Bellucci,  M.D 3151 

A Simple  Treatment  of  Acute  Paronychia,  Irving  D.  Ehrenfeld , M.D 3155 

Ureteral  Calculi  Complicating  Pregnancy,  M.  Bennett  Marcus,  M.D.,  and  Murray  L.  Brandt, 

M.D.,  F.A.C.S 3156 

The  Unsolved  Problem  of  Infant  Suffocation,  Henry  H.  Beinfield,  M.D 3160 

Recent  Advances  in  Medicine  and  Surgery 

Ammonia  Metabolism  and  Hepatic  Coma,  Donald  M.  Pearlman,  M.D 3162 

Cornell  Conferences  on  Therapy 

Eyeglasses  as  a Therapeutic  Agent 3167 


Clinicopathologic  Conference 

Clinicopathologic  Conference,  Kingston  Hospital,  Kingston 3174 


Case  Reports 


“Cut-Down”  Gangrene  of  the  Lower  Extremities,  Martin  M . Fisher,  M.D.,  and  Harold  S.  Bard, 

M.D 3180 

Transitory  Neurologic  Complications  of  Varicella,  John  L.  Simon,  M.D.,  Sidney  W.  Berezin, 

M.D.,  and  Alan  J.  Maged,  M.D 3182 


[Continued  on  page  3068] 


3066 


Miltown®  O anticholinergic 


Formula 


Miltown®  (meprobamate) 

400  mg.  ( 2 - methyl  - 2 ■*  n - 
propyl- 1,  3- propanediol 
dicarbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  25  mg. 

( 3 - diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol-etbiodide) 


WALLACE  LABORATORIES  New  Brunswick,  N.  J. 


1,  Wolf  & Wolff,  Human  Gastric  Function 

lAteratnrc , samples , and 
personally  imprinted  peptic  rAccr 
diet  booklets  on  requesL 


now  . . care  of  the  man 
rather  than  merely  his  stomach”1 


controls 

gastrointestinal  dysfunction 

at  cerebral  and  peripheral  levels 

tranquilization  without 
barbiturate  loginess 

spasmolysis  without 
belladonna-like  side  effects 


for  duodena I ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.  I.  symptoms  of  anxiety  states 
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to  prevent  angina  pectoris 


Metam  ine 


special  advantages : 

Simplified  dose  (b.i.d.) 

No  undesirable  side  reactions. 
Greater  economy. 


/ K \ 

V fj 


Usual  dose:  1 tablet  on  arising,  1 before  evening  meal.  Bottles  of  50  tablets. 
Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.  Y.  *Patent  applied  for. 
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INCERT 


new. . . 

unique 

one-step  additive  vial 
saves  time , labor  and 
money  in  your  hospital 


NO  AMPULES . . . NO  NEEDLES 
. . . NO  SYRINGES 

Simply  remove  tamperproof  cover  of  INCERT 
and  push  sterile  plug  in  through  large  hole  in 
stopper  of  solution  bottle.  It’s  that  easy... 
and  a completely  closed,  sterile  system. 

EXCLUSIVE  HOSPITAL-USE  FEATURES 

CONSERVES  TIME  — Instantaneous  automatic  sup- 
plementation of  bulk  parenteral  solutions. 

COMPLETELY  STERILE— Closed  system,  from  prepa- 
ration to  administration. 

ECONOMICAL— Cuts  labor  and  expense  by  eliminating 
ampules,  needles  and  syringes. 

SIMPLE  TO  USE— A foolproof  system  that  eases  the 
hospital  care  load. 

INCERT  SYSTEM  is  an  original  develop- 
ment of  Travenoi  Laboratories,  inc.  Complete 
literature  and  samples  on  request. 


IN  INCERT  SYSTEM 
FOR  ADDITION  TO 
PARENTERAL  SOLUTIONS 

VI-CERT  — 

Lyophilized  B vitamins  with  C. 

SUCCINYLCHOLINE  CHLORIDE  SO- 
LUTION—for  skeletal  muscle  relaxa- 
tion, 500  mg.  in  5 cc.  sterile  solution; 
1000  mg.  in  10  cc.  sterile  solution. 

POTASSIUM  CHLORIDE  SOLUTION- 

20  mEg.  K*  and  Cl-  (1.5  gm.)  in  10 
cc.  sterile  solution.  40  mEg.  K+  and 
Cl-  (3.0  gm.)  in  10  cc.  sterile  solution. 

POTASSIUM  PHOSPHATE  SOLUTION 

— 30  mEg.  K*  and  HP0«=  in  10  cc. 
sterile  solution. 

CALCIUM  LEVULINATE  SOLUTION- 

10%  solution,  1.0  gm.  (6.5  mEg.  of 
calcium  in  10  cc.  sterile  solutioh). 


i TRAVEN0L  LABORATORIES,  INC. 


f 

MORTON  GROVE,  ILLINOIS 

L 


Pharmaceuticals  Products  Division  of  BAXTER  LABORATORIES,  INC. 
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U LT  R A N 


(Phenaglycodol,  Lilly) 


. . . helps  restore  normal  emotional 
composure  without  impairing  mental  acuity 


Dosage: 

Usually  1 pulvule  t.i.d. 
Supplied: 

As  attractive  turquoise- 
and-white  pulvules  of 
300  mg. 


'Ultran’  quickly  allays  anxiety  and  tenseness. 
Broadly  evaluated  under  carefully  controlled  con- 
ditions, 'Ultran’  has  been  shown  to  be  unusually 
safe.  There  are  no  contraindications.  It  is  chemically 
unique — not  related  to  any  other  tranquilizer. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.S.A. 

774131 
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REVOLUTIONARY  MACHINERY 

Latest  manufacturing  and  packaging  equip- 
ment is  used  in  the  production  of  Orinase.* 
Automatic  cotton-stuffer  eliminates  hand 
operation,  safeguards  sterility. 


*Trademark,  Reg.  U.S.  Pat.  Off.  — tolbutamide,  Upj'ohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


mumps 

vaccine 


practical 

A specific  immunizing  antigen  for  prevention  of 
mumps  in  children  and  adults  where  indicated. 
Vaccination  should  be  repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


Gives  little  boys  big  appetites 


REDISOL. 


CYANOCOBALAMIN  (CRYSTALLINE  VITAMIN  Bir) 


When  appetites  lag,  REDISOL  as  a dietary  supplement  will 
often  stimulate  new  interest  in  food.  Weight  gain  follows  in- 
creased food  intake.  Cherry-flavored  REDISOL  Elixir  and  sol- 
uble REDISOL  Tablets  readily  mix  with  liquids. 


MERCK  SHARP  & DOHME 


DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1.  PA. 
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CHVMAR  is  preventive  as  well  as  therapeutic 

Indicated  in  all  conditions  in  which  inflammation  and  edema  retard  healing  or  present 
a danger  to  the  involved  organ. 


WHAT  CHYMAR  DOES 

Reduces  and  Prevents:  Inflammation  from 
any  cause.  Traumatic  and  infectious 
edema.  Pain  from  inflammation  and 
swelling  • Hastens:  Absorption  of  blood 
and  lymph  effusions  • Restores:  Circula- 
tion • Promotes:  Healing  ♦ Augments: 
Action  of  antibiotics. 


What  CHYMAR  is:  Chymar  is  a suspen- 
sion of  chymotrypsin  in  oil. 

WHY  CHYMAR  IS  SAFE 
No  known  contraindications  or  incompat- 
ibilities— 

No  influence  on  blood  clotting — no  pain 
on  injection  as  a rule — no  spread  of  in- 
fection. 


Dosage  and 
Administration 

Inject  0.5  cc.  of  Chymar 
intramuscularly  1 to  3 
times  daily  until  clinical 
improvement  is  obtained. 
Reduce  number  of 
injections  as  patient’s 
response  permits. 

In  chronic  or  recurrent 
inflammation : 0.5  cc.  of 
Chymar  once  or  twice 
weekly. 

Supplied  in  5 cc.  vials. 
Each  cc.  contains  5000 
units  of  proteolytic 
activity. 


THE  ARMOUR  LABORATORIES  A division  of  armour  ano  company  • kankakee.  Illinois 
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ALEVAIRE®  aerosol  in  the  home 


in  bronchiectasis- 


V; 


[ . V - ✓ ;H  HI  V “Thick,  yellow,  solid  sputum  which  had  been 

\ I / ' Bl  1^. 

expectorated  with  difficulty  became  thin,  color- 
less and  liquid  sputum  which  was  expectorated 
with  ease  and  gradually  diminished  in  volume. 
Labored  breathing  and  insomnia, . . . soon  were 
replaced  by  easy  respiration  and  ability  to 
enjoy  normal  restful  sleep.”* 


ASt  REPORT  male  with  bronchiectasis 

**  1 1 one  hour  of  direcr J-  ' 

sputum  and  «initef  e„.s  both  the  si»»«£  a”  and  l0  „pel  bron- 

L with  subsequent  «»  rasier  through  the  n feK  stronger. 

bsr  * r: 


flLEVPIRE 


Alevaire  is  supplied  in  bottles  of  60  cc.  for 
intermittent  therapy  and  in  bottles  of 

500  cc.  for  continuous  inhalation  therapy. 


til  juCtn/io{) 

^ ^ MPtU  VZ-MSfc'  ID  U V 


LABORATORIES 


NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 


has  been  dramatically  effective  in: 

• neonatal  asphyxia  (due  to  inhalation  of 
amniotic  fluid,  mucus  obstruction,  atelectasis) 

• croup  • laryngitis  • tracheobronchitis 

• pertussis  • pneumonia  • bronchial  asthma 

• emphysema  • bronchiectasis  • lung  abscess 

• pneumoconiosis  • smoke,  kerosene  poisoning 
. poliomyelitis  (respiratory  complications) 

. routine  oxygen  therapy  • tracheotomy 

• prevention  of  postoperative 
pulmonary  complications 


Alevaire,  trademark  reg.  U.S.  Pat.  Off. 
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“IN  INSTANCES  WHERE  TANPHETAMIN 


(SYNATAN)  WAS  USED  AFTER  THE  PATIENT 
HAD  FAILED  TO  LOSE  WEIGHT  WITH  OTHER 
WEIGHT-REDUCING  MEDICATIONS,  THERE 
WAS  AN  AVERAGE  WEIGHT  LOSS  OF  4% 
POUNDS  PER  PATIENT  EVERY  14  DAYS  . . . ”* 


Each  tabule  is  composed  of  tanphetamin  17.5  mg. 

Usual  dose  is  1 or  2 Synatan  tabules  at  10:00  a.m.,  for  all 
day  control 

Seco* Synatan  ™ 

Synatan  with  secobarbital 
•Garrett,  T.  A.:  Clinical  Medicine  3:  1185  (Dec.)  1956 


IRWIN,  NEISLER  & CO.  • D E C AT  U R.  I L L I N O I S 
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Maximal  effect  from 
small  dosage 


Safe  for  children  too 


Sterilizable,  removable 
unbreakable  plastic  nasal 
adapter 


and  allergic  rhinitis,  sinusitis, nasopharyngitis 


Total  Area  Decongestion 


Actual 

Vest-Pocket  Size 


Stainless  steel  vial 


Provides  at  least  200 
identical  inhalations 


Shatterproof, 

leakproof, 

spillproof 


Gentle  aerosol-pro 
pelled  vapor 


Tissue-compatible 

medication 


Measured-dose 
valve  prevents  hap- 
hazard dosage  and 
waste 


Effective  . . . Safe  . . . 4-Pronged  Attack 


• VASOCONSTRICTIVE 

• DECONGESTIVE 


• ANTI-INFLAMMATORY 

• ANTIBACTERIAL 


Each  ce.  contains  phenylephrine  HC1  3.6  mg.,  neomycin  sulfate 
1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin  base),  and  hydro- 
cortisone 0.6  mg.,  suspended  in  an  inert,  nontoxic  aerosol  vehicle. 


ANOTHER 
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Bidrolar  . . . combines  a natural  laxative 
with  an  effective  stool  softener 

Bidrolar  is  effective  combination  therapy  without  the  use  of 
irritating  bowel  evacuants  . . . and  without  the  disadvantages  and 
lack  of  peristaltic  effect  noted  with  the  use  of  stool  softeners  alone. 

Bidrolar  provides  ox  bile,  a natural  peristaltic  stimulant  that  produces 
laxation  without  irritating  the  bowel  . . . and  dioctyl  sodium 
sulfosuccinate,  an  effective  stool  softener  that  keeps  feces 
soft  for  easy  evacuation. 

Bidrolar  stimulates  the  liver  to  increase  the  free  flow  of  bile 
which  in  turn  promotes  natural  hydration  of  the  stool. 

Each  Bidrolar  tablet  contains:  Dioctyl  Sodium  Sulfosuccinate 
40  mg.  and  Ox  Bile  Extract  60  mg. 

Supplied  in  bottles  of  30  and  100  tablets. 


Bidrolar 


l A* 


|\Jd 


THE  ARMOUR 

A DIVISION  OF  ARMOUR  AND 


LABORATORIES 

COMPANY  • KANKAKEE,  ILLINOIS 


rl 
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to  prevent 
and/or  control 


Dramamine® 

Brand  of  Dimenhydrinate 

All  of  8,849  patients  received  the 
Dramamine  routine: 
f f This  consists  of  administration  of 
1 cc.  (50  mg.)  of  dimenhydrinate 
intramuscularly  on  call  to  surgery, 
of  1 cc.  (50  mg.)  intramuscularly  on 
return  from  surgery,  and  then  1 cc. 
(50  mg.)  intramuscularly  every  four 
hours  for  four  doses.  ...  dimenhy- 
drinate has  reduced  the  incidence  of 
postoperative  vomiting  by  approx- 
imately 50  per  cent.  9 9 

Moore,  D.  C.,  and  Others: 
Intramuscular  Use  of  Dimen- 
hydrinate (Dramamine)  to 
Control  Postoperative  Vomit- 
ing, J.A.M.A.  i59.1342  (Dec.  3) 
1955. 

Dramamine  Ampuls,  serum  type,  250 
mg.  in  each  5 cc. 

SEARLE 


Research  in  the  Service  of  Medicine 
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Achrocidin  is  indicated  for  prompt  con- 
trol of  undifferentiated  upper  respiratory 
infections  in  the  presence  of  questionable 
middle  ear,  pulmonary,  nephritic,  or  rheu- 
matic signs;  during  respiratory  epidemics; 
when  bacterial  complications  are  observed 
or  expected  from  the  patient’s  history. 

Early  potent  therapy  is  provided  against 
such  threatening  complications  as  sinusitis, 
adenitis,  otitis,  pneumonitis,  lung  abscess, 
nephritis,  or  rheumatic  states. 

Included  in  this  versatile  formula  are  rec- 
ommended components  for  rapid  relief  of 
debilitating  and  annoying  cold  symptoms. 

Adult  dosage  for  achrocidin  Tablets  and 
new,  caffeine-free  achrocidin  Syrup  is  two 
tablets  or  teaspoonfuls  of  syrup  three  or 
four  times  daily.  Dosage  for  children 
according  to  weight  and  age. 

Available  on  prescription  only 


symptomatic 
relief . . . plus! 

ACHR 

TETRACYCLINE- ANTI  HISTAMINE- AN  ALGESIC  COMPOUND 


Tablets 

Each  tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Syrup 

Each  teaspoonful  (5  cc.)  contains: 


Achromycin®  Tetracycline 
equivalent  to  tetracycline  HC1 

125  mg. 

Phenacetin 

120  mg. 

Salicylamide 

150  mg. 

Ascorbic  Acid  (C) 

25  mg. 

Pyrilamine  Maleate 

15  mg. 

Methylparaben 

4 mg. 

Propylparaben 

1 mg. 

‘Trademark 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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MAJOR  ADVANCE  IN  FEMALE  HORMONE  THERAPY 

for  certain  disorders  of  menstruation  and  pregnancy 


With  NORLUTIN  you  can  now  prescribe  truly  effective  oral  progestational  therapy.  Small  oral  doses 
of  this  new  and  distinctive  progestogen  produce  the  biologic  effects  of  injected  progesterone. 


(norcthimlroiK*,  I’arkc-Duvis) 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Progestational  Effect  oil  Endometrium 


A A 

Presecretory  to  secretory  endometrium  The  x-ray  diffraction  pattern  of  NORLUTIN  distinguishes 

after  5 days’  treatment  with  NORLUTIN.  its  crystal  structure  from  that  of  other  progestogens. 


INDICATIONS  FOR  NORLUTIN:  Conditions  involving  a deficiency  in  progestogen, 
such  as  primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine 
bleeding,  infertility,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  dys- 
menorrhea. 


packaging  5-mg.  scored  tablets  (C.T.  No.  882),  bottles  of  30. 

PARKE,  DAVIS  & COMPANY  • DETROIT  32, 


MICHIGAN 


*01(0 


INDEX  TO  ADVERTISED  PRODUCTS 

Achromycin  ophthalmic  oil  (Lederle  Labs.  Div.,  Am. 

Cyanamid  Co.) 3084 

Achrocidin  (Lederle  Labs.  Div..  Am.  Cyanamid  Co.)  3081 
Achrostatin  V (Lederle  Labs.  Div.,  Am.  Cyanamid 

Co.) 3108 

Acid  Mantle  (Dome  Chemicals,  Inc.) 3097 

Alevaire  (Winthrop  Laboratories) 3076 

Allergenic  Extracts  (Center  Laboratories,  Inc.) 3100 

Aminodrox  (S.  E.  Massengill  Co.) Between  3086-3087 

Antepar  (Burroughs  Wellcome  & Co..  Inc.) 3223 

Antivert  (J.  B.  Roerig  <fc  Company) 3085 

Arcofac  (Armour  Laboratories) 3098-3099 

Azo  Gantrisin  (Roche  Laboratories,  Div.  of  Hoffman- 

La  Roche  Inc.) 3213 

Bidrolar  (Armour  Laboratories) 3079 

Bufferin  (Bristol-Myers  Company) 3219 

Chymar  (Armour  Laboratories) 3075 

Co-Deltra  (Merck  Sharp  & Dohme,  Div.  of  Merck  & 

Co.  Inc.) 3107 

Cohydeltra  (Merck  Sharp  & Dohme,  Div.  of  Merck  & 

Co.  Inc.) 3107 

Compazine  (Smith,  Kline  & French  Laboratories).  . . . 3087 

Darvon  (Eli  Lilly  & Company) 3094-3095 

Decholin  (Ames  Company,  Inc.) 3086 

Dilaudid  (Knoll  Pharmaceutical  Company) 3209 

Disipal  (Riker  Laboratories) 3093 

Dramamine  (G.  D.  Searle  & Company) 3080 

Flu  Vaccine  (Lederle  Labs.  Div.,  Am.  Cyanamid  Co.)  3104 

Fostex  (Westwood  Pharmaceuticals) 3106 

Furacin  (Eaton  Laboratories) 3109 

Gevral-T  (Lederle  Labs.  Div.,  Am.  Cyanamid  Co.)  3089 

Homagenets  (S.  E.  Massengill  Co.) Between  3086-3087 

Hycodan  (Endo  Laboratories) 3207 

Hydrospray  (Merck  Sharp  & Dohme,  Div.  of  Merck 

& Co.,  Inc.) 3091 

Hydrozets  (Merck  Sharp  & Dohme,  Div.  of  Merck  & 

Co.,  Inc.) 3065 

Imferon  (Lakeside  Laboratories.  Inc.) 3rd  cover 

Livitamin  (S.  E.  Massengill  Co.) Between  3086-3087 

Massengill  Powder  (S.  E.  Massengill  Co.) 

. Between  3086-3087 

Medihaler-Phen  (Riker  Laboratories,  Inc.) 3078 

Medrol  (Upjohn  Company) 3092 

Metamine  Sustained  (Thos.  Leeming  & Co.,  Inc.)  3068 

Metimyd  (Schering  Corporation) 3103 

Milpath  (Wallace  Laboratories) 3067 

Miltown  (Wallace  Laboratories) Between  3102-3103 

Mumps  Vaccine  (Lederle  Labs.  Div.,  American  Cyan- 
amid Co.) 3073 

Noludar  (Roche  Laboratories,  Div.  of  Hoffmann- 

La  Roche,  Inc.) Between  3078-3079 

Norlutin  (Parke  Davis  <fc  Company) 3082 

Obedrin  (S.  E.  Massengill  Co.) Between  3086-3087 

Orinase  (Upjohn  Company).  . . .3073,  3090,  3102,  3209,  3221 
Pathibamate  (Lederle  Labs.  Div.,  American  Cyan- 
amid Co.) 3090,  3097,  3100,  3102 

Pentids  (E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemi- 
cal Co.) 3226 

Peritrate  (Warner-Chilcott  Laboratories) 3118 

pHisoHex  (Winthrop  Laboratories) 3063 

Premarin  (Ayerst  Laboratories) 3083 

Rauwiloid  (Riker  Laboratories,  Inc.) 3088 

Redisol  (Merck  Sharp  & Dohme,  Div.  of  Merck  & Co., 

Inc.).. 3073 

Robitussin  (A.  H.  Robins  Company,  Inc.) 3101 

Rolicton  (G.  D.  Searle  & Company) 3117 

Romilar-CF  (Roche  Laboratories,  Div.  of  Hoffmann- 

La  Roche  Inc 3225 

Salcort  (S.  E.  Massengill  Co.) Between  3086-3087 

Sterane  (Pfizer  Labs.  Div..  Chas.  Pfizer  & Co.,  Inc.)  3064 

Suromate  (E.  L.  Patch  Company) 3211 

Sustagen  (Mean  Johnson  <fc  Company) 4th  cover 

Synatan  (Irwin,  Neisler  & Company) 3077 

Tes-Tape  (Eli  Lilly  & Company) 3110 

Tetrazets  (Merck  Sharp  & Dohme,  Dov.  of  Merck  & 

Co.,  Inc.) 3096 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 2nd  cover 

Troph-Iron  (Smith,  Kline  & French  Laboratories) . . . 3230 

Ultran  (Eli  Lilly  & Company) 3071 

Veralba-R  (Pitman-Moore  Company) 3105 

Medical  and  Surgical  Supplies 

Incert  (Baxter  Laboratories,  Inc.) 


3069 


Dietary  Foods 

Cognac  (Schieffelin  & Company) 3221 

No-Cal  (Kirsch  Beverages) 3221 

Soyalac  (Loma  Linda  Foods) 3215 

Miscellaneous 

High  Fidelity  Sound  Equipment  (AMI  Corporation).  3217 


EVERY  WOMAN 


WHO  SUFFERS 


IN  THE 


MENOPAUSE 


DESERVES 


PREMARIN 


widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.Y.  • Montreal,  Canada 
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OPHTHALMIC  OIL 

SUSPENSION  \% 


bland  soothing  drops 


unsurpassed  in  antibiotic  efficacy 


• floods  tissues  quickly,  evenly 

• compatible  with  ocular  tissues  and  fluids 

• eliminates  cross  contamination 

• easily  self-administered 


• Therapeutic:  the  true  broad-spectrum 
action  of  Achromycin,  promptly  effective 
in  a wide  variety  of  common  eye  infections 

• Prophylactic:  following  removal  of  foreign 
bodies;  minor  eye  injuries 


supplied: 

4 cc.  plastic  squeeze,  dropper  bottle  con- 
taining Achromycin  Tetracycline  HC1  (1%) 
10.0  mg.,  per  cc.  suspended  in  sesame  oil 


• Stable,  no  refrigeration  needed:  retains 
full  potency  for  2 years 


LCDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER. 

*Reg.  U.  S.  Pat.  Off. 
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stops 

vertigo 


in  9 out  of  lO  patients1 


ANTIVERT  in  the  aged 

Vertigo  is  one  of  the  leading  complaints  in  the  aged. 
Help  your  elderly  vertiginous  patients  with  anti  vert. 


References:  1.  Menger,  H.C. : Clin.  Med.  4:313 
(March)  1957.  2.  Charles.  C.  M. : Geriatrics 
2:110  (March)  1956.  3.  Shuster,  B. H.:  Med.  Clin, 
of  N.  Amer.  40:1787  (Nov.)  1956. 


i 


. 1 
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simple,  well-tolerated  routine  for  "sluggish” older  patients 

one  tablet  t.i.d. 


DECHOLIN 

“therapeutic  bile” 

Establishes  free  drainage  of  biliary  system— effectively  combats  bile  stasis  and 
improves  intestinal  function. 

Corrects  constipation  without  catharsis  — copious,  free-flowing  bile  overcomes  tendency 
to  hard,  dry  stools  and  provides  the  natural  stimulant  to  peristalsis. 

Relieves  certain  G.I.  complaints  — improved  biliary  and  intestinal  function  enhance 
medical  regimens  in  hepatobiliary  disorders. 

Decholin  Tablets:  (dehydrocholic  acid,  Ames)  3%  gr. 

> V 23757 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  • Ames  Company  of  Canada,  Ltd., Toronto 
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when  anxiety  must  be  relieved, 

‘‘Compazine’  works  rapidly. 

I 

( 

lA  few  hours  after  the  initiation  of  therapy, 
[most  patients  notice  a lessening  of  their 
hnxiety  and  tension.  Improvement 
(continues,  reaching  a maximum  in  from 
3 to  5 days.  Patients  are  emotionally 
calm,  yet  mentally  alert. 


Available: 

Spansulet  capsules,  io  mg.  and  15  mg. 
Tablets.  5 mg.  and  10  mg;  and,  primarily 
for  use  in  hospitalized  psychiatric  patients. 
! 25  mg.  tablets. 

^Ampuls.  10  mg.  (2  cc.) 


S.K.F.’ s outstanding  tranquilizer 

Smith,  Kline  & French  Laboratories,  Philadelphia 
★T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine.  S.K.F 
fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F 

Patent  Applied  F01 


just  two  tablets 
at  bedtime 


for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


Rauwiloid 


When  your  patients  need  a potent,  compre- 
hensive nutritional  build-up,  give  them  the 
extra  benefits  of  the  first  "total  effect"  nutri- 
tional supplement  — Gevral  T.  Actually  six 
formulas  in  one,  Gevral  T spans  the  spec- 
trum of  dietary  needs  . . . furnishes  in  a 
single,  easy-to-swallow  capsule,  daily  — 

ALL  THE  FAT-SOLUBLE  VITAMINS  . . . including 
K ...  in  liberal  amounts. 

A COMPLETE  HEMATINIC  SUPPLEMENT  ...  in- 
cluding Non-inhibitory  Intrinsic  Factor  for 
enhanced  B12  absorption  . . . plus  Folic  Acid, 
Vitamin  C,  and  Iron. 

A FULL  B-COMPLEX  WATER-SOLUBLE  VITAMIN 

component  ...  in  high  dosage  quantities. 

amino  acid  supplement  1-Lysine  . . . aids  full 
utilization  of  ingested  protein. 

LIPOTROPIC  FACTORS,  CHOLINE  AND  INOSITOL 
12  IMPORTANT  MINERALS  AND  TRACE  ELEMENTS 


Your  patients  get  more  nutritional  support  for 
their  money  than  ever,  with  economical  Gevral 
T . . . supplied  in  an  attractive,  on-the-table  jar. 


Each  capsule  contains: 

Vitamin  A 25,000  U.  S.  P.  Units 

Vitamin  D 1,000  U.  S.  P.  Units 

Vitamin  Bi2  5 mcgm. 

Thiamine  Mononitrate  (B,)  10  mg. 

Riboflavin  (B2)  10  mg. 

Pyridoxine  HC1  (B„)  2 mg. 

Vitamin  E (as  tocopheryl  acetates)  5 I.  U. 

Vitamin  K (Menadione)  2 mg. 

Ascorbic  Acid  (C)  150  mg. 

Calcium  Pantothenate  ...  5 mg. 

Niacinamide 100  mg. 

Folic  Acid  1 mg. 

Calcium  (as  CaHP04)  107  mg. 

Phosphorus  (as  CaHPOi)  82  mg. 

Iron  (as  FeS04)  15  mg. 

Magnesium  (as  MgO)  6 mg. 

Potassium  (as  K2S04)  5 mg. 

Iodine  (as  Kl)  0.15  mg. 

Boron  (as  Na-BjOv-lOFLO)  0.1  mg. 

Copper  (as  CuO)  1 mg. 

Manganese  (as  MnO-) 1 mg. 

Fluorine  (as  CaF..)  . 0.1  mg. 

Zinc  (as  ZnO)  1.5  mg. 

Molybdenum  (as  Na2Mo04*2HL.0)  0.2  mg. 

Choline  Bitartrate  25  mg. 

Inositol  25  mg. 

1-Lysine  Monohydrochloride  ...  25  mg. 

Rutin 25  mg. 

Purified  Intrinsic  Factor  Concentrate  0.5  mg. 


DOSAGE:  1 capsule  daily  for  the  treatment  of 

vitamin  and  mineral  deficiencies,  or  more  as  indi- 
cated. 

SUPPLIED:  Bottles  of  100  capsules. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL 


RIVER.  NEW 
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6,000  CLINICAL  STUDIES 

Automatic  data  processing  machines  helped 
to  speed  the  evaluation  of  clinical  results 
from  6,000  diabetics  on  Orinase.*  Cases 
were  evaluated  on  the  basis  of  29  criteria. 


^Trademark,  Reg.  U.S.  Pat.  Off. —tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

spastic 

arid  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  (400  tug.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .With  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t. i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Hydrospray 

IHYDROCORTONE®  WITH  PROPADRINE®  AMD  NEOMYCINI 


NASAL 

SUSPENSION 


Anti-inflammatory— 
Decongestant —Antibacterial 


Topically  applied  hydrocortisone1  in  therapeutic 
concentrations  has  been  shown  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic, 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  S DOHME 

DIVISION  OF  MERCK  A CO.. INC. 
PHILADELPHIA  I.  PA. 


REFERENCE:  1.  Silcox,  L.  E.f  A.M.A.  Arch.  Otolaryng.  60:431,  Oct.  1954. 
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The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 

(K  lower  dosage 
than 

prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 


Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


♦TRADEMARK  FOR  METHYLPREDNJSOLONE,  UPJOHN 


For 

complete  information,  consult 
your  Upjohn  representative, 
or  write  the  Medical  Department , 
The  Upjohn  Company, 

Kalamazoo,  Michigan. 

Upjohn 
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In  Skeletal  Muscle  Spasm 

. . Disipal  is  an  orally  effective  and  safe 
antispasmodic  drug.  Results  are  prompt, 
and  gratifying  to  the  patient.  The  number  of 
office  visits  ...  is  reduced  significantly.  The 
dosage  schedule  is  simple,  and  side  actions 
are  minimal  . . 


Finch,  J.W.:  Clinical  Trial  of  Orphena- 
drine  (Disipal)  in  Skeletal  Muscle  Disr 
orders.  To  be  published. 


Brand  of  Orphenadrine  HCI 


ADVANTAGES 

Speedy  relief  of  muscle  spasm 
Orally  effective 
Relatively  long-acting 
Minimal  side  actions 
Mildly  euphoric 
Nonsoporific 
Tolerance  no  problem 
No  known  organic  contra- 
indications 
Economical 

INDICATIONS 

Parkinsonism 

• 

Muscle  spasm  due  to 
Sprains 
Strains 

Herniated  interver- 
tebral disc 
Fibrositis 
Low  back  pain 
Whiplash  injuries 
Noninflammatory  rheumatic 
and  arthritic  states 
Torticollis 


In  Parkinsonism 

“ In  a series  of  176  patients ...  a valuable 
adjunct  to  therapy  ...  a highly  selective 
action  . . . that  cannot  be  duplicated  by 
any  other  current  remedy  . . . effective 
as  a euphoriant . . . and  as  an  energizing 
agent  against  weakness,  fatigue,  ady- 
namia, and  akinesia  . . . potent  action 
against  sialorrhea,  diaphoresis,  oculo- 
gyria,  and  blepharospasm  . . . also  lessens 
rigidity  and  tremor  . . . harmless  . . . 
minimal  side-reactions  . . . safe  . . . even 
in  cases  complicated  by  glaucoma.” 

Doshay,  L.J.,  and  Constable,  K.:  Treatment  of  Paralysis  Agitans 
with  Orphenadrine  (Disipal)  Hydrochloride:  Results  in  On® 
Hundred  Seventy-Six  Cases,  J.A.M.A.  163:1352  (Apr.  13)  1957. 

Dosage:  1 tablet  (50  mg.)  t.i.d.  In  Park-  ( £)•#  j 
insonism,  when  used  in  combination  with  \t\l Hcf  / 

other  drugs,  smaller  dosage  may  suffice. 


♦Trademark  of  Brocades-Stheeman  & Pharmacia. 
U.S.  Patent  No.  2,567,351 . Other  patents  pending. 
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analgesic  - 

with  the 
potency 
of  codeine 


(Dextro  Propoxyphene  Hydrochloride,  Lilly) 


is  a new,  chemically  different  analgesic  developed  in  the  Lilly  Research 
Laboratories.  'Darvon’  is  equally  as  potent  as  codeine  yet  much  better 
tolerated.  Clinically  useful  doses  do  not  produce  euphoria,  tolerance, 
or  physical  dependence.  Side-effects,  such  as  nausea  and  constipation,  are 
minimal.  You  will  find  'Darvon’  of  value  in  any  disease  associated  with  pain. 
'Darvon’  is  available  in  32-mg.  and  65-mg.  pulvules. 

DARVON 

(Dextro  Propoxyphene  and  Acetylsalicylic  Acid  Compound,  Lilly) 

further  intensifies  analgesic  effectiveness  by  combining  the  analgesic  action 
of  'Darvon’  with  the  antipyretic  and  anti-inflammatory  benefits  of 
'A.S.A.  Compound.’*  It  is  particularly  useful  in  relieving  pain  associated 
with  recurrent  or  chronic  disease,  such  as  neuralgia,  neuritis,  or  arthritis, 
as  well  as  acute  pain  of  traumatic  origin.  In  a study  of  101  patients,  Gruber1 
has  shown  that,  even  after  prolonged  administration,  no  loss  of  analgesic 
potency  occurs  with  'Darvon.’  No  contraindications  have  been  reported. 

Each  Pulvule  ‘Darvon  Compound’  provides: 


'Darvon’  ...  32  mg. 

Acetophenetidin  ....  162  mg. 

'A  .S.A (Acetylsalicylic  Acid,  Lilly ) 227  mg. 

Caffeine 32.4  mg. 


Dosage:  'Darvon  Compound'  — 1 or  2 pulvules  every  six  hours  as  needed  for  pain. 

'Darvon' — 32  mg.  every  four  hours  or  65  mg.  every  six  hours  as  needed  for  pain. 

*' A.S.A.  Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 
1.  Gruber,  C.  M„  Jr.:  J.A.M.A.,  164:  966  (June  29),  1957. 

In  bottles  of  100  at  pharmacies  everywhere. 


QUALITY  ^RESEARCH  /INTEGRITY 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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For  on-the-job  relief  of  sore  throat 


TETRAZETS 


Sore  throat  patients  want  quick  relief  — and  get  it 
when  you  prescribe  TETRAZETS  troches.  Given 
alone  they  are  effective  against  mixed  bacterial  throat 
infections.  In  severe  infections  they  are  a useful  ad- 
junct to  systemic  antibiotics.  Individually  wrapped 
and  easily  carried,  each  TETRAZETS  troche  con- 
tains zinc  bacitracin  50  units;  tyrothricin  1 mg.;  neo- 
mycin sulfate  5 mg.;  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO  . INC  . PHILADELPHIA  I.  PA. 


■ . ! 
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Why 


The  normal  skin  has  an 
acid  pH  between  4 and  6. 
This  acid  mantle  acts  as 
a protective  barrier. 

When  the  skin  is  washed 
with  soap  or  detergents, 
or  is  exposed  to  chemi- 
cals,  solvents,  et  cetera, 
the  protective  acid  man- 
tle is  removed. 

This  exposes  the  un- 
protected skin  to  contact 
irritants  and  pathogenic 
organisms.  It  results  in  a 
rise  in  the  skin  pH  above 
7,  provides  a fertile  field 
for  development  of  harm- 
ful bacteria  and  fungi, 
and  -may  result  in  various 
types  or  dermatitis. 

Dome  Acid  Mantle  returns 
the  skin  to  its  normal  acid 
pH  in  a matter  of  seconds 
and  holds  it  for  hours. 
Both  the  creme  and  lotion 
are  greaseless,  stainless. 


for  hand  eczi 


Acid  Mantle' 


: ingredient  Is  oiuminufflO 

I ^ipaciolly  formoloted  baie  b 

at  a pH  of  4.5 
SHAKE  well  before  using 


AVAILABLE  — Acid  Mantle  Creme 
pH4.2  in  1 oz.  tubes,  4 oz.  and 
16  oz.  jars-  Acid  Mantle  Lotion 
pH4.5  in  4 oz.  squeeze  bottles 
and  16  oz.  bottles. 


THERE'S  NO  SUBSTITUTE  FOR 

Acid  Mantle® 

CREME  or  LOTION-DOME  pH4.2 


CHEMICALS  INC. 


109  W.  64  ST.  NEW  YORK  23.  N.Y.  w 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg-)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .With  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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levels 


one  dose 
a day . . . 
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announcing... 

a new  practical 
and  effective  method 
for  lowering  blood 

cholesterol  levels... 

Arcofac 


Just  one  dose  a day  effectively 
lowers  elevated  blood  cholesterol 

. . . while  allowing  the  patient 
to  eat  a balanced  . . . nutritious  . . . 
and  palatable  diet 

Each  tablespoonful  of  emulsion  contains: 

Linoleic  acid 6.8  Gm. 

Vitamin  B6 0.6  mg. 

Mixed  tocopherols  (Vitamin  E)  11.5  mg. 

(sodium  benzoate  as  preservative) 

Arcofac  is  effective  in  small  doses 
and  is  reasonable  in  cost 
to  the  patient 


3^ 


THE  ARMOUR 
LABORATORIES 


A DIVISION  OF  ARMOUR  AND  COMPANY 
KANKAKEE.  ILLINOIS 


Armour. ..Cholesterol  Lowering  . . . Factor 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

•Silbert,  N.  E..  Ciba  Clinical  Symposia;  j>:  86;  May  1954 
Mechaneck,  I..  Annals  of  Allergy;  12:  164:  March  1954 
Rosen.  F.  L.,  J,  Med.  Soc.  N.  J.:5I:  110:  March  1954 
Mueller,  H.  L..  & Hill,  L.  W, : N.  E.  J.  of  Med:  249  : 726.  1953 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  of 
habituation  ..  .with  PATHILON  (25  tug.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


"Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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I COUGH  W 

7 • i • 

medications  \ 

I 

that  not  only 

ARE  better  1 

m 

but  | 

TASTE  better  i 


A.  H.  ROBINS  CO.,  INC. 

Richmond  20,  Virginia 
Ethical  Pharmaceuticals 
of  Merit  since  1878 


Codeine  phosphate 


& Dig.  Treat.  2:844,  1951 


Robitussin 


Glyceryl  guaiacolate 


Desoxyephedrine  HC1 


Robitussin  A-C 


Glyceryl  guaiacolate 


Desoxyephedrine  HCl 


Robitussin  has 
proved  “most 
satisfactory”  in 
markedly  reducing 
the  frequency  and 
severity  of  paroxysms 
of  coughing1-2. . .“signifi- 
cantly superior”  to  other 
standard  expectorants,  both 
in  clinical  improvement 
and  in  patient  acceptance . . . 
“the  effective  cough 
medicine  of  choice.”3 
“Children  and  infants 
seemed  well-pleased  with 
the  palatability.” 1 

1.  Blanchard,  K.,  and  Ford,  R.  A.: 
Journal-Lancet  74:44.3,  1954. 

2.  Blanchard,  K.,  and  Ford  R.  A.: 
Rocky  Mt.  M.  J.  52:278,  1955.  3.  Cass, 
L.  J.,  and  Frederik.  W.  S.:  Am.  Bract. 


Robitussin  with  Antihistamine  and  Codeine 


STUDIED  IN  18,000  PATIENTS 

Orinase*  was  used  investigationally  in 
more  than  18,000  patients  prior  to  its 
release  on  June  3,  1957. 


‘Trademark,  Reg.  U.S.  Pat.  Off. — tolbutamide.  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


The  data  in  your  MEDICAL 
DIRECTORY  OF  NEW 
YORK  STATE  has  been  pain- 
stakingly compiled.  Consult 
the  DIRECTORY  in  referring 
cases  to  colleagues.  You'll  find 
it  easy  to  use  and  highly 
informative. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 

i j 

PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  nig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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blepharitis  “responded  dramatically  to  both  the  drop 
and  ointment  form  of  therapy”t 
allergic  conjunctivitis  “cleared  almost  completely 
in  48  hours...”  in  12  of  14  cases! 
acute,  infectious,  gram-positive  conjunctivitis 
38  of  42  cases  “subsided  within  four  to  seven  days....”t 

episcleritis  “responded  successfully  to  topical  Metimyd ”t 

marginal  ulcers  “completely  cleared  in  24  hours”! 

tAbrahamson,  I.  A.,  Jr.,  and  Abrahamson,  I.  A.,  Sr.: 
Am.  J.  Ophth.  42:482,  1956. 


: odeu/h 


Metimyd,*  brand  of  prednisolone  acetate  and  sulfacetamide  sodium. 


external 
eye 

conditions 
consistently 
respond  to... 

METIMYD 


Ophthalmic  Suspension 

(prednisolone  acetate  and  sulfacetamide  sodium) 


Ointment  with  Neomycin 

(prednisolone  acetate  and  sulfacetamide  sodium  with  neomycin  sulfate) 


I-J-II7 


,W;—  ' 


afct 


In  keeping  with  its  tradition  of  responding  to  the  imme- 
diate needs  of  the  medical  profession,  Lederle  announces 
the  availability  of  “Influenza  Virus  Vaccine-Monovalent, 
Type  A Asian  Strain,”  produced  according  to  N.I.H. 
specifications. 

The  vaccine  is  specific  against  the  known  strains  of  the 
so-called  “Far  East  Influenza”  virus,  and  is  supplied  in  a 
10  immunization  ( 10  cc.)  vial.  Every  effort  will  be  made 
to  fulfill  your  requirements. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 


. 
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when  effective  dosage  in  hypertension 

is  difficult  to  establish  and  maintain 


Many  hypertensive  patients  'escape’ 
the  therapeutic  effects  of  medication 
regardless  of  the  hypotensive  agent 
used.  This  problem  is  further  compli- 
cated when  the  drug’s  potency  varies 
with  different  manufacturing  lots. 

With  Veralba-R,  however,  contin- 
ued response  to  effective  dosage  can 
be  expected  in  most  cases.  Chemical 
assay  of  Veralba-R  insures  constant 


potency  from  lot  to  lot.  Once  Veralba-R 
dosage  is  established  for  the  individ- 
ual patient,  there  is  seldom  any  need 
for  dosage  adjustment. 

Composition:  Each  grooved,  uncoated 
Veralba-R  tablet  contains  0.4  mg.  of 
chemically  standardized  protoveratrine 
and  0.08  mg.  of  reserpine. 

Literature  and  clinical  supply  pack- 
age available  to  physicians  on  request. 


VERALBA 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC.,  INDIANAPOLIS  6,  INDIANA 
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fostex 


is  an  essential  adjunct  to  treatment 


RELIEF 

FROM 

ACNE 


IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 


Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated ...  assures  patient  acceptance 
and  cooperation. 

FOSTEX  CREAM  for  thera- 
peutic washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired.  in 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 


o 


in  bar  form 


WESTWOOD  PHARMACEUTICALS 


Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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in  bronchial  asthma  and  respiratory  allergies 


j ' 


specify  the  buffered  “predni-steroids” 
to  minimize  gastric  distress 


combined  steroid-antacid  therapy . . 


‘Co-Deltra’  or  ‘Co-Hydel-  Multiple 
tra’  provides  all  the  bene-  Tablets”6 
fits  of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control— in  bron-  «8' 

, . , , •»  ,ii  of  prednisone  or 

chial  asthma  or  stubborn  prednisolone,  plus 
respiratory  allergies.  300  mg.  of  dried 

. aluminum 

supplied:  Multiple  Compressed  hyc|roxjde 
Tablets  ‘Co-Deltra’  or  ‘Co-Hy-  e(  and  50  mg> 
deltra’  in  bottles  of  30,  100,  and  of  magnesium 
500*  trisilicate. 

•CO-DELTRA'  and  'CO-HYDELTRA'  are 
registered  trademarks  of  Merck  & Co..  Inc. 


Co  Deltra 


(Prednisone  buffered) 


CoMeltra 

(Prednisolone  buffered) 


MERCK  SHARP  & DOHME 

Ol VISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 
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Achrostatin  V combines  Achromycin!  V.  . . 

the  new  rapid-acting  oral  form  of 
Achromycin!  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  the  protracted  course  ot 
antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg. 
tetracycline  HC1 
equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per 
day)  in  the  average 
adult  is  4 Capsules  of 
Achrostatin  V per  day, 
equivalent  to  1 Gm.  of 
Achromycin  V. 

•Trademark 
fReg.  U.S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMIO  COMPANY.  PEARL  RIVER.  NEW  YORK 
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Skin  graft  donor  site  after  2 weeks’  treatment  with... 

petrolatum  gauze-still  I Furacin  gauze- 

largely  granulation  tissue  I completely  epithelialized 


OBJECTIVE  EVIDENCE  OF 
SUPERIOR  WOUND  HEALING 


was  obtained  in  a quantitative  study  of  50  donor 
sites,  each  dressed  half  with  Furacin  gauze, 
half  with  petrolatum  gauze.  Use  of  antibacterial 
Furacin  Soluble  Dressing,  with  its  water-soluble  base, 
resulted  in  more  rapid  and  complete  epithelialization. 
No  tissue  maceration  occurred  in  FURAClN-treated 
areas.  There  was  no  sensitization. 

Jeffords,  J.  V.,  and  Hagerty,  R.  F.:  Ann.  Surg.  145 : 169,  1957. 


FURACIN®. 


brand  of  nitrofurazone 


the  broad-range  bactericide  that  is  gentle  to  tissues 


spread  Furacin  Soluble  Dressing:  Furacin  0.2%  in  water- 
soluble  ointment-like  base  of  polyethylene  glycols. 

sprinkle  Furacin  Soluble  Powder:  Furacin  0.2%  in  powder 
base  of  water-soluble  polyethylene  glycols.  Shaker-top  vial. 


spray  Furacin  Solution:  Furacin  0.2%  in  liquid  vehicle  of 
polyethylene  glycols  65%,  wetting  agent  0.3%  and  water. 

EATON  LABORATORIES,  NORWICH,  N.Y. 

Nitrofurans—a  new  class  of  antimicrobials— neither  antibiotics  nor  sulfonamides 
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the  60-second  urine  glucose  test 


TES-TAPE 

(Urine  Sugar  Analysis  Paper,  LillvJ 

specific  for  glucose  • adequately 
quantitative  for  clinical  use 

'Tes-Tape’  is  both  qualitative  and  quanti- 
tative. Its  selective  action  prevents  false 
positive  reactions;  assures  clinical  accuracy. 
Patients  also  welcome  the  convenience,  sim- 
plicity, and  accuracy  of  'Tes-Tape.’ 

The  handy  plastic  dispenser  allows  you  to 
Available  at  pharmacies  carry  'Tes-Tape’  in  your  house-call  bag  for 
everywhere.  on-the-spot  determinations. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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EDITORIALS 


Complications  of  Antibacterial  Agents 


Elsewhere  in  this  issue  Dr.  Gerard  Eastman 
reviews  toxic  side-effects  occurring  as  a re- 
sult of  administration  of  antibiotics  to  hu- 
mans. He  suggests  it  but  quite  properly 
refrains  from  commenting  vigorously  about 
the  excessive  numbers  of  unnecessary  reac- 
tions which  have  been  inflicted  upon  too 
many  patients  by  physicians  whose  prescrip- 
tions of  the  offending  drug  were  not  proper. 
But  he  does  emphasize  frequency  of  reac- 
tions and  their  clinical  importance;  a few  are 
fatal,  some  are  dangerous  to  life,  and  all  are 
inconvenient  to  both  patient  and  physician. 

It  is  hardly  likely  that  physicians  can  or 
will  ever  prescribe  a drug  for  any  clinical  use 
which  is  or  will  be  completely  free  from 
side-reactions.  Indeed,  one  of  the  least 
toxic  drugs  so  far  known  in  our  total  ther- 
apeutic armamentarium  is  penicillin.  With 
every  chemotherapeutic  agent  the  physician 
should  be  cautious  about  dosage,  should  use 
each  with  circumspection  and  rarely  without 
strict  attention  to  side-effects.  This  is  not 
so  with  antibiotics  in  general,  as  now  pre- 
scribed. 

At  best,  the  number  of  hypersensitivity 
reactions  to  be  anticipated  from  most  drugs 
is  about  5 per  cent — this  figure  applies  to 
analgesics,  narcotics,  hormones,  and  other 
therapeutic  agents.  At  the  worst,  drugs 
which  cause  a reaction  rate  near  20  per  cent 
are  not  popular  and  are  administered  only 
with  the  most  precise  of  indications.  Peni- 
cillin gives  rise  to  untoward  side-effects  in 
less  than  5 per  cent  of  cases,  the  broader 
spectrum  agents  to  from  10  to  17  per  cent, 
according  to  Dr.  Eastman.  Yet  there  is 
little  evidence  in  the  practice  of  medicine 
that  sensible  care  is  being  demonstrated  in 
their  prescriptions,  particularly  with  the 
latter  drugs. 

There  is  little  that  can  be  done  to  drugs 
by  the  manufacturers  which  would  make 
them  less  toxic,  so  frequency  of  reactions 


cannot  be  altered.  It  is  quite  evident  though 
that  a reduction  in  total  numbers  of  reactions 
is  possible — by  using  less.  The  attainment 
of  a satisfactory  set  of  statistics  about  whole 
numbers  of  toxic  events  occurring  in  pa- 
tients in  New  York  State  can  only  be 
achieved  by  prescribing  antibacterial  agents 
with  more  precision,  such  as  is  true  now 
with  such  drugs  as  digitalis  or  insulin  and 
many  others.  And  when  one  does  occur 
in  the  face  of  a good  indication  for  its  ad- 
ministration, the  physician  is  assured  that 
the  reaction  was  of  less  importance  to  the 
patient  than  the  dangers  from  an  untreated 
infection. 

Antibiotics  are  poisons — fortunately,  their 
major  poisoning  action  is  upon  bacterial 
cells.  It  is  an  old  pharmacologic  fact  that 
poisons  used  in  small  doses  can  be  stimu- 
latory. Oftentimes  an  antibiotic  properly 
administered  for  the  control  of  one  species  of 
micro-organism  causing  an  infection  is  pres- 
ent in  amounts  which  can  stimulate  the 
growth  of  other  and  more  resistant  species  of 
bacteria  also  growing  in  the  body.  Under 
standard  conditions  this  second  species 
generally  is  not  harmful.  With  stimulation 
in  their  growth,  however,  they  may  begin 
to  multiply,  invade  tissues,  and  cause  in- 
fection. This  event  is  not  speculation — it 
occurs,  and  probably  often,  as  a direct  result 
of  the  use  of  an  antibiotic.  For  as  long  as 
antibiotics  are  used  for  every  situation  in 
which  an  infection  might  conceivably  exist, 
the  frequency  and  numbers  of  this  type  of 
superinfection  as  well  as  other  untoward 
side-effects  from  them  will  remain  high. 
Tins  is  neither  proper  nor  wise. 

The  medical  profession  has  12  or  more 
antibiotics  which  are  given  to  humans  for 
the  management  of  diseases  caused  by  bac- 
teria. If  only  a single  fact  would  be  re- 
membered by  all  physicians,  the  amounts 
of  these  drugs  used  would  be  lessened  ap- 
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preciably,  reducing  to  the  same  degree  the 
number  of  toxic  side-effects.  Antibacterial 
agents  are  useful  only  in  the  control  of  the 
growth  of  bacteria  causing  infection.  They 
have  no  influence  on  resting  and  noninfect- 
ing micro-organisms  except  perhaps  to 
stimulate  some;  they  do  not  interfere  with 
the  growth  of  viruses  or  fungi;  they  do  not 


control  symptoms  of  disease;  they  are  cer- 
tainly not  diagnostic  tools.  And  they  are 
not  substitutes  for  clinical  acumen  or  judg- 
ment. With  the  known  excessively  high 
production  rates,  is  it  too  presumptuous  to 
suggest  that  present  indications  for  their 
clinical  prescription  are  not  precise  enough? 

Common  sense  dictates  the  answer.— P.B. 


Dan  Mellen,  M.D. 


Dan  Mellen, 
M.D.,  a past 
president  of 
the  Medical 
Society  of  the 
State  of  New 
York  in  1954, 
died  on  Sep- 
tember 2, 
1957.  He  was 
born  in  Os- 
wego, New 
York,  Sep- 
tember 3, 
1889,  and  re- 
ceived his 
early  education  in  the  schools  of  Fairport  and 
East  High  School,  Rochester.  His  pre- 
medical training  was  at  the  University  of 
Rochester  and  the  University  of  Buffalo 
where  he  also  received  his  medical  degree  in 
1918. 

He  was  given  an  appointment  to  intern  at 
Buffalo  General  Hospital;  then  to  Roches- 
ter, Minnesota,  where  he  did  postgraduate 
work  in  surgery  at  the  Mayo  Clinic.  His 
hospital  affiliations  in  Rochester,  Minnesota, 
included  the  Colonial  Hospital  and  St. 
Mary’s  Hospital.  Dr.  Mellen  also  took 
postgraduate  work  in  urology  at  the  Uni- 
versity of  Minnesota.  He  left  the  Mayo 
Foundation  in  1923  and  established  his  pri- 
vate practice  in  Rome,  New  York.  He  was 
a past  president  of  the  Mayo  Clinic  Alumni 


Association. 

Dr.  Mellen  was  a member  of  the  Oneida 
County  Medical  Society  of  which  he  was 
also  a past  president,  the  Fifth  District 
Branch,  of  which  he  was  also  a past  presi- 
dent, the  Medical  Society  of  the  State  of 
New  York,  the  Central  New  York  Surgical 
Society,  the  American  College  of  Surgeons, 
the  Northeastern  Section  of  the  American 
Urological  Society,  the  American  Medical 
Association,  and  the  World  Medical  Asso- 
ciation. 

Dr.  Mellen  has  been  a member  of  the  board 
of  trustees  of  the  Rome  Hospital  and  Mur- 
phy Memorial  Hospital  for  several  years 
and  was  a past  president.  It  was  during 
this  time  that  the  board  was  successful  in 
building  the  present  hospital. 

Dr.  Mellen  has  been  on  the  Council  of  the 
Medical  Society  of  the  State  of  New  York 
since  1945  and  at  the  time  of  his  death  was 
serving  his  second  term  as  chairman  of  the 
Board  of  Trustees  of  the  Society. 

Dr.  Mellen  had  been  active  in  the  civic 
affairs  of  Rome  and  was  commissioner  of 
public  welfare  for  two  terms.  His  civic 
interest  also  included  a baseball  team  in  the 
city  of  Rome  which  he  largely  supported  for 
many  years. 

He  was  a hard  worker  in  all  of  his  activities 
pertaining  to  medicine,  a genial,  kindly  man 
with  an  inexhaustible  fund  of  humor,  be- 
loved by  all  with  whom  he  came  in  contact. 
He  will  be  missed  by  all  who  knew  him. 


Dan  Mellen.  M.D. 
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Editorial  Comment 


Basic  Vital  Statistics.  There  has  recently 
been  received  a copy  of  the  third,  re- 
vised edition  of  Basic  Vital  Statistics,  New 
York  State  (exclusive  of  New  York  City),  1900- 
1956.  This  booklet  of  44  pages  provides  a 
handy  reference  source  for  any  physician 
interested  in  or  having  need  of  such  material. 
The  booklet  is  concise,  well  edited,  and  con- 
veniently indexed.  Copies  may  be  ob- 
tained without  charge  from  the  Office  of 
Vital  Statistics,  New  York  State  Depart- 
ment of  Health,  84  Holland  Avenue,  Albany 
8,  New  York. 

Retrolental  Fibroplasia.  The  Commission 
for  the  Blind  of  the  New  York  State  Depart- 
ment of  Social  Welfare,  under  date  of  June 
18,  1957,  has  issued  a letter  of  general 
interest  to  our  membership  which  we  re- 
produce, in  part,  herewith. 

We  are  pleased  to  report  to  you  again  that 
retrolental  fibroplasia — the  disease  that  has 
blinded  almost  one  thousand  infants  in  New 
York  State  during  the  past  nineteen  years — 
continues  to  be  controlled.  As  in  1955,  only 
three  cases  were  reported  during  1956  of  babies 
born  during  1956. 

As  you  know,  cases  reported  to  the  Com- 
mission are  referred  to  the  New  York  State 
and  New  York  City  Departments  of  Health  for 
their  followup  with  the  hospital  in  which  the 
baby  received  oxygen.  You  will  be  interested 
in  the  following  report  of  Dr.  Alfred  Yankauer, 
M.D.,  Director  of  the  Maternal  and  Child 
Health  Bureau,  New  York  State  Department 
of  Health,  concerning  the  three  cases  reported 
in  1956. 

“All  three  cases  born  and  reported  in  1956 
were  very  small  prematures.  In  two  of  these 
three  babies,  severe  respiratory  distress  mani- 
fested by  cyanosis,  apnea  and  rapid  shallow 
breathing  was  noted  several  times  on  the 
hospital  records.  One  baby  received  oxygen 
continuously  for  the  first  seventeen  days  of  life ; 
two  out  of  five  recorded  concentration  measure- 
ments exceeded  40  per  cent.  The  second 
baby  received  oxygen  continuously  for  the 
first  two  weeks  of  life  and  again  during  the 
fourth  to  sixth  weeks  of  life  for  a total  exposure 


period  of  40  days;  oxygen  concentrations  were 
recorded  regularly;  none  exceeded  40  per  cent, 
and  the  majority  of  readings  were  nearer  to 
35  per  cent. 

“Information  collected  in  New  York  State 
in  1956  tends  to  confirm  the  experimental 
findings  of  Patz  and  the  experience  of  the 
U.S.P.H.S.  cooperative  survey  reported  by 
Kinsey.  It  indicates  that  blindness  can  be 
produced  by  prolonged  exposure  of  premature 
infants  to  oxygen  concentrations  less  than  40 
per  cent,  and  points  up  the  need  to  control 
duration  as  well  as  intensity  of  oxygen  ex- 
posure. Presumably  the  infants  who  de- 
veloped this  disease  in  1956  would  not  have 
survived  without  the  help  of  oxygen,  although 
more  data  is  needed  on  this  point.  If  this 
proves  true,  however,  we  may  expect  a small 
increment  of  cases  to  continue  to  develop 
annually.” 

Although  the  control  measures  which  have 
been  established  to  conquer  this  disease  have 
been  dramatically  effective  we  all  know  that 
we  must  not  relax  our  vigilance.  As  pointed 
out  above,  we  must  continue  to  concern 
ourselves  not  only  with  respect  to  the  concen- 
tration of  oxygen  administered  but  also  to  the 
period  of  exposure. 

M.  Anne  McGuire,  Director 

It  is  indeed  gratifying  that  the  control  measures 
have  been  so  effective  in  this  State  owing  to  the 
excellent  cooperation  of  the  physicians  and  all 
the  agencies  concerned.  We  hope  that  by 
publicizing  the  fact  that  retrolental  fibroplasia 
can  be  so  controlled  and,  perhaps,  eventually  be 
eliminated  many  more  children  may  be  spared  a 
life  of  blindness. 

Regrettable  Omission.  Through  failure 
of  two  employes  checking  biographical  files 
of  the  Society  in  the  office  of  the  Secretary 
to  note  his  correct  graduation  date,  Dr. 
Edward  F.  Healy,  of  544  South  Park  Avenue, 
Buffalo,  failed  to  receive  in  1956  a com- 
mendatory certificate  for  having  been  fifty 
years  in  the  practice  of  medicine. 

Dr.  Healy’s  certificate  has  been  mailed 
to  him  with  apologies  for  the  error.  This 
special  note  of  regret  is  published  by  in- 
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struction  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York. 

Important  Lesson.  Commenting  editori- 
ally on  how  to  meet  an  emergency,  the 
J.A.M.A.1  relates  the  experience  of  a 
medical  group  in  one  Texas  community. 
Says  the  Journal: 

Physicians,  nurses,  and  medical  students  in 
one  Texas  community  have  proved  that  even 
the  best  of  emergency  equipment  and  supplies 
are  not  enough,  in  themselves,  to  provide 
adequate  civil  defense.  To  help  illustrate 
this  fact,  they  managed  to  assemble  one  of  two 
200-bed  emergency  hospitals  in  only  55  min- 
utes, claiming  a new  speed  record.  But  the 
feat  took  a lot  of  preplanning,  including  nearly 
four  days  to  lay  out  the  contents  of  all  256 
separate  cartons  of  supplies  and  equipment 
furnished  by  the  Federal  Civil  Defense  Ad- 
ministration, then  repacking  and  restoring 
everthing  in  a trailer  for  quick  assembly. 
It  also  took  imagination  and  teamwork,  the 
kind  that  counts  when  a major  disaster  strikes. 
In  a few  days,  monitors  of  this  first  national 
exercise  involving  emergency  hospital  units 
are  slated  to  report  their  experience  in  the 
hope  that  some  2,000  other  communities 
banking  on  FCDA  hospital  packages  may 
grasp  the  importance  of  rehearsal  for  swift 
medical  organization  when  the  sudden  need 
arises.  Failure  to  realize  this  concept  amounts 
to  a false  sense  of  security.  Unless  there  is 
proper  preparation  through  field  trial,  accord- 
ing to  doctors  who  helped  direct  the  exercise 
in  Texas,  it  could  take  as  long  as  seven  days  to 
set  up  an  emergency  hospital  system.  Seven 
flays  might  well  spell  the  difference  between 
life  and  death  to  thousands  of  injured  persons. 

In  a brief  article  in  the  same  issue2  we 
read  what  the  Dean  of  the  University  of 
Texas  said: 

“Before  our  exercise,”  said  Dean  Olson, 
“we  spent  several  days  laying  everything  out. 
We  took  inventory  to  discard  nonessentials 
and  obtain  omitted  items  like  hypodermic 
needles  and  forceps.  We  repacked  function- 
ally, eliminating  bulky  wrappings  and  using 
distinctive  color  codes  and  more  permanent 

1 Editorial:  J.A.M.A.  164:870  (June 22)  1957. 

2 Ibid.,  p.  889. 


boxes.  Then  everything  was  put  into  a trailer 
in  reverse  order  of  requirement  of  items  to 
facilitate  unpacking.”  (New  York  has  taken 
the  lead  in  preparing  for  the  best  immediate 
use  of  an  emergency  hospital  unit  by  arranging 
component  units  in  assembly-line  fashion  and 
scheduling  “dry  runs”  for  personnel  at  regular 
intervals). 

It  is  indeed  a matter  of  satisfaction  that 
our  own  State  of  New  York  is  credited  with 
having  been  in  the  forefront  of  those  areas 
which  have  given  constructive  forethought 
to  practical  considerations  in  preparing  for 
the  best  immediate  use  of  such  emergency 
equipment. 

The  articles  carried  by  this  Journal 
on  civil  defense  have  in  the  past  and  we 
hope  will  continue  to  stress  the  necessity 
for  planning  and  rehearsal  for  emergencies. 

One  Less  Worry.  We  read  in  the  J.A. 
M.A.1  a prediction  that  is  to  say  the  least 
a matter  of  some  comfort.  For  those  who 
have  been  and  are  concerned  about  the 
future — and  who  is  not? — any  fairly  definite 
pronouncement  is  apt  to  be  reassuring. 
And  so  we  read : 

The  sun,  now  about  six  billion  years  old,  will 
shine  on  steadily  for  another  six  billion  and 
then  flare  up  and  burn  everything  on  the  earth 
to  a crisp,  according  to  a considered  prediction 
by  Allan  R.  Sandage,  astronomer  at  the 
Mount  Wilson  and  Palomar  Observatories. 
Sandage  summarizes  the  latest  views  on  the 
evolution  of  stars  in  Engineering  and  Science, 
the  magazine  of  the  California  Institute  of 
Technology. 

At  times  during  these  recent  hot  summers 
we  have  fancied  that  just  possibly  such  a 
“flare  up”  was  even  now  commencing. 
We  now  perceive  how  wrong  we  were,  a 
miscalculation  on  our  part  of  some  six 
billion  years.  So  now  there  is  one  less 
worry. 

However,  as  quoted  by  the  Scientific 
American,  April,  1957,  in  an  article  “Science 
and  the  Citizen:” 

If  the  sun  were  only  10  per  cent  heavier 

J.A.M.A.  164:  44  (June  22)  1957. 
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than  it  is,  Sandage  says,  it  would  already  be  in 
the  heating-up  stage.  Since  there  are  presum- 
ably countless  stars  of  that  larger  size  in  the 
universe,  life  on  any  planets  attached  to  them 
must  already  have  suffered  the  fate  that  faces 
the  earth  six  billion  years  hence,  when,  Sandage 


says,  “Life  will  have  ceased,  the  oceans  will 
have  boiled  away  and  conditions  will  be 
miserable.” 

Without  peradventure  of  a doubt,  in  our 
view,  conditions  will  be  miserable  indeed. 


Schedule  of  District  Branch  Meetings,  1957 


District 

Time 

Day 

Date 

Town 

Place 

Second 

7:00- 
Cocktails 
7: 45- 
Dinner 

Wednesday 

October  16 

Smithtown 

(Suffolk) 

Riverside  Inn 

Third 

10:30-4:30 

Thursday 

October  3 

Kingston 

Wiltwyck  Golf  and 
Country  Club 

Fourth 

Afternoon 

Dinner 

Evening 

Thursday 

October  17 

Saratoga  Springs 

Newmans  Lake  House 

Fifth 

Afternoon 

Thursday 

October  10 

Utica 

(Heart  Day) 

Hotel  Utica 

Ninth 

1 : 00-Golf 
6: 00- 
Cock  tails 
7 : 30-Dinner 

Wednesday 

October  2 

Mahopac 

Mahopac  Golf  Club 

A man  used  to  vicissitudes  is  not  easilij  dejected. — Samuel  Johnson 
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“TOLERANCE... WAS  EXCELLENT."* 


Rolicton 

“appears  to  be  the  drug  of  choice 
in  the  treatment  of  long-standing  edema.”* 


Demonstrated  effectiveness  and  a low 
incidence  of  side  reactions  indicate  a 
high  order  of  usefulness  for  Rolicton 
(brand  of  amisometradine),  the  new 
orally  effective  diuretic  agent. 

Relatively  infrequent  and  benign  side 
effects  make  the  benefits  of  effective 
diuresis  available  to  many  patients  who 
are  intolerant  to  mercurials,  sulfona- 
mides and  other  diuretics. 

Of  thirty-six  patients  studied  by 
Settel*  most  had  ceased  to  take  or  were 
taking  only  sporadically  “various  types 
of  mercurial  and  nonmercurial  diu- 
retics orally”  because  of  intolerance  or 
ineffectiveness.  Uninterrupted  adminis- 
tration of  Rolicton,  on  the  other  hand, 
was  well  tolerated.  Urinary  output  in- 
creased an  estimated  40  to  1 00  per  cent. 
Patients  lost  from  2 to  9 pounds  of 
weight  during  the  first  five  days  of 
treatment. 

Nonmercurial,  nonxanthine  and  non- 
sulfonamide, Rolicton  avoids  the  saw- 
tooth diuresis,  the  dangers  of  toxicity 
inherent  in  mercurial  compounds,  the 
relative  ineffectiveness  of  xanthine 
derivatives,  the  undependable  action, 
the  disturbance  to  acid-base  equilibrium 
and  the  possible  hazard  of  sulfonamide 
agents  in  the  presence  of  renal  and 
hepatic  disorders. 

One  tablet  of  Rolicton  b.i.d.  (after 
the  first  day’s  dosage  of  four  tablets)  is 
sufficient  to  maintain  most  patients 
free  of  edema.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


*Settel.  E.:  Rolicton®  (Aminoisometradine).  a New,  Nonmcrcurial 
Diuretic,  Postgrad.  Med.  2/ .-186  (Feb.)  1957. 
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The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “Will  l be  able  to  make  it?” 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation, 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate’s  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 


Peritrate* 

(brand  of  pentaerythritol  tetranitrate) 


24  steps  to  a hospital  bed 


lOO  YEARS  OF  SERVICE  TO  T 


EDICAL  PROFESSION 


SCIENTIFIC  ARTICLES 


Complications  of  Antibacterial  Therapy* 


GERARD  EASTMAN,  M.D.,  CLOSTER,  NEW  JERSEY 


( From  the  Department  of  Medicine,  State  University  of  New  York  Medical  School  in  Syracuse ) 


Despite  frequent  warnings  and  numerous 
reports  of  many  ill  effects  following  the  use 
of  antibacterial  drugs,  their  consumption  in  this 
country  continues  at  an  exceedingly  high  rate. 
The  annual  production  of  penicillin,  sulfonamides, 
and  tetracyclines  is  measured  by  tonnage,  and  the 
cost  to  the  patient  is  huge.  It  can  be  presumed 
that  most  prescriptions  are  unnecessary.  For 
example,  the  common  cold,  the  “flu,”  and  similar 
viral  diseases  and  undiagnosed  fevers  are  still 
treated  commonly  and  unnecessarily  with  these 
drugs.  Reports  of  the  great  variety  of  compli- 
cations of  antibacterial  therapy,  some  of  which 
are  fatal,  seem  to  have  made  little  impression  on 
the  physician.  It  is  the  purpose  of  this  report  to 
review  briefly  the  undesirable  side-effects  of  the 
more  commonly  used  drugs. 

Toxic  effects  can  be  considered  to  fall  into 
three  general  categories:  (1)  purely  allergic 

phenomena,  including  rashes,  urticaria,  fever, 
serum  sickness,  anaphylaxis,  and  polyarteritis 
(2)  toxic  and  metabolic  effects,  such  as  eighth 
nerve  damage  from  streptomycin  and  negative 
nitrogen  balance  from  oxytetracycline,  and  (3) 
the  ill  effects  following  disturbances  of  normal 
human  bacterial  flora  in  various  body  cavities 
and  tissues. 

Penicillin 

Most  reactions  to  penicillin  are  allergic.  Early 
in  its  clinical  usage  toxic  manifestations  were 
mostly  attributed  to  the  accompanying  cations, 
such  as  potassium  or  calcium.  They  were  un- 
common, but  papers  by  Keefer  et  at. 1 and  Lyons2 


* This  work  was  supported  by  a teaching  grant  from  the 
New  York  Trudeau  Society  and  The  Committee  on  Tuber- 
culosis and  Public  Health  of  the  State  Charities  Aid  Associa- 
tion, New  York  City. 


called  attention  to  the  frequency  of  reactions. 
In  more  recent  years  greater  numbers  of  reports 
concerning  allergic  reactions  have  appeared, 
and  the  incidence  is  now  well  recognized  as 
occurring  in  approximately  4 per  cent  of  patients. 

In  general,  both  the  route  of  administration 
and  the  nature  of  the  recipient  influence  the 
frequency  of  penicillin  reactions.  These  are 
most  common  with  its  topical  use  and  least 
frequent  with  oral  use.  The  number  of  reactions 
following  penicillin  lozenges,  for  example,  has 
caused  almost  complete  abandonment  of  that 
therapy.  Individuals  with  an  allergic  history  are 
said  to  be  predisposed  toward  penicillin  reactions. 
Although  an  individual  has  not  had  prior  ex- 
posure to  penicillin  as  a treatment,  he  may  have 
had  previous  contact  with  it.  For  example,  such 
substances  as  milk  or  poliomyelitis  vaccine  con- 
tain trace  amounts  of  it.3  Thus,  sensitization 
may  be  present  in  the  absence  of  a history  of 
exposure  to  penicillin.  In  some  instances  the 
type  of  penicillin  preparation  or  dosage  influ- 
ences the  reaction  rate.  Lepper  et  at.*  report  a 
series  of  1,303  patients  receiving  different  prep- 
arations of  penicillin.  Their  over-all  incidence  of 
reactions  is  2.7  per  cent  for  penicillin  in  oil  and 
beeswax,  1.4  per  cent  for  procaine  penicillin  in 
oil,  and  1.2  per  cent  for  aqueous  penicillin. 
Chancey  et  at ,5  also  observes  that  dosage  is  a 
factor.  With  administration  of  penicillin  to 
2,755  individuals  a reaction  rate  to  benzathine 
penicillin  is  5.21  per  cent  if  it  is  given  in  a single 
dose  of  1,200,000  units.  With  a single  dose  of 

600.000  units  2.10  per  cent  have  reactions.  With 

500.000  units  of  oral  penicillin  daily  for  ten  days 
1 .07  per  cent  develop  reactions.  Thus,  with  some 
repository  forms  of  penicillin  the  reaction  rate 
seems  to  be  higher  than  with  oral  or  aqueous 
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preparations.  Whether  aqueous  procaine  peni- 
cillin produces  more  reactions  than  the  aqueous 
crystalline  preparation  is  uncertain.  However, 
in  the  majority  of  instances  penicillin  itself  is  the 
allergen,  rather  than  other  compounds  given  with 
it. 

The  reactions  reported  in  all  of  these  studies 
are  mostly  allergic  and  vary  in  stated  frequency 
from  1 to  5 per  cent.  These  are  most  often 
manifested  by  skin  eruptions,  usually  urticarial 
or  maculopapular.  Any  type  of  eruptions,  in- 
cluding vesicular,  bullous,  eczematous,  or  morbil- 
liform, may  be  seen.  Rarely  these  progress  to 
acute  exfoliative  dermatitis  which  may  be  fatal. 
Contact  dermatitis  due  to  topical  penicillin  or 
in  those  handling  the  drug  (nurses,  for  example) 
is  common.  Serum  sickness  type  of  reactions 
are  being  seen  with  increasing  frequency,  mani- 
fested by  fever,  swollen,  painful  joints,  and 
muscular  aching.  There  is  no  real  clinical  dif- 
ference between  this  syndrome  and  “serum 
sickness”  from  other  causes.  In  addition, 
angioneurotic  edema,  asthma,  drug  fever,  and 
periarteritis  have  all  been  reported  as  compli- 
cations of  therapy  with  penicillin. 

Anaphylactoid  reactions  occur  and  are  by  far 
the  most  dangerous  of  allergic  reactions  to  peni- 
cillin. Until  1955  only  130  cases  had  been  re- 
ported.6 Many  reports  have  appeared  since  then, 
although  it  is  certain  that  these  represent  only  a 
fraction  of  the  total  number.  As  reported  by 
Von  Oettingen,6  over  one-third  are  fatal.  Such 
episodes  are  not  limited  to  injectable  penicillin. 
Maganzini,7  Ivrohn,8  and  others  have  reported 
anaphylactic  shock  from  oral  penicillins,  both 
G and  V,  and  they  have  reviewed  the  literature. 
Thirteen  reactions  from  penicillin  tablets  have 
been  reported,  and  two  followed  the  use  of  peni- 
cillin lozenges. 

Intradermal  skin  testing  prior  to  penicillin 
administration  is  now  carried  out  in  many  hos- 
pitals in  the  hope  that  penicillin-sensitive  cases 
may  be  identified  and  anaphylactic  reactions 
avoided.  Usually  small  amounts  of  penicillin 
(less  than  100  units  per  ml.)  are  used  in  the  testing 
material.  If  an  immediate  type  of  skin  response 
with  erythema,  pseudopodia,  and  itching  is 
observed,  the  patient  is  undoubtedly  hypersensi- 
tive.3 Delayed  or  tuberculin-like  responses  to 
testing  may  also  be  seen  and  are  of  uncertain 
significance.  It  is  thought  that  the  immediate 
skin  test  response  occurs  in  individuals  suscep- 
tible to  anaphylaxis.  Other  delayed  allergic 


manifestations,  such  as  serum  sickness  or  skin 
rashes,  do  not  correlate  well  with  skin  test 
results.  The  skin  testing  procedure  is  helpful 
but  does  not  eliminate  delayed  penicillin  re- 
actions. The  introduction  of  penicillin  0 and 
more  recently  of  other  variants  of  penicillin  was 
initially  attended  by  the  hope  that  patients 
sensitive  to  penicillin  G would  not  react  to  them. 
This  unfortunately  is  not  altogether  true.  A 
patient  reacting  to  one  type  of  penicillin  must  be 
assumed  to  be  capable  of  reacting  to  any  other. 
The  use  of  antihistamines  coincident  with 
penicillin  therapy  is  also  of  little  value  in  reducing 
the  incidence  of  reactions. 

Only  occasionally  does  penicillin  cause  side- 
effects  other  than  allergic  reactions.  Purely 
toxic  reactions  probably  do  not  occur  even  with 
very  high  dosages.  However,  local  tissue  damage 
with  pain  and  soreness  at  the  injection  site  is 
fairly  common.  It  occurs  in  almost  12  per  cent 
of  patients  receiving  aqueous  penicillin,  and  in  as 
many  as  a third  of  cases  receiving  certain  reposi- 
tory preparations.  Occasionally  the  accidental 
injection  of  procaine  penicillin  intravenously 
causes  severe  trouble.  For  example,  bizarre 
episodes  have  been  described.9  These  are  attrib- 
uted mostly  to  foreign  body  emboli,  but  they 
may  actually  be  anaphylaxis  in  some.10  As  with 
any  deep  intramuscular  injection,  nerve  trauma 
occurs  with  resulting  peripheral  neuritis.  The 
intrathecal  injection  of  aqueous  crystalline  peni- 
cillin in  doses  not  exceeding  20,000  units  in  a 
concentration  of  1,000  units  per  ml.  is  relatively 
safe.  Injection  of  larger  amounts  or  of  any  prep- 
aration other  than  aqueous  crystalline  penicillin 
causes  severe  meningeal  reactions  with  pleocy- 
tosis, headache,  fever,  radiculitis,  adhesive  arach- 
noiditis, or  other  lasting  sequelae.  Similarly, 
large  amounts  of  penicillin  into  joint  spaces  or 
pleural  cavity  is  accompanied  by  the  danger  of 
irritative  phenomena. 

The  treatment  of  penicillin  reactions,  except 
for  anaphylaxis,  is  largely  symptomatic.  At  the 
first  indication  of  an  anaphylactoid  type  of 
reaction,  including  sudden  asthmatic  breathing, 
giant  urticaria,  or  shock  0.1  to  0.5  cc.  of  epineph- 
rine must  be  given  intravenously  or  subcuta- 
neously. Oxygen  is  given  if  necessary.  Many 
advocate  the  simultaneous  administration  of 
antihistamines  parenterally.  If  the  injection  has 
been  given  in  the  arm,  a tourniquet  should  be 
applied  proximally  to  delay  absorption.  In  the 
serum  sickness  type  of  reaction  aspirin  and  anti- 
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14  histamines  are  useful.  The  use  of  adrenal  cor- 
A tical  steroids  is  justifiable  if  the  reaction  is 
^ severe  or  prolonged.  Unfortunately  with  long- 
acting  penicillins  sensitivity  reactions  will  persist 
as  long  as  the  drug  continues  to  be  absorbed. 
• In  the  case  of  benzathine  penicillin  this  may  be  a 
4 matter  of  many  weeks. 

H 

1 Streptomycin  and  Dihydrostrepto- 

- 

my  cm 

Unlike  penicillin,  these  drugs  are  attended  by 
.»  more  purely  toxic  than  allergic  reactions.  These 
include  neurotoxicity,  renal  damage,  local  irrita- 
tive effects,  and  only  occasionally  by  hypersensi- 
tivity phenomena.  The  neurotoxic  effects  are 
the  most  common  and  consist  of  eighth  cranial 
nerve  damage,  either  vestibular  or  auditory 
divisions  or  both.  The  incidence  of  toxicity 
varies  with  both  dosage  and  duration  of  treat- 
ment. For  example,  after  four  months  of  1.0 
Gm.  per  day  of  intramuscular  streptomycin, 
about  28  per  cent  of  cases  will  have  demonstrable 
neurotoxicity.  On  2.0  Gm.  per  day  for  two 
months,  63  per  cent  will  sustain  such  damage.11 
On  a dosage  of  2.0  Gm.  for  four  months,  80  per 
cent  will  have  toxicity.  There  are  wide  indi- 
vidual variations;  a few  patients  may  have 
neurotoxicity  after  only  a week  of  therapy. 
Others  do  not  develop  it  until  after  six  months. 
Almost  all  neurotoxicity  due  to  streptomycin  is 
vestibular  with  vertigo,  giddiness,  nausea,  and 
disturbances  of  gait  and  balance.  These  symap- 
toms  are  acute  for  a week  or  two,  then  subside 
as  the  patient  is  able  to  compensate  visually  for 
this  defect.  Eventually  there  may  be  some  re- 
turn of  vestibular  function  in  a few  patients. 
Conversely  with  dihydrostreptomycin  perceptive 
deafness  is  produced  more  commonly,  and  vestib- 
ular troubles  are  unexpected.  The  deafness  is 
usually  heralded  by  tinnitus,  then  obvious 
symptomatic  hearing  defects.  A few  improve 
with  drug  withdrawal,  but  many  retain  severe 
and  permanent  hearing  loss.  Unlike  the  loss  of 
vestibular  function,  there  is  no  possibility  of 
physiologic  compensation  for  this  defect. 

Most  renal  effects  of  streptomycin  are  minimal. 
Cylindruria  may  be  seen  within  the  first  forty- 
eight  hours  of  drug  administration.  Hyaline  or 
granular  casts  appear  in  50  to  70  per  cent  of  cases 
after  a week.  About  20  per  cent  of  cases  on 
long-term  therapy  have  small  degrees  of  albu- 
minuria. Clinically  significant  renal  damage  with 
disturbances  in  urea  clearance,  phenosulphon- 


phthalein  excretion  or  rise  in  nonprotein  nitrogen 
are  seen  in  only  1 or  2 per  cent  of  cases. 

Local  irritative  effects  are  occasionally  seen 
after  intramuscular  administration,  but  they  are 
frequent  if  the  subcutaneous  route  is  used.  In- 
stillation of  either  streptomycin  or  dihydrostrep- 
tomycin into  joints  is  frequently  attended  by 
irritative  phenomena.  Intrathecal  administra- 
tion is  more  hazardous  than  with  penicillin, 
because  the  likelihood  of  eighth  nerve  damage  is 
increased.  The  maximum  permissible  intrathe- 
cal dose  for  adults  is  50  mg.  in  10  cc.  of  solution. 

Pa ra-aminosalicyclic  Acid 

Intolerance  to  “PAS”  in  tuberculous  patients 
is  rather  common  and  consists  mainly  of  gastro- 
intestinal upsets.  Anorexia,  nausea,  and  vomit- 
ing are  not  infrequent,  and  occasionally  diarrhea 
develops.  These  symptoms  are  usually  mild  and 
generally  improve  with  omission  of  the  drug  for 
a few  days  and  resumption  at  a lower  dosage. 
As  a rule,  the  higher  the  dose,  the  more  frequent 
the  intolerance.  Occasionally  a switch  in  brand 
of  preparation  will  solve  the  problem.  Much 
more  uncommon  are  truly  allergic  reactions  to 
PAS.  Drug  fever  and  rashes  have  been  described 
occurring  between  the  third  and  fourth  week  of 
therapy.  Bone  marrow  depression  has  been 
reported  with  leukopenia  or  thrombocytopenia. 
A few  cases  of  Loeffler’s  syndrome  due  to  PAS 
have  been  reported.12 

The  Tetracyclines,  Chloramphenicol, 
and  Erythromycin 

The  broad  spectrum  antibiotics  and  erythro- 
mycin have  many  common  undesirable  side- 
effects  and  are  discussed  together.  For  instance, 
pure  allergies  are  uncommon  from  any  one  of 
them,  while  gastrointestinal  reactions  and  super- 
infections are  seen  often.  Kutscher  et  nl.u  has 
reviewed  all  of  the  literature  up  to  1954  and  re- 
ported the  incidence  of  these  reactions.  Table  I 
is  taken  from  his  review. 

Dermatitis,  although  occasionally  seen  after 
chloramphenicol,  is  infrequent  after  chlortetra- 
cycline  and  is  even  less  common  following  the 
newer  tetracyclines.  Anaphylactoid  reactions 
have  followed  chloramphenicol,  as  cited  by  Von 
Oettingen,6  but  not  reported  following  the  tetra- 
cyclines or  erythromycin.  Cutaneous  toxic  re- 
actions are  extremely  rare  following  erythro- 
mycin, only'  four  such  case  reports  having  been 
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TABLE  I. — Incidence  of  Side-Reactions  Following 
Chlortetracycline  and  Chloramphenicol* 


Side-Effect 

Chlortetra- 
cycline 
(Per  Cent) 

Chloramphenicol 
(Per  Cent) 

Dermatitis 

1.80 

6.04 

Proctitis 

3.62 

3.17 

Nausea  or  vomiting 

23.34 

5.62 

Diarrhea 

9.61 

5.09 

General  oral  disturbances 

7.07 

29.46 

Stomatitis 

22.90 

4.15 

Glossitis 

1.34 

11.86 

Cheilosis 

2.29 

3.41 

Tongue  discoloration 

2.19 

2.00 

Altered  taste 

12.50 

15.89 

* From  Kutscher,  Lane,  and  Segall,  1954.  Permission  to 
use  this  chart  was  graciously  given  by  the  authors  and  the 
editor  of  the  Journal  of  Allergy. 


noted  by  Herrell.14  Gastrointestinal  disturb- 
ances are  almost  as  uncommon,  and  Kutscher 
reports  nausea  and  vomiting  in  only  1.35  per 
cent  of  cases  receiving  erythromycin.  In  con- 
trast, many  patients  receiving  chlortetracycline 
or  oxytetracycline  have  gastrointestinal  disturb- 
ance of  some  order.  Finland  et  al.lh  reports 
diarrhea  in  19  per  cent  of  patients  receiving 
oxytetracycline,  10  per  cent  of  those  receiving 
chlortetracycline,  but  only"  5 per  cent  with  tetra- 
cycline hydrochloride.  The  frequency  of  nausea 
and  vomiting  after  tetracycline  hydrochloride  is 
probably  also  under  5 per  cent  in  contrast  to 
oxytetracycline  or  chlortetracycline. 

The  pathogenesis  of  many  of  these  gastro- 
intestinal reactions  is  uncertain.  Glossitis  and 
cheilosis  have  been  attributed  to  vitamin  defi- 
ciency secondary  to  disturbances  in  bowel  flora. 
On  the  other  hand,  the  B-complex  vitamins  have 
not  been  curative,  although  it  is  stated  that  oral 
reactions  are  less  severe  when  vitamins  are 
given.16  The  role  of  infection  by  monilia  in  the 
production  of  oral  lesions  after  broad-spectrum 
antibiotics  probably’  has  been  overemphasized, 
and  they  probably  play’  little  or  no  part  in  their 
development.17  Frequently,  however,  superin- 
fection with  Staphylococcus  aureus  produces 
severe  stomatitis  and  pharyngitis  following  the 
administration  of  these  drugs. 

Nausea  and  vomiting  are  attributable  to 
gastric  irritation.  The  diarrhea  may’  be  due 
either  to  an  irritative  phenomena,  or  more 
probably  to  shifts  in  bacterial  flora  of  the  large 
bowel.  Occasionally  the  shift  in  flora  is  foflowed 
by’  overgrowth  of  Staphylococcus  aureus  within 
the  bowel  and  results  in  diarrhea.18  Staphy'- 
lococcal  diarrhea  is  not  uncommon  with  adminis- 
tration of  oxytetracycline  but  is  less  common 
with  chlortetracycline.  It  is  still  less  common 


following  tetracycline  hydrochloride  or  ery’thro- 
mycin.  Pseudomembranous  enterocolitis  due 
to  bowel  infection  with  Staphylococci  has  been 
reported  to  follow  the  administration  of  these 
drugs.  It  is  a fulminating  and  serious  disease 
with  a high  mortality’  rate. 

Even  less  well  understood  are  the  rare  reports 
of  liver  damage  following  the  use  of  the  tetra- 
cy’clines  or  chloramphenicol.  The  appearance 
of  fatty  infiltration  of  the  liver  has  been  demon- 
strated by  Faloon19  and  by’  Lepper  and  his  associ- 
ates20 after  chlortetracycline  and  oxytetracycline. 
This  has  been  attributed  to  a metabolic  change 
involving  a shift  to  negative  nitrogen  balance. 
That  the  tetracyclines  have  further  metabolic 
effects  is  illustrated  by  growth  promotion  by 
small  amounts  of  chlortetracycline  in  chick 
feeds  and  the  apparent  beneficial  effect  of  tetra- 
cy’clines  in  acne.  The  latter  is  said  to  be  related 
to  an  effect  upon  hormonal  changes  in  that  dis- 
ease. Tetracy’cline  apparently  has  effects  on  the 
host  aside  from  purely  antibacterial  action.  It 
may  be  some  of  these  that  contribute  to  certain 
of  its  side-reactions. 

The  bone  marrow  depressive  effects  of  chlor- 
amphenicol deserve  special  mention.  While 
these  are  reported  after  a multitude  of  drugs, 
those  following  chloramphenicol  have  received 
much  publicity’.  Much  of  this  is  undeserved,  as 
many  of  the  reported  cases  received  other  addi- 
tional medications  or  were  exposed  to  noxious 
substances  as  Welch  et  al.21  point  out.  Never- 
theless, it  is  certain  that  tills  drug  is  capable  of 
bone  marrow  depression,  producing  aplastic 
anemia,  agranulocytosis,  or  thrombocytopenia. 
Larger  doses  or  longer  periods  of  administration 
may  increase  the  hazard.  It  is  still  necessary’  to 
exercise  caution  in  the  prescription  of  chlor- 
amphenicol as  recommended  by’  the  United 
States  Food  and  Drug  Administration. 

Su  If  on  a mides 

Undesirable  side-effects  from  this  group  of 
drugs  are  probably  overemphasized.  Certainly’ 
the  toxic  reactions  of  sulfanilamide  and  other 
early’  sulfonamides  were  very  common.  Recently 
Yow22  has  re-evaluated  sulfonamide  therapy  in 
the  fight  of  presently  available  newer  compounds 
and  has  found  the  incidence  of  reactions  similar 
to  that  following  broad-spectrum  antibiotics. 
The  relative  frequencies  of  such  complications 
are  given  in  Table  II. 

Yow’s  reported  experience  with  1,000  cases 
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TABLE  II. — Undesirable  Side-Effects  Associated  with 
the  Administration  of  Newer  Sulfonamides* 


Side-Effect 

Per  Cent 

Dermatitis 

1.5 

Fever 

1.5 

Toxic  nephritis 

(Rare) 

Hematuria 

(Rare) 

Anuria 

(Rare) 

Nausea 

1.0 

Vomiting 

0.3 

Diarrhea 

(Rare) 

Blood  dyscrasia 

Agranulocytosis 

0.1 

Aplastic  anemia 

(Rare) 

Purpura 

0.03 

Hemolytic  anemia 

0.05 

Hypoprothrombinemia 

(Rare) 

* From  E.  M.  Yow,  1955.  Permission  to  use  the  figures 
in  this  chart  was  graciously  given  by  the  editor  of  Annals 
of  Internal  Medicine.  Based  on  sulfadiazine. 


treated  with  sulfisoxazole  describes  no  examples 
of  serious  renal  toxicity  or  agranulocytosis.23 
Leukopenia  is  seen,  but  is  reversible  after  drug 
withdrawal.  The  frequency  of  skin  rash  is 
greater  than  that  seen  with  the  tetracyclines 
but  much  less  than  that  seen  with  penicillin  or 
streptomycin.  Drug  fever  is  more  commonly 
seen  with  sulfonamides  (1.5  per  cent),  but  this 
figure  is  based  on  sulfadiazine  rather  than  the 
newer  sulfisoxazole  or  sulfomethopyridazine  (Ky- 
nex).  Gastrointestinal  toxicity  is  significantly 
less  common  than  with  broad-spectrum  anti- 
biotics, and  staphylococcal  diarrheas  are  not  seen. 

Bacitracin  and  Polymyxin  B 

Bacitracin  is  remarkably  free  of  allergic  com- 
plications. Topical  application  is  very  rarely 
attended  by  allergic  reactions  or  irritative 
phenomena  and  is  quite  safe.  Systemic  admin- 
istration, however,  is  accompanied  by  certain 
hazards.  Some  reports  indicate  that  albuminuria 
and  occasionally  nitrogen  retention  occur  but 
are  not  of  significant  frequency  or  severity.24 
Other  reports25-26  indicate,  however,  that  the 
renal  effects  are  significant.  Miller  et  al .26 
showed  that  administration  of  therapeutic 
doses  of  bacitracin  parenterally  was  followed 
“uniformly”  by  albuminuria  and  demonstrable 
depression  of  tubular  and  glomerular  function. 
Therefore,  it  is  now  customary  and  even  advis- 
able to  reserve  bacitracin  for  infections  in  which 
other  and  less  toxic  drugs  are  ineffective.  If  it 
is  used,  daily  urinalyses  and  blood  urea  or  non- 
protein determinations  must  be  performed  and 
the  drug  withdrawn  when  signs  of  renal  impair- 
ment appear.  Usually  proteinuria  and  casts 
appear  in  significant  amounts  after  about  four 


days  of  therapy. 

Polymyxin  B is  similar  to  bacitracin  in  its 
toxic  properties.  Topical  use  is  followed  by  no 
adverse  effects.  Oral  administration  may  cause 
mild,  transient  abdominal  cramps  or  diarrhea 
Parenteral  use,  however,  may  cause  toxic  re- 
actions involving  the  central  nervous  system 
and/or  kidney.  A variety  of  reversible,  tran- 
sient, neural  effects  are  described  following  ther- 
apeutic doses,  including  paresthesias,  vertigo 
and  nausea,  and  circumoral  flushing.  After  large 
doses  incoordination  and  ataxia  may  be  seen. 
Drug  fever  is  only  occasionally  seen,  and  skin 
rashes  are  extremely  rare.  The  renal  effects  are 
more  significant  and  are  frequent  at  higher  dosage 
levels  (over  2.5  mg.  per  Kg.  body  weight  per  day). 
The  works  of  Yow  and  Moyer27  and  Hopper  et  al.2% 
indicate  that  any  pre-existing  kidney  disease 
greatly  increases  the  chances  of  nephrotoxicity. 
As  in  the  case  of  bacitracin,  both  glomerular  and 
tubular  damage  are  seen  with  albuminuria  and 
appearance  of  red  blood  cells  and  granular  casts 
in  the  urine.  If  the  drug  is  continued,  oliguria 
and  azotemia  appear.  The  same  precautions 
must  be  taken  while  administering  polymyxin 
as  bacitracin,  namely,  reservation  of  its  use  to 
situations  where  no  other  drug  is  effective  and 
following  the  urinalyses  and  blood  urea  nitrogen 
daily. 

Superinfections 

The  antibacterial  drugs  now  available  arc  of 
sufficient  potency  to  produce  profound  changes  in 
bacterial  flora  of  the  body  cavities  and  other 
tissues  of  the  host.  These  are  capable  of  pro- 
ducing certain  disease  states  which  must  be 
considered  as  complications  of  drug  therapy. 
Superinfection  with  overgrowth  of  organisms 
not  susceptible  to  a drug  or  drugs  being  used  in  a 
given  patient  is  frequently  seen.  It  is  a disease 
state  produced  specifically  by  antibacterial 
therapy.  In  general,  the  wider  the  antibacterial 
spectrum  of  a drug,  the  more  frequently  super- 
infection occurs.  According  to  Yow,22  super- 
infection is  rare  in  sulfonamide  therapy  and 
occurs  in  only  1 .4  per  cent  of  cases  receiving  peni- 
cillin. With  the  use  of  broader  spectrum  drugs, 
particularly  those  which  more  profoundly  disturb 
gram-negative  flora,  the  figures  are  appreciably 
higher.  Streptomycin  therapy  is  followed  by 
superinfections  in  as  many  as  13  per  cent  of  cases, 
chloramphenicol  in  15  per  cent,  and  the  tetra- 
cyclines in  10  per  cent  of  cases.  The  “prophy- 
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luetic”  use  of  drugs  is  most  apt  to  produce  the 
syndrome.  Weinstein29  studied  428  cases  of 
rubeola  and  noted  that  secondary  bacterial 
infections  occurred  in  30.4  per  cent  of  those  re- 
ceiving prophylactic  antibiotics,  while  only  14.9 
per  cent  of  cases  receiving  no  prophylactic  drug 
were  infected.  Similar  experiences  have  been 
reported  in  bulbar  poliomyelitis.  In  Weinstein’s 
series  of  165  cases  of  poliomyelitis  the  incidence 
of  secondary  infection  was  16  per  cent  in  cases 
receiving  no  chemoprophylaxis  and  53  per  cent  in 
those  receiving  drugs  prophylactically.  In  addi- 
tion, it  has  been  shown  by  Lepper  et  al.30  as  well 
as  Weinstein  that  when  secondary  infection  occurs 
in  patients  receiving  prophylactic  antibiotics,  it 
is  often  with  unusual  or  drug-resistant  organ- 
isms. These  include  Bacillus  pyocyaneus,  Aero- 
bacter  aerogenus,  Hemophilus  influenzae,  Staph- 
ylococcus aureus,  and  Bacillus  proteus.  The 
resulting  infection  is  then  difficult  to  control. 
The  recent  literature  contains  many  references  to 
the  problem  of  drug-resistant  staphylococci  and 
the  increasing  importance  in  hospital  infections. 
Howe31  has  reported  an  increase  in  postoperative 
wound  infections  in  the  face  of  increased  use  of 
antibiotics  and  that  most  of  these  are  caused  by 
drug-resistant  staph ylococci.  It  is  apparent  then 
that  all  infections  cannot  be  prevented  with  anti- 
bacterial drugs  and  that  occasional] y the  situa- 
tion may  be  the  worse  for  their  use. 

Comrnen  t 

In  the  preceding  brief  review  it  is  noted  that  the 
ill  effects  of  antibacterial  therapy  are  of  three 
types:  allergic  phenomena,  purely  toxic  actions, 
and  superinfections.  No  drugs  now  available 
are  completely  free  of  these  effects,  nor  is  any 
future  new  drug  likely  to  be  so.  Even  if  such  a 
theoretical  allergy-free  and  toxicity-free  sub- 
stance were  produced,  the  very  fact  of  its  anti- 
bacterial action  would  cause  undesirable  effects. 
If  a drug  is  sufficiently  potent  to  alter  bacterial 
growth  in  the  host,  it  automatically  sets  the  stage 
for  superinfection  with  resistant  organisms  for 
no  drug  will  suppress  all  known  bacteria.  With 
any  new  treatment  for  any  disease  an  initial 
period  of  overzealous  enthusiasm  for  its  use  gener- 
ally occurs.  Inevitably,  later  on  a new  therapy 
comes  to  be  regarded  with  sober  conservatism 
and  used  only  in  its  proper  place.  The  same  eval- 
uation must  eventually  occur  in  the  field  of 
antibacterial  therapy,  for  it  is  apparent  that  these 
drugs  are  not  harmless. 


Summary  and  Conclusions 

A short  review  of  the  multiple  untoward 
reactions  to  antibacterial  drugs  is  presented. 
Only  those  substances  commonly  prescribed  are 
included  along  with  representative  references  to 
more  detailed  information  on  the  subject.  It 
may  be  concluded  that  greater  caution  must  be 
observed  in  the  use  of  these  drugs,  for  their  ill 
effects  are  neither  infrequent  nor  insignificant. 
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Problems  Facing  the  General  Practitioner  in 

Thyroid  Disease 

BENNETT  W.  BILLOW,  M.D.,  NEW  YORK  CITY 


The  diagnosis  and  management  of  thyroid 
disease  present  confusing  and  uncertain  as- 
pects to  the  general  practitioner.  He  is  bom- 
barded by  a multitude  of  contradictory  state- 
ments and  statistics  from  surgeons  and  internists 
in  the  field.  When  the  classic  manifestation  of 
hyperthyroidism  is  present,  the  diagnosis  is  easy. 
However,  not  uncommonly  the  signs  and  symp- 
toms of  thyroid  dysfunction  may  be  masked,  or 
the  symptomatology  may  be  bizarre.  This  is 
particularly  true  of  hypothyroidism  where  a high 
index  of  suspicion  or  awareness  on  the  part  of  the 
practitioner  is  necessary  for  its  diagnosis. 

In  such  cases  the  physician  is  faced  with  the 
problem  of  choosing  the  most  accurate,  the  most 
simple  and  time  saving,  and  the  least  costly  tests 
for  his  patient.  Shall  it  be  the  measurement  of 
the  basal  metabolic  rate,  or  should  he  choose  the 
serum  protein  bound  iodine  test?  Should  lie  rec- 
ommend radioactive  iodine  (I131)  uptake  studies 
as  a screening  modality?  What  confirmatory  or 
additional  aid  can  he  derive  from  blood  choles- 
terol studies?  To  add  to  his  bewilderment,  how 
should  he  manage  the  asymptomatic  thyroid  nod- 
ule? Should  it  be  left  alone?  Should  he  advise 
surgery?  If  so,  should  it  be  the  conventional 
radical  operation  with  the  removal  of  the  sterno- 
cleidomastoid muscle,  or  is  local  enucleation 
sufficient? 

Are  multiple  adenomas  more  precancerous  than 
single  nodes?  Alarming  statistics  show  that  any- 
where from  5 per  cent  of  the  nontoxic  nodular 
goiters  up  to  25  per  cent  of  the  solitary  nodules  of 
the  thyroids  will  prove  to  be  cancer.  What 
governs  his  choice  of  therapy  for  hyperthy- 
roidism? The  general  practitioner  now  has  three 
methods  available  to  him,  surgery,  prolonged  use 
of  antithyroid  drugs,  or  radioactive  iodine  (I131). 
Which  shall  it  be?  These  are  some  of  the  com- 
mon problems  facing  the  practitioner  who  at- 
tempts to  evaluate  his  thyroid  patients. 

There  are  no  black-and-white  answers  to  these 
problems.  Yet  in  spite  of  the  divergence  of 
opinions  and  limitations  of  our  knowledge,  some 


guide  may  be  offered  to  the  general  practitioner. 
After  all  it  is  he  who  is  the  family  friend  and 
counselor,  and  thus,  the  final  disposition  of  the 
case  rests  with  him. 

Diagnosis  of  Hyperthyroidism 

Hyperactive  thyroid  disease  can  most  often  be 
diagnosed  in  the  office  without  additional  lab- 
oratory aids.  Therefore,  we  do  not  propose  to 
discuss  cases  which  present  obvious,  classic  signs. 
We  would  like  to  stress  the  difficulty  in  the  dif- 
ferential diagnosis  between  mild  cases  of  thyrotox- 
icosis, somatic  manifestations  of  tension  and 
acute  anxiety  states,  and  neurocirculatory  asthe- 
nia. Not  infrequently  thyrotoxicosis  has  been 
wrongly  diagnosed  and  treated  as  an  anxiety  or 
psychoneurotic  state. 

It  is  important  that  the  practitioner  bear  in 
mind  that  the  classic  hyperthyroid  picture  is 
most  often  missing  in  elderly  persons.  These 
patients  frequently  present  symptoms  of  recur- 
rent or  persistent  chronic  cardiac  arrhythmia  or 
heart  failure  with  unexplained  weight  loss.  Eye 
signs,  goiter,  and  tremor  are  usually  absent. 
Diagnosis  in  such  cases  may  be  easily  missed  and 
the  etiology  still  remain  unrecognized.  Because 
of  the  gradual  and  constant  weight  loss  and,  not 
infrequently,  the  presence  of  diarrhea,  many  of 
these  geriatric  patients  are  investigated  for  neo- 
plastic diseases. 

Mistakes  in  the  diagnosis  of  hyperthyroidism 
may  easily  occur  when  patients  present  atypical 
clinical  symptoms  or  “masked”  bizarre  manifes- 
tations of  toxicity.  Although  an  increasing 
number  of  reports  and  textbooks  refer  to  masked 
hyperthyroidism,  it  is  now  our  impression  that 
the  condition  occurs  much  more  frequently  than 
recognized.  If  unfortunately  this  diagnosis  fails 
to  occur  to  the  physician,  these  patients  will  not 
be  given  effective  therapy.  Thyroid  glands  can 
play  an  important  part  in  producing  gastroin- 
testinal symptoms  without  the  usual  thyroid 
syndrome  or  demonstrable  enlargement  of  the 
glands.  Verbrycke1  in  1931  reported  34  cases  of 
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masked  gastrointestinal  hyperthyroidism.  He 
found  inexphcable,  persistent  abdominal  pain  in 
ten  patients,  while  nine  patients  had  nausea  and 
vomiting.  In  many  instances  thyroid  dysfunc- 
tion was  not  even  suspected  at  the  first  examina- 
tion. 

Osteoporosis  with  excessive  loss  of  calcium  and 
phosphorus  in  the  urine  and  stool  is  not  infrequent 
in  hyperthyroidism.2'3  However,  the  association 
of  periarthritis  or  tendonitis  and  bursitis  of  the 
shoulder  with  hyperthyroidism  is  not  so  widely 
known.  In  1928  Duncan4  first  reported  this 
relationship.  Since  then  Dickson5  and  Skillern6 
have  stressed  this  association  in  their  publica- 
tions. Their  patients  had  pain  in  the  shoulder 
with  limitation  of  motion.  Complete  control  of 
hyperthyroidism  resulted  in  prompt  remission  of 
periarthritis.  Meulengracht  and  Schwartz7 
found  that  27  per  cent  of  patients  with  tendonitis 
or  bursitis  of  the  shoulder  had  some  form  of 
thyroid  disease.  Chapman  and  M aloof8  found 
coexistent  subacromial  bursitis  in  4 per  cent  of 
their  patients  with  hyperthyroidism. 

Neurologic  symptoms  may  be  the  presenting  or 
outstanding  features  of  hyperthyroidism  at 
times.  Waldenstrom9  described  ten  such  pa- 
tients. He  called  these  manifestations  the  en- 
cephalopathic  form  of  hyperthyroid  disease. 
Perusal  of  this  report  would  certainly  be  worth- 
while reading.  Recently  Chapman  and  Maloof8 
reported  detailed  case  histories  of  some  of  their 
patients  with  masked  hyperthyroidism.  They 
alerted  physicians  to  be  on  the  lookout  for  unu- 
sual symptoms  of  the  disease. 

Although  hyperthyroidism  in  children  is  rare, 
it  does  occur,  and  its  clinical  manifestations  are 
similar  to  the  adult  form  of  thyrotoxicosis. 
Earl}'  recognition  and  treatment  are  imperative; 
the  longer  hyperthyroidism  is  unrecognized  in 
children,  the  more  deleterious  are  its  effects. 
Diagnosis  may  be  difficult  early  in  the  course  un- 
less the  disease  is  sought  for.  Other  associated 
changes,  such  as  emotional  problems,  fatigue,  ir- 
ritability, growth  disturbance,  and  infection,  may 
mimic  other  more  common  childhood  diseases,  so 
that  thyroid  disease  may  continue  unrecognized.10 
Awareness  of  its  existence  on  the  part  of  the  ex- 
aminer is  important  for  immediate  and  adequate 
treatment  is  imperative. 

Apart  from  the  problems  in  differential  diagno- 
sis of  thyrotoxicosis,  as  discussed  above,  and 
some  of  the  unusual  and  uncommon  symptoms, 
the  diagnosis  as  a rule  is  simple  and  can  be  made 


without  the  use  of  screening  laboratory  tests. 
However,  when  additional  tests  are  needed  to 
confirm  the  presence  of  disease,  which  one  should 
the  physician  select?  Measurement  of  the  basal 
metabolic  rate  has  long  been  utilized  as  an  office 
procedure.  Cantarow11  feels  that  in  spite  of  its 
limitations,  it  is  the  most  useful  single  routine 
laboratory  procedure  for  the  evaluation  of  thy- 
roid function.  We  feel,  along  with  Zieve,12 
Starr,13  Jaffee  and  others,14  that  the  study  of  the 
basal  metabolic  rate  contributes  little  informa- 
tion. Apart  from  its  lack  of  specificity  and  possi- 
bilities for  errors  in  technic,  we  have  found  that 
many  patients  who  are  asthmatics,  cardiacs,  neu- 
rotics, or  who  have  respiratory  diseases  are  un- 
suitable for  the  test.  Apprehension  or  fatigue 
may  interfere  with  the  “basal”  conditions  neces- 
sary for  the  proper  interpretation  of  the  test.  It 
is  frequently  necessary,  therefore,  to  repeat  the 
test  several  times  (both  a costly  and  time-con- 
suming procedure).  Besides,  as  we  all  know, 
many  morbid  processes  or  conditions  other  than 
thyroid  disease  may  affect  the  basal  metabolic 
rate.  Pheochromocvtoma,  leukemias,  preg- 
nancy, and  hypertension  may  give  elevated  read- 
ings, while  low  readings  are  often  found  in  neph- 
rosis, starvation,  Addison’s  disease,  and  anemic 
states.11 

Hyperthyroidism  without  apparent  elevation 
of  the  basal  metabolic  rate  has  been  observed  by 
my  colleagues  and  myself  in  our  Thyroid  and 
Radioisotope  Clinic,  Harlem  Hospital.  Many  of 
these  patients  were  previously  treated  as  neurotic 
or  hypertensive.  Other  workers15,16  have  reported 
this  observation  in  the  literature.  Hence,  we 
have  given  up  this  modality  as  a screening  test  for 
thyroid  dysfunction  in  our  office,  but  do  continue 
to  use  it  as  a research  tool  in  our  clinic.  Further 
observation  will  be  reported  in  a forthcoming 
publication. 

Of  the  other  two  modalities,  protein-bound 
blood  iodine  level  and  radioactive  iodine  (I131) 
uptake  studies,  we  prefer  the  latter.  It  is  a 
simpler,  less  expensive,  and  less  time-consuming 
screening  test.  We  agree  with  Cantarow11  who 
states  that  determination  of  protein-bound  iodine 
requires  specialized  technical  skill,  care,  and  ex- 
perience and  does  not  lend  itself  at  the  present 
time  to  routine  use  in  general  clinical  laboratories, 
although  in  the  hands  of  Blackburn  and  Power17 
the  determination  of  serum  protein-bound  iodine 
level  proved  to  be  the  most  simple  test  in  the  clini- 
cal evaluation  of  thyroid  function.  Serum  pro- 
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tein-bound  iodine  levels  may  be  altered  in  circum- 
stances other  than  hyper  or  hypothyroidism; 
they  are  increased  in  pregnancy,  leukemia,  and 
lymphomas.18  One  must  also  be  aware  of  the 
spurious  elevations  due  to  previous  ingestion  of 
iodine  preparations  in  cough  mixtures,  thyroid 
drugs,  or  use  of  opaque  media  for  x-ray  diagnosis. 

Zieve  et  al.n  found  radioactive  iodine  to  be 
superior  in  the  diagnosis  of  hyperthyroidism  be- 
cause of  its  ability  to  distinguish  borderline  states. 
My  experience  agrees  with  that  of  Benua,19  how- 
ever, who  states,  “Were  we  all  fortunate  enough 
to  have  as  good  a laboratory  as  Dr.  Power’s 
(Mayo  Clinic)  to  do  these  studies,  the  protein- 
bound  iodine  would  be  a greater  help  in  diagnosis. 
Unfortunately  this  is  not  the  case  in  a great  many 
centers.”  It  is  difficult  to  keep  technicians  long, 
and  with  a change  of  personnel  it  is  necessary  to 
have  the  normal  figures  completely  recalculated. 
We  have  been  unable  to  perform  this  test  in  one 
of  our  large  municipal  hospitals  for  the  above- 
mentioned  reasons. 

Thus,  I have  found  radioactive  iodine  superior 
as  a screening  test  in  thyroid  function  compared 
to  the  serum  protein-bound  studies  done  in  clini- 
cal laboratories.  It  is  particularly  useful  in  dif- 
ferentiating between  hyperthyroidism  and  thy- 
roiditis. In  the  former  levels  of  both  I131  and 
protein-bound  iodine  are  increased,  whereas  in 
the  latter  protein-bound  iodine  remains  high  and 
the  radioactive  iodine  uptake  is  decreased. 
Needless  to  say,  it  is  essential  to  make  sure  that 
the  patient  has  received  no  drugs  which  will  in- 
fluence iodine  uptake  (cortisone,  ACTH,  cough 
mixtures  containing  potassium  iodide,  and  thiou- 
racil  derivatives). 

In  difficult  cases  it  may  be  necessary  to  use  all 
thyroid  indices  for  accurate  diagnosis.  However, 
beware  of  blind  acceptance  of  laboratory  tests  if 
they  are  out  of  line  with  your  clinical  findings. 
In  the  best  of  hands  technical  errors  may  occur, 
and  it  would  be  prudent  to  repeat  these  tests  in 
another  laboratory  before  discarding  your  clinical 
impression.  In  these  cases  the  physician  should 
rely  on  his  clinical  judgment.  Therefore,  we 
employ  a therapeutic  trial  with  either  Lugol’s 
solution  or  thiouracil  derivatives.  A favorable 
response  is  indicated  by  weight  gain  and  by 
amelioration  of  toxicity  and  other  symptoms, 
with  a recurrence  of  toxicity  following  discontinu- 
ance of  therapy.  Thus,  in  essence  the  diagnosis 
of  thyroid  dysfunction  rests  on  clinical  judgment 
and  acumen. 


Diagnosis  of  Hypothyroidism 

Unlike  hyperthyroidism  there  are  no  obvious 
dramatic  symptoms  or  classic  signs  that  are  ap- 
parent in  hypothyroid  disease.  Apart  from  the 
rare  myxedema  syndrome  there  is  no  clear-cut 
clinical  picture  of  thyroid  deficiency,  and  unless  a 
history  is  carefully  taken,  even  with  the  subclini- 
cal  telltale  marks  of  rough  dry  hair,  brittle  finger- 
nails, intolerance  to  cold,  loss  or  thinning  of  ex- 
ternal (outer)  halves  of  eyebrows,  diagnosis  may 
be  missed.  Most  of  these  changes  are  gradual 
and  are  often  misconstrued  and  misdiagnosed  as 
symptoms  of  other  disease  states.  Hence,  it  is 
not  surprising  that  the  diagnosis  of  hypothroidism 
remains  a difficult  problem  for  the  practitioner. 
We  do  not  exaggerate  when  we  say  that  in  most 
instances  the  origin  of  thyroid  insufficiency  is  not 
apparent  and  the  condition  for  which  the  patient 
seeks  relief  may  mimic  another  disease  for  which 
he  may  receive  ineffective  therapy.  Clinical 
awareness  on  the  part  of  the  physician  and  a high 
index  of  suspicion  are  necessary  for  its  detection. 
Since  there  is  no  specific  hypothyroid  symptoma- 
tology and  the  laboratory  aids  (basal  metabolic 
rate,  radioactive  iodine,  and  protein-bound 
iodine)  discussed  under  hyperthyroidism  are 
even  less  accurate  in  thyroid  insufficiency,  we 
recommend  and  employ  a therapeutic  trial  by 
substitution  therapy.  If  the  complaints  of  the 
patient  are  not  corrected  after  careful  and  ade- 
quate therapy,  the  patient  is  not  suffering  from 
thyroid  deficiency. 

We  want  to  emphasize  that  normal  basal  met- 
abolic rate,  normal  protein-bound  iodine  levels, 
and  normal  blood  cholesterol  and  radioactive 
iodine  uptake  levels  do  not  rule  out  hypothyroid- 
ism. In  many  instances  these  tests  may  be 
helpful  in  confirming  our  clinical  impressions,  but 
they  are  not  to  be  implicitly'  relied  on.  While 
plasma  cholesterol  tends  to  be  high  in  untreated 
hypothyroidism,  it  is  also  elevated  in  diabetes 
mellitus,  nephrotic  syndrome,  and  in  xantho- 
matosis.20,21 On  the  other  hand,  hypometab- 
olism  does  not  necessarily  indicate  hypothyroid- 
ism. Along  with  other  observers,22,23  we  have 
seen  patients  with  a low  basal  metabolic  rate  of 
minus  20  to  30  who  do  not  appear  to  be  myxedema- 
tous and  who  do  not  improve  with  substitution 
thyroid  the  rap}’.  Their  thyroidal  I131  and  levels 
of  protein-bound  iodine  and  serum  cholesterol 
are  within  normal  limits.  When  other  causes  of 
hypometabolism,  such  as  nephrosis,  Addison’s 


October  1,  1957 


3127 


BENNETT  W.  BILLOW 


disease,  hypopituitarism,  and  malnutrition,  have 
been  ruled  out,  these  patients  are  not  infrequently 
labeled  as  “psychoneurotics.”  The  cause  of 
this  type  of  hypometabolic  insufficiency  is  still 
unknown,  but  it  should  be  considered  before  la- 
beling a patient  hypothyroid.  We  have  success- 
fully treated  several  patients  suffering  from  the 
syndrome  of  metabolic  insufficiency  with  small 
doses  of  L-Triiodothyronine.  None  of  these 
had  previously  responded  to  substitution  thyroid 
therapy. 

Classification  and  diagnosis  of  thyroid  dys- 
function by  rigid  application  of  figures  is  apt  to 
be  very  misleading.  At  the  risk  of  repetition  we 
want  to  stress  that  in  the  evaluation  of  thyroid 
function  physical  examination  and  a painstak- 
ingly careful  history  are  most  important  in  arriv- 
ing at  a diagnosis,  and  when  in  doubt,  therapeutic 
tests  with  dessicated  thyroid  should  be  adminis- 
tered. 

The  physician  is  apt  to  be  on  the  lookout  for 
thyroid  insufficiency  following  thyroidectomy,  but 
in  most  instances,  the  bothersome  symptoms  may 
be  elusive.  Indeed,  many  of  the  patients’  com- 
plaints may  send  them  to  various  specialists  for 
relief.  The  following  is  a brief  summary  of 
these  complaints  (those  interested  in  details  will 
find  excellent  reviews  on  the  subject.24-32) . 

1.  Gastrointestinal  complaints:  Twenty-five 
years  ago  Brown24  stressed  that  it  is  advisable  to 
consider  the  possibility  of  unrecognized  hypothy- 
roidism in  cases  of  severe  and  chronic  constipa- 
tion, particularly  in  women  over  forty.  Abdom- 
inal discomfort  or  pain  at  times  may  mimic  pep- 
tic ulcer  or  gallbladder  disease. 

2.  Gynecologic  complaints:  (a)  menstrual  dis- 
orders, such  as  amenorrhea  and  menorrhagia, 
(6)  anovulation,  infertility,  and  habitual  abor- 
tion, and  (c)  mastalgia  and  cystadenosis  of  the 
breast. 

3.  Circulatory  complaints:  bradycardia, 

weakness,  dizziness,  dyspnea,  and  anemia. 

4.  Allergic  rhinitis. 

5.  Geriatric  complaints : A number  of  reports 
have  stressed  the  need  for  evaluating  thyroid 
deficiences  in  the  aged  with  rapid  improvement 
following  thyroid  therapy. 

To  summarize,  the  clinical  picture  produced  by 
hypothyroidism  depends  on  the  age  of  the  patient 
at  onset ; for  example,  if  the  disease  is  congenital, 
cretinism  develops.  Adolescent  hypothyroidism 
is  similar  to  adult  hypothyroidism  with  retarded 
body  growth  in  addition.  In  adults  myxedema 


is  rare,  but  mild  hypothyroidism  is  of  frequent  oc- 
currence. Thus,  a broadening  of  clinical  con- 
cepts of  hypothyroidism  is  required  of  physicians 
if  diagnosis  is  to  be  made  early  and  more  fre- 
quently. 

Treatment 

After  diagnosis  of  thyroid  dysfunction  the  de- 
cision as  to  the  final  disposition  of  the  patient 
rests  with  the  general  practitioner.  Let  us 
briefly  discuss  a few  of  these  problems. 

Hyperthyroid  Patients. — Several  factors 
govern  the  choice  of  therapy  for  hyperthyroidism. 
Needless  to  say,  it  must  be  tailored  to  the  needs 
of  the  individual  patient.  In  arriving  at  this 
decision  the  benefits  of  the  particular  therapy 
advocated  must  be  measured  against  actual  or 
potential  ill  effects.  We  feel  that  young  people 
with  uncomplicated  thyrotoxicosis  should  be 
treated  by  surgery,  which  should  also  be  used  in 
the  J'oung  and  middle-aged  individuals  with  toxic 
nodular  goiter. 

Radioactive  iodine  is  our  preferred  treatment 
for  patients  over  forty  with  Grave’s  disease. 
There  is  unanimity  of  opinion  that  all  toxic  re- 
current goiters  at  any  age  should  be  treated  with 
radioiodine.  We  also  employ  it  to  relieve  the 
toxic  symptoms  in  preparation  for  surgical  treat- 
ment of  the  disease.  It  is  our  impression,  along 
with  other  observers,33  that  patients  with  exoph- 
thalmos get  along  better  with  radioiodine  treat- 
ment than  after  thyroidectomy.  We  also  use 
I131  for  patients  who  have  serious  complications  of 
hyperthyroidism  such  as  heart  disease,  for  pa- 
tients who  are  poor  surgical  risks,  and  for  unco- 
operative patients  on  medical  management. 
Surgery  is  recommended  in  patients  with  obstruc- 
tive symptoms  or  serious  cosmetic  disturbances. 

Radioactive  iodine  has  the  therapeutic  ad- 
vantage of  being  almost  completely  effective  in 
controlling  the  disease.  There  are  fewer  recur- 
rences than  in  any  other  form  of  treatment. 
There  is  no  discomfort  in  administration  and 
practically  no  complication  from  its  use.  Hospi- 
talization is  unnecessary,  and  there  is  no  time 
loss  from  work  and  thus  no  loss  of  income.  It  is, 
therefore,  the  least  expensive  form  of  treatment. 
Unfortunately  thyroidectomy  is  seldom  attended 
with  the  good  results  reported  from  large  clinics. 
Vocal  cord  paralysis,  tetany,  high  morbidity,  and 
death  do  not  follow  radioactive  iodine  therapy. 
They  may  and  do  occur  with  surgery,  along  with 
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the  potential  complications  of  pain,  bleeding,  and 
airway  difficulties.  Resultant  hypothyroidism 
after  radioiodine  treatment  has  been  infrequent  in 
our  hands.  With  the  use  of  I131  there  is  no  dan- 
ger of  blood  dyscrasias,  agranulocytosis,  or  aller- 
gic manifestations.  These  untoward  reactions 
may  occur  with  the  use  of  thiouracil  derivatives. 
In  addition,  weekly  follow-up  and  blood  counts 
are  unnecessary. 

The  only  theoretic  disadvantage  is  the  possible 
late  carcinogenic  effect  of  I131  which  to  date  has 
never  been  reported.  The  two  absolute  contrain- 
dications for  its  use  are  pregnancy  and  lactation. 

Nontoxic  Thyroid  Adenomas. — Having 

found  a nontoxic,  symptomless,  nodular  thyroid 
in  his  patient,  the  physician  is  faced  with  a de- 
cision. Should  it  be  left  alone,  or  should  it  be 
excised?  As  Silver34  so  concisely  stated  in  his 
excellent  presentation,  “There  is  probably  no 
area  in  medical  practice  today  where  more  con- 
fusion and  uncertainty  exist  than  in  the  evalua- 
tion of  the  nodular  thyroid.”  Since  most  of  the 
articles  on  thyroid  adenomas  were  written  by  sur- 
geons,35 the  appalling  incidence  of  thyroid  car- 
cinomas came  from  their  clinics.  However,  it  is 
a well-known  fact  that  most  of  the  nodular  goiters 
seen  by  the  general  practitioner  and  internist  are 
infrequently  referred  to  the  surgeon.  It  is  the 
suspicious  gland  and  the  one  that  has  already 
metastasized  and  is  easily  identifiable  as  cancer 
that  are  submitted  for  surgical  scrutiny.  From 
these  alarming  thyroid  cancer  statistics  from 
surgeons34,35  has  grown  the  unchallenged  belief 
that  carcinoma  of  the  thyroid  develops  on  the 
basis  of  pre-existent  nodular  goiter.  It  was  only 
natural  then  that  most  of  our  surgical  colleagues 
recommended  prophylactic  surgical  removal  of 
thyroid  adenomas  or  nodular  goiters. 

It  is  not  within  the  scope  of  this  paper  to  eluci- 
date this  problem  further.  Those  interested  may 
turn  to  Crile, 36,37  Sokal,38  Beal,39  and  others. 
Suffice  it  to  stress  that  we  must  recognize  the  dif- 
ference between  histologic  thyroid  cancer,  a be- 
nign disease,  and  biologic  cancer,  a disease  which 
kills  about  800  people  in  the  United  States  per 
year,  800  in  1,300,000  deaths.34  On  the  basis  of 
statistics  from  the  American  Cancer  Society 
Sloan  and  Franzt  concluded  that  death  from  thy- 
roid cancer  is  very  rare,  amounting  to  only  0.6  per 
cent  of  all  deaths  from  cancer  in  the  United 
States.40  Concerning  the  actual  incidence  of 
thyroid  cancer,  Sloan41  at  Presbyterian  Hospital 
reported  282  cases  in  thirty  years.  The  Memo- 


rial Hospital  in  New  York  City  (where  there  is  a 
concentration  of  cancer  cases  from  all  parts  of 
the  country)  reported  430  cases  from  1932  to 
1948. 34  Lahey  Clinic  reported  612  thyroid  can- 
cers in  23,000  thyroid  operations  during  the  period 
from  1928  to  1951. 34  Zimmerman42  in  the  period 
of  1930  to  1948  at  the  Michael  Reese  Hospital  in 
Chicago  found  52  cases.  Fisher43  at  the  Univer- 
sity of  Pittsburgh  collected  38  cases  in  sixteen 
years.  Stubenbord44  reported  44  cases  from  the 
Deaconess  Hospital  in  Buffalo  in  a twenty-year 
period.  We  can  readily  see  from  these  figures 
that  the  larger,  centralized  city  medical  centers 
see  less  than  ten  thyroid  cancers  yearly.  Bear  in 
mind  that  these  reports  come  from  selected  insti- 
tutions where  clinics  have  been  established  for 
the  study  of  thyroid  diseases. 

Mortensen  et  al.4b  studied  the  gross  and  micro- 
scopic appearance  of  thyroid  glands  removed  at 
routine  necropsy  from  821  patients.  The  thy- 
roid glands  of  all  of  these  patients  had  been  ex- 
amined during  life  at  the  Mayo  Clinic  and  were 
found  to  be  normal  and  free  of  nodules.  These 
authors  concluded  that  the  palpation  of  the  thy- 
roid gland  is  often  not  a reliable  indication  of  the 
presence,  absence,  or  number  of  nodules  in  the 
thyroid  gland.  This  poor  correlation  between 
clinical  and  postmortem  diagnosis  of  nodulation 
should  humble  clinicians  who  are  quick  to  say 
“normal”  thyroids  with  certainty  after  palpating 
a patient’s  neck.  Only  50.5  per  cent  of  the  glands 
were  free  of  nodules.  Of  the  remaining  49.5  per 
cent,  37.3  per  cent  were  multinodular,  and  the 
rest,  12.2  per  cent,  were  single  adenomas.  In 
these  nodular  glands  (49.5  per  cent)  not  detected 
on  physical  examination,  the  authors  found  an 
incidence  of  histologic  cancer  of  4.2  per  cent. 
This  is  the  same  incidence  of  thyroid  cancer  that 
the  Mayo  Clinic  found  in  surgically  removed 
nodular  goiters.  From  these  studies  it  would 
seem  that  the  clinically  normal  thyroid  is  often 
structurally  if  not  functionally  an  abnormal 
gland.  One  may  also  conclude  that  the  presence 
or  absence  of  nodes  frequently  is  not  reliably  diag- 
nosed by  palpation. 

From  a clinical  and  statistical  study  of  282 
cases  of  thyroid  cancer  and  513  cases  of  nonmalig- 
nant  nodular  goiter  and  from  other  statistical 
studies  of  incidences  of  simple  nodular  goiter, 
Sloan41  concluded  that  thyroid  cancer  is  probably 
cancer  from  the  beginning  and  not  a transforma- 
tion. He  also  found  thyroid  cancers  in  other- 
wise normal  glands.  Zimmerman  and  Wagner46 
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concluded  from  their  studies  that  the  generally 
assumed  etiologic  relationship  between  nodular 
goiter  and  carcinoma  of  the  thyroid  gland  does 
not  exist. 

Is  there  justification  then  for  a prophylactic 
thyroidectomy?  The  reader  must  decide  this 
question  for  himself  on  the  basis  of  evidence  pre- 
sented. I agree  with  the  conclusions  of  Miller,35 
Crile,36  Sloan,41  Fisher,43  and  others46  who  feel 
that  there  is  no  evidence  of  a malignant  trans- 
formation of  a benign  thyroid  nodule  into  cancer. 
Astwood40  in  an  interview  very  recently  answered 
“no”  when  asked  whether  he  felt  that  all  thyroid 
nodules  are  potentially  malignant.  I see  no 
justification  for  a prophylactic  thyroidectomy  at 
this  time.  While  the  final  word  on  this  problem 
is  still  undetermined,  we  should  continue  to  look 
with  askance  and  with  a critical  eye  on  the  surgi- 
cal statistics  of  cancer  of  the  thyroid  and  should 
question  the  wisdom  of  prophylactic  thyroidecto- 
mies for  nodular  goiters. 

Summary 

The  author  discussed  briefly  some  of  the  prob- 
lems facing  the  general  practitioner  in  thyroid 
disease : 

1.  In  essence  the  diagnosis  of  thyroid  dys- 
function remains  one  of  clinical  judgment  and 
acumen.  This  diagnosis  can  be  made  most  often 
in  the  office  without  additional  laboratory  aids. 

2.  Some  of  the  uncommon  symptoms  and 
masked  symptoms  of  hyperthyroidism  are  dis- 
cussed. In  such  cases  the  physician  in  need  of 
confirmatory  tests  is  faced  with  the  problem  of 
choosing  the  most  accurate,  the  most  simple 
and  time  saving,  and  the  least  costly  test  to  his 
patient.  In  our  hands  radioactive  iodine  has 
proved  to  be  the  superior  screening  test. 

3.  In  difficult  cases  it  may  be  necessary  to  use 
all  thyroid  indices  for  accurate  diagnosis.  How- 
ever, beware  of  blind  acceptance  of  laboratory 
tests  if  they  are  out  of  line  with  the  clinical  find- 
ings. 

4.  Several  factors  govern  the  choice  of  ther- 
apy for  hyperthyroidism.  In  arriving  at  this 
decision  the  benefit  of  the  particular  therapy 
advocated  must  be  measured  against  actual  or 
potential  ill  effects.  It  is  our  belief  that  young 
people  with  uncomplicated  thyrotoxicosis  should 
be  treated  by  surgery,  which  should  be  used  also 
in  the  young  and  middle-aged  individuals  with 
toxic  nodular  goiter.  Radioactive  iodine  is  our 


preferred  treatment  for  patients  over  forty  with 
Graves’s  disease.  All  toxic  recurrent  goiters  at 
any  age  should  be  treated  with  radioactive  iodine. 
It  is  our  impression  that  patients  with  exophthal- 
mos get  along  better  with  radioactive  iodine  treat- 
ment than  after  surgery.  We  also  use  I131  for 
patients  who  are  poor  surgical  risks.  Surgery  is 
recommended  in  patients  with  obstructive  symp- 
toms or  serious  cosmetic  disturbances. 

5.  The  advantages  and  disadvantages  of  the 
various  forms  of  therapy  in  hyperthyroidism  are 
discussed. 

6.  A broadening  of  our  clinical  concepts  of 
hypothyroidism  is  required  of  physicians  if  diag- 
nosis is  to  be  made  early  and  more  frequently. 
The  symptomatology  and  signs  of  hypothyroid 
insufficiency  are  briefly  discussed. 

7.  Since  there  is  no  specific  hypothyroid  symp- 
tomatology, we  recommend  and  employ  a ther- 
apeutic trial  by  substitution  therapy  with  dessi- 
cated  thyroid.  If  the  complaints  of  the  patients 
are  not  corrected  after  careful  and  adequate  ther- 
apy, the  patient  is  not  suffering  from  thyroid  de- 
ficiency. 

8.  The  handling  of  nontoxic  thyroid  adeno- 

mas by  the  general  practitioner  was  discussed 
briefly.  1148  Fifth  Avenue 
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Air  Pollution  Control 


A University  of  California  research  team  has 
reported  that  air  pollution  is  costing  farmers  millions 
of  dollars  annually  in  crop  damage  throughout  the 
nation.  In  California  alone,  they  reported,  the  crop 
losses  caused  by  air  pollution  amounted  to  $5,000,000 
each  year  in  the  Los  Angeles  area  and  more  than 
$1,000,000  in  the  San  Francisco  area. ...  Members 
of  the  New  Jersey  Auto  Wreckers  Association 
inspected  the  steel  and  concrete  incinerators 
manufactured  by  the  J.  C.  Incinerator  Company  in 
Cleveland,  Ohio.  . . . The  United  Nations  Scientific 
Committee  on  Effects  of  Atomic  Radiation  will  re- 
port to  the  General  Assembly  of  the  UN  next  year 
on  the  genetic  effect  of  radiation  and  measurements 
of  radiation  levels,  particularly  radioactive  fallout 
and  strontium  90.  The  committee  is  composed  of 
scientists  from  15  countries,  including  the  United 
States.  . . . The  City  of  Glen  Cove,  Long  Island,  is 
asking  the  Federal  Government  for  $31,471,  to  make 
a study  of  local  air  pollution.  If  the  money  is 
granted,  the  survey  will  be  made  by  the  New  York 
State  Health  Department  and  New  York  Univer- 
sity, with  Glen  Cove  providing  equipment  and  secre- 
tarial services.  . . . The  United  States  Public  Health 
Service  has  informed  the  House  Intergovernmental 
Relations  subcommittee  that  the  service  is  still 


concerned  about  the  following  problems  in  air 
pollution:  (1)  That  specific  diseases  may  be 

caused  or  accentuated  by  air  pollution;  (2)  The 
identity  and  concentrations  of  specific  community 
air  pollutants  that  are  inimical  to  the  maintenance 
of  good  health;  (3)  How  to  initiate  and  carry  out 
a practicable  engineering  program  designed  to 
remove  from  the  air  many  specific  pollutants,  once 
they  have  been  identified  as  injurious  to  health. 

“Fire  Engineering”  magazine  has  reported  that 
“government  scientists  are  goint  to  test  a reputedly 
smogless-type  gasoline  developed  by  the  Los  Angeles 
Air  Pollution  Control  District.”  The  magazine 
adds  that  “The  American  Petroleum  Institute  holds 
that  no  matter  what  type  of  gasoline  is  used,  the 
same  smog-causing  exhaust  results.”  . . . “Chemical 
and  Engineering  News”  magazine  reports  that  new 
insight  into  problems  of  smog  studies  at  Stanford 
Research  Institute.  Workers  there,  the  magazine 
says,  have  found  that  photolysis  of  nitrogen  dioxide 
provides  a controllable  source  of  atomic  oxygen  at 
known  concentrations.  Reaction  rates  of  atomic 
oxygen  with  hydrocarbons  and  with  molecular 
species  found  in  upper  atmosphere  can  thus  be 
studied  conveniently.  . . . — Department  of  Air 
Pollution  Control  Newsletter,  June,  1957 
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The  Effect  of  Reserpine * on  the  Behavior 
Problems  of  Children 


FREDERIC  T.  ZIMMERMAN,  M.D.,  AND  BESSIE  B.  BURGEMEISTER,  PH.D.,  NEW  YORK  CITY 

( From  the  College  of  Physicians  and  Surgeons,  Columbia  University,  and  the  Division  of  Child  Neurology,  the 

Neurological  Institute  of  New  York ) 


This  paper  presents  findings  after  one  year  of 
study  on  the  effects  of  reserpine  in  an  ex- 
perimental group  of  100  children  and  adolescents 
with  severe  behavior  disorders  and  a control 
series  of  31  cases  who  received  a placebo  for  six 
months.  Because  of  the  tranquilizing  effects  of 
reserpine  which  are  being  reported  in  the 
literature  and  the  marked  personality  changes 
among  adult  psychotic  patients,  it  was  decided  to 
investigate  the  effectiveness  of  the  drug  in  a group 
of  seriously  disturbed  children.  Behavior  dis- 
orders in  the  present  study  include  a wide  range 
of  manifestations,  such  as  excessive  anxiety, 
negativism,  aggression,  confusion,  etc. 

A variety  of  approaches  was  used  in  order  to 
determine  underlying  behavioral-mechanism 
changes  after  treatment  with  reserpine  and  to 
discover  which  psychologic  factors  and  person- 
ality traits  are  most  responsive  to  action  of  the 
drug. 

As  was  stated  in  a preliminary  report,1  initial 
results  indicated  that  the  action  of  reserpine  in 
the  behavior  disorders  of  children  and  adoles- 
cents was  highly  individualized,  “the  wide 
variability  of  reserpine  aggravating  the  behavior 
problems  in  some  children  and  causing  improve- 
ment in  others.” 

Many  of  these  children  were  mentally  retarded, 
but  we2  have  observed  that  the  behavior  problems 
of  retarded  children  are  very  little  different  from 
those  of  other  children  except  in  degree  and  that 
mechanisms  and  basic  principles  of  behavior  are 
applicable  to  children  at  any  intellectual  level. 
In  addition,  the  behavior  mechanisms  of  these 
retarded  children  are  often  more  easily  observed 
than  those  of  the  normal  or  superior  child  because 
they  are  nearer  the  surface  and  may  be  provoked 
more  readily. 

Of  the  87  children  reported  on  previously,1 
72  were  patients  with  epileptic  attacks,  and 

* Supplied  as  Serpasil  by  Ciba  Pharmaceutical  Products, 
Inc.,  Summit,  New  Jersey. 


preliminary  findings  were  concerned  with  the 
anticonvulsant  action  of  reserpine  in  these 
cases.  The  present  report  is  concerned  with 
behavioral  action  of  the  drug,  using  a new  and  dif- 
ferent series  of  cases. 

Nature  and  Age  of  Cases 

The  131  children  included  in  the  present  study 
were  private  patients  who  were  familiar  to  us  for 
a number  of  years.  At  the  beginning  of  treat- 
ment with  reserpine  56  per  cent  of  these  cases 
showed  no  abnormalities  on  neurologic  examina- 
tion, and  there  were  no  obvious  factors  which 
complicated  existent  behavior  problems.  Mon- 
golism was  found  to  be  present  in  21  per  cent, 
epilepsy  in  19  per  cent,  and  birth  trauma  in  4 
per  cent  of  the  patients. 

Individual  ages  ranged  from  two  and  one-half 
years  to  nineteen  years  at  the  beginning  of  treat- 
ment with  the  average  age  for  the  experimental 
group  being  10.4  years  (median  age  10.1  years). 
The  average  age  for  the  control  group  was  ten 
years  (median  age  9.8  years).  It  is  of  interest 
that  27  mongoloid  children  were  considerably 
younger  as  a group  than  the  rest  of  the  patients, 
having  an  average  age  of  7.6  years. 

Fifty-seven  per  cent  of  the  cases  in  this  study 
were  males,  and  43  per  cent  were  females. 

Methodology 

In  order  to  study  the  effects  of  reserpine  on 
behavior  disorders  in  these  children,  a compre- 
hensive program  was  set  up  which  included 
quantitative  measurement  of  intellectual  changes 
by  psychological  test  and  qualitative  estimates 
of  behavioral  differences  by  clinical  observation 
at  the  beginning  of  treatment,  during  the  treat- 
ment interval,  and  at  the  end  of  the  treatment 
period. 

A battery  of  psychological  tests  given  was 
composed  of  verbal  intelligence  tests,  performance 
or  nonlanguage  tests  of  motor  skill,  social  intel- 
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TABLE  I.- — Verbal  Intelligence  Test  Quotients  Beeore 
and  After  Treatment  and  Average  Point  Rise  for  the 
Experimental  Group  Receiving  Reserpine  and  the 
Placebo  Control  Group 


Before 

After 

Average 

Treatment 

Treatment 

Point 

Group 

Number 

Average 

Average 

Rise 

Experimental 

88 

65.7 

67.1 

1.4 

Control 

31 

64.3 

65.4 

1.1 

TABLE  II. — Performance  Test  Quotients  Before  and 
After  Treatment  and  Average  Point  Rise  for  the 
Experimental  Group  Receiving  Reserpine  and  the 
Placebo  Control  Group 


Before 

After 

Average 

Treatment 

Treatment 

Point 

Group 

Number 

Average 

Average 

Rise 

Experimental 

92 

67.8 

69.3 

1.5 

Control 

31 

63.6 

64.2 

0.6 

ligence  tests,  and  projective  technics,  including 
the  Rorschach  inkblot  test.  The  entire  battery 
was  repeated  at  intervals  of  three  months  during 
the  period  of  therapy,  duration  of  treatment  with 
reserpine  varying  from  six  months  to  twelve 
months.  Since  patients  in  the  present  study  had 
been  tested  several  times  before  reserpine  therapy 
was  started,  it  was  possible  to  obtain  an  accurate 
baseline  at  the  beginning  of  treatment  and  to 
compare  subsequent  test  patterns  with  this 
baseline  in  order  to  determine  whether  changes 
secured  with  reserpine  fell  within  or  beyond  the 
individual  test,  retest  variability  range.  An 
additional  control  was  used  of  not  informing  the 
testing  psychologist  as  to  whether  a placebo  or 
reserpine  was  being  given. 

All  cases  in  the  experimental  group  received 
reserpine.  To  date  a control  group  of  31  patients 
matched  with  the  experimental  group  for  age, 
sex,  and  intelligence  quotient,  has  completed 
six  months  of  placebo  medication.  Results 
reported  here  for  both  groups  are  concerned  with 
the  first  six  months  of  treatment  only. 

Clinical  observation  consisted  of  independent 
estimates  of  pretreatment  and  post-treatment 
behavior  by  the  neuropsychiatrist,  psychologist, 
parent,  teacher,  etc.  This  was  considered  valu- 
able to  our  research,  not  only  as  a different 
method  of  approach,  but  for  the  following 
reasons : 

1.  The  individual  as  a whole  was  being 
treated,  and  benefits  of  medical  treatment  are 
always  judged  by  overt  changes  in  the  child 
under  therapy. 

2.  Formal  psychologic  tests  necessarily  pre- 
sented a structured  situation  for  the  child, 


TABLE  III. — Social  Intelligence  Test  Quotients  Be- 
fore and  After  Treatment  and  Average  Point  Rise  for 
the  Experimental  Group  Receiving  Reserpine  and  the 
Placebo  Control  Group 


Group 

Number 

Before 

Treatment 

Average 

After 

Treatment 

Average 

Average 

Point 

Rise 

Experimental 

72 

78.1 

80.2 

2.1 

Control 

31 

75.2 

75.6 

0.4 

whereas  he  operates  most  of  the  time  in  life 
where  situations  are  less  structured. 

3.  Instruments  used  in  testing  do  not  neces- 
sarily measure  the  same  mechanisms  observable 
in  behavior. 

Dosage 

As  previously  reported,1  an  arbitrary,  initial 
oral  dose  of  0.5  mg.  of  reserpine  daily  was  used 
originally  for  all  patients.  Some  of  the  children 
remained  on  this  dose  for  six  months,  after  which 
it  was  increased  gradually  to  2.0  mg.  daily. 
Remaining  cases  received  a daily'  dose  of  0.5  mg. 
for  the  first  month,  1.0  mg.  daily  for  the  second 
month,  and  1.5  mg.  daily  during  the  third  month 
and  thereafter.  Further  experience  with  reser- 
pine indicated  that  the  above  dosage  level  in 
most  cases  was  unnecessarily  high,  and  in  the 
present  experimental  series  of  100  patients  the 
dose  was  lower,  with  an  average  of  0.25  mg. 
given  orally  three  times  a day  during  the  entire 
treatment  period.  Individual  variation  in  opti- 
mal dose  was  wide,  ranging  from  0.2  mg.  to  1.75 
mg.  daily.  A placebo  which  was  identical  in 
size,  shape,  and  color  to  the  reserpine  medication 
was  administered  to  the  31  control  patients. 

Results  of  Psychological  Tests 

Verbal  Intelligence  Test. — It  was  pos- 
sible to  obtain  verbal  intelligence  quotients  from 
88  patients  in  the  experimental  group  before  the 
beginning  of  reserpine  treatment.  We  used  the 
Stanford-Binet  (Form  L)3  or  the  Wechsler- 
Bellevue  Intelligence  Scale  for  Adults  (I).4  The 
remaining  12  patients  either  were  so  low  that  an 
infant  scale  had  to  be  used,  or  speech  was  entirely 
absent. 

The  initial  distribution  of  intelligence  quotients 
was  wide,  ranging  from  30  to  124.  Table  I 
shows  results  of  the  verbal  intelligence  test  for 
the  group  before  and  after  six  months  of  reser- 
pine treatment  and  for  the  matched  controls 
during  a similar  placebo  period. 

Table  I indicates  that  following  treatment  with 
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Fig.  1.  Average  point  rise  after  a six-month  in- 
terval in  verbal,  performance,  and  social  intelligence 
quotient  for  the  experimental  reserpine  group  and  the 
placebo  control  group.  Slight  positive,  but  statisti- 
cally insignificant  post-treatment  gains  in  all  areas  of 
intelligence  tested  may  be  seen,  the  highest  retest 
change  being  2.1  points. 

reserpine  the  distribution  of  intelligence  quotients 
was  very  similar  to  the  pretreatment  scores, 
an  average  gain  of  only  1.4  points  being  noted 
and  the  quotient  raised  from  65.7  to  67.1  for  the 
experimental  group.  For  the  control  group 
receiving  placebos,  a gain  of  1.1  points  was 
recorded  at  the  end  of  the  six-month  period. 
While  results  for  both  the  experimental  and 
control  groups  are  positive,  these  are  negligible 
gains  so  far  as  statistical  significance  is  concerned, 
and  well  within  the  expected  test,  retest  varia- 
bility range,  suggesting  no  genuine  change  in 
ideation  attributable  to  treatment  with  reser- 
pine. 

Performance  Test.- — Ninety-two  of  the  pa- 
tients in  the  experimental  group  completed  the 
Merrill-Palmer5  or  Pintner-Patterson6  perform- 
ance tests  at  the  beginning  of  the  reserpine  treat- 
ment period.  Pretreatment  and  post-treatment 
scores  and  average  point  changes  on  retest  are 
given  in  Table  II.  Findings  for  the  placebo 
control  group  of  31  cases  also  are  included. 

As  on  the  verbal  test,  performance  quotients 
for  both  groups  show  similarity  to  the  pretreat- 
ment scores,  gains  of  only  1.5  and  0.6  points 
being  obtained  after  therapy  and  placebo  medi- 
cation (Table  II).  These  changes  are  too  small 
to  be  considered  meaningful  or  beyond  the  realm 
of  chance  and  sampling  errors. 

Social  Intelligence  Test. — The  Vineland 
Social  Maturity  Scale7  was  used  as  a criterion  of 
social  intelligence.  It  depends  essentially  on 
accurate  reporting  of  parents  and  teachers  on 
behavior  in  everyday,  familiar  social  situations, 
such  as  are  found  in  the  home  and  in  outside 
activities.  The  average  quotient  in  the  social 


area  before  treatment  (Table  III)  for  the  ex- 
perimental group  was  higher  than  those  found  on 
the  verbal  and  performance  tests,  being  almost 
low  average  (78.1).  Both  other  quotients  fell 
within  the  defective  range  (65.7  and  67.8). 
This  is  also  true  of  the  control  group,  an  initial 
quotient  of  75.2  being  recorded. 

A rise  of  only  2.1  points  was  recorded  for  the 
experimental  group  receiving  reserpine  after 
treatment,  and  a rise  of  0.4  points  was  recorded 
for  the  group  given  placebos.  These  are  very 
small  changes  which  cannot  be  interpreted  as 
indicating  any  genuine  differences  in  pre-treat- 
ment or  post-treatment  behavior,  using  this 
instrument  as  a criterion  of  effectiveness  of  re- 
serpine medication.  This  seems  rather  surpris- 
ing, inasmuch  as  the  reports  and  ratings  of  parents 
are  involved,  and  it  was  anticipated  that  more  of 
a positive  bias  might  exist  after  therapy. 

It  is  possible  to  summarize  findings  from  the 
three  areas  of  intelligence  which  were  subjected 
to  formal  psychological  test  by  saying  that  the 
small  positive  gains  in  verbal,  performance,  and 
social  intelligence  quotients  obtained  at  the  end 
of  the  treatment  period  did  not  show  significant 
differences  over  pretreatment  scores  in  the  experi- 
mental and  control  groups  of  children  studied, 
using  a six-month  time  interval  as  a criterion  of 
change.  Fig.  1 shows  these  quotient  changes 
graphically. 

Rorschach  Inkblot  Test  Findings. — Ror- 
schach8 records  were  secured  from  81  patients  in 
the  experimental  group  before  and  after  treat- 
ment with  reserpine  in  order  to  determine  mech- 
anisms of  behavior  and  personality  patterns  by 
means  of  a projective  technic.  Because  of  dif- 
ferences in  chronologic  age  and  intellectual  level, 
it  was  not  practical  to  group  all  protocols  to- 
gether, and  they  were  analyzed  individually. 

In  almost  every  instance  pretreatment  proto- 
cols showed  poor  adjustment,  and  in  many  cases 
extremely  poor  adjustment  was  indicated.  Im- 
provement in  Rorschach  records  after  treatment 
was  noted  in  some  degree  in  30  per  cent  of  the 
experimental  cases.  In  54  per  cent  of  the  group 
no  change  in  basic  structure  was  recorded  at 
the  end  of  the  reserpine  treatment  period,  and 
in  16  per  cent  of  the  cases  retest  protocols  were 
considered  to  be  less  satisfactory. 

When  improvement  occurred,  it  was  possible 
to  summarize  it  under  the  following  classifica- 
tions: (1)  greater  productiveness,  which  was 

evident  not  so  much  in  increased  number  of 
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TABLE  IV. — -Clinical  Observations  and  Notes  of  the 
Neuropsychiatrist  Before  and  After  Treatment  With 
Reserpine 


Number 

of 

Patients 

Condition  Before 
Treatment 

Condition  After 
Treatment  (Per  Cent) 
Better  Same  Worse 

25 

Anxious,  tense,  in- 
secure 

75 

25 

0 

15 

Hyperactive 

66 

31 

3 

3 

Withdrawn,  shy, 

quiet 

66 

34 

0 

4 

Distractible 

25 

75 

0 

10 

Out  of  contact 

50 

50 

0 

2 

Impatient 

50 

50 

0 

14 

Wilful,  aggressive 

66 

17 

17 

4 

Immature 

25 

75 

0 

22 

Unresponsive,  slow, 
depressed 

25 

50 

25 

23 

Irritable,  excitable, 

60 

20 

20 

4 

temper  tantrums 
Confused 

50 

50 

0 

6 

Negativistic 

66 

17 

17 

responses,  but  in  greater  elaboration,  (2)  im- 
provement in  quality  of  control,  less  rigid  control 
being  characteristic  after  treatment,  (3)  expres- 
sion of  improved  control  in  the  large  increase  of 
popular  responses  after  treatment,  showing 
ability  to  perceive  more  closely  what  normal 
children  perceive,  (4)  greater  spontaneity  with 
an  increased  tendency  toward  dynamic  action, 
and  (5)  greater  social  interest  and  responsiveness. 

In  the  experimental  group  of  children  as  a 
whole,  the  effects  of  reserpine  treatment  were 
greater  when  Rorschach  results  were  considered 
than  when  intelligence  test  findings  were  inter- 
preted. Even  so,  improvement  in  Rorschach 
protocols  obtained  to  only  about  one  third  of 
these  patients  during  the  six-month  interval  of 
reserpine  therapy  beyond  changes  attributable 
to  increase  in  chronological  age. 

Caution  must  be  used  in  interpreting  Rorschach 
results  literally  because  of  the  fact  that  14  per 
cent  of  the  protocols  in  the  control  series  of 
cases  were  judged  to  have  improved  after  the 
six-month  placebo  interval.  Seventy-four  per 
cent  were  considered  to  be  the  same,  and  12  per 
cent  indicated  worse  adjustment  after  placebo 
treatment. 

Retest  protocols  among  these  control  cases 
revealed  most  improvement  in  the  following 
areas:  (1)  greater  productiveness  in  elaboration 
of  response,  and  (2)  greater  social  interest. 

These  features  also  were  noted  among  children 
in  the  experimental  group  who  showed  improve- 
ment at  the  end  of  reserpine  medication,  but 
quality  of  control  in  general  among  the  control 
cases  did  not  appear  as  much  improved  as  it  did 
among  individuals  in  the  experimental  group. 


No  evidence  for  less  rigidity  was  obtained,  and 
greater  spontaneity  was  not  apparent  in  the  re- 
test records  of  the  control  cases  to  the  degree  seen 
in  the  experimental  group.  In  terms  of  percent- 
ages, one  seventh  of  the  placebo  control  group 
reflected  improvement  in  retest  Rorschach 
records  as  compared  to  one  third  of  the  experi- 
mental reserpine  cases. 

Results  of  Clinical  Observation 

Neuro psychiatric  Ratings. — As  was  mentioned 
previously,  children  were  observed  by  the 
neuropsychiatrist  at  the  time  of  examination,  and 
notes  were  made  as  to  their  behavior  patterns 
and  personality  traits.  Table  IV  gives  the 
clinical  observations  and  notes  of  the  neuro- 
psychiatrist  before  and  after  therapy  for  the 
experimental  group  treated  with  reserpine. 

According  to  these  clinical  ratings  most 
improvement  following  reserpine  treatment  fell 
into  the  classifications  of  anxiety,  tension,  and 
insecurity;  hyperactivity;  negativism;  wilful- 
ness and  aggression;  withdrawal,  shyness,  and 
quietness;  and  irritability,  excitability,  and 
temper  tantrums.  Some  improvement  was 
shown  in  all  behavioral  categories,  and  in  most 
cases  per  cent  of  improvement  after  therapy  was 
far  in  excess  of  behavior  observed  to  be  less 
satisfactory.  From  the  standpoint  of  the  indi- 
vidual, 77  per  cent  of  the  100  patients  in  the 
group,  or  approximately  three  fourths  of  all  the 
children  and  adolescents  receiving  the  drug, 
were  reported  by  the  neuropsychiatrist  to  show 
better  behavior  after  treatment  with  reserpine. 
Twenty  per  cent  of  the  patients  showed  the  same 
characteristics,  and  3 per  cent  displayed  regres- 
sive behavior  after  therapy.  No  attempt  was 
made  to  estimate  varying  degrees  of  improve- 
ment in  observed  behavior  following  medication. 

These  clinical  observations  are,  of  course, 
more  subjective  than  the  test  materials,  and 
bias  on  the  part  of  the  rater  must  be  taken  into 
account  in  interpreting  figures.  It  is  equally 
probable,  on  the  other  hand,  that  the  neuro- 
psychiatrist was  dealing  with  different  facets  of 
behavior  than  were  being  measured  on  formal 
psychological  tests,  so  that  intelligence  test 
findings  cannot  be  used  to  validate  or  invalidate 
behavioral  ratings.  It  is  believed  that  definite 
improvement  in  behavior  was  obtained  in  many 
children  after  treatment  with  reserpine,  espe- 
cially since  neuropsychiatric  findings  agreed 
closely  with  independent  ratings  of  the  clinical 
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TABLE  V. — Clinical  Observations  and  Notes  of  the 
Neuropsychiatrist  for  the  Control  Group  Before 
and  After  a Six-Month  Placebo  Period 


Number 

of 

Patients 

Condition  Before 
Treatment 

Condition  After 
Treatment  (Per  Cent) 
Better  Same  Worse 

9 

Anxious,  tense,  in- 
secure 

20 

80 

0 

7 

Hyperactive 

14 

72 

14 

1 

Withdrawn,  shy,  quiet 

0 

100 

0 

5 

Distractible 

20 

80 

0 

4 

Out  of  contact 

25 

75 

0 

0 

Impatient 

0 

0 

0 

4 

Wilful,  aggressive 

25 

75 

0 

2 

Immature 

50 

50 

0 

8 

Unresponsive,  slow, 

12 

88 

0 

10 

depressed 

Irritable,  excitable, 
temper  tantrums 

20 

00 

20 

2 

Confused 

0 

100 

0 

3 

Negativisitic 

33 

67 

0 

psychologist,  parents,  teachers,  etc. 

Ratings  for  the  control  group,  which  were 
given  by  the  neuropsychiatrist  before  and  after  a 
six-month  placebo  period,  are  shown  in  Table  IV. 

Figures  in  Table  V indicate  that  behavior  was 
judged  to  have  improved  in  several  categories 
when  observed  at  the  end  of  the  placebo  period 
even  though  the  psychiatrist  was  aware  of  the 
absence  of  medication.  From  the  standpoint  of 
the  individual,  1 1 patients,  or  about  one  third  of 
the  group,  were  observed  to  behave  better  after 
a placebo  had  been  administered  for  six  months. 

Clinical  Observations  of  the  Psycholo- 
gist—Table  VI  shows  the  nature  of  behavioral 
changes  for  the  experimental  group  after  treat- 
ment with  reserpine.  They  are  based  on  the 
clinical  observations  of  the  psychologist,  who 
did  not  know  whether  the  children  received  reser- 
pine or  a placebo. 

During  the  psychological  test  session  which 
followed  treatment  with  reserpine,  most  improve- 
ment in  behavior  was  observed  by  the  psycholo- 
gist in  the  categories  of  negativism  and  lack  of 
effort;  irritability,  excitability,  and  temper 
tantrums,  and  withdrawal,  shyness,  and  quiet- 
ness. As  on  neuropsychiatric  rating,  almost 
even'  category  reflected  some  change  in  a positive 
direction  which  outweighed  negative  reactions 
to  the  drug.  For  the  entire  experimental  group 
72  per  cent  of  the  cases  were  judged  to  have 
improved  clinically  as  compared  to  77  per  cent 
when  rated  by  the  neuropsychiatrist.  Twenty- 
four  per  cent  of  the  traits  were  estimated  to  have 
remained  the  same,  and  there  was  an  average 
loss  of  4 per  cent. 

It  is  also  of  interest  that  in  13  patients  given 
reserpine  for  six  months,  poor  speech,  or  absence 


TABLE  VI. — Clinical  Observations  of  the  Psychologist 
During  Testing  of  Children  in  the  Experimental 
Group  Before  and  After  Treatment  with  Reserpine 


Number 

of 

Patients 

Condition  Before 
Treatment 

Condition  After 
Treatment  (Per  Cent) 
Better  Same  Worse 

21 

Anxious,  tense,  in- 
secure 

43 

52 

5 

18 

Hyperactive 

20 

60 

20 

15 

Withdrawn,  shy, 
quiet 

80 

18 

2 

13 

Distractible 

53 

44 

3 

9 

Out  of  contact 

54 

34 

12 

8 

Impatient 

50 

50 

0 

8 

Wilful,  aggressive 

60 

40 

0 

7 

Immature 

44 

56 

0 

5 

Unresponsive,  slow, 
depressed 

60 

20 

20 

4 

Irritable,  excitable, 
temper  tantrums 

75 

25 

0 

2 

Confused 

50 

50 

0 

13 

Negativistic,  lack 
of  effort 

92 

8 

0 

13 

Speech  absent  or 
poor 

77 

23 

0 

TABLE  VII. — Clinical  Observations  of  the  Psychol- 
ogist During  the  Testing  of  Children  in  the  Control 
Group  Before  and  After  A Placebo  Period  of  Six 
Months 


Number 

of 

Patients 

Condition  Before 
Treatment 

Condition  After 
Treatment  (Per  Cent) 
Better  Same  Worse 

12 

Anxious,  tense,  in- 
secure 

16 

84 

0 

11 

Hyperactive 

60 

40 

0 

10 

Withdrawn,  shy,  quiet 

33 

67 

0 

10 

Distractible 

50 

50 

0 

1 

Out  of  contact 

0 

0 

100 

2 

Impatient 

50 

50 

0 

9 

Wilful,  aggressive 

67 

33 

0 

4 

Immature 

50 

50 

0 

2 

Unresponsive,  slow, 
depressed 

0 

100 

0 

4 

Irritable,  excitable, 
temper  tantrums 

25 

50 

25 

1 

Confused 

0 

100 

0 

3 

Negativistic,  lack  of 
effort 

33 

33 

33 

3 

Speech  absent  or 

0 

100 

0 

poor 

of  speech,  appeared  during  the  first  psycholog- 
ical test  session,  i.e.,  before  treatment  actual  1)' 
started,  but  had  improved  in  11  cases  when  ob- 
served at  the  end  of  the  treatment  period.  It  is 
believed  that  this  is  an  important  finding  if 
allowance  is  made  for  some  expected  growth  on  a 
basis  of  age. 

Clinical  observations  of  the  psychologist  for 
the  control  group  before  and  after  a six-month 
placebo  period  are  given  in  Table  VII. 

It  may  be  seen  from  Table  VI  that  change  in 
behavior  was  noted  in  several  categories  of 
conduct  for  the  control  group  of  31  patients 
receiving  a placebo.  From  the  individual  stand- 
point, improvement  was  credited  to  approxi- 
mately 38  per  cent  of  the  control  cases,  even 
though  no  medication  had  been  given. 
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TABLE  VIII. — Number,  Nature  of  Toxic  Signs,  and 
Dosage  Level  of  Patients  Showing  Toxic  Side  Reac- 
tions to  Reserpine 


Number  of 
Patients 

Toxic  Side 
Reactions 

Daily  Dosage 
(mg.) 

4 

Drowsiness 

0.75 

1 

Diarrhea 

1.25 

1 

Nasal  stuffiness 

1 .00 

1 

Irritability 

1.00 

The  above  neuropsychiatric  and  psychologic 
| results  involving  the  use  of  a placebo  show  the 
limitations  of  the  observation  method  in  esti- 
mating the  effectiveness  of  reserpine  treatment 
and  the  importance  which  such  factors  as  sug- 
gestion, attention,  familiarity  with  the  examiners 
and  test  procedures,  maturation  on  a basis  of 
age,  etc.,  may  have  on  behavior,  even  if  rating  is 
assumed  to  be  fairly  accurate,  an  assumption 
1 which,  in  itself,  is  open  to  some  question.  Dif- 
ficulties in  evaluating  the  adequacy  of  any  drug 
therapy  and  in  deciding  whether  improvement 
, obtained  is  genuine  or  the  product  of  many 
complicated  psychologic  and  physiologic  factors 
which  give  it  the  semblance  of  progress  also  are 
pointed  out  by  the  present  study. 

It  is  believed  that  these  findings,  on  the  other 
hand,  should  not  be  construed  as  completely 
negating  use  of  the  rating  method  as  a device  for 
evaluating  drug  therapy,  because  direct  observa- 
tion is  one  of  the  best  devices  available  to  the 
therapist  in  general.  In  the  present  study,  for 
example,  neuropsychiatric  ratings  show  a margin 
of  44  per  cent  in  favor  of  the  group  treated  with 
reserpine  compared  to  the  placebo  group,  and 
psychologic  ratings  show  a margin  of  34  per  cent 
over  the  control  cases.  When  rating  by  the 
observation  method  is  used  as  a criterion  of 
progress,  it  is  justifiable  to  interpret  results 
as  indicating  that  reserpine  did  demonstrate 
some  effectiveness  in  improving  behavior  in 
the  disturbed  children  observed.  Ratings  from 
teachers  and  parents  agreed  closely  with  experi- 
mental results  and  will  not  be  reported  on  here. 

When  improvement  in  behavior  occurred  on 
observation  and  Rorschach  record  in  the  experi- 
mental group  after  reserpine  therapy,  a reduction 
in  the  extremes  of  reaction  with  a decrease  in 
intensity  of  symptoms  was  indicated.  Less 
anxiety,  less  hyperactivity,  less  withdrawal,  less 
rigidity,  etc.,  were  typical  aspects  of  conduct 
noted  in  these  patients  after  treatment.  This 
led  us  to  hypothesize  that  the  action  of  reserpine 
may  be  in  the  nature  of  an  “emotional  governor” 
which  brings  the  extremes  of  effect  and  behavior 


into  more  normal  balance. 

Toxicity 

Untoward  side  effects  appeared  in  7 per  cent  of 
the  100  experimental  cases,  which  is  a relatively 
high  percentage  in  terms  of  numbers.  The 
nature  of  side  effects  noted,  nevertheless,  was 
quite  mild,  and  in  5 per  cent  of  the  children  the 
side  effects  could  be  eliminated  by  reducing  the 
dosage  temporarily  and  then  gradually  increasing 
it  very  slowly  to  the  optimal  level.  In  two  cases 
treatment  was  discontinued  entirely  because  of 
untoward  side  reactions. 

Table  VIII  gives  the  number  and  nature  of 
toxic  signs  and  dosage  level  of  patients  showing 
toxic  side  reactions. 

It  is  evident  from  this  table  that  drowsiness 
constituted  the  major  toxic  side  effect  of  reserpine, 
occurring  in  4 per  cent  of  100  cases  on  a daily 
dose  of  from  0.75  mg.  to  1.25  mg.  Individual 
idiosyncrasy  to  the  drug  rather  than  high  dosage 
level  seemed  to  account  for  the  presence  of  any 
particular  toxic  effect,  and  it  is  also  of  interest 
that  drowsiness  was  reported  by  one  of  the 
control  group  receiving  a placebo,  which  shows 
the  effect  of  suggestion. 

Even  though  no  serious  side  reactions  were 
noted  in  our  series  of  cases  during  the  six-month 
treatment  interval,  it  will  be  necessary  to  experi- 
ment with  reserpine  over  long  periods  of  time 
before  possible  cumulative  or  permanent  un- 
toward side  reactions  may  be  detected. 

Comment 

Although  a wealth  of  material  has  been  re- 
ported on  the  action  of  reserpine  in  cases  of 
hypertension  and  psychiatric  disorders,  rela- 
tively few  objective  findings  have  been  made 
available  as  a comparative  tool  for  evaluating 
psychologic  test  results  in  a group  of  patients 
similar  to  that  in  the  present  study.  In  in- 
vestigating the  effect  of  reserpine  on  emotionally 
maladjusted,  high-grade  mental  defectives,  Kirk 
and  Bauer9  utilized  the  Stanford-Binet  (Forms 
L or  M)  and  Rorschach  tests  plus  an  appraisal 
by  teachers,  supervisors,  and  clinical  staff.  A 
questionnaire  with  a broad  approach  similar  to 
ours  was  used  for  rating  among  60  residents  of  a 
training  school  who  had  some  emotional  problem 
severe  enough  to  interfere  with  efficiency  and 
adjustment.  At  the  beginning  of  therapy 
patients  were  divided  into  two  groups  matched 
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closely  for  age,  sex,  and  intelligence  quotient. 
Reserpine  was  given  orally  to  one  group  for  three 
months  in  daily  doses  of  from  0.5  mg.  to  1.5  mg., 
while  a placebo  was  given  to  the  other.  The 
added  controls  of  having  groups  unknown  to  the 
research  team  and  the  absence  of  other  medication 
or  psychotherapy  were  introduced.  Under  these 
conditions  no  significant  change  in  intelligence 
quotient  was  obtained  on  retest  on  alternate 
forms  of  the  Stanford-Binet  which  minimize 
practice  effect.  Results  of  Kirk  and  Bauer’s 
experiment  involving  intelligence  quotient 
changes  show  that  the  group  receiving  reserpine 
had  an  average  I.Q.  of  64.8  before  treatment 
and  of  64.4  after  treatment.  The  control  group 
had  an  average  I.Q.  of  64.7  before  and  63.3  after 
treatment. 

Although  small  negative  differences  in  post- 
treatment intelligence  test  scores  were  secured 
by  Kirk  and  Bauer  in  contrast  to  small  positive 
changes  in  the  present  study,  findings  agree 
essentially  in  indicating  the  absence  of  improve- 
ment in  intelligence  retest  quotient  following 
short-term  therapy  with  reserpine. 

Rorschach  records  revealed  no  dramatic 
personality  change  during  the  retest  interval  of 
Kirk  and  Bauer’s  research,  although  some  indi- 
vidual variation  in  pattern  was  noted.  Teachers’ 
reports  agreed  well  with  other  results,  14  per 
cent  of  the  reserpine  group  inproving  as  well  as 
15  per  cent  of  the  control  group.  On  the  whole, 
results  are  interpreted  by  these  investigators  as 
being  generally  disappointing,  It  is  of  interest 
to  speculate  whether  Kirk  and  Bauer  would  have 
found  greater  change  following  reserpine  treat- 
ment over  a longer  period  of  time. 

Dice,  Bagchi,  and  Waggoner10  studied  the 
effects  of  intravenous  reserpine  in  disturbed 
psychotic  and  brain-damaged  children  and  found 
psychologic  test  results  inconclusive  when  they 
used  the  Bender-Gestalt  test  and  three  subtests 
of  the  Wechsler-Bellcvue  Scale  (digit  span, 
blocks,  and  picture  completion).  Over-all  be- 
havioral change  varied  greatly  from  patient  to 
patient,  five  brain-damaged  children  being 
slightly  improved  and  five  unimproved. 

Finn,  Nadolski,  Guy,  and  Gross,11  on  the 
other  hand,  obtained  gains  of  from  eight  to  25 
points  on  retest  intelligence  quotient  after 
twelve  weeks  of  oral  reserpine  therapy  given  to 
nine  male  schizophrenics  who  were  testable 
before  treatment.  Eight  of  these  patients 
were  considered  as  showing  an  over-all  improve- 


ment in  Rorschach  retest.  The  investigators 
are  aware  that  the  possibility  of  practice  effect 
enters  into  their  study  because  of  the  short 
retest  interval. 

Using  clinical  ratings  of  the  Lorr  Multidimen- 
sional Scale  for  Rating  Psychotics,  18  out  of 
22  were  credited  with  progress  in  overt  behavior. 
Nine  of  these  patients  showed  marked  improve- 
ment, three  no  improvement,  and  one  was 
worse  after  the  reserpine  treatment  interval. 

In  a pilot  study  by  Forster,  Schlichther,  and 
Henderson12  on  reserpine  in  chronic  psychoses, 
the  Bender-Gestalt,  Rorschach,  reaction  time, 
and  total  production  time  were  treated  statis- 
tically, using  a placebo  group  as  controls.  Test 
results  did  not  distinguish  between  treated  and 
untreated  groups,  no  fundamental  changes  in 
psychoses  or  personality  being  recorded.  The 
treated  group  also  was  reported  to  have  more 
bizarre  retest  associations  on  the  Rorschach  ink- 
blot material  when  pressed,  than  at  the  beginning 
of  treatment. 

Many  investigations  dealing  with  observed 
behavioral  changes  after  reserpine  therapy  agree 
in  general  that  the  drug  has  something  to  contrib- 
ute as  an  adjunct  to  other  standard  therapies 
in  the  treatment  of  emotional  disorders,  psy- 
choses, psychoneuroses,  etc.  Investigators  re- 
porting positive  results  include  Ayd,13  Ayerbe 
and  Acuna,14  Barsa  and  Kline,15  Bartfeld,16 
Cowdcn,  Zax,  and  Sproles,17  De  Smedt,18  Ferg- 
uson and  Funderburk,19  Florio,20  Hiob  and 
Hippnis,21  McNeil,  Johnston,  and  Piltuchow,22 
Payn  and  Rockwell,23  Pearl,  Vanderkamp, 
Olsen,  Greenberg,  and  Armitage,24  Rinaldi, 
Rudy,  and  Himwich,25  Tourney,  Isberg,  and 
Gottlieb,26  Tyhurst  and  Richman,27  Voelkel,28 
Weishaus,29  and  Zeller,  Graffagnino,  Cullen,  and 
Rietman,30  who  have  articles  among  the  more 
recent  research  published. 

In  contrast  to  the  above  findings,  Azima, 
Kent,  and  Cleghorn31  report  marked  improve- 
ment in  only  three  of  65  psychotics  after  7.5  mg. 
to  15  mg.  of  reserpine  (oral  and  intravenous 
combined  therapy)  daily  from  one  week  to  four 
months.  Thirteen  patients  showed  moderate 
improvement  after  therapy,  four  slight  improve- 
ment, 37  no  change,  and  eight  worse  behavior. 
The  investigators  remark,  therefore,  that  “the 
favorable  clinical  results  appeared  meager  in 
comparison  with  the  ones  reported  by  others.” 

Folkson  and  May32  likewise  report  disappoint- 
ing results  and  lack  of  behavioral  improvement 
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EFFECT  OF  RESERPINE  ON  BEHAVIOR  PROBLEMS  OF  CHILDREN 


TABLE  IX. — Improvement  of-  Patients  Receiving  11e- 
serpine  As  Compared  to  Control  Group 


Condition 

151  Reserpine 
Patients 
(Per  Cent) 

44  Control 
Patients 
(Per  Cent) 

Marked  improvement 

23.5 

4.5 

Moderate  improvement 

37.0 

4.5 

Slight  improvement 

27.2 

29.5 

No  change 

11.9 

61.3 

Worse 

0.6 

in  75  neurotic  patients  in  a study  using  a placebo 
and  no  medication  as  controls. 

Freeman,  Arnold,  and  Cline33  failed  to  obtain 
behavioral  differences  on  the  Malamud  Sands 
Rating  Scale  in  a group  of  chronic  schizophrenic 
patients  studied  by  the  “double  blind”  technic 
until  the  dose  of  reserpine  was  raised  to  8 mg. 
daily.  Penman  and  Dredge34  state  that  even 
on  a dose  of  8 mg.  daily  no  behavioral  improve- 
ment occurred  in  their  group  of  chronic  schizo- 
phrenics as  measured  by  rating  scale  but  that 
i reserpine  did  effect  a lowering  in  blood  pressure 
and  slight  weight  gain.  In  this  respect  the  re- 
sults of  Sommerness,  Lucero,  Hamlon,  Erickson, 
and  Matthews35  agree  very  closely  with  those  of 
Penman  and  Dredge.  Swenson,  Gislason,  and 
Anderson36  state  that  in  their  experience  reser- 
pine was  not  demonstrated  to  be  of  practical 
value  in  the  large-scale  treatment  of  chronic, 
seriously  regressed,  overactive,  hospitalized  men- 
tal patients,  and  Wodraska37  believes  that  results 
in  the  treatment  of  chronic  schizophrenic  patients 
have  been  exaggerated  by  other  investigators. 

It  is  clear  from  the  above  reports  that  further 
research  is  needed  before  the  role  of  reserpine  in 
producing  personality  and  behavioral  changes 
may  be  accurately  assessed,  since  even  the  most 
carefully  controlled  studies  show  conflicting 
evidence  as  to  degree  of  effectiveness  reached. 
If  generalities  can  be  made  from  findings  to  date, 
it  appears  as  though  reserpine  were  most  effective 
in  the  management  of  severely  disturbed  cases. 
Other  factors  being  equal,  its  degree  of  efficacy 
seems  to  diminish  with  the  seriousness  of  the 
condition  being  treated. 

Schrut38  has  made  some  interesting  comments 
on  possible  sources  of  error  in  the  interpretation  of 
results,  and  he  points  out  a number  of  complicat- 
ing factors  which  make  evaluation  difficult.  In 
Schrut’s  study  of  151  deteriorated  female 
psychotic  patients  ranging  in  age  from  sixteen 
years  to  eighty  years  and  receiving  reserpine 
treatment  for  four-and-one-half  months,  the 
following  percentages  of  improvement  are  given 


for  the  reserpine  group  as  compared  to  those  of 
matched  controls  (Table  IX). 

The  effect  of  attention  and  overrating  on  the 
part  of  attendants  appears  indicated,  since  a 
total  of  38.5  per  cent  of  the  placebo  group  showed 
some  degree  of  improvement  at  the  end  of  the 
experimental  period.  The  reserpine-treated 
group  gave  evidence  of  some  degree  of  improve- 
ment in  87.7  per  cent  of  the  patients  receiving 
therapy.  Although  findings  among  the  placebo 
group  tend  to  modify  interpretation  somewhat, 
there  is  still  a margin  of  nearly  50  per  cent  favor- 
ing the  reserpine-treated  group  over  the  group 
receiving  a placebo,  implying  good  action  of  the 
drug.  As  has  already  been  stated,  it  is  our 
opinion  that  a serious  mistake  often  is  made  of 
assuming  that  because  some  error  may  exist,  use 
of  the  observation  method  should  be  avoided  as 
being  entirely  unrealiable  and  unscientific. 
Because  of  this  assumption  a good  drug  may  be 
discarded  because  of  prejudice  against  the 
technic. 

Another  possibility  which  Schrut  reports  as 
influencing  interpretation  in  drug  therapy  is  the 
immediate  appearance  of  side  reactions  which  re- 
veal the  presence  of  a drug  as  opposed  to  a 
placebo  and  affect  the  attitude  of  personnel 
working  with  patients.  In  evaluating  dramatic 
results  in  individual  cases,  the  added  possibility 
of  spontaneous  remission  should  not  be  over- 
looked. 

Results  in  the  present  study  must  be  considered 
tentative  not  only  because  of  the  small  number 
of  cases  involved  but  because  the  problem  being 
investigated  is  complex.  It  is  interesting  to 
hypothesize  that  the  relative  ineffectiveness  of 
reserpine  in  altering  intelligence  test  scores 
during  the  same  period  of  apparent  behavioral 
change  is  due  to  the  fact  that  relatively  independ- 
ent areas  of  function  are  being  measured  in  our 
work.  This  is  closely  in  line  with  current  psy- 
chologic test  theory,  where  it  is  concededly  more 
difficult  to  alter  intelligence  than  personality 
and  behavior  by  extraneous  stimulation  of  any 
kind.  In  any  event,  Zeller,  Graffagnino,  Cullen, 
and  Rietman30  are  among  those  who  agree 
that  chlorpromazine  and  reserpine  modify  dis- 
turbed behavior  and  affect,  while  ideation  is  less 
dramatically  improved  during  the  initial  stages 
of  treatment  such  as  are  reported  upon  here. 
Just  how  much  overlap  exists  between  intelli- 
gence and  personality  and  whether  continued 
treatment  with  reserpine  over  long  periods  of 
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time  will  reduce  differences  among  these  various 
psychologic  factors  are  intriguing  areas  of  specu- 
lation. 

Summary  of  Impressions 

1.  Using  the  observation  method,  about  75 
per  cent  of  the  experimental  group  of  children 
and  adolescents  showed  improvement  in  be- 
havior following  treatment  with  reserpine  for 
six  months  as  compared  to  between  35  and  40 
per  cent  in  the  control  cases.  This  leaves  a 
margin  of  nearly  40  per  cent  favoring  the  experi- 
mental group  and  suggests  quite  some  favorable 
action  of  reserpine. 

2.  Rorschach  records  were  judged  to  have 
improved  in  approximately  one  third  of  the 
reserpine  cases  as  opposed  to  one  seventh  of  the 
control  patients.  Improvement  in  quality  of 
control  appeared  to  be  the  outstanding  feature 
differentiating  the  reserpine  group  from  the 
control  series  at  the  end  of  treatment. 

3.  Verbal,  motor,  and  social  intelligence  test 
ratings  gave  slight  positive  gains  for  both  the 
reserpine  and  control  cases  after  six  months  of 
therapy,  but  no  significant  statistical  differences 
were  found  between  the  two  groups.  This  in- 
dicates that  under  the  conditions  of  our  experi- 
ment ideational  changes  were  not  obtained  by 
use  of  the  drug. 

4.  Mild  toxic  side  reactions  appeared  in  7 
per  cent  of  the  patients  treated  with  reserpine 
orally  for  six  months,  which  is  a relatively  high 
percentage.  Individual  idiosyncracy  to  the  drug 
rather  than  high  dosage  level  seemed  to  account 
for  the  presence  of  any  particular  toxic  side 
effect.  Long-range  studies  of  reserpine  will  be 
necessary  before  possible  cumulative  or  perma- 
nent untoward  side  reactions  may  be  detected. 

5.  Individual  analysis  of  results  showed  a 
wide  range  of  responsiveness  to  reserpine,  vari- 
ability indicating  a generalized  rather  than  a 
specific  action  of  the  drug. 

6.  Findings  suggest  that  the  action  of  reser- 
pine may  be  one  of  an  “emotional  regulator” 
which  brings  the  extremes  of  affect  and  behavior 
into  more  normal  focus. 
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Greatness  of  name  in  the  father  ofttimes  overwhelms  the  son;  they  stand  too  near  one  another. 
The  shadow  kills  the  growth. — Ben  Jonson 
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Peptic  Ulcer  in  Childhood 
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Peptic  ulcer  in  childhood  is  generally  consid- 
ered to  be  a relatively  rare  occurrence.  It  is 
of  interest  to  note,  however,  that  since  the  initial 
report  of  peptic  ulcer  in  children  one  hundred  and 
twenty-six  years  ago,1  an  increasing  number  of 
communications  have  described  this  condition 
until  at  the  present  time  a total  of  nearly  500 
cases  of  duodenal  and  gastric  ulcer  in  children 
has  been  reported  in  the  world  literature.  It  is 
the  purpose  of  this  report  to  reiterate  the  fact 
that  peptic  ulcer  in  childhood  is  a well-estab- 
lished clinical  entity  far  more  common  than  it  is 
usually  considered  to  be. 

In  large  series  of  autopsy  material  duodenal 
ulcer  has  been  noted  in  from  1 to  2 per  cent  of 
children.2-6  Since  these  are  rather  weighted 
statistics  which  do  not  necessarily  reflect  the 
incidence  outside  the  hospital  situation,  the  actual 
incidence  may  well  be  higher.  Bird  and  his  as- 
sociates6 collected  245  cases,  of  which  120  had 
been  treated  surgically.  In  the  remainder  the 
diagnosis  had  been  made  clinically  or  at  autopsy. 
Aye7  in  a recent  review  collected  46  cases  of 
chronic  gastric  ulcer  in  children  under  fifteen 
years  of  age.  The  ratio  of  gastric  to  duodenal 
ulcers  ranges  in  various  reports  from  one  to  three 
to  one  to  seven.7-9  The  majority  of  gastric 
ulcers  are  pyloric  in  location. 

In  recent  years  more  attention  has  been  focused 
on  the  correct  clinical  diagnosis  of  peptic  ulcer  in 
children.  Alexander10  alone  discovered  30  cases 
of  duodenal  ulcer  in  254  examinations  of  the  up- 
per gastrointestinal  tract  in  children  less  than 
fourteen  years  of  age.  Aye7  reported  four  cases 
proved  roentgenologically  which  recovered  on 
appropriate  therapy.  Proctor,11  in  reviewing 
1,000  cases  of  adults  with  duodenal  ulcer,  was 
able  to  find  26  patients  in  whom  symptoms  could 
be  traced  as  far  back  as  four  years  of  age. 

In  our  group  of  five  cases  all  were  sixteen  years 
of  age  or  less,  and  four  were  less  than  twelve 
years  of  age.  All  but  one  diagnosed  on  routine 
examination  of  the  upper  gastrointestinal  tract. 


* Present  address:  Alexander  D.  Crosett,  Jr..  M.D.,  622 
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All  were  given  appropriate  therapy  with  com- 
plete relief  of  symptoms. 

Pathogenesis 

The  etiology  of  peptic  ulceration  in  childhood 
is  obscure.  Cushing12  noted  the  relationship 
between  acute  multiple  ulcerations  of  the  stom- 
ach and  duodenum  and  surgical  procedures  on 
the  brain,  particularly  involving  the  cerebellum. 
Perhaps  the  trauma  of  a difficult  birth  might  be 
associated  in  some  fashion  with  acute  neonatal 
ulceration  in  this  respect.  Miller13  noted  that 
the  gastric  acid  concentration  was  highest  in  the 
first  twenty-four  hours  of  life,  after  which  it 
receded  until  the  tenth  day  when  it  again  began 
to  rise  until  the  end  of  the  first  month  of  life,  at 
which  time  it  stabilized.  This  was  postulated 
to  be  due  to  a gastrogenic  hormone  which  passed 
through  the  placental  circulation  and  later  dis- 
appeared from  the  infant’s  bloodstream.  There 
would  certainly  appear  to  be  a definite  correlation 
between  the  weight  of  newborns  and  the  degree  of 
gastric  mucosal  development  and  gastric  acid- 
ity.14 Guthrie15  suggests  that  vascular  occlusion 
or  spasm  in  the  gastrointestinal  tract  may  be  a 
cause  when  it  is  incurred  by  birth  trauma. 
None  of  these  etiologic  factors  can  be  unequivo- 
cally substantiated. 

In  later  life,  however,  we  must  look  for  other 
explanations.  Shore16  raised  the  question  of 
gastric  overdistention  as  a possible  cause ; this  is 
rather  contradictory  since  the  majority  of  ulcer- 
ations occur  in  the  duodenum  where  overdisten- 
tion of  the  lumen  is  unlikely.  Other  authors  feel 
that  bacterial  toxins  are  a possible  factor  since 
acute  ulcers  are  frequently  observed  following 
acute  exanthemas,  uremia,  or  upper  respiratory 
infections.17  Many  large  series  of  cases  fail  to 
bear  this  out,  however. 

Emotional  factors  have  been  implicated.1 
Sibling  rivalry  and  parental  friction  and  unrest 
have  been  found  in  homes  from  which  these 
children  come,  particularly  in  the  older  groups. 
In  many  instances  relief  has  been  afforded  by  ap- 
propriate combined  medical  and  psychiatric 
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therapy. 

It  would  appear  that  there  is  a distinct  differ- 
ence in  the  etiology  of  the  acute  postnatal  ulcer- 
ations and  of  those  in  the  older  age  groups, 
which  are  of  a more  chronic  nature. 

Diagnosis 

In  neonatal  life  the  ulcerations  which  occur 
are  precipitous  in  onset  and  give  rise  to  no  pre- 
monitory symptoms.  The  majority  bleed  or 
perforate  before  recognition  and  require  imme- 
diate surgical  intervention.  Unfortunately  sur- 
gery is  infrequently  done  because  the  true  nature 
of  the  disorder  goes  unrecognized.  In  these 
newborns  intracranial  injury  and  general  sepsis 
have  rarely  been  concomitant  findings.  These 
acute  ulcerations  are  more  frequently  duodenal 
than  gastric  and  occur  somewhat  more  frequently 
in  male  infants.  The  ulcerations  are  shallow  and 
acute  pathologically,  and  their  bases  demonstrate 
no  infiltration  of  leukocytes. 

During  the  first  two  years  of  life  there  are  gen- 
erally more  warning  signs,  i.e.,  refusal  of  feedings, 
vomiting,  melena,  bloody  vomitus,  sometimes  for 
weeks  or  months.  Although  the  majority  still 
bleed,  as  do  those  in  the  first  year  of  life,  pyloro- 
spasm and  cicatricial  stenosis  are  occasionally 
seen.  If  the  disease  progresses  unrecognized, 
these  children  become  marasmic  and  are  poor 
operative  risks.  In  this  group  medical  therapy  is 
occasionally  effective  in  restoring  health.  Again 
duodenal  ulcers  are  five  times  more  common  than 
gastric  ulcers.  The  ulcerations  are  of  a more 
chronic  nature  and  exhibit  inflammation  at  their 
bases,  as  characterized  by  the  infiltration  of 
lymphocytes  and  polymorphonuclear  leukocytes 
in  large  numbers,  and  fibrosis  first  becomes  defi- 
nitely visible  on  microscopic  examination. 

Between  the  ages  of  two  and  six  years  ulcers 
are  somewhat  less  frequent.  The  outstanding 
features  in  this  age  group  are  chronicity  of  pain 
and  the  effects  of  pylorospasm  or  cicatricial 
stenosis.  Hemorrhage  and  perforation  still  oc- 
cur not  infrequently.  Above  the  age  of  six  years 
clinical  recognition  is  more  frequent,  and  appro- 
priate medical,  surgical,  or  combined  therapy  is 
undertaken.  Symptoms  in  this  group  are  quite 
likely  to  continue  through  to  adult  life. 

Abdominal  pain  in  the  older  age  groups  (four 
years  and  above)  is  the  most  common  complaint. 
It  is  frequently  vague  and  generalized,  although 
occasional  complaints  of  periumbilical  and  epi- 
gastric pain  are  encountered.  Recurrent  epi- 


Fig.  1.  Case  1 — An  ulcer  crater  is  noted  on  the  greater 
curvature  aspect  of  the  duodenal  bulb. 


sodes  of  nausea  and  vomiting  occur  which 
strongly  resemble  the  intermittent  pylorospasm 
noted  in  adults.  Weight  loss  and  constipation 
are  infrequent,  but  anorexia  is  quite  noticeable, 
particularly  in  those  in  whom  eating  incurs  nau- 
sea. Abdominal  tenderness,  generally  localized 
to  the  upper  abdominal  quadrants,  is  frequent, 
although  it  may  occur  anywhere.  It  is  often 
mistaken  for  acute  appendicitis,  “low-grade”  or 
“chronic”  appendicitis,  mesenteric  adenopathy, 
and  other  acute  surgical  conditions,  particularly 
when  a severe  attack  occurs.  The  adult  symp- 
tom complex  of  pain-food-ease  is  infrequent. 
The  greatest  single  obstacle  to  diagnosis,  how- 
ever, is  the  failure  to  consider  the  disorder  as  a 
cause  of  abdominal  pain  in  children,  thus  pre- 
venting the  use  of  further  detailed  diagnostic 
procedures,  particularly  roentgen  methods,  which 
are  necesary  to  arrive  at  a correct  diagnosis. 

Treatment 

In  the  acute  erosions  of  neonatal  life  prompt 
surgical  intervention  with  plication  or  even  gas- 
troenterostomy has  been  a lifesaving  measure,6 
although  too  infrequently  done.  Conservative 
management  has  largely  proved  ineffective  in 
this  period,  particularly  since  gross  hemorrhage 
and  perforation  are  both  so  common. 

In  later  life,  unless  severe  cicatricial  stenosis  or 
bleeding  and  perforation  occur,  conservative 
medical  management  suffices  to  control  symptoms 
and  restore  health  eventually.  Except  in  cases 
of  acute  perforation  surgical  procedures  under- 
taken in  this  period  include  a modified  Ramstedt 
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Fig.  2.  Case  1 — Gastrointestinal  series  after  one 
month  of  therapy  reveals  slight  decrease  in  size  of  ulcer 
crater. 


i procedure  and  gastroenterotomy,  occasionally 
with  subtotal  gastrectomy.  The  recurrence 
I of  gastrojejunal  ulceration  is  high,  even  greater 
than  that  expected  in  adults.  The  natural 
history  of  the  medically  treated  duodenal  ulcer 
f in  the  age  group  four  years  and  over  is  much 
1 like  that  of  adults,  i.e.,  the  ulcer  and  deformity  of 
the  duodenal  bulb  persists,  sometimes  for  long 
periods  despite  adequate  therapy  and  the  dis- 
appearance of  all  symptoms.  Two  of  our  cases 
illustrate  this  point. 


Case  Reports 

Case  1.— P.  C.,  a six-year-old,  white  female,  was 
first  seen  on  October  10,  1953,  at  which  time  she 
had  a bilateral  exudative  tonsillitis,  which  was 
treated  appropriately  and  responded  promptly. 
There  was  a history  of  periumbilical  abdominal  pain 
occurring  two  to  three  times  weekly  for  three  years, 
more  frequently  in  the  last  year  of  life.  At  the 
same  time  there  was  concomitant,  unexplained 
fever  to  102  or  103  F.  combined  with  easy  fatigability 
and  anorexia  but  no  nausea  or  vomiting.  There 
was  no  history  of  melena  or  hematemesis. 

On  initial  physical  examination  there  was  slight 
tenderness  on  deep  inspiration  in  the  left  upper 
quadrant  where  it  was  felt  that  the  lower  pole  of  the 
left  kidney  could  be  palpated.  Complete  laboratory 
examinations,  including  blood  count,  urinalysis,  and 
stool  examination,  revealed  normal  findings  with 
the  exception  of  cysts  of  Endamoeba  coli  and 
Enterobius  vermicularis.  An  intravenous  pyelo- 
gram  was  performed,  which  revealed  no  abnor- 


Fig.  3.  Case  3 — An  ulcer  crater  is  seen  en  face  with 
considerable  deformity  of  the  duodenal  bulb. 


malities. 

The  patient  was  seen  again  in  November,  1953, 
and  at  that  time,  because  of  the  persistence  of  epi- 
gastric and  periumbilical  pain,  the  possibility  of  a 
peptic  ulcer  was  suspected,  and  a gastrointestinal 
series  was  performed.  Pronounced  pylorospasm 
was  noted  together  with  deformity  of  the  duodenum; 
on  the  greater  curvature  aspect  of  the  duodenum 
there  was  a barium  collection  toward  which  mucosal 
folds  radiated  and  which  appeared  to  extend  from 
the  wall  of  the  duodenum,  consistent  with  the  pic- 
ture of  duodenal  ulcer  (Fig.  1).  Accordingly  ap- 
propriate antiulcer  medical  therapy  was  instituted, 
consisting  of  belladonna  and  phenobarbital,  small 
doses  of  Banthine  and  Amphojel  at  two  to  four- 
hour  intervals.  An  adequate  diet  was  prescribed 
with  adequate  milk  supplements.  Symptoms  re- 
gressed and  have  never  reappeared. 

At  the  end  of  one  month  the  patient  was  re- 
examined. The  previously  described  ulcer  crater 
was  still  present  but  not  quite  so  large  (Fig.  2). 
There  was  less  pylorospasm  and  irritability  of  the 
duodenal  bulb.  Medical  therapy  was  carried  out 
for  an  additional  three  months.  The  child  was 
again  examined,  and  at  this  time  complete  healing 
of  the  ulcer  was  noted.  Since  that  time  she  has 
been  seen  periodically,  and  there  has  been  no  return 
of  the  previous  gastrointestinal  symptoms. 

It  is  of  interest  to  note  that  this  child  comes 
from  a rather  unstable  home;  a sibling  suffers  from 
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Fig.  4.  Case  8 — Spot  roentgenograms  demonstrate  an  ulcer  crater  projecting  from  the  posterior  wall  of  the 

duodenal  bulb. 


cerebral  palsy  and  requires  a great  deal  of  the 
mother’s  attention.  This  may  have  played  a 
part  in  the  disease  process. 

Case  2. — T.  L.,  a nine-year-old,  white  boy,  was 
first  seen  in  October,  1953,  because  of  daily  episodes 
of  epigastric  pain  in  the  early  morning,  midmorning, 
and  midafternoon  for  three  to  four  weeks.  The 
pain  was  so  severe  as  to  cause  him  to  cry.  It  was 
associated  with  flatulence,  and  during  the  previous 
three-week  period  two  episodes  of  relatively  severe 
vomiting  had  occurred,  associated  with  loose  stools. 
The  child  was  said  by  his  mother  to  have  been  more 
tense  and  anxious  during  this  period.  Some  relief 
of  the  pain  was  afforded  by  food  intake;  there  was 
no  history  of  true  food  intolerance  or  of  melena, 
hematemesis,  or  weight  loss. 

On  physical  examination  he  appeared  to  be  a 
nervous,  intelligent,  rather  anxious  boy.  He  was 
well  developed  and  well  nourished.  There  were  no 
physical  findings  except  for  tenderness  in  the  mid- 
epigastrium on  superficial  and  deep  palpation. 
Laboratory  examinations,  including  routine  urinal- 


ysis, complete  blood  count,  and  examination  of  the 
stools  revealed  no  abnormalities.  An  examination 
of  the  upper  gastrointestinal  tract  revealed  some- 
what increased  peristalsis  and  definite  pylorospasm. 
The  duodenal  bulb  was  irritable,  and  on  the  lesser 
curvature  aspect  of  the  bulb  there  was  a 3-mm. 
barium  collection  toward  which  mucosal  folds  ap- 
peared to  radiate,  which  was  felt  to  be  consistent  in 
appearance  with  a duodenal  ulcer.  The  small 
intestine  was  normal. 

The  patient  was  placed  on  antispasmodics,  seda- 
tives, and  an  appropriate  diet  and  responded  within 
two  weeks.  His  symptoms  have  never  reappeared. 
After  six  weeks  the  upper  gastrointestinal  tract  was 
again  examined.  The  ulcer  crater  was  definitely 
smaller,  and  there  was  much  less  associated  irrita- 
bility and  spasm. 

This  child  had  been  separated  from  his  father 
periodically  for  long  periods  because  of  military 
travel.  His  mother  was  a rather  tense  individual. 
The  child  himself  exhibited  considerable  anxiety 
which  may  have  been  of  importance  as  an  etio- 
logic  factor. 
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Case  3. — T.  S.,  a six-year-old,  white  male,  was 
first  seen  in  January,  1955,  with  a history  of  ab- 
dominal pain  for  one  year.  This  was  usually  peri- 
umbilical in  location  and  of  brief  duration.  It  was 
severe  enough  to  cause  the  child  to  cry  and  would 
frequently  awaken  him  in  the  early  morning  hours. 
The  pain  was  usually  relieved  by  the  ingestion  of 
food.  There  was  no  history  of  hematemesis, 
melena,  weight  loss,  or  anorexia.  There  was  no 
significant  history  of  nausea,  vomiting,  or  diarrhea. 
There  was  no  specific  food  intolerance. 

The  laboratory  examination,  including  complete 
blood  count,  urinalysis,  and  repeated  examinations 
of  the  stools,  revealed  no  abnormalities.  An  upper 
gastrointestinal  series  revealed  irritability  of  the 
duodenum  with  a marked  degree  of  pylorospasm 
and  a central  barium  collection  on  the  posterior 
face,  toward  which  folds  radiated,  which  was  thought 
to  be  consistent  in  appearance  with  an  ulcer  crater 
(Figs.  3 and  4). 

He  was  started  on  medical  therapy  and  is  still 
under  intensive  medical  treatment.  Symptoms 
were  relieved  within  one  week  of  institution  of 
therapy. 

Case  4. — F.  K.,  a twelve-year-old,  white  male, 
was  first  seen  in  November,  1953,  with  a history  of 
periumbilical  pain,  which  was  episodic  in  nature, 
occurring  at  night,  in  the  early  morning  hours, 
and  midafternoon,  for  a period  of  two  months. 
There  was  no  particular  relief  on  food  ingestion,  nor 
was  there  any  food  intolerance.  No  melena  or 
hematemesis  had  ever  been  noted.  He  had  lost  no 
weight  and  was  not  particularly  anorexic. 

On  physical  examination  there  were  no  significant 
findings.  An  upper  gastrointestinal  series  revealed 
hypoperistalsis,  but  there  was  a marked  degree  of 
pylorospasm  which  lasted  for  over  one-half  hour. 
In  the  immediate  pyloric  region  a small,  persistent 
fleck  of  barium  was  noted  on  multiple  films,  prob- 
ably representing  the  site  of  a scar  or  of  an  actual 
ulcer  crater.  The  pylorus  was  slightly  eccentric. 
The  duodenal  bulb  was  not  deformed  and  did  not 
appear  to  contain  an  ulcer  crater.  The  small  in- 
testine was  normal.  It  was  felt  that  this  represented 
a small  pyloric  channel  ulceration  or  perhaps  the 
scar  at  the  site  of  a subsiding  ulceration. 

Appropriate  medical  therapy  was  begun  with 
prompt  relief  of  all  symptoms.  However,  the  child 
was  lost  to  follow-up  rather  soon  after  first  being 
seen. 

Case  5. — G.  R.,  a sixteen-year-old,  white  male, 
was  first  admitted  to  the  hospital  on  November  5, 
1953,  in  a state  of  shock.  He  had  noted  gross  rectal 
bleeding  during  the  day  preceding  admission  and 
began  to  note  dizziness,  weakness,  and  some  nausea. 
The  only  relevant  past  history  was  a feeling  of  severe 
hunger  for  the  past  month  but  no  abdominal  pain 


at  any  time. 

On  reaching  the  hospital  his  blood  pressure  was 
80/40  and  pulse  100.  He  vomited  for  the  first  time, 
but  the  gastric  contents  were  not  bloody.  An 
emergency  hematocrit  at  this  time  was  26  mm. 

Initial  physical  examination  revealed  no  abnor- 
malities other  than  shock.  The  proctoscopic  ex- 
amination revealed  blood  coming  from  above. 

He  was  given  2,000  cc.  of  blood  over  the  next 
three  days,  after  which  he  was  placed  on  a progres- 
sive Sippy  diet,  which  continued  until  the  end  of  his 
hospitalization.  A Levine  tube  was  passed,  and 
continuous  gastric  suction  was  carried  out  for  two 
days.  At  the  end  of  this  time  no  blood  had  been 
withdrawn  from  the  stomach.  His  course  in  the 
hospital  was  favorable  thereafter. 

A gastrointestinal  series  on  the  fourteenth  hospital 
day  revealed  irritability  of  the  duodenal  bulb  with 
evidence  of  spasm  but  no  evidence  of  active  ulcer- 
ation. Pronounced  pylorospasm  was  noted.  Two 
double-contrast  barium  enemas  revealed  no  abnor- 
malities. A complete  workup  with  respect  to  blood 
dyscrasia  revealed  no  abnormalities. 

He  was  discharged  from  the  hospital  after  forty 
days  on  antispasmodics  and  diet.  He  has  had  no 
recurrence  of  symptoms  and  has  been  followed  for 
over  a year,  during  which  time  he  has  remained  well. 

This  boy  is  of  diminished  intelligence.  He  is 
the  son  of  a Marine  master  sergeant  who  is  a stern 
and  unbending  disciplinarian.  He  has  received 
little  or  no  affection  or  attention  from  his  parents 
and  seems  to  have  been  a failure  at  most  things  he 
has  tried  to  do.  At  the  present  time  he  is  working 
in  a grocery  store  and  appears  to  have  adjusted 
satisfactorily  to  this  situation.  He  has  been  seen 
at  the  mental  hygiene  clinic  on  various  occasions, 
and  some  progress  has  apparently  been  made. 

Comment 

Of  the  five  cases  four  were  brought  to  a physi- 
cian’s attention  because  of  abdominal  pain. 
In  two  cases  recurrent  attacks  of  nausea  and 
vomiting  were  noted,  usually  for  short  periods. 
In  only  one  case  (Case  5)  wras  there  a complica- 
tion noted  which  required  urgent  medical  atten- 
tion. Aside  from  this  case  none  presented  a 
history  of  hematemesis  or  melena,  and  none  had 
appreciable  weight  loss.  Complete  laboratory 
examinations  revealed  no  abnormalities;  none 
was  anemic  except  Case  5.  In  at  least  three 
cases  the  presence  of  emotional  problems  of  a 
severe  nature  suggested  an  etiologic  factor. 
There  was  no  recurrence  of  symptoms  in  any 
case  over  a period  of  one  year.  None  has  been 
followed  longer  than  this. 

Roentgen  examination  demonstrated  a crater 
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in  four  cases  with  corroborative  evidence  of  in- 
flammatory disease  manifested  by  moderate  to 
marked  pylorospasm,  tenderness,  and  irritability 
of  the  duodenal  bulb  on  fluoroscopic  examina- 
tion. An  active  crater  was  not  demonstrated  in 
Case  5,  but  the  associated  findings  strongly  sug- 
gested inflammatory  disease  of  the  duodenum; 
later  minimal  deformity  tended  to  substantiate 
this. 

The  relative  frequency  of  occurrence  of  peptic 
ulcer  in  childhood  is  often  underestimated  by  the 
clinician.  It  is  a condition  of  considerable 
clinical  importance,  particularly  in  the  neonatal 
period  where  appropriate  therapy  may  be  life- 
saving, and  should  be  kept  in  mind  as  a source  of 
abdominal  pain  in  later  life.  The  purpose  of  this 
communication  is  to  focus  attention  on  peptic 
ulcer  in  childhood  as  an  important  disease  entity 
which  will  be  found  more  frequently  when  sought 
for. 

Summary 

1.  Five  cases  of  peptic  ulcer  occurring  in 
childhood  are  presented. 


2.  The  literature  on  the  subject  is  reviewed. 

3.  A plea  is  made  for  more  adequate  attention 
to  this  disease  process  as  an  entity  in  childhood. 
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Megaloblastic  Anemia  Following  Use  of  Primidone 


To  the  six  cases  previously  reported  by  others  the 
authors  add  two  of  megaloblastic  anemia  associated 
with  use  of  the  anticonvulsant  drug  Primidone. 
Megaloblastic  anemia  following  use  of  Dilantin  has 
been  reported  in  a total  of  13  published  cases. 
In  most  of  the  previously  published  cases,  Primidone 
had  been  used  for  a relatively  short  time  before 
appearance  of  the  blood  dyscrasia,  and  in  several  of 
these  Dilantin  and/or  phenobarbital  had  been  used 
for  years  before  that.  Seven  of  the  eight  Primidone 
cases  were  given  folic  acid,  with  recovery.  The 


other  recovered  fully  on  vitamin  Bi2.  The  authors 
point  out  that  the  anemia  apparently  does  not  re- 
lapse if  the  original  drug  is  continued  with  the 
addition  of  vitamin  Bi2  or  folic  acid.  The  possibility 
of  anemia,  they  say,  should  not  lessen  the  usefulness 
of  either  Dilantin  or  Primidone,  which  at  present 
are  the  most  effective  anticonvulsant  drugs.  How 
the  anemia  is  produced  is  not  known,  and  it  is  even 
uncertain  that  the  mechanism  is  the  same  in  the 
case  of  both  drugs. — M.  J.  D.  Newman  and  D.  W. 
Sumner,  Blood,  February,  1957 
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Acute  Red  Degeneration  of  the  Uterine  Myoma 
Complicating  Pregnancy 

LUDWIG  J.  CIBELLI,  M.D.,  F.I.C.S.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Obstetrics  and  Gynecology,  The  Brooklyn  Hospital ) 


This  study  was  undertaken  in  order  to  become 
more  familiar  with  the  cause,  course,  diag- 
nosis, and  management  of  acute  red  degeneration 
of  the  uterine  myoma  complicating  pregnancy. 
The  literature  will  be  briefly  reviewed,  records  at 
The  Brooklyn  Hospital  during  the  years  1950  to 
1954  inclusive  will  be  analyzed,  and  an  interesting 
case  will  be  presented. 

Incidence 

The  uterine  myoma  is  the  most  frequent 
tumor  encountered  during  pregnancy.  The 
incidence  varies  from  0.3  to  7.2  per  cent.1  Gran- 
din2  in  his  review  reported  an  incidence  of  2.1  per 
cent.  Seventy-five  per  cent  of  the  patients  were 
over  the  age  of  thirty.  Fifty-one  per  cent  were 
primigravida.  This  is  of  particular  interest  to  us 
because  the  problem  of  the  elderly  primigravida 
is  seriously  increased  by  this  complication.  Dur- 
ing pregnancy  myomas  which  are  small  and  con- 
sequently insignificant  may  increase  in  size  by 
hypertrophy  and  become  formidable.3  In  many 
instances  they  are  not  discovered  until  the  third 
trimester,  while  some  women  go  through  an 
entire  pregnancy  without  the  tumors  being 
found  until  after  delivery.  This  is  understand- 
able since  acute  red  degeneration,  which  is 
always  accompanied  by  pain,  occurs  most  fre- 
quently toward  the  end  of  pregnancy  and  in  the 
puerperium.  Grandin  stated  that  one  in  four 
myomas  evidenced  degeneration  during  preg- 
nancy. Greenhill4  estimated  the  incidence  of 
degeneration  to  be  about  23  per  cent  with  the 
greater  tendency  during  the  puerperium. 

Cause 

Red  degeneration  was  first  accurately  de- 
scribed by  Gebhart  in  1899.  The  name  is 
expressive  of  the  gross  appearance  of  this  tumor 
which  on  section  has  a dull  reddish  hue.5  In 
1944  Faulkner6  reviewed  Sampson’s  paper  on  the 
blood  supply  of  the  uterine  myoma.  He  con- 
firmed his  findings  by  injecting  the  vessels  of 


many  myomatous  uteri  with  latex  neoprene,  red 
for  arteries  and  black  for  veins.  The  actual 
myomas  were  usually  a mass  of  branching  thin- 
walled  arteries  and  contained  few  or  no  veins. 
The  veins  were  usually  concentrated  at  the  pe- 
riphery of  the  tumors  and  entered  them  only  a 
short  distance  or  not  at  all. 

In  1947  Faulkner7  wrote  a paper  simplifying 
some  of  the  aspects  of  red  degeneration.  From 
the  clinical  behavior  of  the  red  myoma,  its  acute 
symptoms,  and  gross  pathologic  appearance,  he 
concluded  that  this  degeneration  is  a vascular 
accident,  that  is,  hemorrhage  into  the  substance 
of  tumor,  which  can  be  the  result  of  one  of  two 
possible  events.  The  first  of  these  is  based  on  the 
theory  of  peripheral  venous  obstruction,  as 
postulated  by  Haultain,  whether  from  simple 
pressure,  peripheral  thrombosis,  or  mechanical 
injury.  Blood  pumped  into  the  tumor  cannot 
get  out,  the  thin-walled  arteries  of  the  myoma 
are  ruptured  at  many  points,  and  extravasation 
of  red  cells  occurs.  Such  a concept  readily 
explains  the  sudden,  rapid,  painful  swelling  of  the 
myoma  which  has  suffered  this  accident.  Dur- 
ing pregnancy,  since  the  uterus  is  pushed  up 
under  the  abdominal  wall,  especially  the  firm 
abdominal  wall  of  the  primigravida,  the  postulate 
of  this  theory  is  readily  fulfilled. 

The  second  possibility  is  a primary  rupture  of 
vessels  within  the  tumor.  Since  the  blood 
supply  of  the  myoma  is  in  greatest  jeopardy 
during  the  vigorous  uterine  contractions  of 
labor  and  the  rapid  involution  that  follows 
delivery,  there  appears  to  be  ample  cause  for  the 
rupture  of  vessels  within  the  tumor  at  this 
time,  giving  the  higher  incidence  of  red  degen- 
eration during  the  puerperium. 

Course 

Because  sufficient  circulation  usually  remains, 
the  recovery  of  the  tumor  is  the  same  as  that 
from  hemorrhage  in  any  structure.  Gradually 
the  pain  and  tenderness  recede,  and  the  consti- 
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tutional  signs  disappear  as  the  tumor  becomes 
smaller.  Infection  is  rare,  occurring  most  fre- 
quently during  the  puerperium.  It  is  favored  by 
the  immense  size  of  some  tumors  and  by  bruising 
and,  particularly,  wounding  of  the  endometrium 
during  delivery. 

Diagnosis 

The  acute  phenomenon  of  red  degeneration 
occurs  most  frequently  during  the  last  trimester 
of  pregnancy  and  the  puerperium.  It  is  associ- 
ated with  pain  and  accompanied  by  leukocytosis 
and  an  increase  in  the  sedimentation  rate.  The 
myoma  suddenly  becomes  enlarged,  exquisitely 
tender,  and  tense.  Many  become  soft  and  give 
a perfect  sense  of  fluctuation.8  When  infection 
intervenes,  there  is  fever,  rapid  pulse,  and  malaise. 
Because  the  myoma  which  has  undergone  this 
vascular  accident  often  becomes  fluctuant,  at 
times  it  is  difficult  to  differentiate  from  the 
ovarian  cyst  with  torsion.  The  following  ob- 
servations will  facilitate  the  correct  diagnosis. 

The  myoma  is  usually  incorporated  in  the  wall 
of  the  uterus.  Careful  and  gentle  palpation 
usually  reveals  multiple  growths.  It  usually 
becomes  progressively  larger  during  pregnancy. 
When  the  accident  of  red  degeneration  occurs, 
it  increases  in  size  rapidly.  Recovery  usually 
follows.  Infection,  which  is  rare,  occurs  insid- 
iously and  is  most  common  during  the  puer- 
perium. 

The  ovarian  cyst  is  usually  separate  and  dis- 
tinct from  the  uterus.  It  is  usually  solitary. 
Its  growth  is  not  accelerated  by  pregnancy  ex- 
cept when  the  tumor  is  malignant.  There  may 
be  slight  enlargement  due  to  partial  torsion,  but 
this  is  insignificant.  When  complete  torsion 
occurs,  the  symptoms  of  necrosis  and  infection 
appear  rapidly. 

Managernen  t 

The  clinical  behavior  of  the  red  degenerating 
myoma  is  almost  always  benign.  The  treat- 
ment of  choice  is,  therefore,  judicious  conserv- 
atism. The  mere  presence  of  a painful  tumor 
is  certainly  not  an  indication  for  surgical  inter- 
vention. Grandin  in  his  series  reported  three 
antepartum  myomectomies.  Only  one  continued 
to  term.  Finn9  in  his  review  reported  14  ante- 
partum myomectomies.  Six  of  these  patients, 
43  per  cent,  aborted.  Another  deterrent  to 
antepartum  surgery  is  hemorrhage.  The  simple 


myomectomy  may  become  so  difficult  technically, 
because  of  profuse  bleeding,  that  often  a hys- 
terectomy must  be  resorted  to  for  the  safety  of  the 
patient.  Finn  stated  that  at  the  New  York 
Hospital  myomectomies  during  pregnancy  have 
been  discontinued  since  1943.  The  only  excep- 
tion has  been  the  pedunculated  myoma  with 
torsion. 

Once  the  acute  symptoms  of  red  degeneration 
have  subsided,  the  patient  herself  is  the  most 
difficult  problem  because  she  becomes  irked  by 
her  continued  discomfort.  A certain  amount 
of  pain  at  the  tumor  site  and  distress  from  over- 
distention of  the  abdomen  must  be  borne.  Anal- 
gesics may  be  necessary  until  the  very  onset  of 
labor.  Then  nature  may  accomplish  wonders. 
In  the  presence  of  poor  progress  or  fetal  distress, 
operative  intervention  is  indicated. 

In  his  text  Titus10  takes  the  attitude  of  utmost 
conservatism  during  pregnancy.  At  term  he 
becomes  radical  to  the  point  of  preferring  elec- 
tive section,  except  where  the  tumors  are  small, 
followed  by  myomectomy  if  possible  or  hyster- 
ectomy when  absolutely  necessary.  He  feels 
that  this  combines  delivery  with  the  removal  of 
menace  of  the  tumor.  It  also  avoids  the  risk  of 
red  degeneration  and  infection,  complications 
which  are  common  during  the  puerperium. 

Finn  stated  that  myomectomy  is  not  performed 
at  the  New  York  Hospital  at  the  time  of  cesarean 
section  unless  the  myoma  lies  in  the  line  of  the 
incision  or  is  pedunculated.  Cesarean  hyster- 
ectomy is  performed  only  for  large  myomas, 
while  smaller  ones  are  permitted  to  remain. 

Kimbrough,  in  discussing  the  paper  by  Parks 
and  Barter,  stated  that  at  the  Pennsylvania  Hos- 
pital, because  of  the  increased  danger  of  bleeding 
and  infection,  all  but  the  simplest  myomectomies 
arc  avoided  at  the  time  of  cesarean  section,  prefer- 
ring later  myomectomy  to  immediate  cesarean 
hysterectomy. 

Red  degeneration  with  superimposed  infection 
during  the  puerperium  is  best  treated  conserva- 
tively with  oxytocics  and  antibiotics.11  Only 
when  this  regimen  fails  is  surgery  indicated,  at 
which  time  myomectomy  or  in  some  cases  hyster- 
ectomy may  be  performed. 

When  we  consider  the  fact  that  the  combination 
of  pregnancy  and  myoma  occurs  so  frequently 
in  the  elderly  primigravida  and  that  the  partic- 
ular pregnancy  we  are  treating  may  very  well  be 
her  only  opportunity  to  have  a child,  every 
effort  should  be  made  to  enable  the  patient  to 
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continue  through  her  pregnancy,  in  order  that  by 
whatever  method  delivery  is  effected,  she  may 
have  her  child.  Judicious  conservatism  may 
very  well  allow  the  patient  to  have  at  least 
another  pregnancy  before  being  subjected  to 
radical  surgery. 

Statistical  Analysis 

There  were  10,728  obstetric  admissions  at  The 
Brooklyn  Hospital  during  the  years  1950  to 
1954  inclusive.  Of  these  patients  101  had 
complicating  myomas,  an  incidence  of  0.94  per 
cent.  This  is  lower  than  the  incidence  of  2.1 
per  cent  quoted  by  Grandin  at  Sloane  Hospital. 
The  explanation  for  this  may  be  found  in  the 
fact  that  whereas  66  per  cent  of  his  cases  were 
Negroes,  the  percentage  at  The  Brooklyn  Hospital 
was  40. 

Of  these  101  cases  only  nine  presented  clinical 
evidence  of  acute  red  degeneration.  This  is  at 
variance  with  the  25  per  cent  estimated  by  both 
Grandin  and  Greenliill.  The  latter  also  men- 
tioned a greater  frequency  of  degeneration 
during  the  puerperium;  however  only  three  of 
our  cases  occurred  after  delivery.  In  our  entire 
group  78  per  cent  were  over  thirty  years  of  age, 
and  47  per  cent  were  primigravida,  comparing 
favorably  with  Grandin’s  series. 

There  was  not  a single  case  of  surgical  inter- 
vention for  uterine  myoma  per  se.  The  six 
patients  who  presented  acute  red  degeneration 
during  pregnancy  were  treated  conservatively. 
Three  of  these  patients,  all  of  whom  were  primi- 
gravida and  over  the  age  of  thirty,  were  delivered 
abdominally.  One  of  these  sections  was  accom- 
panied by  a simple  subserous  myomectomy. 

Blood  was  available  for  all  three  cases  but  was 
not  required.  In  the  entire  group  eight  cases 
required  postpartum  blood  replacement.  This  is 
higher  than  the  usual  incidence  of  postpartum 
hemorrhage  and  was  not  experienced  by  Grandin. 
Five  were  in  the  abdominal  delivery  group. 
Four  required  more  than  one  unit  and  were  in  the 
latter  group.  Two  of  these  went  on  to  hyster- 
ectomy because  the  bleeding  was  uncontrollable. 
It  would  be  well  for  us,  when  cesarean  section  is 
indicated  in  a patient  with  myomas,  to  obtain 
her  consent  to  do  whatever  we  find  necessary 
and  to  have  sufficient  blood  on  hand  for  any 
eventuality. 

Of  the  three  cases  that  presented  clinical 
evidence  of  acute  red  degeneration  during  the 
puerperium,  one  was  a primigravida  over  the 


age  of  thirty.  All  were  treated  conservatively. 
None  became  infected.  Taking  into  considera- 
tion our  present  trend  of  early  ambulation  and 
hospital  discharge  and  the  prophylactic  use  of 
antibiotics,  it  is  possible  that  infection  of  some  of 
these  tumors  may  have  occurred  at  home  and 
consequently  did  not  appear  in  our  records. 

Case  Report 

A.  B.,  a thirty-four-year-old,  white  primigravida, 
was  admitted  to  The  Brooklyn  Hospital  on  December 
6,  1955.  She  was  first  seen  at  the  office  on  August  3, 
complaining  of  morning  nausea  and  menstrual-like 
cramps.  Her  last  period  began  on  June  16.  Her 
past  history  was  not  remarkable.  Pelvic  exami- 
nation was  deferred.  Her  next  office  visit  was  on 
September  26.  On  pelvic  examination  the  uterus 
was  found  to  be  symmetrically  enlarged  and  com- 
patible in  size  with  a twelve-week  gestation.  In- 
ternal pelvimetry  was  ample.  The  expected  date 
of  confinement  was  calculated  to  be  March  23,  1956. 

The  patient  was  next  seen  at  home  on  the  day  of 
admission.  She  had  recently  returned  from  a visit 
to  California.  Her  chief  complaint  was 'severe 
intermittent  abdominal  pain.  The  patient  was  of 
normal  body  stature,  lying  in  bed  with  her  knees 
flexed,  apparently  in  distress.  There  were  no  gastro- 
intestinal symptoms.  The  pulse,  temperature,  and 
blood  pressure  were  normal.  The  uterus  was  soft 
and  enlarged  to  the  level  of  the  umbilicus.  There 
was  no  vaginal  bleeding.  The  fetal  heart  sounds 
were  regular.  At  the  right  of  the  uterus  and  ex- 
tending slightly  above  the  fundus  was  a bulging  mass 
measuring  approximately  8 by  8 cm.  At  irregular 
intervals  the  patient  complained  of  severe  colic- 
like pain,  localized  at  this  site.  The  mass  was  ex- 
quisitely tender  and  gave  a perfect  sense  of  fluctu- 
ation. The  diagnosis  was  right  ovarian  cyst  with 
torsion. 

A consultant  was  called  to  see  the  patient.  He 
confirmed  the  findings  but  on  careful  and  gentle 
palpation  found  a small,  slightly  tender,  somewhat 
pedunculated  myoma,  measuring  approximately  3 bv 
3 cm.,  on  the  wall  of  the  fundus  under  the  umbilicus. 
This  made  him  lean  toward  the  diagnosis  of  an 
acute  red  degenerating  myoma. 

The  patient  was  hospitalized  for  observation. 
She  responded  well  to  bed  rest,  sedatives,  and 
analgesics.  Although  the  pain  subsided,  the 
fluctuating  mass  became  larger  and  remained  ex- 
quisitely tender.  The  patient  was  discharged  on 
December  17  with  the  diagnosis  of  acute  red  de- 
generation of  a uterine  myoma  complicating  preg- 
nancy at  six  months. 

The  patient  was  subsequently  seen  regularly  at 
the  office.  Two  more  tender  uterine  myomas  be- 
came palpable.  During  the  four  weeks  before  the 
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Olivet  of  labor  the  patient  was  extremely  uncom- 
fortable and  required  analgesics  at  frequent  inter- 
vals. 

Labor  began  at  8:30  a.m.  on  March  17,  1956. 
The  patient  was  admitted  to  the  labor  room  at 
1 : 30  p.m.  At  this  time  the  large  tumor  mass 
measured  15  by  15  cm.  Fluctuation  had  persisted. 
It  remained  at  its  original  site,  not  rising  with  the 
fundus.  The  smaller  myoma  now  measured  5 by  5 
cm.  and  was  just  below  the  ensiform  process.  Two 
units  of  blood  were  made  available.  At  2 : 15  p.m.  the 
fetal  heart  rate  was  140.  The  contractions  came 
every  four  to  five  minutes  with  a duration  of  from 
twenty  to  thirty  seconds.  On  rectal  examination 
the  cervix  was  found  to  be  effaced  and  2 cm.  dilated 
with  the  vertex  at  the  spines  in  the  left  occiput 
anterior  position. 

At  3:50  p.m.  the  labor  room  nurse  reported  that 
the  patient  was  very  restless  and  that  the  fetal  heart 
rate  was  fluctuating  between  140  and  200.  When 
this  report  was  verified,  100  mg.  of  Demerol  and 
‘/iso  grain  of  Scopolamine  were  ordered  and  the 
operating  room  alerted  for  possible  cesarean  section. 
The  patient  soon  quieted  down,  and  the  fetal  heart 
rate  became  stabilized  at  140.  On  rectal  exami- 
nation <at  4:30  p.m.  the  cervix  was  4 cm.  dilated 
with  the  vertex  at  plus  2 station.  At  5:30  p.m.  it 
was  found  to  be  6 cm.  dilated  with  the  membranes 
bulging.  The  contractions  were  every  three  min- 
utes and  from  thirty  to  forty  seconds  in  duration. 
The  membranes  were  ruptured  surgically. 

From  this  point  on  labor  progressed  rapidly.  At 
6:30  p.m.  the  cervix  was  fully  dilated.  Demerol 
50  mg.  and  Scopolamine  V300  grain  were  ordered. 
At  7:45  p.m.  the  vertex  was  in  the  perineum  in  the 
occiput  anterior  position.  The  patient  was  brought 
to  the  delivery  room.  At  8:09  p.m.  a 7-pound,  6- 
ounce,  male  infant  was  delivered  by  means  of  low 
forceps  over  a right  median  episiotomy  under  cyclo- 
propane anesthesia.  The  placenta  separated  spon- 
taneously and  was  extracted  from  the  vagina  at  8 : 1 1 
p.m.  The  blood  loss  was  normal.  A careful  bi- 
manual examination  revealed  the  large  mass  to  be 
definitely  incorporated  in  the  wall  of  the  uterus. 
The  first  stage  of  labor  was  ten  hours,  the  second 
one  hour  and  forty  minutes,  and  the  third  two 
minutes.  The  patient  was  placed  on  routine  orders 
and  Tetracyn. 

The  puerperium  was  relatively  uneventful.  She 
was  discharged  on  March  24,  seven  days  postpartum. 
On  March  31  the  uterus  became  painful  and  ex- 
quisitely tender.  The  temperature  was  101  F. 
The  lochia  was  normal.  The  patient  responded 
well  to  bed  rest,  ergotrate,  analgesics,  and  anti- 
biotics. She  was  seen  at  the  office  for  her  six  weeks 


postpartum  checkup  on  April  30.  The  uterus  was 
subinvoluted,  reaching  a point  3 cm.  below  the 
umbilicus.  It  was  irregular  in  contour  and  ex- 
quisitely tender  on  palpation. 

Her  last  office  visit  was  on  November  12,  approxi- 
mately eight  months  postpartum.  She  has  had 
regular  normal  menstrual  periods.  On  bimanual 
examination  the  uterus  was  found  to  be  lying  an- 
teriorly in  the  axis  of  the  vagina  and  about  the  size 
of  an  eight  to  ten-week  gestation.  It  was  smooth, 
freely  movable,  and  not  tender  on  palpation.  She 
has  been  able  to  take  care  of  her  baby  and  home 
without  difficulty  since  her  recovery  from  the  epi- 
sode of  superimposed  myomatous  infection.  On 
discussing  her  desire  to  have  another  child,  she  was 
not  discouraged. 


Summary 

1.  The  literature  on  acute  red  degeneration 
of  the  uterine  myoma  complicating  pregnancy 
has  been  briefly  reviewed. 

2.  Records  at  The  Brooklyn  Hospital  during  the 
years  from  1950  to  1954  inclusive  have  been 
analyzed. 

3.  An  interesting  case  of  pregnancy  in  an 
elderly  primigravida,  complicated  by  an  acute 
red  degenerating  myoma  at  six  months,  treated 
conservatively,  delivered  vaginally  at  term,  with 
superimposed  infection  during  the  puerperium 
after  discharge  from  the  hospital,  has  been 
presented. 

1 Nevins  Street 


The  author  wishes  to  express  his  thanks  to  Dr.  J.  T.  Wal- 
lace, director  of  the  Department  of  Gynecology  and  Obstet- 
rics at  The  Brooklyn  Hospital,  who  was  the  consultant  in 
this  case. 


References 

1.  Parks,  J.,  and  Barter,  R.  H.:  Am.  J.  Obst.  & Gynec. 

63:260  (1952). 

2.  Grandin,  D.  J.:  ibid.  57:  532  (1949). 

3.  Greenhill,  J.  P.:  Obstetrics,  Philadelphia,  W.  B. 

Saunders  Co.,  1955,  p.  559. 

4.  Idem:  Yearbook  of  Obstetrics  and  Gynecology,  Chi- 

cago, Yearbook  Publishing  Co.,  1950,  p.  370. 

5.  Novak,  E.:  Gynecological  and  Obstetrical  Pa- 

thology, Philadelphia,  W.  B.  Saunders  Co.,  1952,  p.  195. 

6.  Faulkner,  R.  L.:  Am.  J.  Obst.  & Gynec.  47:  185 

(1944). 

7.  Ibid.  53:474  (1947). 

8.  Crossen,  R.  J.:  Diseases  of  Women,  St.  Louis,  C.  V. 

Mosby  Co.,  1953,  p.  475. 

9.  Finn,  W.  F.,  and  Muller,  P.  F. : Am.  J.  Obst.  & 

Gynec.  60:  109  (1950). 

10.  Titus,  P. : Management  of  Obstetrical  Difficulties, 

St.  Louis,  C.  V.  Mosby  Co.,  1950,  p.  180. 

11.  Lowri,  R.  J.,  and  Rosenberg,  K.:  New  York  State 

J.  Med.  51  : 2485  (Nov.  1)  1951. 


3150 


New  York  State  J.  Med. 


Indications  for  the  Mobilization  of  the  Stapes 

RICHARD  J.  BELLUCCI,  M.D.,  NEW  YORK  CITY 

( From  the  Hearing  and  Speech  Clinic  and  Otology  Laboratory,  Manhattan  Eye,  Ear  and  Throat  Hospital) 


As  advances  are  made  in  otology,  the 
surgical  treatment  of  deafness  due  to  oto- 
sclerosis is  becoming  more  widely  accepted.  The 
fenestration  operation  initiated  this  movement 
and,  by  restoring  hearing  to  thousands  of  patients, 
has  won  the  confidence  of  the  medical  profession. 
It  has  been  adequately  established  that  the 
fenestration  operation  is  capable  of  giving 
satisfactory  results  in  ideal  candidates.  In  our 
experience  at  the  Manhattan  Eye,  Ear  and 
Throat  Hospital  70  per  cent  of  ideal  candidates 
have  maintained  hearing  improvement  above  the 
30-decibel  level  for  over  two  years. 

Recently  the  mobilization  of  the  stapes  oper- 
ation broadened  the  scope  of  rehabilitative 
surgery  to  include  many  patients  who  were 
considered  not  suitable  for  the  fenestration  oper- 
ation. On  the  other  hand,  the  fenestration 
operation  has  been  successful  in  restoring  hearing 
when  the  mobilization  operation  has  failed. 
It  is  the  opinion  of  the  majority  of  otologists  that 
these  operations  do  not  vie  with  one  another  but 
are  together  the  tools  of  a well-trained  and  compe- 
tent surgeon.  There  may  be  reasons  for  selecting 
one  operation  over  the  other  as  a primary  pro- 
cedure, and  both  may  be  employed  before  the 
patient  has  obtained  an  improvement  in  hearing. 

It  is  not  uncommon  to  find  patients  with  good 
hearing  in  both  ears  as  a result  of  a fenestration 
operation,  nor  is  it  uncommon  to  find  patients 
with  successful  results  from  bilateral  operation 
for  mobilization  of  the  stapes.  Others  can  be 
found  with  a successful  unilateral  fenestration 
and  a successful  unilateral  mobilization;  still 
others  may  have  had  an  unsuccessful  mobili- 
zation and  a successful  fenestration  on  the  same 
ear. 

Because  of  the  sound  physiologic  principles 
involved  and  relatively  minor  handicaps  imposed 
by  the  operation  for  the  mobilization  of  the 
stapes,  many  otologists  believe  this  is  the  pro- 
cedure of  choice  to  initiate  the  program  of  reha- 
bilitation. However,  the  percentage  of  failures 
is  still  high  and  is  a factor  to  be  considered  se- 
riously. The  fenestration,  a more  formidable 


procedure,  has  some  definitely  undesirable  as- 
pects, but  it  is  more  reliable  in  producing  satis- 
factory results  in  ideal  candidates. 

Since  both  operations  can  accomplish  the  same 
end,  it  is  the  skillful  surgeon  who  weighs  the 
advantages  of  each  and  knows  his  patient  well 
enough  to  advise  the  more  suitab'e.  An  initial 
successful  operation  is  an  important  psychologic 
factor  in  maintaining  the  confidence  of  a nervous 
and  depressed  patient.  The  mobilization  oper- 
ation, which  quite  often  results  in  failure,  may 
dishearten  an  apprehensive  patient,  and  thus,  the 
opportunity  is  sacrificed  for  restoration  of  hearing 
simply  because  a failure  has  occurred  and  the 
patient  is  reluctant  to  try  again.  However,  the 
same  adverse  psychologic  effect  on  the  patient  is 
produced  when  borderline  cases  are  accepted  for 
the  fenestration  operation. 

In  either  of  these  instances  the  careful  otolo- 
gist should  take  time  to  understand  the  psycho- 
logic characteristics  of  his  patient  and  should 
consider  the  possibility  of  failure  before  advising 
one  procedure  in  favor  of  the  other  in  initiating 
the  program  of  surgical  rehabilitation. 

Advantages  and  Disadvantages 
of  Mobilization  Operation 

There  are  many  advantages  offered  by  the 
operation  for  the  mobilization  of  the  stapes  which 
cannot  be  overlooked : 

1.  When  properly  performed,  the  operation 
does  not  disturb  the  ossicular  chain,  and  the  ear 
drum  remains  intact.  Since  these  structures 
remain  undisturbed,  preferential  delivery  of 
sound  pressure  to  the  oval  window  is  accom- 
plished through  the  ossicles,  and  the  round 
window  is  protected  from  sound  pressure  by  the 
drum.  This  is  an  ideal  situation  and  theoreti- 
cally allows  the  gap  between  the  preoperative 
bone  and  air  conduction  to  be  entirely  closed 
(Fig.  1). 

When  the  ossicular  chain  is  interrupted,  in 
most  cases  there  is  a residual  difference  of  20  to 
25  decibels  between  air  and  bone  conduction. 
The  ossicular  chain  is  broken  in  the  fenestration 
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Fig.  1.  Preoperative  and  postoperative  audiograms 
of  a thirty-six-year-old  female  who  had  been  hard  of 
hearing  for  eight  years.  Mobilization  of  the  stapes 
operation  performed  on  the  right  ear.  It  can  be  seen 
that  the  postoperative  air  conduction  level  closely 
approximated  the  bone  conduction  level  and  demon- 
strates the  closure  of  the  air-bone  gap.  (Preopera- 
tive speech  reception  threshold  40  decibels,  postopera- 
tive 10  decibels.) 

operation,  and  under  these  conditions  the  post- 
operative air  conduction  in  most  cases  remains 
20  to  25  decibels  below  the  bone  conduction  level 
(Fig.  2). 

These  crucial  and  important  decibels  (20  to 
25)  which  are  preserved  by  the  successfully 
mobilized  stapes  should  not  be  sacrificed  without 
sufficient  reason.  These  same  decibels  provide  a 
wider  application  for  surgery  of  the  ear  as  many 
patients  who  were  considered  poor  risks  for 
fenestration  surgery  because  of  cochlear  degener- 
ation (Groups  B and  C)  now  have  a better 
opportunity  for  improvement  in  hearing  to  a 
satisfactory  level. 

2.  The  operation  for  mobilization  of  the  stapes 
imposes  few  economic  and  physical  restrictions, 
and  long  periods  away  from  employment  are  not 
necessary.  Since  the  operation  is  performed 
under  local  anesthesia  and  is  not  considered  a 
great  risk  for  the  patient,  those  with  heart 
disease,  advanced  age,  etc.,  need  not  be  ruled  out 
as  candidates  if  otherwise  satisfactory. 

3.  The  operation  for  the  mobilization  of  the 
stapes  allows  for  direct  view  of  the  area  involved 
by  the  disease  process.  In  a recent  study  the 
stapes  was  found  to  be  fixed  in  98  per  cent  of 
cases  selected  for  surgery.  Although  the  pre- 
operative  diagnosis  was  overwhelmingly  correct, 
a few  cases  might  have  been  subjected  to  futile 
major  surgery.  The  mobilization  operation, 
when  performed  as  a primary  procedure,  allows 
for  a careful  study  of  the  middle  ear  and  elimi- 
nates additional  and  more  serious  surgery  in 
patients  in  whom  otosclerosis  does  not  involve  the 
ossicles  or  the  footplate  of  stapes. 
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Fig.  2.  Two  examples  of  results  obtained  by  the 
fenestration  operation.  Both  cases  had  an  unsuccessful 
mobilization  of  the  stapes  operation  as  a primary  pro- 
cedure followed  by  the  fenestration  operation  at  a later 
date.  It  is  clearly  seen  that  the  postoperative  air  con- 
duction remains  between  20  to  25  decibels  below  the 
bone  conduction. 

4.  When  properly  performed,  the  operation 
for  the  mobilization  of  the  stapes  leaves  insig- 
nificant anatomic  deformities.  The  ear  drum 
and  external  canal  remain  intact,  requiring  no 
lengthy  postoperative  care,  and  there  is  no 
distortion  of  these  structures. 

5.  Few  complications  are  encountered  when 
the  operation  is  performed  by  surgeons  with 
adequate  training  in  endaural  surgery. 

The  major  objection  to  the  operation  for  the 
mobilization  of  the  stapes  is  the  low  percentage 
of  good  results  and  the  difficulties  encountered 
by  the  surgeon  in  performing  the  procedure. 
The  percentage  of  good  results  according  to  dif- 
ferent authors  ranges  between  30  and  50  per 
cent.  The  basic  problem  responsible  for  this  low 
percentage  is  the  inaccessibility  and  poor  vis- 
ualization of  the  oval  window.  In  many  cases 
the  surgeon  is  prevented  from  performing  a 
completely  controlled  operation.  The  surgeon’s 
skill  is  subordinated  by  poor  visibility  and  by 
surgical  methods  which  are  insufficiently  de- 
veloped to  allow  positive  control  under  all  cir- 
cumstances. Therefore,  it  is  not  unusual  to 
have  disappointed  patients — and  surgeons.  With 
the  fenestration  operation  the  results  obtained 
are  usually  proportionate  to  the  surgeon’s  ex- 
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Fig.  3.  This  female  patient,  age  fifty-one,  had  ex- 
perienced difficulty  in  hearing  since  age  thirty.  The 
preoperative  and  postoperative  audiograms  of  the  left 
ear  are  shown  (Preoperative  speech  reception  threshold 
60  decibels,  postoperative  30  decibels).  The  bone  con- 
duction was  found  to  be  poor,  and  she  was  not  a suitable 
candidate  for  the  fenestration  operation.  The  mobi- 
lization of  the  stapes  operation  was  performed,  and  the 
stapes  was  successfully  mobilized.  The  postoperative 
air  conduction  was  found  to  approximate  closely  the 
bone  conduction  audiogram,  almost  closing  the  air-bone 
gap,  and  the  patient  had  a satisfactory  improvement  in 
hearing. 

perience  and  skill.  It  usually  follows  that  an 
ideal  case  has  a satisfactory  result. 

Indications  for  Mobilization 

In  view  of  the  undisturbed  physiology  of  the 
aural  mechanism  and  so  few  undesirable  effects 
from  the  operation  for  the  mobilization  of  the 
stapes,  we  are  advising  that  this  procedure  be 
done  in  all  ideal  cases  of  clinical  otosclerosis  as 
the  primary  procedure  in  the  program  of  reha- 
bilitation. However,  careful  study  of  all  pa- 
tients may  reveal  individual  cases  which  cannot 
be  included  in  this  policy  for  one  reason  or  an- 
other. 

The  operation  is  particularly  indicated  in  cases 
of  clinical  otosclerosis  with  weakened  cochlear 
function.  The  20  to  25-decibel  advantage  pro- 
vided by  the  intact  drum  and  ossicular  chain 
bring  into  the  sphere  of  acceptability  those 
patients  who  are  otherwise  unsuitable  for  surgery. 
Inasmuch  as  it  is  possible  theoretically  to  close 
the  gap  between  the  preoperative  bone  and  air 
conduction  findings,  it  is  possible  to  accept  pa- 
tients with  a fair  amount  of  cochlear  degeneration 
and  still  bring  the  hearing  up  to  the  serviceable 
level.  A patient  with  weakened  cochlear  func- 
tion, as  represented  by  an  average  loss  of  20 
decibels  for  bone  conduction,  cannot  be  accepted 
for  the  fenestration  operation  since  an  additional 
20  to  25  decibels  are  lost  when  the  ossicular 
chain  is  interrupted.  This  patient  is  considered 
a more  suitable  candidate  for  the  mobilization 


Fig.  4.  This  forty-six-year  old  male  had  had  diffi- 
culty in  hearing  in  the  right  ear  for  six  years.  The 
hearing  in  the  left  ear  was  above  serviceable  level,  and 
he  was  reluctant  to  undergo  major  surgery.  The 
mobilization  of  the  stapes  was  performed  on  the  right 
ear.  The  stapes  was  successfully  mobilized  with  sig- 
nificant improvement  in  hearing  which  compares  favor- 
ably with  the  left  ear.  Speech  reception  threshold  in 
the  right  ear  preoperatively  was  75  decibels,  postopera- 
tively  35  decibels;  in  the  unoperated  left  ear  it  was  20 
decibels.) 


TABLE  I.— Relationship  of  Age  and  Duration  of  Deaf- 
ness to  Mobilization  and  Fracture  of  Stapes 


Stapes  Mobilized 

Stapes  Fractured 

Age  of  patient 

Upper  limit 

57  years 

66  years 

Average 

30.2  years 

38 . 0 years 

Lower  limit 

19  years 

21  years 

Duration  of  deafness 

Upper  limit 

14  years 

21  years 

Average 

5 . 6 years 

11.1  years 

Lower  limit 

1 year 

1 year 

procedure  (Fig.  3). 

The  mobilization  of  the  stapes  operation  is 
indicated  in  the  unilateral  case  of  clinical  otoscle- 
rosis or  in  bilateral  cases  in  which  the  hearing  is 
fairly  good  in  one  ear.  With  this  procedure  it  is 
possible  to  improve  the  hearing  equal  to  the 
uninvolved  ear,  and  it  is  generally  not  objection- 
able to  patients  who  do  not  wish  to  undergo 
extensive  surgery  when  only  a moderate  problem 
of  hearing  exists  (Fig.  4). 

The  mobilization  of  the  stapes  is  ideally 
indicated  for  those  patients  who  are  poor  sur- 
gical risks  and  those  who,  because  of  their  gen- 
eral physical  condition,  would  not  tolerate 
vomiting  and  disturbances  in  balance  and  lo- 
comotion without  serious  consequences. 

The  age  of  the  patient  and  duration  of  deaf- 
ness were  studied  recently  in  order  to  determine 
whether  a more  favorable  time  was  indicated  for 
performing  the  operation.  It  was  assumed  that 
longstanding  otosclerosis  would  allow  the  stapes 
to  become  more  solidly  fixed  and,  therefore,  more 
difficult  to  mobilize  successfully.  However,  it 
was  found  possible  to  mobilize  the  stapes  of 
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Fig.  5.  This  patient  presented  a severe  preoperative 
conductive  hearing  loss,  for  which  left  mobilization  was 
performed.  The  stapes  was  found  solidly  fixed  and 
yielded  to  moderate  pressure.  It  suddenly  became 
free,  and  the  patient  experienced  a remarkable  im- 
provement in  hearing  which  has  not  changed  after 
two  years.  (Preoperative  speech  reception  threshold 
65  decibels,  postoperative  20  decibels.) 

older  patients  who  had  had  a hearing  impairment 
for  many  years,  and  the  crura  have  been  frac- 
tured in  relatively  young  patients  with  hearing 
impairment  of  short  duration  (Table  I). 

The  upper  and  lower  limits  of  age  and  dura- 
tion of  hearing  loss  of  patients  who  have  had  im- 
provement of  hearing  following  mobilization  of 
the  stapes  were  found  not  statistically  different 
from  those  cases  in  which  the  stapes  was  frac- 
tured. It  was  found  that  those  patients  who 
had  a satisfactory  improvement  in  hearing  follow- 
ing the  mobilization  procedure  as  a rule  were 
younger  with  loss  of  hearing  of  shorter  duration 
than  cases  in  which  the  crura  of  the  stapes  were 
fractured. 

We  can  conclude  that  the  possibility  of  suc- 
cessfully mobilizing  the  stapes  exists  regardless 
of  age  and  duration  of  deafness.  There  is  a 
statistical  advantage,  however,  for  patients  who 
are  younger  with  a relatively  shorter  history  of 
impaired  hearing. 

Studies  also  were  conducted  to  determine 
whether  there  was  any  correlation  between  the 
the  audiometric  findings  and  ability  to  mobilize 
the  stapes  (Figs.  5,  6,  and  7).  In  Fig.  5 we  can 
assume  that  the  otosclerotic  lesion  was  a limited 
one,  although  it  was  solid  and  caused  complete 
fixation.  The  crura  in  this  case  were  strong  and 
able  to  withstand  the  pressure  required  to  free 
the  stapes  from  the  lesion.  In  Fig.  7 the  oto- 
sclerotic lesion  was  broad,  and  the  crura  of 
the  stapes  were  weak.  The  preoperative  audio- 
gram,  therefore,  was  not  of  assistance  in  de- 
termining which  cases  could  be  successfully 
mobilized.  Although  cases  with  moderate  de- 
grees of  hearing  loss  have  been  found  to  be 


Fig.  6.  In  this  patient  a smaller  conductive  loss  was 
recorded  than  that  demonstrated  in  Fig.  5.  At  the 
time  of  right  mobilization,  it  was  possible  to  visualize 
the  anterior  crus  and  footplate  of  the  stapes.  These 
structures  were  fixed  in  a large  otosclerotic  mass.  The 
crura  of  the  stapes  were  large  and  strong,  but  in  apply- 
ing pressure  to  the  neck  of  the  stapes,  the  crura  were 
fractured  and  no  improvement  in  hearing  resulted. 
(Preoperative  speech  reception  threshold  55  decibels, 
postoperative  55  decibels.) 
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Fig.  7.  This  patient  presented  a still  smaller  conduc- 
tive loss  than  the  cases  shown  in  Figs.  5 and  6.  Left 
mobilization  was  performed  on  April  2,  1955.  The 
stapes  was  fixed  and  not  successfully  mobilized  since  the 
crura  of  the  stapes  were  found  to  be  thin  and  unable  to 
withstand  sufficient  pressure  to  liberate  the  footplate 
from  the  restraining  lesion.  Although  it  was  not  pos- 
sible to  visualize  the  footplate  and  anterior  crus  in  this 
case,  it  can  be  assumed  that  a broad  otosclerotic  mass 
prevented  successful  mobilization.  (Preoperative  speech 
reception  threshold  40  decibels,  postoperative  35 
decibels.) 

successfully  mobilized  more  frequently,  there  is 
no  contraindication  to  the  mobilization  proce- 
dure in  patients  who  demonstrate  more  severe 
losses  audiometricallv. 

Sum  mary 

Indications  for  mobilization  of  the  stapes  can 
be  summarized  as  follows: 

1.  Except  for  some  specific  reason  the  mobil- 
ization of  the  stapes  is  advised  as  an  initial 
procedure  for  all  patients  with  clinical  otosclero- 
sis. 

2.  The  operation  for  the  mobilization  of  the 
stapes  is  particularly  indicated  when  there  is 
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evidence  of  weakened  cochlear  function.  The 
intact  drum  and  ossicles  assist  in  stimulating  the 
weak  nerve  elements  of  the  maximum  degree. 

3.  The  mobilization  of  the  stapes  operation 
is  ideally  suited  for  unilateral  cases  of  otosclerosis. 

4.  Although  there  is  a slight  statistical  ad- 
vantage for  a successful  result  in  younger  pa- 
tients with  deafness  of  shorter  duration,  there  is 
no  contraindication  to  operating  on  older  pa- 


tients with  a longer  history  of  impaired  hearing. 

There  is  no  contraindication  in  patients  with 
advanced  degrees  of  hearing  loss  since  good 
results  are  possible  in  this  group. 

5.  The  mobilization  of  the  stapes  operation 
is  indicated  in  cases  presenting  general  physical 
contraindications  to  major  surgical  procedures. 

162  East  71st  Street 


A Simple  Treatment  of  Acute  Paronychia 

IRVING  D.  EHRENFELD,  M.D.,  YONKERS,  NEW  YORK 


Herewith  is  a simple  method  which  I have 
found  effective  in  the  treatment  of  acute 
paronychia,  especially  in  the  neglected  case  with 
marked  swelling,  pain,  redness,  and  fluctuation. 
The  technic  consists  of  establishing  drainage  by 
lifting  the  cuticular  tissues  away  from  the  base  of 
the  nail  with  the  point  of  a large-bore  needle 
(20  gauge).  This  may  be  done  without  anes- 
thesia and  with  little  pain  by  sliding  the  point 
between  the  nail  and  cuticle  at  multiple  points, 
just  far  enough  to  separate  the  paronychial 
tissues  from  the  nail,  and  then  moving  the  needle 
laterally  to  connect  the  small  tunnels  so  made. 
At  some  time  during  this  procedure  the  operator 
is  likely  to  be  rewarded  by  the  appearance  of  pus 
welling  out,  especially  as  the  lateral  border  of  the 
nail  is  reached;  however,  this  method  has  been 
effective  when  an  immediate  flow  of  pus  has  not 
been  obtained.  A continuous  wet  dressing  is 
then  applied  to  the  finger  for  two  to  three  days, 


and  antibiotics  are  given  for  the  same  period 
(penicillin-streptomycin  by  injection  or  the 
tetracyclines  by  mouth). 

It  may  be  argued  that  wet  dressings  and 
antibiotic  therapy  alone  will  accomplish  the 
same  result.  This  is  true  in  some  cases.  How- 
ever, in  most  instances  where  there  is  frank  pus, 
there  will  be  further  tissue  destruction  until  a 
spontaneous  drainage  path  is  established  which 
may  result  in  deformities  of  the  nail  and  skin 
folds  and  the  establishment  of  chronic  paronychia. 

Healing  occurred  as  quickly  with  this  simple 
method  as  with  incision  and  drainage  by  stand- 
ard surgical  technics.  Advantages  over  scalpel 
interference  include  less  trauma  to  the  patient, 
less  postoperative  pain,  and  no  residual  scars. 
No  instance  of  chronic  paronychia  was  observed 
subsequently. 

5 Xavier  Drive 
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Ureteral  Calculi  Complicating  Pregnancy 

M.  BENNETT  MARCUS,  M.D.,  AND  MURRAY  L.  BRANDT,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 
(F rom  the  Department  of  Obstetrics  and  Gynecology,  Fordham  Hospital) 


During  the  past  twenty  years  less  than  half 
a dozen  articles  pertaining  to  the  problem 
of  urinary  and  ureteral  calculi  in  pregnancy  have 
been  written.  Because  of  its  comparative 
rarity  the  majority  of  practitioners  are  under  the 
impression  that  this  condition  is  amenable  to 
rather  simple  therapy.  This  may  be  so  to  an 
extent;  however,  the  seriousness  of  this  problem 
and  its  many  ramifications  are  deemed  worthy  of 
further  study.  Perusal  of  the  literature  reveals 
that  only  54  cases  of  ureteral  calculi  during 
pregnancy  have  been  previously  reported. 

Inciden  ce 

The  first  case  in  the  modern  literature  of 
ureteral  calculi  complicating  pregnancy  was 
briefly  described  by  Harris.1  Subsequently  addi- 
tional articles  have  appeared,  and  yet  one  en- 
counters great  variation  in  the  supposed  occur- 
rence of  this  complication  of  pregnancy. 
Everett2  states  that  the  “incidence  of  urinary 
stone  is  1 : 1,000  to  1 : 2,500  in  pregnancy,  and  that 
ureteral  calculi  are  twice  as  common  as  renal 
calculi.”  This  figure  seems  to  agree  rather 
closely  with  both  Folger’s3  and  Solomon’s4 
statistics  who  did  ten-year  studies  on  the  subject 
(Table  I).  It  is  apparent  from  Table  I that  there 
is  a wide  divergence  of  views  on  the  rate  of 
incidence  of  this  condition,  although  one  is  in- 
clined to  feel  that  Everett’s2  estimate  is  rather 
close  to  the  true  facts.  Undoubtedly  many 
cases  are  not  diagnosed,  but  at  any  rate  we  are 
justified  in  believing  that  pregnancy  would 
create  a fertile  soil  for  grave  complications  when 


TABLE  I. — Variations  in  Reported  Incidence  of 
Ureteral  Calculi  in  Pregnancy 


Author 

Number 
of  Cases 

Obstetric 

Deliveries 

Incidence 

Folger  (University 
Hospitals,  Ohio)8 

35 

36,426 

1:1,040 

Solomon  (Evanston  Hos- 
pital, Illinois)4 

5 

11,235 

1:2,247 

Crabtree5 

0 

15,000 

0:15,000 

Balch  (Indianopolis  City 
Hospital,  Indiana)' 

1 

9,583 

1:9,583 

Marcus  and  Brandt 
(Fordham  Hospital, 
New  York  City) 

1 

11,237 

1:11,237 

TABLE  II. — Symptomatology  and  Rates  of  Occurrence 


Symptom 

Rate  of  Occurrence 
(Per  Cent) 

Costovertebral  angle  pain 

90 

Abdominal  pain 

75 

Costovertebral  angle  tenderness 

75 

Hyperpyrexia 

75 

Pyuria 

63 

Abdominal  tenderness 

60 

Hematuria 

60 

Vomiting 

55 

Frequency 

50 

Chills 

50 

Dysuria 

45 

Muscle  spasms 

40 

Palpable  masses 

10 

urinary  calculus  is  present.  The  incidence  is 
greater  in  multiparas  than  in  primiparas  and  is 
reported  to  be  greater  in  the  white  race  than  in 
Negroes.4  The  reason  for  this  very  considerable 
predilection  for  the  Caucasian  race  is  not  clear, 
but  it  furnishes  still  another  example  of  marked 
variation  in  medical  reaction  between  two  races. 

Etiology 

Various  generalities  had  been  previously  held 
responsible  for  the  formation  of  urinary  calculi 
(climate,  personal  habits,  etc),  but  it  wasn’t 
until  Randall7  conclusively  presented  his  evidence 
in  his  definitive  work  that  the  primary  cause 
became  known.  Randall  demonstrated  “that 
any  type  of  calcium-salt  deposition  in  the  renal 
papilla  is  only  incidental  to  an  antecedent 
(tissue)  damage  which,  in  its  turn,  may  arise 
from  various  sources,  and  that  several  concurrent 
factors  are  always  required  in  the  formation  of  a 
renal  calculus.”  The  calcium-salt  plaque  acts 
as  a nidus  which  induces  a disturbance  in  the 
colloidal  balance  of  the  salts  in  the  calycine 
urine  with  their  subsequent  crystallization. 

It  is  believed  that  there  are  other  minor  causes 
of  urinary  calculi  formation.  Arnell  and  Getzoff8 
postulate  that  urinary  stasis  is  an  important 
factor:  “More  than  85  per  cent  of  pregnant 
women  have  demonstrable  changes  in  the  ure- 
teral tone  and  anatomic  character  of  the  upper 
urinary  tract.”  A physiologic  hydronephrosis 
and  hydroureter  may  follow.  However,  al- 
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though  stasis  is  not  the  primary  mover  in  the 
formation  of  urinary  calculi,  if  infection  is  super- 
imposed on  this  factor,  stasis  may  be  influential 
in  calculous  formation. 

The  “vitamin  deficiency”  theory  is  no  longer 
tenable  and  is  not  believed  to  be  plausible. 

Alterations  in  mineral  metabolism  during 
pregnancy  definitely  do  occur,  and  aberrant 
metabolic  changes  in  body  calcium  may  possibly 
produce  a pathologic  result.  Endocrine  factors 
which  may  influence  urolithiasis  during  pregnancy 
remain  in  the  realm  of  hypothesis  and  warrant 
thorough  investigation. 

Symp  toma  I ology 

Analysis  of  the  case  histories  of  both  Solomon’s4 
and  Arnell’s  and  Getzoff’s8  series  reveals  that 
costovertebral  angle  tenderness  and  pain  are  the 
most  common  complaints.  Abdominal  pain, 
hyperpyrexia,  pyuria,  vomiting,  chills,  and 
abdominal  tenderness  are  frequently  found. 
Less  often  elicited  are  complaints  of  dysuria, 
muscle  spasm,  and  palpable  masses  (Table  II). 
The  old  adage  that  each  case  requires  individual 
appraisal  and  judgment  is  still  sound. 

Treatment 

In  the  first  trimester  of  pregnancy,  when  no 
obstruction  is  demonstrable,  conservative  meas- 
ures are  indicated  (sedation  and  antispasmodics). 
There  is  a natural  reluctance  to  subject  the 
patient  to  cystoscopic  examination  and  ureteral 
catheter  manipulation  for  fear  of  exciting  abor- 
tion. In  the  absence  of  infection  but  in  the 
presence  of  complete  block,  the  primary  con- 
sideration is  to  re-establish  drainage.  This  is 
accomplished  by  attempting  to  remove  the 
calculus  either  by  cystoscopic  manipulation  or 
ureterotomy.  Should  it  be  impossible  to  get 
past  the  site  of  obstruction  with  a catheter  after 
a reasonable  number  of  trials,  a ureterolithotomy 
must  be  considered.  In  the  presence  of  infection 
specific  antibiotic  measures  must  be  taken,  and 
the  calculus  should  ultimately  be  removed. 

During  the  second  trimester  of  pregnancy  the 
ureter  is  still  available  for  surgical  attack,  and 
cystoscopic  manipulation  as  well  as  other  surgical 
procedures  may  be  undertaken. 

In  the  third  trimester  of  pregnancy  most 
authorities  feel  that  with  the  possible  exception 
of  a lifesaving  nephrostomy,  the  urinary  tract 
should  not  be  subjected  to  surgery  for  calculus. 
It  seems  logical  not  to  contemplate  surgery  of  the 


TABLE  III. — Procedures  Utilized  in  Treatment 


Author  and  Method 

Number  of  Cases 

Harris1 

i 

Unknown 

i 

Folger3 

35 

Ureterotomy 

7 

Cystoscopic  manipulation 

24 

Spontaneous  expulsion 

4 

Solomon4 

5 

Spontaneous  expulsion 

5 

Balcli6 

1 

Ureterolithotomy 

1 

Arnell  and  Getzoff8 

10 

Ureterolithotomy 

3 

Nephrostomy  and  ureterolithotomy 

1 

Spontaneous  expulsion 

r 

Cystoscopic  manipulation 

i 

Bugbee10 

2 

Ureterotomy 

1 

Cystoscopic  manipulation 

1 

Total 

54 

lower  ureter  in  the  latter  half  of  pregnancy  for  the 
organs  and  vessels  have  undergone  tremendous 
dilatation  and  exposure  of  the  deep  ureter  is 
fraught  with  danger.  Indeed  the  urinary  tract 
is  often  not  even  accessible  for  safe  cystoscopic 
manipulation.  If  obstruction  exists  and  con- 
servative and  symptomatic  measures  do  not 
ameliorate  the  condition,  active  intervention 
becomes  imperative.  Evacuation  of  the  uterus 
either  by  induction  of  labor  or  cesarean  section  is 
indicated.  I have  recently  become  acquainted 
with  an  unpublished  case  (Kaplan9)  in  which  the 
patient  was  subjected  at  full  term  to  a combined 
cesarean  section  and  ureterolithotomy  with  no 
ill  effects  postoperatively. 

The  conservative  approach  is  most  often  satis- 
factory (Table  III),  and  it  is  only  when  all  other 
methods  fail  that  surgery  has  been  utilized.  The 
majority  of  ureteral  calculi  have  been  evacuated 
either  by  cystoscopic  manipulation  or  spon- 
taneous expulsion. 

Case  Report 

E.  C.,  a twenty-six-year-old  woman,  para  1, 
gravida  2,  with  expected  date  of  confinement  on 
May  14,  1955,  was  admitted  on  April  4,  1955,  to 
Fordham  Hospital.  At  the  time  of  admission  she 
complained  of  irregular  “cramplike”  pains  in  the 
left  flank  area.  The  patient  had  had  dysuria  for 
four  days  prior  to  admission.  Physical  examination 
revealed  a pregnant  female  in  the  thirty-fifth  week 
of  gestation,  vertex  presentation  with  head  unen- 
gaged. The  fetal  heart  was. heard  clearly;  rate  was 
120  per  minute.  Demonstrable  tenderness  in  the 
left  renal  area  (positive  Murphys’  sign)  was  elicited. 
The  laboratory  reports  were  as  follows:  red  blood 
cells  3,070,000;  hemoglobin,  10.7  Gm.;  Mazzini 
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Fig.  1.  Intravenous  pyelogram  fifteen  minutes 
after  injection  of  dye  in  patient  at  thirty-five  weeks 
gestation.  Ureteral  calculus  in  lower  one  third  of 
ureter. 


Fig.  2.  Intravenous  pyelogram  thirty  minutes 
after  injection  of  dye.  Ureteral  calculus  with  bilateral 
hydronephrosis  visualized. 


negative;  urine  was  straw  color,  specific  gravity 
1.006,  albumin  negative,  sugar  negative,  occasional 
white  blood  cells,  no  red  blood  cells  or  casts.  Urine 
cultured  for  bacteria  demonstrated  no  growth. 
Urinalysis  was  repeated  on  several  occasions  with 
no  abnormalities  noted. 

The  diagnosis  of  acute  pyelonephritis  was  tenta- 
tively made,  and  the  patient  was  given  Gantrisin, 
6 Gm.  at  once  and  1 Gm.  four  times  a day.  She 
also  received  codeine  and  aspirin  and  was  placed  on  a 
low-salt  diet.  At  no  time  during  her  hospital  stay 
did  the  patient  develop  hyperpyrexia.  Intravenous 
pyelography  on  April  8 demonstrated  a left  ureteral 
calculus  in  the  lower  one  third  of  the  ureter.  Bi- 
lateral hydronephrosis  and  hydroureter  were  evi- 
dent but  were  not  inconsistent  with  normal  changes 
occurring  in  pregnancy  (Figs.  1 and  2).  Urologic 
consultation  was  obtained,  and  inasmuch  as  there 
was  no  apparent  blockage  of  the  ureter,  conservative 
management  was  recommended.  However,  if  the 
pain  were  to  become  severe  and  uncontrollable,  then 
induction  of  labor  would  be  considered. 

The  patient  was  subsequently  discharged  and 
followed  in  the  prenatal  clinic.  She  was  read- 
mitted to  the  hospital  on  May  9,  1955,  in  active 
labor  and  during  the  first  stage  expelled  an  irregular- 
shaped,  white-yellow  ureteral  stone  measuring  0.8 


by  0.5  by  0.3  cm.  The  patient  had  an  uneventful 
labor  lasting  four  and  one-half  hours  and  delivered 
easily.  Pyelography  in  the  immediate  puerperium 
demonstrated  essentially  normal  findings  (Fig.  3). 

Comment 

The  eventual  outcome  of  the  case  described  above 
is  by  far  the  most  common  means  of  termination 
in  this  condition.  Arnell  and  Getzoff8  state  that 
in  their  study  60  per  cent  of  the  cases  were  first 
diagnosed  as  either  pyelitis  or  pyelonephritis  of 
pregnancy.  Occasionally  other  diagnoses,  such 
as  acute  salpingitis,  threatened  abortion,  or 
ectopic  pregnancy,  were  entertained. 

Sum  mary 

1.  The  incidence  of  ureteral  calculus  compli- 
cating pregnancy  is  approximately  one  in  1,100 
obstetric  deliveries. 

2.  Primary  renal  calculi  and  hence  ureteral 
calculi  are  produced  as  a repair  response  to 
certain  morbid  states  in  the  renal  papilla  pre- 
paratory to  subsequent  permanent  deposition  of 
calcium  salts. 
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Fig.  3.  Five  days  postpartum.  Intravenous  pv- 
elogram  fifteen  minutes  after  injection  of  dye.  Bi- 
lateral hydronephrosis  and  hydroureter  with  no 
calculi  present. 

3.  This  condition  is  often  mistakenly  diag- 
nosed as  either  acute  pyelitis  or  pyelonephritis  of 
pregnancy.  The  symptoms  of  costovertebral 
angle  tenderness  and  pain  are  quite  common. 

4.  A case  of  ureteral  calculus  complicating 
pregnancy,  in  which  the  stone  was  spontaneously 
expelled  during  labor,  is  presented.  It  is  the 


fifty-fifth  such  case  to  be  reported. 

5.  When  neither  obstruction  nor  infection  is 
present,  at  any  stage  of  the  pregnancy  conserva- 
tive therapy  may  be  employed  (antispasmodics, 
sedation).  One  may  attempt  cystoscopic  manip- 
ulation in  order  to  remove  the  stone  and  thus 
prevent  the  possibility  of  ureteral  blockage. 

(i.  During  the  first  six  months  of  pregnancy,  if 
either  obstruction  or  infection  is  present  (or  if 
they  coexist)  and  if  conservative  measures  have 
failed,  one  is  justified  in  pursuing  a surgical 
approach.  The  utilization  of  antibiotics  has 
obviously  lessened  the  operative  risks. 

7.  In  the  last  trimester  of  pregnancy,  the 
presence  of  intractable  pain,  complete  blockage, 
and/or  severe  infection  necessitates  evacuation  of 
the  uterus,  providing  conservative  means  have 
failed.  This  can  be  accomplished  by  induction  of 
labor  or  cesarean  section. 

8.  Ureteral  calculi  are  often  spontaneously 
expelled.  Cystoscopic  manipulation  is  the  most 
frequently  utilized  surgical  procedure  in  their 
treatment. 
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The  parish  priest 
Of  Austerity 

Climbed  up  in  a high  church  steeple 
To  be  nearer  God, 

So  that  he  might  hand 
His  word  down  to  His  people. 


In  his  age  God  said — 

“Come  down  and  die!” 

“Where  art  Thou,  Lord?” 

And  the  Lord  replied, 

“Down  here  among  my  people.” 
— Brewer  Mattocks 


October  1,  1057 


3159 


The  Unsolved  Problem  of  Infant  Suffocation 

HENRY  H.  BEINFIELD,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Ear,  A Tose,  and  Throat  Department  of  the  Prospect  Heights  and  Long  Island  College  Hospitals) 


This  paper  is  concerned  with  a little-known, 
possible  cause  of  infant  suffocation,  atresia 
of  the  posterior  nares,  seldom  thought  of  by  the 
clinician  and  pathologist.  Some  physicians  are 
aware  of  its  relationship  to  infant  suffocation, 
but  most  of  them  are  not  familiar  with  it.  Yet 
this  condition  has  been  definitely  known  to  exist 
and  was  described  by  Otto1  as  far  back  as  1829. 
He  found  an  atresia  of  the  posterior  nares  in  a 
number  of  infants  who  died  of  suffocation. 
Very  little  has  been  heard  about  it  since  then,  in 
fact  its  significance  has  been  practically  forgotten. 
Stupka,2  in  his  book  on  nasal  anomalies,  de- 
scribes a number  of  different  types  of  atresia  of 
the  posterior  nares.  Atresia  definitely  exists, 
and  it  must  have  some  clinical  significance. 
Surveys  have  been  made  by  investigating  com- 
mittees3 to  determine  if  the  mortality  rate  of 
infant  suffocation  could  be  reduced,  but  their 
conclusion  gives  no  thought  to  the  possibility  of 
an  atresia  of  the  posterior  nares.  The  existence 
of  atresia  in  the  infant  should  again  be  verified 
and  confirmed  by  everyone  interested  in  solving 
this  problem. 

It  is  my  firm  belief  that  a unilateral  atresia  of 
the  posterior  nares  may  be  found  as  a cause  of 
suffocation  in  those  infants  found  dead  in  their 
cribs  and  carriages  where  the  final  report  at 
autopsy  is  labeled  “cause  unknown.”  In  1948 
the  U.  S.  Department  of  Health  reported  5,315 
such  cases.4  In  a bulletin  issued  by  the  City  of 
New  York  Department  of  Health  in  1953, 
Erhardt5  mentioned  that  “39  more  infant  deaths 
fell  into  the  ‘all  other  causes’  category.  This 
increase  is  largely  composed  of  deaths  attributed 
to  symptomless  and  all  ill-defined  causes.” 
There  surely'  must  be  some  unexplored  area  to 
account  for  the  “cause  unknown”  in  infant 
deaths,  and  the  nose  is  one  place  where  the  cause 
may  be  found.  The  nose  is  never  considered  as  a 
vital  organ  responsible  for  infant  suffocation  and 
therefore  is  seldom  investigated. 

My  conviction  that  atresia  of  the  posterior 
nares  is  responsible  for  infant  suffocation  is 
based  on  my  personal  experience  with  a newborn 
who  had  a bilateral  atresia  of  the  posterior 


nares.6  The  infant  would  have  died  of  suffo- 
cation if  the  condition  was  not  immediately 
recognized  and  treated  at  birth.  King7  re- 
ported that  the  secondary  vasodilation  action  of 
nose  drops  in  an  infant  was  so  severe  that  it 
created  a complete  bilateral  nasal  obstruction, 
producing  an  impending  asphy'xia. 

It  is  logical  to  assume  that  if  a bilateral  atresia 
could  cause  suffocation,  a unilateral  atresia  also 
could  cause  suffocation  when  the  clear  nostril  is 
accidently  closed  off.  If  an  infant  up  to  five 
months  of  age  with  a unilateral  atresia  is  placed 
on  its  abdomen  and  its  face  buried  in  the  pillow 
in  such  a manner  as  to  completely  close  the  clear 
nostril,  a condition  of  bilateral  obstruction  is 
created  with  the  result  that  the  infant  will 
suffocate. 

There  is  no  reflex  present  for  an  infant  to  open 
its  mouth  to  breathe  if  it  cannot  breathe  through 
its  nose.  As  a matter  of  fact,  it  will  close  its 
mouth  tighter  in  an  effort  at  forced  nasal  breath- 
ing, thereby  completely  depriving  itself  of  any 
supply  of  air.  Opening  the  mouth  to  get  air  is 
purely  a voluntary  action  which  y'oung  infants  do 
not  have.  In  other  words,  if  any  infant  cannot 
breathe  through  its  nose,  it  normally  will  not 
open  its  mouth  to  breathe,  and  therefore  will 
suffocate.  It  is  axiomatic  in  cases  of  asphyxia 
neonatorum  that  to  prevent  suffocation  a clear 
airway'  must  immediately'  be  established.  It  is 
routine  to  place  a catheter  in  the  nose  of  the 
newborn  to  aspirate  any'  mucus  in  an  attempt  to 
get  a clear  airway.  Should  an  obstruction  to  the 
continued  passage  of  the  catheter  be  met,  the 
catheter  is  removed  for  fear  of  injuring  the  nasal 
mucous  membrane.  Instead,  the  catheter  should 
routinely  be  passed  into  the  pharymx,  using 
force  if  necessary',  in  all  cases  of  impending 
asphy'xia  to  determine  if  the  posterior  nares  is 
patent.  If  it  is  found  that  the  catheter  cannot 
be  passed  into  the  pharynx,  a diagnosis  of  atresia 
can  then  be  made  and  treated.8 

Infants  found  dead  in  their  cribs  or  carriages 
become  medical  examiners’  cases  with  interest 
primarily  directed  toward  the  criminal  cause  of 
death,  if  any.  Very'  frequently  no  autopsy  is 
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performed,  but  the  death  certificate  may  state 
“pneumonia”  as  the  cause,  making  for  inaccurate 
statistics  for  pneumonia.  This  situation  un- 
fortunately exists  in  some  of  our  health  depart- 
ment statistical  agencies  and  should  be  corrected. 
More  investigative  interest  should  be  given  this 
subject  by  the  pathologist  to  determine  its  exist- 
ence if  the  pediatrician  is  to  be  informed  of  its 
importance  as  a cause  of  death. 

Where  atelectasis  is  found  at  autopsy  in  the 
newborn  as  the  only  cause  of  death,  the  posterior 
nares  should  be  examined  for  the  possible  pres- 
ence of  an  atresia.  Atelectasis  will  always  be 
present  if  an  infant  never  has  been  able  to  get  air 
into  its  lungs  due  to  the  presence  of  a complete 
bilateral  nasal  obstruction.  Atelectasis  may  be 
the  primary  cause  of  death,  but  the  contributing 
cause  could  be  an  atresia  of  the  posterior  nares. 

Since  most  cases  of  infant  suffocation  become 
medical  examiners'  cases,  our  only  source  of 
information  must  come  from  our  health  depart- 
ments through  their  medical  examiner  offices  and 
vital  statistics  departments  to  determine  the 
incidence  of  atresia  of  the  posterior  nares  in 
infants.  The  medical  examiner  should  examine 
the  posterior  nares  by  passing  a catheter  through 
the  nose  into  the  pharynx  to  determine  its  patency 
in  all  cases  of  infant  suffocation  where  no  other 
cause  can  be  found  to  account  for  the  death  of  the 


infant.  Should  it  not  be  possible  to  pass  a cathe- 
ter into  the  pharynx,  a specimen  of  the  posterior 
part  of  the  nose  should  be  taken  en  bloc  to  con- 
firm the  diagnosis  of  atresia. 

At  present  there  is  no  listing  of  atresia  of  the 
posterior  nares  under  infant  suffocation  in  any 
health  department  vital  statistics  record  agencies, 
with  the  result  that  there  are  no  available  statis- 
tics on  this  subject.  It  is  important  that  the 
departments  on  vital  statistics  create  a listing  of 
“atresia  of  the  posterior  nares”  so  that  infor- 
mation on  its  frequency  can  be  tabulated.  Such 
information  will  alert  the  profession,  with  the 
result  that  the  problem  of  some  unexplained 
cases  of  infant  suffocation  could  be  solved. 

700  Eastern  Parkway 
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Bonadoxin  for  Nausea  and  Vomiting  of  Pregnancy 


A combination  of  an  antihistaminic  drug  and 
pyridoxine  (Bonadoxine,  J.  B.  Roerig  Co.)  in  over 
500  women  proved  effective  in  the  relief  of  nausea 
and  vomiting  in  the  first  trimester  of  pregnancy. 
A parallel  control  series  was  used  in  evaluating 
results. 

Dr.  Joseph  W.  Goldsmith  also  presents  results 
of  a similar  study  of  patients  subjected  to  gyne- 


cologic surgery  who  were  given  Bonadoxin  pre- 
operatively.  It  was  found  that  postoperative 
nausea  and  vomiting  were  absent  in  93.3  per  cent  of 
the  treated  group  in  the  surgical  series  as  against 
9.3  per  cent  in  the  control  surgical  series.  In  the 
dosage  used  in  these  studies  there  were  no  signs  of 
toxicity  or  intolerance  to  the  medication. — Minne- 
sota Medicine,  February,  1957 
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For  many  years  neurologic  dysfunction  has 
been  known  to  accompany  hepatic  failure. 
Since  the  classical  description  by  Adams  and 
Foley,1  this  disorder  has  become  a well-recog- 
nized entity.  The  clinical  features  of  this  entity 
are  threefold:  a disturbance  of  the  state  of 
consciousness,  electroencephalographic  changes, 
and  often  a peculiar  flapping  tremor  of  the  hands 
and  feet.1  >2 

The  disturbance  of  the  state  of  consciousness 
may  range  from  mild  to  severe.  Usually  there  is 
progression  from  confusion  through  bizarre 
behavior  and  occasionally  excitement,  lethargy, 
and  stupor,  to  coma.  There  may  be  fairly  rapid 
reversal  of  this  state  or  persistence  in  an  abnormal 
state  for  days,  weeks,  or  in  a mild  form,  even  for 
months. 

The  electroencephalographic  changes  were 
described  by  Foley,  Watson,  and  Adams3  as 
paroxysms  of  bilaterally  synchronous,  sym- 
metrical, high-voltage,  slow  waves  in  the  delta 
region  of  1 .5  to  3 per  second  interspersed  with  or 
superimposed  on  relatively  normal  alpha  waves. 
These  changes  are  not  invariably  present  and 
often  disappear  when  deep  coma  appears. 

The  flapping  tremor  described  by  Adams  and 
Foley2  is  an  irregular,  coarse,  dipping  of  the  hand 
on  the  wrist  which  can  be  elicited  by  having  the 
patient  hold  his  hands  outstretched.  It  may  be 
accompanied  by  finer  tremors.  This  “liver  flap” 


is  usually,  but  not  invariably,  present  in  the  pre- 
comatose  state  and  disappears  as  the  patient 
goes  into  coma.  A similar  tremor  of  the  foot  on 
the  ankle  may  be  demonstrated. 

Although  this  triad — disturbance  in  the 
state  of  consciousness,  electroencephalographic 
changes,  and  a flapping  tremor — occurs  with 
enough  regularity  to  constitute  a clinical  entity, 
it  should  be  noted  that  all  of  these  symptoms 
have  been  reported  in  patients  with  disturbed 
electrolyte  balance,  disturbed  acid  base  balance, 
or  other  states  which  may  give  rise  to  cerebral 
malfunction. 

Although  attempts  have  been  made  to  grade 
the  severity  of  hepatic  precoma  or  coma,  it  should 
be  recognized  that  the  process  is  continuous  and 
that  coma  is  not  invariably  present.  The 
disturbance  may  better  be  called  hepatic  en- 
cephalopathy. 

Hepatic  encephalopathy  has  been  reported  in 
patients  with  a wide  variety  of  liver  abnormali- 
ties of  either  a parenchymatous  or  vascular 
nature.  It  occurs  most  commonly  in  patients 
with  cirrhosis  or  hepatitis  or  in  those  with  porta- 
caval shunts. 

Although  hepatic  encephalopathy  may  occur 
in  a chronic  form,  it  usually  appears  acutely, 
Among  the  precipitating  factors  are  exposure  to 
hepatotoxins,  shock,  gastrointestinal  hemorrhage, 
sedation,  anesthesia,  surgery,  infection,  and  the 
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ingestion  or  parenteral  administration  of  a va- 
riety of  nitrogenous  materials  including  ammonia, 
urea,  and  various  ammonia-containing  com- 
pounds. 

A close  correlation  has  been  noted  between 
nitrogen  metabolism,  especially  ammonia  metab- 
olism, and  hepatic  encephalopathy.  Evidence 
has  been  obtained  from  clinical  studies  in  humans 
and  experimental  studies  in  dogs. 

Elevated  blood  ammonia  levels  were  reported 
in  patients  with  hepatic  disease  as  long  ago  as 
1926. 4 Not  only  have  elevated  blood  ammonia 
levels  been  reported  in  patients  with  hepatic 
insufficiency  and  hepatic  encephalopathy,  but 
it  has  been  shown  that  administration  of  nitrog- 
enous compounds  will  produce  both  an  eleva- 
tion in  blood  ammonia  and  symptoms  of  hepatic 
encephalopathy  in  patients  with  liver  disease5-7 
and  with  an  Eck  fistula.8 

Similar  studies  have  been  carried  out  on  “meat 
intoxication”  in  the  Eck  fistula  (portacaval 
shunt)  dog.  This  condition,  first  described  in 
1893  by  Pavlov’s  group,9  was  studied  in  detail  by 
Balo  and  Kopassy10  and  later  by  Riddell,  Kopple, 
and  McDermott.11  It  has  been  demonstrated11 
that  the  administration  of  a variety  of  nitrog- 
enous substances  or  of  urease,  an  enzyme  which 
breaks  down  urea  to  form  ammonia,  will  produce 
a rise  in  blood  ammonia  concentration  and  neuro- 
logic changes.  Eiseman  et  al.12  have  produced 
identical  changes  by  the  infusion  of  ammonia 
salts  into  the  carotid  arteries  of  dogs. 

In  the  past  five  years  numerous  investigators 
have  studied  hepatic  coma  with  especial  considera- 
tion of  the  role  of  ammonia.8’13-24  All  have  noted 
some  correlation  between  elevation  of  the  blood 
ammonia  levels  and  the  neurologic  status  of  the 
patients  studied,  but  to  many  of  the  investi- 
gators the  correlation  was  disappointingly  low. 
For  example,  Fazekas  et  al.,24  on  studying  cerebral 
metabolism  in  hepatic  insufficiency,  found  no 
good  correlation  between  the  blood  ammonia 
level  and  the  neurologic  manifestations  of  hepatic 
insufficiency  or  cerebral  oxygen  utilization. 
They  feel  that  the  elevation  in  blood  ammonia 
noted  may  be  secondary  to  the  biochemical 
disturbance  of  brain  metabolism  which  produces 
hepatic  encephalopathy. 

To  evaluate  the  sometimes  unclear  and  con- 
flicting reports  in  the  literature  on  the  relation 
between  ammonia  metabolism  and  hepatic 
coma,  it  is  necessary  to  clarify  what  is  being 
measured  as  “blood  ammonia”  and  to  review  its 


normal  and  abnormal  metabolism. 

“Blood  ammonia”  is  best  defined  operation- 
ally; that  is,  by  describing  its  method  of  measure- 
ment. Prior  to  the  classic  work  by  Conway25-26 
methods  for  determining  blood  ammonia  were 
crude,  and  most  of  the  ammonia  measured  was 
artifactual,  all  values  being  far  too  high.  Con- 
way25 determined  the  ammonia  content  of  blood 
by  a microdiffusion  technic,  driving  ammonia 
from  the  blood  with  potassium  carbonate, 
collecting  it  by  absorption  in  acid,  and  then  ti- 
trating it.  In  other  words,  the  “ammonia” 
measured  is  diffusible  alkali  driven  from  the 
blood  by  potassium  carbonate.  He  discovered 
that  normally  the  ammonia  content  of  blood 
immediately  after  being  drawn  was  very  low, 
probably  below  the  analytic  level,  but  that  am- 
monia is  formed  by  the  breakdown  of  blood  on 
standing,  there  being  a rise  which  is  fairly  rapid  at 
first  but  quite  slow  after  an  hour.  Conway  felt 
that  this  phenomenon  was  due  to  breakdown  of 
ammonia-containing  compounds,  chiefly  adeno- 
sine. Present-day  technics  of  determining  blood 
ammonia  levels  are  largely  variations  of  the 
Conway  microdiffusion  technic. 

Methods  for  the  determination  of  blood  am- 
monia levels  vary  from  laboratory  to  laboratory. 
The  most  important  variables  are  the  time  from 
drawing  blood  to  the  determination  of  its  am- 
monia content  and  the  diffusion  time  of  the  blood. 
It  would  appear  that  the  shorter  these  times  are 
the  less  artifactual  ammonia  is  measured.  It  is 
evident  that  the  shorter  the  diffusion  the  less 
variation  of  blood  ammonia  levels  in  normal  pa- 
tients and  the  better  the  correlation  between  blood 
ammonia  levels  and  clinical  status.  For  example, 
Fazekas  et  al.,24  using  the  method  described  by 
Seligson27  for  determining  blood  ammonia  with 
a one-hour  diffusion  time,  obtained  venous  blood 
ammonia  levels  of  40  to  370  meg.  per  cent  in 
normal  controls  and  found  very  poor  correlations 
between  blood  ammonia  levels  and  clinical  status. 
However,  McDermott  et  a/.,8>14’18  using  a modifi- 
cation of  Conway’s  technic  with  a ten-minute 
diffusion  time,  obtained  normal  blood  ammonia 
levels  of  40  to  80  meg.  per  cent  and  found  very 
good  correlations  between  blood  ammonia  levels 
and  clinical  status.  Inasmuch  as  McDermott 
et  al.ls  and  Pearlman,19  using  the  same  measure- 
ment technic,  report  symptoms  occurring  in 
patients  who  had  persistent  blood  ammonia 
levels  of  over  200  meg.  per  cent,  it  can  lie  seen 
that  methods  which  normally  have  a variation 
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of  330  meg.  per  cent  completely  hide  significant 
elevations  in  the  wide  variation  of  artifactual 
ammonia  which  is  measured.  It  is  probable  that 
the  value  of  40  to  80  meg.  per  cent  ammonia 
measured  in  normal  venous  blood  by  Conway’s 
method  mainly  represents  breakdown  products 
but  that  elevations  measured  by  this  technic 
when  a short  diffusion  time  is  used  represent 
either  free,  or  very  loosely  bound  and  readily 
freed,  ammonia  ion. 

The  normal  metabolism  of  ammonia  in  man  has 
been  summarized  by  McDermott  et  al.u  De- 
terminations in  the  fasting  patient  demonstrated 
the  mean  blood  ammonia  level  in  the  portal 
vein  to  be  250  meg.  per  cent,  in  the  hepatic 
vein  80  meg.  per  cent,  in  the  arterial  and  periph- 
eral venous  systems  50  meg.  per  cent,  and  in  the 
renal  vein  100  meg.  per  cent. 

Ammonia  is  produced  in  the  digestive  tract 
largely  by  the  bacterial  breakdown  of  nitrog- 
enous substances.28,29  This  ammonia  is  nor- 
mally detoxified  in  the  liver  by  conversion  to 
urea  via  the  ornithine  cycle.30 

The  kidney  forms  ammonia  by  the  break- 
down of  glutamine31  and  normally  produces 
more  ammonia  than  it  excretes.  The  portal 
vein  blood  ammonia  level  in  the  patient  who  has 
recently  ingested  protein  undoubtedly  is  much 
higher  than  in  the  fasting  patient. 

The  peripheral  blood  ammonia  level  reflects  the 
ammonia  production  in  the  body  and  the  ability 
of  the  fiver  to  handle  this  ammonia.  Increased 
nitrogenous  intake,  such  as  ammonia  chloride 
ingestion,  urea  ingestion,  high  protein  diet,  or 
gastrointestinal  bleeding  make  an  increased 
ammonia  load  for  the  fiver.  Hepatocellular 
dysfunction,  such  as  occurs  in  cirrhosis,  hepatitis, 
liepatotoxins,  hepatic  anoxia,  or  portacaval 
shunts,  either  natural  or  iatrogenic,  will  impair 
the  ability  of  the  fiver  to  handle  the  ammonia. 
Studies  of  the  blood  ammonia  level  in  patients 
with  major  changes  in  these  factors  demonstrate 
marked  variations  even  over  an  hourly  period. 
Elevations  of  short  duration  in  blood  ammonia 
level,  such  as  those  produced  by  the  administra- 
tion of  ammonium  chloride  in  large  quantities 
to  a normal  individual,  do  not  produce  cerebral 
symptoms  even  when  the  blood  ammonia  level 
rises  over  400  meg.  per  cent,6-32’33  but  sustained 
elevations  of  over  about  200  meg.  per  cent  will  be 
accompanied  by  symptoms  of  hepatic  encepha- 
lopathy in  man.8’14'16’18'19'21  Similar  observa- 
tions have  been  made  on  dogs,11  but  the  dogs  are 


more  resistant  to  ammonia  intoxication,  and 
sustained  levels  beyond  500  meg.  per  cent  are 
necessarj'  before  symptoms  are  noted.  The 
apparent  mechanism  by  which  the  ammonia 
produces  these  neurologic  changes  is  by  inter- 
ference with  the  Krebs’  cycle.  Excess  ammonia 
may  combine  with  alpha  ketoglutarate  to  form 
glutamate  and  remove  enough  alpha  ketogluta- 
rate from  the  Krebs’  cycle  to  impair  brain  me- 
tabolism. Tins  hypothesis  has  been  given  support 
by  the  work  of  Eiseman  et  al.12  who  have  demon- 
strated that  infusion  of  ammonium  salts  into  the 
carotid  artery  of  dogs  produced  neurologic 
changes  and  that  the  alpha  ketoglutarate  level 
of  brain  tissue  decreased  markedly  in  these 
animals. 

Patients  whose  fivers  have  decompensated 
usually  exhibit  a variety  of  metabolic  disorders, 
many  of  which  may  lead  to  disturbances  in  their 
state  of  consciousness.  Some  of  these  derange- 
ments which  may  occur  are  salt  and  water  reten- 
tion, hypokalemia,  hyperkalemia,  and  magnesium 
deficiency.  These  patients,  many  of  whom  are 
chronic  alcoholics,  often  have  associated  diseases 
which  may  produce  coma.  Among  these  are 
delirium  tremens,  severe  avitaminosis,  subdural 
hematoma,  and  circulatory  collapse,  either  central 
or  peripheral.  Although  there  is  overwhelming 
evidence  to  link  ammonia  intoxication  and 
hepatic  coma,  it  should  be  emphasized  that  all 
comatose  patients  with  severe  hepatic  disease 
need  not  be  suffering  from  ammonia  intoxi- 
cation. Attention  must  be  given  to  all  other 
possible  causes  of  cerebral  dysfunction,  espe- 
cially in  atypical  patients  who  are  thought  to  be 
in  hepatic  coma. 

Since  an  excess  of  circulating  ammonia  may 
produce  severe  neurologic  symptoms,  coma,  and 
death,  control  of  the  ammonia  content  of  the 
blood  in  patients  with  severe  fiver  disease  is 
important. 

Methods  of  controlling  the  blood  ammonia 
level  fall  into  three  groups:  (1)  conserving  the 
functional  ability  of  the  fiver,  (2)  decreasing  the 
ammonia  load,  and  (3)  specific  therapy  to  aid  in 
binding  or  detoxifying  ammonia  . 

Conservation  of  the  functional  ability  of  the 
fiver,  besides  requiring  the  usual  supportive 
therapy  given  any  patient  who  is  seriously  ill, 
requires  also  the  avoidance  of  liepatotoxins  and 
hepatic  anoxia  due  either  to  local  or  systemic 
causes.  It  has  been  shown  that  shock  will  pro- 
duce a rise  in  blood  ammonia,34  as  will  congestive 
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heart  failure,35  presumably  as  an  effect  of  de- 
creased circulation  to  the  liver. 

A decrease  in  the  ammonia  load  to  the  liver 
may  be  accomplished  by  restricting  the  intake  of 
nitrogenous  products.  Although  protein  is  neces- 
sary in  large  quantities  in  patients  with  hypo- 
proteinemia  and  liver  disease,  close  check  should 
be  made  for  the  early  signs  of  hepatic  encepha- 
lopathy in  these  patients,  and  if  possible  the  blood 
ammonia  level  should  be  determined  at  frequent 
intervals  to  insure  against  supplying  the  patient 
with  more  protein  than  he  can  handle.  Non- 
protein calories  should  be  supplied  to  comatose 
patients  in  amounts  adequate  to  prevent  excessive 
protein  breakdown  for  gluconeogenesis.  It  is 
extremely  important  to  stop  gastrointestinal 
bleeding  early  because  it  produces  both  hepatic 
anoxia  and  increased  protein  load  and  is  almost 
always  accompanied  by  hepatic  encephalopathy 
in  patients  with  cirrhosis.2'  The  use  of  anti- 
biotics to  sterilize  the  intestine  would  appear 
rational,  since  the  production  of  ammonia  by 
intestinal  microorganisms  may  be  inhibited.28 
Purgation  and  enemas  to  remove  nitrogenous 
intestinal  contents  may  have  some  value  for 
patients  in  whom  these  methods  are  not  con- 
traindicated. 

Two  compounds  have  been  used  in  an  attempt 
to  bind  or  detoxify  ammonia.  These  are  gluta- 
mate and  arginine. 

Glutamate  was  first  used  clinically  by  Walshe36 
in  the  therapy  of  hepatic  coma,  although  Sa- 
pirstein37  had  shown  it  to  be  of  value  in  ther- 
apy of  experimental  ammonia  intoxication  ten 
years  earlier.  Glutamate  can  combine  with 
ammonia  to  form  glutamine  and  thus  detoxify 
it.38  This  reaction  may  take  place  in  brain, 
retina,  and  kidney,  and  represents  an  extra- 
hepatic  pathway  for  the  detoxification  of  am- 
monia. After  this  ammonia  is  bound  it  may  be 
excreted  by  the  kidney  as  ammonia,31  or  if 
glutamate  is  administered  rapidly  enough  to 
saturate  the  tubular  reabsorptive  mechanism 
which  is  apparently  shared  by  glutamate  and 
glutamine,  it  may  be  excreted  partly  as  gluta- 
mine. There  have  been  numerous  clinical  re- 
ports on  the  use  of  glutamate  in  the  treatment  of 
hepatic  coma.18'19'22-24'36'39-40  In  some  patients 
dramatic  results  were  obtained,  while  in  others 
no  clinical  effect  at  all  was  noted.  Pearlman,19 
in  a small  but  intensively  studied  number  of 
patients,  noted  decreases  of  blood  ammonia  of 
from  80  to  240  meg.  per  cent  following  infusion  of 


25  Gm.  of  sodium  glutamate  in  one  hour.  The 
effect  was  maximal  one  to  two  hours  after  the 
start  of  the  infusion  and  persisted  for  at  least 
four  hours.  Improvement  in  neurologic  status 
followed  only  sustained  drops  in  the  blood  am- 
monia level.  Transient  drops  were  not  accom- 
panied by  any  changes.  It  was  felt  that  gluta- 
mate is  of  value  in  the  treatment  of  hepatic 
coma  but  only  when  the  liver  retains  some  ca- 
pacity to  recompensate. 

Arginine,  which  provides  an  intermediary 
metabolite  in  the  urea  cycle,  has  been  used  clini- 
cally on  the  basis  of  encouraging  animal  experi- 
ments.41 Najarian  and  Harper,42  studying  the 
use  of  arginine  clinically,  reported  falls  in  blood 
ammonia  and  some  improvement  in  clinical 
state  after  the  infusion  of  25  Gm.  of  arginine 
intravenously.  The  drops  in  blood  ammonia 
produced  were  only  10  to  85  meg.  per  cent,  how- 
ever, as  compared  to  the  drops  of  80  to  240  meg. 
per  cent  in  response  to  infusion  of  25  Gm.  of 
monosodium  glutamate  reported  by  Pearlman.19 
Bessman  et  al.,i3  studying  the  effectiveness  of 
glutamate  and  arginine  in  lowering  blood  am- 
monia concentration  in  cirrhotics  who  were 
receiving  ammonium  chloride  infusions,  found 
glutamate  far  more  effective.  They  feel  that 
cirrhotics,  by  increased  synthesis  of  glutamine 
from  glutamate  and  ammonia,  have  partially 
compensated  for  their  poor  ability  to  detoxify 
ammonia  by  urea  synthesis  in  the  liver. 

Summary  and  Conclusions 

Neurologic  disturbances  occur  in  patients  with 
hepatic  failure.  Accompanying  the  change  in 
state  of  consciousness  which  is  present  are 
characteristic  electroencephalographic  changes 
and  a peculiar  flapping  tremor  which  occur  with 
enough  regularity  to  form  a syndrome.  There  is 
strong  evidence  that  ammonia  is  the  toxic 
substance  which,  by  interfering  with  cerebral 
metabolism,  produces  these  neurologic  changes. 
This  ammonia  is  produced  in  the  intestine, 
mainly  by  bacterial  breakdown  of  nitrogenous 
substances,  and  is  normally  converted  to  urea  by 
the  liver.  Many  investigators,  however,  have 
reported  poor  correlations  between  blood  am- 
monia levels  and  neurologic  status.  These  poor 
correlations  are  at  least  partially  due  to  technical 
differences  in  measurement  of  blood  ammonia 
and  partially  due  to  failure  to  measure  blood 
ammonia  levels  over  a long  enough  period  of 
time.  Sustained  elevations  of  the  blood  ammonia 
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level  must  be  present  before  neurologic  abnor- 
malities are  noted,  and  sustained  falls  of  the 
blood  ammonia  level  are  necessary  before  these 
abnormalities  disappear.  It  is  obvious  that 
coma  in  patients  who  are  in  hepatic  failure  is  not 
invariably  due  to  ammonia  intoxication.  There 
is  a good  possibility  that  the  disturbance  in 
ammonia  metabolism  is  only  one  of  a number  of 
significant  metabolic  abnormalities  which  occur 
in  the  patient  in  hepatic  coma.  Control  of  the 
blood  ammonia  level  is  of  value  in  the  treatment 
of  hepatic  coma.  Restriction  of  the  intake  of 
nitrogenous  substances  and  administration  of 
intestinal  antibiotics  and  sodium  glutamate  have 
been  demonstrated  to  be  effective  in  reducing  the 
amount  of  ammonia  in  the  circulating  blood. 
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Eyeglasses  as  a Therapeutic  Agent 


Dr.  George  Reader:  The  subject  of  the 
therapy  conference  today  is  “Eyeglasses  as  a 
Therapeutic  Agent,”  and  Dr.  John  McLean, 
Professor  of  Surgery,  will  open  the  discussion. 

Dr.  John  McLean:  “If  you  don’t  wear  your 
glasses  you’ll  ruin  your  eyes.”  “If  you  wear  the 
wrong  glasses  you  will  spoil  your  vision.”  “If 
you  do  wear  glasses  you  become  so  dependent  on 
them  that  your  eyes  will  be  weak  and  you  won’t 
be  able  to  get  on  without  them.”  These  state- 
ments are  all  erroneous  and  are  not  made  by 
ophthalmologists. 

In  certain  situations  eyeglasses  do  protect 
eyes.  Eyes  have  been  lost  because  people  did 
not  wear  their  glasses,  but  these  are  not  glasses 
in  the  ordinary  sense.  I refer  now  to  protective 
spectacles,  goggles  of  one  sort  or  another,  which 
are  used  in  industry  to  protect  eyes  from  flying 
particles,  radiant  energy,  and  other  hazards. 
However,  since  this  is  a therapeutic  conference, 
I will  not  consider  this  preventive  aspect  further. 

We  also  use  a variety  of  glasses  in  treatment  as 
protective  devices  in  certain  special  therapeutic 
situations.  For  example,  in  paralysis  of  the 
fifth  and  seventh  cranial  nerves  we  use  moist 
chamber  spectacles  and  similar  devices  which  fall 
under  the  general  heading  of  eyeglasses  for 
mechanical  protection  of  the  cornea.  Such 
devices  are  used  in  certain  of  the  corneal  dys- 
trophies such  as  keratitis  sicca,  in  which  there  is 
deficiency  of  tear  production,  and  in  some  cases 


of  corneal  ulceration.  Occasionally  we  use  so- 
called  pinhole  glasses  to  reduce  movement  of  the 
eyeball  in  the  orbit,  particularly  in  detachment 
of  the  retina  in  the  immediate  postoperative 
period.  Another  situation  in  which  special 
glasses  are  used  involves  the  lid  crutch,  in  which 
a mechanical  attachment  to  a frame  serves  to 
support  a lid  which  droops  in  ptosis. 

Ordinarily,  however,  glasses  are  used  for  other 
purposes.  First  and  foremost  they  are  used  to 
improve  vision  in  patients  who  have  refractive 
errors  of  the  various  types.  Special  reading 
glasses,  bifocals,  trifocals,  and  quadrifocals  are 
prescribed  to  make  up  for  the  loss  of  accommoda- 
tion which  is  part  of  the  physiologic  aging  process, 
and  of  course  eyeglasses  are  necessary  to  replace 
the  action  of  the  crystalline  lens  in  the  eye  after 
cataract  extraction. 

There  are  special  cases  in  which  glasses  of 
various  sorts  are  used  to  improve  vision.  One 
example  of  this  is  the  telescopic  spectacles  for 
patients  with  particularly  poor  vision  due  to 
organic  disease.  The  usefulness  of  telescopic 
spectacles  is  very  limited,  but  they  have  a def- 
inite place,  and  certain  patients  can  be  helped  a 
great  deal,  particularly  in  near  vision,  with  such 
spectacles. 

Some  surgeons  who  work  on  particularly  fine 
tissue,  such  as  the  eye  surgeon  and  in  special 
cases  the  ear  surgeon,  the  neurosurgeon,  and  the 
cardiac  surgeon,  use  special  glasses  to  magnify 
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the  image  and  render  minute  surgery  more 
accurate. 

Contact  lenses  are  used  in  a number  of  situa- 
tions. There  are  some  cases,  such  as  kerato- 
conus  and  irregular  astigmatism,  in  which  the 
patient  cannot  be  helped  with  any  form  of 
spectacle  lens  and  it  is  physically  impossible  to 
cast  a sharp  image  on  the  retina  through  the 
irregular  cornea.  By  placing  a contact  lens  in 
front  of  the  cornea,  however,  the  irregularities 
can  be  ironed  out  optically,  a clear  image  ob- 
tained, and  vision  restored.  Contact  lenses  are 
useful  in  unilateral  aphakia,  where  a cataract  has 
been  removed  from  one  eye  and  a normal  lens 
remains  in  the  other.  Under  such  circum- 
stances the  ordinary  spectacle  lenses,  although 
fitted  so  that  each  eye  attains  good  visual  acuity, 
results  in  so  great  a discrepancy  in  image  size  on 
the  retinas  of  the  two  eyes  that  fusion  is  usually 
impossible.  On  the  other  hand,  if  a contact 
lens  is  used  on  the  aphakic  eye  the  image  size 
difference  is  not  beyond  the  limits  of  fusion,  and 
most  of  these  patients  obtain  good,  useful  bin- 
ocular vision. 

Contact  lenses  are  indicated  where  the  patient’s 
profession  makes  the  wearing  of  spectacles  unde- 
sirable, although  his  vision  is  so  poor  that  he 
requires  an  optical  device  to  carry  on  his  work. 
An  outstanding  example  is  the  actor.  Another 
example  is  the  professional  athlete  who  cannot 
wear  spectacle  lenses  even  with  guards  but  who 
cannot  see  well  enough  to  perform  without  the 
improvement  of  vision  available  with  contact 
lenses. 

Of  course  a considerable  share  of  the  demand 
for  contact  lenses  results  from  the  vanity  of 
people  who  have  read  comments  about  “girls  who 
wear  glasses.”  Since  they  are  unwilling  to  wear 
ordinary  glasses  but  do  need  some  aid,  they  choose 
contact  lenses.  It  is  interesting  to  note  that  con- 
tact lenses  are  usually  fairly  well  tolerated  by 
people  who  need  them  because  of  their  profession, 
for  an  economic  reason,  but  are  not  nearly  so 
well  tolerated  by  those  who  wear  them  only  for 
vanity’s  sake. 

Glasses  have  been  prescribed  for  all  sorts  of 
symptoms.  It  has  been  said  that  refractive 
errors  can  cause  almost  any  type  of  symptom  the 
patient  can  imagine.  We  realize  now  that  rela- 
tively few  headaches  are  of  ocular  origin  and 
practically  all  symptoms,  such  as  disturbances  of 
the  gastrointestinal  tract,  migraine,  and  other 
difficulties  which  were  at  one  time  attributed  to 


refractive  error,  are  due  to  other  causes.  Even 
now  many  people  with  such  difficulties  first  go  to 
get  glasses.  It  seems  to  be  customary  in  many 
hospitals  to  refer  a patient  with  headache  first 
to  the  eye  clinic  to  “rule  out  a refractive  error,” 
and  only  after  that  to  reconsider  his  headache 
and  really  look  into  its  cause.  Many  of  these 
symptoms  are  of  a psychosomatic  character,  and 
often  they  are  helped  temporarily  by  eyeglasses 
as  they  are  by  other  placebos. 

In  the  field  of  extraocular  muscle  imbalance 
eyeglasses  have  an  important  role  that  is  often 
forgotten.  Patients  who  have  various  types  of 
phorias  may  be  quite  uncomfortable.  From  time 
to  time  they  experience  periods  of  double  vision 
and  rather  severe  headaches  which  can  often  be 
relieved  by  prescribing  glasses  or  prisms  to  bal- 
ance their  visual  angles  better.  A particularly 
outstanding  example  of  this  is  the  young  child 
with  accommodative  esotropia  in  whom  the 
crossed  eyes  may  be  straightened  if  the  excess 
accommodation  can  be  relaxed  by  the  use  of 
convex  lenses.  Another  example,  less  commonly 
seen  but  nevertheless  important,  is  the  occasional 
double  vision  associated  with  severe  exophthal- 
mos in  Graves’  disease.  These  symptoms  can 
often  be  relieved  or  reduced  by  judiciously  applied 
prisms  in  spectacles. 

Then  we  have  the  long,  impressive  word 
“aniseikonia,”  which  refers  to  unequal  retinal 
images  in  the  two  eyes.  This  is  said  to  produce 
all  sorts  of  symptoms.  Aniseikonia  is  a condition 
which  occurs  in  many  otherwise  normal  people 
with  normal  eyes.  A survey  of  many  normal, 
well  adjusted,  healthy  college  students  revealed 
its  presence  in  a large  proportion  of  them  who 
were  asymptomatic.  But  when  aniseikonia  is 
discovered  in  a patient  with  a host  of  symptoms, 
he  may  be  given  glasses  designed  to  correct  this 
difference  in  image  size.  Usually  symptoms  are 
relieved,  at  least  for  a time.  In  many  instances 
the  symptoms  return  after  a period  of  time,  and 
they  may  turn  out  to  have  had  a different 
etiology. 

The  bulk  of  the  adult  population  in  this 
country  wears  glasses,  many  happily,  some  under 
protest,  some  through  fear  that  something 
dreadful  will  happen  to  their  eyes  if  they  don’t. 
In  this  room  there  seem  to  be  only  two  ophthal- 
mologists. It  is  interesting  to  note  that  neither 
of  us  is  wearing  glasses. 

Perhaps  I had  better  stop  here  and  see  if  there 
is  any  discussion  or  if  anybody  has  questions. 
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Dr.  Janet  Travell:  I wonder  if  Dr.  McLean 
would  say  something  about  tinted  glasses.  I 
see  people  wearing  dark  glasses  in  the  evening 
driving  cars. 

Dr.  Reader:  You  mean  entirely  aside  from 
protection  against  excess  exposure  to  the  sun  or 
because  they  believe  or  have  been  told  they 
have  weak  eyes? 

Dr.  Travell:  Yes,  I can’t  understand  how 
they  can  see  well,  especially  in  the  dark. 

Dr.  McLean:  I think  that  in  most  instances 
the  person  simply  went  out  and  bought  the 
glasses. 

Dr.  Travell:  I understand  they  have  their 
refractive  lenses  made  up  in  tinted  glass.  Often 
they  don’t  wish  to  buy  an  additional  pair  for 
protection  against  glare,  so  they  just  get  the 
tinted  ones  and  continue  to  wear  them  in  the 
evening.  I wonder  if  that  might  not  have 
something  to  do  with  automobile  accidents. 

Dr.  Reader:  Some  patients  say  their  oculist 
prescribed  glasses  with  a tint  to  relieve  them  of 
some  discomfort. 

Dr.  McLean:  Yes,  there  are  many  patients 
who  seem  to  feel  more  comfortable  with  a slight 
tint  in  the  lens.  Most  tints  are  not  particularly 
noticeable  and  differ  from  the  dark  lenses  referred 
to  by  Dr.  Travell.  To  some  extent  the  latter  are 
a fad,  and  I am  sure  this  does  contribute  to  acci- 
dents on  the  highway  after  dark.  In  fact  some 
articles  and  editorials  on  this  subject  and  on  the 
subject  of  tinted  windshields,  which  fall  into  the 
same  category,  have  recently  appeared  in  the 
eye  journals  and  in  the  J.A.M.A.  Where  there 
is  exposure  to  excessive  glare  and  light  on  a trop- 
ical beach  or  on  bright  snow,  there  is  certainly 
indication  for  cutting  down  the  glare  through  the 
use  of  tinted  glasses.  There  is  no  indication, 
however,  for  carrying  the  tint  indoors  or  using 
it  after  dark. 

Dr.  Reader:  Are  there  some  people  who  have 
chronic  photophobia? 

Dr.  McLean:  Yes,  there  are  people  with  or- 
ganic disease  of  one  kind  or  another  who  require 
some  shielding  from  light,  but  they  are  relatively 
few. 

Dr.  Travell:  Some  migraine  sufferers,  for 
instance. 

Dr.  McLean:  I might  include  certain  albinos 
and  patients  with  congenital  or  acquired  aniridia 
who  do  not  have  the  normal  shutter  mechanism 
of  the  pupil,  which  adjusts  the  light  coming  into 
the  eye,  but  again  these  are  very  rare. 


Dr.  Reader:  While  we  arc  on  the  subject, 
Dr.  McLean,  what  kind  of  glasses  would  you 
recommend  for  exposure  to  bright  sunlight,  the 
seascape  or  snowscape  that  has  a source  of  glare? 
Would  you  have  a preference  for  the  polaroid  or 
some  other  special  type  of  lens? 

Dr.  McLean:  Some  interesting  studies  have 
been  made  on  lifeguards  in  Atlantic  City  by 
Dr.  Harley.  To  the  horror  of  the  optical  pro- 
fession, these  seem  to  indicate  that  some  of  the 
cheapest  and  simplest  glasses  sold  in  drugstores 
or  “five-and-dime”  stores  served  the  purpose 
just  about  as  well  as  some  of  the  most  expensive 
types.  That  report  has  been  the  subject  of  a 
great  deal  of  disagreement,  particularly  from  the 
optical  industry,  but  I don’t  believe  that  the 
rebuttal  has  provided  substantial  proof. 

Dr.  Walter  Modell:  Are  the  polaroid  glasses 
of  any  special  value? 

Dr.  McLean:  Polaroid  lenses  do  have  a 
particular  use  when  one  is  looking  into  glare  from 
a surface  which  reflects  and  polarizes  the  reflected 
light.  Under  those  conditions  glare  can  be 
greatly  reduced. 

Dr.  Modell:  Is  it  a misconception  that 
polaroids  are  useful  in  other  types  of  glare? 

Dr.  McLean:  We  find  polaroid  particularly 
useful  in  certain  malingering  tests  which  we 
don’t  want  to  publicize  too  widely. 

Dr.  Travell:  How  is  that? 

Dr.  McLean:  We  can  usually  arrange  pola- 
roid projection  section  screens  on  a visual  acuity 
chart  so  the  patient  cannot  tell  which  eye  is 
actually  doing  the  reading.  If  he  is  malingering, 
he  is  likely  to  read  with  the  right  eye  what  he 
says  he  sees  only  with  the  left. 

Visitor:  What  about  the  silvering  of  sun- 
glasses? 

Dr.  McLean:  I thought  that  fad  had  dis- 
appeared. 

Visitor:  Maybe  we  are  getting  it  back. 

Dr.  McLean:  It  is  outmoded  in  this  area. 
We  used  to  see  more  of  it  than  we  do  now.  It 
was  a fad,  a conversation  piece  on  the  beach. 

Dr.  Modell:  I recall  having  read  two  or 
three  years  ago  of  treatment  for  wryneck  with 
glasses.  Is  that  recollection  correct? 

Dr.  McLean:  To  some  extent.  A fair  pro- 
portion of  cases  of  torticollis  (wryneck)  are  of 
ocular  origin.  They  are  caused  by  a muscle 
imbalance,  so  that  in  order  to  obtain  good  bin- 
ocular vision  the  child — and  usually  it  is  a child 
— must  tilt  his  head  to  achieve  fusion  and  line  up 
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his  images.  Often  the  child  is  seen  by  a pedia- 
trician who  observes  that  his  head  is  kept  twisted 
to  one  side.  The  child  is  then  often  referred  to 
an  orthopedist,  and  is  lucky  if  he  doesn’t  get  the 
sternocleidomastoid  muscle  cut  before  finally 
reaching  the  ophthalmologist  who  may  have  to 
correct  the  superior  oblique  muscle  defect. 

Dr.  Modell:  Do  glasses  help? 

Dr.  McLean:  The  number  who  can  be  cor- 
rected with  prisms  and  spectacles  are  few.  Most 
require  ocular  surgery.  I don’t  mean  that  all 
torticollis  cases  are  of  ocular  origin. 

Dr.  Travell  : There  is  also  the  person  who  has 
glasses  of  the  wrong  focal  length  for  the  work  he 
is  doing.  If  he  has  too  short  a focal  length  and 
has  to  bend  his  neck  in  order  to  see  clearly,  he 
too  develops  a stiff  neck. 

Visitor:  Can  anything  be  done  to  halt  rapidly 
progressing  myopia  which  seems  to  develop  rather 
suddenly  in  a child? 

Dr.  McLean:  Actually  it  doesn’t  often  de- 
velop suddenly.  It  is  usually  discovered  sud- 
denly but  has  been  developing  for  some  time.  I 
do  not  know  of  any  satisfactory  treatment  to 
arrest  it.  All  sorts  of  things  have  been  advo- 
cated, including  various  vitamins.  Most  recently 
there  has  been  some  advocacy  of  calcium  and 
vitamin  D without,  to  my  mind,  a great  deal  of 
sound  evidence  behind  it.  Years  ago  it  was 
customary  to  take  these  children  out  of  school 
for  a year  at  a time,  in  the  belief  that  rest  would 
halt  the  myopia,  but  that  didn’t  work.  Even 
further  back  in  the  past  there  was  a fad  for  atro- 
pinizing  these  children’s  eyes,  both  eyes  for  a year 
or  two  at  a time.  That  was  found  to  be  ineffec- 
tive and  was  given  up.  It  is  still  customary  in 
many  communities,  including  the  New  York 
City*  public  school  system,  to  put  such  children 
into  so-called  “sight  conservation”  classes,  in  spite 
of  the  fact  that  there  is  no  evidence  that  these 
classes  conserve  anything. 

Dr.  Reader:  There  is  really  no  relationship 
between  eyestrain  and  myopia,  is  there? 

Dr.  McLean:  I would  go  further  and  say  I 
don’t  believe  there  is  any  such  thing  as  eyestrain. 

Dr.  Reader:  Doesn’t  excessive  use  of  the 
eyes  in  reading  or  close  work  contribute  to  the 
development  of  myopia? 

Dr.  McLean:  I have  never  seen  any  sound 
evidence  that  use  of  the  eyes  alters  the  refractive 
state  in  any  way. 

Dr.  Modell  : I must  confess  I have  a book  at 
home  entitled  “Sight  Without  Glasses.”  I 


didn’t  buy  it,  it  was  given  to  me,  but  I did  read 
it.  Part  of  its  thesis  is  that  by  doing  certain 
exercises  one  can  learn  to  do  without  glasses. 
The  exercises  include  learning  to  read  printed 
matter  upside  down,  and  a few  other  such 
devices.  After  the  book  got  some  publicity  it 
was  stated,  I believe  in  the  J.A.M.A.,  that  people 
who  appeared  to  have  their  vision  helped  by  these 
exercises  were  in  reality  learning  to  recognize 
defective  images.  I wonder  if  anything  has  come 
of  that  sort  of  thing,  the  use  of  exercises  to  elimi- 
nate the  need  for  wearing  glasses. 

Dr.  McLean:  That  has  been  studied  very 
carefully  on  a statistical  basis  with  a large  series 
of  patients.  I think  perhaps  the  best  report  on 
the  subject  was  published  by  Dr.  Alan  Woods. 
It  appeared,  I believe,  in  the  Transactions  of  the 
American  Academy  of  Ophthalmology  some  years 
ago.  He  showed  quite  conclusively  that  a group 
of  patients  who  were  put  through  this  course  by 
its  advocates  showed  no  change  except  that  quite 
a few  of  the  patients  learned  to  perceive  letters 
and  numbers  better  than  they  had  previously 
when  the  image  was  blurred.  They  learned  to 
recognize  them  better.  They  learned,  for  ex- 
ample, that  a triangular-shaped  letter  when  it 
can  barely  be  seen  is  usually  an  A when  the  apex 
is  up  and  usually  a Y when  the  apex  is  down. 
These  are  letters  which  they  may  not  have  been 
able  to  recognize  before  the  course  of  training. 
However,  when  confronted  with  symbols  in 
which  letter  recognition  did  not  play  a part,  or 
when  measured  objectively,  they  had  not  im- 
proved. People  certainly  can  be  taught  to  use 
defective  vision  more  efficiently. 

Dr.  Nathalie  A.  Strahan:  What  would  you 
include  in  a routine  examination  of  a child? 
How  extensively  should  the  eyes  be  examined? 

Dr.  McLean:  By  the  ophthalmologist? 

Dr.  Strahan:  By  the  pediatrician. 

Dr.  McLean:  I think  that  as  soon  as  the  child 
is  old  enough  the  pediatrician  should  get  the  best 
estimate  he  can  of  the  child’s  visual  acuity  at  a 
distance.  He  ought  to  examine  the  eyes  exter- 
nally and  ophthalmoscopically. 

Dr.  Reader:  At  what  age  would  it  be  reason- 
able to  do  that? 

Dr.  McLean:  He  ought  to  examine  the  eyes 
externally  and  ophthalmoscopically  the  very 
first  time  he  examines  the  newborn  babv. 

Dr.  Reader:  What  about  visual  acuity? 

Dr.  McLean:  Visual  acuity  can  usually  be 
determined  in  cooperative  children  before  the 
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child  is  old  enough  to  go  to  school  by  the  use  of 
simple  colored  picture  charts. 

Dr.  Milton  Levine:  I think  one  thing  to 
remember  is  that  difficulty  in  vision  may  produce 
severe  emotional  disorders  in  children.  If  we 
don’t  keep  that  in  mind  we  may  miss  it  entirely. 
1 remember  a child  of  four  at  a nursery  school  who 
would  not  play  with  other  children.  He  just 
stood  in  the  middle  of  the  room  by  himself  and 
screamed.  The  teachers  at  first  thought  he  was 
mentally  retarded.  We  checked  his  eyes  and 
found  he  had  a very  marked  myopia.  I think 
it  was  something  like  20/200.  When  we  gave  him 
eyeglasses  his  attitude  changed  completely.  He 
became  one  of  the  group  and  is  now  an  honor 
student  at  Music  and  Art  High  School  in  New 
York,  a school  with  extremely  high  scholastic 
requirements. 

Dr.  Reader:  Is  there  any  way  this  can  be 
detected  other  than  by  relatively  gross  manifes- 
tations? Is  there  some  way  to  pick  up  myopia 
before  a child  gets  into  social  difficulty? 

Dr.  Levine:  I think  if  you  watch  children 
when  they  are  little  and  are  looking  at  pictures  in 
books  you  can  get  a fairly  good  idea  about  the 
likelihood  of  visual  disturbances. 

Dr.  McLean:  You  can  get  an  estimate  of 
vision  in  a very  small  child  as  a rule  by  playing 
games  with  him.  You  can  test  visual  acuity  in 
ordinary  matters  by  charts  which  have  symbols, 
letters  which  point  different  ways,  or  pictures. 
One  can  tear  up  some  paper  and  put  pieces  of 
different  sizes  on  the  floor  to  learn  the  distance 
at  which  he  can  spot  them  and  go  to  pick  them 
up.  Children  who  are  out  of  visual  contact  with 
their  surroundings  are  liable  to  be  somewhat 
warped  in  their  adjustment,  and  when  their 
vision  is  brought  back  by  the  use  of  glasses  they 
may  very  well  be  restored  to  much  more  normal 
behavior.  Dr.  Samuel  Levine  is  very  proud  of 
the  fact  that  every  child  admitted  to  the  Depart- 
ment of  Pediatrics  has  his  eyegrounds  examined  as 
part  of  the  routine  physical  examination,  and  he 
feels  that  this  should  be  a part  of  the  routine  ex- 
amination in  all  children. 

Dr.  Levine:  We  have  darkened  rooms  and 
special  clinics  for  this  purpose,  but  I don’t  believe 
eye  examinations  are  done  routinely  in  pediatri- 
cians’ offices  outside  the  hospital. 

Dr.  Reader:  I’d  like  to  ask  Dr.  McLean, 
what  is  the  natural  history  of  myopia?  Is  it 
something  the  child  is  born  with?  Is  it  progres- 
sive? Can  it  be  arrested? 


Dr.  McLean:  The  average  normal  child  is 
born  with  a fair  amount  of  hyperopia,  short 
eyeball,  which  grows  as  the  child  grows.  Even 
the  child  who  has  a hereditary  background  of 
myopia  is  usually  born  with  little  or  no  myopia, 
but  the  globes  enlarge  unduly  as  he  grows,  and 
he' develops  an  axial  myopia  because  his  eyes  are 
too  long.  This  apparently  is  simply  an  over- 
growth in  the  posterior  direction  of  the  globe, 
so  that  he  may  wind  up  with  a considerable 
amount  of  myopia.  This  becomes  manifest 
around  the  age  of  four,  five,  or  six  and  usually 
continues  to  progress  throughout  the  growing 
period.  It  is  more  or  less  arrested  when  full 
bodily  growth  stops,  subject  to  some  variation. 
Since  most  of  the  progression  of  the  myopic  phase 
occurs  at  the  time  education  is  under  way,  the 
use  of  the  eyes  in  studying  has  been  blamed. 

Dr.  Reader:  Is  there  any  rationale  for  the 
use  of  large  print  in  school  books  for  children 
when  they  first  start  school? 

Dr.  McLean:  Educationally  there  is;  vis- 
ually there  is  not. 

Dr.  Modell:  I would  like  to  ask  about  the 
relationship  of  illumination  to  the  need  for  lens 
correction.  I have  found  that  there  comes  a 
time  when  I need  more  light  to  be  able  to 
read  well:  That  is  about  the  time  I do  well  to 
have  my  lenses  changed.  Is  there  any  actual 
connection  between  these  events? 

Dr.  McLean:  There  is  a connection,  and  the 
best  studies  on  that  were  made  some  twenty- five 
years  ago  by  Feree  and  Rand,  who  studied  the 
relationship  between  presbyopia,  presbyopic 
correction,  and  illumination  requirement  for 
optimal  reading  facility.  There  seems  to  be  no 
question  that  as  the  individual  ages  and  becomes 
more  presbyopic  he  requires  more  illumination  for 
efficient  reading.  If  his  correction  by  glasses  for 
presbyopia  is  inadequate,  his  requirements  for 
lighting  increase  proportionately. 

Dr.  Modell:  If  he  took  care  of  the  lighting 
problem,  would  that  in  any  way  stay  the  progress 
of  presbyopia? 

Dr.  McLean:  In  no  way. 

Dr.  Travell:  I wonder  whether  Dr.  McLean 
would  tell  us  something  more  about  contact 
lenses,  the  varieties,  costs,  care,  and  so  on? 

Dr.  McLean:  Practically  all  modern  contact 
lenses  are  made  of  one  or  another  kind  of  plastic. 
They  can  be  divided  roughly  into  a few  groups. 
First  there  are  the  lenses  which  have  both  a 
corneal  and  a scleral  element,  in  which  the  scleral 
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rim  fits  against  the  conjunctiva  over  the  sclera 
and  the  corneal  portion  clears  the  cornea.  Those 
lenses  require  fluid  in  the  space  between  lens  and 
cornea  and  are  best  made  to  a mold,  an  actual 
impression  made  of  the  eye.  There  are  lenses 
which  are  made  more  or  less  by  trial  and  error, 
not  from  a mold.  I believe  this  type  is  not  quite 
as  satisfactory  as  the  other. 

Under  various  trade  names  there  are  a number 
of  types  of  what  are  called  “ventilating”  lenses. 
These  also  have  a scleral  lip  and  a corneal  element 
which  clears  the  cornea,  but  by  a very  small 
capillary  space.  No  fluid  is  placed  in  these  lenses, 
but  there  is  a channel  or  hole  in  the  scleral  seg- 
ment which  communicates  with  the  corneal  seg- 
ment, so  the  lenses  are  put  on  moist  and  the 
patient’s  tears  fill  the  space  between  lens  and 
cornea.  These  too  as  a rule  are  made  to  a mold. 

There  is  the  purely  corneal  lens  which  is  a 
small  meniscus  fitting  directly  over  the  cornea, 
having  no  scleral  lip,  and  held  in  place  by  the 
lids  and  capillary  attraction.  They  are  fitted 
either  by  measurement  computation  of  cornea  or 
by  trial  and  error  which  arrives  at  the  same  an- 
swer. 

Dr.  Reader:  Do  they  have  to  be  inserted  with 
a local  anesthetic? 

Dr.  McLean:  All  contact  lenses  worn  by  pa- 
tients should  be  inserted  and  worn  without  sur- 
face anesthesia.  Occasionally  anesthesia  may  be 
needed  for  the  first  few  fittings,  and  always  for 
molding,  but  not  in  daily  use. 

Dr.  Modell:  Would  you  make  a categorical 
statement  that  all  visual  defects  which  could  be 
corrected  by  lenses  of  one  type  or  another  should 
be  corrected  that  way? 

Dr.  McLean:  No,  I would  not. 

Dr.  Modell:  How  would  you  modify  it? 

Dr.  McLean:  Glasses  are  a means  of  making 
an  individual  see  better.  Some  people  don’t 
want  to  see  better  and  don’t  need  to  see  better. 
Under  those  circumstances  I would  not  force 
glasses  on  them.  Sometimes  glasses  are  a means 
of  relieving  various  kinds  of  symptoms,  and  if  the 
symptoms  are  severe  enough  and  the  individual 
wants  to  wear  glasses,  I think  he  should  be  al- 
lowed to  do  so.  Again,  I don’t  think  they  should 
be  forced  on  him  if  he  is  reasonably  comfortable 
and  happy  without  them.  As  I said  at  the  out- 
set, I don’t  believe  there  is  any  sound  evidence 
that  any  organic  harm  will  come  to  the  eyes 
either  from  wearing  or  not  wearing  glasses  be- 
cause of  refractive  errors. 


Dr.  Reader:  Do  you  think  the  muscles  of 
accommodation  tire  if  used  for  reading  or  other 
close  work  where  there  is  a refractive  error  or 
astigmatism? 

Dr.  McLean:  If  because  of  a refractive  error 
the  muscles  are  overworked,  they  may  tire  more 
readily  than  would  the  normal  muscle  which 
needs  to  do  less  work  for  the  same  amount  of 
reading. 

Dr.  Reader:  Is  there  any  permanent  dam- 
age? 

Dr.  McLean:  There  is  no  damage. 

Dr.  Reader:  It  is  just  a matter  of  getting 
tired? 

Dr.  McLean:  If  you  walk  too  far  and  are  out 
of  practice,  you  will  get  tired,  but  if  you  rest  you 
will  recover.  The  same  considerations  apply  to 
the  eye  muscles. 

Dr.  Travell:  How  costly  are  contact  lenses? 

Dr.  McLean:  That  is  a subject  on  which  I 
don’t  believe  I am  competent  to  speak.  Some 
can  be  quite  inexpensive,  others  very  expensive. 

Dr.  Levine:  In  working  with  adolescent 

children  we  try  to  make  them  as  attractive  as  we 
can  to  lessen  their  emotional  problems.  In 
view  of  what  you  have  said  about  vanity  and  the 
use  of  contact  lenses,  would  you  advise  the  use 
of  contact  lenses  on  adolescent  girls? 

Dr.  McLean:  Sometimes  we  do.  I cannot 
make  a didactic  statement  on  that.  It  has  to 
be  individualized.  Sometimes  it  is  most  impor- 
tant for  an  individual’s  well-being  to  be  able  to 
see  without  wearing  the  ordinary  glasses.  Con- 
tact lenses  may  be  the  solution. 

Dr.  Levine:  How  long  can  they  be  kept  on 
without  being  removed? 

Dr.  McLean:  The  average  adolescent  girl 
who  is  wearing  them  because  of  vanity  is  likely 
not  to  be  able  to  wear  them  more  than  four  to 
six  hours  at  a time.  Some  can  do  better,  some 
not  as  well,  and  some  are  so  emotionally  un- 
stable that  they  can’t  tolerate  them  at  all.  Pa- 
tients who  need  them  to  see,  patients  with  kera- 
toconus,  and  some  of  our  patients  with  unilateral 
aphakia  usually  wear  them  all  day  long.  I have 
had  a number  of  patients  who  sometimes  forget 
to  take  them  out  at  night  and  wear  them  twenty- 
four  and  thirty-six  hours  at  a stretch  because 
they  just  forget  they  have  them  on. 

Dr.  Travell:  Can  contact  lenses  be  substi- 
tuted for  ordinary  bifocals? 

Dr.  McLean:  There  is  no  way  to  build  a 
bifocal  into  them.  One  can  wear  a contact  lens 
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\ for  distance  and  reading  glasses  to  see  close 
objects,  or  bifocals  with  a plain  segment  above 
and  a reading  segment  below. 

Dr.  Edwards:  I was  wondering  about  one 
j aspect  of  glasses  for  people  who  do  a lot  of  reading. 
I have  noticed  in  others  as  well  as  in  myself  that 
after  much  close  reading  it  is  necessary  to  stop 
and  look  off  into  distance.  It  takes  a long  time 
before  relaxation  of  the  ciliary  accommodative 
muscles  occurs.  In  such  cases  do  you  advise 
< either  removing  glasses  while  reading  or  having 
a different  set  for  that  purpose? 

Dr.  McLean:  This  again  is  a question  that 
cannot  be  answered  in  an  arbitrary  fashion.  It 
has  to  be  handled  individually.  There  is  a 
perfect  parallel  to  what  you  describe.  If  you 
take  a long  walk  and  your  legs  get  tired  and  then 
you  sit  down  by  the  side  of  the  road  for  a while, 
I think  you  will  find  the  situation  much  akin  to 
what  you  describe  for  the  eye  muscles. 

Dr.  Edwards:  Does  it  usually  take  thirty  to 
forty  minutes  for  relaxation  of  the  eye  muscles 
to  occur? 

Dr.  McLean:  That  is  considerably  more  than 
average. 

Dr.  Travell:  After  resting  from  the  long 
walk,  you’re  awfully  stiff  when  you  get  up,  aren’t 
you? 

Dr.  McLean:  I think  that  is  comparable  to 
what  Dr.  Edwards  described  in  the  ciliary 
muscle. 

Dr.  Levine  : How  do  you  explain  the  so-called 
television  eyes  in  children  who  sit  close  to  the 
television  set.  I have  heard  them  complain  of 
headache  and  assumed  that  television  was  the 
cause.  Is  that  correct? 

Dr.  McLean:  I don’t  know  whether  it  is  or 
not.  I often  think  of  a young  girl  who  was 
having  difficulty  in  her  high  school  work.  She 
developed  terrific  headaches  when  studying.  On 
close  question  it  turned  out  that  these  headaches 
occurred  only  when  she  studied  Latin,  and  no 


other  subject.  I suspect  there  is  a large  psycho- 
somatic element  in  the  situation  you  describe. 

Su  in  ma ry 

Dr.  Solomon  Garb:  Some  commonly  held 
notions  about  eyeglasses  have  been  described  as 
erroneous.  Ordinary  glasses  correct  refractive 
errors  in  vision  but  do  not  influence  the  progres- 
sion or  retardation  of  the  error.  They  do  not 
protect  sight  and  may  be  dispensed  with,  without 
the  risk  of  affecting  the  basic  condition,  by 
persons  who  prefer  not  to  use  them.  The 
view  was  expressed  that  there  is  no  such  thing 
as  eyestrain.  Excessive  use  of  the  eyes  may  pro- 
duce tiredness  of  the  eye  muscles,  but  adequate 
rest  restores  them  as  it  does  any  other  overtired 
muscle.  The  role  of  contact  lenses  was  con- 
sidered. In  some  situations  they  are  essential, 
in  others  they  are  preferable  to  spectacle  lenses, 
but  as  a rule  they  have  no  advantage  over  spec- 
tacles. Some  patients  demand  them  for  reasons 
of  vanity.  They  are  best  tolerated  by  people 
who  need  them  for  reasons  other  than  the  wish 
to  present  a pleasing  appearance.  Since  rela- 
tively few  headaches  are  of  ocular  origin,  patients 
should  not  necessarily  be  referred  to  the  ophthal- 
mologist first.  Eyeglasses  are  of  value  in  certain 
cases  of  extraocular  muscle  imbalance  and 
aniseikonia.  Since  a fair  proportion  of  cases  of 
torticollis  result  from  extraocular  muscle  imbal- 
ance, especially  in  children,  this  can  often  be 
corrected  by  proper  eyeglasses  or  by  surgery  on 
the  extraocular  muscles.  Eye  exercises  do  not 
actually  improve  vision;  they  train  the  patient 
to  recognize  defective  or  blurred  images.  With 
increasing  presbyopia  more  illumination  is 
needed  for  efficient  reading,  but  the  degree  of 
illumination  does  not  alter  the  progress  of  the 
condition.  Glasses  should  not  be  forced  on  a 
patient  who  does  not  wish  to  wear  them  and  who 
can  manage  without  them. 


We  are  all  clever  enough  at  envying  a famous  man  while  he  is  yet  alive,  and  at  praising  him 
when  he  is  dead. — Mimnermus 
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Case  History 

First  Admission. — H.  V.,  a white  female, 
twenty-one  years  of  age,  was  admitted  to  the 
hospital  on  April  27,  1947,  because  of  profound 
anemia  associated  with  hemorrhagic  diathesis. 
An  insidious  onset  three  weeks  earlier  of  epistaxis 
was  soon  followed  by  bleeding  from  the  gums, 
generalized  subcutaneous  hemorrhages,  and 
finally  frank  hematuria  with  melena.  She 

denied  exposure  to  any  known  toxic  substances. 
A routine  physical  examination  was  not  remark- 
able except  for  small,  firm,  discreet,  nontender, 
left  anterior  cervical,  axillary,  inguinal,  and 
epitrochlear  adenopathy.  Blood  pressure  was 
108/80-76  and  hepatosplenamegaly  was  not 
recorded. 

Laboratory  data  were  as  follows:  hemoglobin 
47  per  cent,  red  cell  count  2,640,000,  white  cell 
count  5,350.  Granulocytes  were  66  per  cent, 
blood  platelets  60,000  per  cm.,  bleeding  time  ten 
minutes,  coagulation  time  seven  and  one-half 
minutes.  There  was  no  clot  retraction  at 
ninety-six  hours.  The  urine  showed  4 plus  pro- 
teinuria with  innumerable  red  blood  cells.  Tele- 
roentgenogram showed  slight  hilar  thickening. 
Histologic  studies  of  an  excised  axillary  gland 
disclosed  only  hyperplasia. 

tYhile  under  observation,  despite  blood  trans- 
fusions, her  condition  deteriorated  rapidly,  but 
splenectomy  on  May  9,  1947,  effected  dramatic 
and  immediate  improvement.  Histologic  in- 
vestigation of  the  enlarged  spleen  and  two 
accessory  spleens  revealed  the  “characteristic 
changes  of  idiopathic  thrombocytopenic  purpura.” 
The  patient  was  discharged  home  asymptomatic 
on  May  20,  1947,  with  a normal  blood  picture 


and  with  urine  free  from  erythrocytes  and 
albumin. 

Second  Admission. — The  patient  was  ad- 
mitted January  27,  1949,  because  of  fever  and 
left  pleuritic-type  pain  of  three  days  duration. 
In  October,  1948,  bilateral  slight  ankle  edema 
unaccompanied  by  dyspnea  was  initially  noted 
and  a pronounced  proteinuria  with  slight  cylin-  ; 
druria  was  accompanied  by  the  following  chemical 
blood  data:  blood  cholesterol  200  mg.  per  cent, 
nonprotein  nitrogen  32  mg.  per  cent,  total 
proteins  6.4  Gm.  per  cent,  albumin  2.55  Gm.  per  li 
cent,  globulin  3.86  Gm.  per  cent,  albumin-  |! 
globulin  ratio  0.66.  Ankle  edema  was  apparently 
controlled  by  salt  restriction.  Amenorrhea  had 
persisted  for  the  previous  year  despite  any 
patent  evidence  of  glandular  dyscrasia.  On 
admission  a loud,  left  pleuritic,  and  pericardial 
friction  rub  was  audible.  Temperature  was 
100.2  F.,  pulse  110  and  regular,  and  blood  - 
pressure  120/90-88. 

Laboratory  data  were  as  follows:  hemoglobin 
84  per  cent,  red  cell  count  4,250,000,  white  cell 
count  20,000,  granulocytes  79  per  cent,  blood 
cholesterol  256  mg.  per  cent,  nonprotein  nitrogen 
42  mg.  per  cent,  total  proteins  6.1  Gm.  per  cent, 
albumin  2.55  Gm.  per  cent,  globulin  3.55  Gm. 
per  cent,  albumin-globulin  ratio  0.7.  Blood 
culture  was  sterile,  and  antistreptolysin  titer  was  i 
not  elevated.  Urine  was  4 plus  proteinuria  with 
numerous  casts  and  erythrocytes,  and  specific 
gravity  was  1.028.  Urine  culture  showed  few 
coliform  organisms.  Pericardial  fluid  was  slightly 
cloudy  but  sterile  on  culture,  and  no  evidence  of 
tuberculosis  followed  guinea  pig  inoculation. 

The  patient’s  clinical  course  was  stormy. 
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Basalar  pneumonitis  ensued,  and  despite  massive 
parenteral  penicillin  fever  persisted  until 
February  24,  1949.  The  patient  was  discharged 
on  March  7,  1949,  asymptomatic  except  for 
moderate  asthenia.  Significant  laboratory  data 
were:  sputum  free  from  acid-fast  bacilli,  urine 
4 plus  proteinuria  with  occasional  erythrocyte 
and  granular  casts,  specific  gravity  1.021, 
blood  cholesterol  357  mg.  per  cent,  total  proteins 
5.6  Gm.  per  cent,  albumin  1.67  Gm.  per 
cent,  globulin  3.90  Gm.  per  cent,  albumin- 
globulin  ratio  0.47,  nonprotein  nitrogen  39  mg. 
per  cent.  Normal  blood  pressure  of  118/80-78 
was  not  accompanied  by  retinopathy,  cardio- 
megaly,  or  adventitious  sounds  over  the  pre- 
cordium. 

Third  Admission. — The  patient  was  admitted 
to  the  hospital  on  April  10,  1952,  because  of 
repeated  frank  hemoptysis  of  one  week’s  duration 
unaccompanied  by  fever,  chest  pain,  or  cutaneous 
hemorrhagic  lesions.  After  the  previous  dis- 
charge from  the  hospital  edema  of  the  lower 
extremities  was  fairly  well  controlled  by  salt- 
free  diet  and  weekly  mercurial  (Thiomerin) 
injections.  In  January,  1952,  recurrent  frank 
hemoptysis  was  not  accompanied  by  significant 
roentgenographic  pulmonary  alterations.  Epi- 
staxis  was  alleviated  by  cauterization,  but  no 
evidence  of  blood  dyscrasia  was  evidenced  by 
hematologic  study.  Routine  physical  examina- 
tion was  not  remarkable  except  for  slight  pedal 
edema,  serpiginous  macular  desquamating  light 
tan  lesions  of  the  face,  and  hypertrophy  with 
dystrophy  of  yellow  pigmented  nails.  Tem- 
perature was  98.6  F.,  and  blood  pressure  was 
128/84-80. 

The  laboratory  data  were  as  follows:  hemo- 
globin 82  per  cent,  red  cell  count  4,500,000, 
white  cell  count  12,  760,  granulocytes  70  per  cent, 
blood  nonprotein  nitrogen  22  mg.  per  cent,  cho- 
lesterol 280mg.  per  cent,  total  proteins  5.9  Gm.  per 
cent,  albumin  3.0  Gm.  per  cent,  globulin  2.9  Gm. 
per  cent,  albumin-globulin  ratio  1.02.  Platelet 
count,  bleeding  time,  clotting  time,  clot  retrac- 
tion time,  and  prothrombin  time  were  within 
normal  limits.  The  sedimentation  rate  was  42 
mm.  per  hour  (Wintrobe),  and  the  icteric  index 
was  7.  The  urine  showed  4 plus  proteinuria  with 
numerous  granular  casts.  Specific  gravity  was 
1.020.  X-ray  of  the  chest  was  negative.  Re- 
peated sputa  were  free  from  acid-fast  bacilli  but 
yielded  Staphylococcus  albus  and  nonhemolytic 
streptococcus. 


With  empiric  therapy,  essentially  bed  rest,  and 
cough  depressants,  hemoptysis  subsided,  and  the 
patient  was  discharged  on  April  22,  1952. 

Fourth  Admission. — The  patient  was  re-  . 
admitted  to  the  hospital  on  Decemher  2,  1952, 
for  bronchoscopy  because  of  recurrent  he- 
moptysis. Roentgenograms  in  April  and  May, 
1952,  disclosed  slightly  mottled  infiltration  in 
the  basal  portion  of  the  right  lung.  Broncho- 
grams  in  June,  1952,  disclosed  normal  outline  of 
the  right  bronchial  tree  with  no  evidence  of 
bronchiectasis.  On  bronchoscopic  examination 
the  trachea  and  bronchi  were  without  evidence  of 
neoplasm  or  ulceration.  There  was  a profuse 
amount  of  purulent  exudate  from  the  lower  left 
bronchus  which  yielded  only  very  small  amounts 
of  Pseudomonas  aeruginosa,  but  no  acid-fast 
bacilli  or  neoplastic  cells  were  found.  The 
patient  was  discharged  on  December  3,  1952, 
with  a blood  pressure  of  140/74-70. 

The  patient’s  subsequent  clinical  course  was 
characterized  by  refractory  pretibial  and  ankle 
edema,  proteinuria,  and  insidious  moderate 
hypertension  of  170-160/98-94  unaccompanied  by 
significant  retinopathy  or  respiratory  embarrass- 
ment. Sensitivity  to  parenteral  mercurials 
including  Mercuhydrin,  Thiomerin,  and  Cumer- 
tilin  ensued.  Recurrent  hemoptysis  persisted 
with  intervening  febrile  episodes  initially  respon- 
sive to  penicillin  but  finally  only  responsive  to 
tetracycline.  In  October,  1953,  bronchograms 
showed  a mild  cylindrical  bronchiectasis  of  the 
posterior  basal  segment  bronchi  on  the  right  and 
to  a milder  degree  on  the  left.  X-ray  of  the 
chest  on  June  9,  1954,  revealed  opacity  at  the 
right  base,  “probably  pneumonia  superimposed 
on  bronchiectasis.”  On  June  23,  1954,  a right 
bronchogram  disclosed  adequate  filling  of  the 
upper,  middle,  and  lower  bronchi.  “There 
appears  to  be  slight  cylindrical  widening  of  the 
medial  branch  of  the  middle  lobe.”  This  was 
observed  in  October,  1953,  but  not  in  the  films  of 
June,  1952.  Prolonged  prophylactic  tetracycline 
therapy  for  the  purported  bronchiectasis  was  of 
questionable  value. 

Fifth  Admission. — The  patient  was  readmitted 
to  the  hospital  on  September  24,  1955,  because  of 
intractable  epistaxis  and  slight  spontaneous 
ecchymoses.  She  now  appeared  pallid  and 
chronically  ill.  Moderate  hypertension  of  170/ 
100-98  was  not  associated  with  retinopathy  or 
cardiomegaly  but  rather  with  slight  ankle 
edema  and  pronounced  clubbing  of  the  fingers 


October  1,  1957 


3175 


CLINICOPA  THOLOGIC  CONFERENCE 


and  toes.  Thickened,  discolored  nails  were 
considered  a mycotic  infection,  although  cultures 
were  negative.  No  adventitious  sounds  were 
audible  over  the  precordium  and  only  occasional, 
bilateral,  basal,  stick}’  rales  were  noted. 

The  laboratory  data  were  as  follows:  hemo- 
globin 60  per  cent,  red  cell  count  3,450,000,  white 
cell  count  8,000  with  normal  differential.  Blood 
cholesterol  was  225  mg.  per  cent,  nonprotein 
nitrogen  66  mg.  per  cent,  total  proteins  5.6  Gm. 
per  cent,  albumin  2.9  Gm.  per  cent,  globulin  2.7 
Gm.  per  cent,  albumin-globulin  ratio  1.0. 
Bleeding  time,  clotting  time,  clot  retraction  time 
and  blood  platelet  count  were  normal.  Rumpel- 
Leede  test  was  normal.  Lupus  erythematosus 
smears  were  negative.  Prothrombin  time  was 
seventeen  seconds,  51  per  cent  of  normal. 
Urine  revealed  4 plus  albumin  with  occasional 
white  blood  cells  (6  to  10)  and  many  hyaline 
and  granular  casts. 

Epistaxis  was  controlled  by  packing  and 
subsequent  cauterization,  and  the  patient  was 
discharged  greatly  improved  on  October  2, 
1955,  with  no  hemorrhagic  phemomena  after 
blood  transfusion. 

Sixth  Admission. — The  patient  was  admitted 
to  the  hospital  on  February  23,  1956,  because  of 
intractable  frank  hemoptysis  of  twenty-four 
hours  duration.  After  her  previous  discharge 
easy  fatigability  and  asthenia  persisted.  Only 
minimal  ankle  edema  was  noted  on  a salt-poor 
diet,  and  1 Gm.  of  tetracycline  daily  was  con- 
tinued prophylactically. 

Again  hypertension  of  184/108-104  was  not 
accompanied  by  significant  retinopathy.  Dif- 
fuse coarse  bronchial  rales  were  audible,  clubbing 
of  the  fingers  and  toes  was  again  observed,  and 
the  nails  were  as  previously  described.  Only 
slight  ankle  edema  was  noted  but  no  hepatomeg- 
aly or  cutaneous  lesions  were  present. 

X-ray  of  the  lungs  on  February  24,  1956, 
disclosed  slight  left  ventricular  enlargement. 
“The  costophrenic  angles  and  lung  fields  are 
relatively  clear.  As  seen  in  the  lateral  view 
there  may  be  some  compression  and  increased 
density  of  the  bronchovascular  markings  as 
seen  in  the  posterior  gutter.  This  might  possibly 
be  a sign  of  underlying  bronchiectasis,  although 
the  indication  is  not  conclusive.  All  remaining 
lung  fields  are  clear.  There  are  calcified  primary 
nodes  in  the  left  hilum.  No  significant  osseous 
abnormalities  can  be  seen.”  Hemoglobin  was 
46  per  cent,  red  cell  count  3,700,000,  white  cell 


count  5,400  with  50  per  cent  granulocytes, 
blood  nonprotein  nitrogen  103  mg.  per  cent, 
blood  cholesterol  225  mg.  per  cent,  total  proteins 
5.7  Gm.  per  cent,  albumin  3.4  Gm.  per  cent, 
globulin  2.3  Gm.  per  cent,  albumin-globulin 
ratio  1.47.  Lupus  erythematosus  smears  were 
negative.  Sputum  yielded  a heavy  growth  of 
Staphylococcus  aureus  resistant  to  broad-spec- 
trum antibiotics  but  highly  sensitive  to  penicillin. 

With  indicated  dietary  regimen,  bed  rest, 
cough  depressants,  and  small  blood  transfusions 
a moderate  clinical  improvement  was  effected, 
and  in  particular  the  hemoptysis  abated.  On 
March  2,  1956,  the  nonprotein  nitrogen  was 
reduced  to  71  mg.  per  cent,  and  the  patient  was 
discharged  on  March  8.  She  received  200,000 
units  of  oral  penicillin  daily  prophylactically. 

Seventh  Admission. — The  patient  was  re- 
admitted to  the  hospital  on  June  30,  1956, 
because  of  prostration,  anorexia,  nausea  and 
vomiting,  and  generalized  urticarial  eruption. 
After  her  recent  discharge  from  the  hospital  she 
experienced  recurrent  hemoptysis  unaccompanied 
by  other  hemorrhagic  phenomena  or  ankle  edema. 
Amenorrha  and  asthenia  continued,  and  weight 
loss  was  progressive.  On  June  23,  1956,  a 
disseminated  urticarial  eruption  appeared  for  the 
first  time  and  was  attributed  to  her  prophylatic 
oral  penicillin.  Despite  discontinuance  of  the 
penicillin  and  the  administration  of  oral  antihista- 
mines, and  corticosteroid  therapy,  the  latter 
symptoms  persisted.  The  patient  now  appeared 
chronically  ill  with  generalized  muscular  twitch- 
ings.  Hypertension  of  200/120-118  was  now  ac- 
companied by  slight  papilledema  with  arteriolar 
attenuation  but  no  exudates,  hemorrhage,  or  ar- 
teriovenous nicking.  The  neck  veins  were  slightly 
distended  when  the  patient  was  semirecumbent. 
The  superficial  veins  of  the  thorax  and  abdomen 
were  prominent,  and  slight,  nontender  hepatomeg- 
aly was  now  evident.  Bilateral  diffuse  pulmonary 
basal  crackling  rales  were  audible  as  was  a 
pericardial  quality  to  the  heart  sounds  para- 
sternally  to  the  left.  A diffuse  macular  erythe- 
matous cutaneous  eruption  appeared  to  be  fading 
and  ankle  edema  was  absent. 

The  laboratory  data  were  as  follows:  hemo- 
globin 48  per  cent,  red  cell  count  2,500,000,  white 
cell  count  15,200  with  granulocytes  92  per  cent. 
Blood  nonprotein  nitrogen  was  238  mg.  per  cent, 
creatinine  15.5  mg.  per  cent,  total  proteins  6.3 
Gm.  per  cent,  albumin  3.8  Gm.  per  cent,  globulin 
2.5  Gm.  per  cent,  albumin-globulin  ratio  1.5. 
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Lupus  erythematosus  preparation  was  negative, 
calcium  7.6  mg.  per  cent,  and  phosphorous  12.5 
mg.  per  cent.  Urine  disclosed  4 plus  albumin, 

1 specific  gravity  1.012  with  many  epithelial  cells 
and  no  casts  or  red  blood  cells.  Electrocardio- 
gram was  suggestive  of  hyperpotassemia. 

Subsequently,  despite  conventional  therapy 
including  fluids  and  indicated  electrolytes  intra- 
venously, whole  blood  transfusions,  parenteral 
Thorazine,  and  Sodium  Amytal,  there  persisted 
convulsiform  seizures,  nausea  and  vomiting, 
transient  anarthria,  and  hemoptysis. 

On  July  17,  1956,  hemoglobin  was  48  per  cent, 
red  cell  count  3,000,000,  white  cell  count  12,250 
with  granulocytes  93  per  cent.  Blood  non- 
protein nitrogen  was  227  mg.  per  cent,  and 
carbon  dioxide  combining  power  was  66  volume 
per  cent.  Urine  was  3 plus  albumin  with  many 
epithelial  cells,  a specific  gravity  of  1.010,  and  no 
casts  or  red  blood  cells.  Blood  pressure  was 
170/94-90. 

A distinct  pericardial  rub  was  not  audible, 
but  hemoptysis  persisted.  The  patient’s  con- 
dition inexorably  deteriorated.  Slight  ascites 
developed  with  oliguria,  and  severe  con- 
vulsiform seizures  ensued  with  consequent  coma 
and  profound  azotemia.  Blood  nonprotein 
nitrogen  was  255  mg.  per  cent.  Death  occurred 
on  July  28,  1956. 

Discussion 

Dr.  Harold  L.  Rakov:  This  young  adult,  an 
amenorrheic,  white  female,  with  a prolonged 
clinical  course  characterized  by  thrombocytopenic 
purpura,  splenomegaly,  pleuritis,  pericarditis, 
nephropathy,  cutaneous  lesions,  anemia,  pulmo- 
nary disease,  and  nail  changes,  ostensibly  mani- 
fests many  of  the  stigmata  of  disseminated 
lupus  erythematosus.  The  nail  alterations  are 
particularly  intriguing,  since  Bunim  et  al.1 
have  recently  noted  deformed,  thickened  finger- 
nails and  clubbing  of  fingers  in  three  patients 
with  systemic  lupus  erythematosus.  Likewise, 
the  initial  adenopathy  and  thrombocytopenic 
purpura  are  often  presenting  symptoms  in  this 
malady  of  the  collagen,  and  on  rare  occasions 
splenectomy  has  been  performed  for  erroneously 
diagnosed  primary  thrombocytopenic  purpura. 
Pleuritis  and  pericarditis  occur  frequently,  and 
parenchymal  pulmonary  involvement  has  been 
described  by  Rakov  and  Taylor2  in  a case 
originally  presented  at  these  conferences  in 
1940.  The  skin  rash,  pathologic  blood  chemistry, 


and  urinary  abnormalities  particularly  enhance  a 
clinical  impression  of  disseminated  lupus  ery- 
thematosus. 

Mild  leukocytosis  rather  than  leukopenia  can 
be  attributed  to  secondary  infection,  and  absence 
of  detectable  endocarditis  could  be  ascribed  to 
occult  mural  lesions  without  valvular  involve- 
ment. Failure  to  unearth  pathognomonic  lupus 
erythematosus  cells  is  not  an  impasse,  for  these 
cells  are  not  invariably  present.  In  obscure  cases 
DuBois3  has  stressed  the  value  of  a battery  of 
different  types  of  lupus  erythematosus  cell  tests. 

Pragmatically  this  patient  fulfills  the  criteria 
for  disseminated  lupus  erythematosus,  but  let  us 
academically  discuss  the  other  possibilities. 
The  initial  thrombocytopenic  purpura  with 
spectacular  response  to  splenectomy  and  sub- 
sequent persistently  normal  platelet  counts  with 
freedom  from  hemorrhagic  phenomena  other 
than  epistaxis  and  hemoptysis  is  certainly 
tenable  with  essential  thrombocytopenic  purpura 
of  Werlhof.  The  epistaxis,  controlled  by  cauter- 
ization, seems  caused  by  local  erosions,  and  the 
refractory,  recurrent  hemoptysis  in  the  light 
of  laboratory,  roentgenographic,  and  broncho- 
scopic  investigations  is  consistent  with  bronchiec- 
tasis rather  than  with  bronchial  adenoma  or  the 
pulmonary  alterations  of  disseminated  lupus 
erythematosus. 

The  pleuritis,  pneumonitis  and  pericarditis 
without  evidence  of  endocardial  lesions  and 
response  to  penicillin  therapy  seems  in  harmony 
with  a septic  pneumonitis  with  serofibrinous 
pleuritis  and  serofibrinous  pericarditis  by  ex- 
tension. Failure  to  isolate  the  organisms  from 
the  pericardial  fluid  is  not  infrequent  following 
adequate  antimicrobial  therapy.  Similarly  it  is 
well  to  emphasize  the  modifying  effect  of  anti- 
microbial agents  on  the  character  of  septic 
pleural  and  pericardial  effusions  in  aborting 
purulent  pleuritis  and  pericarditis.  Only  ter- 
minally were  any  possibly  suspicious  signs  of 
constrictive  pericarditis  noted:  slight  ascites  and 
prominent  superficial  anterior  chest  veins.  The 
latter  could  be  due  to  terminal  heart  failure 
associated  with  hypertensive  heart  disease  and 
uremia,  and  profound  weight  loss,  respectively. 
Pulsus  paradoxus  or  other  signs  of  cardiac 
tamponade  were  never  recorded.  The  cutaneous 
lesions  are  congruous  with  drug  sensitivity, 
which  was  confirmed  by  the  fact  that  they 
cleared  with  discontinuance  of  penicillin.  The 
nail  alterations  as  described  are  frequently  due  to 
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fungus  infection,  and  clubbing  of  the  fingers  is 
prominent  in  chronic  bronchiectasis. 

From  this  labyrinth  the  clue  to  the  ultimate 
cause  of  death  seems  intimately  related  to 
renal  disease,  either  primary  or  part  of  a diffuse 
systemic  process.  Renal  pathology  was  identi- 
fied by  insidious  onset  of  asymptomatic  protein- 
uria followed  by  the  nephrotic  syndrome  and 
regression  of  the  latter  and  gradual  develop- 
ment of  hypertension,  anemia,  progressive 
renal  insufficiency,  and  terminal  uremia.  In 
the  absence  of  established  Lancefield  group  A 
hemolytic  streptococcic  respiratory  infection, 
informative  antistreptolysin  titers,  and  patent 
clinical  evidence  of  acute  glomerulonephritis, 
this  pattern  of  evolution  corresponds  with 
the  text-book  picture  of  primary  chronic  glomer- 
ulonephritis and  not  the  syndrome  of  glomerulo- 
nephritis secondary  to  acute  glomerulonephritis. 

Detection  during  a routine  examination  of 
latent  nephritis  with  albuminuria  and  cylindruria 
was  followed  by  the  nephrotic  state  with  hypo- 
albuminemia,  hypercholesterolemia,  inversion  of 
the  albumin-globulin  ratio,  mild  sporadic  micro- 
scopic hematuria,  and  edema,  and  in  the  succeed- 
ing years  by  diminution  of  edema  with  dele- 
tion of  nephrotic  pathologic  blood  chemistry 
and  supervening  hypertension,  myocardial  in- 
sufficiency, and  uremia  terminating  in  death. 
This  cogent  sequence  of  events  would  tend  to 
negate  other  uropathies  as  polyarteritis  nodosa, 
tuberculosis,  polycystic  disease,  and  bilateral 
pyelonephritis.  Admittedly  the  nephrotic  syn- 
drome and  ensuing  advanced  renal  insufficiency 
are  tenable  with  disseminated  lupus  erythemato- 
sus. Yet  in  the  latter  a concise,  prolonged 
nephrotic  phase  as  seen  above  is  rare,  as  is 
hypertension  despite  severe  renal  involvement. 

Although  assignment  of  multiple  organ  in- 
volvement to  one  fundamental  disease  process 
has  been  legend  at  many  of  these  conferences, 
rigid  adherence  to  such  policy  will  not  infre- 
quently react  adversely. 

Diagnoses 

Clinical.' — Chronic  glomerulonephritis-uremia; 
bronchiectasis. 

Dr.  Rakov. — Anamnestic,  idiopathic,  thrombo- 
cytopenic purpura  ( splenectomy );  anamnestic  sep- 
tic pneumonitis,  pleuritis  and  pericarditis,  bron- 
chiectasis, and  chronic  glomerulonephritis  with 
terminal  uremia. 

Anatomic. — Chronic  glomerulonephritis,  clini- 


cal uremia,  acute  pyelonephritis,  bronchopneu- 
monia, acute  focal,  nonspecific  myocarditis,  focal 
necrosis  of  the  liver,  cardiac  hypertrophy  (44-5  Gm.), 
bronchiectasis,  pleural  and  pericardial  adhesions, 
ascites,  primary  complex  tuberculosis  of  the  left 
lung  {healed),  and  status  after  splenectomy  for  idio- 
pathic thrombocytopenic  purpura  {old). 

Pathologic  Report 

Dr.  Herbert  Derman:  The  autopsy  revealed 
disease  in  several  organs,  and  good  CPCmanship 
calls  for  the  pathologist  to  develop  a single 
sturdy  little  thread  with  which  to  wrap  all  the 
findings  into  one  tidy  package.  Disseminated 
lupus  erythematosus  tempts  and  teases,  but 
there  are  no  histologic  criteria  upon  which  to 
hang  the  diagnostic  hat.  There  were  alterations 
in  the  kidneys,  lungs,  heart,  liver,  pleura,  and 
pericardium,  but  there  were  no  vascular  or 
cutaneous  lesions.  The  kidneys  were  reduced  in 
size,  a finding  which  almost  immediately  detracts 
from  the  consideration  of  amyloidosis,  one  disease 
capable  of  producing  a nephrotic  syndrome 
in  an  individual  with  prolonged  clinical  lung 
infection.  The  kidney  surface  was  pale  tan 
and  coarsely  granular  with  no  pyelonephritic 
scars  and  no  hemorrhages  suggestive  of  vascular 
damage.  Microscopically  there  is  severe  chronic 
glomerulonephritis  with  involvement  of  almost 
every  glomerulus.  Most  glomeruli  were  com- 
pletely obliterated  and  appear  as  sclerotic  little 
discs  in  broad  fields  of  interstitial  fibrosis,  tubular 
atrophy,  and  lymphocytic  infiltration.  The 
sparse  residual  glomeruli  were  somewhat  larger 
than  usual  but  were  in  all  stages  of  fibrosis  with 
marked  fusion  of  the  capillary  loops  to  each  other 
and  to  Bowman’s  capsule.  Glomerular  cellularity 
was  increased  in  the  earlier  lesions,  and  there  was 
much  adenoid  formation  in  the  adhesions  to 
Bowman’s  capsule.  No  wire-loops,  verrucal 
capillaritis,  fibrinoid  degeneration,  or  hema- 
toxylin bodies  could  be  found.  The  vessels 
showed  only  endarteritis  obliterans.  A patchy 
acute  pyelonephritis  was  superimposed  on  the 
major  renal  lesion  and  appeared  to  be  a terminal 
complication. 

The  heart  weighed  445  Gm.  and  reflected  the 
clinical  hypertension  with  left  ventricular  hyper- 
trophy and  dilatation.  There  were  no  gross 
lesions  except  for  extensive  pericardial  adhesions. 
These  adhesions  were  fibrofatty  with  fresh  areas 
of  hemorrhage  and  lymphocytic  and  plasmo- 
cytic  infiltration.  Microscopic  inflammatory 
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foci  were  dispersed  through  the  myocardium  and 
were  composed  primarily  of  neutrophils  with  the 
addition  of  variable  numbers  of  Anitschkow 
myocytes.  The  myocardial  fibers  are  intact, 
although  they  seem  separated  as  if  by  edema. 
The  lesions  were  most  prominent  in  the  outer 
half  of  the  myocardium  but  could  be  found  at  all 
levels.  On  the  endocardium  of  the  posterior 
left  ventricular  wall  there  wras  found  a focus  of 
organizing  granulation  tissue  about  the  size  of  a 
high  power  field.  This  lesion  is  compatible  with 
terminal  endocardiosis  and  does  not  suggest  the 
verrucous,  nonbacterial  endocarditis  of  Libman- 
Sacks.  Neither  at  this  site  nor  in  any  other 
portion  of  the  heart  could  hematoxylin  bodies  or 
fibrinoid  alteration  of  collagen  be  found.  The 
epicarditis  and  myocarditis  appeared  to  be  non- 
specific and  may  best  be  related  to  the  patient’s 
uremia. 

The  lungs  revealed  extensive,  old  pleuritis 
bilaterally  with  obliteration  of  the  pleural  space. 
Both  lower  lobes  revealed  diffuse  cylindrical 
bronchiectasis  and  patchy  acute  bronchopneu- 
monia. 

In  the  liver  there  were  numerous  isolated  mid- 
zone and  peripheral  necrotic  lesions  composed  of 
neutrophils  and  degenerating  eosinophilic  poly- 
gonal cells.  Occasionally  these  lesions  extended 
from  the  central  vein  to  the  periphery  of  a 
lobule,  but  they  never  surrounded  the  central 
vein.  These  zonal  necroses  are  usually  related  to 


bacterial  infection  which  in  this  patient  may 
have  been  represented  by  the  bronchopneumonia 
and  terminal  acute  pyelonephritis. 

This  patient  succumbed  to  renal  failure  due 
to  chronic  glomerulonephritis  which  probably 
began  in  1948  with  a nephrotic  phase.  According 
to  the  concept  of  Ellis  et  al.  at  London  Hospital 
this  would  be  Type  2 glomerulonephritis,  which 
omits  any  acute  episode  but  which  commences 
insidiously  and  remorselessly  progresses  to 
chronic  glomerulonephritis,  uremia,  and  death. 
Prior  to  the  onset  of  renal  disease  there  was  a 
clinically  proved  and  cured  idiopathic  throm- 
bocytopenic purpura.  During  the  progression  of 
the  renal  disease  the  patient  suffered  frequent 
episodes  of  pneumonia  with  complicating  pleuri- 
tis and  pericarditis.  Bronchiectasis  appeared  as 
a sequel  to  the  pneumonia  and  produced  clinical 
hemoptysis  and  productive  cough.  Hypertension 
and  renal  failure  gradually  dominated  the 
clinical  picture  and  together  with  final  insults  of 
acute  pyelonephritis,  bronchopneumonia,  and 
myocarditis  resulted  in  the  fatal  outcome  of 
the  case. 
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The  Relative  Values  of  Streptomycin  and  Isoniazid  in  Treatment  of  Tuberculous 

Meningitis  in  Children 


Although  the  recovery  rate  in  tuberculous  meningi- 
tis in  children  advanced  dramatically  with  the  addi- 
tion of  isoniazid  to  streptomycin,  the  fact  that  the 
latter  often  led  to  serious  sequelae  (deafness,  blind- 
ness, hydrocephalus)  stimulated  these  investigators 
to  try  isoniazid  therapy  alone.  Results  in  a series 
of  21  cases — with  a recovery  rate  of  86  per  cent — 
makes  it  appear  that  isoniazid  alone  is  the  drug  of 
choice,  superior  to  streptomycin  alone  or  to  strepto- 


mycin in  combination  with  PAS  or  isoniazid. 
From  their  experience,  they  say,  it  seems  reasonable 
to  conclude  that,  when  isoniazid  is  administered  for 
tuberculous  meningitis,  it  is  not  responsible  for 
neurologic  residua,  but  such  residua,  when  established 
from  use  of  streptomycin,  cannot  always  be  reversed 
after  the  shift  is  made  to  isoniazid. — Bret  Rainer, 
M.D.,  and  Associates,  Sea  View  Hospital  Bulletin, 
January,  1957 
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“ Cut-Down  ’ Gangrene  of  the  Lower  Extremities 


MARTIN  M.  FISHER,  M.D.,  NEW  YORK  CITY,  AND  HAROLD  S.  BARD,  M.D.,  BROOKLYN,  NEW  YORK 


( From  the  Peripheral  Vascular  Service  of  the  Jewish  Chronic  Disease  Hospital,  Brooklyn) 


/^ut  down1  is  the  procedure  which  embraces  in- 
cision over  vein,  venisuture,  and  the  insertion 
of  a cannula  for  intravenous  therapy.  Infusions, 
whether  of  blood,  glucose  or  salt  solutions,  are  fol- 
lowed occasionally  by  thrombophlebitis,  that  is, 
perivenous  cellulitis  with  or  without  thrombosis.1-5 
There  seems  to  be  no  specific  cause  for  this  compli- 
cation. In  over  50  per  cent  infiltration  occurs  when 
the  infusion  remains  in  situ  for  more  than  eight 
hours6  and  in  17  per  cent  if  the  infusions  are  of  shorter 
duration.  Bacterial  infection  plays  no  part,35-7 
and  change  in  the  pH  does  not  contribute  to  the  de- 
velopment of  a thrombus.6  Insertion  of  large  nee- 
dles in  relatively  small  superficial  veins  or  tying  a 
cannula  into  the  saphenous  vein  at  the  ankle  so  as 
to  occlude  the  lumen  increases  the  risk  of  thrombo- 
phlebitis.4'58 

Recently  one  observer9  reported  gangrene  oc- 
curring one-and-one-half  hours  after  a cut-down 
infusion  in  the  lower  extremity.  Even  though  the 
arterial  pulses  were  repeatedly  found  to  be  patent, 
gangrene  followed  local  venous  thrombosis. 

With  the  use  of  norepinephrine  intravenously  in 
the  treatment  of  hypotensive  shock  states,10  we 
have  observed  thrombophlebitis  at  the  infusion 
sites.  This  occurred  in  11  consecutive  patients  in 
cardiogenic  shock  of  acute  coronary  thrombosis. 
The  thrombophlebitis  did  not  contraindicate  the 
continued  use  of  norepinephrine  as  a life-saving 
procedure.  We  were  able  to  diminish  the  thrombus 
at  the  median  basilic  vein  with  the  concurrent  use  of 
parenteral  Trypsin.* 

The  cutdown,  even  with  the  best  technic,  can 
start  an  ascending  thrombophlebitis  in  individuals 
with  hypersensitive  endothelium.  We  have  ob- 
served thrombophlebitis  following  cut  down  at  the 
ankle  in  three  cases. 

The  following  case  is  an  example  of  a patient  with 
thrombophlebitis  who  developed  bilateral  gangrene 
of  the  toes.  It  demonstrates  both  venous  and  ar- 
terial thromboses. 


* Parenzyme  National  Drug,  Philadelphia,  Pennsylvania. 


Case  Report 

A thirty-eight-year-old,  white  male  with  a history 
of  pulmonary  tuberculosis  was  admitted  to  another  | 
hospital  for  right  upper  lung  lobectomy.  The  pa-  | 
tient  was  a moderate  smoker.  His  past  history  re-  I 
vealed  that  he  had  been  treated  for  frostbite  of  the 
feet.  All  peripheral  pulses  were  palpable  on  ad-  I 
mission.  One  month  after  admission  lobectomy  of  jl 
the  right  upper  lung  was  performed,  and  the  pa-  i 
tient  was  returned  to  the  ward  in  good  condition  with  |j 
a cut-down  infusion  running  in  the  left  internal  |l 
saphenous  vein  at  the  ankle.  On  the  seventh  post-  I 
operative  day  the  patient  became  febrile  and  de-  S 
veloped  thrombophlebitis  in  the  left  leg  which 
originated  at  the  cut-down  site.  The  thrombus  ex-  r 
tended  along  the  course  of  the  saphenous  vein  up 
into  the  thigh.  On  the  ninth  postoperative  day  the  I 
left  leg  appeared  edematous,  erythematous,  and 
hot,  and  the  toes  were  cyanotic,  painful,  and  burn- 
ing. Cyanosis  of  the  fourth  and  fifth  toes  was  also 
noted  on  the  right  uninvolved  leg.  A saddle  em- 
bolus was  considered.  At  this  time  both  femoral  I 
pulsations  were  palpable,  and  both  dorsalis  pedi  t 
and  popliteal  pulses  were  now  absent.  The  pa-  k 
tient  was  treated  with  intra-arterial  priscoline  fol-  I 
lowed  by  continuous  caudal  analgesia  for  forty- 
eight  hours.  Anticoagulants  were  used  from  the  I 
onset  of  thrombophlebitis. 

The  condition  of  the  legs  improved,  becoming  | 
warmer,  but  the  toes  of  both  feet  remained  cyanotic  I 
and  cold  with  the  loss  of  toe  flexion  (Fig.  1).  Bi-  > 
lateral  demarcation  of  gangrene  of  the  toes  was 
noted  (Fig.  2).  The  edema  of  the  left  leg  gradually  I 
decreased.  The  popliteal  pulses  became  palpable  I 
with  the  dorsalis  pedi  pulses  still  absent.  Para-  1 
vertebral  blocks  were  administered. 

Two  weeks  postoperatively  the  right  leg  was 
edematous  up  to  the  mid-calf,  while  the  edema  of  the 
left  leg  reached  only  to  the  knee  with  demarcation  of 
gangrene  to  the  distal  end  of  the  metatarsal  bones. 
Two  weeks  later  the  condition  of  both  lower  extrem- 
ities showed  no  progression  of  the  gangrenous  proc- 
ess. 

Four  months  postoperatively  the  Gritti-Stokes  I 
amputation  bilaterally  was  considered.  This  would 
entail  amputation  just  above  the  femoral  distal 
condyle.  In  view  of  his  youth,  conservative  therapy 
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Fig.  1.  Improved  condition  of  the  legs  with  the  toes 
remaining  cyanotic. 


was  decided  upon  to  allow  for  self-amputation. 
Nine  months  postoperatively  the  toes  of  both  feet 
were  completely  separated,  the  wound  healed,  and 
the  patient  was  able  to  return  to  work  without  the 
loss  of  his  legs. 

Comment 

Gangrene  as  a result  of  thrombophlebitis  without 
arterial  involvement  or  occlusion  has  been  reported 
in  the  literature.  Allen,  Barker  and  Hines12  ob- 
served a patient  with  extensive  thrombophlebitis  of 
the  veins  of  both  legs,  both  iliac  veins,  and  the  in- 
ferior vena  cava  with  marked  venous  insufficiency. 
There  was  clinical  evidence  of  bilateral  arterial 
spasm,  and  subsequently  both  feet  became  gan- 
grenous. At  necroscopy  no  arterial  thrombus  or 
arterial  occlusion  was  found.  Gregoire,  cited  by 
Homans,13  noted  massive  gangrene  when  the  pe- 
riphery of  an  extremity  suddenly  became  pale,  blue, 
or  blanched  from  spastic  occlusion  of  an  artery 
which  rested  against  an  acutely  inflamed  vein. 
Wright14  noted  gangrene  of  the  toes  of  the  left  foot 
in  a forty-year-old  woman  with  acute  thrombo- 
phlebitis. The  arteries  became  pulseless  and  re- 
mained so  for  four  days.  When  the  pulse  returned 
gangrene  of  the  toes  resulted. 

Haimovici,15  in  a classical  review  of  27  cases,  at- 
tributes gangrene  of  the  extremities  to  either  arterial 
occlusion,  mixed  arterial  and  venous  occlusions,  or  to 


Fig.  2.  Bilateral  demarcation  of  gangrene  of  the 
toes. 


massive  venous  occlusion  which  includes  most  of  the 
collaterals  of  the  main  venous  trunk.  He  cautioned 
that  the  latter  should  be  suspected  whenever  throm- 
bophlebitis is  complicated  with  necrosis,  while  the 
peripheral  arterial  tree  is  completely  patent.  He 
pointed  out  that  patency  of  the  peripheral  arteries 
can  be  demonstrated  either  by  palpable  pulses, 
arteriogram,  or  dissection.  According  to  Haim- 
ovici, the  clinical  picture  is  characteristic  and 
passes  through  three  distinct  phases: 

1 . Phlegmasia  alba  dolens. 

2.  Phlegmasia  cerulea  dolens,  which  is  charac- 
terized by  edema,  cyanosis,  and  intense  pain.  The 
pulses  are  palpable  in  about  one  third  of  the  cases, 
while  the  accompanying  massive  edema,  stasis,  and 
reflex  arteriospasm  frequently  combine  to  produce 
the  temporary  absence  of  local  arterial  pulses  in  the 
remaining  two-thirds.  The  temperature  is  usually 
normal  to  cool. 

3.  Gangrene  of  the  distal  portions  usually  de- 
velops in  from  four  to  eight  days.  This  type  of 
gangrene  is  usually  superficial  or  limited  to  the 
digits,  while  the  ultimate  tissue  destruction  need  not 
necessarily  be  extensive.  Haimovici  advises  that 
surgical  intervention  and  major  amputations  be 
delayed  and  time  allowed  for  spontaneous  demar- 
cation and  sloughing  of  the  gangrenous  tissue. 

We  have  found  it  helpful  at  this  stage  to  remove 
the  painless  gangrenous  portion  at  the  bedside 
without  the  aid  of  anesthesia  until  clean,  healthy 
tissue  with  bleeding  appears.  Subsequent  healing 
then  follows  with  a minimal  loss  of  the  involved 
tissue.16 

In  our  patient  the  course  was  strikingly  similar. 
There  was  a history  of  repeated  frostbite  with 
previous  damage  of  the  digital  arterial  tree.  The 
reflex  arterial  spasm  was  triggered  and  followed  a 
massive  ascending  thrombophlebitis,  the  first  sign 
of  which  appeared  on  the  seventh  postoperative  day. 
The  femoral  pulses  were  palpable,  while  the  pop- 
liteals  and  dorsalis  pedi  could  not  now  be  felt.  There 
was  edema,  venous  stasis,  and  coldness  of  the  distal 
portions  of  the  extremities.  From  the  site  of  the 
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infusion  at  the  ankle  where  the  thrombophlebitis 
originated  it  extended  beyond  the  saphenofemoral 
junction  and  became  so  extensive  as  to  cause  reflex 
arterial  spasm.  Vasodilators,  anticoagulants,  para- 
vertebral blocks,  and  continuous  caudal  analgesia 
had  some  noticeable  effect.  After  six  months 
the  involved  toes  of  both  feet  demarcated  and 
sloughed  off  by  the  process  of  necrosis  and  debride- 
ment. Nine  months  later  the  toes  separated,  the 
wounds  healed,  and  the  patient  returned  to  work. 
Patience  and  conservative  treatment  resulted  in 
minimal  loss  confined  to  the  toes  only.  Had 
early  surgical  intervention  been  performed,  both 
feet  and  portions  of  the  leg  would  have  been 
amputated. 

Conclusion 

Cut-down  gangrene  is  reported  as  a syndrome 
following  cut-down  infusions  with  subsequent  throm- 
bophlebitis and  reflex  arterial  spasm.  It  is  sug- 
gested as  a result  of  this  study  that  prompt  treatment 
of  early  thrombophlebitis  following  “cut-down”  in- 


fusions be  encouraged  to  avoid  the  possibility  of 
gangrene. 


This  study  was  dedicated  to  the  memory  of  Nathan  D. 
Wilensky,  M.D. 

The  authors  wish  to  thank  Dr.  Theodore  T.  Fox,  Dr.  Louis 
Davidson,  and  Dr.  Gerald  J.  Lustig  for  their  cooperation. 
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Transitory  Neurologic  Complications  of  Varicella 

JOHN  L.  SIMON,  M.D.,  NANUET,  NEW  YORK,  SIDNEY  W.  BEREZIN,  M.D.,  SPRING  VALLEY, 
NEW  YORK,  AND  ALAN  J.  MAGED,  M.D.,  SUFFERN,  NEW  YORK 


^7"  aricella  is  almost  always  a benign  disease. 

Neurologic  complications  are  generally  regarded 
as  manifestations  of  the  postinfectious  encephalo- 
myelitis, a sequel  which,  in  the  case  of  chickenpox, 
is  quite  rare. 

Recently  it  has  been  the  lot  of  one  of  us  (J.L.S.) 
to  encounter  within  a space  of  weeks  two  neurologic 
symptom  complexes  related  to  varicella.  The  pre- 
cise diagnoses  are  discussed  below. 

Case  Reports 

Case  1. — D.  D.,  a girl,  two  and  one-half  years 
old,  was  seen  May  10, 1955.  She  was  one  of  a family 
of  five  children,  several  of  whom  had  chickenpox. 
In  the  course  of  her  own  illness  with  this  disorder, 
she  had  suddenly  begun  to  fall  whenever  she  at- 
tempted to  walk.  Even  while  seated,  she  could 
maintain  her  balance  only  with  difficulty. 


Examination  on  that  date  revealed  the  typical 
skin  lesions  of  chickenpox  with  which  the  little  girl 
was  covered.  She  was,  however,  relatively  cheerful 
and  playful.  Neurologic  examination  revealed  nor- 
mal motor  cranial  nerve  functions  so  far  as  could  be 
determined;  the  mouth  and  throat  were  not  examined 
for  fear  of  rousing  the  child’s  opposition.  Motor 
power  was  normal  in  the  limbs.  The  tendon  reflexes 
were  normal.  The  plantar  reflexes  were  dubiously 
flexor.  Most  striking  observation  was  that  the 
child  fell  to  the  right  when  she  attempted  to  walk. 
She  was  able  to  sit  up,  however,  by  the  time  the 
neurologic  consultant  examined  her.  At  that  time 
the  parents  reported  that  the  disturbance  in  bal- 
ance was  less  than  noted  earlier  in  the  day. 

It  was  the  opinion  of  the  neurologist  (J.L.S.) 
that  the  disequilibrium  was  of  vestibular  origin. 
When  the  parents  were  so  informed  in  lay  language, 
they  recalled  that  earlier  in  the  day  the  child  had 
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complained  of  a sensation  about  her  right  ear.  This 
recollection  confirmed  our  belief  that  the  symptom 
had  a peripheral  source.  It  seems  reasonable  to 
conjecture  that  transitory  edema  of  the  labyrinth 
might  have  brought  about  the  picture  we  saw.  The 
child’s  recovery  was  continuous  and  rapid;  there 
were  no  sequelae. 

Case  2. — B.  R.,  a seven-year-old  boy,  developed 
chickenpox  on  May  4,  1955.  His  recent  history 
included  a prophylactic  injection  of  gamma  globulin 
on  April  27,  1955,  because  one  of  his  siblings  had 
hepatitis;  subsequently  another  sibling  also  devel- 
oped hepatitis. 

The  varicella  followed  a usual  course  from  its 
onset  on  May  4.  On  May  16  the  boy  returned  to 
school.  On  May  17,  however,  he  complained  of 
pain  in  the  lower  limbs.  The  following  day,  May 
18,  he  had  posterior  headache  and  saw  spots  before 
his  eyes.  He  could  not  walk  and  screamed  when 
he  was  urged  to  try. 

When  the  child  was  seen  on  May  18  by  one  of  us 
(S.W.B.),  his  temperature  was  normal.  The  neck 
was  slightly  stiff.  The  reflexes  were  normal.  The 
child  manifested  exquisite  muscle  tenderness  in 
both  legs. 

The  following  day,  May  19,  the  child  had  visual 
hallucinations  of  skeletons  and  rainbows.  He  con- 
tinued to  complain  of  dizziness  and  still  could  not 
walk.  A blood  count  on  that  date  revealed  12,800 
white  blood  cells  with  56  per  cent  polymorphonuclear 
neutrophils,  36  per  cent  lymphocytes,  4 per  cent 
eosinophils,  and  4 per  cent  mononuclears.  There 
were  4,600,000  red  blood  cells  and  12  Gm.  of  hemo- 
globin (83  per  cent),  representing  a color  index  of  0.9. 

The  patient  was  seen  again  May  21.  The  con- 
spicuous findings  then  included  weakness  of  the 
muscles  of  the  back  with  the  “tripod  sign.”  The 
neck  was  still  stiff.  Only  the  left  leg,  however,  re- 
mained weak  and  tender;  the  right  had  improved. 
The  reflexes  were  normal.  The  white  blood  cell 
count  was  12,500  with  49  per  cent  polymorphonu- 
clear neutrophils,  45  per  cent  lymphocytes,  2 per 
cent  eosinophils,  and  4 per  cent  mononuclears. 


The  urine  was  normal. 

Earlier  the  attending  pediatrician  had  suspected 
trichiniasis  because  of  the  muscle  tenderness;  the 
family  were  pork  eaters.  However,  he  now  enter- 
tained encephalomyelitis  as  the  most  likely  possi- 
bility and  carried  out  lumbar  puncture.  The  spinal 
fluid  specimen  was  clear  and  colorless;  there  were 
4 cells  per  cu.  mm.,  all  mononuclears;  the  protein 
was  34  mg.  per  100  cc. 

Immediately  after  the  lumbar  puncture  the  pa- 
tient announced  that  he  could  walk  again.  By 
evening,  when  the  neurologic  consultant  (J.L.S.) 
saw  the  child,  his  gait  had  almost  completely  re- 
covered with  only  minimal  weakness  of  the  left 
lower  limb.  The  remainder  of  the  neurologic 
examination  was  normal.  In  particular  the  neck 
was  supple;  there  was  no  Kernig  sign.  There  was 
no  muscle  tenderness  either  in  the  calves  or  in  the 
thighs.  The  patient  was  quite  alert  and  cooper- 
ative, so  that  even  a reliable  sensory  examination 
could  be  performed.  The  child  subsequently  went 
on  to  recovery. 

Comment. — The  presence  of  hallucinations  in  this 
case  indicates  cerebral  involvement.  The  inability 
to  walk  was  probably  of  spinal  origin.  The  head- 
ache, neck  stiffness,  and  leg  pain  point  to  involve- 
ment of  the  meninges  and  nerve  roots. 

The  occurrence  of  diffuse  involvement  of  the 
nervous  system  within  an  interval  of  several  days 
after  chickenpox  makes  the  diagnosis  of  varicella 
encephalomyelitis  almost  mandatory.  The  rapid 
recovery  is  not  exceptional. 

The  hepatitis  in  the  siblings  raises  some  question 
as  to  whether  the  hepatitis  virus  might  have  caused 
the  nervous  system  symptoms  in  our  patient. 
Hepatitis  encephalomyelitis,  however,  occurs  only 
with  grave  if  not  fatal  hepatitis,  and  our  patient  re- 
covered without  signs  of  hepatitis. 

Su  mmary 

Two  cases  of  varicella  are  discussed,  in  each  o'f 
which  transitory  but  striking  neurologic  symptoms 
occurred. 


Muscular  Dystrophy  (from  Diseases  of  Voluntary  Muscles  in  Infancy  and 

Childhood) 


Clarification  of  the  clinical  picture  in  muscular 
dystrophy,  as  well  as  prognostic  and  genetic  per- 
spective, require  classification  of  the  type.  Refer- 
ring to  Walton  and  Natrass  (Brain  77:169,  1954), 
the  author  lists  four  main  classes,  the  Duchenne 
type,  the  fascioscapulohumeral  type,  the  limb- 
girdle  type;  and  the  myotonic  type — the  latter 


containing  some  subclassifications.  He  outlines  the 
clinical  and  genetic  features  of  each,  warning  that 
not  all  cases  are  typical.  This  material  is  abstracted 
from  a general  paper  in  which  the  author  discusses 
numerous  other  diseases  of  the  voluntary  muscles  in 
infancy  and  childhood.- — E.  G.  Murphy,  M.D., 
Quarterly  Review  of  Pediatries,  February,  1957 
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Mesenteric  Emboli  in  Patient  on  Dicumarol  Therapy 

IRVING  H.  PARNES,  M.D.,  AND  KENNETH  CHESKY,  M.D.,  NEW  YORK  CITY 


impressive  series  of  cases  has  been  collected 
to  prove  the  advantages  of  long-term  anti- 
coagulant therapy  for  the  prevention  of  systemic 
arterial  embolism.  The  following  case  is  reported 
to  show  that  while  anticoagulant  therapy  is  very 
helpful,  it  does  not  provide  a complete  guarantee 
against  embolization. 

Case  Report 

B.  B.,  a sixty-year-old  man,  was  admitted  to  the 
hospital  on  December  16,  1954,  complaining  of  ab- 
dominal pain  for  the  past  two  days.  His  present 
illness  began  two  days  previously  with  generalized 
abdominal  pain  which  became  progressively  more 
severe  in  character  and  was  localized  in  the  right 
lower  quadrant.  He  vomited  several  times  and 
for  the  twelve  hours  prior  to  admission  had  run  a 
fever  of  102  F.  His  past  history  included  proved 
coronary  occlusions  in  1950  and  1952.  Following 
his  second  coronary  attack  he  was  put  on  Dicumarol 
therapy  100  to  150  mg.  daily,  prothombin  time 
averaging  about  28  seconds,  normal  control  14 
seconds. 

On  admission  the  patient  appeared  acutely  ill, 
toxic,  and  in  severe  pain.  His  blood  pressure  was 
120/80,  pulse  120,  and  temperature  101.6  F. 
Physical  examination  revealed  moderate  generalized 
abdominal  distention,  tenderness,  spasm,  and 
rigidity,  more  marked  in  the  right  lower  quadrant. 
Xo  mass  was  felt,  but  after  anesthesia  a doughy 
mass  was  palpable  in  the  right  lower  quadrant. 
Rectal  examination  revealed  pain  in  the  right  side 
qf  the  rectum  with  a sense  of  fullness. 

Laboratory  data  on  admission  were  as  follows: 
Urine  showed  only  a trace  of  albumin.  Hemo- 
globin was  98  per  cent,  white  blood  count  16,750. 
Prothombin  time  on  admission  was  52  seconds 
(control  14  seconds).  Subsequently  the  prothom- 
bin time  was  as  follows:  December  17 — 32.5 
seconds;  December  18 — 32  seconds;  December  20 — • 
24.4  seconds;  December  21 — 18.2  seconds;  Decem- 
ber 24 — 15.3  seconds. 

Electrocardiogram  on  admission  revealed  an  old 
coronary  infarction  of  the  anterior  wall  with  marked 
myocardial  damage  and  left  axis  deviation. 

The  diagnosis  was  acute  appendicitis  with  early 
peritonitis,  although  the  possibility  of  mesenteric 
embolism  was  entertained. 

The  patient  was  given  72  mg.  of  soluble  vitamin 
K intravenously  and  six  hours  later  was  operated  on. 
The  abdomen  was  opened  through  a right  McBurney 
muscle-splitting  incision  with  a Wier  extension. 
The  abdomen  was  found  filled  with  blood  which  was 
aspirated.  A segment  of  about  l1/*  feet  of  the 
ileum  was  found  to  be  completely  infarcted  and 
filled  with  blood.  This  was  engorged  to  about 
three  times  normal  size.  The  mesentery  of  the 


involved  segment  of  the  intestine  was  thickened, 
friable,  and  swollen,  and  the  blood  vessels  were 
thrombosed,  making  the  ligation  of  the  mesenteric 
vessels  difficult.  An  end-to-end  anastomosis  was 
performed  between  the  resected  ends  of  the  bowel 
which  bled  freely.  The  patient  received  500  cc.  of 
blood  during  the  operation  and  responded  well. 

Postoperatively  the  patient  did  well  for  three 
days  but  then  had  a downhill  course  because  of  car- 
diac complications.  In  addition,  he  developed  an 
intestinal  ileus  which  did  not  respond  to  the  usual 
measures,  including  Wangensteen  suction,  intra- 
venous fluids,  and  antibiotics.  On  the  eight  post- 
operative day  the  patient  went  into  cardiac  failure 
and  died.  The  blood  chemistry  picture  was  well 
maintained  throughout  his  hospital  stay. 

Pathology  Report. — The  pathology  report  of  the 
operative  specimen  was  as  follows: 

Gross:  The  specimen  was  intestinal  loop  removed 
with  mesentery  and  measured  45  cm.  long  and 
4 cm.  wide.  There  was  dark  bluish  discoloration 
throughout  the  entire  wall  and  mucosa  of  the  cen- 
tral 18  cm.  of  intestine,  and  in  its  lumen  dark  red 
blood  could  be  seen. 

Microscopic:  Mucosa  showed  early  necrosis  in 

the  blue  discolored  area  and  infiltration  by  fresh 
hemorrhages.  Extensive  fresh  hemorrhages,  mark- 
edly congested  dilated  blood  vessels,  and  slight  in- 
filtration by  inflammatory  round  cells  were  seen 
also  in  the  submucosa,  muscular  wall,  and  serosa  of 
the  small  intestine.  In  the  mesentery  markedly 
congested  dilated  blood  vessels  and  extensive  fresh 
hemorrhages  were  present.  In  the  lumen  of  some 
of  the  arteries  fibrin  emboli  were  found. 

Diagnosis:  Embolic  gangrene  of  the  small  in- 
testine. 

Comment 

The  problem  which  arose  in  this  case  was  whether 
to  restrict  Dicumarol  therapy  postoperatively.  It 
was  decided  that  inasmuch  as  the  patient  had  had  a 
mesenteric  embolus  while  under  adequate  anticoagu- 
lant therapy,  Dicumarol  would  be  restricted.  This 
may  have  been  an  error  in  judgment. 

Summary 

A case  is  reported  of  a sixty-year-old  man  with  a 
history  of  two  previous  coronary  attacks  who  was 
on  adequate  Dicumarol  for  over  two  years.  A 
sudden  mesenteric  embolus  developed,  and  an  in- 
testinal resection  was  performed.  The  patient  died 
of  heart  failure  on  the  eighth  postoperative  day. 
The  prothombin  time  prior  to  operation  was  52 
seconds,  control  14  seconds. 

12  E.  76  Street 
1165  Park  Avenue 
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Hepatitis  in  Prep  nancy 


SOL  ULOTZER,  M.D.,  BROOKLYN,  NEW  YORK 


Jaundice  in  the  course  of  pregnancy  is  relatively 
uncommon,  and  recovery  from  severe  hepatitis, 
with  coma,  resembling  “acute  yellow  atrophy”  is 
rare  enough  to  warrant  this  case  report. 

Case  Report 

On  February  11,  1955,  a twenty-six-year-old 
gravida  II  para  I was  admitted  to  the  Williamsburgh 
General  Hospital.  Her  last  menstrual  period  be- 
gan on  May  13,  1954,  and  the  expected  date  of  de- 
livery was  February  20,  1955.  The  past  history 
was  negative.  Two  weeks  prior  to  admission  she 
began  to  vomit,  and  several  days  later  jaundice 
appeared.  On  February  13  at  2 a.m.  the  membranes 
ruptured  spontaneously  and  labor  began,  termi- 
nating at  5 a.m.  in  the  spontaneous  delivery  of  a live 
baby  without  the  aid  of  anesthesia.  By  noon  of  that 
day  jaundice  seemed  more  intense,  and  the  liver 
was  enlarged  to  percussion.  On  February  14  at  2 
a.m.  black  vomitus  and  an  irregular  pulse  were  noted, 
and  by  10  a.m.  the  patient  had  become  extremely 
drowsy.  Icterus  was  now  deep  and  numerous 
hemangiomata  appeared  over  the  body.  On  per- 
cussion the  liver  was  very  small,  and  the  spleen  was 
not  felt.  Gastric  contents  draining  through  a 
Levin  tube  contained  blood.  Infusions  of  glucose  in 
water  and  in  saline  were  given  with  multivitamins, 
vitamin  K,  penicillin,  and  oxygen.  The  urinary 
output  was  maintained,  3,000  cc.  being  excreted  on 
February  15,  and  the  urine  contained  2 plus  albumen 
with  granular  casts,  bile,  and  no  urobilinogen.  Red 
cells,  white  cells,  and  tyrosine  crystals  were  seen  on 
several  occasions.  Blood  urea  nitrogen  rose  to 
54  mg.  per  cent  and  peripheral  edema  and  ascites 
appeared.  At  10:30  p.m.  she  lapsed  into  a coma 
with  a rapid  pulse  and  blood  pressure  of  160/90. 
Cortisone  was  given  intramuscularly,  25  mg.  every 
eight  hours.  After  three  doses  the  patient  began  to 
improve  dramatically,  blood  pressure  fell  to  120/90, 
and  she  became  alert  and  hungry.  From  then  on, 
gradually,  abdominal  fluid  and  edema  disappeared, 
the  vascular  lesions  in  the  skin  decreased,  and  the 
jaundice  began  to  fade.  On  February  15  tempera- 
ture fluctuated  to  103  F.  and  by  February  17  it  had 
returned  to  normal.  Blood  chemistry  returned  to 
normal  also,  and  on  February  27  the  patient  was 
discharged  in  good  condition. 

As  a precautionary  measure,  gamma  globulin  was 
given  to  the  infant  with  no  reactions  and  no  jaun- 
dice. 

Comment 

This  patient  presents  an  acute  hepatitis  at  the 
end  of  a normal  gestation  so  severe  as  to  produce 
coma,  with  azotemia  and  tyrosinuria,  suggesting 
an  acute  hepatic  necrosis.  Since  most  cases  of 
acute  hepatic  necrosis  are  now  considered  to  be 


fulminant  viral  hepatitis,  usually  of  the  homologous 
serum  or  virus  B type,  the  diagnosis  of  “acute  yellow 
atrophy”  becomes  only  a matter  of  degree  of  hepa- 
tocellular damage.  Usually  the  appearance  of 
ascites  and  hemorrhagic  tendencies  suggests  the 
more  severe  condition,  while  recovery  is  more  con- 
sistent with  the  milder  form. 

The  question  of  impairment  of  liver  function 
during  normal  pregnancy  has  received  close  scrutiny 
by  many  investigators  who  base  their  opinions,  pro 
and  con,  on  the  various  liver  function  tests  used. 

Reports  of  impaired  bilirubin  excretion1  and  of 
decreased  bromsulfalein  excretion2  suggest  mild 
impairment,  at  least  during  the  second  half  of  ges- 
tation. Palmar  erythema  and  vascular  nevi  are 
also  seen  and  are  ascribed  to  the  normal  increase  in 
estrogens  during  pregnancy.  All  of  these  changes 
are  minimal  and  probably  physiologic,  since  no 
deviation  from  normal  structure  has  been  seen  in 
liver  biopsies  taken  from  normal  pregnant  women.3 

Before  discussing  infectious  hepatitis  mention 
should  be  made  of  the  acute  fatty  metamorphosis  of 
the  liver  described  by  Ober  and  LeCompte4  in  their 
report  of  three  fatal  cases  and  identified  as  the  same 
entity  which  Sheehan,  in  1940,  called  “obstetric 
acute  yellow  atrophy.”  This  is  a fulminant,  fatal 
disease,  usually  occurring  at  thirty-six  to  forty 
weeks  of  gestation,  with  epigastric  pain,  jaundice, 
severe  vomiting,  and  hematemesis.  After  seven  to 
twelve  days  the  patient  may  be  delivered  of  a still- 
born fetus,  may  become  comatose,  and,  in  nine  of 
ten  cases  may  die  within  three  days  after  delivery. 
At  autopsy  the  liver  is  yellow  and  small,  with  fat 
vacuoles  in  the  cytoplasm,  and  particularly,  no 
necrobiosis.  This  fatal,  fulminant  hepatic  degen- 
eration is  presumed  to  result  from  a nutritional  fail- 
ure with  superimposed  toxic  or  hormonal  factor. 

Infectious  hepatitis  carries  a higher  mortality 
rate  when  it  complicates  the  third  trimester  of 
pregnancy  with  a greater  tendency  to  chronic  liver 
damage  than  in  nonpregnant  patients.  Zondek  and 
Bromberg6  reported  29  cases  of  hepatitis  in  3,382 
pregnancies  during  an  epidemic;  five  of  these  died 
of  acute  atrophy.  Lock  et  al.6  reported  nine  deaths 
with  autopsy  showing  massive  liver  necrosis  in  three. 
Seven  of  these  occurred  during  the  third  trimester, 
and  all  died  within  sixteen  days.  Abortion  or  spon- 
taneous delivery  terminated  all  the  pregnancies.  Of 
17  cases  reported  by  Frucht  and  Metcalfe7  two  died 
of  acute  atrophy. 

The  extreme  severity  of  hepatitis  in  pregnancy  is 
seen  by  comparing  these  representative  figures  with 
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the  low  rate  of  0.2  per  cent  mortality  in  virus  A 
infections  generally,  even  during  epidemics. 

The  course  of  disease  during  pregnancy  does  not 
deviate  from  the  usual  pattern  with  its  abrupt  onset, 
preicteric  phase  with  gastric  symptoms,  adenop- 
athy, splenomegaly,  and  the  appearance  of  jaun- 
dice after  about  seven  days.  In  the  severe  fatal 
cases  the  liver  shrinks  rapidly  and  tachycardia  re- 
places the  usual  slow  cardiac  rate. 

Premature  labor,  often  precipitate,  usually  termi- 
nates the  pregnancy  before  the  patient  sinks  into 
coma,  and  death  often  follows  in  a few  days.  Liver 
damage  is  obviously  responsible,  since  it  has  been 
shown  to  induce  abortion  in  animals. 

The  effect  of  hepatitis  on  the  infant  seems  min- 
imal, although  Roth,* 1 2 3 4 5 6 7 8  with  three  cases  in  the  first 
trimester,  seven  in  the  second,  and  six  in  the  third, 
reported  two  spontaneous  abortions  in  the  first,  one 
stillborn  in  the  second,  and  two  in  the  third  tri- 
mesters. The  virus  is  thought  not  to  cross  the  pla- 
cental barrier.  Recently,  however,  a “congenital” 
hepatitis  has  been  described9  acquired  in  utero,  but 
caused  by  virus  B (serum  hepatitis  type).  No  his- 
tory or  physical  findings  to  suggest  hepatitis  were 
found  in  the  mothers. 

Treatment  of  hepatitis  is  mainly  directed  to  sup- 
port liver  function.  Diet,  when  tolerated,  should 
contain  large  amounts  of  carbohydrate  and  protein. 
Fats  may  be  given  in  the  form  of  dairy  products, 
which  are  fairly  well  tolerated.  Vitamins,  lipo- 
tropic agents,  and  antibiotics  are  of  little  value  in 
uncomplicated  cases.  Blood  for  severe  anemia  and 
serum  albumen  for  hypoalbuminemia  or  edema  may 
be  helpful.  Vitamin  K is  indicated  if  the  prothrom- 
bin time  is  prolonged.  In  fulminant  cases  only, 
where  coma  or  precoma  exists,  cortisone  has  resulted 
in  improvement,  and  we  believe  it  was  a major  factor 
in  the  recovery  of  our  patient.  Mobilization  of  the 
patient  may  be  permitted  when  the  serum  bilirubin 
falls  to  2 mg.,  the  icteric  index  is  20  or  below,  and 
the  bromsulphalein  is  10  per  cent  or  under.  Gamma 
globulin  is  believed  to  be  effective  in  modifying 


rather  than  preventing  hepatitis  due  to  virus  A, 
but  only  if  given  during  the  incubation  period. 

Interruption  of  pregnancy  is  not  suggested,  be- 
cause it  has  not  affected  the  outcome  in  those  cases 
in  which  it  was  done.6  The  course  might  prove 
benign  anyhow,  and  liver  damage  could  be  aggra- 
vated by  the  surgical  procedure  anesthesia. 

Summary 

We  have  presented  a patient  who  developed  acute 
hepatitis  with  jaundice  almost  four  weeks  before 
term.  Spontaneous  delivery  of  a living  infant  was 
followed  by  coma,  with  hematemesis,  azotemia, 
edema,  and  ascites,  the  typical  pattern  of  acute 
hepatic  necrosis.  Response  to  cortisone  was  rapid, 
and  recovery  was  steady.  Whether  this  was  a 
direct  result  of  this  therapy  or  merely  a coincidence 
is  speculative,  although  there  is  evidence  that  small 
doses  of  the  steroid  improves  liver  function.  Since 
only  a liver  biopsy,  which  was  not  performed  because 
of  the  poor  condition  of  the  patient,  could  have 
verified  a diagnosis  of  acute  atrophy,  severe  hepa- 
titis is  most  likely.  Management  of  such  a case 
follows  the  same  pattern  as  in  nonpregnant  patients 
with  diet,  fluid  balance,  and  the  avoidance  of  opera- 
tive intervention. 


The  patient  was  seen  through  the  courtesy  of  Dr.  N.  Huber- 
man. 
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Trichobezoars  in  Children 


Hair  ball  or  trichobezoar  should  be  considered  in 
the  differential  diagnosis  of  abdominal  mass  or  pain, 
anorexia,  intestinal  obstruction,  and  gastrointestinal 
bleeding  in  children  and  young  adults,  especially 
females,  in  whom  about  90  per  cent  occur.  Trich- 
obezoars are  accumulations  of  hair,  sometimes 
including  fuzz  or  stuffing  from  beds,  toys,  etc., 
matted  with  food  debris  into  a hard  mass  that  tends 
to  take  the  shape  of  the  stomach.  The  author 
presents  two  cases,  both  girls,  one  four  and  one  six 


years  old,  which  he  uses  as  focal  points  of  his  dis- 
cussion of  diagnosis  and  treatment.  If  the  examiner 
keeps  the  possibility  of  trichobezoar  in  mind,  the 
diagnosis  often  can  be  made  clinically,  with  roent- 
genographic  confirmation. 

Treatment  is  surgical  removal,  and  prevention  of 
recurrence  due  to  trichophagia  is  in  the  realm  of 
psychiatry. — Marvin  Glicklich,  M.D.,  Quarterly  Bul- 
letin, Northwestern  University  Medical  School, 
Spring,  1957 
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Over  dosage  with  Analgetics 


Every  physician  should  be  thoroughly  fa- 
miliar with  the  drugs  he  employs.  Potent 
drugs  in  particular  should  not  be  used  unless  one 
understands  their  mode  of  action,  the  systems 
they  affect,  and  their  indications  and  contrain- 
dications. The  uncritical,  almost  cavalier  in- 
jection of  potent  drugs  can  only  invite  trouble  and 
disaster.  The  case  report  which  is  presented 
below  emphasizes  the  abuse  of  potent  drugs. 

Case  Report 

The  patient,  a seventy-nine-year-old,  white  male, 
was  admitted  to  the  hospital  complaining  of  nocturia 
and  dysuria.  In  addition,  during  the  past  two 
years  he  had  been  experiencing  moderate  difficulty 
in  breathing  which  was  increased  by  physical 
activity  or  lying  down.  For  the  past  six  weeks  he 
had  been  subject  to  a sensation  of  pressure  and  mild 
pain  over  the  precordium. 

He  had  had  diabetes  for  ten  years  which  was 
easily  controlled  by  diet  alone.  Six  weeks  before 
admission  the  family  doctor  had  placed  him  on 
digitalis.  There  was  no  other  significant  history 
obtained  other  than  that  which  referred  to  his 
urinary  difficulties. 

Physical  examination  revealed  a thin  but  well- 


developed  white  male  in  no  acute  distress.  Pulse 
was  76,  respirations  20,  and  blood  pressure  130/80. 
The  heart  and  lungs  were  grossly  normal.  There 
was  1 plus  to  2 plus  pitting  edema  of  the  lower 
extremities.  In  addition,  the  prostate  was  found  to 
be  slightly  enlarged.  Urine  examination  showed 
1 plus  to  2 plus  sugar  sporadically,  blood  sugar 
152  mg.  per  cent,  hemoglobin  11.7  Gm.,  and  white 
blood  count  10,000. 

The  patient  was  scheduled  for  diagnostic  cystos- 
copy. To  provide  analgesia  60  mg.  of  Nisentil 
was  given  slowly  over  a period  of  one  minute. 
Some  five  to  ten  minutes  later,  as  the  cystoscopic 
examination  was  being  completed,  it  was  suddenly 
noticed  that  the  patient  was  cyanotic,  apneic,  and 
unconscious.  Artificial  respiration  with  oxygen 
mask  and  bag  was  begun.  Since  spontaneous  re- 
spiratory activity  was  still  absent  after  ten  minutes, 
60  mg.  of  Nalline  was  injected  intravenously. 
Within  three  minutes  spontaneous  respiration  re- 
turned, and  the  patient  was  sent  to  the  recovery 
room. 

While  being  transported  to  the  recovery  room,  the 
patient  became  cyanotic.  The  respirations  were 
labored  and  the  pulse  weak  and  thready.  It  was 
thought  that  the  patient  may  have  regurgitated  and 
aspirated  gastric  contents.  The  blood  pressure 
could  not  be  obtained  with  certainty.  Oxygen  by 
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mask  and  bag  was  again  instituted  and  an  anes- 
thesiologist called. 

The  patient  presented  a ghastly  appearance- 
The  anesthesiologist  promptly  intubated  the  patient 
and  began  artificial  respiration  through  the  endo- 
tracheal tube.  Suction  of  the  tracheobronchial  tree 
did  not  give  evidence  of  gastric  secretions  or  foreign 
body.  Vasoxyl  5 mg.  was  given  intravenously. 
This  was  followed  by  a prompt  rise  in  blood  pressure 
to  168/76.  The  pulse  rate  was  92.  Fifty  minutes 
after  the  second  episode  of  respiratory  depression, 
spontaneous  respiration  returned.  Over  the  course 
of  the  next  several  hours  the  patient’s  status  gradu- 
ally improved,  and  by  the  following  morning  he 
could  be  sent  back  to  his  ward,  apparently  none  the 
worse  for  this  trying  episode.  An  electrocardiogram 
taken  at  this  time  showed  some  ST  segment  depres- 
sion together  with  low  voltage.  X-rays  of  the  chest 
taken  two  days  later  showed  consolidation  at  the 
right  lung  base  suggestive  of  a pneumonic  infiltra- 
tion. The  patient  was  placed  on  antibiotic  therapy 
and  ten  days  later  was  subjected  to  a transu- 
rethral resection  under  spinal  anesthesia.  Five  weeks 
later,  after  a moderately  hectic  course,  he  was  dis- 
charged without  evident  sequelae. 

Comment 

The  case  which  we  have  considered  represents 
another  in  the  series  of  what  might  be  termed 
the  abuse  of  drugs.  The  records  of  any  hospital 
will  yield  similar  instances  of  the  injudicious 
administration  of  potent  agents. 

The  virtues  of  Nisentil  as  a potent  analgetic 
have  received  much  attention  of  late.  It  can  be 
employed  most  effectively  in  a variety  of  minor 
procedures,  from  the  closed  reduction  of  fractures 
to  the  incision  and  drainage  of  abscesses.  Its 


use  in  cystoscopy  is  particularly  attractive.  In 
the  case  under  discussion  we  are  dealing  not  only 
with  a cystoscopic  procedure,  but  with  an  aged 
patient  (seventy-nine  years  old)  with  mild 
diabetes  and  heart  disease.  In  such  individuals 
especially,  care  and  judgment  must  be  exercised 
in  the  use  of  potent  drugs  for  whatever  purpose. 
Such  judgment  and  care  were  conspicuously 
absent.  It  is  well  known  that  Nisentil  intra- 
venously can  produce  profound  respiratory  de- 
pression. It  is  perhaps  not  so  well  known  that 
the  antimorphine  drug,  Nalline,  can  do  the  same 
if  used  alone  or  in  excessive  dosage.  For  the 
purpose  at  hand  15  to  20  mg.  of  Nisentil  should 
have  been  more  than  adequate  with  no  more 
than  5 to  10  mg.  of  Nalline  as  an  antagonist. 
Gross  overdosage  with  both  drugs  occurred,  and 
the  consequences  which  followed  were  absolutely 
predictable. 

The  depression  of  respiration  by  potent 
analgetics  is  well  established.  Less  well  appreci- 
ated but  of  almost  equal  importance  is  depression 
of  the  circulation.  The  electrocardiogram  find- 
ings (ST  segment  depression  and  low  voltage) 
are  suggestive  evidence  of  myocardial  anoxia,  the 
future  consequence  of  which  cannot  be  evaluated. 
That  this  case  did  not  end  in  tragedy  can  be  at- 
tributed only  to  the  institution  of  prompt  treat- 
ment. It  cannot  be  overemphasized  that  when- 
ever potent  drugs  are  used,  the  means  of  re- 
suscitation-— oxygen,  intravenous  fluids,  airway 
equipment,  and  vasopressor  drugs — should  be 
readily  available  at  all  times.  If  nothing  else, 
this  equipment  should  serve  as  a grim  reminder 
and  ever  present  warning  to  those  who  use  potent 
drugs. 


( Number  thirty-three  of  a series  of  Clinical  Anesthesia  Conferences ) 


That  action  is  best  which  procures  the  greatest  happiness  for  the  greatest  numbers. — Francis 
Hutcheson 
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Introduction 

HERBERT  BERGER,  M.D.,  F.A.C.P.,  STATEN  ISLAND,  NEW  YORK 


The  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics  has  recommended  to  the  Coun- 
cil of  the  State  Medical  Society  that  a section  of 
the  New  York  State  Journal  of  Medicine 
be  devoted,  at  intervals,  to  the  articles  on  alcohol 
addiction.  This  effort,  we  hope,  will  be  similar 
to  the  features  on  allergy,  cancer,  and  nutrition 
which  have  already  proved  so  successful.  The 
members  of  the  Subcommittee  wall  bring  to  this 
new  department  information  gathered  from 
national  and  local  meetings,  will  encourage 
experts  to  contribute  their  observations,  and 
will  add  such  gleanings  from  their  own  research 
activities  as  might  merit  your  attention. 

Alcoholism  has  been  treated,  for  the  most 
part,  by  courts  of  law  that  have  attempted  to 
eradicate  this  syndrome  by  punitive  measures. 
These  technics  have  been  uniformly  unsuccessful. 
The  problem  has  grown  in  magnitude  and  our 
people  become  addicted  to  alcohol  at  ever 
earlier  ages  while  punishment  has  rehabilitated 
practically  no  one. 

Perhaps  the  futility  of  condemnation  and 
imprisonment  will  become  apparent  as  this 
subject  is  pursued.  Suffice  to  say,  by  way  of 
introduction,  that  man  has  always  found  it 


necessary  to  escape  from  the  reality  of  his 
environment.  From  the  very  beginnings  he  has 
sought  to  do  this  by  a variety  of  chemical  means. 
Every  society,  no  matter  how  primitive  or  iso- 
lated, has  discovered  fermentation. 

One  wonders  what  there  is  about  reality  that 
is  so  intolerable  that  70,000,000  of  our  people 
find  it  necessary  to  flee  from  it  through  the  aid  of 
various  colors  and  flavors  of  alcohol  alone. 
Environment  is,  as  Norman  Taylor  points  out, 
composed  of  only  three  components:  ourselves, 
other  people,  and  various  inanimate  objects 
which  surround  us.  Yet  each  of  us  finds  life 
so  difficult  at  times  that  we  must  seek  relief 
from  it  via  chemical  or  other  means. 

Perhaps  all  of  this  preamble  will  serve  to 
emphasize  several  points.  The  person  whose 
circumstances  are  so  unacceptable  to  him  that 
he  must  avoid  them  constantly,  (e.g.  the  chronic 
problem  alcoholic)  is,  perhaps,  sick.  He  cannot 
be  cured  b}?  the  policeman’s  truncheon  nor  by 
his  quarantine  in  skid  row  where  the  rest  of  us 
won’t  have  to  see  him.  He  is  so  human,  so 
much  like  us  all,  that  no  one  would  dare  to  con- 
demn him.  He  is  pathetically  attempting  a 
form  of  self-treatment  in  an  effort  to  cure  his 
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own  failure  to  adapt  himself  to  his  environment. 

It  is  the  hope  of  this  Committee  that  as  physi- 
cians interest  themselves  in  these  people,  as  our 
hospitals  rather  than  our  jails  admit  them,  as 
our  interns  learn  to  care  for  them,  as  we  pity 
rather  than  malign  them,  there  will  be  instigated 


a surge  of  medical  investigation  comparable  to 
that  which  is  so  successfully  eradicating  polio- 
myelitis. Only  when  we  begin  to  recognize  the 
alcoholic’s  problem  as  our  own  may  we  expect  a 
solution  to  the  staggering  problem  of  alcohol 
addiction. 


(The  first  article  in  the  Treatment  of  Alcoholism  series  appears  below.  The  series  will  continue  in 

alternate  issues  from  now  on.) 


Meeting  a Challenge 

MARVIN  A.  BLOCK,  M.D.,  BUFFALO,  NEW  YORK 


The  medical  profession  has  for  years  been 
singularly  unresponsive  to  an  area  of  medi- 
cine which  cries  for  attention.  The  general  con- 
ception of  the  public  that  the  alcoholic  person  is 
suffering  from  an  affliction  which  is  self-induced 
to  a great  extent  has  seeped  into  the  medical 
profession.  That  the  alcoholic  has  produced  his 
own  suffering  and  therefore  is  deserving  of  it 
seems  to  be  the  attitude  of  many  practicing 
physicians.  The  frustration  of  the  doctor  at- 
tempting to  care  for  such  a patient  has  led  him, 
in  many  instances,  finally  to  throw'  up  his  hands 
and  proclaim  that  if  such  a person  cannot  use 
enough  will  power  to  help  himself,  there  is  no 
use  in  wasting  the  doctor’s  time. 

It  is  only  recently  that  the  physician  has 
begun  to  regard  alcoholism  as  a serious  threat  to 
the  community  and  to  realize  that  the  victims 
do  not  enjoy  drinking  but  use  alcohol  as  a drug 
to  escape  from  tensions  and  emotional  difficulties 
which  have  become  too  overwhelming  for  them  to 
handle.  Some  physicians  have  devoted  consider- 
able time  to  studying  the  problem,  its  etiologyr, 
epidemiology,  physiology',  and  therapy'.  How- 
ever, the  rank  and  file  of  the  profession  continue 


to  look  upon  it  superciliously  and  when  confronted 
with  such  a patient,  give  themselves  over  to 
lectures  and  threats  and  a few  sedatives  to  quiet 
the  agitated  patient  or  his  family. 

Alcoholism  in  its  incipient  or  advanced  form 
affects  one  in  every  16  adults.  This  makes  it 
one  of  the  most  prevalent  diseases  to  which  man 
is  heir.  It  is  not  an  illness  that  we  can  slough 
off  as  a moral  problem.  Too  many  people  are 
affected  by  it.  Lectures  are  of  no  avail  since  the 
alcoholic  knows  all  that  any  lecture  contains. 
It  only  increases  his  sense  of  guilt  and  adds  to 
his  necessity'  for  escape. 

Where  does  the  phy'sician  fit  into  this  picture 
which  has  produced  so  much  unhappiness,  dis- 
unity, and  ill  health  in  a community?  As  in  all 
problems  where  health  is  involved,  the  physician 
is  the  first  line  for  attack  on  any  such  problem. 
His  counsel  is  necessary',  his  understanding  is 
required,  and  his  patience  is  imperative.  As  with 
many  other  illnesses,  the  phy'sician  cannot  draw 
on  his  personal  experience  in  treating  the  alcoholic 
patient.  He  must  understand  and  know  the 
disease  just  as  he  does  other  common  diseases. 
It  has  an  etiology,  a diagnostic  approach,  and  a 
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definite  therapy,  just  as  any  other  illness.  There 
is  no  uniform  treatment  any  more  than  with 
many  other  diseases.  The  treatment  must  be 
tailored  to  the  individual  patient.  Therefore, 
the  disease  must  he  studied  just  as  any  other. 
The  fact  that  the  physician  drinks  with  impunity 
or  can  control  his  own  emotional  problems  does 
not  necessarily  mean  that  his  patient  can.  The 
physician  may  compensate  for  his  own  emotional 
problems  in  various  ways,  including  his  own 
practice.  His  patient  may  have  sought  a 
different  type  of  relief,  one  perhaps  more  easily 
available  and  perhaps  within  his  own  reach. 
In  any  case,  the  physician  must  not  sit  in  judg- 
ment of  his  patients.  What  he  can  do,  however, 
is  to  make  his  patients  more  comfortable,  im- 
prove their  physical  well  being,  and  then  prepare 
the  groundwork  for  continuing  therapy  which  is 
necessary  to  bring  about  complete  recovery. 

Steps  have  recently  been  taken  toward  helping 
the  physician  to  attain  the  knowledge  necessary 
to  treat  the  alcoholic  patient.  Much  of  the 
frustration  which  the  physician  felt  formerly  in 
treating  alcoholic  patients  was  due  to  his  inex- 
perience with  this  type  of  sick  person.  The 
subject  of  alcoholism  rarely  occupies  a very 
pronounced  position  in  the  medical  curriculum. 
In  the  teaching  hospital  there  is  little  opportunity 
to  take  care  of  such  patients,  since  many  hos- 
pitals will  not  admit  them.  Recently,  however, 
the  American  Medical  Association  has  adopted 
a resolution  asking  that  all  general  hospitals 
admit  without  prejudice  patients  with  a diag- 
nosis of  alcoholism  so  that  they  can  receive 
treatment  just  as  any  other  sick  person.  This 
will  allow  house  officers  to  share  in  the  treatment 
of  such  patients  and  gain  from  this  experience  the 
ability  to  handle  the  alcoholic  patient  when  the 
physician  eventually  goes  into  private  practice. 

When  hospitalization  for  the  alcoholic  is  con- 
sidered, the  problem  of  insurance  arises.  Hos- 
pitalization insurance  has  become  one  of  the 
great  factors  contributing  to  rapid  recovery 
from  many  acute  illnesses.  The  delay  in  obtain- 
ing proper  care  for  acutely  sick  patients  has  been 
obviated  by  the  freedom  from  worry  about  hos- 
pital expense  when  such  insurance  exists.  In 
the  case  of  the  alcoholic  in  his  acute  phase,  how- 
ever, such  delay  has  often  intensified  the  suffering 
and  postponed  the  recovery  from  this  acute 
phase  because  of  the  refusal  of  many  hospitali- 
zation insurance  contracts  to  provide  benefits  in 
cases  of  alcoholism.  Acute  alcoholism  can  be, 


and  often  is,  a medical  emergency.  As  such,  it 
often  requires  hospitalization  and  should  make 
the  patient  suffering  from  this  illness  eligible  for 
benefits  under  insurance  contracts.  This  is  an 
area  which  should  be  explored  by  the  physician 
and  his  county  society.  In  many  areas  of  the 
state  Blue  Cross  contracts  do  recognize  alcoholism 
as  an  illness  for  which  hospitalization  benefits 
are  paid.  In  other  areas  Blue  Cross  will  not  pay 
sick  benefits.  This  condition  should  be  corrected 
so  that  all  Blue  Cross  contracts  will  pay  these 
benefits. 

It  is  worthy  of  attention  and  interesting  to 
note  that  the  New  York  State  Sickness  and 
Disability  Law  recognizes  alcoholism  as  an  ill- 
ness, the  victim  of  which  is  entitled  to  disability 
benefits.  If  the  State  has  taken  this  step,  it  is  no 
more  than  fair  that  the  insurance  companies 
which  operate  under  provisions  of  the  State  also 
meet  this  problem  adequately. 

In  addition,  the  subject  of  alcoholism  should 
be  discussed  in  medical  programs  of  hospital 
staffs,  at  medical  meetings  at  the  county,  State, 
and  national  levels,  and  at  other  scientific 
gatherings  where  physicians  meet  to  discuss 
new  methods  of  diagnosis  and  treatment.  To 
a great  extent  this  is  being  carried  out  in  various 
parts  of  the  country,  but  with  an  illness  which 
affects  6 per  cent  of  the  adult  population,  educa- 
tion on  alcoholism  has  not  been  prominent 
enough. 

One  of  the  most  advantageous  methods  of 
bringing  this  type  of  education  to  physicians  is 
the  formation  of  a committee  on  alcoholism  in 
each  county  medical  society.  Such  a committee 
could  be  an  autonomous  group  of  members 
interested  in  the  problem  or  could  be  a subcom- 
mittee of  a larger  unit  of  the  county  society— 
the  mental  health,  the  industrial  health,  the 
educational,  or  the  public  health  committee. 
Such  a committee  could  prepare  programs  for 
presentation  to  the  county  society  and  stimulate 
discussion  on  the  subject.  At  least  once  each 
year  for  every  hospital  staff,  as  well  as  for  the 
county  society,  alcoholism  should  be  the  subject 
of  discussion. 

Here  is  an  illness,  a very  definite  disease, 
which  is  rightfully  within  the  province  of  the 
practicing  physician.  He  has  allowed  many 
other  therapists  to  come  in  and  do  the  work 
which  is  his  responsibility.  Laymen,  such  as 
members  of  the  clergy,  police,  social  workers, 
Alcoholics  Anonymous,  and  other  professional 
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as  well  as  nonprofessional  people  have  taken  it 
on  themselves  to  try  to  treat  the  alcoholic. 
Without  training  in  anatomy,  physiology,  bio- 
chemistry, pharmacology,  or  psychiatry  these 
groups  have  attempted  to  treat  people  who  today 
are  considered  very  sick.  In  many  instances 
they  have  done  heroic  work.  With  many 
patients  they  have  actually  accomplished  re- 
covery. How  much  more  successful,  then,  would 
be  the  physician  who  has  had  the  proper  training 
for  meeting  the  various  aspects  of  so  severe  an 
illness. 

Here  is  a challenge  which  he  cannot  ignore. 
If  he  will  devote  himself  to  the  care  of  such 


patients  and  apply  himself  as  diligently'  to 
this  illness  as  he  has  to  many  other  serious  ill- 
nesses in  the  past,  he  can  accomplish  with  this 
disease  what  he  has  with  many  others — the 
ability  to  meet  it  and  conquer  it.  He  needs  but 
to  accept  the  fact  that  here  he  is  dealing  with  a 
very  serious  illness  which  can  strike  at  anyone  at 
any  level  of  the  population  and  which,  indeed, 
has  wrought  havoc  in  all  strata  of  society.  To 
accept  this  challenge  is  his  duty  as  a physician. 
If  he  will  apply  himself  to  it  as  he  has  with  other 
diseases,  it  is  only  a matter  of  time  before  he 
will  conquer  it  to  the  ultimate  satisfaction  of  the 
general  public  and  to  himself. 


( Number  one  of  a series  on  Treatment  of  Alcoholism ) 


Glycogen  Disease 


In  discussing  the  pathologic  and  clinical  features  of 
the  metabolic  abnormality  in  infants  referred  to  as 
glycogen-storage  disease,  the  author  suggests  that 
the  distinct  differences  between  the  cardiac  type 
and  the  hepatic  type  justify  the  suspicion,  at  least 
for  the  present,  that  these  are  separate  disease 
entities.  He  cautions  that  it  should  not  be  assumed 
that  all  cases  of  idiopathic  hypertrophy  of  the 
myocardium  or  increased  myocardial  glycogen 
belong  in  this  category,  conditions  other  than  glyco- 


genosis may  be  responsible.  So  far  about  200  cases 
of  the  hepatic  type  (first  described  by  von  Gierke 
in  1929)  have  been  reported,  while  only  20  authenti- 
cated cases  of  the  cardiac  type  have  been  observed. 
In  both  types  prognosis  is  apparently  hopeless. 
The  underlying  pathophysiologic  mechanism  is  only 
partly  understood,  in  both  types  there  appears  to  be 
a familial  genetic  pattern. — Walter  G.  J.  Putschar, 
M.D.,  Military  Medicine,  April,  1957 
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The  Emotional  Impact  of  Ward  Bounds 

M.  RALPH  KAUFMAN,  M.D.,  ABRAHAM  N.  FRANZBLAU,  PH.D.,  M.D.,  AND  DAVID  KAIRYS,  M.D., 

NEW  YORK  CITY 

( From  the  Department  of  Psychiatry,  Mount  Sinai  Hospital) 


“An  honest  business  never  blush  to  tell.” — Alexander 
Pope’s  translation  of  Homer’s  Odyssey. 

r I "'he  purpose  of  this  study  was  to  examine  the 
emotional  reactions  of  ward  patients  to  ward 
rounds  conducted  by  the  attending  staff. 

The  psychiatrists  who  carried  out  the  study  are 
assigned  as  liaison  psychiatrists  on  the  services 
observed,  one  on  the  female  medical  ward  (D.K.) 
and  one  on  the  female  surgical  ward  (A.N.F.). 
The  latter  also  made  rounds  frequently  on  the  male 
surgical  ward  and  occasionally  on  the  gynecologic 
ward  from  which  several  of  the  cases  reported  are 
drawn. 

This  study  was  carried  out  with  the  approval  and 
cooperation  of  the  chiefs  of  the  Department  of 
Medicine  and  the  Department  of  Surgery.  It  was 
agreed,  however,  that  it  would  be  best  if  the  rest  of 
the  staff  were  not  informed  of  the  fact  that  such  a 
study  was  in  process  in  order  that  ward  rounds 
might  be  observed  as  they  are  normally  conducted. 

Methods  of  Conducting  Ward  Rounds 

The  Medical  Service. — Attendings’  rounds  on 
the  female  medical  ward  are  conducted  at  the  bed- 
side daily  in  the  afternoon.  Generally  there  are 
two  attendings  who  are  accompanied  on  rounds  by 
from  two  to  six  members  of  the  house  staff,  including 
interns,  assistant  residents,  and  residents  along  with 
occasional  visitors.  New  cases  are  usually  presented 
first  after  which  old  cases  are  seen.  The  intern 
presents  the  history  and  findings  on  each  new  case 
before  the  group  approaches  the  patient’s  bedside. 

* Reprinted  by  permission  from  the  Journal  of  the  Mount 
Sinai  Hospital,  23:  782  (Nov. -Dec.)  1956. 


One  or  both  of  the  attendings  then  examines  the 
patient  and  may  ask  her  further  questions.  Others 
in  the  group  also  may  examine  the  patient.  Most 
often  the  group  then  moves  away  from  the  bed  to 
discuss  the  case,  but  not  infrequently  discussion  is 
started  as  the  attending  is  going  over  the  patient. 

The  Surgical  Service. — The  procedure  on  the 
female  surgical  ward  is  for  Grand  Rounds  to  be 
held  once  a week  for  the  entire  staff  on  Saturday 
mornings  when  no  operations  are  scheduled,  and 
then  for  additional  rounds  to  be  held  at  other 
times  during  the  week,  usually  in  the  afternoons, 
at  times  in  the  morning,  by  the  chief  of  serv- 
ice, the  attendings,  and  the  residents,  respec- 
tively. There  may  be  as  many  as  twenty  or  thirty 
in  the  group  at  the  bedside,  including  physicians 
and  nurses,  as  in  Grand  Rounds,  or  as  few  as  two  to 
four  when  the  chief  of  surgery  makes  personal 
rounds  with  the  chief  resident  and  an  intern  or  two. 

The  group  enters  the  ward  en  masse  and  goes 
straight  to  the  first  bed  where  it  pauses  for  the  case 
presentation.  In  general,  the  procedure  is  for  the 
intern  to  whom  the  case  is  assigned  to  give  a r6sum6 
of  the  case  history  and  findings,  including  x-ray  and 
laboratory  data,  and  to  answer  questions  from  the 
group.  The  attending  then  begins  the  discussion 
by  commenting  on  the  case  and  inviting  comments 
from  colleagues  and  visiting  physicians  who  may 
be  present.  He  then  questions  the  interns  and 
residents,  answers  their  questions,  recalls  other 
cases  and  introduces  pertinent  experiences  of  his 
own  or  other  members  of  the  group.  Each  bedside 
visit  may  last  from  a few  moments,  if  the  case  is  well 
known  to  the  group,  to  as  long  as  fifteen  to  thirty 
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minutes  if  it  is  a new,  especially  interesting,  or 
puzzling  case.  The  group  then  moves  on  to  the 
next  patient  where  the  same  procedure  is  repeated. 
Usually  the  discussion  of  the  case  is  begun  and 
completed  at  the  bedside,  though  on  rare  occasions 
when  information  or  a prognosis  which  the  patient 
should  not  hear  is  involved  the  discussion  may  be 
completed  in  the  outside  corridor  after  leaving  the 
ward.  In  general,  rounds  last  from  one  hour  to  an 
hour  and  a half  in  all. 

Procedure  of  This  Study 

An  effort  was  made  by  the  psychiatrists  to  attend 
enough  rounds  during  the  period  of  this  study  to 
afford  a good  sampling  of  their  character  and  pro- 
cedure on  the  respective  wards.  It  was  deemed 
desirable  in  this  stud}'  to  explore  the  immediate 
reactions  of  the  patients  to  ward  rounds  without 
allowing  too  much  time  for  the  impact  to  wear  off. 
Hence,  in  order  to  see  the  reactions  while  they  were 
fresh,  patients  were  interviewed  by  the  psychiatrist 
immediately  after  the  staff  had  passed  on  from  the 
bed  of  the  patient  being  studied,  the  time  interval 
being  anywhere  from  a minute  or  two  to  a maximum 
of  a half  hour.  The  interviewer  was  usually  a part 
of  the  bedside  group  while  the  patient  was  being 
examined  and  discussed  and  was  thus  in  a position 
to  observe  the  patient’s  reactions  to  the  comments 
and  procedures  of  the  staff. 

The  psychiatrists’  interviews  generally  began 
with  a question  such  as  “How  are  you  today?”, 
followed  by  “How  do  you  feel  having  all  these 
doctors  around  you  discussing  your  case?”.  Be- 
yond this,  the  interviews  did  not  aim  to  follow  any 
pattern,  questions  and  comments  being  framed  to 
suit  the  need  of  the  situation  based  upon  the  ob- 
servations made  during  the  rounds  and  designed 
to  elicit  the  patient’s  reactions  fully  both  to  the 
general  situation  and  to  any  special  circumstances 
noted. 

It  was  decided  in  advance  to  limit  the  findings  to 
the  patient’s  verbal  expressions  plus  whatever  emo- 
tional phenomena  could  be  directly  observed  by 
the  interviewer  as  he  talked  with  the  patient. 
Brief  notes  of  the  findings  on  each  patient  inter- 
viewed were  made  before  leaving  the  ward  and  were 
amplified  within  a day  or  two.  The  effort  was  made 
in  so  far  as  possible  to  record  the  patient’s  exact 
words. 

Findings  of  the  Study:  Medical  Rounds 

General  Atmosphere:  Female  Medical 

Ward. — A word  is  in  order  first  of  all  about  the 
behavior  of  attendings  and  house  staff  on  the  medical 
ward  toward  each  other.  The  general  impression 
obtained  was  that  interns  seem  to  feel  quite  free 
to  ask  questions  and  express  opinions,  even  opinions 
that  differ  from  those  of  the  attending.  Discus- 


sions were  animated  with  free  give  and  take.  No  n 
instance  could  be  recalled  where  an  intern  or  resi-  ill 
dent  was  criticized  in  the  presence  of  a patient. 
The  dominant  atmosphere  of  rounds  was  that  of  v 
a friendly  discussion  between  junior  and  senior 
colleagues.  At  times  in  a case  of  grave  illness,  when 
the  discussion  approached  data  that  could  disturb 
the  patient,  and  this  was  signalled  to  the  attending 
by  the  intern  or  resident,  this  action  was  not  ob- 
jected to  in  any  way  by  the  attending  in  the  in- 
stances observed.  On  the  contrary,  the  attending’s 
expression  often  indicated  appreciation  for  being  re- 
minded that  he  was  talking  too  freely  in  the  patient’s 
presence.  It  should  be  said  that  this  maneuver  did 
not  always  succeed,  the  timbre  of  the  voices  of 
some  attendings  being  such  that  remarks  were 
audible  throughout  the  ward  no  matter  where  the 
group  stood. 

Specific  Findings:  Female  Medical  Ward. — 
Fifteen  patients  on  the  female  medical  ward  were 
interviewed  over  a period  of  two  months;  during 
this  interval  with  rotation  of  services,  two  different 
groups  of  attendings  were  on  service  on  the  ward. 

The  most  frequently  heard  reaction  from  pa- 
tients was  that  they  understood  that  rounds  were 
beneficial  to  them,  as  it  gave  them  the  benefit  of 
the  opinions  of  a number  of  doctors.  Many  pa- 
tients also  were  aware  that  the  “outside  doctors” 
were  older  and  more  experienced  men,  and  they 
welcomed  their  participation.  The  quality  of  this 
reaction  to  rounds  varied  from  a welcoming  atti- 
tude to  a resigned  acceptance  of  the  procedure  as 
a discomfort  which  must  be  borne,  because  it  was 
beneficial. 

Patients  who  remained  on  the  ward  for  any  length 
of  time  came  to  accept  rounds  as  part  of  the  day’s 
routine.  Many  of  the  same  patients  who  showed 
this  degree  of  understanding,  at  the  same  time 
showed  considerable  resentment  of  the  multiple 
examinations  during  rounds.  As  one  patient 
graphically  put  it,  “All  hands,  nothing  but  hands 
coming  at  me.”  Three  other  patients  used  the 
conventional  metaphor  of  being  “used  as  a guinea 
pig,”  with  such  added  comments  as  “They  all  have 
to  have  a look!” 

In  the  present  series  of  15  cases,  no  instance  was 
observed  in  which  a patient  was  perceptibly  upset 
to  any  significant  degree  after  rounds.  However, 
cases  had  previously  been  observed  in  which  pa- 
tients were  acutely  distressed  or  in  a state  of  panic 
after  rounds.  These  were,  for  example,  patients 
with  a malignancy  who  first  learned  of  their  diagnosis 
through  careless  talk  at  rounds,  or  cardiacs  who 
were  frightened  by  hearing  words  like  “failure” 
or  “attack.”  Gross  indiscretions  of  this  sort  did 
not  occur  in  this  series. 

It  is  equally  true,  however,  that  one  saw  few 
indications  that  rounds  had  had  any  positive 
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meaning  to  the  patients.  While,  as  mentioned 
above,  some  patients  were  gratified,  in  a general  way, 
to  know  their  treatment  was  under  competent  super- 
vision, one  did  not  hear  any  specific  reactions 
that  would  suggest  a feeling  of  relief,  reassurance, 
or  gratification  arising  from  anything  said  by  an 
attending.  This  point  will  be  discussed  further 
later. 

Discussion  of  what  patients  overheard  during 
rounds  elicited  some  interesting  facts.  More  than 
half  of  the  patients  interviewed  said  either  that 
they  could  not  understand  a word  of  what  the  doc- 
tors were  saying  or  that  they  had  paid  no  attention. 
One  patient  went  further,  saying,  “7  don’t  want 
to  know  what  they’re  saying.”  A minority  said  they 
listened  very  hard  but  learned  little  that  they 
didn’t  already  know. 

While  it  may  be  true  that  modern  medical  talk 
grows  ever  more  incomprehensible  to  laymen,  these 
responses  suggest  that  something  more  is  involved 
than  the  mere  fact  that  doctors  use  a jargon  of 
their  own.  What  seems  to  be  operating  is  the 
psychologic  mechanism  of  “denial,”  a device  by 
which  one  avoids  knowing  or  thinking  about  anx- 
iety-producing facts. 

A classic  example  of  this  was  furnished  by  an  in- 
telligent young  woman  admitted  for  a second  bout 
of  acute  disseminated  lupus.  The  discussion  at 
rounds  had  been  discreet,  and  she  was  in  good 
spirits  both  during  and  after  rounds.  When  she 
was  asked  what  she  knew  of  the  nature  of  her  illness, 
she  disclosed  an  accurate  knowledge  of  its  name 
and  nature.  After  her  first  admission,  she  had 
looked  it  up  in  a medical  dictionary,  where  it  was 
defined  as  “a  chronic,  fatal  disease.” 

“You  know,”  she  said  brightly,  “a  thing  like 
that  could  scare  you.”  For  herself,  she  managed 
not  to  believe  that  this  definition  could  apply  to 
her  and  succeeded  in  being  sure  she  would  get 
well.  The  talk  at  rounds,  which  she  said  she  hadn’t 
listened  to  very  carefully,  had  done  nothing  to  shake 
her  unfounded  optimism. 

Case  Reports:  Female  Medical  Ward 

There  were  a number  of  individual  reactions 
that  are  worth  describing  in  detail. 

Case  1 — A 39-year-old  woman  with  rheumatic 
heart  disease,  admitted  for  evaluation  as  to  the  use 
of  cardiac  surgery  and  very  eager  to  be  accepted  for 
surgery,  was  upset  because  she  thought  the  “head 
doctor”  was  opposed  to  operation.  Although  the 
discussion  was  carried  on  at  a distance  from  her 
bed,  the  chief’s  voice  was  audible,  and  she  had 
caught  snatches  of  his  remarks.  As  it  happened, 
the  chief  was  actually  in  favor  of  surgery  but  dis- 
cussed all  the  pros  and  cons  with  his  staff.  The 
patient  heard  some  of  the  cons  and  was  deeply  dis- 
tressed at  the  prospect  of  being  denied  the  chance 
of  a surgical  cure. 


Case  2- — A 52-year-old  patient,  a woman  of  some 
sophistication,  was  suffering  from  severe  angina 
pectoris,  whose  control  was  proving  a difficult  prob- 
lem for  the  staff.  On  more  than  one  occasion  there 
was  considerable  discussion  of  possible  therapeutic 
procedures,  although  no  immediate  conclusion  was 
reached.  The  patient’s  reaction  to  this  was  directed 
at  the  “head  doctor,”  to  whom  she  looked  for  some 
answer  to  the  problem  that  the  younger  men  could 
not  solve.  “What  are  they  going  to  do  for  my 
pain?”  she  asked.  “I’d  like  to  take  that  head  doctor 
and  shake  him  and  make  him  tell  me  what  they’re 
going  to  do.” 

In  less  emphatic  ways,  other  patients  also  con- 
veyed the  feeling  that  they  missed  some  comment 
from  the  attending  that  would  explain,  reassure,  or 
indicate  a prognosis.  While  they  had  heard 
answers  to  their  questions  from  the  house  staff, 
this  was  not,  for  them,  the  same  thing  as  hearing 
something  from  the  attending  physician. 

Case  3 — Two  patients  who  had  just  been  admit- 
ted had  a specific  reaction  to  their  first  experience 
with  rounds.  Unfamiliar  with  ward  routine,  the 
sight  of  a crowd  of  doctors  bearing  down  on  the  bed 
struck  terror  to  their  hearts.  The  immediate 
thought,  as  one  put  it,  was,  “I  must  be  doomed  for 
sure,  or  else  why  would  all  these  doctors  be  coming 
to  see  me?” 

Case  4 — A young  Negro  girl  with  a pneumonic 
consolidation  of  uncertain  nature  was  in  one  of  the 
bedrooms.  Her  x-rays  were  looked  at  and  discussed 
at  the  other  side  of  her  room  but  within  easy  view 
and  earshot.  There  was  considerable  talk  about 
the  nature  of  the  shadow  visible  in  one  lung  field. 
When  she  was  spoken  to,  the  word  “shadow”  was 
uppermost  in  her  mind.  “I  wanted  to  tell  the  doc- 
tors that  maybe  that  shadow  on  the  x-ray  was  be- 
cause I had  this  gown  on  when  they  took  the  pic- 
ture.” Further  discussion  brought  out  the  fact 
that  several  members  of  her  family  had  had  serious 
lung  ailments  (possibly  TB,  though  she  professed 
not  to  know)  and  she  had  heard  talk  about  x-ray 
shadows  in  this  connection.  Her  naive  comment 
about  the  gown  was  probably  an  expression  of  her 
fear  that  she,  too,  might  have  what  the  others  had 
had,  and  she  preferred  to  believe  that  the  shadow 
came  from  her  clothing  rather  than  her  lung. 

Case  5 — A 26-year-old  girl,  admitted  for  the 
seventh  time  with  a possible  recurrence  of  rheumatic 
fever  and  with  old  rheumatic  heart  disease,  was  a 
diagnostic  problem  and  therefore  the  subject  of 
lengthy  debate.  As  in  other  cases,  although  the 
group  had  moved  away  from  her  bed,  the  patient 
could  clearly  hear  the  various  diagnoses  being  argued 
back  and  forth.  Although  she  probably  could  not 
understand  the  terms  she  heard,  it  was  unmistak- 
able even  to  a layman  that  the  staff  were  unsure 
and  were  turning  over  various  possibilities.  On 
speaking  to  her,  it  was  obvious  that  she  was  upset. 
But  she  steadfastly  denied  this.  She  knew  her 
diagnosis  was  unclear  but  said,  with  all  the  effort  at 
bravado  of  one  whistling  past  a graveyard,  “I’m 
sure  they’ll  find  it.”  One  was  convinced  that  she 
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TABLE  I 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or  Comment  of  Surgeons 

Patient’s  reaction 
(as  elicited  by  psychiatrist) 

9 n.f.  (55) 

Carcinoma  with  colostomy. 

“An  adeno  lesion.  Doing  fine.” 

"Feel  good.  The  doctors  have 
saved  my  life." 

30  w.f.  (40) 

Radical  mastectomy,  post- 
operative. 

Examination  of  incision  and  dis- 
cussion of  progress. 

Patient  does  not  mind  doctors  dis- 
cussing case.  “Hope  it  will  have 
been  in  time.” 

31  w.f.  (40) 

Gall  bladder,  postopera- 
tive. 

Examination  and  discussion. 

Patient  does  not  mind  having  all 
the  doctors  around  talking  about 
her.  “I  feel  better;  they  helped 

35  w.m.  (40) 

Intestinal  obstruction. 
Treated  nonoperatively. 

Discussion  of  condition  and  treat- 
ment. 

“I  feel  good  about  having  all  the 
doctors  around.  They  have 
helped  me  without  an  operation.” 

21  w.f.  (30) 

Thyroidectomy,  which  on 
operation  showed  exten- 
sive mediastinal  metas- 
tases. 

Intern  said:  “Thyroidectomy  3 

days  ago.  Doing  fine.”  (No 
further  discussion  of  case  until 
after  rounds,  when  it  was  dis- 
cussed fully  in  the  corridor.) 

Patient  felt  good  about  the  doc- 
tors’ thinking  she  was  doing 
well.  (Had  no  suspicion  what- 
soever about  her  prognosis.) 

was  frightened  at  the  realization  that  her  doctors 
were  in  the  dark,  and  she  was  trying  hard  to  re- 
assure herself. 

Comments:  Female  Medical  ffard 

Rounds  as  they  are  currently  carried  out  on  the 
medical  wards  are,  on  the  whole,  not  traumatic 
to  the  patients.  This  is,  apparently,  due  to  two 
chief  factors.  The  first  is  the  fact  that  the  medical 
staff  are  generally  discreet  in  what  they  say  in 
front  of  patients  and  that  the  atmosphere  at  rounds 
is  a comfortable  one,  not  likely  to  create  tensions  in 
the  patients.  The  house  staff  seem  to  be  a little 
more  alive  to  the  importance  of  discretion  than  the 
attending  staff.  The  second  is  that  many  patients 
are  able  to  control  their  anxiety  by  denying  the 
facts  of  their  illness  so  that,  unless  doctors  are 
grossly  careless  in  their  remarks,  patients  are  often 
able  to  insulate  themselves  from  what  they  over- 
hear. 

There  are  occasional  lapses  which  do  create 
unnecessary  anxiety  or  concern  in  the  patient. 
Probably  the  most  common  lapse  is  not  the  use  of 
frightening  words,  but  rather  in  permitting  pa- 
tients to  become  aware  of  differences  of  opinion 
or  perplexity  among  the  staff.  It  should  be  recog- 
nized that  prolonged  doubt  can  be  more  frightening 
than  the  grimmest  certainty.  Most  disturbing  of 
all  is  the  feeling  that  one’s  doctors  are  at  sea,  are 
fumbling  for  an  answer,  or  cannot  agree  among 
themselves.  Also,  such  instances  as  that  of  the 
girl  with  the  “shadow”  point  up  the  fact  that  one 
can  never  know  which  chance  remark  will  provoke 
anxiety.  The  safest  course  is  to  carry  on  all  dis- 
cussion of  a case  well  out  of  the  patient’s  hearing. 

Findings  of  the  Study:  Surgical  Rounds 

General  Atmosphere:  Female  Surgical 

Ward. — On  the  female  surgical  ward  the  general 
tone  was  one  of  a seemingly  more  structured  pat- 
tern than  that  reported  on  the  medical  ward.  The 


discussion  all  took  place  at  the  bedside  rather  than 
before  and  after  in  a more  isolated  location.  This 
is  perhaps  due  to  a considerable  degree  to  the 
mechanical  aspects  of  surgery  and  the  frequency 
with  which  there  are  things  to  see  and  feel.  Dis- 
cussion of  wounds,  colostomies,  etc.,  is  probably  best 
done  while  these  are  in  view.  The  attending  phy- 
sician set  the  tone  of  the  conference  on  a didactic 
plane.  The  interns  and  residents  appeared  to  be 
somewhat  in  the  position  of  pupils  striving  to  make 
a good  showing  in  the  presence  of  exacting  teachers 
and  fearing  to  have  their  shortcomings  and  inade- 
quacies revealed  publicly  if  they  should  chance 
to  slip  up.  There  were  a few  instances  actually 
observed  when  the  attendings  “chewed  out”  a 
subordinate  when  a diagnosis  had  been  missed,  a 
proper  therapeutic  procedure  not  instituted  or  a 
questionable  one  used. 

The  observer  got  the  feeling  that  a “hierarchy” 
existed,  the  higher  echelons  of  rank  and  status  hav- 
ing rights  and  prerogatives  not  accessible  to  those 
immediately  below  them.  Interns  and  residents 
seemed  often  hesitant  to  ask  questions  or  expound 
divergent  points  of  view  if  they  felt  they  were  of 
a rather  elementary  nature,  lest  they  embarrass 
or  humiliate  themselves  publicly.  The  tendency 
seemed  to  exist  for  interns  to  put  off  questions  until 
the  residents’  rounds  when  greater  freedom  of 
inquiry  seemed  to  prevail.  This  attitude  may  stem 
from  the  fact  that  there  were  instances  (as  detailed 
below)  where  interns  and  residents  were  actually 
reprimanded  or  chided  at  a patient’s  bedside  and 
in  the  hearing  of  the  entire  ward  for  seeming  lack 
of  knowledge  or  judgment  or  for  using  therapeutic 
procedures  which  the  attending  questioned. 

Observation  of  the  protocol  in  the  operating 
rooms  which  was  undertaken  for  a corollary  study 
appeared  to  lend  some  confirmation  to  this  finding. 
The  assistants  were  on  occasions  seemingly  over- 
severely  spoken  to  by  the  operating  surgeons. 
During  the  period  of  this  study,  both  on  the  ward 
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TABLE  II 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or  Comment  of  Surgeons 

Patient’s  reaction 
(as  elicited  by  psychiatrist) 

33  w.f.  (70) 

Possible  obstruction. 

Discussion  of  condition  and  de- 
sirable procedures. 

“I  don’t  pay  much  heed  to  the  discussion  of 
the  doctors.  They  will  do  what  they 
think  best.” 

48  w.f.  (40) 

Coronary  after  colos- 
tomy. 

Full  presentation  of  the  cardiac 
episode. 

Patient  smiled  and  seemed  unconcerned. 
Later  recognized  that  she  had  prepared  so 
long  for  colostomy  that  she  was  unwilling 
to  accept  another  “insult.”  She  had  ex- 
cluded it  from  her  thinking  about  why 
she  was  confined  to  bed  for  two  extra 
weeks. 

29  w.f.  (82) 

Jaundice. 

Long  discussion  of  whether  to 

Patient,  very  intelligent  old  lady,  reading 

operate  or  wait.  fine  literature,  listens  with  interest  to  dis- 

cussion but  ‘‘leaves  it  to  the  doctors.” 
(Patient  was  discharged  to  rest  home  and 
rushed  back  as  emergency  within  24  hours 
and  operated  on.  Did  not  resent  han- 
dling and  took  procedures  philosophically. 
Was  glad  to  know  at  last  she  would  be 
better.) 


TABLE  III 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

4 w.f.  (55) 

Repeated  episodes  of 
intestinal  bleeding 
of  unknown  origin. 

“This  patient  has  been  a head- 
ache to  us.” 

“The  ‘headache’  is  from  thinking  what  to  do 
to  help  me.  I don’t  mind  all  the  doctors 
talking  about  me.  Just  so  they  help  me. 
Will  I get  better?” 

23  w.f.  (60) 

Accidentally  severed 
common  duct  on  gall 
bladder  operation. 

Extensive  discussion  of  why  it 
occurs  and  what  to  do  about 
it. 

“I  feel  wonderful  about  having  all  the  doc- 
tors talk  about  me.  They  will  help  me. 
The  Bible  says  every  doctor  has  an  angel 
to  help  him.  The  Talmud  says  ‘Don’t 
live  in  a place  where  there  are  no 
doctors’.” 

41  w.m.  (55) 

Probable  gastrectomy. 

Long  discussion. 

Patient  thinks  having  a lot  of  doctors 
around  helps.  (Is  a very  intelligent 
Swiss.)  Had  been  treated  with  pallia- 
tives for  a long  time  and  now  is  prepared 
for  what  is  to  come.  “I  know  I will  be 
uncomfortable  for  a few  days,  but  I was 
no  good  when  I came  in,  and  what’s  the 
use  of  that?”  Is  anxious  about  the  pos- 
sibility of  cancer,  but  “now  I will  know, 
and  something  will  be  done  about  it,  if  it 
is.”  Happy  to  have  opportunity  to  dis- 
cuss his  case. 

11  w.f.  (c.30) 

Ulcers. 

Discussion  of  dog  experiments 
where  animals  hemorrhaged 
and  died;  also  term  “C.A.” 
was  used. 

“Don’t  mind.  Dog  experiments  save  hu- 
mans. Interesting.  Hope  they  can  help 
me.” 

39  w.m.  (40) 

Leg  abscess  of  un- 
known origin;  deep; 
spontaneous  im- 
provement. 

Long  discussion  of  possible 
causes  and  course. 

Patient  raised  head  5 inches  off  pillow  and 
listened  anxiously  to  every  word.  “I  was 
interested  and  didn’t  want  to  miss  a 
word.”  Feels  good  about  having  all  the 
doctors  around.  “Two  heads  are  better 
than  one,  and  they  will  be  better  able  to 
help  me.” 

6 w.f.  (40) 

Cholecystic  disease, 
plus  angina. 

Long  discussion  of  which  is 
which  and  what  to  do. 

“I  don’t  mind  because  they  are  good  doc- 
tors and  are  trying  to  help  me.  The  teste 
were  long  and  disagreeable,  but  how  else 
are  they  going  to  find  out?  I resented 
being  in  the  hospital  weeks  with  nothing 
done.  Am  glad  to  be  going  now  to  rest 
home.” 

and  in  the  operating  room,  the  feeling  that  older 
and  younger  colleagues  equal  in  respect  and  pro- 
fessional dignity,  despite  differences  in  age  and  rank, 
were  working  together  for  the  benefit  of  the  patient 
was  not  always  apparent. 


Specific  Findings:  Female  Surgical  Ward. — 
Forty-nine  patients  on  the  various  wards  mentioned 
were  observed  over  a period  of  over  two  months. 
The  chief  and  most  of  the  attendings  on  surgery 
conducted  the  ward  rounds  observed,  affording  what 
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TABLE  IV 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

26  w.f.  (70) 

Postoperative  abdo- 
men, with  abscesses 
and  fever. 

Long  discussion  of  her  “mi- 
totic lesion,”  procedures  at 
her  age,  etc. 

“Don’t  mind  all  the  doctors  around,  but  I 
feel  terrible  and  no  one  helps  me.” 

13  w.f.  (c.40) 

Closure  of  colostomy 
(preoperative). 

Discussion  of  proposed  opera- 
tion and  demonstration  of 
colostomy. 

“Don’t  mind  discussion  by  all  the  doctors 
except  when  they  make  me  show  my  co- 
lostomy. It  embarrasses  me.  Especially 
when  two  of  the  doctors  laughed  and  an- 
other had  to  call  them  aside  and  tell  them 
to  8 top.” 

3 w.f.  (32) 

Multi-glandular,  post- 
operative, with 
more  surgery  in  the 
offing. 

Full  discussion  of  her  condi- 
tion, lasting  10  to  15  min- 
utes. Probable  thyroid  and 
parathyroid  requiring  sur- 
gery. 

“No,  I'm  not  bothered  by  the  discussion, 
only  confused  by  all  the  different  condi- 
tions mentioned  that  I have.  What 
about  my  parathyroid?  I hope  it  won't 
be  a bad  operation.” 

34  n.f.  (30) 

Possible  ulcer  (pre- 
operative). 

Discussion  of  condition  and 
possible  procedures. 

“I  don’t  mind  all  the  doctors,  but  I don’t 
understand  what  they  said  and  am 
bothered  by  it.  I have  4 children  and 
need  to  know  whether  I will  have  an  op- 
eration so  I can  make  arrangements.  Why 
don’t  they  tell  me?”  (Patient  is  unwed 
mother  but  devoted  to  her  brood.) 

35  n.m.  (45) 

Mass  in  the  lung. 

Discussion  of  x-rays,  held  up 
in  view  of  patient. 

Patient  was  very  anxious  throughout  the 
discussion  and  peered  at  x-rays.  Is  un- 
willing to  express  opinion  about  having 
doctors  around,  at  first  saying  “Oh,  it’s  all 
right.”  Later,  gives  vent  to  intense  fears 
of  cancer. 

was  probably  as  good  a cross  section  of  the  character 
of  the  procedure  as  was  obtainable  under  the 
circumstances.  The  findings  reported  and  the 
specific  observations  on  which  they  are  based 
follow.  The  case  reports  are  included  with  the 
findings  in  this  part  of  the  report. 

The  presence  of  a large  group  of  doctors  around 
the  bedside  of  the  patient  has  in  and  of  itself, 
as  might  be  expected,  an  impact.  If  it  is  for  a 
brief  period  of  time  and  nothing  is  said  which  can 
be  interpreted  unfavorably  by  the  patient,  the 
effect  may  be  reassuring.  This  is  seen  in  cases 
9,  30,  31,  35,  21  (Table  I). 

As  noted  in  cases  9 and  21  (Table  I),  even  when 
the  patient’s  condition  is  not  satisfactory,  she  is 
eager  to  accept  reassurance  from  all  the  doctors, 
together.  In  some  cases  the  patient  seems  to 
ignore  or  “deny”  her  emotional  reaction,  putting 
on  a garb  of  seeming  calm,  as  shown  in  cases  33, 
48,  and  29  (Table  II). 

In  cases  4,  23,  41,  11,  39,  and  6 (Table  III) 
the  patient’s  emotional  reaction  is  glowingly  positive 
but  reveals  by  its  very  effusiveness  and  underlying 
anxiety.  Sometimes  the  anxiety  can  actually  be 
verbalized  in  the  midst  of  masking  protestations 
about  “feeling  good  at  having  all  the  doctors” 
around  the  bedside.  In  case  4 (Table  III),  even 
though  the  doctor  says  the  patient  “has  been  a head- 
ache to  us,”  the  patient  hastens  to  justify  the 
doctors,  but  queries,  “Will  I get  better?,”  revealing 
her  anxiety.  Patient  11  also  justifies  doctors,  de- 
spite a frightening  discussion  of  ulcer  deaths  in 
dogs. 

Many  patients  say  “I  don’t  mind,  but.  . .,”  and 


go  on  to  reveal  that  the  rounds  were  really  disturbing 
to  them  for  one  reason  or  another.  Sometimes  it  is 
the  patients’  anxieties  about  their  condition  (cases 
26  and  35,  Table  IV).  Sometimes  they  resent  not 
being  told  more  about  their  condition  or  the  pro- 
cedures contemplated  (cases  3 and  34  of  Table  IV; 
also  32,  Table  V).  Others  resent  the  manner  in 
which  they  are  treated,  or  the  fact  that  they  have 
to  be  ward  patients  (case  7,  Table  V).  In  case  13 
(Table  IV),  there  was  a paranoid  reaction,  the 
patient  feeling  the  doctors  were  laughing  at  her 
colostomy. 

The  bedside  consultation  is  sometimes  disturbing 
to  patients  even  though  nothing  untoward  is  said 
or  done  (case  16,  Table  V).  The  patients  may 
express  open  resentment  or  nervousness,  or  fear 
that  the  presence  of  all  the  doctors  bodes  ill  for 
them  (cases  12,  7,  17,  27,  and  28,  Table  V).  Case 
16,  Table  V,  lay  quietly  while  the  consultation  was 
in  progress,  then  could  scarcely  hold  her  diarrhea, 
seemingly  due  to  her  fear  and  distress.  This  pa- 
tient had  a previous  psychiatric  history  and  was 
transferred  within  a day  or  two  to  the  psychiatric 
ward. 

Patients  sometimes  react  disproportionately  to 
something  they  either  hear  or  think  they  hear,  or 
to  some  act  of  omission  which  becomes  the  focus 
of  their  anxiety  or  resentment.  Thus,  in  case  38 
of  Table  VI,  mention  of  the  diagnosis  “gyneco- 
mastia” made  the  patient  anxious  because  he 
thought  it  meant  “carcinomatous  degeneration.” 
Patients  8 and  19  (Table  VI)  were  furious  because 
they  could  not  hear  the  discussion  of  their  case. 
Patient  18  (Table  VI)  misunderstood  the  surgeon’s 
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TABLE  V 


Case 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

16  w.f.  (19) 

Appendectomy,  post- 
operative. 

Very  brief  discussion  of  post- 
operative condition.  “Do- 
ing fine.”  As  soon  as  rounds 
moved  on  to  next  bed,  pa- 
tient clambered  over  other 
side  of  her  bed  and  dashed 
out,  carrying  bathrobe. 

“I  was  upset  and  scared  by  having  all  the 
doctors  around  and  had  to  rush  to  the 
bathroom.  Almost  didn't  make  it.  Why 
did  I get  a spinal  anyway?  I wanted  to 
be  put  to  sleep.  Can’t  stand  all  these 
doctors.” 

12  n.f.  (c.40) 

Question  of  stone  left 
in  common  duct. 

Long  discussion.  Should  one 
take  it  out? 

“I  don't  want  another  operation.” 

7 w.f.  (35) 

Splenectomy. 

Long  discussion  of  condition 
and  all  its  ramifications. 

“I  resented  all  the  doctors  and  the  long 
consultation.  Felt  like  a bug  on  a pin. 
I am  accustomed  to  private  care,  but 
have  fallen  on  hard  times.  No  one 
thinks  of  you  here  as  a human  being." 

17  w.f.  (12) 

Chronic  appendix? 

Very  brief  pause  at  the  pa- 
tient’s bedside,  with  only 
the  statement  by  the  in- 
tern, “Suspected  appendix. 
Her  third  admission  for  it.” 

Patient  had  been  up  and  about,  talking 
and  playing  cheerfully  with  the  other 
patients  when  the  staff  entered.  She  got 
into  bed  and  lay  rigid,  with  a malar  flush 
(which  resident  says  she  often  gets). 
Later  says,  “I’m  scared  of  the  doctors 
and  don’t  want  any  operation.”  Her 
friend  adds  that  she  is  so  scared  that  she 
will  not  tell  the  doctor  when  it  “really 
hurts  bad.” 

32  w.f.  (55) 

Epigastric  hernia, 
postoperative. 

Examination  and  discussion 
of  possibility  of  further  sur- 
gery. 

Patient  does  not  look  very  intelligent  but  is. 
Alert  and  distressed  over  entire  discus- 
sion of  need  for  further  surgery.  Is 
anxious.  “Nobody  told  me  the  full  facts.” 

27  w.f.  (82) 

Radical  breast,  post- 
operative. 

Long  bedside  discussion  of  al- 
ternative procedures,  age  of 
patient,  etc. 

Terribly  nervous  about  having  all  the  doc- 
tors around  discussing  her  case.  Accus- 
tomed to  the  German  doctors  who  “don’t 
do  this  way.”  Also  resentful  because 
accustomed  to  private  treatment.  Angry 
at  her  German  doctor  because  he  said  it 
was  nothing  and  it  turned  out  to  be  can- 
cer. Is  worried  that  the  operation  was 
too  late  (at  82!).  Also  had  a cataract 
operation  and  needs  another.  Is  allergic 
and  asthmatic  she  says,  also  fearful  and 
anxious. 

28  w.f  (40) 

Constrictive  lesion  of 
esophagus. 

Long  discussion  of  condition 
and  what  to  do. 

Patient  bird-like  in  agitation  and  anxiety 
refuses  all  procedures.  “I  want  to  die. 
They  keep  feeding  me  with  needles  when 
I know  I can  swallow.  I swallow  water.” 
(Patient  responded  to  discussion  and  con- 
sented to  I.V.s  but  kept  darting  out  of 
bed  and  coming  to  ask  further  questions 
and  reassurance  until  I.V.  was  in. 

remark  to  mean  another  operation  was  necessary 
and  was  ridiculed  by  him  for  it,  which  made  her 
very  angry,  and  patient  44  (Table  VI)  was  upset 
because  her  question  was  ignored. 

Sometimes  the  patient  is  upset  by  carelessly  used 
terms  which  have  an  ominous  significance  like 
“five-year  survival,”  “C.A.,”  “carcinomatous,” 
or  “malignancy.”  Generally,  the  surgeons  were 
very  careful  to  substitute  masking  terms,  but  it  is 
perhaps  inevitable  that  a slip  should  occasionally 
occur.  The  patient  may  be  visibly  upset  but  may 
not  be  willing  consciously  to  “believe  her  own  ears,” 
and  may  use  the  mechanism  of  denial. 

With  reference  to  patient  15  (Table  VII),  these 
terms  were  used  frequently,  but  she  was  quite  will- 
ing to  accept  the  intern’s  statement  that  she  had 
a stone  which  must  be  removed.  However,  her 
doubt  crops  up  in  her  repeated  use  of  the  phrase 
“a  stone — or  whatever  it  is.” 


In  several  instances  where  ominous  terms  were 
used,  the  patient  was  deaf  as  in  case  40,  not  very 
bright  as  in  Table  VIII,  case  37,  or  did  not  under- 
stand English  very  well  as  in  case  5 (Table  VIII). 

The  case  in  Table  IX  show  that  sometimes,  in 
their  zeal  in  discussing  a case,  the  surgeons  may 
forget  that  the  patient  is  listening,  too.  Then  a 
traumatic  piece  of  information  may  slip  out,  or  a 
prognosis  which  is  not  intended  for  the  patient’s 
ears  majr  be  pronounced  (case  1).  At  other  times, 
an  unusual  condition  may  be  examined  by  too 
many  doctors  for  the  comfort  of  the  patient  (case 
20).  When  a discussion  goes  off  into  theoretical 
territory  and  research  is  brought  in,  the  patient 
may  not  follow  the  doctor  but  keep  thinking  that 
the  discussion  is  about  her  and  become  very  upset 
(case  2). 

Through  carelessness  in  drawing  the  curtains 
around  a patient  who  is  to  be  undraped,  or  through 
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TABLE  VI 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

38  w.m.  (22) 

Gynecomastia. 

Discussion  of  whether  or  not 
operation  is  desirable  for 
cosmetic  reasons. 

Patient  was  scared  by  use  of  the  term  “gyn- 
ecomastia” and  feared  it  meant  “car- 
cinomatous degeneration”.  Was  relieved 
on  learning  it  was  merely  the  name  of  his 
condition.  A rather  immature  young 
man  who  readily  discussed  his  condition 
and  is  not  troubled  too  much  by  it. 
Somewhat  effeminate. 

8 w.f.  (26) 

Midmetatarsal  ampu- 
tation and  tenot- 
omy (all  in  one 
year). 

Chief  and  staff  moved  off,  out 
of  range,  to  discuss. 

Angry,  because  “when  they  finally  get  to 
look  at  me,  they  go  off  where  I can’t  hear 
what  they  are  saying.” 

19  w.f.  (50) 

Diabetic  with  gan- 
grenous spot  on  toe. 

Statement  was  made:  “The 

prognosis  in  this  case.  . . 
then  doctor  turned  away  to 
finish  discussion. 

Patient  was  anxious  and  very  upset  at  his 
turning  away.  Has  read  everything  she 
could  lay  hands  on  about  diabetes  and  is 
in  mortal  dread  of  having  to  lose  foot. 
“I  am  alone  in  the  world  and  if  I have  to 
lose  my  foot,  I can’t  work  and  there  is  no 
point  in  going  on  living.”  Said  she  would 
never  consent  to  operation.  (This  pa- 
tient reacted  well  to  full  and  frank  dis- 
cussion of  her  condition  and  consented  to 
amputation  of  hallus.  Had  lost  husband 
suddenly  after  a late  marriage  and  four 
idyllic  years.) 

18  n.f.  (35) 

Hernia,  third  day 
postoperative. 

Patient  became  visibly  upset 
at  remark  “If  I were  oper- 
ating on  this  one 
when  she  broke  in  with 
“when  are  you  going  to  op- 
erate?” was  told  “you  silly 
girl.  You’ve  had  your  op- 
eration.” to  staff : “Doesn’t 
that  beat  all?  Doesn’t 

know  she’s  been  operated!” 

Patient  says,  “I  was  frightened  stiff  and  in 
pain  at  every  touch.  I thought  he  meant 
he  was  going  to  do  it  over  again.  I left 
my  children  with  no  one  really  to  take 
care  of  them  and  just  couldn’t  go  through 
it  again.  I got  panicky.  They  didn’t 
have  to  laugh  at  me.  How  do  they  expect 
me  to  understand  their  ‘doctor  talk’?” 

44  w.f.  (30) 

Abdominal  tumor, 

probably  ovarian, 
requiring  oophorec- 
tomy. Patient  is 

pregnant. 

Patient  asks  questions,  ap- 
prehensive lest  ovary  be 
removed,  and  lest  preg- 
nancy be  interrupted.  Ques- 
tions ignored. 

Patient  was  angry  at  ignoral  of  her  ques- 
tions. Was  not  told  full  facts,  including 
probable  necessity  for  removal  of  ovary 
or  that  pregnancy  need  not  be  inter- 
rupted, and  one  ovary  sufficient  for  future 
pregnancies.  After  discussion  of  all  as- 
pects she  accepted  loss  of  ovary  as  possi- 
bility and  calmed  her  anxiety.  Opera- 
tion resulted  in  loss  of  ovary  without  in- 
terruption of  pregnancy,  but  when  she 
asked  whether  she  had  lost  ovary  was 
still  not  told.  She  was  anxious  and  angry. 
Told  the  truth,  she  accepted  it  and  was 
able  to  relax. 

14  n.f.  (25) 

Pilonidal  cyst  post- 
operative. 

Chief  tells  of  procedure  during 
war — excision  and  packing 
with  gauze. 

“I  don’t  like  to  sfee  so  many  doctors  stand- 
ing around  me.  Makes  me  nervous  and 
frightened.  Don’t  understand  what  they 
said  about  packing  me  with  gauze.  Am 
worried.  I don’t  understand  why  I need 
another  operation.” 

TABLE  VII 


Case, 

Description, 

and  Age  Diagnosis 


15  w.f.  (55)  Carcinoma  pancreas, 
preoperative. 


Procedure  or 
Comment  of  Surgeons 

Long  discussion,  using  terms  ''ca" 
and  “malignancy”  frequently,  in 
deciding  whether  to  excise  or  do 
partial  pancreatectomy,  bypass, 
etc.  Resident  finished  by  saying 
“Well,  you’ve  got  a stone,  and 
we’re  going  to  take  it  out.”  (“Mi- 
totic lesion”  was  also  used  a num- 
ber of  times.) 


Patient's  Reaction 
(as  elicited  by  psychiatrist) 

I am  worried  about  the  operation, 
but  if  I’ve  got  a stone — or  what- 
ever it  is — I’d  better  have  it  out”. 
(Patient  upset  by  “C.A.”  dis- 
cussion, but  the  nearest  she  could 
come  to  verbalizing  her  worry, 
was  “or  whatever  it  is.”  Resi- 
dent's positive  statement  gave  her 
something  to  latch  onto  and  as- 
sured her  emotional  consent  to  the 
operation.  She  repeated  “or  what- 
ever it  is”  several  times.) 
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TABLE  VIII 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

40  w.ra.  (50) 

Gastrectomy  after 
massive  hemorrhage 
(postoperative) . 

One  of  staff  asks  about  the  “carcino- 
matous possibilities”  in  hearing  of 
the  patient. 

Patient  proves  to  be  rather  deaf  and 
“did  not  hear  anything”  that  was 
said. 

37  w.m.  (50) 

Hernia  with  persistent 
constipation,  treated 
nonoperatively. 

Lengthy  discussion.  “I  originally 
thought  there  was  a carcinomato- 
sis.” 

Patient  is  talkative  and  anxious  but 
did  not  react  to  the  discussion  or 
to  the  mention  of  carcinoma,  which 
apparently  went  completely  over 
his  head.  Is  of  moderate  intelli- 
gence and  had  language  difficulty. 

5 w.f.  (Go) 

Radical  mastectomy. 

Discussion  of  “five-year  survival,” 

“I  didn’t  mind  all  the  doctors  talking. 

“metastases.”  Question  by  chief : I didn’t  understand  them’s  lan- 

“Was  this  the  right  procedure?”  guage  so  much.  So  don’t  know 

what  the  doctors  were  saying.” 
(Norwegian  with  little  English.) 


TABLE  IX 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

1 w.f.  (65) 

Midmetatarsal  ampu- 
tation, diabetic  (on 
ward  8 months). 

“Most  of  these  come  to  a higher 
level.” 

Very  disturbed  by  rounds.  “After 
all  the  trouble  healing  this  wound, 
don’t  tell  I am  going  to  be  cut 
higher.” 

20*  n.f.  (45) 

Large  ligneous  mass 
in  neck  at  left  ster- 
nocleidomastoid. 

Six  or  seven  of  staff  examined  the 
mass  thoroughly. 

“I  think  it’s  fine  for  all  the  big  doc- 
tors to  take  an  interest,  but  my 
neck  hurts  now.  It  didn’t  before. 
I wasn’t  afraid — just  nervous.” 

2 n.f.  (40) 

Ulcerative  colitis  (on 
ward  2 months). 

Question  (by  chief,  of  visiting  doc- 
tor) “Have  you  had  experience 
with  this  kind  of  case,  Doctor?” 
Answer:  “I’ve  lost  one.”  (In  dis- 
cussing another  procedure  used  on 
another  series  of  cases.) 

Patient's  mouth  fell  open  and  eyes 
popped.  “When  he  said  'I’ve  lost 
one’  I thought  I’d  die.  I was 
scared  to  death.  I know  it  wasn’t 
about  me  and  something  else  was 
under  discussion,  but  I’ve  suffered 
long  and  hard  from  this  sickness 
for  years,  and  I’m  just  plain  dis- 
couraged. I was  panicked.” 

* Note  on  case  20,  above:  Seen  two  weeks  later,  stony  hard  neck  mass  had  proved  to  be  an  abscess,  had  shrunk  and  was 
now  small  and  soft,  also  painless.  ”1  didn’t  mind  the  doctors  today,  because  my  neck  doesn’t  hurt,  but  last  time  it  hurt  ter- 
ribly and  I got  very  nervous.  All  the  doctors  poking  and  poking  made  my  neck  terribly  painful.  I’m  glad,  though,  that  I’m 
getting  better.” 


leaving  her  undraped  while  the  discussion  continues 
after  examination,  the  patient  may  be  caused  em- 
barrassment and  distress  (case  24,  Table  X). 

Sometimes  a long  discussion  evoked  differences 
of  opinion  which  divided  the  group  as  to  a diagnosis 
or  a procedure.  Before  the  operation,  the  patient 
usually  regards  this  favorably,  as  a sign  that  much 
thought  and  concern  are  being  given  to  her  case. 
In  some  cases  the  patient  is  disturbed  at  the  possi- 
bility that  the  wrong  procedure  will  be  the  one 
chosen.  However,  after  the  operation,  intimations 
that  another  procedure  might  have  been  used  or 
criticisms  of  what  was  done  are  disturbing  to  the 
patient. 

In  case  8 (Table  VI),  the  patient  knew  the  dif- 
ference of  opinion  as  to  whether  a midmetatarsal 
or  a midthigh  operation  should  be  done  and  vented 
her  hostility  upon  the  staff  for  a whole  year,  be- 
cause the  operation  chosen  was  the  conservative 
one,  despite  the  fact  that  it  was  motivated  by  the 
desire  to  save  her  limb.  Every  ward  round  was 


an  occasion  for  further  recharging  of  the  batteries 
of  her  anger. 

In  a number  of  cases  the  patient  was  left  disturbed 
because  discussion  centered  around  whether  the 
attending  would  have  chosen  the  procedure  that 
the  resident  or  intern  performed.  In  case  10  (Table 
XI),  the  patient  was  very  ill  but  listened  while  an 
attending  scolded  the  intern  and  said  the  tube 
was  not  passed  right  and  had  not  reached  the 
place  where  it  could  do  the  patient  any  good.  The 
patient  finally  concluded  that  he  was  going  to  die, 
in  spite  of  all  his  suffering.  This  patient  had  tubes 
from  both  ends  and  also  intravenous  apparatus 
attached  to  him. 

In  all  instances  observed  it  was  upsetting  to 
patients  to  have  their  doctor  scolded,  disciplined, 
or  humiliated  in  their  presence  by  his  superiors. 
Invariably,  the  patients  defended  their  doctor  and 
expressed  sympathy  for  him.  Since  the  patient 
must  rely  on  the  intern  or  resident  for  her  care, 
she  evidently  dare  not  lose  confidence  in  him. 
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TABLE  X 


Case, 

Description,  Procedure  or  Patient’s  Reaction 

and  Age  Diagnosis  Comment  of  Surgeons  (as  elicited  by  psychiatrist) 


24  n.f.  (40)  Liver  abscess 


Statement  made  “Pus  has  no 
odor”  disturbed  patient.  Also, 
in  draping  patient  after  exam- 
ining, breasts  were  left  ex- 
posed while  discussion  went 
on  5 minutes. 


Patient  felt  very  upset  and  nervous  and 
terribly  embarrassed  that  her  body  was 
exposed  before  all  the  doctors  all  the 
time  they  were  talking  about  her. 
Couldn’t  understand  why  her  pus  had 
no  odor  and  thought  that  was  a bad 
sign.  “But  thank  God,  I’m  getting 
better.” 


TABLE  XI 


Case, 

Description,  Patient’s  Reaction 

and  Age  Diagnosis  Procedure  or  Comment  of  Surgeons  (as  elicited  by  psychiatrist) 


10  w.m.  (old)  Intestinal  obstruction 
with  tubes  top  and 
bottom. 


22  w.f.  (50)  Possible  cholecystec- 
tomy, common  duct 
stone. 


“We  have  here  an  upper  and  a lower  prob- 
lem.” Long  discussion  on  whether  tube 
is  down  to  the  obstruction  and  how  to 
get  it  down.  “Was  it  done  right?  If 
you  don’t  get  it  down  in  24  hours  we 
may  have  to  go  in  and  operate.  Other- 
wise we’ll  miss  the  boat.”  (Latter  re- 
peated.) 

Description  of  conservative  handling 
evokes  angry  retort  from  attending: 
“What’s  a hospital  for?”  Tearing  down 
of  intern  continues  in  front  of  patient 
and  in  hearing  of  others. 


Patient  very  ill  but  listened  care- 
fully and  on  “miss  the  boat” 
his  eyes  popped.  “Doctors 
are  trying,  but  I’m  going  to 
die.” 


Patient  is  glad  her  doctor  (in- 
tern) is  not  rushing  to  oper- 
ate. Sorry  he  was  “bawled 
out  by  the  professor.” 


TABLE  XII 


Case, 

Description,  Procedure  or  Patient’s  Reaction 

and  Age  Diagnosis  Comment  of  Surgeons  (as  elicited  by  psychiatrist) 


46  w.f.  (65)  Midmetatarsal  ampu- 
tation. 


42  w.f.  (42)  Gall  bladder.  Ques- 
tion of  operation  or 
conservative  treat- 
ment. 


Attending  had  ordered  tubes  for  sur- 
face irrigation.  This  had  not  yet 
been  done.  Attending  asked  intern 
why  not.  He  replied  that  he  had 
not  had  time.  Was  blasted  “sky- 
high”  in  front  of  patient  and  in 
hearing  of  entire  ward. 


Intern  and  resident  were  talking  dur- 
ing presentation.  Attending  asked 
a question  but  reply  was,  “I  didn't 
hear  the  question.”  “Of  course 
you  didn’t.  That’s  why  I called 
on  you.  You  were  talking  away 
all  the  time.  I don’t  think  that’s 
right.”  (Talk  was  actually  about 
whether  I.V.  cholangiograms  were 
ready  and  could  be  gotten  for  pres- 
entation at  rounds.) 


Patient  asked,  “What  did  you  think 
of  the  incident  with  your  doctor?,” 
replied  “What  incident?”  I mean 
about  the  tubes.”  “I  don’t  re- 
member anything  special  happen- 
ing.” Patient  continued  to  deny 
the  episode  until  it  was  specifically 
mentioned.  “Oh,  that.  It  was 
terrible.  But  that’s  the  way  things 
always  are  on  this  ward.  The 
nurses  are  always  screaming  at  pa- 
tients or  nurses  or  doctors.”  Then 
followed  a long  pentup  list  of 
grievances  and  instances  of  alleged 
neglect.  “Why  haven’t  you 
spoken  up  before  this?”  “I  was 
afraid,  and  what’s  the  use?”  (This 
patient  had  been  listed  for  a con- 
sultation with  the  psychiatrist  by 
Social  Service  because  she  was  too 
quiet  and  uncomplaining.) 

Patient  was  upset  about  her  doctor 
being  “bawled  out”  like  a school- 
boy in  presence  of  all  the  doctors. 
“All  the  other  patients  could  hear, 
and  I was  ashamed  for  him.” 


In  Case  46  (Table  XII),  the  patient  blocked  the 
episode  completely  out  of  mind  and  did  not  remem- 
ber it  a few  minutes  after  it  had  happened.  But  it 
was  clear  from  the  discussion  which  followed  how 


much  it  had  upset  her.  It  released  for  the  first 
time  the  flow  of  her  long-suppressed  grievances. 

Occasionally  there  seems  to  be  evidence  that  the 
well-known  process  of  “denial”  can  be  a two-way 
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TABLE  XIII 


Case, 

Description, 
and  Age 

Diagnosis 

Procedure  or 
Comment  of  Surgeons 

Patient’s  Reaction 
(as  elicited  by  psychiatrist) 

49  w.f.  (49) 

Colostomy  with  ex- 
tensive anal  and 
rectal  surgery. 

Quickly  passed  by  with  the  aside — 
“a  chronic  bellyacher.’’ 

Patient  claims  it  is  impossible  to  get 
anyone  to  believe  her  that  her  legs 
are  weak  and  caused  her  to  col- 
lapse, and  that  thighs  and  knees 
are  numb.  Patient  complained 
excessively  of  pain  and  generalized 
misery.  (Neurologic  consultation 
with  positive  findings  confirmed 
patient’s  complaints  about  legs  and 
nu  mb  ness.) 

47  w.f.  (65) 

“Cardiac  neurosis.” 

Patient  was  passed  by  quickly  with 
remark  that  she  has  endless  com- 
plaints not  substantiated  by  any 
physical  findings  or  numerous  ex- 
aminations, including  ECG. 

“Grabs  hold  of  anyone  who  will 
listen,  goes  on  hysterically,  and 
won’t  let  go.” 

Patient  behaved  exactly  as  described 
but  chart  showed  more  evidence 
than  seemed  to  be  recognized.  Pa- 
tient’s attitude  repelled,  and  doc- 
tors seemed  to  “deny,”  to  escape 
being  with  her.  Further  study,  in- 
cluding ECG  repeat,  revealed 
nothing.  But  the  following  day 
the  patient  died  of  a coronary. 

TABLE  XIV 


Case, 

Description,  Procedure  or  Patient's  Reaction 

and  Age  Diagnosis  Comment  of  Surgeons  (as  elicited  by  psychiatrist) 


43  w.f . (72) 


45  w.f.  (2G) 


Intestinal  obstruction.  Staff  pleaded  with  patient  to 
Patient  refused  per-  grant  permission  for  opera- 

mission  to  operate.  tion. 


Colostomy,  postoper-  Brief  observation  of  patient 
ative,  with  severe  with  cheerful  statement, 

complications,  mul-  “You’re  doing  O.K.” 

ti-abscesses,  etc., 
due  to  opening  left 
into  abdominal  cav- 
ity. 


Question  was  whether  to  tell  her  of  the 
mortal  danger,  if  not  operated.  It  was 
done.  She  still  refused.  She  said. 
“Doctors  told  me  that  before,  and  I 
lived.  If  I can’t  live  without  an  opera- 
tion. I want  to  die."  Patient  finally 
said  she  would  think  it  over  and  make  a 
decision  in  the  evening  when  her  chil- 
dren came.  Her  decision  was  still  nega- 
tive, and  she  died  the  following  morn- 
ing. 

Patient  knows  she  is  very  sick  and  really 
doesn’t  care  whether  she  lives  or  dies, 
but  thinks  all  the  doctors  are  trying 
and  doing  their  best  for  her.  “Too 
many  doctors  do  too  many  things  for 
me  at  too  many  different  times.  I find 
myself  dreading  the  dressing  or  irriga- 
tion all  day  and  am  worn  out  by  the 
time  it  is  done.  Couldn’t  it  be  done  the 
same  time  every  day  so  I can  prepare 
myself  to  take  it?  The  uncertainty  is 
wearing  me  down.” 


street,  the  doctors  “denying”  in  some  cases,  too. 
A patient  with  an  unsympathetic  personality  or  with 
too  many  complaints  may  be  shrugged  off  because  of 
the  effect  she  creates,  although  a serious  condition 
may  exist  (case  49,  Table  XIII).  In  other  instan- 
ces, even  the  most  thorough  attention  to  such  pa- 
tients, despite  their  personality,  fails  to  reveal  what 
is  actually  there  (case  47,  Table  XIII). 

In  one  instance,  on  the  contrary,  in  a patient 
with  a very  negative  personality  but  in  mortal 
danger,  great  efforts  were  made  to  persuade  her  to 
undergo  lifesaving  surgery,  without  avail,  and  the 
patient  died  (case  43,  Table  XIV). 

This  is  also  in  contrast  to  the  attitude  expressed 
by  one  of  the  attending  staff  in  the  hearing  of  the 
patients  during  ward  rounds:  “I  don’t  waste  time 


pitying  the  patient.  This  is  it.  Take  it  or  leave 
it.”  One  patient  who  overheard  this  remark  (case 
8,  Table  VI)  said,  “If  he  had  been  my  doctor,  I 
would  have  been  out  of  the  hospital  long  ago.” 
(This  is  the  patient  with  midmetatarsal  instead  of 
midthigh  amputation.)  Another  (case  7,  Table  V) 
who  had  resented  all  the  doctors  around  her  said, 
“Some  doctors  are  dolls;  some  are  just  brutal.” 

Sometimes  an  overly  optimistic  attitude  toward  a 
very  sick  patient  leaves  her  with  the  feeling  that 
her  real  needs  are  not  understood  or  met  (case  45, 
Table  XIV). 

Comments:  Surgical  Ward  Rounds 

Differences  between  the  medical  and  surgical 
ward  rounds  findings  are  apparent  in  this  study. 
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They  may  be  based  on  the  variety  of  factors  which 
operate  in  reality  to  differentiate  the  two  situations. 
Some  of  the  factors  which  suggest  themselves  as 
perhaps  relevant  follow. 

Those  Related  to  the  Knife. — All  people 
fear  illness.  However,  the  knife  may  evoke  a special 
reaction  in  patients,  not  only  because  of  the  fearful 
conscious  implications  (i.e.,  the  seriousness  of 
illnesses  requiring  surgery;  the  calculated  risk  of 
death;  the  certain  pain  and  discomfort;  the 
possibility  of  permanent  disability,  as  in  amputa- 
tions, colostomies,  etc.),  but  also  because  it  evokes 
and  mobilizes  unconscious  emotions  (such  as  deep- 
seated  castration  fears  and  death-wishes).  The 
knife  may  also  become  endowed  in  the  mind  of  the 
patient  with  exaggerated  positive  significance  and 
powers,  creating  an  almost  magical  aura  around 
this  aspect  of  medical  practice.  This  is  highlighted 
in  a simple  but  poignant  statement  by  Schweitzer1, 
“.  . .The  native  soon  realizes  that  the  white  physi- 
cian is  superior  to  his  fetish  doctor,  when  he  learns 
that  the  white  doctor  knows  how  to  bring  cures 
with  a knife.”  This  attitude  is  not  limited  to  abo- 
rigines. The  process  of  bringing  “cures  with  a 
knife”  evidently  has  psychologic  implications,  both 
before  surgery,  during  the  operation,  and  during  the 
period  of  recovery. 

Those  Related  to  Anesthesia. — The  use  of 
anesthesia  in  surgical  procedures  is  also  a factor  with 
a psychologic  implication.  The  surgical  patient 
must  not  only  accept  the  knife,  but  under  the  most 
commonly  used  forms  of  anesthesia  must  also  yield 
consciousness  and  bodily  control.  To  some,  this 
is  undoubtedly  a traumatic  experience,  while  others 
probably  crave  the  oblivion  which  it  affords  and 
seem  to  object  to  such  procedures  as  spinal  anes- 
thesia. Sometimes  pain  fails  to  be  deadened  com- 
pletely by  the  anesthetic,  causing  a great  emotional 
upheaval  in  the  half-conscious  patient.  Case  49 
(Table  XIII),  the  “chronic  complainer,”  fell  into 
this  category  and  claimed  that  she  suffered  excruci- 
ating pain  throughout  the  operation.  Another 
patient  under  general  anesthesia  for  a leg  amputa- 
tion (not  reported  in  this  series  because  her  case 
did  not  come  in  the  ward  rounds  study)  had  a 
cardiac  arrest  on  the  operating  table  which  re- 
quired life-saving  surgical  intervention.  She  stated 
afterwards,  "I  made  up  my  mind  not  to  come  out 
of  the  anesthetic.  I didn’t  want  to  live  with  my 
foot  cut  off.” 

All  the  factors  which  have  led  to  the  establishment 
of  “Recovery  Rooms”  may  also  apply  here,  since 
surgical  ward  patients  do  not  have  the  benefit  of 
this  facility  at  the  hospital.  Also,  the  “Case  Study” 
procedure  being  used  at  this  hospital  in  the  training 
of  nurses,  wherein  the  trainee  stays  with  a patient 
throughout  the  preparation,  anesthetization,  op- 


eration, and  recovery,  has  potential  value  for  us, 
probably  as  a source  of  information,  and  merits 
further  exploration. 

Those  Related  to  the  Physician. — There  are 
a number  of  questions  raised  by  this  study  in  rela- 
tion to  vocational  choice,  and  certainly  the  apparent 
differences  between  some  of  the  findings  on  the 
medical  and  surgical  services  may  have  something 
to  do  with  the  type  of  person  who  selects  one  or  the 
other  as  a specialty. 

In  this  limited  series  of  observations  (over  a 
period  of  several  months),  no  intern  or  resident 
was  observed  to  receive  open  commendation  or  ap- 
proval from  an  attending  on  surgical  ward  rounds, 
while,  on  the  contrary,  open  rebuke  or  criticism  in 
the  presence  of  patients  did  occur.  It  is,  of  course, 
possible  that  the  residents  and  interns,  knowing  their 
chiefs  and  working  with  them  daily,  may  have  re- 
ceived implicit  signs  of  commendation  or  approval 
to  which  the  observer  lacked  the  necessary  clues. 
It  may  also  be  a question  for  future  exploration 
whether  the  observed  fact  that  patients  are  fre- 
quently upset  by  ward  rounds  on  surgery,  but 
rarely  on  medicine,  stems  from  the  same  factor  or 
is  due  to  other  causes,  such  as  the  fact  that  on 
medicine  only  part  of  the  presentation  takes  place 
at  the  bedside,  whereas  on  surgery  the  long  con- 
ferences take  place  wholly  at  the  bedside. 

Discussion 

Ward  rounds  may  be  regarded  as  having  a dual 
function:  didactic  and  therapeutic.  This  has  been 
well  expressed  by  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association.2 
“The  most  important  phase  of  intern  instruction 
consists  in  daily,  regularly  organized  ward  rounds 
with  well-conducted  teaching  at  the  bedside.  By 
this  is  meant  systematic  instruction  of  the  intern  by 
the  attending  physician  with  an  ample  discussion  of 
the  history,  the  physical  examination,  the  clinical 
and  laboratory  findings,  the  diagnosis,  and  the  treat- 
ment of  each  patient.  The  social  and  psychologic 
aspects  of  the  case  should  receive  proper  emphasis. 
It  is  the  duty  of  the  attending  physician  in  direct 
charge  of  the  patients  assigned  to  the  intern  to  con- 
duct such  teaching. . .” 

It  would  seem  a worthy  subject  for  staff  discussion 
whether  it  is  possible  to  increase  the  therapeutic 
value  of  ward  rounds  without  impairing  their 
teaching  value.  On  the  basis  of  what  we  learned 
in  this  study,  we  would  offer  the  following  for 
discussion: 

1.  Can  the  bedside  conference  on  surgical  wards 
be  limited  in  greater  degree  than  at  present  to  the 
examination  and  observation  of  the  patient,  con- 
ducting more  of  the  discussion  of  history,  findings, 
and  diagnostic  possibilities  out  of  the  patient’s 
earshot? 
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2.  Keeping  in  mind  the  rather  exalted  position 
the  attending  occupies  in  the  eyes  of  the  average 
patient,  could  this  position  be  exploited  for  positive 
therapeutic  purposes?  . The  attending  who  is 
conscious  of  the  therapeutic  as  well  as  the  didactic 
functions  of  ward  rounds  might,  perhaps  as  a routine, 
initiate  the  bedside  conference  with  a friendly 
greeting  and  give  the  patient  a chance  to  voice 
some  of  his  comments  and  complaints  directly. 
Afterward,  the  attending  might  offer  the  patient 
whatever  summary  and  reassurances  he  deems 
appropriate.  The  patient  would  of  course,  as  far 
as  possible,  be  talked  “to”  rather  than  “about” 
in  any  discussion  which  goes  on  in  his  presence. 

3.  Since  we  all  know  that  uncertainty  can  be 
more  distressing  than  the  most  unpleasant  facts 
when  they  are  clearly  known,  care  will  naturally 
be  taken  at  rounds  by  the  aware  surgeon  that  the 
patient  is  not  left  in  a state  of  agitated  uncertainty 
as  to  her  condition  and  outlook. 

4.  This  study  calls  attention  again  to  the  need 
for  respect  for  the  patient’s  person  and  privacy 
and  also  to  some  of  the  special  problems  inherent 
in  open  examination  of  ileostomies,  colostomies, 
incisions,  etc.  It  was  also  emphasized  again  that 


painful  examinations  on  rounds  will  be  kept  at  a 
minimum  by  the  sensitive  physician. 

5.  When  ward  rounds  serve  to  increase  the 
dignity  and  authority  of  the  interns  and  residents 
in  the  eyes  of  the  patient  who  must  rely  on  them 
for  daily  care,  the  effectiveness  seems  to  be  en- 
hanced. The  older  colleague  making  rounds  thus 
lends  the  aura  of  his  position  to  his  younger  col- 
leagues for  the  ultimate  benefit  of  the  patient. 

6.  This  study  emphasizes  how  important  it  is 
that  the  greatest  possible  care  be  exercised  to  avoid 
diagnostic  terminology  which  can  be  disturbing  in 
the  presence  of  the  patient.  This  seems  to  apply 
also  to  the  discussion  of  animal  experimentation, 
mortality  statistics  and  the  like. 
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ACTH  and  Cortisone  as  Adjuncts  in  the  Treatment  of  Advanced  Putmonary 

Tuberculosis 


Although  combined  use  of  ACTH  or  cortisone  and 
antibiotics  in  overwhelming  bacterial  infections  has 
become  accepted,  such  therapy  has  been  barred  in 
pulmonary  tuberculosis  because  of  reports  of  acceler- 
ation and  dissemination  of  the  infection  as  a result 
of  steroid  therapy.  The  authors,  however,  present 
three  cases — -alcoholics  with  far-advanced  lung 
involvement  who  had  become  moribund  on  anti- 
tuberculosis therapy — who  improved  dramatically 


on  hormone  treatment.  In  the  opinion  of  the  authors 
results  in  these  cases  support  the  evidence  (re- 
ported chiefly  in  foreign  journals)  that  advanced 
active  pulmonary  tuberculosis,  especially  in  debili- 
tated persons,  responds  well  to  combined  therapy 
provided  adequate  antibiotic  coverage  is  instituted 
and  drug  resistance  is  excluded. — Peter  Elsbach  and 
John  R.  Edsall,  Annals  of  Internal  Medicine, 
February,  1957 
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Linus  Samuel  Cave,  M.D.,  of  Syracuse,  died  on 
August  10  at  the  age  of  sixty-nine.  Dr.  Cave 
graduated  from  Syracuse  University  College  of 
Medicine  in  1912  and  interned  at  St.  Joseph’s  Hos- 
pital. He  was  senior  attending  otolaryngologist  at 
St.  Joseph’s  and  Syracuse  Memorial  Hospitals,  and 
honorary  otolaryngologist  at  City  Hospital.  Dr. 
Cave  was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  the 
Syracuse  Academy  of  Medicine,  the  Central  New 
York  Eye,  Ear,  Nose,  and  Throat  Society,  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Assocation. 

Clyde  K.  Conrad,  M.D.,  of  Chappaqua,,  died  on 
August  21  in  Fort  Jay  Hospital,  Governor’s  Island, 
at  the  age  of  sixty.  Dr.  Conrad  graduated  in  1924 
from  the  University  of  Illinois  College  of  Medicine. 
He  was  a flight  surgeon  for  Eastern  Airlines.  Fol- 
lowing his  graduation  from  medical  school,  Dr. 
Conrad  was  medical  director  of  the  Brewster  Aero- 
nautical Corporation. 

Samuel  Lawrence  Ellenberg,  M.D.,  of  New  York 
City,  died  in  the  French  Hospital  on  August  23 
at  the  age  of  fifty-four.  Dr.  Ellenberg  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1929  and  interned  at  Lincoln  Hos- 
pital. He  was  an  attending  in  pediatrics  at  Lincoln 
Hospital,  chief  of  pediatrics  at  French  Hospital 
Outpatient  Department,  and  an  associate  in  pediat- 
rics at  St.  Clare’s  Hospital.  Dr.  Ellenberg  was  a 
Licentiate  of  the  American  Board  of  Pediatrics,  a 
Fellow  of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Raymond  A.  Flynn,  M.D.,  of  the  Bronx,  died  on 
August  24  at  the  age  of  fifty-seven.  Dr.  Flynn 
graduated  from  Georgetown  University  School  of 
Medicine  in  1926.  He  was  an  attending  in  surgery 
at  Union  Hospital  of  the  Bronx  and  an  associate  in 
surgery  at  Fordham  Hospital.  Dr.  Flynn  was  a 
Fellow  of  the  American  College  of  Surgeons  and  a 
member  of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Henry  Gordon,  M.D.,  of  New  York  City, 
died  on  May  5.  Dr.  Gordon  graduated  from  the 
University  of  Michigan  School  of  Medicine  in  1916. 
He  was  a Diplomate  of  the  American  Board  of 


Internal  Medicine  and  a Fellow  of  the  American 
College  of  Physicians. 

John  C.  Hoeffler,  M.D.,  of  Newark,  died  on  May 
18  at  the  age  of  eighty-two.  Dr.  Hoeffler  graduated 
in  1906  from  the  University  of  Buffalo  School  of 
Medicine. 

Rudolf  Holz,  M.D.,  of  the  Bronx,  died  on  August 
28  at  the  age  of  sixty.  Dr.  Holz  received  his  medical 
degree  in  1925  from  the  University  of  Vienna.  He 
was  an  attending  otolaryngologist  at  Fordham  Hos- 
pital. Dr.  Holz  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
Bronx  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Louis  Frederick  Licht,  M.D.,  of  Old  Westbury, 
died  in  his  summer  home  in  Oquossoc,  Maine,  on 
August  5 at  the  age  of  eighty.  Dr.  Licht  graduated 
in  1903  from  Cornell  University  Medical  College. 
He  was  a consultant  in  surgery  at  Mary  Immaculate 
Hospital,  Jamaica,  and  formerly  had  been  chief  of 
the  surgical  staff  there.  Dr.  Licht,  who  retired 
two  years  ago,  was  a Fellow  of  the  American  College 
of  Surgeons  and  a member  of  the  Queensboro  Sur- 
gical Societ.y,  the  Nassau  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Lawson  G.  Lowrey,  M.D.,  of  New  York  City  and 
Hartsdale,  died  in  Knickerbocker  Hospital  at  the 
age  of  sixty-six  on  August  16.  Dr.  Lowrey  gradu- 
ated from  Harvard  University  Medical  School  in 
1915.  He  was  an  associate  in  psychiatry  at  Vander- 
bilt Clinic,  Columbia-Presbyterian  Medical  Center. 
He  was  the  first  editor  of  the  American  Journal  of 
Orthopsychiatry  and  served  in  that  post  until  his 
resignation  in  1948.  From  1909  to  1912  he  was 
assistant  professor  of  anatomy  and  assistant  in 
anatomy  at  the  University  of  Missouri  and  from 
1912  to  1920  he  was  on  the  faculty  at  Harvard  in  the 
fields  of  histology,  embryology,  neuropathology, 
psychology,  and  psychiatry.  He  later  lectured  on 
psychiatry  at  the  University  of  Iowa,  Southern 
Methodist  University,  the  University  of  Minne- 
sota Medical  School,  and  Western  Reserve  Univer- 
sity School  of  Applied  Social  Sciences  and  in  1927 
left  Cleveland  to  direct  the  new  Institute  of  Child 
Guidance.  He  has  served  on  the  Board  of  Educa- 
tion and  the  Traveler’s  Aid  Society  and  from  1933 
to  1935  was  with  the  Clinic  for  Gifted  Children  at 
New  York  University.  Dr.  Lowrey  was  a Diplo- 

[Continued  on  page  3208] 
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mate  of  the  American  Board  of  Psychiatry  and 
Neurology,  a Fellow  of  the  American  Psychiatric 
Association,  and  a member  of  the  American  Psycho- 
pathological  Association,  the  American  Association 
of  Anatomists,  the  American  Orthopsychiatric 
Association,  the  New  York  Academy  of  Medicine, 
the  Westchester  Academy  of  Medicine,  the  New 
York  Society  for  Clinical  Psychiatry,  the  New  York 
Neurological  Society,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Emilio  Robert  Pacella,  M.D.,  of  Garden  City, 
died  at  his  summer  home  in  Southampton  on  August 
18  at  the  age  of  forty-seven.  Dr.  Pacella  received 
his  medical  degree  in  1937  from  the  University  of 
Bologna.  He  was  an  assistant  in  neurology  and 
psychiatry  at  Jamaica  Hospital.  Dr.  Pacella  was 
a Member  of  the  American  Psychiatric  Association, 
a member  of  the  Association  for  the  Advancement  of 
Psychotherapy,  the  Nassau  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Madeline  Penke,  M.D.,  of  Staten  Island  and 
Corona,  died  on  August  23  at  the  age  of  fifty-four. 
Dr.  Penke  graduated  from  Cornell  University  Medi- 
cal College  in  1930.  She  was  a former  pathologist 
at  the  Staten  Island  Hospital.  Dr.  Penke  was  a 
Diplomate  of  the  American  Board  of  Pathology  and 
a member  of  the  American  Society  of  Clinical 
Pathologists,  the  New  York  State  Society  of  Pathol- 
ogists, the  Richmond  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Clarence  Dexter  Pierce,  Jr.,  M.D.,  of  Batavia, 
died  in  Swanton,  Vermont,  on  August  2 at  the  age  of 
sixty-seven.  Dr.  Pierce  graduated  in  1923  from  the 
University  of  Vermont  College  of  Medicine.  For 
more  than  thirty  years  he  had  been  a member  of 
the  Genesee  Memorial  Hospital  staff  and  was  the 
first  full-time  roentgenologist  at  the  Hospital. 
For  the  past  twelve  years  he  had  served  as  physician 
to  the  Batavia  public  schools.  Dr.  Pierce  was  a 
member  of  the  Rochester  Academy  of  Medicine,  the 
Genesee  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Philip  Schoenfeld,  M.D.,  of  Long  Island  City, 
retired,  died  in  Boulevard  Hospital  on  August  19 
at  the  age  of  sixty-three.  Dr.  Schoenfeld  gradu- 
ated from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital  in  1916.  He  was  a founder 
and  former  president  of  Boulevard  Hospital  and 
practiced  medicine  in  Astoria  from  1918  until  his 
retirement  in  1946.  Dr.  Schoenfeld  was  a member 
of  the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  P.  Schrade,  M.D.,  of  the  Bronx,  died  on 
June  28  at  the  age  of  forty-five.  Dr.  Schrade 
graduated  in  1940  from  Long  Island  College  of 
Medicine.  He  was  a member  of  the  Long  Island 
Psychiatric  Society,  the  Bronx  County  Medical 
Society,  and  the  Medical  Society  of  the  State  of 
New  York. 

Ludwig  Teleky,  M.D.,  of  New  York  City,  died  in 
the  Jewish  Memorial  Hospital  on  August  20  at  the 
age  of  eighty- five.  Dr.  Teleky  received  his  medical 
degree  in  1896  from  the  University  of  Vienna. 
A founder  of  the  International  Congress  on  Occupa- 
tional Health,  he  came  to  this  country  in  1941  and 
worked  for  the  Illinois  Department  of  Health  and 
later  with  Dr.  Leonard  Greenburg  in  the  New  York 
State  Department  of  Labor’s  Division  of  Industrial 
Hygiene.  He  is  the  author  of  History  of  Factory  and 
Mine  Hygiene  and  many  articles.  Dr.  Teleky  was  a 
member  of  the  American  Public  Health  Associa- 
tion. 

Max  Weissman,  M.D.,  of  New  York  City,  died  at 
Grace  New  Haven  Hospital,  New  Haven  on  August 
24  at  the  age  of  sixty-two.  Dr.  Weissman  received 
his  medical  degree  from  the  University  of  Vienna  in 
1921.  He  was  an  alienist  in  psychiatry  at  Kings 
County  Medical  Center.  Dr.  Weissman  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
(Psychiatry)  and  Neurology,  a Fellow  of  the  Ameri- 
can Psychiatric  Association,  and  a member  of  the 
Brooklyn  Psychiatric  Society,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Max  Weissman,  M.D.,  of  New  York  City,  died  on 
April  21  at  the  age  of  seventy-seven.  Dr.  Weiss- 
man graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1903. 


Almost  all  absurdity  of  conduct  arises  from  the.  imitation  of  those  whom  we  can  not  resemble. — 

Samuel  Johnson 
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12,000,000  TEST  TABLETS 

During  16  months  of  clinical  testing, 
more  than  12,000,000  Orinase*  tablets 
were  made  available  to  physicians  for 
trial  in  selected  diabetic  patients. 


‘Trademark,  Reg.  U.S.  Pat.  Off.  — tolbutamide,  Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


For  Control  of  Pain  and  Cough 

&l£cLUx£LcL  hydrochloride 

A powerful  opiate  analgesic  with  several  advantages  over  morphine. 
Dilaudid  acts  quickly  and  is  less  likely  to  produce  undesirable  symptoms. 

Dose  for  pain  l/20  grain,  by  mouth  or  injection;  for  cough  l/64  to 
1/48  grain,  best  given  in  cough  vehicle.  May  be  habit  forming. 

Literature  upon 

request  from  KNOLL  PHARMACEUTICAL  CO.,  Orange,  N.J. 

Dilaudid®,  brand  of  dihydromorphinone  hydrochloride,  E.  Bilhuber,  Inc. 
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MEDICAL  NEWS 


New  York  University  Courses — The  New  York 
University-Bellevue  Medical  Center  Post-Graduate 
Medical  School  will  offer  the  following  courses  dur- 
ing the  month  of  November. 

The  Department  of  Medicine  will  offer  courses  in 
Problems  in  Clinical  Medicine,  Fundamentals  of 
Clinical  Electrocardiographic  Interpretation,  Arthri- 
tis and  Allied  Rheumatic  Disorders,  Electrocardiog- 
raphy, Hematology,  Diabetes  Mellitus,  Hyper- 
insulinism,  and  Hypoglycemia,  and  Peripheral 
Vascular  Diseases. 

The  Department  of  Obstetrics  and  Gynecology 
will  offer  Culdoscopy,  the  Department  of  Ophthal- 
mology will  offer  Ophthalmoscopy,  the  Department 
of  Otorhinolaryngology  will  offer  Endaural  Surgery, 
and  the  Department  of  Pediatrics  will  offer  a Review 
of  Clinical  Pediatrics  and  Pediatric  Endocrinology 
and  Related  Metabolism. 

Hill-Burton  Grants — The  Department  of  Health, 
Education,  and  Welfare  reports  the  status  of  all 
Hill-Burton  grants  for  the  State  of  New  York  as  of 
July  31. 

Approved  during  that  month  was  the  Villa  Mary 
Immaculate  Hospital  in  Albany  at  an  estimated 
total  cost  of  $970,000  and  an  approved  Federal 
share  of  $300,000,  with  90  additional  beds. 

Approved,  but  not  yet  under  construction,  in- 
cluding the  above,  are  90  projects  at  a total  cost  of 
$108,529,303,  including  $28,140,769  Federal  con- 
tribution and  designed  to  supply  5,594  additional 
beds. 

Under  construction  are  25  projects  at  a total  cost 
of  $65,698,431,  including  Federal  contribution  of 
$8,438,925  and  designed  to  supply  1,293  additional 


beds. 

Completed  and  in  operation  are  ten  projects  at  a 
total  cost  of  $13,016,400,  including  Federal  contribu- 
tion of  $4,272,167  and  supplying  690  additional 
beds. 

Eastern  Psychiatric  Research  Association — The 

Eastern  Psychiatric  Research  Association  elected 
the  following  officers  at  its  June,  1957  meeting: 

Dr.  Leo  Alexander,  Boston,  president;  Dr. 
Theodore  R.  Robie,  East  Orange,  New  Jersey, 
president-elect;  Dr.  William  L.  Holt,  Jr.,  Albany, 
first  vice-president;  Dr.  Charles  Buckman,  Kings 
Park,  second  vice-president;  Dr.  David  J.  Impa- 
stato,  New  York  City,  secretary- treasurer,  and  Dr. 
Lawrence  H.  Gahagan,  assistant  secretary-treasurer. 

Dr.  William  Furst,  East  Orange,  New  Jersey, 
and  Dr.  Pasquale  Lotesta,  Brooklyn,  were  elected 
councillors  for  two  years,  and  Dr.  Nicholas  Locascio, 
Yonkers,  and  Dr.  Evelyn  Ivey,  Morristown,  New 
Jersey,  were  elected  for  three  years. 

Medical  Advertising  and  Promotion — A fifteen- 
week  workshop  course,  the  only  university  course 
of  its  kind  in  the  country,  will  be  given  on  “Medical 
Advertising  and  Promotion”  at  New  York  Univer- 
sity’s Division  of  General  Education.  The  course 
began  on  September  30.  The  workshop  offers  spe- 
cialized training  in  technics  for  introducing  and 
promoting  ethical  pharmaceuticals  to  the  medical, 
dental,  nursing,  and  allied  professions. 

Further  information  may  be  obtained  from  the 
Division  of  General  Education,  New  York  Univer- 
sity, Washington  Square,  New  York  3,  New  York. 


Personalities 


Appoin  ted 

Dr.  Michael  M.  Dacso,  New  York  City,  as  special 
consultant  to  the  United  States  Public  Health  Serv- 
ice, Bureau  of  State  Services,  Division  of  Special 
Health  Services,  Chronic  Disease  Branch;  as  a 
member  of  the  National  Advisory  Committee  on 
Chronic  Disease  and  Health  of  the  Aged,  and  to  the 
executive  committee,  National  Conference  on 
Social  Welfare. . . Dr.  George  L.  Warner,  assistant 
director  of  Marcy  State  Hospital,  as  director  of 
Craig  Colony,  State  hospital  for  epileptics  in  Sonyea. 

Speakers 

Dr.  Nolan  L.  Kaltreider,  associate  professor  of 
medicine,  University  of  Rochester  School  of  Medi- 


cine and  Dentistry,  before  the  Jefferson  County 
Medical  Society  on  September  17,  on  “Fibrosis  and 
Emphysema”. . . Dr.  Irwin  I.  Lubowe,  New  York 
Medical  College,  Metropolitan  Hospital  Center, 
at  the  annual  meeting  of  the  International  Society 
of  Cosmetic  Chemists  in  Paris  on  July  30,  on  “The 
Laboratory  and  Clinical  Evaluation  of  Antisebor- 
rhoeic  Agents”. ..  Dr.  George  T.  Pack,  New  York 
City,  before  the  Interstate  Postgraduate  Medical 
Association  of  North  America  in  Chicago  on  October 
3,  on  “Moles  and  Melanomas,”  and  at  the  Ocean 
Medical  Society  meeting  in  Brooklyn  on  October  21, 
in  a symposium  on  “Cancer  of  the  Breast”  with  Drs. 
Irving  Ariel  and  Richard  Brasfield  of  New  York  City. 
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THE  TRIPLE  SULFA 

Sulfadiazine  ....  100  mg. 

Sulfamerazine  ....  100  mg. 

Sulfacetamide  ....  100  mg. 

An  improved  combination  including  sulfacetamide 
. . . efficient  antibacterial  of  exceptional  solubility.1 
Offers  wide-spectrum  activity  with  low  dosage, 
minimal  danger  of  crystalluria  or  sensitization.2 
Preferred  to  antibiotics  because  drug  resistance  or 
superinfection  is  less  likely.5 

with  the  DOUBLE  PLUS... 

+ Ext.  Hyoscyamus  . 5.75  mg. 
(alkaloids  0.155%) 

Potassium  Citrate  . 200  mg. 


Antispasmodic  action  of  hyoscyamus  quickly 
relieves  pain,  irritation,  burning,  urgency.4 

Alkalizing  and  diuretic  effects  of  potassium  citrate 
enhance  sulfonamide  solubility  and  safety.4 


Supplied:  Bottles  of  100  tablets. 

1.  Kerley,  L.,  and  Headlee,  C.  P.:  J.  Am.  Pharm.  A.  (Scient.  Ed.) 
45:82,  1956.  2.  Lehr,  D.:  Special  Exhibit,  Mod.  Med.  23:111,  No.  2, 
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Materia  Medica,  Pharmacology,  Therapeutics  and  Prescription  Writing, 
ed.  4,  Philadelphia,  W.  B.  Saunders  Company,  1937,  pp.  514,  101. 
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NEWS  FROM  THE 
MEDICAL  SCHOOLS 


Albany  Medical  College 


Exhibitor — Dr.  John  C.  McCIintock,  associate 
clinical  professor  of  surgery,  has  been  invited  to 
display  a scientific  exhibit  on  thyroid  cancer  at  the 
Seventh  Annual  International  Cancer  Congress  in 
London,  England,  next  summer.  The  New  York 


Division  of  the  American  Cancer  Society  awarded 
a grant  to  Dr.  McCIintock  for  the  creation  and 
transportation  of  the  exhibit,  and  the  State  Health 
Department  and  Department  of  Surgery  are  co- 
operating with  him  in  its  preparation. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Grants — Dr.  Philip  E.  Duffy,  assistant  professor  of 
medicine,  and  Dr.  Frank  W.  Furth,  also  an  assist- 
ant professor  of  medicine,  will  conduct  studies  which 
may  standardize  methods  of  measuring  damage 
occurring  when  an  embolus  travels  to  the  brain. 
The  grants  for  research  have  been  made  possible  by 
the  U.S.  Public  Health  Service,  National  Institutes 
of  Health. 

A grant  from  the  U.S.  Public  Health  Service,  Na- 
tional Institutes  of  Health,  administered  by  the 
Research  Foundation  of  State  University  of  New 
York  to  investigate  the  factors  responsible  for  a 
heart  malformation  which  is  sometimes  detectable 
in  young  babies  and  sometimes  not  detectable  until 
much  later  will  be  investigated  by  Drs.  George 
Husson  and  Lawrence  Pickett.  Dr.  Frank  E. 
Coughlin  will  assist  them. 

Returned — Dr.  William  H.  Bergstrom,  after  two 
years  of  military  leave,  has  returned  to  the  faculty  as 
associate  professor  of  pediatrics. 

Appointed — Dr.  Harold  B.  Houser,  assistant 
professor  of  medicine,  has  been  selected  as  one  of  a 
group  of  United  States  observers  of  an  Asian  flu 
epidemic  in  Chile.  Dr.  Houser  left  for  Chile  August 
7.  For  several  years  he  has  been  conducting  re- 


search on  respiratory  infections  at  the  College  and 
was  director  of  the  Respiratory  Disease  Research 
Laboratory  at  Sampson  Air  Force  Base. 

Dr.  Harry  A.  Feldman,  professor  of  preventive 
medicine  since  1956,  has  been  appointed  chairman, 
Department  of  Preventive  Medicine. 

Dr.  James  F.  McVeigh  as  clinical  instructor  of 
ophthalmology;  Dr.  Kenneth  A.  Hubei,  clinical  in- 
structor in  the  Department  of  Medicine;  Drs. 
Russell  W.  Greenhalgh,  Alfred  E.  Falcone,  and 
George  C.  Heitzman  as  clinical  instructors  in  the 
Department  of  Surgery. 

Scholarships — Scholarships  have  been  awarded 
by  the  College  to  18  students.  Emanuel  Frisch 
received  the  Dr.  Menzo  W.  Herriman  award,  Robert 
C.  Zurek,  the  Dr.  John  L.  Heffron  scholarship, 
Seymour  Zimbler,  the  Clara  L.  Groff  scholarship, 
Felicitas  Hagen,  the  Emma  C.  Gillette  scholar- 
ship, and  Richard  Schoenfeld,  Joseph  P.  Whalen, 
Daphne  Kruustuk,  Thomas  G.  Altavilla,  Andrew  G. 
Aronfy,  Frank  A.  Camp,  Ronald  J.  Dougherty, 
Harry  G.  Wadsworth,  Howard  L.  Weinberger, 
Stuart  L.  Yunis,  George  H.  Zografakis,  Roger  D. 
Moore,  Richard  W.  Dodd,  and  Joseph  R.  Bian- 
chine  received  awards  from  the  Florence  M.  Dues- 
ler  Scholarship  Fund. 


Bullous  Lesions  in  the  Newborn  Infant 


Although  there  is  a tendency  to  apply  general 
terms  to  rashes  or  skin  lesions  in  the  newborn  and 
speak  of  “seborrheic,  eczematoid,  bullous,  or  pemphi- 
goid” lesions,  accurate  differentiation  is  important. 
Some  are  contagious,  the  prognosis  varies  widely, 
and  the  treatment  will  usually  vary  according  to 
the  entity  encountered.  Exploring  some  of  the 
difficulties  of  differential  diagnosis,  the  author  lists 
six  entities  that  should  be  considered  when  bullous 


lesions  appear  on  the  skin  of  a newborn  infant.  (1) 
congenital  bullae;  (2)  pemphigus  neonatorum,  (3) 
Ritter’s  disease,  (4)  bullous  lesions  of  syphilis,  (5) 
acrodermatitis  enteropathica,  and  (6)  epidermolysis 
bullosa. 

Each  of  these  she  discusses  in  reference  to  diag- 
nosis, treatment,  and  prognosis. — Julia  Adler,  M.D., 
Clinical  Proceedings  of  the  Children's  Hospital 
( Washington , D.C.),  January,  1957 
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Azo  Gantrisin  provided  “prompt  and  effective  clearing 
of  organisms  and  pyuria”*  plus  “dramatic  relief  of  blad- 
der and  urethral  symptoms”*  in  221  (97%)  of  228 
patients  with  urinary  tract  infections. 

Azo  Gantrisin  is  particularly  useful  in  the  treatment 
of  cystitis,  urethritis  and  prostatitis.  It  is  equally  val- 
uable following  urologic  surgery,  cystoscopy  and  cathe- 
terization because  it  provides  effective  antibacterial 
action  plus  prompt  pain  relief. 

AZO  GANTRISIN  ® —500  mg  Gantrisin  ( brand  of  sulfisoxazole) 
plus  50  mg  phenylazo-diamino-pyridine  HC1 

*F.  K.  Garvey  and  J.  M.  Lancaster,  North  Carolina  M.  J.,  18:  78,  1957. 
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MEDICAL  MEETINGS 


New > York  Proctologic  Society 

The  next  scientific  session  of  the  New  York 
Proctologic  Society  will  be  held  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street,  New 
York  City,  on  October  10.  The  program  will  consist 
of  a review  of  the  proctologic  literature  for  the  past 
year  and  a panel  discussion  of  “Office  Proctology.” 
The  seminar  has  been  approved  by  the  American 
Academy  of  General  Practice  for  two  and  one- 
half  hours  credit  in  Category  I. 

Neu)  York  Diabetes  Association 

“Fat  and  Diabetes”  will  be  the  topic  of  the  fifth 
symposium  day  on  diabetes  mellitus  to  be  held 
October  12  in  the  Hunter  College  Playhouse  Audi- 
torium in  New  York  City.  The  symposium  is 
sponsored  by  the  Clinical  Society  of  the  New  York 
Diabetes  Association,  104  East  40th  Street,  New 
York  16,  New  York.  Further  information  may  be 
obtained  from  the  Association. 

International  Society  of  Angiology 

The  third  international  congress  of  the  Interna- 
tional Society  of  Angiology  will  be  held  in  Atlantic 
City  at  the  Ambassador  Hotel,  October  18  through 
21,  immediately  following  the  Congress  of  the 
American  College  of  Surgeons. 

For  further  information  write  to  Dr.  Henry  Hai- 
movici,  Secretary-General,  105  East  90th  Street, 
New'  York  28,  New'  York. 

Women's  Medical  Society 

All  w'omen  physicians  are  invited  to  attend  the 
mid-year  meeting  of  the  Women’s  Medical  Society 
of  New  York  State  to  be  held  at  the  Corinthian 
Club,  930  James  Street,  Syracuse,  on  October  19. 


The  theme  of  the  scientific  session  will  be  “Emo- 
tional Health  of  the  Family.” 

Further  information  may  be  obtained  from  Dr. 
Harriet  Hosmer,  333  Linwood  Avenue,  Buffalo  9, 
New  York. 

Gastroenterological  Convention 

The  22nd  annual  convention  of  the  American 
College  of  Gastroenterology  will  be  held  at  the 
Somerset  in  Boston,  October  21  through  23. 

In  addition  to  the  many  individual  papers  to  be 
presented,  there  w'ill  be  panel  discussions  on  chronic 
ulcerative  colitis,  diseases  of  the  esophagus,  peptic 
ulcer,  and  the  management  of  massive  gastroin- 
testinal hemorrhage  in  patients  with  liver  disease. 
There  will  again  be  scientific  as  well  as  commercial 
exhibits  and  the  sessions  will  be  open  to  all  physi- 
cians without  charge. 

On  October  24,  25,  and  26,  immediately  following 
the  convention,  Dr.  Owen  H.  Wangensteen  of 
Minneapolis,  Minnesota,  and  Dr.  I.  Snapper  of 
Brooklyn  will  again  be  the  moderators  of  the  annual 
course  in  postgraduate  gastroenterology. 

Copies  of  the  program  and  further  information 
concerning  the  course  may  be  obtained  by  writing 
to  the  American  College  of  Gastroenterology,  33 
West  60th  Street,  New  York  23,  New  York. 

Hospital  of  Saint  Raphael 

A one-day  scientific  meeting  will  be  held  in  the 
Hospital  of  Saint  Raphael,  New  Haven,  Connecti- 
cut, on  October  25  as  part  of  a three-day  program 
celebrating  the  fiftieth  anniversary  of  the  hospital. 

The  all-day  session  will  begin  at  9:30  a.m.  and 
will  include  lectures,  exhibits  on  hypersplenism, 
cholangiography,  heart-lung  machine,  electrophore- 
sis, and  other  subjects,  and  a clinical  pathologic 
conference. 


Erythema  Multiforme  Following  Poliomyelitis  Vaccination 


Although  serious  reactions  due  to  administration 
of  Salk  poliomyelitis  vaccine  are  apparently  ex- 
tremely rare,  the  author  encountered  a case  which 
indicates  that  a sensitivity  reaction  to  some  com- 
ponent of  the  preparation  is  possible.  He  reports 
it,  not  as  an  attempted  indictment  of  the  vaccine, 
but  merely  to  call  it  to  the  attention  of  other 


physicians  so  that  if  they  encounter  a similar 
phenomenon,  it  can  be  more  readily  identified  and 
dealt  wdth.  Antihistaminic  agents  and  starch  baths 
for  two  days  failed  to  relieve  a generalized  severe 
pruritis,  but  prednisone  relieved  symptoms  within 
tw'enty-four  hours. — Paul  Chervinsky,  M.D.,  Annals 
of  Allergy,  January-February,  1957 
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VC  HYPOALLERGENIC  FORMULA 


Q An  ideal  food  for  milk  allergies,  eczema  and  problem  feeding 
Q An  excellent  formula  for  regular  infant  feeding 

Strikingly  similar  to  mother’s  milk  in  composition  and  ease  of  assimila- 
tion, babies  thrive  on  soyalac. 

Clinical  data  furnish  evidence  of  SOYALAC’s  value  in  promoting  growth 
and  development. 

Protein  of  high  biologic  value  is  obtained  from  the  soybean  by  an  ex- 
clusive process. 

SOYALAC  is  an  ideal  “regular”  formula.  It  also  helps  solve  the  feeding 
problems  of  prematures  and  infants  requiring  milk-free  diets. 

No  mixing  problem  with  SOYALAC  Concentrated  Liquid.  Simply  dilute 
with  equal  amount  of  water. 

FREE  BOOKLET  AND  SAMPLES 

A request  on  your  professional  letterhead  or  prescription  form  will  bring 
complete  information  and  a supply  of  samples.  Address  Loma  Linda  Food 
Company,  Arlington,  California  or  Mount  Vernon,  Ohio. 


LOMA  LINDA  FOOD  COMPANY 

ARLINGTON, CALIF.  MOUNT  VERNON,  OH  10 


Medical  Products  Dirisioti 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


A Doctor  Appraises  the  Auxiliary 


rr'HE  battle  for  mastery  in  the  house  of  medicine 
is  being  waged  today  with  a new  approach  and 
new  weapons  such  as  television,  radio,  and  women’s 
magazines.  It  is  essential  that  the  honest,  sincere 
physician  be  protected.  As  part  of  the  over-all 
program  which  would  recognize  the  urgent  need  for 
employing  every  facility  available  to  medicine  to 
inform  the  general  public  of  its  position  on  public 
issues,  Dr.  Arthur  J.  Bedell  in  1934  advocated  the 
formation  of  a state  auxiliary  and  a county  auxil- 
iary in  every  county  throughout  the  State.  On 
March  11,  1936  the  State  Constitution  of  the  Wo- 
men’s Auxiliary  to  the  Medical  Society  of  the  State 
of  New  York  was  drawn  up  creating  an  organization 
which  was  to  utilize  the  invaluable  support  of  the 
doctors’  wives. 

The  basic  principles  in  the  practice  of  medicine 
have  not  changed  a great  deal  in  the  last  one  hun- 
dred and  fifty  years  but  with  many  new  economic 
factors  and  ever-increasing  government  encroach- 
ments, medicine,  like  all  the  other  arts  and  sciences, 
has  in  some  ways  been  threatened  by  some  of  the 
inevitable  characteristics  of  “big  business.”  To  off- 
set this  concept,  medicine  must  exploit  its  grass- 
roots activities  which  symbolize  the  true  character 
of  the  profession  and  this  is  most  effectively  done 
through  the  Auxiliary. 

Scarcely  a day  passes  when  the  printed  word  does 
not  carry  some  information  which  could  only  be 
known  through  an  infringement  on  the  confidential 
relationship  which  should  exist  between  the  doctor 
and  the  patient.  This  example  of  a careless  attitude 
toward  the  values  of  human  relationship  is  more 
evidence  of  a failure  to  develop  an  awareness  and  a 
sensitivity  to  the  part  which  such  confidential  re- 
lationships play  in  our  lives. 

We  hear  constantly  of  the  place  women  have 


taken  and  are  taking  in  the  world  as  though  they 
were  a twentieth  century  discovery  and  it  has  been 
said  that  woman  is  only  the  shadow  and  attendant 
image  of  her  lord  and  master,  owing  him  a servile 
obedience.  How  could  today’s  doctor  be  helped  by  a 
shadow  or  a slave?  The  philosophers  have  told  us 
that  we  are  foolish,  inexcusably  foolish,  when  we 
speak  of  the  superiority  of  one  sex  to  the  other. 
Do  we  not  know  that  each  complements  the  other? 
That  the  happiness  and  perfection  of  both  depends 
upon  each  asking  and  receiving  from  the  other  what 
only  the  other  can  give.  Assuming  that  the  philoso- 
phers are  correct  is  there  any  reason  why  the  Auxil- 
iary should  not  have  a greater  membership? 

At  its  twentieth  anniversary  in  1956  the  Auxiliary 
reported  5,000  doctors’  waves  were  members  of  the 
Auxiliary  as  against  25,000  physicians  who  were 
members  of  the  Medical  Society  of  the  State  of  New 
York.  Although  it  does  not  seem  possible  that  some 
physicians  do  not  encourage  their  wives  to  join  the 
Auxiliary,  there  is  some  suspicion  that  this  may  be  a 
fact.  The  reason  behind  such  counseling  is  incom- 
prehensible when  one  realizes  the  earnest  and  sin- 
cere interest  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  has  shown  in 
medical  affairs  these  past  twenty  years  and  the  help 
this  membership  has  given  the  doctors. 

The  Medical  Society  as  a body  and  the  doctors  as 
individuals  need  such  an  important  liaison  group 
as  the  Auxiliary  to  help  them  and  it  is  hoped  that  all 
members  will  urge  their  wives  to  join  this  invaluable 
organization. 

John  F.  Rogers,  M.D.,  Chairman 

Council  Committee  on  Public 

and  Professional  Relations 


A To  man  ever  became  extremelij  wicked  all  at  once. — Juvenal 
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the  artist  prescribes  for  the  physician 

A pleasant  antidote  to  the  tensions  of  your  busy  practice.  Meet  Prima  Donna 
Lucrezia  Bori — a voice  that  stirred  the  "Met”  to  bravos.  A talent  celebrated  at  La  Scala 
and  the  opera  houses  of  Europe. 

Miss  Bori’s  choice  in  high  fidelity — the  AMI  Mark  I AM-FM  phono-tuner  sound  system. 

Miss  Bori  says  with  frankly  feminine  (and  artistic)  candor:  "One  could  easily  become  con- 
ceited about  one’s  voice,  hearing  it  on  AMI  high  fidelity.  So  life-like ...  so  natural  the  sound.” 

AMI  precision  high  fidelity  instruments  are  laboratory  produced  in  limited  numbers,  by 
electro-acoustics  engineers.  There  is  nothing  superior  in  sound. 


From  eight  hundred  to  fourteen  hundred  dollars. 


The  Chopin  Ensemble:  Mark  VIII  Control  Console 
and  Mark  VI  Corner  Horn  Enclosure  with  Mark 
VII  Record  Console 


In  New  York  at  G.  Schirmer  exclusively 


The  Bach  Ensemble 

Mark  IV  Control  and  Record  Storage  Console 
Mark  V Wall  Horn  Enclosure 


Incorporated  1500  Union  Avenue , S.E.  / Grand  Rapids  2,  Michigan 

engineers,  designers  and  manufacturers  of  professional  and  commercial  sound  systems  since  1909. 


EXCLUSIVE  THREE-CHANNEL  FRONT-LOADED  EXPONENTIAL  HORN  SYSTEM  effectively  doubles  audio  effi- 
ciency. 3-way  frequency  dividing  network  with  crossover  at  550  and  4,000  cps.  120°  wide  angle  dispersion.  Professional  22  watt 
amplifier , built-in  pre-amp.  20  to  above  20,000  cps,  t 1.5.  db.  less  than  1%  IM  distortion  at  concert  level.  GE  variable  reluctance 
cartridge ; 1 mil  diamond  and  3 mil  sapphire  stylii.  Professional  3-step  loudness  control.  Separate  continuously  variable  volume 
control.  Bass  and  treble  tone  controls  precision-calibrated.  4-position  12  db/octave  high  frequency  roll  off  control.  All  equalization 
controls.  AM-FM  tuner  with  automatic  frequency  control  and  tuning  meter.  4-speed  precision  intermix  record  changer.  Record 
storage  section  of  Mark  IV  console  provides  for  mounting  of  tape  equipment.  All  inputs  and  outputs:  TV,  TUNER,  TAPE , 
MICROPHONE  and  5 remote  speakers. 
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BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  August,  1957) 


Medical  Radiation  Biology.  By  Friedrich  El- 
linger,  M.D.  Octavo  of  945  pages,  illustrated. 
Springfield,  Illinois,  Charles  C Thomas,  1957. 
Cloth,  $20. 

The  Premature  Baby.  By  V.  Mary  Crosse, 
M.D.  Fourth  edition.  Octavo  of  242  pages,  39 
illustrations.  Boston,  Little,  Brown  & Company, 
1957.  Cloth,  $5.00. 

An  Introduction  to  Blood  Group  Serology.  The- 
ory, Techniques,  Practical  Applications,  Apparatus. 

By  Kathleen  E.  Boorman  and  Barbara  E.  Dodd, 
Ph.D.  Octavo  of  317  pages,  30  illustrations.  Bos- 
ton, Little,  Brown  & Company,  1957.  Cloth, 
$7.50. 

Modem  Perinatal  Care.  By  Leslie  V.  Dill, 

M. D.  Octavo  of  309  pages,  illustrated.  Xew  York, 
Appleton-Century-Crofts,  1957.  Cloth,  $6.50. 

Histological  Technique.  For  Normal  and  Patho- 
logical Tissues  and  the  Identification  of  Parasites. 

By  H.  M.  Carleton.  With  the  Collaboration  of 
R.  A.  B.  Drury.  Third  Edition.  Octavo  of  343 
pages,  illustrated.  London,  Oxford  University 
Press,  1957.  Cloth,  $7.50. 

Rheumatoid  Arthritis.  A Definition  of  the  Dis- 
ease and  a Clinical  Description  Based  on  a Numeri- 
cal Study  of  293  Patients  and  Controls.  By  Charles 
L.  Short,  M.D.,  Walter  Bauer,  M.D.,  and  William 
E.  Reynolds,  M.D.  Octavo  of  480  pages,  illustrated. 
Cloth',  $7.00. 

Progress  in  Gynecology.  Volume  III.  Edited  by 
Joe  V.  Meigs,  M.D.,  and  Somers  H.  Sturgis,  M.D. 
Octavo  of  780  pages,  illustrated.  New  York, 
Grune  & Stratton,  1957.  Cloth,  $15.50. 

A Book  of  Contemplation.  By  Dagobert  D. 
Runes.  Octavo  of  149  pages.  New  York,  Philo- 
sophical Library,  1957.  Cloth,  $3.00. 

Battle  for  the  Mind.  A Physiology  of  Conver- 
sion and  Brain-Washing.  By  William  Sargant. 
Octavo  of  263  pages,  illustrated.  Garden  City, 

N. Y.,  Doubleday  & Company,  1957.  Cloth,  $4.50. 

A Layman’s  Guide  to  Psychiatry  and  Psycho- 
analysis. By  Eric  Berne,  M.D.  An  extensively 
revised  and  updated  edition  of  the  same  author’s 
The  Mind  in  Action.  Duodecimo  of  320  pages. 
New  York,  Simon  & Schuster,  1957.  Paper,  $1.50. 

Illicit  Narcotics  Traffic.  Hearings  before  the 
Subcommittee  on  Improvements  in  the  Federal 
Criminal  Code  of  the  Committee  on  the  Judiciary 


United  States  Senate,  Eighty-Fourth  Congress. 
First  Session  pursuant  to  S. Res. 67.  Parts  2-10. 
Octavo  of  4,896  pages.  Washington,  D.C.,  United 
States  Government  Printing  Office,  1956. 

Usurpers — Foes  of  Free  Man.  Usurpation  of 
Power — Arch  Enemy  of  Individual  Liberty.  By 

Hamilton  A.  Long.  Octavo  of  114  pages.  New 
York,  Post  Printing  Company,  18  Beekman  St., 
1957.  Paper,  $1.00. 

Medical  Writing.  The  Technic  and  the  Art. 

By  Morris  Fishbein,  M.D.  Third  edition.  Octavo 
of  262  pages,  illustrated.  New  York,  The  Blakiston 
Division,  McGraw-Hill  Book  Company,  1957. 
Cloth,  $7.00. 

The  Medical  Clinics  of  North  America.  Nation- 
wide Number.  July,  1957.  The  Experience  of 
Medicine.  Russell  L.  Cecil,  M.D.,  Guest  Editor. 
Octavo.  Illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1957.  Published  Bi-Monthly  (six 
numbers  a year).  Cloth,  $18;  paper,  $15. 

Surgeons  All.  By  Harvey  Graham,  M.D. 
Octavo  of  459  pages,  illustrated.  New  York,  Philo- 
sophical Library,  1957.  Cloth,  $10. 

Ph.D.  The  Philosophy  of  a Doctor,  Experience 
and  Aspiration.  By  Janvier  W.  Lindsay,  M.D. 
Octavo  of  83  pages.  New  York,  Pageant  Press, 
1957.  Cloth,  $2.50. 

Ciba  Foundation  Colloquia  on  Ageing.  Volume  3. 
Methodology  of  the  Study  of  Ageing.  Editors  for 
the  Ciba  Foundation,  G.E.W.  Wolstenholme,  M.B., 
and  Cecilia  M.  O’Connor,  B.Sc.  Octavo  of  202 
pages,  illustrated.  Boston,  Little,  Brown  & Com- 
pany, 1957.  Cloth,  $6.50. 

Pathology.  Edited  by  W.  A.  D.  Anderson,  M.D. 
Third  edition.  Quarto  of  1,402  pages.  With 
1,294  illustrations  and  11  color  plates.  St.  Louis, 
C.  V.  Mosby  Company,  1957.  Cloth,  $16. 

Anesthesia  and  Otolaryngology.  By  Donald  F. 
Proctor,  M.D.  Octavo  of  267  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1957. 
Cloth,  $7.00. 

Synopsis  of  Obstetrics.  By  Jennings  C.  Litzen- 
berg,  M.D.  Fifth  edition.  Revised  by  Charles  E. 
McLennan,  M.D.  Duodecimo  of  403  pages.  With 
163  illustrations,  including  four  in  color.  St. 
Louis,  C.  V.  Mosby  Company,  1957.  Cloth, 
$6.00. 

[Continued  on  page  3220] 
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in  arthritis , BUFFERIN®  because . . . 


...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

. . . Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 


Each  sodium-free  BUFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 


Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 


...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  individual  dosages. 

. . . Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 
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[Continued  from  page  3218] 

The  Ordeal  of  Gilbert  Pinfold.  A Conversation 
Piece.  By  Evelyn  Waugh.  Duodecimo  of  232 
pages.  Boston,  Little,  Brown  & Company,  1957. 
Cloth,  $3.75. 

Dermatologic  Formulary.  From  the  New  York 
Skin  and  Cancer  Unit,  Service  of  Dermatology, 
(Dr.  Marion  B.  Sulzberger,  Director).  Frances 
Pascher,  M.D.,  Editor.  Revised  edition.  Duodec- 
imo of  172  pages.  New  York,  a Hoeber-Harper 
Book,  1957.  Cloth,  $4.00. 

Current  Surgical  Management.  A Book  of 
Alternative  Viewpoints  on  Controversial  Surgical 
Problems.  Editors,  John  H.  Mulholland,  M.D., 
Editor-in-Chief,  Edwin  H.  Ellison,  M.D.,  and  Stan- 
ley R.  Friesen,  M.D.  With  contributions  by  76 
American  authorities.  Octavo  of  494  pages,  illus- 


trated. Philadelphia,  W.  B.  Saunders  Company, 
1957.  Cloth,  $10. 

One  Surgeon’s  Practice.  By  Frederick  Christo- 
pher, M.D.  Octavo  of  151  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1957.  Cloth,  $4.00. 

Program  of  the  Unveiling  and  Dedication  of  a 
Painting  by  Robert  Thom,  The  Founding  of  the 
United  States  Pharmacopeia:  the  First  General 

Convention,  Washington,  D.C.,  1820.  Quarto  of  39 
pages,  illustrated.  Easton,  Pa.,  Mack  Printing 
Company,  1957. 

Clinical  Toxicology  of  Commercial  Products. 
Acute  Poisoning  (Home  & Farm).  By  Marion  N. 
Gleason,  Robert  E.  Gosselin,  M.D.,  and  Harold  C. 
Hodge,  D.Sc.  Quarto  of  1,160  pages,  illustrated. 
Baltimore,  Williams  & Wilkins  Company,  1957. 
Cloth. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 


BOOKS  REVIEWED 


Muscle  Relaxants  in  Anesthesiology.  By  Francis 
F.  Foldes,  M.D.  Illustrated  by  Margaret  M. 
Croup.  Octavo  of  210  pages,  illustrated.  Spring- 
field,  111.,  Charles  C Thomas,  1957.  Cloth,  $5.50. 
(American  Lecture  Series  #294) 

Dr.  Foldes’  primer  on  muscle  relaxants  may  be 
divided  into  three  sections.  The  first  deals  with 
the  history,  chemistry,  physiology,  and  pharmacol- 
ogy of  both  natural  and  synthetic  compounds. 
Schematic  diagrams  are  used  to  differentiate  the 
various  types  of  neuromuscular  block.  It  would 
appear  that  a more  thorough  understanding  of  this 
difficult  subject  could  be  more  easily  grasped  by 
consideration  of  the  physiology  of  acetylcholine  at 
the  myoneural  junction.  The  muscle  relaxants,  re- 
lated chemically  to  this  chemical  transmitter  of 
nerve  stimuli,  mimic  its  action  in  all  respects. 

The  second  section,  the  core  of  the  text,  deals 
with  the  clinical  uses  of  the  muscle  relaxants  in 


anesthesiology.  Particularly,  it  elucidates  the 
author’s  technic  of  the  use  of  succinylcholine  in  pro- 
ducing muscular  relaxation  and  the  assistance  of 
respiration  with  a flow  of  1 liter  of  gases  consisting 
of  equal  parts  of  nitrous  oxide  and  oxygen.  The 
author  emphasizes  that  apnea  is  a complication 
which  must  be  vigorously  treated  after  careful 
diagnosis.  In  his  opinion  the  absence  of  apnea  is 
the  main  safeguard  against  so-called  “curare  deaths.” 
In  the  treatment  of  postoperative  respirator  de- 
pression, he  wisely  urges  continued  respiratory  as- 
sistance rather  than  dependence  on  drugs,  e.g. 
Neostigmine  and  Tensilon. 

The  third  portion  of  the  book  touches  on  the  use 
of  muscle  relaxants  outside  the  realm  of  anesthe- 
siology, e.g.,  their  use  in  cases  of  tetanus,  in  the  diag- 
nosis and  treatment  of  myasthenia  gravis  and  neuro- 
muscular disorders. 

IContinaed  on  page  3222] 
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LATEST  LITERATURE  SUPPLIED 
The  latest  information  on  Orinase*  was 
made  available  to  the  profession  during 
clinical  testing  period.  More  than  70,000  re- 
quests for  literature  were  received. 


‘Trademark,  Reg.  U.S.  Pat.  Off. — tolbutamide,  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 




in  very  special  cases 

.1 

a very  superior  brandy... 
specify 

KENMESSY 

COGNAC  BRANDY 

84-  Proof  | Schieffelin  & Co.,  New  York 


TO  ADD  INTEREST  TO  DIETS  \ 

I PRESCRIBE 
JVO-CAL  / 


THE  DELICIOUS  SOFT  DRINK  THAT 
IS  ABSOLUTELY  NON-FATTENING! 


Patients  never  complain  about  sticking 
to  diets  ...  as  long  as  NO-CAL  is  rec- 
ommended, too.  It’s  the  perfect  answer 
to  an  urge  for  a snack  or  a thirst- 
quencher. 

Contains  no  sugar  or  salt ...  no  fats, 
carbohydrates  or  proteins  with  no  cal- 
ories to  be  derived 
therefrom.  No-Cal  is 
sweetened  with  cycla- 
mate  calcium,  approved 
by  the  Council  of  Phar- 
macy and  Chemistry  of 
the  American  Medical 
Association. 

It  is  completely  safe 
for  diabetics  and  patients 
on  salt-free,  sugar-free 
and  reducing  diets. 

8 Real  Rich  Flavors  . . 
plus  salt-free 

No-Cal  Club  Soda 


KIRSCH  BEVERAGES,  Inc.,  Brooklyn  6,n.y. 
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[Continued  from  page  3220] 

This  book  serves  to  give  the  anesthesiologist  a 
broad-spectrum  viewpoint  of  the  subject  of  muscle 
relaxants;  it  is  also  valuable  for  its  extensive  bib- 
liography. The  book  will  not  add  to  his  technics 
nor  will  it  aid  the  neophyte  in  the  acquisition  of  new 
methods. — Samuel  Berkowitz 

Physiology  of  the  Ocular  and  Cerebrospinal 
Fluids.  By  Hugh  Davson,  D.Sc.  (Lond.)  Quarto 
of  388  pages,  illustrated.  Boston,  Little,  Brown 
& Co.,  1956.  Cloth,  $14. 

This  is  an  adequate  presentation  of  the  modes  of 
production  and  circulation  of  the  ocular  and  cere- 
brospinal fluids.  The  references  are  complete  and 
should  be  of  help  to  anyone  who  wishes  to  investi- 
gate further  the  two  fluids  named.  The  anatomy, 
embryology,  and  comparative  anatomy’-  of  the  fluids 
are  covered  in  detail.  Chemical  composition  and 
secretions  are  analyzed  and  vast  experimental  work 
using  various  drugs  and  dyes  is  discussed.  The  ef- 
fect of  the  commonly  used  eye  drops  on  the  fluid 
pressures  is  well  presented  as  is  the  effect  of  such 
actions  as  compressions,  pressures,  and  posture. 

The  book  should  be  of  value  to  anyone  interested 
in  the  physiologic  aspects  and  relations  of  the  cere- 
brospinal fluids  and  ocular  fluids.  It  just  about 
covers  every  angle  of  eye  and  cerebrospinal  fluid 
research. — Charles  E.  R.  Hopkins 

Planning  New  Institutional  Facilities  for  Long- 
Term  Care.  By’  Edna  E.  Nicholson.  Octavo  of 
358  pages.  New  York,  G.  P.  Putnam’s  Sons,  1956. 
Cloth,  S4.50. 

Here  is  a genuine  contribution,  for  at  least  three 
reasons.  It  specifically'  documents  the  need  for 
care  of  the  chronically'  ill;  it  identifies  the  major 
problems  involved  in  providing  these  essential 
services,  and  it  outlines  in  detail  the  mechanisms  of 
establishing  and  effectively’  operating  the  required 
facilities.  Although  it  is  frequently'  wordy’  and 
repetitious,  the  material  is  well  organized  into  four 
basic  sections  each  of  which,  thanks  to  the  extensive 
experience  and  evident  competence  of  the  author, 
covers  the  subject  thoroughly'.  The  obvious  diffi- 
culties of  reconciling  optimum  services  with  realistic 
financing  underscore  the  need  for  considering  this 
problem  in  the  context  of  total  community  require- 
ments, resources,  and  values  and,  even  more,  for 
increasing  efforts  directed  towards  prevention. 

This  book  is  indispensable  to  any'one  concerned 
with  planning  or  operating  homes  for  the  aged, 
nursing  homes,  or  other  institutions  for  the  chroni- 
cally' ill  as  an  excellent  presentation  of  basic  principles 
as  well  as  a practical  check  list.  Selected  sections 
will  also  be  profitably  perused  by  the  now  great 
majority  of  physicians  responsible  for  patients  of  all 
age  groups  requiring  long-term  medical  attention  and 
rehabilitation. — Robert  W.  Hillman 


Diseases  and  Disorders  of  the  Colon.  By 

Anthony  Bassler,  M.D.  Octavo  of  217  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1957.  Cloth,  $6.75. 

The  author  has  written  a book  based  on  his  many 
y’ears  of  clinical  practice.  Since  it  was  intended 
that  the  author’s  point  of  view  be  predominant, 
the  bibliography’  is  sparse  and  occurs  mostly  in  the 
context.  The  diagnosis  and  treatment  of  colonic 
disorders  and  diseases  is  adequately’  presented. 

In  conformity  with  the  author’s  intent  the  text  is 
not  voluminous.  Even  though  there  are  some 
opinions  expressed  that  may  be  controversial,  this 
book  will  serve  a useful  function  in  summarizing 
diseases  and  disorders  of  the  colon  that  are  experi- 
enced by  the  gastroenterologist,  surgeon,  internist 
and  proctologist. — Milton  J.  Matzner 

The  Metabolic  Response  to  Neonatal  Surgery. 

By’  P.  P.  Riekham,  M.S.  (London).  Quarto  of  93 
pages,  illustrated.  Cambridge,  Mass.,  published 
for  The  Commonwealth  Fund  by  Harvard  Univer- 
sity Press,  1957.  Cloth,  $5.00. 

Dr.  Rickham’s  study  is  an  attempt  to  plot  out 
patterns  of  metabolic  response  among  newborns 
and  infants  to  the  impact  of  major  surgical  proce- 
dures. He  presents  the  preoperative  and  postop- 
erative analyses  of  the  metabolic  events  of  the  ten 
most  completely’  worked  up  of  some  360  such  cases. 

The  author  gives  major  credit  to  gastrointestinal 
suction  and  to  intelligent  fluid  and  electrolyte  sup- 
port for  the  reduced  postoperative  mortality. 

This  book  was  produced  as  the  result  of  a fellow- 
ship grant  by  the  Commonwealth  Fund.  It  is 
short,  pleasantly,  and  clearly’  written.  No  one 
interested  in  pediatrics,  pediatric  or  general  sur- 
gery’ should  fail  to  read  it.— Kenneth  G.  Jennings 

The  Fight  for  Fluoridation.  By'  Donald  R.  Mc- 
Neil. Octavo  of  241  pages.  New  York,  Oxford 
University’  Press,  1957.  Cloth,  $5.00. 

Donald  R.  McNeil,  M.S.,  Ph.D.,  associate  di- 
rector of  the  Wisconsin  State  Historical  Association, 
has  written  a stirring  and  carefully'  documented  story' 
of  the  significance  of  sodium  fluoride  as  one  of  the 
most  important  public  health  instruments  of  modern 
times. 

The  “fight  for  fluoridation”  is  not  a private  fight, 
anyone  can  get  into  it.  A surprising  number  and 
variety  of  people  have  already’  entered  the  fray', 
with  the  various  organized  health  agencies  on  the 
side  of  the  profluoridationists  opposed  by'  individual 
scientists,  pamphlet  and  nostrum  sellers,  and  indi- 
vidual citizens  alarmed  at  possible  dangers  inherent 
in  the  addition  of  "poison”  to  public  water  supplies. 
McNeil  presents  an  engrossing  account  of  the  de- 
velopment of  this  heated  and  nationwide  contro- 
versy'. 
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for  “This  Wormy  World” 


PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR’  SYRUP  ~ Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR*  TABLETS  “ Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR’  WAFERS  - Piperazine  Phosphate,  500  mg. 


Literature  available  on  request 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Pleasant  tasting 

A 


brand 


PIPERAZINE 


SYRUP  - TABLETS  - WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 
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Officers — County  Medical  Societies — 1957 


TOTAL  MEMBERSHIP  AS  OF  OCTOBER  1,  1957-24,495 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 
Richmond .... 

Rockland 

St.  Lawrence. . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington  . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


Albert  Vander  Veer,  2nd. . . Albany 

Kurt  Zinner Wellsville 

Joseph  P.  Alvich Bronx 

James  L.  Palmer Binghamton 

Robert  D.  Kelsey Franklinville 

Roland  J.  Walker Auburn 

Albert  W.  Rappolo Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Gene  S.  Rogati Warren 

Robert  T.  Corey Valatie 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Curtis  Lacy Catskill 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson . . Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald.  . Lockport 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

William  W.  Carty Geneva 

Chas.  S.  McWilliam Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

James  Bordley,  III. . . .Cooperstown 

Matthew  H.  Jacobs Mahopac 

George  J.  Lawrence,  Jr. . . . Flushing 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine. . Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack  ...  Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris Warsaw 

Bernard  S.  Strait Penn  Yan 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGuttuta Bronx 

John  H.  Ford,  Jr Binghamton 

Robert  D.  Davis Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger. Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. .. Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn . . . Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot . . Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague. . . .Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Alden  K.  Boyd Binghamton 

Ruth  R.  Knoblock.  . . Little  Valley 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck .Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger.  . .Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley ....  Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O’Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . . Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr.. Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  .Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick . . . Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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Announcing 

ROMILAR  CF 

--  Roniilar  CF  brings  new  comfort  and  ease 

\MLJ  to  your  patients  with  colds  and  other 
\J  respiratory  disorders  by  providing  more 

-i'  complete  symptomatic  control.  Romilar 

CF  syrup  combines  the  benefits  of  an  anti- 
histaminic,  a decongestant,  and  an  anal- 
gesic-antipyretic with  the  effective  cough 
suppressant  action  of  Romilar  Hydrobro- 
mide*—the  non-narcotic  cough  specific 
with  codeine’s  antitussive  effect  but  with- 
out codeine’s  side  effects. 

Each  teaspoonful  (5  cc)  of  Romilar  CF 
provides: 

antitussive:  Romilar  ® Hydrobromide* 15  mg 

antihistaminic : Chlorpheniramine  Maleate 1.25  mg 

decongestant : Phenylephrine  Hydrochloride .. . 5 mg 

analgesic-antppyretic : N-acetyl-p-aminophenol 120  mg 

/ ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey 

♦Brand  of  dextromethorphan  hydrobromide 
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//C  OPAL  PENICILLIN  THERAPY 


WHAT  IS  THE  CRITERION 
FOR  THERAPEUTIC  SUCCESS  ? 

A Well  patient 


SQUIBB  200,000  UNIT  BUFFERED  PENICILLIN  G POTASSIUM  TABLETS 


• six  years  of  experience  with  Pentids  in  mil- 
lions of  patients  confirm  clinical  effectiveness 
and  safety 

• excellent  results  with  1 or  2 tablets  t.i.d.  for 
many  common  bacterial  infections 

• may  be  given  without  regard  to  meals 

• economical . . . Pentids  cost  less  than  other  peni- 
cillin salts 

Just  1 or  2 tablets  t.i.d.  Bottles  of  12, 100  and  500 

NEW!  PENTIDS  FOR  SYRUP.  Orange  flavored  powder 
which,  when  prepared  with  water,  provides  60  cc.  of 
syrup  with  a potency  of  200,000  units  of  penicillin  G 
potassium  per  5 cc.  teaspoonful. 

Also  available:  Pentids  Capsules,  Pentids  Soluble  Tab- 
lets, Pentid-Sulfas. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'PENTIDS ' ® IS  A SQUIBB  TRADE 
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FOR  RENT 


5 rooms — modern  air  conditioned  suite — 
Hempstead,  New  York — suitable  Doctor  or 
Dentist — reasonable — call  Iv  9-0608. 


PRACTICE  FOR  SALE 


Active  established  general  practice  completely  equipped 
office,  Brooklyn,  off  Bushwick  Avenue,  will  sell  home  if 
desired.  Specializing.  Box  657,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Due  to  illness,  flourishing  general  practice  in  industrial 
city  75,000 — Albany  area  comprising  fully  equipped  office 
and  living  quarters  in  two-story  brick  building.  Box  658 
N.  Y.  St.  Jr.  Med. 


DOCTOR'S  HOME  WITH  OFFICE,  separate  entrances, 
beautiful  corner  brick  house  2 car  garage,  near  2 open  staff 
hospitals,  for  sale.  Leaving  to  specialize.  City  of  100,000 
in  Capitol  District  of  N.  Y.  Box  655,  N.  Y.  St.  Jr.  Med. 


Excellent  opportunity  to  share  space  with  modern  Dentist  in 
new,  lively  growing  community.  Centrally  located  in  River- 
dale,  N.  Y.  Ki  6-5 111. 


OPPORTUNITY 


Jackson  Hts,  Rapidly  growing,  new  community.  Den- 
tist will  build  corner  plot  office  for  medical  specialist  (Ideal 
Obstetrician)  in  addition  to  his  own.  LU  4-1302. 


BOARD— CRIPPLED  CHILDREN 


Will  board  crippled  children  in  my  nice  country  home.  Have 
had  dietetic  training  and  8 years  experience  with  handi- 
capped children.  Phone  or  write  Bonnie  White  McDermott, 
Andover,  N.  H.  Phone  Republic  5-2666. 


WANTED 


Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659,  N.  Y.  St.  Jr.  Med 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00— 

80  West  Kingsbridge  Rd.,  New  York  68,  N.  Y.  CY-8-8267. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33‘/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <fc  Individual  Information.  John  Levbarg.  M.D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


PSYCHIATRISTS  AND  PHYSICIANS 

Challenging  Opportunities  in  California's  unprecedented  mental 
health  and  rehabilitation  programs! 

Choose  from  among  26  State-operated  facilities  in  as  many  loca- 
tions. Employment  interviews  twice  monthly  in  San  Francisco 
and  Los  Angeles  Fall  interviews  in  such  other  cities  as  Boston, 
New  York  and  Washington.  No  written  examination  required 
Three  salary  groups:  $950-$1050  a month,  $1000-$1100  a 
month,  $1100-$1200  a month.  Annual  merit  increases  . . . . 
Liberal  retirement  plan  . . . and  other  benefits! 

Write  Medical  Recruitment  Unit 
State  Personnel  Board,  Box  B 
801  Capitol  Avenue 
Sacramento,  California 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion : 


One  time $1.35 

3 Consecutive  times.  ...  1.20 

6 Consecutive  times.  . . . 1.00 

12  Consecutive  times ....  .90 

24  Consecutive  times . . .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  Stale  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


FOR  SALE 


Lucrative  rural  and  resort  general  practice.  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  Low 
overhead;  leaving  to  specialize;  for  value  of  Real  Estate  and 
Equipment,  Write  Box  660,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


General  practice,  very  active,  established  23  years  in  a diversi- 
fied industrial  city  in  central  N.  Y.  State,  150,000  population. 
3 open  approved  hospitals.  Excellent,  well-equipped  office- 
home  combination,  ideal  for  1 or  2 practitioners,  may  be 
rented  or  purchased.  Reasonable  terms.  Retiring,  will 
introduce.  Box  645,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


One  or  two  rooms  in  new  air  conditioned  bldg,  in  Hemp- 
stead, L.  I.  Beautiful  suite.  Share  waiting  room  and 
consultation  room.  Iv  6-1900. 


BUY 

Savings  Bonds 
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HOLBROOK  MANOR  Tomeg 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  g;;  ^ ^ 

Dr.  Walter  A.  Thompson,  F.A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


HALL-BROOKE  • • . a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  iD  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  scot  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 

Telephone:  Kingsbridge  9-8440 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  P sychialrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


FELLOW  P HYSICI  ANS 

Requests  for  help  for  our  colleagues  in  need 
throughout  the  State  are  increasing  steadily.  Will 
you  make  it  possible  for  us  to  respond  to  these 
urgent  appeals  by  sending  a contribution  to 

PHYSICIAN  S’  HOME 

386  Fourth  Avenue  New  York  1 6,  N.  Y. 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Picker  XRAY  Unit  125KV300MA  Transformer.  Stationary 
200MA  Xray  Tube  Leadscreen  Cassetts  Filing  Cabinet 
Illuminator.  Excellent  Condition.  Illness.  Dr.  Wyser, 
6 Church  St.,  Ossining,  N.  Y.  Tel.  2-0122. 


Kelleket  X-Ray-Fluoroscope  Tilt  table.  Bucky  30  Milliam- 
pere — 130  volts.  6 Cassettes  hangers — Aprons — gloves  like 
new.  Name  your  own  price.  Box  648,  N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE  OR  RENT 


MASSAPEQUA,  choice,  AAA  top,  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity-doctor, sacrifice,  owner  Stechel,  Li  1-9340. 


Large  luxurious  Waterfront  ranch  in  Great  Neck  pool  area. 
166  ft.  private  beach.  Building  designed  by  engineer  for 
efficiency.  Andersen  windowwalls.  Three  fireplaces.  Three 
complete  baths  Oversize  two  Cadillac  garage.  Landscaped 
plot,  automatic  sprinkler.  Imported  carpeting,  etc.  $81,000. 
HAnover  2-7200,  Extension  7044  or  HUnter  7-5795. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Active  Practice;  general  and  minor  surgery,  major  surgery, 
if  desired.  Compensation  and  Insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  N.  Y.  State.  Box 
599,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Available  immediately  established  physician’s  home-office 
beautiful  9 rooms,  3 baths  ideal  location  Nassau  County 
excellent  opportunity.  Box  630,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Islip,  L I. — -Office  space  available,  central  location,  to  be 
shared  with  a dermatologist.  Reply  Box  649,  N.  Y.  St.  Jr. 
Med. 


FOR  RENT 


New  GLEN  OAKS  MEDICAL  CENTER— indiv.  suites— 
excellent  location — nr.  L.I.  Jewish — Hillside — and  Creed- 
moor  Hospitals.  254-03  Union  Tpke.  Fieldstone  7-1943. 


FOR  RENT 


Offices  available  in  new  building  sharing  waiting  room  with 
established  Dentist.  Main  thorofare  in  ideal  Nassau,  L.  I., 
location.  PErshing  1-5226 


FOR  RENT 


Port  Chester;  An  excellent  opportunity  for  a Doctor  or  Den- 
tist in  this  progressive  community.  Three  room  suite  ground 
floor,  lovely  home.  Established  by  Doctor  forjover  20  years. 
Centrally  located.  D.  Redniek,  owner.  134  N.  Main  St., 
Port  Chester,  N.  Y.  Westmore  9-3383. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


ASSISTANT  WANTED 


Assistant,  full-time,  for  busy,  interesting  mid-town  Manhat- 
tan practice.  Short-time  or  permanent.  Box  656,  N.  Y. 
St.  Jr.  Med. 


SPECIALIST  WANTED 


Orthopedic  Surgeon,  Board  eligible  wanted  to  join  group  in 
accredited  general  hospital  and  diagnostic  clinic.  Finger 
Lakes  area  New  York  State.  Excellent  salary,  bonus  and 
retirement  plan.  Apply  B.  A.  Watson,  M.D.,  Supt.,  Clifton 
Springs  Sanitarium  & Clinic,  Clifton  Springs,  N.Y. 


SPECIALIST  WANTED 


Ophthalmologist,  Board  eligible  wanted  to  join  group  in  ac- 
credited general  hospital  and  diagnostic  clinic.  Finger  Lakes 
area  New  York  State.  Excellent  salary,  bonus  and  retire- 
ment plan.  Apply  B.  A.  Watson,  Supt.,  Clifton  Springs 
Sanitarium  and  Clinic,  Clifton  Springs,  New  York. 


SPECIALIST  WANTED 


Excellent  opportunity  for  qualified  E.  N.  T.  man  psychiatrist, 
neurosurgeon,  allergist,  proctologist,  in  Long  Island  about  50 
miles  from  New  York  City.  Good  hospital  facilities  avail- 
able. Space  in  modern  air-conditioned  building  for  rent. 
Box  632,  N.  Y.  St.  Jr.  Med. 


General  Practice  Residency:  180-bed  general  hospital,  Cen- 
tral New  York;  excellent  experience  and  opportunity  to  do 
general  surgery;  New  York  License  only;  salary  and  main- 
tenance. Apply;  Board  of  Managers,  Oneida  County 
Hospital,  Rome,  N.  Y. 


POSITION  WANTED 


Plastic,  Reconstructive,  & Maxillo-facial  surgeon;  M.D., 
D.D.S.  degrees,  board  qualified,  seeks  position  or  association, 
full  or  part-time.  Write  Box  654,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist-29,  Board  eligible,  veteran,  seeks  practice,  location 
near  N.Y.C.:  solo,  association  or  group.  Box  653,  N.  Y.  St. 
Jr.  Med. 


SITUATIONS  WANTED 


Young  Board  Surgeon,  mature  and  experienced  desires  part- 
time  position  with  established  physician,  industry  group  or 
compensation  work  in  Metropolitan  Area.  Box  652,  N.  Y. 
St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


ALLERGIST,  BOARD  CERTIFIED  IN  PEDIATRICS, 
desires  affiliation  with  group,  individual  or  drug  company. 
Qualifications  outstanding.  Box  644,  N.  Y.  St.  Jr.  Med. 


SITUATIONS  WANTED 


Young,  Experienced  Physician  seeks  part-time  position  or 
association  with  private  practitioner,  industry  or  compensa- 
tion office  in  the  Metropolitan  Area.  Box  651,  N.  Y.  St.  Jr. 
of  Med. 
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Troph-Iron’  is  a delicious  appetite-  and  growth-stimulating  preparation 
that  children  actually  enjoy  taking.  Just  one  teaspoonful  a day 
supplies  more  than  the  entire  daily  requirement  of  vitamins  Bx  and  B12, 


plus  iron  to  encourage  optimum  hemoglobin  levels. 

Also  available:  'Troph-Iron5  Tablets. 

Each  teaspoonful  Vitamin  B12  25  meg. 

( or  tablet ) supplies:  Vitamin  Bx  10  mg. 

Iron  (ferric  pyrophosphate)  . . 250  mg. 


Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 
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for  a spastic  gut 


* 


viscera  can  be  promptly  relaxed  with  Trasentine®-Phenobarbital . 
It  acts  both  on  smooth  muscle  and  parasympathetic  nerves;  it  has 
a direct  anesthetic  effect  on  gastrointestinal  mucosa;  it  calms  the 
patient  as  a whole.  You  can  prescribe  Trasentine-Phenobarbital  to 
alleviate  pain  and  spasm  in  ulcers,  colitis,  cholecystitis,  pyloro- 
spasm,  ureteral  colic  or  dysmenorrhea.  Tablets  (yellow,  coated) , 
each  containing  50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital . C I B A Summit,  N.  J. 
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thorough,  modern 
cough  therapy— 

it  treats  the  entire  cough 
it  contains  the  full  dose  of  iodide 
it  tastes  good 


J 


each  30  cc.  represents: 

Dihydrocodeinone  Bitartrate  10  mg.  ('A  gr.) 

Nembutal-  Sodium 25  mg.  (Vs  gr.) 

Ephedrine  Hydrochloride  25  mg.  (Vs  gr.) 
Calcium  Iodide,  anhydrous 910  mg.  (14  grs.) 
® Nembutal— Pentobarbital.  Abbott 

01  Prfrott 


. 


FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  involvement  can  be  effectively 
controlled  with 


many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 


The  first  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  musclespasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ‘MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  'MEPR0L0NE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-i  supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
*MEPROLONE’-2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 


•MEPROLONE’  is  a trademark  of  Merck  & Co.,  Inc. 
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Scientific  Articles 

Advances  in  Anesthesia:  Real  or  Apparent?,  William  W.  Mushin,  M.D. 3279 

The  Management  of  Hemorrhagic  Stroke,  Joseph  H.  Siris,  M.D 3284 

Pharmacologic  Advances  in  Psychiatry,  Sidney  Malitz,  M.D 3293 

Carcinoma  of  the  Thyroid  Gland,  Frank  C.  Marchetta,  M.D.,  F.A.C.S.,  Henry  C.  Stoll,  M.D., 

Walter  T.  Maxwell,  M.D.,  Henry  C.  Riegler,  M.D.,  and  Banice  M.  Webber,  M.D 3305 

Metabolism  in  Neoplastic  Diseases  as  Revealed  in  Studies  of  Radioactive  Iodine  Uptake,  Lloyd 


T.  Barnes,  M.D.,  Isadore  Arons,  M.D.,  Pearl  Foster,  M.D.,  and  Jane  C.  Wright,  M.D 3315 

A Brief  Analysis  of  the  Nature  of  Psychotherapy,  Abram  Blau,  M.D.,  and  Bertram  Staff,  M.D.  3319 
The  Use  of  a Rubber  Cuff  on  Drainage  Tubing  to  Avoid  Tube  Perforation,  /.  Arnold  Jaffe, 

M.D 3322 

Regulations  for  the  Control  of  Streptococcal  Infection  from  a Pediatrician’s  Viewpoint,  B.  B. 

Breese,  M.D 3323 

The  Treatment  of  Sympathotonia  in  Labile  Diabetes  Mellitus,  Julius  Pomeranze,  M.D 3326 

Evaluation  of  a New  Antihistamine,  Aaron  D.  Spielman,  M.D 3329 


Recent  Advances  in  Medicine  and  Surgery 

Insurability  After  a Coronary  Occlusion,  Albert  A.  Pollack,  M.D 3331 

Clinicopathologic  Conference 

Clinicopathologic  Conference,  Department  of  Medicine,  New  York  University  Post-Graduate 
Medical  School  and  Fourth  Medical  ( N.Y.U .)  Division,  Bellevue  Hospital 3333 

Case  Reports 

Spontaneous  Rupture  of  the  Pregnant  Uterus,  George  D.  Anderson,  M.D.,  F.  Donald  Napolitani, 

M.D.,  and  Stanley  Friedman,  M.D 3340 

Addison’s  Disease  with  Features  Simulating  Lymphoblastoma,  David  H.  Appelman,  M.D., 

F.A.C.S * 3342 

Cloacal  Repair,  Charles  L.  Willmarth,  M.D.,  F.A.C.S.,  Charles  Dupha  Reeves,  M.D.,  F.A.C.S., 
and  Philip  W.  Skinner,  M.D.,  F.A.C.S 3345 

[Continued  on  page  3236] 
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controls 


gastrointestinal  dysfunction 

at  cerebral  and  peripheral  levels 

tranquilization  without 
barbiturate  loginess 

spasmoiysis  without 
belladonna-like  side  effects 


for  duodenal  ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.  I.  symptoms  of  anxiety  states 


Formula : 


Miltown®  o anticholinergic 


Miltown®  (meprobamate) 

400  mg.  ( 2 - methyl  - 2 - n- 
propyl-1,  3- propanediol 
dicarbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  25  mg. 

( 3 - diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol-ethiodide) 


WALLACE  LABORATORIES  New  Brunswick,  N,  J. 


1.  Wolf  & Wolff,  Human  Gastric  Function 

Literature,  samples,  and 
personally  imprinted  peptic  nicer 
diet  booklets  on  request. 


Miltown®  Z anticholinergic 


now  . . care  of  the  man 
rather  than  merely  his  stomach.111 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  GASTRIC  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .zoi/h  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

"Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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COUGH... 

one  of  the  most  frequent 
symptoms  for  which  the 
patient  seeks  medical  at* 


tention. 


© 


SYNEPHRICOL 

ANTIHISTAM1N1C  • DECONGESTANT 

CoUAkSfWp 

...relieves  the  cough  due  to  colds 
...eases  the  allergic  cough 

Synephricol  acts  by  prompt  and  prolonged 
decongestion  of  bronchial  mucous  membranes, 
by  mild  central  sedation,  and  by  decreasing 
sensitivity  of  the  pharyngeal  mucosa  through 
antihistaminic  action. 


FORMULA: 

(4  cc.  teaspoonful) 

Neo-Synephrine®  hydrochloride  • • • • 5.0  mg. 

Thenfadil®  hydrochloride 4.0  mg. 

Dihydrocodeinone  bitartrate* 1.33  mg. 

Potassium  guaiacol  sulfonate 70.0  mg. 

Ammonium  chloride 70.0  mg. 

Menthol 1.0  mg. 

Chloroform  ..«•••••••.  0.01 66  CC, 

Alcohol  8% 

* Exempt  narcotic 


DOSAGEi 

Adults— 1 or  2 teaspoonfuls  every  two  to  four  hours,  no! 
to  exceed  5 doses  in  twenty-four  hours. 

Children  6 to  12  years— Vz  to  1 teaspoonful  four  or  five 
times  daily. 

BOTTLES  OF  1 PINT  AND  1 U.  S.  GALLON. 


LABORATORIES 

NEW  YORK  18,  N.Y.  • WINDSOR,  ONT. 


1.  Bonyat,  A.  1.:  Management  of  Cough  In  Daily  Practice. 

J.A.M.A.,  148:501,  Feb.  16,  1952. 

Synephricol,  Neo-Synephrine  (brand  of  phenylephrine)  ond  Then, 
fadil  (brand  of  thenyldiamine),  trademarks  re g.  U.5.  Pat.  Off. 
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essentially  all  wounds  are  dirty... 


first  clears  the  wound  of  tissue  debris  by  proteolytic 
enzymatic  digestion  ...then  cleans  the  wound  of  infection  by 
positive  antibiotic  action. 

try  psin/chymotryps  in /bacitracin /polymyxin 

CLEANED  WOUNDS  HEAI AND  FASTER 

in  any  breach  of  the  skin  surface,  faster  healing  will  result 
from  application  of  Tryptar  Antibiotic  Ointment. 

Tryptar  Antibiotic  Ointment  is  safe,  virtually  non- 
sensitizing, and  does  not  affect  living  tissue. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE.  ILLINOIS 
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why  California 


D ielary  restriction  of  sodium  lias  become  a standard  procedure  in  the  control 
of  edema  associated  with  cirrhosis  of  the  liver,  congestive  heart  failure,  certain 
kidney  ailments,  toxemias  of  pregnancy,  during  digitalization  and  in  drug- 
induced  diuresis. 

Unfortunately  sodium-restricted  diets  tend  to  be  flat,  tasteless,  monotonous, 
leading  toward  failure  of  dietary  cooperation  by  the  patient. 

In  such  cases  California  table  wine  may  be  employed  safely  as  well  as  to 
advantage  in  making  the  food  more  palatable  without  adding  significant 
amounts  of  sodium  . 

In  a recent  study1  it  was  shown  that  California  table  wines  are  remarkably 
low  in  sodium  content  — less  than  10  mg.  per  100  cc.  1 3Vo  ounce  glass). 

Since  recent  research  2 3 4’34  has  also  shown  that  wine  stimulates  a lagging 
appetite  and  aids  digestion  while  adding  a sparkle  to  any  meal  — w hy  not  encour- 
age the  moderate  use  of  wine  by  the  patient  on  a restricted  dietary,  as  well  as  by 
the  sufferer  from  anorexia,  the  post-surgical,  convalescent  or  geriatric  patient? 

May  we  send  you  a copy  of  “Uses  of  Wine  in  Medical  Practice"?  A copy 
is  available  to  you,  at  no  expense,  by  writing  to:  Wine  Advisory  Board.  717 
Market  Street,  San  Francisco  3,  California. 


1.  Lucia,  S.  P.  and  Hunt,  M.  L.:  Am.  J.  Digest.  Dis.  2.26  (Jon.)  1957. 

2.  Goetzl,  F.  R.:  Permanente  Found.  M.  Bull.  8 7 2 (April)  1950. 

3.  Irvin,  D.  L.  and  Goetzl,  F.  R.:  Permanente  Found.  M.  Bull.  9 119  (Oct.)  1951. 

4.  Irvin,  D.  L.;  Durro  A.,  and  Goetzl,  F.  R.:  Am.  J.  Digest.  Dis.  20.117  (Jan.)  1953. 
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controls  even  severe  asthma 

I " . ^ v,  * I 

jPjF 


METICORTELONE* 

prednisolone  tablets 

with  these  benefits  without  these  drawbacks 

in  average  dosages 

rapid  relief  of  dyspnea,  wheezing,  bronchospasm 
reduced  need  for  bronchodilator  injections  or  aerosols 
increased  vital  capacity 

requires  only  Vz  to  Vs  the  dosage  of  cortisone  or 
hydrocortisone 

METICORTELONE— 1.  2.5  and  5 mg.  buff- 


restriction  of  diet 
potassium  supplementation 
edema  due  to  salt  retention 


colored  tablets. 


c/cefy/i 


T/YK/ 


ML- J. 777 


Clinical  benefits  well  established  in 

LOW  BACK  PAIN 

and  other  musculoskeletal  disorders 


Zoxazolomine* 


"...in  the  treatment  of  90  patients  with  low  back  pain  and  other  muscular 
conditions... 67  (74  per  cent)  showed  a good  response  following  treatment 
with  Flexin."1 

"In  acute  and  chronic  recurrent  low  back  syndrome,  seven  of  eight  patients 
showed  visible  objective  improvement."2 

"A  high  percentage  of  patients  with  these  conditions  [sprains,  muscle  strains 
and  contusions,  low  back  disorders,  fibrositis,  bursitis,  myositis,  and  spon- 
dylitis] may  be  expected  to  be  benefited  by  the  drug  with  attending  relief  of 
muscle  spasm  discomfort."3 

references  (1)  Johnson,  H.  J.,  Jr.:  To  be  published.  (2)  Settel,  E.:  Am.  Pract.  & Digest  Treat.  8:443 
(March)  1957.  (3)  New  and  Nonofficial  Remedies,  J.A.M.A.  162:205-207  (Sept.  15)  1956. 

how  Supplied  Pink,  enteric  coated  tablets  (250  mg.),  bottles  of  36.  Yellow,  scored  tablets  (250  mg.), 
bottles  of  50. 

*U.S.  Patent  Pending 

|Mc\EIL)  Laboratories,  Inc  • Philadelphia  32,  Pa. 


syrup 

each  tasty  30  cc.  represents: 

Dihydrocodeinone  Bitartrate  10  mg.  (Vi  gr.) 

Nembutal®  Sodium  25  mg.  ( V%  gr.) 

Ephedrine  Hydrochloride. . 25  mg  (3/s  gr.) 
Calcium  Iodide,  anhydrous  910  mg.  (14  grs.) 

® Nembutal— Pentobarbital.  Abbott 


(l&Wtt 


PROTAMIDE  was  started  at  the  first  visit 

Rapid  relief  from  inflammatory  neuritis— which  reduces  the 
cost  of  this  painful  disability  by  permitting  patients  to  resume 
work  quickly— is  described  by  Smith1,2  and  Lehrer  et  al.3  By 
starting  Protamide  in  the  first  week  of  symptoms,  96%  of 
313  patients  recovered  with  only  one  to  four  injections,  short- 
ening the  duration  of  disability  from  weeks  to  just  a few  days.3 

Protamide  is  a sterile  colloidal  tein  reaction  . . . virtually  painless 
solution  prepared  from  animal  on  administration  . . . supplied  in 
gastric  mucosa  . . . free  from  pro-  boxes  of  ten  1.3  cc.  ampuls. 

PROTAMIDE* 


Detroit  11,  Michigan 


1.  Smith,  R.  T.:  M.  Clin.  North  America,  March  1957.  2.  Smith,  R.T.:  New  York  Med.  5:16,1952. 
3.  Lehrer,  H.  W.  et  al.:  Northwest  Med.  75:1249,  1955. 


Addition  of  neomycin 
to  the  effective 
Donnagel  formula 


assures  even  more 
certain  control  of  most 
of  the  common  forms 
of  diarrhea. 

Neomycin  is  an  ideal 
antibiotic  for  enteric 
use:  it  is  effectively 
bacteriostatic 
against  neomycin- 
susceptible  pathogens; 
and  it  is  relatively 
non-absorbable. 

The  secret  of  Donnagel  with  Neomycin's  clinical 

dependability  lies  in  the  comprehensive  approach 
of  its  rational  formula: 

in  each  30  cc.  (1  fl.  oz.) 

COMPONENT 

Neomycin  base,  210.0  mg. 

(as  neomycin  sulfate,  300  mg.) 


ACTION  BENEFIT 

antibiotic  Affords  effective  intestinal  bacte- 
riostasis. 


Kaolin  (6.0  Gm.) 


Pectin  (142.8  mg.) 


adsorbent,  Bindstoxicand  irritafingsubstan- 
demulcent  ces.  Provides  protective  coating 
for  irritated  intestinal  mucosa. 

v * 

protective,  Supplements  action  of  kaolin  as 
demulcent  an  intestinal  detoxifying  and 
demulcent  agent. 


Dihydroxyaluminum 

aminoacetate  (0.25  Gm.) 


antacid,  Enhances  demulcent  and  detoxi- 
demulcent  fying  action  of  the  kaolin-pectin 
suspension. 


Natural  belladonna  alkaloids:  anti-  Relieves  intestinal  hypermotility 

hyoscyamine  sulfate  (0.1037  mg.)  spasmodic  and  hypertonicity, 

atropine  sulfate  (0.0194  mg.)  ^ J 

hyoscine  hydrobromide  (0.0065  mg.) 


pbms 


Phenobarbital  (%  gr.) 


sedative 


Informational 
literature 
available 
upon  request. 


Donnagel  with  Neomycin 
is  specifically  indicated  in  diarrheas  or 
dysentery  caused  by  neomycin-suscep- 
tible organisms;  in  diarrheas  not  yet 
proven  to  be  of  bacterial  origin,  priorto  de- 
finitive diagnosis.  Also  useful  in  enteritis, 
even  though  diarrhea  may  not  be  present. 
SUPPIJED:  Bottles  of  B fl.  oz.  At  all  pre- 
scription pharmacies. 


Diminishes  nervousness,  stress 
and  apprehension. 

DOSAGE'  Adults:  1 to  2 tablespoon- 
Tuls  (lo  to  30  cc.)  every  4 hours. 
Children  over  1 year:  1 to  2 tea- 
spoonfuls every  4 hours.  Children 
under  1 year:  >/2  to  1 teaspoonful 
every  4 hours. 

ALSO  AVAILABLE:.  Donnagel,  the 
original  formula,  for  use  when  an 
antibiotic  is  not  indicated. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


¥2  ft* 


natural 
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.J  -ISjblochemical  treatment 
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for  your  problem 
of  PRURITUS  ANI- 


TOPICAL  AMINO  ACID  THERAPY 


Immediate  and  prolonged  relief  . . . Inherent  safety 

98%  Effective 1 and  Why  — 

Recent  observations  on  the  pruritogenic 
effects  of  proteolytic  enzymes2  have  focused 
new  interest  on  the  value  of  proteins  and 
amino  acids  in  pruritus  ani. 

Using  selected  amino  acids — Hydrolamins 
— Bodkin  and  Ferguson1  obtained  relief  in 
98%  of  pruritus  ani  cases.  McGivney3 
states  that  practically  all  his  patients  have 
had  immediate  relief. 

Hydrolamins  offers  a protective  stainless 
biochemical  barrier  to  irritating  enzymes 
and  also  neutralizes  alkaline  irritants 
seeping  from  the  anal  canal. 

100 % Safe  and  Why  — 

Being  biochemical  in  character  and  having 
a pH  of  around  6,  Hydrolamins  harmo- 
nizes with  the  skin,  does  not — unlike  the 
"caines”  and  steroids  — tend  to  cause 
treatment  dermatitis  or  sensitization  — in 
a word  is  SAFE. 


Hydrolamins  is,  therefore,  indicated  in  the  topical  treatment  of — 

Pruritus  Ani  et  Vulvae  • Fissures  • Diaper  Rash  • Anal  Irritations  and 
Erythemas  • Pinworm  Pruritus  • Ileostomy  and  Colostomy  Irritations 


SUPPLIED-  l oz.  and  2.5  oz.  tubes. 


Pharmaceutical  Company 


Chicago  14,  Illinois 
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1.  Bodkin,  t.  G.,  and  Ferguson,  E.  A.,  Jr.:  Am.  J.  Digest.  Dis.  11:59  (Feb.)  1951.  2.  Arthur,  R.  P.,  and  Shelley, 
W.  B.:  J.  Invest.  Derm.  25:341  (Nov.)  1955.  3.  McGivney,  J.:  Texas  J.  Med.  47.770  (Nov.)  1951. 


when  prescribing 

a diaphragm 


new-woven  plastic- 
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whenever  fistulas  or 
stones  cause  painful 
mucosal  lesions  in 
the  urinary  tract... 
other  measures  may  be 
indicated  to  correct  the 
injury... but  Pyridiunf 
is  the  specific  for  fast 
relief  of  pain,  urgency, 
frequency  and  burning. 
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Roche  Inc.) 3376 


Dietary  Foods 

Bread  (American  Bakers  Association) 3265 

Junket  (Junket  Brand  Foods) 3371,  3378,  3383 

Karo  (Corn  Products  Sales  Co.) 3390 

Mazola  (Corn  Products  Sales  Co.) 3257 

Medical  and  Surgical  Supplies 

Visette  Electrocardiograph  (Sanborn  Co.) 3361 

X-Ray  Equipment  (General  Electric  X-Ray  Corp.) . . 3363 


Miscellaneous 

Wine  (Wine  Advisory  Board) 
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in  any  urinary  tract  disorder 
Pyridium®  is  the  specific  for 
fast  relief  of  pain,  urgency, 
frequency  and  burning 


Pyridium  brings  relief  within  20-25  min- 
utes. Pyridium  is  compatible  with  and 
complementary  to  all  specific  therapies, 
whether  medical  or  surgical.  With 
Pyridium  you  have  greater  flexibility  in 
the  use  of  any  potency  or  dosage  schedule 
required  for  successful  treatment. 
Dosage:  2 tablets  before  each  meal. 
Supplied:  Bottles  of  12,  50,  500  and  1,000. 
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each  coated  tablet  contains:  Phenaphert 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 Vt  gr.)  . 162.0  mg. 
Phenobarbital  (%  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 

V > 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 

| n» 


Available  on  prescription  only. 


mm, 

ms 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract.. 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  fug-)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  of 
habituation  . . .with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


"Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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optimal  dosages  for  atakax, 
based  on  thousands  of  case  histories: 


mg.  (t.i.d.) 


TENSION  SENILE  ANXIETY  MENOPAUSAL  SYNDROME  ANXIETY  PREMENSTRUAL  TENSION 
PHOBIA  HYPOCHONDRIASIS  TICS  FUNCTIONAL  G.  I.  DISORDERS  PRE-OPERATIVE  ANXIETY 
HYSTERIA  PRENATAL  ANXIETY  • AND  ADJUNCTIVELY  IN  CEREBRAL  ARTERIOSCLEROSIS 
PEPTIC  ULCER  HYPERTENSION  COLITIS  NEUROSES  DYSPNEA  INSOMNIA 
PRURITIS  ASTHMA  ALCOHOLISM  DERMATITIS  PARKINSONISM  PSORIASIS 


perhaps  the  safest  ataraxic  known 


P€^C€  OF  MIND  ATAKAX 

(BRAND  OF  HYOROXYZINE)  mil, 

lablets-Syrup 


New  York  17,  New  York 


Consider  these  3 atarax  advantages : 

• 9 of  every  10  patients  get  release  from  tension, 
■without  mental  fogging 

• extremely  safe— no  major  toxicity  is  reported 

• flexible  medication,  with  tablet  and  syrup  form 

Supplied: 

In  tiny  10  mg.  (orange)  and  25  mg.  (green) 
tablets,  bottles  of  100. 

atarax  Syrup,  10  mg.  per  tsp.,  in  pint  bottles. 
Prescription  only. 
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HYPERTENSION 


“ACTING  IN  CONCERT”! 
to  control 

the  entire  syndrome  of  hypertension 

Unitensen-R  combines  the  newly-isolated  alkaloid, 
cryptenamine,  with  reserpine.  Together,  they  control 
the  chief  manifestations  of  essential  hypertension. 

Cryptenamine  dependably  lowers  blood  pressure  . . . 
increases  cardiac  output . . . improves  cerebral  and  renal 
circulation  and  may  arrest  the  degenerative  processes 
which  are  accelerated  by  hypertensive  vascular  disease. 

Reserpine  acts  centrally  to  raise  the  threshold  of 
emotional  response,  thus  stifling  neurogenic  aggravation 
of  the  disease. 

When  combined,  cryptenamine  and  reserpine  act 
synergistically,  producing  a far  better  therapeutic  effect 
than  when  administered  singly  . . . and,  successful 
therapy  is  generally  attained  with  doses  well  below  those 
producing  side  effects. 

tCohen,  B.  M.;  Cross,  E.  B.,  and  Johnson,  W.:  Am.  Pract.  A Digest  Treat.  6:1030, 1955 


UNITENSEN-er 


Each  grey-coated  Unitensen-R  tablet 


contains 

Cryptenamine 1.0  mg. 

(tannates) 

Reserpine  0.1  mg. 


Dosage:  1 tablet  t.i.d. 

For  prescription  economy, 
prescribe  in  50’ s. 


To  serve  your  patients  today— 
call  your  pharmacist  for  any 
additional  information  you 
may  need  to  help  you  prescribe 
Unitensen-R. 


IRWIN,  NEISLER  A CO. 


DECATUR,  ILLINOIS 


Bibliography.  Orgain,  E.  S.:  Post- 
grad. Med.  17:318,  1955.  Finnerty, 
F.  A.:  Am.  J.  Med.  17:629,  1954. 
McCall,  N.  L.;  Sass,  D.  K.;  Wag- 
staff,  C.,  and  Cutler,  J.:  Obst.  and 
Gynec.  6:297,  1955.  Cohen,  B.  M.: 
New  York  State  J.  Med. 55:653, 1955. 
La  Barbera,  J.  F.:  Med.  Rec.  and 
Annals  50:242,  1956.  Voskian,  J.; 
Assali,  N.  S.,  and  Noll,  L.:  Surg., 
Gynec.  and  Obst.  102:37,  1956. 
Crisp,  W.  E.,  and  McCall,  M.  L.: 
Am.  Pract.  and  Digest  Treat.  7:620, 
1956.  Finnerty,  F.  A.:  Am.  J.  M.  Sc. 
229:379,  1955. 
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Nothing  is 

quicker . . . 


Nothing  is 

more  effective  . . . 


MEDIHALER-EPr 


THE  MEDIHALER  PRINCIPLE 

Automatically  measured-dose  aerosol 
medications.  In  spillproof  leakproof, 
shatterproof,  vest-pocket  size  dispensers. 
Also  available  in  Medihaler-Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin)  for  prompt, 
lasting  relief  of  nasal  congestion. 


Epinephrine  bitartrate 7.0 mg.  percc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  0.15  mg.  actual 
epinephrine. 

For  quick  relief  of  bronchospasm  of  any 
origin.  Acts  more  rapidly  than  subcutaneous 
epinephrine  in  acute  allergic  reactions. 


MEDIHALER-ISO® 


Isoproterenol  sulfate  2.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  0.06  mg.  actual 
isoproterenol. 

Unsurpassed  for  rapid  relief  in  asthma,  bron- 
chiectasis, emphysema. 


Prescribe  Medihaler  medication  with 
Oral  Adapter  on  first  prescription. 
Refills  available  without  Oral  Adapter. 

LOS  ANGELES 
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For  winter  sore  throats,  a more  potent  antibiotic  troche 


BAC1TRACIN-TYROTHRICIN-NEOMYCIN-BENZOCAINE  TROCHES 


It’s  the  time  of  year  when  people  crowd  together 
and  sore  throats  spread.  For  these  mixed  bacterial 
throat  infections,  TETRAZETS  troches  provide  con- 
tinuing local  therapy.  The  3 potent  antibiotics  in 
TETRAZETS  have  a low  index  of  toxicity  and  sen- 
sitization. Each  TETRAZETS  troche  contains  zinc 
bacitracin  50  units,  tyrothricin  1 mg.,  neomycin  sul- 
fate 5 mg.,  and  anesthetic  benzocaine  5 mg. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  I.  PA. 
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CORN  OIL  is  a Prime  Source 

Mr£>  . ■( 


of  UNsaturated  Fatty  Acid 


Numerous  clinical 
studies  emphasize 
its  efficacy  in  the 
reduction  and 
control  of  serum 
cholesterol  levels 


Physicians  are  quite  aware  of  the  rapidly 
growing  appreciation  of  the  role  of  dietary 
lipids  in  health  and  disease.  Accumulating 
metabolic  studies  throughout  the  world  indi- 
cate that  serum  cholesterol  levels  may  be 
influenced  more  by  the  kind  than  by  the 
amount  of  the  dietary  fat. 

Unsaturated  fats  tend  to  depress  serum  cho- 
lesterol levels  in  many  patients,  whereas  sat- 
urated fats  may  have  the  opposite  effect. 
Medical  references  on  this  subject,  as  well  as 
other  findings  concerning  unsaturated  fatty 
acids  in  nutrition,  may  be  found  in  the  book, 
“Vegetable  Oils  in  Nutrition.” 


Mazola  Corn  Oil  is  an  excellent  source  of 
//^saturated  fatty  acids... 85%  of  its  com- 
ponent fatty  acids  are  unsaturated . . . average 
values  being  55%  linoleic  acid,  30%  oleic 
acid.  Mazola  is  unadulterated  corn  oil  in  its 
natural  form  . . . not  flavored,  not  blended, 
not  hydrogenated.  Well  tolerated,  easily 
digested,  readily  absorbed,  Mazola  is  also 
an  excellent  carrier  for  fat  soluble  vitamins. 

Mazola  Corn  Oil  is  widely  used  for  salad 
dressings,  in  frying,  cooking  and  baking... 
and  thus  may  be  included  palatably  in  great 
variety  as  a replacement  for  part  of  the  daily 
fat  intake. 


COMPARATIVE  COMPOSITIONS  OF  FOOD  FATS  AND  OILS 

Fatly  Acids  as  Percentage  of  Total  Acids 


Fat 


Saturated 
Ave.  Range 


Oleic 

Ave.  Range 


Linoleic 
Ave.  Range 


Linolenic 
Ave.  Range 


Arachidonic 

Ave.  Average 


Iodine  Value 


Butter 
Coconut  oil 
Corn  oil 
Cottonseed  oil 
Lard 

Linseed  oil 
Margarine 
Olive  oil 
Peanut  oil 
Shortening 
Soybean  oil 
iiim  Tallow  (beef) 




46 

48 





4.0 



1.2 



0.2 



26-42 

— 

75 

88 

— 

5-8 

— 

1. 0-2.5 

— 

— 

_ 



7-10 

13 

1 1 

15 

— 

23-40 

56 

46-66 

— 

0.0-0. 6 

— 

126 

113-131 

26 

21 

30 

27 

22-36 

47 

34-57 

— 

— 

— 

105 

90-117 

43 

46 

— 

10 

15.6 

0.5 

— 

0.5  (2.1) 

_ 

53-77 

— 

6 

12 

— 

13-31 

— 

10-27 

— 

30-64 

— 

— 

170-204 

23 

15 

23 

62 

59-77 

5.8 

5-11 

— 

0.1 -0.9 

0 

81 

74-85 

— 

8 

16 

— 

53-86 

— 

4-20 

— 

— 

— 

— 

80-88 

17 

14 

22 

54 

44-65 

29 

20-37 

— 

— 

— 

98 

90-102 

25 

17 

45 

62 

43-79 

5 

3-12 

— 

0.2-0. 6 

0-0.5 

78 

59-80 

IS 

1 1 

18 

25 

18-58 

55 

28-62 

5.1 

0.3-10 

— 

130 

100-143 

S3 

42 

- 

4 

5.3 

0.5 

- 

0.5 

— 

40-48 

Iodine  numbers  are  an  aeeepted  measure  of  the  degree  of  unsaturation  of  vegetable  oils 


TO  PHYSICIANS  interested  in  the  study  and  manage* 
nient  of  high  cholesterol  blood  levels,  this  most  recent 
monograph  will  provide  helpful  information.  It  is  free 
on  request.  Write  to:  Corn  Products  Refining  Company 
17  Battery  Place,  New  York  4,  N.  Y. 


CORN  PRODUCTS 
REFINING  COMPANY 

17  Battery  Place, 

New  York  4,  N.  Y. 
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BRAND  OF  NORETHYNODREL  WITH  ETHYNYL ESTRADIOL  3-METHYL  ETHER 


Regulates  menstrual  disorders 
through  reliable  endometropic  control 


Enovid  is  Searle’s  new,  orally  effective 
agent  designed  to  provide  specific  con- 
trol of  menstrual  disorders. 

Enovid  contains  norethynodrel,  a new 
synthetic  steroid  with  strong  progesta- 
tional and  lesser  estrogenic  activity.  The 
estrogenic  effect,  enhanced  by  the  addi- 
tion of  ethynylestradiol  3-methyl  ether, 
prevents  spotting  or  breakthrough 
bleeding  in  most  patients  in  whom  it 
would  otherwise  occur. 

Like  the  normal  endocrine  action  of 
the  corpus  luteum,  Enovid  maintains  the 
integrity  of  the  endometrium  during  ad- 


ministration of  the  drug.  Moreover,  as 
occurs  on  withdrawal  of  the  natural  hor- 
mone, the  withdrawal  of  Enovid  results 
in  the  flow  characteristic  of  menstrua- 
tion. Also,  as  does  the  natural  hormone, 
Enovid  controls  the  gonadotropic  func- 
tions of  the  anterior  pituitary  glands. 

This  specific  control  of  the  menstrual 
cycle  permits  effective  treatment  of  both 
excessive  and  inadequate  endometrial 
activity  and  provides  a dependable  agent 
for  treating  such  disorders  as  amenor- 
rhea, dysmenorrhea,  menorrhagia,  me- 
trorrhagia and  premenstrual  tension. 
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Pretreatment  biopsy  of  endometrium  in  anovulatory 
menometrorrhagia. 

Interpretation:  Proliferative  endometrium. 


Post-treatment  biopsy  (second  treated  cycle)  on  day 
19  after  5 mg.  of  Enovid  daily  from  day  5 to  day  19. 

Interpretation:  Early  secretory  endometrium  with 
slight  pseudodecidual  reaction. 


Post-treatment  biopsy  on  day  25  after  10  mg.  of 
Enovid  daily  from  day  5 to  day  20. 

Interpretation:  Late  secretory  endometrium  with 
pseudodecidual  stromal  development. 


Pretreatment  biopsy  from  patient  with  anovulatory 
menometrorrhagia. 

Interpretation:  Proliferative  endometrium. 


INDICATIONS  AND  DOSAGE  GUIDE  FOR  ENOVID 

DISORDER 

FIRST  CYCLE 

SECOND  AND  THIRD 
CONSECUTIVE  CYCLES 

Menorrhagia 

One  or  two  10-mg.  tablets 
daily  to  day  25  of  the  cycle 

One  10-mg.  tablet  daily 
from  day  5 to  day  25* 

Metrorrhagia 

One  or  two  10-mg.  tablets  daily  to  day  25 
(or  for  10  days  to  establish  cycle) 

same  as  above 

Amenorrhea  (primary 
or  secondarv) 

One  10-mg.  tablet  daily 
for  20  days  to  establish  cycle 

same  as  above 

Oligomenorrhea 

One  10-mg.  tablet  daily 
from  day  5 to  day  25* 

same  as  above 

Premenstrual 

Tension 

One  10-mg.  tablet  daily 
from  day  5 to  day  25* 

same  as  above 

Dysmenorrhea 

One  10-mg.  tablet  daily 
from  day  5 to  day  25 

One  10-mg.  tablet  daily 
from  day  5 to  day  25 

Inadequate 
Luteal  Phase 

One  10-mg.  tablet  daily 
from  day  1 5 to  day  25 

One  10-mg.  tablet  daily 
from  doy  15  to  day  25 

*The  administration  of  Enovid  prior  to  day  15  may  interfere 
with  ovulation;  if  anovulatory  cycles  are  not  desired,  one 
10-mg.  tablet  of  Enovid  should  be  administered  daily  from 
day  15  to  day  25. 

SPECIAL  NOTES:  (U  If  nausea  is  encountered,  the  daily 
dose  may  be  cut  in  half  or  given  in  divided  doses  for  three 
days  and  then  return  to  regular  dose. 


(2)  Intermenstrual  spotting  is  usually  evidence  of  inadequate 
dosage.  This  type  of  bleeding  Ls  usually  controlled  by  increas- 
ing the  dosage  one  10-mg.  tablet  daily.  (3)  Following  discon- 
tinuance of  treatment,  the  intermenstrual  interval  of  the  first 


untreated  cycle  is  commonly  prolonged  for  approximately  one 
week. 

FORMULA:  Each  10-mg.  tablet  of  Enovid  (available  as  un- 
coated, scored,  coral  tablets)  contains  norethynodraJ,  a new 
synthetic  steroid,  with  0.15  mg.  of  ethynylestradiol  3-methyl 
ether. 

Biopsy  photomicrographs  courtesy  of  Anna  L.  Southam,  M.D., 
New  York,  N.  Y. 

^'Trademark  of  G.  D.  Searle  & Co. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois 


SEARLE 


Research  in  the  Service  of  Medicine 
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the  problem  of  the  "vegetable”  patient 


The  symptoms  are  all  too  familiar:  apathy,  paucity  of  ideas,  repetition  of 
vague  complaints,  sloppy  appearance. 

Very  often,  as  an  adjunct  to  specific  therapy  directed  at  the  primary  complaint, 
Dexedrine’s  gentle  stimulation  will  provide  this  patient  with  a new  cheerfulness, 
optimism  and  feeling  of  well-being  that  may  again  make  her  life  seem  worth  living. 
Dexedrine*  (dextro-amphetamine  sulfate,  S.K.F.)  is  available  as  tablets,  elixir  and 
Spansule*  sustained  release  capsules.  Made  only  by  Smith,  Kline  & French  Lab- 
oratories, Philadelphia. 

D 

E 

tt 

*T.M.  Reg.  U.S.  Pat.  Off.  I fj 
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CLINICAL  experience  in  the 

treatment  of  respiratory  tract  infections  with 


SIGNEMYCIN  V 


OLEANDOMYCIN  TETRACYCLINE-PHOSPHATE  BUFFERED 


acute  'pharyngitis 
pneumonia 
pleurisy 
otitis  media 


patients  with 
respiratory 
infections 
treated  with 
Signemycinf1 


bronchitis 


sinusitis 

bronchiectasis 

tonsillitis 

influenza 

bronchopneumonia 

pansinusitis 

laryngitis 

tracheitis 

ethmoiditis 

streptococcal  pharyngitis 
nasopharyngitis 
tracheobronchitis 
bacterial  pneumonia  due  to 
resistant  pneumococci, 
staphylococci,  or  mixed  flora 
viral  or  nonspecific 

pneumonia  not  responsive 
to  other  therapy 
lung  abscess 
follicular  tonsillitis 
pharyngitis  caused  by 
resistant  staphylococci, 
Streptococcus  viridans, 
or  hemolytic  Streptococcus 
lobar  pneumonia 
viral  JJRI 


and  with 
outstanding 
safety  and 
toleration 


875 

38 

21 

;h 

914 


patients  showed 
an  excellent 
or  good  response 


patients  had 
fair  response 


patients  had  a 
poor  response 


patients  had 
no  side  effects 


References : 1.  Case  reports  in  the 
Pfizer  Medical  Department  Files  from 
fifty-three  clinicians,  and  the  follow- 
ing published  reports  : Shubin,  H.  : 
Antibiotic  Med.  & Clin.  Therapy 
4:174  (March)  1957.  Carter,  C.  H., 
and  Maley,  M.  C. : Antibiotics  An- 
nual 1956-1957,  New  York,  Medical 
Encyclopedia,  Inc.,  1957,  p.  51.  Win- 
ton,  S.  S.,  and  Chesrow,  E. : Ibid., 
p.  55.  LaCaille,  R.  A.,  and  Prigot,  A. : 
Ibid.,  p.  19. 

•Trademark 

fTrademark,  oleandomycin  tetracycline 


Increasing  use  of  Signemycin  V and  other  Signemycin  formula- 
tions has  confirmed  the  value  of  this  agent  in  the  armamentar- 
ium of  the  physician  treating  antibiotic-susceptible  infections, 
particularly  those  seen  at  home  or  in  office  where  susceptibility 
testing  may  not  be  practicable  and  where  immedi- 
ate institution  of  the  most  broadly  effective  therapy 
is  necessary. 

World  leader  in  antibiotic  development  and  production 
Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


new 

non-narcotie 


analgesic - 

with  the 
potency 
of  codeine 


(Dextro  Propoxyphene  Hydrochloride,  Lilly) 


is  a new,  chemically  different  analgesic  developed  in  the  Lilly  Research 
Laboratories.  'Darvon’  is  equally  as  potent  as  codeine  yet  much  better 
tolerated.  Clinically  useful  doses  do  not  produce  euphoria,  tolerance, 
or  physical  dependence.  Side-effects,  such  as  nausea  and  constipation,  are 
minimal.  You  will  find  'Darvon’  of  value  in  any  disease  associated  with  pain. 
'Darvon’  is  available  in  32-mg.  and  65-mg.  pulvules. 

DARVON  COMPOUND 

(Dextro  Propoxyphene  and  Acetylsalicylic  Acid  Compound,  Lilly) 

further  intensifies  analgesic  effectiveness  by  combining  the  analgesic  action 
of  'Darvon’  with  the  antipyretic  and  anti-inflammatory  benefits  of 
'A.S.A.  Compound.’*  It  is  particularly  useful  in  relieving  pain  associated 
with  recurrent  or  chronic  disease,  such  as  neuralgia,  neuritis,  or  arthritis, 
as  well  as  acute  pain  of  traumatic  origin.  In  a study  of  101  patients,  Gruber1 
has  shown  that,  even  after  prolonged  administration,  no  loss  of  analgesic 
potency  occurs  with  'Darvon.’  No  contraindications  have  been  reported. 

Each  Pulvule  ‘Darvon  Compound’  provides: 


'Darvon’ 32  mg. 

Acetophenetidin 162  mg. 

'A  .S.A ( Acetylsalicylic  Acid,  Lilly ) 227  mg. 

Caffeine 32.4  mg. 


Dosage:  'Darvon  Compound ’ — 1 or  2 pulvules  every  six  hours  as  needed  for  pain. 

'Darvon' — 32  mg.  every  four  hours  or  65  mg.  every  six  hours  as  needed  for  pain. 

*'A.S.A.  Compound ’ ( Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 

1.  Gruber,  C.  M.,  Jr.:  J.A.M.A.,  164:  966  (June  29),  1957. 

In  bottles  of  100  at  pharmacies  everywhere. 
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calcidrine 


goes 

a long  way 
to  treat  a 


bad  cough 


each  30  cc.  represents: 

Dihydrocodeinone  Bitartrate  10  mg.  (Vi  gr.) 

Nembutal®  Sodium 25  mg.  t3/g  gr.) 

Ephedrine  Hydrochloride. . 25  mg.  (%  gr.j 
Calcium  Iodide,  anhydrous  910  mg.  (14  grs.) 

® Nembutal— Pentobarbital,  Abbott 

QiMo-ott 


in  health  and  disease 


Regardless  of  the  dietary- 
adjustment  indicated, 
Enriched  Bread  helps  supply 
needed  nutrients . . . protein, 
energy,  vitamins,  minerals... 
and  is  always  compatible. 


AMERICAN  BAKERS  ASSOCIATION 

20  North  Wacker  Drive  • Chicago  6,  Illinois 
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why  Dimetane  is  the  best  reason  yet  for  you  to  re- 
examine the  antihistamine  you’re  now  using  » Milligram 


r 'f  I 


for  milligram,  DIMETANE  'potency  is  unexcelled,  dimetane  has  a therapeutic  index 
unrivaled  by  any  other  antihistamine-a  rela-  T^Tl  ^ hide  e«kU 

tive  safety  unexceeded  by  any  other  antihista-  E.ceiiem  Good  Fair  nitwit 

Allergic 

mine,  dimetane,  even  in  very  low  dosage,  has  motor  rhinitis  I 30  I 14  9 5 2 I Slight  Drowsiness  (3)  J I 

Urticaria  and 

been  effective  when  other  antihistamines  have  edema  °l  ° 3 1 11  Dizzy  (1) 

Allergic 

failed.  Drowsiness,  other  side  effects  have  been  BrSV*thma  i J ' 

Pruritus  1 1 

at  the  very  minimum.  » unexcelled  — ; 17 — 17 — 7 0nwima 

antihistaminic  action  I I I lDl"y  (1>  ' '°l 

From  the  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  completed. 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Excellent 

Good 

Fair 

Negative 

Allergic 

rhinitis  and  vaso- 
motor rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  (3) 

Urticaria  and 
angioneurotic 
edema 

3 

l 

, 

1 

Dizzy  (1) 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  (2) 

Bronchial  asthma 
Pruritus 

1 

1 

1 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  (5) 

Dizzy  (1)  16 1/0 

EXTENTABS  12  MG., TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 


Dosage: 


a blanket  of  allergic  protection,  covering  10-12 
hours— with  just  one  Dimetane  Extentab  » dimetane 

Extentabs  protect  patient  for  10-12  hours  on  one  tablet.  Periods 

of  stress  can  be  easily  handled 


Adults— One  or  two  4-mg. 
tabs,  or  two  to  four 
teaspoonfuls  Elixir , three  or 
four  times  daily.  One 
Extentab  q.8-12h.  or  twice 
daily.  Children  over  6— One 
tab.  or  two  teaspoonfxds 
Elixir  t.i.d.  or  q.i.d.,  or  one 
Extentab  q.l2h.  Children 
3-6— V2  tab.  or  one 
tcaspoonfxd  Elixir  t.i.d. 
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Mom  “wears 
the  pants” 
once  too 
often 


frozen 

shoulder 

Bursitis  and  tenosynovitis  are  new  terms  to  home- 
makers, but  they  are  not  uncommon  sequels  to  over- 
exertion. Early  antirheumatic  therapy  is  to  be 
encouraged  in  the  treatment  of  these  conditions,  as 
it  is  in  more  serious  rheumatic  conditions,  to  allevi- 
ate pain  and  prevent  progression  of  the  disorder. 
With  adequate  therapy  the  prognosis  of  bursitis  in 
its  acute  stage  is  good.  Delaying  therapy  may  result 
in  extension  of  the  inflammation  and  gross  anatom- 
ical changes  that  tend  to  incapacitate  the  patient. 

Sigmagen  provides  doubly  protective  corticoid-sali- 
cylate  therapy— a combination  of  Meticorten®  (pred- 
nisone) and  acetylsalicylic  acid  providing  additive 
antirheumatic  benefits  as  well  as  rapid  analgesic 
effect.  These  benefits  are  supported  by  aluminum 
hydroxide  to  counteract  excess  gastric  acidity  and  by 
ascorbic  acid,  the  vitamin  closely  linked  to  adreno- 
cortical function,  to  help  meet  the  increased  need  for 
this  vitamin  during  stress  situations. 


protective  corticoid -salicylate  therapy 

SlGMAG€N 

corticoid-analgesic  compound  “jV^ fo  1 0 1 S 


for  'patients 
who  go  beyond 
their  physical 
capacity 
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MARS  I LID 


(Iproniazid) 


'Roche' 


Marsilid  'Roche'  is  a psychic  energizer  — the  very  opposite  of  a tranquilizer. 
It  is  useful  not  only  for  mild  and  severe  depression  but  for  stimulation  of 
appetite  and  weight  gain,  and  in  chronic  debilitating  disorders. 

Q.  What  is  Marsilid? 

A,  Marsilid  (iproniazid)  is  an  amine  oxidase  inhibitor  which  affects 
_ the  metabolism  of  serotonin,  epinephrine,  norepinephrine  and  other  amines. 

Q-  How  does  Marsilid  act? 

A-  Marsilid  has  a normal  eudaemonic*  rather  than  an  abnormal 
euphoric  effect;  it  promotes  a feeling  of  well-being  and  increased  vitality; 
it  restores  depleted  energy  and  stimulates  appetite  and  weight  gain  in 
chronic  debilitating  disorders. 

Q-  How  soon  is  the  effect  of  Marsilid  apparent? 

A,  Marsilid  is  a slow-acting  drug.  In  mild  depression  it  usually  takes 
effect  within  a week  or  two;  in  severe  psychotics,  results  may  be  apparent 
only  after  a month  or  more. 

What  are  the  indications  for  Marsilid? 


A.  Mild  depression  in  ambulatory,  non-psychotic  patients;  psychoses 
associated  with  severe  depression  or  regression;  stimulation  of  appetite  and 
weight  gain  in  debilitated  patients;  chronic  debilitating  disorders;  stimulation 
of  wound  healing  in  draining  sinuses  (both  tuberculous  and  non-tuberculous); 
adjunctive  therapy  in  rheumatoid  arthritis  when  associated  with  depressed 


‘Eudaemonia  is  a feeling  of  well-being  or  happiness;  in  Aristotle's  use,  felicity  resulting  from 
life  of  activity  in  accordance  with  reason. 


a psychic  energizer 

(the  opposite  of  a tranquilizer) 

psychomotor  activity  (Marsilid  stimulates  physical  and  mental  activity,  ap- 
petite and  weight  gain  without  objective  joint  changes). 

What  is  the  dosage  of  Marsilid? 

A-  The  daily  dose  of  Marsilid  should  not  exceed  150  mg  (50  mg 
t.  i.d.).  In  patients  who  are  not  hospitalized,  the  dosage  should  be  reduced 
after  the  first  8 weeks  to  an  average  of  50  mg  daily  or  less,  for  Marsilid  is 
a cumulative  drug.  Like  all  potent  drugs,  Marsilid  requires  careful  individual 
dosage  adjustment. 

What  are  the  potential  side  effects  of  Marsilid? 

A.  Side  effects  due  to  Marsilid  are  reversible  upon  reduction  of 
dosage  or  cessation  of  therapy.  It  may  cause  constipation,  hyperreflexia, 
paresthesias,  dizziness,  postural  hypotension,  sweating,  dryness  of  mouth, 
delay  in  starting  micturition,  and  impotence. 

When  is  Marsilid  contraindicated? 

iffik®  Marsilid  is  contraindicated  in  overactive,  overstimulated  or  agi- 
tated patients.  Marsilid  therapy  should  be  discontinued  two  days  before 
the  use  of  ether  anesthesia.  It  should  not  be  given  together  with  cocaine  or 
meperidine.  In  patients  with  impaired  kidney  function,  Marsilid  should  be 
used  cautiously  to  prevent  accumulation.  Marsilid  is  not  recommended  in 
epileptic  patients. 

Q.  How  is  Marsilid  supplied? 

A.  Marsilid  is  supplied  in  scored  50-mg,  25-mg  and  10-mg  tablets. 

MARSILID*1  PHOSPHATE — brand  of  iproniazid  phosphate  (l*isonicotinyl-2-isopropylhydrazine 
phosphate) 

HOFFMANN -LA  ROCHE  INC  • NUTLEY  10  • NEW  JERSEY 
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the  60-second  urine  glucose  test 

TES-TAPE 

(Urine  Sugar  Analysis  Paper.  Lilly) 


specific  for  glucose  • adequately 
quantitative  for  clinical  use 

'Tes-Tape’  is  both  qualitative  and  quanti- 
tative. Its  selective  action  prevents  false 
positive  reactions;  assures  clinical  accuracy. 
Patients  also  welcome  the  convenience,  sim- 
plicity, and  accuracy  of  'Tes-Tape.’ 

The  handy  plastic  dispenser  allows  you  to 
Available  at  pharmacies  carry  'Tes-Tape’  in  your  house-call  bag  for 
everywhere.  on-the-spot  determinations. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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EDITORIAL 


The  District  Branches 


For  yet  another  year  the  District  Branches 
will  hold  then  annual  meetings  with  election 
of  officers  commencing  September  18.  Some 
of  them  will  have  a scientific  program  and 
dinner,  others  only  a social  gathering  and  a 
dinner  at  which  time  the  president  of  the 
Medical  Society  of  the  State  of  New  York 
or  the  president-elect  and  some  of  the 
officers  will  be  formally  introduced. 

Only  one  branch,  the  First  District,  hold- 
ing its  annual  meeting  at  the  time  of  the 
Annual  Meeting  of  the  State  Society  in 
May,  has  altogether  abandoned  its  pro- 
gram except  for  the  election  of  officers. 
Others  have  modified  or  changed  the  char- 
acter of  the  program  except  for  the  dinner 
and  the  president’s  or  president-elect’s 
address  to  the  membership.  Some  have 
retained  the  scientific  portion  of  the  pro- 
gram unaltered. 

In  February,  1884,  the  New  York  State 
Medical  Association  was  formed.1  The 
county  societies  then  in  being  were  affiliated 
with  the  Medical  Society  of  the  State  of 
New  York,  the  parent  organization.  The 
New  York  State  Medical  Association,  need- 
ing regional  representation,  founded  the 
district  branches,  each  branch  “embracing 
the  approximate  area  of  ten  county  medical 
societies. 

Through  the  branches,  the  State  Medi- 
cal Association  carried  on  a progressive 
program  of  postgraduate  instruction  for  its 
members.”  After  the  reunion  of  the  two 
organizations  in  1906,  the  branches  were 
taken  over  by  the  Medical  Society  of  the 
State  of  New  York  and  their  function  of 
postgraduate  instruction  continued. 

Needless  to  say,  the  growth  of  good 

1 Kelly,  E.  C.:  New  York  State  J.  Med.  27:  471  (Feb.  1) 
1957. 


medical  schools,  teaching  hospitals,  and 
other  excellent  postgraduate  teaching  pro- 
grams throughout  the  State  during  the  last 
fifty  3rears  has  made  the  scientific  portions 
of  the  district  branch  programs  of  less 
importance  now  except  in  certain  areas. 
Each  branch  is  autonomous  and  has  the 
privilege  of  determining  its  own  course  of 
action. 

Historically,  the  branches  have  had  a 
great  usefulness.  Each  one,  covering  the 
area  of  approximately  ten  county  societies, 
could  count  on  a large  attendance  at  its 
meetings  in  the  early  days ; its  resources  were 
correspondingly  large  and  the  character  of 
its  scientific  program  excellent.  It  brought 
together,  not  only  for  instruction  but  for 
sociability,  doctors  who  were  living  and 
practising  in  isolated  areas  and  gave  them  the 
opport  unity  to  meet  the  president  of  the  State 
Society  personally.  In  the  early  days  of  the 
80’s  and  90’s  the  president  was  required  to 
report  to  the  State  Society  at  the  time  of  its 
Annual  Meeting  on  the  condition  of  the 
profession  in  the  area  of  the  branches 
visited,  but  this  requirement  gradually 
lapsed. 

However,  the  burden  of  the  president’s 
office  became  so  great  as  the  Society 
enlarged  that  about  1947,  Dr.  Louis  H. 
Bauer,  then  president,  suggested  that  the 
president-elect  address  half  of  the  branches. 
This  idea  was  adopted  and  has  remained  in 
force  ever  since. 

Every  year  the  branches  which  have  not 
already  done  so  discuss  possible  changes  in 
their  programs  to  bring  them  more  into 
harmony  with  the  requirements  of  modern 
times. 

It  is  to  be  hoped  that  they  will  be  suc- 
cessful. 
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The  public  today  is  much  disturbed  over  the  Asian  virus 
disease.  Perhaps  they  are  too  much  concerned  over  it. 
According  to  those  who  have  studied  it  the  death  rate  is 
very  low  and  the  complications  are  not  severe.  We  are  told 
that  this  strain  of  virus,  which  started  in  Hong  Kong,  was 
known  to  exist  in  this  country  in  1889.  There  has  been  no 
evidence  that  there  is  any  comparison  of  this  infection  with 
that  of  the  fatal  disease  of  1918.  Thus  so  far  there  is  little 
reason  to  get  the  public  excited.  Physicians  should  placate 
their  patients  as  much  as  possible.  If  it  seems  that  an 
epidemic  is  iminent,  you  will  be  duly  notified  so  that  measures 
can  be  taken. 

During  the  summer  I appointed  an  advisory  committee  to 
the  State  Department  of  Health.  On  September  5,  1957, 
the  committee  met  and  discussed  the  entire  problem.  You 
should  have  received  a letter  explaining  almost  every  de- 
tail of  handling  the  disease.  The  committee  spent  hours  deciding  who  should  receive 
the  vaccine  first. 

Since  it  apparently  is  not  a very  fatal  disease  but  will  produce  illness  of  a few  days  dura- 
tion, many  people  who  are  essential  in  carrying  on  the  economy  of  the  country  should  be 
among  the  first  to  receive  the  vaccine.  This  includes  personnel  in  hospitals,  sick  people, 
and  so  on  as  published  in  newspapers. 

It  is  earnestly  hoped  that  physicians  will  closely  adhere  to  the  priorities.  Patients  will 
endeavor  to  have  their  physician  give  the  vaccine  to  them  among  the  first.  If  it  is  ex- 
plained to  them  that  their  time  will  come  and  that  the  reason  for  the  delay  is  because  of 
vaccine  shortage,  no  problem  should  be  encountered. 

Some  physicians  have  inquired  if  the  other  influenzal  vaccines  are  useful  in  preventing 
Asian  virus  disease.  The  answer  is  no.  The  leading  virologists  have  informed  us  that 
only  vaccine  made  from  this  strain  is  of  any  use  in  increasing  antibodies  against  this  disease. 
According  to  them  one  injection  may  be  sufficient  to  prevent  or  materially  reduce  the 
severity  of  the  disease.  After  the  injection  it  takes  seven  to  fourteen  days  for  immunity 
to  occur.  The  incubation  period  is  two  to  four  days. 

In  the  past,  efforts  at  producing  immunity  to  other  strains  of  virus  producing  symptoms 
of  influenza  have  not  been  too  successful  in  most  instances.  The  reactions  of  the  vaccine 
often  have  been  rather  severe.  This  fact  has  led  to  a not  too  general  use  of  it. 

The  vaccine  being  produced  of  the  Asian  strain  has  produced  fairly  mild  reactions  so  far. 
Certain  precautions  should  be  observed.  There  may  be  two  types  of  reactions;  one,  a 
general  one  usually  occurring  the  day  after  the  injection.  The  symptoms  may  be  headache 
and  a mild,  chilly  sensation  with  some  fever.  The  other  reaction  may  be  of  an  allergic 
nature;  for  example,  a sore  arm,  urticaria,  or  other  manifestations  of  allergy.  Since  the 
vaccine  is  produced  from  fertilized  hens’  eggs,  one  should  be  cautious  in  injecting  people 
allergic  to  eggs  or  chicken.  If  there  is  a history  of  severe  allergy  to  either,  the  allergists 
tell  us  it  would  be  wise  not  to  give  the  vaccine  to  such  individuals. 

If  the  disease  seems  to  reach  real  epidemic  proportions  this  winter  and  additional  infor- 
mation on  the  disease  occurs,  you  will  be  given  such  just  as  soon  as  possible.  This  is  neces- 


Thurman  B.  Givan,  M.D 
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sary  because  private  physicians  will  give  most  of  the  vaccine.  Thus  physicians  again  will 
be  given  the  opportunity  to  show  the  people  of  this  State  that  they  are  receiving  the  finest 
medical  care  obtainable  on  a large  scale. 
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rf. Metamucil  does  both?” 


Metamucil  stimulates  normal 
peristalsis  and  produces  soft,  easy  stools. 
"Smoothage”  management  with 
Metamucil  may  be  continued  indefinitely, 
without  the  use  of  irritant  laxatives, 
in  every  type  of  constipation. 


METAMUCIL 


psyllium  hydrophilic  mucilloid  with  dextrose 
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NEW  INTRAMUSCULAR  IRON  PROVIDES 
PRECISION  THERAPY,  PROMPT  RESPONSE 


IMFERON,®  the  new  intramuscular  iron-dextran 
complex,  was  introduced  to  American  hematol- 
ogists at  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology  held 
in  Boston,  August  27  to  September  1,  1956. 
Recent  experience  from  over  6 million  injec- 
tions has  shown  that  this  iron  preparation  is> 
easy  to  administer,  notably  free  from  toxic  ef- 
fects, quickly  absorbed  and  productive  of  rapid 
hematologic  and  clinical  improvement.  It  has 
been  termed  “...the  only  therapeutically  effec- 
tive iron  preparation  for  intramuscular  use....”1 
IMFERON  meets  the  need  for  a safe,  effective 
agent  when  parenteral  iron  is  preferable  for 
patients  with  iron  deficiency  anemia  who  are 
resistant  or  intolerant  to  oral  iron,  those  with 
depleted  iron  reserves  and  those  who  require 
rapid  restoration  of  hemoglobin,  e.g.  last  tri- 
mester of  pregnancy. 

Previous  parenteral  iron  preparations  were 
unsatisfactory  because  of  toxicity,  pain  on 
injection,  or  because  they  contained  insufficient 
iron.  IMFERON  contains  the  equivalent  of  5 
per  cent  elemental  iron.  It  is  more  stable  than 
iron  saccharate  both  in  vitro  and  in  vivo  and 
does  not  precipitate  in  plasma  over  a wide  pH 
range.  It  is  isotonic  with  tissue  fluids  and  has 
a pH  of  5.2  to  6.01  Utilization  for  hemoglobin 
formation  is  almost  quantitative. 

Precision  Therapy  with  IMFERON:  Before  treating 
a patient  with  IMFERON,  total  iron  requirement 
is  calculated  by  formula  or  determined  from  a 
convenient  dosage  chart.  Then  appropriate 
amounts  of  IMFERON  are  injected  daily  or 
every  other  day,  until  the  total  calculated 
required  amount  is  given. 

Iron  Deficiency  Anemia  of  Infancy:  IMFERON  pro- 
vides a convenient  safe  means  for  restoring 
hemoglobin  levels  and  iron  reserves  in  anemic 
infants.  Excellent  results  were  obtained  by 
Gaisford  and  Jennison2  with  IMFERON  in  100 
iron-deficient  infants.  From  a pretreatment 
average  of  54.5  per  cent,  hemoglobin  levels 
rose  to  87  per  cent  10  weeks  after  the  start 
of  therapy. 


Clinical  improvement  paralleled  this  response. 
Premature  infants  and  surgical  cases  were 
similarly  benefited,  imferon  gave  “...all  the 
advantages  of  transfusion  or  intravenous  ther- 
apy without  the  disadvantages.”2  There  were 
no  side  effects  in  any  of  the  infants  treated. 
Wallerstein3  confirmed  these  results,  furnishing 
evidence  that  imferon  is  well  absorbed  and 
appears  in  the  bone  marrow  12  to  24  hours 
after  injection.  Results  are  equal  to  those  with 
intravenous  saccharated  iron  oxide  without  the 
unpleasant  side  effects.  Sturgeon4  showed  that 
the  first  year’s  iron  requirements  in  infancy  can 
be  supplied  with  three  injections  of  IMFERON. 
Iron  Deficiency  Anemia  of  Pregnancy:  Nausea  pre- 
cludes oral  iron  therapy  in  many  anemic  preg- 
nant women.  In  those  with  severe  anemia  who 
are  first  seen  late  in  pregnancy,  prompt 
hemoglobin  regeneration  is  unobtainable  with 
oral  iron.  IMFERON  produced  prompt  hemo- 
globin responses  in  anemia  of  pregnancy,6,0  the 
results  being  similar  to  those  obtained  with 
intravenous  saccharated  iron  oxide.  Side  effects 
were  virtually  absent  with  IMFERON.6,0 
Resistant  Hypochromic  Anemia:  Patients  who  do 
not  respond  to  oral  iron,  those  who  cannot  take 
oral  iron  and  those  with  gastrointestinal  pathol- 
ogy respond  well  to  injections  of  IMFERON.7'11 
While  oral  iron  is  of  little  value  in  treating 
the  anemia  of  rheumatoid  arthritis,  IMFERON  is 
“...as  beneficial  as  intravenous  iron  and  easier 
to  administer.”8 

Present  Studies:  Published  reports  and  recent 
findings  of  clinical  investigators  confirm  the 
effectiveness  and  safety  of  IMFERON  for  hemo- 
globin regeneration  and  creation  of  iron  stores. 
More  than  70  studies  are  now  being  completed 
in  the  United  States.  Reports  stress  prompt 
hemoglobin  response,  ease  of  administration 
and  freedom  from  side  effects.  Clinicians  desir- 
ing additional  information  should  request 
Brochure  No.  NDA  17,  imferon.  Lakeside 
Laboratories,  Inc.,  Milwaukee  1,  Wisconsin. 
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SCIENTIFIC  ARTICLES 


Advances  in  Anesthesia:  Real  or  Apparent? 

WILLIAM  W.  MUSHIN,  M.D.,  CARDIFF,  WALES 
( From  the  Welsh  National  School  of  Medicine,  University  of  Wales) 


It  is  certain  that  anesthetic  methods  have 
become  so  complex  that  only  those  with  a 
specialized  training  can  extract  benefit  from  them 
for  the  patient.  Indeed,  technical  advances  in 
anesthesiology  are  so  much  out  of  phase  with  the 
number  of  available  trained  people  to  utilize 
them  that  there  is  widespread  uneasiness  that 
patients  may  be  suffering  harm  from  these 
complex  methods  when  they  are  used  by  less 
skilled  anesthetists.  I want  to  consider  in  a 
very  broad  manner  and  in  the  light  of  their 
current  usage  whether  these  new  developments 
represent  real  advances  or  whether  they  are  like 
mirages,  only  apparent  to  the  eye  of  the  be- 
holder. 

Apart  from  the  anesthesiologist  himself  there 
are  two  individuals  concerned  with  an  anesthetic 
by  whose  opinions  and  reactions  its  goodness  or 
badness  can  be  judged.  They  are  the  patient  and 
the  surgeon.  The  sole  purpose  of  an  anesthetic  is 
to  enable  the  surgeon  to  perform  his  operation 
with  the  greatest  facility  to  himself  and  the 
greatest  advantage  to  the  patient.  It  avails 
little  if  the  patient  suffers  no  after  effects  if  the 
operation  is  improperly  performed  because  of  the 
physical  technical  difficulties  imposed.  On  the 
other  hand,  successful  surgery  made  easy  by 
anesthesia  can  well  be  marred  almost  to  the 
point  of  total  failure  because  of  the  widespread 
and  damaging  side-effects  of  the  anesthetic 
itself. 

A much  worn,  yet  still  instructive  and  not  a 
little  inspiring  comparison  is  between  what  might 
have  happened  to  a patient  as  recently  as  thirty 
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years  ago  who  was  to  have  a cholecystectomy 
and  what  might  happen  to  him  today.  The 
indication  for  operation  then  was  no  less  certain 
and  the  surgical  technic  much  as  it  is  now.  The 
hours  of  dreadful  anticipation  before  going  to  the 
operating  room  have  been  exchanged  for  euphoria, 
although  the  price  is  respiratory  depression  and  a 
more  than  small  chance  of  postoperative  sickness 
due  to  morphine  sensitivity.  On  arrival  in  the 
operating  theatre  the  patient  now  recognizes  the 
anesthesiologist  who  was  so  kind  and  who 
examined  him  so  carefully  the  night  before. 
(Thirty  years  ago  the  anesthesiologist  was  a 
stranger  to  the  patient.)  Instead  of  turbulent 
respiratory  acrobatics  preceding  unconsciousness, 
he  receives  an  intravenous  injection  which  leads 
him  gently  into  sleep.  He  quickly  passes  from 
sleep  to  complete  muscle  paralysis  by  curariza- 
tion,  with  anesthesia  probably  continued  through 
a tracheal  tube  with  gaseous  anesthetics  like 
nitrous  oxide.  A combination  of  light  narcosis, 
relaxant  drugs,  and  respiratory  control  carry  him 
through  the  operation.  Frequent  and  accurate 
observations  are  made  of  such  functions  of  his 
respiratory  and  circulatory  systems  as  are 
readily  available  to  the  anesthetist.  The  surgeon 
finds  the  abdomen  relaxed  to  an  extent  which 
makes  retractors  unnecessary,  and  for  him  a 
return  to  the  situation  of  thirty  years  ago  is 
unthinkable.  A combination  of  good  ventilation, 
oxygenation,  and  efficient  carbon  dioxide  re- 
moval reduces  bleeding  in  the  operating  area  to  a 
minimum.  At  the  end  of  the  operation  reversal 
of  the  curarization  is  rapidly  effected,  and  within  a 
matter  of  almost  minutes  the  patient  is  practically 
back  to  the  state  of  health  in  which  he  was  before 
the  operation  started. 

Now  all  this  is  in  sharp  contrast  to  what  would 
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probably  have  happened  thirty  years  ago. 
Constant  features  of  the  anesthesia  then  were  the 
profound  depression  of  ether  anesthesia,  the 
difficulty  of  surgery  with  the  inevitably  reacting 
abdominal  wall,  the  dilated  paralyzed  gut — 
eloquent  indication  of  tissue  poisoning—,  the 
prolonged  immobility  during  the  recover}'  phase, 
the  unhappy  period  of  sickness  with  the  un- 
pleasant smell  surrounding  the  patient  like  an 
aura,  and  finally  the  period  of  days  or  weeks  in 
which  myocardial,  hepatic,  renal,  and  other 
vital  functions  gradually  recovered  and  during 
which  time  the  patient  was  said  to  “not  feel 
himself’’  and  to  be  “getting  over  the  operation.” 

I have  painted  for  you  a somewhat  crude 
picture  in  sharp  contrasting  colors  of  “then”  and 
“now,”  and  by  and  large  the  impression  you  may 
gain  from  such  a picture  is  a true  one.  Few  will 
deny  the  very  real  benefits  by  any  criteria,  which 
have  been  given  by  modern  anesthesia.  In 
almost  every  field  of  surgery  a striking  lowering  of 
mortality  and  morbidity  rates  has  occurred, 
partly  and  in  many  instances  wholly  due  to 
changes  in  anesthesia.  The  introduction  of 
modern  methods  and  drugs  has  contributed  in 
opening  up  new  fields  of  surgery  in  the  abdomen, 
thorax,  and  cranium. 

For  over  thirty  years  the  problem  of  survival 
during  thoracic  surgery  eluded  men  of  the  caliber 
of  Sauerbruch  who  had  already  almost  perfected 
the  technic  of  operations  like  pneumonectomy 
on  an  anatomic  basis.  It  remained  for  anesthesi- 
ologists during  the  early  part  of  the  last  war  to 
supply  the  answer  to  the  baffling  “pneumo- 
thorax problem”  as  it  was  called,  in  the  shape  of 
intermittent,  positive  pressure  respiration.  With 
this  new  knowledge  thoracic  surgery  rapidly 
became  a routine  procedure  with  little  more 
operative  hazard  to  a resection  of  the  lung  than 
to  a resection  of  the  stomach.  However,  not  all 
the  canvas  is  as  bright,  and  I must  paint  a few 
somber  hues  if  the  picture  is  to  be  a balanced  one. 

In  no  branch  of  medicine  has  there  been  such  a 
genuine  thirst  for  research  and  new  knowledge, 
such  well-meant  endeavors  on  the  part  of  its 
practitioners  to  advance  their  specialty.  So 
much  so  that  there  is  some  uneasiness  in  many 
quarters  that  service  to  the  community  is  almost 
taking  second  place  to  research  and  that  many  an 
anesthetist  needs  reminding  that  his  prime  work 
is  to  anesthetize.  All  too  often  methods  whose 
main  attraction  is  their  novelty  and  the  oppor- 
tunities they  offer  for  a display  of  virtuosity  have 


come  into  use  before  their  true  place  has  been 
fully  assessed.  There  are  more  than  a few, 
including  probably  most  of  the  leading  anesthesiol- 
ogists in  the  world,  who  regret  with  some  nostalgia 
that  in  the  general  eagerness  to  be  at  the  spear- 
head with  all  that  is  latest,  many  of  the  tried, 
efficient,  and  safe  methods  of  bygone  days  have 
fallen  into  such  disuse. 

A whole  host  of  complications  unknown  in 
years  gone  by  have  now  appeared  as  a result  of 
modern  methods  of  anesthesia.  It  is  common 
knowledge,  for  example,  and  well  documented, 
that  every  year  many  previously  healthy  patients 
would  be  alive  and  happy  if  intravenous  barbi- 
turates never  had  been  discovered.  Even  short 
of  death,  the  distress  and  often  the  serious 
disability  which  follows  extra  venous  injection 
of  these  drugs  and  the  terrible  complication  of 
gangrene  which  follows  their  intra-arterial 
injection  all  would  be  unknown.  Others  would 
be  alive  if  the  relaxant  drugs  had  required  a more 
complex  method  of  administration  than  by 
simple  injection  into  a vein.  The  now  classical 
paper  by  Beecher  and  Todd,  with  its  mass 
statistics  derived  from  hospitals  all  over  the 
United  States,  indicated  that  curare  was  respon- 
sible for  a great  many  lives  which  would  have 
been  lost  in  its  absence.  However  crude  and 
blunt  a tool  such  a survey  may  be,  and  whatever 
emphasis  may  be  laid  on  the  fact  that  the  deaths 
would  not  have  occurred  had  adequate  skill 
been  possessed  by  the  administrators  concerned, 
it  is  incontrovertible  that  the  use  of  relaxants 
has  introduced  new  hazards.  Without  proper 
skilled  care  and  treatment  of  the  patient  this 
drug,  once  truly  called  a “milestone  in  anesthesia,” 
represents  only  an  apparent  advance. 

Many  new  methods  of  anesthesia  which  are 
real  advances  in  that  they  have  brought  life  to 
those  whose  outlook  was  hopeless,  cease  to  be 
real  and  become  only  apparent  advances  when 
they  are  used  at  the  wrong  time.  Few  would 
question  that  the  deliberate  lowering  of  blood 
pressure  is  of  the  greatest  value,  perhaps  even 
lifesaving,  during  certain  operations  where  a 
bloodless  field  means  the  success  or  failure  of 
the  operation.  However,  the  technic  is  now 
known  to  bring  with  it,  as  was  foretold,  certain 
side-effects  and  complications.  A very  searching 
and  courageous  inquiry  was  conducted  a few 
years  ago  by  the  Department  of  Anesthesiology 
at  Yale  University.  Every  anesthesiologist  in  the 
United  Kingdom  and  the  United  States  was 
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contacted.  From  the  replies,  startling  and  even 
shocking  facts  were  disclosed  about  hypotension. 
The  over-all  mortality  (one  in  291)  with  this 
method  has  proved  to  be  very  high  and  so  has  the 
morbidity  rate  (one  in  31).  Complications 
like  cerebral  thrombosis,  renal  failure,  cardiac 
arrest,  persistent  hypotension,  blurring  of  vision, 
and  retinal  thrombosis  have  been  reported  with 
some  frequency,  although  these  complications 
were  comparatively  rare  before  this  method  was 
introduced.  The  deliberate  production  of  hypo- 
tension cannot  be  justified  in  cases  of  hernial 
repair,  appendicectomy,  or  similar  operations 
where  blood  loss  or  real  operating  difficulty 
because  of  a field  obscured  by  blood  are  un- 
common occurrences.  To  introduce  the  possibil- 
ities, however  small,  of  serious  complications  of 
the  sort  I have  mentioned  in  operations  which 
themselves  carry  a negligible  operative  risk,  is 
quite  unjustifiable. 

The  same  considerations  apply  to  certain  other 
methods  of  anesthesia  recently  receiving  some 
publicity.  For  example,  in  some  European 
countries  a great  deal  of  notice  has  been  given  to 
what  has  been  called  artificial  hibernation. 
This  technic  consists  of  a regime  of  antihista- 
minics,  analgesics,  hypnotics,  and  relaxants, 
starting  the  night  before  and  continuing  through 
the  operation  into  the  postoperative  period. 
This  complex  mixture  of  drugs  is  combined  with 
inhalation  anesthesia  as  well.  The  resultant 
state  of  depression  is  then  termed  artificial 
hibernation.  The  terminology  used  in  the 
arguments  supporting  the  use  of  such  methods  is 
not  easily  understood.  Attention  has  been  fo- 
cussed on  the  fall  of  temperature  that  occurs 
when  these  drugs,  especially  chlorpromazine  and 
promethazine,  are  given.  The  available  evidence 
shows  that  to  lower  the  body  temperature  by 
physical  means  is  more  effective,  more  control- 
lable, and  safer  than  by  mixtures  of  drugs 
which  produce  the  drop  in  temperature  either 
by  depressing  the  central  heat  regulating  mech- 
anism or  by  paralyzing  the  musculature.  To 
disguise  the  very  complex  pharmacologic  effects 
of  a number  of  powerful  and  as  yet  imperfectly 
understood  drugs  under  the  term  hibernation  is 
not  helpful.  More  than  one  doctor  has  imagined 
that  the  patient  in  these  circumstances  is  like  a 
hibernating  animal — in  a state  of  suspended 
animation,  ready  to  return  to  full  normality  at 
the  proper  moment.  Nothing  is  further  from 
the  truth.  Anesthetists  who  use  these  drug 


combinations  not  only  should  be  skilled  in 
methods  of  resuscitation  but  must  be  prepared  to 
use  them  on  short  notice.  The  results  so  far 
available  do  not  indicate  clearly  that  the  use  of 
artificial  hibernation  has  brought  benefits  not 
available  with  the  more  common  and  consider- 
ably simpler  methods  used  elsewhere.  They 
have,  however,  brought  in  their  train  serious 
complications  and  side-effects  hitherto  not  seen 
after  anesthesia. 

There  is  great  interest  now  in  hypothermia  as 
an  important  factor  in  making  certain  curative 
operations  possible  for  diseases  which  would 
otherwise  condemn  the  patient  to  a life  of  ill- 
health  or  early  mortality.  No  one  doubts  the 
exciting  advances  in  surgery  which  have  been 
made  possible  by  hypothermia.  The  reduction 
of  body  temperature  enables  the  blood  supply  to 
certain  vital  organs,  such  as  the  cerebral  cortex 
and  the  cardiac  muscle,  to  be  interrupted  for  a 
period  of  time  which  would  otherwise  lead  to 
irreparable  damage.  Repair  of  septal  defects  in 
the  heart  and  other  intracardiac  lesions  under 
direct  vision  and  of  valvulotomy  for  mitral 
stenosis  in  patients  in  whom  the  occlusion  of  the 
mitral  orifice  for  even  a moment  or  two  might 
produce  irreparable  damage  to  the  cortex,  are 
examples  of  these  operations. 

Yet  the  lowering  of  body  temperature,  particu- 
larly below  28  C.  carries  with  it  a great  risk  of 
ventricular  fibrillation.  This  is  a grave  enough 
situation  during  an  open  operation  on  the  chest. 
For  it  to  happen  during  some  other  operation  is 
calamitous.  Hypothermia  is  not  a method  to  be 
lightly  used  unless  very  clear  indications  exist. 
This  did  not  appear  to  be  so  in  some  of  the 
clinical  papers  published  on  this  subject. 

There  is  hardly  an  advance  which  has  not 
trailed  its  own  special  hazards  ready  to  trip  the 
unwary  or  untrained.  Any  advance  quickly 
becomes  illusory  in  the  absence  of  skill.  Endo- 
tracheal anesthesia,  perhaps  the  greatest  of  all 
advances,  has  peppered  the  literature  and  no 
doubt  a great  section  of  the  population  too,  with 
local  lesions  like  laryngeal  injuries  and  granu- 
lomata,  as  well  as  with  more  serious  results 
like  heart  failure  and  pulmonary  edema  following 
prolonged,  partial  obstruction.  Pressure  necrosis 
of  the  tracheal  mucosa  is  commonly  caused  by 
the  inflatable  cuffs  on  these  tubes.  The  choice 
of  a too  narrow  tube  and  the  liability  of  any 
tube  to  kink  in  the  pharynx  is  such  that  pulling 
out  an  endotracheal  tube  and  letting  the  patient 


October  15,  1957 


3281 


WILLIAM  W.  MU  SHIN 


breathe  naturally  should  be  kept  in  mind  as  a 
good  way  of  relieving  any  respiratory  difficulty 
that  may  appear  in  these  circumstances. 

Manually  assisted  respiration  in  patients 
depressed  with  narcotics  and  paralyzed  with 
relaxants  was  a great  advance  in  opening 
up  the  field  of  thoracic  surgery  in  general. 
Transferred  as  it  has  been  to  abdominal  and 
other  fields  of  surgery,  controlled  respiration 
brings  with  it  risks  of  cardiovascular  upset.  In 
certain  classes  of  patient,  notably  those  with 
some  degree  of  heart  failure  and  those  with 
emphysema,  controlled  respiration  may  set  in 
motion  a train  of  cardiovascular  disturbances 
which  may  be  fatal. 

Let  us  rest  from  castigating  present-day 
anesthesia  and  consider  for  a moment  an  attitude 
of  mind,  unhappily  still  widespread,  which 
uncritically  venerates  the  past  in  anesthesia. 
Faced  with  the  need  for  skill  and  knowledge,  if 
the  troubles  I have  indicated  are  to  be  prevented, 
it  is  too  easy  to  presume  that  the  anesthetic 
methods  of  yesterday  were  less  hazardous  and 
less  difficult  to  carry  out  than  those  now  in  use. 
There  is  a relevant  comment  on  this  outlook  in 
a book  entitled  The  Natural  History  of  Nonsense 
by  Bergen  Evans.  He  says: 

. . . the  difficulty  is  to  decide  at  just  what  point 
God  intended  us  to  stop.  Those  who  believe  that 
the  Mixmaster  and  the  motor  car  are  too  much  for 
us  seem  to  think  that  the  bowl  and  buggy  that 
preceded  them  are  divinely  ordained  . . . The  fallacy 
of  gadget  gloom  is  that  it  assumes  that  a complex 
device  is  complicated  to  manipulate;  whereas  the 
reverse  is  nearer  the  truth.  An  alarm  clock,  for  all 
its  cogs  and  wheels,  is  easier  to  read  than  a sundial. 
A harness  is  a simple  device  compared  wdth  an  elec- 
tric starter,  but  hitching  a horse  is  more  difficult  than 
stepping  on  a starter.  A gyrocompass,  once  in- 
stalled, is  easier  to  operate  than  a tiller. 

If  I might  continue  in  the  same  vein,  a modern 
anesthetic  apparatus  needs  considerably  less 
skill  for  incomparably  superior  results  than  the 
rag  and  bottle.  It  is  not  necessary  to  be  familiar 
with  the  complex  physical  principles  of  the 
bobbin  gas  flowmeter  in  order  to  discover  the 
composition  of  the  gas  mixture  delivered  to  the 
patient.  Nor  does  the  anesthesiologist  need  to  be 
familiar  with  more  than  a smattering  of  knowl- 
edge about  the  changes  in  end-plate  potential 
and  ion  exchange  to  be  able  to  use  relaxants 
sensibly  and  to  assess  their  clinical  effects. 

Anesthetic  technics  and  ideas  have  altered 


and  evolved  in  accordance  with  the  changing 
requirements  of  modern  surgery.  Profound 
relaxation  for  long  periods  of  time  is  not  required 
in  patients  and  for  operations  hitherto  unthought 
of.  The  patient  desperately  ill  with  heart 
failure  and  pulmonary  edema,  'who  is  to  have  a 
mitral  valvulotomy,  would  have  presented  an 
insoluble  problem  to  the  anesthesiologist  of 
even  twenty  years  ago.  Today,  a whole  range  of 
new  drugs,  new  appliances,  and  new  knowledge, 
without  which  few  of  us  could  tackle  such  a 
case,  makes  such  a problem  seem  simple.  That 
these  drugs  and  the  way  they  are  used  still 
appear  complicated  to  many  a colleague  un- 
familiar with  them  is  a sufficient  reminder  that 
understanding  and  familiarity  transforms  com- 
plexity into  simplicity. 

It  is  an  interesting  though  very  disturbing 
reflection  that  in  striving  to  reduce  the  incidence 
of  complications  after  anesthesia,  new  anes- 
thetics and  methods  have  been  developed  which 
without  skill,  vigilance,  and  knowledge  are 
hazardous  and  which  may  easily  lead  to  death. 
Underlying  so  much  modern  anesthesia  there  is  a 
conflict  of  ideals.  This  conflict  can  be  put  tersely 
as  morbidity  versus  mortality.  Morbidity  may 
no  longer  shadow  the  patient  in  the  ward,  but 
mortality  is  at  his  side  in  the  operating  theatre. 
We  do  not  yet  possess  the  sovereign  weapon 
which  overcomes  these  two  enemies  of  anesthesia 
simultaneously.  Examples  of  this  conflict  come 
readily  to  mind  whenever  a modern  method  is 
compared  to  its  counterpart  of  thirty  years  ago. 
If  relaxants  have  eliminated  the  morbidity  which 
followed  the  prolonged  and  profound  post- 
operative depression  of  ether  and  chloroform,  they 
have  introduced  the  risk  of  mortality  if  their 
pharmacology  is  not  understood  or  if  the  anes- 
thetist cannot  maintain  life  in  the  absence  of  res- 
piration. If  carbon  dioxide  absorption  methods 
confer  benefits  by  preventing  heat  and  water 
loss,  they  introduce  dangers  of  carbon  dioxide 
poisoning  and  of  breathing  against  resistance 
unless  meticulous  precautions  are  taken  against 
them. 

I need  hardly  hammer  further  the  points  I 
have  already  made,  either  to  convince  you  that 
so  far  as  major  surgery  is  concerned  anesthetic 
advances  have  been  real,  or  that  their  reality 
quickly  becomes  illusory  if  the  experience  and 
training  necessary  to  make  use  of  them  is  absent. 

No  surgeon  would  like  his  anesthesiologist  to 
be  deprived  of  such  things  as  cylinders  of  com- 
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pressed  gases,  endotracheal  tubes,  automatic 
I respirators,  relaxants,  and  all  the  other  wonderful 
I , drugs  he  uses,  and  above  all  the  long  and  arduous 
I training  he  almost  certainly  received  before 
l calling  himself  a specialist.  Anesthesiologists 
truly  have  become  applied  pharmacologists  and 
i physiologists  capable  of  understanding  and 
I : dealing  with  a succession  of  pharmacologic  and 
■ physiologic  crises,  any  of  which  without  correction 
[ may  develop  into  a major  emergency. 

The  advances  in  anesthesia  have  not  stopped 
! at  the  surgical  fence  but  have  leapt  over  it  into 
many  surrounding  pastures.  From  technical 
advances  in  anesthesia  in  the  operating  room 
! have  come  remarkable  developments  in  treat- 
ment for  hitherto  almost  hopeless  diseases  like 
spinobulbar  poliomyelitis,  severe  tetanus,  and 
gross  barbiturate  poisoning.  The  great  surge  of 
interest  and  knowledge  in  the  use  of  nerve 
blocking  procedures  for  the  relief  of  pain  and  for 
the  treatment  of  vascular  disease  and  sympa- 
; thetic  nervous  derangements  have  to  a very 
large  extent  come  from  the  field  of  anesthesia. 

In  trying  to  present  to  you  a canvas  with  both 
the  highlights  of  anesthesia  and  its  gloomy 
shadows,  I have  perhaps  been  erratic  in  the  way 
I have  jumped  from  good  to  bad  and  from  bad 
to  good.  I may  perhaps  have  left  you  a little 
confused  as  to  what  I really  do  think  about 
advance  in  anesthesia.  There  is  no  doubt 
whatever  in  my  mind  that  anesthesia  has 
advanced  in  a very  real  manner.  Every  single 
aspect  of  this  specialty  has  changed  for  the 
better  for  both  the  patient  and  the  surgeon, 
offering  better  health  and  less  risk  to  the  one  and 
facilitation  of  surgery  to  the  other.  This  state- 
ment, however,  must  be  most  emphatically 
conditioned  by  the  need  for  the  highest  level  of 
training,  knowledge,  experience,  and  skill  on 
the  part  of  the  anesthesiologist  who  uses  present- 


day  methods.  Used  at  the  wrong  time  for  the 
wrong  patient  in  the  wrong  manner,  the  advance 
leads  to  morbidity  and  even  death.  Powerful 
drugs  must  not  be  used  haphazardly  by  those 
unaware  of  their  pharmacologic  effects  and 
clinical  complications.  Technics  already  con- 
demned in  the  literature  or  at  meetings  must  not 
be  used  by  those  who  do  not  read  the  literature  or 
do  not  go  to  meetings.  If  we  are  to  ensure  that 
the  advances  in  anesthesia  remain  real  ones  and 
not  become  false,  we  must  as  a community 
insist  on  proper  training  for  those  who  are  to 
administer  anesthetics.  Already  there  is  wide- 
spread agreement  that  the  pitifully  small  time 
set  aside  for  this  purpose  in  the  undergraduate 
medical  curriculum  cannot  provide  any  satis- 
factory basis  for  the  safe  administration  of 
anesthetics  after  qualification.  Enlightened 
communities  must  insist  that  a branch  of  medicine 
which  carries  with  it  a very  high  mortality,  to 
say  nothing  of  morbidity  at  the  hands  of  the 
inexpert,  should  insist  on  postgraduate  study  of 
some  sort.  The  pitfall  in  postgraduate  training, 
particularly  if  it  is  to  be  short  as  it  may  have  to  be 
when  providing  a level  of  skill  sufficient  for 
routine  needs  but  short  of  that  expected  of  a 
whole-time  specialist,  is  to  emphasize  the 
technical  level  at  the  expense  and  even  to  the 
exclusion  of  what  is  called  theory.  The  important 
basis  of  anesthetic  training  at  any  level  is 
physiologic  and  pharmacologic.  Wherever  the 
technician,  medical  or  lay,  flourishes,  there  will 
anesthesia  stagnate  and  its  advances  be  only 
apparent  to  the  eye  which  sees  but  the  glitter  of 
the  equipment. 

Wherever  there  is  true  understanding  that 
anesthesia  really  consists  of  a deliberate  and 
controlled  derangement  of  the  complex  and 
wonderful  biologic  mechanisms  within  a living 
human  being,  the  advances  will  always  be  real. 


Dublin- Johnson  Syndrome 


Although  its  prognosis  is  good  and  no  specific 
treatment  is  known,  identification  and  differentiation 
of  this  type  of  jaundice  is  important.  It  should  be 
differentiated  from  chronic  and  subacute  hepatitis 
so  that  the  patient  may  be  assured  a good  prognosis, 
and  from  obstructive  jaundice  to  prevent  unneces- 
sary surgical  procedures.  In  presenting  a case 


history  of  a man  of  twenty-two  suffering  from  this 
syndrome,  the  authors  describe  contrasting  clinical 
pictures.  In  this  case  the  diagnosis  was  proved  by 
liver  biopsy.  The  patient  had  a family  history  of 
jaundice. — U.S.  Armed  Forces  Medical  Journal, 
April,  1957 — Arthur  L.  Klatsky,  Captain,  M.C., 
U.S. A.,  and  Richard  F.  Hack,  M.C.,  U.S.A.R. 
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The  generally  poor  prognosis  associated  with 
the  nonsurgical  and  surgical  treatment  of 
spontaneous  intracranial  hemorrhage  prompts 
continuing  assessment  of  the  various  forms  of 
available  therapy  with  respect  to  their  efficacy 
and  possible  limitations. 

What  follows  is  essentially  a consideration 
of  the  management  of  established  intracerebral 
and  subarachnoid  bleeding,  rather  than  of  the 
unruptured  or  healed  lesions  which  may  pre- 
dispose to  it.  This  is  largely  because  the  over-all 
threat  to  the  patient  is  greater  and  the  therapeutic 
problems  more  pressing  in  the  former  than  the 
latter. 

Statistical  Considerations 

Statistical  studies  pertaining  to  incidence,1'2 
etiology,3-6  and  mortality  and  morbidity1'7-16 
abound  in  the  literature  and  need  not  be  detailed 
here.  However,  certain  features  merit  particular 
attention.  For  example,  similar  etiologic  factors 
are  found  in  both  subarachnoid  and  intracerebral 
hemorrhage,  and  as  a result  either  type  may 
occur  in  isolation  or  in  varying  degrees  of  combi- 
nation with  the  other.  Thus,  a ruptured  aneu- 
rysm, angioma,  or  other  diseased  vessel  may 
cause  intracerebral  or  subarachnoid  bleeding  or 
both. 

Etiology. — Hemorrhage  directly  into  the 
subarachnoid  space  is  believed  to  be  caused  most 
commonly  by  rupture  of  an  intracranial  aneu- 
rysm, a type  of  lesion  said  to  exist  in  up  to  1 per 
cent  of  the  general  population.  However,  there 
appears  to  be  clinical  evidence  that  an  appreci- 
able number  are  due  to  atherosclerosis  or  its 
combination  with  hypertension.  Yet  it  seems 
possible  that  even  in  the  presence  of  athero- 
sclerosis the  usual  cause  of  subarachnoid  bleeding 
is  aneurysm  which,  once  ruptured,  may  not  be 
demonstrable  either  by  angiography  or  autopsy. 
The  presence  of  hypertension  may  be  compensa- 
tory to  bleeding,  not  necessarily  causal. 

Angiomatous  malformations  are  less  frequent 
than  aneurysm  as  a cause  of  bleeding,  except  in 
children,  where  the  converse  appears  to  be  true. 
The  mechanism  of  intracerebral  hemorrhage 


is  imperfectly  understood,  though  it  is  generally 
believed  that  a major  prerequisite  is  antecedent 
vessel  vulnerability,  (e.g.,  aneurysm,  angioma, 
atherosclerosis)  to  the  extent  of  being  unable  to 
resist  its  intravascular  pressure.  This  may  be 
abetted  by  associated  antecedent  perivascular 
softening3  which  further  lessens  the  vessel’s 
support.  Such  softening  also  may  explain  cases 
of  intracerebral  hemorrhage  coming  on  subse- 
quent to  trauma  (“delayed  apoplexy”). 

An  appreciable  number  of  intracerebral  hemor- 
rhages take  place  from  aneurysms,  which  have  a 
parenchymatous  extension. 

As  in  the  case  of  subarachnoid  bleeding, 
intracerebral  hemorrhage  may  come  about  as  the 
result  of  rupture  of  a vessel  within  a tumor. 
Rarely,  it  may  be  encountered  on  the  basis  of 
leukemia,  metastatic  melanoma,  etc. 

Mortality  and  Morbidity. — Over-all  mor- 
tality- and  morbidity  studies  are  pertinent  to  the 
comparative  assessment  of  various  forms  of 
therapy-. 

The  outlook  for  the  patient  with  subarach- 
noid hemorrhage  has  been  stated,  in  perhaps 
over-simplified  form,  as  follows:  He  has  one 
chance  in  five  of  a good  recovery-,  one  chance  in 
five  of  permanent  disability,  and  three  in  five  of 
ultimately  dying  from  his  disease.13 

Studies  indicate  an  over-all  mortality  from 
subarachnoid  hemorrhage  of  50  to  70  per  cent. 
Patients  have  a 30  to  50  per  cent  chance  of  suc- 
cumbing in  the  first  episode  of  bleeding,  about 
half  of  them  during  the  first  twenty-four  to 
forty-eight  hours.  The  chances  of  recurrent 
bleeding  are  about  50  per  cent  and  of  fatal 
recurrence,  20  to  35  per  cent.  About  half  of  the 
recurrences  and  15  per  cent  of  fatalities  take  place 
during  the  three  weeks  following  the  initial  attack. 
An  additional  5 to  10  per  cent  die  by  the  end  of 
the  first  y-ear.  The  majority  of  patients  who 
survive  this  period  are  alive  four  or  five  years 
later,  though  recurrence  may  take  place  as  late 
as  twenty-five  y-ears  after  the  first  attack. 

Death  following  any  particular  attack  may  be 
as  late  as  the  twenty-fifth  day,  the  average  being 
the  ninth.  It  is  generally  agreed  that  the  mor- 
tality rate  attending  secondary-  hemorrhage  is 
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greater  than  in  the  first  attack;  about  75  per 
cent. 

Among  those  who  survive,  sequelae  of  various 
types  are  found  in  70  per  cent,  although  nearly 
two-thirds  are  fully  employed. 

The  recurrence  and  mortality  rates  of  suba- 
rachnoid hemorrhage  vary  under  different  con- 
ditions. For  example,  the  chances  of  recurrence 
and  fatality  appear  to  be  slimmer  in  patients  in 
whom  aneurysm  is  not  radiographically  demon- 
strable, even  though  presumed  to  be  the  etiologic 
factor.  Fatal  hemorrhage  from  angiomatous 
malformations  is  relatively  small  compared  with 
other  types  of  bleeding.  One  study  of  intra- 
cranial angiomas  revealed  a group  mortality  of 
8.7  per  cent  and  a 22.2  per  cent  mortality  in 
cases  where  bleeding  took  place.16  In  cases 
where  hypertension  is  established  as  antedating 
the  attack,  not  merely  compensatory  to  it,  the 
prognosis  may  not  be  appreciably  worse  than 
under  other  circumstances.14 

Intracerebral  hemorrhage  offers  a generally 
poorer  prognosis  than  the  subarachnoid  variety, 
with  an  over-all  mortality  in  the  range  of  40  to 
80  per  cent.  The  risk  is  still  greater  in  cases  of 
cerebroventricular  hemorrhage.  A major  por- 
tion of  the  fatalities  take  place  in  the  first 
twenty-four  hours  and  about  one-third  in  the 
second  week.  About  one  third  of  survivors 
show  a neural  deficit.  The  recurrence  rate  is 
approximately  15  per  cent.  Thus,  it  appears 
that  while  the  early  mortality  from  intracerebral 
hemorrhage  is  greater  than  in  cases  of  subarach- 
noid bleeding,  the  patient  who  survives  may  have 
a lesser  chance  of  recurrence. 

Statistical  Limitations 

These  figures  give  a fair  appraisal  of  a patient’s 
over-all  chances  as  regards  mortality  and  mor- 
bidity in  all  types  of  spontaneous  intracranial 
bleeding,  mild  and  fulminant,  regardless  of 
treatment. 

However,  there  are  many  almost  insurmount- 
able limitations  inherent  in  this  clinical  material, 
even  in  institutions  where  the  problem  is  of  special- 
ized interest,  which  do  not  lend  themselves  to 
completely  critical  study.  These  involve  factors 
of  diagnosis,  varied  etiology,  and  multiple 
therapy. 

Diagnosis. — One  source  of  difficulty  is  the 
bearing  of  diagnosis  on  statistical  studies.  A 
wide  variety  of  diagnoses  conforming  to  standard 


numerical  nomenclature  are  encountered,  as 
indicated  by  the  following: 

1.  Subarachnoid  hemorrhage  due  to  con- 
genital arterial  hypoplasia. 

2.  Meningeal  hemorrhage  of  undetermined 
origin. 

3.  Ruptured  aneurysm  of  circle  of  Willis, 
congenital. 

4.  Hemorrhage  from  intrinsic  artery  due  to 
ruptured  aneurysm. 

5.  Subarachnoid  hemorrhage  due  to  vascular 
disease  with  hypertension. 

6.  Intracerebral  hematoma. 

7.  Cerebral  hemorrhage  due  to  arterioscle- 
rosis. 

8.  Cerebral  hemorrhage,  unknown  cause. 

9.  Brain  stem  hemorrhage  due  to  hyper- 
tension. 

10.  Hemorrhage  into  brain  due  to  disturbance 
of  clotting  mechanism. 

1 1 . Convulsive  disorder  due  to  hemorrhage. 

Not  infrequently  a diagnosis  of  intracranial 

hemorrhage  is  made  clinically  on  the  basis  of 
bloody  spinal  fluid,  though  the  record  makes  no 
allusion  to  supernatant  xanthochromia  or  cre- 
nation  of  red  cells.  Unless  necropsy  is  performed 
the  diagnosis  is  never  confirmed,  and  the  case 
itself  cannot  be  considered  suitable  for  study. 
Occasionally,  a case  comes  to  autopsy,  and  no 
evidence  of  intracranial  bleeding  is  found,  though 
such  diagnosis  was  made  premortem  on  the  basis 
of  spinal  fluid  study.  At  times  spinal  fluid  and 
necropsy  confirmation  are  lacking. 

Associated  Complicating  Clinical  Fac- 
tors.— A fair  appraisal  of  the  efficacy  of  any 
form  of  treatment  must  take  into  account  pos- 
sible associated  clinical  factors.  The  roles  of 
age  and  hypertension  have  been  studied  by 
various  writers.  However,  factors  such  as  as- 
sociated intraventricular  bleeding,  known  to  be 
prognostically  bad,  hemorrhage  from  primary 
and  metastatic  brain  tumors,  leukemic  infiltra- 
tion, etc.,  create  incomparable  mortality  evalua- 
tion factors  Some  of  these  are  only  discovered 
at  autopsy,  never  having  been  suspected  clini- 
cally. 

Complicating  Multiple  Diagnostic  and 
Therapeutic  Factors. — Factors  which  may 
reduce  mortality  include  appropriate  delay  in 
diagnostic  lumbar  puncture,  limiting  puncture 
to  a single  study  performed  without  Quecken- 
stedt  and  with  the  patient  in  the  lateral  recum- 
bent position,  early  intubation  where  indicated, 
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Fig.  1.  Angiographic  visualization  of  an  intracerebral  angioma  in  a patient  who  developed  a subarachnoid  and 
intracerebral  hemorrhage  after  previously  unexplained  epilepsy.  Lateral  and  anteroposterior  views. 


and  delay  in  arteriography  if  needed  for  surgery, 
until  bleeding  is  well  past. 

Critical  appraisal  of  various  forms  of  therapy  is 
frequently  invalidated  by  their  multiplicity. 
For  example,  accurate  assessment  of  the  value  or 
harm  of  lumbar  puncture,  dehydration  “to 
reduce  pressure,”  hydration  to  effect  cerebral 
tamponade,  intubation,  tracheotomy,  early  angiog- 
raphy, and  surgery  are  rarely  possible  because 
such  measures  are  seldom  performed  in  isolation. 
The  approximate  50  per  cent  early  mortality 
from  subarachnoid  and  intracerebral  hemorrhage 
begets  a feeling  that  there  is  “little  to  lose”  from 
employment  of  multiple  diagnostic  and  thera- 
peutic efforts,  and  so  it  is  virtually  impossible  to 
determine  critically  the  efficacy  of  a particular 
procedure  in  fulminant  cases,  where  it  may  be  of 
value. 

Clinical  Diagnosis 

Prehemorrhagic  Phenomena. — The  first  at- 
tack may  occur  in  a previously  well  individual. 
However,  in  some  cases  there  is  a background  of 
headache,  occasionally  with  oculomotor  phe- 
nomena, which  may  prompt  the  diagnosis  of 
migraine.  At  times  there  may  have  been  a 
previously  unexplained  epilepsy  (Fig.  1).  Occa- 
sional!}', the  combination  of  epilepsy  and  head- 
aches may  suggest  a brain  tumor  (Fig.  2).  On 
the  other  hand,  the  occasional  association  of 
headache  and  convulsions  may  be  the  reason 
why  some  believe  there  is  a high  correlation 


between  migraine  and  epilepsy. 

Convulsions  are  the  most  common  symptom  of 
angiomatous  malformations  and  occur  in  the 
majority  of  cases.16  It  is  not  so  common  as  an 
accompaniment  of  aneurysm. 

The  expected  incidence  of  hemorrhage  in 
patients  harboring  an  intracranial  vascular 
anomaly  is  in  the  range  of  20  to  40  per  cent,15"17 
generally  in  the  form  of  subarachnoid  bleeding. 

It  appears  to  be  a fairly  good  general  rule  to 
regard  the  development  of  intracranial  hemor- 
rhage in  an  epilepsy  sufferer  as  caused  by  an 
angioma  until  proved  otherwise. 

Subarachnoid  Hemorrhage. — The  clinical 
diagnosis  of  subarachnoid  hemorrhage  generally 
is  not  difficult.  A history  of  sudden  onset  of 
headache,  usually  in  the  occipital  area,  followed 
by  unconsciousness  and  subsequently  by  more 
generalized  headache,  vomiting,  stiff  neck,  and 
fever  justifies  a suspicion  of  this  condition. 
Meningitis,  a possibility  suggested  by  this  com- 
bination of  symptoms,  is  unlikely  to  be  of  such 
sudden  onset.  The  cardinal  sign  of  stiff  neck 
may  be  lacking  in  both  meningitis  and  subarach- 
noid bleeding  if  the  patient  is  deeply  comatose. 

If  bleeding  amounts  to  no  more  than  seepage, 
consciousness  may  not  be  lost,  and  other  signs, 
such  as  stiff  neck  and  fever  may  be  minimal.  In 
such  cases  the  diagnosis  may  have  to  be  sus- 
pected from  the  history  of  relatively  sudden  onset 
of  headache  and  later  confirmed  by  the  demon- 
stration of  crenated  red  cells  and  xanthochromia 
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Fig.  2.  Angiographic  visualization  of  unruptured  intracranial  aneurysm  in  a patient  whose  headaches  and  con- 
vulsions suggested  a possible  brain  tumor.  Lateral  and  anteroposterior  views. 


in  the  spinal  fluid. 

If  there  is  an  associated  hemiplegia,  one  may 
suspect  associated  intracerebral  bleeding,  but  this 
is  not  invariable  since  a secondary  spasm  of  the 
middle  cerebral  artery  may  account  for  it. 
Proof  of  the  presence  of  an  associated  intra- 
cerebral clot,  if  required,  would  depend  on  ar- 
teriographic  evidence  of  displacement  of  intra- 
cranial vessels. 

Intracerebral  Hemorrhage.— The  clinical 
diagnosis  of  intracerebral  hemorrhage  is  not 
always  so  easy.  Frequently,  it  is  assumed  that 
hemiplegia  is  one  of  the  signs  to  be  expected, 
but  a clot  at  the  frontal  or  occipital  pole  is  un- 
likely to  give  it.  On  the  other  hand,  conditions 
such  as  thrombosis  of  the  internal  carotid  artery 
and  vascular  spasm  secondary  to  subarachnoid 
bleeding  may  give  hemiplegia  and  simulate 
hemorrhage. 

Diagnosis:  Lumbar  Puncture. — The  diag- 
nosis of  subarachnoid  bleeding  is  established  by 
the  demonstration  of  crenated  red  cells  and  super- 
natant xanthochromia  in  the  spinal  fluid  at  the 
time  of  initial  lumbar  puncture.  Xanthochromia 
develops  in  three  to  four  hours,  is  grossly  evident 
on  the  second  day,  and  increases  for  about  a 


week.18'19  Red  cells  will  still  be  present  after 
five  days,  usually  disappearing  in  ten  to  fifteen 
days.19 

Since  a spinal  tap  is  not  urgently  required  for 
diagnosis  or  therapy  in  these  cases,  and  since  the 
hazard  involved  in  puncture  is  greater  during  the 
earlier  period  of  increased  pressure  and  further 
bleeding  potential,  a period  of  delay  is  desirable. 

Occasionally,  it  may  be  felt  that  prompt  lumbar 
puncture  is  necessary  because  of  the  high  fever 
and  stiff  neck  in  order  to  rule  out  meningitis. 
However,  as  has  been  noted,  this  is  not  likely  to  be 
of  such  sudden  onset.  Judicious  delay  may  not 
jeopardize  the  patient  if  suitable  antibacterial 
therapy  is  instituted  at  the  start  and  may  help 
materially  if  meningitis  is  of  the  sterile  variety  due 
to  bleeding. 

Supportive  Therapeutic  Measures 

Immediate  Threat. — In  a certain  percentage 
of  cases  of  fulminant  intracranial  hemorrhage,  a 
fatal  outcome  is  predetermined  by  the  irreversible 
nature  of  brain  damage,  regardless  of  treatment. 
Our  concern  is  chiefly  with  the  group  in  which  ap- 
propriate treatment  and  avoidance  of  measures 
that  the  critically  ill  patient  may  be  unable  to 
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withstand  may  mean  the  difference  between 
death  and  survival.  An  acute,  spontaneous, 
intracranial  hemorrhage  often  is  an  emergency 
where  the  primary  concern  is  removing  the  im- 
mediate threat  to  life.  Surgery  will  not  accom- 
plish this  in  subarachnoid  hemorrhage,  and  may 
even  serve  to  increase  the  threat  if  carried  out  in 
the  phase  of  active  bleeding.  Thus,  there  may 
be  a tendency  to  leave  such  a patient  to  his 
fate,  taking  the  70  to  50  per  cent  chance  of  his 
surviving  the  first  attack.  Though  some  may 
feel  that  this  prospect  is  the  same  regardless  of 
the  type  of  conservative  treatment  employed, 
experience  indicates  that  some  apparently 
doomed  individuals  may  be  salvaged. 

Nonsurgical  treatment  includes  measures  to 
arrest  bleeding,  regulation  of  respiratory  ex- 
change, and  support  of  the  patient’s  vital  auto- 
nomic and  metabolic  processes  until  such  time  as 
damage  to  brain  centers  governing  these  functions 
has  subsided. 

Arrest  of  Intracranial  Bleeding. — Among 
measures  to  arrest  intracranial  bleeding  are 
absolute  bed  rest,  control  of  restlessness,  chemical 
hypotension,  and  elevation  of  the  head  after  the 
patient  is  capable  of  bringing  up  his  pulmonary 
secretions. 

Absolute  rest  is  basic.  Bearing  in  mind  that 
the  recurrence  rate  is  highest  during  the  first 
three  weeks,  it  is  apparent  why  a month  of 
absolute  rest  following  cessation  of  bleeding 
should  be  the  bare  minimum  even  if  the  patient 
becomes  asymptomatic.  The  high  recurrence 
rate  at  this  time  is  undoubtedly  due  in  part,  at 
least,  to  the  tendency  to  grant  the  patient’s  wish 
for  increased  activity  because  he  may  be  feeling 
better.  To  help  insure  uninterrupted  healing  of 
the  torn  vessel,  a period  of  restricted  activity  for 
two  to  four  months  is  indicated  after  the  patient 
gets  out  of  bed. 

Restlessness,  such  as  that  provoked  by  re- 
straints on  the  limbs,  or  a full  bladder  may  help 
to  prolong  bleeding.  Judicious  sedation  may  be 
required  to  obviate  the  use  of  restraints,  yet  not 
jeopardize  vital  centers. 

Bleeding  may  be  arrested  at  times  by  reducing 
intracranial  arterial  pressure  by  means  of  chem- 
ical hypotension.  In  general,  however,  hypoten- 
sive agents  don’t  seem  to  be  as  efficacious  in 
hemorrhagic  stroke  as  they  are  in  the  course  of 
intracranial  operations.  This  may  be  because 
of  the  potentiating  effect  of  the  anesthetic. 

Regulation  of  Respiratory  Exchange. — 


Pathophysiologic  Considerations  in  Intracranial 
Bleeding:  A consideration  of  brain  changes 

taking  place  in  the  course  of  intracranial  hemor- 
rhage helps  to  underscore  the  importance  of 
regulating  the  patient’s  respiratory  exchange. 
Intracranial  hemorrhage  is  associated  with 
cerebral  edema  and  congestion  and  in  the  case  of 
subarachnoid  hemorrhage,  with  arterial  constric- 
tion,11 this  possibly  being  a compensatory  attempt 
to  reduce  bleeding.  Evidence  of  such  “arterial 
spasm”  may  be  demonstrable  by  arteriography 
for  about  three  weeks  after  hemorrhage.20  The 
result  is  diffuse  cerebral  insult  and  impairment 
of  function. 

If  edema,  congestion,  and  bleeding  are  pro- 
gressive, secondary  effects,  such  as  a tentorial 
pressure  cone,  may  further  complicate  the  picture. 

The  concomittant  impairment  of  the  centers 
for  consciousness  and  respiration  brings  about  a 
limitation  of  pulmonary  ventilation  paralleling 
the  development  of  stupor.  Though  the  re- 
spiratory center  is  not  so  vulnerable  as  that  sub- 
serving consciousness,  damage  to  the  latter  is 
paralleled  by  impairment  of  the  former.  The 
initial  effect  of  a brain  lesion  on  respiration  may 
be  insidious  by  limiting  ventilation,  and  later 
may  be  more  obvious  when  dyspnea  and  cyanosis 
appear. 

Limited  pulmonary  ventilation  brings  about 
hypercapnea  and  hypoxemia,  which  further 
increase  cerebral  hypoxia,  edema,  congestion, 
blood  pressure,  and  bleeding.  This,  in  turn, 
further  impairs  respiration,  and  a self-perpetuat- 
ing, vicious  cycle  is  set  up. 

Clinically  significant  hypoxemia,  capable  of 
intensifying  the  already  existing  brain  lesion,  can 
occur  well  in  advance  of  evident  dyspnea  and 
cyanosis.  Fortunately,  the  effect  of  such  hypoxia 
is  reversible  up  to  a point.  It  may  help  to  explain 
the  reversible  deterioration  of  consciousness, 
decerebrate  rigidity,  and  hemiplegia,  occasionally 
seen  after  intracranial  trauma,  surgery,  etc., 
which  improve  when  tracheostomy  is  instituted. 
It  seems  not  unreasonable  to  assume  that  hy- 
poxically-induced  cerebral  edema  may  account  for 
these  phenomena  by  production  of  a tentorial 
pressure  cone. 

These  various  changes  may  be  intensified  if, 
in  addition,  the  patient’s  oxygen-carbon  dioxide 
interchange  is  interfered  with  by  convulsions. 

The  influence  of  respiration  on  brain  function 
is  at  times  accidentally  demonstrated  on  the 
operating  table  if  the  patient  happens  to  cough, 
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^ strain,  or  convulse,  if  carbon  dioxide  accumulates, 
or  if  oxygen  intake  is  insufficient. 

Treatment:  To  help  counteract  this  vicious 
. cycle,  an  attempt  should  be  made  to  give  the 
patient  an  open  airway,  optimal  alveolar  ventila- 
tion, and  full  arterial  oxygen  saturation  before 
. evident  dyspnea  and  cyanosis  set  in.  By  that 
time  the  damage  wrought  may  be  irreversible. 
Stupor  signals  the  onset  of  the  vicious  cycle  and 
should  be  regarded  as  an  indication  for  measures 
to  interrupt  it. 

Keeping  the  tongue  forward  and  disposal  of 
nasopharyngeal  secretions  are  obviously  impor- 
tant, but  the  existence  of  these  problems  as  an 
accompaniment  of  stupor  suggest  that  damage  is 
already  well  advanced  and  possibly  irreversible. 
Despite  such  measures,  there  still  may  be  signifi- 
cant damage  from  limited  pulmonary  ventilation 
and  accumulations  in  the  lower  bronchial  tree. 

Perhaps  the  most  important  initial  therapeutic 
measure  is  prompt  intubation  if  the  patient  is  in 
stupor.  The  endotracheal  tube  may  be  kept  in 
place,  if  under  optimal  conditions,  for  about 
twelve  hours.  The  value  of  intubation  is  at 
times  demonstrated  dramatically  when  a criti- 
cally ill  patient  begins  to  rally  immediately  after 
its  employment.  This  writer  also  has  had 
occasion  to  note  this  in  nonhemorrhagic  (throm- 
botic) stroke. 

If,  before  the  lapse  of  twenty-four  hours,  the 
patient’s  stupor  is  still  deep  enough  for  him  not  to 
reject  the  endotracheal  tube,  it  suggests  that  he 
still  needs  this  form  of  treatment,  and  the  airway 
should  be  converted  to  a tracheostomy. 

A precaution  to  be  observed  in  the  manage- 
ment of  transtracheostomy  suction  is  not  carrying 
it  to  the  point  of  provoking  coughing  with  its 
attendant  cerebral  edema  and  bleeding.  Suction 
must  be  gentle  and  not  too  deep.  Accumulating 
secretions  and  casts  may  be  loosened  by  humid- 
ification measures,  such  as  a nebulizing  mask 
over  the  tracheostomy  opening.  Atropine,  a 
drug  favored  in  the  treatment  of  head  injuries, 
may  at  times  be  disadvantageous,  insofar  as  it 
may  encourage  inspissation  of  bronchial  secre- 
tions and  possible  occlusion. 

Support  of  Vital  Autonomic  and  Meta- 
bolic Functions. — Damage  to  hypothalamo- 
mesencephalic  centers  not  only  accounts  for  pro- 
longed unconsciousness  and  respiratory-  dys- 
function, but  associated  derangement  of  auto- 
nomic and  metabolic  processes.  It  is  necessary 
therefore,  to  support  these  functions  until  such 


time  as  damage  to  the  brain  centers  subserving 
them  has  subsided.  This  involves  parenteral 
regulation  of  fluid  and  electrolyte  balance, 
including  the  needed  studies  to  help  effect  this. 
Resumption  of  direct  oral  feeding  must  not  be 
attempted  until  the  swallowing  mechanism  is 
again  under  the  patient’s  control.  Regurgita- 
tion not  only  invites  the  possibility  of  pulmonary 
aspiration  but  recurrent,  increased  intracranial 
pressure  and  bleeding. 

Role  of  Lumbar  Puncture.— Not  infre- 
quently, the  question  arises  as  to  the  possible 
role  of  lumbar  puncture  in  treatment. 

The  removal  of  subarachnoid  blood  for  ther- 
apeutic purposes  is  open  to  question,  since  it  has 
been  shown  that  blood  will  disappear  from  the 
spinal  fluid  after  five  or  six  days  regardless  of 
whether  the  patient  is  tapped  or  left  alone,  and 
that  extensive  drainage  will  not  remove  any 
significant  quantity  of  blood.21  Nor  is  puncture 
necessarily  the  method  of  choice  for  “relief  of 
pressure,”  if  this  happens  to  be  present.  Pro- 
longed coma  rarely  results  from  generalized, 
increased  intracranial  pressure  alone.  The  con- 
tinued presence  of  coma,  with  or  without  in- 
creased pressure,  is  apt  to  mean  damage  to  the 
diencephalomeseneephalic  mechanism  governing 
consciousness,  and  its  serious  import  is  in  the 
associated  damage  to  nearby  structures,  such  as 
the  respiratory  center,  which  govern  vital  auto- 
nomic and  metabolic  function. 

Puncture  may,  in  fact,  jeopardize  the  patient 
by  inviting  medullary  or  uncal  herniation  if  the 
intracranial  pressure  is  high,  or  by  possibly 
provoking  additional  bleeding  through  sudden 
release  of  extravascular  pressure.  A single 
diagnostic  tap,  carried  out  with  suitable  pre- 
cautions at  the  optimal  time  to  obtain  maximal 
pertinent  information,  may  be  all  that  is  neces- 
sary. 

One  occasionally  finds  a patient’s  downhill 
course  related  to  lumbar  puncture  but  not  so 
regarded  by  those  attending  him  at  the  time 
because  his  deterioration  did  not  follow  imme- 
diately. The  assumption  that  a postlumbar 
puncture  mishap  should  be  of  rapid  onset  is  not 
born  out  by  documented  studies.22 

Indications  and  Contraindications 
for  Surgery 

Acute  Bleeding. — The  question  of  surgical 
treatment  arises  in  many  cases  of  acute  bleeding. 
Unfortunately,  comparison  of  results  with  and 
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without  surgery  are  not  always  reliable  because  of 
the  fact  that  the  unoperated  cases  necessarily 
include  a disproportionately  high  percentage  of 
those  in  whom  the  critical  condition  of  the  patient 
makes  surgery  out  of  the  question.  On  the  other 
hand,  patients  who  appear  likely  to  survive  with- 
out surgery  are  apt  to  fall  into  this  group. 

As  regards  subarachnoid  hemorrhage,  it  ap- 
pears that  surgery  is  not  effective  as  an  immediate 
lifesaving  measure,  and  survival  in  such  cases 
probably  would  have  taken  place  in  the  natural 
course  of  events.  The  surgical  mortality  is  the 
same  or  greater  than  if  the  patient  is  unoperated, 
regardless  of  the  operation  employed.  It  is 
about  50  per  cent  in  intracranial  operations  for 
acute  aneurysmal  bleeding,9  and  even  greater 
with  ligation  in  the  neck.  The  general  trend  of 
experienced  opinion  is  away  from  surgery  for 
aneurysmal  bleeding  during  the  first  three  weeks.9 

In  contrast  to  the  situation  that  obtains  in 
subarachnoid  bleeding,  there  is  a place  for 
surgical  treatment  of  intracerebral  hematomas 
once  the  stage  of  acute  shock  is  past.7-23  Clot 
evacuation  is  associated  with  a mortality  range 
up  to  35  per  cent,7  appreciably  less  than  can  be 
expected  if  such  patients  are  left  alone.  The 
procedure  is  intended  to  reduce  increased  intra- 
cranial pressure  resulting  from  the  presence  of  a 
space-occupying  lesion.  It  is  not  the  mass  of  the 
clot  alone  which  threatens  life  (larger  tumor 
masses  are  encountered  wherein  consciousness  is 
not  disturbed),  but  the  associated  acute  cerebral 
edema  and  resulting  tentorial  pressure  cone, 
attested  by  surgical  and  necropsy  experience. 
The  consequent  disturbance  of  consciousness, 
paralleled  by  the  vicious  cycle  of  respiratory- 
cerebral  dysfunction,  necessitates  intervention 
to  interrupt  a self-perpetuating  deterioration. 

Prophylactic  Surgery. — Prophylactic  sur- 
gery for  recurrent  aneurysmal  rupture  should  be 
undertaken  only  with  a full  knowledge  of  the 
outlook  with  both  alternatives;  that  is,  the  allow- 
able surgical  mortality  and  morbidity  must  be 
less  than  can  be  expected  without  operation. 
Over-all  studies  suggest  that  the  patient  who 
survives  the  first  attack  has  an  approximately 
25  per  cent  chance  of  fatal  recurrence.  The 
chances  become  about  15  per  cent  if  he  sur- 
vives two  months. 

There  is  evidence  indicating  that  chances  for 
ultimate,  long-term  survival  following  aneurysmal 
rupture  are  increased  by  prophylactic  surgery 
undertaken  at  the  proper  time,  i.e.,  after  the 


first  two  weeks  following  bleeding  where  there  is 
more  than  20  per  cent  chance  of  fatal  recurrence. 

One  form  of  prophylactic  surgery  is  carotid 
ligation  in  the  neck,  the  object  of  which  is  to 
slow  the  flow'  of  blood  through  the  aneurysm, 
thereby  enabling  it  to  heal.  This  is  associated 
with  an  early  mortality  of  about  8 per  cent  and 
a subsequent  mortality  from  recurrent  hemor- 
rhage of  about  15  per  cent.9’24  Thus,  if  done 
about  three  weeks  after  acute  bleeding,  it  may 
offer  a somewhat  better  prognosis  than  can  be 
expected  without  surgery,  but  it  still  leaves  much 
to  be  desired. 

Until  recently  the  direct  intracranial  attack, 
like  carotid  ligation  in  the  neck,  has  been  not  too 
encouraging.10’25  Newer  technics,  such  as  re- 
frigeration and  chemical  hypotension,  have  in- 
creased the  safety  of  this  type  of  operation,  but 
long-term  follow-up  studies  will  be  required  for 
critical  assay  of  its  over-all  efficacy.  That  the 
prophylactic  intracranial  attack  may  offer  a 
better  mortality-morbidity  prospect  for  possible 
recurrent  rupture  is  indicated  by  the  report  of 
Norlen  and  Olivecrona9  who  noted  two  deaths 
(4  per  cent)  and  three  cases  of  persistent  sequelae 
(6  per  cent)  among  63  patients  so  treated. 

Resection  of  angiomatous  malformations  is 
technically  feasible  unless  situated  in  a region 
such  as  the  speech  zone  or  motor  area,  where 
surgery  would  leave  a serious  neural  deficit. 
Unfortunately,  many  such  lesions  are  situated  in 
these  areas.  However,  it  is  questionable  whether 
resection  of  such  lesions  in  other  sites  has  more  to 
offer  than  nonsurgical  treatment.  As  has  been 
noted,  the  expected  incidence  of  bleeding  from  an 
angioma  is  in  the  range  of  20  to  40  per  cent,  and 
fatal  hemorrhage  is  less  common  than  in  aneurys- 
mal bleeding.  The  reported  group  mortality  is 
8.7  per  cent15  in  contrast  to  a reported  operative 
mortality  of  11.7  per  cent.26  Since  convulsions 
in  these  cases  are  found  to  respond  fairly  well  to 
medication,15  such  patients  can  frequently  carry 
on  without  surgical  intervention.  On  the  other 
hand,  since  resection  will  not  assure  relief  of 
seizures  or  guarantee  freedom  from  recurrent 
rupture  and  may  even  be  followed  by  convulsions 
that  did  not  exist  before,  a recommendation  for 
surgery  must  be  weighed  carefully. 

Indications  and  Contraindications 
for  Angiography 

Angiography  is  not  essential  to  therapy  unless 
surgery  appears  indicated.  In  less  than  one  half 
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MANAGEMENT  OF  HEMORRHAGIC  STROKE 


Fig.  3.  Aerographic  demonstration  of  cerebroventricuiar  hemorrhage:  air  present  in  hematoma  cavity.  Lateral 

and  anteroposterior  views. 


of  cases  can  it  be  depended  on  to  demonstrate 
the  presence  of  an  existing  aneurysm.10-27  In 
addition,  there  is  an  added  risk  involved  in  the 
procedure  when  bleeding  is  present,10  either  as  a 
result  of  intensifying  existing  bleeding  or  second- 
ary angiospasm,  or  both. 

For  these  reasons  its  routine  use  as  a diagnos- 
tic procedure  in  cases  of  acute  bleeding  is  open  to 
question. 

Angiography  has  a field  of  usefulness  for  the 
purpose  of  precise  localization  and  the  accumula- 
tion of  all  pertinent  information  for  those  cases 
where  surgery  is  warranted.  It  is  also  required 
in  order  to  make  certain  that  the  lesion  is  acces- 
sible and  that  its  obliteration  will  not  be  followed 
by  a neural  deficit.  For  these  reasons  angiog- 
raphy is  justified  as  a calculated  presurgical 
risk. 

Since  surgery  should  only  be  performed  after 
bleeding  has  subsided,  there  is  little  point  in 
carrying  out  presurgical  angiography  during  the 
acute  phase. 

Exception  may  possibly  be  made  in  cases  of 
intracerebral  clot,  where  early  surgery  may  have 
lifesaving  value.  Angiography  in  such  cases  is 
important  not  only  for  precise  surgical  locali- 
zation but  also  to  help  differentiate  from  vascular 
occlusion  which  occasionally  may  simulate  intra- 
cerebral hemorrhage. 


Cerebral  Aerography 

At  times,  cerebral  aerography  may  be  required 
for  the  diagnosis  and  localization  of  an  intracere- 
bral clot,  particularly  if  beyond  the  distribution 
of  possible  visualization  by  carotid  angiography. 
Rarely,  in  such  cases,  one  may  be  able  to  demon- 
strate the  hematoma  cavity  if  it  communicates 
with  the  ventricle,  since  its  fluid  portion  may 
be  replaced  by  air  (Fig.  3). 

Comment  and  Summary 

Consideration  has  been  given  to  the  limitations 
of  statistical  studies  in  respect  to  the  efficacy  of 
various  forms  of  therapy  for  spontaneous  intra- 
cranial bleeding.  Nevertheless,  there  is  a need 
for  maintaining  controlled  conditions  so  that 
comparisons  are  made  of  similar  clinical  dis- 
orders diagnosed  and  treated  by  similar  methods. 

The  lesions,  which  predispose  to  hemorrhage, 
frequently  do  not  rupture  but  may  give  rise  to 
clinical  phenomena  suggesting  their  presence. 

The  high  early  mortality  rate  appears  to  be 
tied  in  with  the  following  factors:  A self-perpet- 
uating vicious  cycle  of  cerebral  respiratory  dys- 
function, and  angiography  and  surgery  in  the 
presence  of  acute  bleeding. 

In  addition,  too  early  and  perhaps  too  frequent 
lumbar  puncture  under  less  than  optimal  condi- 
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tions  may  possibly  jeopardize  the  already  criti- 
cally ill  patient. 

The  high  recurrence  and  mortality  rate  during 
the  first  month  after  initial  bleeding  seemingly 
has  ceased,  may,  it  appears,  be  due  to  patient 
activity  at  a time  when  the  point  of  former  bleed- 
ing is  breached  only  by  a soft,  easily  dislodged 
coagulum. 

It  may  be  possible  to  salvage  some  of  these 
patients  by: 

1.  Improving  aeration  of  the  stuporous 
patient  by  means  of  prompt  intubation,  possibly 
supplementing  by  tracheostomy. 

2.  Support  of  vital  autonomic  and  metabolic 
processes. 

3.  Deferring  confirmatory  diagnostic  lumbar 
puncture  until  the  second  day,  if  feasible. 

4.  Deferring  angiography  and  limiting  its  use 
to  cases  requiring  surgery. 

5.  Restricting  surgery  to  prophylaxis  of 
recurrent  aneurysmal  bleeding  after  the  phase  of 
hemorrhage  is  well  past,  except  occasionally  in 
cases  of  intracerebral  hematoma.  In  general, 
prophylactic  resection  of  angiomas  does  not  have 
enough  to  offer. 

6.  Evacuation  of  intracerebral  hematomas  in 
selected  cases. 

Aerography  is  of  value  in  selected  cases  of 
intracerebral  hematoma. 

A unique  instance  of  aerographic  visualization 
of  cerebroventricular  hematoma  is  illustrated. 

2035  Lakeville  Road 
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Tumor  of  the  Testis 


When  there  are  doubts  about  the  nature  of  a 
scrotal  mass,  surgical  exploration  is  indicated; 
correct  identification  of  a tumor  before  it  is  too  late 
may  be  life-saving.  Tumor  of  testicle  usually  occurs 
during  the  middle  decades — twenty  to  forty — but 
may  appear  in  younger  and  older  males  also.  In  the 
series  reported  by  the  author  the  youngest  patient 


was  fourteen  and  the  oldest  sixty.  Outlined  are  the 
pathologic  classification  of  testicular  tumors,  diag- 
nosis, and  differentiation.  The  author  says  that 
every  mass  in  the  scrotum  of  a young  male  should 
be  carefully  observed  before  the  possibility  of  tumor 
is  ruled  out. — Theodore  R.  Fetter;,  M.D.,  Penn- 
sylvania M edical  Journal,  April,  1957 
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Pharmacologic  Advances  in  Psychiatry 

SIDNEY  MALITZ,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Experimental  Psychiatry,  New  York  State  Psychiatric  Institute ) 


The  trends  of  psychiatric  research  over  the 
last  few  years  have  catapulted  us  into  the 
era  of  psychopharmacology.  Recent  advances 
in  both  experimental  and  therapeutic  spheres 
have  been  so  rapid  as  to  be  almost  bewildering. 
Many  issues  remain  unsettled,  but  the  momentum 
of  the  investigative  spirit  is  carrying  us  forward 
in  a very  exciting  direction. 

Let  us  first  discuss  the  therapeutic  advances 
that  have  been  made,  and  then  we  can  go  on  to 
the  experimental  advances.  The  search  for 
chemical  agents  to  alter  the  course  of  mental 
illness  is  not  new.  Early  efforts  centered  about 
sedatives  which  were  used  to  calm  or  relax 
the  agitated  or  distraught  patient.  For  many 
years  bromides  were  employed  for  this  purpose, 
although  they  have  now  fallen  into  disrepute 
because  of  the  cumulative  effects  on  the  system 
which  can  frequently  result  in  an  annoying  skin 
rash  and  other  toxic  manifestations  including  even 
the  development  of  a psychosis.  Bleckwenn1 
began  using  Sodium  Amytal  as  a form  of  sleep 
treatment  in  the  1930’s.  Since  then  pheno- 
barbital,  pentobarbital,  chloral  hydrate,  and 
paraldehyde  have  been  used  in  an  attempt  to 
affect  the  mental  processes  of  patients.  Their 
disadvantage  has  been,  however,  that  large 
doses  resulted  in  sleep  and  sometimes  toxic 
confusion  states.  About  four  years  ago  the 
tranquilizing  agents  best  represented  by  chlor- 
promazine  and  reserpine  came  into  use.  Their 
chief  advantage  lay  in  their  ability  to  calm  the 
patient  in  the  absence  of  any  disturbance  in  the 
sensorium  or  impairment  of  consciousness. 

Chlorpromazine  is  known  in  this  country  as 
Thorazine.  It  was  first  used  in  psychiatric 
patients  by  Delay  and  Deniker2  in  France  about 
1952.  In  Europe  it  has  been  marketed  under  the 
names  of  Largactil,  Megaphen,  and  R.P.  1506. 

Chlorpromazine  is  a phenothiazine  derivative 
related  to  the  antihistamines  which  .exerts  a 
selective  depressant  action  on  the  central  nervous 
system.  Exactly  how  it  acts  is  not  yet  known, 
but  it  has  been  theorized  that  it  may  act  through 

Presented  at  the  Psychiatric  Institute,  New  York  City, 
April  20,  1956  as  part  of  the  150th  anniversary  celebration  of 
the  Medical  Society  of  the  State  of  New  York. 


the  diencephalon  as  well  as  at  cortical  and  sub- 
cortical levels.  In  addition  to  the  therapeutic 
action  previously  mentioned  in  which  it  produces 
calming  effects  without  disturbing  the  level  of 
consciousness,  it  also  has  associated  with  it  a 
number  of  side-effects  about  which  more  will  be 
said  later.  Some  of  the  more  common  are 
fatigue,  drowsiness,  dry  mouth,  stuffed  nose,  and 
pruritis.  Others  which  are  not  nearly  so  common 
include  a cholangiolitic  obstructive  jaundice,  a 
parkinsonian  syndrome,  lactation  in  women,  a 
“grippe  syndrome”  (which  includes  elevated 
temperature,  pains  and  aches  in  the  joints, 
and  malaise)  rash,  swelling  of  the  hands  and  feet, 
constipation,  diarrhea,  and  occasionally  dis- 
sociation reactions. 

Delay  and  Deniker  evolved  a treatment  with 
the  drug  which  they  called  hibernation  therapy. 
They  claimed  that  the  patient  entered  a state  of 
diminished  reactivity  from  which  he  could  be 
easily  aroused,  similar  to  the  hibernation  state  of 
animals.  They  recommended  strict  bed  rest 
for  the  patient  and  cautioned  against  marked 
hVpotensive  phenomena  which  was  apt  to  occur 
if  the  patient  were  allowed  to  sit  up  or  walk  about. 
Shortly  after  their  work  was  begun  Winkelman,3 
a former  resident  here  at  the  Psychiatric  Insti- 
tute, began  using  chlorpromazine  in  smaller 
doses  in  private  practice  in  office  patients. 
Lehmann  and  Hanrahan4  published  an  excellent 
paper  listing  their  observations  with  this  drug  in 
a hospitalized  schizophrenic  group.  About  this 
time  we  first  began  using  the  drug  here  at  the 
Psychiatric  Institute.  We  used  Megaphen,  the 
German  product,  before  chlorpromazine  was 
available  in  this  country.  Our  own  observations 
with  the  drug  extend  now  over  a two  and  one- 
half  year  period.5  We  have  studied  300  patients. 
One  third  of  these  have  been  inpatients  and  the 
rest  outpatients.  We  were  unable  to  duplicate 
in  our  case  material  the  hibernation  state  of 
Delay  and  Deniker,  and  after  first  giving  intra- 
muscular injections  to  the  patients  and  main- 
taining them  at  strict  bed  rest  for  a week,  we 
soon  found  that  we  could  allow  the  patients  to 
sit  up  and  finally  walk  about  without  ill  effect. 
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Marked  hypotensive  reactions  were  rare  except 
with  certain  sensitive  patients  who  had  changed 
position  suddenly  from  a lying  to  a sitting  or 
standing  position.  We  now  feel  that  there  is 
little  difference  in  effect  between  the  oral  and 
intramuscular  forms  except  that  the  intra- 
muscular form  is  naturally  more  convenient  in 
the  handling  of  uncooperative  or  disturbed 
patients. 

Chlorpromazine  has  been  most  effective  in  the 
treatment  of  the  hospitalized  disturbed,  assaul- 
tive, and  hyperactive  patient.  The  character  of 
many  back  wards  has  been  changed  consider- 
ably since  chlorpromazine  has  been  used  on  an 
extensive  basis.  In  chronic,  state  hospital 
cases  of  long  standing  who  show  little  reactivity, 
the  drug  has  not  been  nearly  as  effective.  In 
some  instances  the  initial  improvements  seen  on 
some  disturbed  wards  have  shown  a diminution 
which  may  be  related  to  the  effect  of  suggestion 
on  the  part  of  the  hospital  staff  as  well  as  the 
patients.  There  appears  little  doubt,  however, 
that  chlorpromazine  and  the  other  major  tran- 
quilizer, reserpine,  have  made  the  use  of  restraints 
and  seclusion  much  less  necessary.  Some  in- 
vestigators feel  that  these  drugs  have  eliminated 
the  need  for  electric  shock  in  some  patient 
groups,  notably  assaultive  and  hyperactive 
schizophrenics  and  in  others  have  lessened  the 
number  of  shock  treatments  previously  necessary 
to  improve  the  patient’s  behavior.  Still  other 
investigators,  including  ourselves,  do  not  feel 
that  chlorpromazine  essentially  diminishes  the 
number  of  shock  treatments  necessary  to  produce 
an  improvement.  Kalinowsky6  and  others  con- 
traindicate the  use  of  chlorpromazine  with  elec- 
tric shock.  They  feel  that  there  is  real  danger 
of  circulatory  collapse,  and  Kalinowsky  has 
collected  several  deaths  which  appeared  to  be 
associated  with  the  use  of  the  two  together. 
There  are  other  investigators,  including  Ayd,7 
who  have  used  chlorpromazine  and  shock  treat- 
ment extensively  in  their  patients  and  do  not 
feel  that  their  combined  use  is  dangerous.  The 
issue  is  still  an  unsettled  one,  and  it  would  per- 
haps be  wise  to  refrain  from  using  high  dosages 
of  chlorpromazine  combined  with  electric  shock 
until  the  issue  has  been  more  clearly  delineated. 

The  dosage  of  chlorpromazine  shows  tremen- 
dous individual  variation.  Since  patients  differ 
markedly  in  their  reaction  to  the  drug,  thera- 
peutic effects  may  sometimes  be  obtained  on 
doses  as  low  as  150  mg.  daily',  whereas  in  other 


instances  it  is  necessary  to  raise  the  dose  to 
levels  as  high  as  1,000  mg.  daily.  Investigators 
such  as  Vernon  Ivinross-Wright8  in  Texas  have 
used  doses  as  high  as  6,000  mg.  daily  in  human 
beings  on  an  experimental  basis.  Here  at  the 
Psychiatric  Institute  we  have  gone  up  to  as 
much  as  2,400  mg.  daily  for  as  long  as  a month. 
Because  of  the  tremendous  individual  variation 
with  the  drug,  it  has  been  our  experience  that  we 
get  the  best  results  by  starting  with  a dose  of 
25  mg.  three  times  a day  and  raising  this  from 
50  to  100  mg.  daily  until  alleviation  of  symptoms 
has  been  obtained  or  the  appearance  of  toxic 
symptoms  has  developed.  In  many  of  our 
hospitalized  patients  we  have  gone  up  to  1,000 
mg.  daily  and  then  lowered  the  dose  to  the 
lowest  possible  level  which  will  maintain  the 
patient’s  clinical  improvement.  The  general 
average  dose  among  inpatients  has  varied  be- 
tween 500  and  600  mg.  daily  in  our  patient  group. 
Among  outpatients  this  figure  has  been  some- 
what lower,  varying  between  200  and  400  mg. 
daily.  We  give  the  drug  only  orally  at  this  time 
except  in  those  instances  where  the  patient  is 
uncooperative.  For  experimental  purposes  we 
have  given  the  drug  intravenously  in  conjunction 
with  the  blocking  of  the  psychosis-producing 
drugs,  but  we  do  not  recommend  this  for  thera- 
peutic purposes  outside  of  a hospital  setting.9 

Above  600  mg.  daily  the  incidence  of  side 
effects  increases  sharply.  Sweeping  statements 
from  some  observers  to  the  effect  that  only  very 
high  or  very  low  dosages  are  effective  do  not 
appear  to  us  to  be  warranted. 

What  is  the  nature  of  the  improvement  with 
chlorpromazine,  and  which  conditions  seem  to 
respond  best?  It  was  our  experience  that  the 
more  overtly  disturbed  was  the  patient  the  more 
effective  was  the  action  of  chlorpromazine. 
Calming  effects  in  patients  in  whom  motor  mani- 
festations and  anxiety  were  minimal  or  absent 
were  far  less  consistent  than  in  agitated  or  assaul- 
tive patients.  This  observation  transcended 
diagnostic  boundaries.  Since  most  of  our 
patients,  both  hospitalized  and  outpatients,  fell 
into  a less  disturbed  group,  namely  the  pseudo- 
neurotic schizophrenic,  results  with  chlorpro- 
mazine alone  were  frequently  disappointing. 
This  was  especially  true  with  the  “garden 
variety  neurotic”  whose  predominant  symptoms 
were  expressed  in  the  form  of  phobic  mecha- 
nisms, hypochondria,  or  obsessive  preoccupation. 

Anxiety  was  found  to  be  reduced  in  some 
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patients  but  not  in  others.  Obsessive  rumina- 
tion was  usually  little  effected.  Depersonali- 
zation phenomena  were  frequently  intensified. 
The  response  in  phobic  patients  was  extremely 
variable.  In  some,  the  phobic  anxiety  was 
considerably  reduced,  but  in  others  the  taking 
of  the  drug  itself  became  involved  in  a phobic 
avoidance  when  unpleasant  side-effects  developed. 
In  a number  of  instances  paranoid  ideation 
appeared  weakened  while  the  patient  was  re- 
ceiving the  drug.  In  a few  others,  however,  it 
was  intensified,  apparently  in  relation  to  the 
side-effects.  In  ambulatory  schizophrenic  pa- 
tients with  little  or  no  drive,  the  results  were 
uniformly  poor  with  virtually  no  effect  on  the 
quality  or  intensity  of  the  symptoms. 

Our  experience  with  depressions  has  been 
frequently  disappointing  and  always  unpredict- 
able. Only  a very  small  percentage  of  patients 
who  were  depressed  improved  on  chlorpro- 
mazine  alone  and  some  became  much  worse. 
Chlorpromazine  combined  with  the  ampheta- 
mines gave  better  results,  but  even  with  this 
addition  less  than  50  per  cent  of  these  patients 
improved.  Agitated  depressions  responded  bet- 
ter than  the  quiet,  withdrawn  group.  In  some 
instances  the  agitated  features  would  be  dimin- 
ished with  the  drugs,  but  the  underlying  depres- 
sion remained.  Electric  shock  still  appears  to  be 
the  treatment  of  choice  for  depressions.  We 
have  found  no  evidence  in  our  material  that 
giving  chlorpromazine  with  electric  shock  appre- 
ciably shortens  the  course  of  electric  shock 
treatment. 

In  some  patients  who  showed  improvement 
with  the  drug,  relapses  occurred  both  while 
receiving  medication  or  shortly  after  its  discon- 
tinuance. Raising  the  dosage  sometimes  re- 
sulted in  the  return  of  the  improvement  in 
patients  who  relapsed  while  receiving  the  drug. 
In  others  an  adaptation  seems  to  take  place,  and 
no  further  improvement  is  forthcoming.  Some 
of  these  patients,  when  started  on  other  pheno- 
thiazine  derivatives  without  their  knowledge, 
once  again  improved.  It  is  still  impossible  to 
predict  with  any  degree  of  statistical  validity 
how  many  patients  can  have  the  drug  discon- 
tinued and  how  many  will  have  to  be  kept  on  it 
indefinitely.  We  cannot  confirm  the  observa- 
tions of  others  that  the  majority  of  patients  do 
not  need  some  form  of  maintenance  dosage  even 
when  receiving  accompanying  psychotherapy. 

The  early  literature  admonished  against 


combining  barbiturates  with  chlorpromazine, 
speaking  about  a three  to  five  fold  potentiation. 
We  have  found  that  with  patients  receiving  400 
mg.  or  less  of  chlorpromazine  daily  we  can  pre- 
scribe pentobarbital  in  0.1-Gm.  capsules  without 
incidence.  This  frequently  has  been  necessary 
in  that  group  of  patients  receiving  chlorpromazine 
who  did  not  become  drowsy  or  derive  any  sleep- 
producing  benefits  from  the  drug.  Intravenous 
barbiturates  and  chlorpromazine  would  appear  to 
us  to  be  still  too  dangerous  to  combine. 

In  the  same  way  that  there  is  a marked  in- 
dividual variation  in  the  therapeutic  effects  and 
dosage  there  is  also  a marked  variation  in  the 
incidence  and  intensity  of  side-effects.  As  a 
general  rule,  however,  more  complications  de- 
velop on  higher  dosages  than  lower  ones.  The 
most  common  side  reactions  encountered  were 
drowsiness  and  fatigue.  Some  patients  became 
very  drowsy  and  weak  on  only  150  mg.  daily, 
while  others  showed  little  evidence  of  drowsiness 
on  a daily  maintenance  dose  of  1,000  mg.  The 
parkinsonian  syndrome  occasionally  has  de- 
veloped on  doses  as  low  as  150  mg.  daily,  but  we 
rarely  have  seen  it  on  maintenance  doses  of  less 
than  500  mg.  daily.  On  the  other  hand,  several 
patients  receiving  over  1,000  mg.  daily  for  a 
month  showed  little  or  no  evidence  of  parkin- 
sonism. In  our  own  material  all  patients  with 
a marked  parkinsonian  picture  have  returned  to 
normal  within  a week  after  discontinuing  the 
drug,  although  we  have  heard  of  instances  from 
our  colleagues  where  the  symptoms  persisted  for 
a month  after  the  drug  was  stopped. 

Jaundice  was  an  infrequent  complication  in 
our  series.  Its  occurrence  seemed  to  bear  no 
relationship  to  the  amount  of  medication,  occur- 
ring on  both  high  and  low  dosages.  There  was 
no  consistent  temporal  pattern,  since  it  developed 
both  early  and  late  in  treatment.  Several 
patients  who  had  developed  jaundice  on  earlier 
courses  of  chlorpromazine  therapy  did  not  de- 
velop the  recurrence  of  the  condition  on  a second 
course  of  the  drug  later  on. 

We  have  observed  one  case  of  agranulocytosis 
unquestionably  associated  with  chlorpromazine 
administration.  The  condition  developed  in  a 
middle-aged  male  after  only  a week  of  the  medi- 
cation. The  patient  received  a maximum  of 
400  mg.  daily.  Most  cases  of  agranulocytosis, 
regardless  of  the  etiologic  agent,  begin  to  develop 
during  the  first  week  of  drug  therapy.  There- 
fore, it  is  wise  to  observe  the  patient  carefully  for 
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fever,  sore  throat,  or  dysphagia  during  this 
period  and  to  obtain  an  immediate  blood  count 
if  these  symptoms  develop. 

Since  less  than  a dozen  cases  of  agranulocy- 
tosis have  been  reported  in  over  4,000.000 
patients  receiving  the  drug,  the  safety  factor 
remains  quite  high.  These  figures  lead  one  to 
speculate  that  the  agranulocytosis  observed  was 
due  to  a nonspecific  and  as  yet  unknown  sensi- 
tivity of  certain  individual  patients  rather  than 
any  specific  leukocyte-destroying  property  of  the 
drug.  We  continue  to  take  monthly,  routine 
white  counts  on  our  patients  chiefly  for  medico- 
legal purposes. 

In  addition  to  these  side-effects  we  have  ob- 
served a syndrome  not  before  reported  to  our 
knowledge.  This  is  a reaction  seen  in  only  a 
half-dozen  patients  early  in  our  observations  in 
the  Spring  of  1954.  It  was  a myasthenia  gravis- 
like  reaction  in  which  the  patient  developed 
choking  sensations  in  the  throat,  difficulty  in 
swallowing  and  chewing,  thickness  of  the  tongue, 
and  difficulty  in  speech  of  a slurring  nature  with 
occasional  respiratory  embarrassment.  We  were 
considerably  alarmed  by  this  and  administered 
Prostigmin  with  equivocal  results.  Fortunately, 
the  condition  was  self-limiting  and  we  never  have 
seen  it  again.  It  may  have  been  related  to  the 
particular  batch  of  chlorpromazine  we  were 
using  at  the  time. 

An  interesting  observation  in  our  outpatient 
group  was  that  many  patients  refused  to  continue 
with  the  drug  and  discontinued  its  use  of  their 
own  accord  within  the  first  two  or  three  days 
after  taking  it.  This  did  not  and  could  not 
happen  in  our  hospitalized  group  because  of 
hospital  discipline.  Those  outpatients  who  dis- 
continued the  drug  usually  did  so  because  of  an 
increase  in  their  anxiety  associated  with  marked 
weakness,  drowsiness,  aches  and  pains,  or  feel- 
ings of  depersonalization  and  depression.  We 
have  seen  the  development  of  depression  where 
it  has  not  existed  before  and  a deepening  of  a 
depression  already  present.  In  addition,  both 
inpatients  and  outpatients  developed  acute 
psychotic  reactions  with  the  drug  characterized 
by  intensification  of  unreality  feelings  already 
present  and  the  development  of  hallucinations 
and  delusions.  These  subsided  two  to  three 
days  after  the  drug  was  discontinued.  Precipi- 
tation of  a psychosis  was  perhaps  more  of  a 
problem  in  our  patient  material  consisting  pre- 
dominantly of  pseudoneurotic  schizophrenics 


and  ambulatory  schizophrenics  than  in  some  other 
types  of  case  material.  Because  of  this  ever 
present  danger,  however,  it  is  important  to 
screen  patients  carefully  and  observe  them  closely 
during  the  early  days  of  drug  administration. 

Claims  have  been  made  that  chlorpromazine 
acts  as  a chemical  lobotomy  and  dispenses  with 
the  need  for  psychosurgery.  We  wish  this  were 
true,  but  unfortunately  we  have  not  found  it  to 
be  the  case.  While  a number  of  previously 
hyperactive  patients  can  be  kept  tranquilized 
almost  indefinitely  with  the  drug,  there  is  a 
large  group  of  patients,  especially  among  the 
pseudoneurotic  schizophrenia  group,  with  un- 
bearable anxiety  and  muscular  tension  in  which 
the  hyperactivity  factor  is  minimal.  These 
patients  do  poorly  with  all  forms  of  treatment 
including  chlorpromazine,  but  a large  percentage 
have  shown  a quantitative  diminution  in  the 
level  of  their  anxiety  with  resultant  improved 
function  after  psychosurgery. 

Chlorpromazine  has  been  helpful  in  controlling 
the  excitement  stage  occasionally  seen  in  the 
first  few  days  following  lobotomy.  It  has  aided 
in  dispensing  with  the  need  for  restraining  sheets 
in  such  instances. 

Reserpine  is  the  pure  crystalline  alkaloid  of 
Rauwolfia  serpentina  benth,  a naturally  occur- 
ring root  which  is  native  to  India  and  has  been 
used  there  for  centuries.  It  is  interesting  that 
among  Indian  physicians  the  attitude  towards 
Rauwolfia  serpentina  benth  is  the  same  as  our 
attitude  here  towards  phenobarbital.10  How- 
ever, it  must  be  kept  in  mind  that  in  this  country 
we  use  the  purified  alkaloid  which  has  pharma- 
cologically speaking  1,000  times  the  potency  of  the 
whole  root.  Reserpine  is  known  as  Serpasil  and 
Rau-Sed  commercially.  It  is  felt  that  reserpine 
probably  works  through  the  hypothalamus, 
whereas  barbiturates  work  at  cortical  levels. 
However,  as  is  the  case  with  chlorpromazine,  the 
exact  site  of  action  or  mechanism  of  action  is 
still  unclear. 

Reserpine  has  had  similar  indications  and 
usages  as  chlorpromazine.  It  has  been  used  in 
the  treatment  of  the  psychoses,  the  neuroses, 
and  anxiety  states,  and  like  chlorpromazine  has 
been  most  effective  in  the  treatment  of  the 
hospitalized,  violent  psychotic. 

In  a study  of  700  patients,  Kline  and  Stanley11 
at  Rockland  State  Hospital  found  that  84  per 
cent  of  patients  not  responding  to  electric  shock 
and  insulin  improved  with  the  use  of  this  drug. 
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Barsa  and  Kline12  have  divided  the  effects  of 
reserpine  into  three  stages,  the  first  being  the 
sedative  stage,  the  second  the  turbulent  stage, 
and  the  last  the  integrative  stage.  They  feel 
that  the  first  two  stages  last  about  a week  each 
and  the  final  stage  until  the  drug  is  discontinued. 
In  our  own  experience  with  the  drug  we  have  not 
been  able  to  delineate  the  stages  into  such  clear- 
cut  groups.  In  psychotic  patients  Barsa  and 
Kline’s  regimen  has  been  to  give  the  patient 
3 mg.  orally  and  5 mg.  intramuscularly  the  first 
day  and  then  maintain  them  on  3 mg.  orally  and 
10  mg.  intramuscularly  for  the  next  three  weeks. 
After  three  weeks  the  patients  were  switched 
over  exclusively  to  the  oral  drug.  We  have  not 
had  as  much  extensive  experience  with  the  intra- 
muscular preparation  as  had  Kline  and  his 
associates  at  Rockland,  but  in  our  own  experience 
with  reserpine  we  have  given  it  in  doses  up  to  8 
or  10  mg.  daily.  One  outpatient  in  our  series, 
a fourteen-year-old,  markedly  hyperactive,  schiz- 
ophrenic boy  with  some  deterioration,  who  really 
should  have  been  in  a hospital  but  because  of  the 
undivided  attention  of  his  parents  was  able  to 
be  maintained  at  home,  was  kept  on  22  mg. 
of  the  drug  daily  for  a period  of  six  months  with- 
out the  development  of  marked  side-effects. 

Patients  receiving  this  drug,  however,  also 
developed  dry  mouth  and  a parkinsonian  picture, 
although  the  development  of  parkinsonian 
syndromes  varies  markedly  from  one  patient  to 
another.  Artane  and  other  antiparkinsonian 
preparations  have  been  given  in  an  attempt  to 
alter  the  parkinsonian  syndrome.  In  our  ex- 
perience it  has  not  appreciably  diminished  these 
symptoms  which  disappear  spontaneously  when 
the  drug  is  discontinued  just  as  they  do  when 
chlorpromazine  is  stopped. 

We  have  combined  chlorpromazine  with 
reserpine  and  found  no  advantage  to  this  combi- 
nation. Again  we  wish  to  stress  that  this  may  be 
in  relation  to  our  case  material  with  its  large 
representation  of  pseudoneurotic  schizophrenics. 
In  our  experience  chlorpromazine  has  a much 
more  rapid  action  than  reserpine  with  psychic 
side-effects,  such  as  depersonalization  and  de- 
pression, being  less  frequent.  In  spite  of  the 
fact  that  the  physiologic  side-effects  of  oral 
chlorpromazine  are  greater  than  those  of  oral 
reserpine,  they  were  not  serious,  and  we  found  it 
to  be  more  effective  clinically  than  reserpine  by 
mouth.  Intramuscular  reserpine,  however,  has 
compared  favorably  with  intramuscular  chlor- 


promazine. 

The  incidence  of  depression  with  reserpine  is 
much  greater  than  with  chlorpromazine  and  is  a 
legitimate  indication  for  discontinuing  the  drug. 
There  are  on  record  several  suicidal  attempts 
occurring  after  a patient  was  on  this  drug. 

Miltown,  marketed  by  Wallace  Laboratories 
and  also  known  as  Equanil  marketed  by  Wyeth 
Laboratories,  is  another  recent  tranquilizing 
agent.  It  was  synthesized  in  1950  by  Ludwig 
and  Piech,13  and  the  formula  is  2 methvl-2 
n-propyl-1,  3-propanediol  dicarbamate.  For 
short,  its  generic  name  is  meprobamate.  It  is 
related  to  mephenesin  and  is  used  as  a muscle 
relaxant  in  nonpsychiatric  patients.  Its  mech- 
anism of  action  is  supposed  to  be  as  an  inter- 
neuronal blocking  agent.  The  usual  dose  is 
400  mg.  three  or  four  times  a day.  Our  experi- 
ence with  this  drug  dates  back  about  a year  and 
a half,  long  before  it  was  released  for  public- 
consumption,  and  we  were  not  impressed  by  this 
drug  and  still  are  not  up  to  this  time.  There  are 
others  who  claim  that  the  drug  has  produced  a 
definite  relaxing  action  in  certain  anxious 
patients,  but  we  find  it  to  be  far  inferior  to 
chlorpromazine  in  most  instances.  Selling14 
tried  Miltown  as  a tranquilizer  in  187  patients 
seen  in  his  office  in  a period  of  a little  over  one 
year  from  January,  1953,  to  April,  1954.  No 
control  group  was  used,  although  some  patients 
were  given  placebos  later.  The  dose  ranged 
from  one  400  mg.  tablet  four  times  a day  to 
eight  tablets  a day.  Psychotherapy  was  given 
concomitantly.  He  reported  that  Miltown  was 
practical,  safe,  clinically  useful,  and  not  habit 
forming.  He  felt  it  was  most  effective  in  anxiety 
neurosis,  especially  where  the  primary  symptom 
was  tension.  He  also  felt  it  was  helpful  in 
enabling  alcoholics  to  withdraw  from  alcohol 
with  a minimum  of  discomfort,  and  it  enabled 
patients  to  relax  for  natural  sleep.  Borrus16 
employed  Miltown  in  104  patients  that  he  saw  in 
his  private  practice  during  a one  year  period,  and 
he  too  found  that  Miltown  was  most  effective  in 
patients  with  acute  chronic  anxiety  reactions. 
Seventy-eight  per  cent  of  his  patients  with  these 
complaints  showed  improvement.  Borrus  felt 
that  it  was  questionable  whether  Miltown  is 
sufficiently  potent  in  ordinary  dosage  to  be 
effective  in  a more  severe  psychosis.  We  agree 
with  him  here  completely.  Some  drowsiness 
occurred  in  Borrus’  patients  during  the  first  two 
weeks  of  treatment,  but  this  gradually  subsided. 
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We  have  found  drowsiness  to  be  more  of  a trou- 
blesome factor  than  either  of  these  two  authors 
claim.  Adequate  data  on  the  use  of  Miltown  in 
disturbed  psychotic  patients  is  not  yet  available. 

Meratran,  or  pipradrol,  is  a new  drug  developed 
by  the  William  S.  Merrell  Company.  Chemically 
the  drug  is  alpha-(2-piperidyl)  benzhydrol  hy- 
drochloride. Clinical  trials  of  Meratran  for  its 
antidepressant  action  followed  soon  after  its 
pharmacologic  investigation  by  Brown  and 
Werner.16  Brown  and  Werner  reported  that  it 
was  a new  type  of  central  stimulant  differing 
from  known  central  stimulants  both  in  chemical 
structure  and  pharmacologic  activity.  Fabing, 
Hawkins,  and  Moulton17  studied  the  drug  in  131 
patients.  They  claimed  good  results  in  30  of 
34  patients  with  reactive  depression  and  in  17 
of  27  patients  with  endogenous  depression.  They 
felt  that  agitated  depression  was  made  worse  in 
some  instances.  They  felt  that  nocturnal  sleep 
and  appetite  were  usually  unaffected  by  thera- 
peutically effective  doses  of  the  drug.  Results  in 
patients  with  ambulatory  schizophrenia  and 
pseudoneurotic  schizophrenia  were  discouraging. 
Similarly,  patients  with  anxiety  reactions  who 
had  no  depressive  elements  also  experienced 
increased  anxiety  on  Meratran.  The  tablet 
comes  in  1 mg.  size,  and  Fabing’s  doses  varied 
from  2 to  25  mg.  a day.  Fabing’s  work  was 
preliminary  and  did  not  involve  controls.  Schut 
and  Himwich18  employed  double  blind  studies  to 
study  the  effects  of  the  drug  in  25  chronic  insti- 
tutionalized patients  with  depressive  features. 
They  gave  2V2  to  5 mg.  a day  by  mouth  and  found 
that  certain  schizophrenics  without  delusions 
who  had  restriction  of  interest,  activity,  and 
depressive  features  were  benefited.  It  was  con- 
traindicated in  their  opinion  in  patients  with 
delusions,  anxiety,  or  cerebral  arteriosclerosis. 
Meratran  increased  the  severity  of  the  symptoms 
in  six  patients  with  anxiety.  In  one  instance 
medication  had  to  be  discontinued  because  of 
tachycardia.  Pomeranze19  extended  the  use  of 
Meratran  in  small  doses,  1 mg.  twice  a day,  to 
elderly  depressed  patients  and  found  that  it 
added  zest.  There  were  no  signs  of  toxicity. 
Early  investigators  felt  that  unlike  the  amphet- 
amines, Meratran  did  not  effect  the  appetite. 
Gelvin20  and  his  group  differed  with  this  idea. 
Our  own  Department  of  Experimental  Psy- 
chiatry carried  out  a preliminary  investigation  of 
Meratran  in  1953when  it  first  became  available  for 
experimental  purposes.  The  work  wasdoneby  Dr. 


Donald  B.  Douglas  who  was  with  us  at  the  time, 
and  the  data  obtained  did  not  confirm  the  enthusi- 
astic statements  of  other  investigators.  Four- 
teen schizophrenic  patients  were  given  1 to  25 
mg.  of  Meratran  per  day.  Controls  involved 
alternation  of  the  drug  with  placebos.  Under 
10  mg.  daily  little  effect  was  noted.  Over  10 
mg.  a day  all  patients  frequently  manifested 
restlessness,  insomnia,  and  tension.  All  but 
one  or  two  complained  of  poor  appetite  at  some 
time.  There  was  very  clear  objective  increase  in 
motor  activity,  tension,  and  affective  lability  in 
all  but  two  patients,  and  these  also  felt  quite 
tense.  All  patients  receiving  the  higher  doses 
suffered  diffuse,  intense  discomfort.  None  felt 
improved.  Many  felt  more  anxious  and  con- 
fused and  complained  of  an  increase  in  various 
symptoms,  especially  rumination,  depression, 
and  aggressive  affective  decontrol.  After  the 
drug  was  discontinued,  the  effects  of  higher  doses 
seemed  to  last  about  a day.  In  summary  the 
drug  seemed  to  produce  a diffuse  increase  in 
tension  plus  other  amphetamine-like  side-effects, 
such  as  anorexia,  insomnia,  and  restlessness  with 
but  little  or  no  euphorizing  action.  Our  recent 
work  with  the  drug  has  continued  to  bear  out 
this  original  evaluation  by  Dr.  Douglas. 

Frenquel  is  a new  tranquilizer  developed  by  the 
Merrell  Company.  Generically,  it  is  known  as 
azacyclonal  hydrochloride.  It  is  the  gamma 
isomer  of  Meratran,  and  like  Meratran  it  is  a 
piperidyl  derivative.  In  animals  it  is  mildly 
depressant  in  small  doses  and  a stimulant  in 
large  doses.  Although  the  structural  differences 
between  Meratran  and  Frenquel  are  very  slight, 
the  properties  of  these  two  agents  are  quite  dif-  K 
ferent.  Frenquel  not  only  is  a central  stimulant 
itself,  it  also  antagonizes  cerebral  stimulants  in 
the  mouse.  In  some  of  Fabing’s  hallucinatory 
patients,  Frenquel  seemed  to  have  an  effect  in 
clearing  up  the  hallucinations.  Fabing21  used 
Frenquel  as  a blocking  agent  in  model  psychosis 
and  we  will  have  more  about  this  later  on  in 
discussing  the  experimental  advances  in  pharma- 
cotherapy. Fabing  and  Hawkins22  used  Frenquel 
in  a total  of  115  patients  seen  in  both  the  office 
and  hospital.  They  found  Frenquel  of  value  in 
patients  showing  schizophrenic  reaction  pattern 
symptoms,  but  its  value  was  inconsistent.  In 
14  patients  with  acute  schizophrenia  hospitalized 
as  acute  emergencies  with  hallucinations,  delu- 
sions and  overactivity  or  withdrawal  and  treated 
with  Frenquel  alone,  five  of  the  14  lost  their 
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schizophrenic  symptoms  in  one  to  three  days. 
Three  recovered  completely.  One  was  given 
Frenquel  but  needed  electric  shock  to  complete 
recovery.  One  was  given  Frenquel  plus  chlor- 
promazine  and  recovered  in  three  days.  Five 
were  failures  on  Frenquel  alone.  The  dose 
used  varied  from  15  to  400  mg.  daily  by  mouth. 
It  should  be  kept  in  mind  that  acute  schizo- 
phrenics have  a rather  high  remission  rate,  and 
it  is  often  difficult  to  determine  whether  this  is  a 
spontaneous  remission  or  an  effect  of  the  drug. 
They  claimed  good  results  in  some  of  34  chronic 
schizophrenics,  but  the  drug  was  not  as  effective 
as  in  the  acute  patients.  In  three  to  five  patients 
with  alcoholic  psychoses,  including  auditory 
hallucinations  and  paranoid  reactions,  Frenquel 
produced  rapid  improvement  with  disappearance 
of  the  hallucinations  and  paranoid  ideation. 
Fabing  claimed  success  with  Frenquel  in  treating 
elderly  patients  with  periodic  psychotic  episodes 
which  occurred  as  a complication  of  organic 
brain  syndrome.  Fabing  and  his  group  claimed 
that  Frenquel  was  effective  in  relieving  noisy 
confusion,  paranoid  fears,  and  hallucinations  in 
these  elderly  patients.  Associated  memory  de- 
fect, flattened  affect,  inertia,  and  neurologic 
symptoms  were  not  affected.  In  acute  conditions 
Frenquel  was  given  intravenously  in  100  mg. 
doses  and  then  followed  with  100  mg.  three  times 
a day  by  mouth  for  at  least  a week.  Fabing 
and  Hawkins  found  no  toxic  reactions  or  side 
reactions  in  their  115  patients.  Our  findings 
with  this  drug  parallel  those  of  Dr.  Margolis  of 
the  Langley  Porter  Clinic  in  San  Francisco. 
At  the  recent  meetings  of  the  New  York  Academy 
of  Sciences23  in  discussing  this  drug  Dr.  Margolis 
said,  “Frenquel  was  notable  for  its  lack  of  side- 
effects  and  even  more  notable  for  its  lack  of 
clinical  effects.” 

A recent  report  from  Rinaldi,  Rudy,  and 
Himwich24  in  Galesburg,  Illinois,  on  the  use  of 
Frenquel  employing  a double  blind  technic  in 
chronic  psyc.hotics  indicated  that  reserpine  was 
most  effective,  Thorazine  or  chlorpromazine 
second,  and  Frenquel  third.  Our  own  experi- 
ence with  Frenquel  actually  has  been  limited  to 
chronic  schizophrenics  and  pseudoneurotic  schiz- 
ophrenics. In  this  particular  group  the  drug 
has  been  most  disappointing.  It  should  be  noted, 
however,  that  these  were  not  the  typical  patients 
recommended  for  treatment  with  Frenquel. 
The  latter  is  considered  to  be  acutely  halluci- 
nating. 


Ritalin  is  a new  compound  synthesized  by 
Ciba  Pharmaceutical  Products,  Inc.  as  an  ana- 
leptic. Its  formula  is  methyl-phenidylacetate 
hydrochloride.  It  is  described  as  a psychomotor 
stimulant  having  an  action  intermediate  be- 
tween that  of  caffeine  and  Benzedrine  with  little 
depressant  effect  on  appetite.  The  company 
claims  that  since  it  is  not  a sympathomimetic 
amine  it  lacks  the  usual  side-effects  of  these 
stimulants  and  is  not  supposed  to  cause  hvper- 
excitability,  euphoria,  elevated  blood  pressure, 
tachycardia,  inhibition  of  appetite,  or  depressive 
rebound.  Our  experience  with  this  drug  has 
been  limited,  but  in  some  of  the  few  cases  on 
which  we  have  used  the  drug  we  have  seen  effects 
similar  to  those  of  other  analeptics  such  as  the 
amphetamines  in  that  it  did  impair  appetite, 
interfered  with  sleep,  and  caused  irritability. 
The  drug  may  yet  prove  to  be  a helpful  adjunct 
to  our  armamentarium,  but  this  serves  as  another 
example  of  why  caution  is  necessary  before 
finally  evaluating  a drug  for  therapeutic  purposes. 

There  are  a number  of  other  drugs  being  used 
in  the  treatment  of  mental  illness.  Some  of 
them,  such  as  Sparine  which  is  chlorpromazine 
without  the  chlor  radical,  or  in  other  words 
promazine,  are  too  new  for  adequate  evaluation. 
Most  of  the  advances  appear  to  be  in  the  direc- 
tion of  the  phenothiazine  derivatives.  We  have 
had  personal  experience  here  with  two  that  have 
shown  considerable  promise.  One  of  these  is 
brompiperidinochlorphenothiazine.  While  it  is 
still  a little  early  to  make  any  definitive  com- 
ments, our  findings  so  far  with  this  drug  indicate 
that  it  is  at  least  as  effective  as  chlorpromazine 
in  excitement  states  and  in  alleviating  anxiety 
with  fewer  side-effects  than  chlorpromazine. 
The  same  compound  without  the  brom  radical, 
piperidinochlorphenothiazine,  showed  similar  ef- 
fectiveness, but  it  was  necessary  to  discontinue 
it  when  one  of  our  patients  developed  a retinitis 
pigmentosa-like  picture.25  Since  we  discovered 
this  phenomenon  there  have  been  reports  of 
similar  reactions  from  Switzerland  and  several 
others  from  Texas.  This  patient  has  had  a 
return  of  his  visual  acuity,  although  a salt  and 
pepper  pigmentation  still  remains  throughout  the 
macula  and  retina.  Thus  far  we  have  not  had  a 
similar  experience  with  any  other  of  the  pheno- 
thiazine derivatives. 

The  evaluation  of  new  drugs  for  therapeutio 
purposes  remains  a very  difficult  and  complex 
operation.  Many  variables  must  be  taken  into 
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account.  It  is  often  necessary,  just  as  it  is  when 
using  drugs  for  experimental  purposes,  to  dif- 
ferentiate the  specific  effect  of  a drug  which 
might  be  referred  to  as  drug  specific  from  the 
nonspecific  effects  which  depend  on  such  factors 
as  the  previous  personality  of  the  patient,  the 
environment  in  which  the  drug  is  administered, 
the  doctor-patient  interaction,  etc.  These  vari- 
ables account  for  the  surprising  differences 
sometimes  noted  in  the  effects  of  a drug  on  the 
psyche.  For  example,  Sodium  Amytal  has  been 
described  as  a generally  euphorizing  and  relaxing 
drug  which  allows  the  patient  to  speak  more 
clearly  and  has  occasionally  been  referred  to  as 
a truth  serum.  Such,  however,  is  not  the  case. 
There,  are  some  patients  who  will  be  relaxed  with 
Sodium  Amytal  and  will  talk  more  freely,  but 
there  are  others  who  become  depressed,  still 
others  who  become  agitated,  and  in  some  patients 
instead  of  getting  an  increased  verbal  produc- 
tivity we  get  a diminution.26  Factorssuch as  these 
serve  to  confuse  the  individual  working  in  the 
field  for  the  first  time.  An  excellent  study  was 
done  in  regard  to  this  very  same  drug,  Sodium 
Amytal,  some  years  ago.  A group  of  volunteers 
was  divided  into  two  groups.  One  group  was 
asked  to  refrain  from  telling  some  very  embar- 
rassing -situation  in  their  lives.  The  other  group 
was  given  a story  to  deliberately  fabricate  while 
under  the  influence  of  the  drug.  Results  of  this 
study  showed  that  it  was  quite  possible  for  sub- 
jects to  refrain  from  divulging  embarrassing  and 
personal  material  just  as  it  was  also  equally 
possible  for  a large  percentage  of  the  second  group 
to  weave  a fabrication  during  the  course  of  the 
drug  interview.  This  is  one  good  reason  why 
such  data  should  not  and  usually  is  not  accepted 
as  evidence  in  courts  of  law. 

The  odds  are  usually  in  favor  of  a new  drug 
when  it  first  appears  on  the  market.  With 
each  announcement  of  a new  drug  for  the  treat- 
ment of  mental  illness  there  is  always  an  accom- 
panying flurry  of  optimistic  excitement  and 
magical  expectation.  Encouraging  progress  re- 
ports and  glowing  predictions  from  some  of  the 
nation’s  leading  newspapers  and  popular  maga- 
zines contribute  to  this  atmosphere  of  rising 
hope.  The  public  is  constantly  looking  for  some 
magical  panacea  which  will  cure  mental  illness 
and  solve  the  nation’s  leading  public  health 
problem.  But  the  passage  of  time  carries  with 
it  a sobering  objectivity.  It  allows  the  oppor- 
tunity for  repeated  clinical  trials  and  follow-up 


studies  so  essential  for  the  proper  evaluation  of 
new  compounds.  It  is  very  difficult  to  estimate 
the  period  of  time  necessary  to  assess  a new  drug 
adequately.  With  compounds  that  show  little 
or  no  clinical  activity  the  task  is  simple,  and  they 
may  be  discarded  after  a brief  pilot  study  of 
several  months  duration  or  less.  But  with 
medications  that  demonstrate  genuine  promise 
the  problem  becomes  much  more  complex. 
Probably  between  two  to  five  years  are  required 
before  an  adequate  appraisal  of  clinical  effective- 
ness can  be  made.  The  elements  of  suggestion 
which  to  some  extent  can  be  eliminated  earlier  by 
double  blind  studies  have  by  this  time  spontane- 
ously been  dissipated.  Side-effects  or  complica- 
tions which  are  sometimes  delayed  in  showing 
themselves  have  by  now  made  their  appearance 
and  can  be  weighed  against  the  positive  benefits 
of  the  drug.  But  in  the  first  year  of  any  new 
compound  the  hopes  and  expectations  of  the 
public,  of  the  workers  with  the  drug,  and  of  the 
patients  themselves  usually  give  results  on  the 
positive  side  which  through  the  passage  of  time 
frequently  become  lessened  and  are  seen  eventu- 
ally in  their  proper  perspective.  Some  of  the 
drugs  that  I just  mentioned  will  in  time  attain 
their  proper  niche  in  our  armamentarium.  Of 
course,  that  should  not  and  does  not  prevent  us 
from  continuing  to  look  for  medications  which 
can  effect  behavior  and  mood. 

That  brings  us  now  to  more  experimental  work 
directly  dealing  with  investigations  into  the 
nature  and  cause  of  mental  illness.  Naturally 
the  work  with  the  therapeutic  drugs  is  also  in  the 
nature  of  research,  but  it  has  to  do  with  the  heal- 
ing aspects  and  the  attempt  to  remedy  after  the 
horse  is  out  of  the  barn,  so  to  speak.  In  working 
with  hallucinogenic  agents  and  the  psychosis- 
producing  drugs  we  are  attempting  to  find  some 
of  the  answers  to  the  causes  of  mental  illness  and 
more  specifically  psychotic  states.  The  major 
quality  of  the  hallucinogens  is  their  ability  to 
produce  psychotic  phenomena  in  the  presence  of 
a clear  sensorium.  A number  of  these  com- 
pounds are  now  available,  but  since  we  have  had 
personal  experience  here  only  with  two  I will  go 
into  greater  detail  with  these.  The  major  hal- 
lucinogens which  have  been  experimented  with 
are  mescaline,  lysergic  acid  diethylamide,  can- 
nabis indica  (which  is  also  known  as  marihuana 
or  hashish),  ibogaine,  harmine,  and  adreno- 
chrome.  Our  experience  has  been  predominantly 
with  mescaline  and  lysergic  acid  diethylamide, 
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also  known  as  d-LSD25. 

I might  take  a moment  to  comment  on  how 
these  two  first  hallucinogens  first  came  into  use  in 
psychiatry.  Mescaline  has  been  used  for  cen- 
turies by  the  Southwest  Indians  in  the  United 
States  in  the  form  of  the  peyotl  cactus  which  they 
chew  during  their  religious  ceremonies  and  which 
gives  them  various  hallucinatory  phenomena. 
Today  we  use  the  synthetic  mescaline  sulfate. 
D-lysergic  diethylamide  or  LSD25  was  synthe- 
sized by  the  Sandoz  Laboratories  in  Switzerland, 
and  its  application  to  psychiatry  was  discovered 
one  day  when  one  of  their  chemists,  a Dr. 
Hoffman,27  was  heating  the  tartrate  of  this  drug 
and  inhaled  some  fumes  from  this  compound. 
That  evening  he  found  himself  suffering  from 
visual  hallucinations,  and  fortunately,  rather 
than  attributing  them  to  a basic  disturbance  in 
his  psyche,  he  correctly  inferred  that  the  hal- 
lucinations might  be  due  to  the  compound  with 
which  he  was  working  earlier  that  day.  The 
following  day  he  took  200  meg.  of  this  drug  by 
mouth  and  immediately  began  to  experience  a 
number  of  visual  hallucinations  and  some 
depersonalization  effects. 

Both  mescaline  and  lysergic  acid  act  in  similar 
fashion.  Mescaline  can  be  administered  orally 
or  intravenously  and  characteristically  produces 
(almost  immediately  with  the  intravenous  route 
but  within  about  a half  hour  when  given  orally) 
certain  physiologic  and  autonomic  disturbances 
which  are  followed  by  psychic  phenomena. 
Vegetative  disturbances  such  as  vertigo,  head- 
aches, nausea,  and  vomiting  occasionally  develop 
and  last  about  ten  or  fifteen  minutes.  These 
may  be  accompanied  by  a slight  increase  in 
blood  pressure  and  pulse,  pallor,  and  fatigue.  The 
patient  may  complain  of  feeling  hot  or  cold  with 
increased  salivation  and  dilated  pupils.  Tremor 
or  ataxia  may  be  present.  Following  this, 
visual  hallucinatory  phenomena  are  seen  to 
develop.  Most  of  these  are  in  the  form  of 
colored  geometrical  patterns,  but  ocasionally 
they  take  the  form  of  figures  and  even  panoramic 
vistas.  The  developing  hallucinations  are  al- 
most exclusively  visual.  Synesthesias  may  de- 
velop which  are  interesting  phenomena  seen 
apparently  only  with  psychosis-producing  drugs. 
This  is  a situation  in  which  the  application 
of  one  stimulus  produces  a response  in  a 
different  sensory  modality.  For  example,  bang- 
ing a key  against  the  patient’s  bed  will  produce 
changes  in  the  visual  images  observed.  Other 


changes  in  perception  include  occasional  hyper- 
acusis  and  hallucinations  of  taste.  Hallucina- 
tions of  smell  and  auditory  hallucinations  are 
rare.  Distortion  of  the  body  image  is  common. 
The  patient  will  feel  as  if  his  body  is  larger  or 
smaller  and  the  perception  of  objects  around  the 
patient  is  distorted.  A room  may  seem  slanted 
or  tilted.  Patients  complain  of  feeling  unreal 
and  depersonalized  to  varying  degrees.  Vivid 
colors  are  observed,  sometimes  pleasant,  occa- 
sionally unpleasant.  Emotional  changes  vary, 
some  patients  being  euphoric,  others  depressed, 
still  others  paranoid,  and  some  autistic  and  with- 
drawn. Emotional  changes  probably  are  largely 
related  to  the  previous  personality  of  the  patient 
and  his  evaluation  of  the  test  situation.  Thought 
may  be  speeded  up  or  slowed  down.  One’s  sense 
of  time  is  frequently  distorted.  Memory  and 
orientation  remain  normal.  Judgment  may  be 
impaired  depending  on  the  individual  patient. 
The  level  of  consciousness  remains  unimpaired. 
Electroencephalogram  changes  are  slight  or 
absent.  In  some,  acceleration  of  the  alpha 
rhythm  from  one  to  three  cycles  per  second  has 
been  noted.  The  electroencephalographic  ef- 
fects arc  similar  to  those  seen  with  alcohol, 
hashish,  cocaine,  the  amphetamines,  and  lysergic 
acid. 

D-lysergic  acid  diethylamide  or  LSD25  is  an 
ergot  alkaloid  as  previously  mentioned.  While 
the  dose  for  mescaline  is  usually  between  x/2  to 
3/4  of  a Gm.,  the  dose  of  LSD25  is  extremely 
minute.  Orally  from  100  to  200  gamma  or  meg. 
are  adequate  to  produce  psychic  effects.  Intra- 
spinally  20  to  60  gamma  suffice  and  intrave- 
nously 25  to  100  gamma.  When  the  drug  is 
given  orally,  effects  develop  in  one-half  to  one 
hour,  reaching  their  maximum  in  two  to  three 
hours  and  lasting  from  seven  to  twelve  hours. 
Occasional  after-effects  have  been  noted  for  one 
or  two  days.  We  never  have  seen  with  any  of  the 
psychosis-producing  agents  prolonged  psychotic 
phenomena  lasting  for  any  appreciable  period  of 
time.  We  have  heard,  however,  of  one  unpub- 
lished case  in  England  in  which  600  gamma  of 
lysergic  acid  diethylamide  in  a patient  produced 
psychotic  phenomena  lasting  a month.  This,  of 
course,  is  a much  higher  dosage  than  we  usually 
give,  and  there  is  a question  of  whether  this  was 
a direct  effect  of  the  drug  or  the  release  of  a psy- 
chosis in  a prepsychotic  personality.  It  has  been 
our  impression  that  the  psychotic  phenomena 
with  lysergic  acid  are  milder  than  those  with 
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mescaline.  However,  we  usually  give  lysergic 
acid  orally,  whereas  we  usually  give  mescaline 
intravenously,  and  the  sudden  impact  of  the 
intravenous  medication  may  account  somewhat 
for  the  difference.  Also,  we  have  no  way  of 
calibrating  the  equivalent  effects  of  the  dose  of 
mescaline  which  we  administer  with  the  dose  of 
lysergic  acid.  Similar  perceptual  and  psychic 
changes  occur  with  lysergic  acid  as  with  mesca- 
line, although  the  vegetative  and  autonomic  dis- 
turbances are  usually  less  intense.  It  has  been 
claimed  by  some  that  giving  these  drugs  in- 
creases contact  with  the  patient.  Our  experience 
is  to  the  contrary.  The  patient  is  so  preoccupied 
with  his  changing  new  world  that  he  is  in  poorer 
contact  with  the  investigator  than  he  would  be  in 
ordinary  face  to  face  therapy.  Frequently  we 
learn  more  about  what  went  on  the  next  day  than 
during  the  actual  procedure. 

Others  have  claimed  that  the  experience  is 
therapeutic.  This  is  a debatable  question.  Cer- 
tainly people  who  have  received  the  drug  have 
said  that  much  of  what  they  have  experienced  is 
indescribable  and  that  they  have  felt  as  if  they 
entered  a new  world.  But  the  people  who  claim 
this  drug  is  therapeutic  have  administered  it  in 
small  doses  over  long  periods  of  time.  The  work 
of  Isbell  et  a/.28  and  his  group  indicate  that  a 
tolerance  to  lysergic  acid  is  quickly  built  up  and 
that  larger  doses  are  required  to  reproduce  the 
initial  effects.  Sometimes  eventually  no  effects 
at  all  come  about  after  repeated  administration. 

We  have  administered  antidotal  agents  for 
these  artificially  induced  psychoses  with  varying 
degrees  of  success.  Sodium  Amytal  200  to  500  mg. 
combined  with  40  mg.  of  Pervitin  or  Desoxyn  in 
the  same  syringe  and  given  intravenously  serves 
to  modify  the  effects  of  these  drugs  and  in  some 
cases  eliminate  them  after  about  1/i  to  3/4  of  an 
hour.  Our  experience  with  Frenquel  or  aza- 
cyclonol  is  not  nearly  as  optimistic  as  that  of 
Fabing’s  in  Cincinnati.  He  claims  to  produce 
marked  antidotal  effects  with  azacyclonol  which 
we  have  not  been  able  to  duplicate.29  In  a few 
instances  there  seems  to  have  been  some  ameliora- 
tion of  the  symptoms  with  a rapid  return  there- 
after. A few  patients  have  become  more  irritable 
with  intravenous  Frenquel.  We  have  been  most 
successful,  sometimes  in  a most  dramatic  fashion, 
with  intravenous  chlorpromazine  or  Thorazine  as 
an  antidote.  We  give  doses  between  15  and  50 
mg.  intravenously  over  a ten-  to  fifteen-minute 
period.  Within  thirty  to  sixty  seconds  after  this 


drug  has  been  administered  the  depersonaliza- 
tion phenomena  are  immediately  diminished  or 
eliminated,  and  the  hallucinatory  phenomena 
also  subside.  Corresponding  to  this  and  some- 
times even  before  is  a marked  diminution  in 
motor  activity  and  anxiety.  In  a few  instances 
the  patients  will  say  they  are  just  as  anxious  as 
before,  but  their  manner  and  attitude  will  belie 
this.  The  term  “chemical  lobotomy”  has  arisen 
for  this  phenomena  using  as  an  analogy  the  re- 
sponses of  patients  after  prefrontal  lobotomy 
where  content  remains  unchanged  and  complaints 
of  original  symptoms  persist,  but  the  patient’s  be- 
havior and  manner  indicates  an  indifference  to  or 
great  diminution  in  the  intensity  of  the  original 
symptomatology.  We  are  continuing  our  inves- 
tigations with  antidotal  agents  because  of  their 
obvious  importance  and  are  now  doing  these  on 
a double  blind  basis  so  that  neither  the  patient 
nor  the  administrator  of  the  drug  is  aware  of 
what  the  patient  is  getting. 

Many  people  have  asked  the  question,  are 
these  actually  schizophrenic  states  that  you  pro- 
duce with  these  drugs?  We  cannot  honestly 
answer  that  they  are,  but  the  hallucinogens  cer- 
tainly produce  alterations  in  behavior  and  in  per- 
ception which  closely  resemble  certain  schizo- 
phrenic states  in  many  ways. 

We  have  known  for  many  years  that  behavior 
can  be  altered  with  drugs.  Perhaps  some  of  you 
will  remember  that  there  were  epidemics 
of  crazed  illness  produced  by  ergot,  a fungus 
on  bread  some  centuries  ago. 

There  have  been  a number  of  theoretic  specula- 
tions in  an  attempt  to  correlate  the  findings  of 
artificial  psychosis  with  those  of  naturally  occur- 
ring psychosis.  There  also  have  been  attempts  to 
explain  the  mechanisms  of  action  of  the  artificial 
psychosis  by  attempting  to  tie  them  up  with  nat- 
ural enzyme  systems  of  the  body.  Rinkel30  feels 
that  lysergic  acid  diethylamide,  ACTH,  and 
mescaline  act  through  interference  with  major 
enzyme  systems,  possibly  invoking  the  adrenalin 
cycle.  Witt31  made  a very  interesting  and  in- 
genious observation  in  spiders.  The  major  por- 
tion of  the  spider’s  web  is  made  out  of  adrenalin. 
Witt  noticed  that  the  spiders  given  lysergic  acid 
diethylamide  wrove  a web  more  precise  but  con- 
siderably thinner  than  the  control  web,  as  if  the 
spider’s  adrenalin  supply  wras  exhausted.  Of 
course,  this  led  to  the  idea  again,  or  further  con- 
firmation of  it,  that  lysergic  acid  diethylamide 
interferes  with  synthesis  of  adrenalin  usage. 
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Hoffer,  Osmond,  and  Smythies32  define  hal- 
lucinogens as  agents  which  produce  hallucina- 
tions without  other  disturbing  symptoms.  They 
noted  that  mescaline,  lysergic  acid,  harmine, 
ibogaine,  and  hashish  which  is  marihuana,  all 
showed  an  indole-like  structure.  In  fact,  LSD25, 
harmine,  and  ibogaine  all  have  an  indole  nucleus 
while  mescaline  has  an  indole  structure.  There- 
fore, they  naturally  began  looking  for  an  agent 
with  an  indole  nucleus  which  occurred  in  the 
body  and  behaved  like  an  hallucinogen,  and  they 
felt  that  this  might  give  a clue  to  the  etiology  of 
schizophrenia.  Shortly  after  this  someone  who 
had  taken  adrenalin  for  asthma  commented  that 
he  had  had  a similar  experience  to  that  seen  with 
mescaline.  Then  Lindemann33  reported  that 
schizophrenic  symptoms  were  aggravated  when 
adrenalin  was  injected  into  schizophrenics.  An 
anesthetist  working  during  the  war  reported 
psychologic  disturbances  with  a deteriorated 
adrenalin  product.  It  turned  out  that  this  was 
adrenalin  which  had  become  oxidized  and  turned 
pink.  It  was  then  known  as  adrenochrome. 
Adrenochrome  is  a red  pigment  occurring  in  the 
bod}'  and  active  as  an  oxidation  carrier  or  respira- 
tory center.  It  contains  the  indole  nucleus.  Os- 
mond and  his  group  gave  adrenochrome  to  human 
volunteers  and  produced  psychoses  similar  to 
those  induced  with  mescaline.  Rinkel  then  at- 
tempted to  do  this  but  couldn’t  confirm  their 
work.  However,  the  Osmond  group  in  Canada 
felt  that  their  adrenochrome  may  have  been  fur- 
ther oxidized  to  adrenoxin,  the  molecular  struc- 
ture of  which  is  not  yet  established. 

The  problem  is  still  up  in  the  air,  but  attempts 
are  being  made  to  tie  up  what  occurs  in  the  arti- 
ficially induced  psychosis  with  what  happens  in 
naturally  occurring  psychosis.  In  addition  to  all 
this,  there  is  another  naturally  occurring  sub- 
stance within  the  body  containing  the  indole 
nucleus  which  is  at  present  probably  the  hottest 
thing,  to  use  the  vernacular,  in  psvchopharma- 
cologv.  It  is  a metabolic  oxidation  product  of  5- 
hydroxy tryptophane  and  is  called  5-hydroxy- 
tryptamine  or  serotonin.  Serotonin  is  present 
naturally  in  the  brain.  It  is  present  in  the  blood 
as  the  vasoconstrictor  factor  in  blood  platelets 
and  liberates  adrenalin  when  injected  into  the 
mesenteric  artery  of  the  eviscerated  cat.  It  has 
been  synthesized  by  Wooley  and  his  group.34 
Serotonin  is  antagonized  by  d-LSD25,  yohimbine, 
and  ergotamine.  These  compounds  are  all  struc- 
turally related,  and  they  all  contain  the  indole 


nucleus.  Mescaline  does  not  antagonize  sero- 
tonin, but  then  it  doesn't  have  the  indole  nucleus 
although  it  has  an  indole-like  structure.  Wooley 
and  Shaw35  have  felt  that  the  drug  which  causes 
mental  disturbance  works  by  producing  a sero- 
tonin deficiency  in  the  brain,  and  they  postulate 
that  schizophrenia  might  be  a serotonin  deficiency 
disease  in  the  brain.  The  work  of  Marrazzi  and 
Hart36  indicates  that  serotonin  is  a powerful 
adrenergic  or  inhibitory  chemical  on  synaptic 
junctions.  Mental  derangements  may  be  caused, 
they  believe,  by  an  imbalance  between  adren- 
ergic inhibition  and  cholinergic  excitation  at  the 
most  susceptible  cerebroneural  junctions.  They 
feel  that  hallucinations  may  be  a stimulation 
phenomena  rather  than  due  to  any  partial  in- 
hibition and  believe  that  excess  serotonin  in  the 
brain  rather  than  its  deficiency  may  cause  mental 
disturbances. 

Administration  of  serotonin  to  schizophrenic 
patients,  and  we  have  done  this  ourselves  here, 
has  not  helped  clear  their  mental  disturbance  and 
this  lends  weight  to  their  theory.  However,  we 
have  difficulty  in  getting  serotonin  to  pass  the 
blood  brain  barrier.  The  very  latest  work  indi- 
cates that  if  one  gives  the  precursor  of  serotonin, 
5-hydroxytryptophane,  this  will  pass  the  blood 
brain  barrier.  It  also  indicates  that  serotonin  is 
made  or  synthesized  in  the  brain,  and  perhaps 
this  will  help  clear  up  this  problem.  At  any  rate, 
right  now  we  have  a group  of  investigators  who 
feel  that  it  is  excess  serotonin  that  is  causing 
schizophrenia  and  another  group  who  feel  that  a 
deficiency  of  this  substance  is  responsible  for 
the  disease.  It  may  end  up  that  serotonin  isn’t 
even  involved,  but  it  is  a rather  intriguing 
line  of  investigation,  and  naturally  it  is  going  to 
be  continued.  Incidentally,  the  end  product  of 
serotonin  in  the  urine  is  5-hydroxyindole  acetic 
acid,  and  Fabing37  has  suggested  that  an  indole 
test  in  the  urine  or  the  blood,  if  devised,  might  be 
of  value  in  diagnosing  schizophrenia.  We  can 
use  it  now  to  measure  something  about  serotonin 
content  in  the  body  and  its  breakdown,  but  it  also 
must  be  remembered  that  99  per  cent  of  the  sero- 
tonin in  the  body  is  contained  in  the  gut.  Wooley 
and  Shaw  are  chemists  and  not  psychiatrists. 
While  their  theoretic  concept  sounds  good  it  may 
fall  by  the  wayside,  but  it  is  certainly  worthwhile 
investigating  further.  At  an  American  Psychi- 
atric Association  panel  discussion  in  Berkley, 
California  in  December,  1954,  the  following  con- 
clusion was  drawn  which  probably  still  applies 
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well  today.  “The  psychotic  state  produced  by 
LSD  was  felt  to  be  not  identical  with  that  of 
schizophrenia,  but  there  were  sufficient  similar- 
ities present  to  suggest  a biochemical  factor  in- 
volved in  schizophrenia.”  The  work  of  Kallman38 
here  at  the  Institute,  indicating  a definite  genetic 
predisposition  to  schizophrenia  which  may  be 
connected  in  some  way  with  a chemical  factor 
also  going  across  in  the  genes,  I think  lends  further 
weight  to  this  hypothesis. 

In  conclusion  then,  it  becomes  apparent  that 
the  attack  on  mental  illness  is  proceeding  from 
two  shores,  as  in  the  building  of  a bridge.  On 
the  one  side  we  have  investigations  involving  the  al- 
leviation of  mental  illness  after  it  has  developed. 
This  would  include  the  further  development  of 
tranquilizing  agents  and  analeptics  which  in- 
fluence mood  and  behavior.  Psycho  therapy,  in 
all  of  its  various  forms  is  also  included  in  this 
category. 

On  the  other  shore  we  have  investigations  in- 
volving the  prevention  of  and  understanding  of 
the  etiology  of  mental  illness.  This  category  in- 
cludes the  continued  investigation  of  model 
psychoses  and  their  blocking  agents  as  well  as  the 
studies  in  preventative  psychiatry  with  so-called 
normals,  and  mental  hygiene  movements. 

There  is  also  a middle  span  attempting  to 
bridge  the  gap  between  these  two  end  spans. 
This  pivotal  span  is  composed  of  those  biochem- 
ical investigations  searching  for  deficiencies  in  the 
brains  of  mentally  ill  patients  and  substitution 
factors  for  these  deficiencies  if  they  should  be 
proved  to  exist.  It  also  includes  the  search  for 
pathologic  substances  in  the  brain  and  antago- 
nists or  neutralizers  of  these  substances  if  they 
should  be  proved  to  exist.  Such  investigations 
are  both  preventative  and  therapeutic  at  the 
same  time,  since  they  attempt  simultaneously  to 
explain  and  correct. 

There  are  already  some  overlapping  inter- 
digitations  forming  the  superstructure  for  this 
bridge.  When  it  will  be  completed  or  with  what 
final  materials  is  still  unknown.  That  it  will 
someday  be  completed,  however,  appears  now  to 
be  much  more  of  a reality  than  ever  before. 

722  W.  168th  Street 


Refer  en  ces 

1.  Bleckwenn,  W.  J.:  Arch.  Neurol.  & Psychiat.  24: 

365  (Aug.)  1930. 

2.  Delay,  J.,  and  Deniker,  P. : Ann.  m£d.  psychol.  110: 

89  (1952). 

3.  Winkelman,  N.  W.,  Jr.:  J.A.M.A.  155:  18  (May  1) 
1954. 

4.  Lehmann,  H.  E.,  and  Hanrahan,  G.  E.:  Arch. 

Neurol.  & Psychiat.  71 : 227  (Feb.)  1954. 

5.  Malitz,  S.,  Hoch,  P.  H.,  Lesse,  S.:  Am.  J.  Psychiat. 
113  : 540  (Dec.)  1956. 

6.  Kalinowsky,  L.:  Am.  J.  Psychiat.  112:  745  (1956). 

7.  Ayd,  F.  J.,  Jr.:  Maryland  M.  J.  5:  130  (Feb.)  1956. 

8.  Kinross-Wright,  V. : Postgrad.  Med.  16:  297  (Oct.) 

1954. 

9.  Hoch,  P.  H.:  Lysergic  Acid  Diethylanide  and  Mesca- 
line in  Experimental  Psychiatry,  New  York,  Grune  & Strat- 
ton (1956). 

10.  Gupta,  N.  N.:  Personal  Communication  (1955). 

11.  Kline,  N.  S.,  and  Stanley,  A.  M.:  Ann.  New  York 
Acad.  Sc.  61:  85  (1955). 

12.  Barsa,  J.  A.,  and  Kline,  N.  S.:  J.A.M.A.  158:  110 
(1955). 

13.  Ludwig,  B.  J.,  and  Piech,  E.  C.:  J.  Am.  Chem.  Soc. 
73:  5779  (1951). 

14.  Selling,  L.  S.:  J.A.M.A.  157:  1594  (Apr.  30)  1955. 

15.  Borrus,  J.  C.:  ibid.  157:  1596  (Apr  30)  1955. 

16.  Brown,  B.  B.,  and  Werner,  H.  W.:  Federation  Proc. 
12:  304  (Mar.)  1953. 

17.  Fabing,  H.  D.,  Hawkins,  J.  R.,  and  Moulton,  J.  A.  L.: 
Am.  J.  Psychiat.  Ill : 832  (1955). 

18.  Schut,  J.  W.,  and  Himwich,  H.  E.:  ibid.  Ill:  837 

(1955). 

19.  Pomeranze,  J. : J.  Gerontol.  9:  486  (1954). 

20.  Gelvin,  E.  P.,  McGavack,  T.  H.,  and  Kenigsberg,  S.: 
New  York  State  J.  Med.  55:  2336  (Aug.  15)  1955. 

21.  Fabing,  H.  D. : Trans.  Am.  Neurol.  A.  80th  Annual 

Meeting,  p.  83,  1955. 

22.  Fabing,  H.  D.,  and  Hawkins,  J.  R.:  A Year’s  Experi- 
ence with  Frenquel  in  Clinical  and  Experimental  Schizo- 
phrenic Psychoses.  Read  before  the  Society  of  Biological 
Psychiatry,  Chicago,  June  12,  1955.  (In  Press) 

23.  Margolis,  L.  H. : Ann.  New  York  Acad.  Sc.  66:  698 
(1957). 

24.  Rinaldi,  F„  Rudy,  L.  H.,  and  Himwich,  H.  E.:  Am. 
J.  Psychiat.  112:  678  (Mar.)  1956. 

25  Malitz,  S.,  and  Hoch,  P.  H.:  Psychiatric  Quart.  33: 
633  (Oct.)  1956. 

26.  Weinstein,  E.  A.,  and  Malitz,  S.:  Am.  J.  Psychiat. 
Ill  : 198  (Sept.)  1954. 

27.  Hoffman,  A.,  and  Stoll,  A.:  Ztschr.  f.  physiol.  Chem 
251  : 161  (1938). 

28.  Isbell,  H.,  Fraser,  H.  F.,  Wikler,  A , and  Belleville,  R. 
F. : Federation  Proc.  14:  354  (Mar.)  1955. 

29.  Malitz,  S , Wilkens,  B H.,  Glusman,  M.,  and  Hoch. 
P.  H.:  A Comparative  Study  of  Blocking  Agents  in  the 
Model  Psychoses,  The  Biological  Actions  of  Psychopharmaco- 
logical  Agents:  Mechanisms  and  Behavior.  Edited  by  Korey, 
S , and  Nornberger,  J , New  York,  Hoeber-Harper.  (In 
press  ) 

30.  Rinkel,  M.:  J.  Clin.  & Exper.  Psychopath.  12:  42 
(1951). 

31.  Witt,  P.  N.:  Experientia  7:  310  (Aug.)  1951. 

32.  Hoffer,  A.,  Osmond,  H.,  and  Smythies,  J.:  J.  Ment. 
Sc.  100:  29  (Jan.)  1954. 

33.  Lindemann,  E.:  Am.  J.  Psychiat.  91:  983  (MaV.) 

1955. 

34.  Wooley,  D.  W.,  and  Shaw,  E.:  Science  119:  587 

(Apr.  30)  1954. 

35.  Idem:  Brit.  M.  J.  2:  122  (July  17)  1954. 

36.  Marrazzi,  A.  S.,  and  Hart,  E.  R.:  Science  121:  365 
(Mar.  11)  1955. 

37.  Fabing,  H.  D.:  ibid.  121 : 208  (Feb.  1 1)  1955. 

38.  Kallman,  J.:  Heredity  in  Health  and  Disease,  New 

York,  W.  W.  Norton,  1953. 


Indigestion  is  charged  by  God  with  enforcing  morality  on  the  stomach. — Victor  Hugo 


3304 


New  York  State  J.  Med. 


Carcinoma  of  the  Thyroid  Gland 

Clinical  and  Histologic  Features  Which  Influence  the 
Results  of  Therapy 


FRANK  C.  MARCHETTA,  M.D.,  F.A.C.S.,  HENRY  C.  STOLL,  M.D.,  WALTER  T.  MAXWELL,  M.D., 
HENRY  C.  RIEGLER,  M.D.,  AND  BANICE  M.  WEBBER,  M.D.,  BUFFALO,  NEW  YORK 

( From  the  Head  and  Neck  Service,  Roswell  Park  Memorial  Institute) 


The  treatment  of  carcinoma  of  the  thyroid 
gland  is  one  of  the  most  controversial  sub- 
jects in  head  and  neck  surgery.  The  nature  of 
thyroid  cancer  is  such  that  therapeutic  results 
must  be  interpreted  in  relation  to  the  natural 
history  of  these  tumors.  It  is  not  the  purpose  of 
this  paper  to  discuss  the  merits  of  therapy  but  to 
present  a group  of  thyroid  cancer  cases  with  a 
long-term  follow-up.  The  group  is  unique  in 
that  only  six  of  the  patients  were  treated  with 
radical  surgery  (thyroidectomy — radical  neck  dis- 
section). In  many  instances  the  histology  of  the 
lesion,  the  clinical  characteristics  of  the  tumor, 
and  the  natural  history  of  the  disease  appeared 
to  influence  survivorship  more  than  the  therapy. 

A total  of  210  patients  with  thyroid  carcinoma, 
admitted  to  Roswell  Park  Memorial  Institute 
between  the  years  1925  and  1955,  were  reviewed. 
The  records  of  48  of  the  cases  contained  no  report 
of  a biopsy.  An  additional  35  cases  had  biopsies 
with  histologic  reports  on  the  chart,  but  the 
slides  were  not  obtainable  for  review.  The 
histologic  sections  of  the  remaining  125  cases 


were  reviewed  and  correlated  with  the  clinical 
course  of  the  patient.  These  125  cases  formed 
the  basis  of  the  report. 

The  cases  were  grouped  histologically  accord- 
ing to  the  predominant  underlying  growth  pat- 
tern with  the  resulting  division  into  three  major 
categories:  papillary  adenocarcinoma  (35  cases), 
alveolar  (follicular)  adenocarcinoma  (32),  and 
anaplastic  (undifferentiated)  carcinoma  (36). 
Twelve  cases  proved  histologically  to  be  benign 
lesions.  The  remaining  ten  cases  were  surgically, 
clinically,  and  histologically  diagnosed  as  thyroid 
carcinoma  originally,  but  in  the  opinion  of  the 
reviewing  pathologist  (H.  C.  S.)  they  represented 
metastatic  carcinoma  from  other  primary  sites. 

The  distribution  of  tumor  types  showed  a 
relatively  high  percentage  of  anaplastic  lesions, 
but  this  may  be  explained  by  the  fact  that  more 
cases  were  referred  as  therapeutic  problems  of 
advanced  malignancy  not  amenable  to  the  usual 
therapy  available  in  most  communities. 

Over  80  per  cent  of  patients  had  some  form  of 
surgical  therapy  prior  to  admission  to  the  Insti- 


I Age  Distribution  In  Popillory 
Adenocarcinoma  Of  Thyroid 


2 Age  Distribution  In  Alveolar 
Adenocorcmomo  Of  Thyroid 


3 Age  Distribution  in  Anaplastic 
Corcmomo  Of  Thyroid 


Fig.  1.  Graphs  showing  the  age  distribution  of  patients  with  carcinoma  of  the  thyroid. 
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tute.  In  most  instances  it  was  subtotal  thy- 
roidectomy. These  patients  as  a rule  were  given 
postoperative  irradiation  therapy  at  the  Institute. 

The  patients  who  received  their  primary 
therapy  at  the  Institute  were  in  many  instances 
similarly  treated  by  thyroidectomy  followed  by 
postoperative  irradiation.  Thus,  the  majority 
of  patients  were  treated  without  benefit  of  radical 
surgery  as  we  know  it  today. 

The  irradiation  therapy  was  usually  admin- 
istered with  a 200-kv.  machine,  through  two 
anterolateral  ports  over  the  lower  neck  and  upper 
mediastinum,  using  (H.  V.  L.)  0.9  mm.  of  copper 
for  a total  tumor  dose  of  3,400  r.  delivered  over  a 
four-week  period.  In  more  recent  years  some  of 
the  patients  were  treated  with  the  400-kv. 
machine. 

The  data  presented  below  emphasize  the  im- 
portance of  histologic  classification  in  cancer  of 
the  thyroid  gland. 

Papillary  Adenocarcinoma  of 
the  Thyroid 

There  were  35  cases  of  papillary  adenocarci- 
noma of  the  thyroid  gland.  Twenty-five  of 
these  patients  were  female  and  ten  were  male. 
The  youngest  patient  was  ten  years  of  age  and 
the  oldest  was  sixty-nine.  Although  the  group 
was  small,  the  age  distribution  was  spread  out 
evenly  throughout  all  decades  (Fig.  1). 

The  presenting  complaint  of  25  patients  was 
noticeable  growth  of  the  thyroid  gland.  Thirteen 
of  the  above  25  patients  complained  of  noticeable 
enlargement  of  the  gland  for  the  first  time,  while 
the  other  12  had  goiters  of  several  months’  or 
years’  duration  but  had  noticed  recent  increased 
growth  in  the  gland. 

The  presenting  complaint  of  seven  patients 
was  cervical  adenopathy  only.  In  some  of 
these  the  gland  itself  was  not  clinically  enlarged, 
but  biopsy  of  a cervical  node  established  the 
diagnosis.  In  one  case  the  cervical  adenopathy 
was  present  six  years.  More  recently  a case  with 
cervical  adenopathy  present  for  four  years  was 
seen. 

One  patient  presented  a recurrent  thyroid 
nodule  after  a thyroidectomy  eight  years  prior  to 
admission.  Another  presented  a mass  over  the 
upper  end  of  the  sternum  and  a history  of  thyroid- 
ectomy six  months  previously.  The  last  patient 
presented  an  ulcerating  mass  over  the  lower 
anterior  cervical  region. 

Except  for  the  visible  and  palpable  thyroid 


enlargement  or  cervical  adenopathy  the  patients 
were  as  a rule  asymptomatic. 

In  almost  every  case  the  referring  surgeon  had 
performed  a thyroidectomy  and  sent  the  patient 
to  the  Institute  only  after  the  histologic  diagnosis 
was  recognized.  After  admission  to  the  Institute 
these  patients  received  postoperative  x-ray 
therapy.  During  the  last  five  years,  however, 
patients  with  papillary  adenocarcinoma  of  the 
thyroid  with  metastases  to  the  cervical  nodes 
and  absence  of  distant  metastases  have  been 
treated  with  thyroidectomy  radical  neck  dis- 
section. 

Thus,  subtotal  thyroidectomy  was  performed 
on  23  patients  prior  to  admission.  Biopsy  was 
performed  on  an  additional  three  patients,  and 
only  nine  patients  entered  the  Institute  without 
any  previous  treatment. 

Table  I summarizes  the  therapy  and  survivor- 
ship of  the  patients  with  papillary  adenocarci- 
noma of  the  thyroid  gland.  Patients  numbers 
1 through  17  had  lesions  which  were  clinically 
limited  to  the  thyroid  gland.  Patients  18 
through  30  had  lesions  which  had  metastasized 
to  the  regional  cervical  nodes  but  not  beyond. 
Patients  31  through  35  had  lesions  which  had 
metastasized  beyond  the  regional  nodes  to  the 
viscera. 

The  survival  was  as  a rule  of  long  duration  in 
those  cases  in  which  the  disease  was  limited  to 
the  gland.  Nine  of  these  lesions  presented 
clinically  as  solitary  nodules.  Six  of  these 
patients  were  treated  with  subtotal  thyroidec- 
tomy plus  postoperative  irradiation  and  three 
with  subtotal  thyroidectomy  only.  One  patient, 
number  14  (Table  I),  treated  by  thyroidectomy 
only,  developed  cervical  metastases  and  was 
salvaged  by  thyroid  neck  dissection.  After 
x-ray  treatment  only,  patient  number  6 (Table  I) 
developed  cervical  nodes  and  subsequently  died 
a pulmonary  death,  presumably  from  metastases. 
The  remaining  eight  cases,  including  number  14, 
remained  free  of  disease. 

The  patients  with  regional  node  metastases, 
numbers  18  through  30  (Table  I),  also  showed  a 
long  survival.  Only  one  patient  died  of  the  disease. 
This  group  included  six  thyroidectomies — radical 
neck  dissections,  and  all  six  were  living  and  free 
of  disease.  The  role  of  x-ray  therapy  in  control- 
ling the  metastatic  neck  nodes  was  difficult  to 
evaluate  because  in  some  cases  the  neck  nodes 
were  not  biopsied.  However,  it  appeared  that 
x-ray  was  of  some  benefit. 
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Case  Number  Treatment  Metastases  on  Admission  Result  Survival  from  Date  of  Histology 
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Fig.  2.  Papillary  adenocarcinoma  of  the  thyroid  gland. 


Patients  numbers  31  through  35  (Table  I) 
had  well-advanced  disease  when  first  seen  at  the 
Institute.  All  of  these  patients  had  visceral 
metastases  as  well  as  local  disease  in  the  neck. 
In  spite  of  the  advanced  disease  patients  numbers 
31,  32,  and  33  lived  six,  nine,  five  years,  respec- 
tively, after  their  first  clinic  visit.  The  last 
two  cases  in  this  group  lived  respectively  only 
four  and  two  months  after  admission.  Both 
died  with  wide-spread  metastases.  Their  his- 
tories, however,  suggested  that  one  of  these 
patients  (number  34)  had  active  cancer  growth 
for  seven  years  and  the  other  (number  35) 
for  eight  years. 

The  clinical  aspects  of  papillary  adenocarci- 
noma of  the  thyroid  as  presented  by  this  study 
are  summarized  as  follows:  The  disease  occurred 
in  relatively  younger  individuals  and  more  often 
in  women.  Asymptomatic  enlargement  of  the 
thyroid  gland  was  the  most  common  presenting 
complaint.  A relatively  high  percentage,  how- 
ever, presented  asymptomatic  cervical  aden- 
opathy as  the  chief  complaint.  The  history  of 
recent  increase  in  the  size  of  the  gland  was  more 
significant  than  the  presence  of  an  enlarged 


thyroid  of  years’  duration.  The  lesions  clinically 
confined  to  the  gland  in  some  cases  did  well 
with  subtotal  thyroidectomy  and  postoperative 
irradiation  and  in  other  cases  with  thyroidectomy 
only.  The  addition  of  neck  dissection  to  this 
group  of  patients  would  have  been  of  questionable 
value.  Papillary  adenocarcinoma  tended  to 
metastasize  to  the  regional  cervical  nodes,  and 
proportionately  more  cases  of  this  type  without 
distant  metastases  were  found.  These  cases 
offered  themselves  well  to  the  surgical  procedure 
of  thyroidectomy  radical  neck  dissection. 

Some  of  the  patients  eventually  developed 
distant  visceral  and  bone  metastases  and  died  of 
the  disease.  These  patients,  however,  lived 
many  months  and  years  in  apparent  comfort  in 
spite  of  widespread  involvement.  It  was  note- 
worth}’'  that  all  of  the  patients  with  distant 
metastases  had  metastases  to  the  regional  cervical 
nodes  as  well  as  to  the  viscera. 

Histologically  some  of  these  tumors  had  many 
papillary  fronds  projecting  into  cystic  areas. 
They  showed  pleomorphism  and  palisading  of 
the  epithelial  cells.  In  others  extensive  infolding 
of  the  proliferating  projections  led  to  almost 
solid  cords  of  tissue,  but  the  underlying  organi- 
zation along  fibrovascular  stalks  could  be  dis- 
tinguished. Occasionally  there  was  an  abortive 
attempt  at  acinar  formation,  but  production 
and  retention  of  colloid  was  absent  within  the 
neoplasm  proper.  Blood  vessel  invasion  was 
not  a prominent  feature  in  papillary  adenocarci- 
noma (Fig.  2). 

Alveolar  or  Follicular  Adenocarcinoma 
of  the  Thyroid  Gland 

The  alveolar  (follicular)  adenocarcinomas  num- 
bered 32  cases.  Nine  of  these  patients  were 
males  and  23  were  females.  The  disease  occurred 
most  frequently  in  patients  between  forty  and 
seventy  years  of  age  (Fig.  1). 

Sixteen  of  the  patients  (50  per  cent)  gave  no 
previous  history  of  goiter.  The  other  16  patients 
(50  per  cent)  gave  a history  of  goiter  ranging 
from  three  to  fifty-six  years  and  averaging  nine- 
teen years  in  duration. 

The  chief  complaint  of  25  patients  was  thyroid 
enlargement.  Three  patients  complained  of  a 
recurrent  nodule  after  thyroidectomy,  and  the 
chief  complaint  in  two  cases  was  cervical  aden- 
opathy. Thus,  a noticeable  recent  growth  in  the 
neck  was  mentioned  by  30  of  the  32  patients  in 
this  group.  One  patient  complained  of  a lump 
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in  the  right  temporoparietal  area,  and  one 
complained  of  pain  and  swelling  of  the  right  arm. 

Obstructive  symptoms  occurred  in  only  eight 
patients.  Four  complained  of  dyspnea,  three 
of  choking,  one  of  soreness  of  the  throat,  and  one 
of  hoarseness. 

As  in  the  papillary  category,  most  of  these 
patients  had  some  form  of  surgical  therapy 
before  referral  to  the  Institute.  In  most  instances 
a thyroidectomy  was  performed.  A leg  ampu- 
tation was  performed  on  one  patient,  a biopsy  of 
the  thyroid  on  one,  a biopsy  of  a cervical  node  on 
one,  and  in  only  two  cases  was  there  no  previous 
treatment. 

Eleven  patients  had  advanced  disease  with 
evidence  of  distant  metastases  to  the  lung, 
hilum,  bone,  etc.,  on  admission  to  the  Institute 
(cases  numbers  1 through  11,  Table  II).  In 
four  of  these  advanced  cases  the  presenting 
complaint  was  referrable  to  the  distant  metas- 
tases. For  example,  in  case  number  2 a leg 
amputation  had  been  performed  with  a diagnosis 
of  malignant  bone  tumor  which  proved  to  be 
metastatic  from  the  thyroid.  Case  number  5 
was  admitted  with  lung  lesions  also  metastatic 
from  the  thyroid.  Case  number  6 was  admitted 
with  pain  and  swelling  of  the  arm,  and  case 
number  10  was  admitted  w>th  paralysis  of  the 
legs. 

One  patient  was  admitted  with  metastatic 
disease  in  the  lung  and  a history  of  a malignant 
thyroid  removed  four  months  previously,  and 
he  subsequently  died  of  the  disease  two  years, 
three  months,  after  thyroidectomy.  Two  pa- 
tients were  admitted  with  recurrent  thyroid 
growths  and  metastases  following  thyroidectomy 
three  and  five  and  one-half  years  previously. 
Both  of  these  cases  died  of  the  disease:  case 
number  1 six  years  and  nine  months  and  case 
number  4 eight  years  and  eight  months  after 
thyroidectomy. 

The  additional  four  cases  were  admitted  with 
distant  metastases  to  lungs  and  bone.  In  all 
four  of  these  cases  a thyroidectomy  had  been 
performed  several  years  prior  to  admission: 
cases  number  7,  8,  9,  and  1 1 ten,  six,  seven,  and 
seven- years,  respectively.  Cases  number  7 and 
8 died  of  the  disease  eleven  years  and  six  years, 
four  months,  respectively,  after  thyroidectomy. 
It  is  noteworthy  that  the  four  cases  just  men- 
tioned showed  no  evidence  of  disease  in  the  neck 
in  spite  of  the  wide-spread  metastases.  (We  are 
currently  treating  a similar  case,  not  included  in 


this  study,  in  which  a subtotal  thyroidectomy 
was  done  for  a nodule  in  the  gland  three  and  one- 
half  years  ago.  Eighteen  months  later  she 
developed  evidence  of  bone  metastases.  She 
now  has  widespread  metastases  to  the  sacrum, 
skull,  vertebra,  humerus,  and  femur.  Some 
four  months  ago,  a total  thyroidectomy  was 
performed  prior  to  the  administration  of  radio- 
active iodine.  Thorough  exploration  of  the 
neck  revealed  no  evidence  of  cervical  metastases. 
The  gland  appeared  clinically  normal.  Serial 
sections  of  the  gland  showed  no  evidence  of 
residual  disease.) 

Twenty-one  cases  were  seen  shortly  after  the 
diagnosis  was  made  (cases  number  12  through 
32,  Table  II). 

Two  of  these  cases  (numbers  12  and  13)  had 
cervical  node  biopsies  prior  to  admission.  The 
thyroids  of  both  patients  were  hard  and  nodular. 
Case  number  12  subsequently  had  a thyroidec- 
tomy five  years  after  the  biopsy  and  finally 
died  of  a cerebral  embolus  twenty-three  years 
and  eight  months  later.  At  autopsy,  however, 
the  patient  had  metastases  to  the  lung,  liver,  and 
spleen.  Case  number  13  subsequently  developed 
metastases  to  the  lung  and  died  of  the  disease 
one  year  and  five  months  after  the  diagnosis  was 
made. 

The  remaining  19  patients  (Cases  number  14 
through  32)  presented  disease  clinically  limited 
to  the  thyroid  gland  and  were  treated  with  thy- 
roidectomy, performed  in  each  instance  prior 
to  admission,  and  this  was  augmented  with 
postoperative  irradiation  therapy  after  admission. 
Three  of  these  (numbers  14,  15,  and  29)  subse- 
quently went  on  to  develop  distant  metastases. 
Cases  number  14  and  15  were  living  with  the 
disease  twenty  years,  six  months,  and  fourteen 
years,  five  months,  respectively,  after  the  diag- 
nosis was  made.  Case  number  29  died  of  the 
disease  two  years,  eight  months  after  diagnosis. 
The  remaining  16  patients  remained  free  of 
disease,  in  most  instances  for  many  years. 
Within  this  group  there  were  six  cases  which 
clinically  presented  solitary  nodules. 

In  summary,  the  alveolar  carcinomas  most 
often  occurred  in  an  older  age  group  when  com- 
pared with  the  papillary  carcinomas.  As  in  the 
papillary  group,  the  history  of  recent  growth  of 
the  thyroid  with  or  without  pre-existing  goiter 
was  of  significance.  Few  of  these  patients 
developed  obstructive  symptoms.  These  tumors 
tended  to  metastasize  by  way  of  the  blood  stream 
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Fig.  3.  Alveolar  adenocarcinoma  of  the  thyroid. 


to  the  lung,  bone,  and  other  organs.  The 
metastases  often  became  evident  months  and 
3’ears  after  the  primary  disease  in  the  neck  was 
apparently  controlled.  The  tumors  as  a rule 
progressed  slowly,  and  even  those  patients  with 
widespread  metastases  survived  long  periods  of 
time  in  apparent  comfort.  \Yhen  the  disease 
was  clinically  confined  to  the  gland,  thyroidec- 
tomy and  x-raj'  therapy  in  most  instances 
provided  long-term  survivals  without  further 
evidence  of  disease.  The  addition  of  neck 
dissection  to  the  19  cases  (numbers  14  through 
32),  in  which  the  tumor  was  limited  to  the  gland, 
would  have  been  of  questionable  value. 

Histologically,  alveolar  adenocarcinoma  was 
characterized  by  the  formation  of  acini.  Some 
mimic  the  usual  pattern  of  growth  of  the  gland 
with  distinct  colloid-filled  acini.  Others  showed 
a tendency  to  form  abortive  or  bizarre  acinar 
patterns  with  great  variability  from  point  to 
point  within  the  tumor.  Others  displayed  solid 
or  trabeculated  growth  patterns,  but  careful 
search  revealed  a definite  underlying  acinar 
architecture.  Blood  vessel  invasion  was  prom- 
inent in  this  group  (Figs.  3 and  4). 


Anaplastic  or  Undifferentiated 
Carcinoma  of  the  Thyroid 

There  were  36  cases  diagnosed  as  anaplastic  (un- 
differentiated) carcinoma  of  the  thyroid  gland 
(Table  III.)  Histologically  the  predominant  cell 
types  were  as  follows:  large  cell  tumors  (ten  cases), 
small  cell  tumors  (21  cases),  spindle  cell  tumors 
(four  cases),  and  only  one  case  showed  the 
classic  giant  cell  pattern.  Again,  the  clinical 
manifestations  and  growth  pattern  were  charac- 
teristic in  this  group,  but  they  appeared  to  have 
no  relationship  to  the  subclassification  by  cell 
type. 

Nineteen  of  these  cancers  were  found  in  females 
and  17  in  males.  Although  this  group  was  small, 
the  male  patients  appeared  to  be  well  represented, 
in  contrast  to  other  published  statistics. 1 

The  anaplastic  tumors  occurred  most  often  in 
the  older  age  groups.  Fig.  1 shows  that  most  of 
the  cases  occurred  between  the  ages  of  forty  and 
eighty. 

A history  of  goiter  was  again  of  indefinite 
significance.  Eleven  patients  stated  that  goiter 
had  been  present  over  one  j'ear,  seven  stated 
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that  it  had  been  present  less  than  one  year,  and 
18  patients  had  no  previous  history  of  goiter. 
All  patients,  however,  gave  a history  of  rapid 
growth  over  a comparatively  short  period  of 
time. 

Clinically  these  were  rapidly  growing  tumors. 
Most  of  the  patients  gave  a history  of  noticeable 
and  rapid  enlargement  of  the  thyroid  gland  over 
a three-week  to  three-month  period.  In  85  per 
cent  of  the  patients  there  quickly  developed 
symptoms  of  dyspnea,  dysphagia,  hoarseness, 
pain,  choking,  and  cough,  which  suggested  the 
presence  of  an  infiltrating,  obstructive  growth. 

On  physical  examination  the  tumors  were 
large,  bulky,  and  fixed  to  the  neighboring  struc- 
tures and  tissues.  At  times  it  was  difficult  to 
determine  whether  cervical  adenopathy  was 
palpated  as. such  or  whether  the  masses  palpated 
represented  direct  extension  of  the  thyroid  tumor 
itself.  Fifteen  of  the  cases  showed  a sizable  mass 
over  the  thyroid  area  extending  laterally  into  the 
cervical  area.  Seventeen  cases  showed  discrete 
cervical  adenopathy  in  addition  to  the  mass  over 
the  anterior  neck  region.  Four  of  the  cases 
showed  distant  visceral  metastases  to  the 
mediastinum,  lung,  and  bone  at  the  time  of 
admission. 

The  diagnosis  of  cancer  in  this  group  wras 
clinically  more  evident  to  the  examining  physi- 
cians, and  this  was  reflected  by  the  fact 
that  proportionately  more  of  these  patients 
were  referred  without  treatment.  The  treat- 
ment prior  to  admission  included  a subtotal 
thyroidectomy  in  nine  cases,  biopsy  in  six  cases, 
node  biopsy  in  one  case,  and  no  treatment  in  20 
cases.  These  patients  received  irradiation  ther- 
apy after  admission  to  the  Institute. 

In  the  majority  of  cases  the  local  disease  con- 
tinued to  progress  in  spite  of  therapy.  In 
addition  to  the  four  cases  which  had  distant 
visceral  metastases  on  admission,  ten  cases 
developed  metastases  to  the  mediastinum,  lung, 
liver,  bone,  and  kidney  prior  to  death.  Death, 
however,  was  most  often  due  to  the  local  infil- 
trative growth  of  the  primary  tumor  causing 
obstruction  and  the  subsequent  complications 
which  follow  obstruction  of  these  organs. 

The  rapid  growth  and  strategic  location  of  the 
tumor  caused  death  within  a comparatively 
short  period  of  time.  Twenty-five  of  the  36 
cases  (81  per  cent)  were  dead  within  nine  months 
after  the  onset  of  symptoms.  The  remaining 
seven  patients  showed  the  following  survivorship  : 


Fig.  5.  Anaplastic  carcinoma  of  the  thyroid. 


twelve  months,  fourteen  months,  seventeen 
months,  twenty-five  months,  thirty  months, 
thirty-four  months,  and  thirteen  years,  ten 
months.  Subsequent  review  of  the  last  case 
revealed  it  to  be  a so-called  sclerosing  carcinoma, 
a lesion  now  known  to  have  a better  prognosis 
than  an  anaplastic  carcinoma.  It  may  be  note- 
worthy that  all  six  of  the  above  remaining  pa- 
tients were  histologically  classified  as  small  cell 
carcinoma. 

When  first  seen  these  rapidly  growing  tumors 
had  usually  progressed  to  a stage  where  surgery, 
other  than  palliative  surgery,  had  little  to  offer. 

The  anaplastic  cancers  of  the  thyroid  showed 
the  following  histologic  features:  Most  prominent 
was  the  lack  of  any  unifying,  underlying  growth 
pattern  within  the  neoplasm  suggestive  of  the 
basic  epithelial  structural  organization  of  the 
thyroid  gland.  The  predominant  cell,  although 
epithelial  in  origin,  might  be  a small,  dark, 
hyperchromatic  cell  or  a large,  altered,  neoplastic, 
multinucleated,  giant  cell.  A few  areas  showed 
prominent  spindling  but  still  retained  some  epi- 
thelial characteristics.  These  tumors  were  often 
large  and  literally  overgrew  and  destroyed  the 
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TABLE  III. — Anaplastic  (Undifferentiated)  Carcinoma  of  the  Thyroid  Gland 
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adjacent  non-neoplastic  thyroid  parenchyma 
(Fig.  5). 


Benign  Cases 

Twelve  cases,  originally  classified  as  thyroid 
carcinoma,  were  reclassified  as  benign  lesions. 
Seven  were  adenomas,  four  were  chronic  thy- 
roiditis, usually  of  the  Reidel  type,  and  one  was  a 
case  of  Hashimoto’s  disease.  The  histologic 
diagnosis  was  supported  by  the  fact  that  clinically 
none  of  these  cases  appeared  with  evidence  of 
recurrent  or  metastatic  malignant  disease  during 
follow-up.  It  also  re-emphasized  the  difficulty 
in  making  a histologic  diagnosis  in  some  of  the 
adenomas  removed. 


Metastatic  Tumors  to  the  Thyroid 
Simulating  Primary  Thyroid 
Carcinoma 

There  was  still  another  group  of  thyroid  tumors 
that  clinically  simulated  primary  carcinoma  of 
the  thyroid  gland.  The  patients  complained  of 
hoarseness,  dyspnea,  dysphagia,  and  choking. 
Huge,  firm  tumors  were  palpable  over  the  thyroid 
area.  Some  showed  evidence  of  disease  in  the 
lung,  bone,  and  viscera,  which  was  clinically 
interpreted  to  be  metastatic  disease  to  these 
parts. 

Further  diagnostic  and  histologic  studies  dem- 
onstrated the  disease  in  the  thyroid  to  be  meta- 
static rather  than  primary. 

The  breakdown  of  these  cases  was  as  follows: 
seminoma  of  the  testicle  (one  case),  fibrosarcoma 
Cone),  lymphoma  of  the  Hodgkins  type  (one), 
metastatic  squamous  cell  carcinoma,  primary  not 
definitely  determined  (one),  metastatic  from  a 
retroperitoneal  sarcoma  (one),  metastatic  from 
the  lung  (one),  metastatic  from  the  breast 
(one),  and  metastatic  anaplastic  tumor  with 
metastases  involving  skin  and  bone,  primary  site 
not  definitely  ascertained  (one). 


Com  ment 

The  clinical  characteristics  of  each  group  must 
be  appreciated  before  a therapeutic  method  can 
be  fully  evaluated.  The  long-term  survivals  in 
the  papillary  and  alveolar  groups,  even  when  the 
case  was  a therapeutic  failure,  is  to  be  recog-  L 
nized.  The  addition  of  neck  dissection  in  many 
of  the  above  cases  would  have  been  of  question- 
able value. 


Summary 

In  this  study  125  cases  of  carcinoma  of  the 
thyroid  gland  have  been  reviewed  histologically.  1 
The  primary  carcinomas  of  the  thyroid  gland  1 
were  divided  into  three  major  histologic  group-  ft; 
ings.  In  general  each  group  followed  a charac-  ;l 
teristic  clinical  pattern  which  appeared  to  in- 
fluence  the  survivorship  of  the  patient.  fte 

The  cases  in  both  the  papillary  and  alveolar  ft, 
categories  which  were  treated  when  the  disease  p 
was  still  limited  to  the  gland  demonstrated  a ft, 
good  prognosis.  tl 

The  papillary  group  had  a tendency  to  me-  k 
tastasize  to  the  lymph  nodes.  Metastases  to  0| 
distant  organs  were  relatively  infrequent  and  ft 
occurred  late  in  the  course  of  the  disease. 

The  alveolar  carcinomas  metastasized  as  a 
rule  by  way  of  the  blood  stream  and  relatively  ; 
early  in  the  course  of  the  disease.  Many  of  R: 
these  patients  lived  several  months  or  years  in  • 
apparent  comfort,  even  with  extensive  meta-  » 
static  disease.  Death  from  the  disease  was  more  ; 
frequent  than  in  the  papillary  group. 

The  anaplastic  tumors  grew  rapidly,  caused 
pressure  and  obstructive  symptoms  early,  became  ft 
surgically  inexcisable  early,  and  as  a rule  pro- 
gressed  rapidly  in  spite  of  treatment.  The  local  I 
manifestation  of  the  disease  caused  death  before  ;r 
widespread  metastases  developed. 


Reference 

1.  Warren,  S.,  and  Meissner,  W.  A.:  Tumors  of  the 
Thyroid  Gland,  Fascicle  14,  Atlas  of  Tumor  Pathology, 
Washington,  D.C.;  Armed  Forces  Institute  of  Pathology, 
1953. 
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Fame,  we  may  understand,  is  no  sure  test  of  merit,  but  only  a probability  of  such. — Thomas  te 
Carlyle 
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Metabolism  in  Neoplastic  Diseases  as  Revealed  in 
Studies  of  Radioactive  Iodine  Uptake 
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M.D.,  NEW  YORK  CITY 

( From  the  Cancer  Research  Foundation,  Radiation  Therapy  Department,  and  Isotope  Therapy  Department, 

Harlem  Hospital) 


In  early  studies  on  the  basal  metabolism  in 
health  and  disease  states  it  was  found 
that  the  basal  metabolic  rate  (BMR)  was  fre- 
quently elevated  in  malignant  neoplasms.1  ~8 
Boothby  and  Sandiford1  found  the  BMR  was 
elevated  in  40  per  cent  of  patients  with  cancer  in 
their  original  series  and  in  31  per  cent  of  23  such 
patients  studied  subsequently.2  Elevation  of 
the  BMR  was  most  consistent  (73  per  cent  of  15 
cases)  in  leukemia,2  where  it  could  reach  the 
heights  seen  in  severe  Graves’  disease.9  In 
other  series  the  highest  BMR’s  have  been  found 
in  carcinoma  of  the  thyroid3  and  stomach.5 
Heindl  and  Trauner8  found  that  rapidly  growing 
neoplasms  showed  the  highest  level  of  BMR,  fol- 
lowed by  those  tumors  which  had  already 
reached  great  size.  They  felt  that  the  height  of 
the  BMR  was  related  to  the  degree  of  malig- 
nancy of  the  tumor  and  that  a normal  reading 
favored  operability.  Holboll6  felt  that  a high 
BMR  had  unfavorable  prognostic  significance. 

It  was  felt  by  most  investigators  that  increased 
thyroid  activity  did  not  play  a part  in  the  altera- 
tion of  the  BMR.  Strieck  and  Mulholland5 
pointed  out  that  the  specific  dynamic  action  after 
protein  administration  was  low  in  malignant 
disease,  in  contrast  to  hyperthyroidism  where  it 
was  high.  That  the  increased  metabolism  was 
associated  with  the  tumor  was  indicated  by  fall 
of  the  BMR  to  normal  after  excision  of  the 
tumor.3-7  Similar  observations  were  made  in 
leukemia  after  irradiation.10'11  Because  he  ob- 
served a low  blood  sugar  preoperatively  (when 
the  BMR  was  elevated)  with  a rise  after  removal 
of  malignant  tumors  (the  BMR  having  returned 
to  normal),  Jura7  concluded  that  there  was  a 
high  utilization  of  carbohydrate  by  the  cancerous 
tissue.  This,  he  felt,  was  responsible  for  the  high 
BMR.  Studies  of  oxygen  consumption  and  pro- 
tein metabolism  in  leukemia  patients  before  and 
after  irradiation,  however,  led  to  the  conclusion 


TABLE  I. — Diseases  Included  in  Study 


Number 

Diagnosis  of  Cases 


Lymphosarcoma 2 

Chronic  myelogenous  leukemia 2 

Chronic  lymphatic  leukemia 2 

Hodgkin’s  disease 6 

Polycythemia  rubra  vera 1 

Multiple  myeloma 1 

Metastatic  carcinoma  to  liver,  primary  site  undeter- 
mined  2 

Carcinoma  of  breast 5 

Carcinoma  of  stomach 3 

Carcinoma  of  rectum 2 

Carcinoma  of  lung 2 

Carcinoma  of  cecum 1 

Carcinoma  of  prostate 1 

Carcinoma  of  larynx 1 

Carcinoma  of  cervix 1 

Carcinoma  of  uterus 1 

Carcinoma  of  ovary 1 

Carcinoma  of  esophagus 1 

Carcinoma  of  pancreas 1 

Carcinoma  of  gallbladder 1 

Total  37 


that  increased  protein  catabolism  was  the  cause 
of  the  increased  metabolism.11 

More  recently  radioactive  iodine  uptake 
studies  have  been  applied  to  the  problem. 
Skanse12  described  two  cases  of  carcinoma  of  the 
thyroid  with  elevated  BMR’s  and  one  case  of 
carcinoma  of  the  lung  with  normal  BMR,  all  ol 
whom  had  normal  radioactive  iodine  tolerance 
tests. 

He  found  normal  I131  tolerance  in  five  cases 
of  leukemia,  three  of  lymphoma,  and  one  of 
Banti's  syndrome.  In  15  cases  of  leukemia  (ten 
showing  high  BMR)  Albright  and  Middleton13 
found  normal  I131  uptake  in  14.  The  result  in 
the  remaining  patient  was  in  the  equivocal  range. 
Freedberg  et  al.  added  one  case  of  leukemia  with 
elevated  BMR  and  normal  radioactive  iodine  up- 
take.11 The  conclusion  reached  in  these  re- 
ports is  that  the  thyroid  gland  does  not  partici- 
pate in  the  increased  metabolism  in  malignant 
disease. 
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TABLE  II. — Summary  of  Results  of  Metabolism  Study  on  Patients  with  Neoplastic  Diseases 


Case 

Number 

Age 

(Years) 

Sex 

Diagnosis 

Basal  Meta- 

General  Condition  bolic  Rate 

Choles- 

terol 

Radio- 

iodine 

Uptake 

(Per 

Cent) 

i 

37 

Male 

Lymphosarcoma 

Fair.  No  exophthalmos. 
General  adenopathy 

-2 

190 

24 

2 

55 

Male 

Chronic  myelogenous  leu- 
kemia 

Fair.  Slight  enlargement  of 
spleen.  Few  immature 
white  blood  cells  in  pe- 
ripheral blood.  Going 
into  acute  phase 

+34 

175 

44 

3 

68 

Female 

Carcinoma  of  the  breast 

Good.  Soft  tissue  metas- 
tasis 

+ 19 

330 

31 

4 

37 

Male 

Polycythemia  rubra  vera 

Good.  Elevated  hemoglo- 
bin and  red  cell  count 

+ 2 

175 

36 

5 

25 

Male 

Hodgkin’s  disease 

Good.  In  complete  remis- 
sion 

-4 

240 

46 

6 

25 

Female 

Hodgkin’s  disease 

Good.  Bilateral  inguinal 
adenopathy  and  abdomi- 
nal mass 

-4 

195 

31 

7 

33 

Male 

Hodgkin’s  disease 

Fair.  General  adenopathy 

-4 

215 

37 

8 

34 

Male 

Hodgkin’s  disease 

Fair.  General  adenopathy 

+ 7 

100 

46 

9 

20 

Female 

Hodgkin’s  disease 

Fair.  General  adenopathy 

+ 100 

150 

24 

10 

39 

Female 

Carcinoma  cecum 

Good.  Slight  abdominal 
distention 

+22 

195 

39 

11 

57 

Male 

Lymphosarcoma 

Fair.  Abdominal  mass 

+ 17 

170 

57 

12 

82 

Male 

Carcinoma  of  the  prostate 

Fair.  Bone  metastasis 

+ 31 

240 

39 

13 

55 

Female 

Carcinoma  of  the  stomach 

Poor.  Liver  metastasis 

and  jaundice.  Large  liver 

+9 

195 

40 

14 

57 

Female 

Carcinoma  of  the  breast 

Poor.  Soft  tissue  and  lung 
metastasis 

+ 15 

215 

25 

15 

49 

Female 

Carcinoma  of  the  breast 

Fair.  Soft  tissue  metastasis 

+6 

250 

43 

16 

43 

Male 

Metastatic  carcinoma  to 
liver,  primary  site  unde- 
termined 

Poor.  Large  liver  and  as- 
cites 

+ 11 

280 

44 

17 

45 

Male 

Carcinoma  of  the  larynx 

Fair.  Cervical  metastasis 

-12 

29 

18 

48 

Male 

Chronic  lymphatic  leuke- 
mia 

Poor.  Generalized  nodes. 
Peripheral  edema.  Ane- 
mia 

+ 17 

72 

80 

34 

19 

72 

Male 

Carcinoma  of  the  rectum 

Poor.  Rectal  tumor;  recto- 
vesical fistula 

+ 53 

215 

40 

20 

44 

Female 

Carcinoma  of  the  cervix 

Poor.  Local  metastasis. 

Diffuse  node  enlarge- 
ment. Enlarged  thyroid. 
No  exophthalmos,  etc. 

+ 21 

200 

34 

21 

66 

Female 

Multiple  myeloma 

Fair.  Bone  lesions  and 
paraplegia 

+62 

105 

36 

22 

55 

Male 

Carcinoma  of  the  lung 

Poor.  Pleural  effusion. 

Axillary  node 

+ 29 

145 

21 

23 

44 

Female 

Metastatic  carcinoma,  pri- 
mary site  undetermined 

Fair.  Metastasis  to  bone, 
scalp,  and  soft  tissues  of 
neck 

+ 19 

220 

27 

24 

76 

Male 

Carcinoma  of  the  stomach 

Fair.  Epigastric  mass 

+ 53 

250 

28 

25 

31 

Male 

Chronic  myelogenous  leu- 
kemia 

Fair.  Elevated  white  cell 
count  and  large  spleen 

+39 

115 

55 

26 

52 

Male 

Carcinoma  of  the  esophagus 

Poor.  Large  esophageal 

mass 

+ 16 

5 

27 

41 

Female 

Carcinoma  of  the  breast 

Fair.  Bone  and  soft  tissue 
metastasis.  Bilateral 

exophthalmos.  No  pal- 
pable liver  or  thyroid 

+ 27 

195 

33 

28 

32 

Male 

Chronic  lymphatic  leuke- 
mia 

Good.  General  adenopathy 

+ 2 

190 

64 

29 

48 

Male 

Carcinoma  of  the  pancreas 

Poor.  Abdominal  mass  and 
ascites.  Bilateral  exoph- 
thalmos. Tremors  pres- 
ent; no  palpable  thy- 
roid 

+ 65 

105 

77 

30 

13 

Female 

Hodgkin’s  disease 

Good.  In  complete  remis- 
sion 

-14 

160 

72 

31 

70 

Female 

Carcinoma  of  the  rectum 

Fair.  Large  rectal  tumor 
and  heart 

+ 10 

200 

57 

32 

74 

Male 

Carcinoma  of  the  lung 

Poor.  Lung  and  subcu- 
taneous lesions 

85 

46 

33 

37 

Female 

Carcinoma  of  the  ovary 

Fair.  Bilateral  exophthal- 
mos. No  palpable  thyroid. 
No  tremors.  Ascites  and 
abdominal  masses 

+6 

220 

28 

34 

71 

Male 

Carcinoma  of  the  stomach 

Fair.  Slightly  emaciated 

+ 68 

225 

37 

35 

40 

Female 

Carcinoma  of  the  gallblad- 
der 

Fair.  Jaundice,  large  liver, 
slight  tremors  of  hands 

+23 

345 

24 

36 

53 

Female 

Carcinoma  of  the  uterus 

Fair.  Lower  abdominal 

masses 

+3 

280 

54 

37 

73 

Female 

Carcinoma  of  the  breast 

Poor.  Lung,  bone  and  soft 
tissue  metastasis 

235 

54 
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METABOLISM  IN  NEOPLASTIC  DISEASES 


Method 

In  the  present  study  the  thyroid  function  of  37 
patients  (Table  I)  with  malignant  neoplastic 
diseases  was  studied  by  BMR,  serum  cholesterol, 
and  radioactive  iodine  uptake.  The  BMR  was 
done  by  the  usual  clinical  method,  using  closed 
apparatus  with  soda  lime  absorption  of  carbon 
dioxide.  The  normal  range  was  accepted  as 
minus  10  to  plus  10.15'16  Cholesterol  was 
measured  by  the  method  of  Bloor,17  the  normal 
being  150  to  250  mg.  per  cent. 

The  technic  of  measuring  radioactive  iodine  up- 
take was  based  on  the  method  introduced  by 
Hamilton  and  Soley.18  The  normal  range  was 
20  to  50  per  cent. 

Results 

The  results  of  the  studies  are  listed  in  Table  II. 

The  basal  metabolic  rate  in  35  patients  was 
low  (below  minus  10)  in  two  (5.4  per  cent),  nor- 
mal (minus  10  to  plus  10)  in  11  (29.7  per  cent), 
and  high  (above  plus  10)  in  22  (59.5  per  cent). 

Serum  cholesterol  in  36  patients  was  low  in 
seven  (18.9  per  cent),  normal  in  24  (64.9  per 
cent),  and  high  in  five  (13.5  per  cent). 

Radioactive  iodine  uptake  was  low  (below  20 
per  cent)  in  one  (2.7  per  cent),  normal  (20  to 
50  per  cent)  in  28  (75.7  per  cent)  and  high  (over 
50  per  cent)  in  eight  (21.6  per  cent). 

Among  the  22  cases  showing  an  elevated  BMR 
there  were  only  three  (one  case  each  of  lympho- 
sarcoma, chronic  myelogenous  leukemia  and 
carcinoma  of  the  pancreas),  with  an  abnormally 
high  radioactive  iodine  uptake.  Of  these,  two 
cases  (chronic  myelogenous  leukemia  and  car- 
cinoma of  the  pancreas)  showed  in  addition  a low 
cholesterol. 

Of  the  eight  cases  showing  high  I131  uptake  the 
BMR  was  high  in  the  three  cases  previously  de- 
scribed (one  each  of  lymphosarcoma,  chronic 
myelogenous  leukemia  and  carcinoma  of  the  pan- 
creas), low  in  one  (Hodgkin’s  disease),  and  normal 
in  three  (one  each  of  carcinoma  of  the  rectum, 
carcinoma  of  the  uterus,  and  chronic  lymphatic 
leukemia).  It  was  not  reported  in  one  (car- 
cinoma of  the  breast). 

Comment 

The  old  clinical  observation  that  the  BMR  is 
frequently  elevated  in  malignant  disease  is  borne 
out  by  the  finding  of  an  elevated  BMR  in  more 
than  half  the  patients  in  this  study.  Yet  only 


about  one  fifth  of  the  patients  had  an  increased 
uptake  of  I131.  If  the  I131  uptake  is  accepted  as 
a more  reliable  index  of  thyroid  function,  it  ap- 
pears that  the  thyroid  gland  does  not  play  a part 
in  the  increased  metabolism.  The  results  in- 
dicate that  in  only  three  of  22  cases  showing  a 
high  BMR  was  the  I131  uptake  in  the  range  which 
would  suggest  hyperthyroidism. 

Increased  BMR  occurring  so  frequently  in  can- 
cer may  be  of  some  diagnostic  significance.  In  a 
case  of  obscure  diagnosis  a high  BMR  with  a 
normal  I131  uptake  may  indicate  the  presence  of 
a neoplasm.  An  illustration  is  a seventy-one- 
year-old  male  who  presented  a picture  of  marked 
emaciation.  The  BMR  was  plus  68  and  the 
I131  uptake  was  37  per  cent.  The  patient  was 
found  to  have  carcinoma  of  the  stomach. 

Summary  and  Conclusions 

Thyroid  function  was  studied  in  37  patients  with 
malignant  neoplasms  by  BMR,  serum  cholesterol, 
and  I131  uptake.  In  22  (59.5  per  cent)  of  35 
patients  the  BMR  was  elevated.  In  seven 
(18.9  per  cent)  of  36  patients  serum  cholesterol 
was  low.  In  eight  patients  (21.6  per  cent) 
I131  uptake  was  high. 

The  findings  tend  to  support  the  old  observa- 
tion that  the  basal  metabolic  rate  is  elevated  in 
malignant  neoplasms.  The  evidence,  however, 
indicates  that  thyroid  function  is  normal  in  this 
large  variety  of  malignancies  and  that  the  in- 
creased metabolism  is  not  due  to  increased  thy- 
roid activity. 

Acknowledgments 

The  able  assistance  of  Shirley  Johnson,  Ella 
Mae  Rainer,  and  Celia  Hindin  in  the  conduct  of 
this  study  is  gratefully  acknowledged. 

References 

1.  Boothby,  W.  M.,  and  Sandiford,  I.:  J.  Biol.  Chem. 
54:  783  (1922). 

2.  Idem:  Physiol.  Rev.  4:  69  (1924). 

3.  Bioloto,  D.:  Cancro.  Rivista  trimestrale  del  Centro 
per  lo  studio,  diagnosi  e cura  dei  tumori,  dell*  Ospedale  di  S. 
Giovanni  e della  citta  di  Torino  2:  137  (1931). 

4.  Grafe,  E.:  Deutsche  Arch.  f.  Klin.  Med.  139:  354 
(1922). 

5.  Strieck,  F.,  and  Mulholland,  H.  R.:  ibid.  162:  51 
(1928). 

6.  Holboll,  S.  A.:  Hopitalstid.  72:  615  (1929). 

7.  Jura,  V.:  Riv.  di  pat.  sper.  15:  35  (1935). 

8.  Heindl,  A.,  and  Trauner,  R.:  Mitt.  a.  d.  Grenzgcb. 
d.  Med.  u.  Chir.  40:  416  (1927). 

9.  Dubois,  E.  F. : Basal  Metabolism  in  Health  and 

Disease,  Philadelphia,  Lea  and  Febiger,  1924,  p.  300. 


October  15,  1957 


3317 


BARNES,  ARONS,  FOSTER,  AND  WRIGHT 


10.  McAlpin,  K.  R.,  and  Sanger,  B.  J.:  Am.  J.  M.  Sc. 
167:  29  (1924). 

11.  Baldridge,  C.  W.,  and  Barer,  A.:  Arch.  Int.  Med.  51 : 
589  (1933). 

12.  Skanse,  B.:  Acta  med.  Scandinav.,  Supplement  235 
(1949). 

13.  Albright,  E.  C.,  and  Middleton,  W.  S.:  Blood  5: 
764  (1950). 


14.  Freedberg,  D.  L.,  Chamovitz,  D.  L.,  and  Kurland, 
G.  S.:  Metabolism  1 : 26  (1952). 

15.  Dubois,  E.  F.:  Basal  Metabolism  in  Health  and 

Disease,  Philadelphia,  Lea  and  Febiger,  1924,  p.  112. 

16.  Boothby.  W.  M.:  J.A.M.A.  76:  84  (1921). 

17.  Bloor,  W.  R.:  J.  Biol.  Cliem.  74:  227  (1916). 

18.  Hamilton,  J.  G.,  and  Soley,  M.  H.:  Am.  J.  Physiol. 
127:  557  (1939). 


Rehabilitation  of  Veteran- Patients 


A new  treatment  developed  by  the  Veterans 
Administration  for  aged  veteran-patients  is  re- 
habilitating many  severely  disabled  oldsters  who 
had  seemed  destined  to  spend  the  remainder  of  their 
lives  helpless  in  hospital  beds. 

The  nationwide  program,  actually  an  outgrowth 
of  a pilot  study  begun  in  1952  on  mental  patients  at 
the  Albany  VA  Hospital,  has  achieved  remarkable 
results  in  permitting  actual  discharge  of  many 
patients  or  else  rendering  them  adaptable  for  in- 
stitutional care  without  unusual  restrictions  or  treat- 
ment. Known  as  Intermediate  Service,  the  program 
originally  concerned  only  mental  patients,  but  has 
been  expanded  to  include  such  nonmental  cases  as 
victims  of  strokes,  hardening  of  the  arteries,  arthri- 
tis, multiple  sclerosis,  and  other  conditions. 

At  Albany,  where  350  veterans  not  only  had  been 
hospitalized  in  locked  wards  for  years  but  also  were 
suffering  from  serious  physical  disabilities,  intensive 
treatment  and  physical  medicine  rehabilitation  have 
resulted  in  elimination  of  locked  wards  in  the  Inter- 
mediate Service.  Forty-five  patients  either  were 
discharged  or  sent  home  on  lengthy  trial  visits, 
three  went  to  domiciliary  homes  and  200  are  engaged 
in  industrial  therapy  on  the  hospital  grounds. 
Fifty-five  of  the  original  group  died  in  the  five-year 


period. 

Dr.  A.  B.  C.  Knudson,  director  of  VA’s  physical 
medicine  and  rehabilitation  service  in  Washington, 
said  that  at  first  many  of  the  patients  could  not  get 
out  of  bed,  others  could  not  propel  themselves  in 
wheelchairs,  and  a number  were  too  confused  to  get 
about  alone.  After  receiving  specific  medical  and 
surgical  treatment,  they  were  placed  on  special 
rehabilitation  wards  for  the  aged. 

An  individual  program  of  rehabilitation  was 
planned  for  each,  under  guidance  of  a psychiatrist. 
Physical  and  corrective  therapists  used  exercises  to 
build  the  aged  patients’  strength  and  coordination, 
and  taught  them  to  walk  and  get  about  and  perform 
activities  of  daily  living  on  their  own,  Dr.  Knudson 
explained.  In  some  instances  braces  were  fitted  for 
patients  who  had  lost  the  use  of  their  limbs. 

Participation  in  arts  and  crafts,  under  guidance  of 
an  occupational  therapist,  improved  the  elderly 
veterans’  performance  and  ability  to  adjust  emotion- 
ally. Visits  of  volunteers  from  the  community 
helped  the  oldsters  gain  interest  in  living  and  in 
making  friends. 

“Nurses,  social  workers  and  other  members  of  the 
hospital  staff  team  also  played  an  important  part  in 
the  rehabilitation  process,”  Dr.  Knudson  said. 
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Psychotherapy  is  too  often  regarded  as  an 
esoteric,  insufficiently  scientific  form  of 
therapy  in  comparison  with  the  treatments  of 
other  branches  of  medicine.  The  purpose  of 
this  paper  is  to  analyze  the  basic  principles  of 
psychotherapy  and  to  demonstrate  their  funda- 
mental simplicity  and  communicability. 

Psychotherapy  involves  helping  psycholog- 
ically disturbed  people  to  a better  adjustment. 
The  ideal  goal  of  a fully  integrated  personality 
with  complete  insight  into  one’s  self  and  one’s 
environment  is  never  attained.  Although  aims 
should  be  set  in  that  direction,  more  modest 
immediate  goals  are  necessary  in  the  day-to-day 
activity  of  psychotherapy.  A step  toward  a 
degree  of  integration  and  insight,  even  a small 
one,  may  be  all  that  is  possible  at  the  moment. 
Simple  groundwork  and  preparation  for  future 
integration  and  insight  may  have  priority. 
Frequently  simple  reassurance  and  a humane  sup- 
porting hand  are  an  immediate  need.  Is  it  not  a 
mistake,  therefore,  to  consider  insight  as  the 
whole  of  psychotherapy?  Are  not  the  other 
steps  which  are  undertaken  to  relieve  the  patient 
of  anxiety  and  other  symptoms  quite  as  signifi- 
cant? Is  not  each  building  block  toward  a 
more  solid  personality,  incomplete  though  it  is,  a 
valuable  contribution  in  psychotherapy?  Al- 
though a cure  may  be  the  ideal  aim,  it  is  rarely 
attained.  The  modest  goal  of  limited  help 
need  not  be  considered  an  indictment  of  psycho- 
therapy. Despite  the  patient’s  illusions  as  to  the 
doctor’s  omnipotence,  help  and  not  cure  is  the 
actual  achievement  of  most  medical  therapy. 
Moreover,  psychotherapy  as  help  is  always  a 
tremendous  task,  and  no  matter  how  much  we 
may  accomplish  in  a particular  case,  we  can 
always  see  more  that  might  be  done. 

There  are  many  misconceptions  about  psy- 
chotherapy. We  can  dismiss  the  uninformed  at- 
titude that  psychotherapy  is  not  real  help  since  it 
involves  only  conversation.  Another  mistake  is 
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the  belief  that  scientific  objectivity  and  the 
avoidance  of  emotional  involvement  in  the  pa- 
tient’s problems  call  for  a cold  and  unsympathetic 
attitude  by  the  therapist.  Good  psychotherapy 
can  only  take  place  in  a milieu  in  which  the  pa- 
tient basically  feels  and  believes  that  the  doctor  is 
really  interested  in  helping  him.  It  also  cannot 
be  denied  that  the  wrong  kind  of  help  or  badly 
timed  help  is  an  error. 

Help  is  the  essence  of  psychotherapy.  Good 
psychotherapy  involves  sound  diagnosis,  an  un- 
derstanding of  psychodynamics,  an  adequate 
knowledge  of  the  environmental  conditions, 
training,  skill,  and  knowledge  of  the  technics  ol 
psychotherapy,  and  most  of  all,  good  common 
sense. 

Unfortunately,  some  psychotherapists  have 
the  notion  that  help  in  life  situations  is  below 
the  dignity  of  a therapist.  To  allay  anxiety,  to 
discuss  a real  problem,  to  offer  significant  infor- 
mation, to  suggest  an  environmental  change,  and 
to  recommend  physical  help  are  sometimes  con- 
sidered menial  in  comparison  to  astute  inter- 
pretations of  unconscious  material.  Some  be- 
lieve that  merely  giving  insight  into  unconscious 
neurotic  conflicts  has  psychotherapeutic  status. 
Disentangling  unconscious  knots  is  important 
and  necessary  if  and  when  the  patient  is  ready, 
and  it  can  then  be  the  best  help.  However,  this 
is  only  one  of  the  technics  of  psychotherapy. 
Anything  we  do  at  the  proper  time  to  lessen  anx- 
iety and  to  free  the  individual’s  capacities  is  good 
psychotherapy.  Anxiety,  whether  it  is  pro- 
voked by  genuine  external  danger  or  inner  neu- 
rotic fantasies,  is  always  real  to  the  suffering 
patient.  An  anxiety  state  always  requires  direct 
relief  for  the  patient  to  be  able  to  participate 
effectively  in  psychotherapy.1 

In  line  with  these  principles  we  divide  the 
process  of  psychotherapy  into  five  classes:  (1) 
insight  psychotherapy,  (2)  educational  psycho- 
therapy, (3)  emotional  psychotherapy,  (4)  en- 
vironmental psychotherapy,  and  (5)  physical 
psychotherapy.  These  different  types  or  levels 
of  psychotherapy  are  not  mutually  exclusive  but 
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are  applicable  in  varying  degrees  in  all  psycho- 
therapy. 

Formal  psychoanalysis  is  probably  the  best 
example  of  insight  psychotherapy  in  which  the 
patient  is  made  aware  of  the  dynamic  meanings 
of  various  competing  tendencies  within  his  per- 
sonality and  is  helped  toward  a more  satisfying 
integration  of  these  conflictual  drives.  However, 
even  though  they  are  less  frequently  discussed, 
the  other  types  of  psychotherapy  are  certainly 
there.  Aside  from  the  not  uncommon  natural 
and  objective  discussions  of  real  problems  and 
situations  and  the  imparting  of  established  facts 
about  human  nature  and  psychodynamic  proc- 
esses, the  analyst’s  calm  acceptance  of  fantasies, 
ambivalences,  and  other  irrational  aspects 
teaches  the  patient  a great  deal  about  personality 
functioning  and  the  possibility  of  being  more  ac- 
cepting of  himself.  The  emotional  reliving  in  the 
therapeutic  relationship  of  significant  expe- 
riences of  the  past  so  that  the  differences  of  past 
from  present  can  be  clarified  is  a valid  re-educa- 
tional  experience.  Moreover,  gains  are  also  due 
to  the  real  values  inherent  in  the  emotional  re- 
lationship between  patient  and  therapist. 

Often  in  psychotherapy  a real  lack  of  knowl- 
edge is  uncovered,  and  the  patient  can  aquire 
this  educational  enlightenment  directly  from  the 
therapist  or  from  other  sources  for  himself. 
Common  instances  of  this  sort  are  sex  informa- 
tion, other  biologic  facts,  and  the  differences  in 
the  thinking  of  children  as  compared  with  adults. 

The  emotional  factor  in  the  relationship  also 
permits  the  patient  to  accept  constructive  sug- 
gestions, such  as  to  talk  more  openly  about  his 
fantasies,  and  in  some  cases  to  accept  direct  ad- 
vice when  this  is  urgently  necessary.  Although 
it  is  accepted  that  psychotherapists  should  avoid 
direct  advice  and  direction  because  it  tends  to 
“infantilize”  the  patient  and  encourages  de- 
pendency rather  than  independency,  there  are 
times  when  it  is  necessary  to  accept  the  responsi- 
bility that  a sick  patient  may  be  regressed  and, 
like  a little  child,  may  need  to  be  controlled  and 
led  until  he  can  do  better  by  himself. 

In  child  psychiatry  and  in  the  treatment  of 
the  psychoses,  one  must  be  increasingly  alert  to 
the  need  for  environmental  changes.  A child  may 
need  remedial  tutoring,  for  example.  The  need 
for  dynamic  insights  can  be  less  pressing  than  the 
need  for  institutional  protection  in  a depressed 
suicidal  patient. 

Finally  the  psychotherapeutic  value  of  physical 


measures  must  not  be  neglected.  Sedatives, 
stimulants,  tranquilizers,  shock  therapies,  and 
the  like  may  be  required  to  allay  overwhelming 
effects  sufficiently  so  that  other  aspects  of  psy- 
chotherapy can  be  used.  One  must  be  aware  that 
somatic  conditions  may  sap  the  individual’s 
energies,  and  referral  for  collaborative  physical 
treatment  for  allergies,  acne,  or  endocrine  dis- 
orders may  be  indicated.  The  real  psychothera- 
peutic value  of  nasal  plastic  operations  has  been 
demonstrated.2  Broadly  speaking,  we  can  con- 
sider physical  medicine  a form  of  psychotherapy'. 
The  repose  which  the  worried  sufferer  of  a phys- 
ical illness  feels  after  his  condition  is  relieved  can 
be  considered  psychotherapeutic. 

Case  1. — G.  T.,  a girl  of  eleven,  came  to  psycho- 
therapy' after  suddenly'  developing  severe  terror 
about  going  to  school.  The  terror  quickly'  extended 
to  include  persons  who  might  be  interested  in  re- 
turning her  to  school,  such  as  her  parents  or  a psy- 
chiatrist.  The  most  urgent  problem  was  to  set  up 
a situation  in  which  therapy  could  be  conducted. 
This  was  worked  out  by  consultations  with  the  par- 
ents and  the  school  authorities  (environmental 
therapy').  It  was  agreed  that  the  child  be  removed 
from  school  and  its  pressures.  Since  she  enjoyed 
painting  in  oils,  the  psychotherapeutic  sessions  were 
first  set  up  as  art  periods.  The  release  from  school 
and  the  opportunity  for  enjoyable  art  work  gradu- 
ally' reduced  her  terror  of  the  psychiatrist  and  made 
possible  the  development  of  an  emotional  relation- 
ship with  him. 

With  the  lessening  of  external  pressures  sympto- 
matic improvement  appeared.  However,  when  discus- 
sion of  her  fears  of  school  was  introduced,  the  terror 
symptoms  reappeared.  It  was  then  suggested  that 
she  signal  when  any'  discussions  became  too  disturb- 
ing, and  the  subject  was  at  once  dropped  for  the 
time  being.  As  she  became  aware  that  her  feelings 
were  respected,  her  fears  of  the  therapist  were  re- 
duced, and  her  cooperation  in  working  with  him  to 
understand  her  fears  grew  stronger.  An  emotional 
psychotherapeutic  relationship  now  existed  in  which 
the  child,  strongly'  supported  by  the  therapist  and 
by  her  parents,  could  move  progressively  closer  to 
the  real  conflict  areas. 

A great  deal  of  educational  psychotherapy  was 
necessary.  The  fact  that  other  hidden  fears 
underlay  the  school  fear  was  illustrated  by  the 
peeling  of  an  onion,  the  outer  layers  representing 
the  school  fear,  the  inner  layers  the  unknown 
fears.  In  the  course  of  treatment  severe  inhibi- 
tions against  discussing  body'  functions  became 
apparent,  and  their  mere  mention  engendered 
anxiety.  The  school  phobia  began  now  to  ap- 
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pear  as  a screen  for  a deeper  phobic  reaction 
against  accepting  the  physical  changes  and  im- 
pulses now  imminent  in  this  preadolescent  girl. 
The  whole  subject  became  severely  emotionally 
charged,  so  that  treatment  was  strongly  re- 
sisted by  the  again  frightened  child.  However, 
the  appearance  of  severe  anxiety  was  again  re- 
spected as  justifying  relaxation  in  the  intensity 
of  the  discussions.  Similarly  prolonged  periods 
of  calm  were  considered  evidence  of  the  patient’s 
growing  ability  to  face  her  conflicts. 

One  day  the  patient  brought  a dead  goldfish  to 
dissect.  This  was  done,  and  a larger  fish  was 
suggested  for  the  next  session,  at  which  tune  a 
mackerel  was  studied.  The  patient  began  to 
show  a greater  acceptance  of  curiosity  about 
natural  biologic  functions,  and  she  became  in- 
creasingly aware  of  her  wish  to  stud}'  and  to 
learn.  In  this  newer  atmosphere  of  diminished 
terror,  she  was  able  to  discuss  her  fantasies 
about  her  own  body.  Profoundly  disturbing, 
fantastic  misconceptions  were  revealed,  such  as 
her  feeling  that  birth  of  a child  involved  the 
destruction  of  the  integrity  of  the  mother’s 
abdomen.  These  were  separated  from  the  ac- 
tual biologic  facts  which  were  taught  to  the  pa- 
tient. 

As  the  painful  symptoms  of  terror  faded  and  as 
the  limitations  of  her  freedom  to  learn  according  to 
her  capacities  were  reduced,  the  natural  urge  toward 
growth  asserted  itself,  and  a desire  to  learn  com- 
peted strongly  with  the  phobic  defense  against  it. 
With  growing  understanding  and  insight  into  the 
way  she  had  dealt  with  these  problems,  she  noW 
accepted  the  idea  of  tutoring.  Tutoring  was  ar- 
ranged concurrently  with  therapy,  and  she  par- 
ticipated actively  in  it.  She  accepted  the  idea  of 
returning  to  school  following  the  summer  vacation. 

In  theory  the  aim  of  psychotherapy  is  the 
strengthening  of  the  ego  in  order  that  it  may 
function  as  effectively  as  possible  in  the  midst 
of  the  inner  drives  and  conscience  demands  and 
in  the  face  of  outer  physical  and  social  realities. 
More  specifically  psychotherapy  is  directed 
toward  the  relief  of  symptoms  and  the  libera- 
tion of  the  individual’s  functions  from  unneces- 
sary inhibitions  so  that  he  can  express  his  full 
potentialities  for  health,  work,  pleasure,  and 
growth  in  his  particular  environment  and  culture. 
Psychogenic  psychopathology  is  based  on  anxiety 
and  faulty  learning.  Once  inhibiting  influences 
are  removed,  much  psychotherapeutic  progress 
depends  on  the  inherent,  synthesizing  function 


of  the  ego  for  health.3’4 

Psychotherapy  generally  involves  more  than  the 
treatment  of  an  acute  symptomatic  condition. 
It  also  includes  more  or  less  an  attempt  to  modify 
the  basic  personality  structure.  In  the  case  pre- 
sented here,  it  is  clear  that  the  relief  of  the  acute 
symptoms  could  not  be  considered  adequate 
therapy.  There  remained  the  problem  of  the 
disordered  character  structure,  which  restricted 
the  patient’s  freedom  to  deal  appropriately  with 
problems.  At  this  point  we  move  from  the 
problem  of  symptomatic  relief  to  the  larger 
area  of  reconstruction  of  the  basic  personality 
patterns,  which  in  turn  are  the  product  of  the 
total  previous  training,  experience,  and  learning 
since  early  childhood. 

With  this  shift  to  basic  personality  structure 
the  therapist’s  role  changes.  It  then  becomes 
related  to  that  of  the  teacher,  the  parent,  and  the 
friend.  We  believe  that  psychotherapeutic  ef- 
fects derive  from  the  whole  range  of  human  expe- 
rience. The  parent  raising  his  child,  the  teacher 
instructing  his  student,  the  friend  befriending 
his  friend,  the  doctor  treating  his  patient — all  are 
instances  of  constructive  psychotherapeutic  ac- 
tivity. Especially  when  the  individual  is  in  pain, 
has  anxiety,  or  is  in  difficulty  and  is  helped,  he  is 
receiving  psychotherapeutic  assistance.  Then 
in  what  ways,  if  any,  does  the  work  of  the  pro- 
fessional psychotherapist  differ  from  these? 
Principally  through  his  training  and  experience 
he  is  in  a position  to  make  explicit  what  has  been 
implicit,  to  formulate  objectively  what  has  been 
intuitive,  to  establish  working  principles  toward 
a well-defined  goal,  to  know  the  available  tech- 
nics and  their  indications,  and  finally  to  carry 
responsibility  for  these  decisions. 

The  increasing  emphasis  on  problems  of  char- 
acter as  contrasted  to  mere  symptom  removal 
has  brought  psychiatry  and  psychotherapy  out 
of  its  restricted  area  in  the  treatment  setting. 
This  expansion  of  scope  to  increase  the  person’s 
basic  integration  and  capacities  brings  psycho- 
therapy more  directly  into  the  realm  of  everyday 
living.  It  denotes  a shift  from  psychopathology 
to  psychophysiology,  from  concepts  of  sickness  to 
concepts  of  prophylaxis,  from  an  isolated  in- 
terest in  disease  to  a comprehensive  concern  with 
health.5  It  forces  us  to  be  aware  that  there  are 
no  easy  generalizations  about  who  is  ill  and  who  is 
well.  Rather  each  person  must  be  considered 
in  the  full  context  of  his  actual  achievement  in 
relation  to  his  potential  with  an  awareness  of 
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the  culture  in  which  he  lives. 
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The  Use  of  a Rubber  Cuff  on  Drainage  Tubing  to 
Avoid  Tube  Perforation 

I.  ARNOLD  JAFFE,  M.D.,  BRONX,  NEW  YORK 
( From  the  Second  Surgical  Division,  Fordham  Hospital) 


While  performing  a cholecystostomy,  je- 
j unostomy,  or  cecostomy,  some  surgeons 
suture  the  drainage  tubing  to  the  skin  (Fig.  1A)* 
by  inserting  a suture  through  the  wall  of  the 
tube.  Accidental  extrusion  of  the  drainage 
tubing  maj’  thus  be  prevented.  Occasionally’  the 
suture  may  enter  the  lumen  of  the  tube  (Fig. 
1C).  This  can  lead  to  leakage  of  bile  or  intes- 
tinal contents  onto  the  skin  with  troublesome 
irritation  of  the  skin. 

To  avoid  this  complication,  a rubber  cuff  may 
be  pulled  over  the  drainage  tubing  and  the  suture 
then  passed  through  the  cuff.  (Fig.  IB  and  D). 
Danger  of  perforation  of  the  drainage  tubing  is 
thus  averted. 

These  cuffs  may  be  prepared  in  the  operating 


room  out  of  drainage  tubing,  cut  in  y2-inch 
lengths.  (Fig.  IB).  To  ensure  a snug  fit,  the 
inside  diameter  of  the  cuff  should  be  slightly 
smaller  than  the  outside  diameter  of  the  drainage 
tubing. 

Summary 

The  use  of  a rubber  cuff  on  drainage  tubing  has 
been  described.  By  its  use  perforation  of  the 
tubing,  leakage,  and  consequent  skin  irritation 
may  be  avoided. 

2539  Holland  Avenue 


* The  tubing  used  in  the  illustration  was  made  by  Ameri- 
can Cystoscope  Makers  Inc.,  1241  Lafayette  Ave.,  New  York 
59.  N.  Y. 


Fig.  1.  Use  of  rubber  cuff  on  drainage  tubing 
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Regulations  for  the  Control  of  Streptococcal 
Inf  ect ion  f rom  a Ped iatr ic ian ' s V iewpo i nt 


B.  B.  BREESE,  M.D.,  ROCHESTER,  NEW  YORK 

( From  the  University  of  Rochester  School  of  Medicine  and  Dentistry  and  the 
Rochester  Streptococcal  Research  Group) 


As  a pediatrician  interested  particularly  in 
streptococcal  disease  I should  like  to  present 
to  my  confreres  in  the  field  of  public  health  a 
sincere  plea  for  correction  of  the  current  confused 
and  antiquated  regulations  pertaining  to  these 
infections.  Because  of  their  known  relation  to 
rheumatic  fever  and  nephritis  they  obviously  have 
considerable  public  health  import.  This  is 
especially  true  since  Rammelkamp  and  his  co- 
workers have  demonstrated  that  prevention  of 
rheumatic  fever1  and  nephritis2  can  be  accom- 
plished by  adequate  therapy  of  the  primary 
streptococcal  disease.  Consequently,  attempts 
to  control  these  infections  are  worthwhile, 
provided  they  are  reasonable,  relatively  uniform, 
and  based  on  factual  practical  grounds. 

In  the  fall  of  1956  I canvassed  each  state 
health  department  for  their  regulations  in  regard 
to  the  control  of  streptococcal  disease.  Almost 
all  replied.  The  variation  of  regulations  received 
was  almost  beyond  belief.  These  are  summarized 
briefly  in  Table  I.  To  describe  them  in  detail 
would  serve  no  useful  purpose. 

In  our  own  state  as  in  many  others  the  regu- 
lations are  ridiculous  in  light  of  our  present  knowl- 
edge. Most  health  departments,  like  our  own, 
are  well  aware  of  the  situation  and  are  “going  to 
change.”  But  the  wheels  turn  slowly  and  inertia 
is  profound.  In  the  meantime  practitioners  who 
are  supposed  to  support  and  carry  out  the  public 
health  regulations  either  ignore  them,  use  sub- 
terfuge to  avoid  being  ridiculous,  or  at  best 
halfheartedly  carry  them  out.  At  the  same  time 
the  local  health  officers  and  public  health  and 
school  nurses  are  caught  midway  between  the 
law  and  modern  knowledge. 

Since  my  associate,  Dr.  Frank  Disney,  and  I 
have  had  considerable  experience  and  have 
made  a number  of  studies  on  our  patients  with 
these  infections,  at  the  risk  of  being  presumptuous 
I should  like  to  offer  some  suggestions  in  regard 
to  the  regulations  “which  are  about  to  be 
changed.”  Although  much  material  from  other 


TABLE  I. — Control  Measures  for  Streptococcal  In- 
fections Recommended  by  Various  States 


Type  of  Case 

Majority 

States 

Minority 

States 

Uncomplicated 

7 to  10 
days 

(a)  14  days 

(b)  Until  culture 

negative 

(c)  Until  recov- 

ery 

(d)  Until  treated 

with  peni- 
cillin 

(e)  Scarlet  only 

Isolation 

Complicated 

Until  no 
discharge 
from  nose 
ears,  etc. 

(a)  No  distinc- 

tion 

(b)  N o t more 

than  90 
days 

Sibling  contacts 

No  men- 

(a)  7 days 

Food  handlers 
School  teachers 

tion 

(b)  Daily  inspec- 

tion 

(c)  Must  have 

negative 

culture 

(d)  Until  given 

adequate 

prophylaxis 

(drugs 

vary) 

Reporting 

Yes 

Only  epidemics 

Placarding 

No 

Yes 

Terminal 

sterilization 

No 

Yes 

sources  is  available,  my  suggestions  will  be  based 
largely  on  data  obtained  from  our  own  observa- 
tions during  the  last  eight  years.  Admittedly 
our  experience  is  biased,  since  it  is  limited  to  a 
group  of  patients  living  in  better-than-average 
economic  circumstances,  largely  in  the  suburbs 
of  a metropolitan  area  of  approximately  half  a 
million  in  upper  New  York  State. 

Frequency  of  t)ie  Disease 

My  associate  and  I see  at  least  500  bacterio- 
logically  proved  streptococcal  infections  a year. 
For  example,  during  the  two  months  of  February 
and  March  of  1956  we  recorded  in  our  laboratory 
book  278  strongly  positive  cultures  (3  and  4 plus) 
and  128  moderately  to  weakly  positive ‘cultures, 
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(2,  1 plus,  and  rare)  for  beta  hemolytic  strepto- 
cocci. These  represent  some  duplications,  a 
number  of  reinfections,  and  quite  a few  asympto- 
matic carriers  found  in  our  family  study  groups, 
but  the  vast  majority  of  the  strongly  positive 
cultures  and  a number  of  the  less  strongly 
positive  were  obtained  from  patients  with 
clinical  streptococcal  infections.  Since  we  are 
only  two  of  over  40  pediatricians  in  Rochester, 
a number  of  whom  see  more  children  than  we  do, 
not  to  mention  general  practitioners  who  treat 
children,  it  is  obvious  that  the  number  of  strep- 
tococcal infections  seen  is  enormous.  Our 
studies  of  sibling  contacts3  show  that  many 
children  have  unrecognized  streptococcal  infec- 
tion for  which  medical  care  is  not  obtained, 
probably  because  the  parents  have  not  felt  that 
thej-  were  ill  enough  to  require  a physician’s 
attention.  Often  they  have  not  been  ill  at  all. 
Moreover,  there  are  streptococcal  infections 
which  manifest  themselves  by  suppurative 
lesions,  such  as  sinusitis,  otitis  media,  and 
cervical  adenitis.  Although  in  our  experience4 
the  vast  majority  (approximately  80  per  cent) 
of  infections  are  of  the  throat,  these  three  types 
swell  their  numbers.  Altogether  there  must  be 
many  thousands  each  year.  I should  not  hazard 
a guess  as  to  the  total  number. 

Although  the  disease  may  occur  at  any  age, 
90  per  cent  of  our  cases  were  seen  between  the 
ages  of  three  and  eleven,  and  about  75  per  cent 
between  three  and  eight  years.4  The  disease 
seemed  relatively  uncommon  in  infancy  and  in 
older  children.  Although  the  figures  on  age  are 
weighted  by  the  nature  of  pediatric  practice,  in 
our  studies  on  parent  contacts  less  than  5 per 
cent  acquired  the  disease  from  their  children.3 

Infection  can  occur  at  anyr  time  of  year,  but 
the  months  of  January  through  June  account 
for  over  80  per  cent  of  the  cases.4 

The  diagnosis  of  streptococcal  infection  is 
frequently  missed.  In  order  to  make  an  accurate 
diagnosis  of  streptococcal  infection,  cultures  of 
the  throat  must  be  taken.  In  general  practice 
this  is  rarely  done.  In  a special  study  of  the 
accuracy  of  diagnosis  on  clinical  grounds5  my 
associate  and  I missed  at  least  25  per  cent  of  the 
cases  of  streptococcal  infection.  We  were 
reasonably  accurate  in  diagnosing  children  over 
nine  years  of  age  but  did  little  better  than  50 
per  cent  in  children  under  three.  Rantz  et  al.6 
have  emphasized  this  same  point. 

Treatment  with  penicillin  converts  the  child 


with  a strongly  positive  culture  to  a negative  or 
weakly  positive  one  within  a matter  of  hours  in 
almost  all  cases.7  However,  for  these  cultures 
to  remain  negative  treatment  must  be  continued 
for  ten  days  or  a form  of  penicillin  given  which 
will  give  bactericidal  amounts  of  penicillin  in  the 
blood  stream  for  at  least  that  long.  Benzathine 
penicillin  G in  a single  dose  of  600,000  units 
intramuscularly  serves  this  purpose  admirably 
but  is  prone  to  give  painful  local  reactions.7 
Recurrences  in  the  same  child  after  what  appears 
to  be  adequate  treatment  is  a common  experience. 
This  may  be  a simple  bacteriologic  relapse  (the 
child  becoming  a carrier)  or  a clinical  relapse. 
These  relapses  may  occur  as  long  as  six  weeks  or 
more  after  therapy  and  are  frequently  due  to  the 
same  type  of  organism  which  caused  the  original 
infection.  Whether  these  are  actually  recur- 
rences or  reinfections  is  undetermined. 

The  broad-spectrum  antibiotics  are  rapidly 
effective  in  temporarily  eliminating  the  strepto- 
coccus but  are  associated  with  a high  relapse  rate. 
The  sulfonamides  are  of  no  value  in  eliminating 
the  organism.8’9 

Because  of  the  rapid  effect  of  penicillin  on  the 
organisms  in  the  patient’s  throat  the  period  of 
exposure  of  siblings  and  of  communicability  is 
short.  Thus,  less  than  25  per  cent  of  sibling 
contacts  of  treated  cases  contract  the  disease. 
This  rate  is  highest  in  the  preschool  child  over  the 
age  of  two  and  quite  low  in  infants,  children  over 
nine,  and  parents.  Otitis  media  in  the  primary 
case  is  associated  with  a high  rate  of  infection  in 
siblings.3 

Fully  half  of  those  who  acquire  the  disease  are 
infected  prior  to  or  more  than  a week  after  the 
primary  case  is  seen  by  the  physician.  For  this 
and  other  reasons  we  found  prophylaxis  of  little 
value  in  sibling  contacts.  Three  groups  of 
sibling  contacts  were  given  five  days  of  prophy- 
laxis with,  respectively,  (1)  200,000  units  of 
benzathine  penicillin  G,  (2)  0.5  Gm.  of  sulfa- 
diazine daily,  and  (3)  a placebo  daily.  No 
significant  difference  could  be  shown  in  the 
effectiveness  of  these  regimes  in  preventing 
streptococcal  infection  in  sibling  contacts.10 

To  summarize  these  observations: 

1 . The  disease  is  extremely  common. 

2.  It  takes  many  forms  and  is  frequently 
unrecognized  or  improperly  diagnosed. 

3.  Laboratory  aid  (cultures)  is  essential  for 
accurate  diagnosis,  particularly’  in  young  children. 

4.  It  is  usually  a disease  of  children  in  the  age 
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group  of  four  through  eight  years. 

5.  It  is  most  common  from  January  through 
June. 

6.  Adequate  but  not  perfect  methods  of 
therapy  are  available. 

7.  Therapy  renders  the  patient  noninfectious 
rapidly  and  prevents  complications. 

8.  Recurrences  or  reinfections  are  common- 
place. 

9.  Sibling  contacts  over  the  age  of  nine  and 
under  three  are  rarely  attacked. 

10.  When  a contact  is  attacked,  the  infection 
is  often  prior  to  or  long  after  the  primary  case. 

1 1 . Adults  are  uncommonly  attacked. 

12.  Prophylaxis  of  sibling  contacts  is  fre- 
quently ineffectual. 

With  these  observations  in  mind  we  may  now 
consider  some  of  the  control  measures  in  order: 

1.  Because  reporting  of  the  disease  is  inac- 
curate anti  incomplete,  it  should  be  abolished 
except  under  epidemic  conditions. 

2.  Because  laboratory  aid  (cultures)  is  neces- 
sary and  helpful  in  proper  diagnosis,  such  facil- 
ities should  be  made  available  and  the  physicians 
urged  to  use  them. 

3.  Emphasis  in  control  should  be  in  the  four- 
through  eight-year  age  group  in  the  months  of 
January  through  June. 

4.  Physicians  should  be  urged  to  use  penicillin 
as  treatment  in  adequate  amounts  for  ten  days 
or  use  benzathine  penicillin  G intramuscularly 
in  a dose  of  600,000  units  (until  a better  method 
is  found). 

5.  Siblings  should  not  be  limited  in  activity  or 
contacts  unless  ill. 

6.  Prophylaxis  of  sibling  contacts  should  not  be 
recommended. 

7.  Placarding  and  terminal  sterilization  should 
be  necessary  only  in  epidemics. 

Thus,  from  the  standpoint  of  the  practitioner 
who  deals  with  the  problems  in  practice,  the 
above  steps  in  control  of  the  common  sporadic 
case  are  recommended.  Considerable  unneces- 
sary and  fruitless  effort  which  causes  inconven- 


ience and  expense  can  be  eliminated  by  the 
simplification  of  the  public  health  laws  in  regard 
to  streptococcal  infection.  Actually,  the  “Con- 
trol of  Communicable  Diseases  in  Man”11 
recommends  essentially  these  same  changes. 
It  is  high  time  thcyr  wen1  made. 

In  the  face  of  an  epidemic  the  health  authorities 
should  be  empowered  to  do  culture  work  in 
groups,  especially  schools,  and  utilize  penicillin 
prophylaxis  with  sufficient  dosage  (250,000  units) 
of  penicillin  twice  daily  as  recommended  by 
Seal12  to  stop  an  outbreak. 

Summary 

State  public  health  regulations  for  the  control 
of  streptococcal  infections  vary  tremendously. 
For  the  most  part  they  are  not  realistic  in  relation 
to  known  facts.  Some  of  these  facts  based  on 
pediatric  experience  are  presented.  Recom- 
mendations for  change  in  the  public  health 
regulations  of  many  states  art1  made. 

Addendum 

Since  acceptance  of  this  manuscript,  the  New 
York  State,  Society  Code  has  been  revised  as 
follows:  Streptococcus  sore  throat  and  scarlet 
fever-isolation  until  clinical  recovery. 

2333  Elmwood  Avenue 
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There  are  two  tragedies  in  life.  One  is  not  to  get  your  heart’s  desire. 
Bernard  Shaw 


The  other  is  to  get  it. — 
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The  Treatment  of  Sympathotonia  in  Labile 
Diabetes  Mellitus* 

JULIUS  POMERANZE,  M.D.,  NEW  YORK  CITY 
( From  New  York  Medical  College  Metropolitan  Medical  Center) 


Juvenile  diabetic  patients  often  evidence 
rapid,  unaccountable  metabolic  fluctuations 
unrelated  to  infection,  trauma,  unusual  exertion, 
insulin  changes,  or  dietary  indiscretions.  These 
fluctuations  frequently  alternate  periods  of  hypo- 
glycemic shock  and  hyperglycemia  with  keto- 
nemia. 

The  relationship  of  emotional  influences  to 
this  irregular  control  is  pertinent.  Emotional 
influences  on  diabetic  control  have  been  demon- 
strated experimentally  by  Mirsky1  and  Hinkle 
and  associates.2 

Requirements  for  regimentation  and  discipline, 
parental  attitudes,  and  sibling  and  playmate 
relationships  are  stressful  life  situations  to  the 
young  diabetic.  These  conflicts  which  often 
appear  threatening  because  of  past  experiences, 
disturb  the  emotional  structure  of  an  individual 
already  nutritionally,  hormonally,  enzymatically, 
and  neurogenically  less  able  to  cope  with  the 
physiologic  responses  of  adaptation. 

Rauwolfia  serpentina  and  its  alkaloids  exert  a 
calming  and  sedative  action  in  man  and  other 
species.  Anxiety  is  allayed  in  man.  The 
pharmacologic  activity  of  these  drugs  apparently 
acts  on  neurohumoral  agents  and  causes  a sup- 
pression of  sympathetic  overactivity.  They 
have  been  successfully  used  in  thyrotoxicosis,3 
paroxysmal  tachycardia,  psychogenic  rheuma- 
tism,4 geriatrics,5  and  certain  menstrual  dis- 
orders.6 

Removal  of  the  sympathetic  preponderance  in 
young  labile  diabetic  patients  who  manifest 
anxiety,  tachycardia,  labile  hypertension,  and 
other  evidence  of  sympathotonia  can  be  accom- 
plished with  Rauwolfia  serpentina.  The  estab- 
lishment of  this  goal  is  responsible  for  more 
stable  control  of  diabetes,  allows  for  weight  gain, 
in  some  cases  diminishes  insulin  requirement, 
and  creates  emotional  attitudes  leading  to  a 
happier  existence.  Sixteen  young  variably  labile 


* This  study  was  supported  by  a grant  from  the  Squibb 
Institute  of  Research. 


diabetic  patients  were  successfully  treated  with 
requisite  doses  of  Raudixin.  The  following 
cases  are  representative. 

Case  1. — S.  Y.  is  a twenty-nine-year-old,  white 
male  whose  diabetes  was  discovered  in  November, 
1951,  when  he  was  admitted  to  the  hospital  in  dia- 
betic coma.  His  top  weight  four  years  previously 
was  180  pounds,  and  prior  to  the  present  incident 
his  weight  was  164  pounds.  He  was  initially 
started  with  50  units  of  NPH  insulin  and  20  units 
of  regular  insulin.  This  was  gradually  increased  as 
he  suffered  frequent  bouts  of  ketosis  alternating  with 
repeated  attacks  of  hypoglycemia.  He  was  admitted 
to  Metropolitan  Hospital  and  then  to  the  Bird  S. 
Coler  Memorial  Home  and  Hospital  in  1955  for 
investigation  and  treatment  of  the  labile  diabetes 
mellitus.  His  weight  when  he  came  under  our  care 
was  118  pounds,  and  he  still  suffered  frequent  bouts 
of  ketosis,  during  which  additional  regular  insulin 
was  given.  These  were  followed  by  severe  hypo- 
glycemic episodes  which  were  treated  with  large 
amounts  of  readily  available  carbohydrates.  This 
recurring  cycle  of  acidosis  and  hypoglycemia  was 
the  inevitable  result  of  increasing  and  irregular  doses 
of  insulin  and  the  increasing  and  irregular  amounts 
of  carbohydrate  foods.  At  this  time  it  was  noted 
that,  although  the  patient  was  withdrawn]  and  ap- 
peared calm,  he  had  constant  tachycardia  and  labile 
hypertension,  perspired  easily,  and  showed  other 
evidence  of  hypermetabolism.  His  basal  metabolic 
rate  was  plus  15.  Serum  protein  bound  iodine  level 
was  within  the  upper  limits  of  normal.  With  100 
mg.  of  Raudixin  three  times  daily  and  a constant, 
lower  level  of  insulin,  better  control  was  maintained 
despite  occasional  ketosis.  Within  a short  time 
this  patient  came  under  good  diabetic  control  using 
55  units  of  NPH  insulin  and  15  units  of  regular 
insulin  daily'.  His  weight  was  now  137  pounds, 
pulse  rate  82  per  minute,  and  blood  pressure  120/82. 
There  have  been  no  hn-poglycemic  episodes  and  very 
infrequent  evidences  of  ketonuria.  His  average 
twenty-four-hour  urinary  output  varied  from  10  to 
25  Gm. 

This  patient  illustrates  how  control  of  sympa- 
thotonia alters  the  manifestations  of  labile  d iabetes . 
Since  the  management  of  the  neurogenic  compo- 
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nent  of  his  disorder  with  Raudixin  the  diabetes 
was  easily  controlled  and  he  gained  weight. 
This  case  also  illustrates  the  need  for  restraint 
in  the  urge  to  increase  insulin  dosage  rapidly 
because  of  glycosuria  and  mild  ketonuria.  It 
also  illustrates  how  regular  insulin  irregularly 
given  can  confuse  the  diabetic  control. 

Case  2.- — M.  K.  is  a sixteen-year-old,  white  male 
whose  diabetic  manifestations  appeared  ten  years 
previously.  Control  of  diabetes  has  been  poor  since 
the  onset,  although  he  has  taken  as  much  as  100 
units  of  NPH  insulin  daily.  The  daily  quantitative 
urinary  glycosuria  has  always  been  more  than  50 
Cm.,  and  there  have  been  episodes  of  ketonemia  and 
ketonuria.  His  blood  pressure  for  the  past  year 
has  varied  between  initial  readings  of  100/110  to 
120/80  when  relaxed.  The  pulse  rate  was  consist- 
ently faster  than  110  per  minute.  He  was  given 
100  mg.  of  Raudixin  three  times  a day.  Within 
two  weeks  his  pulse  rate  dropped  to  80  per  minute 
and  his  blood  pressure  varied  from  140/100  to 
120/80.  The  patient’s  parents  felt  that  he  was 
easier  to  live  with.  The  daily  quantitative  urinary 
glycosuria  is  now  25  Gm.  or  less,  and  there  have 
been  no  episodes  of  ketonuria  or  ketonemia,  al- 
though his  insulin  requirement  is  unchanged. 

Case  3. — R.  It.  is  a thirty-two-year-old,  diabetic 
female  whose  onset  of  diabetes  dates  back  twenty- 
five  years.  Diabetic  control  was  maintained  by 
frequent  doses  of  additional  regular  insulin.  Marked 
emotional  swings  were  common  with  this  patient. 
During  such  disturbances  diabetic  control  became 
poor.  In  one  of  these  declines  the  patient  was  given 
100  mg.  of  Raudixin  twice  daily.  She  complained 
within  two  days  of  marked  drowsiness  and  nasal 
stuffiness.  The  dose  was  lowered  gradually  to  25 
mg.  each  day.  This  dose  plus  55  units  of  insulin 
maintained  the  patient  in  good  emotional  balance, 
allowed  for  control  of  the  diabetes,  and  permitted  a 
weight  gain  of  9 pounds  within  a period  of  eight 
weeks.  This  patient  is  now  maintained  on  25  mg. 
of  Raudixin  daily,  and  for  the  past  six  months  she 
has  not  experienced  any  gross  variations  in  diabetic 
control  or  emotional  distress. 

Case  4. — N.  B.  is  a twenty-one-year-old,  diabetic 
female  whose  diabetes  wras  revealed  one  year  pre- 
viously following  a loss  of  20  pounds.  Although  the 
diabetes  was  immediately  fairly  well  controlled  with 
25  units  of  NPH  insulin,  the  patient  failed  to  gain 
any  weight.  She  was  started  on  50  mg.  of  Raudixin 
twice  daily  but  complained  of  drowsiness  during  the 
day,  and  the  dose  was  reduced  to  50  mg.  once  daily. 
The  patient  still  takes  25  units  of  NPH  insulin 
daily,  but  a weight  gain  of  four  pounds  was  registered 
in  three  months.  The  mother  believes  that  the 
patient  is  more  amenable  to  dietary  regulation  since 


the  medication  was  started.  She  also  feels  that  the 
patient  is  emotionally  more  stable. 

Case  5. — S.  H.  is  a thirty-one-year-old,  female 
diabetic  whose  onset  of  diabetes  dates  back  seven- 
teen years.  Control  of  diabetes  has  been  irregular 
as  has  been  her  weight  status.  While  taking  54 
units  of  insulin  per  day  this  patient  suffered  occa- 
sional insulin  reactions  and  episodes  of  ketonuria 
but  was  usually  symptom-free.  During  the  previous 
year  there  was  a sudden  exacerbation  of  the  diabetic 
status  and  she  lost  eight  pounds.  It  was  discovered 
that  she  was  involved  with  a married  man.  At  this 
time  the  patient  was  given  50  mg.  of  Raudixin 
daily.  Six  weeks  later  the  diabetic  control  showed 
marked  improvement  with  a daily  insulin  intake  of 
50  units.  She  had  gained  4'A  pounds,  and  her 
pulse  rate,  which  was  previously  100  per  minute, 
was  now  80  per  minute.  She  wars  continued  on 
Raudixin  therapy,  and  despite  the  continuation  of 
this  emotionally  upsetting  relationship,  the  diabetes 
was  maintained  stable  and  further  weight  gain  was 
registered.  There  was  no  evidence  of  side-effects 
from  Raudixin. 

Com  men  t 

Anxiety  may  be  present  with  or  without 
somatic  manifestations  of  sympathetic  prepon- 
derance. It  has  been  indicated  that  epinephrine 
given  in  doses  low  enough  not  to  occasion  overt 
evidence  of  sympathotonia  will  cause  anxiety  in 
man.7  Hypoglycemia  demands  excess  adrenal 
medullary  excretion  of  epinephrine.8  This  is 
associated  with  symptoms  of  sympathetic  prepon- 
derance including  tachycardia,  an  increase  in 
pulse  pressure,  and  anxiety.  Acute  anxiety  can 
upset  the  diabetic  status  even  to  the  extent  of 
ketonemia  and  ketonuria.  The  Rauwolfia  com- 
pounds control  manifestations  of  sympathotonia 
and  may  be  used  to  help  control  labile  diabetes. 
Better  management  of  diabetes  is  achieved  by  the 
patient’s  sense  of  well  being.  Frequently  ces- 
sation of  therapy  with  these  drugs  for  long  enough 
periods  of  time  to  eliminate  the  drug  completely 
still  finds  the  patient  in  a better  mood  than  [trior 
to  therapy.  The  benefits  achieved  by  these 
diabetic  patients  with  the  use  of  Rauwolfia  does 
not  lessen  in  any  way  the  necessity  for  the  usual 
doctor-patient  relationship  from  which  the 
patient  derives  so  much  support.  One  cannot 
afford  to  be  sanguine  about  these  drugs  which 
alter  patients’  moods  and  attitudes,  even  when 
the  alterations  are  transitory7  or  reversible.  They 
must  be  used  carefully  with  respect  to  individual 
dose  regulation.  The  treatment  of  patients  with 
this  drug  requires  that  the  physician  be  aware  of 
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its  cumulative  effect,  the  wide  dose-patient  ratio, 
and  the  lack  of  side-effects  when  the  dose  is  main- 
tained at  the  proper  level.  There  is  evidence  of 
wide  variations  in  therapeutic  dose  level,  and 
side-effects  are  always  controlled  when  the  dose 
is  kept  at  the  lowest  level  of  efhcac3r.  It  has 
been  our  experience  that  the  side-effect  dose  is 
always  slightly  greater  than  the  therapeutic  dose. 

Anxiety  may  be  difficult  to  recognize  in  one 
whose  anxiety  is  masked  by  a withdrawn  attitude, 
but  careful  observation  will  reveal  evidence  of 
sympathotonia.  This  can  be  a cause  of  poor 
diabetic  behavior  when  diet,  insulin  intake,  in- 
fection, and  exercise  are  controlled. 

In  the  management  of  the  young,  labile 
diabetic,  the  control  of  anxiety  is  an  important 
weapon.  The  first  effort  is  to  avoid  “stepladder” 
therapy,  using  increasing  doses  of  insulin  which 
lead  to  hypoglycemia  and  hypoglycemic-induced 
anxiety.  When  severe  ketonemia  is  not  impend- 
ing. one  should  proceed  slowly  in  increasing  the 
insulin  dosage  and  exert  care  in  the  use  of  regular 
insulin  to  avoid  hypoglycemia.  However,  the 
control  of  emotional  disturbances,  especially 
anxiety,  will  depend  largely  on  the  protective 
presence  and  interest  of  the  physician  whose 
reassurance  cannot  be  replaced.  In  addition  to 
this,  Raudixin  will  play  an  important  role  when 
dosage  is  carefully  controlled  and  the  patient 
individually  observed. 


Su  mrnary 

1.  Labile  diabetes  is  in  part  the  result  of  the 
too  vigorous  application  of  insulin  in  the  presence 
of  hyperglycemia  and  mild  ketonemia. 

2.  Labile  diabetes  may  be  related  to  anxiety 
and  sympathotonia  when  all  other  causes  are 
absent. 

3.  Removal  of  anxiety  by  a careful  program 
of  reassurance  and  emotional  support  aided  with 
a carefully  considered  dosage  of  Raudixin 
frequently  creates  a stable,  smoothly  controlled 
young  diabetic  patient. 

4.  The  therapeutic  dose  of  Raudixin  appears 
to  be  less  than  that  causing  cumulative  side- 
effects.  There  is  a wide  variability  of  response 
in  individuals,  which  may  be  due  in  part  to 
variations  in  intestinal  absorption. 

5.  The  protective  role  of  the  physician  cannot 
be  replaced  with  tranquilizing  drugs. 

2 Fifth  Avenge 
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Effectiveness  of  a New  Agent  in  the  Correction  of  Drug-Induced  Constipation 


Perhaps  the  most  persistent  problem  in  the  drug 
therapy  of  hypertension  is  adequate  bowel  control, 
and  this  problem  is  complicated  by  the  fact  that 
one  of  the  undesirable  side-effects  of  ganglionic 
blocking  agents  is  constipation.  Both  the  comfort 
of  the  patient  and  effectiveness  of  the  agents  are 
involved,  the  latter  because  absorption  of  the  drug 
depends  to  a great  extent  upon  the  motility  of  the 
intestine.  In  a search  for  ways  and  means  to  solve 
this  problem  the  authors  studied  the  effects  of  a new 


agent  (Quinoplex,  Gray  Pharmaceutical  Co.  Inc.). 
Thej’  report  that  this  agent  proved  particularly 
effective  in  a series  of  30  patients,  but  that  attempts 
to  reduce  dosage  failed.  The  drug  had  to  be  given 
as  long  as  the  ganglionic  blocking  agents  were 
used,  constipation  promptly  recurred  when  the 
Quinoplex  tablets  were  stopped. — Harvey  E.  Nuss- 
baum,  M.D.,  William  Leff,  M.D.,  and  Virginias  D. 
Mattia,  Jr.,  M.D.,  International  Record  of  Medicine, 
March,  1957 
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Evaluation  of  a New  Antihistamine 

AARON  D.  SPIELMAN,  M.D.,  NEW  YORK  CITY 
( From  the  Allergy  Clinic  of  Beekman- Downtown  Hospital) 


This  communication  presents  data  indicating 
the  clinical  effectiveness  of  a new  antihista- 
minic  agent  in  the  treatment  of  44  patients  suf- 
fering from  various  allergic  conditions.  The 
medication  was  investigated  under  the  code 
number  AY-56012  and  will  be  made  available 
under  the  trade  name  of  Theruhistin.* 

AY-56012  is  the  hydrochloride  of  N-dimethyl- 
amme-isopropyl-thiophenyl-pvridylamine,  and  it 
was  studied  pharmacologically  by  von  Schlich- 
tegroll.1  Out  of  60  related  compounds  AY-56012 
showed  the  strongest  antiallergic  and  antihista- 
minic  effect  with  the  least  toxicity. 

Pharmacology 1 

The  antihistaminic  effect  was  tested  according 
to  ability  to  relieve  histamine-induced  spasm  of 
isolated  guinea  pig  intestine.  AY-56012  re- 
lieved 90  per  cent  of  the  contractions,  even  in  a 
concentration  as  low  as  1 : 55,000,000. 

The  results  are  depicted  in  Table  I,  where  its 
median  effective  dose  is  compared  with  that  of 
other  active  antihistaminic  drugs.  Diphenhy- 
dramine hydrochloride  was  used  as  the  standard 
of  one.  In  this  test  AY-56012  surpassed  the 
other  antihistaminic  drugs  tested. 

AY-56012  was  found  to  be  effective  in  pro- 
tecting against  histamine-induced  asthma  of  the 
guinea  pig.  Test  animals  were  exposed  to  the 
histamine  fog  for  forty-five  minutes  after  subcu- 
taneous injections  of  the  test  substance.  The 
median  effective  dose  in  50  per  cent  of  the  animals 
was  0.22  mg.  per  Kg.  subcutaneously,  1.5  mg. 
per  Kg.  orally,  and  a 0.4  per  cent  solution  in  an 
aerosol. 

The  antiallergic  effect  of  AY-56012  was  tested 
on  guinea  pigs  first  sensitized  with  three  intra- 
peritoneal  injections  of  1 ml.  20  per  cent  egg 
white  in  physiologic  saline  solution  with  a pause 
of  twenty-four  hours  between  each  injection. 
Three  weeks  after  the  first  injection  the  animals 
were  exposed  for  the  first  time  to  a spray  of  the 
antigens.  Within  ten  minutes  the  animals 
reacted  with  distinct  to  heavy  asthmatic  symp- 
toms. If  such  animals  were  injected  subcu- 

* Ayerst  Laboratories,  New  York  City. 


TABLE  I. — Antihistaminic  Effect  of  AY-56012 
Compared  with  that  of  Other  Antihistaminic  Drugs 


Antihistamine 

Num- 
ber of 
Test 
Animals 

Median 
Effective 
Dose  (mg. 
per  Kg.) 

Effective 

Ratio 

Diphenhydramine  hydro- 
chloride 

20 

3.94 

i 

AY-56012 

Tripelennamine  hydro- 

20 

0.22 

18 

chloride 

16 

0.33 

12 

Antazoline  hydrochloride 
Chlorprophenpyridamine 

20 

5.25 

0.7 

maleate 

20 

0.6 

7 

taneously  with  AY-56012  forty-five  minutes 
before  the  beginning  of  the  test,  the  protection 
afforded  equalled  that  seen  with  tripelennamine 
hydrochloride  and  surpassed  that  seen  with 
chlorprophenpyridamine  maleate. 

Repeated  studies  with  AY-56012  have  not 
shown  any  specific  toxic  effects  resulting  from 
its  use,  even  when  it  is  given  at  many  times  the 
therapeutic  dose. 

Selection  of  Patients 

The  44  patients  in  this  series  were  taken  from 
private  practice  and  from  the  allergy  clinic  of  the 
Beekman-Downtown  Hospital.  The  patients 
represent  a random  group  of  allergic  cases,  some 
of  them  being  seen  for  the  first  time,  others  being 
chronic  cases  previously  treated  with  other 
medications.  They  were  seen  during  a seven- 
month  period  between  March  and  October, 
1956,  including  the  1956  grass  pollen  and  hay 
fever  seasons. 

Method  of  Treatment 

Each  patient  was  instructed  to  take  one  2-mg. 
tablet  of  AY-56012  four  times  a day  at  four-hour 
intervals.  During  the  follow-up  period  each 
patient  was  seen  at  least  once  a week.  The 
acceptability  and  clinical  effectiveness  of  AY- 
56012  were  compared  at  intervals  with  other 
antihistamines,  which  were  substituted  with  the 
patient’s  knowledge.  Comments  by  the  patients 
and  objective  findings  of  the  author  were  re- 
corded. Of  the  44  patients  treated  80  per  cent 
achieved  adequate  relief  with  AY-56012,  and 


October  15,  1957 


3329 


AARON  D.  SPIELMAN 


TABLE  II. — Results  of  Treatment  with  AY-56012* 


Diagnosis 

Num- 
ber of 
Test 
Cases 

Marked 

Improvement • 

Mod-  Uni  lit- 

erate Slight  proved 

Rose  fever 

11 

9 

1 

1 

Hay  fever 

14 

11 

i 

2 

Allergic  rhinitis 

9 

3 

3 

3 

Urticaria 

7 

5 

2 

Atopic  dermatitis 

1 

1 

Contact  dermatitis 

2 

1 

1 

Total 

44 

30 

5 

6 

3 

* Only  one  patient  experienced  any  side-effect,  that  of 
drowsiness. 


nine  or  20  per  cent  showed  only  slight  improve- 
ment or  no  benefit  at  all. 

Results 

Table  II  tabulates  the  results  with  44  patients 
who  were  treated  with  AY-56012.  Of  these,  30 
(68  per  cent)  showed  marked  improvement, 
five  (11  per  cent)  showed  moderate  improvement, 
six  (14  per  cent)  slight  improvement,  and  three 
(7  per  cent)  failed  to  respond. 

According  to  indication  the  following  results 
were  achieved : 

Rose  fever  and  hay  fever. — Twenty-five  patients 
were  treated.  Of  these  22  (88  per  cent)  had  very 
good  relief. 

Allergic  rhinitis.- — Nine  patients  were  treated. 
Of  these  six  (66  per  cent)  had  very  good  relief. 

Urticaria  and  allergic  dermatitis.- — Ten  patients 
were  treated.  Of  these  seven  (70  per  cent)  had 
very  good  relief. 

Side-Effects 

The  study  emphasizes  the  almost  total  absence 
of  side-effects.  Only  one  patient  out  of  the  44 
experienced  any  side-effect. 

Comment 

Granted  that  the  efficacy  of  the  antihistamines 
now  available  are  in  their  respective  doses 
relatively  equal,  the  main  problem  centers  around 
the  occurrence  of  undesirable  side-effects,  in 
particular  drowsiness,  which  may  be  noted  with 
some  agents  in  as  many  as  50  per  cent  of  the 
patients.2-3  AY-56012  has  clinically  demon- 
strated its  efficacy  as  an  antihistamine  equivalent, 
and  in  some  instances,  superior  to  others.  How- 
ever, the  most  outstanding  advantage  of  this 
antihistamine  lies  in  the  negligible  instance  of 
side-effects  associated  with  it.  This  advantage 
may  be  attributed  in  part  to  the  fact  that  ade- 


quate relief  can  be  achieved  at  a very  low  dosage. 

Summary 

AY-56012  was  clinically  evaluated  in  a series 
of  44  patients  in  the  course  of  treatment  of 
several  common  allergic  diseases.  Good  results 
were  obtained  in  80  per  cent  of  these  patients. 
The  greatest  benefits  were  observed  in  the  rose 
fever  and  hay  fever  groups,  with  88  per  cent 
reporting  satisfactory  relief  of  symptoms. 

Probably  the  most  outstanding  feature  of  this 
new  antihistamine  is  its  lack  of  side-effects.  In 
the  entire  series  only  one  side-reaction  was  noted, 
and  this  was  mild  drowsiness  in  one  patient. 

AY-56012  is  a clinically  effective,  new  antihis- 
tamine compound  which  exhibits  almost  no 
side-effects.  It  is  highly  recommended  as  an 
adjunct  for  relief  of  allergic  symptoms  to  be  used 
along  with  the  well-established  allergic  therapy 
of  elimination  of  allergens  and  hyposensitizations. 

Addendum 

Since  this  manuscript  was  submitted  for 
publication,  40  additional  patients  have  been 
treated  with  AY-56012  (Theruhistin).  Of  these, 
24  had  allergic  rhinitis,  12  urticaria,  two  contact 
dermatitis,  and  two  migraine.  Satisfactory 
results  were  obtained  in  75  per  cent  of  these 
patients  with  marked  improvement  in  20, 
moderate  improvement  in  ten,  slight  improve- 
ment in  two,  and  no  improvement  in  eight. 

The  almost  total  absence  of  side-effects  was 
again  noted  in  this  new  series.  Of  these  40 
patients  14  were  given  twice  the  usual  daily 
amount  of  Theruhistin  without  developing  any 
side-effects.  Five  of  these  patients  had  pre- 
viously been  unable  to  tolerate  many  of  the 
frequently  used  antihistamines.  When  sub- 
sequently placed  on  Theruhistin,  four  of  the 
five  were  entirely  free  of  side-effects  and  the 
fifth  tolerated  two  2-mg.  tablets  of  Theruhistin 
in  twenty-four-hour  periods  without  any  side- 
effects. 

141  East  56th  Street 
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Insurability  After  a Coronary  Occlusion 

ALBERT  A.  POLLACK,  M.D.,  NEW  YORK  CITY 
( From  the  Mutual  Life  Insurance  Company  of  New  York) 


IN  view  of  the  interest  in  myocardial  disease, 
it  is  felt  that  it  might  benefit  the  practicing 
physician  to  understand  how  some  insurance 
companies  select  the  individuals  for  consideration 
of  life  insurance. 

It  has  been  only  in  the  past  five  years  that 
someone  with  a history  of  a myocardial  infarction 
could  get  any  type  of  insurance.  Prior  to  that 
time  an  individual  who  had  suffered  this  condi- 
tion would  not  be  considered,  and  the  men  who 
sold  insurance  were  discouraged  from  submitting 
such  cases  to  their  home  offices.  At  the  present 
time  most  companies  offer  some  type  of  rated 
life  insurance  to  the  most  favorable  cases  five 
years  after  recovery  from  an  acute  coronary 
occlusion.  Some  companies  offer  insurance  one 
year  after  recovery  and  others  three  years  after 
recovery  from  such  an  illness.  At  present, 
accident  and  sickness  and  hospitalization  in- 
surance is  not  available  to  these  people. 

Prognosis  is  an  important  gap  in  our  present- 
day  knowledge  of  heart  disease.  However,  we 
do  know  that  the  highest  mortality  occurs  in  the 
first  year  following  an  infarction.  On  the  basis 
of  clinical  or  morphologic  findings  it  is  impossible 
to  predict  accurately  the  fate  of  an  individual 
who  survives  an  acute  myocardial  infarct.  Few 
practicing  physicians  or  even  clinics  are  able  to 
accumulate  a sufficiently  large  experience  on 
patients  with  any  specific  disease.  The  life 


TABLE  I. — Average  Like  Expectancy  After  M yocardiai. 
Infarction 


Age  at  Onset 

Normal  Life  Expec- 
Approximate  Life  tancy  (Years)  by 

Expectancy  (Years)  1941  Commissioners 
From  Mutual  of  New  Standard  Ordinary 
York  Series  Mortality  Table 

30  to  39 

11.5 

33.4 

40  to  49 

10.5 

25.2 

50  to  60 

8.5 

17.8 

insurance  companies  have  the  data  for  such 
studies  and  the  resources  to  follow  up  cases  over 
long  periods  and  evaluate  the  end  results,  as  well 
as  a practical  interest  in  the  matter. 

Waldron  and  Constable1  of  Mutual  of  New 
York  recently  reviewed  1,551  cases  of  acute 
myocardial  infarction  that  survived  at  least 
three  months.  Table  I illustrates  the  results  of 
their  study  as  compared  to  the  normal  life  ex- 
pectancy. 

Although  the  table  illustrates  the  longer  life 
expectancy  in  the  younger  age  groups,  the  dif- 
ferences are  not  significant.  There  is  only  a 
year’s  difference  in  the  life  expectancy  in  the 
thirty  to  thirty-nine-year  group  as  compared  to 
the  forty  to  forty-nine-year  group.  Yet  there 
is  an  eight  year  difference  between  these  same 
groups  in  the  normal  life  expectancy. 

Table  II  depicts  the  mortality  ratio  of  the 
Waldron  and  Constable  study.  The  mortality 
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TABLE  II. — Mortality  Ratio  Calculated  From  1941  Commissioners’  Standard  Ordinary  Table 


Age  at  Attack 


Duration 

30  to  39 

40  to  49 

50  to  60 

All  Ages 

From  Attack 

Actual 

Mortality 

Actual 

Mortality 

Actual 

Mortality 

Actual 

Mortality 

In  Years 

Dead 

Ratio 

Dead 

Ratio 

Dead 

Ratio 

Dead 

Ratio 

i 

4 

1,600 

36 

950 

102 

600 

142 

650 

2 

5 

2,050 

29 

750 

83 

500 

117 

600 

3 to  5 

9 

1,300 

70 

650 

144 

350 

223 

450 

6 to  10 

7 

850 

84 

600 

128 

350 

219 

400 

11  and  up 

2 

550 

29 

350 

39 

300 

70 

350 

Total 

27 

1.150 

248 

600 

496 

400 

771 

400 

ratio  of  1.600  in  the  first  column  means  that  the 
death  rate  per  thousand  one  year  from  the  attack 
in  the  thirty  to  thirty-nine-year  group  was  16 
times  more  than  would  be  expected  in  a compa- 
rable normal  group  from  the  1941  table. 

Note  that  the  mortality  ratio  decreases  with 
the  duration  of  the  survival  time  in  all  age  groups. 
It  is  especially  interesting  to  note  the  higher 
mortality  ratios  in  the  younger  age  group.  It  is 
certainly  contrary  to  what  we  had  previously 
assumed. 

Premiums  for  specific  types  of  policies  are 
determined  by  many  factors.  However,  basically 
the  premium  depends  on  the  life  expectancy  of 
an  individual  at  a given  age.  The  actuaries 
have  calculated  the  additional  premiums  re- 
quired to  cover  the  extra  mortality  for  each  age. 
In  this  way  the  mortality  ratio  determines  the 
extra  premium  that  it  is  necessary  to  collect  in 
order  to  equalize  the  added  hazard  of  any  im- 
pairment. Most  life  insurance  companies  insure 
only  when  the  mortality  ratio  is  500  or  under. 
A mortality  ratio  of  125  or  under  is  considered  a 
standard  risk  for  insurance. 

It  is  thus  fairly  obvious  that  if  only  the  ideal 
cases  are  selected  and  the  proper  additional 
rate  charged,  a fair  number  of  individuals  can  be 
insured. 

It  is  quite  evident  from  the  foregoing  that 
accurate  prognostication  in  coronary  artery 
disease  is  difficult  even  though  a large  number  of 
cases  are  considered.  For  this  reason,  when 
evaluating  the  risk  of  such  an  individual,  the 
medical  underwriter  needs  complete  information 
regarding  the  acute  episode  and  the  subsequent 
medical  history  of  the  applicant.  This,  of  course, 
requires  the  cooperation  of  the  attending  physi- 
cian on  whom  the  insurance  companies  depend  a 


great  deal  in  this  type  of  underwriting.  A 
physical  examination  by  a qualified  examiner  as 
well  as  a current  electrocardiogram  and  6-foot 
posterior-anterior  x-ray  of  the  chest  are  also 
obtained  by  most  companies. 

In  order  to  consider  such  an  individual  the 
applicant  must  be  working  full  time  at  the  time  of 
the  examination  for  insurance.  He  must  not 
have  been  disabled  for  more  than  six  months  at 
the  time  of  the  attack,  and  the  occlusion  must 
have  occurred  at  least  one  calendar  year  prior  to 
the  examination.  The  weight  and  blood  pres- 
sure must  be  normal  for  the  age  and  build  at  the 
time  of  the  insurance  examination.  The  elec- 
trocardiogram does  not  necessarily  have  to  be 
normal  but  should  be  stable  and  show  no  acute 
changes  for  about  one  year.  The  applicant  must 
not  have  had  more  than  one  occlusion  of  a coro- 
nary artery  and  must  not  have  any  symptoms  of 
coronary  insufficiency. 

Other  factors  that  might  disqualify  an  indi- 
vidual for  insurance  would  be  peripheral  occlusive 
arterial  disease,  gout,  eyeground  changes  that 
indicate  arteriosclerosis,  renal  disease,  diabetes, 
or  a history  of  congestive  heart  failure. 

Only  the  most  favorable  individuals  are  con- 
sidered at  the  present  time,  but  at  least  some  can 
get  insurance,  whereas  in  the  past  none  could  be 
considered.  As  our  knowledge  and  experience 
with  this  type  of  impairment  increases,  perhaps 
more  liberal  underwriting  practices  will  be  avail- 
able. 

1740  Broadway 
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Case  Report 

Dr.  Abraham  Sunshine:  A forty-two-year- 
old,  male  garment  worker  first  entered  Bellevue 
Hospital  on  June  7 because  of  pains  in  both  legs  of 
four  weeks’  duration.  The  patient  had  been 
well  and  working  until  six  weeks  prior  to  admis- 
sion when  he  began  to  have  progressive  weakness 
of  both  upper  and  lower  extremities.  Four 
weeks  before  admission  he  developed  aching 
pains  in  both  legs,  wrists,  and  forearms.  The 
leg  pain  was  made  worse  by  walking  but  was  not 
relieved  by  rest.  In  addition,  he  complained  of 
“pins  and  needles”  in  his  hands  with  painful 
“spasms”  of  the  fingers  when  he  attempted  to  do 
any  work.  Since  the  onset  of  his  illness  he  was 
anorexic  and  had  a definite  weight  loss  of  15  or 
20  pounds.  The  anorexia  was  not  associated 
with  any  other  gastrointestinal  complaints. 
Four  days  prior  to  admission  he  developed  fever 
associated  with  chill. 

One  year  prior  to  admission  the  patient  sus- 
tained a traumatic  fracture  of  the  right  femur, 
which  required  an  intramedullary  nail.  He  re- 
ceived a blood  transfusion  during  that  hospitali- 
zation. There  was  a history  of  alcoholism  on 
occasion  but  not  to  excess. 

On  his  admission  to  Bellevue  Hospital  the 
patient’s  physical  examination  revealed  a chroni- 
cally ill,  anxious,  Negro  male,  who  exhibited  evi- 
dence of  recent  weight  loss.  There  were  multi- 
ple, soft,  discrete,  nontender  lymph  nodes,  vary- 
ing in  size  from  0.5  cm.  to  1.0  cm.  bilaterally  in 
cervical,  axillary,  and  inguinal  regions.  The 
skin  revealed  numerous  minute  superficial  ul- 
cerations of  about  1.0  cm.  in  diameter  over  the 


anterior  and  posterior  thorax,  abdomen,  and 
both  extremities.  Examination  of  the  eyes  was 
normal,  except  that  the  fundi  revealed  narrowing 
of  the  arterioles.  No  hemorrhages  or  exudates 
were  seen.  The  lungs  were  clear  to  percussion 
and  auscultation.  The  heart  was  not  enlarged. 
The  rhythm  was  regular.  No  murmurs  were 
heard.  Examination  of  the  abdomen  revealed 
it  to  be  slightly  distended.  No  definite  fluid 
wave  was  elicited.  The  liver  was  firm,  smooth, 
slightly  tender,  and  extended  5 cm.  beneath  the 
costal  cage.  The  spleen  was  not  palpable. 
Examination  of  the  extremities  showed  marked 
tenderness  of  the  gastrocnemius  muscles  and 
hypersensitivity  of  the  skin  in  the  lower  extrem- 
ities. The  upper  extremities  demonstrated 
weakness  in  the  hands  with  atrophy  of  the  interos- 
sei  muscles.  The  femoral,  dorsalis  pedis,  bra- 
chial, and  radial  artery  pulsations  were  all  pres- 
ent. The  neurologic  examination  was  normal 
and  revealed  equal  and  active  deep  tendon  re- 
flexes. Sensory  examination  with  a pin  was  nor- 
mal. No  pathologic  reflexes  were  present. 
Vibration  sense  was  intact.  Muscle  fasciculations 
were  not  present.  Blood  pressure  was  200/100, 
temperature  99  F.,  pulse  80,  and  respiration  20. 

Urinalysis  revealed  a specific  gravity  of  1.010, 
albumin  2 plus,  and  no  sugar  or  acetone.  The 
microscopic  examination  revealed  5 to  10  white 
blood  cells  and  10  to  15  red  blood  cells  per  high 
power  field.  Examination  of  the  blood  showed  a 
hemoglobin  of  10.0  Gm.  per  100  ml.,  a red  cell 
count  of  18,450,  a differential  of  5 band  forms, 
79  segmented  forms,  13  lymphocytes,  and  3 
monocytes.  Many  target  cells  were  seen  on 
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smear.  The  hematocrit  was  31  per  cent,  and  the 
erythrocyte  sedimentation  rate  was  61  nun.  per 
hour.  The  plasma  creatinine  was  2.7  mg.  per 
cent.  Total  serum  protein  was  6.3  Gm.,  of 
which  2.1  was  albumin  and  4.2  globulin.  The 
total  cholesterol  was  136  mg.  per  cent  and  the 
esters  47  mg.  per  cent.  The  icteric  index  was  6, 
the  cephalin  flocculation  test  was  2 plus,  and 
alkaline  phosphatase  was  9.8  Bodansky  units. 
The  Mazzini  was  negative.  The  stool  guaiac 
test  was  4 plus.  X-ray  of  the  chest  was  re- 
ported normal,  except  for  old  healed  rib  fractures. 
Upper  gastrointestinal  series  revealed  a large  duo- 
denal ulcer  crater. 

On  the  evening  of  the  first  hospital  da}'  the 
patient’s  temperature  spiked  to  101  F.,  and 
thereafter  he  continued  to  be  febrile  with  tem- 
peratures ranging  between  99  and  102  F.  The 
pulse  ranged  between  80  and  120.  The  blood 
pressure,  which  was  elevated  on  admission,  was 
170/100  on  the  second  hospital  day  and  re- 
mained normotensive  from  the  fourth  hospital 
day  on.  An  electrocardiogram  taken  one  week 
after  admission  was  normal. 

On  the  seventh  hospital  day  repeat  urine  ex- 
amination revealed  a specific  gravity  of  1.009. 
The  microscopic  examination  revealed  many 
white  and  red  blood  cells  and  red  cell,  granular, 
and  hyaline  casts.  Urine  culture  revealed  no 
growth.  Patient  was  started  on  Gantrisin. 
Febrile  agglutination  studies  were  negative. 

On  the  tenth  hospital  day  the  patient  became 
somnolent.  He  was  unable  to  eat  and  was 
maintained  on  intravenous  fluids.  A biopsy  of 
skin  and  gastrocnemius  muscle  revealed  normal 
skin  and  muscle. 

On  the  twelfth  hospital  day  he  improved 
slightly.  Re-examination  revealed  the  persis- 
tence of  weakness  without  reflex  changes  or  sen- 
sory changes.  The  lower  extremities  remained 
hypersensitive  to  light  touch.  The  abdominal 
distention  had  increased,  and  ascites  was  defi- 
nitely present.  Repeat  determination  of  total 
serum  protein  was  6.9  Gm.,  of  which  2.5  Gm. 
was  albumin  and  4.4  Gm.  globulin. 

On  the  thirteenth  hospital  day  the  patient  was 
noted  to  be  anemic  with  a hemoglogin  of  7.5 
Gm.,  a white  cell  count  of  13,500,  a differential  of 
20  band  forms,  63  segmented  forms,  9 lympho- 
cytes, 4 monocytes,  and  4 eosinophils.  Platelets 
were  adequate  in  number.  The  prothrombin 
tunc  was  thirty-three  seconds  with  a control  of 
eleven  seconds.  After  three  days  of  vitamin  K 


therapy  the  prothrombin  time  was  twenty-six 
seconds.  The  patient  was  not  jaundiced.  A re- 
peat plasma  creatinine  was  4.4  mg.  per  cent. 
An  intravenous  pvelogram  was  attempted,  but  it 
showed  no  visualization  of  the  urinary  tract.  On 
the  sixteenth  hospital  day  the  patient  was  trans- 
fused with  a 1,000  cc.  of  whole  blood.  Coagula- 
tion studies  twenty-four  hours  after  transfusion 
revealed  a normal  bleeding  and  clotting  time. 
The  prothrombin  time  was  eighteen  seconds  with 
a control  of  fourteen  seconds.  The  total  pro- 
tein was  6.4  Gm.,  of  which  3.9  was  albumin  and 
2.5  globulin. 

On  the  twentieth  hospital  day  the  patient  be- 
came moribund.  He  was  tachvpneic.  Exami- 
nation of  the  chest  revealed  dullness  to  percus- 
sion. diminished  breath  sounds,  and  rales  at 
both  bases.  There  was  marked  ascites.  A dif- 
fuse purpuric  eruption  appeared  over  the  en- 
tire body.  The  patient  quietly  ceased  breathing 
on  the  twentieth  day. 

Discussion 

Dr.  Michael  S.  Bruno:  It  is  obvious  that  we 
are  dealing  with  an  interesting  as  well  as  chal- 
lenging diagnostic  problem.  There  is  consider- 
able evidence  that  the  pathologic  process  was 
widespread,  involving  many  organ  systems, 
some  more  prominently  than  others.  The  col- 
lagen diseases  as  a group  must  be  considered  and 
among  them  dermatomyositis,  disseminated  lupus 
and  polyarteritis  seem  the  most  likely,  in  reverse 
order  of  probability.  We  shall  first  consider 
dermatomyositis. 

Dermatomyositis  is  the  rarest  of  the  so-called 
collagen  diseases  and  the  most  difficult  to  define. 
It  is  a disease  in  which  nonsuppurative  poly- 
myositis with  creatinuria  is  the  distinguishing 
characteristic,  commonly  accompanied  by  der- 
matitis and  edema.  Emphasis  on  creatinuria  is 
justified  in  this  condition,  because  in  no  other  col- 
lagen disease  is  this  abnormality  so  striking  and 
consistent.  The  course  is  variable.  In  the  vast 
majority  of  cases  the  course  is  chronic,  running  for 
years,  and  as  a result  a classic  clinical  picture 
evolves.  In  the  fulminating  case  the  picture  is 
bizaare,  the  manifestations  widespread,  and  the 
diagnosis  much  more  difficult.  If  our  case  is 
one  of  dermatomyositis,  it  would  fall  into  this 
latter  category.  From  a statistical  point  of  view 
we  would  be  dealing  with  an  unusual  variety  of 
an  admittedly  rare  disease,  and  on  that  basis 
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alone  one  could  almost  exclude  this  from  our 
consideration. 

The  pathologic  changes  in  the  skin  are  not  di- 
agnostic. There  are  changes  in  the  subcutaneous 
tissue  which  clearly  label  the  condition  a col- 
lagen disease.  The  blood  vessels  show  sclerotic 
changes  in  the  collagen  of  their  walls  as  well  as 
internal  proliferation  and  perivascular  cellular 
infiltration.  The  most  striking  pathologic 
changes  occur  in  muscle.  There  is  acute  de- 
generation of  muscle  with  loss  of  striations,  vacuo- 
lation  of  the  cytoplasm,  and  fragmentation. 
There  is  edema,  scattered  small  hemorrhage,  and 
cellular  infiltration  of  the  muscle.  The  lesions 
in  cardiac  muscle  and  in  the  muscles  of  the  tongue 
and  esophagus  are  identical  but  less  profound 
than  those  in  skeletal  muscle.  If  the  process 
goes  on  long  enough,  muscle  is  replaced  by  fibrous 
tissue  and  finally  by  dense  scarring.  Clinically 
dermatitis  may  be  of  any  variety.  On  the  other 
hand,  skin  changes  may  remain  persistently  ab- 
sent. Edema,  particularly  of  the  face,  combined 
with  telangiectases  is  very  common.  Swelling- 
may  be  confined  to  areas  overlying  inflamed  mus- 
cle, or  it  may  be  generalized.  It  apparently 
bears  little  relation  to  serum  protein  changes. 
Edema  may  involve  the  entire  body,  but  serious 
cavity  collections  are  rare.  Dermatomyositis 
can  be  diagnosed  without  dermatitis  but  not 
without  myositis.  The  process  may  be  limited 
to  one  muscle,  but  it  usually  involves  many  mus- 
cles in  a bilaterally  symmetrical  fashion.  Pain, 
weakness,  and  stiffness  of  the  involved  muscles 
are  the  presenting  symptoms.  On  examination 
the  muscles  are  usually  very  tender.  Weakness 
of  the  involved  muscles  may  be  present  simul- 
taneously. With  loss  of  muscle,  tissue  contrac- 
tures and  deformities  are  prominent,  and  this 
occurs  even  in  the  fulminating  case. 

Creatinuria  as  an  index  of  muscle  destruction 
is  present  to  a significant  degree  in  most  cases 
of  dermatomyositis.  With  an  increase  in  excre- 
tion of  creatine  there  is  a corresponding  decrease 
in  urinary  excretion  of  creatinine.  Significant 
creatinuria  may  occur  in  systemic  lupus. 

The  high  incidence  of  cardiac  involvement  in 
dermatomyositis  is  not  surprising  in  view  of  the 
fact  that  the  myocardium  is  skeletal  muscle. 
Consequently  various  bizarre  electrocardiogra- 
phic changes  are  commonly  present,  the  heart  is 
often  enlarged,  and  evidence  of  congestive  heart 
failure  may  be  prominent  early. 

Involvement  of  laryngeal  and  respiratory 


musculature  often  results  in  dysphonia,  hoarse- 
ness, dyspnea,  and  difficulty  in  coughing.  Pul- 
monary infiltrates  are  seen  but  do  not  fit  a classic 
form. 

Gastrointestinal  ulceration  with  hemorrhage 
and  perforation  may  occur  as  a result  of  intimal 
thickening  and  thrombosis  of  small  submucosal 
arteries  anywhere  from  the  esophagus  to  the  rec- 
tum. Involvement  of  the  striated  musculature 
of  the  esophagus  may  cause  dysphagia. 

Genitourinary  involvement,  as  indicated  by 
hematuria  and  azotemia,  occurs  but  is  a rarity. 

Cerebral  involvement  may  be  seen,  although 
this  too  is  uncommon.  When  it  is  present,  men- 
tal confusion,  disorientation,  and  hallucinations 
may  be  elicited. 

Generalized  lymphadenopathy  has  been  re- 
ported as  well  as  signs  of  extraocular  muscle  in- 
volvement. 

I do  not  believe  that  dermatomyositis  should 
be  seriously  considered  in  our  differential  diag- 
nosis, but  certainly  the  possibility  must  be  enter- 
tained. In  a given  case,  as  in  ours,  if  there  is 
significant  involvement  of  the  arterial  system, 
the  picture  may  be  bizaare.  Muscle  weakness 
and  tenderness  were  clearly  described,  but  there 
was  no  evidence  of  contractures.  Also  muscle 
swelling  and  edema  were  conspicuous  by  their 
absence.  Cardiac  manifestations  were  late  in 
appearance,  and  there  was  no  apparent  involve- 
ment of  the  laryngeal  or  respiratory  musculature. 
In  our  case  there  was  obvious  involvement  of 
the  kidneys  and  ulceration  of  the  gastrointestinal 
tract.  These  are  compatible  with  the  diagnosis 
of  dermatomyositis,  although  they  are  a rarity. 
Dysphagia  was  not  present.  It  is  difficult  to 
explain  hepatic  involvement  on  this  basis  to  the 
extent  that  appears  to  be  present  in  our  case. 
Likewise,  ascites  is  not  a manifestation  of  der- 
matomyositis.  Finally,  the  absence  of  a positive 
muscle  biopsy  in  this  case  is  strong  evidence 
against  the  diagnosis.  Since  a twenty-four-hour 
urinary  creatine  determination  was  not  done,  one 
cannot  further  comment  on  this  point,  except  to 
suspect  that  this  condition  was  not  seriously  con- 
sidered by  the  house  staff  in  attendance. 

The  second  condition  that  I shall  discuss  is 
systemic  lupus  erythematosus  (S.L.E.).  This  is 
characterized  by  a prolonged  clinical  course  dis- 
tinguished by  remissions  and  exacerbations. 
However,  a smaller  group  of  cases  run  a ful- 
minating course.  If  our  case  were  one  of  S.L.E., 
once  again  it  would  fit  into  this  smaller  group  of 
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cases.  One  of  the  prominent  features  of  the 
majority  of  cases  of  S.L.E.  is  the  multitude  of 
serum  protein  abnormalities,  among  them  being 
that  protein  responsible  for  the  formation  of  the 
lupus  erythematosus  cell,  which  distinguishes 
this  disease  from  others  in  the  collagen  group. 

The  pathologic  changes  observed  in  this  condi- 
tion are  found  in  the  alteration  in  appearance  and 
staining  qualities  of  collagen  fibers.  There  may 
be  a paucity  of  gross  anatomic  lesions  at  autopsy, 
even  in  those  cases  with  a fulminating  clinical 
course.  Among  the  few  typical  lesions  are  the 
verrucous  endocardial  changes  described  by  Lib- 
man  and  Sacks,  the  wire  loop  lesions  in  the  kid- 
ney, periarterial  fibrosis  in  the  spleen,  and  focal 
lesions  in  the  myocardium  and  pericardium.  The 
typical  arterial  lesion  is  one  of  subendothelial 
fibrinoid  necrosis  with  proliferation  of  fibroblasts 
but  only  slight  inflammatory  reaction.  Ter- 
minally there  is  often  diffuse  glomerulonephritis. 

Clinically  S.L.E.  is  a disease  of  women  in  the 
childbearing  age  group,  with  80  to  90  per  cent  of 
all  cases  found  in  the  female.  The  clinical  pic- 
ture may  var\r  greatly.  In  the  classic  case  there 
is  little  difficulty  with  recognition.  In  others 
the  course  may  be  fulminating,  leading  to  a 
fatal  outcome  in  a few  weeks.  We  will  not  dis- 
cuss the  usual  chronic  form  of  the  disease,  as  it 
has  no  bearing  on  the  case  under  discussion.  In 
the  fulminating  cases  a high  fever  is  invariably 
present,  a classic  butterfly  erythema  may  be 
noted,  and  a history  of  photosensitivity  is  often 
elicited.  The  patient  is  toxic,  weak,  and  ano- 
rexic. A prominent  manifestation  will  often  be 
that  of  polyarthritis  or  polyarthralgia.  This  is 
frequently  debilitating.  Muscle  pain  and  tender- 
ness is  also  prominent,  but  this  usually  accom- 
panies polyarthritis. 

Symptoms  due  to  the  development  of  conges- 
tive heart  failure  are  often  prominent,  and  a 
pericardial  and/or  pleural  friction  rub  may  be 
heard.  Accumulation  of  fluid  in  one  or  more 
serous  cavities  is  another  common  feature. 
Generalized  lymphadenopathy  without  spleno- 
megaly is  an  early  manifestation.  Localizing  or 
diffuse  neurologic  manifestations  are  occasionally 
seen.  Anemia  is  invariably  present.  Leuko- 
penia is  usually  present,  although  occasionally 
leukocytosis  is  evident.  The  sedimentation  rate 
is  greatly  elevated.  Urinary  abnormalities  are 
frequent  and  include  albuminuria,  hematuria,  and 
cylindruria.  Azotemia  and  a nephrotic-like 
syndrome  are  not  uncommon.  Gastrointestinal 


manifestations  are  fairly  common,  although  evi- 
dence of  ulceration  is  rare.  Hepatomegaly  is 
not  a common  feature,  and  jaundice  is  unusual. 
Splenomegaly  occurs  in  15  to  20  per  cent  of  cases. 

Significant  laboratory  data,  in  addition  to  that 
already  mentioned,  include  a positive  lupus 
erythematosus  cell  test  in  80  to  90  per  cent  of 
cases  where  frequent  determinations  are  done  in 
the  previously  negative  individual  who  is  sus- 
pect. There  are  also  marked  alterations  in  the 
plasma  proteins  with  an  elevation  of  the  serum 
globulin.  Electrophoresis  reveals  the  globulin 
elevation  to  be  in  the  gamma-  and  alpha-2  frac- 
tions. As  a result  the  flocculation  tests  are 
often  in  the  positive  range.  There  are  certain 
features  in  our  case  which  are  compatible  with 
the  diagnosis  of  S.L.E.,  but,  taken  as  a whole,  I 
believe  it  falls  into  another  category. 

Periarteritis  nodosa  is  an  obliterative,  in- 
flammatory, vascular  disease  involving  chiefly 
medium-sized  and  small  arteries  and  arterioles. 
Periarteritis  nodosa  is  an  inadequate  descriptive 
term,  since  all  coats  of  the  vessel  are  involved  and 
since  nodules  may  or  may  not  be  present.  Poly- 
arteritis is  a more  exact  term.  The  condition  is 
rare,  with  fewer  than  600  cases  reported  in  the 
world  literature.  Males  are  more  frequently  in- 
volved, and,  although  it  can  occur  at  any  age,  50 
per  cent  of  patients  are  in  the  fourth  to  fifth  dec- 
ades. Reports  of  cures  are  infrequent.  The 
mortality  rate  is  as  high  as  90  to  95  per  cent. 
The  course  may  be  chronic,  but  in  a large  pro- 
portion of  the  cases  it  is  rapid  and  fulminating. 
The  etiology  is  unknown.  Rich  and  his  co- 
workers reproduced  the  typical  lesions  of  poly- 
arteritis in  sensitized  rabbits  with  horse  serum 
and  sulfonamides.  They  concluded  that  poly- 
arteritis is  a manifestation  of  anaphylactic  hy- 
persensitivity produced  by  widely  different  sen- 
sitizing antigens. 

The  pathologic  pattern  consists  of  an  inflam- 
matory infiltration  of  the  entire  thickness  of  the 
involved  artery  and  the  surrounding  supporting 
connective  tissue  stroma  with  polymorpho- 
nuclear neutrophils,  lymphocytes,  and  eosino- 
phils. The  medial  layer  of  the  vessel  is  par- 
ticularly involved.  With  involvement  of  the  in- 
tima  there  is  thickening  of  this  layer,  narrowing 
of  the  lumen,  and  often  secondary  thrombosis  and 
occlusion.  Necrosis  of  the  vessel  wall  may  also 
result  in  aneurysmal  dilatation.  These  may  rup- 
ture, causing  frank  hemorrhage  or  hemorrhagic 
extravasation.  Multiple  aneurysms  are  actually 
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found  in  only  10  per  cent  of  cases.  It  is  this 
pathologic  condition  to  which  the  syndrome 
owes  part  of  its  name,  nodosa.  As  a result  of 
these  pathologic  changes,  interference  with  the 
blood  supply  by  vascular  occlusion  causes  second- 
ary changes  in  the  various  organs  and  tissues 
characterized  by  necrosis,  infarction,  fatty  de- 
generation, etc.,  the  character  and  extent  of 
which  determine  the  symptoms,  signs,  and  chem- 
ical changes.  It  is  important  to  stress  that  heal- 
ing with  recanalization  does  occur,  and  in  a given 
patient  all  stages  of  arteritis  may  be  found. 

The  tissues  involved  in  order  of  frequency  in 
the  largest  reported  series  of  cases  were:  kidney 
(87  per  cent),  heart  (84  per  cent),  liver  (71  per 
cent),  spleen  (31  per  cent),  lungs  (25  per  cent), 
gastrointestinal  tract,  central  and  peripheral 
nervous  systems,  and  skin. 

Since  polyarteritis  is  a widespread  dissemi- 
nated disease  of  the  arteries,  and  the  arterial 
system  supplies  all  organs  and  living  tissues,  the 
symptoms  may  simulate  any  disease.  Almost 
any  symptom  or  set  of  symptoms  may  occur. 
These  may  vary  from  time  to  time,  and  this 
variation  may  further  confuse  the  clinical  picture. 
They  depend  entirely  on  the  stage  of  the  disease 
and  the  organs  involved.  The  course  is  variable. 
Many  cases  run  an  acute  fulminating  course  as 
did  the  case  presented  today;  others  may  be  sub- 
acute to  chronic. 

Generally  polyarteritis  creates  the  impression 
of  an  infectious  disease.  The  patient  is  acutely 
ill  and  toxic  and  has  a septic  fever  curve.  There 
is  usually  marked  and  progressive  weakness, 
rapid  emaciation,  chills,  and  headache.  Mus- 
cular pain  may  be  very  prominent  and  wide- 
spread. Numerous  symptoms  referable  to  the 
peripheral  or  central  nervous  system  may  be 
present,  such  as  paresthesia,  hyperesthesia,  hy- 
poesthesia,  numbness  and  tingling,  convulsions, 
confusion,  and  other  complaints,  suggesting  the 
possibility  of  peripheral  neuropathy  or  serious 
central  nervous  system  disease  such  as  a brain 
tumor.  The  patients  may  present  with  a wrist 
or  foot  drop  or  exhibit  the  clinical  picture  as- 
c.ribable  to  serious  cord  disease. 

Various  gastrointestinal  symptoms  may  pre- 
dominate, and  often  the  clinical  picture  presents 
itself  as  an  acute  gastrointestinal  emergency. 
There  is  a high  incidence  of  ulceration  of  the 
gastrointestinal  tract,  often  associated  with 
hemorrhage  and/or  perforation.  These  ulcera- 
tions may  involve  various  segments  of  the  in- 


testine. Because  of  this  involvement  and  also 
because  the  mesenteric  vessels  arc*  commonly 
involved,  abdominal  pain  may  be  prominent. 

There  may  be  ascites  and  other  stigmata  sug- 
gesting involvement  of  the  liver.  Jaundice  is 
not  a common  feature,  however,  being  recorded 
in  only  12  per  cent  of  the  largest  series  of  re- 
ported cases. 

The  most  prominent  clinical  manifestations 
are  apparently  those  referable  to  the  kidney  and 
heart,  in  addition  to  the  liver.  The  original  or 
final  misdiagnosis  is  often  acute  nephritis  or 
chronic  glomerulonephritis.  The  urine  invari- 
ably contains  albumin,  pus,  red  blood  cells 
(gross  or  microscopic),  and  all  variety  of  casts, 
including  hyaline,  granular,  and  red  blood  cell 
casts.  Azotemia  may  be  significant,  and  the 
uremic  manifestations  may  overshadow  all 
others.  Angina  or  symptoms  and  signs  of  con- 
gestive heart  failure  are  often  present.  The 
coronary  arteries  are  infrequently  occluded  al- 
though often  involved.  The  vessels  of  the  myo- 
cardium are  frequently  involved,  and  the  clinical 
picture  may  mimic  that  of  coronary  artery  dis- 
ease, myocarditis,  pericarditis,  or  pancarditis. 

Hypertension  is  a prominent  feature,  being 
present  in  the  majority  of  cases.  However,  the 
blood  pressure  elevation  may  be  variable,  it  may 
be  normal,  it  may  be  elevated  and  subsequently 
return  to  normal  levels,  or  it  may  progressively 
increase.  The  clinical  picture  may  mimic  that 
often  associated  with  malignant  hypertension  or 
so-called  essential  hypertension  of  severe  degree. 
Joint  manifestations  are  uncommon. 

Any  variety  of  skin  lesion  may  be  present  at  a 
given  time.  Ulcerations  of  the  skin  may  develop 
as  in  indication  of  involvement  of  the  cutaneous 
arterioles.  Purpura  or  petechiae  occurred  in  27 
per  cent  of  cases  in  the  largest  reported  series 
and  was  the  most  common  dermatologic  mani- 
festation. 

The  most  prominent  laboratory  findings  other 
than  those  already  described  include  leukocy- 
tosis with  a polynucleosis,  occurring  in  the  ma- 
jority of  cases,  anemia,  elevation  of  the  sedimen- 
tation rate,  laboratory  evidence  of  hemorrhage 
or  uremia,  and  eosinophilia  in  one  third  of  the 
cases.  Laboratory  evidence  of  deranged  hepatic 
function  may  be  present.  Hyperglobulinemia 
is  an  uncommon  finding.  A false  positive  sero- 
logic test  for  syphilis  is  a rarity.  Electrocardio- 
graphic abnormalities  are  common  if  studied 
serially. 
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Biopsy  of  a subcutaneous  nodule  or  in  its  ab- 
sence muscle  biopsy  may  establish  the  diagnosis. 
The  absence  of  a positive  biopsy,  however,  by 
no  means  rules  out  the  diagnosis. 

In  the  light  of  what  I have  said,  let  us  return 
to  the  case  presented  for  our  consideration. 
After  first  reading  the  protocol  my  first  impression 
was  that  we  were  dealing  with  a widespread  dis- 
seminated disease  and  that  polyarteritis  was  the 
most  likely  diagnosis.  Careful  evaluation  of 
the  case  strengthens  my  original  impression. 
In  fact,  I believe  our  case  represents  a classic 
example  of  polyarteritis  of  the  fulminating 
variety. 

The  individual  was  forty-two  years  of  age,  and 
the  total  course  of  his  disease  was  nine  weeks 
long.  Progressive  muscular  weakness  with  pain 
of  the  extremities  was  an  early  complaint. 
Paresthesia  was  suggested  early,  and  skin  hy- 
peresthesia was  present  on  admission.  Later 
in  the  course  of  hospitalization  mental  confusion 
was  evident  with  some  disorientation.  Anorexia 
led  to  a 20-pound  weight  loss,  which  was  evident 
on  admission.  Lymphadenopathy  was  noted 
along  with  numerous  superficial  ulcerations  of  the 
skin  of  the  thorax  and  abdomen.  These  may 
have  been  due  to  involvement  of  cutaneous  ar- 
terioles. Terminally  a generalized  purpuric 
eruption  developed,  the  most  common  skin 
manifestation  of  pol3rarteritis.  The  abdomen 
was  suggestively  distended  on  admission,  and 
later  obvious  ascites  developed.  There  was 
hepatomegaly  and  chemical  evidence  of  consid- 
erable derangement  of  liver  function  with  an 
inverted  albumin-globulin  ratio,  low  total  and 
esterified  cholesterol,  increased  alkaline  phos- 
phatase, and  hypoprothrombinemia  unrespon- 
sive to  parenteral  vitamin  K.  Hypertension  was 
present  on  admission  and  persisted  for  four  days. 
Evidence  of  considerable  renal  involvement  was 
noted.  Albuminuria,  hematuria,  and  casts  were 
present  in  a urine  with  low  specific  gravity. 
Azotemia  was  present  and  increased.  The  pye- 
logram  did  not  visualize.  There  was  an  anemia 
and  a persistent  leukocytosis  and  polynucleosis. 
A gastrointestinal  series  demonstrated  an  ulcer, 
although  there  was  no  past  history  of  one,  and 
the  patient  was  bleeding  gastrointestinally. 
The  patient’s  course  was  fulminating  and  toxic. 
Terminally  he  developed  evidence  of  congestive 
heart  failure. 

I believe  this  case  is  typical  of  an  uncommon 
disease,  polyarteritis,  in  its  usual  form. 


Diagnoses 

Clinical.- — Polyarteritis  nodosa. 

Dr.  Bruno. — Polyarteritis  with  widespread  in- 
volvement of  all  viscera. 

Anatomic. — Polyarteritis  nodosa,  fibrinous 

pericarditis,  and  portal  cirrhosis. 

Pathologic  Report 

Dr.  Norm  ax  S.  Cooper:  Autopsy  revealed 
three  significant  diseases.  The  one  probably 
responsible  for  the  patient’s  hospitalization  was 
polyarteritis  nodosa.  Most  of  the  lesions  were 
fairly  acute.  They  showed  extensive  infiltration 
of  the  walls  of  small  and  medium-sized  arteries 
by  neutrophils  and  mononuclear  cells,  usually 
with  areas  of  necrosis  in  the  arterial  wall.  One 
or  two  healing  lesions  were  found.  As  is  charac- 
teristic of  this  disease,  the  lesions  were  focal. 
They  were  found  in  focal  areas  along  the  lengths 
of  some  vessels,  and  within  each  lesion  any  or  all 
coats  and  an}'  or  all  parts  of  the  circumference  of 
the  artery  might  be  affected.  The  fact  that  the 
lesion  is  not  purely  adventitious  has  led  us  to 
abandon  the  older  term  “periarteritis.” 

The  lesions  were  very  numerous  in  the  pan- 
creas and  kidneys.  Epicardial  arteritis  was 
demonstrated  and  may  have  accounted  for  the 
fibrinous  pericarditis  found  at  autospy.  How- 
ever, the  patient  had  uremia,  which  also  can 
cause  pericarditis.  A single  mild  lesion  was 
found  in  a small  pulmonary  artery  branch.  This 
is  the  characteristic  distribution  of  the  classic 
form  of  the  disease,  which  usually  is  associated 
with  fever,  hypertension,  and  peripheral  pete- 
chiae  in  the  small  intestinalmucosa  (this  may  have 
caused  the  guaiac  positive  stools,  although  no 
blood  was  found  in  the  bowel  lumen  at  autopsy) 
and  purpura  of  other  viscera  and  of  the  skin. 

The  kidneys,  in  addition  to  extensive  arteri- 
tis, showed  marked  acute  diffuse  glomerulone- 
phritis. According  to  Zeek  and  co workers,  this 
lesion  is  not  often  found  in  association  with  the 
form  of  the  disease  which  the  present  patient 
had.1-2  It  must  be  noted,  however,  that  acute 
glomerulonephritis  is  rather  uncommon  in  this 
patient’s  age  group.  We  cannot  be  certain  that 
these  two  diseases  were  unrelated.  It  is  inter- 
esting that  the  patient’s  admission  urine  was 
negative  but  that  blood  and  albumin  appeared 
about  twelve  days  before  death.  This  time  in- 
terval is  quite  compatible  with  the  histologic  ap- 
pearance of  the  glomeruli,  and  it  is  very  probable 
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that  the  urinary  findings  were  a direct  result  of 
the  glomerulonephritis  rather  than  of  the  ar- 
teritis. 

The  patient’s  third  disease,  which  was  quite 
independent  of  and  probably  considerably  older 
than  the  other  two,  was  portal  cirrhosis  of  the 
liver.  This  may  have  accounted  for  some  of  the 


alterations  in  blood  chemistry  but  probably  did 
not  contribute  to  the  patient’s  terminal  illness. 
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Preparation  for  Aging  Must  Begin  Early 


Preparation  for  aging  should  begin  in  the  “prime  of 
life,”  a seventy-two-year-old  North  Carolina  physi- 
cian said. 

Every  doctor  should  try  to  train  his  middle-aged 
and  even  younger  patients  to  cultivate  proper  habits 
of  eating,  sleeping,  exercise,  recreation,  work,  and 
mental  hygiene,  Dr.  Wingate  M.  Johnson,  Winston- 
Salem,  said  in  the  August  24  Journal  of  the  A merican 
Medical  Association. 

His  article  on  the  relationship  of  the  doctor  to  his 
aging  patient  is  the  first  in  a series  on  various  aspects 
of  aging,  published  under  the  auspices  of  the  A.M.A. 
committee  on  aging. 

Dr.  Johnson,  a member  of  the  committee  and  a 
professor  at  Bowman-Gray  School  of  Medicine, 
listed  seven  rules  of  conduct  he  devised  for  himself 
some  years  ago.  These  rules  have  helped  some  of 
his  patients  and  friends  grow  old  with  a “reasonable 
degree  of  complacency,”  he  said.  They  are: 

1.  Recognize  that  the  mind  should  be  at  its  best 
when  a person  is  about  forty  years  old  and  should 
continue  to  be  efficient  to  the  age  of  seventy  or  more. 
Organic  changes  in  the  brain  do  not  necessarily 
parallel  mental  changes.  The  mind  which  is 
properly  trained  does  not  lose  its  elasticity,  and  con- 
stant use  of  the  brain  helps  to  keep  it  efficient. 

2.  Avoid  becoming  an  “old  fogy”  by  frequent 
association  wfith  young  people.  Prepare  for  occa- 
sional shocks,  but  try  to  understand  youth’s  view- 
point. 


3.  Learn  to  delegate  authority  and  to  unload 
responsibility  upon  younger,  more  enthusiastic 
shoulders. 

4.  Cultivate  wide  interests.  Learn  new  uses  for 
hands  and  brain,  and  exchange  more  strenuous 
amusements  for  others  less  arduous. 

5.  Keep  in  touch  with  old  friends  and  make  new 
ones  to  avoid  loneliness. 

6.  Cultivate  equanimity — the  mental  poise  that 
keeps  one  from  being  unduly  elated  or  depressed. 
Keep  a proper  balance  between  emotion  and  reason. 

7.  Cultivate  the  habit  of  looking  forward  rather 
than  backward. 

Dr.  Johnson  noted  that  the  doctor  must  help  his 
older  patient  face  his  aging  process.  The  oldster’s 
attitude  may  be  resentful,  resigned,  or  realistic. 
The  doctor  can  help  foster  the  correct  attitude  by 
being  sympathetic,  sincere,  and  sensible. 

“Many  of  the  most  unpleasant  traits  of  adoles- 
cence and  old  age  have  a common  basis — the  desire 
to  belong.  . . . The  adolescent  wants  to  achieve 
recognition  as  a useful  member  of  society;  the  old- 
ster wants  to  retain  that  recognition.  The  doctor 
can  help  the  older  patient’s  morale  by  showing  a 
genuine  interest  in  him  and  his  environment,”  he 
said. 

A doctor  needs  to  be  more  than  just  a doctor  to 
an  aging  patient  ; he  must  be  “guide,  philosopher, 
and  friend,”  Dr.  Johnson  concluded. 
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Spontaneous  Rupture  of  the  Pregnant  Uterus 

GEORGE  D.  ANDERSON,  M.D.,  F.  DONALD  NAPOLITANI,  M.D.,  AND 
STANLEY  FRIEDMAN,  M.D.,  MOUNT  VERNON,  NEW  YORK 


( From  the  Department  of  Obstetrics  of  the  Harlem  Hospital) 


e were  fortunate  in  recently  having  the  op- 
portunity of  observing  a case  of  spontaneous 
rupture  of  the  uterus  through  the  longitudinal  scar 
of  a previous  cesarean  section.  This  case  may  cast 
some  light  on  the  comparative  strengths  of  trans- 
verse and  longitudinal  scars,  because  at  the  original 
section  both  incisions  were  utilized. 

Case  Report 

The  patient,  a sixteen-year-old  para  1 gravida  2, 
was  admitted  in  her  thirty-eighth  week  of  gestation 
in  preparation  for  a secondary  elective  cesarean 
section.  She  had  had  one  previous  pregnancy  two 
years  before  which  had  been  terminated  by  a cesar- 
ean section  for  cephalopelvic  disproportion.  The 
remainder  of  her  history  was  normal. 

Examination  revealed  a well-developed  female, 
not  in  labor.  The  heart  and  lungs  were  normal. 
The  fundus  of  the  uterus  extended  to  two  finger- 
breadths  below  the  zyphoid  process.  The  fetal 
heart  was  heard  in  the  left  lower  quadrant,  and  its 
rate  was  140  per  minute.  The  fetal  head  was 
floating  above  the  pelvic  brim.  On  rectal  examina- 
tion the  cervix  was  closed  and  uneffaced;  the 
presenting  part  could  not  be  felt. 

A routine  workup  was  ordered  prior  to  an  elective 
cesarean  section.  During  her  third  day  in  the  hos- 
pital, however,  the  patient  was  awakened  from 
sleep  by  a severe,  lower  abdominal  pain  lasting  al- 
most five  minutes.  Following  this  she  had  uterine 
contractions  at  five-minute  intervals.  Examination 
at  this  time  revealed  an  irregularly  shaped  abdomen 
with  a large,  soft,  fluctuant  mass  above  the  bladder. 
Directly  above  and  behind  this  mass  a longitudinal 
defect  approximately  10  cm.  in  length  was  felt  in 
the  anterior  uterine  wall.  The  fetal  heart  was  un- 
changed, and  the  patient’s  pulse  and  blood  pressure 
were  normal. 

A diagnosis  of  a ruptured  uterus  was  made,  and 
immediate  laparotomy  was  performed.  On  opening 
the  peritoneum  the  fetus  was  seen  lying  in  the 
abdominal  cavity  with  the  membranes  still  intact 
(Fig.  1).  The  only  part  of  the  fetus  still  in  the 
uterine  cavity  was  the  vertex.  The  membranes 
were  ruptured,  and  a live  male  infant  weighing 


5 pounds,  7Va  ounces  was  delivered  from  the 
abdominal  cavity.  The  placenta  was  manually 
removed  from  the  uterus.  It  could  then  be  seen 
that  a previous  longitudinal  scar  of  the  upper 
uterine  segment  had  completely  opened.  The  edges 
were  even,  as  in  a fresh  incision,  and  there  was 
virtually  no  bleeding  from  them.  There  was  no 
evidence  of  a previous  transverse  incision.  The 
wound  was  closed  in  three  layers  after  freshening  its 
edges.  The  postoperative  course  was  uneventful, 
and  the  patient  was  discharged  with  her  baby  on 
the  tenth  postoperative  day. 

A review  of  the  patient’s  old  chart  showed  that 
she  had  been  admitted  during  her  first  pregnancy  in 
active  labor  at  term.  X-ray  pelvimetry  then 
revealed  a true  conjugate  of  11.3  cm.  and  a trans- 
verse diameter  of  the  inlet  of  11.4  cm.  After 
thirty-three  hours  of  labor  a cesarean  section  was 
performed  for  cephalopelvic  disproportion.  At 
section,  delivery  through  a transverse  incision  in  the 
lower  uterine  segment  was  unsuccessful,  because  the 
uterus  was  tightly’'  contracted  about  the  fetus,  and 
the  fetal  head  was  deeply  wedged  into  the  pelvis. 
A longitudinal  incision  from  the  middle  of  the 
transverse  incision  into  the  upper  uterine  segment 
was  then  done,  and  a live,  7 pound,  6 ounce  infant 
was  delivered  through  the  resulting  inverted  T- 
shaped  incision.  The  vertical  incision  was  repaired 
in  three  layers,  the  transverse  incision  in  two  layers, 
and  the  entire  area  was  peritonealized.  The  post- 
operative course  was  uneventful. 

Reports  on  the  incidence  of  ruptured  uteri 
following  the  different  types  of  cesarean  sections 
vary.1-3  Eastman4  has  pointed  out  that  the 
incidence  of  ruptures  through  a transverse  scar  will 
naturally  be  higher  in  areas  where  this  operation  is 
routine.  Where  classical  cesarean  sections  are  done 
routinely,  the  incidence  of  ruptures  through  a longi- 
tudinal scar  would  be  high.  Falls5  reported  his 
experiences  in  500  cesarean  sections,  half  done  with 
the  transverse  cervical  incision  and  half  with  the 
classical  incision.  He  found  only  one  subsequent 
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Fid.  1.  Lines  AB  and  XY  represent  incisions  at  first  cesarean  section.  Third  drawing  (c)  represents  opened 
abdomen  revealing  amniotic  sac  intact  with  fetus  in  situ  and  rupture  existing  from  X to  Y. 


rupture  in  the  entire  series;  this  was  through  a scar 
of  a classical  incision.  He  concluded  that  the  cer- 
vical cesarean  section  had  no  advantage  over  the 
classical  operation.  In  discussing  this  paper, 
however,  Greenhill,* 1 2 3 4 5 6  Marshall,7  and  Cosgrove8  all 
held  the  firm  opinion  that  the  transverse  cervical 
incision  was  followed  by  far  fewer  ruptures  than  the 
classical  incision. 

We  are  well  aware  that  one  case  cannot  resolve 
this  difference  of  opinion.  In  this  one  case,  how- 
ever, all  factors  relating  to  wound  healing  and 
tensile  strength  were  equal.  It  is  clearly  seen  that 
as  far  as  these  factors  are  concerned,  the  transverse 


cervical  incision  is  superior  to  the  classical  incision. 

We  wish  to  thank  Dr.  A.  Charles  Posner,  director  of  the 
Department  of  Obstetrics  of  the  Harlem  Hospital,  for  his 
suggestions  in  preparing  this  report. 
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Addisons  Disease  with  Features  Simulating  Lymphoblastoma 

DAVID  H.  APPELMAN,  M.D.,  F.A.C.P.,  BROOKLYN,  NEW  YORK 


/ e have  recently  observed  a patient  with  severe 
Addison’s  disease  and  associated  generalized 
lymphadenopathy  and  eosinophilia.  Following 
treatment  of  the  Addison’s  disease,  the  lymphad- 
enopathy and  eosinophilia  disappeared.  This  case 
is  reported  because  it  deals  with  the  interesting  rela- 
tionship between  the  adrenal  cortex,  hemopoietic, 
and  lymphatic  systems. 

Case  Report 

A twenty-four-year-old,  white  male  entered  the 
hospital  on  March  28,  1949.  His  illness  was  of 
four  months  duration  and  consisted  of  increasing 
weakness,  easy  fatigability,  a 10-pound  weight  loss, 
fainting  spells,  and  disturbances  in  gastrointestinal 
function,  including  anorexia,  nausea,  and  vomiting. 
On  the  day  of  admission  he  had  visited  his  physician 
because  of  abdominal  pain  and  diarrhea  with  four 
to  five  watery,  loose  stools  a day.  Following  a 
prick  of  the  finger  for  a blood  count  he  collapsed  and 
remained  unconscious  for  one  hour.  The  past 
history  revealed  that  impairment  of  hearing  had  been 
present  since  childhood  and  that  he  had  been  sub- 
ject to  asthmatic  bronchitis  as  a youngster. 

Physical  examination  revealed  a thin,  twentv- 
four-year-old,  white  male  appearing  chronically  ill 
but  in  no  acute  distress.  There  was  diffuse  in- 
creased pigmentation  of  the  skin  with  numerous 
black-brown  spots  and  hyperpigmentation  of  the 
creases  of  the  palms  and  the  genitals.  His  blood 
pressure  was  85/60,  and  pulse,  80  beats  per  minute. 
There  was  tenderness  in  the  right  costovertebral 
angle  (Rogofif’s  sign).  The  results  of  the  rest  of  the 
physical  examination  were  normal.  There  was  no 
lymphadenopathy  and  the  spleen  was  not  palpable. 

The  urine  on  admission  was  negative.  The 
hemoglobin  was  12.4  Gm.,  erythrocytes  4,150,000, 
leukocytes  7,000,  with  52  per  cent  polymorphonu- 
clears  of  which  2 per  cent  were  band  forms,  45  per 
cent  lymphocytes,  2 per  cent  monocytes,  and  1 per 
cent  eosinophils.  The  erythrocyte  sedimentation 
rate  (Cutler  Method)  was  8 mm.  in  one  hour,  and 
the  hematocrit  (Wintrobe  method)  was  52  per  cent. 
The  fasting  blood  sugar  was  100  mg.  per  cent,  urea 
nitrogen  15.3  mg.  per  cent,  chlorides  81  mEq.  per 
liter,  sodium  127  mEq.  per  liter,  carbon  dioxide 
combining  power  36  volumes  per  cent,  and  the  total 
protein  was  6.9  Gm.  per  cent  with  4.3  Gm.  of  albu- 
min and  2.6  Gm.  of  globulin.  The  urinary  17- 
ketosteroids  were  3.2  mg.  in  twenty-four  hours. 
The  Robinson-Kepler-Power  water  test  was  positive. 
The  night  volume  of  urine  was  200  cc.,  and  the  larg- 
est single  day  volume  was  40  cc.  The  constant  A 
(a  value  based  upon  the  measurement  of  changes  in 
blood  and  urinary  urea  and  chloride  in  the  Robinson- 
Kepler-Power  water  test)  was  calculated  to  be  6.2. 
A chest  roentgenogram  showed  the  heart  to  be  small 


and  was  negative  for  tuberculosis,  as  was  a roent- 
genogram of  the  adrenal  areas  for  calcification. 
Smears  and  cultures  of  the  sputum  were  repeatedly 
negative  for  acid-fast  organisms,  as  were  gastric 
washings.  An  electrocardiogram  showed  low  volt- 
age and  a P-R  interval  of  0.18  second. 

The  patient  received  glucose  and  saline  intra- 
venously, additional  salt  by  mouth,  daily  intra- 
muscular injections  of  5 mg.  of  desoxycorticosterone 
and  5 cc.  of  adrenal  cortical  extract  intramuscularly 
two  to  four  times  daily  with  satisfactory  clinical  re- 
sults. With  the  improvement,  the  adrenal  cortical 
extract  was  discontinued.  During  the  fifth  week  of 
his  hospital  stay,  while  receiving  a daily  mainte- 
nance dose  of  5 mg.  of  desoxycorticosterone,  it  was 
noted  that  the  patient  had  a palpable  spleen,  lym- 
phadenopathy, and  eosinophilia.  Scattered  cer- 
vical lymph  nodes,  about  2 by  2 by  2 cm.,  were  pres- 
ent bilaterally.  Axillary  nodes,  about  3 by  2 by  2 
cm.  were  also  present  bilaterally.  These  were  hard, 
round,  discrete,  and  tender.  Several  nodes  were 
present  in  both  inguinal  regions.  These  were  some- 
what fixed  and  matted  together.  The  white  blood 
cell  count  was  5,800,  with  48  per  cent  segmented 
neutrophils,  17  per  cent  eosinophils,  34  per  cent 
lymphocytes,  and  1 per  cent  monocytes. 

The  marked  lymphadenopathy,  palpable  spleen, 
eosinophilia,  and  lymphocytosis  led  to  the  impres- 
sion that  his  patient  might  also  have  a lympho- 
blastoma or  blood  dyscrasia.  Accordingly,  bone 
marrow  study,  lymph  node  biopsy,  repeated  periph- 
eral blood  studies,  and  hematologic  consultation 
were  requested.  Repeated  peripheral  blood  studies 
showed  persistent  eosinophilia  ranging  from  7 to  20 
per  cent  of  the  white  blood  cell  count.  Biopsy  of  an 
inguinal  lymph  node  showed  benign  follicular  hyper- 
plasia. The  sternal  marrow  revealed  a granulocyte- 
erythrocyte  ratio  of  80 : 20,  and  the  differential  count 
was  2 per  cent  myeloblasts,  25  per  cent  myelocytes, 
15  per  cent  metamyelocytes,  15  per  cent  staff 
neutrophils,  20  per  cent  segmented  neutrophils,  and 
23  per  cent  eosinophils.  The  hematologic  opinion 
read:  “Peripheral  and  bone  marrow  studies  reveal 
the  presence  of  moderate  eosinophilia.  Otherwise, 
hematologic  pattern  is  within  normal  limits.  Plate- 
lets and  megakaryocytes  are  adequate.”  A test  for 
heterophilic  antibody  was  negative.  After  several 
days  the  spleen  was  no  longer  palpable.  It  now 
seemed  apparent  that  the  lymphadenopathy,  eo- 
sinophilia, and  lymphocytosis  were  due  to  the 
adrenal  insufficiency  rather  than  to  any  lympho- 
blastoma. The  patient  was  given  5 cc.  of  adrenal 
cortical  extract  intramuscularly  four  times  daily, 
that  is,  a total  daily  dose  of  20  cc.,  to  determine  if 
adequate  complete  substitution  therapy  would 
ameliorate  the  lymphadenopathy  as  well  as  the 
eosinophilia.  Treatment  was  begun  on  May  30 
and  completed  on  the  morning  of  June  6.  Table  I 
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TABLE 

I. — Coohsf,  During  Therapy 

Total 
White  Cell 

Eosinophils 

Lymphocytes 

Monocytes 

Basophils 

Neutrophils 

(Per  Cent) 

Date 

Count 

(Per  Cent) 

(Per  Cent) 

(Per  Cent) 

(Per  Cent) 

Mature 

Band 

May  25 

5,600 

20 

42 

4 

1 

30 

3 

May  26 

5,800 

19 

41 

2 

0 

36 

2 

May  27 

5,500 

16 

36 

2 

0 

46 

0 

May  28 

5,600 

13 

39 

3 

1 

44 

0 

May  31 

5,600 

12 

35 

2 

0 

51 

0 

June  1 

5,800 

9 

39 

4 

0 

48 

0 

June  2 

5,800 

9 

38 

] 

0 

52 

0 

June  3 

5,600 

10 

35 

2 

0 

53 

0 

June  4 

5 , 600 

8 

41 

2 

0 

49 

0 

June  6 

5,400 

7 

37 

3 

0 

53 

0 

June  7 

5,400 

a 

43 

3 

0 

43 

0 

June  8 

5,600 

16 

43 

4 

0 

37 

0 

June  9 

5,400 

17 

39 

2 

0 

42 

0 

June  10 

5 , 600 

17 

38 

2 

0 

43 

0 

June  13 

5,600 

15 

39 

1 

0 

45 

0 

shows  that  he  demonstrated  the  highest  degree 
(20  per  cent)  of  eosinophilia  five  days  before  the 
adrenal  cortical  extract  was  started,  and  that  the 
eosinophilia  decreased  to  7 per  cent  on  the  last  day 
of  therapy.  It  rose  again  to  17  per  cent  five  days 
after  cessation  of  treatment.  The  size  of  the  lymph 
nodes  decreased  with  therapy.  Examination  two 
weeks  later  failed  to  reveal  any  residual  lym- 
phadenopathy. 

Comment 

Many  observers  have  noted  a relationship  be- 
tween the  lymphatic  system  and  the  endocrine  sys- 
tem. The  relationship  between  the  thyroid  gland 
and  the  lymphatic  organs  has  been  recognized  for  a 
long  time.1'"4  Levy  and  Levin6  observed  a patient 
with  severe  thyrotoxicosis  and  generalized  lym- 
phadenopathy  so  marked  that  the  initial  impression 
was  lymphoblastoma.  Following  thyroidectomy 
the  lymphadenopathy  disappeared  within  a short 
period  of  time.  Cecil  and  Loeb6  state  that  diffuse 
lymphoid  hyperplasia  is  a constant  finding  and  in- 
crease in  the  lymphocytes  of  the  circulating  blood  is 
frequent  in  prolonged  or  severe  hyperthyroidism. 
The  mechanism  of  this  relationship  between  the 
thyroid  gland  and  lymphatic  organs  is  not  yet  under- 
stood. It  has  been  suggested7  that  the  hyperplasia 
of  the  lymphoid  tissue,  so  frequently  found  in  hyper- 
thyroidism, might  be  compensatory  and  secondary 
to  injury  of  the  suprarenal  cortex  by  the  hyper- 
thyroid state.  It  is  possible  that  severe  hyper- 
thyroidism may  lead  to  a state  of  adrenal  cortical 
exhaustion  with  resulting  lymphadenopathy.  Git- 
man  et  al .*  reported  an  instance  of  adrenal  cortical 
insufficiency  due  to  hyperthyroidism. 

Hyperplasia  of  the  lymph  nodes  is  frequently 
seen  in  Addison’s  disease  without  any  specific  cause. 
Generalized  lymphoid  hyperplasia  is  commonly  seen 
in  adrenal  cortical  insufficiency,  just  as  lymphopenia 
is  characteristic  of  cortical  overactivity.  The  work 
of  Dougherty  and  White9  has  focused  attention  on 
the  destructive  effect  of  the  adrenal  cortical  hor- 


mones on  fixed  and  migratory  lymphoid  tissue  of  the 
body.  They10  produced  a decrease  in  the  size  of 
the  inguinal,  axillary,  and  mesenteric  lymph  nodes 
in  mice  by  injecting  pure  adrenotropic  hormone. 
They11  produced  similar  results  in  humans  following 
the  subcutaneous  injection  of  aqueous  adrenal  cor- 
tical extract.  The  most  active  adrenal  hormones  in 
this  respect  are  the  corticosterones  (oxygenated  at 
carbon-11).  In  the  patient  with  Addison’s  disease, 
marked  lymphoid  hypertrophy  with  palpable 
lymph  nodes  may  suggest  the  presence  of  a lym- 
phoma at  times.  This  can  be  eliminated  by  appro- 
priate hematologic  studies.  The  adrenal  cortical 
extract  used  in  our  patient  contained  enough  oxy- 
genated carbon-1 1 steroids  to  bring  about  reduction 
in  the  size  of  the  lymph  nodes. 

The  blood  picture  in  a patient  with  Addison’s  dis- 
ease, although  not  pathognomonic,  is  suggestive  of 
the  disease.  There  is  a marked  lymphocytosis  with 
lymphocytes  making  up  30  or  more  per  cent  of  the 
total  white  cell  count,  which  is  usually  low  (between 
5,000  and  8,000  per  cm.).  There  is  also  a tendency 
for  a moderate  eosinophilia.  The  direct  eosinophil 
count  usually  exceeds  the  normal  range  from  100  to 
250  cells  per  cm.  Of  63  cases  in  one  series12  68  per 
cent  showed  more  than  35  per  cent  lymphocytes  in 
the  peripheral  blood  smear.  In  Thorn’s13  series  of 
33  patients  with  classic  Addison’s  disease  the  mean 
value  of  circulating  eosinophils  was  327  (normal 
being  100  to  250  cells  per  cm.  by  direct  enumeration), 
ranging  from  94  to  1,840  cells  per  cm.  However, 
since  an  eosinophilia  is  so  commonly  encountered 
in  a wide  variety  of  disorders,  an  elevated  level  of 
circulating  eosinophils  cannot  be  considered  diagnos- 
tic. In  contrast,  a low  level  of  eosinophils,  i.e.,  50 
to  80  cells  per  cm.,  is  strong  evidence  against  the 
presence  of  adrenal  cortical  insufficiency.  Our 
patient’s  hemogram  was  fairly  characteristic  in  that 
he  showed  a subnormal  white  cell  count  of  5,600 
with  a lymphocytosis  of  42  per  cent  and  an  eosino- 
philia of  20  per  cent  while  receiving  desoxycorticos- 
terone  therapy  with  no  supplementary  adrenal  cor- 
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tical  extract  or  cortisone.  There  has  been  a gradual  eosinophiha  and  generalized  lymphadenopathv  so 


unfolding  of  the  relationship  between  the  circulating 
eosinophil  and  level  of  blood  lymphocytes  following 
the  injection  of  pituitary  adrenocorticotrophic  hor- 
mone. The  injection  of  aqueous  adrenal  cortical 
extract  produced  similar  lymphopenia  in  intact  or 
adrenalectomized  animals.  On  the  other  hand, 
desoxycorticosterone  did  not  bring  about  this  de- 
crease in  blood  lymphocytes  in  either  normal  or 
adrenalectomized  animals.  The  level  of  circulating 
eosinophils  could  be  similarly  affected.14-15  Patients 
with  adequate  cortical  function  show  a fall  in  eosino- 
phils following  ACTH:  those  with  Addison’s  dis- 
ease failed  to  show  this  response.  A striking  fall  in 
circulating  eosinophils  was  obtained  in  patients  with 
Addison’s  disease  when  cortisone  was  given,  but  no 
such  response  was  noted  with  desoxycorticosterone. 
Thus,  we  see  that  the  pituitary  is  an  important  fac- 
tor in  the  regulation  of  blood  eosinophils  and  lym- 
phocytes. This  effect  is  presumably  mediated 
through  the  adrenal  cortex,  which  is  stimulated  to 
secrete  11,17-oxysteroids. 

We  were  able  to  produce  a significant  fall  in  cir- 
culating eosinophils  (Table  I)  in  our  patient  with 
adrenal  cortical  extract  but  no  similar  accompanying 
fall  in  circulating  lymphocytes.  This  is  in  accord 
with  the  work  of  Forsham  and  his  co workers 15  who 
noted  that  the  fall  in  circulating  eosinophils  is  twice 
as  great  as  that  of  lymphocytes  and  concluded  that 
the  fall  in  circulating  eosinophils  is  a more  sensitive 
indicator  than  is  the  fall  in  lymphocytes.  We 
injected  adrenal  cortical  extract  which  may  have 
contained  only  enough  11,17-oxysteroid  type  of 
compound  to  bring  about  the  anticipated  reduction 
in  eosinophils  but  not  enough  for  the  less  sensitive 
lymphocyte  response. 

Summary 

A patient  with  Addison’s  disease  is  reported  with 


marked  that  a diagnosis  of  lymphoblastoma  was 
entertained.  After  therapy  of  the  Addison’s  dis- 
ease, the  lymphadenopathy  disappeared  and  the 
eosinophiha  diminished  within  a short  period  of 
time.  A possible  etiologic  mechanism  is  discussed 
in  the  light  of  studies  concerning  the  relationship 
between  the  lymphatic,  hemopoietic,  and  endocrine 
systems. 
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Asiatic  Influenza  Research 


Asiatic  influenza  that,  for  the  first  time,  recently 
hit  the  United  States  is  the  subject  of  a study  by 
Veterans  Administration  to  determine  whether 
ultraviolet  light  can  help  prevent  its  spread. 

The  pilot  project  is  functioning  at  the  VA  hospital 
in  Livermore,  California,  core  of  the  area  where  the 
disease  first  was  noted  in  the  United  States,  VA 
said  recently. 

The  Livermore  hospital  is  one  of  the  few  in  the 
nation  that  is  equipped  with  ultraviolet  fights. 

Dr.  Ross  McLean,  director  of  professional  services 
at  the  VA  hospital  in  Baltimore,  Maryland,  is  on 


temporary  duty  at  Livermore  as  coordinator  for 
the  study.  The  research  will  be  carried  out  by 
Dr.  Harrison  S.  Colfisi,  manager  of  the  Livermore 
hospital,  and  his  staff. 

Dr.  McLean  said  the  primary  aim  of  the  project  is 
to  learn  the  value  of  irradiating  indoor  areas  with 
ultraviolet  fight  as  a protection  against  influenza. 

“We  are  particularly  interested  in  determining  if 
the  Asian  influenza  virus  is  airborne  and,  if  so,  the 
effect  of  ultraviolet  irradiation  on  airborne  virus,” 
he  said. — Veterans  Administration  Information  Serv- 
ice 
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Cloaca!  Repair 


CHARLES  L.  WILLMARTH,  M.D.,  F.A.C.S.,*  GENEVA,  NEW  YORK,  CHARLES  DUPHA  REEVES,  M.D., 
F.A.C.S.,  NEWARK,  NEW  YORK,  AND  PHILIP  W.  SKINNER,  M.D.,  F.A.C.S.,  GENEVA,  NEW  YORK 

( From  the  Surgical  Service,  Geneva  General  Hospital ) 


T3ersistent  cloacal  residua  are  rare.  However, 
we  performed  satisfactory  surgery  in  a four-year- 
old  boy  who  was  born  with  imperforate  anus  and 
cloacal  tract. 

Case  Report 

The  patient  was  born  on  May  14,  1949,  and  in  the 
twenty-four  hours  after  the  delivery  he  had  his 
first  passage  of  fecal  matter  per  urethra.  It  was 
then  noted  that  this  boy  had  an  imperforate  anus. 
The  following  day  a rectal  incision  was  made  in  the 
area  believed  to  be  the  site  of  the  rectal  orifice. 
With  the  surgical  opening  made,  it  was  reported 
that  the  finger  was  introduced  adequately  into  the 
rectum  as  the  new  anus  was  made.  The  child 
remained  in  the  hospital  for  two  months  after  his 
birth  and  was  discharged  home.  Fecal  material 
continued  to  pass  per  urethra  and  through  the 
artificial  anal  opening. 

In  April,  1950,  the  boy  was  admitted  in  uremia  to 
another  hospital.  On  two  other  occasions  in  that 
year  he  was  admitted  to  another  hospital  for 
treatment  of  uremia.  These  episodes  of  uremia 
were  associated  with  pyelitis  and  marked  dehydra- 
tion. As  a result,  as  soon  as  symptoms  appeared 
in  subsequent  episodes,  infusions  were  given  imme- 
diately in  the  family  physician’s  clinic,  and  the  uremic 
episodes  and  pyelitis  were  adequately  handled. 
The  mother  was  instructed  on  the  manual  dilatation 
of  the  new  anal  orifice.  This  was  performed  most 
frequently  with  a No.  30  hard  rubber  catheter. 
The  anal  orifice  would  not  allow  the  insertion  of  the 
small  finger  most  of  the  time.  Dilatation  was  being 
performed  by  the  mother  three  or  four  times  a week 
when  the  patient  was  first  seen  by  us  in  the  fall  of 
1953.  In  spite  of  rectal  dilatations  the  feces  con- 
tinued to  also  pass  urethrally  on  urinating,  causing 
much  pain. 

The  most  severe  episode  of  uremia  was  in  1950  at 
which  time  this  child  was  admitted  to  a hospital 
with  pulmonary  edema,  a temperature  of  105  F., 
and  nonprotein  nitrogen  of  250  mg.  per  cent. 
With  excellent  medical  treatment  this  uremic  epi- 
sode was  combated  with  antibiotics  (streptomycin 
and  penicillin),  digitalis,  and  intravenous  fluids. 
At  that  time  a diagnosis  of  persistant  cloaca  in  the 
form  of  a recto-urethral  fistula  was  made  by  x-ray. 
Because  of  the  acute  nature  of  that  episode  recon- 
structive surgery  was  delayed. 

Our  early  outpatient  studies  consisted  of  an 
intravenous  urogram  which  revealed  normal  upper 
tract  with  good  function  and  no  trace  of  hydro- 


* Now  member  of  regular  USAF,  at  Lockland  Air  Force 
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Fig.  1.  Condition  of  anal  orifice  in  patient  at  the  time 
of  hospital  admission. 


nephrosis.  Cystoscopy  was  misleading  since  the 
bladder,  which  contained  much  feces,  did  not  dis- 
tend as  fluid  passed  into  it.  The  bladder  could  not 
be  evacuated  entirely,  and  the  fistulous  tract  could 
not  be  seen.  The  blood  urea  nitrogen  was  13  mg. 
per  cent,  and  nonprotein  nitrogen  was  32  mg.  per 
cent.  Urine  examination  revealed  innumerable 
white  blood  cells,  and  culture  was  reported  as 
Bacterium  coli.  The  boy  was  afebrile,  ambulatory, 
and  free  of  unusual  symptoms  for  the  previous  six 
months  except  for  the  excruciating  dysuria  associated 
with  the  passage  of  fecal  material  urethrally. 

The  modus  operandi  was  decided  to  be  first,  a 
transverse  colostomy  and  second,  adequate  cysto- 
scopic  evaluation. 

On  admission  this  young  boy  had  a deforming 
scar  which  was  the  present  anal  orifice  and  which  did 
not  admit  the  tip  of  the  little  finger.  This  orifice 
was  just  proximal  to  the  coccyx  and  retracted  below 
the  coccyx.  The  site  of  the  normal  anal  dimple 
was  noted  by  scratching  the  skin  of  this  region. 
There  appeared  to  be  no  reflex,  however.  Fig.  1 
is  schematic  of  the  existing  condition  at  the  time  of 
our  seeing  him. 

The  patient  was  admitted  on  November  13, 
1953,  and  placed  on  Sulfathalidine  0.5  Gm.  four 
times  a day.  On  November  14,  1953,  blood  urea 
nitrogen  was  27  mg.  per  cent,  and  nonprotein 
nitrogen  was  58  mg.  per  cent.  On  November  17, 
1953,  a tranverse  colostomy  was  performed.  Two 
days  later  the  colostomy  was  opened. 

Ten  days  after  transverse  colostomy,  on  November 
27,  1953,  cystoscopy  was  performed.  Under 

general  anesthetic  a number  12F  McCarthy  infant 
cystoscope  was  introduced  into  the  bladder.  The 
trigone  was  identified  as  normal,  and  the  ureteral 
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orifices  were  easily  identified.  The  floor  of  the 
bladder  appeared  to  be  normal  (proximal)  to  the 
trigone  but  sloped  distally  to  a narrow,  tunnel- 
like defect  which  protruded  right  into  the  large 
bowel. 

The  bladder  could  not  be  distended  fully  because 
fluid  could  not  be  retained  in  the  bladder  as  it 
passed  into  the  rectum.  Therefore,  the  true  con- 
formity of  the  bladder  could  not  be  ascertained,  but 
it  appeared  with  the  fluid  running  in  that  there  was 
a prolongation  of  the  bladder  into  the  rectal  pouch. 
There  did  not  appear  to  be  much  change  in  the  type 
of  mucosa  as  in  contrast  bladder  and  rectal  mucosa. 
The  mucosa  in  its  entirety  was  smooth  and  not 
trabeculated.  No  calculi,  tumors,  or  bleeding 
points  were  noted. 

Number  3F  catheters  were  passed  bilaterally  to 
17  cm.  Specimens  were  obtained  bilaterally  for 
microscopic,  culture,  and  sensitivity  tests.  A 
scout  kidney,  ureter,  and  bladder  film  was  taken 
which  showed  the  catheters  in  the  ureters  and  the 
proximal  ends  of  the  ureteral  catheters  curled  within 
the  renal  pelvis. 

An  attempt  was  made  to  give  phenolsulfonphtha- 
lein  intravenously  over  a period  of  five  minutes. 
This  was  not  accomplished,  and  during  this  pro- 
cedure evidently  some  phenolsulfonphthalein  had 
extravasated  into  the  subcutaneous  tissues  and  was 
appearing  in  both  ureteral  specimens  in  medium 
concentration.  This  gave  fair  indication  that  the 
proximal  tubules  were  within  normal  limitations 
and  functioning  to  a moderate  degree. 

Skiodan  was  injected  in  a retrograde  manner,  and 
a pyeloureterogram  was  taken  as  the  catheters  were 
withdrawn. 

Fifteen  days  after  colostomy,  on  December  2, 
1953,  exploratory  laparotomy  was  performed  with 
cystotomy,  division  of  the  recto-urethral  fistula,  and 
closure  of  the  rectum. 

The  advisability  of  employing  a pull-through  type 
of  procedure  for  the  rectosigmoid  to  establish  a new 
anal  orifice  was  considered.  The  child’s  general 
condition  did  not  justify  such  a procedure  at  that 
time.  However,  the  rectosigmoid  was  freed  well 
so  that  this  procedure  might  be  attempted  at  a 
later  date. 

A perineal  pull-through  of  the  rectum  was 
performed  on  December  11,  1953.  The  patient 
was  placed  in  lithotomy  position  and  the  perineum 
and  the  existing  perineal-rectal  opening  were  pre- 
pared and  draped  in  the  usual  manner.  A linear 
incision  was  made  in  the  median  raphe  from  the 
base  of  the  scrotum  posteriorly  to  the  existing 
perineal-rectal  opening.  This  incision  was  deepened 
carefully  to  the  subcutaneous  tissue,  and  an  anal 
sphincter  muscle  was  identified.  Dissection  was 
carefully  continued,  and  it  was  found  that  good 
anal  sphincter  muscles  were  present  together  with 
a good  perineal  body  including  transverse  perineal 
muscles.  After  these  had  been  identified  the  incision 
was  continued  posteriorly  enclosing  the  existing 
perineal-rectal  opening  between  elliptical  incisions. 
This  was  then  deepened  posterior  to  the  rectal 
opening  and  just  anterior  to  the  coccyx,  and  by 


sharp  and  blunt  dissection  the  pelvic  cavity  was 
opened  posterior  to  the  rectum.  Dissection  was 
then  continued  around  the  existing  fistulous  opening 
until  it  was  completely  freed  from  the  levator  ani 
muscles  and  the  perineal  body  anteriorly.  An 
opening  was  made  into  the  peritoneal  cavity  through 
the  anal  sphincter  muscle  and  the  bowel  drawn  out 
through  the  new  opening  in  the  anal  sphincters  for 
the  distance  of  about  three  inches. 

The  boy  was  discharged  on  the  eleventh  post- 
operative day  following  that  procedure  with  his 
colostomy  still  intact. 

At  no  time  during  his  four  procedures  of  this 
admission  was  there  any  need  to  resort  to  intra- 
venous feedings.  After  each  procedure  he  was 
febrile  for  two  or  three  days,  and  his  fluid  intake  and 
output  were  adequate.  During  these  short,  post- 
operative febrile  episodes  he  was  given  0.5  Gm.  of 
streptomycin  and  300,000  units  of  penicillin  daily 
for  a total  of  eight  days.  During  his  entire  hospital 
stay  he  received  1 teaspoonful  of  Ledernec  three 
times  a day  and  1 teaspoonful  of  Vi-Daylin  three 
times  a day. 

His  urethral  catheter  was  removed  the  fifth  day 
after  laparotomy  and  the  cystotomy  tube  the  four- 
teenth day  (or  fourth  postoperative  day  since  the 
last  operation).  On  the  fifteenth  day  he  voided 
clear  urine  per  urethra  and  was  dry  above. 

He  was  again  admitted  on  March  9,  1954,  and 
three  days  later  the  colostomy  was  closed.  After 
anesthesia  the  patient  was  placed  in  the  lithotomy 
position  and  the  rectum  dilated  to  admit  an  index 
finger.  There  was  some  scar  formation  at  the 
mucocutaneous  junction  of  the  recent  pull-through 
operation,  and  this  was  easily  broken  down  so  that 
the  index  finger  could  be  admitted  freely.  A 
number  22F  sound  passed  easily  into  the  bladder. 

On  the  second  postoperative  day  the  diet  was 
increased  to  a soft  diet,  and  on  the  third  postopera- 
tive day  a soft  brown  stool  was  noted.  Improve- 
ment was  steady,  and  he  was  discharged  on  the 
ninth  postoperative  day.  He  was  continent  of  urine 
and  could  force  out  a bowel  movement  if  it  were  in 
the  lower  segment. 

In  the  two  years  since  surgical  correction  of  this 
patient’s  recto-urethral  fistula,  his  progress  has  been 
excellent.  He  has  had  no  complication  from  the 
bladder  and  the  urethral  surgery.  The  site  of  the 
previous  opening  into  the  rectum  through  the  peri- 
toneum has  healed  properly,  and  all  the  previous 
sinus  openings  have  disappeared.  There  was  some 
early  narrowing  of  the  anal  orifice,  but  this  presented 
no  great  problem  in  as  much  as  it  responded  quickly 
to  dilatation.  There  has  been  no  prolapse  of  the 
rectal  mucosa  and  no  bleeding. 

At  present  the  child  has  finished  two  years  of 
school  and  has  sufficient  bowel  and  bladder  control 
so  that  he  is  able  to  adjust  to  life  outside  the  home 
very  well.  It  is  thought  that  the  usual  normal 
reflex  mechanisms  concerned  in  bowel  evacuation, 
originating  in  the  wall  of  the  rectum,  have  probably 
been  destroyed  due  to  the  extensive  dissection 
necessitated  in  bringing  down  normal  bowel  to  the 
perineal  opening  in  this  case.  However,  it  is  felt 
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that  as  this  child  grows  older  he  will  learn  to  accom- 
plish complete  rectal  occlusion  by  contracting  the 
levator  muscle  and  by  contracting  the  buttock 
muscle.  At  least  this  patient  seems  to  have  de- 
veloped some  continence  so  that  he  is  able  to  get 
his  formal  education  without  the  stigma  of  bowel 
and  bladder  incontinence. 

Corn  men  t 

The  incidence  of  imperforate  anus  and  some  type 
of  urethral  communication  is  about  1 in  180,000. 1-4 

Opinion  varies  as  to  the  treatment  of  these  cases. 
Young* 1 2 3 4 5  stated  that  two  schools  have  developed: 
(1)  physicians  favoring  a primary  colostomy  with 
secondary  perineal  repair,  and  (2)  physicians  favor- 
ing an  immediate  perineal  plastic  repair.  Today 
we  find  some  prefer  to  delay  surgery.6 7  A newer 
group  led  by  Rhoads  et  al?  in  1948,  Moore  and 
Lawrence8  in  1952,  and  Butcher9  in  1953  propose 
abdominoperineal  operation  in  the  newborn  for 
imperforate  anus. 

Success  and  failure  have  been  reported  by  different 
earlier  groups.  It  is  hard  to  compare  the  great 
contributions  of  these  men  when  it  is  realized  that 
most  of  these  technics  developed  were  prior  to 
modern  antibiotics  on  which  we  rely  so  much  to 
combat  our  minor  and  major  complications.  Our 
case,  no  doubt,  would  not  have  survived  to  reach  the 
point  of  reconstructive  surgery  if  it  were  not  for 
modern  drug  advances. 

We  also  were  fortunate  in  our  case  that  no  other 
congenital  defects  could  be  found  by  x-ray  studies 
and  at  the  time  of  abdominal  operation.  The  high 
degree  of  differentiation  of  external  genitalia  made 
this  case  more  satisfactory  to  reconstructive  surgery 
in  comparison  with  others. 

In  reviewing  the  works  of  earlier  surgeons  we 
find  all  have  had  some  success  with  the  manner  in 
which  they  approached  the  subject.  Cases  vary 
and  may  be  classified  into  different  categories  if 
that  is  your  desire,  but  we  do  feel  certain  facts 
should  be  pointed  out  in  the  early  management  of 


these  cases.  In  the  newborn,  uremia  and/or 
intestinal  obstruction  must  early  be  considered, 
and  an  early  exit  must  be  made  for  the  fecal  stream 
so  that  it  is  adequately  diverted  from  the  urinary 
tract.  It  must  also  be  ascertained  that  the  urinary 
passages  are  adequate.  These  two  factors  must 
be  established  in  the  first  forty-eight  hours.  Varia- 
tions of  reconstructive  work  may  be  done  at  that 
time  or  delayed,  depending  on  the  general  condition 
of  the  child.  In  the  case  presented  the  physicians 
were  forced  to  make  the  latter  choice,  and  it  worked. 
If  we  see  another  similar  case  at  an  earlier  stage,  we 
may  choose  another  method. 

Summary 

A case  of  congenital  absence  of  the  anus  with  a 
persistent  cloacal  duct  has  been  presented.  Its 
repair  has  been  described. 

As  has  been  pointed  out  by  Lowsley,10  even 
though  a sphincteric  muscle  cannot  be  definitely 
identified,  a continent  anus  may  be  made,  as  was 
done  here,  by  carefully  separating  the  muscle 
fibers  of  the  perineal  floor  and  fixing  the  anal  wall 
to  the  skin  of  the  perineum. 

The  authors  wish  to  thank  Dr.  Meredith  Campbell  and  Dr. 
Leslie  B.  Arey  for  their  kindness  in  reviewing  this  report. 
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Chronic  Micrococcal  Bacteremia  Without  Fever 


Chronic  micrococcal  bacteremia  without  fever  or 
cardiac  murmurs  is  a rare  syndrome,  and  the  authors 
report  this  case  to  call  attention  to  the  fact  that  it 
can  occur.  The  case  is  that  of  a man  of  seventy-one 
who,  though  he  had  no  elevation  of  temperature  or 
signs  of  bacterial  endocarditis,  apparently  had 
experienced  a staphylococcal  bacteremia  for  six 
months,  before  it  was  permanently  cleared  up  by 
intensive  antibiotic  therapy.  Usually  the  course  of 
this  infection  is  acute,  fulminating,  and  often  fatal; 


and  even  in  the  minority  of  cases  that  lapse  into 
chronicity,  temperature  is  almost  always  present, 
and  bacterial  endocarditis  is  a frequent  complication. 
In  the  absence  of  these  signs,  bacteremia  is  seldom 
suspected. 

A year  after  treatment,  this  patient  was  ap- 
parently in  good  health. — Drs.  Richard  T.  Messick, 
Lloyd  G.  Bartholomew,  and  Joseph  E.  Geraci, 
Staff  Meetings  of  the  Mayo  Clinic,  March  20, 
1957 
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Paradoxic  Reactions  to  Treatment 

JOSEPH  WILDER,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Neurology,  New  York  Medical  College,  Flower  and  Fifth  Avenue  Hospitals) 


We  are  all  very  familiar  with  the  experience 
of  hearing  our  patients  complain  that  the 
medicine  or  the  physical  treatment  prescribed  had 
no  effect  at  all  or  an  effect  opposite  to  the  one 
predicted  by  the  physician:  “Doctor,  I think  the 
bromide  makes  me  very  nervous.”  “I  have 
found  that  the  aspirin  makes  my  temperature 
rise.”  “The  morphine  (or  Serpasil)  makes  me 
sleepless.”  “I  have  lost  my  sleep  since  you  told 
me  to  stop  coffee.” 

As  long  as  we  are  young  and  smug  we  explain 
more  or  less  patiently  that  this  is  simply  impos- 
sible because  bromides,  morphine,  etc.  are 
sedatives,  because  aspirin  is  an  antipyretic,  and 
coffee  is  an  analeptic.  The  effect  described  must 
therefore  be  due  to  some  other  factor,  or  the 
patient  is  a hypochondriac  who  simply  imagines 
those  things  so  contrary  to  what  we  have  learned 
in  school. 

With  growing  experience,  however,  we  are 
forced  to  acknowledge  that  many  instances  of 
what  I shall  call  here  “the  paradoxic  reaction” 
are  by  no  means  the  products  of  imagination  but 
are  objectively  verifiable  facts.  With  most  drugs 
a certain  percentage  of  cases  can  be  found  which 
respond  contrary  to  our  theoretical  expectancies. 
Thousands  of  examples  could  be  given.  The 
following  figures  from  a recent  article  are  typical. 


They  refer  to  a chlorpromazine  compound.  Out 
of  16  patients  pallor  occurred  in  six,  flushing  in 
four,  no  change  in  six,  drowsiness  in  11,  insomnia 
in  one,  weight  increase  in  12,  weight  loss  in  two, 
no  change  in  two,  and  so  on. 

There  are  numerous  examples  of  paradoxic 
reactions  known  to  every  physician.  In  many 
instances  the  patient  is  not  even  aware  of  this 
phenomenon.  Aspirin,  which  depresses  the  ele- 
vated body  temperature,  is  likely  to  raise  normal 
temperature.  Caffeine  may  produce  either  tachy- 
cardia or  bradycardia.  The  skin  will  respond 
with  red  dermographism  to  a stroke  with  a hard 
object.  The  same  skin  will  respond  with  blanch- 
ing after  a hot  bath  or  exposure  to  sunlight. 
Atropine  may  produce  diarrhea  or  constipation. 
It  may  relieve  or  provoke  a sphincter  spasm. 
Iodine  may  either  aggravate  or  ameliorate 
symptoms  of  hyperthyroidism.  Adrenalin  may 
increase  or  lower  the  blood  pressure,  and  so  on. 

The  physician  who  is  willing  to  acknowledge 
that  these  paradoxic  reactions  are  not  a product 
of  the  patient’s  imagination  now  has  several 
hypotheses  available.  One  is  that  patients  with 
different  constitutions  react  differently.  This  is 
true,  but  there  are  few  instances  where  the  diag- 
nosis of  a specific  constitution  helps  us  in  pre- 
dicting the  kind  of  reaction  to  be  expected. 
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At  best  we  know  it  by  hindsight  only.  Then 
there  is  the  “psychosomatic  factor.”  There  is 
hardly  any  doubt  that  this  factor  may  influence 
somatic  reactions  in  many  cases.  Much  too 
often,  however,  this  explanation  is  used  in  a vague 
sort  of  way  and  without  scientific  proof.  The 
same  is  true  for  another  popular  explanation 
that  the  response  depends  to  a high  degree  on  the 
“condition  of  the  effector  organs.”  We  fre- 
quently find  statements  like,  “the  response 
depends  on  the  degree  of  hyperemia,”  without 
any  specification  how  this  occurs.  Fortunately 
the  body  of  well-known  specific  correlations  in 
this  area  is  constantly  growing.  I am  reminded 
of  such  well-known  examples  as  the  weakened 
heart  muscle  responding  to  digitalis  better  than 
the  normal  one,  the  histologic  response  of  the 
partly  atrophic  testicle  to  androgens  being  much 
stronger  than  that  of  the  normal  testicle,  or 
the  diabetic  lapsing  into  a hypoglycemic  coma 
with  just  a few  units  of  insulin  too  many  while  we 
sometimes  need  1,000  units  or  more  to  produce 
such  a coma  in  a normoglycemic  schizophrenic. 
The  same  is  true  for  the  response  of  a myxedema 
case  to  very  small  doses  of  thyroid  as  compared 
to  the  unresponsiveness  of  the  normal  and  the 
frequent  paradoxic  response  of  the  hyperthyretic 
case. 

Behind  all  these  explanations,  however,  there 
looms  one  tacit  assumption,  namely,  that  we  are 
dealing  here  exclusively  with  varieties  of  indi- 
vidual reactions.  Individual  A differs  in  his 
reactions  to  drugs  and  physical  agents  from 
individual  B,  whatever  the  cause  may  be. 
Studies  with  repeated  applications  of  identical 
doses  of  various  drugs  in  one  individual  at  various 
times  have  shown  in  many  cases  that  this  is  not 
applicable,  even  under  the  optimal  equality  of 
external  conditions.  Let  us  quote  here  our  own 
experiments  with  atropine,  adrenalin,  and  pilo- 
carpine and  the  response  of  blood  pressure  and 
pulse  rate  to  fixed  doses  during  identical  time 
periods.  We  observed  many  examples  of  para- 
doxic responses  in  individuals  who  at  other  times 
reacted  in  the  usual  manner.  Such  phenomena 
have  been  described  in  connection  with  a host  of 
other  drugs  and  physical  agents  like  Benzedrine, 
acetylcholine,  insulin,  ether,  Novocain,  chlorpro- 
mazine,  Rauwolfia,  and  also  for  x-rays,  various 
light  rays,  heat,  muscular  effort,  etc. 

As  we  were  studying  the  possible  causes  of 
such  marked  tnfraindividual  variations,  we 
discovered  a rather  simple  correlation  which  has 


somehow  escaped  the  attention  of  previous 
investigators.  The  intensity  and  even  the  direc- 
tion of  the  response  in  75  to  80  per  cent  of  the 
cases  showed  a relation  to  the  initial  or  pre- 
experimental  level  of  the  function  tested,  in  our 
case  blood  pressure  and  pulse  rate.  This  cor- 
relation was  specific  and  quantitative  and  has 
been  summed  up  by  us  in  the  “Law  of  Initial 
Value.”  For  tonight’s  purposes  we  shall  divide 
it  into  two  parts : 

Part  I. — The  response  of  any  body  function  to 
a given  stimulus  depends  to  a large  extent  on  the 
initial  level  of  that  function  at  the  start  of  the 
experiment.  The  higher  that  level  the  weaker 
the  response  to  function-raising  stimuli  and  the 
stronger  the  response  to  function-depressing 
stimuli.  For  example,  the  higher  the  blood 
pressure  the  weaker  its  increase  after  adrenalin 
and  the  stronger  its  drop  after  acetylcholine,  or, 
the  higher  the  inital  blood  sugar  the  stronger  the 
hyperglycemic  effect  of  oral  glucose,  the  weaker 
the  hypoglycemic  effect  of  insulin.  Exceptions 
are  mostly  pathologic. 

Part  II  of  the  Law  of  Initial  Value  is  the  one 
that  interests  us  at  present.  It  says:  with 
extremely  low  and  extremely  high  initial  values 
we  see  a progressive  tendency  to  reversal  of 
the  usual  type  of  response  or  to  “paradoxic 
reactions.”  By  extreme  values  we  mean  values 
outside  the  normal  range.  For  example,  the 
normal  effect  of  a cigaret  on  the  blood  pressure 
is  a rise.  Our  own  statistics  confirm  previous 
observations  that  in  a considerable  percentage  of 
cases  we  see  instead  a drop  in  blood  pressure. 
If  we  take  a look  at  the  initial  levels  of  these 
cases,  which  has  never  been  done  before,  we  can 
see  the  following  correlations:  The  percentage  of 
paradoxic  reactions  at  initial  values  of  between 
70  and  90  systolic  is  only  12.5  per  cent.  In  the 
range  of  initial  values  between  90  and  110  this 
number  increases  to  30  per  cent.  It  is  twice 
that  figure,  namely  62  per  cent,  at  initial  values 
between  110  and  120  fall  this  after  eight  hours 
bed  rest  and  in  recumbent  position,  hence  the 
low  average  initial  values).  Now,  where  the 
initial  values  were  still  higher  (between  120  and 
130  and  between  130  and  190),  about  80  per  cent 
of  the  cases  showed  the  paradoxic  hypotensive 
and  only  20  per  cent  the  normal  hypertensive 
effect  of  a cigaret. 

Let  us  stop  and  ask  ourselves  what  that 
implies.  Depending  on  our  medical  philosophy 
we  shall  say  that  this  is  either  caused  by  or  that 
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it  just  amounts  to  a very  nice  autoregulation.  If 
blood  pressure  is  too  low,  the  cigaret  will  raise  it 
in  almost  90  per  cent  of  the  cases;  if  it  is  high, 
it  will  lower  it  in  80  per  cent  of  the  cases.  This 
seems  to  correspond  to  the  subjective  observa- 
tions that  the  cigaret  obviously  serves  a dual 
purpose:  it  will  mostly  pick  us  up  when  we  are 
tired  or  depressed,  and  it  will  relax  and  sedate  us 
when  we  are  tense  or  excited.  This  was  not  so 
in  our  group  of  cases  with  outspoken  clinical 
oversensitivity  to  nicotine.  Here  we  had  not 
only  a tendency  to  comparatively  stronger  ele- 
vation of  the  blood  pressure,  but  the  percentage 
of  paradoxic  reactions  was  much  smaller;  and 
the  parallelism  between  the  height  of  initial 
level  and  the  response  was  disrupted.  A group 
of  cardiovascular  cases  was  characterized  by  a 
complete  lack  of  compliance  with  the  Law  of 
Initial  Value. 

We  have  not  included  in  these  statistics  the 
cases  of  complete  absence  of  response  which, 
rightly,  also  belong  to  the  paradoxic  reactions. 

I do  not  wish  to  leave  the  false  impression  that 
we  are  dealing  here  only  with  casual  observations 
of  minor  imperfections  in  our  therapy  and  experi- 
mental work.  Contemporary  European  litera- 
ture, particularly  in  Germany,  Switzerland,  and 
Russia,  contains  hundreds  of  articles  confirming 
the  validity  of  our  law.  The  Law  of  Initial 
Value  became  part  of  official  teaching  in  many 
medical  schools.  We  are  dealing  here  with  a 
basic  physiologic  law.  Hence,  no  wonder  that 
these  articles  are  widely  scattered  among  all 
specialties  of  theoretical  and  practical  medicine: 
physiology,  pharmacology,  internal  medicine, 
neurology,  psychiatry,  otolaryngology,  surgery, 
x-ray  therapy,  sport  medicine,  etc.  Xo  survey  of 
this  large  body  of  knowledge  has  been  undertaken 
as  yet. 

It  is  important  to  keep  in  mind  that  the  signifi- 
cance of  the  initial  value  is  such  that  even  small 
differences  in  initial  values  lead  to  considerable 
differences  in  responses.  Very  often  the  differ- 
ence in  the  initial  value  actually  determines  the 
outcome  of  the  experiment  much  more  than, 
for  example,  differences  in  doses.  If  we  inject 
adrenalin  and  a few  minutes  later,  after  a higher 
blood  pressure  has  been  obtained,  we  inject  a 
second  dose,  the  following  reaction  will  usually  be 
very  small  or  even  paradoxic.  It  has  been  found 
that  when  the  initial  value  increases  in  arithmetic 
progression  the  response  increases  in  logarithmic 
progression.  Specific  logarithmic  formulas  have 


been  calculated  for  such  drugs  as  adrenalin, 
acetylcholine,  and  insulin,  as  well  as  for  x-rays. 
One  is  immediately  reminded  of  one  of  the  few 
existing  quantitative  general  laws  in  physiology, 
Weber-Fechner’s  psychophysical  law  in  the 
physiology  of  senses.  According  to  that  law, 
by  increasing  the  stimulus  in  arithmetic  progres- 
sion we  increase  the  sensation  logarithmically. 
Recently  this  law  has  been  objectively  confirmed 
by  measuring  the  electric  potentials  from  the 
retina  of  the  eye,  etc.  It  seems  obvious  that 
Weber-Fechner’s  law  is  only  a special  instance  of 
the  more  general  Law  of  Initial  Value. 

Returning  to  Part  II  of  our  law,  it  is  easy  to 
see  that  many  important  conclusions  can  be 
drawn  from  the  data  on  paradoxic  reactions. 
For  instance,  if  we  accept  that  there  is  a rule  in 
these  reactions  as  described  before  in  our  example 
with  the  cigaret,  could  we  then  achieve  every 
kind  of  response,  positive  or  negative,  with 
drugs  of  opposite  type,  for  example,  parasym- 
pathetic stimulation  by  sympathicomimetic  drugs 
and  vice  versa,  depending  on  the  initial  value, 
or  sedation  by  stimulants  as  well  as  In’  sedatives? 
Actually  the  number  of  such  observations  is  much 
larger  than  we  ordinarily  would  assume.  De- 
pending on  the  initial  value  of  the  experiment, 
we  can  achieve  similar  effects  with  atropine  and 
its  antagonist,  pilocarpine  or  acetylcholine,  and 
with  adrenalin  and  its  antagonist  ergo  toxin. 
The  well-known  stimulant  Benzedrine,  used 
successfully  in  combating  fatigue  and  depression, 
has  frequent  “side-effects,”  such  as  sleeplessness 
and  sexual  overstimulation.  The  same  drug, 
given  to  overactive  and  agitated  individuals, 
especially  children,  has  a sedative  effect,  dimin- 
ishes psychomotor  activity  and  the  tendency  to 
masturbate,  and  improves  sleep.  The  recent 
literature  on  the  modern  “ataractics”  such  as 
Rauwolfia  and  ehlorpromazine  is  replete  with  such 
contradictory  observations.  Unfortunately  we 
do  not  have  good  measuring  methods  for  psycho- 
logic processes.  We  fare  better  with  measuring 
those  bodily  changes  that  accompany  emotional 
states.  Thus,  for  example,  the  literature  on 
hypnotic  experiments  appears  as  one  mass  of 
completely  contradictor}’  observations.  Klein- 
sorge  has  given  one  explanation  for  this  con- 
fusion: The  effect  of  hypnotically  suggested 

fear  on  blood  leukocytes,  calcium,  and  other 
components  depends  on  their  initial  values;  the 
low  values  rise  and  the  high  values  drop  under 
the  effect  of  this  suggested  emotion.  Such  ques- 
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tions  arise  as  whether  the  emotional  shock  of 
transportation  to  the  hospital  in  a case  of  a 
suspected  appendicitis  will  not  lower  previously 
elevated  leukocytes  and  raise  the  previously  low 
white  cell  count. 

As  another  example,  we  really  do  not  under- 
stand the  curative  effect  of  shock  therapies  in 
psychoses,  in  spite  of  thousands  of  data  available 
and  many  hypotheses  propounded.  If  we  con- 
sider the  Law  of  Initial  Value,  a new  light  is  shed 
on  these  contradictions.  Selbach  and  others 
have  shown  that  pulse,  blood  pressure,  leukocyte 
count,  electrolytes,  capillary  fragility,  response 
to  autonomic  drugs,  etc.  change  according  to  the 
initial  value  prior  to  the  shock.  If  they  were  low 
before  the  convulsions,  they  rise,  and  if  they  were 
high,  they  drop.  The  same  is  true  for  the  genuine 
epileptic  attack.  Interestingly  enough  it  proved 
to  be  true  also  for  the  ordinary  brain  concussion. 
Still  more  interestingly,  it  is  also  true  for  injuries 
in  other  parts  of  the  body.  It  has  been  known  for 
a long  time  that  such  accidental  injuries  may 
occasionally  bring  about  a remission  in  psychoses. 
Recently  we  have  had  an  article  by  Charles  H. 
Jones  and  coworkers  reporting  remissions  in 
psychoses  induced  by  a kind  of  peripheral  electric 
shock. 

The  results  of  the  application  of  the  Law  of 
Initial  Value  in  fields  other  than  my  own,  which  is 
neurology  and  psychiatry,  seem  even  more  re- 
markable. Depending  on  the  initial  value  we 
can  lower  the  blood  iron  by  iron  injections,  blood 
cholesterol  by  cholesterol  injections,  and  blood 
calcium  by  calcium  injections,  provided  the 
initial  values  were  high.  The  cooling  of  an  ex- 
posed extremity,  the  protein  effect  on  basal  me- 
tabolism, the  effect  of  insulin  or  sugar  on  blood 
sugar,  the  effect  of  muscular  work  on  hyperten- 
sion, of  x-ray  or  ultraviolet  irradiation  on  leuko- 
cytes, of  vestibular  stimulations  on  various  blood 
minerals  depend  largely  on  the  Law  of  Initial 
Value. 

On  the  other  hand  the  absence  of  paradoxic 
reactions  where  such  were  to  be  expected  is  often 
a pathologic  sign.  Some  authors  consider  it  to 
be  a sign  of  diencephalic  lesion  and  base  not  only 
neurologic  diagnoses  but  even  basic  ideas  on 
diseases  and  legal  opinions  in  cases  of  head 
injuries  on  that  absence.  I believe  that  such 
deviations  from  the  expectations  of  our  law 
occur  in  hypothalamic  lesions,  but  on  the  other 
hand  my  hypothesis  is  that  the  Law  of  Initial 
Value  governs  the  functions  of  every  single  cell. 


The  following  experiment  by  Seitz  may  serve  as 
an  illustration  of  my  thesis.  With  the  help  of 
phase  microscopy  we  can  observe  and  photo- 
graph the  amoeboid  movements  of  leukocytes  in 
the  blood.  If  we  test  the  effect  of  adrenalin,  of 
muscular  effort,  etc.  on  these  movements,  we 
find  the  following:  Where  the  motility  has  been 
low  it  increases  under  the  influence  of  these 
factors,  and  where  it  has  been  high  it  decreases. 
Another  approach  has  been  taken  by  Schatt- 
mann.  He  found  that,  contrary  to  the  usual 
response  of  leukocytes  to  x-rays,  which  follows 
nicely  the  Law  of  Initial  Value,  cachectic  in- 
dividuals in  last  stages  of  carcinoma  show  a 
behavior  exactly  opposite  to  that  law.  Schatt- 
mann  considers  this  as  characteristic  of  Selye’s 
exhaustion  stage  of  the  stress  syndrome. 

The  scientist  will  find  some  good  and  some  bad 
news  in  the  Law  of  Initial  Value.  The  bad  news 
is  that  his  experimental  results  can  hardly  be 
used  for  other  conclusions  if  they  can  be  explained 
by  the  differences  in  his  initial  values.  It  should 
be  a must  for  the  scientist  either  to  work  with 
strictly  equal  identical  values  or  at  least  to  state 
the  initial  values  of  his  experiments  to  enable 
the  critical  reader  to  draw  his  own  conclusions. 
This  is  very  rarely  practiced.  Even  in  Germany 
today  I find  in  a famous  archive  that  in  74 
per  cent  of  the  articles  no  attention  whatsoever 
is  paid  to  the  initial  values,  and  very  often 
these  initial  values  are  not  even  stated.  A big 
screening  job  seems  to  be  in  store  for  us.  The 
good  news  (and  quite  a number  of  authors  em- 
phasize this)  is  that  our  law  permits  us  to  find 
rules  and  draw  conclusions  from  experiments 
which  otherwise  seem  only  completely  irregular 
and  contradictory. 

What  about  the  practitioner  of  medicine? 
Much  work  still  has  to  be  done  until  simple  rules 
of  thumb  can  be  evolved  which  he  can  use  in  his 
everyday  practice.  Some  start  has  been  made. 
Thus,  for  example,  one  author  uses  adrenalin 
systematically  in  the  treatment  of  arterial 
hypertension,  etc.  We  have  already  gained  a 
better  insight  into  the  rules  governing  the  various 
paradoxic  reactions  which  may  become  so  un- 
pleasant and  even  dangerous.  We  can  under- 
stand that  what  matters  here  is  the  level  of  the 
various  functions  of  body  or  mind  at  the  very 
moment  of  the  application  of  the  treatment. 
We  can  better  understand  why  the  continuation 
of  the  treatment  beyond  a certain  point  of  no 
return  will  lead  to  aggravation  and  reversal  rather 
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than  to  improvement.  (See  Plummer’s  method 
of  treatment  of  hyperthyroidism  with  iodine.) 
We  shall  understand  that  a second  dose  if  given 
too  early  may  reverse  the  effect  of  the  first  and 
why  the  prescription,  “one  tablespoon  every 
three  hours,”  may  be  right  for  one  patient  and 
wrong  for  the  other.  The  art  of  stopping  treat- 
ment in  time  may  receive  new  attention. 

Various  diagnostic  tests  will  have  to  be  inter- 
preted in  a new  way.  The  conclusion  “ex  juvan- 
tibus,”  that  is,  from  what  has  helped  the  patient, 
will  have  to  be  supplemented  by  the  statement  of 
his  initial  condition  at  the  time  of  the  application 


of  the  treatment  in  order  to  be  valid.  The  know- 
what  in  therapy  would  have  to  be  supplemented 
in  a greater  measure  by  the  know-how. 

The  developments  I have  tried  to  predict  here 
will,  however,  come  to  pass  only  if  our  medical 
and  biologic  scientists  will  not  only  know  the  Law 
of  Initial  Value  but  actually  make  use  of  it  in 
their  research  work.  Then  only  will  the  para- 
doxic reaction  be  promoted  from  the  role  of  an 
obscure  and  confusing  phenomenon  to  the  role 
of  a guidepost  in  research  and  therapy. 

5 East  73rd  Street 


Voting  Privileges  Should  Be  Exercised 


Women  voters  may  already  outnumber  the  males 
and  are  likely  to  increase  their  numerical  advantage 
in  future  elections,  according  to  the  statisticians  of 
the  Metropolitan  Life  Insurance  Company. 

Statistical  proof  is  not  available  since  election 
records  do  not  classify  voters  according  to  sex,  the 
statisticians  point  out.  Their  belief  that  more 
women  than  men  are  now  voting  is  based  on  a 
Bureau  of  the  Census  estimate  that  there  were 
about  4,600,000  more  women  than  men  in  the 
civilian  population  of  voting  age  last  November. 

The  effect  of  the  female  vote  was  first  felt  in  the 
national  election  of  1920 — the  first  year  that  women 
exercised  nation-wide  suffrage — when  the  vote  for 
Presidential  electors  jumped  to  26.8  million  over  the 
1916  figure  of  18.5  million.  Women  certainly 
played  their  part  in  increasing  the  vote  in  succeeding 
elections  up  to  last  year,  when  the  total  vote  passed 
62  million. 

While  the  1956  vote  constituted  a record  as  to 
number,  the  proportion  of  the  population  of  voting 
age  going  to  the  polls  dropped  to  60.4  per  cent  from 
the  62.7  registered  in  1952.  The  1956  figure  was 
llA  times  that  in  1940,  and  2l/%  times  that  in  1920. 

In  addition  to  the  women,  other  groups  have  been 
added  to  the  voting  population  since  1920.  From 
1921  through  1940,  an  average  of  160,000  aliens  be- 
came citizens  each  year.  During  World  War  II, 


the  average  increased  to  300,000  per  year.  An 
additional  million  aliens  were  naturalized  in  the  post- 
war decade  1946-55. 

Also,  two  states  enlarged  their  voting  populations 
by  lowering  the  age  qualification  to  eighteen 
(Georgia  in  1944  and  Kentucky  in  1956). 

The  proportion  of  the  population  of  voting  age 
going  to  the  polls  in  last  year’s  elections  varied 
widely  from  state  to  state  and  section  to  section,  the 
statisticians  report,  with  the  southern  and  south- 
western sections  ranking  lowest.  Mississippi  was 
last  with  only  22.1  per  cent  of  its  people  of  voting 
age  casting  ballots,  while  South  Carolina  and  Ala- 
bama were  not  much  higher.  At  the  other  extreme, 
Idaho  was  top  with  77.3  per  cent  voting.  In  Con- 
necticut, Massachusetts,  Utah,  and  New  Hamp- 
shire, more  than  75  per  cent  voted. 

“The  American  people  are  very  proud  of  their 
democratic  institutions,  yet  many  who  are  eligible 
to  vote  fail  to  exercise  that  precious  right,”  the 
statisticians  conclude.  “Our  record  with  respect 
to  the  proportion  voting  falls  short  of  that  for  a 
number  of  other  countries  in  the  free  world.  The 
American  Heritage  Foundation  and  other  organ- 
izations are  performing  a valuable  public  service 
with  their  educational  programs  directed  towards 
increasing  participation  in  our  elections.” 
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The  Management  of  Anesthesia  During  Fluoroscopic  Procedures 


The  administration  of  general  anesthesia 
within  the  confines  of  the  x-ray  room  requires 
particular  attention  to  detail  and  a knowledge  of 
the  potential  problems  which  may  suddenly 
arise.  When,  in  addition,  fluoroscopy  is  employed 
in  cardiac  catheterization  or  in  the  accurate 
placement  of  needles,  the  darkness  which  is 
necessary  for  these  procedures  sets  the  back- 
ground for  anesthetic  complications  unless 
special  precautions  are  taken.  The  case  report 
presented  below  illustrates  the  potential  dangers 
inherent  in  such  a situation. 

Case  Report 

The  patient,  a two-year-old,  white  female,  was 
admitted  to  the  hospital  with  the  chief  complaint 
of  inability  to  stand.  The  present  illness  dated 
back  to  sixteen  days  before  admission  when  the 
child  had  had  a sore  throat  associated  with  mild 
fever  to  101  F.  She  had  recovered  from  the  acute 
upper  respiratory  infection  within  three  days.  In 
the  subsequent  period  there  were  two  episodes  of 
urinary  retention  of  thirty-six  hours  duration  -which 
had  necessitated  medical  attention.  During  the 
week  preceding  admission  it  had  been  noticed  that 
the  infant  had  become  irritable  and  somewhat 
lethargic.  It  was  observed  also  that  the  child  was 
unable  to  stand  without  support.  She  was  there- 


fore referred  to  the  hospital  by  her  local  medical 
doctor  for  diagnosis  and  treatment. 

The  child  had  been  a normal  term  infant,  and 
except  for  an  occasional  cold  and  sore  throat  she 
had  been  well  until  the  onset  of  the  present  illness. 
Development  had  been  normal  and  she  had  been 
walking  since  the  age  of  fifteen  months. 

Examination  revealed  a well-nourished,  well- 
developed  white  child,  who  cried  lustily  but  was 
unable  to  stand.  She  was  somewhat  lethargic 
and  when  left  alone  remained  quiet.  The  general 
system  review  was  essentially  normal  except  for  the 
neurologic  findings.  The  lower  extremities  were 
both  symmetrically  flaccid.  While  the  upper 
tendon  reflexes  were  intact,  the  patellar  and  Achilles 
reflexes  were  absent  on  both  sides.  The  Hoffmann 
and  Babinski  signs  were  likewise  absent.  Although 
it  was  questionable,  there  was  some  evidence  of 
hypesthesia  from  the  level  of  D-10  down.  Labora- 
tory examinations  showed  hemoglobin  to  be  10.5 
Gm.,  red  blood  count  3,650,000,  and  urine  to  have 
3 plus  albumin  and  many  white  blood  cells.  The 
chest  plate  was  essentially  normal.  Diagnostic 
lumbar  puncture  was  attempted  on  three  different 
occasions  and  each  time  was  accomplished  with 
some  difficulty  and  evidence  of  trauma.  Only  a 
small  amount  of  xanthochromic  could  be  obtained 
which  had  a 2 to  3 plus  Pandy,  no  white  blood  cells, 
and  approximately  119  red  blood  cells  per  high 
powered  field. 
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In  view  of  the  history  of  infection,  the  subsequent 
loss  of  ability  to  stand,  and  the  absence  of  reflexes,  a 
tentative  diagnosis  of  a Guillain-Barre  syndrome 
was  entertained.  On  the  other  hand,  poliomye- 
litis or  spinal  cord  tumor  could  not  be  ruled  out. 
In  an  effort  to  establish  the  diagnosis,  it  was  decided 
to  subject  the  patient  to  myelography  under 
general  anesthesia.  The  patient  was  given  0.15 
mg.  of  atropine  subcutaneously  prior  to  the  ad- 
ministration of  anesthesia.  Thiopental  sodium  was 
instilled  rectally  in  a dose  of  500  mg.  of  a 2y2  per 
cent  solution.  She  became  somnolent,  and  one- 
half  hour  later  she  was  anesthetized  with  cyclopro- 
pane and  intubated  without  difficulty.  Xitrous 
oxide-oxygen  with  40  per  cent  oxygen  was  ad- 
ministered, and  this  mixture  was  passed  over 
trichloroethylene.  The  patient  then  was  placed 
face  down  on  the  x-ray  table  so  that  the  radiologist 
could  introduce  the  lumbar  puncture  needle  with 
fluoroscopic  aid.  In  the  anesthesia  induction  room 
the  pulse  had  been  140  and  the  blood  pressure  130/ 
100,  but  after  the  establishment  of  anesthesia  the 
pulse  had  fallen  to  120,  and  the  respiratory  rate 
became  30  to  40  per  minute.  The  blood  pressure 
cuff  had  become  displaced,  and  further  blood 
pressure  readings  were  not  obtained.  Shortly 
after  the  patient  had  been  turned  to  the  prone 
position  the  oxygen  tank  on  the  machine  became 
empty.  A second  tank,  clearly  marked  as  being 
full,  was  opened.  The  lights  were  turned  out  and 
nitrous  oxide-oxygen-trichloroethylene  administered 
while  the  lumbar  puncture  was  carefully  and  slowly 
accomplished.  Approximately  ten  minutes  after 
the  lights  had  been  darkened  it  was  noticed  that  the 
patient  had  suddenly  become  tachypneic.  Tri- 
chloroethylene was  immediately  discontinued.  The 
anesthetist  then  observed  that  the  small  bag 
attached  to  the  non-rebreathing  valve  was  not 
filling  as  well  as  it  had  been  before.  Suddenly  the 
pulse,  which  was  followed  continually  by  palpation, 
could  no  longer  be  felt.  The  lights  were  immedi- 
ately turned  on.  One  look  revealed  that  the  second 
tank  of  oxygen  was  empty,  and  it  was  then  clear 
that  the  child  had  been  getting  100  per  cent  nitrous 
oxide  for  an  indefinite  period.  The  anesthetic 
apparatus  was  disconnected  from  the  endotracheal 
tube,  and  mouth-to-tube  breathing  was  initiated. 
Within  three  minutes  the  pulse  became  palpable, 
and  the  respiratory  rate  returned  to  30  to  40  per 
minute.  Within  five  minutes  the  child  appeared 
to  have  recovered  completely  from  the  episode  of 
anoxia,  and  x-rays  were  taken. 

Contrast  media  was  not  injected,  for  air  was 
found  in  the  subarachnoid  space.  An  unsuccessful 
attempt  was  made  to  perform  an  air  myelogram. 
The  patient  then  was  sent  to  the  recovery  room  in 
what  was  termed  satisfactory  condition.  Her 
course  was  uneventful.  Twelve  days  later  the 
child  was  subjected  to  a laminectomy  and  a tumor 


of  the  cord  at  the  level  of  D-10  was  removed.  Post- 
operatively  there  was  a slow  partial  return  of 
motor  activity  in  the  lower  extremities,  somewhat 
greater  on  the  right  then  the  left.  She  was  then 
subjected  to  radiation  therapy  and  discharged. 

Comment 

I11  most  x-ray  areas  the  equipment  is  not 
sparkproof  or  explosion-proof,  and  consequently 
nonexplosive  anesthetic  technics  must  be  em- 
ployed. In  children  especially  this  may  at 
times  create  difficulties  in  management.  This 
case  under  discussion  highlights  just  such  a 
problem.  Using  rectal  thiopental  sodium  and 
nitrous  oxide  trichloroethylene,  all  apparently 
went  well  until  the  room  was  darkened  for  the 
fluoroscopic  control  of  the  lumbar  puncture. 
Red  safelights  to  observe  the  patient  and  anes- 
thetic machine  were  not  used.  The  respiration 
suddenly  became  rapid.  The  anesthetist  ob- 
viously thought  that  tliis  was  the  result  of 
relative  trichloroethylene  overdosage  and  de- 
creased the  deliver}-  of  the  volatile  agent.  When 
he  then  noticed  that  the  anesthetic  bag  was  not 
filling,  he  became  alarmed.  Almost  simulta- 
neous!}- the  patient’s  pulse  became  imperceptible. 
When  the  lights  were  turned  on,  the  second 
oxygen  tank  was  observed  to  be  empty  and  the 
patient  to  be  cyanotic.  Resuscitation  was 
immediately  and  successfully  instituted. 

One  can  only  say  that  the  best  fortunately  was 
made  of  a bad  situation.  One  should  never 
administer  a potentially  anoxic  anesthetic  mix- 
ture in  the  dark  if  it’s  possible  to  avoid  it.  At 
least  a proper  means  of  observing  the  patient 
and  an  anesthetic  machine  with  red  safelights 
should  be  a sine  qua  non.  Close  monitoring  of 
pulse  and  respiration  is  absolutely  essential, 
since  it  represents  the  only  assessment  of  the 
patient’s  status  which  is  available. 

Local  anesthesia  with  heavy  sedation  and 
oxygen  supplement  would  appear  to  be  a better 
method  of  management  for  procedures  of  this 
nature  even  in  small  children.  If  general 
anesthesia  must  be  employed,  the  advent  of  new 
nonexplosive  inhalation  agents,  such  as  fluothane 
must  be  seriously  considered.  With  such  agents 
the  vaporizing  vehicle  can  be  oxygen  alone. 

In  procedures  carried  out  on  patients  com- 
plicated by  the  prone  position  and  darkened 
rooms,  intubation  is  to  be  preferred.  However, 
if  intubation  is  not  performed,  the  means  for 
carrying  it  out  should  be  at  hand.  Indeed,  even 
if  local  anesthesia  is  the  method  of  management, 
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the  presence  of  an  anesthetist  is  mandatory  not 
only  for  the  intubation  if  this  becomes  necessary, 
but  also  to  continually  observe  the  patient’s 
pulse,  respiration,  and  blood  pressure. 

The  use  of  potentially  anoxic  agents  in 
darkened  rooms  should  never  be  permitted.  Too 


frequently,  as  occurred  in  this  case,  a tank  or 
tanks  of  oxygen  become  empty  with  disastrous 
results.  Safety  for  patients  requires  expert, 
careful  observation  and  technics  in  which 
potential  sources  of  obvious  hazard  are  not 
permitted. 


( Number  thirty-four  of  a series  of  Clinical  Anesthesia  Conferences) 


Tips  for  Overcoming  Insomnia  Listed 


Physical  contact — even  if  it’s  only  your  own  hand 
touching  your  leg — helps  overcome  sleeplessness  by 
providing  a feeling  of  security,  according  to  an 
Indiana  sleep  researcher. 

Donald  A.  Laird,  Ph.D.,  Lebanon,  Indiana,  an 
industrial  psychologist,  said  sleeplessness  is  fre- 
quently caused  by  some  type  of  anxiety  that  keeps 
the  person  so  “vigilant”  that  he  can’t  go  to  sleep. 

Developing  a feeling  of  security,  even  temporarily, 
helps  overcome  anxiety  and  vigilance,  Laird  said  in 
the  August  Today’s  Health. 

He  pointed  out  that  security  for  sleep  does  not 
deal  with  robbers  breaking  in,  the  house  burning 
down,  or  finances.  It  is  an  emotional  security  that 
deals  with  the  affections  of  others,  and  the  feeling  of 
being  accepted  by  them.  The  seeds  of  emotional 
insecurity  are  frequently  planted  in  childhood,  he 
said. 

Between  the  ages  of  three  and  five,  most  chil- 
dren go  through  a period  of  stress.  They  become 
confused,  annoyed,  and  sometimes  rebellious  at 
the  restrictions  placed  on  them,  and  they  develop 
various  fears.  These  anxiety-arousing  stresses — 
and  being  sent  to  bed  too  early — make  this  age  a 
time  when  going  to  sleep  is  often  a difficult  problem. 
A pattern  of  poor  sleep  is  sometimes  started  and 
may  last  for  years. 

It  is  seldom  possible  to  get  rid  of  serious  anxieties 


without  the  aid  of  specialists,  but  some  people  find 
they  can  shelve  their  anxiety  at  bedtime  by  the 
distraction  method.  They  count  sheep,  rhyme  girls' 
names  with  names  of  cities,  do  mathematical  prob- 
lems or  read  something  completely  unrelated  to 
their  work  or  anxiety-producing  problems. 

There  is  also  an  assurance  from  body  contact 
which  is  attributed  to  racially  old  characteristics  of 
the  sensory  nerves  in  the  skin,  Laird  said.  The 
contact  seems  to  allay  unexpressible  anxieties. 
Children  may  go  to  sleep  more  easily  if  a parent  lies 
down  beside  them  or  keeps  a hand  on  them.  The 
contact  of  a favorite  doll  or  woolly  animal  may  help. 

A few  people  provide  their  own  body  contact,  un- 
consciously, by  keeping  a hand  on  their  leg,  face, 
stomach,  or  “their  bald  spot  during  chilly  nights.” 

In  theory,  a person  should  sleep  better  alone  in 
bed  and  alone  in  the  room,  but  many  people  find 
that  sleeping  alone  is  “as  anxiety-arousing  as  soli- 
tary confinement.”  Then,  having  animals  in  the 
room  or  leaving  on  a radio  or  dim  light  helps  provide 
a feeling  of  security. 

Going  through  the  same  bedtime  routine  even- 
night  is  almost  universal.  Such  rituals  serve  a 
useful  purpose.  They  seem  to  ease  anxieties,  tem- 
porarily at  least,  and  decrease  the  need  for  feeling 
vigilant  by  distracting  thoughts  from  anxieties, 
Laird  said. 
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The  Intern  Shortage  Isn't  Hopeless 

HERBERT  BERGER,  M.D.,  F.A.C.P.,  STATEN  ISLAND,  NEW  YORK 


4 4 r Inhere  are  too  few  young  doctors  going  into 
general  practice.” 

‘‘There  are  not  enough  doctors  in  our  community. 
It’s  costly  and  inconvenient  to  travel  to  the  city.” 
“Our  smaller  hospitals  have  no  interns  who  are 
graduates  of  American  Medical  Schools.” 

“Our  hospital  can’t  afford  to  hire  a sufficient  num- 
ber of  interns,  and  those  we  get  are  often  poorly 
trained  or  with  too  much  of  a language  barrier.” 
“Our  younger  specialists  have  too  little  knowledge 
of  people.  One  must  admire  their  great  knowledge 
of  disease  almost  as  much  as  one  decries  their  lack  of 
tact  and  bedside  management.” 

“Our  recent  graduates  resent,”  say  the  representa- 
tives of  medical  schools,  “their  clerklike  status  in 
their  internship  as  it  is  presently  managed.” 

“I’ve  spent  five  years  in  internship  and  residency 
and  can’t  make  a living.” 

“The  amount  of  research  emanating  from  our  hos- 
pitals has  fallen  off  enormously  since  we  have  foreign 
trained  interns.  Doctors  cannot  communicate  effi- 
ciently enough  with  them,  and  consequently  the 
clinical  projects  which  are  the  peculiar  province  of 
the  small  hospital  are  not  being  completed.” 

All  of  these  statements  are  heard  whenever  doc- 
tors gather.  Committees  meet  to  discuss  all  these 
“separate”  subjects,  but  all  of  these  problems  be- 
come worse  rather  than  improve.  The  American 
Board  of  General  Practice  on  the  one  hand  and  the 
various  specialty  boards  on  the  other  are  in  keen 
competition  for  recruits,  for  recognition,  and  for  defi- 
nition of  their  separate  areas  of  activity. 

After  some  years  of  studying  these  situations  from 
various  points  of  view  which  include  the  chairman- 
ship of  an  Intern  Committee,  presidency  of  a hospi- 
tal, director  of  a service  in  a small  community  hospi- 
tal, consultant  in  a larger  .teaching  institution,  the 
presidency  of  a county  medical  society  and  of  a large 
city  medical  society,  the  vice-presidency  of  a State 
Medical  Society,  more  recently  as  a member  of  a 
Committee  on  Internship  and  Residency  composed 
of  representatives  of  all  six  medical  schools  in  New 
York  City,  of  the  New  York  City  Medical  Society, 
and  of  the  various  local  hospital  organizations,  and 
the  vantage  point  of  ten  years  in  general  practice 
versus  an  equal  number  of  years  in  a specialty,  it 
seems  to  me  that  all  of  these  difficulties  might  be 
resolved  in  almost  one  step. 


• 

In  a word,  may  I suggest  the  re-establishment  of 
the  two-year  rotating  internship.  Hospitals  to  be 
approved  for  such  internship  should  be  of  350  bed 
capacity  or  smaller,  while  residencies  should  be  re- 
served exclusively  for  our  larger  institutions.  Can 
such  a simple  maneuver  bring  order  out  of  all  these 
chaotic  situations?  Could  it  answer  all  of  the 
questions  propounded  at  the  outset  of  this  paper? 
There  is  reason  to  believe  that  it  might. 

It  seems  almost  unnecessary  to  define  the  purpose 
of  an  internship,  yet  I have  found  so  many  miscon- 
ceptions as  to  the  ends  to  be  sought  by  the  recent 
graduate  in  his  first  hospital  years  that  I’d  like  to 
give  the  one  concept  of  this  period  that  might  be  cer- 
tain of  approval.  The  internship  should  be  an  era 
during  which  the  neophyte  in  medicine  learns  to  use 
the  information  he  has  gathered  during  his  four 
years  of  medical  school ; an  opportunity  for  transfer- 
ring knowledge  from  his  brain  to  his  finger  tips,  and 
to  meet  disease  in  people  rather  than  in  textbooks, 
dissecting  laboratories,  or  lecture  halls.  The  ob- 
verse side  of  the  coin  needs  emphasizing.  The  in- 
ternship should  not  be  a period  of  didactic  lectures 
and  dry  clinics  in  a large  teaching  center  where  the 
new  physician  has  little  contact  with  patients  on 
his  own  responsibility.  Nor  should  it  be  presided 
over  by  physicians  who,  no  matter  how  eminently 
qualified  or  highly  titled,  are  not  treating  disease  in 
the  office  and  in  their  patients  outside  of  an  institu- 
tion. A person  trained  under  such  circumstances 
has  had  an  extra  year  or  more  of  medical  school,  but 
even  at  the  completion  of  his  training  he  has  had  no 
internship.  He  is  still  impractical.  Even  with  all 
of  our  enormous  advances,  medicine  is  still  more  art 
than  science. 

There  are  now  14,000  approved  internships  in  the 
United  States  and  7,000  graduates  per  year  each  of 
whom  takes  a one-year,  often  “straight”  intern- 
ship. The  suggestion  that  we  resurrect  the  two- 
year  rotating  service  would  more  than  fill  all  of 
these  places.  We  may  even  see  competition  again 
for  internships  as  we  abolish  the  places  for  first  and 
second  year  straight  services  in  larger  medical  cen- 
ters that  will  henceforth  cater  to  the  resident  alone. 

The  smaller  hospitals  now  have  no  approved  grad- 
uates as  interns.  There  is  no  doubt  that  they  need 
such  individuals.  But  that  is  the  poorest  reason  for 
urging  our  young  graduates  to  go  to  the  community 
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hospitals  for  training.  These  men  and  women  will 
go  to  such  institutions  not  for  the  benefit  of  the 
patients,  or  for  the  convenience  of  the  staff,  or  to 
provide  the  hospital  with  cheap  labor,  but  only  be- 
cause there  is  something  valuable  to  be  learned  with- 
in their  doors.  As  has  already  been  intimated, 
practical  medical  care  can  only  be  taught  by  men  in 
the  practice  of  medicine.  Every  physician  must 
learn  how  to  deal  effectively  with  people  before  he 
can  hope  to  diagnose  and  treat  their  diseases. 

Perhaps  a short,  illustrative  story  will  make  this 
point  clear.  Recently  at  a clinical  conference  a 
case  was  presented  for  diagnosis.  There  was  a 
large  group  present  made  up  of  residents,  assistant 
residents,  and  a few  straight  interns.  The  diagnos- 
tic problem  was  rather  quickly  resolved,  since  all 
evidence  pointed  to  an  inoperable  bronchogenic 
carcinoma.  Since  still  another  half  hour  remained 
to  our  period,  I asked  the  chief  resident,  a five-year 
trainee,  to  describe  what  he  would  tell  the  son  of  this 
patient. 

“Well,”  he  replied  hesitantly,  “I’d  tell  him  his 
father  had  cancer  of  the  lung  and  that  it  was  hope- 
less.” 

“Suppose,”  I asked,  “The  son  replied,  ‘You’re  not 
just  going  to  let  him  die  are  you?’  What  are  you 
going  to  do  about  it?’  ” 

Now  he  was  really  confused.  He  said  helplessly, 
“Now  doctor,  there  really  isn’t  anything  to  do  for 
him.  What  do  I say?” 

This  young  man,  who  represents  five  years  of 
postgraduate  training  in  a fine  hospital,  was  inca- 
pable of  managing  this  simple  problem.  He  was 
not  asked  the  difficult  questions  of  what  he  would 
say  to  the  patient,  how  he  could  explain  to  the  sick 
man  why  the  condition  was  worsening  steadily  de- 
spite the  treatment  he  was  receiving,  nor  was  he 
asked  how  to  handle  appropriately  the  ubiquitous 
third  year  medical  student  who  seems  to  be  in  prac- 
tically every  family  these  days. 

When  this  story  was  told  at  the  last  meeting  of  the 
State  Committee  on  Internships  and  Residencies,  the 
dean  of  one  medical  school  stated  simply,  “This 
proves  that  we’ll  have  to  teach  the  students  some 
art  as  well  as  science.”  But  much  as  one  might  ad- 
mire this  gentleman,  one  may  seriously  question 
whether  he,  or  his  faculty,  are  the  best  available 
source  for  this  part  of  medical  education.  With  all 
humility  may  I ask,  “Are  these  teachers,  isolated  as 
they  are  in  their  ivory  tower,  qualified  to  do  this?” 
Should  the  now  overcrowded  curriculum  in  our 
schools  be  burdened  with  still  another  subject? 
Such  training  falls  naturally  to  the  staff  of  a com- 
munity hospital.  They  know  people.  They  know 
family  history  (a  most  seriously  neglected  facet  of 
good  diagnosis).  They  know  the  value  of  a thera- 
peutic test.  They  regularly  bring  some  of  the  econom- 
ics of  medicine  to  their  house  staff  not  only  from 


the  point  of  view  of  the  physician,  but  even  more 
important,  from  that  of  the  patient.  They  bring 
heart  as  well  as  mind  to  the  bedside. 

At  the  completion  of  a two-year  rotating  intern- 
ship during  which  the  young  student  has  become  a 
practical  doctor,  several  highly  desirable  events  have 
occurred.  The  hospital  has  profited  from  the  serv- 
ices of  a well-trained  young  physician  whom  the 
patients  like  because  they  recognize  his  training 
and  because  they  can  communicate  with  him.  ( Xen- 
ophobia is  not  dead  in  the  United  States.)  The 
staff  has  enjoyed  the  cooperation  of  a capable  as- 
sistant on  whom  can  be  placed  many  responsibili- 
ties. The  attending  physicians  have  had  an  oppor- 
tunity to  learn  from  these  recent  graduates  who 
are  often  veritable  encyclopedias  of  knowledge. 
Their  intelligent  questions  stimulate  the  visiting 
physicians  so  that  they,  in  turn,  become  better  doc- 
tors. A few  research  problems  are  completed  be- 
cause the  busy  practitioner,  who  is  often  a mine  of 
new  information  and  original  thoughts,  rarely  has 
the  time  to  work  them  out.  With  a good  intern  to 
help,  many  of  these  ideas  can  be  put  on  paper  and 
brought  to  the  attention  of  the  entire  profession. 
But  it  bears  repetition  to  state  unequivocally  that 
the  greatest  benefits  are  derived  by  the  young  doctor 
himself.  He  has  now  acquired  self-confidence  and 
practical  knowledge  that  he  can  always  turn  into  a 
livelihood,  immediately  if  necessary.  He  has  be- 
come part  of  a community  where  he  may  eventually 
come  to  practice.  He  will  bring  to  his  patients  new 
skills  and  attributes  which  might  be,  and  often  are, 
denied  those  physicians  who  never  had  this  oppor- 
tunity for  study. 

Three  courses  are  open  to  the  physician  who  has 
completed  this  type  of  training.  First,  he  may  feel 
that  he  has  now  discovered  an  interest,  a talent,  a 
skill  which  he  should  like  to  pursue  further.  Here, 
then,  is  the  place  for  our  larger  hospitals.  They  are 
eminently  qualified  to  train  this  young  man  or  wo- 
man in  a specialty,  for  a career  in  administration, 
for  teaching,  or  for  research.  Our  student  brings  to 
this  new  phase  of  his  training  a broad  background  in 
all  disease  and  a knowledge  of  the  ultimate  purpose 
of  medical  practice,  to  improve  the  health  of  people. 
He  brings  perspective  back  to  the  medical  center. 
He  will  be  as  valuable  to  the  staff  and  the  patients  of 
his  new  hospital  as  they  can  be  to  him. 

A second  choice  is  to  enter  general  practice  im- 
mediately. Many  will  do  this  because  they  enjoy 
its  challenge  and  its  opportunity  to  serve  and  be- 
cause they  may  have  by  now  acquired  responsibili- 
ties in  the  form  of  dependents.  No  one  feels  more 
like  the  ideal  doctor  than  the  general  practitioner. 
There  are  many  times  when  we,  who  have  entered  a 
specialty,  look  back  at  those  hectic  days  with  envy. 
There  is  an  enormous  variety  of  cases,  a tremendous 
sense  of  satisfaction,  and  a feeling  of  usefulness  as 
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we  solve  problem  after  problem  alone  at  the  bedside. 
The  joy  of  success,  the  gratitude  of  our  families,  all 
fill  one  with  nostalgia.  The  man  who  has  completed 
a two-year  rotating  internship  brings  adequate 
training  to  this  all-important  field.  Small  wonder 
that  the  ranks  of  our  general  practitioners  are 
dwindling  when  there  is  so  little  opportunity  for  a 
physician  to  learn  this  fundamental  branch  of  med- 
icine. 

The  third  career  that  our  young  man  may  select 
is  a combination  of  the  above.  After  several  years 
of  general  practice  he  may  feel  he  has  found  his  exact 
niche  in  medicine.  He  now  has  a wide  knowledge 
not  only  of  disease  and  of  people  but  of  his  own  capa- 
bilities. Such  a person  can  bring  to  his  specialty 


the  ultimate  in  preparation.  I urge  all  of  my  own 
students  to  follow  this  latter  course. 

Recently  the  administrator  of  one  of  our  most  fa- 
mous centers  told  me  that  his  institution  could  afford 
to  pay  less  for  interns  and  always  got  good  ones  but 
that  the  cost  of  lectures  and  demonstrations  was  so 
high  that  the  ultimate  expense  was  just  as  high  as 
the  salaries  paid  by  smaller  hospitals.  This  form  of 
medical  education  is  not  the  province  of  an  intern- 
ship but  rather  is  the  function  of  the  medical  school. 
Certainly  the  economic  competition  of  our  hospitals 
for  these  scarce  services  is  not  in  the  best  interests  of 
either  the  institution,  the  staff,  or  the  intern  him- 
self. 

7440  Amboy  Road 


Coronary  Heart  Disease 


Coronary  heart  disease,  the  commonest  form  of 
heart  disease  today,  is  least  frequent  among  young 
married  women,  among  persons  living  in  the  rural 
part  of  the  southern  states,  and  among  those  who 
have  had  no  history  of  premature  death  or  occur- 
rence of  heart  disease  in  the  family. 

A study  of  recorded  mortality  from  heart  disease 
by  statisticians  of  the  Metropolitan  Life  Insurance 
Company  reveals  variations  according  to  age,  sex, 
weight,  race,  marital  status,  geographic  region,  and 
other  factors. 

Up  to  age  forty-five,  the  death  rate  from  heart 
disease  runs  up  to  6.6  times  as  high  for  white  men  as 
for  white  women.  The  ratio  decreases  progres- 
sively with  advance  in  age,  until  at  ages  eighty-five 
and  over,  the  ratio  for  the  two  sexes  among  white 
persons  are  about  the  same.  Among  nonwhites,  the 
sex  differences  in  the  death  rate  are  much  smaller, 
and  do  not  van-  much  with  age. 

Heart  disease  death  rates  are  significant^  higher 
for  the  widowed,  the  single,  the  divorced  than  for  the 
married.  It  would  appear,  therefore,  the  statisti- 
cians point  out,  that  the  factors  associated  with 


married  life — selectivity  of  marriage  and  the  more 
favorable  environment  of  the  married — influence  the 
level  of  mortality  from  the  disease. 

A number  of  studies  have  shown  that  people  who 
are  overweight  are  more  likely  to  suffer  fatal  attacks 
of  heart  disease.  When  overweight  is  coupled  with 
slight  or  moderate  elevation  of  blood  pressure,  the 
chances  of  such  an  attack  are  greatly  increased. 

The  heart  disease  death  rate  is  lowest  in  the  east 
south  central  region  and  highest  in  the  middle 
Atlantic  region. 

“Statistical  findings  strongly  suggest  that  heredi- 
tary factors  have  a considerable  influence  on  the 
level  of  mortality  from  heart  disease,”  the  statis- 
ticians conclude. 

“A  recent  investigation  of  insured  lives  showed 
that  persons  who,  on  their  application  for  life  in- 
surance, had  reported  two  or  more  cases  of  cardio- 
vascular-renal disease  under  age  sixty  in  their 
families  were  themselves  subject  to  death  rates 
from  cardiovascular  disease  which  were  from 
one  and  three-fourths  to  two  and  one-half  times 
these  prevailing  in  standard  risks.” 
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Wanted:  children 
Today’s  families  are  planned  big 


The  earlier  phase  of  the  baby  boom,  char- 
acterized by  its  sharp  rise  in  first  and  second 
births,  is  being  sustained  by  the  “unusually  large 
numbers  of  children  born  in  established  fam- 
ilies.”1 Almost  one-third  of  the  1 956  babies  were 
third  or  fourth  children  — a higher  proportion 
“than  for  any  year  since  before  World  War  I.” 
Big,  but  spaced  families  — Many  of  these  chil- 
dren will  have  one,  two  or  even  more  brothers 
or  sisters,  especially  in  upper-class  families.  A 
survey  recently  completed  among  29,494  grad- 
uates of  178  colleges  shows  that  the  men  of  the 
class  of  ’45  have  families  averaging  70%  larger 
than  the  men  of  the  class  of  ’36  in  the  ten  years 
after  graduation.2 

Ideal  method  for  family  planners  —When  pru- 
dent young  wives  ask  advice  to  help  them  space 
their  children,  they  want  to  be  sure  the  method 
recommended  really  provides  protection.  You 
can  give  them  this  assurance  with  the  diaphragm- 
jelly  technique,  the  preferred  method  for  women 
of  high  parity.  Adopted  by  parenthood  clinics 
“as  possessing  the  least  degree  of  fallibility,”3 
this  dependable  method  reduces  “the  likelihood 
of  conception  by  at  least  98  per  cent.”4 
Comfort  and  security  — RAMSES®  Diaphragm 
and  Jelly  offer  comfort  for  the  patient  as  well 
as  the  peace  of  mind  that  comes  with  the  use  of 


a reliable  technique.  The  smooth,  cushioned  rim 
of  the  RAMSES  Diaphragm  prevents  irritation. 
Its  flexibility  in  all  planes  permits  complete  free- 
dom of  movement.  RAMSES  Jelly,*  a “10-hour” 
jelly  because  it  occludes  for  that  long,  quickly 
immobilizes  sperm  and  is  safe  for  continued  use. 
Wives  who  want  their  families  when  they  want 
them  arc  confident  that  you  have  given  sound 
advice  when  you  tell  them  that  for  more  than 
30  years  physicians  have  relied  on  RAMSES  pro- 
tection in  family  planning. 

l"  prescribing  a diaphragm  — 
7 %.  Specify  the  attractive,  complete 

unit -RAMSES  “TUK-A- 
\\  A't  Kit  #"())  with  dia- 
“ ' _ 1 phragm,  introducer,  and  3 

”Jf  oz.  tube  of  jelly  in  a washable, 

sm*  jAJ-  z ippered  bag.  Diaphragm  in 

sizes  from  SO  to  93  mm.  Additional 
jelly,  in  3 and  5 oz.  tubes,  at  all  pharmacies. 

References : 1.  Statist.  Bull.  Metrop.  Life  Insur.  Co.  38:6 
(March)  1957.  2.  College  Study  Report:  Population  Bull. 
11: 45  (June)  1955.  3.  Novak,  E.,  and  Novak,  E.  R.:  Text- 
book of  Gvnecology,  Baltimore,  The  Williams  & Wilkins  Co., 
1956.  4.  Tietze,  C.:  Proc.  3rd  Internat.  Conf.,  Planned  Par- 
enthood, 1953. 

JULIUS  SCHMID,  inc. 

423  West  55th  Street,  New  York  19,  N.  Y. 

^Active  agent,  dodecaethyleneglycol  monolaurate  5%,  in  a base  of  long- 
lasting  barrier  effectiveness. 

RAMSES  and  “TU K-A-WAY"  are  registered  trade-marks  of 
Julius  Schmid.  Inc. 
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Purposes , Policies , and  Procedures 


History 

YAn  thanksgiving  Day  in  1918  the  late  Dr. 

Wolff  Freudenthal  learned  that  an  elderly 
physician  was  at  that  time  an  inmate  of  a poor- 
house.  He  presented  this  sad  situation  to  a meeting 
of  the  Medical  Union,  and  it  was  the  sentiment  of 
the  members  that  an  organization  should  be  formed 
to  give  aid  in  such  instances.  A committee  was 
appointed  to  survey  the  situation  and  to  put  into 
effect  this  altruistic  idea.  On  June  4,  1919,  the 
certificate  of  incorporation  was  granted  to  the 
Physicians'  Home  for  the  purpose  of  “giving  financial 
and  other  assistance  to  aged  and  indigent  physicians, 
their  wives,  widows,  and  needy  minor  children.” 
And  in  the  fall  of  1919  the  first  appeal  was  made  to 
the  members  of  the  medical  profession. 

On  April  15,  1936,  changes  were  made  in  the 
constitution  and  bylaws  and  in  the  certificate  of 
incorporation,  with  the  purpose  of  creating  a more 
systematized  organization.  That  same  year  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  Newr  York  authorized  the  Council  to 
approve  a list  of  names  of  physicians,  submitted  by 
the  Board  of  Directors  of  the  Physicians’  Home,  to 
serve  as  its  directors.  Thus,  a closer  relationship 
was  established,  and  the  Physicians’  Home  became 
an  integral  part  of  the  organized  medical  profession 
of  the  state. 

During  its  early  years  the  Corporation  endeavored 
to  maintain  its  guests  in  a physical  home,  located 
from  time  to  time  in  various  places.  But  it  became 
evident  that  these  elderly  physicans  were  not  happy 
living  segregated  and  necessarily  somewhat  regi- 
mented fives  in  an  institution,  especially  since  their 
indigency  thus  became  public  knowledge.  In 
most  instances  they  preferred  to  remain  in  home 
localities  among  friends  and  relatives,  where  they 
were  respected  members  of  the  community.  For 
many  years  now  the  Corporation  has  granted 
beneficial  aid  directly  to  the  beneficiary,  enabling 
him  to  five  in  a locality  of  his  own  choosing. 

Management 

The  members  of  the  corporation  consist  of  those 
individuals  who  make  contributions  to  the  corpora- 
tion, of  which  its  voting  members  are  those  wrho 
make  regular  annual  contributions  as  prescribed  in 
the  bylaws.  The  general  management  of  its 


business  and  affairs  is  conducted  by  a board  of  27 
directors,  each  of  whom  has  a three-year  term  of 
office.  These  are  elected  annually  at  the  annual 
meeting  of  members.  The  care,  custody,  and  man- 
agement of  the  property  of  the  corporation  is  the 
responsibility  of  a board  of  five  trustees,  each  of 
whom  has  a five-year  term  of  office,  and  one  of 
W'hom  is  elected  annually  at  the  annual  meeting  of 
members.  Directors  are  chosen  from  among  indi- 
viduals approved  for  the  purpose  by  the  Council  of 
the  Medical  Society  of  the  State  of  New  York. 
The  trustees  report  their  activities  regularly  to  the 
board  of  directors,  and  the  board  of  directors  re- 
ports annually  to  the  members  at  their  annual 
meeting. 

Finances 

The  income  of  the  Corporation  is  derived  largely 
from  the  members  of  the  Medical  Society  of  the 
State  of  New'  York,  either  as  voluntary  contri- 
butions sent  in  with  annual  society  dues  to  the 
county  medical  societies  and  forwarded  by  the 
county  treasurer,  or  as  contributions  sent  directly 
to  the  Physicians’  Home  in  response  to  the  annual 
appeal  at  Thanksgiving  time.  Contributions  are 
received  also  from  the  Woman’s  Auxiliaries  of  the 
county  societies,  from  interested  lay  persons, 
frequently  in  the  form  of  memorial  gifts,  and 
through  bequests  by  will. 

The  expenditures  of  the  Corporation  consist 
primarily  of  beneficial  aid  extended  to  its  guests, 
and  there  is  a relatively  small  expense  of  necessary 
administrative,  legal,  and  accounting  services. 
Generali}',  the  ordinary  income  of  the  corporation 
is  utilized  each  year  in  extending  beneficial  aid  to 
guests  and  in  defraying  administrative  expenses, 
and  its  extraordinary  income  from  bequests  and 
similar  gifts  has  been  set  aside  in  an  effort  to  build 
up  an  endowment  fund. 

Policies 

In  the  fight  of  the  provisions  of  the  certificate  of 
incorporation  and  bylaws  and  the  traditions  of  the 
corporation,  the  board  of  directors  has  always  had  a 
clear  conception  of  its  benevolence  as  intended  for, 
and  only  for,  the  benefit  of  physicians  w'ho  have 
spent  a considerable  portion  of  their  fives  in  the 
practice  of  medicine  in  the  State  of  New'  "i  ork.  To 
[Continued  on  page  3362) 
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...New  SANBORN 

_ _ MODEL  300 

VlSETTE 


New  York  Branch  Office 
1860  Broadway 
Circle  7-5794  and  7-5795 


Change  leads  by  turning  a knob,  with  "Instoinatic”  (amplifier- 
stabilizing)  action  automatically  done  lor  you  as  you  turn  the  knob 
. . . mark  patient’s  name,  data,  date  on  record  while  its  still  m the 
instrument,  using  a built-in  writing  surface  . . . reload  new  chart 
paper  by  lifting  a cover,  dropping  in  the  roll,  running  motor . . . pick 
up  and  carry  the  instrument  to  a hospital  ward  or  patient’s  home,  as 
easily  as  you  would  a brief  case. 

You  can  do  every  one  of  these  — and  a dozen  more  time-and- 
effort-saving  things  — when  you  use  the  new  Sanborn  Model  300 
VISETTE  electrocardiograph.  This  remarkable,  moderately  priced 
instrument  has  been  designed  to  fulfill  a single  purpose:  convenient 
’cardiography  with  no  sacrifice  in  diagnostic  accuracy.  Here  is  an 
ECG  that  weighs  otdy  18  pounds  — no  more  than  a portable  type- 
writer; that  occupies  barely  more  space  on  the  top  of  your  desk 
than  an  8 Vi"  x 1 1"  letterhead;  that  encourages  patient’s  pre-test 
"peace  of  mind”,  by  its  attractive,  modern  design;  that  shuts  itself 
off',  when  the  cover  is  closed;  that  grounds  itself  when  a button  is 
pushed;  that  keeps  electrodes,  paste,  cables  and  accessories  from 
getting  lost,  by  storing  them  in  a cover  compartment. 

In  short,  the  VISETTE  is  the  electrocardiograph  for  your 
practice  today.  Call  the  "Sanborn  man”  in  or  near  your  city  for 
all  the  facts  on  the  new  300  VISETTE.  He’ll  be  glad  to  demon- 
strate, in  your  office  and  at  your  convenience,  the  most  convenient 
ECG  you’ve  ever  used.  Or,  write  for  descriptive  literature,  with 
details  of  15-day  Trial  Plan. 


Rochester  Branch  Office 
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that  end  and  in  order  that  its  benevolence  should 
not  be  applied  to  purposes  beyond  its  limited 
resources,  the  Corporation  has  established  and 
follows  certain  general  policies  with  respect  to  the 
granting  of  beneficial  aid,  including  the  following: 

1.  The  Corporation  does  not  presently  maintain 
a physical  home  but  gives  financial  assistance  to 
eligible  aged  indigent  physicians,  their  wives, 
widows,  and  needy  minor  children. 

2.  Beneficial  aid  will  be  extended  only  to  a 
physician  who  is  a citizen  of  the  United  States,  who 
has  practiced  medicine  in  New  York  State,  and  who 
has  been  a member  of  the  Medical  Society  of  the 
State  of  New  York  for  ten  consecutive  years. 

3.  Beneficial  aid  will  be  extended  for  the  purpose 
of  providing  shelter,  food,  maintenance,  and 
necessary  living  requirements  and  to  enable  main- 
tenance in  a moderate  and  reasonable  style  of 
living,  but  not  to  enable  beneficiaries  to  continue  to 
practice,  except  to  a limited  extent,  or  enter  into 
new  enterprises. 

4.  Physicans’  Home  does  not  assume  the 
responsibility  of  providing  the  cost  of  institutional 
treatment  or  custodial  care  for  guests,  and  the 
extent  of  beneficial  aid  in  such  cases  is  determined 
by  the  directors  of  the  Corporation. 

5.  If  the  applicant  shall  be  accepted  and  main- 
tained by  the  Corporation,  the  applicant  agrees  to 
advise  the  Corporation  promptly  of  any  change  of 
address  or  in  personal  or  family  circumstances, 
financial  or  otherwise. 

6.  Applicants  for  beneficiary  aid  and  next  of 
kin  are  interviewed  by  a social  service  worker  and  a 
financial  agency.  The  merit  of  each  application  is 
then  considered  by  the  Executive  Committee  and 
Board  of  Directors  of  the  Corporation. 

In  line  with  accepted  practice  among  charitable 
organizations  of  like  character,  the  Corporation 
endeavors  to  obtain  from  beneficiaries  their  agree- 
ment to  transfer  and  assign  to  the  Corporation 
ownership  of  funds  or  property  which  the  bene- 
ficiary may  at  any  time  own.  The  purpose  of  this 
requirement  is  to  assure  the  equitable  results  of 
reimbursement  to  the  Corporation  for  its  expendi- 
tures on  any  guest  out  of  any  windfall  or  unexpected 
income  he  may  receive.  The  requirement  would 
be  enforced  only  if  under  all  the  surrounding 


circumstances  enforcement  would  be  proper,  and  it 
is  waived  in  any  case  in  which  a relative  of  the 
guest  or  other  person  has  a superior  moral  claim. 

Procedures 

Applications  for  beneficial  aid  are  referred  in  the 
first  instance  to  the  secretary  of  the  local  county 
medical  society  of  which  the  applicant  is  a member. 
After  recommendation  by  the  secretary  the  applicant 
is  interviewed  by  a trained  social  service  investiga- 
tor in  order  to  ascertain  special  needs  or  problems, 
possible  sources  of  income  or  assets,  and  the  finan- 
cial status  of  next  of  kin  who  may  have  a prior 
responsibility  for  the  support  of  the  applicant.  In 
some  instances,  as  mentioned  above  under  policies, 
it  may  be  necessary  to  obtain  financial  report. 

The  application  for  beneficial  aid,  together  with 
the  recommendations  of  the  county  society  secretary 
and  social  service  organization  and  other  pertinent 
supporting  data,  is  then  reviewed  by  the  executive 
committee  of  the  Corporation,  which  holds  meetings 
at  least  once  each  month.  Recommendations  on 
the  applications  are  then  made  by  the  executive 
committee  to  the  board  of  directors  which,  in  turn, 
considers  the  matter  and  takes  appropriate  action. 
Periodic  reviews  and  reinvestigations  of  individuals 
receiving  beneficial  aid  are  made,  and  appropriate 
action  in  that  regard  is  taken  periodically,  depending 
on  the  results  of  the  review  and  reinvestigation, 
and  with  special  needs  of  the  beneficiary  in  mind. 

Thus,  since  1919  Physicans’  Home  has  been 
carrying  out  the  purpose  for  which  it  was  organized: 
the  giving  of  financial  or  other  assistance  to  aged 
and  indigent  physicans,  their  wives,  widows,  and 
need}'  minor  children.  Many  have  been  assisted 
through  the  years,  and  their  expressions  of  gratitude 
for  their  release  from  the  fear  of  insecurity  and  want 
are  definite  evidence  of  the  need  for  this  organiza- 
tion. There  are  many  instances  of  genteel  poverty 
and  terminal  indigency  among  merit  orious  physicians 
and  their  families,  caused  by  illness,  misfortune,  or 
other  circumstances  beyond  their  control.  The 
extent  to  which  the  Corporation  may  broaden  its 
benevolence,  reduce  anxiety,  and  brighten  the 
sunset  years  within  the  profession,  depends  on 
the  continued  interest  and  support  of  members  of 
the  Medical  Society  of  the  State  of  New  York. 


Classes  of  Membership 

Membership  in  the  Corporation  consists  of  the 
individuals  who,  during  any  consecutive  two-year 
period,  have  made  a contribution  to  the  Corpora- 
tion, and  membership  is  divided  into  the  following 
classes:  Associate  Members  who  contribute  less 


than  $10  a year,  Annual  Members  who  contribute 
$10  up  to  $100  per  year,  Sustaining  Members  who 
contribute  from  $100  to  $1,000,  and  Life  Members 
who  contribute  from  $1,000  to  $5,000,  Patrons, 
$5,000  to  $10,000;  Benefactors,  $10,000  or  more. 
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Edward  McPherson  Armstrong,  M.D.,  of  New 

York  City,  died  at  his  summer  home  in  Westhamp- 
ton  Beach  on  September  10  at  the  age  of  seventy- 
five.  Dr.  Armstrong  received  his  medical  degree  in 
1910  from  Johns  Hopkins  University  School  of 
Medicine  and  interned  at  New  York  Hospital.  He 
was  the  retired  medical  director  of  the  Mutual  Life 
Insurance  Company  of  New  York.  Dr.  Armstrong 
was  a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Breen,  M.D.,  of  Schroon  Lake,  died  on 
September  7 at  his  home  at  the  age  of  seventy-eight. 
Dr.  Breen  graduated  from  Albany  Medical  College 
in  1906.  He  was  the  health  officer  for  the  town  of 
Schroon  Lake  and  had  been  a physician  in  the  Adi- 
rondacks  since  1907.  Dr.  Breen  was  a member  of 
the  Essex  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Hillard  Bresky,  M.D.,  of  Rego  Park,  died  at  his 
home  on  August  2 at  the  age  of  fifty-eight.  Dr. 
Bresky  graduated  from  Columbia  University  Col- 
lege of  Physicians  and  Surgeons  in  1925.  He  was  a 
medical  examiner  for  insurance  companies  and  dur- 
ing World  War  I served  with  the  Army  Medical 
Corps.  Dr.  Bresky  was  a member  of  the  Queens 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

John  Donald  Cahill,  M.D.,  of  the  Bronx,  died  in 
the  Westchester  Square  Hospital,  the  Bronx,  on 
September  13  at  the  age  of  fifty.  Dr.  Cahill  was 
graduated  from  Georgetown  University  School  of 
Medicine  in  1932  and  interned  at  Fordham  Hospital. 
He  was  a visiting  physician  on  the  chest  service  at 
Fordham,  St.  Joseph’s,  St.  Elizabeth’s,  and  Mother 
Cabrini  Memorial  Hospitals.  Dr.  Cahill  was  a 
Fellow  of  the  .American  College  of  Chest  Physicians, 
a member  of  the  American  Trudeau  Society,  the 
New  York  Trudeau  Society,  the  New  Aork  Celtic 
Medical  Society,  the  Bronx  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  T.  Carter,  M.D.,  of  Fredonia,  died  at  his 
home  on  August  10  at  the  age  of  seventy-five.  Dr. 
Carter  graduated  from  Cleveland  College  of  Physi- 
cians and  Surgeons  in  1908.  He  had  practiced 
medicine  in  Fredonia  for  almost  thirty-five  years. 
Dr.  Carter  was  a member  of  the  Chautauqua  County 


Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

Coryell  Clark,  M.D.,  of  Cold  Spring,  died  at  the 
Julia  L.  Butterfield  Memorial  Hospital  on  Septem- 
ber 11  at  the  age  of  seventy-seven.  Dr.  Clark 
graduated  in  1900  from  Cornell  LTniversity  Medical 
College  and  interned  at  Bellevue  Hospital.  He  was 
an  attending  physician  and  surgeon  at  the  Julia  L. 
Butterfield  Memorial  Hospital  which  he  helped  to 
establish  with  a gift  from  Mrs.  Butterfield’s  estate 
and  of  which  he  had  served  as  president  of  the  board. 
During  World  War  II  he  served  as  a physician  for 
the  selective  service  board.  He  was  a member  of 
the  Putnam  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Bartholomew  Conolly,  M.D.,  of  Glen 
Cove,  died  in  St.  Francis  Cardiac  Hospital,  Roslyn, 
on  September  14  at  the  age  of  seventy-one.  Dr. 
Conolly  graduated  from  Long  Island  College  Hospi- 
tal in  1909  and  interned  at  St.  Catherine’s  Hospital. 
He  was  a consultant  in  surgery  at  Meadowbrook 
Hospital,  Hempstead,  and  Mercy  Hospital,  Rock- 
ville Centre.  He  was  appointed  by  Presidents 
Woodrow  Wilson  and  Franklin  D.  Roosevelt  to 
head  the  draft  exemption  boards  in  Glen  Cove  dur- 
ing both  wars.  He  was  the  first  health  officer  of 
Glen  Cove  when  it  became  a city  and  remained  in 
that  office  until  the  department  was  absorbed  by 
Nassau  County,  and  was  police  surgeon  of  Glen 
Cove.  Dr.  Conolly  was  a Fellow  of  the  American 
College  of  Surgeons,  a member  of  the  Queens  Surgi- 
cal Society,  the  Nassau  Surgical  Society,  the  Nassau 
County  Medical  Society,  and  the  Medical  Society  of 
the  State  of  New  York. 

Percy  R.  Crane,  M.D.,  of  Levittown,  died  on  June 
22  at  the  age  of  seventy-two.  Dr.  Crane  graduated 
in  1906  from  Long  Island  College  Hospital. 

Benedict  F.  D’Angelo,  M.D.,  of  Franklin  Square, 
died  recently  at  the  age  of  seventy-one.  Dr. 
D’Angelo  graduated  from  the  university  of  Mary- 
land School  of  Medicine  in  1914.  He  was  an  at- 
tending surgeon  on  the  ENT  Service  at  Columbus 
Hospital,  New  York  City.  Dr.  D’Angelo  was  a 
member  of  the  Nassau  County  Medical  Society  and 
the  Medical  Society  of  the  State  of  New  York. 

Abraham  Firestone,  M.D.,  of  New  Aork  City, 
died  on  June  6 at  the  age  of  fifty-seven.  Dr.  Fire- 
[Continued  on  page  3366] 
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stone  graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1924  and  interned  at 
Mount  Sinai  Hospital.  He  was  a member  of  the 
New  5 ork  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  York. 

Edward  Allan  Goode,  M.D.,  of  Flushing,  died  on 
June  1 at  the  age  of  eighty.  Dr.  Goode  graduated 
in  1905  from  the  University  of  Toronto  Faculty  of 
Medicine.  He  was  a consultant  in  otolaryngology 
at  Flushing  Hospital.  Dr.  Goode  was  a Diplomate 
of  the  American  Board  of  Otolaryngology  and  a 
member  of  the  Queens  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Hartstein,  M.D.,  of  Brooklyn,  died  on 
March  17  at  the  age  of  forty-seven.  Dr.  Hartstein 
received  his  medical  degree  from  the  University  of 
Leipzig  in  1936. 

Guy  Houghton,  M.D.,  of  Canajoharie,  died  on 
August  18  in  Amsterdam  Hospital  at  the  age  of 
seventy-one.  Dr.  Houghton  graduated  in  1913 
from  Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  honorary  member  of  the  staff 
at  Amsterdam  City  Hospital  and  had  also  served  as 
health  officer  for  the  towns  of  Canajoharie  and  Root 
for  thirty-eight  years  as  well  as  health  officer  for  the 
Town  of  Palatine.  Dr.  Houghton  was  a member  of 
the  Montgomery  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

John  Alexander  Johnson,  M.D.,  of  Glean,  died  at 
the  Olean  General  Hospital  on  August  12  at  the  age 
of  seventy-one.  Dr.  Johnson  graduated  in  1910 
from  New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  honorary  member  of 
the  staff  of  Olean  General  Hospital  and  a consultant 
on  the  staff  of  St.  Francis  Hospital.  From  1916  to 
1922,  1928  to  1932,  and  1937  to  1949  he  was  city 
health  officer  and  in  1951  he  was  appointed  medical 
director  of  the  Olean  Public  Schools.  Dr.  Johnson 
was  a Licentiate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of  Pediat- 
rics, the  Cattaraugus  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Samuel  Kleinberg,  M.D.,  of  New  York  City,  died 
at  Doctors  Hospital  on  September  8 at  the  age  of 
seventy-one.  Dr.  Kleinberg  graduated  from  Colum- 
bia University  College  of  Physicians  and  Surgeons 
in  1908.  He  was  a consultant  in  orthopedic  surgery 
at  the  Hospital  for  Joint  Diseases  and  Hospital  for 
Special  Surgery,  Rockaway  Beach  and  Lebanon 
Hospitals,  and  a consultant  in  orthopedics  at  Mai- 
monides  Hospital.  Dr.  Kleinberg  was  one  of  the 
founders  and  a former  president  of  the  board  of 
trustees  of  Phi  Delta  Epsilon,  national  medical  fra- 
ternity. Dr.  Kleinberg  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery,  a Fellow  of 


the  American  College  of  Surgeons,  a member  of  the 
American  Orthopedic  Association,  the  American 
Academy  of  Orthopedic  Surgery,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Manuel  Jose  Marzuach,  M.D.,  of  New  York  City, 
died  on  April  3 at  the  age  of  eighty.  Dr.  Marzuach 
graduated  in  1899  from  the  University  of  Virginia 
Department  of  Medicine.  He  was  a senior  assist- 
ant physician  at  St.  Vincent’s  Hospital. 

Dan  Mellen,  M.D.,  of  Rome,  died  on  September  2, 
at  the  age  of  sixty-seven  in  the  Genesee  Hospital, 
Rochester.  Dr.  Mellen  graduated  in  1918  from  the 
University  of  Buffalo  School  of  Medicine.  He  was 
an  attending  in  surgery  at  Rome  Hospital  and  Mur- 
phy Memorial  Hospital.  He  had  served  as  presi- 
dent of  the  Rome  Hospital  Board  of  Managers 
several  times  and  was  also  a member  and  president 
of  the  board  of  the  former  Murphy  Memorial  Hospi- 
tal. In  1933  he  was  appointed  the  commissioner  of 
public  welfare  and  served  two  terms,  and  was  ap- 
pointed by  Governor  Alfred  E.  Smith  to  the  Board 
of  Managers  of  the  Rome  State  School.  In  1953  he 
was  cited  for  outstanding  service  by  the  Universtiy 
of  Buffalo  and  in  1956  he  received  the  annual  Distin- 
guished Service  Award  of  the  Utica  Academy  of  Medi- 
cine. He  was  a member  of  the  Board  of  Directors  of 
the  recently  organized  Rome  Academy  of  Medicine 
and  for  more  than  twenty  years  he  served  as  plant 
physician  at  Revere’s  Rome  Division  and  Rome  Manu- 
facturing Division.  He  was  a past  president  of  the 
Mayo  Clinic  Alumni  Association  and  a past  presi- 
dent of  the  Fifth  District  Branch.  Dr.  Mellen  was 
a Fellow  of  the  American  College  of  Surgeons,  a 
member  of  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society  of  which  he  was  a 
past  president,  the  Medical  Society  of  the  State  of 
New  York  of  which  he  was  a member  of  the  Council 
and  a past  president,  and  the  American  Medical 
Association. 

Samuel  John  Mottola,  M.D.,  of  Tuxedo  Park, 
died  on  September  11  at  the  age  of  forty-five.  Dr. 
Mottola  graduated  from  New  York  Medical  College 
in  1944  and  interned  at  Flower  and  Fifth  Avenue 
Hospitals.  He  was  an  attending  physician  at 
Tuxedo  Memorial  Hospital.  Dr.  Mottola  was  a 
member  of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Francis  Edward  O’Connor,  M.D.,  of  Kingston, 
died  at  his  home  on  September  13  at  the  age  of  fifty- 
six.  Dr.  O’Connor  graduated  in  1925  from  the 
University  of  Vermont  College  of  Medicine.  He 
was  chief  of  obstetrics  and  gynecology  at  Benedic- 
tine Hospital.  Dr.  O’Connor  was  chairman  of  the 
committee  which  established  the  Ulster  County 
Tumor  Clinic  in  Kingston  in  1949  and  was  on  its 
advisorjr  and  medical  staffs.  He  was  also  a member 
[Continued  on  page  3368] 
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of  the  board  of  Kingston  Laboratories  and  for  sev- 
eral years  served  as  vice-president  of  the  Ulster 
County  Board  of  Health  and  was  first  president  of 
the  Ulster  County  Branch  of  the  American  Cancer 
Society.  Dr.  O’Connor  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons  and  the 
American  College  of  Obstetrics  and  Gynecology,  and 
he  was  a member  of  the  New  York  Academy  of  Med- 
icine, the  Mid-Hudson  Surgical  Society,  the  Ulster 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Harry  Boyd  Phillips,  M.D.,  of  Rochester,  died  on 
June  2 at  the  age  of  sixty-six.  Dr.  Phillips  gradu- 
ated in  1915  from  the  University  of  Buffalo  School  of 
Medicine. 

David  Rosenberg,  M.D.,  of  New  York  City,  died 
on  April  28  at  the  age  of  sixty.  Dr.  Rosenberg 
graduated  from  University  and  Bellevue  Hospital 
Medical  College  in  1934. 

G.  Perry  Ross,  M.D.,  of  Auburn,  died  in  the  Au- 
burn Memorial  Hospital  August  7 at  the  age  of 
sixty-four.  Dr.  Ross  graduated  from  the  Univer- 
sity of  Maryland  School  of  Medicine  in  1915.  He 
was  a consultant  in  surgery  at  Auburn  Memorial 
and  Mercy  Hospitals.  Dr.  Ross  was  a member  of 
the  Central  New  York  Surgical  Society,  the  Cayuga 
County  Medical  Society',  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  Saikin,  M.D.,  of  New  York  City,  died 
on  September  7 at  the  age  of  sixty- two.  Dr.  Saikin 
graduated  from  Long  Island  College  Hospital  in 
1919.  He  was  chief  of  urology  at  Stuyvesant  Poly- 
clinic. 

William  Charles  Sandy,  M.D.,  of  Ovid,  died  in 
Geneva  Hospital  at  the  age  of  eighty-one.  Dr. 
Sandy  graduated  in  1901  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  had  been 
assistant  physician  at  New  Jersey  State  Hospital, 
Trenton,  and  Kings  Park  State  Hospital;  from  1915 
to  1917  he  was  medical  director  of  South  Carolina 
State  Hospital,  Columbia,  and  in  1917  he  was  as- 
sistant superintendent  of  Connecticut  State  Hospi- 
tal, Middletown.  From  1919  to  1921  he  was  a 
psychiatrist  of  the  New  York  State  Commission 
for  Mental  Defectives  and  during  World  War  I he 
served  with  the  Army  Medical  Corps  and  remained 
in  the  reserves  as  a Lieutenant  Colonel  until  he  re- 
tired in  1945.  Dr.  Sandy  was  director  of  the  Bu- 
reau of  Mental  Health,  Pennsylvania  Department  of 
Welfare  from  1921  to  his  retirement  in  1944  and  a 
former  associate  editor  of  the  American  Journal  of 
Psychiatry.  Dr.  Sandy  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry),  a Fellow  of  the  American  Psychiatric  As- 
sociation of  which  he  served  as  president  from  1939 


to  1940,  a former  president  of  the  Pennsylvania 
Psychiatric  Society,  a member  of  the  American 
Association  on  Mental  Deficiency,  the  Seneca 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Edward  Watts  Saunders,  M.D.,  of  New  York  City, 
died  at  Martha’s  Yineyard  Hospital  on  August  3 at 
the  age  of  fifty-nine.  Dr.  Saunders  graduated  from 
Washington  School  of  Medicine,  St.  Louis,  in  1924 
and  interned  at  Presbyterian  and  Roosevelt  Hospi- 
tals. Dr.  Saunders  was  a member  of  New  York 
County'  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Charles  T.  Sibley,  M.D.,  of  Oradell,  New  Jersey, 
formerly  of  New  York  City,  retired,  died  on  Septem- 
ber 4 at  his  home  in  Oradell,  New  Jersey,  at  the  age 
of  eighty-three.  Dr.  Sibley'  graduated  from  New 
York  Homeopathic  Medical  College  and  Flower  Hos- 
pital in  1905.  In  1908  he  helped  establish  a Con- 
gregational mission  hospital  in  Davao,  the  Philip- 
pines, and  operated  it  until  1916. 

Joseph  Tulgan,  M.D.,  of  Brooklyn,  died  on  Sep- 
tember 16  in  the  Holy  Name  Hospital,  Teaneck,  New 
Jersey,  at  the  age  of  sixty.  Dr.  Tulgan  graduated  in 
1929  from  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  associate  in  cardiology'  at  the 
Coney'  Island  Hospital.  Dr.  Tulgan  was  a member 
of  the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

William  Roy  Van  Allen,  M.D.,  of  Canandaigua, 
died  on  July'  27  at  the  age  of  fifty-seven.  Dr.  Van 
Allen  graduated  from  the  University  of  Tennessee 
College  of  Medicine  in  1935.  He  was  physician-in- 
charge  of  Brigham  Hall  Hospital.  Dr.  Van  Allen 
was  a member  of  the  American  Psychiatric  Associa- 
tion, a member  of  the  American  Geriatrics  Society, 
the  Canandaigua  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

Walter  H.  Vosburg,  M.D.,  of  Dunkirk,  died  in 
Brooks  Memorial  Hospital  on  August  5 at  the  age  of 
eighty-three.  Dr.  Vosburg  graduated  from  Cleve- 
land Medical  College  in  1897.  He  was  an  honorary- 
surgeon  at  Brooks  Memorial  Hospital,  Dunkirk. 
Dr.  Vosburg  served  with  the  Army'  during  World 
War  I having  enlisted  in  1917  and  on  May  1,  1919 
was  made  chief  of  the  surgical  staff  at  Camp  Upton. 
He  served  as  county  coroner  for  many  years. 

Arthur  Gerald  Whelan,  M.D.,  of  Jackson  Heights, 
died  on  August  23  at  the  age  of  sixty-five.  Dr. 
Whelan  graduated  from  Boston  University  School  of 
Medicine.  He  was  an  associate  in  pediatrics  at  St. 
John’s  Hospital,  Long  Island  City.  Dr.  Whelan 
was  a member  of  the  Queens  County  Medical  Soci- 
ety-, the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association. 
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Health  Department  Building 


Ceremonies  marking  the  dedication  of  the  new 
Health  Department  office  building  in  New  York 
State  were  held  in  Albany,  June  27.  State  Health 
Commissioner  Herman  E.  Hilleboe,  who  presided 
at  the  dedication  ceremonies,  welcomed  the  crowd  of 
over  a thousand  spectators  and  introduced  the 
Honorable  Averell  Harriman,  Governor  of  the  State 
of  Xew  York,  and  Dr.  LeRov  E.  Burney,  Surgeon 
General  of  the  United  States  Public  Health  Service, 
who  were  guest  speakers  on  the  occasion  (Fig.  1). 

The  new  Health  Department  building  brings 
together  under  one  roof  approximately  600  State 
Health  Department  employes  who  were  previously 
housed  in  eight  different  offices  and  buildings 
throughout  the  city  of  Albany.  In  this  way 
greater  efficiency  of  operation  and  better  communica- 
tion among  all  types  of  personnel  has  been  brought 
about. 

The  building  is  located  at  84  Holland  Avenue, 
adjacent  to  the  buildings  of  the  Department’s 
Division  of  Laboratories  and  Research,  where  425 
full-time  personnel  carry  on  research  activities  for 
the  Department  (Fig.  2).  Albany  Medical  College 
and  Hospital,  .Albany  College  of  Pharmacy,  and  the 
Albany  Veterans  Administration  Hospital  are  only 
100  yards  away.  The  Hospital  Survey  and  Plan- 
ning Commission  is  housed  in  the  building. 

Constructed  of  face  brick  with  limestone  trim, 
the  exterior  of  the  “EM  shaped  building  is  of  modern 
design.  Parking  facilities  for  300  cars  are  available 
at  the  side  and  rear  of  the  site.  The  building  is 
completely  air  conditioned.  It  took  two  years  to 
construct  and  cost  S3, 180,000.  It  includes  offices 
of  the  Water  Pollution  Control  Board  and  the  Air 
Pollution  Control  Board.  The  Commissioner  of 
Health  serves  as  chairman  of  these  boards. 

A total  of  170,000  square  feet  of  usable  floor 
space  is  available  within  the  building.  The  base- 


Fig.  1.  Dr.  Herman  E.  Hilleboe,  New  York  State 
Commissioner  of  Health,  presides  at  the  dedication  of 
the  new  Health  Department  office  building.  Seated 
left  to  right  are  the  Honorable  Averell  Harriman. 
Governor  of  the  State  of  New  York,  and  Dr.  LeRov 
E.  Burney,  Surgeon  General  of  the  United  States 
Public  Health  Service,  who  were  guest  speakers  on 
this  occasion. 


ment  floor  contains  a cafeteria  with  a seating  ca- 
pacity of  200  people,  an  auditorium  seating  300 
people,  a photography  laboratory  and  dark  room,  an 
exhibits  workshop,  and  general  storage  and  file 
rooms.  The  auditorium  is  available  for  meetings  of 
medical  societies  and  other  health  groups  through- 
out the  area. 

In  the  center  section  of  the  first  floor  is  the 
entrance  lobby,  flanked  by  a reception  alcove  and 
corridor  entrances  to  the  various  wings  of  the 
building.  Most  of  the  first  and  second  floor  of  the 
building  is  used  for  offices.  A center  for  research 

[Continued  on  page  3372] 


— 


HMILEECEErCFFTKfifrcrnT 

bebbffffb  rBBfsmwsriies 


EIKELEXEEKFfIHESEEEF|KEEEEit 
EEKECtcfXKFFrFrEEEFrcEristrrrF  : 


Fig.  2.  Front  view  of  the  new  office  building  of  the  New  York  State  Department  of  Health.  The  building  is 

located  at  84  Holland  Avenue,  Albany. 
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The  latest  information  on  Orinase*  was 
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clinical  testing  period.  More  than  70,000  re- 
quests for  literature  were  received. 
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and  testing  of  the  human  factors  in  motor  vehicle 
accidents,  supported  by  the  Bureau  of  Motor 
Vehicle  and  the  State  Health  Department,  is 
housed  on  the  ground  floor. 

A third  floor  above  the  center  section  of  the  build- 
ing contains  the  Health  Department  Library. 
Topping  the  structure  is  a tower  section  above  the 
library  which  houses  equipment  and  cooling  appara- 
tus for  the  air  conditioning.  This  modern  struc- 
ture is  the  nerve  center  for  the  Department’s 
state-wide  program  of  service,  training  and  research 
activities  employing  4,800  full-time  personnel 
with  an  annual  budget  of  over  63  million  dollars. 

National  Council  to  Combat  Blindness,  Inc. — 

The  Scientific  Advisory  Committee  of  the  National 
Council  to  Combat  Blindness,  Inc.,  is  now  accepting 
applications  for  its  1958-1959  “Fight  for  Sight” 
grants-in-aid,  research  fellowships,  and  summer 
(1958)  student  fellowships.  The  committee  will 
consider  applications  at  its  Ninth  Annual  Meeting 
in  June,  1958. 

Completed  applications  for  grants  and  fellowships 
must  be  received  by  March  1,  1958,  and  applications 
for  summer  student  fellowships  will  be  reviewed 
before  the  June  meeting.  Forms  may  be  obtained 
by  writing  to  the  Secretary,  National  Council  to 
Combat  Blindness,  Inc.,  41  West  57th  St.,  New 
York  19,  New  York. 

The  goal  of  the  Council  is  the  alleviation  of  de- 
fective sight  and  blindness  through  the  financing 
of  grants  and  fellowships  approved  by  its  Scientific 
Advisory  Committee.  The  1957-1958  “Fight  for 
Sight”  research  allocations  amounted  to  $128,000. 
These  included  24  grants-in-aid,  ten  research  fellow- 
ships and  24  summer  student  fellowships.  Awards 
were  made  in  16  states  (28  institutions)  and  in 
Canada,  Israel,  and  Japan. 

New  York  State  recipients  include: 

Grants-in-aid:  Dr.  Peter  H.  Ballen,  Department 
of  Surgery,  Division  of  Ophthalmology,  State 
University  of  New  York,  College  of  Medicine  at 
New  York  City,  Brooklyn,  “Mucous  Membrane 
Grafts  in  Lye  (Chemical)  Burns  with  Reference  to 
Method  of  Healing  Action  and  Vascularization  of 
Cornea,”  $2,000;  Dr.  Goodwin  M.  Breinin,  Depart- 
ment of  Ophthalmology,  New  York  University 
Post-Graduate  Medical  School,  New  York  Univer- 
sity-Bellevue  Medical  Center,  “Electromyography 
of  the  Extraocular  Muscles,  Including  Stimulation 
Studies  and  Evaluation  of  Drug  Effects  on  the 
Action  Current,”  $2,500;  Dr.  Robert  P.  Burns, 
Department  of  Ophthalmology,  College  of  Physicians 
and  Surgeons,  Columbia  University,  New  York 
City,  “Tissue  Culture  of  Generalized  Cytomegalic 
Inclusion  Disease  Virus  with  Electron  Microscope 
Studies,”  $1,000;  Dr.  Dan  M.  Gordon,  Department 
of  Ophthalmology,  New  York  Hospital,  Cornell 
Medical  Center,  “Application  of  Visual  Aid  in 
Patients  with  Subnormal  Vision,”  $3,675,  and  Dr. 
Jerry  H.  Jacobson,  Division  of  Electrophysiology, 
New  York  Eye  and  Ear  Infirmary,  “Electrophysi- 
ology of  the  Eye,”  $2,500. 


Kenny  Foundation  Scholarships — The  Sister 
Elizabeth  Kenny  Foundation  announces  a con- 
tinuance of  its  postdoctoral  scholarships  to  promote 
work  in  the  field  of  neuromuscular  diseases.  These 
scholarships  are  designed  for  scientists  at  or  near 
the  end  of  their  fellowship  training  in  either  basic  or 
clinical  fields  concerned  with  the  broad  problem  of 
neuromuscular  diseases. 

Kenny  Foundation  Scholars  will  be  appointed 
annually.  Each  grant  provides  a stipend  from 
$5,000  to  $7,000  a year  for  a five-year  period,  de- 
pending upon  the  scholar’s  qualifications.  Candi- 
dates from  medical  schools  in  the  United  States  and 
Canada  are  eligible. 

Inquiries  concerning  details  should  be  sent  without 
delay  to:  Dr.  E.  J.  Huenekens,  Medical  Director, 
Sister  Elizabeth  Kenny  Foundation,  2400  Foshay 
Tower,  Minneapolis  2,  Minnesota. 

Fourth  International  Conference  on  Goiter — 

Those  who  desire  to  submit  abstracts  of  papers  for 
consideration  on  the  program  of  the  Fourth  Inter- 
national Conference  on  Goiter  should  write  Dr. 
John  C.  McClintock,  149V2  Washington  Ave., 
Albany  10,  New  York. 

Sponsored  by  the  London  Thyroid  Club  and  the 
American  Goiter  Association,  the  Conference  will  be 
held  in  London,  England  in  1960.  Scientific  sessions 
will  be  held  in  the  Royal  College  of  Surgeons,  July  6 
through  8,  1960. 

A very  few  Honoraria  will  be  avilable  for  travel 
assistance.  For  further  information  contact  Dr. 
McClintock. 

Van  Meter  Prize  Award — The  American  Goiter 
Association  announces  that  it  will  award  the  Van 
Meter  Prize  of  $300  and  two  honorable  mentions  for 
the  best  essays  submitted  on  original  work  concern- 
ing the  problems  related  to  the  thyroid  gland. 
Essays  may  cover  either  clinical  or  research  investi- 
gations, should  not  exceed  3,000  words,  and  must 
be  presented  in  English.  Duplicate  typewritten 
copies,  double  spaced,  should  be  sent  to  the  Secre- 
tary, Dr.  John  C.  McClintock,  149V2  Washington 
Ave.,  Albany  10,  New  York. 

Papers  must  be  submitted  by  February  1,  1958. 
Awards  will  be  made  at  the  annual  meeting  of  the 
Association,  June  17  through  19,  1958,  at  the 
St.  Francis  Hotel,  San  Francisco,  California.  A 
place  will  be  reserved  on  the  program  of  the  annual 
meeting  for  the  presentation  of  the  winning  essay  by 
the  author. 

New  Society  Formed — A group  of  physicians  and 
scientists  has  formed  the  Society  for  the  Scientific 
Study  of  Sex  (S.S.S.S.)  to  foster  interdisciplinary 
exchange  in  the  field  of  sexual  knowledge.  The 
Society  will  meet  periodically  for  the  presentation  of 
research  papers  and  will  consider  the  problems  in  the 
sexual  area  through  workshops  and  conferences. 

For  membership  requirements  and  further  in- 
formation contact  Robert  Veit  Sherwin,  285  Madi- 
son Avenue,  New  York  17,  New  York. 

[Continued  on  page  3374] 
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“Give  Them  Your  Hand” — A new  booklet  de- 
signed for  relatives  and  friends  of  patients  entering 
the  State  mental  hospitals  will  be  available  this  fall. 
“Give  Them  Your  Hand”  is  published  by  the 


New  York  State  Department  of  Mental  Hygiene. 
In  order  to  reassure  the  anxious  family,  the  booklet 
explains  what  happens  to  the  patient  entering  the 
hospital  and  the  reasons  for  necessary  regulations. 

A special  edition  will  be  printed  for  each  hospital 
containing  necessary  specific  information 


MEDICAL  MEETINGS 


American  Cancer  Society 

Cancer  of  the  Head  and  Neck  will  be  the  subject 
of  this  year’s  Annual  Scientific  Session  sponsored  by 
the  American  Cancer  Society  at  its  annual  meeting. 

The  session  will  be  held  at  the  Grand  Ballroom  of 
the  Park  Sheraton  Hotel,  New  York  City,  on  Octo- 
ber 28  and  29.  Physicians,  dentists,  and  medical 
and  dental  students  are  invited  to  attend.  Further 
information  is  available  through  the  American  Can- 
cer Society,  521  West  57th  Street,  New  York  19, 
New  York. 


Symposium  on  Geriatric  Medicine 

The  annual  Graduate  Symposium  on  Geriatric 
Medicine  will  be  held  at  the  Waldorf-Astoria  Hotel, 
New  York  City,  on  November  7 and  8. 

Co-sponsored  by  the  New  York  and  Rhode  Island 
chapters  of  the  American  Geriatrics  Society,  the 
symposium  has  been  approved  for  twelve  hours  post- 
graduate study  credit,  Category  I. 

For  further  information  contact  Dr.  Richard  J. 
Kraemer,  Rhode  Island  Chapter,  A.A.G.P.,  2907 
Post  Road,  Greenwood,  Rhode  Island. 
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New  York  State  J.  Med. 


PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy 


maintenance  regimen  may  keep  patients 
lesion-free. 

COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas:  Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 


LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY.  CONN. 


©Copyright  1956  Spirt  & Co. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE* 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . With  P ATH ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

"Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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for  the  first  few  days  of  life 

VI-PENTA  #1 

provides  K,  E,  and  C,  the  vita- 
mins needed  particularly  by 
prematures  and  newborns. 


for  infants  and  young  children 

VI-PENTA  #2 

provides  vitamins  A,  D,  C, 
and  E,  essential  for  normal 
development. 


for  all  ages 

VI-PENTA  *3 

provides  A,  D,  C,  and  5 B-com- 
plex  vitamins  for  the  greater 
nutritional  demands  of  the 
growing  years. 


Identical  in  content  and 
taste  to  the  long-estab- 
lished Vi-Pentai  Drops. 


FOR 

PROGRESSIVE 

VITAMIN  THERAPY 


Roche  Laboratories  • Division  of  Hoffmann -La  Roche  Inc.  • Nutley  10,  N.J. 
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JINTICONVULSaMTS 
OF  CHOICE  FOR  VARIOUS 


DILANTIN  Sodium  (diphenylhydantoin 
sodium,  Parke-Davis)  is  supplied  in  a variety  of  forms  — 
including  Kapseals®  of  0.03  Gm.  and  of  0.1  Gm. 
in  bottles  of  100  and  1,000. 


PH  ELANTE  NT  Kapseals  (Dilantin 

100  mg.,  phenobarbital  30  mg.,  desoxyephedrine 
hydrochloride  2.5  mg.),  bottles  of  100. 

CELONTI N Kapseals  (methsuximide, 
Parke-Davis)  0.3  Gm.,  bottles  of  100. 

MILOHTI8C  Kapseals  (phensuximide 
Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000. 

MILONTIN  Suspension, 
250  mg.  per  4 cc.,  16-ounce  bottles. 


Jor  the  obese 
Tasty  Junket”  rennet 
desserts  are  low  in 
caloric  value  yet 
supply  all  of  the 
nutrients  of  milk 


J 


RENNET  POWDER 


makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen's  Lab.  Inc. 


12,000,000  TEST  TABLETS 


During  16  months  of  clinical  testing, 
more  than  12,000,000  Orinase*  tablets 
were  made  available  to  physicians  for 
trial  in  selected  diabetic  patients. 


Yr'f  f:»Vy:ry?1 


Mmm 


‘Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


i.  tract . . . 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  iiig.)  the  most  widely  prescribed  tranquilizer. . .helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  nig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.  i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000, 

trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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OVER 

prednisolone  alone  (or  other 
corticoids) 

OVER 

corticoid-salicylate  combinations 

OVER 

other  corticoid-tranquilizer  com- 
binations 

otional 

bilization 

- • • ATARAXOID  includes  control 
of  fear,  anxiety 

. . - ATARAXOID  includes  control 
of  fear,  anxiety 

. . . only  ATARAXOID  provides  the 
unique,  specific,  consistently 
effective  tranquilizer,  ATARAX 

tical 

itrol 

,. . . tranquilization  enhances 
prednisolone  effect  for  superior 
improvement 

. . . tranquilization  eases  muscle 
tension  (relieving  aching  and 
stiffness)  precludes  anxiety- 
induced  flare-ups 

. enhanced  corticoid  control 
frequently  superior 

. . . tranquilizer  enhancing  effect 
is  more  consistent 

. . . established  by  outstanding 
results  in  94%  of  919  cases* 

sage 

els 

. . . corticoid  requirements  are 
frequently  reduced  by  25-50% 

. . . corticoid  maintenance  levels 
compare  favorably;  often  lower 

. . . tranquilizer  dosage  levels 
are  the  lowest 

. . . more  consistent  tranquiliza- 
tion often  permits  lower  corti- 
coid dosage 

eration 

...corticoid  side  effects  are 
significantly  reduced  or  elimi- 
nated 

...  no  salicylate  side  effects 

...reduced  corticoid  side  effects 
compare  favorably 

. . . tranquilizer  control  is  the 
safest -and  free  of  mental 
"fogging” 

. . . reduction  of  corticoid  com- 
plications more  consistent 

:ient 

nagement 

, . . tranquilization  greatly  facili- 
tates cooperation 

. . .tranquilization  greatly  facili- 
tates cooperation 

. . . more  consistent,  uncompli- 
cated tranquilization  means 
better  cooperation 

iiabie  as: 


Rtaraxoid  5.0 

scored  green  tablets,  5.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride:  bottles  of  30  and  100 


Rtaraxoid  zm 

scored  blue  tablets,  2.5  mg.  ored- 
nisolone  and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  30  and  100 


Rtaraxoid  in 

scored  orchid  tablets,  1.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride:  bottles  of  100 


for  greater  ttexibility  of  dosage 


Pfizer 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6.  New  York 


* Individual  Case  Reports,  Chas.  Pfizer  & Co.,  Inc. 


FOR  RENT 


Canard  Corrected 


LUCRATIVE  CORNER — on  busy  thoroughfare.  Share 
with  Dentist — New  Construction — Brooklyn — 3000  families. 
Opposite  “Y”  & school — near  Transportation.  NI  9-4291. 


FOR  RENT 


One  or  two  rooms  in  new  air  conditioned  bldg,  in  Hemp- 
stead, L.  I.  Beautiful  suite.  Share  waiting  room  and 
consultation  room.  Iv  6-1900. 


FOR  RENT 


Fully  equipped  medical  office,  full  or  part  time  in  air  condi- 
tioned professional  building  in  central  Long  Island.  Call 
ULSTER  5-4463,  Monday,  Friday,  or  Saturday  9:00  A.M.— 
12:00. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33 Va  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  <fc  Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


POSITION  WANTED 


Obstetrician-Gynecologist,  board  eligible,  age  34,  family. 
Desires  relocation  with  group  or  individual  opportunity. 
Box  665,  N.  Y.  St.  Jr.  Med. 


OPPORTUNITY 


Jackson  Hts,  Rapidly  growing,  new  community.  Den- 
tist will  build  corner  plot  office  for  medical  specialist  (Ideal 
Obstetrician)  in  addition  to  his  own.  LU  4-1302. 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet;  24  hour  telephone 
service  included.  Call  ULSTER  5-3767. 


This  editorial  labels  as  a “canard”  the  statement 
of  the  medical  examiner  of  Philadelphia,  widely 
reported  in  the  press  in  the  autumn  of  1956,  identi- 
fying radiation  poisoning  as  the  cause  of  death  of  a 
physician  who  worked  in  the  Brookhaven  National 
Laboratories  for  a little  over  a year.  The  physician 
in  question  was  Kenneth  A.  Koerber,  M.D.,  who 
was  employed  in  the  medical  department.  The 
medical  examiner  reported  that  Dr.  Koerber’s  bones 
contained  “one  thousand  times  the  maximum  safe 
concentration  of  radiation.”  Subsequent  investi- 
gations, the  editorial  says,  have  proved  this  to  be 
in  error.  Specimens  of  the  dead  physician’s  bones 
and  liver  wrere  sent  to  the  Argonne  National  Labora- 
tory, operated  by  the  University  of  Chicago  for  the 
Atomic  Energy  Commission,  where  extensive  in- 
vestigations failed  to  reveal  anything  over  what  is 
considered  the  essentially  normal  amount  of  radio- 
activity: “appreciably  nothing  above  the  activities 
to  be  found  in  contemporary  man  due  to  fallout  and 
natural  sources.”  Among  other  points  relevant  to 
this  matter,  the  editorial  points  out  that  perhaps 
the  best  source  of  information  about  the  immediate 
hazards  of  atomic  radiation  and  their  control  is  the 
Twenty-first  Semiannual  Report  of  the  Atomic  Energy 
Commission,  which  describes  at  some  length  pro- 
tective measures  for  workers  in  atomic  installations, 
as  well  as  steps  taken  to  protect  the  public  by  mon- 
itoring fallout  and  safe  disposal  of  radioactive 
wastes.  During  the  first  eleven  years  in  which 
the  atomic  program  has  been  in  operation,  69  of  the 
thousands  of  employes  have  been  reported  as  having 
been  actually  exposed  to  excessive  amounts  of 
of  radioactivity,  as  a consequence  of  which  two  have 
died.  This,  says  the  editorial,  is  a remarkable 
record,  regrettable  as  the  deaths  and  injuries  may  be. 
“As  atomic  reactors  go  into  action  and  the  testing 
of  weapons  continues,”  says  the  editorial,  “we  may 
from  time  to  time  expect  to  read  similar  scare 
stories,  couched  in  equally  extravagant  language. 
We  recommend  an  attitude  of  skepticism  until  an 
assessment  can  be  made  on  the  basis  of  the  best 
information  available.” — Science,  April  12,  1957, 
Graham  DuShane,  Editor 


WANTED 


Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659,  N.  Y.  St.  Jr.  Med 


PRACTICE  FOR  SALE 


Active  established  general  practice  completely  equipped 
office,  Brooklyn,  off  Bushwick  Avenue,  will  sell  home  if 
desired.  Specializing.  Box  657,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Due  to  illness,  flourishing  general  practice  in  industrial 
city  75,000 — Albany  area  comprising  fully  equipped  office 
and  living  quarters  in  two-story  brick  building.  Box  658 
N.  Y.  St.  Jr.  Med. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times ....  .90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


3380 


CLASSIFIED  ADVERTISING 


ASSISTANT  WANTED 


Assistant,  full-time,  for  busy,  interesting  mid-town  Manhat- 
tan practice.  Short-time  or  permanent.  Box  656,  N.  Y. 
St.  Jr.  Med. 


SPECIALIST  WANTED 


Orthopedic  Surgeon,  Board  eligible  wanted  to  join  group  in 
accredited  general  hospital  and  diagnostic  clinic.  Finger 
Lakes  area  New  York  State.  Excellent  salary,  bonus  and 
retirement  plan.  Apply  B.  A.  Watson,  M.D.,  Supt.,  Clifton 
Springs  Sanitarium  & Clinic,  Clifton  Springs,  N.Y 


SPECIALIST  WANTED 


Ophthalmologist,  Board  eligible  wanted  to  join  group  in  ac- 
credited general  hospital  and  diagnostic  clinic.  Finger  Lakes 
area  New  York  State.  Excellent  salary,  bonus  and  retire- 
ment plan.  Apply  B.  A.  Watson,  Supt.,  Clifton  Springs 
Sanitarium  and  Clinic.  Clifton  Springs,  New  York. 


SPECIALIST  WANTED 


Excellent  opportunity  for  qualified  E.  N.  T.  man  psychiatrist  , 
neurosurgeon,  allergist,  proctologist,  in  Long  Island  about  50 
miles  from  New  York  City.  Good  hospital  facilities  avail- 
able. Space  in  modern  air-conditioned  building  for  rent. 
Box  632.  N.  Y.  St.  Jr.  Med. 


General  Practice  Residency:  180-bed  general  hospital,  Cen- 

tral New  York;  excellent  experience  and  opportunity  to  do 
general  surgery;  New  York  License  only;  salary  and  main- 
tenance. Apply;  Board  of  Managers,  Oneida  County 
Hospital,  Rome.  N.  Y. 


WANTED 


Two  men  to  take  over  well  established  general  practice 
within  commuting  distance  of  New  York  City.  Box  663, 
N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  for  well  established  general  practice  of  over  30 
years,  within  commuting  distance  of  New  York  City.  Box 
662,  N.  Y.  St.  Jr.  Med. 


Northern  New  York  Community  needs  general  practi- 
tioner. Industrial,  farm,  vacation  area.  3000  population 
area.  Doctor  left  to  specialize;  had  grossed  835  to  850,000 
yearly.  Nearest  physician  13  miles.  Nursing  home,  school, 
iocal  health  officer  open.  Hospitals  nearby.  Pharmacy  in 
village.  Write  Box  127,  Citizens  Committee,  Antwerp, 
N.  Y. 


POSITION  WANTED 


Internist  certified,  33;  LTniversity  trained  and  currently  on 
faculty.  Has  had  experience  in  private  practice,  Industrial 
Medicine.  Desires  association  with  Hospital,  Clinic  or 
Individual;  N.Y.,  Pa.,  Conn.,  N.J.  Military  service  Com- 
pleted. Box  664,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr. 


POSITION  WANTED 


Internist-29,  Board  eligible,  veteran,  seeks  practice,  location 
near  N.Y.C.:  solo,  association  or  group.  Box  653,  N.  Y.  St. 
Jr.  Med. 


FOR  SALE 


Picker  XRAY  Unit  125KV300MA  Transformer.  Stationary 
200MA  Xray  Tube  Leadscreen  Cassetts  Filing  Cabinet 
Illuminator.  Excellent  Condition.  Illness.  Dr.  Wyser, 
6 Church  St.,  Ossining,  N.  Y.  Tel.  2-0122. 


Kelleket  X-Ray-Fluoroscope  Tilt  table.  Bucky  30  Milliam- 
pere — 130  volts.  6 Cassettes  hangers — Aprons — gloves  like 
new.  Name  your  own  price.  Box  648,  N.  Y.  St.  Jr.  Med. 


HOUSE  FOR  SALE  OR  RENT 


MASSAPEQUA,  choice,  AAA  top,  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity— doctor,  sacrifice,  owner  Stechel,  Li  1-9340. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Active  Practice;  general  and  minor  surgery,  major  surgery, 
if  desired.  Compensation  and  Insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  N.  Y.  State.  Box 
599,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Available  immediately  established  physician’s  home-office 
beautiful  9 rooms,  3 baths  ideal  location  Nassau  County 
excellent  opportunity.  Box  630,  N.  Y.  St.  Jr.  Med. 


FOR  RENT 


Islip,  L I. — Office  space  available,  central  location,  to  be 
shared  with  a dermatologist.  Reply  Box  649,  N.  Y.  St.  Jr. 
Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  practice,  income  over  840,000.  Within  commuting 
distance  of  New  York  City.  Box  661,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  rural  and  resort  general  practice.  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  Low 
overhead;  leaving  to  specialize;  for  value  of  Real  Estate  and 
Equipment,  Write  Box  660,  N.  Y.  St.  Jr.  Med. 


DOCTOR’S  HOME  WITH  OFFICE,  separate  entrances, 
beautiful  corner  brick  house  2 car  garage,  near  2 open  staff 
hospitals,  for  sale.  Leaving  to  specialize.  City  of  100,000 
in  Capitol  District  of  N.  Y.  Box  655,  N.  Y.  St.  Jr.  Med. 


Ideal  for  Physician — custom  built  corner  ranch  house,  7 
rooms,  2 baths.  Centrally  located  5 towns  area  of  Nassau 
County.  No  physician  in  vicinity.  S35.000.  Lynbrook, 
New  York — Lynbrook  9-8821. 
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patients  with  colds... sinusitis... rhinitis... 


will  appreciate  the 

"Novahistine  effect” 

When  a patient  stops  sniffling  and  be- 


gins to  breathe  freely  in  a matter  of 
minutes ...  with  all  air  passages  clear 
and  no  sense  of  jitteriness  or  nasal 
irritation  ...  he  is  experiencing  the 
"Novahistine  Effect.” 

THIS  EFFECT  IS  PRODUCED  BY 

fast... effective  decongestion 

...combined  with  antihistaminic 
therapy  for  synergistic  action 

fuller  utilization  of  medication 
through  systemic  action 


...on  all  mucous  membranes  of  the 
respiratory  tract 


safe. ..easy-to-use. ..ORAL  dosage 


Each  5 cc.  teaspoonful  of 
the  elixir  or  each  tablet 
provides  5.0  mg.  of  phenyl- 
ephrine HCI  and  12.5  mg. 
of  prophenpyridamine 
maleate.  Novahistine  Fortis 
Capsules  provide  twice  the 
amount  of  phenylephrine 
when  more  potent  nasal 
decongestion  is  desired. 
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• opens  clogged  air  passages 

• combats  secondary 
bacterial  invasion 


when  the  patient's 
cold  or 'flu 
is  complicated 
by  bacterial 


Each  Novahistine  with  Penicillin  Capsule  contains: 
Phenylephrine  hydrochloride  ...  10.0  mg. 

Prophenpyridamine  maleate 12.5  mg. 

for  the  "Novahistine  Effect” 

Penicillin  G Potassium 200,000  units 

for  potent  antibiotic  action  when 
penicillin-susceptible  bacteria  are 
secondary  invaders 

PITMAN-MOORE  company 


STUDIED  IN  18,000  PATIENTS 

Orinase*  was  used  investigationally  in 
more  than  18,000  patients  prior  to  its 
release  on  June  3,  1957. 


^Trademark,  Reg.  U.S.  Pat.  Off.— tolbutamide,  Upjohn 

The  Upjohn  Company 
Kalamazoo,  Michigan 


Upjohn 


one  of  baby's 
first  solid  foods 

is  tasty  Junket  rennet- 
custard. ..supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 

J 


J 


RENNET  POWDER 


makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg:.  U.S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen's  Lab.  Inc. 
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“ ..it  is  imperative  to  treat  all 
urinary  tract  infections  in 
children  as  a serious  disease , 
one  that  may  involve  the 
renal  parenchyma  and  produce 
renal  failure  in  adult  life.”1 


‘an  effective  urinary  antibacterial  agent  in  children.”2 


FU  R ADANTI N 


<8> 

brand  of  nitrofurantoin 


In  children,  since  “chronic  urinary  infection  is  generally  the  sequel  of  inade- 
quately treated  acute  infection,”3  prompt  and  adequate  therapy  with  Furadantin 
can  prevent  irreparable  renal  damage.  Furadantin  also  “has  been  a safe  and 
effective  therapeutic  and  prophylactic  drug  for  chronic  urinary  tract  infection. 

. . . We  feel  the  drug  should  be  continued  prophylactically  for  a minimum  of 
several  months  after  the  urine  has  been  sterilized.”1 

Furadantin  has  “yielded  a number  of  striking  results  in  clearing  up  resistant 
infections  [in  children]  particularly  with  A.  aerogenes,  Pseudomonas  aeruginosa, 
and  a few  cases  of  B.  proteus.  It  is  generally  well  tolerated  in  the  recommended 
dosage  schedule.”4 

In  the  treatment  of  Proteus  infections,  “Furadantin  Pediatric  Suspension  [Oral 
Suspension]  1 teaspoonful  four  times  daily,  is  the  most  satisfactory  medication, 
if  tolerated.  ...  It  can  be  given  over  a long  period  without  ill  effects  and  is 
excreted  in  large  amounts  in  the  urine.”5  In  one  study,  Furadantin  proved  much 
more  effective  than  any  other  drug  used  previously  in  the  treatment  of  Proteus 
infections.  “We  feel  that  this  is  especially  important  since  P.  vulgaris  infections 
occur  rather  commonly  in  infants  and  children.”2 

In  addition  to  unexcelled  effectiveness  against  a wide  range  of  gram-positive 
and  gram-negative  bacteria,  Furadantin  has  a wide  margin  of  safety.  Well  toler- 
ated, Furadantin  has  proven  nontoxic  to  kidneys,  liver  and  blood-forming  or- 
gans. No  cases  of  monilial  superinfection,  crystalluria,  or  staphylococcic  enteritis 
have  ever  been  reported.  In  6 years  of  extensive  use,  development  of  bacterial 
resistance  remains  negligible. 

AVERAGE  FURADANTIN  DOSAGE 

Furadantin  Oral  Suspension  (25  mg.  per  5 cc.  tsp.) : Average  daily  dose  for  children 
between  15  and  75  lbs.,  using  5 cc.  teaspoon,  is  given  below.  Administered  4 times  daily 
with  food  or  milk,  it  is  readily  miscible  with  water,  infants’  formulae,  milk  or  fruit  juices. 

15-24  lbs.  (7-10  Kg.)  I 25-49  lbs.  (11-22  Kg.)  \ 50-74  lbs.  (23-33  Kg.)  I 75  lbs.  (34  Kg.) 
teaspoonful  q.i.d.  \ 1 teaspoonful  q.i.d.  \ 2 teaspoonfuls  q.i.d.  I 3 teaspoonfuls  q.i.d. 

Supplied:  Bottle  of  60  cc. 

Furadantin  tablets:  Average  dose  for  children  is  5 to  7 mg.  per  Kg.  (2.3  to  3.2  mg. 
per  lb.)  in  4 divided  doses  daily. 

Supplied:  Tablets  of  50  mg.  and  100  mg.,  bottles  of  25  and  100. 


NOW  for  hospitalized  patients,  for  severe  urinary  tract  infections  when 
peroral  administration  of  Furadantin  is  not  feasible  and  for  serious 
infections  as  septicemia  (bacteremia)  when  the  bacterium  is  sensitive. 

NEW,  LIFESAVING  FURADANTIN  Intravenous  Solution 


REFERENCES:  1.  Marshall,  M.,  Jr.,  and  Johnson,  S.  H..  III. : J.  Urol.,  Balt.  76  : 123, 1956.  2.  Johnson,  S.  H., 
Ill,  and  Marshall,  M.  Jr.:  A.  M.  A.  Am.  J.  Dis.  Child.  89:199,  1955.  3.  Campbell,  M.  F. : Modern  Med. 
24:85,  1956.  4.  Engel,  W.  J.:  Med.  Clin.  N.  America,  p.  965  (July)  1955.  5.  Carroli,  G. : Pediat.  Clin.  N. 
America,  p.  781  (Aug.)  1955. 

FURADANTIN  SENSI-DISCS 

for  bacterial  sensitivity  tests  are  available  from  Baltimore  Biological  Laboratories. 


NITROFURANS  ...a  new  class  of  antimicrobials  . . . 
neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES,  NORWICH,  N.  Y. 


The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 

Medrol 


• Lower  dosage 

(A  lower 
than 
prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 

For 

complete  information , consult 
your  Upjohn  representative , 
or  write  the  Medical  Department , 

The  Upjohn  Company , 

Kalamazoo,  Michigan. 

Upjohn 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 

Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 
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FOR  TANGIBLE  RELIEF  IN 
PREMENSTRUAL  TENSION 

prescribe  a simple  regimen  of  DIAMOX:  Vi-Wz  tablets 
daily,  depending  on  weight,  beginning  5 to  10  days 
before  menstruation,  or  at  the  onset  of  symptoms. 

DIAMOX  produces  immediate  improvement  of  physi- 
cal and  emotional  well-being  in  these  patients  by 
prompt  control  of  the  edema  frequently  associated 
with  premenstrual  tension. 


nonmercurial  diuretic 


SUPPLIED:  Scored  Tablets  of  250  mg. 
(Also  in  ampuls  of  500  mg.  for  paren- 
teral use). 

DIAMOX  SYRUP:  250  mg.  per  5 cc.  tea- 
spoonful, peach  flavor.  Bottles  of  4 
fluid  ounces. 


A versatile,  well-tolerated  diuretic,  DIAMOX  is  highly 
effective  in  the  mobilization  of  edema  fluid,  and  in 
the  prevention  of  fluid  accumulation.  A single  dose 
is  active  for  6 to  12  hours,  offering  convenient  day- 
time diuresis.  Excretion  by  the  kidney  is  usually  com- 
plete within  12  hours  with  no  cumulative  effects. 

SUPPLIED:  Scored  Tablets  of  250  mg. 


ACETAZOLAMIDE  LEDERLE 


LEDERLE  LABORATORIES  DIVISION, 
PEARL  RIVER,  NEW  YORK 


AMERICAN  CYANAMID  COMPANY 

*Reg.  U.S.  Pot.  Off. 
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direct  action  against 
distressing 

symptoms  of 
bronchial 
asthma 


Luasmin 

Capsules  and  Enteric  Coated  Tablets 


Theophylline 
Sodium  Acetate 
0.2  Gm. 

Ephedrine 
Sulfate 
30  mg. 

Phenobarbital 
Sodium 
30  mg. 


► 

► 

► 


Increases  efficiency  of 
circulation  and  respiration 

Relaxes  bronchial  tree  and 
relieves  mucosal  congestion 

Provides  mild 
sedation 


An  established  formula,  Luasmin  sup- 
plies three  ingredients  which  provide  the 
practical  symptomatic  approach  in  the 
treatment  of  bronchial  asthma. 

Taken  before  bedtime,  a capsule  and  a 
tablet  usually  assure  a full  night’s  sleep. 
During  the  day,  Luasmin  capsules  bring 
prompt  relief. 


Samples  and  literature  on  request 

Brewer  & Company,  Inc. 

Worcester  8,  Massachusetts,  U.S.A. 

I 
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WEST  KM  ILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the  ; 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridgc  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  X-ray, 

medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

MaUl  School  M4&i^vc 

Licensed  by  the  State  ot  New  York 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y. 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


HOLBROOK  MANOR  NSG 

Five  Acre*  of  Pinewooded  Ground* 

SENILE— AGED 

Non-sectarian,  dietary  law*  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport;  Capital  7-5105  New  York:  Lehigh  5-5155 


REVOLUTIONARY  MACHINERY 

Latest  manufacturing  and  packaging  equip- 
ment is  used  in  the  production  of  Orinase.* 
Automatic  cotton-stuffer  eliminates  hand 
operation,  safeguards  sterility. 


’Trademark,  Reg.  U.S.  Pat.  Off.  — tolbutamide,  Upjohn 

The  Upjohn  Company 

Kalamazoo,  Michigan 


Upjohn 


PINEWOOD  Bl:  JL°" cw 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Katonah  4-0775 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


GIVE  to 

CONQUER  CANCER 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 
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Current  Concepts  in 


Infant  Carbohydrate 
Metabolism 


The  adequately  balanced  diet  must 
contain  carbohydrate  as  an  essential  nutrient. 
Though  some  carbohydrate  becomes  available 
to  the  body  from  the  transformation  of  protein 
and  fat,  these  sources  contribute  minor 
amounts  of  the  total  carbohydrate  requirement. 

Body  energy  comes  from  the  oxidation  of 
carbohydrate  and  fat  but  carbohydrates  are 
oxidized  preferentially.  The  brain  derives  its 
supply  of  energy  exclusively  from  the  oxidation 
of  carbohydrate.  Besides,  the  infant’s  require- 
ment for  energy  is  unusually  high  and  can  be 
most  readily  satisfied  by  carbohydrate. 

All  tissues  of  the  body  constantly  require 
and  use  carbohydrate  under  all  conditions. 
Even  a temporary  fall  of  the  blood  sugar  below 
critical  levels  is  accompanied  by  serious  dis- 
ability. However,  the  amount  of  carbohydrate 
in  the  body  at  one  time  is  very  small.  It  would 
sustain  life  for  only  a fraction  of  a day.  Con- 
sequently, the  infant  must  be  offered  carbohy- 
drate frequently  to  yield  a generous  proportion, 
usually  over  half,  of  the  total  caloric  intake. 


The  breast-fed  infant  receives  about  12  gms. 
of  carbohydrate  per  kilo  body  weight,  while 
the  artificially  fed  infant  receives  about  8 to  14 
gms.  per  kilo.  In  the  choice  of  an  added  carbo- 
hydrate, we  must  consider  adaptability,  tol- 
erance, digestibility,  absorption,  fermentability, 
and  irritation  to  the  intestines. 

The  same  problems  of  infant  feeding  recur 
from  generation  to  generation,  but  solutions 
may  differ  with  each  era.  The  carbohydrate 
requirement  for  all  infants  is  as  completely 
fulfilled  by  KARO®  Syrup  today  as  a genera- 
tion ago.  Whatever  the  type  of  milk  adapted 
to  the  individual  infant,  KARO  Syrup  may  be 
added  confidently  because  it  is  a balanced  mix- 
ture of  low-molecular  weight  sugars,  readily 
miscible,  well  tolerated,  palliative,  hypoaller- 
genic, resistant  to  fermentation  in  the  intestine, 
easily  digestible,  readily  absorbed  and  non- 
laxative. It  is  readily  available  in  all  food  stores. 

MEDICAL  DIVISION 

CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 
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Problem-eaters,  the  underweight,  and  gener- 
ally below-par  patients  of  all  ages  respond  to 

INCREMIN. 

Incremin  offers  1-Lysine  for  protein  utiliza- 
tion, and  essential  vitamins  noted  for  out- 
standing ability  to  stimulate  appetite,  over- 
come anorexia. 


Specify  incremin  in  either  Drops  (cherry 
flavor)  or  Tablets  (caramel  flavor).  Same 
formula.  Tablets,  highly  palatable,  may  be 
orally  dissolved,  chewed,  or  swallowed.  Drops, 
delicious,  may  be  mixed  with  milk,  milk  for- 
mula, or  other  liquid;  offered  in  15  cc.  poly- 
ethylene dropper  bottle. 

Each  incremin  Tablet 

or  each  cc.  of  incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (B„)  5 mg. 

Vitamin  B^  25  mcgm.  (incremin  Drops  contain 
Thiamine  (B,)  10  mg.  1%  alcohol) 

*Reg.  U.  S.  Pat.  Off. 

Dosage  only  1 incremin  tablet  or  10-20 
incremin  Drops  daily. 


LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER.  NEW  YORK 


LYSINE-VITAMIN  SUPPLEMENT  LEDERLE 


3:v.)  i 


Hm  Chemotherapy  of 

RHEUMATOID  ARTHRITIS 

Long-term  studies  in  this  country  and  abroad 
have  shown  that  the  antimalarial  ARALEN  phosphate 
produced  major  improvement  in  72%  of  294  cases 
of  rheumatoid  arthritis.  Aralen  was  often  successful  where 
other  agents  failed.  Remissions  often  persisted  for 
many  months  after  therapy  had  been  discontinued. 


Pain  and  tenderness  relieved. 
Mobility  increased.  Swellings 
diminished  or  disappeared.  Muscle 
strength  improved.  Rheumatic  nod- 
ules often  disappeared.  Even  severe 
or  advanced  deformity  improved. 
Active  inflammatory  process  usu- 
ally subsided  and  joint  effusion 
diminished. 


Patients  felt  and  looked  better.  Ex- 
ercise tolerance  increased.  Walking 
speed  and  hand  grip  improved. 


LABORATORY  EFFECTS: 


E.  S.  R.  often  fell  slowly  and  hemo- 
globin level  rose  gradually. 


ANALGESICS  AND  STEROIDS: 


Requirements  usually  reduced  or  eliminated. 


Dosage:  Aralen  is  cumulative  in  action  and  requires  four  to 
twelve  weeks  of  administration  before  therapeutic  effects 
become  apparent.  The  usual  adult  dose  is  250  mg.  daily.  If 
side  effects  appear  withdraw  Aralen  for  several  days  until 
they  subside.  Reinstate  treatment  with  125  mg.  daily  and, 
if  well  tolerated,  increase  to  250  mg. 

If  medication  is  withdrawn,  a relapse,  if  it  occurs,  will  usually 
be  manifest  within  3 to  12  months.  Resumption  of  therapy, 
as  above,  is  generally  again  effective. 


Supplied: 

Aralen  phosphate : 250  mg.  tablets  in  bottles  of  100  and  1000. 

125  mg.  tablets  in  bottles  of  100. 


W/titfi/ 


for  booklet  discussing  clinical  experience,  tolerance, 
precautions,  etc.,  in  detail. 


ARALEN 


lABOIATOIIItS 

NfW  YO*K  It.  H.  * 


Aralen  (brand  of  cbloroquine) 
trademark  reg.  U.S.  Pat.  Off. 
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Formula 


Miltown®  O anticholinergic 


Miltown®  ( meprobamate ) 

400  mg.  ( 2 - methyl  - 2 - n - 
propyl-1,  3-propanediol 
dicarbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  25  mg. 

( 3 - diethylamino  - 1 - cyclohexyl  - 
1 - phenyl  - 1 - propanol-etbiodide) 


1.  Wolf  & Wolff,  Human  Gastric  Function 


WALLACE  LABORATORIES  New  Brunswick.  N.  J. 


literature,  samples,  ami 
personally  imprinted  peptic  < 
diet  booklets  on  request. 


now  . . care  of  the  man 
rather  than  merely  his  stomach 


Milto 


anticholinergic 


controls 

gastrointestinal  dysfunction 

at  cerebral  and  peripheral  levels 

tranquilization  without 
barbiturate  loginess 

spasmolysis  without 
belladonna-like  side  effects 

for  duodenal  ulcer  • gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.  t.  symptoms  of  anxiety  states 
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to  prevent  angina  pectoris 


Metam  ine 


Triethanolamine  trinitrate  hitihosDhate.  LEEMING.  10  mg’. 


special  advantages : 

Simplified  dose  (b.i.d.) 

No  undesirable  side  reactions. 
Greater  economy. 


Usual  dose:  1 tablet  on  arising,  1 before  evening  meal.  Bottles  of  50  tablets. 
Thos.  Leeming  & Co.,  Inc.,  New. York  17,  N.  Y.  *Patent  applied  for. 
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INCERT 


new. . . 


unique 

one-step  additive  vial 
saves  time , labor  and 
money  in  your  hospital 


NO  AMPULES  . . . NO  NEEDLES 
. . . NO  SYRINGES 

Simply  remove  tamperproof  cover  of  INCERT 
and  push  sterile  plug-in  through  large  hole  in 
stopper  of  solution  bottle.  It’s  that  easy... 
and  a completely  closed,  sterile  system. 


EXCLUSIVE  HOSPITAL-USE  FEATURES 

CONSERVES  TIME  — Instantaneous  automatic  sup- 
plementation of  bulk  parenteral  solutions. 

COMPLETELY  STERILE— Closed  system,  from  prepa- 
ration to  administration. 

ECONOMICAL— Cuts  labor  and  expense  by  eliminating 
ampules,  needles  and  syringes. 

SIMPLE  TO  USE  — A foolproof  system  that  eases  the 
hospital  care  load. 

INCERT  SYSTEM  is  an  original  develop- 
ment of  Travenol  Laboratories,  Inc.  Complete 
literature  and  samples  on  request. 


AVAILABLE 


NOW 


INCERT  SYSTEM 


FOR  ADDITION  TO 
PARENTERAL  SOLUTIONS 

VI-CERT — 

Lyophilized  B vitamins  with  C. 

SUCCINYLCHOLINE  CHLORIDE  SO- 
LUTION—for  skeletal  muscle  relaxa- 
tion, 500  mg.  in  5 cc.  sterile  solution; 
1000  mg.  in  10  cc.  sterile  solution. 

POTASSIUM  CHLORIDE  SOLUTION- 

20  mEg.  K+  and  Cl-  (1.5  gm.)  in  10 
cc.  sterile  solution.  40  mEg.  K+  and 
Cl-  (3.0  gm.)  in  10  cc.  sterile  solution. 

POTASSIUM  PHOSPHATE  SOLUTION 

— 30  mEg.  K+  and  HP04=  in  10  cc. 
sterile  solution. 

CALCIUM  LEVULINATE  SOLUTION- 

10%  solution,  1.0  gm.  (6.5  mEg.  of 
calcium  in  10  cc.  sterile  solutioh). 


i TRAVENOL  LABORATORIES,  INC. 


f 

MORTON  GROVE.  ILLINOIS 

L 


Pharmaceutical  Products  Division  of  BAXTER  LABORATORIES,  INC. 
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just  two  tablets 
at  bedtime 


for  gratifying 

rauwolha  response 

virtually  free  from  side  actions 

Rauwiloid 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  • PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 


*Silbert,  N.  E.,  Ciba  Clinical  Symposia;  j>:  86;  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  [2:  164:  March  1954 
Rosen,  F.  L..  J.  Med.  Soc.  N.  J.;5J:  110:  March  1954 
Mueller,  H.  L.,  &.  Hill,  L.  W.:  N.  E.  J.  of  Med;  249:  726,  1953 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATHIBAMATE 


* 


Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  ..  .With  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Prescribed  by  physicians  throughout  the  world 

The  data  in  your  MEDICAL 
DIRECTORY  OF  NEW 

Have  ^ FEU  SOL.  provides  safe  and 
YOU  U effective  relief  in  Asthma, 
ever  r Hay  Fever  and  related  bronch- 

used  r ial  affections. 

FELSOL 

YORK  STATE  has  been  pain- 

^ FEUSOU  also  relieves  pain 
^ and  fever  in  Arthritis,  Headache, 

stakingly  compiled.  Consult 

^ and  other  painful  conditions. 

the  DIRECTORY  in  referring 
cases  to  colleagues.  You’ll  find 

The  fast  action  and  long  duration  of  FELSOL 
gives  smooth  and  comforting  relief.  After  a sin- 
gle therapeutic  dose  of  antipyrine,  Brodie  and 
Axelrod  report,  "Plasma  levels  declined  slowly, 
measurable  amounts  of  the  drug  persisting  24 
hrs.”  (J.  Pharm.  & Exper.  Ther.  98:97-104,  1950) 

Each  oral  powder  contains: 

it  easy  to  use  and  highly 

Antipyrine 0.869  gm. 

Iodopyrine 0.031  gm. 

Citrated  Caffeine  . .0.100  gm. 

informative. 

Try  this  unique  and  superior  product  by  writing  for 

free  Professional  Samples  and  Literature 

American  Felsol  Co.  • P.  O.  Box  395  • Lorain,  Ohio 

Available  at  all  Drug  Stores 

when  anxiety  and  tension  "erupts”  in  the  G.  I.  tracts 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  of 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

"Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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to  prevent 
and/or  control 


Dramamine® 

Brand  of  Dimenhydrinate 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARINI 


ttl.  Dramamine  is  effective 
in  controlling  postanes- 
thetic nausea  and  vomiting. 

2.  The  use  of  Dramamine 
as  part  of  the  preanesthetic 
medication  is  a valuable  ad- 
junct to  the  art  of  medicine. 


widely  used 
natural,  oral 


estrogen 


Millett,  D.  K.,  and  Henry, 
M.  O.:  Prevention  of  Post- 
anesthetic Nausea  with 
Dimenhydrinate  (Drama- 
mine),  Minnesota  Med. 
34:1096  (Nov.)  1951. 


Dramamine  Ampuls,  serum  type, 
250  mg.  in  each  5 cc. 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5645 


SEARLE 

Research  In  the  Service  of  Medicine 
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For  the  complications 
of  Asian  flu 


GANTRICILLIN 


provides  Gantrisin  plus  penicillin 

in  a single  tablet 

for  control  of  both  gram-positive 
and  gram-negative  secondary 
invaders. 

Gantricillin  300  for  potent  therapy 

Gantricillin  Acetyl  200  suspension  for 

pediatric  use 

Gantricillin  100  for  mild  infections 

Gantricillid®;  Gantrisini®-brand  of  sulfisoxazole 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  10  * New  Jersey 
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(Dextro  Propoxyphene  Hydrochloride,  Lilly) 


is  a new,  chemically  different  analgesic  developed  in  the  Lilly  Research 
Laboratories.  'Darvon’  is  equally  as  potent  as  codeine  yet  much  better 
tolerated.  Clinically  useful  doses  do  not  produce  euphoria,  tolerance, 
or  physical  dependence.  Side-effects,  such  as  nausea  and  constipation,  are 
minimal.  You  will  find  'Darvon’  of  value  in  any  disease  associated  with  pain. 
'Darvon’  is  available  in  32-mg.  and  65-mg.  pulvules. 

DARVON  COMPOUND 

(Dextro  Propoxyphene  and  Acetylsalicylic  Acid  Compound,  Lilly) 

further  intensifies  analgesic  effectiveness  by  combining  the  analgesic  action 
of  'Darvon’  with  the  antipyretic  and  anti-inflammatory  benefits  of 
'A.S.A.  Compound.’*  It  is  particularly  useful  in  relieving  pain  associated 
with  recurrent  or  chronic  disease,  such  as  neuralgia,  neuritis,  or  arthritis, 
as  well  as  acute  pain  of  traumatic  origin.  In  a study  of  101  patients,  Gruber1 
has  shown  that,  even  after  prolonged  administration,  no  loss  of  analgesic 
potency  occurs  with  'Darvon.’  No  contraindications  have  been  reported. 


Each  Pulvule  ‘Darvon  Compound’  provides: 

' Darvon ' . . 32  mg. 

Acetophenetidin  ....  ...  162  mg. 

'A.S.A.'  ( Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 


Dosage:  'Darvon  Compound'  — 1 or  2 pulvules  every  six  hours  as  needed  for  pain. 

'Darvon' — 32  mg.  every  four  hours  or  65  mg.  every  six  hours  as  needed  for  pain. 

*' A.S.A.  Compound'  ( Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 
1.  Gruber,  C.  M.,  Jr.:  J.A.M.A.,  164:  966  (June  29),  1957. 

In  bottles  of  100  at  pharmacies  everywhere. 

QUALITY  J RESEARCH  j INTEGRITY 


ELI  LILLY  AND  COMPANY  . I N Dl A N A POLI S 6,  IN Dl A N A,  U.  S.  A. 


Achrostatin  V combines  Achromycin!  V. . . 

the  new  rapid-acting  oral  form  of 
Achromycin!  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  the  protracted  course  of 
antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg. 
tetracycline  HC1 
equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per 
day)  in  the  average 
adult  is  4 Capsules  of 
Achrostatin  V per  day, 
equivalent  to  1 Gm.  of 
Achromycin  V. 

•Trademark 
tReg.  U.  S.  Pat.  Off. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN 


CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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. . nauseated  and  vomiting  every  day, 


practically  the  whole  day,  from  the 


beginning  of  this  pregnancy...” 


On  ‘Compazine’,  5 mg.  q.i.d.,  this  severe  case  of  nausea 
and  vomiting  of  pregnancy  showed  “almost  immediate 
response.”  She  had  no  nausea  or  vomiting  after  starting 
‘Compazine’  therapy. 


# ^ 

Compazine 

for  prompt  control  oj  nausea  and  vomiting  oj  pregnancy 


Available:  Tablets,  Ampuls  and  Spansule1"  sustained  release  capsules. 


Smith,  Kline  & French  Laboratories , Philadelphia 


*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
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Ciba  Pharmaceutical  Products,  Inc 2nd  cover 


Mead  Johnson  & Company 3551,  4th  cover 

Merck  Sharp  & Dohme,  Div.  Merck  & Co.  Inc 

3414,  3426,  3435 

Parke,  Davis  & Co . 3423 

Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.  3424 

Pinewood 3557 

Pitman-Moore  Co 3rd  cover 

Riker  Laboratories,  Inc 3399,  3411,  3434 

A.  H.  Robins  Co.  Inc..  . 3562-3563 

Roche  Labs.,  Div.  Hoffmann-La  Roche  Inc 

3405,  Between  3414-3415,  3433,  3562-3563 

J.  B.  Roerig  & Company 3432 


Dome  Chemicals,  Inc. 
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Eastern  School  for  Physicians  Aides 3557 

Eaton  Laboratories 3420—3421 

Endo  Laboratories 3566 

Hall-Brooke 3557 

Holbrook  Manor 3557 

Knoll  Pharmaceutical  Co 3565 


Lakeside  Laboratories,  Inc 3415 

Lederle  Laboratories,  Div.  American  Cyanamid  Co.  . 

3391.  3401,  3403,  3408,  3410,  3415,  3422, 

3425,  3428-3429,  Between  3430-3431,  3436-3437,  3553 

Thos.  Leeming  & Co.,  Inc 3396 

Eli  Lilly  & Company 3406-3407,  3438 

Louden-Knickerbocker  Hall 3557 


Schering  Corporation 3427 

G.  D.  Searle  & Co 3404,  3445 

Smith,  Kline  & French  Labs 3409,  3561 

E.  R.  Squibb  & Sons,  Div.  Mathieson  Chemical  Co..  . 3555 


Twin  Elms 

Upjohn  Company 

Wallace  Laboratories. 

Warner-Chilcott  Labs 

West  Hill 

Westwood  Pharmaceuticals 
Winthrop  Laboratories.  . . 

Yale  Registry  for  Nurses.  . . 


3557 

3413 

Between  3422-3423,  3395 

3446 

3557 

3559 

3392-3393 

3564 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg .)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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and  allergic  rhinitis,  sinusitis, nasopharyngitis 

Total  Area  Decongestion 


Stainless  steel  vial 


Provides  at  least  200 
identical  inhalations 


Shatterproof, 

leakproof, 

spillproof 


. £ 


Gentle  aerosol-pro' 
pelled  vapor 


Tissue-compatible  W?’ 
medication  w,. 


Measured-dose 
valve  prevents  hap- 
hazard dosage  and 
waste 


Maximal  effect  from 
small  dosage 


Sterilizable,  removable 
unbreakable  plastic  nasal 
adapter 


Effective,  Well  Tolerated,  4 -Pronged  Attack 

• VASOCONSTRICTIVE  • ANTI-INFLAMMATORY 

• DECONGESTIVE  • ANTIBACTERIAL 


Each  cc.  contains  phenylephrine  HC1  3.6  mg.,  phenylpropanolamine  HC1 
7.0  mg.,  neomycin  sulfate  1.5  mg.  (equivalent  to  1.0  mg.  of  neomycin  base), 
and  hydrocortisone  0.6  mg.,  suspended  in  an  inert,  nontoxic  aerosol  vehicle. 


ANOTHER 
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For  Speedy  Return  To  Normal  Nutrition 


in  the  congestive  phase 
of  cardiac  disease 

Meat  fits  well  into  the  moderate-protein,  restricted-sodium, 
acid-ash  diet  currently  recommended  for  many  patients  with 
congestive  cardiac  failure.1 

The  protein  of  meat — in  the  proportionate  arrangement 
of  its  essential  amino  acids — closely  approaches  the  quanti- 
tative proportions  needed  to  promote  human  tissue  synthesis 
and  repair.  For  this  reason  lean  meat  proves  important  in 
maintaining  positive  nitrogen  balance  without  excessive  pro- 
tein intake. 

The  sodium  content  of  meat  prepared  without  added 
salt  is  relatively  low.  Per  100  grams,  beef  muscle  meat  shows 
approximately  50  mg.  of  sodium,  lamb  90  mg.,  pork  60  mg., 
and  veal  50  mg.2 

The  acid  ash  of  meat  aids  in  the  promotion  of  diuresis. 

The  easy  digestibility  of  meat  is  a prime  requisite  of 
foods  specified  for  the  patient  with  congestive  cardiac  disease. 

In  addition  to  these  important  features,  meat  contrib- 
utes other  nutritional  factors  essential  in  any  convalescence 
— the  B vitamins  thiamine,  riboflavin,  niacin,  pantothenic 
acid,  B6,  and  B12,  and  the  minerals  iron,  phosphorus,  potas- 
sium, and  magnesium. 

1.  Odell.  W.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  C.,  and  Goodhart,  R.  S.: 
Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea  & Febiger,  1955,  p.  699. 

2.  Bills,  C.  E.;  McDonald,  F.  G.;  Niedermeier,  W.,  and  Schwartz,  M.  C.:  Sodium  and  Potassium 
in  Foods  and  Waters,  J.  Am.  Dietet.  A.  25:304  (Apr.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 


American  Meat  Institute 

Main  Office,  Chicago...  Members  Throughout  the  United  States 


3412 


The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 

Medrol 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 

(X  lower  dosage 
than 

prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 


Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


♦TRADEMARK  FOR  METHYLPREONISOLONE,  UPJOHN 


For 

complete  information,  consult 
your  Upjohn  representative , 
or  write  the  Medical  Department , 
The  Upjohn  Company , 

Kalamazoo,  Michigan. 

Upjohn 
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INDEX  TO  ADVERTISED  PRODUCTS 


Achrocidin  (Lederle  Labs.,  Div  Am.  Cyanamid  Co  ) 3425 

Achromycin  (Lederle  Labs.,  Div  Am.  Cyanamid  Co  ) 

3436-3437 

Achrostatin  (Lederle  Labs.,  Div  Am.  Cyanamid  Co  ) 3408 

Allergenic  Extracts  (Center  Laboratories,  Inc  ) 3401 

Antepar  (Burroughs  Wellcome  & Co  Inc  ) 3417 

Antivert  (J  B Roerig  & Company) ....  3432 

Aralen  (Winthrop  Laboratories) 3392-3393 

Arcofac  (Armour  Laboratories) 3418 

Baxter  Solutions  (Baxter  Laboratories) . . 3397 

Bufferin  (Bristol-Myers  Company) 3416 

Chymar  (Armour  Laboratories) 3431 

CO-Deltra  (Merck  Sharp  & Dohme,  Div  Merck  & 

Company.  Inc  ) 3435 

Co-Hydeltra  (Merck  Sharp  & Dohme.  Div  Merck  & 

Company,  Inc  ) 3435 

Compazine  (Smith  Kline  & French  Laboratories)  3409 

Cort-Dome  (Dome  Chemicals,  Inc  ) . . . . . . 3422 

Darron  (Eli  Lilly  & Company) 3406-3407 

Dexamyl  (Smith,  Kline  <fc  French  Labs.)  3561 

Disipal  (Riker  Laboratories,  Inc  ) . . 3434 

Dramamine  (G  D Searle&Co)..  3404 

Felsol  (American  Felsol  Co  ) . 3403 

Fostex  (Westwood  Pharmaceuticals) 3559 

Furadantin  (Eaton  Laboratories) 3420-3421 

Gantricillin  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 3405 

Gevral-T  (Lederle  Labs.,  Div.  Am.  Cyanamid  Co.)  . 3553 

Incert  (Travenol  Labs.) 3397 

Incremin  (Lederle  Laboratories.  Div.  American  Cy- 
anamid Co.) .. . 3391 

Kvnex  (Lederle  Laboratories,  Div.  American  Cyana- 
mid Co.) 3428-3429 

Medrol  (The  Upjohn  Company) . . 3413 

Metamine-Sustained  (Thos.  Leeming  & Company, 

Inc.) 3396 


Meti-Derm  (Schering  Corporation) 

Medihaler-Phen  (Riker  Laboratories.  Inc.) 

Metrazol  (Knoll  Pharmaceutical  Company) . 

Milpath  (Wallace  Laboratories) 

Miltown  (Wallace  Laboratories)  Between  3422-3423 

Milprem  (Wallace  Laboratories)  Between  3422-3423 


3427 

3411 

3565 

3395 


Mumps  Vaccine  (Lederle  Laboratories,  Div.  American 

Cynamid  Co.) 3422 

Mysteclin  V (E.  R.  Squibb  & Sons,  Div.  Mathieson 

Chemical  Co.) 3555 

Noludar  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) 3433 

Norlutin  (Parke,  Davis  & Co.) 3423 

Nostyn  (Ames  Company,  Inc.) 3430 

Pabalate-Pabalate-H  C (A.  H.  Robins  Co.,  Inc.)  . .3562-3563 
Pathibamate  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 3401,  3403,  3410,  3415 

Percodan  (Endo  Laboratories) 3566 

3446 
3404 
3445 
3399 
3414 


Peritrate  (Warner-Chilcott  Laboratories) . 
Premarin  (Ayerst  Laboratories) . 


Pro-Banthine  (G.  D.  Searle  & Company) . 
Rauwiloid  (Riker  Laboratories,  Inc.). 


Redisol  (Merck  Sharp  & Dohme,  Div.  Merck  & Co.) . 
Romilar  (RocheLaboratories,  Div.  Hoffmann  La 

Roche,  Icn Between  3414-3415 

Sterane  (Pfizer  Laboratories,  Div.  Chas.  Pfizer  & Co.) . 3424 

Sustagen  (Meade  Johnson  & Company) 4th  cover 

Tetrazets  (Merck  Sharp  & Dohme  Div.  Merck  & Com- 
pany, Inc.) 3426 

Trasentine-Phenobarbital  (Ciba  Pharmaceutical 

Products,  Inc.) 2nd  cover 

Tridal  (Lakeside  Laboratories,  Inc.) ....  3415 

Veralba-R  (Pitman-Moore  Company.  3rd  cover 

V-Cillin  K (Eli  Lilly  & Company) 3438 


Dietary  Foods 

Meat  (American  Meat  Institute) . 
Pablum  (Mead  Johnson  & Co.)  ... 


Miscellaneous 

Hi  Fidelity  Sound  Equipment  (AMI  Corporation) 
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How  to  pep  up  a poor  appetite 


CYA NOCOB ALAMIN  (CRYSTALLINE  VITAMIN  S,2) 

When  RED1SOL—  pure  vitamin  B1S— Is  used  as  a dietary  supple- 
ment, weight  gain  and  increase  In  appetite  often  follow.  The 
cherry-flavored  Elixir  and  soluble  Tablets  dissolve  readily  in 
liquids. 

MERCK  S H 

DIVISION  OF  MERCK  & 


ARP  & DOH M E 

rn  Ink-  PHILADELPHIA  1.  PA 
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your  patients  with  generalized  gastrointestinal 
complaints  need  the  comprehensive  benefits  of 


Tridal 


(DACTIL®  + PIPTAL®  — in  one  tablet) 


rapid,  prolonged  relief  throughout  the  G.I.  tract 
with  unusual  freedom  from  antispasmodic 
and  anticholinergic  side  effects 


One  tablet  two  or  three  times  a day  and  one  at  bedtime.  Each  TRIDAL  tablet 
contains  SO  mg.  of  Dactil,  the  only  brand  of  N-ethyl-3-piperidyl 
LAKESIDE  diphenylacetate  hydrochloride,  and  S mg.  of  Piptal,  the  only  brand 
14357  of  N-ethyl-3-piperidyl-benzilate  methobromide. 
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in  arthritis , BUFFERIN®  because . . . 


...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

. . . Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 


...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  individual  dosages. 

. . . Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 

Each  sodium-free  BUFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 


Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 
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for  “This  Wormy  World” 


Pleasant  tasting 

‘ANT 


brand 


PIPERAZINE 


SYRUP  - TABLETS  - WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

‘ANTEPAR’  SYRUP  — Piperazine  Citrate,  100  mg.  per  cc. 
‘ANTEPAR*  TABLETS  "Piperazine  Citrate,  250  or  500  mg.,  scored 
‘ANTEPAR*  WAFERS  "Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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THESE  DIETS  CAN 

HELP  YOU  MANAGE 
YOUR  PATIENTS  WITH 


Upon  your  request,  The 
Armour  Laboratories  will 
be  pleased  to  send  you  a 
complimentary  supply  of 
1800  and  2400  calorie  diets 
. . . low  in  carbohydrate  and 
high  in  unsaturated  fats  . . . 
intended  for  use  in  conjunc- 
tion with  ARCOFAC,  the 
Armour  preparation 
designed  to  lower  elevated 
blood  cholesterol. 


Arcofac  need  be 

taken  only  once  a day  . . . 
in  relatively  small 
amounts  . . . and  allows 
the  patient  to  eat 
a balanced,  nutritious 
and  palatable  diet. 

Each  tablespoonful  of 
ARCOFAC  emulsion 
contains: 

Linoleic  acid* ....  6.8  Gm. 

Vitamin  B6 0.6  mg. 

Mixed  tocopherols 

(Vitamin  E) . . . . 11.5  mg. 

‘derived  from  safflower  oil  which 
contains  the  highest  concentra- 
tion of  unsaturated  fatty  acids 
of  any  commercially  available 
vegetable  oil. 


Arcofac 


is  available 
in  bottles  of  12  fluid  ounces. 


THE  ARMOUR 


LABORATORIES 


A DIVISION  OP  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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FELLOW  PHYSICIANS 

Requests  for  help  for  our  colleagues  in  need 
throughout  the  State  are  increasing  steadily.  Will 
you  make  it  possible  for  us  to  respond  to  these 
urgent  appeals  by  sending  a contribution  to 

PHYSICIAN  S’  HOME 

386  Fourth  Avenue  New  York  16,  N.  Y. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer. . .helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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in  urinary  tract  infections 
during  pregnancy 
and  the  puerperium 


FUR  AD  AN  TIN® 

BRAND  OF  NITROFURANTOIN 

“Furadantin  possesses  such  desirable  characteristics 
as  stability,  a wide  antibacterial  spectrum,  and 
little  tendency  to  permit  development  of  bacterial 
resistance;  considerations  which  are  particularly 
important  when  treating  the  pregnant  patient.”1 


A recent  report  by  Nesbitt  and 
Young 1 emphasizes  the  unique  value  of 
Furadantin  in  the  treatment  of 
urinary  tract  infections  associated  with 
pregnancy.  The  following  highlights 
from  this  paper  impressively  document 
Furadantin’s  effectiveness  and  safety: 


THE  CLINICAL  SAMPLE:  “A  total  of  104 
women  with  bacterial  infections  of  the  urin- 
ary tract  were  treated  with  Furadantin  dur- 
ing pregnancy  and  the  puerperium  . . . The 
clinical  diagnoses  included  chronic  or  recur- 
rent cystitis  and  pyelonephritis.” 


CLINICAL  AND  BACTERIOLOGIC  RESULTS:  “FURADANTIN  was  highly  effec- 
tive in  the  treatment  of  these  infections  during  all  stages  of  pregnancy  and  the 

postpartum  period Of  the  42  patients  treated  with  100  mg.  Furadantin  q.i.d., 

27  (69  per  cent)  were  cured  bacteriologically  and  clinically;  the  remaining  15 
became  asymptomatic  but  continued  to  harbor  the  pathogens  as  shown  by  culture. 
There  were  no  clinical  failures  in  this  group.  In  most  patients  the  beneficial  effect 
of  treatment  was  obvious  within  the  few  few  days.” 


SIDE  EFFECTS:  “Side  effects  of  Furadantin  therapy  were  noted  in  only  17 
patients  and  were  mostly  quite  mild  and  inconsequential. . . . The  obstetric  course 
was  satisfactory  in  all,  and  there  was  no  evidence  that  the  fetus  was  in  any  way 
affected  by  the  therapy.” 

CONCLUSIONS : “Furadantin,  in  doses  up  to  100  mg.  q.i.d.  for  a period  of  7 
days,  is  an  effective  and  safe  antibacterial  chemotherapeutic  agent  for  urinary 
tract  infections.  Pregnancy  does  not  contraindicate  its  use.” 


FURADANTIN  effective  and  safe  in  pregnancy  w 


AVERAGE  FURADANTIN  dosage  IN  pregnancy:  Acute  complicated,  refractory  or 
chronic  urinary  tract  infections— 100  mg.  q.i.d.  Acute  uncomplicated  urinary 
tract  infections— 50  mg.  q.i.d.  (If  patient  unresponsive  after  2 or  3 days,  increase 
dose  to  100  mg.  q.i.d.) 

administration:  With  meals  and  with  food  or  milk  on  retiring.  Continue  for  3 
days  after  urine  becomes  sterile. 

supplied  : Tablets,  50  and  100  mg.,  bottles  of  25  and  100. 

Oral  Suspension,  25  mg.  per  5 cc.  tsp.,  bottle  of  60  cc. 

(Readily  miscible  with  water,  milk  or  fruit  juices.) 

REFERENCES:  1.  Nesbitt,  R.  E.  L..  Jr.,  and  Young,  J.  E. : Obst.  Gyn„  N.  Y.  10:89.  1957.  2.  Diggs.  E.  S. ; 
Prevost,  E.  C.,  and  Valderas,  J.  G. : Am.  J.  Obst.  71:399,  1966.  3.  MacLeod,  P.  F. ; Rogers,  G.  S.,  and 
Anzlowar,  B.  R. : Internat.  Rec.  Med.  169:561,  1956. 

NOW,  for  hospitalized  patients,  for  severe  urinary  tract  infections  when 
peroral  administration  of  Furadantin  is  not  feasible  and  for  serious 
infections  as  septicemia  (bacteremia)  when  the  bacterium  is  sensitive: 

new,  lifesaving  furadantin  Intravenous  Solution 


K 


nitrofurans  ...  a new  class  of  antimicrobials  . . . 

neither  antibiotics  nor  sulfonamides 

EATON  LABORATORIES,  NORWICH,  NEW  YORK 


w 

CLINICAL  EVIDENCE 

HYDROCORTISONE 
IN  ACID  MANTLE®  BASE 
MORE  EFFECTIVE 
IN  SKIN  THERAPY 

Exclusively  in 


Creme  or  Lotion-DOME-pH4.6 


" . The  beneficial  effects  of 
Hydrocortisone  appear  to  be 
enhanoed  by  plaoing  it  in 
Aoid  Mantle  Creme  base, 
producing  an  acid  preparation 
compatible  with  the  normal  pH 
of  the  skin.  We  have  found 
that  Hydrocortisone  in  the 
above  base  is  about  as  effective 
as  1%  in  most  conditions  treated. 
It  has  been  particularly  effective 
in  atopic  eczema  of  the  skin  . . . ” 

Lockwood,  James  H.,  Cm  dr. , MC,  USN 
U.S.  Naval  Hospital,  San  Diego,  Cal. 

Bulletin  of  the  Association  of  Mili- 
tary Dermatologists,  June  1955,  p.  2 

INDICATIONS 

Pruritus  Vulvae  and  Ani, 
Atopic  Dermatitis, 
Dermatitis  Venenata 

AVAILABLE 

3 strengths:  *6%,  1%,  2% 
CREME  (jars)  Vi  oz.,  1 oz., 

2 oz.,  4 oz.,  16  oz.  LOTION 
(plastic  squeeze  bottles) 

VS  oz.,  1 oz.,  2 oz.,  4 oz.,  1 pint. 


CHEMICALS  INC. 

109  WEST  64th  ST.  NEW  YORK  23.  N.Y. 


mumps 

vaccine 


effective 

practical 

A specific  immunizing  antigen  for  prevention  of 
mumps  in  children  and  adults  where  indicated. 
Vaccination  should  be  repeated  annually. 

LEDERLE  LABORATORIES  DIVISION 
AMERICAN  CYANAMID  COMPANY 
PEARL  RIVER,  NEW  YORK 
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for  certain  disorders  of  menstruation  and  pregnancy 


TRULY  EFFECTIVE  PROGESTATIONAL  THERAPY 


BY  MOUTH 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Now,  with  small  oral  closes  ol  this  new  and  dis- 
tinctive progestogen,  you  can  produce  the 
clinical  effects  of  injected  progesterone.  In 
amenorrheic  women  for  example,  “As  little  as 
50  mg.  of  [norlutin]  administered  in  divided 
doses  over  a five-day  period  was  sufficient  to 
induce  withdrawal  bleeding.”1 


CASE  SUMMARY2 

Amenorrhea  of  4 years’  duration  in  a 
24-year-old  married  woman.  A course  of  10  mg. 
NORLUTIN  twice  daily  for  5 days  was  followed 
after  3 days  by  menses  lasting  about  5 days. 
Since  no  spontaneous  menstruation  occurred 
during  the  following  35  days,  she  was  given 
another  course  of  treatment  with  NORLUTIN, 
10  mg.  twice  daily  for  5 days.  This  was  followed 
by  menses. 

When  this  patient  was  given  ethisterone,  40  mg. 
twice  daily  for  5 days,  no  bleeding  had  ensued 
when  she  was  seen  41  days  later. 


indications  FOR  norlotin:  conditions  involving 
deficiency  of  progestogen  sucli  as  primary  and  second- 
ary amenorrhea,  menstrual  irregularity,  functional 
uterine  bleeding,  endocrine  infertility,  habitual  abor- 
tion, threatened  abortion,  premenstrual  tension,  and 
dysmenorrhea. 

packaging:  5-mg.  scored  tablets  (C.  T.  No.  882), 
bottles  of  30. 

P£F|rpENCES:  (1)  Grcenblatt,  R.  B.:  /.  Clin.  Endocrinol. 
16:869,  1956.  (2)  Hertz,  R.;  Waite,  J.  H.,  & Thomas,  L.  B.: 
Proc.  Soc.  Expcr.  Biol,  ix  Med.  91:418,  1956. 


PARKE,  DAVIS  & COMPANY 
DETROIT  3 2,  MICHIGAN 


STERANE®  may  not  help  him  flush  a covey , improve  his  aim  or 
even  help  him  bag  a sitting  duck.. . but  Sterane  can  help  steady 
your  rheumatoid  patient's  hand  and  improve  his  position  in 
almost  any  activity  or  profession  by  reducing  joint  pain,  swell- 
ing and  immobility.  Provides  prednisolone,  the  most  active  sys- 
temic corticoid,  as  white,  scored  5 mg.  tablets  (bottles  of  20  and 
100)  and  pink,  scored  1 mg.  tablets  (bottles  of  100). 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 
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Tablets 

Each  tablet  contains: 

Achromycin-®  Tetracycline 

Phenacetin 

Caffeine 

Salicylamide 

Chlorothen  Citrate 


Syrup 

Each  teaspoonful  (5  cc.)  contains: 
125  mg.  Achromycin®  Tetracycline 

120  mg.  equivalent  to 

30  mg.  tetracycline  HC1 

150  mg.  Phenacetin 

25  mg.  Salicylamide 

Ascorbic  Acid  (C) 

Pyrilamine  Maleate 
Methylparaben 
Propylparaben 


125  mg. 
120  mg. 
150  mg. 
25  mg. 
15  mg. 
4 mg. 
1 mg. 


Available  on  prescription  only 


The  Achrocidin  formula  is  particularly  valuable  in  treating  acute 
respiratory  infections  during  epidemics  and  other  outbreaks. 

In  addition  to  rapid  symptomatic  improvement,  Achrocidin 
offers  prompt  control  of  the  bacterial  superinfection  frequently 
responsible  for  such  disabling  complications  as  pneumonia,  otitis 
media,  sinusitis,  bronchitis,  pneumonitis  to  which  the  patient  may 
be  vulnerable. 

The  comprehensive  Achrocidin  formulation  includes  both 
Achromycin  Tetracycline  — broad-spectrum  antibiotic  action  — 
and  analgesic  components  recommended  for  rapid  relief  of 
malaise,  headache,  muscular  pain,  pharyngeal  and  nasal  discharge. 

Adult  dosage  for  Achrocidin  Tablets  and  new,  caffeine-free 
Achrocidin  Syrup  is  two  tablets  or  teaspoonfuls  of  syrup  three 
or  four  times  daily.  Dosage  for  children  according  to  weight 
and  age. 

ACHROCIDIN 
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For  on-the-job  relief  of  sore  throat 


BACITRACIN  - TYROTHRICIN  - NEOMYCIN  • BENZOCAINE  TROCHES 


Sore  throat  patients  want  quick  relief  — and  get  it 
when  you  prescribe  TETRAZETS  troches.  Given 
alone  they  are  effective  against  mixed  bacterial  throat 
infections.  In  severe  infections  they  are  a useful  ad- 
junct to  systemic  antibiotics.  Individually  wrapped 
and  easily  carried,  each  TETRAZETS  troche  con- 
tains zinc  bacitracin  50  units;  tyrothricin  1 mg.;  neo- 
mycin sulfate  5 mg.;  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO  Inc  PHILADELPHIA  I.  PA. 
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ly  all  pruritus  responds  to  topical  "Meti ’’’steroid  therapy.. 


Meti-Derm 

prednisolone,  free  olcohol 

CREAM  0.5% 

...in  inflammatory  and  allergic  dermatoses 

about  twice  the  potency  of  topical  hydrocortisone 

OINTMENT  0.5%  WITH  NEOMYCIN 

...where  secondary  infection  is  a factor 

effective  prophylaxis  and  adjunctive  therapy 


Formula:  Each  gram  of  Meti-Derm  Cream  contains  5 mg.  (0.5%)  of  prednisolone,  free  alcohol,  in  a 
water-washable  base.  Meti-Derm  Ointment  with  Neomycin  contains  5 mg.  (0.5%)  prednisolone, 

and  5 mg.  (0.5%)  neomycin  sulfate  in  a white  petrolatum  base. 
Packaging:  Meti-Derm  Cream  0.5%,  10  Gm.  tube;  Meti-Derm  Ointment  with  Neomycin,  10  Gm.  tube. 


now. . . 
unprecedented 
Sulfa 
therapy 

* 


New  authoritative  studies  prove  that  Kynex 
dosage  can  be  reduced  even  further  than  that 
recommended  earlier.1  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet 
maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex 
stands  alone  in  sulfa  performance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm. 

(1  tablet)  daily  in  the  usual  patient  for  mainte- 
nance of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concen- 
trations within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional 
effectiveness  in  urinary  tract  infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1 
tablet)  per  day  offers  optimum  convenience 
and  acceptance  to  patients 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMI 


SULFAMETHOXYPYRIDAZINE  LEDERLE 

NEW  DOSAGE—  The  recommended  adult 
dose  is  1 Gm.  (2  tablets  or  4 teaspoonfuls  of 
syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tab- 
let or  2 teaspoonfuls  of  syrup)  every  day  there- 
after, or  1 Gm.  every  other  day  for  mild  to  mod- 
erate infections.  In  severe  infections  where 
prompt,  high  blood  levels  are  indicated,  the 
initial  dose  should  be  2 Gm.  followed  by  0.5 
Gm.  every  24  hours.  Dosage  in  children,  accord- 
ing to  weight;  i.e.,  a 40  lb.  child  should  receive 
Y±  of  the  adult  dosage.  It  is  recommended 
that  these  dosages  not  be  exceeded. 

Tablets: 

Each  tablet  contains  0.5  Gm.  (754  grains)  of  sulfa- 
methoxypyridazine.  Bottles  of  24  and  100  tablets. 

Syrup: 

Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle 
of  4 fl.  oz. 

^Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410, 1957. 

COMPANY.  PEARL  RIVER.  NEW  YORK.  N.  Y. 

*Reg.  U.  s.  Pat.  Off. 
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safe 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 


f calmative  nostyn 

Ectylurea,  Ames 
(2-ethyl-ci$-crotonylurea) 


“of  value  in  the  hyperactive  as  well 
as  the  emotionally  unstable  child’ 


Chymar 


CHYMAR,  a suspension  of 
chymotrypsin  in  oil,  is  preventive  as  well  as 
therapeutic.  Reduces  and  Prevents  inflam- 
mation from  any  cause,  traumatic  and  infec- 
tious edema,  pain  from  inflammation  and 
swelling  . . . Hastens  absorption  of  blood  and 
lymph  effusions  . . . Restores  cumulation  . . . 
Promotes  healing  . . . Augments  action  of 
antibiotics . . . Has  no  known  contraindications 
or  incompatibilities. 


Dosage:  Inject  0.5  cc.  of  Chymar  intramuscularly  1 to  3 times 
daily  until  clinical  improvement  is  obtained.  Supplied  in  5 cc. 
vials.  Each  cc.  contains  5000  units  of  proteolytic  activity. 


THE  ARMOUR  LABORATORIES  A DIVISION  OF  ARMOUR  AND  COMPANY  • KAN KAKEE.  I LLI NOIS 
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Antin  rt 


stops 

vertigo 


in  9 out  of  lO  patients1 


ANTIVERT  in  the  aged 

Vertigo  is  one  of  the  leading  complaints  in  the  aged. 
Help  your  elderly  vertiginous  patients  with  antivert. 


References:  I.  Menger,  H.C. : Clin.  Med.  4:313 
(March)  1957.  2.  Charles.  C.  M. : Geriatrics 
2:110  (March)  1956.  3.  Shuster.  B.H.:  Med.  Clin, 
of  N.  Amer.  40. -1787  (Nov.)  1956. 


New  York  17.  New  York 
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Noludar 


will  put  your  patient 
to  sleep 

and  he  will  not  awaken 


with  that  knocked  out 


feeling 


Two  200  mg  Noludar"  Tablets 
(non-barbiturate)  are  almost 
certain  to  produce  sound, 
restful  sleep.  One  200  mg 
tablet  is  frequently  adequate. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley  10,  New  Jersey 

Noludar®— brond  of  melhyprylon—  non-barbituratO 
sedative-hypnotic 
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low 

back 

pain 


begins  to  yield  in  hours 


enerQ'*'39  adyr\arr"a 
nesSi  *at‘9“®'  . . P°*eM 

*nd  •T'Sorfhe*.  d'a'. 

3^s  °cU'°9Vna  ^es- 
0hores's’  . . • 'es 

and  tremor 
senS  Mlv  eUP^°r'ant  ‘ ’a 
safe 


“.  . . an  orally  effective  ahd 
safe  antispasmodic  drug.  Re- 
sults are  prompt,  and  gratify- 
ing to  the  patient.  The  number 
of  office  visits  ...  is  reduced 
significantly.  The  dosage 
schedule  is  simple  . . . side 
actions  are  minimal  . . .” 
“No  toxic  side  actions  were 
noted.” 

Finch,  J.  W.:  Orphenadrine  (Disipal)  in 
Skeletal  Muscle  Disorders.  To  be  published. 

Dosage:  1 tablet  (50  mg.)  t.i.d. 
In  Parkinsonism  when  used  in 
combination  with  other  drugs, 
smaller  dosage  may  suffice. 


♦Trademark  of  Brocades-Stheeman 
& Pharmacia.  U S.  Patent  No. 
2,567,351  Other  patents  pending. 


Brand  of  Orphenadrine  HCI 


LOS  ANGELES 
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in  bronchial  asthma  and  respiratory  allergies 


specify  the  buffered  “predni-steroids” 
to  minimize  gastric  distress 


L 


combined  steroid-antacid  therapy . . 


Multiple 

Compressed 

Tablets 


‘Co-Deltra’  or  ‘Co-Hydel- 
tra’  provides  all  the  bene- 
fits of  “predni-steroid” 
therapy  and  minimizes  the 
likelihood  of  gastric  distress 
which  might  otherwise  im- 
pede therapy.  They  provide 
easier  breathing— and 
smoother  control— in  bron-  2;5  m&-  ®r  5-0  ms* 

i . i , , , ,,  of  prednisone  or 

chial  asthma  or  stubborn  prednisolone,  plus 
respiratory  allergies.  300  mg.  of  dried 

,,  ...  , „ . aluminum 

supplied:  Multiple  Compressed  hydroxide 

gel  and  SO  mg. 
of  magnesium 
trisilicate. 


Tablets  ‘Co-Deltra’  or  ‘Co-Hy- 
deltra’  in  bottles  of  30,  100,  and 
500. 


•CO-DELTRA-  and  ‘CO-HYDELTRA-  are 
registered  trademarks  0/  Merck  & Co..  Inc. 


CoDeltra 


(Prednisone  buffered) 


CoHydeltrd 

w (Prednisolone  buffered) 


MERCK  SHARP  & DOHME 

Ol VISION  OF  MERCK  Ot  CO..  INC. 
PHILADELPHIA  I.  PA. 
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fTRAVENOUS^  Compatible  with  common 
IV  f luidsT  Stable  for  24  hours  in 
solution  at  room  temperature.  Aver- 
age IV  dose  is  500  mg.  given  at  12 
hour  intervals.  Vials  of  100  mg., 

250  mg. , 500  mg. 


oi 

m 


k 

i 

ii 


ii 

r« 


Many  physicians  advantageously  use 
the  parenteral  forms  of  ACHROMYCIN 
in  establishing  immediate,  effective 
antibiotic  concentrations.  With 
ACHROMYCIN  you  can  expect  prompt 


c 

0 

r 

d 


INTRAMUSCULAR  Used  to  start  a pa- 
tient on  hiS'regimen  immediately, 

Dr  for  patients  unable  to  take  oral 
medication.  Convenient,  easy-to-use, 
ideally  suited  for  administration 
in  office  or  patient's  home.  Supplied 
in  single  dose  vials  of  100  mg.,  (no 
refrigeration  required) 


Tetracycline  HCV  L 


IN  MINUTES  — SUSTAINED  FOR  HOURS 

control,  with  minimal  side  effects, 
over  a wide  variety  of  infections  - 
reasons  why  ACHROMYCIN  is  one  of  to 
day's  foremost  antibiotics. 

-EDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 


■REG.  U.  S.  PAT.  OFF. 


PENICILLIN  SERUM  LEVELS,  UNITS/CC. 


V-CILL1N  K New  key  to  oral  penicillin  effectiveness 


Within  15  to  30  minutes,  high  blood 
levels  are  produced  by  ‘V-Cillin  K,'  a 
new,  readily  soluble  form  of  clinically 
proved  ‘V-Cillin’  (Penicillin  V,  Lilly).  It 
combines  the  virtue  of  acid  stability 
with  greater  solubility.  Because  it  is 
more  soluble,  ‘V-Cillin  K’  is  easily  and 
quickly  absorbed.  At  pharmacies  every- 
where. 

Available  in  tablets  of  125  and  250  mg. 
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INFORMATION  FOR  AUTHORS 

Original  papers  will  be  considered  for  publication 
with  the  understanding  that  they  are  contributed 
solely  to  the  New  York  State  Journal  of  Medi- 
I cine.  Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  386  Fourth  Avenue,  New 
York  16,  New  York. 

Preparation  of  Manuscript:  Manuscripts  should 

| be  typed  double-spaced  with  adequate  margins. 
The  first  page  should  list  the  title,  the  name  of  the 
author  (or  authors),  degrees,  and  any  institutional  or 
other  credits.  Pages  should  be  numbered  consecu- 

■ tively.  Tables  should  be  typed  and  numbered  and 

■ should  have  a brief  descriptive  title.  Quotations 
must  include  full  credit  to  both  author  and  source. 
Periodical  references  should  include  in  order: 
author’s  name  with  initials,  title,  periodical  abbre- 
viation, volume,  pages,  and  year.  References  should 
be  numbered  consecutively  in  the  order  in  which 
they  appear  in  the  text.  Drawings  and  charts 
should  always  be  made  in  black.  For  half  tones, 
glossy  photographs  should  be  submitted.  Illustra- 
tions should  be  numbered  consecutively  and  indi- 
cated in  the  text.  The  number,  indication  of  the 


top,  and  the  author’s  name  should  be  attached  to  the 
back  of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 
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office:  386  Fourth  Avenue,  New  York  16,  New 
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Streets,  Easton,  Pennsylvania.  Copyright  1957  by 
the  Medical  Society  of  the  State  of  New  York. 
The  Editors  of  the  Journal  assume  no  responsibility 
for  the  opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  87.50  per  year 
payable  in  advance.  Single  copies  80.50.  Back 
issues  will  be  supplied  at  the  single  copy  rate  when 
available. 

Change  of  address:  Notice  should  be  sent  to  the 
circulation  office,  386  Fourth  Avenue,  New  Y’ork  16, 
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permanent.  Six  weeks  is  required  to  effect  a change 
of  address. 
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EDITORIALS 


State-Wide  Contract  Awarded  to  Blue  Shield 


After  lengthy  negotiations  to  provide  basic 
medical  coverage  for  the  Civil  Service 
workers  of  New  York  State,  some  70,000 
persons,  the  State’s  Temporary  Health 
Insurance  Board  has  chosen  Blue  Shield  for 
this  coverage.  The  Medical  Society  of  the 
State  of  New  York  has  for  a long  time 
favored  this  choice  of  the  “Doctor’s  Plan” 
and  has  diligently  promoted  the  service 
benefits  feature  which  undoubted^  was 
a deciding  factor  in  the  Board’s  choice. 

Says  the  U.M.S.  News  Letter1  in  part: 

Blue  Shield  has  been  chosen  by  the  State’s 
Temporary  Health  Insurance  Board  to  pro- 
vide New  York’s  70,000  Civil  Service  workers 
with  basic  medical  coverage. 

Blue  Cross  was  awarded  the  hospitalization 
contract,  and  Metropolitan  Life  received  the 
contract  for  major  medical  expenses. 

Blue  Shield  was  selected  by  the  Board  after 
they  evaluated  the  programs  of  eleven  dif- 
ferent companies.  The  Board  considered  not 
only  the  cost  factor  but  also  the  special  needs 
of  the  State  employes  and  the  all-important 
position  of  the  medical  profession  as  expressed 
in  the  pertinent  New  York  State  Medical 
Society  resolution  of  last  fall:  that  the  Board 
“be  guided  by  the  coverage  offered  by  the 
Blue  Shield  Plans  of  the  State  of  New  York” 
in  formulating  a state-wide  program. 

Here  indeed  is  a noteworthy  forward  step 
on  the  part  of  the  seven  Blue  Shield  plans  of 
the  State  for  which  thejr  and  the  entire 
medical  profession  are  to  be  congratulated. 
It  is  the  first  time  so  many  thousands  of 
physicians  have  by  concerted  effort  secured 
service  benefits  to  so  large  and  widely 
scattered  a group. 

Great  praise  should  be  accorded  to  those 


1 U.M.S.  News  Letter:  vol.  3,  no.  2,  June,  1957. 


Blue  Shield  plans  in  the  State  which  under 
the  leadership  of  the  Medical  Society  of  the 
State  of  New  York  adopted  service  benefits 
coverage  in  order  to  make  possible  a uniform 
type  of  coverage  for  civil  service  employes 
anywhere  in  the  State.  When  the  contract 
goes  into  effect  in  October,  1957,  physicians 
all  over  the  State  will  have  the  opportunity 
to  implement  and  demonstrate  how  effec- 
tive service  benefits  can  be  on  a state-wide 
cooperative  basis. 

This  is  a pioneering  enterprise  with  many 
facets,  not  the  least  of  which  is  its  profes- 
sional and  public  relations  aspect.  Not  with- 
out considerable  difficulty  was  it  possible  to 
unite  the  profession  through  their  seven 
Blue  Shield  plans  on  the  question  of  service 
benefits  for  civil  servants.  This  had  to  be 
accomplished  over  a long  period  of  time  by 
argument  and  persuasion  within  the  profes- 
sion itself  before  a uniform  contract  could 
even  be  submitted  for  consideration  by  the 
State’s  Temporary  Health  Insurance  Board. 
It  is  not  too  much  to  say  that  a high  quality 
of  statesmanship  wns  exhibited  by  negotiators 
for  the  State  Medical  Society,  the  directors 
of  the  Blue  Shield  Plans  of  the  State,  and 
the  representatives  of  the  Board. 

It  stands  to  reason  that  the  implementa- 
tion of  the  service  benefits  of  the  new  con- 
tract will  be  watched  with  interest  by  other 
areas  contemplating  similar  cooperative 
efforts.  The  opportunity  afforded  to  the 
medical  profession  of  the  State  is  no  less 
important  than  the  obligation  incurred  to 
fulfill  both  the  letter  and  the  spirit  of  the 
contract.  We  feel  confident  that  this  will 
be  done  and  that  the  civil  servants  of  the 
State  will  receive  the  highest  quality  of 
medical  service  afforded  by  voluntary  health 
insurance  coverage. 
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Use  of  Stimulants  in  Sports 


At  the  1957  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  a resolution1 2 3  was  intro- 
duced by  Dr.  Herbert  Berger  of  the  Medical 
Society  of  the  County  of  Richmond  as  an 
individual,  relating  to  the  use  of  stimulants 
in  sports.  It  was  Dr.  Berger’s  belief  as 
stated  in  his  resolution2,3  that  amphetamine 
and  its  derivatives  “are  widely  used  to 
improve  the  performance  of  athletes”; 
that  these  powerful  drugs  are  used  by 
“either  the  players  themselves  or  prescribed 
by  their  coaches,”  and  that  “these  stimu- 
lants are  far  from  harmless.” 

As  a result  of  these  beliefs,  Dr.  Berger 
urged  that  “the  use  of  such  stimulants  be 
condemned  for  the  enhancement  of  athletic 
prowess  and  that  the  indiscriminate  ad- 
ministration of  these  stimulants  or  their 
use  under  the  direction  of  nonmedical 
persons  be  condemned  as  dangerous  to 
our  youth”;  that  “these  potent  materials 
be  administered  in  the  future  by  physicians 
only  to  individual  patients  for  the  known 
recognized  medical  indications”;  that  “the 
Council  (of  the  Medical  Society  of  the 
State  of  New  York)  be  directed  to  urge  the 
more  stringent  enforcement  of  the  existing 
laws,”  and  that  “a  similar  resolution  be 
introduced  at  the  next  meeting  of  the  Ameri- 
can Medical  Association  by  our  delegates  to 
that  body  and  that  they  be  instructed  to 
work  actively  for  its  passage.” 

Such  a similar  resolution  was  in  fact 
introduced  at  the  meeting  of  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion. The  House  “directed  that  there  be  an 
investigation  of  the  frequency  of  the  in- 
discriminate use ...  of  stimulants,  such 
as  amphetamine  and  its  derivatives . . . 
particularly  in  relation  to  athletic  programs 
and  take  appropriate  action  through  avail- 

1  Resolution  number  57-10. 

2 This  was  amended  by  the  reference  committee  and  on  the 
floor  of  the  House  of  Delegates.  See  pp.  245—258  of  ver- 
batim minutes. 

3 New  York  State  J.  Med.  57:  96  (Sept.  1)  1957,  Part 

II. 


able  channels  to  prevent  such  abuse.”4 

The  Council  of  the  Medical  Society  of  the 
State  of  New  York  at  its  June  meeting 
urged  that  the  New  York  State  Journal 
of  Medicine  carry  an  editorial  regarding 
Resolution  57-10  as  amended,5  for  the 
information  of  the  membership.  It  will  be 
remembered  that  considerable  interest  was 
exhibited  by  the  various  media  of  public 
information  at  the  time  of  the  introduction 
of  the  resolution.  While  this  interest  was 
apparently  shortlived,  the  whole  matter  of 
the  use  of  stimulants  in  sports  merits 
further  investigation  and  will  be  pursued 
both  by  the  Medical  Society  of  the  State 
of  New  York  and  the  A.M.A. 

We  shall  await  the  results  of  this  further 
investigation  by  the  appropriate  agencies. 
When  further  facts  are  known  we  shall  re- 
port them. 

Reference  to  the  published  minutes  of  the 
House  of  Delegates  meeting,  1957,  will 
show  that  some  two  years  ago  Dr.  Herbert 
Berger  was  requested  by  the  United  States 
Olympic  Committee  “to  make  a survey 
into  this  situation.”  As  a result  of  this 
survey  a “very  real  problem”  was  disclosed. 
Appearing  before  the  reference  committee, 
Dr.  Berger  discussed  the  resolution  which 
he  had  introduced  as  an  individual.  He 
revealed  that  “some  six  billion  tablets  of 
amphetamine  were  manufactured  in  this 
country  last  year”  (1956).  He  reportedly 
said  “Many  of  our  young  people  have 
become  amphetamine  addicts  as  a result  of 
distribution  of  these  materials,  and  many  of 
them  have  had  nervous  breakdowns,  and 
there  have  been  many  instances  of  deaths.” 

We  emphasize  that  the  initiative  in  this 
matter  was  reportedly  taken  by  the  United 
States  Olympic  Committee  which  requested 
Dr.  Berger  to  make  the  original  survey. 
As  a result  of  that  survey  there  appeared  to 


* J. A.M.A.  164:  888  (June  22)  1957. 

5 Letter  of  the  Secretary,  June  28,  1957. 
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be  sufficient  evidence  to  warrant  the  prep-  by  the  reference  committee,  was  passed  by  © 
aration  and  introduction  by  Dr.  Berger  of  the  House  of  Delegates  after  thorough  p 
the  original  resolution  57-10,  which,  amended  discussion.  h 

ni 

Beyond  the  Call  of  Duty 


“The  evil  that  men  do  lives  after  them,” 
Marc  Anthony  is  reported  to  have  said, 
“The  good  is  oft  interred  with  their  bones.”1 
Happily  this  was  not  the  case  in  Cameron 
and  Calcasieu  parishes  in  Louisiana  on  June 
27  of  this  year  when  hurricane  “Audrey” 
brought  death  and  destruction  to  that 
area.  Outstanding  was  the  work  of  the 
three  local  physicians  as  reported  by  Dr. 
George  F.  Lull,  Secretary-General  Manager 
of  the  A.M.A.2  from  which  we  quote  in 
part: 

The  best  word  picture  of  what  happened 
there  from  the  profession’s  standpoint  was  a 
letter  to  me  from  Paul  Perret,  who  handles 
public  relations  for  the  Louisiana  State  Medical 
Society,  and  the  society’s  president,  Dr.  H. 
Ashton  Thomas.  Their  letter  announced  that 
the  state  society  had  voted  to  campaign  for 
financial  assistance  to  three  Cameron  parish 
physicians,  all  under  thirty-seven  years  old, 
who  lost  their  offices,  clinics,  and  homes.  Only 
physicians  will  be  solicited  for  contributions. 
In  a memorandum  addressed  to  all  members 
of  the  Louisiana  State  Medical  Society,  Dr. 
Thomas  said  the  fund  is  intended  “to  give  all 
members  of  the  society  an  opportunity  to 
display  their  admiration  and  gratitude  to 
these  doctors  for  their  splendid  contribution  to 
the  cause  of  medicine.” 

Voluntary  contributions  to  the  fund  already 
have  been  received  from  many  laymen,  as  well 
as  from  doctors  outside  of  the  state.  Contribu- 
tions should  be  sent  to:  Cameron  Parish 

Medical  Rehabilitation  Fund,  c/o  Louisiana 
State  Medical  Society,  Room  105,  1430 
Tulane  Avenue,  New  Orleans  12,  Louisiana. 

Funds  collected  will  be  distributed  equally 
among  Dr.  C.  W.  Clark  of  Cameron  and  Drs. 
G.  W.  Dix  and  S.  E.  Carter  of  Creole  to  assist 


1 Julius  Caesar,  Act  III,  Sc.  2. 

2 Secretary’s  letter,  No.  409,  July  22,  1957. 


in  re-establishing  their  practices.  Mr.  Perret 
visited  the  devastated  areas  and  talked  with 
many  doctors.  He  said  that  in  spite  of 
severe  personal  losses — especially  in  the  case  of 
Dr.  Clark,  who  lost  three  of  his  five  children — 
“the  three  physicians  performed  heroically 
during  the  hurricane.  At  the  beginning  of  the 
storm  they  were  the  only  doctors  in  the  hardest 
hit  area.  They  literally  worked  without  sleep 
for  days  and  many  lives  were  saved  through 
their  efforts.”  He  said  what  is  left  of  Dr. 
Dix’s  small  hospital  is  presently  lying  in  a 
marsh  about  a mile  from  where  it  stood 
before  the  storm.  Dr.  Clark’s  buildings  and 
equipment  are  a total  loss.  A portion  of  Dr. 
Carter’s  building  remains  standing,  but  all  of  j 
the  furnishings  and  equipment  were  ruined. 

All  three  of  the  doctors  are  determined  to 
return  to  the  devastated  area  and  re-establish 
practice.  They  have  a genuine  devotion  to 
the  people. 

While  the  rehabilitation  fund  was  set  up 
primarily  to  assist  the  three  doctors  in  re- 
establishing normal  medical  services  for  the 
people  of  Cameron  parish,  it  was  created  also 
as  a tribute  to  all  the  doctors  in  the  hurricane 
area,  who,  according  to  Dr.  Thomas,  “performed 
above  and  beyond  the  call  of  duty.”  During  , 
the  hurricane  the  entire  membership  of  the 
Calcasieu  Parish  Medical  Society  was  mobilized 
to  render  aid  to  disaster  victims.  The  society 
includes  members  practicing  in  Calcasieu  and 
Cameron  parishes.  Of  the  approximately  90 
members,  25  were  dispatched  by  helicopters 
and  army  “ducks”  to  several  centers  with  the 
first  wave  of  rescue  workers.  Other  medical 
society  doctors  served  at  aid  stations  and  in 
hospitals  and  refugee  centers  at  several 
points.  Normal  medical  facilities  came  to  a 
complete  halt  in  the  two-parish  area  for  almost 
three  days  while  doctors  administered  exclu- 
sively to  the  needs  of  hurricane  victims. 

Press  service  stories  about  the  role  which 
doctors  played  in  the  disaster  prompted 
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much  editorial  comment  in  many  news- 
papers, we  are  informed,  all  of  which  have 
been  commendatory  of  the  splendid  plan- 
ning, organization,  and  performance  of  the 
Louisiana  doctors  to  which  we  should  like  to 
add  our  tribute  also.  No  area  of  the  world 
is  immune  from  natural  disasters.  Always 
physicians,  hospitals,  nurses,  and  ancillary 
personnel  will  be  called  on  for  those  services 
which  they  alone  can  provide  during  and 
following  such  calamities  at  no  matter  what 
personal  sacrifices.  ‘ Come  hell  or  high 
water”  the  medical  profession  does  its  best. 

A footnote  may  be  here  added  to  the 
Cameron  story.  The  New  York  Times 3 
carries  the  heartening  information  that 
over  the  weekend  of  August  3 “a  volunteer 
army  of  union  craftsmen  worked  in  marathon 
shifts . . . and  put  up  five  homes,  from 

» Aug.  5,  1957,  p.  1. 


foundations  to  rooftops,  in  . . . Cameron 
Parish.  Nearly  150  members  of  the  Amer- 
ican Federation  of  Labor  and  Congress  of 
Industrial  Organizations  were  mobilized  in 
the  labor-sponsored  recovery  effort.”  The 
plans  and  building  materials  were  provided 
by  the  American  Red  Cross.  It  is  planned 
reportedly  to  build  25  more  homes  in  the 
next  five  weekends.  Surely,  this  is  news  of 
which  we  can  all  be  proud. 

A further  footnote  may  be  added  to  the 
effect  that  the  Medical  Society  of  the  State 
of  New  York,  by  special  mail  vote  of  the 
Council  and  Board  of  Trustees,  has  con- 
tributed substantially  to  the  rehabilitation 
fund.  It  is  hoped  that  many  individual 
physicians  of  the  State  may  care  to  make 
contributions  to  this  fund  as  a personal 
tribute  to  the  outstanding  work  of  the 
doctors  of  Cameron  and  Calcasieu  parishes. 


152nd  Annual  Meeting 
TTfedtcai  Saciety  t&e  State  'Tfeca 
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Hotel  Statler  New  York  City 
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Grievance  or  Mediation  Committees  as  they  are  called  by 
various  state  and  county  medical  societies  have  become  im- 
portant functions  of  the  medical  profession.  Why?  Because 
they  can  and  do  promote  better  public  and  professional  rela- 
tions in  those  areas  where  they  are  in  operation.  This  is  as  it 
should  be;  our  problem  now  that  we  have  established  the 
mechanism  is  to  encourage  the  use  of  it  in  cases  where  dis- 
agreement exists.  This  means  that  the  public  must  be  made 
aware  of  the  fact  that  such  grievance  or  mediation  committees 
exist  and  how  to  use  them  when  necessary.  Areas  of  dis- 
agreement may  occur  in  the  matter  of  diagnosis  and/or  treat- 
ment or  fees,  for  example.  But  how  are  people  to  know 
about  these  mechanisms? 

It  is  our  function  to  publicize  information  about  these  com- 
mittees through  our  Public  and  Professional  Relations 
Bureaus  both  at  the  State  and  county  levels.  A campaign 
of  public  education  should  alert  the  people  of  every  community  in  the  State  that  if  apparent 
trouble  or  disagreement  exists  between  themselves  and  a doctor  of  medicine  in  any  of  the 
above  cited  areas,  they  should  telephone  or  preferably  write  the  local  county  medical  society 
explaining  their  problem.  They  should  be  informed  that  when  this  is  done  the  matter  will 
be  referred  by  the  society  to  an  unbiased  group  of  physicians  who  wall  promptly  consider 
the  grievance,  get  the  facts  on  both  sides  of  the  argument,  and  on  the  basis  of  these  attempt 
to  resolve  the  problem.  Evidence  has  been  accumulating  that  many  disputes  are  based 
on  misunderstanding  or  misinterpretation;  others  may  require  a considerable  amount  of 
investigation  to  ascertain  the  facts  before  an  adjudication  can  be  made.  But  in  either  event 
it  is  to  the  advantage  of  both  sides  to  obtain  quick  action  and  fair  settlement. 

It  is  true  that  not  all  county  societies  in  the  State  have  such  a committee.  Even  if  a few 
counties  have  not  had  need  of  one,  it  would  yet  appear  advisable  to  me  for  them  to  consider 
forming  such  a committee  to  be  prepared  in  case  of  necessity.  It  needs  only  one  misman- 
aged dispute  publicly  aired  to  create  avoidably  poor  relationships. 

Perhaps  a small  information  folder  explaining  in  simple  language  the  purpose  of  such 
committees  and  how  to  use  them  might  be  an  aid  to  educating  people  about  the  proper  pro- 
cedures to  follow.  People  cannot  be  expected  to  use  a facility  unless  chey  know  about  it. 

I have  been  keeping  a folder  containing  letters  from  people  explaining  the  difficulties 
they  have  had  with  doctors.  I try  to  answer  most  of  them.  Of  course,  a few  are  from 
cranks  and  deserve  no  answer.  Others  indicate  that  the  writers  apparently  do  not  know  of 
the  existence  of  mediation  committees  in  their  counties  through  which  such  differences 
could  be  resolved.  It  is  my  hope  that  this  year  every  county  medical  society  in  the  State 
if  it  has  not  already  done  so  will  create  such  a committee  for  the  betterment  of  our  public 
and  professional  relations. 
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Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 

in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.”*' 


“Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthine  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthine  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthine  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G., and  Osmon,  K.  L.: 
Pro-Banthine  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  252.156  (Aug.)  1956. 
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24  steps  to  a hospital  bed 


The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “Will  1 be  able  to  make  it?" 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation. 


although  he  should  not  now  indulge  in  previously  1 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate’s  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg. 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 


Peritrate" 

(brand  of  pentaerythritol  tetranitrate) 

WARN  E R-CHILCOTT 


lOO  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


S C I E N T I F 1 C A R T I C L E S 


A Comparison  of  Diagnostic  Approaches  in 
Dermatology  and  Internal  Medicine 


HENRY  E.  MICHELSON,  M.D.,  MINNEAPOLIS,  MINNESOTA 
( From  the  Division  of  Dermatology , University  of  Minnesota  Medical  School) 


Few  questions  in  medicine  are  more  interest- 
ing than  that  of  explaining  the  relationship 
of  morphologic  lesions  in  the  skin  to  definite 
disease  states  which  are  not  visible. 

First  one  must  try  to  differentiate  between  the 
two  branches  of  medicine  involved,  that  is, 
dermatology  and  internal  medicine.  At  once 
one  realizes  that  dermatology  cannot  be  defined 
as  that  branch  of  medicine  dealing  with  diseases 
anatomically  confined  to  the  integument,  nor, 
conversely,  can  internal  medicine  be  defined  as 
being  limited  to  diseases  of  internal  organs.  It 
is  readily  apparent  that  neither  specialty  is 
bounded  by  such  definitions  but  rather  that  each 
implies  a distinct  mental  attitude  toward  and  a 
conception  of  certain  diseases  and  their  manage- 
ment. The  difference  in  approach  is  based  on 
the  medical  rearing  of  the  individual.  The 
dermatologist  deals  with  a visible  lesion.  The 
problem  he  must  solve  is  before  his  very  eyes  and 
by  his  knowledge  of  cutaneous  reactions  he  often 
is  able  to  place  the  lesion  in  a certain  disease 
group.  Further  analysis  may  often  require 
refined  methods  of  diagnosis.  The  internist,  on 
the  other  hand,  must  synthesize  a diagnosis  by 
considering  all  of  the  physiologic  and  pathogenic 
factors  which  the  symptoms  imply,  and  the 
disease  picture  does  not  emerge  with  any  degree 
of  clarity  until  his  investigations  are  completed. 

Hence  the  two  approaches  are  diametrically 
opposed.  In  the  one  the  lesion  is  visible  and  must 
be  diagnosed  either  at  sight  or  by  investigation. 
In  the  other,  the  symptoms  only  hint  at  the 

Presented  at  the  Sesquicentennial  Convention  of  the  Medi- 
cal Society  of  the  State  of  New  York,  New  York  City, 
General  Session,  February  20,  1957. 


disease,  and  examinations  must  be  made  before 
the  diagnosis  is  acceptable.  Is  one  approach, 
then,  more  thorough  or  scientific  than  the  other? 
Is  the  dermatologist  superficial  because  the  lesions 
he  deals  with  are  on  the  surface?  I think  not ! 
Let  us  view  it  in  another  way:  A patient  presents 
a skin  lesion  which  is  readily  and  promptly 
diagnosed  by  a dermatologist  without  recourse  to 
expensive  and  lengthy  examinations.  Let  us  say 
the  lesion  is  one  of  subacute  lupus  erythematosus. 
The  same  patient,  if  seen  by  an  internist,  is 
subjected  to  a diagnostic  work-up,  but  nothing 
definite  may  be  found,  and  the  presenting  symp- 
tom, the  skin  lesion,  must  still  be  diagnosed. 
How?  By  consultation  with  a dermatologist 
or  by  excising  tissue  and  submitting  it  to  the 
hospital  pathologist  who,  unless  he  has  experi- 
ence in  diagnosing  cutaneous  lesions,  will  likely 
report  the  lesion  to  show  chronic  inflammation. 
The  choice  is  obvious  ! From  my  point  of  view, 
a distinct,  visible,  presenting  symptom  should 
always  be  the  first  object  of  diagnosis;  further 
investigation  will  follow  if  necessary,  but  many 
times  costly  and  entirely  unnecessary  procedures 
will  thereby  be  eliminated. 

There  is  also  the  opposite  side  of  the  coin.  A 
dermatologist  may  see  a skin  eruption  which  is 
not  diagnostic,  let  us  say  a purpuric  lesion. 
Here  the  reverse  situation  pertains.  Local 
investigation  does  not  reveal  the  cause  of  the 
lesion  or  even  hint  at  it.  Such  a case  calls  for  a 
complete  analysis. 

What  from  the  aforementioned  examples  may 
we  formulate  as  an  ideal  procedure?  There 
should  be  mutual  respect  between  these  two 
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medical  specialty  groups,  and  this  respect  should 
be  merited  not  only  by  the  knowledge  possessed 
by  both  but  also  by  the  application  of  that  knowl- 
edge. I can  give  only  my  viewpoint,  but  I 
believe  I am  completely  empathic  with  the 
internist’s  point  of  view.  However,  my  plea  is 
that  a dermatologist  be  consulted  when  the 
presenting  lesion  is  cutaneous  and  that  he  be 
allowed  to  share  in  the  selection  of  appropriate 
procedures.  I urge  that  he  not  be  called  after 
many  and  often  erroneous  diagnostic  blocks  have 
been  raised,  for  then  his  decision  on  the  cutaneous 
lesion  may  be  considered  as  having  little  weight 
because  it  represents  an  opinion  arrived  at  after 
an  inspection  as  compared  with  one  which  evolved 
after  many  elaborate  procedures  had  been  carried 
out  although  with  indecisive  results.  Moreover, 
I submit  that  the  final  decision  might  well  rest 
on  the  dermatologic  diagnosis. 

Having  stated  my  convictions  concerning  the 
ideal  approach  to  consultation  between  derma- 
tologists and  internists,  I nevertheless  believe 
that  there  are  certain  conditions  in  which  the 
combination  of  external  and  internal  lesions  is  of 
such  importance  that  only  concerted  investiga- 
tion on  the  part  of  both  specialties  will  advance 
our  concepts  of  disease  processes.  In  certain 
conditions  full  understanding  of  this  relationship 
is  enhanced  mainly  because  histologically  both 
processes  (external  and  internal)  show  a unity  of 
reaction.  This  is  largely  true  of  both  acute  and 
chronic  inflammations. 

When  in  the  past  the  relationship  of  derma- 
tology and  internal  medicine  was  discussed  (which 
it  was  more  often  by  dermatologists  than  by 
internists  or  pediatricians),  a tendency  was 
displayed  to  dramatize  the  brilliant  identification 
of  a cutaneous  lesion  which  when  recognized 
brought  about  a startling  and  unthought-of 
diagnosis.  For  example,  a pigmented  rugous 
lesion  in  the  axilla  which  instituted  a search  for 
gastric  cancer,  or  a cerise  colored,  atrophic  patch 
on  the  tibial  region  which  prompted  a search  for 
an  unsuspected  diabetes.  True,  such  detective 
work  appears  brilliant  and  provokes  admiration, 
but  the  results  are  not  far-reaching  because  such 
occasions  do  not  increase  the  day-to-day  value  of 
the  dermatologist  to  the  general  diagnostic 
efficiency  of  the  medical  service  in  the  teaching 
hospital. 

There  are  many  areas  in  medicine  in  which  a 
conjoint  knowledge  is  of  academic  value.  One 
need  only  mention  the  cutaneous  lesions  of  the 
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leukemias  or  of  -systematized  amyloidosis  to 
point  out  the  satisfaction  of  identification,  but 
such  confirmations  throw  no  light  on  the  cause  or 
pathogenesis  of  these  diseases,  nor  does  the 
pigmentation  of  Addison’s  disease  or  hemo- 
siderosis aid  beyond  identification  of  the  disease. 

1 1 is  in  the  field  of  the  infections  in  which  external  : 
and  internal  lesions  comprise  parts  of  a syndrome, 
that  diagnosis,  predictions,  and  prognosis  may  be 
so  helpfully  established  that  a mutual  benefit 
may  be  derived. 

Historically  leprosy,  syphilis,  and  tuberculosis 
were  the  objects  of  studies  to  correlate  the  activ- 
ities of  different  tissues  against  an  invader. 
Syphilis  in  particular  was  observed  and  studied 
as  a skin  disease,  as  an  internal  disease  (liver, 
heart,  etc.),  and  as  a disease  of  the  cerebrospinal 
tissues.  For  many  years  no  correlation  was 
established.  Dermatologists  treated  vast  num- 
bers of  patients  with  early  syphilis  and  in  so  doing 
acquired  a superior  and  authoritative  knowledge 
about  the  value  and  the  dangers  of  the  drugs 
and  methods  used.  Numerically  their  cases  ; 
(and  experience)  far  outnumbered  those  of 
others,  and  when  serologic  tests  and  spinal  fluid 
examinations  identified  many  obscure  conditions 
with  a syphilitic  etiology,  other  physicians  had 
to  turn  to  dermatologists  for  advice  on  their 
management.  When  severe  complications  such 
as  exfoliative  dermatitis  developed,  the  un- 
initiated were  amazed  to  learn  that  we  not  only 
recognized  the  condition  at  sight  but  that  we 
could  point  out  the  errors  which  allowed  the 
reaction  to  assume  life-threatening  proportions. 

I cite  this  example  because  a comparable  state 
of  affairs  exists  today  in  the  treatment  of  lupus 
erythematosus.  Knowing  a drug  of  choice  does 
not  make  one  proficient  in  its  use,  and  the  ex-  , 
perience  gained  from  years  of  familiarity  with  a 
disease  cannot  be  ignored  no  matter  how  effective 
a new  drug  may  be. 

A successful  therapeutic  agent  almost  always 
tends  to  bring  about  a slighting  of  the  finer 
points  about  a disease.  Physicians  who  had  to 
manage  a patient  with  a condition  for  which  there 
was  no  “specific”  remedy  of  necessity  became 
much  more  aware  of  the  intricacies  and  the 
danger  signs. 

The  pathogenesis  and  natural  history  of  tuber- 
culosis have  received  the  attention  of  pathologists, 
bacteriologists,  and  physicians  since  the  earliest 
days  of  modern  medicine.  One  need  only  men- 
tion the  great  variations  in  treatment  before  the 
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advent  of  chemotherapy  to  emphasize  the  fal- 
i lacy  of  lonesome  empiricism.  Compare  the 
sanatorium  treatment  for  pulmonary  tuberculosis 
with  the  surgical  treatment  of  osseous  tubercu- 
losis, or  the  purely  local  management  of  tubercu- 
lous iritis  with  the  Finsen  light  treatment  of 
lupus  vulgaris.  There  seemed  to  be  no  reali- 
zation that  the  patients  were  all  human  beings 
infected  by  the  same  bacillus.  But  the  work  of 
Domagk  and  others  has  demonstrated  that  the 
attack  must  be  against  the  germ,  not  against  the 
invaded  tissue,  and  the  present-day  treatment 
of  tuberculosis  does  not  recognize  the  need  of  the 
various  specialists  as  much  as  a thorough  knowl- 
edge of  the  action  and  reactions  of  the  new 
potent  drugs.  Still,  the  knowledge  gained  by 
the  now  somewhat  unneeded  specialists  is  the 
very  necessary  foundation  on  which  the  new 
therapy  was  built.  So-called  new  “advances” 
in  medicine  should  be  called  “additions,”  for 
they  are  formulated  on  what  went  on  before  their 
discovery. 

The  frequent  association  of  nodose  lesions  of 
the  lower  leg  and  hilar  adenitis  has  challenged 
explanation.  The  so-called  erythema  nodosum- 
hilar  adenopathy  syndrome  has  been  observed  in 
several  specific  and  in  some  nonspecific  (but  yet 
identified)  infections.  The  association  was  ob- 
served before  the  significance  of  the  dual  appear- 
ance was  appreciated.  Erythema  nodosum  for 
years  was  looked  on  as  a dermatologic  condition 
which  was  easily  recognized.  Speculation  existed 
about  its  cause,  but  its  innocuous  course  aroused 
little  concern.  Later,  largely  due  to  the  investi- 
gations of  Scandinavian  pediatricians  and  intern- 
ists, it  was  shown  that  nodose  lesions  of  the  leg 
and  hilar  adenitis,  especially  in  children,  was 
often  part  of  the  syndrome  of  an  initial  infection 
with  tuberculosis.  The  association  in  adults  was 
noted  in  sarcoidosis  and  other  conditions,  so  that 
a visual  diagnosis  of  erythema  nodosum  is  only 
a command  for  further  investigation.  Thus 
erythema  nodosum  ceased  to  be  a skin  disease 
and  became  instead  a beacon  light. 

With  the  knowledge  gained  about  erythema 
nodosum  in  mind  other  somewhat  related  diseases 
such  as  erythema  multiforme  have  been  studied 
but  without  any  revelations.  However,  more 
or  less  fixed  lesions  in  the  skin  which  make  up  a 
disease  entity  have  been  shown  to  have  a sig- 
nificance beyond  their  characteristic  appearance, 
and  undoubtedly  other  associations  will  be 
discovered  in  the  future. 


When  a disease  involves  certain  diverse  tissues 
with  more  or  less  regularity,  investigators  are 
faced  with  an  explanation  which  admits  identical 
pathology  but  entirely  different  anatomic  soil. 
Such  a disease  is  sarcoidosis.  Regardless  of  one’s 
views  concerning  its  etiology  the  observed  facts 
present  us  with  a most  fascinating  histologic  and 
clinical  condition  about  which  to  speculate,  a 
disease  that  has  a silent  onset  and  very  gradual 
extension  and  in  spite  of  its  extent  is  not  very 
destructive,  a disease  that  may  remain  for  years 
with  the  host  and  then  disappear  as  gradually  as 
it  arrived.  Its  essential  identifying  feature  is 
histologic,  that  is,  a granuloma  which  is  made  up 
largely  of  epithelioid  cells.  Its  life  history  is  one 
of  slow  accumulation,  a long  stationary  period, 
and  then  gradual  disappearance  not  by  necrosis 
but  by  homogenization  and  slight  scarring. 
True,  there  are  severe  variations  from  this  brief 
outline.  I mentioned  sarcoidosis  because  our 
knowledge  about  this  disease  was  elaborated 
largely  by  dermatologists.  Gradually  and  with 
astonishment  the  lesions  of  the  skin,  lungs,  glands, 
bones,  etc.  were  brought  into  pathologic  unison. 
The  question  which  then  presents  itself  is  who 
shall  follow  whom?  In  which  medical  field  can 
the  most  be  learned  about  this  intriguing  con- 
dition? 

It  would  be  brash  to  assign  priority  to  any 
group,  but  in  justice  and  not  in  defense  of  derma- 
tologists, where  better  may  one  follow  the  course 
of  lesions  than  in  the  skin,  where  observations 
and  periodic  excision  furnish  such  accurate 
knowledge?  Should  the  discovery  of  concomi- 
tant internal  lesions  remove  any  disease  which 
has  skin  lesions  from  the  domain  of  dermatology? 
Shall  we  not  be  able  to  encompass  the  knowledge 
about  the  internal  lesions  as  well  as  the  internist 
does  concerning  the  external  signs?  Will  not 
our  diagnosis,  if  skin  lesions  are  present,  be 
earlier  and  more  accurate  than  speculation  about 
unseen  lesions?  Diseases  may  not  be  assigned 
to  any  group  by  rote  or  rule,  but  positive  knowl- 
edge must  not  be  relegated  to  a minor  role  in 
favor  of  less  certain  deductions. 

The  majority  of  physicians  show  a contempo- 
rary awareness  of  the  emotional  aspects  of  dis- 
ease. No  group  in  medicine  has  appropriated 
this  as  an  etiologic  factor  as  much  as  have 
dermatologists,  even  to  a point  of  absurdity,  for 
an  undue,  sustained,  and  protracted  psychic 
reaction  to  disease  does  not  necessarily  reveal 
its  cause.  However,  in  the  domain  of  derma- 
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to  logy  certain  lesions  readily  recognized  by  us 
are  most  revealing  and  often  furnish  an  infallible 
insight  to  the  patient’s  motivation  and  person- 
ality type.  I refer  to  the  so-called  neurotic 
excoriations,  the  delusions  of  parasitosis,  and  the 
terrifyingly  destructive,  self-induced  lesions, 
which  are  produced  with  a veiled  ulterior  motive. 

Any  dermatologist  of  long  experience  can  viv- 
idly recall  many  patients  who  had  skin  lesions  of 
the  aforementioned  types  and  who  underwent 
long,  agonizing  periods  of  mishandling  because 
no  accurate  dermatologic  diagnosis  had  been 
made.  Because  of  the  deep  self-concern  of  these 
patients,  their  associated  somatic  complaints, 
and  their  hysterical  desire  to  be  sick  and  attended, 
they  readily  submitted  to  irrelevant,  misleading, 
and  symptom-suggesting  examinations,  all  of 
which  served  only  to  intensify  and  make  more 
permanent  their  abnormal  behavior  with  its 
devastating  effect  on  those  concerned  with  their 
welfare. 

Cure  may  not  be  possible  even  if  the  correct 
diagnosis  is  made,  for  such  conditions  are  not 
always  amenable  to  treatment,  but  sensible  and 
appropriate  therapeutic  measures  cannot  be  in- 
stituted unless  the  lesions  are  recognized.  To 
me  it  merely  emphasizes  that  a physician  should 
not  be  satisfied  or  dulled  into  complacence  about 
a cutaneous  lesion  until  it  is  definitely  diagnosed. 
Some  over-all  authority  is  needed  in  order  to 
sift  the  evidence  and  decide  whether  the  lesion 
under  consideration  is  of  local  or  general  impor- 
tance. We  need  not  discuss  the  psychosomatic 
aspects  of  many  common  skin  diseases,  such  as 
atopic  eczema,  acne,  rosacea,  and  psoriasis,  for 
supportive  psychotherapy  is  an  important  part 
of  all  therapeutics  and  is  not  the  property  of  any 
one  group. 

Congenital  or  inherited  conditions  with  cu- 
taneous lesions,  the  nevoid  diseases,  have  been 
studied  and  are  now  quite  well  understood  and 
fortunately  recognized  by  most  dermatologists. 
I speak  of  neurofibromatosis,  adenoma  sebaceum, 
the  angiomatous  syndromes,  etc.  In  this  field 
the  pediatrician,  the  internist,  and  the  neuro- 
psychiatrist might  get  invaluable  help  from  a 
dermatologist.  Trivial  pigmented  areas,  small 
perinasal  papules,  or  an  area  of  port-wine  stain 
may  provide  the  clue  necessary  to  interpret 
severe  symptoms,  especially  intracranial.  Today 
many  cutaneous  nevoid  lesions  are  known  to  be 
only  the  external  manifestation  of  a syndrome 
which  may  include  most  diverse  tissues  that  are 


nevertheless  embryonically  related. 

There  are  a number  of  eponymic  syndromes 
in  which  skin  lesions  are  the  most  characteristic 
feature,  but,  as  in  all  diseases  which  are  defined 
as  being  comprised  of  a number  of  diverse 
symptoms,  the  margin  of  error  in  diagnosis  is 
large,  because  the  omission  of  any  part  of  the 
syndrome  is  admissible  in  making  a decision. 
Fortunately  in  the  three  syndromes  that  I am 
going  to  discuss  the  skin  lesions  are  diagnostic, 
and  if  they'  are  absent  the  diagnosis  is  definitely  in 
doubt.  Therefore,  an  accurate  knowledge  of  the 
cutaneous  portion  of  Behcet’s,  Steven-John- 
son’s,  and  Reiter’s  diseases  is  imperative. 

Since  these  names  are  striking  and  euphonious, 
they  are  often  mentioned,  in  fact  too  often  con- 
sidered as  possibilities  by  some  whose  experience 
limits  their  balancing  power  of  the  different 
symptoms. 

Behcet's  disease  is  characterized  by  persist- 
ent, deep,  aphthous-like  ulcerations  of  the 
mucous  membranes  (mouth  and  genitals)  com- 
bined with  a type  of  iritis  as  well  as  some  other 
related  but  vague  symptoms.  The  differential 
diagnosis  includes  syphilis,  habitual  aphthosis, 
pemphigus  vulgaris,  and  Stevens-Johnson’s  dis- 
ease. There  is  no  way  of  making  the  diagnosis 
unless  one  is  intimately  familiar  with  the  dis- 
eases just  mentioned.  Nevertheless,  we  have 
encountered  opposition  pro  and  con  when  ap- 
praising a case  in  which  this  diagnosis  wTas  con- 
sidered. 

More  frequently  is  the  diagnosis  of  Stevens- 
Johnson’s  disease  proposed  when  the  presenting 
symptoms  involve  the  lips,  conjunctiva,  and 
skin.  Dermatologists  do  not  consider  this  syn- 
drome to  be  a new  disease  but  rather  a severe 
form  of  erythema  multiforme,  and  again  the 
cutaneous  and  mucosal  lesions  are  the  deciding 
factors.  A knowledge  of  the  differential  pos- 
sibilities is  essential  and  can  only  be  attained  by 
experience  and  appreciation  of  the  minutiae  of 
the  various  visible  lesions. 

Reiter’s  disease  has  attracted  a lot  of  attention 
since  the  war  years  because  many  cases  were 
seen  in  the  armed  forces.  This  syndrome  attracts 
internists,  urologists,  and  dermatologists.  Ar- 
thritis, urethritis,  conjunctivitis,  and  skin  lesions 
make  up  the  main  symiptoms.  Many  diseases 
must  be  considered  when  making  a diagnosis, 
in  particular,  gonorrhea,  syphilis,  lupus  erythem- 
atosus, and  pustular  psoriasis.  It  is  a difficult 
and  refined  diagnosis  established  byr  critical 
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elimination.  Combined  clinical  and  histologic 
decisions  are  often  necessary,  and  still  we  find 
others  than  dermatologists  becoming  impressed 
by  combinations  that  suggest  the  diagnosis  of 
this  syndrome  and  with  which  we  disagree 
because  of  the  nonconformity  of  the  visible 
lesions. 

In  syndromes  in  which  the  most  reliable  symp- 
tom for  diagnosis  is  the  skin  lesion  we  believe  it 
to  be  essential  that  the  cardinal  sign  be  expertly 
diagnosed.  In  the  three  syndromes  mentioned 
the  cutaneous  lesions  and  only  those  lesions  are 
characteristic  enough  to  verify  a questionable 
diagnosis. 

One  cannot  discuss  the  place  of  dermatology  in 
medicine  without  of  necessity  giving  one’s  own 
views,  which  may  be  entirely  satisfying  to 
one’s  self  but  not  easily  accepted  by  others. 
Everything  that  is  new  concerning  skin  diseases 
is  not  necessarily  discovered  by  dermatologists. 
They  too  must  be  receptive  to  interpretations 
made  by  others.  To  be  satisfied  with  hypotheses 
which  at  best  are  only  temporary,  to  become 
static  and  not  remain  curious,  should  be  soundly 
condemned.  However,  when  new  interpretations 
are  made  on  skin  lesions  which  in  the  past  have 
been  well  documented  by  dermatologists,  the 
new  view  should  be  shared  with  those  who 
shepherded  the  disease  through  the  long  trail  of 
misunderstanding.  This  is  particularly  irksome 
when  the  explanations  advanced  cannot  be 
accepted,  and  thus,  stubborn,  opposing  camps 
are  established  to  no  one’s  benefit.  This  is  so 
apparent  in  the  glib  designations  “allergic 
disease,”  “collagen  disease,”  or  “vasomotor 
disease.”  To  take  a well-known  dermatologic 
entity  out  of  its  identifying  position  and  place  it 
in  a vague  group  which  has  ill-defined  boundaries 
is  not  a medical  advance.  Thus,  statements 
such  as  “Erythema  nodosum  may  be  due  to  a 
variety  of  antigens”  brings  us  no  nearer  to  a 
solution  of  its  etiology  than  to  state  that  it  is 
unknown. 

Conversely,  dermatologists  make  such  absurd 
statements  as  “I  don’t  know  just  what  it  is,  but 
it  must  be  one  of  the  pyodermas.”  How  cha- 
grined such  a dermatologist  must  be  when  he 
learns  that  “one  of  the  pyodermas”  was  a lesion  of 
porphyria  cutanea  tarda  proved  by  an  internist’s 
wisely  projected  examination. 

There  are  a great  many  types  of  diseases  in 
which  the  association  of  skin  lesions  and  other 
alterations  exists.  Sometimes  the  lesions  them- 


selves are  of  diagnostic  importance;  at  other 
times  the  histology  of  the  skin  lesion  portrays  to 
some  extent  the  pathogenesis  of  the  disease. 

I have  spoken  of  the  porphyrias,  and  I should 
also  like  to  call  attention  to  the  dysproteinemias, 
which  are  due  to  faulty  synthesis  of  proteins, 
leading  to  hemorrhagic  diathesis  of  the  skin 
(purpura)  or  to  deposits  of  amyloids  making 
sizable  tumors,  etc.  Then  too  there  are  func- 
tional disturbances  of  circulation  which  play  a 
role  in  urticaria,  perniones,  etc.  Such  conditions 
invariably  call  for  consultation  because  of  the 
many  far-reaching  diagnostic  possibilities. 

The  skin  and  hormonal  imbalance  have  pro- 
voked much  speculation,  but  the  precise  role  of 
hormonal  action  on  the  skin  is  not  known, 
although  it  is  so  strongly  suggested  in  acne  and 
rosacea.  The  skin  is  subject  to  physiologic  and 
metabolic  changes.  These  particularly  are  noted 
in  the  process  of  aging,  where  the  skin  becomes  a 
mirror  that  accurately  portrays  the  shrinking  of 
glands  and  the  loss  of  elasticity  due  to  thinning  of 
the  elastic  fibers. 

The  skin  not  only  is  a heat  regulator,  but  it 
has  a very  important  function  in  filtering  light 
rays  of  certain  lengths.  However,  this  screening 
action  depends  on  a normal  circulation,  and  it 
also  can  be  impaired  by  circulating  sensitizers. 
Thus,  it  is  readily  perceived  that  only  in  selected 
skin  diseases,  which  seem  to  have  their  own  regu- 
latory law,  may  the  skin  be  viewed  as  an  isolated 
organ.  In  most  of  the  intricate  cutaneous  mani- 
festations all  manner  of  bodily  functions  must  be 
taken  into  consideration.  Therefore,  the  derma- 
tologist of  today  needs  a background  as  extensive 
as  that  of  an  internist.  At  any  rate,  the  need 
for  cooperation  and  mutual  aid  is  easily  granted. 

It  has  been  said  that  those  who  are  familiar 
with  the  study  of  major  diseases  appreciate  the 
fact  that  seldom  if  ever  does  one  man  have  the 
opportunity  to  become  sufficiently  familiar  with 
a disease  to  be  able  to  write  on  all  of  its  aspects. 
There  are  many  diseases  within  the  domain  of 
internal  medicine  which  uphold  this  statement. 
Certain  rare  but  diagnostic  skin  lesions  may  occur 
in  infrequently  observed  diseases  which  when 
recognized  are  of  great  help  in  solving  an  obscure 
problem.  One  needs  only  to  mention  the  gross 
hypertrophy  of  the  thenar  and  hypothenar 
eminences  in  acromegaly  or  the  localized  myx- 
edematous plaques  in  the  tibial  region  as  a sign 
of  thyroid  and/or  pituitary  dysfunction  to 
emphasize  the  point. 
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The  deep  fungal  diseases,  such  as  blastomycosis 
and  actinomycosis,  often  have  cutaneous  lesions 
that  may  appear  very  indifferent  to  any  but  those 
who  are  most  critical  in  diagnosing  even  a 
trivial  skin  lesion.  Cutaneous  lesions  such  as  the 
ones  just  mentioned  may  have  escaped  emphasis 
in  medical  writings,  but  they  have  received  much 
attention  in  dermatologic  discussions  because  of 
our  unusual  opportunity  to  make  excisions  and 
then  correlate  macroscopic  and  microscopic 
evidence. 

These  are  not  matters  of  which  group  is  the 
more  erudite  or  possesses  a wider  scope  of  infor- 
mation. It  merely  brings  out  a difference  in 
acquired  aptitude  in  diagnosing  skin  lesions  and 
stresses  the  insurmountable  task  of  encompass- 
ing all  of  the  aspects  of  protean  diseases.  All 
specialists  should  strive  to  learn  from  each  other, 
with  obvious  benefit  to  all  of  medicine. 

Research  is  today’s  yardstick  of  progress.  No 
matter  how  insignificant,  it  is  a convenient  plat- 
form from  which  to  launch  opinions  concerning 
etiology,  pathogenesis,  and  even  therapy. 

Abstract  research  has  resulted  in  some  ex- 
tremely valuable  discoveries.  It  is  never  to  be 
belittled  or  scoffed  at,  but  it  can  occupy  only  a 
small  field  on  the  shield  of  the  physician’s  honored 


coat  of  arms.  Relative  positions  of  importance 
in  the  progress  of  medicine  still  may  be  decided 
by  the  value  of  a special  group  to  the  actual 
practice  of  medicine.  Valuable  discoveries  must 
be  utilized  and  their  final  worth  is  established 
by  their  general  use. 

I have  attempted  to  point  out  a few  benefits 
that  may  be  derived  if  dermatologists  and  intern- 
ists worked  together  with  the  common  purpose  of 
attempting  to  understand  disease  processes  not 
by  naming  them  but  by  exploring  ramifications 
which  may  involve  many  other  tissues  as  well  as 
the  integument.  The  evaluation  of  the  visible 
may  well  be  a simple  and  direct  explanation  for 
what  is  manifest  but  cannot  be  seen. 

The  aim  of  most  physicians,  regardless  of  their 
special  interests,  is  about  the  same,  and  as  long  as 
that  aim  is  to  advance  medical  knowledge  and  to 
improve  the  treatment  of  disease,  one  need  not 
be  greatly  concerned  about  which  particular 
group  is  credited  with  the  most  far-reaching 
accomplishments.  Valuable  discoveries  are 
shared  by  all,  and  the  doors  of  the  hall  of  fame 
are  always  open  to  those  who  make  noted  con- 
tributions to  the  art  and  science  of  medicine. 
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Maternal  Causes  in  the  Etiology  of  Neonatal  Pulmonary  Disease 


After  taking  clinical  note  of  the  fact  that  ab- 
normal deliveries  are  often  followed  by  cyanosis, 
retractions,  and  grunting  disturbances  in  the  new- 
born, the  author  reviewed  1,000  consecutive  births 
to  find,  if  possible,  whether  this  was  merely  a coin- 
cidence or  whether  there  was  any  causal  relationship. 
He  summarizes  his  conclusions  as  follows:  A new- 
born who  has  had  difficulty  during  the  delivery  is 
far  more  likely  to  develop  respirator}’  difficulty  than 
one  following  normal  delivery.  There  is  evidence 
that  rapid  labor,  the  so-called  “tumultuous  labor,” 
and  the  use  of  Pitocin  substantially  contribute  to 
neonatal  respiratory  disease.  He,  therefore,  sug- 


gests the  following:  (1)  Avoid  drugs  which  might 
lead  to  precipitate  labor  or  abnormal  uterine  con- 
tractions. (2)  Discourage  the  traditional  hanging 
of  the  newborn  by  his  feet  and  slapping  to  initiate 
breathing.  (3)  Emphasize  extreme  gentleness, 
especially  in  handling  the  sick  newborn.  (4)  Re- 
evaluate the  need  for  the  customary  Trendelenburg 
position  for  the  baby  with  respiratory  distress. 
(5)  During  the  time  when  the  child  is  recovering 
from  the  cerebral  insult,  provide  oxygen  as  needed, 
have  the  atmosphere  well  humidified,  and  give  anti- 
biotics to  guard  against  pneumonia. — Minnesota 
Medicine,  April,  1957,  Henry  P.  Staub,  M.D. 
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Reproductive  wastage  has  been  one  of  the 
chief  concerns  in  maternal  and  child  welfare 
in  recent  years.  This  wastage  is  comprised  of 
two  components:  (1)  actual  fetal  and  early  in- 
fant loss,  that  is  perinatal  mortality,  and  (2)  the 
abnormal  continuum  of  the  liveborn  premature, 
the  congenitally  malformed,  and  the  birth  in- 
jured.1'2 

Historical  Background 

Until  relatively  recently  the  prevailing  theory 
was  that  all  congenital  malformations  were 
genetically  determined.  As  early  as  1891  an 
experimental  zoologist,  Daresta,3  emphasized  the 
role  of  environmental  factors  in  the  production 
of  aberrations.  In  the  past  thirty  years  a growing 
body  of  knowledge2'4  has  accumulated  to  indicate 
that  environmental  factors  alone  or  in  concert 
played  significant  roles.  An  increasing  number 
and  variety  of  environmental  factors  have  been 
brought  into  focus.  Among  these  have  been 
nutritional,  chemical,  bacterial,  viral,  radiational, 
and  most  recently  hypoxic  stress  factors.  It 
has  been  shown  that  it  is  not  the  factors  per  se 
but  the  degree  of  exposure  to  them,  the  time  in 
the  gestational  period  that  they  are  applied,  and 
finally  the  susceptibility  of  the  individual  at 
risk  which  are  the  influencing  and  determining 
features. 

In  studying  perinatal  mortality  in  New  York 
City  congenital  malformations  emerge  as  the 
second  leading  cause.  In  order  to  learn  more 
about  the  epidemiology  and  pathogenesis  of 
congenital  malformations,  the  New  York  City 
Department  of  Health  has  instituted  an  inquiry 
into  the  possible  factors  relating  to  the  causation 
of  malformations. 


Presented  at  the  84th  Annual  Meeting  of  the  American 
Public  Health  Association,  Atlantic  City,  New  Jersey,  Joint 
Session  of  the  Epidemiology,  Maternal  and  Child  Health, 
and  Statistics  Sections,  November  12,  1956. 


Purpose  of  Study 

The  primary  objective  of  the  current  con- 
tinuing study  is  to  ascertain  leads  as  to  possible 
causative  factors  in  malformations  by  a large- 
scale  review  of  records  of  mothers,  including 
prenatal  charts,  and  of  newborn  infants.  Second- 
arily data  will  be  sought  concerning  the  in- 
fluence of  fetal  malformations  on  the  course  of 
pregnancy  and  delivery.  The  present  report  is 
based  on  the  preliminary  study  of  243  congenital 
malformations  and  243  control  cases. 

Method  of  Pilot  Study 

Every  even-numbered  birth  certificate  indi- 
cating a congenital  malformation  filed  by  a 
hospital  in  a County  of  the  City  (New  York 
County)  was  completely  abstracted.  As  a 
control  the  certificate  of  the  immediately  fol- 
lowing birth  in  the  same  institution,  was  selected, 
providing  there  was  no  report  of  a congenital 
malformation.  While  this  control  method  may 
contain  certain  built-in  biases,  it  was  felt  to  be 
the  most  useful  method  at  this  time  to  indicate 
leads  for  the  establishment  of  hypotheses.  The 
data  were  tabulated  and  evaluated.  A series 
of  tables  was  devised  consisting  of  the  mal- 
formations and  the  control  groups  which  were 
correlated  for  such  factors  as  sex,  color,  age  of 
patient,  complications  during  pregnancy,  etc. 
(Table  I).  The  malformations  were  classified5 
as  follows:  central  nervous  system,  gastro- 

intestinal, genitourinary,  musculoskeletal,  skin, 
and  other.  This  last  miscellaneous  category 
contained  the  few  cardiovascular  anomalies 
reported.  The  relative  paucity  of  reports  of 
cardiac  malformations  is  understandable  since 
recognition  of  this  type  of  malformation  is 
frequently  not  made  until  after  the  birth  cer- 
tificate has  been  filed.  Obviously  the  mal- 
formations most  likely  to  be  reported  on  the 
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TABLE  I. — Correlative  Study  of  Congenital  Malformations,  New  York  City  Department  of  Health,  1956 


Con- 
genital Central 

Malfor-  Nervous  Gastro-  Genito-  Musculo- 
Control  mations  System  intestinal  urinary  skeletal  Skin  Other 


Total  cases  243 

Sex 

Male  126 

Female  117 

Color 

White  194 

Nonwhite  49 

Mother’s  age 

Under  20  years  16 

20  to  29  years  148 

30  to  39  years  75 

40  years  and  over  4 

Father's  age 

Under  20  years  4 

20  to  29  years  95 

30  to  39  years  107 

40  years  and  over  23 

Unknown  14 

Mother’s  and  father’s  age 

Father’s  age  unknown  14 

Father’s  and  mother’s  age  differ  by  10  years 

or  more  25 

Father’s  and  mother's  age  differ  by  less  than 

10  years  204 

Birth  weight 

Unknown  0 

Premature  (2,500  Gm.  or  less)  17 

Normal  (2,501  to  4,000  Gm.)  210 

Overweight  (4,001  Gm.  or  over)  16 

First  visit  for  prenatal  care 

Unknown  3 

1st  trimester  117 

2nd  trimester  80 

3rd  trimester  43 

Incidence  of  neonatal  deaths 

Lived  241 

Died  under  7 days  2 

Died  7 to  27  days 

Number  of  maternal  complications  during 
pregnancy 

No  conditions  210 

1 condition  32 

2 conditions 

Unknown  1 


Specific  conditions  present  during  pregnancy 
Pre-eclampsia 
Hypertension 

Bleeding  not  associated  with  labor 
Pyelitis 
Heart  disease 
Diabetes 
Syphilis 
Tuberculosis 

Viral  disease  (1st  trimester) 

Neoplasm 
Other 

Total  conditions 
Blood  types 

Not  determined 
Determined,  result  unknown 
Type  O 
Type  A 
Type  B 
Type  AB 
Unknown 
Parity 

Primipara 
Multipara 
Previous  fetal  loss 
No 
Yes 
Service 

Hospital,  private 
Hospital,  general 


243 

29 

33 

24 

123 

24 

10 

145 

15 

21 

21 

66 

14 

8 

98 

14 

12 

3 

57 

10 

2 

190 

25 

29 

20 

89 

18 

9 

53 

4 

4 

4 

34 

6 

1 

21 

1 

2 

2 

13 

3 

134 

16 

17 

11 

73 

11 

6 

78 

11 

13 

8 

32 

10 

4 

10 

1 

1 

3 

5 

1 

1 

87 

6 

13 

7 

47 

io 

4 

96 

14 

12 

13 

42 

10 

5 

34 

6 

4 

3 

19 

2 

25 

3 

4 

1 

14 

2 

1 

25 

3 

4 

1 

14 

2 

1 

28 

2 

1 

2 

20 

2 

1 

190 

24 

28 

21 

89 

20 

8 

2 

1 

1 

42 

7 

11 

4 

14 

i 

5 

185 

18 

22 

16 

103 

22 

4 

14 

3 

3 

6 

1 

1 

8 

2 

1 

3 

1 

1 

101 

16 

14 

12 

46 

11 

2 

92 

7 

16 

5 

50 

8 

6 

42 

4 

2 

7 

24 

4 

1 

213 

17 

26 

23 

118 

24 

5 

26 

9 

6 

1 

5 

5 

4 

3 

1 

196 

25 

26 

21 

95 

21 

8 

39 

4 

5 

3 

22 

3 

2 

5 

1 

4 

3 

1 

2 

7 

1 

1 

5 

5 

1 

1 

2 

i 

10 

2 

2 

4 

2 

3 

i 

1 

1 

1 

1 

3 

3 

3 

3 

1 

i 

2 

1 

i 

14 

i 

2 

10 

i 

49 

4 

7 

3 

30 

3 

2 

16 

3 

2 

2 

7 

i 

1 

99 

11 

14 

12 

50 

8 

4 

90 

13 

16 

7 

42 

8 

4 

29 

2 

3 

18 

5 

1 

6 

4 

2 

3 

i 

2 

103 

11 

14 

8 

59 

8 

3 

140 

18 

19 

16 

64 

16 

7 

204 

24 

29 

18 

105 

19 

9 

39 

5 

4 

6 

18 

5 

1 

120 

13 

17 

16 

55 

13 

6 

123 

16 

16 

8 

68 

11 

4 

2 

3 

1 


13 

32 


6 

16 

99 

85 

23 

13 

1 


78 

165 


206 

37 


135 

108 
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certificate  will  be  those  which  are  readily  diag- 
nosed or  detected  at  birth  or  shortly  thereafter. 

In  addition,  the  hospital  records  for  these 
malformations  and  their  controls  were  abstracted 
by  physicians  for  more  complete  information 
than  was  available  on  the  certificate.  In  order 
to  diminish  bias  the  physicians  abstracting  the 
records  of  the  mothers  were  not  advised  as  to 
which  were  associated  with  the  congenital  mal- 
formations and  which  were  the  controls.  The 
results  of  these  findings  will  be  reported  at  a 
later  date.  At  this  time  the  report  is  limited  to 
analysis  of  the  certificate  data. 

Results 

Sex. — Sex  variations  are  shown  in  Table  I. 
There  is  a statistically  significant  higher  male 
incidence  in  the  congenital  malformation  group. 
Of  the  243  malformation  cases  145  were  in  males 
and  98  in  females.  By  contrast  the  control 
group  was  within  a normal  sex  distribution  range 
of  126  males  and  117  females.  The  higher  in- 
cidence in  males  is  most  striking  in  the  gastro- 
intestinal and  genitourinary  malformation  groups. 
Indeed,  of  24  cases  of  genitourinary  malforma- 
tions, 21  were  in  males.  This  great  difference 
in  sex  incidence,  if  confirmed  in  the  large-scale 
study,  would  warrant  further  investigation  as  to 
its  cause. 

Color. — -In  the  musculoskeletal  group  of 
malformations  a slightly  higher  nonwhite  in- 
cidence is  noted.  The  ratio  of  nonwhite  (34 
cases)  to  white  (89  cases)  in  this  category  is 
somewhat  higher  than  the  ratio  of  nonwhite 
(53)  to  white  (190)  for  the  whole  malformation 
group.  However,  the  numbers  are  so  small  as 
to  make  their  significance  questionable.  On  the 
other  hand,  the  much  higher  incidence  of  central 
nervous  system  and  gastrointestinal  tract  anom- 
alies among  the  white  cases  arouses  interest  as 
to  what  the  larger  survey  will  reveal. 

Age. — It  is  observed  that  with  mother’s  or 
father’s  age  over  forty  a higher  incidence  of 
congenital  malformations  appears  to  exist.  No 
conclusion  can  be  drawn  at  this  time  concerning 
age  differences  in  parents  because  of  the  small 
numbers  involved. 

Weight  of  Infant. — The  incidence  of  con- 
genital malformation  by  birth  weight  groups  of 
infants  is  presented  in  the  table.  There  is  a 
preponderance  of  malformations  in  the  pre- 
mature (under  2,500  Gm.)  group.  This  is  in 
keeping  with  the  previous  findings  in  New  York 


City  for  the  years  1951  and  1953.6-7  No  increase 
in  incidence  of  malformations  is  noted  in  the 
group  400  Gm.  and  over. 

Preportionately  more  gastrointestinal  mal- 
formations are  noted  in  the  premature  group, 
while  musculoskeletal  and  skin  malformations 
are  proportionately  higher  in  the  2,500  Gm.  and 
overweight  group. 

Prenatal  Care. — The  trimester  in  pregnancy 
at  which  the  mother  first  appeared  for  prenatal 
care  is  also  shown.  Although  there  are  no 
significant  differences  in  the  time  of  first  pre- 
natal visits  between  the  malformation  group  and 
the  controls  in  the  pilot  study,  there  is  a tendency 
noted  for  the  congenital  malformation  group  to 
show  up  later  in  pregnancy  for  start  of  prenatal 
care.  If  this  tendency  is  substantiated  later,  it 
would  imply  a distinct  need  for  evaluating  socio- 
economic factors  in  the  causation  of  congenital 
anomalies. 

Incidence  of  Neonatal  Death.— There  is  a 
significantly  higher  mortality  in  the  group  with 
congenital  malformations  and  particularly  in 
those  under  seven  days  of  age.  Only  two  in- 
fants or  1 per  cent  of  the  243  controls  died  in  the 
first  month,  whereas  30  (12.5  per  cent)  of  the  243 
malformations  died  in  this  period.  More  than 
5 per  cent  of  these  deaths  occurred  in  the  central 
nervous  system  and  gastrointestinal  categories. 
It  is  recognized  that  since  these  data  are  limited 
to  certificates,  the  cardiovascular  malformations 
are  not  reported  as  frequently  as  they  are  known 
to  occur.  These  malformations  are  usually 
identified  only  after  the  certificates  have  been 
filed. 

Maternal  Complications  During  Preg- 
nancy.— A check  list  of  maternal  complications 
is  incorporated  in  each  birth  certificate.  These 
data  form  the  basis  of  the  information  in  the 
table.  A higher  incidence  of  complications  is 
noted  in  the  congenital  malformation  group. 
Evaluation  of  the  type  of  complication  points 
up  two  interesting  observations: 

1.  There  were  ten  cases  of  bleeding  during 
pregnancy  (and  not  associated  with  labor)  in 
the  malformation  group  as  compared  with  only 
four  in  the  controls. 

2.  Syphilis  and  tuberculosis  were  correlated 
with  six  cases  in  the  congenital  malformation 
series  as  contrasted  with  one  in  the  controls. 
Hypertension  and  diabetes  were  associated  with 
six  malformations  versus  two  in  the  controls. 
These  findings  suggest  that  chronic  disease  states 
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may  be  influencing  factors  in  the  causation  of 
congenital  anomalies. 

Blood  Types. — A higher  proportionate  dis- 
tribution of  blood  type  A and  type  B is  obtained 
in  the  congenital  malformations  group  than  in 
the  controls,  or  in  the  city  population  as  a whole. 
On  the  other  hand,  a lower  distribution  is  noted 
in  blood  type  AB.  A correlation  between  blood 
types  and  incidence  of  malformations  is  very 
intriguing.  No  conclusions  are  drawn  at  this 
time,  but  the  subject  will  be  pursued  further. 

Parity  and  Previous  Fetal  Loss. — A greater 
frequency  of  primiparas  is  observed  in  the  con- 
genital malformation  group.  This  finding  may 
be  more  apparent  than  real  since  it  is  possible 
that  families  restrict  pregnancy  following  the 
birth  of  a malformed  infant.  No  correlation  is 
obtained  between  previous  fetal  loss  and  the 
incidence  of  congenital  malformations.  This 
finding  may  be  due  in  part  to  the  relatively 
greater  number  of  primiparas  in  the  congenital 
malformation  group,  as  mentioned  above.  The 
variables,  parity  and  previous  fetal  loss,  will  lend 
themselves  to  more  detailed  analysis  in  the  large- 
scale  study. 

Type  of  Hospital  Service. — Although  no 
statistical  significance  can  be  attached  to  the  type 
of  hospital  service,  there  was  a slightly  higher 
number  of  congenital  malformations  in  the 
general  or  ward  service  than  in  the  private 
service.  On  the  other  hand,  the  genitourinary 
malformations  were  noted  16  times  in  private 
service  and  only  eight  times  in  general  service. 
This  finding  may  be  associated  with  the  20 
congenital  malformations  in  the  white  group  and 
only-  four  in  the  nonwhite.  Future  analysis 
with  multiple  variables  may  yield  further  infor- 
mation concerning  the  differences  noted. 

Comment 

This  preliminary  report  includes  but  a partial 
list  of  the  correlative  factors  now  being  inves- 
tigated. As  anticipated,  no  final  conclusions 
can  be  drawn  from  the  small  samples  employed  in 
this  pilot  study.  Nevertheless,  it  has  been  valu- 
able in  indicating  directions  worthy  of  further 
exploration,  as  well  as  pitfalls  to  be  avoided. 
It  has  become  apparent  that  tabulations  with 
multiple  variables  are  essential  in  ascertaining 
true  correlations.  In  addition,  the  necessity  for 
augmenting  the  certificate  data  with  findings 
from  the  hospital  records  has  been  pointed  up. 


The  clinical  reports  of  Gregg*  in  1941  on  the 
association  of  rubella  during  pregnancy  with  the 
occurrence  of  congenital  malformations  are  well 
known.  Numerous  accounts8-18  by  others  have 
followed  on  the  relationship  of  congenital  mal- 
formations in  the  offspring  to  illness  and  a variety 
of  noxious  influences  affecting  the  mother  during 
pregnancy.  The  latter  included  chemicals,  radia- 
tion, and  nutritional  deprivations  among  others. 
These  publications,  together  with  the  work  of 
experimental  investigators  such  as  Ingalls19'20 
and  Warkany,21  have  emphasized  the  importance 
of  environmental  stresses  in  the  production  of 
congenital  anomalies.  A common  denominator 
which  appears  to  emerge  from  all  these  studies 
may  be  best  exemplified  by  what  Ingalls1  calls 
“fetal  manifestation  of  critical  stress  in  preg- 
nancy.” 

In  order  to  obtain  more  precise  information 
about  the  causation  of  congenital  anomalies  in 
the  human,  the  epidemiologic  approach  must  be 
employed.  The  agent,  host,  and  environment 
and  their  interaction  must  be  studied  and  defined 
if  possible. 

Although  a number  of  studies  have  appeared 
in  the  literature,  they  have  had  limitations 
because  of  smallness  of  numbers,  particularly 
when  multiple  variables  were  analyzed,  and  a 
lack  of  adequate  controls.  Previous  New  York 
City  Department  of  Health  studies6  have  been 
confined  chiefly  to  establishing  an  incidence  of 
congenital  anomalies  at  birth.  These  studies 
do  not  include  field  investigations.  The  excel- 
lent and  well-documented  prospective  study  of 
the  incidence  of  congenital  malformations  by 
McIntosh  and  his  coworkers5  also  has  some 
limitations,  in  that  it  is  confined  to  one  hospital, 
concerns  only  a clinic  population  group,  and 
extends  over  a period  of  five  years. 

A community-wide  study  such  as  herein 
proposed,  although  retrospective  and  therefore 
limited  in  scope,  has  many  advantages  since 
large  numbers  are  employed  and  a truly  repre- 
sentative sample  is  obtainable  in  a relatively 
short  period  of  time.  It  must  be  emphasized, 
however,  that  all  studies  on  congenital  anomalies 
at  present  are  limited  because  of  variations  in  the 
interpretation2'4'22  of  what  constitutes  a con- 
genital anomaly. 

Progress  will  be  made  when  all  the  various 
approaches  to  the  problem  of  congenital  malfor- 
mations are  undertaken  since  each  approach 
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yields  information  not  readily  obtainable  by  the 
others.  The  combined  knowledge  resulting  from 
the  experimental,  the  clinical,  and  the  epidemio- 
logic methods,  both  retrospective  and  pro- 
spective on  large  scale,  ultimately  will  provide 
the  armamentarium  to  prevent  much  needless 
loss  or  deforming  of  life. 

Summary  and  Conclusion 

1.  A pilot  study  of  certain  correlations  con- 
cerning congenital  malformations  is  presented. 

2.  Method  of  investigation  and  results  are 
described. 

3.  Data  are  presented  on  243  individuals 
with  congenital  anomalies  and  on  a correspond- 
ing number  of  comparable  controls. 

4.  The  sample  is  too  small  to  permit  final 
conclusions. 

5.  A large-scale  epidemiologic  retrospective 
investigation  which  is  based  on  this  pilot  study 
and  which  includes  many  additional  correlative 
factors  is  now  in  progress. 

6.  Congenital  malformations  constitute  an 
important  segment  of  the  over-all  problem  of 
fetal  wastage,  a major  public  health  problem 
today. 

7.  Large-scale  epidemiologic  investigations 
are  needed  to  gain  further  knowledge  concerning 
the  problem  if  any  inroads  are  to  be  made  in  its 
solution. 


References 

1.  Ingalls,  T.  H.:  J.A.M.A.  161:  1047  (July  14)  1956. 

2.  Prematurity,  Congenital  Malformations  and  Birth 
Injury,  Proceedings  of  a Conference,  June,  1952,  sponsored 
by  Association  for  Aid  of  Crippled  Children,  New  York, 
J.  B.  Watkins  Co.,  1953. 

3.  Bagg,  J.  J.:  Am.  J.  Obst.  & Gynec.  8:  131  (Aug.) 
1924. 

4.  Mechanisms  of  Congenital  Malformation,  Proceedings 
of  Second  Scientific  Conference,  June,  1954,  of  Association 
for  Aid  of  Crippled  Children,  New  York,  J.  B.  Watkins  Co., 
1955. 

5.  McIntosh,  R.,  Merritt,  K.  H.,  Richards,  M.  R., 
Samuels,  M.  H.,  and  Bellows,  M.:  Pediatrics  14:  505  (Nov.) 
1954. 

6.  Wallace,  H.  M.,  Baumgartner,  L.,  and  Rich,  H.: 
ibid.  12:  525  (Nov.)  1953. 

7.  Wallace,  H.  M.,  Honig,  L.,  and  Rich,  II.:  Am.  J. 
Dis.  Child.  91 : 529  (June)  1956. 

8.  Gregg,  N.  M.:  Tr.  Ophth.  Soc.  Australia  3:  35 

(1941). 

9.  Kaye,  B.  M.,  Rosner,  D.  C.,  and  Stein,  I.  F. : Am.  J. 
Obst.  & Gynec.  65:  109  (Jan.)  1953. 

10.  Ries,  E.:  ibid.  11:  261  (Sept.)  1926. 

11.  Burke,  B.  S.,  Beal,  V.  A.,  Kirkwood,  S.  B.,  and 
Stuart,  H.  C.:  ibid.  46:  38  (July)  1943. 

12.  Burke,  B.  S.,  Harding,  V.  V.,  and  Stuart,  H.  C.: 
J.  Pediat.  23:  506  (Nov.)  1943. 

13.  Burke,  B.  S.,  Stevenson,  S.  S.,  Worcester,  J.,  and 
Stuart,  H.  C.:  J.  Nutrition  38:  453  (Aug.)  1949. 

14.  McGavity,  W.  J.,  Cannon,  R.  O.,  Bridgforth,  E.  B., 
Martin,  M.  P.,  Densen,  P.  M.,  Newbill,  J.  A.,  McClellan,  G. 
S.,  Christie,  A.,  Peterson,  J.  S.,  and  Darby,  W.  J. : Am.  J. 
Obst.  & Gynec.  67:  501  (Mar.)  1954. 

15.  Macy,  I.  G.,  and  Mack.  H.  C.:  ibid.  68:  31  (July) 
1954. 

16.  Meltzer,  H.  J.:  J.A.M.A.  161:  1253  (July  28)  1956. 

17.  Trasler,  D.  G.,  Walker,  B.  E.,  and  Fraser,  F.  C.: 
Science  124:  439  (Sept.  7)  1956. 

18.  Fraser,  F.  C.,  and  Fainstat,  T.  D.:  Pediatrics  8: 
527  (Nov.)  1951. 

19.  Ingalls,  T.  H.,  Curley,  F.  J.,  and  Prindle,  R.  A.: 
Am.  J.  Dis.  Child.  80:  34  (July)  1950. 

20.  Idem:  New  England  J.  Med.  247 : 758  (Nov.  13) 
1952. 

21.  Warkany,  J.:  Nutrition  Rev.  13:  289  (Oct.)  1955. 

22.  Weber,  F.  P.:  Brit.  J.  Child.  Dis.  28:  34  (Jan. -Mar.) 
1931. 


Rupture  of  the  Spleen 


Both  the  normal  and  the  diseased  spleen  may  be 
ruptured  spontaneously  or  by  injury,  but  spon- 
taneous rupture  of  the  normal  spleen  is  extremely 
rare.  Nontraumatic  rupture  of  either  chronically 
or  acutely  diseased  spleens  is,  however,  a definite 
entity  which  may  be  triggered  by  any  condition 
causing  increased  intra-abdominal  pressure:  cough- 
ing, sneezing,  twisting,  or  lifting.  Where  trauma 
is  involved,  delayed  rupture  of  the  normal  spleen 
has  been  reported,  with  numerous  theories  to  account 
for  the  latent  period  between  the  injury  and  the 


rupture.  Whatever  the  cause,  splenic  rupture 
presents  a grave  abdominal  emergency,  demanding 
both  treatment  for  shock  and  splenectomy  since  the 
bleeding  must  be  stopped  at  once.  All  diseased 
spleens  should  be  regarded  as  potentially  dangerous 
since  minimal  injury  may  cause  rupture.  The 
author  presents  a case  of  a young  man  with  general- 
ized lymphosarcoma  who  died  of  shock  following 
spontaneous  rupture  of  the  spleen. — Journal  of  the 
Tennessee  State  Medical  Association,  April,  1957, 
L.  I.  Goldsmith,  M.D. 
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The  Control  of  the  Varied  Manifestations  of 
Dysmenorrhea  and  Premenstrual  Tension 

with  Femmes * 

LOUIS  RAY,  M.D.,  D.I.M.,  BROOKLYN,  NEW  YORK 


This  report  records  observations  over  a 
seven-year  period  of  the  value  of  Femmes  in 
control  of  the  varied  manifestations  of  dys- 
menorrhea and  premenstrual  tension. 

It  is  the  considered  opinion  of  this  and  other 
writers1-3  that  these  conditions  represent  either 
a hormonal  imbalance  of  the  intermediary 
metabolism  of  electrolytes  and  water,  probably 
the  result  of  cyclic  ovarian  activity  mediated 
through  the  hypothalamic-autonomic  system 
with  its  sodium  and  water  retention,  anesthetic 
effect  on  the  central  nervous  system,  vasomotor 
instability,  marked  nervous  tension,  and  often 
uncontrollable  emotional  expression  with  irrita- 
bility, nausea,  vomiting,  headache,  pains  and 
hyperesthesias  in  various  parts  of  the  body,  mood 
depressions,  anxiety  feelings,  and  in  many  cases 
edema,  bloating,  painful  breast  distention,  throat 
fullness,  and  premenstrual  weight  gain;  or  they 
may  be  due  to  allergic  endocrine  hypersensitivity 
to  the  steroid  hormones  or  to  the  products  of 
their  metabolism  (which  are  excreted  into  the 
urine  and  can  be  shown  by  active  cutaneous 
tests).4'5  These  include  estrogens,  estradiol, 
progesterone,  pregnanediol,  testosterone,  an- 
drosterone,  corticosterone,  chorionic  gonado- 
trophin, and  insulin.  The  clinical  symptoms  and 
signs  are  the  same,  although  the  hormonal 
allergen  may  vary  in  different  cases.  For 
example,  in  the  respiratory  tract  there  may  be 
vasomotor  rhinitis  or  asthma,  in  the  cutaneous 
system  angioneurotic  edema,  chronic  urticaria,  or 
acne,  in  the  central  nervous  system  migraine,  in 
the  genital  system  premenstrual  tension  and 
pruritus  vulvae,  in  the  digestive  system  nausea, 
vomiting,  diarrhea,  or  epigastric  pain  during  the 
premenstrual  phase,  and  in  the  ocular  system 
chronic  recurrent  conjunctivitis  and  certain 
forms  of  keratitis.  Heckel5  notes  that  the  results 
of  pregnanediol  therapy  tend  to  support  the 

* Supplied  by  the  Exact  Chemical  Laboratories,  Inc.,  55 
Liberty  Street,  New  York  City. 


hypothesis  that  many  disorders  related  to  ovarian 
function — premenstrual  distress,  menopausal 
symptoms,  ovarian  pain  syndrome  (congestion- 
fibrosis  syndrome,  pelvic  hyperemic  syndrome), 
painful  breasts  and  chronic  cystic  mastitis,  some 
endometriosis  and  hypogonadism,  and  headache 
and  dermatoses  associated  with  the  menstrual 
cycle — are  caused  by  endogenous  allergy  to 
steroid  hormones.  Patients  with  these  disorders 
were  found  to  be  sensitive  to  pregnanediol,  a 
metabolic  product  of  progesterone  with  no  known 
biologic  activity,  and  it  will  produce  systemic 
reactions  resembling  those  already  experienced. 

It  has  also  been  noted1  that  psychologic 
maladjustments  are  much  more  frequent  in 
dysmenorrhea  and  in  sterile  groups6  and  that 
suggestion  or  example  on  the  part  of  the  mother 
or  other  female  relative  has  been  an  important 
factor  in  the  genesis  of  these  conditions.  Not 
infrequently  it  becomes  a welcome  defense 
against  the  assumption  of  adult  activities  or 
responsibilities.  Other  contributing  factors  are 
physical  and  emotional  fatigue,  overstrain,  and 
debility. 

Various  estimates  state  that  at  least  80  per 
cent  of  all  women  at  some  time  experience  pain 
or  discomfort  associated  with  the  menstrual 
function.  In  a fair  proportion  of  these  some 
degree  of  disability  exists. 

Treatment  is  at  present  dependent  on  whether 
dysmenorrhea  is  of  the  primary  or  essential 
type,7-8  where  no  disease  has  been  found  in  the 
pelvis  or  elsewhere  in  the  body,  or  of  the  second- 
ary type,  where  pelvic  congestion  in  association 
with  inflammatory  lesions  or  tumors  of  the 
genital  or  extragenital  tract  is  found.  However, 
in  most  cases  the  high  incidence  of  disability,  the 
confusing  question  of  etiology,  the  difficulties  of 
evaluation,  the  multiple  types  of  treatment 
(vitamins,  analgesics,  sedatives,  hypnotics,  al- 
cohol, narcotics,  male  and  female  hormones9-12 
antispasmodics,  antihistamines,13  parasympa- 
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thomimetic  inhibitors,  muscle  relaxants,  and 
antidiuretic  hormone  antagonists  represented  by 
those  products  designed  to  act  as  diuretics14-16), 
have  made  these  conditions  a subject  of  much 
study.  Therefore,  the  approach  to  this  problem 
must  of  necessity  be  more  than  a single  one,  since 
many  end-organs  are  involved  (autonomic 
lability,  fluid  retention,  electrolyte  imbalance, 
hypoglycemia,  hyperestrogenemia),  and  many, 
often  bizarre,  symptoms  and  signs.  The  problem 
of  antihormones,  the  danger  of  excessive  hormone 
administration,  of  narcotic  or  alcohol  addiction, 
dependence  on  sedatives,  hypnotics,  analgesics, 
or  on  multiple  combinations  of  these  including 
antispasmodics1  and  amphetamines1  with  their 
side-effects,  the  antidiuretic  hormone  antagonists, 
the  low-sodium  diets,  the  various  pelvic  exer- 
cises,17 and  the  effects  on  industry  with  the  in- 
efficiency and  loss  of  time  from  work17  must  be 
considered. 

Pharmacology — Chemical  and  Physical 
Data 

Femmes  is  a specific  arrangement  of  certain 
active  herbs  freed  from  inactive  material.  The 
active  principles  are:  hydrastine  (C2iH2i06N) 
from  goldenseal,  galangin  (CisHioOe)  from  galan- 
gal,  columbin  (C^HmO?)  from  calumba,  angelic 
acid  (CsHgCb)  from  Angelica,  with  synergistic 
ascaridol  (C10H16O2),  an  organic  peroxide,  from 
Chenopodium,  santalol  (C15H24O)  from  sandal- 
wood, cimicifugin  from  Cimicifuga,  zingerone 
(C11H14O3)  from  ginger,  and  sennocide  a and  b 
(CuHioCh),  from  senna,  excipients,  and  flavors. 
Femmes  comes  in  coated  tablet  form  one-half 
Gm.  each.  Dosage:  two  tablets  at  onset  of  dis- 
comfort and  1 to  2 tablets  every  two  to  four  hours 
as  required;  as  a prophylactic:  one  tablet  four 
times  daily  for  one  to  three  days  prior  to  expected 
period  or  discomfort. 

Mode  of  Action. — Femmes  acts  on  the 
hypothalamic-autonomic  axis  and  causes  inhi- 
bition of  pregnanediol  and  of  antidiuretic  hor- 
mone formation.  It  enhances  liver  detoxification 
of  increased  conjugated  estrogens,  diminishes 
cerebral  and  corporeal  edema,  and  is  sedative, 
analgesic,  relaxant,  antispasmodic,  antiallergic, 
and  tonic. 

Patient  Selection 

This  medication  has  been  used  on  340  patients. 
However,  1 10  have  been  selected  as  the  basis  for 


this  paper,  since  they  had  complete  follow-ups. 
Racial  groups  were  as  follows:  90  Caucasian, 
16  Negro,  and  four  Oriental.  Age  groups  con- 
sisted of  47  patients  in  the  eleven-  to  twenty-year 
group  (with  eight  overweight),  20  were  twenty- 
one  to  thirty  (five  overweight),  24  were  thirty- 
one  to  forty  (13  overweight,  and  14  were  forty- 
one  to  fifty  (10  overweight). 

Symptoms  and  Signs.— A check  list  was 
prepared,  and  all  patients  were  closely  questioned 
as  to  their  complaints.  These  were  noted  against 
the  listed  entries  and  requestioned  on  follow-up. 
The  list  included  name,  marital  status,  number  of 
children  (where  appropriate  for  age  and  marital 
status),  age,  height,  weight  (before  and  after  use 
of  Femmes,  periods  (regular  or  irregular),  flow 
(normal,  profuse,  or  scanty),  previous  medication 
with  type  and  response  (good,  fair,  poor,  none), 
duration  of  symptoms  (before  and  after  use  of 
previous  medication  and  of  Femmes),  premen- 
strual weight  gain  (before  and  after  Femmes), 
loss  of  time  from  work  or  school  (before  and  after 
Femmes).  The  work  sheet  also  included  in- 
formation on  breast  tenderness  (15),  breast 
swelling  (eight),  abdominal  cramps,  fullness, 
distention,  or  “dragging  down”  (33),  low  back- 
ache or  leg  cramps  (30),  bloating  (26),  ankle 
swelling  (17),  headache  with  or  without  migraine 
(vertigo),  incoordination  (44),  insomnia  (9), 
irritability  (56),  nausea,  vomiting,  and  consti- 
pation (36),  depression  (21),  anxiety  feeling  (32), 
crying  spells  (16),  excitability  (9),  increased 
thirst  (5),  increased  appetite  (27),  pruritus 
vulvae  (7),  exacerbated  acne  (39),  fatigue  (87), 
vasomotor  rhinitis,  asthma,  angioneurotic  edema, 
or  urticaria  (listed  as  specific  complaint)  (7), 
profuse  flow  (24),  scanty  (20),  normal  (66), 
regular  catamenia  (67),  irregular  (43),  premen- 
strual weight  gain  (59),  loss  of  time  from  work  or 
school  (11). 

Evaluation  of  Results 

The  subjective  reports  of  the  patients  were 
as  follows:  success  (107),  slight,  none,  or  moder- 
ate success  (20),  marked  success  (27),  complete 
success  (60),  failure  (3). 

According  to  reports  of  relatives  (husbands, 
mothers,  aunts,  daughters,  or  nieces),  there  were 
smoother  marital  relationships,  less  nagging  of 
husband  and  children,  more  normal  approach  to 
family  and  environmental  problems,  and  im- 
proved appearance  and  performance  at  home, 
work,  school,  or  play. 


November  1,  1957 


3459 


LOUIS  RAY 


Placebo  and  Substitution  Effects. — All 
the  patients  previously  used  aspirin,  APC, 
Midol,  Anacin,  Empirin,  codeine,  Demerol, 
M-Minus  5,  progesterone,  estrogens,  vitamins, 
belladonna  and  derivatives,  Benadryl  and  other 
antihistamines  with  or  without  other  ingredients, 
mephenesin  combinations,  amphetamine  combi- 
nations, antidiuretic  combinations,  phenobarbital 
combinations,  Pre-Mens  with  and  without 
amphetamine,  neo-Bromth,  pelvic  exercises,  and 
various  types  of  diets  to  aid  skin,  digestive 
system  or  allergic  reactions  to  foods,  inhalants, 
etc.  or  to  correct  mineral  imbalances.  Com- 
parisons were  made  between  the  pet  remedy  of 
the  patient  and  Femmes  regarding  the  complete- 
ness of  action,  rapidity  of  results,  side-effects, 
and  improvement  in  relations  with  family,  etc. 

Placebos  were  used  with  all  the  patients. 
They  were  given  a liquid,  lozenge,  capsule,  or  tab- 
let with  similar  color,  size,  weight,  and  taste  to 
the  type  of  Femmes  used  at  the  time.  Even  after 
one  dose  I was  advised  by  visit  or  by  telephone 
that  “something  was  wrong  with  the  medicine.” 
Cooperation  of  the  patient  or  of  the  patient’s 
mother  or  guardian  was  easily  obtained,  since 
dissatisfaction  was  expressed  with  previous  in- 
jections, exercises,  diets,  and  medications. 

Acute  and  Chronic  Toxicity  Studies  on 
Rabbits  with  Femmes  Capsules 

Acute  Toxicity  Study. — Six  rabbits  were  di- 
vided into  two  groups.  The  first  (animals  num- 
ber 1,  2,  and  3)  were  fed  ten  capsules  over  a forty- 
eight-hour  period.  Animals  number  1 and  2 
were  sacrificed  twenty-four  hours  after  the  last 
capsule.  Animal  number  3 was  sacrificed  forty- 
eight  hours  afterward.  Animals  number  4,  5,  and 
6 were  fed  20  capsules  over  a forty-eight  hour 
period.  Animal  number  4 was  sacrificed  forty- 
eight  hours  after  the  last  feeding.  Animal 
number  5 was  sacrificed  seventy-two  hours  after 
the  last  feeding  and  number  6,  ninety-six  hours 
after  the  last  feeding. 

All  animals  were  examined  grossly  at  autopsy. 
The  following  tissues  were  taken  on  animals 
number  2,  3,  4,  and  6:  heart,  lung,  liver,  spleen, 
kidney,  adrenal,  stomach,  and  small  and  large 
intestines.  The  tissues  were  examined  by  Dr. 
David  M.  Spain,  pathologist. 

Chronic  Toxicity  Study  on  Rabbits. — 
Nine  rabbits  were  fed  two  capsules  daily,  six 
days  each  week,  for  one  month.  The  animals 


were  weighed  and  observed  daily  for  this  period. 
At  the  end  of  this  time  all  animals  were  sacri- 
ficed, autopsied,  and  examined  grossly  for  toxic 
manifestations.  Six  of  the  nine  animals  had 
tissues  removed  for  histopathologic  study  and 
evaluation.  The  tissues  were  taken  from  the 
heart,  lung,  liver,  spleen,  kidney,  adrenal, 
stomach,  and  small  and  large  intestines. 

No  deaths  occurred  in  either  the  acute  or 
chronic  groups.  No  weight  losses  were  noted  in 
either  group.  The  chronic  group  showed  normal 
weight  gains  over  the  month  period.  Histo- 
pathologic examination  as  well  as  gross  examina- 
tion revealed  no  toxic  manifestations  in  any  of 
the  animals.  The  tissues  examined  histopatho- 
logically  by  the  pathologist  were  normal. 

Median  Lethal  Dose  Determinations 
(LD50) 

Determination  of  LD50  in  mice  by  intraperi- 
toneal  injection  of  Femmes  suspension  was  done 
by  the  Biological  Testing  Co.,  Inc.,  16  Clinton 
St.,  Brooklyn,  New  York.  The  sample,  received 
February  7,  1957,  was  labelled  Femmes:  one 
teaspoon  equals  two  tablets  or  15  grains.  The 
solution  was  brown  with  a sediment  at  the  bot- 
tom. 

Procedure. — The  solution  was  shaken  before 
removal  of  the  liquid.  All  mice  were  controlled 
for  bacterial  infection  for  one  week  prior  to  the 
injection  of  the  Femmes  solution.  Each  animal 
was  injected  once  intraperitoneally  and  observed 
for  ninety-six  hours.  Any  deaths  recorded  were 
obtained  within  this  period.  Control  mice  were 
injected  with  the  same  volume  of  distilled  water 
in  order  to  control  the  cause  of  death  as  being 
due  to  the  volume  of  solution  injected  into  the 
mice.  The  mice  weighed  20  Gm.  (plus  or  minus 
2 Gm.)  Groups  of  mice  receiving  the  Femmes 
were  injected  on  various  days.  The  results  are 
presented  in  Table  I. 

Findings. — Femmes  solution  killed  48  out  of 
100  mice  injected  intraperitoneally.  On  a weight 
basis  the  Femmes  material  is  relatively  nontoxic, 
since  a 60-Kg.  human  would  have  to  drink  over 
6 liters.  The  LDS0  in  mice  by  intraperitoneal 
injection  is  2.25  cc.  (ml.)  per  20-Gm.  mouse  or 
112.5  ml.  per  Kg. 

Toxicology. — Blood  counts  in  all  the  patients 
showed  no  adverse  effect  on  hemoglobin,  red  or 
white  cell  count,  differential  cell  count,  or  plate- 
lets. An  initial,  mild,  hypochromic  anemia  in 
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TABLE  I. — Results  op  Femmes  Injections  in  Mice 


Number  of  Mice 

Weight  (Gm.) 

Volume  Injected  (cc.) 

Number  of 
Deaths 

Number  of 
Survivals 

15 

20  to  21 

1 

0 

15 

15 

20 

1.5 

5 

10 

15 

21 

2 

6 

9 

15 

22 

2.5 

12 

3 

20 

20  to  22 

2.25 

8 

12 

30 

22 

2.25 

14 

16 

30 

21  to  22 

2.25 

16 

14 

20 

20  to  22 

2.25 

10 

10 

10  (control) 

20  to  22 

2.5  (distilled  water) 

0 

10 

27  patients  (those  with  profuse  flow  and  three 
with  normal  flow)  corrected  itself  within  the 
span  of  four  periods  without  additional  medica- 
tion. 

No  effects  on  the  central  nervous  system  were 
noted.  The  cranial  nerves  were  intact,  and 
there  was  no  motor  or  sensory  involvement,  no 
paresthesias,  no  reflex  disturbances,  no  drowsi- 
ness, and  no  lethargy. 

No  hepatic  or  digestive  disturbance  was  ap- 
parent. In  fact,  so-called  gallbladder  syndromes 
in  the  older  age  groups  appeared  to  be  bene- 
fited with  improvement  in  bowel  habit. 

No  renal  involvement  was  apparent.  Other 
than  beneficial  diuresis  in  those  patients  com- 
plaining of  premenstrual  weight  gain,  bloating, 
and  ankle  or  breast  swelling,  the  urinalyses 
showed  no  albumen,  sugar,  casts,  or  abnormal 
cells.  Two  diabetic  patients  in  this  group  showed 
no  increase  in  severity  of  their  glycemia  or  choles- 
teremia  over  previously  noted  levels. 

Doses  of  120  grains  per  day  were  given  to  many 
patients.  No  untoward  effects  were  seen,  except 
that  in  two  patients,  ages  twenty  and  twenty- 
three,  with  previous  scanty  menstruation,  re- 
ported having  had  heavy  flow  for  the  first  day. 
No  abnormal  urinalyses  or  digestive  disturbances, 
“hangover,”  tachycardias,  or  impairment  of 
mental  or  physical  efficiency  were  reported. 

Comment 

Anticipation  of  relief  of  monthly  reactions 
previously  dreaded  by  many  patients  led  to 
peace  of  mind.  In  turn  the  relationship  of  the 
physical  to  the  psychologic  processes  changed  for 
the  better,  resulting  in  improved  mental  and 
physical  efficiency  at  home,  work,  school,  or  play. 
Femmes  provided  freedom  from  toxic  effects 
even  with  a fourfold  increase  in  dosage,  bene- 
ficial side-effects,  and  avoidance  of  habituation 
or  addiction  to  drugs.  There  were  not  the  unde- 
sirable side-effects  of  the  Benzedrine  derivatives 


and  of  the  analgesic  and  sedative  combinations. 
There  was  no  necessity  for  hormone  treatments 
early  in  the  cycle  with  a view  to  preventing 
ovulation,  which  in  turn  lead  to  antihormone 
formation  after  prolonged  use.  Unless  the 
patient  was  obviously  overweight,  there  was  no 
need  for  dietary  control  with  its  sodium  restric- 
tion and  unpalatable  food  making  this  method  of 
control  unpopular  and  difficult  to  follow,  espe- 
cially in  adolescents  and  early  maturity. 

Su  rnmary 

A total  of  110  patients,  ranging  in  age  from 
twelve  to  fifty-one  years,  have  been  followed  over 
a period  of  seven  years.  None  has  been  included 
who  had  not  followed  a prescribed  routine  con- 
cerning weight  reduction  where  indicated,  dietary 
adjustment  where  necessary,  and  regular  office 
visits  for  their  medication  or  placebo.  None  has 
been  included  who  had  not  previously  taken 
another  type  of  medication  over  a span  of  at 
least  four  periods. 

Of  the  47  patients  in  the  eleven  to  twenty  age 
group,  34  have  not  required  any  medication  for 
premenstrual  tension  after  a period  of  six  to 
twenty-three  months.  The  remaining  13  have 
required  periodic  administration  of  Femmes 
with  satisfactory  results. 

Of  the  44  patients  in  the  twenty-one  to  forty 
age  group,  14  have  been  and  remain  sterile,  30 
have  had  children,  and  of  these,  nine  still  require 
medication  for  their  premenstrual  and  menstrual 
symptoms,  although  they  do  not  require  the 
medication  regularly  each  month. 

Of  the  14  patients  in  the  forty-one  to  fifty  age 
group  (including  two  with  diabetes  mellitus)  six 
are  sterile  and  childless,  two  have  had  partial 
hysterectomies  (supracervical)  prior  to  taking  the 
Femmes  medication,  one  is  a paraplegic  since 
age  twenty-two  following  auto  injury  to  the  spine, 
and  the  remaining  three  have  grown  children  and 
deny  any  symptoms  of  premenstrual  tension 
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but  have  had  dysmenorrhea  and  dyspareunia, 
which  have  responded  very  satisfactorily  to 
Femmes.  Why  the  latter  responded  to  treat- 
ment is  not  known.  However,  better  general 
muscular  relaxation  may  be  a factor. 

Approximately  35  separate  symptoms  and  signs 
have  been  listed.  Four  patients  had  only  one 
symptom,  usually  abdominal  cramps  or  fullness. 
Twenty-seven  had  two  symptoms,  abdominal 
discomfort  and  backache.  Six  had  three  symp- 
toms and  signs,  breast  tenderness,  choking 
sensation,  and  headache.  The  remainder  had 
four  to  16  different  symptoms  and  signs  when 
carefully  questioned.  It  is  in  this  group  that  the 
greatest  dissatisfaction  was  expressed  with  pre- 
vious medication  by  73  patients. 

This  medication  has  given  consistently  satis- 
factory results  in  almost  all  the  patients  and  has 
caused  no  deleterious  effects  demonstrable  in  an3r 
of  the  patients  under  stud}-  over  a considerable 
period  of  time. 

There  has  been  no  evidence  of  any  habituation 
or  dependence  on  this  medication  in  any  of  the 
patients. 

Femmes  is  rapid  in  action,  with  predictable 


effect,  and  may  safely  be  used,  even  in  double  or 
triple  the  dosage  in  the  occasional  stubborn  case 
without  deleterious  effect.  There  are  no  con- 
traindications to  its  use. 

1191  Ocean  Avenue 
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The  Therapeutic  Effect  of  Hypothermia  in  Experimental  Hemorrhagic  Shock 


On  the  basis  of  data  gathered  from  animal  experi- 
ments the  authors  suggest  that  clinical  trial  of  hypo- 
thermia as  an  adjimct  in  treating  certain  shocklike 
states  is  warranted.  The  present  study  was  set  up 
to  observe  the  effect  of  hypothermia  induced  one 
hour  after  the  onset  of  a hemorrhage  which  is 
irreversible  in  control  animals.  This  investigation 
was  decided  upon  after  earlier  experiments  indi- 


cated that  the  greatest  promise  therapeutically  lay 
in  the  use  of  hypothermia  during  the  early  phase  of 
the  hemorrhage.  Results  showed  a significant 
decrease  in  mortality  among  15  dogs  which  were 
cooled  as  against  the  deaths  among  the  15  control 
animals. — Allen  H.  Postel,  M.D.,  Corsan  Reid,  M.D., 
and  J.  William  Hinton,  M.D.,  Annals  of  Surgery, 
March,  1957 
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Topical  Hydrocortisone  Therapy  in  Acne  Rosacea 

and  Acne  Vulgaris 

STUART  C.  WAY,  M.D.,  SAN  FRANCISCO,  CALIFORNIA,  AND  GEORGE  C.  ANDREWS,  M.D.,  AND 
ANTHONY  N.  DOMONKOS,  M.D.,  NEW  YORK  CITY 


The  significance  of  hydrocortisone  as  a topical 
therapeutic  agent  in  various  dermatologic 
conditions  has  been  well  documented  in  the 
literature.1-2 

Pruritus,  atopic  dermatitis,  neurodermatitis, 
anogenital  pruritus,  infantile  eczema,  etc.,  are 
among  the  diseases  which  have  responded  favor- 
ably, often  in  dramatic  fashion,  to  the  anti- 
inflammatory activity  of  the  adrenocortical 
steroids. 

A review  of  the  many  papers  pertaining  to 
hydrocortisone  in  numerous  dermatoses  demon- 
strates the  complete  absence  of  any  specific  in- 
vestigation regarding  the  relationship  of  this 
steroid  to  acne  rosacea  and  acne  vulgaris. 

The  pathology  of  acne  encompasses  varied 
manifestations  including  erythema,  exudation, 
infiltration,  inflammation,  irritation,  infection, 
etc.,  some  of  which  phenomena  readily  yield  to 
the  ministrations  of  hydrocortisone  therapy. 
Therefore,  a clinical  study  was  initiated  to  ex- 
plore the  possible  beneficial  effects  which  hydro- 
cortisone might  provide. 

The  pathogenesis  of  acne,  such  as  nutritional 
abuses,  infection,  climatic  environment,  improper 
hygiene,  hormonal  dysfunction,  cornification  of 
the  follicular  openings,  etc.,  have  been  adequately 
described  in  previous  reports.3 

Since  acne  is  such  a complicated  disease  em- 
braced by  numerous  facets,  it  seemed  that  a 
synergistic  combination  of  chemicals  to  attack 
the  multiplicity  of  causative  factors  could  prove 
greatly  superior  to  a single  drug  with  a specific 
purpose.  With  this  thought  in  mind  we  decided 
to  employ  hydrocortisone  in  a topical  formulation 
which  would  represent  a multiple-pronged  attack 
and  yield  optimal  results. 

Materials  and  Method 

The  local  action  of  certain  exfoliative  agents  in 
dissolving  and  removing  the  comedones  in  the 
sebaceous  gland  orifices  is  of  great  importance. 
Of  these  local  remedies  sulfur  has  yielded  con- 


sistently good  results  and  remains  today  as  the 
most  widely  prescribed  and  single  most  impor- 
tant element  in  acne  and  rosacea  therapy. 

Another  basic  drug  frequently  combined  with 
sulfur  is  resorcin,  which  further  enhances  kera- 
tolytic,  antibacterial,  and  antiseptic  action.  In 
consideration  of  the  recognized  desirable  proper- 
ties of  resorcin  and  sulfur,  these  chemicals  were 
selected  as  the  basic  ingredients  of  the  formula- 
tion for  investigation. 

To  combat  the  infected  and  pustular  lesions  of 
acne,  topical  sodium  sulfathiazole  has  been  recom- 
mended in  5 per  cent  concentration  both  in 
emulsified  bases4  and  lotions.5  Originally  con- 
sidered as  the  antiseptic  principle  for  this  prepara- 
tion, sodium  sulfathiazole  was  rejected  because 
it  had  proved  sensitizing  and  was  also  incompati- 
ble with  resorcin. 

N-Sulfanilylacetamide,  a chemotherapeutic 
agent  practically  devoid  of  irritant  or  allergenic 
properties  and  demonstrated  to  possess  excellent 
antibacterial  activity,  dermal  penetrability,  and 
antiseborrheic  effect,  was  substituted.6  Since 
N-Sulfanilylacetamide  is  bacteriostatic  to  the 
acne  bacilli  and  staphylococci,  it  tends  to  combat 
sebaceous  gland  hyperplasia,  seborrhea,  etc.7 
It  is  equally  effective  in  both  acid  and  alkaline 
media. 

The  theoretic  rationale  for  the  chemothera- 
peutic activity  of  this  drug  appears  to  depend 
on  the  paralinkage  of  the  sulfur  in  N-Sulfanilyl- 
acetamide. Its  presence  on  the  skin  apparently 
prevents  multiplication  of  bacteria  and  provides 
the  integral  defense  mechanism  with  the  oppor- 
tunity to  neutralize  the  invading  organisms.8 
The  bacteriostatic  action  demonstrated  by  N- 
Sulfanilylacetamide  seems  related  to  its  inter- 
ference with  the  essential  metabolism  of  bacteria 
occurring  in  secondary  pyogenic  infections  of  the 
pilosebaceous  apparatus. 

Hydrocortisone  (alcohol)  in  this  formulation 
was  postulated  to  prevent  hyperkeratosis  at  the 
follicular  orifices  and  subsequent  occlusion  and 
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irritation  and  to  mitigate  against  perifollicular 
inflammation  and  hyperemia.  These  functions 
could  prove  to  be  valuable  adjuncts,  particularly 
in  the  treatment  of  rosacea  with  extensive  flush 
areas. 

Investigators  have  measured  the  released 
leucotoxin  and  leukocytosis-promoting  factor  in 
exudates  produced  when  acute  inflammations 
were  induced  in  dogs.  The  evidence  indicated 
that  the  anti-inflammatory  mechanism  of  hydro- 
cortisone can  be  explained  as  acting  at  a cellular 
level.  The  activity  of  the  injured  cell  is  im- 
paired, so  that  it  becomes  less  effective  in  pro- 
ducing some,  if  not  all  of  the  specific  chemical 
factors  involved  in  inflammation.9 

The  rationale  for  topical  application  of  hydro- 
cortisone in  preference  to  systemic  administra- 
tion was  to  obtain  concentration  of  dosage  at  the 
site  of  desired  action  without  first  subjecting  this 
potent  drug  to  systemic  circulation  and  the  sub- 
sequent possibility  of  undesirable  side-effects. 

For  the  purpose  of  this  investigation  it  was 
decided  to  employ  2 per  cent  of  resorcin,  5 per  cent 
colloidal  sulfur,  8.5  per  cent  of  N-Sulfanilyl- 
acetamide,  and  .25  per  cent  of  hydrocortisone 
(alcohol)  in  a flesh  colored  lotion*  containing  zinc 
oxide,  talc,  iron  oxides,  propylene  glycol,  alcohol, 
and  water.  These  percentages  were  not  arbitrary 
but  were  decided  on  after  considerable  experience 
with  these  drugs  as  being  suitable  for  most 
patients  requiring  this  form  of  therapy.  The  pH 
of  this  lotion  is  5.9,  approximating  that  of  the 
normal  skin. 

Concomitantly  with  the  use  of  this  lotion,  other 
hygienic  and  therapeutic  measures,  including  fre- 
quent removal  of  comedones,  incision  and  drain- 
age of  pustules,  proper  cleansing  of  the  skin,  fre- 
quent shampoo  of  the  scalp,  dietary  measures, 
etc.,  were  instituted.  In  severe  cases  internal 
medication  consisting  of  either  sulfonamides  or 
antibiotics  was  prescribed  for  some  of  these 
patients. 

Results 

Results  were  graded  in  the  following  manner: 
x,  fair  improvement;  xx,  good  improvement;  xxx, 
excellent  improvement,  and  xxxx,  temporary 
recovery.  There  was  a total  of  202  cases  in- 
volved in  this  study.  Of  these  there  were  170 
patients  with  acne  vulgaris  and  32  with  acne 
rosacea.  Of  the  170  patients  with  acne  vulgaris 

* This  lotion,  Cort-Acne,  was  supplied  by  the  Dermik 
Pharmacal  Company,  Inc.,  Brooklyn  8,  New  York. 


who  had  this  lotion,  41  could  not  be  observed  after 
the  lotion  was  given  to  the  patient  to  use.  Of  the 
remaining  129,  there  were  11  (8.5  per  cent)  with 
temporary  recovery,  57  (44.1  per  cent)  with 
excellent  improvement,  40  (31  per  cent)  with  good 
improvement,  15  (11.6  per  cent)  with  fair  im- 
provement, and  6 (4.6  per  cent)  in  whom  the 
lotion  was  ineffective  or  not  tolerated.  Five  of 
the  32  patients  with  acne  rosacea  could  not  be 
observed  after  receiving  the  lotion.  Of  the  re- 
maining 27,  there  were  six  (22.2  per  cent)  with 
temporary  recovery,  ten  (37  per  cent)  with 
excellent  improvement,  nine  (33.3  per  cent) 
with  good  improvement,  and  two  (7.4  per  cent) 
by  whom  this  lotion  was  not  tolerated.  Each 
of  the  24  patients  with  rosacea  who  was  followed 
sufficiently  to  observe  results  was  helped  by  this 
lotion  and  preferred  to  continue  this  medication 
rather  than  try  another. 

A number  of  patients  in  this  series  had  in- 
flammatory, refractory,  chronic,  severe  cases  of 
acne,  and  it  soon  became  quite  evident  that  the 
synergistic  action  of  the  four  active  ingredients 
employed  in  this  lotion  appeared  to  produce 
optimal  remission  of  the  lesions  and  were  fre- 
quently efficacious  where  previous  methods  and 
preparations  were  not  successful. 

Comment 

The  desirability  of  “paired  comparisons”  as  a 
criterion  for  judging  the  therapeutic  efficacy  of  a 
preparation  is  unquestionable.  In  this  series, 
however,  because  hydrocortisone  when  applied 
topically  to  a limited  dermal  area  is  not  com- 
pletely confined  to  that  area,  since  some  steroid 
diffusion  is  unavoidable,  such  comparisons  were 
not  feasible. 

It  was  decided  instead  to  rely  on  practical  ex- 
perience, pharmacologic  appraisal,  and  clinical 
differentiation  in  the  evaluation  of  agents  em- 
ployed in  the  treatment  of  this  condition.  We 
felt  that  objective  estimates  regarding  the 
efficacy  of  this  formulation  could  be  properly  in- 
ferred through  clinical  observations. 

The  hydrocortisone  appeared  to  inhibit  in- 
flammatory reactions  to  bacterial,  allergenic,  and 
other  chemical  factors  or  influences.  Epidermiti- 
tis  was  suppressed,  erythema  reduced,  irritation 
allayed,  acute  exacerbations  soothed,  and  sympto- 
matic relief  obtained  within  a comparatively  short 
period  of  time. 

This  preliminary  report  on  156  acne  patients 
with  various  degrees  of  eruption,  exacerbation, 
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and  inflammation  medicated  with  hydrocortisone 
in  combination  with  other  appropriate  topical 
drugs,  indicates  excellent  and  in  some  cases 
dramatic  results,  particularly  in  the  infected  and 
inflammatory  stages. 

Summary 

This  lotion  produces  excellent  results  in 
topical  therapy  of  acne  rosacea  and  acne  vulgaris 
of  varying  degrees  of  severity.  While  it  is  neces- 
sary to  realize  that  acne,  being  primarily  of  in- 
ternal origin,  cannot  be  handled  solely  by  external 
methods,  certainly  this  preparation  proves  more 
satisfactory  locally  than  anything  we  have  used 
in  the  past. 

A total  of  156  patients  was  followed  long  enough 
to  evaluate  the  results.  Only  four  of  these 
patients  were  unable  to  tolerate  the  medication. 


However,  these  were  only  mild  reactions  which 
subsided  rapidly. 

On  the  basis  of  this  study  it  seems  that  this 
lotion  is  a safe  and  effective  medication  for  the 
therapy  of  acne  rosacea  and  acne  vulgaris. 
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Chronic  Peptic  Ulcer  in  Children 


Although  peptic  ulcer  in  children  is  considered 
rare,  the  author  believes  its  occurrence  is  possibly 
more  frequent  than  is  commonly  believed.  Too 
often,  she  believes,  it  is  unsuspected  because  of 
atypical  digestive  tract  symptoms,  and  failure  to 
employ  roentgenologic  studies  leads  to  mistaken 
diagnosis.  In  her  own  experience  in  a state  hospital, 
12  cases  of  peptic  ulcer  in  children  under  fifteen  years 
were  discovered.  Seven  of  these  had  been  listed 
as  suffering  from  bleeding  of  unknown  origin,  a 
diagnosis  that  had  been  established  without  recourse 
to  roentgenographic  examination.  Pointing  out 
that  in  childhood  peptic  ulcer  should  be  at  its  most 
favorable  stage  for  healing,  she  outlines  in  summary 
the  following  suggested  procedure  in  the  problem  of 
peptic  ulcer  in  childhood:  (1)  Its  presence  must  be 
suspected.  (2)  The  atypical  pictures,  especially 
as  they  appear  in  the  earlier  age  groups,  must  be 
known  to  the  physician.  (3)  Roentgenographic 
examination,  test  meals,  gastric  content,  and  stool 
examination  for  occult  blood  should  be  done  in 


order  to  reach  an  exact,  or  at  least  highly  probable, 
diagnosis.  (4)  Meticulous  medical  management 
should  be  instituted  early  in  the  course  of  the 
disease  and  persistently  followed  with  the  encourage- 
ment of  a persevering  physician.  Essential  in  good 
medical  management  are  reasonable  and  relative 
rest,  control  of  peptic  digestion  with  bland  and  fre- 
quent feedings  and  antacids,  and  control  of  emo- 
tional factors  that  may  stimulate  excess  secretions. 
The  appearance  of  alkalosis  either  through  exces- 
sive vomiting  or  excessive  alkali  absorption  must  be 
guarded  against.  Anticholinergics  should  be  used 
wisely  as  adjunctives  and  not  as  sole  medicaments, 
since  they  are  in  no  way  specific  and  the  response 
varies  individually.  (5)  Operative  t reatment  should 
be  reserved  for  emergencies  and  for  major  compli- 
cations. The  obstructions  caused  by  spasm  at  the 
pylorus  yield  to  good  medical  management  at  all 
ages. 

— Journal  of  the  American  Women's  Medical  As- 
socialion,  April,  1957,  Marie  Orlmatjer,  M.D. 
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During  the  past  several  years  ophthalmology 
has  made  great  strides  in  the  direction  of 
supplying  visual  aids  for  the  near-blind.  While 
the  optical  principles  underlying  the  application 
of  magnifying  devices  are  old,  the  application  of 
these  on  a large  scale  has  been  a matter  of  only  the 
past  few  years. 

Alost  individuals  can  obtain  considerable  mag- 
nification simply  by  holding  reading  material 
very  close  to  the  eye,  probably  as  a result  of  the 
magnification  supplied  by  the  cornea.  Normally 
when  one  looks  at  something  an  image  of  that  ob- 
ject falls  on  the  retina.  If  the  retina,  especially 
the  macula,  is  diseased  then  that  image  may  not 
be  recognized.  However,  if  a convex  lens  is  in- 
terposed between  the  object  and  the  eye,  suffi- 
cient magnification  may  be  obtained  to  permit  the 
eye  to  recognize  the  object.  Reading  additions, 
such  as  bifocals,  are  not  used  in  presbyopic  sub- 
jects to  magnify  the  reading  material  but  rather 
to  bring  the  reading  material,  which  would  other- 
wise have  to  be  viewed  at  a distance,  back  to  the 
normal  reading  position  which  is  approximately 
13  to  16  inches  from  the  eye.  When  magnifica- 
tion is  employed  the  reading  material  must  be 
held  within  the  focal  length  of  the  lens.  In  the 
case  of  strong  magnifiers  this  frequently  means 
that  the  printed  material  must  be  held  at  the 
nose  or  even  at  a closer  distance  to  the  eye. 

For  example,  the  focal  length  of  a 10-diopter 
lens,  which  is  the  equivalent  of  only  two-  and 
one-half  times  magnification,  is  approximately 
4 inches.  That  means  that  when  a 10-diopter 
lens  is  used  as  a magnifying  lens,  the  reading  ma- 
terial must  be  held  approximately  4 inches  or 
less  from  the  face  in  order  to  obtain  clear  vision. 

It  might  be  wise  at  this  tune  to  define  blindness. 
Reading  and  keen  perception,  such  as  the  recogni- 
tion of  fine  detail,  are  done  with  the  macula. 
When  the  macula  is  destroyed  or  damaged  it  be- 
comes impossible  to  read  or  appreciate  fine  detail 
without  some  visual  aid.  The  vision  in  the  nor- 
mal macula  is  approximately  20/20  or  20/15. 

Presented  before  the  Broome  County  Medical  Society. 
November  13,  1956. 

* This  work  is  financed  b3'  a grant  from  the  National 
Council  to  Combat  Blindness. 


At  the  edge  of  the  macula  the  vision  rapidly  drops 
to  20/200  and  decreases  from  there  out  to  the  pe- 
riphery of  the  retina.  Therefore,  if  the  macula  is 
diseased  it  is  necessary  to  employ  considerable 
magnification  in  order  that  the  peripheral  retina 
can  be  employed  for  reading.  In  the  case  of  a 
20/200  eye  this  would  be  approximately  10  diop- 
ters of  additional  lens.  When  the  macula  is  de- 
stroyed, we  say  that  the  patient  has  central  blind- 
ness. If  the  macula  is  more  or  less  intact  and  if 
the  other  parts  of  the  retina  are  diseased  or  de- 
stroyed, we  say  that  the  patient  has  peripheral 
blindness.  The  patient  with  central  blindness  is 
unable  to  read  or  to  recognize  the  faces  of  his 
friends,  but  he  is  able  to  walk  around  unaided. 
The  patient  with  peripheral  blindness  may  have 
excellent  vision  when  tested  on  the  various  read- 
ing charts  but  walks  around  only  with  the  greatest 
of  difficulty,  if  at  all.  This  is  because  he  has  no 
side  vision  (peripheral  field).  Wien  both  the 
macula  and  the  peripheral  retina  are  destroyed, 
the  patient  is  totally  blind.  This  blindness  may 
actually  be  total,  in  which  case  the  patient  is  un- 
able to  recognize  even  light,  or  the  patient  may 
have  varying  degrees  of  blindness  such  as  light 
perception  or  perception  only  of  hand  move- 
ments. Wien  the  patient  is  unable  to  read  more 
than  20/200  on  the  Snellen  Chart  (the  chart  em- 
ployed for  testing  distant  vision),  or  when  he  has 
a peripheral  field  of  20  degrees  or  less  in  diameter 
in  his  better  eye,  he  is  considered  legally  blind 
in  most  states  and  by  the  Federal  government. 
If  one  has  his  choice  between  being  centrally 
blind  and  peripherally  blind,  it  is  probably  better 
to  be  centrally  blind.  This  is  because  one’s 
ability  to  get  about  is  not  impaired,  while  reading 
may  always  be  handled  either  by  a reader,  phono- 
graphic devices,  or  the  use  of  magnifying  devices. 

In  order  to  enable  the  individual  with  an  ap- 
preciable degree  of  central  blindness  to  read,  the 
image  of  the  object  must  be  magnified  sufficiently 
to  enable  it  to  be  appreciated  by  the  peripheral 
retina.  There  must  also  be  a sufficient  amount  of 
peripheral  retina  present  in  order  to  function  in 
this  manner.  Those  diseases,  such  as  retinitis 
pigmentosa,  advanced  glaucoma,  advanced  dia- 
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betes,  and  others  which  usually  involve  the  entire 
retina  obviously  tend  as  a group  to  have  a poorer 
prognosis  from  the  point  of  view  of  enabling  the 
patient  to  read  with  magnifying  devices.  This 
does  not  mean  that  every  individual  so  affected 
cannot  be  benefited.  In  fact  it  is  axiomatic  in 
the  employment  of  low  vision  aids  never  to  aban- 
don any  individual  as  hopeless  until  he  has  been 
given  one  or  more  fair  trials  with  such  devices. 
On  the  other  hand,  those  diseases  which  tend  to 
affect  either  only  one  part  of  the  retina  or  oidy 
portions  of  the  retina  tend  to  have  the  better 
prognosis,  since  there  may  be  considerable  resid- 
ual normal  retina  which  can  function  via  the 
aid  of  magnifying  devices. 

Unfortunately  there  has  been  considerable  pub- 
licity in  the  last  several  years  about  various 
magnifying  devices.  This  has  tended  to  give  the 
impression  in  many  cases  that  even  those  who  are 
practically  totally  blind  can  be  enabled  to  read 
and  to  walk  about  on  the  street.  This  type  of 
publicity  has  tended  to  raise  false  hopes  in  the 
minds  of  those  who  could  not  possibly  be  helped 
by  any  presently  existing  device  or  means.  It 
has  been  stated  above  that  it  is  mandatory  that 
there  be  some  good  amount  of  intact  retina  in 
order  that  the  patient  be  helped.  But  when  the 
patient  is  virtually  or  practically  stone  blind,  he 
is  unfortunately  beyond  help. 

While  one  cannot  always  correlate  the  patient’s 
ability  to  read  with  his  recorded  distance  vision 
it  is  practically  a rule  that  if  he  cannot  read  the 
large  E or  the  large  other  20/200  symbol  on  the 
Snellen  Chart  at  a distance  of  several  feet,  he  is 
probably  not  a likely  candidate  for  a low-vision 
aid.  As  a rule  we  can  say  that  the  better  the  dis- 
tance vision,  the  greater  the  possibility  of  aiding 
the  patient.  There  are  some  patients  whose  dis- 
tance vision  would  lead  the  examiner  to  believe 
that  they  can  be  aided  easily  and  yet  failure  may 
result.  Conversely  there  are  other  patients  who 
have  extremely  poor  vision  (this  is  especially  true 
in  highly  myopic  patients),  and  yet  who  can  be 
enabled  to  read  with  magnifying  devices.  By 
and  large  if  the  patient  has  an  appreciable  amount 
(say  5/200  or  better)  of  distance  vision,  then  the 
possibility  of  being  enabled  to  read  with  some 
form  of  magnification  device  is  encouraging. 

Optical  Principles 

I do  not  intend  to  go  into  any  detailed  exposi- 
tion of  the  optical  principles  underlying  magnifi- 
cation. It  is  sufficient  to  say  that  the  stronger 


the  lens,  the  shorter  the  focal  distance;  that  is, 
the  thicker  the  lens,  the  closer  the  patient  must 
hold  reading  material  to  his  eye  in  order  to  see. 
It  is  also  true  that  the  stronger  the  lens,  the 
shorter  the  depth  of  focus.  This  means  that  the 
stronger  the  lens,  the  less  the  range  over  which  the 
reading  material  can  be  moved  back  and  forth 
and  still  be  recognized.  Furthermore,  the 
stronger  the  lens,  the  less  the  amount  of  side  vi- 
sion; that  is,  the  fewer  the  number  of  letters  or 
words  that  can  be  appreciated  at  one  glance. 

I5ecau.se  of  the  optical  principles  involved  when 
glass  lenses  are  employed,  the  stronger  the  lens, 
the  shorter  the  radius  of  curvature  of  the  lens  em- 
ployed, and  consequently  the  smaller  the  diame- 
ter of  the  lens.  For  this  reason  it  is  not  possible 
to  manufacture  glass  magnifiers  which  are  very 
broad.  Patients  frequently  ask:  “Wiry  can’t 
I have  a strong  lens  which  is  also  big  and  which 
will  enable  me  to  see  many  words  at  one  time?” 
The  answers  to  this  have  already  been  given. 
When  plastic  lenses  are  employed,  then  strong, 
broad  magnifiers  are  possible.  However,  these 
are  expensive,  and  at  the  moment  few  such  mod- 
els are  available. 

Light  and  light  source  are  very  important  when 
using  magnifying  lenses.  It  is  not  known  at 
present  just  what  constitutes  good  light.  How- 
ever, we  do  know  that  the  light  should  not  create 
a glare  from  the  reading  material.  When  the 
patient  has  only  one  useful  eye,  the  light  source 
should  be  on  the  same  side  as  that  eye.  When 
strong  magnification  is  employed  and  it  is  neces- 
sary to  hold  the  reading  material  close  to  the  face, 
the  conventional  light  behind  the  patient’s  shoul- 
der is  not  efficient.  It  does  not  get  in  between 
the  reading  material  and  the  eye.  Therefore,  it 
may  be  necessary  to  employ  some  type  of  light 
which  can  be  moved  around  on  a swivel  or  hinges 
(as  the  Dazor  or  the  Lux  lamps)  so  that  the  light 
can  be  pulled  down  and  forced  to  enter  from  the 
side  between  the  reading  material  and  the  eye. 
In  other  cases,  when  the  reading  material  must 
be  held  practically  at  the  eye,  it  is  better  to  em- 
ploy magnifiers  worn  in  spectacle  fashion  or  those 
which  employ  self-contained  illumination.  Many 
such  devices  are  at  hand,  and  others  are  rapidly 
becoming  more  available.  The  better  the  light 
the  less  will  be  the  need  for  magnification.  The 
best  light  is  not  necessarily  the  strongest  light, 
but  rather  that  light  which  is  made  more  available 
in  the  manner  which  has  been  described.  In  our 
office  we  employ  a 60-watt  bulb  contained  in  a 
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white  porcelanized  housing  so  that  the  light  is 
focally  reflected  upon  the  reading  material  and 
not  wasted  all  over  the  room.  Light  is  best  em- 
ployed where  it  is  needed. 

When  strong  spectacle  lenses  of  plus  6 to  7 or 
more  are  employed,  it  is  virtually  impossible  for 
the  patient  to  converge  with  both  eyes  at  such  a 
short  range.  Therefore,  it  becomes  mandatory 
for  the  patient  to  employ  only  one  eye  when  high 
magnification  is  employed.  If  the  patient  has 
two  essentially  equal  eyes,  then  he  can  sometimes 
alternate  the  eyes  and  so  refrain  from  tiring  either 
one.  As  most  low  vision  patients  have  only  one 
“good  eye,”  the  problem  of  binocularity  is  rarely 
important. 

It  is  true  that  the  patient  must  learn  to  employ 
an  abnormal  reading  position.  At  times  it  can 
be  obviated  by  holding  the  reading  material  on  a 
music  stand  or  some  other  device  which  will  per- 
mit the  patient  to  hold  his  eyes  close  to  the  ma- 
terial without  at  the  same  time  tiring  his  arms  by 
holding  things  close  to  the  face.  Within  certain 
limits  the  incorporation  of  prisms,  such  as  that 
employed  by  certain  forms  of  loops  permits  the 
patient  with  two  essentially  equal  eyes  to  hold 
the  reading  material  close  and  yet  simultaneously 
use  both  eyes. 

Choice  of  Subject 

By  this  time  it  has  become  apparent  that  any 
individual  who  can  appreciate  the  large  symbol 
on  a Snellen  Chart  at  several  feet  or  better  is  prob- 
ably a candidate  for  low  vision  aids.  When  the 
patient  has  20/200  vision  or  better,  he  practically 
always  can  be  fitted  with  some  form  of  reading 
device.  When  his  vision  is  between  5/200  and 
20/200,  he  frequently  can  be  fitted  with  some 
form  of  magnification  which  will  enable  him  to 
read  only  at  abnormally  short  ranges.  When 
vision  is  less  than  5/200,  he  still  may  be  enabled 
to  read.  At  the  very  least  he  should  be  given 
one  or  more  good  trials  with  reading  devices. 

Psychologically,  the  man  who  has  just  recently 
lost  his  vision  is  not  a good  subject  for  low  vision 
aids.  This  is  because  he  is  still  looking  for  a cure 
and  is  not  yet  prepared  to  read  with  abnormal 
reading  positions.  He  is  a candidate  only  when 
he  has  finally  come  to  realize  that  he  is  never 
going  to  become  much,  if  any,  improved  over  his 
present  state  and  is  willing  to  accept  that  status 
and  do  the  best  he  can  about  it.  On  the  other 
hand,  the  patient  who  has  been  “blind”  for  many, 
many  years,  and  who  has  been  babied  by  his 


family  or  other  sources  because  of  his  blind  state 
is  not  psychologically  prepared  to  surrender  all 
of  those  “blessings”  in  order  to  relearn  how  to 
read.  This  type  of  patient,  as  well  as  many 
others,  are  best  handled  by  social  workers  who 
will  work  out  their  problems  with  them  and  help 
them  psychologically.  The  patient  must  have  or 
must  be  furnished  an  incentive  for  reading  or 
working  at  abnormal  distances.  People  who  have 
been  “blind”  for  a number  of  years  can  still  spell 
but  may  have  become  visual  illiterates.  That  is, 
when  they  see  the  word  again  it  no  longer  means 
anything  to  them.  Therefore,  they  must  relearn 
to  read.  For  this  reason  they  may  read  very 
poorly  at  first,  giving  the  impression  that  still 
stronger  magnification  is  required.  It  is  impor- 
tant to  recognize  this  type  of  patient  and  to  real- 
ize that  as  he  relearns  to  read,  less  and  less  magni- 
fication will  be  needed.  If  some  type  of  device 
can  be  loaned  him  with  which  he  can  practice  at 
home  and  relearn  to  read,  he  soon  may  be  fitted 
with  a relatively  weaker  magnifier  or  pair  of 
lenses.  Again,  if  the  patient’s  reading  in  the  past 
has  been  done  in  some  foreign  language,  he  should 
be  tested  with  material  in  that  language  and  not 
in  some  other  which  is  strange  to  him.  In  all 
cases  the  patient’s  wants  and  needs  must  be  de- 
termined and  an  attempt  made  to  fit  him  at  a 
distance  which  will  enable  him  to  fulfill  as  much 
as  is  possible.  This  will  be  alluded  to  again. 

Types  of  Devices 

High  Plus  Lenses.— These  are  various  forms 
of  high  plus  lenses  utilized  either  as  reading 
glasses,  bifocals,  or  trifocals.  Built  in  or  cut  in 
plus  segments  are  carried  on  a lens  which  is  a 
relatively  lightweight  piece  of  plastic  or  glass. 
Unfortunately,  many  ophthalmologists  are  prej- 
udiced by  training  in  favor  of  something  which 
can  be  worn  on  the  nose,  and  tend  not  to  try 
other  devices.  High  plus  lenses  are  excellent 
when  the  patient  can  employ  them.  However, 
they  do  have  the  disadvantage  of  being  relatively 
more  expensive  than  the  average  magnifier,  and 
by  their  very  nature  must  be  tailored  to  the 
patient’s  specification  and  therefore  can  rarely  be 
furnished  on  a “trial  and  error  basis.” 

Microscopic  Lenses.— These  are  more  or 
less  like  the  high  plus  lenses  and  usually  consist 
-of  two  or  more  plus  lenses  separated  by  an  air 
space.  They  have  the  advantage  of  being  cor- 
rected out  to  the  periphery  so  that  the  field  of 
vision  is  usually  better  because  of  the  absence  of 
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distortion.  At  this  point  it  might  be  noted  that 
most  patients  with  extremely  poor  vision  are  not 
disturbed  by  the  distortion  created  by  many 
strong  or  cheap  lenses  which  would  annoy  the 
average  normal  eye.  As  a matter  of  fact,  the 
normal  eye  is  not  able  to  appreciate  the  poten- 
tialities of  the  average  low  vision  aid  as  it  applies 
to  the  abnormal  eye. 

The  microscopic  lenses  of  Feinbloom  and 
Bechtold  are  the  best  known  examples  of  this 
group.  The  so-called  microscopic  lenses  of  the 
American  Optical  Company  as  well  as  the  Poli- 
coff  lens  actually  belong  in  class  one  (high  plus 
lenses).  The  strongest  available  microscopic  lens 
is  a 20  times  lens,  which  is  the  equivalent  of  80 
diopters. 

Telescopic  Lenses. — These  employ  the  prin- 
ciples of  the  Galilean  telescope  using  a minus 
and  plus  lens  separated  by  the  equivalent  of  their 
focal  lengths.  A conventional  opera  glass  is  the 
best  known  example  of  this  class.  Telescopic 
lenses  are  employed  for  distance  vision  and  are 
the  only  presently  known  devices  available  for 
increasing  distance  vision  in  those  individuals 
who  cannot  be  aided  appreciably  by  spectacle 
lenses.  Telescopic  lenses  can  be  used  binocu- 
larly.  They  have  the  disadvantage  of  possessing 
a restricted  visual  field  and  of  not  permitting  use 
while  the  patient  is  ambulatory.  When  one  at- 
tempts to  walk  about  with  a pair  of  telescopic 
lenses  there  is  so  much  parallax  that  motion  is 
magnified  in  various  directions  and  the  patient 
becomes  dizzy.  This  is  not  true  of  very  weak 
telescopies.  At  the  moment  no  such  are  avail- 
able commercially.  Nor  does  this  apply  to  tele- 
scopic lenses  such  as  the  Univis  in  which  a tiny 
telescope  is  mounted  in  the  center  or  above  the 
center  of  the  lens  so  that  the  patient  can  walk 
around  looking  out  of  his  lens  and  then  drop  his 
head  or  move  his  eyes  in  order  to  see  through  the 
small  telescopies  when  he  wishes  to  look  more 
precisely  at  a specific  target  for  a very  short  time. 
Telescopic  lenses  can  be  fitted  with  reading  caps 
which  may  enable  the  patient  to  read  or  work  at  a 
longer  distance  than  with  the  conventional 
strong  plus  lenses.  When  one  wishes  to  work  at  a 
vise  or  at  some  distance  from  the  face,  the  tele- 
scopic plus  the  reading  cap  may  be  the  only 
answer.  Various  so-called  “sports  glasses”  serve 
the  same  function  as  the  more  expensive  tele- 
scopic lenses.  The  sports  glasses  essentially 
consist  of  a pair  of  opera  glasses  mounted  in  a 
spectacle-type  frame.  Some  of  these  contain 


focussing  devices.  All  can  be  made  to  function 
for  near  vision  by  fitting  high  plus  lenses  over 
the  ends  of  the  sports  glasses  with  the  use  of 
ordinary  camera  portrait  lens  holders  (usually 
number  5) . There  is  at  least  one  new  telescopic 
reader  now  available.  The  strength  of  this  too 
can  be  altered  by  employing  additional  plus  lenses 
as  described. 

Contact  Lenses. — Contact  lenses  are  very 
useful  when  one  is  dealing  with  scarred  corneas 
or  with  some  other  corneal  disease  which  may 
be  the  chief  reason  for  the  patient’s  loss  of  vision. 
Contact  lenses  are  also  applicable  in  highly 
myopic  subjects.  As  a matter  of  fact,  virtually 
any  type  of  correction  may  be  built  into  the 
contact  lens,  and  in  one  clinic  contact  lenses  are 
employed  almost  exclusively  for  low  vision. 
Contact  lenses  are  very  useful  in  patients  who 
have  had  cataract  surgery.  They  are  expensive. 

Magnification  Devices.- — Here  we  refer  to 
the  use  of  hand  magnifiers  or  magnifiers  which 
possess  built-in  stands.  These  are  high  plus 
lenses  of  varying  degrees  of  strengths  with  or 
without  built-in  illumination.  The  conven- 
tional Sherlock  Holmes  type  of  magnifier  which 
is  seen  in  the  average  store  window  is,  as  a rule, 
only  one  and  one-half  or  two  times  in  strength. 
However,  various  other  forms  of  magnifying  de- 
vices are  now  available  in  much  greater  strengths. 
The  patient  may  “play”  with  these  at  home  and 
relearn  to  read  and  at  the  same  time  perhaps  find 
that  he  is  now  enabled  to  read  with  a weaker 
type  of  device.  Most  magnifying  devices  are 
relatively  inexpensive.  They  are  employed  com- 
monly even  by  people  with  normal  vision  for  the 
performance  of  specific  tasks. 

Combinations  of  all  the  above  may  be  em- 
ployed as,  for  example,  a combination  of  a high 
power  plus  lens  and  a magnifying  lens  or  a Burton 
light. 

Projection  Devices. — There  are  available 
at  least  two  types  of  devices  containing  built-in 
projectors  and  screens  within  the  single  instru- 
ment. The  screen  is  mounted  on  the  front, 
while  the  projector  is  housed  within  the  body. 
Those  presently  available  are  the  American 
Optical  model,  which  is  a five  power,  and  the 
American  Foundation  for  the  Blind’s  Megascope 
which  can  be  employed  either  for  12  or  25  times 
magnification,  depending  on  the  setting.  It  is 
amazing  how  rapidly  patients  can  employ  these 
higher  forms  of  magnification.  At  first  glance 
it  is  obvious  that  when  one  reads  with  25  times 
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magnification  he  is  practically  spelling  out  the 
words.  With  12  times  magnification  several 
words  may  be  seen  on  the  screen  at  one  time. 
However,  even  with  the  high  types  of  magni- 
fication some  patients  learn  to  read  quite  rapidly. 

The  stimulus  given  to  the  application  of  low 
vision  devices  during  the  last  five  years  has  re- 
sulted in  considerable  research  work  in  the  direc- 
tion of  building  new  forms  of  magnifiers.  Many 
of  these  are  coming  out  on  the  market  or  in  the 
literature  so  rapidly  that  it  is  becoming  quite 
impossible  to  keep  up  with  them.  All  of  this 
favors  the  patient  who  is  in  the  near-blind  cate- 
gory. It  is  a fact  that  the  average  manufacturer 
can  not  or  will  not  bring  out  devices  for  which  he 
does  not  see  a market.  Nevertheless,  one  manu- 
facturer who  recently  brought  out  a new  form  of 
magnifying  lens  was  amazed  to  find  that  within 
one  year  his  market  was  eight  times  as  great  as 
he  had  thought  it  would  be  for  the  same  device 
within  a period  of  five  years.  There  are  many 
hundreds  of  thousands  of  patients  who  could  be 
benefited  by  low  vision  aids. 

Conclusion 

The  principles  of  magnification  are  being  ap- 
plied to  the  problems  of  the  near-blind.  A large 


number  of  devices  are  now  available  for  use  in 
this  field.  Others  are  becoming  available  rapidly 
now  that  the  stimulus  has  been  given  to  re- 
search in  this  field.  No  patient  who  is  able  to 
perceive  the  large  target  on  the  Snellen  Chart 
or  who  is  able  to  recognize  objects  should  be 
considered  as  hopeless  until  he  has  been  given  a 
fair  trial  with  these  devices.  Examination  is 
often  rather  exacting  and  time-consuming,  but 
the  reward  is  satisfaction  on  the  part  of  the 
ophthalmologist  and  rehabilitation  on  the  part 
of  the  patient.  It  must  be  emphasized  that  most 
of  these  devices  which  are  available  are  for  use 
only  in  near  vision.  Telescopic  lenses  are  very 
useful  in  watching  movies,  sports  events,  tele- 
vision, and  so  forth.  However,  because  of  the 
amount  of  parallax  induced  it  is  almost  impossible 
to  walk  around  while  wearing  a pair  of  these. 
There  are  devices  which  are  useful  in  looking  at 
street  signs,  bus  numbers,  and  so  forth  and 
which  are  therefore  of  some  help  in  distance. 
However,  the  only  good  device  today  for  the 
patient  who  wants  to  be  helped  for  ambulatory 
distance  vision  is  the  conventional  spectacle-type 
glass. 

441  East  68th  Street 
15  West  16th  Street 


Studies  on  the  Use  of  Mecamylamine  in  10  Cases  of  Moderate  and  Severe 

Hypertension 


After  experience  with  10  hypertensive  patients 
over  a period  of  fourteen  weeks  the  author  concludes 
that  mecamylamine  hydrochloride  (Inversine,  Sharp 
and  Dohme)  is  a hypotensive  agent  safe  to  use  on  an 
outpatient  basis  and  more  economical  than  other 
agents.  He  found  it  to  be  effective  in  many  in- 
stances where  other  agents  failed  to  lower  the  blood 
pressure  adequately.  Mecamylamine  hydrochloride 
is  a ganglionic  blocking  agent  not  related  to  other 
drugs  with  this  action.  It  is  a long-acting  secondary 


amine  which  is  completely  absorbed.  On  an  average 
daily  dose  of  25  mg.  (starting  at  low  levels  and 
brought  to  maintenance  dosage  gradually  over  a 
period  of  nine  weeks)  the  mean  blood  pressure  for 
all  the  patients  fell  from  151  mm.  Hg  to  133  mm. 
Hg.  Eight  of  the  patients  showed  satisfactory 
responses.  One  did  not  return,  and  one  was  lost  to 
the  study  because  of  hospitalization. — Journal  of  the 
Tennessee  State  Medical  Association,  April,  1957, 
— William  F.  McCormick,  M.D. 
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JACK  RAPOPORT,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Psychiatry,  Mount  Sinai  Hospital ) 


Reading  disability,  strephosymbolia,  and 
alexia  are  some  of  the  clinical  terms 
employed  to  designate  learning  difficulties.  This 
common  problem  is  emphasized  by  the  following 
quotation:  “Forty-two  per  cent  of  the  pupils  who 
entered  the  city’s  academic  high  schools  last  fall 
are  reading  below  their  potential  ability.  The 
majority  of  these  boys  and  girls  are  one  and  one- 
half  years  or  more  below  their  estimated  potential. 
Six  per  cent  of  the  entering  students  are  three  or 
more  years  below.”  This  quotation  is  from  the 
New  York  Times,  December  14,  1955,  and  was 
issued  by  Dr.  William  Jansen  of  the  New  York 
City  Board  of  Education. 

These  facts  almost  speak  for  themselves. 
However,  one  must  be  careful  not  to  assume  that 
a learning  difficulty  is  a clinical  entity  in  itself. 
It  is  rather  a sign  or  symptom  of  a larger  problem. 
In  the  report  quoted  a symptom,  i.e.,  reading  dis- 
ability, is  referred  to  without  relating  it  to  any 
clinical  picture.  Nothing  is  said  about  associated 
symptoms  such  as  are  found  in  various  clinical 
problems.  From  a psychiatric  point  of  view  are 
we  to  consider  these  children  to  be  normal, 
hysterical,  or  suffering  from  a behavior  problem? 
After  all,  regardless  of  etiology,  what  is  a learning 
difficulty?  One  cannot  define  a reading  disability 
by  saying  it  occurs  in  a patient  with  mixed 
dominance,  or  that  a reading  disability  is  really 
an  emotional  block.  This  begs  the  question.  We 
lack  an  all-inclusive  definition. 

Most  child  psychiatrists  or  psychologists  define 
a learning  difficulty  as  a retardation  in  educational 
achievement  when  compared  to  the  mental  age. 
Of  course  one  cannot  diagnose  a learning  prob- 
lem if  the  mental  age  is  below  the  age  of  seven 
years.  The  clinician  tends  to  equivocate  in  rela- 
tion to  the  degree  of  retardation.  Strictly  speak- 
ing one  could  state  that  an  educational  problem 
exists  if  there  is  at  least  one  year’s  retardation  of 
school  achievement  in  relation  to  the  mental  age. 
Others  prefer  to  overlook  a problem  unless  there 
is  at  least  two  years’  retardation  which  is  an 
academic  viewpoint.  As  we  shall  see,  the  total 
clinical  picture,  including  etiology,  is  more  im- 


portant than  the  isolated  problem  of  learning 
difficulty. 

For  purposes  of  our  study  I would  like  to  limit 
this  paper  to  learning  difficulties  encountered  in 
the  behavior  disorders.  This  term  is  unfortunate 
because  it  implies  that  all  behavior  disorders  are 
the  same  clinically,  etiologically,  and  thera- 
peutically. For  some  time  now  most  child 
psychiatrists  have  stated  that  there  is  a primary 
type  in  contrast  to  a secondary  type  of  behavior 
problem.  The  following  is  a clear  definition  by 
Mahler1  which  clarifies  this  point:  “Clinical 
psychiatry’s  classification  comprises  under  the 
heading  ‘primary  behavior  disorder’  all  those  con- 
ditions of  childhood  that  psychoanalysis  would 
call  psychoneurosis  or  neurotic  waywardness. 
To  repeat  a well-known  fact,  clinical  psychiatry 
classifies  as  primary  behavior  disorder  all  devia- 
tions of  the  total  behavior  of  children  that  are 
primarily  a reaction  to  environmental  influences, 
an  outcome  of  a disturbed  emotional  relationship 
between  the  child’s  growing  personality  and  inter- 
ference on  the  part  of  the  outside  world  (parents) ; 
that  is  to  say,  those  cases  that  are  not  secondary 
to  organic  ailment,  gross  constitutional  or  heredi- 
tary pathology  (e.g.  psychopathy,  schizophrenia, 
organic  brain  disease,  postencephalitis,  etc.).” 

It  is  this  secondary  type  of  behavior  that  I 
would  like  to  describe.  Although  various  ob- 
servers have  referred  to  this  type  as  being 
synonymous  with  primary  behavior  disorders,  I 
want  to  make  it  clear  that  this  type  of  behavior 
problem  is  qualitatively  different.  For  want  of  a 
better  term  we  might  call  this  organic,  but  it 
should  be  realized  that  it  is  organic  only  in  the 
sense  of  a physiologic  dysfunction  in  the  sense  of 
an  excessive  discharge  of  energy.  Descriptively 
the  two  clinical  pictures  are  very  similar.  The 
organic  type  is  more  impulsive  in  an  explosive 
kind  of  way.  There  is  a build-up  of  tension  with 
a sudden  paroxysmal  discharge  (compare  with 
Zimmerman2).  This  is  followed  by  remorse  and 
the  execution  of  compulsive  defenses  to  check  the 
next  build-up. 

In  a study  of  delinquents  Jenkins  and  Pacella3 
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noted  that  what  distinguishes  the  primary  from 
secondary  type  of  behavior  among  other  things 
was  school  maladjustment.  The  following  is  a 
quotation  from  their  paper:  “Those  problems  of 
delinquency  in  which  an  ‘organic’  factor  operates 
appear  to  be  rather  the  problem  of  assaultive 
tendencies  resulting  from  emotional  instability, 
irritability,  and  poor  self-control. 

They  appear  also  to  include  particularly  the 
problems  of  school  maladjustment  related  to 
restlessness,  distractibility,  short  attention  span, 
inability  to  concentrate,  inability  to  adapt  to  a 
program  of  highly  restricted  activity,  and 
sedentary  study.  It  is  this  group  which  shows 
the  very  frequent  appearance  of  abnormal 
electroencephalograms . ’ ’ 

Another  striking  difference  is  that  the  child’s 
behavior  is  inappropriate  considering  his  back- 
ground in  relation  to  parent,  schools,  and  siblings. 
This  is  so  true  that  Van  Ophuijsen4  makes  the 
existence  of  this  contradiction  a definite  sign  that 
we  are  not  dealing  with  a primary  behavior  prob- 
lem. He  states  the  following:  “Indeed,  hostility 
and  rejection  of  the  parent(s)  toward  the  children 
are  found  so  often  in  cases  of  primary  conduct  dis- 
order that  we  hesitate  to  make  the  diagnosis  if  the 
history  does  not  reveal  these  factors  or  even  when 
their  intensity  seems  inadequate  to  explain  the 
conduct  disturbance.  The  dangerously  subjec- 
tive element  in  this  last  criterion  should,  of  course, 
be  kept  in  mind  at  all  times.” 

The  similarity  between  the  two  types  of  be- 
havior disorders  is  so  great  that  it  is  only  through 
etiology  as  determined  from  the  history  of  some 
brain  involvement  and  the  use  of  psychologic 
and  neurologic  aids  that  the  diagnosis  can  be 
made.  The  therapy  is  also  different  from  that 
which  is  employed  in  primary  behavior  disorders 
and  when  successful  is  a further  diagnostic  aid. 

From  the  preceding  it  is  clear  that  there  is  a 
considerable  difference  in  the  clinical  picture  of 
the  primar}’  and  secondary  behavior  disorders. 
I would  now  like  to  select  one  of  the  “forty-two 
per  cent  children”  referred  to  by  the  Board  of 
Education  to  demonstrate  how  the  etiology,  as 
determined  from  the  history,  the  psychometric 
and  neurologic  studies,  was  used  to  make  the 
diagnosis  of  a secondary  behavior  disorder.  Also 
I would  like  to  describe  treatment  and  the  ensuing 
progress  which  was  checked  by  follow-up  psycho- 
logic tests.  Finally  I would  like  to  discuss  the 
psychopathology  of  learning  problems  as  re- 
vealed by  the  total  clinical  picture. 


Case  Report 

On  November  4,  1950,  S.  P.,  a ten-year-old  male, 
was  first  seen  by  me  in  an  orphanage.  The  father, 
who  had  also  been  brought  up  in  an  orphanage,  was 
at  this  time  fifty-five  years  old.  He  was  described 
as  being  irresponsible  and  self-centered.  The 
mother  had  died  shortly  after  giving  birth  to  the 
patient  who,  at  the  age  of  four  months,  was  placed 
in  an  infants’  home  where  he  remained  for  several 
years.  At  age  one  he  apparently  fell  out  of  a crib 
and  landed  on  his  face.  An  aunt  reported  that  “his 
entire  face  was  black  and  blue  and  that  within  hours 
his  eyes  began  to  bulge.”  He  was  reported  to  have 
become  exceedingly  restless  after  the  injury. 

Following  initial  placement  the  patient  was  placed 
in  two  foster  homes  and  later  went  to  five  with  an 
aunt.  In  1944,  after  his  father  remarried,  he  lived 
with  his  father  and  stepmother  for  five  years.  In 
1949,  following  a stormy  period,  the  father  deserted 
his  second  wife,  leaving  a child  of  this  second  marriage 
and  the  patient.  In  July,  1949,  the  patient  was 
admitted  to  the  orphanage. 

He  was  called  to  my  attention  because  of  ex- 
tremely impulsive  aggressive  behavior  and  school 
difficulties.  In  January,  1951,  he  was  given  a 
psychologic  test,  the  Wechsler  Intelligence  Scale 
for  Children  (WISC).  The  only  unusual  finding  at 
that  time  was  one  year’s  retardation  in  reading  and 
arithmetic,  according  to  his  mental  age. 

On  October  30,  1952,  the  WISC  was  re- 
peated. The  test  results  were  summarized  as 
follows:  “On  today’s  psychometric  examination 

there  seems  to  be  evidence  of  a disturbance  in  S.’s 
intellectual  functioning  which  most  probably  re- 
flects an  emotional  disturbance  in  him.  A compari- 
son between  today’s  psychometric  examination  and 
the  one  done  about  two  years  ago  suggests  the  follow- 
ing differences: 

“1.  There  is  a drop  in  I.Q.  from  93  to  86.  This 
drop  of  7 points  appears  to  be  of  sufficient  significance 
to  suggest  some  disturbing  element  in  him. 

“2.  There  is  a disturbance  in  his  inability  to 
shift  from  one  type  to  another  type.  This  type  of 
rigidity  was  seen  in  almost  every  motor  activity. 
It  suggests  a great  deal  of  impulsivity. 

“3.  There  is  a disturbance  in  his  conceptualiza- 
tion. On  the  previous  examination  he  rated  aver- 
age on  the  verbal  and  nonverbal  ability  in  concep- 
tualization. On  today’s  examination  he  attains 
only  a dull  normal  rating  on  verbal  thinking  and  a 
border-line  rating  on  the  nonverbal  thinking,  e.g., 
block  designs. 

“4.  His  attention  span  is  very  small.  He  seems 
to  be  confused  and  is  incapable  of  integrating  percep- 
tions. In  the  previous  examination  he  showed  suffi- 
cient integrative  ability  and  sufficient  ‘compulsive’ 
defenses.  At  that  time  he  attained  an  average  rat- 
ing on  the  picture  completion  test.  On  today’s 
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examination  he  attains  a defective  rating  on  the  pic- 
ture completion  test.  Examiner  interprets  this  as 
an  inability  to  be  integrated  and  being  almost  dis- 
organized. The  psychometric  patterning  has  many 
‘signs’  of  organicity.  However,  this  serious  dis- 
organization may  be  due  to  other  factors.” 

As  a result  of  the  history  of  head  injury,  the  clini- 
cal picture,  and  psychologic  findings,  the  boy  was  re- 
ferred for  neurologic  and  electroencephalogram 
examinations.  The  reports  dated  February  27, 
1953,  showed  that  on  neurologic  examination  there 
were  no  abnormal  findings  (compare  with  Zimmer- 
man.) The  electroencephalogram,  however,  re- 
vealed “prolonged  bursts  of  slow  activity  originating 
over  the  right  temporal  region.  One  is  tempted,  of 
course,  to  relate  this  finding  to  the  patient’s  clini- 
cally observed  rages.  Actually  by  ordinary  methods 
of  clinical  observation  I suppose  this  is  probably  as 
close  as  we  could  get  to  demonstrating  such  a relation. 
However,  I would  consider  this  a presumptive  conclu- 
sion rather  than  one  definitely  established.  Our  im- 
pression was  of  a burst  of  slow  activity  over  the  right 
temporal  region.  Clinical  implication  was  that 
this  is  a definitely  abnormal  finding  and  could  ac- 
count for  seizures  originating  in  the  right  temporal 
region.” 

Because  of  the  electroencephalogram,  on  March 
10,  1953,  the  boy  was  placed  on  Dexedrine  which  has 
been  successfully  used  as  an  anticonvulsant.  When 
retested  by  the  psychologist  there  was  a dramatic 
change  in  behavior  as  well  as  in  learning.  The 
rationale  for  use  of  medication  and  the  resulting  im- 
provement will  be  taken  up  later.  It  is  only  men- 
tioned here  to  show  how  the  psychometric  could  be 
used  to  cross-check  the  effectiveness  of  the  medica- 
tion. In  other  words,  the  psychologic  tests  could 
first  be  used  as  a diagnostic  aid  and  later  to  indicate 
the  effectiveness  of  therapy.  The  following  psycho- 
metrics indicate  this  point.  The  psychologist 
[ worked  independently,  not  knowing  my  own  clini- 
! cal  impression  or  whether  the  boy  was  on  or  off 
medication. 

On  April  16,  1953,  while  on  20  mg.  of  Dexe- 
drine, the  patient  was  given  the  Wechsler  Intelli- 
gence Scale  for  Adolescents  and  Adults  and  the 
Bender  Gestalt  tests.  The  results  were  summarized 
as  follows:  ‘‘The  psychometric  examination  was 
repeated  today,  especially  those  tests  on  which  S. 
did  very  poorly.  A comparison  of  today’s  psycho- 
metric and  the  one  given  six  months  ago  clearly 
indicates  a great  deal  of  improvement.  The  im- 
provements are  in  the  following  areas: 

“1.  Today  he  attains  an  I.Q.  of  92  which  is 
similar  to  the  I.Q.  of  two  years  ago.  This  consti- 
tutes a rise  of  6 points. 

“2.  On  the  verbal  part  of  the  Scale  his  I.Q.  is 
95,  which  is  a gain  of  9 points,  compared  with  the 
one  six  months  ago. 


“3.  There  is  definite  improvement  in  his  con- 
ceptualization. He  did  much  better  on  the  block 
design  test  and  attained  an  above  average  rating 
for  his  age  on  the  similarities  test.  The  improve- 
ment in  thinking  was  most  outstanding. 

“4.  There  is  less  variability  and  thus  greater 
integration  on  today’s  examination  as  compared 
with  the  one  given  six  months  ago. 

“5.  The  signs  of  ‘organicity’  are  not  so  outstand- 
ing. 

“The  Bender  Gestalt  test  was  administered  today 
for  the  first  time.  There  seems  to  be  great  disturb- 
ance in  his  form  perception  and  eye-hand  co- 
ordination.” 

On  October  29, 1953,  while  on  10  mg.  of  Dexedrine, 
he  was  given  the  California  Arithmetic  Test.  The 
results  were  summarized  as  follows:  “An  educa- 
tional achievement  test  was  given  to  S.  today.  On 
the  previous  examination  he  was  retarded  in  arith- 
metic by  one  year.  On  today’s  examination  he  is 
slightly  above  his  grade  level  in  arithmetic.  His 
grade  level  is  8.2  and  he  rates  in  arithmetic  8.5. 
Furthermore,  in  arithmetic  fundamentals  he  at- 
tains a rating  which  puts  him  at  the  beginning  of 
the  ninth  grade,  a year  above  his  grade  level.” 

Tests  were  reported  on  March  4,  1954,  and  April  8, 
1954,  which  showed  similar  progressive  improve- 
ment while  on  medication. 

This  series  of  psychologic  tests  was  very  interest- 
ing. It  should  be  particularly  noted,  from  the  point 
of  view  of  diagnosis,  that  all  that  was  demonstrated 
at  first  was  retardation  in  learning.  It  was  only 
two  years  later  that  the  patient  showed  the  kind 
of  test  results  that  were  characteristic  of  an  organic 
profile.  At  this  point  let  me  summarize  these  find- 
ings. The  highlights  were  (1)  drop  in  I.Q.,  (2) 
tendency  to  shift,  i.e.,  distractibility,  (3)  higher 
scoring  on  verbal  than  on  nonverbal  items  in  the 
tests,  (4)  short  attention  span,  and  (5)  poor  Gestalt. 

The  neurologic  and  electroencephalogram  exami- 
nations were  quite  characteristic  for  this  type  of 
behavior  disorder.  First,  the  neurologic  examina- 
tion was  not  revealing.  In  contrast,  the  electro- 
encephalogram was  not  only  abnormal  but  con- 
sistent with  that  of  epilepsy  originating  in  the  right 
temporal  area.2 

Comment 

The  treatment  was  not  altogether  empirical. 
It  called  for  an  anticonvulsant  which  would 
modify  behavior  and  distractibility.  Dexedrine 
accomplished  both.  Bradley5  was  the  first  to 
employ  Benzedrine  experimentally  for  this  pur- 
pose. The  following  are  his  comments:  “Possi- 
bly the  most  spectacular  change  in  behavior 
brought  about  by  the  use  of  Benzedrine  was  the 
remarkably  improved  school  performance  of 
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approximately  half  the  children.  This  is  the 
more  striking  when  we  note  that  these  patients 
were  of  good  intelligence  and  that  they  were 
receiving  adequate  attention  for  any  personality 
disorders  which  might  affect  their  school  progress. 
Moreover  they  were  already  in  a school  where 
specially  trained,  sympathetic  teachers  dealt 
with  pupils  either  on  an  individual  basis  or  in 
very  small  groups.  To  see  a single  daily  dose 
of  Benzedrine  produce  a greater  improvement  in 
school  performance  than  the  combined  efforts  of 
a capable  staff  working  in  a most  favorable  setting 
would  have  been  all  but  demoralizing  to  the 
teachers,  if  the  improvement  had  not  been 
so  gratifying  from  a practical  viewpoint.  No 
entirely  plausible  reason  for  this  acceleration  of 
school  performance  is  evident  aside  from  the  fact 
that  a stimulating  drug  was  used.  However,  at 
least  half  of  the  whole  group  of  children  did  not 
show  this  striking  response  in  school,  in  spite  of 
the  fact  that  most  of  them  responded  in  other 
ways  to  the  medication.  Only  half  of  the  group 
showing  favorable  mood  changes  shared  to  a 
notable  degree  in  the  school  improvement.  As 
far  as  improvement  in  individual  school  subjects 
was  concerned,  the  teachers  were  most  impressed 
by  changes  in  arithmetic  performance,  since  speed 
of  comprehension,  degree  of  accuracy,  and  quan- 
tity of  output  were  all  favorably  affected.” 

Further  studies  have  confirmed  Bradley’s  ob- 
servations. Since  the  writing  of  his  article  in 
1937,  Dexedrine  has  replaced  Benzedrine.  It  is 
similar  in  action  and  is  considered  less  toxic  than 
Benzedrine.  Also,  since  Bradley’s  original  article, 
Dexedrine,  besides  its  known  use  as  a central 
stimulant,  has  also  been  employed  as  an  anti- 
convulsant in  petit  mal.6  Bradley’s  paper  is 
important  because  it  also  emphasized  that  in 
20  patients,  abnormal  electroencephalogram 
waves  were  found  in  11,  eight  of  whom  showed 
waves  characteristic  of  petit  mal. 

Bradley,  with  the  help  of  Jasper  and  Solomon,7 
made  another  interesting  observation.  They 
noted  that  all  children  in  this  group  had  been 
classified  as  behavior  problems.  However,  35  of 
71  children  had  either  a history  or  actual  signs 
suggestive  of  definite  neurologic  disease.  Fur- 
thermore, in  73  per  cent  of  the  cases  an  abnormal 
electroencephalogram  was  found,  and  in  39  per 
cent  of  the  cases  the  abnormality  was  similar  to 
epilepsy.  The  latter  type  of  case  was  designated 
as  epileptoid.  This  meant  that  among  their 
behavior  problems  39  per  cent  showed  the  per- 


sonality traits  and  the  electroencephalogram 
profile  of  an  epileptic  but  did  not  actually  have 
convulsions. 

What  light  can  such  observations  shed  on  the 
problem  of  learning?  What  is  the  correlation 
between  learning  and  this  type  of  behavior?  To 
begin  with,  we  can  assume  that  the  same  factor 
that  produces  the  various  reactions  that  con- 
stitute the  behavior  disorder  is  also  operative  in 
producing  the  learning  difficulty.  If  this  is  true, 
then  it  would  follow  that  whatever  modified  be- 
havior would  also  improve  learning. 

In  an  endeavor  to  understand  memory  im- 
pairment in  organic  cases  Hoch8  studied  patients 
who  were  to  receive  shock  treatment.  With  the 
aid  of  a psychologist  he  observed : “In  these  exper- 
iments with  electric  shock  it  can  be  shown  that 
immediately  after  the  electric  shock  is  applied  the 
patient  is  completely  disoriented  for  about  three 
to  ten  minutes,  but  about  ten  minutes  after  the 
shock  the  patient  is  sufficiently  recovered  to 
answer  questions.  When  the  patient  starts  to 
recover  from  the  effects  of  electric  shock,  the  re- 
turn of  memory  shows  an  interesting  stratifica- 
tion. At  first  the  familiarity  with  objects  re- 
turns. Recognition  comes  second,  the  ability  to 
recall  previously  learned  material  is  third,  and 
the  ability  to  learn  new  material  is  the  last.  It 
will  be  necessary  to  stress  here  that  being  familiar 
or  unfamiliar  with  an  object  is  seemingly  a special 
component  in  memory,  and  in  these  experiments 
it  was  possible  to  isolate  it  from  other  memory 
components  like  retention  and  recall. 

. . We  then  made  the  interesting  observation 
that  if  we  inject  Amytal  Sodium  intravenously 
into  patients  suffering  from  electric  shock  who 
showed  these  memory  impairments,  some  of  the 
memory  material  which  apparently  was  lost  can 
be  recalled.  Again  the  familiarity  of  the  patient 
with  subjects  and  objects  and  his  appraisal  of  the 
environment  and  an  orderly  recognition  are  the 
first  signs  of  improvement  under  Amytal  Sodium, 
and  in  many  instances  this  improved  sense  of 
familiarity  may  convey  the  impression  that  the 
memory  of  the  patient  concerning  recall  and 
learning  ability  is  actually  good  while  objectively 
speaking  the  memory  impairment  is  still  present, 
but  confined  to  learning  and  recall,  the  function 
is  being  restored.” 

Besides  Amytal  they  used  glutamic  acid  and 
noticed  similar  results  with  this  drug.  “The 
influence  of  glutamic  acid  shows,  therefore,  a 
mechanism  similar  to  that  demonstrated  by 
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Amytal  Sodium.  This  is  remarkable  because 
glutamic  acid  is  not  a sedative,  and  therefore 
theories  which  would  suggest  that  Amytal  Sodium 
action  is  due  to  its  sedative  effects — as  we  our- 
selves believed — will  have  to  be  revised.”  And 
further,  “The  impression  was  gained  that  the 
administration  of  glutamic  acid  shortens  the 
period  of  confusion  and  memory  impairment,  and 
in  some  cases  psychologic  tests  showed  an  im- 
mediate and  definite  improvement.  The  mem- 
ory-defective and  confused  person,  however,  often 
showed  an  emotional  imbalance  such  as  increased 
irritability,  rapid  mood  swings,  depressed  or  im- 
pulsive behavior,  distractibility,  and  inattention. 
Usually  these  emotional  symptoms  improved  first, 
and  the  change  in  behavior  for  the  better  pre- 
ceded the  improvement  in  the  intellectual  per- 
formance.”8 

This  study  also  indicates  that  in  the  same  way 
that  Dexedrine  erroneously  was  thought  to  be 
only  a stimulant,  Amytal  was  thought  to  be  only 
a sedative.  Actually  both  are  anticonvulsants 
and  modify  physiologic  tension  in  the  organic 
cases  not  by  sedation  or  stimulation  of  the  cortex 
but  by  their  action  on  the  subcortex.  Further- 
more, the  modification  of  tension  not  only  modi- 
fies general  behavior  but  the  intellectual  proc- 
esses as  well.  The  specific  intellectual  factor 
which  is  modified  by  the  medication  is  difficult  to 
determine.  My  own  impression  is  that  as 
tension  is  modified,  distractibility  is  also  modified, 
with  the  result  that  there  is  a greater  ability  to 
concentrate  and  therefore  to  remember,  both  of 
which  are  essential  in  the  learning  process.  In 
other  words,  before  we  can  learn  we  go  through  a 
process  similar  to  that  outlined  by  Hoch : famili- 
arity and  recognition  are  related  to  concentration 
which  is  the  precursor  to  learning. 

Hoch’s  observations  complement  the  work  of 
Bradley.  Both  noticed  the  parallel  between  im- 
proved behavior  and  improvement  in  learning. 
At  the  time  Bradley  wrote  his  paper  it  was  be- 
lieved that  Dexedrine  was  only  a cortical  stim- 
ulant. Bearing  in  mind  Hoch’s  remarks  about 
Amytal  and  glutamic  acid,  the  same  inference 
could  be  made  about  the  effect  of  Dexedrine  in  the 
secondary  behavior  disorders.  In  any  event 
it  is  now  an  established  fact  that  Dexedrine  is 
effective  in  petit  mal  which  would  consequently 
classify  it  as  an  anticonvulsant. 

Both  Bradley  and  Hoch  agree  that  intellectual 
functioning  improves  along  with  improved  be- 
havior. Consequently,  we  can  assume  the  same 


factor  that  produces  behavior  problems  also  re- 
sults in  apparent  memory  impairment  or  learning 
difficulties.  What  this  factor  is,  is  conjectural. 
I assume  that  what  happens  in  these  individuals  is 
that  there  is  a release  of  actual  physiologic  ten- 
sion. Certainly  the  electroencephalogram  would 
indicate  this,  and  Jasper  el  al.,  along  with  Zim- 
merman and  Strauss9  apparently  imply  the  same. 
Strauss  and  Jasper  talk  of  epileptoid  personality 
while  Zimmerman  more  recently  uses  the  term 
epileptic  equivalent.  No  matter  what  the  ter- 
minology, the  implication  of  paroxysmal  discharge 
is  evident. 

Dynamically  this  would  mean  that  at  those 
times  of  paroxysmal  discharge  the  ego  is  sub- 
jected to  a bombardment  of  actual  nervous  dis- 
charges. The  main  ego  defense  against  this  is 
a definite  obsessional  compulsive  mechanism. 
Not  only  is  this  defense  ineffective  but  leads  to 
further  guilt.  A vicious  circle  is  created.  The 
ego  after  each  outbrust  of  impulsive  activity  be- 
comes more  and  more  restricted.  The  clinical 
picture  ultimately  appears  as  an  oral  character 
structure  with  signs  and  symptoms  similar  to 
those  found  in  primary  behavior  disorders. 

It  is  clear  that  in  the  typical  case  the  factor 
which  interferes  with  learning  is  distractibility. 
Not  being  able  to  concentrate,  the  primary  factor 
in  memory  results  in  impaired  learning.  An}' 
anticonvulsant  which  modifies  tension  modifies 
distractibility  with  the  result  that  one  can  see 
the  improvement  in  behavior  and  learning  which 
was  so  dramatically  described  originally  by 
Bradley  and  observed  experimentally  by  Hoch. 

Conclusions 

Learning  difficulties  in  secondary  behavior 
problems  are  discussed.  Definition  of  what  is 
meant  by  behavior  problem  as  well  as  by  learning 
difficulties  are  described.  A typical  case  in 
which  one  finds  learning  difficulty  along  with  a 
behavior  problem  is  given.  Diagnosis  and 
method  of  treatment  are  discussed.  With  the  aid 
of  psychologic  tests  one  can  observe  the  improve- 
ment and  also  assume  the  factor  which  produced 
the  behavior  and  learning  difficulty. 

In  the  comment  reference  is  made  to  Bradley’s 
original  observation.  This  is  followed  by  Hoch’s 
experimental  work  which  complements  that  of 
Bradley.  Finally,  on  the  basis  of  Bradley’s  work 
and  that  of  Hoch,  the  conclusion  is  reached  that 
the  factor  that  produces  the  learning  difficulty  is 
distractibility  and  that  this  is  intimately  related 
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to  the  total  clinical  picture.  The  treatment, 
which  is  aimed  at  the  total  clinical  picture,  thus 
modifies  the  distractibility  as  well,  with  the  result 
that  improvement  in  behavior  is  accompanied  by 
improvement  in  learning. 
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Car  Headrest  Prevents  Neck  Injuries 


An  automobile  seat  headrest  was  recommended 
as  a way  of  preventing  neck  injuries  when  a car  is 
struck  from  the  rear. 

Dr.  Albert  D.  Ruedemann,  Jr.,  Detroit,  said  in  the 
August  24  Journal  of  the  American  Medical  Associa- 
tion that  one  of  the  more  common  auto  accident 
injuries  is  the  “whiplash  injury.”  When  a car  is 
struck  from  the  rear,  it  causes  a forward  movement 
of  the  body,  followed  by  a rapid  back-snapping  of 
the  head.  This  injures  the  neck. 

These  injuries  are  becoming  more  common,  he 
said,  because  changes  in  seat  construction  to 
accommodate  the  new  lower  models  have  made  back 
seats  lower,  allowing  a greater  area  of  the  body  to 
be  above  the  top  of  the  seat.  In  addition,  express- 
ways and  super  highways  with  congestions  of  traffic 


at  entrances  and  exits  make  the  “chain  reaction 
accident’  ’ more  common. 

A headrest,  six  inches  high  and  six  inches  wide, 
fitted  on  top  of  the  present  seat  back  will  help 
prevent  such  injuries,  he  said.  The  headrest  is  so 
constructed  that  it  follows  the  line  of  the  seat. 
This  prevents  the  driver  from  resting  his  head  on  it 
during  travel  and  becoming  drowsy.  However,  it 
does  support  the  head  in  case  of  an  accident  by 
preventing  the  backward  movement  of  the  head. 

Dr.  Ruedemann  recommended  that  it  be  used  in 
conjunction  with  a shoulder-type  seat  belt  which 
reduces  forward  motion  of  the  body. 

The  headrest  is  screwed  to  the  seat  frame  and  is 
removable.  It  can  be  made  to  match  the  car 
upholstery. 
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Iproniazid  as  Adjunct  in  the  Treatment  of  Debili- 
tated Patients  with  Tuberculosis 


ALFRED  S.  DOONEIEF,  M.D.,  F.A.C.P.,  MOUNT  KISCO,  NEW  YORK, 

AND  GEORGE  E.  CRANE,  M.D.,  NEW  YORK  CITY 
( From  the  Division  of  Pulmonary  Diseases,  MorUefiore  Hospital,  Bronx,  New  York) 


It  has  been  indicated  in  earlier  publications1-12 
that  iproniazid  ( l-isonicotinyl-2-isopropylhy- 
drazine)  phosphate,  or  Marsilid,  * has  the  following 
attributes:  (1)  a bacteriostatic  effect  on  myco- 
bacterium tuberculosis  comparable  to  that  of  iso- 
niazid,  (2)  a dramatic  stimulating  effect  on  appe- 
! tite  and  weight  gain  in  debilitated  persons, 
(3)  numerous  side-effects  of  a physical  nature, 
and  (4)  potent  psychic  effects,  often  disturbing 
and  sometimes  dangerous,  when  4 to  5 mg.  per 
Kg.  per  day  are  administered  to  patients  with 
tuberculosis. 

The  study  reported  herein  was  undertaken  to 
evaluate  effects  of  the  drug  on  the  physical  and 
i psychic  status  of  patients  screened  by  a psychia- 
trist prior  to  therapy,  with  careful  dosage  regu- 
lation based  on  weekly  psychiatric  interviews  by 
the  same  individual.  The  group  studied  con- 
sisted of  20  patients  already  on  chemotherapy 
for  tuberculosis  and  in  whom  a rapid  effect  on 
symptoms  and  on  poor  general  condition  was 
required.  Six  were  males,  and  14  were  fe- 
males. Fourteen  were  white,  five  Negro,  and 
one  Chinese.  Their  ages  ranged  from  nineteen 
to  sixty-seven  years,  with  one  in  the  second 
decade  of  life,  four  in  the  third,  four  in  the  fourth, 
eight  in  the  fifth,  two  in  the  sixth,  and  one  in  the 
seventh.  All  had  active  pulmonary  tubercu- 
losis, three  minimal,  five  moderately  advanced, 
and  12  far  advanced,  according  to  National 
Tuberculosis  Association  standards.13  The  dos- 
age of  iproniazid  ranged  from  25  to  200  mg. 
daily  in  one  to  three  doses,  and  the  duration  of 
treatment  was  from  fourteen  days  to  twenty- 
eight  months.  All  patients  received  other  anti- 
microbial drugs  simultaneously  (streptomycin, 
para-aminosalycylic  acid,  and/or  isoniazid),  and 
three  patients  had  pulmonary  resections  during 
the  period  of  study.  For  these  reasons  attempts 
to  evaluate  the  response  of  the  tuberculosis  to  the 

* The  Marsilid  Phosphate  used  in  this  study  was  supplied 
by  Dr.  Leo  A.  Pifk  of  Hoffmann-La  Roche  Inc.,  Nutley, 
New  Jersey. 


TABLE  I.-  Indications  and  Results  of  Iproniazid 
Treatment 


Indications 

Number 

of 

Patients 

Number 

of 

Patients 

Respond- 

ing 

Per  Cent 
of 

Patients 

Improved 

Underweight 

18 

9 

50 

Anorexia 

14 

8 

57 

Asthenia 

13 

9 

69 

Depression 

12 

5 

41 

Cough 

6 

5 

Dyspnea 

4 

3 

Expectoration 

2 

2 

Severe  tuberculous 
toxicity 

2 

2 

drug  per  se  were  inconclusive.  Prior  studies8,11 
indicated  that  the  tuberculostatic  action  of 
iproniazid  alone  is  similar  to  that  of  isoniazid 
when  given  alone,  and  bacterial  resistance 
develops  with  either  drug  when  it  is  administered 
as  the  sole  chemotherapeutic  agent.  Cross- 
resistance precludes  serial  use  of  isoniazid  and 
iproniazid  in  cavitary  disease  without  the  simul- 
taneous administration  of  another  agent.  Two 
desperately  ill  patients  in  this  series  were  success- 
fully brought  to  surgery  and  salvaged  because  of 
the  effects  of  iproniazid  on  their  symptoms  and 
general  condition.  These  effects  were  out  of 
proportion  to  the  drug’s  bacteriostatic  action  and 
of  much  greater  magnitude  than  those  seen  with 
other  antimycobacterial  agents.  Two  other 
patients,  now  discharged  from  the  hospital,  are 
functioning  in  a manner  superior  to  that  prior 
to  initiation  of  iproniazid,  which  controls  their 
otherwise  unmanageable  dyspnea,  cough,  and 
anorexia. 

Indications 

The  indications  for  which  iproniazid  was  pre- 
scribed are  listed  in  Table  I.  Asthenia,  anorexia, 
weight,  and  depression  responded  favorably  in 
about  one  half  of  the  patients  in  this  series.  The 
drug  was  even  more  effective  in  relieving  other 
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TABLE  II. — Weight  Gain  Compared  with  Duration  of 
Treatment  with  Iproniazid 


Average 
Period  of 

Average  Gain  Observa- 

(Pounds) . tion  from 

Com-  Begin- 

pletion  End  of  ning  of 
Duration  of  Number  of  Observa-  Treat- 

Treatment  of  Treat-  tion  ment 

(Months)  Patients  ment  Period  (Months) 

0 to  2 6 1.4  -1  8.5 

2 to  5 7 15.8  17.4  8.2 

Over  5 7 25.2  22.1  11.8 


TABLE  III. — Relationship  Between  Typical  Iproniazid 
Reaction  (TIR),  Weight  Gain,  and  Duration  of 
Treatment 


Average  Number 

Gain  of  Patients 

(Pounds)  Treated 

Completion  Longer 

Type  of  Number  of  of  than  Two 

Reaction  Patients  Treatment  Months 


TIR  11  21  11 

Partial  TIR  4 9 3 

No  reaction  5 Less  than  0 

1 


symptoms,  but  the  number  of  patients  with 
these  was  too  small  to  have  statistical  signifi- 
cance. The  most  spectacular  effect  of  ipronia- 
zid was  on  body  weight.  At  termination  of 
treatment  (or  at  the  time  this  research  project 
was  closed)  eight  patients  had  gained  more  than 
25  pounds,  three  had  gained  15  to  24  pounds, 
four  had  gained  5 to  14  pounds,  and  five  patients 
had  gained  less  than  5 pounds  or  had  lost  weight. 
This  weight  gain  is  especially  striking  when  corre- 
lated with  duration  of  treatment  (Table  II).  Six 
patients  were  unable  to  tolerate  iproniazid.  They 
showed  practically  no  weight  gain  during  the  short 
treatment  period,  and  at  the  end  of  the  pcsttreat- 
ment  period  of  observation  (average  eight  months) 
their  weight  was  still  essentially  unchanged. 
On  the  other  hand,  patients  treated  two  to  five 
months  gained  an  average  of  17.4  pounds,  and 
those  treated  more  than  five  months  gained  an 
average  of  22.1  pounds.  In  these  the  augmented 
weight  was  maintained  through  the  period  of 
posttreatment  observation.  The  average  gain 
in  weight  of  the  responsive  group  was  approxi- 
mately 20  times  as  great  as  that  in  patients 
treated  less  than  two  months  but  observed  over 
the  same  period  of  time. 

The  psychologic  changes  during  iproniazid 
therapy  are  of  great  interest.14  A feeling  of  well- 
being, excessive  appetite  bordering  on  bulimia, 
and  marked  increase  in  vitality  were  the  out- 


standing features  of  the  typical  reaction  to 
iproniazid.  Overactivity  and  a decrease  in  sleep 
requirements  also  were  frequently  present. 
This  type  of  response  (“typical  iproniazid  reac- 
tion” or  TIR)  was  marked  in  11  patients.  In 
four  patients  the  effects  were  less  obvious  and 
partially  obscured  by  toxic  actions  of  the  drug. 
In  the  remaining  five  patients  there  was  no 
reaction  of  this  type.  During  treatment  seven 
patients  exhibited  extensive  mood  swings,  aggres- 
siveness, and  depression,  possibly  an  exaggeration 
of  the  TIR  occurring  in  individuals  predisposed 
to  emotional  disorders.  There  were  three 
psychotic  reactions:  one  of  an  organic,  confu- 
sional  type,  one  schizophrenic,  and  one  manic- 
paranoid.  The  TIR  became  apparent  to 
patients  and  to  hospital  personnel  from  several 
days  to  two  weeks  after  the  beginning  of  treat- 
ment. The  time  of  onset  of  severe  psycho- 
pathology (necessitating  interruption  of  treat- 
ment) was  variable.  In  one  patient  it  developed 
in  three  weeks  and  in  two  not  until  three 
months  after  institution  of  treatment.  Table  III 
shows  the  relationship  between  the  Typical  Ipro- 
niazid Reaction,  weight  gain,  and  length  of 
treatment.  There  is  definite  correlation  between 
TIR  and  weight  gain.  TIR  was  seen  only  in 
patients  able  to  tolerate  the  drug  for  two  months 
or  longer. 

All  patients  received  a psychiatric  examination 
prior  to  administration  of  the  drug  in  order  to 
eliminate  poor  risks.  In  the  course  of  treatment, 
however,  it  became  apparent  that  some  patients 
had  had  severe  emotional  disturbances  prior  to 
treatment.  It  was  surprising  to  note  consider- 
able psychic  improvement  in  several  of  these, 
and  this  led  to  trial  of  the  drug  in  known  psy- 
chiatric patients.  In  this  series  13  patients  had 
clear-cut  psychiatric  symptomatology  prior  to 
treatment  with  iproniazid.  Three  had  phobic  neu- 
roses, one  depression,  one  psychosexual  character 
disorder,  three  severe  psychosomatic  disorders  or 
hysteria,  one  manic-depressive  psychosis,  one 
psychopathic  personality,  one  hebephrenic  schiz- 
ophrenia, and  one  involutional  psychosis  with 
alcoholism.  In  four  patients,  a manic  depressive, 
a depressed  individual  with  paranoid  trends,  and 
two  with  extensive  somatization,  there  was 
intensification  of  pre-existing  psychopathology. 
One  patient,  a “psychopathic  personality,”  left 
the  hospital  after  one  month  of  treatment,  and 
this  too  must  be  considered  a possible  untoward 
effect  of  treatment.  All  the  other  patients  showed 
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TABLE  IV. — Manifestations  of  Drug  Toxicity  in 
Patients  Using  Iproniazid 


Reaction 

Number  of 
Patients 

Hypermotility 

13 

Insomnia 

9 

Dizziness 

7 

Constipation 

6 

Hypotension 

4 

Muscular  rigidity  and 
twitching 

4 

Tremor 

2 

Paresthesia 

2 

Urinary  frequency 

2 

Headache 

2 

Anorexia 

2 

Edema 

1 

Palpitation 

1 

Weakness 

1 

Peripheral  neuropathy 

1 

Impotence 

1 

Abdominal  pain 

1 

general  improvement  in  their  psychopathology. 
This  was  especially  marked  in  the  three  patients 
with  phobic  neuroses.  It  appears  that  emotional 
disorders  do  not  necessarily  preclude  the  use  of 
iproniazid  in  small  doses.  Patients  with  marked 
emotional  lability,  however,  and  patients  with 
extensive  somatizations  may  not  tolerate  the 
drug. 

Toxicity- 

Drug  toxicity  of  a physical  character  was  pres- 
ent to  some  degree  in  every  patient  in  the  series. 
The  manifestations  are  listed  in  Table  IV  in 
order  of  frequency.  (Some  patients  had  more 
than  one.) 

In  five  patients  symptoms  were  so  severe  as  to 
require  immediate  termination  of  treatment. 
In  two  additional  patients  the  discomforts  of 
side-effects  outweighed  the  beneficial  effects  of  the 
drug.  Most  patients  developed  one  or  more  of 
these  manifestations  in  three  to  five  weeks,  but 
two  were  uncomfortable  in  less  than  forty-eight 
hours.  When  side-effects  were  severe,  they 
tended  to  become  progressively  worse  even  when 
dosage  was  reduced,  but  all  cleared  completely 
in  a few  days  when  treatment  was  discontinued. 

Determination  of  the  optimal  dosage  of  ipronia- 
zid proved  very  difficult.  In  a previous  study14 
severe  toxic  manifestations  were  seen  in  the 
majority  of  patients  treated  with  300  mg.  per  day. 
Consequently  in  this  series  the  starting  dose  was 
200  mg.  or  less  daily.  Even  200  mg.  a day  proved 
too  toxic,  and  dosages  had  to  be  reduced  further. 
Whenever  iproniazid  dosage  was  decreased, 
isoniazid  was  given  in  comparable  amounts  so 
that  the  total  dose  of  hydrazine  derivatives  re- 


mained the  same.  This  was  done  in  order  to 
provide  maximum  benefit  of  chemotherapy  for 
the  tuberculosis.  All  of  the  patients  who  re- 
ceived 200  mg.  of  iproniazid  daily  developed 
serious  side-effects.  Six  of  the  patients  in  the 
series  could  not  tolerate  100  mg.  a day,  and  one 
patient  had  severe  side-effects  with  only  25  mg.  a 
day.  Eleven  patients  were  able  to  take  a main- 
tenance dose  of  100  to  150  mg.  a day,  and  this  has 
been  continued  for  more  than  two  years  in  two 
cases.  Less  than  100  mg.  a day  proved  ineffec- 
tive in  provoking  the  desired  psychic  changes. 
The  therapeutic  margin  is  narrow.  However,  it 
appears  that  a dose  which  will  cause  favorable 
psychic  and  physical  changes  does  not  necessarily 
provoke  serious  toxicity.  Both  favorable  and 
unfavorable  reactions  usually  disappear  when 
treatment  is  interrrupted. 

Su  m inary 

1.  Fourteen  patients  treated  with  ipro- 
niazid for  periods  of  two  months  to  more  than 
one  year  showed  weight  gains  averaging  almost 
20  pounds.  Six  patients  treated  with  iproniazid 
less  than  two  months  failed  to  show  a gain  in 
weight  at  the  end  of  a similar  period  of  observa- 
tion. 

2.  Significant  relief  of  symptoms  and  improve- 
ment in  general  condition  were  seen  in  13  of  20 
patients  receiving  the  drug. 

3.  Side-effects  of  a psychic  nature  occurred  in 
three  patients.  Drug  toxicity  of  a physical 
nature  was  present  in  some  degree  in  all. 

4.  Iproniazid  in  carefully  regulated  dosage 
under  very  close  medical  and  psychiatric  control 
is  of  value  as  adjunctive  treatment  in  severely 
debilitated  patients  with  advanced  tuberculosis. 
Iproniazid  may  also  be  useful  in  the  management 
of  certain  psychiatric  conditions,  notably  severe 
anxiety  states  with  acute  phobic  manifestations. 
It  is  a potent  drug  with  many  side-effects,  and 
its  administration,  except  in  hospitals  or  under 
supervision  of  a psy chiatrist  familiar  with  its  use, 
is  not  recommended. 

Addendum 

On  April  6,  1957,  after  this  paper  had  been 
submitted  for  publication,  Marsilid  was  discussed 
at  the  Regional  Research  Conference  of  the 
American  Psychiatric  Association  in  Syracuse. 
Loomer,  Saunders,  and  Kline  presented  observa- 
tions on  psychotic  patients  in  a psychiatric  hos- 
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pital  (to  be  published).  Crane  reported  findings 
based  largely  on  the  series  of  patients  included  in 
the  foregoing.  Scherbel  stated  that  he  had  found 
Marsilid  useful  as  a supplemental  therapeutic 
agent  in  patients  with  rheumatoid  arthritis  who 
had  depressed  psychomotor  activity  (Scherbel, 
A.L. : III  The  Effect  of  Isoniazid  and  of  Iproniazid 
in  Patients  with  Rheumatoid  Arthritis.  Cleve- 
land Clin.  Quart.  24:  90  [1957]. 
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Hyperlhyroidism  Masquerading  as  Functional  Psychosis 


Although  hyperthyroidism  is  a rare  cause  of 
psychosis,  it  should  not  be  overlooked.  The  author 
presents  three  cases  of  hyperthyroidism  whose 
symptoms  resembled  severe  functional  psychosis. 
In  all  there  was  immediate  response  to  thyroidec- 
tomy, with  abrupt  cessation  of  psychotic  symptoms 
which  did  not  recur  postoperatively.  These  pa- 
tients, all  women,  had  been  diagnosed  respectively 
as  cases  of  (1)  psychotic  depressive  reaction,  (2) 
involutional  psychotic  reaction  with  paranoid 
trends,  and  (3)  schizophrenia  reaction,  acute, 
undifferentiated,.  The  author  presents  case  his- 


tories of  all  of  the  patients,  only  one  of  which  is 
summarized  here.  In  its  occasional  ability  to 
cause  psychosis,  excess  thyroid  hormone  is  similar 
to  other  hormones,  such  as  cortisone.  Why  only  a 
few  of  the  patients  with  thyrotoxicosis  develop 
psychoses  is  not  known,  but  it  is  a problem  unsolved 
in  many  other  conditions.  Whether  a thyrotoxic 
patient  will  become  psychotic  depends  on  his  under- 
lying personality  structure.  The  symptoms  mani- 
fested are  distortions  of  prepsychotic  personality.— 
American  Practitioner  and  Digest  of  Treatment,  April, 
1957,  Harvey  Bluestone,  M.D. 
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Electromyography 

BERNARD  S.  POST,  M.D.,  BROOKLYN,  NEW  YORK 
{From  the  Department  of  Electromyography , St.  John's  Episcopal  Hospital) 


During  the  past  one  hundred  years  the  rela- 
tionship of  electrical  phenomena  to  human 
physiology  has  been  studied  by  many  investiga- 
tors, beginning  at  the  time  of  Galvani  and  ex- 
tending into  our  modern  era  of  atomic  research. 
The  early  pioneers  began  with  barest  knowledge 
of  physical  facts,  and  from  these  emerged  an  era 
of  experimentation  which  has  led  to  a vast  under- 
standing of  the  human  “dynamo.”  Certain  of 
the  data  discovered  by  these  researchers  have 
become  common  in  our  everyday  clinical  use. 
Some  examples  of  these  are  the  electrocardio- 
graph and  the  electroencephalograph,  and  still 
another  is  the  electro  myograph.  All  physicians 
today  are  conversant  with  the  clinical  applica- 
tion of  the  electrocardiograph ; a smaller  number 
fully  understand  the  electroencephalograph  and 
a still  smaller  number  the  electromyograph, 
since  this  is  the  newest  in  the  line  of  instruments 
which  has  been  forthcoming  for  clinical  applica- 
tion. The  purpose  of  this  article  is  to  present 
to  the  large  number  of  physicians  who  are  not 
familiar  with  electromyography  something  of 
its  nature  and  value  as  a diagnostic  aid. 

The  principles  of  electromyography  have  been 
understood  for  many  years  and  are  quite  thor- 
oughly discussed  in  the  modern  textbooks  of 
physiology.  The  technic  consists  of  the  record- 
ing of  action  potentials  of  the  individual  motor 
units  of  muscle.  The  motor  unit1  is  made  up  of 
an  anterior  horn  cell,  its  axon,  and  all  of  the 
muscle  fibers  which  are  supplied  by  it.  The 
number  of  muscle  fibers  in  the  unit  may  vary 
from  30  to  300  depending  on  the  function  of  the 
muscle.  A nerve  impulse  which  is  propagated 
from  the  anterior  horn  cell  travels  down  the  corre- 
sponding axon  and  through  the  myoneural  junc- 
tion to  activate  the  formation  of  an  electrical 
potential  in  each  of  the  individual  muscle  fibers 
supplied  by  that  axon.  The  discharge  of  this 
voltage  potential  in  each  of  the  muscle  fibers  is 
synchronized  in  such  a manner  that  it  produces 
a single,  diphasic  type  of  wave  form  which  is 
identified  as  simple  motor  unit  activity.2 

Any  pathology  or  physiologic  dysfunction 
which  interferes  with  the  normal  propagation  of 


the  impulse  down  the  axon  and  to  the  muscle 
fibers  will  cause  asynchronous  discharge  of 
electrical  potentials,  thereby  resulting  in  a varia- 
tion of  wave  form  known  as  the  polyphasic  or 
complex  type  of  motor  unit  activity.  This 
situation  would  present  itself  if  the  anterior  horn 
cell  were  injured  or  if  the  transmission  of  the 
impulse  along  the  axon  were  impaired  in  any  way. 

Still  another  situation  obtains  when  there  is 
complete  anatomic  or  physiologic  separation  of 
the  muscle  fibers  from  the  axon  which  normally 
carries  the  impulse  to  them.  Under  these  circum- 
stances the  muscle  fibers  commence  to  contract 
spontaneously,  producing  what  is  clinically 
known  as  fibrillation.3  This  state  consists  of 
involuntary  muscle  activity  which  is  accompanied 
by  the  formation  of  a rapid  diphasic  type  of  wave 
form  of  extremely  short  duration  (less  than  two 
milliseconds).  These  are  readily  distinguished 
from  the  similar  but  longer  simple  motor  unit 
activity  waves  because  of  their  increased  fre- 
quency and  lower  voltage  amplitudes.  Because 
of  the  fact  that  fibrillations  are  found  only  in 
cases  of  anatomic  or  physiologic  denervation, 
they  are  often  referred  to  as  denervation  poten- 
tials or  denervation  fibrillations.  It  is  well  to 
note  at  this  time  that  except  in  certain  cases  of 
tongue  twitching,  fibrillations  are  not  usually 
visible  to  the  naked  eye  and,  therefore,  cannot  be 
observed  other  than  by  means  of  electromyo- 
graphic examination. 

Fibrillations  are  to  be  differentiated  from 
another  form  of  spontaneous  or  involuntary  motor 
unit  activity  which  is  referred  to  as  fascicula- 
tion.3'4  This  term  is  used  in  electromyography 
to  describe  a spontaneous  contraction  of  an  intact 
motor  unit.  The  fasciculation  contractions  of 
muscle  are  commonly  visible  in  the  region  of  the 
orbit  as  well  as  in  other  anatomic  areas.  The 
frequency  with  which  fasciculations  occur  is 
variable.  There  are  two  main  ranges  of  fre- 
quency, referred  to  as  fast  and  slow  fascicula- 
tions. The  fast  waves  are  rhythmically  re- 
peated with  a frequency  of  eight  to  ten  per  second. 
Some  authorities  consider  these  to  be  a variant 
of  the  normal  while  still  others  disagree  and  claim 
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Fig.  1.  Block  diagrams  showing  component  re- 
lationship. All  connections  are  made  with  coaxial 
cable. 

that  they  should  not  occur  in  the  normal  state. 
The  second  type  are  slow,  sporadic  discharges 
which  appear  at  approximately  regular  intervals 
of  ten  seconds  to  two  minutes.  These  have  been 
considered  to  be  generally  characteristic  of 
motor  neuron  disease.  The  wave  form  is  com- 
plex, and  its  duration  may  be  as  long  as  twenty 
milliseconds.  The  amplitude  of  the  spikes  may 
vary  from  as  low  as  10  microvolts  to  as  high  as 
1,000  to  1,100  microvolts.  There  usually  are  as 
many  as  six  spikes  in  these  complex  wave  forms. 
The  potential  producing  this  slow  fasciculation 
wave  is  generated  in  a neuropathic  motor  unit 
involuntarily.5  In  motor  neuron  disease  the 
fasciculating  motor  unit  is  capable  of  super- 
imposed voluntary  contraction,  and  its  spon- 
taneous discharge  is  not  abolished  by  the  con- 
traction of  the  antagonist.6  Fasciculation  may 
persist  for  four  to  five  days  after  nerve  section  is 
performed,  specifically  until  Wallerian  degenera- 
tion has  set  in.  It  was  originally  thought  that  the 
origin  of  fasciculation  in  motor  neuron  disease 
began  in  the  anterior  horn  cell  since  this  was  the 
part  usually  affected  in  disease  processes  involv- 
ing the  motor  unit.  However,  experimental 
injection  of  peripheral  nerves  with  procaine  and 
other  anesthetizing  agents  to  produce  physiologic 
denervation  has  demonstrated  a contradiction  to 
this  theory.  The  origin  of  these  fasciculations 
must  be  in  the  peripheral  portion  of  the  nerve 
fiber,  in  the  myoneural  junction,  or  in  the  muscle 
itself.3 

Since  most  physicians  have  never  had  the 
opportunity  to  witness  an  electromyographic 
examination,  it  might  be  helpful  to  describe  the 
procedure  briefly.  The  instrument,  called  an 
electromyograph,  consists  of  a number  of  elec- 
tronic devices  coupled  together  in  such  a manner 
that  the  wave  form  of  the  electrical  potential  in 
muscle  may  be  accurately  depicted  on  a cathode 
ray  oscilloscopic  screen.  Conversion  of  the  same 
potential  into  an  audio  component  is  accom- 


plished through  the  use  of  a loudspeaker  driven 
by  an  audio  amplifier.  This  is  very  valuable 
since  each  variation  of  wave  form  has  a charac- 
teristic sound  which  is  different  from  all  the  others 
and  which,  after  some  experience  is  gained, 
enables  one  to  identify  the  type  of  wave  just  by 
its  sound.  The  individuality  of  the  sounds 
depends  on  the  frequency  of  the  waves  plus  their 
amplitudes.  Permanent  records  may  be  made 
on  film,  magnetic  tape,  or  on  graph  paper  with 
the  use  of  d’Arsonval  galvanometers  and  pen- 
writers. 

The  electronic  components  which  are  combined 
are  as  follows:  A preamplifier  having  a very  high 
noise  rejection  ratio  and  a flat  response  to  low 
frequencies  and  containing  high-frequency  cut- 
off circuits.  This  preamplifier’s  output  is  fed 
into  a multistage  amplifier  of  sufficient  gain  to 
produce  an  increase  in  the  signal  value  of  ap- 
proximately 100,000.  This  amplifier  is  designed 
to  produce  the  absolute  minimum  of  wave  form 
distortion  possible.  The  output  stage  of  this 
amplifier  is  then  fed  into  the  vertical  input  of  the 
oscilloscope  and  into  the  tape  recorder  which 
magnetically  scribes  the  examination  for  restudy 
when  convenient.  Pictures  of  the  wave  forms 
may  be  photographed  later  during  the  playback 
of  the  tape  by  arranging  a trigger  mechanism  in 
the  sweep  circuit  of  the  oscilloscope.  This 
trigger  synchronizes  the  sweep  with  the  shutter 
of  the  camera.  While  the  wave  forms  are  being 
recorded  on  tape,  so  is  the  audio  component, 
thereby  also  synchronizing  the  picture  with  the 
sounds.  For  the  sake  of  clarification  it  might  be 
better  to  state  at  this  point  that  the  wave  forms 
can  be  converted  into  sounds  only  because  their 
frequencies  fall  within  the  spectrum  audible  to 
the  human  ear  (up  to  15,000  to  20,000  cycles  per 
second).  The  block  diagram  in  Fig.  1 represents 
the  relationship  of  the  components  to  each  other. 

Note  that  the  signal  from  the  patient  is 
carried  by  a needle  electrode  via  coaxial  cable  to 
the  preamplifier.  Coaxials  are  used  throughout 
the  circuitry,  wherever  possible,  in  order  to  min- 
imize extraneous  signal  injection  which  might 
produce  artifacts.  Note  also  the  calibration 
circuit  injected  into  the  preamplifier,  permitting 
measured  microvoltage  to  be  visualized  on  the 
oscilloscope  screen.  This  gives  a standard 
against  which  the  patient’s  output  may  be  com- 
pared. 

There  are  numerous  types  of  needle  electrodes 
in  use  (Fig.  2).  The  best  and  most  commonly 
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Fig.  2.  Various  types  of  needle  electrodes  in  use: 
(A)  monopolar  with  indifferent  electrode;  ( B ) single 
wire  coaxial  electrode  (most  commonly  used) ; (C)  two- 
wire  coaxial. 

used  is  the  coaxial  type  introduced  by  Adrian 
and  Bronk  in  1929.7  The  patient  is  placed  on  a 
table  and  made  comfortable.  This  is  most 
important  since  relaxation  is  very  desirable  in 
this  type  of  examination.  Occasionally  0.5  mg. 
of  Prostigmin  hydrobromide  is  given  fifteen  to 
twenty  minutes  before  the  examination  since  the 
tendency  for  muscles  to  fibrillate  is  augmented 
by  this  drug.  The  patient  is  grounded  with  a 
small  metal  electrode  applied  to  the  skin  through 
a conductive  paste,  similar  to  the  method  used 
in  electrocardiography.  This  is  necessary  in 
order  to  produce  a path  of  low  resistance  for 
extraneous  signals  which  the  body  picks  up,  as 
well  as  for  the  larger  voltages  present  in  the 
tissues.  (Heart  muscle,  for  example,  has  an 
output  in  millivolts,  whereas  voluntary  muscle 
produces  microvolts.)  Sometimes,  because  of  a 
high  gradient  of  spurious,  ambient  electronic 
interference,  it  is  necessary  to  perform  the  ex- 
amination in  a shielded  room.  The  needle 
electrodes,  which  have  been  previously  sterilized, 
are  then  inserted  rapidly  into  the  muscles  to  be 
examined.  Both  sides  of  the  body  are  examined 
simultaneously  if  a two-channel  apparatus  is 
available.  This  gives  good  immediate  compar- 
ison for  abnormal  wave  forms  as  well  as  frequency 
and  duration.  Various  portions  of  each  muscle 
are  sampled  since  fibrillations  may  be  present  in 
one  area  in  a muscle  and  not  in  the  rest  of  it. 
The  depth  of  the  muscle  which  can  be  surveyed  is 
limited  only  by  the  length  of  the  needle  electrode. 
The  number  of  punctures  required  depends  on  the 
nature  of  the  investigation  at  hand. 

The  modus  operandi  of  the  examination  is  as 
follows : The  peripheral  nerve  which  is  being 
studied  is  derived  from  designated  spinal  seg- 


ments, and  each  segment  has  emanating  from  it 
numerous  motor  axons  which  supply  muscles  in 
various  parts  of  the  body.  These  muscles  are 
grouped  together  into  myotomes.  A myotome  is 
a group  of  muscles  deriving  their  innervation 
from  the  same  spinal  roots  even  though  the  nerve 
fibers  may  reach  each  of  the  muscles  in  the  group 
via  different  peripheral  nerves.  Since  this  rela- 
tionship exists  between  certain  groups  of  muscles, 
it  is  possible  to  assume  that  if  pathologic  wave 
forms  are  present  in  all  the  muscles  of  a single 
myotome,  then  some  abnormality  must  exist 
at  the  generative  source  of  the  nerve  impulse 
common  to  all,  the  nerve  root  which  supplies 
them.  For  example,  if  fibrillation  patterns  were 
established  in  the  tensor  fascia  latae,  gluteus 
maximus,  semitendonosus,  biceps  femoris,  tibialis 
anterior,  and  peroneus  muscles,  one  may  assume 
that  pathology  exists  at  the  fifth  lumbar  level 
since  this  root  is  common  to  the  nerve  supply  of 
each  of  these  muscles.  It  can  further  be  postu- 
lated that  since  all  the  muscles  are  also  supplied 
from  the  fourth  lumbar,  with  the  exception  of 
peroneus  longus,  and  the  first  sacral,  with  the 
exception  of  tibialis  anterior  and  tensor  fascia 
latae,  the  fifth  lumbar  root  alone  is  involved. 
If  the  fourth  lumbar  and  first  sacral  nerve 
roots  had  suffered  injury  or  compression  as  well, 
then  other  muscles,  such  as  the  quadriceps 
(second,  third,  and  fourth  lumbar)  and  the 
gastrocnemius  (first  and  second  sacral),  which 
are  in  adjacent,  overlapping  myotomes,  would 
also  exhibit  abnormal  activity.  Figure  3 graphi- 
cally demonstrates  this  relationship.  The  same 
holds  for  all  the  myotome  relationships  through- 
out the  body. 

It  is  important  to  note  that  in  cases  where 
muscles  derive  innervation  from  many  root  levels 
portions  of  that  muscle  may  be  electrically 
normal,  whereas  other  parts  may  exhibit  denerva- 
tion potentials.  This  explains  the  necessity  for 
multiple  sampling  in  the  same  muscle.  Similarly, 
in  the  case  of  peripheral  nerve  injury  one  or  more 
of  the  muscles  which  are  directly  supplied  by  the 
suspected  nerve  may  show  abnormal  potentials, 
thereby  enabling  one  to  clinically  estimate 
whether  or  not  total,  partial,  or  no  denervation 
is  present.  The  level  at  which  a nerve  is  damaged 
or  severed  may  in  a similar  manner  be  determined 
by  noting  the  presence  or  absence  of  fascicula- 
tion  or  fibillation  in  muscles  supplied  by  branches 
of  the  same  peripheral  nerve. 

Electromyography  is  a valuable  adjunct  in  the 
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Fig.  3.  Segmental  motor  innervation.  This  is  a typical  chart  used  in  electromyography  reporting.  The  myo- 
tome relationships  are  clearly  recognized. 


diagnosis  of  the  following  groups  of  conditions : 

1 . The  diagnosis  of  any  process  which  involves 
the  functional  integrity  of  the  lower  motor  neu- 
ron. These  include  anterior  horn  cell  disease, 
such  as  is  found  in  poliomyelitis,  amyotrophic 
lateral  sclerosis,  and  progressive  muscular  at- 
rophy. 

2.  Nerve  root  lesions  such  as  spinal  cord 
tumors,8  hypertrophic  arthritis,  intervertebral 
disc  pathology,  and  inflammatory  or  metastatic 
spinal  column  disease.  Rankin9  pointed  out  in 
his  investigations  into  the  accuracy  of  electro- 
myography in  the  diagnosis  of  cervical  and 
lumbar  intervertebral  disc  herniations  that 
cervical  discs  were  diagnosed  with  100  per  cent 
accuracy  as  compared  with  86.4  per  cent  in 
the  lumbar  area,  a total  average  of  88.1  per  cent 
accuracy.  This  is  a relatively  high  figure  as 


compared  with  pantopaque  myelography  or  any 
other  diagnostic  procedure  which  heretofore  has 
been  available  to  the  clinician. 

3.  Peripheral  nerve  lesions,  such  as  neurop- 
athies, scalenus  anticus  syndrome,  and  periph- 
eral nerve  trauma. 

4.  Motor  end  plate  or  muscular  diseases 
such  as  myasthenia  gravis,  muscular  dystrophy, 
myotonias. 

5.  Lesions  at  other  levels  in  the  central 
nervous  system  other  than  the  lower  motor 
neuron.  This  group  includes  those  conditions 
which  produce  tremor,  spasticity,  rigidity,  and 
dystonia  and  are  characterized  by  the  electro- 
myograph demonstration  of  disturbances  of  re- 
ciprocal innervation,  reflex  responses,  and  syn- 
chronization. 

The  combinations  of  normal  and  abnormal 
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wave  form  patterns  demonstrated  by  the  electro- 
myograph in  each  of  the  groups  mentioned  can  be 
logically  analyzed  when  considered  together  with 
the  physiology  and  anatomy  involved.  The 
relative  proportions  of  simple  motor  unit  activity, 
complex  motor  unit  activity,  fibrillations,  and 
slow  and  fast  fasciculations  exhibited  during  the 
electromyograph  study  permit  the  electromy- 
ographer  to  ascertain  the  physiologic  status  of  the 
muscle-nerve  being  examined.  As  mentioned 
previously,  each  of  the  numerous  wave  forms  is 
accompanied  by  a characteristic  sound  which  is 
easily  recognized  and  which  helps  to  more  ac- 
curately identify  the  particular  pattern  with 
which  it  is  associated.  The  alteration  in  muscle 
sound  is  very  marked  with  pathology.  It  was 
not  the  intent  in  this  communication  to  detail  the 
various  wave  form  groups  and  their  sounds. 
For  those  who  are  interested,  there  is  an  excel- 
lent monograph  on  the  subject  by  Marinacci.10 

In  the  electromyograph  we  have  an  instru- 
ment which  is  capable  of  demonstrating  physio- 
logic changes  that  cannot  be  elucidated  in  any 
other  manner.  It  is  definitely  not  a substitute 
for  good  clinical  examination  and  judgment,  but 
on  the  other  hand,  it  is  a very  valuable  adjunct 


in  substantiating  a diagnosis  in  the  aforemen- 
tioned groups  of  pathology.  It  is  also  very 
valuable  as  a prognosticating  aid  in  all  muscle- 
nerve  conditions.  The  instrument  is  a very 
valuable  research  tool,  and  further  investigation 
into  the  application  of  electronics  to  medicine 
may  well  lead  to  the  establishment  of  a new 
specialty  which  I refer  to  as  “medtronics.” 

882  Flushing  Avenue 
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Trends  and  Advances  in  Infant  Nutrition 


In  spite  of  some  aberrations,  infant  nutrition  has 
made  progress  over  the  last  half  century,  and  in 
subjecting  some  of  the  more  dubious  developments  to 
a sober  examination,  the  author  has  no  intention  of 
minimizing  the  real  advances.  In  the  course  of 
discussing  the  general  nutritional  problems  of  in- 
fants, he  makes,  among  others,  the  following  points. 
(1)  Human  milk,  despite  the  fact  it  is  not  always 
available,  is  the  first  choice  for  the  diet  of  the  young 
infant.  (2)  There  is  no  reason  to  believe  maximal 
weight  gain  in  infancy  should  be  the  optimal  nutri- 
tional goal.  (3)  Where  a substitute  for  breast  feed- 
ing is  necessary,  simple  cow’s  milk  formulae  are 
recommended  without  too  much  stress  on  high  pro- 
tein intake.  (4)  Certain  inherent  dangers  of  com- 
mercial preparations  of  milk  products  (evaporated 
milk,  powdered  milk,  etc.)  should  be  recognized  and 
compensated  for  by  vitamin  supplementation,  with- 


out abandoning  hygienic  precautions  the  value  of 
which  outweighs  any  possible  reduction  of  nutri- 
tional value.  (5)  There  is  no  reasonable  scientific- 
medical  support  for  the  early  mixed  feeding  of  in- 
fants, the  early  addition  of  semisolid  foods  is  at- 
tended by  certain  dangers  not  compensated  for  by 
discernible  advantages.  (6)  Diagnosis  of  food 
allergy  in  infants  is  too  often  made;  cow’s  milk 
allergy  is  rare,  and  a tendency  to  be  hast}'  in  attrib- 
uting transitory  rashes  and  intestinal  upsets  to 
food  allergy  is  to  be  deplored.  He  sums  up  by  say- 
ing that  a simple,  logical  feeding  schedule  is  the 
method  of  choice,  with  avoidance  of  wild  exaggera- 
tion and  new  fads  and  fashions  unsupported  by 
scientific  facts.  In  this  category  he  places  overfeed- 
ing and  too  early  supplemental  feeding. — Paul 
Gyorgy,  M.D.,  West  Virginia  Medical  Journal,  April, 
1957 
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Syphilis  of  Bone  in  the  Adult 

BERNARD  EHRENPREIS,  M.D.,  F.A.C.R.,  BROOKLYN,  NEW  YORK 


Syphilis  of  bone  has  been  seen  less  frequently 
in  recent  years.1-3  Occasionally,  however,  it 
offers  a diagnostic  problem  and  often  must  be 
considered  in  making  the  differential  diagnosis 
of  an  unusual  bone  lesion. 

According  to  Stokes4  only  15  per  cent  of  the 
luetic  patients  present  evidence  of  bone  lues. 
In  his  survey  of  239  cases  he  found  that  the  bones 
were  involved  in  the  following  order:  tibia,  26 
per  cent;  clavicle,  7.5  per  cent;  then  the  shoulder 
girdle,  spine,  etc.  In  our  own  series  lesions  of  the 
clavicle  have  been  noted  so  frequently  as  to  ren- 
der their  diagnosis  of  special  importance  (Fig.  1). 
A survey  was  made  of  the  past  ten  years’  records 
in  the  Kings  County  Hospital,  Brooklyn.  Fifty 
cases  of  gummata  were  found. 

The  types  of  adult  bone  syphilis  are  (1) 
periostitis,  simple  and  gummatous,  (2)  osteitis, 
and  (3)  osteomyelitis,  diffuse  and  gummatous. 
Except  for  simple  periostitis  the  lesions  of  bone 
syphilis  almost  always  involve  all  parts  of  the 
bone.  This  is  particularly  true  in  the  gum- 
matous type  of  lesion.  Rarely,  if  ever,  is  the 
disease  limited  to  the  periosteum,  medulla,  or 
cortex,  but  involves  all  elements. 

Periostitis 

This  is  the  most  common  roentgenographic 
evidence  of  luetic  bone  lesions  and  may  be  local- 
ized or  diffuse.  The  involvement  of  the  perios- 
teum originates  on  its  inner  aspect.  It  is  char- 
acterized by  one  or  more  areas  of  protrusion  which 
are  closely  attached  to  the  periosteum  and  very 
loosely  attached  to  the  bone.  Ossification  then 
takes  place,  forming  elevations  which  become 
intimately  attached  to  the  bone,  assuming  at 
times  a characteristic  lace  pattern  (Figs.  2A 
and  B).  This  ossifying  periostitis  may  extend 
along  large  surfaces  of  the  bone.  It  may  recede 
under  treatment. 

Gummatous  Periostitis 

This  is  manifested  by  an  infiltration  of  the 
inner  layers  of  the  periosteum  and  subperiosteal 

Presented  at  a joint  meeting  of  the  Orthopedic  and  New 
York  Roentgen  Ray  Society,  New  York  Academy  of  Medi- 
cine. 


Fig.  1.  Osteomyelitis  syphilitica. 


Figs.  2A  and  B.  Diffuse  syphilitic  periostitis  of  the  lace 
pattern  type. 


connective  tissue.  The  surface  of  the  cortex  also 
is  involved  and  presents  a localized  area  of  ab- 
sorption (Figs.  3A,  B,  and  C).  The  haversian 
canals  are  dilated  and  filled  with  a jelly-like 
substance.  The  periosteal  gumma  is  embedded 
and  causes  erosion  of  the  bone,  producing  an 
irritation  in  the  periphery  marked  by  a repara- 
tive sclerosis.  In  cases  of  resorption  of  the 
gumma  a small,  depressed  defect  remains  in  its 
place  as  seen  in  Fig.  4 three  years  after  diagnosis 
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Figs.  3B  and  C.  Diffuse  syphilitic  periostitis, 
of  periostitis  gumraos. 


Osteitis 

The  diffuse  osteitis  or  osteomyelitis  as  a rule 
develops  slowly  and  leads  to  sclerosis  of  the  bone. 
Later  absorption  may  take  place,  producing 
osteoporosis.  This  process  may  originate  in  the 
cortex  as  well  as  from  the  medullary  cavity  and 
involves  smaller  or  larger  parts  of  the  bone, 
rendering  a differentiation  between  cortex  and 
medullary  cavity  impossible. 

Osteomyelitis  Gummosa 

This  is  caused  by  formation  of  gummata  in  the 
cortex  or  in  the  medullary  cavity,  leading  to 
destruction  of  the  bone  while  the  surrounding 
bone  produces  reparative  sclerosis.  The  gum- 
mata may  heal  or  lead  to  necrosis.  Frequently 
the  lesions  may  be  multiple,  remaining  sepa- 
rated or  merging  into  larger  areas  (Figs.  5A  and 
B).  The  gummata  in  the  medullary  cavity  of 
the  long  bones  may  stimulate  excessive  periosteal 
growth,  showing  roentgenographically  striae 
which  are  irregularly  perpendicular  to  the  line  of 
the  periosteum  and  which  necessitate  differentia- 
tion from  sarcoma  (Fig.  6).  Due  to  the  involve- 


Fig.  4.  Periostitis  gummosa  three  years  after  diagnosis 
of  the  disease. 


Fig.  5A.  Osteomyelitis  gummosa,  1935. 


Fig.  5B.  Osteomyelitis  gummosa,  1938. 


ment  of  the  periosteum,  globular  protrusions 
appear  on  the  surface  of  the  bone  which  cannot 
be  differentiated  from  the  bone  proper.  The 
process  may  lead  to  necrosis. 

One  of  the  most  common  sites  for  osseous 
gummata  is  the  clavicle,  which  is  thickened  and 
sclerosed,  showing  small,  central  areas  of  de- 
struction without  sequestra  unless  secondarily 
infected.  Reduction  in  thickening  takes  place 
after  specific  medication.  This  interplay  be- 
tween areas  of  osteoporosis  and  sclerosis  is  fre- 
quent and  typical  in  bone  syphilis. 
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Fig.  6.  Periostitis  gummosa. 


Syphilis  of  the  Skull  and  Face 

Necrosis  of  the  bones  of  the  skull  occurs  more 
frequently  than  in  the  long  bones.  Certain  of 
these  bones  are  covered  only  by  the  periosteum 
and  mucosa  and  are  thus  prone  to  an  early 
perforation  and  unavoidable  sepsis.  The  cal- 
varium is  almost  subcutaneous.  In  the  thin 
nasal  and  oral  bones  the  superiosteal  effusion 
threatens  massive  necrosis  by  stripping  the  main 
source  of  the  blood  supply.  The  frontal  and 
parietal  tuberosities  seem  to  be  the  most  frequent 
seat.  There  is  often  bilateral  involvement.  The 
affection  reveals  irregular,  localized  rarefaction 
and  absorption  of  the  outer  table  which  is  walled 
off  by  sclerosis.  Umbilication  appears  with  heal- 
ing. Both  tables  are  thickened  and  the  diploe 
is  encroached  on  and  obliterated  (Fig.  5A  and 

B). 

Syphilis  of  the  Spine 

The  spine  is  rarely  involved,  but  gummatous 
infiltration  with  destruction  and  extensive  scle- 
rosis may  occur. 

Practically  all  these  manifestations  are  amen- 
able to  antiluetic  treatment.  The  width  of  the 
bone  decreases  as  the  sclerosed  bone  is  absorbed. 
The  circumscribed  gummatous  lesions  decrease 
in  size  or  disappear.  The  circular  protrusions 
of  syphilitic  periostitis  fill  with  bone  and  prac- 
tically unite  with  the  cortex,  forming  an  exten- 
sion of  its  nearly  normal  density. 

Case  Report 

A thirty-two-year-old  Negress  was  admitted  to 


Fig.  7.  Gummosa  of  the  body  of  the  spine. 


Kings  County  Hospital  with  complaint  of  general- 
ized severe  backache.  She  was  acutely  ill,  her 
temperature  was  103  to  104  F.,  pulse  was  rapid, 
and  blood  pressure  120/70.  The  skin  showed  no 
changes,  pupils  were  equal  and  responsive  to  light 
and  accommodation,  and  the  chest  was  negative. 
The  clinical  diagnosis  of  rheumatic  fever  was  made. 
The  patient  was  sent  to  the  x-ray  department  for 
examination  of  the  abdomen  and  chest.  The  radio- 
graphic  examination  revealed  multiple  gummata 
involving  the  skull,  clavicles,  iliac  bones,  lumbar 
vertebrae,  and  tibiae.  Most  of  them  have  been 
presented.  (Figs.  1,  5A  and  B,  and  7). 

Sum  mary 

The  outstanding  roentgenographic  diagnostic 
features  of  bone  syphilis  are: 

1 . Multiple  diffuse  periostitis. 

2.  Osteoporosis  associated  with  areas  of 
sclerosis. 

3.  So-called  lacework  of  bone  reaction  which, 
however,  may  be  present  in  certain  cases  of 
chronic,  nonspecific  osteomyelitis  but  becomes 
more  characteristic  with  osteoporosis,  as  de- 
scribed. 

4.  Special  predilection  for  the  clavicle. 

5.  Sclerosis  of  the  bones  of  the  skull. 

References 

1.  Hahn,  E.,  and  Deyke,  H.:  Knochen  Syphilis,  supp.  14, 
1907. 

2.  Greig,  M.  D.:  Clinical  Observations  on  the  Surgical 
Pathology  of  Bone,  Edinburgh,  Oliver  & Boyd,  1931. 

3.  Freund,  E.:  Virchows  Arch.  f.  path.  Anat.  31:  146 
(1933). 

4.  Stokes,  J.  H.:  Modern  Clinical  Syphilology,  Phila- 
delphia, W.  B.  Saunders  Co.,  1928. 


Better  by  far  you  should  forget  and  smile, 

Than  that  you  shoxdd  remember  and  be  sad. — Christina  Rossetti 
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Tn  1949,  Hench  et  aid  made  the  epochal  report 
of  the  beneficial  effects  of  cortisone  (a  cortico- 
steroid), and  of  the  adrenocorticotrophic  hor- 
mone, ACTH  (corticotropin)  in  rheumatoid 
arthritis.  These  substances  have  become  estab- 
lished antirheumatic  agents  of  inestimable  value 
clinically  and  are  powerful  stimuli  to  research. 
However,  it  was  quickly  discovered  that  despite 
their  remarkable  antirheumatic  properties  they 
were  not  “magic  bullets”  but  temporary  sup- 
pressive measures  engendering  their  own  prob- 
lems. Too  great  a tendency  has  developed  to 
consider  steroid  therapy  as  a first  approach  to  a 
rheumatism  problem  of  any  type  and  degree. 
This  should  not  be  so,  for  the  steroids  are  but  a 
part  of  the  very  broad  subject  of  rheumatoid 
arthritis.  In  this  review  we  shall  present  a 
disease  that  is  only  beginning  to  be  understood 
and  discuss  some  of  its  many  facets.  It  is  well 
to  point  out  that  just  prior  to  Hench’s  announce- 
ment of  cortisone  and  ACTH  two  publications 
appeared  discussing  the  natural  history  of 
rheumatoid  arthritis  and  the  striking  fact  that  a 
significant  percentage  of  patients  followed  over 
many  years  were  well  despite  the  lack  of.  specific 
treatment.2,3 

In  cidence  and  Manifestations 

Proper  evaluation  of  the  disease  is  greatly 
enhanced  when  an  orderly  and  distinct  set  of 


diagnostic  criteria  are  available.  Such  criteria 
have  just  been  set  forth  in  an  admirable  report  by 
Ropes  and  her  coworkers  and  should  be  closely 
followed.4 

The  commonly  accepted  sex  ratio  in  rheuma- 
toid arthritis  has  been  3 to  1,  female  to  male,  and 
the  usual  age  of  onset  is  twenty  to  forty-five 
years.  However,  the  disease  is  being  observed 
more  frequently  in  older  patients,  and  when  past 
sixty  the  sex  ratio  is  approximately  1 to  l.5,6 
We  must  revise  our  thinking  and  realize  that 
rheumatoid  arthritis  can  and  does  affect  all  ages 
and  both  sexes.  The  patient  with  rheumatism 
must  be  approached  as  an  individual  and  not  a 
rigidly  labeled  entity.  The  elderly  male  cannot 
be  lightly  called  osteoarthritic  without  a thorough 
clinical,  serologic,  and  roentgenologic  investiga- 
tion. 

A series  of  cases  in  coal  miners  have  been 
described  by  Caplan  that  had  a characteristic 
chest  x-ray  appearance  of  a nodular  pulmonary 
fibrosis.  This  is  noted  in  miners  with  pneumo- 
coniosis and  rheumatoid  arthritis,  and  it  is 
suggested  that  an  inherited  abnormality  of  tissue 
reaction  exists,  not  confined  to  the  skeleton,  in 
subjects  previously  liable  to  develop  rheumatoid 
arthritis.7  Obviously  in  this  situation  there 
exists  a tremendous  preponderance  of  males 
albeit  in  a specific  population  sample. 

Classically  rheumatoid  arthritis  is  recognized 
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as  a syndrome  involving  the  peripheral  small 
joints  in  a symmetrical  fashion  and  in  an  in- 
sidious manner.  In  reality  it  affects  any  and  all 
joints  and  may  be  asymmetrical  and  have  an 
explosive  onset.  In  addition,  it  has  protean 
manifestations  and  pathology,  being  not  ex- 
clusively a disease  of  the  joints  but  a truly 
systemic  syndrome.  One  encounters  arteritis, 
polyneuritis,  rheumatoid  nodules  in  muscle, 
bone,  and  lungs,  scleromalacia  perforans,  granu- 
lomatous valvular  (cardiac)  changes,  and  peri- 
carditis. Acute  fulminating  “malignant”  forms 
have  been  reported  with  severe  systemic  partici- 
pation, resistance  to  therapy,  and  rapid  downhill 
course.8  Rheumatoid  disease  of  the  lungs  and 
the  pleura  have  been  reported.9  There  is  some 
evidence  that  liver  functions  are  affected  ad- 
versely.10 Although  several  reports  deny  a 
direct  relationship  of  rheumatic  heart  disease 
to  rheumatoid  arthritis,11'12  rheumatoid  heart 
disease  per  se  is  described.13  A frequent  finding 
in  severe  chronic  cases  of  rheumatoid  arthritis  is 
amyloidosis,14  and  although  no  proof  exists  of 
any  direct  relationship,  it  is  important  to  remem- 
ber that  it  is  not  a rare  manifestation. 

Increasing  attention  is  being  paid  to  epidemio- 
logic factors  in  rheumatoid  arthritis.  Differ- 
ences in  prevalence,  type,  and  severity  exist 
between  countries  and  between  areas  within  each 
country,  and  it  is  hoped  that  further  studies  in 
these  directions  will  contribute  to  our  under- 
standing of  the  disease.15’16  Sampling  of  a 
portion  of  a population  within  a large  city  re- 
vealed interesting  information,  such  as  the  in- 
cidence and  severity  of  the  disease  increasing  with 
age,  and  there  was  a suggestion  of  a direct  re- 
lation between  the  incidence  of  rheumatoid  ar- 
thritis and  child  bearing.17 

Etiology  and  Pathogenesis 

The  advent  of  the  steroids  and  the  evidence  of 
their  remarkable  effect  on  rheumatoid  arthritis 
suggested  obvious  lines  of  investigation  of  that 
disease  relative  to  pituitary-adrenal  dysfunction. 
However,  it  has  been  clearly  demonstrated  that 
the  steroids  act  only  to  depress  the  pathologic 
response  of  the  body  as  found  in  the  joints  and 
other  affected  tissues  and  do  not  bear  upon  the 
fundamental  disease.  The  association  of  adrenal 
insufficiency  with  rheumatoid  arthritis  is  ex- 
tremely rare,  and  in  the  lack  of  adrenal  cortex 
and  its  hormones  there  is  no  direct  causal  relation- 


ship.18 Studies  of  the  urinary  17-hydroxy 
corticosteroids  and  17-ketosteroid  levels  have 
been  normal  in  rheumatoid  arthritis  as  have  been 
the  results  of  corticotropin  stimulation.18  While 
there  is  no  evidence  of  direct  etiologic  relation- 
ship to  the  adrenal  and  pituitary  glands,  there 
are  data  linking  certain  facets.  Twenty-four- 
hour  urinary  excretion  levels  of  the  steroids 
including  17-hydroxy  corticosteroids  (hydro- 
cortisone) have  been  studied,  and  the  diurnal 
patterns  of  patients  with  rheumatoid  arthritis 
are  consistent  with  stiffness  patterns.19  These 
diurnal  shifts  may  derive  from  changes  in 
pituitary-adrenal  or  hypothalamic-pituitary- 
adrenal  secretory  mechanisms.  Differences  in 
blood  corticoid  levels  at  varying  times  during 
twenty-four  hours  may  well  have  a bearing  on  the 
regulation  of  steroid  therapy. 

Selye’s  theories  on  rheumatic  disease  as  “dis- 
eases of  adaption”20  are  extremely  interesting 
but  controversial,  and  attempts  to  reproduce  his 
experimental  observations  were  not  uniformly 
successful.  Careful  investigations  point  out  that 
there  is  no  evidence  to  support  the  adrenal  cortex 
as  the  mediator  through  stress,  of  a basic  factor 
in  rheumatoid  arthritis.21-22 

The  sensitized  sheep  cell  agglutination  test 
has  been  most  valuable  as  a diagnostic  criterion 
for  rheumatoid  arthritis.  In  another  sense, 
investigation  of  the  mechanism  of  this  reaction 
begins  to  shed  light  on  the  pathogenesis.  There 
is  increasing  evidence  that  the  reaction  depends 
on  the  presence  of  a “rheumatoid  factor”  unique 
to  the  serum  of  patients  with  rheumatoid  ar- 
thritis. The  isolation  of  this  factor  is  being 
pursued  in  several  laboratories  and  may  lead  to 
more  rational  therapy  that  will  suppress  not  only 
the  clinical  syndrome  but  will  prevent  the  in- 
exorable pathologic  progression  of  the  disease. 

A theory  along  these  lines  is  presented  by 
Thulin.23'24  He  quotes  previous  authors  leading 
up  to  his  investigation  of  the  L-  and  O-agglutinin 
factors  of  the  streptococcal  agglutination  reaction 
and  their  relationship  to  the  sheep  cell  test. 
He  presents  evidence  that  the  L-agglutinin  and 
the  “rheumatoid  factor”  in  the  serum  together 
form  an  antigen  which  in  turn  produces  auto- 
antibodies. These  act  on  the  mesenchymal 
tissue,  e.g.,  synovia,  to  produce  inflammation 
and  proliferation  as  a continuous,  self-perpet- 
uating process.  It  has  been  shown  that  the 
“rheumatoid  factor”  is  present  in  the  gamma 
globulin  fraction  as  first  demonstrated  by 
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RECENT  ADVANCES  IN  RHEUMATOID  ARTHRITIS 


Waaler26  and  by  Rose  ei  al .26 

Positive  sheep  cell  agglutination  tests  or  mod- 
ifications thereof  are  noted  more  frequently  (up  to 
34  per  cent)  in  disseminated  lupus  erythematosus 
than  in  any  other  condition  except  rheumatoid 
arthritis,  and  increasing  numbers  of  cases  of  rheu- 
matoid arthritis  exhibit  positive  lupus  erythemato- 
sus cell  (LE  cell)  phenomena.  The  dividing  line 
between  the  two  entities  is  gradually  becoming 
less  distinct  and  the  question  arises  whether 
disseminated  lupus  erythematosus  and  rheuma- 
toid arthritis  are  different  phases  of  one  syndrome, 
and  whether  the  type  of  therapy  employed  or  the 
character  of  an  individual’s  rheumatoid  ar- 
thritis is  important.  All  agree  on  the  increased 
incidence  of  positive  LE  cell  tests  in  rheumatoid 
arthritis.  Kievits  et  al.11  report  17  per  cent 
positive  LE  cell  tests  in  488  cases  of  rheumatoid 
arthritis  and  found  that  these  cases  revealed  a 
greater  incidence  of  splenomegaly,  respiratory 
tract  infections,  urinary  abnormalities,  anemia, 
false  positive  serology  for  lues,  and  elevated 
erythrocyte  sedimentation  rates.  A recent 
article28  stresses  the  increased  incidence  of  the 
positive  LE  cell  phenomena  in  rheumatoid 
arthritis  patients  with  hypercortisonism,  partic- 
ularly during  periods  of  withdrawal  of  the  steroid. 
They  report  that  clinical  experience  has  shown 
that  patients  with  rheumatoid  arthritis  and 
chronic  hypercortisonism  may  also  show  evidence 
of  a panmesenchymal  reaction  resulting  in  the 
appearance  of  diffuse  necrotizing  arteritis. 
These  findings  suggest  that  the  administration 
of  cortisone  may  precipitate  the  development  of 
arteritis  only  in  certain  susceptible  patients  with 
rheumatoid  arthritis.  While  the  vascular  lesions 
are  not  considered  specific  to  rheumatoid  ar- 
thritis, they  do  not  appear  in  other  diseases  re- 
ceiving steroids.  Slocumb29  described  the  pan- 
mesenchymal reaction  as  a rheumatoid  flare-up, 
panangiitis,  fever,  elevated  erythrocyte  sedi- 
mentation rate,  decrease  in  serum  albumin, 
pericarditis,  pleurisy,  pulmonary  consolidation, 
renal  irritation,  phlebitis,  and  peripheral  neu- 
ritis. Another  article  describing  91  rheumatoid 
patients  of  whom  25  were  found  to  have  positive 
LE  cell  tests  concluded  that  therapy  had  no 
effect  on  the  appearance  of  the  phenomenon.30 
There  is  agreement  in  the  literature  that  rheuma- 
toid patients  with  positive  LE  cells  do  not  reveal 
any  pathognomonic  features  of  disseminated 
lupus  erythematosus. 

Rheumatoid  arthritis  is  included  among  what 


have  been  known  as  the  “collagen  diseases.” 
Collagen,  however,  is  but  one  part  of  the  con- 
nective tissue  system,  and  the  more  acceptable 
term  is  “undifferentiated  mesenchymal-con- 
nective tissue-collagen  tissue  disease.”  These 
mesenchymal,  or  collagen,  or  pararheumatic 
diseases  can  only  be  said  to  exhibit  common 
pathologic  features  and  do  not  evidence  identical 
etiology.  These  features  merely  reflect  the 
limited  fashion  in  which  the  constituents  of 
connective  tissue  react  to  various  adverse 
stimuli. 

Laboratory  Aids 

The  erythrocyte  sedimentation  rate  (ESR)  is  a 
valuable  test  being  almost  invariably  used  in 
active  rheumatoid  arthritis.  However  it  is  not 
specific,  being  similarly  elevated  in  many  and 
varied  disease  states,  and  so  cannot  be  a true 
diagnostic  aid.  This  nonspecificity  is  true  for 
all  “active  phase”  reactions,  which  include  ESR 
and  C-reactive  protein  levels. 

The  streptococcal  agglutination  test  was 
first  described  in  193031  and  depends  on  the  ag- 
glutination of  group  A hemolytic  streptococcus 
by  rheumatoid  serum.  It  is  positive  in  about 
50  to  60  per  cent  of  cases  and  is  a technically 
difficult  and  laborious  laboratory  procedure. 

The  serum  polysaccharide-protein  ratio  (PR) 
has  been  described  as  a measure  of  rheumatoid 
arthritis  activity.  A recent  study  compared 
the  serum  glycoprotein,  C-reactive  protein, 
agglutinations,  antistreptolysin-O,  and  gamma 
globulin  levels  in  rheumatoid  arthritis  and  found 
the  serum  glycoprotein  and  the  C-reactive  pro- 
tein titers  to  be  significantly  correlated  with 
activity  of  the  disease.32  An  excellent  review  of 
the  present  laboratory  status  of  serum  proteins, 
glycoprotein,  and  mucoprotein  is  found  in  a 
recent  Bulletin  on  Rheumatic  Diseases  Sup- 
plement.33 

Two  additional  aids  to  diagnosis  are  more 
direct.  Biopsy  of  synovial  tissue  may  be  illumi- 
nating in  a difficult  diagnostic  problem  and  has 
been  well  described  as  a simple  closed  punch 
technic.34  Aspiration  of  the  joint  fluid  fre- 
quently reveals  valuable  information.  In  rheu- 
matoid arthritis  the  appearance  of  the  fluid  is 
turbid,  viscosity  is  reduced,  the  addition  of  1 
per  cent  acetic  acid  produces  merely  a cloudy, 
slightly  flocculent  precipitate,  the  cell  count  is 
usually  above  5,000  per  cm.  (the  absolute 
polymorphonuclear  count  is  above  1,000  per 
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cm.),  and  the  sugar  content  is  diminished  to 
absent. 

Roentgen  examination  of  joints  is  of  course  of 
primary  importance  in  diagnosis  and  should  be 
a routine  procedure  in  the  initial  evaluation  and 
observation  of  the  progression  of  the  arthritis. 
Detailed  discussion  of  x-ray  changes  is  not  within 
the  scope  of  this  paper. 

Waaler25  in  1940  and  Rose26  in  1948  called 
attention  to  the  ability  of  a rheumatoid  ar- 
thritis serum  to  agglutinate  sensitized  sheep  red 
cells.  The  sensitized  sheep  cell  agglutination 
or  Rose-Waaler  test  has  proved  extremely 
valuable  as  a diagnostic  and  research  tool.  The 
test  has  been  modified  by  a number  of  investiga- 
tors as  follows:  (a)  Modified  Sheep  Cell  Ag- 
glutination Test,36  (b)  Animal  Serum  Potentiated 
Agglutination,36  (c)  Agglutination  Tests  on  the 
Globulin  Fraction,37  (d)  Fraction  II  or  Gamma 
Globulin  Test,38  (e)  Latex  Particle  Test,39  (f) 
Test  for  Agglutination  Inhibitor,37  and  (g) 
Rapid  Flocculation  Test  with  Sensitized  Benton- 
ite.40 

None  of  these  tests  is  in  any  way  foolproof. 
The  number  of  positives  in  various  series  ranges 
from  60  to  95  per  cent,  depending  on  the  test 
and  the  investigator,  although  in  no  other  con- 
dition does  the  percentage  of  positives  even  ap- 
proach rheumatoid  arthritis.  In  ankylosing 
spondylitis  4 per  cent  gave  positive  results,  thus 
strengthening  the  predominant  opinion  that  this 
form  of  arthritis  and  rheumatoid  arthritis  are 
separate  syndromes.  In  juvenile  rheumatoid 
arthritis  (Still’s  disease)  only  about  20  per  cent 
have  been  found  to  have  a positive  agglutination 
test,  but  Ziff  is  of  the  opinion  that  more  sensitive 
tests  will  find  the  juvenile  form  to  demonstrate 
as  high  a proportion  of  sera  containing  the  rheu- 
matoid factor  as  the  adult  variety.  Ziff  et  a/.41 
reported  an  interesting  series  wherein  a minority 
of  their  cases  of  pre puberty  juvenile  peripheral 
rheumatoid  arthritis  who  later  developed  an 
adult  type  of  spond^ditis  had  negative  tests, 
while  in  those  with  true  cervical  apophyseal 
arthritis  and  peripheral  arthritis  the  test  was 
positive.  Psoriatic  arthropathy  and  psoriasis 
with  rheumatoid  arthritis  demonstrated  the 
“rheumatoid  factor”  in  very  few  instances  and 
reflects  further  doubt  on  the  validity  of  including 
either  variety  under  true  rheumatoid  disease. 

Comparatively  small  numbers  of  positive  re- 
sults are  obtained  in  scleroderma,  polyarteritis 
nodoga,  dermatomj’ositis,  and  Reiter’s  syndrome, 


and  in  some  of  the  positive  instances  rheumatoid 
arthritis  may  have  been  the  correct  diagnosis. 
(The  relationship  of  rheumatoid  arthritis,  the 
sheep  cell  test  and  disseminated  lupus  erythe- 
matosus has  been  discussed  above.)  In  osteo- 
arthritis, gout,  rheumatic  fever,  nonarticular 
rheumatism  and  nonrheumatic  diseases,  the 
agglutination  tests  are  almost  always  negative 
with  the  interesting  exception  of  a report  of 
14  per  cent  positives  in  infectious  hepatitis.36'42 
This  later  finding  may  reflect  the  presence  of 
abnormal  globulins  that  are  prevalent  in  hepatitis. 

Therapy 

General  and  Miscellaneous. — Discussion 
of  therapy  can  be  best  initiated  by  appreciation 
of  the  fact  that  any  claims  of  therapeutic  success 
have  been  extremely  difficult  to  evaluate.  The 
standard  criteria  for  therapeutic  response  have 
derived  from  the  efforts  of  Steinbrocker  and  his 
coworkers,43  and  their  employment  should  in- 
troduce more  comprehensive,  specific,  and  orderly 
reporting  of  the  results  of  treatment. 

Despite  the  advent  of  “wonder  drugs”  there 
are  certain  basic  fundamentals  which  must  not 
be  ignored.  That  the  patient  must  be  con- 
sidered as  a whole  is  basic  but  never  trite  and  of 
paramount  importance.  Any  incidental  in- 
fections should  be  treated,  that  is,  an}r  foci  in  the 
teeth,  sinuses,  and  renal  tract  should  be  dis- 
covered and  eliminated.  This  is  not  to  imply 
that  foci  of  infections  are  likely  to  be  the  cause 
and  their  removal  the  cure  of  rheumatoid  ar- 
thritis, but  as  a measure  of  general  health,  eradi- 
cation of  infection  is  obviously  to  the  patients’ 
advantage.  Vaccines,  stock  or  autogenous,  or 
specially  prepared,  have  long  been  used  in 
rheumatoid  arthritis.  Today  the  over-all  im- 
pression is  that  they  are  without  value.44  How- 
ever, in  the  11th  Rheumatism  Review45  reports 
are  mentioned  of  benefits  derived  from  Crowe’s 
vaccine  and  from  filtrates  of  hemolytic  and  non- 
hemolytic streptococci. 

While  cobra  venom  lacks  any  established  place 
in  therapy,  a report  has  been  published46  claiming 
substantial  relief  of  symptoms  with  the  so-called 
“Bryson  treatment  of  chronic  arthritis,”  which 
employs  a mixture  of  cobra  venom  and  silicic 
and  formic  acids.  A recent  study47  using  the 
double-blind  technic  reported  this  treatment  to 
be  without  value  in  osteoarthritis,  and  a similar 
investigation  is  indicated  in  rheumatoid  disease. 
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Anemia  is  usually  present  in  an  active  gen- 
eralized rheumatoid  arthritis  and  is  frequently 
severe  and  notably  refractory  to  oral  iron  as  a 
therapeutic  measure.  Recent  investigations48 
indicate  that  the  deficiency  is  not  related  to  poor 
gut  absorption  or  to  an  iron  deficiency  per  se  but 
to  a specific  factor  in  the  blood  of  a rheumatoid 
arthritis  patient,  which  encompasses  a de- 
creased erythrocyte  survival  rate.  It  was  also 
demonstrated  that  intravenous  or  intramuscular 
iron  may  initiate  hematologic  improvement 
where  oral  therapy  has  failed. 

The  value  of  adequate  and  physiologic  rest 
cannot  be  stressed  too  strongly.  Joints  already 
injured  must  be  guarded  against  unnecessary 
and  undue  violence.  Parenthetically,  in  the 
patient  confined  to  bed,  joints  should  not  be 
allowed  to  remain  in  “comfortable”  positions 
likely  to  result  in  permanent  contractures  (as  in 
the  knee  flexed  over  a pillow) . When  rheumatoid 
arthritis  is  in  an  acute,  generalized  state,  complete 
bed  rest  for  a period  of  time  may  be  necessary 
and  beneficial.  During  such  an  episode  correct 
positioning  and  even  splinting  of  joints  is  indi- 
cated accompanied  by  gentle  physical  therapy 
measures,  such  as  passive  motion  and  gentle 
massage  short  of  producing  pain.  Also  during 
such  periods  of  enforced  quietude  every  effort 
should  be  made  to  use  methods  of  occupational 
therapy,  largely  for  psychotherapeutic  reasons, 
but  also  as  another  means  of  combatting  muscle 
weakness  and  achieving  muscle  re-education. 

No  value  has  derived  from  employing  various 
dietary  and  vitamin  regimens.  As  is  so  often  the 
case  where  no  specific  therapy  exists,  numerous 
drugs  have  been  used  and  largely  without  distinct, 
clear-cut  success.  Among  these  are  hyaluroni- 
dase  inhibitors,  para-amino  salicylic  acid,  para- 
amino  benzoic  acid  plus  salicylates,  adenosine 
triple  phosphate,  and  Pronestyl.  Some  success  is 
reported  with  nitrogen  mustards,49  but  there  have 
been  no  extensive  trials,  and  its  severe  toxic 
properties  preclude  its  routine  clinical  application. 

Previous  studies  have  not  reflected  noteworthy 
success  with  antimalarial  drugs.50  However, 
at  the  1957  International  Congress  on  Rheumatic 
Diseases,  in  Toronto,  Canada,  several  investi- 
gators (I.  Brucker  of  Rumania,  A.  W.  Bagnall  of 
British  Columbia,  and  R.  L.  E.  Rinehart  of 
Oregon)  reported  favorably  regarding  the  anti- 
rheumatic  potency  of  one  of  these  drugs,  chloro- 
quine.  Bagnall  particularly  believed  chloro- 
quine  to  attack  the  basic  disease  process  rather 


than  the  inflammatory  manifestations.  All  were 
impressed  with  the  striking  absence  of  untoward 
side-effects.  Obviously  further  careful  and  ex- 
tensive study  of  the  antimalarial  agents  is  indi- 
cated in  rheumatoid  arthritis. 

Pooled  postpartum  plasma  demonstrated  great 
promise  when  initially  reported.51  Subsequent 
investigations  by  accredited  workers  have 
failed  to  duplicate  the  result.52  Similarly  therapy 
with  placental  serum  was  enthusiastically  re- 
ported53 but  has  not  achieved  the  same  success 
in  other  hands.54 

Chrysotherapy  (soluble  gold  salts). — These 
drugs  were  widely  introduced  as  therapy  in 
rheumatoid  arthritis  by  Forestier55  in  1929. 
Chrysotherapy  has  never  been  fully  accepted  in 
the  United  States,  and  today  there  is  still  no 
doubt  of  its  toxic  properties  and  of  its  infre- 
quency of  benefit.  But  it  is  in  some  respects  a 
treatment  more  sinned  against  than  sinning. 
That  a majority  of  investigators  in  the  field 
still  consider  gold  treatment  of  value  speaks  for 
itself.  Freyberg56  has  recently  documentated 
the  current  status  of  chrysotherapy,  and  his 
recommendations  should  be  followed. 

Gold  has  a distinct  suppressive  action  on  the 
rheumatoid  state.  Because  it  does  not  produce 
hormonal  side-effects,  it  can  be  introduced  where 
corticotropin  and  steroids  are  contraindicated 
primarily  or  by  virtue  of  already  produced 
undesirable  side-reactions,  such  as  peptic  ulcer, 
psychosis,  hypertension,  diabetes  mellitus,  osteo- 
porosis, and/or  pathologic  fracture.  When 
chrysotherapy  is  successful,  monthly  to  bi- 
monthly injections  of  gold  are  usually  sufficient 
to  control  the  disease.  This  of  course  is  a 
distinct  benefit  that  steroids  cannot  offer.  On 
the  negative  side  are  the  comparatively  few  in- 
stances in  which  gold  treatment  is  distinctly 
beneficial,  the  slowness  (usually  many  weeks) 
with  which  improvement  occurs,  and  the  un- 
questionable propensity  to  toxic  reactions,  mainly 
blood  dyscrasias,  dermatitis,  renal  involvement, 
and  liver  damage.  Specific  contraindications  to 
the  use  of  gold  are  previous  occurrences  of  toxic- 
ity, renal  or  hepatic  disease,  blood  dyscrasia, 
severe  debilitation,  and  probably  any  marked 
tendency  to  allergy,  particularly  to  drugs. 

Chrysotherapy  holds  forth  promise  of  success 
mostly  in  the  young  patient  with  acute  progres- 
sive rheumatoid  arthritis  of  less  than  two  years 
standing.  When  the  disease  is  of  long  standing 
and  where  joints  are  already  chronically  damaged 
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it  is  useless  to  employ  gold,  since  no  good  and 
perhaps  harm  may  come  of  it.  Therefore,  gold 
therapy  should  not  be  left  as  a last  resort,  for 
under  such  circumstances  it  is  valueless.  Con- 
trariwise, in  the  early  case  simple  nonspecific 
measures  should  first  be  employed  and  only  in 
the  face  of  inexorable  progression  of  the  disease 
should  gold  be  considered.  Some  value  has  been 
reported  in  the  concomitant  use  of  gold  and 
steroids.  They  do  not  truly  potentiate  each 
other’s  antirheumatic  value,  but  perhaps  small 
doses  of  steroid  may  tide  the  patient  over  until 
such  time  as  the  gold  salts  have  been  successful 
or  not. 

Precise  and  constant  precautions  are  called  for 
in  chrysotherapy.  Weekly  physical  examina- 
tions for  dermatitis,  stomatitis,  and  icterus,  and 
complete  blood  count  and  urinalysis  must  be 
faithfully  performed  prior  to  each  injection. 
Only  when  the  periods  between  injections 
lengthen  can  the  former  precautionary  measures 
be  altered  coincidentally.  In  the  event  of  toxic- 
ity all  gold  injections  must  of  course  be  dis- 
continued, and  if  toxicity  is  severe  corticotropin, 
corticosteroids,  and  BAL  (British  Anti-Lewisite) 
are  available  as  excellent  antidotes.  In  case  of 
leukopenia  it  would  seem  advisable  to  use  anti- 
biotics as  well.  Perhaps  the  availability  of 
potent  antidotes  lessens  the  risk  of  chrysotherapy, 
without  at  the  same  time  diminishing  the  neces- 
sity for  the  full  use  of  precautionary  measures. 

Phenylbutazone  (Butazolidin) . — Following 
its  successful  use  in  Europe,  phenylbutazone  was 
introduced  into  the  United  States  in  1951,  and 
while  its  beneficial  effects  were  recognized,  fre- 
quent and  severe  toxic  reactions  were  soon  re- 
ported. The  drug  was  intensively  studied,  and 
it  was  discovered  that  the  original  suggested 
dosage  of  800  to  1,200  mg.  daily  was  unnecessary, 
since  a not  very  conspicuous  drop  in  the  serum 
value  was  noted  at  400  mg.  daily  as  compared  to 
the  larger  doses.  Simultaneous  clinical  results 
were  also  comparable.  The  accepted  dosage 
now  is  400  to  600  mg.  daily  for  several  days, 
followed  by  100  to  400  mg.  daily  as  indicated  by 
symptoms.  The  drug  has  undoubted  anti- 
phlogistic as  well  as  analgesic  qualities  and  there- 
fore would  be  expected  to  be  beneficial  in  an 
inflammatory  disease  such  as  rheumatoid  ar- 
thritis. However,  it  is  far  from  the  complete 
therapeutic  answer,  since  it  is  not  curative  but 
merely  palliative  and  must  be  continued  in- 
definitely, even  in  those  cases  where  it  has  been 


effective. 

Despite  the  lower  dosage  regimen  observation 
for  toxicity  must  be  constant.  While  they  rarely 
appear  before  one  week  has  elapsed,  untoward 
reactions  have  appeared  after  only  several  days. 
It  is  contraindicated  in  cardiac  and  renal  disease 
patients,  those  with  blood  dyscrasias,  where  there 
is  a history  of  severe  allergy,  where  a peptic 
ulcer  exists  or  has  been  known  or  suspected,  and 
in  the  presence  of  dermatitis.  When  adminis- 
tered, a complete  blood  count,  urinalysis,  stool 
for  occult  blood,  examination  for  edema  and 
skin  eruption,  and  questioning  as  to  gastroin- 
testinal symptoms  should  be  completed  weekly 
for  the  first  three  months,  and  thereafter  on  a 
biweekly  basis.  If  the  dose  is  lowered  to  100  to 
200  mg.  daily,  the  examination  may  be  performed 
every  three  weeks.  Many  rheumatologists  have 
considered  the  drug  as  potentially  too  dangerous, 
but  others  have  reported  large  series  of  cases 
over  a long  period  with  little  or  no  permanent 
ill  effects.  The  more  common  serious  compli- 
cations to  be  observed  are  bonemarrow  depres- 
sion, edema,  skin  eruptions,  and  peptic  ulcer  and 
its  complications.  Toxicity  in  a reported  series 
ran  as  high  as  40  per  cent.  In  general  there  is 
agreement  that  phenylbutazone  has  potent  anti- 
rheumatic properties,  and  although  a large 
percentage  of  adverse  reactions  occur,  only  a 
small  percentage  are  serious.  However,  an 
extensive  literature,  too  broad  to  quote  com- 
pletely in  this  article,  has  been  filed  on  case  re- 
ports of  aplastic  anemia,  peptic  ulcer  perforations, 
gastric  hemorrhage,  and  hypersensitivity  reac- 
tions.57-60 The  physician  and  patient  embarking 
on  the  use  of  this  drug  must  weigh  its  properties 
carefully. 

Systemic  Steroids. — While  the  advent  of  the 
corticosteroids  and  corticotropin  ushered  in  a 
new  era  in  rheumatoid  arthritis,  they  did  not 
solve  the  etblogic  or  therapeutic  problems. 
These  substances  have  distinct  and  marked 
antiphlogistic  qualities  that  do  not  effect  the 
basic  disease  itself.  As  demonstrated  in  a four- 
year  follow-up,  despite  subjective,  objective,  and 
laboratory  signs  of  improvement  under  a steroid 
regimen,  patients  revealed  unequivocal  evidence 
of  progressive  subchondral  bone  destruction.61 
Furthermore,  by  this  time  reports  and  literature 
too  numerous  to  mention  here  have  poured  in  with 
evidence  of  undesirable  side-reactions  ranging 
from  mild  to  serious,  albeit  all  or  most  reactions 
regress  following  withdrawal  of  the  steroids  or 
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ACTH.  Among  the  untoward  effects  are  those 
of  Cushing’s  syndrome,  sodium  retention  and 
potassium  loss,  impaired  glucose  tolerance, 
adrenal  and  pituitary  gland  suppression,  hyper- 
tension, osteoporosis  and  fractures,  peptic  ulcer, 
retarded  wound  healing,  reactivation  and  ex- 
acerbation of  infections,  disturbances  of  the 
psyche,  skin  lesions,  and  phlebothrombosis. 
A most  recent  warning  was  sounded  by  Bunim 
at  the  1957  International  Congress  of  Rheumatic 
Diseases  when  he  noted  the  serious,  significant 
and  sometimes  fatal  side-effects  of  the  predni- 
steroids.  Consequently,  it  behooves  the  clini- 
cian who  treats  rheumatoid  arthritis  to  under- 
stand that  when  administering  a steroid  to  his 
patient,  he  must  be  prepared  to  appreciate  its 
limitations  and  adverse  effects  as  well  as  its 
benefits,  and  that,  while  they  are  valuable  tools, 
they  must  not  be  handled  lightly  or  carelessly. 

Cortisone  and  hydrocortisone  were  the  first 
steroid  drugs,  but  the  introduction  in  1955  of 
their  analogs,  the  prednisteroids  (prednisone  and 
prednisolone)  bids  fair  to  eliminate  the  former 
from  the  routine  armamentarium.  Initial  en- 
thusiasm for  the  prednisteroids  was  great,  for  it 
was  soon  apparent  that,  milligram  for  milligram, 
they  were  three  to  four  times  more  powerful 
than  cortisone  and  hydrocortisone.  Further- 
more, their  propensities  for  sodium  and  water 
retention  and  potassium  excretion  were  consider- 
ably diminished.  Dosage  schedules  were  care- 
fully worked  out,  and,  depending  on  the  severity 
of  the  case,  10  to  30  mg.  was  the  initial  daily 
suppressive  dose.  Maintenance  levels  range 
from  2.5  to  15  mg.  daily  and  should  be  reached 
from  suppressive  heights  by  increment  reduction 
of  1.25  to  2.5  mg.  at  five  to  fourteen-day  intervals. 
Incidentally,  there  is  little  or  no  difference  be- 
tween prednisone  and  prednisolone  as  to  thera- 
peutic value  and  the  extent  of  undesirable  side- 
reactions. 

As  might  have  been  predicted  from  previous 
experiences  with  steroids,  after  the  first  blush 
had  faded  the  prednisteroids  were  discovered  to 
produce  the  usual  untoward  events.  They  were 
particularly  prone  to  engender  digestive  disturb- 
ances, ecchymoses,  and  vasomotor  symptoms 
to  a distinctly  higher  degree  than  the'  cortico- 
steroids.62-67 Combinations  of  the  prednisteroids 
with  antacids  (several  brand  names  are  available) 
or  the  steroid  and  antacid  separately  are  used  in 
an  attempt  to  dimmish  peptic  ulcer  formation, 
although  this  is  not  always  attendant  with  suc- 


cess. Nonetheless,  it  is  at  least  advisable  to 
place  on  antiulcer  therapy  any  patient  taking 
steroids  who  reports  digestive  complaints.  A 
further  precaution  is  a gastrointestinal  x-ray 
series  yearly  on  all  patients  on  prolonged  steroid 
therapy.  A most  difficult  problem  is  the  patient 
with  a known  peptic  ulcer  or  who  has  suffered  a 
complication  of  the  ulcer  but  who  is  a rheumatoid 
cripple  when  denied  steroids.  All  elements  must 
be  carefully  weighed  and  the  decision  is  a calcu- 
lated one.  Small  doses  of  corticosteroids  rather 
than  prednisteroids  may  be  indicated.  A new 
synthetic  steroid,  16  alpha-hydroxy-9  alpha- 
fluoro,  delta  1 -hydrocortisone  (triamcinolone)  is 
being  investigated,  and  preliminary  reports68 
indicate  a possible  tendency  to  fewer  untoward 
digestive  tract  effects.  Further  reports  at  the 
1957  International  Congress  of  Rheumatic 
Diseases  described  triamcinolone  as  producing 
side-effects  peculiar  to  it,  namely  headaches, 
drowsiness,  dizziness,  asthenia,  and  excessive 
weight  loss,  as  well  as  the  usual  untoward  re- 
actions of  a steroid. 

Boland69  has  succinctly  summarized  the  present 
status  of  the  prednisteroids,  and  while  they  were 
written  prior  to  the  announcement  of  the  latest 
steroid  analog  mentioned  above,  his  statements 
cover  it  as  well.  He  points  out  that  each  new 
analog  demonstrates  an  ability  to  vary  the 
potency  milligram  for  milligram  while  simul- 
taneously altering  electrolyte  activity.  At  the 
same  time  we  draw  closer  to  separating  the  desir- 
able anti-inflammatory  effects  from  the  untoward 
reactions.  He  reminds  us  that  the  predni- 
steroids share  the  shortcomings  with  the  cortico- 
steroids, and  underlines  the  important  observa- 
tions that  each  steroid  has  its  unique  values  and 
unwanted  effects  and  that  each  should  be  used 
discriminately  after  the  decision  is  made  to 
administer  a steroid  in  a particular  patient. 
The  discriminatory  approach  to  steroid  therapy 
was  reviewed  by  Hench.70  He  believes  that 
initial  treatment  in  rheumatoid  arthritis  should 
be  salicylates,  joint  protection,  and  physical 
therapy,  and  he  emphasizes  that  hormones  are 
not  the  “treatment  of  choice”  but  are  a “sup- 
plement or  a substitute  of  choice.”  Parentheti- 
cally, they  may  be  the  “treatment  of  choice”  for 
a particular  patient,  and  in  each  instance  in- 
dividualized adjustment  of  dosage  is  indicated. 
The  therapeutic  goal  should  be  mild,  nonpro- 
gressive hypercortisonism. 

Intra-Articular  Steroids. — The  above  dis- 
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cussion  has  been  relative  to  systemic  use  of  the 
steroids,  but  they  are  also  used  locally  as  an 
intra-articular  device.71  This  intra-articular  em- 
ployment has  only  limited  value  in  rheumatoid 
arthritis,  since  the  beneficial  effect  is  usually  of 
short  duration  and  in  many  instances  prevails 
for  only  several  days.  Furthermore,  it  is  pal- 
pably unrealistic  to  inject  the  multiple  implicated 
joints  of  the  average  rheumatoid  patient.  How- 
ever, where  one  or  two  joints  are  involved  or  are 
most  severely  involved,  intra-articular  hormones 
are  valuable,  since  repeated  injections  are  not 
harmful  and  may  be  the  means  of  preserving  the 
patient  from  systemic  steroid  therapy  or  of  allow- 
ing a smaller  daily  dose.  Benefit  is  derived  also 
in  conjunction  with  orthopedic  surgery  to  rheu- 
matoid joints,  since  it  may  help  to  control  forma- 
tion or  reformation  of  adhesions  and  contractures 
and  minimize  formation  of  scar  tissue.  Such 
noteworthy  effects  may  to  some  degree  ensue 
from  intra-articular  treatment  without  surgery. 
It  is  valuable  also  in  helping  to  tide  a patient  over 
a preparatory  period  such  as  during  the  early 
weeks  of  gold  therapy.  Cortisone  itself  is 
without  value  for  intra-articular  use.  Hydro- 
cortisone acetate  and  its  free  alcohol  are  the  ef- 
fective agents.  Hydrocortisone  tertiary  butyl 
acetate  perhaps  has  a more  sustained  action,72 
but  the  prednisteroids  are  not  noticeably  more 
effective. 

Adrenocorticotropin  (ACTH). — This  hor- 
mone was  reported  by  Hench  el  al.1  shortly  after 
cortisone  as  exhibiting  similar  merit  as  an  anti- 
rheumatic agent.  Its  action  is  a stimulating  one 
on  the  adrenal  cortex  to  produce  the  natural 
steroid  which  is  apparently  hydrocortisone.73 
Because  of  the  necessity  for  frequent  (one  to 
three  times  daily)  intramuscular  injections  as  the 
only  possible  therapeutic  route,  it  has  not  enjoyed 
much  popularity  as  a routine  antirheumatoid 
agent.  Recently  an  ACTH  preparation  with 
zinc  hydrochloride  added74  has  been  tested  and 
reported  to  maintain  a maximum  duration  of 
action  of  twenty-four  hours  or  longer.  Plain 
aqueous  and  the  gel  preparations  of  ACTH  are 
of  distinctly  shorter  duration  of  action.  In 
addition,  evidence  is  produced  to  indicate  a need 
for  at  least  one-third  fewrer  units  in  the  zinc  prepa- 
ration than  with  the  gel  and  aqueous  prepa- 
rations.74 ACTH  preparations  have  found  their 
greatest  value  as  an  intermittent  injection, 
approximately  once  every  seven  to  ten  days 
presumably  to  prevent  too  great  an  adrenocortical 


atrophy  in  patients  receiving  long-term  steroid 
therapy.  Further  observations  may  prove  the 
zinc  preparation  to  be  valuable  in  a prolonged 
therapeutic  regimen  wherein  only  two  or  three 
intramuscular  injections  weekly  may  be  sufficient. 
It  must  be  mentioned  that  acquired  resistance 
and  allergic  reactions  are  not  infrequent  in  pro- 
longed treatment  with  ACTH.76 

Mitigation  of  Untoward  Events  in  Steroid 
and  ACTH  Therapy. — The  greatest  protection 
against  untoward  side-effects  of  ACTH  and  the 
steroids  lies  in  utilizing  the  smallest  effective 
dosage  regimen  and  in  constant  patient  super- 
vision. When  steroids  and  ACTH  are  employed, 
various  regimens  are  in  order,  depending  on  the 
medication.  With  corticosteroids  and  ACTH, 
low  sodium  and  supplemental  potassium  is 
necessary,  while  such  restrictions  are  less  rigid 
with  the  prednisteroids.  In  all  instances  the 
use  of  antiulcer  regimens  may  be  necessary. 
Testosterone  and  estrogens  have  been  recom- 
mended as  protection  against  osteoporosis  (an- 
other undesirable  side-effect),  but  not  as  a routine 
measure.  Perhaps  it  is  most  useful  in  the  older 
patient. 

A singular  and  most  undesirable  side-effect 
has  been  the  tendency  to  irreversible  shock, 
probably  “adrenal  apoplexy,”  during  and  fol- 
lowing operations,  trauma,  and  febrile  illness.76 
A patient  undergoing  surgery,  to  whom  steroids 
have  been  administered  within  a six-month  period 
or  in  whom  hypercortisonism  had  been  evident 
within  a two-year  period,  should  receive  steroids 
two  days  prior  to,  during,  and  two  to  six  days 
after  surgery.  When  surgery  is  to  be  performed 
on  a patient  already  under  hormone  treatment, 
additional  dosage  is  indicated.  The  purpose  is 
the  prevention  of  potential  adrenal  insufficiency. 

Abrupt  cessation  of  steroid  therapy  under  any 
circumstances,  even  apart  from  operation  or 
febrile  illness,  will  ordinarily  initiate  a rather 
severe  train  of  events  within  twenty-four  to 
forty-eight  hours,  which  last  two  to  five  days,  of 
headache,  nausea,  vomiting,  restlessness,  malaise, 
and  severe  arthralgias  and  myalgias.77  There- 
fore, withdrawal  of  steroid  therapy  from  any 
patient  should  be  a slow  and  graduated  measure 
with  careful  observation  for  possible  reactions. 

Salicylates. — With  all  the  investigation  and 
use  of  the  newer  antirheumatic  drugs,  aspirin 
(acetyl  salicylic  acid)  still  remains  the  most  used 
and  useful  agent  and  when  correctly  administered 
is  extremely  beneficial.78  As  the  drug  of  choice 
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in  mild  to  moderate  cases  and  for  its  use  as  an 
adjunct  with  other  modalities  such  as  the 
steroids,  the  “lowly  aspirin”  holds  a pre-eminent 
position  in  the  armamentarium  of  rheumatoid 
arthritis.  A recent  year-long  study  of  cases 
gathered  by  several  institutions  in  Great  Britain 
revealed  no  distinct  difference  between  cortisone 
and  aspirin  both  in  regard  to  therapeutic  value 
and  their  effect  on  the  progression  of  the  dis- 
ease.7980 While  the  cases  in  the  main  were  not 
of  the  advanced  type,  the  report  nevertheless 
gave  cause  for  thought,  and  now  a three-year 
follow-up  of  these  patients,  presented  at  the 
recent  Ninth  International  Congress  of  Rheu- 
matic Diseases,  confirmed  the  earlier  indications 
of  the  remarkable  similarity  in  long-term  effect 
between  aspirin  and  the  steroids.  This  report 
should  come  as  no  great  surprise.  Perhaps  in  a 
large  number  of  instances  aspirin  fails  as  a 
satisfactory  rheumatoid  arthritis  drug  because 
of  a too  gingerly  approach  to  its  usefulness.  It  is 
not  of  much  value  when  administered  in  improper 
dosage,  intermittently  and  without  concomitant 
general  care  and  physical  therapy.  Greatest 
benefits  are  obtained  when  salicylates  are  pushed 
just  short  of  the  point  of  tolerance,  and  the 
patient  should  take  at  least  10  to  15  grains  every 
three  or  four  hours.  The  incidence  of  gastro- 
intestinal side-reactions  can  usually  be  well 
modified  or  eliminated  by  using  buffered  forms  of 
aspirin  or  aspirin  plus  antacids. 

Physical  and  Surgical  Thkrapy. — Space 
does  not  permit  detailed  discussion  of  physical 
therapy  and  rehabilitation  and  of  corrective 
and  supportive  orthopedic  surgical  procedures. 
Vocational  rehabilitation  of  patients  with  rheu- 
matoid arthritis  is  well  described  by  Aiken.81 
Duthie  et  alA2  evaluate  conscientious  application 
of  conservative  forms  of  therapy  (physical 
therapy  etc.)  plus  detailed  social  and  medical 
supervision  and  find  them  to  compare  favorably 
with  gold  and  cortisone.  Unfortunately  the  vast 
majority  of  rheumatoid  patients  could  not  afford 
such  intensive,  careful,  and  prolonged  care,  nor 
are  there  anywhere  near  the  necessary  number  of 
institutional  setups.  Bowman  has  made  a com- 
prehensive study  of  the  rehabilitation  of  the 
chronic  rheumatoid  arthritic  patient.83’84  With 
combined  and  close  teamwork  of  medical  and 
rehabilitation  staffs  distinct  and  gratifying  prog- 
ress is  realized  with  severely  crippled  patients. 
Again  it  must  be  understood  that  under  most 
financial  circumstances  such  a long-term  and 


extensive  program  is  not  possible. 

Surgical  procedures  are  reviewed  by  Harris,86 
who  stresses  that  the  rheumatoid  status  should 
be  quiescent  before  such  interference.  Arthro- 
plasty should  be  a replacement  method  to  avoid 
a flail  joint.  Arthrodesis  is  indicated  to  reduce 
intractable  pain.  Soft  tissues  may  be  divided 
to  release  flexion  contractions.  Preston86  advo- 
cates the  conjoint  use  of  steroids  and  ACTH  as 
aids  in  improving  orthopedic  results.  An  inter- 
esting report,  not  yet  confirmed  by  others, 
describes  an  extended  sympathectomy  in  ad- 
vanced rheumatoid  arthritis  as  producing  effec- 
tive relief.87 

In  essence,  treatment  of  rheumatoid  arthritis 
cannot  depend  on  one  moiety.  The  virtue  of 
halting  or  reversing  the  progression  of  the  disease 
is  conspicuously  absent  in  any  therapy.  Only 
careful  individual  evaluation  of  each  patient  and 
consideration  of  the  most  suitable  course  of  ther- 
apy in  that  instance  will  achieve  the  maximum 
degree  of  improvement.  No  course  is  absolute, 
and  alterations  are  necessary  as  indicated  by  the 
clinical  situation. 

Summary 

The  current  status  and  management  of  rheu- 
matoid arthritis  has  been  reviewed.  Few  diseases 
today  claim  as  much  attention  in  the  medical 
literature,  and  the  references  below,  while 
attempting  to  be  representative,  only  scratch  the 
surface.  I should  like  to  leave  the  reader  with 
two  observations:  first,  rheumatoid  arthritis  is  a 
complex  systemic,  mesenchymal  disease,  and 
second,  there  is  no  short  cut  to  successful  therapy 
(and  this  includes  steroids  and  ACTH).  In- 
dividualized attention  should  be  the  watchword 
in  rheumatoid  arthritis. 

Ad  den  flu  m 

Since  submitting  this  paper  for  publication 
further  information  has  been  made  available  con- 
cerning long-term  controlled  studies  of  the  ef- 
fects of  chloroquine  in  rheumatoid  arthritis. 
Two  of  the  most  informative  communications  are 
those  of  A.  W.  Bagnall  (Canad.  M.  A.  .T.  77 : 182 
[1957])  and  A.  L.  Scherbel  and  his  associates 
(Cleveland  Clin.  Quart.  24:  98  [1957])  who  re- 
port very  favorably  on  the  use  of  chloroquine 
phosphate  and  hydroxychloroquine  sulphate.  A 
gratifying  response  was  noted  in  a large  percent- 
age of  patients  while  untoward  side-effects  oc- 
curred in  the  minority.  These  were  not  serious 
and  disappeared  upon  discontinuance  of  the 
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drug.  Gastrointestinal  upset  is  the  most  com- 
mon sign  of  intolerance,  followed  by  dermatitis, 
headache,  visual  disturbances,  and  emotional 
variations.  Because  of  the  possibility  of  a skin 
eruption,  it  is  inadvisable  to  use  chloroquine 
simultaneously  with  gold  or  phenylbutazone. 
Steroids,  salicylates,  and  physiotherapy  can  be 
given  concurrently  and  are  usually  necessary 
until  clinical  response  to  chloroquine  begins. 
Unlike  the  dramatic  improvement  initiated  by  a 
steroid,  noticeable  response  to  chloroquine  usu- 
ally requires  six  to  twelve  weeks  of  treatment,  and 
maximum  benefit  may  not  be  achieved  for  as 
long  as  twelve  months.  Following  a satisfactory 
subjective  and  objective  remission,  improvement 
may  persist  for  many  months  despite  discontinua- 
tion of  therapy. 

While  chloroquine  phosphate  and  hydroxy- 
chloroquine sulphate  are  approximately  equally 
efficacious  in  their  ability  to  produce  improve- 
ment, and  each  produces  identical  untoward 
side-reactions,  these  reactions  occur  less  fre- 
quently with  the  sulphate  form.  A striking  bene- 
fit of  the  phosphate  is  that  one  tablet  daily  (250 
mg.)  is  the  required  dose,  and  gastric  disturb- 
ances can  often  be  avoided  by  introducing  the 
medication  following  the  evening  meal  with  or 
without  the  help  of  antacid  preparations.  If 
chloroquine  phosphate  continues  to  be  poorly 
tolerated,  substitution  of  hydroxychloroquine 
sulphate  (200-600  mg.  daily)  may  be  satisfac- 
tory. 

Intensive  investigation  is  under  way  to  evalu- 
ate further  the  chloroquine  drugs  as  antirheu- 
matic agents.  If  forthcoming  reports  corroborate 
the  recent  publications,  then  a new  vista  is 
opened  to  many  rheumatoid  sufferers  of  a rela- 
tively inexpensive,  inoffensive  medication  which 
will  suppress  not  only  the  effects  of  rheumatoid 
arthritis  but  the  disease  itself  and  forestall  the 
otherwise  inexorable  course. 

6 East  86th  Street 
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( Number  thirty  of  a series  on  Recent  Advances  in  Medicine  and  Surgery ) 


Brain  Damage  Following  Urokon  Injection  in  the  Brachial  Artery 


Although  use  of  contrast  media  in  arteriography 
has  become  an  almost  indispensable  diagnostic 
technic  in  cerebral  and  cardiac  angiography,  such 
studies  present  certain  hazards.  These  dangers  are 
illustrated  by  a cerebrovascular  accident  directly 
attributable  to  injection  of  70  per  cent  Urokon 
Sodium.  Effects  were  evident  on  completion  of  the 
injection:  ten  hours  later  the  patient  was  dead. 
The  author  says  the  time  interval  between  injection 
of  the  contrast  substance  and  death  due  to  cerebral 
damage  was  the  shortest  found  in  published  reports. 


Pathologic  findings  are  summarized  by  the  author 
as  follows:  capillary  and  arteriolar  dilatation,  peri- 
vascular hemorrhages,  and  early  massive  infarction. 
It  is  postulated  that  these  alterations  were  the  result 
of  vasospasm  and  vasoparalysis  produced  by  the 
chemotoxic  effect  of  the  contrast  medium  on  the 
vessel  walls.  The  pathologic  changes  and  the  path- 
ogenesis of  brain  damage  caused  by  Urokon  appear 
to  be  similar  to  those  found  in  arsphenamine  en- 
cephalopathy.— University  of  Michigan  Medical 
Bulletin,  February,  11)57,  John  G.  Batsakis,  M.D. 
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Case  History 

This  sixty-nine-year-old,  white  female,  when 
first  seen  at  Roswell  Park  Memorial  Institute, 
complained  of  weight  loss,  anorexia,  weakness,  and 
abdominal  pain.  Her  weight  had  fallen  from 
112  to  the  admission  weight  of  94  pounds.  Five 
weeks  prior  to  her  admission  she  experienced 
sharp  pain  for  two  days  in  the  umbilical  region. 
Afterwards  the  pain  occurred  intermittently. 
No  episodes  of  vomiting,  nausea,  or  change  in 
bowel  habit  occurred. 

Physical  examination  revealed  a rather  frail, 
elderly  female  who  showed  evidence  of  recent 
weight  loss.  The  conjunctiva,  Ups,  and  finger- 
nails showed  marked  pallor.  The  pupils  were 
equal  and  reacted  to  Hght  and  accommodation. 
Her  pulse  was  100  and  her  blood  pressure  was 
1 12/90.  At  the  level  of  the  umbilicus  a palpable 
abdominal  mass  extended  to  the  left.  Liver, 
kidney,  and  spleen  were  not  palpable.  The  bi- 
ceps, triceps,  and  patellar  reflexes  were  hyper- 
active. A gastrointestinal  roentgenographic  ex- 
amination showed  a persistent  polypoid  mass  of 
the  stomach  that  extended  from  the  lower  portion 
of  the  pars  media  to  the  pyloric  antrum.  Chest 
x-rays  disclosed  considerable  osteoporosis  of  the 
dorsal  spine,  narrowing  of  the  sixth  dorsal  verte- 
bra, and  an  enlargement  of  the  cardiac  silhouette. 

During  preparation  for  surgery  multiple  blood 
transfusions  raised  her  hemoglobin  from  5.4  to 
15  Gm.  A carcinoma  of  the  stomach  was  re- 
moved by  a total  gastrectomy.  There  was  no 
evidence  of  intra-abdominal  metastases.  Her 
first  postoperative  day  was  satisfactory.  On  the 


second  postoperative  day  the  patient  developed 
difficulty  in  breathing  and  was  unable  to  cough. 
On  the  third  postoperative  day  examination 
showed  a dyspneic,  orthopneic  lady  with  retrac- 
tions of  the  interspaces  of  the  thoracic  cage. 
There  was  no  cyanosis.  Breath  sounds  were  dis- 
tant, and  there  were  rales  at  both  bases.  She 
was  digitalized  and  fluids  were  restricted.  Twice 
daily  20  cc.  of  aminophylline  intravenously  and 
oxygen  with  Alevaire  were  administered.  How- 
ever, in  the  afternoon  of  the  third  postoperative 
day  she  became  comatose  and  developed  tachyp- 
nea. At  that  time  examination  revealed  a blood 
pressure  80/60,  a respiratory  rate  of  30  to  36,  a 
pulse  of  90,  and  a temperature  of  104  F.  The 
left  eye  deviated  to  the  upper  outer  corner  of  the 
orbit.  The  pupils  were  small  (3  mm.)  and  did 
not  react  to  light  or  accommodation.  Fundu- 
scopic  examination  revealed  engorged  veins  and 
blurred  nasal  margins.  The  neck  was  moderately 
stiff,  and  she  had  hypotonia  of  all  Umbs.  She 
moved  all  her  extremities  on  painful  stimulation, 
but  the  right  leg  moved  less  actively  than  the 
left.  There  were  occasional  tonic  twitchings  of 
the  left  leg.  She  had  a positive  Babinski  bilat- 
erally. Despite  emergency  tracheostomy  her 
comatose  state  deepened  and  her  pulse  weakened. 
At  that  time  she  had  what  appeared  to  be  a period 
of  cardiac  arrest  and  was  given  intracardiac 
adrenalin,  which  revived  the  patient.  She  then 
began  to  have  more  convulsive  seizures  every  two 
to  three  minutes  predominantly  on  the  left  side. 
Luminal  Sodium  was  given  to  control  these 
convulsions.  On  the  fourth  postoperative  day 
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her  condition  seemed  to  have  improved.  De- 
spite a blood  pressure  of  130/90  she  was  still 
comatose.  On  the  sixth  postoperative  day  the 
patient  reitiained  semicomatose,  but  she  seemed 
to  improve  clinically,  showing  some  response  to 
external  stimuli. 

Studies  revealed  a serum  potassium  of  5.1 
mEq.,  sodium  of  129  mEq.,  and  chlorides  of  86 
mEq.  The  carbon  dioxide  combining  power  was 
20.6  mEq.,  and  the  blood  sugar  was  139  mg.  per 
cent.  Her  nonprotein  nitrogen  gradually  rose 
from  37  to  55  mg.  per  cent,  although  her  urinary 
output  appeared  to  be  adequate.  The  chest  was 
clear  and  the  abdomen  was  soft. 

The  following  day,  however,  her  coma  deep- 
ened, and  she  expired  in  the  morning  of  her 
eighth-postoperative  day. 

Discussion 

Dr.  Dogan  Perese:  This  patient  was  noted 
to  be  comatose  on  the  third  postoperative  day. 
In  evaluating  various  factors  which  could  bring 
about  a sudden  change  in  the  mental  status  of  a 
patient  who  had  had  no  apparent  impairment  pre- 
operatively,  we  must  know  the  sequence  of  events 
leading  to  the  state  of  unconsciousness.  From 
the  information  we  can  assume  that  she  awoke 
from  the  narcosis  of  anesthesia  and  responded 
normally  during  the  first  postoperative  day. 
Therefore,  one  can  safely  rule  out  the  anoxia  of 
anesthesia  causing  sufficient  damage  in  the  retic- 
ular formation  of  the  medulla,  pons,  and  mid- 
brain to  produce  this  period  of  coma. 

After  the  patient  became  comatose,  physical 
examination  revealed  that  her  pupils  were  small 
(2  mm.)  and  did  not  react  to  light.  The  pupils 
may  be  miotic  in  senility,  arteriosclerosis,  and 
frequently  in  drug  intoxication.  Miosis  is  also 
present  in  irritation  of  the  third  nerve  or  paraly- 
sis of  the  cervical  portion  of  the  sympathetic 
nervous  system  as  well  as  in  coma  caused  by  in- 
volvement of  the  reticular  formation  in  the  sym- 
pathetic centers  in  the  medulla.  Since  small 
pupils  were  noted  shortly  after  the  operation,  one 
cannot  ignore  the  role  of  the  anesthetic  agent. 
What  was  the  agent  used  for  anesthesia? 

Dr.  John  Pickren:  Nitrous  oxide. 

Dr.  Perese:  Since  the  immediate  postoper- 
ative course  of  this  patient  was  satisfactory,  it  is 
difficult  to  attribute  the  small  pupils  to  the  effect 
of  nitrous  oxide  anesthesia.  However,  one  should 
not  ignore  the  conditions  which  may  produce 
coma  and  small  pupils,  such  as  thrombosis  of  the 


paramedian  branches  of  the  basilar  artery  as  well 
as  its  major  trunk.  A direct  or  indirect  pressure 
on  the  medulla  by  tumor  in  the  posterior  fossa 
can  also  give  rise  to  coma  and  small  pupils. 

The  funduscopic  examination  showed  engorged 
veins  and  blurred  nasal  margins  of  the  optic 
discs,  which  indicates  early  papilledema.  An 
ordinary  space-occupying  mass  in  the  brain  pro- 
duces papilledema  as  a result  of  increased  pres- 
sure exerted  on  the  venous  circulation  of  the  op- 
tic nerve.  These  changes  take  place  over  a pe- 
riod of  several  days  or  weeks.  However,  sudden 
increase  of  intracranial  pressure  caused  by  a hem- 
orrhage can  produce  papilledema  in  a shorter 
period  of  time  than  can  a slowly  growing  intra- 
cranial tumor. 

The  patient  had  a stiff  neck.  It  can  be  caused 
by  three  factors:  (1)  meningeal  irritation  either 
chemical,  bacterial,  or  viral  in  origin,  (2)  trauma 
to  the  muscular  and  bony  structures  of  the  neck, 
or  (3)  herniation  of  the  cerebellar  tonsils  below 
the  foramen  magnum.  We  have  no  evidence  to 
suggest  an  inflammatory  reaction  of  the  meninges. 
There  is  no  history  of  trauma.  Herniation  of 
the  cerebellar  tonsils  is  the  most  likely  cause  of 
stiff  neck  in  this  comatose  patient. 

The  next  important  sign  is  hypotonia  of  all  the 
limbs.  Loss  of  muscle  tone  can  be  associated 
with  a state  of  unconsciousness,  especially  in  the 
terminal  stage  of  increased  intracranial  pressure. 
In  order  to  be  able  to  explain  all  the  above  signs 
on  the  basis  of  a single  lesion,  one  has  to  assume 
the  presence  of  a space-occupying  lesion  in  the 
posterior  fossa  exerting  pressure  on  the  midline 
structures  of  the  fourth  ventricle.  The  remain- 
ing neurologic  findings,  such  as  bilateral  pyram- 
idal tract  signs,  are  of  little  localizing  value  be- 
cause they  can  be  produced  by  lesions  of  the  cor- 
tex or  medulla  as  well  as  the  spinal  cord.  How- 
ever, the  history  of  occasional  twitchings  of  the 
left  arm  and  leg  is  significant,  since  they  occurred 
shortly  after  the  appearance  of  coma.  I believe 
that  a sudden  rise  in  the  intracranial  pressure, 
such  as  one  caused  by  hemorrhage  resulting  from 
the  rupture  of  an  aneurysm  or  other  causes, 
could  explain  the  findings  in  this  case.  It  is  not 
unusual  to  have  convulsions  associated  with 
cerebral  hemorrhages  of  various  types,  especially 
in  bleeding  from  arteriovenous  anomalies  or  hem- 
angiomas. The  incidence  of  convulsions  in  cere- 
bral hemorrhage  is  about  15  per  cent. 

I would  like  to  ask  a question  of  Dr.  Tarail  at 
this  point.  What  is  the  relationship  between  the 
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concentration  of  serum  sodium  to  cerebral  dis- 
ease? 

Dr.  Robert  Tarail:  Patients  with  disorders 
of  the  central  nervous  system  are  not  in  any  sense 
immune  to  those  disturbances  of  sodium  metab- 
olism which  may  be  common  denominators  of  a 
wide  variety  of  noncerebral  diseases.  For  ex- 
ample, a fact  which  probably  is  not  widely  enough 
appreciated  relates  to  the  comatose  patient  main- 
tained by  tube  feeding  on  a superrich  protein  in- 
take plus  seemingly  adequate  quantities  of  water. 
A high  serum  sodium  may  ensue,  because  the  de- 
hydration effect  of  metabolites  excreted  in  the 
urine  derives  from  excessive  protein.1 

On  the  other  hand,  there  are  certain  allegedly 
specific  disorders  of  sodium  metabolism  attributed 
to  cerebral  disease.  Among  these  specific  syn- 
dromes may  be  mentioned  evidence  of  urinary 
wastage  of  salt  in  acute  disorders  such  as  menin- 
gitis as  well  as  in  the  course  of  more  chronic  forms 
of  cerebral  diseases.  In  addition,  it  is  well 
known  that  a patient  with  diabetes  insipidus,  if 
allowed  to  become  dehydrated,  readily  develops  a 
high  concentration  of  serum  sodium.  Finally,  it 
may  be  mentioned  that  investigators  such  as  Dr. 
Cooper2  believe  that  a high  serum  sodium  may  in 
some  manner  follow  operations  on  the  brain  by 
mechanisms  other  than  those  previously'  under- 
stood. 

Ordinarily',  from  the  practical  (clinical)  point 
of  view,  it  can  be  very  difficult  to  differentiate 
nonspecific  factors  from  the  supposedly  specific 
cerebral  forces  said  to  affect  sodium  metabolism. 

Dr.  Perese  : I would  assume  that  the  changes 
in  the  patient’s  electrolytes  did  not  contribute 
significantly  to  her  coma  or  to  her  convulsions. 
In  summary,  a single  lesion  located  in  the  pos- 
terior fossa  near  the  midline  could  account  for 
the  symptoms  present  in  this  patient.  It  is, 
however,  difficult  to  define  the  pathologic  process. 
It  could  be  hemorrhage,  since  she  gave  no  history 
prior  to  the  operation  of  recurrent  headaches  to 
suggest  a long-standing  increased  intracranial 
pressure.  I don’t  know  how  one  can  rule  out  the 
presence  of  a space-occupydng  lesion  in  the  pos- 
terior fossa.  Since  she  had  a primary  carcinoma 
of  the  stomach,  metastases  from  the  primary 
lesion  should  be  considered  in  the  differential 
diagnosis.  In  this  patient,  hemorrhage  and/or  a 
tumor  are  both  good  possibilities.  From  the 
clinical  point  of  view  it  is  impossible  to  differ- 
entiate between  them  with  the  available  informa- 
tion. 


Fig.  1.  The  cerebellar  meninges.  A collection  of 
thick-walled  blood  vessels  are  surrounded  by  hemor- 
rhagic debris. 


Diagnoses 

Clinical. — Carcinoma  of  the  stomach  with 
metastases  to  the  brain. 

Dr.  Perese. — Space-occupying  lesions  involving 
posterior  portion  of  the  cerebellar  hemispheres  due  to 
( 1 ) hemorrhage,  {2)  primary  tumor,  or  (3)  meta- 
static tumor. 

Anatomic. — Hemangioblastoma  of  the  cerebellum 
with  recent  hemorrhage. 

Pathologic  Report 

Dr.  Henry  Stoll:  The  surgical  specimen 
showed  a carcinoma  of  the  stomach  without 
lymph  node  involvement.  At  the  time  of  au- 
topsy, eight  days  postoperativelyq  there  was  no 
residual  or  metastatic  tumor.  The  anastomosis 
and  operative  wounds  were  in  the  stage  of  heal- 
ing, consistent  with  the  eight-day  interval  be- 
tween the  operation  and  death.  The  lung 
showed  a few  small,  healed  fibrocaseous  lesions, 
presumably'  tuberculosis.  None  of  these  was 
very'  large,  and  they'  probably  had  no  appreciable 
influence  on  the  patient’s  respiratory  reserve.  In 
addition,  there  was  an  acute  bronchitis  that 
appeared  to  be  several  days  old.  Although  there 
was  only  a limited  extension  of  exudate  out  into 
the  alveoli,  the  bronchitis  may'  very'  well  explain 
some  of  her  acute  respiratory'  distress  and  her 
elevated  temperature.  The  most  significant 
autopsy'  finding  was  a 5 by  7 cm.  cystic  lesion 
involving  the  right  cerebellar  hemisphere.  The 
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lesion  contained  hemorrhagic  debris.  Grossly 
the  mass  could  have  represented  a solitary 
hemorrhagic  metastatic  lesion  or  a primary 
hemorrhagic  brain  lesion. 

Microscopically  this  very  vascular  lesion  of 
the  cerebellum  contained  areas  of  old  and  recent 
hemorrhage.  The  basic  lesion  was  a hemangio- 
blastoma of  the  cerebellum  (Fig.  1).  Such 
lesions  are  commonly  seen  in  this  site,  and  they 
are  often  about  this  size  and  shape.3  The  last 
hemorrhage  into  the  tumor  was  rather  abundant 
and  resulted  in  increased  intracranial  pressure, 
causing  cerebellar  herniation  into  the  foramen 
magnum,  brain  stem  damage,  and  the  patient’s 
death. 

Dr.  Perese:  Was  this  lesion  in  the  anterior 

or  posterior  lobe  of  the  cerebellum,  and  was  the 
dentate  nucleus  involved? 

Dr.  Stoll  : The  lesion  was  well  circumscribed, 
semicystic,  and  involved  the  folia  over  the  whole 


lateral  hemisphere.  It  did  not  involve  the  den- 
tate nucleus  nor  any  of  the  cerebellar  white  mat- 
ter directly. 

Dr.  John  Pickren:  This  case  shows  one  of 
the  values  of  autopsies.  Without  doubt  the 
clinical  diagnosis  of  carcinoma  of  the  stomach 
with  metastases  to  the  brain  would  have  never 
been  corrected  except  for  this  postmortem  ex- 
amination. From  this  examination  we  have 
learned  to  consider  other  etiologic  factors  when 
the  usual  course  of  the  disease  under  therapy 
does  not  fit  the  clinical  symptoms  of  the  patient. 
These  diagnoses  must  be  considered  and  appro- 
priate studies  performed  to  clarify  the  situation. 
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The  Diuretic  Activity  of  a New  Pyrimidinedione  Administered  Orally  to 

Nonedematous  Adults 


The  well-known  difficulties  of  evaluating  diuretics 
in  edematous  subjects  stimulated  the  authors  to  use 
normal  men  to  compare  effects  of  Rolieton  (a  new 
pyrimidinedione)  with  an  older  drug,  Mictine 
(both  G.  D.  Searle),  and  placebos.  They  found 
that  both  active  drugs  produced  a significant  diure- 
sis as  shown  by  increase  in  urine  volume  and  loss  of 
body  weight  compared  to  those  of  a control  period 
and  placebo,  but  that  the  new'er  drug  is  largely  free 
of  the  undesirable  side  effects  (nausea,  anorexia, 
abdominal  cramps,  and  vomiting)  which  often  limit 
the  use  of  Mictine.  If  these  results  accurately  re- 
flect the  therapeutic  response  of  edematous  patients 
to  diuretics,  use  of  normal  subjects  in  evaluating 


new  diuretic  compounds  would  have  obvious  ad- 
vantages. In  this  series,  the  placebo  did  not  induce 
any  diuretic  effect,  as  shown  by  the  correspondence 
of  data  in  the  placebo  and  control  periods.  The 
maximum  diuretic  effect  of  both  drugs  wras  achieved 
on  the  first  day.  After  withdrawal  of  the  effective 
agent,  a rebound  phenomenon  appeared,  character- 
ized by  diminished  urine  excretion  and  gain  in  weight 
on  the  seventh,  or  last  day  of  the  trial  period.  This, 
the  authors  observe,  lends  indirect  support  to  the 
evidence  of  diuretic  activity  of  the  twro  drugs. — 
Mervin  L.  Clark,  M.D.,  and  James  A.  Hagans, 
M.D.,  Journal  of  Laboratory  and  Clinical  Medicine, 
March,  1957 
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The  Fundamentals  of  Hand  Surgery 

ROBERT  M.  MCCORMACK,  M.D.,  ROCHESTER,  NEW  YORK 
( From  the  Division  of  Plastic  Surgery,  Strong  Memorial  Hospital) 


Certainly  those  who  are  interested  in  the 
hand  do  not  have  any  illusions  that  we  are 
trying  to  categorize  medicine  to  a ridiculous 
degree.  The  physician  who  undertakes  hand 
surgery  should  be  willing  to  learn  rather  complex 
anatomy  and  apply  it  to  these  very  common 
problems.  All  physicians  who  have  any  contact 
with  industrial  life  realize  the  frequency  of  hand 
injuries.  It  has  been  estimated  that  40  per  cent 
of  all  workmen’s  compensation  cases  in  New  York 
State  involve  the  hand  and  upper  extremities. 

A fundamental  factor  of  prime  importance  in 
hand  surgery  is  the  thoroughness  of  the  initial 
care.  If  that  is  carried  out  properly,  the  need 
for  any  secondary  repair  is  lessened  considerably. 

During  World  War  II  the  volume  of  hand 
injuries  was  so  great  that  it  necessitated  the 
organization  of  several  large  hand  centers  in  this 
country.  Primary  repair  of  hand  injuries  during 
wartime  could  not  be  practiced,  whereas  in 
civilian  life  the  surgeon  usually  has  the  oppor- 
tunity of  rendering  the  indicated  initial  care. 
When  a hand  injury  case  enters  the  emergency 
room,  a reasonably  accurate  diagnosis  can  usually 
be  made  after  a brief  examination  and  the  deci- 
sion made  as  to  whether  the  injury  will  be  treated 


in  the  emergency  room  or  the  operating  room. 
As  a basic  concept,  if  the  case  presents  a tendon 
injur}',  nerve  injury,  compound  fracture,  or  an 
extensive  wound,  it  should  be  treated  in  the 
operating  room.  There  is  probably  no  other 
region  of  the  body  where  wound  infection  will 
produce  such  crippling  results.  The  residual 
fibrosis  and  adhesions  about  delicately  moving 
parts  will  frequently  render  the  involved  portion 
of  the  hand  useless. 

In  general,  injuries  on  the  dorsum  of  the  hand 
present  an  easier  technical  repair  and  a better 
prognosis  than  wounds  of  the  palmar  surface. 
The  major  sites  for  testing  for  sensory  function 
are  the  index  finger  for  the  median  nerve,  the 
little  finger  for  the  ulnar  nerve,  and  the  space 
between  the  index  and  thumb  for  the  radial  nerve 
which  is  of  much  less  importance.  By  testing 
those  three  sites  one  can  immediately  ascertain 
whether  or  not  there  is  a major  sensory  loss. 
If  there  is  a wound  of  an  individual  digit,  I feel 
that  by  comparative  testing  on  adjacent  sides  of 
the  same  digit  using  your  own  finger,  one  can 
quite  accurately  determine  the  possibility  of 
nerve  injury. 

Motor  testing  is  somewhat  more  difficult  under 
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emergency  room  conditions.  A few  gross  tests 
will  give  considerable  information.  The  best 
test  for  ulnar  nerve  motor  function  is  adduction 
of  the  little  finger  against  the  ring  finger,  having 
the  patient  pinch  a piece  of  paper  between  the 
two  fingers.  If  the  ulnar  nerve  is  severed,  the 
patient  cannot  hold  the  paper.  Many  other 
ulnar  functions  can  be  overcome  by  utilization  of 
other  muscles,  and  thus  the  examiner  may  be 
deceived.  Median  motor  nerve  function  is 
more  difficult  to  ascertain,  since  the  patient  will 
utilize  other  muscles.  However,  if  the  palm  of 
the  patient’s  hand  is  held  flat  with  the  examiner’s 
hand  and  his  thumb  held  straight,  the  patient’s 
inability  or  ability  to  touch  a pencil  point  held 
over  his  palm  will  give  dependable  information  as 
to  the  intactness  of  the  median  nerve.  Radial 
nerve  motor  function  is  best  determined  by  the 
ability  of  the  patient  to  “dorsi-extend”  the  wrist, 
fingers,  and  thumb.  If  bone  injury  is  suspected, 
x-rays  will  give  an  accurate  diagnosis.  Tendon 
injury  can  be  ascertained  by  the  patient’s  ability 
to  flex  and  extend  the  fingers.  However,  more 
complete  information  will  be  available  after 
exploring  the  wound  under  sterile  conditions  in 
the  operating  room. 

A point  of  major  prognostic  importance  con- 
cerns the  method  of  injury.  A sharp  wound  will, 
in  general,  give  a much  better  prognosis  than  a 
crush  injury.  If  a joint  space  is  exposed,  the 
probability  of  a prolonged  disability  and  a result- 
ing partially  stiff  joint  is  great.  A half-inch 
crush  wound  in  the  correct  site  can  be  far  more 
disabling  than  a longer  sharp  wound  at  a less 
important  site.  The  knowledge  of  the  nature  of 
the  injury  can  help  you  considerably  in  advising 
the  patient  as  to  the  duration  of  disability.  How- 
ever, I should  like  to  warn  that  too  frequent 
examination  of  the  wound  in  the  emergency 
room  by  several  individuals  is  unnecessary  and 
certainly  predisposes  to  wound  infection. 

After  the  patient  has  arrived  in  the  operating 
room  and  the  anesthetic  has  been  administered, 
there  are  two  further  preparatory  factors  which 
will  greatly  facilitate  the  surgery.  We  have 
found  that  the  anesthetist’s  arm  board  provides 
too  little  working  space,  and  for  that  reason  we 
have  utilized  the  ordinary  instrument  table. 
This  gives  adequate  room  without  the  constant 
annoyance  of  instruments  dropping  to  the  floor. 
Operating  in  a bloodless  field  is  ideal,  and  in  the 
case  of  hand  surgery  it  is  certainly  quite  feasible. 
The  following  method  of  applying  the  tourniquet 


is  simple  and  effective.  The  upper  arm  is 
wrapped  with  a few  layers  of  unwrinkled  sheet 
wadding,  and  then  an  ordinary  blood  pressure  cuff 
is  applied  so  that  the  rubber  bag  is  on  the  medial 
surface  of  the  arm  and  the  two  tubes  are  coming 
off  in  the  direction  of  the  axilla.  The  cuff  is 
then  wrapped  with  an  ordinary  gauze  bandage 
in  order  to  prevent  irregular  bulging  of  the  rubber 
bag  when  it  is  inflated. 

With  all  preliminary  steps  completed,  the 
surgical  preparation  is  done.  The  utilization  of 
a five  minute  phisoderm  and  water  scrub  extend- 
ing from  the  finger  tips  to  just  below  the  elbow 
with  adequate  irrigation  of  the  wound  with  sterile 
saline  has  been  found  to  be  very  satisfactory. 

The  hand  and  forearm  are  now  elevated  for  a 
few  minutes  in  order  to  allow  venous  blood  to 
drain  out  of  the  area.  A sterile  elastic  bandage 
is  then  wrapped  from  the  fingers  to  the  proximal 
limit  of  the  surgical  preparation.  At  this  time 
the  blood  pressure  cuff  should  be  pumped  up  to 
between  250  and  300  mm.  of  mercury.  The 
tube  leading  to  the  bulb  is  then  clamped  off, 
since  this  is  the  most  frequent  site  for  a leak. 
Then  the  tube  to  the  gauge  is  clamped  off,  and 
the  needle  on  the  gauge  should  remain  steady. 
The  ace  bandage  is  removed  and  the  arm  allowed 
to  rest  on  the  sterile  table.  The  surgical  pro- 
cedure can  now  be  started  under  optimum 
conditions. 

We  have  found  that  it  is  perfectly  safe  to  leave 
the  tourniquet  on  for  a period  of  ninety  minutes. 
Beyond  that  time  serious  complications  may  arise. 

I should  now  like  to  discuss  specific  hand  in- 
juries and  the  respective  therapy  which  we  have 
found  most  successful. 

A crush  injury  to  a finger  or  the  entire  hand, 
such  as  occurs  in  car  doors  or  punch  presses, 
presents  the  problem  of  judging  the  circulation. 
If  the  blood  supply  is  adequate,  simple  closure 
after  debridement  is  certainly  more  satisfactory 
than  a grafting  procedure.  The  sacrifice  of  a 
small  amount  of  bone  length  to  obtain  closure  is 
more  important  than  preserving  absolute  bone 
length.  The  most  annoying  difficulty  following 
this  type  of  injury  is  the  fingernail  problem.  As 
the  new  nail  grows  out  when  the  matrix  has  been 
injured,  there  may  be  tenderness  and  chronic 
nail  infection.  Another  common  problem  is 
tenderness  in  the  tip  itself.  However,  if  the 
devitalized  tissue  is  removed  and  the  digital 
nerves  trimmed  back,  the  problem  may  be 
obviated.  Both  digital  arteries  can  be  severed 
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and  have  the  finger  survive,  but  it  is  rather 
precarious.  In  general,  one  intact  artery  is 
necessary  for  survival  of  the  finger.  A com- 
pletely circular  laceration  with  absolutely  no 
blood  supply  will  usually  not  survive. 

When  we  amputate  a major  portion  of  the 
digit,  we  actually  isolate  the  nerves  and  sever 
them  an  inch  or  two  proximal  to  the  point  of  am- 
putation. This  usually  prevents  the  formation  of 
a traumatic  neuroma  of  these  nerves  which  can 
be  extremely  disabling  to  the  patient. 

In  general,  we  feel  the  only  absolute  indication 
for  primary  amputation  in  the  hand  is  loss  of 
circulation.  When  faced  with  a severely  in- 
jured hand  and  definite  devitalized  parts,  it  is 
much  wiser  to  perform  the  necessary  amputations 
and  do  a primary  repair,  since  it  will  result  in  a 
far  shorter  period  of  disability  for  the  patient 
and,  of  course,  be  economical!}'  important  to  him. 

Most  hematomas  in  the  hand  do  not  have  to 
be  surgically  drained.  An  adequate  pressure 
dressing  will  usually  be  sufficient  in  a large  pro- 
portion of  cases.  Occasionally  it  may  be  neces- 
sary to  incise  and  drain  severe  hematomas  such 
as  are  seen  following  wringer  injuries.  These 
incisions  should  be  left  open. 

The  greatest  aid  to  primary  healing  when  there 
is  loss  of  skin  is  the  split  thickness  skin  graft. 
We  usually  utilize  the  Brown  dermatome  be- 
cause of  its  simplicity.  I take  relatively  thin 
grafts  from  0.0012  to  0.0015  of  an  inch  in  thick- 
ness. If  the  recipient  area  is  small,  I utilize  the 
volar  surface  of  the  forearm  as  a donor  site. 

Edema  following  surgery  of  the  hand  is  prob- 
ably the  major  factor  in  producing  stiffness  and 
consequent  prolonged  disability.  In  attempting 
to  obviate  the  stiffness,  edema  must  be  prevented. 
This  requires  good  dressing  care  for  a rather  long 
period  of  time.  Even  though  the  operation  may 
involve  only  one  digit,  the  entire  hand  will 
swell  postoperatively  from  the  original  injury. 
A good  pressure  dressing  of  all  the  digits  with 
the  hand  in  position  of  function  for  seven  to  ten 
days  until  the  stitches  are  out  will  reduce  edema 
to  a minimum.  Padding  should  be  placed  be- 
tween the  fingers  and  fluff  gauze  in  the  palm, 
it  is  unwise  to  attempt  circular  bandaging  of 
individual  digits.  A plaster  splint  is  then  in- 
corporated with  the  wrist  “dorsi-extended”  and 
the  fingers  in  position  of  function.  Curlex  or 
ace  bandages  will  hold  the  dressings  and  splint  in 
place.  Flexor  tendon  injuries  are  usually  splinted 


for  three  weeks  and  extensor  tendon  injuries  for 
four  weeks.  We  do  not  desire  any  motion  in  the 
fingers  before  the  end  of  this  period.  The 
weakest  period  in  tendon  healing  is  from  about 
the  tenth  to  fourteenth  day.  During  this  time 
the  repaired  tendon  may  easily  rupture  if  there 
is  any  motion. 

If  it  becomes  necessary  to  amputate  the  index 
or  little  finger,  it  is  generally  more  advisable  to 
amputate  them  at  the  proximal  third  of  the 
metacarpal  rather  than  at  the  metacarpophalan- 
geal joint.  This  procedure  will  give  a better 
looking  hand,  and  more  important,  a better 
functioning  hand,  because  the  metacarpal  head 
wall  not  be  in  the  way  all  the  time. 

Occasionally  when  the  bone  of  a digit  is  de- 
nuded, it  may  be  necessary  to  employ  a skin 
graft.  A split  thickness  graft  will  not  take  on 
cortical  bone,  so  a pedicle  type  graft  must  be 
utilized.  A simplified  method  of  accomplishing 
this  is  to  utilize  a small  pedicle  graft  from  the 
adjacent  finger.  A “U”  shaped  incision  is  made 
and  the  pedicle  swung  over  to  the  finger.  For 
small  areas  of  skin  loss  without  exposed  bone,  a 
full  thickness  graft  from  the  volar  surface  of  the 
wrist  may  be  used.  Abdominal  skin  is  not  of 
very  good  quality  for  use  on  fingers. 

Question:  How  do  you  handle  the  problem  of 
the  baseball  finger? 

Dr.  McCormack:  I suppose  a reasonable 
period  of  splinting  is  the  most  conservative 
treatment.  I realize  the  end  results  are  dis- 
appointing. I have  seen  many  drop  after  six 
weeks  of  splinting.  If  there  is  an  open  wound, 
of  course,  one  would  do  a primary  repair.  Occa- 
sionally excision  of  the  tiny  bone  chip  and  pri- 
mary tendon  repair  gives  good  results.  Second- 
ary repair  of  these  fingers  is  best  done  between 
the  phalangeal  joints  and  not  at  the  site  of  in- 
jury. The  extensor  tendon  usually  needs  short- 
ening. We  do  this  by  a simple  horizontal 
mattress  suture.  The  finger  is  then  splinted 
from  four  to  six  weeks. 

Question  : Do  you  prefer  wire? 

Dr.  McCormack:  We  prefer  wire.  We  use 
four  zero  braided  stainless  steel  wire.  We 
use  the  braided  wire  because  it  is  easier  to  handle. 
It  seems  to  me  that  it  is  somewhat  academic 
as  to  what  kind  of  suture  material  you  use  as 
long  as  it  doesn’t  cause  too  much  reaction. 
One  would  not  want  to  use  catgut  which  has  a 
good  bit  more  reaction  than  silk  or  wire. 
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Pneumothorax  Following  Tracheotomy 


The  use  of  tracheotomy  as  a prophylactic 
measure  for  the  management  of  secretions 
has  received  considerable  and  proper  attention 
during  the  past  few  years.  The  utility  of  this 
maneuver  in  the  postoperative  management  of 
patients  after  radical  operations  on  the  neck  and 
jaw  is  now  established.  However,  whenever 
tracheotomy  is  employed  one  must  be  aware  that 
complications  can  ensue  which  may  themselves 
threaten  life.  The  severance  of  aberrant  arteries 
during  emergency  tracheotomy  has  been  fatal. 
Of  much  more  common  occurrence  is  the  develop- 
ment of  pneumothorax.  The  appearance  of 
pneumothorax  must  always  be  kept  in  mind  when 
tracheotomy  is  performed,  and  intermittent, 
careful  examination  for  its  presence  must  be 
carried  out.  The  case  presented  illustrates  the 
development,  consequences,  and  final  manage- 
ment of  such  a complication. 

Case  Report 

The  patient,  a forty-year-old  white  female,  was 
admitted  to  the  hospital  complaining  of  a pain  in 
her  tongue.  For  two  years  she  had  been  having 
increasing  difficulty  with  her  tongue  until  the  pro- 
fundity of  the  pain  and  the  malformation  of  her 


tongue,  caused  by  a split  from  the  right  lateral  bor- 
der to  the  center,  made  speech  difficult  and  precip- 
itated her  entrance  into  the  hospital.  Except 
for  a history  of  typhoid  fever  twenty-eight  years 
ago  the  patient  had  been  in  good  health.  The 
general  system  review  was  noncontributory.  She 
was  normotensive,  blood  pressure  was  110/70, 
pulse  rate  64,  and  respirations  20. 

The  tongue  itself  was  swollen  and  indurated. 
The  split  in  the  midportion  extended  from  the 
lateral  surface  to  the  median  border.  The  glands  on 
the  right  side  of  the  neck  were  palpable  and  quite 
him.  The  remainder  of  the  physical  examination 
was  essentially  normal.  Laboratory  examination, 
however,  revealed  that  the  hemoglobin  was  only 
8 Gm.  In  view  of  the  anemia  the  patient  was  given 
a total  of  1,500  cc.  of  blood  over  a period  of  ten  days, 
and  the  hemoglobin  just  prior  to  operation  was  12 
Gm.  A biopsy  revealed  carcinoma.  Since  there 
were  palpable  glands  in  the  right  side  of  the  neck,  it 
was  proposed  that  the  patient  be  subjected  to 
resection  of  the  tongue  and  mandible  and  radical 
dissection  of  the  neck  glands. 

In  the  period  before  operation  the  patient  became 
depressed  and  “jokingly  threatened  suicide.” 
Consultation  with  the  psychiatrist,  however,  indi- 
cated that  this  did  not  constitute  a real  threat. 
As  the  time  for  operation  approached  she  became 
increasingly  more  nervous  and  apprehensive.  She 
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was  especially  concerned  about  the  tracheotomy 
which  was  contemplated  in  conjunction  with  the 
operation. 

On  the  morning  of  operation  she  was  medicated 
with  100  mg.  of  Nembutal,  10  mg.  of  morphine,  and 
0.4  mg.  of  scopolamine.  On  arrival  at  the  operating 
room  it  was  noted  that  she  was  still  apprehensive. 
The  blood  pressure  was  110/70,  pulse  84,  and  res- 
pirations 20.  The  patient  was  given  a thiobar- 
biturate  and  Demerol,  and  nasotracheal  intubation 
was  carried  out  with  ease.  Since  the  surgeons  in- 
tended to  use  cautery,  a nonexplosive  technic  was 
employed  (nitrous  oxide-trichloroethylene)  for  the 
maintenance  of  anesthesia.  The  operation  was 
carried  out  in  five  hours  and  fort}’  minutes,  and  at  its 
conclusion  a tracheotomy  was  performed.  During 
the  course  of  the  operative  procedure  the  patient’s 
blood  pressure  had  varied  between  60  and  80.  At 
the  end  of  operation  the  blood  pressure  was  100/76, 
pulse  96,  and  respirations  24.  She  was  regaining 
consciousness  and  was  sent  to  the  recovery  room. 

One-half  hour  after  the  patient  was  returned  to 
t he  recovery  room  it  was  noted  that  she  was  cyanotic. 
Pulse  was  80,  blood  pressure  100/70,  and  respirations 
36.  Fifteen  minutes  later  the  anesthetist  arrived. 
The  patient  was  suctioned  vigorously  and  coughed 
up  a large  amount  of  bloody  mucus.  Although  her 
breathing  then  appeared  to  be  easier,  she  still  ex- 
hibited respiratory  difficulty  and  could  breathe  only 
when  sitting  almost  bolt  upright.  When  attempting 
suction  of  secretions,  it  was  felt  that  an  obstruction 
existed  some  3 or  4 inches  beyond  the  tracheostomy 
opening.  Changing  the  position  of  the  patient’s 
head  appeared  to  relieve  the  difficulty,  and  it  was 
suggested  that  the  tracheotomy  tube  was  too  long. 
She  was  immediately  taken  to  the  operating  room, 
the  tracheotomy  tube  removed,  and  the  smaller 
laryngectomy  tube  put  in  its  place.  Vigorous 
suction  again  appeared  to  enable  the  patient  to 
breathe  easier,  although  lying  down  was  still  almost 
impossible.  With  oxygen  introduced  into  the 
tracheostomy  through  a T tube  adaptor  arrange- 
ment, the  patient’s  color  appeared  satisfactory. 
At  this  time  it  was  requested  that  an  x-ray  of  the 
patient’s  chest  be  taken  to  determine  whether  or  not 
a pneumothorax  was  present,  for  breath  sounds 
seemed  distant  on  consultation.  After  a delay  of 
four  hours  a portable  chest  film  was  obtained  and 
discarded  as  unreadable.  Another  film,  however, 
was  not  taken. 

During  the  course  of  the  night  the  patient  was 
extremely  restless  and  could  only  breathe  while 
sitting  upright.  From  time  to  time  cyanosis  was 
noted.  After  the  administration  of  Demerol  on 
two  occasions  her  respirations  appeared  to  quiet 
down,  and  the  patient  breathed  more  easily.  How- 
ever, during  the  night  and  the  earlier  horns  of  the 
morning  the  blood  pressure  gradually  rose  to  a level 


of  140  to  190/90.  Suction  of  secretions  was  carried 
out.  It  was  obvious  that  the  patient  was  still  in 
considerable  respiratory  distress  since  she  contin- 
ually used  the  accessory  muscles  of  respiration. 
The  following  morning  the  patient  was  again  seen  by 
the  surgeons  and  anesthetist.  Her  condition  had 
indeed  become  exceedingly  critical.  Respiration 
was  extremely  labored,  and  her  apprehension  was 
approaching  panic.  Examination  of  her  chest  re- 
vealed almost  a complete  absence  of  breath  sounds 
on  the  left  and  a diminution  of  breath  sounds  on 
the  right.  In  addition,  subcutaneous  emphysema 
was  noted  for  the  first  time.  It  was  felt  at  this  time 
that  the  patient  undoubtedly  had  pneumothorax. 
A chest  plate  was  immediately  reordered  which  re- 
vealed extensive  bilateral  pneumothorax  (approxi- 
mately 90  per  cent  collapse  on  the  left  and  upwards 
of  50  per  cent  collapse  on  the  right).  The  patient 
was  prepared  and  a small  flap  valve  placed  in  the 
left  chest  anteriorly.  Catheters  were  then  intro- 
duced into  both  sides  of  the  chest  and  suction  under 
water  applied.  An  x-ray  immediately  following  the 
tap  showed  an  almost  complete  re-expansion  of  the 
right  and  partial  re-expansion  of  the  left  lung. 
The  tachypnea,  respiratory  distress,  and  appre- 
hension of  the  patient  quieted  almost  immediately, 
and  within  a period  of  an  hour  she  began  to  sleep 
comfortably  for  the  first  time  without  sedation. 

The  patient’s  subsequent  course  in  the  hospital 
was  moderately  stormy.  She  developed  a pneu- 
monitis at  the  right  base  which  gradually  cleared. 
On  the  fourth  day  the  tracheotomy  tube  was  re- 
moved, and  after  one  week,  the  lung  having  been 
completely  re-expanded,  the  suction  catheters  were 
removed. 

Comment 

Pneumothorax  is  not  an  uncommon  compli- 
cation in  operations  involving  radical  dissection 
of  glands  of  the  neck,  mandibulectomy,  and  tra- 
cheotomy. The  sequence  of  events  that  lead  to 
this  complication  may  arise  as  a result  of  inad- 
vertant  sudden  rise  of  tracheobronchial  pressure 
during  anesthesia,  surgical  penetration  either  into 
the  cupola  of  the  lung  or  the  mediastinum,  or 
obstruction  from  secretions  and  consequent  sud- 
den increase  in  tracheobronchial  pressure  during 
the  immediate  postoperative  period.  There  is  no 
evidence  in  the  record  of  obstruction  of  the  airway 
or  sudden  rise  in  airway  pressure  during  operation, 
for  the  course  was  smooth.  The  development  of 
pneumothorax  in  this  case  probably  occurred 
through  surgical  penetration  of  the  mediastinum 
as  a result  of  a low  tracheotomy  or  during  the 
episode  of  obstruction  in  the  recovery  room. 

It  should  be  noted  that  the  pneumothorax  was 
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bilateral,  that  there  was  evidence  of  air  in  the 
mediastinum,  and  that  subcutaneous  emphysema 
was  present.  This  distribution  of  air  is  charac- 
teristic of  mediastinal  emphysema  secondary 
either  to  direct  mediastinal  penetration  or  to 
rupture  of  the  alveolar  basement  membrane  (pul- 
monary interstitial  emphysema) . 

The  constellation  of  symptoms  was  obvious. 
The  patient  could  breathe  only  when  sitting  bolt 
upright,  had  cyanosis,  and  had  great  respiratory 
distress.  It  is  unfortunate  that  the  patient’s 
apprehension  concerning  tracheotomy  should 
have  blinded  those  involved  to  the  obvious 
diagnosis,  and  it  is  remarkable  indeed  that  she 


survived  for  twenty-two  hours  with  such  ex- 
tensive collapse  of  the  lungs. 

Indeed,  the  tracheotomy  in  this  instance  was 
probably  life  saving,  not  just  prophylactic,  since 
it  effectively  reduced  dead  space. 

In  view  of  the  positive  findings  it  is  obvious  that 
examination  of  the  patient’s  chest  was  neglected. 
While  one  cannot  deny  the  value  of  x-ray  and  its 
routine  use  after  tracheotomy,  this  case  empha- 
sizes the  lamentable  tendency  today  to  forget  the 
simple  and  accurate  diagnostic  tools  in  one’s  hand 
and  stethoscope.  Definitive  therapy  was  not 
instituted  until  the  x-ray  showed  the  state  of 
affairs  twenty-two  hours  later. 


( Number  thirty-five  of  a series  of  Clinical  Anesthesia  Conferences) 


Treatment  of  Infection  of  the  Urinary  Tract  with  Furadantin 


In  a series  of  100  unselected  and  uncomplicated 
cases  of  urinary  tract  infection  Furadantin  (Eton 
Laboratories)  was  effective  in  61.  Among  the 
objectives  of  the  study  were  (a)  evaluation  and 
comparison  of  urine  culture  and  urine  analysis  as 
criteria  of  infection  and  cure  and  (b)  evaluation  of 
in  vitro  bacterial  susceptibility  as  a guide  to  therapy. 
One  to  four  of  the  following  were  isolated  from 
patients’  urine:  E.  coli,  A.  aerogenes,  Proteus 

species,  Enterococcus  species,  and  Pseudomonas 
species  other  than  aeruginosa  (pyocyanea).  The 
authors  found  excellent  correlation  between  in  vitro 
disk  susceptibility  tests  and  clinical  results,  although 


there  were  a few  exceptions.  They  add  that  reliance 
on  routine  macroscopic  observation  of  urine  or 
incidence  of  leukocytes  per  high-power  field  can  be 
grossly  misleading  as  an  index  of  infection.  Bac- 
terial examination  of  51  specimens  negative  for 
leukocytes  revealed  that  22,  or  43.1  per  cent,  were 
positive  for  bacteria. 

There  were  side-reactions  in  six  patients,  consisting 
of  nausea  in  all  cases.  Symptoms  subsided  when  the 
drug  was  stopped.  No  sensitization  to  Furadantin 
was  observed. — Journal  of  the  International  College 
of  Surgeons,  April,  1957,  Lowrain  E.  McCrea,  M.D., 
& Associates 
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IN  recent  years  industry  has  become  increas- 
ingly aware  of  the  need  to  deal  constructively 
with  the  emplo)’e  who  has  a drinking  problem. 
Industry's  attitude  is  changing  from  the  con- 
sideration of  alcoholism  as  exclusively  a social 
and  personal  problem  to  the  realization  that  this 
disorder  is  a medical  condition,  within  certain 
limitations,  as  much  as  diabetes  or  heart  disease. 
In  common  with  other  sick  people,  the  alcoholic 
cannot  help  himself  without  outside  assistance. 
However,  we  do  realize  that  there  are  limi- 
tations to  the  consideration  of  alcoholism  as 
a disease  because  there  is  a personal  element  in 
the  development  of  the  condition,  and  there  must 
be  a willingness  on  the  part  of  the  employe  to 
accept  treatment.  This  concept  forms  the  basis 
for  the  industrial  approach  to  problem  drinking 
which  essentially  sets  up  a procedure  for  proba- 
tion to  motivate  the  employe  to  do  something 
about  his  drinking  problem  and  couples  it  with 
a medical  program  for  rehabilitation. 

This  forthright  recognition  of  problem  drinking 
in  industry  together  with  a program  for  rehabili- 
tation has  proved  worthwhile.  An  increasing 
number  of  employes  have  been  restored  to 


economic  usefulness,  and  case  absenteeism  has 
been  reduced.  Also,  it  has  been  adequately 
demonstrated  that  the  early  recognition  of  a 
drinking  problem  offers  the  best  opportunity  for 
successful  rehabilitation. 

Company  Policy  and  Problem  Drinking 

The  first  step  in  a program  for  meeting  the 
situation  of  problem  drinking  in  industry  consists 
of  a definite  company  policy.  To  begin  with, 
it  proclaims  management’s  interest  and  support. 
It  is  essential  that  a complete  understanding 
and  unreserved  acceptance  of  the  company 
program  be  obtained  at  all  levels  of  management. 
A well  defined  company  policy  should  form  the 
practical  basis  for  administrative  procedures  to 
cover  early  recognition,  rehabilitation,  and  a 
consistent  method  for  termination  of  employ- 
ment when  efforts  to  effect  rehabilitation  are 
unsuccessful.  When  the  employes  are  repre- 
sented by  a recognized  union  organization,  it  is 
important  that  the  union  be  acquainted  with  the 
purposes  of  the  company  program  so  that  their 
cooperation  may  be  obtained  in  a matter  which  is 
of  such  vital  importance  to  employe  welfare. 
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In  certain  industries  the  labor  unions  have  been 
much  more  advanced  than  management  in  their 
thinking  on  alcoholism  and  actually  have  inaugu- 
rated the  industrial  program. 

The  second  step  in  the  program  is  the  estab- 
lishment of  facilities  for  rehabilitation.  Without 
adequate  means  for  therapy  a company  program 
may  degenerate  into  mere  disciplinary  measures. 
While  the  nature  and  method  of  treatment  varies 
in  the  different  programs,  there  appear  to  be  two 
fundamental  principles  in  their  administration. 
First,  the  industrial  medical  department  has  the 
responsibility  for  diagnosis  and  for  follow-up  of 
the  results  of  rehabilitation.  Second,  as  a rule 
therapy  itself  is  carried  on  outside  of  the  company 
setting. 

The  third  step  recognizes  that  when  attempts 
at  rehabilitation  of  an  employe  have  failed,  the 
termination  of  his  employment  on  a consistent 
and  equitable  basis  is  usually  necessary  in  the 
interest  of  good  personnel  procedures.  From  a 
practical  point  of  view  the  success  of  an  industrial 
program  will  sharply  reduce  the  need  for  termi- 
nation measures. 

Definition 

Alcoholism  presents  a very  complex  picture, 
and  even  when  viewing  it  as  a medical  problem 
we  must  realize  that  it  combines  psychologic, 
physiologic,  social,  and  moral  factors.  A simpli- 
fied definition  is  that  anyone  who  routinely 
gets  into  trouble  when  he  drinks,  or  who  cannot 
stop  drinking  once  he  has  started,  is  an  alcoholic. 

From  an  industrial  point  of  view  an  employe  is 
considered  to  be  an  alcoholic  when  repeated  or 
continued  overindulgence  in  alcoholic  beverages 
interferes  with  the  efficient  performance  of  his 
assigned  duties.  This  limits  the  recognition  of 
abnormal  drinking  to  the  area  where  it  affects 
work  performance,  causes  abnormal  behavior  on 
the  job,  or  results  in  absenteeism.  The  term 
“problem  drinking”  is  often  used  synonymously 
with  alcoholism  in  industry.  Technically  speak- 
ing, it  is  considered  an  early  stage  in  the  develop- 
ment of  chronic  alcoholism.  The  majority  of 
alcoholics  who  are  in  regular  employment  are  in 
the  early  and  middle  stages  of  their  disorder,  and 
they  are  different  from  the  more  chronic  alcoholics 
in  the  community  at  large. 

In  accordance  with  Jellinek’s1  concept  of 
alcoholism  we  recognize  two  major  types  of 
alcoholics:  the  habitual,  excessive,  symptomatic 
drinker  (the  nonaddictive  alcoholic)  whose  con- 


dition is  primarily  symptomatic  of  a social  situa- 
tion, and  the  alcohol  addict  whose  drinking  has 
the  elements  of  compulsion  and  whose  condition 
appears  to  be  based  on  an  underlying  psychologic 
abnormality.  The  nonaddictive  alcoholic  repre- 
sents nearly  80  per  cent  of  the  problem  drinkers 
that  we  encounter  in  industry.  We  also  realize 
that  from  the  point  of  view  of  the  psychiatrist  the 
examination  of  employes  with  a drinking  problem 
will  reveal  examples  of  various  diagnostic  psy- 
chiatric conditions,  such  as  neurosis,  psychosis, 
and  character  disorder.  However,  in  our  ex- 
perience therapy  directed  to  the  abnormal 
drinking  behavior  often  appears  to  benefit  the 
underlying  psychiatric  condition. 

Alcoholism  is  a progressive  disease,  and  a period 
of  from  two  to  fifteen  years  may  pass  from  the 
development  of  the  earl}'’  stages  of  problem  drink- 
ing to  the  establishment  of  the  chronic  phases  of 
alcoholism  with  organic  deterioration. 

The  problem  drinker  can  be  defined  as  an  early 
alcoholic.  He  habitually  indulges  in  alcoholic 
beverages  beyond  the  limits  of  the  normal 
drinker.  Often  the  results  of  his  abnormal 
drinking  are  masked  by  being  attributed  to  other 
causes,  and  he  has  come  to  be  known  as  the 
“hidden  man”  by  the  group  conducting  research 
at  the  Yale  Center  of  Alcohol  Studies.2  Al- 
though he  believes  that  he  can  control  his  drink- 
ing, it  has  reached  such  proportions  that  it  is 
beginning  to  affect  his  relationship  with  his 
family,  his  friends,  and  his  employer.  In  ad- 
dition to  being  drunk  in  the  evenings  and  on  his 
days  off,  he  develops  a pattern  of  recurrent 
excuses  for  absence  due  to  minor  illnesses.  A 
doctor’s  certificate  may  become  a big  factor  in 
covering  up  his  real  situation  at  this  time  and 
delays  the  recognition  of  his  basic  problem. 
As  his  condition  progresses  the  problem  drinker 
finally  drinks  on  the  job,  even  in  situations  where 
operating  rules  prohibit  it. 

The  problem  drinker  is  considered  to  have  en- 
tered the  alcoholic  stage  when  he  needs  the  morn- 
ing drink  to  face  the  next  day.  At  this  point  he 
begins  to  rationalize  his  drinking  behavior  with 
the  sequence  of  alcoholic  alibis,  solitary  drinking, 
a change  in  the  pattern  of  drinking,  and  even 
periods  of  abstinence  under  social  pressures. 
The  onset  of  prolonged  periods  of  intoxication, 
often  referred  to  as  benders,  characterizes  the 
chronic  alcoholic. 

Continued  excessive  drinking  can  go  on  to 
produce  physical  effects  on  the  body  and  can 
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result  in  the  individual  developing  one  or  more  of 
the  complicating  diseases  of  chronic  alcoholism, 
such  as  cirrhosis  of  the  liver,  peripheral  neuritis, 
and  malnutrition.  The  final  stages  of  organic 
deterioration  maj'  be  manifested  by  such  diseases 
as  the  chronic  brain  syndrome,  Korsakoff’s 
psychosis,  and  Wernicke's  encephalopathy. 

It  is  recognized  that  many  of  the  alcoholics 
in  industry  masquerade  under  other  categories. 
Some  are  covered  by  certificates  provided  by  their 
family  physicians.  Others  are  hidden  by  in- 
dustry itself  for  reasons  of  years  of  faithful 
service  or  the  idea  that  there  is  no  adequate 
treatment.  This  has  given  rise  to  the  erroneous 
concept  in  some  quarters  that  alcoholism  need 
not  be  considered  a problem  in  industry.  But 
industrial  medical  experience  discloses  that  unless 
there  is  actually  a company  program  in  operation, 
management  cannot  have  any  accurate  knowledge 
of  the  extent  of  the  problem.  The  real  incidence 
in  industry  is  estimated  at  approximatel}'  2 to  3 
per  cent  of  the  employes.  Our  own  experience 
at  Consolidated  Edison  leads  us  to  place  the 
annual  incidence  of  new  cases  at  about  one-and 
one-half  to  two  cases  per  thousand  employes  per 
year. 

Operation  of  Industrial  Programs 

The  basis  of  most  industrial  programs  is  the 
use  of  a firm,  judicious  probation  policy  which, 
in  effect,  puts  the  job  security  in  jeopardy  and 
motivates  the  employe  to  do  something  about 
his  problem.  This  should  be  coupled  with  an 
adequate  facility  for  rehabilitation. 

The  steps  in  the  operation  of  a company  pro- 
gram can  be  described  as  follows: 

Recognition. — As  a rule,  the  foreman  and 
supervisor  have  the  responsibility  for  the  recog- 
nition of  the  early  signs  of  uncontrolled  use  of 
alcohol  among  men  working  under  them.  It  is 
not  the  responsibility  of  the  medical  department 
to  discover  alcoholics,  but  the  industrial  medical 
department  does  have  a role  to  play  in  the  early 
recognition  of  the  drinking  problem  which  is 
masquerading  as  a medical  illness.  It  also 
affords  an  opportunity  for  the  personal  physician 
to  confidentially  refer  an  employe  for  treatment 
on  a voluntary  basis. 

A training  program  for  supervisors  and  fore- 
men should  be  in  continuous  operation  to  instruct 
this  group  in  the  understanding  of  the  objectives 
of  the  company  program  and  to  assist  them  in 
recognizing  the  early  signs  of  problem  drinking. 


The  following  signs  are  said  to  be  indicative  of  the 
early  stages  of  a drinking  problem  and  often 
characteristic  of  the  hidden  alcoholic. 

Absenteeism. — Absence  on  Monday  morning 
and  frequent  occurrences  of  leaving  early  on 
Friday  afternoon.  This  will  also  include  “no 
report”  absences  which  are  not  covered  by  any 
medical  certificate,  as  well  as  unexplained 
disappearance  from  his  assigned  work. 

Accidents.- — Experience  indicates  that  on-duty 
accidents  are  rare  in  alcoholics,  but  they  do  have 
frequent  off-duty  accidents,  particularly  with 
assault  as  a factor. 

Personality: — Changes  may  become  apparent 
in  a previously  good  worker. 

Efficiency. — Reduction  in  job  efficiency  with 
operating  errors  and  incompleted  work. 

Rehabilitation. — The  medical  department 
has  the  responsibility  for  the  diagnosis  of  alcohol- 
ism and  for  the  supervision  of  the  follow-up  for 
rehabilitation.  Experience  indicates  that  as  a 
rule,  therapy  itself  is  best  carried  on  outside  of  the 
company  setting.  However,  some  companies 
have  reported  good  results  with  inplant  treat- 
ment. Dupont  and  Eastman  Kodak  have  been 
successful  in  the  use  of  Alcoholics  Anonymous, 
and  other  companies,  such  as  Consodaated 
Edison,  have  had  their  best  results  with  medical 
clinics  set  up  specifically  for  the  treatment  of 
the  alcoholic  in  industry.  The  form  of  therapy 
at  the  various  clinics  may  differ  in  some  respects, 
but  essentially  it  consists  of  a type  of  group 
therapy,  and  attempts  are  made  to  obtain  an 
understanding  of  the  alcoholic  in  regard  to  his 
immediate  problems  with  drinking.  Efforts  at 
deeper  types  of  psychotherapy  usually  are 
avoided.  Industrial  programs  actually  in  oper- 
ation demonstrate  that  rehabilitation  can  be 
carried  out  on  an  ambulatory  basis,  and  only 
rarely  is  hospitalization  or  institutional  care 
required.  It  is  most  important  that  the  confi- 
dential nature  of  the  doctor-patient  relationship 
at  the  clinic  be  maintained,  and  no  reports  should 
be  required. 

Disposition. — When  adequate  medical  at- 
tempts at  rehabilitation  of  an  employe  have 
failed,  the  termination  of  his  employment  on  a 
consistent  basis  is  usually  necessary  in  the  interest 
of  good  personnel  procedures.  While  alcoholism 
is  treated  as  a medical  condition,  it  should  get  no 
disproportionate  share  of  attention.  Means 
should  also  be  provided  to  discipline  and  dis- 
charge the  employe  whose  problem  seems  to  be 
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related  more  to  misbehavior  than  to  an  under- 
lying psychologic  or  medical  situation.  When 
recurrences  indicate  an  inability  to  cope  with 
chronic  problem  drinking  or  there  is  underlying 
disease  resulting  from  chronic  alcoholism  and  the 
prognosis  is  poor,  the  employe  should  be  recom- 
mended for  disability  retirement.  When  the 
prognosis  is  good  for  recovery  and  the  employe 
evidences  every  intention  of  facing  his  problem, 
a relapse  of  the  drinking  situation  should  not  be 
the  occasion  to  deny  him  another  chance  at  reha- 
bilitation. As  a matter  of  company  policy,  sick 
pay  should  not  be  approved  for  episodes  of  acute 
intoxication. 

The  Experience  in  Industry 

In  evaluating  the  programs  for  the  rehabilita- 
tion of  the  alcoholic  employe,  several  tangible 
results  are  reported : the  increase  in  the  rehabili- 
tation rate  with  the  salvage  of  employes  who 
previously  would  have  lost  their  jobs,  and  the 
reduction  in  absenteeism.  There  are  also  intan- 
gible results,  such  as  the  experience  of  the  super- 
visor in  human  relations  and  the  improved 
employe  attitude  with  better  work  performance. 

The  long-term  experience  at  the  Consolidated 
Edison  Company3  in  the  nine  years  from  Jan- 
uary, 1948,  to  December,  1956,  indicates  that 
over  55  per  cent  of  the  employes  with  a drinking 
problem  have  been  able  to  maintain  their  jobs. 
More  specifically,  those  who  had  the  benefit  of 


medical  treatment  at  the  Consultation  Clinic  for 
Alcoholism  at  the  University  Hospital1  demon- 
strated that  over  70  per  cent  were  successfully 
rehabilitated. 

It  also  has  been  noted  that  the  average  re- 
corded sick  absence  in  the  Consultation  Clinic 
cases  for  a three-year  period  prior  to  referral 
was  13.5  days  per  year,  approximately  double  the 
company  average.  Since  the  inception  of  treat- 
ment, the  absence  severity  rate  has  been  less 
than  four  days  per  year  in  the  rehabilitated  cases. 

Summary 

The  good  results  of  industrial  programs  to 
combat  alcoholism  indicate  that  such  efforts  not 
only  yield  material  rewards  in  salvaging  the 
skill  and  experience  of  long-service  employes  and 
contribute  to  an  all-over  improvement  in  employe 
relations,  but  they  are  a positive  step  toward  the 
prevention  of  disability  from  chronic  problem 
drinking. 

4 Irving  Place 
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( Number  two  of  a series  on  Treatment  of  Alcoholism) 


Clinical  Experience  with  Metaraminol  in  the  Treatment  of  Shock 


The  clinical  value  of  vasopressor  agents  in  various 
hypotensive  states — particularly  in  shock  related  to 
myocardial  infarction  or  overwhelming  infections — 
is  widely  recognized.  The  author  summarizes 
results  with  metaraminol  bitartrate  (Aramine 
Bitartrate,  Sharpe  & Dohme)  in  over  500  patients, 
observing  that  the  ease  with  which  it  can  be  given 
has  encouraged  its  prompt  use  in  shock.  Extended 
use  of  the  drug  followed  early  investigations  in- 
volving 31  normotensive  volunteers  and  subsequent 
studies  on  42  patients  reported  elsewhere  (Weil, 
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Am.  J.  M.  Sc.  230:  357  [October,  1955]).  In  his 
experience,  the  drug  has  been  found  to  be  thera- 
peutically effective,  simple  to  administer  without 
risk  of  injury  to  skin  and  subcutaneous  tissues  (a 
drawback  of  norepinephrine),  and  available  for 
injection  without  additional  fluid  (thus  especially 
suitable  for  patients  with  renal  failure).  These 
features,  the  author  concludes,  make  metaraminol 
much  more  desirable  then  pressor  amines  previously 
available  for  patients  in  shock. — Max  H.  Weil,  M.D., 
Minnesota  Medicine,  April,  1957 
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Service  of  the  Sing  Sing  Prison  Hospital 
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This  is  the  story  of  a hospital,  a prison  hos- 
pital, for  the  past  one  hundred  twenty-five 
years. 

The  Sing  Sing  Prison  Hospital,  looming  large 
over  the  winding  Hudson  below  and  facing  the 


hills  of  Nyack  with  a stubborn  splendor  of  its 
own,  symbolizes  the  works  of  Man  as  opposed  to 
the  forces  of  nature.  For  healing,  preservation 
of  life,  and  protection  against  disease  have  their 
places  here  in  the  continuing  drama  of  man’s 


STATE  PRISON,  SING  SING,  N.  Y. 

/fr7 

0.  -M..  

Fig.  1.  Woodcut  from  Ballou’s  Pictorial  Drawing  Room  Companion,  June  18,  1859,  courtesy  of  the  Museum 

of  the  Ossining  Historical  Society. 
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Fig.  2.  Courtesy  of  the  Museum  of  the  Ossining  Historical  Society. 


struggle  for  existence. 

Beneath  the  shadow  of  the  guard  tower,  within 
the  confines  of  the  encircling  prison  walls,  the 
story  of  the  Sing  Sing  Prison  Hospital  unfolds. 
It  is  the  story  of  health  and  happiness  against 
sickness  and  despair,  of  men  against  adverse 
destiny.  . . . 

In  this  report  of  one  hundred  and  twenty-five 
years  of  service  an  effort  is  being  made  to  describe 
chronologically  the  different  personalities  and 
various  departments  involved  in  the  inner 
workings  of  the  intimately  interwoven  branches 
of  the  Sing  Sing  Prison  Hospital. 

History 

During  the  first  years  of  the  Sing  Sing  Prison 
Hospital  record  maintenance  was  embryonic  or 
nonexistent.  A thorough  search  of  our  files 
failed  to  reveal  any  of  the  early  daily  activities, 
hospital  admissions,  or  case  histories.  There- 
fore, to  speculate  on  the  hospital  activities  during 
that  era  would  be  in  vain,  but  the  few  notes  that 
were  found  from  this  period  were  thought  worthy 
of  recording. 

The  first  hospital  was  constructed  adjoining 
the  “Old  Cell  Block”  on  the  edge  of  the  Hudson 
River  (then  called  Tappan  Zee),  by  a group  of 
100  prisoners,  transferred  from  Auburn  Prison 
on  May  14, 1825,  under  the  supervision  of  Captain 


Elam  Lynds.*  This  building  was  called  the 
hospital  merely  because  it  could  be  partitioned 
into  wards  and  corridors.  Floors  were  of  such 
character  that  keeping  them  clean  was  impossible, 
as  were  the  walls  and  ceilings.  However,  this 
building  with  all  its  inadequacies  passed  through 
various  phases  of  transition  to  become  later  a 
recognized  institution,  Sing  Sing  Prison  Hospital. 

During  this  same  era  the  Principal  Keeper,  a 
burly  individual,  was  the  “physician”  who 
“examined”  the  sick  by  merely  walking  down  the 
sick  line  with  a lead-tipped  cane.  A tap  upon 
the  chest  with  this  cane  sent  the  sick  back  to 
their  duties.  The  others  were  sent  to  the 
hospital. 

The  hospital  did  not  remain  at  the  River  site 
long,  for  in  1831  it  was  moved  further  inland  to  a 
place  over  the  Principal  Keeper’s  office,  where  it 
remained  until  1929.  This  hospital  had  a 
capacity  of  36  beds  and  averaged  approximately 
900  admissions  annually. 

As  far  as  has  been  determined,  some  of  the 

* See  Westchester  Herald,  December  6,  1825,  Advertise- 
ment: 

CASH 

And  a liberal  price  will  be  given  for  any  quantity  of  clean 
CORN  HUSKS 

at  the  New  State  Prison.  E.  Lynds,  Agent 

Mt.  Pleasant,  September  30,  1825. 
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early  physicians  to  the  Prison  were  as  follows: 

About  1833  Dr.  Adrian  Kissam  Hoffman  t 
appears  to  have  been  Physician  of  the  Sing  Sing 
State  Prison  as  evidenced  by  the  following  letter 
to  Dr.  T.  F.  Beck,  derived  from  the  transactions 
of  the  Medical  Society  of  the  State  of  New  York, 
Albany,  1832  to  1835,  printed  by  Webster  and 
Skinners,  1833,  page  91 : 

Mt.  Pleasant,  December  25,  1833 

Sir:  The  loss  of  some  of  the  memoranda  since  the 
prevalence  of  the  malignant  cholera  here,  excludes 
the  possibility  of  my  sending  to  you  at  this  time  a 
detailed  statement  of  the  progress  of  the  disease  or  of 
making  correct  statistical  tables.  Therefore,  in 
reply  to  your  letter,  I will  merely  state  that  for 
several  months  previous  to  the  first  appearance  of 
cholera  here,  diarrheas  and  other  derangements  of 
the  digestive  organs  were  the  prevailing  diseases  at 
this  institution . . . 

A.  K.  Hoffmann 

In  1852  Dr.  Fenelon  Hasbrouck* **  was  Phj-- 
sician  to  the  State  Prison. 

In  1854  Dr.  George  Jackson  Fisherff  "'as 
Physician  and  Surgeon  to  the  Prison.  He  wrote 
of  the  cholera  visitation  in  the  Prison  and  the 
village  as  noted  in  Scharf’s  History  of  Westchester 
County,  page  331: 

“The  first  (visitation)  was  in  1832,  when  on 
July  17,  five  convicts  were  attacked  by  it.  The 
disease  continued  until  September,  during  which 
time  there  were  376  cases,  103  of  which  were 
fatal. 

“There  were  only  two  fatal  cases  in  the  village 
of  Sing  Sing. 

“In  1849  the  disease  returned.  This  time  the 
village  suffered,  but  the  inmates  of  the  Prison 
escaped. 

“On  the  17th  of  July,  1854,  a genuine  case  of 
Asiatic  Cholera  occurred  in  the  male  department 
of  the  State  Prison.  It  was  fatal.  In  the  course 


t Dr.  Hoffman  was  born  in  Livingston  Manor  on  March  26, 
1797,  and  died  at  Sing  Sing  (village),  New  York,  May  6,  1871. 
He  is  buried  in  Dale  Cemetery,  Ossining,  New  York.  (See 
Scharf’s  History  of  Westchester  County,  p.  588.) 

**  The  Westchester  Herald  carried  a notice  under  the  date- 
line of  June  22,  1852,  to  the  effect  that  Dr.  Hasbrouck  resides 
at  State  Street,  third  house  south  of  High  Street,  having 
removed  from  Tarrytown  to  Sing  Sing  (in  the  town  of  Mt. 
Pleasant). 

++  Dr.  Fisher  graduated  from  the  Medical  Department 
of  the  University  of  the  City  of  New  York.  He  was  president 
of  the  Medical  Society  of  the  County  of  Westchester  for  the 
terms  1857  and  1858.  In  1874  he  was  president  of  the 
Medical  Society  of  the  State  of  New  York. 


of  a month  over  40  additional  cases  occurred  of 
which  11  proved  fatal.” 

Dr.  Fisher  states,  “The  writer  was  at  that  time 
physician  and  surgeon  of  the  male  and  female 
departments  of  the  Prison.”  There  were  no 
cases  among  the  100  female  convicts.  There 
were  several  cases  in  the  village,  some  of  which 
were  fatal.  It  will  be  observed  that  the  cholera 
began  at  the  prison  in  1832  and  in  1854,  in  both 
years  on  the  17th  of  July.” 

In  1880  Dr.  Hiram  Barber!  was  appointed 
Physician  and  Surgeon  to  the  State  Prison  at 
Sing  Sing.  He  served  in  this  capacity  about 
eleven  years. 

During  the  year  1853  dietary  diseases  were 
common  in  winter,  though  perhaps  no  more 
prevalent  than  average  for  the  time.  More  than 
100  men  suffered  from  scurvy  during  the  winter 
of  1854.  In  the  same  year  11  died  from  Asiatic 
cholera  and  15  from  tuberculosis.  In  the  Prison 
Physician’s  Report  for  1858  Dr.  Fisher  said, 
“Severe  colds  and  influenzas  prevailed  generally 
through  the  winter  months,  resulting  in  many 
instances  in  congestive  fevers,  in  others,  laying 
the  foundations  for  consumptions,  or  hastening 
to  a fatal  termination  hitherto  incipient  com- 
plaints. The  months  of  June,  July,  and  August 
were  characterized  by  the  prevalence  of  dys- 
enteries and  diarrheas  of  an  obstinate  character, 
though  but  two  cases  proved  fatal.”  During 
this  year  eight  inmates  died  from  tuberculosis, 
four  from  “congestion,”  two  from  dropsy,  two 
from  “paralysis,”  two  from  dysentery,  two  from 
heart  disease,  four  from  suicide,  and  one  from 
drinking  a mixture  of  alcohol  and  varnish. 

Epidemics  were  rare,  but  cholera  and  typhoid 
occasionally  invaded  the  prison.  Intestinal 
diseases  and,  especially  at  the  end  of  the  century, 
malaria  plagued  the  physician.  In  1859  the 
physician  succeeded  in  having  a pest  house  opened 


+ Dr.  Barber  was  born  in  Schoharie  County,  New  York 
State.  He  studied  at  Gallupville  Academy  and  at  Albany 
Medical  College.  His  father  was  a doctor  who  fought  in  the 
War  of  1812,  and  his  grandfather  was  a soldier  in  the  Revolu- 
tionary War.  Dr.  Barber  graduated  from  Albany  Medical 
College  in  1847  and  located  in  Chesterville,  Albany  County. 
In  1848  he  was  elected  to  the  State  Legislature.  Then  in  1853 
he  removed  to  Richview,  Illinois,  and  in  1863  he  went  to 
Washington,  D.C.,  where  he  was  connected  with  the  Christian 
Commission.  He  spent  his  time  working  in  various  hospitals 
until  the  close  of  the  Civil  War.  In  1871  Dr.  Barber  came  to 
New  York  City  and  in  1875  he  was  appointed  Surgeon  to  the 
Department  of  Parks.  He  died  April  24,  1905,  and  was 
buried  in  Sleepy  Hollow  Cemetery,  Tarrytown,  New  York. 
(Information  was  supplied  by  Miss  Greta  Cornell,  curator  of 
the  Museum  of  the  Ossining  Historical  Society.) 
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for  the  isolation  of  infectious  and  contagious 
. diseases.  Smallpox  never  occurred  except  by 
admittance,  which  was  only  on  rare  occasions. 
Routine  vaccination  was  practiced  at  Sing  Sing 
prior  to  1850. 

The  progress  of  the  Sing  Sing  Prison  Hospital 
through  the  years  1859  to  1882  was  intimately 
associated  with  the  daily  life  of  the  inmate,  and 
it  had  come  not  through  brick  and  mortar  but 
through  improvement  in  the  practice  of  medicine 
and  the  care  of  the  sick. 

Hospitals  developed  slowly  until  the  latter  part 
of  the  last  century  when  Pasteur,  Koch,  Lister, 
and  other  great  scientists  made  the  oustanding 
discoveries  that  revolutionized  the  practice  of 
medicine  and  surgery.  Application  of  these 
discoveries  to  the  prevention  and  cure  of  diseases 
and  injuries  came  slowly  at  first,  but  by  the  turn 
of  the  century  surgery  in  the  body  cavities  had 
become  a safer  procedure,  and  surgeons  were 
performing  what  to  the  layman  appeared  to  be 
miracles  in  saving  the  lives  of  patients. 

Insane  criminals  were  always  a major  problem. 
It  was  during  the  year  1848  or  thereabout  that  the 
officials  interested  themselves  in  the  better  care 
of  the  sick  and  segregation  of  the  mentally 
incompetent  and  the  insane.  The  psychotic 
individuals  were  first  segregated  at  the  Prison 
itself,  Sing  Sing  having  an  “Outer  Ward”  until 
the  railroad  construction  in  1848  necessitated  its 
removal.  Later,  insane  inmates  were  transferred 
to  the  Utica  State  Hospital,  but  this  practice  was 
prohibited  by  the  Legislature  in  1854  because  of 
the  objection  of  mixing  both  citizen  and  criminal 
insane  and  because,  through  lack  of  security 
measures,  some  of  the  felons  so  confined  promptly 
escaped.  The  inspectors  at  that  time  recom- 
mended and  had  opened  in  1859  at  Auburn, 
New  York,  the  first  quarters  particularly  set  up 
for  the  observation  and  treatment  of  the  crimi- 
nally insane. 

One  of  the  most  outstanding  contributions  to 
the  Sing  Sing  Prison  Hospital  was  the  extensive 
psychiatric  study  inaugurated  by  Thomas  M. 
Osborne  during  his  wardenship  in  1916.  Not 
only  was  he  interested  in  having  the  study  made, 
but  apparently  he  was  responsible  for  the  idea  of 
using  Sing  Sing  as  a classification  prison. 

According  to  the  New  York  Times  of  July  16, 
1916,  Warden  Osborne  had  announced  plans 
“for  turning  the  prison  into  a great  receptive 
station  whereby  prisoners  could  be  observed, 
classified,  and  treated  according  to  their  needs.” 


Financed  by  the  Rockefeller  Foundation,  a most 
extensive  study  of  this  kind  was  made  at  Sing 
Sing  under  the  expert  direction  of  Dr.  Bernard 
Glueck,  Sr.  The  clinic  was  founded  in  August, 
1916,  and  for  two  years  until  June,  1918,  Dr. 
Glueck  and  his  staff  were  in  continuous  residence 
at  the  institution. 

The  aim  of  the  clinic  was  “to  provide  an  addi- 
tional agency  to  the  various  agencies  concerned 
with  the  problem  of  crime,  which  will  make  pos- 
sible a clear  definition  of  the  individual  criminal, 
of  the  difficulties,  constitutional  as  well  as 
environmental,  which  have  operated  in  bringing 
him  to  prison,  and  of  such  desirable  traits,  the 
cultivation  of  which  may  keep  a man  from  coming 
back  to  prison.”  It  was  intended  to  weed  out 
those  needing  special  treatment  and  to  use  the 
information  in  each  case  to  advantage  in  work 
assignments  and  in  educational  guidance. 

The  health  of  the  inmate  was  considered  one  of 
the  most  neglected  needs  of  the  institution.  As 
developed  earlier  in  this  article,  the  lone  prison 
physician  on  the  staff  struggled  on  unaided, 
well  into  the  twentieth  century  before  additional 
personnel  were  provided. 

In  1908,  Dr.  Fred  E.  Lettice,  Prison  Phy- 
sician, wrote  in  his  report,  “The  absence  of 
surgical  work  and  the  reasons,  therefore,  are 
worthy  of  special  attention.  These  cannot  fail 
to  present  many  physical  infirmities  amenable  by 
modern  surgery  among  the  population  of  the 
nature  and  size  of  Sing  Sing  Prison.  Investi- 
gation shows  this  to  be  a fact,  and  while  medical 
diseases  have  apparently  received  due  considera- 
tion, the  conditions  demanding  surgical  inter- 
vention have  practically  remained  untreated.” 
Without  medical  assistants  Dr.  Lettice  was  still 
meeting  all  medical  and  surgical  problems  as  well 
as  he  could. 

The  Sing  Sing  Prison  Hospital  continued  its 
slow  course  without  much  change  until  1914,  at 
which  time  Dr.  Amos  Squire  was  appointed 
Chief  Physician.  Under  his  leadership  the 
hospital  at  once  leaped  forward  with  plans  for  the 
expansion  of  a program  of  progressive  develop- 
ment. During  the  latter  part  of  1925  Dr. 
Squire  resigned  his  post  as  Chief  Physician  to 
become  Medical  Examiner  of  Westchester  County 
and  Consultant  of  the  Sing  Sing  Prison  Hospital. 

The  year  1926  brought  to  the  hospital  a man 
of  whom  it  was  said,  “His  surgical  skill  is  sur- 
passed by  none,  if  equalled  by  any.”  This  man, 
Dr.  Charles  Clark  Sweet,  immediately  took  the 
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initiative  in  expanding  and  reorganizing  the 
entire  hospital.  This  included  organizing  an 
Active  Staff,  Visiting  Staff,  Consulting  Staff,  and 
Inmate  Staff.  A year  after  Dr.  Sweet’s  appoint- 
ment as  Chief  of  Staff  the  hospital  received  a 
Grade  A rating  from  the  American  College  of 
Surgeons.  This  rating,  in  so  far  as  we  have  been 
able  to  ascertain,  was  the  first  of  its  kind  ever 
given  to  a prison  hospital  in  the  United  States. 
Since  that  time  the  grade  A rating  has  been 
reapproved  annually  without  interruption,  and 
today  the  plaque  of  approval  hangs  in  the  en- 
trance corridor  of  the  new  hospital. 

Many  changes  in  medical  administrative 
procedures  occurred  during  the  early  years  of  the 
new  hospital  which  opened  in  August,  1929. 
Since  these  changes  are  unimportant  to  the 
general  reader,  only  the  more  representative 
developments  of  the  hospital  will  now  be  pre- 
sented. 

Today  the  Sing  Sing  Prison  Hospital  is  a 
completely  fireproofed  structure,  measuring  ap- 
proximately 190  feet  long  by  50  feet  wide. 
Four  stories  high,  it  is  situated  on  a promontory 
at  the  northeastern  section  of  the  prison,  running 
north  and  south  with  its  entrance  facing  west. 
The  hospital  overlooks  the  Hudson  River  at  its 
widest  point  and  the  wooded  hillside  of  the 
opposite  shore.  The  entrance  and  sides  are 
flanked  by  spacious  lawns,  flower  gardens,  and 
trees. 

The  first  year  after  the  opening  of  the  new 
Hospital  195  major  operations  were  performed  in 
addition  to  approximately  254  minor  operations. 
While  it  is  true  that  the  hospitals  in  the  other 
New  York  State  penal  institutions  offer  surgical 
attention  in  emergency  cases,  the  Sing  Sing 
Prison  Hospital  attempts  as  much  physical 
rehabilitation  via  the  medical  and  surgical  route 
as  possible.  A significant  commentary  for  the 
record  of  the  Sing  Sing  Prison  Hospital  is  the 
fact  that  other  penal  institutions  of  the  State 
send  here  their  major  medical  and  surgical  cases. 
In  many  respects  the  Hospital  has  become  a 
medical  center  for  the  Department  of  Correction, 
with  from  40  to  60  men  being  transferred  to 
Sing  Sing  annually  for  specialized  medical  and 
surgical  treatment. 

In  the  matter  of  progressive  development,  it  is 
felt  that  the  intensive  syphilis  research  programs, 
which  have  been  conducted  at  Sing  Sing  Prison 
for  several  years  under  the  direction  of  Dr. 
Bernard  I.  Kaplan  in  cooperation  with  the  New 


York  State  Department  of  Health,  are  note- 
worthy. One  male  registered  nurse  has  been  in 
constant  attendance  through  the  courtesy  of  the 
Department  of  Health.  In  addition  to  treat- 
ment at  the  institution,  clinics  are  held  period- 
ically at  Bellevue  Hospital  by  Dr.  Kaplan  for 
men  who  have  been  discharged.  Following  Dr. 
Kaplan’s  appointment  as  Special  Consultant  to 
the  United  States  Public  Health  Service,  plans 
for  additional  research  studies  were  formed,  and 
these  studies  are  being  conducted  at  the  present 
time. 

Since  1943  routine  chest  x-rays  have  been  made 
on  all  admittances  with  the  plates  studied  by  Dr. 
John  A.  Korns,  specialist  in  tuberculosis,  West- 
chester County  Department  of  Health.  Through 
this  service  early  cases  of  active  tuberculosis  have 
been  discovered  that  might  otherwise  have  been 
overlooked.  It  has  made  possible  as  well  the 
diagnosis  of  pathologic  conditions,  such  as  aortic 
aneurism,  lung  neoplasms,  and  bone  pathology. 

If  pathology  other  than  tuberculosis  is  dis- 
covered, the  case  is  referred  to  the  proper  depart- 
ment in  the  hospital.  In  the  case  of  suspected 
tuberculosis  the  patient  is  admitted  to  the  hos- 
pital for  a series  of  tubercular  studies.  If  the 
studies  are  positive  for  acid-fast  bacilli,  arrange- 
ments are  made  immediately  for  the  patient’s 
transfer  to  the  tuberculosis  ward  at  Clinton 
Prison  for  further  hospitalization.  If  every 
outside  community  could  have  as  positive  a pro- 
gram of  tuberculosis  control,  the  disease  would 
soon  be  a minor  health  problem. 

From  time  to  time  over  a period  of  several 
years  the  Rockefeller  Foundation  has  carried  on 
investigations,  notably  with  atabrine,  especially 
during  the  war,  as  well  as  vaccinations  against 
influenza.  The  inmates  of  Sing  Sing  Prison 
have  always  been  eager  to  participate  in  these 
projects  and  are  continuing  to  do  so  today. 
During  the  war  years,  inmates  donated  thousands 
of  pints  of  blood  to  the  American  Red  Cross 
units  that  regularly  visited  the  institution.  The 
inmates  were  called  on  for  blood  contributions  for 
the  men  fighting  in  Korea.  During  1952,  672 
pints  of  blood  were  donated. 

It  has  been  said  that  with  health  all  things  are 
possible  and  without  it  nothing  is  possible.  This 
truism  is  evident  in  the  medical  and  surgical 
results  achieved  throughout  the  one  hundred  and 
twenty-five  years’  service  of  the  Sing  Sing  Prison 
Hospital. 

The  most  momentous  event  of  the  year  1950 
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was  the  decision  of  Dr.  Charles  C.  Sweet  to  bring 
to  a close  his  long  and  honored  career  as  Chief  of 
Staff  of  the  Sing  Sing  Prison  Hospital.  Al- 
though Dr.  Sweet  regretfully  reached  his  decision 
during  the  closing  days  of  summer,  no  word  was 
issued  until  he  had  cleared  up  his  operative 
schedule.  Then,  and  only  then,  was  the  news 
released. 

As  compared  with  the  events  which  happened 
in  the  world  at  large  during  this  era,  perhaps  the 
resignation  of  a prison  surgeon  might  be  con- 
sidered of  minor  significance.  However,  to  Dr. 
Sweet’s  many  associates  and  to  the  men  within 
the  prison  walls,  what  happens  herein  is  of  major 
importance.  To  the  men  who  worked  at  the 
hospital  with  Dr.  Sweet,  to  the  thousands  of  men 
who  entered  Operating  Room  A with  full  faith 
and  confidence,  to  those  for  whom  his  unerring 
hand  rejuvenated  limbs,  quelled  the  fire  of  ul- 
ceration or  excised  nature’s  malformations,  the 
loss  was  incalculable.  However,  they  realized 
that  Dr.  Sweet  had  more  than  earned  the  right 
to  enjoy  the  fruits  of  a ripe  old  age. 

In  their  several  ways  the  men  made  attempts  to 
show  the  gratitude  and  appreciation  for  what  had 
been  done  for  them.  The  individual  expressions 
cannot  be  recounted  here,  but  note  should  be 
made  of  the  farewell  ceremony  held  at  the 
gymnasium  during  .January,  1951.  Here,  from 
men  who  had  always  carefully  avoided  osten- 
tatious display  of  feelings,  a standing  ovation 
was  given  to  the  man  who,  over  the  course  of  a 
quarter  of  a century,  had  earned,  in  addition  to 
their  affection,  the  honored  sobriquet,  “Grand 
Old  Man.” 

Many  could  remember  when  Dr.  Sweet+T 
came  to  Sing  Sing  Prison  in  1926  and  the  prison 
that  differed  so  much  from  the  present  one. 
The  trend  at  that  time  had  not  yet  shifted  from 
punishment  as  the  sole  objective  of  incarceration 
to  the  modern  theories  of  rehabilitation.  Acts 
of  violence  were  numerous.  One  thousand  men, 
a third  of  the  population,  were  housed  in  tiny, 
damp  cells,  affording  a fertile  field  for  respiratory 
and  affiliated  diseases.  Into  this  situation 
plunged  Dr.  Sweet  to  accomplish  the  record  that 
can  be  pointed  to  with  the  greatest  of  pride  today. 

In  the  final  bustling  days  preceding,  his  de- 
parture Dr.  Sweet  was  as  considerate  of  the  men 
as  always,  and  with  his  usual  characteristic 

tt  Dr.  Sweet  graduated  from  Albany  Medical  School  in 
1905.  In  1925  he  was  president  of  the  Westchester  County 
Medical  Society. 


concern  he  cast  about  for  the  man  best  qualified 
to  succeed  him.  Dr.  Harold  Winston  Kipp 
of  Ossining,  New  York,  was  designated  to  take 
over  the  job.  Dr.  Kipp’s  stature  is  high  among 
the  men  in  the  institution.  The  tradition  that 
was  established  in  the  past  twenty-five  years 
appears  to  be  off  to  a good  start  for  another 
quarter  century  of  service  to  the  men  of  Sing 
Sing  Prison. 

The  present  hospital  building  was  opened  in 
1929,  equipped  with  the  most  modern  medical 
and  surgical  facilities,  including  suitable  medical, 
surgical,  and  convalescent  wards,  two  operating 
rooms,  examination  rooms,  x-ray  room,  in- 
cluding portable  x-ray  equipment,  psychiatric 
department,  dental  laboratory,  pathologic  labora- 
tory, eye  clinic,  first  aid  clinic,  and  various 
offices  for  the  active  staff.  The  active  staff 
consists  of  a chief  of  staff,  a prison  physician,  two 
junior  physicians,  one  laboratory  technician,  one 
x-ray  technician,  one  pharmacist,  one  dentist, 
and  five  male  registered  nurses.  In  the  Depart- 
ment of  Mental  Hygiene,  there  is  one  supervising 
psychiatrist,  one  assistant  psychiatrist,  one 
senior  psychologist,  and  one  assistant  psycholo- 
gist. 

While  the  active  staff  carries  on  the  main 
services  at  the  Hospital,  a wide  circle  of  skilled 
specialists  are  participating  in  the  medical  and 
surgical  work.  The  professional  staff  of  the 
Sing  Sing  Prison  Hospital  is  divided  into  three 
groups:  Active  Attending  Staff,  Visiting  Attend- 
ing Staff,  and  Consulting  Medical  Staff.  These 
specialists  are  surgeons,  neurosurgeons,  oph- 
thalmologists, urologists,  anesthesiologists,  op- 
tometrists, cardiologists,  roentgenologists,  pa- 
thologists, allergists,  epidemiologists,  tuberculosis 
consultants,  and  otorhinolaryngologists.  The 
active,  visiting,  and  consulting  staffs  have  been 
able  to  render  exceptionally  fine  service  to  the 
prison  hospital,  and  each  have  had  an  integral 
part  in  making  the  Sing  Sing  Prison  Hospital  the 
most  outstanding  prison  hospital  in  the  United 
States. 

In  line  with  the  policy  to  offer  the  best  possible 
medical  and  surgical  service  available  to  the 
many  men  committed  to  Sing  Sing,  plans  were 
formed  during  the  early  part  of  1952  for  the  ex- 
pansion and  renovation  of  the  operating  suite. 
This  was  caused  by  the  fact  that  our  greatly 
expanding  surgical  service  had  been  severely 
impeded  by  the  end  of  1951  by  the  lack  of  space 
and  modern  facilities  in  the  operating  rooms. 
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During  the  expansion  period  of  the  operating 
rooms,  an  emergency  surgical  unit  was  set  up  in  a 
small  room  on  the  surgical  floor,  which  was 
formerly  used  as  a diet  kitchen.  Because  of  the 
cramped  quarters,  lack  of  proper  ventilation,  and 
the  ever-present  danger  of  contamination,  sur- 
gery was  limited  to  emergencies. 

The  new  operating  room  suite  was  scheduled 
for  completion  three  months  after  the  work  got 
under  way  in  January',  1952.  This  plan,  how- 
ever, did  not  materialize,  and  it  was  necessary'  to 
resume  full-scale  surgical  sendee  in  order  to  cope 
with  the  vast  increase  of  cases  requiring  surgical 
intervention. 

Under  the  direction  of  Dr.  Harold  W.  Kipp 
the  temporary  operating  room  was  made  rela- 
tively free  from  contamination  and  rendered 
suitable  for  surgery'.  During  the  period  of 
January  1,  1952,  to  December  31,  1952,  there 
were  308  operations  hi  general  surgery'  and  38  in 
eye  surgery.  Although  these  figures  give  some 
idea  of  the  extent  of  surgical  work  performed  for 
this  period,  it  does  not  tell  of  the  difficulties  and 
frustration  of  the  surgeons  who  labored  under 
what  has  been  euphemistically  termed  “un- 
satisfactory conditions.” 

During  March,  1953,  it  was  made  known  that 
the  new  operating  suite  would  be  available 
around  the  first  part  of  April.  The  long- 
awaited  opening  was  finally  achieved  on  April 
14,  1953.  This  much  needed  expansion  provided 
additional  space  in  operating  rooms  A and  B, 
new  sterilizing  and  storage  rooms,  a modern, 
well-arranged  scrub  room,  air  conditioning,  and 
completely  built-in  fluorescent  lighting. 

In  Sing  Sing  Prison  are  all  types  of  men,  in- 
mates representative  of  many  nationalities  and 
gathered  from  diverse  economic  and  social 
strata.  To  fuse  their  ideals  and  ambitions  with 
the  over-all  program  of  prison  rehabilitation  and 
to  establish  the  apperceptive  basis  upon  which 
each  individual  can  build  for  a better  future, 
requires  the  closest  cooperation  and  teamwork 
between  all  branches  of  prison  administration. 

W.  L.  Denno,  warden  of  Sing  Sing  Prison,  has 
constantly  emphasized  the  importance  of 
smoothly  functioning  and  well-integrated  units 
of  the  prison  body  as  a whole.  Nowhere  is  the 
need  for  coordination  more  apparent  than  in  the 
relations  between  the  custodial  and  medical 
staff.  This  need  has  been  met  and  the  success  of 
the  joint  activity  of  these  two  departments  has 
played  an  integral  part  in  the  present  high 


standards  of  medical  and  surgical  services  at 
Sing  Sing.  Here  we  can  clearly  illustrate  the 
over-all  achievements  in  the  matter  of  preparing 
the  inmate  for  his  future  return  to  society. 

Throughout  the  course  of  this  paper,  slight 
mention  has  been  made  of  rehabilitative  efforts. 
This  was  not  an  oversight.  But,  since  very'  little 
emphasis  was  placed  on  this  phase  of  prison  life 
before  the  turn  of  the  century,  it  would  have  been 
a thankless  task  to  search  for  examples  of  some- 
thing which  did  not  actually  come  to  fruition 
until  a later  period. 

The  first  phase  of  rehabilitation  begins  shortly 
after  the  inmate  is  admitted  to  the  institution. 
Mr.  Louis  J.  Kelley',  Principal  Keeper,  inter- 
rogates all  newcomers  for  the  purpose  of  deter- 
mining individual  aptitudes  and  needs.  At  this 
time  the  inmate  is  permitted  to  discuss  any' 
problem,  personal  or  relating  to  his  family  or  other 
interests,  and  proper  recommendations  and  re- 
ferrals are  then  made  by  the  interviewer.  In  a 
number  of  instances  the  inmate  is  found  in  need 
of  medical  or  psychiatric  consultation,  and  these 
cases  are  immediately'  dealt  with.  It  has  been 
proved  that  the  airing  of  these  problems  has  usu- 
ally resulted  in  benefit  to  both  the  inmate  and  to 
those  assigned  the  task  of  supervising  him. 

In  addition,  complex  problems  of  a custodial- 
medical  nature  are  thoroughly'  investigated. 
Proper  recommendations  are  made  so  that  the 
situation  as  a whole  can  be  comprehended  and 
solutions  can  be  based  on  the  totality  of  the 
inmate’s  case  history  and  background.  Sub- 
sequent interviews  are  granted  by'  the  Principal 
Keeper  and  the  Warden  upon  proper  submission 
of  requests. 

The  ancient  pedagogic  principle  of  a sound 
mind  in  a sound  body  as  a basis  for  the  fullest 
development  of  the  individual  is  also  a truism  in 
penology.  Towards  this  end  recreational  and 
educational  facilities  have  been  expanded,  and  a 
continuous  program  of  activity  aimed  at  mental 
and  bodily  health  with  a corresponding  relief  for 
tension  has  been  put  into  effect. 

The  Mutual  Welfare  League  baseball  and 
basketball  teams  maintain  regular  schedules  at 
various  periods  of  the  year  with  outside  teams. 
The  recreational  program  for  inmate  participa- 
tion includes  baseball,  softball,  and  basketball 
among  the  shop  teams,  as  well  as  handball  and 
shuffle  board,  with  proper  facilities  and  equip- 
ment on  hand.  Motion  pictures  are  shown 
twice  a week,  and  radio  programs  are  relay'ed 
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nightly  to  the  inmates  in  their  individual  cells. 

Modern  and  well-equipped  facilities  in  the 
prison  school  offer  instruction  in  automobile, 
radio,  and  machine  shop  practice  under  the  care 
of  qualified  instructors.  In  addition  to  voca- 
tional courses,  there  is  a range  of  academic  sub- 
jects from  elementary  English  to  French, 
Spanish,  and  Physics. 

The  library  facilities  at  Sing  Sing  Prison  surpass 
those  of  many  smalltown  libraries,  with  books  on 
numerous  subjects  readily  available  and  pro- 
visions for  loans  from  the  New  York  State 
Library  for  texts  not  on  the  prison  library  shelves. 

All  of  the  foregoing  facts  indicate  that  major 
stress  has  been  placed  on  the  inmate’s  environ- 
ment and  daily  activities.  From  a medical 
standpoint,  these  are  just  as  important  over  a 
period  of  time  as  his  medical  and  surgical  needs. 

We  are  fully  cognizant  of  the  excellent  efforts 
being  made  by  other  institutional  departments 
towards  solving  the  problem  of  adjustment  of  the 


individual  inmate.  Also,  we  realize  that  the 
task  of  reformation  is  sometimes  very  difficult. 
And  it  is  a real  and  compelling  problem  which 
must  be  approached  realistically  as  well  as  on  a 
theoretic  basis.  We  do  feel,  therefore,  that  the 
correlated  efforts  of  these  departments  are  a 
prerequisite  to  the  successful  treatment  of  the 
problem  at  hand.  Accordingly,  to  this  second- 
ary but  important  .objective  of  rehabilitation, 
the  Sing  Sing  Prison  Hospital  has  also  devoted 
its  energies  and  resources. 
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The  rain  it  raineth  on  the  just 
And  also  on  the  unjust  fella; 

Rut  chiefly  on  the  just,  because 
The  unjust  steals  the  just’s  umbrella. 

— George  F.  Owens 
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The  Rumanian  Medical  Congress 


To  the  Editor: 

In  1956  a number  of  physicians  of  various  coun- 
tries received  invitations  to  participate  in  a Congress 
of  the  Medical  Sciences,  which  was  to  take  place  in 
Bucharest,  Rumania,  May  5 to  11,  1957. 

It  so  happens  that  this  writer,  born  eighty-two 
years  ago  in  that  country  although  absent  from  it  for 
sixty  years,  still  remembers  his  early  youth  that  had 
been  spent  there  and  speaks  the  language  fluently. 
Of  course  he  accepted  the  invitation  and  planned  to 
present  two  papers  on  the  program,  both  on  psychi- 
atric subjects.  A few  more  colleagues  represented 
the  United  States,  one  of  them  being  Dr.  Albert  B. 
Sabin  of  Cincinnati. 

Altogether  about  100  came  from  abroad:  19  from 
France,  seven  from  England,  six  from  West  Germany, 
four  from  China,  and  some  from  Belgium,  Denmark, 
Finland,  Italy,  and  Greece.  Others  came  from 
Sweden,  Turkey,  Syria,  Uruguay,  North  Korea, 
Yugoslavia,  Mongolia,  Poland,  East  Germany,  and 
Hungary.  Most  of  the  1,200  participating  doctors 
were  Rumanian  medical  men  and  women.  Israel 
was  represented  by  its  ambassador,  who  is  himself 
an  endocrinologist. 

There  were  four  principal  topics  of  discussion 
divided  into  as  many  sections:  (1)  Physiology,  under 
the  chairmanship  of  the  well-known  Professor 
Benetato  of  the  Rumanian  University  of  Cluj  (also 
called  Klausenburg  or  Koloshvar.  There  is  also  a 
Hungarian  university  in  the  same  city).  (21  Internal 
medicine  and  surgery,  under  Professor  Lupu  of 
Bucharest.  (3)  Neurology  and  endocrinology  under 
both  the  neurologist,  Professor  Kreindler,  and  the 
director  of  the  Institutes  of  Geriatrics  and  Endo- 
crinology, Dr.  Parhon,  who  had  been  the  first  presi- 
dent of  the  Rumanian  People’s  Republic.  (4) 
Microbiology,  inframicrobiology  (virology),  and 
parasitology,  under  Professor  Nicolau. 

Rumania  has  always  been  known  for  her  up-to- 
date  medical  work.  Her  best  teachers  had  been 
students  of  French  medicine  and  carried  on  the 
Western  tradition  in  her  own  schools  and  hospitals. 
Several  Rumanian  doctors  became  internationally 
distinguished  in  their  own  fields,  among  them 
Babesh,  the  bacteriologist;  Danielopolu,  famous  for 
his  study  of  pharmacodynamics  and  his  interest  in 
the  vegetative  nervous  system,  and  Marinoscu,  one 


of  the  founders  of  modern  neurology.  Moreover, 
within  the  last  decade  or  so  the  impetus  to  new 
studies  has  been  enhanced  through  new  oppor- 
tunities and  through  the  founding  of  better  scientific 
institutions  and  laboratories. 

With  regard  to  the  progress  in  Rumania  during 
the  last  ten  years,  both  in  medicine  and  in  public 
health,  the  following  official  figures  have  been  given 
to  this  writer: 

“The  number  of  medical  students  has  increased 
from  3,600  in  1938  to  10,149  in  1956.  The  number 
of  beds  in  hospitals  has  increased  from  34,700  to 
131,000.  While  in  1936  the  country  had  8,231 
medical  doctors,  there  were  21,919  in  1956,  which  in 
a population  of  over  17  million  means  one  physician 
to  every  802  inhabitants,  the  same  as  in  the  United 
States. 

“The  budget  accorded  in  1956  by  the  state  for 
public  health  work  and  treatment  is  134  per  cent 
higher  than  that  of  1951,  and  this  year  it  is  20  per 
cent  superior  to  that  of  a year  ago.  Together  with 
the  cultural  work  it  amounts  to  one  third  of  the  total 
state  budget. 

“If  we  remember  the  epidemics  of  exanthematic 
fever,  typhoid  fever,  pellagra,  and  malaria,  the 
difference  is  great  indeed.  The  situation  is  par- 
ticularly striking  in  malaria  where  in  1949  we  had 
233,962  cases,  95,469  in  1950,  and  only  376  in  1955. 

“General  mortality  has  diminished  from  19.1  to 
9.9  per  cent,  infantile  mortality  from  17.9  to  8.1  per 
cent  in  comparison  to  1938.” 

What  should  be  noted  in  this  connection  are  the 
facts  that  all  medical,  dental,  and  drug  services  are 
free  and  that  all  the  workers  receive  free  vacations 
in  hundreds  of  rest  homes. 

The  doctors  seem  to  be  contented.  This  corre- 
spondent has  spoken  to  many.  Almost  all  of  them 
are  employed  in  institutions  and  hospitals,  although 
those  who  desire  it  may  also  practice  privately. 

The  country  has  learned  to  manufacture  many  of 
its  own  pharmaceutical  products,  some  antibiotics, 
and  lately  a penicillin  factory  has  been  opened. 

Although  Rumania  is  an  “iron  curtain”  country, 
none  of  the  visiting  doctors  had  been  questioned 
about  their  political  beliefs,  and  there  was  no  censor- 
ship regarding  any  of  the  papers  presented.  These 
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or  summaries  of  them  were  sent  in  advance  for  print- 
ing purposes,  which  is  the  practice  of  all  such  meet- 
ings everywhere. 

All  Congress  members  and  especially  all  foreigners 
were  invited  to  visit  hospitals,  institutions,  labora- 
tories, and  asylums  and  were  introduced  to  the 
newest  work  by  those  who  were  actually  doing  it. 

Hundreds  of  communications  and  problems  were 
presented  at  the  Congress  and  they  provoked  vivid 
discussions,  of  which  only  a few  are:  rheumatism  in 
all  its  forms,  acute,  chronic,  and  cardiac;  the  relation 
of  the  endocrine  glands  to  rheumatic  disease;  the 
corticovisceral  action  and  the  conceptions  of  the 
Pavlov  school;  a symposium  on  the  epiphysis  or 
pineal  gland,  with  the  outstanding  paper  on  “Rela- 
tions Between  the  Thyroid  and  the  Epiphysis 
Glands”;  inframicrobian  (virus)  infectious  hepati- 
tis and  its  various  forms;  demalarialization  (the 
fight  against  malaria),  and  the  epidemiology  of  the 
streptococcus  infections. 

The  section  on  neurology  had  two  topics  on  its 
program:  epilepsy  and  neurosis.  An  original  paper 
on  epilepsy  was  presented  with  new  research  work 
on  the  subject.  Some  of  the  titles  on  neurosis  were: 
“The  Importance  of  Psychotherapy  in  Today’s 
Medicine”  and  “Experimental  Research  Work  on 
the  Cortical  Dynamics  in  Neuro-Psychic  Affections 
in  Children.” 

Here  are  some  of  the  official  conclusions  of  the 
chief  presentations  on  rheumatism  made  at  this 
Congress: 

“In  the  problem  of  the  etiology  of  rheumatic  ill- 
ness the  role  of  the  acute  streptococcic  infections  of 
rhinopharyngian  origin  is  outlined  more  and  more. 
They  constitute  the  central  etiologic  element  at 
least  in  the  acute  and  subacute  forms  in  childhood 
and  in  the  young  adult. 

“What  has  been  mainly  accentuated  is  the  impor- 
tance of  the  histochemical  and  biochemical  study  of 
the  conjunctive  tissue  and  also  the  role  played  by 
the  conjunctive  cells  in  the  pathologic  cells  of  the 
fundamental  substance  and  of  the  conjunctive 
fibers. 

“The  etiologic  complex  of  the  rheumatic  illness  in 
adults  has  been  brought  out.  New  infections  added 
to  the  older  ones  and  climatic  and  nutritional  factors 
superimposed  on  the  primary  streptococcic  infec- 
tion determine  the  pathogeny  of  the  adult  forms  of 
this  illness.  The  clinical  aspect  is  undoubtedly 
influenced  by  the  territory  on  which  the  disease  is 
grafted,  that  is,  the  reaction  of  the  entire  organism. 

“More  research  work  and  on  a larger  scale  re- 
garding rheumatism  as  a social  disease  is  necessary. 
This  would  contribute  to  the  creation  of  a broader 
scientific  basis  for  prevention.  And  it  is  desirable 
that  medical  thinking  be  also  attracted  more  toward 
prevention  than  toward  therapy.  The  treatment 
itself  should  be  multiple,  according  to  individual 


conditions:  antibiotic,  antiallergic,  balneophysio- 

therapeutic,  hcliothcrapeutie  where  indicated,  diet, 
vitamins,  the  proper  sanatoria,  correct  working 
conditions  in  industry,  etc. 

“In  the  analysis  of  postoperative  results  of  100 
cases  of  commissurotomy  in  mitral  stenosis  operated 
on  until  January,  1950,  they  were  found  to  be  78  per 
cent  favorable  and  22  per  cent  unfavorable.  This 
surgical  intervention  can  therefore  be  recommended 
in  proper  cases.” 

All  Rumanian  members  of  this  Congress  without 
exception  spoke  a foreign  language  (mostly  French) 
fluently  and  some  also  English.  Therefore  coopera- 
tion with  the  guests  was  easy. 

The  spirit  of  high  intellectuality  prevalent  at  this 
meeting  was  even  more  enhanced  by  the  classic  and 
popular  music  and  the  ballets  given  in  honor  of  the 
members  of  the  Congress.  One  orchestra  of  cham- 
ber music  was  composed  of  Bucharest  doctors. 

Since  most  foreign  delegates  visited  Dr.  Parhon’s 
Geriatric  Institute,  its  work  under  the  leadership  of 
his  capable  assistant  Professor  Anna  Aslan,  should 
be  mentioned  here.  Briefly,  it  consists  of  treatment 
of  old  age  conditions  and  of  aging  in  general  by 
intramuscular  injections  of  0.08  to  0.10  eg.  of  a 2 to 
4 per  cent  solution  of  Novocaine,  three  injections 
weekly  in  series  of  twelve  injections,  after  which 
follows  an  interruption.  This  treatment  may  con- 
tinue over  years,  according  to  the  case.  It  is 
claimed  that  the  results  are  favorable. 

Since  most  of  the  Rumanian  medical  theories  are 
based  on  the  Russian  physiologist  Pavlov’s  ideas, 
and  since  these,  with  the  exception  of  the  elemen- 
tary “conditioned  reflex”  experiments,  are  but  little 
known  in  the  United  States,  I have  asked  the 
neurologist,  Professor  Kreindler,  the  head  of  the 
Bucharest  Pavlov  Institute,  to  explain  “Pavlovism” 
to  American  readers.  Here  are  his  words,  translated 
and  condensed  to  their  essential  meaning: 

“For  Pavlov  the  brain  is  the  organ  of  psychic  life. 
It  is  the  material  basis  of  psychic  life.  A mechanical 
lesion  or  an  affection  of  the  brain,  particularly  of  the 
cerebral  hemispheres,  provokes  disturbances  in  the 
behavior  of  individuals,  men  or  animals. 

“According  to  Pavlov,  the  brain  is  composed  of 
three  different  levels.  The  first  is  formed  by  the 
subcortical  centers:  the  centers  of  absolute  reflexes, 
of  absolute  instincts,  of  the  affects,  of  the  tendencies, 
and  of  the  emotions.  These  mechanisms  are  put  in- 
to action  by  exterior,  nonconditioned  agents.  This 
results  in  a very  limited  orientation. 

“This  orientation  widens  at  the  second  level,  the 
cerebral  hemispheres.  Here  the  principle  appears  of 
notification  of  the  absolute  exciting  powers,  which 
are  in  small  number  and  are  led  by  an  innumerable 
mass  of  other  irritants  or  excitants  that  are  con- 
tinually being  analyzed  and  synthesized.  This  fact 


November  1,  1957 


3523 


CORRESPONDENCE 


assures  us  a better  adjustment  to  life  conditions. 

“In  man  another  system  of  notification  appears. 
It  expresses  or  symbolizes  the  system  helped  by 
speech.  This  abstracts  reality  and  permits  all 
generalizations.  It  represents  man’s  specific  quality, 
thought,  which  makes  it  possible  for  him  to  orient 
himself  infinitely. 

“According  to  Pavlov  matter  produces  spirit. 

“Here  is  his  conception  of  hysteria:  The  cerebral 
cortex  of  the  hysteric  is  weak  and  this  results  in 
disturbances  of  some  functions. 

“The  two  basic  processes  which  rule  the  activity  of 
the  cortex  are  irritation  (excitement)  and  inhibition. 
Irritants  coming  from  the  exterior  world  and  reach- 
ing the  cortex  cells  may  bring  these  cells  into  two 
different  functional  states,  one  of  irritation  and  one 
of  inhibition.  Both  inhibition  and  irritation  are 
processes  or  functions  of  the  nervous  cell. 

“Between  these  two  processes  there  is  a very  nar- 
row interdependence,  one  depending  on  the  other 
and  one  conditioning  the  other.  Whenever  a zone 
of  irritation  occurs  in  any  part  of  the  cortex,  it  is 
immediately  surrounded  by  a zone  of  inhibition 


(called  reciprocal  and  simultaneous  induction),  and 
whenever  the  irritation  focus  disappears,  it  is  re- 
placed by  an  inhibition  (reciprocal  successive  induc- 
tion). 

“Some  of  the  pupils  of  Pavlov  have  completed  his 
theories.  They  have  found  that  the  activity  of  all 
the  viscera,  of  the  digestive  tube,  of  the  lungs,  of 
the  heart,  etc.  is  projected  on  the  cortex.  This 
would  mean  that  there  is  a relationship  between 
visceral  (and,  in  general,  somatic)  phenomena  and 
psychic  ones. 

“The  brain  then  analyzes  not  only  the  irritants  or 
excitants  coming  from  the  surrounding  world  but 
also  those  originating  from  our  own  body.  The 
brain  also  synthesizes  irritants. 

“All  this  forms  the  integration  of  our  personality, 
and  it  is  at  the  basis  of  the  somatopsyche  or  the 
union  between  bod}’  and  mind,  a union  maintained 
by  the  work  of  the  vegetative  nervous  system.” 

Benzion  Liber,  M.D. 

65  West  95th  Street 
New  York,  New  York 


The  Johnstown  Flood 


To  the  Editor: 

I am  sending  in  notice  from  your  August  15,  1957 
issue  of  the  Journal,  page  2717,  in  which  I find  a 
gross  mistake. 

The  Johnstown  flood  occurred  on  May  31,  1889, 
which  I recall  distinctly,  since  I was  twelve  years  of 
age.  Over  2,000  lives  were  lost,  and  there  was  a 


property  damage  of  over  ten  million  dollars.  We 
lived  in  Olean,  New  York,  at  the  time,  and  the 
water  was  4 feet,  4 inches  deep  in  my  parents’  house. 

James  M.  Happell,  M.D 

308  Broad  Street 
Salamanca,  New  York 


No  one  can  draw  more  out  of  things,  books  included,  than  he  already  knows.  A man  has  no 
ears  for  that  to  which  experience  has  given  him  no  access. — Nietzsche 
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The  following  is  a summary  of  the  minutes  of  the  June,  1957,  meeting  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York,  as  approved  September  12,  1957. 


r I ''he  Council  met  June  13,  1957,  from  9:05  a.m. 

to  1:40  p.m.,  at  the  Manhattan  Club,  New  York 
City,  Dr.  Thurman  B.  Givan,  president,  presiding. 

Executive  Committee  Report 

Communications. — Dr.  Anderton  stated:  “The 
Executive  Committee  yesterday  considered  a num- 
ber of  communications  and  disposed  of  several. 
The  ones  that  are  referred  to  the  Council  are: 

“1.  A letter  of  June  10,  1957,  from  Mr.  Robert  L. 
Johnson,  secretary  of  the  Empire  State  Health 
Council,  Inc.,  of  Hudson,  requesting  designation  of 
a representative  to  serve  on  the  Board  of  Directors 
and  attend  the  annual  meeting  of  the  Council  on 
June  26,  1957.  This  newly  formed  organization  is 
replacing  the  New  York  State  Health  Council,  in 
which  we  have  been  represented  by  Dr.  Carlton  E. 
Wertz,  and  to  which  the  State  Society  has  sub- 
scribed §100  a year  since  it  was  started  a few  years 
ago.  I move  that  the  recommendation  of  the  Ex- 
ecutive Committee  that  Dr.  Carlton  E.  Wertz  rep- 
resent this  Society  on  the  Empire  State  Health 
Council  Board  of  Directors  by  approved.” 

Approval  was  voted. 

“2.  For  a second  time  since  institution  of  the 
fifty-year  award  of  merit  in  the  form  of  a scroll  to 
gentlemen  who  have  been  in  practice  fifty  years,  one 
was  omitted  this  year.  A letter  from  Dr.  Lois  J. 
Plummer,  secretary'  of  the  Medical  Society  of  the 
County  of  Erie,  dated  June  10,  1957,  regarding 
omission  of  the  name  of  Dr.  Edward  F.  Healy  from 
the  1956  fist  of  ‘Fifty-Year  Doctors’  and  a memo- 
randum from  the  Public  and  Professional  Relations 
Bureau  regarding  the  procedure  for  compiling  these 
fists  were  considered.  It  was  felt  that  this  was  a 
human  error  that  probably  could  not  have  been  pre- 
vented. 

“The  committee  recommends  that  the  secretary 
be  authorized  to  send  a letter  of  apology'  to  Dr. 
Healy,  and  that  a special  note  of  the  omission  be  pub- 
lished in  the  Journal.  ” 

It  was  so  voted. 

Dues  Remissions. — The  Council  voted  to  remit 
the  annual  State  dues  of  one  member  for  1956  and  of 
nine  members  for  1957  because  of  illness,  of  two 
members  for  1957  because  of  military'  service,  and 
of  one  member  for  1957  because  of  financial  hard- 
ship. It  was  voted  to  remit  and  refund  1957  annual 
State  dues  of  one  deceased  member.  The  Council 
also  voted  to  request  remission  of  American  Medical 
Association  dues  of  one  member  for  1956  and  of 


eight  members  for  1957. 

Secretary’s  Report 

Dr.  Anderton  stated:  “During  the  past  month 

y'our  secretary'  has  commenced  the  implementation 
of  actions  yrou  and  the  House  of  Delegates  took  in 
May'.  He  has  attended  committee  meetings  and 
helped  arrange  for  several  annual  district  branch 
meetings. 

“Your  secretary'  anticipates  attending  the  House 
of  Delegates  of  the  American  Medical  Association 
and  several  meetings  of  ancillary  bodies. 

“The  following  names  are  recommended  for  pos- 
sible choice  by  the  State  Education  Department  of 
a member  of  the  Committee  on  Medical  Grievances, 
one  man  to  be  chosen  from  three:  Dr.  William  L. 
Wheeler,  Jr.,  Dr.  Philip  G.  C.  Bishop,  and  Dr. 
Francis  M.  Benedetto,  all  of  New  York  City.  This 
is  to  replace  Dr.  Theodore  B.  Russell  of  New  York 
City,  who  has  resigned  on  account  of  illness.  The 
three  men  nominated  are  internists,  because  there  is 
need  for  an  internist  on  the  Board.  They  are  from 
New  York  City,  because  there  is  need  for  men  from 
New  York  City  on  the  Grievance  Committee.  We 
try  to  have  the  distribution  across  the  State  and  by 
various  specialties.” 

Approval  was  voted. 

Dr.  Anderton  continued:  “In  supplement  may'  I 
say  that  the  State  Education  Department  has  also 
asked  for  nominations  of  three  men  for  each  of  two 
appointments  on  the  State  Board  of  Medical  Ex- 
aminers, three  to  be  nominated,  one  to  be  chosen 
from  each  trio.  For  the  examiner  in  obstetrics  and 
gynecology,  I take  the  liberty'  to  suggest  that  you 
approve  the  names  of  Dr.  Milton  A.  Carvalho  of 
Binghamton,  Dr.  Calvin  C.  Torrance  of  Jamestown, 
and  Dr.  Paul  T.  Berger  of  Lockport.” 

Approval  was  voted. 

“For  the  position  of  examiner  in  Public  Health 
and  Hy'giene  I should  like  to  nominate  Dr.  Harold 
W.  Brown  of  New  York,  whose  term  has  expired. 
The  Regents  probably'  will  reappoint  him  for  a 
second  term.  However,  they'  have  asked  for  two 
additional  nominees,  and  your  secretary  takes  the 
liberty  of  suggesting  Dr.  Walsh  McDermott  and 
Dr.  Harry  Wechsler  of  New  York  City',  both  of 
whom  are  eminent  in  public  health  and  hygiene  as 
teachers.” 

Approval  was  voted. 

Dr.  Anderton  continued:  “Mr.  President,  you 
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also  agreed  that  the  secretary  should  request  that 
you  be  given  power  by  the  Council  to  appoint  repre- 
sentatives to  the  annual  meetings  of  the  Medical 
Society  of  Pennsylvania,  the  New  Jersey  State 
Medical  Society,  the  Medical  Society  of  the  State 
of  Vermont,  and  the  Connecticut  State  Medical 
Society.  It  has  been  customary  to  give  the  presi- 
dent blanket  approval  to  nominate  these  representa- 
tives.” 

It  was  so  voted. 

Dr.  Anderton  then  presented  the  following  mat- 
ters referred  from  the  House  of  Delegates  to  the 
Council: 

President  (Section  132):  That  a proper  committee 
of  the  Council  and  Board  of  Trustees  be  appointed 
with  power  to  implement  this  resolution  and  provide 
proper  remuneration  for  the  president  and  president- 
elect as  speedily  as  possible  (resolution  57-39). 

The  Council  referred  this  to  the  Budget  Commit- 
tee. 

District  Branches  (Section  98):  That  the  Bylaws 
of  this  Society  permit  the  executive  committee  of  a 
district  branch  to  limit  the  program  of  the  annual 
meeting  of  the  branch  to  a business  session  and  to  call 
such  meeting  at  a time  and  place  convenient  to  the 
members,  not  necessarily  within  the  counties  com- 
prising the  district  branch  (resolution  57-38). 

The  above  was  read  for  information. 

Treasurer,  Trustees,  Budget,  and  War  Memorial 
(Section  172):  The  House  voted  to  refer  to  the 
Council,  for  study  and  possible  implementation, 
resolution  57-42  that  the  Board  of  Trustees  and  the 
Council  “allocate  funds  for  the  assistance  of  infirm 
and  disabled  members,  such  funds  to  be  made  avail- 
able to  the  Physicians’  Home.” 

.After  discussion  this  was  referred  to  the  Budget 

Committee. 

Planning  Committee  for  Medical  Policies  (Section 
133):  1.  To  adopt  a substitute  resolution  in  place 
of  resolutions  57-37  and  57-40,  stating  that  “when- 
ever matters  of  vital  importance  are  to  be  considered 
(by  the  officers  and  Council),  each  county  medical 
society  be  informed  of  all  aspects  of  the  particular 
problem,  when  time  permits,  and  an  attempt  be 
made  to  learn  of  the  true  opinion  and  feelings  of 
such  component  societies.” 

(Section  134):  2.  To  adopt  the  following  recom- 
mendations of  the  Planning  Committee:  (a)  that 
the  Bureau  of  Medical  Care  Insurance  be  retained, 
(b)  that  an  ad  hoc  committee  be  appointed  by  the 
President  to  study  the  Public  and  Professional  Rela- 
tions Bureau  and  to  report  to  the  Council,  (c)  that 
the  present  status  of  the  Albany  office  be  retained, 
including  employment  of  Mr.  James  Beasley,  ( d ) 
that  the  Public  Health  and  Education  Committee 
be  retained  in  its  present  form  and  (1)  that  the 
Cancer  Subcommittee  consist  of  seven  members  in- 
stead of  eleven  and  that  the  assistant  commissioner 
of  the  New  York  City  Department  of  Health,  a 
representative  of  the  American  Cancer  Society,  and 
a representative  of  the  Bureau  of  Cancer  Control  of 
the  New  York  State  Department  of  Health  be  ad- 
visers instead  of  members,  (2)  that  the  Diabetes 


Subcommittee  consist  of  five  members  as  in  1956- 
1957,  (3)  that  the  Film  Review  Subcommittee  con- 
sist of  five  members  in  addition  to  the  Director  of 
Public  Health  Education  instead  of  three  members 
including  the  Director  of  Public  Health  Education, 
(4)  that  the  General  Practice  Subcommittee  con- 
tinue nine  members,  one  from  each  district  branch, 
instead  of  seven  members,  (5)  that  the  Heart  Disease 
Subcommittee  consist  of  seven  members,  (6)  that 
the  Mental  Hygiene  Subcommittee  consist  of  seven 
members  instead  of  six  and  that  it  be  requested  to 
be  more  active,  and  (7)  that  the  School  Health  Sub- 
committee consist  of  five  members  (one  from  Albany 
County)  and  two  advisers  (Drs.  Geis  and  Yankauer) 
instead  of  six  members  and  no  advisers. 

Read  for  information. 

Malpractice  Insurance  and  Defense  Board  and 
Legal  Counsel  (Section  181):  1.  That  the  Council 
continue  negotiations  with  the  Insurance  Depart- 
ment regarding  the  activities  of  representatives  of 
unlicensed  insurers. 

It  was  voted  to  refer  this  to  the  Malpractice  Insur- 
ance and  Defense  Board. 

2.  That  the  six  months  waiting  period  of  re- 
entry into  the  Group  Plan  for  applicants  who  had 
previously  left  it  to  secure  insurance  at  a lower  rate 
be  rescinded. 

Adopted. 

3.  That  a procedure  for  the  organization  and  op- 
eration of  advisory  malpractice  committees  be 
adopted  for  the  guidance  of  county  societies. 

After  discussion  it  was  voted  that  this  be  referred 
to  the  Malpractice  Insurance  and  Defense  Board  for 
implementation. 

4.  That  the  Malpractice  Insurance  and  Defense 
Board  prepare  an  abstract  of  some  of  the  discussions 
that  occurred  at  the  meeting  of  the  reference  com- 
mittee, including  the  data  presented,  and  that  the 
Board  bring  this  to  the  attention  of  every  member 
of  the  Society. 

It  was  voted  to  refer  this  to  the  Malpractice  Insur- 
ance and  Defense  Board. 

Council,  Part  I (Section  150):  1.  Approval  of 
an  effort  to  improve  coordination  between  compo- 
nent countyr  societies,  State  Society,  and  local  health 
and  state  agencies  in  planning  any  program,  such 
as  the  recent  emergency  campaign  against  polio. 
After  discussion  it  was  voted  to  refer  this  to  the 
Public  Health  and  Education  Committee. 
(Section  151):  2.  Approval  of  a recommenda- 
tion that  the  Civil  Defense  and  Catastrophe  Pro- 
gram “should  not  be  entire]}'  dependent  on  volun- 
tary help,”  but  that  paid  help  and  local  operating 
budget  should  be  determined  by  local  authorities. 

It  was  voted  to  refer  this  to  the  Catastrophe  and 
Defense  Committee  for  recommendation  to  the 
Council  so  as  to  implement  it. 

(Section  153):  3.  That  the  Council  urge  “a  more 
stringent  enforcement  of  the  existing  law”  regarding 
use  of  stimulants  such  as  amphetamine  in  sports 
(resolution  57-10). 


3526 


New  York  State  J.  Med. 


MINUTES  OF  THE  COUNCIL 


It  was  voted  that  the  Council  urge  this  by  means 
of  an  editorial  in  the  Joubnal. 

Council,  Part  II  (Section  146):  1.  A recommen- 
dation that  an  annual  physical  examination  of  school 
children  be  conducted  by  doctors  of  medicine. 

It  was  voted  to  refer  this  to  the  Public  Health  and 
Education  Committee. 

(Section  147):  2.  To  make  a recommendation 
to  the  Commissioner  of  Motor  Vehicles,  specifying 
standards  to  be  met  by  applicants  for  operator’s 
license. 

Referred  to  the  Public  Health  and  Education 
Committee. 

3.  That  our  Society  take  the  lead  in  furthering 
research  into  causes  and  prevention  of  motor  vehicle 
accidents,  cooperating  with  public  and  private 
agencies. 

It  was  voted  to  refer  this  to  the  Public  Health  and 
Education  Committee. 

4.  That  legal  opinion  be  obtained  from  the  at- 
torney general  and  from  William  F.  Martin,  Esq., 
regarding  the  liability  of  a physician  who  reports  to 
the  Commissioner  of  Motor  Vehicles  regarding  the 
fitness  of  a person  applying  for  an  operator’s  license. 

It  was  voted  to  refer  this  to  the  attorney,  Mr.  Mar- 
tin, and  that  he  be  requested  to  obtain  an  opinion 
from  the  attorney  general. 

5.  That  the  Council  take  steps  to  instruct  all 
physicians  in  this  State  regarding  the  effects  of 
ataraxic,  hypotensive,  and  other  drugs  on  motor 
vehicle  drivers,  as  possible  contributory  elements  in 
the  causation  of  accidents. 

After  discussion  it  was  voted  to  refer  this  to  the 
Public  Health  and  Education  Committee  for  sub- 
mission to  their  subcommittee. 

Council,  Part  III  (Section  106):  1.  Approval  of 
a recommendation  that  future  general  practitioners 
be  encouraged  to  complete  a two-year  residency  in 
general  practice,  the  second  year  of  which  should  be 
devoted  to  surgery. 

After  discussion  it  was  voted  that  copies  of  this 
reference  committee  report  be  sent  to  the  Acad- 
emy of  General  Practice,  the  editor  of  the  New' 
York  State  Journal  of  Medicine,  and  the 
Public  Health  and  Education  Committee. 

2.  That  the  establishment  of  a general  practice 
department  and  general  practice  residencies,  wher- 
ever advisable  for  the  protection  of  generalists  and 
their  proper  integration  into  the  staff  of  the  hospital, 
is  considered  a matter  of  prime  importance. 

It  was  voted  to  refer  this  to  the  Public  Health  and 
Education  Committee  for  reference  to  the  Sub- 
committee on  General  Practice. 

Council,  Part  IV  (Section  202):  1.  Approval  in 
principle  of  the  criteria  for  secondary  prevention  of 
rheumatic  heart  disease,  for  the  New  York  State 
Heart  Association,  and  that  its  application  be  referred 
to  the  Committee  on  Public  Health  and  Educa- 
tion, the  local  heart  associations,  and  the  State 
Health  Department. 

It  was  voted  to  refer  this  to  the  Public  Health  and 


Education  Committee  with  powder. 

(Section  204):  2.  That  the  chairman  of  the 
Medical  Film  Review'  Subcommittee  of  the  Public 
Health  and  Education  Committee  “write  regular 
film  reviews  for  publication  in  the  New'  York  State 
Journal  of  Medicine  and  that  this  committee  be 
enlarged  to  include  two  members  from  the  area  of 
Greater  New  York.” 

It  was  voted  to  refer  this  to  the  Public  Health  and 
Education  Committee  with  power. 

(Section  179):  3.  To  adopt  the  principle  that 
compulsory  contributions  from  doctors  toward 
maintenance  and  building  funds  of  voluntary  hos- 
pitals is  contrary  to  the  best  interests  of  ethical 
medicine  (resolution  57-62,  see  Part  VI,  item  5). 

It  was  voted  to  refer  this  to  the  Hospital  and  Pro- 
fessional Relations  Committee. 

(Section  205):  4.  That  the  Council  and  the 
Board  of  Trustees  determine  w'hether  or  not  to  con- 
tinue subsidizing  the  Blood  Banks  Association  of 
New'  York  State,  Inc.,  and  the  North  East  District 
Clearing  House. 

After  discussion  it  was  voted  to  recommend  to  the 
Board  of  Trustees  that  they  appropriate  up  to 
$6,000  for  the  Blood  Banks  Association  and  the 
North  East  District  Clearing  House  for  the  next 
four  months. 

(Section  205):  5.  That  any  further  relationships 
with  the  Blood  Banks  Association  of  New  York 
State  or  the  North  East  District  Clearing  House  be 
defined  in  a written  contract. 

It  was  voted  that  the  question  of  a written  contract 
or  of  a promissory  note  be  referred  to  the  Board  of 
Trustees  for  action. 

Council,  Part  V (Section  155):  1.  That  our 
Society,  through  its  Subcommittee  on  Physical 
Medicine  and  Rehabilitation,  should  continue  ef- 
forts to  increase  the  number  of  occupational  thera- 
pists, physical  therapists,  and  physician  specialists 
in  this  field  and  that  it  is  to  be  hoped  a fee  schedule 
satisfactory  to  the  entire  profession  of  the  State 
will  receive  favorable  consideration  at  the  imminent 
meeting  with  the  chairman  of  the  Workmen’s  Com- 
pensation Board. 

It  was  voted  that  this  be  referred  to  the  Public 
Health  and  Education  Committee  for  submission 
to  the  proper  subcommittee  for  appropriate  plan 
and  action. 

(Section  156):  2.  That  the  Subcommittee  on 
Geriatrics  supply  vigorous  leadership  to  proper 
certification  and  supervision  of  nursing  homes  and 
proper  nursing  facilities  and  homes  for  the  aged. 

It  was  voted  to  refer  this  to  the  Public  Health  and 
Education  Committee  for  submission  to  the  Sub- 
committee on  Geriatrics. 

3.  To  urge  county  medical  societies  to  interest 
themselves  in  the  geriatric  problem  and,  if  possible, 
to  have  at  least  one  program  annually  on  some  phase 
of  geriatric  practice. 

It  was  voted  to  instruct  the  Secretary  so  to  write 
to  each  county  society. 
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(Section  157):  4.  That,  to  enable  physicians  to 
teach  their  own  diabetic  patients,  the  providing  of 
simply  written  instruction  brochures  and  sheets  for 
distribution  to  patients  should  be  stimulated. 

After  discussion  it  was  voted  to  refer  this  to  the 
Public  Health  and  Education  Committee  for  sub- 
mission to  the  Subcommittee  on  Diabetes. 

5.  That  the  Diabetes  Subcommittee  continue 
its  efforts,  while  cooperating  in  diabetes  detection 
programs,  to  insure  that  contacts  be  made  through 
private  physicians  and  to  preserve  the  confidential 
nature  of  information  supplied  by  diabetic  patients. 

It  was  voted  to  refer  this  to  the  Public  Health  and 
Education  Committee  for  distribution  to  the 
Diabetes  Subcommittee. 

(Section  159):  6.  That  the  suggested  section  in 
the  New  York  State  Journal  of  Medicine  on 
addictive  diseases  could  prove  most  valuable  and 
instructive. 

This  was  received  for  information. 

(Section  160):  7.  To  adopt  resolution  57-21,  as 
amended  by  the  reference  committee,  “that  the 
general  hospitals  of  this  State  be  urged  to  establish 
facilities  suitable  for  the  management  of  these  pa- 
tients” (alcoholics). 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Hospital  and  Professional  Relations  with 
power  to  communicate  with  the  Hospital  Asso- 
ciation of  New  York  State. 

and  “that  the  Blue  Cross  and  Blue  Shield  and  any 
other  insurance  plan  under  article  IX  C of  the  In- 
surance Law  be  requested  to  investigate  the  possi- 
bility of  insuring  for  the  care  of  such  (alcoholic) 
patients  during  acutely  disabling  phases.” 

It  was  voted  to  refer  this  to  the  Committee  on 
Economics  for  distribution  to  its  Medical  Ex- 
pense Insurance  Subcommittee. 

Council,  Part  VI  (Section  174):  1.  That  in  fu- 
ture meetings  of  the  Society’s  Committee  on  Hospi- 
tal and  Professional  Relations  with  a similar  com- 
mittee of  the  Hospital  Association  of  New  York 
State  their  guide  should  be  Article  VI,  Section  3, 
“Contract  Practice”  and  Article  VI,  Section  6, 
“Purveyal  of  Medical  Services,”  found  on  pages  17, 
18,  and  19  of  the  Principles  of  Professional  Conduct 
of  this  Society. 

It  was  voted  to  refer  this  to  the  Hospital  and  Pro- 
fessional Relations  Committee. 

(Section  175):  2.  To  receive  the  comments  of 
the  Special  Committee  of  the  Council  to  Study  the 
Hospital  Practice  of  Medicine,  relative  to  the  advis- 
ability of  testing  in  the  courts  the  legality  of  the 
practice  of  medicine  by  hospitals. 

It  was  voted  to  refer  this  to  the  Hospital  and  Pro- 
fessional Relations  Committee  and  William  F. 
Martin,  Esq. 

(Section  176):  3.  To  approve  in  principle  resolu- 
tions 57-11,  57-17,  57-24,  and  57-25,  to  instruct  that 
resolutions  of  similar  purport  be  introduced  by  the 
delegates  of  this  Society  at  the  next  session  of  the 
House  of  Delegates  of  the  American  Medical  As- 


sociation, and  to  take  no  further  action,  since  the 
final  decisions  must  rest  with  the  Council  on  Medi- 
cal Education  and  Hospitals  of  the  American  Medi- 
cal Association  and  the  Joint  Committee  on  the 
Accreditation  of  Hospitals  regarding  recommenda- 
tions relative  to  internships  in  general  practice, 
in  the  specialties,  and  residencies. 

This  was  read  for  information. 

(Section  178):  4.  Disapproval  of  the  advertising 
of  clinical  laboratories  in  medical  society  publica- 
tions and  a recommendation  to  each  component 
county  medical  society  that  it  refrain  from  publish- 
ing such  advertisements  in  its  own  periodicals 
(resolution  57-57).  Copies  of  the  resolution  have 
been  sent  to  all  New  York  State  county  medical 
societies  having  publications. 

This  was  read  for  information. 

(Section  179):  5.  To  approve  resolution  57-62 
“that  taxation  of  doctors  for  compulsory  contribu- 
tions to  maintenance  and  building  funds  of  volun- 
tary hospitals  is  contrary  to  the  best  interests  of 
ethical  medicine”  and  to  refer  it  to  the  Council 
Committee  on  Hospital  and  Professional  Relations 
(see  Part  IV,  item  3). 

It  was  so  voted. 

(Section  180):  6.  That  a resolution  be  introduced 
in  the  House  of  Delegates  of  the  American  Medical 
Association  recommending  formation  of  a committee 
of  the  American  Medical  Association  to  investigate, 
report  on,  and  recommend  remedies  for  an  apparent 
shortage  of  specialists  in  pathology,  radiology,  an- 
esthesiology, and  physiatry  (resolution  57-66). 

For  information. 

(Section  177):  7.  To  go  on  record  as  favoring  a 
uniform  system  for  identification  of  solutions  used 
in  hospitals,  preferably  on  a color  basis,  and  to  in- 
troduce a resolution  at  the  June,  1957,  meeting  of 
the  American  Medical  Association  House  of  Dele- 
gates suggesting  that  the  Council  on  Pharmacy  and 
Chemistry  study  the  matter  and  report  its  findings 
to  the  American  Medical  Association  House  of  Dele- 
gates meeting  in  December,  1957  (resolution  57-41). 

For  information. 

Council,  Part  VII  (Section  135):  1.  That  the 
size  of  the  Public  Medical  Care  Subcommittee  of 
the  Committee  on  Economics  be  increased  by  at 
least  two  members. 

It  was  voted  that  the  president  be  authorized  to 
appoint  two  additional  members. 

2.  To  call  on  Blue  Shield  and  Blue  Cross  to  co- 
operate in  a study  of  areas  of  coverage  in  relation 
to  the  possibility  of  insuring  subscribers  against  the 
cost  of  diagnostic  survey. 

It  was  voted  that  the  director  of  the  Bureau  of 
Medical  Care  Insurance,  through  the  Subcom- 
mittee on  Medical  Expense  Insurance,  contact 
them. 

3.  To  recommend  further  study  by  the  Council 
of  a resolution  introduced  in  1956  by  the  Medical 
Society  of  the  County  of  Monroe  (56-27),  opposing 
the  inclusion  in  a hospital  insurance  plan  of  coverage 
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for  services  rendered  by  a private  physician. 

It  was  voted  to  refer  this  to  the  Economics  Com- 
mittee for  distribution  to  its  Medical  Expense 
Insurance  Subcommittee. 

(Section  136):  4.  To  adopt  resolution  57-2  ex- 
pressing disapproval  of  violations  of  Veterans  Ad- 
ministration regulations  limiting  regional  hospital 
medical  care  of  nonservice-connected  cases  to  those 
financially  unable  to  pay  for  such  hospitalization 
and  authorizing  the  House  to  investigate  the  prev- 
alence of  such  violations  and  to  take  such  action  as 
it  may  deem  necessary. 

It  was  voted  to  refer  this  to  the  Liaison  Subcom- 
mittee with  the  United  States  Veterans  Admin- 
istration. 

(Section  138):  5.  To  adopt  resolution  57-4, 
reported  by  the  reference  committee  to  embody  the 
intent  of  six  other  resolutions  and  providing  ( 1 ) 
that  the  House  rescind  its  opposition  to  compulsory 
social  security  for  doctors  of  medicine,  (2)  that  we 
urge  Congress  to  extend  the  benefits  of  social  secu- 
rity to  self-employed  doctors  of  medicine,  (3)  that 
copies  of  the  resolution  be  sent  to  the  President  of 
the  United  States,  the  presiding  officer  of  the  Senate, 
the  Speaker  of  the  House  of  Representatives,  and 
the  members  of  Congress  from  this  State,  and  (4) 
that  a similar  resolution  be  introduced  in  the 
American  Medical  Association  House  of  Delegates. 
The  Secretary  reported  that  the  last  item  had 
been  accomplished,  and  it  was  voted  that  the  Secre- 
tary be  instructed  to  carry  out  the  House’s  de- 
sire under  the  third  section  of  this  resolution. 

(Section  140):  6.  To  refer  to  the  Council  for 
consideration  and  action  a resolution  (57-36)  that, 
in  accordance  with  the  “Standards  for  Approval  by 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans”  as  revised  by  the 
House  of  Delegates  on  May  8,  1956,  a special  com- 
mittee be  set  up  to  make  recommendations  to  the 
Council  regarding  approval  of  Group  Health  Insur- 
ance, Inc.,  or  else  that  the  House  of  Delegates  revise 
these  “standards.” 

After  discussion  it  was  voted  that  this  be  referred 
to  the  Committee  on  Economics  for  distribution 
to  its  Subcommittee  on  Medical  Expense  Insur- 
ance for  study. 

(Section  141):  7.  To  adopt  resolution  57-47  ap- 
proving participation  by  members  of  the  Society 
in  a tax-free  pension  plan  such  as  that  proposed  by 
the  Jenkins-Keogh  Bill  and  calling  for  introduction 
of  a similar  resolution  in  the  American  Medical  As- 
sociation House  of  Delegates  in  June,  1957. 

This  had  been  taken  care  of. 

(Section  142):  8.  To  adopt  resolution  57-48  that, 
in  view  of  the  recent  mandatory  inclusion  of  coverage 
for  podiatrists’  fees  in  Blue  Shield  contracts  and  in 
view  of  a request  by  Blue  Shield  plans  that  ear,  nose, 
and  throat  specialists  revise  their  fees  downward  to 
conform  with  those  charged  by  dentists  for  similar 
procedures,  “the  Bureau  of  Medical  Care  Insurance 
or  other  pertinent  committee  of  the  Medical  Society 
of  the  State  of  New  York  be  instructed  to  take  im- 
mediate action  with  their  Blue  Shield  counterparts 


in  order  to  protect  the  rights  and  interests  of  the 
medical  profession  from  encroachments  and  detri- 
ment by  the  rating  committees  of  other  than  medical 
groups.” 

It  was  voted  to  refer  this  to  the  Subcommittee  on 
Medical  Expense  Insurance  of  the  Economics 
Committee. 

(Section  143):  9.  To  approve  in  principle  and 
refer  to  the  Council  for  action  resolution  57-50  that 
the  Society  (1)  negotiate  with  life  insurance  com- 
panies, individually  or  through  their  associations, 
in  order  to  obtain  a substantial  increase  in  fees  paid 
to  physicians  for  physical  examinations  of  appli- 
cants for  life  insurance  and  (2)  investigate  the  feasi- 
bility of  developing  a schedule  of  varying  fees  for 
such  examinations  as  these  may  vary  in  their  ex- 
tensiveness. 

It  was  voted  to  refer  this  to  the  Committee  on 
Economics. 

(Section  144):  10.  To  adopt  a resolution  (57-52) 
calling  for  introduction  in  the  American  Medical 
Association  House  of  Delegates  in  1957  of  a resolu- 
tion “that  this  House  of  Delegates  (A.M.A.)  again 
reiterate  the  adherence  of  the  American  Medical 
Association  to  the  principle  of  the  free  choice  of 
physician  as  currently  defined  in  the  Principles  of 
Medical  Ethics  as  being  essential  to  the  welfare  of 
the  patient,  and  that  the  Judicial  Council  be  re- 
quested to  caution  all  members  of  the  American 
Medical  Association  that  voluntary  participation  in 
systems  of  medical  care  which  deny  patients  their 
right  of  free  choice  of  physician  as  so  defined,  other 
than  as  may  be  required  by  the  mandates  of  law, 
constitutes  a violation  of  the  Principles  of  Medical 
Ethics.” 

For  information. 

Council,  Part  VIII  (Section  164):  1.  That  en- 
couragement should  be  given  to  the  Auxiliary’s 
program  of  nurse  recruitment  and  that  the  Medical 
Society  of  the  State  of  New  York  should  use  every 
effort  to  implement  and  press  forward  this  phase  of 
activity  of  the  Woman’s  Auxiliary. 

It  was  voted  to  refer  this  to  the  Woman’s  Auxil- 
iary Advisory  Committee. 

(Section  163):  2.  That  the  American  Medical 
Education  Foundation  Committee  of  this  Society 
consist  of  ten  members,  one  from  each  district 
branch  and  a chairman,  and  that  an  appropriation 
of  $1,000  or  less  be  budgeted  annually  for  the  use 
of  this  committee,  to  cover  essential  expenses  such 
as  that  of  mailing  and  mimeographing. 

It  was  voted  to  authorize  the  President  to  appoint 
a committee  of  ten  and  that  the  question  of  a 
$1,000  appropriation  be  referred  to  the  Budget 
Committee. 

Council,  Part  IX  (Section  108):  1.  To  instruct 
the  Committee  on  Legislation  to  support  or  initiate 
introduction  of  a bill  in  the  1958  Legislature  to 
amend  the  Insurance  Law  so  that  self-employed  pro- 
fessional people  who  are  members  of  an  association 
will  be  eligible  to  procure  group  life  insurance  (reso- 
lution 57-23). 
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It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

(Section  110):  2.  That  the  Council  take  such 
action  as  is  necessary,  through  legislation  or  other 
means,  to  secure  protection  for  members  of  the  So- 
ciety from  the  legal  and  financial  danger  of  taking 
blood  without  a patient’s  consent  for  alcoholic 
testing  and  that  every  effort  be  extended  to  reach  a 
definite  conclusion  on  this  important  matter  (resolu- 
tion 57-43). 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

(Section  111):  3.  To  memorialize  the  Legis- 
lature, requesting  creation  of  a commission  repre- 
senting all  interested  parties,  specifically  the 
Legislature,  the  Bar  Association,  and  this  Society, 
to  submit  recommendations  based  on  a study 
of  present  laws  and  regulations  and  the  social  and 
medico-legal  aspects  of  the  problem  for  the  legist 
lation  needed  to  establish  basic  definitions,  clarify 
present  ambiguities,  and  codify  and  promote  a 
sound  legal  procedure  for  the  regulation  of  death 
certification  and  autopsy  (resolution  57-54). 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

(Section  112):  4.  That  the  legal  counsel  of 
the  Society  initiate  action  to  obtain  a judicial 
decision  as  to  the  constitutionality  of  amendments 
to  Section  250  of  the  Insurance  Law,  making  it 
mandatory  for  dentists  and  podiatrists  to  be  in- 
cluded under  a medical  indemnity  insurance  plan, 
and  that  our  Medical  Care  Insurance  Bureau  offer 
assistance  and  counsel  in  the  action  being  filed 
by  United  Medical  Service  in  the  furtherance  of 
this  proposal  (resolution  57-55). 

It  was  voted  to  refer  this  to  the  Economics  Com- 
mittee for  distribution  to  its  Subcommittee  on 
Medical  Expense  Insurance. 

(Section  113):  5.  To  adopt  resolution  57-59  as 
amended,  which  corrects  a statement  in  the  report 
of  the  Committee  on  Legislation  that  “A  free  choice 
of  medical  plan  bill  will  be  reintroduced.  . . . How- 
ever,. . .it  will  not  be  actively  supported  in  Albany,” 
and  which  contains  an  assurance  that  “it  is  not  the 
policy  of  the  Committee  on  Legislation  to  ignore 
the  direction  of  the  House  of  Delegates  or  the  Coun- 
cil” and  that  the  committee  “will  support  further 
legislation  on  a State-wide  basis.” 

For  information. 

(Section  114):  6.  That  the  Committee  on  Legisla- 
tion support  legislation  to  protect  physicians  against 
inflationary  boosts  in  office  rental  and  cooperate 
with  other  business  and  professional  groups  for 
this  purpose  (resolution  57-60). 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee. 

(Section  115):  7.  To  take  no  action  on  resolution 
57-61  that  the  Council  institute  proceedings  to 
clarify  the  legality  of  the  institutional  practice  of 
medicine  by  physician  employes,  because  a special 
committee  has  already  been  appointed  and  is  still 
working  on  this  problem. 


For  information. 

(Section  116):  8.  To  adopt  resolution  57-63, 

“that  this  House  empower  its  Committee  on  Legis- 
lation, with  advice  of  the  Society’s  counsel,  to  re- 
view the  judicial  interpretation  of  Section  347  of 
the  Civil  Practice  Act,  to  correspond  thereon  with 
the  appropriate  committee  of  the  New  York  State 
Bar  Association,  and  to  seek  to  introduce  in  the 
Legislature  of  the  State  of  New  York,  if  the  So- 
ciety’s committee  sees  fit,  an  appropriate  amend- 
ment to  Section  347  for  the  purpose  of  modifying 
the  undue  restrictive  effects  of  the  existing  judicial 
interpretation  of  testimony  for  medical  services.” 

It  was  voted  to  refer  this  to  the  Legislation  Com- 
mittee and  Mr.  Martin,  counsel. 

(Section  117):  9.  To  increase  the  size  of  the  Com- 
mittee on  Legislation  to  18  members,  in  order 
that  all  areas  of  the  State  be  fully  represented. 

It  was  voted  that  the  President’s  attention  be 
called  to  this  resolution. 

Council,  Part  X (Sections  192  and  193):  To 
recommend  to  component  county  medical  societies, 

(a)  enforcement  of  the  Principles  of  Professional 
Conduct  among  their  members. 

It  was  voted  that  the  Secretary,  along  with  other 
communications  to  county  societies,  write  to  the 
component  societies  that  the  House  of  Dele- 
gates advises  enforcement  of  the  Principles  of 
Professional  Conduct. 

( b ) closer  liaison  with  employers  and  carriers. 

It  was  voted  to  refer  this  to  the  Committee  on 
Workmen’s  Compensation. 

(c)  dissemination  among  physicians  of  information 
as  to  the  desirability  of  early  rehabilitative  treat- 
ment. 

It  was  voted  to  send  this  to  the  Editor  and  to  the 
county  medical  societies. 

and  (d)  efforts  to  obtain  abolition  of  the  Medical 
Practice  Committee. 

It  was  voted  that  this  be  referred  to  the  Legisla- 
tion Committee. 

2.  To  recommend  to  the  Workmen’s  Compen- 
sation Board  (a)  that  attending  physicians  have 
the  privilege  of  ordering  rehabilitative  treatment  and 
of  observing  its  course,  (6)  enforcement  of  provisions 
of  Section  13  D of  the  Law,  and  (c)  modification 
of  Rule  19  to  conform  to  the  law  against  the  prac- 
tice of  medicine  by  hospitals. 

3.  To  recommend  to  the  workmen’s  Compensa- 
tion Committee  (a)  efforts  to  obtain  establishment 
of  impartial  panels  of  medical  experts,  on  a part- 
time  basis,  to  advise  referees  in  disputed  cases, 
and  (6)  efforts  to  obtain  abolition  of  the  Medical 
Practice  Committee. 

4.  To  recommend  to  the  Legislation  Committee 
(a)  efforts  to  obtain  legislation  establishing  impar- 
tial panels  of  medical  experts,  on  a part-time  basis, 
to  advise  referees  in  disputed  cases,  ( b ) efforts  to 
obtain  legislation  abolishing  the  Medical  Practice 
Committee,  and  (c)  efforts  to  obtain  modification 
of  Section  13  of  the  Workmen’s  Compensation 
Law  to  provide  means  for  the  collection  of  unpaid 
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medical  bills  in  compensable  cases  which  are  not 
objected  to  by  the  carrier  or  employer  within 
thirty  days  of  their  submission. 

5.  To  recommend  to  the  New  York  State  De- 
partment of  Education  enforcement  of  a provision 
of  the  Education  Law  which  prohibits  the  assign- 
ment or  rebating  of  fees  paid  by  carriers,  to  the 
hospitals  or  other  parties. 

It  was  voted  that  the  Secretary  be  instructed  so 
to  communicate  with  the  Department  of  Edu- 
cation. 

6.  To  commend  Miss  Angela  Parisi  for  her  rul- 
ing permitting  payment  by  the  carrier  of  a fee  to 
a surgical  assistant  where  it  is  certified  that  an 
intern  or  resident  was  not  available  at  the  time  of 
operation. 

It  was  voted  that  Dr.  Fineberg  write  to  Miss 
Parisi. 

7.  To  demand  representation  for  this  Society 
on  any  committee  established  for  recodification  of 
the  Workmen’s  Compensation  Law  and  to  instruct 
our  representative  to  be  vigilant  to  prevent  (a) 
any  change  that  would  permit  hospitals  to  collect 
fees  paid  to  physicians  for  compensation  cases, 
( b ) any  abridgement  of  the  free  choice  of  physician, 
and  (c)  reduction  of  any  privileges,  duties,  and 
responsibilities  vested  in  the  medical  profession  as 
a result  of  the  revision  of  Section  13  in  1935  and 
subsequently. 

It  was  voted  that  this  item  with  its  subitems  be 
referred  to  the  Workmen’s  Compensation  Com- 
mittee. 

8.  To  urge  submission  to  the  Workmen’s  Com- 
pensation Bureau  of  evidence  of  the  treatment  of 
compensation  cases  in  Veterans  Administration 
facilities  in  New  York  State. 

It  was  voted  to  refer  this  to  the  editor  of  the  New 
York  State  Journal  of  Medicine  with  a sug- 
gestion that  he  use  his  own  judgment  regarding 
publication  of  editorial  comment. 

9.  To  call  to  the  attention  of  the  American  Med- 
ical Association  House  of  Delegates  the  fact  that 
compensation  cases  are  sometimes  treated  in 
Veterans  Administration  facilities  and  the  opinion 
of  the  legal  counsel  of  the  American  Medical  As- 
sociation that  a compensation  claimant  cannot 
legally  or  morally  sign  a certificate  of  inability  to 
pay  for  medical  services. 

Already  implemented. 

10.  To  express  regret  at  the  death  of  Dr.  Guy  S. 
Philbrick. 

11.  To  extend  its  thanks  to  Dr.  David  J. 
Kaliski  for  his  excellent  work  over  many  years. 

(Section  194):  12.  To  adopt  the  substitute  ver- 
sion, presented  by  the  reference  committee,  of 
resolution  57-53,  which  calls  on  the  Chairman  of 
the  Workmen’s  Compensation  Board  for  approval 
of  the  fee  schedule  now  proposed  by  this  Society 
and  for  biennial  review  of  the  fee  schedule. 

Taken  care  of. 

Council,  Part  XI  (Section  126):  1.  To  recom- 
mend further  study  of  the  possibility  of  extending 


“gratis”  circulation  of  the  Journal  to  hospital  resi- 
dents. 

It  was  voted  to  refer  this  to  the  Publication 
Committee. 

2.  To  confirm  the  decision  of  the  Publication 
Committee  to  increase  the  subscription  rate  for  the 
Journal  to  $7.50  a year. 

For  information. 

(Section  127):  3.  To  commend  the  1 1-point 

program  proposed  by  the  Public  Relations  Com- 
mittee for  1957  (see  p.  1282,  New  York  State 
Journal  of  Medicine  for  April  1,  1957)  and  to 
point  out  that  it  requires  the  cooperation  of  county 
medical  societies. 

It  was  voted  that  the  chairman  of  the  Public 
Relations  Committee  notify  county  medical 
societies  of  this  action. 

4.  To  recommend  continued  liaison  with  the 
New  York  State  Bar  Association  and  yearly  review 
and  renewal  of  “Standards  of  Practice  for  Doctors 
and  Lawyers.” 

For  information. 

(Section  128):  5.  To  request  the  Publication 

Committee  to  be  more  stringent  in  the  application 
of  its  criteria  for  acceptable  advertisements  for  the 
Journal  and  Directory  (resolution  57-9). 

It  was  voted  that  this  be  referred  to  the  Publica- 
tion Committee. 

(Section  129):  6.  To  instruct  the  Council  to 
implement  resolution  57-58  that  the  Society 
“design  and  draw  up  a short  medical  form  of  ap- 
proximately ten  questions  that  would  be  suitable 
for  reports  to  all  companies  (insurance  companies, 
Federal  agencies,  State  agencies,  business  firms, 
etc.)  and  that  this  form  be  filled  out  one  time  for 
each  case  without  charge.  Any  subsequent  forms, 
requests  for  information,  progress  reports,  etc., 
have  a minimum  fee  of  $3.00  attached  thereto.” 

It  was  voted  that  this  be  referred  to  the  Committee 
on  Economics. 

Council,  Part  XII  (Section  120):  1.  To  adopt 
the  opinion  of  the  reference  committee  that  the 
need  for  education  of  more  nurses  is  a real  one  and 
that  the  Committee  on  Nursing  Education  should 
continue  its  efforts  to  secure  its  recommendations. 
It  was  voted  that  it  is  presumed  the  chairman  of 
the  Nursing  Education  Committee  has  been  so 
notified. 

(Section  125):  2.  To  refer  to  the  Planning  Com- 
mittee for  Medical  Policies  resolution  57-32,  which 
proposes  that  meetings  of  the  House  of  Delegates 
be  held  successively  in  the  various  districts  of  the 
State  at  times  other  than  that  of  the  scientific  pro- 
gram. 

It  was  voted  that  this  go  to  the  Planning  Com- 
mittee for  Medical  Policies. 

(Section  124):  3.  To  refer  to  the  Planning 

Committee  for  Medical  Policies,  for  consideration 
and  report  next  year,  resolution  57-65  proposing 
the  establishment  of  a Section  on  Legal  Medicine. 
Referred  to  the  Planning  Committee  for  Medical 
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Policies. 

(Section  123):  4.  That  the  officers  of  the  So- 
ciety request  the  officers  of  the  American  Psychiatric 
Association  “to  arrange  their  meetings  so  that  they 
should  not  occur  at  the  very  same  time”  as  the  an- 
nual meetings  of  this  Society,  especially  the  annual 
meetings  of  the  Section  on  Neurology  and  Psychi- 
atry of  this  Society  (resolution  57-64). 

For  information. 

Miscellaneous  Business  (Section  99):  1.  (a)  That 
Congress  be  petitioned  to  amend  the  Federal  Em- 
ployees’ Compensation  Act  to  provide  for  the  free 
and  open  selection  of  physicians  by  Federal  em- 
ployees who  come  within  the  purview  of  the  Act 
as  previously  amended,  and  (6)  that  this  resolution 
(57-14)  be  introduced  by  the  delegates  of  this  So- 
ciety to  the  House  of  Delegates  of  the  American 
Medical  Association  at  its  meeting  in  June,  1957. 
Dr.  Anderton  stated  ( b ) had  been  attended  to. 

After  discussion  it  was  voted  that  (a)  be  taken  care 
of  by  authorizing  the  Secretary  to  write  to  the 
Congress  of  the  United  States,  the  Speaker  of  the 
House  of  Representatives,  and  the  President  of 
the  Senate  and  to  send  an  informational  report 
to  the  Washington  Office  of  the  American  Medi- 
cal Association. 

(Section  100):  2.  To  adopt  resolution  57-15 

that  “the  United  States  Post  Office  Department  be 
encouraged  to  adopt  a policy  of  medical  treatment 
for  its  injured  employes  that  will  conform  to  the 
principles  of  the  present  system  of  the  New  York 
State  Workmen’s  Compensation  Board,”  and  that 
“a  copy  of  this  resolution  be  forwarded  to  the 
President  of  the  United  States,  the  Postmaster 
General,  the  Surgeon  General,  the  two  United  States 
Senators  from  New  York  State,  all  the  Congress- 
men of  New  York  State,  and  all  postmasters  of  New 
York  State.” 

After  discussion  it  was  voted  to  instruct  the  secre- 
tary to  do  this. 

(Section  101):  3.  To  recommend  urgently  that 
all  licensed  practitioners  of  medicine  append  to 
their  names  on  signs  and  stationery  the  degree 
which  is  recognized  by  the  licensure  (resolution 
57-26). 

It  was  voted  to  refer  this  to  the  Publication  Com- 
mittee and  that  the  secretary  be  instructed  to 
write  to  the  Board  of  Regents  of  the  New  York 
State  Education  Department. 

The  treasurer’s  report  was  approved. 

Reports  of  Committees 

Constitution  and  Bylaws. — Dr.  Frederick  W.  Wil- 
liams, chairman,  reported:  “The  counties  of 

Broome,  Onondaga,  Genesee,  and  Erie  have  all  sub- 
mitted amendments  to  their  constitutions  and  by- 
laws. These  amendments  have  been  reviewed  by  the 
secretary,  the  counsel,  and  this  committee  and  have 
been  found  to  be  all  right..  Therefore,  I move  that 
the  Council  approve  these  amendments.” 

It  was  so  voted. 

Economics. — Dr.  John  C.  McClintoek,  chairman, 


presented  the  following  report:  “Mr.  George  P. 

Farrell,  administrative  officer  of  Medicare,  spoke  on 
Medicare  to  the  following  groups: 

“Medical  Secretaries  Conference  May  8,  1957,  at 
Schenectady,  at.  the  request  of  Dr.  Edmund  D. 
Colby,  public  relations  chairman  of  the  Medical 
Society  of  the  County  of  Schenectady;  and  May 
28,  1957,  in  Buffalo,  the  regular  stated  meeting  of  the 
Medical  Society  of  the  County  of  Erie,  on  the  invi- 
tation of  Dr.  Matthew  L.  Carden,  president. 

“May  31,  1957,  Mr.  Farrell  attended  the  Medical 
Society  Executive  Conference  at  the  Belmont 
Plaza  Hotel,  New  York;  June  2,  the  Conference  of 
Presidents  at  the  Waldorf-Astoria  Hotel,  New  York, 
and  June  3,  4,  and  5,  the  House  of  Delegates  of  the 
American  Medical  Association. 

Progress  of  the  Medicare  Program  for  the  months 
of  January  through  May,  1957 : 


Month 

Claims 

Amount 

January 

150 

$ 9,991.00 

February 

250 

17,999.00 

March 

700 

47,627.50 

April 

1,000 

67,737.50 

May 

1,350 

92,637.50 

Totals 

3,450 

$235,992.50 

“At  the  present  time  2,150  individual  doctors 
have  participated  in  the  program.” 

Dr.  McClintoek  stated:  “I  would  call  your  at- 
tention to  the  Economics  Committee  report  which 
was  distributed  this  morning  and  one  item  under 
the  month  of  May,  the  amount  of  892,637.50, 
which  the  Society7  has  paid  for  Medicare  claims  but 
for  which  we  have  not  y7et  received  payment  from 
the  government.  I am  advised  that  until  the  first 
of  May  we  have  been  paid  for  all  expenditures. 
However,  $92,637.50  is  a large  sum  of  money7  for 
the  Society7  we  have  out  on  Government  business 
and  from  which  we  are  losing  the  interest. 

“I  move  the  adoption  of  this  part  of  the  report.” 

It  was  so  voted. 

Dr.  McClintoek  continued:  “I  called  that  par- 
ticular point  to  yrour  attention  for  the  obvious  rea- 
son that  will  appear  in  the  report  of  the  Economics 
Committee,  which  met  last  night  here  in  New 
York.  Drs.  Evans,  Anderton,  and  McClintoek 
were  joined  by  Mr.  Farrell  and  Mr.  Burns  of  coun- 
sel in  discussing  the  problems  to  be  presented  to 
you  now,  Dr.  Fertig  being  excused. 

“The  renewal  supplemental  contract  with  the 
Federal  Government  was  discussed  at  great  length. 
As  a result  the  Committee  recommends  that  the 
chairman  of  the  Council  Committee  on  Economics, 
as  charged  by  the  Council  with  the  responsibility 
for  the  management  of  the  Medicare  Program,  such 
officers  of  the  Society  as  the  president  deems  ad- 
visable and  necessary,  together  with  the  technical 
advisers  required,  be  empowered  to  go  to  Washington 
to  negotiate  this  new  agreement  on  the  following 
points:  (1)  To  renegotiate  portions  of  the  Schedule 
of  Allowances,  (2)  To  negotiate  for  increases  in  the 
amounts  of  estimated  costs  of  the  contract  for  fiscal 
1958  and  fiscal  1959  as  specified  in  the  supplemental 
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agreement,  (3)  To  negotiate  for  an  immediate  ad- 
vance payment  for  the  fiscal  year  1958,  (4)  To  re- 
instate the  clause  now  in  the  contract,  but  missing 
from  the  supplemental  contract,  pertaining  to  the 
time  zone  where  medical  care  is  given,  and  (5)  To 
negotiate  and  correct  apparent  typographical  errors 
in  the  supplemental  contract. 

“Your  committee  recommends  that  no  payment 
for  claims  be  made  after  the  June  30,  1957,  until 
advised  by  the  Contract  Officer  in  writing  that  funds 
have  been  allocated  and  made  available,  and  in 
what  amounts  for  what  period  of  time,  as  provided 
for  in  the  Renewal  Supplemental  Agreement  under 
article  8 (b). 

“Your  Committee  further  recommends  that  the 
Council  request  the  Board  of  Trustees  to  advise 
the  chairman  of  the  Board  of  Trustees  to  sign  the 
Renewal  Supplemental  Contract  on  behalf  of  the 
Medical  Society  of  the  State  of  New  York,  when  ad- 
vised to  do  so  by  the  foregoing  negotiators. 

“I  move  the  adoption  of  this  report.” 

It  was  voted  to  adopt  this  portion  of  the  report 
and  the  report  as  a whole. 

Ethics. — Dr.  Harold  F.  Brown,  chairman,  re- 
ported: “We  have  a communication  from  the 

Deputy  Commissioner  of  the  State  Education  De- 
partment. I will  read  the  letter  so  you  will  get 
the  gist  of  the  matter.  This  is  addressed  to  Dr. 
Anderton,  and  a few  weeks  ago  he  channeled  it 
to  me.  I had  a meeting  of  the  Ethics  Committee 
concerning  it. 

You  are  undoubtedly  acquainted  with  the  Commis- 
sioner’s Regulations  concerning  unprofessional  conduct 
in  the  practice  of  medicine,  which  preclude,  among 
other  things,  “revealing  of  facts,  data,  or  information 
obtained  in  a professional  capacity  relating  to  a patient 
or  his  records  without  first  obtaining  consent  of  the  pa- 
tient or  his  duly  authorized  representative,  except  as 
duly  required  by  a court  of  competent  jurisdiction.” 
You  are  also  undoubtedly  acquainted  (by  virtue  of 
previous  deliberations  on  the  subject  in  your  Society) 
with  the  amendment  to  Section  206  of  the  Public 
Health  Law  which  reads  as  per  the  attached.  This 
amendment,  as  I understand  it,  has  been  approved  in 
principle  by  the  State  Medical  Society,  and  it  has  been 
suggested  by  your  Society  that  we  should  amend  the 
rules  of  unprofessional  conduct  so  that  the  inconsisten- 
cies will  be  eliminated. 

Finally,  as  you  are  undoubtedly  aware,  there  exist 
statutes  which  require  the  reporting  of  certain  infor- 
mation to  various  departments  of  the  State  Govern- 
ment. (One  of  these,  for  instance,  concerns  narcotic 
cases.)  In  order  to  remove  the  inconsistencies  referred 
to  and  to  make  reference  to  the  pertinent  statutes,  the 
Committee  on  Professional  Personnel  and  Training  of 
the  Interdepartmental  Health  Resources  Board  (on 
which  the  State  Education  Department  is  represented) 
and  the  Counsels  of  the  State  Departments  of  Educa- 
tion, Social  Welfare,  Mental  Hygiene,  and  Health  met 
and  considered  the  following  possible  amendment  to 
the  Commissioner’s  Regulations  relating  to  . unprofes- 
sional conduct.  (New  material  is  underlined.) 

Article  II 

Medicine  (including  Osteopathy) 

30.  Definitions 

4c.  The  revealing  of  facts,  data,  or  information 
obtained  in  a professional  capacity  relating  to  a pa- 


tient or  his  records  without  first  obtaining  consent  of 
the  patient  or  his  duly  authorized  representative, 
except  if  duly  required  by  a court  of  competent  juris- 
diction or  statute.  Nothing  in  this  regulation  shall 
prohibit  a physician  from  making  such  facts,  data,  or 
information  available  to  a Department  of  State 
Government,  providing  such  department  gives  as- 
surance that  such  facts,  data  or  information  shall 
be  used  only  for  research  and  study  and  that  their 
confidential  nature  shall  be  maintained. 

We  should  like  to  have  the  advices  of  the  State  Medi- 
cal Society  on  the  foregoing  amendment  so  that  we  may 
proceed  to  amend  the  Commissioner’s  Regulations 
with  the  approval  of  the  Regents  at  the  June  meeting. 

May  I hear  from  you,  therefore,  at  an  early  date, 
if  that  is  practicable  for  you  and  your  colleagues. 

Ewald  B.  Nyquist 

“There  is  also  added: 

Amendment  to  Section  206  of  the  Public  Health 
Law,  Chapter  193  of  the  Laws  of  1957. 

This  adds  a new  subsection  j to  subdivision  1 of  Sec- 
tion 206  of  the  Public  Health  Law. 

Cause  to  be  made  such  scientific  studies  and  re- 
search which  have  for  their  purpose  a reduction  of 
morbidity  and  mortality  within  the  State.  In 
conducting  such  studies  and  research  the  commis- 
sioner is  authorized  to  receive  reports  on  forms  pre- 
pared by  him,  and  the  furnishing  of  such  information 
to  the  commissioner  or  his  authorized  representatives 
shall  not  subject  any  person,  hospital,  sanitarium, 
rest  home,  nursing  home,  or  other  person  or  agency 
furnishing  such  information  to  any  action  for  damage 
or  other  relief.  Such  information  when  received  by 
the  commissioner  or  his  authorized  representatives 
shall  be  kept  confidential  and  shall  be  used  solely  for 
the  purpose  of  medical  or  scientific  research.  Such 
information  shall  not  be  admissible  as  evidence  in 
any  action  of  any  kind  in  any  court  or  before  an- 
other tribunal,  board,  agency,  or  person.  This  act 
shall  take  effect  immediately. 

“The  Ethics  Committee  considered  this  communi- 
cation. Incidentally  one  member  was  unable  to 
attend,  and  this  is  the  preliminary  report.  It  is 
the  feeling  of  our  Committee  that  there  should  be 
no  objection  to  the  Department  receiving  data  for 
statistical  purposes  provided  there  is  no  individual 
identification  of  the  patient.  We  feel  that  is  im- 
portant. They  can  gather  their  data,  get  all  of  the 
information  they  want,  without  having  it  earmarked 
John  Doe  or  someone  else.  We  feel  that  this  is 
something  that  should  be  recommended  to  the  Com- 
missioner. 

“We  feel  that  there  is  further  study  necessary 
before  any  final  opinion  should  be  given,  and  we 
suggest  that  in  the  meantime  this  matter  be  re- 
ferred to  the  counsel  of  the  State  Society  for  his 
advice. 

“I  make  a motion  that  we  adopt  this  preliminary 
report  and  that  the  matter  be  referred  to  the 
counsel  for  further  information.” 

After  discussion  it  was  voted  that  Mr.  Martin, 
legal  counsel,  provide  the  appropriate  language  to 
Dr.  Brown,  who  can  then  report  officially  on  the 
recommendation  of  the  Ethics  Committee. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale,  chair- 
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man,  presented  the  following:  “The  activities  of  the 
Industrial  Health  Section  of  the  Bureau  of  Industrial 
Health  have  been  curtailed  somewhat  because  of 
the  time  involved  in  preparation  of  a satisfactory 
fee  schedule  for  workmen’s  compensation  cases. 

“However,  some  communication  has  been  estab- 
lished with  societies  interested  in  industrial  health 
and  occupational  medicine  in  an  effort  to  establish 
a roster  of  physicians  doing  either  part-time  or  full- 
time work  in  industry.  Some  effort  is  being  made 
to  establish  a schedule  of  salaries  for  both  part- 
time  and  full-time  physicians  in  industry  from  these 
various  organizations. 

“The  Bureau  is  now  entering  discussions  with 
various  medical  schools  in  an  effort  to  establish  a 
part-time  course  in  occupational  medicine  that  would 
lead  to  a degree  in  public  health  (occupational  medi- 
cine) that  would  partially  qualify  a physician  for 
the  American  Board  of  Preventive  Medicine. 

“Some  question  has  been  raised  by  several  inter- 
ested groups  as  to  the  extent  of  medical  care  that  a 
plant  physician  should  render  to  employes  for  non- 
occupational  illnesses  and  injuries.  There  is  a 
definite  need  for  an  established  policy  by  the  State 
Medical  Society  in  this  very  important  matter.” 

Dr.  Di  Natale  stated:  “Mr.  President,  the  report 
of  the  Industrial  Health  Committee  is  in  the  agenda. 
The  activities  of  the  director  of  the  combined  bureaus 
have  been  confined  more  or  less  to  the  workmen’s 
compensation  phase  of  the  bureau,  and  today  at 
12:30  the  director  and  myself  are  meeting  with 
representatives  of  New  York  University  to  stir 
up  added  interest  in  industrial  health  types  of 
practice.  One  of  the  mandates  of  the  House  was 
that  we  have  a pilot  study  on  industrial  health 
modeled  after  the  so-called  Pennsylvania  Plan. 
That  has  been  held  in  abeyance  until  we  had  a 
director.  The  director  now  is  with  us,  and  in  due 
course  that  pilot  study  will  be  undertaken.  It  is 
hoped  that  it  can  be  undertaken  in  the  Greater 
New  York  area.” 

It  was  voted  to  adopt  the  report  as  distributed, 

together  with  the  statements  made  by  the  chair- 
man. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
stated:  “Mr.  President  and  gentlemen,  this  is 

merely  a progress  report. 

“When  the  Committee  on  Legislation,  which  ac- 
cording to  the  mandate  of  the  House  of  Delegates 
should  consist  of  18  persons  from  various  parts  of 
the  State,  has  been  formed,  we  will  begin  planning 
our  legislative  program. 

“Your  chairman  expects  to  call  the  first  meeting  of 
the  committee  during  the  early  part  of  September. 
At  that  time  an  effort  will  be  made  to  determine  the 
reasons  for  the  failure  of  our  positive  legislative 
proposals  at  the  last  session  of  the  Legislature,  and 
we  will  discuss  what  our  procedure  should  be  during 
the  coming  year. 

“We  are  still  of  the  opinion  that  our  legislative 
work  should  be  started  as  soon  as  possible.  The 
legislators  should  know  what  our  policies  are  and 
where  we  stand  at  least  three  or  four  months 
before  the  Legislature  convenes  in  January.  We 


intend  to  contact  the  governor  and  each  member 
of  the  Assembly  and  Senate  and  make  our  desires 
known.  In  contrast  to  1956,  which  was  a Legisla- 
ture election  year,  we  know  who  the  legislators  are. 

“We  would  like  to  reiterate  that  no  legislative 
program  can  be  successful  unless  we  can  obtain 
the  cooperation,  the  counsel,  and  the  recommenda- 
tions of  the  county  medical  society  presidents 
and  legislation  chairmen.  We  intend  to  contact 
these  people  and  ask  them  to  participate  actively 
in  fostering  the  type  of  legislation  that  we  would 
like  to  see  enacted.  The  grass  roots  areas  of  the 
State  must  play  an  active  role  in  our  deliberations 
and  in  our  contacts  with  the  legislators.” 

It  was  voted  to  approve  the  report. 

Ad  Hoc  Committee  to  Confer  with  the  Inter- 
departmental Health  Resources  Board  in  Regard  to 
Medical  Technicians.— Dr.  Fineberg,  chairman,  re- 
ported: “A  meeting  of  the  committee  was  held  in 
the  New  York  City  office  of  the  State  Education 
Department  on  June  4,  1957. 

“Present  were  Dr.  I.  Jay  Brightman,  Executive 
Director  of  the  Interdepartmental  Health  Resources 
Board,  Dr.  Ewald  Nyquist,  Deputy  Commissioner 
of  the  State  Education  Department,  Mr.  Charles 
A.  Blind,  Counsel  to  the  State  Education  Depart- 
ment, Dr.  Jacob  Lochner,  Jr.,  and  Dr.  Granville 
W.  Larimore,  representing  the  Interdepartmental 
Health  Resources  Board,  and  members  of  the 
committee:  Dr.  W.  P.  Anderton,  Dr.  John  A. 

Kalb,  Endicott,  chairman  of  Anesthesiology  Section, 
Dr.  James  I.  Farrell  of  Utica,  chairman  of  the 
Ophthalmology  Section,  Dr.  Frank  D.  Carroll  of 
New  York  City,  delegate  from  the  Ophthalmology 
Section,  Dr.  Harry  P.  Smith,  New  York  City, 
representing  pathology,  Dr.  Jerome  S.  Tobis,  New 
York  City,  representing  physical  medicine,  Dr. 
Frank  J.  Borrelli,  New  York  City,  representing 
radiology,  and  your  chairman. 

“The  purpose  of  this  conference  was  to  begin 
a joint  study  by  the  State  Medical  Society  and  the 
Interdepartmental  Health  Resources  Board  in 
order  to  analyze  the  entire  problem  of  physicians’ 
aides  and  to  see  whether  we  can  develop  some  law 
or  perhaps  an  administrative  ruling  that  would 
cover  all  persons  who  serve  as  assistants  to  physi- 
cians, work  under  their  general  supervision,  require 
the  acquisition  of  a certain  level  of  skills,  but  do  not 
fit  into  any  group  for  which  licensing,  certification, 
or  registration  is  now  required.  In  other  words 
the  committee  is  to  look  into  the  whole  field  of  tech- 
nical aides  and  to  set  up  standards. 

“There  was  considerable  discussion  about  the 
entire  problem,  during  which  the  following  items 
were  stressed : 

1.  The  practice  of  orthoptic  training  is  re- 
stricted by  law  to  persons  who  are  qualified  as 
optometrists  or  physicians. 

2.  It  would  be  very  impractical  to  amend  the 
Medical  Practice  Act  to  allow  physicians  to  use 
aides  at  their  discretion,  before  thoroughly  de- 
termining the  nature  of  the  work  done  by  those 
aides  and  the  quality  of  the  training  they  re- 
ceive in  preparation  for  such  work. 
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3.  The  Department  of  Education  is  of  the 
opinion  that  it  would  not  be  desirable  to  embark 
on  a program  of  licensing,  certifying,  or  register- 
ing relatively  small  groups  of  persons  with  special- 
ized functions.  The  number  of  such  groups 
could  become  very  large  and  would  readily  in- 
clude laboratory  aides,  x-ray  technicians,  and 
many  others. 

4.  The  pathologists  have  a Registry  of  Medi- 
cal Technologists.  The  schools  for  these  people 
are  approved  by  the  American  Medical  Associa- 
tion with  the  advice  of  the  American  Society  of 
Clinical  Pathologists.  The  pathologists  feel  that 
this  program  is  satisfactory,  and  they  are  opposed 
to  a licensing  bill. 

5.  It  was  noted  that  very  often  groups  which 
are  licensed  to  perform  a certain  type  of  work  re- 
lated in  some  way  to  medical  practice  are  not 
satisfied  with  remaining  in  their  own  realm  but 
attempt,  through  subsequent  legal  maneuvers, 
to  encroach  upon  the  practice  of  medicine. 

“A  considerable  amount  of  time  was  spent  in 
discussing  the  orthoptic  technicians.  A statement 
was  made  by  the  people  representing  the  Ophthal- 
mology Section  that  some  orthoptic  technicians  are 
certified  by  the  American  Orthoptic  Council. 
They  have  certain  qualifications  and  must  take 
certain  courses  and  examinations  before  they  are 
permitted  to  work  under  the  supervision  of  an  oph- 
thalmologist. 

“It  was  finally  decided  that  the  practices  through- 
out the  State  van-  so  greatly  that  it  would  be 
wise  to  learn  what  is  taking  place  in  all  areas. 
A questionnaire  will  therefore  be  submitted  to  the 
ophthalmologists  in  order  to  determine  what  is 
going  on  in  their  sections.  Dr.  Carroll  and  Dr. 
Brightman  will  conduct  this  survey,  and  another 
meeting  will  be  held  sometime  in  the  future. 

“The  Interdepartmental  Health  Resources  Board 
would  like  to  arrive  at  some  conclusions  before 
December  1,  1957. 

“This  is  again  simply  a progress  report,  and  I 
move  approval.” 

Approval  of  the  report  was  voted. 

Malpractice  Insurance  and  Defense  Board. — Dr. 

Joseph  A.  Lane,  chairman,  reported:  “A  regular 

meeting  of  the  Malpractice  Insurance  and  Defense 
Board  was  held  last  evening,  the  annual  organiza- 
tional meeting.  Dr.  d’Angelo  was  elected  chairman 
for  the  coming  year  and  Dr.  Christopher  Wood 
vice-chairman. 

“One  of  the  important  matters  discussed  last 
night  was  the  method  of  approaching  the  member- 
ship of  the  State  Society  in  getting  new  members  into 
our  Group  Plan.  There  has  been  prepared  in  the 
rough  a brochure  that  has  been  reviewed  by  the 
Malpractice  Insurance  and  Defense  Board  and 
approved  by  them,  and  now  we  are  requesting  that 
the  Council  approve  the  implementation  of  this 
advertising  campaign,  which  will  start  about  the 
first  of  September  or  shortly  thereafter  when  the 
new  claim  forms  go  out  and  the  new  premium  in- 
creases will  become  effective.  The  Malpractice 
Insurance  and  Defense  Board  would  like  the  ap- 


proval of  the  Council  to  go  ahead  with  the  printing 
of  this  brochure  and  the  preparation  of  its  adver- 
tising media.  We  have  a rather  rough  draft  of  this 
if  any  of  you  would  like  to  see  it.  It  has  been  re- 
viewed and  approved  by  the  Board.” 

Approval  was  voted. 

Office  Administration  and  Policies. — Dr.  Leo  E. 

Gibson,  president-elect,  stated  that  in  the  absence 
of  Dr.  Masterson  he  had  presided  at  a meeting  of 
this  committee  on  June  12.  The  monthly  report 
of  the  office  manager  was  received,  and  it  was  noted 
that  an  appointment  had  been  made  with  a repre- 
sentative of  the  Internal  Revenue  Department  for 
an  examination  on  June  17  of  the  Society’s  financial 
records.  Various  personnel  matters  were  approved, 
and  the  staff  was  granted  one  day  off  for  the  annual 
outing.  A number  of  increases  in  the  budget  were 
approved  for  submission  to  the  Council  with  a re- 
quest that  they  recommend  additional  appropria- 
tions by  the  Board  of  Trustees.  Additional  space 
and  equipment  for  employes  for  the  Medicare  pro- 
gram was  discussed.  It  was  voted  to  give  Dr.  An- 
derton,  Mr.  Farrell,  and  Mr.  Alexander  authority 
to  proceed  as  occasion  might  require  during  the 
summer,  except  where  money  was  involved,  and  to 
request  that  the  Board  of  Trustees  provide  for  a 
mail  vote  if  necessary. 

The  Council  adopted  these  recommendations 
and  approved  the  report. 

Publication. — Dr.  Laurance  D.  Redway,  editor, 
reported:  “The  Publication  Committee  held  its 

regular  monthly  meeting  yesterday,  and  the  editor 
and  business  manager  submitted  their  reports. 

“Dr.  Redway  reported  that  Dr.  Norman  S.  Moore 
had  informed  him  that  his  new  duties  as  chairman 
of  the  Public  Health  and  Education  Committee 
make  it  difficult  for  him  to  continue  as  assistant 
editor.  After  discussion  it  was  unanimously  voted 
that  Dr.  Moore  be  advanced  to  consulting  editor 
and  to  recommend  to  the  Council  that  Dr.  John 
G.  Masterson  be  appointed  assistant  editor.” 

It  was  voted  to  approve  this  portion  of  the  report. 
“There  was  a general  discussion  of  the  salary 
scale  in  the  Journal  Editorial  Department. 

“In  connection  with  the  new  department  in  the 
Journal  on  alcoholism  and  narcotics,  Dr.  Redway 
reported  that  he  had  received  various  articles 
through  Dr.  Herbert  Berger.  After  discussion 
it  was  voted  to  refer  the  narcotics  articles  to  the 
Public  Health  and  Education  Committee.” 

It  was  voted  to  approve  this  portion  of  the  report. 
“The  editor  reported  that  he  had  written  the 
major  portion  of  the  editorials  appearing  in  the  Jour- 
nal since  1940.  He  also  felt  we  ought  to  receive 
editorials  from  other  sources  and  asked  for  authority 
to  solicit  and  to  pay  for  acceptable  editorials  at  a 
rate  not  to  exceed  S50  each.  The  committee  voted 
to  approve,  with  the  understanding  that  any 
payments  made  would  be  within  the  budget.” 

It  was  voted  to  approve  this  portion  of  the  report. 
“It  was  reported  that  Dr.  Peter  Murray  had  re- 
signed from  the  Associate  Editorial  Board  because 
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of  the  pressure  of  other  matters.  The  committee 
voted  to  recommend  to  the  Council  that  Dr.  Mur- 
ray's resignation  be  accepted  with  regrets  and  that 
Dr.  Lloyd  T.  Barnes  be  appointed  to  the  Board.” 

It  was  voted  to  approve  this  portion  of  the  report. 

It  was  reported  to  the  committee  that  the  Jour- 
nal department  was  in  need  of  one  typewriter  at 
$225,  one  desk  at  $125,  one  clock  at  $7.50,  one  elec- 
tric fan  at  $30,  and  one  file  cabinet  at  $50.  The 
committee  voted  to  ask  the  Council  to  request 
the  Board  of  Trustees  to  appropriate  not  more  than 
$438  to  cover  these  items.” 

It  was  so  voted. 

Dr.  Redway  continued:  “A  request  from  the 

Public  and  Professional  Relations  Bureau  for  a com- 
plimentary subscription  to  the  Journal  for  a science 
writer  in  the  New  York  Times  was  read.  The  com- 
mittee voted  to  approve  this  complimentary  sub- 
scription on  the  condition  that  it  be  charged  to 
the  Public  and  Professional  Relations  Bureau.” 

It  was  voted  to  adopt  the  report  as  a whole. 

Public  Health  and  Education. — Dr.  Norman  S. 
Moore,  chairman,  with  the  permission  of  the  Presi- 
dent, introduced  Mrs.  Charlotte  Troutwine,  man- 
ager of  Postgraduate  Information  Service,  Lederle 
Laboratories  Division,  American  Cyanamid  Com- 
pany, of  Pearl  River,  New  York,  and  made  the  fol- 
lowing preliminary  remarks: 

‘‘Mr.  Chairman  and  members  of  the  Council, 
last  week  during  the  session  of  the  American  Medical 
.Association  several  members  interested  in  this  prob- 
lem had  a meeting  that  followed  a meeting  of  the 
Committee  on  Public  Health  and  Education,  which 
had  approved  in  principle  the  proposal  of  Mrs. 
Troutwine.  She  is  going  to  explain  to  you  the 
mechanics  of  how  this  works,  but  I think  it  only 
fair  for  you  to  know  that  the  Lederle  Laboratories 
would  subsidize  this  project,  reimbursing  the  Medi- 
cal Society  for  the  office  space,  personnel  salaries, 
printing,  and  mailing.  A drawing  account  could 
be  established  by  Lederle,  to  be  balanced  semi- 
annually. 

‘‘The  project  would  be  under  the  direction  of  the 
chairman  and  the  executive  assistant  of  the  com- 
mittee, and  all  copy  would  be  reviewed  by  them. 

‘‘In  return  the  quid  pro  quo  would  be  that  Lederle 
would  be  entitled  to  include  advertising  information 
on  the  back  page  of  the  booklet,  and  copy  for  each 
issue  would  be  reviewed  by  the  committee. 

‘‘With  those  preliminary  remarks,  in  order  that  no 
one  will  feel  apprehensive  that  the  proposition  is 
going  to  cost  the  Society  money,  I would  like  Mrs. 
Troutwine  to  explain  the  mechanics  of  how  this 
would  work.” 

Mrs.  Troutwine  stated:  “I  brought  copies  enough 
for  all  of  you,  of  reprints  and  samples  of  What  Goes 
On,  and  also  I had  mimeographed  some  time  ago 
a summary  of  how  this  started  and  what  the  story 
really  is,  which  is  very  quickly  read,  and  I will 
explain  it  to  you  also.” 

1.  This  monthly  booklet  is  a chronological  listing 
of  medical  meetings  (copy  attached).  It  was  originally 
one  of  the  Postgraduate  Medical  Institute’s  mimeo- 


graphed fists,  which  comprised  their  “clearing  house  of 
information.”  It  became  a printed,  circulated  publica- 
tion in  1953  through  an  arrangement  with  the  Lederle 
Laboratories  Division  of  the  American  Cyanamid  Com- 
pany and  the  Postgraduate  Medical  Institute,  which  is 
sponsored  by  the  Massachusetts  Medical  Society. 

2.  What  Goes  On  is  now  being  mailed  monthly 
(going  into  its  fifth  year  of  publication)  to  approxi- 
mately 19,000  doctors,  hospitals,  and  medical  organi- 
zations in  New  England. 

3.  The  Postgraduate  Medical  Institute  compiles 
and  controls  all  editorial  content  of  the  booklet.  In- 
quiries, programs,  and  contacts  with  the  doctors  and 
medical  organizations  are  directly  taken  care  of  by  a 
girl  on  the  local  level.  In  fact  this  girl  serves  as  a 
“community  calendar”  and  “clearing  house  of  infor- 
mation,” which  is  of  inestimable  value  to  both  physi- 
cians and  societies.  Conflicts  in  scheduling  programs 
are  avoided,  and  information  is  available  by  a telephone 
call.  Hospitals  have  What  Goes  On  displayed  on  bulle- 
tin boards.  Physicians  use  it  personally,  as  well  as  in 
connection  with  teaching.  Also  they  recommend 
certain  meetings  to  interns  and  students.  Through  this 
service,  schools  and  hospitals  have  been  stimulated  to 
coordinate  their  own  internal  schedule  so  that  as  much 
of  this  as  possible  can  be  publicized  in  this  booklet.  As 
further  proof  of  the  value  of  this  service,  it  is  interesting 
to  note  that  foreign  visiting  physicians  seek  out  the 
publication  in  order  to  schedule  their  time  while  in 
this  country. 

4.  The  Lederle  Laboratories,  for  the  privilege  of 
advertising  in  What  Goes  On,  have  paid  all  expenses  in 
connection  with  the  project,  such  as  bills  for  printing, 
mailing,  compilation,  salary  of  personnel,  etc. 

5.  Since  this  has  been  so  valuable  to  doctors  and 
medical  organizations  in  New  England  (and  many  un- 
solicited complimentary  letters  can  substantiate  this 
claim),  it  seems  probable  that  other  states  and/or 
regions  would  be  interested  in  having  such  a "clearing 
house  of  information”  and  a monthly  booklet  fisting 
their  medical  meetings.  This  could  be  mailed  to  the 
doctors,  hospitals,  and  medical  organizations  in  their 
states  and  the  surrounding  regions. 

For  further  information,  please  contact: 

Charlotte  W.  Troutwine 

Manager  of  Postgraduate  Information  Services 

Lederle  Laboratories  Division 

American  Cyanamid  Company 

Pearl  River,  New  York 

Phone:  Pearl  River  5-5000 

Mrs.  Troutwine  explained  in  detail  the  contents 
of  the  booklet. 

Dr.  Moore  stated:  “It  seemed  advisable  to 

Dr.  Curphey  and  myself  to  extend  a little  further 
the  possible  implication  of  this  if  the  Council  went 
along  with  the  Public  Health  and  Education  Com- 
mittee’s recommendation  in  that  New  York  State 
would  be  divided  roughly  into  areas  influenced  by 
the  medical  schools,  in  other  words,  the  Albany 
area,  the  Rochester  area,  the  Buffalo  area,  the 
Syracuse  area,  and  the  downstate  area,  that  is 
Brooklyn,  Manhattan,  and  the  Bronx.  If  that  were 
followed  it  would  have  a similar  effect  to  that  of  all 
of  the  New  England  states,  for  instance.  In  other 
words,  I wanted  to  enlarge  a little  bit.  You  said 
that  New  York  is  a large  area,  and  I wanted  to 
show  how  it  would  be  handled  so  that  general 
practitioners  in  the  Albany  area  would  know  what 
was  going  on  in  the  city  of  .Albany,  and  the  people 
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in  Rochester  and  for  50  miles  around  would  know 
what  was  going  on  in  Rochester,  and  the  people 
50  miles  from  Buffalo  would  know  what  was  going 
on  in  Buffalo.  We  felt,  from  a postgraduate  edu- 
cation point  of  view,  that  this  was  an  excellent 
opportunity  to  improve  the  knowledge  of  the 
medical  men  in  the  State.” 

After  discussion  it  was  voted  to  adopt  the  program 
in  general,  the  details  to  be  worked  out  during 
the  summer. 

Dr.  Moore  reported  that  he  had  arranged  21 
postgraduate  lectures  and  teaching  days  in  13 
counties  since  his  last  report  to  the  Council.  He 
presented  portions  of  the  supplementary  annual 
report  of  his  committee  that  were  overlooked  by 
the  reference  committees  to  which  they  were 
referred.  They  appear  in  the  published  supple- 
mentary report,  Section  10  of  the  Minutes  of  the 
Annual  Meeting  of  the  House  of  Delegates,  Part 
II  of  the  September  1,  1957,  issue  of  the  New 
York  State  Journal  of  Medicine.  The  portions 
referred  to  and  the  pages  of  the  Journal  on  which 
they  are  to  be  found  are  listed  below: 

Part  I,  Postgraduate  Education,  pages  16  and  17 
Part  II,  Accident  Prevention,  page  18 
Part  III,  General  Practice,  pages  18  and  19 
Part  IV,  Heart  Disease,  page  19 
Part  IV,  Medical  Film  Review,  page  19 

Dr.  Moore  stated:  “Mr.  Chairman,  after  the 

adjournment  of  the  House  of  Delegates  it  became 
apparent  that  four  reference  committees  had 
somehow  neglected  to  supplement  their  report  of 
this  Committee.  It  seems  appropriate  that  we  ask 
the  Council  to  be  the  Reference  Committee  for  the 
House  of  Delegates  in  order  to  clear  the  slate  for 
the  year  for  the  Committee  on  Public  Health  and 
Education. 

“The  first  part  that  was  passed  over  was  the 
meeting  on  April  26  of  the  full  committee,  in  which 
the  committee  discussed  the  ‘Working  Paper’  of 
the  General  Practice  Subcommittee.  It  discussed 
this  at  length,  and  I can  call  to  your  attention  the 
second  paragraph  on  the  second  page: 

‘It  was  agreed  to  call  a meeting  in  the  fall 
with  representatives  of  the  medical  schools  of 
the  State,  preferably  the  head  of  the  Department 
of  Medicine  and  the  director  of  the  Department 
of  Public  Health  if  any.  Dr.  Hilleboe  said  he 
hoped  to  be  able  to  set  up  demonstration  pro- 
grams in  upstate  medical  schools,  in  preventive 
medicine,  both  graduate  and  postgraduate.’ 
“That  takes  care  of  Part  I of  the  Council,  that 
was  not  acted  on  by  the  Reference  Committee,  and 
I move  the  adoption  of  this  part  of  the  report  to 
supplement  Part  I of  the  Council’s  report.” 

The  Council  voted  approval. 

Dr.  Moore  continued:  “On  Part  II,  Accident 

Prevention,  this  was  not  acted  on,  and  it  requires 
your  approval  or  disapproval  because  we  must 
communicate  with  the  Commissioner  of  Health. 
You  have  heard  the  discussion  this  morning  regard- 
ing the  Throughway.  You  approved  that  the 
last  time,  but  it-  was  not  approved  by  the  House  of 


Delegates. 

“If  we  can  proceed  the  same  way,  I would  like 
to  move  Part  I of  ‘Accident  Prevention’  be  approved 
by  the  Council.” 

After  discussion  the  Council  voted  approval. 

“Part  II  of  ‘Accident  Prevention’  requires  some 
details  that  you  do  not  have. 

“On  April  17  the  subcommittee  met  to  draw 
up  considerations  on  visual  requirements  to  be 
transmitted  to  the  Commissioner  of  Motor  Vehicles. 
The  subcommittee  made  the  following  recommen- 
dations: 

1.  (a)  The  20/40  Snellen  standard  for  the 
private  operator  must  apply  to  the  good  eye,  if 
one  eye  is  blind,  or  to  one  of  two  eyes  corrected 
by  glasses.  (6)  The  20/30  Snellen  for  com- 
mercial and  transportation  drivers  must  apply 
for  each  eye.  (c)  The  commercial  or  transporta- 
tion driver  who  requires  lenses  to  correct  his 
vision  must  have  an  extra  pair  of  usable  glasses 
on  his  person  while  actively  engaged  in  driving 
the  vehicle. 

2.  For  both  categories  of  drivers  form  fields 
of  70  degrees  in  the  horizontal  meridian  should 
be  required  in  each  eye.  For  commercial  and 
transportation  drivers  140  degrees  should  be 
required  in  the  horizontal  meridian  with  both 
eyes,  and  for  civilian  drivers  140  degrees  in  one 
eye,  the  field  to  be  taken  with  a 5-mm.  White 
test  object. 

“I  would  move  that  this  be  adopted  as  a report 
of  the  Accident  Prevention  Subcommittee  of  the 
Committee  on  Public  Health  and  Education,  to 
be  transmitted  to  the  Commissioner  of  Motor  Ve- 
hicles for  his  guidance.” 

The  Council  voted  approval. 

“This  goes  on  some  more: 

It  was  agreed  that  the  colorblind  driver  has  no 
difficulty  in  distinguishing  the  traffic  lights  and 
does  not  need  to  be  tested  for  color.  However, 
it  was  proposed  that  the  size  and  shape  of  the 
lights  might  be  made  different  for  each  color. 

No  test  for  stereopsis  should  be  required,  since 
there  is  no  practical  test  for  this  occular  function. 

There  is  also  no  practical  test  for  night  blind- 
ness, but  the  applicant  should  be  questioned  about 
it. 

Any  progressive  eye  disease  that  would  tend  to 
impair  useful  vision  should  be  a disqualifying 
factor  for  commercial  and  transportation  drivers. 
These  include  hypertensive  retinopathy,  cata- 
racts, diabetic  retinitis,  and  vascular  occlusion 
and  should  be  checked  by  an  ophthalmologist. 

Because  myopics  are  likely  to  lose  a great  deal 
of  vision  between  the  ages  of  sixteen  and 
twenty-one,  the  committee  recommended  that 
individuals  with  a junior  driving  license  should  be 
required  to  have  an  eye  examination  before 
they  are  granted  a senior  license.  If  a defect 
is  found,  the  person  shall  be  referred  to  an  oph- 
thalmologist. 

The  committee  also  agreed  that  the  civilian 
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driver  should  be  required  to  have  a general  phys- 
ical examination  when  renewing  his  license  or 
applying  for  a new  license  just  prior  to  age 
sixty-five.  He  should  submit  a certificate  from 
his  doctor  stating  that  he  has  no  medical,  physi- 
cal, or  mental  condition  which  would  in  any 
way  impair  his  driving  ability. 

The  commercial  or  transportation  driver 
should  undergo  a physical  examination  every 
three  years  before  applying  for  renewal  of  his 
license  and  should  submit  the  same  sort  of 
certificate  to  the  Motor  Vehicle  Bureau. 

It  was  the  consensus  of  the  committee  that 
the  general  practitioner  rather  than  a State 
agency  should  conduct  the  physical  examinations, 
including  the  testing  of  vision. 

It  was  also  agreed  that  special  and  distinct 
forms  should  be  provided  by  the  Bureau  of  Motor 
Vehicles,  one  for  civilian  drivers  and  one  for  com- 
mercial and  transportation  drivers. 

With  respect  to  the  testing  of  vision,  the 
committee  felt  that  the  Snellen  test  for  visual 
acuity  and  the  confrontation  test  for  visual 
fields  would  be  adequate  and  that,  if  the  forms 
were  sufficiently  detailed,  the  general  practitioner 
would  refer  the  patient  to  a specialist  if  he  felt 
this  was  indicated. 

Dr.  Toker  spoke  of  two  cases  of  congenital 
albinism  who,  he  considered,  were  safe  drivers 
under  certain  circumstances.  (Dr.  Toker  is 
with  the  State  Department  of  Health.)  He 
asked  for  the  opinion  of  the  committee  relative 
to  limited  licenses.  It  was  finally  recommended 
that  in  certain  borderline  cases  involving  any 
medical  condition,  including  impaired  vision, 
a limited  license  be  issued  for  six  months  on  rec- 
ommendation to  the  Commissioner  of  Motor 
Vehicles  by  a consultant  group,  with  re-examina- 
tion at  the  end  of  that  period. 

It  was  emphasized  that  the  names  of  the 
consultant  group  should  not  be  made  public. 

“I  move  that  these  further  recommendations  of 
the  Subcommittee  be  adopted  and  forwarded  to 
Commissioner  Kelly  for  his  guidance.” 

Approval  was  voted. 

“Under  Part  III,  General  Practice,  there  are  no 
supplementary  comments,  and  I move  the  adoption 
of  the  General  Practice  Subcommittee’s  report  as 
published.” 

Approval  was  voted. 

“Under  Part  IV,  Heart  Disease,  you  will  recall 
that  Dr.  Hiss  appeared  before  the  last  Council 
meeting  and  discussed  criteria  for  programs  of 
secondary  prevention  of  rheumatic  fever,  and  it 
was  referred  to  the  Committee  on  Public  Health 
and  Education  for  implementation. 

“On  April  26  we  discovered  that  Dr.  Hilleboe 
would  not  accept  this  as  stated,  that  the  State 
should  supply  all  of  the  penicillin  for  this  program, 
because  it  would  require  the  State  Department  of 
Health  to  appear  before  the  Bureau  of  the  Budget 
and  change  its  whole  program  structure.  There- 
fore, the  Committee  voted  that  a letter  be  sent 


to  county  medical  societies  suggesting  that  they, 
in  cooperation  with  city  academies  of  medicine, 
where  they  exist,  set  up  a joint  group  to  inform 
the  local  physicians  of  the  program  and  to  assist 
in  carrying  out  its  provisions.  If  the  local  commu- 
nity wishes  the  health  department  to  buy  the  peni- 
cillin, this  should  be  determined  by  the  joint  group. 
There  already  exists  a permissive  provision  in  the 
Public  Health  Law  enabling  the  community  to  re- 
ceive up  to  50  per  cent  State  aid.  The  amount 
would  be  entirely  a local  decision  as  long  as  the 
program  requirements  conform  with  these  criteria. 

“I  move  that  the  Committee’s  modification  for 
the  implementation  of  this  program  be  adopted.” 

Approval  was  voted. 

“The  next,  Medical  Film  Review  Report,  was 
not  acted  on  by  the  Reference  Committee,  and  I 
move  that  it  be  approved  as  printed.” 

Approval  was  voted. 

“There  has  come  to  the  attention  of  the  Com- 
mittee, at  least  to  myself  as  chairman,  that  a pro- 
test was  written  by  Dr.  Murray  of  Syracuse  to  Dr. 
Brightman  in  regard  to  the  confusion  in  which  the 
fees  for  rehabilitation  of  children  with  orthopedic 
defects  are  handled  in  various  communities.  This 
finally  got  to  the  right  person  and  has  been  answered 
by  Dr.  Balke,  the  director  of  the  Bureau  in  the 
State  Department  of  Health.  She  explains  to 
Dr.  Murray  that  this  is  a legal  problem  and  neither 
the  State  Department  of  Health  nor  the  State  Med- 
ical Society  can  change  the  ways  in  which  judges  i 
are  empowered  by  law  to  settle  fees  for  orthopedic 
rehabilitative  work  for  children.  But  they  both 
agreed  that  it  would  be  a good  idea  if  in  the  fall 
they  get  together,  the  Rehabilitation  Subcommittee 
and  the  State  Department  of  Health  Committee, 
to  revise  fee  schedules  for  the  recommendation 
and  guidance  of  the  judges.” 

Approval  was  voted. 

“As  you  recall,  you  recommended  the  appoint- 
ment of  an  ad  hoc  committee  to  study  the  problems 
of  the  aging.  Nothing  happened  about  that  until 
this  week,  when  Mr.  Abrams,  director  of  the  New 
York  State  Joint  Legislative  Committee  on  Prob- 
lems of  the  Aging,  has  called  a meeting  for  June  27. 
Dr.  Greenough  appointed  Drs.  Zeman,  Childress, 
and  Lynch.  They  have  been  notified  of  this  meet- 
ing in  Albany  on  June  27.” 

Approval  of  the  report  as  a whole  was  voted. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
presented  the  following  report:  The  activities  of 

your  committee  and  the  Public  and  Professional 
Relations  Bureau  since  the  last  report  were  concen- 
trated on  the  annual  meeting  of  the  House  of  Dele- 
gates and  related  projects. 

Prior  to  the  meeting  publicity  was  given  to  sessions 
of  the  House.  Two  general  news  releases  about  the 
meeting  and  numerous  special  releases  about  the 
delegates,  as  well  as  a release  on  the  physicians  [ 
who  received  fifty-year  certificates,  were  sent  to 
newspapers  throughout  the  State.  The  columns 
of  the  Newsletter  also  were  utilized  for  this  purpose. 

During  the  sessions  a press  room  was  maintained 


3538 


New  York  State  J.  Med. 


MINUTES  OF  THE  COUNCIL 


at  the  Hotel  Statler  for  the  convenience  of  news 
reporters.  Through  this  medium,  information 
about  resolutions  in  the  House  and  other  actions 
were  made  available  to  the  press.  As  a result  of 
this  service,  news  items  appeared  in  the  local  press 
and  in  such  medical  publications  as  Medical  News. 

At  the  May  14  session  of  the  House  Mr.  Arthur 
Rosenfeld  of  the  New  York  Post  and  president  of 
the  Newspaper  Reporters  Association  of  New  York 
City  presented  his  organization’s  By-Line  Service 
Award  to  the  State  Society.  The  award  was  given 
for  the  introduction  of  a program  of  better  press 
relations  through  the  Guide  for  Cooperation  for 
Doctors,  Hospitals,  and  Reporters.  It  was  accepted 
by  Dr.  John  C.  McClintock,  chairman  of  your 
committee’s  Subcommittee  on  Cooperation  with 
Media  of  Information,  which  originated  and  recently 
revised  the  Guide. 

While  the  House  was  in  session,  116  certificates 
honoring  doctors  of  medicine  who  have  practiced 
fifty  years  were  mailed  to  members  of  the  State 
Society. 

After  the  House  adjourned  an  18-page  digest  of 
some  important  actions  taken  by  the  delegates  was 
compiled  by  the  Bureau’s  representative.  The 
digest,  entitled  “Highlights  of  the  Proceedings  of 
the  House  of  Delegates,”  was  mailed  to  all  delegates. 

During  the  past  two  months  the  field  representa- 
tives resumed  activities  in  their  respective  territories 
following  the  completion  of  the  Sesquicentennial 
celebration.  Publicity  was  given  by  means  of 
press  releases,  mailed  to  newspaper  editors,  of  post- 
graduate lectures  given  in  the  following  localities: 
Albany,  Cattaraugus,  Chemung,  Franklin,  Fulton, 
Greene,  Jefferson,  Orange,  Rensselaer,  Steuben, 
Sullivan,  and  Wayne. 

The  Bureau  recently  participated  in  two  courses 
for  medical  assistants.  The  first  was  the  second 
annual  series  of  lectures  given  by  the  Suffolk  Count}’ 
Medical  Society.  The  second  was  the  course, 
sponsored  also  for  the  second  time,  by  the  Sche- 
nectady County  Medical  Society.  The  Bureau’s 
representative  discussed  public  relations  in  a doctor’s 
office. 

The  Bureau’s  director,  Mr.  Miebach,  attended 
the  annual  meeting  of  the  A.M.A.  in  New  York 
City,  June  3 to  5.  Prior  to  the  meeting  the  director 
and  the  field  men  participated  in  the  Second  In- 
stitute of  the  Medical  Society  Executives  Confer- 
ence held  at  the  Hotel  Belmont  Plaza,  New  York 
City,  May  31  to  June  1. 

In  keeping  with  the  practice  of  the  past  few  years, 
the  bureau  and  the  AMA  cosponsored  an  exhibit 
at  the  Hall  of  Springs,  Saratoga.  This  exhibit 
encouraging  people  to  reduce  is  now  on  display 
and  is  expected  to  be  viewed  by  about  100,000 
persons,  the  number  that  visited  the  Spa  last  year. 
A pamphlet  rack  making  available  copies  of  “How 
the  State  Medical  Society  Serves  You”  is  also  on 
display  near  the  exhibit. 

Requests  continue  to  be  received  for  copies  of 
its  publications.  The  AMA  requested  750  copies 
each  of  “Seven  PR  Pointers  for  Medical  Personnel” 
and  “Telephone  Cues  for  Medical  Personnel.” 


Since  the  supply  is  limited,  permission  to  reprint 
the  leaflets  was  given  in  lieu  of  supplying  the  re- 
quested number.  The  New  York  Academy  of 
Medicine  also  received  a complete  file  of  copies 
of  the  Newsletter. 

The  Bureau  has  also  aided  the  Woman’s  Auxiliary 
in  carrying  on  their  activities.  These  included 
assistance  in  conducting  and  publicizing  the  organ- 
ization’s annual  meeting  held  at  the  Hotel  Biltmore, 
New  York  City,  May  12  to  15.  The  Woman’s 
Auxiliary  is  a very  important  liaison  activity  of 
our  Society  and  cannot  function  efficiently  without 
adequate  secretarial  coverage  in  maintaining  a 
constant  reminder  file.  An  added  secretary  on  a 
full-time  basis,  who  could  substitute  as  needed  in 
other  departments  of  the  offices  of  the  Medical 
Society,  will  be  discussed  and  recommended  to  the 
budget  hearing. 

A special  mailing  of  four  interesting  items  has 
been  sent  to  public  relations  chairmen,  county 
medical  society  presidents,  secretaries,  and  others. 
These  include:  “Standards  of  Practice  in  Oneida 
County,”  a guide  for  doctors  and  lawyers,  “Should 
You  Be  a Doctor?,”  a New  York  Life  Insurance 
publication,  “County  Society  Gives  Brush-Up 
Courses  for  Aides,”  an  article  from  Scope  Weekly, 
and  “We  Pack  ’Em  In  at  Medical  Meetings,”  a 
M edical  Economics  reprint. 

An  important  forward  step  in  developing  better 
public  and  interprofessional  relations  was  taken  by 
the  House  when  it  approved  the  “Standards  of 
Practice  for  Doctors  and  Lawyers.”  As  previously 
reported,  your  Subcommittee  on  Cooperation  with 
Media  of  Information  has  worked  long  and  hard 
with  representatives  of  the  New  York  State  Bar 
Association  in  drawing  up  these  principles.  The 
last  joint  meeting  of  the  two  groups  was  held  April 
1 1 at  Society  headquarters,  where  a final  version 
was  agreed  upon.  On  April  27  the  Executive 
Committee  of  the  Bar  group  approved  the  “Stand- 
ards” at  a meeting  in  Albany.  This  prepared  the 
way  for  the  action  which  the  House  took  on  May 
14.  The  Bureau  is  now  in  the  process  of  making 
arrangements  for  the  printing  and  distribution 
of  the  “Standards.” 

Your  chairman  wishes  to  give  a special  vote  of 
thanks  to  Drs.  McClintock,  Fineberg,  and  Naples 
for  their  fine  work  in  bringing  the  Standards 
to  successful  completion.  They  deserve  credit, 
too,  for  the  honor  that  has  come  to  the  Society 
through  the  “Guide  for  Cooperation  for  Doctors, 
Hospitals  and  Reporters.”  Both  of  these  docu- 
ments can  be  counted  on  not  only  to  improve  re- 
lations between  doctors  and  lawyers  as  well  as  rep- 
resentatives of  information  media,  but  especially 
to  build  lasting,  sound  public  relations. 

Your  chairman  assumes  this  new  position  with 
great  fear  and  trepidation,  not  from  a point  of 
worry  as  to  the  magnitude  of  criticism  that  has 
been  heaped  on  this  Committee  and  Bureau,  but 
because  he  may  not  be  able  to  balance  on  the 
pinnacle  of  the  great  heights  that  Floyd  Winslow 
has  reached  in  the  stimulation  of  channeling  a 
proper  understanding  between  physicians  and 
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physicians,  and  physicians  and  the  public,  as  well 
as  public  media. 

It  was  voted  to  adopt  the  report. 

Media  Subcommittee. — Dr.  Rogers  stated: 
“There  is  a supplemental  report  for  the  subcom- 
mittee of  the  Public  Relations  Committee  known  as 
Subcommittee  on  Media,  which  I have  here  and  will 
read. 

“As  you  are  aware,  the  House  of  Delegates,  at 
its  recent  meeting,  approved  the  text  of  the 
‘Standards  of  Practice,’  designed  to  promote  closer  co- 
operation between  physicians  and  lawyers  in  court 
procedures.  The  House  also  authorized  funds  to 
be  provided  for  the  printing  of  the  ‘Standards’  and 
for  its  distribution  to  the  entire  membership  of  the 
Society. 

“No  funds  for  this  purpose  are  presently  provided 
by  the  current  budget  of  the  Public  and  Professional 
Relations  Bureau.  It  is,  therefore,  requested  that 
the  Council  ask  the  Board  of  Trustees  to  approve 
an  appropriation  of  $3,000  to  cover  this  expense. 
This  amount  is  based  on  the  cost  of  printing  and 
distributing  the  ‘Guide  for  Cooperation,’  published 
by  the  State  Society  to  assist  its  members  in  their 
relations  with  representatives  of  the  media  of  public 
information.  It  was  reissued  earlier  this  year. 
The  total  cost  of  printing  and  distribution  of  this 
document  was  $2,581.87.  The  ‘Standards  of 
Practice,’  however,  is  a longer  document  and  will 
entail  somewhat  more  expense. 

“The  lawyers  will  print  their  own  and  send  them 
to  their  own  members  in  the  same  type  of  form  we 
have,  so  that  this  expense  is  only  for  the  members 
of  the  Medical  Society  of  the  State  of  New  York, 
including  postage  and  so  on. 

“I  would  like  to  move  the  adoption  of  this  report.” 

It  was  voted  to  adopt  the  report,  which  contains 

a recommendation  to  the  Board  of  Trustees  for 

an  appropriation  of  $3,000. 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  presented  the  following  report: 
The  major  project  now  being  undertaken  by  the 
Workmen’s  Compensation  Bureau  is  the  revision 
of  the  schedule  of  fees  for  medical  care.  It  has  been 
previously  reported  that  the  new  schedule  of  fees 
was  presented  by  the  President  of  the  Medical 
Society  of  the  State  of  New  York  to  Miss  Angela 
Parisi,  Chairman  of  the  Workmen’s  Compensation 
Board. 

Following  the  receipt  of  the  Schedule,  Miss  Parisi 
called  a hearing  on  this  subject  in  Albany  on  May 
24,  1957.  The  presidents  and  the  chairmen  of  the 
Workmen’s  Compensation  Committees  of  the  vari- 
ous county  medical  societies  were  invited. 

Each  society  had  the  opportunity  to  comment  on 
the  revised  schedule  as  it  was  available  to  them. 
Those  counties  that  could  not  be  represented  in 
person  and  made  known  that  fact  to  the  Bureau  of 
Workmen’s  Compensation  by  letter  or  telegram 
had  their  recommendations  made  part  of  the 
record  by  the  reading  of  the  message  by  Dr.  Mira. 

Miss  Parisi  gave  the  county  medical  societies  an 
additional  ninety  days  to  make  further  comments 


and  suggestions  with  reference  to  the  new  schedule. 
Copies  of  the  proposed  schedule  were  mailed  to 
each  county  society  to  expedite  any  comments 
they  wished  to  make  to  the  Chairman  of  the  Work- 
men’s Compensation  Board. 

Arbitrations  were  held  in  Suffolk  County  on 
April  30  and  in  Nassau  County  on  May  8.  It  is 
expected  that  during  the  last  week  in  June  arbi- 
trations will  be  held  in  the  following  upstate  cities: 
Binghamton,  Utica,  Syracuse,  Rochester,  and 
Buffalo. 

The  Council  voted  to  adopt  the  l'eport  as  a whole. 

New  Business 

Report  of  State  Advisory  Council  of  the  New  York 
State  Joint  Hospital  Survey  and  Planning  Com- 
mission.— Dr.  J.  Stanley  Kenney  reported  that  a 
meeting  of  the  Advisory  Council  was  held  in  Albany 
on  June  12,  1957.  Dr.  Currier  McEwen  was  chair- 
man, and  24  representatives  of  groups  interested 
in  the  development  of  the  Hill-Burton  program  and 
related  activities  were  present. 

Dr.  Kenney  stated  that  the  program  was  very 
informative.  He  presented  the  agenda  and  ten 
attached  exhibits  to  the  Secretary  for  filing.  He 
also  gave  Dr.  Anderton  a copy  of  the  summary 
of  activities  released  to  the  press  on  the  afternoon 
of  June  13.  He  stated  that  the  Hospital  Council 
in  its  March  8 release  published  a survey  of  the 
Hill-Burton  program  in  greater  New  York. 

The  four  chief  topics  of  discussion  at  the  meeting 
were  diagnostic  centers,  programs  for  care  of  the 
chronically  ill,  rehabilitation  programs,  and  nursing 
homes. 

Dr.  Kenney  reminded  the  Council  that  eight  or 
nine  years  ago  the  Planning  Committee  studied 
the  question  of  diagnostic  centers  and  presented 
basic  recommendations,  which  were  adopted  by 
the  Council  at  that  time.  Establishment  of  diag- 
nostic centers  is  now  contemplated  under  the  Hill- 
Burton  program  but,  because  of  an  apparent  lack 
of  interest  in  the  areas  where  they  seem  to  be  needed, 
the  project  will  probably  be  preceded  by  an  educa- 
tional program.  He  stated  that  this  Society,  while 
not  opposed  to  the  establishment  of  diagnostic 
centers,  is  very  much  concerned  that  proper  repre- 
sentatives of  the  Society  be  consulted  regarding  the 
maintenance  of  free  choice  of  physician  and  “the 
third  party  feature”  in  their  development. 

The  Advisory  Council  virtually  reached  a de- 
cision that  nursing  homes  should  consist  of  60-bed 
or  larger  units  situated  where  competent  medical 
supervision  by  a hospital  in  the  community  will 
be  available.  Smaller  units,  where  needed,  might 
consist  of  30  beds  in  the  general  hospital. 

Dr.  Hoch,  New  York  State  Commissioner  of  Mental 
Hygiene,  reported  to  the  Advisory  Council  that 
the  use  of  tranquilizing  drugs  has  made  it  possible 
for  many  mental  hospitals  in  England  and  Switzer- 
land to  be  converted  to  other  uses.  His  department 
is  considering  a study  of  the  possibility  of  a similar 
development  in  this  State.  The  projected  plans 
for  new  mental  hospitals  include  no  provision  for 
“disturbed  wards.”  Dr.  Hoch  stated  emphatically 
that  the  average  mental  patient  should  be  cared 
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for  in  a division  of  a general  hospital  rather  than 
in  a centralized  large  State  institution. 

Report  of  Delegates  to  the  American  Medical 
Association. — Dr.  Anderton  stated:  “Mr.  President, 
I move  that  the  report  of  the  delegates  to  the  Ameri- 
can Medical  Association,  as  distributed  here  this 
morning,  be  made  a part  of  the  minutes  of  this 
meeting.” 

Approval  was  voted. 

The  report  follows: 

The  delegation  from  the  Medical  Society  of  the  State 
of  New  York,  to  the  American  Medical  Association  1957 
annual  meeting,  consisted  of  Drs.  Aaron,  Anderton, 
Azzari,  DiNatale,  Dorman,  Flood,  Givan,  Greenough, 
Holcomb,  Kenney,  Masterson,  Mellen,  Murray,  Wertz, 
Winslow,  Wolff,  Wood,  and  Dattelbaum  as  alternate 
for  Moore. 

Dr.  J.  Stanley  Kenney  was  a member  of  the  Refer- 
ence Committee  on  Reports  of  Board  of  Trustees  and 
Secretary,  Dr.  James  Greenough  was  a member  of  the 
Reference  Committee  on  Credentials,  Dr.  Renato  J. 
Azzari  was  on  Legislation  and  Public  Relations,  Dr. 
Peter  J.  DiNatale  was  chairman  of  Miscellaneous  Busi- 
ness, and  Dr.  W.  P.  Anderton  of  Rules  and  Order  of 
Business. 

Your  delegation  held  breakfast  meetings  Monday, 
June  3,  Wednesday,  June  5,  and  Thursday,  June  6. 

Resolutions  and  candidates  for  officers,  Board  of 
Trustees,  and  Council  were  discussed.  Nine  resolutions 
were  introduced  as  directed  by  the  House  of  Delegates 
of  the  State  Society,  and  one  as  directed  by  the  Council: 

1.  “Proposal  for  Study  Committee  on  Shortage 
in  Certain  Specialties”  was  introduced  by  Dr. 
Thurman  B.  Givan  and  was  referred  to  the  Board  of 
Trustees  for  disposition. 

2.  “Amendment  to  Federal  Employees  Compen- 
sation Act,”  introduced  by  Dr.  Peter  M.  Murray, 
was  adopted. 

3.  “Social  Security  Benefits,”  advocating  com- 
pulsory social  security  for  physicians,  introduced  by 
Dr.  Christopher  Wood,  was  defeated,  but  the  House 
advocated  an  educational  campaign  regarding  this 
matter,  to  be  aimed  at  all  physicians. 

4.  "To  Alleviate  Shortage  of  Interns,”  introduced 
by  Dr.  A.  H.  Aaron,  was  disapproved. 

5.  “Participation  of  Physicians  in  Pension  Plan 
of  Self-employed”  (Jenkins-Keogh  Bill),  introduced 
by  Dr.  Edward  P.  Flood,  was  adopted. 

6.  “Uniform  System  for  Identification  of  Solu- 
tions Used  in  Hospitals,”  introduced  by  Dr.  Carlton 
E.  Wertz,  was  passed  in  principle  by  referring  to  the 
Board  of  Trustees,  with  recommendation  that  the 
Council  on  Drugs  develop  a uniform  system  of  iden- 
tification for  solutions  in  hospitals. 

7.  “Use  of  Stimulants,  Such  as  Amphetamine,  in 
Sports,”  introduced  by  Dr.  Maurice  J.  Dattelbaum, 
had  a substitute  resolution  adopted,  which  con- 
demned use  of  stimulants  in  sports  and  requested  in- 
vestigation and  proper  action  by  the  Board  of  Trus- 
tees. 

8.  “Recommended  Change  in  Principles  of  Medi- 
cal Ethics  of  American  Medical  Association,”  intro- 
duced by  Dr.  Ezra  A.  Wolff,  was  approved. 

9.  “Veterans  Administration  Treatment  of  Work- 
men’s Compensation  Cases,”  introduced  by  Dr. 
Frederick  W.  Holcomb,  was  neither  approved  or 
disapproved  but  referred  to  the  Council  on  Medical 
Service. 

10.  “Tax  Relief  for  Orthopedically  Handicapped 


Persons,”  introduced  by  Dr.  Gerald  D.  Dorman,  was 

referred  to  the  Board  of  Trustees  for  proper  Council 

to  study  and  report. 

Your  delegation  was  extremely  disappointed  when 
Dr.  James  R.  Reuling  was  not  re-elected  to  the  Board 
of  Trustees.  He  was  defeated  by  Dr.  George  M.  I'ister 
of  Utah.  We  were  also  chagrined  because  the  Board 
of  Trustees  did  not  nominate  Dr.  A.  H.  Aaron  for  the 
Council  on  Medical  Education  and  Hospitals.  Other 
election  results  were:  Dr.  Gunnar  Gunderson,  Wiscon- 
sin, president-elect;  Dr.  Jesse  D.  Hamer,  Arizona, 
vice-president;  Dr.  George  F.  Lull,  Illinois,  secretary; 
Dr.  J.  J.  Moore,  Illinois,  treasurer;  Dr.  E.  Vincent 
Askey,  California,  speaker;  Dr.  Louis  M.  Orr,  Florida, 
vice-speaker,  and  as  trustees,  Dr.  Cleon  A.  Nafe, 
Indiana;  Dr.  James  Z.  Appel,  Pennsylvania,  and  Dr. 
Raymond  M.  McKeowan,  Oregon.  Dr.  W.  Clarke 
Wescoe,  Kansas,  and  Dr.  Eustace  A.  Allen,  Georgia, 
wrere  elected  to  the  Council  on  Medical  Education  and 
Hospitals.  Dr.  Robert  L.  Novy,  of  Michigan,  was  re- 
elected a member  of  the  Council  on  Medical  Service,  and 
Dr.  Warren  W.  Furey,  of  Illinois,  was  elected  to  the 
Judicial  Council. 

Your  delegates  conscientiously  represented  the 
Society’  on  the  floor  of  the  House  and  at  reference 
committees. 

Also  in  attendance  were  Dr.  Louis  H.  Bauer  and  Dr. 
Charles  Gordon  Heyd,  former  presidents  of  the  A.M.A. 
Mr.  George  P.  Farrell,  administrator  of  Medicare  Pro- 
gram, and  Mr.  Frederick  W.  Miebach,  director  of 
Public  and  Professional  Relations  Bureau,  were  ex- 
ceedingly helpful  in  our  Hospitality  Room;  and  Messrs. 
Tracy’,  Schuy'ler,  and  Walsh,  field  representatives, 
were  seen  at  the  House  of  Delegates. 

Floyd  S.  Winslow,  M.D. 

Chairman 

Committee  Appointments. — (The  complete  list  of 
committee  appointments  will  be  found  on  pages 
2711  to  2715  of  the  August  15,  1957,  New  York 
State  Journal  of  Medicine.) 

District  Branch  Meetings.— A list  of  1957  annual 
meetings  of  the  district  branches  was  distributed. 

Executive  Session 

Dr.  Greenhough  asked  for  an  executive  session 
of  the  Council  and  Trustees. 

This  was  voted. 

When  the  Council  reconvened  the  secretary 
reported:  “Mr.  President,  in  executive  session 

Dr.  Greenough  presented  to  the  Council  unsolved 
problems  with  which  he  had  been  very  familiar 
through  the  past  several  years.  As  a result  he 
proposed  that  the  Council  recommend  to  the 
Board  of  Trustees  to  engage  Robert  Heller  and 
Associates  or  another  firm  to  investigate  the  or- 
ganization of  our  Society  and  to  recommend  improve- 
ments and  that  this  recommendation  to  the  Trus- 
tees include  a sum  not  to  exceed  $25,000  to  be 
appropriated  for  the  purpose.  This  motion  was 
discussed  by  Drs.  Freedman,  Kenney,  Givan, 
Mott,  Lane,  Dattelbaum,  H.  F.  Brown,  Fineberg, 
Holcomb,  Wolff,  and  Moore,  and  it  was  passed 
with  a small  dissenting  vote.” 

(This  recommendation  was  transmitted  to  the 
Board  of  Trustees,  who  discussed  it  and  postponed 
action. — Secretary) 
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Acute  Emotional  Disorders 


1 . Since  medical  care  of  dependents  of  uniformed 
services  personnel  in  civilian  medical  facilities 
began  on  December  7,  1956,  as  authorized  by 
Public  Law  569,  84th  Congress,  it  has  been  noted 
that  the  authorization  for  hospitalization  of  acute 
emergencies  classified  as  acute  emotional  disorders 
needs  additional  clarification. 

2.  Treatment  of  nervous  and  mental  disorders 
is  not  authorized  under  the  provisions  of  the 
Departments’  Medical  Care  Act,  Public  Law  569, 
84th  Congress,  except  in  special  and  unusual  cases 
(see  Sec.  103(g)(2)  and  Sec.  204). 

3.  The  authority  given  the  Secretary  of  Defense 
to  make  exceptions  for  hospitalization  of  patients 
for  nervous  and  mental  disorders  in  uniformed 
services  medical  facilities  requires  some  explanation 
from  a practical  view.  The  delegation  of  this 
authority  is  further  made  to  the  Surgeon  General  of 
the  respective  services  by  paragraph  404b  of  the 
Joint  Directive  for  Implementation  of  the  Depend- 
ent’s Medical  Care  Act  (P.L.  569,  84th  Congress), 
dated  October  18,  1956.  The  Surgeon  General  of 
the  respective  uniformed  service  is  also  authorized 
to  transfer  eligible  dependents  from  civilian  facilities 
to  uniformed  services  medical  facilities  for  treatment 
of  acute  emotional  disorders  by  paragraph  502g, 
Joint  Directive  for  Implementation  of  the  Depend- 
ents’ Medical  Care  Act.  However,  beds  available 
for  women  and  children  in  uniformed  services  medical 
facilities  for  the  treatment  of  nervous  and  mental 
disorders  are  few  in  number.  In  general,  they  are 
sufficient  only  for  female  uniformed  service  members 
and  for  dependents  having  nervous  and  mental 
disorders  who  are  evacuated  from  outside  continental 
United  States.  Therefore,  transfer  from  civilian 
facilities  to  uniformed  services  facilities  in  the 
continental  United  States  will  rarely  be  accom- 
plished . 

4.  Paragraph  502g  of  the  Joint  Directive  recog- 

nizes the  need  for  authority  to  hospitalize  in  civilian 
facilities  cases  of  acute  emergency,  including  acute 
emotional  disorders.  The  mentioned  paragraph 
states  that  “Hospitalization  is  authorized  at 
Government  expense  for  such  emergencies  on  Im- 
pending completion  of  arrangements  for  care 
elsewhere”  unless  the  illness  qualifies  for  hospital- 
ization under  another  provision  of  the  law,  such  as 
pregnancy.  This  is  interpreted  to  mean  that  the 
Government  is  liable  for  payment  of  the  hospital  and 
physician’s  bills  only:  a.  Until  the  acute  emotional 

disturbance  subsides;  or  b.  Until  the  sponsor  can 
arrange  for  care  at  other  than  Government  expense, 
whichever  is  earlier. 

The  judgment  and  integrity  of  the  attending 


physician  must  be  relied  upon  to  determine  when  the 
acute  emotional  disturbance  subsides,  and  his  word 
will  be  unquestioned,  except  when  there  is  evidence 
to  the  contrary.  Likewise,  the  judgment  of  the 
physician  must  be  relied  upon  to  determine  the 
probable  duration  of  hospitalization  which  will  be 
required  for  each  individual  patient. 

5.  In  order  to  establish  a working  arrangement  so 

that  Fiscal  Administrators  will  be  able  to  handle 
many  cases  without  referral  to  the  Office  for  Depend- 
ents’ Medical  Care,  bills  may  be  paid  without 
further  reference:  a.  If  the  physician  states  the  con- 

dition was  one  of  acute  emotional  disorder  con- 
stituting an  emergency  requiring  hospitalization  for 
the  life,  health,  or  well  being  of  the  patient,  regard- 
less of  psychiatric  diagnosis;  and 

If  the  duration  of  hospitalization  for  the  acute 
emotional  disorder  did  not  exceed  twenty-one  days. 

When  the  Government’s  liability  terminates  not 
later  than  twenty-one  days,  the  DA  Form  1863  for 
the  physician  and  hospital  should  show  the  type  of 
disposition  which  has  been  made.  This  will  aid 
contractors  in  making  prompt  pa3'ments. 

6.  Extension  of  medical  care  beyond  twenty-one 
days  at  Government  expense  may  be  granted  only 
by  the  Contracting  Office,  Office  of  Dependents’ 
Medical  Care,  and  the  basis  for  such  extension  is  as 
follows: 

a.  Extensions  beyond  twenty-one  days  will  be 
granted  for  short  periods  of  time  for  the  following 
reasons: 

(1)  When  there  is  necessity,  for  more  time  for  the 
sponsor  to  assume  responsibility;  for  example, 
sponsor’s  return  from  overseas  station,  sea  duty, 
etc.,  or  difficulty  in  obtaining  agreement  of  state 
or  municipal  institution  to  accept  patient. 

(2)  When  retention  in  the  hospital  for  a matter  of 
two  or  three  weeks  will  result  in  a cure  or  remission 
which  will  permit  patient  to  return  home. 

(3 ) When  underlying  diagnosis  for  determination  of 
length  of  care  cannot  be  made  within  the  twenty- 
one  day  period. 

b.  A suggested  procedure  for  requesting  an 
extension  of  hospitalization  beyond  twenty-one 
days  follows: 

( 1 ) On  admission  of  a patient  under  the  Depend- 
ents’ Medical  Care  Program,  the  hospital  adminis- 
trator should  immediately  contact  the  charge  physi- 
cian to  ascertain  the  length  of  time  hospitalization 
will  be  required  for  the  acute  emergency. 

(2)  If  the  attending  physician  is  of  the 
opinion  that  hospitalization  will  be  required  be)-ond 
a twenty-one  day  period,  the  hospital  adminis- 
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trator  should  immediately  prepare  a report 
containing  information  specified  in  (3)  below  and 
forward  to  the  Contracting  Officer,  Office  for 
Dependents’  Medical  Care,  through  the  contractor 
(Blue  Cross  or  Mutual  of  Omaha,  whichever  is 
applicable).  Because  of  the  shortness  of  time, 
this  report  should  always  be  submitted  by  the  end 
of  the  first  seven  days  of  hospitalization  and  should 
be  forwarded  by  air  mail  by  all  echelons,  if  more 
expeditious. 

(3)  The  report  will  be  clinical  in  nature  and  will 
show  the  name  of  the  dependent,  date  of  admission, 
diagnosis,  prognosis,  service  member’s  name,  serial 
number,  branch  of  service,  the  physician’s  name, 
and  the  length  of  time  for  which  extension  of  hospitali- 
zation at  Government  expense  is  requested  with 
appropriate  reasons  therefor. 

7.  In  those  cases  when  extensions  of  time  beyond 
twenty-one  days  are  granted  by  the  Contracting 
Officer,  the  DA  Forms  1863  submitted  by  the 
hospital  and  physician  must  have  attached  thereto 
a copy  of  the  Contracting  Officer’s  authorization. 

8.  Procrastination  and  delay  on  the  part  of  an 
available  sponsor  to  arrange  for  care  of  the  patient 
at  other  than  Government  expense  will  in  no  case  be 


considered  reason  for  extension  of  the  twenty-one 
day  period. 

9.  On  receipt  of  request  for  extension  of 
medical  care  beyond  twenty-one  days,  the  Con- 
tracting Officer  will  determine  if  facilities  are 
available  for  further  care  in  uniformed  services 
facilities  and  if  so,  will  notify  the  contractor'.  If  an 
extension  of  time  is  not  justified  or  uniformed 
services  facilities  are  not  available,  the  Contracting 
Officer  will  notify  the  contractor  of  the  date  when 
the  Government’s  liability  for  payment  did  or  will 
terminate. 

10.  Physicians  accepting  patients  with  acute 
emotional  disorders  under  the  Dependents’  Medical 
Care  Program  have  the  great  responsibility  of 
making  recommendations  which  are  compatible 
with  the  law  governing  the  program.  They  must 
determine  that  the  acute  emotional  disorder  is  one 
which  constitutes  an  acute  emergency  and  that 
hospitalization  is  necessary  for  the  life,  health,  or 
well-being  of  the  patient.  They  should  institute 
treatment  as  indicated  and  at  the  same  time  begin 
discussions  with  the  sponsor  which  will  lead  to 
the  proper  treatment  and  care  of  the  patient  at 
other  than  Government  expense. 


Bureau  of 

INDUSTRIAL  HEALTH  AND 

WORKMEN’S  COMPENSATION 

anthony  a.  mira,  M.D.,  Director , Bureau  of  Workmen’s  Compensation 
gerald  d.  dorman,  m.d.,  Chairman,  Council  Committee  on  Workmen's  Compensation 

Medical  Society  of  the  State  of  Neiv  York 


Delay  in  Submitting  Compensation  Forms 


r Phe  Bureau  of  Industrial  Health  and  Workmen’s 
Compensation  has  cooperated  over  the  years  with 
the  Medical  Registration  Section  of  the  Workmen’s 
Compensation  Board  in  instances  where  physicians 
have  failed  to  submit  the  legally  required  “C”  forms 
for  their  patients. 

The  Medical  Registration  Section  sends  long  lists 
of  names  of  physicians  who  have  been  delinquent  by 
delaying  the  reports,  and  the  Bureau  has  written  to 
each  of  the  county  societies  involved  in  an  effort 
to  enlist  the  aid  of  the  Workmen’s  Compensation 
Committee  of  the  county  society  to  spur  these 
physicians  into  prompt  action  in  the  submission  of 
these  forms. 

Delay  on  the  part  of  the  physician  to  submit  these 


progress  reports  results  in  undue  hardship  for  the 
claimant  involved.  Because  of  the  lack  of  current 
progress  reports,  in  many  instances  the  claimant  is 
cut  off  from  his  compensation  benefit  allowances. 
This  also  delays  the  proceedings  of  the  Workmen’s 
Compensation  Board  hearings  to  determine  com- 
pensability and/or  the  extent  of  disability  of  the 
claimant  is  delayed,  and  no  adjudication  can  be 
made  for  the  claimant. 

It  is  urged  that  physicians  attending  injured  or 
ailing  workmen  for  compensable  disabilities  be 
prompt  in  complying  with  the  rules  of  the  Work- 
men’s Compensation  Board  and  the  law  to  obviate 
unnecessary  delay  in  the  administration  of  these 
claims. 
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Admission  of  Children  Under  Five  Years  of  Age  to  New  }ork  State  Schools  for 

Mental  Defectives 


Since  1946  the  Department  of  Mental  Hygiene  has 
been  accepting  a limited  number  of  mentally  de- 
fective children  under  five  years  of  age  for  care  and 
treatment  in  the  State  schools  for  the  mentally  re- 
tarded. Prior  to  this,  children  in  this  age  group 
were  not  admitted.  Generally  speaking,  children 
under  one  year  of  age  have  not  been  received  be- 
cause most  of  them  require  care  similar  to  that  of 
any  infant  and  seldom  create  serious  nursing  prob- 
lems. 

Every  application  is  investigated  and  a decision 
is  made  in  each  case  as  to  acceptance  of  the  child. 
Recently  it  has  become  necessary  to  establish  a 
waiting  list  from  which  children  in  the  age  group 
under  five  years  of  age  are  admitted  as  vacancies 
occur  in  the  wards  for  children  in  this  age  group. 

When  an  application  for  the  admission  of  a child 
under  five  years  of  age  is  received  by  the  Depart- 
ment, an  investigation  is  made  by  a staff  psychiatric 
social  worker.  Information  relating  to  the  child’s 
physical  and  mental  condition  and  the  home  situ- 
ation is  obtained.  This  report  is  considered  by  an 
admissions  committee,  and  if  it  is  determined  that 
institutionalization  is  the  proper  plan  for  the  child, 
the  name  is  placed  on  a waiting  list.  The  position  on 
the  list  is  determined  by  the  date  of  application  and 
medical  and  sociologic  urgency. 

The  admission  rate  for  young  children  will  be  in- 
creased as  facilities  become  available  in  the  institu- 
tions of  the  Department.  Funds  were  appropriated 
by  the  1957  Legislature  to  rent  temporary  facilities 
for  the  care  of  young  mentally  retarded  children, 
and  as  soon  as  suitable  facilities  are  available  and 
prepared  for  occupancy,  more  patients  in  this  age 
group  will  be  admitted. 

There  has  been  a noticeable  increase  in  the  num- 
ber of  applications  for  the  admission  of  children, 
particularly  those  diagnosed  as  mongolian  type 
shortly  after  birth.  Families  are  sometimes  ad- 


vised not  to  take  the  child  home  from  the  maternity 
hospital  and  to  request  institutionalization.  Since 
it  has  not  been  possible  for  the  Department  to  ac- 
cept many  of  the  children  in  this  age  group  and 
since  private  general  hospital  care  is  relatively 
expensive,  serious  economic  problems  have  de- 
veloped for  some  of  these  families. 

The  desirability  of  early  institutionalization  of  a 
mongoloid  child  is  questionable  for  various  reasons. 
Aside  from  the  fact  that  adequate  placement  is  often 
difficult  to  obtain,  the  suddenness  with  which 
parents  are  confronted  with  the  need  to  make  the 
decision,  the  uncertainty  and  questioning  in  their 
minds  as  to  whether  the  diagnosis  is  correct,  and  the 
inner  struggle  of  bringing  themselves  to  part  with 
the  child  constitute  a highly  traumatic  experience 
to  all  factors  before  urging  parents  to  seek  immediate 
placement. 

Furthermore,  it  must  be  borne  in  mind  that  a home 
provides  the  best  care  for  a retarded  child,  and 
the  retarded  child  has  the  need  of  a mother’s  love 
and  affection  which  cannot  be  supplied  by  any  in- 
stitution. It  is  recognized  that  the  physicians  whose 
advice  is  sought  under  these  circumstances  are  called 
on  to  make  a difficult  decision,  and  there  are  cir- 
cumstances when  emotional  and  other  factors  in 
the  home  situation  make  advice  for  institutionali- 
zation necessary. 

A social  service  staff  is  to  be  attached  to  the  New 
York  office  of  the  Department  of  Mental  Hygiene. 
Its  primary  function  will  be  to  make  the  studies 
required  to  determine  the  relative  necessity  for 
institutionalization.  When  this  unit  is  established, 
the  social  workers  will  be  available  to  physicians  and 
social  agencies  for  pre-admission  counseling.  It  is 
believed  that  many  young  retarded  children  can  be 
cared  for  in  the  home  if  the  parents  are  given  the 
proper  information  and  the  emotional  support 
they  need  in  a very  difficult  situation. 


What’s  in  a name ? That  which  we  call  a rose 
By  any  other  name  would  smell  as  sweet. — Shakespeare 
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I n the  last  few  years  interest  has  built  up  in  the 
problems  of  the  older  people — how  they  are  to 
get  their  bills  paid,  how  to  spend  their  time  con- 
structively, what  chronic  medical  conditions  are 
causing  them  the  most  trouble.  Innumerable 
national  and  local  conferences  have  searched  for 
ways  to  make  life  more  satisfying  and  healthy  for 
people  entering  old  age,  and  committees  are  at  work 
on  the  problem  in  thousands  of  communities. 

In  this  favorable  climate,  when  every  device  that 
might  help  the  older  citizens  is  being  examined, 
there  is  being  revived  a scheme  that  met  with  no 
success  at  all  when  first  proposed  more  than  six 
years  ago.  It  is  a plan  for  government-paid 
hospitalization  under  the  Old  Age  and  Survivors’ 
Insurance  system.  Here  is  the  argument  that  is 
made  for  it: 

People  in  old  age  generally  have  less  income  than 
when  they  were  younger,  but  at  the  same  time  they 
require  more  medical  attention  and  hospital  care. 
Neither  voluntary  nor  commercial  health  insurance 
has  been  able  to  offer  these  people  the  protection 
they  need.  The  only  solution,  sponsors  of  the  plan 
say,  is  to  get  the  Federal  government  into  the 
picture. 

Opponents  of  the  idea  agree  that  older  people  are 
sick  more  often  and  generally  don’t  have  much 
money,  but  they  disagree  violently  with  the  other 
arguments.  They  point  out  that  slowly  but  surely 
insurance  coverage  is  being  extended  to  older  people 
at  a price  they  can  afford  to  pay.  Most  important, 
hospitalization-at-sixty-five  critics  maintain  that 
a system  like  this  is,  in  effect,  national  compulsory 
health  insurance  under  Social  Security. 

Early  this  year  Reps.  Emanuel  Celler  (D.,  N.Y.) 
and  John  Dingell  (D.,  Mich.)  introduced  bills  on 
this  subject.  They  would  allow  sixty  days  a year 
free  hospitalization  for  OASI-covered  men  sixty-five 
and  over  and  women  sixty-two  and  over.  Rep. 
Kenneth  A.  Roberts  (D.,  Ala.)  offered  a similar  bill. 

Just  before  the  session  ended  two  developments 
occurred  that  are  evidence  the  proponents  of  this 
system  of  hospitalization  are  getting  ready  to  make 
a real  fight  for  it  next  year. 

First,  Rep.  Aime  J.  Forand  (D.,  R.I.)  presented  a 
bill  that  would  make  extensive  liberalizations  in  the 
social  security  program,  including  creation  of  a 
hospitalization  that  would  give  free  surgical  service 
to  the  aged  program.  Some  national  labor  leaders 
immediately  pledged  their  support  to  this  bill,  a 
not  unexpected  move,  since  the  AFL-CIO  is  officially 
behind  the  general  idea. 

Then  Senator  Richard  L.  Neuberger  (D.,  Ore.) 
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made  it  plain  he,  too,  wanted  the  old  people  to  have 
free  inhospital  medical  care.  The  senator  said  he 
hadn’t  firmed  up  his  thoughts  but  that  he  believed 
the  best  approach  would  be  something  like  the 
Military  Dependent  Medical  Care  program  (Med- 
icare), making  use  of  Blue  Cross  or  other  nonprofit 
groups.  He  estimates  that  a 1 per  cent  increase  in 
payroll  taxes  for  both  employer  and  employe  would 
meet  the  extra  costs. 

Mr.  Forand,  on  the  other  hand,  is  specific.  He 
would  make  all  persons  receiving  OASI  retirement 
eligible  and  also  surviving  widows  and  children  but 
would  not  include  persons  receiving  OASI  disability 
payments.  He  would  broaden  the  time  period  by 
allowing  one  hundred  twenty  days  of  hospital  or 
nursing  home  care  each  year,  with  hospital  stays 
limited  to  sixty  days. 

The  Forand  measure  also  has  a provision,  not 
contained  in  most  earlier  bills,  for  OASI  also  to  pay 
for  inhospital  surgical  services  certified  as  necessary 
by  the  physician. 

Mr.  Forand  would  take  no  chance  of  running  out 
of  money.  He  would  levy  social  security  payroll 
taxes  on  all  income  up  to  $6,000  (present  limit 
$4,200),  and  also  increase  the  tax  rate  a half  per  cent 
for  employer  and  employe  alike  and  three-quarters 
of  one  per  cent  for  the  self-employed. 

It  is  almost  certain  that  these  and  other  similar 
suggestions  will  receive  serious  consideration  by 
Congress  next  year  with  passage  of  a bill  much 
more  likely  than  in  1951  when  President  Truman 
and  Oscar  Ewing  first  proposed  the  idea. 

Notes 

When  Congress  returns  January  7,  one  of  the 
measures  waiting  its  attention  will  be  a bill  to 
control  union  welfare  funds  through  registration 
and  publicity.  Most  funds  involve  medical- 
hospital  benefits. 

Jenkins-Keogh  legislation,  for  deferment  of  in- 
come taxes  on  money  put  into  retirement  plans  by 
the  self-employed,  now  is  assured  of  a hearing  next 
year  when  the  House  Ways  and  Means  Committee 
goes  into  all  phases  of  taxation. 

The  Atomic  Energy  Commission  has  made  its 
1 00, 000th  shipment  of  radioisotopes,  many  of  them 
for  medical  use. 

The  National  Heart  Institute,  Bethesda  14, 
Maryland,  has  a new  booklet,  written  in  popular 
language,  on  cerebral  vascular  diseases. 

American  Medical  Association  is  cooperating  with 
American  Hospital  Association  in  an  effort  to  per- 
suade the  Federal  Communications  Commission  to 
set  aside  radio  channels  for  exclusive  use  of  doctors 
and  hospitals. 


November  1,  1957 
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Pediatric  Meeting — “Recent  Advancement  in 
Pediatric  Surgery”  was  the  topic  at  the  October  28 
meeting  of  the  Pediatric  Section  of  the  Medical 
Society  of  the  County  of  Kings  and  Academy  of 
Medicine  of  Brooklyn.  The  speaker  was  Robert  E. 
Gross,  William  Ladd  Professor  of  Surgery  at  the 
Harvard  Medical  School,  Children’s  Hospital, 
Boston. 

Hill-Burton  Grants — The  Department  of  Health, 
Education,  and  Welfare  reports  the  status  of  all 
Hill-Burton  Grants  for  the  State  of  New  York  as  of 
August  31. 

Approved,  but  not  yet  under  construction  are  91 
projects  at  a total  cost  of  $108,582,110,  including 
$28,158,371  Federal  contribution,  and  designed  to 
supply  5,549  additional  beds. 

Under  construction  are  24  projects  at  a total  cost 
of  $65,645,624,  including  Federal  contribution  of 
$8,421,323,  and  designed  to  supply  1,293  additional 
beds. 

Completed  and  in  operation  are  ten  projects  at  a 
total  cost  of  $13,016,400,  including  Federal  contri- 
bution of  $4,272,167,  and  supplying  690  additional 
beds. 

Children’s  Hospital  Dedicated — In  recognition  of 
the  completion  of  its  expansion  program,  a dedica- 
tion and  scientific  program  was  held  at  the  Children’s 
Hospital  of  Buffalo  on  October  12.  The  Clinical 
Day  included  speakers  on  pediatrics,  including  the 
research  in  progress  at  the  hospital,  and  a tour  of 
the  new  additions. 

Out-of-State  Awards — Three  New  York  State 
doctors  have  received  awards  in  other  states. 
Dr.  Russell  L.  Cecil  of  New  York  City  was  the  re- 
cipient of  the  1957  Honor  Award  given  by  the  Missis- 
sippi Valley  Medical  Society  as  an  internationally 
known  internist  and  medical  editor.  The  award  is 
given  occasionally  to  nonmembers  of  the  society 
“who  have  made  distinguished  contributions  to 
clinical  medicine.”  Dr.  Cecil  is  Emeritus  Professor 
of  Medicine  at  the  Cornell  University  College  of 
Medicine  and  editor  of  “A  Textbook  of  Medicine.” 

Dr.  M.  Martyn  Kafka  of  Forest  Hills,  and  Dr. 
Samuel  Weiss  of  New  York  City  were  awarded  fel- 
lowships in  the  American  Medical  Writers’  Associa- 
tion “in  recognition  of  high  qualifications,  personal 
and  professional,  and  of  established  standing  as  a 
medical  writer,  journalist,  or  publisher.”  Awards 
were  made  at  the  fourteenth  annual  meeting  of  the 
Association  in  St.  Louis  on  September  27. 

Pathology  Grant — The  Department  of  Pathology' 


of  New  York  University-Bellevue  Medical  Center 
has  been  awarded  approximately  $450,000  for  a 
five-year  period  to  train  physicians  for  research  and 
teaching  careers  in  pathology.  The  training  pro- 
gram, which  began  July  1,  was  made  possible 
through  a grant  from  the  National  Institutes  of 
Health  of  the  U.  S.  Public  Health  Service  and  will 
be  directed  by  Dr.  Lewis  Thomas,  professor  and 
chairman  of  the  Department  of  Pathology. 

There  are  eight  research  fellowships  available  for 
trainees  at  the  level  of  assistant  resident.  The 
stipend  ranges  from  $3,600  to  $4,500  yearly.  In 
addition,  two  senior  fellowships  are  available  for 
physicians  with  a more  advanced  level  of  training 
in  the  basic  sciences  or  anatomic  pathology,  with  a 
stipend  of  $7,500  annually. 

Further  information  on  the  program  may  be 
obtained  by  writing:  Office  of  the  Dean,  New  York 
University  College  of  Medicine,  550  First  Avenue, 
New  York  16,  New  York. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education 
Foundation  for  the  month  of  August  were:  Akron: 
Dr.  R.  G.  Stanbury;  Albany:  New  York  State 
Women’s  Auxiliary;  Alden:  Dr.  R.  F.  May; 

Alton:  Wayne  County  Women’s  Auxiliary;  Angola: 
Drs.  A.  J.  Cooper  and  L.  R.  Sanborn;  Batavia: 
Genesee  County  Women’s  Auxiliary. 

Belmont:  Alleghany  County  Women’s  Auxiliary; 
Binghamton:  Broome  County  Women’s  Auxiliary; 
Bloomingdale:  Dr.  Harold  J.  Greenier;  Brewster: 
Dr.  John  Simmons;  Brooklyn:  Kings  County 

Women’s  Auxiliary. 

Buffalo:  Drs.  I.  Adler,  R.  W.  Baetz,  C.  F.  Banas, 
H.  L.  Battaglia,  H.  II.  Bauckus,  C.  A.  Bauda,  D.  R. 
Becker,  C.  L.  Benjamin,  A.  L.  Bennett,  W.  F.  Bes- 
wick,  M.  A.  Block,  V.  II.  Boeck,  K.  W.  Bone, 
George  C.  Brady,  A.  A.  Bruno,  R.  G.  Buchheit, 
T.  S.  Bumbalo,  J.  Burstcin,  D.  J.  Carbone,  F.  T. 
Carbone,  S.  V.  Cavaretta,  M.  Cheplove,  H.  A. 
Chernoff,  T.  F.  Ciesla,  V.  S.  Cotroneo,  F.  R.  Coyle, 
H.  W.  Culbertson,  J.  Cullen,  E.  H.  DeKleine,  and 
P.  I.  Dooley. 

Also,  Drs.  W.  D.  Dugan,  H.  D.  Duryea,  and  G.  L. 
Eckhert,  Erie  County  Women’s  Auxiliary,  Drs. 
J.  A.  Fahey,  P.  A.  Fernbach,  W.  G.  Fischer,  E. 
Friede,  J.  T.  Gabbey,  M.  C.  Gian,  C.  W.  Greene, 
F.  J.  Gustina,  E.  J.  Hanavan,  Jr.,  E.  G.  Healv, 
B.  E.  Heckman,  M.  Heller,  H.  Hosmer,  T.  F. 
Houston,  J.  W.  Hurley,  C.  B.  Ireland,  C.  G.  Jenc- 
zeske,  H.  B.  Johnson,  J.  W.  Jordan,  P.  J.  Julian, 
H.  E.  Katz,  K.  A.  Kelly,  Jr.,  S.  Kimball,  N.  C. 
Klendshoj,  R.  M.  Kohn,  M.  Konczakowski,  N. 
Kutzman,  F.  D.  Leopold,  C.  A.  March,  W.  P. 
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Martin,  G.  J.  Matusak,  Charles  E.  May,  H.  J. 
McGee,  D.  R.  McKay,  D.  S.  Messina,  F.  J.  Mont- 
rose, and  F.  D.  Mooney. 

Also,  Drs.  W.  I.  Myers,  S.  R.  Narins,  D.  J. 
Nenno,  F.  K.  Neuburger,  T.  J.  O’Brien,  Robert  W. 
O’Connor,  G.  F.  O’Grady,  B.  E.  Obletz,  Y.  R. 
Perez,  C.  L.  Randall,  A.  C.  Rekate,  L.  Resman, 
J.  J.  Ricotta,  J.  T.  Roberts,  H.  M.  Robins,  J.  G. 
Robinson,  H.  E.  Rogers,  C.  E.  Rung,  P.  J.  Rutecki, 
J.  C.  Scanio,  G.  N.  Scatchard,  C.  J.  Schuder,  R.  L. 
Scott,  K.  H.  Seagrave,  Ralph  E.  Smith,  H.  Smolev, 
R.  J.  Striegel,  E.  R.  Studenski,  T.  V.  Supples,  L.  A. 
Trippe,  L.  A.  Trovato,  S.  L.  Vaughan,  J.  V.  Walsh, 
P.  J.  Weigel,  C.  E.  Wertz,  C.  E.  Wiles,  H.  K. 
Wittig,  M.  H.  Young,  J.  W.  Zerkowski,  and  W.  T. 
Zimdahl. 

Clarence:  Dr.  J.  S.  Stern;  Clifton  Springs: 

Ontario  County  Women’s  Auxiliary;  Corning: 
Steuben  County  Women’s  Auxiliary;  Cortland: 
Cortland  County  Women’s  Auxiliary;  Crown  Point: 
Dr.  John  S.  Miller,  Jr.;  Depew:  Dr.  A.  V.  Kwak; 
Dolgevilte:  Herkimer  County  Women’s  Auxiliary; 
East  Aurora:  Drs.  D.  E.  Donovan,  E.  E.  Pierce, 
and  M.  J.  Tillou;  Endicott:  Dr.  Karl  D.  Rundell; 
Fort  Totten:  Dr.  Wildson  B.  Pizzi;  Fulton:  Oswego 
County  Women’s  Auxiliary. 

Hamburg:  Drs.  G.  M.  Cooper,  D.  E.  Curtin,  A.  J. 
Minkel,  Jr.,  and  D.  J.  Riordan;  Helmuth:  Dr.  I.  M. 
Rossman;  Hempstead:  Dr.  G.  C.  Erickson  and 
Nassau  County  Women’s  Auxiliary;  Hudson: 

Columbia  County  Women’s  Auxiliary;  Ithaca: 
Tompkins  County  Women’s  Auxiliary;  Jackson 
Heights:  Dr.  Louis  E.  Gaeta;  Kenmore:  Drs. 

William  Hildebrand,  Jr.,  H.  C.  Moss,  and  H.  N. 
Taylor;  Kingston:  Dr.  John  B.  Krom  and  Ulster 
County  Women’s  Auxiliary;  Lackawanna:  Drs. 

L.  A.  Chojnacki,  D.  J.  O’Connor,  and  E.  M.  Tracy; 
Lake  Placid:  Dr.  George  G.  Hart;  Lancaster: 

Drs.  A.  J.  Addesa,  C.  G.  Irish,  and  R.  C.  Shaver; 
Livingston  Manor:  Dr.  Lewis  G.  Denman. 

Lockporl:  Dr.  George  D.  Hixson;  Loudonville: 
Albany  County  Women’s  Auxiliary;  Medina: 

Orleans  County  Women’s  Auxiliary;  Moravia: 

Cayuga  County  Women’s  Auxiliary;  Moriah: 

Dr.  Violet  R.  McCasland;  Newburgh:  Orange 

County  Women’s  Auxiliary;  Newcomb:  Dr.  Otton 
Lazar;  New  York  City:  Drs.  Nelson  M.  Gray, 
Loren  P.  Guy,  Shepard  Krech,  K.  S.  Maclean, 
Gorman  J.  McVeigh,  and  Bernard  A.  Weisl;  North- 
ville:  Fulton  County  Women’s  Auxiliary;  Olean: 
Cattaraugus  County  Women’s  Auxiliary;  Olm- 


sleadville:  Dr.  Wilber  S.  Rose;  Oneida:  Madison 
County  Women’s  Auxiliary;  Oneonta:  Drs.  R.  L. 
Haines  and  Virgil  B.  Policy;  Orchard  Park:  Dr. 
A.  V.  Runfola. 

Peekskill:  Westchester  County  Women’s  Auxili- 
ary; Pen  Yan:  Yates  County  Women’s  Auxiliary; 
Plattsburgh:  Clinton  County  Women’s  Auxiliary; 

Port  Henry:  Dr.  James  E.  Glavin;  Port  Jervis: 
Drs.  J.  C.  Keniston  and  G.  E.  Kenny;  Pough- 
keepsie: Dutchess  County  Women’s  Auxiliary; 

Riverhead:  Suffolk  County  Women’s  Auxiliary; 

Rochester:  Drs.  F.  A.  Dobrzynski  and  Americo  M. 
Massaro,  and  Monroe  County  Women’s  Auxiliary; 
Rockaway  Beach:  Dr.  A.  W.  Victor. 

Salamanca:  Dr.  Charles  J.  Barranco;  Sauquoil: 
Dr.  Garnet  L.  Higgins;  Schenectady:  Schenectady 
County  Women’s  Auxiliary;  Seneca  Falls:  Seneca 
County  Women’s  Auxiliary;  Snyder:  Dr.  A.  P. 
Prezyna;  Stamford:  Delaware  County  Women’s 

Auxiliary;  Staten  Island:  Richmond  County 

Women’s  Auxiliary;  Swan  Lake:  Dr.  M.  A. 

Baker;  Syracuse:  Onondaga  County  Women’s 

Auxiliary;  Ticonderoga:  Dr.  James  M.  Walsh; 

Troy:  Dr.  John  A.  Enzien  and  Renssalaer  County 
Women’s  Auxiliary;  Utica:  Dr.  James  C.  Locke 
and  Oneida  County  Women’s  Auxiliary. 

Waldon:  Dr.  G.  Kersten;  Walton:  Delaware 

County  Women’s  Auxiliary;  Watertown:  Jefferson 
County  Women’s  Auxiliary;  West  Brighton:  Dr. 
Joseph  P.  Takach;  Westfield:  Chautauqua  County 
Women’s  Auxiliary;  Whitestone:  Dr.  Sidney 

Bennett;  Windham:  Greene  County  Women’s 

Auxiliary;  and  Woodhaven:  Queens  County 

Women’s  Auxiliary. 

Board  Examinations — The  Part  I Examinations  of 
the  American  Board  of  Obstetrics  and  Gynecology 
are  to  be  held  in  various  parts  of  the  United  States 
and  Canada  on  Thursday,  January  2,  1958,  at 
2 r.M. 

Candidates  notified  of  their  eligibility  to  partici- 
pate in  Part  I must  submit  their  case  abstracts 
within  thirty  days  of  notification  of  eligibility. 
No  candidate  may  take  the  written  examination 
unless  the  case  abstracts  have  been  received  in  the 
office  of  the  Secretary. 

Current  bulletins  outlining  present  requirements 
may  be  obtained  by  writing  to  Robert  L.  Faulkner, 
M.D.,  Secretary,  American  Board  of  Obstetrics  and 
Gynecology,  2105  Adelbert  Road,  Cleveland  0, 
Oliio. 


Personalities 


Awards 

Dr.  Morton  L.  Levin,  Assistant  Commissioner  of 
Health,  New  York  State,  the  annual  award,  for  medi- 
cine from  the  New  York  Philanthropic  League  of  the 
United  Order  of  True  Sisters,  for  his  “outstanding 
efforts  to  aid  the  orthopedically  handicapped”  . . . 
Dr.  Ben-Henry  Rose,  a citation  “for  25  years  of 
meritorious  service  as  a member  of  the  attending 
surgical  staff  of  the  Beth  David  Hospital.” 


Honored 

Dr.  Maximillian  Rosenberg,  consultant  in  ob- 
stetrics and  gynecology  at  Brooklyn  Jewish  Hospital, 
marking  his  fortieth  year  as  a physician,  by  70 
members  of  his  family,  20  of  whom  he  had  delivered. 

Appoiti  ted 

Dr.  Seymour  S.  Bluestone,  former  medical  co- 
ordinator at  the  Rehabilitation  Center  of  New 
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York  University-Bellevue  Medical  Center,  as 
director  of  the  State  Rehabilitation  Hospital  at 
West  Haverstraw  . . . Dr.  C.  H.  Kin  ley,  of  Elmira, 
as  editor  of  the  Chemung  County  Medical  Society 
Bulletin  . . . Dr.  Theodore  B.  Van  Itallie,  as  the 
first  full-time  director  of  medical  services  at  St. 
Luke’s  Hospital . . . Dr.  Frederick  J.  Weismiller, 
Jr.,  former  medical  director  of  Bausch  and  Lomb 
Optical  Company,  as  medical  director  of  Stromberg- 
Carlson  Division  of  General  Dynamics  Corporation. 

Speakers 

Dr.  Harold  Dargeon,  New  York  City,  at  the  semi- 
annual meeting  of  the  Sullivan  County  Medical 
Society,  October  9,  on  “Management  of  Some 
Usual  Tumors  in  Childhood”  . . . Dr.  David  M. 
Engelhardt,  associate  professor  of  psychiatry, 
State  University  of  New  York,  on  “Outpatient 
Treatment  of  Schizophrenics  with  Ataractics”; 
Dr.  Henry  Brill,  assistant  commissioner,  State  of 
New  York  Department  of  Mental  Hygiene,  on 
“Clinical  Research  with  Ataractic  Drugs,”  and  Dr. 
Frank  Berger,  director  of  medical  research,  Wallace 
Laboratories,  on  “The  Tranquilizers — A Critical 
Review,”  at  a September  18  seminar  presented  by 
the  Suffolk  County  Medical  Society  . . . Dr.  Charles 
K.  Friedberg,  New  York  City,  before  the  Onondaga 
County  Medical  Society,  October  1,  on  “A  Critical 
Appraisal  of  Anticoagulants  for  Short-Term  and 
Long-Term  Use  in  the  Management  of  Myocardial 
Infarction  and  Arterial  Embolism”  . . . Dr.  Richard 


H.  Lyons,  professor  and  chairman,  Department  of 
Medicine,  State  University  of  New  York  College  of 
Medicine  at  Syracuse,  before  the  Jefferson  County 
Medical  Society,  October  15,  on  “Misuse  of  the  New 
Drugs”  . . . Dr.  Milton  Helpern,  New  York  City,  be- 
fore the  Niagara  County  Medical  Society  and  Bar 
Association,  October  8,  on  “Investigation  and  Deter- 
mination of  the  Cause  of  Sudden,  Suspicious,  and  Vio- 
lent Deaths”  . . . Dr.  Joe  W.  Howland,  chief  of  the 
Medical  Services  Division  of  the  Atomic  Energy 
Project  at  the  University  of  Rochester,  on  “The  Use 
of  Radioactive  Isotopes  for  Therapeutic  and  Diag- 
nostic Purposes,”  before  the  Rensselaer  County 
Medical  Society,  October  8 . . . Dr.  Curtis  j. 
Lund,  professor  of  obstetrics  and  gynecology  at  the 
University  of  Rochester,  before  the  Ontario  County 
Medical  Society,  October  8,  on  “Current  Methods 
for  Diagnosis  of  Gynecologic  Cancer”  . . . Dr.  L.  J. 
Reyna,  Ph.D.,  associate  professor  and  director  of 
Psychology  Laboratories  at  Boston  University 
Graduate  School,  before  the  staff  of  the  Veterans 
Administration  Hospital  at  Northport,  Long 
Island,  September  20,  on  “What  is  Research?” 

. . . Dr.  Clifford  Straehley,  Jr.,  clinical  instructor  in 
surgery  at  the  State  University  of  New  York  College 
of  Medicine  at  Syracuse,  before  the  Jefferson  County 
Medical  Society,  November  19,  on  “Left  Heart 
Catheterization  Experiences”  . . . Dr.  John  J.  Un- 
tereker,  director  of  physical  medicine  and  rehabilita- 
tion of  Roosevelt  Hospital,  New  York  City,  before 
the  Geneva  Academy  of  Medicine,  October  21, 
on  “The  Rehabilitation  of  the  Hemiplegic.” 
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Lecture  Course  on  the  Knee 

The  New  York  and  Brooklyn  Regional  Committee 
on  Trauma  of  the  American  College  of  Surgeons  will 
sponsor  a two-day  lecture  course  on  the  knee. 
The  course  will  be  on  December  6 and  7 at  Einhorn 
Auditorium  of  Lenox  Hill  Hospital,  New  York  City. 
Admission  will  be  by  paid  attendance,  and  regis- 
tration will  be  at  8 a.m.  on  the  first  day. 


The  program  will  include  speakers  on  many  phases 
with  a summary  and  general  discussion  at  the  end  of 
each  half-day  of  lectures.  Program  and  speakers  will 
be  announced  later.  For  further  information  and 
applications  write  to  Dr.  Sawnie  R.  Gaston,  170  Fort 
Washington  Avenue,  New  York  City  32,  New 
York. 


3548 


New  York  State  J.  Med. 


There’s  a new  level  of  excitement  when  you  hear  the  AMI  precision 
high  fidelity  instrument  for  the  first  time.  There’s  a great,  glowing  surge  of 
pleasure  that  is  almost  shock  when  the  music  fills  every  corner  of  the  room. 
This  is  the  new  sound,  the  golden  sound — full-throated  fortissimos,  delicate,  lyric 
pianissimos  that  reproduce  every  nuance  of  a masterful  performance.  It  is 
music  at  its  finest  as  only  the  perfectly  engineered  AMI  integrated  components 
system  can  recreate  it.  AMI — one  of  the  world’s  great  sound  systems. 


For  name  of  your  dealer  and  literature  please  write  AMI  Incorporated,  1500  Union  Avenue,  S.E. , 
Grand  Rapids  2,  Michigan.  Chicago.  Zurich. 
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Grant — A grant  from  the  W.  K.  Kellogg  Founda- 
tion, Battle  Creek,  Michigan,  to  improve  and  ex- 
pand its  family  care  clinic  and  to  provide  training  and 
experience  for  junior  instructors  in  the  teaching  of 
comprehensive  medical  care  of  families  has  been  re- 
ceived by  the  College.  Coordinator  of  the  care  pro- 
gram and  administrator  of  the  grant  is  Dr.  J.  Garth 
Johnson,  professor  and  chairman,  Department  of 
Public  Health,  and  members  of  the  College  faculty 
assigned  to  the  staff  of  the  family  care  program  in- 
clude: Dr.  John  W.  Runyan,  clinical  director;  Dr. 
Frederick  McCandless,  psychiatrist;  Drs.  Paul 
Patterson  and  John  Abbuhl,  pediatricians;  Dr. 
Maurice  Weinstein,  psychologist;  Miss  Cynthia 
Griffin,  social  worker,  and  Miss  Albina  Snarskis, 
public  health  nurse. 

Elected — Dr.  Robert  E.  L.  Nesbitt,  Jr.,  professor 
of  obstetrics  and  gynecology,  chairman  of  ob- 
stetrics, and  director  of  education  and  research  in 
the  combined  Department  of  Obstetrics  and 
Gynecology,  as  a member  of  the  Society  for  Gyneco- 
logic Research. 

Appointed — Dr.  Frank  W.  Woolsey,  Jr.,  associate 
dean  and  director  of  postgraduate  education,  to 
serve  on  a committee  to  study  and  recommend  to 
the  Federal  Communication  Commission,  the 
medical  profession’s  need  for  radio  channel  assign- 
ments. Dr.  Woolsey  has  been  a moving  force  in  the 
College’s  recently-awarded  FM  educational  station 
and  originated  the  College’s  series  of  two-way  radio 
medical  conferences  through  which  700  physicians  in 
the  northeastern  New  York  area  received  instruction 
in  new  medical  concept  and  practice  last  year. 
Department  of  Anesthesiology;  Dr.  Antonio  Boba 
was  named  assistant  professor  and  Dr.  Melba  An- 
tonetti,  formerly  a junior  instructor,  was  promoted 
to  instructor.  Other  appointments  were:  Instruc- 
tors, Drs.  Robert  C.  Brown  and  Margaret  F.  Benja- 
min; assistant  instructors,  Drs.  Lilia  S.  Fres,  Er- 
nesto Gonzales,  Seymour  Nichter,  Mary  Papontony, 
Socorro  Razon  Perez,  Mary  Psaltopoulo,  Ichior 
Wakai,  and  Anna  C.  Costhuizen;  associate,  Dr. 
Helen  C.  Hubbard. 

Department  of  Surgery:  Named  as  assistant  in- 

structors were  Drs.  Richard  P.  Andrews,  Jack  Good- 
man, Gerald  M.  Kotzin,  Robert  P.  Leather,  Edward 
J.  Margulies,  and  Nobuyuki  Shioya.  Dr.  Suryakant 
J.  Talsanian  was  appointed  fellow  in  experimental 
surgery.  Remaining  appointments  were  to  sub- 
departments  within  the  Department  of  Surgery. 
They  included:  Dentistry,  Dr.  Arthur  H.  Tomlin- 


son, instructor;  neurosurgery,  Drs.  Felix  M.  Martin 
and  George  A.  Stepanian,  assistant  instructors; 
orthopedic  surgery,  Dr.  Fuas  D.  Sabino,  fellow,  and 
Dr.  Charles  A.  Galyon,  Jr.,  assistant  instructor; 
otolaryngology,  Dr.  Ahmet  S.  Esen,  assistant  in- 
structor; plastic  surgery,  Dr.  Robert  N.  Chase, 
fellow;  thoracic  surgery,  Dr.  L.  H.  S.  Van  Mierop, 
instructor,  Drs.  Romeo  Zamora  and  Emanuel  Y.  Li, 
fellows,  and  Dr.  Takuma  Nemoto,  fellow  in  experi- 
mental thoracic  surgery;  urology,  Drs.  Harold  E. 
Marden,  Jr.,  and  Clark  A.  Whitehorn,  instructors, 
and  Drs.  Koo  Hyun  Moon  and  Martin  C.  DeJong, 
assistant  instructors. 

Department  of  Medicine:  Dr.  John  J.  Garrett 

joined  the  staff  of  physicians  as  an  instructor. 
Others  were:  assistants  in  medicine,  Drs.  David  L. 
Brown,  Paul  E.  Griffin,  and  Robert  S.  Hoffmann; 
assistant  instructors,  Drs.  William  Bartlett,  John  J. 
Bowker,  John  Coughlin,  Alice  Fruehan,  John 
Ivaemmerlen,  Ralph  Kendall,  John  J.  O’Brien,  Fred 
L.  Phillips,  Jr.,  Robert  H.  Randles,  and  George  J. 
Reardon;  Research  fellows,  Drs.  John  Dapolito, 
Kurken  Erzurumlu,  Gerald  Forster,  Henry  F.  Hos- 
ley,  Paul  Moriconi,  and  Margaret  R.  Scimeca.  Dr. 
Franklyn  Hayford  has  been  appointed  assistant  in- 
structor in  the  sub-department  of  tuberculosis. 

Department  of  Neurology:  Named  to  the  faculty 
were  Drs.  Enrique  Araneta,  Jr.,  and  Mark  F.  Ortelee 
as  assistant  instructors,  and  Dr.  Lewis  Stevenson  as 
lecturer.  Dr.  Jesus  S.  Manlapaz  was  promoted  from 
junior  assistant  to  fellow. 

Department  of  Psychiatry:  Appointed  as  assistant 
instructors  were  Drs.  Vasant  Joshi,  David  Kennedy, 
Frederic  Morgenstern,  and  John  K.  Stadtlander. 

Department  of  Pediatrics:  Dr.  William  A.  Grattan 
was  named  as  an  instructor,  and  Dr.  Anne  M.  Dris- 
lane  has  been  appointed  as  an  associate.  Named  as 
assistant  instructors  were  Drs.  Kenneth  A.  Deitcher, 
Bernhardt  W.  Hausheer,  Neil  C.  Henderson,  and 
Mary  L.  Voorhess.  Dr.  William  J.  Boland  was  pro- 
moted from  junior  instructor  to  instructor. 

Department  of  Obstetrics  and  Gynecology:  Named 
to  the  faculty  as  assistant  instructors  were  Drs. 
Michael  Brusilow,  Robert  C.  Hays,  Benjamin  O. 
Morentin,  and  Herbert  W.  Scott.  Promoted  from 
assistants  to  instructors  were  Drs.  Levon  Bedrosian, 
Arthur  K.  Brelia,  Leo  R.  Collins,  William  F.  Donev, 
James  P.  Furlong,  Alexander  G.  Gabriels,  Jr., 
Saverio  B.  Mastrianni,  Charles  L.  Poskanzer, 
George  L.  Tully,  Jr.,  and  John  E.  Connelly. 

[Continued  on  page  3552] 
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Pablum  High  Protein  Cereal  is  derived  from  soy  beans, 
oats,  wheat  and  dried  yeast.  This  new  cereal  food  contains 
a level  of  active  assimilable  protein,  35%,  much  higher  than 
that  commonly  present  in  cereal  grains.  It  helps  to  keep 
baby  trim.  It  satisfies  baby’s  hunger  over  longer  periods  of 
time  than  even  foods  rich  in  carbohydrate. 

Like  all  Pablum  Cereals,  Pablum  High  Protein  Cereal 
is  made  by  nutritional  and  pharmaceutical  specialists. 
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New  It  ork  Medical  College 


Enrollment — A total  enrollment  of  500  students 
for  the  year  1957  to  1958  has  been  announced  by  the 
College. 


The  freshman  class  has  128  students,  two  from 
foreign  countries  and  the  rest  from  eleven  states. 
The  training  began  on  September  9. 


State  University  of  New  } ork  Downstate  Medical  Center 


Enrollment  for  1957-1958  Academic  Year — One 

hundred  fifty  new  students,  out  of  a total  of  1,326 
applicants,  were  admitted  to  the  first  year  class  in 
September.  Of  these,  135  are  men  and  15  are 
women.  In  addition,  eight  new  students  were  ad- 
mitted to  the  Graduate  Educational  Program  lead- 
ing to  the  Ph.D.  degree  in  the  biologic  sciences  basic 
to  medicine,  making  a total  of  17  students  enrolled 
in  this  program,  which  was  inaugurated  in  the  fall  of 
1956.  The  Graduate  School  of  Psychiatry,  also  in- 
augurated in  1956,  will  begin  classes  in  October  and 
expects  to  enroll  35  new  students  in  addition  to  the 
35  who  began  the  two  year  course  last  year. 

Appointed — Dr.  Robert  A.  Moore,  former  Vice 
Chancellor  of  Health  Services  at  the  University  of 
Pittsburgh,  has  been  appointed  first  president  of  the 
Downstate  Medical  Center  and  Dean  of  the  College. 


He  assumed  his  new  post  on  October  1,  and  suc- 
ceeded Dr.  Howard  W.  Potter  in  the  deanship.  Dr. 
Potter  has  been  professor  of  psychiatry  since  1943 
and  will  continue  in  that  position. 

Eric  MeyerhofT,  formerly  head  of  the  reference 
service  at  Columbia  University  Library,  has  been 
appointed  director  of  the  medical  library. 

Frank  L.  Babbott  Chair  in  Pediatrics — A new 

Frank  L.  Babbott  chair  in  pediatrics  has  been 
established  in  honor  of  the  man  who  served  as  a 
member  of  the  Board  of  Trustees  of  the  Long  Island 
College  of  Medicine,  the  predecessor  of  the  Down- 
state  Medical  Center,  for  twenty  years.  Dr.  Bab- 
bott was  also  first  president  of  the  Long  Island  Col- 
lege of  Medicine,  an  office  he  held  from  1931  to  1941. 

Dr.  Richard  L.  Day,  who  has  been  chairman  of 
the  Department  of  Pediatrics  since  1953,  will  be  the 
first  person  to  hold  the  new  chair. 


State  University  of  New  York  College  of  Medicine  at  Syracuse 


Promoted — Department  of  Surgery:  Drs.  William 
L.  Parry  and  Herbert  D.  Gulliek  to  assistant  pro- 
fessors, and  Dr.  Albert  C.  DeFuria  was  appointed 
clinical  assistant  professor.  Department  of  Psychia- 
try: Drs.  Edward  L.  Siegel,  Robert  B.  Gorrell,  and 
Philip  Steckler  to  clinical  assistant  professors.  De- 
partment of  Medicine:  Drs.  John  L.  Ayer,  Arthur  H. 
Dube,  and  Edward  W.  Mullin  as  clinical  assistant 
professors.  Dr.  Daniel  L.  Doherty,  Jr.  was  named 
assistant  professor  of  radiology  and  Dr.  Warren  H. 
Williams  as  clinical  assistant  professor  of  radiology. 

Appointed — Dr.  Carlyle  Jacobsen  has  been  ap- 
pointed president  of  the  University's  LTpstate 
Medical  Center  and  will  assume  his  post  on  Decem- 
ber 1 . The  title  of  president  at  the  medical  center  is 
a new  one.  Dr.  Jacobsen  will  also  be  Dean  of  the 
Center’s  College  of  Medicine. 

Dr.  James  L.  McGraw  has  been  appointed  profes- 
sor and  chairman,  Department  of  Ophthalmology. 


He  succeeds  Dr.  Franklin  R.  Webster  who  has  been 
chairman  since  1954. 

Grant — A grant  given  by  the  U.S.  Public  Health 
Service  has  been  awarded  to  Dr.  C.  Barber  Muller, 
chairman  of  the  Department  of  Surgery,  as  chief 
investigator  of  a surgical  heart  research  team.  Other 
members  of  the  team  to  stud}'  metabolism  of  the 
heart  are  Dr.  Daniel  Enerson,  assistant  professor, 
and  Dr.  Philip  Ikins,  a research  fellow. 

Freshman  Class — Eighty-six  first-year  students 
entered  the  College  on  September  9.  The  entering 
class  was  the  largest  in  the  history  of  the  medical 
school  and  brought  the  total  enrollment  to  315 
students.  Among  the  students  in  the  first  year  class 
is  one  from  Jordan  who  has  a Ph.D.  in  experimental 
psychology  and  two  Ph.D.  members  of  the  College’s 
faculty  who  are  studying  part-time  for  their  M.D. 
degrees. 
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GEVRAL 


1 1 1 b d 
1 II 

When  your  patients  need  a potent,  compre- 
hensive nutritional  build-up,  give  them  the 
extra  benefits  of  the  first  “total  effect”  nutri- 
tional supplement  — Gevral  T.  Actually  six 
formulas  in  one,  Gevral  T spans  the  spec- 
trum of  dietary  needs  . . . furnishes  in  a 
single,  easy-to-swallow  capsule,  daily  — 

ALL  THE  FAT-SOLUBLE  VITAMINS  . . . including 
K ...  in  liberal  amounts. 

A COMPLETE  HEMATINIC  SUPPLEMENT  ...  in- 
cluding Non-inhibitory  Intrinsic  Factor  for 
enhanced  Bi=  absorption  . . . plus  Folic  Acid, 
Vitamin  C,  and  Iron. 

A FULL  B-COMPLEX  WATER-SOLUBLE  VITAMIN 

component  ...  in  high  dosage  quantities. 

amino  acid  supplement  1-Lysine  . . . aids  full 
utilization  of  ingested  protein. 

LIPOTROPIC  FACTORS,  CHOLINE  AND  INOSITOL 
12  IMPORTANT  MINERALS  AND  TRACE  ELEMENTS 


Your  patients  get  more  nutritional  support  jor 
their  money  than  ever,  with  economical  Gevral 
T . . . supplied  in  an  attractive,  on-the-tahle  jar. 
Each  capsule  contains: 

Vitamin  A 25,000  U.  S.  P.  Units 

Vitamin  D 1.000  U.  S.  P.  Units 

Vitamin  B,-  5 mcgm. 

Thiamine  Mononitrate  ( B , ) 10  mg. 

Riboflavin  ( B-)  10  mg. 

Pyridoxine  HC1  (B,;)  2 mg. 

Vitamin  E (as  tocopheryl  acetates)  5 I.  U. 

Vitamin  K (Menadione)  2 mg. 

Ascorbic  Acid  (C)  150  mg. 

Calcium  Pantothenate  5 mg. 

Niacinamide  100  mg. 

Folic  Acid  1 mg. 

Calcium  (as  CaHPOP  107  mg. 

Phosphorus  (as  CaHPOP  82  mg. 

Iron  (as  FeSOP  .......  15  mg. 

Magnesium  (as  MgO)  6 mg. 

Potassium  (as  K-SOP  5 mg. 

Iodine  (as  KI)  0.15  mg. 

Boron  (as  NaL.B,OT*10ELO)  0.1  mg. 

Copper  (as  CuO) 1 mg. 

Manganese  (as  MnOP 1 mg. 

Fluorine  (as  CaFP 0.1  mg. 

Zinc  (as  ZnO)  1.5  mg. 

Molybdenum  (as  Na2MoOJ*2H.O)  0.2  mg. 

Choline  Bitartrate 25  mg. 

Inositol  . . 25  mg. 

1-Lysine  Monohydrochloride  . 25  mg. 

Rutin  25  mg. 

Purified  Intrinsic  Factor  Concentrate  0.5  mg. 

DOSAGE:  1 capsule  daily  for  the  treatment  of 

vitamin  and  mineral  deficiencies,  or  more  as  indi- 
cated. 

SUPPLIED:  Bottles  of  100  capsules. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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William  Maurice  Affelder,  M.D.,  of  Mount 
Vernon,  died  on  September  21  at  his  home  at  the 
age  of  fifty-one.  Dr.  Affelder  graduated  in  1929 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  attending  in  obstetrics 
and  gynecology  at  Mount  Vernon  Hospital.  Dr. 
Affelder  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 

Edgar  Williams  Beckwith,  M.D.,  of  Lake  Ceorge, 
died  at  his  home  on  September  24  at  the  age  of 
sixty-nine.  Dr.  Beckwith  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1913  and  interned  at  St.  Luke’s  and  Lying-In 
Hospitals.  He  was  former  medical  director  of 
Equitable  Life  Assurance  Society.  Dr.  Beckwith 
served  with  the  U.S.  Army  Medical  Corps  in  World 
War  I and  was  decorated  by  France  with  the  Legion 
of  Honor,  and  during  World  War  II  he  served  as  a 
medical  examiner  for  a New  York  City  draft 
board  and  subsequently  as  a medical  adviser  to  the 
government  administrator  of  the  national  reserve 
life  insurance  program.  He  was  also  consulting 
medical  director  of  the  North  American  Reassur- 
ance Company  for  thirty  years,  retiring  from  this 
post  in  1954. 

Noble  Russell  Chambers,  M.D.,  of  Syracuse,  died 
on  September  14  at  the  age  of  sixty-three.  Dr. 
Chambers  graduated  from  Syracuse  University 
College  of  Medicine  in  1920.  He  was  a senior 
neurologist  and  psychiatrist  at  Syracuse  Memorial 
Hospital,  senior  consultant  in  neurology  at  Syra- 
cuse University  Hospital,  now'  Hospital  of 
the  Good  Shepherd,  attending  in  psychiatry  at 
Syracuse  Psychopathic  Hospital,  and  attending 
in  neurology  at  Syracuse  General  Hospital.  Dr. 
Chambers  was  also  a neuropsychiatrist  for  the 
Veterans  Administration  Regional  Office.  Dr. 
Chambers  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  and  a member  of  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New'  York,  and  the  American  Medical  Asso- 
ciation. 

Edward  Thomas  Delehanty,  M.D.,  of  Albany, 
died  at  his  home  on  September  4 at  the  age  of 
sixty-three.  Dr.  Delehanty  graduated  in  1917 
from  Albany  Medical  College  and  for  thirty  years 
served  as  physician  at  Albany  County  Jail.  Dr. 
Delehanty  retired  from  practice  in  1952. 


Fortunato  Anthony  Diasio,  M.D.,  of  New'  York 
City  and  Port  Chester,  died  on  August  26  at  the 
age  of  fifty-eight.  Dr.  Diasio  graduated  from  Yale 
University  School  of  Medicine  in  1922  and  in- 
terned at  City  Hospital,  now  Elmhurst  General 
Hospital.  Dr.  Diasio  was  a Diplomate  of  the 
American  Board  of  Dermatology  and  a member 
of  the  Academy  of  Psychosomatic  Medicine,  the 
American  Academy  of  Dermatology  and  Syphil- 
ology,  the  Society  for  Investigative  Dermatology, 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Alfred  Eisenstaedter,  M.D.,  of  New  York  City, 
died  in  May,  1956,  at  the  age  of  seventy-four.  Dr. 
Eisenstaedter  received  his  medical  degree  in  1908 
from  the  University  of  Budapest. 

Charles  Darwin  Gackenheimer,  M.D.,  of  Jamaica, 
died  on  September  18  at  the  age  of  fifty-five.  Dr. 
Gackenheimer  graduated  in  1926  from  Columbia 
University  College  of  Physicians  and  Surgeons  and 
interned  at  Lenox  Hill  Hospital.  He  was  an  asso- 
ciate in  surgery  at  Queens  General  Hospital  and  an 
assistant  in  surgery  at  Jamaica  Hospital.  Dr. 
Gackenheimer  wras  a member  of  the  Queensboro 
Surgical  Society',  the  Queens  County  Medical  So- 
ciety', the  Medical  Society'  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  Greenberg,  M.D.,  of  New  York  City,  died 
recently.  Dr.  Greenberg  received  his  medical  de- 
gree from  the  University'  of  Geneva,  Switzerland, 
in  1951  and  interned  at  Jewish  Hospital  of  Brooklvn. 

A.  Gerald  Heller,  M.D.,  of  Flushing,  died  on 
September  18  at  the  age  of  forty-six.  Dr.  Heller 
graduated  in  1937  from  Howard  University  College 
of  Medicine.  He  was  a member  of  the  pediatric 
staff  at  Long  Island  Jewish  Hospital  and  an  assistant 
in  pediatrics  at  Flushing  Hospital  and  Dispensary. 
Dr.  Heller  was  a Licentiate  of  the  American  Board 
of  Pediatrics  and  a member  of  the  American  Acad- 
emy of  Pediatrics,  the  Queens  Pediatric  Society,  the 
Queens  County  Medical  Society,  and  the  Medical 
Society  of  the  State  of  New  York. 

John  E.  Jones,  M.D.,  of  Utica,  died  on  June  22 
at  the  age  of  eighty-five.  Dr.  Jones  graduated 
from  the  University'  of  Buffalo  School  of  Medicine 
in  1896. 

[Continued  on  page  3556] 
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Now. . .victory  over  infections 

• pharmacodynamicaiiy  superior 

• therapeutically  unsurpassed 

With  Mysteclin-V  you  get  faster  and  greater  absorption 
of  tetracycline  than  ever  attainable  in  the  past . . . providing 
all  the  benefits  of  well-established  tetracycline  therapy. 

For  practical  purposes,  Mysteclin-V  is  sodium-free. 


MYSTECLIN-V 

Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin)  * 

Contains  Mycostatin  to  forestall  monilial  overgrowth  and  possible  complications 


MONILIAL  OVERGROWTH  IN  25  PATIENTS 

MONILIAL  OVERGROWTH  IN  25  PATIENTS 
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Mycostatin  in  Mysteclin-V  prevents  gastrointestinal  monilial  overgrowth, 
thereby  minimizing  the  possibility  of  antibiotic-induced  monilial  superinfection. 


Supply 

Tetracycline  phosphate 
complex,  equiv.  to 
tetracycline  HCI  (mg.) 

Mycostatin 

(units) 

Packaging 

Capsules  (per  capsule) 

250 

250,000 

Bottles  of  16 
and  100 

Half-Strength 
Capsules  (per  capsule) 

125 

125,000 

Bottles  of  16 
and  100 

Suspension  (per  5 cc.) 

125 

125,000 

2 oz.  bottles 

Pediatric  Drops 
per  cc.— 20  drops 

100 

100,000 

10  cc.  bottles 
with  dropper 

1.  Childs,  A.  J : British  M.  J.  1:660  (March)  1956. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


'MYSTCCLIN®,  'SUMYCIN'  AND  'MYCOSTATIN'®  A«f  SQu'Ba  T*  Atlf  M A*  « S 
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[Continued  from  page  35.54] 

Lee  W.  Lerner,  M.D.,  of  Miami,  Florida,  for- 
merly of  the  Bronx,  died  recently.  Dr.  Lerner 
graduated  from  McGill  University  Faculty  of 
Medicine  in  1919  and  interned  at  Fordham  Hospital. 
He  was  a consultant  in  surgery  at  Fordham  Hos- 
pital. Dr.  Lerner  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Bronx 
Surgical  Society. 

James  Henry  McCabe,  M.D.,  of  Brooklyn,  died 
on  January  20  at  the  age  of  eighty-seven.  Dr.  Mc- 
Cabe graduated  from  Long  Island  College  Hospital 
School  of  Medicine  in  1895. 

George  Adams  Merrill,  M.D.,  of  Brooklyn,  died 
on  September  27  at  the  age  of  seventy-five.  Dr. 
Merrill  graduated  in  1905  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  and 
interned  at  New  York  Lying-In  Hospitals.  A 
former  director  of  medicine  and  president  of  the 
medical  board  at  Kings  County  Hospital,  he  was  a 
consulting  physician  in  allergy  at  Methodist  Hos- 
pital of  Brooklyn,  and  consulting  physician  at 
Caledonian  Hospital,  and  consulting  physician-in- 
charge of  the  Allergy  Clinic  at  Kings  County  Hos- 
pital. Dr.  Merrill  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the  Ameri- 
can College  of  Physicians,  a Fellow  of  the  American 
College  of  Allergy,  and  a member  of  the  Brooklyn 
Society  of  Internal  Medicine,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associ- 
ation. 

Leo  Murphy,  M.D.,  of  Poughkeepsie,  died  on 
August  24  at  the  age  of  sixty-four.  Dr.  Murphy 
graduated  from  the  University  of  Minnesota 
College  of  Medicine  in  1920.  He  was  a consultant 
in  surgery  at  Vassal'  Brothers  Hospital  and  Mattea- 
wan  State  Hospital,  and  a consultant  on  the  staffs 
of  St.  Francis  Hospital,  Poughkeepsie,  and  Northern 
Dutchess  Health  Service  Center,  Rhinebeck.  Dr. 
Murphy  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  Now  York,  and  the  American  Medical  Association. 

Edward  M.  Nash,  M.D.,  of  New  York  City,  died 
in  Mount  Sinai  Hospital  on  September  17  at  the 
age  of  sixty-six.  Dr.  Nash  graduated  in  1920  from 
New  York  University  and  Bellevue  Hospital  Medical 
College.  He  was  medical  adviser  from  1924  to 
1935  of  the  State  Insurance  Fund  in  New  York 
City  and  a consultant  to  the  Alfred  Adler  Mental 
Hygiene  Clinic  before  his  retirement.  Dr.  Nash 
was  a Member  of  the  American  Psychiatric  Asso- 
ciation and  belonged  to  the  New  York  Academy  of 
Medicine,  the  New  York  Society  for  Clinical  Psy- 
chiatry, the  New  York  County  Medical  Society, 
and  the  Medical  Society  of  the  State  of  New  York. 


Domenico  Paccione-Sforza,  M.D.,  of  New  York 
City,  died  on  February  19  at  the  age  of  seventy- 
eight.  Dr.  Paccione-Sforza  received  his  medical 
degree  from  the  University  of  Bologna  in  1905. 

Foster  Blodgett  Pettie,  M.D.,  of  Corona,  died  on 
June  13  at  the  age  of  fifty-nine.  Dr.  Pettie  gradu- 
ated from  Howard  University  College  of  Medicine 
in  1920. 

Timothy  Joseph  Riordan,  M.D.,  of  New  A"ork 
City,  died  on  September  17  at  St.  Vincent’s  Hospital 
at  the  age  of  sixty-two.  Dr.  Riordan  graduated 
from  Fordham  LTniversity  School  of  Medicine  in 
1918.  He  was  chief  of  dermatology  at  St.  Vincent’s 
Hospital,  an  associate  in  dermatology  at  Bellevue 
Hospital,  an  attending  in  dermatology  at  St. 
Elizabeth’s  Hospital,  a consultant  in  dermatology 
at  St.  Joseph’s  Hospital,  Yonkers,  New  York 
Foundling  Hospital,  and  Bayonne  (New  Jersey) 
Hospital.  He  was  a former  president  of  the  Celtic 
Medical  Society  and  the  Valentine  Mott  Medical 
Society  and  was  an  honorary  surgeon  of  the  New 
York  Police  Department.  Dr.  Riordan  was  a 
Diplomate  of  the  American  Board  of  Dermatology, 
a Fellow  of  the  American  Academy  of  Compensa- 
tion Medicine,  and  a member  of  the  American 
Academy  of  Dermatology  and  Syphilology,  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Charles  Fayette  Rourke,  M.D.,  of  Schenectady", 
died  at  his  home  on  September  17  at  the  age  of 
sixty.  Dr.  Rourke  graduated  from  Albany  Medi- 
cal College  in  1922.  He  was  chief  physician  in 
allergy  at  Ellis  Hospital,  consultant  in  allergy  at 
Eastern  New  York  Orthopedic  Hospital-School, 
and  allergist  and  consultant  in  allergy  at  Schenec- 
tady City  Hospital.  Dr.  Rourke  was  a Fellow  of 
the  American  College  of  Allergists  and  a member 
of  the  Schenectady"  County  Medical  Society  of 
which  he  was  a past  president,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Robert  Shapiro,  M.D.,  of  New  York  City,  died 
on  June  19  at  the  age  of  sixty-five.  Dr.  Shapiro 
graduated  in  1915  from  New  York  University  and 
Bellevue  Hospital  Medical  College  and  interned 
at  Lebanon  Hospital,  Bronx.  Dr.  Shapiro  was  a 
member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

Morris  Schmitz,  M.D.,  of  New  York  City,  died 
recently.  Dr.  Schmitz  received  his  medical  degree 
in  1902  from  the  University  of  Vienna. 

Morris  Spindel,  M.D.,  of  the  Bronx,  died  re- 
cently. Dr.  Spindel  graduated  from  the  University 
of  Virginia  Department  of  Medicine  in  1928. 
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HOLBROOK  MANOR  NSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  g[;  ^uis  Winder"1  ^ 

Dr.  Walter  A.  Thompson,  F.  A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 

Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1 -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 
Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


IN  ELMS 

A Modern 

Psychiatric  Hospital  Unit 
Selected  drug  and  alcohol  problems 
accepted. 

Rates  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  Psychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


-PHONE:  CH  2-8686- 


For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York  3,  N.  Y. 


for  the  aged  and  senile  patient 

oral  iTletrazol 

— in  early  and  advanced  signs  of  mental  confusion.  Dose:  1 or  2 tablets, 
or  1 or  2 teaspoonfuls,  Metrazol  Liquidum,  three  or  four  times  a day. 

Metrazol  ®,  brand  of  Pentylenetetrazol,  a product  of  E.  Bilhuber,  Inc. 

KLNOIJL  PHARMACEUTICAL  COMPANY  N KVV  J KRSK Y 
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The  Fight  for  Fluoridation.  By  Donald  R.  Mc- 
Neil. Octavo  of  241  pages.  New  York,  Oxford 
University  Press,  1957.  Cloth,  $5.00. 

Donald  R.  McNeil,  M.S.,  Ph.D.,  associate  di- 
rector of  the  Wisconsin  State  Historical  Association, 
has  written  a stirring  and  carefully  documented  story 
of  the  significance  of  sodium  fluoride  as  one  of  the 
most  important  public  health  instruments  of  modern 
times. 

The  “fight  for  fluoridation”  is  not  a private  fight, 
anyone  can  get  into  it.  A surprising  number  and 
variety  of  people  have  already  entered  the  fray, 
with  the  various  organized  health  agencies  on  the 
side  of  the  profluoridationists  opposed  by  individual 
scientists,  pamphlet  and  nostrum  sellers,  and  indi- 
vidual citizens  alarmed  at  possible  dangers  inherent 
in  the  addition  of  “poison”  to  public  water  supplies. 
McNeil  presents  an  engrossing  account  of  the  de- 
velopment of  this  heated  and  nationwide  contro- 
versy. 

Interest  which  the  author  arouses  and  maintains 
throughout  241  pages  is  heightened  at  this  time  by 
the  relationship  of  fluoridation  to  another  explosive 
development  in  the  practices  of  dentistry  and  medi- 
cine, the  attempts  by  unions  and  industries  to  take 
over  the  administration  of  these  professions. 
Fluoridation,  by  reducing  caries  incidence  60  per 
cent,  may  provide  the  means  for  the  practical  in- 
surability of  dental  services,  very  much  as  medical 
services  are  insured  under  the  Blue  Shield  Plan, 
and  at  the  same  time  deprive  the  unions  of  the  in- 
centive to  engage  in  the  practice  of  dentistry. — 
Thomas  E.  Rochford 

Mental  Health  Planning  for  Social  Action.  By 

George  S.  Stevenson,  M.D.  Octavo  of  358  pages. 
New  York,  The  Blakiston  Division,  McGraw-Hill 
Book  Company,  1956.  Cloth,  $6.50. 

This  is  a brilliant  work,  full  of  information,  yet 
written  simply,  clearly,  and  always  interestingly. 
Any  reader  even  remotely  interested  in  mental 
health  problems  will  profit  from  a reading  of  this 
volume. 

The  subject  is  covered  from  three  main  points  of 
view:  the  restoration  of  mental  health,  the  protec- 
tion of  mental  health,  and  the  elevation  of  mental 
health. 

The  various  problems  arising  in  these  areas  are 
defined  and  the  community  forces  which  can  be 
mobilized  to  aid  in  the  accomplishment  of  the  task 
are  discussed  fully. — Arthur  J.  Lapovsky 


Diagnosis  and  Treatment  of  Peripheral  Vascular 
Disorders.  By  David  I.  Abramson,  M.D.  Quarto 
of  537  pages,  illustrated.  New  York,  Hoeber- 
Harper,  1956.  Cloth,  $13.50. 

The  author  has  had  considerable  experience  in  the 
field  of  peripheral  vascular  disease  and  has  provided 
in  this  volume  a moderately  comprehensive  sum- 
mar  y of  the  important  aspects  of  this  field. 

The  first  part  is  devoted  to  a description  of  the 
methods  of  examination  and  differential  diagnoses. 
Much  of  the  material  is  summarized  in  table  form. 
The  second  section  is  concerned  with  all  the  im- 
portant diseases  affecting  both  the  arterial  and 
venous  tree.  The  third  part  is  devoted  to  the 
anatom}-  and  physiology  of  the  blood  vessels  of  the 
extremities,  the  sympathetic  nervous  system,  and 
intravascular  clotting.  The  arrangement  of  all 
this  material  is  rather  awkward  but  the  content  is 
good  and  serves  as  a useful  addition  to  an  already 
large  list  of  books  dealing  with  this  subject.— 
William  S.  Collens 


The  Care  of  the  Expectant  Mother.  By  Josephine 
Barnes,  D.M.  (Oxon.)  Octavo  of  270  pages,  illus- 
trated. New  York,  Philosophical  Library,  1956. 
Cloth,  $7.50. 

This  book  states  the  fundamental  concepts  of  ob- 
stetrics. Those  who  are  interested  in  the  mechanics 
of  operation  of  maternity  service  in  Britain  under 
the  Ministry  of  National  Insurance  will  find  this 
chapter  interesting. — Charles  A.  Gordon 

Roentgen  Signs  in  Clinical  Diagnosis.  By 

Isadore  Meschan,  M.D.,  with  the  assistance  of 
R.M.F.  Farrer-Meschan,  M.B.  (Melbourne,  Aus- 
tralia). Quarto  of  1,058  pages.  2,216  illustrations 
on  780  figures.  Philadelphia,  W.  B.  Saunders 
Company,  1956.  Cloth,  $20. 

This  is  a fairly  comprehensive  work  which  is  well 
written  and  very  well  organized.  For  the  man  who 
does  his  own  x-ray  work  as  well  as  for  the  full-time 
radiologist,  it  is  a good  reference  since  it  covers  all  the 
common  diseases  as  well  as  gives  a fair  mention  of  the 
uncommon  ones  in  which  x-ray  is  either  the  means  of 
diagnosis  or  an  aid  in  establishing  one.  The  bibli- 
ography is  excellent  and  located  at  the  bottom  of  the 
page  for  each  reference,  saving  the  bother  of  hunting 
for  one  in  the  back  of  the  book. — Paul  I.  Kearney 
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RELIEF 

FROM 

ACNE 


IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 


Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated ...  assures  patient  acceptance 
and  cooperation. 


FOSTEX  CREAM  for  thera- 
peutic washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired. 


in  4.5  oz.  jars 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 


in  bar  form 


WESTWOOD  PHARMACEUTICALS 

Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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Officers — County  Medical  Societies — 1957 


TOTAL 


County 

Albany 

Allegany 

Bronx 

Broome 

Cattaraugus.  . . 

Cayuga 

Chautauqua.  . . 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston  . . . 

Madison 

Monroe 

Montgomery.  . 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer.  . . . 
Richmond .... 

Rockland 

St.  Lawrence.  . 

Saratoga 

Schenectady . . 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

Warren 

Washington. . . 

Wayne 

Westchester . . 

Wyoming 

Yates 


MEMBERSHIP  AS  OF  NOVEMBER  1,  1957-24,414 


President 

Albert  Vander  Veer,  2nd. . . Albany 


Kurt  Zinner Wellsville 

Joseph  P.  Alvich Bronx 

James  L.  Palmer Binghamton 

Robert  D.  Kelsey Franklin ville 

Roland  J.  Walker Auburn 

Albert  W.  Rappole Jamestown 

Earle  G.  Ridall Elmira 

Hugh  D.  Black Norwich 

Edward  Siegel Plattsburgh 

Gene  S.  Rogati Warren 

Robert  T.  Corey Valatie 

Marvin  L.  Huyck Walton 

Frank  A.  Gagan Poughkeepsie 

Matthew  L.  Carden Buffalo 

Albert  L.  Hayes Willsboro 

Carl  G.  Merkel Saranac  Lake 

Joseph  J.  Thompson.  . . Gloversville 

Joseph  F.  Krawczyk Batavia 

Curtis  Lacy Catskill 

Robert  C.  Ashley Little  Falls 

Thomas  N.  Sickels Watertown 

John  J.  Flynn Brooklyn 

Edgar  O.  Boggs Lowville 

Robert  A.  Wise Sonyea 

Willis  E.  Hammond Earlville 

Michael  J.  Crino Rochester 

Max  L.  Dreyfuss Amsterdam 

Ralph  S.  Emerson.  . Roslyn  Heights 

Philip  D.  Allen New  York 

H.  Braden  Fitz-Gerald.  . . Lockport 

A.  G.  Jaroszewicz Utica 

Charles  A.  Gwynn Syracuse 

Osbern  P.  Wilson Phelps 

Chas.  S.  Me  William Newburgh 

Kenneth  J.  Clark Medina 

Harold  J.  LaTulip Oswego 

James  Bordley,  III. . . .Cooperstown 

Robert  C.  Eliot Brewster 

George  J.  Lawrence,  Jr. . . Flushing 

Marshall  W.  Quandt Troy 

Charles  L.  Reigi Staten  Island 

Robert  L.  Yeager Pomona 

Louis  J.  Benton Ogdensburg 

R.  E.  Rockwell.  . .Saratoga  Springs 

Ralph  E.  Isabella Schenectady 

R.  J.  Shelmandine. . Sharon  Springs 
James  J.  Norton.  . . .Montour  Falls 

Jack  Hammond Willard 

John  R.  Kuhl Hammondsport 

David  J.  Wexler Islip  Terrace 

Lee  R.  Tompkins Liberty 

Paul  E.  Zoltowski Waverly 

C.  Douglas  Darling Ithaca 

Lester  A.  Sonking Saugerties 

Jesse  S.  Parker Glens  Falls 

Howard  H.  Romack ...  Cambridge 

Thomas  C.  Hobbie Sodus 

John  N.  Dill Yonkers 

James  D.  Norris .Warsaw 

Bernard  S.  Strait Penn  Yan 


Secretary 


Jay  D.  Mann Albany 

George  E.  Taylor,  Jr Cuba 

Frank  LaGattuta Bronx 

John  H.  Ford,  Jr Binghamton 

Robert  D.  Davis Olean 

Ralph  W.  Getty Auburn 

Edgar  Bieber Dunkirk 

Robert  E.  Good Elmira 

Oscar  Schlesinger South  Otselic 

Harold  Singer Plattsburgh 

Roger  C.  Bliss Hudson 

Lawrence  Z.  Shultzaberger.  Cortland 

Philip  Hust Sidney 

Reuben  T.  Lapidus. . .Poughkeepsie 

Lois  J.  Plummer Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

John  W.  Esper Gloversville 

Sawyer  A.  Glidden Batavia 

Hans  W.  Leeds Catskill 

Mary  K.  Irving Little  Falls 

Charles  A.  Prudhon.  . . . Watertown 

Warren  A.  Lapp Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Felix  Ottaviano Oneida 

James  E.  Segerson Rochester 

Julius  Schiller Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

John  T.  Donovan,  Jr Lockport 

William  E.  Allison Camden 

Robert  F.  McMahon Syracuse 

James  A.  Stringham ..  Canandaigua 

Earl  C.  Waterbury Newburgh 

Arnold  O.  Riley Holley 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Howard  S.  Morrow Carmel 

Monroe  M.  Broad Jamaica 

John  J.  Keenan Troy 

John  J.  Sibley Staten  Island 

Leo  G.  Weishaar,  Jr Pomona 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  Saratoga  Springs 

Joseph  B.  Cortesi Schenectady 

Donald  R.  Lyon Middleburg 

William  F.  Tague. . . .Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Benjamin  L.  Feuerstein.  .Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Noah  J.  Kassman Ithaca 

Herbert  F.  Schwartz Kingston 

Richard  A.  Hughes Glens  Falls 

Newton  Krumdieck Cambridge 

Leman  W.  Potter Newark 

Charles  M.  Brane Yonkers 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 


Treasurer 

Frances  E.  Vosburgh Albany 

S.  I.  McMillen Houghton 

Walter  Einhorn Bronx 

Alden  K.  Boyd Binghamton 

Ruth  R.  Knoblock.  . . Little  Valley 

Bernard  J.  Hartnett Auburn 

C.  Otto  Lindbeck Jamestown 

William  M.  Kelly Elmira 

Oscar  Schlesinger South  Otselic 

William  L.  Ladue Plattsburgh 

Roger  C.  Bliss Hudson 

C.  Franklin  Sornberger.  .. Cortland 

Philip  Hust Sidney 

Philip  V.  Buckley.  . . .Poughkeepsie 

W.  Thornton  Zindahl Buffalo 

James  E.  Glavin Port  Henry 

Daisy  H.  Van  Dyke Malone 

Arthur  Howard Johnston 

Emil  Kimaid Le  Roy 

Mahlon  H.  Atkinson Catskill 

Mary  K.  Irving Little  Falls 

Lawrence  E.  Henderson.  Watertown 

James  L.  O'Leary Brooklyn 

William  S.  Reed Lowville 

G.  Emerson  Learn.  . .Mount  Morris 

Gareth  S.  West Chittenango 

George  R.  Bodon Rochester 

Robert  W.  Dunlap,  Jr..  .Amsterdam 

Joseph  G.  Zimring Long  Beach 

George  W.  Fish New  York 

Robert  D.  Glennie,  Jr. .Niagara  Falls 

Robert  H.  Cross Utica 

Albert  W.  Van  Ness Syracuse 

James  A.  Stringham.  Canandaigua 

Earl  C.  Waterbury Newburgh 

James  G.  Parke Albion 

John  S.  Puzauskas Oswego 

William  H.  Mook Cooperstown 

Eugene  J.  Lusardi Cold  Spring 

Anthony  A.  Mira Forest  Hills 

William  B.  McDonald Troy 

Waddie  R.  Procci.  . . .Staten  Island 

Marjorie  R.  Hopper Nyack 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

George  A.  Gilbert Schenectady 

Duncan  L.  Best Middleburg 

William  F.  Tague.  . .Montour  Falls 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

John  J.  Murphy Bay  Shore 

Deming  S.  Payne Liberty 

Corbet  S.  Johnson Waverly 

Murray  P.  George Ithaca 

Herbert  B.  Johnson Kingston 

Richard  C.  Batt Glens  Falls 

Roy  E.  Borrowman . . . Fort  Edward 

Leman  W.  Potter Newark 

Arthur  H.  Diedrick.  . .Port  Chester 

Newland  W.  Fountain Warsaw 

Paul  C.  Johnson Penn  Yan 
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Dexamyl*  smoothly  and  subtly  restores  a sense 
of  serenity,  security,  well-being  and  self-esteem. 
(And,  in  most  cases,  little  else  is  required.) 

A combination  of  dextro-amphetamine  sulfate, 
S.K.F.,  and  amobarbital, ‘Dexamyl’  is  available  as 
tablets,  elixir  and  Spansulet  capsules.  Made  only 
by  Smith,  Kline  & French  Laboratories,  Phila. 


ri 

f 

I 


* 


*T.M.  Reg.  U.S.  Pat.  Off. 

fT.M.  Reg.  U.S.  Pat.  Off.  for  sustained  release  capsules,  S.K.F. 


Your  difficult  rheumatic  patient. 


(M 


through  effective  relief  and  rehabilitation 


For  the  patient 
who  requires  steroids 

PABALATE®-HC 

(PABALATE  WITH  HYDROCORTISONE) 


For  the  patient  who  does  not  require  steroids 


PABALATE® 

Reciprocally  acting  nonster- 
oid antirheumatics  . . . more 
effective  than  salicylate  alone. 

In  each  enteric-coated  tablet: 

Sodium  salicylate  U.S.P 0.3  Gm.  (5  gr.) 

Sodium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


or  for  the  patient 
who  should  avoid  sodium 

PABALATE® -Sodium  Free 

Pabalate,  with  sodium  salts 

replaced  by  potassium  salts. 

In  each  enteric-coated  tablet: 

Potassium  salicylate 0.3  Gm.  (5  gr.) 

Potassium 

para-aminobenzoate  0.3  Gm.  (5  gr.) 

Ascorbic  acid 50.0  mg. 


Comprehensive  synergistic 
combination  of  steroid  and 
nonsteroid  antirheumatics . . . 
full  hormone  effects  on  low 
hormone  dosage  . . . satisfac- 
tory remission  of  rheumatic 
symptoms  in  85%  of  patients 
tested. 

In  each  enteric-coated  tablet: 


Hydrocortisone  (alcohol) 2.5  mg. 

Potassium  salicylate 0.3  Gm. 

Potassium  para-aminobenzoate..  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


PABALATE  E3  PABALATE-HC 


For  steroid  or  non-steroid  therapy:  SAFE  DEPENDABLE  ECONOMICAL 
A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  • Ethical  Pharmaceuticals  of  Merit  since  1878 


HALF-TIME  PSYCHIATRISTS  wanted.  Salary  up  to 
$6000.  Unusual  opportunity  for  doctors  who  are  interested 
and  qualified  to  work  with  juveniles.  Inquire  Domestic 
Relations  Court,  135  East  22nd  Street.  Telephone:  A1  4-1900, 
extension  56. 


WANTED 


Partner  to  busy  general  practitioner  in  Brooklyn.  Will  re- 
tire soon.  Box  670,  N.  Y.  St.  Jr.  Med. 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg. 
M.D.,  Director;  Est  20  yrs.  for  the  collection  of  delinquent 
medical  accounts;  Rates  on  accounts  over  $25.00— H- 
80  West  Kingsbridge  Rd.,  New  York  68.  N.  Y.  CY-8-8267. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/»  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg.  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  H04-1100. 


POSITION  WANTED 


Obstetrician-Gynecologist,  board  eligible,  age  34.  family. 
Desires  relocation  with  group  or  individual  opportunity. 
Box  665.  N.  Y.  St.  Jr.  Med. 


WANTED 


ACTIVE  GENERAL  PRACTICE  PREFER  MANHAT- 
TAN OR  BRONX.  CALL  MUryhil  9-1562,  9 A.M.  to  6 
P.M. 


Board  Internist  F.A.C.P.  with  numerous  other  activities 
seeks  Internist  to  associate  and  or  take  over  Central  Nassau 
County  practice,  and  one-third  interest  in  small  professional 
building  Box  667,  X.  Y.  St.  Jr.  Med. 


Experienced  physician  board  eligible  in  internal  medicine 
seeks  part  time  position  with  a physician,  industry  in  the 
Metropolitan  Area.  Box  668,  N.  Y.  St.  Jr.  Med. 


Internist  and  Pediatrician  Wanted,  board  certified  or  board 
eligible,  wanted  as  associate  by  growing  medical  group  in 
Long  Island,  commuting  distance  from  New  York.  Write: 
Dr.  Peter  Rogatz.  East  Nassau  Medical  Group,  350  South 
Broadway.  Hicksville.  N.  Y. 


FOR  RENT 


Professional  office  and/or  residence,  Cypress  Hills,  Brooklyn. 
Ideal  for  specialist,  ophthalmology  ENT  etc.  Transporta- 
tion & shopping  close.  APplegate  7-0991. 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet:  24  hour  telephone 
service  included.  Call  ULSTER  5-3767. 


FOR  RENT 


Fully  equipped  medical  office,  full  or  part  time  in  air  condi- 
tioned professional  building  in  central  Long  Island.  Call 
ULSTER  5-4463,  Monday,  Friday,  or  Saturday  9:00  A.M.- 
12:00. 


PRACTICE  FOR  SALE 


Active  established  general  practice  completely  equipped 
office,  Brooklyn,  off  Bushwick  Avenue,  will  sell  home  if 
desired.  Specializing.  Box  657,  N.  Y.  St.  Jr.  Med. 


FOR  SALE  OR  RENT 


Due  to  illness,  flourishing  general  practice  in  industrial 
city  75,000 — Albany  area  comprising  fully  equipped  office 
and  living  quarters  in  two-story  brick  building.  Box  658, 
X.  Y.  St.  Jr.  Med. 


PSYCHIATRISTS  and  PHYSICIANS 

CHALLENGING  OPPORTUNITIES 

in  California’s  unprecedented  mental  health  and 
rehabilitation  programs! 

Choose  from  among  26  State-operated  facilities  in  as 
many  locations.  Employment  interviews  twice  monthly 
in  San  Francisco  and  Los  Angeles.  Interviews  in 
November  in  New  York,  Chicago  and  Denver.  No 
written  examination  required.  Three  salary  groups: 
S950— S1050  a month,  SlOOO-SllOO  a month,  S1100— 
S1200  a month  Annual  merit  increases  ...  Liberal 
retirement  plan.  . and  other  benefits:  Write 

Medical  Recruitment  Unit  State  Personnel  Board,  Box 
B 801  Capitol  Avenue  Sacramento,  California 


BUtterfield  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
iKj  DAY  and  NIGHT  SERVICE 

YALE  REGISTRY  FOR  NURSES 

AGENCY  

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“SPECIALIZING  IN  HOME  NURSING" 
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CLASSIFIED  ADVERTISING 


ASSISTANT  WANTED 


Assistant,  full-time,  for  busy,  interesting  mid-town  Manhat- 
tan practice.  Short-time  or  permanent.  Box  656,  N.  Y. 
St.  Jr.  Med. 


POSITIONS  OPEN 


The  out-patient  department  of  large  voluntary  Manhattan 
hospital  has  vacancies  on  its  Rheumatology  and  Arthritis 
Staff,  afternoon  sessions,  opportunities  for  ward  service 
available  and  for  training  in  Rheumatic  disorders  and  the  use 
of  current  procedures.  Physicians  interested  apply  to  Box 
666,  N.  Y.  St.  Jr.  Med. 


Professional  suite;  waiting  room,  office,  examining  room, 
bath;  modern  garden  apartment  building,  Laurelton, 
Queens,  available  June  1,  1958,  $90,  LA  7-9040. 


WANTED 


Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659,  N.  Y.  St.  Jr.  Med. 


WANTED 


Two  men  to  take  over  well  established  general  practice 
within  commuting  distance  of  New  York  City.  Box  663, 
N.  Y.  St.  Jr.  Med. 


WANTED 


Assistant  for  well  established  general  practice  of  over  30 
years,  within  commuting  distance  of  New  York  City.  Box 
662,  N.  Y.  St.  Jr.  Med. 


Northern  New  York  Community  needs  general  practi- 
tioner. Industrial,  farm,  vacation  area.  3000  population 
area.  Doctor  left  to  specialize;  had  grossed  $35  to  $50,000 
yearly.  Nearest  physician  13  miles.  Nursing  home,  school, 
local  health  officer  open.  Hospitals  nearby.  Pharmacy  in 
village.  Write  Box  127,  Citizens  Committee,  Antwerp, 
N.  Y. 


POSITION  WANTED 


Internist  certified,  33 ; University  trained  and  currently  on 
faculty.  Has  had  experience  in  private  practice,  Industrial 
Medicine.  Desires  association  with  Hospital,  Clinic  or 
Individual;  N.Y..  Pa.,  Conn.,  N.J.  Military  service  Com- 
pleted. Box  664,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr. 


FOR  SALE 


Picker  XRAY  Unit  125KV300MA  Transformer.  Stationary 
200MA  Xray  Tube  Leadscreen  Cassetts  Filing  Cabinet 
Illuminator.  Excellent  Condition.  Illness.  Dr.  Wyser, 
6 Church  St.,  Ossining,  N.  Y.  Tel.  2-0122. 


HOUSE  FOR  SALE  OR  RENT 


MASSAPEQUA,  choice,  AAA  top,  large  professional  office 
and  luxury  home,  corner,  major  thoroughfare,  golden  oppor- 
tunity— doctor,  sacrifice,  owner  Stechel,  Li  1-9340. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


Active  Practice;  general  and  minor  surgery,  major  surgery, 
if  desired.  Compensation  and  Insurance.  Two  open  hospi- 
tals. Good  income.  Beautiful,  spacious  home  and  grounds. 
Office  fully  equipped.  Schools.  Sports.  N.  Y.  State.  Box 
599,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Available  immediately  established  physician’s  home-office 
beautiful  9 rooms,  3 baths  ideal  location  Nassau  County 
excellent  opportunity.  Box  630,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Apartment  building,  office  on  first  floor,  on  main  street. 
Practice  free  with  purchase  of  property,  physician  recently 
left  to  practice  in  distant  state.  Good  return  on  investment. 
$25,000  See  Mrs.  Hoffeld,  38  First  St.,  Troy,  N.Y.  or  call 
Ashley  4-4221. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  practice,  income  over  $40,000.  Within  commuting 
distance  of  New  York  City.  Box  661,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  rural  and  resort  general  practice  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  Low 
overhead;  leaving  to  specialize;  for  value  of  Real  Estate  and 
Equipment,  Write  Box  660,  N.  Y.  St.  Jr.  Med. 


Ideal  for  Physician — custom  built  corner  ranch  house,  7 
rooms,  2 baths.  Centrally  located  5 towns  area  of  Nassau 
County.  No  physician  in  vicinity.  $35,000.  Lynbrook, 
New  York — Lynbrook  9-8821. 
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My  patients  complain  that 
the  pain  tablets  I prescribe 
are  too  slow-acting . . . 
they  usually  take  about 
30  to  4-0  minutes  to  work. 

Why  don’t  you  try 
the  new  analgesic 
that  gives  faster, 
longer-lasting  pain  relief? 

What  is  it .. . 
hoic  fast  does  it  act? 

It’s  Percodan®—  relieves  pain 
in  5 to  25  minutes , 
with  a single  dose 
Basting  6 hours  or  longer. 

How  about  side  effects? 

No  problem.  For  example, 
the  incidence  of  constipation 
with  Percodan*  is  rare. 

Sounds  worth  trying 
what? 8 the  average  adidt  dose? 

One  tablet  every  6 hours. 

That’s  all. 

Where  can  I get 
literature  on  Percodan? 

Just  ask  your  Endo  detailman 
or  write  to: 


CLINICAL 

COLLOQUY 


Quid 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


U.  S.  Pat.  2.628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
honiatropine,  plus  APC.  May  be  habit-forming:.  Available  througrh  all  pharmacies. 


for  a spastic  gut 


* Spastic  conditions  of  abdominal 
viscera  can  be  promptly  relaxed  with  Trasentine®-Phenobarbital . 
It  acts  both  on  smooth  muscle  and  parasympathetic  nerves;  it  has 
a direct  anesthetic  effect  on  gastrointestinal  mucosa;  it  calms  the 
patient  as  a whole.  You  can  prescribe  Trasentine-Phenobarbital  to 
alleviate  pain  and  spasm  in  ulcers,  colitis,  cholecystitis,  pyloro- 
spasm,  ureteral  colic  or  dysmenorrhea.  Tablets  (yellow,  coated) , 
each  containing  50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital . C I B ASummit,  N.J. 
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Robitussin  has  v| 

proved  “most 
satisfactory”  in 
markedly  reducing 
the  frequency  and 
severity  of  paroxysms 
of  coughing12. . .“signifi- 
cantly superior”  to  other 
standard  expectorants,  both 
in  clinical  improvement 
and  in  patient  acceptance... 
“the  effective  cough 


Robitussin  ■§ 
or  Robitussin*  A-C 


Robitussin  with  Antihistamine  and  Codeine 


• Mobilizes  edema... prevents  fluid  accumulation  • 6-12 
hour  diuresis  on  a single,  oral  dose  • No  cumulative 
effects,  excretion  within  12-14  hours  With  These  "Extra” 
Patient  Benefits  • Oral  dosage  • Convenience  of 
daytime  diuresis,  nighttime  rest  • Virtually  no  serious 
side  effects  • Economical 


DIAMOX  is  outstandingly  effective  in  a vari- 
ety of  conditions:  cardiac  edema,  glaucoma, 
epilepsy,  toxemia  of  pregnancy,  obesity  with 
edema,  premenstrual  tension. 


LEDERLE  LABORATORIES 

♦Reg.  U.  S.  Pat.  Off. 


Acetazolamide  Lederle 

DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL 


RIVER,  NEW  YORK 
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now  . . care  of  the  man 
rather  than  merely  his  stomach”1 


Miltown®  anticholinergic 


prescribe 
1 tablet  t.i.d.  at 
mealtime  and 
2 at  bedtime. 


Formula : 


Miltown®  (meprobamate) 

400  mg.  ( 2 - methyl  -2  - n- 
propyl-1,  3- propanediol 
dicarbamate) 

U.  S.  Patent  2,724,720 
tridihexethyl  iodide  25  mg. 
(3-diethylamino  - 1- cyclohexyl  - 
1 - phenyl  - 1 - propanol -etbiodide) 


1.  Wolf  & Wolff,  Human  Gastric  Function 


WALLACE  LABORATORIES  New  Brunswick.  N.  J. 


controls 

gastrointestinal  dysfunction 

at  cerebral  ancf  peripheral  levels 

(ranquilization  without 
barbiturate  loginess 

spasmolysis  without 

a-like  side  effects 


• gastric  ulcer  • intestinal  colic 
spastic  and  irritable  colon  • ileitis  • esophageal  spasm 
G.  I.  symptoms  of  anxiety  states 


Literature,  samples,  and 
personally  imprinted  peptSc  tdaor 
diet  booklets  on  reqvesL 
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in  acne 


“results  were  uniformly  encouraging”1 


® 

Sudsing , 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.:  GP,  14: 86,  Nov.,  1956. 
pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 
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In  Angina  Pectoris 

The  Attacks  Lessen  and 
The  Patient  Loses  His  Fear 


Peotoxylon 

ll  fi  r>  ach  long-acting  tablet  provides  the  sustained  coronary  vaso- 
| irS^r — ^ dilating  effect  of  10  mg.  pentaerythritol  tetranitrate  (PETN) 
as  well  as  the  tranquilizing,  anxiety-relieving  and  pulse-nor- 
malizing action  of  0.5  mg.  Rauwiloid®  (alseroxylon). 


Dosage:  One  to  two  tablets 
q.i.d.  before  meals 
and  on  retiring. 


• Reduces  incidence  of  attacks 

• Reduces  severity  of  attacks 

• Reduces  or  abolishes  need  for 
fast-acting  vasodilating  drugs 

• Reduces  tachycardia 

• Reduces  blood  pressure  in  hyper- 
tensives, not  in  normotensives 

• Increases  exercise  tolerance 

• Produces  demonstrable  ECG 
improvement 

• Exceptionally  well  tolerated 

• Minimal  side  actions 
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PHENAPHEN  PLUS 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 Vz  gr.)  . 162.0  mg. 
Phenobarbital  (V4  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 
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Since  1950... an  outstanding  record  of 
continuing  clinical  success  in  the  treat- 
ment of  infectious  diseases  Year  after  year, , Terramycin  con- 

tinues  to  hold  its  enviable  reputa- 
tion for  reliable  performance  in 
the  treatment  of  a wide  variety  of 
infections.  In  the  ever-growing 
literature  on  its  clinical  success, 
Terramycin  stands  firmly  on  its 
record  for  broad-spectrum  effi- 
cacy with  safety. 

TERRAMYCIN 


BRAND  OF  OXYTETRACYCLINE 


clinical  efficacy  further  confirmed 


r 


1957 


In  a controlled  trial  for  a period 
of  a year  at  seven  centers,  in  pa- 
tients with  severe  bronchiectasis, 
Terramycin  was  “.  . . beneficial 
and  was  more  effective  than  oral 
penicillin.  ...  A more  pronounced 
effect  in  the  [Terramycin]  group 
was  observed  in  the  reduction  of 
disability  expressed  by  the  num- 
ber of  days  confined  to  bed.  . . . 
The  characteristic  symptoms  of 
bronchiectasis  can  be  modified 
and  the  natural  history  of  the 
disease  influenced  whilst  [Terra- 
mycin] therapy  is  maintained.”1 

1957 

In  Pertussis:  “Continued  satis- 
factory results  have  been  main- 
tained with  [Terramycin] The 

present  routine  management  of 
these  cases  consists  of  a 10  day 
course  of  [Terramycin]  . . . and 


during  the  last  six  years,  chiefly 
with  the  use  of  oxytetracycline, 
the  mortality  has  been  re- 
duced. . . ,”2 

1957 

Terramycin  “.  . . used  with  suc- 
cess”3 in  staphylococcal  pneumo- 
nia and  empyema. 

Available  in  a well-tolerated  dos- 
age form  to  cope  with  every  need 
of  broad-spectrum  therapy:  Cap- 
sules, tablets,  taste-tempting 
liquid  mixtures,  special  prepara- 
tions for  parenteral,  topical  and 
ophthalmic  use,  Terrabon®  and 
Terrabon  Pediatric  Drops. 

1.  Darke,  C.  S.,  and  Knowelden,  J. : Brit. 
M.  J.  2:255  (Aug.  3)  1957.  2.  Williams,  S. : 
Antibiotics  Annual  1956-1957,  New  York, 
Medical  Encyclopedia,  Inc.,  1957,  p.  316.  3. 
Forbes,  G.  B.,  and  Emerson,  G.  L. : Pediatric 
Clinics  of  North  America,  Philadelphia, 
W.  B.  Saunders  Co.,  1957,  p.  215. 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
World  leader  in  antibiotic  development  and  production 


THE  MOUNT  SINAI  HOSPITAL 

New  York  29,  New  York 

POSTGRADUATE  COURSES  IN 
CLINICAL  MEDICINE 

given  in  affiliation  with 

COLUMBIA  UNIVERSITY 


JANUARY  through  JUNE,  1958 


Part-time  Courses  of  varying  Length 

Opening  Dates 

Physiology  of  the  Digestive  Tract January  8 

Psychiatry:  Recognition  and  Practical  Management  of 

Psychiatric  Problems  for  the  Physician  and  Surgeon 

January  13 

Surgical  Pathology January  18 

Clinical  Cardiology February  4 

Heart  Disease  and  Circulatory  Dynamics February  18 

Laboratory  Methods  in  Hematology February  24 

Roentgen  Diagnosis  of  Lesions  of  the  Gastrointestinal  Tract 

March  3 

Radiology  of  the  Chest March  17 

Differential  Diagnosis  in  Radiology  of  the  Chest March  31 

Laboratory  Methods  in  Blood  Banks April  1 


Intensive  Courses  (daily) 

Electrocardiography January  13  (10  days:  9-12) 

Recent  Advances  in  Cardiovascular  Disease 

January  27  (10  days:  9-12) 

Clinical  Neurology March  31  (5  days:  10-5) 

Gastroenterology April  7 (5  days:  9-5) 


Courses  for  Specialists 

(A)  Indirect  Laryngoscopy  and  Voice  Rehabilitation 

February  10  (3  days:  9-5) 

(B)  Audiology February  13  (3  days:  9—5) 

Note:  (A)  and  (B)  may  be  taken  together  or  as  two  separate 

courses 

Mobilization  of  Stapes March  10  (15  days:  9-5) 

Histopathology  of  the  Eye April  2 

Trans-meatal  (Endaural)  Surgery April  7 (10  days:  1-6) 

Radium  Therapy May  6 

Clinical  Use  of  Radioactive  Isotopes June  2 (20  days:  9-5) 

Rhinoplasty  and  Otoplasty July  12  (2  weeks,  full-time) 


Courses  of  which  Dates  are  to  be  Arranged 

Use  of  Radioactive  Iodine March  through  May 

Radiotherapy  (a  full-time  six-month  or  tweleve-month  course) 


For  application  forms  and  information,  address  the  Registrar  for 
Postgraduate  Medical  Instruction,  The  Mount  Sinai  Hospital, 
Fifth  Avenue  at  One-hundredth  Street,  New  York  29,  N.  Y. 


INDEX  TO  ADVERTISED  PRODUCTS 


A-C-K-  Buffered  (G.  F.  Harvey  Company) 3581 

Aspirin  (The  Bayer  Company) 3709 

Ataraxoid  (Pfizer  Laboratories,  Div.  Chas  Pfizer  & 

Co.) 3597 

Bentyl  (Wm.  S.  Merrell  Company) 2nd  cover 

Calcidrine  (Abbott  Laboratories) 3586,  3604 

Calmitol  (Thos.  Leeming  & Company,  Inc.) ’ 3572 

Chloromycetin  (Parke,  Davis  & Co.) 3585 

Colace  (Mead  Johnson  & Company)  . ,4th  cover 

Dactil  (Lakeside  Labs.,  Inc.) 3614 

Darvon  (Eli  Lilly  & Company) 3602-3603 

Desitin  (Desitin  Chemical  Company) 3715 

Diamox  (Lederle  Laboratories,  Div.  American  Cyana- 

mid  Company) 3569 

Dimetane  (A.  H.  Robins  Co.  Inc.) 3598-3599 

Empirin  Compound  (Burroughs  Wellcome  & Co. 

Inc.) 3742 

Expasmus  (Martin  H.  Smith  Co.) 3731 

Flexin  (Me  Neil  Laboratories,  Inc.) 3600 

Gantrisin  (Roche  Laboratories,  Div.  Hoffmann-La 

Roche  Inc.) Between  3590-3591 

Globin  Insulin  (Burroughs  Wellcome  & Co.) 3723 

Hydeltra-T.B.A.  (Merck  Sharp  & Dohme)  (Div. 

Merck  & Co.  Inc.) 3583 

Hydrolamins  (Lewal  Pharmaceutical  Co.) 3588 

Lipan  (Spirt  & Co.  Inc.) 3590 

Medihaler-EPI  (Riker  Laboratories,  Inc.) 3738 

Medrol  (The  Upjohn  Company) 3740 

Metamucil  (G.  D.  Searle  & Co.) 3613 

Meticorten  (Schering  Corporation) 3595 

Milpath  (Wallace  Laboratories) 3571 

Milprem  (Wallace  Labs.) Between  3582-3583 

Miltown  (Wallace  Labs.) Between  3582-3583 

Nostyn  (Ames  Company,  Inc.) 3rd  cover 

Novahistine  (Pitman-Moore  Co.) 3728,  3729, 3730 

Nucarpon  (Standard  Pharmaceutical  Co.) 3721 

Pathibamate  (Lederle  Laboratories,  Div.  American 

Cyanamid  Co.) 3583.  3590,  3731,  3734,  3739 

Pentoxylon  (Riker  Laboratories,  Inc.) 3575 

Peri-Colace  (Mead  Johnson  & Co.) 4th  cover 

pHisoHex  (Winthrop  Laboratories) 3573 

Phenaphen  Plus  (A.  H.  Robins  Co.  Inc.) . 3577,  3731,  3734 

Piptal  (Lakeside  Labs,  Inc.) 3614 

Preceptin  (Ortho  Pharmaceutical  Corp.) . ...  3601 

Preludin  (Geigy  Pharmaceuticals) 3605 

Presto-Boro  (Standard  Pharmaceutical  Co.) 3721 

Protamide  (Sherman  Laboratories) 3582 

Robitussin,  or  Robitussin  A.  C.  (A.  H.  Robins  Co. 

Inc.) 3568 

Romilar-CF  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) 

Sus-Phrine  (Brewer  <fe  Company,  Inc.) 

Terramycin  (Pfizer  Laboratories,  Div.  Chas  Pfizer  & 


Co.). 


Tetrazets  (Merck,  Sharp  & Dohme,  Div  Merck  & 

Co.,  Inc.) 

Trasentine  Phenobarbital  (Ciba  Pharmaceutical  Prod- 
ucts, Inc.) 

Trico  Furon  (Eaton  Laboratories) 3592 

Tridal  (Lakeside  Labs,  Inc.) 

Tryptar  (Amour  Laboratories) 

Unitensen  (Irwin,  Neisler&  Co.) . . 

Vagisec  (Julius Schmid  Inc) 

V-Cillin  K (Eli  Lilly  & Company) 

Viterra  (J.  B.  Roerig  & Company) 

Vi  Penta  (Roche  Laboratories,  Div.  Hoffmann-La 
Roche  Inc.) 


3707 

3596 

3579 

3594 

3567 

3593 

3614 

3591 

3735 

3717 

3606 

3584 

3719 


Dietary  Foods 

Goats  Milk  (Jackson-Mitchell  Pharmaceuticals,  Inc) . 3589 

Hi-Pro  (Jackson-Mitchell  Pharmaceuticals,  Inc) 3587 

Junket  (Junket  Brand  Foods) 3721 , 3727,  3732 

Karo  (Corn  Products  Co.) 3713 

Gelatine  (Chas.  B.  Knox  Gelatine  Co.) 3736-3737 


Miscellaneous 

Wine  (WTine  Advisory  Board) 3711 

Whisky  (Canada  Dry  Ginger  Ale.) 3727 
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CORTISONE  RESULTS 


F3CT: 


Recent  studies1,2  show  that,  in  inflammatory  disease,  high-level 
aspirin  dosage  produces  effective  results  comparable  to  corti- 
sone. BUT  . . . massive  doses  of  aspirin  may  alter  prothrombin 
levels  and,  with  ACTH-like  action,  cause  a depletion  of  Vitamin 
C.3  Link4  was  first  to  demonstrate  that  both  side  actions  of 
aspirin  may  result  in  hemorrhage. 


Adequate  vitamin  C and  vitamin  K should  always  accom- 
pany high-level  aspirin  dosage. 


a-C-K*  BUFFERED  combines  Aspirin  with  Vitamins  C 

and  K to  guard  against  hemorrhagic  tendencies  with  therapeutic 
aspirin  dosage. 


F7ICT: 


Three  to  ten  per  cent  of  the  population  exhibits  gastric  intol- 
erance to  even  ordinary  aspirin  dosage.5,6  Arthritics  may  be 
even  more  prone  to  gastric  upset.7 


Especially  in  therapeutic  dosage,  an  acid-neutralizing  agent 
provides  a safeguard  to  patients  who  tolerate  aspirin  poorly. 


yl-C-K  BUFFERED  supplies  Calcium  Carbonate,  a su- 
perior buffering  agent  to  assure  satisfactory  intake. 


Available  in  yellow  and  white  two-layered  tablets,  in  bottles  of  100  and 
1000.  Each  tablet  contains:  Acetylsalicylic  Acid  — 333  mg.  (5  gr.); 
Ascorbic  Acid  — 33.3  mg.  (V2  gr.);  Menadione  — 0.33  mg.  ( 1/200  gr.); 
Calcium  Carbonate— 60  mg.  (1  gr.).  A development  of  the  Wisconsin 
Alumni  Research  Foundation. 


Bibliography : 1.  Busse,  Edwin  A.:  Clinical  Medicine  2:1105  (Nov.)  1955.  2.  Brit. 
M.  J.  1:1223  (May)  1954.  3.  Segard,  Christian  P.:  Med.  Times  81:41  (Jan.)  1953. 
4.  Link,  Karl  P.:  Chi.  Med,  Soc.  Bull.  51:23  (July)  1948.  5.  Ind.  Med.  20:480 
(Oct.)  1951. 6.  J.  Am.  Pharm.  Assoc.,  Sc.  Ed.,  39:21  (Jan.)  1950.  7.  Fremont-Smith, 
Paul:  JAMA  158:386  (June)  1955. 
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Rapid  relief  from  inflammatory  neuritis— which  reduces  the 
cost  of  this  painful  disability  by  permitting  patients  to  resume 
work  quickly— is  described  by  Smith1,2  and  Lehrer  et  al.3  By 
starting  Protamide  in  the  first  week  of  symptoms,  96%  of 
313  patients  recovered  with  only  one  to  four  injections,  short- 
ening the  duration  of  disability  from  weeks  to  just  a few  days.3 

Protamide  is  a sterile  colloidal  tein  reaction  . . . virtually  painless 
solution  prepared  from  animal  on  administration  . . . supplied  in 
gastric  mucosa  . . . free  from  pro-  boxes  of  ten  1.3  cc.  ampuls. 

PROTAMIDE8 


Detroit  11,  Michigan 


1.  Smith,  R.T.:  M.  Clin.  North  America,  March  1957.  2.  Smith,  R.T.:  New  York  Med.  5:16,  1952. 
3.  Lehrer,  H.  W.  et  al.:  Northwest  Med.  75:1249,  1955. 


(Prednisolone  ferf/ory-butylocetote,  Merck) 

for  relief  that  lasts -longer 


in  SPRAINS — 
reduces  tenderness, 
swelling  and 
limitation  of  motion 


Osteoarthritis 
Acute  gouty  arthritis 
Bursitis 
Tendinitis 
Trigger  finger 
Peritendinitis 
Trigger  points 
Tennis  elbow 
Lumbosacral  strain 


Rheumatoid  arthritis 
Frozen  shoulder 
Coccydynia 
Rheumatoid  nodules 
Fibrositis 

Tensor  fascia  lata  syndrome 

Collateral  ligament  strains 

Sprains 

Radiculitis 

Osteochondritis 


Anti-inflammatory 
effect  lasts  longer 
than  that  provided 
by  any  other 
steroid  ester 


Dosage:  the  usual  intra-articular, 
intra-bursal  or  soft  tissue  dose 
ranges  from  20  to  30  mg.  depend- 
ing on  location  and  extent  of 
pathology. 

Supplied:  Suspension  ‘hydeltra’- 
t.b.a. — 20  mg. /cc.  of  predniso- 
lone f^rfi'ary-butylacetate,  in 
5-cc.  vials. 


MERCK  SHARP  ft  DOHME 

DIVISION  OF  MERCK  A CO  .INC. 
PHILADELPHIA  I . PA 
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first... treat  the 


primary  disorder, 
of  course 


add  VITERRA 

, as  a matter  of  course 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your  — and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


New  York  17,  New  York 
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PER  CENT  OF  STRAINS  CLINICALLY  SENSITIVE 


FOR  PERSISTENT  INFECTIONS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


80 

CHLOROMYCETIN  78% 


COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 

•This  graph  is  adapted  from  Waisbren,  B.  A.,  & Strelitzer,  C.  L.  Arch.  Int.  Med.  99:744,  1957.  It  represents  in  vitro  data  obtained  with 
strains  isolated  from  patients  between  the  years  1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected 
on  the  basis  of  usual  clinical  sensitivity. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately or  for  minor  infections  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

* % 

PARKE,  DAVIS  & COMPANY  - DETROIT  32,  MICHI6AN  ; GV. 
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GOLDEN  RULE 
FOR  COUGHS 


A 

little 

calcidrine 

goes 
a long 
way 
to  treat 
a bad 
cough 


CD  ^ 


syrup 

each  30  cc.  represents: 

Dihydrocodeinone  Bitartrate  10  mg.  04  gr.) 

Nembutal®  Sodium 25  mg.  (3/g  gr.) 

Ephedrine  Hydrochloride  . 25  mg.  (3/s  gr.) 
Calcium  Iodide,  anhydrous  910  mg.  (14  grs.) 

®Nembutal— Pentobarbital.  Abbott 


CL&fcytt 


W I'm  Completely 
] Cowed  By  Your 
.Qammy  Balance 


I'm  Assured  of  Growth 
And  Digestive  Control 
WITH  Hi-Pro’S  Balanced 
L Formula 


j protein-low  fat  diets  are 
Hi-Pro.  For  the  premature,  in  diarrheas  or 
erance  feeding  difficulties,  Hi-Pro’s  balanced  formula  a 
high  protein  with  low  fat  and  moderate  carbohydrate  intake. 

Hi-Pro  is  a low  cost,  spray  dried,  specially  processed,  par- 
tially delactosed  whole  and  defatted  cow’s  milk  . . . readily 
digested  and  assimilated.  For  rapid  growth  and  firm  tissue 
turgor,  prescribe  Hi-Pro.  Write  for  samples  and 
information. 

Serving  the  medical  profession  since  1934 

-MITCHELL  Pharmaceuticals 
1 Virginia  Avenue,  Culver 


JACKS 


for  fat 


assures 


furt 
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Whatever  the  Rectal  Pathology  . . . 

Whatever  the  Etiology  . . . 

Whatever  Adjunctive  Measures  are  Needed , . . 


PRURITIC  IRRITATION 


First  neutralize  proteolytic  enzymes1  and  alkaline 
mucosal  drip2,3,4  associated  with  PRURITUS  ANI 

Provide  immediate  and  prolonged  relief  in  a high  percentage 
of  stubborn  cases5  ’ with  the  natural  biochemical  buffer  — 

HYDRO  LAM  INS® 

TOPICAL  AMINO  ACID  PRURITUS  THERAPY 


BEFORE 

Reddened,  fissured  and 
excoriated  perianal  skin, 
and  whitening  of  the  anal 
folds,  accompanied  by  in- 
tense burning  and  itching 
of  3 years’  duration. 


AFTER 

Same  case  after  treat- 
ment with  Hydrolamins. 
Note  healing  of  the  in- 
flamed, fissured  and  ex- 
coriated areas  and  of  the 
whitened  anal  folds. 


Why  Effective  — 

Hydrolamins-pH  around  6 — this  enables  it  to 
buffer  against  the  irritating  alkaline  mucosal 
secretions 2. 3. 4 with  resultant  rapid,  prolonged, 
soothing  neutralization. 

Why  Safe  — 

Biochemical  in  its  composition  and  having  a 
hydrogen-ion  concentration  in  harmony  with 
normal  skin,  Hydrolamins — unlike  steroids  or 
“caine”  type  anesthetics — avoids  treatment  der- 
matitis. Hydrolamins  actually  encourages 
wound  healing. 

Hydrolamins  Indications  Include  — 

Pruritus  ani  and  vulvae  . . . fissures  . . . diaper 
rash  . . . anal  irritations  and  erythemas  . . . 
pruritus  due  to  pinworms  . . . ileostomy  and 
colostomy  irritations  . . . 

1.  Arthur,  R.  P.,  and  Shelley,  W.  B.;  A.M.A.  Archives  of  Derm.  76:296  (Sept.)  1957. 

2.  Ehrlich,  R.:  Am.  J.  Proctol.  7:497  (Dec.)  1956.  3.  Slocumb,  L.  H.:  Am.  J.  Digest.  Dis. 
10:227  (June)  1943.  4.  Bacon,  H.  E.:  Anus-Rectum  Sigmoid  Colon,  Diagnosis  and  Treat- 
ment, Philadelphia,  J.  B.  Lippincott  Co.,  1949.  5.  Bodkin,  L.  G.,  and  Ferguson,  E.  A.,  Jr.: 
Am.  1 Digest.  Dis.  18:59  (Feb.)  1951.  6.  McGivney,  J.:  Texas  J.  Med.  47:770  (Nov.)  1951. 


SUPPLIED:  1 oz.  and  2.5  oz.  tubes. 


LEWAL  PHARMACEUTICAL  COMPANY  Chicago  14,  Illinois 
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artificial  feeding  is  indicated  and  the  infant  is  allergic  to  cow’s  milk, 
goat  milk  is  the  formula  of  choice.  Goat  milk  is  a time  tested,  readily 
digestible  product . . . rich  in  animal  protein  and  accessory  growth  factors. 
Lactose,  the  natural  carbohydrate  of  goat  milk,  promotes  growth  of  an  intestinal 
flora  similar  to  that  of  the  breast-fed  infant  and  aids  in  the  absorption  of 
calcium  salts. 

Nutritionally  equivalent  to  cow’s  milk  in  protein,  carbohydrate  and  fat,  goat 
milk  contains  no  crude  fibers  or  other  extraneous  materials 
which  cause  digestive  upset.  Evaporated  in  14  fluid  oz.  cans, 
powdered  in  14  oz.  cans. 

JACKSON-MITCHELL  Pharmaceuticals,  Inc. 

10401  Virginia  Avenue,  Culver  City,  California 
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LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas : Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I.U. 

Available:  Bottles  180’s,  500’s. 

©Copyright  1956  Spirt  & Co. 


PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 


COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY,  CONN. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  Meprobamate  ( 400  7«g.)the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . "with  PATH  I LON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


"Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Essentially  All  Wounds  Are  Dirty 

In  any  breach  of  skin  surface  Tryptar  Antibiotic 
Ointment  promotes  and  speeds  healing . . . reduces 
inflammation,  edema  and  pain . . . overcomes  odors 
. . . improves  local  circulation . . . softens  crusts . . . 
helps  produce  healthy  granulation  tissue . . . and 
prevents  edema  and  infection. 


FOR  THE  FIRST  TIME,  Tryptar  Antibiotic 
Ointment  combines : 


2 enzymes 


Trypsin 

Chymotrypsin 


for  rapid  digestion 
of  tissue  debris 


2 antibiotics 


Bacitracin 

Polymyxin 


for  rapid  healing 
of  cleaned  wounds 


Safe,  virtually  nonsensitizing,  does  not  affect  living  tis- 
sue. There  are  no  known  contraindications. 


Each  gram  of  Tryptar  Antibiotic  Ointment 
contains: 

Trypsin  (crystalline) 5000  Armour  Units 

Chymotrypsin  (crystalline). . .5000  Armour  Units 

Bacitracin  U.S.P 500  units 

Polymyxin  B Sulfate  U.S.P. . .5000  units 

in  a smooth-flowing  ointment  base 
of  excellent  water  solubility 
Supplied:  in  Vi  oz.  and  2 oz.  tubes. 
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the  treatment  of  VAGINITIS 


TEICO 


VAGINAL  SUPPOSITORIES  AND  POWDER 


Ra] 


a new  specific 
moniliacide 

MICOFUR - 

BRAND  OF  NIFUROXIME 

now  added  to 
the  established 
specific 
trichomonacide 

FUROXONE® 


•Con 

'27? 


Rapid  relief  of  burning  and  itching  often  within  24  hours 


85.4%  CLINICAL  CURES*  in  219  patients  with  either  trichomonal 
vaginitis,  monilial  vaginitis,  or  both*,  remissions  were  secured  in  187. 

71.4%  CULTURAL  CURES1  157  patients  showed  negative  culture 
tests  at  3 month  follow-up  examinations. 


Eliminates  malodor 
Esthetically  acceptable 

Simple  two-step  treatment  swiftly  brings  relief  and 
control  of  vaginal  moniliasis  and  trichomoniasis. 

STEP  1 Office  administration  of  tricofuron  vaginal  powder  improved 
(Micofur  0.5%  anti  5-nitro-2-furaldoxime  and  Furoxone  0.1%  in  an  acidic 
water-soluble  powder  base) . Applied  by  the  physician  at  least  once  a week, 
except  during  menstruation. 

For  easy  insufflation:  plastic  “puffer”  bottle  of  15  Gm.,  supplied 
with  3 sanitary  disposable  tips.  Also  available : glass  bottle  of  30  Gm. 

STEP  2 Continued  home  use  to  maintain  moniliacidal-trichomonacidal  action: 
tricofuron  vaginal  suppositories | improved  (Micofur  0.375%  and  Furoxone 
0.25%  in  a water-miscible  base) . Employed  by  the  patient  each  morning  and 
night  the  first  week  and  each  night  thereafter— through  one  cycle,  especially 
during  the  important  menstrual  days. 

Box  of  12,  each  hermetically  sealed  in  green  foil. 

tCombined  results  of  12  clinical  investigators.  Data  available  on  request. 

*27%  incidence  of  mixed  Trichomonas  and  Candida  (Monilia)  albicans  infection. 

nitrofurans  ...a  new  class  of  antimicrobials  ,, , 
neither  antibiotics  nor  sulfonamides 


EATON  LABORATORIES.  NORWICH.  NEW  YORK 


For  winter  sore  throats,  a more  potent  antibiotic  troche 


BACITRACIN-TYROTHR1CIN-NEOMYCIN-BENZOCAINE  TROCHES 


It’s  the  time  of  year  when  people  crowd  together 
and  sore  throats  spread.  For  these  mixed  bacterial 
throat  infections,  TETRAZETS  troches  provide  con- 
tinuing local  therapy.  The  3 potent  antibiotics  in 
TETRAZETS  have  a low  index  of  toxicity  and  sen- 
sitization. Each  TETRAZETS  troche  contains  zinc 
bacitracin  50  units,  tyrothricin  1 mg.,  neomycin  sul- 
fate 5 mg.,  and  anesthetic  benzocaine  5 mg. 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  a CO  . Inc..  PHILADELPHIA  I.  PA. 


J 


•s 


» 


it 
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thousands  of  physicians 
confirm  daily  in  practice 
the  overwhelming  evidence 
in  hundreds  of  publications 

METICORTEN* 

prednisone 

overwhelmingly  favored  by  physicians  in  rheumatoid 
arthritis  and  bronchial  asthma 

increasingly  favored  by  physicians  in  intractable  hay  fever, 
nephrosis,  disseminated  lupus  erythematosus  and  acute 
rheumatic  fever 


In  bronchial  asthma  therapy — 


prompt  effect, 


SUS-PHRINE 

AQUEOUS  EPINEPHRINE  SUSPENSION  1:200 
for  subcutaneous  injection 


. . . because  of  the  slow  absorption  of  the  portion  in  suspension 
and  rapid  absorption  of  the  portion  in  solution,  numerous  clinical 
reports  emphasize  these  advantages  of  Sus-Phrine  in  the  treat- 
ment of  bronchial  asthma: 

— is  as  prompt  as  the  subcutaneous  aqueous  solution12 
— is  more  prolonged  than  the  intramuscular  oil  suspension2'3 
— is  a simple  subcutaneous  injection3  4 
— may  be  easily  self-administered  by  the  patient2-3 
— well-tolerated  by  children1-3  4 


Supplied  in  5 cc.  vials  and  packages  of  12, 
0.5  cc.  ampuls. 

Reprints  listed  below  and  sample  on  request. 


Brewer  & Company,  Inc.,  Worcester  8,  Massachusetts,  U.S.A. 


1.  Levin,  s.:  J.  Ped.  Clin,  of  N.A.,  7:975  (1954). 

2.  Naterman,  H.L.:  J.  of  Allergy,  20:64  (1953). 

3.  Unger,  A.H.,  and  Unger,  l.:  Ann.  of  Allergy,  70:128  (1952). 

4.  Jenkins,  CM.:  J.  Nat.  Med.  Assn.,  45:120  (1953). 
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In  Arthritic-Rheumatic  Disorders 


CHECK  THE  ADVANTAGES  OF 


! 


the  original 
tranquilizer • 
corticoid 


OVER 

prednisolone  alone  (or  other 
corticoids) 

OVER 

corticoid-salicylate  combinations 

OVER 

other  corticoid-tranquilizer  com- 
binations 

Emotional 

Stabilization 

• • • ATARAX0ID  includes  control 
of  fear,  anxiety 

- - - ATARAX0I0  includes  control 
of  fear,  anxiety 

• - only  ataraxoid  provides  the 
unique,  specific,  consistently 
effective  tranquilizer,  ATARAX 

Clinical 

Control 

t . . tranquilization  enhances 
prednisolone  effect  for  superior 
improvement 

. . . tranquilization  eases  muscle 
tension  (relieving  aching  and 
stiffness)  precludes  anxiety- 
induced  flare-ups 

. . enhanced  corticoid  control 
frequently  superior 

. . . tranquilizer  enhancing  effect 
is  more  consistent 

. . . established  by  outstanding 
results  in  94%  of  919  cases* * 

Dosage 

Levels 

,...  corticoid  requirements  are 
frequently  reduced  by  25-50% 

. . . corticoid  maintenance  levels 
compare  favorably;  often  lower 

...tranquilizer  dosage  levels 
are  the  lowest 

. . . more  consistent  tranquiliza- 
tion often  permits  lower  corti- 
coid dosage 

Toleration 

. . . corticoid  side  effects  are 
significantly  reduced  or  elimi- 
nated 

, . . no  salicylate  side  effects 

...reduced  corticoid  side  effects 
compare  favorably 

...tranquilizer  control  is  the 
safest  — and  free  of  mental 
"fogging” 

. . . reduction  of  corticoid  com- 
plications more  consistent 

Patient 

Management 

» . . tranquilization  greatly  facili- 
tates cooperation 

. . . tranquilization  greatly  facili- 
tates cooperation 

. . . more  consistent,  uncompli- 
cated tranquilization  means 
better  cooperation 

available  as: 


Rtaraxoiil  s.a 

scored  green  tablets,  5.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride-,  bottles  of  30  and  100 


Rtaraxoid  25 

scored  blue  tablets,  2.5  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  30  and  100 

for  greater  flexibility  of  dosage 


Rtaraxoid  in 

scored  orchid  tablets,  1.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  100 


Pfizer  PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York 


* Individual  Case  Reports,  Chas.  Pfizer  & Co.,  Inc. 


why  Dimetane  is  the  best  reason  yet  for  you  to  re- 
examine the  antihistamine  you’re  now  using  » Milligram 

for  milligram,  DIMETANE  'potency  is  unexcelled,  dimetane  has  a therapeutic  index 
unrivaled  by  any  other  antihistamine— a rela- 
tive safety  unexceeded  by  any  other  antihista- 
mine. dimetane,  even  in  very  low  dosage,  has 
been  effective  when  other  antihistamines  have 
failed.  Drowsiness,  other  side  effects  have  been 

at  the  very  minimum.  » unexcelled 

antihistaminic  action 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Excellent 

Good 

Fair 

Negative 

Allergic 

rhinitis  and  vaso 
motor  rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  (3) 

Urticaria  and 
angioneurotic 
edema 

3 

1 

1 

1 

Dizzy  (1) 

Allergic 

dermatitis 

2 

1 

1 

Slight  Drowsiness  (2) 

Bronchial  asthma 
Pruritus 

» 

1 

1 

1 

Tola 

37 

15 

13 

7 

2 

Drowsiness  (5)  90/. 

Dizzy  (1)  10  ** 

a 

hi 


E: 


From  the  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  completed. 


it's  easy  to  remember  Di'metane 


IMETANE®  EXTENTABS®  TABLETS  ELIXIR 


PARABROMDYLAMINE  MALEATE 


EXTENTABS  12  MG., TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 


a blanket  of  allergic  protection,  covering  10-12 
hours— with  just  one  Dimetane  Extentab  » dimetane 

Extentabs  protect  patient  for  10-12  hours  on  one  tablet.  Periods 

of  stress  can  be  easily  handled 


with  supplementary  dimetane 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 


Dosage: 

Adults— One  or  two  U-mg. 
tabs,  or  two  to  four 
teaspoonfuls  Elixir , three  or 
four  times  daily.  One 
Extentab  q.8-12h.  or  twice 
daily.  Children  over  6— One 
tab.  or  two  teaspoonfuls 
Elixir  t.i.d.  or  q.i.d or  one 
Extentab  q.l2h.  Children 
3-6— V2  tab.  or  one 
teaspoonful  Elixir  t.i.d . 


1 m 


A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878  Wf/TT!, 


1 


LUW  DMUI\  MIIN  f 

keep  her  "up  and  about”  with 


Zoxazolamine* 


skeletal  muscle  relaxant 


benefits  80  per  cent  of  patients  Clinically  established  as  an  effective  lissive  age 
Flexin  has  produced  good  to  excellent  results  in  low  back  disorders  in  about  80  per  cent  of  patiej 
treated. '-2  Flexin  may  also  be  expected  to  relieve  muscle-spasm  discomfort  in  a high  percentage! 
patients  with  sprains,  muscle  strains  and  contusions,  fibrositis,  bursitis,  myositis,  and  spondylitj 

supplied  Pink,  enteric  coated  tablets  (250  mg.),  bottles  of  36.  Yellow,  scored  tablets  (250  mg.),  bottles  of  50. 

references  (1)  Settel,  E.:  Am.  Pract.  & Digest  Treat.  8:443,  1957.  (2)  Johnson,  H.  J.,  Jr.:  Am.  Pract.  & Digest  Treat.,  in  press.  (3)  Cou| 
on  Pharmacy  and  Chemistry,  A.M.A.:  New  and  Nonofficial  Remedies,  Philadelphia,  J.  B.  Lippincott  Company,  1957,  p.  508. 


*U.S.  Patent  Pending 


( McNEIIt)  Laboratories,  Inc  • Philadelphia  32,  Pa. 


© • ' y v , : 

simple,  effective  conception  control 


RECEPTIN 

lagincti  ge 


(Dextro  Propoxyphene  Hydrochloride,  Lilly) 

is  a new,  chemically  different  analgesic  developed  in  the  Lilly  Research 
Laboratories.  'Darvon’  is  equally  as  potent  as  codeine  yet  much  better 
tolerated.  Clinically  useful  doses  do  not  produce  euphoria,  tolerance, 
or  physical  dependence.  Side-effects,  such  as  nausea  and  constipation,  are 
minimal.  You  will  find  'Darvon’  of  value  in  any  disease  associated  with  pain. 
'Darvon’  is  available  in  32-mg.  and  65-mg.  pulvules. 

DARVON  COMPOUND 

(Dextro  Propoxyphene  and  Acetylsalicylic  Acid  Compound,  Lilly) 

further  intensifies  analgesic  effectiveness  by  combining  the  analgesic  action 
of  'Darvon’  with  the  antipyretic  and  anti-inflammatory  benefits  of 
'A.S.A.  Compound.’*  It  is  particularly  useful  in  relieving  pain  associated 
with  recurrent  or  chronic  disease,  such  as  neuralgia,  neuritis,  or  arthritis, 
as  well  as  acute  pain  of  traumatic  origin.  In  a study  of  101  patients,  Gruber1 
has  shown  that,  even  after  prolonged  administration,  no  loss  of  analgesic 
potency  occurs  with  'Darvon.’  No  contraindications  have  been  reported. 

Each  Pulvule  ‘Darvon  Compound’  provides: 


' Darvon ' 32  mg. 

Acetophenetidin . ..  162  mg. 

'A.S.A.'  ( Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 


Dosage:  'Darvon  Compound' — 1 or  2 pulvules  every  six  hours  as  needed  for  pain. 

'Darvon' — 32  mg.  every  four  hours  or  65  mg.  every  six  hours  as  needed  for  pain. 

*'A.S.A.  Compound'  ( Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 
1.  Gruber,  C.  M„  Jr.:  J.A.M.A.,  164:  966  (June  29),  1957. 

In  bottles  of  100  at  pharmacies  everywhere. 


QUALITY  ^RESEARCH /INTEGRITY 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

720218 


here's 

thorough,  modern 
cough  therapy— 

it  treats  the  entire  cough 
it  contains  the  full  dose  of  iodide 
it  tastes  good 


an  oxazine . . . not  an  amphetamine 
appetite  curbed . . . 
sleep  undisturbed 


(brand  of  phenmetrazine  hydrochloride) 


developed  specifically 

for  appetite  suppression 

Chemically  different  from  the  amphetamines, 

PRELUDIN  provides  potent  appetite  suppression  with  little 
or  no  central  stimulation. 

• rarely  causes  loss  of  sleep1— may  be  given  late  enough 

in  the  day  to  curtail  after-dinner  "nibbling,"  yet  not  hinder  sleep. 

• avoids  nervous  tension  and  "jitters"1— simultaneous 
sedation  is  not  required.3 

"...in  clinical  use  the  side-effects  of  nervousness, 
hyperexcitability,  euphoria,  and  insomnia  are  much  less  than 
with  the  amphetamine  compounds  and  rarely  cause  difficulty."4 

References:  (1)  Gelvin,  E.  R;  McGavack,  T.  H.,  and  Kenigsberg,  S.:  Am.  J.  Digest. 
Dis.  7:155,  1956.  (2)  Holt,  J.  O.  S.,  Jr.:  Dallas  M.  J.  42:497,  1956. 

(3)  Natenshon,  A.  L.:  Am.  Pract.  & Digest  Treat.  7:1456,  1956.  (4)  Council  on 
Pharmacy  and  Chemistry,  New  and  Nonofficial  Remedies:  J.A.M.A. 

763:356  (Feb.  2)  1957. 

PRELUDIN®  (brand  of  phenmetrazine  hydrochloride).  Scored,  square,  pink 
tablets  of  25  mg.  Under  license  from  C.  H.  Boehringer  Sohn,  Ingelheim. 


Ardsley,  New  York 


87057 


PENICILLIN  SERUM  LEVELS,  UNITS/CC. 


New  key  to  oral  penicillin  effectiveness 


(Penicillin  V Potassium,  Lilly) 


Within  15  to  30  minutes,  high  blood 
levels  are  produced  by  ‘V-Cillin  K,'  a 
new,  readily  soluble  form  of  clinically 
proved  ‘V-Cillin’  (Penicillin  V,  Lilly).  It 
combines  the  virtue  of  acid  stability 
with  greater  solubility.  Because  it  is 
more  soluble,  ‘V-Cillin  K’  is  easily  and 
quickly  absorbed.  At  pharmacies  every- 
where. 

Available  in  tablets  of  125  and  250  mg. 


Quality /research  /integrity 


J4  % 1 2 3 4 

HOURS 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

733154 
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EDITORIALS 


The  Future  of  Blue  Shield 


In  this  issue1 2 3 4 * 6  the  Editors  of  the  Journal  are 
pleased  to  present  under  the  above  title  an 
important  and  thoughtful  article  by  Dr. 
Louis  H.  Bauer,  chairman  of  the  Board  of 
Directors,  United  Medical  Service,  Inc., 
Secretary-General  of  the  World  Medical 
Association,  a former  president  of  the  Ameri- 
can Medical  Association,  a former  president 
of  the  Medical  Society  of  the  State  of  New 
York,  and  for  many  years  an  associate  editor 
of  the  New  York  State  Journal  of  Medi- 
cine. If  any  one  is  qualified  to  write  on  this 
topic,  he  is,  for  he  knows  intimately  the 
problems  of  the  medical  profession  in  relation 
to  the  provision  of  medical  service  not  only 
here  but  in  most  foreign  countries.  His 
perspective  on  the  continuing  struggle  of  the 
medical  profession  to  remain  free  of  govern- 
ment control  of  the  provision  of  medical 
services  probably  exceeds  that,  of  any  other 
living  member  of  the  profession  in  this 
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country. 

He  has  been  and  continues  to  be  a power- 
ful force  in  guiding  doctors  away  from  the 
pitfalls  of  political  entanglements,  the  dan- 
gers of  disunity,  the  siren  songs  of  commer- 
cial insurance  agencies  in  the  field  of  the 
provision  of  medical  services,  and  toward  the 
goal  of  the  provision  of  such  services  in  the 
public  interest  by  the  profession  itself.  He 
personally  has  observed  the  entrapment  of 
the  profession  in  the  nets  of  political  control 
in  Europe,  and  he  sees  the  bulwarks  of  de- 
fense against  socialization  of  medical  serv- 
ices here  being  seriously  threatened  by  di- 
rect attack  from  without  and  subversion 
from  within  the  profession. 

We  urge  our  membership  to  read  Dr. 
Bauer’s  “Future  of  Blue  Shield”  carefully, 
to  reread  it,  and  to  call  it  to  the  attention  of 
others.  In  our  opinion  it  is  one  of  the  most 
significant  articles  we  have  been  privileged 
to  publish  in  this,  the  sesquicentennial  year 
of  the  Society. 


A New  Page  in  Immunology 


The  Journal  carries  in  this  issue  the  Seventh 
Augustus  B.  Wadsworth  Lecture,  “An 
Immunologist’s  Vade  Mecum”  by  Ernest 
Witebsky.  It  is  an  extraordinarily  clear 
and  concise  review  of  immunologic  develop- 
ment, theory,  and  practice.  It  is  unusually 
timely  because  one  of  the  subjects,  in  which 
Professor  Witebsky  is  an  authority,  has 
recently  borne  important  fruit.  This  is 
the  demonstration  in  Great  Britain1  that 
patients  with  particular  forms  of  thyroiditis 
have  auto-antibodies  in  their  blood.  Their 
serum  will  react  with  thyroid  extracts  in 
precipitin  reactions  or  otherwise.  The 
observation  is  an  application  of  experimental 
studies  by  Witebsky  and  his  associates2-6 
and  an  extension  of  his  pioneer  work  on 
organ  specific  antigens.7  These  discoveries 


leave  little  doubt  that  auto-immunization 
has  important  clinical  implications.  They 
not  only  promise  specific  tests  for  certain 
obscure  diseases  of  the  thyroid  but  new 
light  on  pathogenesis.  It  is,  indeed,  a 
fresh  page  in  the  history  of  immunology 
and  has  suggested  to  the  editors  that 
Witebsky’s  lecture  will  be  of  special  interest 
and  value. 


1 Roitt,  I.  M.,  Doniach,  D.,  Campbell,  P.  N.t  and  Hudson, 
R.  V.:  Lancet  2:  820  (Oct.  20)  1956. 

2 Witebsky,  E.,  Rose,  N.  R.,  and  Shulman  S. : J.  Immunol. 
75:  408  (1956). 

3 Witebsky,  E.,  and  Rose,  N.  R. : ibid.  76:  408  (1956). 

4 Idem:  Thyroid-Specific  Auto-Antibodies,  read  before 

the  New  York  Academy  of  Science,  Jan.  5,  1957  (in  press). 

6 Witebsky,  E.,  Paine,  J.  R.,  Terplan,  K.,  Rose,  N.  R., 
and  Egan,  R.  W. : Exhibit  at  meeting  of  the  American 

Medical  Association,  New  York  City,  June  3-7,  1957. 

6 Lancet  (Editorial)  1 : 1075  (May  25)  1957. 

7 Witebsky,  E.,  Rose,  N.  R.,  and  Shulman,  S.:  Cancer 

Research  16:  831  (1956). 
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Thought  for  Thanksgiving 


The  approach  of  Thanksgiving  Day  brings 
to  mind  another  Thanksgiving  Day  almost 
forty  years  ago.  On  this  day  in  1918  a New 
York  physician  learned  that  an  elderly 
colleague  was  an  inmate  of  the  poorhouse. 
Immediately  he  took  steps  to  remedy  this 
unfortunate  situation.  A committee  was 
formed  to  study  the  problem  and  to  formu- 
late plans  for  its  solution.  As  a result 
Physicians’  Home  was  incorporated  in  1919. 

In  the  years  since  1919,  because  of 
Physicians’  Home,  many  elderly  physicians, 
their  wives  or  widows,  have  been  spared  the 
fear  of  want,  of  insecurity,  and  the  disgrace 
of  becoming  a public  charge.  Many  of 
these  have  been  outstanding  members  of 
the  profession  with  high  posts  on  hospital 
staff  or  medical  college  faculty.  Their 
indigency  has  been  due,  in  many  cases,  to 
chronic,  long  term,  or  recurring  illness  or 
disabling  accident  which  has  curtailed 
their  earning  capacity.  In  some  cases  it 
has  been  due  to  unwise  investment  or  to 
neglect  of  the  business  side  of  medical 
practice  and  failure  to  press  collection  of 
unpaid  bills.  In  many  cases  savings  which 


were  thought  sufficient  years  ago  are  in- 
adequate for  today’s  increased  cost  of 
living,  expecially  if  the  doctor’s  longevity 
has  exceeded  his  own  planning.  But 
whatever  the  cause  of  the  indigency,  Physi- 
cians’ Home  is  here  to  meet  their  needs. 
In  1956,  66  individuals  received  either 
regular  maintenance  or,  in  a few  cases, 
temporary  benefits  from  Physicians’  Home. 

This  benevolent  work  is  supported  chiefly 
by  contributions  from  the  members  of  the 
medical  profession  in  New  York  State, 
sent  either  with  annual  dues  to  their  county 
medical  society  treasurer  or  in  response  to 
the  annual  appeal  mailed  directly  to  all 
members  of  the  Medical  Society  of  the 
State  of  New  York  at  Thanksgiving  time. 
Contributions  are  received  also  from  the 
woman’s  auxiliaries  of  the  county  medical 
societies  and  from  interested  laymen.  It 
has  been  the  feeling  of  the  directors  that 
this  benevolence  to  needy  aged  physicians 
is  the  responsibility  and  the  privilege  of 
their  active  colleagues.  The  current  appeal 
will  soon  be  in  the  mail.  May  your  response 
be  a generous  one. 


Editorial  Comment 


Accidents  Among  the  Aged.  One  does 
not  ordinarily  think  of  accidents  in  old  per- 
sons so  much  as  causes  of  mortality  as  of 
morbidity.  Our  attention  has  been  latterly 
focused  on  the  degenerative  diseases  in  this 
age  group  as  more  probable  causes  of  mor- 
tality. However,  the  Statistical  Bulletin1 
says  in  part: 

Considerable  progress  has  been  made  in  the 
United  States  during  the  past  two  decades  in 
reducing  the  mortality  from  accidents  among 
persons  at  ages  sixty-five  and  over.  In  the 
past  six  years  alone  the  decrease  has  amounted 


1 Metropolitan  Life  Insurance  Company  Statistical  Bulle- 
tin, June  6,  1957,  p.  6. 


to  15  per  cent,  the  death  rate  dropping  from 
210  per  100,000  in  1950  to  about  180  in  1956. 
Nevertheless,  accidents  in  our  country  still 
take  more  than  25,000  lives  a year  at  ages 
sixty-five  and  over,  a higher  toll  than  from 
any  other  cause  except  the  cardiovascular  dis- 
eases and  cancer. 

As  older  people  advance  in  age,  the  accident 
death  rate  among  them  rises  sharply.  Among 
white  men  in  1953-1954,  the  mortality  in- 
creased from  141.7  per  100,000  at  ages  sixty- 
five  to  seventy-four  to  730.7  at  age  eighty-five 
and  over.  Much  more  rapid  was  the  corre- 
sponding rise  among  white  women — from  72.1 
to  903.0  per  100,000.  As  a result  of  this  dif- 
ference in  the  two  age  curves  the  sex  ratio  of 
the  mortality  changes  with  advance  in  age. 
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Whereas  at  ages  sixty-five  to  seventy-four  the 
accident  death  rate  among  men  was  twice  that 
for  women,  at  age  eighty-five  and  over  women 
had  the  higher  rate  by  an  appreciable  margin. 

An  appreciable  number  of  accidental  deaths 
among  older  people  occur  in  resident  institu- 
tions, such  as  homes  for  the  aged,  nursing 
homes,  and  hospitals.  About  one  tenth  of  all 
the  fatal  injuries  at  ages  seventy-five  to  eighty- 
four  were  sustained  in  such  institutions;  at 
age  eighty-five  and  over  the  proportion  was 
one  eighth.  These  relatively  high  propor- 
tions reflect  the  very  considerable  number  of 
aged  in  resident  institutions  as  well  as  their 
proneness  to  accidental  injury.  The  fatal 
accidents  which  occur  among  the  aged  on  farms, 
in  public  buildings,  and  in  industrial  places 
are  largely  concentrated  among  men. 

Motor  vehicle  accidents  rank  second  as  a 
cause  of  fatal  injury  among  older  people  as  a 
group;  in  fact,  among  men  at  ages  sixty-five 
to  seventy-four  such  accidents  outrank  every 
other  type,  including  falls.  In  this  age  group 
motor  vehicle  accidents  accounted  for  nearly 
two  fifths  of  the  total  accident  mortality 
among  men  and  for  somewhat  over  a fourth 
among  women.  Pedestrians  constituted  a 
majority  of  the  traffic  fatalities  among  men  at 
ages  sixty-five  and  over;  among  women  the 
proportion  was  almost  as  large. 

Fires  and  burns  by  other  means  rank  third 
as  a cause  of  accidental  death  at  the  older 
ages  among  both  men  and  women.  Most  of 
these  victims  are  trapped  in  burning  build- 
ings; a large  number  are  unable  to  escape 
because  of  the  infirmities  of  old  age.  Other 
causes  of  fatal  injury  which  take  an  appreci- 
able toll  of  life  among  elders,  particularly  men, 
include  drowning,  machinery  accidents,  rail- 
way accidents,  and  the  absorption  of  poisonous 
gas. 

It  is  hopeful  to  contemplate  the  recent  15 
per  cent  decrease  in  the  mortality  from  acci- 
dents to  this  age  group  and  perhaps  to  hope 
for  a further  improvement  in  the  future. 

Actions  by  the  A.M.A.  At  its  meeting 
June  3 through  7 in  New  York  City  the 
House  of  Delegates  of  the  American  Medical 
Association  covered  a wide  field  of  medical 
interest  in  its  actions,  some  of  which  are 


herewith  reported  in  brief  summary  as  issued 
by  the  Secretary’s  office  of  the  Association. 

NEW  STATEMENT  ON  MEDICAL  SCHOOLS 

To  replace  the  “Essentials  of  an  Acceptable 
Medical  School,”  initially  approved  by  the 
House  of  Delegates  in  1910  and  most  recently 
revised  in  1951,  the  House  adopted  a new 
statement  entitled  “Functions  and  Structure 
of  a Modern  Medical  School.”  Presentation 
of  the  document  followed  a year  of  careful 
stud}-  by  the  Council  on  Medical  Education 
and  Hospitals  in  collaboration  with  the  Asso- 
ciation of  American  Medical  Colleges. 

The  statement  is  intended  to  provide  flexi- 
ble guides  which  will  “assist  in  attaining  medi- 
cal education  of  ever  high  standards”  and 
“serve  as  general  but  not  specific  criteria  in 
the  medical  school  accreditation  program.” 
The  document  encourages  soundly  conceived 
experimentation  in  medical  education,  and  it 
discourages  excessive  concern  with  standardi- 
zation. 

“No  rigid  curriculum  can  be  prescribed  for 
accomplishing  the  objectives  of  medical  educa- 
tion,” it  states. 

“On  the  contrary,  it  is  the  responsibility  of 
the  faculty  of  each  school  continually  to  re- 
evaluate its  curriculum  and  to  provide  in  ac- 
cordance with  its  own  particular  setting  and  in 
recognition  of  advances  in  science  a sound  and 
well-integrated  educational  program.” 

THE  MEDICARE  PROGRAM 
The  House  considered  three  resolutions  dealing 
with  the  Federal  government’s  Medicare  pro- 
gram for  the  dependents  of  servicemen.  The 
delegates  adopted  one  resolution  condemning 
any  payments  under  the  Medicare  program  “to 
or  on  behalf  of  any  resident,  fellow,  intern,  or 
other  house  officer  in  similar  status  who  is  par- 
ticipating in  a training  program.”  Govern- 
ment sanction  of  such  payments,  the  House 
declared,  would  give  impetus  to  the  improper 
corporate  practice  of  medicine  by  hospitals  or 
other  nonmedical  bodies.  Such  proposals,  the 
House  added,  would  violate  traditional  pat- 
terns of  American  medical  practices,  seriously 
aggravate  problems  of  hospital-physician  rela- 
tionships, encourage  charges  by  hospitals  for 
residents’  services  to  patients  not  under  the 
Medicare  program,  and  create  a variety  of 
additional  problems  in  such  areas  as  medical 
licensure  and  health  insurance. 
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In  another  action  on  Medicare  the  House 
recommended  that  the  decision  on  type  of  con- 
tract and  whether  or  not  a fee  schedule  is  in- 
cluded in  future  contract  negotiations  should 
be  left  to  individual  state  determination.  In 
this  connection,  however,  the  House  restated 
the  A.M.A.  contention  that:  the  Dependent 
Medical  Care  Act  as  enacted  by  Congress  does 
not  require  fixed  fee  schedules;  the  establish- 
ment of  such  schedules  would  be  more  expen- 
sive than  permitting  physicians  to  charge 
their  normal  fees,  and  fixed  fee  schedules 
would  ultimately  disrupt  the  economics  of 
medical  practice. 

The  House  also  suggested  that  the  A.M.A. 
attempt  to  have  existing  Medicare  regulations 
amended  to  incorporate  the  Association’s 
policy  that  the  practice  of  anesthesiology, 
pathology,  radiology,  and  physical  medicine 
constitute  the  practice  of  medicine,  and  that 
fees  for  services  by  physicians  in  these  special- 
ties should  be  paid  to  the  physician  rendering 
the  services. 

OCCUPATIONAL  HEALTH  PROGRAMS 

The  House  also  approved  a new  statement 
on  the  “Scope,  Objectives  and  Functions  of 
Occupational  Health  Programs,”  submitted 
through  the  Board  of  Trustees  by  the  Council 
on  Industrial  Health.  The  Board  report  to 
the  House  said:  “The  statement  describes 

and  defines  orthodox  in-plant  medical  pro- 
grams as  understood  in  this  country  today  and 
distinguishes  clearly  between  such  programs 
and  the  various  plans  for  comprehensive  medi- 
cal care  of  the  sick.  It  should  help  to  resolve 
misunderstandings  concerning  the  specialty  of 
occupational  medicine.” 

In  adopting  the  statement  the  House  agreed 
with  a reference  committee  report  which  de- 
clared that  “the  House  has  before  it  a statement 
which  for  the  first  time  clearly  defines  the 
scope,  objectives,  and  functions  of  occupa- 
tional health  programs.  It  marks  the  needs 
and  boundaries  of  occupational  medicine.  It 
states  in  a positive  fashion  the  proper  place  of 
occupational  health  programs  in  the  practice 
of  medicine,  and  it  clearly  charts  the  pathways 
of  communication  between  physicians . in  oc- 
cupational health  programs  and  physicians 
in  the  private  practice  of  medicine.” 


SOCIAL  SECURITY  FOR  DOCTORS 

Two  resolutions  favoring  compulsory  inclu- 
sion of  physician  in  the  Federal  Social  Security 
system  and  another  one  calling  for  a nation- 
wide referendum  of  A.M.A.  members  on  the 
issue  were  rejected  by  the  House.  The  dele- 
gates reaffirmed  their  opposition  to  compul- 
sory coverage  of  physicians  under  the  Old  Age 
and  Survivors  Insurance  provisions  of  the 
Social  Security  Act.  They  also  recommended 
a strongly  stepped-up  information  program  of 
education  which  will  reach  every  member  of 
the  Association,  explaining  the  reasons  under- 
lying the  position  of  the  House  of  Delegates  on 
this  issue.  The  House  at  the  same  time  re- 
affirmed its  support  of  the  Jenkins-Keogh 
Bills. 

MISCELLANEOUS  ACTIONS 

In  considering  66  resolutions  and  many  addi- 
tional reports  from  the  Board  of  Trustees, 
councils  and  committees,  the  House  also: 

Congratulated  the  Board  and  the  Committee 
on  Poliomyelitis  for  their  prompt  action  in 
stimulating  national  interest  in  the  polio  im- 
munization program; 

Recommended  further  study  and  a progres- 
sive program  of  action,  probably  including 
legislative  changes,  to  solve  the  problem  of 
narcotic  addiction; 

Urged  a more  careful  screening  of  television 
and  radio  patent  medicine  advertisements; 

Directed  the  Board  of  Trustees  to  investi- 
gate the  indiscriminate  use  of  stimulants  such 
as  amphetamine,  particularly  in  relation  to 
athletic  programs; 

Directed  the  Speaker  to  appoint  a com- 
mittee of  five  House  members  to  study  the 
Heller  Report,  a management  survey  of  the 
Association’s  organizational  mechanisms; 

Commended  the  Law  Department  for  its 
special  report  on  professional  liability  and 
urged  state  and  county  medical  societies  to 
establish  claims  prevention  programs  and  to 
show  the  new  film,  “The  Doctor  Defendant”; 

Opposed  the  establishment  of  any  further 
veterans’  facilities  for  the  care  of  nonservice- 
connected  illnesses  of  veterans; 

Condemned  the  compulsory  assessment  of 
medical  men  and  staff  members  by  hospitals 
in  fund-raising  campaigns. 
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say  you  can  also  mix 
with  flavorful  orange 
or  luscious  grape  juice  V’ 


It  is  hard  to  decide  which  is  best  . . . 
Metamucil  with  water,  milk  or  fruit 
juice — they  combine  equally  well  with 
Metamucil.  But  use  cool  liquid  for  best 
results.  Irritant  laxatives  are  unnecessary 
with  Metamucil  since  this  hydrophilic 
mucilloid  produces  soft,  easy  stools  and 
stimulates  normal  peristalsis. 


METAMUCIL 

psyllium  hydrophilic  mucilloid  with  dextrose 
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PICK  THE  PI  PERI  DO  L 


BEST  FOR  YOUR  PATIENT 


for  pain  spasm 
of  the  upper  G.I.  tract 

capsule 

DACTIL® 

Brand  of  Piperidolate  HC1 


visceral  eutonic 
relieves  gastroduodenal 
and  biliary  pain^spasm 
— usually  in  10  minutes 


for  peptic  ulcer 


tablet 

PIPTAL® 

Brand  of  Pipenzolate 
Methylbromide 

cholinolytic 
normalizes  motility 
and  secretion;  prolongs 
remissions,  curbs 
recurrences 


for  generalized 
G.I.  disorders 

tablet 

TRIDAL® 

(DACTIL  + PIPTAL-in  one  tablet) 


rapid,  prolonged  relief 

throughout 

the  G.I.  tract 


% 


Patients  on  dactil,  piptal  and  tridal 
remain  singularly  free  of  antispasmodic 
or  anticholinergic  side  effects  — 
urinary  retention,  constipation,  dry 
mouth,  blurred  vision. 
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An  Immunologist's  Vade  Mecum 

ERNEST  WITEBSKY,  M.D.,  BUFFALO,  NEW  YORK 


( From  the  Department  of  Bacteriology  and  Immunology,  University  of  Buffalo  School  of  Medicine  and  the 

Buffalo  General  Hospital) 


Edward  Jenner  undoubtedly  deserves  credit 
for  having  introduced  the  first  practical 
method  of  immunization  against  an  infec- 
tious disease.  In  1796  he  procured  material 
from  a case  of  cowpox  and  injected  it  into  human 
beings.  Cowpox  (the  Latin  word  is  vaccinia,  from 
vacca,  the  cow)  usually  produces  only  a localized 
lesion  in  humans,  but  it  conveys  immunity 
against  the  dreaded  disease,  smallpox.  Jenner’s 
immortal  contribution  was  based  on  empirical 
observations.  He  actually  discovered,  without 
realizing  it,  an  important  principle  of  inducing 
immunity  byr  inoculating  humans  with  an  atten- 
uated virus  which  established  the  same  state  of 
immunity  as  the  fully  virulent  infectious  agent. 
Attenuation  of  the  smallpox  virus  is  accomplished 
by  animal  passage.  Pasteur,  on  the  other  hand, 
used  physical  and  chemical  means  to  attenuate 
virulent  organisms.  He  cultured  anthrax  bacilli 
at  temperatures  higher  than  body  temperature, 
43  to  44  C.  The  longer  anthrax  bacilli  were  cul- 
tured at  this  temperature  the  more  they  lost 
their  virulence  for  various  animal  species.  The 
word  vaccine  was  coined  by  Pasteur  in  honor  of 
Jenner.  Pasteur’s  further  work  on  the  prepara- 
tion of  vaccine  against  rabies  by  combining  the 
principle  of  animal  passage  with  the  physical 
means  of  drying  infected  spinal  cord  for  various 
lengths  of  time  still  constitutes  a classical  experi- 
ment in  immunology. 

According  to  the  investigations  of  Salmon  and 
Smith,  not  only  living  but  also  killed  microor- 
ganisms could  produce  immunity.  Thus,  today, 
killed  suspensions  of  causative  agents  are  used  on 
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a large  scale  to  immunize  against  such  important 
diseases  as  typhoid  fever,  typhus  fever,  whooping 
cough,  plague,  Asiatic  cholera,  and  many  others. 

The  discovery  of  the  diphtheria  exotoxins  by- 
Roux  and  Yersin  proved  to  be  another  milestone 
in  the  understanding  of  the  nature  of  infectious 
diseases.  All  the  clinical  manifestations  of  diph- 
theria could  be  explained  by  the  action  of  the 
soluble  exotoxin  rather  than  by  the  invasive  prop- 
erties of  the  diphtheria  bacilli.  The  injection  of 
exotoxins  into  experimental  animals  leads  to 
clinical  manifestations  as  characteristic  as  the  in- 
fection itself.  Therefore,  the  artificial  immuniza- 
tion against  diseases  of  the  type  of  diphtheria  and 
tetanus  must  be  directed  against  the  exotoxins. 

On  standing,  toxic  filtrates  gradually  lose  their 
toxicity-  without  losing  their  antigenicity,  attrib- 
uted by  Ehrlich  to  the  formation  of  toxoid 
molecules.  Many  different  chemicals  were  added 
to  toxins  to  accelerate  the  transformation  of  toxin 
molecules  into  toxoids  until  Lowenstein  in  Vi- 
enna, and  Ramon  in  France,  found  formaldehyde 
to  be  a most  suitable  agent  for  that  purpose.  In 
this  way  it  is  possible  to  completely  detoxify 
toxins  without  interfering  with  their  antigenicity. 
Toxoids  are  used  today  on  a large  scale  to  produce 
antitoxic  immunity  in  all  infectious  diseases  in 
which  the  immunity  is  antitoxic  in  nature  rather 
than  antibacterial. 

Reviewing,  then,  the  different  principles  used 
for  active  immunization  against  diseases,  we 
should  basically  differentiate  between  living  but 
attenuated  agents  and  inanimate  immunizing 
material.  In  the  first  instance  we  actually  in- 
duce a disease  which  it  is  hoped  will  be  mild  in 
character.  This  principle  is  used  for  other  dis- 
eases in  addition  to  smallpox,  such  as  yellow 
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fever,  where  the  virus  is  attenuated  by  subcultur- 
ing it  in  tissue  culture.  Of  course,  only  one  in- 
fective dose  is  sufficient  in  most  cases,  and  the 
resulting  immunity  is  usually  a rather  potent  one, 
practically  as  effective  as  that  produced  by  re- 
covery from  the  disease  proper.  In  contrast, 
immunization  with  killed  bacteria,  based  on  a 
series  of  three  or  four  injections  at  a time,  is  fre- 
quently not  quite  as  effective  nor  as  lasting  as 
that  elicited  by  living  but  attenuated  agents. 
However,  we  should  not  underestimate  the  solid- 
ity of  the  state  of  immunity  produced  by  inoc- 
ulation with  toxoids,  such  as  diphtheria  or  tet- 
anus toxoid.  One  might  also  speculate  that  in  a 
similar  way  formalin-treated  virus  particles,  be- 
ing actually  complex  protein  molecules,  might 
stimulate  a rather  powerful  antibody  response. 

The  natural  resources  available  to  the  organism 
in  its  fight  against  infections  were  interpreted  in 
two  different  ways  by  two  different  schools. 
Metchnikoff,  at  the  Pasteur  Institute,  discovered 
the  phenomenon  of  phagocytosis  which  he  con- 
sidered the  underlying  principle  of  natural  re- 
sistance. The  other  school  of  thought  in  those 
early  days  of  immunology,  of  which  Fodor, 
Buchner,  and  Nuttall  were  proponents,  considered 
the  bactericidal  property  of  normal  blood  serum 
the  most  important  weapon  in  the  defense  against 
infections.  It  is  most  interesting  to  observe 
that  a half-century  later  this  concept  has  had  its 
vindication  and  clarification  in  the  discovery  by 
Pillemer,  Blum,  and  coworkers  of  properdin,  a 
definite  serum  protein  to  which  bactericidal  and 
viricidal  properties  can  be  attributed.  The  dis- 
covery by  Behring  and  Kitasato  of  blood  serum 
as  the  site  of  antitoxic  immunity  against  diph- 
theria opened  up  a new  field  and  led  to  the  intro- 
duction of  serum  therapy  in  both  the  prophy- 
laxis and  treatment  of  diphtheria.  The  first 
Nobel  prize  in  medicine  was  given  to  Emil  von 
Behring  for  his  work.  Pfeiffer  and  Issaeff,  and 
Gruber  and  Durham,  recognized  that  bacterial 
bodies,  too,  when  injected  into  animals,  elicit  the 
formation  of  potent  antibodies  demonstrable  by 
lysis  or  agglutination,  respectively.  Finally,  the 
investigations  of  Wright  and  Neufeld  revealed  a 
profound  increase  in  the  phagocytic  activity  of 
the  immunized  individual. 

Two  basic  principles  of  immunization  have 
become  apparent.  The  first  one  is  that  of  active 
immunization,  in  which  microorganisms  or  their 
products  are  used  to  elicit  antibody  formation. 
The  second  principle,  the  passive  form  of  immuni- 


zation, takes  advantage  of  the  antibodies  pro- 
duced in  the  actively  immunized  host  by  trans- 
ferring its  serum  to  normal  individuals.  These 
two  types  of  immunity  should  be  sharply  dif- 
ferentiated. In  the  case  of  active  immunization 
it  often  takes  weeks  or  months  for  antibodies  to 
appear,  whereas  the  transfer  of  the  serum  of  an 
actively  immunized  animal  into  a normal  one 
conveys  immunity  within  a few  hours.  This  is 
called  passive  immunity,  passive  because  the  in- 
dividual protected  in  this  way  has  done  nothing 
himself  to  produce  the  state  of  immunity.  As  to 
the  duration  of  these  two  forms  of  immunity,  the 
active  type  of  protection  remains  potent  for 
many  months  and  even  years,  in  contrast  to  the 
passive  form  of  immunization  which  fades  out  a 
few  weeks  after  transfer  of  the  immune  serum 
In  our  vocabulary,  the  word  vaccine  denotes  a 
substance  available  for  active  immunization,  and 
the  term  serum  is  used  in  referring  to  the  matter 
used  for  passive  immunization.  A vaccine  was 
considered  by  Pasteur  originally  as  material  con- 
sisting of  weakened  or  killed  microorganisms. 
At  the  present  time  even  toxoids  and  other  bac- 
terial products  are  sometimes  called  vaccines. 
It  might  be  justifiable  to  include  toxoids  among 
vaccines  because  they  too  serve  to  actively  im- 
munize against  disease.  The  terms  vaccine  and 
serum  should  never  be  used  interchangeably, 
since  they  involve  two  basic  principles  of  im- 
munization, employing  entirely  different  rea- 
gents. 

Bordet’s  discover}’  of  the  antigenicity  of  harm- 
less substances,  such  as  red  blood  cells  or  milk, 
allowed  the  development  of  a new  concept  of  the 
nature  and  meaning  of  antibody  formation. 
Antibodies,  then,  are  produced  not  only  as  a de- 
fense mechanism  against  invading  pathogenic 
organisms  or  their  toxic  products  but  are  the  re- 
sponse of  the  host  organism  following  the  intro- 
duction of  any  kind  of  antigenic  material,  notably 
foreign  proteins.  Antigens  usually  are  not  ca- 
pable of  eliciting  antibody  production  when  given 
orally  but  only  if  injected  parenterally,  thus 
avoiding  the  enzymes  of  the  intestinal  tract. 
In  this  latter  case  a new  biologic  principle,  anti- 
body production,  is  called  on  to  preserve  the  in- 
jected individual’s  own  characteristic  constit- 
uents. These  antibodies,  in  lieu  of  the  enzymes, 
combine  with  the  material  injected  and  eliminate 
it  as  fast  as  possible.  Therefore,  it  becomes  ob- 
vious that  the  production  of  antibodies  is  a gen- 
eral biologic  phenomenon  rather  than  a specific 
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mechanism  to  protect  against  infection.  As  a 
matter  of  fact,  repeated  injections  of  otherwise 
perfectly  harmless  material,  such  as  milk  or  blood 
serum,  can  produce  considerable  harm  under 
certain  experimental  conditions.  Thus,  anti- 
body production  does  not  mean  only  protection, 
but  even  destruction,  as  revealed  in  experimental 
anaphylaxis  in  animals  and  in  hypersensitivity 
in  man.  So,  the  term  immunization  demands  con- 
siderable explanation  and  clarification.  Von 
Pirquet  and  Schick  introduced  the  word  allergy 
to  include  all  phenomena  associated  with  anti- 
body production.  However,  immunization  is  now 
frequently  rather  loosely  used  as  an  over-all  term 
to  characterize  the  several  phenomena  discussed, 
including  sensitization.  It  would  seem  to  be 
desirable  to  come  to  some  agreement  as  to  the 
precise  meaning  and  definition  of  the  terms  im- 
munity and  allergy. 

Substances  of  molecular  size  in  solution  as  well 
as  intact  cellular  structures,  such  as  bacteria  or 
blood  cells,  have  been  found  to  be  antigens.  A 
variety  of  methods  for  the  demonstration  of  anti- 
bodies against  these  antigens  has  been  developed, 
and  the  list  is  constantly  increasing.  The  pre- 
cipitation of  antigens  of  molecular  size  has  been 
most  thoroughly  studied.  This  technic  allows 
the  demonstration  of  small  amounts  of  antigenic 
material,  sometimes  in  dilutions  up  to  several 
millions.  No  known  chemical  reagent  allows  the 
recognition  of  the  presence  of  protein  in  such 
minute  quantities. 

Recently  the  investigations  of  Oudin  and 
Ouchterlony  have  opened  a new  vista  to  demon- 
strate the  occurrence  of  multiple  antigens  in 
biologic  mixtures  which  formerly  were  con- 
sidered to  contain  only  one  or  two  antigenic 
constituents.  By  carrying  out  the  antigen- 
antibody  reaction  in  a solid  medium,  such  as 
agar,  bands  of  precipitation  form  wherever  an 
antibody  meets  its  homologous  antigen  at  their 
optimal  proportion.  These  new  methods  permit 
the  qualitative  resolution  of  different  antigens 
in  a mixture.  On  the  other  hand,  the  method  of 
antibody  nitrogen  determination  as  introduced 
by  Heidelberger  and  his  coworkers  is  tying  chemi- 
cal precision  to  immunologic  reactions  by  giving 
the  immunologist  quantitative  methods  for 
measuring  the  amount  of  precipitating  antibody 
present  in  antiserum.  Antigens  occurring  on  in- 
tact cells,  such  as  bacteria  and  blood  cells,  are 
easily  demonstrated  by  agglutination,  by  lysis 
in  the  presence  of  complement,  or  by  phagocyto- 


sis in  the  presence  of  phagocytic  cells.  These 
technics,  too,  are  undergoing  intensive  study, 
and  new  observations  are  improving  our  under- 
standing of  the  interaction  of  antibodies  and 
antigens  present  on  cellular  structures.  There 
remain,  however,  a number  of  antibody  functions 
recognized  best  by  the  so-called  neutralization 
technics.  Neutralization  tests  are  used,  for  in- 
stance, for  the  demonstration  of  antitoxins,  for 
the  recognition  of  the  presence  of  antibodies 
against  virus  particles,  etc.  Of  great  interest  is 
the  study  of  the  so-called  cytotoxic  effects  of 
antibodies  with  their  corresponding  antigens 
within  the  living  cell.  In  addition,  the  localiza- 
tion of  antibodies  in  intact  tissues  can  be  de- 
tected by  labeling  the  antibody  molecules  with 
radioactive  isotopes  or  fluorescent  compounds. 

The  different  forms  of  antibodies  recognized 
were  named  according  to  their  observable  effects 
— precipitins  when  solutions  of  molecular  size 
were  dealt  with,  agglutinins  and  lysins  when  cells 
were  involved,  and  opsonins  in  connection  with 
phagocytosis.  However,  it  was  soon  realized  that 
these  different  antibodies  could  not  be  readily  dis- 
tinguished from  each  other.  An  antiserum  pro- 
duced in  rabbits  by  injecting  extracts  of  typhoid 
bacilli  would  also  agglutinate  intact  whole  ty- 
phoid bacilli.  Conversely,  an  antiserum  pro- 
duced by  injection  of  whole  typhoid  bacilli  would 
precipitate  an  extract  of  typhoid  bacilli.  For 
this  reason  the  so-called  Unitarian  concept  of 
antigen-antibody  reaction  was  developed.  Ac- 
cording to  this  theory  there  is  only  one  type  of 
antibody  produced  by  antigenic  stimulation. 
Resulting  differences  in  antibody  function  recog- 
nizable in  the  test  tube  would  then  depend  on 
secondary  experimental  conditions  rather  than 
on  differences  in  the  antibody  molecule.  This 
Unitarian  concept  of  antigen-antibody  reaction 
is  still  considered  to  be  the  law  by  many  investi- 
gators. However,  recent  studies  with  the  Rh 
antigen  have  shown  the  existence  of  antibodies 
which  must  be  associated  with  different  globulin 
fractions  of  the  immune  serum,  though  directed 
against  exactly  the  same  antigen.  I am  referring 
to  the  complete  and  incomplete  Rh  antibodies 
which  may  be  separated  by  physical  methods. 
These  findings  require  some  modification  of  the 
orthodox  Unitarian  concept.  It  is,  therefore, 
possible  to  conceive  of  a heterogeneity  of  anti- 
body molecules,  a spectrum,  as  it  were,  of  dif- 
fering molecular  structures  all  bearing  the  same 
antibody  combining  group  or  site. 
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One  of  the  most  interesting,  if  not  the  most 
interesting,  characteristic  of  an  antigen-antibody 
reaction  is  its  specificity.  An  antitoxin  produced 
by  injection  of  diphtheria  toxin  will  neutralize 
only  diphtheria  toxin  but  not  the  exotoxin  pro- 
duced by  any  other  kind  of  bacteria,  and  an 
agglutinin  produced  against  typhoid  bacilli  will 
clump  typhoid  bacilli  but  not  Bacterium  coli. 
Thus  the  living  animal  body,  by  means  of  the 
miracle  of  antibody  formation,  manufactures 
reagents  which  allow  the  characterization  and 
identification  of  strains  freshly  isolated  from 
patients,  supplementing  the  cultural  and  bio- 
chemical methods.  In  many  instances  the  im- 
munologic tools  permit  the  classification  of  bac- 
terial species  into  various  subtypes  which  differ 
from  each  other  exclusively  by  their  antigenic 
composition.  The  specific  antiserum  serves 
also  as  a remarkable  reagent  for  the  detection  of 
specific  constituents  in  bacterial  and  tissue  cells 
and  will  serve  as  a guide  in  their  isolation,  puri- 
fication, and  finally  their  chemical  analysis. 

The  material  basis  of  biologic  specificity  con- 
stituted a problem  for  quite  a while.  Ehrlich 
postulated  stereochemical  differences  in  the 
make-up  of  biologic  antigens.  Inasmuch  as 
nothing  was  known  about  the  chemical  structure 
of  these  antigens,  he  introduced  the  term  re- 
ceptor only  as  a symbol  to  pinpoint  the  specific 
structures  of  bacterial  and  tissue  cells.  From 
the  standpoint  of  the  receptor  theory  it  was  under- 
standable that  related  species,  such  as  typhoid 
and  paratyphoid  bacilli,  or,  as  far  as  animal  pro- 
tein is  concerned,  the  serum  of  man  and  that 
of  anthropoid  apes,  had  species-specific  proteins 
of  similar  chemical  constitution  which  would  be 
responsible  for  the  cross  reactions  exhibited  by 
them.  However,  it  was  very  difficult  at  first  to 
interpret  on  this  basis  the  discovery  of  the 
Swedish  pathologist,  Forssman.  Forssman  in- 
jected suspensions  of  guinea  pig  kidney  into 
rabbits.  The  guinea  pig  kidney  antiserum  would 
not  only  precipitate  species-specific  guinea  pig 
protein  but  also  contained  sheep  cell  hemolysins 
of  high  titer.  Furthermore,  not  only  guinea  pig 
antisera  but  antisera  against  organ  suspensions 
of  other  animals,  such  as  horses,  cats,  and  certain 
birds  and  fish,  would  contain  high  titered  sheep 
cell  hemolysins.  Obviously  there  was  no  zoologic 
relationship  between  the  sheep  and  these  other 
animals.  For  a while,  then,  Forssman  felt  he  had 
disproved  the  receptor  theory  as  an  underlying 
principle  of  biologic  specificity.  To  the  surprise 


of  everybody  concerned,  it  could  be  shown 
that  indeed  there  was  one  and  the  same  antigen 
(or  receptor)  present  in  the  cells  and  tissues  of 
these  entirely  unrelated  species  and  even  in  occa- 
sional strains  of  microorganisms.  It  is  certainly 
difficult  to  explain  such  an  occurrence,  but  the 
experimental  evidence  remains. 

Forssman  antibodies,  demonstrable  by  their 
action  on  sheep  cells,  can  be  completely  removed 
by  extracts  or  suspensions  of  any  of  the  cells  and 
tissues  which  contain  the  complete  Forssman 
antigen.  Indeed  the  entire  animal  kingdom  can 
be  divided  into  two  groups,  animals  which  con- 
tain the  Forssman  antigen,  referred  to  as  the 
guinea  pig  type,  and  animals  which  do  not  con- 
tain the  Forssman  antigen,  referred  to  as  the  rab- 
bit type,  such  as  rabbits,  cattle,  hogs,  etc.  Only 
organ  extracts  of  the  guinea  pig  type  and  not 
those  of  the  rabbit  type  elicit  the  production  of 
Forssman  antibodies  when  injected  into  the 
rabbit.  On  the  other  hand,  the  normal  sera  of  the 
rabbit  group,  whose  organs  are  free  of  Forssman 
antigen,  contain  Forssman  antibody  against 
sheep  cells,  though  usually  in  low  titer.  How- 
ever, the  Forssman  antigen  and  the  Forssman 
antibody  are  never  present  simultaneously  in  the 
same  animal,  an  interesting  sharp  division. 
The  Forssman  antigen  also  has  been  called  a 
heterophil  antigen,  heterophil  because  an  anti- 
body is  formed  which  likes  to  react  with  antigens 
occurring  in  totally  unrelated  cells  and  tissues. 
The  Forssman  antigen  is  undoubtedly  the  best 
known  example  of  such  a heterophil  system,  but 
it  should  be  full}'  understood  that  in  addition  to 
the  Forssman  system,  innumerable  other  hetero- 
phil systems  exist  which  are  not  related  at  all 
to  the  Forssman  antigen.  In  other  words,  hetero- 
phil antigens  are  characterized  or  defined  as 
antigens  which  occur  in  random  distribution 
among  totally  unrelated  species. 

It  was  quite  a revelation  for  the  immunologist 
to  learn  that  the  Forssman  antigen  is  soluble  in 
80  per  cent  alcohol.  Today  we  are  still  not  quite 
sure  about  the  chemical  composition  of  the 
Forssman  antigen  and  consider  it  a lipid-like 
substance,  possibly  a lipopolysaccharide.  At 
the  time  of  the  discovery  of  the  alcohol-solubility 
of  the  Forssman  antigen  only  true  proteins  were 
known  to  be  antigens.  But  another  surprise 
was  in  store  for  the  investigators.  Alcoholic 
organ  extracts,  proved  to  contain  the  Forssman 
antigen,  although  acting  like  legitimate  antigens 
in  vitro,  failed  to  elicit  antibody  production  in 
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vivo.  Basically,  an  antigen  has  two  outstanding 
characteristics — it  induces  antibody  formation  in 
the  living  animal  (in  vivo),  and  it  reacts  with  the 
corresponding  antisera  in  the  test  tube  (in  vitro). 
In  the  case  of  the  Forssman  antigen  a split  in  the 
dual  characteristics  of  an  antigen  becomes  ap- 
parent. The  Forssman  lipid  in  its  natural  state 
is  always  connected  with  proteins  foreign  to  the 
rabbit,  the  antibody-producing  animal.  By  the 
procedure  of  alcoholic  extraction  the  lipid  is  sep- 
arated from  its  original  protein  and  this  lipid  by 
itself  fails  to  stimulate  antibody  production  but 
still  acts  as  an  antigen  in  the  test  tube,  as  evi- 
denced by  precipitation  or  complement  fixation. 
Finally,  Landsteiner  showed  the  significance  of 
the  two  components  by  mixing  Forssman  lipid 
with  a foreign  protein,  such  as  hog  serum.  This 
mixture,  when  injected  intravenously  into  rab- 
bits, produced  antibodies  against  both  constit- 
uents of  the  mixture,  namely,  Forssman  anti- 
gen as  well  as  hog  serum.  The  word  hapten  was 
then  coined  by  Landsteiner.  It  is  defined  as  a 
substance  which  although  acting  as  an  antigen 
in  the  test  tube  must  be  combined  with  some 
foreign  protein  in  order  to  elicit  antibody  pro- 
duction in  vivo. 

The  recognition  of  the  hapten  characteristics 
of  the  Forssman  antigen  profoundly  shattered 
the  original  belief  of  the  immunologists  that  only 
proteins  were  endowed  with  antigenic  properties. 
But  soon  a third  group  of  substances  was  added 
to  the  list  of  antigens.  The  type-specificity  of 
pneumococci  was  found  to  be  due  to  water-soluble 
substances  present  in  the  capsule  of  virulent 
pneumococci.  Avery  and  Heidelberger  identi- 
fied these  substances  as  complex  carbohydrates 
which  act  as  bearers  of  this  type-specific  differ- 
entiation of  pneumococci.  Type-specific  car- 
bohydrates are  protein-free  when  purified.  They 
are  readily  precipitated  in  the  test  tube  by  the 
addition  of  type-specific  antisera,  that  is,  anti- 
sera obtained  by  immunization  with  fully  en- 
capsulated intact  pneumococci.  Yet  these  iso- 
lated complex  carbohydrates  fail  to  elicit  anti- 
body production  when  injected  into  the  rabbit, 
and  appear  therefore  to  be  haptens.  Following 
the  successful  experiments  of  Landsteiner,  who 
succeeded  in  activating  the  Forssman  lipid  to 
full  antigenic  capacity  by  simply  mixing  it  with 
hog  serum,  the  same  procedure  was  applied  to 
the  pneumococcal  carbohydrates  but  failed  in 
this  case.  The  simple  addition  of  hog  serum 
did  not  activate  their  antigenic  function.  This 


difference  between  lipids  of  the  Forssman  type 
and  the  pneumococcal  carbohydrates  seems  rather 
significant  to  the  biologist.  Actually  only  by 
direct  chemical  combination  with  a foreign 
protein,  as  by  diazotization,  can  complex  carbo- 
hydrates be  rendered  full  antigens  when  injected 
into  the  rabbit.  The  belief  in  the  hapten  nature 
of  pure  complex  carbohydrates  was  based  on 
their  failure  to  elicit  antibody  response  in  the 
rabbit.  On  the  other  hand,  it  was  found  that  the 
same  type-specific  pneumococcal  carbohydrates 
conveyed  type-specific  protection  against  subse- 
quent infections  with  virulent  pneumococci 
when  injected  into  mice. 

Further  doubts  as  to  the  hapten  nature  of  com- 
plex carbohydrates  were  raised  by  investigations 
on  the  blood  group  specific  substances  A and  B, 
which  also  have  been  proved  to  be  complex 
carbohydrates.  In  other  words,  the  blood  group 
differentiation  in  man,  too,  is  based  on  the  pres- 
ence of  substances  similar  to  those  which  are 
responsible  for  the  type-specific  differentiation 
of  pneumococci.  Purified  blood  group  specific 
substances,  when  injected  into  the  rabbit,  fail  to 
elicit  circulating  antibodies.  Surprisingly,  how- 
ever, these  substances  when  injected  even  in 
minute  amounts  are  capable  of  stimulating  anti- 
body production  in  man.  Therefore,  it  seems  to 
be  rather  questionable  to  classify  complex  carbo- 
hydrates as  haptens,  because  in  some  species 
they  behave  like  true  antigens.  The  analysis  of 
the  antigenic  properties  of  complex  carbohy- 
drates is  still  an  intriguing  one,  both  from  the 
practical  and  theoretic  point  of  view. 

The  French  clinician,  Widal,  first  observed  the 
appearance  of  agglutinins  against  typhoid  bacilli 
in  the  serum  of  patients  suffering  from  typhoid 
fever.  Interestingly  enough,  he  interpreted  these 
antibodies  as  a sign  of  infection  rather  than  an 
indication  of  immunity.  Widal’s  original  idea 
has  been  extended  to  other  infectious  diseases. 
Basically,  known  bacterial  or  viral  suspensions 
are  mixed  with  the  patient’s  serum  which  sup- 
posedly contains  an  antibody  of  yet  unknown 
specificity.  An  interaction  between  any  one  of 
the  test  suspensions  and  the  patient’s  serum  will 
then  identify  the  antibody  due  to  the  specificity 
of  the  antibody  response.  In  cases  of  fever  of 
undetermined  origin,  a serologic  examination 
might  identify  the  causative  agent  even  if  it  is 
not  possible  to  recover  the  infective  microor- 
ganism. The  list  of  diseases  in  which  sero- 
diagnostic  tests  have  come  into  play  is  indeed 
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extensive.  Serodiagnostic  methods  are  especially 
helpful  in  the  field  of  acute  virus  infections.  In 
these  instances,  however,  one  should  never  forget 
that  a single  examination  of  a patient’s  serum 
exhibiting  a high  titer  of  antibodies  against  a 
certain  infectious  agent  is  only  an  indication  of 
either  present  or  past  infection.  If  we  want  to 
establish  a connection  between  the  appearance 
of  antibodies  in  the  blood  serum  of  a patient  and 
the  disease  from  which  the  patient  is  presently 
suffering,  then  several  serum  specimens  taken  at 
intervals  over  a period  of  weeks  must  be  com- 
pared. An  increase  in  antibody  titer  during 
the  observation  period  might  justify  (but  even 
then  with  some  reservations)  the  conclusion 
that  the  disease  is  actually  caused  by  that  in- 
fectious agent  against  which  the  increasing  anti- 
body response  is  directed. 

In  the  case  of  chronic  disease  we  do  not  de- 
pend on  a demonstrable  increase  in  antibody 
titer  as  we  do  in  acute  disease.  Among  the 
chronic  diseases,  syphilis  probably  constitutes 
the  most  outstanding  problem.  The  causative 
agent,  Treponema  pallidum,  was  discovered  by 
Schaudinn  and  Hoffman  in  1905.  However,  it 
was  not  possible  at  that  time,  nor  even  today, 
to  culture  T.  pallidum  on  artificial  media.  It 
was  an  ingenious  idea  of  Wassermann,  Neisser, 
and  Bruck  to  use  as  a source  of  antigen  an  organ 
known  to  be  rich  in  T.  pallidum.  The  liver  of  a 
fetus  with  congenital  syphilis  was  selected  for 
this  purpose.  Using  Bordet  and  Gengou’s  dis- 
covery of  complement  fixation,  Wassermann, 
Neisser,  and  Bruck  in  1906  found  that  the  serum 
of  patients  suffering  from  syphilis  would  fix  com- 
plement when  mixed  with  their  antigen.  In 
contrast,  the  serum  of  normal  people  would  not. 
I am  reminded  of  the  public  acknowledgment  of 
this  important  diagnostic  test  which  took  place 
on  the  occasion  of  its  twenty-fifth  anniversary, 
but  to  my  knowledge  no  special  reference  of  any 
kind  has  been  made  in  1956  on  the  fiftieth  anni- 
versary of  this  event. 

At  any  rate,  we  are  dealing  in  the  case  of  the 
Wassermann  test  with  an  amazing  phenomenon. 
The  theoretic  basis  for  the  test  was  clearly  con- 
ceived. However,  it  was  soon  found  that  not 
only  the  aqueous  extracts  but  also  alcoholic 
extracts  of  syphilitic  liver  and  even  of  normal 
animal  organs,  such  as  beef  heart,  constituted 
very  useful  reagents  for  the  serodiagnosis  of 
syphilis.  Cattle  have  no  syphilitic  infection, 
and  alcoholic  beef  heart  extracts  have  nothing 


to  do  with  T.  pallidum.  The  medical  profession 
was  then  faced  with  the  perplexing  situation 
that  a most  useful  and  fairly  specific  test  was 
available,  but  no  one  was  able  to  explain  it.  The 
sensitivity  of  alcoholic  beef  heart  extract  was 
considerably  increased  by  the  addition  of  cho- 
lesterin,  first  recommended  by  my  late  teacher, 
Hans  Sachs.  Of  great  significance  to  the  immu- 
nologist was  the  fact  that  the  alcoholic  extracts 
of  normal  organs,  when  evaporated  and  resus- 
pended in  saline  solution  and  then  injected  into 
the  rabbit,  were  not  capable  of  stimulating  anti- 
body production.  The  similarity  between  the 
Wassermann  antigen  on  the  one  hand  and  the 
Forssman  antigen  on  the  other  is  apparent.  The 
term  hapten , used  by  Landsteiner  for  the  Forss- 
man antigen,  could  then  be  applied  to  the 
Wassermann  antigen.  Indeed,  Sachs,  Klopstock, 
and  Weil  combined  the  Wassermann  lipid  with 
hog  serum  and  by  injecting  the  mixture  into 
rabbits  could  elicit  antibody  production  against 
both  the  Wassermann  antigen  and  hog  serum. 
For  that  reason  Sachs,  Klopstock,  and  Weil 
postulated  the  following  theory  to  explain  the 
Wassermann  test : 

The  change  in  the  syphilitic  blood  serum  is  due 
to  the  appearance  of  an  antibody  against  lipid 
substances  which  are  shared  by  most  organs. 
These  lipids  are  not  normally  active  as  antigens 
but  become  liberated,  as  it  were,  and  separated 
from  their  original  contact  with  tissue  proteins 
by  the  destructive  activity  of  the  invading  T. 
palladium.  The  foreign  protein  necessary  to  ac- 
tivate the  lipid  to  a full  antigen  would  be  supplied 
by  the  protoplasm  of  the  T.  pallidum.  This 
would  combine  in  situ  with  the  liberated  organ 
lipids  and  form  a mixture  which  would  lead  to 
antibody  production,  as  was  the  case  in  the 
model  rabbit  experiment. 

Here  the  problem  remained  for  some  time.  Dr. 
Wadsworth,  too,  was  most  fascinated  with  the 
problem  of  the  nature  of  the  sj'philitic  blood 
change  and  interested  in  the  perfection  of  the 
technics  for  its  detection.  His  contributions  in 
this  field  alone  have  been  of  the  greatest  impor- 
tance and  have  brought  fame  to  both  Dr.  Wads- 
worth and  the  Division  of  Laboratories  of  the 
New  York  State  Department  of  Health.  His 
efforts  were  crowned  by  the  isolation  of  cardio- 
lipin  in  Dr.  Wadsworth’s  laboratory  by  Dr. 
Pangborn.  The  isolation  of  cardiolipin  and  its 
clever  combination  with  cholesterin  and  lecithin 
in  certain  proportions  has  given  to  the  serologist 
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a most  specific  and  sensitive  reagent  for  the  sero- 
diagnosis  of  syphilis,  both  by  complement  fixation 
and  precipitation.  However,  the  problem  as  to 
the  origin  of  the  antibody  against  cardiolipin  still 
remained  a big  question.  Some  years  ago  Felix 
Klopstock  suggested  that  both  constituents,  the 
foreign  protein  as  well  as  the  lipid,  were  fur- 
nished by  the  T.  pallidum,  though  it  was  diffi- 
cult at  that  time  to  furnish  the  experimental 
evidence.  But  the  latest  developments  in  the 
field  of  serodiagnosis  of  syphilis  are  again  opening 
this  avenue  of  thought.  Granted,  even  today 
it  is  not  possible  to  culture  the  T.  pallidum  on 
artificial  media  in  sufficient  amounts  to  produce 
reagents,  but  a more  readily  available  source 
of  antigenic  material  is  now  used — the  testicles 
of  experimentally  infected  rabbits.  By  using  the 
infected  testicle  material,  the  immobilization 
test  of  T.  pallidum  has  been  developed  by  Nelson 
and  Mayer.  Further  investigations  are  being 
carried  out  to  prepare  extracts  of  the  syphilitic 
rabbit  testicle  to  be  used  as  test  tube  antigens. 
The  following  picture  might  then  be  assumed  as 
most  suggestive  regarding  the  nature  of  the 
syphilitic  blood  change: 

The  infection  with  the  T.  pallidum  causes  at  least 
two  groups  of  antibodies.  One  is  specific  for  T. 
pallidum  and  can  be  demonstrated  exclusively  by 
using  material  containing  the  treponema  itself. 
A second  group  of  antibodies,  produced  simul- 
taneously, acts  upon  alcoholic  extracts  of  normal 
organs  containing  constituents  which  are  shared 
by  the  T.  pallidum. 

The  present  Wassermann  test,  then,  using 
cardiolipin,  would  be  a heterophil-like  test  simi- 
lar to  the  Weil-Felix  reaction.  In  the  latter  case 
the  rickettsial  infection  produces  antibodies 
which  cross  react  with  certain  strains  of  Bacillus 
proteus.  It  is  definitely  easier  to  produce  suffi- 
cient antigenic  material  of  B.  proteus  than  of 
Rickettsia  prowazeki.  However,  the  diagnosis  is 
more  specific  using  the  rickettsial  antigen.  In 
like  fashion,  it  is  easier  and  cheaper  to  produce 
antigens  for  the  demonstration  of  the  lipid  anti- 
bodies in  Wassermann  positive  serum  than  the 
T.  pallidum  antibody  proper.  Undoubtedly, 
however,  antigens  prepared  from  T.  pallidum 
when  readily  available  will  be  introduced  as 
antigens  for  the  serodiagnosis  of  syphilis.  It 
seems  proper,  on  the  occasion  of  this  seventh 
Wadsworth  lecture  here  in  Albany,  also  to  re- 
member the  discoverers  of  the  Wassermann  test 


and  to  look  back  over  the  last  fifty  years,  appre- 
ciating the  enormous  progress  made  in  the  prac- 
tical technics  evolved  as  well  as  in  the  elucida- 
tion of  the  mystery  of  the  nature  of  the  syphilitic 
blood  change. 

A true  protein  can  exert  its  antigenic  potency 
only  when  injected  into  a foreign  host.  For 
instance,  human  plasma  injected  into  humans 
does  not  act  as  an  antigen.  However,  the  same 
plasma  when  injected  into  an  animal  will  elicit 
antibody  production.  These  antibodies  induced 
by  the  injection  of  foreign  material  are  referred 
to  as  heteroantibodies.  In  contrast,  iso-anti- 
bodies are  defined  as  antibodies  which  act  on 
antigens  present  within  the  same  species  but  not 
in  the  same  individual.  Ehrlich  and  Morgenroth 
were  the  first  to  produce  artificially  immune  iso- 
antibodies by  injecting  the  blood  of  a goat  into 
other  individual  goats.  At  the  same  time 
Landsteiner  discovered  the  existence  in  man  of 
iso-antibodies  which  appear  spontaneously  with- 
out apparent  antigenic  stimulation.  In  con- 
trast. an  auto-antibody  is,  by  definition,  an 
antibody  which  would  act  on  constituents  of 
its  own  body.  Ehrlich  and  Morgenroth  tried  to 
produce  such  auto-antibodies  in  goats,  but  they 
never  succeeded.  From  these  and  similar  ex- 
periments, Ehrlich  conceived  the  law  of  horror 
autotoxicus.  By  that  he  meant  that  the  living 
body  refuses  to  produce  antibodies  which  would 
act  on  its  own  constituents  causing  poisonous  or 
destructive  results.  However,  the  connection  of 
antibody  effects  with  pathologic  conditions  has 
been  a challenging  problem  for  many  years. 

The  late  Polish  investigator,  Hirszfeld,  called 
attention  to  the  difference  between  the  blood 
group  of  a mother  and  her  child  as  a possible 
cause  of  damage  in  both  mother  and  baby,  and 
he  called  such  a pregnancy  heterospecific.  Hirsz- 
feld suggested,  for  instance,  that  eclampsia 
actually  might  be  the  result  of  such  a hetero- 
specific pregnancy.  However,  on  a statistical 
basis  his  theory  could  not  be  maintained,  and 
being  a true  scientist,  Hirszfeld  withdrew  his 
hypothesis.  Later,  Philip  Levine  explained 
satisfactorily  the  pathogenesis  of  hemolytic 
disease  of  the  newborn  on  the  basis  of  iso-immu- 
nization.  In  these  cases  it  is  frequently,  though 
not  always,  the  Rh  factor  which  is  present  in  the 
baby  and  absent  in  the  mother  which  causes  iso- 
immunization in  the  mother.  Rh  antibodies  are 
elicited  in  the  mother’s  circulation  apparently 
by  the  baby’s  Rh  positive  cells.  After  these 
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antibodies  have  been  produced  by  the  mother 
they  pass  through  the  placenta  into  the  baby’s 
circulation,  causing  the  destruction  of  the  baby’s 
red  blood  cells.  The  surface  of  the  baby’s  cells 
are  coated  with  antibodies  which  have  united 
specifically  with  antigenic  sites  on  the  baby’s 
own  blood  cells.  The  antibody  sensitization  of 
these  cells  frequently  is  demonstrated  by  utilizing 
the  direct  antiglobulin  reaction  of  Coombs. 
This  ingenious  test  is  based  on  the  fact  that  the 
majority  of  human  antibodies  are  serum  gamma 
globulins.  Their  presence  on  the  cells  can  be 
detected  by  the  application  of  an  antiserum 
against  human  gamma  globulin  prepared  in 
rabbits.  The  significance  of  the  Coombs  test  is 
equally  important  from  the  practical  and  the 
theoretic  point  of  view.  The  pathogenesis  of 
hemolytic  disease  of  the  newborn  as  due  to  iso- 
immunization is  now  generally  accepted  as  proved 
beyond  a doubt.  The  important  point  to  keep 
in  mind  is  that  the  antibodies  in  the  baby’s  circu- 
lation are  received  by  passive  transfer  from  the 
mother;  they  are  not  manufactured  in  the  baby’s 
body.  Once  these  antibodies  are  eliminated  or 
reduced,  for  instance  by  exchange  transfu- 
sion, they  will  not  return  to  cause  any  further 
damage. 

The  case  of  the  production  of  auto-antibodies 
is  then  certainly  not  supported  by  what  we  have 
learned  about  the  pathogenesis  of  hemolytic 
disease  of  the  newborn.  Quite  some  time  ago, 
however,  Donath  and  Landsteiner  reported  what 
they  felt  could  be  an  auto-antibody  in  the  case 
of  a rather  unusual  disease,  paroxysmal  hemo- 
globinuria. In  this  case  an  antibody-like  sub- 
stance is  found  in  the  patient’s  serum  and  com- 
bines with  the  patient’s  cells  only  if  the  tem- 
perature is  reduced  considerably.  When  re- 
turned to  37  C.,  these  cells  are  dissolved  due  to 
the  action  of  complement  on  the  sensitized  pa- 
tient’s cells.  Stimulated  by  such  experiences, 
it  has  become  fashionable  to  attribute  several 
disorders  of  the  blood  to  the  effects  of  auto- 
antibodies. Many  diseases  involving  all  the 
various  corpuscular  elements  of  the  blood  have 
been  attributed  to  auto-antibody  formation. 
One  of  the  outstanding  examples  is  acquired 
hemolytic  anemia  of  the  adult,  where  the  pa- 
tient’s cells  frequently  give  a positive  direct 
Coombs  test  similar  to  the  cells  of  an  erythro- 
blastotic  baby.  The  positive  Coombs  test  in 
acquired  hemolytic  anemia  of  the  adult  has 
been  interpreted  by  many  as  proof  for  the  auto- 


antibody nature  of  this  disease.  Assuming  this 
theory  as  correct,  it  would  certainly  remain 
quite  a mystery  as  to  how  the  antibody  is  pro- 
duced and  against  which  antigen  of  the  cell 
the  antibody  is  directed.  As  long  as  these  ques- 
tions remain  unanswered  it  seems  wiser  to  admit 
that  the  cause  of  acquired  hemolytic  anemia  is 
still  an  unsolved  problem.  The  time  is  too  short 
to  further  indulge  in  the  most  fascinating  topic 
of  auto-antibody  production  as  it  appears  now- 
in  relation  to  diseases  in  man.  I would  like  to 
mention  thrombocytopenic  purpura,  certain 
forms  of  leukopenia,  and  even  acute  nephritis, 
as  diseases  considered  to  be  caused  by  auto- 
antibodies. The  technical  difficulties  involved 
in  the  demonstration  of  such  antibodies  are 
extensive.  The  hematologists  are  naturally 
attracted  to  the  problem  of  auto-antibody  ef- 
fects as  are  physicians  specializing  in  kidney 
diseases.  Yet  the  methodology  necessary  for  the 
experimental  analysis  in  these  instances  is  un- 
doubtedly immunologic.  It  seems  logical  and 
imperative,  therefore,  for  the  immunologist  to 
take  a more  active  part  in  the  study  of  diseases 
in  w'hich  antibody  effects  are  considered  to  be  in- 
volved, irrespective  of  the  clinical  field  to  which 
the  disorder  might  belong.  I hasten  to  add,  how-- 
ever,  that  there  is  experimental  evidence  for  the 
existence  of  antibodies  against  an  individual’s 
own  tissue  in  certain  specific  instances.  It  is 
possible  to  produce  auto-antibodies  against 
brain  tissue,  against  spermatozoa,  and  as  re- 
cently shown,  against  the  thyroid  gland.  As  a 
matter  of  fact,  the  pathologic  picture  produced 
in  experimental  animals  by  autoimmunization 
could  be  linked  with  the  pathology  of  chronic 
thyroiditis  in  man,  suggesting  autoimmunization 
as  a possible  cause  of  this  disease.  New  and 
important  revelations  might  come  from  the 
study  of  auto-antibody  effects.  The  experimental 
immunologist,  however,  must  be  careful  not  to 
be  carried  away  by  the  understandable  enthu- 
siasm of  some  of  the  workers  in  the  field  who 
might  be  inclined  to  draw  conclusions  beyond 
experimental  justification. 

A director  of  a famous  institute  for  medical  re- 
search was  said  to  have  stated  some  years  ago 
that  the  problems  of  immunology  for  all  intents 
and  purposes  had  been  solved.  Nothing  could 
be  further  from  the  truth,  because  the  scope  of 
immunology  seems  to  be  rapidly  expanding. 
Indeed,  we  might  be  on  the  threshold  of  new 
and  startling  developments. 
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The  purpose  in  presenting  this  article  is  to 
emphasize  some  of  the  principles  of  clinical 
radiology  and  to  stress  the  importance  of  cor- 
relating the  clinical  findings  with  the  radiograph. 
The  authors  have  found  that  with  the  increasing 
use  of  radiographic  equipment  many  of  the 
teachings  of  the  early  clinical  radiologists  are 
being  ignored — specifically,  that  every  radiograph 
is  an  indivisible  part  of  an  entire  clinical  picture. 
Ideally,  this  clinical  picture  should  consist  of  the 
physician  who  has  a reason  for  requesting  the 
radiograph  and  a physician  who  takes  or  super- 
vises taking  the  radiograph,  sees  the  patient, 
examines  him,  obtains  his  history,  and  finally 
interprets  the  radiograph  in  the  light  of  his 
medical  knowledge,  training,  and  experience  in 
radiography. 

The  reason  for  the  unfortunate  rise  in  litigation 
proceedings  against  physicians  unquestionably 
is  due  in  part  to  the  failure  of  the  physician  who 
uses  this  modality  for  diagnosis  to  adhere  to  these 
principles.  There  is  such  faith  in  this  method  of 
diagnosis  that  the  physician  will  relegate  his 
clinical  findings  to  a position  of  secondary  im- 
portance to  the  radiograph,  and  then  culpable 
error  is  the  logical  result. 

How  can  we  attempt  to  reduce  the  “chance 
of  error?”  There  is  legally  nothing  to  prevent  a 
patient  from  being  x-rayed  from  head  to  toe  as 
frequently  as  he  or  his  physician  would  like,  by 
anyone  possessing  x-ray  equipment.  However, 
three  important  factors  discourage  such  a situa- 
tion. 

1.  The  physician  who  interprets  such  x-rays 
should  be  aware  of  the  presence  of  specific 
clinical  signs  and  symptoms  in  the  absence  of 
radiographic  findings. 

2.  He  should  not  interpret  inadequate,  insuf- 
ficient, or  improperly  labeled  radiographs. 

3.  Finally,  his  awareness  of  the  amount  of 
radiation  received  by  the  patient  should  be  an 
important  factor  in  view  of  our  increasing  use  of 
radioactivity. 

It  should  be  re-emphasized  that  we  have  said 
reduce  rather  than  eliminate  the  chance  of  error. 
We  know  that  radiographs  of  the  finest  quality 
are  usually  projected  in  a single  dimension,  in  the 


uniplanar  image  in  which  they  were  obtained. 
The  use  of  stereoscopy  is  frequently  reserved  for 
special  procedures.  We  also  know  that  certain 
pathologic  processes  do  not  manifest  themselves 
radiographically  for  weeks  and  sometime  months 
after  the  first  presenting  sign  or  symptom. 
Therefore,  there  are  specific  situations  in  which, 
because  of  projection  or  because  of  negative 
radiographic  findings,  the  chance  of  error  may  be 
anticipated. 

There  are,  however,  those  situations  in  which 
error  can  and  should  be  avoided.  Of  prime 
importance  is  the  quality  of  the  radiograph. 
Too  often  pathology  is  not  demonstrated  because 
the  film  is  underexposed  or  overexposed,  because 
of  motion,  or  because  too  few  views  are  obtained. 
The  result  is  that  the  diagnosis  is  completely 
missed  in  the  inadequate  radiograph  and  that 
valuable  time  is  lost  in  the  treatment  of  the 
patient.  Therefore,  it  behooves  all  physicians 
who  use  x-ray  for  diagnostic  purposes  to  insure 
maximum  technical  quality  first. 

It  must  also  be  emphasized  that  this  method 
of  diagnosis  represents  a permanent  and  pro- 
ducible part  of  a physician’s  record  which  may 
frequently  appear  in  Compensation  Courts  and 
in  malpractice  suits  as  well  as  in  the  usual  litiga- 
tion situations. 

Perhaps  the  most  important  matter  in  which 
“error”  can  be  avoided  is  in  the  correlation  of 
clinical  history  with  the  examination  of  the 
patient.  This  combination  should  be  so  ideal 
that  the  proper  and  necessary  radiographs  are 
obtained.  The  adequate  interpretation  of  these 
radiographs  will  of  course  depend  on  the  ex- 
perience of  the  observer,  and  it  is  assumed  that 
any  physician  who  interprets  an  x-ray  for  the 
official  record  is  qualified  to  do  so  by  experience 
or  training. 

The  observer  often  is  accused  of  being  elusive 
in  his  report,  particularly  in  the  absence  of  pa- 
thology when  he  requests  additional  follow-up 
examination  or  additional  films.  This  elusive- 
ness is  necessary  to  the  good  practice  of  radiol- 
ogy. It  is  one  of  the  effective  weapons  which  the 
radiologist  utilizes  to  alert  the  referring  physician 
that  the  radiologist  also  has  examined  the  patient 
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Fig.  1.  Case  1. — No  evidence  of  fracture. 


Fig.  2.  Case  1. — Demonstrates  presence  of  callus 
formation  in  the  midtibial  shaft  at  the  site  of  spiral 
oblique  fracture  five  weeks  after  injury. 

and  does  not  feel  that  “all  is  well”  and  that 
because  the  patient  has  specific  signs  and  symp- 
toms he  should  have  the  advantage  of  follow-up 
study. 

The  most  common  example  of  the  above 
situation  is  present  when  trauma  to  the  thoracic 
cage  has  been  sustained.  In  the  presence  of  a 
negative  radiograph  of  good  quality  and  proper 
views  it  is  always  good  custom  to  qualify  one’s 
report  with  the  wording,  “occasionally  fissure 


Fig.  3.  Case  2. — Negative  examination  of  the  hip. 


Fig.  4.  Case  2. — Classical  changes  of  Legg-Calve- 
Perthes  disease  were  demonstrated  two  months  after 
initial  study. 


fractures  of  the  ribs  are  not  visualized  until  some 
callus  formation  or  displacement  has  occurred, 
and  if  clinical  tenderness  persists  beyond  the 
period  of  ten  days,  additional  spot  films  at  the 
point  of  maximum  tenderness  should  be  done.” 
This  particular  phrase  also  will  prevent  that  most 
embarrassing  situation  that  arises  when  a patient 
goes  from  one  doctor  who  has  said  there  is  no 
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Fig.  5.  Case  3. — Radiograph  of  poor  quality  failed  to 
demonstrate  metaphyseal  bone  pathology. 


Fig.  6.  Case  3. — Two  weeks  later  changes  involving 
the  distal  radial  epiphysis  were  present. 


fracture  present  to  another  doctor  two  or  three 
weeks  later  who  after  proper  examination  dis- 
covers a very  obvious  fracture. 

The  following  cases  are  examples  of  the 
“errors”  described. 

Case  1. — The  patient,  a five-year-old  male,  com- 
plained of  pain  in  the  right  lower  leg  and  inability 
to  stand  after  a fall  from  a bicycle.  ■ Minimal  ten- 
derness was  present  in  the  midshaft  of  the  tibia,  and 
x-rays  of  excellent  technical  quality  were  negative 
(Fig.  1).  Four  weeks  later  a radiograph  demon- 
strated periosteal  reaction  along  the  tibia  and  the 
production  of  a line  of  decreased  density  classical  of 
the  spiral  oblique  fracture  of  the  tibia,  which  oc- 
casionally does  not  visualize  on  the  initial  film  (Fig. 
2). 

Case  2. — The  pediatrician  or  general  practitioner 
often  is  faced  with  the  problem  of  pain  in  the  hip 
and  knee  in  children.  In  this  case  the  initial  radio- 
graph was  negative  (Fig.  3).  It  is  this  type  of  case 
which  requires  close  supervision  and  a follow-up  ex- 


Fig.  7.  Case  4- — Bone  survey  film  of  femur  failed  to 
demonstrate  osseous  pathology. 


Fig.  8.  Case  4- — Two  weeks  later  characteristic 
changes  of  osteomyelitis  were  demonstrated. 
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Fig.  9.  Case  5. — No  evidence  of  destructive  bone 
change  noted  in  the  cervical  spine. 


Fig.  10.  Case  6. — Five  weeks  after  the  initial  study 
of  the  cervical  spine  an  area  of  destructive  bone  change 
was  demonstrated  typical  of  an  infectious  process. 


amination  to  demonstrate  the  early  changes  of  a 
Legg-Calve-Perthes  disease.  Two  months  after  the 
initial  study  the  classical  findings  of  Legg-Calve- 
Perthes  disease  were  demonstrated  on  x-ray  (Fig.  4). 
The  radiographic  report  following  such  an  examina- 
tion should  be  specific  in  requesting  additional  fol- 
low-up examinations. 

Cases  3 and  4. — In  each  of  these  cases  the  initial 
radiographs  did  not  demonstrate  pathology.  In 


Fig.  11.  Case  6. — Early  destructive  bone  changes 
of  fourth  lumbar  vertebra  which  could  go  unrecognized 
because  of  overlying  bowel  gas  densities. 


Fig.  12.  Case  6. — Re-examination  revealed  destructive 
bone  change  with  almost  complete  vertebral  dissolution. 


case  3 (Fig.  5)  the  films  are  underexposed  and  it  is 
difficult  to  define  specific  pathology.  Figure  6 is  a 
follow-up  radiograph  taken  about  two  weeks  later. 
The  pathology  is  clearly  seen  at  this  time  in  the  dis- 
tal radial  metaphysis.  In  case  4 Fig.  7 reveals 
only  a single  lateral  projection  of  the  femur  which 
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Fig.  13.  Case  6. — Vertebral  reorganization  now 
apparent. 


here  that  two  examinations  of  the  cervical  spine 
were  made  within  one  week  (Fig.  9)  because  of  the 
persistence  of  severe,  unremitting  pain  and  that 
three  radiologists  reviewed  these  films  and  could 
find  only  minimal  arthritic  change.  A third  sub- 
sequent examination  one  month  later  demonstrated 
destructive  changes  typical  of  infectious  process  in  a 
severe  diabetic  (Fig.  10).  The  referring  physician 
in  this  case  is  to  be  commended  for  the  reason  that 
the  negative  report  did  not  convince  him  that  pa- 
thology was  absent. 

Case  6. — This  case  is  similar  to  those  described 
previously.  The  patient  was  a female  infant  who 
complained  of  pain  in  the  low  back.  X-rays  taken 
shortly  after  the  onset  of  symptoms  suggested  path- 
ologic changes  in  the  fourth  lumbar  vertebra  (Fig. 
11),  and  follow-up  examination  was  requested.  The 
follow-up  examination  revealed  further  destructive 
change  of  the  central  body  (Fig.  12).  Six  months 
later  partial  vertebral  regeneration  was  evident 
(Fig.  13).  No  biopsy  was  obtained.  However,  it 
was  thought  that  this  represented  an  eosinophilic 
granuloma. 


was  done  in  a “survey”  manner.  Figure  8 shows 
the  same  femur  two  weeks  later,  and  the  periosteal 
reaction  is  quite  clear. 

In  cases  3 and  4 it  is  possible  that  the  diagnosis  of 
osteomyelitis  could  have  been  made  on  the  initial 
study,  and  certainly  the  observer  in  these  situations 
should  indicate  that  these  examinations  are  not 
adequate  for  diagnosis  and  should  be  repeated.  In 
both  of  these  cases  this  was  done,  and  subsequent 
examination  revealed  very  definite  pathology. 

Case  5. — This  demonstrates  the  kind  of  un- 
avoidable “error”  which  can  only  be  condoned  if 
request  for  follow-up  examination  is  requested  on 
the  initial  negative  report.  It  must  be  emphasized 


Conclusion 

1.  All  radiographic  examinations  should  have 
adequate  physician  supervision  and  clinical 
correlation. 

2.  The  radiographic  examination  should  not  be 
accepted  unless  technically  perfect  and  should 
not  be  separated  from  the  report  of  the  physician 
doing  the  examination. 

3.  Several  cases  are  presented  to  demonstrate 
the  above  principles. 

168  Clinton  Street 


Observations  on  Natural  Poliovirus  Infections  in  Immunized  Children 


Reporting  results  of  a study  of  about  300  Loui- 
siana children  immunized  against  poliovirus,  the 
authors  call  attention  to  the  fact  that  protection 
against  infection  and  protection  against  disease 
are  not  necessarily  synonymous.  Where  polio- 
virus is  concerned,  infection  of  human  beings  pri- 
marily involves  the  alimentary  tract;  serious  in- 
volvement of  the  central  nervous  system  is  relatively 
rare.  For  perpetuation  in  man,  poliovirus  depends 
upon  infections  of  the  alimentary  tract,  not  the 
central  nervous  system.  Thus,  serious  consequences 
of  such  infections  may  be  prevented  by  specific 
immunization,  but  unless  alimentary  infections  are 
influenced,  spread  of  the  virus  within  the  population 


will  not  be  influenced.  Before  and  after  studies  of 
these  children  led  to  the  conclusion  that  two  doses  of 
Salk  vaccine  did  not  materially  affect  the  frequency 
or  duration  of  alimentary  infection  or  the  amount  of 
virus  excreted  in  the  feces.  The  authors  pre- 
dicted (the  paper  was  presented  in  November, 
1956)  that  the  third  booster  shot  would  also  fail  to 
influence  enteric  infection  and  that,  as  a corollary, 
extended  use  of  killed-virus  vaccines  will  not  result 
in  gradual  elimination  of  poliovirus  from  vaccinated 
areas. 

— Henry  M.  Gelfand,  M.D.,  John  P.  Fox,  M.D., 
Dorothy  R.  Leblanc,  R.N.,  American  Journal  of 
Public  Health,  April,  1957 
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Trends  in  the  Treatment  of  Pulmonary  Tuberculosis 

The  First  Ten  Years  of  the  Antimicrobial  Era 


CHARLES  W.  RIEBER,  M.D.,  NEW  YORK  CITY,  AND  VANIK  BOMBATEPE,  M.D.,  ANKARA,  TURKEY 
( From  the  Medical  Service,  Trihoro  Hospital,  Jamaica,  New  York) 


Ten  years  ago  streptomycin  came  into  general 
use  as  an  antibiotic  agent  against  tubercu- 
losis. This  marked  the  beginning  of  a new  era 
in  the  treatment  of  the  disease.  The  older 
methods  of  treatment — pneumothorax,  pneu- 
moperitoneum, primary  thoracoplasty — have  rap- 
idly given  way  to  the  more  direct  attack  of 
excisional  surgery.  Prior  to  1947  few  resections 
were  attempted  because  of  the  danger  of  compli- 
cations. However,  with  the  aid  of  streptomycin, 
plus  rapid  advances  in  surgical  technic  and  an- 
esthesiology, more  resections  were  accomplished 
with  better  postoperative  results.  As  the  mor- 
bidity and  mortality  from  this  type  of  treatment 
were  reduced,  the  indications  increased.  At 
first  streptomycin  therapy  was  restricted  to  only 
a few  weeks  before  and  after  operation  because  of 
the  fear  of  development  of  resistance  and  toxicity. 
After  more  experience  was  gained  longer  periods 
of  preparation  were  given.  Para-aminosalicylic 
acid  (PAS)  was  added  in  1949,  and  the  combina- 
tion of  this  drug  with  streptomycin  brought  the 
concept  of  prolonged  antimicrobial  therapy  into 
being.  The  discovery  of  isoniazid  in  1951 
established  this  program  of  long-term  chemo- 
therapy' with  surgery  as  an  adjunctive  measure 
to  remove  residual  cavitary',  fibrotic,  and  nodular 
disease. 

In  the  past  few  years  we  at  Triboro  Hospital 
"have  noted  a diminution  in  the  number  of  cases 
•coming  to  surgery.  It  was  apparent  that  medical 
treatment  alone  by  long  term  drug  therapy  was 
arresting  disease  in  more  patients.  To  deter- 
mine exactly  what  was  happening  we  decided  to 
review  the  hospital  records  for  the  ten-year 
period  of  1945  to  1955. 

There  were  543  resections  for  tuberculosis  in 
this  hospital  since  1945.  Figure  1 indicates  the 
total  number  in  each  year  including  all  tyrpes. 
We  noted  a rapid  rise  from  1947  to  1951  followed 
by  an  almost  equally  sharp  drop  from  1951  to 
1955.  We  were  surprised  by  the  rather  sudden 
change  in  events  which  this  indicated.  We 
decided  that  by  dividing  our  results  into  the 
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Fig.  1.  Total  resections,  1945  to  1955. 

three  main  tyrpes  of  resection  we  might  obtain  a 
clearer  picture  of  what  had  occurred. 

Figure  2 illustrates  what  has  developed  in  the 
various  types  of  excisional  surgery.  Segmental 
resections  and  lobectomies  reached  a peak  in 
1951  and  then  began  to  decline.  The  segmentals 
showed  a more  rapid  drop.  Most  pneumonec- 
tomies were  performed  in  1949,  followed  by  a 
gradual  fall  until  the  present,  there  being  little 
actual  change  since  1950.  Thus,  the  reduction 
in  segmental  resections  and  lobectomies  account 
for  the  major  change  in  the  total  number  of 
operations.  It  is  also  noteworthy  that  our 
greatest  surgical  activity'  occurred  at  about  the 
time  that  long-term  therapy  with  streptomy'cin 
and  PAS  was  being  established.  This  could 
explain  the  changes  taking  place,  but  other 
factors  had  to  be  considered.  A review  of  the 
hospital  census  showed  little  fluctuation  in  bed 
occupancy  during  these  years,  the  number  of 
admissions  and  discharges  remaining  quite  con- 
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Fig.  2.  Total  various  types  of  resections,  1945  to 
1955. 


Minimal  Lesion 

Moderatly  Advanced 

Far  Advanced 


Fig.  3.  Stages  of  disease  on  admission. 


stant.  A change  in  the  type  of  patient  being 
admitted  could  affect  the  surgical  rate.  There- 
fore, the  stage  of  disease  on  admission  of  every 
patient  from  1945  to  1955  was  investigated. 

Figure  3 indicates  a sharp  drop  in  the  number  of 
far-advanced  cases  admitted  between  1950  and 
1953,  with  a commensurate  rise  in  the  minimal 
and  moderately  advanced  patients.  When  one 
compares  Figure  2 with  Figure  3,  a correlation  is 
seen  between  the  increase  in  admission  of  minimal 
and  moderately  advanced  cases  and  the  high 


Average  age 

Male 

Female 


Fig.  4.  Average  age  of  the  patients  on  admission. 

point  of  segmental  resection  and  lobectomy. 
Could  it  have  been  that  enthusiasm  for  surgical 
excision  influenced  other  agencies,  such  as  out- 
side clinics  and  hospitals  and  private  physicians, 
to  refer  more  of  this  type  of  patient  into  the 
hospital  at  this  time?  We  have  good  reason  to 
believe  that  this  was  so.  It  is  also  true  that  the 
three  previous  years  of  antimicrobial  therapy 
brought  a large  number  of  patients  to  a point 
where  surgery  was  possible. 

Statistics  show  that  tuberculosis  is  becoming 
more  prevalent  in  the  older  age  group.  The  age 
of  the  patient  being  considered  for  surgery  is 
always  a factor.  Figure  4 indicates  the  increas- 
ing age  of  our  patients  on  admission,  particularly 
the  males.  Figure  5 demonstrates  the  increas- 
ing number  of  patients  over  fifty  years  of  age  on 
admission.  Only  45  of  the  543  patients  operated 
on  were  fifty  years  or  older.  As  the  age  of  the 
tuberculous  population  increases  the  opportuni- 
ties for  surgery  diminish. 

Comment 

We  have  no  doubt  that  a definite  trend  toward 
long-term  antimicrobial  therapy  with  less  ex- 
cisional  surgery  is  taking  place  in  our  hospital. 
In  the  recent  literature  there  is  evidence  that 
others  are  having  the  same  experience.  From 
the  Veterans  Administration1  the  recent  trend 
has  been  strongly  toward  long  courses  of  treat- 
ment with  twelve  months  of  chemotherapy  as  an 
absolute  minimum  and  eighteen  to  twenty-four 
months  advised.  The  surgical  resections  are 
taking  place  some  time  during  this  period, 
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Fig.  5.  Age  distribution  of  the  patients  on  admission. 

depending  on  the  determination  of  the  stability 
of  the  lesion.  The  longer  the  courses  of  therapy 
given,  the  fewer  resections  will  be  done,  since 
many  of  the  cases  will  show  either  complete 
resolution  of  the  lesion  or  the  development  of 
small  nodular  disease  which  many  feel  is  un- 
necessary to  resect.  Dooneief2  and  his  group  at 
Montefiore  Hospital  have  expressed  the  opinion 
that  it  is  never  certain  that  all  tubercle  bacilli 
have  been  removed  from  the  tuberculous  host 
when  the  grossly  involved  lobe  or  segment  has 
been  excised,  nor  can  we  postulate  complete 
eradication  of  tubercle  bacilli  from  the  human 
host  by  any  arbitrary  period  of  drug  treatment. 
In  the  light  of  these  observations  and  accumu- 
lated experience  with  this  disease  they  believe 
that  the  time  has  come  to  explore  the  more  pro- 
longed, perhaps  lifelong,  treatment  with  anti- 
microbial agents. 

In  a recent  review  of  the  subject  Mushenheim3 
states  that  at  present  in  the  treatment  of  tuber- 
culosis there  is  uncertainty,  confusion,  and  dis- 


agreement, and  there  is  accumulating  evidence 
that  within  reasonable  limits  postponement  of 
resectional  surgery  until  late  in  the  course  of 
long-term  drug  therapy  diminishes  the  hazards 
of  surgery,  and  fewer  and  less  extensive  proce- 
dures may  be  needed. 

In  the  absence  of  continued  clinical  manifes- 
tation of  active  tuberculous  disease  in  the  form  of 
persistant  output  of  bacilli,  the  case  for  radical 
surgery  is  becoming  weaker  on  all  counts.  Not 
only  medical  investigators  but  surgeons  them- 
selves are  expressing  similar  thoughts  after 
reviewing  their  results  in  the  past  ten  to 
twelve  years.  Brown,  Drash,  and  Minor4  make 
this  statement  in  a recent  paper  on  the  sub- 
ject: “Indeed,  the  profound  influence  and  the 
apparent  success  of  long-term  drug  therapy  on 
the  course  and  treatment  of  tuberculosis  has 
raised  to  a considerable  extent  the  real  question 
of  the  need  for  resection.”  Likewise,  Robinson, 
Jones,  Meyer,  and  Reding5  have  said,  “There 
are  indications  that  the  comparatively  high 
prevalence  of  surgical  treatment  is  now  diminish- 
ing and  that  the  future  will  see  less  need  for  the 
surgical  treatment  of  tuberculosis.” 

Excisional  surgery  has  made  a great  contri- 
bution to  the  control  of  tuberculosis,  but  its 
indications  have  been  reduced  considerably  by 
the  success  of  long-term  drug  therapy,  partic- 
ularly on  the  minimal  and  moderately  advanced 
cases. 
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Although  a skilful  flatterer  is  a most  delightful  companion  if  you  can  keep  him  all  to  yourself, 
his  taste  becomes  very  doubtful  when  he  takes  to  complimenting  other  people. — Charles  Dick- 
ens 
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Aminoisometradine  ( Rolicton ) as  an  Oral  Diuretic 
in  Congestive  Heart  Failure * 

ALBERT  H.  DOUGLAS,  M.D.,  F.A.C.P.,  PAUL  SAMUEL,  M.D.,  WILLIAM  P.  WAGNER,  M.D.,  AND 
ISIDORE  GUBERNICK,  B.S.,  JAMAICA,  NEW  YORK 

( From  the  Departments  of  Medicine  and  Pathology , Queens  General  Hospital) 


Aminometradine  (Mictine),  a uracil  deriva- 
tive, has  shown  merit  as  an  oral  diuretic.1’2 
However,  a relatively  high  incidence  of  nausea  has 
limited  its  use,  and  therefore  a related  compound 
has  been  introduced.  Aminoisometradine  (Ro- 
licton) is  1-methallyl-  3-methyl-6-aminotetra- 
hydropyrimidinedione,  contrasted  with  1-allyl- 
3-ethyl-6-aminotetrahydropyrimidinedione  (Mic- 
tine). Animal  studies3  and  preliminary  trials 
in  patients  have  suggested  that  this  diuretic  is 
better  tolerated.  It  is  the  purpose  of  this  report 
to  present  our  clinical  experience  with  the  drug 
in  the  treatment  of  54  patients  with  congestive 
heart  failure. 

Method  and  Material 

The  difficulties  which  attend  any  study  of  a 
diuretic  drug  in  man  have  been  noted  by  others.4 
One  is  dealing  with  numerous  variables,  including 
age,  weight,  cardiac  pathology,  the  presence  or 
absence  of  renal  or  hepatic  disease,  arterial 
pressure,  venous  pressure,  tissue  pressure,  blood 
electrolyte,  protein  and  hemoglobin  levels,  food 
and  fluid  intake,  loss  of  electrolytes  and  water 
through  the  skin  and  gastrointestinal  tract,  the 
constantly  changing  cardiac  load,  particularly 
in  ambulatory  patients,  and  the  individual’s 
tolerance  of  a given  drug.  Greiner  and  Gold5 
have  attempted  to  control  these  variables  by 
using  the  effect  of  an  intramuscular  injection  of 
meralluride  as  a standard,  with  each  patient 
serving  as  his  own  control.  In  our  study  we  have 
used  a modification  of  this  technic. 

All  the  patients  studied  were  maintained  on  a 
low  sodium  diet  with  about  500  mg.  of  sodium 
daily.  The  fluid  intake  was  not  restricted.  All 
were  digitalized,  and  the  dose  of  digitalis  was 
unaltered  throughout  the  period  of  observation. 
A control  base  line  for  at  least  one  month  was 
obtained  in  each  instance  before  aminoisometra- 
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dine  was  prescribed.  The  clinical  findings  were 
recorded  by  the  same  observers  before  and  during 
the  use  of  the  drug.  The  results  were  classified 
as  good,  fair,  or  poor  as  determined  by  weight  loss, 
need  for  injection  of  a mercurial  diuretic,  and 
response  of  symptoms  and  signs  of  congestive 
failure.  In  the  hospital  cases  the  fluid  intake 
and  the  urine  output  were  measured,  and  the 
urinary  sodium,  potassium,  and  chloride  excre- 
tions were  determined  daily.  In  these  cases 
blood  counts,  routine  urinalysis,  and  measure- 
ments of  the  blood,  sodium,  potassium,  chloride, 
carbon  dioxide,  bilirubin,  and  urea  nitrogen  were 
done  weekly. 

Our  series  includes  54  patients  with  congestive 
heart  failure.  Of  these  26  were  ambulatory 
(class  3)  and  28  were  hospital  cases  (class  4). 
The  ages  ranged  from  fourteen  to  eighty-eight. 
Of  the  total  number  17  had  rheumatic  heart 
disease  (labeled  RHD),  ten  had  hypertensive 
heart  disease  (HHD),  ten  had  hypertensive  and 
arteriosclerotic  heart  disease  (HASH!)),  14  had 
arteriosclerotic  heart  disease  (ASHD),  and  three 
had  cor  pulmonale  (CP).  Thirty-two  were  female 
and  22  male. 

Dosage.— In  the  ambulatory  patients  a dosage 
of  0.8  to  2.4  Gm.  (two  to  six  tablets)  daily  were 
used  for  periods  of  from  two  to  nine  months. 
In  two  instances  the  dose  was  temporarily  raised 
to  4.8  Gm.  daily  to  supplement  the  effect  of  a 
mercurial  injection  because  of  the  severity  of  the 
cardiac  failure.  In  the  hospital  patients  the 
drug  was  pushed  to  the  point  of  minor  toxic 
symptoms  and  the  maximum  tolerated  dose  was 
used.  This  ranged  from  2.4  to  7.6  Gm. 

Results 

The  results  are  listed  in  Tables  I and  II.  As 
indicated  the  result  was  good  in  61  per  cent,  fair 
in  20  per  cent,  and  poor  in  19  per  cent.  In  the 
class  3 cardiacs  treated  with  relatively  small  doses 
the  results  were  good  in  52  per  cent,  while  in  the 
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TABLE  I. — Ambulatory  (Class  3)  Cardiacs  in  Congestive  Heart  Failure 


Case 

Num- 

ber 

Age 

(Years) 

Sex 

Diag- 

nosis 

Duration  of 
Observation 
Prior  to 
Experiment 

Average 
Daily 
Dose  of 
Amino- 
iso- 
metra- 
dine 
(Gm.) 

Duration 

of 

Treat- 

ment 

with  Average 
Amino-  Weight 
iso-  Before 

metra-  Use  of 
dine  Drug 

(Months)  (Pounds) 

Average 
Weight 
After 
use  of 
Drug 
(Pounds) 

Frequency 

of 

Mercurial 
Before  Use 
of  Drug 

Frequency 

of 

Mercurial 
After  Use 
of  Drug 

Result 

Toxic 

Effects 

1 

63 

F 

RHD 

5 years 

1.6 

9 

125 

122 

Weekly 

Weekly 

Good 

Nausea 

2 

63 

M 

RHD 

2 years 

0.8 

3 

171 

165 

Biweekly 

Biweekly 

Fair 

Slight 

nausea 

3 

67 

F 

HHD 

3 months 

0.8 

7 

133 

118 

Monthly 

Monthly 

Good 

None 

4 

40 

F 

RHD 

8 years 

1.2 

2 

111 

111 

Monthly 

Monthly 

Fair 

None 

5 

65 

F 

HHD 

15  years 

1.6 

8 

158 

158 

Biweekly 

Biweekly 

Poor 

Slight 

nausea 

6 

88 

M 

ASHD 

6 weeks 

1.6 

7 

165 

151 

Biweekly 

Biweekly 

Good 

None 

7 

37 

M 

RHD 

7 years 

1.8 

5 

169 

169 

Weekly 

Biweekly 

Good 

None 

8 

58 

M 

RHD 

4 years 

0.8 

5 

147 

147 

Monthly 

Bimonthly 

Good 

None 

9 

66 

F 

RHD 

5 weeks 

1.6 

2 

103 

103 

Weekly 

Weekly 

Fair 

None 

10 

70 

M 

ASHD 

5 years 

0.8 

5 

166 

155 

Monthly 

Monthly 

Good 

None 

11 

59 

F 

HHD 

16  years 

2.4 

2 

104 

102 

Semiweekly 

Semiweekly 

Fair 

None 

12 

77 

M 

ASHD 

5 years 

2.4 

4 

154 

152 

Biweekly 

Biweekly 

Fair 

None 

13 

63 

F 

ASHD 

6 months 

2.4 

3 

119 

117 

Biweekly 

Biweekly 

Good 

None 

14 

69 

M 

HHD 

2 years 

0.4 

8 

183 

175 

Weekly 

Weekly 

Fair 

None 

15 

70 

M 

HHD 

9 months 

1.2 

4 

180 

180 

Monthly 

Monthly 

Poor 

None 

16 

69 

F 

ASHD 

3 years 

0.8 

3 

147 

145 

Biweekly 

Biweekly 

Fair 

None 

17 

57 

F 

CP 

1 year 

0.8 

3 

136 

134 

Biweekly 

Biweekly 

Good 

None 

18 

14 

F 

RHD 

3 years 

0.8 

31/2 

111 

111 

Every  6 
weeks 

Every  6 
weeks 

Fair 

None 

19 

63 

F 

HHD 

1 year 

1.2 

5 

163 

159 

Biweekly 

Biweekly 

Good 

Nausea 

20 

46 

F 

RHD 

5 years 

4.8 

1 

126 

123 

Semiweekly 

Semiweekly 

Good 

None 

21 

64 

F 

HASHD 

2>/2  months 

1.2 

3>/j 

157 

160 

Biweekly 

Biweekly 

Poor 

None 

22 

63 

F 

HASHD 

17  years 

0.8 

2 

131 

129 

Biweekly 

Monthly 

Good 

None 

23 

66 

M 

HASHD 

1 year 

1.2 

4 

150 

147 

Weekly 

Weekly 

Good 

None 

24 

41 

F 

RHD 

l‘/j  years 

1.2 

2 

168 

171 

Monthly 

Monthly 

Poor 

Nausea 

25 

59 

F 

RHD 

1 month 

1.2 

2 

125 

121 

Every  11 
days 

Every  21 
days 

Good 

None 

26 

60 

F 

ASHD 

1 month 

1.2 

iya 

136 

134 

Biweekly 

Biweekly 

Fair 

None 

27 

74 

F 

ASHD 

1 month 

2.4 

1 

136 

133 

Biweekly 

Biweekly 

Good 

None 

TABLE  II. — Hospitalized  (Class  4)  Cardiacs  in  Congestive  Heart  Failure 


Case 

Number 

Age 

(Years) 

Sex 

Diagnosis 

Maximum 
Daily  Dose 
(Gm.) 

Duration 

Treatment 

(Months) 

Result 

Toxic  Effects 

28 

48 

F 

HHD 

7.2 

2 

Good 

None 

29 

52 

M 

ASHD 

4.0 

1 

Good 

Emesis  with  5.6  Gm. 

30 

46 

F 

CP 

4.0 

1 

Poor 

Anorexia  and  drowsiness 
with  4.8  Gm. 

31 

51 

M 

RHD 

6.4 

2 

Poor 

None 

32 

52 

M 

ASHD 

7.2 

1 

Good 

None 

33 

64 

M 

HHD 

5 . 6 

2 

Good 

None 

34 

44 

M 

HHD 

5.6 

2 

Good 

Pruritus  and  drowsiness 

35 

68 

F 

HASHD 

3.2 

1 

Good 

Emesis  with  4.8  Gm. 

36 

55 

F 

ASHD 

3.2 

1 

Poor 

Drowsiness 

37 

52 

F 

HASHD 

4.8 

1 

Poor 

None 

38 

55 

F 

RHD 

4.8 

1 

Poor 

None 

39 

58 

F 

ASHD 

4.8 

1 

Fair 

Emesis 

40 

44 

M 

RHD 

6.2 

2 

Fair 

Emesis  with  7.2  Gm. 

41 

68 

F 

HASHD 

7.2 

1 

Good 

None 

42 

68 

F 

HASHD 

7.6 

1 

Good 

None 

43 

54 

M 

RHD 

5.6 

1 

Good 

Emesis  with  6.0  Gm. 

44 

79 

M 

ASHD 

4.8 

1 

Good 

Emesis  with  6.4  Gm. 

45 

82 

F 

HASHD 

3.2 

1 

Poor 

Diarrhea  with  5.6  Gm. 

46 

61 

M 

HASHD 

4.8 

1 

Good 

None 

47 

69 

M 

ASHD 

5.6 

2 

Good 

Nausea  with  6.4  Gm. 

48 

67 

F 

HASHD 

5.6 

1 

Good 

Nausea  with  6.4  Gm. 

49 

72 

F 

ASHD 

5.6 

1 

Good 

Emesis  with  6.4  Gm. 

50 

44 

M 

RHD 

6.4 

1 

Good 

Emesis  with  7.2  Gm. 

51 

63 

F 

CP 

4.8 

1 

Good 

Anorexia  with  5.6  Gm. 

52 

42 

F 

HHD 

4.8 

1 

Good 

Nausea  with  5.6  Gm. 

53 

33 

M 

RHD 

5.6 

1 

Good 

Emesis  with  6.4  Gm. 

54 

44 

M 

RHD 

3.2 

1 

Good 

None 
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class  4 cardiacs  treated  with  maximum  tolerated 
doses,  the  results  were  good  in  68  per  cent. 

The  toxic  effects  were  as  follows:  anorexia  in 
three  cases,  nausea  in  17,  vomiting  in  nine, 
drowsiness  in  three,  abdominal  cramps  in  one, 
diarrhea  in  one,  and  erythema  and  pruritus  in 
one.  In  this  group  76  per  cent  tolerated  4.0  Gm. 
(ten  tablets)  daily  for  more  than  a week  without 
side-effects.  Only  8 per  cent  could  not  tolerate 
more  than  2.4  Gm.  (six  tablets)  daily  because  of 
nausea.  Four  patients  tolerated  7.2  Gm.  daily 
without  any  complaint.  In  our  series  there  was 
no  evidence  of  renal,  hepatic,  or  hematologic 
toxicity. 

An  attempt  was  made  to  compare  the  average 
daily  urinary  loss  of  sodium  in  patients  treated 
with  aminoisometradine  with  that  produced  by 
meralluride.  Such  comparison  could  be  done 
only  in  those  hospital  cases  which  had  achieved 
relative  stability.  Seven  were  considered  suit- 
able, and  in  these  an  average  daily  dose  of  4.4  Gm. 
of  aminoisometradine  gave  an  average  daily 
excretion  of  48  mEq.  of  sodium,  compared  with 
42  mEq.  when  two  cc.  of  the  mercurial  was  in- 
jected intramuscularly  twice  a week.  The 
period  of  study  covered  seventy  days  for  the 
mercurial  and  forty-five  days  for  the  uracil 
derivative. 

Two  patients  with  marked  anasarca,  unre- 
sponsive to  sodium  restriction,  digitalization, 
ammonium  chloride,  and  meralluride,  developed 
a marked  diuresis  when  given  4.0  Gm.  of  ami- 
noisometradine in  conjunction  with  the  mercurial, 
with  a weight  loss  of  7 and  4 pounds,  respectively, 
in  a twenty-four  hour  period. 

Discussion 

The  treatment  of  congestive  heart  failure  was 
revolutionized  by  the  introduction  of  effective 
diuretic  drugs.  In  1895  Askanazy6  recom- 
mended theobromine  sod iosalicy late  (diuretin) 
as  a diuretic,  and  his  work  stimulated  the  prepa- 
ration of  a number  of  other  purine  derivatives. 
In  1920  Saxl  and  Heilig7  reported  on  the  favor- 
able results  obtained  in  the  treatment  of  cardiac 
edema  by  the  parenteral  use  of  sodium  mercuri- 
chlorphenyloxyacetate  with  diethyl  barbituric 
acid  (Novasurol),  an  agent  used  earlier  in  the 
treatment  of  syphilis.  The  mercurial  diuretics 
which  succeeded  Novasurol  have  become  stand- 
ard therapy  in  edematous  states. 

With  improvement  in  the  use  of  diuretics  came 


better  knowledge  of  salt  and  water  metabolism. 
The  earlier  restrictions  of  fluid  intake  in  patients 
with  congestive  heart  failure  were  replaced  by 
liberal  water  intake  and  restriction  of  sodium. 
It  became  evident  that  the  drugs  were  effective 
because  of  their  ability  to  increase  loss  of  uri- 
nary sodium. 

While  the  mercurials  have  remained  the  most 
valuable  of  the  diuretic  agents,  their  use  may  be 
complicated  by  idiosyncrasy,8  transient  or  pro- 
longed hyponatremia,9  hypokalemia,10  and  in  rare 
instances,  disturbances  of  rhythm  and  evidence 
of  mercurialism.  Fatalities  have  been  reported 
chiefly  with  the  intravenous  but  also  with  the 
intramuscular  route.  Congestive  heart  failure 
may  be  refractory  to  its  use.  When  given  by 
injection,  the  mercurials  produce  peaks  of  diuretic 
activity  with  reaccumulation  of  sodium  and  water 
between  the  injections.  To  obviate  the  need  for 
frequent  injections  and  to  produce  a less  drastic 
and  more  sustained  effect,  oral  mercurials  have 
been  introduced.  However,  these  too  may  give 
rise  to  signs  of  mercurialism.  They  may  produce 
gastrointestinal  distress,  and  they  would  have 
no  role  in  the  treatment  of  patients  refractory  to 
a parenteral  mercurial. 

Recognition  of  the  limitations  of  mercurial 
diuresis  has  stimulated  investigative  work  di- 
rected toward  the  discovery  of  nonmercurial 
drugs  which  could  be  used  to  supplement  their 
effect  when  necessary  or  to  substitute  for  them. 
Ammonium  or  potassium  chloride,  a carbonic 
anhydrase  inhibitor,  various  xanthine  derivatives, 
and  aminometradine  have  been  the  subject  of 
considerable  clinical  study.  Our  results  indicate 
that  aminoisometradine  is  better  tolerated  than 
aminometradine  in  that  61  per  cent  of  54  cases  re- 
sponded well  without  side-effects,  compared  with 
40  per  cent  for  the  latter  drug.1  Nausea  and  vom- 
iting were  not  a problem  in  our  series  with  doses 
less  than  2.4  Gm.,  whereas  aminometradine 
caused  side-effects  in  17.2  per  cent  of  patients 
given  1.0  Gm.  daily.11  None  of  our  cases  became 
refractory  to  the  drug,  and  none  showed  evidence 
of  renal,  hepatic,  or  hematologic  toxicity. 

Our  results  indicate  that  aminoisometradine 
is  an  effective  and  safe  oral  diuretic.  It  can  be 
used  to  supplement  the  effect  of  a mercurial,  to 
reduce  the  need  for  parenteral  therapy,  and  to 
substitute  for  a mercurial  where  its  use  is  con- 
traindicated. In  mild  congestive  failure,  0.4 
Gm.  twice  a day  may  be  adequate  for  main- 
tenance of  a dry  weight.  With  more  persistent 
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cardiac  failure  the  dose  should  be  increased  to 
the  point  of  nausea.  The  majority  of  our 
patients  were  able  to  tolerate  1.0  Gin.  four  times 
a day  without  distress. 

Conclusions 

Aminoisometradine  has  been  demonstrated  to 
be  an  effective  and  safe  oral  diuretic  in  54  class 
3 and  class  4 cardiacs  with  congestive  heart 
failure  followed  for  periods  up  to  nine  months. 
In  61  per  cent  of  the  cases  the  drug  reduced  the 
need  for  a mercurial  diuretic  and  enhanced  the 
diuretic  effect  of  the  latter  when  both  were  used 
together.  A daily  dose  of  4.0  Gm.  was  well 
tolerated  by  a majority  of  the  patients  studied, 
and  larger  doses  were  used  at  times  without 
side-effects,  the  maximum  being  7.6  Gm.  No 
renal,  hepatic,  or  hematologic  complications 


Elderly  Persons  Need 

Most  aging  persons  do  not  need  to  alter  their 
normal  eating  habits,  except  to  decrease  the  amount 
thej'  eat,  a New  York  physician  reports.  Basically 
the  nutritional  requirements  for  the  aged  are  the 
same  as  for  younger  adults.  However,  older  per- 
sons need  fewer  calories  to  maintain  their  normal 
weight,  Dr.  Herbert  Pollack  said  in  the  September 
21  Journal  of  the  American  Medical  Association. 
The  article  is  one  of  a series  prepared  under  the 
auspices  of  the  A.M.A.’s  committee  on  aging. 

Dr.  Pollack,  associate  professor  of  clinical  med- 
icine, New  York  University  Post-Graduate  School 
of  Medicine,  said  the  “obesity  of  the  elderly  is  not 
due  to  gourmandizing,”  but  to  eating  the  same 
amount  of  food  they  did  in  their  younger  years 
when  their  bodies  needed  more  food. 

The  body  needs  a decreasing  amount  of  oxygen  as 
it  ages.  When  this  is  coupled  with  a decreased 
overall  physical  activity,  it  means  that  the  body 
needs  fewer  calories  to  maintain  the  same  weight. 
Many  religious  rituals  and  certain  food  practices 
among  groups  of  people  indicate  that  they  have 
long  recognized  the  place  of  periodic  fasting  and 
limited  diets  in  the  prevention  of  overeating.  Now 
scientific  knowledge  of  nutrition  and  diet  makes  it 


appeared  in  this  series,  nor  was  there  evidence  of 
refractoriness  to  the  drug. 
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to  Reduce  Food  Intake 

possible  to  develop  diets  that  are  rich  in  the  neces- 
sary nutrients  but  do  not  lead  to  overweight,  Dr. 
Pollack  pointed  out. 

In  some  cases  special  diets  must  be  devised  for 
aging  persons  with  chronic  diseases  which  sometimes 
influence  nutritional  requirements.  For  instance, 
patients  with  Parkinson’s  disease  (paralysis  agitans) 
sometimes  have  trouble  feeding  themselves.  They 
may  need  concentrated  food  in  liquid  mixtures  as 
between-meal  supplements. 

Limitation  of  physical  activity  because  of  heart 
and  circulatory  diseases  or  arthritis  means  there  must 
be  a compensating  decrease  in  caloric  intake,  Dr. 
Pollack  said.  Otherwise  weight  gain  is  inevitable 
and  this  added  weight  causes  a further  load  on  the 
circulation  and  on  weight-bearing  joints. 

In  setting  up  a diet,  the  doctor  must  also  pay 
attention  to  the  “mechanical  state”  of  the  food  as 
well  as  to  its  nutritional  content  since  many  elderly 
people  have  difficulty  chewing  because  of  tooth  or 
mouth  disorders. 

Regardless  of  the  type  of  patient  receiving  the 
diet,  the  doctor  must  make  certain  that  the  diet 
“not  only  is  nutritionally  adequate  on  paper  but  is 
actually  consumed  by  the  patient.” 
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The  Role  of  the  Psychoanalyst  in  a Residency 
Training  Program 


WILLIAM  L.  SANDS,  M.D.,  ALBANY,  NEW  YORK 
( From  the  Department  of  Psychiatry , Albany  Medical  College) 


Since  the  end  of  the  second  World  War,  there 
has  been  a very  great  increase  in  the  number 
of  psychiatric  residency  training  programs.  In 
the  twenty-five  years  between  1931  and  1956  the 
number  of  A.M.A.  approved  three-year  programs 
has  grown  from  89  to  280.  Whitehorn1  has  said, 
“The  training  of  psychiatrists  has  come  to  be  one 
of  the  boom  areas  of  specialization  in  medicine.” 
The  form  of  these  programs  has  been  largely  de- 
termined by  the  standards  of  the  American  Board 
of  Psychiatry  and  Neurology,  and  most  residents 
are  preparing  themselves  for  its  certifying  exam- 
inations. Three  years  of  clinical  contact  with 
psychotic  patients  in  a custodial  hospital  no 
longer  fulfills  the  needs  of  most  psychiatrists  in 
training.  As  psychotherapy  has  become  more 
effective,  as  the  teaching  of  psychotherapeutic 
technics  has  become  more  systematized,  as  our 
knowledge  of  the  dynamics  of  disordered  behav- 
ior has  grown,  so  have  the  satisfactions  in  becom- 
ing a psychotherapist.  As  a result  the  relative 
emphasis  on  acquiring  this  skill  has  grown  in  the 
total  training  program. 

It  is  of  course  important  to  recognize  that  the 
role  of  psychotherapist  is  but  one  of  the  foci  of 
instruction  in  a well-balanced  training  program. 
The  diversity  of  demands  made  on  the  present- 
day  psychiatrist  were  outlined  in  a report  issued 
in  May,  1955,  by  the  Group  for  the  Advancement 
of  Psychiatry,  entitled  “Trends  and  Issues  in 
Psychiatric  Residency  Programs.”  Eight  dis- 
tinct areas  of  functioning  were  described  together 
with  the  admonition  that  “psychiatrists  are 
still  in  the  process  of  defining  their  roles  in  con- 
nection with  an  expanding  range  of  objectives.” 
It  is  essential,  therefore,  that  the  instructors  in  a 
well-balanced  training  program  represent  more 
than  one  school  of  psychiatric  thinking  and  more 
than  one  major  field  of  interest  within  the  broad 
field  of  psychiatry.  The  psychoanalyst  contrib- 
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utes  to  this  program  in  a multitude  of  ways, 
some  obvious  and  others  subtle.  Some  of  these 
can  readily  be  identified.  He  contributes  his 
knowledge  of  a particular  literature  to  seminars 
and  case  discussions.  He  offers  his  knowledge  of 
psychodynamics  to  case  presentations.  He  may 
stimulate  a wider  range  of  reading  and  may  partic- 
ipate in  research  activities.  He  may  encourage 
those  residents  so  motivated  to  seek  psychoana- 
lytic training  themselves.  For  others,  he  can 
help  define  and  clarify  the  area  of  analysis  so 
that  the  nonanalytic  psychiatrist  can  better  rec- 
ognize what  cases  may  be  optimally  helped  by 
psychoanalytic  therapy. 

It  is  in  the  role  of  a teacher  of  psychotherapy 
that  the  analyst  has  most  to  contribute.  The 
teaching  of  psychotherapy  to  residents  is  con- 
ducted through  formal  instruction  periods,  con- 
tact with  patients,  and  less  tangible,  informal 
contact  with  instructors.  The  last  is  difficult  to 
measure.  However,  what  we  know  about  identi- 
fication helps  us  to  understand  something  of  what 
goes  on  here.  Rosenbaum2  has  pointed  out  that 
“what  the  supervisor  represents  as  an  object  of 
identification  to  the  resident  is  more  important 
than  what  he  imparts  as  factual  knowledge.” 

Emphasis  must  be  placed  on  the  supervisory 
process  itself,  which  really  constitutes  the  formal 
instruction  period.  In  the  individual  supervisory 
hour  something  develops  which  cannot  develop 
in  a classroom  instruction  period.  This,  of 
course,  is  the  relationship  between  the  resident 
and  the  supervisor  which  is  intense  because  of 
the  closeness  of  the  collaborative  work  done. 
This  relationship  is  not  unique  to  the  setting  of 
the  psychiatric  resident  in  his  supervisory  hour. 
It  may  develop  in  any  close  student-teacher  re- 
lationship. In  our  learning  situation  we  use  it 
deliberately  and  attempt  its  management  in  the 
furtherance  of  our  educative  goal.  In  the  resi- 
dent’s attitude  toward  the  supervisor  he  may 
react  according  to  old  behavior  patterns  and  may 
unconsciously  attempt  to  act  out  resentment 
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which  derives  from  the  original  relationship  to 
authority  figures.  This  not  only  handicaps  him 
in  his  attempts  to  learn  but  also  must  be  reflected 
in  his  therapy  hours  with  patients.  As  pointed 
out  by  Silverman,3  “the  psychiatrist  who  is 
trained  to  recognize  and  understand  transference 
components  is  in  a particularly  good  position  to 
make  use  of  his  knowledge  to  deal  with  resistance 
to  learning.” 

Again,  stemming  from  situations  appropriate 
or  adaptive  to  an  earlier  life  situation,  the  resident 
may  passively  present  himself  to  the  supervisor 
and  wait  to  be  fed.  The  supervisor  may  repre- 
sent a wishfully  motivated  conception  of  the 
omnipotent  parents  who  will  satisfy  his  needs 
without  any  expenditure  of  effort  by  himself. 
Thus,  this  pattern  of  passivity  in  any  student 
prevents  development  of  creative  thinking,  dis- 
courages attempts  at  independent  exploration, 
and  will  necessarily  be  reflected  in  an  excessively 
nondirective  approach  to  patients.  Therapy 
implies  planned  activity.  Thus,  utilizing  the  be- 
havior pattern  of  the  supervisory  hour,  the  resi- 
dent’s education  in  therapeutic  usefulness  may 
be  enhanced. 

To  be  sure,  unresolved  conflicts  in  the  super- 
visor may  nurture  just  such  a pattern  of  passivity 
in  a resident.  If  the  supervisor  needs  to  exploit 
the  learning  situation  for  purposes  of  self-ag- 
grandizement, he  unconsciously  thwarts  the  in- 
dependent development  of  his  pupil.  In  clinical 
practice  we  are  all  too  familiar  with  parents  who 
cannot  allow  their  children  to  grow  up,  who  con- 
tinue to  infantilize  their  offspring  far  beyond 
chronologic  maturity,  and  who  view  thought  or 
behavior  by  their  children,  when  different  from 
their  own,  as  threats  to  their  own  usefulness. 

Another  behavior  pattern  may  be  seen  in  the 
resident  who  needs  to  compete  with  the  super- 
visor. The  desire  to  impress  the  supervisor  with 
his  skill  and  knowledge  is  normal  and  healthy. 
But  competitiveness  derived  from  earlier  experi- 
ences is  designed  to  defeat  the  supervisor.  To 
reduce  his  status  as  teacher  in  order  to  raise  the 
resident’s  own  in  a sort  of  reciprocal  seesaw  pat- 
tern is  not  designed  to  increase  knowledge  or  to 
further  training.  It  inevitably  will  be  carried 
over  to  the  resident’s  own  treatment  of  patients 
and  must  be  recognized  and  brought  into  focus 
by  the  supervisor.  This  the  supervisor  can  do 
only  if  he  himself  is  free  to  escape  being  caught  in 
such  a competitive  web  and  if  he  is  secure  in  his 
own  self-esteem  so  as  not  to  be  obliged  to  respond 


to  the  unconscious  invitation  to  open  competi- 
tion. 

The  instruction  value  of  contact  with  patients 
varies  in  proportion  to  the  opportunity  for  review 
of  the  treatment  hour  with  a supervisor.  It  is 
here  that  the  analyst  can  utilize  his  training 
maximally. 

For  the  past  eighteen  months  the  author  has 
participated  in  the  residency  training  program  of 
a medical  school  hospital  geographically  distant 
from  a psychoanalytic  training  center.  Each 
resident  carrying  cases  in  the  outpatient  depart- 
ment was  offered  a weekly  supervisory  hour. 
The  responses  of  the  six  residents  who  partici- 
pated in  the  first  twelve  months  of  the  program 
have  been  analyzed  and  are  shown  in  Table  I. 
Their  responses  varied  from  enthusiastic  accept- 
ance, and  request  for  additional  time  to  an  at- 
tempt to  avoid  participation  in  the  program  al- 
together. 

Resident  Initial  Reaction  Initial  Reaction 
to  program  to  supervisor 


A 

B 

C 

D 

E 

F 


Enthusiastic 
acceptance 
Request  for  addi- 
tional time 
Avoidance 
Acceptance 
Avoidance 
Acceptance 


Passive 
dependence 
Self-reliant 
pupil 
Hostile 
Sycophantic 
Resentful 
Dependent  pupil 


Resident  A was  a dependent  individual  who 
greeted  the  opportunity  for  supervision  enthu- 
siastically. His  attitude  toward  the  supervisor 
was  a passive,  almost  “sucking”  kind  of  depend- 
ency. He  literally  came  to  be  “instructed”  and 
directed  and  resisted  attempts  by  the  supervisor 
to  encourage  greater  reliance  on  his  own  judg- 
ment. He  was  made  anxious  by  patients,  felt 
uneasy  by  any  display  of  hostility  by  a patient, 
and  thus  unconsciously  avoided  getting  into  con- 
troversial material  during  the  treatment  hour. 

These  difficulties  were  spotlighted  in  his  ther- 
apy of  a very  dependent,  forty-year-old  divorcee, 
the  mother  of  two  adolescent  children.  She 
carried  a diagnosis  of  hysterical  personality  and 
came  to  the  clinic  because  of  depressed  feelings. 
These  responded  promptly  to  the  therapist’s 
strongly  reassuring  manner,  but  the  therapist  was 
unable  to  shift  his  manner  when  the  need  for 
strong  reassurance  was  no  longer  present.  Thus, 
for  weeks  after  the  depression  had  lifted  the  ther- 
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apist  continued  to  be  excessively  reassuring.  He 
was  unable  to  tolerate  any  periods  of  silence  dur- 
ing the  treatment  hour.  He  felt  obliged  to  give 
prompt  and  direct  answers  to  all  questions  which 
the  patient  put  to  him.  After  the  pattern  had 
been  pointed  out  to  him  frequently  enough  the 
resident  was  finally  able  to  recognize  that  he  was 
motivated  by  a desire  to  maintain  the  patient’s 
high  regard  for  him.  He  was  able  to  volunteer 
his  awareness  that  her  hostility  would  make  him 
feel  inadequate.  He  went  on  from  this  point  to 
talk  about  his  fear  of  engendering  hostility  in 
women  altogether,  promptly  linked  current  dif- 
ficulties in  his  personal  life  to  this,  and  recognized 
that  this  would  inevitably  make  difficulties  for 
him  in  therapy  with  patients.  This  discussion 
helped  the  resident  to  a decision  to  undertake 
therapy  himself,  an  idea  he  had  entertained  many 
times  previously.  As  the  year  progressed  he  dis- 
played an  ability  to  function  with  increased  self- 
reliance  in  his  treatment  hours  with  patients. 

Resident  C was  the  one  who  showed  the  great- 
est improvement  during  the  period  of  supervision. 
This  is  not  to  say  that  he  was  the  most  able  ther- 
apist but  rather  that  he  himself  displayed  the 
greatest  attitudinal  change.  A cold,  authori- 
tarian demeanor  had  been  a thin  veil  of  protection 
from  too  close  emotional  contact  with  patients 
whom  he  felt  totally  unable  to  handle.  The  di- 
rector of  the  clinic  felt  discouraged  in  assigning 
cases  to  him  since  the  patients  invariably  deserted 
the  resident  and  the  clinic. 

It  was  clear  that  Resident  C lacked  fundamen- 
tal knowledge  of  the  goals  or  even  the  methods  of 
psychotherapy  and  felt  much  more  comfortable 
in  the  somatic  therapy  clinic.  There,  no  com- 
plicating interrelationship  between  physician  and 
patient  interfered  with  his  efficient  performance 
of  given  procedures,  with  which  he  was  very 
familiar.  It  was  essential  that  the  resident’s 
anxiety  be  lessened  by  didactic  teaching  methods 
which  increased  his  knowledge  of  the  job  he  was 
supposed  to  do.  When  supported  by  reassur- 
ance, didactic  instruction,  and  a permissive  atti- 
tude, the  resident  was  able  to  drop  his  defensive 
antipathy  towards  patients.  Able  to  listen 
without  having  to  attack  patients,  he  was  no 
longer  deserted  by  them.  Knowing  that  the 
supervisor  did  not  expect  him  to  have  conducted 
his  treatment  hours  without  error,  he  did  not  dis- 
continue contact  with  the  supervisor.  Indeed, 
because  the  supervisor  was  supportive  and  not 
threatening,  the  resident  in  time  came  to  the 


supervisory  hours  with  questions.  It  is  felt  that 
the  teaching  method  in  this  situation  had  to  be 
didactic  at  first,  without  focus  on  the  resident’s 
feelings  in  the  supervisory  situation.  A measure 
of  the  change  he  underwent  came  after  eight 
months.  He  said,  “I  can  see  now  that  if  a pa- 
tient is  lazy,  that  is  not  necessarily  sinful  but 
may  be  due  to  emotional  causes.”  The  attitu- 
dinal change  in  Resident  C was  confirmed  by 
spontaneously  offered  comment  by  fellow  resi- 
dents. 

While  this  supervisor  does  not  expect  that 
Resident  C will  ever  be  qualified  to  conduct  psy- 
chotherapy without  supervision  unless  he  himself 
first  undertakes  some  therapeutic  re-evaluation, 
attention  is  called  to  the  modification  of  the 
supervisory  method  to  his  needs.  The  experi- 
ence increased  his  awareness  of  the  goals  of 
psychotherapy  and  enabled  him  to  have  a pro- 
longed working  relationship  with  patients  for  the 
first  time.  It  also  may  have  provided  the  im- 
petus for  self-examination  which  was  not  pre- 
viously present.  The  whole  story  is  not  yet  in. 
In  summary,  his  attitudes  toward  patients  be- 
came less  judgmental,  less  defensive,  and  far 
more  therapeutic. 

Resident  D displayed  self-aggrandizing  tend- 
encies in  certain  of  his  cases.  Unconsciously  he 
displayed  a need  to  be  all-knowing  to  these  pa- 
tients, ready  with  answers  to  all  questions,  and 
supplying  directions  designed  to  invoke  the  pa- 
tient’s gratitude  and  idealization  of  him.  Al- 
lowed a certain  selection  from  those  patients 
awaiting  assignment,  his  choices  seemed  to  be  of 
patients  who  would  follow  this  unconsciously  de- 
termined need  of  his  own.  In  contrast,  his  at- 
titude toward  the  supervisor  was  unctuous  and 
sycophantic.  It  seemed  that  the  resident  be- 
haved toward  the  supervisor  as  he  wished  pa- 
tients to  behave  toward  him.  His  unrealistic 
idealization  of  the  supervisor  was  a model  of  the 
relationship  he  desired  in  his  treatment  hours. 
Focusing  on  this  has  helped  to  diminish  the  ex- 
ploitation of  the  patient,  allowing  the  patient  to 
grow  and  mature  in  the  treatment  process.  No 
attempt  was  made  to  deal  with  the  unconscious 
hostility  for  which  the  unctuous  flattery  was  a 
cover.  It  is  felt  that  this  lies  within  the  realm  of 
therapy,  from  which  the  supervisory  process 
should  be  distinctly  distinguished. 

Resident  E is  described  as  an  illustration  of  one 
resident  who  displayed  no  change  in  attitude  dur- 
ing the  supervisory  period.  Initial  response  to 
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the  supervisor  was  a noncommital  sort  of  resent- 
ment manifested  by  difficulty  in  arranging  ap- 
pointments and  “forgetting”  several  appoint- 
ments so  that  the  first  conference  was  not  actu- 
ally held  until  a month  after  the  supervisor’s  ar- 
rival. Resident  E could  not  permit  himself  to 
examine  the  reasons  for  these  delays  and  doubted 
that  any  unconscious  factors  of  resistance  could 
be  present.  However,  in  the  next  few  confer- 
ences the  resident  came  without  bringing  any  of 
the  material  from  the  treatment  hours  with  him 
and  wished  only  to  “keep  the  supervisor  in- 
formed” of  what  was  going  on  with  the  patients. 
Although  he  accepted  the  invitation  to  bring  to 
the  supervisory  hour  as  detailed  a reconstruction 
of  the  treatment  hour  as  memory  permitted  him 
in  order  that  we  might  jointly  observe  its  emo- 
tional content,  he  did  not  do  so  for  several  more 
weeks.  Again  his  resistance  to  sharing  the  hour 
was  pointed  out  to  him  and  the  fact  demon- 
strated to  him  that  he  chose  not  to  put  into  effect 
suggestions  which  he  verbally  had  accepted. 
Reluctantly  at  first,  the  resident  began  to  ver- 
balize his  resentment  of  authority  figures,  relat- 
ing this  to  significant  factors  in  his  own  early 
life.  He  was  given  the  opportunity  for  as  much 
ventilation  as  he  chose  to  allow  himself.  Using 
the  material  of  the  treatment  hours,  the  attempt 
was  made  to  demonstrate  to  him  how  his  own 
difficulties  with  authorities  interfered  with  his 
therapeutic  usefulness.  He  volunteered  that  a 
previous  supervisor  had  suggested  therapy  to  him 
for  the  same  reason  but  that  he  felt  able  to  work 
out  these  problems  himself. 


Most  would  agree  that  the  teaching  of  the 
dynamics  of  psychotherapy  derives  from  psy- 
choanalytic principles  and  insights.  I believe 
that  these  are  most  effectively  learned  first-hand 
and  that  only  in  unusual  instances  can  reading  or 
lectures  replace  the  vitality  of  the  direct  learning 
experience.  Psychoanalytic  therapy  can  be 
taught  only  in  a psychoanalytic  training  insti- 
tute. But  briefer  methods  of  therapy  which  rep- 
resent psychotherapy  as  ordinarily  practiced  in 
a hospital  psychiatric  clinic  utilize  many  of  the 
same  treatment  principles.  This  is  particularly 
true  as  applied  to  the  recognition  of  transference 
phenomena.  It  is  equally  true  as  applied  to  the 
recognition  of  countertransference  phenomena, 
those  irrational  emotional  responses  of  the  ther- 
apist to  the  patient  based  not  on  conscious,  cur- 
rent reality  situations,  but  derived  from  uncon- 
sciously motivated  past  experiences  and  associa- 
tions of  the  therapist.  During  supervisory  ses- 
sions the  analytically  trained  supervisor  should  be 
alert  to  both  kinds  of  phenomena  and  should  best 
be  able  to  bring  them  to  the  resident’s  attention. 

At  the  present  time  seven  residents,  including 
four  of  the  original  six,  continue  in  the  program. 
It  may  be  possible,  therefore,  to  present  a follow- 
up study  at  a future  time. 

107  South  Lake  Avenue 
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The  marked  decline  in  the  incidence  and 
prevalence  of  syphilis  since  World  War  II  is 
well  known.  In  fact  it  is  so  well  known  that  it 
makes  for  unwarranted  complacency  regarding 
the  control  of  the  disease.  To  offset  this  com- 
placency it  should  be  known  that  reported  cases 
of  primary  and  secondary  syphilis  in  Upstate 
New  York  have  been  steadily  increasing  since 
1953.  The  number  of  such  cases  reported  in 
1956  was  more  than  double  those  reported  in 
1953  (134  compared  to  65).  Early  latent  syphilis 
of  less  than  one  year  duration  (believed  to  be 
infectious)  decreased  from  1953  to  1956  when  an 
increase  above  the  number  reported  in  1953 
occurred. 

History 

Reasonably  accurate  data  on  known  syphilis  in 
Upstate  New  York  were  not  obtained  prior  to 
1936,  when  an  intensive  control  program  was 
started.  As  part  of  this  program  laboratories 
throughout  the  State  provide  local  health  de- 
partments with  copies  of  all  positive  laboratory 
reports  for  syphilis.  These  reports  are  checked 
against  case  reports.  If  no  case  report  has  been 
received,  it  is  the  duty  of  local  health  officers  to 
obtain  the  diagnosis  from  the  physician  who 
ordered  the  test.  The  results  of  both  positive 
laboratory  reports  and  case  reports  are  kept  in 
strict  confidence.  Most  physicians  have  been 
cooperative  in  reporting  syphilis,  but  in  spite  of 
efforts  to  obtain  case  reports  on  all  positive 
laboratory  reports,  information  is  not  always 
provided  by  physicians.  Nevertheless,  the  in- 
cidence and  prevalence  of  known  syphilis  in  Up- 
state New  York  has  been  reasonably  well  recorded 
since  1936,  when  a total  of  18,244  cases  were  re- 
ported, of  which  2,268  were  diagnosed  as  of  less 
than  one  year  duration.  By  1939  the  total 
reported  cases  had  fallen  to  14,266.  The  decline 
of  total  syphilis  since  1939  is  shown  in  Fig.  1, 
which  gives  rates  per  100,000  population. 

The  striking  feature  of  the  decline  is  the  rela- 
tively consistent  downward  curve  to  1950,  with 
the  exception  of  a rise  during  World  War  II 
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Fig.  1.  Reported  total  syphilis  rates  per  100,000 
population  by  year  (1939-1956)  in  New  York  State 
(exclusive  of  New  York  City). 
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Fig.  2.  Reported  early  syphilis  (primary,  secondary, 
and  early  latent,  of  less  than  one  year  duration). 
Rates  per  100,000  population  by  year  (1939-1956)  in 
New  York  State  (exclusive  of  New  York  City). 


caused  by  a marked  increase  of  early  infections. 
Since  the  bulk  of  reported  syphilis  in  normal  years 
is  in  the  late  stage,  the  decline  of  total  syphilis 
from  1939  to  1950  is  due  chiefly  to  a decrease  in 
late  cases.  Since  1950  the  curve  of  total  syphilis 
has  been  leveling  off,  and  in  1955  it  shows  a slight 
increase  for  the  first  time  since  1946.  Prelimi- 
nary data  for  1956  show  reports  of  3,357  pre- 
viously unreported  cases  compared  to  2,937  in 
1955.  Early  syphilis  of  less  than  one  year 
duration,  including  primary,  secondary,  and  early 
latent  cases,  was  reported  in  229  persons  in  1956 
compared  to  200  in  1955. 
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In  contrast  to  late  syphilis,  rates  of  early  syphi- 
lis of  less  than  one  year  duration  showed  little 
change  from  1939  to  1942  (Fig.  2).  The  curve 
in  Fig.  2 is  relatively  level  prior  to  the  precipitous 
rise  during  and  immediately  after  World  War  II. 
An  even  more  precipitous  fall  of  early  cases  starts 
in  1947  and  ends  in  1953,  since  which  year  the 
curve  has  been  leveling  off.  As  previously  men- 
tioned, the  chief  increase  of  early,  infectious 
syphilis  since  1953  has  been  in  primary  and  sec- 
ondary cases  and  not  in  early  latent  syphilis  of 
less  than  one  year’s  duration. 

Control  of  Early  Syphilis 

It  is  apparent  from  Fig.  2 that  early  syphilis  is 
leveling  off  at  a much  lower  rate  following  World 
War  II  than  prior  to  the  war.  The  lower  rates 
since  the  war  are  due  in  part  to  penicillin  therapy, 
but  a lowering  of  the  prewar  rates  might  well  have 
occurred  to  a lesser  extent  in  the  absence  of  rapid 
treatment. 

This  is  probable  because  of  the  improved  socio- 
economic status  of  large  numbers  of  people  since 
the  war.  Syphilis  is  now  confined  predominantly 
to  the  lowest  socioeconomic  groups.  This  was 
less  true  in  the  1920’s  and  1930’s  following  World 
War  I.  Nevertheless,  it  has  long  been  observed 
that  cleanliness  and  sanitary  habits  help  prevent 
syphilis.  Hence,  the  greater  the  numbers  of 
people  who  attain  a relatively  high  standard  of 
living,  the  less  syphilis  should  be  acquired. 

The  fact  that  during  the  first  three  decades  of 
this  century  syphilis  was  by  no  means  uncommon 
in  the  upper  economic  groups  and  is  now  rare 
cannot  be  attributed  to  an  increase  in  the  stand- 
ard of  living  nor  can  it  be  accounted  for  by  a 
decrease  of  sexual  activity  outside  of  marriage. 
Rather,  sexual  outlets  in  the  higher  economic 
groups  in  the  past  two  decades  are  less  fre- 
quently sought  among  prostitutes  and  “street 
walkers”  than  formerly.  It  is  also  probable 
that  there  has  been  an  increase  in  the  use  of 
contraceptives  during  the  past  twenty-five  years. 
Not  only  does  the  condom  prevent  infections  in 
many  cases,  but  also  contraceptive  jellies  prob- 
ably have  prophylactic  value.  In  the  poorest 
and  least  well-informed  sections  of  the  population 
sexual  promiscuity  is  more  frequent  and  less 
discriminating  than  in  higher  economic  groups. 
However,  in  times  of  war  and  great  social  unrest 
most  of  the  social  barriers  against  syphilis  break 
down  and  the  ever-present  reservoir  of  infectious 
syphilis  increases  rapidly. 


i 


The  increase  of  reported  early  syphilis  in  very 
recent  years  (with  a definite  increase  among  teen- 
agers) is  evidence  that  the  newest  generation  of 
young  people  requires  information  and  safe- 
guards against  the  disease.  It  also  means  that 
syphilis  is  still  a menace  and  is  likely  to  continue 
to  be  one  in  the  foreseeable  future. 

In  spite  of  the  effectiveness  of  penicillin  there  is 
little  or  no  prospect  of  eliminating  syphilis  within 
the  near  future.  Few,  if  any  infectious  diseases, 
have  been  controlled  by  treatment  alone.  Diph- 
theria, typhoid  fever,  and  other  infectious  dis- 
eases have  been  controlled  not  by  treatment  but 
by  immunizations  and  sanitation.  No  such 
preventive  measures  are  likely  to  prove  equally 
effective  in  controlling  syphilis. 

Available  Epidemiologic  Measures 

The  most  effective  means  of  preventing  the 
spread  of  syphilis  is  the  interviewing  of  known 
infectious  cases  for  contacts  and  bringing  the 
contacts  to  medical  examination.  This  all- 
important  control  measure  is  the  responsibility 
of  public  health. 

Physicians  who  encounter  infectious  syphilis 
have  the  responsibility  of  reporting  cases 
promptly  to  their  local  health  departments  and 
of  seeing  that  infectious  patients  are  interviewed 
for  contacts.  Patients  with  a venereal  disease 
are  often  loath  to  give  names  of  contacts  to  their 
own  physician.  If  possible,  interviews  should  be 
conducted  by  trained  personnel  in  the  health 
departments.  Local  health  offices  in  Upstate 
New  York  are  prepared  to  offer  and  provide  such 
services  to  private  physicians. 

In  1956  21  per  cent  of  the  134  reported  pri- 
mary and  secondary  cases  were  found  by  examin- 
ing contacts  of  known  infectious  cases.  Had 
more  of  these  cases  been  interviewed  carefully,  a 
larger  number  of  early  cases  would  undoubtedly 
have  been  found.  Reported  cases  of  early  syphi- 
lis do  not  give  an  accurate  picture  of  the  reservoir 
of  infection  within  a community.  In  all  prob- 
ability more  early  cases  fail  to  come  to  medical 
attention  each  year  than  are  diagnosed.  Less 
than  3 per  cent  of  the  total  syphilis  reported  in 
Upstate  New  York  in  1956  were  primary  or  sec- 
ondary cases. 

Control  of  Late  Syphilis 

The  control  of  early  syphilis  prevents  spread 
of  the  infection  and  progression  of  the  disease. 
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The  importance  of  finding  and  treating  late  cases 
is  the  prevention  of  late,  destructive  lesions. 
Fortunately,  crippling  late  manifestations  rarely 
develop  in  less  than  eight  to  fifteen  years  after 
infection.  It  is  essential,  therefore,  to  find  and 
treat  late  latent  syphilis  before  symptoms  de- 
velop. 

As  previously  noted,  in  Upstate  New  York  the 
backlog  of  newly  discovered  late  cases  (asympto- 
matic and  symptomatic)  declined  steadily  from 
1939  through  1954.  Slight  increases  since  1954 
have  occurred  because  of  mass  serologic  surveys 
for  syphilis  conducted  by  the  State  Department  of 
Health  among  migratory  farm  laborers  and  in 
selected  areas  of  several  cities. 

The  decrease  of  reported  late  syphilis  from  1939 
to  1955  cannot  be  attributed  to  improved  therapy 
with  penicillin.  The  decline  can  only  be  ex- 
plained by  constant  case-finding  efforts  through 
a variety  of  medical  facilities.  With  the  closing 
of  many  public  health  venereal  disease  clinics, 
private  physicians  have  an  increased  responsi- 
bility for  finding  cases  of  syphilis.  By  maintain- 
ing a high  index  of  suspicion,  especially  where 
individuals  in  the  lowest  socioeconomic  groups 
are  concerned,  the  taking  of  blood  by  physicians 
for  serologic  tests  discovers  many  previously  un- 
known cases. 

Value  of  Penicillin 

Although  the  advent  of  penicillin  has  not  sig- 
nificantly influenced  the  decline  in  reported  cases 
of  late  syphilis,  it  has  been  of  enormous  value  in 
preventing  late  manifestations.  Prolonged  ther- 
apy of  syphilis  has  always  been  a great  handicap 
in  arresting  the  disease.  Probably  less  than  25 
per  cent  of  clinic  patients  received  regular  metal 
therapy  in  the  prepenicillin  era.  Also,  arsenicals 
and  bismuth  failed  to  arrest  permanently  large 
numbers  of  patients  with  neurosyphilis  and  many 
with  cardiovascular  complications.  The  rapidity 
and  effectiveness  of  penicillin  therapy  have  saved 
New  York  State  many  millions  of  dollars  by  re- 
ducing admissions  of  patients  with  neurosvphilis 


to  State  Mental  Hospitals  where  many  of  them 
remained  for  years  because  of  irreparable  damage 
to  the  central  nervous  system.  In  1942  the  ad- 
mission rate  to  State  hospitals  of  patients  diag- 
nosed as  having  general  paresis  was  6.5  per  100,- 
000  population.  By  1955  the  rate  was  1.0. 
Even  this  rate  is  inexcusably  high,  because  peni- 
cillin or  other  antibiotics  can  prevent  general 
paresis  as  well  as  other  crippling  or  fatal  late 
complications  in  almost  100  per  cent  of  cases  if 
treatment  is  given  prior  to  the  onset  of  late  symp- 
toms. 

Therefore,  case-finding  of  late  syphilis,  before 
irreversible  changes  in  important  tissues  have 
developed,  continues  to  be  a public  health  duty. 

Conclusions 

1.  Serologic  tests  for  syphilis  should  be  made 
when  there  is  the  slightest  suspicion  that  syphilis 
might  have  been  acquired.  This  rule  applies 
especially  to  all  persons  infected  with  gonorrhea 
or  who  have  a urethral  discharge. 

2.  All  syphilis  cases  should  be  reported 
promptly  to  local  health  departments. 

3.  Early  cases  of  less  than  one  year’s  duration 
should  be  interviewed  for  contacts,  preferably  by 
personnel  from  health  departments.  Local 
health  departments  will  locate  and  refer  contacts 
to  the  physician. 

4.  Following  a diagnosis  of  syphilis,  treatment 
should  be  initiated  promptly,  and  it  should  be 
completed  as  soon  as  possible.  In  early  and 
latent  cases,  a single  treatment  with  2,400,000 
units  of  benzathine  penicillin  will  usually  suffice. 

5.  State  and  local  health  departments  are 
prepared  to  render  consultation  and  epidemiologic 
services  to  physicians  who  diagnose  or  treat  syphi- 
lis. 

6.  The  cost  to  taxpayers  of  hospitalizing  ad- 
vanced cases  of  neurosyphilis  is  still  great  in  New 
York  State.  This  can  be  prevented  by  finding 
and  treating  asymptomatic  cases  of  syphilis. 


Those  who  cannot  remember  the  past  are  condemned  to  repeat  it. — Santayana 
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A Tracheostomy  Guard 

NORMAN  AMES  POSNER,  M.D.,  NEW  YORK  CITY 


^T^he  patient  with  a total  laryngectomy  for 
-L  laryngeal  neoplasm  is  faced  with  the  problem 
of  breathing  through  a new  opening  to  the  external 
environment,  a permanent  tracheostomy.  It  is 
through  this  opening  that  he  respires,  coughs,  and 
brings  up  secretions.  Because  of  this  artificial 
stoma  he  is  deprived  of  many  of  the  protective 
mechanisms  for  the  filtration,  purification, 
humidification,  and  warming  of  the  respiratory 
gases  present  in  the  normal  individual.  He  has 
what  in  effect  is  a large  neck  wound  open  to  a 
host  of  foreign  bodies,  dust,  rain,  infecting  organ- 
isms, and  the  irritating  effects  of  clothing. 

It  is  obvious  that  some  artificial  barrier  that 
affords  some  of  the  protection  normally  supplied 
by  the  nose  and  pharynx  must  be  interposed  be- 
tween the  patient’s  trachea  and  the  environment. 
The  substitute  most  commonly  used  is  a gauze 
pad  fastened  to  the  neck  by  means  of  strings  in  a 
manner  similar  to  a surgeon’s  mask.  This  pad 
screens  out  the  larger  foreign  particles,  provides 
an  insulating  substance  which  decreases  heat  loss 
from  the  body,  and  allows  some  warming  of  in- 
spired air.  By  trapping  exhaled  moisture  it  also 
acts  as  a humidifying  chamber. 

There  is,  however,  discomfort  and  potential 
danger  involved  in  the  use  of  the  simple  gauze 
pad.  Since  the  pad  is  made  of  a soft,  pliable 
material,  it  tends  to  act  like  a diaphragm  moving 
into  the  trachea  with  each  respiration,  often 
causing  an  irritation  to  the  mucosa  and  impeding 
respiratory  exchange.  The  danger  is  increased 
by  the  natural  tendency  of  the  gauze  to  bunch  up 
with  movements  of  the  neck  and  the  use  of  a 
buttoned  collar  and  tie. 

To  overcome  these  problems  a method  has  been 
devised  to  provide  the  gauze  pad  with  a firm, 
nonirritating  backing  that  prevents  it  from  being 
sucked  into  the  tracheostomy.  This  backing  is 
made  of  number  20  gauge  silver  wire,  which  can 
be  purchased  at  a cost  of  95  cents  per  ounce. 
The  wire  is  woven  and  then  soldered  into  a loose 
meshed  grill.  This  is  worn  directly  over  the  tra- 
cheostomy like  a pendant  necklace  by  means  of  a 
silver  chain.  The  gauze  pad  is  then  fastened 
either  directly  to  the  grill  or  independently  to  the 


* Present  address:  St.  Vincent’s  Hospital,  New  York  City. 


Fig.  1.  Tracheostomy  guard. 


neck  but  on  the  outside  of  the  grill.  This  method 
keeps  the  gauze  from  plugging  the  tracheostomy 
during  inspiration.  It  permits  wearing  a tie  and 
prevents  bunching  of  the  pad.  Since  silver  is  one 
of  the  most  inert  of  metals,  there  is  no  problem  of 
irritation.  The  device  is  quite  simple  to  make 
and  may  be  fabricated  to  any  size  to  fit  the  indi- 
vidual patient.  It  may  be  cleaned  with  soap  and 
water  or  sterilized  by  any  of  the  conventional 
methods. 

Figure  1 is  a photograph  of  a device  that  has 
been  used  satisfactorily  for  over  seven  years  by  a 
patient  with  a permanent  tracheostomy.  The 
over-all  size  is  4 V2  by  5V2  cm.  with  the  smaller 
squares  approximately  one  cm.  square.  The 
cost  of  this  model  was  about  15  cents. 

Summary 

A simple,  inexpensive,  nonirritating,  durable 
device  has  been  described  to  aid  the  patient  with  a 
permanent  tracheostomy  in  avoiding  some  of  the 
serious  dangers  and  discomforts  inherent  in  the 
use  of  a protective  gauze  pad. 
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A series  of  review  articles  dealing  tvith  medical  progress 

ROBERT  TURELL,  M.D.,  Editor 


Recent  Advances  in  Coronary  Heart  Disease  and  Its  Management 

CHARLES  K.  FRIEDBERG,  M.D.,  NEW  YORK  CITY 
( From  the  Division  of  Cardiology,  Department  of  Medicine,  Mount  Sinai  Hospital) 


Recent  research  in  coronary  heart  disease 
carried  out  with  great  vigor  in  numerous 
medical  centers  has  resulted  in  the  publication  of 
extensive  observations  of  great  interest  and 
potential  practical  importance.  These  observa- 
tions have  tended  to  clarify  the  state  of  our 
knowledge  and  its  limitations,  to  delineate  some 
of  the  most  pressing  problems  requiring  solution, 
and  to  formulate  modest  beginnings  toward  such 
solutions.  But  they  cannot  yet  be  said  to 
constitute  major  advances  in  the  sense  of  direct 
practical  application  to  the  prevention  of 
coronary  heart  disease  or  the  enhancement  of 
therapeutic  effectiveness. 

The  public  has  become  acutely  sensitive  to  the 
common  knowledge  that  coronary  heart  disease 
is  the  most  frequent  cause  of  death  in  adult 
life  and  this  knowledge  has  contributed  greatly 
to  a sense  of  urgency  with  regard  to  the  prophy- 
lactic and  therapeutic  control  of  the  disease. 
This  has  resulted  in  an  almost  irresistible  pressure 
to  translate  immediately  to  practical  application 
ever}'  piece  of  research  with  possible  relevance  to 
coronary  heart  disease,  however  preliminary, 
unconfirmed,  or  controversial,  and  sometimes 
without  due  regard  to  possible  risk.  The 
patient,  promptly  informed  by  the  press  of 
every  reported  experimental,  epidemiologic,  or 
clinical  investigation  of  coronary  heart  disease, 
demands  from  his  physician  a categoric  yes  or  no 


to  newly  suggested  measures  for  the  prevention 
and  treatment  of  coronary  atherosclerosis  and 
coronary  thrombosis.  More  than  ever  before, 
the  physician  must  seek  to  be  properly  informed, 
not  by  the  press,  but  by  authoritative,  critical, 
and  unprejudiced  sources. 

Terminology 

Accurate  definition  of  terms  is  important  in 
diagnosis  and  therapy.  Sharper  definition  and 
more  accurate  usage  of  terms  related  to  coronary 
heart  disease  would  represent  a desirable  advance. 
In  his  use  of  diagnostic  terms  the  physician 
should  distinguish  whether  he  is  referring  to  a 
pathologic  anatomic  alteration,  to  a physiologic 
derangement,  or  to  a clinical  manifestation  or 
syndrome.  In  recent  years  he  has  found  some 
difficulty,  in  clinical  practice,  in  trying  to  fit  all 
clinical  coronary  disturbances  into  the  categories 
of  either  angina  pectoris  or  coronary  thrombosis. 

No  difficulty  in  diagnostic  terminology  is 
encountered  in  recognizing  as  angina  pectoris 
the  arresting,  constricting,  retrosternal  pain 
which  radiates  to  the  left  arm  and  is  induced 
during  walking,  especially  when  walking  rapidly, 
uphill,  after  a meal,  or  in  cold  or  windy  weather, 
and  which  subsides  within  a few  minutes  after 
resting.  Even  when  the  pain  occurs  at  rest 
there  is  usually  agreement  as  to  the  diagnosis  of 
angina  pectoris  if  the  pain  is  characteristic 
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and  subsides  spontaneously  within  fifteen  minutes 
on  sitting  up  from  the  recumbent  position  or 
with  the  sublingual  use  of  nitroglycerin.  The 
diagnosis  of  acute  coronary  thrombosis  or  acute 
myocardial  infarction  is  readily  offered  when 
there  is  similar  but  more  severe  pain  lasting  an 
hour  or  longer  and  accompanied  by  fever  and 
leukocytosis  and  by  characteristic  electrocardio- 
graphic changes  including  the  development  of 
wide  Q waves,  RS-T  segment  elevations  and 
T-wave  inversions.  But  in  a large  number  of 
cases  in  which  chest  pain  of  cardiac  origin  is  the 
dominating  feature  the  pain  is  intermediate  in 
duration  between  that  of  angina  pectoris  or  of 
acute  myocardial  infarction,  and  other  associated 
features  resemble  angina  pectoris  in  some 
respects  and  myocardial  infarction  in  others. 
For  these  cases  the  terms  intermediate  coronary 
syndrome,  coronary  failure,  or  coronary  in- 
sufficiency have  been  introduced,  terms  which 
the  writer  cannot  regard  as  an  advance  in 
coronary  heart  disease.1  Coronary  failure  and 
the  intermediate  coronary  syndrome  are  too  ill- 
defined  to  delineate  a distinctive  clinical-patho- 
logic entity.  The  cases  involved  are  not  uniform 
and  probably  fall  into  the  categories  of  angina 
pectoris  or  coronary  thrombosis.  The  term 
coronary  insufficiency  has  been  much  more 
extensively  publicized  and  is  much  more  widely 
used;  it  is  therefore  discussed  in  more  detail 
below. 

Coronary  Atherosclerosis.— This  is  a path- 
ologic-anatomic term  which  in  itself  does  not 
necessarily  imply  any  physiologic  disturbance  or 
clinical  manifestation,  although  the  lesions  to 
which  it  refers,  when  very  severe,  may  be  the 
anatomic  basis  for  both  coronary  thrombosis  and 
angina  pectoris. 

Coronary  Thrombosis. — This  likewise  de- 
notes a pathologic  change,  almost  always  a 
complication  of  atherosclerosis.  It  should  not 
be  used,  as  it  has  been  for  many  years,  to  refer  to  a 
clinical  picture  which  occurs  only  when  the 
coronary  thrombosis  leads  to  acute  myocardial 
infarction.  As  a rule  coronary  thrombosis,  a 
pathologic-anatomic  change,  leads  to  physio- 
logic disturbance  in  coronarj'  blood  flow  (coronary 
insufficiency).  This  disturbance  may  be  so 
slight  and  the  collateral  circulation  so  large  that 
there  is  no  apparent  effect  on  the  myocardium, 
or  it  may  produce  ischemia  without  necrosis,  or 
it  may  produce  significant  necrosis  (infarction). 
Thus,  coronary  thrombosis  may  occur  with  or 


without  myocardial  ischemia  or  with  or  without 
infarction.  Accordingly,  coronary  thrombosis 
may  be  asymptomatic,  it  may  provoke  angina 
pectoris  at  rest  or  only  with  effort,  or  it  may 
induce  the  clinical  picture  which  accompanies 
myocardial  infarction.  It  is  apparent  that  the 
clinical  picture,  including  the  laboratory  and 
electrocardiographic  abnormalities,  is  determined 
by  physiologic,  chemical,  and  anatomic  changes 
induced  in  the  myocardium  and  not  by  the 
coronary  thrombosis  per  se.  In  fact  severe 
myocardial  necrosis  (infarction)  may  be  induced 
by  inadequacies  of  the  coronary  circulation 
without  actual  thrombosis  or  other  type  of 
occlusion. 

Acute  Myocardial  Infarction. — Primarily 
a pathologic  term,  this  denotes  necrosis  of  heart 
muscle  as  a result  of  a deficient  blood  supply. 
But  acute  myocardial  infarction  is  accompanied 
so  regularly  by  a distinctive  clinical  picture  that 
the  term  has  been  employed  also  as  a clinical  as 
well  as  a pathologic  diagnosis. 

Angina  Pectoris.- — This  is  a clinical  term 
referring  to  a characteristic  type  of  pain  and 
associated  manifestations.  The  pathologic-ana- 
tomic basis  may  be  varied,  including  severe 
coronary  atherosclerosis  with  extreme  narrowing, 
coronary  thrombosis  without  myocardial  in- 
farction, aortic  stenosis,  or  regurgitation,  and 
others.  The  physiologic  disturbance  respon- 
sible for  the  clinical  angina  pectoris  is  myocardial 
ischemia  caused  by  an  inadequate  coronary  blood 
flow  (coronary  insufficiency). 

Acute  Coronary  Insufficiency.- — There  is  no 
confusion  about  the  term  acute  coronary  in- 
sufficiency when  it  is  employed  to  denote  a 
physiologic  disturbance,  an  inadequacy  of  coro- 
nary blood  flow  for  myocardial  needs,  however 
caused.  Confusion  has  been  engendered  in 
recent  years  by  attempts  to  use  the  term  as  a 
clinical  diagnosis  noting  a complete  entity  with 
distinct  etiology,  pathologic  physiology,  an- 
atomic, electrocardiographic,  and  clinical  features. 
The  claim  that  acute  coronary  insufficiency  may 
be  used  to  define  a distinct  clinical  or  clinico- 
pathologic  entity  has  not  been  substantiated. 
Since  coronary  insufficiency  is  defined  as  a 
disproportion  between  the  nutrition  requirements 
of  the  myocardium  and  coronary  blood  flow,  it 
can  apply  to  clinical  cases  of  cardiac  pain  whether 
or  not  there  is  an  underlying  coronary  occlusion, 
when  there  is  aortic  valvular  disease  without 
coronary  atherosclerosis,  when  there  is  angina 
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pectoris,  or  when  there  are  clinical  manifesta- 
tions related  to  myocardial  infarction.  Master 
and  associates2-6  particularly  emphasize  that  in 
acute  coronary  insufficiency  there  is  no  acute 
coronary  occlusion.  But  a distinction  from 
angina  pectoris  which  may  occur  with  or  without 
coronary  occlusion,  or  from  acute  myocardial 
infarction  which  is  due  to  acute  coronary  occlu- 
sion, or  even  from  acute  coronary  occlusion 
without  myocardial  infarction,  cannot  be  made 
clinically  because  all  of  the  manifestations  which 
are  attributed  to  “acute  coronary  insufficiency” 
are  determined  by  physiologic  and  anatomic 
changes  in  the  myocardium  and  not  by  the 
absence  or  presence  of  acute  coronary  occlusion. 

The  term  coronary  insufficiency  has  been 
gaining  increased  usage  not  because  it  denotes  a 
distinctive  entity  or  because  it  is  a clear-cut 
concept  with  the  same  meaning  to  all  who 
use  the  term  but  rather  because  it  is  a non- 
specific expression  which  serves  as  the  catch- 
all for  the  variety  of  coronary  episodes  or  cardiac 
pain  which  do  not  fit  neatly  into  the  classic 
schematized  textbook  descriptions  of  angina 
pectoris  or  acute  myocardial  infarction.  Physi- 
cians are  particularly  pressed  to  classify  the 
cases  of  cardiac  pain  in  which  the  pain  occurs  at 
rest  and  is  more  prolonged  and  severe  than  in 
the  classic  case  of  angina  pectoris  but  in  which 
there  is  neither  fever,  leukocytosis  nor  electro- 
cardiographic evidence  of  acute  myocardial 
infarction.  They  also  find  difficulty  in  class- 
ifying those  cases  in  which  the  circumstances, 
severity,  and  duration  of  the  cardiac  pain 
suggest  acute  myocardial  infarction  but  in 
which  the  electrocardiogram  shows  only  ST 
segment  depressions  and/or  T-wave  inversions 
but  no  Q waves  and  no  ST  segment  elevations. 
Under  such  circumstances  “acute  coronary  in- 
sufficiency” becomes  a term  of  diagnostic 
avoidance  or  evasion.  Rather,  the  physician 
should  try  to  have  a clear  understanding  of  the 
underlying  pathology  and  the  precipitating 
mechanisms  and  to  indicate  these  in  the  diag- 
nosis in  order  that  therapy  may  be  rationally 
determined. 

The  cases  of  cardiac  pain  described  above,  in 
which  there  are  no  objective  findings  , or  only 
transient  ST  segment  depressions  in  the  electro- 
cardiogram, need  no  special  term  since  they 
merely  represent  prolonged  episodes  of  angina 
pectoris  occurring  at  rest.  The  underlying 
pathology  may  be  an  acute  coronary  occlusion 


with  more  or  less  prolonged  but  reversible 
myocardial  ischemia,  but  without  myocardial 
infarction.  Or  the  underlying  pathology  may  be 
an  aortic  valvular  lesion  without  coronary 
atherosclerosis.  Or  it  may  be  coronary  athero- 
sclerosis with  narrowing,  with  or  without  old 
coronary  occlusion,  but  without  recent  occlusion 
in  which  the  pain  is  induced  by  a paroxysmal 
tachycardia,  a prolonged  emotional  experience,  or 
some  endogenous  or  exogenous  factor  which  is 
not  clearly  apparent  and  which  is  not  readily 
reversed  by  rest  or  even  by  nitroglycerin. 

Likewise,  the  cases  in  which  the  pain  and 
other  features  are  typical  of  acute  myocardial 
infarction  but  in  which  the  ST  depressions  of 
T-wave  inversions  are  seen  in  the  electrocardio- 
gram need  not  be  classified  in  the  ill-defined, 
catchall  category  of  acute  coronary  insufficiency. 
They  are  actual  cases  of  acute  myocardial 
infarction  in  which  Q waves  and  RS-T  segment 
elevations  are  absent  because  the  necrosis  does 
not  extend  throughout  the  wall  of  the  left 
ventricle  (transmural)  but  is  limited  to  the 
subendocardium  or  is  distributed  in  focal  or 
patchy  fashion.  Such  myocardial  necrosis  may 
follow  acute  coronary  occlusion  when  the  collat- 
eral circulation  prevents  a completely  trans- 
mural infarct.  Or  it  may  occur  without  coronary 
occlusion  when  potential  myocardial  ischemia 
due  to  aortic  valvular  disease,  coronary  athero- 
sclerosis with  narrowing,  or  cardiac  hypertrophy 
is  activated  by  gross  disturbances,  such  as 
shock,  hemorrhage,  pulmonary  embolism,  and 
other  factors  that  diminish  myocardial  oxygena- 
tion. 

The  ST  segment  depressions  and  T-wave 
inversions  which  form  the  electrocardiographic 
basis  for  the  diagnosis  of  “acute  coronary  in- 
sufficiency” do  not  disclose  whether  there  is  a 
coronary  occlusion  or  not,  nor  do  they  dis- 
tinguish between  myocardial  ischemia  without 
necrosis  and  myocardial  ischemia  with  necrosis. 
They  are  indicative  rather  of  the  location  or 
limited  extent  of  the  ischemia  or  necrosis,  i.e., 
subendocardial  or  patchy,  than  of  the  specific 
pathologic  change.  A more  exact  understanding 
of  the  myocardial  disturbance  is  dependent  on 
a careful  history  and  serial  clinical,  laboratory, 
and  electrocardiographic  observations. 

Even  coronary  occlusion  with  transmural 
infarction  may  at  the  onset  be  characterized  by 
electrocardiographic  ST  segment  depressions 
and/or  T-wave  inversions  which  are  later  followed 
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by  the  development  of  RS-T  segment  elevations 
and  Q waves.  In  the  presence  of  previous 
myocardial  infarction  or  left  ventricular  hyper- 
trophy, transmural  infarction  majr  be  represented 
in  the  electrocardiogram  by  no  more  than  ST 
segment  depressions  or  T-wave  inversions  or  even 
by  no  significant  change  at  all  when  an  acute 
anterior  wall  infarction  occurs.  Finally,  it 
should  be  emphasized  that  “acute  coronary  in- 
sufficiency,” by  which  diagnostic  term  some 
physicians  imply  a relatively  benign  condition, 
may,  when  associated  with  subendocardial  or 
patchy  necrosis,  be  followed  by  acute  pulmonary 
edema,  shock,  and  a fatal  outcome. 

Diagnosis  of  Angina  Pectoris 

The  Two-Step  Exercise  Electrocardio- 
gram.— Angina  pectoris  is  essentially  a subjective 
clinical  syndrome,  and  its  diagnosis  depends  on 
obtaining  a meticulous  history  of  the  exact 
character,  location,  and  radiation  of  pain,  the 
circumstances  under  which  it  occurs,  and  the 
effect  of  resting  and  of  nitroglycerin.6  The 
diagnosis  of  angina  pectoris  is  important  because 
it  indicates  underlying  organic  heart  disease 
which  results  in  clinically  significant  myocardial 
ischemia  under  certain  exogenous  or  endogenous 
physiologic  stresses.  It  has  long  appeared 
desirable  to  develop  some  objective  test  which 
would  disclose  this  susceptibility  to  myocardial 
ischemia,  i.e.,  a test  of  diminished  coronary 
reserve,  since  a diagnosis  based  on  the  interpreta- 
tion of  the  patient’s  subjective  description  of 
pain  may  sometimes  be  unsatisfactory.  Because 
angina  pectoris  is  attributed  to  myocardial 
anoxia  and  because  exercise  is  the  most  character- 
istic precipitating  factor,  either  the  breathing  of 
low  oxygen  gas  mixtures  or  indulging  in  some 
form  of  exercise  have  been  the  common  stresses 
used  in  objective  tests. 

Since  ST  segment  depressions  may  be  observed 
in  the  electrocardiogram  during  an  attack  of 
angina  pectoris  and  are  regarded  as  being  due  to 
myocardial  ischemia,  the  appearance  of  ST 
segment  depression  following  the  stress  of  exercise 
or  breathing  low  oxygen  gas  mixtures  has  been 
interpreted  as  indicating  diminished  coronary 
reserve  and  as  a support  for  a diagnosis  of  angina 
pectoris  in  a patient  with  chest  pain.  Reproduc- 
tion of  the  patient’s  chest  pain  might  be  regarded 
as  more  convincing  evidence,  but  this  is  an 
infrequent  occurrence.  When  the  electrocardio- 
gram taken  at  rest  discloses  abnormal  findings 


suggesting  previous  myocardial  infarction  or 
other  evidence  of  possible  myocardial  involve- 
ment, these  findings  may  be  regarded  as  indicat- 
ing that  the  chest  pain  represents  angina  pectoris, 
and  the  exercise  or  low  oxygen  test  is  not  per- 
formed. On  the  other  hand,  angina  pectoris  is 
frequently  present  in  patients  in  whom  the 
electrocardiogram  as  well  as  all  other  examina- 
tions disclose  no  abnormality.  It  is  in  such 
patients  that  the  oxygen  or  exercise  tests  has  been 
particularly  employed. 

In  recent  years  the  low  oxygen  test  has  not 
been  used  in  clinical  practice  because  of  possible 
dangers.  Of  the  exercise  tests  the  two-step 
test  of  Master7’8  has  gained  most  widespread 
usage  because  it  has  been  fully  presented  and 
because  it  has  the  merit  of  attempting  some 
degree  of  standardization.  Recent  interest  in 
the  two-step  test  is  concerned  with  better  under- 
standing of  its  indications,  its  usefulness  and 
limitations,  and  its  possible  danger. 

Some  physicians  perform  a two-step  exercise 
electrocardiogram  for  every  patient  with  suspected 
angina  pectoris  if  the  electrocardiogram  at  rest 
is  normal.  This  may  be  desirable  for  the  purpose 
of  an  objective  record,  but  it  is  only  exceptionally 
necessary  because  of  a doubt  as  to  diagnosis. 
The  two-step  electrocardiogram  has  been  found 
of  value  in  the  detection  of  coronary  heart 
disease  in  military  personnel  and  insurance 
applicants  or  under  any  circumstances  in  which 
the  clinical  history  cannot  be  reliably  obtained  or 
cannot  be  trusted.  On  the  other  hand,  in 
clinical  practice  with  individual  patients  who  are 
cooperative  and  reasonably  intelligent  and 
intelligible,  the  need  for  the  test  and  its  essential 
diagnostic  value  are  questionable.  Although  I 
perform  the  test  frequently,  I almost  never  have 
any  need  for  it  in  making  or  excluding  the 
diagnosis  of  angina  pectoris.  The  final  diagnosis 
as  to  its  presence  or  absence  is  never  determined 
by  the  test  but  only  by  the  history  and  clinical 
observation.  The  clinical  diagnosis  can  be  made 
at  the  first  examination  on  the  basis  of  a very 
careful  history  in  the  large  majority  of  cases. 
In  the  remaining  cases  it  can  almost  always  be 
made  by  questioning  the  patient  again  or  re- 
peatedly after  he  pays  more  attention  to  the 
quality,  location,  and  radiation  of  the  pain,  the 
circumstances  surrounding  its  occurrence,  the 
effect  of  various  types  of  activity,  especially 
walking  uphill,  hurriedly,  or  after  a meal,  and 
the  effect  of  nitroglycerin  on  the  pain. 
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Although  there  is,  in  general,  a good  correlation 
between  the  results  of  the  two-step  test  and  the 
clinical  diagnosis,  there  are  too  many  instances, 
substantially  more  than  is  admitted  by  the 
proponents  of  these  tests,  in  which  the  two-step 
test  (single  and  double)  is  negative  in  unequiv- 
ocal cases  of  angina  pectoris  and  positive  in 
patients  without  angina  pectoris  to  permit  the 
test  to  be  used  as  the  final  judge  of  diagnosis  in 
the  individual  patient.  Too  often  the  test, 
whose  validity  is  still  to  be  determined,  is  used  as 
the  final  determinant  of  its  own  accuracy  even 
when  it  is  in  disagreement  with  what  many  would 
regard  as  an  accurate  clinical  diagnosis.  Never- 
theless, I find  the  test  of  corroborative  value  and 
useful  as  an  objective  record  in  patients  with  a 
normal  electrocardiogram  at  rest  in  whom  I 
have  made  a definite  diagnosis  of  angina  pectoris 
on  the  basis  of  the  clinical  history.  If  the  two- 
step  test  is  negative,  I carefully  review  the  history 
and  make  further  observations  but  disregard  the 
two-step  test  if  I still  regard  the  clinical  diagno- 
sis as  accurate.  Sometimes  I repeat  the  two- 
step  exactly  as  before  and  find  it  to  be  positive 
after  previously  negative  tests. 

Increased  frequency  of  performance  of  the 
two-step  test  has  led  to  many  consultations 
regarding  patients  with  chest  pain  in  whom  one 
physician  has  made  a diagnosis  of  angina  pectoris 
on  the  basis  of  symptoms  and  another  physician 
has  disagreed  because  of  a negative  two-step 
test,  or  regarding  other  patients  in  whom  the  pain 
was  interpreted  by  one  physician  as  noncardiac 
on  the  basis  of  the  history  and  by  another 
physician  as  indicating  angina  pectoris  on  the 
basis  of  a positive  two-step  test.  In  such  cases 
I have  found  either  that  the  history  was  not 
carefully  taken  or  properly  interpreted  by  one  of 
the  physicians  or  that  when  I performed  the  two- 
step  test,  apparently  in  the  same  manner  as  the 
other  physician,  I obtained  a contrary  result. 

Although  the  effort  to  standardize  the  test  as 
described  by  Master  and  associates  is  a meri- 
torious one,  the  different  number  of  trips  pre- 
scribed according  to  age,  sex,  and  weight  is 
probably  of  little  value  in  comparison  with 
differences  in  physical  capacity  and  training  and 
in  other  factors  determining  individual  responses 
to  exercise.  But  the  standardization  is  of  some 
value  in  that  most  patients  are  required  to 
perform  within  a relatively  uniform  range  of 
activity,  and  any  given  individual  performs  the 
same  activity  if  the  test  is  repeated.  The  pre- 


cautions that  the  patient’s  resting  electrocardio- 
gram should  be  normal,  that  it  should  not  be 
performed  if  the  patient  appears  ill  or  is  suffering 
chest  pain  at  the  time  of  the  test,  and  that  the 
test  be  stopped  if  he  experiences  pain  or  other 
distress  should  all  be  meticulously  observed. 

Evaluation  of  the  test  electrocardiogram 
continues  to  offer  considerable  difficulty  not  only 
because  of  the  technical  problems  imposed  by 
tachycardia  and  an  unsteady  or  shifting  base- 
line and  by  the  need  to  start  the  electrocardio- 
gram within  forty  seconds  of  completing  the 
exercise,  but  especially  because  of  disagreement 
among  the  various  authorities  as  to  the  criteria 
of  a positive  test.9 

If  a depression  of  more  than  0.5  mm.  in  any 
of  leads  2,  V3,  V4,  or  V5  is  regarded  as  positive, 
the  number  of  false  positives  is  high.  If  a de- 
pression of  1 mm.  or  2 mm.  or  more  is  required, 
the  incidence  of  false  negatives  becomes  inordi- 
nately high.  Neither  criterion  will  lead  to  serious 
error  if  the  physician  adheres  closely  to  the  rule 
that  the  clinical  history  is  the  final  determinant 
of  the  diagnosis. 

A recent  study  which  promises  to  afford  a 
substantial  improvement  in  the  interpretation  of 
the  two-step  test  is  that  of  Robb  and  associates10 
who  classified  the  ST  depressions  into  ischemic 
ST  segment  depressions  and  ST  junction  de- 
pressions. In  the  ST  junction  depression  type  of 
response  only  the  point  of  junction  of  the  S wave 
with  the  following  ST  segment  is  depressed  more 
than  0.5  mm.,  and  the  ST  segment  itself  curves 
rapidly  upward  to  the  peak  of  a normal  T-wave. 
In  the  ischemic  type  of  ST  segment  depression 
the  entire  ST  segment  is  depressed  horizontally 
or  sags  downward.  A follow-up  study  of  military 
personnel  and  applicants  for  life  insurance 
disclosed  that  an  abnormal  increase  in  the  inci- 
dence of  coronary  occlusion  and  mortality  rate  in 
those  with  significant  ST  segment  depression  as 
compared  to  those  in  subjects  with  a negative 
response  occurred  predominantly  in  the  group 
with  ischemic  ST  segment  depression  whereas 
those  subjects  with  only  ST  junction  depression 
had  considerably  lower  coronary  occlusion  and 
death  rates.  It  is  probable  that  the  “ischemic” 
type  of  ST  segment  depression  after  exercise 
actually  is  due  to  myocardial  ischemia  whereas 
the  ST  junction  depression  may  represent  other 
physiologic  changes  associated  with  exercise  or 
tachycardia  or  may  be  caused  by  a large  nega- 
tive atrial  T-wave. 
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Treatment  of  Angina  Pectoris 

Drug  Treatment. — In  recent  years  there  has 
been  a trend  to  utilize  drugs  which  are  designed 
to  cause  coronary  artery  dilatation  by  relaxing 
smooth  muscle  but  which,  unlike  nitroglycerin 
administered  sublingually,  have  a prolonged 
effect.  There  never  has  been  any  doubt  as  to 
the  efficacy  of  nitroglycerin  in  relieving  anginal 
pain  when  the  drug  was  taken  under  the  tongue. 
Xo  other  drug  which  has  been  introduced  for  the 
treatment  of  angina  pectoris  has  ever  attained 
such  unanimity  of  acceptance.  Visammin  (khel- 
lin),  dioxyline  (Paveril),  and  the  xanthine  drugs 
have  been  virtually  abandoned  in  the  treatment 
of  angina  pectoris  after  a flurry  of  enthusiastic 
reports.  The  effective  treatment  of  angina 
pectoris  by  quinidine  or  quinine  has  been  reported 
but  the  use  of  these  cinchona  alkaloids  has  not 
been  adopted  for  this  purpose.  Following 
reports  of  effectiveness  in  a high  percentage  of 
cases  of  angina  pectoris,  papaverine  was  widely 
used  and  continues  to  be  prescribed  by  many 
physicians  in  spite  of  subsequent  demonstration 
that  papaverine  is  of  no  value  in  this  disease. 
Parenthetically  it  may  be  added  that  papaverine 
administered  by  mouth  is  also  widely  prescribed 
during  the  acute  attack  of  myocardial  infarction 
despite  the  absence  of  any  demonstrable  benefit 
and  the  frequent  production  of  unpleasant  side- 
effects. 

Xo- recent  advance  has  been  made  in  deter- 
mining the  effectiveness  or  lack  of  effectiveness  of 
alcohol  in  angina  pectoris.  It  may  be  regarded 
as  an  advance  that  fewer  physicians  recommend 
alcohol  as  an  active,  specific  therapeutic  agent  in 
angina  pectoris.  Alcohol  is  of  neither  specific 
benefit  nor  specific  harm  in  angina  pectoris. 
There  is  no  reason  to  urge  its  use  by  patients  who 
rarely  took  alcohol  or  disliked  it  before  they 
began  to  experience  angina  pectoris.  There  is 
no  reason  to  forbid  its  use  by  those  patients  who 
enjoyed  it  and  experienced  an  improvement  in 
their  general  well-being.  It  may  induce  or 
aggravate  symptoms  in  those  who  are  susceptible 
to  gastric  hyperacidity  or  peptic  ulcer,  irritable, 
spastic  colon,  prostatic  symptoms,  vasomotor 
rhinitis,  and  sinusitis.  The  use  or  avoidance  of 
alcohol  is  being  determined  more  and  more  by 
factors  other  than  the  angina  pectoris  itself. 

The  long-acting  nitrites  are  being  used  ex- 
tensively. Metamine  (triethanolamine),  Xitro- 
glyn  (nitroglycerin  in  specially  coated  granules 
for  delayed  action,  taken  orally),  Choledyl 


(choline  theophyllinate),  and  Peritrate  (pen- 
taerythritol  tetranitrate)  are  the  most  frequently 
prescribed.  Despite  the  well-known  variations 
in  the  course  of  angina  pectoris,  the  effect  of 
suggestion  due  to  the  administration  of  a new 
drug  and  the  enthusiasm  of  the  physician,  the 
frequent  bias  of  patient  and  observer  when  a 
new  drug  is  being  studied,  and  the  uncritical  and 
uncontrolled  nature  of  many  of  the  published 
studies  of  these  drugs,  physicians  have  been 
persuaded  to  prescribe  and  patients  to  use  these 
drugs. 

The  constant  shift  from  one  to  the  other  of 
these  drugs  is  reason  for  doubting  the  effective- 
ness of  any.  The  inability  to  dispense  with 
sublingual  nitroglycerin  when  taking  the  long- 
acting  nitrates  is  another  reason  for  such  doubt. 
If  careful  records  are  maintained  of  the  number  of 
attacks  of  angina  pectoris  experienced  during 
trial  of  a variety  of  these  long-acting  nitrates  and 
placebos,  without  the  patient’s  knowledge  of  the 
nature  of  the  drug,  it  is  found  that  benefit  is 
reported  in  30  to  40  per  cent  of  cases  regardless 
of  the  drug  employed.  This  reported  per- 
centage of  improvement  should  be  regarded  as 
the  baseline  denoting  total  ineffectiveness  of  the 
drug  as  a specific  agent  in  angina  pectoris.  The 
use  of  the  electrocardiogram  after  exercise  or  of 
the  ballistocardiogram  to  evaluate  these  drugs 
in  angina  pectoris  is  designed  to  obtain  an 
objective  criterion  of  their  effectiveness,  but 
this  objectivity  has  given  these  studies  an  un- 
warranted credibility  and  reputation  for  im- 
portance. The  effect  of  a drug  on  the  electro- 
cardiogram or  ballistocardiogram  cannot  be 
used  to  evaluate  its  influence  in  the  treatment  of 
angina  pectoris. 

There  has  been  increasing  recognition  of  the 
value  of  administering  nitroglycerin  prophylac- 
tically  under  circumstances  which  are  likely  to  be 
associated  with  an  attack  of  angina  pectoris  as 
well  as  for  prompt  relief  after  the  pain  occurs. 
By  such  prophylactic  use,  as  well  as  for  prompt 
relief  if  an  attack  occurs  unexpectedly,  it  is 
frequently  possible  to  control  angina  pectoris 
quite  satisfactorily  with  three  sublingual  tablets 
of  nitroglycerin  daily.  Such  properly  regulated 
use  of  nitroglycerin  can  be  substituted  in  many 
patients  who  now  take  three  to  eight  tablets  of 
Peritrate  or  other  long-acting  nitrate  without 
adequate  control  and  without  being  able  to 
forego  nitrogh'cerin  as  well. 

The  injection  of  heparin  in  doses  which  are 
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considerably  below  those  used  for  anticoagulant 
effects  in  thrombo-embolism  was  reported  to 
produce  prolonged  relief  of  angina  pectoris.11 
The  intravenous  administration  of  5 to  25  mg.  of 
heparin  was  reported  to  relieve  chest  pain  in  14 
out  of  15  instances  in  which  angina  pectoris  was 
said  to  have  been  related  to  lipemia  induced  by 
ingestion  of  a meal  of  heavy  cream.12  There  are 
still  occasional  reports  of  benefit  from  this  form 
of  treatment,  but  it  is  on  the  wane.13  Some 
patients  report  relief,  but  they  are  no  more 
numerous  than  among  those  receiving  injections 
of  placebos. 

Radioactive  Iodine  (I131). — The  induction  of 
hypothyroidism  in  euthyroid  patients  by  means 
of  radioactive  iodine  is  being  carried  out  with 
increasing  frequency  for  the  treatment  of 
patients  whose  angina  pectoris  is  regarded  as 
very  severe  and  intractable.14'15  Prophyl-  or 
methylthiouracil  have  been  similarly  employed 
when  radioactive  iodine  has  not  been  available. 
The  former  drugs  possess  the  advantage  that  the 
induced  hypothyroidism  is  usually  reversible  if 
the  treatment  is  ineffective  or  if  the  hypo- 
thyroidism is  later  regarded  as  undesirable  or  un- 
necessary, but  there  are  also  disadvantages 
associated  with  the  use  of  the  thiouracils.  The 
radioiodine  treatment  of  intractable  angina 
pectoris  possesses  the  same  advantages  over  the 
various  surgical  procedures  recommended  for 
this  disease  that  this  nonsurgical  treatment  has 
over  thyroidectomy  in  the  management  of 
hyperthyroidism.  Therefore,  most  physicians 
prefer  to  recommend  radioactive  iodine  treat- 
ment of  intractable  angina  pectoris  before 
considering  a surgical  procedure. 

Radioactive  iodine  is  reported  to  be  effective  in 
about  75  per  cent  of  cases.  These  reports 
indicate  that  the  radioiodine  treatment  of 
angina  pectoris  in  the  patients  studied  repre- 
sents an  important  advance  if  the  angina  pectoris 
was  unquestionably  severe  and  “intractable,” 
if  the  criteria  for  evaluating  improvement  were 
carefully  chosen  and  critically  appraised,  and 
most  important,  if  one  can  properly  conclude 
that  the  improvement  was  due  to  the  effect  of 
the  radioactive  iodine  and  not  to  suggestion  or 
other  concurrent  factors  in  management  or  to  the 
natural  course  of  the  disease.  No  satisfactory 
explanation  has  been  offered  as  to  the  mechanism 
by  which  radioactive  iodine  relieves  the  angina 
pectoris.  The  induction  of  a new  disease, 
myxedema,  to  relieve  another  is  an  undesirable 


feature  of  the  treatment  even  though  this  can  be 
controlled  with  thyroid  hormone.  For  this 
reason  patience  and  a thorough  and  careful 
trial  of  other  medical  measures  should  be  carried 
out  before  radioactive  iodine  treatment  is 
undertaken. 

Surgical  Treatment  of  Angina  Pectoris. — 
Bilateral  rhizotomy  and  sympathetic  ganglion- 
ectomy,  designed  to  interrupt  the  actual  path- 
ways transmitting  the  pain  in  angina  pectoris,16 
have  been  virtually  abandoned  because  of 
excessive  surgical  risk  for  these  patients  and 
because  of  the  claims  of  equal  benefit  with 
radioactive  iodine  or  simpler  surgical  procedures. 
Current  surgical  procedures  are  intended  not  to 
interrupt  the  pain  pathways  but  to  improve  the 
myocardial  blood  supply  and  thus  correct  the 
myocardial  hypoxemia  which  is  regarded  as  the 
basis  of  angina  pectoris. 

The  operation  which  introduces  a graft 
between  the  aorta  and  coronary  sinus  with 
partial  constriction  of  the  coronary  sinus  at  a 
subsequent  operation  appeared  to  offer  a vigorous 
flow  of  arterialized  blood  to  the  myocardium  but 
proved  to  be  too  formidable  a procedure  with  a 
high  mortality,  and  the  collateral  circulation  was 
not  maintained.  In  the  past  few  years  there  has 
been  a revival  of  interest  in  the  operation 
termed  cardiopericardiopexy.  This  is  intended 
to  revascularize  the  myocardium  by  producing  a 
chronic  pericardial  inflammatory  reaction  which 
in  turn  is  said  to  stimulate  intercoronary  and 
extracardiac  anastomoses.  In  the  Thompson 
procedure17  talc  powder  (magnesium  silicate)  is 
introduced  into  the  pericardial  sac  and  sprinkled 
over  the  surface  of  the  myocardium  in  order  to 
produce  an  adhesive  granulomatous  pericarditis. 
This  may  be  slightly  modified  by  swabbing  the 
epicardium  with  95  per  cent  phenol  and  suturing 
a lingula  of  lung  in  place  beneath  the  pericardium 
after  the  talc  has  been  insufflated.18  The  Beck  I 
operation  is  somewhat  similar  and  consists  of 
abrasion  of  the  epicardium  and  parietal  peri- 
cardium, partial  ligation  of  the  coronary  sinus, 
application  of  0.2  Gm.  of  powdered  asbestos  to 
the  epicardial  surface,  and  grafting  of  the 
abraded  pericardium  and  mediastinal  fat  to  the 
cardiac  surface.19 

In  experienced  hands  these  pericardial  opera- 
tions are  associated  with  an  early  operative 
mortality  of  5 to  10  per  cent  depending  on  the 
type  of  patient  operated.  The  mortality  rate  of 
operated  patients  is  said  to  be  substantially  less 
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within  a period  of  two  years  than  in  similar 
patients  with  angina  pectoris  who  are  not  thus 
operated.  Significant  reduction  in  pain  and 
ability  to  return  to  work  is  reported  in  75  to  80 
per  cent  of  the  patients  undergoing  the  operation. 
All  of  the  difficulties  mentioned  in  regard  to  the 
evaluation  of  the  effectiveness  of  drugs  in  angina 
pectoris  apply  also  to  the  evaluation  of  surgical 
procedures.  The  unimpressive  appearance  of  the 
minute  vascular  channels  associated  with  the 
induced  pericardial  inflammation  provides  a 
tenuous  basis  for  the  claim  that  these  vessels 
can  serve  as  a significant  collateral  circulation. 
It  is  also  difficult  to  accept  the  claim  that  these 
vessels  stimulate  a significant  intercoronary  or 
extracardiac  collateral  blood  supply  to  the  heart. 

Myocardial  revascularization  of  ischemic  myo- 
cardium by  implantation  of  an  internal  mammary 
artery  directly  into  the  wall  of  the  left  ventricle 
has  been  reported  to  produce  significant  im- 
provement in  angina  pectoris  and  work  tolerance 
in  60  per  cent  of  patients  with  severe  angina 
pectoris.20  The  mortality  was  under  5 per  cent 
in  those  without  angina  pectoris  at  rest  and  50 
per  cent  in  those  with  status  anginosus.  Despite 
evidence  in  the  experimental  animal  that  this 
procedure  prevents  death  from  experimental 
coronary  artery  ligation  and  that  coronary- 
mammary  anastomoses  are  produced,  the  grafted 
internal  mammary  artery  does  not  remain 
patent  after  a few  months,  and  there  is  no 
acceptable  evidence  that  a significant  collateral 
circulation  is  produced  in  the  patient  with  angina 
pectoris.  The  remarkable  reports  that  mere 
internal  mammary  artery  ligation,  without 
grafting  of  this  or  other  vessels  into  the  myo- 
cardium and  without  irritation  of  the  pericardium 
rapidly  relieves  severe  angina  pectoris  appear  to 
justify  the  doubts  that  the  various  surgical 
procedures  mentioned  above  owe  their  reported 
effectiveness  to  the  production  of  a significant 
collateral  circulation  to  the  heart.21'22  It  is  even 
more  difficult  to  accept  the  claim  that  internal 
mammary  artery  ligation  produces  a significant 
collateral  circulation  than  to  accept  such  a 
claim  for  the  other  operative  procedures.  In- 
ternal mammary  artery  ligation  greatly  sim- 
plifies and  reduces  the  risk  of  surgical  treatment 
for  angina  pectoris.  If  further  reports  continue 
to  claim  frequent  relief  of  angina  pectoris,  the 
operation  may  prove  to  be  beneficial  in  two  ways. 
First,  it  will  lead  to  the  discontinuation  of  the 
more  formidable  and  hazardous  surgical  opera- 


tions for  angina  pectoris.  Second,  since  relief  of 
pain  appears  to  follow  what  is  little  more  than  a 
thoracotomy,  it  may  demonstrate  that  none  of 
the  procedures  are  effective  and  that  the  reports 
of  benefit  can  be  ascribed  to  uncritical  evaluation 
or  the  difficulty  of  evaluation  of  therapy  in 
angina  pectoris.  Less  probably,  though  not  to  be 
excluded  at  present,  is  the  possibility  that  in- 
ternal mammary  artery  ligation  is  really  effective 
but  by  a mechanism  which  is  not  understood  at 
the  present  time. 

Other  less  extensively  employed  operations 
also  have  been  suggested  or  recommended  for 
the  treatment  of  coronary  heart  disease.  Liga- 
tion of  the  lingular  artery  has  been  performed  in 
order  to  expand  the  bronchial  arteries  which 
develop  collateral  vessels  through  the  pleura  to 
the  adjacent  coronary  arteries.  Additional  steps 
in  the  procedure  include  cauterization  of  the 
epicardium  and  mediastinal  surface  of  visceral 
pleura  of  the  lingula  and  implantation  of  the 
lingula  on  the  epicardium.  Section  of  the  vagal 
cardiac  branches  has  been  performed  with 
reported  relief  of  severe  angina  pectoris.  At- 
tempts have  been  made  to  ream  the  coronary 
artery  which  is  occluded  by  thrombus  or  severely 
narrowed  by  atherosclerosis.23  The  occluded 
segment  may  be  excised  and  a graft  replaced  or  a 
shunt  introduced  to  bypass  the  occlusion. 
These  are  still  in  the  experimental  state.  In  fact, 
to  be  objective  one  should  conclude  that  all  the 
surgical  procedures  for  angina  pectoris  are  in  the 
experimental  stage. 

Of  noteworthy  interest  is  the  recent  emphasis 
by  Beck  and  associates24  that  the  myocardial 
ischemia  due  to  coronary  heart  disease  is  respon- 
sible not  only  for  cardiac  pain  but  often  more 
important,  for  an  uneven  distribution  of  oxygen 
with  consequent  oxygen  differentials  and  dif- 
ferences in  electrical  potentials  between  adjacent 
myocardial  cells.  To  such  electrical  instability 
the}-  have  attributed  the  frequent  occurrence  of 
ventricular  fibrillation  and  sudden  death  in 
patients  with  chronic  coronary  artery  disease 
even  without  acute  occlusion.  Beck  and  his 
colleagues  particularly  urge  the  surgical  treat- 
ment of  coronary  heart  disease  not  merely  to 
relieve  angina  pectoris  but  to  produce  “electrical 
stability”  by  promoting  myocardial  oxygenation 
and  uniform  oxygen  tension  and  thus  reduce  the 
possibility  of  fatal  ventricular  fibrillation.  One 
still  requires  convincing  evidence,  assuming  the 
hypothesis  to  be  true,  that  the  risk  of  early 
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death  from  ventricular  fibrillation  is  greater  than 
from  the  operative  procedure  and  that  the 
operation  is  capable  of  reducing  this  danger  of 
ventricular  fibrillation. 

Acute  Coronary  Thrombosis  and 
Myocardial  Infarction 

Increasing  Incidence. — Clinical  experience 
and  mortality  statistics  indicate  a substantial 
and  progressive  increase  in  the  incidence  of 
coronary  thrombosis  and  myocardial  infarction 
in  recent  years.  Clinicians  of  long  experience 
also  have  been  impressed  by  the  frequency  of 
acute  myocardial  infarction  in  young  adults.25 
But  there  is  still  uncertainty  whether  this 
apparent  increased  incidence  of  myocardial 
infarction  and  mortality  from  coronary  heart 
disease  actually  denotes  an  augmented  prevalence 
of  the  disease  or  whether  it  merely  or  to  a major 
extent  reflects  better  diagnosis,  change  in  termi- 
nology of  recorded  diagnoses,  and  a relative 
increase  in  so-called  degenerative  disease  because 
of  the  diminution  in  other  diseases.  Demonstra- 
tion of  an  actual  increase  would  be  of  great 
significance  with  respect  to  the  cause  and 
possible  prevention  and  treatment  of  coronary 
heart  disease.  It  would  provide  strong  support 
for  the  theory  that  an  increase  in  coronary  heart 
disease  is  due  to  a change  “in  our  way  of  life,” 
including  such  possible  factors  as  changes  in 
dietary  habits,  smoking,  occupational  factors,  and 
emotional  tensions. 

In  a review  of  the  problem  of  the  incidence  of 
coronary  heart  disease  published  in  1951  Morris26 
presented  the  evidence,  based  on  clinical  history 
and  the  Registrar-General’s  tables  in  Great 
Britain,  which  suggested  that  coronary  heart 
disease  had  increased,  independent  of  improved 
diagnosis  and  the  aging  of  the  population. 
Furthermore,  an  analysis  of  necropsy  records  of 
the  London  Hospital  showed  a sevenfold  increase 
from  1907-1914  to  1944-1949  in  the  number 
of  cases  of  coronary  heart  disease.  The  data 
suggested  that  coronary  thrombosis  was  actually 
new  as  a common  disease  and  not  merely  newly 
recognized  and  that  its  increased  incidence 
occurred  toward  the  end  of  and  in  the  early 
years  after  the  First  World  War. 

On  the  other  hand,  in  a more  recent  study  of 
the  incidence  of  coronary  heart  disease  based  on 
death  rates  from  this  disease  in  the  last  fifteen 
years,  Lew27  concluded  that  most  of  the  increase 
was  only  apparent  and  that  only  a small  portion 


of  the  increase  was  real.  The  reported  death 
rate  from  coronary  heart  disease  in  the  United 
States  rose  from  90  to  125  per  100,000  in  the 
period  from  1940  to  1955.  Lew  estimated  that 
about  30  per  cent  of  this  increase  was  due  to  the 
greater  proportion  in  the  total  population  of 
people  in  the  older  age  groups  in  which  death 
from  coronary  heart  disease  is  maximal.  Another 
40  per  cent  of  the  increase  in  crude  death  rate  was 
regarded  as  an  artifact  caused  by  a change  in 
the  nomenclature  of  causes  of  death  recorded  on 
death  certificates.  A large  percentage  of  deaths 
from  coronary  heart  disease  which  would  have 
been  previously  reported  in  the  general  category 
of  cardiovascular  renal  diseases  were  classified 
as  coronary  heart  disease  after  the  Sixth  Revision 
of  the  National  List  of  Causes  of  Death  in  1949. 
Lew  ascribed  the  major  portion  of  the  remaining 
30  per  cent  apparent  increase  in  incidence  of 
coronary  heart  disease  to  a broader  diagnostic 
concept  of  coronary  heart  disease,  increased 
recognition  of  the  frequency  of  coronary  heart 
disease,  and  generally  improved  diagnostic  skill 
with  respect  to  this  disease.  Sharp  differences 
in  mortality  rates  and  in  the  increases  in  mortality 
rates  from  coronary  heart  disease  have  been 
reported  in  different  states  and  regions  of  the 
United  States.  Since  the  highest  incidence  is 
reported  from  urban  areas  in  which  large  medical 
centers  exist,  the  possibility  is  suggested  that  this 
may  be  due  to  better  diagnostic  skill  in  these 
areas.  On  the  other  hand,  a greater  percentage 
increase  in  mortality  from  coronary  heart 
disease  was  noted  in  rural  areas  in  recent  years. 
This  may  be  due  to  attainment  of  diagnostic 
skill  and  a change  to  the  use  of  the  term  coronary 
heart  disease  on  death  certificates  later  than  in 
urban  regions  which  contain  medical  centers. 

Unfortunately,  a number  of  changing  factors 
render  it  almost  impossible  to  arrive  at  a definite 
conclusion  as  to  the  actual  or  apparent  increase  in 
the  incidence  of  coronary  heart  disease.  This 
writer,  who  cut  his  medical  teeth  in  an  environ- 
ment in  which  coronary  heart  disease  was 
virtually  as  well  known  and  as  well  diagnosed 
clinically  and  pathologically  as  it  is  today  and 
who  has  not  substantially  changed  his  diagnostic 
terminology  in  the  past  twenty-five  years,  finds 
it  difficult  to  believe  that  the  increased  incidence 
of  coronary  heart  disease  is  merely  apparent. 

I am  particularly  impressed  with  the  increased 
incidence  of  coronary  heart  disease  in  people 
under  fifty  years  of  age  and  in  women  who  are 
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not  hypertensive  or  diabetic  and  even  in  those 
who  have  not  reached  the  menopause.  The 
increased  incidence  in  relatively  young  individuals 
cannot  be  explained  by  the  fact  that  a larger 
percentage  of  our  population  is  being  formed  by 
people  in  the  older  age  groups  among  whom 
coronary  heart  disease  is  most  frequent. 

Etiology  and  Pathology  of  Coronary 
Thrombosis  and  Myocardial  Infarction. — 
Recent  studies  have  sought  clues  to  the  cause  of 
coronary  thrombosis  and  myocardial  infarction 
in  such  factors  as  varying  occurrence  in  different 
regions,  countries  and  races,  difference  in  inci- 
dence between  the  sexes,  and  in  the  possible 
relation  of  diet,  occupation,  smoking,  and 
socioeconomic  status.  The  consistent  observa- 
tions that  coronary  heart  disease  is  much  more 
frequent  in  males  than  in  females  and  that  the 
actual  and  relative  incidence  in  females  in- 
creases substantially  after  the  menopause  form 
the  basis  for  continuing  studies  of  the  effect 
of  the  estrogens  in  inhibiting  atherosclerosis 
in  the  experimental  animal  and  coronary  heart 
disease  in  humans.  However,  differences  be- 
tween men  and  women  in  the  structure  of  the 
vascular  intima,  in  the  work  of  the  heart,  in  the 
coagulability  of  the  blood,  in  muscular  work,  in 
emotional  stresses,  and  in  the  use  of  tobacco 
also  have  been  suggested  as  possible  causes  for 
the  difference  in  incidence.  The  higher  incidence 
of  coronary  heart  disease  among  males  is  much 
less  impressive  in  some  countries,  such  as  Italy 
and  Portugal,  than  in  others,  such  as  the  United 
States  and  Great  Britain.  This  is  interpreted 
to  indicate  that  other  factors,  perhaps  diet  or 
tobacco  or  occupation,  may  be  more  important 
than  estrogens  per  se  in  determining  the  sex 
differential. 

For  a long  time  mortality  statistics  have 
indicated  a higher  death  rate  among  smokers 
than  among  nonsmokers.  Since  coronary  heart 
disease  now  has  become  the  most  important 
cause  of  death,  it  is  not  surprising  that  a sub- 
stantially higher  death  rate  from  coronary  heart 
disease  has  been  recently  reported  among  smokers 
than  among  nonsmokers.  According  to  Ham- 
mond and  Horn28  the  actual  mortality  was 
56  per  cent  higher  among  smokers  than  the 
expected  rate,  and  this  increase  was  even  more 
striking  with  respect  to  the  death  rate  from 
coronary  heart  disease.  However,  this  statistical 
association  does  not  necessarily  indicate  a 
cause  and  effect  relationship  nor  is  it  clear  by 


what  mechanism  such  a possible  cause  and 
effect  relationship  might  be  produced. 

Similar  statistical  relationship  to  coronary 
heart  disease  has  been  observed  with  respect 
to  obesity,  hypertension,  and  hypercholestero- 
lemia. Men  aged  forty-five  to  sixty-two  with 
any  two  of  these  three  conditions  were  found  in  a 
four-year  study  to  develop  coronary  heart 
disease  about  nine  times  as  often  as  those  with 
none  of  the  three  (150  per  1,000  compared  to  17 
per  1,000  over  a four-year  period).29  On  the  other 
hand,  it  has  been  reported  that  the  frequency 
of  obesity  is  not  significantly  greater  among 
patients  with  coronary  heart  disease  than  among 
the  general  population. 

A higher  incidence  of  coronary  thrombosis  and 
myocardial  infarction  was  attributed  to  seden- 
tary occupation  on  the  basis  of  an  epidemiologic 
survey  of  postal  and  civil  service  personnel.  It 
was  observed  that  this  disease  occurred  more 
commonly  among  London  bus  drivers  who  sat 
continually  at  their  work  than  among  the 
conductors  who  stood  or  moved  about  more 
actively.30  On  the  other  hand,  Keys  and  associ- 
ates observed  that  in  the  rural,  agricultural,  and 
forestry  population  of  Eastern  Finland  coronary 
heart  disease  is  at  least  as  prevalent  as  in  the 
United  States  despite  the  strenuous  physical 
activity  of  these  Finns.  Morris  and  associates31 
also  reported  that  coronary  heart  disease  is 
twice  as  frequent  among  general  practitioners  in 
England  as  among  nonmedical  men,  whereas  the 
incidence  among  specialists  or  consultants  is  only 
slightly  more  frequent  than  among  the  civilians. 
One  may  infer  that  professional  status  or  the 
way  of  life  of  general  practitioners  may  have  a 
causative  relationship  to  coronary  heart  disease. 

Coronary  Atherosclerosis  and  Coronary 
Thrombosis 

Clinical  coronary  heart  disease  is  regarded  as  a 
result  of  complications  of  coronary  athero- 
sclerosis. The  symptoms  appear  when  a large 
coronary  artery  is  extremely  narrowed  or 
completely  occluded  either  by  progressive  intimal 
thickening,  intimal  hemorrhage,  or  thrombosis. 
Studies  to  determine  the  cause  and  pathogenesis 
of  coronary  heart  disease  recently  have  been 
concerned  chiefly  with  the  process  of  athero- 
sclerosis. But  the  predominant  clinical  im- 
portance of  the  coronary  thrombosis  itself  in 
determining  both  acute  myocardial  infarction 
and  the  manifestations  of  chronic  coronary  heart 
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disease,  the  absence  of  symptoms  for  many 
years  despite  the  presence  of  coronary  athero- 
sclerosis until  the  actual  time  of  thrombosis,  the 
lack  of  complete  correlation  between  the  occur- 
rence and  the  severity  or  extent  of  athero- 
sclerosis, and  the  predilection  of  thrombosis  for 
certain  coronary  sites  have  tended  to  focus  greater 
attention  in  the  past  few  years  on  the  factors 
responsible  for  the  thrombosis. 

Pathogenesis  of  Atherosclerosis. — Athero- 
sclerosis was  first  related  to  plasma  lipids  when 
it  was  shown  that  the  atherosclerotic  lesion 
contained  lipids,  notably  cholesterol  esters 
similar  to  those  in  blood  plasma,  and  that 
atherosclerotic  lesions  could  be  produced  in 
rabbits  by  cholesterol  feeding.  The  subsequent 
production  of  atherosclerosis,  particularly  coro- 
nary and  cerebral  atherosclerosis,  in  the  car- 
nivorous dog  and  later  in  many  other  species  of 
animals  including  monkeys,  by  cholesterol- 
feeding in  combination  with  other  factors, 
greatly  accelerated  interest  in  and  investigation 
of  this  possible  relationship.  Further  investiga- 
tions tended  to  show  a relationship  between  an 
increased  incidence  of  coronary  atherosclerosis 
and  heart  disease  and  elevation  of  serum  choles- 
terol and  serum  beta  lipoproteins. 

High  Fat  Intake,  Serum  Cholesterol,  and 
Coronary  Heart  Disease. — In  the  past  few 
years  a host  of  epidemiologic  studies  have  been 
interpreted  to  indicate  that  a high  incidence  of 
coronary  (atherosclerotic)  heart  disease  occurs 
in  those  countries  and  among  those  individuals 
whose  dietary  fat  intake  is  high  and  whose 
serum  cholesterol  tends  to  be  elevated,  pre- 
sumably because  of  this  high  fat  intake.32-34 
Specifically  in  countries  such  as  the  United 
States  and  Great  Britain,  in  which  fat  accounts 
usually  for  40  to  60  per  cent  of  the  caloric  intake, 
the  incidence  of  coronary  heart  disease  is  sig- 
nificantly and  usually  strikingly  higher  and  the 
cholesterol  levels  in  the  blood  serum  higher, 
especially  with  increasing  age,  than  in  southern 
Italy,  Japan,  among  the  Bantus  and  other  Negro 
groups  in  Africa,  and  in  Spain  and  in  Portugal 
where  fat  contributes  15  to  25  per  cent  of  the 
caloric  intake.  During  World  War  II  coronary 
heart  disease  diminished  sharply  in  occupied 
countries,  such  as  Norway,  Finland,  and  the 
Netherlands  where  the  dietary  intake  of  fat  was 
greatly  reduced.  It  rapidly  increased  again  when 
the  previous  high  fat  intake  was  restored,  whereas 
in  an  occupied  country  such  as  Denmark,  in 


which  the  fat  intake  remained  high,  coronary 
heart  disease  remained  as  prevalent  as  before  the 
occupation.  The  Japanese,  the  African  Negroes, 
and  the  Yemenite  Jews  ordinarily  have  a low 
intake  of  fat  and  a low  incidence  of  coronary 
heart  disease,  but  the  incidence  of  coronary  heart 
disease  is  high  among  the  same  population 
groups  if  they  move  to  other  countries  where  they 
adopt  the  high  fat  diet  characteristic  of  their  new 
residence. 

These  varied  epidemiologic  observations, 
highly  publicized  by  the  press,  have  engendered 
a powerful  trend  toward  the  reduction  of  fat 
intake  in  this  country.  At  the  same  time  efforts 
are  being  made  to  retain  an  objective  attitude 
toward  the  observations  reported  and  to  critically 
appraise  the  evidence  for  a causal  relationship 
between  high  fat  intake  and  coronary  heart 
disease  in  order  to  be  confident  that  any  radical 
dietary  change  which  physicians  prescribe  is 
rationally  and  scientifically  founded.  It  should 
be  stressed  that  there  are  really  inadequate  data 
as  to  the  true  incidence  of  coronary  heart  disease 
in  many  of  the  countries  or  regions  which  are 
commonly  supposed  to  experience  a low  incidence 
of  this  disease.  The  method  or  care  with  which 
the  dietary  intake  of  the  various  groups  studied 
was  determined  has  been  regarded  as  less  than 
satisfactory  by  some  critics.  The  use  of  serum 
cholesterol  levels  as  an  index  of  coronary  athero- 
sclerosis or  of  a tendency  to  coronary  heart 
disease  may  not  be  justifiable.  The  various 
correlations  between  dietary  fat  intake,  serum 
cholesterol  levels,  and  coronary  heart  disease 
represent  circumstantial  evidence  which  may  not 
warrant  a conclusion  of  cause  and  effect. 

Cholesterol,  Vegetable  Fats,  Animal  Fats 
and  Unsaturated  Fatty  Acids. — Investiga- 
tions have  indicated  that  it  is  the  fat  intake  and 
not  the  cholesterol  intake  which  is  important 
in  modifying  serum  cholesterol  levels  and  possibly 
coronary  atherosclerosis.35  Changes  in  serum 
lipids  and  the  production  of  atherosclerosis  in 
rabbits  followed  the  ingestion  of  diets  con- 
taining 28  to  40  per  cent  vegetable  fats  (choles- 
terol-free), exactly  as  after  cholesterol  ingestion.36 
Increasing  the  dietary  intake  of  cholesterol 
diminishes  the  endogenous  synthesis  of  choles- 
terol by  the  liver.  The  high  fat  intake  which  has 
been  held  responsible  for  higher  serum  cholesterol 
concentrations  in  certain  population  groups  has 
been  related  particularly  to  the  animal  fats, 
especially  those  in  dairy  products  and  meats, 


November  15,  1957 


3653 


CHARLES  K.  FRIEDBERG 


but  certain  vegetable  fats,  such  as  coconut  oil, 
cottonseed  oil,  peanut  oil,  and  probably  the 
oleomargarines  all  have  disclosed  a cholesterol- 
promoting  effect.  On  the  other  hand,  corn  oil 
taken  in  large  quantities  tends  to  depress  the 
level  of  serum  cholesterol,  and  olive  oil  neither 
increases  nor  decreases  it.  Some  observations 
suggested  that  the  serum  cholesterol-promoting 
effect  was  due  to  specific  fats  or  types  of  fats, 
and  the  effect  on  serum  cholesterol  was  attrib- 
uted to  the  degree  of  unsaturation  of  the  fat 
or  its  content  of  unsaturated  linoleic  acid.37-38 
But  even  more  unsaturated  fats,  such  as  sun- 
flower seed  oil  and  fish  oils,  were  found  to  elevate 
the  serum  cholesterol  previously  reduced  by 
corn  oil.39 

Other  Factors  in  the  Pathogenesis  of 
Atherosclerosis. — The  occurrence  of  athero- 
sclerosis may  be  determined  primarily  by  an 
endogenous  derangement  in  cholesterol  metabo- 
lism whereby  a deficiency  in  some  biologic 
(enzyme)  system  may  lead  to  abnormal  lipid 
deposits.40  Attention  has  been  devoted  also  to 
factors  which  are  responsible  for  excessive  pre- 
cipitation of  cholesterol-containing  molecules  in 
the  arterial  intima  and  to  factors  determining  the 
permeability  of  the  arterial  wall  to  serum  lipids.41 
There  is  insufficient  evidence  to  indicate 
whether  the  disturbance  is  in  lipid  transport, 
synthesis  or  degradation  if  atherosclerosis  is  re- 
lated to  lipid  metabolism  or  whether  there  is  a 
preferential  synthesis  of  cholesterol  from  fat. 

Coronary  Thrombosis  and  High  Fat  Diets. 
— The  clinical  manifestations  of  coronary  heart 
disease  are  probably  related  to  atherosclerosis  per 
se  only  when  the  atherosclerosis  is  extreme  and 
narrows  a major  coronary  artery  to  less  than 
one  quarter  of  its  normal  cross-sectional  area. 
In  most  cases  of  coronary  heart  disease  character- 
ized by  angina  pectoris,  myocardial  infarction,  or 
heart  failure,  thrombosis  and  consequent  oc- 
clusion of  a major  coronary  artery  is  responsible. 
Although  atherosclerosis  is  the  major  underlying, 
predisposing  factor,  other  undetermined  factors 
are  probably  responsible  for  the  actual  throm- 
bosis. Present  investigations  are  concerned  with 
determining  why  a chronically  atherosclerotic 
artery  undergoes  acute  thrombosis  when  it  does. 
Aside  from  the  factor  of  arterial  intimal  damage, 
stasis  of  blood  flow  and  increased  coagulability 
of  the  blood  are  possible  elements  in  the  produc- 
tion of  thrombosis  which  are  being  investigated. 

The  ingestion  of  high  fat  diets  has  been  held 


responsible  for  the  occurrence  of  coronary 
thrombosis  as  well  as  for  atherosclerosis.  It 
had  already  been  noted  that  in  Norway  during 
the  German  occupation,  when  the  population 
subsisted  on  a low  diet,  not  only  the  incidence  of 
coronary  heart  disease  was  diminished  but  also 
that  of  all  thrombo-embolism.  Furthermore  the 
speed  with  which  coronary  heart  disease  and 
thrombo-embolism  were  said  to  have  diminished 
and  their  rapid  increase  after  restoration  of  high 
fat  diets  suggest  that  the  fat  intake  influenced 
coronary  thrombosis  rather  than  coronary 
atherosclerosis.  Recent  studies  disclosed  evi- 
dence that  the  blood  becomes  hypercoagulable 
for  several  hours  after  a fatty  meal  but  not  after 
carbohydrate  meals.42  43  However,  there  is  other 
evidence  indicating  that  certain  phospholipids,- 
the  cephalins,  and  not  the  fats  or  fatty  acids  are 
responsible  for  the  hypercoagulability.  The 
difficulty  with  these  studies  is  the  uncertainty 
as  to  the  methods  involved  in  determining 
increased  blood  coagulability  and  disagreement 
as  to  the  results  obtained.  Observations  have 
been  reported  which  indicate  that  our  in  vitro 
tests  of  coagulation  do  not  necessarily  disclose 
the  factor  responsible  for  thrombosis  in  vivo. 
The  occurrence,  persistence,  and  extension  of 
thrombus  in  vivo  depends  on  the  conflicting 
factors  of  clot  formation  and  clot  dissolution 
(fibrinolysis).44  Observations  have  been  re- 
ported showing  that  fibrinolysis  is  inhibited  after 
a fatty  meal.  Ingestion  of  fat  also  has  been 
reported  to  cause  slowing  of  blood  flow  by  in- 
creasing agglutination  of  erythrocytes.  None  of 
these  studies  thus  far  provides  a definitive  expla- 
nation as  to  the  mechanism  of  coronary  thrombosis 
in  man  or  conclusive  evidence  as  to  the  causal 
relationship  of  high  fat  diets  to  such  thrombosis. 

Recently  Hartroft  and  Thomas45  reported 
interesting  experimental  observations  indicating 
a causal  relationship  between  high  fat  intakes 
and  coronary  thrombosis,  not  merely  athero- 
sclerosis. They  fed  high  fat  diets  to  rats,  a 
species  notably  resistant  to  atherosclerosis,  and 
induced  coronary  thrombosis  and  myocardial 
necrosis  in  a number  of  the  animals. 

Blood  Lipids  and  Coronary  Heart  Disease. 
- — Studies  in  various  laboratories  have  failed  to 
substantiate  the  claim  that  individual  susceptibil- 
ity to  coronary  heart  disease  may  be  predicted 
from  the  concentration  of  lipoproteins  as  measured 
by  the  ultracentrifuge  in  Sf  units.46  However, 
there  is  some  statistical  correlation  in  different 
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large  population  groups  between  the  level  of 
serum  lipids  and  the  incidence  of  clinical  coronary 
heart  disease.  Some  studies  indicate  that  such 
a positive  correlation  is  statistically  more 
significant  for  high  total  serum  cholesterol  than 
for  the  lipoproteins. 

Clinical  and  Diagnostic  Aspects  of  Acute 
Coronary  Thrombosis  and  Myocardial 
Infarction 

Increasing  numbers  of  cases  are  being  observed 
in  which  the  clinical  picture  and  laboratory 
findings  do  not  conform  neatly  to  the  clinical 
categories  of  angina  pectoris  or  acute  myocardial 
infarction.  Only  in  a limited  number  of  fatal 
cases  is  it  possible  to  reconstruct  the  pathologic 
basis  for  these  somewhat  atypical  cases.47  Cases 
studied  at  necropsy  have  disclosed  that  myo- 
cardial infarction  may  occur  without  any 
clinical  history  of  its  presence.  Undoubtedly 
atypical  clinical  pictures  and  subclinical  changes 
are  more  common  than  has  been  recognized. 
Sudden  death  has  been  found  to  be  related  to 
coronary  atherosclerosis  but  more  often  without 
acute  coronary  occlusion  or  acute  myocardial 
necrosis  than  is  commonly  thought  to  be  the 
case.  There  may  be  extreme  coronary  narrowing 
or  an  old  coronary  thrombosis  predisposing  to 
chronic  myocardial  ischemia,  but  death  is  due  not 
to  a new  coronary  incident  but  to  a disturbance 
in  rhythm,  such  as  ventricular  fibrillation  or 
cardiac  standstill.  Recurrent  episodes  of  pro- 
longed and  severe  cardiac  pain  occurring  at  rest 
in  the  days  or  early  weeks  after  the  onset  of 
acute  myocardial  infarction  usually  do  not 
represent  new  infarcts  according  to  studies  at 
necropsy,  although  they  do  represent  periods  of 
prolonged  myocardial  ischemia.  These  must  be 
distinguished  from  cases  in  which  the  new  pain  is 
of  the  pleuropericardial  type  and  which  may 
represent  the  so-called  postinfarction  syndrome.48 

The  Electrocardiogram  and  \ ectorcar- 
diogram  in  Acute  Myocardial 
Infarction 

No  substantial  advance  has  been  made  in  the 
electrocardiographic  diagnosis  of  acute  myocardial 
infarction  since  the  adoption  of  unipolar  limb 
and  precordial  leads  with  a routine  total  of  12 
leads.  More  recognition  is  being  given  to  the 
frequent  occurrence  of  acute  coronary  occlusion 
without  the  typical  Q waves,  RS-T  segment 


elevations,  and  T-wave  inversions  described  as 
typical  of  acute  myocardial  infarction.  The 
RS-T  elevations  as  well  as  the  Q waves  may  be 
absent,  and  myocardial  ischemia  or  necrosis  is 
indicated  only  by  more  or  less  persistent  T- 
wave  inversions  with  or  without  ST  segment 
depressions.  In  some  cases  the  limited  changes 
are  due  to  the  absence  of  infarction  despite 
coronary  occlusion  and  in  others  to  the  occurrence 
of  patchy  islands  of  necrosis  without  transmural 
involvement.  In  fatal  cases  persistent  ST 
segment  depressions  may  be  found  to  be  associ- 
ated with  subendocardial  infarction  with  or 
without  recent  or  old  coronary  thrombosis. 
Sometimes  ST  segment  depressions  are  the  only 
changes  at  the  onset  of  an  acute  coronary  throm- 
bosis to  be  followed  within  hours  or  days  by  the 
characteristic  changes  of  acute  myocardial 
infarction. 

Studies  in  dogs  and  man  of  electrocardiograms 
taken  with  intramural  electrodes  were  inter- 
preted to  indicate  that  the  inner  (subendocardial) 
myocardial  layers  do  not  contribute  to  electro- 
cardiographic depolarization  potentials  and  that 
the  latter  arise  essentially  in  the  outer  myo- 
cardial layers.49  Thus  subendocardial  infarc- 
tion is  said  not  to  alter  the  QRS  complexes,  and 
any  ST  segment  deviation  observed  in  the 
electrocardiogram,  including  ST  depression,  is 
attributed  to  such  epieardial  injury.  It  is 
difficult  to  correlate  these  reports  with  avail- 
able clinical  pathologic  studies. 

There  are  claims  that  the  vectorcardiogram 
may  disclose  the  presence  of  acute  myocardial 
infarction  more  frequently  and  more  clearly 
than  the  electrocardiogram.60  When  the  initial, 
early,  and  terminal  forces  are  studied  in  the 
vectorcardiogram,  myocardial  infarction  of  the 
free  wall  of  the  left  ventricle  is  found  to  alter  the 
early  forces.  The  abnormal  vector  loop  becomes 
oriented  posteriorly  and  down  in  anterior  myo- 
cardial infarction,  upward  and  posteriorly  in 
diaphragmatic  infarction,  and  anteriorly  and 
downward  in  high  posterior  infarction.  There  is 
often  a reversal  of  the  normal  direction  of 
inscription  of  the  loop,  the  loop  being  inscribed 
clockwise  instead  of  counterclockwise  in  the 
horizontal  projection  when  there  is  anterior  wall 
infarction.  The  QRS  loop  is  open  during  the 
acute  stage  of  infarction,  corresponding  to 
deviation  of  the  RS-T  segment. 

X-ray  examination  has  not  been  regarded  as  a 
major  diagnostic  aid  in  the  diagnosis  of  coronary 
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occlusion  and  myocardial  infarction  even  though 
fluoroscopic  and  kymographic  studies  have 
indicated  that  localized  absence  or  diminution 
of  pulsation  or  reversal  of  pulsation  of  the  left 
ventricle  occurs  in  the  majority  of  cases.  The 
difficulty^  of  examining  sick  patients  with  acute 
myocardial  infarction  has  been  partially  over- 
come by  the  use  of  portable  serial  roentgen- 
kymography.51  ' 

Studies  are  being  reported  in  which  visualiza- 
tion of  coronary  artery  occlusions  may  be  demon- 
strated by  using  high  speed  motion  pictures  and 
the  x-ray  image  amplifier  after  the  coronary 
arteries  have  been  injected  with  radiopaque 
material  through  a catheter  inserted  up  to  the 
base  of  the  aortic  valve.  These  are  still  ex- 
perimental. 

Serum  Glutamic  Oxalacetic 
Transaminase  and  Other  Enzymes 

Leukocytosis  and  an  increase  in  the  erythro- 
cyte sedimentation  rate  long  have  been  accepted 
as  nonspecific  indices  of  myocardial  infarction  in 
patients  in  whom  that  diagnosis  has  been 
indicated  by  the  clinical  history  and  electro- 
cardiographic abnormalities.  More  recently  the 
presence  of  C-reactive  protein  in  the  serum  was 
found  to  have  similar  nonspecific  significance.52 
A relatively  specific  index  of  acute  myocardial 
necrosis  appears  to  be  represented  by  the  eleva- 
tion of  serum  glutamic  oxalacetic  transami- 
nase activity  and  serum  lactic  dehydrogenase, 
provided  acute  damage  of  liver  cells,  or  of 
skeletal  muscle  and  possibly  of  kidney  can  be 
excluded.53-55 

Glutamic  oxalacetic  transaminase  (GO-T)  is  a 
specific  tissue  enzyme  concerned  with  the  trans- 
fer of  the  alpha-amino  nitrogen  of  aspartic  acid 
to  alpha-ketoglutaric  acid,  resulting  in  the 
formation  of  glutamic  acid  and  oxalacetic  acid. 
Its  concentration  or  activity  is  greatest  in  heart 
muscle,  liver,  skeletal  muscle,  brain,  and  kidney. 
Experimental  evidence  indicates  that  the  en- 
zyme leaves  heart  muscle  cells  after  their  necro- 
sis and  enters  the  blood  stream.  Normal 
values  of  serum  GO-T  range  between  8 and  40 
units.  Marked  elevation  of  serum  GO-T  begins 
about  six  hours  after  acute  myocardial  infarction, 
reaches  a peak  after  twenty-four  to  forty-eight 
hours,  and  returns  to  normal  usually  within 
three  to  five  days.  Similar  changes  have  been 
described  for  serum  lactic  dehydrogenase.56-57 
Continued  studies  are  needed  to  determine  the 


exact  diagnostic  and  differential  diagnostic 
value  of  these  enzymes.58 

Prognosis  in  Myocardial  Infarction 

President  Eisenhower’s  attack  of  coronary 
thrombosis  has  spotlighted  the  importance  of 
knowing  the  ultimate  fate  of  patients  after 
acute  myocardial  infarction  and  the  relative 
paucity  of  our  knowledge  in  this  regard.  Recent 
studies  tend  to  disclose  that  the  outlook  after 
recover}'  from  acute  myocardial  infarction  is 
more  favorable  than  was  hitherto  believed.59-61 
Of  those  with  clinically  diagnosed  myocardial 
infarction  subsequently  proved  at  necropsy  and 
reported  by  Achor  et  al ,62  the  average  duration 
was  forty-three  months,  24  per  cent  surviving 
five  years  or  more  and  7 per  cent  ten  years  or 
longer.  Insurance  statistics  have  shown  that 
70  per  cent  of  a group  of  persons  who  had 
experienced  one  or  more  attacks  of  coronary 
thrombosis  were  still  alive  at  the  end  of  five  years. 
Fifty  per  cent  were  alive  at  the  end  of  ten  years 
and  43  per  cent  at  the  end  of  twelve  years.  In  a 
follow-up  of  500  patients  surviving  coronary 
occlusion  it  was  found  that  among  those  who 
died  62  per  cent  lived  more  than  five  years  and 
30  per  cent  ten  years  or  more.  The  average 
survival  period  was  almost  eight  years.63  The 
presence  of  diabetes  is  an  adverse  factor  in 
prognosis.64  These  statistics  are  of  limited 
value  in  any  effort  to  predict  the  outlook  for  a 
given  patient. 

Rehabilitation  following  acute  myocardial 
infarction  is  receiving  increasing  attention.65 
More  than  75  per  cent  of  those  recovering  from 
a first  attack  of  myocardial  infarction  have  been 
able  to  return  to  work.66-67  Work  classification 
units,  involving  among  other  things  a coopera- 
tive effort  of  the  cardiologist,  psychiatrist, 
social  worker,  and  vocational  counselor,  are 
helping  in  the  over-all  problem  of  rehabilitation 
as  well  as  in  the  narrower  problem  of  job  place- 
ment and  resumption  of  suitable  gainful  employ- 
ment. There  is  need  for  more  satisfactory 
methods  of  determining  the  functional  capacity 
of  the  heart  after  myocardial  infarction  as  well  as 
of  the  stress  imposed  by  specific  activities  in- 
volved in  various  forms  of  work. 

Treatment  of  Acute  Myocardial 
Infarction 

Rest  in  bed  remains  the  mainstay  of  therapy, 
although  this  has  been  considerably  liberalized  in 
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recent  years  with  respect  to  greater  individual- 
ization, permission  to  use  the  bedside  commode, 
self-feeding,  earlier  use  of  a chair  and  bathroom 
privileges,  and  earlier  ambulation  than  formerly. 
The  so-called  armchair  treatment,  whereby  all 
patients  who  are  not  in  shock  or  debilitated  are 
assisted  and  placed  in  a chair  from  the  first  or 
second  day  of  the  myocardial  infarction,  has  led 
to  considerable  confusion  in  thinking.68  This 
form  of  therapy  is  based  on  the  rationale  that  the 
upright  position  is  more  desirable  than  the 
recumbent  for  patients  with  dyspnea  and  orthop- 
nea, i.e.,  patients  with  left  heart  failure.  This 
has  no  bearing  on  the  problem  of  treating  acute 
myocardial  infarction  per  se.  As  a means  of 
overcoming  the  previously  emphasized  dangers  of 
complete  bed  rest,  especially  pulmonary  em- 
bolism, chair  rest  is  no  solution  because  chair  rest 
is  certainly  not  early  ambulation.  Above  all 
one  should  not  become  too  preoccupied  with  the 
advantages  or  disadvantages  of  the  armchair 
treatment  of  myocardial  infarction  since  it 
probably  is  of  little  or  no  importance  in  the  ulti- 
mate outlook  in  patients  who  do  not  have  severe 
leftsided  congestive  heart  failure.  The  observa- 
tions reported  appear  to  indicate,  however,  that 
patients  with  acute  myocardial  infarction  can 
recover  whether  they  sit  in  a chair  or  lie  in  bed. 

Anticoagulants. — No  important  new  data 
have  been  presented  to  resolve  the  persistent 
disagreement  as  to  the  value  or  universal  need 
for  anticoagulants  in  acute  myocardial  infarc- 
tion. In  controlled  series  of  cases  virtually  all 
reports  show  a striking  advantage  with  respect 
to  mortality  and  thrombo-embolism  in  favor  of 
patients  receiving  anticoagulant  therapy.69 
Studies  showing  a relatively  low  mortality 
rate  of  3 to  5 per  cent  in  milder  cases  of  the 
disease  are  the  basis  for  a strong  trend  to  omit 
anticoagulants  in  so-called  mild  cases.70  The  ob- 
jections to  this  policy  are  based  on  the  skepticism 
as  to  our  ability  to  determine  at  the  onset  of  the 
attack  which  cases  will  be  mild  and  the  feeling 
that  the  mortality  rate  of  3 to  5 per  cent  denotes 
a serious,  not  a mild  disease.  Consequently,  if 
anticoagulants  are  beneficial  they  should  not  be 
withheld  from  this  group  of  patients. 

New  oral  anticoagulants  have  been  developed. 
They  have  shown  no  striking  advantage  over  the 
widely  used  Dicumarol  although  the  earlier 
onset  of  action  of  phenylindanedione  (Hedulin, 
Danilone)  and  of  warfarin  (Coumadin)  gives  them 
some  preference. 


A new  problem  appears  to  be  looming  up  with 
respect  to  the  use  of  long-term  anticoagulation. 
There  have  been  several  favorable  reports 
indicating  that  the  mortality  is  less  in  those  who 
continue  anticoagulant  therapy  for  prolonged 
periods  after  their  acute  myocardial  infarction 
and  that  the  incidence  of  recurrent  infarction  is 
less  than  in  those  who  do  not  receive  or  continue 
anticoagulants.71’72  Manchester’s  ten-year  study 
of  712  cases  of  myocardial  infarction  showed  that 
only  14  per  cent  of  those  receiving  long-term 
anticoagulants  suffered  a second  heart  attack 
within  a five-year  period  as  compared  with  a 
60  per  cent  recurrence  rate  among  patients  who 
did  not  receive  anticoagulants.73  The  persistent 
disagreement  over  the  use  of  anticoagulants 
during  the  relatively  brief  period  of  the  acute 
attack  of  myocardial  infarction  gives  promise  of 
even  more  disagreement  as  to  the  merits  of 
long-term  anticoagulant  therapy.  Similar  prob- 
lems are  concerned  with  efforts  to  prevent  an 
attack  of  acute  myocardial  infarction  by  admin- 
istering anticoagulants  during  the  period  of 
premonitory  pain. 

Treatment  of  Shock. — The  use  of  continuous, 
controlled  intravenous  infusions  of  norepineph- 
rine (Levophed)  is  now  generally  accepted  as 
the  treatment  of  shock  in  myocardial  infarction. 
Difficulties  in  evaluation  of  its  effectiveness  are 
due  in  large  measure  to  the  use  of  varied  criteria 
for  shock  by  those  who  have  reported  mortality 
rates.74  There  appears  to  be  no  doubt  of  the 
efficacy  of  the  drug  in  raising  the  blood  pressure 
and  perhaps  sometimes  in  overcoming  shock. 
There  is  less  certainty  whether  Levophed 
significantly  reduces  the  mortality  rate  from 
shock  in  myocardial  infarction. 

Dietary  Prevention  and  Treatment  of 
Coronary  Heart  Disease. — On  the  basis  of 
various  impressive  though  circumstantial  evi- 
dence physicians  are  generally  advocating  a sharp 
reduction  in  fat  intake.  The  more  conservative 
physician  merely  recommends  weight  reduction 
for  those  who  are  overweight.  In  general  it  is 
advocated  that  normal  individuals  as  well  as 
patients  with  coronary  heart  disease  should  reduce 
their  fat  intake  so  that  it  provides  no  more  than 
25  per  cent  of  total  calories  instead  of  40  to  60 
per  cent  as  at  present.  This  requires  a sharp 
reduction  in  the  intake  of  whole  milk,  fatty 
meats,  butter,  and  probably  also  oleomargarine, 
cream,  eggs,  and  pastries  and  at  least  a moderate 
reduction  in  beef,  which  is  very  rich  in  fats. 
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From  an  objective  point  of  view  one  may  question 
whether  the  evidence  that  high  fat  diets  are 
responsible  for  coronary  heart  disease  is  sufficient 
to  justify  a revolutionary  change  in  diet.  But 
the  risk  of  coronary  heart  disease  is  so  great  that 
many  physicians  prefer  to  recommend  the 
dietary  sacrifice  now,  on  circumstantial  evidence, 
than  to  wait  for  the  last  conclusive  strand  of 
scientific  proof. 

Efforts  also  have  been  made  to  control  lipid 
metabolism  by  prescribing  lipotropic  agents  or 
sitosterols  or  by  adding  corn  oil  to  the  diet.  If 
the  premise  that  high  fat  intakes  are  respon- 
sible for  coronary  heart  disease  is  correct,  then  a 
reduction  in  fat  intake  appears  to  be  more 
practical  and  probably  more  effective. 

The  use  of  estrogens  has  not  found  any 
general  acceptance  despite  experimental  evidence 
that  estrogens  in  large  doses  are  capable  of 
reducing  the  concentration  of  serum  cholesterol, 
serum  beta  lipoproteins,  the  cholesterol/phos- 
pholipid ratio  and  of  inhibiting  or  reversing 
experimental  atherosclerosis  in  the  chick.75 
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( Number  thirty-one  of  a series  on  Recent  Advances  in  Medicine  and  Surgery ) 


Medical  Care 


Because  of  its  broad,  inclusive  scope,  the  term 
“medical  care”  tends  to  lay  all  the  costs  related  to 
care  of  illness  or  injury  at  the  feet  of  the  physicians. 

The  facts  are  that  the  expenses  of  hospital  care 
now  far  outweigh  the  doctor’s  bill.  Other  expenses 
incident  to  care  of  a patient,  such  as  nurse,  labora- 
tory, radiology,  special  orthopedic  apparatus,  trans- 
portation (ambulance),  and  many  other  accessories 
to  patient  care,  are  all  nondoctor  costs. 

With  the  increasing  costs  of  hospital  care  and 
with  Blue  Cross,  it  becomes  highly  important  that 
our  public  becomes  aware  of  and  impressed  with 
the  fact  that  these  costs  should  not  be  confused  with 
what  doctors  receive  in  reward  for  the  doctor-service 
they  render. 

“Doctor  service”  and  “doctor  care”  are  terms  to 
be  preferred  to  “professional  service”  because  so 
many  claim  to  qualify  under  that  more  general 
term. 

When  grandpa  was  a boy  there  were  few  hospitals 
and  no  nurses,  radiology,  or  pathology.  Mother, 
grandma,  or  a neighbor  did  the  nursing,  and  the 
doctor  carried  a bag  of  medicines  to  supply  most 
drug  needs.  It  is  different  today. 

Modern  medicine  has  introduced  new  tests  and 
procedures  and  advanced  technics.  All  these,  it 
should  be  more  generally  understood  and  appreci- 
ated, cannot  be  had  at  the  costs  which  prevailed 
even  half  a century  ago. 

Fortunately,  Blue  Shield  has  been  developed  to 
relieve  most  of  the  financial  strain  of  expensive 
doctor-service.  • Blue  Cross  has  done  much  to 


relieve  the  charges  for  hospital  care. 

Blue  Shield  contracts  provide  that  participating 
physicians  will  receive  the  scheduled  Allowances 
“in  full  payment”  for  listed  doctor-care  when  the 
patient  or  family  income  is  within  the  specified 
ceiling,  except  for  certain  items*  which  are  paid  as  an 
“indemnity,”  the  doctor  being  free  to  charge  the 
difference  between  the  Plan  Allowance  and  his 
regular  fee.  That  is  what  is  meant  by  “service 
benefits.” 

Individuals  and  families  who  enjoy  higher  in- 
comes receive  the  same  Allowances,  and  their  doc- 
tors charge  the  difference  between  the  Allowance  and 
their  regular  fees. 

Of  course,  physicians  who  have  made  no  “par- 
ticipating agreement”  with  Blue  Shield  are  under 
no  obligation  to  limit  fees  or  to  conform  to  the 
scheduled  Allowance.  The  regular  Blue  Shield 
Allowances  will  be  paid  as  usual. 

As  one  writer  recently  said:  Blue  Shield  is 

“.  . . just  one  more  step  in  the  evolution  of  modern 
social  progress  under  democratic  philosophy  and 
freedom.”  And  further,  “.  . .should  medical  care 
insurance  now  ‘lose  face’  with  our  public.  . .respon- 
sibility for  failure  will  justly  be  laid  at  the  feet  of  the 
county  medical  societies  and  the  individual  doctors.” 
We  can’t  afford  to  fail.  There  will  be  no  “try 
over”;  the  “Co-ops”  or  the  socializers  will  “take 
over.” 


* Maternity,  Home  and  Office  under  General  Contract. 
Standard  exclusions  as  Workmen’s  Compensation. 
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Chairman  Gold:  This  morning  we  have  a 
most  interesting  case  which  will  in  the  main 
exemplify  three  very  provocative  points:  first, 
the  question  of  criteria  in  fetal  distress,  second, 
the  question  of  intrapartum  amnionitis  and  om- 
phalitis and  their  effect  upon  the  neonate,  and 
third,  the  choice  of  antimicrobial  therapy  in  this 
latter  regard. 

Case  History 

Dr.  Arnold  Nussbaum:  This  twenty-nine- 
year-old,  Negro,  para  3-0-5-2,  first  came  to  the 
Prenatal  Clinic  of  the  Brooklyn  Jewish  Hospital 
on  December  29,  1955,  when  she  was  thirty-one 
weeks  pregnant.  Her  expected  date  of  confine- 
ment was  March  10,  1956. 

Her  first  pregnancy  in  1945  terminated  in  a 
live  birth  at  term,  but  this  child  died  of  pneu- 
monia at  the  age  of  four  weeks.  The  next  three 
pregnancies  in  1949,  1950,  and  1951  terminated 
in  spontaneous  abortions  during  the  first  tri- 
mester. She  then  had  two  normal  full-term 
pregnancies  in  1952  and  1953,  followed  by  two 
early  abortions  in  1954  and  1955. 

The  patient  made  seven  clinic  visits  during 
this  pregnancy,  during  which  time  her  blood 
pressure  was  normal  and  urinalyses  negative. 
She  was  referred  to  the  medical  clinic  because 
of  a thyroid  nodule.  Clinical  diagnosis  by  the 
medical  consultants  was  “nontoxic  thyroid, 
normal  heart.”  Laboratory  data  included  the 
following : blood  type  0,  Rh  positive,  hemoglobin 
70  per  cent,  and  serology  negative.  A chest 
x-ray  on  January  12,  1955,  was  interpreted  as 
negative. 

She  began  having  mild  irregular  contractions 


on  March  11,  1956,  at  3 a.m.  and  entered  the 
hospital  at  8 a.m.  the  same  day.  On  vaginal 
examination  at  11  a.m.  the  presenting  vertex  was 
floating.  The  cervix  was  not  definitely  identi- 
fied, and  a brownish  discharge  was  noted  in  the 
vagina.  It  could  not  be  established  from  the 
history  whether  the  membranes  had  ruptured. 
The  patient  continued  in  mild  prodromal  labor 
that  day  and  during  the  night.  She  was  given  a 
full  diet  and  observed. 

The  next  morning,  some  twenty-eight  hours 
after  admission,  the  patient  was  examined. 
The  fetal  heart  was  good,  and  the  brownish 
discharge  was  still  coming  from  the  vagina. 
The  patient’s  temperature  at  this  time  was 
98  F. 

At  2 p.m.  the  same  day,  some  thirty  hours 
after  admission,  vaginal  examination  revealed 
that  the  external  cervical  os  was  3 to  4 cm. 
dilated,  but  the  internal  os  could  not  be  identi- 
fied except  for  a small  dimple  in  a mass  of  scar 
tissue.  The  scar  tissue  was  digitally  perforated 
at  this  dimple,  and  an  internal  os  was  thereby 
created  and  dilated  up  to  2 to  3 cm.  As  soon  as 
this  was  done,  thick,  meconium-stained,  amniotic 
fluid  exuded,  which  had  the  appearance  of  a 
diarrheal  stool.  The  fluid  did  not  have  a foul 
odor.  The  vertex  presented,  and  no  forelying 
cord  was  palpable.  The  fetal  heart  rate  was  120 
and  regular.  The  patient’s  temperature  at  this 
time  had  risen  to  100.2  F.,  and  she  was  started  on 
antibiotics  (penicillin  and  streptomycin).  Cul- 
tures of  the  brownish  fluid  were  obtained  at  this 
time.  An  abnormal  fetus  was  ruled  out,  in  so  far 
as  this  is  possible,  by  a flat  plate  of  the  abdomen. 

There  was  no  further  progress  in  labor,  and  an 
8-pound  baby  was  delivered  by  Norton  extra- 
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peritoneal  section  at  8:21  p.m.,  using  epidural 
i conduction  anesthesia.  At  section  the  araniotic 
fluid  was  thick  and  brown  and  had  a foul  odor. 

The  mother  subsequently  ran  a febrile  course 
■ with  temperatures  up  to  101.2  F.  for  two  days. 

The  bacteriologic  report  returned  with  the 
following  residts:  Vaginal  secretions  contained  a 
pure  culture  of  Staphylococcus  aureus  highly 
sensitive  to  erythromycin,  moderately  sensitive 
to  streptomycin  and  tetracycline,  slightly  sensi- 
tive to  Chloromycetin  and  oxytetracycline,  and 
not  inhibited  by  penicillin. 

Combiotic  was  discontinued,  and  the  patient 
was  given  streptomycin  only.  The  course  was 
uneventful  from  then  on,  and  the  patient  was 
discharged  in  good  condition  on  March  20,  1955, 
nine  days  after  admission. 

The  pediatric  resident  had  been  called  to  the 
delivery  room  at  the  time  of  the  section  in  antici- 
pation of  fetal  distress.  The  baby  was  delivered 
with  marked  cyanosis  and  covered  entirely  with 
thick  meconium-stained  amniotic  fluid.  The 
mouth  was  full  of  the  same  material.  The  baby 
did  not  breathe.  Nasopharyngeal  suction  was 
instituted.  Nalline  was  given  intramuscularly 
and  intratracheal  intubation  performed.  The 
baby  started  breathing  at  9:00  p.m.,  twenty-five 
minutes  after  birth. 

The  cry  at  this  time  was  weak,  cyanosis  was 
still  marked,  and  the  heart  sounds  alternated 
between  good  quality  and  poor  tones  with  a slow 
rate.  The  cord  was  ashy  looking.  The  muscu- 
lar tone  of  the  infant  was  poor.  The  baby  was 
sent  to  the  Observation  Nursery  for  further  care. 

The  child  was  placed  in  an  isolette  in  an  en- 
vironment of  vapor  and  compressed  air.  He 
developed  a respiratory  grunt,  and  remained 
limp.  His  respirations  were  approximately  85 
per  minute  and  very  shallow.  The  lungs  were 
clear  to  auscultation.  Intramuscular  penicillin 
and  Chloromycetin  were  started  at  this  time. 

At  11:40  p.m.,  almost  three  hours  after  birth, 
the  pediatric  resident  was  again  called  to  the 
nursery.  He  found  the  baby  in  circulatory 
collapse  and  apneic.  Intracardiac  caffeine  was 
administered.  Respirations  and  heart  sound 
returned.  The  cardiac  rate  stabilized  at  145 
per  minute,  respirations  at  45  per  minute.. 

At  12:25  a.m.  the  nurse  heard  a sudden  weak 
cry  followed  by  several  gasps  of  intermittent 
respiration.  The  resident  observed  the  infant 
in  a clonic  convulsive  seizure  which  lasted  a few 
seconds  and  then  turned  into  a tonic  generalized 


convulsion  with  apnea.  Resuscitative  efforts 
were  unsuccessful,  and  the  baby  was  pronounced 
dead  at  12:30  a.m. 

A postmortem  examination  was  done. 

Chairman  Gold:  In  order  to  have  all  the 
factual  data  at  hand  before  we  embark  upon  the 
discussion,  I will  call  on  Dr.  Mackles  to  present 
the  pathologic  findings. 

Dr.  Abraham  Mackles:  Before  going  into 
the  autopsy  findings  on  the  baby,  I think  it  would 
be  pertinent  to  show  some  sections  of  the  pla- 
centa, since  the  question  of  amnionitis  is  impor- 
tant here.  First  let  us  look  at  the  umbilical 
cord.  This  is  a cross-section  of  the  umbilical 
cord  (slide).  The  vessels,  as  you  saw  under  the 
low  power  are  completely  patent  (slide).  The 
feature  that  is  noteworthy  in  the  cross-section  of 
the  umbilical  cord  is  that  there  is  a scattered, 
rather  mild  infiltrate  of  polymorphonuclear 
leukocytes  in  the  wall  of  the  vessels.  These  small 
nuclei  that  you  see  represent  polymorphs.  When 
we  get  out  to  beyond  the  vessel  wall  into  the 
Wharton’s  jelly  of  the  cord,  the  infiltrate  is  more 
extensive  but  yet  does  not  by  any  means  involve 
the  entire  cord.  It  seems  to  be  localized  within 
the  vessel  wall  and  within  the  area  just  outside 
the  vessel  wall.  Actually  it  is  not  a very  marked 
infiltrate. 

This  is  a section  taken  from  the  placenta  where 
the  membranes  are  intact  (slide).  This  repre- 
sents the  amnion-chorion.  Here  there  are  some 
engorged  vessels  beneath  it. 

In  this  area  of  the  membranes  (slide),  one 
feature  is  quite  marked : The  amnion,  instead  of 
being  a single  row  of  cells,  consists  of  rows  of 
rather  large  cells,  indicating  a degree  of  so-called 
squamous  metaplasia  of  the  amnion.  The  infil- 
trate of  polymorphs,  as  we  saw  in  the  cord,  is 
present  in  the  section,  but  it  is  confined  mainly  to 
the  fetal  vessels,  and  it  is,  as  in  the  umbilical 
cord,  not  a particularly  marked  infiltrate.  We 
see  some  polymorphs  here.  In  examining  ma- 
terial from  abortions,  where  we  are  fortunate 
enough  to  get  sections  of  membranes,  we  see  that 
the  infiltrate  is  generally  much  more  marked  than 
it  is  here,  so  actually  the  degree  of  amnionitis  and 
omphalitis  present  is  not  particularly  marked. 
The  findings  in  the  baby  were  interesting  and  I 
suspect  somewhat  unexpected. 

The  infant  weighed  3,610  Gm.  The  umbilical 
stump  at  the  time  of  autopsy  was  deep  green  and 
shriveled.  The  positive  findings  were  confined 
to  the  chest  organs. 
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The  right  lung  weighed  27. Gm.  and  the  left 
20  Gm.,  representing  a slight  increase  in  weight. 
Both  lungs  were  rubbery-firm  in  consistency,  and 
when  cut  into  the  cut  surfaces  were  deep  purple 
and  resembled,  in  a way,  liver  tissue.  The  lungs 
were  completely  noncrepitant,  so  much  so  that 
the  right  lung  did  not  float  at  all.  The  left  lung 
did  float,  however. 

The  heart  presented  an  unusual  picture  (slide) . 
The  normal  weight  of  the  heart  in  a newly  born, 
full-term  infant  is  given  as  about  17  to  19  Gm. 
The  heart  in  this  infant  weighed  37  Gm.,  which 
would  represent  an  increase  of  about  twice  normal 
size.  There  were  no  abnormalities  of  the  heart 
other  than  this  increase  in  size  and  weight.  The 
valves  showed  no  unusual  features.  The  blood 
vessels  going  to  and  leading  from  the  heart  were 
not  unusual.  The  atria  were  markedly  distended 
and  filled  with  postmortem  blood  clot  which  could 
easily  be  emptied.  The  enlargement  was  due  to 
a marked  increase  in  thickness  of  both  ventricles. 
The  right  ventricle  measured  from  0.7  to  0.8  cm. 
in  thickness  and  the  left  0.6  cm.  in  thickness, 
representing  an  increase  in  thickness  of  twice  the 
normally  expected  thickness  of  the  myocardium. 

Apart  from  the  generalized  congestion  of 
viscera  the  other  organs  did  not  show  any  fea- 
tures of  note.  I would  just  like  to  show  sections 
of  the  heart  and  lungs. 

This  is  a section  of  the  lung,  (slide),  and  under 
the  low  power  one  can  see  that  there  is  a marked 
diminution  in  the  amount  of  alveoli  containing 
air.  Most  of  the  alveoli  appear  to  be  rather  small 
and  the  only  places  where  one  can  say  that  the 
alveoli  are  empty  are  at  the  periphery  of  the 
lung.  Here  the  bulk  of  the  alveoli  contain  a 
pink-staining,  granular  material,  which  is  devoid 
of  any  cells  whatsoever.  The  absence  of  poly- 
morphonuclear leukocytes  in  the  alveoli  I think 
bears  a great  deal  of  clinical  importance.  Here 
in  the  alveoli  in  this  region  not  only  is  there 
pink-staining,  granular  material,  but  there  is  a 
broad  eosinophilic  membrane  that  is  applied  to 
the  periphery  of  the  alveolus.  I think  you  can 
make  that  out  very  clearly  in  this  alveolus  and 
in  this  alveolus  (indicating).  This  represents  the 
main  features  of  the  histology  in  the  lungs, 
namely,  the  presence  in  many  alveoli  of  the 
granular  material  plus  the  presence  of  these 
eosinophilic,  homogenous,  hyaline  membranes. 
In  some  areas  there  is  evident  atelectasis,  since  the 
interalveolar  septa  look  rather  broad  and  contain 
no  recognizable  alveoli.  We  have  here  the  full 


picture  of  a hyaline  membrane  disease. 

This  section  of  the  heart  (slide)  is  taken  from 
the  left  ventricle  and  will  serve  only  to  illustrate 
the  fact  that  the  wall  of  the  left  ventricle  is 
markedly  increased  in  thickness. 

The  rest  of  the  findings  are  really  negative. 
The  myocardial  fibers,  apart  from  an  increase  in 
size,  appear  entirely  normal.  Furthermore, 
there  is  no  increased  thickness  of  the  endocardial 
layer  of  the  heart,  so  that  we  can  rule  out  an 
endocardial  fibroelastosis.  The  fact  that  the 
myocardial  fibers  look  entirely  normal  rules  out 
the  presence  of  infiltration  of  these  fibers  by 
glycogen  material. 

Having  ruled  out  the  presence  of  any  gross 
cardiac  features  other  than  the  increase  in  thick- 
ness of  myocardium  of  both  ventricles,  and  having 
ruled  out  glycogen  disease,  we  must  consider  that 
the  only  diagnosis  that  pertains  to  this  heart  is 
one  of  congenital  idiopathic  hypertrophy.  This 
is  a very  poorly  understood  lesion  that  occurs  in 
newborns,  infants,  children,  and  adults.  About 
the  only  clinical  characteristic  that  is  really  prom- 
inent in  this  lesion  is  the  occurrence  of  heart 
failure  several  hours  before  death. 

With  respect  to  hyaline  membranes  in  this 
particular  infant,  we  know  that  hyaline  mem- 
brane disease  in  full-term  infants  is  not  nearly  as 
common  as  its  occurrence  in  premature  infants. 
It  is  of  greatest  occurrence  in  infants  that  are 
delivered  by  cesarean  section  as  this  baby  was. 
The  fact  that  hyaline  membranes  were  present 
in  an  infant  who  survived  for  only  four  hours  is 
distinctly  unusual,  and  I would  suppose  it  is 
present  here  because  of  the  possibility  that  this 
infant  had  acute  heart  failure  as  a concomitant 
etiology  for  the  hyaline  membrane  here.  There 
is  a great  deal  of  discussion  going  on  at  present 
about  whether  or  not  heart  failure  is  a very  impor- 
tant factor  in  the  genesis  of  hyaline  membranes. 
To  begin  with,  I think  we  can  assume  that  this 
patient  had  heart  failure  because  of  the  con- 
genitally enlarged  heart. 

The  fact  that  it  was  born  by  cesarean  section 
might  be  considered  as  giving  it  an  increased 
liability  to  pulmonary  hyaline  membrane  disease. 
It  is  from  the  pulmonary  hyaline  disease  that 
this  infant  developed  its  respiratory  symptoms 
and  eventually  died. 

I would  suggest  that  the  final  pathologic  diag- 
nosis is  as  follows:  (1)  congenital  idiopathic 

hypertrophy  of  the  heart  and  (2)  pulmonary 
hyaline  membrane  disease. 
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\ Discussion 

Chairman  Gold:  We  will  start  the  discussion 
by  asking  Dr.  Poraerance  to  comment  on  the 
obstetric  aspects  of  this  case. 

Dr.  William  Pomerance:  This  case  report 
presents  several  interesting  and  important  ob- 
stetric problems.  I would  like  to  comment  on 
three  of  these.  The  first  is  the  significance  of 
certain  criteria  of  fetal  distress. 

We  usually  assume  that  the  criteria  of  fetal 
distress  are  the  passage  of  meconium  in  patients 
who  have  fetuses  presenting  by  vertex  with 
irregularities  in  the  fetal  heart  rate.  With 
regard  to  this  latter  consideration  there  is  some 
difference  of  opinion.  It  is  the  feeling  of  most, 
however,  that  a fetal  heart  rate  that  is  extremely 
rapid,  unless  it  is  associated  with  episodes  of 
slowing  below  the  normal  limits,  does  not  neces- 
sarily represent  any  evidence  of  distress.  When 
we  come  to  slowing  of  the  fetal  heart  rate,  a 
persistent  slowing,  certainly  below  100,  is  sig- 
nificant, and  highly  so,  of  fetal  distress. 

The  other  consideration,  that  of  meconium,  is 
somewhat  dependent  on  the  type  of  meconium 
that  presents  on  examination  with  the  rupture  of 
the  membranes.  A thin,  greenish  appearance  to 
the  watery  fluid  may  or  may  not  be  significant. 
If  this  is  present,  certainly  in  conjunction  with 
other  possible  criteria  for  abnormality,  such  as 
a very  fast  fetal  heart  rate  or  a slow  fetal  heart 
rate,  this  would  be  considered  positive  evidence 
of  fetal  distress.  In  itself,  however,  it  may  only 
be  significant  of  anoxia  that  may  have  occurred 
at  some  previous  time,  and  not  of  any  embar- 
rassment the  baby  may  be  suffering  at  present. 
However,  if  there  is  thick  meconium  being  passed, 
regardless  of  any  other  criteria  this  would  be 
evidence  of  serious  fetal  distress. 

The  second  consideration  is  that  of  premature 
rupture  of  the  membranes.  In  this  particular 
patient  we  presume  the  membranes  were  ruptured 
for  at  least  thirty-six  hours,  probably  longer  than 
that.  Premature  rupture  of  the  membranes  at 
term,  (and  I want  to  emphasize  the  phrase, 
“at  term,”  because  this  is  not  the  same  for  pre- 
matures), has  been  shown  today  to  be  of  con- 
siderable significance.  Statistically  this  signifi- 
cance does  not  become  apparent  until  after  the 
membranes  are  ruptured  for  over  forty-eight 
hours.  This  evidences  itself  in  a considerably 
increased  perinatal  mortality,  as  much  as  twice 
or  three  times,  and  if  the  membranes  are  rup- 
tured for  over  ninety-six  hours  prematurely,  this 


is  increased  even  beyond  these  high  limits. 
Nevertheless,  even  below  forty-eight  hours,  if 
the  premature  rupture  is  associated  with  other 
complications,  especially  complications  that  in 
themselves  produce  placental  insufficiency,  such 
as  uterine  dysfunction  or  hypertensive  disease, 
the  perinatal  mortality  would  likewise  be  con- 
sidered to  be  increased.  Obstetrically  we  have 
always  considered  premature  rupture  of  the 
membranes  as  being  a factor  in  producing  post- 
partum sepsis.  This  has  not  been  found  to  be  so. 
The  postpartum  infection  that  occurs  does  not 
seem  to  be  consistently  higher  with  premature 
rupture  of  the  membranes. 

The  third  factor  that  I would  like  to  discuss  is 
the  problem  of  amnionitis  related  to  premature 
rupture.  Amnionitis  occurs  with  greater  fre- 
quency with  premature  rupture  of  the  mem- 
branes. Moreover,  amnionitis  is  a very  potent 
cause  of  both  intrauterine  death  as  well  as 
neonatal  death.  We  consider  the  prevention  of 
amnionitis  as  one  of  our  considerations  in  the 
conduct  of  patients  with  premature  rupture  of 
the  membranes. 

It  seems  from  several  reports  that  have  come 
to  us  that  the  prophylactic  use  of  antibacterial 
agents  during  this  period  of  premature  rupture 
does  not  apparently  influence  the  occurrence  of 
amnionitis.  Most  writers  on  the  subject  suggest 
that  if  antibacterial  agents  are  to  be  used  they 
should  be  used  when  the  patient  enters  labor, 
assuming  that  she  has  premature  rupture  of  the 
membranes  prior  to  that  time. 

When  one  considers  the  value  of  antibiotics  or 
other  antibacterial  agents  in  this  regard,  one 
must  go  back  to  some  of  the  earliest  considera- 
tions which  were  shown  to  exist  when  these 
agents  were  administered  to  the  mother.  It  has 
been  shown,  beginning  with  penicillin  and  with 
the  other  antibacterial  agents  as  they  were  in- 
troduced, that  when  we  administered  these  to  the 
mother  and  produced  significant  blood  levels,  we 
could  prove  their  existence  in  the  amniotic  fluid 
and  in  the  fetal  blood  stream.  Most  of  this  work 
has  been  done  with  elective  cesarean  sections  and 
not  in  association  with  frank  cases  of  amnionitis. 
It  has  been  shown  (and  perhaps  the  type  of  pa- 
tient under  consideration  may  be  significant  here) 
that  the  levels  of  all  these  antibacterial  agents 
is  considerably  lower  in  the  amniotic  fluid  and 
in  the  fetal  blood  stream  than  it  is  in  the  maternal 
blood  stream. 

With  these  three  considerations  and  looking  at 
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this  particular  patient  one  would  say  that  there 
are  several  areas  of  criticism  that  can  be  intro- 
duced. 

In  the  first  place,  when  this  patient  was  first 
admitted  to  the  hospital  one  should  have  made 
every  effort  (this  could  have  been  done)  to  de- 
termine whether  the  membranes  were  ruptured 
and  to  evaluate  the  brown  staining,  which  was 
apparently  meconium.  In  the  presence  of 
meconium  and  premature  rupture  of  the  mem- 
branes in  a patient  who  is  having  uterine  dys- 
function, as  this  patient  apparently  had,  the 
prognosis  for  this  fetus  was  very  poor  and  should 
have  been  so  considered. 

Finally,  when  this  diagnosis  was  established 
beyond  any  doubt,  a long  period  of  time  was 
allowed  to  elapse  before  the  patient’s  labor  was 
terminated  by  cesarean  section,  which  was 
eventually  done  approximately  thirty-six  hours 
after  admission  to  the  hospital. 

There  is  one  aspect  that  I think  should  be  men- 
tioned here:  The  dosages  of  the  penicillin  and 
streptomycin  used  were  not  recorded.  I pre- 
sume they  were  in  the  usual  dosages.  It  would 
seem  that  such  dosages  would  be  inadequate 
because  it  is  rather  impossible  to  sterilize  the 
amnion.  The  amniotic  sac  can  be  compared  to 
an  abscess,  and  an  area  as  large  as  the  amniotic 
cavity  would  be  impossible  to  sterilize  by  the  use 
of  any  antibacterial  agents  through  the  blood 
stream.  This  fetus,  then,  must  be  presumed  to 
be  living  in  an  infected  atmosphere  with  in- 
fected material  in  its  lungs,  and  if  we  were  to 
presume  further  that  the  use  of  antibiotics  was 
for  the  purpose  of  treating  the  infant,  then  we 
would  have  to  use  considerably  higher  doses  of 
these  drugs  to  produce  levels  in  the  fetal  blood 
stream  that  would  be  adequate  to  combat  the 
infection. 

Chairman  Gold:  Now  I would  like  to  call 
upon  Dr.  Michelson  to  discuss  the  pediatric 
aspects  of  the  case. 

Dr.  Joseph  Michelson:  It  seems  a little 
anticlimactic  to  discuss  the  clinical  aspect  of  this 
infant  after  the  pathologist  has  spoken.  I know 
that  I was  prepared  to  discuss  this  from  the  point 
of  view  of  infection  and  that  the  finding  of 
idiopathic  hypertrophy  of  the  heart  was  a sur- 
prise to  me,  although  this  case  certainly  offers  a 
good  text  in  discussing  the  treatment  of  a poten- 
tially infected  fetus.  Certainly  this  baby  had 
pulmonary  embarrassment.  That  was  evident 
from  the  clinical  protocol.  As  is  well  known  to 
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most  of  us,  the  infant  does  breathe  in  the  amniotic 
sac.  It  breathes  as  early  as  the  third  or  fourth 
month  according  to  Potter,  and  in  the  latter 
period  of  pregnancy  the  respiratory  excursions 
are  even  greater.  Undoubtedly  this  baby  was 
subjected  to  a number  of  periods  of  anoxia.  It 
has  been  shown  that  anoxia  or  any  fetal  distress 
in  utero  can  well  be  responsible  for  the  opening 
of  the  intestinal  tract  and  the  discharge  of 
meconium.  On  a theoretical  basis,  at  first,  in 
anoxia  and  fetal  distress,  there  is  an  increase  in 
the  heart  rate,  and  that  causes  increased  intes- 
tinal movement  and  probably  releases  meconium ; 
in  this  case  we  had  adequate  evidence  for  re- 
spiratory embarrassment.  Of  course  the  patholo- 
gist tells  us  this  was  hyaline  membrane  disease.  | 
Since  none  of  us  are  too  sure  what  the  cause  of 
hyaline  membrane  disease  is,  it  may  be  well  to 
consider  aspiration  of  infective  material  as  being 
one  of  the  causes. 

The  question  of  amnionitis  brings  to  mind  the 
fact  that  the  amniotic  fluid  can  be  infected  and 
can  show  pathologic  organisms  within  six  hours 
of  the  onset  of  labor,  even  with  an  intact  amniotic 
sac.  Here  you  have  a mother  who  has  rupture  of 
the  membranes,  meconium  in  the  amniotic  fluid, 
and  has  had  additional  manipulation.  Then  it 
certainly  would  be  reasonable  to  think  that  this 
amniotic  fluid  was  infected.  The  point  that 
Dr.  Pomerance  has  made  of  using  not  only  large 
doses  but  using  as  broad  a spectrum  of  antibiotic 
and  antibacterial  therapy  as  possible,  is  indicated. 
The  colon  bacillus,  streptococcus,  and  staphylo- 
coccus, are  the  three  most  common  organisms 
that  infect  this  area.  They  are  known  for  the 
ease  with  which  they  go  through  the  amniotic  sac 
and  the  frequency  with  which  they  are  in  the 
introitus  and  in  the  vaginal  canal.  So  certainly 
we  should,  without  knowing  the  organism,  treat 
this  mother  and  child,  as  potentially  infected  by 
one  or  all  three. 

There  are  a number  of  questions  that  this  pro- 
tocol leaves  unanswered.  In  the  first  place,  an 
8-pound  baby  of  thirty-one  weeks  gestation  is 
odd,  even  to  the  pediatrician. 

Chairman  Gold:  This  patient  was  in  labor  at 
term.  She  first  came  to  the  clinic  at  thirty-one 
weeks  of  gestation. 

Dr.  Michelson:  She  had  had  five  abortions. 

It  occurred  to  me  that  this  might  be  the  type  of 
patient  that  should  have  been  studied  from  the 
point  of  view  of  glucose  tolerance.  Recent  work 
has  shown  that  idiopathic  hypertrophy  of  the 
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heart  may  be  one  of  the  findings  seen  in  children 
born  of  diabetic  mothers.  This  may  be  a pos- 
sible explanation  for  the  congenital  anomaly  in 
this  case. 

It  took  twenty-five  minutes  to  get  this  baby  to 
breathe.  As  we  all  know,  many  babies  who  had 
a period  of  simple  apnea  for  as  much  as  fifteen 
to  twenty  minutes  survive  without  any  irrever- 
sible changes,  due  in  some  measure  to  shallow 
breathing.  That  wasn’t  noted  clinically  here. 
This  child  had  obvious  intrauterine  anoxia, 
seemed  in  distress  with  pulmonary  embarrass- 
ment at  birth,  and  showed  a period  of  apnea  of 
twenty-five  minutes  postnatally.  Certainly  this 
indicated  a grave  prognosis. 

Chairman  Gold:  I note  that  Dr.  Traub  is  in 
the  audience,  and  I would  like  to  direct  a question 
at  him,  if  he  would  be  good  enough  to  discuss 
the  point.  That  is  the  question  of  the  vaginal 
bacterial  flora  in  relation  to  premature  rupture  of 
the  membranes  and  the  choice  of  antibiotics 
other  than  penicillin,  which  we  so  commonly  use. 
Dr.  Traub,  would  you  care  to  comment  on  that? 

Dr.  Frederick  Traub:  As  far  as  the  vaginal 
flora  is  concerned,  we  all  know  that  the  vaginal 
canal  is  not  a sterile  passage,  and  therefore  it 
cannot  be  said  that  the  organism  found  there  on 
culture,  as  it  was  in  this  case,  is  there  because  it 
does  not  belong  there.  In  other  words,  what 
is  a pathogenic  organism?  It  is  one  which 
will  alter  the  normal  function  of  any  tissue  in  the 
body.  That  is  the  broadest  definition  I can 
think  of,  and  if  we  think  always  in  that  term, 
the  staphylococcus  found  in  this  case  could  be  a 
pathogenic  organism.  On  the  other  hand,  we 
know  very  well  that  in  the  majority  of  cases  we 
find  staphylococci  in  the  vagina  of  patients.  We 
also  find  enterococci,  and  in  a study  in  England 
by  Cruikshank  and  coworkers  Clostridium  welchii 
was  found  in  a large  number  of  cases.  Yet  it  is 
very  difficult  to  correlate  the  finding  of  these 
organisms  with  an  apparent  infection.  In  other 
words,  they  may  cause  an  infection  if  other  cir- 
cumstances are  favorable  to  their  doing  so. 
On  the  other  hand,  they  may  be  just  present  there 
as  a commensal. 

As  for  using  antibiotics,  we  have  studied  the 
question  of  the  staphylococcus  in  this  hospital 
for  the  past  year.  We  have  established  a phage 
typing  laboratory  to  be  able  to  study  in  detail  the 
strains  found  in  this  hospital  and  the  strains  found 
in  patients  who  come  from  the  outside.  We 
found,  for  instance,  that  the  Staphylococcus 


aureus  Isolated  from  the  vaginal  fluid  of  the 
mother  was  a Staphylococcus  aureus  not  usually 
found  in  our  hospital.  Every  hopsital  has  a few 
so-called  hospital  strains.  They  are  present  in 
the  majority  of  the  nursing  staff  and  house  staff, 
and  the  patients  who  have  been  here  for  any 
length  of  time  acquire  them  finally  too.  They 
are  present  in  the  dust,  in  the  air,  all  over  the 
place.  There  is  practically  nothing  one  can  do 
about  it.  These  staphylococci  are  penicillin- 
resistant,  tetracycline-resistant,  and  streptomy- 
cin-resistant. They  are  usually  onl\-  responsive 
to  erythromycin,  chloramphenicol,  and  norobio- 
cin,  the  generic  name  of  the  drug.  This  patient 
brought  her  own  strain  with  her,  which  was 
sensitive  to  erythromycin,  streptomycin,  and 
tetracycline,  and  slightly  sensitive  to  chloram- 
phenicol and  terramycin  but  not  to  penicillin. 
This  reflects  the  general  trend  all  over  the  country 
that  more  and  more  staphylococci  are  resistant 
to  penicillin.  Therefore,  the  drug  of  choice,  if 
one  has  to  treat,  would  probably  be  erythromy- 
cin, combined  with  a broad-spectrum  antibiotic, 
Chloromycetin. 

Chairman  Gold  : Now  we  would  like  to  open 
the  case  to  general  discussion. 

Dr.  Isidore  Daichman:  There  are  two  aspects 
in  this  case  which  I think  are  very  important 
from  the  clinical  point  of  view.  First,  these 
patients  that  have  been  indicated  have  a triad  of 
symptoms : premature  rupture  of  the  membranes, 
fetal  distress,  and  infection  and  amnionitis.  The 
use  of  cesarean  section  in  these  cases  will  save  a 
certain  number  of  babies.  It  is  difficult  to  say 
which  babies  will  be  saved  and  which  will  not. 
But  in  the  case  where  the  baby  may  be  saved  by 
cesarean  section  it  must  be  done  early  or  it  is  a 
wasted  effort. 

Second,  the  question  of  antibiotics  in  these 
cases  of  amnionitis  involves  more  than  merely 
giving  a larger  dose.  It  has  recently  been 
brought  to  my  attention  that  the  concept  of 
using  antibiotics  after  labor  has  begun  may  pos- 
sibly be  wrong  and  outmoded.  In  this  country 
we  use  antibiotics  only  after  labor  begins.  This 
is  based  on  the  work  of  Gordon  Douglas  from 
Cornell  and  Eastman  from  Hopkins,  as  brought 
out  in  conferences  and  in  previous  discussions. 
However,  work  done  recently  in  England  in  a 
large  series  of  cases  showed  better  results  to  the 
fetus  when  antibiotic  therapy  was  given  prophy- 
lactically  as  soon  as  the  membranes  ruptured. 
Potter  in  her  book  shows  a very  high  incidence  of 
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pulmonary  pathology  in  those  babies  who  die, 
indicating  that  it  is  the  lung  that  is  involved. 
We  presume  it  is  infection  that  gets  into  the 
balky’s  lungs,  regardless  of  the  mechanics.  In 
view  of  these  last  two  findings,  it  is  quite  pos- 
sible that  it  is  time  for  us  as  clinicans  to  re-eval- 
uate the  time  at  which  we  give  antibiotics  as  well 
as  the  dosage.  We  may  save  more  babies  by 
giving  antibiotics  to  these  patients  at  the  onset 
of  the  rupture  of  the  membranes. 

Dr.  Martin  M.  Shir:  I should  like  to  com- 
ment on  premature  rupture  of  the  membranes 
because  of  what  Dr.  Pomerance  and  Dr.  Daich- 
man  said.  I think  what  Dr.  Pomerance  said  is 
true,  or  only  half  true.  By  that  I mean  that 
none  of  us  worries  about  the  patient  who  rup- 
tures her  membranes  and  does  not  go  into  labor 
for  many,  many  days,  even  for  many,  many 
weeks.  Paradoxically  unless  she  has  some  type 
of  uterine  dysfunction,  inertia  type  of  labor,  the 
patient  who  ruptures  membranes  prematurely, 
has  no  pain,  then  many  weeks  later  goes  into 
good  labor  and  delivers  within  twelve  hours  rarely 
gives  us  trouble.  It  is  the  patient  who  ruptures 
her  membranes  and  several  hours  up  to  twenty- 
four  hours  later  has  a poor  type  of  labor  that 
starts  and  stops  who  gives  us  trouble.  That  has 
been  our  clinical  experience.  This  is  hard  to 
correlate  with  what  the  English  observers  found. 
It  should  be  just  the  reverse  if  what  I am  saying 
is  true. 

Chairman  Gold:  Dr.  Shir,  apropos  of  the 
British  concept,  on  the  point  3rou  just  raise,  their 
feeling  is  that  the  organisms  which  are  productive 
of  amnionic  infection  and  intrauterine  infection 
of  the  fetus  are  of  such  low  virulence  that  their 
manifestations  are  not  very  conspicuous  in  the 
mother.  For  this  reason,  we  may  be  missing  the 
boat  if  we  wait  for  the  primary  signs  to  be 
evidenced  in  the  mother.  Despite  the  incon- 
spicuousness of  the  signs,  because  of  the  aviru- 
lence,  the  mother  does  not  show  the  signs,  but  the 
infant  still  is  infected  in  utero.  It  is  on  those 
grounds  that  they  advocate  early  use  of  a prophy- 
lactic, broadspectrum  antibiotic,  particularly 
directed  at  the  staphylococcus,  which  is  one  of  the 
organisms  most  prominent  in  causing  the  in- 
trauterine infection.  That  goes  contraiy  to  our 
clinical  experience.  Would  any  obstetricians 
disagree  that  the  patient  who  ruptures  her 
membranes,  does  not  go  into  labor  for  many  days, 
and  has  no  contractions,  does  not  get  into  trouble? 

Dr.  Irwin  Neigus:  I would  like  to  mention  a 


case  in  which  the  membranes  ruptured  at  the 
thirty-fifth  week  of  gestation.  They  were 
ruptured  for  an  entire  week.  There  was  no 
evidence  of  infection  on  the  part  of  the  patient. 
She  was  observed  daily.  There  was  no  tempera- 
ture elevation,  and  she  was  not  given  antibiotics. 
Then,  she  started  in  labor  and  at  the  same  time 
developed  a fever,  so  that  the  temperature  rise 
was  associated  with  the  onset  of  labor.  She  had 
a very  rapid  labor  and  delivered  a 5-pound  baby 
spontaneously.  The  baby  lived  for  thirty-six 
hours.  The  autopsy  showed  marked  sepsis  in  the 
baby.  The  mother  was  treated  with  antibiotics 
from  the  moment  that  she  started  in  labor  as- 
sociated with  the  temperature  elevation.  The 
baby  was  treated  with  antibiotics  from  the  time 
it  was  born.  Perhaps,  as  Dr.  Daichman  and 
Dr.  Gold  stated,  if  she  had  been  on  prophylactic 
antibiotics  we  might  have  prevented  the  infection 
in  the  mother.  We  know  that  there  has  been 
great  tendency  now  to  use  antibiotics  indiscrim- 
inately. As  a matter  of  fact,  the  pendulum  has 
now  swung  so  that  even  in  gynecologic  procedures 
we  do  not  use  antibiotics  prophylactically.  We 
wait  for  the  onset  of  symptoms.  Perhaps  in 
special  conditions  such  as  this  it  might  be  wise 
to  revert  to  the  other  status. 

Dr.  Joseph  Pincus:  The  time  the  pediatrician 
had  to  do  something  for  the  baby  was  about  four 
and  one-half  hours.  It  is  a very  short  period  to 
do  anything. 

I was  interested  that  the  mother  was  here  for 
thirty-six  hours  before  the  baby  was  delivered. 
Of  course  if  action  had  been  taken  to  deliver  the 
baby  earlier  we  might  have  had  a longer  period  of 
time  in  which  to  do  something  for  the  child. 

I was  verjr  much  interested  in  the  finding  of 
idiopathic  hypertrophy  of  the  heart.  Idiopathic 
hypertrophy  of  the  heart  was  not  a finding  in  the 
neonatal  period.  As  a matter  of  fact,  when  we 
spoke  about  idiopathic  hypertrophj'  of  the  heart 
we  usually  found  them  in  children  who  are  several 
months  old  and  usually  were  admitted  because 
the  diagnosis  of  pneumonia  was  made.  Of  course 
the  pneumonia  was  no  more  than  the  findings 
that  you  have  when  the  heart  would  fail.  The 
congenital  idiopathic  hypertrophy  of  the  heart 
found  at  this  early  stage  would  show  that  it 
could  not  possibly  be  caused  by  the  infection.  It 
could  not  possibly  have  been  caused  by  some 
strain  due  to  the  labor,  because  the  hypertrophy 
was  so  great  that  it  must  have  taken  quite  a long 
time.  So,  whatever  factors  produced  the  idio- 
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pathic  hypertrophy  of  the  heart  must  have 
operated  within  the  intrauterine  existence  of  the 
child.  Of  course,  we  do  not  know  the  exact 
etiology,  but  this  is  about  the  first  case  of  idio- 
pathic hypertrophy  of  the  heart  that  I have  seen 
in  this  hospital  in  several  years,  and  to  me  it  is  a 
very  astounding  finding,  a very  rare  thing. 

Dr.  Ralph  Schwartz:  1 would  like  to  ask  a 
question.  What  was  the  indication  for  the 
section,  because  if  the  indications  were  not  fetal, 
if  the  indication  was  one  of  an  amnionitis  with 
uterine  inertia  and  possibly  a cephalopelvic 
disproportion  with  an  eight  pound  baby,  then 
perhaps  the  interest  of  the  baby  was  totally 
disregarded? 

Chairman  Gold  : We  can  answer  that  question 
very  rapidly.  The  indications  for  the  cesarean 
section  on  the  record  were  (1)  fetal  distress  with 
thick  meconium  fluid  and  (2)  amnionitis. 

Dr.  Morris  Steiner:  I have  two  points  to 
make.  As  Dr.  Michelson  pointed  out,  the 
autopsy  findings  were  a complete  surprise  to  us, 
and  we  were  prepared  to  discuss  this  from  the 
point  of  view  of  infection.  But  I have  some 
figures  here  from  Nesbitt  of  Hopkins  that 
are  of  interest.  In  some  43  perinatal  deaths 
infection  played  only  a minor  role.  Of  these 
deaths  43/io  per  cent  were  due  to  infection,  and 
pneumonia  was  the  most  common  cause  of 
death.  Among  the  lesser  causes  of  death  there 
were  omphalitis,  septicemia,  and  other  lesions, 
but  the  primary  causes  of  death  were  intracranial 
hemorrhage,  congenital  anomalies,  and  hyaline- 
like membranes,  and  this  is  where  this  child  fits 
in,  although  it  is  not  a characteristic  case. 

There  is  another  study  which  I came  across  by 
Hepner  and  Stevens.  Of  the  960  patients  re- 
ported 67  showed  premature  rupture  of  the  mem- 
branes, twenty-four  hours  or  longer.  Among 
these  67  patients  there  was  a 23  per  cent  morbidity 
and  a 10  per  cent  fetal  or  perinatal  loss,  and  50 
per  cent  of  these  died  of  pneumonia.  The 
morbidity  and  perinatal  loss  with  ruptured 
membranes  is  high. 

I would  like  to  ask  Dr.  Mackles,  whether  or  not 
in  this  case  glycogen  studies  were  done  on  the 
heart? 

Dr.  Mackles:  No,  they  were  not. 

Dr.  Steiner:  The  second  question  I would  like 
to  ask  is,  do  you  think  hyaline  membranes  were 
laid  down  in  intrauterine  life,  since  the  baby 
lived  only  some  four  hours? 

Dr.  Mackles:  I would  have  to  suspect  that 


they  were  laid  down  in  intrauterine  life.  We 
know,  and  this  has  been  practically  everybody’s 
experience,  that  in  babies  who  are  born  with  or 
who  within  a few  hours  develop  respiratory  dis- 
tress, it  is  very  unusual  to  see  hyaline  membrane 
disease.  This  particular  baby  lived  four  hours, 
and  the  hyaline  membranes  were  very  well 
developed.  I would  think  that  anybody  advo- 
cating cardiac  failure  as  a role  in  the  develop- 
ment of  hyaline  membranes,  and  there  are  a good 
many  people  who  do,  would  find  a good  deal  of 
support  in  a case  like  this. 

Chairman  Gold:  In  summation,  the  discus- 
sion of  this  case  has  brought  out  the  following 
points: 

First,  this  was  a multiparous  patient  who  came 
under  care  late  in  her  pregnancy,  namely  in  the 
thirty-first  week.  She  had  a bad  obstetric  history, 
for  which  no  investigation  had  been  performed. 
Subsequent  events  have  raised  the  question  of 
the  relationship  of  the  idiopathic  cardiac  hyper- 
trophy or  cardiomegaly  as  a possible  indication  of 
a diabetic  or  latent  diabetic  state  in  the  mother, 
which  had  not  been  investigated. 

Second,  the  points  that  Dr.  Pomerance  raised 
in  relation  to  the  criterion  for  fetal  distress  were 
very  well  taken. 

The  criticism,  if  such  can  be  made  in  this  area, 
is  that  if  we  are  going  to  create  a better  fetal 
salvage,  we  must  be  alert  to  the  early  signs  of 
fetal  distress  and  intervene  obstetrically  much 
earlier  than  was  done  in  this  case. 

Third,  the  procrastination  in  prophylactic 
therapy  in  the  presence  of  premature  rupture  of 
the  membranes  and  its  relationship  to  amniotic 
infection  in  the  fetus  and  its  subsequent  neonatal 
course  was  also  aired.  Here  we  are  in  the 
throes  of  two  schools  of  thought:  the  older  school, 
that  feels  that  prophylactic  antimicrobial  ther- 
apy is  not  necessary  until  labor  starts,  and  the 
more  recent  concept  that  has  been  developed  in 
this  discussion,  emanating  from  the  British 
school,  that  the  infection  of  the  amnion  and  sub- 
sequent fetal  infection  may  perhaps  be  influenced 
by  earlier  prophylactic  use  of  antimicrobial  agents. 

From  the  bacteriologic  point  of  view  the  corol- 
lary to  that  would  appear  to  be  that  we  must  be 
very  discerning  and  we  must  change  our  sights  as 
to  the  bacteriologic  organisms  which  are  pro- 
ductive in  the  main  of  intrauterine  amniotic 
infection  and  that  we  should  select  our  antibiotic 
along  those  lines,  that  penicillin  is  not  the  drug  of 
choice,  that  we  want  an  antimicrobial  agent  that 
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is  predominantly  effective  for  the  staphylococcus 
plus  a broad-spectrum  antibiotic,  and  finally 
that  the  question  of  dosage  apparently  remains 
moot. 


It  was  my  sense  from  the  discussion  that  the 
dosage  per  se  is  not  as  important  as  the  correct 
choice  and  correct  timing  of  the  administration 
of  the  antimicrobial  agent. 


Experimental  Studies  on  Bacterial  Contamination  of  Bank  Blood 


Although  various  antiseptic  agents  aimed  at 
preventing  bacterial  contamination  have  been  added 
to  bank  blood,  none  has  proved  completely  satis- 
factory; moreover,  they  involve  a potential  hazard 
to  the  patient.  Recent  investigations  with  anti- 
biotics appear  more  promising,  but  again,  their 
effectiveness  and  safety  remain  to  be  established. 
In  their  search  for  a possible  solution  to  the  problem, 
the  authors  incubated  fresh  whole  blood  at  37  C. 
for  brief  periods  before  storing  it  at  4 C.  in  the  re- 
frigerator. Studies  carried  out  on  the  survival 
and  propagation  of  various  types  of  gram-negative 
bacteria  in  blood  so  treated  indicated  that  while  such 
incubation  considerably  enhances  the  normal 
antibacterial  properties  of  whole  fresh  blood,  it  still 
is  not  a reliable  method  of  preventing  bank-blood 
contamination.  The  authors  report  that  the  incu- 
bation was  considerably  more  effective  in  sterilizing 
blood  against  bacteria  that  grew  best  at  37  C.  than 
against  organisms  that  grew  more  rapidly  or  ex- 
clusively at  lower  temperatures.  This  appears  to 
be  an  anomalous  finding,  but  the  authors  suggest 
an  explanation  based  on  two  effects:  the  activity  of 
specific  antibacterial  blood  factors  and  the  influence 
of  low  temperatures  on  bacterial  growth.  It  is 
known  that  the  bactericidal  action  of  antibodies 
and  complement  follows  an  exponential  curve  and 
occurs  more  rapidly  at  37  C.  than  at  lower  tempera- 
tures. 

Actually,  very  low  temperatures  may  inhibit  the 


killing  of  organisms  by  preventing  absorption  of 
complement  to  the  bacteria-antibody  complex, 
inhibiting  the  action  of  properdin,  and  inactivating 
phagocytic  white  cells.  The  brief  incubation  period 
probably  accelerated  the  rate  of  killing  by  the  anti- 
bacterial factors  present.  The  survivors,  unable  to 
multiply  at  4 C.,  eventually  died  out.  Although  the 
incubation  may  have  been  equally  effective  against 
the  cold-growing  organisms,  these  were  not  sup- 
pressed by  low  temperatures  and,  in  time,  multi- 
plied to  high  levels.  Thus,  relatively  small  counts 
of  cold-growing  Pseudomonas,  Achromobacter,  Para- 
colobactrum,  Aerobacter,  and  Escherichia  could 
multiply  rapidly  enough  in  refrigerated  blood  to 
reach  potentially  dangerous  concentrations  in  about 
three  weeks.  Any  given  blood  suppressed  the 
growth  of  different  strains  of  bacteria  to  a dif- 
ferent degree,  and  no  dependence  could  be  placed 
on  any  blood  to  eliminate  a particular  chance  con- 
taminant. Storage  at  refrigeration  temperature  is 
not  in  itself  an  adequate  means  of  inhibiting  all 
t3q>es  of  bacterial  growth  or  of  insuring  sterility  of 
blood.  Since  it  is  practically  impossible  to  prevent 
a few  bacteria  from  getting  into  bank  blood  occasion- 
ally, it  seems  inevitable  that  transfusion  reactions 
from  this  cause  will  continue  until  some  effective 
means  is  found  to  suppress  growth  of  all  types  of 
organisms — Philip  Geller,  Ph.D.,  Lois  Chandler, 
A.B.,  and  Ernest  Jawelz,  M.D.,  Journal  of  Laboratory 
and  Clinical  Medicine,  April,  1957 
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Discussed  by  louis  m.  hellman,  m.d. 


Dr.  Louis  M.  Hellman:  Before  I begin  the 
discussion  of  this  case,  I think  it  might  be  worth 
while  to  say  something  about  maternal  deaths  in 
general.  In  the  past  thirty  years  the  maternal 
death  rate  in  the  United  States  has  decreased 
about  tenfold.  Last  year,  with  roughly  four 
million  births  in  this  country,  there  were  about 
2,200  maternal  deaths  or  a rate  somewhere  be- 
tween 5 and  6 per  10,000  births.  Inasmuch  as 
the  rate  in  1930  was  80  per  10,000  births,  this 
represents  one  of  the  most  outstanding  public 
health  efforts  and  achievements  of  our  time. 

One  of  the  reasons  for  the  reduction  in  maternal 
deaths  in  the  United  States  has  been  the  Maternal 
Death  Review  Committees  of  the  local  medical 
societies.  These  committees  began  to  be  formed 
in  about  1930.  Interestingly  enough  the  second 
one  in  the  United  States  was  organized  here  in 
Brooklyn  by  Dr.  Charles  Gordon.  These  com- 
mittees are  official  committees  of  the  local 
medical  societies  and  have  the  power  to  procure 
records  of  all  the  maternal  deaths  that  occur  in 
the  cities,  to  review  them,  and  in  many  localities 
to  assign  not  only  the  cause  of  death  but  also 
the  responsibility  for  the  death.  This  has  a 
remarkable  salutorv  influence  on  the  practice  of 
obstetrics.  I am  sure  that  if  it  were  possible  to 
operate  in  this  fashion  in  the  other  surgical  spe- 
cialties there  would  be  a lowering  of  the  death 
rate. 

The  causes  of  maternal  death  have  changed 
in  the  years  that  I speak  about.  In  1930  the 
major  cause  for  maternal  death  was  infection. 
Shortly  after  that  of  course  the  sulfanilamides  and 


finally  the  antibiotics  reduced  this  cause  to  third 
place.  It  was  preceded  by  toxemia  and,  heading 
the  list,  hemorrhage. 

This  case  is  representative  of  the  most  common 
category  of  maternal  death.  Of  the  2,200-odd 
deaths  last  year,  about  45  per  cent  were  related 
to  hemorrhage.  To  many  of  us  this  is  surprising, 
because  most  hospitals  have  adequate  blood  re- 
placement. Loss  of  an  obstetric  patient  by 
hemorrhage  is  for  the  most  part  preventable  and 
should  not  occur  in  a well-run  hospital. 

If  you  calculate  roughly  that  postpartum 
hemorrhage  occurs  in  5 per  cent  of  your  deliveries 
(and  that  is  a pretty  good  figure),  then  we  will 
have  had  in  the  years  I have  been  here  roughly 
1,600  postpartum  hemorrhages.  We  have  had 
one  death  in  these  1,600  hemorrhages,  and  this 
was  certainly  preventable.  That  death  is  not 
this  case.  Perhaps,  therefore,  this  case  is  a 
ringer. 

Case  History 

This  patient  was  a thirty-three  year-old,  Negro 
primigravida,  first  admitted  to  the  hospital  in 
active  labor  on  November  11.  She  had  had 
adequate  prenatal  care,  and,  as  far  as  I can  see 
from  reading  this  protocol,  she  had  been  in  good 
health  with  a perfectly  normal  prenatal  course. 
She  gained  the  usual  amount  of  weight.  She  had 
the  usual  odd  symptoms  but  nothing  more. 

At  her  initial  physical  examination  she  ap- 
peared perfectly  normal,  although  it  was  thought 
clinically  that  her  pelvis  might  be  contracted. 


November  15,  1957 


3609 


KINGS  COUNTY  HOSPITAL 


She  was  advised  to  have  x-ray  pelvimetry.  Her 
laboratory  findings  were  all  within  normal  limits. 

About  two  weeks  before  she  went  into  labor 
she  had  a little  spotting.  This  is  not  unusual, 
although  it  might  raise  some  question  about  the 
implantation  of  the  placenta,  whether  low  or  not. 
She  went  into  labor  on  November  11,  which  was 
about  one  week  past  her  date  of  expected  confine- 
ment. I think  this  has  no  bearing  on  the  situa- 
tion. 

Although  the  time  of  onset  of  her  labor  is  not 
noted  in  the  history,  it  started  with  some  blood}' 
show  and  rupture  of  membranes,  and  when 
she  was  first  seen  everything  seemed  normal. 
She  had  a normal-size  baby  in  the  left  occiput 
position,  the  head  in  the  pelvis  and  engaged,  and 
the  cervix  4 to  6 cm.  dilated.  This  looked  like  a 
perfectly  normal  situation,  and  she  was  given  a 
little  sedation  of  Demerol  and  scopolamine. 
Shortly  thereafter  she  had  very  severe  pains,  and 
I suppose  there  was  some  interference  with  the 
fetal-maternal  exchange,  for  she  had  a little 
meconium  staining  of  amniotic  fluid.  She  was 
delivered  under  ether-oxygen  anesthesia,  which  is 
perfectly  all  right.  1 don’t  like  ether  in  obstetrics 
because  it  tends  to  promote  uterine  relaxation, 
and  you  frequently  get  more  bleeding  with  it 
than  with  some  of  the  other  anesthetic  agents. 
I don’t  think  anybody  could  really  point  a finger 
at  the  anesthetic  however. 

She  had  a spontaneous  delivery  so  that  one 
thinks  she  probably  did  not  get  very  much 
anesthesia.  The  baby  was  not  excessive  size  for 
the  average  Xegro  baby.  In  summary  to  this 
point,  tills  is  a normal-size  baby  and  a normal 
deliver}'  for  a primigravida. 

The  next  note  is  a little  peculiar.  It  says  that 
the  placenta  and  membranes  were  delivered  by 
the  Crede  maneuver.  I doubt  this.  It  is  a 
fairly  traumatic  procedure  in  which  the  uterus 
is  vigorously  squeezed  and  massaged  through  the 
abdominal  wall  until  the  placenta  separates. 
Actually  what  was  probably  done  here  was  a 
modified  Crede  maneuver.  One  waits  until  the 
placenta  is  in  the  vagina  and  then  using  the 
uterus  and  cervix  as  a plunger,  the  placenta  is 
pushed  out.  The  true  Crede  has  pretty  well 
gone  out  of  fashion. 

Up  to  this  point  everything  was  fine.  This 
history  does  not  have  a great  deal  of  detail  in  it. 
Ordinarily  with  the  delivery  of  a baby  in  this 
hospital  we  give  some  Pitocin  to  cause  the  uterus 
to  contract.  This  may  or  may  not  have  been 


done  there. 

In  any  event,  she  was  bleeding  more  than  the 
obstetrician  thought  she  should,  and  he  gave  some 
intravenous  Ergotrate  and  intravenous  Pitocin. 
He  then  inspected  the  cervix  and  he  found 
a deep  laceration.  It  is  terribly  difficult  to  tell 
how  high  the  apex  of  a vaginal  or  cervical  tear  ex- 
tends, as  you  can  well  imagine.  Vision  is  oblit- 
erated by  blood  and  the  sense  of  touch  is  not  too 
accurate.  Very  often  these  tears  go  higher  than 
one  thinks,  so  the  statement  here  that  the  lacera- 
tion did  not  extend  into  the  lower  segment  and 
the  apex  was  well  below  the  uterine  artery  may 
be  taken  somewhat  in  doubt.  It  is  interesting 
that  these  lacerations  frequently  occur  in  rapid 
labor,  which  this  patient  had.  Often  they  are 
on  the  left  side,  although  reason  for  this  had  never 
been  satisfactorily  explained. 

Now  we  begin  to  see  what  all  too  frequently 
happens  in  the  case  of  postpartum  hemorrhage. 
One  must  be  drilled  in  the  orderly  treatment  of 
this  emergency,  for  bleeding  can  be  sudden  and 
massive  and  the  entire  issue  decided  in  a very 
short  time  if  proper  steps  are  not  taken.  It 
seems  to  me  that  there  was  a little  faltering  here. 
Jn  the  first  place  this  patient  was  an  antenatal 
patient  in  the  hospital.  She  should  have  been 
matched  and  grouped  in  the  outpatient  depart- 
ment. She  wasn’t.  There  was  delay  in  getting 
blood.  There  was  a delay  in  the  onset  of  the  ad- 
ministration of  fluids. 

Many  sendees  in  New  York  City,  on  the  advice 
of  the  Health  Department,  have  group  0,  Rh 
negative  blood  on  the  delivery  floor  at  all  times 
so  that  you  don’t  have  to  go  through  this  business 
of  cross-matching.  In  any  event  there  was  delay 
here. 

They  repaired  the  laceration  and  put  a pack  in 
the  vagina,  which  does  not  do  much  good.  This 
just  liides  whatever  bleeding  is  going  to  occur 
behind  the  pack.  Apparently,  however,  she  did 
not  bleed  through  the  pack.  Then  there  is  an 
estimate  of  the  blood  loss.  There  are  two 
truisms  about  bleeding.  Obstetricians  always 
underestimate  and  obstetric  patients  all  over- 
estimate the  amount.  One  wonders  how  long  it 
was  before  they  really  began  to  treat  this  patient 
and  transfuse  her  through  the  sternal  marrow. 
There  is  nothing  wrong  with  this  route.  We 
have  not  used  it  because  we  have  not  found  it 
necessary.  I think  we  get  a fair  picture  of  this 
situation  by  a review  of  the  fluids  given:  2,500  cc. 
of  blood,  250  cc.  of  plasma,  750  cc.  of  glucose,  and 
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some  oxygen.  In  spite  of  all  this  the  patient 
did  not  recover  from  shock.  She  had  been  in 
profound  shock  ever  since  they  discovered  the 
laceration.  Now  one  wonders  why  they  stopped 
at  2,500  cc.  of  blood  in  the  face  of  this  severe 
hemorrhage.  We  have  on  occasions  used  ten 
times  this  volume  of  blood.  In  any  event  they 
could  not  see  any  further  bleeding.  The  uterus 
did  not  enlarge,  so  they  thought  there  was  no 
bleeding  in  the  uterus.  After  five  hours  and 
fifty-eight  minutes,  which  is  an  astoundingly  long 
time  to  be  doing  nothing  further,  this  patient 
died. 

Discussion 

Now  what  are  the  possibilities?  The  most 
obvious  diagnosis  in  this  case  is  rupture  of  the 
uterus  in  its  lower  uterine  segment  with  post- 
partum intraperitoneal  hemorrhage.  I should 
venture  to  say  that  if  this  patient’s  abdomen  had 
been  opened,  a hole  would  have  been  found  above 
this  laceration  and  her  life  could  have  been  saved. 

There  is  an  old  impression  in  obstetrics  that 
one  should  wait  till  the  patient  is  out  of  shock 
before  one  performs  major  surgery.  It  was  my 
hope  that  those  surgeons  who  went  through  the 
war  and  saw  the  kind  of  patients  we  operated  on 
then  would  have  forgotten  this,  but  apparently 
they  did  not.  There  is  only  one  way  to  control 
hemorrhage  and  to  combat  shock  associated  with 
it,  and  that  is  to  stop  the  bleeding.  If  you  put 
blood  in  and  if  the  uterine  artery  is  open  it  will 
run  out  as  fast  as  you  put  it  in.  Knowing  Dr. 
Fitzgerald  of  old,  I have  a feeling  that  the 
obvious  diagnosis  of  rupture  of  the  uterus  may 
not  be  the  correct  one  and  one  must  look  for 
others,  although  I think  my  original  diagnosis  is 
the  correct  one. 

I mentioned  a while  back  the  spotting  that  this 
girl  had  on  October  16.  It  may  be  that  she  had  a 
low  implanted  placenta.  If  she  did,  it  is  possible 
that  she  could  have  been  bleeding  from  the 
placental  site,  as  the  lower  uterine  segment  does 
not  contract  readily,  and  she  may  have  bled  all  of 
this  hemorrhage  inside  the  uterus  and  into  the 
vaginal  pack.  However  this  may  be,  certainly 
the  treatment,  hysterectomy,  would  be  the  same. 

She  may  have  had  an  amniotic  fluid  embolus. 
Amniotic  fluid  embolus  was  described  approxi- 
mately ten  years  ago  by  Steiner  and  Lushbau 
from  Chicago,  and  there  are  now  probably  50 
cases  reported.  This  is  a rare  accident.  It  oc- 
curs in  vigorous  labor,  usually  in  a multipara 


when  the  membranes  are  ruptured  early,  and  is 
occasioned  by  a slight  separation  of  the  placenta 
and  the  draining  of  amniotic  fluid  into  the  mother's 
venous  system.  Deaths  are  of  two  kinds.  The 
most  common  is  a very  rapid  onset  of  shock, 
usually  associated  with  pulmonary  edema.  Less 
common  is  a failure  of  the  mother’s  blood  to  clot 
and  the  onset  of  rather  violent  hemorrhage  post- 
partum, and  there  have  been  perhaps  a dozen  out 
of  the  50  cases  reported  with  this  situation.  The 
shock  and  the  incoagulability  of  blood  associated 
with  amniotic  fluid  embolus  has  not  been  com- 
pletely explained.  Amniotic  fluid  is  roughly 
isotonic.  Theoretically  one  ought  to  be  able  to 
inject  it  into  the  blood  stream  without  any  diffi- 
culty. However,  there  is  particulate  matter  in  it, 
namely,  the  squamous  cells  from  the  baby’s  skin 
plus  some  fat  and  secretion  from  the  skin,  and  it 
is  high  in  thromboplastin.1  Whether  it  is  the 
thromboplastin,  the  particulate  matter,  or  both 
that  causes  the  incoagulability  and  the  shock  is 
not  quite  clear. 

Back  in  the  twenties  Drs.  Karsner  and  Hanzlik 
from  the  Institute  of  Pathology  at  Western 
Reserve  studied  what  they  called  anaphylactoid 
reactions.  That  is  the  reaction  of  animals  to  in- 
jections of  family  particulate  matter.  They  used 
71  different  substances  from  Fuller’s  earth  to 
charcoal.  This  they  injected  into  some  300 
guinea  pigs  and  half  a dozen  cats  and  a few  dogs. 
The  response  of  these  animals  to  very  small  doses 
of  inert  particulate  matter  was  all  the  same, 
namely,  incoagulability  of  the  blood  and  death. 
If  a sublethal  dose  was  used,  the  animal’s  blood 
merely  became  incoagulable.  It  did  not  make 
any  difference  what  kind  of  finely  particulate 
matter  was  employed,  the  same  thing  happened. 
Amniotic  fluid  embolus  is  a possible  diagnosis 
here,  although  its  rarity  makes  me  hesitate. 

The  final  possibility  that  occurs  to  me,  and  I 
have  no  evidence  either  to  substantiate  or  to  re- 
fute it  because  the  data  is  not  sufficient,  is  that 
this  patient  may  have  had  a mismatched  trans- 
fusion. This  is  not  as  rare  an  occurrence  as  one 
might  think.  We  have  had  two  maternal 
deaths  on  our  own  service  from  this  cause.  I 
gather  that  if  other  hospitals  were  willing  to 
publish  their  data  one  might  fear  a transfusion 
as  much  perhaps  as  an  appendectomy. 

Our  mismatched  transfusions  here  have  been 
associated  with  shock,  the  presence  of  hemoglobin 
in  the  urine,  and  finally  anuria  and  frequently  in- 
coagulability of  the  blood.  Those  patients  who 
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have  died  have  done  so  quickly. 

To  summarize,  although  I have  given  you 
several  other  possibilities,  I would  prefer  to  stand 
or  fall  on  the  obvious  diagnosis  of  ruptured  uterus 
during  labor,  with  insufficiency  of  repair  and 
intraperitoneal  hemorrhage. 

Diagnosis 

Clinical. — Rupture  of  the  uterus  with  intraperito- 
neal hemorrhage. 

Dr.  Heilman. — Ruptured  uterus  during  labor 
with  insufficiency  of  repair  and  intraperitoneal 
hemorrhage. 

Anatomic.- — Pulmonary  amniotic  fluid  em- 
bolism. 

Pathologic  Report 

Chairman  Watson:  At  the  gross  autopsy 
the  cause  of  death  in  this  case  was  not  im- 
mediately evident.  The  uterus  was  what  one 
would  expect  in  a woman  immediately  post 
partum.  The  laceration  that  was  described 
clinically  was  foimd.  It  had  been  well  sutured. 
There  was  no  evidence  of  massive  hemorrhage  into 
the  peritoneal  cavity.  What  looked  like  the 
placental  site  was  low  in  the  uterine  segment  but 
did  not  extend  onto  the  cervical  segment.  No 
placental  tissue  was  left  in  the  uterus.  Several 
small  intramural  leiomyomas  were  present. 
There  was  mild  pulmonary  congestion  but  no  pul- 
monary edema.  There  had  been  a slight  amount 
of  bleeding  in  the  ileum,  not  a massive  hemor- 
rhage, but  there  was  some  blood  mixed  with  the 
feces.  There  had  also  been  a small  hemorrhage 
into  the  lenticular  nucleus  and  internal  and  ex- 
ternal capsules  on  one  side  near  by,  but  it  was  a 
rather  small  hemorrhage  and  apparently  was  not 
a major  factor  in  this  patient’s  death. 

The  other  organs  were  essentially  normal.  We, 
therefore,  have  a patient  with  no  obvious  cause 
of  death  other  than  possibly  a hemorrhage  that 
was  seen,  was  underestimated,  and  was  thought 
to  have  been  adequately  treated. 

The  blood  was  capable  of  clotting.  At  post- 
mortem there  were  blood  clots  in  various  vessels, 
as  one  would  expect  in  someone  not  suffering 
from  a hemorrhagic  diathesis.  There  were  no 
massive  pulmonary  emboli  that  could  have  come 
from  the  leg  veins,  which  is  a rare  cause  of  death 
in  pregnant  women  but  still  must  be  considered. 
The  heart  and  coronary  arteries  were  all  right. 

In  the  microscopic  sections  we  encountered 


certain  things  in  the  lungs  that  are  of  interest. 
The  alveoli  were  air  containing.  There  was  very 
little  hemorrhage  in  the  lung,  but  we  find  many 
small  branches  of  the  pulmonary  arteries  plugged 
with  little  masses  of  bluish-colored  fibrillary 
material  and  many  polymorphonuclear  leuko- 
cytes. We  also  find  masses  of  desquamated 
squamous  epithelial  cells,  in  other  words,  debris 
from  the  amniotic  fluid.  Even  many  of  the 
capillaries  were  plugged  with  this  material.  The 
blue  fibrillary  material  gives  a positive  reaction 
to  the  mucicarmine  stain.  How  this  gets  into  the 
uterine  vessels  and  then  to  the  lungs  is  not 
definitely  known.  Dr.  Heilman  has  discussed 
most  aspects  of  this  already.  It  certainly  is  a 
rare  cause  of  maternal  death,  and  with  maternal 
deaths  being  extremely  rare  anyway,  it  is  quite 
unusual  to  encounter  a case  like  this. 

If  this  patient  had  a hemorrhagic  tendency,  as 
suggested  by  small  hemorrhages  found  in  various 
places,  it  certainly  was  not  a marked  one.  If 
there  had  been  one  initially,  it  must  have  been 
corrected  by  the  blood  given. 

There  is  at  least  one  other  possible  explana- 
tion of  the  cause  of  the  hemorrhagic  diathesis  that 
occurs  in  some  of  these  patients.  It  is  known  that 
in  anaphylactic  shock  in  dogs  the  liver  will  secrete 
rather  large  amounts  of  heparin.  It  is  possible 
that  in  these  patients  who  go  into  very  profound 
shock  there  is  a release  of  enough  heparin  to 
cause  a significant  decrease  in  the  coagulability  of 
the  blood,  resulting  in  a hemorrhagic  diathesis. 
Whether  this  happens  in  humans  we  do  not  know, 
but  at  least  it  is  another  thing  to  speculate  on  in 
this  instance. 

Dr.  Robert  C.  Austrian:  I would  like  to 
ask  Dr.  Heilman  a question  about  certain  of  our 
facilities.  I am  very  interested  that  he  found  as 
many  major  hemorrhages  as  he  described. 

It  is  now  known  that  if  you  transfuse  patients 
with  more  than  eight  units  of  blood  you  are  likely 
to  run  into  a problem  of  platelet  dilution,  especi- 
ally with  banked  blood,  with  resultant  incoagula- 
bility. This  situation  can  be  corrected  by  direct 
transfusion  or  by  transfusion  from  plastic  bags 
of  freshly  shed  blood. 

I would  think  that  in  view  of  the  large  number 
of  patients  with  gastrointestinal  hemorrhage 
we  see  in  this  area,  coupled  with  the  apparently 
large  number  of  obstetric  hemorrhages,  it  might 
be  well  if  we  had  facilities  to  meet  this  type  of 
problem  where  patients  may  be  given  as  many  as 
ten  units  or  more  of  bank  blood. 
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Dr.  Hellman:  Not  all  obstetric  hemorrhages 
get  that  much  blood,  Dr.  Austrian.  However, 
I think  the  problem  you  bring  out  is  a real  one. 
I cannot  say  how  often  one  meets  it,  but  just 
recently  I saw  a case  on  consultation  where  this 
was  a factor,  and  interestingly  enough  the  blood 
of  this  patient  was  taken  all  over  New  York  and 
nobody  could  find  out  why  she  was  bleeding.  In 
desperation  we  did  a transfusion  with  fresh  blood 
and  she  was  cured.  You  are  such  an  old-timer 
that  you  will  remember  this  Kimton  tube  with 
the  wax  in  it.  This  was  employed  and  the  patient 
stopped  bleeding.  We  encounter  this  problem 
particularly  in  some  of  the  major  gynecologic 
surgery. 

The  fascinating  thing  to  me  about  amniotic 
fluid  embolus  was  the  long  delay  in  the  discovery 
and  publication  of  the  syndrome.  People  were 
doing  autopsies  on  maternal  deaths  for  a hundred 
years,  and  nobody  saw  the  squamous  cells  in  the 
pulmonary  vessels.  I just  cannot  believe  that 
this  phenomenon  suddenly  occurred  in  1947. 

The  other  amazing  thing  to  me  is  how  the 
amniotic  fluid  gets  into  the  maternal  circulation. 
In  all  probability  one  has  to  have  rupture  of  the 
membranes,  considerable  pressure,  and  some 
separation  of  the  placenta. 

Dr.  Hertig  went  back  and  looked  at  all  of  the 
placentas  that  they  had  on  record  at  the  Boston- 
lying-in.  He  examined  particularly  the  inter- 
villous space,  which  contains  maternal  blood  and 
is  connected  with  the  maternal  circulation.  He 
found  squamous  cells  in  14  instances.  I don’t 
know  how  many  placentas  they  have,  but  it  must 
be  many  thousands.  So  again  this  is  a rare 
occurrence. 

We  have  had  one  death  from  amniotic  fluid 
embolus  in  this  hospital  in  the  last  six  years. 
This  was  a patient  who  was  sent  home  from  the 
accident  room  supposedly  in  false  labor.  When 
she  got  home  she  went  into  hard  labor.  The  am- 
bulance was  called  and  she  was  found  dead.  This 
patient  had  an  amniotic  fluid  embolus  at  autopsy. 

Dr.  David  Kydd:  Was  that  an  immediate 

death? 

Dr.  Hellman:  Pretty  quick,  yes.  Five  hours, 
as  in  the  present  case,  is  long. 

Chairman  Watson:  I had  found  no  other 
case  that  went  this  long.  They  went  two  or  three 
hours.  This  one  was  practically  six  hours  after 
delivery. 

In  regard  to  why  the  pathologists  had  not  found 
this  before,  Dr.  Hertig  and  Dr.  Mallory,  both  in 


Boston,  once  theoriginal  paper  was  published  back 
in  1940,  went  back  into  all  the  maternal  deaths 
they  could  find  in  their  records  and  apparently 
were  unable  to  find  any  cases  in  the  previous 
deaths.  Since  then,  up  until  1950,  Dr.  Mallory 
has  picked  up  three  cases  in  the  Mallory  Institute, 
but  we  are  unable  to  find  out  what  happened  to 
the  cases  before.2  They  had  sections  of  the  lungs, 
and  in  recent  cases  where  there  was  massive 
embolus,  enough  to  cause  death,  at  least  you  can 
find  emboli  in  almost  every  section  taken  of  the 
lung.  Therefore,  if  one  would  take  three  or 
four  sections  of  a pair  of  lungs,  one  would  expect 
to  find  some  emboli  or  some  evidence  of  it  some- 
where. But  why  it  was  not  found  for  so  long  is 
still  a mystery.  It  certainly  should  have  been 
occurring  all  along. 

Dr.  Kelly:  Did  the  heart  reveal  any  findings, 
particularly  the  right  side? 

Chairman  Watson:  The  heart  was  described 
as  normal.  There  should  be  an  acute  cor  pul- 
monale, that  is  true. 

Dr.  Kydd:  I wonder  if  a microscopic  exami- 
nation of  the  kidney  was  done. 

Chairman  Watson:  Yes,  nothing  significant 
was  found. 

Dr.  Harold  Lyons:  I think  this  might  have 
been  diagnosed  by  clinical  examination,  if  the  con- 
dition of  the  neck  veins  was  observed  while  the 
patient  was  in  shock.  If  this  patient  died  of  an 
acute  cor  pulmonale,  as  I imagine  she  did,  then 
the  neck  veins  would  be  distended.  In  hemor- 
rhagic shock  they  are  empty  or  flat.  If  this 
information  were  in  the  protocol  it  might  have  led 
to  a proper  diagnosis. 

Chairman  Watson:  That  is  true.  There  is 
no  description  of  the  shock-like  state  of  this 
patient.  The  only  evidence  they  give  of  pro- 
found shock  is  a marked  drop  in  blood  pressure, 
which  stayed  down  once  it  got  there.  In  con- 
nection with  this,  however,  in  some  of  the  other 
cases  the  people  have  shown  evidence  of  shock, 
the  restlessness,  anxiety,  sweating,  and  so  on, 
but  in  an  occasional  one  there  is  no  suspicion  of 
cor  pulmonale.  Whether  it  was  just  not  recog- 
nized I don’t  know.  Obstetricians  don’t  often 
encounter  that  sort  of  thing  in  their  practice  and 
they  may  not  be  looking  for  it.  We  don’t  know 
whether  it  was  occurring.  There  are  really  so 
few  cases  that  it  is  very  difficult  to  draw  any 
concrete  conclusions  about  what  is  going  to  occur 
in  the  majority  of  cases. 
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Student:  If  the  clinical  diagnosis  had  been 
rupture  of  the  uterus  with  hemorrhage,  would  an 
operation  have  been  performed? 

Dr.  Hellman:  From  the  information  I have 
here,  I think  we  probably  would  have  operated  on 
this  patient  with  that  diagnosis.  Certainly  if 


there  had  been  any  signs  of  peritoneal  irritation, 
an  operation  should  have  been  performed. 
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Treatment  of  Bacterial  Infections  with  the  Combination  of  Antibiotics  and 

Gamma  Globulin 


From  a total  of  46  cases  treated  with  a combina- 
tion of  antibiotics  and  gamma  globulin,  the  author 
presents  summaries  of  ten  cases.  The  first  six  of 
these,  he  says,  show  clearly  that  in  certain  instances 
the  addition  of  gamma  globulin  to  antibiotic  therapy 
may  give  a clinical  result  that  could  not  have  been 
obtained  with  antibiotics  alone.  In  each  there  had 
been  a long  period  during  which  vigorous  antibiotic 
therapy  alone  had  failed  to  produce  a response,  but 


when  gamma  globulin  was  added  to  approximately 
the  same  antibiotic  dosage,  marked  improvement 
occurred.  This  does  not,  of  course,  rule  out  the 
possibility  that  gamma  globulin  alone  may  have 
brought  the  same  improvement,  a point  unsettled 
because  the  risk  involved  in  establishing  an  anti- 
biotic-free  control  period  appeared  too  great. — 
Burton  Armin  Waisbren,  M.D.,  Antibiotics  and 
Chemotherapy,  June,  1957 
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Renal  Hamartoma 


WILLIAM  C.  EIKNER,  M.D.,  * CLIFTON  SPRINGS,  NEW  YORK 
( From  the  Department  of  Urology,  Clifton  Springs  Sanitarium  and  Clinic) 


HThe  first  report  in  modern  times  of  this  exceedingly 
rare  disease  was  published  in  1942  by  Moolten1  in 
which  he  gave  credit  to  Bourneville  and  Brissaud  as 
being  the  first  to  describe  this  condition  in  1880. 
Both  Bourneville  and  Brissaud  as  well  as  Moolten 
were  reporting  on  the  subject  of  tuberous  sclerosis 
complex  and  its  bearing  on  the  tumor  problem. 
While  the  term  tuberous  sclerosis  has  been  relegated 
to  the  description  of  a certain  brain  disease,  tuberous 
sclerosis  complex  has  been  described  as  being  a 
disease  not  only  of  the  brain  but  in  which  there  are 
at  the  same  time  changes  of  a tumor  nature  in  other 
organs,  chiefly  the  heart,  kidneys,  skin,  and  lungs. 
This  tumor  is  known  as  a hamartoma.  It  is  believed 
to  be  a congenital  error  type  of  tumor,  and  its 
manifestations  are  usually  not  accompanied  by 
clinical  significance. 

Tuberous  sclerosis  complex  is  characterized  by 
mental  retardation,  epilepsy,  adenomous  sebaceum, 
phacoma  of  the  retina,  and  hamartoma  of  the 
kidney.  Hamartoma  is  actually  a mixed  error  type 
of  tumor  and  is  usually  benign.  To  have  hamar- 
toma occur  solely  in  the  kidney  without  involvement 
of  the  nervous  system  adds  to  the  rarity  of  the 
disease.  Furthermore  to  have  this  same  situation 
develop  clinical  manifestations  is  even  more  un- 
common. 

Rusche2  in  1952  described  the  symptoms  of  renal 
hamartoma  as  being  those  which  might  occur  with 
any  type  of  kidney  tumor.  For  this  reason  the 
condition  is  usually  not  diagnosed  prior  to  surgery 
or  autopsy.  Rusche  reported  one  case  of  his  own 
with  survival  following  operation,  together  with 
two  cases  of  his  colleagues,  Fuller  and  Preuss, 
both  of  whose  patients  died  and  were  autopsied. 
Rusche’s  article  also  shows  a beautiful  photograph 
of  a gross  specimen  showing  tumor  involvement  of 
the  kidney. 

Mallory,3  in  describing  a specimen  of  renal 
hamartoma,  stated  that  the  specimen  was  unlike 
anything  he  had  ever  seen.  We  had  a similar  ex- 

* Dr.  Eikner  died  on  March  1,  1957. 


Fig.  1.  Retrograde  pyelograms  showing  normal 
right  kidney  and  enlarged  left  kidney  with  distortion 
and  filling  defect  to  the  pelvis  and  calyces  (antero- 
posterior view). 

perience  with  the  case  we  present  here  and  unfor- 
tunately were  not  alert  to  what  we  were  dealing  with 
and  did  not  obtain  a photograph  of  the  gross  speci- 
men before  it  had  been  dissected. 

Allen4  states  that  “lipomas  are  frequently  com- 
pounded with  hemangiomatous  and  myogenous 
components  to  form  tumors  called  angiomyolipomas, 
or  more  generally  hamartomas.  The  affinity  for 
hemangiomatous  expansion  in  adipose  tissue  is  well 
known  to  occur  in  other  locations,  especially  the 
extremities.”  He  further  states  that  “the  propor- 
tion of  fat,  muscle,  and  blood  vessels  is  highly 
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Fig.  2.  Oblique  view  retrograde  pyelogram  showing 
filling  defect  and  distortion  of  left  kidney  pelvis  and 
calyces. 


variable.  Metastases  from  these  lesions  are  an 
extremely  rare  occurrence.  Nevertheless,  neo- 
plasms that  histologically  merit  the  designation  of 
liposarcoma  occasionally  occur  in  instances  of 
metaplastic  ossification  or  chondrification  of  in- 
clusions of  striated  muscles  and  even  osteosarcoma 
have  been  described  within  pararenal  lipomas  as  in 
lipomas  elsewhere.” 

Inglis5  in  his  report  gave  an  excellent  description 
of  renal  hamartoma  associated  with  tuberous 
sclerosis. 

Mostofi6  states  that  there  are  100  cases  of  renal 
hamartoma  now  in  the  files  of  the  Armed  Forces 
Institute  of  Pathology,  and  that  10  or  12  of  these  at 
most  were  of  clinical  significance,  the  remainder 
being  only  incidental  findings.  The  ages  fell  into 
no  specific  category  and  range  from  twenty  to 
eighty-one  years.  His  impression  was  that  the 
group  which  showed  clinical  manifestations  usually 
occurred  in  the  twenty-  to  forty-year  age  group. 

Deming7  in  describing  renal  hamartomas  states 
that  “they  differ  from  the  teratomas  in  that  they  do 
not  contain  hair,  squamous  epithelium,  or  nerve 
cells.  They  lack  mitotic  figures,  do  not  invade 
adjacent  tissues,  and  do  not  metastasize.  They 
are  not  encapsulated  and  appear  embedded  in  the 
renal  tissue.” 


Fig.  3.  Angiomyolipoma  showing  the  lipomatous  element  with  immature  fat  as  well  as  many  small  blood  vessels. 
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Fig.  4.  Angiomyolipoma  of  kidney  showing  relationship  of  tumor  to  collecting  tubules,  lower  right. 


Fig.  5.  Angiomyolipoma  of  kidney  showing  myogenous  components  within  fat  and  related  to  blood  vessels. 
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Fig.  6.  Angiomyolipoma  showing  myxomatoid  type  of  tissue  in  upper  right.  Lower  left  shows  proliferating 
mesenchymal  tissue  with  small,  new  blood  vessels  and  some  muscle  elements. 


Case  Report 

J.  W.,  age  sixty-eight,  was  admitted  to  the  Clifton 
Springs  Sanitarium  and  Clinic  on  March  12,  1956, 
with  a history  of  left  renal  colic  for  the  preceding 
eight  days’  duration.  The  pain  had  been  partially 
relieved  by  hypodermics  of  Demerol,  only  to  recur 
with  variable  severity.  There  had  been  some  nausea 
and  vomiting  but  no  hematuria.  He  had  a nocturia 
of  once  each  night,  much  frequency  of  urination, 
but  no  dysuria.  There  were  no  other  symptoms. 

Past  History.— Four  years  previously  he  had 
several  attacks  of  right  renal  colic  due  to  renal 
calculi,  which  he  passed.  There  had  been  no 
attacks  from  the  right  kidney  since.  The  history 
was  otherwise  irrelevant. 

Physical  examination  showed  a well-developed 
and  well-nourished,  cooperative,  white  male,  com- 
plaining of  pain  in  the  left  lumbar  region  radiating 
to  the  left  flank  and  left  lower  quadrant  of  the 
abdomen.  Blood  pressure  was  120/65,  temperature 
100.6  F.,  and  pulse  rate,  90. 

Examination  of  the  abdomen  disclosed  moderate 
tenderness  on  palpation  over  the  lower  pole  of  the 
left  kidney,  but  no  evidence  of  tumor  was  present. 
The  prostate  was  smooth,  benign,  and  showed 
grade  II  enlargement..  The  remainder  of  the  phys- 
ical examination  was  not  significant. 

The  catheterized  urine  showed  an  acid  reaction 
with  a specific  gravity  of  1.016,  sugar  0,  with  a 
strong  trace  of  albumin.  Microscopic  examination 


showed  20  to  30  erythrocytes,  and  four  to  eight 
leukocytes  to  the  high-power  field  with  an  occasional 
epithelial  cell.  Hemoglobin  was  14.0  Gm.  with 
erythrocytes  4,490,000,  leukocytes  9,100,  neutro- 
philes  59  per  cent,  and  lymphocytes  41  per  cent. 
Blood  Wassermann  was  negative.  Fasting  blood 
sugar  was  120  mg.  per  cent,  urea  nitrogen  15  mg. 
per  cent,  uric  acid  4.4  mg.  per  cent,  serum  calcium 
9.3  mg.  per  cent,  and  serum  phosphorus  3.4  mg. 
per  cent.  Electrocardiogram  was  normal. 

Cystoscopic  examination  was  carried  out  on 
March  13,  1956,  under  local  anaesthesia.  A small 
papillary  bladder  tumor  involving  only  the  mucosa 
was  found  to  be  situated  just  behind  the  right 
ureteral  orifice.  This  was  removed  by  transurethral 
resection  and  its  base  carefully  coagulated.  The 
pathologic  report  showed  early  papillary  transi- 
tional cell  carcinoma  of  the  urinary  bladder.  This 
had  no  relation  to  the  condition  found  in  the  left 
kidney.  There  was  no  residual  urine. 

Both  ureters  were  easily  catheterized  and  the  flow 
of  urine  was  normal  from  both  kidneys.  Cultures 
from  both  kidneys  as  well  as  from  the  urinary 
bladder  were  negative.  The  time  of  appearance  of 
indigo-carmine  given  intravenously  was  four  minutes 
from  each  kidney,  indicating  good  kidney  function. 

A retrograde  pyelogram  (Fig.  1)  was  made,  which 
showed  definite  enlargement  of  the  left  kidney 
shadow  and  a normal  pelvis  and  calyces  on  the  right 
side.  On  the  left,  however,  there  was  definite 
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evidence  of  distortion  and  filling  defect  of  the  pelvis 
and  all  three  groups  of  calyces  as  well.  A left 
oblique  view  (Fig.  2)  shows  this  even  more  strikingly. 
It  was  our  impression  at  this  point  that  the  diag- 
nosis rested  between  tumor  of  the  left  kidney  and 
cystic  disease. 

The  patient  was  operated  on  March  15,  1956, 
through  a left  flank  incision  for  extraperitoneal 
approach  to  the  kidney.  The  ureter  appeared 
slightly  reddened  and  a little  larger  than  normal  in 
size.  The  kidney  was  noted  to  be  about  one  and 
one-half  times  its  average  normal  size  and  on 
its  external  surface  appeared  otherwise  normal. 
Around  the  hilum  of  the  kidney,  however,  the  struc- 
tures felt  exceedingly  peculiar  and  unlike  anything 
that  we  had  ever  felt  before.  The  structures  around 
the  pelvis  of  the  kidney  were  rubbery,  indurated, 
and  did  not  have  the  appearance  of  an  inflammatory 
lesion.  Cultures  taken  from  the  perinephritic  area 
showed  no  growth.  We  were  suspicious  at  this 
point  that  we  were  dealing  with  a tumor  involving 
the  pelvic  mucosa.  The  kidney  was  easily  re- 
moved in  the  usual  fashion  and  immediately  ex- 
amined by  the  pathologist.  Since  no  tumor  of  the 
renal  pelvis  was  found,  the  ureter  was  not  removed 
below  the  pelvic  brim. 

The  patient  followed  an  uncomplicated  postoper- 
ative course  and,  while  he  had  been  febrile  pre- 
operatively,  on  the  third  postoperative  day  his 
temperature  became  normal  and  remained  so  there- 


after. The  wound  healed  without  difficulty,  and  the 
patient  was  discharged  from  the  hospital  on  March 
22,  1956,  fully  recovered.  He  has  been  seen 
periodically  since  then  and  has  remained  entirely 
well.  There  has  been  no  recurrence  of  his  bladder 
tumor  or  renal  stone.  His  urine  is  normal,  and 
there  has  been  no  evidence  of  renal  tumor  recur- 
rence anywhere. 

Pathologic  Report. — The  specimen  was  an 
enlarged,  normal  shaped  kidney,  weighing  225  Gm. 
and  measuring  12  by  7 by  6 cm.  The  capsular 
surface  was  smooth.  Cut  surfaces  revealed  a 
thick  parenchyma  with  good  distinct  architectural 
pattern  of  cortex  and  medulla.  The  hilar  fat 
appeared  edematous  and  gelatinous.  The  calyces 
and  pelvis  were  somewhat  dilated.  The  mucosal 
surfaces  were  granular  and  hemorrhagic,  and  the 
mucosa  was  thickened  and  edematous.  There  was 
hemorrhage  and  some  firm  reaction  in  relation  to 
some  of  the  calyces  appearing  to  be  in  subjacent  fat. 

Microscopic  Examination. — Sections  showed  a 
most  unusual  type  of  tumor,  which  involved  the 
hilar  fat  and  in  some  areas  was  not  separated  from 
the  tissue  of  the  renal  pyramid.  Much  of  the  fat 
present  was  of  the  adult  type,  but  there  were  irregu- 
lar areas  of  quite  immature  and  embryonal  type  of 
fat  (Fig.  3).  There  was  an  extremely  large  number 
of  blood  vessels,  and  many  of  these  were  small  and 
showed  the  qualities  of  developing  (Fig.  4).  In  rela- 
tion to  the  blood  vessels  there  was  a great  deal  of  de- 
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Fig.  8.  Higher  magnification  of  Fig.  7,  showing  proliferating  myogenous  cells  in  fat. 


velopment  of  immature  muscle  which  spread  out 
into  the  surrounding  tissue.  This  was  typical 
smooth  muscle  with  elongated  granular  nuclei  (Fig. 
5).  There  were  areas  of  typical  myxomatous  tissue 
(Fig.  6).  There  were  areas  of  hemorrhage  and  areas 
of  necrosis  with  inflammatory  reaction.  Prolifer- 
ating angiomatous  areas  (Fig.  7)  were  shown  with 
fat  matrix  with  proliferating  vessels  and  muscles. 
This  is  even  more  striking  when  seen  in  very  high 
power  (Fig.  8).  The  picture  was  entirely  typical  of 
what  is  well  described  as  an  angiomyolipoma. 
They  are  more  commonly  known  under  the  term 
renal  hamartoma. 

Conclusions 

Hamartoma  involving  only  the  kidney  is  an  ex- 
ceedingly rare  condition  and  usually  of  little  or  no 
clinical  significance.  It  is  most  often  benign  but 
has  malignant  potentialities.  Most  of  the  cases 
reported  have  been  diagnosed  at  the  autopsy  table 


and  very  few  have  been  operated  on.  The  symp- 
toms of  renal  hamartoma  may  be  any  combination 
of  symptoms  common  to  renal  tumors.  Whenever 
symptoms  of  this  sort  are  present,  as  in  the  case  here 
reported,  nephrectomy  is  the  treatment  of  choice. 
The  patients  usually  are  cured  by  nephrectomy  and 
have  no  further  difficulty.  The  possibility  of  tuber- 
ous sclerosis  developing  at  this  late  stage  is  unlikely. 
To  date  the  patient  has  shown  no  symptoms  sug- 
gesting this  condition. 
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Qince  Koeberle’s1  first  report  in  1881  there  have 
"been  numerous  reports  in  the  medical  literature 
of  patients  who  survived  the  surgical  removal  of  a 
greater  part  of  their  small  intestine,  but  in  only 
a few  of  these  do  we  have  any  follow-up  re- 
ported. In  even  fewer  patients  was  intestinal 
absorption  studied  postoperatively. 

Large  segments  of  bowel  have  been  removed  in 
the  treatment  of  various  intestinal  disorders. 
Moynihan2  reported  54  cases  of  massive  resection 
for  various  reasons  including  lengths  of  bowel  rang- 
ing from  192  to  540  cm.  In  1944  Holman3  reported 
successful  excision  of  20  feet  (609  cm.)  of  intestine. 
Meyer4  reported  a similar  case  in  1946.  According 
to  Treves5  the  length  of  the  small  intestine  is  ex- 
tremely variable,  ranging  from  15  to  33  feet  (457 
to  1,006  cm.).  The  average  length  is  22  feet  5 
inches,  or  683  cm.  According  to  Moynihan  the 
length  of  the  intestine  varies  directly  with  the 
measurement  of  the  body,  and  for  every  100  cm.  of 
body  height  there  are  387.5  cm.  of  small  intestine.2 

The  result  of  previous  experience  has  led  to  the 
conclusion  that  approximately  two  thirds  of  the 
small  bowel  can  be  deleted  in  the  human  being 
without  serious  risk  to  life.  The  important  con- 
sideration is  not  the  amount  of  intestine  removed, 
since  lengths  are  so  variable,  but  rather  the  amount 
that  remains  to  carry  on  the  digestive  function  of  the 
alimentary  canal. 

Until  recently  the  case  reports  of  massive  intes- 
tinal resection  had  no  follow-up  metabolic  investi- 
gations. West  et  al ,6  did  nutritional  surveys  on  a 
patient  with  only  3 feet  (91  cm.)  of  remaining  small 
intestine.  Their  findings  were  that  carbohydrates 
were  utilized  normally,  proteins  were  not  absorbed 
well,  and  fat  absorption  was  poor.  Also  there  was 
excessive  loss  of  calcium  when  a large  amount  of  fat 
was  included  in  the  diet.  Berman  et  al.,7  in  a care- 
ful metabolic  study  after  massive  resection,  con- 
cluded that  an  optimal  diet  in  cases  of  massive  small 
intestine  resection  should  be  high  in  carbohydrate 
and  easily  assimilated  protein,  low  in  fat,  and  low  in 
residue.  Feedings  should  be  small,  frequent,  and 
supplemented  with  oral  vitamins. 

Diarrhea  is  the  most  common  and  most  disturbing 
postoperative  complication,  both  clinically  and 
experimentally,  and  this  symptom  may  be  so  severe 
as  to  cause  the  death  of  the  patient  due  to  fluid  and 
electrolyte  losses.  Diarrhea  caused  by  extensive 
resection  cannot  be  controlled  by  drugs,  and  the 


only  hope  lies  in  dietary  management. 

The  following  is  a case  report  of  a patient  in  whom 
457  cm.  of  small  bowel  was  resected. 

Case  Report 

A fifty-seven-year-old  Negro  male  was  admitted 
to  the  Southampton  Hospital  on  August  15,  1954, 
with  a chief  complaint  of  abdominal  pain  of  four 
hours  duration. 

Except  for  a duodenal  ulcer  demonstrated  by 
x-ray  two  years  previously  the  patient  had  always 
enjoyed  excellent  health.  He  had  maintained  him- 
self on  an  ulcer  regimen,  and  prior  to  the  onset  of 
the  present  illness  had  no  gastrointestinal  symptoms. 

His  present  illness  began  four  hours  prior  to  ad- 
mission with  the  onset  of  diffuse,  crampy,  abdominal 
pain  which  by  the  time  of  admission  was  persistent. 
There  was  associated  nausea  but  no  vomiting.  A 
bowel  movement  prior  to  the  onset  of  pain  was  nor- 
mal. 

On  physical  examination  at  the  time  of  admission 
all  vital  signs  were  normal.  Three  hours  after  ad- 
mission his  pulse  became  rapid  and  weak,  and  his 
blood  pressure,  which  had  been  120/78,  became  un- 
obtainable. His  abdomen  was  diffusely  distended 
and  tender.  There  was  some  muscle  rigidity. 
The  remainder  of  the  physical  examination,  includ- 
ing a rectal  examination,  was  not  remarkable.  A 
urinalysis  was  normal.  White  blood  count  was 
12,900  with  75  per  cent  polymorphs,  1 per  cent  eosin- 
ophils and  24  per  cent  lymphocytes.  Red  blood 
count  was  4,530,000,  and  hemoglobin  was  14.5  Gm. 
A flat  plate  of  the  abdomen  revealed  distended  loops 
of  small  bowel  with  no  free  air  in  the  peritoneal 
cavity. 

Six  hours  after  admission,  because  the  patient’s 
condition  was  rapidly  deteriorating,  an  exploratory 
laparotomy  was  performed.  The  preoperative 
diagnosis  was  intestinal  obstruction  due  to  a vascular 
accident  (because  of  the  rapid  development  of  shock). 
The  abdomen  was  opened  through  a left  paramedian 
incision.  There  was  a hernia  of  most  of  the  small 
bowel  through  an  opening  at  the  base  of  the  mesen- 
tery. Approximately  15  feet  (457  cm.)  of  the  je- 
junum and  ileum  were  completely  gangrenous. 
It  was  reddish  purple  in  color  and  very  friable. 
Approximately  1,000  cc.  of  serosanguineous  free 
fluid  was  present  in  the  peritoneal  cavity.  The 
457  cm.  section  of  small  bowel  was  resected,  and  an 
end  to  side  anastomosis  was  made  with  the  2 feet 
(61  cm.)  of  remaining  jejunum  and  six  inches  (21 
cm. ) of  terminal  ileum.  There  was  no  tension  at  the 
anastomotic  site.  Neomycin  was  placed  in  the  peri- 
toneal cavity.  Closure  was  with  through  and 
through  interrupted  sutures.  The  patient  was 
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critical  throughout  the  operative  procedure  and 
received  a total  of  5 pints  of  whole  blood  and  1,000 
cc.  of  saline.  For  forty-eight  hours  postoperatively 
the  patient’s  condition  remained  precarious.  How- 
ever, with  a Miller-Abbott  tube,  intravenous  fluids, 
penicillin,  streptomycin,  and  digitalization,  his  con- 
dition stabilized.  For  six  weeks  postoperatively  he 
continued  to  have  frequent  loose  stools.  These 
gradually  decreased,  and  by  the  time  of  discharge 
fifty  days  postoperatively,  his  stools  were  formed. 
The  pathologic  report  of  the  small  bowel  showed 
partial  necrosis  of  the  wall,  particularly  the  mucosa. 
The  veins  were  markedly  dilated,  and  there  were 
hemorrhagic  areas  in  the  submucosal  tissue.  There 
was  moderate  infiltration  with  neutrophils  and 
lymphocytes. 

Follow-up. — Thirty  months  after  surgery  the 
patient,  feeling  perfectly  well  with  normal  stools, 
was  admitted  for  follow-up  studies.  He  had  been 
on  a regular  diet  without  untoward  effect.  All  lab- 
oratory determinations,  including  a complete  blood 
count,  urinalysis,  sedimentation  rate,  glucose  toler- 
ance test,  urea  nitrogen,  total  protein,  serum 
amylase,  and  electrocardiograms  were  normal.  A 
serum  calcium  was  5.9  and  6.7  mg.  per  cent  re- 
spectively. However,  subclinical  tetany  could  not 
be  demonstrated.  A gastrointestinal  x-ray  series 
demonstrated  a marked  reduction  in  the  length 
of  the  small  intestine  which  was  primarily  ileum. 
There  was  a deformity  of  the  first  portion  of  the 
duodenum  consistent  with  an  old  healed  duodenal 
ulcer. 

Summary 

1.  A case  of  successful  resection  of  457  cm.  of 
small  intestine  is  reported  in  which  there  remained 


approximately  24  inches  (61  cm.)  of  the  proximal 
portion  of  the  jejunum  and  6 inches  (21  cm.)  of  the 
terminal  ileum.  The  patient  was  well  thirty 
months  after  surgery  and  has  not  had  the  usual 
complications  of  either  diarrhea  or  severe  metabolic 
disturbance. 

2.  Intractable  diarrhea,  which  materially  de- 
creases water  and  food  assimilation,  does  not  appear 
to  be  inevitable  in  cases  of  massive  resection  of  the 
bowel. 

3.  Postoperatively  the  diet  should  be  high  in 
carbohydrate  and  proteins,  low  in  fat  and  cellulose, 
and  supplemented  with  vitamins. 

4.  Careful  attention  must  be  directed  to  fluid 
balance  postoperatively,  and  the  gastrointestinal 
tract  must  be  kept  at  rest  until  the  site  of  anasto- 
mosis has  healed.  By  so  doing  the  remaining  part 
of  the  bowel  will  make  necessary  readjustments  in 
its  physiology  so  as  to  be  compatible  with  a fairly 
normal  existence  for  the  patient. 

Old  Town  Road 
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Diagnosis,  Treatment,  and  Prevention  of  Hypercortisonism  in  Patients  with 

Rheumatoid  Arthritis 


In  addition  to  the  more  familiar  general  effects  of 
hypercortisonism  (facial  rounding,  edema,  etc.) 
there  are  certain  special  effects  of  excessive  doses  of 
cortisone  and  related  compounds  in  patients  with 
rheumatoid  arthritis.  In  the  opinion  of  the  authors 
these  special  effects  should  be  emphasized.  Ac- 
cordingly, they  describe  the  signs  and  symptoms, 
give  some  pointers  on  differentiating  them  from 
rheumatoid  flare-ups,  and  discuss  treatment  and 
prevention.  They  point  out  that  usefulness  of 
cortisone,  hydrocortisone,  prednisone,  prednisolone, 


and  corticotropin  is  not  judged  by  reactions  due  to 
overdosage;  optimally  tolerated  doses  are  valuable 
agents  despite  side-effects  resulting  from  overdosage 
in  some  cases.  Occurring,  as  they  sometimes  do, 
in  long-term  treatment  of  rheumatoid  arthritis, 
such  effects,  whether  general  or  special,  are  not 
advantageous,  and  every  effort  should  be  made  to 
avoid  them. — Charles  F . Slocumb,  M.D.,  Howard  F. 
Polley,  M.D.,  and  L.  Emmerson  Ward,  M.D., 
Proceedings  of  the  Staff  Meetings  of  the  Mayo  Clinic, 
May  1, 1957 
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Meningeal  Manifestations  of  Subacute  Bacterial  Endocarditis 
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Cubacute  bacterial  endocarditis  can  present  in 
^ many  forms.  Central  nervous  system  manifes- 
tations resulting  from  embolic  phenomena  are  not 
uncommon,1-3  but  meningeal  or  meningoencephalic 
involvement  is  rarely  encountered  in  subacute 
bacterial  endocarditis.4-6  In  acute  bacterial  endo- 
carditis the  causative  organism  can  usually  be 
isolated  from  the  cerebrospinal  fluid,  while  in  the 
subacute  form  the  cerebrospinal  fluid  is  almost 
always  sterile.  Because  of  this  it  is  felt  that  the 
meningeal  signs  seen  in  subacute  bacterial  endo- 
carditis are  manifestions  of  a serous  reactive  menin- 
gitis.7 

The  course  of  treatment  in  most  cases  of  subacute 
bacterial  endocarditis  involves  long  periods  of  large 
doses  of  multiple  antibiotics.  We  were  recently 
successful  in  treating  an  established  case  of  the 
disease  with  small  doses  of  tetracycline.  The  first 
clinical  signs  and  symptoms  in  our  case  were  those 
of  meningeal  irritation.  These  findings  with  a 
sterile  cerebrospinal  fluid,  we  believe,  further 
establish  the  existence  of  a serous  reactive  meningitis 
in  subacute  bacterial  endocarditis. 

Case  Report 

R.  K.,  a fifty-five-year-old,  married,  white  house- 
wife, first  entered  St.  Luke’s  Hospital  on  April  11, 
1956,  complaining  of  a severe  generalized  headache 
and  lethargy  for  one  day.  The  patient  had  “in- 
flammatory rheumatism”  at  the  age  of  twenty-five 
and  was  told  that  she  had  a heart  murmur  by  several 
doctors  in  the  ensuing  thirty  years  but  was  asympto- 
matic during  this  period. 

Five  months  prior  to  admission,  she  noted  the 
gradual  onset  of  malaise,  anorexia,  and  an  early 
morning  cough.  This  cough  also  occurred  after 
meals  and  was  productive  of  small  amounts  of 
“stringy”  white  sputum  without  blood  each  day. 
Four  months  prior  to  admission  the  patient  noted 
a sudden  increase  in  her  cough  and  sputum  accom- 
panied by  fever.  Her  private  physician  diagnosed 
bronchopneumonia  and  treated  her  successfully  at 
home  with  penicillin. 

Two  months  before  she  entered  the  hospital  the 
patient  was  found  to  have  a hemoglobin  of  50  per 
cent,  but  all  studies  attempting  to  find  the  cause  of 
this  anemia,  including  a gastrointestinal  series  and 
barium  enema,  were  negative.  Since  the  anemia 
was  thought  to  be  a hypochromic,  microcytic,  blood 
loss  type,  she  was  placed  on  iron  and  vitamin  ther- 
apy, but  she  continued  to  complain  of  severe  weak- 
ness. One  day  prior  to  her  admission  the  patient 
collapsed  on  the  floor  and  noted  for  the  first  time  a 


severe  generalized  headache  and  diminished  visual 
and  auditor}"  acuity. 

On  the  day  of  her  admission  her  husband  thought 
that  she  seemed  very  “sleepy.”  Her  headache  was 
less  severe,  but  she  complained  of  feeling  chilly. 
Her  private  physician  saw  her  at  home.  He  noted 
nuchal  rigidity  and  a temperature  of  104.2  F.  and 
advised  hospitalization. 

Her  family  and  social  history  were  noncontrib- 
utory. She  denied  having  taken  any  medications, 
never  drank  alcoholic  beverages,  and  had  no  history 
of  exposure  to  toxic  drugs,  fumes,  chemicals,  or  dusts. 
She  had  sustained  no  recent  injury"  and  had'  no 
previous  convulsive  episodes,  fainting,  memory  loss, 
or  seizures.  Both  her  husband  and  private  physi- 
cian considered  her  emotionally  stable.  To  her 
knowledge  she  had  never  had  tuberculosis,  and  the 
most  recent  chest  x-ray,  two  months  prior  to  ad- 
mission, had  been  read  as  negative.  Her  history" 
was  negative  for  melena,  hematuria,  hematemesis, 
and  easy  bruising. 

Phy-sical  examination  on  admission  revealed  a 
regular  pulse  rate  of  90  per  minute,  a blood  pressure 
of  160/90  mm.  of  mercury",  a respiratory  rate  of 
twenty  per  minute  and  a temperature  of  104.2  F. 
The  patient  was  a well-developed,  well-nourished, 
lethargic,  white  female  who  could  be  aroused  but 
found  it  difficult  to  concentrate.  The  skin  and 
mucous  membranes  were  clear,  no  petechiae  being 
noted.  The  pupils  were  round,  regular,  and  equal 
and  reacted  to  light  stimulus.  No  papilledema, 
hemorrhages,  or  exudates  were  noted  in  the  fundi, 
ear  canals,  and  the  head  failed  to  reveal  any" 
evidence  of  trauma.  The  pharynx  was  diffusely" 
injected  without  exudate  and  no  lymphadenopathy" 
was  noted.  She  demonstrated  moderate  nuchal 
rigidity  but  had  negative  Ivernig  and  Brudzinski 
reactions.  The  deep  tendon  reflexes,  muscle  power, 
abdominal  reflexes,  and  sensory  modalities  were 
normal.  The  lungs  were  clear  and  the  abdomen 
unrevealing.  The  heart  was  of  normal  size  and  had  a 
regular  sinus  rhythm  with  harsh,  blowing,  grade  III, 
medium  pitched,  systolic  murmur  at  the  apex. 
The  second  aortic  and  pulmonic  sounds  were  equal 
in  intensity",  and  the  murmur  was  not  transmitted. 
No  gallop,  rub,  or  thrill  was  noted. 

Initial  laboratory  studies  included  a negative 
urinalyrsis,  a hemoglobin  of  9.7  Gm.  per  cent,  a white 
cell  count  of  12,700  per  cu.  mm.  with  69  per  cent 
polyunorphonuclear  leukocy-tes,  28  per  cent  lympho- 
cytes, and  3 per  cent  monocytes.  A chest  x-ray 
demonstrated  a calcific  focus  in  the  right  midlung 
field  and  strand-like  densities  in  the  first  right  inter- 
space anteriorly.  A lumbar  puncture  disclosed  an 
initial  pressure  of  120  mm.  of  cerebrospinal  fluid, 
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which  was  slightly  cloudy  and  contained  314  white 
blood  cells  per  cu.  ml.,  of  which  70  per  cent  were 
polymorphonuclear  leukocytes.  The  spinal  fluid 
protein  was  40  mg.  per  cent,  sugar  57  mg.  per  cent, 
while  both  Gram  and  Ziehl-Neelsen  stains  of  the 
fluid  were  negative.  An  electrocardiogram  showed 
no  abnormalities.  The  serum  carbon  dioxide  was 
52.2  vols.  per  cent  with  a blood  sugar  of  179  mg. 
per  cent. 

After  a blood  culture  was  taken  the  patient  was 
given  500  mg.  of  tetracycline  in  500  cc.  of  5 per  cent 
dextrose  and  water  intravenously.  She  also  re- 
ceived 100  mg.  of  isoniazid  hydrazide  by  mouth 
immediately  and  every  six  hours.  The  next  day 
the  nuchal  rigidity  and  headache  were  more  severe, 
but  her  lethargy  had  diminished,  and  her  tempera- 
ture had  dropped  to  102  F.  The  spleen  tip  was  felt 
2 cm.  below  the  costal  margin,  and  it  was  thought 
that  the  apical  systolic  murmur  had  become  louder, 
higher  pitched,  and  was  now  heard  over  the  entire 
precordium.  A plain  film  of  the  abdomen  revealed 
splenic  calcification.  It  was  thought  that  the  evi- 
dence best  fit  a diagnosis  of  tuberculous  meningitis, 
and  500  mg.  of  streptomycin  and  500  mg.  of  di- 
hydrostreptomycin intramuscularly  twice  a day  was 
added  to  the  previous  course  of  therapy.  The 
tetracycline  was  continued  by  mouth,  500  mg.  every 
six  hours. 

Blood  studies  repeated  the  day  following  ad- 
mission revealed  a hemoglobin  of  10.5  Gm.,  a white 
blood  cell  count  of  8,100  per  cent  cu.  mm.,  and  a 
sedimentation  rate  (Wintrobe)  of  37  mm.  in  one 
hour  corrected  for  a hematocrit  of  31  per  cent. 
The  fasting  blood  sugar  was  105  mg.  per  cent,  blood 
urea  nitrogen  1 1.8  mg.  per  cent,  while  serum  sodium, 
potassium,  chlorides,  and  febrile  and  heterophile 
agglutinins  were  all  within  normal  limits.  Sputum 
smear  for  acid-fast  bacilli  was  negative.  A lumbar 
puncture  contained  286  white  blood  cells  per  cu. 
ml.  of  cerebrospinal  fluid;  all  were  polymorphonu- 
clear leukocytes.  Bone  marrow  aspiration  was 
normal  with  smear  for  organisms  negative.  No 
new  neurologic  signs  appeared,  the  sensorium cleared, 
the  neck  became  supple,  and  the  temperature  fell  to 
100  F.  by  the  end  of  the  third  hospital  day. 

On  the  fourth  hospital  day  all  nuchal  rigidity 
disappeared,  the  spleen  was  no  longer  palpable, 
and  she  was  very  alert.  At  this  time  petechiae  were 
first  noted  on  the  upper  right  conjunctival  mem- 
brane, and  the  systolic  murmur  had  become  much 
softer.  The  patient’s  temperature  was  99  F.,  and 
the  blood  culture  was  reported  as  growing  out  a 
pure  culture  of  Streptococcus  viridans  in  all  initial 
three  cultures,  while  the  spinal  fluid  culture  remained 
sterile.  All  antituberculous  medication  was  stopped, 
and  500  mg.  of  tetracycline  by  mouth  every  six 
hours  was  the  only  drug  continued. 

Since  the  sensitivity  studies  showed  the  organism 
to  be  rapidly  destroyed  by  0.39  meg.  per  ml.  of  this 
antibiotic,  the  patient  received  a four  weeks’  course 
of  2 Gm.  of  tetracycline  a day.  The  spinal  fluid 
cleared  completely  during  this  period,  and  the 
hemoglobin,  white  cell  count,  and  sedimentation 
rate  returned  to  normal.  Twelve  blood  cultures 
drawn  in  the  two  weeks  following  the  cessation  of 


therapy  were  sterile.  All  sputum,  spinal  fluid,  and 
gastric  aspirations  for  acid-fast  bacilli  were  negative, 
and  the  patient  was  discharged  seven  weeks  after 
admission  with  apparently  no  new  valvular  damage 
or  residual  meningeal  or  cerebral  manifestations. 

Comment 

At  the  time  of  admission  it  was  thought  that  this 
patient  probably  had  tuberculous  meningitis  because 
of  her  history  of  chronic  cough  and  sputum,  chest 
x-ray  findings,  and  splenic  calcification.  Thus, 
antituberculous  therapy  was  started.  Tetracycline 
was  added  when  polymorphonuclear  leukocyctes 
were  found  to  predominate  the  spinal  fluid.  Sub- 
acute bacterial  endocarditis  with  meningeal  mani- 
festations became  the  obvious  diagnosis  when  Strep- 
tococcus viridans  was  cultured  from  the  patient’s 
blood.  The  history  suggestive  of  rheumatic  fever 
and  a heart  murmur,  which  changed  during  her 
course,  added  to  the  findings  of  a spleen  tip  and 
petechiae,  served  as  confirmatory  evidence. 

Meningitis,  meningoencephalitis,  hemiplegia,  sub- 
arachnoid hemorrhage,  and  other  neurologic  dis- 
orders were  noted  in  the  early  descriptions  of  bac- 
terial endocarditis.8  The  incidence  of  such  neuro- 
logic findings  in  subacute  bacterial  endocarditis  is 
approximately  20  to  25  per  cent,  and  the  incidence 
of  pathologic  changes  in  the  central  nervous  system 
is  even  greater.1  In  35  patients  with  acute  and  sub- 
acute bacterial  endocarditis,  Toone3  noted  that  17 
(48.5  per  cent)  presented  some  type  of  cerebral 
sign  or  symptom,  and  that  nine  (25  per  cent)  were 
admitted  primarily  as  neurologic,  neurosurgical, 
or  mental  patients.  Pathologic  investigation  of  the 
central  nervous  system  lesions  of  subacute  bacterial 
endocarditis  revealed  inflammatory  changes  in  the 
brain  in  ten  of  13  cases  or  77  per  cent.  He  noted  the 
fundamental  pathologic  change  to  be  a diffuse, 
embolic  meningoencephalitis  with  various  clinical 
manifestations.  In  another  study  DeJong4  found 
that  17  of  68  cases  of  subacute  bacterial  endocarditis 
presented  clinical  or  pathologic  evidence  of  neuro- 
logic disease.  The  variety  of  lesions  included 
emboli  and  thrombi  in  the  cerebral  vessels,  menin- 
gitis, meningoencephalitis,  brain  abscess,  mycotic 
aneurysms,  and  cerebral  and  intracranial  hemor- 
rhage. 

Meningoencephalitis  is  the  most  frequent  clinical 
manifestation  of  central  nervous  system  damage  in 
acute  and  subacute  bacterial  endocarditis,  with 
meningitis  alone  being  very  rare.  It  is  frequently 
impossible  to  culture  any  organisms  from  the  spinal 
fluid  in  subacute  bacterial  endocarditis.  Toone3  was 
unable  to  recover  the  organism  in  five  cases,  and  in 
reviewing  the  literature  he  could  find  only  one  case  in 
which  Streptococcus  viridans  was  cultured  from  the 
cerebrospinal  fluid.  In  acute  bacterial  endocarditis, 
however,  the  causative  organism  was  recovered  in 
four  of  six  cases.  The  failure  to  culture  Streptococ- 
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cus  viridans  from  the  spinal  fluid  suggests  the  pos- 
sibility of  a serous  reactive  meningitis  as  reported  by 
Ullom.7  This  is  not  uncommon  in  acute  infections. 
The  neuropathologic  findings  are  a temporary  swell- 
ing of  the  endothelial  cells  of  the  smallest  blood 
vessels  of  the  brain  with  or  without  occlusion.  The 
rapid  disappearance  of  symptoms  following  the  onset 
of  tetracycline  therapy  in  this  case  suggests  that  a 
serous  reactive  type  of  meningitis  secondary  to  the 
bacteremia  may  well  have  been  responsible  for  the 
above  neuropathologic  picture. 

Another  interesting  feature  of  this  case  was  the 
excellent  clinical  and  bacteriologic  response  to  oral 
tetracycline  in  small  doses.  The  test  tube  dilution 
method  of  determining  bacterial  sensitivity  showed 
the  organism  to  be  highly  sensitive  to  low  concen- 
trations of  tetracycline  (0.39  meg.  per  ml.).  This 
was  borne  out  by  the  clinical  course  of  the  disease 
with  three  blood  cultures  initially^  positive  and  20 
negative  after  beginning  therapy.  There  have  been 
reports  on  the  use  of  broad-spectrum  antibiotics  in 
subacute  bacterial  endocarditis,  but  as  far  as  we 
know  the  use  of  tetracycline  alone,  in  such  small 
doses,  has  not  been  reported. 

Summary 

A case  of  rheumatic  heart  disease  with  Strepto- 
coccus viridans  subacute  bacterial  endocarditis 
simulating  meningitis  is  presented.  It  is  suggested 


that  a diagnosis  of  subacute  bacterial  endocarditis 
be  considered  whenever  a patient  with  a history  of 
rheumatic  heart  disease  presents  with  a fever, 
symptoms  of  meningeal  irritation,  and  a sterile 
cerebrospinal  fluid.  It  is  also  suggested  that  neuro- 
logic signs  and  symptoms  be  more  frequently  con- 
sidered as  an  integral  part  of  the  syndrome  in 
establishing  a diagnosis  of  subacute  bacterial  endo- 
carditis. 
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The  Prophylactic  Treatment  of  Matignant  Disease  with  Nitrogen  Mustard  and 
T riethylenethiophosphoram ide  ( Th io  T EPA ) 


The  danger  of  inadvertently  getting  dislodged 
malignant  cells  into  the  circulation  during  resection 
of  a tumor  with  consequent  metastatic  spread  of  the 
disease  has  been  previously  discussed  by  the  present 
authors  as  well  as  by  others.  In  this  papier  Mac- 
Donald, Cole,  and  associates  report  results  of  experi- 
mental work  on  the  prophylactic  use  of  anticancer 
agents  in  rats  and  also  summarize  use  of  such  agents 
in  human  cancer  patients  as  an  adjunct  to  the 
operation. 

Forty-five  patients  were  given  four  doses  of  nitro- 


gen mustard,  the  first  dose  on  the  day  of  operation, 
with  the  objective  of  killing  loose  cancer  cells  and 
perhaps  destroying  or  inhibiting  microscopic  nests  of 
cells  which,  temporarily  held  in  check  by  the  host, 
ultimately  would  develop  into  gross  metastases. 
Carcinoma  of  the  breast,  stomach,  colon,  and  rectum 
were  chosen  because  these  areas  metastasize  by  vein 
as  well  as  bv  lymphatics. — Gerald  O.  MacDonald, 
M.D.,  Charles  Livingston,  M.D.,  Carroll  F.  Boyles, 
M.D.,  and  Warren  H.  Cole,  M.D.,  Annals  of  Surgery, 
May,  1957 
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XJemangiomas  are  rarely  observed  on  the  soft 
palate.  According  to  Hallberg,1  eight  heman- 
giomas have  been  noted  in  409  solid  tumors  of  the 
palate.  They  occur  twice  as  frequently  in  females 
and  rarely  in  Negroes.  Multiple  lesions  have  been 
observed  in  16  per  cent  of  the  cases  by  Havens  and 
Lockhart.5 

The  hemangiomas  of  the  upper  respiratory  tract 
come  to  medical  attention  more  frequently  because 
of  hemorrhages  and  occasionally  because  of  a 
mechanical  compression  of  the  airway  and  conse- 
quent dyspnea.  Dysphagia  is  sometimes  present. 
A case  is  described  by  Bommes3  in  which  hemor- 
rhages from  a hemangioma  of  the  oral  cavity  ap- 
peared at  the  menstrual  periods. 

Different  treatments  have  been  advocated  for  the 
management  of  the  hemangiomas  of  the  soft  palate. 
The  old  system  of  injection  of  hot  water  has  been 
abandoned  in  view  of  the  danger  of  emboli  and  of 
extensive  sloughing.  A patient  reported  by  Smith1 
was  treated  with  monthly  injections  of  Sylnasol  (a 
sodium  salt  of  psyllium  seed  oil)  with  good  results. 
Bryant6  has  reported  a twenty-three-year-old 
woman  in  whom  one  application  of  radium  (75  mg. 
in  six  needles  placed  on  the  tumor  for  two  hours)  re- 
sulted in  the  complete  disappearance  of  the  tumor. 
Diathermy  has  been  advocated  by  Howarth6  and 
others. 

Case  Report 

C.  G.,  a sixty-one-year-old,  Italian-born  widow, 
was  admitted  to  the  Columbia — Presbyterian  Medi- 
cal Center  on  July  2,  1956,  with  the  chief  complaint 
of  increasing  difficulty  in  breathing  and  swallowing. 

In  his  letter  of  referral  her  physician  stated  that 
the  patient  had  been  seen  by  him  in  April,  1946,  at 
which  time  she  presented  with  a large  swelling  of  the 
left  half  of  the  soft  palate.  This  was  aspirated  and 
yielded  pure  blood.  Blood  serology  at  that  time 
was  positive.  Seven  months  later,  because  of 
increasing  size  and  “bruit,”  a left  external  carotid 
artery  ligation  was  performed.  In  December,  1953, 
she  was  seen  again  with  a swelling  on  the  left  half  of 
the  soft  palate,  which  since  then  had  been  growing 
to  its  present  size. 

A previous  history  elicited  on  admission  revealed  a 
hysterectomy  in  1940  and  an  appendectomy  in 
1942.  There  was  no  history"  of  diabetes,  tuberculo- 
sis or  exposure  to  tuberculosis,  or  of  heart  or  kidney 
disease.  The  patient  reported  a luetic  infection 
contracted  in  1946  and  treated  with  multiple  injec- 
tions. She  also  stated  that  the  palatal  swelling 
occurred  first  in  1943,  and  she  recalled  that  shortly" 


Fig.  1.  Photograph  showing  mass  occupying  left 
half  of  the  soft  palate  and  displacing  the  uvula  down 
and  to  the  right. 


before  she  had  traumatized  her  head  and  neck  in  a 
suicide  attempt.  She  did  not  remember  any  dra- 
matic improvement  after  the  surgery  performed  in 
1946,  and  she  stated  that  the  swelling  had  been 
progressing  steadily,  necessitating  a soft  diet.  In 
the  last  yrear  she  had  progressively  limited  her  ac- 
tivity" because  of  some  exertional  dyrspnea  and  had 
been  sleeping  on  three  or  four  pillows  at  night. 

On  physical  examination  she  was  very  obese,  co- 
operative, and  in  no  acute  distress.  She  had  some 
difficulty"  articulating  her  words  and  had  a nasal 
speech.  Blood  pressure  was  160/94,  pulse  68, 
respirations  18,  and  temperature  100  F. 

There  was  a soft,  subcutaneous  swelling  in  the 
right  temporal  region,  1 by"  1.5  cm.  in  size.  The 
skin  was  otherwise  clear.  The  pupils  were  slightly' 
irregular,  and  the  fundi  showed  some  arteriolar 
narrowing  and  tortuosity  with  normal  discs.  Ex- 
amination of  the  ears  showed  a reddish-purple, 
cystic  nodule  on  the  anterior  aspect  of  the  bony  por- 
tion of  the  right  external  auditory"  canal.  The  nose 
showed  no  obstruction  or  deviation  of  the  septum. 
The  tongue  and  the  mucosa  of  the  mouth  appeared 
to  be  normal.  A good  dentition  was  present.  A 
large,  fluctuant  swelling,  involving  all  of  the  soft  and 
the  posterior  third  of  the  hard  palate,  was  present. 
It  apparently"  all  but  occluded  the  oropharymx.  No 
pulsation  or  bruit  was  obtained.  The  mucosa  over 
the  mass  appeared  intact,  purplish,  and  tense.  The 
uvula  was  greatly"  displaced  down  to  the  right  (Fig. 
1).  A healed  transverse  surgical  scar  was  present  on 
the  left  side  of  the  neck.  The  thy'roid  was  not 
enlarged.  No  abnormal  nodes  were  palpable  in 
the  neck.  The  heart  and  lungs  were  essentially"  nor- 
mal. No  masses  could  be  felt  in  the  breasts.  The 
axillae  were  negative.  The  abdomen  was  obese, 
and  no  masses  or  organs  were  felt.  Pelvic  and  rectal 
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Fig.  2.  Note  anastomosing  vascular  spaces  lined 
by  flattened  endothelial  cells  supported  by  fibrous  tissue 
trabeculae. 


examination,  as  well  as  that  of  the  extremities  and 
neurologic  system,  failed  to  reveal  any  further 
pathology. 

Laboratory  reports  included  a hemoglobin  of 
13.8  Gm.,  white  cell  count  10,100  with  a normal 
differential,  normal  urinalysis,  sedimentation  rate  of 
19  mm.  per  hour,  serum  cholesterol  185  mg.  per 
cent,  blood  urea  nitrogen  17  mg.  per  cent,  fasting 
blood  sugar  163  mg.  per  cent  (repeated:  95  mg.  per 
cent),  Mazzini  (repeated)  and  Kolmer  negative. 
An  electrocardiogram  showed  a normal  sinus 
rhythm  with  left  axis  deviation.  A right  external 
carotid  arteriogram  on  July  9,  1956,  was  reported  as 
showing  a soft  tissue  tumor  of  the  soft  palate  with  no 
significant  vascular  channels  leading  to  the  tumor 
substance.  The  mastoids  and  the  paranasal  sinuses 
appeared  normal  on  x-rays.  An  audiogram  and 
vestibular  caloric  tests  were  reported  as  within  nor- 
mal limits.  Films  of  the  chest,  abdomen,  skull,  and 
cervical  spine  were  not  illuminating. 

The  clinical  impression  on  admission  was  that  this 
was  a case  of  hemangioma  of  the  soft  palate  and  that 
the  lesions  present  on  the  left  temporal  region  and 
in  the  right  external  auditory  canal  represented 
smaller  hemangiomas. 

The  mass  was  aspirated  on  admission,  and  blood 
was  obtained.  A Papanicolaou  smear  failed  to 
show  malignant  cells.  A medical  consultant  made  a 


Fig.  3.  Photograph  taken  two  months  after  surgical 
excision  of  hemangioma  of  the  soft  palate. 


diagnosis  of  benign  essential  hypertension  with  no 
evidence  of  cardiorenal  complication,  as  well  as 
latent  diabetes.  The  patient  was  placed  on  Ser- 
pasil. 

On  the  fourteenth  hospital  day,  under  general 
nasoendotracheal  intubation  anesthesia,  the  mass 
in  the  soft  palate  was  explored.  The  mucosa  was 
incised  transversely,  and  a cystic,  well-encapsulated 
tumor  was  dissected  free  by  means  of  sharp  and 
blunt  dissection. 

It  measured  about  7 by  7 cm.,  and  it  appeared 
to  be  supplied  by  a group  of  vessels  that  reached  the 
mass  at  its  upper  and  posterior  pole.  These  were 
clamped  and  ligated,  and  the  mass  was  removed. 
During  the  operation  500  cc.  of  whole  blood  were 
transfused. 

Postoperatively  the  patient  developed  some  respir- 
atory difficulty  at  the  time  of  extubation.  Bleeding 
from  the  operative  site  persisted  for  several  hours. 
Subsequently  the  patient  did  well  and  was  dis- 
charged from  the  hospital  on  the  tenth  postoperative 
day. 

Pathologic  Report. — The  pathologist  described 
the  specimen  as  a collapsed  cystic  structure  having  a 
smooth,  grayish-pink  outer  wall  and  a somewhat 
irregular  trabeculated  lining.  The  wall  measured 
up  to  4 mm.  in  thickness.  Microscopically,  “The 
tumor  has  a papillary  configuration.  Relatively 
thin  fibrovascular  central  cores  are  covered  by  uni- 
form appearing  endothelial  cells.  In  the  channels 
formed  there  is  proteinaceous  material  and  in  some 
areas  blood.  Some  areas  of  the  tumor  are  composed 
of  somewhat  broader  bands  of  collagen,  covered 
with  endothelial  cells,  and  forming  freely  anastomos- 
ing channels  With  the  aid  of  special  stains,  it  is 
seen  that  smooth  muscle  is  a negligible  component 
of  the  tumor.  Elastic  tissue  stains  fail  to  reveal  an 
elastic  membrane  such  as  would  be  expected  were 
this  an  old  aneurysm.” 

The  pathologic  diagnosis  was  “cavernous  heman- 
gioma of  the  soft  palate”  (Fig.  2). 

The  patient  has  been  seen  at  intervals  in  the  out- 
patient department.  The  palate  shows  little  more 
than  local  induration.  The  mucosa  appears  smooth, 
and  no  scar  can  be  detected  (Fig.  3). 

Breathing,  swallowing,  and  speaking  are  now  per- 
fectly normal. 
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Summary 

A case  of  cavernous  hemangioma  of  the  soft  palate 
is  reported,  in  which  surgical  excision  has  resulted  in 
a complete  regression  of  incapacitating  symptoms 
provoked  by  this  tumor  on  the  upper  respiratory 
and  gastrointestinal  tracts. 
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Favorable  Health  Conditions  Continue 


American  wage-earners  and  their  families  con- 
tinued to  enjoy  very  favorable  health  conditions 
during  the  first  half  of  the  current  year,  it  is  indicated 
by  death  rates  among  the  millions  of  industrial 
policyholders  of  the  Metropolitan  Life  Insurance 
Company. 

In  this  insurance  experience,  mortality  among 
these  policyholders  was  about  the  same  as  in  the 
corresponding  period  of  1956 — 6.6  per  1,000. 

The  cardiovascular-renal  diseases  and  cancer 
recorded  somewhat  higher  death  rates  this  year — 
increases  of  two  to  four  per  cent  respectively.  At 
the  same  time  the  mortality  from  pneumonia  and 


influenza  was  exceptionally  favorable,  dropping 
12  per  cent  below  the  rate  a year  ago.  Tuberculosis 
mortality  continued  to  decrease,  reaching  an  all- 
time  low  of  7.2  per  100,000  or  less  than  half  the 
death  rate  of  only  five  years  ago. 

The  communicable  diseases  of  childhood — 
measles,  whooping  cough,  scarlet  fever,  and  diph- 
theria— also  recorded  a new  low  death  rate.  The 
mortality  from  acute  poliomyelitis  was  extremely 
low,  with  only  three  deaths  among  the  many  mil- 
lions of  the  Metropolitan’s  industrial  policyholders. 
Fatal  accidents  were  also  somewhat  lower  than  in 
1956,  the  company’s  statisticians  point  out. 
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ON  the  basis  of  a careful  study  of  37  cases 
selected  from  a larger  number,  Duke1'2 
in  1924  and  1925  developed  the  concept  of 
physical  allergy,  although  urticaria  due  to  cold 
was  recognized  long  before  Duke’s  work.  In 
the  term  “physical  allergy”  he  implied  the  type 
of  reaction — nasal,  bronchial,  cutaneous — “which 
simulates  in  general  character  the  inherited 
human  idiosyncracies  commonly  classed  as 
pollen  disease  and  food  and  drug  idiosyncracies” 
but  which  is  caused  by  physical  agents,  such  as 
light,  heat,  cold,  mechanical  irritation,  freezing, 
burns,  and  mental  or  physical  effort.  The 
manifestations  resulting  from  exposure  to  such 
agents  have  become  well-recognized,  but  the 
nature  of  their  cause  continues  to  be  questioned.3-7 
In  order  to  identify  an  immunologic  mechanism 
in  their  causation  there  has  been  repeated 
search  for  specific  skin-transferable  antibodies 
in  the  serum  of  affected  patients8-14  or  the 
production  of  anaphylaxis  in  experimental 
animals.5  Positive  passive  transfer  has  been 
demonstrated  in  a significant  number  but  not  all 
cases  of  cold  and  light  urticaria.15-16  Passive 


transfer  never  has  been  demonstrated  in  patients 
with  generalized  heat  sensitivity.4  The  demon- 
stration of  specific  reagins  transferable  from  the 
serum  of  the  patient  to  the  skin  of  a normal 
individual  gives  substantial  but  not  absolute  and 
final  support  to  the  belief  that  in  these  instances 
an  allergic  mechanism  is  involved  in  the  produc- 
tion of  the  symptoms.  Sherman  and  Seebohm,9 
in  a case  of  marked  cold  sensitivity,  showed  that 
more  than  one  protein  component  of  the  patient’s 
serum  was  necessary  to  effect  a transfer  of 
local  sensitivity. 

Notwithstanding  these  positive  findings,  other 
evidence  has  been  presented  to  show  that  the 
symptoms  of  physical  allergy  may  be  mediated 
through  a nonallergic  mechanism  involving 
excitation  of  peripheral  nerves  with  the  release  of 
acetylcholine,  involving  the  direct  release  of 
histamine,  or  possibly  involving  the  generation 
of  toxic  substances  in  the  tissue  as  a direct  effect 
of  the  physical  agents  involved.4-6-17-19  Horton 
and  his  coworkers 18-21  demonstrated  a typical 
rise  in  the  secretion  of  gastric  hydrochloric  acid 
associated  with  a rise  in  the  blood  histamine 
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content  (luring  and  after  an  attack  of  cold 
urticaria.  They  felt  that  the  whealing  in  cold 
urticaria  was  similar  to  that  produced  by  hista- 
mine and  that  the  effect  of  the  cold  stimulus  was 
mediated  by  histamine.  Others6  have  offered 
clinical  evidence  suggesting  that  urticaria  pro- 
voked by  emotion  or  exercise  or  warming  the 
body  is  due  to  the  release  of  acetylcholine.  In 
the  case  of  light  sensitivity  the  possible  presence 
of  photodynamic  substances  in  the  blood  and  in 
the  skin  may  explain  the  reaction.22  In  some 
instances  antihistamines  have  been  helpful  in 
controlling  the  symptoms  of  cold,  heat,  and 
light  urticaria.8’23-29 

The  following  hypotheses  commonly  are  offered 
to  explain  the  mechanism  of  physical  allergy: 

1.  Under  the  influence  of  the  physical  agent 
some  substance  is  formed  or  liberated  in  the 
tissues  and  serves  as  a true  allergen. 

2.  The  physical  agent  stimulates  the  com- 
bination of  antigen  and  antibody  already  present 
in  the  tissues. 

3.  The  action  of  the  physical  agent,  through 
the  medium  of  the  central  and  peripheral  nervous 
systems,  leads  to  the  release  of  acetylcholine  or 
histamine  is  released  directly  under  the  stimulus 
of  the  physical  agent,  or  some  other  chemical 
substance  is  released.  These  imply  a non- 
immunologic  basis. 

No  theory  yet  presented  is  fully  adequate  in 
explaining  all  the  observed  phenomena,  clinical 
and  experimental.  It  would  be  wise  to  exercise 
some  reservation  about  the  allergic  nature  of 
some  cases  of  “physical  allergy.” 

Symptoms 

The  symptoms  produced  by  physical  agents 
fall  into  two  categories.  In  one  the  manifesta- 
tions are  confined  to  the  area  of  contact  with  the 
agent;  in  the  other  they  are  systemic  or  wide- 
spread. Duke2  originally  called  the  first  category 
“contact  reactions”  and  the  second  “reflex-like 
reactions”  which,  he  theorized,  might  be  due  to  a 
disturbance  in  the  heat  regulating  mechanism. 
He  believed  that  the  nose  and  bronchial  mucosa 
are  more  commonly  involved  than  the  skin. 
Among  the  symptoms  that  have  been  ascribed 
to  the  effects  of  physical  agents  are:  urti- 

caria,8’9’14'15’30  angio-edema,2’29  asthma,2  rhinitis,2 
migraine,3  cardiac  arrhythmia,3  syncope,19’20 
purpura,15’31  hemoglobinuria,16  abdominal  pain,2 
and  paroxysmal  diarrhea.32  Eosinophilia  occurs, 


if  there  is  no  other  accompanying  allergy,  only 
when  the  reaction  is  widespread.  Many  patients 
reacting  to  physical  agents  give  a positive  family 
history  for  allergy.  The  presence  of  cold  hemoly- 
sins, cold  agglutinins,  or  cryoglobulinemia  (cold- 
precipitable  serum  globulin  which  dissolves  on 
warming)  is  not  essential.  Urticaria  is  the  most 
common  symptom.  Cold  is  the  most  common 
physical  agent  causing  symptoms. 

Cold  Sensitivity 

Some  cases  of  cold  allergy  are  actually  not  due 
to  cold  but  to  the  reaction  of  heat  following 
exposure  to  cold.  The  common  causes  of  cold 
reaction  are  exposure  in  cold  weather,  swimming, 
holding  ice  drinks,  cold  showers,  and  drinking 
cold  fluids.  The  urticaria  resulting  from  cold 
may  be  local  or  generalized.  Many  patients 
exhibit  local  symptoms  followed  by  systemic 
manifestations.  The  wheals  of  cold  urticaria 
have  few  pseudopods,  and  the  whealing  is  more 
extensive  than  in  the  diffuse  reaction  to  heat. 
Difficulty  in  swallowing,  abdominal  cramps, 
swelling  of  the  oral  mucosa,  and  edema  of  the 
glottis  may  follow  the  drinking  of  cold  fluids. 
The  occasionally  reported  drowning  of  a good 
swimmer  may  be  the  result  of  syncope  due  to 
contact  with  cold  water. 

Immersion  of  the  hand  of  a cold-sensitive 
individual  in  water  at  45  F.  for  six  minutes  may 
be  followed  by  redness  and  swelling  of  the  hand 
with  systemic  symptoms  such  as  flushing  of  the 
face,  fall  in  blood  pressure,  and  acceleration  of  the 
pulse,  occurring  after  a latent  period  of  three  to 
six  minutes.20  Recovery  from  such  reaction 
takes  ten  to  fifteen  minutes.  The  temperature 
levels  at  which  symptoms  appear  vary  consider- 
ably.7 At  times  the  reaction  is  extremely  rapid. 
A cold  site  having  reacted  once  will  be  less 
reactive  to  an  application  of  cold  on  the  following 
day.  The  diagnosis  of  cold  sensitivity  depends  on 
the  history,  confirmed  by  testing  with  cold 
water  by  any  one  of  several  methods,  such  as 
applying  test  tubes  containing  water  at  6 to 
10  C.  for  six  to  ten  minutes  and  waiting  for 
wheals  to  appear  at  the  site  after  a latent  period 
of  several  minutes  or  less. 

The  treatment  of  cold  sensitivity  consists 
primarily  of  avoiding  exposure.  The  use  of 
antihistamines  may  be  helpful  at  times  but  is 
often  valueless.  Epinephrine  injected  into  a 
wheal  controls  the  reaction,  but  given  at  a 
distance  is  ineffective.  Hyposensitization  by  ex- 
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posing  the  hand  or  hands  in  water  at  progres- 
sively lower  temperatures  may  be  helpful.21 
The  hand  is  immersed  in  water  at  about  63  F. 
for  two  to  five  minutes  several  times  a day,  and 
the  temperature  of  the  water  is  gradually  reduced 
on  successive  days  to  about  45  F.  if  the  patient 
tolerates  the  lowered  temperatures.  Horton 
has  suggested  nonspecific  hyposensitization  with 
histamine,  beginning  with  0.1  mg.  or  less  two 
times  daily  and  continuing  for  two  to  three 
weeks. 

Heat  Sensitivity 

The  incidence  of  urticaria  caused  by  heat  is 
less  common.  Among  983  skin  cases,  Sigel30 
found  only  22  instances  caused  by  heat,  exertion, 
or  emotion,  making  an  incidence  of  2.2  per  cent 
among  dermatologic  patients.  The  symptoms 
accompanying  exertion  or  emotional  tension  are 
the  result  of  the  heat  generated  under  these 
circumstances.  The  usual  causes  of  heat  re- 
action are  hot  baths,  exposure  to  the  sun,  eating 
hot  foods,  sitting  in  a warm  room,  strenuous  ex- 
ercise, and  excitement.  The  generalized  urticarial 
reactions  to  heat,  exertion,  and  mental  stress33 
more  recently  have  been  referred  to  as  cholinergic 
urticaria6  since  they  are  believed  to  be  due  to  the 
liberation  of  acetylcholine.  Patients  with  general- 
ized heat  urticaria  remain  resistant  to  further 
stimulation  by  heat  for  as  long  as  twenty-four 
hours.  The  characteristic  wheals  are  seldom 
larger  than  5 mm.  in  diameter  and  sit  in  the 
center  of  bright  flares  4 to  8 cm.  in  diameter. 
Attacks  of  generalized  urticaria  can  be  induced  in 
heat-sensitive  patients  by  placing  them  in  a 
cabinet  or  by  having  the  patient  put  one  leg  in 
hot  water.  In  the  latter  case  hives  appear  over 
the  entire  body  except  over  the  immersed  leg 
which  merely  becomes  flushed.  Among  the 
general  manifestations  observed  in  heat  sensi- 
tivity are  urticaria,  papules,  flushing,  prickling 
and  burning  sensations,  salivation,  faintness, 
abdominal  pain,  loose  stools,  migraine,  asthma, 
tachycardia,  and  collapse. 

Heat  sensitivity  reactions  are  more  common 
during  the  winter  months.  Erythema  is  not  an 
invariable  accompaniment  of  the  whealing. 
The  distribution  of  the  skin  lesions  is  often  wide- 
spread including  the  scalp,  palms,  soles,  shoulders, 
and  back.  Dermographism  is  present  but  not 
marked.  Eosinophilia  is  uncommon  but  may 
occur  in  severe  reactions.  The  diagnosis  is  made 
on  the  basis  of  history  and  confirmed  by  test. 


In  general,  treatment  is  not  satisfactory. 
In  treating  an  acute  episode  any  cooling  agent 
applied  to  the  skin  will  give  some  relief — ether, 
alcohol,  exposure  to  cool  air,  removing  clothing. 
Epinephrine  is  not  dramatically  helpful.  Pro- 
phylactically,  in  addition  to  avoiding  precipitat- 
ing causes,  an  attempt  may  be  made  to  increase 
tolerance  by  exposing  the  subject  to  gradually 
higher  temperatures,  beginning  by  placing  the 
hand  in  water  at  about  99  F.  and  increasing  the 
temperature  to  110  F.  followed  by  a hot  bath  at 
100  F.31 

Light  Sensitivity 

Patients  sensitive  to  light  exhibit  urticaria, 
acute  or  subacute  inflammatory  reactions  of  the 
skin,  and.  at  times,  lesions  suggestive  of  neuro- 
dermatitis. The  lesions  are  usually  confined  to 
the  exposed  areas,  especially  the  face.  Wide- 
spread reactions  of  the  reflex-like  type  with 
sneezing  and  rhinorrhea  have  been  described  by 
Duke.  Those  exhibiting  urticarial  lesions  re- 
act to  wave  lengths  between  3,900  and  5,200 
angstrom  units.  The  time  of  exposure  needed 
to  evoke  a reaction  is  usually  a few  minutes, 
less  often  several  hours.  In  some  instances 
reactions  occur  only  after  photosensitizing 
agents  have  been  ingested  (sulfonamides)  or 
applied  to  the  skin  (tars).  Sensitivity  to  x-ray 
and  other  forms  of  irradiation  has  been  re- 
ported.3'29 

In  light  sensitivity,  too,  the  diagnosis  depends 
on  the  history  and  the  reproduction  of  the  lesions 
by  exposure.  Treatment  is  generally  unsatisfac- 
tory. Among  the  procedures  that  have  been 
tried  are  changes  of  environment,  wearing  of 
tinted  glasses,  staying  indoors,  avoiding  known 
photosensitizing  substances,  coating  the  skin 
with  agents  capable  of  filtering  out  the  injurious 
rays,  and  desensitization  as  done  by  Hurst.34 

Mechanical  Irritation 

In  some  individuals  slight  irritation  of  the 
skin  is  followed  by  marked  erythema,  and 
scratching  is  followed  by  whealing.  Duke 
regarded  this  type  of  reaction  as  similar  to  the 
local  types  of  urticaria  caused  by  light  and  cold. 
Irritation  over  an  extensive  area  produces 
generalized  itching  and  urticaria.  This  type  of 
response  to  mechanical  irritation  can  be  pre- 
vented by  epinephrine.  This  reaction  is  classi- 
fied under  the  heading  of  urticaria  dermo- 
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graphia. 

It  is  most  important  to  differentiate  the 
specific  types  of  reaction  to  physical  agents 
discussed  above  from  the  various  manifestations 
evoked  secondarily  in  allergic  individuals  by 
the  endless  number  of  nonspecific  excitants,  such 
as  walking  against  a wind,  other  forms  of  exertion, 
or  the  inhalation  of  irritating  fumes. 

Summary 

The  physical  agents,  heat,  cold,  light,  and 
mechanical  irritations  in  sensitive  individuals 
can  evoke  responses  indistinguishable  from  those 
produced  in  allergic  individuals  by  material 
substances.  Physical  exertion  and  mental 
excitement  have  been  described  as  acting  in  the 
same  way  from  the  body  heat  produced  by  them. 
In  some  instances  the  evidence  of  an  immunologic 
basis  for  the  reaction  to  physical  agents  is 
suggestive;  in  others  nonallergic  mechanisms 
are  more  likely. 

39-01  Main  Street 
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Pulmonary  Edema 


Pulmonary  edema  usually  is  associated  with 
cardiac,  pulmonary,  or  renal  disease.  When 
it  appears  during  general  inhalation  anesthesia, 
however,  other  possible  etiologies  need  to  be  con- 
sidered by  the  anesthesiologist,  for  pulmonary 
edema  also  may  be  a concommitant  of  hypoten- 
sion, anoxia,  obstruction,  or  aspiration.  His  task 
is  further  complicated  by  his  inability  to  com- 
municate with  the  anesthetized  patient  or  to  ex- 
amine him  adequately  under  drapes.  It  is  in 
his  diagnostic  acumen  and  his  ability  to  institute 
immediate  effective  therapy  that  the  patient’s 
subsequent  course  depends. 

Case  Report 

The  patient,  a ten-year-old  white  male,  came  to 
operation  for  repair  of  a lacerated  wrist  tendon. 
Other  than  the  traumatized  wrist  his  history  and 
physical  were  entirely  negative.  The  blood  pressure 
was  106/60,  pulse  88,  and  respiration  16.  Examina- 
tion of  the  heart  and  lungs  revealed  no  abnormality. 
Laboratory  work-up  included  a hemoglobin  of  13 
Gm.  per  cent  and  a normal  urine.  For  preoperative 
medication  the  patient  received  atropine  0.25  mg. 
(gr.  */ 2so ) * Immediately  prior  to  anesthesia  his 

blood  pressure  was  130/70,  pulse  110,  and  respira- 
tion 20. 

Induction  and  maintenance  of  anesthesia  was 


with  a closed,  circle-absorption  system  using  a 
cyclopropane  and  ether  mixture.  The  seventy- 
five  minute  procedure  was  entirely  uneventful.  The 
blood  pressure  was  maintained  at  120/70,  the  pulse 
varied  from  110  to  02  per  minute,  and  the  un- 
assisted respiration  remained  at  20  per  minute. 

At  the  end  of  the  operation  the  anesthesia  mask 
was  removed.  As  the  patient  lightened  he  de- 
veloped a severe  laryngospasm  which  resisted  all 
efforts  at  ventilation  by  mask  and  bag.  A pink 
foam  appeared  at  the  mouth,  and  fine  crackling 
rales  were  heard  in  all  lung  fields.  At  this  time, 
three  minutes  after  the  onset  of  the  laryngospasm, 
the  patient  was  intubated.  Great  quantities  of 
pink,  frothy  material  were  aspirated  from  the  endo- 
tracheal tube.  Oxygen  was  administered  by  posi- 
tive pressure  through  the  endotracheal  tube  and 
interrupted  only  for  frequent  suction. 

The  patient  suddenly  developed  a tachycardia  of 
180  which  could  only  transiently  be  lowered  to  100 
per  minute  by  the  application  of  supra-orbital  pres- 
sure. Because  the  child  continued  to  be  unrespon- 
sive to  stimulation,  a pediatric  consultant  was  sum- 
moned. His  impression  was  that  the  child  was  in 
pulmonary  edema  but  showed  no  other  signs  of 
cardiac  decompensation.  The  paroxysmal  tachy- 
cardia had  suddenly  reverted  spontaneously,  and  an 
electrocardiogram  showed  only  a “sinus  tachy- 
cardia” with  a rate  of  104.  The  medication  that  he 
recommended  consisted  of  morpine  sulfate  0.1  mg. 


November  15,  1957 


3693 


CLINICAL  ANESTHESIA  CONFERENCE 


per  pound  intramuscularly,  Mercuhydrin  0.5  ml. 
intramuscularly,  and  digitoxin  0.3  mg.  intramus- 
cularly. 

Oxygen  by  positive  pressure  was  continued 
through  the  endotracheal  tube  for  about  three  hours. 
During  this  time  the  patient  gradually  regained 
consciousness.  The  blood  pressure  remained  stable 
at  120  to  110/60  to  50,  the  pulse  varied  between  60 
and  80,  and  the  respiration  was  assisted  at  20  per 
minute.  For  the  first  time  the  patient  vomited 
grossly.  A nasogastric  tube  was  inserted,  the  stom- 
ach decompressed,  and  the  endotracheal  tube 
finally  removed. 

The  patient  was  transferred  to  the  recovery 
room.  Oxygenation  was  continued,  first  by  nasal 
catheter,  then  as  the  rales  gradually  disappeared, 
by  oxygen  tent.  The  next  morning  the  child  was 
lying  quietly  in  bed  in  no  acute  distress  and  was 
answering  questions  intelligently.  No  evidence  of 
pulmonary  edema  was  noted  either  by  auscultation 
or  x-ray.  The  cardiac  medications  were  dis- 
continued, and  the  patient’s  remaining  hospital 
stay  was  uneventful. 

Comment 

The  etiology  of  this  patient’s  pulmonary  edema 
is  obscure,  but  it  may  be  worthwhile  to  speculate 
on  its  causes.  Two  events  need  clarification,  the 
laryngospasm  and  the  pulmonary  edema  itself. 
The  two  may  have  been  causally  related,  or  both 
may  have  been  results  of  a third  event. 

It  is  conceivable  that  a laryngospasm  of  this 
severity  and  duration  could  have  caused  the  pul- 
monary edema.  The  mechanism  here  is  thought 
to  be  due  to  the  marked  influx  of  blood  into  the 
pulmonary  bed.  This  was  caused  by  the  increased 
negative  intrathoracic  pressure  created  by  the 
patient’s  inspiratory  efforts  against  a closed  glot- 
tis. The  anoxia  also  is  said  to  cause  a constric- 
tion of  the  pulmonary  vascular  bed  and  to  in- 
crease the  pulmonary  capillary  permeability.  A 
combination  of  these  three  factors,  the  augmented 


right  ventricular  output,  the  constricted  pul- 
monary vascular  bed,  and  the  increased  pulmo- 
nary capillary'  permeability,  provides  the  necessary 
background  for  the  transudation  of  fluid  into  the 
alveoli. 

One  of  the  most  common  causes  of  laryngo- 
spasm at  the  end  of  an  operation  when  anesthesia 
is  no  longer  administered  is  the  regurgitation  of 
gastric  contents.  The  vomitus  stimulates  an 
awakening  laryngeal  reflex,  and  spasm  results. 
It  is  also  possible  to  aspirate  the  gastric  contents, 
and  this  aspirate  is  thought  to  be  irritating  enough 
to  cause  pulmonary  edema  by  itself.  In  such  a 
case,  however,  one  would  expect  the  patient  to 
develop  a secondary  pneumonitis.  This  sequela 
did  not  appear  in  this  case.  But  whether  the 
regurgitated  material  excited  only  the  protracted 
laryngospasm  and  thus  secondarily  activated  the 
sequence  of  events  that  led  to  the  edema,  or 
whether  the  regurgitated  material  was  as- 
pirated and  stimulated  edema  formation  by 
virtue  of  its  own  irritant  quality  is  of  no  moment. 
The  importance  of  this  case  is  that  it  illustrates 
the  utmost  importance  of  emptying  the  patients’ 
stomach  before  anesthesia  and  operation. 

It  is  evident  from  the  medication  given  that  the 
pediatrician  was  ambivalent  about  the  need  for 
therapy.  Neither  intramuscular  digitoxin  nor 
Mercuhydrin  are  to  be  expected  to  have  any  im- 
mediate effect,  and  the  use  of  morphine  for  pul- 
monary edema  in  an  unconscious  patient  is  open 
to  question.  Without  doubt  the  most  productive 
measure  was  the  continuous  and  persevering  ap- 
plication of  oxygen  under  positive  pressure  by 
the  anesthesiologist.  Coupled  with  intermittent 
suction  this  method  assured  maximum  oxygena- 
tion of  the  blood  and  reversed  the  mechanisms 
that  had  resulted  in  pulmonary  edema.  Prob- 
ably in  this  instance  no  other  therapeutic  meas- 
ures need  have  been  taken. 


( Number  thirty-six  of  a series  of  Clinical  Anesthesia  Conferences) 


Most  modern  calendars  mar  the  sweet  simplicity  of  our  lives  by  reminding  us  that  each  day 
that  passes  is  the  anniversary  of  some  perfectly  uninteresting  event.- — Oscar  Wilde 
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Treatment  of  Gonorrhea  Past  and  Present 

HERMAN  GOODMAN,  M.D.,  NEW  YORK  CITY 


It  is  an  axiom  that  the  more  numerous  the 
avowed  therapeutic  measures  for  a disease, 
the  less  effective  any  one  of  them  is.  The  re- 
verse is  equally  true:  the  discovery  of  a specific 
treatment  accepted  by  the  mass  of  physicians 
is  accompanied  by  the  disappearance  of  all  other 
contenders. 

Each  generation  of  physicians  for  centuries 
discovered  or  rediscovered  a mode  of  treatment 
for  gonorrhea.  Sad  to  say,  no  one  method  or 
combination  of  methods  is  supported  by  bio- 
statistics. Patients  continue  to  be  treated  and 
cured  or  arrested  clinically.  The  physician 
could  always  claim  reinfection  to  account  for 
reappearance  of  the  symptoms. 

In  naming  the  medicaments  accepted  as  val- 
uable in  the  treatment  of  gonorrhea,  we  ignore 
the  ignoble  substances.  Mineral  substances 
were  popular.  Recall  Paracelsus?  AVe  had 
a deluge  of  silver  salts,  solutions  of  mercury 
(the  unicists?),  iodine,  and  the  million-dollar 
profit  making  modified  silver  or  silver  proteinate. 
Vegetable  substances  were  used  in  the  local  treat- 
ment of  gonorrhea.  Lemon  juice  and  citric 
acid  were  irrigation  solutions.  In  my  experiences 
with  these  there  was  no  success.  The  theory 
had  something  to  do  with  pH.  That  was  in 
1918.  Female  hormone  is  the  material  of  animal 
origin  once  administered  in  the  treatment  of 
gonorrhea  of  youthful  females. 

General  therapy  for  gonorrhea,  its  extensions, 
systemic  reactions,  and  deep-seated  foci,  included 
each  and  every  modality  known  to  medical  and 
nonmedical  healers:  heat  and  cold,  moist  and 
dry,  massage  and  rest.  With  the  advent  of  elec- 
tricity, this  too  was  added  to  the  management  of 
the  patient  with  gonorrhea.  Can  anyone  recall 
the  Cumberbatch  belt  for  the  application  of  high 
frequency,  or  the  intravenous  injection  of  ty- 
phoid vaccine,  for  induction  of  fever?  The  latter 


was  introduced  by  Dr.  Leo  L.  Michel  of  New 
York  City. 

Then  came  the  manipulation,  the  urethral 
sounds,  and  the  massage,  not  to  speak  of  the 
surgical  approach- — the  removal  of  female 
organs.  It  was  something  to  have  gonorrhea 
in  those  days.  The  physician  cursed  when  a 
relative  came  with  the  disease.  If  that  relative 
were  another  physician,  he  might  as  well  have 
run.  It  seemed  that  the  combination  acted  to 
prevent  any  improvement.  For  some  reason 
the  person  just  outlived  the  disease.  People 
were  cured  or  cured  themselves.  I recall  Dr. 
Lapowski  presenting  a male  patient  with  the 
claim  that  he  had  the  same  gonorrhea  for  thirty 
years.  Lapowski  had  unique  ideas.  One  of 
them  was  that  gonorrhea  defied  treatment. 
Another  idea  of  his  was  that  insoluble  mercury 
salicylate  was  the  only  effective  remedy  for 
syphilis.  I must  tell  you  of  the  laissez  faire  school 
of  therapeutics:  Do  nothing  during  the  acute 
phase.  Wait  until  the  discharge  has  stopped 
and  then  drink  lots  of  fruit  juice  or  plain  water 
or  perhaps  a few  tablets  of  urotropin  with  the 
water.  Then,  manipulation  ! The  more  manip- 
ulation, the  more  the  epididymitis,  and  the 
tighter  the  urethral  strictures.  These  were 
expected  sequelae  of  gonorrhea  in  the  male. 
In  the  female  there  were  one-child  marriages, 
acute  and  chronic  tube  and  Skene  duct  inflam- 
mations,• Bartholin  abscess,  and  rectal  infection. 
I have  not  yet  mentioned  the  arthritis,  the  rare 
skin  manifestation,  the  gonorrheal  septicemia, 
and  death  with  outcroppings  on  the  cardiac 
valves.  New  York  City  at  this  time  did  not 
have  any  institution  comparable  to  the  Lock 
Hospital  of  London. 

Who  is  there  with  a memory  of  the  Museum 
for  Men?  There  was  one  on  Cooper  Square  and 
another  on  14th  Street  near  Third  Avenue. 


November  15,  1957 


3695 


HERMAN  GOODMAN 


Admission  was  free,  men  only.  I recall  the 
pictures,  the  moulages,  and  the  stories  told  and 
retold  of  the  “I  cure”  men  practicing  upstairs. 

Did  you  read  Man’s  Mission  on  Earth,  not 
the  staid  original  but  the  black  paper-covered 
volume  handed  you  by  running  men  as  you 
stepped  on  the  stairs  of  the  elevated?  The  in- 
vitation was  extended  to  visit  or  to  confer  by 
mail.  There  is  a copy  in  my  library.  It  is  a 
firm  reminder  of  my  youth.  It  was  health  edu- 
cation long  before  the  New  York  City  Depart- 
ment of  Health  entered  that  phase  of  seeking 
to  influence  mankind. 

I was  probably  the  first  or  among  the  very 
first  who  tried  to  influence  youthful  New  Yorkers 
and  their  fathers  to  avoid  venereal  disease  ex- 
posure and  to  seek  treatment  if  they  suspected 
infection.  The  official  job  paid  me  five  dollars 
per  lecture.  The  continuation  school  program 
under  the  direction  of  Morris  E.  Siegel  entered 
the  activity.  If  memory  serves,  the  Bellevue- 
Yorkville  program  required  a physician  to  lec- 
ture to  groups.  Savil  Zimand  listened  to  me 
many  a time.  The  pay  was  still  five  dollars ! 
The  program  was  widened  in  area  geographically. 
I recall  a trip  to  a YAICA  in  Greenpoint  to  find 
an  audience  of  ONE.  We  sat  before  the  fire- 
place and  chatted.  My  public  that  night  was 
old  enough  to  be  my  grandfather ! 

You  had  to  be  a resident  of  New  York  in 
those  days  to  recognize  the  facets  of  public  health 
aspects  of  social  hygiene.  You  saw  the  signs 
in  the  men’s  rooms  of  the  bars  and  other  places. 
Placards  of  metal  and  paper  of  the  rival  medical 
offices  for  the  venereally  diseased  covered  the 
walls.  Do  you  know  that  you  can  still  find 
an  invitation  to  seek  help  in  social  hygiene  by 
reading  the  sign  in  the  lavatories  of  our  trans- 
portation system?  We  never  did  leave  the 
latrine ! 

Sometime  in  1915,  or  it  may  have  been  1916, 
I was  in  the  office  of  Frederic  Sylvester  Mason. 
I was  around  to  inject  the  veins  of  his  patients 
with  salvarsan.  Dr.  Mason  was  no  youngster, 
but,  he  looked  as  youthful  as  his  son,  Roule,  then 
an  intern  at  Post-Graduate.  Mason  was  a 
fabulous  person,  a pharmacist,  chemist,  cosme- 
tician, and  perfumer.  He  was  also  a man  of 
business  and  wealth  and  of  culture.  He  was  a 
man  at  home  in  the  United  States,  Canada, 
France,  and  India,  as  well  as  in  his  own  birth- 
land,  England.  One  day  Dr.  Mason  asked  me 
to  stain  a slide  from  one  of  his  patients.  It  was 


positive  for  gonococci.  Then  he  had  me  witness 
the  irrigation  of  the  urethra  with  a solution. 
Immediately  he  took  another  smear.  There  were 
gonococci  as  before.  A second  irrigation  with 
a solution  of  silver  nitrate  was  done  and  a third 
smear  was  taken.  The  gonococci  were  frag- 
mented. As  nearly  as  I can  tell,  I witnessed 
the  lethal  reaction  on  gonococci  of  a new  chem- 
ical made  within  the  infected  canal  through  the 
interaction  of  an  incomplete  sulfonamide  and  the 
metallic  salt  solution.  I did  nothing  about  it  for 
well  nigh  thirty  years  ! 

We  have  reviewed  most  briefly  the  metallic 
or  mineral  kingdom  medication  of  Paracelsus, 
the  vegetable  kingdom  medication  of  Galen, 
and  that  of  the  animal  kingdom.  The  one 
remaining  possibility  depends  on  the  world  of 
synthesis. 

Synthetics 

When  I was  younger  I thought  it  was  wise  to 
begin  with  William  Henry  Perkin  (1838-1907). 
In  1856  the  youthful  Perkin  attempted  to  follow 
the  direction  of  his  teacher,  Hoffmann.  He 
sought  to  make  quinine  artificially.  Accidentally 
the  materials  he  utilized  were  not  chemically 
pure.  As  a result  Perkin  found  in  his  test 
tube  anything  but  the  white  crystals  anticipated 
by  the  chemistry  of  his  day.  Now  comes  the 
important  part.  Any  other  boy  would  have 
discarded  the  mess.  Not  Perkin.  He  investi- 
gated some  more.  Mauve,  the  first  aniline  dye, 
was  discovered.  The  discovery  of  artificial 
dyes  was  of  tremendous  social  and  social  hygiene 
import.  Low-cost  royal  purple  came  from  the 
tar  barrel  instead  of  the  more  costly  eggs  of  the 
insects  of  the  far  Syrian  coast.  Royal  purple 
was  no  longer  the  prerogative  of  kings.  The 
maid  in  the  scullery  could  sport  the  color ! This 
discovery  in  the  social  and  ultimately  in  the 
social  hygiene  field  was  far  ahead  of  its  time. 
No  one  knew  or  guessed  at  the  structure  of  the 
aniline  molecule,  far  less  at  that  of  the  dye. 
Perkin  pursued  the  matter  for  the  money  there 
was  in  it. 

Perkin  vied  with  the  Germans  and  the  French 
in  seeking  and  securing  patents.  He  was  so 
youthful  he  became  the  ward  of  the  Crown  in 
order  to  acquire  his  legal  rights.  Soon  enough 
Perkin  retired  to  research.  He  sold  his  patents 
to  the  Germans.  In  1874  the  race  was  over. 
Your  fate  and  mine  were  near  decision  that  year. 
In  brief,  the  Germans  required  nitrates  in  far 
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greater  supply  than  guana  deposits  could  assure. 
They  pulled  it  from  the  air.  The  excess  was 
good  for  only  one  thing,  war  ammunition. 
Enough  said ! 

The  Germans  in  their  research  on  dyes  had  a 
collateral  research:  chemicals  for  human  use. 
The  first  decades  produced  only  the  symptom- 
reducing  drugs.  Aspirin  is  the  classic  example. 
There  are  acetanilid,  phenacetin,  the  veronals, 
and  the  luminals.  They  did  not  reach  the  site 
of  the  disease,  the  root  of  the  ailment. 

Paul  Ehrlich  (1854-1915)  was  a man  of  genius 
and  a humanitarian.  In  childhood,  as  Perkin 
before  him,  Ehrlich  thought  in  terms  of  chemical 
symbols.  One  of  the  prizes  of  my  library  is  an 
inscribed  copy  of  Martha  Marquart’s  “Paul 
Ehrlich  als  Mensch  und  Arbeiter,”  the  German 
edition  of  1924.  An  English  translation  is 
available.  This  copy  was  a gift  from  Hermann 
Metz,  one-time  president  and  owner  of  the  Win- 
throp  concern,  the  importers  of  Salvarsan.  My 
interest  dates  me  to  1915. 

Paul  Ehrlich  was  an  unusual  student  of  medi- 
cine. He  ignored  the  conventional  course  of 
instruction.  He  experimented  on  his  own. 
He  taught  his  teachers.  It  was  said  he  promised 
not  to  practice  clinical  medicine  before  the 
faculty  bestowed  the  degree  of  doctor  of  medi- 
cine upon  him.  Base  rumor. 

Ehrlich  gave  medicine  the  fruits  of  a new 
concept.  The  result  was  half-dozen  permanent 
additions  to  the  armamentarium  of  the  physician. 
His  method  of  staining  blood  gave  us  the  classi- 
fication of  acidophiles,  basophiles,  and  neutro- 
phils. Ehrlich  presented  us  with  the  azo 
staining.  He  found  dyes  useful  in  staining 
bacteria.  He  introduced  the  acid-fast  staining 
of  tubercle  bacilli  and  the  stain  for  the  gono- 
coccus of  Neisser.  Ehrlich  visualized  the  pos- 
sibility of  producing  dyes  that  would  attach 
themselves  to  bacteria  and  destroy  them  but 
would  avoid  the  tissues  of  the  host.  He  studied 
the  effects  of  dyes  on  the  trypanosome  of  sleeping 
sickness.  He  discovered  trypan  red,  trypan 
blue,  and  naga  red — all  dyes.  They  killed  the 
parasites  but  were  not  good  for  the  patient. 
Chemotherapy  was  still  a dream. 

The  result  of  Ehrlich’s  dream  spells  the  hope 
for  the  ultimate  eradication  of  the  venereal  dis- 
eases. Only  in  our  widest  concept  could  we 
claim  ancient  public  health  routines  for  this 
hope.  What  did  public  health  do  for  the 
paretic?  Confine  him ! 


In  1836  Pierre  Jacques  Antoine  Bechamp 
(1816-1908)  prepared  atoxyl,  a compound  of 
arsenic.  Ehrlich  started  his  heroic  therapeutic 
experiments  with  atoxyl.  It  had  been  utilized 
for  the  treatment  of  syphilis  by  Uhlenhuth, 
Hoffmann,  Salmon,  and  others.  It  cured,  but 
it  had  the  unhappy  tendency  to  produce  blind- 
ness as  bad  as  the  disease  itself.  Ehrlich  and 
his  associate,  Hata,  took  atoxyl,  and  606  experi- 
ments later  they  produced  Salvarsan.  The 
dream  of  therapia  sterilsans  magna  was  almost 
realized.  Then  came  Neosalvarsan  and  a score 
of  others,  including  the  comparatively  simple 
oxide  which  enjoyed  much  popularity  as  Maph- 
arsen. 

Let  us  forget  the  practical  result  for  a moment 
and  recall  the  date  1910  for  606.  The  mode  of 
approach  to  the  problem  was  set  by  Ehrlich  and 
his  associates.  He  would  have  been  worthy  of 
fame  had  he  not  produced  arsphenamine  but  only 
gained  acceptance  for  his  trial  and  experiment 
method.  Best  of  all  Ehrlich  produced  a new 
principle. 

This  is  the  early  nineteen  hundreds.  In  1908, 
the  dye  chemist  Paul  Gelmo,  working  in  the  tra- 
dition of  Ehrlich,  synthesized  the  first  of  the 
S02NH2  or  sulfonamide  grouping  dyes.  They 
were  paraaminobenzene-sulfonamides  for  the 
chemically  minded.  They  adhered  firmly  to 
wool  fiber  and  were  color-fast.  That  is  the 
counterpart  to  the  Perkin  share  in  the  work  of 
Ehrlich. 

Ritchie  Calder  quotes  the  late  Waldemar 
Kaempffert  from  about  1946:  “Gelmo  is  just 
a shadow  across  history.  He  vanished  from 
human  ken.  A Viennese  science  writer  dis- 
covered him  working  as  an  aged  head  chemist 
of  an  Austrian  printing  firm,  even  then  unaware 
he  had  unwittingly  made  a momentous  dis- 
covery." 

Now  come  the  names  of  Hoerlein,  Dressel, 
and  Kothe.  They  had  a share  in  the  production 
of  the  new  type  of  dyes.  They  made  some  abor- 
tive attempts  to  learn  their  effects  on  the  proteins 
of  bacteria.  Somewhere  Mason  came  into  pos- 
session of  that  dye.  But  it  remained  a laboratory 
product  until  Gerhard  Domagk  (born  1895) 
returned  wounded  from  the  First  World  War. 
Domagk  worked  without  positive  results  until 
his  appointment  in  1927  as  director  of  experi- 
mental pathology  and  bacteriology  at  the 
Edersfeld  Laboratories  of  I.G.  Farbenindustrie. 
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The  house  of  Bayer  (aspirin)  was  its  subsidiary. 

Domagk,  pathologist  and  bacteriologist,  called 
in  two  chemists,  Mietzch  and  Klarer.  They 
developed  a dye  that  was  successful  in  preserving 
the  lives  of  laboratory  mice  infected  with  strepto- 
cocci. That  was  all  until,  it  is  claimed,  a young 
daughter  of  Domagk  was  doomed  to  die  after 
pricking  her  finger  and  acquiring  what  was  called 
blood  poisoning.  The  desperate  father  treated 
his  child  as  he  had  the  mice.  She  recovered. 

Three  years  later  in  1932  a new  drug  was  born. 
Lives  were  preserved,  but  scientists  were  not 
satisfied.  Are  they  ever?  It  was  not  the  dye 
portion  of  Prontosil  which  was  effective.  It  was 
something  simple.  Sulfanilamide  had  its  day 
in  the  sun.  With  what  glee  did  I receive  my 
first  bottle,  and  how  carefully  I protected  it 
on  my  return  from  Europe  in  1935. 

On  my  Mediterranean  cruise  of  1939  the 
physicians  in  the  ports  of  the  Mediterranean 
spoke  of  a “horse”  pill,  maybe  it  was  with  an 
initial  “W.”  Anyway,  it  was  the  practice  of 
our  ship’s  physician  to  dispense  one  of  these 
pills  to  every  crew  member  going  ashore.  I 
gleaned  the  value  of  this  pill.  It  was  sulfa. 
Not  too  long  thereafter,  on  my  return  to  New 
York,  it  seemed  the  sulfa  of  that  day  was  akin 
to  the  uncolored  dye  substance  of  Mason.  I 
revised  the  method  he  utilized.  I gave  the  pa- 
tients the  pills  and  irrigated  the  urethra  with  a 
solution  of  silver  nitrate.  It  was  my  fond 
belief  that  tills  made  it  possible  to  cure  gonorrhea 
in  a big  hurry,  in  less  than  twenty-four  hours. 
This  story  broke  into  the  newspapers.  For 
weeks  I was  pestered  with  hard-luck  people. 
For  the  record,  never  with  a paying  patient.  In 
fact,  once  I was  invited  to  pay  a fellow’s  fare 
to  his  home  town ! 

Did  public  health  rush  to  break  in  the  wall? 
Did  departments  of  health  over  the  country  dis- 
pense sulfa  free  to  physicians  for  their  patients? 
They  did  not.  Why,  the  argument  ran,  pro- 
vide a medicament  good  for  any  infection? 
Falsify  the  records?  Make  perjurers  of  physi- 
cians? 

The  original  sulfa  was  displaced.  My  supply 
bought  in  England  was  consigned  to  the  incinera- 
tor. Because  the  addition  of  quotients  to  the 
original  molecule  brought  ever-increasing  effi- 
cacy to  the  original  sulfa.  Today  it  is  forgotten. 
Fear  of  strains  of  gonococci  resistant  to  the  sul- 
fonamides was  lost  with  the  advent  of  penicillin. 

As  early  as  1929  Fleming  in  his  first  publica- 


tion noted  the  susceptibility  of  gonococci  to 
penicillin.  It  was  fourteen  years  before  the 
Americans,  Herrell,  Cook,  and  Thompson,  re- 
ported the  first  practical  application  of  penicillin 
in  the  treatment  of  gonorrhea. 

Penicillin  became  the  standard  treatment  of 
gonorrhea  throughout  the  world.  Penicillin- 
resistant  gonorrhea  has  yet  to  be  reported. 
Any  clinical  urethritis,  whether  or  not  gonococci 
have  been  demonstrated,  which  penicillin  does 
not  relieve,  must  definitely  be  either  nongonor- 
rheal,  mixed  infection,  or  infection  with  an  or- 
ganism so  like  the  gonococcus  as  to  be  practically 
indistinguishable  from  it.  Of  course  culture  on 
various  and  sundry  media  containing  ferment- 
able sugars  helps  unveil  the  diplococcus  ureae 
nonpyogenes. 

Premedical  students  are  still  bored  with  the 
subject  of  cultures.  The  B.S.  in  Pharmacy  from 
Columbia  School  of  Pharmacy  is  not  eligible 
for  admission  to  Columbia  School  of  Medicine. 
No  one  loves  me  because  I preach  that  it  would 
be  better  for  patients  if  future  doctors  learned 
cold  tar  chemistry  instead  of  Beaumont  and 
Fletcher.  The  advent  of  the  tetracyclines 
ushered  a new  era  into  the  therapy  of  gonorrhea 
and  the  other  venereal  diseases.  Tetracyclines 
are  considered  broad-spectrum  antibiotics.  We 
summarize  reports  from  Antibiotics  Annual 
1954~195o.  Reference  is  made  to  helpful  ma- 
terial gleaned  by  a page  to  page  search  of  the 
volume.  The  index  is  very  poor.  You  will 
find  the  article,  “The  Philosophical  Impact  of 
Antibiotics  on  Clinical  Medicine,”  by  Felix 
Marti-Ibanez  on  page  13  very  inspiring.  A 
“Crusade  for  the  Rational  Use  of  Antibiotics,” 
by  Allen  E.  Hussar  on  page  379  proposes  a 
national  registry  of  fatal  antibiotic  reactions. 
Such  accidents  should  be  reported,  and  reporting 
should  be  compulsory.  The  200  deaths  re- 
ported to  time  of  writing  is  only  a small  fraction 
of  the  actual  number  of  fatalities.  “Single  Dose 
Treatment  of  Acute  Gonorrhea  with  Oral  Tetra- 
cycline,” by  R.  H.  Buckinger  and  Carl  E.  Hook- 
ings, p.  574,  concludes:  “Tetracycline  given  in 
single  oral  doses  of  2.0  grams  is  an  effective  and 
desirable  method  of  treating  acute  gonorrhea.” 
“Treatment  of  Gonorrhea  with  Tetracycline  and 
Carbomycin,”  by  C.  R.  Gable,  M.  J.  Romansky, 
and  S.  R.  Taggart,  (p.  57S)  was  based  on  labora- 
tory and  clinical  studies.  Of  20  patients  ob- 
served after  treatment  18  were  cured  on  a dosage 
of  0.25  Gm.  of  tetracycline  four  times  daily  for 
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two  days. 

“Evaluation  of  a Tetracycline  Triple  Sulfona- 
mide Mixture  for  the  Treatment  of  Acute  Gon- 
orrhea,” by  William  I.  Metzger,  Milton  Marmell, 
and  Aaron  Prigot,  p.  580,  offers  a cure  rate  of 
98.2  per  cent  with  a dosage  of  six  tablets  con- 
taining 750  mg.  of  tetracycline  and  1,002  mg. 
of  each  of  three  sulfonamides.  On  page  1 of  the 
earlier  volume,  Antibiotics  Annual  1953-1954, 
Henry  Welch  says  in  the  introduction  that 
“Primary  syphilis  has  been  markedly  reduced 
throughout  the  United  States  to  the  point  where 
it  has  become  very  difficult  to  find  cases  for 
clinical  study.” 

“Fatal  Anaphylactic  Reactions  to  Penicillin,” 
by  Perrin  H.  Long  (p.  35)  concludes  that  peni- 
cillin should  not  be  administered  to  patients  who 
have  had  a reaction  of  sensitivity  to  penicillin. 
“Antibiotics  Other  than  Penicillin  in  the  Treat- 
ment of  Syphilis,”  by  Monroe  J.  Romansky 
(p.  218)  reports  that  “Chlortetracycline,  chlor- 
amphenicol, and  oxytetracycline  have  each  been 
found  to  have  an  antisyphilitic  effect.”  Spiro- 
chete disappearance  time  from  surface  lesions 
with  comparable  doses  of  chlortetracycline,  chlor- 
amphenical,  and  oxytetracycline  is  approxi- 
mately twenty-two  to  seventy-two  hours.  . . 
The  healing  of  primary,  secondary,  and  late 
syphilides,  both  nodular  and  gummatous,  has 
been  as  rapid  following  treatment  with  chlortet- 
racycline and  chloramphenicol  as  that  following 
penicillin  treatment.” 

“Present  Status  of  Penicillin  Treatment  of 
Syphilis,”  by  Charles  R.  Rein  (p.  233)  states: 
“In  patients  hypersensitive  to  penicillin  three 
broad-spectrum  antibiotics,  chlortetracycline, 
chloramphenicol,  and  oxytetracycline,  should  be 
used  for  treatment,  based  on  the  early  rapid 
clinical  improvement  observed  following  their 
use  by  various  investigators.” 

“Erythromycin:  A Preliminary  Report  on 

its  Use  in  Certain  Venereal  Diseases,”  by  John 
W.  V.  Cordice  el  al.  (p.  480),  recites:  “Urethral 
discharge  cleared  of  Neisseria  gonorrhoeae 
within  forty-eight  hours  following  ingestion  of 
2 Cm.  of  erythromycin.  The  chancroidal  lesion 
healed  in  six  days,  that  of  lymphogranuloma 
venereum  in  fifteen  days,  and  those  of  Donovan 
disease  in  six  to  thirteen  days.  Primary  luetic 
lesions  were  cleared  of  Treponema  pallidum 
within  seventy-two  hours.  There  was  one  ref- 
erence in  the  index  to  lymphogranuloma  ve- 
nereum. No  other  venereal  disease  was  men- 


tioned. 

The  appearance  of  the  1955-1956  Antibiotics 
Annual  provided  the  opportunity  of  reviewing 
recent  references  to  gonorrhea  and  its  treatment. 
Milton  Marmell  and  Aaron  Prigot  report  failure 
to  cure  gonorrhea  with  cycloserine,  a newly  dis- 
covered antibiotic.  The  combination  with  eryth- 
romycin gave  results  expected  if  the  erythro- 
mycin were  used  alone.  Cycloserine  produced 
dizziness,  somnolence,  and  headache. 

The  same  team  report  on  “The  Effectiveness  of 
Penicillin  V in  Acute  Gonorrheal  Urethritis.” 
The  preparation  is  suitable  for  oral  administra- 
tion. The  authors  report  that  best  results 
were  obtained  under  schedules  in  which  the 
total  amount  of  the  antibiotic  ingested  was 
1,800,000  units  (1.125  Gm.)  or  more.  There 
were  no  side-reactions. 

Julian  Love  and  Ray  Weir  gave  Penicillin  V 
to  12  young  adult  men  with  acute  gonorrheal 
urethritis  on  an  intermittent,  four-hour  schedule. 
The  initial  dose  in  nine  patients  was  125  mg. 
(200,000  units)  and  in  three  others  250  mg. 
(400,000  units).  The  infection  was  eradicated 
in  all.  There  was  no  relapse  in  any  of  these 
patients  despite  provocation  by  alcoholic  ex- 
cesses and  sexual  exposure.  Four  other  pa- 
tients were  treated  with  an  individual  massive 
dose  of  625  mg.  (1  million  units)  in  three  pa- 
tients and  740  mg.  (1,200,000  units)  in  one.  Two 
of  the  patients  appeared  cured,  but  the  other  two, 
despite  a marked  initial  improvement,  suffered 
relapses.  Additional  patients  and  some  of 
these  same  patients,  totalling  11,  were  treated. 
The  authors  concluded  that  Penicillin  V offered 
a satisfactory  method  of  treating  acute  neisserian 
infections  of  the  male  urethra.  That  was  their 
conclusion,  not  mine. 

Thomas  H.  Haight  writes  on  “Erythromycin 
Therapy  of  Venereal  Disease.”  Of  the  142  cases 
of  acute  gonorrheal  urethritis,  13  per  cent  had 
treatment  failure  on  ingestion  of  0.8  to  1.2  Gm. 
of  erythromycin  in  one  day.  Cultures  for 
gonococci  were  positive  in  13  per  cent.  An 
additional  88  patients  with  acute  gonorrheal 
urethritis  received  erythromycin  by  injection 
of  either  100  or  200  mg.  The  clinical  results 
appeared  somewhat  better  than  with  oral  medi- 
cation. Larger  doses  were  attended  by  better 
results.  The  local  irritation  at  the  site  of  in- 
jection was  not  of  great  duration. 

My  recommendation  remains:  one  vial  of 
3,000,000  units  of  penicillin  in  one  dose. 
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The  Future  of  Blue  Shield 


LOUIS  H.  BAUER,  M.D.,  D.SC.,  F.A.C.P.,  NEW  YORK  CITY 


\ lot  of  doctors  believe  we  ought  to  get  rid  of 
Blue  Shield.  These  doctors  say  that  social- 
ized medicine  is  a dead  issue  in  America,  so  why  do 
we  need  Blue  Shield?  For  years  doctors  have  been 
voicing  their  opinion  that  socialized  medicine  is  a 
dead  issue  in  America.  During  the  depression 
doctors  used  to  orate  that  the  government  might 
socialize  everything  else,  but  it  wouldn’t  have  a 
chance  with  medicine.  A look  of  astonishment 
appeared  on  their  faces  when  in  1939  Senator  Wagner 
began  to  push  through  a bill  for  country-wide, 
tax-supported  health  care  on  a compulsory  basis. 
Luckily  a sizable  enough  force  was  organized  to  see 
that  this  measure  met  its  deserved  doom.  At  the 
same  time,  as  a bulwark  to  further  attacks  by  so- 
cialism, physicians  created  Blue  Shield.  They  did 
this  after  appealing  to  private  insurance  companies 
to  do  it  and  being  told  it  was  an  impossible  task. 
Although  the  voluntary  way  had  a rather  feeble 
beginning,  it  did  grow  in  strength.  The  advocates 
of  socialized  medicine  didn't  like  that. 

In  1943  the  Senate  marshalled  supporters  behind 
most  vigorous  attempts  to  defeat  the  private  practice 
of  medicine.  An  intricate  system  for  the  govern- 
ment administration  of  medicine  was  evolved  that 
would  subjugate  the  private  practitioner  to  the 
political  bigwig.  Spearheaded  by  the  A.M.A., 
physicians  thwarted  that  bill’s  adoption  too. 
Many  more  doctors  jumped  on  the  Blue  Shield 
bandwagon,  and  the  plan  really  grew.  But  some 
of  socialism’s  flavor  lingered  in  the  Washington  air, 
as  will  be  shown  presently. 

When  The  World  Medical  Association  was  or- 
ganized in  1947,  socialized  medicine,  according  to 
many  far-sighted  physicians,  was  definitely  dead  in 
the  United  States.  Socialized  medicine  might 
creep  into  foreign  countries,  they  thought,  but  never 
at  home.  A year  later,  1949,  saw  the  introduction 
of  the  Murray- Wagner-Dingell  Bill  into  our  Con- 
gress and  I am  sure  that  there  are  many  physicians 
who  recall  the  strenuous  opposition  the  profession, 
again  led  by  the  A.M.A.,  made  against  that  bill, 
although  some  doctors  might  have  taken  a back 
seat  in  the  fighting.  But  how  many  doctors  realize 
that  today  all  but  one  of  that  bill’s  socialistic 
provisions  have  been  enacted  into  law,  and  that  a 
good  start  has  been  made  toward  enacting  the 
remaining  provision? 


There  are  other  examples  of  our  country’s  peculiar 
form  of  socialized  medicine.  One  might  mention, 
for  example,  our  Government’s  fantastically  over- 
powering role  in  the  medical  care  of  our  20  million 
war  veterans  (many  of  them  with  nonservice- 
connected  disabilities),  our  present  and  future 
inductees,  and  all  their  dependents. 

Those  of  us  closely  connected  with  The  World 
Medical  Association  have  an  opportunity  to  see 
firsthand  how  medicine  is  progressing  in  other 
countries,  and  we  have  come  to  the  conclusion  that 
in  foreign  countries,  wherever  doctors  could  not 
agree  among  themselves  that  socialized  medicine 
was  a living  threat  to  private  practice,  socialized 
medicine  was  swept  in.  If  you  have  any  idea  that 
government  is  not  a threat  to  the  private  practice  of 
medicine,  note  what  has  been  going  on  in  England, 
Sweden,  Austria,  and  Japan,  as  well  as  what  is  now 
going  on  in  Belgium,  France,  India,  and  Thailand. 

Wherever  any  successful  stand  has  been  made 
against  government  control  of  medicine,  the  entire 
medical  profession  of  the  country  has  stood  together 
as  a unit.  Wherever  they  have  quarreled  among 
themselves  or  started  negotiating  in  separate  groups, 
they  have  been  completely  taken  over. 

This  is  brought  to  your  attention  because  in  the 
United  States  there  are  countless  doctors  who  re- 
fuse to  profit  by  the  experience  of  doctors  elsewhere 
in  the  world.  Our  physicians,  like  the  physicians 
in  some  other  countries,  refuse  to  admit  that  a 
threat  of  socialized  medicine  exists.  Literally 
thousands  of  doctors  in  the  United  States  have 
their  heads  in  the  sand  and  do  not  see  that  they  form 
a large  and  powerful  group  that  is  unwittingly 
permitting  the  insidious  form  of  socialism  to  flatten 
out  our  traditional  form  of  medical  practice.  Poli- 
ticians will  wait  only  for  the  opportune  moment, 
and  the  opportune  moment  grows  closer  as  more  and 
more  physicians  disregard  the  social  changes  that 
are  taking  place  in  our  country. 

Now  there  are  certain  facts  that  must  be  accepted 
about  these  changes.  In  the  past  doctors  have 
ignored  the  changes  or  have  refused  to  face  up  to 
them,  either  because  the  physician  is  traditionally 
naive  politically  or  because  he  is  simply  disinterested. 
But  no  longer  can  those  facts  be  passed  over! 
First,  the  cost  of  medical  care  has  so  increased  that 
too  many  people  are  no  longer  able  to  pay  their 
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bills  without  some  sort  of  help,  and  they  will  take 
j out  insurance  to  provide  that  help.  Second,  the 
prepayment  of  medical  care  is  here  to  stay. 
Whether  we  like  it  or  not  makes  no  difference.  We 
have  it,  and  we  are  going  to  have  it  indefinitely. 
The  question  to  be  decided  is  whether  we  want  that 
prepayment  on  a voluntary  or  a government-run, 
compulsory  basis.  I believe  the  majority  of  the 
profession  prefers  the  voluntary  method. 

If  that  be  the  case,  the  next  question  is:  Do  we 
want  the  plan  to  be  one  in  which  we  have  a voice  or 
one  in  which  we  have  no  say  whatsoever?  Again, 
I am  certain  that  a majority  will  reply  that  they 
wish  to  maintain  control  of  the  health  plans.  If 
this  be  true — and  this  point  must  be  stressed — the 
profession  had  better  wake  up  and  do  something 
about  it.  A great  number  of  individual  doctors 
are  knowingly  or  unknowingly  doing  their  best  to 
turn  the  whole  business  of  voluntary  health  care 
over  to  nonmedical  bodies.  Also  bear  this  in 
mind:  So  urgent  is  the  desire  of  the  public  to  have 
prepayment  medical  protection  that  they  will  take 
! this  protection  from  whichever  plan  seems  most 
opportune.  At  present  there  are  unions  who  have 
talked  their  members  into  buying  union-run  pre- 
payment care  in  preference  to  doctor-sponsored 
care.  What  the  unions  can  do,  the  Government 
can  do.  All  they  have  to  do  is  convince  the  tax- 
payer that  the  voluntary  system  is  not  the  best 
system,  and  the  government  can  do  it.  They  can  do 
it  because  many  doctors  no  longer  respect  the  pro- 
visions of  Blue  Shield.  Because  some  doctors  do 
not  live  up  to  the  philosophy  of  the  voluntary  health 
movement,  the  public  is  growing  dissatisfied. 
They  are  not  getting  the  care  they  expect. 

For  many  years  the  medical  profession  was  able 
to  show  that  the  best  form  of  prepayment  was 
Blue  Shield  with  its  Service  Benefits.  The  country- 
wide success  of  Blue  Shield  was  proof  of  this.  The 
key  to  success  w~as  the  Blue  Shield  benefits  in  the 
form  of  doctor’s  services:  Service  Benefits.  It  was 
and  is  the  only  real  benefit  the  majority  of  con- 
sumers want.  One  need  only  listen  to  the  spokes- 
men for  the  various  organized  subscribers  to  realize 
this.  They  want  prepayment  in  full,  that  is, 
Blue  Shield  service  benefits,  and  they  wall  exert 
whatever  pressure  is  necessary  to  get  it.  As  long 
as  doctors  participated  in  Blue  Shield,  kept  control 
of  it,  and  continued  to  give  benefits  in  the  form  of 
service,  there  was  no  threat  to  voluntary,  doctor- 
run  health  insurance. 

However,  it  has  been  reported  that  some  physi- 
cians are  playing  havoc  with  Blue  Shield  by  raising 
their  fees  as  soon  as  they  discover  their  patients 
have  coverage  with  the  local  Blue  Shield  Plan. 
For  example,  the  doctor’s  usual  charge  for  a par- 
ticular operation  may  be  $100.  Blue  Shield  may 
pay  $100  for  that  procedure.  But  suddenly  the  fee 


becomes  inadequate  in  the  doctor’s  eye.  He  informs 
the  patient  that  the  fee  is  $200!  Thus,  the  patient 
has  to  pay  $100  out  of  his  pocket.  The  doctor,  in 
other  words,  has  changed  Blue  Shield  into  an  in- 
demnity plan!  The  doctor  argues  that  the  patient 
has  insurance  and  is  therefore  better  able  to  pay  his 
bill.  This  is  a sad  commentary  on  his  intelligence, 
not  to  say  his  ethics.  He  apparently  has  not  con- 
sidered that  the  reason  behind  the  patient’s  having 
insurance  in  the  first  place  is  his  inability  to  afford 
large,  unexpected  cash  outlays.  The  patient  in  the 
case  cited  above  would  be  better  off  with  no  in- 
surance at  all.  Not  only  did  it  fail  to  serve  him, 
but  he  paid  a premium  on  which  he  received  no  real 
return.  Such  a doctor  is  not  only  a disgrace  to  the 
profession  but  he  is  defeating  the  very  purpose  of 
voluntary  health  insurance,  and  is  playing  into  the 
hands  of  the  socializers. 

How  long  will  the  consumer  stand  for  such  treat- 
ment? The  politicians  watch  consumers’  attitudes 
quite  closely,  and  we  may  be  assured  that,  if  volun- 
tary prepayment  continues  along  questionable  lines, 
we  will  soon  have  it  replaced  by  compulsory  insur- 
ance. 

The  Blue  Shield  philosophy  is  this:  No  doctor  is 
compelled  to  belong  to  Blue  Shield  as  a Participating 
Physician.  But  if  he  does,  he  has  to  accept  the 
schedule  of  allowances  (which  he  has  approved  and 
which  provides  service  benefits  only  for  those  mem- 
bers within  certain  income  ceilings,  again  decided  on 
by  the  doctor). 

Service  benefits  distinguish  Blue  Shield  from  other 
plans.  But  some  doctors  and  medical  societies 
have  denounced  service  benefits.  They  call  it 
“socialization,”  and  (they  add  haughtily)  no  one 
can  tell  them  what  to  charge.  As  to  the  first 
criticism,  socialization  cannot  exist  without  govern- 
ment intervention  nor,  usually,  without  taxation. 
Far  from  being  “socialistic,”  Blue  Shield  and  its 
service  benefits  feature  is  the  best  and  in  fact  the 
only  real  defense  against  socialization  of  medicine. 
As  to  the  second  objection,  certainly  no  outside 
agency  should  tell  doctors  what  to  charge.  The 
profession  is  best  qualified  to  decide  on  fees,  and 
that  is  what  physicians  do  through  Blue  Shield. 
Blue  Shield  is  not  an  outside  agency  nor  a third 
party.  Blue  Shield  is  the  doctors’  own  organization. 
Or  it  should  be.  If  it  is  not,  then  it  is  the  doctors’ 
own  fault  for  letting  the  control  slip  out  of  their 
hands. 

There  is  another  physician  practice  that  may  also 
lead  us  to  socialized  medicine.  It  is  a more  wide- 
spread habit,  seemingly  more  harmless,  but  one  that 
under  examination  proves  to  be  the  more  pernicious. 
This  concerns  Blue  Shield  Participating  Physicians 
who  “double  in  brass,”  who  participate  in  plans  of 
other  companies  (plans  not  always  approved  by 
their  medical  societies),  medical  panels,  group 
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medical  centers,  and  competing  plans  generally, 
in  addition  to  their  own  Blue  Shield  Plan.  They 
even  accept  schedules  which  they  will  not  approve 
for  UMS  on  the  grounds  that  they  are  too  low. 
Some  of  these  plans  accumulate  their  reserves  by 
directing  patients  into  wards  and  therefore  do  not 
pay  the  doctors. 

Let  it  be  clear  that  we  are  talking  about  individual 
doctors.  We  know  that  the  medical  profession  as 
an  organized  group,  as  component  medical  societies, 
took  clear-cut,  effective  action  in  resolving  our  med- 
ical economic  problems  of  the  30’s  and  40’s  by 
originally  forming  and  continuing  to  back  Blue 
Shield. 

When  an  individual  doctor  supports  a competing 
plan,  he  also  endorses  the  philosophy  of  that  plan, 
which  more  often  than  not  is  at  complete  variance 
with  Blue  Shield  and  medical  society  philosophy. 
Few  other  plans  offer  free  choice  of  physician.  They 
have  standards  for  procedures  and  for  fees  that  are 
not  arrived  at  by  physicians.  They  offer  service 
benefits  without  any  regard  for  the  patient’s  income. 
These  are  all  conditions  contrary  to  Blue  Shield’s 
views,  yet  Blue  Shield  is  supposedly  the  profession’s 
ideal  plan.  In  other  words,  such  a doctor  has  very 
carefully  organized  definite  and  utilitarian  conditions 
for  his  own  plan,  declaring  it  best,  and  then  he  does 
an  immediate  about-face  by  merrily  supporting 
other  plans  over  which  he  has  no  control  and  which 
he  does  not  force  to  live  up  to  any  of  the  profes- 
sion’s valuable  Blue  Shield  standards.  Not  only 
is  the  participation  in  unapproved  plans  bad  in 
theory,  but  in  practice  it  may  well  prove  to  be  the 
ruination  of  voluntary  health  insurance. 

Consider  the  structure  of  Blue  Shield:  It  was 
devised  primarily  to  take  care  of  the  low-income 
groups.  It  did  this  by  combining  the  higher  risk  of 
illness  of  low-income  groups  with  medium-income 
groups  having  a lower  illness  rate.  An  average  or 
community  illness  rate  was  the  result,  and  both  in- 
come groups  were  charged  an  identical  premium, 
a premium  both  could  easily  afford.  To  keep  this 
rate  from  rising  now,  Blue  Shield  must  maintain  an 
average  enrollment  of  healthy  and  unhealthy  per- 
sons. It  must  continue  to  attract  persons  from  all 
walks  of  life  and  with  average  and  above-average 
health  as  well  as  persons  who  are  poor  health  risks. 
This  is  the  philosophy  that  participating  physicians 
in  Blue  Shield  originated  and  continue  to  support. 
But  what  happens  when  Blue  Shield  allegiance  is 
shared  with  a private  insurance  company  or  a 
closed  panel?  Remember  that  private  insurers  do 
not  try  to  insure  the  unhealthy.  They  are  interested 
primarily  in  large  groups  with  excellent  health 
experiences.  Therefore,  they  can  offer  insurance 
at  a lower  premium.  As  a result  they  attract  from 
Blue  Shield  the  very  good  health  population  Blue 
Shield  needs  in  order  to  survive.  The  above  ex- 


plains why  the  problem  cannot  be  turned  over  to  the 
private  insurance  companies  as  some  doctors  advise. 
To  meet  the  needs  of  the  public,  one  must  provide 
a community  plan.  Many  private  companies  also 
cancel  policies  for  age  or  frequent  utilization,  which 
Blue  Shield  does  not. 

Another  suggestion  is  co-insurance,  the  patient 
paying  the  first  few  dollars  and  the  insurance 
company  the  rest.  At  first  glance  this  sounds 
attractive,  but  it  fails  to  take  into  consideration  two 
factors.  First,  such  a plan  does  not  cover  the  needs 
of  the  low-income  group,  for  they  have  to  pay  not 
only  the  premium  but  also  those  first  10,  15,  25,  or 
more  dollars  which  they  cannot  afford.  Second, 
there  being  no  service  benefit  with  an  income  ceiling, 
the  plan  tends  to  encourage  a gradual  increase  in 
medical  fees. 

Next,  consider  a union’s  clinic  or  a medical  panel. 
A union  will  of  necessity  devote  its  money  toward 
protecting  its  active  members.  This  leaves  the 
retired,  the  aged,  the  unemployed,  and  many  de- 
pendents out  of  union  plans.  These  people  are 
also  the  poor  health  risks.  They  are  thrown  onto 
the  community  to  seek  care  wherever  they  can. 
The  only  place  they  can  find  prepayment  pro- 
tection is  in  Blue  Shield,  If,  however,  Blue  Shield 
is  put  in  a position  where  it  must  continually  take 
in  poor  risks  without  at  the  same  time  balancing 
that  intake  with  healthier  persons,  then  Blue 
Shield  rates  must  soar,  and  eventually  they  will 
rise  so  high  that  the  persons  who  need  protection 
most  will  not  be  able  to  pay  for  it.  They  will  look 
elsewhere  for  care,  and  they  will  get  that  care  from 
charity,  the  doctors,  or  the  government.  The 
opportune  moment  for  which  the  politicians  are 
always  looking  will  have  arrived. 

If,  in  other  words,  this  double-sided  game  is 
continued  to  be  played  by  means  of  supporting  one 
plan  on  Monday  and  a second  on  Tuesday,  the 
doctors’  owm  plan,  Blue  Shield,  will  disappear  from 
the  scene  and  the  doctor  will  find  himself  under 
the  complete  control  of  agencies  over  winch  he  has 
no  influence.  It  requires  little  imagination  to  see 
that  if  Blue  Shield  fails,  compulsory  health  insur- 
ance will  follow  swiftly. 

This  foolish  competition  in  which  doctors  are  nowr 
engaged  is  a clear  indication  of  the  disunity  that  is 
the  present  sad  characteristic  of  the  American 
medical  profession.  It  is  a disunity  that  bears  a 
frightening  resemblance  to  the  lack  of  harmony  that 
prevailed  in  foreign  countries  that  sawT  government 
medicine  swrept  in.  Only  in  countries  where  the 
physicians  have  remained  united  have  voluntary 
methods  and  traditional  practices  been  retained. 

Blue  Shield  could  insure  against  all  kinds  of 
medical  expense,  but  doctors  must  be  realistic 
enough  to  know  that  the  premium  may  be  so  high 
as  to  price  it  out  of  the  market.  To  obtain  what  is 


3702 


New  York  State  J.  Med. 


INTEGRATING  THE  GENERAL  PRACTITIONER  IN  THE  COMMUNITY  HOSPITAL 


desired  may  require  some  sacrifice  on  the  doctor’s 
part.  The  alternative  to  sacrifice  now  may  be  a 
system  in  the  future  that  will  resemble  England’s, 
with  its  doctor  income  governed  by  politicians. 

If  the  doctors  desire  a fee-for-service,  free  choice 
of  doctor  plan  and  want  it  to  compete  successfully 
with  other  plans,  then  they  had  better  stand  directly 
behind  their  own  plan,  control  it,  and  see  that  it 
meets  the  needs  of  the  community  and  not  just  a 


favored  few.  Competition  usually  affords  stimula- 
tion, often  progress,  but  one  does  not  compete 
against  oneself.  In  the  last  analysis,  we  are  all 
competing  against  governmenGrun  medicine,  and 
we  need  united  strength  because  the  enemy  is  for- 
midable. 

We  cannot  win  the  battle  by  fighting  each  other 
or  by  frittering  away  our  strength  in  independent 
groups  working  at  cross  purposes. 


Integrating  the  General  Practitioner  in  the  Community  Hospital 

JOHN  J.  BUTLER,  M.D.,  AND  J.  WILLIAM  QUINLAN,  M.D.,  ROCHESTER,  NEW  YORK 
( From  the  Department  of  Medical  Education,  St.  Mary’s  Hospital) 


''he  purpose  of  this  communication  is  to  describe 
a practical  program  which  has  been  developed  at 
St.  Mary’s  Hospital,  Rochester,  New  York,  to  inte- 
grate the  general  practitioner  more  closely  into  the 
clinical  activities  of  the  hospital.  St.  Mary’s  Hos- 
pital is  a 335-bed,  nonprofit  general  hospital  operated 
by  the  Sisters  of  Charity  of  St.  Vincent  de  Paul.  In 
1952  this  hospital  became  affiliated  with  George- 
town University  Medical  School  in  a rather  unique 
teaching  program.  This  has  been  published  in  de- 
tail elsewhere, 1 and  only  a brief  r6sum5  will  be  given 
here  in  order  to  orient  the  reader  to  the  present  topic. 
The  program  was  designed  to  improve  patient  care 
in  a nonuniversity  hospital  by  bringing  postgraduate 
medical  education  to  the  hospital.  The  plan  in- 
cluded employment  by  the  hospital  of  a full-time 
Director  of  Medical  Education  to  supervise  the 
program.  The  university  sent  teachers  to  the  hos- 
pital for  three-dav  visits  every  other  week.  These 
teachers  held  conferences  for  the  staff,  made  bedside 
rounds,  and  consulted  on  the  hospital  facilities  and 
services.  The  program  was  under  the  over-all  super- 
vision of  the  professor  of  medicine  at  Georgetown 
who  made  periodic  visits  to  the  hospital  in  a consult- 
ing capacity. 

In  1952  a program  such  as  this  was  relatively  new 
and  experimental.  There  was  no  precedent  to  follow, 
but  the  authors  attempted  to  adopt  the  educational 
methods  with  which  they  were  familiar  to  this  new 
medium  of  education.  The  approaches  to  teaching 
medicine  divided  into  specialties  were  well  worked 
out  in  medical  schools  and  university  hospitals,  and 
so  education  of  the  specialists  presented  no  new 
problem.  The  general  practitioner  as  a student, 
however,  was  another  matter. 

The  neglect  of  this  problem  by  the  university  hos- 
pitals is  reasonable  enough.  Most  medical  schools 
are  completely  occupied  by  their  primary  concern, 
which  is  to  teach  medical  students.  The  community 


hospital  on  the  other  hand  is  responsible  for  the 
health  needs  of  the  community.  Since  general  prac- 
titioners represent  a substantial  portion  of  the  active 
staff  at  St.  Mary’s  (35  per  cent),  their  integration 
was  a major  concern  of  this  plan,  which  envisioned 
improving  patient  care  through  postgraduate  educa- 
tion of  the  staff  physicians. 

In  1948  the  department  of  general  practice  was 
organized  along  the  lines  of  the  four  major  specialty 
departments.  This  did  much  to  improve  the  prestige 
of  the  general  practitioner  in  the  hospital,  but  it 
was  mostly  concerned  with  administrative  aspects. 
The  most  significant  difference  between  the  depart- 
ment of  general  practice  and  the  other  professional 
departments  was  the  lack  of  clinical  responsibilities. 
The  specialty  departments  utilized  their  clinical  ma- 
terial as  an  educational  discipline  by  which  their 
members  learned.  A specialist  advanced  on  the 
staff  as  he  was  able  to  demonstrate  increased  pro- 
fessional competence  in  carrying  out  his  clinical 
assignments.  Without  these  clinical  responsibilities 
how  would  a general  practitioner  increase  his 
knowledge,  skill,  and  experience?  By  what  criteria 
would  he  advance  on  the  staff?  The  authors’  first 
answer  was  to  fashion  a program  for  general  prac- 
titioners similar  to  those  carried  out  by  the  specialty 
group.  However,  the  general  practice  department 
had  no  clinical  material  or  responsibilities.  The 
American  Academy  of  General  Practice  recommends 
that  the  outpatient  department  supply  this,  but  in 
this  hospital  that  was  not  found  to  be  a feasible 
substitute.  First  of  all,  the  specialty  departments 
claimed  priority  on  this  department  as  part  of  their 
residency  training  program.  Second,  it  was  felt 
that  outpatient  work  alone  did  not  present  the 
general  practitioner  with  a well-rounded  hospital 
experience.  The  answer  seemed  to  be  to  have  the 
general  practitioner  join  the  specialty  department 
for  educational  purposes  but  to  maintain  his  own 
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department  for  administrative  purposes. 

After  considerable  thought  a mechanism  gradually 
evolved  by  which  this  could  be  accomplished.  It 
was  reasoned  that  the  work  of  a general  practitioner 
in  a metropolitan  area  consists  for  the  most  part  of 
internal  medicine,  pediatrics,  normal  obstetrics, 
office  gynecology,  and  minor  traumatic  surgery. 
Integration  in  the  departments  of  Internal  Medicine, 
Pediatrics  and  Obstetrics,  and  Gynecology  effec- 
tively covers  most  of  the  needs  of  the  general  prac- 
titioner in  this  community.  The  general  practitioner 
selected  one  of  these  three  major  specialty  depart- 
ments for  assignment.  He  was  given  the  option  of 
changing  to  a different  department  annually  or  re- 
maining with  one  for  several  years.  The  programs 
in  the  departments  differed  in  detail,  and  the  follow- 
ing plan  best  fits  that  carried  out  in  the  department 
of  Internal  Medicine,  to  which  the  majority  were 
assigned.  The  general  practitioner  associate,  as  he 
was  called,  was  given  an  inpatient  assignment  to 
ward  rounds  as  a junior  rounding  man  as  well  as  an 
assignment  to  the  outpatient  department.  The 
assignment  to  ward  rounds  was  for  two  weeks. 
Rounds  lasted  from  10  a.m.  to  noon,  five  days  a 
week.  The  outpatient  assignment  consisted  of  at- 
tending a general  medical  clinic  one  morning  a week 
for  two  months.  In  both  instances  the  general  prac- 
titioner became  part  of  the  team  consisting  of  senior 
attending  physician,  resident,  and  intern.  He  was 
expected  to  attend  all  the  conferences  and  teaching 
exercises  conducted  by  the  department  and  inci- 
dentally to  fulfill  his  hospital  obligation  of  attending 
the  monthly  departmental  business  meeting  in  the 
specialty  to  which  he  was  assigned.  Attendance 
was  carefully  kept  at  all  conferences  and  rounds,  and 
the  senior  man  evaluated  the  quality  of  work  done 
by  the  general  practitioner  on  rounds  and  in  the  out- 
patient department. 

Recognition  was  given  to  the  fact  that  certain  in- 
dividuals because  of  their  age  or  for  some  other 
reason  would  not  care  to  participate  in  this  program. 
An  arrangement  was  made  so  that  t hey  could  attend 
any  of  the  monthly  departmental  meetings  in  order 
to  fulfill  attendance  requirements  at  hospital  meet- 
ings. These  men  forfeited  their  chance  for  ad- 
vancement on  the  staff. 

The  following  statement  was  ultimately  included 
in  the  bylaws  of  the  hospital:  “The  promotion  of 
members  of  the  general  practice  group  will  be 
limited  to  active  participants  of  the  general  practice 
associateship  program.  Participation  in  this  pro- 
gram will  be  considered  the  minimum  requirement 
for  promotion.  The  quality  of  the  individual’s  pro- 
fessional work  will  be  used  as  a guide  for  promotion 
in  the  department  of  general  practice.” 

The  response  to  the  program  was  most  gratifying. 
Attendance  at  rounds  and  clinics  was  good.  The 
men  were  prompt  in  arriving,  seldom  left  early,  and 
participated  enthusiastically  in  the  discussions. 


TABLE  I. — Average  Per  Cent  op  Attendance  at 
Department  Meetings 


Status  of  General  Practitioners 

1955 

1956 

Associated  both  years 

37 

53 

Associated  for  one  year 

18 

31 

Not  associated  either  year 

15 

23 

Total 

23 

36 

Members  of  Department  of  Medicine 

52 

56 

Some  had  obviously  signed  up  as  participants  in  the 
program  without  realizing  the  implications.  As  a 
rule  the  men  participated  fully  or  not  at  all.  Thus, 
during  the  first  year  19  of  25  assigned  to  ward  rounds 
carried  out  their  assignments  and  six  did  not.  The 
second  year  22  out  of  25  attended  ward  round  as- 
signments. The  table  summarizes  the  attendance  of 
the  members  of  the  department  of  medicine  and 
general  practitioners  at  various  departmental  con- 
ferences during  the  first  two  years  of  the  program. 
In  the  group  of  general  practitioners  that  was  asso- 
ciated for  two  years  and  thus  can  be  presumed  to  be 
most  interested  in  what  the  program  has  to  offer, 
a marked  increase  in  attendance  was  noted.  This 
was  of  such  a magnitude  as  to  make  the  attendance 
figures  in  the  general  practice  group  equal  to  the 
attendance  of  the  members  of  the  department  of 
medicine,  which  served  as  a control.  In  order  to 
attain  this  the  general  practice  associateship  group 
increased  its  attendance  by  16  per  cent.  There  was 
a smaller  participation  by  that  group  associated  for 
only  one  year  who  presumably  showed  a lesser 
amount  of  interest,  but  the  increase  in  attendance 
was  almost  as  great  (13  per  cent).  The  smallest  at- 
tendance and  smallest  increase  in  attendance  was 
manifested  by  the  group  that  did  not  participate  in 
this  program.  Thus,  it  appears  that  this  program 
has  stimulated  some  general  practitioners  to  partici- 
pate more  actively  in  the  educational  program. 

The  over-all  effect  of  the  program  was  (1)  to  pro- 
vide for  the  clinical  and  educational  needs  of  the  de- 
partment of  general  practice  and  (2)  to  provide 
an  objective  criterion  of  merit  whereby  a general 
practitioner  could  be  advanced  on  the  staff. 

The  program  has  undoubtedly  helped  some  to  be- 
come better  general  practitioners.  The  distinc- 
tion should  be  made  clear,  however,  that  the  pro- 
gram has  not  developed  specialists.  We  have  been 
unable,  in  this  hospital,  on  the  basis  of  this  program 
or  any  other  device,  to  increase  individual  privileges 
in  the  operating  or  delivery  room.  In  this  hospital 
surgery  and  obstetrics  and  gynecology  have  re- 
mained distinct  specialties.  Our  associateship  pro- 
gram has  helped  general  practitioners  stay  abreast 
of  rapidly  changing  areas  of  medicine,  but  it  has  not 
made  them  partial  specialists  in  one  or  more  special- 
ties. 

Reference 

1.  Jeghers,  II.,  O’Brien,  J,,  and  Butler,  J.:  J.A.M.A. 
158:  245  (May  28)  1955. 
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INDUST  R I A L H E A L T H A N D 
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anthony  a.  mira,  M.D.,  Director,  Bureau  of  Industrial  Health  and 
Workmen’s  Compensation 

peter  j.  di  natale,  m.d.,  Chairman,  Council  Committee  on  Industrial  Health 
gerald  d.  dorman,  m.d.,  Chairman,  Council  Committee  on  Workmen’s  Compensation 

Medical  Society  of  the  State  of  New  York 


The  most  important  aim  of  the  A.M.A.  Council  on  Industrial  Health  is  to  see  that  the  best 
possible  care  is  given  the  patient,  both  in  preventive  medicine  and  in  treatment,  and  for  the 
president  of  the  company  as  well  as  for  the  janitor.  Second,  the  Council  dedicates  itself  to 
the  training  of  specialists  and  the  education  of  all  physicians  in  occupational  medicine. 
Our  third  goal  is  education  of  both  labor  and  management  in  which  the  job  of  occupational 
medicine  is — what  they  can  and  cannot  expect  of  the  industrial  physician.  * 


V our  Medical  Society  has  for  many  years  been 
cognizant  of  the  fact  that  occupational  health  is 
rapidly  increasing  in  importance. 

In  April  of  this  year  the  Council  established  a 
Bureau  of  Industrial  Health.  For  administrative 
expediency  the  Workmen’s  Compensation  Bureau 
was  combined  with  it  since  both  bureaus  dealt  with 
workmen’s  problems  in  health  and  disease. 

The  administrative  line  of  responsibility  as  a re- 
sult of  this  change  is  as  follows: 

The  Director  of  Industrial  Health  and  Workmen’s 
Compensation  is  responsible  to  two  Council  com- 
mittee chairmen:  the  Chairman  of  the  Workmen’s 
Compensation  Committee  and  the  Chairman  of  the 
Committee  on  Industrial  Health.  The  Director 
has  as  consultant  on  workmen’s  compensation  mat- 
ters the  previous  Director  of  the  Workmen’s  Com- 
pensation Bureau,  Dr.  David  J.  Kaliski. 

The  two  committee  chairmen  report  to  the  Coun- 
cil of  the  State  Medical  Society.  The  acts  of  the 
Council  and  the  Council  Committees,  as  well  as  the 
Bureaus,  are  reviewed  by  the  State  Medical  Society 
at  the  House  of  Delegates  through  the  recommenda- 
tions of  its  Reference  Committees. 

The  Council  Committee  on  Industrial  Health  has 
reported  to  the  House  of  Delegates  for  many  years. 
The  need  for  a bureau  for  Industrial  Health  was 
established  several  years  ago.  Some  of  the  pro- 
posals by  the  various  Reference  Committees  be- 
came duties  assigned  to  the  new  Bureau  of  Industrial 
Health  and  Workmen’s  Compensation,  as  follows: 

1.  Collect  information  and  statistics  about  in- 


* Forward:  “Scope,  Objectives  and  Functions  of  Occupa- 
tional Health  Programs,”  J,A,M,A.  164:  1104  (July  6)  1957. 


dustrial  medical  practice  in  New  York  State. 

2.  Obtain  information  about  full  time  and  part- 
time  industrial  physicians. 

3.  Obtain  the  roster  of  leaders  in  industrial 
health  for  the  purpose  of  setting  up  a speaker’s 
bureau  and  a teaching  group. 

4.  Maintain  a close  relationship  with  various 
medical  schools  to  foster  teaching  of  industrial  medi- 
cine. 

5.  Stimulate  and  maintain  active  interest  in 
employers  in  the  establishment  of  good  industrial 
health  services. 

6.  Stimulate  interest  in  industrial  health  prac- 
tice among  the  medical  profession  with  particular 
interest  among  those  general  practitioners  who  could 
supply  good  medical  services  to  small  plants  and 
stimulate  medical  and  ethical  practice  and  cooperate 
with  the  family  physician. 

7.  Issue  occasional  bulletins  and  articles  in  the 
State  and  county  medical  bulletins  which  may  be 
reprinted  and  sent  out  to  physicians,  employers,  and 
labor  groups. 

8.  Help  to  establish  and  improve  standards  for 
preplacement  and  periodic  physical  examinations 
in  industry  with  the  cooperation  of  employers  and 
employees. 

9.  Interest  each  county  medical  society  in  es- 
tablishing an  industrial  health  committee  to  stimu- 
late local  interest. 

10.  Maintain  and  cooperate  with  other  agencies 
interested  in  industrial  health  services. 

11.  Set  up  lectures  at  undergraduate  and  post- 
graduate levels  by  industrial  health  authorities. 

It  can  be  noted  readily  that  these  proposals  ac- 
tually implement  the  aims  promulgated  by  the 
American  Medical  Association.  Of  these  proposals, 
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items  5,  6,  and  9 are  the  most  important.  Every  ef- 
fort will  be  made  within  the  next  few  years  to  effect 
these  principles.  Medicine  and  industry  must  work 
hand  in  hand  to  improve  the  physical  well-being  of 
the  worker,  minimize  the  medical  costs  of  conduct- 


ing a business,  and  attempt  to  define  the  limits  of  in- 
terest in  the  ailing  worker  on  the  part  of  labor  and 
management.  Some  of  the  other  proposals  enu- 
merated above  already  have  been  realized  or  are  in 
the  process  of  accomplishment. 


MEDICAL  MEETINGS 


Pasteur  Fermentation  Centennial 

A program  commemorating  the  one-hundredth 
anniversary  of  the  publication  of  Louis  Pasteur’s 
Memoire  sur  la  Fermentation  Apelee  Lactique  will  be 
sponsored  by  the  Charles  Pfizer  & Co.,  Inc.,  on 
Thursday,  November  21,  at  the  Waldorf-Astoria, 
New  York  City. 

Louis  Pasteur  Vallery-Radot  wall  begin  the  morn- 
ing program  with  “Pasteur  as  Seen  by  His  Grand- 
son.” Other  topics  in  the  morning  program  will  be 
“Pasteur  and  Modern  Science,”  “New  Develop- 
ments and  Prospects  in  Fermentation  Chemicals,” 
and  “Trends  in  Antibiotic  Research.” 

Afternoon  symposia  will  include  “Cellular  and 
Biochemical  Interplay  Between  Host  and  Parasite,” 
and  further  discussion  on  the  last  two  of  the  morning 
topics. 

A.M.A.  Clinical  Meeting 

The  American  Medical  Association’s  eleventh  an- 
nual clinical  meeting  will  be  held  in  Philadelphia, 
December  3 through  6.  The  meeting  is  aimed  at 
helping  to  solve  the  daily  practice  problems  of  the 
family  physician.  Dr.  Gilson  Colby  Engel,  Phila- 
delphia, is  general  chairman. 

A highlight  of  the  meeting  will  be  a trans-Atlantic 
telephone  conference  between  physicians  in  Phila- 
delphia and  London  on  advances  in  chemotherapy  of 
cancer.  Also,  the  General  Practitioner  of  the  Year 
will  be  named  during  the  meeting. 

The  remainder  of  the  program  is  composed  of  lec- 
ture meetings,  symposiums,  and  panel  discussions 
on  such  subjects  as  juvenile  delinquency,  cardio- 
vascular diseases,  hypertension,  diabetes,  arthritis, 
and  obstetric  problems. 

American  College  of  Cardiology 

The  American  College  of  Cardiology  will  hold  its 
sixth  interim  meeting  December  5 through  8 at  the 


Netherland  Hilton  Hotel  in  Cincinnati. 

The  scientific  program  will  consist  of  five  sym- 
posia, including  extracardiac  heart  diseases,  diagno- 
sis and  prognosis  of  cardiac  arrhythmias,  treatment 
of  the  arrhythmias,  surgical  treatment  of  coronary 
artery  disease,  and  effects  of  exercise  and  stress  on 
cardiac  function. 

Further  information  may  be  obtained  from  the 
Secretary,  Philip  Reichert,  M.D.,  American  College 
of  Cardiology,  Empire  State  Building,  New  York  1, 
New  York. 

Anesthesiologists'  Assembly 

The  New  York  State  Society  of  Anesthesiologists 
will  hold  their  eleventh  postgraduate  assembly 
December  11  through  14  at  the  Hotel  New  Yorker, 
New  York  City.  In  addition  to  the  scientific  pro- 
gram and  exhibits,  there  will  be  a program  for  resi- 
dents and  tours  to  hospital  climes.  For  further 
information  contact  the  New  York  State  Society  of 
Anesthesiologists,  137  West  11th  Street,  New  York 
11,  New  York. 

Fifth  International  Congress  on  Diseases  of  the 
Chest 

Tokyo,  Japan,  Mil  be  the  location  of  the  Fifth 
International  Congress  on  Diseases  of  the  Chest, 
September  7 through  11,  1958.  The  congress  will 
be  presented  under  the  patronage  of  the  Japanese 
government  and  the  Japan  Science  Council.  The 
Congress  has  been  endorsed  by  the  Japan  Medical 
Association. 

Discussions  on  a wide  variety  of  subjects  Mil  be 
simultaneously  interpreted  into  Japanese,  English, 
and  French.  A special  program  is  being  planned  for 
the  ladies. 

For  further  information  contact  Mr.  Murray 
Kornfeld,  Executive  Director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street,  Chi- 
cago 11,  Illinois. 
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ROMILAR  CF 


Romilar  CF  brings  new  comfort  and  ease 
to  your  patients  with  colds  and  other 
respiratory  disorders  by  providing  more 
complete  symptomatic  control.  Romilar 
CF  syrup  combines  the  benefits  of  an  anti- 
histaminic,  a decongestant,  and  an  anal- 
gesic-antipyretic with  the  effective  cough 
suppressant  action  of  Romilar  Hydrobro- 
mide*—the  non-narcotic  cough  specific 
with  codeine’s  antitussive  effect  but  with- 
out codeine’s  side  effects. 

Each  teaspoonful  (5  cc)  of  Romilar  CF 


provides: 

: Romilar  ® Hydrobromide* 15  mg 

: Chlorpheniramine  Maleate 1.25  mg 

: Phenylephrine  Hydrochloride.  . . 5 mg 

: N-acetyl-p-aminophenol 120  mg 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey 

♦Brand  of  dextromethorphan  hydrobromide 
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Radium  Therapy  Course — The  Radiation  Medi- 
cine Department  of  Queens  Hospital  Center  will 
offer  a course  in  “Operative  Radium  Therapy,” 
beginning  on  Saturday,  January  4,  and  continuing 
for  eight  consecutive  Saturdays  from  9 a.m.  until 
NOON. 

The  program  will  include  the  use  of  interstitial 
radiation  in  the  oral  cavity,  radical  insertion  of 
radium  in  the  neck,  radium  therapy  in  postoperative 
carcinoma  of  the  breast,  use  of  various  applicators  in 
carcinoma  of  the  cervix,  the  Heyman  applicators  in 
carcinoma  of  the  endometrium,  radium  needles  in  the 
parametria,  and  of  radon,  iridium-thread,  and  cobalt 
interstitial  therapy. 

Applications  should  be  made  to  Dr.  Philip  J. 
Kahan,  Supervising  Medical  Superintendent,  Queens 
Hospital  Center,  82-68  164th  Street,  Jamaica  32, 
New  York. 

Nutrition  Essay  Contest — In  order  to  encourage 
interest  in  medical  writing  and  in  nutrition,  J.  B. 
Roerig  and  Company  has  announced  an  essay  con- 
test open  to  junior  and  senior  medical  students, 
interns,  and  resident  physicians  in  approved  U.S. 
medical  schools  and  hospitals. 

Essays  are  to  be  2,500  words  or  less  and  may  deal 
with  any  phase  of  nutrition  or  “may  deal  specifi- 
cally with  the  interrelationships  among  proteins, 
fats,  carbohydrates,  and  vitamins  and  minerals,” 
according  to  Dr.  Martin  A.  Seidell,  medical  direc- 
tor. They  must  be  submitted  by  January  31,  1958, 
and  winners  will  be  announced  at  the  convention  of 
the  Student  American  Medical  Association,  May  1 
through  4. 

Typewritten,  double-spaced  manuscripts  with 
three  carbon  copies  should  be  sent  to  Medical  Direc- 
tor, J.  B.  Roerig  and  Company,  Division,  Chas. 
Pfizer  & Co.,  Inc.,  800  Second  Ave.,  New  York  17, 
New  York.  The  four  cash  prizes  range  from  8250 
to  8750. 

Disaster  Training — A stepped-up  program  to  train 
persons  to  care  for  people  injured  in  a major  disaster 
was  announced  today  by  the  State  Health  Depart- 
ment. 

Dr.  Herman  E.  Hilleboe,  State  Health  Commis- 
sioner, said  the  new  program  will  train  community 
civil  defense  teams — each  composed  of  76  persons — 
to  set  up  and  operate  improvised  emergency  hospi- 
tals. These  teams  will  be  capable  of  transforming 
a school  building  into  a 200-bed  hospital  within  a 
few  hours  in  the  event  of  an  enemy  attack  or  a 
major  peacetime  disaster.  The  professional  team 
will  form  the  core  of  a 220-person  staff  capable  of 
running  the  hospital  around  the  clock. 


Teams  from  the  following  civil  defense  jurisdic- 
tions are  to  be  trained  by  Christmas:  Jamestown, 
Mt.  Vernon,  White  Plains,  Dunkirk,  and  the  coun- 
ties of  Chautauqua,  Jefferson,  Livingston,  West- 
chester, Monroe,  Cauyga,  Genesee,  Erie  (two  teams), 
Sullivan,  Chemung,  Allegan}',  Broome,  and  Onon- 
daga. A team  also  will  be  trained  at  the  Middle- 
town  State  Hospital. 

New  Journal  Introduced — A new  quarterly  jour- 
nal, Perspectives  in  Biology  and  Medicine,  is  sched- 
uled to  appear  this  month.  It  advances  a multi- 
disciplined  approach  to  the  problems  of  biology  and 
medicine.  Published  by  the  Division  of  Biological 
Sciences  and  the  Press  of  the  University  of  Chicago, 
the  editorial  offices  of  the  journal  are  at  950  East 
59th  Street,  Chicago  37,  Illinois. 

A.M.A.  Research  Foundation — The  American 
Medical  Research  Foundation  recently  was  estab- 
lished by  the  A.M.A.  The  Foundation’s  main  pur- 
poses will  be:  (1)  to  promote  the  betterment  of 

public  health  through  scientific  and  medical  re- 
search, (2)  to  plan  and  initiate  scientific  and  medical 
research,  and  (3)  to  collect,  correlate,  evaluate,  and 
disseminate  results  of  scientific  and  medical  re- 
search activities  to  the  general  public.  A.M.A. 
trustees  will  be  the  voting  members,  and  Founda- 
tion meetings  will  be  held  at  the  time  of  the  A.M.A. 
annual  sessions. 

General  Practice  Assembly — The  Ninth  Scientific 
Assembly  of  New  York  State  Academy  of  General 
Practice  was  held  in  New  York  City,  October  21 
through  24,  followed  by  an  extended  scientific  pro- 
gram cruise  to  the  West  Indies  through  November  4. 

The  New  York  program  at  the  Barbizon-Plaza 
Hotel  included  discussions  and  exhibits  integrated 
with  the  following  topics:  Atomic  Medicine,  Geri- 
atric Problems,  Dislocations  and  Fractures,  Newer 
Chemotherapeutic  Aids  in  Nervous  and  Mental  Dis- 
orders, and  Obstetrics  for  the  General  Practitioner. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education  Foun- 
dation for  the  month  of  September  were:  Kings- 

ton— Dr.  Saul  Ritchie,  and  Rochester — Dr.  A. 
Fischer. 

Clinical  Conference — Forest  Hills  General  Hospi- 
tal sponsored  a clinical  conference  on  October  7 
conducted  by  Dr.  Peter  M.  Murray,  director  of 
Obstetrics  and  Gynecology  at  Sydenham  Hospital. 

[Continued  on  page  3710) 
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Dr.  Lawrence  Loewinthan,  associate  professor  of 
obstetrics  and  gynecology  at  New  York  Polyclinic 
Medical  School  and  Hospital,  served  as  moderator. 

American  College  of  Physicians — The  annual 
Western  New  York  regional  meeting  of  the  Ameri- 
can College  of  Physicians  was  held  at  the  Academy 
of  Medicine  in  Rochester  on  October  11. 

Dr.  Ralph  F.  Jacox  of  Rochester  was  in  charge  of 
the  program.  Of  particular  interest  to  specialists 
in  internal  medicine  was  a panel  discussion  on 
“Medical  Problems  of  Flight  Above  the  Atmos- 
phere.” 

Memorial  Meeting — The  Alumni  Association  of 
the  Hospital  for  Joint  Diseases  held  a special  memo- 
rial meeting  on  November  2 for  the  late  Dr.  Samuel 
Kleinberg.  Participating  in  the  meeting  were  Dr. 
Bradley  L.  Coley  on  “Giant  Cell  Tumors  (Forty 
Years  Experience),”  Dr.  Alan  DeForest  Smith  on 
“Osteochondritis  Dissecans,”  Dr.  Philip  D.  Wilson 
on  “Ideas  on  the  Treatment  of  Giant  Cell  Tumors,” 
and  Dr.  David  M.  Bosworth  on  “Neck  Pain  and 
Lesions  of  the  Cervical  Spine.”  All  are  from  New 
York  City. 

New  York  Physicians  in  Chicago — Twenty-one 
New  York  physicians  took  part  in  the  fourth  annual 
meeting  of  the  Academy  of  Psychosomatic  Medicine 
held  in  Chicago,  October  17  through  19.  The 
theme  of  the  meeting  was  “Psychosomatic  Aspects 
of  Obstetrics,  Gynecology,  and  Endocrinology,  In- 
cluding Diseases  of  Metabolism.” 

Dr.  Lester  L.  Coleman  of  New  York  City  gave  the 
welcoming  address  as  vice-president.  Others  par- 
ticipating were  Drs.  Edmund  Bergler,  New  York 
City;  Alfred  J.  Cantor,  Flushing;  Howard  David- 
man  and  Harold  B.  Davidson,  New  York  City; 
Wilfred  Dorfman,  Brooklyn,  and  Flanders  Dunbar, 
William  L.  Ferber,  Irving  C.  Fischer,  Margaret 
Joan  Giannina,  Stephen  W.  Giorlando,  Maurice  R. 
Green,  Marcel  Heiman,  Herbert  S.  Ivupperman, 
Joseph  H.  Morton,  Hugh  Mullen,  Sandor  Rado, 
J.  J.  Rommer,  Louis  J.  Salerno,  Martin  L.  Stone, 
and  Fritz  Wengraf,  all  of  New  York  City. 

Postgraduate  Courses  at  Buffalo — The  University 
of  Buffalo  School  of  Medicine  will  conduct  a post- 
graduate education  course  in  dermatology,  Novem- 
ber 20  and  21.  Subjects  to  be  covered  include  the 
allergic  dermatoses;  diagnosis  and  treatment  of 
common  skin  diseases;  diagnosis  and  treatment  of 
mycotic  and  pyogenic  infections,  parasitic  diseases 


and  insect  bites;  premalignancies,  epithelioma ta, 
moles,  malignant  melanoma  ta,  and  hemangiomata; 
industrial  dermatitis,  and  verruca  vulgaris,  pruritis 
ani  et  vulvae. 

A similar  course  in  gynecology  was  presented 
November  6 and  7 with  emphasis  placed  on  common 
office  and  minor  gynecologic  procedures  studied 
through  panel  discussions  and  clinical  demonstra- 
tions. 

Eastern  Group  Psychotherapy  Society — The 

first  of  a series  of  three  lectures  on  “Reason  and 
Unreason  in  Psychotherapy”  was  held  October  23 
by  the  Eastern  Group  Psychotherapy  Society. 

The  extent  to  which  current  psychotherapeutic 
activity  is  becoming  characterized  by  nonrational 
trends  was  discussed  by  Dr.  Alexander  Wolf,  as- 
sociate clinical  professor  of  psychiatry,  New  York 
Medical  College,  and  Dr.  Emanuel  K.  Schwartz, 
New  York  City  psychologist. 

New  York  Medical  Society  on  Alcoholism — Dr. 

M.  Freile  Fleetwood,  instructor  of  psychiatry  at 
Cornell  University  Medical  College,  was  the  guest 
speaker  at  the  October  17  meeting  of  the  New  York 
Medical  Society  on  Alcholism.  She  discussed  the 
psychology  and  biochemistry  of  chronic  alcoholism. 
Discussants  were  Dr.  Arnold  Z.  Pfeffer,  associate 
professor  of  clinical  psychiatry,  New  York  Univer- 
sity-Bellevue  Medical  Center  and  Dr.  Joseph  Post, 
associate  professor  of  clinical  medicine,  New  York 
University  College  of  Medicine. 

International  Academy  of  Proctology — A cash 
prize  of  $100  and  a certificate  of  merit  will  be  given 
by  the  International  Academy  of  Proctology  for  the 
best  unpublished  contribution  to  proctology  or  an 
allied  subject. 

The  award  will  be  made  at  the  annual  convention 
on  April  11,  1958  in  [Mexico  City,  Mexico.  The 
academy  reserves  the  exclusive  right  to  publish  all 
contributions,  which  are  limited  to  5,000  words  and 
must  be  typewritten  in  English.  Five  copies  must 
be  received  no  later  than  February  1,  1958.  Send 
entries  and  inquiries  to  Alfred  J.  Cantor,  M.D., 
International  Secretary,  International  Academy  of 
Proctology,  147-41  Sanford  Avenue,  Flushing,  New 
York. 

Short  Postgraduate  Courses — The  annual,  short 
postgraduate  courses  in  internal  medicine,  neurology, 
obstetrics  and  gynecology,  ophthalmology,  otolaryn- 
gology, pediatrics,  and  radiology  will  be  given  during 
March  and  April,  1958,  at  the  University  Hospital, 
Ami  Arbor,  Michigan. 


Personalities 


Elected 

Dr.  Ralph  A.  Camardella,  Malverne,  as  president 
of  the  Nassau  Division  of  the  American  Cancer 
Society. . .Drs.  Donald  A.  Covalt  and  Jerome  S. 


Tobis,  both  of  New  York  City,  as  second  and  fourth 
vice-presidents  respectively  of  the  American  Con- 
[Continued  on  page  3712] 
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1 . Winsor,  A. 

2.  Beozel I , J. 

3.  Faroy,  G. , 

4.  Okada,  S. 


why  wine 
in  digestive 

disorders? 


Although  the  effects  of  wine  on  the 
digestive  system  have  been  discussed 
for  centuries,  it  has  been  only  in  recent 
years  that  many  of  its  physiological 
attributes  have  been  determined. 

WINE  AND  THE  SALIVARY  GLANDS-The  increase  in  salivary  flow  following  a 
moderate  intake  of  wine  is  apparent  almost  immediately,1  such  increase  being 
attributed  to  direct  sensitization  of  secretory  nerve  endings.- 

WINE  AND  GASTRIC  SECRETION —With  a pH  averaging  3.2,  wine  resembles 
gastric  juice  more  closely  than  does  any  other  natural  beverage.  Its  tannins,  organic 
acids  and  salts  of  these  acids  serve  as  buffering  agents  to  maintain  this  pH. 

Relatively  low  in  content  of  alcohol,  table  wine  has  been  found  to  stimulate  gastric 
secretion  and  induce  production  of  gastric  juice  high  in  hydrochloric 
acid,  sodium  chloride,  rennin  and  pepsin.3 

WINE  AND  THE  DIGESTIVE  TRACT— With  its  low  concentration  of  alcohol,  wine 
in  moderate  consumption  has  been  found  to  induce  a marked  increase  in 
biliary  flow.4  This,  together  with  increased  function  of  pancreatic  enzymes,  may 
thus  encourage  better  digestion  of  fatty  foods. 

THEREFORE-IN  THE  TREATMENT  OF  DIGESTIVE  DISORDERS-Wine  is  being 
widely  recommended  in  the  treatment  of  anorexia,  hypochlorhydria  without 
gastritis,mucous  colitis,  spastic  constipation  and  diarrhea,  and  in  digestive  disorders 
stemming  from  emotional  tension  and  anxiety. 

These  and  other  modern  uses  for  wine  are  discussed  in  the  brochure 
“Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy  write— Wine 
Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 

. L.  and  Strongin,  E.  I.:  J.  Exper.  Psychol.  16.589  (1933). 

M.,  and  Ivy,  A.  C.:  Quart.  J.  Studies  on  Ale.  7.45  (1940). 
and  Weissenbach,  R.  J.:  Hopital  25.306  (1937). 

: J.  Physiol.  49.457  (1915). 
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gress  of  Physical  Medicine  and  Rehabilitation . . . 
Dr.  Matthew  H.  Jaffe,  Binghamton,  as  chairman  of 
the  Economics  Committee  of  the  Broome  County 
Medical  Society.  . Dr.  Norman  B.  Schell,  Jericho, 
as  a new  member  of  the  Nassau  Pediatric  Society. 

Appointed 

Dr.  Gilbert  J.  Dalldorf,  Voorheesville,  director  of 
the  Division  of  Laboratories  and  Research  of  the 
New  York  State  Department  of  Health,  as  asso- 
ciate medical  director  of  the  National  Foundation 
for  Infantile  Paralysis  as  of  January  1,  1958.  . . 
Dr.  Jerome  Gerendasy,  New  York  City,  as  professor 
of  cardiology  at  the  Faculty  of  Medicine  of  the 
University  of  Santo  Domingo,  Ciudad  Trujillo, 
Dominican  Republic,  as  of  the  current  school  year 
. . .Dr.  Frederic  W.  Holcomb,  Sr.,  Kingston,  presi- 
dent of  the  Board  of  Directors  of  the  Ulster  County 
Tuberculosis  and  Health  Association,  to  the  execu- 
tive board  of  the  State  Committee  on  Tuberculosis 
and  Public  Health. 

Speakers 

Dr.  Bernard  Becker,  chief  of  the  Department  of 
Ophthalmology  at  the  Washington  University 
School  of  Medicine,  St.  Louis,  for  the  annual  Schoen- 
berg Memorial  Lecture  of  the  New  York  Society  for 
Clinical  Ophthalmology  and  the  National  Society 
for  the  Prevention  of  Blindness,  December  2,  on 
“Tonography:  Experimental  and  Clinical  Aspects” 
. . . Dr.  John  Caffey,  New  York  City  radiologist,  as 
a discussant  on  x-ray  procedures  for  distinguishing 
mongoloid  infants,  and  Dr.  Norman  Simon,  assist- 
ant attending  radiotherapist  at  Mt.  Sinai  Hospital, 
on  the  effectiveness  of  cobalt  60  as  an  anticancer 
weapon,  October  3 and  4 respectively,  at  the  annual 
meeting  of  the  American  Roentgen  Ray  Society.  . . 
Dr.  J.  Roswell  Gallagher,  chief  of  Adolescent  Unit, 
Children’s  Hospital,  Boston,  before  the  Pediatric 
Section  of  the  King’s  County  Medical  Society, 
November  25,  on  “The  Pediatrician’s  Role  in  Refer- 
ence to  Adolescent  Problems” ...  Dr.  John  H. 
Hamel,  Syracuse,  before  the  Jefferson  County 
Medical  Society,  December  17,  on  “Male  Sterility” 
. . . Dr.  Raymond  Harris,  Chairman  of  the  Commit- 


tee on  Aging  of  the  Albany  County  Council  of  Com- 
munity Services,  before  the  Greene  County  Medical 
Society  and  Chapter  of  the  Academy  of  General 
Practice,  October  31,  on  “Geriatrics  and  Its  Rela- 
tion to  the  General  Practitioner” ...  Dr.  Phillip 
Klieger,  Coordinator  of  Rehabilitation  at  Bellevue 
Hospital,  substituting  for  Dr.  John  J.  Untereker 
before  the  Geneva  Academy  of  Medicine,  October 
21,  on  “The  Rehabilitation  of  the  Hemiplegic”.  . . 
Dr.  Elmer  L.  Loughlin,  former  New  York  physiciau 
now  serving  as  medical  adviser  to  the  Haitian  Gov- 
ernment, before  the  annual  antibiotics  symposium 
sponsored  by  the  Food  and  Drug  Administration, 
October  2,  on  prospects  for  better  nutrition  and 
more  normal  child  growth  in  the  tropics . . . Dr. 
Eugene  L.  Lozner,  Professor  of  Medicine,  State 
University  of  New  York  College  of  Medicine  at 
Syracuse,  before  the  Rensselaer  County  Medical 
Society,  November  12,  on  “The  Hazards  of  Blood 
Transfusion” ...  Dr.  Attilio  Renzetti,  State  Uni- 
versity of  New  York  College  of  Medicine  at  Syra- 
cuse, before  the  Chenango  County  Medical  Society, 
October  23,  on  “Chronic  Non-Tuberculous  Pul- 
monary Disease.” 

Returned 

Dr.  Alexander  Brunschwig,  chief  of  the  Gynecol- 
ogy Service  at  Memorial  Center  for  Cancer  and 
Allied  Diseases,  from  Durban,  Natal,  South  Africa, 
where  he  presented  three  lectures  and  operative 
demonstrations  at  the  forty-first  South  African 
Medical  Congress  of  the  Medical  Association  of 
South  Africa,  September  16  through  21. 

Awards 

Dr.  Karl  Harpuder,  Montefiore  Hospital,  New 
York  City,  the  Gold  Key  of  the  American  Congress 
of  Physical  Medicine  and  Rehabilitation  for  out- 
standing services  in  teaching  and  research  in  that 
field . . . Dr.  John  C.  McClintock,  Associate  Clinical 
Professor  of  Surgery  at  Albany  Medical  College, 
a grant  by  the  New  York  Division  of  the  American 
Cancer  Society  to  finance  a scientific  exhibit  on 
thyroid  cancer  which  he  has  been  invited  to  create 
and  display  at  the  seventh  annual  Internationa 
Cancer  Congress  in  London  next  summer. 


God  could  not  be  everywhere  and  therefore  he  made  mothers. — Anonymous 
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Recent  Observations 


On  Self-Regulated 
Schedules  For  Infants 


Genetically  acquired  behavioral  predis- 
positions enable  the  normal  baby  to  regu- 
late its  feeding  intake  and  periodic 
hunger  sensations,  its  feeding  habits. 
These  physiological  regulatory  forces 
may  be  satisfied  by  adapting  the  formula 
content  and  feeding  period  to  the  indi- 
vidual needs  of  the  infant.  It  involves  a 
sensible  compromise  between  too  rigid  a 
schedule,  geared  to  the  clock  and  too  lax 
a schedule,  based  on  self-demand  feed- 
ings. Such  is  the  current  objective:  for 
either  extreme  can  lead  to  infant  feeding 
difficulties. 

The  newborn  may  become  a feeding 
problem  if  the  prescribed  formula  is  ex- 
cessive or  the  feeding  schedule  rigid. 
Every  time  he  is  awakened  abruptly  from 
satisfying  slumber  to  be  fed  forcefully, 
the  baby  gradually  loses  his  enthusiasm 
for  the  food  and  begins  to  resist  the  feed- 
ing. The  young  infant  may  balk  at  the 
crude  introduction  of  a new  food  or  feed- 
ing procedure  without  the  proper  prelude 
of  gradual  adaptation  of  taste,  color,  con- 
sistency and  quantity. 

The  older  infant  weaned  from  bottle 
to  cup  may  reject  milk  or  go  on  a hunger 
strike.  Devoted  to  his  bottle  he  resents  its 
sudden  deprivation.  It  takes  a certain 
readiness  forweaning  to  make  that  change 
agreeable.  Later  the  infant  becomes  some- 
what independent  of  his  mother  and  ar- 
bitrary with  his  food.  What  he  enjoyed 
yesterday,  he  rejects  today.  If  he  distorts 
the  diet  for  a day  and  his  mother  resorts 
to  force,  a feeding  problem  is  in  the  mak- 


ing. Sensible  decorum  will  solve  these 
little  difficulties  before  they  become  big 
behavior  disturbances  in  childhood. 

The  problems  of  infant  feeding  are 
always  the  same  but  solutions  may  differ 
with  each  era.  The  carbohydrate  require- 
ment for  all  infants  is  as  completely  ful- 
filled by  Karo®  Syrup  today  as  a genera- 
tion ago.  Whatever  the  type  of  milk 
adapted  to  the  individual  infant,  Karo 
may  be  added  confidently  because  it  is  a 
balanced  mixture  of  low  sugars,  easily 
mixed,  well  tolerated,  palatable,  hypo- 
allergenic, resistant  to  fermentation, 
easily  digestible,  readily  absorbed,  non- 
laxative. Readily  available  in  all  food 
stores. 


MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 
17  Battery  Place,  New  York  4,  N.Y. 


Behind  Every  Karo  Bottle...  A Generation  of  World  Literature 
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Woman  s Auxiliary 

to  the  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


A Must  for  Every  Physician  s Wife 


V/T  embership  in  the  Woman’s  Auxiliary  to  the 
County  Medical  Society  to  which  her  husband 
belongs  is  a must  for  each  Society  member’s  wife. 

The  monthly  programs  sponsored  at  Auxiliary 
meetings  are  stimulating  and  educational . Speakers 
well-versed  in  legislative  matters  bring  information 
concerning  proposed  bills  affecting  public  health  and 
the  medical  profession.  The  Auxiliaries  are  con- 
stantly aiding  their  medical  societies’  legislative 
committees  in  combating  chiropractic  bills  which 
would  license  that  cult.  Recognized  speakers  in 
the  nursing  and  education  professions  familiarize 
auxiliaries  with  health  careers  open  to  our  youth  and 
with  the  need  for  better  trained  workers  in  all  fields 
allied  with  medicine.  In  this  connection  practically 
all  county  auxiliaries  in  the  country  have  established 
Future  Nurses’  Clubs  in  high  schools  with  auxiliary 
members  as  sponsors,  thus  encouraging  the  enroll- 
ment of  thousands  of  girls  in  nursing  schools. 
Hundreds  of  scholarships  are  given  by  auxiliaries  to 
student  nurses,  medical  students,  and  technicians  in 
various  branches  of  medicine.  It  is  also  customary 
for  some  auxiliaries  to  devote  one  meeting  a year  to 
hearing  from  the  future  nurse  clubs,  a most  inspiring 
program.  Two  years  ago  one  of  our  auxiliaries 
received  a first  prize  at  the  New  York  State  Fair  for 
Outstanding  Community  Service  for  its  work  in 
Future  Nurses’  Clubs  and  scholarships. 

Representatives  of  Safety  Councils  frequently 
provide  speakers  on  a matter  of  importance  to  the 
doctor’s  family  and  to  the  public — safety.  Many 
auxiliaries  have  made  great  strides  in  arranging 
public  forums  on  this  and  other  health  subjects. 

Usually  one  meeting  a year  is  devoted  to  mental 
health.  The  majority  of  auxiliaries  cooperate  with 
their  local  State  mental  hospitals  by  supplying 
volunteers  as  visitors  to  the  patients  and  by  manning 
booths  at  bazaars  at  these  institutions.  In  addition 
to  auxiliaries  visiting  geriatric  pavillions,  they  have 
arranged  for  members  of  their  Future  Nurse  Clubs 
to  cooperate  in  the  successful  geriatric  program. 
Some  auxiliaries  sponsor  Senior  Citizens’  Clubs  and 
also  arrange  for  Future  Nurse  Club  members  to 
visit  handicapped  children.  Meetings  have  been 
devoted  to  planning  baby  sitting  instruction  for 
students.  Auxiliaries  sponsor  health  poster  con- 
tests for  elementary  and  high  school  children  to 
develop  health  consciousness. 

A fairly  new  auxiliary  project  is  sponsorship  of 
chapters  of  the  auxiliaries  to  the  Student  American 


Medical  Association  in  counties  in  which  medical 
schools  are  located.  This  enables  the  auxiliary 
members  to  familiarize  the  medical  students’  waves 
with  their  future  roles  as  physicians’  partners.  It 
also  creates  opportunity  during  get-togethers  with 
medical  society  members  and  the  medical  students 
for  discussion  of  ethics  and  society  policies. 

Once  a year  a program  is  planned  for  discussion 
of  voluntary  health  plans.  The  information  re- 
ceived is  relayed  by  the  auxiliaries  to  lay  organiza- 
tions through  qualified  speakers.  With  cooperation 
of  the  voluntary  health  insurance  organizations  and 
the  county  medical  society,  auxiliaries  sponsor 
courses  for  the  doctor’s  secretary.  They  also  pro- 
mote subscriptions  to  Today’s  Health  which  provide 
the  public  with  accurate  medical  news. 

Occasional  lighter  moments  are  scheduled  on  the 
subjects  of  “Decorating  the  Doctor’s  Office, ” 
“Flower  Arranging,”  etc.  Social  activities  for  fund 
raising  include  luncheons,  bridge  parties,  amateur 
shows,  dinner-dances,  etc.,  and  contributions  are 
given  to  many  and  varied  worthy  causes,  such  as 
Physicians’  Home  and  the  American  Medical  Edu- 
cation Foundation.  Many  health  groups,  such  as 
heart,  cancer,  diabetes,  tuberculosis,  and  others 
also  receive  financial  aid  as  well  as  volunteer  service 
from  auxiliaries. 

Space  and  time  do  not  permit  naming  all  the 
activities  the  auxiliaries  engage  in  for  the  enhance- 
ment of  public  health  and  the  promotion  of  better 
public  relations  for  the  medical  profession.  The 
majority  of  our  members  are  affiliated  with  hospital 
auxiliaries  and  other  organizations,  but  they  feel 
their  Medical  Society’s  Woman’s  Auxiliary  ac- 
complish more  for  the  doctors. 

Countless  physicians  and  their  wives  protest 
about  some  modern  trends  in  medicine  which  they 
feel  tend  to  debase  the  profession  by  destroying  the 
doctor-patient  relationship  and  promoting  unethical 
practices.  Too  many  of  these  complainants  voice 
their  feelings  from  afar  instead  of  participating  in  the 
efforts  which  their  medical  societies  and  their 
auxiliaries  are  making  to  rectify  these  unwanted 
situations. 

Since  medicine  and  its  innumerable  activities, 
whether  medical,  economic,  or  legislative,  are  now 
widely  publicized  in  the  press,  radio,  TV,  and 
magazines,  the  public  is  more  health  conscious  and 
better  acquainted  with  medicine.  Therefore,  it  is 
[Continued  on  page  3716] 
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helps  protect  the  infant’s  skin  against 

diaper  rash  (ammoniacal  dermatitis)  • irritation  • excoriation 

Desitin  Ointment  covers  the  infant’s  skin  with  a sooth- 
ing, protective,  healing  coating  which  is  largely  imper- 
vious to  and  helps  guard  against  irritation,  rash,  and 
maceration  caused  by  urine,  excrement,  perspiration 
and  secretions.  This  preventive  action  of  Desitin 
Ointment  persists  all  through  the  night. . .when  baby 
is  particularly  vulnerable  to  painful  skin  excoriations. 

Nonsensitizing,  nonirritant  Desitin  Ointment . . rich  in  cod  liver  oil 
successfully  used  on  millions  of  infants  for  over  30  years. 

for  samples  and  literature  please  write .... 


• tubes  of  1 02., 
2 oz.,  4 02. 

• 1 lb.  jars. 


DESITIN  CHEMICAL  COMPANY 


Providence,  R.  I. 


I.  Grayzel,  H.  G.,  Heimer,  C.  B.,  and  Grayzel,  R.  W.:  New  York  St.  J.  Med. 
53:2233,  1953.  2.  Heimer,  C.  B.,  Grayzel,  H.  G.,  and  Kramer,  B.:  Archives  of 
Pediatrics  68:382,  1951.  3.  Behrman,  H.  T.,  Combes,  F.  C.,  Bobroff,  A.,  and 
Leviticus,  R.:  Ind.  Med.  & Surgery  18:512,  1949.  4.  Turell,  R.:  New  York  St. 

J.  Med.  50:2282,  1950.  5.  Marks,  M.  M.:  Missouri  Med.  52:187,  1955. 
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[Continued  from  page  3714] 

more  imperative  than  ever  that  the  doctor’s  wife  be 
fully  cognizant  of  the  many  changes  and  problems 
affecting  the  physician’s  work  and  the  public  wel- 
fare. 

Membership  in  her  county  medical  society  aux- 
iliary enables  the  doctor’s  wife  to  become  better  in- 
formed and  provides  her  with  intelligent  answers  for 
the  inquiring  public.  Membership  also  leads  to 
more  understanding  and  appreciation  of  her  hus- 
band’s efforts.  Auxiliary  membership  provides  the 
doctor’s  wife  with  the  gratifying  feeling  that  she  is 
helping  in  programs  that  promote  the  advancement 
of  medicine  and  public  health  and  creates  a liaison 
between  the  public  and  the  medical  profession  by 
aiding  in  health  education  in  her  community.  Many 


enduring  and  happy  relationships  between  the  mem- 
bers of  physicians’  families  result  from  auxiliary 
membership. 

Doctor,  please  do  not  delay!  Make  it  your  busi- 
ness to  have  your  wife  an  active  auxiliary  member  if 
she  is  not  one  already.  Let  her  help  you  in  pre- 
serving the  freedom  of  medicine  for  the  patients  and 
the  doctor. 

Let  us  unite  the  efforts  of  the  county  medical 
society,  their  woman’s  auxiliaries,  and  the  general 
public. 

Mrs.  Ezra  Wolff,  Chairman 
Organization  and  Membership 

108  Jewel  Avenue 
Forest  Hills,  New  York 


Free  Choice 


Nothing  places  the  doctor  so  much  “on  his  best” 
as  the  fact  that  the  patient  can  transfer  his  care  to 
another  doctor  at  will.  Free  choice  of  doctor  did 
more  to  correct  abuses  and  improve  the  standards 
of  care  for  injured  workmen  in  New  York  State  than 
any  one  thing  under  the  administration  of  the  Work- 
men’s Compensation  Law. 

Free  choice  was  a natural  provision  to  incorporate 
in  the  “voluntary  nonprofit  laws”  of  New  York. 
Under  the  Compensation  Law  doctors  accept  the 
schedided  payments  with  no  extra  charge  to  the 
patient.  This  does  not  hold  under  the  Blue  Shield 
coverage  of  voluntary  insurance. 

Medical  service  with  no  personal  costs  to  the 
patient  is  what  “service  benefits”  does  for  the  sub- 
scriber whose  income  is  within  the  eligible  limits. 

The  percentage  of  the  population  who  will 
qualify  for  such  service  benefits  will  vary  in  the  dif- 
ferent communities.  The  metropolitan  area,  taken 


as  a unit,  is  estimated  to  have  about  60  per  cent 
entitled  to  receive  care  with  no  extra  charge  from 
participating  physicians. 

It  has  been  reasonably  demonstrated  that  under 
such  plan  of  insurance  with  “service"  benefits”  the 
doctors  will  receive  greater  incomes  than  would  be 
possible  from  fee-for-service  without  insurance. 
So  the  doctor  who  agrees  to  render  service  with  no 
extra  charge  above  the  Blue  Shield  allowance  is 
better  off  for  his  acceptance  of  the  idea. 

Patients  who  come  to  the  private  doctor  instead  of 
going  to  a public  clinic  are  “medically  independent.” 
Some  years  ago  the  socializers  tried  to  classify  these 
people  as  “medically  indigent” — and  entitled  to 
free  care.  Blue  Shield  has  done  much  for  the  doctors, 
and  the  doctors  who  have  made  it  possible  have  been 
serving  their  own  best  interests.  Free-choice  and 
fee-services  are  better  for  both  patients  and  their 
doctors  than  free-clinics  and  free-care. 
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In  a new  study  of  vaginal  trichomoniasis  in  which 
Vagisec®  liquid  and  jelly  were  used,  Albert  Decker, 
M.D.,  reports:  “The  organism  is  destroyed  by  ‘explosion’ 
within  a few  seconds  after  contacting  the  [trichomonacide] 
in  a dilution  that  is  nontoxic  and  nonirritating.”1 
Vagisec  liquid  and  jelly,  used  by  the  Davis  technique,! 
offer  a new  approach  to  successful  treatment  of  vaginal 
trichomoniasis.1"4  By  exploding  — not  merely  inactivating 
— hard-to-reach  flagellates  as  well  as  those  in  surface 
secretions,  Vagisec  therapy  quickly  rids  the  vagina  of 
trichomonads  that  tend  to  survive  and  cause  flare-ups.* 
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Vagisec 

LIQUID  AND  JELLY 

Active  ingredients  in  Vagisec  liquid: 
Polyoxyethylene  nonyl  phenol.  Sodium  ethylene 
diamine  tetra-acetate,  Sodium  dioctyl 
sulfosuccinate.  In  addition,  Vagisec  jelly 
contains  Boric  acid.  Alcohol  5%  by  weight. 
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*For  a small  percentage  of  women  who  have  an 
involvement  of  cervical,  vestibular  or  urethral 
glands,  additional  measures  are  required. 1.3, 4 
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by  ‘explosion’ 
within  a few 
seconds...” 

High  rate  of  success  — Dr.  Decker’s  new  study  confirms 
the  effectiveness  of  these  unique  agents  in  both  acute  and 
chronic  infections.  Of  65  women  considered  to  have 
adequate  treatment,*  63  were  freed  of  trichomoniasis. 
“There  was  immediate  relief  of  symptoms  . . .”  and  no 
post-treatment  recurrences. 

Vaginal  infections  yield  promptly  — With  Vagisec 
liquid  and  jelly,  58  of  the  59  re-infection-free  patients 
showed  negative  smears  after  three  or  four  weeks  of  therapy 
and  remained  negative  through  three  successive  menstrual 
periods  — a criterion  of  cure.  Once  extravaginal  foci  were 
eliminated,  four  more  cases  cleared  rapidly.  The  two 
failures  were  in  patients  whose  husbands  were  infected  too. 
Explosion  unique  — Only  Vagisec  liquid  and  jelly 
explode  trichomonads  after  15  seconds’  contact.3 
A detergent,  a chelating  agent  and  a wetting  agent, 
combined  in  balanced  blend,  act  to  weaken  the  parasites’ 
cell  membrane,  remove  waxes  and  lipids  and  denature  the 
protein.  Then  trichomonads  imbibe  water,  swell  and  explode. 
The  two  surface-acting  agents  ensure  thorough  Vagisec 
penetration  of  the  vaginal  rugae. 

’Round-the-clock  therapy  — The  Davis  technique  employs 
both  fast-acting  Vagisec  liquid  and  long-lasting 
Vagisec  jelly.3  Physicians  use  the  liquid  for  office 
treatments  and  prescribe  it  as  a home  douche,  followed 
by  jelly,  for  24-hour  effective  treatment.  W ith  this 
regimen,  rate  of  “cure”  averages  better  than  90  per  cent.4 
Stopping  conjugal  contagion  — To  prevent  conjugal 
re-infection,  which  can  and  does  make  the  wife’s  treatment 
futile,1'7  many  physicians  now  routinely  specify  superior 
RAMSES®  prophylactics  in  writing.  These  are  the  ones  most 
men  prefer.  RAMSES  are  transparent,  smooth,  tissue-thin, 
yet  strong,  with  “built-in”  sensitivity.  At  all  pharmacies. 
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Benjamin  Abramowitz,  M.D.,  of  Binghamton, 
died  in  April  at  the  age  of  seventy-three.  Dr. 
Abramowitz  graduated  in  1909  from  Eclectic  Medi- 
cal Institute  of  New  York,  Rochester.  He  was  an 
honorary  member  of  the  staff  of  Monticello  Hospi- 
tal. Dr.  Abramowitz  was  a member  of  the  Sullivan 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  .American  Medical  As- 
sociation. 


Reginald  Myers  Atwater,  M.D.,  of  New  Y'ork 
City,  died  on  October  19  in  Lawrence  Hospital, 
Bronxville,  at  the  age  of  sixty-five.  Dr.  Atwater 
graduated  from  Harvard  University  Medical  School 
in  1918.  He  was  the  executive  secretary  of  the 
American  Public  Health  Association,  an  office  he 
had  held  since  1935.  Dr.  Atwater  was  a former 
associate  professor  of  hygiene  at  Hunan- Yale  College 
of  Medicine,  Changsha,  China,  medical  officer  of  the 
Ruling  Estate  in  Kiangsi,  instructor  in  preventive 
medicine  and  hygiene  at  the  Harvard  Medical 
School,  and  instructor  in  epidemiology  at  the  Har- 
vard School  of  Public  Health.  In  1927  he  was  ap- 
pointed Commissioner  of  Health  for  Cattaraugus 
County  in  Olean  and  held  this  post  until  1935.  He 
was  managing  editor  of  the  American  Journal  of 
Public  Health,  a special  consultant  to  the  United 
States  Public  Health  Service,  and  a board  member 
of  the  National  Health  Council.  In  1939  Cuba 
awarded  him  the  order  of  Carlos  J.  Finlay  and  in 
1949  Colorado  College  awarded  him  an  honorary 
degree.  Dr.  Atwater  was  the  recipient  of  the  Sedg- 
wick Memorial  Medal  and  in  1952  was  made  an 
honorary  fellow  of  the  Society  of  Medical  Officers  of 
Health  in  Great  Britain.  In  1953  he  served  on  a 
committee  of  medical  specialists  formed  to  aid  the 
Congress  of  Industrial  Organization  and  in  April, 
1957,  he  gave  the  Winslow  Memorial  Lecture  at  the 
Yale  L'niversity  School  of  Medicine.  Dr.  Atwater 
was  a Diplomate  of  the  American  Board  of  Preven- 
tive Medicine  (Public  Health),  and  a member  of 
the  American  Public  Health  Association,  the  New 
York  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 


Louis  Anthony  Bonvicino,  M.D.,  of  Brooklyn, 
died  on  October  2 in  Veterans  Administration  Hos- 
pital, Fort  Hamilton,  Brooklyn,  at  the  age  of  sixty- 
eight.  Dr.  Bonvicino  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1916.  He  retired  in  1955.  Formerly  he  had  been 
an  associate  in  neurology  at  the  College  of  Physi- 
cians and  Surgeons  and  Bellevue  Hospital,  as  well  as 
chief  of  neurologic  services  at  the  former  Italian 


Hospital  and  at  the  International  Medical  Center. 
Dr.  Bonvicino,  who  had  served  in  the  Army  Medical 
Corps  during  World  War  I,  was  a member  of  the 
New  York  Neurological  Society  and  the  Morgagni 
Medical  Society  of  New  York. 

John  Hillyer  Boyd,  M.D.,  formerly  of  New  York 
City,  died  in  a hospital  in  Toronto  on  October  15  at 
the  age  of  fifty-six.  Dr.  Boyd  graduated  from  the 
University  of  Toronto  Faculty  of  Medicine  in  1926 
and  interned  at  Sloane  Hospital.  Dr.  Boyd  was  a 
Diplomate  of  the  American  Board  of  Obstetrics  and 
Gynecology,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  New  York  Obstetri- 
cal Society. 

Nicholas  C.  Cavallaro,  M.D.,  of  Brooklyn,  died 
in  Maimonides  Hospital  on  September  29  at  the  age 
of  fifty-five.  Dr.  Cavallaro  graduated  in  1930  from 
the  University  of  Tennessee  College  of  Medicine. 
He  had  practiced  in  Brooklyn  for  twenty-six  years. 
Dr.  Cavallaro  was  a member  of  the  Kings  County 
Medical  Society  and  the  Medical  Society  of  the 
State  of  New  York. 

David  Deutschman,  M.D.,  of  the  Bronx,  died  in 
the  Hospital  for  Joint  Diseases  on  October  20  at  the 
age  of  seventy-two.  Dr.  Deutschman  graduated 
from  the  College  of  Physicians  and  Surgeons,  Balti- 
more in  1911.  Dr.  Deutschman  was  a member  of 
the  Bronx  Gynecological  and  Obstetrical  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Murray  MacGregor  Gardner,  M.D.,  of  Water- 
town,  died  on  October  16  at  the  age  of  seventy.  Dr. 
Gardner  graduated  in  1912  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College  and 
interned  at  Bellevue  Hospital.  He  was  an  attend- 
ing in  surgery  at  Mercy  Hospital,  chief  of  surgery 
at  the  House  of  the  Good  Samaritan,  both  in  Water- 
town,  and  a consultant  in  surgery  at  North  County 
Hospitals,  Alexandria  Bay.  Dr.  Gardner  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  Central  New  York  Surgical  Society, 
the  New  York  Academy  of  Medicine,  the  Jefferson 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

William  Henry  Goldberg,  M.D.,  of  New  York 
[Continued  on  page  3720] 
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City,  died  on  October  1 at  the  age  of  seventy-four. 
Dr.  Goldberg  graduated  from  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1906  and 
interned  at  Sydenham  Hospital.  He  was  a staff 
physician  of  the  Department  of  Health  Bureau  of 
Preventible  Diseases.  Dr.  Goldberg  was  one  of 
the  first  physicians  on  the  staff  of  the  old  National 
Vaudeville  Artists  group. 

Clinton  Eddy  Goodwin,  M.D.,  of  Weedsport,  died 
on  September  8 at  the  age  of  seventy-nine.  Dr. 
Goodwin  graduated  from  Syracuse  University  Col- 
lege of  Medicine  in  1903.  For  twenty-six  years  he 
was  a member  of  the  Weedsport  Board  of  Education 
and  was  the  town  of  Brutus  health  officer  at  the  time 
of  his  death.  In  1955  he  was  honored  by  the  village 
on  the  fiftieth  anniversary  of  his  practice.  Dr. 
Goodwin  was  a member  of  the  Cayuga  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  M.  Gurvitch,  M.D.,  of  the  Bronx,  died 
on  September  29  in  the  Veterans  Administration 
Hospital,  Bronx,  at  the  age  of  fifty-four.  Dr.  Gur- 
vitch graduated  in  1932  from  the  McGill  University 
Faculty  of  Medicine  and  interned  at  the  Bronx 
Hospital.  Dr.  Gurvitch  was  a member  of  the  Bronx 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

Lucius  Felix  Herz,  M.D.,  of  New  York  City,  died 
on  August  31  at  the  age  of  seventy.  Dr.  Herz 
graduated  from  Yale  University  School  of  Medicine 
in  1913.  He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

Frank  Conrad  Keil,  M.D.,  of  New  York  City, 
died  on  October  15  at  the  age  of  seventy-three.  Dr. 
Keil  graduated  from  Cornell  University  Medical 
College  in  1907  and  interned  at  Methodist  Hospital, 
Brooklyn.  He  was  a consultant  in  ophthalmology 
at  Manhattan  Eye,  Ear,  and  Throat  Hospital  and 
St.  Clare’s  Hospital,  New  York  City,  and  at 
Pilgrim  State  Hospital,  West  Brentwood.  Dr. 
Keil  was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  of  the  American  Board  of 
Ophthalmology,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology, 
the  New  York  Academy  of  Medicine,  the  New  York 
Ophthalmology  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Association. 

Peter  Augustus  Keil,  M.D.,  of  Brooklyn,  died  on 
October  13  at  the  age  of  seventy-six.  Dr.  Keil 
graduated  in  1902  from  Long  Island  College  Hospi- 
tal Medical  School.  He  was  senior  attending  in 
otolaryngology  at  Lutheran  Hospital  and  Lutheran 
Hospital  Outpatient  Department.  Dr.  Keil  was  a 


Diplomate  of  the  American  Board  of  Otolaryngol- 
ogy, a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Kings  County 
Medical  Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Associa- 
tion. 

York  Kunz,  M.D.,  of  Rochester,  died  on  July  16 
at  the  age  of  seventy-four.  Dr.  Kunz  received  his 
medical  degree  from  the  University  of  Berlin  in  1903. 

Abraham  J.  Lanchner,  M.D.,  of  New  Rochelle, 
died  at  Montefiore  Hospital  on  October  8 at  the  age 
of  fifty-seven.  Dr.  Lanchner  graduated  in  1927 
from  Harvard  University  Medical  School.  He  was 
an  associate  surgeon  in  ophthalmology  at  Monte- 
fiore Hospital.  Dr.  Lanchner  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a mem- 
ber of  the  New  York  Society  for  Clinical  Ophthal- 
mology, the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  Clarence  Lapp,  M.D.,  of  North  Tona- 
wanda,  died  on  June  29  at  the  age  of  eighty-four. 
Dr.  Lapp  graduated  from  the  University  of  Ver- 
mont College  of  Medicine  in  1897.  He  was  an 
honorary  member  of  the  staff  of  DeGraff  Memorial 
Hospital. 

George  Robert  Lavine,  M.D.,  of  Rochester,  died 
on  September  27  at  Strong  Memorial  Hospital  at 
the  age  of  fifty-five.  Dr.  Lavine  graduated  from 
Albany  Medical  College  in  1929.  He  was  an  at- 
tending in  medicine  at  Rochester  General  Hospital, 
an  assistant  in  psychiatry  at  Strong  Memorial 
Hospital,  an  attending  in  psychiatry  at  Monroe 
County  Infirmary,  senior  in  neuropsychiatry  at 
Highland  Hospital  of  Rochester,  and  consultant 
in  psychiatry  at  Rochester  State  Hospital.  Dr. 
Lavine  was  a Fellow  of  the  American  Psychiatric 
Association  and  a member  of  the  Rochester  Academy 
of  Medicine,  the  Rochester  Pathological  Society,  the 
Monroe  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

John  Salvatore  Miceli,  M.D.,  of  Yonkers,  died 
on  October  4 at  the  age  of  forty-one.  Dr.  Miceli 
graduated  from  Middlesex  University  School  of 
Medicine,  Waltham,  Massachusetts,  in  1943  and 
interned  at  St.  Joseph’s  and  Fordham  Hospitals. 
He  was  a member  of  the  New  York  Academy  of 
Medicine,  the  Westchester  County  Medical  Society, 
the  Medical  Scoiety  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Sophie  Rabinoff,  M.D.,  of  New  York  City,  died 
at  the  Flower  and  Fifth  Avenue  Hospitals  on  Octo- 
ber 2 at  the  age  of  sixty-eight.  Dr.  Rabinoff  gradu- 
ated in  1913  from  the  Woman’s  Medical  College  of 

[Continued  on  page  3722] 
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A Thanksgiving  Message 

TO  THE 

Physicians  of  New  York  State 

The  Directors  and  Trustees  of  Physicians’  Home  extend 
their  thanks  to  the  members  of  the  Medical  Society  of 
the  State  of  New  York  for  their  past  contributions 
which  have  made  it  possible  to  aid  indigent  physicians 
of  New  York  State  and  their  wives  or  widows.  The 
gratitude  of  these,  our  colleagues,  is  profound  and 
sincere.  The  current  appeal  will  soon  be  in  the  mail. 
The  need  is  great  and  requests  for  help  are  increasing. 

WE  THANK  YOU  FOR  YOUR  COOPERATION 

Physicians’  Home 

386  Fourth  Avenue  New  York  16,  N.  Y. 


3721 


NECROLOGY 


[Continued  from  page  3720J 

Pennsylvania  and  interned  at  Beth  Israel  Hospital. 
In  1956  she  retired  as  professor  of  public  health  and 
industrial  medicine  at  New  York  Medical  College 
where  she  was  also  director  of  the  Department  of 
Public  Health.  She  served  as  a district  health  of- 
ficer of  the  Department  of  Public  Health  beginning 
in  1934  and  in  1938  she  was  named  health  officer  of 
the  East  Harlem  Health  District;  in  1946  she  be- 
came senior  officer  in  charge  of  the  Tremont-Ford- 
ham-Riverdale  district  of  the  Bronx.  Dr.  Rabinoff 
was  a Diplomate  of  the  American  Board  of  Preven- 
tive Medicine  (Public  Health)  and  a member  of  the 
American  Public  Health  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  -American  Medical  Association. 

Henry  Rascoff,  M.D.,  of  Brooklyn,  died  in  Doc- 
tors Hospital  on  October  6 at  the  age  of  fifty-three. 
Dr.  Rascoff  graduated  from  the  University  of  Mary- 
land School  of  Medicine  in  1928  and  interned  at 
Beth-El  Hospital.  He  was  an  attending  in  pedi- 
atrics at  Beth-El  Hospital  and  Beth-El  Hospital 
Outpatient  Department.  Dr.  Rascoff  was  a Licen- 
tiate of  the  American  Board  of  Pediatrics,  a Fellow 
of  the  American  College  of  Physicians,  and  a mem- 
ber of  the  American  Academy  of  Pediatrics,  the 
New  York  Pathological  Society,  the  Kings  Coutity 
Medical  Society  for  which  he  was  chairman  of  the 
child  health  and  welfare  committee,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Bret  Ratner,  M.D.,  of  New  York  City,  died  at 
New  York  Hospital  on  October  11  at  the  age  of 
sixty-four.  Dr.  Ratner  graduated  from  New  York 
University  and  Bellevue  Hospital  Medical  College 
in  1918.  He  was  an  attending  in  pediatrics  and 
chief  of  pediatric  allergy  at  Flower  and  Fifth  Avenue 
Hospitals  and  director  of  pediatrics  at  Sea  View 
Hospital,  Staten  Hospital.  Dr.  Ratner  was  a Licen- 
tiate of  the  American  Board  of  Pediatrics,  a Fellow 
of  the  American  College  of  Allergists,  of  the  Ameri- 
can College  of  Chest  Physicians,  and  of  the  American 
Academy  of  Allergy,  and  a member  of  the  American 
Society  for  Experimental  Pathology,  the  American 
Association  of  Immunologists,  the  American  Acad- 
emy of  Pediatrics,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ivan  Saphra,  M.D.,  of  Seaford,  died  on  October  7 
at  the  age  of  sixty-seven.  Dr.  Saphra  received  his 
medical  degree  from  the  University  of  Freiburg  in 
1913.  He  was  chief  of  the  Department  of  Bacteri- 
ology and  Serology,  Beth  Israel  Hospital,  New  York 
City.  Dr.  Saphra  was  a member  of  the  Society  of 
American  Bacteriologists,  the  American  Association 
of  Immunologists,  the  American  Public  Health 
Association,  the  New  York  Academy  of  Medicine, 
and  the  New  York  Pathological  Society. 


Abraham  Samuel  Schwartz,  M.D.,  of  New  York 
City,  died  on  June  16  at  the  age  of  eighty-one.  Dr. 
Schwartz  graduated  in  1916  from  Long  Island  Col- 
lege Hospital  Medical  School  and  was  a member  of 
the  New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Jacob  Schwartz,  M.D.,  of  Brooklyn,  died  on  Oc- 
tober 13  at  the  age  of  seventy-two.  Dr.  Schwartz 
graduated  from  Long  Island  College  Hospital 
Medical  School  in  1911.  He  was  a consulting  physi- 
cian at  Beth-El  Hospital  and  Brooklyn  Women’s 
Hospital.  Dr.  Schwartz  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Physicians,  and  a member  of 
the  Brooklyn  Society  of  Internal  Medicine,  the 
Kings  County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American  Medical 
Association. 

Harold  B.  Trachtenberg,  M.D.,  of  New  York 
City,  died  on  October  13  at  the  age  of  fifty.  Dr. 
Trachtenberg  graduated  from  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1931  and 
interned  at  Harlem  Hospital.  He  was  a senior 
clinical  assistant  in  the  Nutrition  Clinic  at  Mount 
Sinai  Hospital.  Dr.  Trachtenberg  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Henry  Lewis  Turkel,  M.D.,  of  the  Bronx  and 
New  York  City,  died  in  the  Lenox  Hill  Hospital  on 
October  6 at  the  age  of  sixty.  Dr.  Turkel  graduated 
from  Albany  Medical  College  in  1923  and  interned 
at  Lying-In  Hospital.  He  was  an  assisting  physi- 
cian in  allergy'  at  the  Polyclinic  Hospital  and  senior 
assistant  attending  physician  in  allergy  at  the  Lenox 
Hill  Hospital  Outpatient  Department.  Dr.  Turkel 
was  an  adjunct  professor  in  allergy  at  New  York 
Polyclinic  Medical  School.  Dr.  Turkel  was  a Fel- 
low of  the  American  College  of  Allergists  and  a mem- 
ber of  the  Bronx  County'  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Robert  Pulley  Wallace,  M.D.,  of  New  York  City, 
died  on  October  9 at  the  Doctors  Hospital  at  the 
age  of  fifty-nine.  Dr.  Wallace  graduated  from 
New  York  University  and  Bellevue  Hospital  Medi- 
cal College  in  1924  and  interned  at  Bellevue  Hospi- 
tal. He  was  medical  director  of  the  Sinclair  Oil 
Corporation.  Dr.  Wallace  was  a Fellow  of  the 
American  College  of  Physicians  and  a member  of 
the  New  York  Academy'  of  Medicine,  the  New  York 
Gastroenterological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Luther  Alexander  White,  M.D.,  of  Brooklym, 
died  on  May  29  at  the  age  of  sixty-sLx.  Dr.  White 
graduated  from  Howard  University  College  of 
Medicine  in  1925. 
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BOOKS  RECEIVED 


(The  following  books  were  received  during  the  month  of  September,  1957) 


The  Function  of  the  Ureter  and  Renal  Pelvis. 
Pressure  Recordings  and  Radiographic  Studies  of 
the  Normal  and  Diseased  Upper  Urinary  Tract  of 
Man.  By  Fredrik  Kiil,  M.D.  Octavo  of  205 
pages,  illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1957.  Cloth,  $7.50.  (From  the  Insti- 
tute for  Experimental  Medical  Research,  University' 
of  Oslo,  and  Dept.  Ill,  Ulleval  Hospital,  Oslo,  Nor- 
way. Head:  Professor  of  Surgery  Carl  Semb, 

M.D.) 

Extensile  Exposure.  By  Arnold  K.  Henry,  M.B. 
(Dublin).  Second  edition.  Octavo  of  320  pages, 
illustrated.  Baltimore,  The  Williams  and  Wilkins 
Company',  1957.  Cloth,  $10. 

Medical  Education  in  the  Changing  World.  By' 

Willard  C.  Rappleye,  M.D.  Octavo  of  20  pages. 
New  York,  Columbia  University  Press,  1957.  (Ex- 
cerpts from  the  Report  of  the  Dean  of  the  Faculty 
of  Medicine  of  Columbia  University  for  the  Aca- 
demic Year  ending  June  30,  1957). 

Chemical  Anthropology.  A New  Approach  to 
Growth  in  Children.  By'  Icie  G.  Macy  and  Harriet 
J.  Kelly.  Octavo  of  149  pages,  illustrated.  Chi- 
cago, University  of  Chicago  Press,  [1957].  Cloth, 
$3.75. 

Medical  Care  Needs  and  Services  in  the  Boston 
Metropolitan  Area.  By  Leonard  S.  Rosenfeld, 
M.D.,  Jacob  Katz,  M.D.,  and  Avedis  Donabedian, 
M.D.  Quarto  of  147  pages,  illustrated.  Boston, 
United  Community  Services  of  Metropolitan  Bos- 
ton, 1957. 

Financing  Health  Costs  for  the  Aged.  New  York 

State  Conference  convened  byr  Governor  Averell 
Harriman  at  the  State  Capitol  in  Albany,  1956. 
Octavo  of  239  pages.  Albany',  Office  of  the  Special 
Assistant,  Problems  of  the  Aging,  1956.  Cloth, 
$2.00. 

Surgical  Technique  and  Principles  of  Operative 
Surgery.  By  A.  V.  Partipilo,  M.D.  Sixth  edition. 
Quarto  of  966  pages.  Illustrated  with  719  figures 


containing  1,235  illustrations,  four  in  color.  Phila- 
delphia, Lea  & Febiger,  1957.  Cloth,  $20. 

The  Malabsorption  Syndrome.  Edited  by'  David 
Adlersberg,  M.D.  Contributions  to  the  Symposium 
by'  members  of  the  staff  of  the  Mount  Sinai  Hospital, 
New  York.  David  Adlersberg,  Elaine  T.  Bossak, 
Henry  Colcher,  David  A.  Dreiling,  et  al.  Quarto 
of  252  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1957.  Cloth,  $5.50.  (A  Mount  Sinai 
Hospital  Monograph) 

The  Medical  Clinics  of  North  America.  Boston 
Number.  September,  1957.  Diagnosis  in  General 
Practice.  Chester  S.  Keefer,  M.D.,  Consulting 
Editor.  Octavo.  Philadelphia,  W.  B.  Saunders 
Company',  1957.  Published  bi-monthly'  (six  num- 
bers a year).  Cloth,  $18.  net;  Paper,  $15.  net. 

Simplified  Drugs  and  Solutions  for  Nurses,  Includ- 
ing Arithmetic.  By  Minette  Nast,  R.N.  Octavo 
of  72  pages.  St.  Louis,  The  C.  V.  Mosby  Company, 
1957.  Paper,  $1.35. 

Psychopathic  Personalities.  By  Harold  Palmer, 
M.D.  Octavo  of  179  pages.  New  York,  Philo- 
sophical Library',  1957.  Cloth,  $4.75. 

Man  and  Wife.  A Source  Book  of  Family  Atti- 
tudes, Sexual  Behavior  and  Marriage  Counseling. 

Edited  by  Emily  Hartshorne  Mudd,  Ph.D.,  and 
Aron  Krich,  Ed.D.  Octavo  of  291  pages.  New 
York,  W.  W.  Norton  & Company,  1957.  Cloth, 
$4.95. 

Handbook  of  Orthopaedic  Surgery.  By  Alfred 
Rives  Shands,  Jr.,  M.D.,  in  collaboration  with 
Richard  Beverly  Raney,  M.D.  Fifth  edition. 
Octavo  of  725  pages,  with  214  illustrations.  St. 
Louis,  The  C.  V.  Mosby  Company,  1957.  Cloth, 
$9.75. 

Clinical  Gastroenterology.  By  Lt.  Col.  Eddy'  D. 
Palmer,  M.C.,  U.S.A.  Illustrations  by  Phyllis 
Anderson.  Quarto  of  630  pages,  illustrated.  New 
York,  A Hoeber-Harper  book,  1957.  Cloth,  $18.50. 


Books  for  review  should  be  sent  to  the  Book  Review  Department  at  ISIS  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and 
deemed  sufficient  notification.  Selections  for  review  will  be  based  on  merit  and  interest  to  our 
readers. 
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Clinical  Electrocardiography.  Interpretation  on 
a Physiologic  Basis.  By  Manuel  Gardberg,  M.D. 
With  chapters  by  Richard  Ashman,  Ph.D.,  Irving 
L.  Rosen,  M.D.,  and  Louis  Levy,  II,  M.D.  Quarto 
of  315  pages,  illustrated.  New  York,  a Hoeber- 
Harper  book,  1957.  Cloth,  $12.75. 

Gardberg’s  new  treatise  on  Clinical  Electrocardi- 
i ocjraphy  with  chapters  by  Ashman,  Rosen,  and  Levy 
is  a distinguished  addition  to  medical  literature. 
The  author’s  intent,  amply  realized,  is  to  have  the 
principles  of  electrocardiography  presented  in  ac- 
cord with  physiologic  principles  rather  than  accord- 
ing to  empirical  patterns.  Hundreds  of  tracings 
and  cardiograms  are  furnished  to  illustrate  these 
principles. 

Gardberg’s  book  will  be  rewarding  to  all  but  the 
most  casual  reader.  The  latter  may  be  chagrined  to 
find  that  the  author  expects  him  to  do  some  work, 
that  is  to  read  the  preliminary  chapters,  to  grasp 
the  not  too  difficult  physical  precepts  involved,  and 
to  apply  them  to  clinical  problems.  If,  however, 
he  does  this  spade  work  under  the  able  guidance  of 
the  writers,  he  will  understand  electrocardiography 
and  his  skill  as  a clinician  will  be  immeasurably 
enhanced. — Milton  Plotz 

The  Changing  Patient-Doctor  Relationship.  By 

Martin  G.  Vorhaus,  M.D.  Drawings  by  A.  Birn- 
baum.  Octavo  of  310  pages,  illustrated.  New 
York,  Horizon  Press,  1957.  Cloth,  $3.95. 

This  worthy  book  stresses  the  importance  of  the 
physician’s  interest  in  the  mind  of  the  patient,  and 
should  make  profitable  reading.  It  is  written  in  a 
narrative  fashion  with  drawings  by  A.  Birnbaum  of 
New  Yorker  magazine  fame.  It  could  be  shortened 
but  still  holds  the  medical  reader’s  interest  as  well  as 
that  of  the  layman. — Bernard  Seligman 

Congenital  Anomalies  of  the  Viscera.  Their 
Embryological  Basis.  By  J.  Lewis  Bremer,  M.D. 
Octavo  of  202  pages,  illustrated.  Cambridge,  Har- 
vard University  Press.  1957.  Cloth,  $5.00. 

In  the  practice  of  surgery  in  children,  the  surgeon 
is  confronted  with  numerous  abnormalities  and  de- 
formities that  appear  to  be  of  embryologic  origin. 
Tumors  are  found  in  various  parts  of  the  body. 
They  are  often  difficult  to  evaluate.  In  this  small 
volume  the  author  fills  a definite  void.  He  sup- 
plies the  information  that  explains  the  later  fetal 
(prenatal)  and  even  postnatal  growth  of  the  dif- 
ferent systems  of  the  body.  The  reasons  for  the 

[Continued  on  page  3726] 
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various  anomalies  are  carefully  discussed. 

The  book  consists  of  11  chapters  covering  all 
the  body  systems  except  the  nervous  system.  The 
section  on  the  respiratory  and  alimentary  tracts  is 
very  complete  and  explains  the  numerous  facial 
deformities  associated  with  abnormality  of  develop- 
ment. Each  chapter  is  well  documented  with  ex- 
cellent reference  sources. — Alan  A.  Kane 

The  American  Fluoridation  Experiment.  By  F. 

B.  Exner,  M.D.,  and  G.  L.  Waldbott,  M.D.  Edited 
by  James  Rorty.  Octavo  of  277  pages.  New 
York,  Devin-Adair  Company,  1957.  Cloth,  $3.75. 

This  almost  too  readable  volume  might  better 
have  been  called  “The  Case  Against  Fluoridation.” 
A candor  of  title  to  match  that  of  content  should 
not,  per  se,  have  alienated  sympathy  for  the  mass  of 
material  marshalled  to  portray  the  alleged  disad- 
vantages and  dangers  of  introducing  fluoride  com- 
pounds into  community  water  supplies.  Rather,  it 
might  have  pointedly  prepared  the  reader  for  the  by 
now  classical  invectives,  innuendos  and  defamations 
that  characterize  most  castigations  of  the  profluori- 
dationists — whose  alleged  employment  of  similar 
tactics  is  herein  so  righteously  denounced.  Inevi- 
tably, however,  even  the  most  charitably  disposed 
must  be  disturbed  by  a presentation  in  which  good 
medicine,  not  to  mention  good  taste,  is  sacrificed  to 
the  apparent  objective  of  preventing  fluoridation  at 
almost  any  cost. 

Specifically,  while  evidence  for  fluoride  poisoning 
may  be  suggestive  in  uncommon  instances  of  over- 
exposure to  this  substance,  the  repeated  insistence 
that  large  numbers  of  cases  have  been  documented  is 
inadequately  supported,  and  hard  to  justify.  The 
difficulties  inherent  in  establishing  a diagnosis  con- 
stitute a two-edged  sword,  a menace  alike  to  those 
tending  to  exaggerate  as  well  as  those  seeking  to 
minimize  the  effects  of  chronic  exposure  to  fluorides. 
The  limitations  of  a variety  of  laboratory  tests  and 
their  often  poor  correlation  with  clinical  patterns 
evidently  preclude  dependence  on  these  procedures 
to  confirm  or  to  rule  out  toxicity.  The  nonspecific, 
largely  subjective,  protean  complaints  attributed  to 
fluoride  poisoning  further  compound  the  hazards  of 
diagnosis — a consideration  especially  subordinated 
in  the  book’s  discussion  of  allergy.  Elsewhere, 
valid  scientific  principles,  purportedly  operating  to 
the  unilateral  disadvantage  of  the  profluoridationists, 
boomerang  to  discredit  the  opposition.  While  the 
interreactions  and  functional  indivisibility  of  micro- 
nutrient metabolisms  are  appropriately  emphasized, 
the  relatively  small  calcium  content  of  water  is 
stressed,  to  the  undoubted  amazement  of  those  be- 
lieving milk  and  milk  products  to  represent  the 
principal  sources  of  this  element  for  the  majority 
of  American  children  (for  whose  particular  benefit 
fluoridation  has  been  advocated).  References  to 
the  fluoride  content  of  foods  are  irregularly  intro- 
duced or  unmentioned,  according  to  the  apparent 
debating  needs  of  the  moment.  Such  technics 
hardly  enhance  a credibility  already  much  com- 
promised by  statements  like,  “Similar  programs, 


such  as  the  voluntary  administration  of  vitamin  A to 
young  children,  have  prevented  rickets  in  the  United 
States  and  elsewhere,”  which,  hopefully,  typifies 
the  quality  not  so  much  of  scholarship,  as  of  editing. 

At  this  point  in  the  fluoridation  struggle  it  is 
probably  unrealistic  to  wish  for,  far  less  expect,  dis- 
passionate presentation  from  either  side.  Proponent 
and  opponent,  the  competent  and  sincere  as  well  as 
the  inadequate  and  ill  motivated,  must  find  it 
virtually  impossible  to  avoid  the  bias  which  is  all 
but  redundant  in  the  very  incentive  to  speak,  to 
write — or  to  review.  Hopefully,  physicians  will 
shortly  abandon  most  of  the  professional  journalistic 
alliances  that  so  commonly  seem  to  subordinate 
facts  to  fervor,  and  logic  to  language,  and  which,  in 
an  increasingly  sensitized  audience,  invite  the  same 
untoward  reactions  engendered  by  the  hurried, 
highoctave  hucksterisms  that  spawn  supposedly 
less  scientific  sales  salvos. 

The  cautious  and  the  circumspect  are  almost  in- 
audible’ midst  the  impatient  clamor  of  yeas  and 
nays,  lending  their  collective,  tacit  support  to  the 
philosophy  that  the  “good”  end  justifies  the  means, 
that  even  poor  compromises  must  be  born  of  ex- 
tremes, and  that  determination  is  best  demonstrated 
through  denunciation. 

This  is  not  a good  book.  But  it  is  an  important 
one,  more  than  just  another  in  the  succession  of 
mask-manned  road  blocks  that  traditionally  mar  all 
true  paths  to  progress.  Questions  posed,  claims 
made,  and  accusations  levelled,  must  be  answered, 
repeatedly  if  need  be,  and  with  clarity,  to  the  satis- 
faction of  all  but  the  irrevocably  partial.  Equally 
with  the  medical,  the  legal  implications  must  be 
understood  and  evaluated. 

No  simple  task  is  envisaged  when  basically  there 
are  involved,  just  as  in  the  controversy  over  radia- 
tion hazards,  questions  of:  what  is  a scientist,  an 
expert,  an  authority?  Who  is  best  qualified  to  in- 
terpret and  advise,  the  investigator,  the  physician, 
the  dentist,  the  health  educator?  Is  it  not  essential, 
even  imperative,  to  distinguish  those  we  can  be- 
lieve from  those  we  should  believe,  hopefully  never 
from  those  we  must  believe?  The  issues  may  not  be 
resolved  here,  nor  even  squarely  met,  but  they  are 
at  least  identified,  to  the  perhaps  not  fully  appreci- 
ated benefit  of  the  certain  and  the  all-but-certain, 
equally  with  the  skeptical  and  the  confused. — 
Robert  W.  Hillman 

Educating  Spastic  Children.  The  Education 
and  Guidance  of  the  Cerebral  Palsied.  By  F. 

Eleanor  Schonell,  Ph.D.  Octavo  of  242  pages, 
illustrated.  New  York,  Philosophical  Library, 
1956.  Cloth,  $6.00. 

The  author  uses  the  term  “spastic  children,”  which 
is  misleading  because  her  book  refers  to  the  educa- 
tion of  all  cerebral  palsied  children  rather  than  just 
the  spastic  group. 

Using  her  data,  she  indicates  that  out  of  every  100 
cerebral  palsied  children,  24  are  mentally  normal,  or 
above;  27  are  dull  or  slow  learning;  45  mentally 
retarded  of  whom  22  are  extremely  so;  and  finally 

[Continued  on  page  3729] 
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UNIVERSITY  OF  MICHIGAN  MEDICAL  SCHOOL 
The  Department  of  Postgraduate  Medicine 
Brief  Review  Courses  for  Practicing  Physicians 


1958 

Internal  Medicine 

Pulmonary  Diseases  March  24-28 

Metabolism  and  Endocrinology  March  31-April  4 

Diseases  of  Blood  and  Blood-form- 
ing Organs  April  7-11 

Diseases  of  the  Heart  April  14-18 

Electrocardiographic  Diagnosis  April  21-26 

Allergy  April  28-May  2 

Recent  Advances  in  Therapeutics  . . May  5-9 

Neurology,  Clinical  May  7-8 

Ophthalmology  April  21,  22  and  23 

Otolaryngology  April  17,  18  and  19 

Pediatrics— Obstetrics  and  Gynecology  January  27-31 

Radiology,  Diagnostic  April  7-11 

Radio-active  Isotopes,  Clinical  Use  of  As  arranged 
Basic  Sciences  October-June 


Further  information  and  application  blanks  may  be  obtained  from 
John  M.  Sheldon,  M.D.,  Director,  Department  of  Postgraduate 
Medicine,  1610  University  Hospital,  Ann  Arbor,  Michigan 


ON  THE  JOB! 

More  than  21  million  youngsters  belong  to  the 
American  Junior  Red  Cross  and  adhere  to  its  princi- 
ples of  brotherhood  and  service.  Every  year  this 
youhful  corps  assists  at  blood  centers  and  during 
disasters,  makes  useful  or  amusing  articles  for  hos- 
pitalized servicemen  and  veterans,  and  sends  gift 
boxes  to  children  overseas.  JOIN  AND  SERVE! 


BUY  SAVINGS  BONDS 


and  gro  wing  children 


Tasty  Junket”  t en  net  - 
custards  furnish  more  of 
the  nutrients  of  fresh 
milk  than  typical  canned 
baby  desserts'.' 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg’.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


Always  in 
Good  Taste! 


& * 

HIGHEST 

..... ....  % 2 


Generations  of 
skill  in  the  art 
of  whisky  making 
are  reflected 
in  the  good  taste 
of  Johnnie  Walker 
Scotch.  Why  not 
try  some  soon? 


Johnnie  JJZhkcr 


SCOTCH  WHISKY 

BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  GINGER  ALE,  INC.,  NEW  YORK,  N.  Y. 
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patients  with  colds... 


sinusitis. . . rhinitis. . . 


will  appreciate  the 

"Novahistine  effect” 

When  a patient  stops  sniffling  and  be- 
gins to  breathe  freely  in  a matter  of 
minutes... with  all  air  passages  clear 
and  no  sense  of  jitteriness  or  nasal 
irritation  ...  he  is  experiencing  the 
"Novahistine  Effect.” 

THIS  EFFECT  IS  PRODUCED  BY 

fast... effective  decongestion 

...combined  with  antihistaminic 
therapy  for  synergistic  action 

fuller  utilization  of  medication 
through  systemic  action 


unplug  that 
stuffed- tip  nose 


...on  all  mucous  membranes  of  the 
respiratory  tract 

safe... easy-to-use... ORAL  dosage 


orally  with 


PITMAN-MOORE  company 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS  6,  INDIANA 


Each  5 cc.  teaspoonful  of 
the  elixir  or  each  tablet 
provides  5.0  mg.  of  phenyl- 
ephrine HC1  and  12.5  mg. 
of  prophenpyridamine 
maleate.  Novahistine  Fortis 
Capsules  provide  twice  the 
amount  of  phenylephrine 
when  more  potent  nasal 
decongestion  is  desired. 
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four  are  so  badly  handicapped  that  no  diagnosis  is 
possible.  In  children  of  over  three  years,  57  per 
cent  had  an  I.Q.  of  over  70  per  cent. 

After  chapters  on  etiology,  classification,  and  in- 
cidence of  cerebral  palsy,  there  is  a discussion  of 
methods  used  to  determine  intelligence.  This  is 
followed  by  a description  of  a cerebral  palsy  school 
where  both  education  and  physical  therapy  are 
given.  The  methods  used  to  teach  these  children 
reading,  writing,  arithmetic,  etc.,  are  described. 
There  is  a good  bibliography. 

The  book  is  of  interest  to  those  working  in  cerebral 
palsy.  The  type  of  work  being  done  in  the  educa- 
tional field  parallels  the  method  being  used  in  our 
own  schools  for  the  cerebral  palsied  at  the  present 
time. — Stanley  S.  Lamm 

Expectant  Motherhood.  By  Nicholson  J.  East- 
man, M.D.  Third  edition,  revised.  Duodecimo  of 
198  pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1957.  Cloth,  $1.75. 

This  book  for  the  expectant  mother  is  the  work  of 
one  of  our  great  teachers  of  obstetrics,  perhaps  the 
greatest.  It  more  than  fills  a need,  for  it  is  en- 
gagingly written  and  women  will  love  to  read  it. 
Obstetricians  have  given  this  volume  a warm  wel- 
come.— Charles  A.  Gordon 


Positioning  in  Radiography.  By  K.  C.  Clark. 
Seventh  edition.  Quarto  of  655  pages,  with  2,150 
illustrations.  New  York,  Grune  & Stratton, 
(Intercontinental  Medical  Book  Corporation)  1956. 
Cloth,  $29. 

This  new  edition  has  added  sections  on  enlarge- 
ment technic  and  radiation  exposure.  It  is  a con- 
cise, highly  readable  treatise  on  positioning.  Line 
drawings  and  reproductions  are  excellent.  Particu- 
larly good  is  the  section  on  foreign  body  localization. 
High  K.V.  radiography  is  not  mentioned.  Air- 
contrast  studies  of  the  colon  are  poor. 

This  text  is  highly  recommended. — S.  Schwartz 


The  Surgical  Clinics  of  North  America.  New 
York  Number.  April,  1957.  Modem  Manage- 
ment in  Obstetrics  and  Gynecology.  R.  Gordon 
Douglas,  M.D.,  Consulting  Editor.  Octavo.  Illus- 
trated. Philadelphia,  W.  B.  Saunders  Company, 
1957.  Published  bimonthly  (six  numbers  a year). 
Cloth,  $18.  net;  paper,  $15.  net. 

A fine  volume  in  which  the  views  of  a great  many 
distinguished  New  Yorkers  are  well  expressed. 
The  topics  are  highly  practical  and  the  discussion 
interesting.  This  reviewer  who  has  rarely  found 
much  to  praise  in  these  Clinics  thinks  this  volume  is 
great. — Charles  A.  Gordon 


Organized  Home  Medical  Care  in  New  York 
City.  A Study  of  Nineteen  Programs  by  The 
Hospital  Council  of  Greater  New  York.  Octavo  of 

[Continued  on  page  3730] 


when  the  patient's 
cold  or 'flu 
is  complicated 
by  bacterial 


• opens  dogged  air  passages 

• combats  secondary 
bacterial  invasion 


Each  Novahistine  with  Penicillin  Capsule  contains: 

Phenylephrine  hydrochloride 10.0  mg. 

Prophenpyridamine  maleate  12.5  mg. 

for  the  "Novahistine  Effect” 

Penicillin  G Potassium 200,000  units 

for  potent  antibiotic  action  when 
penicillin-susceptible  bacteria  are 
secondary  invaders 


PITMAN-MOORE  company 

Division  of  Allied  Laboratories,  Inc. 
Indianapolis  6,  Indiana 


November  15,  1957 
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and... in 


complicated  by 
useless,  exhausting 


Novahistine-DH* 

(fortified  Novahistine  with  dihydrocodeinone) 


When  "head  colds”  become  "chest 
colds”  Novahistine-DH  promptly 
controls  coughs  and  keeps  air  pas- 
sages of  both  head  and  chest  clear 
of  obstruction. 

Each  teaspoonful  (5  cc.)  of  grape-flavored 
Novahistine-DH  contains: 


Phenylephrine  hydrochloride 10  mg. 

Prophenpyridamine  maleate 12.5  mg. 

Dihydrocodeinone  bitartrate 1.66  mg. 

Chloroform  (approx.) 13.5  mg. 

L-Menthol 1.0  mg. 

Supplied  in  pint  and  gallon  bottles. 
♦Trademark 


PITMAN-MOORE  COMPANY 
jj3|  DIVISION  OF  ALLIED  LABORATORIES.  INC. 
INDIANAPOLIS  6,  INDIANA 
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538  pages.  Cambridge,  Massachusetts,  published 
for  The  Commonwealth  Fund  by  Harvard  Univer- 
sity Press,  1956.  Cloth,  $8.00. 


This  book  presents  systematically  and  compre- 
hensively the  characteristics  of  the  programs  of 
some  19  home  care  programs  in  New  York  City. 
Included  also  is  a considerable  body  of  data  relating 
to  the  characteristics  and  attitudes  of  a representa- 
tive sample  of  patients  served  by  these  programs. 
Supplementing  these  results  are  numerous  recom- 
mendations for  the  improvement  of  home  care  pro- 
grams. 

This  is  an  extremely  useful  source  for  information 
about  the  operations  of  a wide  variety  of  home  care 
programs.  However,  it  is  difficult  for  the  reader  to 
see  the  relations  between  the  findings  and  the  recom- 
mendations for  improving  services.  It  appears  that 
many  of  the  recommendations  were  already  formu- 
lated before  the  research  was  done.  The  contribu- 
tion of  the  research  might  have  been  even  greater  if 
it  had  been  used  for  more  direct  tests  of  some  of  the 
assumptions  which  underlie  the  recommendations. — 
Walter  L.  Johnson 


Blakiston’s  New  Gould  Medical  Dictionary.  A 

modern  comprehensive  dictionary  of  the  terms  used 
in  all  branches  of  medicine  and  allied  sciences,  in- 
cluding medical  physics  and  chemistry,  dentistry, 
pharmacy,  nursing,  veterinary  medicine,  zoology 
and  botany,  as  well  as  medicolegal  terms;  with  illus- 
trations and  tables.  Editors,  Normand  L.  Hoerr, 
M.D.,  and  Arthur  Osol,  Ph.D.  With  the  coopera- 
tion of  an  editorial  board  and  88  contributors. 
Second  edition.  Octavo  of  1,463  pages.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book  Com- 
pany', 1956.  Cloth,  $11.50. 

In  the  way  of  literature  nothing  should  be  more 
important  to  a physician  than  a medical  dictionary. 
Precise  thinking  and  exact  discussion  are  impossible 
without  definition  of  terms.  We  find  these  ade- 
quately and  concisely  given  in  a handy,  recently- 
compiled  dictionary. 

The  following  are  some  of  the  features  which  ren- 
der Gould’s  Medical  Dictionary  so  acceptable.  The 
book  is  moderate  in  size;  print  is  of  proper  type; 
alphabetical  indices  indent  the  facade  of  the  pages. 

This  edition  is  prepared  by  the  combined  efforts  of 
88  specialists  in  various  medical  and  ancillary  fields 
under  the  direction  of  an  editorial  board  of  four 
eminent  medical  specialists  interested  in  lexicog- 
raphy. There  are  many  colored  plates  illustrating 
anatomy,  neurology,  hematology;  many  half  tones 
of  famous  physicians  and  scientists  of  the  past,  and 
many  helpful  tables  including  one  comprising  the 
presently  used  isotopes.  Even  the  trade  names  of 
the  more  important  drugs  and  hormones  have  been 
included  in  order  to  add  to  the  readily  available 
knowledge  for  the  prospective  owner. 

Since  this  is  the  latest  medical  dictionary  and  is  so 
well  planned  and  executed,  it  really  fulfils  a funda- 
mental need  for  all  physicians  and  libraries. — 


Kenneth  G.  Jennings 
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Potentiated  MephenesinJfc 

For  relief  of  low  back  pain  and  other  arthritic  pain, 
for  release  of  tension  accompanying  pain. 

• Relieves  pain  *Mephenesin  physiologically  potensi- 

• Soothes  tension  fied  with  a smooth  muscle  relaxant 

• Relaxes  muscle  spasm  and  analgesic  . . . dibenzyl  succinate 

Each  EXPASMVS  tablet  contains:  Dosage:  2 to  3 tablets  3 times  daily  to 

Dibenzyl  succinate  125  mg.,  mephen-  12  tablets  daily. 

esin  250  mg.,  salicylamide  100  mg.  Supplied:  Bottles  of  lOO’s  tablets 

Request  reprints  and  samples. 

Martin  H.  Smith  Co.  131  East  23rd  St.,  New  York  lO,  New  York 
Manufacturers  of  ethical  products  for  over  half  a century 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract., 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  of 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexefhy!  iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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in  pregnancy 

Junket  rennet  - 
custards  furnish  all 
the  nutrients  of  milk 
in  a pleasant,  more  easily 
assimilable  form. 


J 


RENNET  POWDER 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


“JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


Christmas 
lives  in  the 
joy  and 
satisfaction 

of  the  giver . . . 

and  in  the 
delight  and 
thankfulness 
of  those 
who  receive. 


Buy  and  use  Christmas  Seals 


NEW  YORK  STATE 
JOURNAL  OF  MEDICINE 


MALPRACTICE  INSURANCE  PROTECTION 

WHY  YOUR  STATE  MEDICAL  SOCIETY  MAINTAINS  FOR  YOU  ITS  OWN 

GROUP  PLAN* 

REASON  NO.  6:  Because  the  legal  defense  of  your  professional  reputation  is  of 

equal  if  not  greater  importance  than  indemnity  for  losses.  While  other  insurance  com- 
panies can  provide  only  defense  by  their  general  insurance  counsel,  the  Group  Plan  pro- 
vides you  with  defense  by  the  Society’s  expert  Legal  Defense  Service,  generally  con- 
sidered the  foremost  attorneys  in  the  country  in  this  complex  specialty  of  the  law. 

* Carried  by  the  Employers  Mutual  Liability  Insurance  Company 

JAMES  M.  ARNOLD 

Indemnity  Representative 

1 PARK  AVENUE,  NEW  YORK  16,  N.  Y.  Telephone:  MUrray  Hill  4-3211 

ftletiical  S'octetp  of  tfje  l?tate  of  gorfc 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


WEST  HILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-the-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Maxell  School  !54^e47s‘373N4yC 

Licensed  by  the  State  of  New  York 


PINEWOOD  g;: 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices— By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANORS3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in-Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


“ May  we  play  through , ladies ? I’m  scheduled  to  do  a gall  bladder  operation  a half  hour  from 

now!” 
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PHENAPHEM'  PWS 


each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V&  gr.)  . 162.0  mg. 
Phenobarbital  (Va  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 

HP 

Available  on  prescription  only. 


mm 
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“ACTING  IN  CONCERT”! 

to  control 

the  entire  syndrome  of  hypertension 

Unitensen-R  combines  the  newly-isolated  alkaloid, 
cryptenamine,  with  reserpine.  Together,  they  control 
the  chief  manifestations  of  essential  hypertension. 

Cryptenamine  dependably  lowers  blood  pressure  . . . 
increases  cardiac  output . . . improves  cerebral  and  renal 
circulation  and  may  arrest  the  degenerative  processes 
which  are  accelerated  by  hypertensive  vascular  disease. 

Reserpine  acts  centrally  to  raise  the  threshold  of 
emotional  response,  thus  stifling  neurogenic  aggravation 
of  the  disease. 

When  combined,  cryptenamine  and  reserpine  act 
synergistically,  producing  a far  better  therapeutic  effect 
than  when  administered  singly  . . . and,  successful 
therapy  is  generally  attained  with  doses  well  below  those 
producing  side  effects. 

tCohen,  B.  M.;  Cross,  E.  B.,  and  Johnson,  W.:  Am.  Pract.  & Digest  Treat.  6:1030, 1955 


UNITENSEN-r 


Each  grey-coated  Unitensen-R  tablet 
contains 

Cryptenamine 1.0  mg. 

(tannates) 

Reserpine  0.1  mg. 

Dosage:  1 tablet  t.i.d. 

For  prescription  economy, 
prescribe  in  50’s. 


To  serve  your  patients  today— 
call  your  pharmacist  for  any 
additional  information  you 
may  need  to  help  you  prescribe 
Unitensen-R. 


IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 
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Crisp,  W.  E.,  and  McCall,  M.  L.: 
Am.  Pract.  and  Digest  Treat.  7:620, 
1956.  Finnerty,  F.  A.:  Am.  J.  M.  Sc. 
229:379,  1955. 
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Evidence  continues  to  accumulate  verifying  the  effectiveness  of  Gelatine  in  the 
treatment  of  brittle  fingernails.  Investigators  report  that  the  nails  show  objective 
evidence  of  improvement. l :2-3-4  Furthermore,  patients  often  volunteer  that  their  nails 
“feel  stronger,”  “look  smoother,”  and  “I  can  pick  up  things  without  them  hurting.”1 
Evidently  the  subjective  sensations  associated  with  improvement  are  nearly  as  im- 
portant to  some  patients  as  the  positive  physical  change  in  the  nails’  appearance. 

Improvement  Noted  in  81%  of  Patients 

See  the  chart  below  for  a summary  of  the  effect  of  Knox  Gelatine  in  brittle  fingernails 
as  observed  in  all  published  reports.  Photographic  evidence  of  improvement,  much 
of  it  in  color  taken  before  and  during  treatment,  is  available  for  most  of  the 
patients.1 -2- 3 Please  note,  however,  that  where  Gelatine  was  used  in  the  treatment  of 
pathological  conditions  associated  with  brittle  fingernails  only  in  psoriasis  did  the 
data  show  definite  improvement.13'4 


Response  to  Gelatine  in  Brittle  Fingernails 


Np.  patients 
w / brittle 


Duration  of 

No.  patients  w/ 

No.  patients 

nails  and  other 

patients 

References 

Dosage 

treatment 

brittle  nails 

improved 

pathology 

improved 

1.  Rosenberg,  S.,  Oster,  K.  A.. 

7 Gm./ 

3 months 

50 

43  (86%) 

32a 

9 

Kallos,  A.  and  Burroughs.  W.: 
A.M.A.  Arch.  Dermal.  76:330, 
(September)  1957 

day 

2.  Schwimmer,  M.  and  Mulinos,  M.G. 

7.5  Gm./ 

11-16  weeks 

18 

15  (83%) 

Antihiot.  Med.  & Clin.  Therapy 
4:403,  (July)  1957 

day 

3.  Rosenberg,  S.  and  Oster,  K.  A.: 

7 to  21 

15  weeks 

36 

26b  (72%) 

Conn.  Stale  Med.  J. 

Gm./day 

19:171,  (March)  1955 
4.  Tyson,  T.  L.: 

J Invest.  Dermal. 
14:323,  (May)  1950 

7 Gm./day 

13  weeks 

12 

10=  (83%) 

Totals 

7-21  Gm. 

11-16  weeks 

116 

94(81%) 

32 

9(28%) 

a.  Gelatine  improved  psoriatic  nails  in  5 out  of  12  cases.  In  onychomycosis  and  other  pathological 
conditions  of  the  nail  it  was  of  no  appreciable  help. 

b.  Of  the  failures,  2 had  congenita!  disease  of  the  nails,  3 were  diabetics  and  3 took  the  medication 
for  less  than  one  month. 

c.  One  patient  with  psoriasis  and  arthritis  and  one  patient  with  psoriasiform  nail  changes  showed 
improvement  in  2 and  3 months  respectively. 

BRITTLE  FINGERNAILS 


Important  Note 

The  pharmacodynamic  effects  of  Gelatine  are  manifested  through  its  high  Specific 
Dynamic  Action,  and  therefore,  depend  upon  adequate  and  prolonged  intake.  All 
published  clinical  research  has  been  conducted  using  7 to  21  grams  (1-3  envelopes) 
of  Knox  Gelatine  per  day  for  the  three  to  four  months  that  are  required  for  complete 
regrowth  of  the  nails.  Smaller  dosage  would  induce  a lesser  specific  dynamic  action 
and  thus  prove  ineffectual  in  correcting  the  brittle  nail  defects.  More  detailed  infor- 
mation on  brittle  fingernails  and  reprints  of  the  two  more  recent  clinical  reports  are 
available  on  request.  Please  use  the  attached  coupon. 


r 1 

Knox  Gelatine  Company 

Professional  Service  Department  NM-27 

Johnstown,  N.  Y. 

I Please  send  reprints  of  the  following  articles: 

□ Rosenberg,  S.,  Oster,  K.  A.,  Kallos,  A.  and  Burroughs,  W.:  A.M.A.  Arch.  Dermal. 

| 76:330,  (Sept.)  1957. 

□ Schwimmer,  M.  and  Mulinos,  M.G.:  Amibiot.  Med.  & Clin.  Therapy  4:403, 

(July)  1957. 
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Nothing  is 

quicker . . . 


Nothing  is 

more  effective  . . . 


MEDIHALER-EPf 


THE  MEDIHALER  PRINCIPLE 

Automatically  measured-dose  aerosol 
medications.  In  spillproof,  leakproof, 
shatterproof,  vest-pocket  size  dispensers. 
Also  available  in  Medihaler- Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin)  for  prompt, 
lasting  relief  of  nasal  congestion. 


Epinephrine  bitartrate 7.0 mg.  percc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  0.15  mg.  actual 
epinephrine. 

For  quick  relief  of  bronchospasm  of  any 
origin.  Acts  more  rapidly  than  subcutaneous 
epinephrine  in  acute  allergic  reactions. 


MEDIHALER-ISO0 


Isoproterenol  sulfate  2.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  0.06  mg.  actual 
isoproterenol. 

Unsurpassed  for  rapid  relief  in  asthma,  bron- 
chiectasis, emphysema. 


Prescribe  Medihaler  medication  with 
Oral  Adapter  on  first  prescription. 
Refills  available  without  Oral  Adapter. 

LOS  ANGELES 


3738 


FOR  RENT 


COURSES 


Fully  equipped  medical  office,  6 rooms  air  cond.  prof.  bldg, 
on  52nd  St.  near  park  Ave.  New  York  City,  exclusive  use  3 
to  6 P.M.  Mon.  Wed.  Fri.  also  Wed.  A.M.  X-ray  nurse 
techn.  lab  in  building.  McDonald  Suites,  Call  Eldorado 
5-8531. 


FOR  SALE 


Picker  XRAY  Unit  125KV300MA  Transformer.  Stationary 
200MA  Xray  Tube  Leadscreen  Cassetts  Filing  Cabinet 
Illuminator.  Excellent  Condition.  Illness.  Dr.  Wyser, 
6 Church  St.,  Ossining,  N.  Y.  Tel.  2-0122. 


FOR  RENT 


Office  available  in  medical  building.  Has  been  occupied  by 
a Psychiatrist  for  several  years.  Reply  Ramapo  Medical 
Arts  Building,  23  Lawrence  Street,  Spring  Valley,  New  York. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/»  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y. 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


FOR  RENT 


Recently  deceased  physician — b\  room  air  conditioned  fully 
equipped  office.  X-ray,  electrocardiogram,  access  to  files. 
Pelham  Parkway,  N.  Bronx.  OLinville  5-7982. 


POSITION  WANTED 


RADIOLOGIST — CERTIFIED,  seeks  position  with  group, 
hospital,  clinic  or  association  with  private  radiologist.  Had 
isotope  training.  Box  674,  New  York  State  Jr.  Med. 


WANTED 


Full  time  employment  offered  Board  Eligible  Otolaryngolo- 
gist. Expanding  New  York  suburban  area  practice.  In- 
quiries invited.  Box  676.  N.  Y.  St.  Jr.  Med. 


Young  doctor  wishes  to  buy  into  or  Purchase  Industrial  Type 
Practice  in  Manhattan,  Bronx  or  Westchester  County,  Write 
Box  677,  N.  Y.  St.  Jr.  Med. 


Pathologist — certified  university  affiliated  N.Y.C.  desires 
part-time  position  Brooklyn,  Queens  or  Nassau.  Box  679, 
N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Pathologist — 38,  certified  university  trained  desires  reloca- 
tion active  hospital.  Box  678,  N.  Y.  St.  Jr.  Med. 


[Continued  on  page  3741] 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


I.  tract . . . 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer. . . helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Regis. ered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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The 

Upjohn  Company 
announces 
a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can  mean 
major 
therapeutic 
improvements 


The  most 
efficient  of  all 
anti-inflammatory 
steroids 


• Lower  dosage 

(A  lower  dosage 
than 

prednisolone) 

• Better  tolerated 

(less  sodium 
retention,  less 
gastric  irritation) 


Supplied:  Tablets  of  4 mg.,  in  bottles 
of  30  and  100. 


♦TRADEMARK  FOR  METH  YLPREDN ISOLON  E,  UPJOHN 


For 

complete  information , consult 
your  Upjohn  representative , 
or  write  the  Medical  Department , 
The  Upjohn  Company , 

Kalamazoo,  Michigan. 

Upjohn 
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CLASSIFIED  ADVERTISING 


WANTED 


Assistant  for  well  established  general  practice  of  over  30 
years,  within  commuting  distance  of  New  York  City.  Box 
662,  N.  Y.  St.  Jr.  Med. 


WANTED 


Two  men  to  take  over  well  established  general  practice 
within  commuting  distance  of  New  York  City.  Box  663, 
N.  Y.  St.  Jr.  Med. 


Northern  New  York  Community  needs  general  practi- 
tioner. Industrial,  farm,  vacation  area.  3000  population 
area.  Doctor  left  to  specialize;  had  grossed  $35  to  $50,000 
yearly.  Nearest  physician  13  miles.  Nursing  home,  school, 
local  health  officer  open.  Hospitals  nearby.  Pharmacy  in 
village.  Write  Box  127,  Citizens  Committee,  Antwerp, 
N.  Y. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
$12,000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Active  established  general  practice  completely  equipped 
office,  Brooklyn,  off  Bushwick  Avenue,  will  sell  home  if 
desired.  Specializing.  Box  657,  N.  Y.  St.  Jr.  Med. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


ACTIVE  GENERAL  PRACTICE  FOR  SALE 


General  practice,  income  over  $40,000.  Within  commuting 
distance  of  New  York  City.  Box  661,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Lucrative  rural  and  resort  general  practice,  110  miles  from 
N.Y.C. — Excellent  hospital  nearby — Grossing  $30,000;  Low 
overhead;  leaving  to  specialize;  for  value  of  Real  Estate  and 
Equipment,  Write  Box  660,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Home-office  combination;  5-room  completely  equipped 
office,  including  lab.;  large  attractive  home,  in  business  sec- 
tion of  small  upstate  city.  Especially  good  opportunity  for 
pediatrician,  E.  N.  T.,  or  general  practitioner.  Box  675, 
N.  Y.  St.  Jr.  Med. 


Ideal  for  Physician — custom  built  corner  ranch  house,  7 
rooms,  2 baths.  Centrally  located  5 towns  area  of  Nassau 
County.  No  physician  in  vicinity.  $35,000.  Lynbrook, 
New  York — Lynbrook  9-8821. 


FOR  RENT  OR  SALE 


Allergist;  dignified  equipped  office  30  years;  location  be- 
tween two  hospitals;  lucrative  sole  specialty  practice  in 
Schenectady,  New  York  and  wide  area;  suitable  any  prac- 
tice; two  rentable  apartments  upstairs.  Box  669,  N.  Y.  St. 
Jr.  Med. 


Village  of  Earlville  offers  physician  excellent  opening.  Large 
area  supported  two  doctors  for  years — one  remaining  now 
leaving.  Located  on  N.  Y.  Route  12-B  five  miles  below  Col- 
gate University  and  new  Hamilton  Hospital.  For  further 
information  contact  Francis  Drazek,  D.V.M.  and  Mayor. 
Earlville.  N.  Y. 


Montclair,  N.  J.,  2'/i  & 4 rooms.  Will  be  rented  individually 
or  as  one  unit.  Modern  luxury  type  apts.;  5 Roosevelt 
Plate;  Tel.  Pilgrim  6-1799. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr. 


POSITION  WANTED 


Obstetrician-Gynecologist,  board  eligible,  age  34,  family. 
Desires  relocation  with  group  or  individual  opportunity. 
Box  665,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Internist  certified,  33 ; University  trained  and  currently  on 
faculty.  Has  had  experience  in  private  practice,  Industrial 
Medicine.  Desires  association  with  Hospital,  Clinic  or 
Individual;  N.Y.,  Pa.,  Conn.,  N.J.  Military  service  Com- 
pleted. Box  664,  N.  Y.  St.  Jr.  Med. 


WANTED 


Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659,  N.  Y.  St.  Jr.  Med. 


PHYSICIANS  WANTED 


FAMILY  PHYSICIAN:  Affiliation  with  Medical  Group, 

new  air  conditioned  building  in  the  center  of  Queens,  At- 
tractive salary,  partnership  within  two  years.  Minimum 
requirements:  one  year  approved  internship,  and  one  year 
approved  residency  in  medicine.  Box  672,  N.  Y.  St.  Jr. 
Med. 


White  Plains  Suite  Available.  Doctors’  Building.  Ideal 
Location.  Apt.  also  Available.  Walter  Rostenberg, 
Realtor,  47  Mamaroneck  Ave.  WH.  9-1103. 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet;  24  hour  telephone 
service  included.  Call  ULSTER  5-3767. 


FOR  RENT 


Fully  equipped  medical  office,  full  or  part  time  in  air  condi- 
tioned professional  building  in  central  Long  Island.  Call 
ULSTER  5-4463,  Monday,  Friday,  or  Saturday  9:00  A.M.- 
12:00. 


Fully  equipped  medical  office  for  rent.  Terms  open.  Office 
located  in  Hollis,  New  York  area.  Ideal  for  young  physician 
unable  to  make  investment  in  equipment.  Write  Box  671, 
N.  Y.  St.  Jr.  Med 


FOR  RENT 


Baldwin  Long  Island — Main  Street.  Large  corner  building 
was  Doctor’s  office-residence  10  years.  Suitable  Doctor  and 
Dentist.  MITCHELL,  Baldwin  3-6543. 


MEDICAL  OR  DENTAL  OFFICE 
IN  LOWER  WESTCHESTER 
Immediate  Occupancy! 

Unique  opportunity  for  MD  in  long  established  professional 
bldg,  centrally  located.  Tele  ans  service  incl. 

WILJON  ASSOC. 

60  E.  Hartsdale  Ave.,  Hartsdale.  WH  9-6929. 


Riverdale,  N.  Y.,  Excellent  opportunity  for  M.D.  to  share 
space  with  modern  Dentist  in  new,  lively  growing  apartment 
house  community.  Office  centrally  located  opposite  new 
shopping  center.  KI  6-5111. 


Diagnostic  roentgenologist,  Board  certified,  many  years  of 
experience  in  large  University  affiliated  New  York  hospital. 
Desires  full  or  part  time  position  in  hospital  or  office  in 
New  York  State.  Box  673,  N.  Y.  State  Jr.  Med. 
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relieves  the  discomfort  of  colds 


‘TABLOID’ 

UMPIRIN' 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Coutrolliug  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 


No.  4 


U BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC.,  tuckahoe,  n.  y. 
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NEW  . . . intranasal 

t 


synergism 


Biosynephrine 

M | TRADEMAR 

I is  cc.  U 


Contain 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof , delivers 
a fine  mist. 


DECONGESTIVE 

Neo-Synephrine®  HCl  0.5% 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 

ANTIBACTERIAL 

Neomycin  (sulfate) 

1 mg./cc. 
t equivalent  to 
0.6  mg.  neomycin 
base/cc.) 


Polymyxin  B 
(as  sulfate) 
3000  u/cc. 


LABORATORIES 

NEW  YORK  18.  N.  Y. 


POTENTIATED  ACTION  for 

befter  clinical  results 


in 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiamine), 
trademarks  reg  U.S-  Pat  Off. 
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victims  of 


Bidrolar  combines  a natural  laxative  with  an  effective  stool 
softener.  It  provides  effective  combination  therapy  without  the  use 
of  irritating  bowel  evacuants  and  without  the  disadvantages  and 
lack  of  peristaltic  action  noted  with  the  use  of  stool  softeners  alone. 

Each  Bidrolar  tablet  provides  ox  bile,  60  mg. — a peristaltic 
stimulant  that  produces  natural  taxation  without  irritating  the 
bowel  . . . and  dioctyl  sodium  sulfosuccinate,  40  mg. — an 
effective  stool  softener  that  keeps  feces  soft  for  easy  evacuation. 


m 


Bidrolar  is  naturally 


better 


THE  ARMOUR  LARORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  • KANKAKEE,  ILLINOIS 
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Mil  pa 

Miltown®  O anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown®  reduces  anxiety  and  tension.1, 3- 6,7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5,7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2, 4 
indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 


“care  of 
the  man 
rather  than  merely 
his  stomach”' 


spasm,  G.  I.  symptoms  of  anxiety  states. 

each  Milpath  tablet  contains: 

Miltown.® (meprobamate  WALLACE)  . . 400  mg. 

(2-methyl-2-w-propyl-l, 3-propanediol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamino-l-cyclohexyl-l-phenyl-l-propanol-cthiodide) 


dosage : 1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available  : bottles  of  50  scored  tablets. 


references:  l Altschul.  A.  and  Billow.. B : The  clinical  use  of  meprobamate.  (Miltown*).  New  York  J.  Med.  57:  2361, 
July  15.  1957.  2.  Atwater.  J.  S. : The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  45:421.  Oct.  1956. 
3 Borrus.  J C.:  Study  of  effect  of  Miltown  (2-methyl-2-«-propy  1-1. 3-propanediol  dicarbamate)  on  psychiatric  states. 
J.  A.  M.  A.  757:1596.  April  30.  1955.  4 Cayer.  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer  Am.  J Digest.  Dis. 
7:301,  July  1956.  5.  Marquis.  D.  G . Kelly,  E.  L..  Miller.  J G . Gerard.  R W and  Rapoport.  A : Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects.  Ann  New  York  Acad.  Sc.  <77:701.  May  9.  1957.  6 Phillips.  R E. : 
Use  of  meprobamate  (Miltown?)  for  the  treatment  of  emotional  disorders.  Am.  Pract.  & Digest  Treat.  7:1573.  Oct  1956. 

7.  Selling.  L S.:  A clinical  study  of  Miltown*.  a new  tranquilizing  agent.  J Clin.  & Exper.  Psychopath.  77:7.  March  1956. 

8.  Wolf.  S.  and  Wolff.  H.  G.:  Human  Gastric  Function,  Oxford  University  Press,  New  York.  1947. 


WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 
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FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  involvement  can  be  effectively 
controlled  with 


many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 


The  first  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneouslyrelieves:  (i)  musclespasm 
(2)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  "MEPROLONE’-j — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ‘MEPROLONE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-i  supplies  1.0  mg. 
prednisolone  in  the  same  formula  as 
’MEPR0L0NE’-2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  6 CO..  INC. 
PHILADELPHIA  t.  PA. 


•MEPROLONE'  is  a trademark  of  Merck  & Co..  Inc. 
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to  prevent  angina  pectoris 


Metam  ine 


special  advantages : 

Simplified  dose  (b.i.d.) 

No  undesirable  side  reactions 
Greater  economy. 

Usual  dose:  1 tablet  on  arising,  1 before  evening  meal.  Bottles  of  50  tablets. 
Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.  Y.  *Patent  applied  for. 
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THE  RECORD  OF  THE  R48  PRESSURE  PUMP  SET  SPEAKS  FOR 
ITSELF.  First  set  to  make  pressure  transfusion  safe  for  the 
patient,  the  disposable  Plexitron  R48  is  being  specified  in 
more  hospitals  every  day  . . . throughout  the  world. 

Emergency  pressure  is  instantly  available  . . . simply  squeeze 
the  drip  chamber.  The  degree  of  pressure  and  speed  of 
transfusion  varies  with  the  degree  of  pumping  action.  The 
ball-float  safety  valve  operates  only  with  fluids . . . you  can't 
pump  air.  Set  can  be  returned  to  gravity  drip  easily,  at 
any  time. 

Only  filtered  blood  reaches  the  patient.  Fine-mesh  filter,  of 
exclusive  construction  and  design,  provides  maximum  filtra- 
tion area  and  assures  efficient  removal  of  particulate  matter 
in  both  routine  and  emergency  transfusions. 

Literature,  samples  and  demonstration  on  request 


BAXTER  LABORATORIES,  INC. 


MORTON  GROVE,  ILL. 

DISTRIBUTED  AND  AVAILABLE  ONLY  IN  THE  37  STATES  EAST  OF  THE 
ROCKIES  (except  in  the  city  of  El  Paso,  Texas)  THROUGH 

AMERICAN  HOSPITAL  SUPPLY  CORPORATION 

SCIENTIFIC  PRODUCTS  DIVISION  GENERAL  OFFICES  • EVANSTON,  ILLINOIS 


Y-TYPE  PRESSURE  PUMP  SET 
AVAILABLE  AS  CAT:  NO.  R49 


safety  and  efficiency 
proved  in  more  than 


2,000,000 
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when  anxiety  must  he  relieved 

‘Compazine’  controls  anxiety  and  tension 
— rapidly  and  with  minimal  side  effects. 

Most  patients  on  ‘Compazine’  are  not 
lethargic  or  logy.  They  carry  out  their 
normal  activities  unhampered  by ' 
drowsiness  and  depressing  effect. 


Compazine 

the  tranquilizer  remarkable  for  its  freedom 
available:  from  drowsiness  and  depressing  effect 

Tablets,  Ampuls  and  Spansule® 

sustained  release  capsules  Smith,  Kline  & French  Laboratories , Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off.  for  prochlorperazine,  S.K.F. 
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Monilial 


Achrostatin  V combines  Achromycin!  V. . . 

the  new  rapid-acting  oral  form  of 
Achromycin!  Tetracycline  . . . noted  for  its 
outstanding  effectiveness  against  more  than 
50  different  infections  . . . and  Nystatin  . . . the 
antifungal  specific.  Achrostatin  V provides 
particularly  effective  therapy  for  those 
patients  who  are  prone  to  monilial  overgrowth 
during  the  protracted  course  of 
antibiotic  treatment. 


supplied: 

Achrostatin  V Capsules 
contain  250  mg. 
tetracycline  HC1 
equivalent  (phosphate- 
buffered)  and  250,000 
units  Nystatin. 

dosage: 

Basic  oral  dosage  (6-7  mg. 
per  lb.  body  weight  per 
day)  in  the  average 
adult  is  4 Capsules  of 
Achrostatin  V per  day, 
equivalent  to  1 Gm.  of 
Achromycin  V. 

‘Trademark 
tReg.  U.S.  Pat.  Off. 
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Addition  of  neomycin 
to  the  effective 
Donnagel  formula 
assures  even  more 
certain  control  of  most 
of  the  common  forms 
of  diarrhea. 

Neomycin  is  an  ideal 
antibiotic  for  enteric 
use:  it  is  effectively 
bacteriostatic 
against  neomycin- 
susceptible  pathogens; 
and  it  is  relatively 
non-absorbable. 

The  secret  of  Donnagel  with  Neomycin's  clinical 

dependability  lies  in  the  comprehensive  approach 
of  its  rational  formula: 


in  each  30  cc.  (1  fl,  02.) 

COMPONENT 


ACTION  BENEFIT 


Neomycin  base,  210.0  mg. 

(as  neomycin  sulfate,  300  mg.) 

antibiotic 

Kaolin  (6.0  Gm.) 

adsorbent, 

demulcent 

Pectin  (142.8  mg.) 

protective, 

demulcent 

Dihydroxyaluminum 

aminoacetate  (0.25  Gm.) 

antacid, 

demulcent 

Natural  belladonna  alkaloids: 

hyoscyamine  sulfate  (0.1037  mg.) 
atropine  sulfate  (0.0194  mg.) 

anti- 

spasmodic 

hyoscine  hydrobromide  (0.0065  mg.) 
Phenobarbital  (%  gr.)  sedative 

INDICATIONS:  Donnagel  with  Neomycin 
is  specifically  indicated  in  diarrheas  or 
dysentery  caused  by  neomycin-suscep- 
tible organisms;  in  diarrheas  not  yet 
proven  to  be  of  bacterial  origin,  priorto  de- 
finitive diagnosis.  Also  useful  in  enteritis, 
even  though  diarrhea  may  not  be  present. 
SUPPLIED:  Bottles  of  6 fl.  oz.  At  all  pre- 
scription pharmacies. 


Rgbins 

Informational 
literature 
available 
upon  request. 


Affords  effective  intestinal  bacte- 
riostasis. 

Bindstoxicand  irritatingsubstan- 
ces.  Provides  protective  coating 
for  irritated  intestinal  mucosa. 

Supplements  action  of  kaolin  as 
an  intestinal  detoxifying  and 
demulcent  agent. 

Enhances  demulcent  and  detoxi- 
fying action  of  the  kaolin-pectin 
suspension. 

Relieves  intestinal  hypermotility 
and  hypertonicity. 


Diminishes  nervousness,  stress 
and  apprehension. 

DOSAGE:  Adults:  1 to  2 tablespoon- 
fuls (15  to  30  cc.)  every  4 hours. 
Children  over  1 year:  1 to  2 tea- 
spoonfuls  every  4 hours.  Children 
under  1 year:  l/2  to  1 teaspoonful 
every  4 hours. 

ALSO  AVAILABLE:  Donnagel.  the 
original  formula,  for  use  when  an 
antibiotic  is  not  indicated. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


. . . an  advance  in 


the  treatment  of  VAGINITIS 


TEICO 

VAGINAL  SUPPOSITORIES  AND  POWDER 


a new  specific 
moniliacide 

MICOFUR' 

BRAND  OF  NIFUROXIME 

now  added  to 
the  established 
specific 
trichomonacide 

FUROXONE" 
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Rapid  relief  of  burning  and  itching  often  within  24  hours 


85%  CLINICAL  CURES*  In  219  patients  with  either  trichomonal 
vaginitis,  monilial  vaginitis,  or  both,  clinical  cures  were  secured  in  187. 

71%  CULTURAL  CURES*  157  patients  showed  negative  culture 
tests  at  3 months  follow-up  examinations. 


Eliminates  malodor 

Esthetically  acceptable,  non -irritating 


Simple  two-step  treatment  swiftly  brings  relief  and 
control  of  vaginal  moniliasis  and  trichomoniasis. 

STEP  1 Office  administration  of  tricofuron  vaginal  powder  improved 
[Micofur  0.5%  ( anti  5-nitro-2-furaldoxime) , the  new  nitrofuran  fungicide, 
and  Furoxone  0.1%  in  an  acidic  water-soluble  powder  base].  Applied  by 
the  physician  at  least  once  a week,  except  during  menstruation. 

For  easy  insufflation:  plastic  insufflator  of  15  Gm.,  supplied  with 
3 sanitary  disposable  tips.  Also  available : glass  bottle  of  30  Gm. 

STEP  2 Continued  home  use  to  maintain  moniliacidal-trichomonacidal  action: 
TRICOFURON  vaginal  suppositories  improved  (Micofur  0.375%  and  Furoxone 
0.25%  in  a water-miscible  base) . Employed  by  the  patient  each  morning  and 
night  the  first  week  and  each  night  thereafter— through  one  cycle,  especially 
during  the  important  menstrual  days. 

Box  of  12,  each  hermetically  sealed  in  green  foil. 

’Combined  results  of  12  clinical  investigators.  Data  available  on  request. 


nitrofurans  ...a  new  class  of  antimicrobials 

neither  antibiotics  nor  sulfonamides 

EATON  LABORATORIES,  NORWICH.  NEW  YORK 

| 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON0  Lederle 


* 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

"Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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a penetrant  emulsion 
lor  chronic 
constipation 


(PLAIN) 


COLLOIDAL  EMULSION  OF  MINERAL  OIL  AND  IRISH  MOSS 

permeates  the  hard,  stubborn  stool  of  chronic 
constipation  with  millions  of  microscopic 
oil  droplets,  each  encased  in  a film  of  Irish  moss 
makes  it  more  movable 


penetrates 


softens 


KONDREMUL  (Plain)— Pleasant-lasting  and 
non-habit-forming.  Contains  55%  mineral  oil. 

Supplied  in  bottles  of  1 pt. 

KONDREMUL  (With  Cascara)— 0.66  Gm.  nonbitter 
Ext.  Cascara  per  tablespoon.  Bottles  of  14  fl.oz. 

KONDREMUL  (With  Phenolphthalein) — 0.13  Gm. 
phenolphthalein  (2.2  gr.)  per  tablespoon.  Bottles  of  1 pt. 

When  taken  as  directed  before  retiring,  KONDREMUL 
does  not  interfere  with  absorption  of  essential  nutrients. 


THE  E.  L.  PATCH  CO.  — STONEHAM,  MASSACHUSETTS 
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KONDREMUL  / PATC 


to  prevent 
and/or  control 


POSTOPERATIVE  NAUSEA 
AND  VOMITING 


Dramamine 

Brand  of  Dimenhydrinate 


"This  study,  which  covers  1,500 
cases,  agrees  with  the  findings  of 
Moore  and  his  associates  that 
Dramamine,  when  administered 
parenterally,  reduces  by  at  least  50 
per  cent  the  incidence  of  vomiting 
in  postoperative  patients.** 


Harms,  B.  H.:  The  Use  of  Paren- 
teral Dramamine  to  Control 
Postoperative  Vomiting  in  the 
Office  Practice  of  Oral  Surgery: 
A Report  of  Cases,  Oral  Surg. 
7:294  (March)  1954. 

Dramamine  Ampuls,  serum  type,  250  mg. 
in  each  5 cc. 


SEARLE 


Research  in  the  Service  of  Medicine 
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U LT  R A N 

(Phenaglycodol.  Lilly) 


. . . helps  restore  normal  emotional 


composure  without  impairing  mental  acuity 


Dosage: 

Usually  1 pulvule  t.i.d. 
Supplied: 

As  attractive  turquoise- 
and-white  pulvules  of 
300  mg. 


'Ultran’  quickly  allays  anxiety  and  tenseness. 
Broadly  evaluated  under  carefully  controlled  con- 
ditions, 'Ultran’  has  been  shown  to  be  unusually 
safe.  There  are  no  contraindications.  It  is  chemically 
unique — not  related  to  any  other  tranquilizer. 


EL!  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


I 
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774131 


7;  IMPORTANT  THERAPY 


in  Pruritus  Vulvae  Et  Ani  • Kraurosis  Vulvae 
Postmenopausal  Vaginitis  • Senile  Vaginitis 

Hist-ACortE 


Sig:  Apply 
twice  daily  — 
Supply:  1/2  oz 
& 1 oz.  tuoes 


ACID  MANTLED  Hydrocortisone-Estrone-Pyrilamine  Maleate-Synthetic  Vitamin  A 

providing 

Epithelium  Regenerative  • Antiinflammatory 
Antipruritic  • Antikeratotic  l 

Antiallergic  • Antihistaminic  / 

Normal-Vaginal-  and  Anal-Tract-  pH-Restorative  1 

Samples  and  literature  on  request. 


action 


109  WEST  64  ST..  NEW  YORK  23.  N.V.  < 


665  N.  Robertson  Blvd.,  Los  Angeles,  Calif.  • In  Canada:  2765  Bates  Rd.,  Montreal,  P.Q. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract.. 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg-)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  oi 
habituation  . . . with  PATH  1LON  (25  7ng.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


“Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Announcing 

ROMILAR  CF 


the  new.  complete 


/ 1 

' J /1HH 

jy  Ha* 

\ yWK>  - 

i *1  I / / Romilar  CF  brings  new  comfort  and  ease 

v IF)  Ls  to  your  patients  with  colds  and  other 
n.  j respiratory  disorders  by  providing  more 

'-f  s^^**^*  complete  symptomatic  control.  Romilar 
CF  syrup  combines  the  benefits  of  an  anti- 
histaminic,  a decongestant,  and  an  anal- 
gesic-antipyretic with  the  effective  cough 
suppressant  action  of  Romilar  Hydrobro- 
mide*—the  non-narcotic  cough  specific 
with  codeine’s  antitussive  effect  but  with- 
out codeine’s  side  effects. 

Each  teaspoonful  (5  cc)  of  Romilar  CF 
provides: 

antitussive:  Romilar  ® Hydrobromide* 15  mg 

faminic  : Chlorpheniramine  Maleate 1.25  mg 

estant:  Phenylephrine  Hydrochloride.  . . 5 mg 

lyretic  : N-acetyl-p-aminophenol 120  mg 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey 

♦Brand  of  dextromethorphan  hydrobromide 


3764 


Now... victory  over  infections 

• pharmacodynamically  superior 

• therapeutically  unsurpassed 

With  Mysteclin-V  you  get  faster  and  greater  absorption 
of  tetracycline  than  ever  attainable  in  the  past . . . providing 
all  the  benefits  of  well-established  tetracycline  therapy. 

For  practical  purposes,  Mysteclin-V  is  sodium-free. 


Squibb  Tetracycline  Phosphate  Complex  (Sumycin)  and  Nystatin  (Mycostatin) 

Contains  Mycostatin  to  forestall  monllial  overgrowth  and  possible  complications 


MONILIAL  OVERGROWTH  IN  25  PATIENTS 

MONILIAL  OVERGROWTH  IN  25  PATIENTS 

ON  TETRACYCLINE  ALONE' 

ON  TETRACYCLINE  PLUS  MYCOSTATIN' 

Before 

After  7 days 

Before 

After  7 days 

therapy 

of  therapy 

therapy 

of  therapy 

ooooo 

OOOOO 

OOOOO 

OOOOO 

ooooo 

om 

ooooo 

ooooo 

ooooo 

ooooo 

ooooo 

ooomm 

• •••• 

oooot 

ooooo 

• •••• 

• •••• 

ooooi 

Monilial  overgrowth  (rectal  swabs) 


o 


NONE 


Mycostatin  in  Mysteclin-V  prevents  gastrointestinal  monilial  overgrowth, 
thereby  minimizing  the  possibility  of  antibiotic-induced  monilial  superinfection. 


Supply 

Tetracycline  phosphate 
complex,  equiv.  to 
tetracycline  HCI  (mg.) 

Mycostatin 

(units) 

Packaging 

Capsules  (per  capsule) 

250 

250,000 

Bottles  of  16 
and  100 

Half-Strength 
Capsules  (per  capsule) 

125 

125,000 

Bottles  of  16 
and  100 

Suspension  (per  5 cc.) 

125 

125,000 

2 oz.  bottles 

Pediatric  Drops 
per  cc.— 20  drops 

100 

100,000 

10  cc.  bottles 
with  dropper 

1.  Childs,  A.  J. : British  M.  J.  1:660  (March)  1956. 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 


•MYSTECLIN'®,  •SUHVeiN'  ANQ  'MYCOSTATIN-®  ARC  SQUIBS  TRADEMARKS 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t. i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

"Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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just  two  tablets 
at  bedtime 


for  gratifying 

rauwolfia  response 

virtually  free  from  side  actions 


Rauwiloid® 


10$  ANGEIES 


Used  investigationally  in  more  than  18,000  patients  and  dem- 
onstrated to  be  effective  in  the  majority  of  mild,  adult  cases! 


^TRADEMARK,  REG.  U.  S.  PAT.  OFF.— TOLBUTAMIDE,  UPJOHN 


Upjohn 


fFor  full  information,  see  yoiir  Upjohn  r!cpr£senitatiye  qr  Wptejthej 
Medical  Division,  T-lte  - U-ftjolm  ,Knla)lwzoor  iiticiiigan.  - j — 
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(FqUii-Wu  Test) 


spreads  in  a wink! 


OPHTHALMIC  OIL 

SUSPENSION  \% 


bland  soothing  drops 

• floods  tissues  quickly,  evenly 

• compatible  with  ocular  tissues  and  fluids 

• eliminates  cross  contamination 

• easily  self-administered 


unsurpassed  in  antibiotic  efficacy 

• Therapeutic:  the  true  broad-spectrum 
action  of  Achromycin,  promptly  effective 
in  a wide  variety  of  common  eye  infections 

• Prophylactic:  following  removal  of  foreign 
bodies;  minor  eye  injuries 


supplied: 

4 cc.  plastic  squeeze,  dropper  bottle  con- 
taining Achromycin  Tetracycline  HC1  (1%) 
10.0  mg.,  per  cc.  suspended  in  sesame  oil 


• Stable,  no  refrigeration  needed:  retains 
full  potency  for  2 years 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER. 

*Reg.  U.  S-  Pat.  Off. 
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for  the  aged  and  senile  patient 

oral  iTletrazol 

— in  early  and  advanced  signs  of  mental  confusion.  Dose:  1 or  2 tablets, 
or  1 or  2 teaspoonfuls,  Metrazol  Liquidum,  three  or  four  times  a day. 

Metrazol  ®,  brand  of  Pentylenetetrazol,  a product  of  E.  Bilhuber,  Inc. 

KNOIX  PHARMACEUTICAL  COMPANY  NEw'jBR^EY 


Give  to  Conquer  Cancer 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


in  spastic 

and  irritable  colon 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON'  Lederle 

Combines  Meprobamate  (400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
^emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  ?ng.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.  i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethy!  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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lince  1950... an  outstanding  record  of 


sontinuing  clinical  success  in  the  treat- 
ment of  infectious  diseases 

tion  for  reliable  performance  in 
the  treatment  of  a wide  variety  of 
infections.  In  the  ever-growing 
literature  on  its  clinical  success, 
Terramycin  stands  firmly  on  its 
record  for  broad-spectrum  effi- 
cacy with  safety. 

TERRAMYCIN 


BRAND  OF  OXYTETRACYCLINE 

clinical  efficacy  further  confirmed 


1957 

In  a controlled  trial  for  a period 
of  a year  at  seven  centers,  in  pa- 
tients with  severe  bronchiectasis, 
Terramycin  was  “.  . . beneficial 
and  was  more  effective  than  oral 
penicillin.  ...  A more  pronounced 
effect  in  the  [Terramycin]  group 
was  observed  in  the  reduction  of 
disability  expressed  by  the  num- 
ber of  days  confined  to  bed.  . . . 
The  characteristic  symptoms  of 
bronchiectasis  can  be  modified 
and  the  natural  history  of  the 
disease  influenced  whilst  [Terra- 
mycin] therapy  is  maintained.”1 

1957 

In  Pertussis:  “Continued  satis- 
factory results  have  been  main- 
tained with  [Terramycin] The 

present  routine  management  of 
these  cases  consists  of  a 10  day 
course  of  [Terramycin]  . . . and 


during  the  last  six  years,  chiefly 
with  the  use  of  oxytetracycline, 
the  mortality  has  been  re- 
duced. . . .”2 

1957 

Terramycin  “.  . . used  with  suc- 
cess”3 in  staphylococcal  pneumo- 
nia and  empyema. 

Available  in  a well-tolerated  dos- 
age form  to  cope  with  every  need 
of  broad-spectrum  therapy:  Cap- 
sules, tablets,  taste-tempting 
liquid  mixtures,  special  prepara- 
tions for  parenteral,  topical  and 
ophthalmic  use,  Terrabon®  anc 
Terrabon  Pediatric  Drops. 

1.  Darke,  C.  S.f  and  Knowelden,  J.  : Brit 
M.  J.  2: 255  (Aug.  3)  1957.  2.  Williams,  S. 
Antibiotics  Annual  1956-1957,  New  York 
Medical  Encyclopedia,  Inc.,  1957,  p.  316.  3 
Forbes,  G.  B.,  and  Emerson,  G.  L.  : Pediatrii 
Clinics  of  North  America,  Philadelphia 
W.  B.  Saunders  Co.,  1957,  p.  215. 


Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 

World  leader  in  antibiotic  development  and  production 

■ ’ f ■'’'■v.'" 


Achrocidin  is  indicated  for  prompt  con- 
trol of  undifferentiated  upper  respiratory 
infections  in  the  presence  of  questionable 
middle  ear,  pulmonary,  nephritic,  or  rheu- 
matic signs;  during  respiratory  epidemics; 
when  bacterial  complications  are  observed 
or  expected  from  the  patient's  history. 

Early  potent  therapy  is  provided  against 
such  threatening  complications  as  sinusitis, 
adenitis,  otitis,  pneumonitis,  lung  abscess, 
nephritis,  or  rheumatic  states. 

Included  in  this  versatile  formula  are  rec- 
ommended components  for  rapid  relief  of 
debilitating  and  annoying  cold  symptoms. 

Adult  dosage  for  achrocidin  Tablets  and 
new,  caffeine-free  achrocidin  Syrup  is  two 
tablets  or  teaspoonfuls  of  syrup  three  or 
four  times  daily.  Dosage  for  children 
according  to  weight  and  age. 

Available  on  prescription  only 


symptomatic 
relief. . . plus! 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC  COMPOUND 


Tablets 

Each  tablet  contains: 


Achromycin®  Tetracycline  125  mg. 

Phenacetin  120  mg. 

Caffeine  30  mg. 

Salicylamide  150  mg. 

Chlorothen  Citrate  25  mg. 


Syrup 

Each  teaspoonful  (5  cc.)  contains: 


Achromycin®  Tetracycline 


equivalent  to  tetracycline  HC1 

125  mg. 

Phenacetin 

120  mg. 

Salicylamide 

150  mg. 

Ascorbic  Acid  (C) 

25  mg. 

Pyrilamine  Maleate 

15  mg. 

Methylparaben 

4 mg. 

Propylparaben 

1 mg. 

"Trademark 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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WANTED 


RELIEF 

FROM 


is  an  essential  adjunct  to  treatment 

IN  ACNE,  Fostex  Cream  and  Fostex  Cake 

• degrease,  peel  and  degerm  the  skin 

• unblock  pores  . . . help  remove  blackheads 

• help  prevent  pustule  formation 

• minimize  spread  of  infection 

Fostex  effectiveness  is  provided  by  Sebulytic®  (sodium  lauryl  sulfoacetate,  sodium 
alkyl  aryl  polyether  sulfonate,  sodium  dioctyl  sulfosuccinate)  a new  combina- 
tion of  surface  active  cleansing  and  wetting  agents  with  remarkable  antiseb- 
orrheic,  keratolytic  and  antibacterial  action,  enhanced  by  sulfur  2%,  salicylic 
acid  2%  and  hexachlorophene  1%. 

Fostex  is  easy  to  use.  The  patient  stops  using  soap  on  acne  skin  and  starts 
washing  with  Fostex.  Effective  and  well  tolerated . . . assures  patient  acceptance 
and  cooperation. 


FOSTEX  CREAM  for  thera- 
peutic washing  of  the  skin 
in  the  initial  phase  of  the 
treatment  of  acne,  when 
maximum  degreasing  and 
peeling  are  desired. 


FOSTEX  CAKE  for 

maintenance  therapy  to 
keep  the  skin  dry  and  sub- 
stantially free  of  come- 
dones. 


o 

in  bar  form 


WESTWOOD  PHARMACEUTICALS 

Division  of  Foster-Milburn  Co.  468  Dewitt  Street  Buffalo  13,  New  York 
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low 

back 

pain 


begins  to  yield  in  hours 

I Sali  1 1 / \ ^ fl 


. . an  orally  effective  ahd 
safe  antispasmodic  drug.  Re- 
sults are  prompt,  and  gratify- 
ing to  the  patient.  The  number 
of  office  visits  ...  is  reduced 
significantly.  The  dosage 
schedule  is  simple  . . . side 


actions  are  minimal  . . .” 
"No  toxic  side  actions  were 
noted.” 

Finch,  J.  W.:  Orphenadrine  (Disipal)  in 
Skeletal  Muscle  Disorders.  To  be  published. 

Dosage:  1 tablet  (50  mg.)  t.i.d. 
In  Parkinsonism  when  used  in 
combination  with  other  drugs, 
smaller  dosage  may  suffice. 


s,  oco'0^"  le6. 
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M/ve  it 


stops 

vertigo 


in  9 out  of  lO  patients' 


ANTIVERT  in  the  aged 

Vertigo  is  one  of  the  leading  complaints  in  the  aged. 
Help  your  elderly  vertiginous  patients  with  antivert. 


References:  1.  Menger,  H.C. : Clin.  Med.  4:313 
(March)  1957.  2.  Charles.  C.  M. : Geriatrics 
2:110  (March)  1956.  3.  Shuster.  B. H. : Med.  Clin, 
of  N.  Amer.  40. 1787  (Nov.)  1956. 


New  York  17,  New  York- 
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DIAGNOSIS  * THERAPY 


ALLERGENIC  EXTRACTS 

CENTER  LABORATORIES,  INC.  ‘ PORT  WASHINGTON,  N.  Y. 

Complete  Allergy  Service  — from  Solution  to  Syringe 
also  complete  line  of  office  and  laboratory  supplies  for  the  physician 

Catalog  on  request 

•Silbert.  N.  E.,  Ciba  Clinical  Symposia;  6:  86;  May  1954 
Mechaneck,  I.,  Annals  of  Allergy;  12:  164;  March  1954 
Rosen,  F.  L..  J.  Med.  Soc.  N.  J.:  51:  110:  March  1954 
Mueller.  H.  L..  & Hill,  L.  W.:  N.  E.  i.  of  Med;  249:  726.  1953 


How  to  reform  a persnickety  eater 


REDISOL 


CYANOCOBALAMIN  (.CRYSTALLINE  VITAMIN  B]2f 

Weight  gain  and  increased  interest  in  food  often  follow  the  use 
of  REDISOL  as  a dietary  supplement. The  cherry-flavored  Elixir 
or  the  soluble  Tablets  are  both  readily  miscible  with  liquids. 

MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & C O . . I N C. . P H I L A D E L P H I A 1.  PA. 
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“MOTHER” 
by  A.  Lewin-Funke 


Courtesy  of 
The  Metropolitan  Museum  of  Art 


^^lassic  therapy 

for  preventing  and  healing 

diaper  rash 

excoriation,  chafing,  irritation 


DESITIN 

OINTMENT 

. . . enduring  in  its  efficacy 
. . . pleasing  in  its  simplicity 
. . . exemplifying  pharmaceutical  elegance 

SAMPLES  on  request  DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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DARVON 

(Dextro  Propoxyphene  Hydrochloride,  Lilly) 

is  a new,  chemically  different  analgesic  developed  in  the  Lilly  Research 
Laboratories.  'Darvon’  is  equally  as  potent  as  codeine  yet  much  better 
tolerated.  Clinically  useful  doses  do  not  produce  euphoria,  tolerance, 
or  physical  dependence.  Side-effects,  such  as  nausea  and  constipation,  are 
minimal.  You  will  find  'Darvon’  of  value  in  any  disease  associated  with  pain. 
'Darvon’  is  available  in  32-mg.  and  65-mg.  pulvules. 

DARVON  COM 

(Dextro  Propoxyphene  and  Acetylsalicylic  Acid  Compound,  Lilly) 

further  intensifies  analgesic  effectiveness  by  combining  the  analgesic  action 


of  'Darvon’  with  the  antipyretic  and  anti-inflammatory  benefits  of 
'A.S.A.  Compound.’*  It  is  particularly  useful  in  relieving  pain  associated 
with  recurrent  or  chronic  disease,  such  as  neuralgia,  neuritis,  or  arthritis, 
as  well  as  acute  pain  of  traumatic  origin.  In  a study  of  101  patients,  Gruber* 
has  shown  that,  even  after  prolonged  administration,  no  loss  of  analgesic 
potency  occurs  with  'Darvon.’  No  contraindications  have  been  reported. 


Each  Pulvule  ‘Darvon  Compound’  provides: 

'Darvon' 32  mg. 

Acetophenetidin 162  mg. 

'A.S.A.'  ( Acetylsalicylic  Acid,  Lilly) 227  mg. 

Caffeine 32.4  mg. 


Dosage:  'Darvon  Compound' — 1 or  2 pulvules  every  six  hours  as  needed  for  pain. 

'Darvon' — 32  mg.  every  four  hours  or  65  mg.  every  six  hours  as  needed  for  pain. 


*'A .S.A . Compound'  (Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly) 
1.  Gruber,  C.  M„  Jr.:  164:  966  (June  29),  1957. 

In  bottles  of  100  at  pharmacies  everywhere. 


quality /research /integrity 


. INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


ELI  LILLY  AND  COMPANY 


720219 


In  Arthritic-Rheumatic  Disorders 


CHECK  THE  ADVANTAGES  OF 


® 

flTflRnxoin 


the  original 
tranquilizer » 
corticoid 


prednisolone  and  hydroxyzine 


Atarax®  (hydroxyzine)  plus  Sterane®  (prednisolone) 


OVER 

prednisolone  alone  (or  other 
corticoids) 

OVER 

corticoid-salicylate  combinations 

OVER 

other  corticoid-tranquilizer  com- 
binations 

Emotional 

Stabilization 

...ATARAX0ID  includes  control 
of  fear,  anxiety 

...ATARAX0ID  includes  control 
of  fear,  anxiety 

. . . onlyATARAXOID  provides  the 
unique,  specific,  consistently 
effective  tranquilizer,  ATARAX 

Clinical 

Control 

u . . tranquilization  enhances 
prednisolone  effect  for  superior 
improvement 

. . .tranquilization  eases  muscle 
tension  (relieving  aching  and 
stiffness)  precludes  anxiety- 
induced  flare-ups 

. . . enhanced  corticoid  control 
frequently  superior 

I 

. . . tranquilizer  enhancing  effect 
is  more  consistent 

. . . established  by  outstanding 
results  in  94%  of  919  cases* * 

Dosage 

Levels 

...corticoid  requirements  are 
frequently  reduced  by  25-50% 

. . . corticoid  maintenance  levels 
compare  favorably;  often  lower 

...tranquilizer  dosage  levels 
are  the  lowest 

. . . more  consistent  tranquiliza- 
tion often  permits  lower  corti- 
coid dosage 

Toleration 

. . . corticoid  side  effects  are 
significantly  reduced  or  elimi- 
nated 

...  no  salicylate  side  effects 

...reduced  corticoid  side  effects 
compare  favorably 

...tranquilizer  control  is  the 
safest -and  free  of  mental 
“fogging" 

. . . reduction  of  corticoid  com- 
plications more  consistent 

Patient 

Management 

. . . tranquilization  greatly  facili- 
tates cooperation 

. . . tranquilization  greatly  facili- 
tates cooperation 

. . . more  consistent,  uncompli- 
cated tranquilization  means 
better  cooperation 

available  as: 


Rtaraxoid  5.0 

scored  green  tablets,  5.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  30  and  100 


Rtaraxoid  2s 

scored  blue  tablets,  2.5  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  30  and  100 

for  greater  flexibility  of  dosage 


Rtaraxoid  u 

scored  orchid  tablets,  1.0  mg.  pred- 
nisolone and  10  mg.  hydroxyzine 
hydrochloride;  bottles  of  100 


Pfizer  PFIZER  LABORATORIES  Division.  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6.  New  York 


* Individual  Case  Reports,  Chas.  Pfizer  & Co.,  Inc. 


CLINICAL  COLLOQUY 

1 9 

My  patients  complain  that 
the  effect  of  the  pain  tablet  I prescribe 
often  wears  off  in  less  than  3 hours. 


££ 


Why  not  try  the  new  analgesic 
that  gives  faster, 
longer- lasting  pain  relief? 

*>?> 

I I 

You  mean  something  that 
doesn't  require  repeat  dosage  so  often? 

1 9 

££ 

Yes— it’s  called  Percodan.® 

It  not  only  works  in  5 to  15  minutes  but 
one  tablet  sustains  its  pain-relieving  effect 
for  6 hours  or  longer! 

f 1 

How  about  side  effects? 

V I 

££ 

No  problem.  For  example, 
the  incidence  of  constipation 
is  rare  with  Percodan.  * 


f I 

Sounds  worth  trying  — what's  the  average  adult  dose? 


V 1 


££ 

One  tablet  every  6 hours.  That’s  all. 

f I 

Where  can  I get  literature  on  Percodan? 

f V 

££ 

Just  ask  your  Endo  detailman  or  write  to: 


ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.S.  Pal.  2,628,185.  PERCODAN  contains  salts  of  dihydrohydroxycodeinone  and 
homatropine,  plus  APC.  May  be  habit-forming.  Available  through  all  pharmacies. 


a new  era 


in  sulfa  therapy 


SULFAMETHOXYPYRIDAZINE  ( 3 -S  U L F A N 1 L A M I DO-6- M ETHOX YP YR  I D A Z I N e)  LEDERLE 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced 
even  further  than  that  recommended  earlier.1  Now,  clinical  evidence 
has  established  that  a single  (0.5  Gm.)  tablet  maintains  therapeutic 
blood  levels  extending  beyond  24  hours.  Still  more  proof  that 
Kynex  stands  alone  in  sulfa  performance  — 

• Lowest  Oral  Dose  In  Sulfa  History  — 0.5  Gm.  (1  tablet)  daily  in 
the  usual  patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility  — effective  blood  concentrations  within  an  hour 
or  two 

• Effective  Antibacterial  Range  — exceptional  effectiveness  in  urin- 
ary tract  infections 

• Convenience  — the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers 
optimum  convenience  and  acceptance  to  patients 

new  dosage.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 
teaspoonfuls  of  syrup)  the  first  day,  followed  by  0.5  Gm.  (1  tablet 
or  2 teaspoonfuls  of  syrup)  every  day  thereafter,  or  1 Gm.  every 
other  day  for  mild  to  moderate  infections.  In  severe  infections 
where  prompt,  high  blood  levels  are  indicated,  the  initial  dose  should 
be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage  in  children, 
according  to  weight;  i.e.,  a 40  lb.  child  should  receive  Va  of  the  adult 
dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 
tablets:  Each  tablet  contains  0.5  Gm.  (7Vi  grains)  of  sulfame- 
thoxypyridazine.  Bottles  of  24  and  100  tablets. 
syrup:  Each  teaspoonful  (5  cc. ) of  caramel-flavored  syrup  contains 
250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J_.  Clin.  Med.  49:410,  1957. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYAN  AM  ID  COMPANY,  PEARL  RIVER,  N.  Y. 
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oral  progestational  agent 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


With  norlutin  you  can  now  pre- 
scribe truly  effective  oral  progesta- 
tional therapy.  Small  oral  doses  of  this 
new  and  distinctive  progestogen  pro- 
duce the  biologic  effects  of  injected 
progesterone. 


MARCH  RRRll  MAT  JUKI 


-A-When  NORLUTIN  was  administered  to 
patients  with  uniphasic  temperature 


curves  and  menstrual  irregularities 
a rise  in  basal  temperature  occurred.* 


major  advance  in  female  hormone  therapy 
for  certain  disorders 
of  menstruation  and  pregnancy 


INDICATIONS  FOR  NORLUTIN:  conditions 

involving  deficiency  of  progestogen,  such  as 
primary  and  secondary  amenorrhea,  men- 
strual irregularity,  functional  uterine  bleed- 
ing. endocrine  infertility,  habitual  abortion, 
threatened  abortion,  premenstrual  tension, 
and  dysmenorrhea. 


- 


i 


packaging:  5-mg.  scored  tablets  (C.  T.  No. 
882),  bottles  of  30. 

TJreenblatt,  R.  B.:  J.  Clin.  Endocrinol.  16:869,  1956. 
e 
s 


m 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 


50192 


For  a better  total  response  in  debilitated  pa- 
tients, prescribe  the  new,  “ total  effect”  nutri- 
tional supplement  — Gevral  T.  Each  high- 
potency,  Gevral  T Capsule  gives  your  patients 
the  six-fold  benefits  of  — 

A COMPLETE,  HEMATINIC  SUPPLEMENT. ..  including 
non-inhibitory  intrinsic  factor  for  enhanced 
B12  absorption,  plus  Folic  Acid,  Vitamin  C, 
and  Iron. 

ALLTHE  FAT-SOLUBLE  VITAMINS  . . . including  K . . . 
in  ample  amounts. 

A FULL  B-COMPLEX  COMPONENT  ...  in  high  dos- 
age quantities. 

AMINO  ACID  SUPPLEMENT,  1-lysine  ...  for  fuller 
utilization  of  ingested  protein. 

LIPOTROPIC  FACTORS,  CHOLINE  AND  INOSITOL 
12  IMPORTANT  MINERALS  AND  TRACE  ELEMENTS 

Your  patients  get  even  more  nutritional  sup- 
port for  their  money  with  economical  Gevral 
T . . . supplied  in  an  attractive,  on-the-table  jar. 


Each  capsule  contains: 

Vitamin  A 25,000  U.S.P.  Units 

Vitamin  D 1,000  U.S.P.  Units 

Vitamin  Bt,  5 mcgm. 

Thiamine  Mononitrate  (Bj)  10  mg. 

Riboflavin  (Bo)  10  mg. 

Pyridoxine  HC1  (Bn)  2 mg. 

Vitamin  E (as  tocopheryl  acetates)  5 I.U. 

Vitamin  K (Menadione)  2 mg. 

Ascorbic  Acid  (C)  150  mg. 

Calcium  Pantothenate  5 mg. 

Niacinamide  100  mg. 

Folic  Acid  1 mg. 

Calcium  (as  CaHPO,)  107  mg. 

Phosphorus  (asCaHPOi)  82  mg. 

Iron  (as  FeSO,)  15  mg. 

Magnesium  (as  MgO)  6 mg. 

Potassium  (as  K2S04)  5 mg. 

Iodine  (as  KI)  0.15  mg. 

Boron  (as  Na.B,O7"10HjO)  0.1  mg. 

Copper  (as  CuO)  1 mg. 

Manganese  (as  MnO»)  1 mg. 

Fluorine  (as  CaFs)  0.1  mg. 

Zinc  (as  ZnO)  1.5  mg. 

Molybdenum  (as  Na^MoOr-ZH^O) 

0.2  mg. 

Choline  Bitartrate  25  mg. 

Inositol  25  mg. 

1-Lysine  Monohydrochloride  25  mg. 

Rutin  25  mg. 


Purified  Intrinsic  Factor  Concentrate 

0.5  mg. 

DOSAGE:  i capsule  daily  for  the  treatment 
of  vitamin  and  mineral  deficiencies,  or 
more  as  indicated. 

SUPPLIED:  Bottles  of  100  capsules. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N Y 
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safe 


There’s  a new  level  of  excitement  when  you  hear  the  AMI  precision 
high  fidelity  instrument  for  the  first  time.  There’s  a great,  glowing  surge  of 
pleasure  that  is  almost  shock  when  the  music  fills  every  corner  of  the  room. 
This  is  the  new  sound,  the  golden  sound — full-throated  fortissimos,  delicate,  lyric 
pianissimos  that  reproduce  every  nuance  of  a masterful  performance.  It  is 
music  at  its  finest  as  only  the  perfectly  engineered  AMI  integrated  components 
system  can  recreate  it.  AMI — one  of  the  world’s  great  sound  systems. 


For  name  of  your  dealer  and  literature  please  write  AM  I Incorporated , 1500  Union  Avenue , S.E. , 
Grand  Rapids  2,  Michigan.  Chicago.  Zurich. 
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when  treatment  is  complicated 


by  serious  side  reactions  to  hypotensive  agents 


Veralba-R  lowers  blood  pressure 
without  ganglionic  or  adrenergic 
blocking,  and,  therefore  does  not  im- 
pair the  vasomotor  reflexes  which 
guard  against  postural  hypotension. 

Furthermore,  Veralba-R  does  not 
disturb  other  essential  vasomotor  re- 
flexes that  control  body  temperature 


and  distribute  blood  volume  accord- 
ing to  physiological  requirements. 

Composition:  Each  grooved,  uncoated 
Veralba-R  tablet  contains  0.4  mg.  of 
chemically  standardized  proto vera trine 
and  0.08  mg.  of  reserpine. 

Literature  and  clinical  supply  pack- 
age available  to  physicians  on  request. 


VERALBA- 


a 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC.,  INDIANAPOLIS  6,  INDIANA 
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strikes  the  respiratory  tract  . . . 

ILOTYCIN 

(Erythromycin,  Lilly) 


E L I 


provides  singularly  effective  antibiotic 
therapy  because 


Dosage:  The  usual  adult 
dose  is  250  mg.  every  six 
hours. 

Available  in  specially 
coated  tablets,  pediatric 
suspensions,  drops,  otic 
solution,  ointments,  and 
I.V.  ampoules. 


• Virtually  all  gram-positive  organisms  are  sensitive 

i 

• Allergic  reactions  following  systemic  therapy  are  rare 

• Bactericidal  action  kills  susceptible  organisms 


• Normal  intestinal  flora  is  not  appreciably  disturbed 


LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

732150 
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Progress  Report  on  the  Medicare  Program 


The  Medical  Society  of  the  State  of  New 
York  on  December  4,  1956,  signed  a con- 
tract with  the  Department  of  the  Army  as 
prime  contractor  and  fiscal  administrator  of 
Public  Law  569  which  became  effective  on 
December  7,  1956,  to  provide  medical 
services  for  dependents  of  military  personnel 
on  active  duty. 

A Schedule  of  Allowances  was  prepared 
as  required  by  the  contract  as  a full  service 
payment  schedule  with  the  thought  in  mind 
that  more  than  80  per  cent  of  the  members 
in  the  uniformed  services  earn  less  than 
$4,500  per  year.  As  a basis  of  arriving  at 
the  Schedule  of  Allowances  full  considera- 
tion was  given  to  the  seven  Blue  Shield  Plan 
schedules,  the  Workmen’s  Compensation 
schedule,  and  the  schedule  of  the  Home 
Town  Veterans  Medical  Care  Plan. 

It  was  somewhat  difficult  to  project  the 
anticipated  utilization  under  the  program. 
Our  experience  in  January,  1957,  showed  150 
claims  for  $9,991  and  for  the  month  of  July 
increased  to  1,600  claims  for  a total  of 
$119,718.  At  this  rate  of  increase  over  the 
above  period  it  is  reasonable  to  assume  that 
during  the  next  twelve  months  the  Medicare 
Program  will  pay  approximately  $1,750,000 
for  medical  services  for  dependents  of  men 
in  active  military  duty  in  the  State  of  New 
York. 

The  contract  provided  that  medical  com- 
mittees or  boards  be  set  up  to  review  and 
consider  all  cases  involving  complaints,  dif- 
ferences of  professional  opinion,  and  mis- 
understandings and  to  advise  and  assist  the 
government  on  matters  within  the  scope  of 
the  program. 

Dr.  John  C.  McClintock,  chairman  of  the 
Council  Committee  on  Economics,  under 
whose  jurisdiction  the  Medicare  Program 


operates,  further  advised  that  these  matters 
could  be  worked  out  with  county  executive 
committees  or  comitia  minora  at  the  local 
level.  It  has  been  most  interesting  to  record 
that  only  on  two  occasions  has  it  been 
necessary  to  refer  disputed  claims  to  the 
county  societies.  In  both  instances  the 
recommendations  of  the  societies  were 
accepted.  Occasions  even  arise  where  it  is 
necessary  for  the  State  Society’s  Physician’s 
Review  Committee  to  make  recommenda- 
tions regarding  fees  to  the  Department  of 
Defense  where  an  exceptional  amount  or 
type  of  service  has  been  rendered  to  the 
patient.  There  has  been  no  occasion  where 
the  recommendation  of  the  committee  was 
not  supported  by  the  Office  of  General 
Paul  I.  Robinson,  Executive  Director  of  the 
Office  for  Dependents’  Medical  Care.  Gen- 
eral Robinson  and  his  staff  are  to  be  com- 
plimented for  their  expediency  and  efficiency 
in  resolving  these  problems  for  the  benefit  of 
the  patient  and  the  doctor. 
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The  following  is  a brief  report  of  the 
activity  of  this  Medicare  Program  for  the 
period  from  January  1,  1957,  through  June 
30,  1957: 

There  were  4,649  claims  paid  to  physicians 
in  the  amount  of  $320,757  for  an  average  of 
$69  per  claim.  It  must  be  pointed  out,  how- 
ever, that  this  is  not  the  total  physician’s 
fee  per  case,  because  fees  for  assistants, 
anesthesiologists,  and  others  may  be  less, 
but  each  counts  as  one  physician’s  claim. 
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There  were  3,267  inhospital  medical  and 
surgical  claims  for  $287,118  representing  70 
per  cent  of  the  total  claims  and  89  per  cent 
of  the  total  claim  cost  for  an  average  of 
$87.88  per  claim. 


Fe 

pe 

\ri 

nii 

co 

ne 


The  3,267  claims  represent  the  following 
types  of  care  (Table  I). 
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TABLE 

I. — Types  of  Care  and  Claims  Presented 

Type  of  Care 

Number 
of  Claims 

Per  Cent 
of  Total 
Claims 

Claim 

Cost 

Cost  per 
Claim 

Maternity 

1,483 

45.4 

$167,662 

$113.05 

Inhospital  medical 

704 

21.6 

30,774 

43.70 

Tonsillectomies 

387 

11.9 

17,395 

45.00 

Dilation  and  curettage 

216 

6.6 

13,897 

64.33 

Urinary  system 

151 

4.6 

13,626 

90.30 

Digestive  system 

109 

3.3 

15,842 

145.35 

Tumors 

62 

1.9 

7,705 

124.25 

Injuries 

26 

.8 

3,275 

126 . 00 

All  other  surgical 

129 

3.9 

16,942 

131.30 

TABLE  II.- 

-Other  Types  of  Care  and  Claims  Presented 

Number 

Claim 

Cost  per 

Type  of  Care 

of  Claims 

Cost 

Claim 

Anesthesia 

974 

$23,462 

$24.10 

Assistant  to  Surgeon 

87 

2,409 

27.70 

Radiologist 

41 

1,030 

25.10 

Consultant 

24 

395 

16.45 

Pathologist 

7 

107 

15.53 

Medical  Care  (not  hospitalized) 

249 

6,235 

25.12 

The  remaining  1,382  claims  represent  the 
following  typesof  medical  services  (Table  II). 

Antepartum  care  is  provided  for  on  a 
trimester  basis,  therefore  the  full  schedule 
of  allowance  of  $150  for  obstetrical  delivery 
and  antepartum  and  postpartum  care  will 
be  allowable  when  a patient  has  received 
care  in  each  trimester  following  December  7, 
1956,  when  Public  Law  569  became  effective. 

At  the  time  of  the  extension  of  the  Medi- 
care contract  July  1,  1957,  there  was  an 
increase  in  the  following  fees:  Tonsillectomy 
from  $45  to  $60,  cholecystectomy  from  $150 
to  $225,  and  cholecystectomy  with  explora- 
tion of  common  duct  from  $175  to  $275. 

At  present  there  have  been  over  3,200 
individual  doctors  who  have  submitted 


claims  under  the  program. 

One  serious  problem  is  the  necessity  of 
returning  to  the  doctor  claim  forms  which 
have  not  been  properly  completed.  The 
number  returned  at  least  once  is  in  excess  of 
50  per  cent.  This  not  only  delays  the  pay- 
ment to  the  doctor  for  his  services  but  adds 
a substantial  burden  and  additional  costs 
to  the  administration  of  the  program.  We 
sincerely  ask  the  physicians  to  be  more 
meticulous  regarding  this  matter,  because 
we  cannot  under  regulations  process  the 
claim  unless  it  gives  us  complete  information. 

The  office  of  Medicare  will  welcome  any 
suggestions  from  the  physicians  in  order 
that  we  may  be  able  to  extend  services  to 
them  in  a more  efficient  manner. 


Retrolental  Fibroplasia 


Few  physicians  can  have  escaped  having 
personal  experience  during  the  past  decade 
with  cases  of  blindness  associated  with  pre- 
maturity. Suddenly  ophthalmologists  were 
confronted  with  many  cases  of  a relatively 
new  disorder  of  the  eye  similar  to  fibrous 
dysplasia  of  the  retina  which  was  termed 
retrolental  fibroplasia.  This  condition  de- 


veloped in  various  degrees  and  invari- 
ably permanently  affected  the  sight  to  some 
degree.  In  most  cases  it  affected  both  eyes 
and  thus  became  a leading  cause  of  blind- 
ness. There  was  no  effective  medical  or 
surgical  treatment. 

The  disease  seemed  to  be  concentrated 
largely  in  this  country  and  was  found  more 


December  1,  1957 
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in  the  very  young  premature  infants  and 
those  requiring  oxygen.  Kinsey  and  others 
followed  this  lead  and  traced  it  to  oxygen 
consumption.  This  was  eventually  proved, 
and  measures  were  instituted  in  all  hospi- 
tals to  control  the  administration  of  oxygen 
in  these  children.  On  page  3881  of  this 
issue  the  report  of  the  New  York  State 
Department  of  Health  is  exciting  news,  for 


it  shows  that  we  can  expect  that  this  new 
cause  of  blindness  may  be  virtually  elimi- 
nated. But  continued  caution  in  the  use  of 
oxygen  will  be  necessary  as  to  both  concen- 
tration and  quantity.  This  poses  a problem, 
however,  for  extraordinarily  fine  judgment 
will  be  required  if  the  lives  of  many  infants 
are  to  be  saved  and  blindness  also  prevented. 
— R.P. 


Reserve  the  Dates  . . . 

152nd  Annual  Meeting 


Medical  Society  of  the  State  of  J\eiv  York 


MAY  12  TO  16,  1958 
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RELIEVES  THE  GNAWING  ACHE 


Pro-Banthmesprovides  rapid 

control  of  pain  in  peptic  ulcer 


In  a two-year  study1  by  Lichstein  and  co- 
workers, documented  by  intensive  personal 
observation  and  by  follow-up  studies,  Pro- 
Banthlne  (brand  of  propantheline  bromide) 
often  brought  immediate  relief  of  ulcer  pain. 
Patients  (11  per  cent)  who  did  not  respond 
satisfactorily  to  Pro-Banthlne  therapy  had 
“anxiety  manifestations  of  psychoneurotic 
proportions.” 

In  addition  to  frequent  immediate  sympto- 
matic relief,  Pro-Banthlne  reduces  gastroin- 
testinal motility  and  diminishes  the  secretion 
and  acidity  of  gastric  juice,  all-important 
factors  in  the  generation  and  aggravation  of 
peptic  ulcer. 

These  actions  of  Pro-Banthlne  and  its 
demonstrated  effectiveness  in  accelerating  ul- 


cer healing2 3 4'5  mark  the  drug  as  a most  valu- 
able adjunct  in  the  treatment  of  peptic  ulcer. 

The  suggested  initial  dosage  is  one  15 -mg. 
tablet  with  meals  and  two  tablets  at  bedtime. 
An  increased  dosage  may  be  necessary  for 
severe  manifestations  and  then  two  or  more 
tablets  four  times  a day  may  be  prescribed. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Lichstein,  J.:  Morehouse.  M.  G..  and  Osmon,  K.  L.: 
Am.  J.  M.  Sc.  232. 156  (Aug.)  1956. 

2.  Sun,  D.  C.  H.,  and  Shay,  H.:  Arch.  Int.  Med.  97:442 
(April)  1956. 

3.  Rafsky,  H.  A.;  Fein,  H.  D.:  Breslaw.  L.,  and  Rafsky, 
J.  C.:  Gastroenterology  27: 21  (July)  1954. 

4.  Schwartz,  I.  R.;  Lehman.  E.;  Ostrove.  R..  and  Seibel, 
J.  M.:  Gastroenterology  25:416  (Nov.)  1953. 

5.  Silver,  H.  M.;  Pucci.  H..  and  Almy.  T.  P.:  New  Eng- 
land J.  Med.  252: 520  (March  31)  1955. 


;i7‘J5 


The  commonest  task,  such  as  climbing  a flight  of 
stairs,  confronts  the  angina  pectoris  patient  with 
a fearful  question:  “Will  l be  able  to  make  it?” 

Exertion  leads  to  attacks  . . . and  fear  of  attacks 
leads  to  an  increasing  restriction  of  activities.  Ulti- 
mately, even  the  attack-free  intervals  may  lose  all 
semblance  of  normal  living. 

Remove  the  fear  factor.  In  4 out  of  5 patients, 
routine  prophylaxis  with  Peritrate  reduces  the  in- 
cidence and  severity  of  anginal  attacks,  improves 
abnormal  EKG-  tracings  and  increases  exercise 
tolerance. 

A new  sense  of  freedom  restores  the  “cardiac 
cripple”  to  a sense  of  usefulness  and  participation. 


although  he  should  not  now  indulge  in  previously 
prohibited  strenuous  exercise. 

Peritrate  prophylaxis  is  simple:  10  or  20  mg.  be- 
fore meals  and  at  bedtime.  The  specific  needs  of 
most  patients  are  met  with  Peritrate’s  five  conven- 
ient dosage  forms:  Peritrate  10  mg.  and  20  mg.  | 
tablets;  Peritrate  Delayed  Action  (10  mg.)  for 
protection  continued  through  the  night;  Peritrate 
with  Phenobarbital  (10  mg.  with  phenobarbital 
15  mg.)  where  sedation  is  also  required;  Peritrate 
with  Aminophylline  (10  mg.  with  aminophylline 
100  mg.)  in  cardiac  and  circulatory  insufficiency. 

Usual  Dosage:  A continuous  schedule  of  10  to  20 
mg.  before  meals  and  at  bedtime. 


Peritrate® 

(brand  of  pentaerythritol  tetranitrate) 


WARN  E R-CHILCOTT 


too  YEARS  OF  SERVICE  TO  THE  MEDICAL  PROFESSION 


SCIENTIFIC  ARTICLES 


Treatment  of  Emergencies  in  Allergy* 


MARY  HEWITT  LOVELESS,  M.D.,  NEW  YORK  CITY 


( From  the  Department  of  Medicine  of  the  New  York  Hospital  and  Cornell  University  Medical  College) 


The  commonest  emergencies  encountered  in 
allergy  are  intractable  asthma,  severe  serum 
sickness,  acute  angioneurotic  edema  in  the  vi- 
cinity of  the  glottis,  and  allergic  shock.  Each 
depends  on  an  antigen-antibody  reaction  of  the 
so-called  early  or  immediate  variety,  clinical 
manifestations  varying  with  the  intensity  and 
the  location  of  the  reaction.  Restoration  of 
normal  function  calls  for  the  adroit  application 
of  physiologic1-2  and  pharmacologic  principles.3 

Underlying  Mechanism 

An  antigen-antibody  combination  takes  place 
in  the  affected  tissue,  presumably  on  the  cell 
wall.  The  foreign  substances  responsible  for  the 
underlying  sensitization  as  well  as  for  the  sub- 
sequent antigen-antibody  reactions  are  water- 
soluble  proteins,  carbohydrates,  or  chemical 
agents  of  low  molecular  weight.  It  is  conven- 
ient to  group  them  according  to  their  portals 
of  entry  into  the  body.  Inhalants,  for  example, 
are  typified  by  pollens,  while  ingestanls  are  rep- 
resented by  shellfish.  Injectants  may  be  pro- 
teins, such  as  horse  serum,  wasp  venom,  the 
hormone  insulin,  or  small  molecules  such  as 
penicillin.  Infectants  are  believed  to  originate 
either  in  an  invading  bacterium  or  virus  itself 
or  in  host  cells  which  are  injured  by  the  infec- 
tious process  so  as  to  become  auto-antigenic. 
Sensitization  toward  the  first  two  classes  is 
usually  encountered  in  atopic  or  predisposed 
families  with  proclivities  toward  hay  fever  and 
asthma,  whereas  injectants  and  infectants  ex- 
hibit no  such  restriction  and  tend  to  evoke  the 

* Supported  in  part  by  research  grant  E-1318  from  the 
National  Institute  of  Allergy  and  Infectious  Diseases,  Public 
Health  Service,  and  by  the  Office  of  Naval  Research  Con- 
tract NONR  401  (13). 


serum  disease  syndrome  or  intrinsic  asthma. 
In  either  event  exposure  to  the  excitant  provokes 
antibody  formation  in  selected  individuals,  and 
these  sensitizing  bodies  not  only  circulate  in 
the  plasma  but  fix  themselves  to  the  skin,  mu- 
cosae, and  other  tissues.  Thereafter,  the  af- 
fected sites  will  respond  promptly  to  the  intro- 
duction of  the  allergen  by  developing  capillary 
dilation  with  consequent  exudation.  This  is 
manifested  as  a hive,  or  fleeting  wheal-and-flare 
reaction  in  the  skin,  and  as  its  counterpart  in 
other  tissues.  These  immediate,  histamine- 
like responses  are  to  be  differentiated  from  the 
more  delayed,  persistent,  and  often  irreversible 
reactions  of  the  tuberculin  and  contact  derma- 
titis types  which  are  transferable  only  through 
white  blood  cells.  In  the  delayed  variety,  hours 
to  days  elapse  between  exposure  of  the  sensitized 
individual  to  the  antigen  and  the  appearance  of 
his  untoward  responses. 

Serum  disease  is  often  confused  with  the  de- 
layed allergies  because  it  too  exhibits  a symptom- 
free,  or  so-called  incubation,  period.  Indeed, 
eight  to  fourteen  days  may  elapse  before  an  in- 
jection of  foreign  serum,  antibiotic,  venom,  or 
hormone  provokes  its  initial  antigen-antibody 
reaction.  During  this  long  interval  antibody 
formation  is  taking  place.  Once  an  adequate 
supply  of  both  reactants  is  available,  the  anti- 
gen still  remaining  in  the  host  promptly  com- 
bines with  the  newly  formed  antibodies  to  give 
rise  to  an  immediate  urticarial  eruption  and 
other  histamine-like  responses.  Thus,  the  al- 
lergic state  differs  from  tuberculin  sensitization. 
Skin-sensitizing  antibodies  usually  will  be  demon- 
strable in  the  serum  for  some  time  after  this 
clinical  episode.  Although  serum  disease  re- 
sembles inhalant  and  ingestant  allergy  in  this 
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regard,  it  is  distinguished  from  them  by  the  fact 
that  it  characteristically  evokes  fever,  painful 
joints,  adenopathy  and  malaise  for  several  days. 
Furthermore,  during  successive  exposures,  the 
induction  period  is  progressively  shortened  until 
an  immediate  and  perhaps  alarming  reaction 
occurs.  Although  it  often  can  be  shown  in  the 
latter  instance  that  the  wbeal-and-flare  type  of 
antibody  was  being  persistently  elaborated  up  to 
the  time  of  the  shocking  exposure,  interpretation 
of  its  role  is  complicated  by  the  fact  that  pre- 
cipitins  also  are  usually  detectable  in  the  serum  of 
such  patients.  Perhaps  it  is  the  precipitins 
which  enable  one  to  achieve  passive  anaphylactic 
sensitization  of  guinea  pigs  with  serum  sickness 
plasma.  It  is  also  tempting  to  assume  that  these 
precipitins  are  responsible  for  the  arteriolar 
lesions  and  the  collagen  degeneration  which  occur 
in  periarteritis  nodosa  and  other  obscure  dis- 
orders that  resemble  chronic  serum  disease  in 
their  pathology. 

Although  hypersensitive  states  toward  insect 
venoms  and  insulin  resemble  serum  disease  in 
that  skin-sensitizing  antibodies  and  an  incuba- 
tion period  can  often  be  demonstrated,  scientific 
information  is  still  fragmentary.  Knowledge  is 
even  more  abstruse  concerning  infectant  allergy 
because,  with  rare  exceptions,  neither  the  antigens 
nor  the  antibodies  have  been  elucidated.  There- 
fore, diagnosis  rests  largely  on  inference. 

Status  Asthmaticus 

When  the  edematous,  mucus-laden,  spas- 
modically contracted  bronchioles  of  an  asthmatic 
individual  fail  to  respond  to  therapy  for  days, 
the  patient  is  said  to  be  in  status  asthmaticus. 
His  clinical  appearance  will  vary  with  the  in- 
tensity of  his  alveolar  underventilation  and  the 
degree  to  which  he  is  hyperventilating  in  an 
effort  to  overcome  faulty  gas  exchange.  It  also 
will  be  modified  by  such  complications  as  respira- 
tory infection,  chronic  emphysema,  cardiac 
failure,  and  misguided  therapy  with  narcotics, 
oxygen,  or  epinephrine.  In  an}’  event,  he  will 
exhibit  distended  neck  veins  during  forceful 
exhalations  which  build  up  high  intrapleural 
pressures.  He  also  will  wheeze  audibly  owing 
to  the  rapid  passage  of  air  through  narrowed 
airways.  The  incomplete  emptying  of  the  lungs 
during  exhalation  may  gradually  lead  to  their 
hyperinflation.  The  latter  holds  the  thorax  in 
the  position  of  almost  maximal  inspiration  and 
imparts  a barrel  shape  to  the  chest.  Hyperin- 


flation leads  also  to  distant  breath  and  heart 
sounds,  hyperresonance,  and  increased  radio- 
lucency.  Furthermore,  the  residual  air  volume 
increases,  the  maximal  breathing  capacity  is 
subnormal,  breathing  efforts  are  exaggerated,  and 
the  arterial  blood  may  drop  below  normal  in 
oxygen  saturation.  The  patient  may  at  the 
same  time  exhibit  cyanosis.  There  will  also  be 
considerable  coughing  which  is  only  occasionally 
productive  of  highly  tenacious,  frothy,  non- 
purulent  sputum.  Rarely  there  is  pneumo- 
thorax or  interstitial  emphysema,  induced  by 
violent  coughing  which  ruptures  an  emphy- 
sematous bleb.  Dyspnea  is  the  most  discom- 
forting subjective  manifestation  of  severe  asthma. 
This  symptom  develops  whenever  30  to  40  per 
cent  of  one’s  maximal  breathing  capacity  is  being 
utilized  for  an  activity.2  In  view  of  the  reduced 
breathing  capacity  of  the  asthmatic  patient, 
dyspnea  occurs  on  relatively  minor  exertion. 

The  fundamental  difficulty  in  asthma  is 
impairment  of  the  gas  exchange  which  takes 
place  between  the  air  in  the  alveoli  and  the  blood 
in  the  surrounding  capillaries.  The  oxygen 
exchange  is  the  first  to  become  abnormal,  the 
carbon  dioxide  exchange  being  disturbed  only  in 
more  advanced  alveolar  hypoventilation.  This 
is  because  the  dissociation  curve  of  carbon  di- 
oxide in  the  blood  is  such  that  excessive  amounts 
of  this  gas  can  be  released  into  those  alveoli 
which  are  well  ventilated,  thereby  compensating 
for  the  limited  transfer  in  poorly  aerated  alveoli. 
The  dissociation  curve  of  oxygen  precludes  this 
compensatory  opportunity.  Soon  after  hypo- 
ventilation of  the  alveoli  takes  place,  therefore, 
hypoxemia  develops.  The  lowered  oxygen  ten- 
sion soon  threatens  injury  to  the  central  nervous 
system  and  other  tissues.  Mental  disturbances 
may  take  the  form  of  exhilaration,  fixed  ideas, 
delirium,  or  mania.  The  condition  will  be 
exacerbated  if  the  respiratory  center  is  depressed 
by  narcotics  or  anesthetics.  Indeed,  when  hy- 
poxemia becomes  severe,  drowsiness,  coma,  and 
death  may  result.  It  is  paradoxic  that  high 
concentrations  of  oxygen  may  halt  respiration 
in  subjects  w'ith  marked  hypoxia  and  carbon 
dioxide  retention.  This  occurs  because  breathing 
is  nowr  being  governed  by  the  influence  of  anoxia 
on  the  peripheral  chemoreceptors  of  the  carotid 
and  aortic  bodies,  and  the  stimulus  is  suddenly 
removed  by  the  heightened  oxygen  content. 

Complications. — There  may  be  several  com- 
plications. Dehydration  may  develop  from  the 
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patient’s  neglect  of  his  fluid  and  food  intake  as 
well  as  from  exertional  hidrosis.  Severe  water 
and  salt  deficiency  may  lead  to  oliguria,  increased 
hematocrit,  alterations  in  plasma  chemistry, 
psychotic  manifestations,  and  even  circulatory 
failure.  Overmedication  is  common.  When  epi- 
nephrine is  given  parenterally  in  excessive 
amounts,  it  can  produce  systolic  hypertension, 
tachycardia,  extrasystoles,  and  ventricular  fibril- 
lation.3 Opiates  and  barbiturates  depress  the 
breathing  center  as  well  as  the  cough  reflex  and 
hamper  the  action  of  the  bronchial  cilia  which  aid 
in  the  evacuation  of  mucus.  Emotional  disturb- 
ances are  not  only  engendered  by  severe  dysp- 
nea but  may  themselves  trigger  and  maintain 
bronchospasm.  Respiratory  infection  is  a fre- 
quent and  important  complication.  It  may 
either  provide  allergens  which  initiate  bron- 
chospasm or  it  may  increase  the  difficulties  in  a 
preexistent  asthma  by  inciting  inflammatory 
edema  and  mucus  secretion  in  the  airways. 
Furthermore,  the  associated  fever  and  coughing 
enhance  the  metabolic  need  for  oxygen  and  the 
accumulation  of  carbon  dioxide,  thereby  in- 
creasing the  burden  of  the  respiratory  organs. 
Cor  pulmonale  with  failure  of  the  right  ventricle 
is  a primary  complication  of  bronchial  asthma 
and  emphysema.  Alterations  in  the  pulmonary 
bed  raise  the  vascular  resistance,  thus  bringing 
about  pulmonary  artery  hypertension.  If  the 
resistance  is  great  enough,  the  right  ventricle 
fails.  Asthma  and  emphysema  are  the  important 
causes  of  this  type  of  myocardial  failure  of  the 
high  output  variety.4 

Emphysema  is  commonly  associated  with  long- 
standing asthma.  It  may,  as  a matter  of  fact, 
be  the  result  of  repeated  bouts  of  bronchospasm. 
Indeed,  there  is  growing  accord  among  pulmonary 
physiologists  that  the  fundamental  defect  in 
emphysema  is  chronic  obstruction  of  the  small 
intrapulmonary  airways.2  Whereas  the  obstruc- 
tion may  be  at  least  partially  reversible  in  the 
early  stages,  later  there  is  a destruction  of  the 
alveolar  septa  with  consequent  loss  of  support  of 
the  bronchioles.  The  latter  now  tend  to  collapse 
during  expiration,  thereby  markedly  raising  the 
alveolar  and  intrapleural  pressures  and  encourag- 
ing the  collapse  of  more  bronchioles.6  Maximal 
breathing  capacity  becomes  progressively  im- 
paired.2 Because  of  the  faulty  mixing  of  gases 
in  the  airways  and  the  reduction  of  absorbing 
surface  in  the  coalesced  alveoli,  the  exchange  of 
oxygen  and  later  of  carbon  dioxide  becomes 


depressed.  This  leads  to  various  grades  of 
anoxemia  and  hypercapnia  (carbon  dioxide  re- 
tention) which  tend  to  persist  and  which  may  be 
acutely  exacerbated  by  pulmonary  infection, 
asthmatic  episodes,  cardiac  failure,  or  overseda- 
tion. Although  the  effects  of  hypoxia  are  exerted 
predominantly  on  the  vascular  and  central 
nervous  systems,  augmenting  the  heart  rate  and 
causing  loss  of  fluids  through  the  damaged  capil- 
laries; for  example,  while  inciting  the  mental 
disturbances  mentioned  above,1  eventually  the 
functions  of  the  kidney,  heart  muscle,  and  many 
other  organs  are  also  jeopardized.  Hypercapnia 
leads  to  muscular  weakness,  headache,  lassitude, 
confusion,  irritability,  and  personality  changes. 
As  the  carbon  dioxide  tension  mounts  the  re- 
spiratory center  not  only  loses  its  exquisite  sensi- 
tivity for  carbon  dioxide,  but  the  all-important 
cough  reflex  fails.  The  narcotic  effect  of  high 
concentrations  of  carbon  dioxide  may  finally 
cause  coma  and  death.4  Periodic  assays  of  the 
plasma  carbon  dioxide  combining  power  during 
an  episode  of  acute  pulmonary  insufficiency  will 
serve  to  indicate  the  effectiveness  of  measures 
taken  to  improve  alveolar  ventilation. 

Differential  Diagnosis.- — Cardiac  asthma 6 
is  the  term  applied  to  bouts  of  wheezing  dyspnea 
which  occur  in  individuals  with  mitral  stenosis 
or  with  left  ventricular  failure  from  hypertension, 
coronary  artery,  or  aortic  valve  disease.  Pul- 
monary edema  is  the  underlying  pathology.  In 
a form  known  as  paroxysmal  nocturnal  dyspnea 
the  victim  is  awakened  by  a sense  of  suffocation 
and  anxiety.  These  may  yield  rapidly  to  sitting 
up  or  may  persist  for  an  hour  or  more.  Breath- 
ing is  rapid  and  shallow.  Often  the  attack  ends 
when  some  blood-tinged,  frothy  mucus  is  coughed 
up.  Differentiation  from  bronchial  asthma  rests 
partly  on  a negative  history  of  allergy  but  chiefly 
on  evidence  of  cardiovascular  disease  procured 
from  the  history,  physical  examination,  electro- 
cardiogram, and  roentgenogram.  Although  the 
detection  of  a prolonged  circulation  time  would 
aid  in  the  differential  diagnosis  of  the  acute 
attack,  the  requisite  use  of  Decholin  carries  the 
risk  of  untoward  reaction.  Morphine  is  dramat- 
ically beneficial.  Epinephrine  would,  of  course, 
only  increase  the  difficulties  by  augmenting  the 
work  of  the  heart. 

Numerous  other  pulmonary  diseases  produce 
dyspnea  and  cyanosis  by  reducing  the  distensi- 
bility  of  the  lungs  through  congestion,  inflam- 
mation, edema,  tumor  growth,  or  fibrosis. 
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Hodgkin’s  disease,  leukemia,  and  tuberculosis 
do  so  by  enlarging  the  mediastinal  contents  until 
they  encroach  on  the  lungs.  The  symptoms  and 
signs  of  bronchial  asthma  also  can  be  reproduced 
by  the  presence  of  a foreign  body  in  the  airways. 
If  the  history  of  choking  while  eating  does  not 
suggest  this  diagnosis,  fluoroscopy  sometimes  will. 

Management  of  tele  Acute  Paroxysm. — 
Although  such  emergencies  as  acute  respirator}- 
or  cardiac  failure  call  for  immediate  attention, 
in  most  instances  of  status  asthmaticus  there  is 
time  to  procure  information  from  the  history, 
physical  examination,  and  laboratory  findings. 
Often  this  will  reveal  the  cause  of  the  current 
paroxysm,  the  extent  of  departure  from  normal 
respiratory  and  cardiac  function,  and  the  major 
complications.  An  early  electrocardiogram, 
roentgenogram,  and  venous  pressure  determina- 
tion will  sometimes  clarify  a presumptive  diagno- 
sis. An  elevated  carbon  dioxide  combining  power 
carries  the  inference  that  carbon  dioxide  has 
been  retained  for  at  least  some  hours,  permitting 
the  slow  homeostatic  process  of  bicarbonate 
retention  to  be  initiated  by  the  renal  tubules. 

If  the  attack  was  clearly  induced  by  some  in- 
haled, ingested,  or  injected  allergen,  contact 
should  be  interrupted  at  once.  Luckily,  a 
hospital  room  is  usually  lacking  in  significant 
amounts  of  common  inhalant  allergens,  providing 
there  is  no  comforter  on  the  bed,  the  floors  are 
wet-mopped,  and  the  pillows  and  mattress  con- 
tain only  foam  rubber  or  horsehair.  An  air- 
filter  will  remove  any  pollens  that  might  be 
contributory,  while  a colonic  flush  followed  by 
dietary  restrictions  should  halt  the  supply  of 
ingestible  excitants.  Cessation  of  therapy  with 
an  allergenic  antibiotic,  drug,  or  foreign  serum 
may  not  bring  relief  for  some  days,  owing  to  the 
slow  elimination  of  such  agents.  Allergens 
engendered  by-  invading  bacteria  are  best  obvi- 
ated by  chemotherapy. 

Aside  from  these  efforts  to  interrupt  an  antigen- 
antibody  reaction,  the  major  emergency  steps 
will  be  biochemically  oriented,  aimed  at  the 
restoration  of  normal  gas  exchange  and  of  homeo- 
static balance  in  fluids  and  electrolytes.  Stub- 
born bronehospasm,  especially  in  the  epinephrine- 
fast  patient,  may  yield  only  after  cortical  steroids 
have  been  added  to  the  primary  efforts  to  improve 
ventilation. 

Restoring  patency  to  the  airways  is  of  para- 
mount importance.  The  sympathomimetic 
amines  usually  afford  prompt  relaxation  of 


constricted  bronchi,  especially  if  administered  in 
full  dosage  and  in  an  aerosolized  state.  Because  | ■* 
the  effect  of  those  agents  is  essentially  limited  to 
the  bronchi,  adrenergic  aerosols  have  outmoded 
the  parenteral  use  of  epinephrine  in  asthma  even  ‘ 
when  the  volume  to  be  placed  under  the  skin  or 
in  the  muscle  is  restricted  to  0.3  ml.  of  the  1 : 1000 
preparation.  In  nebulized  state  half  to  1 cc.  1 
of  1:100  epinephrine  hydrochloride  or  of  2.25  ; 
per  cent  Vaponefrin  (racemic  epinephrine  hydro- 
chloride) can  be  administered  for  severe  par- 
oxysms as  often  as  once  an  hour.4  For  less  c 
intense  symptoms  an  interval  of  two  to  three  : 
hours  will  be  suitable.  Isuprel  0.5  per  cent  is  ' 
also  effective,  but  this  adrenergic  amine  tends  to 
cause  palpitation,  tachycardia,  and  arrhythmia  - 
by  its  action  on  the  automaticity  of  the  atrial 
muscle  and  the  pacemakers.3  As  the  paroxysm 
subsides  the  interval  between  aerosol  treatments 
can  be  lengthened,  the  volume  being  gradually 
decreased  until  about  one  tenth  of  the  emergency 
requirement  is  reached. 

A DeVilbiss  No.  40  or  a Vaponefrin  nebulizer 
will  provide  a mist  of  effective  particle  size 
(radius  of  about  1 micron).  These  can  be  used 
manually  or,  when  the  patient  is  unable  to  operate 
the  hand  bulb  properly,  with  an  air  compressor 
or  tank  of  oxygen.  As  soon  as  the  nebulized 
material  begins  to  enter  the  oropharynx,  a slow, 
deep  inspiration  is  taken.  Vaporization  is  dis- 
continued during  exhalation.  When  indicated, 
half  the  volume  of  the  amines  may  be  replaced 
by  1 per  cent  Neo-Synephrine,  a powerful  vaso- 
constricting  agent  which  will  increase  the  caliber 
of  the  bronchial  lumen  by  reducing  edema. 

Occasionally,  response  to  the  foregoing  may 
prove  inadequate,  particularly  if  excessive 
amounts  of  epinephrine  1 : 1000  have  been  given 
under  the  skin.  In  this  circumstance  aminophyl- 
line  will  be  found  effective  as  a bronchodilator.3 
If  administered  by  rectum,  0.5  to  0.7  Gm.  along 
with  about  20  cc.  of  water  will  relax  the  bronchial 
smooth  muscles  in  forty-five  minutes.  Alterna- 
tively, aminophylline  is  available  in  suppository 
form.  The  effect  of  either  appears  equal  to  that 
achieved  by  intravascular  therapy,  lasting  for 
about  two  hours.  If  the  intravenous  route  must 
be  used,  the  dose  of  0.5  Gm.  should  be  introduced 
during  no  fewer  than  eight  minutes.  Serious 
systemic  disturbances  result  if  the  xanthine  is 
thrown  out  of  solution  during  rapid  injection, 
owing  to  the  pH  of  the  blood.  Any  leakage  into 
the  tissues  surrounding  the  venipuncture  will 
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evoke  considerable  pain.  Therapy  may  be 
prescribed  twice  daily  for  four  or  five  days. 

Oxygen  may  be  needed  if  the  foregoing  fail  to 
overcome  dyspnea,  cyanosis,  and  hypoxemia. 
It  is  manditory  to  correct  hypoxia  promptly  if 
injury  to  central  nervous  and  other  tissues  is  to 
be  averted.  Oxygen  may  be  delivered  in  several 
ways,  a hood  or  large  tent  being  preferable  in 
some  circumstances,  whereas  in  others  intermit- 
tent positive  pressure  breathing,  especially'  in 
inspiration,  is  more  effective.  The  latter  pro- 
cedure can  be  adapted  to  provide  artificial  respi- 
ration for  patients  in  respiratory  failure.  It  also 
serves  to  deliver  aerosols  to  the  small  intrapul- 
monary  airways  when  an  asthmatic  is  unable  to 
inhale  deeply  because  of  weakness.  Principles 
underlying  the  use  and  care  of  inhalational  ap- 
paratus have  been  set  up  by  the  Committee  on 
Public  Health  Relations  of  the  New  York 
Academy  of  Medicine.7 

Evacuation  of  accumulated  secretions  from  the 
airways  will  not  only  reduce  local  irritation  which 
predisposes  to  cough,  spasm,  and  dyspnea  but 
also  will  often  improve  ventilation  strikingly. 
Therefore,  if  inhalational  therapy  with  adrenergic 
bronchodilators  does  not  produce  adequate 
expectoration,  a mucolytic  detergent,  such  as 
Alevaire  (Winthrop  Laboratories)  or  a proteolytic 
enzyme  such  as  pancreatic  Dornase  (Upjohn  Com- 
pany) can  be  given  in  aerosolized  state.8  Alevaire 
2 to  5 ml.  of  0.125  per  cent  and  from  50,000 
to  100,000  units  of  Dornase  can  be  delivered 
during  a ten  minute  nebulization  period  once  to 
three  times  daily'  for  not  over  a week.  Broncho- 
scopic  aspiration  and  lavage  may'  be  indicated 
for  the  patient  who  has  a persistent,  harsh,  useless 
cough  and  trapped  secretions  which  encourage 
bronchospasm. 

Tracheotomy  should  be  undertaken  if  accumu- 
lations cannot  be  evacuated  by  more  conservative 
means.  An  endotracheal  catheter,  for  example, 
will  seldom  prove  effective  in  withdrawing  viscid 
mucus.  Although  bronchoscopy  is  more  efficient, 
it  requires  preliminary  anesthesia  of  the  passage- 
way and  this  results  is  inhibition  of  the  cough 
reflex  and  of  ciliary'  activity.  It  also  causes  an 
occasional  untoward  reaction.  Furthermore, 
when  the  problem  of  blocked  secretions  recurs  at 
frequent  intervals,  it  is  not  feasible  to  repeat 
bronchoscopy.  Tracheotomy',  on  the  other  hand, 
allows  periodic  cleansing  of  the  airways  for  many 
day's.  Trauma  will  be  minimal  if  the  post- 
operative routine  of  Plum9  is  followed.  Since 


the  indication  for  tracheotomy'  in  asthma  is  more 
common  than  is  generally  supposed,  both  the 
allergist  and  the  general  practitioner  should  be 
able  to  perform  the  emergency  as  well  as  the 
elective  procedures.10  On  the  other  hand,  when 
the  physician  feels  impelled  to  await  the  arrival 
of  a specialist,  he  may  have  to  insert  a gauge 
14  or  16  needle  into  the  cricothyroid  space  to 
afford  a temporary  airway  for  a suffocating 
patient.  Once  the  tracheotomy  tube  has  been 
inserted  it  can  be  used  as  the  means  of  introduc- 
ing aerosols,  oxygen,  helium-oxygen  mixtures, 
and  intermittent  positive  pressure  breathing. 

Digitalisation  should  be  rapidly  effected  if 
there  are  signs  of  heart  failure.  On  the  first  day 
digitoxin  1.2  mg.  can  be  given  at  once  or  1.4  mg. 
can  be  advocated  in  several  divided  doses. 
Thereafter,  0.1  or  0.2  mg.  daily  serves  as  main- 
tenance therapy.  Salt  restriction,  as  well  as  a 
mercurial  diuretic  for  one  or  two  day's,  also  may 
be  required. 

Infection  may  be  the  cause  of  an  attack.  The 
predominant  organism  of  an  acute  sinusitis, 
bronchitis,  or  pneumonia  should  be  determined 
by  means  of  a culture.11  A broad  spectrum 
antibiotic  such  as  tetracycline  can  be  given 
immediately  after  the  specimen  has  been  pro- 
cured. If  500  mg.  of  tetracycline  three  times 
daily  do  not  provide  improvement  within  one  or 
two  days,  especially  when  the  culture  reveals 
staphydococci  or  Friedlander  bacilli,  a series  of 
sensitivity'  tests  should  be  set  up  with  the  pre- 
dominant organism.  Penicillin,  tetracycline, 
chloramphenicol,  streptomycin,  ery'thromycin, 
and  novobiocin  should  be  tested.  Subsequent 
management  is  then  guided  by'  the  outcome. 

If  penicillin  is  indicated,  procaine  penicillin  G 
can  be  given  intramuscularly  in  a dose  of  300,000 
units  every'  eight  to  twelve  hours,  the  oral  route 
being  unsatisfactory  because  of  irregular  absorp- 
tion. The  latter  objection  does  not  apply  to 
penicillin  V,  of  which  2 million  units  are  ingested 
daily  in  four  divided  doses.  For  suspected 
penicillin  allergy  a trial  injection  of  100  units  can 
be  followed  in  an  hour  by  1,000  units.  Alter- 
nately, an  oral  dose  of  50,000  units  is  employed. 
If  no  urticarial,  febrile,  or  other  untoward  re- 
sponse is  noted,  the  routine  schedule  of  therapy 
is  pursued  after  an  hour  or  two. 

When  Friedlander  infections  are  to  be  treated, 
1 Gm.  of  dihydrostreptomycin  is  injected  into 
the  muscle  every  twelve  hours,  and  2 Gm.  of 
chloramphenicol  are  prescribed  in  four  divided 
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doses  each  day  by  mouth.  Treatment  with  the 
streptomycin  should  in  no  case  be  extended  be- 
yond eight  weeks  since  auditory  damage  may 
ensue.  Ordinarily,  seven  to  ten  days  of  dihydro- 
streptomycin and  chloramphenicol  therapy  suf- 
fice. 

Most  pneumococcal  infections  can  be  controlled 
by  broad  spectrum  antimicrobial  agents, 
such  as  the  tetracyclines,  or  by  penicillin.  If 
improvement  is  not  apparent  within  two  days, 
one  should  seek  signs  of  a complication  such  as 
empyema.  When  pulmonary  infection  compli- 
cates chronic  emphysema,  no  fewer  than  seven 
days  of  antibiotic  management  should  be  con- 
sidered. For  the  rare  case  of  staphylococcus 
pneumonia,  erythromycin  is  the  antimicrobial 
agent  of  choice.  About  80  per  cent  of  such  in- 
fections are  penicillin-resistant . 

Corticotropin  and  adrenocortical  steroids  exert  a 
dramatic  effect  on  all  expressions  of  allergy, 
including  acute  asthma.12  Corticotropin,  which 
must  be  administered  by  needle,  will  be  suitable 
for  those  non-Addisonian  individuals  who  cannot 
take  oral  medication  and  who  can  safely  wait 
several  hours  for  maximal  hormonal  effect. 
Twenty  to  25  U.S.P.  units  of  lyophilized  ACTH 
are  infused  in  isotonic  saline  or  in  5 per  cent 
dextrose  solution,  one-half  to  three  liters  being 
delivered  during  eight  to  twenty-four  hours. 
Although  this  may  be  repeated  for  several  days, 
oral  medication  with  adrenal  corticosteroids 
should  be  substituted  as  early  as  possible. 
Alternately,  an  intramuscular  injection  of  40  to 
80  clinical  units  of  ACTH  gel  is  given  daily,  the 
amount  being  gradually  reduced  to  10  or  20 
units.  Fifteen  to  eighteen  hours  will  elapse 
before  maximal  effects  are  noted. 

Cortisone  and  hydrocortisone  are  preferably 
given  by  mouth,  an  initial  dose  of  150  to  300  mg. 
daily  being  sufficient  in  most  instances,  although 
as  much  as  500  mg.  can  be  prescribed.  When 
symptomatic  relief  has  been  achieved,  daily 
intake  may  be  lowered  by  10  to  12!/2  mg.  until 
a maintenance  level  of  37.5  to  100  mg.  is  reached. 
As  with  ACTH,  the  cortisones  require  a salt- 
poor  diet  and  a few  grams  of  supplemental 
potassium  daily,  especially  if  therapy  is  pro- 
longed. Since  the  effect  of  these  steroids  reaches 
a peak  in  about  an  hour,  disappearing  only  after 
four  to  eight  hours,  parenteral  therapy  is  seldom 
indicated.  In  any  event,  the  acetate  suspen- 
sions are  unsuitable  for  emergencies  since  they 
cannot  be  injected  into  the  bloodstream,  and 


their  release  from  the  muscle  is  much  too  slow. 
On  the  other  hand,  the  free  alcohols  may  be 
delivered  into  a comatose  patient  by  slow  infusion 
during  eight  or  more  hours,  no  fewer  than  500 
ml.  of  isotonic  saline  or  of  5 per  cent  dextrose 
solution  being  used  for  the  100  mg.  dose  of  either 
steroid.  Relief  may  begin  in  fifteen  to  thirty 
minutes  and  persist  for  an  hour  or  two  after  the 
drip  is  discontinued.  Although  continuous  ther- 
apy at  the  maximal  utilization  rate  of  12V2  mg. 
an  hour  has  been  carried  on  for  many  hours,  it  is 
usually  possible  and  always  preferable  to  change 
to  oral  tablets  after  one  or  two  infusions.  Severe 
bronchial  asthma  as  well  as  hypotensive  reactions 
to  drugs  have  responded  well  to  intravascular 
management.  Hydrocortisone  sodium  hemisuc- 
cinate  can  be  similarly  administered  as  an  in- 
fusion. Indeed,  in  an  extreme  emergency  the 
100  mg.  dose  can  be  dissolved  in  2 ml.  of  water  and 
injected  at  once.  Although  therapy  with  this 
soluble  hydrocortisone  (Solu-Cortef)  can  be 
continued  with  doses  of  50  mg.  at  intervals  of 
one,  three,  six,  and  ten  hours  in  prolonged  crises, 
it  is  conservative  to  give  cortisone  or  hydrocorti- 
sone acetate  intramuscularly  at  the  time  of  the 
initial  intravascular  injection.  Fifty  mg.  of 
either  microcrystalline  suspension  will  provide 
peak  activity  in  eight  to  twelve  hours,  while  less 
striking  effects  may  be  noted  as  early  as  three 
hours  and  as  late  as  twenty-four.  Only  a 
moderate  metabolic  result  should  be  expected  of 
these  suspensions  which  are  intended  primarily 
for  intra-articular  use  but  which  may  facilitate 
the  discontinuance  of  intravenous  therapy.  If 
prolonged  parenteral  therapy  is  indicated,  espe- 
cially when  intravascular  treatment  is  also  being- 
continued,  intramuscular  injection  of  the  50  mg. 
dose  can  be  repeated  at  six  hour  intervals  during 
the  first  day,  at  eight  hour  intervals  on  the  second 
and  third  days,  and  at  twelve  hour  intervals  on 
the  fourth  and  fifth  days.  It  will  almost  always 
have  proved  feasible,  however,  to  have  instituted 
oral  therapy  during  this  period. 

Prednisone  (Meticorten)  and  prednisolone 
(Meticortelone)  are  recent  modifications  of  the 
natural  steroid,  cortisone.  They  appear  supe- 
rior to  their  precursors  in  antiallergic  qualities 
and  have  so  little  influence  on  the  salt  and  fluid 
balances  that  sodium  restriction  and  potassium 
supplements  are  commonly  omitted.13  They 
are  therefore  often  tolerated  by  patients  with 
such  conditions  as  heart  failure,  hypertension, 
and  renal  disease.  Initially,  from  20  to  30  mg. 
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of  either  prednisteroid  are  taken  orally  each  day 
in  three  to  four  doses  after  which  the  daily  intake 
is  gradually  reduced  until  a maintenance  level 
between  5 and  20  mg.  is  reached.  Prednisone  is 
too  low  in  solubility  to  be  introduced  into  the 
circulation.  Prednisolone,  however,  promises 
to  be  a valuable  emergency  agent  for  acute 
asthma  and  for  shock,  the  experimental  dosage 
ranging  from  25  to  50  mg.  by  infusion  during  a 
twelve  hour  period.  It  also  has  been  injected 
rapidly  into  the  bloodstream  after  being  dissolved 
in  a few  ml.  of  water. 

Neither  ACTH  nor  any  of  the  cortical  steroids 
should  be  administered  to  patients  with  active 
or  questionably  healed  tuberculosis,  agitated 
psychotic  states,  active  peptic  ulcer,  or  herpes 
simplex  of  the  eye.12-13  Caution,  even  with 
prednisteroid  therapy,  should  be  used  when 
diabetes  mellitus,  hypertension,  cardiac  failure, 
or  renal  insufficiency  exist.  Fever  and  other 
signs  of  infection  may  be  masked  by  any  of  the 
hormones.  Consequently,  therapy  should  prob- 
ably be  interrupted  until  any  possibility  of 
infection  can  be  ruled  out  or  proper  antimicrobial 
agents  have  been  added  to  the  regimen.  Al- 
though small  maintenance  doses  of  cortisone  have 
been  continued  for  years  in  asthmatic  persons 
who  can  be  controlled  by  no  other  means,14  these 
powerful  hormones  should  generally  be  restricted 
to  emergency  situations.  Persistent  steroid 
ingestion  will  result  in  depression  of  adrenocor- 
tical function.  For  this  reason  it  seems  advisable 
to  institute  rest  periods  and  to  stimulate  adreno- 
cortical activity  intermittently  by  the  use  of 
ACTH.  Furthermore,  when  the  drug  is  stopped 
after  long-term  therapy,  withdrawal  should  be 
gradual.  Later,  should  the  individual  be  sub- 
jected to  some  undue  stress,  he  ought  to  be  given 
a short  course  of  one  of  the  steroids  by  mouth. 

Fluid  and  sodium  deficiencies  are  best  corrected 
by  mouth,  especially  if  there  is  any  question  of 
cardiac  insufficiency. 

Acute  morphine  poisoning  can  be  countered  by 
5 to  10  mg.  of  nalorphine  (Nalline)  by  vein.3 
If  respiration  is  not  adequate  in  ten  or  fifteen 
minutes,  the  dose  may  be  repeated  until  the 
total  is  brought  to  40  mg.  Additional  therapy 
may  be  required  every  three  or  four  hours. 
Although  Nalline  is  ineffective  in  respiratory 
depression  caused  by  barbiturates  or  ether,  it  is 
useful  against  morphine  derivatives  and  synthetic 
narcotics. 

Iodides  may  be  indicated  during  the  acute  phase 


of  asthma  if  the  mucus  is  viscid  and  the  cough  is 
dry.  Although  some  allergists  recommend  0.5 
to  1 Cm.  intravascularly  once  daily,  iodides  arc 
too  irritating  to  be  suitable  for  acute  inflamma- 
tory conditions  of  the  airways  and  are  best 
reserved  for  the  later  stages  of  bronchitis.  Io- 
dides are  frequently  allergenic  and  are  specifically 
contraindicated  in  tuberculosis.  Consequently, 
it  is  more  conservative  to  select  sodium  or  am- 
monium chloride  for  purposes  of  liquefaction.  It 
is  important  that  a large  tumblerful  of  water  be 
prescribed  with  the  0.3  to  0.5  Cm.  dose  of  these 
chlorides,  which  can  be  repeated  every  hour  or 
two  if  needed. 

Insomnia  can  usually  be  overcome  with  0.5 
to  1 Cm.  of  chloral  hydrate  or  with  3 to  15  ml. 
of  the  equally  unpalatable  paraldehyde.  They 
should  be  flavored  with  orange  syrup  and  diluted 
abundantly  in  water  when  offered  by  mouth. 
Alternately,  chloral  hydrate  can  be  given  in 
olive  oil  or  in  suppository  form  by  rectum,  while 
paraldehyde  is  often  administered  as  a small 
retention  enema.  Ether-in-oil  by  rectum  is 
believed  to  relieve  emotional  tension  and  bron- 
chospasm. 

Ephedrine  is  reserved  for  the  period  of  con- 
valescence and  for  mild  asthma. 

Serum  Disease , Drug  Allergy , and  Anal- 
ogous Disorders 

Management. — At  the  outset  it  is  even  more 
urgent  than  with  status  asthmaticus  that  con- 
tact with  the  offending  allergen  be  promptly 
broken.  As  early  as  possible,  therefore,  a 
detailed  history  must  be  procured  with  reference 
to  fever,  eruption,  or  other  untoward  responses 
that  follow  an  incubation  period.  Steps  can 
then  be  taken  to  separate  patient  from  excitant 
if  there  is  a current  exposure.  Repeated  episodes 
of  increasing  severity  and  progressive  dispatch 
are  especially  revealing.  Intraeutaneous  and 
ophthalmic  tests  with  a suspected  foreign  serum, 
insect  venom,  or  40-unit  crystalline  insulin  can 
start  with  .01  of  1 : 10,000  material,  tenfold 
increments  being  employed  at  five-minute  in- 
tervals until  slightly  active  concentrations  are 
determined.  A response  to  conjunctival  instil- 
lations will  carry  much  more  practical  signifi- 
cance than  will  a wheal-and-flare  reaction  in- 
duced by  an  endermal  injection.  Although 
drugs  rarely  provide  responses  of  either  type,  it 
is  permissible,  albeit  frequently  unrewarding, 
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to  explore  the  cutaneous  state  by  introducing 
minute  amounts  of  likely  excitants  into  the  skin 
through  a scratch  or  an  intracutaneous  injection. 
Meanwhile,  much  may  be  gained  if  the  patient 
is  kept  under  careful  surveillance  for  any  systemic 
manifestations  during  the  next  several  hours. 
The  initial  strength  of  such  a drug  as  penicillin 
G in  crystalline  form  could  safely  be  100  units 
per  ml.  followed  by  1,000  and  finally  by  10,000 
units  per  ml.  Alternately,  from  10,000  to  50,000 
units  can  be  tested  orally. 

Regardless  of  one’s  success  in  uncovering  the 
probable  cause  of  the  patient’s  attack,  the  next 
step  is  to  gauge  and  repair  the  damage.  Since 
serum  disease  and  allied  allergies  are  generalized 
disorders,  physical  examination  is  imperative. 
Conventional  studies  of  the  blood,  urine,  cir- 
culatory and  other  systems  should  include 
roentgenograms,  electrocardiogram,  and  compa- 
rable diagnostic  procedures.  Symptomatic  ther- 
apy can  then  be  guided  by  the  findings. 

Since  capillary  dilation  and  leakage,  combined 
at  times  with  smooth  muscle  constriction,  com- 
prise the  essential  pathology15  of  this  type  of 
illness,  the  ideal  therapeutic  agents  will  be  those 
which  quickly  correct  the  basic  fault.  One  need 
look  no  farther  than  the  adrenal  gland.  Its 
medullary  hormones,  epinephrine  and  norepi- 
nephrine, antagonize  the  effects  of  histamine  on 
the  capillaries,  bronchial  smooth  muscles,  and 
on  some  of  the  arterioles,  while  two  of  its  cortical 
secretions,  cortisone  and  hydrocortisone,  protect 
allergic  tissues  against  the  inflammatory  action 
of  antigens.  The  success  of  the  physician  will 
depend  largely  on  his  ability  to  cooperate  with 
nature  in  aiding  the  homeostatic  responses  of 
this  gland.  Epinephrine  1 : 1000  is  the  tradi- 
tional remedy,  about  0.3  ml.  being  placed  in  the 
muscle.  If  this  is  effective,  half  to  1 ml.  of  0.2  per 
cent  epinephrine-in-oil  intramuscularly  will  pro- 
vide a more  gradual  influence  which  com- 
mences in  about  thirty  minutes  and  persists  six  to 
eight  hours.  An  aqueous  suspension  of  epineph- 
rine base  1:200  accomplishes  the  same  result 
when  employed  in  a volume  of  0.2  to  0.3  cc. 
under  the  skin.  If  hypotension  complicates 
serum  sickness,  phenylephrine  (Neo-Synephrine) 
is  more  suitable  than  epinephrine  (see  “Shock” 
below). 

Antihistamines,  which  block  the  access  of 
histamine  to  the  receptor  sites  in  the  cell,  are 
logical  agents  for  serum  and  drug  reactions, 
especially  when  urticaria  and  hay  fever-like 


manifestations  are  present  in  mild  form.  Among 
the  many  varieties,  Pyribenzamine  and  Benadryl 
are  commonly  effective  when  prescribed  in  50  mg. 
doses  at  four  hour  intervals  either  by  mouth  or, 
for  emergencies,  by  slow  infusion.  The  oral  dose 
of  Chlor-trimeton  is  4 mg.,  whereas  20  mg.  may 
be  given  by  slow  infusion. 

The  cortical  steroids,  notably  prednisone  and 
prednisolone,  will  afford  dramatic  relief  of  symp- 
toms. If  rapid  control  is  sought,  prednisolone 
is  introduced  into  the  circulation.  If  not  avail- 
able, hydrocortisone  can  be  substituted.  ACTH 
provides  a more  delayed  effect.  Concurrent 
chemotherapy  may  have  to  be  considered. 

Codeine,  Demerol,  or  salicylates  may  be  re- 
quired as  analgesics  if  joint  pains  are  distressing. 

Acute  Angioneurotic  Edema 

Angio-edema  is  essentially  urticaria  which 
involves  the  subcutaneous  and  submucosal 
tissues  diffusely.  It  may  cause  alarming  ob- 
struction of  the  airways  when  it  affects  the  region 
of  the  larynx.  Indeed,  if  intramuscular  epi- 
nephrine or  Neo-Synephrine  fails  to  widen  the 
lumen  and  the  corresponding  aerosol  has  likewise 
been  ineffectual,  tracheotomy10  must  be  done 
when  asphyxia  threatens.  Intravascular  therapy 
with  50  mg.  prednisolone  or  with  100  mg.  hydro- 
cortisone hemisuccinate  in  a few  ml.  of  diluent 
might  act  rapidly  enough  to  meet  the  emergency. 
To  encourage  loss  of  fluid  a diuretic  in  conjunc- 
tion with  saline  purges  may  be  recommended  for 
patients  who  can  swallow.  Antihistamines, 
repository  epinephrine,  and  ephedrine  should 
sustain  control  once  the  critical  stage  has  passed. 

Anaphylactic  Shock 

Although  peripheral  vascular  collapse  can 
result  from  any  extensive  antigen-antibody 
reaction  of  the  immediate  variety,  the  commonest 
offenders  are  horse  serum  and  chemotherapeutic 
agents  administered  by  needle.  In  our  exper- 
ience shock  has  also  been  induced  by  insulin, 
wasp  venom,  and  overdoses  of  seed  and  pollen 
extracts.  Only  rarely  has  the  gastrointestinal 
tract  served  as  the  portal  of  entry.16  Neverthe- 
less, a mere  taste  of  candy  flavored  with  cotton- 
seed flour  led  to  asthma,  hay  fever,  abdominal 
colic,  and  prostration  within  thirty  minutes  in 
one  woman.17  Ingested  penicillin  is  known  to 
elicit  occasional  perilous  reactions,  as  is  also 
inhaled  castor-bean  dust.  Although  the  release 
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of  histamine-like  substance  may  be  so  sudden 
that  there  is  inadequate  time  for  the  usual  pro- 
gression of  manifestations  before  collapse  and 
death  ensue  within  a few  minutes,  some  of  the 
following  signs  commonly  develop:  a strange 
taste  (penicillin),  widespread  flushing,  urticaria, 
angioneurotic  edema,  dysphagia,  crowing  in- 
spiration, nausea,  vomiting,  defecation,  hunger 
pains,  cold  sweats,  wheezing,  dyspnea,  marked 
pallor,  cyanosis,  visual  and  auditory  disturbances, 
giddiness,  extreme  prostration,  and  a sense  of 
substernal  constriction. 

Frequent  measurements  of  the  pulse  and  blood 
pressure  during  ten  severe,  nonfatal  reactions  to 
overdoses  of  therapeutic  allergen  in  my  office 
have  revealed  changes  which  were  consistent  with 
histamine  release.  The  precipitous  reduction 
noted  in  the  diastolic  pressure,  like  the  general- 
ized erythema  and  urticaria,  might  have  been 
due  to  vasodilation.  The  rapid  lowering  of 
systolic  pressure  to  or  below  the  critical  level  of 
50  mm.  of  mercury  reflected  a probable  sharp 
drop  in  peripheral  resistance  which  was  presum- 
ably abetted  by  a diminution  in  circulating 
blood  volume,  poor  venous  return,  and  reduced 
systolic  output.1*  The  patients  made  either  a 
prompt,  spontaneous  recovery  on  lying  down  or 
responded  favorably  to  an  intramuscular  injec- 
tion of  epinephrine  1 : 1000.  Bronchospasm  was 
encountered  only  once. 

Two  factors  are  held  responsible  for  spon- 
taneous recovery  from  histamine  shock.  One  is 
the  rapid  destruction  of  the  amine  by  the  body, 
and  the  other  is  the  elicitation  of  compensatory 
reflexes  by  sympathoadrenal  discharge.18  Al- 
though epinephrine  released  from  the  adrenal 
gland  will  antagonize  the  action  of  histamine  on 
the  bronchus,  epinephrine  cannot  be  considered 
an  antagonist  of  histamine  in  the  cardiovascular 
system.  Indeed,  its  vasoconstrictive  effect  on 
the  vessels  in  the  skin  is  more  than  counterbal- 
anced by  its  vasodilative  influence  in  the  muscles 
and  elsewhere.  Insofar  as  the  net  result  is  a 
lowering  of  peripheral  resistance,  epinephrine  is 
synergistic  with  histamine,  accelerating  an  al- 
ready rapid  heart.  On  the  other  hand,  sympa- 
thetic nerve  activity  may  be  counted  on  to 
restore  the  systolic  pressure  by  its  constrictor 
action.  The  cardiovascular  state  observed  at 
any  stage  of  an  anaphylactic  episode  will  there- 
fore depend  on  the  balance  struck  between  these 
conflicting  forces. 

Management. — Place  the  patient  at  once  in 


the  head-low,  Trendelenburg  position  to  over- 
come cerebral  ischemia.  Although  conventional 
handling  calls  for  the  intramuscular  injection  of 
epinephrine  1 : 1000  in  a volume  not  to  exceed 
0.3  ml.,  it  is  wise  to  instruct  an  assistant  to  All 
a drip  bulb  infusion  set  with  a liter  of  5 per  cent 
dextrose  solution.  The  vessels  may  be  so  col- 
lapsed that  an  intravenous  catheter  has  to  be 
employed  or  a small  incision  made  over  the  vein. 
If  profound  vascular  collapse  persists  for  more 
than  ten  minutes  after  epinephrine  therapy, 
norepinephrine  (levarterenol,  or  Levophed)  4 
cc.  can  be  added  to  the  infusion  reservoir  to 
provide  a 0.2  per  cent  solution  containing  0.1 
per  cent  of  the  base.  The  blood  pressure  response 
to  an  initial  injection  of  2 or  3 ml.  is  then  ob- 
served, the  flow  rate  being  adjusted  to  establish 
and  maintain  the  desired  level.  The  latter 
ranges  from  80  to  100  mm.  of  mercury  systolic 
pressure  in  previously  normotensive  patients, 
a little  higher  in  hypertensive  individuals.  The 
average  drip  required  to  maintain  normotension 
is  0.5  to  1 ml.  per  minute  (2  to  4 meg.  of  base). 
Treatment  of  this  sort  has  been  continued  with- 
out interruption  for  as  long  as  twenty-one  days 
in  shock  from  hemorrhage,  trauma,  or  bacteremia. 
Arterenol  can  be  administered  in  high  concentra- 
tions if  fluids  are  contraindicated.  The  4 ml. 
ampule  of  Levophed  can,  for  example,  be  diluted 
in  as  little  as  250  ml.  of  dextrose  solution.  In 
terminating  treatment  the  rate  of  infusion  should 
be  reduced  gradually,  the  time  devoted  to  with- 
drawal being  gauged  by  the  patient’s  capacity  to 
sustain  his  own  blood  pressure. 

If  by  chance  this  powerful  vasoconstrictor 
should  leak  out  around  the  venipuncture,  in- 
filtrate the  area  liberally  with  5 to  10  mg.  of 
Regitine,  an  adrenergic-blocking  agent,  admixed 
with  150  turbidity  units  of  hyaluronidase.  The 
infusion  needle  should  meanwhile  be  inserted 
into  another  vein. 

Phenylephrine  also  has  a purely  vasoconstric- 
tive though  moderate  influence  on  peripheral 
vessels  and  hence  can  be  used  if  epinephrine  and 
arterenol  are  unavailable.  When  employed 
intravascularly  in  the  dose  of  0.5  mg.,  its  prompt 
influence  is  evident  for  twenty  minutes.  If 
placed  under  the  skin  or  in  the  muscle,  the  effect 
lasts  for  nearly  an  hour.  During  recovery  from 
shock  it  can  be  taken  orally  in  an  amount  ranging 
from  20  to  50  mg.  Neo-Synephrine  character- 
istically elevates  and  sustains  blood  pressure  with 
minimal  effect  on  the  myocardium  and  central 
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nervous  system.  As  mentioned  under  “Asthma,” 
its  bronchospasmolytic  action  is  only  moderate. 

Intravascular  treatment  with  prednisolone  or 
with  hydrocortisone  also  has  been  effective  in 
allergic  shock,  as  previously  stated.  Antihis- 
tamines are  useful  in  the  less  severe  stages. 

In  general,  allergic  shock  requires  rapid, 
rather  than  prolonged,  attention.  The  homeo- 
static mechanisms  of  the  body  appear  capable  of 
asserting  themselves  once  an  overwhelming 
histamine-like  intoxication  has  been  briefly 
countered  with  suitable  adrenergic  or  hormonal 
antagonists. 

Prevention  of  Future  Emergencies 

After  the  allergens  responsible  for  the  patient’s 
asthma  or  other  allergic  episode  have  been 
tentatively  located  by  extensive  interviews  and 
when  the  use  of  antiallergic  agents  can  be  in- 
terrupted, testing  with  likely'  allergens  should 
be  instituted.  Not  only  the  skin  and  conjunc- 
tiva16’17 but,  in  the  case  of  asthma,  also  the  bron- 
chial mucosa  should  be  included  in  the  study. 
The  purpose  is  to  strengthen  or  weaken  a clinical 
diagnosis  derived  from  cause-and-effect  data 
procured  from  the  history  or  from  deliberate 
exposures  planned  by  the  physician.  Asthmatic 
subjects  should  be  examined  with  a maximal 
breathing  capacity  or  a timed  vital  capacity  test 
before  and  after  the  inhalation  of  a bronchodi- 
lating  agent.4  Later  the  test  should  be  repeated 
in  conjunction  with  the  inhalation  of  aerosolized 
allergen.  If  inhalation  apparatus  is  lacking, 
auscultatory  evidence  of  induced  bronchospasm 
will  serve  as  the  diagnostic  criterion. 

When  the  allergen  is  discovered,  one  not  only 
can  speed  the  patient’s  recovery  but  prevent  the 
future  attack  by  the  simple  device  of  separating 
victim  from  allergen.  If  adequate  avoidance  is 
impracticable,  one  can  induce  a tolerance  for 
inhalant  antigens  by  injecting  graduated,  par- 
enteral doses  of  the  offender.  This  can  almost 
invariably  be  accomplished  for  a period  of  months 
by  administering  seven  weekly  or  semiweekly 
injections  under  or  into  the  skin.19  Alternately, 
only  one  or  two  annual  visits  to  the  office  are 
required  if  the  allergen  is  emulsified  in  petrolatum 
according  to  the  Freund  principle  and  placed 
under  the  skin  for  slow  release.20  Either  pro- 
cedure raises  clinical  resistance  by  provoking  the 
formation  of  competitive,  wheal-inhibiting  anti- 
bodies. The  antigen  is  preferentially  bound  and 


inactivated  by  this  thermostable  antibody  which 
thereby  forestalls  the  antigen’s  union  with  the 
allergic  antibody  and  prevents  the  allergic 
response.21  The  same  mechanism  operates  when 
immunization  is  carried  out  with  venom  or 
insulin. 

That  allergy  and  immunity  depend  on  two 
different  antibodies  is  evident  from  the  fact 
that  the  sensitizing  and  blocking  activities  of  the 
treated  patient’s  serum  are  separable  by  electro- 
phoresis convection.22  Furthermore,  ACTH  ap- 
pears to  prevent  the  formation  of  blocking 
factors  by  man,  whereas  it  exerts  no  influence  on 
the  output  of  allergic  antibodies.23 

Prophylaxis  of  the  asthmatic  individual  should 
include  breathing  exercises24  and  psychotherapy. 
Furthermore,  it  is  of  paramount  importance  that 
allergic  persons  be  immunized  with  appropriate 
toxoids  to  preclude  their  need  for  “borrowed” 
antibodies  against  tetanus  toxin,  for  example. 
The  prophylaxis  of  intrinsic  allergy  usually  rests 
on  measures  that  discourage  and  combat  infection. 
For  drug  allergies  the  only  insurance  is  rigorous 
avoidance. 

Summary 

The  chief  need  in  status  asthmaticus,  after 
breaking  contact  with  the  allergen,  is  to  correct 
hypoxemia  and,  in  advanced  cases,  hypercapnia. 
To  accomplish  this  improvement  in  gas  exchange 
intensive  aerosol  therapy  with  adrenergic  amines 
is  indicated,  aminophylline  by  rectum  or  by  vein 
being  another  useful  bronchospasmolytic  agent. 
Either  can  be  effectively  combined  with  inter- 
mittent positive  pressure  breathing  in  inspiration, 
using  air  or  oxygen.  Intermittent  positive 
pressure  breathing  is  especially  suited  to  the 
patient  who  is  exhausted  or  who  exhibits  depres- 
sion of  the  respiratory  centers.  Overt  infection 
calls  for  effective  antibiotics,  the  failing  heart  for 
digitalization,  and  trapped  bronchial  secretions 
for  tracheotomy  when  conservative  means  of 
evacuation  prove  unsuccessful.  Although  opi- 
ates and  barbiturates  may  provide  much 
needed  sleep,  this  advantage  is  outweighed  by  a 
resulting  depression  of  the  respiratory  centers,  of 
the  cough  reflex,  and  of  bronchial  ciliary  action. 
ACTH  as  well  as  the  natural  and  the  predni- 
steroids  will  provide  dramatic  relief  of  s3'mptoms, 
particularly  if  a product  like  prednisolone  is 
employed  intravascularly.  The  risks  and  con- 
traindications must,  of  course,  be  given  full 
consideration.  The  importance  of  restoring 
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normal  fluid  and  electrolyte  balance  and  of  sup- 
porting the  asthmatic  patient’s  confidence  is  too 
obvious  to  discuss. 

Serum  and  drug  allergies  may  give  rise  to  emer- 
gency situations  by  obstructing  respiration 
through  angio-edema  of  the  larynx.  They  also 
may  elicit  hypotensive  crises  in  the  same  manner 
that  a massive  exposure  to  inhalant,  ingestant, 
or  injectant  allergens  precipitates  shock.  If 
epinephrine  intramuscularly  is  not  promptly 
remedial,  tracheotomy  may  be  required  to  relieve 
upper  airway  obstruction,  and  levarterenol  may 
have  to  be  infused  to  combat  shock.  Although 
the  cortical  steroids  may  act  somewhat  less 
rapidly,  the  delay  will  seldom  be  crucial  if  the 
intravascular  route  is  chosen. 

Whenever  possible,  emergency  needs  in  allergic 
individuals  should  be  met  with  naturally  occur- 
ring product  ssuch  as  epinephrine,  norepineph- 
rine, ACTH,  and  the  cortical  or  the  slightly 
modified  prednicortical  steroids.  Obviously 
these  hormones  would  have  little  prospect  of 
inducing  allergic  sensitization,  a risk  which  must 
be  calculated  for  drugs  and  other  agents  foreign  to 
the  body. 

Once  the  emergency  is  over,  a systematic 
investigation  should  be  launched  to  uncover  an 
obscure  allergen.  Future  episodes  then  can  be 
obviated  either  by  avoiding  this  agent  or,  in  most 
instances,  by  acquiring  a tolerance  toward  it 
through  a sustained  or  intermittent  parenteral 
exposure. 
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The  Treatment  of  Retinal  Detachment  by  Vitreous  Implant 


After  a year  of  experimental  surgery  on  animals  a 
new  method  of  retinal  reattachment,  called  vitreous 
implant,  was  tried.  The  method  consists  of  in- 
jecting pooled  human  vitreous,  which  may  be 
aspirated  from  donor  eyes  and  stored  for  at  least 
seven  years  without  apparent  change.  This  paper 
reports  experience  with  72  consecutive  vitreous 
implants  on  04  eyes  for  detached  retinas  previously 


treated  unsuccessfully  by  accepted  technics.  In 
this  series,  vitreous  implant  succeeded  in  retinal 
reattachment  of  29  of  the  64  eyes,  for  a rate  of  45 
per  cent.  Complications  in  this  series  were  mini- 
mal. 

— Donald  M.  Shafer,  M.D.,  Transactions  of  the 
American  Academy  of  Ophthalmology  and  Otolaryn- 
gology, March- April,  1.9,r>7 
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Gastroduodenal  Hemorrhagic  Diathesis 

A Report  of  Ten  Cases  Treated  by  Vagectomy 

GEORGE  MIXTER,  JR.,  M.D.,  AND  J.  WILLIAM  HINTON,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Surgery,  New  York  University  Post-Graduate  Medical  School ) 


In  a review  of  403  cases  of  massive  upper 
gastrointestinal  hemorrhage  treated  on  the 
Fourth  Surgical  wards  at  Bellevue  in  the  past 
twenty-eight  years,  the  importance  of  a certain 
group  of  cases  became  apparent.  It  is  these 
cases  that  we  wish  primarily  to  emphasize  in 
reporting  our  results. 

Table  I presents  the  summary  of  the  results  of 
massive  upper  gastrointestinal  hemorrhage  as 
treated  by  us  in  various  eras  since  1928,  when  we 
began  keeping  special  records  on  this  type  of 
patient.  Acute  massive  hemorrhage  as  pre- 
viously defined  by  one  of  us  (J.  W.  H.)1’2  is  now 
considered  to  include  (1)  hemoglobin  7.0  Gm.  or 
less  and/or  red  cell  count  3,000,000  or  less  on 
admission,  (2)  recent  acute  severe  melena  or 
hematemesis  or  both,  and  (3)  clinical  hypotension 


with  rapid  pulse  on  admission,  usually  with 
concomitant  signs  of  hypovolemic  shock.  It 
will  be  noted  that  no  cases  of  bleeding  from  esoph- 
ageal varices  have  been  included  in  the  present 
series.  We  believe  that  the  latter  group  is 
almost  always  quite  easily  distinguished  clini- 
cally from  the  peptic  ulceration  group  and  con- 
stitutes an  entirely  different  problem.  The 
present  series  contains  only  cases  of  peptic  ul- 
ceration. All  carcinomas,  leiomyomas,  and  other 
conditions  have  been  omitted. 

Many  of  the  data  here  summarized  have  been 
presented  in  previous  communications.2-3’4  The 
interesting  thing  is  to  observe  the  trends  in 
treatment  from  completely  conservative,  with  a 
mortality  of  12  per  cent,  to  extensively  surgical, 
with  mortality  reaching  intolerable  levels.  At 


TABLE  I. — Mortality  for  Various  Periods  and  Types  of  Treatment  for  Massive  Hemorrhage  from  Peptic  Ulcer 


Period 

Type  of 
Operation 

Number 

of 

Patients 

Per  Cent 
of 

Group 

Number 

of 

Deaths 

Per  Cent 
Deaths 

Cases  per 
Month 

None 

135 

100 

16 

12 

1.22 

1928  to  1937 

Elective 

0 

0 

0 

0 

Emergency 

0 

0 

0 

0 

Total 

135 

100 

16 

12 

None 

104 

73 

2 

2 

1.35 

1937  to  1945 

Elective 

24 

17 

1 

4 

Emergency 

14 

10 

5 

35 

Total 

142 

100 

8 

5.6 

None 

32 

76 

8 

25 

0.93 

1946  to  1919 

Elective 

9 

21 

0 

0 

Emergency 

1 

3 

0 

0 

Total 

42 

100 

8 

19 

None 

14 

44 

1 

7 

0.89 

1949  to  1952 

Elective 

9 

28 

4 

44 

Emergency 

9 

28 

4 

44 

Total 

32 

100 

9 

29 

None 

16 

36 

1 

6.2 

1.0 

1952  to  1956 

Elective 

19 

42 

1 

5.4 

Emergency 

10 

22 

2 

20 

Total 

45 

100 

4 

9 

None 

301 

76 

28 

9.3 

1.16 

1928  to  1956 

Elective 

61 

15.4 

6 

9.8 

Emergency 

34 

8 6 

11 

32.4 

Emergency,  no  ulcer 

7 

2 

29 

Total 

403 

100 

47 

11.7 
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the  time  surgical  mortality  rose  to  levels  above 
40  per  cent,  it  was  evident  that  residents,  whose 
experience  with  the  problem  was  necessarily 
limited,  should  not  be  required  to  take  too  great 
a share  of  the  responsibility  for  the  delicate 
judgment  and  technic  that  this  most  difficult 
problem  calls  for.  The  conduct  of  such  cases 
should  be  delegated  to  one  or  at  most  two  of  the 
attending  staff,  who  must  personally  see  and 
assist  in  the  treatment  of  all  such  problems  year 
in  and  year  out. 

Naturally,  the  mortality  figures  will  reflect 
not  only  the  excellence  of  medical  care  but  also 
the  character  of  the  patient  load.  Without 
being  complacent,  we  believe  that  our  current 
mortality  figures  are  acceptable  for  the  indigent, 
poorly  nourished,  and  often  neglected  patients 
who  constitute  the  bulk  of  our  ward  population. 

In  Table  I seven  patients  were  not  included 
with  the  rest  of  the  ulcer  group.  These  were 
explored  because  of  massive  bleeding,  and  at 
laparotomy  no  frank  ulcer  could  be  found.  In 
two,  despite  subtotal  resection,  bleeding  con- 
tinued and  the  patients  died.  Postoperative 
bleeding  was  also  a problem,  although  not  a fatal 
one,  in  several  others.  It  is  the  treatment  of 
this  group  that  constitutes  a special  and  par- 
ticularly contentious  problem. 

From  the  nineteenth  century  to  the  present, 
sporadic  reports  dot  the  literature  with  the 
successes  (and  failures)  of  bold  surgeons  in  sal- 
vaging upper  gastrointestinal  bleeders  who  in- 
dividually or  statistically  have  only  the  poorest 
chance  of  survival  on  medical  therapy.  In 
recent  years  the  indications  for  surgical  inter- 
ference during  medical  care  of  hemorrhage  from 
peptic  ulceration  have  become  better  and  better 
defined.  The  wise  surgeon  refrains  from  surgery 
in  such  circumstances  unless  there  is  good  evi- 
dence by  history  or  x-ray  for  frank  ulcer.  In  the 
latter  case,  particularly  if  the  patient  is  over  the 
age  of  forty-five,  the  necessity  of  controlling  a 
major  vessel  in  the  base  of  a callous  ulcer  far 
outweighs  the  other  risks,  and  surgery  must  be 
undertaken  in  the  crucial  first  forty-eight  hours. 
Only  seldom  will  the  operator  be  forced  to  explore 
the  abdomen  in  which  the  source  of  blood  loss  is 
not  well  defined  preoperatively. 

There  is  a considerable  literature  which  cites 
unusual  sources  of  such  massive,  apparently 
upper  gastrointestinal  bleeding.  Lesions  from 
the  pharynx  to  the  anus  of  every  conceivable 
etiology  have  been  so  reported.  Most  of  these 


TABLE  II. — Total  Number  of  Patients  Operated  on 
for  Peptic  Ulcer  or  Hemorrhagic  Diathesis  from 
January,  1952,  to  July,  1956 


✓ — Number  of  Operations- 


Diagnosis 

Elec- 

tive 

Emer- 

gency 

Total 

Duodenal  ulcer 

115 

2 

117 

Gastric  ulcer 

19 

0 

19 

Gastrojejunal  ulcer 

4 

1 

5 

Hemorrhagic  diathesis 

4 

5 

9 

Total 

142 

8 

150 

are  recognizable  on  exploration  without  gastrot- 
omy.  There  remains  a not  inconsiderable 
group,  consisting  of  those  who,  after  resection  or 
at  autopsy,  are  found  to  have  been  suffering 
from  so-called  gastritis  or  from  very  shallow, 
small  ulcers  of  esophagus,  stomach,  or  duodenum. 
There  are  even  those  who  exsanguinate  and  after 
careful  examination  by  competent  pathologists 
have  never  had  any  source  of  the  hemorrhage 
identified.  Twenty-one  of  38  recent  papers  on 
the  subject  currently  advise  wide  subtotal  re- 
section in  such  circumstances.5-25  A few  ad- 
vocate wide  gastrotomy  with  simple  closure  if 
nothing  is  found.26-32  The  fact  that  in  reported 
series  as  well  as  in  our  own  earlier  experience 
both  courses  have  been  followed  by  persistent  or 
recurrent  bleeding  with  a fatal  outcome  led  one 
of  us  (J.  W.  H.)  to  attempt  an  alternative  course. 

To  give  some  idea  of  the  magnitude  of  the 
problem  we  are  discussing,  Table  II  shows  the 
source  of  the  present  material.  In  four  and  one- 
half  years  of  the  private  practice  of  one  of  us 
(J.  W.  H.),  eight  cases  required  emergency  sur- 
gery for  uncontrollable  upper  gastrointestinal 
bleeding.  Of  these  only  three  were  demonstrably 
due  to  frank  ulcer.  In  the  same  period  on  the 
Fourth  Surgical  wards  at  Bellevue  there  were  17 
operations  for  the  same  cause,  of  which  ten  were 
shown  to  be  the  result  of  chronic  peptic  ulcer. 
In  other  words,  in  this  diversified  experience, 
12  out  of  25,  almost  exactly  half,  of  the  un- 
controlled bleeders  requiring  emergency  lap- 
arotomy were  found  to  have  no  ulcer  on  explora- 
tion. 

The  present  study  demonstrated  clearly  the 
impossibility  of  separating  the  truly  surgical 
bleeder  with  an  open  vessel  in  a chronic  ulcer  from 
the  diffuse  bleeder  whose  superficial  ulcerations 
do  not  involve  the  larger  vessels. 

The  ten  patients  whose  brief  histories  follow 
were  from  this  “cryptogenic”  group.  After 
negative  exploration  they  were  treated  by  sub- 
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TABLE  III. — History  of  Patients  with  Hemorrhagic  Diathesis 


Case  Numbe 

Sox 

Age  (Years) 

Melena 

V 
- 

V 

3 

CO 

9 

£ 

M 

PL, 

Red  Cell  Coi 
Admission 

Hemoglobin 
Admission  (C 

Preoperative 

Transfusion 

Operative 
Transfusion  i 

Postoperative 

Bleeding 

Follow-up 

(Months) 

Remarks 

Emergency 

operation 

i 

Female 

73 

+ 

0 

0 

2,500,000 

6.0 

4,500 

1,000  0 

V. 

Died  of  coronary  occlu- 
sion 

2 

Male 

43 

+ 

0 

3 times 

2,600,000 

7 .5 

59,000 

1 ,500  0 

45 

Bled  after  subtotal  gas- 
trectomy for  duodenal 
ulcer 

3 

Male 

01 

+ 

+ 

Once 

3,000,000 

8.0 

5,000 

1,000  0 

37 

Negative  gastrointes- 
tinal series  preopera- 
tively 

4 

Male 

To 

+ 

0 

0 

2 , 500 , 000 

7.0 

7 , 500 

3,000  0 

23 

Cortisone  therapy 

5 

Female 

50 

+ 

+ 

Once 

3,000,000 

7.0 

3,500 

2,000  0 

16 

Previous  posterior  gas- 
troenterostomy 

6 

Male 

71 

+ 

+ 

0 

3,300,000 

7 . 5 

2,500 

1,500  0 

11 

Cirrhotic  without  var- 
ices 

Elective 

operation 

7 

Male 

31 

+ 

0 

Twice  in  3 
months 

5,000,000 

15.0 

2,500 

0 0 

43 

X-rays  reported  duo- 
denal ulcer 

8 

Male 

63 

+ 

0 

3 times  in 
2 years 

4,500,000 

11.5 

1,000 

1 , 500  Once 

24 

3 x-rays  nondiagnostic 

9 

Female 

58 

+ 

0 

4 years 

3,650,000 

9 0 

1,500 

0 0 

30 

X-rays  positive  for  duo- 
denal ulcer 

10 

Male 

71 

+ 

0 

2 months 

3,000,000 

8 0 

1,500 

0 0 

10 

Suspected  gastric  ma- 
lignancy 

diaphragmatic  vagus  resection  only.  Table  III 
summarizes  some  of  the  more  important  data. 

Case  Reports 

Case  1. — This  was  a seventy- three-j-ear-old 
female  referred  by  her  physician  on  January  8, 
1947,  because  of  painless  melena  of  one  month’s  du- 
ration. She  had  been  at  another  hospital  for  ten 
days,  where  she  had  received  1,500  cc.  of  blood. 
X-ray  had  revealed  the  presence  of  a diverticulum 
in  the  lower  third  of  the  esophagus.  On  admission 
to  Doctors  Hospital  her  hemoglobin  was  41  per 
cent,  and  her  red  cell  count  was  2,500,000.  She 
received  2,000  cc.  of  blood  in  the  first  four  hospital 
days,  and  her  hemoglobin  rose  to  80  per  cent  and 
her  red  cell  count  to  4,000,000.  On  her  sixth  day 
an  x-ray  revealed  pylorospasm  but  no  evidence  of 
an  ulcer  niche.  Two  days  later  her  hemoglobin 
had  dropped  to  55  per  cent  and  her  red  cell  count  to 
2,700,000.  She  was  transfused  with  500  cc.  on  the 
eighth  and  again  on  the  ninth  day  with  1,000  cc. 
more  given  on  the  eleventh  day. 

On  her  fourteenth  hospital  day  the  abdomen  was 
explored  with  negative  findings  except  for  the  ap- 
pearance of  blood  in  the  small  gut.  Both  vagi  were 
sectioned,  and  the  gastrointestinal  tract  was  not 
opened.  She  received  500  cc.  of  blood  during  oper- 
ation. Postoperatively  the  patient  did  well,  main- 
taining her  blood  volume  with  one  500-cc.  trans- 
fusion on  the  first  day.  There  was  no  further 


melena,  and  on  the  fourth  postoperative  day  her 
hemoglobin  was  80  per  cent  with  a red  cell  count  of 
4,000,000.  On  the  ninth  postoperative  day,  while 
preparing  to  go  home,  the  patient  suddenly  expired. 
An  autopsy  was  granted  and  revealed  acute  myo- 
cardial infarction  and  calcific  aortic  stenosis.  The 
findings  in  the  gastrointestinal  tract  were  of  great 
interest.  In  the  midportion  of  the  anterior  wall  of 
the  stomach,  close  to  the  greater  curvature,  there 
were  two  areas  of  very  superficial  erosion  measuring 
1 cm.  in  diameter.  Microscopically  there  was  a 
tiny  area  of  recent  mucosal  hemorrhage.  The  ul- 
ceration involved  only  a part  of  the  mucosa,  the 
depths  of  the  glands  and  the  muscularis  mucosae 
being  normal.  There  was  sharp  transition  at  the 
edge  to  normal  mucosa.  The  remainder  of  the 
autopsy  findings  were  related  to  the  fairly  extensive 
arteriosclerotic  disease,  which  did  not  involve  the 
gastric  circulation  and  was  apparently  irrelevant  to 
the  gastrointestinal  bleeding. 

Case  2. — The  second  patient,  a forty-three-year- 
old  male,  was  admitted  to  University  Hospital  on 
November  10,  1952,  with  melena  of  one  day’s  dura- 
tion. His  hemoglobin  then  was  0.4  Gm.  with  a red 
blood  count  of  2,500,000.  He  was  transfused  on 
June  8 with  500  cc.  of  blood,  and  again  June  12 
with  500  cc.  of  blood.  A gastrointestinal  series  on 
June  11  reported  a penetrating  duodenal  ulcer.  He 
was  free  from  symptoms  after  being  discharged  from 
the  hospital  on  June  20  until  November  22,  1949, 
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when  he  was  again  admitted  witli  melena  of  one 
day’s  duration.  His  hemoglobin  was  9 Gm.  and 
his  red  blood  count  3,500,000.  He  was  not  trans- 
fused, but  x-rays  on  November  29  revealed  a duo- 
denal ulcer.  He  was  discharged  on  October  5. 
Again  he  was  free  from  symptoms  until  the  third 
admission  of  November  10,  1952.  His  blood  count 
on  the  third  admission  was  3,600,000  with  10  Gm. 
of  hemoglobin.  Three  days  later  it  was  3,000,000 
cells  with  7.4  Gm.  of  hemoglobin,  although  he  had 
been  transfused  on  November  10  with  500  cc.  of 
blood  and  the  next  day  with  500  cc.  of  blood.  On 
November  14  gastrointestinal  series  revealed  a 
duodenal  ulcer,  and  he  was  given  1 ,000  cc.  of  blood 
that  day.  The  blood  count  on  November  17  was 
still  3,300,000  with  8 Gm.  of  hemoglobin.  He  was 
seen  in  consultation,  and  at  that  time  another  1,000 
cc.  of  blood  were  given.  The  following  day  he  was 
operated  on,  and  that  day  he  received  1,000  cc.  of 
blood. 

The  operative  findings  revealed  a small  ulcer  in 
the  anterior  portion  of  the  duodenum.  A subtotal 
resection  was  carried  out,  removing  the  ulcer  and 
70  per  cent  of  the  stomach  and  performing  an  ante- 
colic  Polya-Balfour  repair.  An  uneventful  convales- 
cence was  made,  and  he  was  discharged  from  the 
hospital  on  November  28.  The  pathologic  diagnosis 
was  chronic  gastritis.  There  was  no  mention  of 
duodenal  ulcer. 

On  December  1,  when  seen  for  removal  of  his 
dressing,  he  was  hemorrhaging  severely.  He  was 
admitted  to  the  hospital  immediately  that  day. 
His  blood  count  on  admission  was  2,600,000  with 
7 1/2  Gm.  of  hemoglobin.  He  was  transfused  on 
the  first,  second,  and  third  days  with  1,000  cc.  of 
blood  each  day.  His  blood  count  could  not  be 
maintained,  and  on  the  sixth  day  he  was  given  12,500 
cc.  of  blood.  His  red  count  on  December  7 was 
1,600,000  and  his  hemoglobin  4.5  Gm.  On  the  same 
day  he  received  10,500  cc.  of  blood,  on  the  eighth 
8,500  cc.,  and  on  the  ninth  3,500  cc.  His  blood 
count  on  the  ninth  day  was  3,200,000  with  8 Gm.  of 
hemoglobin.  Gastrointestinal  x-rays  were  nega- 
tive on  December  15  for  esophageal  varices  or 
stomach  ulcer  or  any  other  positive  finding  in  the 
upper  gastrointestinal  tract.  He  was  not  trans- 
fused from  December  10  to  December  21,  by  which 
time  his  red  cell  count  had  dropped  to  3,800,000 
with  9 Gm.  of  hemoglobin.  On  December  21  500  cc. 
of  blood  were  given  and  again  on  December  22  and 
27  and  also  on  January  1.  On  January  2 he  was 
reoperated  on  with  a diagnosis  of  gastric  hemorrhagic 
diathesis  because  of  the  previous  pathologic  diag- 
nosis of  chronic  gastritis.  The  laparotomy  did  not 
reveal  any  evidence  of  a gastrojejunal,  gastric,  or 
jejunal  ulcer.  A subdiaphragmatic  vagotomy  was 
performed,  and  on  the  day  of  operation  the  patient 
received  1,500  cc.  of  blood.  On  January  10  his 


red  cell  count  was  4,300,000  with  11.6  Gm.  of  hemo- 
globin, and  he  was  discharged  on  January  11.  His 
follow-up  to  date  has  been  asymptomatic. 

From  the  date  of  admission  on  December  1 to 
December  10  this  patient  received  57,000  cc.  of 
blood,  which  means  that  his  blood  volume  had  been 
replaced  over  11  times.  From  December  21  to 
January  1 he  had  received  2,000  cc.  more  to  keep 
his  red  cell  count  in  the  range  of  4,000,000  with  10 
Gm.  of  hemoglobin.  Following  the  operation  on 
January  2 the  patient  received  1,500  cc.  of  blood. 
In  spite  of  the  large  volume  of  blood  the  patient 
received,  he  did  not  develop  clinical  jaundice,  which 
may  have  some  bearing  on  the  rapid  blood  replace- 
ment. In  view  of  the  pathologic  diagnosis  of  gas- 
tritis he  was  operated  on  with  the  presumptive 
diagnosis  of  a hemorrhagic  gastritis.  No  evidence 
of  an  ulcer  could  be  found  at  the  site  of  previous 
gastrojejunal  anastomosis,  which  was  an  antecolic 
Polya  type  of  procedure.  A subdiaphragmatic 
vagotomy  was  performed  from  which  the  patient 
made  an  uneventful  convalescence.  He  was  never 
transfused  after  the  day  of  operation  and  to  date  has 
been  perfectly  well. 

Case  3. — A third  case  of  uncontrollable  hemor- 
rhagic diathesis  was  a male,  sixty-one  years  old, 
seen  in  consultation  August  11,  1953,  at  University 
Hospital  with  a history  of  vomiting  blood  and  melena 
of  twenty-four  hours  duration.  Three  months  be- 
fore he  had  melena  for  two  days.  He  gave  a history 
of  a duodenal  ulcer  proved  by  x-ray.  His  blood 
count  was  3,000,000  with  8 Gm.  hemoglobin  on  ad- 
mission. He  received  2,000  cc.  of  blood  on  August 
11,  1,500  cc.  of  blood  on  August  12,  and  1,000  cc. 
of  blood  on  August  13.  On  August  14  his  red  cell 
count  was  2,500,000  with  6 Gm.  hemoglobin.  The 
patient  had  been  completely  evaluated,  including  a 
gastrointestinal  series,  one  month  before  this  epi- 
sode, but  the  findings  were  negative.  The  diagnosis 
of  a hemorrhagic  gastric  diathesis  was  made,  and 
he  was  operated  on  August  14  after  receiving  500 
cc.  of  blood  before  the  operation  and  1,000  cc.  of 
blood  during  the  procedure.  At  operation  no 
demonstrable  ulcer  or  other  lesion  could  be  found. 
A subdiaphragmatic  vagotomy  was  done. 

His  convalescence  was  uneventful  from  the  stand- 
point of  hemorrhage.  Although  he  received  1,500 
cc.  of  blood  on  the  first  three  postoperative  days,  he 
gave  no  evidence  of  further  loss  into  the  gastro- 
intestinal tract.  He  dehisced  his  wound  on  the 
seventh  postoperative  day.  He  is  well  to  date  ex- 
cept for  an  incisional  hernia. 

Case  4. — The  fourth  case  was  a seventy-five- 
year-old  man  who  for  eight  years  had  been  on  50 
mg.  of  cortisone  daily  for  arthritis.  He  was  seen 
in  consultation  on  October  29,  1954,  at  Doctor’s 
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Hospital.  He  had  been  admitted  on  October  25 
with  melena  and  a red  cell  count  of  2,500,000  with 
7 Gm.  of  hemoglobin.  He  was  given  1,500  cc.  of 
blood  on  October  25,  1,000  cc.  on  the  26th,  and  1,000 
cc.  on  the  27th,  and  again  on  the  28th.  The  diag- 
nosis of  hemorrhagic  gastric  diathesis  resulting  from 
cortisone  therapy  was  made.  The  patient  was  oper- 
ated on  October  29.  No  ulcer  could  be  found,  and 
a subdiaphragmatic  vagotomy  was  performed. 
On  the  day  of  operation  he  received  3,000  cc.  of 
blood  and  none  after  that.  He  has  remained  well  to 
date. 

Case  5. — This  case,  a female  fifty  years  of  age, 
was  admitted  to  University  Hospital  on  May  4, 
1955,  with  hematemesis  and  melena  of  eighteen 
hours  duration.  She  gave  a history  of  melena  on 
three  occasions  during  the  previous  six  weeks  and  of 
a stomach  operation  fifteen  years  before.  Her 
physician,  a gastroenterologist,  had  taken  gastro- 
intestinal x-rays  within  two  weeks  of  admission, 
showing  a gastroenterostomy  but  no  evidence  of 
marginal  ulcer.  The  patient’s  red  cell  count  on 
admission  was  3,000,000  with  7 Gm.  hemoglobin. 
She  received  1,000  cc.  of  blood  on  May  5,  but  her 
blood  count  on  May  7 was  3,400,000  red  cells  and  7 
Gm.  hemoglobin.  On  May  8 she  received  2,500 
cc.  of  blood,  and  the  red  cell  count  remained  at 
3,000,000  (7  Gm.  hemoglobin).  On  May  9 she  was 
operated  on  with  the  suspicion  of  a gastrojejunal 
ulcer,  which  could  not  be  demonstrated  by  x-ray. 
At  the  operation  there  was  no  evidence  of  gastro- 
jejunal ulcer,  and  a subdiaphragmatic  vagotomy 
was  performed.  She  received  2,000  cc.  transfusion 
the  day  of  the  operation,  but  none  after  that.  She 
has  remained  well  to  this  date. 

Case  6. — A seventy-one-year-old  male  wras  ad- 
mitted to  University  Hospital  on  October  2,  1955, 
with  a marked  cirrhosis  of  the  liver  and  hematemesis 
and  melena  of  one  week’s  duration.  His  red  cell 
count  was  3,300,000  with  7.5  Gm.  of  hemoglobin. 
The  x-rays  of  his  esophagus  on  October  3 were  nega- 
tive for  varices,  and  the  barium  enema  revealed  diver- 
ticula of  the  sigmoid.  He  was  transfused  with  1,000 
cc.  of  blood  on  October  2 and  again  on  October  3. 
His  red  cell  count  remained  3,000,000,  again  with 
6.5  Gm.  hemoglobin.  Two  more  500-cc.  transfusions 
were  given  on  October  4 and  5 without  elevation  of 
the  red  cell  count  or  hemoglobin.  On  October  6 
he  received  1,000  cc.  and  his  red  cell  count  remained 
at  3,100,000  with  7 Gm.  hemoglobin.  Because  this 
patient  was  accustomed  to  drinking  large  quantities 
of  red  wine,  we  felt  he  probably  had  a hemorrhagic 
diathesis  of  the  stomach.  In  spite  of  an  advanced 
cirrhosis  an  operation  was  performed  on  October  7, 
and  no  varices  or  ulcer  were  found.  He  had  a sub- 
diaphragmatic vagotomy.  He  was  given  a 1,000- 
cc.  transfusion  the  day  of  the  operation  and  500  cc. 


on  October  9.  The  patient  did  not  bleed  again  and 
lived  for  three  months,  dying  in  hepatic  coma  with- 
out further  hemorrhage. 

Case  7. — There  were  four  patients  operated  on 
for  chronic,  recurring,  massive  hemorrhages  during 
the  years  1953,  1954,  and  1955.  The  first  of  these 
was  a male,  thirty-one  years  of  age,  seen  in  consulta- 
tion on  February  19,  1953,  with  a history  of  massive 
hemorrhage  in  December,  1952,  which  necessitated 
2,500  cc.  of  blood.  X-rays  reported  a hiatus  hernia 
and  a duodenal  ulcer.  Three  years  previously 
this  patient  had  bled,  but  not  severely  enough  to 
need  a transfusion.  At  operation  no  ulcer  was 
demonstrable,  and  there  was  no  hiatus  hernia. 
With  a negative  exploration,  a subdiaphragmatic 
vagotomy  was  done.  This  patient  has  been  well 
until  last  seen  on  May  15,  1956. 

Case  8.- — This  case  was  a male,  sixty-three  years 
of  age,  who  was  seen  in  consultation  September  15, 
1954,  with  the  history  of  massive  hemorrhage  in 
1952.  Gastrointestinal  x-ray  studies  at  that  time 
were  negative.  In  January,  1954,  he  had  another 
hemorrhage,  and  on  Labor  Day  he  had  still  another. 
On  each  of  these  occasions  he  was  carefully  studied. 
X-rays  were  negative  in  three  different  hospitals. 
He  was  considered  to  have  a chronic  hemorrhagic 
diathesis  and  on  September  23  was  operated  on. 

At  operation  no  definite  evidence  of  an  ulcer  was 
found  or  any  other  cause  for  his  bleeding.  A sub- 
diaphragmatic vagotomy  was  done.  This  patient 
has  bled  slightly  on  one  occasion  since  his  operation, 
approximately  eleven  days  postoperatively.  The 
follow-up  in  October,  1955,  revealed  that  this  pa- 
tient had  remained  well  since  the  one  episode  of 
bleeding. 

Case  9. — This  case  was  a female,  fifty-eight  years 
of  age,  who  had  been  bleeding  from  her  gastrointes- 
tinal tract  intermittently  for  four  years.  On  ad- 
mission she  had  an  episode  of  melena.  All  x-rays 
on  this  patient  were  read  as  negative  by  her  gastro- 
enterologist after  admission  to  the  hospital.  Be- 
cause of  the  chronic  bleeding  she  was  explored  on 
suspicion  of  a neoplasm  which  could  not  be  detected. 
Exploration  failed  to  reveal  any  abnormal  findings 
in  her  entire  gastrointestinal  tract.  A subdiaphrag- 
matic vagotomy  was  performed,  and  this  patient 
has  been  well  since  that  date. 

Case  10. — A fourth  case  was  a male,  seventy-one 
years  of  age,  seen  December  23,  1955,  with  a severe 
secondary  anemia  and  x-rays  suggestive  of  a car- 
cinoma of  the  greater  curvature.  He  was  admitted 
to  University  Hospital,  and  his  gastric  acidity  after 
histamine  injection  was  only  25  units  of  free  hydro- 
chloric acid.  His  red  cell  count  was  3,000,000  with 
8 Gm.  of  hemoglobin.  After  a blood  replacement  of 
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1,500  cc.  he  was  explored  and  showed  no  evidence 
of  neoplasm  or  gastric  ulcer.  No  abnormal  findings 
could  be  detected  in  the  gastrointestinal  tract,  and  a 
subdiaphragmatic  vagotomy  was  performed.  This 
patient  has  remained  well  to  date. 

Discussion 

That  these  ten  patients  responded  as  well  as 
they  did  would  seem  to  indicate  beyond  doubt 
that  vagus  section  had  a beneficial  effect  on  the 
hemorrhagic  diathesis.  To  be  sure,  this  is  a small 
series,  but  the  mortality  of  this  type  of  bleeding, 
surgically  explored,  averaged  in  the  neighborhood 
of  20  per  cent.  In  the  past  twenty-nine  years  on 
the  Fourth  Surgical  Service  at  Bellevue,  the  over- 
all surgical  mortality  of  severe  upper  gastro- 
intestinal hemorrhage  has  averaged  17.9  per  cent, 
with  a considerably  higher  figure  for  emergency 
exploration.  In  this  period,  taking  all  massive 
bleeders  together  (Table  I),  both  medically  and 
surgically  treated,  the  mortality  was  11.9  per 
cent.  There  is  no  question  that  the  avoidance 
of  incision  or  resection  of  stomach  or  bowel 
should  decrease  both  mortality  and  morbidity, 
and  that  bilateral  vagus  section,  if  effective  in 
halting  the  hemorrhage,  would  be  preferable  to 
the  currently  recommended  gastrotomies  and 
gastrectomies. 

Since  the  drafting  of  this  paper,  and  too 
recently  to  be  properly  assessed  from  the  stand- 
point of  end  result,  three  more  patients  have  had 
and  survived  vagus  resection  for  massive  bleeding. 
Here,  then,  are  13  cases,  of  which  six  were  emer- 
gency laparotomies  in  the  worst  prognostic 
category,  whose  bleeding  was  definitively  con- 
trolled by  vagectomy.  During  the  follow-up 
period  of  four  years  to  several  months  only  one 
has  shown  evidence  of  recurrent  hemorrhage,  and 
this  one  was  not  severe.  The  mortality  of  this 
small  series  is  one  in  13,  or  7.7  per  cent,  and  it  is 
of  the  greatest  interest  that  the  one  death  was 
shown  to  be  due  to  an  unrelated  and  pre-existing 
cardiovascular  difficulty. 

Generally  speaking,  the  precise  degree  of  par- 
ticipation of  vagal  impulses  in  the  pathologic 
physiology  of  the  stomach  and  small  intestine  of 
the  human  is  not  known.  Experimental  work 
over  fifty  years  ago  suggested  the  possibility  that 
vagal  hyperactivity  might  account  for  the  shallow 
ulcers  frequently  seen  in  central  nervous  system 
diseases.  Cushing  in  1932  summarized  the  ex- 
perimental work  up  to  that  time  which  tended  to 
implicate  midbrain  activity,  mediated  through 


the  vagus,  in  the  pathogenesis  of  acute  gastric 
erosions.33  His  interest  was  stimulated  by  the 
incidence  of  such  ulcerations  as  complications  of 
craniocerebral  surgery.  In  this  type  of  disease 
the  hemorrhage,  although  usually  present,  is 
generally  of  minor  importance. 

In  recent  years  the  fine  anatomic  and  physio- 
logic studies  started  at  the  Nuffield  Institute  and 
carried  forward  by  Bentley  and  his  associates  in 
Newcastle34  have  aroused  increasing  interest  in 
the  role  of  arteriovenous  shunts  in  the  stomach. 
In  1953  Menegaux  and  his  associates  in  Paris36 
reported  a case  of  massive  gastric  hemorrhage 
treated  by  subtotal  resection,  in  which  they  at- 
tributed the  gastrorrhagia  to  malfunction  of  the 
arteriovenous  shunts,  an  opinion  supported  by 
microscopic  study  of  the  surgically  removed 
specimen.  These  authors  cited  other  cases  from 
the  previous  literature,  which  they  felt,  probably 
belonged  to  the  same  category,  but  in  which  no 
pathologic  evidence  was  available.  Obviously 
in  our  series  of  patients  the  same  criticism  applies 
in  all  but  the  first  case.  On  the  other  hand,  the 
therapeutic  response  to  vagectomy  has  been  so 
impressive  that  this  in  itself  suggests  the  pos- 
sibility of  a neurogenic  origin  of  the  bleeding. 

Experimental  work  in  our  laboratory  is  still 
in  the  pilot  stage  on  this  subject.  It  is  too  early 
to  state  that  we  have  been  able  to  reproduce  the 
disease  entity,  much  less  to  explain  it.  But 
these  preliminary  studies  have  confirmed  some  of 
the  half-forgotten  work  of  twenty-five  years  ago 
and  may,  we  hope,  lead  to  a better  understanding 
of  the  relative  importance  of  peptic  ulceration, 
vascular  shunting,  and  clotting  mechanisms  in 
the  hemorrhagic  diathesis,  particularly  with  refer- 
ence to  the  part  played  by  vagal  impulses. 
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Chlor promazine  and  Reserpine  Prevention  of  Myocardial  Damage  by  Histamine 

and  Serotonin 


This  experimental  study  was  undertaken  to  test 
the  hypothesis  that  one  or  several  endogenous 
chemicals,  released  during  the  clotting  process  in 
myocardial  infarction,  ma}r  be  damaging  to  cardiac 
muscle  tissue.  The  chemicals  in  question  are 
histamine  and  serotonin,  both  of  which  are  released 
in  the  disintegration  of  blood  cells  during  clotting. 
It  was  necessary  to  establish  (1)  whether  these 
chemicals  in  fact  could  produce  such  damage  in  the 
absence  of  mechanical  obstruction;  (2)  whether,  to 
produce  such  damage,  they  had  to  act  within  the 
myocardium  or  within  the  coronary  vessels,  and 


(3)  whether  a small  blood  clot  would  liberate  such 
substances  in  quantities  sufficient  to  become  patho- 
genic. Pointing  out  that  the  degree  of  paral- 
lelism between  the  materials  of  the  study  and  con- 
ditions in  the  human  heart  remains  to  be  estab- 
lished, the  author  ventures  the  observation  that 
the  finding  that  chlorpromazine  in  very  low  dosage 
prevented  the  myocardiotoxic  effect,  of  serum, 
histamine,  or  serotonin,  suggests  that  chlorpro- 
mazine might  be  used  as  an  adjuvant  in  prophy- 
lactic treatment  of  myocardial  infarction. — Peter 
H . Bulle,  Science,  July  5,  1957 


3814 


New  York  State  .1.  Med. 


The  Clinical  Diagnosis  of  Arterial  Insufficiency 
of  the  Extremities  (Legs) 


JOHN  V.  WALLER,  M.D.,  NEW  YORK  CITY 
( From  the  Medical  and  Cardiovascular  Services,  Lenox  Hill  Hospital) 


This  outline  is  designed  as  a guide  to  the 
evaluation  of  the  arterial  blood  supply  of  the 
legs  and  feet.  The  clue  to  correct  diagnosis  and 
to  successful  treatment  of  circulatory  ailments  of 
the  legs  is  frequently  found  in  the  heart  or  abdo- 
men or  by  appropriate  laboratory  examination. 
Although  the  peripheral  vascular  examination  is 
often  neglected,  it  is  an  important  part  of  the 
examination  of  the  entire  patient. 

An  impaired  arterial  supply  may  not  be 
symptomatic  at  the  time  of  discovery.  If  it 
does  cause  symptoms  and  signs,  these  will  de- 
pend on  the  location  and  degree  of  ischemia,  not 
on  the  etiology  of  the  ischemia.  Buerger’s 
disease  (thromboangiitis  obliterans),  arterio- 
sclerotic thrombosis,  traumatic  arterial  throm- 
bosis, arterial  reflex  spasm,  embolic  arterial  occlu- 
sion, and  traumatic  transection  of  an  artery  all 
cause  ischemia.  The  major  problem  is  to  recog- 
nize this  ischemia.  The  important  points  to 
cover  and  the  pitfalls  to  avoid,  along  with  the 
significance  of  each,  is  presented  in  the  following 
paragraphs. 

Important  items  in  the  history  are  (1)  rapidity 
of  onset  of  symptoms,  (2)  accompanying  general 
condition,  (3)  presence  or  absence  of  intermittent 
claudication,  (4)  presence  of  pain  at  rest  (night 
cramps,  aching  discomfort,  joint  pain,  continuous, 
severe  pain  at  rest,  severe  pain  awakening  the 
patient,  or  shooting  pain),  (5)  discomfort  on 
standing,  (6)  unusual  symptoms,  and  (7)  persis- 
tent ulcers  of  the  feet  or  legs. 

These  are  discussed  below  to  evaluate  their 
significance. 

1.  Rapidity  of  Onset. — Most  of  the  symp- 
toms associated  with  arterial  insufficiency  of  the 
legs  are  painful.  The  term,  “rapid  or  sudden 
onset  of  pain,”  applies  to  the  initial  development 
of  the  pain  at  full  intensity.  Certainly  a patient 
is  aware  of  pain  the  first  time  he  feels  it.  Gradual 
onset  of  pain  refers  to  a slow  increase  in  the  inten- 
sity and  severity  of  the  pain.  These  terms  apply 
equally  to  pain  or  pain  equivalents.  The  dif- 


ferential diagnosis1  between  certain  etiologic 
events,  such  as  a thrombotic  occlusion  versus  an 
embolic  occlusion  of  an  artery,  cannot  be  based 
solely  on  the  rapidity  of  onset  nor  on  the  initial 
progression  of  symptoms.  The  patient’s  general 
condition  and  the  presence  or  absence  of  sources 
of  emboli  as  well  as  the  location  of  the  occlusion 
or  occlusions  bear  heavily  on  this  differential 
diagnosis. 

2.  Accompanying  General  Condition.— 
Patients  with  known  heart  disease,  particularly 
those  with  atrial  fibrillation,1  are  prone  to  embolic 
arterial  occlusion.  Arteriosclerosis  is  usually  a 
disseminated  condition.  Therefore,  a history 
suggestive  of  arterial  occlusion  elsewhere,  such  as 
cerebral  vascular  disease,  renal  insufficiency,  or 
arteriosclerotic  heart  disease,  renders  the  pe- 
ripheral arteries  suspect  until  proved  innocent. 
Conversely,  on  finding  peripheral  occlusive  ar- 
terial disease  a thorough  search  for  visceral  ar- 
teriosclerosis obliterans  must  be  instituted.  In 
many  patients  the  onset  of  clinical  manifestations 
of  arterial  obliterative  disease  in  the  legs  follows2 
rather  than  precedes  the  onset  of  arteriosclerotic 
heart  disease.  This  may  be  a manifest  heart  at- 
tack, a silent  myocardial  infarct,  or  myocardial 
fibrosis,  discovered  only  by  electrocardiography 
or  cardiac  enlargement  with  or  without  congestive 
heart  failure.  Whether  this  temporal  relation- 
ship is  due  to  shock,3  to  drop  in  blood  pressure 
without  shock,  to  decreased  cardiac  output  be- 
cause of  heart  disease,  to  simultaneous  dissemi- 
nated multiple  thrombosis,  or  to  embolization 
from  a mural  thrombus  may  not  be  easily  as- 
certained. Furthermore,  any  condition  leading 
to  shock  or  marked  lowering  of  the  blood  pressure, 
even  without  clinical  shock,  may  enhance  or  pre- 
cipitate the  formation  of  arterial  or  venous 
thrombi.  Local  injury4  may  precipitate  arterial 
spasm,  either  directly  or  reflexly.  This  spasm 
will  enhance  thrombosis  significantly,  particu- 
larly if  the  artery  was  atheromatous  before  the 
spasm.  Marked  dehydration,6  such  as  that  fol- 
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lowing  an  excessive  diuresis  with  accompanying 
hemoconcentration,  may  precipitate  thrombosis. 
Polycythemia.6  primary  or  secondary,  may  be  re- 
sponsible. Diabetes  mellitus  is  notoriously  an 
aggravating  factor  in  the  development  of  athero- 
sclerosis. A history  of  frostbite,7  recurrent  super- 
ficial phlebitis,8  or  Raynaud’s9  phenomenon  of  the 
toes  or  of  the  fingers  should  alert  the  historian 
for  thorough  examination  of  the  arterial  system. 

3.  Intermittent  Claudication.  —By  defi- 
nition this  is  intermittent  limp.  It  is  a pain, 
frequently  a cramp-like  sensation,  but  it  may  be  a 
pain  equivalent  or  a paresthesia,  such  as  weak- 
ness, coldness,  or  numbness,  which  occurs  in  some 
part  of  the  lower  extremity  only  on  walking  or 
climbing.  It  never  occurs  while  at  rest  and  it 
never  occurs  while  standing.  It  is  brought  on 
only  by  exertion  and  disappears  with  rest  in  a 
standing  position.  A pain  that  comes  on  at  rest 
or  while  standing  and  is  then  made  worse  by 
walking  is  not  intermittent  claudication.  Such 
a pain  is  usually  caused  by  orthopedic  or  arthritic 
defect,  most  often  by  a flexion  deformity  of  either 
the  knee  or  of  the  hip  joint.  Typical  and  defi- 
nite intermittent  claudication  is  almost  pathog- 
nomonic of  arterial  insufficiency  of  the  muscles  of 
the  involved  extremity.  Very  rarely  intermit- 
tent claudication  may  be  due  to  arterial  spasm10 
without  underlying  organic  vascular  disease.  It 
may  be  difficult  to  elicit  the  history  in  that  our 
patients  may  have  flat  feet,  arthritis,  or  neuritis, 
as  well  as  arterial  insufficiency.  Of  course  the 
patient’s  conception  of  the  cause  of  his  troubles 
as  well  as  the  physician’s  concept  of  the  etiology 
vill  color  the  history.  Objectivity  and  patience 
are  required.  The  location  of  the  discomfort 
bears  a definite  relation  to  the  location  of  the  ar- 
terial obstruction.  If  the  onset  of  claudication  is 
in  the  gluteal  region,  there  is  diminished  arterial 
circulation  in  that  area.  This  is  secondary  to 
thrombosis11  of  the  iliac  artery  or  terminal  aorta. 
Initial  symptoms  may  appear  in  the  feet,  although 
the  occlusion  may  be  in  the  aorta,  but  as  the  pa- 
tient continues  to  walk  claudication  ascends  and 
involves  the  thigh  and  gluteal  region  as  well. 
Characteristically  the  patient  can  walk  on  un- 
even territory  in  the  country  much  farther  than 
he  can  walk  on  flat  pavement  in  the  city.  On 
flat  pavement  the  same  muscles  are  used  for  each 
step  and  no  muscle  gets  a chance  to  rest  for  more 
than  a fraction  of  a second.  On  uneven  terrain 
different  muscles  are  used  for  each  step  or  at  least 
different  parts  of  muscles  are  used,  and  individual 


fibers  or  groups  of  fibers  get  a chance  to  recover. 
Pain  or  pain  equivalent  may  be  expressed  as 
weakness,  coldness,  numbness,  tingling,  or 
cramps.  If  it  is  a cramp  sensation,  the  patient 
will  find  the  muscle  soft  when  he  examines  it 
manually  and  not  knotted  as  he  would  during  a 
night  cramp.  The  patient  may  have  to  be  in- 
structed to  observe  the  relation,  if  any,  of  his  dis- 
comfort to  walking  fast  or  walking  slowly,  walk- 
ing up  an  incline,  standing,  sitting,  or  lying 
down,  and  its  relationship  to  change  in  ambient 
temperature.  Walking  distance  should  be  esti- 
mated in  an  area  where  walking  can  be  done  con- 
tinuously  and  not  be  interrupted  by  traffic  or 
traffic  lights. 

4.  Rest  Pain.- — A.  Night  cramps  are  cramps 
occurring  in  any  of  the  muscles  of  the  lower 
extremity.  It  mav?  awaken  the  patient  at  night 
or  it  may  occur  on  stretching.  These  cramps  are 
of  unknown  etiology10  and  occur  at  all  ages. 
They  frequently  accompany  other  pathology 
such  as  flat  feet,  arthritis,  varicose  veins,  arterial 
insufficiency,  and  hypothyroidism.  They  are  not 
caused  by  vascular  disease.  Night  cramps  can 
occur  in  the  absence  of  discoverable  pathology. 
The  cramp  will  awaken  the  patient,  and  at  the 
time  he  can  feel  and  see  the  muscle  knotted  and 
tender.  It  may  occur  repeatedly  in  one  night  or 
not  again  for  months,  or  it  may  happen  every 
night.  Night  cramps  are  more  frequent  follow- 
ing an  active  rather  than  a sedentary  day.  The 
cramp,  despite  coexisting  disease,  is  frequently 
prevented  by  giving  Benadryl  or  quinine  at  bed- 
time or  by  increasing  the  amount  of  calcium  in 
the  diet. 

B.  An  aching  discomfort  which  keeps  the 
patient  awake  but  does  not  awaken  him  is 
usually  due  to  orthopedic  defect  or  disability. 
The  discomfort  frequently  comes  on  late  in  the 
day  and  is  aggravated  on  relaxation  in  bed, 
keeping  the  patient  awake  for  an  hour  or  two. 
It  is  not  vascular.  Restless  legs,  expressed  as  an 
inability  to  get  comfortable  in  bed,  is  probably 
psychogenic  in  origin. 

C.  Joint  pain  awakening  the  patient  may  be 
an  acute  arthritis,  particularly  gout.  It  does  not 
subside  with  rest  nor  with  change  hi  position,  and 
it  is  continuous  once  it  has  started. 

D.  Severe,  continuous  pain  at  rest,  not  re- 
lieved by  change  in  position  and  becoming  in- 
creasingly worse  day  and  night,  is  usually  the 
pain  of  an  infection9  in  the  foot  superimposed  on 
diabetes,  ischemia,  or  both.  Owing  to  the  lack 
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of  blood  supply,  the  cardinal  signs  of  inflammation 
may  not  be  obvious  to  the  clinician.  A very 
small  subungual  abscess  or  a small  abscess  deep 
to  a corn  or  callous  may  manifest  itself  solely  by 
pain  and  local  tenderness.  In  the  presence  of 
ischemia  the  suppuration  is  likely  to  burrow 
deep  and  follow  fascial  plains  rather  than  to 
break  through  the  surface  and  come  to  a visible 
head. 

E.  Severe  pain  awakening  the  patient  at 
night  and  relieved  by  hanging  the  feet  over  the 
side  of  the  bed  is  usually  due  to  severe  ischemia. 
During  sleep  the  basal  metabolic  rate,12  and 
consequently  the  cardiac  output,  decreases.  The 
flow  of  blood  may  be  insufficient  to  provide  ade- 
quate perfusion  through  small  collateral  and  nar- 
rowed vessels.  The  patient  has  no  difficulty 
in  falling  asleep.  He  is  awakened  after  an  hour 
or  two  by  severe  pain,  coldness,  or  numbness  of 
the  foot  and  toes.  This  is  relieved  only  by  sit- 
ting up  and  hanging  the  foot  over  the  side  of  the 
bed  or  by  getting  up  and  walking  around  the 
room  for  a couple  of  minutes.  There  is  evidence 
that  the  volume13  of  blood  in  the  foot  is  increased 
in  the  dependent  position  and  that  the  venous 
congestion  of  dependency  causes  increase  in  skin 
temperature.14'15  In  addition  to  this,  ambula- 
tion with  its  increased  cardiac  output  plus  the 
dependent  position  of  the  feet  while  walking 
would  tend  to  increase  the  blood  supply  to  the 
ischemic  areas.  With  relief  of  the  pain  the  pa- 
tient may  return  to  sleep  only  to  be  awakened 
again  after  an  hour  or  two.  This  pain  frequently 
does  not  occur  when  the  patient  lies  down  during 
the  daytime  while  awake.  This  characteristic 
nocturnal  pain  occurs  occasionally  in  the  presence 
of  old  chronic  varicose  or  postphlebitic  ulcers. 
Despite  the  presence  of  a normal  major  arterial 
circulation  there  is  presumably  ischemia  in  the 
granulation  tissue  below  the  ulcer.  With  healing 
of  the  stasis  ulcer  this  ischemic  type  of  local  pain 
disappears.  This  “ischemic”  night  pain  may  at 
times  be  confused  with  night  cramps,  to  which  it 
bears  no  relationship. 

F.  Intermittent  shooting  pain  in  the  leg  or 
foot  is  frequently  the  result  of  neuritis.  This  may 
be  due  to  spinal  cord  tumor,  herniated,  nucleus 
pulposus,  or  diabetes  mellitus,  or  it  may  be  the 
neuritis  following  a period  of  marked  ischemia. 
Nerve  tissue  is  particularly  vulnerable  to  anoxia. 
After  recovery  of  the  other  tissues  of  the  lower 
extremities  from  the  severe  initial  ischemia  caused 
by  arterial  embolus  or  sudden  arterial  thrombosis, 


the  ischemic  neuritis  may  still  be  evident  and 
may  manifest  itself  with  shooting  pains.  This 
will  occur  regardless  of  position  or  activity.  Ob- 
jective evidence  of  neuritis  is  usually  present  in 
the  form  of  impaired  cutaneous  sensation. 

5.  Discomfort  on  Standing. — Aching  in 
the  feet  due  to  orthopedic  condition  occurs  on 
prolonged  standing.  Acute  localized  pain  in  the 
plantar  surface  of  the  foot  or  toes  comes  from  an 
osteophyte,  plantar  wart,  or  perhaps  an  infected 
callous  or  corn.  The  latter  two  are  very  com- 
mon in  vascular  insufficiency.  Numbness  re- 
stricted to  the  toes,  particularly  to  the  third  and 
fourth  toes,16  with  weight  bearing  is  usually  due 
to  a metatarsalgia.  Numbness  of  all  the  toes  is 
often  due  to  tight  shoes  and  is  seldom  due  to  vas- 
cular disease.  Aching  of  the  legs,  thighs,  hips, 
and  even  the  lower  back  on  standing  is  frequently 
orthopedic.  Aching  or  bursting  pain  related  to 
the  legs  on  standing  may  be  secondary  to  disease 
of  the  veins. 

6.  Unusual  Symptoms. — Unusual  types  of 
pain,  those  which  bear  no  relationship  to  any  ac- 
tivity, rest,  or  position,  may  be  of  a psychogenic 
origin,  or  they  may  be  due  to  organic  disease. 
On  occasion  the  history  may  be  completely  mis- 
leading. A history  absolutely  typical  of  inter- 
mittent claudication  may  eventually  be  found 
after  thorough  examination  and  follow-up  to 
be  due  to  a conversion  hysteria.  Under  the 
circumstances  of  a bizarre  history  and  lack  of 
correlation  between  history  and  physical  exami- 
nation, only  repeated  observation  and  repeated 
history  taking  will  be  rewarding. 

7.  Persistent  Ulcers.- — Persistent  ulcers  or 
infection  as  well  as  recent  sores  and  inflammation 
arising  without  obvious  injury  always  make  the 
examiner  suspicious  of  ischemia,  with  or  with- 
out diabetes  mellitus.  Occasionally  the  dia- 
betic may  have  anesthesia  as  a result  of  peripheral 
neuritis,  in  which  case  ulcerations  and  infections 
are  neither  painful  nor  tender. 

Important  Items  in  the  Physical 
Examination 

In  examining  the  lower  extremities  it  is  impor- 
tant to  examine  for  one  thing  at  a time  and  not  to 
try  to  cover  all  the  different  systems  while  exam- 
ining any  one  part.  First  the  legs  should  be 
examined  for  their  arterial  supply.  After  this 
is  completed,  examine  the  venous  system.  Fol- 
low this  by  examination  of  the  joints  and  mus- 
culoskeletal system.  Finally  a neurologic  exami- 
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nation  is  performed.  Changes  in  the  skin  and 
subcutaneous  tissues  are  noted  during  the 
course  of  the  examination,  particularly  after  the 
veins  have  been  examined. 

The  first  step  in  examination  for  arterial 
disease  is  to  have  the  patient  lie  flat,  supine,  and 
with  the  legs  and  most  of  the  body  exposed  to 
room  air.  The  history  may  be  taken  and  the  re- 
mainder of  the  physical  examination  completed 
while  the  feet  and  legs  are  exposed  thus.  This 
gives  the  feet  and  legs  a chance  to  assume  a 
temperature  consistent  with  their  physiologic 
status  without  the  artificial  warmth  of  the  shoes, 
socks,  or  bed  clothes. 

1.  General  Survey  for  Gross  Abnor- 
mality and  Trophic  Changes. — Note  gross 
deformity  of  the  legs  or  feet.  Marked  dif- 
ferences in  size  of  legs,  obvious  joint  abnormal- 
ities, atrophy,  etc.  are  recorded.  Atrophy  is 
best  noted  by  measuring  the  circumference  of 
the  calves  and  thighs  at  symmetrical  areas  as 
ascertained  by  measuring  proximally  or  distally 
from  the  tibial  tubercle.  The  distribution  of 
hair  on  the  dorsum  of  the  foot  or  on  the  legs  is 
noted  and  gross  abnormalities  of  the  toenails  are 
noted. 

2.  Color  in  the  Horizontal  Position. — 
Record  the  color  of  the  feet  and  toes  while  the 
patient  is  supine.  Compare  the  plantar  aspects 
as  well  as  the  dorsal  aspects  of  the  feet.  The 
color  is  usually  normal  in  the  horizontal  position. 
Look  particularly  for  pallor  or  cyanosis  or  for 
evidence  of  infection  such  as  erythema. 

3.  Temperature  of  the  Limbs. — The  rela- 
tive temperature  of  the  extremities  is  best 
estimated  by  palpation,  using  the  dorsum  of  the 
fingers  of  the  physician’s  hand.  By  comparing 
symmetrical  areas,  such  as  the  toes  or  the  balls 
of  the  feet,  moving  the  dorsum  of  the  fingers 
rapidly  from  one  foot  to  the  other,  differences  of 
one-half  degree  centigrade  become  readily  ap- 
parent. Start  the  examination  with  the  toes 
and  compare  symmetrical  areas  of  the  legs  all 
the  way  up  to  the  proximal  thigh.  There  is  a 
large  variation  of  normal  temperature,  particu- 
larly of  the  hands  and  feet.  When  both  feet  are 
warm  this  does  not  necessarily  indicate  a normal 
arterial  system.14  Any  deviation  from  symmetry 
would  immediately  put  the  examining  physician 
on  the  alert  for  pathology.  Of  course  if  one  foot 
is  warm  and  the  other  one  is  cold,  he  cannot  tell 
from  this  finding  alone  which  foot  is  sick.  The 
foot  may  be  hot  as  the  result  of  a lumbar  sym- 


pathectomy or  of  a sympathectomy  due  to 
neuritis.  Heat  could  also  be  caused  by  infection 
in  the  foot  or  inflammation  of  other  origin.  It 
might  also  be  the  normal  temperature  for  that 
person  with  a normal  circulation.  The  cold  foot 
similarly  might  be  cold  because  of  pathologic 
arterial  obstruction  or  because  of  pathologic 
arterial  spasm,  or  it  might  be  a normal  finding 
for  that  particular  individual.  The  finding  of  a 
sharp  line  of  demarcation  between  a cold  foot, 
ankle,  and  lower  leg  and  a warm  mid-calf  would 
be  more  indicative  of  pathologic  circulation  than 
of  normal  vasospasm.  The  presence  of  sweat  or 
moisture  is  noted.  A cool,  sweaty  foot  indicates 
sympathetic17  nerve  overactivity.  This  may  or 
may  not  be  superimposed  on  organic  arterial  dis- 
ease. 

4.  Palpation  of  the  Pulses. — Examine  for 
the  arterial  pulses.  Start  with  the  femoral 
pulse.  This  is  most  easily  palpated  under  the 
inguinal  ligament,  halfway  between  the  anterior 
superior  spine  of  the  ilium  and  the  pubic  ramus. 
In  fat  people,  particularly  those  with  a large 
abdominal  panniculus,  the  anterior  spine  of  the 
ilium  and  the  inguinal  ligament  are  palpated 
much  more  cephalad  than  is  ordinarily  expected 
on  initial  inspection.  Be  quite  sure  to  find  proper 
bony  landmarks.  Hyperextension  of  the  hip 
will  assist  in  finding  this  pulse.  The  pulsation 
should  be  vigorous  and  equal  on  both  sides.  It 
is  normally  palpable  in  all  people.  After  pal- 
pation apply  a stethoscope  over  the  area  and 
listen  for  murmurs.  A normal,  unobstructed 
flow  of  blood  will  produce  no  murmurs.  A 
systolic  murmur  or  a palpable  thrill  at  the  level 
of  the  femoral  artery  indicates  partial  obstruc- 
tion more  proximally,  such  as  in  the  iliac  artery 
or  the  terminal  aorta.  These  findings  are  of 
great  significance.  Next  search  for  the  popliteal 
artery.  This  is  most  easily  palpated  with  the 
leg  relaxed  and  the  knee  lifted  partially  from  the 
examining  table,  the  tips  of  the  fingers  of  both 
hands  pressing  into  the  popliteal  space.  The 
popliteal  artery  is  usually  palpable  and  is  found 
somewhat  proximal  to  the  exact  level  of  the  knee 
joint  and  slightly  medial  to  the  midline  of  the 
extremity.  In  some  people  it  is  impossible  to 
feel  the  popliteal  artery  on  either  side.  If  it  is 
palpable  on  one  side,  it  should  normally  be 
palpable  on  the  other  side.  Next  palpate  for 
the  ankle  pulses.  The  posterior  tibial  pulse  is 
most  easily  palpated  with  the  foot  passively 
dorsiflexed  by  the  unoccupied  hand  of  the 
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examiner  by  applying  pressure  on  the  sole 
of  the  foot.  The  fingers  of  the  examining  hand 
then  search  with  varying  pressure  and  varying 
location  between  the  medial  malleolus  and  the 
medial  border  of  the  Achilles  tendon.  In  persons 
who  are  very  fat  or  who  have  marked  pronation 
of  the  feet,  and  in  some  with  very  large  bones,  it 
is  not  possible  to  feel  the  posterior  tibial  artery. 
However,  in  all  people  whose  ankles  are  normal 
in  contour  the  posterior  tibial  artery  should  be 
palpable.  The  dorsalis  pedis  artery  is  palpated 
on  the  dorsal  aspect  of  the  foot,  just  below  the 
ankle,  over  the  tarsus.  It  is  usually  situated 
immediately  lateral  to  the  extensor  tendon  of  the 
large  toe.  However,  the  dorsalis  pedis  artery 
may  vary  in  location  and  occur  almost  any  place 
on  the  dorsum  of  the  foot,  just  distal  to  the 
ankle.  It  is  absent  normally  in  one  or  both 
ankles  in  approximately  10  per  cent  of  people. 
The  search  for  the  pulses  will  be  a lot  less  trouble- 
some if  the  more  proximal  pulses  are  examined 
as  described,  before  the  more  distal  ones.  Of 
course  if  the  femoral  pulses  are  completely  ab- 
sent, the  examiner  will  not  spend  a frustrating 
hour  trying  to  find  ankle  pulses.  If  the  femoral 
and  popliteal  artery  pulsations  are  palpable, 
more  time  should  be  spent  on  the  ankles  before 
it  can  truly  be  said  that  these  arteries  are  not 
palpable.  The  examiner  and  the  patient  must 
be  comfortable;  otherwise  muscular  tremors  will 
interfere.  The  examiner  must  realize  that  he 
can  feel  his  own  digital  pulse  provided  the  temper- 
ature and  pressure  are  correct  and  that  it  is 
very  difficult,  at  times,  to  differentiate  his  own 
pulsations  from  a pulse  originating  in  the  patient. 
If  the  patient’s  pulse  is  definitely  bounding  and 
a blood  vessel  is  palpable,  it  is  easy  to  state  that 
the  pulse  is  that  of  the  patient.  If  the  pulse  is 
difficult  to  palpate,  the  examiner  must  set  up  a 
check.  This  can  be  done  in  either  of  two  ways, 
one  by  the  use  of  the  oscillometer,  which  will 
be  described  later,  and  the  other  by  employing 
an  assistant.  This  assistant  will  listen  to  the 
apical  rate  or  will  palpate  the  radial  arterj-  while 
the  examiner  counts  aloud  the  pulse  he  thinks  he 
feels.  If  he  can  count  this  with  regularity  and 
without  interruption,  and  if  over  a period  of 
10  to  12  beats  minimum  it  corresponds  with  the 
pulse  palpated  or  heard  by  the  assistant,  then 
the  examiner  has  truly  located  a pulse  of  the 
patient.  If  it  does  not  correspond  or  if  he  can 
count  only  discontinuously,  he  is  not  palpating 
the  patient’s  pulse.  A common  error  is  made  in 


the  palpation  for  ankle  pulses  by  the  examiner 
who  feels  a strong  radial  pulse  with  one  hand 
while  searching  for  ankle  pulses  with  the  fingers 
of  the  other  hand.  The  examiner  may  well  feel 
a pulsation  which  is  in  truth  not  in  a patient’s 
ankle,  because  the  very  strong  background 
sensations  supplied  on  the  palpation  of  the 
normal  radial  artery  may  overwhelm  whatever 
sensation  may  arise  from  the  region  of  the  ankle. 

This  inability  to  distinguish  feeble  sensations 
against  a strong  background  of  the  same  sensa- 
tion is  true  of  all  human  sensory  functions.  For 
instance,  it  is  well  known  that  all  audiometric 
tests  must  be  done  in  a soundproof  or  silent  room. 
Similarly,  small  increments  of  light  cannot  be 
appreciated  if  there  is  dazzling  illumination,  and 
small  increments  of  temperature  cannot  be 
appreciated  if  the  subject  is  already  hot.  There- 
fore, this  double  type  of  palpation  for  pulses  must 
be  avoided.  Another  difficulty  that  arises  stems 
from  the  muscular  fibrillations  and  twitch  ings 
frequent  in  older  people.  These  are  irregular 
and  intermittent  and  can  be  distinguished  quite 
easily  from  normal  pulses.  In  the  absence  of 
normal  pulses  or  if  only  very  feeble  arterial 
pulses  are  present,  the  fibrillations  and  fascicula- 
tions  may  interfere. 

5.  Elevation  for  Pallor.- — Pallor  is  the 
absence  of  color  except  for  a cadaverous  white. 
The  examiner  should  stand  facing  the  plantar 
surface  of  the  feet  with  a good  light  over  his 
shoulder  to  illumine  the  plantar  surface  of  the 
feet  and  toes.  Placing  his  hands  under  the 
heels  of  the  patient,  he  raises  the  legs  to  an  angle 
of  about  45  degrees  from  the  horizontal.  Normal 
feet  will  retain  a pink  color  regardless  of  the 
duration  of  the  elevation.18  If  after  about  two 
minutes  there  is  no  substantial  change  in  color, 
the  patient  should  wiggle  his  toes  or  the  examiner 
should  rub  his  hand  gently  over  the  skin  of  the 
toes  and  feet.  Either  of  these  procedures  will 
remove  the  capillary  flush,  which,  if  the  circula- 
tion is  normal,  will  return  immediately.  If  there 
is  marked  ischemia  it  will  not  return.  The 
longer  it  takes  for  the  capillary  flush  to  return, 
the  greater  the  degree  of  arterial  impairment. 
The  pallor  may  be  localized  to  one  toe,  to  several 
toes,  or  to  one  foot.  It  may  involve  both  entire 
feet. 

6.  Dependency  for  Venous  Filling. — 
After  the  presence  or  absence  of  pallor  has  been 
ascertained,  the  patient  is  asked  to  sit  up  with 
his  feet  hanging  over  the  side  of  the  bed  or  exam- 
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ining  table.  The  examining  physician  imme- 
diately fixes  his  attention  on  the  small  veins  on 
the  dorsum  of  the  feet.  In  the  absence  of  disease 
of  the  veins,  such  as  varicose  veins  or  an  old 
phlebitis,  the  arterial  blood  coming  through  the 
capillary  bed  should  just  begin  to  fill  these  small 
veins  in  less  than  twelve  seconds.  Any  delay 
beyond  twelve  seconds  is  pathologic  and  should  be 
noted.6  A delay  of  forty  seconds  or  so  is  hardly 
compatible  with  survival  of  the  limb.  Imme- 
diate filling  of  the  veins  on  dependency  is  in- 
variably due  to  venous  reflux,  and  this  of  course 
will  vitiate  the  usefulness  of  the  test  for  estimat- 
ing the  arterial  blood  flow.  The  feet  of  some 
patients,  particularly  those  of  young  women, 
may  present  no  visible  veins,  and  this  particular 
phase  of  the  examination  must  be  omitted. 

7.  Dependency  for  Rubor. — After  the 
initial  venous  filling,  look  next  for  the  flush  of 
reactive  hyperemia.  Reactive  hyperemia19  is 
the  condition  of  increased  capillary  flush  or 
erythema  which  follows  any  period  of  inter- 
rupted blood  supply.  During  the  time  that  the 
arterial  blood  is  not  flowing  through  the  capil- 
laries, while  the  feet  are  elevated,  histamine20  is 
liberated  in  these  ischemic  tissues,  and  the  his- 
tamine causes  a dilatation  of  the  small  arterioles, 
capillaries,  and  venules.  Then  when  the  leg  is 
lowered  over  the  side  of  the  table  and  the  blood 
suddenly  rushes  in,  it  gives  an  unusually  bright 
hue  to  the  skin  because  of  the  dilatation  second- 
ary to  the  histamine.  This  bright  flush  is  called 
reactive  hyperemia.  It  should  occur  simul- 
taneously over  the  dorsum  of  the  foot  and  the 
toes  uniformly.  It  should  not  normally  spread 
from  the  ankles  slowly  out  to  the  toes.  There 
should  not  be  areas  of  varying  color  on  the  dor- 
sum of  the  toes  and  of  the  foot.  Delay  in  the 
appearance  of  reactive  hyperemia  means  ischemia 
in  the  area  of  delay.  Now  allow  the  limbs  to 
hang  down  for  another  several  minutes.  Look 
for  the  development  of  rubor.  Rubor  is  a mix- 
ture of  red  from  the  reactive  hyperemia  and 
cyanosis  from  deoxygenated  slowly  flowing 
blood.  Rubor  is  not  a bright  red.  It  must  have 
an  admixture  of  blue.  The  physiologic  basis  for 
the  development  of  rubor  is  simple.  The  ar- 
terial flow  is  decreased,  and  hence,  as  the  blood 
is  pushed  through  the  capillaries  into  the  small 
venules,  it  stagnates  because  there  is  insufficient 
head  of  pressure  from  behind  to  push  the  de- 
oxygenated blood  through  into  the  deeper  veins. 
Therefore,  the  cyanosis  from  this  venous  blood 


mingles  with  the  bright  erythema  of  the  initial 
reactive  hyperemia,  and  the  result  is  purple  or 
rubor.  Rubor  which  develops  in  thirty  seconds 
indicates  a better  circulation  than  rubor  which 
takes  two  minutes  to  develop.  The  area  of 
rubor  will  encompass  the  areas  of  marked  is- 
chemia. Rubor  will  seldom  be  seen  if  there  has 
been  no  pallor  on  elevation.  The  rubor  which 
can  occur  with  venous  pathology  in  the  absence 
of  arterial  pathology  is  much  bluer  and  more 
nearly  a straight  cyanosis  than  is  the  rubor  of 
arterial  insufficiency. 

8.  Oscillometry. — With  the  patient  again 
supine,  the  physician  may  use  an  oscillometer  if 
he  so  chooses.  The  oscillometer  will  tell  the 
physician  nothing  that  he  cannot  find  out  by 
the  previous  examinations.  But  it  may  check 
on  an  error,  and  it  will  give  a definite  reference 
point  for  future  examiners.  The  units  of  oscil- 
lation are  strictly  individual  with  each  make  of 
oscillometer.  These  arbitrary  units  are  not 
comparable  from  one  kind  of  instrument  to  the 
uther. 

In  general,  an  oscillometer  cuff  applied  to  the 
foot  should  normally  yield  a visible  pulsation. 
When  the  cuff  is  applied  above  the  ankle,  the 
oscillation  should  be  from  four  to  ten  times  as 
large  as  on  the  foot,  and  when  applied  below  the 
knee  it  should  be  approximately  twice  what  it 
was  above  the  ankle.  A huge  and  unexpectedly 
large  oscillation  at  an  isolated  level  may  mean  an 
arterial  aneurysm  or  an  arteriovenous  fistula. 
Oscillometry  does  not  measure  the  flow  of  blood. 
It  measures  the  pulsation,  not  the  flow,  of  blood 
in  the  larger  arteries.  This  pulsation  is  the 
result  of  numerous  factors,  some  known,  some 
unknown.  The  known21  include  pulse  pressure, 
blood  pressure,  elasticity  or  lack  of  elasticity  of 
the  arteries  proximal  to  the  oscillometric  cuff, 
and  the  elasticity  of  the  surrounding  tissue.  It 
is  of  great  use  in  clinics  where  different  physicians 
will  follow  a patient  over  a period  of  many  years. 
A physician  may  well  question  the  fact  that 
another  physician  did  not  palpate  a dorsalis 
pedis  or  posterior  tibial  pulse  in  an  examination 
two  years  previously.  If  coupled  with  the  state- 
ment that  no  ankle  pulses  were  palpable,  the 
previous  examiner  has  recorded  a zero  oscillo- 
metric reading,  the  examining  physician  stands 
convinced. 

With  this  history  and  these  physical  exami- 
nations a physician  can  estimate  accurately  the 
arterial  sufficiency  or  insufficiency  of  the  limbs. 
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He  cannot  as  yet,  as  the  result  of  this  exami- 
nation, tell  whether  the  arterial  insufficiency  he 
found  is  responsible  for  all  of  the  symptoms. 
This  can  only  be  accomplished  after  complete 
examination  involving  the  veins,  muscles,  joints, 
ligaments,  and  nerves.  He  may  even  require 
therapeutic  testing  and  further  observation. 

55  East  72nd  Street 
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Rupture  of  the  Colon  in  Infants  During  Barium  Enema 


Acute  awareness  of  the  hazards  inherent  in  even 
■simple  diagnostic  procedures  is  particularly  indicated 
in  this  era,  when  rising  medical  costs  and  complicated 
procedures  tend  to  induce  delegation  of  certain 
functions  to  technicians.  The  authors  present  two 
cases  of  rupture  of  the  colon  in  infants  which,  they 
say,  should  serve  as  a reminder  that  in  ordering  a 
barium  study  the  physician  should  be  sure  (1)  that 
such  a study  is  indicated  and  (2)  that  adequate 
• precautions  are  taken.  The  authors  believe  that 


rupture  of  the  normal  colon  at  the  time  of  barium 
enema  is  due  to  overdistention  of  the  balloon  on 
the  rectal  catheter  at  a point  where  the  colon  is 
narrowed  and  fixed  by  the  peritoneal  reflexion. 
The  balloon  in  the  wide  rectal  ampulla  probably 
could  be  fully  inflated  without  injury.  When  such 
an  injury  does  occur,  prompt  operation  should  be 
undertaken.  One  of  the  cases  presented  terminated 
fatally. — Albert  W.  Hartman,  M.D.,  and  William  J. 
Hills,  M.D.,  Annals  of  Surgery,  May,  1957 
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Observations  in  the  Treatment  of  Bronchial  Asthma 

HARRY  MARROW,  M.D.,  AND  A.  IRWIN  KLEIXMAN,  M.D.,  BROOKLYN,  NEW  YORK 
( From  the  Department  of  Allergy,  Beth-El  Hospital ) 


The  manifestations  of  allergy  are  varied  and 
involve  anv  of  the  systems  of  the  body. 
Those  commonly  seen  are  seasonal  hay  fever, 
perennial  allergic  rhinitis,  bronchial  asthma, 
urticaria,  angio-edema,  and  eczema.  Other 
systems  of  the  body  may  become  involved,  and 
such  diseases  as  periarteritis,  leukoderma,  rheu- 
matoid arthritis,  lupus  erythematosus  and  others, 
classified  as  collagen  diseases,  are  now  considered 
to  be  the  result  of  an  allergic  reaction. 

Hay  fever  is  the  simplest  of  the  common  mani- 
festations to  diagnose,  both  by  clinical  history 
and  by  skin  test,  since  pollen  tests  are  positive 
and  confirmatory  in  a high  percentage  of  such 
cases.  There  is  a small  group  of  these  cases, 
however,  which  give  a recurring  positive 
seasonal  history  of  hay  fever,  yet  this  history  is 
not  confirmed  by  positive  pollen  skin  tests. 
Such  cases,  when  treated  with  an  appropriate 
pollen  extract,  will  frequently  give  good  results. 
On  the  other  hand,  such  a positive  seasonal 
history  may  be  misleading,  since  it  is  possible 
that  an  environmental  contact  or  a seasonal  food 
may  be  the  cause  of  a seasonal  clinical  history 
without  involving  pollens  as  etiologic  factors. 

Bronchial  asthma  may  affect  all  ages,  and  the 
diagnosis  of  the  etiologic  factor  involved  is  more 
difficult,  especially  in  the  older  age  groups.  In 
infancy  and  early  childhood  when  exposure  to 
inhalants  and  foods  is  limited,  it  may  be  possible 
to  detect  the  etiologic  factor  by  avoidance  or 
by  intentional  contact.  It  is  common  for  infants 
to  outgrow  their  food  sensitivities  with  time,  but 
inhalant  sensitivities  may  be  acquired  with  the 
years.  In  older  children  and  adults  the  dis- 
covery of  the  offending  food  or  the  environmental 
factor  is  more  difficult.  There  was  a time  when 
cases  of  rabbit  hair,  cat  and  dog  hair,  orris  root 
and  feather  sensitivities,  diagnosed  by  history 
and  skin  tests,  were  common,  and  the  mere 
elimination  of  these  contactants  was  followed  by- 
relief  of  symptoms.  In  recent  years,  however, 
with  the  education  of  the  public  by  means  of 
radio  and  newspapers  and  with  the  elimination 
of  known  irritants  in  the  manufacture  of  various 


articles,  such  as  cosmetics,  stuffed  toys,  and 
stuffed  furniture,  and  with  the  substitution  of 
foam  rubber  as  a filler,  one  now  seldom  sees  symp- 
toms resulting  from  such  inhalant  sensitivities. 
The  elimination  of  these  irritants  from  the  envi- 
ronment of  potentially  sensitive  individuals  has 
made  more  difficult  the  diagnosis  of  the  etiologic 
factors  in  a great  number  of  cases.  The  pollens 
are  still  the  most  active  allergens,  closely-  followed 
byr  dust  and  air-borne  fungus  spores,  particularly 
in  the  younger  age  group.  These  are  the  most 
frequent  causes  of  symptoms  in  a high  percentage 
of  allergic  patients.  On  the  other  hand,  when 
etiologically  involved  they-  yield  the  most 
reliable  skin  tests,  and  the  presence  of  skin  test 
reactions  to  inhalants  will  often  lead  to  a fruitful 
search  for  their  environmental  presence  and  to  a 
successful  result  following  their  complete  avoid- 
ance or  hyposensitization. 

With  foods,  however,  the  problem  is  more 
difficult.  In  a recent  study  of  a group  of  older 
children  and  adults,  positive  skin  tests  to  foods 
did  not  lead  to  easy  or  frequent  clinical  con- 
firmation.1 Of  a total  of  3,920  skin  tests  with 
foods  in  70  patients,  there  were  1,732  or  44.2 
per  cent  positive  reactions.  However,  of  these 
1,732  positive  skin  tests  only  4.5  per  cent  could 
be  confirmed  by  the  intentional  feeding  of  such 
foods.  At  first  glance  this  finding  should  cer- 
tainly detract  from  the  reliability  of  skin  testing 
with  foods  as  a diagnostic  procedure  and  should 
lead  to  the  thought  that  many  positive  skin  tests 
were  missed  by  this  method  of  testing  for  food 
sensitivity.  Yet  the  fact  that  the  negative  skin 
tests  were  found  to  be  reliable  in  98.2  per  cent  of 
the  clinical  trials  confirms  the  skin  test  as  a 
reliable  diagnostic  procedure  and  indicates  that 
foods  play-  a minor  role  as  etiologic  agents  in 
these  cases.  This  applies  not  only-  to  asthma 
but  to  other  manifestations  of  allergy  with  the 
exception  of  pollen  hay  fever  in  which  foods 
are  not  generally  involved. 

It  is  generally7  conceded  that  in  patients  over 
the  age  of  forty  the  diagnosis  of  the  etiologic 
factor  is  very  often  without  much  success.  Many 
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of  these  cases  are  labeled  intrinsic,  since  infection 
plays  a major  role,  and  skin  tests  are  usually 
negative.  Whether  or  not  one  is  willing  to 
accept  the  theory  of  bacterial  allerg}',  the  end 
results  of  the  surgical  intervention  in  cases  with 
various  foci  of  infection  have  not  been  too  suc- 
cessful. In  fact,  the  opinion  has  recently  been 
voiced  that  after  a ten-year  study  of  postoperative 
results  such  procedures  were  of  little  benefit  to 
the  chronic  asthmatic.  Since  in  such  cases 
skin  tests  are  nonrevealing  and  usually  negative, 
it  is  necessary  to  resort  to  drug  therapy  for 
relief. 

The  question  arises,  therefore,  whether  symp- 
tomatic treatment  in  such  cases  should  be  resorted 
to  in  order  to  relieve  symptoms  and  interrupt  the 
pathologic  progress  in  such  cases.  It  has  re- 
cently been  stated  that  unless  the  etiologic 
factor  in  asthma  is  sought  and  discovered,  the 
patient  is  doomed  to  symptomatic  therapy.2 
While  this  statement  is  true  in  younger  individ- 
uals, there  is  a high  percentage  of  allergic  patients 
in  whom  the  etiologic  factor  cannot  be  deter- 
mined with  the  diagnostic  methods  now  available. 
What  then  is  the  outlook  for  relief  if  not  “cure” 
in  these  patients?  Is  it  better  to  treat  these 
patients  with  dust  and  vaccine  injections  for 
want  of  any  better  therapy  and  allow  them  to  go 
on  suffering  with  severe  symptoms  day  after 
day,  or  to  find  some  drug  therapy  to  which  they 
may  respond  symptomatically?  Especially  is 
this  true  in  patients  who  have  undergone  ex- 
tensive and  repeated  surgical  procedures  for  the 
elimination  of  infected  foci  with  unsuccessful 
results. 

Symptomatic  therapy  is  necessarily  drug 
therapy.  In  the  acute  episodes  epinephrine 
subcutaneously  is  the  drug  of  choice  to  be  fol- 
lowed by  aminophylline  intravenously  when 
the  relief  with  epinephrine  is  of  short  duration. 
In  the  persistently  severe  cases,  referred  to  as 
status  asthmaticus,  relief  usually  can  be  obtained 
with  the  adrenal  cortical  hormones  and/or 
adrenocorticotropic  hormone  (ACTH).  In  the 
chronic  cases  in  which  milder  symptoms  continue 
for  long  periods  of  time  there  has  been  a tendency 
to  initiate  hormone  therapy  as  soon  as  the  diag- 
nosis has  been  made.  In  our  opinion  hormone 
therapy  should  be  avoided  in  such  cases. 
Hormones  used  over  long  periods  of  time  have 
been  shown  to  produce  certain  undesirable  side 
effects.  Also,  when  hormone  therapy  is  dis- 
continued, there  may  be  a recurrence  of  symp- 


toms, often  more  severe  than  those  for  which  the 
therapy  originally  was  used.  Hormone  therapy 
should  be  avoided  for  as  long  as  possible  but  may 
eventually  have  to  be  resorted  to  when  all  other 
remedies  fail.  However,  when  hormone  therapy 
is  used,  other  therapies  and  allergic  management 
should  not  be  abandoned  but  should  be  continued 
throughout  the  entire*  period  of  hormone  therapy. 

Potassium  iodide  is  one  of  the  most  important 
drugs  in  the  treatment  of  chronic  asthma.  As 
a saturated  solution  it  is  an  excellent  expectorant 
and  is  useful  to  thin  out  the  thick  viscid  secre- 
tion. This  is  continued  indefinitely  except 
where  symptoms  of  iodism  develop.  Iodides 
should  be  administered  to  every  case  of  chronic 
asthma.  In  certain  cases  beneficial  results  have 
been  seen  with  calcium  iodide  saturated  solution. 
This  is  true  in  thin,  undernourished  patients  in 
whom  a diagnosis  of  Koch  infection  could  not  be 
established.  I have  seen  such  patients  improve 
and  put  on  10  to  20  pounds  in  weight  with 
calcium  iodide  therapy.  When  iodide  idio- 
syncracy  is  present,  liquor  ammoniae  anisatus 
or  ammonium  chloride  0.5  to  1.0  Gm.  three 
times  a day  has  been  a satisfactory  expectorant. 
Steam  inhalation  will  aid  in  liquefying  the 
bronchial  mucous  secretion  and  thus  promote 
expectoration. 

Syrup  of  ipecac,  generally  administered  to 
children,  has  proved  an  efficient  expectorant  in 
adults  in  combination  with  other  drugs.  The 
expectorant  dose  is  five  drops  for  the  first  year  of 
age  and  one  additional  drop  for  each  additional 
year;  in  older  patients  it  is  used  in  proportion. 

Arsenic  is  an  old  remedy.  For  many  years 
asthma  sufferers  have  flocked  to  the  advocates  of 
asthma  mixtures  containing  arsenic  under  the 
mistaken  impression  that  they  were  obtaining  a 
“cure.”  As  many  physicians  who  see  asthma 
sufferers  know,  this  has  proved  to  be  a disap- 
pointment. We  occasionally  see  patients  who 
give  a history  of  their  attacks  ceasing  dramati- 
cally with  the  introduction  of  such  asthma 
remedies.  When  we  see  these  patients,  however, 
it  is  because  this  mixture  failed  to  produce  the 
desired  results  or  failed  to  maintain  the  improve- 
ment which  might  have  occurred  at  the  onset  of 
treatment.  One  must  bear  in  mind  that  in- 
organic arsenic  is  a protoplasmic  poison,  and 
repeated  administration,  even  in  small  doses, 
may  lead  to  symptoms  of  chronic  arsenic  poison- 
ing. Such  symptoms  are  insidious  in  their  onset. 
Among  the  reports  were  those  by  Pascher  and 
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Wolf3  of  cases  of  keratosis,  keratoderma,  and 
arsenic  pigmentation  after  eighteen  to  twenty 
months  of  such  treatment,  and  by  Silver  and 
Wainman4  of  melanosis,  keratosis,  gastroen- 
teritis, and  hepatitis,  which  started  after  about 
thirteen  months  on  this  mixture.  Symptoms 
may  occur  after  only  a brief  period  of  such 
therapy  as  illustrated  by  a case  described  by 
Prickman  and  Millikan.5  This  man  developed 
hemorrhagic  encephalopathy  after  only  about 
one  month  of  such  therapy.  Although  this 
patient  recovered,  there  remained  residual 
changes  of  partial  blindness  and  paresis  of  the 
upper  extremities. 

Hansen-Pruss6  studied  17  patients  who  had 
been  on  what  he  referred  to  as  the  “Gay  Formula” 
for  from  two  weeks  to  two  years.  He  found  that 
the  majority  of  these  patients  had  some  form 
of  gastrointestinal  complaints  two  to  six  weeks 
after  the  treatment  was  begun.  Two  apparently 
had  liver  damage,  and  three  had  skin  eruptions 
of  varying  extent.  There  have  been  other  re- 
ports regarding  the  deleterious  effects  of  the 
“Gay  Formula.”  All  (except  those  who  are 
directly  connected  with  this  treatment)  deplore 
the  prolonged  use  of  this  asthma  mixture  without 
close  medical  supervision.  This  preparation  can 
be  used  occasionally  if  the  patient  is  under  the 
direct  observation  of  a physician  who  should  be 
aware  of  the  dangers  involved  and  who  does  not 
maintain  such  therapy  for  prolonged  periods. 
We  do  not  believe  that  strict  supervision  can  be 
maintained  by  correspondence.  Moreover,  those 
who  prescribe  the  “Gay  Formula”  make  no 
effort  to  determine  specific  etiology.  They 
choose  to  ignore  the  progress  made  in  the  etio- 
logic  diagnosis  of  allergic  diseases  and  specific 
therapy. 

The  routine  drug  therapy  for  the  chronic 
asthmatic  patient  should  consist  of  a combination 
of  bronchodilator,  sympathicomimetic,  and  super- 
ficial vasodilator  drugs.  After  years  of  experi- 
menting with  various  combinations  of  such  drugs 
the  following  combination  has  proved  to  be 
beneficial  and  has  given  relief  of  symptoms  in  a 
high  percentage  of  such  patients.  Many  patients 
have  used  this  combination  of  drugs  in  the  form 
of  a capsule  for  as  long  as  fifteen  years  with 
good  results.  Such  medication  is  taken  in  addi- 
tion to  specific  or  nonspecific  therapy.  The 
capsule  contains  2 gr.  aminophylline,  3/s  gr. 
ephedrine  sulfates,  1 gr.  papaverine  hydrochlo- 
ride, V2  gr.  nicotinic  acid,  3 gr.  calcium  glu- 


conate, and  V2  gr.  caffein  citrate.  This  medi- 
cation is  taken  before  each  meal  and  the  ex- 
pectorant after  each  meal.  Digitalis  or  codeine 
is  added  when  indicated.  Tedral  is  taken  for 
any  acute  attack  and  a Tedral  Enteric  Coated 
tablet  is  taken  at  bedtime  to  avoid  nocturnal 
attacks  of  asthma. 

The  chronic  asthmatics  get  along  comfortably 
with  this  medication  except  when  upper  respira- 
tor}' infections  occur  with  the  change  of 
seasons.  Such  upper  respiratory  infections 
must  be  recognized  and  treated  promptly 
and  effectively  with  antibiotic  drugs.  It  is 
often  difficult  to  differentiate  between  infec- 
tion and  allergy,  and  the  indication  for  therapy 
in  such  cases  will  depend  on  the  study  of  the 
cytology  of  nasal  and  pulmonary  secretions. 
When  acute  symptoms  appear,  a preponderance 
of  neutrophils  in  nasal  smears  is  a good  indication 
of  the  presence  of  infection,  and  antibiotics,, 
both  orally  and  by  nasal  spray,  are  indicated. 
A purely  eosinophilic  response  in  the  nasal 
secretion  rules  out  infection  and  indicates  a 
search  for  a specific  cause  of  the  acute  episode. 
This  may  turn  out  to  be  a food  or  an  inhalant,  I 
such  as  a pollen,  mold,  animal  dander,  or  dust. 
Nasal  smears  have  been  very  helpful  in  the  diag-  i 
nosis  of  not  only  the  presence  of  allergy  but  also  i 
of  infection.  Sputum  smears  also  have  been 
helpful  as  an  aid  to  therapy.  Many  patients 
who  have  a minimal  amount  of  symptoms  may] 
have  neutrophils  in  the  sputum.  However, 
patients  with  persistent  wheezing,  difficult  breath- 
ing, and  expectoration  often  will  show  a pre- 
ponderance of  eosinophils  even  to  the  extent  of 
a purely  eosinophilic  response.  These  patients 
respond  very  favorably  to  an  aerosol  of  an 
antihistamine  in  combination  with  a minimal 
amount  of  epinephrine  solution.  The  usual 
treatment  in  such  cases  has  been  the  inhalation 
of  6 to  10  drops  of  Benadryl  solution  in  combina-  i 
tion  with  2 drops  of  either  Vaponefrin  or  Isuprel 
solution.  This  is  repeated  three  times  daily. 
Of  a group  of  24  patients  on  this  therapy  at 
present,  20  patients  have  had  complete  remission 
of  symptoms  for  long  periods  of  time  except  when 
upper  respiratory  infection  intervenes.  It  is 
necessary,  however,  to  check  sputum  smears  at 
each  visit.  One  cannot  depend  on  nasal  smears 
alone  since  many  patients  show  a neutrophilic 
response  in  the  nasal  secretion  but  an  eosinophilic 
response  in  the  bronchial  secretion  at  the  same 
time. 
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Conclusion 

The  search  for  the  etiologic  factors  in  treating 
allergic  patients  should  not  be  supplanted  by 
symptomatic  treatment  alone.  It  is  possible 
that  a great  enough  variety  of  allergens  are  not 
yet  available  for  testing,  and  this  may  account 
for  the  failure  of  specific  etiologic  diagnosis. 
Where  specific  therapy  cannot  be  carried  out,  the 
treatment  resolves  itself  to  the  use  of  sympto- 
matic or  drug  therapy.  Symptomatic  therapy 
has  been  successfully  used  in  a group  of  older 
patients  who,  while  not  seriously  ill,  were  suf- 
fering daily  with  milder  symptoms  and  were 
uncomfortable  and  often  desperate. 

Drugs  such  as  arsenic  which  may  lead  to 
pathologic  changes  in  the  skin  and  other  organs 
should  not  be  prescribed  over  long  periods  of 


time  without  personal  supervision  by  the  aller- 
gist or  family  physician.  Mail  order  use  of 
these  drugs  may  lead  to  disastrous  results  and 
should  be  condemned. 

The  cytologic  study  of  nasal  and  bronchial 
secretions  should  be  made  in  ever}'  case  of  re- 
spiratory allergy  as  an  aid  in  diagnosis  and  treat- 
ment. 
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A Five-Year  Follow-Up  on  a Alethod  of  Increasing 
the  Glucose  Tolerance  Test  With  Corticotropin 


HERBERT  BERGER,  M.D.,  F.A.C. 


Five  years  ago  a method  of  increasing  the 
sensitivity  of  the  glucose  tolerance  test  was 
described.1  In  short  summary,  aqueous  ACTH 
was  administered  one  hour  prior  to  the  ingestion 
of  the  100  Gm.  dose  of  glucose  by  the  fasting 
patient.  This  produced  positive  reactions  in 
some  subjects  whose  regular  glucose  tolerance 
test  was  normal.  All  siblings  fifty  years  old  or 
over  of  known  diabetics  exhibited  this  abnormal 
curve.  Two  other  subjects,  one  a fifty-year-old 
normal  control  without  a family  history  of  dia- 
betes, gave  a partially  positive  test.  The  blood 
sugar  rose  80  mg.  higher  with  corticotropin  than 
it  did  in  his  own  normal  control,  but  it  did  return 
to  his  normal  fasting  level  in  three  hours. 


'.,  STATEN  ISLAND,  NEW  YORK 


When  this  experiment  was  concluded,  it 
seemed  probable  that  a method  of  increasing  the 
sensitivity  of  the  glucose  tolerance  test  so  as  to 
detect  'potential  diabetics  may  have  been  dis- 
covered. This  assumption  could  be  proved  or 
disproved  only  by  following  these  individuals  for 
a number  of  years. 

The  present  paper  reports  our  experiences  with 
those  subjects  still  available  for  retesting.  For 
purposes  of  review  the  patients  have  been 
placed  in  three  groups. 

Results 

1 . Eight  of  the  14  patients  over  the  age  of  fifty 
who  were  siblings  of  known  diabetics  have  re- 
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sponded  for  the  five-year  follow-up.  Three  of 
these  now  have  clinical  diabetes.  One  lias  a 
fasting  blood  sugar  of  210  with  glycosuria.  The 
other  two  now  have  positive  glucose  tolerance 
tests  without  ACTH  stimulation. 

2.  There  were  in  the  original  experiment  18 
patients  over  the  age  of  fifty  who  served  as 
controls  for  the  group  above.  They  had  no 
clinical  diabetes  nor  did  they  have  a positive 
family  history  of  diabetes.  All  had  normal  glu- 
cose tolerance  tests  without  ACTH  stimulation. 
Only  one  had  a positive  test  after  corticotropin. 
Fortunately  this  patient  was  available  for  re- 
testing along  with  five  others  in  this  group. 
(Since  none  of  these  people  were  sick  during  the 
preliminary  experiment,  they  were  particularly 
hard  to  follow  up.)  The  one  positive  reactor 
now  has  clinical  diabetes  and  is  on  a restricted 
diet  with  insulin. 

3.  The  last  group  rechecked  consisted  of  six 
young  men  who  also  were  used  as  controls. 
Five  years  ago  one  had  an  abnormal  glucose 
tolerance  curve  after  ACTH  stimulation.  Only 
two  of  these  were  available  for  retesting.  One  of 
them  was  the  patient  with  the  positive  ACTH 
test.  Both  are  negative  now. 

Sum  mary 

Nine  of  the  16  patients  who  reacted  positively 
to  the  ACTH  glucose  tolerance  test  five  years 
ago  appeared  for  retesting  at  this  time.  Four 
of  these  now  may  be  considered  diabetics.  Two 
of  these  have  abnormal  glucose  tolerance  tests 
but  no  other  evidences  of  the  disease.  Two  have 


glycosuria  and  one  of  these  required  insulin.  It 
is  interesting  that  this  latter  patient  was  a mem- 
ber of  a coterie  of  individuals  used  as  normal 
controls.  It  is  particularly  significant  that  the  ' 
test  picked  him  out  of  such  a group.  He  should 
not  have  developed  diabetes  since  he  had  a 1 
negative  family  history.  Such  a case  constitutes 
the  strongest  argument  for  the  possibility  of 
value  in  this  method  of  screening  for  the  detection 
of  diabetes. 

The  patient  in  Group  3 who  reacted  positively 
five  years  ago  may  have  done  so  because  of  a 
stress  reaction.  He  was  a young  man  with 
multiple  fractures  and  was  a patient  on  the  , 

traumatic  ward.  He  represents  either  a false  ( 

positive  or  an  instance  of  excessive  gluco-corti-  . 
coid  adrenal  secretion  secondary  to  the  stress  of  , 
his  accident,  augumented  in  turn  by  the  addi- 
tional ACTH  used  in  the  test. 

There  have  been  no  diabetics  discovered  among  : 
those  who  did  not  react  positively  to  the  test. 

In  a disease  as  common  as  diabetes  this  is  a I t 
very  small  series  indeed.  Therefore,  conclusions 
may  be  inferred  rather  than  drawn.  * t 

| 1 

Conclusions  , 

It  would  seem  that  the  glucose  tolerance  test 
preceded  by  the  intramuscular  injection  of 
ACTH  may  detect  diabetes  in  individuals  who 
show  no  other  clinical  or  laboratory  manifesta- 
tions of  the  disease. 
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Bronchiectasis:  A Fourteen-Year  Appraisal 


Results  of  surgery  in  270  patients  with  primary 
bronchiectasis  supports  the  opinion  of  other  writers 
that  resectional  surgery  is  the  treatment  of  choice  in 
the  majority  of  cases  of  this  disorder.  The  authors 
were  able  to  make  long-term  follow-ups  on  264  of  the 
270  patients,  in  whom  310  resections  were  performed. 
Of  these,  223  (82.6  per  cent)  are  improved  or  com- 


pletely well.  The  authors  make  extended  analyses 
of  morbidity  and  mortality.  Over-all  case  mortality 
was  7.0  per  cent;  operative  mortality  was  1.6  per 
cent.  I - 

— II.  H.  Bradshaw,  M.D.,  Richard  T.  Myers, 
M.D.,  and  A.  Robert  Cordell,  M.D.,  Annals  of  p 
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The  Development  of  a Family  Health  Teaching 

Program 

HELEN  M.  WALLACE,  M.D.,  * MINNEAPOLIS,  MINNESOTA,  SIGMUND  L.  FRIEDMAN,  M.D.,  SOPHIE 
RABINOFF,  M.D.,  JOHN  MACIVER,  M.D.,  AND  FANNIE  I.  TOMSON,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Preventive  Medicine  and  Public  Health,  New  York  Medical  College,  Flower  and 

Fifth  Avenue  Hospitals,  New  York  City ) 


A family  health  teaching  program  was  initi- 
ated in  order  to  explore  with  third-year 
medical  students  the  concept  that  the  basic  unit 
of  health  care  is  the  family  and  not  the  individual 
as  such.  As  a corollary  of  this  concept  the  need 
to  redefine  the  role  of  the  practicing  physician  as 
a true  family  health  advisor  arose.  Sweeping 
advances  in  the  practice  of  medicine  as  a bio- 
logic science  have  tended  to  cast  into  shadow  the 
importance  and  feasibility  of  providing  care  for 
the  family  as  a social  unit. 

During  the  academic  year  1955-1956  the  au- 
thors began  to  discuss  the  possibility  of  a family 
health  teaching  program  in  the  clinical  clerkship 
in  preventive  medicine  and  public  health.  Pre- 
viously the  program  had  consisted  of  (1)  learning 
about  the  activities  of  a local  health  district  of 
the  New  York  City  Department  of  Health,  (2) 
isolated  home  visits  both  unaccompanied  and 
with  a public  health  nurse,  and  (3)  selected 
field  trips.  This  program  was  continued  during 
the  first  two  thirds  of  the  academic  year  while  the 
faculty  planned  for  the  revised  curriculum.  The 
faculty  included  staff  of  the  medical  school  and 
the  local  health  department,  planning  partici- 
pants including  physicians  (public  health  and  a 
psychiatrist),  a public  health  nurse,  and  social 
workers. 

The  curriculum  as  developed  consisted  of  a 
family  health  teaching  program,  elected  semi- 
I nars  and  conferences  on  phases  of  preventive 
I medicine  and  public  health,  and  selected  field 
trips  to  observe  the  various  community  health 
I resources.  Each  of  these  three  phases  of  the 
curriculum  consumed  about  one  third  of  the  three- 
week  period.  In  the  third  devoted  to  the  family 
health  teaching  program  students  were  paired, 
and  each  pair  was  assigned  to  a single  family. 
Thus,  for  each  three-week  clinical  clerkship, 


* Now  professor  of  maternal  and  child  health,  School  of 
Public  Health,  College  of  Medical  Sciences,  University  of 
Minnesota. 


six  patients  and  their  families  were  assigned  to 
the  12  medical  students  serving  the  clerkship. 
Patients  were  selected  from  (1)  patient  roster  of 
the  chest  clinic  service  of  the  local  health  center, 
and  (2)  families  known  to  a child  health  station 
in  the  local  health  district,  in  whom  there  was  a 
case  of  tuberculosis  or  a tuberculosis  contact. 
The  selection  was  done  by  a team  composed  of 
two  public  health  physicians  (one  each  from  the 
medical  school  and  the  local  health  center),  a 
specialist  in  tuberculosis,  and  a public  health 
nurse.  The  patients  selected  had  already  had 
some  workup  and  were  known  to  community 
agencies.  It  was  decided  that  a family  would 
be  assigned  only  once  for  teaching  purposes. 

The  assignment  to  the  students  was  made  on 
the  first  day  of  the  clerkship.  Within  the  follow- 
ing two  days  the  students  visited  their  families 
with  the  public  health  nurse  regularly  assigned 
to  that  family.  The  nurse  introduced  the  stu- 
dents to  the  patient  and  his  family  as  Dr. 

, physician-in-training.  At  this  time 

the  students  made  appointments  for  return  visits. 
On  the  return  visits  histories  were  taken  anti 
arrangements  made  for  physical  examinations 
for  adults  at  the  local  health  center.  Children 
were  examined  at  home. 

Each  pair  of  students  was  assigned  to  a medical 
preceptor.  The  preceptors  were  available  to  the 
students  as  frequently  as  the  students  required 
during  the  three-week  period.  In  general  these 
meetings  took  place  about  once  weekly.  The 
preceptor  was  responsible  for  general  direction 
and  guidance  of  the  students,  including  channel- 
ing them  to  the  appropriate  personnel  and  agen- 
cies. 

Early  in  the  second  week  of  the  clerkship  a 
faculty  team  met  with  the  entire  group  of  12 
students.  All  six  of  the  patients  and  their 
families  were  briefly  discussed.  The  students 
then  concluded  the  study  of  their  families  under 
the  guidance  of  their  medical  preceptors.  It  was 
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TABLE  I. — Decisions  of  Future  Medical  Career  of  80 
Medical  Students 


Choice 

Number 

of 

Students 

Private  practice  (37) 

General  practice 

14 

Internal  medicine 

8 

Pediatrics 

3 

Obstetrics 

1 

Genitourinary 

1 

Radiology 

1 

Psychiatry 

3 

Surgery 

5 

Ear-nose-throat 

1 

Not  private  practice  (1) 

Legal  medicine 

1 

Undecided  (42) 

Fully  undecided 

30 

Probably  private  practice,  type  undecided 

12 

in  this  latter  period  that  most  of  the  visits  to  the 
community  agencies  were  made.  From  ex- 
perience it  was  known  that  a small  number  of 
community  agencies  would  be  known  to  and 
used  by  the  families.  These  included  the  local 
department  of  welfare,  family  service  agencies, 
day  care  centers,  and  several  of  the  local  hos- 
pitals. Steps  had  been  taken  to  obtain  broad 
clearance  with  these  agencies  and  the  name  of 
the  responsible  person  with  whom  the  medical 
student  would  confer  when  indicated. 

It  was  stressed  that  under  no  circumstances 
would  the  student  give  any  type  of  medical 
advice  or  direction  to  the  patient  and  his  family. 

At  the  end  of  the  clerkship  two  half-days  were 
devoted  to  the  presentations  of  the  student  re- 
ports. Participating  in  these  seminars  were  the 
selecting  team,  the  chairman  of  the  Departs 
ment  of  Preventive  Medicine  and  Public  Health, 
a psychiatrist,  a medical  care  administrator,  a 
nutritionist,  a social  worker,  two  hospital  admin- 
istrators, and  representatives  of  the  local  welfare 
department.  The  student  reports  were  then 
made  available  to  the  local  public  health  officer 
and  her  staff  for  consideration  of  the  findings  and 
recommendations  and  were  then  returned  to  the 
medical  school. 

With  the  initiation  of  the  new  teaching  pro- 
gram one  of  the  obvious  needs  was  to  develop  a 
method  of  evaluating  the  new  program  and  of 
comparing  it  with  the  previous  one.  One  of  the 
methods  used  was  the  distribution  of  an  un- 
signed questionnaire  study  form  to  the  third- 
year  students  at  the  end  of  the  year.  The 
purpose  was  to  secure  the  reactions  and  opinions 
of  the  entire  class  of  110.  The  remainder  of  this 
paper  will  describe  the  analysis  of  the  data  pro- 


TABLE  II. — Reasons  for  Selection  of  Certain  Services 
of  Particular  Interest  and  Assistance* 


Number  of  Students 

Reason 

Group 

Group 

A 

B 

Assistance  in  future  medical  career 

30 

9 

Specific  knowledge 

24 

4 

Socioeconomic  and  cultural  aspects 

17 

8 

Public  health  aspects 

15 

4 

Caliber  of  instruction 

10 

4 

Direct  participation  by  students 

9 

2 

Miscellaneous 

10 

2 

* Students  did  not  confine  themselves  to  one  reason. 


vided  by  the  students  on  the  study  forms.  For 
purposes  of  analysis  the  class  is  divided  into  two 
groups.  Group  A had  the  original  curriculum 
and  group  B had  the  family  health  teaching 
program. 

Findings 

Of  the  third  year  class  73  per  cent  (80  of  110) 
returned  the  study  form.  Of  the  25  students  in 
group  B (the  group  which  had  the  family  health 
teaching  program  91  per  cent  (21)  replied,  as 
compared  with  68  per  cent  (59)  of  the  85  stu- 
dents in  group  A (the  group  prior  to  the  family 
health  teaching  program). 

The  students  were  asked  whether  they  liked 
the  clerkship.  Ninety-one  per  cent  (19  of  21)  of 
the  students  in  group  B liked  it,  in  comparison 
with  63  per  cent  (37  of  59)  in  group  A. 

The  students  were  asked  whether  in  their 
opinion  the  clerkship  would  help  in  their  future 
medical  career.  Ninety-five  per  cent  of  the 
respondents  answered  affirmatively,  4 per  cent 
answered  negatively,  and  1 per  cent  felt  that  it 
was  questionable.  There  was  no  difference  be- 
tween group  A and  group  B. 

The  study  form  contained  a number  of  ques- 
tions about  the  future  medical  career  planned  by 
each  student.  Forty-five  per  cent  had  already 
decided  to  go  into  private  practice.  Of  this 
group  38  per  cent  had  decided  to  go  into  general 
practice  and  62  per  cent  had  decided  to  specialize. 
Forty-four  per  cent  were  undecided  about  their 
future  medical  career,  and  one  student  had  de- 

1 p, 

cided  to  go  into  the  field  of  legal  medicine. 

(See  Table  I.)  Because  of  the  small  numbers  it 
was  not  possible  to  analyze  the  data  by  groups  A 
and  B,  nor  was  it  possible  to  analyze  the  sub- 
sequent data  by  type  of  future  medical  career. 

Parts  of  Clerkship  of  Interest  and 
Assistance.- — Group  A selected  the  home  visits 
(either  with  a public  health  nurse  or  unaccom- 
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TABLE  III. — Reasons  for  Disapproval  of  Certain 
Services  as  Lacking  Interest,  Dull,  and  Not  Helpful 


Group 

Group 

Reason 

A 

B 

Poor  caliber  of  instruction 

Lack  of  assistance  in  future  medical 

59 

20 

career 

8 

1 

Lack  of  specific  knowledge  gained 

6 

2 

No  direct  participation  by  students 

6 

0 

Disinterest  in  public  health  aspects 
Disinterest  in  socioeconomic  and  cul- 

2 

0 

tural  aspects 

1 

1 

panied),  observation  in  a child  health  station, 
and  visits  to  the  tuberculosis  and  venereal 
disease  clinics  as  their  most  frequent  choices. 
Group  B selected  the  family  study  and  the  child 
health  station  as  their  most  frequent  choices. 
It  is  evident  that  both  groups  preferred  the  ob- 
servation of  families  in  their  own  homes  and 
observation  of  child  health  station  work. 

Table  II  shows  the  reasons  for  their  preferences. 
The  most  frequent  reason  given  by  both  group 
A and  B was  that  it  would  help  them  in  their 
future  medical  career.  Next  most  frequent 
reasons  were  the  specific  knowledge  acquired  and 
information  concerning  the  socioeconomic  and 
cultural  aspects. 

Parts  op  Clerkship  Lacking  Interest,  Dull 
and  Not  Helpful. — Group  A indicated  dis- 
approval of  visits  to  industrial  plants  and  to  the 
nutrition  clinic,  conferences  and  seminars  in 
general,  and  visits  to  the  eye  clinic.  Group  B 
disapproved  of  visits  to  medical  care  programs, 
conferences  and  seminars  in  general,  and  visits  to 


a respirator  center  for  poliomyelitis  patients. 
Both  groups  agreed  on  conferences  and  seminars.f 
The  other  areas  disapproved  by  group  A had 
been  discontinued  by  the  time  group  B entered 
their  clerkship. 

Table  III  shows  the  reasons  for  the  students’ 
disapproval.  The  most  frequent  reason  is  the 
caliber  of  the  instruction. 

Comparison  with  Other  Clerkships. — 
From  Table  IV  it  seems  clear  that  in  general  the 
students  felt  that  the  three  most  valuable  clerk- 
ships in  the  third  year  were  medicine,  pediatrics, 
and  obstetrics.  Surgery  represented  the  fourth 
most  valuable  clerkship.  These  first  four  choices 
are  of  interest  because  they  represent  the  depart- 
ments in  which  most  emphasis  is  placed  at  present- 
in  most  medical  schools.  It  would  also  appear 
that  the  clerkship  in  preventive  medicine  ranks  in 
the  middle  third,  that  is,  not  among  the  first 
four  but  also  not  among  the  least  interesting. 

Relative  Emphases  on  Certain  Aspects  of 
Instruction  in  the  Various  Departments. — 
The  students  of  both  groups  A and  B were  of 
the  opinion  that  there  was  similarity  of  emphasis 
on  history  taking  and  prevention  of  illness  in 
most  departments  of  the  medical  school.  How- 
ever, they  were  of  the  opinion  that  many  other 
departments  did  not  refer  to  the  relationship  of 
the  patient  to  his  family,  to  his  social  environ- 

t The  faculty  itself  had  realized  that  some  of  the  confer- 
ences and  seminars  had  not  been  successful.  Discussions 
had  led  to  preliminary  steps  being  taken  toward  the  im- 
provement of  the  teaching  methods  employed. 


TABLE  IV. — Comparison  of  Program  with  Other  Clerkships 


More 

Group  A 

As 

Less 

More 

Group  B 

As 

Less 

Valuable 

Valuable 

Valuable 

Valuable 

Valuable 

Valuable 

Than 

As 

Than 

Than 

As 

Than 

Psychiatry 

4 

4 

3 

1 

Ophthalmology 

9 

1 

1 

4 

3 

Physical  medicine 

6 

3 

1 

4 

3 

Orthopedics 

2 

5 

2 

1 

Medicine 

1 

10 

33 

1 

3 

11 

Ear,  nose,  and  throat 

4 

3 

1 

2 

Obstetrics 

2 

8 

28 

1 

11 

Dermatology 

3 

2 

3 

Surgery 

2 

18 

23 

3 

6 

6 

Allergy 

i 

1 

Proctology 

i 

Genitourinary 

5 

1 

1 

Pediatrics 

8 

30 

11 

Gastrointestinal 

1 

Radiology 

1 

2 

1 

2 

Neurology 

2 

2 

Cardiology 

1 

Many 

2 

2 

1 

None 

3 

1 

3 

3 

All  Others 

2 

2 

3 

2 

Any 

6 

Other  Specialties 

1 
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TABLE  V. — Major  Concepts  or  Helps  Gained  From 
Clerkship  in  Public  Health 


. Number  of  times 
expressed 

Group 

Group 

Gains 

A 

B 

Better  understanding  of  public  health 
Better  understanding  of  socioeconomic 

63 

19 

and  cultural  aspects 
Better  understanding  of  assistance  in 

46 

17 

future  medical  career 

43 

17 

Additional  specific  knowledge 

14 

0 

TABLE  VI. — Suggestions  for  Additions  to  Clerkship 


Suggestion 

Group 

A 

Group 

B 

Improving  caliber  of  instruction 

23 

5 

Endorsed  family  health  study 

20 

3 

Adding  specific  public  health  services  and 
administration 

10 

6 

Adding  environmental  hygiene  and  sani- 
tation 

8 

3 

Adding  maternal  and  child  health 

6 

3 

Adding  mental  health 

4 

1 

Adding  industrial  hygiene 

3 

1 

Miscellaneous 

7 

6 

j: 
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P8 
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mcnt,  and  to  society,  and  that  these  aspects 
were  stressed  more  in  the  department  of  preven- 
tive medicine  and  public  health. 

Extension  of  Family  Health  Teaching 
Program.- — The  following  question  was  also 
asked  of  the  students:  Would  you  feel  it  would 
be  helpful  or  not  helpful  to  you  in  your  future 
medical  career  to  be  assigned  as  a family  health 
advisor  to  a patient  and  his  family?  In  this 
capacity  you  would(  be  responsible  for  the  follow- 
ing: (a)  complete  initial  health  appraisal  of  the 
patient  and  his  family,  (b)  discussion  with  the 
physicians  and  major  community  agencies  (hos- 
pital, health,  welfare,  social,  family,  etc.),  (c) 
continuing  health  appraisal  and  detection  of 
incipient  health  problems,  (d)  making  recommen- 
dations regarding  the  family’s  health  status  to  a 
faculty  advisor,  (e)  setting  up  and  following 
through  a co-ordinated  health  plan  for  the  family 
under  the  supervision  of  a faculty  advisor. 

Ninety-three  per  cent  of  the  students  in 
group  A and  86  per  cent  of  the  students  in  group 
B stated  that  they  would  like  to  do  so. 

Major  Ideas  or  Concepts  from  Clerkship. 
— Table  V summarizes  the  replies  to  the  question 
asking  a priority  list  of  the  most  important  ideas 
taken  away  from  the  clerkship.  The  three  most 
frequent  occurred  in  the  areas  of  public  health 
aspects,  socioeconomic  and  cultural  aspects,  and 
in  the  area  of  assistance  in  the  students’  future 
career.  Some  of  the  specific  ideas  the  students 
mentioned,  in  addition  to  those  relating  to  pre- 
vention of  disease,  included  the  responsibility  of 
the  physician  to  the  community,  the  services 
available  to  the  physician  and  his  patients,  how 
the  practicing  physician  and  the  health  depart- 
ment can  work  effectively  together,  insight  into 
the  Puerto  Rican  and  Negro  cultures,  group 
practice,  the  value  of  the  public  health  nurse  to 
the  community,  the  lack  of  coordination  among 
local  agencies,  the  community’s  responsibility  for 
the  health  of  the  people,  and  the  growing  field  of 
public  health  as  a medical  career. 


Suggestions  for  Additions  to  Clerkship. — 
Both  groups  A and  B were  of  the  opinion  that  the 
caliber  of  the  instruction  should  be  improved. 
By  the  end  of  the  academic  year  the  students  in 
group  B had  evidently  discussed  the  new  program 
with  their  classmates  in  group  A and  seemed  to 
have  communicated  some  enthusiasm  about  it. 
One  third  of  the  students  in  group  A had  evidently 
heard  enough  about  the  family  health  teaching 
program  from  their  classmates  in  group  B to 
suggest  its  inclusion  spontaneous!}'.  Both  groups 
made  a number  of  other  suggestions  about  health 
services  or  programs  which  they  wished  added. 
The  most  frequent  were  observation  in  a cancer 
detection  clinic  (4)  and  more  information  about 
medical  care  plans  (3)  (Table  VI). 

Suggestions  for  Deletions  from  Clerkship. 
—The  most  frequently  suggested  deletion  was 
any  activity  which  was  poorly  taught.  In  fact 
the  students  suggested  that  most  of  the  seminars 
be  eliminated  unless  better  leaders  could  be  found. 
In  addition,  group  A suggested  deleting  visits  to 
industrial  plants,  services  such  as  the  eye  clinic, 
the  school  health  program,  immunization  activi- 
ties, and  visits  to  the  nutrition  clinic.  All  of  these 
parts  of  the  curriculum  had  been  eliminated  by 
the  time  group  B participated  in  the  clerkship. 

Other  Suggestions. — Opportunity  was  af- 
forded the  students  in  the  questionnaire  to  make 
whatever  suggestions  they  wished.  Of  a great 
variety  of  suggestions  offered,  the  most  striking 
was  that  the  caliber  of  teaching  be  improved. 
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The  outstanding  finding  in  the  study  was  the 
students’  favorable  reaction  to  the  new  family 
health  teaching  program.  For  example,  group 
B,  which  had  had  the  family  health  teaching  pro-  | 
gram,  preferred  it  to  any  other  part  of  the  clerk- 
ship. Ninety  per  cent  of  both  groups  A and  B 
considered  it  a desirable  part  of  the  clerkship. 
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Moreover,  one  third  of  group  A specifically 
| endorsed  its  inclusion  in  the  clerkship,  although 
they  had  had  no  personal  experience  with  it. 
In  addition,  the  medical  preceptors  learned  of  the 
students’  reactions  through  their  conferences 
and  during  several  beer  parties  given  by  the 
faculty  for  the  students.  These  reactions  ap- 
peared to  confirm  the  study-form  results,  and 
have  led  to  the  decision  to  continue  the  program 
with  some  revisions. 

The  students’  concern  for  the  families  may  be 
illustrated  by  the  following  example.  In  this 
case  a family  had  no  funds  for  food,  etc.  to  carry 
them  over  the  weekend.  The  students  personally 
took  the  family  late  on  a Friday  afternoon  to  a 
community  social  agency  and  secured  emergency 
funds.  They  then  took  the  family  early  Monday 
morning  to  the  local  welfare  department.  There 
were  other  instances  in  which  the  family  as  well 
as  the  student  benefited.  It  will  be  recalled  that 
the  program  included  the  transmission  of  the 
students’  reports  and  recommendations  to  the 
staff  of  the  local  health  district  of  the  City 
Department  of  Health.  Of  the  84  recommenda- 
tions made  by  the  students  on  13  families  38 
(45  per  cent)  were  accepted  for  follow-up,  25 
(30  per  cent)  were  accepted  but  follow-up  had 
already  been  initiated  by  the  staff,  13  (16  per 
cent)  were  considered  desirable  but  could  not  be 
implemented  because  of  limited  community  re- 
sources, and  7 (8  per  cent)  were  rejected  by  the 
staff. 

The  major  reason  for  the  students’  unfavorable 
reactions  to  certain  parts  of  the  clerkship  was  the 
poor  caliber  of  instruction.  Poor  teaching  was 
also  the  reason  given  for  their  suggestions  about 
deletions  and  additions  to  the  future  teaching 
program.  That  this  is  a reasonable  comment 
is  evident.  Improvement  in  teaching  methods 
and  recruitment  of  good  teachers  would  seem 
indicated. 

It  is  of  interest  that  less  than  half  of  the  class 
had  decided  on  a future  field  of  medicine  by  the 
end  of  the  third  year.  This  finding  deserves 
further  investigation  to  determine  its  significance. 
Since  there  is  a shortage  of  psychiatrists,  phys- 
iatrists,  and  physicians  trained  in  public  health, 


an  opportunity  exists  to  interest  medical  students 
in  these  fields.  Certainly  improved  teaching 
methods  might  well  have  a desirable  effect.  It 
may  well  be  that  a re-evaluation  of  the  entire 
medical  curriculum  is  in  order  to  give  added 
weight  to  these  fields  where  the  shortages  are 
greatest. 

It  is  of  interest  that  the  students  were  of  the 
opinion  that  the  emphasis  on  history  taking  and 
prevention  of  illness  was  similar  to  that  stressed 
by  other  departments.  However,  the  clerkship 
in  preventive  medicine  and  public  health  placed 
more  stress  on  the  relationship  of  the  patient  to 
his  family,  to  his  social  environment,  and  to 
society.  This  finding  might  provide  leads  for 
other  departments. 

The  faculty  does  not  consider  a single,  three- 
week  experience  in  a family  health  teaching 
program  to  be  ideal.  A beginning,  however,  has 
been  made.  In  the  opinion  of  the  authors  the 
program  should  extend  over  a longer  period  of 
time  and  should  include  other  departments  and 
disciplines.  Co-ordination  with  such  depart- 
ments as  psychiatry  and  rehabilitation  would 
appear  particularly  desirable,  and  the  addition  of 
a sociologist  or  cultural  anthropologist  would  be 
advisable.  Discussions  are  currently  being  held 
to  expand  the  course  in  this  direction. 

Summary 

This  report  describes  the  introduction  of  a 
family  health  teaching  program  for  third-year 
medical  students  along  with  its  short-range  results 
as  determined  by  an  unsigned  questionnaire 
completed  by  the  students.  There  seems  to  be 
little  doubt  that  the  students  thought  its  intro- 
duction was  an  improvement  over  the  previous 
curriculum.  The  faculty  unanimously  concurred 
in  this  opinion.  The  families  studied  also  de- 
rived benefit  from  the  program. 

One  other  significant  fact  which  the  question- 
naire elicited  is  that  less  than  one  half  of  the 
third-year  class  at  the  New  York  Medical  College 
had  decided  on  a future  medical  career.  The 
implications  of  this  finding  may  have  importance 
to  those  who  have  responsibility  for  the  plan- 
ning of  medical  manpower  and  distribution. 


For  parlor  use  the  vague  generality  is  a life-saver. — George  Ade 
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The  Roentgenologic  Diagnosis  of  Roundworm 

Infection 

THOMAS  S.  BUMBALO,  M.D.,  AND  DONALD  W.  STIFF,  M.D.,  BUFFALO,  NEW  YORK 

( From  the  Pediatric  and  Radiology  Services,  E.  J.  Meyer  Memorial  Hospital,  and  University  of  Buffalo 

School  of  Medicine) 

With  the  great  influx  in  recent  years  of  Puerto 
Ricans  to  many  of  the  large  industrial 
cities  and  farmlands  of  the  northeastern  part  of 
the  United  States,  the  incidence  of  roundworm 
infection  has  increased  sufficiently  to  consider 
this  diagnosis  in  areas  where  roundworm  infection 
formerly  was  seen  only  infrequently.  Since  even 
repeated  examination  of  stools  in  some  cases  of 
ascariasis  may  fail  to  reveal  eggs,1  an  additional 
diagnostic  procedure  can  save  both  time  and 
expense  in  establishing  a definite  diagnosis  in 
such  suspected  cases. 

While  the  role  of  roentgen  examination  in  the 
diagnosis  of  roundworm  infection  in  military 
personnel  has  been  reported,1’2  little  reference  to 
its  application  in  civilian  practice  is  found  in  the 
literature.  The  authors  wish  to  call  the  attention 
of  all  practitioners  of  medicine,  particularly  the 
pediatrician  and  the  general  practitioner,  to  this 
practical  diagnostic  procedure. 


Fritz,3  in  1922  was  the  first  to  report  on  the 
roentgen  diagnosis  of  ascariasis.  Archer  and 
Peterson4  in  1930  were  the  first  to  report  on  this 
subject  in  this  country.  Since  the  publication  of 
Fritz’s  paper,  Garland,5  Minteer  et  al.,1  Lofstrom 
et  al.,2  and  Porcher  et  al.6  have  reported  on  this 
subject  in  the  roentgenologic  literature. 

In  the  past  year  at  the  Edward  J.  Meyer 
Memorial  Hospital  we  studied  a group  of  eight 
children  and  two  adults  infected  with  Ascaris 
lumbricoides  (Table  I).  Five  of  the  Puerto 
Rican  children  were  infected  with  both  Ascaris 
lumbricoides  and  Trichuris  trichiuria.  One  of 
these  five  children  was  also  infected  with  Necator 
americanus,  and  one  patient  (A.  A.)  of  this 
group  was  infected  with  Ascaris  lumbricoides, 
Trichuris  trichiuria,  Necator  americanus,  and 
Schistosoma  mansoni.  The  remaining  five 
patients,  three  children  and  two  adults,  were 
infected  with  only  Ascaris  lumbricoides.  Eight 


TABLE  I. — Study  of  Ten  Patients  Infected  With  Ascaris  Lumbricoides* 


Blood  Picture 


Age 

Patient  (Yrs 

Race  or 
National 
) Origin 

History  Symptoms 

Tem- 

perature 

Hemo- 

globin 

(Gm.) 

Eosino- 

phils 

(Per 

Cent) 

Parasites 
Found  in 
Stools 

1 

M.  A. 

7 

Puerto  Rican 

No  worms  in  stools,  Anorexia 
here  six  months 
from  Puerto  Rico 

100  F. 

11.7 

9 

A.  lumbricoides  ova 
and  T.  trichiura 

•j 

A.  A. 

10 

Puerto  Rican 

Passed  worms  No  complaints 

100  F. 

11 

8 

A.  lumbricoides  ova,  T. 
trichiura,  S.  man- 
soni, and  N.  ameri- 
canus 

F.  S. 

4 

Puerto  Rican 

No  worms  No  complaints 

100.2  F. 

10.5 

6 

T.  trichiuria  (no  A. 
lumbricoides) 

1 

A.  S. 

5 

Puerto  Rican 

No  worms  No  complaints 

100  F. 

10.8 

13 

T.  trichiuria  (no  A. 
lumbricoides) 

H.  S. 

15 

Puerto  Rican 

Passed  worms  No  complaints 

99  F. 

11 

2 

T.  trichiuria  and  N. 
americanus  (no  A. 
lumbricoides) 

M.  G. 

68 

Negro 

Weight  loss,  right  Questionable  epi- 
upper  quadrant  gastric  mass 

pain 

12 

10 

No  ova  or  parasites 

I.  C. 

8 

Puerto  Rican 

Cough,  asthmatic  .... 

bronchitis,  no 

worms 

102.8  F. 

10 

6 

No  ova  or  parasites 

•j  . 

M.  W. 

10 

Negro 

Passed  worms  Abdominal  cramps 

100  F. 

16 

6 

No  ova  or  parasites 

- 

C.  W. 

2 

Negro 

Possible  tuberculosis  Abdominal  cramps 

99  F. 

7.5 

6 to  23 

No  ova  or  parasites 

C.  C. 

27 

Japanese 

Intermittent  abdom-  Vaginal  bleeding, 
inal  discomfort  passing  clots 

12 

0 

No  ova  or  parasites 

U\ 
•[  !»., 

* X- 

rays  of  all  patients  were  positive  for  Ascaris  lumbricoides. 
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Fig.  1.  Radiograph  taken  sixty  minutes  after  inges- 
tion of  barium.  Asearis  lumbricoides  in  small  intes- 
tine. These  produce  broad,  curvilinear  filling  defects, 
usually  curved  or  coiled. 


of  these  ten  patients  had  front  one  to  four  negative 
stools  for  the  ova  of  Asearis  lumbricoides.  The 
other  two  patients  who  had  multiple  parasitic 
infections  had  positive  stools  for  Asearis  lum- 
bricoides. In  all  ten  patients  roundworms  were 
readily  demonstrated  roentgenologically  in  the 
intestinal  tract.  All  ten  patients  infected  with 
Asearis  lumbricoides  were  treated  with  pipera- 
zine7 and  responded  successfully  to  one  course  of 
the  drug. 

Roentgenologic  Findings 

Asearis  lumbricoides  are  seen  in  the  small 
bowel  as  linear  filling  defects,  usually  curved  or 
coiled.  They  may  be  no  more  than  2 mm.  in 
width  or  as  wide  as  1 cm.  The  length  of  the 
filling  defect  will  vary  from  2 to  10  cm.  or  more 
as  demonstrated  roentgenographically.  Careful 
examination  of  the  small  bowel  pattern  is  needed 
to  rule  out  the  presence  of  roundworms,  although 
in  some  patients  the  worms  are  large,  numerous, 
and  readily  seen. 

No  special  preparation  other  than  that  com- 
monly used  prior  to  an  upper  gastrointestinal 
series  need  be  carried  out.  A light  supper  the 
evening  before  examination  is  recommended, 
nothing  by  mouth  being  taken  after  midnight 
prior  to  examination.  A barium  meal  is  given  in 
the  morning,  the  upper  gastrointestinal  tract  be- 


Fig. 2.  Same  patient  as  Fig.  1 . Radiograph  four 
hours  after  ingestion  of  barium  meal.  Many  Asearis 
lumbricoides  in  small  bowel. 


ing  examined  in  the  usual  manner.  The  small 
bowel  is  studied  with  serial  roentgenograms  at 
thirty-minute  intervals,  these  being  taken  until 
the  small  bowel  is  emptied. 

Many  observers  have  reported  the  presence  of 
barium  in  the  gut  of  the  worm  after  passage  of 
barium  through  the  intestinal  tract  of  the  patient. 
While  this  is  occasionally  seen  in  Asearis  in- 
festations, it  is  far  less  frequently  observed  than 
is  the  finding  of  the  filling  defects  described. 
Not  all  worms  are  so  sufficiently  obliging  as  to 
partake  of  the  barium  meal. 

Figures  1 and  2 show  the  curvilinear  filling 
defects  in  the  small  bowel.  The  appearance  is 
typical  of  asearis  infestation.  In  some  patients 
only  a single  worm  will  be  found.  Figure  3 
shows  a tapeworm  in  the  jejunum  in  addition  to 
asearis,  this  having  been  an  incidental  finding  in 
the  search  for  roundworms. 

Discussion 

Of  this  group  of  ten  patients  with  Asearis 
lumbricoides  only  two  had  positive  stools  for 
Asearis  lumbricoides  ova.  This  represents  a 
rather  low  percentage  (20  per  cent)  of  positive 
stools  for  ova  in  infected  patients.  However, 
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Fig.  3.  Patient  with  tapeworm  (upper  arrow)  and 
Ascaris  lumbricoides  (lower  arrow),  demonstrated  dur- 
ing small  bowel  series. 


the  percentage  of  positive  stools  for  all  cases  of 
ascariasis  seen  at  the  Meyer  Hospital  is  con- 
siderably higher.  While  these  patients  had  from 
one  to  four  routine  stool  examinations  for  ova, 
stool  examinations  for  ova  were  discontinued  as 
soon  as  the  gastrointestinal  series  were  reported 
positive  for  roundworms.  There  is  no  doubt  that 
continued  examination  of  stools  would  yield  a 
higher  per  cent  of  positive  stools.  The  diagnosis 
of  ascariasis  is  usually  made  on  the  recovery  of 
the  characteristic  ova  from  the  stools.  A single 
female  worm  produces  approximately  200,000 
eggs  daily*,8  a sufficient  load  of  eggs  to  assure 
their  discovery  in  a centrifuged  specimen  of 
feces.  However,  barring  all  human  errors  in  the 
examination  of  stools  for  Ascaris  lumbicoides  ova, 
3.34  per  cent  of  all  cases  of  ascariasis  will  never 


reveal  ova,  even  in  the  hands  of  the  most  astute 
and  diligent  examiner,  because  it  is  estimated  that 
3.34  per  cent  of  patients9  have  “bachelor  in- 
fections,” and  therefore  their  bowels  contain 
only  male  worms. 

We  have  found  roundworms  roentgenograph- 
ieally  in  children  in  whom  the  clinical  im- 
pression had  been  peptic  ulcer.  It  is  our  opinion 
that  all  children  with  abdominal  complaints  for 
which  no  cause  has  been  found  should  be  studied 
for  the  presence  of  Ascaris  lumbricoides. 


Summary 

1.  Roentgenologic  study  of  the  gastrointesti- 
nal tract  is  recommended  as  an  additional 
diagnostic  procedure  in  establishing  the  diagnosis 
of  ascariasis. 

2.  This  procedure  is  particularly  helpful  in 
those  suspected  cases  of  ascariasis  in  which 
repeated  examination  of  stools  fails  to  reveal 
eggs. 

3.  A series  of  ten  cases  of  ascariasis  in 
children  and  adults  is  reported.  In  only  two  of 
these  ten  patients  the  eggs  of  Ascaris  lumbri- 
coides were  found  in  routine  examination  of  the 
stools.  However,  all  ten  patients  revealed 
roundworms  on  roentgenologic  study  of  the 
gastrointestinal  tract. 
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If  a man  does  not  make  new  acquaintances  as  he  advances  through  life,  he  will  soon  find  him- 
self left  alone.  A man,  sir,  should  keep  his  friendship  in  a constant  repair. — Samuel  Johnson 
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A series  of  review  articles  dealing  with  medical  progress 


ROBERT  TURELL,  M.I).,  Editor 


Current  Research  in  Diseases  of  Connective  Tissue 


GERALD  WEISSMANN,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Medicine,  Mount  Sinai  Hospital) 


Despite  almost  universal  acceptance  of  the 
term  “collagen  diseases,”  a body  of  evi- 
dence has  accumulated  to  indicate  that  these 
diseases  do  not  primarily  involve  collagen  at  all. 
In  fact,  with  the  exception  of  scleroderma,  scurvy, 
and  osteogenesis  imperfecta,  in  few  afflictions  has 
either  overproduction,  maldevelopment,  or  other 
intrinsic  abnormality  of  collagen  been  demon- 
strated. 

Better  practice  may  be  to  term  rheumatoid 
arthritis,  scleroderma,  polyarteritis  nodosa,  rheu- 
matic fever,  dermatomyositis,  and  disseminated 
lupus  erythematosus,  “Diseases  of  Connective 
Tissue.”1  As  our  understanding  of  them  extends 
beyond  the  descriptive  level  it  well  may  be  that 
primary  pathogenic  mechanisms  will  be  found  to 
exist  in  other  than  mesenchymal  tissue.  This 
review  will  cover  only  that  aspect  of  these  con- 
ditions common  to  all:  the  general  nature  and 
reaction  of  connective  tissue. 

Exact  inquiry  into  the  structure  and  function 
of  connective  tissue  has  been  made  only  recently. 
Progress  has  resulted  only  from  the  application 
of  physical  and  chemical  technics  to  biologic 
material.  Yet  while  a considerable  amount  of 
information  is  now  available  in  the  areas  of 
biochemistry,  biophysics,  immunology,  pathology 
and  histology,  we  must  admit  that  clinical 
application  of  this  understanding  lags  far  behind. 


Connective  Tissue 

Three  elements  form  the  loose  connective  tis- 
sues of  the  body.  The  fibrous  proteins  are 
classed  as  collagen,  elastin,  and  reticulin.  These 
are  surrounded  by  a loosely  structured  gel  of 
interfibrillar  material  which  is  composed  of 
plasma  proteins,  mucoproteins,  free  and  bound 
electrolytes,  water,  and  soluble  precursors  of  the 
fibrous  proteins.  Prominent,  though  not  present 
in  quantity,  are  the  five  polysaccharide  fractions 
(so  far  well-defined)  of  tissue  mucoproteins. 
Both  fibrillar  and  mucoprotein  portions  of  con- 
nective tissue  can  be  formed  from  the  fibroblast 
in  tissue  culture.2  These  cells,  with  the  mast 
cells  and  undifferentiated  macrophages,  form  the 
cellular  elements  of  connective  tissue. 

Collagen 

This  fibrous  protein  has  been  the  subject  of 
intensive  study.3  Constituting  about  30  per 
cent  of  total  body  protein,  it  is  an  “albuminoid” 
which  swells  in  acid  and  alkali  and  by  definition 
forms  gelatin.  About  13  per  cent  of  the  protein 
is  hydroxyproline,  an  amino  acid  which  is  found 
in  no  other  protein  to  this  degree.4  As  a result, 
estimates  of  collagen  in  tissue  may  be  made  by 
hydroxyproline  determinations.  It  is  also  the 
only  protein  from  which  hydroxylysine  was  iso- 
lated (1  per  cent),  while  glycine  is  an  important 
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constituent  (25  per  cent).5  Aromatic  and  sul- 
fur-containing amino  acids  are  present  in  the 
lowest  concentrations.  Thanks  to  structural 
analyses  by  Ramachandran,6  Rich  and  Crick,7 
and  others,  a spatial  model  of  collagen  has  been 
proposed.  Three  polypeptide  helices  are  wound 
about  a common  axis.  Each  of  these  polypep- 
tide chains  has  the  amino  acids  glycine-proline- 
hydroxyproline  linked  in  that  order.  Thus 
x-ray  diffraction  data  support  Wyckoff’s®  orig- 
inal electron  microscopic  description  of  tubular 
collagen.  The  free  hydrogen  of  hydroxyproline 
has  been  shown  to  reinforce  molecular  strength 
via  hydrogen  bonding,  as  does  glycine.  From 
gelatin  Boedtker  and  Doty  have  isolated  a 
“tropocollagen”  monomer,  probably  one  third  of 
the  molecule,  with  a diameter  of  14  Angstrom 
units,  a length  of  2,900  Angstrom  units,  and  a 
molecular  weight  of  300, 000. 9 The  low-angle 
x-ray  diffraction  pattern  is  characteristic.10 
In  vivo  collagen  is  always  associated  with  a 
minimal  amount  of  polysaccharide,  about  0.5 
per  cent  of  dry  weight.  Electron  microscopy 
reveals  characteristic  banding  at  about  640 
Angstrom  units.  When  collagen  is  extracted  in 
acid  solutions,  a variety  of  procedures  can  repre- 
cipitate the  soluble  collagen.  Depending  on 
pH,  the  nature  of  the  precipitant,  and  the 
temperature,  Highberger,  Gross,  and  Schmitt11 
have  seen  forms  of  collagen  with  banding  other 
than  at  640  Angstrom  units.  These  new  aggre- 
gates are  described  as  “fibrous  long  spacing”  or 
“segmental  long  spacing”  fibers.12-13 

Most  of  these  and  earlier  experiments  have 
been  done  with  weak  acid  solutions  of  collagen. 
Carp  swim  bladder,  and  embryonic  skin  readily 
yield  themselves  to  such  extraction.14  Young 
rat-tail  tendon  is  an  excellent  source  with  1 : 1,000 
or  1 : 10,000  HAc  used  as  solvent.15-16  Yet 
recently  Jackson17  has  shown  that  of  the  three 
forms  of  collagen  now  universally  distinguished 
(acid  soluble,  neutral  salt  soluble  and  insoluble 
collagen),  it  is  the  neutral  moiety  that  seems  to  be 
the  active  “precollagen.”  During  intense  fiber 
formation,  while  no  acid  soluble  collagen  and 
little  insoluble  collagen  is  present,  C14  from 
glycine  is  incorporated  briskly  into  neutral 
salt-soluble  collagen. 

Collagen  can  be  shown  to  be  “spun  off”  the 
fibroblast  by  electron  microscopy,  and  this  cell 
seems  to  be  responsible  for  fiber  formation.18 
The  poor  antigenicity  of  collagen  seemed  to  have 
been  established19  when  Watson  et  al.16  were  able 


to  induce  in  rabbit,  following  prolonged  immuni- 
zation, antirat-tail  tendon  collagen  antibodies  1 
that  fixed  complement.  This  serum  was  found 
to  cause  reverse  anaphylaxis  in  rats  but  with  no 
accompanying  damage  to  rat  collagen.  (Anti- 
carp swim  bladder  collagen  had  no  such  effect.)20 
Robbins  then  formed  antichick  embryo  collagen 
(acid  soluble  as  well)  that  caused  amorphous 
precipitates  in  fibroblasts  with  a decrease  in 
normal  fiber  formation.21-22  This  work  has  been 
contested  by  Kaplan.23  Since  these  collagen 
fibers  were  positive  to  the  para-aminosalicylic 
acid  stain  (vide  infra),  little  guarantee  was  given 
that  antibody  was  not  to  the  polysaccharide 
fraction  of  collagen.  There  is  no  evidence  at 
the  present  time  that  am'  antigen-antibody  sys- 
tem involving  collagen  plays  a role  in  human 
disease. 

Histologists  have  long  described  “fragmen- 
tation of  collagen”  in  rheumatoid  arthritis,  yet 
the  fibrinoid  of  this  disease  does  not  contain 
increased  amounts  of  hydroxyproline.24  Indeed, 
patients  with  rheumatic  diseases  do  not  excrete 
excess  amounts  of  the  characteristic  amino  acid 
of  collagen.25  (Dietary  hydroxyproline  will  not 
increase  urinary  hydroxyproline,  whereas  gelatin 
will.  Isotopicallv  labeled  hydroxyproline  or 
hydroxy  lysine  will  not  yield  labeled  collagen, 
while  tagged  proline  and  lysine  will.  Hydroxy- 
proline is  probably  formed  after  the  peptide 
bonds  have  been  established.)5-26  Certainly  in 
scleroderma  there  is  an  overproduction  of  colla- 
gen fibers,  but  this  must  be  the  chronic  stage, 
unaccompanied  by  true  inflammatory  lesions. 
There  is  also  the  primary,  or  acute,  stage  of  this 
disease  (when  metachromatic  material  appears 
in  synovium  and  renal  parenchyma)  since  acute 
phase  reactants  appear  in  serum.  In  osteo- 
genesis imperfecta  Follis27  has  demonstrated 
faulty  collagen  fiber  maturation  from  earlier, 
argyrophyllic  fibers.  Vitamin  C also  has  been 
proved  necessary  for  collagen  production,  al- 
though scorbutic  diets  are  impractical  in  sclero- 
dermatous patients  due  to  hemorrhagic  phe- 
nomena.28-29 

With  age  collagen  becomes  increasingly  resist- 
ant to  acid  extraction  or  enzyme  degradation,30 
while  the  ratio  of  collagen  to  ground  substance 
is  greater.31  When  young  hearts  grow,  collagen 
does  not  increase  as  muscle  mass  does;  this  is 
not  so  in  cardiac  hypertrophy  of  disease  where 
both  increase  proportionately.32  The  turnover 
of  collagen  is  increased  in  the  young,  but  this 
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seems  to  be  a reflection  of  growth  alone.  Col- 
lagen is  quite  inert  itself  in  terms  of  metabolic 
activity.3,33,34 

Elastin  differs  from  collagen  in  having  low 
hydroxyproline  content  (1  to  3 per  cent)4  and 
in  not  forming  gelatin.  Its  peculiar  character- 
istics have  been  ascribed  to  this  fiber’s  lack  of 
polar  amino  acids,  such  as  glutamine  or  arginine. 
Elastin  does  not  look  like  collagen  microscopi- 
cally and  is  found  in  some  areas  of  the  body 
where  collagen  is  scant.35  Yet  recently  by  means 
of  thermal,  enzymatic,  and  other  degradations, 
Turnbridge’s  group36,37  has  made  what  appear  to 
be  elastin  fibers  from  collagen  via  the  intermediate 
stage  of  “moth-eaten  fibers,”  of  M.E.F.  Elas- 
tases  have  been  found  in  the  pancreas  from 
which  two  fractions  have  been  isolated:  muco- 
lytic and  proteolytic.38-40  An  inhibitor  of  this 
enzyme  was  next  isolated  in  serum  by  Balo  and 
Banga,  while  Saxl  and  Graham41  have  found 
increased  amounts  of  the  inhibitor  in  patients 
with  Ehlers-Danlos  syndrome  (a  hereditary 
condition  in  which  skin  elastin  is  increased).42 
This  fiber  is  deficient  in  pseudoxanthoma  elas- 
ticum,  called  Gronblad-Standberg  disease  when 
angioid  streaks  are  discerned  in  the  retina. 
Elastin  is  also  relatively  inert  metabolically.43 

Reticulin  differs  microscopically  from  collagen 
in  tinctorial  characteristics  while  retaining  the 
640  A banding.  Its  ability  to  take  the  silver 
stain  has  been  shown  to  depend  more  upon 
fiber  surface  characteristics  than  upon  more  basic 
differences  from  collagen.44  Many  observers 
thus  believe  reticulin  to  be  identical  with  collagen 
and  point  to  their  association  in  early  wound 
repair  and  collagenosis.  Yet  antireticulin  fluo- 
rescinated  sera  (vide  infra)  do  not  stain  collagen.45 
This  same  experiment  suggests  that  reticulin 
and  basement  membrane  are  related  antigenically. 
Trypsin  does  not  digest  reticulin.  (Hog  trypsin 
digests  elastin.)  The  controversy  as  to  the 
“identity”  of  collagen  and  either  elastin  or  retic- 
ulin is  protracted,  and  the  reader  is  referred  to 
several  symposia  touching  on  the  subject.1 

The  Ground  Substance 

Many  of  the  constituents  of  ground  substance 
have  been  thoroughly  studied,  and  knowledge  of 
interfibrillar  mucoproteins  is  expanding.  Most 
of  these  studies,  involving  degradative  procedures 
that  destroy  normal  mucoprotein  characteristics, 
have  shed  more  light  on  the  polysaccharide 


moiety  than  on  the  proteins.46  By  fluorescent 
methods  proteins  that  are  antigenically  identical 
with  normal  plasma  proteins  are  demonstrable, 
intimately  bound  to  intercellular  ground  sub- 
stance.47 There  is  no  direct  evidence,  despite 
their  appearance  in  acute  inflammation  of  con- 
nective tissue,  that  the  neutral  serum  muco- 
proteins are  identical  with  the  acid  mucoproteins 
of  tissue.43 

Hyaluronic  acid  has  been  isolated  from  sy novial 
fluid,  vitreous  humor,  and  mesentheliomas  alone, 
and  in  combination  with  chondroitin  sulfate  it 
has  been  isolated  from  bone,  skin,  and  subcu- 
taneous tissue.  Early  Heberden’s  nodes  are, 
however,  composed  entirely  of  hyaluronic  acid, 
while  cornea  and  hyaline  cartilage  contain 
chondroitin  sulfate  alone.49  Hyaluronic  acid  is 
composed  of  equimolar  concentrations  of  N- 
acetyl  glucosamine  and  glucuronic  acid.  Bac- 
terial hyaluronidases  split  it  to  a tetrasaccharide, 
while  testicular  hyaluronidases  reduce  it  to  a 
disaccharide,  N-acetvlhyalobiuronic  acid.  Hy- 
aluronic acid  is  now  grown  in  mass  culture 
media  from  fibroblasts  and  human  synovial 
tissue.2,50,51  No  definite  proof  has  been  offered 
implicating  the  hyaluronic  acid-hyaluronidase 
system  in  any  disease  of  connective  tissue,  save 
perhaps  infection  with  Group  A or  C strepto- 
coccus. Hyaluronic  acid  is  not  antigenic  in 
man  in  contrast  to  the  hyaluronidase  of  bacteria 
which  regularly  elicits  human  antigenic  response. 

The  three  chondroitin  sulfates  are  distinguished 
from  each  other  by  their  optical  rotation  ([a]) 
and  by  the  specific  tissue  from  which  they  may 
be  extracted.  Chondroitin  sulfate  A ([a]  = 
— 30°)  has  been  isolated  from  hyaline  cartilage, 
bone,  and  ligamentum  nuchae.  Like  the  other 
chondroitin  sulfates  it  is  composed  of  equimolar 
amounts  of  uronic  acid,  galactosamine,  and 
sulfate.  It  is  split  to  a tetrasaccharide  by  hy- 
aluronidase of  testicular  origin.  Chondroitin 
sulfate  B ([a]  = —50°)  has  been  isolated  from 
skin,  tendon,  heart  valve,  and  aorta.  Hy- 
aluronidases do  not  affect  it.  The  5 epimer  of 
d-glucuronic  acid,  1-iduronic  acid,  has  been 
identified  as  its  uronic  acid.  An  increased 
amount  of  this  substance  is  found  in  the  urine 
of  patients  with  gargoylism.52  The  polysac- 
charide is  not  antigenic  in  man.  While  incuba- 
tion with  streptococci  was  said  to  have  created 
this  antigenicity  and  resultant  synovial  lesions 
in  rabbits,  that  experiment  has  been  withdrawn 
by  its  authors.  Chondroitin  sulfate  C ([<*]  = 
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— 20°)  is  found  in  umbilical  cord,  heart,  tendon, 
and  aorta.  It  is  subject  to  hyaluronidase 
action.  Chondroitin  has  been  isolated  from  the 
cornea  and  seems  to  be  the  galactosamine- 
glucuronic  acid  sulfate-acceptor  of  connective 
tissue.  Keratosulfate  also  has  been  isolated  from 
cornea  and  is  composed  of  N-acetyl  glucosamine, 
galactose,  and  sulfate  in  equal  amounts.  Other 
compounds  recently  found  include  heparitin 
sulfate  (from  amyloid  and  aorta)  which  is  a mono- 
sulfate,  N-acetylated,  mucopolysaccharide  re- 
lated to  heparin.52  Chondroitin  sulfate  B,  in- 
cidentally, has  marked  anticoagulant  properties. 
Heparin  is  not  sulfated.  With  these  glucose  and 
galactose  derivatives  present  in  ground  substance 
it  is  not  surprising  that  the  ubiquitous  uridine 
compounds  have  been  isolated  from  connective 
tissue.  Strominger53  has  found  uridine-diphos- 
phate-acetyl-glucosamine and  uridine-diphos- 
phate acetyl-galactosamine  there.  Of  course,  the 
relationship  these  bear  to  polysaccharide  synthesis 
is  not  well  understood,  and  dynamic  aspects  of 
polysaccharide  metabolism  in  connective  tissue 
in  general  are  poorly  appreciated.54 

The  usual  histologic  identification  of  these 
compounds,  especially  during  experimental  in- 
flammation, depends  on  their  metachromasia, 
usually  with  toluidine  or  methylene  blue.44 
But  metachromasy  depends  as  much  on  polysac- 
charide-protein linkage  as  on  any  intrinsic 
property  of  the  sugars  themselves,  such  as  the 
often  invoked  “depolymerization.”55  The  pro- 
teins of  synovial  fluid  have  been  shown  by 
Schmid56  in  elegant  analyses  to  bear  close  similar- 
ity to  plasma  proteins.  Meanwhile,  Blumberg 
and  Ogston57  prepared  an  almost  protein-free 
hyaluronate  from  synovial  fluid  by  the  use  of 
papain,  thus  altering  man}'  of  the  mucoproteins’ 
special  properties:  non-Newtonian  viscosity, 

molecular  weight,  etc.  Normal  synovial  fluid 
in  vitro  is  nonmetachromatic  to  methylene  blue, 
but  when  Hammerman  and  Schubert58  added 
sulfur-free  hyaluronate  or  alkali  to  it,  metachro- 
masia resulted.  When  the  metachromasy  of 
sulfur-free  hyaluronate  was  then  abolished  by 
addition  of  egg  albumen  or  gelatin,  they  con- 
cluded that  the  anions  of  hyaluronate  were 
masked  by  linkage  to  protein.  Most  tissue 
polysaccharides  are  positive  to  periodic  acid 
(Schiff)  staining  as  well,  although  in  no  direct 
correlation  to  their  metachromasy.  The  periodic 
acid  Schiff  stain  detects  1,  2 glycol  linkages  in 
tissues.59’60  The  exact  nature  of  this  reaction  is 


still  disputed.  The  Hale  colloidal  iron  stain  is 
taken  up  by  the  polysaccharides  and  is  dependent 
on  free  acid  radicals,  sulfuric,  or  carboxylic 
acids.60 

Cells 

The  fibroblast  is  the  main  cellular  element  of 
connective  tissue.  Metachromatic  granules  that 
do  not  lose  their  metachromasy  when  testicular 
hyaluronidase  is  applied  have  been  found  in  the 
nucleus  of  this  cell.  There  is  little  doubt  that 
these  cells  form  collagen  and  perhaps  the  other 
fibers  as  well.  Mast  cells  have  been  implicated 
in  the  formation  of  ground  substance  by  Asboe- 
Hansen.61  This  work  is  disputed  by  many 
observers  who  have  failed  to  demonstrate  mast 
cells  at  sites  of  newly  forming  ground  substance. 
These  cells  may  produce  heparin  but  most  cer- 
tainly are  intimately  connected  with  the  forma- 
tion of  antibodies.  They  are  absent  in  patients 
with  agamma-globulinemia  and  of  course  are 
present  to  neoplastic  degree  in  patients  with  the 
gamma  globulin-like  protein  excesses  of  multiple 
myeloma. 

Experimental  Reactions  of  Connective 
Tissue 

None  of  the  diseases  of  connective  tissue  have 
been  reproduced  in  the  laboratory.  Investigators 
have  been  forced  to  produce  in  animals  artificial 
conditions  that  bear  only  a degree  of  resemblance 
to  human  diseases  in  this  field.  Since  the  one 
common  feature  of  these  diseases  (and  one  must 
here  lump  such  entities  as  thrombotic  thrombo- 
cytopenic purpura,  Wegner’s  granulomatosis, 
allergic  angiitis,  and  bilateral  renal  cortical 
necrosis)  is  the  production  of  fibrinoid,  the 
duplication  of  such  fibrinoid  production  is 
accepted  as  proof  of  an  analogous  situation. 
Equally,  technics  for  the  production  of  abnormal 
amounts  of  collagen,  ground  substance,  and  in- 
flammatory tissue  have  been  developed. 

Fluorescent  Antibody  Technics 

Fundamental  to  an  understanding  of  con- 
nective tissue  is  the  conception  of  these  tissues  as 
antigens  capable  of  reacting  in  varied  degrees  in 
tissue-directed  antigen-antibody  systems.  The 
behavior  of  fiber  and  ground  substance  during 
delayed  hypersensitivity  and  earlier  “acute- 
phase  reactions”  has  been  of  consuming  interest 
since  the  original  assumptions  that  many  con- 
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nective  tissue  diseases  were  associated  with 
tissue  hyperreactivity.  Evidence  against  this 
concept  is  now  beginning  to  amass;  for  example, 
patients  with  agamma-globulinemia  have  been 
shown  to  have  almost  classical  rheumatoid  ar- 
thritis.63 

Until  recently  the  detection  of  antigen  or 
antibody  in  tissue  sections  was  impossible. 
Then  iodinated,  tagged,  albumen  antibody 
permitted  histologic  localization.  Simulta- 
neously Coons  and  coworkers63-65  developed  the 
method  of  protein-labeling  with  fluorescein 
isocyanate.  This  compound  is  volatile  and  of 
some  impurity  as  yet  but  can  readily  be  prepared 
from  the  amine  which  results  from  the  reaction 
of  4-nitrophthalic  acid  and  resorcinol.  The 
isocyanate  is  attached  to  e-amines  of  antibody 
lysine  without  altering  the  immunologic  prop- 
erties of  antibody  protein.  The  fluoresceinated 
antibody  is  layered  over  human  or  animal  tis- 
sues that  have  been  sectioned  in  the  Linderstrom- 
Lang  cryostat,  or  after  freeze-drying.  (Tissue 
antigens  are  best  preserved  in  absolute  methanol 
or  95  per  cent  ethanol.)  The  resultant  slide  will 
show  brilliant  apple-green  fluorescence  at  sites 
of  antigen  localization  when  viewed  under  the 
fluorescence  microscope.  While  initially  used 
in  microbiologic  problems,  this  technic  promises 
much  in  connective  tissue  work.  Marshall66  in 
1951  was  the  first  to  demonstrate  natural  tissue 
antigen.  He  produced  antihog  ACTH  serum 
in  hypophysectomized  animals  and  was  able  to 
show  specific  fluorescence  in  hog  pituitary  baso- 
phils, localizing  ACTH  production  at  that  site. 
Cruickshank  and  Hill45  then  produced  rabbit 
antiserum  to  rat  renal  glomeruli.  When  this 
was  fluoresceinated,  not  only  did  reticulin  through- 
out the  body  fluoresce,  but  so  did  basement 
membrane  of  lung,  kidney,  and  thyroid  as  well  as 
sarcolemma  and  neurolemma.  Antirat  spleen 
(reticulin),  applied  to  the  sections  before  the 
fluor,  abolished  basement  membrane  staining. 
This  seems  to  imply  a common  antigen  in  retic- 
ulin and  basement  membrane,  a point  recently 
disputed  by  Scott.  Mellors  et  al.6~  in  1955  did 
the  same  experiment  but  gave  antirat  kidney 
serum  (fluoresceinated)  intravenously  to  rats. 
They  were  able  to  show  fluorescence  of  glomeruli 
but  not  basement  membrane.  Of  course,  the 
two  experiments  are  not  strictly  comparable. 

In  a series  of  related  experiments  Gitlin, 
Craig,  and  coworkers  47’G8  “71  prepared  antisera 
to  normal  human  serum  protein  fractions.  They 


applied  the  fluoresceinated  antibody  globulin 
directed  against  these  sera  and  stained  normal 
and  pathologic  tissues.  At  first  they  were  able 
to  show  that  some  bound  proteins  (as  opposed  to 
soluble  proteins  that  could  readily  be  removed  by 
washing)  associated  with  ground  substance  are 
antigenically  identical  with  normal  human  serum 
globulin.70  Patients  with  agamma-globulinemia 
failed  to  show  fluorescence  of  the  interfibrillary 
substance.  They  next  prepared  antibody  to 
human  fibrin  and  while  demonstrating  that  con- 
ventional fibrin  stains  were  inadequate,  observed 
specific  fluorescence  in  fibrinoid.68  (The  origin 
and  nature  of  fibrinoid  may  well  have  been  the 
Gordian  knot  of  rheumatology.)  Not  only  did 
typically  rheumatoid  nodules  show  fluorescence 
in  areas  where  routine  histology  had  demon- 
strated fibrinoid,  but  fibrillar  elements  that  min- 
gled almost  imperceptibly  with  normal  collagen 
“lit  up”  by  this  technic.  Fibrinoid  long  has 
been  seen  in  human  placenta  in  normal  and  ab- 
normal conditions.  Since  little  or  no  collagen 
is  demonstrable  there,  this  has  been  the  classic 
argument  against  the  collagenous  origin  of 
fibrinoid.  Gitlin71  found  specific  antifibrin  fluo- 
rescence in  placenta,  and,  incidentally,  in  the 
hyaline  membrane  of  hyaline  membrane  disease 
of  the  newborn.  When  attention  was  paid  to 
the  occlusive  “hyaline  thrombi”  of  thrombotic 
thrombocytopenic  purpura,  these  too  proved  to 
be  fibrin  by  this  method,  while  fluoresceinated 
antiplatelet  sera  did  not  stain  these  masses.69 
One  of  Gitlin’s  patients  with  agamma-globuline- 
mia was  shown  to  have  antifibrin  fluorescence 
in  the  synovial  lesions  of  rheumatoid  arthritis, 
while  the  fibrinoid  of  disseminated  lupus  erythe- 
matosus showed  the  identical,  specific  fluores- 
cence. In  a series  of  similar  papers  Mellors  and 
Ortega72’73  report  on  their  experiences  with 
fluorescinated  gamma  globulins  prepared  against 
normal  human  gamma  globulins.  In  chronic 
glomerulonephritis,  lipoid  nephrosis,  the  glo- 
merular lesions  of  amyloid  and  in  the  “wire-loop” 
lesions  of  lupus  erythematosus  they  were  able  to 
localize  gamma  globulins.73  This  confirmed  the 
concept  of  an  antigen-antibody  reaction  in  sites 
of  tissue  damage  in  these  diseases.  (Nuclei 
undergoing  phagocytosis  during  the  process  of 
lupus  erythematosus  cell  formation  showed 
specific  fluorescence  with  antigamma  globulin 
sera.)  The  work  on  amyloid  has  been  expanded 
by  others  who  found  most  amyloid  to  contain 
gamma  globulin.74  By  this  means  Kaplan75  has 
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demonstrated  that  the  cardiac  lesions  of  “hy- 
persensitivity,” produced  when  streptococcal 
cultures  were  repeatedly  injected  into  rabbits, 
were  the  result  of  a culture,  medium  haptene, 
rather  than  the  product  of  streptococcal  injury 
per  se.76  The  various  proteins  characteristic  of 
connective  tissue  disease  can  now  be  localized  at 
the  tissue  level:  the  agglutinator  and  inhibitor 
of  rheumatoid  arthritis,  the  lupus  erythematosus 
factor,  the  specific  metaproteins  of  myeloma,  and 
the  various  acute  phase  reactants  such  as  C- 
reactive  and  C-x  reactive  protein. 

Sh wart zman  Ph en o m en on 

A study  of  connective  tissue  involving  re- 
actions prior  to  antigen-antibody  union  has 
been  launched  by  the  exploration  of  the  Shwartz- 
man  phenomenon.  Shwartzman77  originally  de- 
scribed local  tissue  necrosis  at  a subcutaneous 
site  of  gram-negative  bacterial  filtrate  injection 
following  the  intravenous  injection  of  identical 
or  similar  filtrates  twenty-four  hours  later. 
Enlarging  on  the  observations  of  Gerber,  Shwartz- 
man and  Klemperer,78’79  Thomas  and  his  co- 
workers80’81 have  established  the  systemic  form 
of  the  Shwartzman  phenomenon  as  a laboratory 
model  for  the  study  of  acute  reactions  of  con- 
nective tissue.  When,  after  a suitable  time 
(twelve  to  thirty-six  hours),  a “challenging” 
injection  of  intravenous  gram-negative  filtrate 
is  given  to  rabbits  that  previously  have  had  an 
intravenous  “priming”  dose  of  related  filtrate,  the 
lesions  of  bilateral  renal  cortical  necrosis  are 
regularly  established.  With  thorotrast  as  a 
primer  the  subsequent  challenge  with  endotoxin 
will  produce  similar  lesions.  Predosage  with 
cortisone  in  pharmacologic  dosage  produces  the 
same  effect  as  a priming  dose;  the  authors81  postu- 
late that  this,  like  Thorotrast,  causes  “blockade” 
of  the  reticuloendothelial  system.  The  basic 
lesion  is  the  occurrence  of  leukocyte-platelet 
thrombi  in  renal  and  skin  capillaries  quite  like 
those  of  the  Arthus  phenomenon.  Associated 
with  these  thrombi  is  characteristic  fibrinoid, 
which  has  been  seen  in  glomerulus,  heart  valve, 
pericardium,  and  myocardium.82  At  the  peak  of 
this  reaction  leukocytes,  platelets,  and  fibrin 
disappear  from  the  circulation.  The  administra- 
tion of  heparin  prevents  the  reaction,  as  does 
nitrogen  mustard.  When  certain  high  molecular 
weight  acidic  polymers  such  as  liquoid  (poly- 
ethanolsulfonate)  are  used  alone  in  large  doses  or 
with  endotoxin  as  a primer  in  lesser  dose,  the 


phenomenon  is  again  elicited.83  With  these 
acute  reactions  a factor  has  been  found  in  serum 
that  will  be  precipitated  by  heparin  at  low  tem- 
peratures, this  factor  being  present  also  in  the 
acute  stages  of  human  rheumatic  fever.84'85 
The  acid  polymers  cause  the  disappearance  of 
fibrinogen  from  the  blood  (their  efficacy  being 
reduced  by  heparinization)  and  lead  to  a hy- 
pothesis of  fibrinoid  formation.86  Fibrinoid,  and 
this  is  in  agreement  with  Gitlin,  is  the  product  of 
highly  polymerized  acidic  polysaccharides  re- 
acting with  fibrinogen.  This  is  not  too  far  re- 
moved from  the  initial  studies  of  Altschuler  and 
Angevine87  that  launched  recent  discussion  of  the 
problem.  Challenging  as  these  studies  are,  they 
throw  no  exact  light  on  human  connective  tissue 
disease  with  the  exception,  perhaps,  of  gram 
negative  sepsis.  Associated  with  these  acute 
injuries,  Thomas88  and  Kellner,89  independently, 
have  produced  equivalent  damage  by  the  use  of 
proteolytic  enzymes.  Crude  papain  preparations 
given  intravenously  to  rabbits  reversibly  causes 
collapse  of  rabbit  ears.  This  cannot  be  caused  by 
pure  papain  proteinase  or  lysozyme  and  has  been 
shown  to  be  caused  by  depletion  of  the  ear 
cartilage  matrix  (with  subsequent  repair)  as 
well  as  disappearance  of  basophilia  from  that 
matrix.  Cortisone  prevents  this  effect.88  The 
abolition  of  cortisone-induced  delay  in  experi- 
mental wound  healing  by  cartilage  extract 
shown  by  Lattes90  may  be  analogous.  Kellner91 
was  able  to  induce  damage  in  the  myocardium  of 
rabbits  by  the  injection  of  papain,  trypsin,  and 
streptococcal  proteinase  that  bears  histologic 
similarity  (save  that  no  Aschoff  bodies  are 
formed)  to  the  lesions  of  rheumatic  fever.  Al- 
most identical  lesions  were  produced  immediately 
after  the  intranasal  infection  of  rabbits  with 
streptococci  by  Glaser  et  al.i2 

Lathyrism 

Conventional  histochemical  studies  in  the 
production  of  experimental  inflammation  have 
shown  a later  sequence  of  events  in  ground  sub- 
stance and  fiber  formation.93  Following  original 
fibrin  deposition,  the  area  becomes  invaded  by 
immature  fibroblasts  and  round  cells  that  do  not 
phagocytose  India  ink  particles.  These  cells 
in  the  second  twenty-four-hour  period  are  sur- 
rounded by  a newly  formed  mass  of  meta- 
chromatic-appearing  ground  substance,  and  fol- 
lowing a period  where  reticulin  seems  prominent, 
seem  to  produce  collagen.  As  hexosamine,  which 
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is  initially  increased,  becomes  less  abundant  in 
this  area,  hydroxyproline  values  become  greater.94 
Yet  noninflammatory  methods  also  have  been 
employed  in  the  study  of  connective  tissue  prob- 
lems. A remarkable  lesion  is  created  in  mam- 
malian aorta  and  spine  by  a diet  composed  ex- 
clusively of  the  common  sweet  pea.  Hippoc- 
rates in  the  second  book  of  the  Epidemics 
relates  that  “.  . . at  Ainos,  all,  men  and  women, 
who  continuously  ate  peas,  became  impotent  in 
the  legs  and  that  state  persisted.”  Since  then, 
lesions  in  humans  and  animals  have  been  re- 
ported to  result  from  pea  diets  but  it  was  not 
until  Geiger  et  alAs  reported  on  the  effects  of  a 
diet  of  lathyrus  odoratus  that  careful  work  on  the 
disease  entity  began.  Beta  (N-y-1  glutamyl) 
aminoproprionitrile  was  first  isolated  as  the 
active  pathogenetic  substance,  later  the  simpler 
compounds  beta-aminoproprionitrile  and  amino- 
acetonitrile  were  shown  to  have  the  same  ef- 
fect.96'97 Gelatin  and  casein  partially  protect 
animals  from  such  injury.98  The  fundamental 
lesion  these  produce  is  the  excessive  deposition  of 
ground  substance  in  aortic  media  and  in  epi- 
physeal cartilage.  This  material  is  not  peri- 
odic acid  (Schiff)  positive  but  is  metachromatic 
and  has  been  identified  as  containing  the  chon- 
droitin  sulfate  B moiety.99  Eventually  the  ac- 
cumulation of  this  material  with  accompanying 
elastolysis  leads  to  aortic  rupture  and  death. 
Those  animals  who  do  not  succumb  develop 
severe  skeletal  deformity.100  Lathyrism  also 
induces  giant  callus  formation  in  experi- 
mental fractures,  but  this  can  be  abolished  by 
cortisone  pretreatment.101  True  cystic  necrosis 
is  not  observed  in  the  aortic  lesions  so  that 
only  passing  similarity  is  noted  to  human  dis- 
secting aneurysm,  but  the  analogy  to  Marfan’s 
syndrome  is  intriguing.  The  material  found  in 
cystic  necrosis  of  human  aortas  is  metachromatic. 
One  has,  in  this  method,  the  tools  with  which  to 
effect  an  overgrowth  of  ground  substance  to  the 
detriment  of  the  fibrillar  elements. 

Carrageenin 

Recently,  a technic  for  the  production  of  a 
rapid,  profuse  growth  of  collagen  fibers  has  be- 
come available.  Robertson  and  Schwartz102 
observed  that  carrageenin,  a 30  per  cent  sulfated 
polygalactose  from  Irish  moss  (Chondrus  crispus) 
has  the  ability  to  promote  intense  collagenesis. 
Simultaneous  studies  by  Jackson17  and  Wil- 
liams103 of  the  chemistry  and  histology  of  this 


fiber  formation  have  been  quite  productive. 
When  a 1 per  cent  solution  of  the  polysaccharide 
was  injected  subcutaneously  in  rabbits,  there  was 
immediate  formation  of  inflammatory  granulo- 
mata  with  the  production  of  the  usual  amount  of 
reactive,  metachromatic  ground  substance.  The 
metachromasy  of  this  substance,  in  contradistinc- 
tion to  that  of  carrageenin,  was  abolished  by 
testicular  hyaluronidase.  For  five  to  ten  days 
early  fibrillar  structure  was  visible,  followed  by 
fibroblasts  accompanying  argyrophyllic  fibers  and 
collagen  which  grew  luxuriantly  in  a maximum  of 
fourteen  days.  By  twenty-one  days  fibrillar 
structure  was  again  noted,  and  by  twenty-eight 
days  there  was  resorption  of  the  collagen  with 
replacement  by  adipose  tissue.  Simultaneously, 
dermis  overlying  the  granuloma  showed  progres- 
sive breakdown  of  its  collagen  fibers.  This  was 
of  great  import,  for  it  appeared  that  destruction 
of  granuloma  collagen  was  now  accompanied  by 
destruction  of  pre-existent,  normal  collagen.  A 
second  experiment  was  then  done,  and  car- 
rageenin was  injected  intradermally.  Within 
three  weeks  the  previously  normal  collagen  again 
disappeared,  via  reticulin  formation,  to  complete 
replacement  by  adipose  tissue  and  ulcer  forma- 
tion. Williams  humbly  suggests  that  a method 
of  collagen  lysis  in  vivo  has  been  demonstrated 
and  suggests  clinical  application  of  this  finding  in 
scar  formation  and  Dupuytren’s  contracture. 
The  present  author  sees  hope  for  its  ultimate  use 
in  scleroderma,  if  prolonged  injections  of  the 
substance  do  not  lead  to  antibody  production. 
During  the  period  of  early  fibril  formation 
Jackson17  was  able  to  demonstrate  significant 
quantities  of  neutral  salt-soluble  collagen  at  a 
time  when  little  insoluble  and  no  acid-soluble 
collagen  was  present.  During  the  period  of 
collagen  fiber  lysis  both  neutral  and  acid-soluble 
collagen  were  increased  over  insoluble  collagen. 

Serology 

Since  the  subject  has  been  reviewed  exten- 
sively, 104  this  review  will  give  only  cursory  mention 
to  the  serologic  reactions  of  connective  tissue 
disease.  By  these  are  meant  the  appearance  of  the 
many  acute  phase  reactants  and  the  more  specific 
serum  factors:  the  lupus  erythematosus  factor 
and  the  agglutinating  factor  of  rheumatoid  ar- 
thritis. Both  of  the  latter  are  related  to  gamma 
globulins.  All  tests  for  the  rheumatoid  factor 
involve  the  reaction  of  human  or  animal  gamma 
globulins  (suitably  arranged  about  a protein  or 
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nonprotein  particle)  with  a factor  in  rheumatoid 
sera,  the  purification  and  characterization  of 
which  is  now  being  attempted.  Normal  serum 
contains  an  inhibitor  of  the  reaction  that  is  not 
present  to  an  appreciable  degree  in  the  euglobulin 
fraction  of  rheumatoid  sera.  The  inhibitor  is 
found  in  ammonium  sulfate  precipitations  above 
1.4  mol  or  higher,  while  a cold  precipitate  of 
euglobulin  at  1.2  mol  to  1.4.  mol  gives  a fraction 
that  has  sixty  times  the  agglutinative  properties 
of  unprecipitated  sera  without  inhibitor. 104  The 
agglutinator  has  two  components  in  the  gamma 
globulin  range  by  ion  column  electrophoresis. 
The  lupus  erythematosus  factor  migrates  with  the 
faster  gamma  globulins  and  has  an  s of  7 by 
ultracentrifugation.106  It  seems  to  be  absorbed 
into  the  nueleoproteins  of  nuclei  undergoing 
transformation  to  lupus  erythematosus  cells. 
This  absorption  is  prevented  by  pretreatment 
with  protamine  and  Atabrine.  The  bound  fac- 
tor shows  specific  fluorescence  with  antigamma 
globulin  serum.  Similar  experiments  with  rheu- 
matoid sera  are  now  under  way. 

Summary 

Only  some  aspects  of  research  in  connective 
tissue  disease  have  been  covered.  It  is  hoped 
that  the  wide  scope  of  work  in  this  field  has  been 
indicated  even  though  little  direct  clinical  action 
has  resulted  as  yet.  The  prospect  of  basic 
research  yielding  discoveries  of  clinical  import  is 
still  in  the  immediate  future.  We  have  learned 
much  about  normal  connective  tissue,  some 
about  the  reactions  of  that  tissue,  and  there  is  a 
good  chance  of  understanding  pathogenesis  in 
time  to  come.  Meanwhile,  a grasp  of  the  prob- 
lems involved  should  lead  to  a more  vigorous 
interest  in  patients  manifesting  these  diseases. 
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(Editor’s  Note:  .1  more  formal  clinical  resume  of  this  problem  will  be  presented,  in  the  near  future.) 
( Number  thirty-two  of  a series  on  Recent  Advances  in  Medicine  and  Surgery) 


Differentiation  of  Right- Upper- Lobe  Pneumonia  from  Bronchogenic  Carcinoma 


Delayed  resolution  with  partial  collapse  of  the 
right  upper  lobe  sometimes  persists  after  bacterial 
pneumonia,  and  when  this  happens,  the  phenomenon 
may  be  mistaken  for  evidence  of  bronchogenic 
carcinoma.  Awareness  of  this  possibility  will  help 
avoid  an  unnecessary  thoracotomy.  The  authors 
point  out  that  patients  with  borderline  pulmonary 
function  can  ill  afford  loss  of  even  one  lobe,  espe- 
cially if  they  do  not  have  a tumor.  ( )ut  of  500  cases 


treated  for  bacterial  pneumonia  in  a six-year  period- 
the  authors  saw  23  with  partial  collapse  and  delayed 
resolution  of  the  right  upper  lobe.  Lobectomy  was 
performed  in  two  cases,  but  in  the  others  surgery 
was  avoided  by  the  process  of  differentiation 
described  in  this  paper. — William  M.  M.  Kirby, 
M.D.,  Wayne  S.  Waddington,  M.D.,  and  Byron  F. 
Francis,  M.D.,  New  England  Journal  of  Medicine, 
May  2,  1957 
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Discussed  by  maxwell  gelfand,  m.d. 


Case  History 

Dr.  Thomas  N.  Silverberg:  A sixty-four- 
year-old,  married,  white  woman  was  admitted  to 
Knickerbocker  Hospital  for  the  first  time  in 
1948  complaining  of  pain  on  urination  accompa- 
nied by  episodes  of  bloody  urine  for  six  weeks. 

For  a good  many  years  she  had  noticed  that 
her  urinary  stream  was  small,  but  she  had  never 
been  unduly  troubled  by  this  until  seven  months 
previously  when  she  began  to  have  real  difficulty 
in  voiding.  She  described  a persistent  sense 
of  urgency  always  accompanied  by  burning, 
suprapubic  pain,  and  inability  to  void  with 
ease.  After  prolonged  straining  she  might  pass 
as  much  as  a cupful  of  urine,  but  usually  it  was 
only  a few  spoonfuls.  As  the  flow  of  urine  would 
begin,  her  pain  would  diminish.  On  one  occasion 
six  weeks  before  admission  she  passed  about  a 
quart  of  urine  which  was  dark  red  and  contained 
blood  clots.  For  the  next  two  days  her  urine 
showed  bright  red  blood  and  then  became 
perfectly  clear.  This  sequence  was  repeated 
twice  before  she  came  to  the  hospital.  On  the 
day  preceding  admission  she  developed  chills 
and  fever. 

There  had  been  no  previous  episodes  of  hema- 
turia, and  the  patient  had  not  noted  weakness, 
weight  loss,  or  peripheral  edema.  She  denied 
a knowledge  of  hypertension  and,  except  for 
her  urinary  symptoms,  had  been  feeling  well. 

In  1946  she  had  been  hospitalized  for  four  weeks 
following  an  attack  of  substernal  pain  which 
lasted  about  twenty-four  hours.  A diagnosis  of 
myocardial  infarction  was  made  at  that  time. 


She  was  not  aware  of  dyspnea  or  orthopnea  but 
occasionally  felt  a mild  sense  of  “heaviness” 
across  her  chest. 

Although  she  had  been  married  for  seventeen 
years,  she  had  never  been  pregnant.  Cessation 
of  menstruation  occurred  at  age  thirty-four,  and 
after  this  she  had  no  further  vaginal  discharge 
or  bleeding.  Some  forty  years  ago  she  had  had 
infrequent  contacts  with  a relative  known  to 
suffer  from  pulmonary  tuberculosis.  No  further 
information  was  obtained  from  the  system  review. 

Physical  examination  revealed  a well-devel- 
oped, elderly,  white  woman  who  looked  chron- 
ically ill  and  somewhat  malnourished.  She 
was  noted  to  be  shivering,  although  she  was  in  a 
warm  room  and  covered  with  blankets.  Her 
temperature  was  99.8  F.,  pulse  80,  respirations  18, 
and  blood  pressure  130/90.  No  abnormalities 
were  seen  in  the  head,  eyes,  ears,  nose,  or  throat. 
The  neck  veins  were  not  distended,  and  the  tra- 
chea was  in  the  midline.  The  thyroid  gland 
was  not  enlarged.  The  chest  was  symmetrical, 
the  breasts  atrophic,  and  the  lung  fields  clear 
to  percussion  and  auscultation.  The  cardiac 
rhythm  was  regular,  but  the  point  of  maximal 
impulse  was  not  felt.  The  heart  sounds  were 
distinct,  and  A2  was  louder  than  P2.  There  were 
no  murmurs,  friction  rubs,  or  thrills.  The  ab- 
domen was  soft  and  not  distended.  There  was 
tenderness  over  the  suprapubic  area  and  both 
costovertebral  angles.  No  organs  or  masses 
were  felt.  Pelvic  examination  was  unremarkable 
except  for  tenderness  around  the  urethral  orifice. 
The  extremities  showed  no  edema  or  cyanosis. 
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There  was  no  peripheral  lymph  node  enlargement. 
Neurologic  examination  was  negative. 

Urinalyses  showed  specific  gravities  ranging 
from  1.010  to  1.018,  a constant  trace  of  albumin, 
no  glycosuria,  occasional  red  blood  cells,  5 to 
25  white  blood  cells  per  high-power  field,  but 
no  casts.  On  culture  Bacillus  coli  was  grown 
from  the  urine.  Examination  of  the  blood 
showed  a hemoglobin  of  12  Gm.  per  100  ml.,  a 
red  cell  count  of  4,590,000,  and  a white  cell 
count  of  21,000  with  88  per  cent  polymorpho- 
nuclear leukocytes  and  12  per  cent  lymphocytes. 
The  sedimentation  rate  was  80  mm.  per  hour. 
On  admission  the  blood  nonprotein  nitrogen  was 
52  mg.  per  100  ml.  One  week  later  it  was  31 
mg.  The  serum  protein  was  8.0  Gm.  per  100 
ml.  with  4.7  Gm.  albumin  and  3.3  Gm.  globulin. 
Phenolsulfonphthalein  excretion  two  days  after 
admission  was  10  per  cent  after  two  hours,  and 
two  weeks  later  it  was  30  per  cent  after  two 
hours.  The  alkaline  phosphatase  was  1.5  Bo- 
dansky  units.  The  venous  pressure  was  60  mm. 
of  saline,  and  the  electrocardiogram  showed  low 
voltage  QRS  complexes  and  flattened  T waves 
in  all  leads. 

The  patient  quickly  became  afebrile  and  re- 
mained so  during  four  weeks  of  treatment  with 
penicillin  and  Urotropin.  A urethral  stricture 
was  discovered  on  cystoscopy.  After  this  was 
dilated,  the  bladder  showed  mucosal  trabecula- 
tion,  chronic  granular  cystitis,  and  a diverticulum 
of  the  fundus.  Many  calculi  were  seen,  some  as 
large  as  olives.  Some  of  these  were  removed,  and 
irrigation  by  a Foley  catheter  was  begun.  On 
this  regimen  with  a high  fluid  intake  she  im- 
proved. Her  pain  disappeared,  and  she  was 
able  to  void  normal  amounts  of  urine  without 
difficulty. 

Second  admission,  four  months  later.- — After 
maintaining  improvement  for  three  months, 
she  was  readmitted  for  a recurrence  of  her  previ- 
ous symptoms.  Cystoscopy  revealed  essentially 
the  same  picture,  and  a large  calculus  was  re- 
moved from  the  bladder  neck.  Her  symptoms 
improved  on  treatment  with  fluids  and  catheter 
drainage. 

On  this  occasion  she  was  noted  to  have  puffy 
eyelids,  dry,  coarse  skin,  loss  of  eyebrow  hair, 
and  delayed  tendon  reflexes.  Her  behavior 
seemed  sluggish  and  abnormally  placid.  A 
basal  metabolic  rate  of  —25  per  cent  was  ob- 
tained. Treatment  with  thyroid  extract  up  to 
120  mg.  daily  was  associated  with  both  sub- 


jective and  objective  improvement.  On  this 
admission  the  hemogram  and  the  urine  showed 
no  important  changes.  The  blood  nonprotein 
nitrogen  was  47  mg.  per  100  ml.,  creatinine 
3.8  mg.  per  100  ml.,  cholesterol  250  mg.  per  100 
ml.,  serum  calcium  8.5  mg.  per  100  ml.,  uric 
acid  5.0  mg.  per  100  ml.,  and  alkaline  phosphatase 
2.5  Bodansky  units. 

Third  admission,  nine  months  later. — She  was 
again  admitted  for  dysuria  and  hematuria. 
This  time  a suprapubic  cystolithotomy  was  done. 
Another  large  stone  was  removed  from  the 
bladder,  and  hypertrophic  areas  were  fulgurated. 
There  were  no  new  physical  findings.  Urine 
culture  grew  out  B.  coli  and  Bacillus  pyocyaneus. 
The  urine  and  blood  showed  no  significant 
changes  from  preceding  laboratory  examinations. 
The  blood  nonprotein  nitrogen  was  38  mg.  per 
100  ml.,  serum  calcium  13.4  mg.  per  100  ml., 
serum  phosphorus  3.6  mg.  per  100  ml.,  and 
alkaline  phosphatase  5.1  Bodansky  units.  Once 
again  she  improved  greatly  after  therapy  with 
antibiotics,  irrigation,  and  fluids. 

During  the  next  two  years  she  was  readmitted 
twice  for  lithotrypsy  and  treatment  of  recurrent 
urinary  tract  infection.  Each  time  she  responded 
well  to  the  same  treatment  as  given  before. 

Final  admission,  two  years  and  three  months 
later. — She  was  readmitted  in  January,  1952, 
following  six  weeks  of  dysuria,  hematuria,  and 
left  flank  pain.  On  the  day  of  admission  she 
had  vomited  three  times.  She  was  afebrile. 
Her  blood  pressure  was  120/70.  There  was 
tenderness  in  the  left  costovertebral  angle  and 
over  the  suprapubic  area.  Otherwise  physical 
examination  was  unremarkable. 

The  urine  had  a specific  gravity  of  1.014, 
a trace  of  albumin,  a few  red  blood  cells,  and  many 
white  blood  cells.  Her  hemogram  was  substan- 
tially normal.  Proteus  vulgaris  was  cultured 
from  the  urine.  The  blood  nonprotein  was  49 
mg.  per  100  ml. 

On  cystoscopy  a large,  yellowish-white  calculus 
was  seen.  It  was  crushed  and  removed.  For 
the  next  five  days  she  felt  better  and  had  no 
difficulty  in  voiding.  Then  she  became  lethargic 
and  complained  of  generalized  aches  and  pains. 
T wo  days  later  the  blood  nonprotein  nitrogen  had 
risen  to  155  mg.  per  100  ml.,  and  her  urine  showed 
many  white  blood  cells  and  3 plus  albumin. 
Although  she  was  afebrile,  she  was  given  peni- 
cillin and  streptomycin,  continuing  to  maintain 
a satisfactory  urinary  output  on  intravenous 
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infusions.  However,  she  became  progressively 
more  stuporous,  vomited  periodically,  and  ex- 
pired after  another  two  days. 

Discussion 

Dr.  Maxwell  Gelfand:  The  case  this  morn- 
ing concerns  a sixty-four-year-old,  white  woman 
who  was  admitted  to  Knickerbocker  Hospital  six 
times  during  a period  of  four  years  for  symptoms 
referable  to  the  urinary  tract.  During  each  of 
these  episodes  signs  of  cystitis,  pyelonephritis, 
and  multiple  urinary  tract  calculi  were  evident. 
The  laboratory  data  confirmed  the  fact  that  an 
infectious  process  existed,  and  numerous  cultures 
of  the  urine  demonstrated  B.  coli  and  B.  pyo- 
cyaneus.  Mild  azotemia  was  present,  but  no 
significant  anemia  appeared.  The  serum  cal- 
cium was  elevated  on  one  occasion  during  her 
third  admission  with  no  alteration  in  the  serum 
phosphorous. 

The  hypothyroidism  discovered  during  her 
second  period  of  hospitalization  had  no  relation 
to  her  urinary  tract  disease  and  can  therefore  be 
dismissed.  Likewise,  I need  not  discuss  her 
well-documented  myocardial  infarction  two  years 
prior  to  the  onset  of  her  urinary  tract  symptoms. 
Significantly,  however,  at  no  time  during  her 
illness  was  she  hypertensive. 

On  all  but  her  last  admission  she  responded 
fairly  well  to  treatment  of  her  urinary  symptoms 
by  lithotrypsy,  irrigation,  and  antibiotics.  On 
cystoscopic  examination  it  was  noted  that  there 
was  a stricture  of  the  urethra  and  a diverticulum 
of  the  urinary  bladder.  From  this  summary  of 
the  protocol  it  is  apparent  that  the  patient  had 
an  obstructive  uropathy  with  severe  infection  of 
the  upper  and  lower  urinary  tract  on  several 
occasions. 

Her  last  admission  was  for  a similar  attack  of 
vesical  calculus,  cystitis,  and  pyelonephritis. 
This  time,  after  early  improvement,  she  developed 
evidence  of  increasing  renal  failure  with  mounting 
azotemia  and  signs  of  uremia,  and  she  succumbed 
in  a few  days.  May  we  see  the  x-rays? 

Dr.  Frederick  G.  Kautz:  Routine  films  of 
the  pelvis  show  several  smooth-contoured  calculi 
within  the  bladder.  Intravenous  pyelograms 
show  good  excretion  of  the  dye  with  moderate 
hydronephrosis  and  hydroureter  on  both  sides 
(Fig.  1).  The  excretory  urogram  enables  us  to 
localize  clearly  a round  structure  with  a rim  of 
calcific  material  in  the  gallbladder,  not  the 
kidney.  Contrast  studies  of  the  urinary  bladder 


Fig.  1 . Excretory  urogram  showing  bilateral  hydro- 
nephrosis, hydroureter,  vesical  calculi,  and  diverticula. 
A gallstone  is  seen  in  the  right  subcostal  area. 


show  an  irregular  mucosal  pattern  with  many 
small  and  medium-sized  diverticula,  some  of 
which  presumably  contain  calculi.  Chest  films 
taken  during  the  second  admission  show  a gen- 
eralized cardiac  enlargement,  presumably  with 
dilatation  of  all  four  chambers,  consistent  with  a 
diagnosis  of  myxedema.  There  is  also  a healed 
Ghon  complex  on  the  left.  Lateral  skull  films 
exhibit  a normal  sella  turcica.  Roentgenographic 
studies  on  subsequent  admissions  exhibit  es- 
sentially the  same  observations  as  on  earlier 
ones.  However,  in  1951  there  is  evidence  of 
increasing  hydronephrotic  sacculation  of  the 
calyces  of  the  left  kidney.  During  her  last 
admission,  prior  to  the  development  of  severe 
azotemia,  the  intravenous  pyelogram  shows 
accumulation  of  calcific  deposits  in  the  upper 
calyces  of  the  left  renal  pelvis.  These  observa- 
tions indicate  progression  of  her  urinary  tract 
disease. 

Dr.  Joseph  Andronaco:  I personally  followed 
this  patient  from  her  first  admission,  during  sub- 
sequent admissions,  and  in  her  many  visits  to 
the  outpatient  department.  The  most  striking 
features  were  the  almost  pinpoint  urethral  stric- 
ture and  the  recurrent  bladder  calculi  with  per- 
sistent urinary  infection. 

On  each  clinic  visit  the  urethra  was  dilated 
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with  sounds.  However,  calculi  would  develop, 
necessitating  hospitalization  and  lithotrypsy. 
She  would  improve  for  a short  while,  only  to 
have  the  process  repeat  itself.  Prior  to  her  last 
admission  a suprapubic  cystotomy  was  done  for 
removal  of  a large  vesical  stone.  The  bladder 
was  noted  to  be  moderately  trabeculated,  the 
result  of  long-standing  urethral  obstruction. 
Cultures  revealed  B.  Coli  and  B.  pyocyaneus. 
Serum  calcium  and  phosphorus  were  within  nor- 
mal limits. 

On  her  last  admission  the  patient  went  into 
renal  failure.  Calcium  deposits  in  the  left  renal 
pelvis  were  seen  by  x-ray  for  the  first  time. 

My  impression  was  that  the  patient  suffered 
from  bladder  calculi,  recurrent,  secondary  to 
lower  tract  obstruction,  urinary  stasis,  and  in- 
fection. 

Dr.  Gelpand:  On  glancing  at  the  above  data 
one  might  be  tempted  to  explain  the  entire  pic- 
ture on  the  basis  of  obstructive  uropathy  with 
secondary  pyelonephritis,  which  is  so  common  in 
women  either  with  or  without  diabetes.  Bell1 
has  often  stated  that  in  women  pyelonephritis 
is  even  more  common  than  chronic  glomerulo- 
nephritis. The  terminal  episode  might  be  in- 
terpreted as  an  indication  of  a progressive  renal 
lesion  with  marked  destruction  of  renal  substance 
and  ultimate  renal  failure.  The  urethral  stric- 
ture and  diverticula  of  the  bladder  may  have 
been  due  either  to  the  repeated  infections  or 
perhaps  to  a congenital  stricture  with  secondary 
infection.  Either  process  might  produce  a 
similar  end  result.  However,  I believe  that  when 
one  is  dealing  with  the  problem  of  continuing 
formation  of  urinan  tract  calculi,  the  endocrine 
factors  that  regulate  calcium  and  phosphorus 
metabolism  must  be  considered. 

Some  time  ago  Albright  and  Reifenstein2 
stated  that  5 per  cent  of  the  people  in  Boston 
with  renal  calculi  suffered  from  hyperparathyroid- 
ism. This  observation  has  been  confirmed  in 
many  urologic  clinics  in  this  country.  The 
mechanism  of  calculus  formation  is  currently 
thought  to  be  an  alteration  of  colloids  within  the 
urine.  Such  a disturbance  can  be  influenced 
both  by  infection  and  hormonal  imbalance. 
The  failure  to  demonstrate  a skeletal  defect  in 
either  the  skull  or  vertebral  bodies  does  not  ex- 
clude the  possibility  of  hyperparathyroidism. 
In  the  early  development  of  our  ideas  of  hyper- 
parathyroidism the  concept  of  bone  disease, 
osteitis  cystica  generalisata,  played  such  a 


significant  role  and  left  such  a lasting  im- 
pression that  many  of  us  would  hesitate  to 
consider  hyperparathyroidism  in  the  absence  of 
demonstrable  osseous  lesions.  However,  this  is 
no  longer  true.  Albright  has  commented  that 
it  is  a mistake  to  expect  bone  lesions  in  all  cases  of 
hyperparathyroidism.  He  has  classified  the 
entity  into  four  clinical  groups:  (1)  those  with 
bone  disease  and  without  kidney  disease,  (2) 
those  without  bone  disease  and  with  kidney 
disease,  (3)  those  with  both  bone  and  kidney 
disease,  and  (4)  those  with  neither  bone  nor 
kidney  disease  but  with  chemical  findings  of 
hypercalcemia  and  hypophosphatemia.  If  this 
patient  had  hyperparathyroidism,  she  would  fall 
into  the  second  group.  If  so,  the  lesion  is  more 
likely  to  be  an  adenoma  rather  than  the  less  com- 
mon diffuse  primary  hyperplasia. 

This  patient  presented  an  elevated  serum 
calcium  of  13.4  mg.  on  one  occasion,  but  at 
this  time  her  serum  phosphorus  was  normal.  It 
is  felt  by  most  observers  that  a low  serum  phos- 
phorus is  of  greater  diagnostic  significance  than 
an  elevated  serum  calcium,  since  the  latter  may 
be  modified  by  dietary  intake.  Nevertheless,  I 
believe  that  the  patient  falls  into  Albright’s 
second  group  because  of  the  repeated  episodes  of 
urinary  tract  lithiasis.  In  a recent  report  of  27 
cases  of  hyperparathyroidism  studied  at  Duke 
University  Hospital3  there  were  12  cases  that 
had  renal  disease  alone.  Of  these,  one  patient 
had  vesical  lithiasis,  and  it  was  the  impression  of 
the  observers  that  his  was  the  only  one  on  record. 
However,  it  would  be  difficult  to  be  sure  that 
some  of  the  vesical  calculi  might  not  originally 
have  come  from  the  upper  urinary  tract. 

The  final  admission  of  this  patient  was  pre- 
ceded by  a train  of  symptoms  similar  to  those 
she  had  had  before.  She  responded  well  initially 
to  similar  therapy,  but  in  a few  days  she  de- 
veloped signs  of  uremia  and  died.  Whenever 
one  is  confronted  with  the  rapid  development  of 
uremia  following  such  circumstances,  the  pos- 
sibility of  renal  papillary  necrosis  should  be  en- 
tertained. This  is  an  acute,  fulminating  in- 
fection of  the  kidney,  involving  chiefly  the  pyra- 
mids. It  is  most  often  seen  in  diabetics  irrespec- 
tive of  how  well  they  are  controlled,  but  non- 
diabetics  are  by  no  means  exempt.  In  such 
patients  it  is  usually  associated  with  an  obstruc- 
tive and  infectious  lesion  which  suddenly  becomes 
more  severe,  terminating  in  azotemia,  uremia, 
and  death  in  a few  days.  The  symptoms  of 
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renal  papillary  necrosis  are:  (1)  flank  pain,  (2) 
hematuria,  (3)  urgency  and  frequency,  (4)  pro- 
teinuria, (5)  pyuria  and  bacilluria,  (6)  oliguria, 
and  (7)  azotemia.  Although  these  may  exist  in 
any  renal  infection  and  actually  were  present  in 
mild  degree  in  this  patient,  the  fulminating 
course  furnishes  the  best  clue.  It  is  much 
easier  to  suspect  the  diagnosis  after  the  disease 
has  run  its  rapidly  fatal  course  than  during  the 
early  stages  of  what  might  appear  to  be  an 
exacerbation  of  the  same  infectious  process  that 
was  already  established.  I cannot  be  certain 
that  the  change  in  urinary  tract  flora  from 
B.  coli  and  B.  pyocyaneus  to  Proteus  vulgaris  is 
significant  in  the  development  of  this  lesion,  but 
in  recent  years  the  Proteus  group  has  proved  a 
singularly  virulent  family  of  organisms. 

Retrograde  pyelography  may  at  times  be 
helpful  in  establishing  a diagnosis  of  necrotizing 
renal  papillitis.  There  are  four  types  of  change 
to  be  looked  for:  (1)  ragged  irregularities  of  the 
minor  calyces  similar  to  those  seen  in  tuberculosis, 
(2)  a ring  shadow  in  a calyx  due  to  separation  of 
a papilla,  (3)  clubbed  minor  calyces,  and  (4)  a 
negative  filling  defect  within  the  pelvis,  indicating 
passage  of  a sloughed  papilla  into  the  collecting 
system.  However,  in  this  patient  the  presence  of 
active  urinary  tract  infection  rendered  retrograde 
pyelography  inadvisable. 

Diagnoses 

Clinical. — Urethral  stricture  with  ascending 
cystitis  and  pyelonephritis,  renal  and  vesical  calculi, 
hydronephrosis  ( bilateral ),  hypothyroidism 
(treated),  and  myocardial  infarct  (healed). 

Dr.  Gelfand. — Parathyroid  adenoma,  renal 
and  vesical  calculi  with  pyelonephritis  and  cystitis 
(acute  and  chronic),  necrotizing  renal  papillitis 
(terminal),  hypothyroidism,  and  myocardial  infarct, 
healed,  secondary  to  coronary  arteriosclerosis. 

Anatomic — Adenoma  of  the  left  lower  para- 
thyroid gland,  acute  and  chronic  pyelonephritis 
(severe),  necrotizing  renal  papillitis,  vesical  calculi 
with  acute  and  chronic  cystitis,  diverticula,  hy- 
droureter and  hydronephrosis  (bilateral),  old,  healed, 
posterior  myocardial  infarct,  coronary  arterio- 
sclerosis, cardiac  hypertrophy,  healed  pulmonary 
tuberculosis,  Ghon  complex  (left  lower  lobe  and 
hilar  lymph  node),  cholelithiasis,  and  chronic 
thyroiditis  with  fibrosis,  lymphocytosis,  and  atypical 
cellular  growth  (Riedel’s  struma?,  Hashimoto’s 
struma?) . 
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showing  an  admixture  of  larger  acini  of  oxyphil  cells 
and  smaller  acini  of  chief  cells. 


Dr.  William  B.  Ober:  The  postmortem  ex- 
amination was  performed  by  my  predecessor,  Dr. 
William  E.  Finkelstein.  The  anatomic  diagnoses 
correspond  closely  with  Dr.  Gelfand’s  diagnoses. 
The  interpretation  of  the  case  hinges  on  the  eval- 
uation of  the  findings  in  the  parathyroid  glands. 
At  autopsy  the  left  lower  gland  was  in  the  form  of 
an  ovoid  mass,  1.5  by  1.0  by  0.5  cm.,  soft  in 
consistency,  and  pale  creamy  gray  in  color. 
Two  other  parathyroid  glands  were  identified, 
and  these  were  normal  both  grossly  and  micro- 
scopically. Microscopic  examination  of  the 
enlarged  parathyroid  showed  proliferation  of 
chief  cells  in  cords  and  small  acini  (Fig.  2). 
Occasional  nests  of  oxyphil  cells  were  also 
present.  No  wasserhelle  cells  were  seen.  The 
intraglandular  fat  was  absent.  No  giant  nuclei 
were  found,  and  mitoses  were  infrequent.  The 
proliferated  epithelium  extended  to  the  capsule  of 
the  gland.  There  was  no  compressed  capsular 
rim  of  normal  parathyroid  tissue. 

Hyperparathyroidism  is  found  to  be  associated 
with  either  a true  adenoma  (or  functioning 
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adenocarcinoma)  of  the  gland,  a primary  hyper- 
plasia, or  a secondary  hyperplasia  to  chronic 
renal  insufficiency.  In  this  case  primary  para- 
thyroid hyperplasia  can  be  categorically  excluded 
because  the  microscopic  picture  of  cords  and 
acini  of  wasserhelle  cells  is  typical  of  that  con- 
dition and  that  condition  only.  It  is  necessary 
to  decide  whether  this  is  an  example  of  a true 
adenoma  or  a secondary  hyperplasia.  While  this 
distinction  is  simple  in  theory,  it  is  difficult  in 
practice.  Castleman4  has  enumerated  the  gross 
and  microscopic  criteria  in  detail.  I have  elected 
to  interpret  this  as  an  adenoma  because  it  was 
present  in  one  gland,  while  the  other  two  glands 
found  at  autopsy  were  normal.  However,  many 
adenomas  exhibit  a capsule  containing  com- 
pressed parathyroid  tissue,  and  the  absence  of  hy- 
perchromatism, multinucleated  cells,  giant  nuclei, 
and  variation  in  nuclear  size,  all  of  which,  when 
present,  are  pathognomonic  of  adenoma,  serve  to 
remind  one  that  microscopic  distinctions  are  not 
necessarily  clear  cut.  Although  the  glands  in 
secondary  hyperplasia  are  reputed  to  be  creamy 
gray  in  color  in  contrast  to  the  orange-brown  of  a 
true  adenoma,  this  may  be  an  artifactitious  dis- 
tinction based  on  differences  between  autopsy  and 
surgical  tissues.  However,  in  secondary  hyper- 
parathyroidism there  is  usually  uniformity  of  the 
glands  both  grossl}'  and  microscopically  in  a 
given  case.  It  must  be  noted  that  although  the 
patient  had  urinary  tract  disease  with  acute  and 
chronic  renal  infection  for  four  years,  she  did  not 
have  severe  chronic  renal  insufficiency.  Her 
azotemia  was  never  very  high  until  terminally, 
nor  was  there  any  evidence  of  presistent,  un- 
controlled acidosis  until  the  terminal  episode. 
The  serum  calcium  remains  low  in  hyperpara- 
thyroidism secondary  to  chronic  renal  disease, 
and  the  negative  calcium  balance  of  chronic 
uremia  is  not  restored  by  the  increased  production 
of  the  parathyroid  hormone. 

Although  the  serum  phosphorus  is  usually 
below  normal  in  hyperparathyroidism,  this  is  not 
invariably  true,  and  it  may  even  be  increased 
when  associated  with  renal  insufficiency.  In  a 
series  of  79  cases  of  hyperparathyroidism5  the 
serum  phosphorus  was  below  2.5  mg.  per  100  ml. 
in  only  a little  less  than  half  the  cases.  How- 
ever, in  patients  without  renal  impairment 
phosphorus  metabolism  is  probably  the  most 
sensitive  measure  of  parathyroid  function.  Al- 
bright and  his  colleagues6  demonstrated  that 
increased  urinary  excretion  of  phosphorus  is  the 
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Fig.  3.  Kidney  showing  dilatation  of  inferior 
calyces.  The  upper  portion  of  the  pelvis  is  filled  with 
soft,  grayish,  necrotic  medullary  tissue  undergoing 
sequestration.  There  is  considerable  scarring  of  the 
renal  cortex. 

first  effect  noted  after  administration  of  para- 
thyroid hormone.  Harrison  and  Harrison7  indi- 
cated that  this  was  probably  due  to  a decrease 
in  tubular  reabsorption  of  phosphate  ion. 
Albright  and  his  colleagues8  were  able  to  inhibit 
the  expected  rise  in  serum  calcium  after  para- 
thyroid hormone  injection  by  feeding  phosphates 
and  preventing  the  fall  in  serum  phosphorus. 

It  is  of  some  interest  to  those  who  study  the 
demography  of  disease  to  observe  that  the  as- 
sociation of  hyperparathyroidism  with  urinary 
tract  calculous  disease  is  more  common  in  this 
country  than  in  Europe,  where  osseous  lesions  are 
more  frequent.  This  corresponds  nicely  with  the 
history  of  the  development  of  scientific  attention 
to  this  problem.  Osteitis  fibrosa  cystica  genera- 
lisata  was  first  described  in  detail  by  von  Reck- 
linghausen and  received  considerable  attention 
in  the  European  literature  during  the  first  quarter 
of  this  century.  The  relationship  of  increased 
parathyroid  function  to  renal  calculi  was  dis- 
covered and  investigated  chiefly'  in  this  country 
from  1929  to  the  present  time.  The  differences 
in  geographic  distribution  are  probably  related 
to  the  amount  of  calcium  in  the  diet.  In  many 
parts  of  Europe  milk  and  milk  derivatives  are 
not  important  as  adult  foods,  and  skeletal  de- 
mineralization proceeds  more  rapidly  in  the 
absence  of  dietary  replenishment  of  calcium. 
This  is  but  another  instance  in  which  differences 
in  customs  based  on  socioeconomic  factors  play 
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an  important  role  in  determining  the  clinical 
manifestations  of  disease. 

Examination  of  the  urinary  tract  at  autopsy 
disclosed  a standard  picture  of  acute  and  chronic 
bladder  infection  associated  with  calculus  for- 
mation as  well  as  acute  and  chronic  pyelone- 
phritis. No  true  calculi  were  found  in  the  renal 
pelves,  and  there  was  no  interstitial  calcification 
within  the  kidneys.  The  lithiasis  was  entirely 
vesical  in  distribution,  an  uncommon  feature  of 
the  disease  complex,  possibly  related  to  the  ante- 
cedent hist  or  y of  urethral  stricture.  The  ter- 
minal episode  was  due  to  bilateral  necrotizing 
renal  papillitis.  There  were  areas  of  infarction 
and  necrosis  in  the  tips  of  many  renal  pyramids, 
and  in  one  kidney  there  was  more  diffuse  necrosis 
with  sequestration  and  incipient  sloughing  of  a 
large  segment  of  the  medulla  (Fig.  3).  This 
lesion  has  been  well  described  by  Robbins, 
Mallory,  and  Kinney.9  Two  thirds  of  the  cases 
occur  in  diabetics,  and  most  of  the  remainder 
are  associated  with  obstructive  uropathy.  Its 
pathogenesis  is  obscure,  but  it  is  in  some  way 
related  to  a combination  of  infection  and  ischemia 
of  the  pyramidal  areas.  The  ischemia  may  be 
due  to  sclerotic  vascular  disease  as  in  diabetics  or 
to  increased  pressure  within  the  pelvis  as  in  the 
cases  associated  with  obstruction.  It  is  probably 
significant  for  the  pathogenesis  that  the  arterial 
blood  supply  to  the  renal  pyramids  is  derived 
from  branches  of  the  arcuate  arteries  which  course 
in  the  opposite  direction  from  those  that  supply 
the  cortex. 

The  patient’s  hypothyroidism  was  due  to  a 
rather  puzzling  lesion.  The  gland  was  adherent 
to  adjacent  soft  tissue  but  retained  its  normal 
contour.  It  was  composed  of  dense,  whitish, 
fibrous  tissue,  rather  dry,  and  very  hard.  Micro- 
scopic examination  showed  extensive  replace- 
ment by  broad  bundles  of  dense,  relatively  acel- 
lular, collagen  fibers.  Scattered  sparsely  among 
these  were  islands  in  which  lymphocytes  were 
admixed  with  isolated  thyroid  epithelial  cells 
with  abundant  eosinophilic  cytoplasm,  some- 
times arranged  in  clusters,  and  simulating  dis- 
rupted follicles.  Degenerative  changes  were 
seen  in  many  of  the  cords  of  eosinophilic  cells. 
No  areas  of  normal  follicular  pattern  were  seen. 
In  some  areas  there  was  an  atypical  squamous 
metaplasia,  chiefly  at  the  margins  of  the  lymphoid 
aggregates,  and  some  of  the  cytologic  features 
suggested  a malignant  transformation.  The 
adherence  of  the  gland  to  surrounding  fibro- 


muscular  tissue  and  the  broad  zones  of  collagen 
suggest  Riedel’s  struma,  the  so-called  ligneous 
thyroiditis,  but  the  lymphoid  aggregates  with 
disrupted  follicles  and  large  eosinophilic  cells 
suggest  Hashimoto’s  struma,  which,  however,  is 
not  reputed  to  be  transformed  into  the  picture  of 
atrophy,  desmoplasia,  and  diffuse  scarring.  It 
would  be  rash  to  infer  from  this  single  instance 
that  Hashimoto’s  struma  can  regularly  become 
transformed  into  Riedel’s  struma,  or  that 
Riedel’s  struma  is  associated  with  Hashimoto’s 
struma-like  changes.  Likewise  it  is  difficult  in 
the  absence  of  the  more  usual  patterns  of  thyroid 
neoplasm  to  assess  the  neoplastic  potentialities 
of  the  islands  of  atypical  cells  seen  in  this  case. 
In  any  event  no  metastases  were  found,  and  the 
lesion  is  sufficient  to  explain  the  clinical  appear- 
ance of  hypothyroidism.  I cannot  see  any  re- 
lationship between  this  lesion  and  the  patient’s 
parathyroid-urinary  tract  disease. 

The  other  significant  observations  confirm  the 
clinical  and  roentgenologic  findings  of  coronary 
arteriosclerosis  with  marked  narrowing  but  no 
occlusion,  a healed  posterior  myocardial  in- 
farct, a healed  Ghon  complex  in  the  left  lung  and 
a hilar  node,  and  the  presence  of  a large  gallstone 
with  a calcified  rim. 

Dr.  Michael  S.  Bruno:  Retrospective 

analysis  of  this  interesting  case  emphasizes  a 
number  of  important  points: 

1.  In  any  case  where  there  is  continued  for- 
mation of  urinary  tract  stones,  hyperpara- 
thyroidism must  always  be  excluded  as  a pos- 
sibility. The  discussion  this  morning  under- 
scores the  frequent  difficulties  that  may  be 
encountered  in  establishing  the  diagnosis  in  the 
atypical  case.  The  coexistence  of  a urethral 
stricture  and  the  striking  redevelopment  of 
urinary  bladder  stones,  almost  to  the  exclusion  of 
renal  stones,  was  baffling.  Vesical  lithiasis  in 
hyperparathyroidism,  especially  without  renal 
calculi,  is  a distinct  rarity. 

2.  The  rapid  development  of  azotemia  and 
uremia  with  death  supervening  in  a short  period 
of  time,  in  any  case  known  to  have  obstructive 
uropathy  and  pyelonephritis,  should  always  sug- 
gest the  possibility  of  necrotizing  renal  papillitis. 
The  frequent  association  of  diabetes  mellitus  has 
been  stressed,  but  this  condition  obviously  can 
occur  in  the  nondiabetic  as  well. 

3.  The  thyroid  gland  presented  a bizarre 
liistologic  appearance  of  chronic  thyroiditis  with 
some  of  the  features  of  both  Riedel’s  and  Hashi- 
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moto’s  struma.  Both  of  these  conditions  can  be 
a cause  of  hypothyroidism  in  their  end  stages. 
Interestingly  enough,  there  was  no  past  history 
suggestive  of  acute  thyroiditis  or  hyperthyroid- 
ism. 
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Gastric  Ulcer:  Evaluation  of  Methods  of  Treatment 


The  enduring  controversy  over  the  treatment 
of  gastric  ulcer  revolves  around  three  basic 
problems:  (1)  differentiation  between  benign  and 
malignant  ulcers  on  the  basis  of  various  diagnostic 
procedures;  (2)  incidence  of  malignant  change  in 
originally  benign  ulcers,  and  (3)  comparison  of 
results  of  medical  and  surgical  treatment  in  benign 
gastric  ulcer.  With  these  three  points  in  mind,  a 
study  was  made  of  227  cases  of  gastric  ulcer  occur- 
ring over  a five-to-ten-year  period;  150  of  these 
cases  were  studied  in  follow-up. 

Results  of  the  study  suggested  the  following 
conclusions: 

(1)  In  differentiating  between  benign  and  malig- 
nant ulcer,  error  can  be  kept  below  the  prob- 
able surgical  mortality  rate  if  all  diagnostic  tech- 


nics are  fully  used  and  the  patient  is  kept  under 
observation.  (2)  When  results  of  diagnostic  tests 
conflict,  laparotomy  and  subtotal  resection  are 
advisable.  Operation  is  also  indicated  in  ulcer  of 
the  greater  curvature  of  the  stomach  and  any  case 
in  which  the  lesion  continues  to  cause  symptoms  or 
fails  to  diminish  after  four  to  six  weeks.  (3) 
Finding  histamine-fast  anacidity  may  be  considered 
diagnostic  of  malignant  ulcer.  (4)  Conservative 
medical  treatment  is  often  indicated  in  benign 
gastric  ulcer,  because  (a)  malignant  change  rarely 
occurs  in  the  benign  variety  and  (5)  surgery  carries 
the  risk  of  fatal  complications. 

— Robert  J.  Bolt,  M.D.,  William  S.  Wilson,  M.D., 
and  H.  Marvin  Pollard,  M.D.,  University  of 
Michigan  Medical  Bulletin,  April,  1957 
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Bronchopulmonary  Aspergillosis 


ALEXANDER  KRASNITZ,  M.D.,  F.C.C.P.,  NEWBURGH,  NEW  YORK 


( From  the  Estelle  and  Walter  C.  Odell  Memorial  Sanatorium,  Orange  County  Tuberculosis  Hospital) 


Cince  1842  when  Bennet  first  recorded  a case,1 

pulmonary  aspergillosis  has  been  sporadically 
reported  in  the  literature.  Virchow  first  described 
this  as  a pathologic  entity  in  1856. 2 In  1890 
Dieulafov,  Chatmesse,  and  Widal  described  several 
cases  in  persons  engaged  as  pigeon  fatteners.3  While 
a detailed  discussion  of  the  etiologic  agent  of  bron- 
chopulmonary aspergillosis  is  not  germaine  to  this 
presentation,  it  should  be  said  that  over  350  strains 
of  Aspergilli  have  been  identified  since  the  initial 
description  in  1729. 4 

The  molds  or  Ascomvcetes  to  which  Aspergilli 
belong  are  common  contaminators  of  fruit  preserves 
and  culture  media  in  bacteriologic  laboratories. 
Certain  species  of  Aspergillus  are  used  in  Asian 
countries  to  make  fermented  drinks  and  alcoholic 
beverages,  and  because  of  their  rich  enzymic  content 
they  may  be  used  in  making  preparations  such  as 
Taka-diastase.6 

To  simplify  this  complex  subject  of  molds  in 
general  and  Aspergilli  in  particular,  suffice  it  to  state 
that  .Aspergillus  is  a microscopic  fungus  with  a 
spore  bearing  head  and  stalk,  and  that  a colony  of 
.Aspergilli  “resembles  a field  of  ripening  grain.”3  Of 
the  Aspergillus  family,  or  Aspergillacae,  class 
Ascomvcetes,  the  species  Aspergillus  fumigatus  has 
been  most  frequently’  incriminated  as  causing 
bronchopulmonary  infection,3  although  Aspergillus 
niger,3  4 Aspergillus  glaucus,  Aspergillus  fiavus, 
and  Aspergillus  nidulans  are  occasionally  im- 
plicated.4 

Occurrence  and  Mode  of  Infection. — 
Although  this  disease  is  more  common  in  warm, 
damp  climates,  it  can  occur  in  any  climate,  and  it  is 
more  common  in  males.4  The  latter  is  probably 
more  related  to  occupational  exposure  rather  than 
sex  per  se.  Cases  have  been  reported  varying  in 
age  from  thirty  months  to  seventy-seven  years.4 

Although  man  is  more  immune  to  aspergillosis 
than  are  birds  (pigeons,  canaries,  penguins,  ducks, 
and  chickens),  frequent  exposure  to  massive  doses,  as 
in  the  case  of  pulmonary  tuberculosis,  is  important  in 
rate  of  infectivity.  Prolonged  contact  with  grains 


or  birds  is  an  important  factor.  People  engaged  in 
the  following  occupations  are  more  apt  to  become  in- 
fected: farmers,  threshers,  feed-mill  workers,  those 
handling  dust  in  the  preparation  of  wigs,  those  ex- 
posed to  the  dust  given  off  from  heated,  dried 
sponges,  and  fur  cleaners.  Aspergillosis  has  also 
been  found  among  coal  workers.6 

In  this  connection  it  is  interesting  to  note  that 
aspergillosis  may  be  considered  an  occupational 
disease.  It  was  so  declared  by  an  Industrial  Com- 
mission of  Illinois  in  the  case  of  a man  who  had 
worked  for  twenty  years  in  the  stock  y’ards  and  who 
was  exposed  to  heavy  concentrations  of  dust  from 
handling  hay,  grain,  corn,  etc.  as  animal  feed. 

Mode  of  Infection. — Inhalation  of  dust  con- 
taining the  fungus  is  believed  to  be  the  most  likely 
mode  of  infection  in  bronchopulmonary’  aspergillosis, 
although  the  organism  may’  spread  through  the 
ly’mphatics  or  via  the  blood  stream.  With  the 
exception  of  skin  infection,  the  fungus  rarely’  spreads 
from  one  person  to  another.7 

Pathology. — The  fungus  produces  a granuloma- 
tous lesion,  in  many  respects  resembling  tuberculosis 
and  forming  so-called  pseudotubercles.7  The  patho- 
logic changes  may’  include  the  gamut  of  consolida- 
tion, abscess  formation,  focal  necrosis,4  cavitation, 
and  evidence  of  healing  by  fibrosis  and  calcification. 
The  final  pathologic  diagnosis  is  made  when  the 
organisms  are  discovered  in  the  tissues. 

Clinical  or  Clincopathologic  Entities. — 
Various  clinical  forms  of  this  disease  have  been 
described,  from  a primary’  miliary  form,  healing  by 
calcification,7  to  a pneumonic  type  with  subsequent 
abscess  formation,  pleural  effusion,  and  metastatic 
spread  to  practically’  every’  organ  in  the  body.4 

The  acute  pulmonary’  fulminating  form  was  re- 
ported in  two  children.1  The  chronic  localized  form 
of  granulomatous  infection  limited  to  a lobe  or  lobes 
or  segment  and  diagnosed  on  removal  by’  surgery2  8 
has  been  reported.  A localized,  well-defined  form 
has  been  described,  resembling  a tumor  localized  in  a 
bronchial  cavity  with  the  fungus  remaining  in  the 
bronchial  wall  without  penetrating  into  the  lung 
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tissue  and  without  setting  up  an  inflammatory  re- 
action, but  causing  a secondary  bronchial  dilatation 
or  bronchiectasis.  The  French  authors  Monod, 
Pesle,  and  Sergretain9  refer  to  this  unique  form  as 
“tumeurs  mycelliennes”  or  “aspergillome  bronch- 
ectasiant”  and  as  giving  an  x-ray  appearance  of 
a tumor  or  an  air  cyst.  The  chronic,  diffuse  form  has 
been  described,  involving  any  part  or  parts  of  the 
lung  and  simulating  both  clinically  and  roentgeno- 
logically  pulmonary  tuberculosis,  adenoma,  or 
metastatic  carcinomatosis,  complicated  or  not  by 
pleural  effusion.10 

In  this  day  of  the  use  and  abuse  of  antimicrobials, 
it  is  interesting  to  note  that  a case  of  pulmonary 
aspergillosis  following  postinfluenzal  bronchopneu- 
monia treated  with  antibiotics  has  been  reported.11 
The  authors  suggest  that  in  their  case  the  use  of 
penicillin  or  chloramphenicol  predisposed  the  already 
damaged  lung  to  infection  with  Aspergillus  fumi- 
gatus,  and  that  death  was  caused  by  the  fungus 
rather  than  bacteria.  They  therefore  strike  a warn- 
ing signal,  showing  the  dangers  of  antibiotic  therapy. 
While  this  is  an  isolated  case,  it  offers  food  for 
thought. 

Symptoms. — From  the  foregoing  it  could  be  con- 
cluded that  br o nc h o p u 1 mo n ary  aspergillosis  may 
present  a variety  of  symptoms.  Occasionally 
patients  may  even  be  asymptomatic.4  Recurrent 
hemoptyses,  productive  cough,  and  dyspnea  occur 
frequently.  A characteristic  “pearl}’”  or  “gruel- 
like” sputum  with  a “yeasty  odor”  has  been  de- 
scribed,7 but  this  does  not  necessarily  follow  in  all 
cases.  Repeated  hemoptyses  appears  to  be  the  most 
frequent  occurrence.  Repeated  attacks  of  lower 
respiratory  infections,  signs  and  symptoms  of 
bronchitis,  pneumonia,  pleurisy  with  effusion,  or 
abscess  formation  in  cases  thus  complicated  may 
occur.  General  debility,  intermittent  temperatures, 
night  sweats,  and  loss  of  weight  may  occur  in  the 
chronic  case  and  cases  with  extensive  disease.6  In 
the  chronic  case  the  complicating  syndrome  of 
marked  dyspnea  due  to  fibrosis  and  emphysema,  very 
similar  to  cases  of  compensatory  emphysema  and 
fibrosis  due  to  tuberculosis,  is  a common  occurrence. 

X-ray  Findings. — There  are  no  pathognomonic 
signs  that  could  aid  in  diagnosing  pulmonary  asper- 
gillosis, since  it  simulates  most  closely  pulmonary 
tuberculosis  and  may  resemble  roentgenologically 
bronchogenic  carcinoma,  metastatic  spread  from 
carcinoma,  adenoma,  the  pneumonias,  lung  abscess, 
or  suppurative  pneumonitis.  To  be  sure,  Hamil1 
indicated  the  occurrence  of  a generalized  mottling 
or  miliary  type  of  involvement,  affecting  more  the 
basal  and  midlung  fields,  leaving  the  apices  almost 
entirely  clear.  This  occurrence  is  common  in 
histoplasmosis  and  may  even  be  simulated  by  miliary 
tuberculosis.  As  may  be  seen  from  the  above,  a 
clinical  and  x-ray  diagnosis  of  pulmonary  asper- 


gillosis is  difficult  to  make.  In  fact  it  has  in  the  past, 
with  few  exceptions,  been  made  on  postmortem 
examination  only.  Recently,  however,  with  the 
advent  of  thoracic  surgery,  more  cases  are  reported 
following  tissue  examination  after  excision  of  in- 
volved portion  or  portions  of  the  lung. 

The  most  important  factor  in  the  diagnosis  of  this 
condition  is  finding  pathogenic  strains  of  the  fungus, 
A.  fumigatus,  or  A.  niger,  in  sputum  expectorated 
from  the  lower  respiratory  tract1'7  and  demonstrat- 
ing the  cultural  characteristics  of  same.  Here  again 
there  are  pitfalls,  since  the  fungus  may  be  a second- 
ary invader.  One  must,  therefore,  rule  out  all  other 
conditions,  especially  pulmonary  tuberculosis,  as 
primary  causes  first,  even  in  the  presence  of  a 
sputum  positive  for  the  fungus  in  question.  An- 
other laboratory  factor  to  be  aware  of  is  that 
mycelian  fragments  of  the  fungus  may  be  found 
which  on  staining  retain  the  acid-fast  stain  and  may 
therefore  be  confused  with  tubercle  bacilli.4  The 
more  rigid  diagnostic  criteria  of  positive  cutaneous 
reaction,  aggultination,  and  complement  fixation  are 
too  unpractical  at  present  to  be  of  real  value.  Al- 
though not  of  specific  value,  the  findings  of  eosino- 
philia  in  the  blood  may  be  of  some  value.  An 
eosinophilic  count  up  to  10  per  cent  has  been  re- 
ported in  the  literature.1  The  most  conclusive 
diagnosis  can  be  made  by  finding  the  pathogenic 
strain  of  the  fungus  in  the  tissue,  providing  of  course 
that  other  conditions  are  ruled  out. 

Therapy. — There  is  no  known  specific  remedy 
for  aspergillosis.  Potassium  iodide  has  been  tried 
and  found  to  be  of  some  benefit.1  Some  of  the 
aromatic  diamidines  (2-hydroxystilbamidine)  have 
also  been  tried  and  the  results  are  as  yet  not  too 
encouraging.12  At  present  the  consensus  of  opinion 
is  that  surgery,  especially  in  the  localized  form,  is  the 
treatment  of  choice. 

Case  Report 

R.  W.,  a twenty-nine-year-old,  white,  female 
housewife  was  admitted  to  the  Estelle  and  Walter 
C.  Odell  Memorial  Sanatorium  on  May  21,  1949, 
with  a history  of  pneumonia  in  infancy  and  asthma 
and  bronchitis  since  childhood.  In  1944  the  patient 
had  pneumonia  with  pleurisy.  At  the  age  of  nine 
she  had  stereoscopic  films  which  showed  hilar  en- 
largement and  faint  clouding  in  the  left  base  with 
bulging  of  the  paratracheal  glands,  suggesting  a 
childhood  infection.  The  patient  appeared  in  the 
outpatient  clinic  on  September  12,  1940,  when  a 
minimal,  apparently  arrested  lesion  was  diagnosed. 
At  this  time  she  also  gave  a history  of  arthritis. 
In  the  spring  of  1948  she  had  grippe  followed  by 
hemoptysis.  In  January,  1949,  she  had  an  ap- 
pendectomy for  acute  appendicitis.  In  May,  1949, 
the  patient  had  a small  hemoptysis  with  continued 
streaking  for  a couple  of  weeks  thereafter  and  was 
admitted  to  a local  general  hospital  where  she  was 
treated  with  Chloromycetin,  penicillin,  and  sulfa- 
diazine with  apparently  no  improvement.  Because 
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Fig.  1.  Taken  October  14,  1948.  There  is  cavita- 
tion in  the  left  apex  with  an  organized  pleura  adherent 
to  the  chest  wall.  Note  upward  retraction  of  the  left 
hilus.  There  is  honeycombing  in  the  right  upper  lobe 
with  evidence  of  fibrosis.  The  bases  are  relatively 
hyperaerated,  and  the  diaphragm  is  depressed. 

of  this  and  x-ray  findings  (Fig.  1)  and  a reported 
sputum  culture  positive  for  acid-fast  bacilli,  the 
patient  was  transferred  to  the  Odell  Sanatorium. 

Her  family  history  on  the  whole  was  noncontribu- 
tory. She  had  three  children  living  and  well,  but 
one  child  died  at  the  age  of  twenty-three  days  of 
pneumonia. 

Physical  examination  on  admission  showed  a 
slightly  built,  white  female  of  twenty-nine  years, 
appearing  chronically  ill.  Her  lips  were  slightly 
cyanotic.  Her  height  was  5 feet,  2 inches,  weight 
95'/s  pounds.  The  following  pertinent  data  were 
noted: 

The  thorax  was  deformed,  shoulders  stooped, 
and  there  was  evidence  of  scoliosis  of  the  dorsal 
spine  with  convexity  to  the  left.  In  general  the 
appearance  was  that  of  an  emphysematous  type  of 
chest. 

The  lungs  showed  dullness  over  the  left  apex  with 
fine  moist  rales  and  bronchovesicular  breath  sounds 
anteriorly  and  bronchial  breathing  posteriorly.  The 
remainder  of  both  lung  fields  showed  emphysema- 
tous breath  sounds  and  was  hyperresonant  through- 
out, and  this  was  more  marked  at  the  bases. 

Heart:  P2  was  greater  than  As.  The  first  sound 
was  sharp  at  the  mitral  area.  Pulse  was  72,  and 
blood  pressure  was  90/60. 

Lymph  nodes:  Small  cervical  lymph  glands  were 
palpable  in  the  right  posterior  cervical  region. 

The  laboratory  data  were  as  follows:  hemoglobin 
12.5,  rgm.  red  cell  count  4,220,000,  white  cell  count 
9,700.  The  blood  differential  was  as  follows: 


polymorphonuclears  52,  lymphocytes  36,  band  2, 
monocytes  9,  eosinophils  1.  Blood  sedimentation 
rate  (Cutler  method)  was  25  mm.  in  one  hour.  Was- 
sermann  was  negative. 

Urinalysis  (morning  specimen)  was  as  follows: 
appearance  cloudy,  reaction  acid,  specific  gravity 
1.013,  albumen  negative,  sugar  negative,  micro- 
scopic 1 to  2 pus  cells,  red  blood  cells  rare. 

Sputum  was  negative  on  concentration  and  cul- 
ture. A diagnosis  was  made  of  moderately  ad- 
vanced active  pulmonary  tuberculosis  with  ques- 
tionable residuals  of  old  mitral  lesion. 

The  patient  ran  a low-grade  septic  temperature 
reaching  a maximum  of  102  F.  during  the  first 
week.  Her  pulse  was  80,  respiration  20  to  22,  and 
she  expectorated  dark  blood  clots  mixed  with 
sputum  the  first  two  days.  She  was  placed  on 
bed  rest  and  1 Gm.  of  streptomycin  daily.  Dical- 
cium phosphate  and  vitamin  K were  also  given  for 
hemoptysis.  The  patient  responded  well  to  this 
therapy,  and  her  temperature  tapered  off  to  normal 
with  frequent  elevation  to  99  F.  A total  of  74  Gm. 
of  Streptomycin  was  given.  Her  sputum  cleared 
and  was  consistently  negative  for  acid-fast  bacilli 
on  concentration  and  culture.  However,  she  had 
frequent  wheezing  and  repeated  bouts  of  vasomotor 
rhinitis.  Both  of  these  conditions  responded  well 
to  antihistaminics.  The  patient  had,  however, 
recurrent  streaking,  especially  during  menses,  and 
because  of  this  and  persistence  of  cavitation,  pneu- 
mothorax was  initiated  on  the  left  on  October  17, 

1949.  Although  the  pneumothorax  was  contra- 
selective,  and  apparently  unsatisfactory,  the  patient 
showed  steady  clinical  improvement,  including  gain 
in  weight  up  to  21  pounds.  Her  sputum  diminished 
in  amount,  although  she  still  raised  about  one  ounce 
of  thick,  yellowish,  pellet-like  sputum.  In  view  of 
persistent  cavitary  disease  the  pneumothorax  was 
abandoned  in  favor  of  surgery  (thoracoplasty  or 
resection),  and  the  patient  was  discharged  from  the 
sanatorium  on  January  26,  1950  as  a transfer  to  the 
Homer  Folks  Tuberculosis  Hospital  in  Oneonta, 
New  York,  where  she  was  admitted  on  January  29, 

1950. 

While  at  the  above  hospital,  the  patient  was 
bronchoscoped,  and  it  was  believed  that  a segmental 
division  of  the  left  upper  lobe  bronchus  showed 
changes  suggestive  of  tuberculous  endobronchial 
disease.  She  also  had  a bronchogram  following 
Lipiodol  instillation.  Numerous  sputa  were  con- 
sistently negative  for  acid-fast  bacilli,  and  studies 
made  for  yeast  molds  and  fungi  were  also  negative. 

Because  of  a retention  of  Lipiodol,  shown  on  a 
bronchogram  taken  some  weeks  later,  the  patient 
was  discharged  on  March  25,  1950,  to  her  home,  to 
be  observed  in  the  outpatient  department  of  her 
referrring  sanatorium  until  such  time  when  the 
greater  part  of  the  Lipiodol  may  have  been  ab- 
sorbed or  eliminated  and  a segmental  resection  could 
be  done  more  safely.  However,  she  showed  very 
slow  progress  in  eliminating  or  absorbing  the  iodized 
oil,  and  because  of  blood  streaking,  marked  wheez- 
ing, and  a temperature  of  102  F.,  she  had  to  be  re- 
admitted to  the  Odell  Sanatorium  on  June  22,  1950 
(Fig.  2) 
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Fig.  2.  Taken  June  23,  1950.  The  density  above 
the  horizontal  fissure  and  the  fine  mottling  in  the  right 
upper  lobe  are  due  to  retained  iodized  oil. 


During  this  admission  the  patient  had  marked 
wheezing  and  exertional  dyspnea  and  displayed 
vasomotor  changes  (sneezing  and  eye  irritation) 
when  near  roses.  She  was  treated  conservatively 
with  antihistaminics,  1 grain  of  aminophylline  thrice 
daily,  and  antitussives.  In  view  of  a pronounced, 
clinically  suspected  allergic  background  an  allergist 
was  consulted.  Following  intracutaneous  testing 
of  this  patient,  he  reported  “Marked  reaction  to 
dust,  moderate  to  ragw'eed  and  feathers,  and  slight 
to  grasses.”  A moderate  reaction  was  later  ob- 
tained to  horse  serum.  Dust-proof  covers  on  all 
pillow's  and  mattress  in  her  room  wrere  recommended, 
with  subsequent  hyposensitization.  The  patient 
responded  wrell  to  conservative  therapy  but  con- 
tinued to  absorb  Lipiodol  very  slowly  (Fig.  3). 
Sputa  remained  consistently  negative  for  acid-fast 
bacilli  on  concentration  and  culture. 

On  December  26,  1950,  the  patient  wras  again 
transferred  to  Homer  Folks  Tuberculosis  Hospital 
for  surgery.  On  January  9,  1951,  a segmental  re- 
section of  the  posterior  apical  segment  of  the  left 
upper  lobe,  decortication,  left  upper  lobe,  and  limited 
upper  stage  thoracoplasty  involving  posterior  seg- 
ments of  ribs  3,  2,  and  1,  were  performed.  On  the 
seventeenth  postoperative  day  anterior  segments  of 
the  upper  three  ribs  were  removed.  The  patient 
had  a stormy  postoperative  course  but  responded 
well  to  postoperative  and  convalescent  therapy 
(Fig.  4). 

The  pathologic  report  of  the  specimen  of  tissue 


Fig.  3.  Taken  December  23,  1950.  Note  very  slow 
absorption  of  iodized  oil  on  serial  x-rays. 


removed  from  the  apical  posterior  segment  of  the 
left  upper  lobe  was  as  follow's:  “Histologic  examina- 
tion of  several  sections  through  the  cavity  and  sur- 
rounding tissue  shows  a markedly  thickened  fibrotic 
wall  lined  by  a very  vascular  granulation  tissue. 
The  lumen  and  also  the  adjacent  tissue  frequently 
contain  a fungus  which  consists  of  hvphae  that 
terminate  in  columellae  which  are  topped  by  sterig- 
mata  and  conidia.  This  fungus  is  typical  Aspergil- 
lus. It  is  surrounded  by  an  accumulation  of  poly- 
morphonuclear leukocytes.  No  evidences  of  tuber- 
culosis wrere  seen  anywhere.  In  all  probability  this 
was  an  old  lung  abscess  of  long  standing  produced 
by  anaerobic  Streptococci  which  wrere  demonstrated 
on  culture  from  the  material  w'ith  a superimposed 
Aspergillus  infection.” 

Comment  and  Conclusion 

It  may  be  concluded  from  the  foregoing  discussion 
that  there  is  no  special  endemic  area  for  Aspergillus 
infection  and  that  it  can  occur  anywhere.  It  is  a 
relatively  rare  disease,  but  there  is  a possibility  that 
with  increase  in  the  use  of  antibiotics,  this  infection 
may  become  more  frequent.11  It  is  also  apparent 
from  the  literature  that  a preoperative  or  antemor- 
tem diagnosis  is  very  difficult  to  make  and  is  there- 
fore rarely  made.  It  may  help,  however,  if  we  think 
of  Aspergillosis  as  an  occupational  disease.  It  is  al- 
most axiomatic  but  worth  repeating  that  a persist- 
ently negative  sputum  in  a case  having  all  clinical 
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Aspergillic  Acid,  an  extract  of  Aspergillus  fiavus, 
has  been  shown  to  possess  inhibitory  properties 
against  the  human  strain  of  Mycobacterium  tuber- 
culosis,4 and  there  is  experimental  evidence  to  sup- 
port that  this  mode  of  action  is  probably  due  to  the 
fact  that  aspergillic  acid  interferes  with  the 
utilization  of  iron  by  the  tubercle  bacillus. 

In  our  case,  another  interesting  postulate  sug- 
gests itself,  and  that  is  the  possibility  of  the  As- 
pergillus infection  causing  sensitization  and  allergic 
phenomena  which  woidd  be  responsible  for  the 
bronchial  asthma  which  this  patient  had  had  for 
years.  To  be  sure,  the  question  of  possible  associa- 
tion of  aspergillosis  with  bronchitis  and  asthma  has 
been  brought  up  and  the  idea  suggested  that  the 
fungi  act  as  “irritants”  or  “sensitizing  agents.”12 
However,  some  doubt  may  be  cast  in  our  particular 
case  as  to  the  relationship  between  aspergillosis  and 
asthma,  since  the  patient  gave  a history  of  asthma 
dating  back  to  her  childhood,  and  it  is  unlikely,  al- 
though not  impossible,  that  patient  has  had  the 
fungus  infection  since  her  early  life. 


Summary 


Fig.  4.  Taken  February  28,  1952.  Changes  in  the 
left  upper  chest  are  due  to  resection  and  limited  upper 
stage  thoracoplasty.  There  is  evidence  of  some  fibrosis 
with  honeycombing,  suggestive  of  ectasia  in  the  right 
upper  lobe.  There  is  still  some  retention  of  iodized  oil. 
There  is  marked  widening  of  interspaces,  hyperaeration, 
and  depression  of  the  diaphragm  due  to  emphysema 
associated  with  long-standing  asthma. 

and  x-ray  appearances  of  a “typical  TB”  must  be 
suspected  as  having  fungus  disease,  despite  an  iso- 
lated positive  sputum  for  acid-fast  bacilli.  In  our 
case  the  latter  may  have  been  the  cause  for  diagnos- 
tic complacency. 

With  particular  reference  to  our  case  it  is  interest- 
ing to  note  that  despite  prolonged  hospitalization 
in  a sanatorium,  this  patient  did  not  develop  clinical 
tuberculosis,  even  though  she  was  in  poor  condition 
on  admission.  One  can  only  speculate  as  to  why  this 
was  the  case.  However,  there  is  a great  possibility 
that  being  infected  with  the  Aspergillus  mold,  the 
patient  was  protected  against  infection  with  the 
mycobacterium  Tuberculosis.  In  fact,  there  is  ex- 
perimental evidence  to  support  this  postulate;  that 


A case  of  bronchopulmonary  aspergillosis,  which 
was  proved  by  pathologic  examination  of  the  tissue 
removed  during  surgery  and  complicated  by  bron- 
chial asthma  and  other  allergic  manifestations  has 
been  presented  together  with  a review  of  the  litera- 
ture. 
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Osteoid-Osteoma — A Cause  of  Hip  Pain 


JOSEPH  H.  DASHEFSKY,  M.D.,  MASSAPEQUA,  NEW  YORK 
( From  the  Mid-Island,  Hospital,  Beth  page,  New  York ) 


( YsTEOiu-osteoma  was  first  identified  as  a separate 
clinical  and  pathologic  entity  by  Dr.  H.  L.  Jaffe1 
in  1935.  At  this  time  he  presented  five  typical 
cases,  described  the  pathology,  and  gave  the  condi- 
tion its  name. 

This  bone  lesion  has  as  its  one  chief  symptom 
acute  localized  pain  over  the  area  involved.  The 
pain  is  of  gradual  onset  and  progressive  severity. 
When  superficial,  there  is  acute  localized  tenderness 
and,  if  in  proximity  to  a joint,  there  are  signs  of 
joint  irritation  with  pain  and  limitation  of  motion. 
There  are  no  inflammatory  signs,  such  as  local  heat 
or  redness  and  no  systemic  signs,  such  as  temperature 
elevation.  The  laboratory  findings,  i.e.,  blood  count, 
urinalysis,  and  sedimentation  rate,  are  normal.  The 
x-ray  appearance  is  characteristic.  There  is  a small 
radiolucent  zone  or  nidus  which  usually  varies  in 
size  from  0.5-1. 5 cm.  and  is  surrounded  by  an  area  of 
bone  sclerosis  which  is  usually  of  considerable  size. 
At  times  there  is  a small  area  of  calcification  within 
the  nidus  itself  giving  a “doughnut”  appearance. 
Often  the  lesion  is  missed  unless  especially  looked 
for  because  it  is  blott  ed  out  by  the  dense  surrounding 
bone.  The  condition  has  been  seen  in  practically 
every  bone  of  the  body  and  can  occur  in  both  the 
cancellous  as  well  as  the  cortical  portions  of  the 
long  bones.  It  is  characteristically  seen  in  the 
adolescent  or  young  adult  age  group  and  has  no 
special  predilection  for  males  or  females.  Patho- 
logic sections  of  the  nidus  reveal,  in  the  early  stages, 
vascular  mesenchyme  packed  with  osteoblasts. 
Later  there  appear  large  amounts  of  osteoid  which 
are  subsequent  ly  calcified  into  bone. 

It  is  the  general  feeling  at  the  present  time  that 
this  process  is  essentially  benign  in  nature,  develop- 
ing up  to  a certain  point  beyond  which  it  will  in- 
volute, the  nidus  gradually  being  converted  into 
normal  bone.  Involution  of  the  nidus  is  associated 
with  disappearance  of  the  pain,  although  this  process 
may  take  as  long  as  six  years,  as  in  the  case  reported 
by  Moberg.2  Treatment  of  this  condition  is  sur- 
gical removal.  Complete  excision  of  the  nidus 
results  in  immediate  and  permanent  relief. 

The  purpose  of  this  paper  is  to  focus  attention  on 
osteoid-osteoma  as  a not  uncommon  cause  of  per- 
sistent pain  in  the  hi])  in  the  adolescent  and  young 
adult  age  group.  There  are  numerous  reports  in 
the  literature  of  lesions  in  the  neck  of  the  femur 
producing  both  a limp  and  persistent  pain  in  the 
hi]).3-8  Phalen  has  reported  two  cases  in  the 
superior  pubic  ramus,8  and  Ponsetti9  has  reported 


Fig.  1.  A typical  osteoid-osteoma  lesion  lying  just 
above  the  right  acetabulum  in  the  ilium. 


TABLE  I. — The  Passive 
in 

Range  of  Motion 
Degrees 

of  the  Hips 

Motion 

Right  Hip 

Left  Hip 

Abduction 

20 

45 

Adduction 

20 

20 

Angle  of  greatest  flexion 

30 

30 

Internal  rotation 

20 

45 

External  rotation 

30 

30 

Extension 

Full 

Full 

one  case  in  the  acetabular  portion  of  the  ilium  giving 
a similar  clinical  picture.  There  are  undoubtedly 
numerous  other  undiagnosed  or  unreported  cases 
which  have  not  come  to  general  attention. 

Case  Report 

A fifteen-year-old  boy  was  seen  in  consultation 
on  November  17,  1956,  with  a history  of  pain  in  the 
right  hi]),  thigh,  and  calf  noted  since  early  spring. 
The  boy  stated  that  he  had  a cold  about  that  time 
and  was  home  all  week  from  school.  The  pain  in 
the  leg  had  been  getting  progressively  worse  and 
lately  had  been  steady.  Sometimes  the  hi])  was 
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Fig.  2.  The  lesion  excised  and  the  defect  filled  with 
bone  shavings 


Fig.  3.  Nidus  at  lower  right  with  surrounding  bone. 


very  sensitive  and  he  limped  on  it.  At  night  he 
had  to  sit  up  and  rub  it  and  he  had  to  get  up  once 
or  twice  nightly  because  of  the  pain.  He  took  half 
an  aspirin  tablet  at  a time  for  the  pain,  but  lately 
this  had  not  been  helping. 

The  mother  stated  that  the  boy  had  a lot  of  pain 
in  his  legs  since  he  was  two  years  old.  It  was  dis- 
covered that  he  had  a heart  murmur,  and  it  was 
called  “rheumatism.”  He  had  diseased  tonsils  re- 
moved when  he  was  nineteen  months  old.  At  eleven 
years  of  age  he  got  pains  in  his  legs  in  damp  weather. 
An  electrocardiogram  showed  changes  suggestive 
of  a rheumatic  heart. 

The  boy  was  thin  and  small  for  his  age.  He  stood 
with  the  right  side  of  his  pelvis  elevated.  His  gait 
was  normal  at  this  time.  The  motions  of  the  spine 
were  free  and  painless.  Leg  lengths  from  anterior 
superior  spine  to  medial  malleolus  were  equal.  The 
right  calf  circumference  measured  105/g  inches,  the 
left  1 1 inches.  The  right  thigh  circumference  at  5 
inches  above  the  patella  measured  13V2  inches,  the 
left  measured  14  inches.  The  Trendelenburg  test 
was  negative.  The  passive  range  of  motion  of  the 
hips  was  recorded  and  is  shown  in  Table  I. 

There  was  no  muscle  weakness.  The  Achilles  and 
patellar  reflexes  were  equal  and  active.  The 
Babinski  sign  was  not  present.  There  was  no  local 
tenderness. 


Fig.  4.  Higher  magnification  showing  the  nidus  at 
lower  left  consisting  of  osteoid  and  numerous  osteoblasts. 
Occasional  giant  cells  are  seen. 


X-rays  of  the  hips  and  pelvis  on  November  19, 
1956,  revealed  a typical  osteoid-osteoma  lesion  ly- 
ing just  above  the  right  acetabulum  in  the  ilium 
(Fig.  1). 

On  November  27,  1956,  the  patient  was  admitted 
to  the  Mid-Island  Hospital.  General  physical 
examination  on  that  date  revealed  a pulse  of  80, 
blood  pressure  110/80,  and  entirely  normal  examina- 
tion of  the  heart,  lungs,  and  abdomen.  The  red 
blood  count  was  4 million,  the  hemoglobin  10.7  Gm., 
the  white  blood  count  7,000  with  60  per  cent  seg- 
mentals,  29  per  cent  lymphocytes,  and  5 per  cent 
eosinophils.  The  urinalysis  revealed  a specific 
gravity  of  1.010  and  rare  white  blood  cells  in  the 
sediment.  The  sedimentation  rate  was  13  mm. 
per  hour.  The  electrocardiogram  was  normal. 
The  patient  was  afebrile. 

In  view  of  a questionable  history  of  rheumatic 
fever  and  rheumatic  heart  disease,  the  patient  was 
placed  on  2 cc.  of  combiotic  twice  daily  on  admission 
as  a prophylactic  measure  prior  to  surgery. 

Operation  was  performed  on  November  29,  1956. 
The  anterior  and  lateral  wall  of  the  right  acetabulum 
was  exposed  through  the  full  Smith-Petersen  ap- 
proach. The  lesion  was  localized  by  means  of  two 
needles,  using  x-ray  control,  and  the  whole  area  was 
removed  in  several  blocks. 

Postoperative  x-rays  showed  that  the  nidus  had 
been  removed.  The  defect  was  filled  with  bone 
shavings  obtained  from  the  roof  of  the  defect,  and 
the  wound  was  closed  (Fig.  2).  Multiple  sections 
of  the  material  obtained  revealed  the  nidus  which  in 
this  case  was  approximately'  3 by  4'/2  mm.  (Figs.  3 
and  4) 

Postoperatively  the  patient  had  immediate 
relief  of  his  previous  hip  pain.  Convalescence  was 
uneventful  and  the  boyr  is  now  back  in  school  with- 
out complaints.  On  a recent  examination  he  had  a 
normal  gait  and  a full  range  of  passive  motion  of 
both  hips. 

874  Merrick  Road 
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Management  of  Patient  with  Adrenocortical  Insufficiency  Due  to 
Prolonged  Cortisone  During  Surgery 

DAVID  H.  APPELMAN,  M.D.,  F.A.C.P.,  AND  ARTHUR  F.  GOLDBERG  M.D.,  BROOKLYN,  NEW  YORK 


A drenocortical  insufficiency,  known  to  be  pres- 
ent  in  patients  with  Addison’s  disease  and  in 
patients  who  have  had  bilateral  adrenalectomy,  also 
may  be  induced  in  patients  who  have  been  receiving 
therapy  with  cortisone  or  other  corticosteroids. 
The  possibility  of  death  after  surgical  intervention 
in  such  persons  has  been  pointed  out.1-4  This  is 
particularly  apt  to  occur  in  cases  where  emergencies 
require  surgery  to  be  performed  without  benefit  of 
prior  work-up  and  preparation. 

It  is  the  purpose  of  this  communication  to  report 
an  experience  in  the  management  of  a patient  who 
had  been  receiving  intensive  cortisone  therapy  for 
five  years  for  lymphosarcoma  when  he  developed 
acute  urinary  retention  necessitating  emergency 
surgery  and  to  further  comment  on  the  management 
of  such  patients  before,  during,  and  after  surgery. 

Corticosteroid  therapy  should  not  be  discontinued 
or  decreased  before  the  proposed  surgery;  rather  it 
should  be  increased  preoperatively.  The  most  im- 
portant single  therapeutic  tool  is  the  intravenous  use 
of  hydrocortisone  for  shock  that  may  develop  after 
the  operation,  i.e.,  the  intravenous  administration 
of  1,000  cc.  of  5 per  cent  dextrose  in  saline  contain- 
ing 100  mg.  of  hydrocortisone. 

Case  Report 

A sixty-three-year-old,  white  male  was  admitted 
on  September  13,  1955,  because  of  acute  urinary 
retention  due  to  prostatic  hypertrophy.  In  1951 
biopsy  of  a retroperitoneal  mass  showed  lympho- 
sarcoma. In  addition  to  receiving  two  courses  of 
nitrogen  mustard  therapy  early  in  1952,  transfusions 
when  needed,  and  x-ray  therapy  to  multicentric 
lymph  node  enlargements,  he  had  been  taking  25 
mg.  of  cortisone  twice  daily  continually  since 


December,  1951. 

Physical  examination  revealed  moderate  asthenia, 
a palpable  spleen,  small,  discrete  lymph  nodes  in 
the  neck  and  right  axilla,  and  an  enlarged,  smooth 
prostate.  Because  of  the  asthenia  and  decreased 
kidney  function,  a two-stage  prostatectomy  was 
decided  on. 

The  steroid  therapy  was  increased  in  preparation 
for  the  surgical  procedure.  He  received  cortisone  25 
mg.  four  times  a day  orally  for  three  days  before 
surgery  and  an  additional  100  mg.  of  cortisone  intra- 
muscularly one  hour  before  and  another  100  mg.  in- 
tramuscularly four  hours  after  the  operation.  A 
suprapubic  cystostomy  and  bilateral  scrotal  vas 
ligation  was  done  on  September  22,  1955.  Corti- 
sone was  continued  by  mouth  (25  mg.  four  times  a 
day)  until  the  patient  was  discharged  on  October  5, 
1955,  after  which  he  resumed  his  maintenance  dose 
of  25  mg.  twice  a day.  His  postoperative  course 
was  smooth,  and  it  was  not  necessary  to  resort  to  the 
use  of  the  intravenous  hydrocortisone  which  was 
kept  at  his  bedside,  since  the  blood  pressures  re- 
mained adequate  and  no  evidence  of  adrenal  insuffi- 
ciency or  shock  occurred. 

He  was  readmitted  on  February  8,  1956,  for  the 
second  stage.  His  condition  was  good;  spleen  was 
not  palpable,  hemogram  was  normal,  and  total 
eosinophil  count  was  25  cells  per  cu.  mm.  Kidney 
function  was  adequate,  and  serum  electrolytes  were 
normal.  Since  the  proposed  surgery  was  elective, 
the  cortisone  might  have  been  discontinued  long 
enough  to  allow  the  return  to  normal  adrenal  ac- 
tivity, but  this  was  not  feasible  because  the  steroid 
was  necessary  for  the  control  of  the  generalized 
lymphosarcoma.  Five  days  before  the  contem- 
plated surgery  the  following  preoperative  program 
was  adopted:  20  units  of  ACTH  gel  intramuscularly 
daily  plus  the  maintenance  dose  of  oral  cortisone 


December  1,  1957 


3859 


APPELM AN  AND  GOLDBERG 


for  three  days,  increase  in  the  cortisone  dosage  to 
100  mg.  daily  by  intramuscular  route  rather  than 
orally  tor  the  two  days  prior  to  operation,  plus  20 
units  of  ACTH  gel  intramuscularly,  and  on  the  day 
of  surgery,  100  mg.  of  cortisone  intramuscularly  one 
hour  before  and  four  hours  after  surgery.  Supra- 
pubic prostatectomy  of  a benign,  adenomatous,  en- 
larged prostate  was  done  on  February  9,  1956, 
without  unusual  incident.  Postoperatively  the 
patient  received  the  100  mg.  of  cortisone  intra- 
muscularly four  hours  after  the  surgery  and  25  mg. 
every  six  hours  for  three  days,  after  which  the  pre- 
operative oral  dose  was  resumed.  Blood  pressures 
were  recorded  at  thirty-minute  intervals  after  sur- 
gery. Eleven  hours  postoperatively  the  blood  pres- 
sure fell  to  70/50  and  responded  to  the  intravenous 
administration  of  100  mg.  of  hydrocortisone  in  a 
liter  of  saline  given  in  two  hours.  Eight  hours  later, 
because  of  another  drop  in  blood  pressure  to  72/52, 
another  100  mg.  of  hydrocortisone  in  a liter  of  saline 
was  given  over  a period  of  three  hours,  with  another 
good  blood  pressure  response.  Four  hours  later  it 
was  necessary  to  administer  100  mg.  of  hydrocorti- 
sone in  500  cc.  of  saline,  after  which  the  blood  pres- 
sure maintained  itself  satisfactorily. 

During  the  period  in  which  the  blood  pressure  had 
fallen  the  hemoglobin  and  hematocrit  values  re- 
mained stable,  and  there  was  no  change  in  the 
electrocardiogram  to  indicate  infarction.  On  the 
second  postoperative  day  the  serum  electrolytes 
were:  sodium  130  mEq.,  potassium  5.7  mEq., 

chlorides  97  mEq.,  carbon  dioxide  combining  power 
50  volumes  per  cent,  and  urea  nitrogen  51  mg.  per 
cent.  This  was  interpreted  as  electrolyte  evidence 
of  adrenal  insufficiency,  and  5 mg.  of  DOCA  in  oil 
was  added  to  the  above  described  regimens.  By 
the  third  postoperative  day  the  electrolytes  were: 
Sodium,  153  mEq.;  potassium  3.6  mEq.;  chlorine  87 
mEq.,  and  carbon  dioxide  24  volumes  per  cent. 
These  values  as  well  as  the  blood  pressure  gradually 
stabilized  and  returned  to  normal.  Antibiotics  which 
had  been  given  prophylactically  were  slowly 
stopped.  The  rest  of  his  stay  was  uneventful,  and 
he  was  discharged. 

Comrnen  t 

Prolonged  administration  of  any  of  the  corticos- 
teroids produces  adrenal  atrophy  which  may  lessen 
the  body’s  ability  to  withstand  the  stress  associated 
with  major  operative  procedures.  This  results  in 
shock  and  collapse  and  even  death  in  some  patients. 
Patients  receiving  steroids  should  be  cautioned 
about  the  possible  consequence  should  they  fail  to 
receive  additional  supportive  hormone  in  case  of 
accidental  injury  or  emergency  surgery.  In  emer- 
gency surgical  services  careful  inquiry  as  to  the  use 
of  cortisone  or  ACTH  should  become  routine,  and 
the  surgeon  must  observe  these  patients  as  though 
he  expected  to  encounter  adrenocortical  insufficiency 
postoperatively  even  if  patients  have  been  properly 
prepared.  Corticosteroid  therapy  should  be  in- 
creased pre-  and  postoperatively  whether  or  not  the 


surgical  problem  is  an  emergency. 

The  following  preoperative  and  postoperative 
program  is  suggested.  Preoperatively:  ACTH  in 
doses  of  20  to  30  units  intramuscularly  every  six 
hours  for  five  days  before  surgery  or  ACTH  in  doses 
of  20  units  by  slow  intravenous  drip  (in  1,000  ml.  5 
per  cent  glucose  in  water)  over  periods  of  twelve  to 
twenty-four  hours  daily  for  three  days  before  sur- 
gery, and  cortisone  intramuscularly  100  mg.  daily 
for  two  days  before  surgery  and  again  postopera- 
tively on  the  day  of  surgery.  Postoperatively: 
Normal  saline,  1,000  ml.  intravenously  (or  fluids  as 
indicated  by  electrolyte  and  hematologic  studies), 
cortisone  intramuscularly,  25  mg.  every  six  hours 
for  three  days  or  equivalent  amount  orally  and  then 
resumption  of  the  preoperative  oral  dosage,  and 
ACTH  in  doses  of  20  units  intramuscularly  every 
four  to  six  hours  for  two  days,  then  15  units  every 
six  hours  for  two  days,  10  units  twice  daily  for  the 
next  two  days,  and  finally  5 units  twice  daily  for  one 
day. 

For  emergency  surgery  when  the  above  preopera- 
tive treatment  is  impossible  100  mg.  of  cortisone 
intramuscularly  should  be  given  before  the  surgery. 
Hydrocortisone  100  mg.  also  should  be  given  intra- 
venously during  surgery  if  the  blood  pressure  falls 
alarmingly,  and  postoperatively  100  mg.  of  cortisone 
should  be  given  intramuscularly  four  hours  after  sur- 
gery with  25  mg.  of  cortisone  every  six  hours  for  three 
days,  after  which  the  preoperative  oral  dose  should 
be  resumed.  Sufficient  salt  intake  should  be  given 
to  the  patient  at  all  times.  Desoxycorticosterone 
is  a very  valuable  salt  saving  adjunct  and  should  be 
used  if  necessary.  The  corticosteroid  is  gradually 
reduced  as  rapidly  as  possible  during  convalescence 
to  prevent  the  possibility  of  sepsis  and  infection. 
The  most  important  single  therapeutic  tool  is  the 
intravenous  use  of  hydrocortisone  for  shock  that 
may  develop  after  the  operation. 

Summary 

The  management  of  a patient  with  cortisone-in- 
duced hypocorticalism  requiring  large-scale  emer- 
gency and  elective  surgery  is  described.  Increased 
steroid  therapy  preoperatively  protects  such  a pa- 
tient from  the  development  of  an  adrenal  crisis. 
The  most  important  single  therapeutic  tool  is  the 
intravenous  use  of  hydrocortisone  for  shock  that 
may  develop  after  the  operation,  i.e.,  100  mg.  of 
hydrocortisone  in  1,000  cc.  of  5 per  cent  dextrose  in 
saline. 
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Cince  the  appearance  of  the  paper  by  Guillain, 
Barre,  and  Strohl1  on  cases  of  polyradiculoneu- 
ritis associated  with  albuminocyto logic  dissociation, 
many  additional  reports  of  this  syndrome  have  been 
published.  Although  these  record  involvement  of 
cranial  nerves  as  well  as  nerve  roots  and  peripheral 
nerves,  the  optic  nerve  is  mentioned  only  occasion- 
ally as  implicated  in  this  syndrome. 

In  1859  Landry2  stressed  the  group  with  ascend- 
ing paralysis  commencing  in  the  lower  extremities 
followed  by  cranial  nerve  involvement  and  usually 
affecting  the  fifth,  ninth,  tenth,  and  twelfth  nerves. 
Other  authors  have  reported  cases  with  bilateral 
facial  palsy  and  polyneuritis.3  Guillain,  Bane,  and 
Strohl  stated  that  polyneuritis  associated  with 
albuminocytologic  dissociation  offered  a favorable 
prognosis.  Subsequent  reports  mention  additional 
symptoms  and  signs.  The  disease  entity  was  re- 
ferred to  as  acute  febrile  polyneuritis,  meningora- 
diculomyelitis,  polyneuritis  with  facial  diplegia, 
myeloradiculitis,4  polyradiculoneuritis,  and  neu- 
ronitis.5 The  most  frequent  designation  among 
clinicians  for  this  disorder  is  the  Guillain-Barre 
syndrome. 

Case  Report 

The  patient,  a thirteen-year-old,  white  female,  was 
well  until  one  week  prior  to  admission  to  Kings 
County  Hospital  on  July  9,  1956.  On  arising  in  the 
morning  she  complained  of  pain  in  all  four  extremi- 
ties, most  pronounced  in  the  legs,  with  weakness 
causing  gait  impairment.  There  was  no  history  of 
any  previous  respiratory  infection,  and  no  fever  was 
present.  The  past  history  of  the  patient  and  the 
family  history  were  noncontributory.  The  general 
physical  examination  was  within  normal  limits. 
The  pulse  was  130. 

Neurologic  Examination. — The  pupils  were 
round,  regular,  equal,  and  reacted  to  light  and  ac- 
commodation. The  fundi  appeared  normal.  Extra- 
ocular  muscles  were  grossly  intact,  and  there  was  no 
nystagmus.  A bilateral,  lower  motor  neuron  facial 
paralysis  with  absence  of  forehead  wrinkling,  in- 
ability to  close  the  eyes,  and  obliteration  of  the  naso- 
labial folds  were  noted,  and  taste  was  lost  in  the  an- 
terior two  thirds  of  the  tongue.  Corneal  reflexes 
could  not  be  elicited  (seventh  nerve).  The  soft 
palate  deviated  to  the  left.  The  gag  reflexes  were 
diminished  bilaterally.  The  tongue  was  in  the  mid- 
line, There  was  marked  weakness,  especially  in  the 
lower  extremities,  more  in  the  proximal  than  distal 
musculature  The  tendon  reflexes  were  absent 
throughout,  and  there  were  no  pathologic  reflexes. 


The  upper  abdominal  skin  reflexes  were  not  elicited, 
and  the  lower  abdominal  reflexes  were  diminished. 
Sensory  examination  was  negative  including  all 
modalities.  Sphincteric  functions  were  not  af- 
fected. 

Course  in  Hospital. — On  July  4,  1956,  the*  spinal 
fluid  was  clear  and  colorless,  and  there  were  no 
cells.  Pandv  was  one  plus,  protein  157  mg.  per 
cent,  chlorides  123  mEq.  per  liter,  and  sugar  95  mg. 
per  cent.  Blood  sugar,  blood  urea  nitrogen,  urinaly- 
sis, nose  and  throat  cultures  for  diphtheria,  and  sero- 
logic tests  for  syphilis,  were  normal.  Spinal  fluid 
Mazzini  was  negative.  X-rays  of  the  chest  and  skull 
were  normal. 

A subsequent  spinal  puncture  performed  on  July 
13,  1956,  revealed  total  protein  to  be  210  mg.  per 
cent,  sugar  102  mg.  per  cent,  and  chloride  125  mEq. 
per  liter.  The  fluid  was  clear,  and  there  were  no 
cells. 

On  July  14,  1956,  the  patient  had  difficulty 
swallowing.  The  upper  extremities  became  progres- 
sively weaker,  but  there  was  no  complaint  of  pain. 
Feeding  was  by  Levin  tube.  During  the  ensuing 
two-week  period  motor  power  improved  more 
rapidly  in  the  upper  extremities  than  in  the  lower. 
The  deep  tendon  reflexes  remained  absent. 

About  one  month  later,  on  August  18,  1956,  the 
patient  developed  frontal  headache  and  vomiting. 
This  continued  for  two  days.  Funduscopic  exami- 
nation then  revealed  four  diopter  papilledema  bi- 
laterally with  scattered  hemorrhages.  The  vessels 
appeared  normal.  Vision  was  not  impaired,  and 
there  was  no  demonstrable  visual  field  defect. 

During  the  ensuing  two  months  there  was  steady 
improvement  with  minimal  residual  gait  impairment 
but  persistent  absence  of  the  deep  tendon  reflexes. 
Funduscopic  examination  revealed  that  the  hemor- 
rhagic areas  had  disappeared  and  the  swelling  of  the 
optic  discs  had  diminished  to  one  diopter.  Vision 
was  intact. 

Com  men  t 

Cranial  nerve  involvement,  especially  of  the 
seventh  nerve  bilaterally,  is  encountered  frequently 
as  part  of  the  clinical  syndrome,  but  funduscopic 
abnormalities  have  not  been  emphasized. 

DuMolard  et  al .6  reported  a patient  of  Arabic 
origin  who  had  papilledema,  considered  to  have 
Guillain-Barre  syndrome.  Cerebrospinal  fluid  was 
xanthochromic,  initial  pressure  16  mm.  Hg,  and 
protein  1.40  Gm.  per  cent.  Ford  and  Walsh7 
reported  two  cases  of  Guillain-Barre  syndrome  asso- 
ciated with  papilledema  and  mentioned  four  addi- 
tional similar  cases  from  their  study  of  the  litera- 
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ture.  Chuside  and  Marguarete  discuss  six  patients 
with  Guillain-Barre  syndrome,  one  of  whom  had 
three  diopters  of  papilledema  bilaterally.  Pullen 
and  Sedeman9  analyzed  three  cases;  one  of  the 
patients  had  loss  of  vision.  Mirus10  reported  a case 
associated  with  papilledema.  Haymaker  and  Ker- 
nohan11  studied  50  fatal  cases  which  they  desig- 
nated as  the  Landry-Guillain-Barre  syndrome. 
Transient  blurring  of  vision  was  recorded  in  two 
patients,  and  two  others  had  blurring  of  the  optic 
discs.  However,  in  none  of  these  was  papilledema 
observed.  Nielsen12  mentioned  one  patient  with 
optic  neuritis  which  occurred  during  the  acute  state 
of  this  syndrome.  Gilpin,  Moersch,  and  Kernohan15 
reported  a patient  in  which  three  diopter  papill- 
edema on  the  right  and  two  diopter  papilledema  on 
the  left  were  present  with  normal  vision. 

It  is  generally  believed  that  the  Guillain-Barre 
syndrome  is  an  inflammatory  process.  The  term 
optic  neuritis  has  been  used  to  describe  involvement 
of  the  optic  nerve  as  the  result  of  inflammation,  de- 
myelinization,  and  degeneration.1,1  The  presence  of 
ophthalmoscopic  changes  in  the  Guillain-Barre 
syndrome  can  be  part  of  a generalized  inflammatory 
involvement  of  the  nervous  system.  Papilledema, 
as  opposed  to  optic  neuritis,  generally  refers  to  pas- 
sive noninflammatory  edema.14 

The  absence  of  increased  intracranial  pressure  in 
most  cases  of  Guillain-Barre  syndrome  is  another 
basis  for  the  belief  that  this  ophthalmoscopic  change 
is  optic  neuritis  rather  than  papilledema.  Hypere- 
mia, blurring  of  the  disc,  and  enlargement  of  the 
veins  occur  in  the  early  stages  of  both  optic  neuritis 
and  papilledema.  Measurable  swelling  of  the  disc 
occurs  in  both  papilledema  and  optic  neuritis;  when 
less  than  one  diopter,  the  diagnosis  of  papilledema 
must  be  made  on  the  basis  of  other  neurologic  evi- 
dence.14 It  seems  that  swelling  of  the  disc  in  our 
case  and  the  other  cases  quoted  was  more  than  2 to  3 
diopters.  This  is  more  common  in  papilledema  than 
in  optic  neuritis.  One  of  the  emphasized  features 
of  optic  neuritis  is  early  disturbance  of  vision  appear- 
ing abruptly  and  reaching  its  peak  within  a few 


days  after  onset.  Loss  of  vision,  especially  in  the 
early  stage,  is  rare  in  papilledema. 

Pain  in  the  eyeball,  especially  on  palpation  or  dur- 
ing eye  movement,  occurs  with  optic  neuritis  and 
wras  not  noted  in  our  patient.  The  Guillain-Barre 
syndrome  is  regarded  as  an  inflammatory  disease  of 
the  affected  structures.  Optic  neuritis  would  be 
the  funduscopic  finding  to  be  expected.  In  our  pa- 
tient and  those  reported  in  the  literature  the  exact 
pathology  in  the  optic  nerve  is  not  certain,  though 
the  manifestations  point  somewhat  more  strongly 
toward  papilledema. 

Treatment  in  the  main  is  supportive  and  sympto- 
matic. These  patients  are  given  vitamins  rou- 
tinely, especially  thiamine  chloride,  nicotinamide, 
anti  B,2  orally  and  parenterally. 

Summary 

A thirteen-year-old  girl  developed  the  manifesta- 
tions of  polyneuritis  of  the  Guillain-Barre  type. 
There  were  hemorrhages  in  the  ocular  fundi  and 
swelling  of  the  ocular  nerve  head  suggesting  either 
papilledema  or  optic  neuritis.  Reported  cases  mani- 
fested the  phenomena  only  rarely. 
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For  of  all  sad  words  of  tongue  or  pen, 

The  saddest  are  these:  “It  might  have  been.” — John  Greenleaf  W hittier 
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Tuberculosis  of  the  Stomach 


KALEVI  KETTUNEN,  M.D.,  HELSINKI,  FINLAND 
( From  the  Department  of  Radiology,  Maria  Hospital ) 


astric  tuberculosis  is  an  uncommon  lesion.  Up 
to  1942  Browne,  McHardy  and  Wilen1  col- 
lected a total  of  373  acceptable  cases.  Since  then 
clinical  references  comprising  one  or  more  cases 
have  appeared  in  the  medical  literature.®  ~8  Good9 
found  the  average  incidence  of  gastric  tuberculosis 
in  autopsies  and  gastric  resections  from  the  Mayo 
Clinic  and  other  published  figures  to  be  0.34  per 
cent.  From  1931  to  1956  at  the  Maria  Hospital  in 
Helsinki,  Finland,  there  has  been  one  proved  case 
of  gastric  tuberculosis  in  24,460  roentgen  examina- 
tions of  the  gastrointestinal  tract. 

Isolated  gastric  tuberculosis  does  occur.  Good 
states  that  at  operation  tuberculosis  of  the  stomach 
is  met  frequently  in  subjects  in  whom  no  tuberculosis 
can  be  demonstrated  elsewhere  in  the  body. 

Broders,10  Renander,11  and  White3  have  discussed 
the  probable  routes  of  infection.  The  possibilities 
are  (1)  direct  infection  through  the  mucosa,  (2) 
through  the  blood  stream,  (3)  by  lymphatic  chan- 
nels, and  (4)  spread  by  continuity  from  adjacent 
structures,  especially  the  lymph  nodes. 

Most  cases  of  gastric  tuberculosis  are  confined  to 
the  prepyloric  area.  The  commonest  lesion  is  ulcer. 
The  other  major  type  is  the  proliferative  or  hyper- 
trophic, in  which  there  is  invasion  of  the  gastric  wall 
and  very  often  tumor  formation.  Other  types  which 
are  less  important  are  solitary  or  miliary  tubercles, 
larger  nodular  foci,  and  diffuse  tuberculous  gas- 
tritis.5 

There  are  no  distinguishing  roentgen  characteris- 
tics. The  appearance  is  that  of  carcinoma  or  benign 
ulcer,  and  in  the  case  of  pyloric  lesions  the  preopera- 
tive diagnosis  usually  has  been  carcinoma  or 
syphilis. 

Case  Report 

A thirty-two-year-old  male  was  admitted  to  the 
Maria  Hospital  on  November  29,  1945.  Family  his- 
tory revealed  that  one  of  his  sisters  died  from  pul- 
monary tuberculosis.  The  past  history  revealed 
that  he  had  had  recurrent  tonsillary  infections  since 
the  age  of  twenty.  For  the  past  three  years  he  com- 
plained of  epigastric  pain  after  meals.  An  achlorhy- 
dria was  diagnosed.  During  the  last  year  he  had 
pain  in  the  back,  associated  with  intermittent  fever. 
He  was  treated  at  another  institution  where  tuber- 
culosis of  the  right  kidney  was  suspected.  How- 
ever, urine  smears  and  cultures  for  tubercle  bacillus 
were  negative  on  numerous  occasions. 

On  physical  examination  the  patient  appeared 
pale  and  emaciated.  There  was  local  tenderness  in 
the  epigastrium  and  pain  of  lumbar  spine  on  per- 


Fig.  1.  Routine  roentgenogram  which  demonstrates 
narrowing  and  irregularity  of  the  prepyloric  portion  of 
the  stomach. 


cussion.  There  was  no  evidence  of  abnormal  masses 
in  the  abdomen.  No  adenopathy  was  found.  The 
pulse  was  74,  blood  pressure  120/80,  and  the  tem- 
perature 38.2  C. 

Laboratory  examinations  showed  hemoglobin  57 
per  cent  and  red  blood  cell  count  3,688,000.  Blood 
sedimentation  rate  was  70  mm.  in  one  hour  (Wester- 
gren).  Gastric  analysis  showed  no  free  acid  and  8 
degrees  of  total  acid.  Urinalysis  was  within  normal 
limits. 

Roentgen  studies  of  the  dorsal  spine  revealed  a 
lytic  lesion  of  the  fourth  lumbar  vertebra.  A drain- 
ing paraspinal  abscess  yielded  growth  of  tubercle 
bacilli. 

Roentgen  examination  of  the  chest  was  essentially 
normal.  Gastrointestinal  series  showed  some  dila- 
tation of  the  stomach  and  retention  of  fluid.  There 
was  some  narrowing  in  the  prepyloric  region  which 
appeared  rigid  and  infiltrated  (Figs.  1 and  2).  The 
emptying  of  the  stomach  was  delayed. 

A laparotomy  was  performed  on  February  25, 
1946.  At  the  pyloric  end  of  the  stomach  there  was 
a large,  irregular  mass  adherent  to  pancreas,  liver, 
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Fig.  2.  Spot  film  shows  marked  alteration  in  the 
normal  mucosal  markings  of  the  antrum. 


and  mesentery.  Multiple  edematous  lymph  glands 
were  encountered  around  the  stomach.  The  in- 
volved portion  of  the  stomach  was  resected,  and  a 
jejunogastric  anastomosis  was  performed. 

Pathologic  report  was  given  by  Professor  I. 
Wallgren.  Several  sections  through  the  thickened 
wall  of  the  stomach  and  a peripyloric  lymph  node 
showed  the  characteristic  picture  of  tuberculosis 
with  epitheloid  cells,  Langhans’  giant  cells,  and 
caseation  necrosis.  There  were  many  foci  of  acute 
inflammatory  reaction  in  areas  where  tubercles 
were  present  (Fig.  3). 

Three  weeks  after  operation  the  patient  com- 
plained of  swelling  of  the  left  knee.  Aspiration  was 
positive  for  tubercle  bacilli  on  cultures. 

The  patient  became  progressively  worse.  Roent- 
genologic examination  of  the  stomach  disclosed  ob- 
struction of  gastroenterostomy.  On  April  10,  1946, 
another  jejunogastric  anastomosis  was  performed. 
At  operation  the  small  intestine  and  peritoneum 
were  found  to  be  studded  with  tiny  tubercles,  and 
ascites  was  present.  The  patient  died  on  April  22, 
1946. 

At  autopsy  an  extensive  miliary  tuberculosis  of  the 
abdominal  organs  with  tuberculous  peritonitis  was 


Fig.  3.  Photomicrograph  showing  tubercle  and  mod- 
erate lymphocytic  infiltration  in  the  wall  of  the  stomach. 
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found.  There  were  also  synovial  tuberculosis  of  the 
left  knee  and  tuberculous  spondylitis  of  the  lumbar 
spine.  The  autopsy  failed  to  reveal  a pulmonary 
tuberculosis. 

Summary  and  Conclusions 

A case  of  tuberculosis  of  the  stomach  is  described. 
The  patient  had  no  evidence  of  active  pulmonary 
tuberculosis. 

From  the  roentgenologic  standpoint  there  are  no 
pathognomonic  findings.  The  ulcerative  and  infil- 
trative lesions  can  be  easily  confused  with  benign 
ulcer  and  carcinoma. 
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The  absence  of  a pulmonary  lesion  should  not  be 
considered  as  an  evidence  against  tuberculosis  of  the 
stomach. 

Apollonkatu  23 
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morality  with  wit,  and  to  temper  wit  with  morality. — Joseph 
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The  Ley  Ulcer  in  Rheumatoid  Arthritis 


LOUIS  AV.  GRANIRER,  M.D.,  F.A.C.P.,  JAMAICA,  NEW  YORK 
(From  the  Arthritis  Clinic,  Queens  General  Hospital) 


rPHE  following  case  is  considered  worthy  of  report 
because  of  ( 1 ) the  relative  rarity  of  this  syndrome 
and  (2)  the  poor  response  to  routine  therapy. 

Cose  Report 

A housewife,  aged  thirty-five,  first  developed 
symptoms  of  rheumatoid  arthritis  in  1948.  In  1949, 
after  four  injections  of  gold  salts,  she  developed  a 
rash  on  her  chest,  face,  back,  and  arms.  The  rash 
subsided  four  months  after  cessation  of  gold  therapy. 
In  1951  subcutaneous  swellings  developed  posteriorly 
below  the  elbow  joints.  Treatment  with  phenylbu- 
tazone in  small  doses  of  100  mg.  every  other  day 
produced  a dermatitis  and  a bone  marrow  depres- 
sion of  all  the  formed  elements.  In  1954  prednisone 
in  doses  of  5 mg.  twice  a day  gave  temporary  relief 
but  was  discontinued  because  of  an  agranulocytosis 
and  a severe  stomatitis  which  responded  to  penicillin. 
During  the  period  1954  to  1955  she  became  progres- 
sively worse.  In  January,  1956,  a painful  ulcer  ap- 
peared on  the  outer  side  of  the  right  ankle. 

Examination  in  March,  1956,  revealed  an  under- 
weight woman  severely  crippled  with  rheumatoid 
arthritis.  Many  of  the  large  and  small  joints  of  the 
extremities  were  involved.  Roentgenograms  showed 
marked  decalcification  of  the  metacarpal,  ulnar,  and 
left  hip  bones.  On  the  outer  side  of  the  right  ankle 
was  a punehed-out  ulcer,  3 by  2 cm.,  with  a clean 
base.  An  area  of  erythema  and  scaling  with  slight 
edema  surrounded  the  ulcer.  There  was  very  little 
discharge.  The  peripheral  vessels  and  the  skin  tem- 
perature were  normal.  Varicose  veins  or  a previous 
phlebitis  were  not  found.  There  was  no  response  to 
prolonged  bed  rest,  antibiotic  therapy,  or  to  proteo- 
lytic enzymes  given  parenterallv  or  locally. 

The  urine  was  normal.  The  red  blood  cell  count 
showed  a persistent  normocytie  anemia.  The  white 
[ cells  were  normal.  The  sheep  cell  agglutination  test 
was  positive.  The  lupus  erythematosus  cell  test  was 
negative.  Both  Kahn  and  Vasserman  tests  were 


negative.  The  serum  uric  acid  was  2.2  mg.  per  cent, 
and  the  sedimentation  rate  was  52  mm.  (Wester- 
gren).  Plasma  proteins  were  6.9  Gm.  per  100  cc., 
albumin  3.4  Gm.,  and  globulin  3.5  Gm.  per  100  cc. 

A biopsy  of  the  edge  of  the  ulcer  showed  granula- 
tion tissue  with  irregular,  band-like  areas  of  necrosis 
extending  into  the  fatty  tissue.  There  were  fibro- 
plastic infiltration  and  many  lymphocytes. 

Conunen t 

The  presence  of  skin  ulcers  in  rheumatoid  arthritis 
is  rare,  and  the  mechanism  of  ulceration  is  not  clear. 
Allison  and  Bettley1  suggest  that  collagen  necrosis 
may  be  the  primary  lesion.  In  the  deeper  tissues  the 
same  reaction  may  cause  a proliferative  tissue  reac- 
tion, a rheumatoid  nodule.  In  their  series  of  six 
cases  they  also  observed  that  bed  rest,  skin  grafting, 
and  antibiotics  were  not  beneficial  measures.  Three 
patients  recovered  with  steroid  therapy.  Pain  was 
also  a constant  feature.  Laine  and  Vainio2  reported 
12  cases  of  skin  ulceration  in  over  2,000  patients 
with  rheumatoid  arthritis. 

Summary 

A painful  ulcer  of  the  leg  is  reported  in  a severe 
case  of  rheumatoid  arthritis.  The  ulcer  did  not 
have  any  of  the  characteristics  associated  with 
varicose  veins,  phlebitis,  vascular  stasis,  arterial 
disease,  or  local  infection.  This  type  of  leg  ulcer 
appears  to  be  one  of  the  many  manifestations  of 
rheumatoid  arthritis. 

90-36  149th  Street 
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Hydrocortisone  Tablets  in  Vaginitis 


Seven ty-eight  patients  were  treated  for  various 
types  of  vaginitis  through  use  of  hydrocortisone 
vaginal  tablets  (Cortril  Vaginal  Tablets,  Pfizer). 
The  author  concludes  that  these  tablets  have  merit 
in  providing  sj-mptomatic  treatment  of  vaginitis, 
especially  the  nonspecific  and  atrophic  types, 
probably  because  of  the  general  anti-inflammatory 


properties  of  the  steroid.  Because  it  is  absorbed  into 
the  systemic  circulation  when  so  employed,  its  use 
should  be  temporary.  On  the  short-term  basis  and 
dosages  reported  here,  there  were  no  evidences  of 
adrenal  suppression  or  other  untoward  effects 
referable  to  absorption  of  the  drug. — Warren  R. 
Lang,  M.D.,  Postgraduate  Medicine,  March,  1957 
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CLINICAL  ANESTHESIA 
CONFERENCE 

A series  of  conferences  on  medical  emergencies 
in  the  operating  room  including  causes  of  death 
during  anesthesia 
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merel  h.  harmel,  m.d.,  Chairman 


Hemolytic  Transfusion  Reactions 


The  symptom  complex  associated  with  hemo- 
lytic transfusion  reactions  includes  chills, 
fever,  dyspnea,  back  and  leg  pain,  pilomotor  ac- 
tivity, hypotension,  cyanosis,  and  urticaria. 
Occasionally  the  hemolytic  reaction  may  be  com- 
plicated further  by  the  occurrence  of  a bleeding 
diathesis.  Unfortunately,  these  symptoms  in 
the  patient  undergoing  surgery  may  be  obscured 
both  by  the  anesthetic  and  by  the  events  incident 
to  the  surgical  procedure.  Under  these  adverse 
circumstances  the  anesthesiologist  must  be  aware 
that  any  change  in  the  patient’s  reactivity  either 
to  the  anesthetic  or  to  the  surgical  manipulation, 
or  the  development  of  difficulty  in  securing  hemo- 
stasis out  of  proportion  to  the  trauma  of  the  pro- 
cedure may  connote  the  occurrence  of  a hemolytic 
transfusion  reaction.  The  anesthesiologist  must 
be  prepared  to  have  a sample  of  oxalated  or  hep- 
arinized venous  blood  centrifuged  in  order  to 
reveal  the  presence  or  absence  of  free  plasma 
hemoglobin.  He  must  be  prepared  to  treat  the 
transfusion  reaction  at  least  during  the  patient’s 
stay  in  the  operating  room.  The  following  case 
report  illustrates  the  development  of  a hemolytic 
transfusion  reaction  on  the  operating  table  in 
which  both  recognition  and  treatment  were  some- 
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what  less  than  optimum. 

Case  Report 

A seventy-two-year-old,  white  male,  giving  a his- 
tory of  chronic  obstructive  uropathy,  was  admitted 
to  the  urologic  service  for  evaluation.  On  physical 
examination  the  significant  findings  included  a 
blood  pressure  of  148/84,  the  thoracic  configuration 
and  auscultatory  signs  of  senile  emphysema,  an  en- 
larged prostate,  and  a residual  urine  of  600  ml. 
Laboratory  findings  revealed  a normal  blood  urea 
nitrogen  and  intravenous  pyelogram,  and  a hemo- 
globin of  11.5  per  cent.  A benign-appearing  pros- 
tate was  visualized  by  cystoscopy,  and  a suprapubic 
prostatectomy  under  spinal  anesthesia  was  elected. 

Pontocaine  in  dextrose  solution  (10  mg.)  was  in- 
jected intrathecally.  The  initial  sensory  level  was 
recorded  at  T10.  No  further  evaluations  of  the 
anesthetic  level  were  recorded.  Fifteen  minutes 
later  (the  time  of  the  incision)  the  blood  pressure 
had  fallen  to  100/80  and  the  pulse  to  60  per  minute. 
Methedrine  7 mg.  was  administered  intravenously 
without  measurable  effect.  Fifteen  minutes  later 
another  5 mg.  were  given.  In  addition,  a unit  of 
AB  positive  blood  was  transfused  rapidly.  Al- 
though these  measures  succeeded  in  maintaining 
the  pulse  and  blood  pressure  at  his  normal  level 
for  about  half  an  hour,  the  blood  pressure  then  fell 
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HEMOLYTIC  TRANSFUSION  REACTIONS 


precipitously  again  to  80  (it).  A second  bottle 
of  AB  positive  blood  replaced  the  first.  By  this 
time  the  prostate  had  been  removed,  the  bladder 
neck  divided,  the  fossa  packed,  and  the  bladder 
closed  over  a Pezzer  catheter. 

Although  the  blood  loss  was  thought  to  be  rela- 
tively small,  the  patient  was  in  obvious  shock.  He 
was  cold,  clammy,  and  disorientated.  The  blood 
pressure  was  unauscultative,  and  only  occasionally 
was  it  palpable  at  GO  mm.  Bleeding  from  the 
Pezzer  catheter  suddenly  became  excessive.  The 
wound  was  reopened  and  a generalized  ooze  seen, 
but  no  bleeding  point  was  found.  The  fossa  was 
repacked  and  the  wound  reclosed.  Venous  blood 
samples  were  taken  which  revealed  free  hemoglobin 
in  the  plasma  and  an  inability  of  the  blood  to  clot. 

Massive  transfusion  with  0 positive  blood  was 
instituted.  In  addition,  three  units  of  fibrinogen 
followed  by  two  units  of  antihemophilic  plasma  were 
administered,  all  without  demonstrable  effect. 
Therefore,  two  hours  later  the  wound  was  reopened, 
in  a vain  attempt  to  effect  better  hemostasis,  but 
uncontrollable  bleeding  was  noted  from  all  tissues, 
and  the  procedure  was  abandoned.  In  addition  to 
the  plasma  and  fibrinogen,  the  patient  had  received 
by  this  time  17  bottles  of  O positive  blood  without  the 
critical,  clinical  picture  being  materially  altered. 

The  patient  was  returned  to  the  ward.  With  the 
aid  of  a Neo-Svnephrine  infusion  his  blood  pressure 
was  maintained  at  about  90/G0  and  the  pulse  at 
100  to  120  per  minute.  He  continued  to  bleed  and 
to  receive  O positive  blood.  Laboratory  data  at  this 
time  revealed  a hematocrit  of  GO  per  cent,  a clotting 
time  of  five  minutes  but  with  a clot  of  poor  quality, 
an  inconclusiv  protamine  titration,  and  a periph- 
eral smear  revealing  thrombocytopenia. 

In  an  attempt  to  deliver  platelets  to  the  patient, 
he  was  brought  to  the  operating  suite  for  a direct 
transfusion  and  500  ml.  were  absorbed.  Five 
minutes  later,  thirteen  hours  after  the  first  bottle 
of  blood  was  administered,  the  patient  expired. 

Commen  t 

This  case  has  several  interesting  features. 
The  patient  was  an  obvious  arteriosclerotic  with 
a mild  systolic  hypertension.  Although  his 
clinical  status  did  not  contraindicate  the  use  of 
spinal  analgesia,  it  should  have  been  undertaken 
with  some  regard  to  level,  for  such  a patient  does 
not  adjust  well  to  hypotension  and  is  prone  to 
develop  cardiocirculatory  insufficiency.  The 
treatment  of  choice  of  hypotension  stemming 
from  this  cause  is  considered  to  be  the  use  of  a 
vasopressor.  Bjood  is  not  necessary.  Indeed, 
it  is  not  indicated,  except  when  the  blood  volume 
is  so  depleted  that  the  patient  cannot  respond 


satisfactorily  to  the  vasopressor.  Therefore,  in 
the  absence  of  significant  hemorrhage  the  use  of 
the  fateful  bottle  of  AB  positive  blood  for  the 
treatment  of  this  patient’s  hypotension  was  iil- 
advised.  A continuous  infusion  of  an  agent  such 
as  Neo-Synephrine  most  likely  would  have  sup- 
ported the  patient’s  blood  pressure  until  the 
effects  of  the  spinal  anesthetic  had  worn  off. 

A guiding  principle  of  therapy  is  that  when  the 
patient  does  not  respond  to  what  is  considered 
sufficient  treatment,  one  must  suspect  another 
etiology.  The  anesthetist’s  index  of  suspicion 
unfortunately  still  remained  low  when  the  pa- 
tient became  hypotensive  for  the  second  time. 
One  suspects  that  this  time  the  hypotension  was 
due  to  the  transfusion  reaction.  The  anesthe- 
tist’s mind,  however,  remained  fixed  to  the  inac- 
curate dictum  that  the  treatment  of  shock  is 
blood,  and  he  failed  to  consider  the  lack  of  sig- 
nificant blood  loss,  the  patient’s  relatively  healthy 
preoperative  status,  and  his  transient  and  equiv- 
ocal response  to  the  original  therapy.  As  a 
result  he  persisted  in  treating  the  hypotension 
with  yet  another  bottle  of  blood.  Only  when  this 
second  bottle  similarly  failed  to  produce  the  de- 
sired result  and  excessive  bleeding  suddenly  de- 
veloped, did  the  suspicion  arise  in  his  mind  that  a 
transfusion  reaction  had  occurred.  A centri- 
fuged venous  sample  revealing  free  hemoglobin 
in  the  plasma  confirmed  the  diagnosis. 

The  treatment  of  the  reaction  also  was  some- 
what inconclusive.  The  three  Gm.  of  fibrinogen 
and  two  units  of  antihemophilic  plasma  were 
obviously  insufficient  to  re-establish  the  patient’s 
coagulation  mechanism.  One  would  have  wished 
that  freshly  drawn  blood  instead  of  the  17  bottles 
of  banked  blood  had  been  administered  earlier  in 
his  treatment.  Indeed,  these  may  have  added  to 
his  coagulation  difficulty  and  furthered  his 
eventual  demise. 

Although  not  germane  to  this  case  report,  a 
word  ought  to  be  said  about  prophylaxis.  One 
need  not  belabor  the  point  that  extreme  care 
must  be  taken  from  the  moment  tin1  initial  speci- 
men is  drawn  to  the  instant  the  the  banked  blood 
is  administered.  Many  remarkable  and  bizarre 
errors  have  occurred  with  disastrous  conse- 
quences because  of  a momentary  lapse  by  some 
responsible  person.  Equally  obvious  is  the  fact 
that  the  less  blood  transfused,  the  less  the  oppor- 
tunity for  a blood  transfusion  reaction  to  occur. 
However,  much  too  often  in  the  surgeon’s  zeal  to 
limit  blood  transfusions  an  obviously  hypovole- 
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mic  patient  is  brought  to  surgery  with  the  pro- 
viso that  he  be  transfused  only  if  he  “gets  in 
trouble  on  the  table.”  This  case  suggests  that 
such  a philosophy  may  not  be  best. 

The  question  may  legitimately  be  asked  that 
if  a transfusion  reaction  had  to  occur  would  it 
not  be  preferable  for  it  to  happen  preoperatively 
when  the  presenting  symptoms  are  not  masked 
by  anesthesia  and  surgery,  when  the  possible 
stress  of  an  hemolytic  reaction  does  not  syner- 
gize  the  stress  of  the  operative  procedure,  and 
when  a hemorrhagic  diathesis  need  not  find  ex- 
pression in  an  uncontrollable  and  often  fatal 


oozing  from  surgically  traumatized  surfaces. 
Blood  conservation,  in  our  opinion,  does  not 
mean  the  performance  of  surgery  on  a patient 
whose  blood  volume  is  less  than  optimum.  In  the 
long  run,  all  other  factors  being  equal,  this  de- 
pleted patient  will  be  less  able  to  withstand  the 
accidents  of  surgery  and  anesthesia.  He  will 
exhibit  a decreased  tolerance  to  the  anesthetic 
and  to  surgical  hemorrhage.  In  short,  he  most 
probably  will  require  a blood  transfusion  at  some 
point  in  the  operation  just  the  same,  and  when 
given  at  this  inopportune  time,  as  in  this  case, 
flisastrous  consequences  may  ensue. 


( Number  thirty-seven  of  a series  of  Clinical  Anthesthesia  Conferences ) 
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Administrative  and  Population  Considerations  in  Outpatient 
Clinics  for  the  Treatment  of  Chronic  Alcoholism 

ISRAEL  ZWERLING,  M.D.,  PH.D.*  NEW  YORK  CITY,  AN1)  BERNARD  J.  CLIFFORD,  M.S.W., 

BROOKLYN,  NEW  YORK 

( From  the  State  University  Alcohol  Clinic,  State  University  of  New  York  College  of  Medicine,  Kings  County 

Hospital,  Brooklyn,  New  York) 


Evidence  from  a variety  of  sources  indicates 
that  there  has  been  a rising  prevalence  of 
alcoholism  throughout  the  United  States  in  the 
decade  since  Jellinek’s1  classic  estimate  of  alco- 
holism rates  in  1947.  Keller  and  Efron2  have 
summarized  more  recent  prevalence  data  through- 
out the  United  States.  They  propose  the  follow- 
ing definition  of  alcoholism: 

Alcoholism  is  a chronic  illness  that  manifests 
itself  as  a disorder  of  behavior.  It  is  charac- 
terized by  the  repeated  drinking  of  alcoholic- 
beverages  to  an  extent  that  exceeds  customary 
dietary  use  or  compliance  with  the  social  customs 
of  the  community  and  that  interferes  with  the 
drinker’s  health  or  his  social  or  economic  func- 
tioning. Many  special  characteristics  of  alcoholics 
have  been  identified,  including  alcohol  addicts, 
who  cannot  control  their  drinking,  and  alcoholics 
with  complications.  The  latter  are  those  whose 
excessive  drinking  has  led  them  to  recognizable 
physical  or  mental  sequels. 


* Now  at  Albert  Einstein  College  of  Medicine,  New  York 
City. 


Within  the  framework  of  this  formulation  they 
report  that  “between  1940  and  1953  the  rate  of 
alcoholism  among  men  showed  a rise  of  45  per- 
cent, among  women  52  per  cent,  and  in  the  total 
of  adult  population  44  per  cent . . . Relatively 
large  increases  in  the  rate  of  alcoholism  were  re- 
corded in  the  New  England  region,  and  rela- 
tively low  increases  in  the  West  Central  regions, 
especially  the  West  North  Central,  and  the  Pacific 
regions ...  Rates  of  alcoholism ...  estimated  on 
the  basis  of  drinking  population  rather  than  total 
adult  population ...  were  6,750  per  100,000 
drinkers  of  both  sexes  combined,  9,520  for  males 
and  2,590  for  females.”  While  it  is  not  certain 
how  much  of  this  increase  is  real  and  how  much 
reflects  better  medical  reporting,  it  seems  never- 
theless abundantly  clear  that  alcoholism  will 
continue  to  present  a serious  medical  and  social 
problem. 

Recent  publications  have  witnessed  increasing 
attention  to  alcoholism  as  a medical  problem. 
Perhaps  the  clearest  statement  is  that  of  the 
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Committee  on  Alcoholism  of  the  Council  of 
Mental  Health  of  the  American  Medical  Associa- 
tion, approved  by  the  Board  of  the  AMA  for  pre- 
sentation to  the  House  of  Delegates.3  After  an 
initial  definition  of  “the  syndrome  of  alcoholism” 
the  report  states,  “ . . . alcoholism  must  be  re- 
garded as  within  the  purview  of  medical  practice. 
The  Council  on  Mental  Health,  its  Committee  on 
Alcoholism,  and  the  profession  in  general  recog- 
nizes this  syndrome  of  alcoholism  as  an  illness 
wliich  justifiably  should  have  the  attention  of 
physicians.  . Hospitals  should  be  urged  to  con- 
sider the  admission  of  such  patients  with  a diag- 
nosis of  alcoholism  based  upon  the  condition  of 
the  individual  patient  rather  than  a general  ob- 
jection to  all  such  patients.  . .Acute  alcoholic  in- 
toxication can  be  and  often  is  a medical  emer- 
gency. As  with  any  other  acute  case  the  merits 
of  each  individual  case  should  be  considered  at 
the  time  of  the  emergency.  .. In  order  to  offer 
house  officers  well-rounded  training,  in  the 
general  hospital,  there  should  be  adequate  facili- 
ties available  as  a part  of  a hospital  program  for 
alcoholics.  . . In  order  to  accomplish  any  degree  of 
success  with  the  problems  of  alcoholism,  it  is 
necessary  that  educational  programs  be  enlarged, 
methods  of  case  finding  and  follow-up  be  en- 
couraged, and  general  education  toward  accept- 
ance of  these  sick  people  for  treatment  be 
emphasized.”  In  the  course  of  a survey  of  in- 
patient psychiatric  facilities  at  Bellevue  and  Kings 
County  Hospitals  in  Xew  York  City  by  the  local 
community  mental  health  board,  the  observation 
was  made  that  alcoholic  patients  constitute  an 
estimated  25  per  cent  of  the  patient  load  of  the 
city  psychiatric  hospitals.  It  was  felt  that  the 
large  number  of  alcoholic  patients,  in  addition  to 
their  youth  and  high  rate  of  readmission,  seemed 
to  justify  consideration  of  the  establishment  of 
additional  community  facilities  to  which  such 
patients  could  be  referred  for  further  screening 
and  treatment  on  an  ambulatory  basis.  Even  if 
completely  successful  therapy  is  not  possible  at 
this  point,  it  was  felt  that  a decrease  in  the  num- 
ber of  acute  episodes  requiring  hospitalizations 
would  be  an  important  contribution  to  their  wel- 
fare and  represent  some  decrease  in  the  patient 
load  of  the  city  hospitals. 

Description  of  Clinic 

It  is  the  purpose  of  the  present  report  to  de- 
scribe the  organization  and  operation  of  the  State 
University  Alcohol  Clinic,  an  outpatient  treat- 


ment center  for  patients  with  chronic  alcoholism, 
which  has  been  operating  at  the  Kings  County 
Hospital  in  Brooklyn,  New  York,  since  January  1, 
1954.  A number  of  references  to  other  clinic 
plans4-5-6  as  well  as  to  the  office  management  of 
the  alcoholic  patient7  may  be  cited.  The  State 
University  Alcohol  Clinic  functions  both  as  a re- 
search and  a service  clinic,  and  attention  will  be 
limited  in  this  report  to  the  latter  function.  The 
clinic  was  established  under  the  auspices  of  the 
State  Mental  Health  Commission  with  funds 
provided  by  the  Mitchell-Ten  Eyck  Bill  (1952) 
and  is  now  supported  by  the  New  York  State 
Interdepartmental  Health  Resources  Board. 
The  service  personnel  include  a psychiatrist 
(half-time)  who  serves  as  physician  in  charge,!  two 
part-time  psychiatrists  (six  hours  per  week  each), 
one  half-time  and  two  part-time  internists  (three 
hours  per  week  each),  two  psychiatric  social 
workers  (full  time),  one  psychologist  (full-time), 
and  two  secretarial  workers  who  also  serve  as 
receptionists.  Clinic  hours  are  from  9:00  a.m. 
to  7:00  p.m.  four  days  a week  and  9:00  a.m.  to 
5:00  p.m.  on  the  fifth  day.  No  provision  is  made 
for  night  or  weekend  services. 

Uniform  intake  procedure  for  all  new  patients 
is  followed,  except  where  the  urgency  of  the  pa- 
tient’s needs  indicates  immediate  medical  at- 
tention. The  patient  is  seen  initially  by  the 
clinic  psychiatric  social  worker  who  obtains  a 
social  history,  including  a history  of  the  drink- 
ing, and  schedules  an  immediate  appointment 
with  a clinic  internist  for  a general  physical 
examination  and  medical  history  and  with  a 
clinic  psychiatrist  for  a diagnostic  interview. 
The  basic  treatment  regimen  is  a supportive 
medical  program  built  around  nutritional  ad- 
juncts, ataractic  agents,  and  hormonal  prepara- 
tions dispensed  to  the  patient  generally  at  weekly 
intervals.  The  physician  in  the  “medication 
clinic”  will  spend  from  five  to  ten  minutes  with 
each  patient  reviewing  pertinent  medical  and 
psychologic  changes  occurring  through  the  pre- 
ceding week.  In  instances  where  the  patient 
appears  well  stabilized  in  his  nondrinking  pattern, 
intervals  between  appointments  are  lengthened 
to  two  weeks  and  eventually  to  a month.  In  the 
event  of  findings  of  treatable  organic  illness,  re- 
ferral is  made  to  the  appropriate  outpatient  facil- 
ity of  the  hospital.  For  those  patients  in  whose 


t At  the  present  time  the  half-time  internist  is  physician- 
in-charge,  and  the  clinic  functions  with  three  part-time 
psychiatrists. 
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TABLE  I. — Age  and 

Sex  Distrihution  or 
Patients 

Alcoholic 

TABLE  II. — Marital 

and  Clinic 
Patients 

Status  of 

Alcoholic 

Age  Group 

Men 

Women 

Total 

Marital  Status 

Active 

Inactive 

Total 

Under  twenty 

3 

i 

4 

Single 

57 

117 

174 

Twenty  to  thirty 

84 

17 

101 

Married 

105 

211 

376 

Thirty  to  forty 

185 

74 

259 

Widowed 

14 

20 

34 

Forty  to  fifty 

208 

49 

257 

Separated 

36 

83 

119 

Fifty  to  sixty 

84 

18 

102 

Divorced 

11 

29 

40 

Over  Sixty 

14 

6 

20 

— 

Total 

578 

105 

743 

Total 

283 

460 

743 

cases  emotional  problems  appear  to  present  so 
prominently  in  the  current  illness  as  to  demand 
attention,  individual  or  group  psychotherapy  is 
provided.  Individual  therapy  is  conducted  by 
social  work,  psychology,  and  psychiatry  trainees 
and  staff  personnel  at  the  Division  of  Psychiatry, 
Kings  County  Hospital.  Therapists  are  super- 
vised by  trained  psychiatrists,  and  the  therapy  is 
geared  at  the  supportive-relationship  level. 
Group  psychotherapy  is  similarly  conducted  by 
staff  persons  from  the  several  disciplines  within 
the  Department  of  Psychiatry.  Antabuse  and, 
more  recently,  Temposil  are  also  employed  as 
treatment  adjuncts.  Patients  missing  a scheduled 
appointment  are  routinely  given  another  ap- 
pointment by  mail.  On  the  occasion  of  the  third 
such  absence  the  patient  is  dropped  from  active 
status. 

Pa  t ien  t Ch  aracteris  t i cs 

The  purpose  here  is  to  describe  the  charac- 
teristics of  the  743  patients  registered  in  the  State 
University  Alcohol  Clinic  in  the  two-year  period 
from  January  1,  1954  to  December  31,  1955.  The 
purpose  is  not  to  attempt  a definitive  evaluation 
of  the  effectiveness  of  the  clinic  treatment  pro- 
gram. The  problems  involved  in  any  such  evalu- 
ation are  enormously  complex,  and  are  the  more 
so  with  reference  to  a population  of  patients  with 
chronic  alcoholism.  First  of  all,  judgments 
limited  to  the  actual  amount  of  drinking  are  of 
very  limited  value.  For  example,  one  of  our 
striking  “successes,”  completely  dry  for  about  a 
year  after  more  than  twenty  years  of  markedly 
severe  drinking,  became  more  and  more  de- 
pressed and  finally  committed  suicide.  Yet  the 
amount  of  drinking  must  enter  into  such  judg- 
ments. 

Second,  too  little  is  known  about  the  natural 
history  of  untreated  chronic  alcoholism.  No 
reliable  body  of  data  exists  concerning  how  many 
of  a randomly  selected  group  of  alcoholic  patients 
would  stop  drinking,  for  how  long,  and  at  what 


intervals.  It  seems  naive  to  attribute  “suc- 
cesses” to  the  efficacy  of  a clinic  program  in  the 
absence  of  such  standardized  data. 

Third,  there  is  no  reliable  technic  for  evaluat- 
ing the  motivation  of  the  patient  with  chronic 
alcoholism  or  for  evaluating  the  motivation  of  the 
clinic  team  for  treating  each  patient.  Further, 
there  are  only  gross  indices  of  severity  of  illness 
available.  The  number  of  episodes  of  delirium 
tremens,  the  frequency  of  blackouts,  the  age  of 
onset,  or  the  duration  of  the  alcoholism  bear 
quite  undetermined  and  probably  crude  relation- 
ships to  the  treatment  challenge.  It  is  our  con- 
viction that  a number  of  our  “successes”  had 
stopped  drinking  somewheres  enroute  to  our 
clinic  and  would  have  been  “successes”  regard- 
less of  what  therapeutic  maneuver  was  selected, 
just  as  a number  of  our  patients  are  outside  the 
reach  of  any  therapeutic  maneuver  available  in 
our  day.  It  must  therefore  be  emphasized  that 
our  terms  “active”  and  “inactive”  below  are  not 
to  be  confused  with  “improved”  and  “unim- 
proved.” They  have  reference  only  to  the  status 
of  the  patient  as  regards  attendance  at  scheduled 
clinic  activities. 

Data  on  age  and  sex  distribution  is  sum- 
marized in  Table  I.  The  ratio  of  men  to  women 
is  thus  578:165  or  3.5:1.  Keller  and  Efron2  re- 
port a prevalence  ratio  for  the  United  States  of 
5.5:1.  The  reason  for  the  difference  cannot  be 
stated  with  certainty.  The  fourth  and  fifth 
decades  represent  the  age  group  from  which  the 
great  majority  (70  per  cent)  of  our  patients  were 
drawn.  The  peak  age  is  lower  (younger)  for 
women  than  for  men.  The  difference  in  age  dis- 
tributions for  the  two  sexes  is  significant  at  the 
2 per  cent  level.  Neither  age  nor  sex  groups  were 
significantly  at  variance  with  regard  to  active  or 
inactive  status. 

Table  II  presents  data  on  marital  status. 
The  differences  are  significant  at  well  below  the 
1 per  cent  level.  The  married  men  and  women 
patients  remain  active  to  a greater  degree  than 
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TABLE  III. — Sources  of  Referral  of  Alcoholic 
Patients 


Source 

Men 

Women 

Total 

Alcoholics  Anonymous 

197 

62 

259 

Court 

26 

3 

29 

Local  doctor 

12 

3 

15 

Hospital 

248 

62 

310 

Social  agency 

49 

12 

61 

Family 

11 

11 

22 

Self 

13 

5 

18 

Other 

22 

7 

29 

Total 

578 

165 

743 

do  the  other  groups.  It  is  our  impression  that 
the  status,  “married,”  implies  a greater  stability, 
one  reflection  of  which  is  the  greater  stability  of 
clinic  membership.  The  possibility  that  clinic 
activity  in  turn  stabilizes  a marriage  relationship 
may  well  enter  in  the  observation. 

Table  III  concerns  sources  of  referral.  The 
disproportion  in  referral  of  men  and  women 
patients  is  significant  at  the  5 per  cent  level.  If 
a three-way  distribution  between  “court,” 
“family,”  and  “all  other”  referrals  is  tabulated, 
the  differences  are  significant  at  well  below  the  1 
per  cent  level.  In  the  absence  of  data  with  refer- 
ence to  the  number  of  alcoholic  patients  of  each 
sex  seen  hi  the  courts,  it  is  not  possible  to  state 
whether  the  relatively  small  number  of  court  re- 
ferrals of  women  reflects  a proportionately  small 
number  of  female  alcoholics  brought  to  the  courts 
or,  alternatively,  that  some  other  disposition  is 
effected  by  the  courts.  On  the  other  hand,  it 
would  appear  that  there  is  a significantly  greater 
tendency  for  the  husband  or  parents  of  an  alco- 
holic woman  to  refer  her  for  treatment  than  for  the 
wife  or  parents  to  refer  an  alcoholic  man.  At- 
tention is  invited  to  the  entries  for  “hospital” 
(that  is,  Kings  County  Hospital)  and  Alcoholics 
Anonymous  (AA.)  referrals.  These  two  sources 
account  for  over  76  per  cent  of  our  cases.  In  the 
geographic  community  in  which  the  clinic  func- 
tions the  greatest  number  of  hospitalized  alco- 
holic patients  are  on  the  psychiatric  wards  of  the 
municipal  hospital.  The  greatest  number  of  or- 
ganized, nonhospitalized  alcoholics  are  in  the 
several  Alcoholics  Anonymous  clubs.  It  is  a re- 
flection of  the  efforts  of  the  clinic  to  establish 
and  maintain  satisfactory  working  relationships 
with  both  agencies  that  the  referrals  from  these 
sources  are  as  frequent  as  noted.  Attention  is 
further  invited  to  the  referrals  from  physicians  in 
the  community.  These  15  referrals  constitute 
only  2 per  cent  of  the  total.  In  view  of  the  widely 
acknowledged  difficulties  besetting  a physician 


TABLE  IV. — Clinic  Status  in  Relation  to  Referral 
Source 


Source 

Active 

Inactive 

Total 

Alcoholics  Anonymous 

85 

174 

259 

Court 

18 

11 

29 

Local  doctor 

4 

11 

15 

Hospital 

129 

181 

310 

Social  agency 

18 

43 

61 

Family 

5 

17 

22 

Self 

10 

8 

18 

Other 

14 

15 

29 

Total 

283 

460 

743 

treating  alcoholic  patients,  this  appears  to  be  a 
strikingly  low  number  of  referrals,  and  one  is 
tempted  to  speculate  that  the  general  practi- 
tioner does  not  even  care  to  deal  with  the  chronic 
alcoholic  patient  long  enough  to  refer  him  for 
treatment  elsewhere. 

Table  IV  relates  the  clinic  status  to  the  refer- 
ral source.  The  differences  are  significant  at 
better  than  the  1 per  cent  level  of  confidence. 
Referrals  from  AA,  families,  and  social  agencies 
show  disproportionate  incidences  of  inactive 
patients.  Court,  hospital,  and  self-referrals  show 
a disproportion  of  active  patients.  These  data 
are  quite  inadequate  to  answer  the  many  ques- 
tions raised  by  these  findings.  On  the  basis  of 
clinical  experience  and  partial,  “spot”  surveys,  it 
is  our  feeling  that: 

1.  A sufficient  number  of  AA  referrals  became 
inactive  with  the  clinic  but  remain  active  with 
their  AA  club  to  render  this  group  at  least  equal 
if  not  higher  in  proportion  of  active  cases,  to 
the  total  clinic  population. 

2.  The  disproportion  in  inactive  patients  re- 
ferred by  the  hospital  traces  to  a period  when 
these  referrals  were  made  by  a physician  quite 
hostile  to  the  clinic.  If  the  statistics  with  refer- 
ence to  hospital-referred  patients  are  tabulated 
separately  for  the  periods  before  and  after  a 
series  of  discussions  with  this  physician  had  re- 
sulted in  his  participation  in  the  research  activi- 
ties of  the  clinic,  the  data  for  the  later  period 
show  a marked  increase  in  active  patients. 

3.  Family  and  agency  referrals  tend  to  be 
hostile  and,  especially  in  the  former,  ambivalent. 
The  referral  tends  to  represent  an  extension  of  a 
relationship  in  the  course  of  which  the  drinking 
was  manifested  and  in  which  it  served  both  as 
stimulus  and  response  in  the  complex  interplay  of 
pressures  between  spouse  or  agency  and  patient. 

4.  Perhaps  the  most  striking  datum  is  the 
disproportionate  number  of  active  cases  among 
patients  referred  by  the  court.  This  is  not  ac- 
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TABLE  V. — Duration  of  Contact  with  Clinic 


Duration 

Men 

Women 

Total 

Single  visit 

80 

23 

103 

Single  visit  with  psychiatrist 

121 

33 

154 

Less  than  one  month 

215 

59 

274 

Less  than  six  months 

98 

37 

135 

Less  than  one  year 

15 

6 

21 

Ov  er  one  year 

49 

7 

56 

Total 

578 

165 

743 

TABLE  VI. — Ethnic-Sex  Covariance  of  Alcoholics 


Ethnic  Origin 

Men 

Women 

Total 

Irish 

231 

72 

303 

Italian 

27 

3 

30 

English  and  Scotch 

66 

18 

84 

German 

40 

11 

51 

French 

6 

5 

1 1 

Scandinavian 

33 

5 

38 

Jewish 

21 

5 

26 

Negro 

77 

30 

107 

Other 

77 

16 

93 

Total 

578 

165 

743 

counted  for  by  the  artifact  of  court  pressure  con- 
tinued beyond  the  initial  referral.  It  is  our  feel- 
ing that  the  court  referral  is  experienced  by  many 
patients  as  an  implacable  pronouncement  of  the 
social  consequences  of  their  illness  by  an  agency 
which  offers  help  rather  than  punishment — but 
out  of  strength  rather  than  weakness,  and  with- 
out the  “how-you-have-caused-me-to-suffer”  am- 
bivalence of  relatives  whom  the  alcoholic  patient 
so  often  perceives  as  having  stakes  in  his  con- 
tinued drinking.  The  observation  of  the  lasting 
impact  of  court  referrals  is  consistent  with  our 
experience  in  psychotherapy,  namely,  that  direct 
dealing  with  the  denial  mechanism  in  alcoholic- 
patients,  along  with  firm  limit-setting  in  a warm, 
nonhostile  atmosphere  is  the  most  effective 
psychotherapeutic  approach.  The  parallel  to  the 
setting  in  many  AA  groups  is  evident. 

Table  V concerns  the  duration  of  time  the 
patient  attended  the  clinic.  The  differences  be- 
tween men  and  women  patients  are  well  within 
chance  limits  (probability  equals  40  per  cent). 
The  first  two  columns  both  represent  a single- 
visit  to  the  clinic  by  the  patient.  In  103  cases, 
only  a psychiatric  social  worker  and  an  internist 
were  seen  (a  psychiatric  evaluation  was  scheduled 
but  the  appointment  was  not  kept),  and  in  154 
cases  a psychiatric  social  worker,  an  internist, 
and  a psychiatrist  was  seen.  It  thus  becomes 
immediately  apparent  that  about  one  third  of  all 
patients  came  only  once  and  an  additional  one 
third  had  become  inactive  before  one  month.  This 
experience  is  quite  consistent  with  that  of  most 


TABLE  VII. — Activity  Status  Related  to  Treatment 
Program  Distribution 


Program 

Active 

Inactive 

Total 

Medication 

156 

280 

436 

Medication  and  individual  psycho- 
therapy 

24 

7 

31 

Medication  and  group  psychother- 
apy 

25 

26 

51 

Placebo 

42 

86 

128 

Placebo  and  individual  psycho- 
therapy 

7 

10 

17 

Placebo  and  group  psychotherapy 

8 

5 

13 

Antabuse 

14 

27 

41 

Antabuse  and  individual  psycho- 
therapy 

6 

13 

19 

Antabuse  and  group  psychotherapy 

i 

6 

7 

TABLE  VIII. 

— Activity  Status  Related  to 
Psychotherapy 

Psychotherapy 

Active  Inactive  Total 

Yes 

No 

71  67  138 

212  393  605 

Total 

283  460  743 

similar  clinics.  It  is  not  within  the  scope  of  the 
present  report  to  attempt  an  interpretation  of  the 
many  factors  which  determine  this  finding,  such 
as  the  severity  of  the  impulse  psychopathology 
and  the  ready  availability  of  quick  and  magical 
solace  in  the  bottle,  the  motivation  of  the  alco- 
holic and  of  the  clinic  as  this  is  communicated  to 
the  alcoholic,  the  effectiveness  of  therapeutic- 
technics  and  vehicles  and  the  skill  with  which 
the)’  are  applied,  etc.  Rather,  it  is  the  purpose 
to  call  attention  to  this  finding  as  a most  for- 
midable challenge.  In  this  regard  it  is  our  strong 
conviction  that  a treatment  center  for  alcoholic 
patients  which  is  an  integral  part  of  a research 
center  maintains  standards  of  treatment  more 
successfully  than  can  be  the  case  in  purely  serv- 
ice-oriented clinics.  Professional  workers  whose 
central  bent  is  towards  investigation  will  react  to 
this  “lack  of  motivation”  precisely  as  a challenge. 
Workers  whose  energies  and  aspirations  are 
solely  invested  in  treating  patients  can  main- 
tain standards  in  the  face  of  such  frustrations 
only  with  great  difficulty. 

Table  VI  shows  the  ethnic-sex  covariance  of 
alcoholics.  The  strikingly  disproportionate  inci- 
dence of  alcoholism  among  the  Irish  and  lack  of 
incidence  among  Jews  are  familiar.  The  distri- 
bution within  ethnic  groups  according  to  sex 
shows  a tendency  to  a higher  proportion  of  Irish 
and  Negro  women  and  a lower  proportion  of 
Italian  and  Scandinavian  women.  This,  again, 
is  familiar,  and  the  latter  findings  are  reported 
in  the  native  habitats  as  well. 


December  1,  1957 


3873 


ZWERLING  AND  CLIFFORD 


Table  VII  shows  the  relationship  of  activity 
status  to  program  distribution.  The  differences 
are  significant  at  better  than  the  1 per  cent  level. 
This  is  accounted  for  in  Table  VIII.  Differences 
between  “medication”  and  “placebo”  patients 
are  not  significant.  The  differences  between 
“psychotherapy”  and  no  “psychotherapy”  are 
again  significant  at  below  the  1 per  cent  level. 
“Psychotherapy”  includes  all  patients  assigned 
to  formal  psychotherapeutic  programs,  individual 
or  group,  regardless  of  any  additional  therapy 
supplied  (Antabuse,  “medication,”  etc.).  It  is 
our  very  strong  impression  that  the  selective 
factors  in  the  assignment  of  patients  to  psycho- 
therapy may  have  operated  so  as  to  cause  the 
assignment  to  psychotherapy  of  patients  moti- 
vated to  a more  stable  attempt  to  work  out  their 
drinking  problem  in  the  clinic.  Furthermore, 
the  possibility  is  recognized  that  the  greater 
frequency  of  scheduled  meetings  with  patients 
in  psychotherapy  (once  a week)  as  against  once 
in  two  to  four  weeks  for  patients  on  nonpsycho- 
therapy treatment  programs  may  serve  to  foster 
continued  clinic  attendance.  It  is  our  feeling 
that  this  represents  an  area  in  which  a research 
project  of  major  significance  can  be  done.  In  so 
very  many  articles  concerned  with  the  treatment 
of  patients  with  chronic  alcoholism  reference  is 
made  to  the  central  role  of  “psychotherapy,”  as 
if  this  term  defines  its  goals  and  technics  as,  say, 
the  prescription  of  electroconvulsive  therapy 
for  an  involutional  depressive  state  or  “a  course  of 
penicillin”  for  paresis,  granting  of  course  the 
striking  differences  in  specific  approaches  even 
to  the  latter  two.  It  is  of  interest  that  there  is 
no  reliable  difference  in  activity  status  between 
patients  receiving  individual  and  group  psycho- 
therapy, despite  the  fact  that,  in  addition  to  the 
differences  between  the  two  as  technics  per  se, 
the  individual  therapists  in  our  clinic  are  all 
inexperienced  and  the  group  therapists  quite 
experienced.  Finally  it  must  be  noted  that  in 
the  year  following  the  period  covered  by  the 
present  report,  despite  a decrease  in  psycho- 
therapy from  18.6  per  cent  of  all  clinic  patients 
to  10.1  percent,  the  “active”  population  increased 
from  38  per  cent  to  53  per  cent. 

Comment 

A number  of  observations  suggest  themselves 
immediately  with  reference  to  the  establishment 
of  an  outpatient  treatment  center  for  alcoholism. 
If  rapport  is  established  with  the  local  Alcoholics 


Anonymous  unit  and  with  the  emergency  room 
of  the  local  general  hospital,  there  will  be  no  short- 
age of  patients,  and  the  clinic  load  will  be  limited 
by  the  limitations  of  its  personnel.  Unless  a 
careful  screening  procedure  is  established,  how- 
ever, such  a clinic  may  expect  one  third  of  all  its 
registrants  to  appear  a single  time  only  and  an 
additional  one  third  to  maintain  contact  for  less 
than  one  month.  Inspection  of  the  data  from 
this  or  any  other  clinic  makes  readily  apparent 
the  lack  of  any  definitive  therapy  for  chronic 
alcoholism  at  the  present  time.  On  the  other 
hand,  it  may  be  that  the  choice  of  the  technics  of 
therapy  utilized  in  this  clinic  made  little  differ- 
ence as  to  the  outcome  of  the  treatment.  It  is 
the  regular  experience  of  the  clinic  social  worker 
that  he  must  canvas  five  times  the  number  of 
patients  for  whom  there  are  openings  for  psycho- 
therapy before  he  can  fill  the  openings.  At  the 
same  time  it  is  our  very  strongest  impression  that 
the  maintenance  of  a therapeutic  attitude  towards 
the  patients  by  every  member  of  the  clinic  team 
is  crucial.  It  is  our  experience  that  a hostile, 
judgmental  attitude  can  only  be  expressed  once 
to  any  alcoholic  patient,  even  the  most  guilt 
ridden. 

It  remains,  however,  abundantly  clear  that 
despite  these  results,  the  establishment  and 
operation  of  such  a clinic  is  eminently  worthwhile. 
In  the  first  place  the  judgment  that  the  results  of 
a treatment  program  for  alcoholism  are  “poor” 
assumes  a comparison  for  an  undefined  illness. 
The  results  are  indeed  “poor”  in  contrast  with 
results  in  the  treatment  of,  say,  uncomplicated 
iron  deficiency  anemia,  but  quite  “good”  in 
contrast  with  the  treatment  of  leukemia.  Again, 
the  results  can  certainly  be  expected  to  be  re- 
warding on  a purely  economic  basis:  the  income's 
from  productive  work  even  by  the  relatively 
small  percentage  of  persons  helped  to  maintain 
sobriety  through  the  facilities  of  the  clinic  will 
many  times  over  exceed  the  cost  of  operating  the 
clinic,  let  alone  the  cost  of  additional  hospitali- 
zations, jail  sentences,  welfare  subsidies,  and  the 
unquantifiablc  impact  on  the  families  of  the 
patients. 

Finally,  although  even  the  most  super- 
ficial approach  to  the  treatment  of  alco- 
holism brings  the  physician  face  to  face  with 
compelling  evidence  of  associated  severe  psycho- 
pathology, experience  of  this  as  well  as  several 
other  clinics  indicates  that  the  services  of  trained 
psychiatrists  in  a clinic  treatment  program  does 
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not  substantially  alter  the  results  obtained  with 
patients  in  terms  of  the  immediate  medical  and 
social  consequences  of  the  drinking  itself,  so  long 
as  the  treatment  program  makes  the  doctor- 
patient  relationship  its  principal  focus.  While 
we  have  the  strong  conviction  that  the  ideal 
treatment  program  must  include  a resolution  of 
the  personality  problems  of  the  patient,  we  have 
nevertheless  witnessed  over  and  over  a sequence 
in  which  a severe  alcoholic  patient  who  is  helped 
on  a purely  medical  regimen  to  establish  and 
maintain  sobriety  then  proves  able  to  reintegrate 
his  functioning  at  a level  perfectly  compatible 
with  productive  social  living. 

Even  in  the  absence  of  a definitive  treatment 
for  chronic  alcoholism  the  application  of  the  gen- 
eral principles  of  good  medical  care  to  a popu- 
lation of  chronic  alcoholic  patients,  particularly 
of  a warm,  eager  concern  for  his  welfare  coupled 
with  a firm  insistence  on  the  prescribed  medical 
regimen,  in  place  of  their  accustomed  experience 
with  an  evaluative-moral-judgmental  condem- 
nation, is  sufficiently  effective  in  curtailing  or 
eliminating  the  use  of  alcohol  to  warrant  the 
most  widespread  inauguration  of  such  out- 
patient treatment  facilities  for  these  patients. 


Summary 

The  organization  of  an  outpatient  treatment 
center  for  chronic  alcoholism  has  been  described 
and  a statistical  summary  of  some  characteristics 
of  the  patient  population  of  such  a clinic  dis- 
cussed. Although  the  etiology  of  chronic  al- 
coholism is  felt  to  be  rooted  in  the  personality  of 
the  patient,  in  addition  to  other  determinants, 
experience  indicates  that  there  is  not  necessarily 
an  advantage  to  a treatment  program  which 
includes  psychotherapy  over  a program  limited 
to  supportive  medical  care  in  an  atmosphere  in 
which  good  doctor-patient  relationships  can  be 
maintained.  Despite  the  expectations  that  one 
third  of  the  applicants  for  treatment  will  never 
return  after  their  first  visit  and  an  additional 
third  will  only  remain  in  treatment  for  one  month, 
the  results  may  be  expected  fully  to  justify  the 
establishment  of  such  clinics. 
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An  Evaluation  of  a New  Differentially  Soluble  Aspirin 


Comparative  results  with  104  patients  indicate 
that  Ecotrin  (Smith,  Kline  & French;  each  tablet 
contains  5 gr.  aspirin  with  a new  and  improved 
enteric  coating)  has  an  analgesic  effect  equal  to 
plain  aspirin  with  less  likelihood  of  gastric  upsets  in 
patient  requiring  high  dosage  or  those  hypersensi- 
tive even  to  small  doses.  The  initial  action  of 


Ecotrin  is  somewhat  slower  than  regular  aspirin. 
Of  68  patients  who  had  been  taking  the  plain  type, 
31  suffered  gastric  upsets;  of  104  on  the  enteric 
coated  type,  only  10  (all  extremely  sensitive  to 
aspirin)  were  so  disturbed. — Raymond  D.  Tice,  M.D., 
and  Walter  R.  Tice , M.D.,  Pennsylvania  Medical 
Journal,  June,  1957 
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Suggested  Double  Placebo  Method 


To  the  Editor: 

What  follows  is  a suggested  double  placebo 
method  for  reducing  side-effects  encountered  with 
such  drugs  as  tranquilizers. 

We  have  strong  evidence  to  indicate  that  the  inci- 
dence of  side-effects  in  using  any  preparation  (active 
drugs  as  well  as  placebos)  is  particularly  great  among 
patients  in  whom  the  symptomatology  has  a strong 
emotional  overlay.  Thus,  placebo  effects  can  be 
expected  to  comprise  a substantial  proportion  of 
side-effects  encountered  in  the  use  of  many  active 
drugs. 

In  order  that  the  physician  may  be  able  to  (1) 
identify  and  differentiate  side-effects  associated  with 
placebo  response  from  those  associated  with  phar- 
macologic action  of  the  drug  used,  and  (2)  reduce 
or  eliminate  placebo  effects  which  interfere  with  the 
effectiveness  of  active  drugs,  I should  like  to  suggest 
the  following  double  placebo  technic: 

1.  Prepare  two  types  of  placebo,  a horrible- 
looking, rather  spectacular  placebo  and  a placebo 
identical  in  appearance  with  the  active  drug. 

2.  Before  dosing  with  the  active  drug,  the  phy- 


sician prescribes  the  horrible  placebo. 

3.  If  he  gets  side-effects  with  the  horrible 
placebo,  he  tells  the  patient  that  he  is  now  going  to 
replace  it  with  something  which  will  do  the  same  job 
but  without  nausea  or  what  have  you.  This  re- 
placement, of  course,  is  the  second  placebo. 

4.  If  the  second  placebo  does  eliminate  the  side- 
effects  encountered  with  the  horrible  placebo,  then 
our  aim  has  been  accomplished  to  its  fullest  degree, 
and  the  patient  is  put  on  the  real  drug. 

5.  If  the  second  placebo  fails  to  eliminate  the 
side-effects  from  the  horrible  placebo  or  stimulates 
its  own  set  of  effects,  at  least  the  physician  will  be 
able  to  recognize  their  source  when  he  puts  the 
patient  on  the  pharmacologically  active  drug. 

Conrad  Chyatte,  Ph.D. 

Department  of  Psychology 
The  Graduate  School 
De  Paul  University 
04  East  Lake  Street 
Chicago  1,  Illinois 
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MONTH  IN  WASHINGTON 


Several  months  in  advance  of  the  return  of  the 
85th  Congress  for  its  election-year  second  ses- 
sion, influential  figures  in  the  field  of  health  in  both 
the  executive  branch  and  in  Congress  were  being 
heard  on  what  1958  has  in  store  for  the  medical 
profession. 

Because  of  the  roles  they  play  in  the  Capital, 
their  views  are  worth  more  than  passing  notice. 
One  is  the  chairman  of  the  important  health  appro- 
priations subcommittee  of  the  House,  Rep.  John 
Fogarty  (D.,  R.  I.).  He  used  as  a forum  for  his 
prophecies  the  annual  convention  of  the  American 
Hospital  Association. 

Other  prognostications  came  from  Dr.  Aims  C. 
McGuinness,  special  assistant  for  health  and  medi- 
cal affairs  to  Secretary  Folsom  of  the  Department 
of  Health,  Education,  and  Welfare.  Dr.  McGuin- 
ness spoke  out  at  a dedication  ceremony  of  a new 
chronic  disease  and  rehabilitation  facility  in  Maine. 

Mr.  Fogarty  places  at  the  top  of  his  predictions 
some  action  on  Federal  construction  aid  to  medical 
schools.  The  Rhode  Island  Democrat  has  his  own 
bill  on  the  subject,  although  there  are  others  pend- 
ing. Comments  Mr.  Fogarty:  “.  . . the  shortage 
of  health  education  facilities  today  is  probably  the 
most  serious  bottleneck  in  our  whole  medical  sys- 
tem. . . . These  schools  . . . fall  far  short  of  accom- 
modating the  fully  qualified  and  competent  young 
men  and  women  in  America  who  are  anxious  to  train 
and  qualify  in  medical,  dental,  and  public  health 
fields.” 

The  record  of  the  past  several  years  has  shown  that 
no  member  of  the  House  is  listened  to  more  carefully 
when  it  comes  to  health  than  Mr.  Fogarty.  His 
philosophy  in  the  health  field  is  worth  noting: 
“It  is  now  generally  accepted  that  the  health  of  our 
people  is  a major  national  resource  and  that  the 
government,  therefore,  has  a direct  responsibility 
for  the  health  of  everyone.” 

Dr.  McGuinness  also  spoke  out  strongly  for  Fed- 
eral aid  to  medical  schools.  Failure  to  meet  the 
needs  of  the  schools,  he  told  his  audience,  would  be 
“the  worst  kind  of  economy.”  He  feels  that  the 
administration  proposal  for  225  million  dollars  in 
construction  grants  would  bring  classrooms  and 
research  laboratories  “much  closer  to  current  and 
projected  needs.” 

While  neither  man  had  any  specific  legislative 
proposals  to  make  in  the  field,  both  foresee  a grow- 
ing role  for  hospitals  in  the  practice  of  medicine. 
Dr.  McGuinness  put  it  this  way:  “General  hospitals 
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must  broaden  their  services  and  achieve  greater 
coordination.  The  term  ‘hospital  care’  should 
include  not  only  bed  care  but  diagnostic  service  as 
well  as  service  to  ambulatory  patients.” 

Mr.  Fogarty,  looking  ahead  twenty-five  years, 
said  it  was  safe  to  predict  that  virtually  every  gen- 
eral hospital  in  the  nation  will  be  providing  at  least 
as  much  preventive  service  as  curative  service. 
“You  are,  in  fact,  moving  closer  each  moment  to  the 
day  when  hospitals  will  be  the  focal  point  of  health 
services  for  all  of  us,  throughout  our  entire  lives.” 

The  same  day  that  Mr.  Fogarty  was  urging  the 
hospitals  to  use  the  basic  Hill-Burton  hospital  con- 
struction program  to  meet  future  health  needs,  the 
AHA  House  of  Delegates  approved  a set  of  legisla- 
tive proposals  to  present  to  the  next  session. 

They  would  accomplish  the  following:  (1) 

extend  the  act  for  five  years  beyond  June,  1959, 
(2)  authorize  matching  Hill-Burton  funds  for  reno- 
vation and  repairs  of  hospital  plants,  (3)  set  up  loan 
authority  so  that  hospitals  not  desiring  grant  money 
could  borrow  construction  and  renovation  funds  at 
very  low  interest  rates  (from  l1/*  to  2 per  cent). 
The  house  also  urged  a grants  program  to  hospitals 
with  nursing  schools  and  to  other  nurse  institutions 
for  professional  education,  exclusive  of  construc- 
tion grants. 

Notes 

One  committee  of  Congress  knows  months  in 
advance  just  exactly  what  it  plans  to  do  the  day  Con- 
gress reconvenes.  The  tax-writing  House  Ways  and 
Means  Committee  has  set  hearings  starting  Janu- 
ary 7,  1958,  on  possible  tax  reductions  next  year. 

Included  on  the  agenda  will  be  testimony  from 
various  organizations  on  the  Jenkins-Iveogh  bills 
for  allowing  tax  deferments  for  money  paid  into 
retirement  plans.  The  American  Thrift  Assembly, 
which  is  backed  by  the  American  Medical  Associa- 
tion and  other  professional  and  business  groups,  plans 
to  be  heard  at  some  time  during  the  thirty  days  of 
hearings. 

Veterans  Administrator  Harvey  Higley  believes 
that  the  public  is  losing  interest  in  the  veteran  and 
his  problems  and  that  some  doctors  no  longer  hesi- 
tate to  attack  medical  care  for  veterans,  particularly 
those  with  nonservice-connected  disabilities.  Mr. 
Higley  spoke  at  the  annual  American  Legion  con- 
vention. 

Health  directors  of  21  American  republics,  hold- 
ing their  annual  Pan  American  Sanitary  Organiza- 
tion meeting  here  this  fall,  voted  a 3 million  dollar 
budget  for  the  Pan  American  Sanitary  Bureau’s 
160-odd  health  projects  for  next  year. 
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Physician  s Home 


\ GAIN  this  year  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York  is 
happy  to  support  that  most  excellent  organization — - 
the  Physician’s  Home.  Each  county  auxiliary 
sends  its  contribution  to  help  the  Physician’s  Home 
provide  financial  aid  for  indigent  physicians.  The 
Auxiliary  is  fully  aware  of  the  high  cost  of  living  and 
the  increasing  longevity  of  the  population  which  is 
consequently  causing  a rise  in  geriatric  problems  so 
that  the  monies  contributed  seem  small  in  relation 
to  the  very  great  need.  This  year,  however,  the 
Auxiliary  is  asking  for  a more  substantial  amount 
from  the  counties,  and  it  is  sincerely  hoped  that  this 
plea  will  be  actively  realized. 

The  Physician’s  Home  does  an  excellent  service 
in  the  ministration  of  their  guests.  The  Auxiliary 
believes  that  the  care  of  a once  successful  practi- 
tioner whose  health,  youth,  income,  and  savings 
have  disappeared  should  be  provided  for  from  within 
the  ranks  of  the  medical  profession  by  methods 
which  help  him  preserve  his  self-respect  and  dig- 
nity. Unfortunately,  the  demands  exceed  the  sup- 
ply, and  a real  effort  must  be  made  by  the  doctors 
and  their  wives  to  increase  their  donations. 

As  the  medical  profession  stands  for  a closely-knit 
cooperative  group  in  all  things  ethical,  legislative, 
and  educational,  so  should  it  in  its  philanthropy. 
This  is  the  basis  for  the  Auxiliary’s  firm  belief  that 
the  Physician’s  Home  is  a definite  cause  for  our  most 
generous  support. 

The  Physician’s  Home  has  proved  over  a long 
period  of  time  to  operate  much  better  as  a nonin- 
stitutionalized  arrangement,  and  therefore  each 
guest  is  maintained  individually  in  his  original  en- 
vironment. Elderly  doctors,  their  wives,  and 


widows  prefer  living  their  twilight  years  in  the  com- 
munity in  which  they  have  worked  during  their 
professional  lives.  There  they  have  friends,  old 
patients,  and  all  their  interests.  A doctor  prefers 
his  own  books,  chair,  bed,  and  other  associations  of 
his  home.  Doctors  have  ever  been  proud  and  inde- 
pendent souls  and  to  crush  their  spirit  by  the  regi- 
mentation and  nonentity  of  an  “institution”  would 
accentuate  the  feeling  of  poverty  and  hasten  the 
process  of  mental  disintegration  and  physical  dis- 
solution. The  monthly  check  from  the  Physician’s 
Home  helps  them  live  and,  more  important,  is  the 
factor  which  aids  in  keeping  their  indigene}-  un- 
known. 

Unfortunately  a time  comes  when  medical  and 
nursing  care  is  necessary.  Because  of  the  tremen- 
dous expense  involved,  the  Physician’s  Home  is  un- 
able to  underwrite  this  care  and  the  undesirable  al- 
ternative is  placement  in  a city,  county,  or  State 
charity  home.  This  situation  can  be  remedied  or  at 
least  alleviated  by  a substantial  increase  in  contri- 
butions to  the  Physician’s  Home. 

It  behooves  us  all,  doctors  and  wives,  to  consider 
that  there  are  many  cases  of  financial  tragedy 
among  our  own  and  we  must  realize  that  this  can 
happen  to  us  all.  We  should  start  early  to  prevent 
this. 

It  is  a great  privilege  to  be  called  upon  to  relieve 
the  financial  problems  of  our  colleagues.  Please 
remember  and  help  today. 

Mrs.  Richard  Loomis,  Chairman 

Physician’s  Home 

623  Franklin  Street 
Springville,  New  York 
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The  zeal  of  fools  offends  at  any  time, 

But  most  of  all  the  zeal  of  fools  in  rhyme. — Pope 
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E R R A T A 

Corrections  of  erroneous  biographic  material  in  the  1957  Medical  Directory  of  New 
York  State  are  listed  below.  Changes  have  been  made  in  material  received  prior  to  the 
closing  date  of  July  1,  1950. 


A^BANGEL,  Maurice  Bruce,  529  Ocean  Pkway.  Brook- 
lyn, N.Y.  1-2:30  Tues  Thurs  Sat  by  appt.  Tel  Gedney 
6-2232.  Med  Col  VA  1925.  SA.  FACG.  D-ICS. 
FICS.  Milit  Sur  US;  Ind  Med;  Am  Ger;  Kings  Co  Sur; 
A1  City;  A1  Lying-In.  Asst  Sur  Cumber;  Asst  Sur  Prospect 
lights. 

A^BRYCE,  Michael  Robert,  49  E 96  St.  New  York,  N.Y. 

11- 12  & by  appt.  Tel  Atwater  9-4550.  Warsaw  1937. 
D-OL.  SF.  Asst  Sur  Man  EE&T. 

★CHENEY,  Joseph  C.,  1056  Fifth  Ave.  New  York,  N.Y. 
by  appt.  Tel  Fillmore  8-3301.  Paris  1939.  D-R.  SD. 
MACR.  Radiol  Bell. 

A^COHN,  Alfred,  103  E.  86  St.  New  York,  N.Y.  by  appt. 
Tel  Enright  9-0088.  Berlin  1919.  D-PM(PII).  SH.  Am 
VD;  Am  Pub  Health;  Am  Path  & Bact;  Ac  Med;  NY 
Trop  Med.  Asso  Derm  City;  Bact  Monte. 

A^COOPERNAIL,  George  P.,  Bedford,  N.Y.  Tel  Bedford 
Village  314.  Albany  1900.  SA.  FACS.  Hon  Sur  No 
Westchester. 

A^FEUER,  Samuel  G.,  132  Lafayette  Av.  Brooklyn,  N.Y. 
by  appt.  Tels  Sterling  9-8383,  9-5858.  Univ  & Bell 
1925.  D-PMR.  SCM-1.  FACP.  Am  Ac  Comp  Med  (F); 
Am  Ger;  Am  Cong  Phy  Med  & Rehabilit;  Am  Ac  Phy  Med 
& Rehabilit;  Milit  Sur  US;  NY  Phy  Med  & Rehabilit;  NY 
Ac  Med.  Dir  Phy  Med  & Rehabilit  St  Peters;  Cons  Phy 
Phy  Med  & Rehabilit  Jew  Chronic  Dis;  Phy  Phy  Med  & 
Rehabilit  Coney  Isl  & Prospect  Hghts;  Asso  Phy  St  Johns; 
Asst  Orth  LIC  OPD:  Chief  Phy  Phy  Med  & Rehabilit 
VARO. 

A^FRIEDMAN,  Jacob  Henry,  1749  Grand  Concourse, 
Bronx,  N.Y.  by  appt.  Tel  Tremont  2-2462.  Tulane  1929. 
D-PN.  QP.  SI.  Am  Ac  Neur;  Am  Psych  (F);  Res  Nerv 
& Ment  Dis;  Adv  Psychother;  Bx  Neur  & Psych;  NY  Clin 
Psych;  A1  Mt  Sinai.  Dir  Neuropsych  Ford;  Actg  Psych 
Leb;  Chief  Ment  Hyg  Clin  Leb  OPD. 

A^GEWIRTZ,  Abraham  James,  67  E 59  St.  New  York, 
N.Y.  by  appt.  Tel  Murray  Hill  8-1413.  Also  Brooklyn. 
Laval  1936.  D-D.  SH.  Am  Ac  Derm  & Syph;  Bkln 
Derm;  A1  Jew.  Asst  Derm  Bell;  Asso  Derm  Jew  & Jew 
Chronic  Dis;  Derm  Swedish;  Asst-in-Derm  Univ. 

A^GEWIRTZ,  Abraham  James,  153  Pierrepont  St.  Brook- 
lyn, N.Y.  by  appt.  Tel  Ulster  2-1312.  Also  Manhattan. 
Laval  1936.  D-D.  SH.  Am  Ac  Derm  & Syph;  Bkln 
Derm;  A1  Jew.  Asst  Derm  Bell;  Asso  Derm  Jew  & Jew 
Chronic  Dis;  Derm  Swedish;  Asst-in-Derm  Univ. 

A^GLASS,  George  B.  Jerzy,  60  Sutton  Place  S.  New  York, 
N.Y.  by  appt.  Tel  Plaza  5-2280.  Warsaw  1927.  D-IM. 
SJM-3.  FAGG.  Am  Physiol;  Am  Gastroent;  Exp  Biol  & 
Med;  Inti  Hematol;  Am  Fed  Clin  Res;  Ac  Med.  Asso  Phy 
Met,  Flower  & Fifth  Ave  & Coler  Meml. 

A^GOTTESMAN,  Julius,  1185  Park  Av.  New  York,  N.Y. 

12- 2  by  appt.  Tel  Sacramento  2-6612.  P&S  NY  1915. 
D-S.  SAC.  FACS.  Ac  Med;  A1  Mt  Sinai.  Sur  Monte; 
Cons  Sur  Joint  Dis. 

★GREENBERG,  Benjamin,  1340  50  St.  Brooklyn,  N.Y. 
2-3,  6-8  Mon  thru  Thurs;  2-3  Fri  Sat.  Tel  Gedney  5-4728. 


RCP&S  Edinburgh  1941.  XM-5.  A1  Israel-Zion.  Clin 

Asst  Phy  Coney  Isl  OPD. 

A^HAMMERSCHLAG,  M.  L.,  1777  Grand  Concourse, 
Bronx,  N.Y.  by  appt.  Tel  Cypress  9-8151.  Also  Yonkers. 
NY  Univ  1935.  D-OG.  SL.  FACOG.  FACS.  Bx  Gyn 

& Obs;  A1  Bronx.  Gyn  Hebrew  Chronic;  Asso  Obs  Harlem; 
Adj  Gyn  Bronx;  Adj  Sur  Gyn  Monte. 

A^HAMMERSCHLAG,  M.  L.,  2242  Central  Park  Av. 
Yonkers,  N.Y.  by  appt.  Tel  Spencer  9-4560.  Also  Bronx. 
NY  Univ  1935.  D-OG.  SL.  FACOG.  FACS.  Bx  Gyn 

& Obs;  A1  Bronx.  Gyn  Hebrew  Chronic;  Asso  Obs  Harlem; 
Adj  Gyn  Bronx;  Adj  Sur  Gyn  Monte. 

A^HARTE,  Maurice  S.,  30  E 60  St.  New  York,  N.Y.  by 
appt.  Tel  Murray  Hill  8-4975.  NY  Univ  1939.  SAC. 
FACS.  FCCP.  Am  Trudeau;  Ac  Med;  NY  Thor  Sur;  A1 
Mt  Sinai.  Asso  Sur  Gouver;  Adj  Thor  Sur  Beth  David  & 
Monte. 

★LANGSAM,  William  L.,  284  Ninth  St.  Brooklyn,  N.Y. 
11-1.  Tel  South  8-3587.  Univ  & Bell  1926.  SF.  PAAO; 
Bkln  Otolar.  Asso  Otolar,  Affiliate  Greenpoint. 

A^MAYER,  Ida,  336  Central  Park  W.  New  York,  N.Y. 
12:30-2  & by  appt.  Tel  Academy  2-3840.  Frankfurt 

1928.  X.  R Virchow  Soc.  Sr  Clin  Asst  Ped  Mt  Sinai. 

A^MILLER,  Israel,  9201  Kings  Highway,  Brooklyn,  N.Y. 
by  appt.  Tel  Dickens  2-2288.  LIC  Hosp  1929.  L-P. 
Am  Ac  Ped;  Am  Pub  Health.  Asso  Ped  Beth-El  & Beth-El 
OPD. 

A^PASACHOFF,  Samuel  Sidney,  910  Grand  Concourse, 
Bronx,  N.Y.  by  appt.  Tel  Jerome  8-8931.  Univ  & Bell 

1929.  SAC.  FACS.  NY  Proct;  Bx  Sur;  A1  Morrisania. 
Asso  Sur  & Chief  Proct  Morrisania;  Adj  Sur  & Proct  Leb. 

A^PFEFFER,  Arnold  Z.,  929  Park  Ave.  New  York, 
N.Y.  by  appt.  Tel  Butterfield  8-2830.  Duke  1941. 
NB.  D-PN  (P).  QP.  SI-2.  Am  Psych  (F);  NY 
Psychoan;  NYC  Ale;  NY  Clin  Psych.  Asso  Neuropsych 
Bell;  Asst  Attd  Psych  Univ. 

A^PLACHTA,  Aaron,  New  York  Medical  College,  1 E 
105  St.  New  York,  N.Y.  by  appt.  Tel  Trafalgar  6-5500. 
Res  Fresh  Meadows.  Warsaw  1930.  SK.  FACC.  FCCP. 
Am  Clin  Path;  Am  Path  & Bact;  Am  Trudeau;  Ac  Med; 
NY  Path;  A1  Jew;  A1  Coney  Isl.  Asst  Attd  Path  Flower  & 
Fifth  Ave;  Asst  Path  Coler  Meml  & Met. 

A^PLACHTA,  Aaron,  190-17A  69  Av.  Fresh  Meadows, 
N.Y.  by  appt.  Tel  Jamaica  6-3939.  Also  Manhattan. 
Warsaw  1930.  SK.  FACC.  FCCP.  Am  Clin  Path;  Am 
Path  & Bact;  Am  Trudeau;  NY  Ac  Med;  NY  Path;  A1  Jew; 
A1  Coney  Isl.  Asst  Path  Met  & Coler  Meml;  Asst  Attd  Path 
Flower  & Fifth  Ave. 

A^POSNER,  Abraham  Charles,  51  E 90  St.  New  York, 
N.Y.  12-2  by  appt.  Tel  Sacramento  2-5432.  Res  265 
W 121  St.  New  York,  N.Y.  Tel  Monument  2-6070.  Univ 
& Bell  1920.  D-OG.  SL.  FACS.  FACOG.  D-ICS. 
FICS.  Harlem  Sur;  Bx  Gyn  & Obs;  NY  Obs.  Dir  Obs 
Harlem;  Cons  Obs  St  Josephs  Yonkers;  Obs  Bronx. 

A^ROBBIN,  Stanley  Reginald,  1112  Park  Ave.  New  York, 
N.Y.  by  appt.  Tel  Sacramento  2-4220.  Also  Long  Beach. 
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Lwow  1940.  SJM-4.  FACC.  A1  Maimonides;  A1  Mt 
Sinai.  Res  Asst  Cardiol  & Sr  Clin  Asst  Cardiol  Mt  Sinai. 

A^ROBBIN,  Stanley  Reginald,  18  E Beech  St.  Long 
Beach,  N.Y.  by  appt.  Tel  General  1-1311.  Also  Man- 
hattan. Lwow  1940.  SJM-4.  FACC.  A1  Maimonides; 
A1  Mt  Sinai.  Res  Asst  Cardiol  & Sr  Clin  Asst  Cardiol  Mt 
Sinai. 

A-A'SAAL.  Joseph,  950  Ocean  Av.  Brooklyn,  N.Y.  by  appt. 
Tel  Buckminster  2-1700.  St.  Andrews  1933.  D-OS.  SB. 
FACS.  Am  Ac  Orth  Sur;  A1  Joint  Dis.  Asso  Orth  Sur 
Jew;  Orth  Sur  Jew  Chronic  Dis. 

A-fcSAFIR,  Samuel  Sendre,  35-41  86  St.  Jackson  Heights, 
N.Y.  10-11,  7-8  Mon  Wed  Fri  by  appt.  Tel  Newtown 
9-4207.  St  Andrews  1934.  SH.  Am  Ac  Derm  & Syph; 
LI  Derm.  Asso  Derm  & Syph  Queens  Genl. 

AfrSEGAL,  Robert  Lloyd,  950  Park  Av.  New  York,  N.Y. 
by  appt.  Tel  Sacramento  2-9251.  Also  Larchmont.  Buf- 
falo 1947.  NB.  D-IM.  A1  Mt  Sinai;  A1  Strong  Meml. 
Res  Asst  Med  & Clin  Asst  Thyroid  Mt  Sinai;  Asst  Neoplast 
Dis  Monte. 

A'frSEGAL,  Robert  Lloyd,  21  Dante  St.  Larchmont,  N.Y. 
Tel  Tennyson  4-0594.  Also  Manhattan.  Buffalo  1947. 


NTB.  D-IM.  A1  Mt  Sinai;  A1  Strong  Meml.  Res  Asst  Med 
& Clin  Asst  Thyroid  Mt  Sinai;  Asst  Neoplast  Dis  Monte. 

A-^-SHORNSTEIN,  Charles,  1269  Virginia  Av.  Bronx,  N.Y. 
12-2;  5-7  except  Wed  Sat.  Tel  Tyrone  2-2122.  St 
Andrews  1933.  XI.  A1  Met.  Asst  Neur  Flower  & Fifth 
Ave  & Leb  OPD;  Asso  Neur  Met;  Asst  Neur  Electro- 
Encephalog  Lin. 

A-fcSINGER,  George,  1749  Grand  Concourse,  Bronx,  N.Y. 
by  appt.  Tel  Cypress  9-7121.  Univ  & Bell  1929. 
SBCM-16.  Bx  Sur;  A1  Morrisania.  Asso  Orth  Sur  Morris- 
ania;  Chief  Periph  Vas  Dis  & Varicose  Vein  Clin  Morrisania 
OPD. 

A^WAITZFELDER,  Walter,  450  West  End  Av.  New 
York,  N.Y.  9:30-12,  4-7.  Tel  Lyceum  5-1040.  Berlin 
1918.  XJ.  R Virchow  Soc.  Clin  Asst  Phy  Syden. 

A-fcZOHMAN,  Burton  L.,  7223  Ft  Hamilton  Pkway. 
Brooklyn,  N.Y.  by  appt.  Tel  Dewey  1-2332.  LIC  Hosp 
1922.  D-IM(Cv).  SJM-4.  FACC.  FACP.  FCCP. 
FACA.  Am  Fed  Clin  Res;  NY  Cardiol;  Bkln  Int  Med. 
Cons  Cardiol  USPHSH  SI;  Cardiol  Bkln  State;  Phys  Maimo- 
nides & Kings  Co;  Cardiol  Kings  Co  OPD:  Cons  Phys 
Willowbrook. 


ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to 
16,  1958,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  be  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1, 1958,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  ^ ork, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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SPECIAL  REPORT 

From  the  Netr  York  State  Depart  men!  of  Health , 
Bureau  of  Maternal  and  Child  Health  and 
The  New  York  State  Depart  men  t of  Soeial  Welfare , 
Commission  for  the  Blind 


Retrolental  Fibroplasia  in  New  York  State  in  1956, 
A Follow-Up  Report * 


Retrolental  fibroplasia,  the  disease  that  has 
blinded  almost  1,000  infants  in  New  York 
State  during  the  past  ten  years,  has  continued  to 
remain  at  a low  level  of  incidence.  Only  three 
babies  born  in  New  York  State  in  1956  were 
reported  as  blind  as  a result  of  retrolental  fibro- 
plasia to  the  State  Commission  for  the  Blind  in 
1956.  An  identical  number  was  reported  in 
1955.  This  is  in  marked  contrast  with  the  52 
eases  reported  in  1953,  before  limitations  on  the 
amount  of  oxygen  given  premature  infants  were 
generally  adopted. 

Only  seven  infants  born  in  1955  were  reported 
as  blind  in  1956.  By  contrast,  27  babies  born 
in  1954  were  reported  as  blind  the  following  year. 
The  rise  and  decline  of  this  disease  in  New  York 
State  from  1946  through  1956  are  shown  in  Table 


* Reprinted  from  the  July,  1957  issue  of  Health  News. 


I.  A more  complete  account  of  the  New  York 
State  experience  and  program  through  1955  has 
been  published  elsewhere.1 

All  three  cases  born  and  reported  in  1956 
were  very  small  premature  infants  weighing 
2V2  pounds  or  less  at  birth.  In  contrast  to  pre- 
vious years  when  oxygen  was  often  administered 
on  a routine  basis  to  premature  infants,  the  cases 
reported  in  1956  had  all  the  clinical  manifesta- 
tions of  severe  respiratory  distress  including 
rapid  shallow  breathing,  apnea,  and  cyanosis. 
One  baby  received  continuous  oxygen  for  thirty- 
one  days;  oxygen  concentrations  recorded  every 
eight  hours  ranged  from  35  to  40  per  cent  and 
none  exceeded  40  per  cent.  Another  received 
continuous  oxygen  for  seventeen  days;  five 
recorded  oxygen  concentrations  ranged  from  35 
to  46  per  cent,  with  two  greater  than  40  per  cent. 
The  third  received  continuous  oxygen  for  nine 


TABLE  I.  -Number  of  Cases  of  Retrolental  Fibroplasia  in  New  York  STATEt 


Year  of  . Year  Classified  Blind ■ • 

Birth  1946  1947  1948  1949  1950  1951  1952  1953  1954  1955  1956  Total  Cases 


1938-1945  13  9 7 9 3 4 3 5 2 2 57 

1946  4 13  3 ...  4 2 2 ...  2 3 1 34 

1947  . . 2 10  14  6 2 5 3 1 1 2 40 

1948  4 21  14  5 8 2 3 3 2 62 

1949  1-7  28  18  3 1 6 2 4 79 

1950  19  61  20  4 3 3 7 117 

1951  32  84  27  12  8 6 169 

1952  30  92  33  13  8 176 

1953  52  87  28  6 173 

1954  18  27  6 51 

1955  3 7 10 

1956  3 3 

TOTAL  17  24  24  61  74  124  155  181  170  93  54  977 


t Based  on  Reports  Classified  by  State  Commission  for  the  Blind  During  1946-1956. 
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days;  oxygen  concentrations  were  not  recorded, 
but  on  the  basis  of  the  ordered  liter  flow  and  incu- 
bator model  it  is  unlikely  that  concentrations 
exceeded  40  per  cent. 

Information  collected  in  New  York  State  in 
1956  tends  to  confirm  the  experimental  findings  of 
Patz2  and  the  experience  of  the  United  States 
Public  Health  Service  cooperative  survey  re- 
ported by  Kinsey.3  It  indicates  that  blindness 
can  be  produced  by  exposure  to  oxygen  concen- 
trations less  than  40  per  cent,  particularly  if  the 
exposure  is  prolonged  and  the  degree  of  pre- 
maturity great. 

The  oxygen  need  of  the  small,  premature  infant 
in  severe  respiratory  distress  poses  a severe 
dilemma  to  the  clinician.  It  is  possible  that  the 
three  infants  who  developed  retrolental  fibro- 
plasia in  1956  in  New  York  State  would  not  have 
survived  without  some  help  from  oxygen.  As 
has  recently  been  pointed  out,  there  is  a partic- 
ularly urgent  need  for  data  on  the  value  or  risks 


of  oxygen  during  the  first  twenty-four  hours  of 
life  when  risks  of  death  are  highest.4  The  poten- 
tial danger  of  oxygen  administration  at  any  con- 
centration cannot  be  minimized.  However,  in 
view  of  the  life-saving  potential  of  this  therapeutic 
tool,  its  tolerance  limits  need  more  careful  study 
than  they  have  received  thus  far. 

Previous  reports  have  stressed  the  importance 
of  controlling  oxygen  concentration  when  oxygen 
is  administered  to  premature  infants.5  It  is 
clear  now  that  control  of  the  duration  of  oxygen 
exposure  (at  any  concentration)  is  also  neces- 
sary if  retrolental  fibroplasia  in  premature  in- 
fants is  to  be  prevented. 
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M EDICAL  NEWS 


American  Heart  Association  Meeting  -New  York 
physicians  speaking  at  the  American  Heart  Associ- 
ation’s annual  meeting  in  Chicago  were:  Dr. 

John  H.  Laragh  and  Dr.  Felix  E.  Demartini  of 
Columbia  University  College  of  Physicians  and 
Surgeons,  Dr.  Harrison  F.  Wood,  of  Irvington 
House,  Dr.  Maclyn  McCarthy  of  the  Rockefeller 
Institute  for  Medical  Research,  and  Drs.  Howard  L. 
Moscovitz,  Ephriam  Donoso,  and  Ira  J.  Gelb,  of 
New  York  City. 

American-Polish  Medical  Alliance  Officers  The 

American-Polish  Medical  Alliance  elected  the 
following  officers  at  their  annual  meeting  on  October 
7: 

Drs.  Simon  Malowist,  president;  J.  J.  Polakow, 

I first  vice-president;  S.  D.  Pieczenik,  second  vice- 
president;  Zofia  Turyn,  corresponding  secretary; 
George  Z.  Carter,  recording  secretary,  and  Esther 
Fox,  treasurer.  All  are  from  New  York  City. 

Seminar  on  Rehabilitation  -The  American  Acad- 
emy of  Dental  Medicine  will  sponsor  a seminar  on 
rehabilitation  December  7,  at  the  Hotel  New 
Yorker,  New  York  City. 

Thi  ee  New  York  physicians  will  participate  in  the 
program.  Dr.  Howard  A.  Rusk,  professor  and 
chairman  of  the  Department  of  Physical  Medicine 
and  Rehabilitation,  New  York  University-Bellevue 
Medical  Center,  will  discuss  “The  Psychological 
Aspects  of  Rehabilitation.”  Dr.  Arthur  J.  Barsky, 
attending  plastic  surgeon  at  Mt.  Sinai  Hospital  and 
professor  of  surgery  at  Albert  Einstein  College  of 
Medicine,  will  cover  “Rehabilitation  Through 
Plastic  Surgery.”  Dr.  Robin  M.  Rankow,  adjunct 
surgeon  at  Montefiore  Hospital,  assistant  attending 
surgeon  at  Columbia  Presbyterian  Hospital,  and 
assistant  clinical  professor  at  Columbia  University, 
will  speak  on  “Immediate  and  Delayed  Rehabilita- 
tion of  the  Head  and  Neck  Cancer  Patient.” 

For  programs  and  reservations  write  to  Dr. 
Sheldon  Ross,  13G  East  36th  Street,  New  York  16, 
New  York. 

Mediclinics  Course — The  third  annual  post- 
graduate refresher  course  will  be  conducted  by 
Mediclinics,  March  2 through  12,  1958,  in  Fort 
Lauderdale,  Florida.  The  course  has  been  certified 
by  the  American  Academy  of  General  Practice  for 
thirty-two  hours  postgraduate  study  in  Category  I. 

In  addition  to  the  thirty-two  hours  of  lectures, 
seven  luncheon  meetings  are  planned.  Registration 
will  be  limited  to  300  physicians,  and  the  fee  is  $50 
plus  $2.50  for  each  luncheon  meeting  the  physician 
wishes  to  attend. 

Registration  and  inquiries  on  the  program  should 
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be  addressed  to  Mediclinics  of  Minnesota,  601 
Medical  Arts  Building,  Minneapolis  2,  Minnesota. 

New  Monroe  County  Members  -Nineteen  doc- 
tors were  elected  to  membership  at  the  October  15 
meeting  of  the  Monroe  County  Medical  Society. 

They  are  Drs.  Alex  Braiman,  Edward  F.  Cannon, 
Julian  O.  Carroll,  Salvatore  J.  Dalberth,  James 
DeWeese,  George  Galos,  Lucille  M.  Heggeness, 
Harold  J.  Louis,  Edward  T.  McDonough,  Jr., 
William  E.  McKenney,  Jr.,  Roger  F.  Milnes,  Hugh 
M.  Pratt,  Valeska  Ruth  Itoziskey,  Richard  J. 
Saunders,  Jr.,  Seymour  I.  Schwartz,  Richard  A. 
Sullivan,  Paul  F.  Swarthout,  Otto  F.  Thaler,  and 
Kenneth  Woodward. 

At  the  same  meeting  the  Medical  Economics 
Committee  presented  a discussion  of  an  investment 
and  retirement  plan  for  doctors.  Dr.  Charles  A. 
Smith  was  chairman  of  the  program,  and  panelists 
included  Drs.  Charles  Ii.  Mathews,  B.  Louis 
Tomaselli,  and  Maxwell  H.  Weingarten. 

Eye,  Ear,  Nose,  and  Throat  Clinic — The  Eastern 
New  York  Eye,  Ear,  Nose  and  Throat  Association 
held  its  annual  clinic  day  on  November  7 at  Albany. 

The  eye  clinical  section  was  under  the  direction  of 
Dr.  Donald  M.  Shafer,  attending  ophthalmologist  of 
Manhattan  Eye,  Ear,  Nose,  and  Throat  Hospital, 
New  York  City.  Dr.  Shafer  spoke  on  “Retinal 
Detachment  Surgery.” 

“New  Things  in  Plastic  Surgery  of  the  Nose,”  was 
the  topic  of  the  ear,  nose,  and  throat  section,  con- 
ducted by  Dr.  Albert  Seltzer  of  Philadelphia. 

Eastern  Group  Psychotherapy  Society — Three 
lectures  were  presented  by  the  Eastern  Group 
Psychotherapy  Society,  including  the  last  two  lec- 
tures in  a series  “Reason  and  Unreason  in  Psycho- 
therapy.” 

In  this  series  Dr.  Alexander  Wolf,  associate  clin- 
ical professor  of  psychiatry,  New  York  Medical 
College,  spoke  on  October  30  on  a specific  example 
of  the  extent  to  which  current  psychotherapeutic 
activity  is  becoming  characterized  by  nonrational 
trends.  On  November  13  Dr.  Wolf  spoke  on  more 
rational  and  constructive  alternatives  to  the 
mysticism  characteristic  of  some  forms  of  current 
psychotherapeutic  activity. 

The  second  in  a series  of  papers  on  the  sources  of 
conflict  in  contemporary  group  psychotherapy,  the 
topic  “What  Is  the  Place  of  Combined  Therapy?” 
was  discussed  November  15  by  Max  Rosenbaum, 
PhD.,  director  of  the  Group  Therapy  Department, 
Theodore  Reik  Clinic,  and  Dr.  Daniel  M.  Lipshutz. 

Pediatric  Society  Officers — The  Mid-Hudson 
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Pediatric  Society,  at  the  October  18  meeting,  elected 
Dr.  Oree  M.  Carroll,  Middletown,  as  president. 
Other  officers  elected  were  Dr.  Albert  Rosenberg, 
Poughkeepsie,  vice-president,  and  Dr.  Eleanor  Peck, 
Poughkeepsie,  secretary-treasurer. 

At  the  same  meeting  Dr.  Henry  F.  Kreckman, 
Poughkeepsie,  and  Dr.  William  P.  Howley,  New- 
burgh, discussed  foot  and  shoe  problems  of  children. 

Conference  on  Aging — The  Sixth  Annual  Capital 
District  Conference  on  Aging,  sponsored  by  the 
Albany  County  Department  of  Welfare,  was  held 
November  14  at  the  Ann  Lee  Home  in  Albany. 

After  a summary  of  national  and  Albany  County 
programs  for  the  aging,  the  conference  broke  up  into 
two  workshops. 

Physicians  participating  in  the  workshop  on 
“Better  Living  for  Aging”  were  Dr.  Leonard  D. 
Polieoff,  director  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  Albany  Medical  Col- 
lege, and  Dr.  Robert  P.  Whalen,  commissioner  of  the 
Albany  County  Department  of  Public  Welfare. 
Dr.  Arthur  J.  Wallingford,  professor  of  gynecology 
and  obstetrics,  Albany  Medical  College,  participated 
in  the  second  workshop,  "The  Role  of  Religion  in 
Aging.” 

Israel  S.  Wechsler  Lecture  Dr.  Herbert  H. 
Jasper,  professor  of  experimental  neurology  at 
McGill  University,  Montreal,  Canada,  will  give  the 
annual  Israel  S.  Wechsler  Lecture  on  December  18 
at  Mount  Sinai  Hospital,  New  York  City.  His 
topic  will  be  “Progress  and  Problems  in  Brain 
Research.”  The  lecture  will  begin  at  8: 30  p.m. 

Joint  Conferences  at  Syracuse — The  State 
University  College  of  Medicine  at  Syracuse  was 
host  to  two  medical  meetings  on  October  31.  The 
fall  Syracuse  Regional  Obstetric-Pediatric  Con- 
ference was  conducted  in  the  morning,  and  members 
of  Section  One  of  the  New  York  State  Chapter  of  the 
American  Academy  of  Pediatrics  met  in  the  after- 
noon. 

Eight  scientific  papers  were  presented  in  the 
afternoon  meeting.  Dr.  Edward  S.  Goodwin,  of 
Albany,  presided  at  the  business  meeting  as  incom- 
ing chairman  of  the  chapter. 

The  Obstetric-Pediatric  Conference  heard  five 
papers  concerned  with  problems  immediate  to  or 
surrounding  the  time  of  birth.  Chairmen  of  the 
conference  were  Dr.  Edward  C.  Hughes,  professor 
and  chairman  of  the  Department  of  Obstetrics,  and 
Dr.  Tyree  C.  Wyatt,  professor  of  pediatrics. 

Intracardiac  Phonocardiography  Research  Pro- 
gram— A jointly  sponsored  research  program  on 
intracardiac  phonocardiography  has  been  inaug- 
urated by  Mount  Sinai  Hospital  and  Gulton  Indus- 
tries, Inc. 

Person 

New  Offices 

Dr.  J.  II.  Buchbinder,  Brewster,  to  practice  sur- 


The  contract,  calling  for  an  extension  of  research 
now  in  progress,  deals  with  the  use  of  the  Glennite 
Intracardiac  Catheter  Microphone,  commonly  known 
as  the  “heart  microphone,”  developed  by  Gulton 
Industries.  Experiments,  until  now  conducted  ex- 
clusively with  animals,  will  include  humans  as  well 
as  animals  to  further  the  research. 

Mount  Sinai  Hospital  will  perform  the  medical 
research,  with  Dr.  Howard  L.  Moscovitz,  senior 
research  associate,  supervising  the  program. 

Mental  Deficiency  Training  Courses — A series  of 
four  six-week  courses  of  intensive  training  in  mental 
deficiency  for  psychiatric  residents  of  recognized 
training  centers  will  be  inaugurated  at  Letchworth 
Tillage,  Thiells,  New  York,  according  to  Dr.  Paul 
H.  Iloch,  Commissioner  of  Mental  Hygiene. 

The  courses,  supported  by  a grant  from  the 
National  Institute  of  Mental  Health,  will  be  under 
the  direction  of  Dr.  Howard  W.  Potter,  who  will 
retire  as  professor  of  psychiatry  of  the  State  Uni- 
versity of  New  York. 

The  first  course  will  begin  on  the  first  Monday  in 
February,  1958.  Subsequent  courses  will  begin  the 
third  Monday  in  March,  the  third  Monday  in 
September,  and  the  first  Monday  in  November. 
Each  session  will  be  limited  to  ten  students. 

Any  physician  in  a psychiatric  residency  in  the 
L'nited  States  may  apply  for  the  tuition  free  course 
provided  he  has  completed  six  months  of  residency, 
has  had  a one  year  internship  in  a general  medical 
and  surgical  hospital,  and  is  a graduate  of  an 
approved  medical  college  and  is  endorsed  by  the 
director  of  his  residency  center. 

Information  may  be  obtained  from  the  Program 
Director,  Orientation  Course  in  Mental  Deficiency, 
Letchworth  Village,  Thiells,  New  York.  Applica- 
tions for  admission  should  be  mailed  at  least  one 
month  before  the  beginning  date  of  each  course. 

William  Osier  Medal  -The  American  Association 
of  the  History  of  Medicine  will  award  the  William 
Osier  Medal  for  the  best  essay  on  the  history  of 
medicine  submitted  by  a student  of  a medical  school 
in  the  United  States  or  Canada. 

Essays  must  be  submitted  before  April  1,  1958, 
and  should  not  exceed  10,000  words.  Essays  that 
are  the  result  of  original  research  will  be  given 
preference,  but  other  essays  that  show  an  unusual 
appreciation  and  understanding  of  historical  prob- 
lems will  be  considered. 

The  Association  will  consider  unpublished  essays 
written  before  the  author  has  received  his  doctor’s 
degree  and  submitted  before  or  within  one  year 
after  the  author’s  graduation. 

Submit  essays  and  inquiries  to  Dorothy  M. 
Schullian,  Chairman,  National  Library  of  Medicine, 
History  of  Medicine  Division,  11000  Euclid  Avenue, 
Cleveland  0,  Ohio. 
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cello,  to  practice  pediatrics  in  Liberty;  Dr.  Nathan 
Sharove,  New  York  City,  as  a general  practitioner  in 
Lake  Mahopac,  and  Dr.  Jay  Silverman,  New  York 
City,  as  a general  practitioner  in  Norwich. 

Returned 

Dr.  Arthur  J.  Bedell,  Albany,  from  Australia, 
Tasmania,  and  New  Zealand,  where  he  lectured  at 
the  meetings  of  the  Australian  and  New  Zealand 
Ophthalmological  Societies  and  was  elected  to 
honorary  membership  in  both. 

Elected 

Dr.  Louis  Berger,  director  of  the  surgical  depart- 
ment of  the  Jewish  Hospital  of  Brooklyn,  to  remain 
president  of  the  Brooklyn  Cancer  Committee; 
Dr.  G.  Alexander  Galvin,  Ithaca,  as  president-elect 
of  the  New  York  State  Academy  of  General  Prac- 
tice, to  follow  Dr.  Seymour  Fiske,  New  York  City, 
who  was  recently  installed  as  president,  and  Dr. 
John  A.  Lawler  as  president  of  the  medical  staff  of 
St.  Vincent’s  Hospital. 

Honored 

Dr.  Abraham  Flexner,  93-year-old  New  York 
City  physician,  with  the  establishment  of  an  award 
in  his  name  for  distinguished  service  to  American 
medical  education  by  the  Association  of  American 
Medical  Colleges  at  their  annual  meeting  in  Atlantic- 
City;  Dr.  Herman  E.  Hilleboe,  State  Health  Com- 
missioner, by  an  honorary  Doctor  of  Laws  degree  at 
ceremonies  inaugurating  the  Institute  of  Health, 
Education  and  Welfare  at  Adelphi  College,  Garden 
City,  for  his  “staunch  perseverance  in  practicing  the 
loftiest  aims  of  the  medical  profession  and  making  a 
reality  of  its  goals”;  Dr.  William  Klein,  chief  sur- 
geon and  president  of  the  Medical  Board  of  the 
Home  and  Hospital  of  the  Daughters  of  Jacob,  by 
that  institution  for  his  35  years  of  service;  Pro- 
fessor Otto  Loewi,  research  professor  of  pharma- 
cology at  the  New  York  University-Bellevue  Medical 
Center,  with  the  presentation  of  the  Schmiedeberg 
Plakette  from  the  German  Pharmacological  Society, 
and  Dr.  Dickinson  W.  Richards,  Lambert  Professor 
of  Medicine  at  Columbia  University  by  an  honorary 
fellowship  in  the  American  College  of  Surgeons  at 
their  annual  meeting  in  Atlantic  City. 

. ippointed 

Dr.  Nicolai  Gioscia,  administrative  supervising 
psychiatrist  at  Creedmore  State  Hospital,  Queens, 
as  medical  director  and  chief  psychiatrist  at  Adelphi 
College  Mental  Health  Center;  Dr.  Edgar  A. 
Lawrence,  director  of  the  Department  of  Internal 
Medicine  at  Lenox  Hill  Hospital,  as  treasurer  of  a 
new  foundation  to  promote  research  on  Parkinson’s 
disease;  Dr.  Perrin  H.  Long,  chief  of  the  Department 
of  Medicine  at  Kings  County  Hospital  Center,  as 
editor-in-chief  of  “Medical  Times,”  effective  Janu- 
ary 1,  1958;  Dr.  Bela  Schick,  discoverer  of  the 
diphtheria  test  named  for  him,  as  chairman  of  the 
Physicians  and  Surgeons  Division  of  the  Muscular 
Dystrophy  Associations  of  America,  Inc.,  and  Dr. 
Stockton  Kimball,  dean  of  the  University  of  Buffalo 


School  of  Medicine,  to  remain  treasurer  of  the 
Association  of  American  Medical  Colleges. 

Speakers 

Drs.  Edward  H.  Ahrens,  Jr.,  Rockefeller  Institute 
for  Medical  Research,  and  William  Dock,  State 
University  of  New  York,  at  a nation-wide,  closed- 
circuit  television  program,  November  13,  on  a 
progress  report  on  coronary  disease;  Drs.  Leona 
Baumgartner,  health  commissioner;  Louis  M.  Hell- 
man,  professor  of  obstetrics  at  the  Downstate 
Medical  Center,  Gilbert  J.  Vosburgh,  assistant 
professor  of  obstetrics  and  gynecology  at  Columbia 
University  College  of  Physicians  and  Surgeons,  at  a 
conference,  October  29,  at  the  New  York  Academy 
of  Medicine  on  the  improvement  of  obstetrical 
services  and  the  reduction  of  stillborn  babies  and 
infant  deaths;  Mr.  John  Bruce,  Regius  professor  of 
surgery  of  the  University  of  Edinburgh  and  presi- 
dent of  the  Royal  College  of  Surgeons  of  Edinburgh, 
on  “Simple  Mastectomy  and  Radiation  Therapy  in 
the  Treatment  of  Cancer  of  the  Breast,”  November 
26  at  New  York  University-Bellevue  Medical 
Center;  Dr.  Oliver  Cope,  associate  professor  of 
surgery  at  Harvard  Medical  School,  before  the 
Central  New  York  Surgical  Society,  October  31,  on 
“Surgery  of  the  Adrenal  Glands”;  Dr.  William  T. 
Foley,  assistant  professor  of  clinical  medicine, 
Cornell  University  Medical  College,  before  the 
Schenectady  County  Medical  Society,  November  5, 
on  “The  Treatment  of  Peripheral  Vascular  Diseases; 
Dr.  Morton  Levine,  assistant  commissioner  for 
medical  services  of  the  New  York  State  Health 
Department,  before  the  American  Medical  Society, 
October  30,  on  improved  treatment  as  the  major 
factor  in  the  improvement  of  cancer  control  in  recent 
years;  Dr.  Frederick  Lee  Liebolt,  associate  pro 
fessor  of  surgery,  Cornell  University  Medical  Col- 
lege, before  the  Steuben  County  Medical  Society, 
November  14,  on  “Common  Fractures  and  Their 
Treatment”;  Dr.  Sandor  Lorand,  Director  of  the 
Psychoanalytic  Institute  of  the  New  York  State 
University  College  of  Medicine,  before  the  staff  of 
the  Veterans  Administration  Hospital  at  Northport, 
October  17,  on  “The  Various  Types  of  Psycho- 
therapy and  Their  Effects”;  Dr.  George  E.  Moore, 
Roswell  Park  Memorial  Institute,  before  the  Onon- 
daga County  Medical  Society,  November  5,  on 
“Cancer  Chemotherapy”;  Dr.  Samuel  W.  Moore, 
professor  of  clinical  surgery,  Cornell  University 
Medical  College,  before  the  South  Side  Clinical 
Society,  November  20,  on  “Acute  Cholecystitis”; 
Dr.  John  C.  Saunders,  Research  Facility,  Rockland 
State  Hospital,  Orangeburg,  before  the  Long  Island 
Psychiatric  Society,  October  15,  on  “The  Chemical 
Concept  of  Psychosis,”  and  Dr.  Howard  A.  Rusk, 
director  of  the  Institute  of  Physical  Medicine  and 
Rehabilitation  of  the  New  York  University-Bellevue 
Medical  Center,  before  the  annual  meeting  of  the 
Governor’s  Committee  to  Employ  the  Physically 
Handicapped,  October  18,  on  the  changing  attitudes 
of  management  and  labor  towards  hiring  the  handi- 
capped. 
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American  College  of  Chest  Physicians 

The  Interim  Session  of  the  American  College  of 
Chest  Physicians  will  be  at  the  Warwick  Hotel, 
Philadelphia,  on  December  2 and  3. 

New  York  physicians  participating  are  Dr. 
Louis  F.  Bishop,  Kingsbridge;  Dr.  Henry  I.  Russek, 
Staten  Island,  and  Drs.  Harold  A.  Lyons,  Charles  B. 
Ripstein,  and  Nathaniel  E.  Reich,  Brooklyn. 

From  New  York  City  are  Drs.  Irvin  Klein, 
Abraham  Jezer,  Alvan  L.  Barach,  Hylan  A.  Bicker- 
man,  Alfred  S.  Dooneief,  Simon  Dack,  Gustav  J. 
Beck,  Milton  Friedman,  Edgar  Mayer,  John  S.  La 
Due,  Edith  E.  Sproul,  Coleman  B.  Rabin,  Arthur 
Grishman,  Eli  H.  Rubin,  Bret  Ratner,  Milton  I. 
Levine,  George  G.  Ornstein,  Daniel  C.  Baker,  Jr., 
Irving  Graef,  William  L.  Watson,  Girard  M.  Turino, 
and  J.  D.  Matis. 

Society  of  Facial  Plastic  Surgery 

The  status  of  the  management  of  nasal  fractures 
in  various  sections  of  this  country  will  be  the  topic 
of  a scientific  meeting  on  December  4 of  the  Ameri- 
can Society  of  Facial  Plastic  Surgery.  Cocktails  at 
6:30  p.m.  and  dinner  at  7 p.m.  will  precede  the  8 
o’clock  meeting  at  the  Waldorf-Astoria,  New  York 
City. 

Discussion  will  be  led  by  Drs.  Irving  B.  Goldman, 
New  York  City;  Samuel  Salinger,  Palm  Springs, 
California;  Oscar  J.  Becker,  Chicago,  and  David 
Myers,  Philadelphia. 

Sujfolk  County  Medical  Society 

Dr.  Alexander  S.  Wisner,  senior  bacteriologist  for 
the  Chief  Medical  Examiner  of  New  York  City,  will 
speak  at  the  December  4 meeting  of  the  Suffolk 
County  Medical  Society.  His  topic  Mil  be  “The 
Medical  Legal  Applications  of  Blood  Tests.”  The 
meeting  will  be  at  the  Central  Islip  State  Hospital  in 
Central  Islip  at  8 : 15  p.m. 

Psy  ■choanalysis  Association 

The  Association  for  the  Advancement  of  Psycho- 
analysis will  hear  Dr.  Ulrich  Sonnemann  speak  on 
“The  Human  Sciences  and  Spontaneity.  Outline 
of  a Revolution.”  The  meeting  will  be  at  8:30  p.m., 
December  4,  at  the  New  York  Academy  of  Medicine. 

Rensselaer  County  Medical  Society 

Members  of  the  Rensselaer  County  Medical 
Society  will  hear  Dr.  Louis  Faugeres  Bishop,  assist- 
ant professor  of  medicine,  New  York  University 
Post-Graduate  Medical  School,  at  their  December 
10  meeting.  The  group  will  meet  at  8:30  p.m.  at 
the  Leonard  Hospital  in  Troy.  Dr.  Bishop’s  topic 


will  be  “The  Management  of  the  Patient  with 
Coronary  Artery  Disease.” 

American  Group  Psychotherapy  Association 

The  Second  Annual  Institute  and  the  Fifteenth 
Annual  Conference  of  the  American  Group  Psy- 
chotherapy Association  will  be  held  January  22 
through  25,  1958  at  the  Henry  Hudson  Hotel, 
New  York  City.  For  information  write  to  Dr. 
Milton  Berger,  Program  Chairman,  50  East  72nd 
Street,  New  York  21,  New  York,  or  Dr.  Cornelius 
Beukenkamp,  Public  Relations  Chairman,  993  Park 
Avenue,  New  York  28,  New  York. 

!\eic  York  Heart  Association  Conference 

New  technics  of  heart  surgery  will  be  the  emphasis 
of  the  fourth  annual  New  York  Heart  Association 
conference  on  January  28,  1958,  at  the  Waldorf- 
Astoria  Hotel,  New  York  City. 

The  purpose  of  the  conference  is  to  disseminate 
specialized  information  to  the  entire  medical  and 
professional  community.  The  morning  session  will 
stress  scientific  aspects  of  heart  disease,  and  the 
afternoon  session  will  stress  public  health  aspects. 
Dr.  George  Humphreys,  II,  chief  surgeon  at  the 
College  of  Physicians  and  Surgeons,  Presbyterian 
Hospital,  is  chairman  of  the  committee. 

Dr.  Dickinson  Richards,  Nobel  prize  winner,  will 
be  the  luncheon  speaker.  Keynote  speaker  for  the 
afternoon  session  will  be  Dr.  Milton  J.  E.  Senn, 
Sterling  Professor  of  Pediatrics  and  Psychiatry  at 
Yale  University’s  Child  Study  Center.  His  topic 
will  be  “Some  Psychiatric  Problems  in  the  Manage- 
ment of  the  Patient  with  Heart  Disease.” 

Among  the  panelists  on  heart  surgery  are  Dr. 
Humphreys,  Dr.  Mary  Ellen  Engle  of  Cornell 
University,  New  York  Hospital,  pediatric  cardi- 
ology, and  Dr.  M.  Bahlke,  director  of  the  Bureau  of 
Medical  Rehabilitation  of  the  New  York  State 
Department  of  Health. 

International  Society  of  Hematology 

The  Seventh  Congress  of  the  International  Society 
of  Hematology  will  be  held  in  Rome  on  September 
7 through  13,  1958. 

Subjects  covered  in  the  preliminary  program  in- 
clude immunohematology,  hemorrhagic  disorders, 
leukemia,  anemia,  nucleonics,  and  the  spleen  and  the 
reticuloendothelial  system. 

For  further  information  write  to  Segreteria  del 
VII  Congresso  Internazionale  di  Ematologia, 
Institute  di  Patologia  Medica,  Policlinico  Umberto 
I,  Roma  (Italia). 

The  official  languages  of  the  Congress  will  be 
English,  French,  German,  Italian,  and  Spanish. 
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George  Jarcho  Berson,  M.D.,  of  New  York  City, 
died  on  October  21  at  the  age  of  fifty-nine.  Dr. 
Berson  graduated  from  Jefferson  Medical  College  in 
1923.  He  was  an  attending  in  gynecology  at  Syden- 
ham Hospital,  an  associate  attending  in  gynecology 
and  obstetrics  at  Beth  Israel  Hospital,  and  a clinical 
assistant  in  obstetrics  and  gynecology  at  Mount 
Sinai  Hospital.  Dr.  Berson  was  a Diplomate  of  the 
American  Board  of  Obstetrics  and  Gynecology,  a 
Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  County  Medical  Society 
and  the  Medical  Society  of  the  State  of  New  York. 

Fred  Spencer  Brickell,  M.D.,  of  Buffalo,  died  on 
October  8 at  the  age  of  seventy-seven.  Dr.  Brickell 
graduated  from  the  University  of  Buffalo  School  of 
Medicine  in  1904.  For  the  past  twenty-five  years 
he  had  served  as  health  officer  for  the  Town  of 
Tonawanda.  Dr.  Brickell  was  a member  of  the 
Buffalo  Ophthalmologic  Club. 

William  LeRoy  Cahall,  M.D.,  of  New  York  City, 
died  on  September  1 at  the  age  of  eighty-four.  Dr. 
Cahall  graduated  from  the  University  of  Tennessee 
College  of  Medicine  in  1922.  He  was  a member  of 
the  Radiological  Society  of  North  America,  Inc. 

Frederick  William  Dietel,  M.D.,  of  Churchville, 
died  on  October  12  at  the  age  of  fifty-seven.  Dr. 
Dietel  graduated  from  Tufts  College  Medical  School 
in  1924.  Prior  to  moving  to  Churchville,  Dr.  Dietel 
I was  assistant  chief  of  Islip  Sanatorium,  Holtsville. 
Dr.  Dietel  was  a member  of  the  American  Academy 
of  General  Practice,  the  Rochester  Academy  of 
Medicine,  the  Rochester  Pathological  Society,  the 
Monroe  County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  American 
Medical  Association. 

George  S.  Eveleth,  M.D.,  of  Newport,  New  Hamp- 
shire, formerly  of  Little  Falls,  died  on  July  22  at  the 
age  of  ninety-two.  Dr.  Eveleth  graduated  in  1888 
from  Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  Herkimer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Gordon  Robert  Gray,  M.D.,  of  Batavia,  died  on 
August  29  at  the  age  of  forty-nine.  Dr.  Gray  grad- 
iiated  from  Queen’s  University  Faculty  of  Medi- 
cine, Ontario,  in  1933.  Dr.  Gray  was  a member  of 
the  American  Public  Health  Association. 

Robert  E.  Humphries,  M.D.,  of  East  Orange,  New 


Jersey,  formerly  of  New  York  City,  died  in  the  East 
Orange  General  Hospital  on  October  21  at  the  age  of 
seventy-three.  Dr.  Humphries  graduated  from  the 
University  of  Toronto  Faculty  of  Medicine  in  1910. 
He  was  a consultant  in  surgery  at  the  East  Orange 
General  Hospital.  Formerly  he  had  been  chief  sur- 
geon of  the  New  Jersey  Orthopedic  Hospital  and 
from  1915  to  1931  he  was  on  the  staff  of  Orange  Hos- 
pital. Dr.  Humphries  was  a Diplomate  of  the 
American  Board  of  Orthopedic  Surgery  and  a mem- 
ber of  the  American  Academy  of  Orthopaedic  Sur- 
geons, the  American  Public  Health  Association,  and 
the  New  York  Academy  of  Medicine. 

Ina  Alexandria  Marsh,  M.D.,  of  Buffalo,  died  in 
Buffalo  General  Hospital  on  October  20  at  the  age  of 
fifty-four.  Dr.  Marsh  graduated  from  the  Univer- 
sity of  Buffalo  School  of  Medicine  in  1930.  She  was 
an  attending  in  psychiatry  and  an  associate  in  neu- 
rology at  Edward  J.  Meyer  Memorial  Hospital  and  a 
clinical  assistant  in  neurology  at  Buffalo  General 
Hospital.  Dr.  Marsh  was  Diplomate  of  the  Ameri- 
can Board  of  Psychiatry  and  Neurology  and  a mem- 
ber of  the  Erie  County  Medical  Society  and  the 
Medical  Society  of  the  State  of  New  York. 

Rita  Slater  Moyer,  M.D.,  of  Lockport,  died  on 
June  19  at  the  age  of  forty-four.  Dr.  Moyer  grad- 
uated from  the  University  of  Buffalo  School  of 
Medicine  in  1935  and  interned  at  Children’s  and 
Buffalo  General  Hospitals.  She  was  a member  of 
the  Lockport  Academy  of  Medicine,  the  Niagara 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Ludwig  Neimanis,  M.D.,  of  Saugerties,  died  on 
October  11  at  the  age  of  fifty-seven.  Dr.  Neimanis 
received  his  medical  degree  from  the  University  of 
Latvia  in  1927  and  interned  at  St.  Peter’s  Hospital, 
Albany.  Dr.  Neimanis  was  a member  of  the  Ulster 
County  Medical  Society  and  the  Medical  Society  of 
the  State  of  New  York. 

George  Conrad  Owens,  M.D.,  of  Lake  Placid,  died 
on  October  25  at  the  age  of  eighty-six.  Dr.  Owens 
graduated  in  1903  from  Columbia  University  College 
of  Physicians  and  Surgeons  and  interned  at  St. 
Mary’s  Hospital,  Brooklyn.  He  was  a consultant  in 
surgery  at  Placid  Memorial  Hospital  and  a consultant 
on  the  staff  at  St.  Lawrence  State  Hospital,  Ogdens- 
burg.  Dr.  Owens  was  a member  of  the  Essex 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 
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Joseph  Laury  Remillard,  M.D.,  of  Rouses  Point, 
died  on  May  22  at  the  age  of  eighty-five.  Dr. 
Remillard  graduated  from  Laval  University  Faculty 
of  Medicine,  Montreal,  in  1897. 

Henry  John  Ryniker,  M.D.,  retired,  of  New  York 
City,  died  on  October  6 at.  the  age  of  eighty-two. 
Dr.  Ryniker  graduated  from  Eclectic  Medical  Col- 
lege of  the  City  of  New  York  in  1896.  At  one  time 
he  served  as  ship’s  doctor  with  the  Prince  Line  and 
other  steamship  companies,  retiring  over  forty" 
years  ago  but  performing  voluntary"  service  during 
World  War  II.  Dr.  Ryniker  was  a former  member 
of  New  York  County  Medical  Society  and  the  Med- 
ical Society  of  the  State  of  New  York. 

Charles  Wadsworth  Schwartz,  M.D.,  of  White 
Plains  and  Rye,  died  on  October  30  at  the  age  of 
sixty-six.  Dr.  Schwartz  graduated  in  1919  from 
Harvard  Medical  School  and  interned  at  the  Neuro- 
logical Institute.  He  was  an  associate  in  radiology 
at  University  Hospital,  a consultant  in  radiology  at 
the  Hospital  for  Special  Surgery",  Presbyrterian 
(where  he  helped  organize  the  X-Rav  Department 
at  the  Neurological  Institute),  Mount  Vernon,  and 
St.  Agnes  (White  Plains)  Hospitals.  He  had  also 
been  an  associate  professor  of  clinical  radiology  at 
the  College  of  Physicians  and  Surgeons  and  chair- 
man of  the  examining  commission  for  radiology  in 
New  York  County  as  well  as  a member  of  the  com- 
mission on  radiology"  for  the  New  York  County 


Medical  Society,  and  a lecturer  at  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals.  Dr. 
Schwartz  was  a Diplomate  of  the  American  Board  of 
Radiology  (Roentgenology),  a Fellow  of  the  Ameri- 
can College  of  Radiology,  and  a member  of  the 
American  Roent  gen  Rav  Society,  t he  New  York  Acad- 
emy of  Medicine,  the  New  York  Roentgen  Society 
of  which  he  was  a past  president,  the  Westchester 
County  Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical  As- 
sociation. 

Abraham  Louis  Smolen,  M.D.,  of  the  Bronx, 
died  on  October  26  at  the  age  of  seventy-three. 
Dr.  Smolen  graduated  from  Columbia  University 
College  of  Phy’sicians  and  Surgeons  in  1906.  He 
was  a member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Charles  C.  Trembley,  M.D.,  of  Ormond  Beach, 
Florida,  formerly"  of  Saranac  Lake,  died  on  October 
21  at  the  age  of  eighty-six.  Dr.  Trembley"  graduated 
from  the  University"  of  the  City"  of  New  York  Medi- 
cal Department  in  1898.  He  was  an  attending  physi- 
cian at  General  Hospital  of  Saranac.  For  thirty- 
five  years  he  was  director  of  the  Trudeau  Sanitarium, 
Saranac  Lake.  Retiring  in  1952,  Dr.  Trembley"  was 
a member  of  the  Saratoga  County  Medical  Society, 
the  Medical  Society"  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Albany  Medical  College 


Awards — Seven  members  of  the  junior  and  sopho- 
more classes  shared  eight  awards  given  at  the  annual 
prize-day  ceremonies,  October  3.  The  winner  of 
two  awards  was  Gerald  Moss,  a sophomore  from 
New  York  City,  who  received  the  Townsend  Prize  in 
Physiology  and  the  Henry  Schaffer  Prize  in  Bio- 
chemistry. Other  prize  winners  were:  Donald  P. 
McKibbin,  of  White  Plains,  who  received  the  Elmer 
Schacht  Microbiology  Prize;  George  M.  Howard,  of 
Detroit,  Michigan  who  received  the  Roche  watch 
award  for  best  typifying  the  ideal  American  physi- 
cian; Roger  A.  Yerry,  of  Kingston,  the  Trustees’ 
Prize  in  Pharmacology;  C.  Dominique  Allerand,  of 
Mamaroneck,  the  Trustees’  Prize  in  Pathology; 
Donald  E.  Ivamrn,  of  Rochester,  a Daggett  Prize  in 
Anatomy;  and  Robert  H.  Maliner,  of  Brooklyn, 
also  a Daggett  Prize  in  Anatomy. 

Fellowship — Dr.  Solomon  Garb,  an  associate  pro- 
fessor, Department  of  Pharmacology,  was  one  of  44 
medical  men  from  around  the  nation  to  receive  an 
unrestricted  senior  research  fellowship  from  the 
U.S.  Public  Health  Service.  Dr.  Garb  expects  to 
continue  his  program  of  past  research  which  has 
been  concerned  with  the  effects  of  drugs  on  the  heart 
and  also  to  perform  some  studies  on  cancer  based  on 
a somewhat  different  approach  than  that  commonly 


employed. 

Lectureship — The  creation  of  an  annual  lecture- 
ship award  honoring  Americans  who  have  made  out- 
standing contributions  in  the  fields  of  science, 
medicine,  and  teaching  has  been  announced  by  the 
College.  Dr.  William  Mansfield  Clark,  DeLamar 
Emeritus  Professor  of  Physiological  Chemistry, 
Johns  Hopkins  Medical  School,  was  the  first  to  re- 
ceive the  award.  The  award  will  be  known  as  the 
Albany  Medical  College  Honorary  Lectureship 
Award  and  it  will  be  given  in  recognition  of  “distin- 
guished service  to  humanity.” 

Speaker — Dr.  Thomas  F.  Frawley,  head,  Sub- 
department  of  Endocrinology  and  Metabolism,  and 
associate  professor  of  medicine,  was  a guest  lecturer 
in  October  at  the  Army  Graduate  Research  In- 
stitute, Walter  Reed  Hospital,  Washington,  D.C. 
Dr.  Frawley  spoke  on  endocrinology  and  carbohy- 
drate metabolism. 

Association  of  American  Medical  Colleges  - 

Associate  Dean  Frank  M.  Woolsey,  Jr.,  assistant 
Dean  William  P.  Nelson,  III,  and  Dean  Harold  C. 
Wiggers  attended  the  sixty-eighth  annual  meeting  of 
the  Association  of  American  Medical  Colleges  in 
Atlantic  City  in  October. 


New  York  University  College  of  Medicine 


John  Wyckoff  Lecture — Dr.  William  Dameshek, 
professor  of  Medicine,  Tufts  College  School  of  Medi- 
cine, delivered  the  annual  John  Wyckoff  Lecture  in 
November. 

Dr.  Dameshek  spoke  on  “Leukemia.” 

Appointed  —Dr.  Lewis  Thomas,  professor  and 


State  University  of  Neiv  } ork  College 

Psychiatry  Training  Thirty-four  physicians  from 
six  downstate  institutions  of  the  Department  of 
Mental  Hygiene  began  their  first  year  of  advanced 
graduate  training  in  psychiatry  on  October  8.  Last 
year’s  class  of  35  physicians  are  continuing  their 
studies  under  the  direction  of  Dr.  Sandor  Rado. 

The  school  was  initiated  last  fall,  according  to 
Dr.  Paul  II.  Iloch,  Commissioner  of  Mental  Hygiene, 


chairman,  Department  of  Pathology,  has  been 
nominated  by  the  Board  of  Trustees  as  professor  and 
chairman,  Department  of  Medicine,  and  director, 
Third  Medical  Division  of  New  York  City’s  Bellevue 
Hospital  Center.  The  appointment  becomes  ef- 
fective with  the  retirement  of  Dr.  William  S.  Tillctt 
at  the  close  of  the  1957-1958  academic  year. 


of  Medicine  Downstate  Medical  Center 

to  give  graduate  psychiatric  training  to  physicians 
from  Brooklyn,  Creedmoor,  Kings  Park,  Pilgrim 
and  Central  Islip  State  Hospitals  and  Willowbrook 
State  School. 

This  year  as  an  adjunct  to  the  teaching  program, 
the  school  is  opening  a new  outpatient  clinic,  which 
will  be  on  the  grounds  of  Kings  County  Hospital 
Center,  GOO  Albany  Ave.,  Brooklyn. 
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Stale  University  of  New  York  College  of  Medicine  at  Syracuse 


Hutchings  Memorial  Lecture — Dr.  Bernard  C. 
Holland,  a research  scientist  at  the  New  York  State 
Psychiatric  Institute  and  Hospital,  New  York  City, 
presented  the  ninth  annual  Hutchings  Memorial 
Lecture  on  October  7.  His  topic  was  “Use  of  Group 
Dynamics  in  Ward  Administration.” 

Grant— Dr.  Robert  B.  King,  professor  of  neuro- 
logical surgery,  has  received  a grant  from  the  U.S. 
Public  Health  Service  for  a study  of  the  physiologic 
characteristics  of  the  fifth  cranial  nerve,  the  nerve 
primarily  responsible  for  sensation  in  the  face. 

Appointed — Dr.  Julius  B.  Richmond,  professor 
and  chairman,  Department  of  Pediatrics,  was  ap- 
pointed chairman  of  the  1958  Institute  on  Clinical 
Teaching  of  the  Association  of  American  Medical 
Colleges. 

Dr.  Sherwin  S.  Radin  has  been  named  clinical  as- 
sistant professor  of  psychiatry;  Drs.  Constance  M. 
Barwise,  Rudolfs  F.  Leja,  and  Edward  J.  Mc- 
Guinness,  Jr.,  staff  members  of  Marcy  State  Hospi- 
tal, have  been  appointed  to  the  clinical  teaching 
staff  of  the  Department  of  Psychiatry.  In  the  De- 


partment of  Pediatrics,  Drs.  Martin  C.  Ushkow  and 
Raymond  J.  Cassady  have  been  named  clinical  in- 
structors in  pediatrics.  Dr.  E.  Robert  Heitzman, 
Jr.,  chief  radiologist,  Syracuse  Veterans  Adminis- 
tration Hospital  staff,  has  been  named  clinical  assist- 
ant professor. 

Resigned — Dr.  Edward  R.  Perl,  associate  profes- 
sor of  physiology,  to  accept  a position  as  associate 
professor  of  physiology  at  the  University  of  Utah 
Medical  School.  Dr.  Perl’s  resignation  was  effec- 
tive November  1,  1957. 

American  Association  of  Medical  Colleges — Dr. 
Julius  B.  Richmond,  professor  and  chairman,  De- 
partment of  Pediatrics,  was  chairman  of  two  dis- 
cussion groups  at  an  Institute  on  the  Ecology  of  the 
Medical  Student.  Dr.  Davis  G.  Johnson,  assistant 
dean  for  students,  represented  the  College  as  a dele- 
gate at  the  meeting  held  in  October  in  Atlantic  City. 
Allen  S.  Goldman,  senior  medical  student,  repre- 
sented the  College  at  the  Clinical  Congress  of  the 
American  Medical  College  of  Surgeons  at  the  same 
meeting. 


The  Serum  Glutamic  Oxalacelic  Transaminase  Determination 


Following  myocardial  infarction  there  is  an  in- 
crease in  the  serum  level  of  glutamic  oxalacetic 
transaminase  (GO-T),  an  enzyme  found  in  all 
tissues,  but  in  particularly  high  concentration  in 
heart  muscle,  liver,  skeletal  muscle,  and  kidney. 
This  phenomenon,  originally  reported  by  Wrob- 
lewski  and  associates,  has  been  confirmed  since  by 
others.  The  present  authors  report  their  experi- 
ence in  the  clinical  applications  of  GO-T  determi- 
nations in  the  diagnosis  of  myocardial  infarction 
and  in  the  differential  diagnosis  of  chest  pain.  The 
determinations,  they  say,  are  a practical  laboratory 


procedure  which  can  be  performed  in  a community 
hospital.  Use  of  the  test  in  050  patients  for  a total 
of  1,300  determinations  over  a period  of  eighteen 
months  convinces  the  authors  that  the  test  has  a 
definite  value,  particularly  in  atypical  cases  where 
conventional  diagnostic  methods  do  not  yield  un- 
equivocal data.  The  test,  they  add,  is  an  auxiliary 
device  rather  than  a substitute  for  any  other  estab- 
lished diagnostic  procedure. 

— David  Seligson,  M.D.,  Lawrence  H.  Zingesser, 
M.D.,  and  Franz  Goldstein,  M.D.,  Pennsylvania 
Medical  Journal,  June,  1957 
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MINUTES  OF  THE  COUNCIL 


The  following  is  a summary  of  the  minutes  of  the  September,  1957,  meeting  of  the  Council 
of  the  Medical  Society  of  the  State  of  New  York,  as  approved  October  10,  1957. 


''HE  Council  met  September  12,  1957,  from 
- 9:02  a.m.  to  12:25  p.m.  at  the  Manhattan  Club, 
New  York  City.  President  Thurman  B.  Givan 
was  in  the  chair. 

Executive  Committee  Report 

Dues  Remissions. — The  Council  voted  to  remit 
1957  annual  State  dues  of  18  members  because  of 
illness,  of  ten  members  because  of  military  service, 
and  of  two  members  because  of  financial  hardship 
and  to  request  remission  of  1957  American  Medical 
Association  dues  of  18  members.  A remission  of 
dues  granted  in  March,  1957,  because  of  military 
service  was  rescinded  as  was  the  associated  request 
for  remission  of  American  Medical  Association  dues. 
At  the  request  of  Dr.  James  D.  Wands  of  Onondaga 
County,  the  Council  voted  to  restore  him  to  active 
membership.  Dr.  Wands  had  been  elected  a life 
member  by  the  House  of  Delegates  in  May,  1957. 

Communications. — Dr.  Anderton  stated:  “Mr1 

President,  yesterday  afternoon  the  Executive  Com- 
mittee met  and  considered  communications: 

“1.  The  report  of  the  Ad  Hoc  Committee  to 
Survey  the  Status  of  Treatment  Following  Ex- 
tensive Burns,  dated  June  4,  1957.  The  Executive 
Committee  recommends  that  the  report  be  made  to 
the  Council  and  that  the  secretary  write  to  Dr. 
Clark  T.  Case  and  to  the  proper  officials.  This  is 
quite  a lengthy  situation,  and  the  Executive  Com- 
mittee went  into  it  very  thoroughly  before  making 
that  recommendation.” 

Approval  was  voted. 

“2.  Correspondence  regarding  resolution  57-4 
that  Congress  be  urged  ‘to  extend  the  benefits  of 
social  security  to  self-employed  doctors  of  medi- 
cine.’ Dr.  Anderton  read  a letter  of  August  28, 
1957,  from  Mr.  Alvin  M.  David,  assistant  director 
of  the  Department  of  Health,  Education,  and  Wel- 
fare, stating  that  President  Eisenhower  had  asked 
him  to  reply  to  Dr.  Anderton’s  letter  of  July  17, 
1957.  The  Executive  Committee  recommends  to 
the  Council  that  this  letter  of  Mr.  David  be  pub- 
lished in  the  Journal. 

“The  Executive  Committee  also  reports  to  the 
Council  that  letters  transmitting  copies  of  the  reso- 
lution have  been  sent  to  Speaker  Rayburn,  Senator 
Ives,  Senator  Javits,  the  Honorable  Carl  Hayden, 
presiding  officer  of  the  Senate  pro  tem,  and  to  the  21 
representatives  from  this  State  in  the  House  of 
Representatives. 

“May  I move  approval  of  the  recommendation 
that  Mr.  David’s  letter  be  published  in  the  Jour- 


nal.” 

Approval  was  voted. 

“3.  For  information,  a letter  was  read  from  Mrs. 
Scott  Lord  Smith  acknowledging  expressions  of 
sympathy  from  the  officers,  councillors,  trustees, 
and  members  of  this  Society.” 

“4.  A letter  of  May  21,  1957,  from  Dr.  Ewald  B. 
Nyquist,  Deputy  Commissioner  of  Education  of 
New  York  State,  and  a letter  of  June  24,  1957,  from 
Martin,  Clearwater  and  Bell  regarding  a proposed 
change  in  the  Commissioner’s  regulations  relating 
to  unprofessional  conduct,  which  defines  the  con- 
ditions under  which  reports  may  properly  be  made 
to  departments  of  the  State  government.  The 
Executive  Committee  recommends  that  the  Council 
approve  Messrs.  Martin,  Clearwater  and  Bell’s 
letter  of  June  24,  1957,  to  Dr.  Harold  F.  Brown  and 
instruct  the  secretary  to  transmit  a copy  of  the  letter 
to  Dr.  Nyquist,  with  the  information  that  it  has 
been  approved  by  the  Council. 

“In  making  this  recommendation  your  secretary 
owes  an  apology  to  Dr.  Harold  Brown  because  this 
matter  was  previously  referred  to  his  Ethics  Com- 
mittee, and  the  letter  from  Messrs.  Martin,  Clear- 
water and  Bell  should  have  been  sent  to  Dr.  Brown 
for  report  to  this  body  instead  of  to  the  Executive 
Committee.  However,  as  the  Executive  Com- 
mittee is  a superior  body  and  as  they  did  report  on 
this  yesterday,  I take  the  liberty  of  suggesting  that 
the  Council  allow  me  to  apologize  to  Dr.  Brown  and 
take  action  on  this  matter.” 

Approval  was  voted. 

“5.  A letter  of  June  25,  1957,  from  Dr.  Herbert 
Berger,  chairman  of  the  Section  on  Internal  Medi- 
cine, which  he  wishes  sent  to  all  internists  in  New" 
York  State. 

“The  Executive  Committee  recommends  to  the 
Council  that  the  secretary  be  instructed  to  notify 
Dr.  Berger  that  it  is  the  opinion  of  the  Council  that 
it  would  not  be  within  the  purview  of  our  organiza- 
tion to  do  this  addressing  and  typing  for  the  Section 
on  Internal  Medicine  but  that  wre  would  be  glad  to 
do  it  if  wre  were  compensated  for  the  cost. 

“The  letter  from  Dr.  Berger  to  all  internists  in 
Newr  York  State  is  in  essence  a request  or  a sugges- 
tion that  they  join  a new  organization  of  internists 
which  will  devote  its  interests  to  the  economic  wel- 
fare of  the  internists,  and  the  committee  for  that 
reason  felt  that  probably  it  was  not  writhin  our  scope 
to  send  out  that  letter. 

“The  Executive  Committee  also  recommends 
that  this  be  referred  to  the  Subcommittee  on  Medi- 
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cal  Expense  Insurance  for  study  of  the  question  of 
insurance  against  the  cost  of  diagnostic  study. 

Approval  was  voted. 

“6.  A letter  of  July  3,  1957,  from  Mr.  Robert  C. 
Killough,  Jr.,  Assistant  Commissioner  for  Pro- 
fessional Education,  stating  that  Dr.  John  R.  Paine 
has  been  appointed  a member  of  the  State  Board 
of  Medical  Examiners  for  a three-year  term  com- 
mencing August  1,  1957,  was  read  for  information. 

“7.  Letters  from  the  Medical  Society  of  the 
County  of  Schenectady  and  the  Medical  Society  of 
tin;  County  of  Albany  regarding  the  request  of 
I )r.  Herbert  W.  Grover  of  Altamont  in  Albany 
County  for  membership  in  the  Medical  Society  of 
the  County  of  Schenectady. 

“The  Executive  Committee  recommends  approval 
of  this  request  because  both  county  medical  so- 
cieties have  acceded  thereto,  and  I so  move.” 

Approval  was  voted. 

Dr.  Mellen. — -Dr.  Anderton  stated:  “The  Ex- 

ecutive Committee  recommends  to  the  Council  that 
the  secretary  write  a letter  of  sympathy  to  the  fam- 
ily of  the  late  Dr.  Dan  Mellen.  I so  move.” 

It  was  so  voted. 

At  Dr.  Givan’s  suggestion  the  members  arose  and 
stood  with  bowed  heads  for  amoment.  of  silence  in 
honor  of  the  late  Dr.  Dan  Mellen. 

Secretary’s  Report 

Dr.  Anderton  reported:  “During  the  summev, 
your  secretary  has  implemented  matters  referred  di- 
rectly by  the  House  of  Delegates  and  also  matters 
referred  by  you  at  your  June  meeting.  As  result  of 
resolution  57-15,  advocating  free  choice  of  physi- 
cian for  employes  of  the  Post  Office  Department,  I 
have  learned  that  ‘For  more  than  forty  years,  there 
has  been  a system  of  workmen’s  compensation  bene- 
fits for  all  civilian  employes  of  the  Federal  govern- 
ment who  suffer  personal  injury,  while  in  the  per- 
formance of  their  official  duties.’  It  is  administered 
by  the  Bureau  of  Employees’  Compensation  of  the 
U.S.  Department  of  Labor.  It  requires  the  in- 
jured or  sick  employe  to  be  treated  at  a Federal 
facility  when  available,  otherwise  bv  private  physi- 
cians, who  are  ‘designated’  in  a published  list. 
It  is  suggested  that  you  instruct  me  to  refer  this 
matter  to  the  Economics  Committee. 

“As  authorized  by  you,  President  Givan  has  made 
several  appointments.  For  chairman  and  secretary 
of  the  History  of  Medicine  Session,  Drs.  Hilton  H. 
Stothers,  New  York  City,  and  Eliott  B.  Hague, 
Buffalo;  for  chairman  of  the  Legal  Medicine 
Session,  Dr.  Milton  Helpern,  New  York  City,  the 
secretary  not  yet  appointed;  for  the  Public  Rela- 
tions Session,  Dr.  John  W.  Latcher,  Oneonta,  and 
Dr.  George  A.  Burgin,  Little  Falls.  For  representa- 
tives to  the  annual  meeting  of  the  Medical  Society  of 
the  State  of  Pennsylvania,  Drs.  Greenough  and 
Givan;  to  Vermont,  Dr.  Azzari;  to  New  Jersey, 
Dr.  Givan;  and  to  Connecticut,  Drs.  Mott  and 
Anderton. 

“The  following  have  been  appointed  members  of 
the  American  Medical  Education  Foundation 


Committee:  Drs.  William  E.  Pelow,  Syracuse, 

chairman;  William  J.  Orr,  Buffalo;  Edwin  P. 
Russell,  Rome;  Cyril  Levin,  Staten  Island;  Carl  G. 
Whitbeck,  Hudson;  Milton  Greenberg,  Hudson 
Falls;  William  O.  Jackson,  Avoca.  The  following 
have  been  appointed  to  the  Legislation  Committee: 
Drs.  Henry  I.  Fineberg,  Jamaica,  chairman;  John  C. 
Brady,  Buffalo;  Aaron  Kottler,  Brooklyn;  George 
J.  Lawrence,  Jr.,  Flushing;  Leonard  J.  Schiff, 
Plattsburgh;  Jurgens  H.  Bauer,  Syracuse;  Robert 
J.  Calihan,  Rochester;  E.  Yale  Clarke,  Glens 
Falls;  Elton  R.  Dickson,  Binghamton;  Frederic 
W.  Holcomb,  Kingston;  Henry  W.  Kaessler,  Bronx- 
ville;  Jacob  L.  Lochner,  Albany;  E.  Craig  Coats, 
New  York  City;  Herman  B.  Snow,  Ogdensburg; 
Edwin  MacD.  Stanton,  Schenectady;  Joseph  G. 
Zimring,  Long  Beach;  Isaac  Levine,  Brooklyn; 
Samuel  Wagreich,  Bronx;  Stiles  D.  Ezell,  Albany, 
adviser,  and  Granville  W.  Larimore,  Albany,  ad- 
viser. 

“In  August,  at  the  request  of  Dr.  Norman  S. 
Moore,  chairman  of  the  Public  Health  and  Educa- 
tion Committee,  President  Givan  appointed  ad 
hoc  a Committee  Advisory  to  the  New  York  State 
Commissioner  of  Health,  Regarding  Asiatic  In- 
fluenza: Dr.  Norman  S.  Moore,  Ithaca,  chairman, 
and  Drs.  James  Greenough,  Oneonta;  Earle  G. 
Brown,  Garden  City;  George  James,  New  York 
City;  Edwin  D.  Kilbourne,  New  York  City,  and 
William  McCann,  Rochester.  A meeting  is  sched- 
uled with  the  Commissioner  at  the  New  York  State 
Department  of  Health,  in  Albany,  September  5. 

“Plans  for  district  branch  meetings  have  crystal- 
lized. 

“As  result  of  your  nominations,  the  Board  of 
Regents  of  the  University  of  the  State  of  New 
York  appointed  Dr.  William  H.  Wheeler,  New 
York  City,  to  its  Committee  on  Medical  Grievances, 
and  Drs.  John  Payne,  of  Buffalo,  and  Roswell  Iv. 
Brown,  of  Buffalo,  to  the  State  Board  of  Medical 
Examiners,  as  well  as  reappointing  Dr.  Harold  W. 
Brown,  of  New  York  City. 

“It  is  with  deep  regret  that  I must  notify  you  I 
attended  the  late  Dr.  Scott  Lord  Smith’s  funeral 
at  Christ  Church,  Poughkeepsie,  on  July  31,  1957. 
A telegram  and  a letter  were  sent  to  Mrs.  Smith, 
expressing  sympathy  for  her  and  admiration  of  her 
husband’s  splendid  accomplishments.  His  death 
was  a merciful  surcease  to  a prolonged  illness. 

“The  American  Medical  Association  reported 
19,409  in  attendance  at  its  1957  annual  convention 
in  New  York  City.  Of  this  number,  550  were 
foreigners. 

“Your  secretary  attended  the  annual  health 
conference  in  Albany  June  25  and  26.  This  body 
was  addressed  by  President  Givan  on  June  24. 
Your  secretary  attended  a conference  July  1 at 
the  State  Education  Department,  in  regard  to  laws 
governing  the  practice  of  pharmacy.  There  were 
present  representatives  from  the  Pharmaceutical 
Association  of  the  State  of  New  York,  New  York 
State  Health  Department,  Welfare  Department, 
Education  Department,  and  the  Federal  Bureau 
of  Food  and  Drugs.  On  July  12,  I interviewed  Mr. 
J.  M.  Moskowitz,  postmaster  of  the  23rd  Street 
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branch;  and  July  17,  Mr.  Howard  Coonan,  regional 
director  of  the  Post  Office  Department,  at  33rd 
Street  and  Eighth  Avenue,  both  in  regard  to  the 
possibility  of  free  choice  of  physicians  for  sick  or 
injured  department  employes.  On  July  23,  Mr. 
Charles  L.  Baldwin  and  I conferred  with  Dr.  Wil- 
liam B.  Rawls,  chairman  of  the  Technical  Exhibits 
Subcommittee  of  the  Convention  Committee. 
Early  in  August,  Miss  Mary  Singer  of  your  Member- 
ship Department  had  an  emergency  nephrolithot- 
omy. I am  delighted  to  report  she  has  made  a 
satisfactory  recovery. 

“On  July  30  in  your  secretary’s  office  there  was 
held  an  informal  conference  with  representatives  of 
the  American  Physical  Therapy  Association;  the 
Council  on  Physiotherapists  of  New  York  State; 
the  New  York  State  Department  of  Education; 
Dr.  George  M.  Raus,  chairman  of  your  Physical 
Medicine  and  Rehabilitation  Subcommittee  of  the 
Public  Health  and  Education  Committee;  Dr. 
Henry  I.  Fineberg,  chairman  of  your  Legislation 
Committee;  President  Givan ; Dr.  Harold  B.  Smith, 
executive  officer,  and  myself.  Although  quite 
aggressive,  the  physical  therapists  heard  reiterated 
the  objections  of  the  Education  Department  and  our 
Society  to  their  desires  for  a licensing  examining 
board  and  grievance  committee  of  their  own. 
That  morning,  your  secretary  attended  a meeting 
of  the  Hospital  and  Professional  Relations  Com- 
mittee and  meeting  of  your  ad  hoc  committee  re- 
garding possibility  of  a survey  of  our  Society  by  a 
management  consultant  firm.  Dr.  Givan  appointed 
that  latter  committee  at  the  behest  of  the  Board  of 
Trustees  and  requests  your  approval.  It  consists  of 
Dr.  James  Greenough,  chairman,  Dr.  Renato  J. 
Azzari,  and  Dr.  Henry  I.  Fineberg. 

“It  gives  me  pleasure  to  report  that  a mail  vote  by 
members  of  the  Council  and  Board  of  Trustees  was 
unanimous  in  regard  to  sending  $250  to  the  Cameron 
Parish  Medical  Rehabilitation  Fund,  of  the  Louisi- 
ana State  Medical  Society  ‘.  . . . from  the  Medical 
Society  of  the  State  of  New  York  toward  the  splen- 
did work  you  have  undertaken  to  help  offset  the 
ravages  of  Hurricane  Audrey.’  The  check  was  dis- 
patched August  9.  It  is  respectfully  suggested  that 
you  request  me  so  to  notify  the  Board  of  Trustees, 
with  request  for  their  approval.  The  first  suggestion 
regarding  this  action  came  from  Dr.  John  J.  Master- 
son,  immediate  past  chairman  of  the  Board  of  Trus- 
tees. 

“Major  General  Paul  I.  Robinson  and  Lt.  Colonel 
Ralph  I.  Richards  visited  your  headquarters, 
August  9,  1957,  and  conferred  with  Mr.  George  P. 
Farrell,  Mr.  Thomas  E.  Alexander,  Miss  Margaret 
Hollywood,  and  your  secretary  in  regard  to  the 
Medicare  program.  A number  of  important  fea- 
tures were  discussed  to  the  satisfaction  of  all  present. 

“Between  the  dictation  of  this  report  and  your 
meeting  your  secretary  contemplates  visiting  a few 
places  in  New  York  State  which  are  requesting 
help  in  finding  resident  physicians,  as  part  of  his 
holiday  project.” 

Dr.  Anderton  supplemented  his  report  as  follows: 
“On  his  trip  through  New  York  State,  the  secretary 
visited  the  town  of  Williamson,  in  Wayne  County; 


Cohocton,  Steuben  County;  Angelica  and  Cherry 
Creek,  Chautauqua  County. 

“He  also  visited  Dr.  George  E.  Taylor,  Jr., 
secretary  of  the  Medical  Society  of  the  County  of 
Allegany,  at  Cuba,  where  particularly  there  was  dis- 
cussed the  need  of  more  physicians  in  Friendship. 
Belfast,  and  Angelica,  and  I might  say  that,  if 
anybody  knows  of  a physician  who  wants  to  do 
general  practice,  the  towns  of  Friendship  and  Bel- 
fast particularly  are  really  very  fine  opportunities. 

“The  secretary  takes  pleasure  in  reporting  that 
Miss  Gretchen  Wunsch,  one  of  our  employes  who 
had  an  operation,  is  back  on  the  job  and  that  Miss 
Mary  Singer,  who  also  had  an  operation,  is  progress- 
ing favorably. 

“Dr.  Richard  Jenike,  Rochester,  has  accepted 
Dr.  Givan’s  appointment  as  secretary  of  the  Legal 
Medicine  Session. 

“At  the  last  meeting  of  the  Board  of  Trustees  all 
of  the  recommendations  for  appropriations  that  this 
Council  made  were  passed,  with  the  exception  of 
$3,000  for  publishing  the  ‘Standards  of  Practice  for 
Doctors  and  Lawyers.’  Instead  the  Trustees  voted 
that  should  be  printed  in  the  Journal  and  properly 
editorialized.” 

Approval  was  voted. 

The  treasurer's  report  was  accepted. 

The  treasurer’s  motion,  immediately  increasing 
the  president’s  per  diem  allowance  to  $50  and 
authorizing  a $25  per  diem  allowance  for  the  presi- 
dent-elect, was  adopted. 

Reports  of  Committees 

Blood  Banks  Commission. — Dr.  Leo  E.  Gibson, 
chairman,  stated:  “We  had  some  difficulty  in 

meeting  during  the  summer  because  many  mem- 
bers of  the  Commission  had  other  commitments; 
some  were  out  of  the  country.  We  did  try  to 
have  a meeting  in  Syracuse  on  July  9.  It  turned 
out  that  we  met  on  some  sort  of  an  installment  plan. 
Dr.  John  Rogers  came,  and  he  and  I lunched  to- 
gether. In  the  afternoon  President  Givan  and  Dr. 
Anderton  arrived,  after  being  delayed  in  air  travel. 

“Yesterday  we  considered  two  resolutions  which 
had  been  presented  to  me  by  a director  of  a blood 
bank  laboratory,  which  were  copies  of  a resolution 
that  had  been  passed  by  the  Idaho  and  Alabama 
state  societies.  They  were  very  complimentary  to 
the  Red  Cross  blood  banking  organization.  We 
took  no  action.  These  were  presented  apparently 
to  induce  the  Medical  Society  of  the  State  of  New 
York  to  send  corresponding  complimentary  resolu- 
tions to  the  Red  Cross  Blood  Banks  Association. 

“At  the  April  meeting  of  the  Council  you  approved 
suggestions  which  were  sent  to  Dr.  Hilleboe  by  Dr. 
Anderton  in  regard  to  inspection  of  blood  banks,  the 
definition  of  a blood  bank,  and  the  minimum 
standards  which  blood  banks  should  meet.  Dr. 
Hilleboe  replied  in  substance  that  he  was  not  much 
concerned  with  inspection  and  so  forth  because  the 
banks  had  to  meet  rules  and  regulations  that  wrere 
already  in  effect  by  the  Department  of  Health. 
Your  Commission  finds  acceptable  these  modifica- 
tions in  Dr.  Hilleboe’s  letter  of  May  31  to  Dr. 
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Anderton  relative  to  the  Council’s  suggestion  for 
inspection  and  approval  of  blood  banks  in  New 
York  State. 

“There  was  some  question,  however,  raised  at  this 
meeting  in  regard  to  the  malpractice  matter  which 
might  be  concerned  with  what  happened  to  the 
blood  in  transit  from  one  hospital  to  another  and 
who  would  be  responsible  and  facts  in  that  regard  to 
which,  so  far,  we  have  no  answer. 

“We  also  considered  a report  from  the  organiza- 
tion which  was  set  up  in  New  York  to  study  the 
blood  banking  situation  in  New  York  City  concern- 
ing problems  of  blood  procurement,  distribution, 
and  utilization  from  Dr.  Groeschel,  the  chairman, 
which  in  substance  says  that  many  questionnaires 
on  part  1 and  part  2 had  been  sent  out.  I don’t 
know  what  was  contained  in  these  questionnaires, 
but  anyway  they  have  been  very  satisfactorily 
answered,  as  far  as  numbers  of  replies  are  concerned. 
Some  of  the  replies  reach  100  per  cent. 

“I  will  now  ask  Mr.  Thomas  E.  Alexander  to 
discuss  the  financial  situation.” 

Mr.  Alexander  stated:  “As  of  August  30,  the 

Association  had  a net  loss  of  $13,000  for  the  eight 
months  ended  August  31.  The  deficit  at  the  be- 
ginning of  the  year  was  $95,000.  Therefore  the 
deficit  as  of  August  31  was  $108,000. 

“We  divide  our  income  and  expenses  into  two 
categories.  One  is  the  community  blood  program, 
that  is  the  old  blood  program  of  the  Association; 
second,  the  North  East  District  Clearing  House. 
With  the  old  program  we  had  a net  loss  for  eight 
months  ended  August  31  of  almost  $8,000;  for  the 
North  East  District  Clearing  House  we  had  a net 
loss  of  $5,100.  That  net  loss  of  $5,100  has  been 
reduced  by  the  contributions  received  from  the 
State  Society  at  the  rate  of  $200  per  month.  If  we 
had  not  called  these  items  contributions,  the  North 
East  District  would  have  had  a loss  of  $6,800,  but 
because  the  Society  is  calling  this  money  contribu- 
tions the  loss  is  $5,200. 

“We  will  need  money.  As  of  August  31  the 
.Association  had  $21,000  in  accounts  receivable; 
in  accounts  payable,  $25,500.  In  other  words,  we 
owe  to  blood  banks  roughly  $5,000  more  than  is 
owed  to  us.  We  need  money  to  take  care  of  that 
differential.  In  addition  there  are  certain  blood 
banks  which  owe  us  a substantial  amount  of  money. 
In  one  case,  I think  the  largest,  it  is  some  $2,800. 
This  blood  bank  will  not  pay  us  cash.  The  only 
way  that  we  can  get  our  money  is  to  reduce  it 
through  blood  credits.  In  other  words,  this  par- 
ticular bank  would  ship  for  us  to  other  banks  blood, 
at  which  time  this  $2,800  balance  would  be  reduced. 
This  happens  in  a few  cases,  and  we  need  money  to 
work  with,  in  other  words  to  carry  like  in  this  case 
this  $2,800  balance,  but  we  do  need  $5,000  to  take 
care  of  the  excess  of  our  accounts  payable  over  our 
accounts  receivable. 

“I  have  estimated  that,  from  September  1 
through  December  31,  the  community  blood  pro- 
gram would  have  a loss  of  about  $1,000  per  month. 

“I  have  also  estimated  that  the  North  East  Dis- 
trict Clearing  House  would  have  a loss  of  about 
$1,000  a month;  that  is  to  the  end  of  the  year,  four 


months,  $4,000  for  each  one  would  be  $8,000  cash 
that  would  be  needed  through  the  end  of  the  year. 

The  $8,000,  plus  the  $5,000,  to  make  up  the  differ-  I ; 
ential  between  our  receivables  and  payables,  would  *■ 
be  $13,000  that  we  would  need  between  now  and  the 
end  of  the  year.  That  is  an  estimate.” 

Dr.  Gibson  continued:  “I  think  that  the  attitude 

of  the  House  of  Delegates  is  pretty  well  portrayed 
in  the  report  of  the  reference  committee,  which 
extends  from  page  136  to  page  145  or  146  in  the 
September  1 Journal.  That  indicates  the  desire 
of  the  House  of  Delegates,  and  the  Commission 
requests  and  almost  begs  that  the  Council  study 
those  pages.  They  contain  a great  deal  of  material 
and  many  facts.  There  is  a discussion  here,  Dr. 
Freedman,  that  you  made  that  covers  a whole  page, 
in  supporting  your  amendment  to  the  resolution  of 
the  reference  committee.  I will  read  the  resolution  aF 
of  the  reference  committee: 


After  careful  evaluation  of  the  program  and  weigh- 
ing of  the  pro’s  and  con’s  to  the  best  of  our  ability, 
your  reference  committee  urges  continuation  of  this 
effort.  This  implies  a further  supporting  indemnity 
of  the  Blood  Banks  Association  of  New  York  State, 
Inc.,  for  the  next  twelve-month  period  (that  is  until 
the  next  annual  meeting  of  the  House  of  Delegates) 
of  the  sum  of  a maximum  of  $25,000  with  the  good 
existing  possibility  that  this  total  amount  will  not 
actually  be  required. 

Your  reference  committee  therefore  approves 
further  support  of  the  Blood  Banks  Association  of  the 
State  of  New  York  and  enlists  your  continued  sup- 
port of  this  venture  as  being  in  keeping  with  the  high- 
est ideals  of  the  profession.  The  intangible  benefits 
are  large  and  of  an  order  of  different  but  major 
magnitude.  We  therefore  recommend  to  the  Board 
of  Trustees  that  the  sum  of  $25,000  be  included  in  the 
budget  for  this  purpose. 

We  further  recommend  a closer  liaison  between  the 
Public  Relations  Committee  and  the  Committee  on 
Public  Health  and  Education  to  integrate  the  public 
relations  and  educational  aspects  of  this  program. 
The  financial  cost  of  the  program  can  then  be  prop- 
erly isolated  in  its  appropriate  sphere,  so  that  the 
true  cost  of  the  blood  procurement  and  exchange 
effort  as  such  can  be  established.  The  cost  of  the 
program  will  be  found  in  its  true  perspective  thereby. 
The  implementation  of  this  last  recommendation 
promises  to  make  the  cost  of  this  venture  consider- 
ably less  and  one  of  the  best  investments  yet  under- 
taken by  the  Medical  Society  of  the  State  of  New 
York. 

“A  motion  was  made  that  those  resolutions  be 
accepted.  This  motion  was  amended  by  Dr. 
Freedman,  and  the  essence  of  his  amendment  was 
that  this  $25,000,  if  appropriated,  be  under  the 
control  of  the  Board  of  Trustees.  At  the  end  of  this 
report  in  the  Journal  there  is  considerable  matter 
in  fine  print  which  explains  the  reasons  why  your 
reference  committee  arrived  at  the  conclusions 
which  they  did. 

“I  think  that  the  Commission  would  like  to 
reiterate  that  everybody  read  that  report  carefully. 

“You  have  heard  the  report  from  Mr.  Alexander, 
and  it  appears,  in  regard  to  the  clearinghouse,  that 
there  has  not  been  any  person  in  the  field  to  explain  j 
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and  promote  this  project.  This  contact  work  has 
had  to  be  done  by  Mrs.  Bernice  Hemphill  of  the 
national  clearinghouse,  American  Association  of 
Blood  Banks,  up  to  this  time.  Miss  Clarke,  who  is 
employed  in  the  office,  has  not  been  able  to  make 
much  effort  throughout  the  district  due  to  the  fact 
that  there  have  been  many  changes  in  personnel  in 
her  office. 

“The  Commission  recommends  that  Miss  Clarke 
be  permitted  immediately  to  commence  trips  into 
the  field  to  stimulate  membership  in  the  district 
clearinghouse.  Apparently  the  district  clearing- 
house is  the  only  place  you  are  going  to  receive  any 
money. 

“The  possibility  of  moving  the  Association  from 
the  third  floor  to  the  nineteenth  floor  in  the  space 
which  is  being  occupied  by  the  Medicare  program  is 
apparently  satisfactory  to  both  organizations.” 
After  discussion,  it  was  voted  to  request  that  the 
North  East  District  Clearing  House  ask  the  proper 
representatives  of  the  other  12  states  to  be 
present  at  a Council  meeting  to  discuss  the 
further  financing  of  this  whole  problem  and  that 
they  report  to  the  Commission  and  we  give  them 
instructions  after  they  report  their  action. 

It  was  voted  that  the  Council  request  the  Board  of 
Trustees  to  allocate  a sum,  not  to  exceed  113,000, 
to  the  Blood  Banks  Association  for  the  remainder 
of  the  calendar  year. 

It  was  voted  to  approve  the  report  as  a whole. 

Economics. — Dr.  John  C.  McClintock,  chairman, 
presented  the  following  report:  “June  18,  1957, 

Mr.  Burns,  Mr.  Farrell,  and  myself  met  with  General 
Paul  I.  Robinson  and  Colonel  Walker  W.  Evans  in 
Washington,  D.C.,  to  renegotiate  the  continuation 
of  our  Medicare  contract  with  the  government.  At 
that  time  there  was  a request  for  increases  in  the 
Schedule  of  Allowances  for  tonsillectomies  from  $45 
to  $60,  for  cholecystectomy  from  $150  to  $225,  and 
for  cholecystectomy  with  exploration  of  common 
duct  from  $175  to  $275.  These  increases  became 
effective  as  of  July  1,  1957,  and  notice  of  these 
changes  was  sent  to  the  secretary  of  each  county 
medical  society  for  the  information  of  the  member- 
ship. 

“August  8,  1957,  General  Robinson  and  Colonel 
Ralph  J.  Richards,  Jr.,  of  the  Washington  office  of 
Medicare  visited  the  Society  offices  and  reviewed 
the  work  being  done  regarding  Medicare.  For  the 
period  for  the  months  of  January  through  August, 
1957,  there  was  a total  of  7,250  claims  paid  in  the 
amount  of  $514,734,  representing  an  average  of 
approximately  $71  per  claim.  During  this  eight- 
month  period  3,200  individual  doctors  have  partici- 
pated in  the  program.  At  the  present  time  there  is 
an  average  of  approximately  2,000  new  claims  per 
month  being  received,  and  due  to  the  lack  of  in- 
formation which  is  necessary  in  order  to  process  a 
claim,  about  70  per  cent  of  the  claims  have  to  be 
returned  at  least  once  to  the  doctor  for  additional 
information.  This  automatically  increases  the 
workload  and  also  delays  the  payment  of  the  claim 
to  the  doctor. 

“Since  the  June  meeting  of  the  Council,  Dr. 


Anderton,  Mr.  Alexander,  and  Mr.  Farrell  have 
explored  the  possibility  of  additional  office  space 
for  the  expansion  of  the  Medicare  program.  There 
are  two  areas  available:  space  on  the  third  floor 

which  is  now  sublet  by  the  Blood  Banks  Association 
from  the  Eastern  Life  Insurance  Company  on  a 
month-to-month  basis,  and  the  space  occupied  by 
the  Exposition  Press  on  the  eighth  floor  of  approxi- 
mately the  same  number  of  square  feet  where  the 
term  of  rental  would  run  to  September  30,  I960. 
A memorandum  of  the  detail  on  these  possibilities 
has  been  submitted  by  Mr.  Alexander  to  Dr. 
Anderton.” 

Dr.  McClintock  supplemented  his  report  as 
follows:  “The  Council  Committee  on  Economics 

met  in  the  office  of  the  Society’s  secretary  at  8:15 
p.m.,  Wednesday,  September  11.  Drs.  Fertig  and 
McClintock  were  present.  Dr.  Evans  was  excused. 
Dr.  Anderton  and  Dr.  Givan  attended,  and  by 
invitation  Dr.  Emerson  and  Dr.  Caddy.  Mr. 
Burns  and  Mr.  Farrell  as  advisers  were  also  present. 

“Resolution  57-36  of  the  House  of  Delegates  was 
discussed  at  length.  Drs.  Emerson  and  Caddy 
presented  the  point  of  view  of  Nassau  County  whose 
delegates  introduced  the  resolution.  After  pro- 
longed discussion,  the  Committee  on  Economics 
voted  to  recommend  to  this  Council  that  provision 
three  of  the  Standards  for  Approval  by  Medical 
Society  of  the  State  of  New  York  of  New  York 
State  Medical  Care  plans  be  invoked  and  its  require- 
ments fulfilled.  This  paragraph  requires  that, 
‘Where  a local  county  medical  society  or  societies 
approves  of  a plan  and  the  State  Medical  Society 
does  not  approve  a plan,  a special  committee  shall 
be  set  up  consisting  of  one  member  from  the  said 
local  county  medical  society  or  societies  involved 
and  an  equal  number  of  members  appointed  by  the 
Medical  Society  of  the  State  of  New  York.  These 
individuals  shall  mutually  agree  on  an  additional 
member  of  the  committee  who  shall  act  as  chairman 
and  must  be  a member  of  the  Medical  Society  of  the 
State  of  New  York  and  not  a member  of  the  local 
county  society  or  societies  involved.  After  con- 
sideration of  the  reasons  and  a discussion  thereof, 
the  special  committee  shall  make  recommendations 
to  the  Council  of  the  Medical  Society  of  the  State  of 
New  York  for  decision.’ 

“This  action  is  required  by  the  terms  of  the 
Standards  for  Approval  as  just  read  and  by  the  ac- 
tion of  the  House  of  Delegates  in  adopting  resolution 
57-36.  To  the  best  of  our  knowledge  Kings  County 
and  New  York  County  are  the  two  societies  who 
have  approved  a plan  of  medical  care  insurance  not 
approved  by  the  Medical  Society  of  the  State  of 
New  York.  Each  of  these  two  counties  must  there- 
fore be  requested  to  appoint  one  member  to  serve  on 
this  committee.  It  is  recommended  that  the 
president  of  the  Medical  Society  of  the  State  of 
New  York  appoint  two  members,  with  the  approval 
of  the  Council,  from  the  Medical  Society  of  the 
State  of  New  York  to  serve  on  this  committee.  It  is 
suggested  that  this  committee  be  requested  to 
report  to  the  Council  at  its  January  meeting.” 

It  was  voted  to  adopt  this  portion  of  the  report. 
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Dr.  McClintock  continued:  “All  other  resolu- 

tions referred  by  this  Council  from  the  House  of 
Delegates  to  the  Economics  Committee  were  con- 
sidered and  referred  to  the  subcommittees  desig- 
nated. In  connection  with  resolution  57-55  the 
committee  recommends  that  Dr.  Anderton  transmit 
the  resolution  with  its  resolved  to  the  legal  counsel 
of  the  Society. 

“That  is  the  resolution  wherein  it  was  ‘Resolved,, 
that  the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York  in  convention  assembled 
hereby  direct  the  counsel  of  the  Society  to  initiate 
the  proper  action  to  obtain  the  judicial  decision  as 
to  the  constitutionality  of  the  provisions  making  it 
mandatory  for  dentists  and  podiatrists  to  be  included 
under  a medical  indemnity  plan  contrary  to  the 
wishes  of  the  direct  parties  of  interest  in  the  plan.’ 

“As  far  as  the  counsel  is  concerned,  this  has  to  do 
with  obtaining  a judicial  opinion  concerning  the 
constitutionality  of  the  action  of  the  State  Legis- 
lature when  it  included  dentists  and  podiatrists  as 
eligible  to  receive  payments  from  voluntary  insur- 
ance plans.  United  Medical  Service  has  already 
such  a case  in  the  courts.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“For  the  Medicare  Program,  the  Economics 
Committee  recommends  that  the  secretary,  Dr. 
Anderton,  write  a letter  to  each  county  medical 
society  requesting  that  each  society  establish  a 
committee,  as  provided  in  Article  3-c  of  the  con- 
tract, which  requires  the  State  Medical  Society  to 
‘maintain  appropriate  medical  committees  or 
boards,  where  required,  to  review  and  consider  all 
cases  involving  complaints,  differences  of  profes- 
sional opinion,  and  misunderstandings;  and  advise 
and  assist  the  Government  on  matters  within  the 
scope  of  the  program.  However,  where  such  com- 
mittee or  board  has  no  cognizance  on  the  subject 
matter  of  a complaint  or  on  the  physician  involved 
in  the  matter,  it  will  be  forwarded  to  the  contracting 
office  for  consideration.’ 

“We  feel  this  is  necessary  because  there  are  more 
and  more  claims  appearing  where  it  seems  to  your 
committee  that  only  the  local  county  medical 
society  can  either  adjust  the  fee  or  can  satisfactorily 
straighten  out  the  procedure. 

“We  wish  the  secretary  would  write  such  a letter 
explaining  the  provisions  of  our  contract  with  the 
Government  and  requesting  the  societies  to  use 
their  mediation  committee,  their  comitia  minora, 
or  their  executive  committee,  or  appoint  a special 
committee  to  handle  these  problems  when  they  are 
referred  from  the  Medicare  program.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“You  have  already  heard  that  the  Blood  Banks 
Association  is  moving  to  smaller  quarters,  which  are 
now  occupied  by  the  Medicare  program,  and  that 
the  enlarged  personnel  necessary  to  handle  the 
Medicare  program  is  to  move  to  the  third  floor 
space  now  occupied  by  the  Blood  Banks  Associ- 
ation.” 

It  was  voted  to  adopt  the  report  as  a whole. 

Liaison  Subcommittee  with  the  Veterans  Ad- 


ministration.— Dr.  McClintock  reported:  “This 

committee  under  Dr.  Burgin  met  yesterday  after- 
noon and  transmitted  through  my  committee  the 
following  report:  ‘The  Liaison  Committee  with 

Veterans  Administration  met  September  11,  1957, 
and  reviewed  the  new  fee  schedule  known  as 
Appendix  A,  Part  1,  Change  9 M-l  (Guide  for 
Charges  for  Medical  and  Ancillary  Services)  and 
recommended  that  the  coordinators  in  the  regional 
offices  of  the  Veterans  Administration  be  given 
copies.  They  are  then  to  contact  the  president  or 
key  person  of  the  county  medical  societies  in  their 
areas  for  suggestions.  It  is  recommended  that  a 
meeting  with  the  coordinators  be  held,  preferably 
in  the  State  Society  office  in  Albany,  before  Novem- 
ber 1,  1957,  to  discuss  the  schedule  before  turning  it 
over  to  the  Board  of  Directors  of  Veterans  Medical 
Service  Plan  of  New  York,  Inc.’ 

“May  I suggest  to  the  Council  that  they  request 
the  Board  of  Trustees  to  provide  a sum  of  money, 
not  to  exceed  $250,  to  defray  the  expense  of  this 
meeting. 

“I  move  the  adoption  of  the  report  of  the  Sub- 
committee on  Liaison  with  the  Veterans  Administra- 
tion.” 
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Approval  w as  voted. 

Hospital  and  Professional  Relations. — Dr.  James 
Greenough,  chairman,  presented  the  following: 
“This  is  a report  of  a meeting  of  the  Hospital  and 
Professional  Relations  Committee  held  on  Tuesday, 
July  30,  1957.  Present  were  Dr.  James  Greenough, 
chairman,  Dr.  Bernard  Watson,  Dr.  Vincent  J. 
Collins,  Dr.  Thurman  B.  Givan,  president,  ex 
officio,  Dr.  W.  P.  Anderton,  secretary  ex  officio,  and 
Mr.  Robert  C.  Killough,  Jr.,  Assistant  Commis- 
sioner of  Education  for  Professional  Education,  by 
invitation. 

“The  first  subject  was  a matter  brought  up  by 
Mr.  Killough  in  regard  to  amending  Section  6513  of 
the  Education  Law  in  regard  to  aiding  and  abetting 
an  unlicensed  person  to  practice  medicine.  After 
considerable  discussion,  it  was  the  unanimous 
opinion  of  the  committee  that  a recommendation 
should  be  made  to  the  Council  to  request  the  Legis- 
lation Committee  to  work  for  the  passage  of  an 
amendment  to  Section  6513  of  the  Education  Law 
to  make  it  a misdemeanor  for  anyone  to  aid  and 
abet  an  unlicensed  person  to  practice  medicine.” 

Approval  was  voted. 

“The  object  of  this  recommendation  is  to  tighten 
up  the  situation  in  New  York  State  so  that  it  would 
become  more  difficult  for  unlicensed  persons  to 
practice.  Not  only  would  it  make  it  a misdemeanor 
for  such  a person  to  practice,  but  it  would  also  make 
it  a misdemeanor  for  hospital  superintendents,  or 
others,  to  aid  and  abet  them  in  so  practicing. 

“The  committee  unanimously  approved  a motion 
to  recommend  to  the  Council  to  request  the  Legisla- 
tion Committee  to  work  for  an  amendment  to 
Section  6512  of  the  Education  Law,  limiting  the 
time  to  be  spent  as  an  intern  to  one  or  two  years. 

“The  second  proposition  was  put  forward  in 
order  to  prevent  individuals  from  practicing  in  the 
State,  on  salary,  as  so-called  interns  for  an  indefinite 
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time.  When  the  law  was  changed,  two  or  three 
years  ago,  residents  were  required  to  have  a certifi- 
cate that  they  were  able  to  take  the  State  examina- 
tion, but  interns  were  exempted.  At  present  there 
is  no  limit  on  the  time  a man  can  serve  as  an  in- 
tern.” 

Approval  was  voted. 

‘‘It  would  probably  be  advisable,  in  connection 
with  this  recommendation,  seriously  to  consider 
some  alteration  in  the  law  which  would  require  an 
admitting  physician  at  a hospital  to  be  licensed  to 
practice  medicine  in  New  York  State. 

“It  was  the  opinion  of  the  committee  that  if  a 
redefinition  of  the  status  of  interns,  residents,  and 
admitting  physicians  is  contemplated,  consideration 
should  be  given  to  abolishing  the  permission  for 
unlicensed  physicians  to  practice  in  State  or  munici- 
pal hospitals  and  institutions,  but  not  in  other  non- 
profit hospitals  as  in  65125  (1).” 

Approval  was  voted. 

“The  committee  reviewed  part  4,  number  3,  and 
part  6,  number  5,  recommendations  of  the  House  of 
Delegates  which  would  adopt  the  principle  that  com- 
pulsory contributions  from  doctors  toward  mainte- 
nance and  building  funds  of  hospitals  be  contrary  to 
the  ethics  of  medicine.  The  committee  proposes  to 
the  Council  that  information  in  regard  to  these 
recommendations  of  the  House  of  Delegates  be  sent 
to  Mr.  Charles  Royle,  secretary  of  the  New  York 
State  Hospital  Association,  and  to  the  Greater 
New  York  Hospital  Association.” 

Approval  xvas  voted. 

“The  committee  reviewed  part  5,  number  7, 
recommendation  of  the  House  of  Delegates,  which 
urged  that  general  hospitals  of  this  State  establish 
facilities  suitable  for  the  management  of  alcoholics. 
The  committee  recommended  that  the  secretary  of 
the  Society  write  Mr.  Charles  Royle,  secretary  of  the 
New  York  State  Hospital  Association,  informing 
him  of  the  action  of  the  House  of  1 lelegates  and  that 
the  Greater  New  York  Hospital  Association  also  be 
informed.” 

Approval  was  voted. 

“The  committee  reviewed  part  0,  number  1,  of  the 
House  of  Delegates  proceedings,  which  stated  that 
the  Hospital  and  Professional  Relations  Committee, 
when  working  with  a similar  committee  of  the 
Hospital  Association  of  New  York  State,  should  use 
Article  6,  Section  3,  and  Article  6,  Section  6,  of  the 
Principles  of  Professional  Conduct  of  this  Society, 
pages  17,  18,  and  19. 

“The  committee  reviewed  part  6,  number  2.  of  the 
House  of  Delegates  report,  which  requested  a study 
relative  to  the  advisability  of  testing  in  the  courts 
the  legality  of  the  practice  of  medicine  by  hospitals. 
Further  study  of  this  was  postponed  at  this  time  as 
Mr.  William  F.  Martin,  counsel  of  the  Society,  was 
in  London  at  the  meeting  of  the  American  Bar 
Association. 

“The  committee  reviewed  a complaint  of  Percival 
A.  Robin,  M.D.,  president,  Radiological  Society  of 
the  State  of  New  York,  concerning  items  1 and  2 of  a 
letter  that  Administrator  John  M.  Davidson  of  the 


North  Shore  Hospital,  Manhassett,  Long  Island, 
had  written  to  the  hospital  staff.  As  this  is  a local 
matter,  it  was  recommended  that  the  secretary 
write  to  Dr.  Robin,  suggesting  that  the  matter  be 
taken  up  with  the  Nassau  County  Medical  Society. 

“The  committee  also  reviewed  a complaint  of  Dr. 
Philip  Brown  of  Glen  Cove,  in  regard  to  dismissal 
from  a hospital  staff.  Dr.  Brown  had  received  a 
statement  from  counsel  of  the  Society,  Mr.  William 
F.  Martin,  stating  that  the  hospital  board  was 
within  its  rights  in  dismissing  him.  It  was  again 
suggested  that  the  secretary  write  to  Dr.  Philip 
Brown  and  suggest  that  this  matter  be  taken  up  on 
the  local  level  with  the  Nassau  County  Medical 
Society. 

“Finally,  some  discussion  was  held  in  regard  to 
the  Hospital  Association-Medical  Society  agreement 
which  has  been  pending  for  the  past  four  years. 
The  agreement  is  satisfactory  to  both  the  Hospital 
Association  and  the  Medical  Society  with  the  ex- 
ception of  Paragraph  4.  This  paragraph  has  to  do 
with  the  division  of  fees  between  practicing  physi- 
cians and  hospitals  in  which  they  practice.  The 
argument  appears  to  be  whether  the  wording  of  the 
original  report  of  the  A.M.A.,  December,  1951,  Los 
Angeles,  should  be  followed,  which  is  unsatisfactory 
to  the  Hospital  Association,  or  whether  the  wording 
of  the  agreement  between  the  American  Hospital 
Association  and  the  A.M.A.,  June,  1953,  should  be 
adopted.  The  committee  decided  to  devote  more 
study  to  this  before  rendering  an  opinion  to  the 
Council.” 

It  was  voted  to  approve  the  report  as  a whole. 

Industrial  Health. — Dr.  Peter  J.  Di  Natale, 
chairman,  presented  the  following  report: 

“1.  Postgraduate  Education  in  Occupational 
Medicine — “Your  chairman  reports  that  negotia- 
tions are  under  way  to  establish  a part-time  course 
in  industrial  medicine  at  New  York  University 
which  is  different  from  previous  courses.  This  new 
course  will  start  in  September  of  1958  and  continue 
through  the  school  year,  taking  up  not  more  than 
one  or  two  hours  per  week.  (Efforts  are  now  being 
directed  toward  the  establishment  of  a similar 
course  at  Columbia  University.) 

“2.  Definition  of  Occupational  Health  Programs 
by  the  American  Medical  Association  “In  June, 
1957,  the  House  of  Delegates  of  the  A.M.A.  adopted 
a resolution  that  defined  the  ‘Scope,  Objectives,  and 
Functions  of  Occupational  Health  Programs.’  This 
clearly  outlines  the  boundaries  of  occupational 
health  and  differentiates  a true  occupational  health 
program  from  medical  programs  for  personal  (non- 
occupational)  illnesses  conducted  by  certain  em- 
ployers, unions,  etc.  It  defines  occupational 
medicine  as  ‘that  branch  of  medicine  practiced  by 
physicians  in  meeting  medical  problems  and  needs 
under  occupational  health  programs.’ 

“The  highlights  of  this  statement  are  worth 
repeating. 

(1)  The  Program 

(a)  Observes  the  basic  principle  of  service  to  the 
individual  by  a physician  and  conforms  to 
medical  customs  in  the  community; 
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( b ) Complies  with  existing  laws; 

(c)  Emphasizes  prevention  and  health  mainte- 
nance; 

( d ) Utilizes  community  medical  resources  when 
adequate  or  when  they  can  be  developed 
reasonably. 

(2)  The  physicians  participating  in  the  program 

(a)  Maintain  high  standards  of  professional  sendee 
and  conduct  for  the  benefit  of  employe  and 
employer  alike; 

((<)  Cooperate  and  maintain  proper  liaison  with 
other  physicians  in  the  community  and  with 
the  local  medical  society; 

(c)  Are  engaged  and  compensated  in  accordance 
with  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association; 

(d)  Do  not  use  their  occupational  health  affiliations 
as  a means  of  gaining  or  enlarging  a private 
practice  among  employes. 

The  diagnosis  and  therapy  in  cases  of  nonoccupa- 
tional  injury  or  illnesses  is  not  a responsibility  of  an 
occupational  health  program  (with  very  few  excep- 
tions). 

Emergency  cases  should  be  given  the  attention 
required  to  prevent  loss  of  life  or  limb  or  to  relieve 
suffering  until  the  patient  is  placed  under  the  care 
of  a personal  physician. 

Minor  disorders,  first  aid,  or  palliative  treatment 
may  be  given  if  the  condition  is  one  for  which  the 
individual  would  not  reasonably  be  expected  to  seek 
the  attention  of  a personal  physician,  or  to  enable  the 
individual  to  complete  his  current  work  shift  before 
consulting  a personal  physician. 

In  occupational  health  programs,  requests  for 
treatment  of  repetitive  personal  disorders  should  be 
discouraged  and  such  individuals  should  be  referred 
to  their  personal  physicians. 

“The  statement  of  the  A.M.A.  recommends  that 
the  ‘local  medical  society  be  consulted  to  assure  that 
a given  program  is  in  agreement  with  the  objectives 
of  this  statement  and  with  established  community 
practices.’ 

“As  was  reported  in  the  June  Council  meeting  by 
your  chairman,  there  was  need  for  establishing  a 
policy  by  this  medical  society  in  the  definition  of 
medical  services  that  physicians  in  industry  could 
render  to  employes  for  nonoc.cupational  illnesses  and 
injury.  It  is  evident  from  the  statement  made  by 
the  A.M.A.  that  the  scope  of  an  occupational 
health  program  is  definitely  limited  and  focuses 
primarily  upon  the  worker  in  relation  to  his  job 
environment. 

“3.  Meetings  attended  and  to  be  attended — (a) 
Your  Bureau  director  reports  that  he  attended  a 
symposium  on  the  subject  ‘Our  Changing  Industrial 
Economic  Scene  in  New  York  City’  on  June  11, 
1957. 

“(b)  Your  director  met  with  representatives  of 
the  Commerce  and  Industry  Association  in  an 
effort  to  explore  the  possibilities  of  conducting  a 
survey  of  the  members  of  the  Association  to  pin- 
point the  medical  needs  of  the  various  industries. 
A tentative  questionnaire  was  submitted  to  the 
Association  for  consideration,  and  progress  can  be 
reported. 

“(c)  An  invitation  was  accepted  by  your  Council 
Committee  and  your  director  to  meet  the  secretary 
of  the  Council  on  Industrial  Health  of  the  A.M.A., 


Dr.  E.  Dixon  Holland,  in  an  effort  to  explore  ways 
by  wrhich  your  Bureau  and  the  Council  can  work 
most  effectively.” 

Approval  was  voted. 

Legislation. — Dr.  Henry  I.  Fineberg,  chairman, 
presented  the  following  report: 

“In  accordance  with  the  wishes  of  the  House  of 
Delegates,  the  Committee  on  Legislation  now 
consists  of  18  members  and  two  advisers,  one  from 
the  State  Department  of  Health  and  the  other  from 
the  State  Department  of  Education. 

“Your  chairman  has  written  each  member  of  the 
committee.  We  have  transmitted  to  each  the  idea 
that  our  legislative  work  should  be  started  as  soon  as 
possible.  We  would  like  to  repeat  that  our  legis- 
lative program  cannot  be  successful  unless  we  have 
the  wholehearted  support  of  ‘our  people’  in  the 
grass-roots  areas  of  the  State.  The  Committee  on 
Legislation  should  keep  in  touch  with  our  61  county 
medical  societies  through  their  legislation  chairmen. 

“Copies  of  those  matters  which  have  been  directed 
to  the  attention  of  the  committee  by  the  House  of 
Delegates  and/or  Council  have  been  distributed  to 
the  members.  They  are  as  follows: 

1.  Support  or  initiate  a bill  in  the  1958  Legis- 
lature to  amend  the  Insurance  Law  so  that  self- 
employed  professional  people  who  are  members  of 
an  association  will  be  eligible  to  procure  life  insur- 
ance as  a group. 

2.  Through  legislation  or  other  means,  secure 
protection  for  members  of  the  Society  from  the 
legal  and  financial  danger  of  taking  blood  without  a 
patient’s  consent  for  alcoholic  testing,  and  extend 
every  effort  to  reach  a definite  conclusion  on  this 
matter. 

3.  Memorialize  the  Legislature  to  create  a com- 
mission, with  representation  of  interested  parties, 
including  the  Legislature,  the  Bar  Association,  and 
the  State  Medical  Society,  for  the  purpose  of  re- 
viewing existing  laws  and  regulations  regarding 
death  certification  and  autopsy,  to  study  the  social 
and  medicolegal  aspects  of  the  problem,  and  to  sub- 
mit a recommendation  for  legislation  needed  to 
establish  basic  definitions,  clarify  present  ambigui- 
ties, and  codify  and  promote  a sound  legal  procedure 
for  the  regulation  of  death  certification  and  autopsy. 

4.  Support  legislation  to  protect  physicians 
against  inflationary  boosts  in  office  rental  and 
cooperate  with  other  business  and  professional 
groups  for  this  purpose. 

5.  Committee  be  empowered  “with  advice  of  the 
Society’s  counsel  to  review  the  judicial  interpreta- 
tion of  Section  347  of  the  Civil  Practice  Act,  to 
correspond  thereon  with  the  appropriate  committee 
of  the  New  York  State  Bar  Association,  and  to  seek 
to  introduce  in  the  Legislature  of  the  State  of  New 
York,  if  the  Society’s  committee  sees  fit,  an  appro- 
priate amendment  to  Section  347  for  the  purpose  of 
modifying  the  undue  restrictive  effects  of  the  existing 
judicial  interpretation  on  testimony  for  medical 
services.” 

6.  Efforts  be  made  to  abolish  the  Medical 
Practice  Committee  of  the  State  Workmen’s  Com- 
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pensation  Board. 

7 Obtain  legislation  establishing  impartial  pan- 
els of  medical  experts,  on  a part-time  basis,  to  ad- 
vise referees  in  disputed  cases  under  the  Workmen’s 
Compensation  Law. 

8.  Obtain  modification,  under  Section  13  of  the 
\\  orkmen's  Compensation  Law,  to  provide  means 
for  collection  of  unpaid  medical  bills  in  compensable 
cases  which  are  not  objected  to  by  the  carrier  or 
employer  within  thirty  days  of  their  submission. 

“The  State  has  again  been  divided  into  nine  areas, 
each  with  one  or  more  ‘group  leaders’  who  are 
members  of  the  Committee  on  Legislation.  Lists  of 
these  assignments  and  the  names  of  the  county 
medical  society  legislation  chairmen  have  been 
mailed  to  the  committee.  They  are  as  follows: 


COUNCIL  COMMITTEE  ON  LEGISLATION— GROUP 
LEADERS  AND  COUNTY  CHAIRMEN 


County 


Legislation  Chairman 


Group  One 

John  C.  Brady,  M.D.,  Buffalo,  Leader 


Orleans 

Genesee 

Wyoming 

Livingston 

Allegany 

Niagara 

Erie 

Chautauqua 

Cattaraugus 


Walter  Shift  on,  M.D.,  Albion 
Peter  F.  Baker,  M.D.,  Batavia 
G.  Stanley  Baker,  M.D.,  Castile 
Alden  J.  Townsend,  M.D.,  Dansville 
Irwin  Felsen,  M.D.,  Wells ville 
Charles  M.  Brant,  M.D.,  Niagara  Falls 
John  C.  Brady,  M.D.,  Buffalo 
C.  Otto  Lindbeck,  M.D.,  Jamestown 
James  F.  Durkin,  M.D.,  Olean 


Group  Two 

Robert  J.  Calihan,  M.D.,  Rochester,  Leader 


Cayuga 

Tompkins 

Tioga 

Chemung 

Steuben 

Wayne 

Ontario 

Seneca 

Yates 

Schuyler 

Monroe 


Edward  Platt,  M.D.,  Auburn 
C.  Stewart  Wallace,  M.D.,  Ithaca 
Frederick  K.  Shaw,  M.D.,  Waverly 
R.  Scott  Howland,  M.D.,  Elmira 
William  O.  Jackson,  M.D.,  Avoca 
James  N.  Arsenau,  M.D.,  Lyons 
M.  Edgerton  Deuel,  M.D.,  Geneva 
Charles  Smith,  M.D.,  Waterloo 
Henry  S.  Waters,  M.D.,  Penn  Van 
James  J.  Norton,  M.D.,  Montour  Falls 
Louis  A.  Cerulli,  M.D.,  Rochester 


Group  Three 

Jurgens  H.  Bauer,  M.D.,  Syracuse,  Leader 
Elton  R.  Dickson,  M.D.,  Binghamton,  Leader 


Oneida 

Onondaga 

Madison 

Cortland 

Chenango 

Otsego 

Broome 

Herkimer 


John  S.  Fitzgerald,  M.D.,  Utica 
William  J.  Ryan,  M.D.,  Syracuse 
Gareth  West,  M.D.,  Chittenango 
John  Eckel,  M.D.,  Cortland 
Norman  C.  Lyster,  M.D.,  Norwich 
John  W.  Latcher,  M.D.,  Oneonta 
Elton  R.  Dickson,  M.D.,  Binghamton 
Harold  T.  Golden,  M.D.,  Herkimer 


Group  Four 

Herman  B.  Snow,  M.D.,  Ogdensburg,  Leader 
Leonard  J.  Schiff,  M.D.,  Plattsburgh,  Leader 


St.  Lawrence 

Franklin 

Clinton 

Jefferson 

Lewis 

Oswego 


Henry  Yinicor,  M.D.,  Norwood 
Alfred  A.  Hartmann,  M.D.,  Malone 
Aaron  Davis,  M.D.,  Plattsburgh 
Harold  B.  Thurston,  M.D.,  Watertown 
Bruce  M.  Phelps,  M.D.,  Low  ville 
Olin  J.  Mowry,  M.D.,  Oswego 


Group  Five 

E.  Yale  Clarke,  M.D.,  Glens  Falls,  Leader 
Edwin  MacD.  Stanton,  M.D.,  Schenectady,  Leader 
Jacob  L.  Lochner,  Jr.,  M.D.,  Albany,  Leader 
Albany  Jacob  L.  Lochner,  Jr.,  M.D.,  Albany 

Washington  Vernon  K.  Irvine,  M.D.,  Granville 

Rensselaer  Richard  P.  Doody,  M.D.,  Troy 


Schenectady 

Schoharie 

Warren 

Saratoga 

Essex 

Fulton 

Montgomery 


Edwin  MacD.  Stanton,  M.D.,  Schenec- 
tady 

John  H.  Wadsworth,  M.D.,  Cobleskill 
E.  Yale  Clarke,  M.D.,  Glens  Falls 
Bernard  Friedson,  M.D.,  Saratoga 
Springs 

James  M.  Walsh,  M.D.,  Ticonderoga 
John  Fernandez,  M.D.,  Gloversville 
Peter  B.  Riley,  M.D.,  Amsterdam 

Group  Six 


Frederic  W.  Holcomb,  M.D.,  Kingston,  Leader 
Orange  E.  H.  Douglas,  M.D.,  Newburgh 

Rockland  Paul  F.  Barr,  M.D.,  Spring  Valley 

Greene  Solomon  Yarvin,  M.D.,  Coxackie 

Delaware  Philip  Hust,  M.D.,  Sidney 

Ulster  B.  W.  Gifford,  M.D.,  Saugerties 

Sullivan  Ralph  S.  Breakey,  M.D.,  Monticello 


Group  Seven 

Henry  W.  Kaessler,  M.D.,  Mount  Vernon,  Leader 


Westchester 

Columbia 

Dutchess 

Putnam 


Henry  W.  Kaessler,  M.D.,  Mount 
Vernon 

Rosewell  D.  Shaw,  M.  D.,  Stott  ville 
Elvin  I.  Gottdiener,  M.D.,  Poughkeepsie 
Robert  S.  Cleaver,  M.D.,  Brewster 

Group  Eight 


Joseph  G.  Zimring,  M.D.,  Long  Beach,  Leader 
Nassau  Joseph  G.  Zimring.  M.D.,  Long  Beach 

Suffolk  Earl  W.  Douglas,  M.D.,  Babylon 


Group  Nine 

Aaron  Kottler,  M.D.,  Brooklyn,  Leader 
George  J.  Lawrence,  Jr.,  M.D.,  Flushing,  Leader 
E.  Craig  Coats,  M.D.,  New  York  City,  Leader 
Isaac  Levine,  M.D.,  Brooklyn,  Leader 
Samuel  Wagreich,  M.D.,  Bronx,  Leader 


Bronx 
Kings 
Queens 
New  York 
Richmond 


Jerome  B.  Glynn.  M.D.,  Bronx 
Isaac  Levine,  M.D.,  Brooklyn 
Lester  J.  Candela,  M.D..  Elmhurst 
Joseph  W.  Owen,  M.D.,  New  York  City 
Nathanael  M.  Fedde,  M.D.,  Staten 
Island 


Approval  was  voted. 

“Complying  with  your  request,  your  chairman 
wrote  to  Miss  Angela  R.  Parisi,  chairman,  Work- 
men's Compensation  Board,  thanking  her  for  the 
ruling  which  ‘permits  payment  by  the  carrier  of  a 
fee  to  a surgical  assistant  where  it  is  certified  that 
an  intern  or  resident  was  not  available  at  the  time  of 
operation.’ 

“We  also  asked  that  a conference  be  held  to  dis- 
cuss a number  of  our  legislative  proposals  pertaining 
to  workmen’s  compensation.  Miss  Parisi  has 
promised  to  arrange  such  a meeting  in  the  near 
future. 

“As  in  previous  years,  your  executive  officer  and 
chairman  expect  to  visit  various  sections  of  the 
State  in  order  to  confer  with  county  legislation 
chairmen. 

“It  is  our  recommendation  that  the  executive 
committee  of  the  Committee  on  Legislation  consist 
of  the  following  members:  John  C.  Brad}',  Aaron 

Kottler,  George  J.  Lawrence,  Jr.,  Joseph  G.  Zimring, 
and  your  chairman.” 

Executive  Session. — In  executive  session  it  was 
voted  that  the  Council  recommend  to  the  Board  of 
Trustees  that  the  firm  of  Messrs.  DeGraff,  Foy, 
Conway,  and  Holt-Harris  be  employed  as  legal 
counsel  to  the  Council  Committee  on  Legislation  at  a 

[Continued  on  page  3902 J 
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yearly  salary  of  .$10,000  in  addition  to  $5,000  ex- 
pense money;  that  the  services  of  Mr  Beasley  be 
continued  until  the  termination  of  his  present 
tenure  of  office,  and  that  the  Legislative  Office  in 
Albany  be  maintained  as  at  present  with  Dr.  Harold 
B.  Smith  as  our  executive  officer. 

Ad  Hoc  Committee  on  Licensure  of  Medical 
Technicians. — Dr.  Henry  I.  Fineberg,  chairman, 
stated:  “There  is  also  a progress  report  of  an  Ad 

Hoc  Committee  which  was  appointed  to  discuss  the 
problem  of  medical  technicians  or  physician  aides 
with  the  State  Interdepartmental  Health  Resources 
Board. 

“You  will  remember  that  we  met  in  New  York 
City  on  June  4 when  it  was  decided  that  a question- 
naire would  be  sent  throughout  the  State  to  deter- 
mine what  was  going  on  in  the  various  sections. 

“I  wrote  to  Dr.  I.  J.  Brightman,  executive  director 
of  the  Interdepartmental  Health  Resources  Board. 
He  informed  me  that  such  a questionnaire  has  been 
distributed  to  ophthalmologists  and  ophthalmologic 
clinics  throughout  the  State  and  that  the  survey  has 
not  been  completed.  As  soon  as  it  is  he  will  inform 
us.  This  is  a progress  report.  I ask  for  approval.” 

Approval  was  voted. 

Cults,  Committee  to  Combat. — Dr.  Fineberg, 
chairman,  reported:  “The  Council  Committee  to 

Combat  Cults  has  not  met.  I believe  you  are 
aware  that  the  chiropractors  will  again  wage  their 
usual  battle  in  Albany.  They  have  already  started. 
I want  to  bring  to  your  attention  a pamphlet  that  is 
being  distributed,  called  ‘The  Present  Day  of  the 
Doctor  of  Chiropractic’  by  Dewey  Anderson,  D.Ph. 
The  thing  is  very  similar  to  a pamphlet  of  some 
years  ago,  by  the  Public  Affairs  Committee,  called 
‘Science  versus  Chiropractic.’  ( Illustrating  both 
pamphlets)  This  is  put  out  by  the  Public  Affairs 
Institute  in  Washington.  The  similarity  in  names 
is  very  striking.  If  you  will  recall,  when  Mr. 
Stalvey  of  the  American  Medical  Association  sub- 
mitted his  report  on  what  is  new  in  chiropractic, 
he  pointed  out  that  Dewey  Anderson  has  apparently 
become  the  knight  in  shining  armor  for  the  chiro- 
practors, serving  as  a sort  of  impartial  scientific 
laboratory  in  expounding  the  merits  of  the  field. 
The  similarity  of  the  name  ‘Public  Affairs  Institute’ 
to  that  of  the  well  established  Public  Affairs  Com- 
mittee of  New  York  may  have  some  effect  on  the 
value  of  his  propaganda  for  chiropractors. 

“I  also  would  like  to  bring  to  your  attention  that 
in  Wisconsin  during  this  year  the  chiropractors  had 
quite  a victory.  This  is  a release  from  the  LaCrosse 
Tribune,  the  headline  of  which  is  ‘Doctors  Given 
Lesson  in  Practical  Politics,’  also  ‘Chiropractors 
Victorious,’  in  the  assembly  of  that  state  with  a bill 
that  would  permit  chiropractors  to  treat  persons 
under  the  workmen’s  compensation  law  for  injuries 
that  are  compensable  under  that  law.  There  were 
some  other  facets  to  their  bill,  and  this  article  talks 
about  the  lackadaisic  attitude  of  the  M.D. 

“It  seemed  that  the  chiropractors  camped  on  the 
doors  of  the  assembly,  they  wrote  letters,  they 


enlisted  the  aid  of  many  women,  and  evidently  got 
somewhere.  The  report  says  it  probably  would  not 
pass  the  senate,  and,  even  if  it  did,  it  would  not  be 
signed  by  the  governor.” 

Approval  was  voted. 

Office  Administration  and  Policies.— Dr.  Ander- 
ton  reported  that  the  Office  Administration  and 
Policies  Committee  had  held  its  regular  monthly 
meeting  the  day  before. 

He  stated:  “The  employes’  Christmas  party  was 

discussed. 

“It  was  voted  that  all  furniture  and  equipment 
are  under  the  jurisdiction  of  the  office  manager  and 
that  Medicare  would  exchange  office  space  with  the 
Blood  Banks  Association.  It  was  voted  to  ask  the 
Council  to  recommend  that  the  Trustees  vote  a sum 
not  to  exceed  $200  for  moving  expenses.” 

Approval  was  voted. 

“It  was  noted  that  there  would  be  no  private 
office  for  Mr.  Farrell  when  his  department  moves  to 
the  present  Blood  Banks  quarters.  The  committee 
decided  to  erect  movable  partitions.  While  it  was 
hoped  that  the  Office  for  Dependents  Medical  Care 
would  pay  for  these  partitions,  it  was  decided  to  ask 
the  Council  to  request  the  Board  of  Trustees  to 
appropriate  $601.43  to  cover  the  cost  of  the  installa- 
tion in  the  event  we  were  not  reimbursed  by  the 
Government.” 

Approval  was  voted. 

Publication  Committee. — Dr.  Anderton  reported 
for  Dr.  John  J.  Masterson,  chairman,  that  the 
regular  monthly  meeting  of  the  Publication  Com- 
mittee had  been  held  the  preceding  day. 

He  stated:  “The  editor  presented  Dr.  James 

Wall  of  Westchester  County  as  a member  of  the 
associate  editorial  board,  consultant  in  psychiatry. 
The  Council  is  requested  to  approve.” 

Approval  was  voted. 

Dr.  Anderton  continued:  “The  committee  ap- 

proved the  annual  dinner  for  the  associate  editorial 
board  on  October  9,  1957,  at  the  Hotel  Roosevelt. 
The  editor  reported  that  Dr.  Herman  Goodman  of 
the  New  York  City  Health  Department  wished  to 
submit  a series  of  articles  on  venereology.  The 
committee  decided  to  proceed  with  these.  It  was 
felt  that  a panel  discussion  on  Crash  Injuries  and 
Their  Prevention,  to  be  held  in  Cortland  at  the 
Sixth  District  Branch  on  September  25,  1957, 
should  be  recorded  for  possible  publication  in  the 
Journal. 

“Advertising  rates  for  the  1959  Medical  Directory 
were  discussed  The  committee  approved  con- 
tinuing the  rates  for  the  1957  edition,  with  an  in- 
crease for  a particular  one-page  insert.  After  dis- 
cussion, it  was  voted  to  continue  our  present  policy — • 
to  accept  advertising  of  ‘Bufferin.’ 

“The  business  manager’s  report  was  accepted.” 

Approval  of  the  report  as  a whole  was  voted. 

Planning  Committee  for  Medical  Policies.- — Dr. 

Frederick  A.  Wurzbach,  Jr.,  chairman,  was  excused. 

Dr.  Dattelbaum  stated:  “In  the  Planning  Com- 

[Continued  on  page  3904] 
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mittee  for  Medical  Policies  there  is  a Subcommittee 
on  Permanent  Headquarters.  That  title  necessi- 
tates a definite  obligation  of  finding  permanent 
headquarters  and  does  not  give  enough  leeway  to  use 
discretion  in  finding  a suitable  headquarters.  I 
would  like  to  have  it  stated  that  it  would  give  our 
committee,  of  which  Dr.  Mott  is  chairman,  the 
privilege  of  seeking  headquarters.  That  does  not 
tie  us  down  to  owning  a building,  because  we  have 
to  become  active  in  195S  in  looking  for  suitable 
quarters.” 

It  was  voted  that  the  subcommittee’s  name  be 
changed  from  “Permanent  Headquarters”  to 
“Suitable  Headquarters.” 

Public  Health  and  Education. — Dr.  Xorman  S. 
Moore,  chairman,  stated  that  he  had  attended  three 
meetings  and  arranged  1 1 postgraduate  lectures  and 
teaching  days  in  eight  counties  since  his  last  report 
to  the  Council. 

Dr.  Moore  presented  the  following  report: 

“1.  On  June  14,  1957,  a letter  was  written  to 
Mr.  Joseph  P.  Kelly,  Commissioner  of  Motor 
Vehicles,  incorporating  the  recommendations  for 
visual  qualifications  of  applicants  for  operators’ 
licenses,  which  were  drawn  up  by  the  Subcommittee 
on  Accident  Prevention. 

“2.  On  August  9,  1957,  a letter  was  sent  to  Mrs. 
Charlotte  Troutwine,  enclosing  a proposed  budget 
for  Lederle’s  consideration  in  connection  with  the 
monthly  informational  bulletin  of  postgraduate  edu- 
cation meetings  in  New  York  State.  No  opinion  on 
the  budget  has  been  received  to  date,  although  its 
receipt  has  been  acknowledged. 

“3.  A communication  was  forwarded  on  August  9 
to  the  presidents  of  the  count}'  medical  societies 
concerning  the  threatened  epidemic  of  Asian  influ- 
enza. It  enclosed  a copy  of  the  program  proposed 
by  the  American  Medical  Association’s  special  com- 
mittee and  of  a letter  from  the  Public  Health  Sur- 
geon General  to  Commissioner  Herman  E.  Hilleboe. 
An  advisory  committee  to  the  commissioner  has 
been  named  by  President  Givan.  They  are  Dr. 
Earle  G.  Brown,  Commissioner  of  Health  for  Nassau 
County;  Dr.  George  James,  Deputy  Commissioner 
of  Health,  New  York  City;  Dr.  Edwin  D.  Ivilbourne 
(virologist),  associate  attending  physician,  New 
York  Hospital,  and  Dr.  William  McCann,  professor 
of  medicine  emeritus,  University  of  Rochester 
School  of  Medicine  and  Dentistry.  Meetings  of 
this  committee  and  of  the  Council  Committee  with 
the  State  Department  of  Health  on  September  5 will 
be  reported  to  the  Council  on  September  12.” 

Dr.  Moore  also  stated:  “Regarding  the  meeting 

of  the  Subcommittee  on  Diabetes,  June  3,  with  the 
chairmanship  changing  the  next  week,  the  new  chair- 
man decided  not  to  distribute  the  letter  of  the 
former  chairman.  He  will  have  a meeting  on 
September  16  at  which  he  will  formulate  his  own 
views  and  the  views  of  the  committee  and  the  county 
chairmen  on  diabetes,  and  circulate  a letter  later. 

“The  meeting  on  June  27  with  Mr.  Albert  Abrams, 
director  of  the  New  York  State  Joint  Legislative 
Committee  on  Problems  of  the  Aging,  was  attended 


by  Drs.  Post  and  Zeman.  Dr.  Post  reported  to  the 
committee  last  week  that  Mr.  Abrams  is  going  to 
contact  local  medical  societies  for  opinions  regarding 
nursing  homes  being  under  the  Social  Welfare 
Department  or  Health  Department.  No  action 
was  taken. 

“On  August  29  I attended  a meeting  in  Albany  of 
municipal  and  county  health  officers,  who  heard 
from  Dr.  Hollis  Ingraham  the  rundown  on  the 
Washington  conference  called  by  the  United  States 
Public  Health  Service  the  two  preceding  days. 
And  on  September  5 we  had  a meeting  in  Albany  of 
the  Ad  Hoc  Advisory  Committee  on  Asian  Influenza 
and  a meeting  of  the  Council  Committee  on  Public 
Health  and  Education. 

“I  would  like  to  move  the  adoption  of  the  report 
in  the  agenda,  as  amended.” 

This  was  voted. 

Dr.  Moore  continued:  “There  was  a request 

from  Dr.  Stiles  D.  Ezell  to  change  the  Education 
Law  to  give  the  Board  of  Medical  Examiners  more 
freedom  in  operations.  At  the  present  time  they 
must  go  to  the  Legislature  every  time  they  change 
the  name  on  some  examination  or  group  of  examina- 
tions, and  they  would  like  to  change  Section  6507 
of  the  Education  Law  to  permit  a change  in  the 
designation  of  certain  subjects  given  in  the  licensing 
examination. 

“The  committee  approved  of  the  following  pro- 
posed change:  ‘The  examination  shall  consist  of 

such  subjects  as  the  Commissioner,  on  the  recom- 
mendation of  the  Board  and  with  the  approval  of  the 
Regents,  shall  by  regulation  prescribe.  The  Board 
shall  submit  to  the  Department  lists  of  suitable 
questions  for  thorough  examination  in  such  sub- 
jects.’ 

“In  other  words,  if  they  want  to  call  the  examina- 
tion ‘Microbiology,’  which  they  propose  to  do, 
instead  of  ‘Bacteriology,’  they  don’t  have  to  go  to 
the  Legislature.” 

Approval  was  voted. 

“At  a meeting  of  the  Committee  on  Public  Health 
and  Education  last  spring  it  was  voted  to  hold  a 
hearing  on  fluoridation,  at  which  the  committee 
would  obtain  the  opinions  of  three  scientists  for  and 
three  scientists  opposed  to  fluoridation  of  water 
supplies.  I obtained  the  board  room  at  the  New 
York  Hospital  for  September  27,  and  we  invited  six 
participants.  No  one  accepted.  Four  rejected. 
The  time  has  become  so  short  that  I asked  the  com- 
mittee last  week  to  postpone  action.  This  was 
voted.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“The  printed  agenda  spoke  of  a letter  that,  on 
June  14,  was  sent  to  the  Commissioner  of  Motor 
Vehicles  with  the  recommendation  of  the  Subcom- 
mittee on  Accident  Prevention.  Dr.  Haddon  has 
been  appointed  as  the  new  director  of  the  State 
Driving  Research  Center.  He  has  found  grave 
injustices  in  the  recommendations  that  we  made. 
He  came  to  Ithaca  and  spent  two  hours  with  me 
pointing  out  the  injustices  which,  if  the  Commis- 
sioner adopted  our  recommendations,  would  happen. 

[Continued  on  page  390C] 
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“I  reported  these  to  the  committee  last  week,  and 
I invited  Dr.  Haddon  to  talk  to  the  committee. 
Following  his  presentation,  which  is  in  a letter  to 
me,  showing  chapter  and  verse  and  giving  the 
reasons  that  these  may  cause  hardship  and  incon- 
sistencies, we  voted  that  the  letter  be  recom- 
mitted to  the  Subcommittee  on  Accident  Preven- 
tion.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“Last  spring  this  Council,  on  advice  of  Dr.  Red- 
way, committed  certain  articles  on  narcotic  control 
to  the  Committee  on  Public  Health  and  Education. 
Dr.  Redway  appeared  before  our  committee  last 
week  regarding  certain  articles  submitted  by  Dr. 
Herbert  Berger  on  narcotic  addiction  that  were  not 
suitable  for  publication  in  the  New  York  State 
Journal  of  Medicine.  He  pointed  out  that,  about 
a year  ago,  it  had  been  agreed  to  publish  articles  on 
both  alcoholism  and  narcotic  addiction  at  the  dis- 
cretion of  the  editor.  However,  in  this  instance, 
Dr.  Redway  did  not  wish  to  take  the  responsibility. 
It  has  been  through  three  consulting  editors  of  the 
Journal,  and,  with  that  information,  the  com- 
mittee voted  to  advise  Dr.  Redway  to  reject  the 
articles  and  suggest  to  Dr.  Berger  that  he  submit 
them  to  another  journal.  That  does  not  preclude 
any  further  articles. 

It  was  voted  to  adopt  this  portion  of  the  report. 

“Concerning  the  administration  of  Public  Law 
880,  there  came  to  the  Constituent  State  and  Terri- 
torial Medical  Associations  last  June  a request  from 
Dr.  Lull  that  each  constituent  medical  association 
should  offer  the  services  of  a medical  advisory  com- 
mittee to  the  Bureau  of  Old-Age  and  Survivors 
Insurance  District  Offices  which  are  responsible  for 
the  initial  development  of  information  on  which 
determinations  of  disability  under  Public  Law  880 
are  made,  and  to  the  designated  state  agencies 
(vocational  rehabilitation  in  all  but  five  states) 
which  make  such  determinations  and  refer  appli- 
cants for  vocational  rehabilitation  services. 

“The  law  in  a nutshell  is  this:  that  Old-Age  and 

Survivors  Insurance  now  can  operate  for  people 
disabled  at  fifty  or  slightly  above  fifty.  Here  is  one 
time  when  government  has  asked  medicine  to  set  up 
an  ad  hoc  committee  to  advise  them.  The  com- 
mittee recommends  that  Dr.  Givan  comply  with  the 
request.” 

It  was  voted  to  adopt  this  portion  of  the  report. 

“Last  year  Dr.  William  A.  Horowitz,  chairman 
of  the  Subcommittee  on  Mental  Health,  attended 
the  Third  Annual  Conference  of  Mental  Health 
Representatives  of  State  Medical  Associations,  as  a 
representative  of  the  Medical  Society  of  the  State 
of  New  York.  We  have  now  a request  from  Dr. 
Plunkett,  secretary  of  the  Council  on  Mental  Health 
of  the  American  Medical  Association,  that  we  send 
the  chairman  of  our  subcommittee  to  the  Fourth 
Annual  Conference  November  13,  1957,  at  the 
Drake  Hotel,  Chicago.  Last  year  it  cost  .$147.86, 
and  I presume  it  will  cost  more  this  year.  The 
committee  recommends  that  you  do  so.” 


It  was  voted  to  approve  the  recommendation. 

“There  is  a request  to  send  a representative  to  the 
1957  symposium  of  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association, 
October  1 1 at  the  University  of  Missouri  Medical 
Center,  Columbia,  Missouri.  It  is  the  opinion  of 
the  committee  that  it  is  not  of  importance  to  send 
such  a representative,  and,  as  we  have  no  subcom- 
mittee on  nutrition,  we  voted  to  decline  this.” 

It  was  voted  to  adopt  this  portion  of  the  report  and 

the  report  as  a whole. 

Asian  Influenza,  Advisory  Committee  on. — Dr. 

Moore,  chairman,  reported:  “On  September  5 I 

attended  a meeting  of  the  Advisory  Committee  on 
Asian  Influenza  in  Albany,  together  with  repre- 
sentatives from  the  following: 

Medical  Society:  Norman  S.  Moore,  presiding, 

A.  H.  Aaron,  Charles  D.  Post,  Thurman  B.  Givan, 
James  Greenough,  Laurance  D.  Redway,  Mr. 
Frederick  Miebach,  Mr.  Martin  Tracey. 

State  Health  Department:  Robert  M.  Albrecht, 

director,  Bureau  of  Epidemiology  and  Disease  Con- 
trol; Gilbert  Dalldorf,  director,  Division  of  Labora- 
tories and  Research;  Robert  F.  Korns,  assistant 
commissioner;  James  H.  Lade,  director,  Office  of 
Medical  Defense;  Granville  W.  Larimore,  deputy 
commissioner;  James  J.  Quinlivan,  director,  Office 
of  Public  Health  Education;  Mr.  George  Smith, 
director,  Polio  and  Asian  Flu  Vaccine  Unit. 

Advisory  Committee:  Hollis  S.  Ingraham  (for 

Commissioner  Hilleboe);  Earle  G.  Brown,  Nassau 
County  Health  Commissioner;  George  James, 
Deputy  Commissioner  of  Health,  New  York  City; 
James  Greenough,  past  president,  State  Medical 
Society;  Edwin  D.  Kilbourne,  virologist,  New  York 
Hospital;  William  S.  McCann,  professor  of  medicine 
emeritus,  Rochester  University  School  of  Medicine 
and  Dentistry. 

“This  committee  did  a thorough  job  in  taking  up 
the  epidemiology,  the  manufacture  of  vaccine, 
shortage  of  vaccine,  and  difficulties  that  might  be 
encountered  by  the  practicing  physician.  We  had  a 
good  discussion  for  about  two  and  one-half  hours. 

“In  the  afternoon  our  committee  met,  Dr.  Post, 
Dr.  Aaron,  Dr.  Larimore  (for  Dr.  Hilleboe,  who  is  in 
Europe),  Dr.  James  (for  Dr.  Baumgartner).  We 
also  had  present  Dr.  Redway,  Mr.  Miebach,  Mr. 
Tracey,  Mr.  Quinlivan,  director  of  the  Office  of 
Public  Health  Education,  and  Dr.  Haddon,  the 
director  of  Driver  Research  and  Testing  Center  in 
Albany. 

“This  is  a statement  that  the  committee  made 
regarding  the  meeting  in  the  morning,  which  it  had 
attended  by  invitation:  ‘The  committee  moved 

and  carried  that  in  publicity  covering  the  meeting 
that  morning  with  the  State  Department  of  Health 
there  should  be  a statement  as  follows:  “There 

was  harmony  of  opinion  and  unanimity  of  agreement 
between  the  State  Health  Department  and  the 
Medical  Society  of  the  State  of  New  York.  The 
Council  Committee  on  Public  Health  and  Education 
was  privileged  to  sit  in  on  a meeting  with  the  Health 
Department  on  September  5,  and  it  endorsed  certain 

[Continued  on  page  3908] 
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to  use  and  highly  informative. 
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recommendations,  pledging  the  support  of  the 
medical  profession  in  their  accomplishment.”  ’ 
“Part  of  that  meeting  was  the  agreement  that  a 
letter  would  be  sent  to  every  physician  in  the  State 
which  would  be  the  joint  effort  of  the  Commissioner 
of  Health  and  the  representatives  of  the  Medical 
Society. 

“ We  have  prepared  a letter  for  Dr.  Givan  and 
Dr.  Hilleboe  to  sign.  I will  read  its  second  draft: 

Dear  Doctor, 

This  is  the  second  of  a series  of  letters  to  you  on 
Asian  influenza.  In  the  first,  dated  August  23,  1957, 
we  reported  to  you  on  the  elaborate  information 
network  established  by  the  W.H.O.,  the  U.S.P.H.S., 
and  the  State  Health  Department,  by  which  prac- 
ticing physicians  are  able  to  get  current  information 
on  influenza.  Also  mentioned  was  the  need  for 
prompt  and  accurate  reporting  to  the  local  health 
officers  of  cases  of  flu-like  illness.  Without  such 
prompt  reporting  on  the  part  of  physicians,  the  vast 
surveillance  network  would  fail. 

This  letter,  prepared  jointly  by  the  State  Health 
Department  and  the  Medical  Society  of  the  State  of 
New  York,  contains  important  information  concern- 
ing the  new  monovalent  Asian  influenza  vaccine. 
On  the  inside  pages  you  will  find  authoritative  data 
concerning  the  vaccine,  its  preparation,  effectiveness, 
dosage,  reactions,  supply,  and  distribution.  In- 
cluded also  is  the  list  of  priority  groups  which  was 
developed  by  the  State  Health  Department  after 
consultation  with  the  State  Medical  Society,  the 
Conference  of  Mayors,  the  Association  of  Towns,  the 
Association  of  County  Officers,  and  the  Conference 
of  City,  County,  and  District  State  Health  Officers. 

These  priorities  were  developed  as  guides  to  local 
government  authorities  in  the  vaccination  of  persons 
whom  they  consider  necessary  for  the  maintenance 
of  essential  community  services  and  to  physicians  in 
the  use  of  their  supplies  of  Asian  influenza  vaccine. 
Recommendations  with  respect  to  medical  priorities 
are  also  included. 

From  time  to  time,  as  the  influenza  situation 
develops,  we  plan  to  send  you  additional  information 
which  we  hope  will  prove  helpful  to  you  in  the  care 
and  management  of  those  of  your  patients  who  may 
get  influenza. 

“The  reason  that  that  last  paragraph  is  in  there 
(the  Advisory  Committee  and  the  Council  Commit- 
tee on  Public  Health  endorse  it)  is  that  this  should 
be  in  two  parts,  one  all  about  the  vaccine.  Now,  in 
case  the  epidemic  occurs,  we  will  meet  again,  we  will 
talk  to  the  doctors  about  how  badly  the  flu  hits 
certain  groups  of  people,  such  as  people  with  pneu- 
monia, people  with  cardiac  failure,  people  with  lung 
congestion,  w'omen  in  the  third  trimester  of  preg- 
nancy, and  so  forth,  but  we  felt  that  wre  should  not 
stir  up  all  these  things  at  present.  However,  if 
something  did  develop,  we  would  meet  again  and 
get  out  a second  letter  from  Dr.  Givan  and  Dr. 
Hilleboe. 

“That  is  the  letter.  The  rest  of  it  is  about  the 
vaccine,  a very  good  statement.  I will  read  it  if  you 
want.  It  covers  the  vaccine  supply,  the  effective- 
ness of  the  vaccine,  the  dosage,  and  the  administra- 
tion for  preschool  and  school  children,  children  over 
thirteen  years  of  age,  and  adults. 


“Then,  at  the  request  of  Dr.  Givan,  Dr.  Harry 
Leibowitz,  secretary  of  the  Section  on  Allergy,  gave 
Dr.  Givan  enough  of  an  opinion  of  this  section  so 
that  I wrote  this  last  night: 

All  proposed  vaccine  recipients  should  be  ques- 
tioned regarding  any  history  of  sensitivity  to  egg 
proteins  before  administration  of  the  vaccine.  In 
individuals  who  are  hypersensitive  to  egg  proteins, 
severe  allergic  reactions  may  follow  vaccination  with 
any  egg  vaccine,  since  minimal  amounts  of  egg  pro- 
tein are  invariably  present  in  the  vaccine.  There- 
fore, such  persons  should  preferably  not  be  vaccinated 
with  an  egg  vaccine.  If,  however,  vaccination  in 
these  individuals  is  considered  essential,  it  should  be 
done  under  close  medical  supervision,  using  very 
small  multiple  doses  of  vaccine  over  an  extended 
period.  As  with  injections  of  any  material  con- 
taining a foreign  protein,  it  is  advisable  to  have  a 
syringe  containing  epinephrine  ready  for  emergency 
use. 

“That  may  be  a little  too  strong,  but  we  felt  that 
some  physicians  would  not  read  all  that  tells  about 
how  the  vaccine  is  made,  how  it  is  centrifuged,  and 
how  it  must  contain  a small  amount  of  allantoic 
fluid.  We  felt,  in  the  interest  of  safety,  we  should 
put  this  in. 

“This  will  be  distributed  in  something  like  this 
( illustrating ).  This  was  about  the  polio,  the  Salk 
shots,  but  we  did  not  have  the  chance  to  participate 
then.  This  was  all  of  the  State  Health  Department 
and  Advisory  Committee;  it  was  their  whole  show. 
So  Dr.  Hilleboe  wrote  a letter,  and  then  all  of  these 
recommendations  about  the  vaccine,  etc.,  were  in  a 
folder  like  this  ( illustrating ).  Now  it  is  proposed 
that  the  letter  by  Dr.  Givan  and  Dr.  Hilleboe  go  on 
the  front  page,  and  then  all  of  this  about  the  vaccine, 
the  dosage,  everything  about  it,  go  on  the  enclosure. 
It  is  a joint  affair,  and  I move  approval  so  Dr 
Givan  can  sign  the  letter  and  it  can  be  dispatched 
next  wreek.” 

Approval  was  voted. 

Public  Relations. — Dr.  John  F.  Rogers,  chairman, 
presented  the  following  report:  “In  keeping  with 

our  summer  plan,  the  field  representatives  restricted 
their  visits  to  county  medical  societies  and  worked 
in  the  field  whenever  necessary.  Most  of  their 
activities  were  carried  on  at  headquarters.  Among 
the  fall  projects  was  preparation  for  the  Eighth 
Annual  Conference  of  County  Medical  Society  Pub- 
lic Relations  Chairmen,  on  Saturday,  October  19,  at 
the  Hotel  Roosevelt,  New  York  City.  A well- 
rounded  program  is  nearing  completion.  A com- 
pilation of  public  relations  materials,  selected  from 
different  parts  of  the  country,  known  as  ‘Public 
Relations  Kit  for  County  Medical  Society  Public 
Relations  Chairmen’  also  was  undertaken. 

“Your  chairman  has  called  a meeting  of  your 
Committee  on  Public  Relations  prior  to  the  PR 
Conference  on  October  19  in  the  Hotel  Roosevelt. 

“Many  requests  for  literature  produced  bv  the 
bureau  continued  to  come  to  headquarters.  A 
request  for  1,000  copies  of  the  revised  ‘Guide  for 
Cooperation  for  Doctors,  Hospitals  and  Reporters’ 

[Continued  on  page  3910] 
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HOLBROOK  MANOR'S0 

Fiv«  Acr««  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P.  - 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


PINEWOOD  K;  irishWePnder"! 

Dr.  Walter  A.  Thompson,  F.  A.P.A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams,  shock  therapy,  selected  cases  of  alcoholism  and  addic- 
tion accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


IN  ELMS 

A Modern 

Paychiat rir  tloapit nl  Unit 

Selected  drug  and  alcohol  problems 
accepted. 
tin  lea  Moderate 

Eugene  N.  Boudreau,  M.D.,  Psychiatrist 
R.  Stuart  Dyer,  M.D.,  Asst.  P sychiatrist 
658  West  Onondaga  St. 
SYRACUSE,  N.  Y. 


HALL-BROOKE  ...  a modern  psychi- 
atric hospital  on  120  acres,  "1  -hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


WEST  U ILL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-lhe-Hudson,  [New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW'  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


PHONE:  CH  2-8686 

For  well  trained  highly  qualified  personnel 

MEDICAL  OFFICE  TECHNICIANS  or  SECRETARIES 
LABORATORY  or  X-RAY  TECHNICIANS 

N.  Y.  State  Licensed 
Day  & Eve  Courses 
Co-ed.  (Founded  1936) 
Get  free  Catalog  69 
85  Fifth  Avenue 
New  York^  3,  N.  Y 


to 

YAl 

BUTTERFIELD  8-0040  Mae  E.  Curtis,  R.N.,  Licensee 
DAY  and  NIGHT  SERVICE 

.E  REGISTRY  FOR  NURSES 

21  EAST  74th  STREET,  NEW  YORK  21,  N.  Y. 
“ SPECIALIZING  IN  HOME  NURSING ” 
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was  received  from  the  National  Publicity  Council 
for  Health  and  Welfare  Services,  Inc.  On  another 
occasion,  Dr.  C.  Grenes  Cole,  secretary,  Louisiana 
State  Medical  Society,  ordered  1,000  copies  of 
‘What  Price  Your  Life.’  The  San  Bernardino 
County  Medical  Society,  California,  requested  per- 
mission to  reprint  ‘Telephone  Cues  for  Medical 
Personnel.’ 

“Working  closely  with  the  AMA,  the  bureau  ob- 
tained supplies  of  two  new  pamphlets.  The  bureau 
has  received  5,000  copies  of  ‘What  Everyone  Should 
Know  About  Doctors,’  which  it  plans  to  distribute. 
In  addition,  5,000  copies  of  another  booklet,  ‘Your 
Family  Health  Record,’  have  been  ordered. 

“The  work  of  aiding  the  Woman’s  Auxiliary  con- 
tinued. The  bureau’s  liaison  representative  assisted 
the  Auxiliary  in  planning  the  1958  Poster  Contest, 
the  postconvention  issue  of  the  Distaff,  the  Fall 
Conference  of  Presidents  and  Presidents-elect,  and 
the  State  Fair  exhibit.  He  also  helped  in  putting 
up  and  manning  the  exhibit  at  the  State  Fair  from 
August  30  to  September  2.  Conferences  also  were 
held  with  the  new  president,  president-elect,  chair- 
man of  the  Advisory  Committee,  and  the  State  PR 
chairman. 

“The  bureau’s  director  and  members  of  the  staff 
attended  several  important  meetings.  Mr.  Mie- 
bach  and  Mr.  Tracey  attended  the  Annual  Health 
Conference  June  23-27  in  Albany  under  the  auspices 
of  the  New  York  State  Department  of  Health.  On 
August  27,  in  Chicago,  the  director  attended  a 
meeting  of  representatives  of  the  major  ethical  drug 
houses  and  the  current  and  past  members  of  the 
AMA’s  Public  Relations  Advisory  Committee.  The 
field  men,  Mr.  Schuyler,  Mr.  Walsh,  and  Mr.  Tracey, 
as  well  as  Mr.  Miebach,  participated  in  the  AMA’s 
PR  institute  in  Chicago  August  28  and  29. 

“At  the  time  this  report  is  being  written,  Mr. 
Miebach  and  Mr.  Tracey  plan  to  attend  meetings 
arranged  by  the  State  Health  Department  and  our 
own  special  committee  to  discuss  the  Asian  flu 
problem  in  Albany  on  September  5. 

“Requests  for  assistance  from  writers  continued. 
The  bureau  aided  them  to  obtain  interviews  with 
doctors  in  regard  to  articles  to  be  published  in  such 
publications  as  the  American  Weekly.  At  the 
request  of  the  director  of  public  relations  of  the 
California  Medical  Association,  the  bureau  for- 
warded information  on  how  we  obtained  a lessened 
rate  of  postage  for  Newsletter.  As  a result,  Mr. 
Ed  Clancy,  the  California  Medical  Association’s 
public  relations  director,  has  advised  us  that  ‘it  now 
looks  as  if  we’ll  be  saving  around  $200  per  month  on 
ours  newsletter  mailings.’ 

“The  Montgomery  County  Medical  Society  and 
the  Fulton  County  Medical  Society,  working  in  co- 
operation with  the  bureau,  have  made  arrangements 
to  hold  their  second  jointly  sponsored  course  for 
medical  assistants  in  the  Hotel  Johnstown  on 
October  10. 

“Carrying  out  the  mandate  of  the  House  of  Dele- 
gates, transmitted  to  your  committee  by  the  Coun- 
cil, your  chairman,  on  July  12,  sent  a letter  request- 


ing their  support  in  implementing  our  Society’s  1 1- 
point  public  relations  program,  to  the  county 
medical  society  presidents,  secretaries,  and  public 
relations  chairmen. 

“We  have  received  grateful  acknowledgments 
from  two  New  York  organizations.  Mr.  Theodore 
F.  Childs,  president,  Lenox  Hill  Hospital,  sent  us  a 
letter  in  which  he  expressed  his  appreciation  for 
‘your  cooperation  in  helping  us  on  the  occasion  of  our 
Hundredth  Birthday  Celebration.’  Mrs.  Meadie 
M.  Switzer,  working  with  State  Senator  George  R. 
Metcalf,  expressed  thanks  for  ‘your  cooperation  in 
providing  information  for  the  booklet,  “A  Health 
Career  for  You  in  New  York  State.’” 

“The  members  of  the  Council  are  aware  of  the 
publicity — first  bad,  then  good — due  to  the  prompt 
action  of  the  Sulffolk  County  Medical  Society  that 
followed  the  rescue  of  a boy  from  a well.  If,  in  the 
future,  any  similar  situation  should  arise,  your 
chairman  invites  you  to  bring  the  matter  promptly 
to  his  attention  or  the  attention  of  Mr.  Miebach. 
In  this  connection,  your  chairman  also  invites  you  to 
utilize  the  services  of  the  bureau  whenever  contacted 
by  media  of  public  information,  such  as  the  press, 
radio,  or  television,  for  the  purpose  of  making  a 
statement  regarding  State  Society  matters. 

“In  accordance  with  another  mandate  of  the 
House  of  Delegates,  the  ‘Standards  of  Practice  for 
Doctors  and  Lawyers’  has  been  published  in  the 
September  1 issue  of  the  New  York  State  Journal 
of  Medicine.  Accompanying  is  an  editorial, 
‘Why  Standards  of  Practice  for  Doctors  and  Law- 
yers,’ which  was  prepared  by  the  Bureau.  The 
legal  profession  also  has  taken  steps  to  see  that  the 
text  of  this  guide  is  made  known  to  every  lawyer  in 
the  State.  The  June  issue  of  the  Bar  Bulletin  of  the 
New  York  State  Bar  Association  carried  the  entire 
text,  preceded  by  an  introduction  which  concludes 
with  this  statement:  ‘If  lawyers  and  physicians  in 

New  York  and  elsewhere  would  carefully  read  this 
code  from  time  to  time  and  attempt  sincerely  to 
comply  with  it,  a major  portion  of  the  physician- 
lawyer  relationships  would  cease  to  be  a problem. 
These  “Standards”  represent  a commendable  effort 
by  the  two  professions  to  arrive  at  a mutual  under- 
standing that  is  certain  to  operate  to  the  benefit  of 
the  public  and  to  assist  in  the  administration  of 
justice.’  The  text  also  was  published  in  two  suc- 
ceeding editions  of  the  New  York  Law  Journal  and 
has  been  incorporated  in  McKinney’s  Consolidated 
Laws  of  New  York. 

Dr.  Rogers  stated:  “I  would  like  to  have  the 

‘Standards  of  Practice  for  Doctors  and  Lawyers’ 
included  in  future  editions  of  the  book  which  con- 
tains our  Principles  of  Professional  Conduct  as  well 
as  in  the  Medical  Directory  of  New  York  State,  and 
in  order  to  make  the  record  clear,  I move  that  the 
Council  approve  of  the  publication  of  both  the 
‘Standards’  and  the  ‘Guide  for  Professional  Con- 
duct’ in  future  editions  of  the  booklet  and  the 
Directory  which  now  contain  our  Principles  of  Pro- 
fessional Conduct.” 

At  the  suggestion  of  the  president,  Dr.  Rogers 
[Continued  on  page  3912] 
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in  arthritis , BUFFERIN®  because . . . 

...in  the  majority  of  your  arthritic  cases  Bufferin  alone  can  safely  and 
effectively  provide  adequate  therapeutic  control  without  resorting  to  the 
more  dangerous  cortisone-like  drugs. 

. . . Bufferin  is  better  tolerated  by  the  stomach  than  aspirin,  especially 
among  arthritics  where  a high  dosage,  long  term  salicylate  regimen  is 
indicated. 

...Bufferin  provides  more  rapid  and  more  uniform  absorption  of 
salicylate  than  enteric-coated  aspirin. 

...even  in  the  relatively  few  cases  where  steroids  are  necessary,  use  of 
Bufferin  will  allow  proper  flexibility  for  indivi 

. . . Bufferin  is  more  economical  for  the  arth- 
ritic who  requires  a long  period  of  medication. 

...Bufferin  contains  no  sodium,  thus  mas- 
sive doses  can  be  safely  given  without  fear  of 
sodium  accumulation  or  edema. 

Each  sodium-free  B UFFERIN  tablet  contains  acetylsalicylic  acid 

5 grains,  and  the  antacids  magnesium  carbonate  and  aluminum  glycinate. 

Bristol-Myers  Company,  19  West  50  Street,  New  York  20,  New  York 
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agreed  that  this  should  be  referred  to  the  Publication 
Committee  for  report  to  the  Council. 

It  was  voted  to  adopt  the  report  as  corrected. 

Rural  Medical  Service. — Dr.  Leo  E.  Gibson, 
chairman,  reported:  “The  Committee  on  Rural 

Medical  Service  has  not  had  a meeting,  but  I can 
report  progress  on  matters  which  they  have  had 
under  consideration.  The  Community  Survey  for 
Doctors  under  the  direction  of  the  Department  of 
Rural  Sociology  at  the  State  College  of  Agriculture 
at  Cornell  University  has  sent  out  this  questionnaire, 
which  consists  of  about  45  pages,  to  100  communities 
and  40  counties  of  New  York  State.  It  is  a very 
comprehensive  questionnaire,  and  I think  a very 
good  one. 

“A  definite  request  which  I would  like  to  make  is 
that  Professor  Ellenbogen,  who  has  been  invited  by 
Dr.  Crockett  to  attend  a study  conference  on  rural 
health  which  he  is  holding  at  Purdue  University  in 
October,  be  authorized  by  the  Council  to  attend, 
and  have  his  expenses  paid.” 

Approval  ivas  voted  for  Professor  Ellenbogen  to 

attend  and  the  report  as  a whole  was  accepted. 

War  Memorial. — Dr.  Walter  W.  Mott,  chairman, 
reported:  “The  beneficiaries  continue  to  be  appre- 

ciative of  the  increase  in  stipend  from  $600  to  $900 
per  annum. 

“One  case  arose  this  summer,  where  a mother 
requested  an  allowance  toward  her  daughter’s  ex- 
penses at  a private  secondary  school.  The  com- 
mittee decided  that  there  was  not  sufficient  justi- 
fication to  allow  this,  as  the  fund  was  established  to 
help  in  college  and  postgraduate  education,  and  the 
mother  was  so  advised.  The  position  of  the  com- 
mittee was  strengthened  by  an  opinion  from  legal 
counsel,  in  a letter  from  Mr.  Bell,  in  which  he  stated, 
‘It  is  our  present  feeling  that,  while  there  may  be  no 
legal  encumbrance  to  the  granting  of  financial 
assistance  in  the  instant  case,  in  the  absence  of  very 
special  circumstances  indicating  such  action,  a 
precedent  may  be  set  up  that  would  result  in  utiliz- 
ing the  Fund  for  a purpose  for  which  it  was  not 
primarily  designed.” 

It  was  voted  to  approve  the  report. 

Woman’s  Auxiliary,  Advisory  to.  -Dr.  Samuel  Z. 
Freedman,  chairman,  stated:  “I  want  to  report 

that  I was  at  the  Syracuse  Fair  and  saw  the  work  of 
the  Woman’s  Auxiliary  in  connection  with  the 
exhibit.  We  could  have  used  more  space.  It  had 
a very  active  setup,  well  attended,  and  the  women 
were  doing  a splendid  job.  What  is  really  being 
done  by  our  women  is  splendid!” 

Workmen’s  Compensation. — Dr.  Gerald  D.  Dor- 
man, chairman,  presented  the  following  report: 
“Your  chairman  reports  that  this  bureau  sent  on 
June  13,  1957,  copies  of  the  proposed  workmen’s 
compensation  fee  schedule  to  each  of  the  county 
medical  societies.  A covering  letter  urging  prompt 
action  in  returning  comments  was  sent  at  the  same 
time.  Very  few  county  societies  complied,  and  as  a 


result  a follow-up  letter  has  been  sent. 

“The  ninety-day  deadline  set  by  Miss  Parisi  for 
additional  amendments  to  the  proposed  schedule  has 
drawn  to  a close.  Permission  was  requested  and 
granted  by  Miss  Parisi  to  extend  the  date  by  which 
all  suggestions  are  to  be  in  her  office,  to  October  1, 
1957.  In  general  the  comments  made  by  the 
societies  for  those  schedules  already  returned  with 
notations  have  been  favorable,  and  very  few 
changes  have  been  suggested. 

“Arbitrations  on  disputed  medical  bills  to  insur- 
ance carriers  were  held  June  24  through  28,  in  the 
following  cities:  Binghamton,  Utica,  Syracuse, 

Rochester,  and  Buffalo.” 

The  report  was  adopted. 

Ad  Hoc  Committee  to  Determine  the  Feasibility 
of  Contracting  for  a Report  on  the  Organization  of 
the  Medical  Society  of  the  State  of  New  York. — 

Dr.  James  Greenough,  chairman,  presented  the 
following  report,  which  was  distributed  at  the 
meeting. 

The  Ad  Hoc  Committee  to  study  the  feasibility  of 
a report  on  the  organization  of  our  Society  by  a 
firm  of  management  consultants  met  at  9:00  a.m., 
July  30,  1957,  in  the  Society  offices. 

Present  were  the  committee:  Dr.  James 

Greenough,  chairman;  Dr.  Renato  J.  Azzari,  Trus- 
tee; Dr.  Henry  I.  Fineberg,  Councillor;  Dr. 
Thurman  B.  Givan,  President,  ex  officio,  and  Dr. 
Walter  P.  Anderton,  Secretary,  ex  officio. 

The  Heller  Report  on  the  Organization  of  the 
American  Medical  Association  was  reviewed.  A 
letter  from  Dr.  George  F.  Lull  stated  that  the 
AM  A paid  $30,000  for  the  survey,  plus  out-of-pocket 
expenses  for  the  men  engaged  in  the  survey,  which 
was  estimated  at  $5,000  to  $10,000. 

A survey  made  by  the  firm  of  Rogers,  Slade  and 
Hill,  of  New  York  City,  for  the  Medical  Society  of 
the  State  of  Pennsylvania  in  1956,  was  also  re- 
viewed. A letter  from  Dr.  Elmer  G.  Shelley, 
president  of  the  Society,  was  read. 

It  was  the  unanimous  opinion  of  the  committee 
that  a study  similar  to  that  the  Heller  Associates 
made  of  the  AMA,  or  that  which  the  firm  of  Rogers, 
Slade  and  Hill  made  for  the  Society  of  the  State  of 
Pennsylvania,  should  be  authorized  by  the  Council. 
It  was  also  the  unanimous  opinion  of  the  committee 
that  this  study  could  not  be  made  by  officers  or 
members  of  the  Medical  Society  of  the  State  of 
New  York.  The  chairman  was  authorized  to  write 
to  the  aforementioned  firms  requesting  information 
about  such  a survey. 

The  following  are  excerpts  of  a letter  from  Mr. 
Roscoe  C.  Edlund,  Manager  of  Survey  and  Con- 
sulting Services  to  Professional  Associations,  dated 
August  16,  1957: 

Rogers,  Slade  and  Hill  as  consultants  to  management, 
and  I,  as  manager  of  our  work  with  professional  associa- 
tions, would  be  pleased  to  serve  the  Medical  Society  of  the 
State  of  New  York  along  the  lines  of  your  letter  of  August  1 
supplemented  by  the  conversation  I have  had  with  Dr. 
Anderton  at  the  Society  office,  and  the  telephone  talk 
with  you. 

We  suggest  a preliminary  exploratory  survey  at  moderate 
[Continued  on  page  3914] 
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cost  in  order  that  we  here  may  become  acquainted  with  the 
management  problems  of  the  Society,  and  in  order  that  you 
or  a committee  may  have  opportunity  to  see  the  values  of 
our  work  and  then  to  decide  how  much  further  the  survey 
should  go. 

This  is  an  assignment  to  which  I would  give  my  own  time. 
The  regular  fee  for  my  time  is  $200  a day,  plus  necessary 
out-of-pocket  expense  such  as  travel  and  long  distance 
telephone.  We  suggest  an  exploratory  study  at  the  rate 
of  $2,700.  This  is  based  on  tw'o  weeks  in  the  office  of  the 
Society  and  in  interviews  with  a few  of  the  most  active  and 
interested  members.  In  addition,  reports,  literature, 
minutes,  financial  records,  and  other  pertinent  materials 
would  be  studied. 

After  further  days  analyzing  the  information  gathered  in 
these  ways  we  would  report  orally  to  you  or  a committee. 
In  such  face-to-face  discussions,  we  would  outline  the 
problems  revealed  by  the  initial  contacts  and  would  indi- 
cate what  further  survey  steps  would  be  recommended  and 
what  the  costs  would  be.  This  is  the  procedure  we  fol- 
lowed with  the  Pennsylvania  Society  and  with  other  organ- 
izations. For  client  organizations,  and  for  ourselves,  it  is 
the  sensible  way  to  proceed  because  without  preliminary 
study  of  this  kind  it  is  impossible  to  know  what  the  prob- 
lems are  and  what  time  will  be  involved  in  studying  them 
and  arriving  at  pertinent  recommendations. 

In  Pennsylvania  the  final  survey  cost  was  $7,200,  plus 
out-of-pocket  expense  amounting  to  $770.  Your  Society 
is  bigger,  and  it  has  a staff  and  office  force  50  per  cent 
larger  than  Pennsylvania.  While  we  can  at  this  time  make 
no  firm  estimate  of  the  cost  of  the  completed  survey  we 
think  that  the  service  fee  need  not  exceed  $10,000.  Travel 
expense  may  be  somewhat  greater  than  in  Pennsylvania 
but  not  excessively  so. 

If  you  accept  our  proposal  we  suggest  a payment  of  $700 
when  the  work  begins,  and  the  balance  when  we  meet  you 
or  the  committee  for  the  oral  report.  Out-of-pocket  ex- 
pense is  billed  monthly,  as  incurred. 

“A  confidential  abridged  report  rendered  to  the 
Medical  Society  of  the  State  of  Pennsylvania  has 
been  received.  Portions  of  this  report  will  be 
introduced  at  the  Council  meeting. 

“On  the  record,  on  September  9,  a letter  was  sent 
from  Robert  Heller  & Associates,  which  I wall  read: 

At  the  conclusion  of  my  meeting  last  Friday  with  Dr. 
Walter  P.  Anderton  concerning  the  possibility  that  we 
might  be  engaged  by  the  Medical  Society  of  the  State  of 
New  York,  he  suggested  I write  you  outlining  how  we 
would  propose  undertaking  such  work. 

As  I told  Dr.  Anderton,  we  in  our  firm  are  much  inter- 
ested in  the  assignment  for  your  Society,  and  would  wel- 
come the  opportunity  to  undertake  it  for  you.  We  believe 
we  have  the  skill,  experience,  and  other  qualifications 
needed  to  serve  you  well. 

The  Assignment. — As  we  understand  it,  the  scope  of  the 
proposed  assignment  is  essentially  the  same  as  that  of  the 
project  we  undertook  for  the  American  Medical  Association 
recently.  It  would  include  a comprehensive  evaluation  of 


the  Society’s  functions  and  activities,  its  organization 
structure  and  administrative  policies,  and  its  office  facil- 
ities and  business  practices.  Based  on  that  study  we 
would  recommend  such  changes  as  would  enable  the 
Society  to  improve  its  service  to  members  and  better 
attain  its  objectives. 

“They  then  outline  the  procedure  and  the  staff: 

The  assignment  for  the  Society  would  be  carried  on  by 
two  of  our  seasoned  associates,  who  would  devote  their 
full  business  time  to  it.  Subject  to  prior  commitment, 
the  work  would  be  under  my  general  supervision. 

(This  is  Mr.  C.  George  Krogness.) 

“They  then  give  references  and  what  they  have 
done,  and  it  states  toward  the  end  of  the  letter: 

With  our  present  knowledge  of  the  Medical  Society  of 
the  State  of  New  York,  we  are  confident  the  assignment 
could  be  completed  in  a period  from  two  to  two  and  one- 
half  months  from  the  time  we  start.  The  precise  dura- 
tion would,  of  course,  be  determined  after  the  assignment 
is  under  way. 

Depending  on  the  amount  of  time  required,  the  fee  for 
our  services  would  be  between  $22,000  and  $25,000. 
In  no  event  would  it  exceed  the  maximum  figure.  Con- 
ceivably it  could  be  less.  In  addition,  we  would  ask  for 
reimbursement  of  out-of-pocket  expenses.  While  it 
is  difficult  to  estimate  these  expenses,  past  experience 
indicates  that  they  should  be  no  more  than  10  to  15  per 
cent  of  the  fee.  Such  expenses  would  be  incurred  only 
after  being  approved  in  a general  way  by  your  secretary 
and  general  manager. 

Should  we  be  selected  for  the  work,  we  could  work  out 
an  acceptable  starting  date  and  would  submit  our  pro- 
posal as  contained  herein  in  a formal  letter  of  agreement. 

“That  covers  what  has  been  heard  from  the  two 
firms  whom  we  have  investigated.  There  is  quite  a 
little  more  material  here  which  would  be  available 
to  the  Board  of  Trustees  if  they  wash  to  discuss  the 
matter. 

“I  would  like  again  to  repeat  that  your  committee 
strongly  recommends  that  such  a study  be  made  and 
presents  this  material  for  your  information.  I 
might  say  that  Dr.  Anderton  had  interviewed  both 
Mr.  Edlund  and  Mr.  Krogness,  and  can  probably 
tell  you  much  more  than  I can.  I,  unfortunately, 
was  unable  to  see  them.’’ 

After  discussion,  it  was  voted  that  the  Council 
recommend  to  the  Trustees  that  Rogers,  Slade  & 
Hill,  as  consultants  to  management,  be  authorized 
to  proceed  according  to  their  prospectus,  to  the 
extent  of  $2,700. 

(The  Trustees  voted  to  defer  action.) 


There  is  no  excellent  beauty  that  hath  not  some  strangeness  in  the  'proportion. — Francis  Bacon 
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CLASSIFIED  ADVERTISING 


PSYCHIATRISTS  and  PHYSICIANS 

CHALLENGING  OPPORTUNITIES 

in  California’s  unprecedented  mental  health  and 
rehabilitation  programs! 

Choose  from  among  26  State-operated  facilities  in  as 
many  locations.  Employment  interviews  twice  monthly 
in  San  Francisco  and  Los  Angeles.  Interviews  in 
November  in  New  York,  Chicago  and  Denver.  No 
written  examination  required.  Three  salary  groups: 
$950-$1050  a month,  $1000-$]  100  a month,  $1100- 
$1200  a month  Annual  merit  increases ....  Liberal 
retirement  plan.  . .and  other  benefits:  Write 

Medical  Recruitment  Unit  State  Personnel  Board,  Box 
B 801  Capitol  Avenue  Sacramento,  California 


OPPORTUNITY  IN  ROCKLAND  COUNTY,  N.  Y. 

West  Nyack — in  New  York’s  fastest  growing  county  25  mi. 
north  of  N.Y.  City — wants  specialists:  allergist,  ENT,  sur- 
geon, psychiatrist,  ob/gyn,  dermatologist.  Unusually  at- 
tractive air-conditioned  prof.  bldg,  at  Historic  Corner. 
Dentist  and  Internist  alreday  established  in  project.  Write 
Riverstrip,  Nyack,  N.  Y.t  or  phone  Nyack  7-0063. 


SPECIA LIST  WANTED 

Otolaryngologist,  recent  graduate,  to  associate  with  Ophthal- 
mologist. Excellent  salary  and  opportunity  to  take  over 
practice.  Apply  i)r.  William  T.  Boland,  378  West  Church 
St.,  Elmira,  New  York. 


WANTED 

Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659.  N Y.  St.  Jr.  Med 


WANTED 

General  practitioner,  Young  for  practice  in  Manhattan. 
$ 12.000  to  start;  $ 15.000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


Village  of  Earlville  offers  physician  excellent  opening.  Large 
area  supported  two  doctors  for  years — one  remaining  now 
leaving.  Located  on  N.  Y.  Route  12-B  five  miles  below  Col- 
gate University  and  new  Hamilton  Hospital.  For  further 
information  contact  Francis  Drazek,  D.V.M.  and  Mayor. 
Earlville,  N.  Y. 


WANTED 

Full  time  employment  offered  Board  Eligible  Otolaryngolo- 
gist. Expanding  New  York  suburban  area  practice.  In- 
quiries invited.  Box  676,  N.  Y.  St.  Jr.  Med. 


General  Practitioner  wanted  as  associate.  N.Y.  License  re- 
quired and  military  service  fulfilled.  Salary  accordingly  to 
training  and  experience.  Opportunity  for  advancement  or 
partnership.  Box  681,  N.  Y.  St.  Jr.  Med. 


Ophthalmologist,  Board  certified  or  qualified,  wanted  at 
once  to  head  department  for  ten  man  group  located  upstate 
New  York.  Will  be  introduced  to  large,  established  prac- 
tice. Hospital  privileges,  salary  and/or  percentage  leading 
to  partnership.  Box  682,  N.  Y.  St.  Jr.  Med. 


PHYSICIAN  WANTED 


Physician  (Full  time  & permanent)  Position  with  major  ca- 
sualty insurance  company  in  New  York  City.  Preferable  age 
35-40.  New  York  license  required.  Send  qualifications  to 
Box  684,  N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


WANTED 


Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659,  N.  Y.  St.  Jr.  Med. 


SITUATION  WANTED 


Dermatologist:  Board  certified  desires  association  witli  der- 
matologist or  group.  New  York  City  or  vicinity.  Excellent 
experience  private  practice.  Box  683,  N.  Y.  St.  Jr.  Med. 


Experienced  GP,  39.  American,  seeks  association  full  or  part 
time  or  take  over  practice  in  Bklyn.  or  environs.  Can 
invest.  Box  680.  N.  Y.  St.  Jr.  Med. 


Hudson  River  community  of  7,000  with  projected  growth  of 
30,000;  50  miles  from  New  York.  Opportunity  for  Obste- 
trician, Internist,  Ear,  Nose  and  Throat  and  other  specialists 
in  Professional  Building  opening  January.  First  in  25  mile 
radius.  Local  hospital  fully  approved.  Write  Storm  King 
Professional  Building,  255  Hudson  St.,  Cornwall  on  Hudson, 
N.  Y. 


A SPECIAL  MESSAGE  TO 
PHYSICIANS  FROM  THE 
U.  S.  TREASURY 

In  planning  your  savings  and  investment  pro- 
gram, you  may  wish  to  consider  including  Series  E 
Savings  Bonds  (for  future  income)  and  Series  H 
Bonds  (for  current  income). 

Series  E Bonds  now  earn  3V4%.  compounded 
semi-annually,  when  held  to  maturity;  mature 
sooner , in  8 years  and  11  months,  and  earn  substan- 
tially higher  yields  in  the  earlier  years.  Interest  is 
added  to  cash  value  every  6 monchs. 

Series  H Bonds  now  pay  3lA%  when  held  to 
maturity;  mature  in  10 years  and  pay  substantially 
higher  yields  in  the  earlier  years.  Interest  is  paid  by 
semi-annual  Treasury  check. 

****** 

Annual  limit  on  holdings:  $10,000  maturity 
value  of  E Bonds,  $10,000  par  value  for  H Bonds 
in  any  one  calendar  year. 

****** 

Series  E and  H Savings  Bonds  are  available 
through  your  bank. 
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in  acne 


“results  were  uniformly  encouraging 1,1 


® 

Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex ® 
washings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 


For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

1.  Hodges,  F.  T.:  GP,  14: 86,  Nov.,  1956. 
pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.Y. 
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FOR  RENT 


Neuropsychiatrist’s  Office.  Central  Queens  location.  Spa- 
cious waiting  and  consulting  rooms.  Also  readily  adaptable 
to  other  specialties.  Reasonable  terms.  For  details  call 
N.Y.C.  BOulevard  3-9066. 


MEDICAL  OR  DENTAL  OFFICE 
IN  LOWER  W’ESTCHESTER 
Immediate  Occupancy! 

Unique  opportunity  for  MD  in  long  established  professional 
bldg,  centrally  located.  Tele  ans  service  incl. 

WILJON  ASSOC. 

60  E.  Hartsdale  Ave.,  Hartsdale.  WH  9-6929. 


FOR  RENT 


East  Northport — Doctor’s  office — above  drug  store  in  an  ag- 
gressive town.  Building  known  as  occupied  by  a physician. 
A.  Patiky,  38  Laurel  Road,  East  Northport  or  Phone 
AN  1-1628. 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet;  24  hour  telephone 
service  included.  Call  ULSTER  5-3767. 


FOR  RENT 


Fully  equipped  medical  office,  full  or  part  time  in  air  condi- 
tioned professional  building  in  central  Long  Island.  Call 
ULSTER  5-4463,  Monday,  Friday,  or  Saturday  9:00  A.M.— 
12:00. 


FOR  RENT 


Fully  equipped  medical  office,  6 rooms  air  cond.  prof.  bldg, 
on  52nd  St.  near  park  Ave.  New  York  City,  exclusive  use  3 
to  6 P.M.  Mon.  Wed.  Fri.  also  Wed.  A.M.  X-ray  nurse 
techn.  lab  in  building.  McDonald  Suites,  Call  Eldorado 
5-853 1 . 


FAR  ROCKAWAY  FOR  RENT 


Terrific  set-up  for  doctor  or  dentist.  7 rooms  on  beautiful 
estate.  Main  floor.  Private  driveway.  4 entrances.  Large 
porch.  Beamed  ceiling.  Fireplaces.  Conservatory,  Etc. 
appointment,  FA  7-0765.  Evenings:  MAyfair  3-4818. 


OFFICES  AVAILABLE — QUEENS,  N.Y. 


FLUSHING — Fresh  Meadows,  desirable  new  residential  lo- 
cation. New  street  level  apt.  suitable  professional  office  use. 
Private  entrance,  near  bus,  shopping  and  other  professionals. 
53-14  Hollis  Ct.  Blvd.  Faculty  1-0841. 


GIVE  TO 


CONQUER  CANCER 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33‘/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician-Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  HO4-1100. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state. 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


FOR  SALE 


Home-office  combination;  5-room  completely  equipped 
office,  including  lab.;  large  attractive  home,  in  business  sec- 
tion of  small  upstate  city.  Especially  good  opportunity  for 
pediatrician,  E.  N.  T.,  or  general  practitioner.  Box  675, 
N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Standard  x-ray,  used,  new  tube  insert,  horizontal  and  verti- 
cal fluoroscopy,  60  MA  and  Bucky.  8400.00.  Mrs.  G.  D. 
Hoffeld,  38  First  St.,  Troy,  New  York. 


LONG  ISLAND 


MERRICK — Main  throughfare — Ideal  Professional  -Large 
new  custom  built  split  level,  3 bedrooms,  3 baths,  100  X 
100  corner,  grade  level  front  office  13  X 25  adjoining  bath, 
full  basement,  2 zone  heating,  brick  & cedar  shingles,  price 
$26,990,  also  other  good  location  in  Bellmore,  Victor  Cratty 
Sunset  5-2961. 


Montclair,  N.  J.,  2>/s  & 4 rooms.  Will  be  rented  individually 
or  as  one  unit.  Modern  luxury  type  apts.;  5 Roosevelt 
Plate;  Tel.  Pilgrim  6-1799. 


CLASSIFIED 

ADVERTISEMENTS 

CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time $1.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times 90 

24  Consecutive  times ...  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
Copy  must  reach  us  20  days  before  date  of 
publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 

New  York  State  Journal  of  Medicine 
386  Fourth  Ave.,  New  York  16,  New  York 


ON  THE  JOB! 

Dedicated  to  meeting  present-day  community  needs, 
the  programs  of  the  American  Red  Cross  Nursing 
Services  include  important  participation  in  the  Blood 
Program,  public  courses  of  instruction  in  home  care 
of  the  sick  and  mother  and  baby  care,  the  training  of 
volunteer  nurse's  aides  and  training  for  disaster  nurs- 
ing. Support  your  Red  Cross.  JOIN  AND  SERVE! 


MEDICAL-DENTAL  CREDIT  BUREAU,  Simon  Elisberg, 
M.D.,  Director;  Est  20  yrs.  for  th«  collection  of  delinquent 
medical  accounts;  Rate*  on  accounts  over  $25. 0C? — \4- 
80  West  Kingsbridge  Rd..  New  York  68.  N.  Y.  CY-8-8267. 
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for  your  below-par  patients 

TROPH-IRON* 

' 

B12—  Iron-Bi 

Many  adult  patients  who  are  finicky  eaters  find  their  appetites 
improved  by  ‘Troph-Iron’  therapy.  In  addition  to  stimulating  appe- 
tite in  these  patients,  ‘Troph-Iron’  corrects  the  nutritional  iron 
deficiency  that  often  accompanies  poor  eating  habits. 

‘Troph-Iron’  is  also  an  ideal  nutritional  adjunct  for  below-par  children. 

Now  in  2 forms: 

1.  Delicious  cherry-flavored  liquid  for  children 

2.  Tablets  for  older  patients 

Each  5 cc.  teaspoonful  of  liquid  (or  each  tablet)  contains: 

Vitamin  B12 25  meg. 

Vitamin  Bi .10  mg. 

Ferric  pyrophosphate 250  mg. 

to  stimulate  appetite  • to  promote  growth 
to  correct  nutritional  iron  deficiency 

Smith,  Kline  & French  Laboratories,  Philadelphia 

*T.M.  Reg.  U.S.  Pat.  Off. 
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for  a spastic  gut 


* 


4 Spastic  conditions  of  abdominal 
viscera  can  be  promptly  relaxed  with  Trasentine®-Phenobarbital . 
It  acts  both  on  smooth  muscle  and  parasympathetic  nerves;  it  has 
a direct  anesthetic  effect  on  gastrointestinal  mucosa;  it  calms  the 
patient  as  a whole.  You  can  prescribe  Trasentine-Phenobarbital  to 
alleviate  pain  and  spasm  in  ulcers,  colitis,  cholecystitis,  pyloro- 
spasm,  ureteral  colic  or  dysmenorrhea.  Tablets  (yellow,  coated) , 
each  containing  50  mg.  Trasentine®  hydrochloride  (adiphenine 
hydrochloride  CIBA)  and  20  mg.  phenobarbital . C I B A Summit,  N.  J. 
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versatile  dermatotherapy 


for  JUNIOR  and  SENIOR  citizens 


in  pediatrics 

Desitin  Ointment  is 
unequalled  in  preventing 
and  clearing  up  diaper  rash, 
excoriation,  irritation, 
chafing. 

in  geriatrics 

an  incomparable  protectant 
and  healing  agent  against 
excoriation  due  to  incon- 
tinence; senile  pruritus, 
excessive  skin  dryness. 


inc 


DESITIN  CHEMICAL  COMPANY 

812  Branch  Ave.,  Providence  4,  R.  I. 
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WALLACE  LABORATORIES,  New  Brunswick,  N.  J. 


references:  l.  Altschul.  A.  and  Billow.  R : The  clinical  use  of  meprobamate.  (Miltown®).  New  York  J.  Med.  57:  2361, 
July  15,  1957.  2.  Atwater.  J.  S.:  The  use  of  anticholinergic  agents  in  peptic  ulcer  therapy.  J.  M.  A.  Georgia  45:421.  Oct.  1956. 
3.  Borrus.  J C.:  Study  of  effect  of  Miltown  (2-methyl-2-«-propy I-  1.3-propanediol  dicarbarnate)  on  psychiatric  states. 
J.  A.  M.  A.  757:1596.  April  30.  1955.  4 Cayer.  D.:  Prolonged  anticholinergic  therapy  of  duodenal  ulcer  Am.  J.  Digest.  Dis. 
7:301,  July  1956.  5.  Marquis.  D G , Kelly.  E.  L.,  Miller.  J G . Gerard.  R.  W.  and  Rapoport.  A.:  Experimental  studies  of 
behavioral  effects  of  meprobamate  on  normal  subjects.  Ann  New  York  Acad.  Sc.  67:701.  May  9.  1957.  6.  Phillips.  R.  E.: 
Use  of  meprobamate  (Miltown®)  for  the  treatment  of  emotional  disorders.  Am.  Pract.  & Digest  Treat.  7:1573.  Oct.  1956. 

7.  Selling.  L S.:  A clinical  study  of  Miltown®.  a new  tranquili/ing  agent  J Clin.  & Exper.  Psychopath.  77:7.  March  1956. 

8.  Wolf.  S.  and  Wollf.  H.  G.:  Human  Gastric  Function,  Oxford  University  Press.  New  York.  1947 


“care  of 
the  man 
rather  than  merely 
his  stomach”' 


Milpath 

Miltown®  O anticholinergic 


two -level  control  of 
gastrointestinal  dysfunction 


at  the  central  level  The  tranquilizer  Miltown®  reduces  anxiety  and  tension.1- 3-6- 7 
Unlike  the  barbiturates,  it  does  not  impair  mental  or  physical  efficiency.5, 7 

at  the  peripheral  level  The  anticholinergic  tridihexethyl  iodide  reduces 
hypermotility  and  hypersecretion. 

Unlike  the  belladonna  alkaloids,  it  rarely  produces  dry  mouth  or  blurred  vision.2-4 

indications:  peptic  ulcer,  spastic  and  irritable  colon,  esophageal 
spasm,  G.  I.  symptoms  of  anxiety  states. 


each  Milpath  tablet  contains: 

Miltown.® (meprobamate  WALLACE)  400  mg. 

(2-methyl-2-/t-propyl-l, 3-propanediol  dicarbamate) 

Tridihexethyl  iodide 25  mg. 

(3-diethylamino-l-cyclohexyl-l-phenyl-l-propanol-ethiodide) 


dosage:  1 tablet  t.i.d.  at  mealtime 
and  2 tablets  at  bedtime. 

available  : bottles  of  50  scored  tablets. 
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“Meprotabs”  are  new,  coated,  white,  unmarked  400  mg.  tablets 
of  meprobamate.  ■ “Meprotabs”  are  pleasant  tasting,  and  easy  to 
swallow.  ■ In  this  new  form,  the  nature  of  medication  is  not  iden- 
tifiable by  the  patient.  ■ “Meprotabs”  are  indicated  for  the  relief  of 
anxiety,  tension  and  muscle  spasm  in  everyday  practice.  ■ Usual 
dosage:  One  or  two  tablets  t.i.d.  44H  AT ^ — 'L  — ** 


aVva® 

\2/  Wallace  laboratories,  New  Brunswick . N.  J. 


Meprotabs 

( 2*methyl-2 -n -propyl-1, 3-propanediol  dicarbamate) 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATHIBAMATE 

Meprobamate  with  PATHILON0  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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in  acne 


“results  were  uniformly  encouraging ”l 


® 

Sudsing, 

nonalkaline 

antibacterial 

detergent — 

nonirritating, 

hypoallergenic. 


The  acne  skin  that  is  “surgically 
clean”  is  the  one  most  likely  to  clear 
completely.  Hodges1  found  that 
standard  acne  treatment  usually  re- 
sults in  “mediocre  success”  for  most 
patients.  The  addition  of  pHisoHex ® 
ivashings  to  standard  treatment  pro- 
duced results  that  far  excel  any  ob- 
tained previously. 

pHisoHex,  a powerful  antibacterial 
skin  cleanser  containing  hexachloro- 
phene,  removes  oil  and  virtually  all 
the  bacteria  from  the  skin  surface. 

For  best  results  prescribe  from  four 
to  six  pHisoHex  washings  of  the 
acne  area  daily. 

X.  Hodges,  F.  T.:  GP.  14: 86,  Nov.,  1956. 
pHisoHex,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N. Y. 


3925 


MEDICAL  SOCIETY  OF 
THE  STATE  OF  NEW  YORK 

386  FOURTH  AVENUE,  NEW  YORK  16,  NEW  YORK 
MURRAY  HILL  3-0701 


Officers 


President Thurman  B.  Givan,  M.D.,  Kings 

Past-President James  Greenough,  M.D.,  Otsego 

President-Elect Leo  E.  Gibson,  M.D.,  Onondaga 

Vice-President A.  H.  Aaron,  M.D.,  Erie 

Secretary W.  P.  Anderton,  M.D.,  New  York 

Assistant  Secretary Ezra  A.  Wolff,  M.D.,  Queens 

Treasurer Maurice  J.  Dattelbaum,  M.D.,  Kings 

Assistant  Treasurer Samuel  Z.  Freedman,  M.D.,  New  York 

Speaker Frederick  W.  Williams,  M.D.,  Bronx 

Vice-Speaker Joseph  A.  Lane,  M.D.,  Monroe 


Chairman,  Board  of  Trustees 


Council 

The  Above  Officers 

J.  Stanley  Kenney,  M.D.,  New  York 

AND 

Councillors 


Term  Expires  1958 

Harold  F.  R.  Brown,  M.D. 
Erie 

John  M.  Galbraith,  M.D. 
Nassau 

John  C.  McClintock,  M.D. 
Albany 

Norman  S.  Moore,  M.D. 
Tompkins 


Term  Expires  1959 

James  M.  Blake,  M.D. 
Schenectady 

Peter  J.  Di  Natale,  M.D. 
Genesee 

Henry  I.  Fineberg,  M.D. 
Queens 


Term  Expires  1960 

Gerald  D.  Dorman,  M.D. 
New  York 

Edward  C.  Hughes,  M.D. 
Onondaga 

Raymond  S.  McKeeby,  M.D. 
Broome 


John  F.  Rogers,  M.D. 
Dutchess 


Frederick  A.  Wurzbach,  Jr.,  M.D 
Bronx 


Trustees 

J.  Stanley  Kenney,  M.D.,  Chairman New  York 

Walter  W.  Mott,  M.D.  . . Westchester  Frederic  W.  Holcomb,  M.D. . . .Ulster 

Herbert  H.  Bauckus,  M.D Erie  John  J.  Masterson,  M.D Kings 

Renato  J.  Azzari,  M.D Bronx  James  Greenough,  M.D Otsego 

(See  pages  3928  and  3930  for  additional  Society  Officers) 


3926 


IS 

gg 


“ACTING  IN  CONCERT” 

f 

to  control 

the  entire  syndrome  of  hypertension 

Unitensen-R  combines  the  newly-isolated  alkaloid, 

cryptenamine,  with  reserpine.  Together,  they  control 

I 

the  chief  manifestations  of  essential  hypertension. 

: 

Cryptenamine  dependably  lowers  blood  pressure  . . . 
increases  cardiac  output . . . improves  cerebral  and  renal 
circulation  and  may  arrest  the  degenerative  processes 
which  are  accelerated  by  hypertensive  vascular  disease. 

Reserpine  acts  centrally  to  raise  the  threshold  of 
emotional  response,  thus  stifling  neurogenic  aggravation 
of  the  disease. 

When  combined,  cryptenamine  and  reserpine  act 
synergistically,  producing  a far  better  therapeutic  effect 
than  when  administered  singly  . . . and,  successful 
therapy  is  generally  attained  with  doses  well  below  those 
producing  side  effects. 

tCohen,  B.  M.;  Cross,  E.  B.,  and  Johnson,  W.:  Am.  Pract.  A Digest  Treat.  5:1030, 1955 


HYPERTENSION 


UNITENSEN'ir 


Each  grey-coated  Unitensen-R  tablet 


contains 

Cryptenamine 1.0  mg. 

(tannates) 

Reserpine 0.1  mg. 


Dosage:  1 tablet  t.i.d. 

For  prescription  economy, 
prescribe  in  50’s. 


To  serve  your  patients  today— 
call  your  pharmacist  for  any 
additional  information  you 
may  need  to  help  you  prescribe 
Unitensen-R. 


IRWIN,  NEISLER  & CO.  • DECATUR,  ILLINOIS 
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Noludar 


will  put  your  patient 
to  sleep 

and  he  will  not  awaken 


with  that  knocked  out 


feeling 


Two  200  mg  Noludar5  Tablets 
(non-barbiturate)  are  almost 
certain  to  produce  sound, 
restful  sleep.  One  200  mg 
tablet  is  frequently  adequate. 


ROCHE  LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc 

Nutley  10,  New  Jersey 

Noludar®— brand  of  methyprylon  — non-barbituroto 
Sedative-hypnotic 
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Blood  pressure  in 
obese  hypertensives 
frequently  drops 
with  weight  loss1 


And  when  an  appetite-curbing  agent  is  necessary  to 
help  bring  about  weight  loss  in  obese  hypertensives, 
many  physicians  prefer  'Dexedrine’  because  it  has 
little  or  no  pressor  effect  in  the  usual  dosages.2 


Dexedrine 

dextroamphetamine  sulfate,  S.K.F. 

tablets  • elixir 
Span  sale*  sustained  release  capsules 


1.  Ferguson,  H.E.:  Virginia  M.  Monthly  76:222 

2.  Roberts,  E.:  Am.  Pract.  & Dig.  Treat.  .5:608 
*T.M.  Reg.  U.S.  Pat.  Off. 
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DARVON 

(Dextro  Propoxyphene  Hydrochloride,  Lilly) 

is  a new,  chemically  different  analgesic  developed  in  the  Lilly  Research 
Laboratories.  ''Darvon’  is  equally  as  potent  as  codeine  yet  much  better 
tolerated.  Clinically  useful  doses  do  not  produce  euphoria,  tolerance, 
or  physical  dependence.  Side-effects,  such  as  nausea  and  constipation,  are 
minimal.  You  will  find  'Darvon’  of  value  in  any  disease  associated  with  pain. 
'Darvon’  is  available  in  32-mg.  and  65-mg.  pulvules. 

DARVQK  C 

(Dextro  Propoxyphene  and  Acetylsal icyl ic  Acid  Compound,  Lilly) 

further  intensifies  analgesic  effectiveness  by  combining  the  analgesic  action 
of  'Darvon’  with  the  antipyretic  and  anti-inflammatory  benefits  of 
'A.S.A.  Compound.’*  It  is  particularly  useful  in  relieving  pain  associated 
with  recurrent  or  chronic  disease,  such  as  neuralgia,  neuritis,  or  arthritis, 
as  well  as  acute  pain  of  traumatic  origin.  In  a study  of  101  patients,  Gruber1 
has  shown  that,  even  after  prolonged  administration,  no  loss  of  analgesic 
potency  occurs  with  'Darvon.’  No  contraindications  have  been  reported. 

Each  Pulvule  ‘Darvon  Compound’  provides: 


' Darvon ’ 32  mg. 

Acetophenetidin 162  mg. 

'A.S.A.'  ( Acetylsalicylic  Acid,  Lilly ) 227  mg. 

Caffeine 32.4  mg. 


Dosage:  'Darvon  Compound’ — 1 or  2 pulvules  every  six  hours  as  needed  for  pain. 

'Darvon' — 32  mg.  every  four  hours  or  65  mg.  every  six  hours  as  needed  for  pain. 

*' A.S.A.  Compound'  ( Acetylsalicylic  Acid  and  Acetophenetidin  Compound,  Lilly ) 
1.  Gruber,  C.  M„  Jr.:  J.A.M.A.,  164:  966  (June  29),  1957. 

In  bottles  of  100  at  pharmacies  everywhere. 


ELI  LILLY  AND  COMPANY 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

720218 


PROTAMIDE®  was  started  at  the  first  visit 


Rapid  relief  from  inflammatory  neuritis— which  reduces  the 
cost  of  this  painful  disability  by  permitting  patients  to  resume 
work  quickly— is  described  by  Smith1,2  and  Lehrer  et  al.3  By 
starting  Protamide  in  the  first  week  of  symptoms,  96%  of 
313  patients  recovered  with  only  one  to  four  injections,  short- 
ening the  duration  of  disability  from  weeks  to  just  a few  days.3 

Protamide  is  a sterile  colloidal  tein  reaction  . . . virtually  painless 
solution  prepared  from  animal  on  administration  . . . supplied  in 
gastric  mucosa  . . . free  from  pro-  boxes  of  ten  1.3  cc.  ampuls. 

PROTAMIDE® 


Detroit  11,  Michigan 


1.  Smith,  R.  T.:  M.  Clin.  North  America,  March  1957.  2.  Smith,  R.  T. : New  York  Med.  5:16,  1952. 
3.  Lehrer,  H.W.  et  al.:  Northwest  Med.  75:1249,  1955. 
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why  wine  in  geriatrics 

ana  convalescence? 


\ 'nr*,'! 

. ■ ■r / • ...  v 

Convalescents,  regardless  of  their  years,  share  many  of  the  tonic  and  recuperative 

^ ' !. 

needs  of  the  aged,  and  wine  is  probably  more  widely  recommended  in  the  care 

of  these  patient  groups  than  in  any  other. 

Many  generations  of  physicians  have  warmly  advocated  not  only  dry  table  wines 
but  also  sweet  dessert  wines  of  many  varieties  for  their  nutritional  value 
in  elderly  and  convalescent  patients. 

Now  modern  research  supplies  the  raison  d’etre  by  clearly  showing  that  wine  not  only 
supplies  quick  fuel  but  also  serves  to  stimulate  the  desire  for  food  where  appetite  is  poor. 


WINE  AIDS  DIGESTION 

gastric  secretion 


-Wine  has  been  found  to  increase  salivary  flow,1  stimulate 


and  facilitate  the  gastrocolic  reflex.3 

WINE  FOR  GENTLE,  SAFE  SEDATION — Described  as  the  safest  of  all  sedatives,  wine  can 

often  dispel  the  anxieties,  fears  and  emotional  pressures  of  old  age  and  prolonged 
illness.  The  relaxation  of  gastric  tension  produced  by  moderate  amounts  of  wine 
may  be  a significant  factor  in  the  prevention  of  dyspepsia.  The  systemic  sedative4 

and  vasodilative'1  actions  of  wine  can  be  of  great  aid  in  cardiovascular  disease. 
For  a few  cents  a day  your  patients  can  have  wines  produced  from  the  world’s 
finest  grape  varieties  grown  in  an  ideal  climate  and  handled  with  consummate  skill. 

Research  information  on  wine  is  available  on  request.  Just  write  for  your  copy 
of  “Uses  of  Wine  in  Medical  Practice.”  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 


1.  Winsor,  A.  L.,  and  Sfrongin,  E.  I.:  J.  Exper.  Psychol.  16  589  (1933). 

2.  Ogden,  E.,  and  Southard,  Jr.,  F.  D.:' Fed.  Proceedings  5:77  (1946). 

3.  Adler,  H.  F.;  Beazell,  J.  M.;  Atkinson,  A.  J.,  and  Ivy,  A.  C.:  Quart.  J.  Studies  on  Ale.  7 .638  (1941). 

4.  Salter,  W.  T.:  Geriatrics  7.31 7 (1952). 

5.  Wright,  I.  S.,  Arteriosclerosis,  in  Steiglitz,  E.  J.:  Geriatric  Medicine,  Philadelphia,  W.  B.  Saunders  Co.  (1949). 
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flavor 

of 

apricots 

0 and  it  relieves  all 
phases  of  the  cough ) 


syrup 


each  tasty  30  cc.  ( 1 fl.oz.)  represents: 


Dihydrocodeinone  Bitartrate  . 10  mg.  ('/» gr.) 

Nembutal®  Sodium 25  mg.  (%  gr.) 

Ephedrine  Hydrochloride  . . 25  mg.  (3/s  gr.) 
Calcium  Iodide,  anhydrous  910  mg.  (14  grs.) 

©Nembutal  — Pentobarbital.  Abbott 


Qfrfeott 
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Armour  Laboratories 
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when  anxiety  and  tension  "erupts”  in  the  G.  !.  tract.. 

IN  DUODENAL  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  oi 
habituation  . . . with  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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Nothing  is 

quicker . . . 


Nothing  is 

more  effective  . . . 


MEDIHALER-EPI® 


THE  MEDIHALER  PRINCIPLE 

Automatically  measured-dose  aerosol 
medications.  In  spillproof,  leakproof, 
shatterproof,  vest-pocket  size  dispensers. 
Also  available  in  Medihaler-Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin)  for  prompt, 
lasting  relief  of  nasal  congestion. 


Epinephrine  bitartrate 7.0 mg.  percc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  0.15  mg.  actual 
epinephrine. 

For  quick  relief  of  bronchospasm  of  any 
origin.  Acts  more  rapidly  than  subcutaneous 
epinephrine  in  acute  allergic  reactions. 


MEDIHALER-ISO® 


Isoproterenol  sulfate  2.0  mg.  per  cc.,  suspended 
in  inert,  nontoxic  aerosol  vehicle.  Contains  no 
alcohol.  Each  measured  dose  0.06  mg.  actual 
isoproterenol. 

Unsurpassed  for  rapid  relief  in  asthma,  bron- 
chiectasis, emphysema. 


Prescribe  Medihaler  medication  with 
Oral  Adapter  on  first  prescription. 
Refills  available  without  Oral  Adapter. 

LOS  ANGELES 
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MODEL  300 

ISETTE 


V 


ELECTROCARDIOGRAPH 


the  small  size 


modern  components,  construction  give  greater  durability 


The  transistors,  printed  wiring  panels  and  smaller 
galvanometer  that  help  make  the  new  18  pound  VISETTE 
ecg  the  size  of  a brief  case  also  make  possible  another  — 
and  equally  important — advantage:  ruggedness.  Metal- 
encased  transistors,  most  of  them  smaller  than  a pencil 
eraser,  are  used  in  place  of  many  vacuum  tubes  in  the 
Visette  circuit;  they  can  withstand  extreme  jolts,  jars  and 
vibration  without  damage.  And  instead  of  dozens  of  con- 
nections which  would  ordinarily  be  made  with  wire,  con- 
ductive paths  are  printed  on  small,  rigid  phenolic  panels. 
The  Visette’s  direct-writing  galvanometer,  too,  is  designed 
for  increased  resistance  to  both  physical  and  electrical 
hazards.  The  rigid  metal  frame  and  chassis,  to  which  all 
units  are  anchored,  is  then  housed  in  an  outer  case  of 
high  impact  Royalite,  reinforced  with  metal  strips  at 
points  of  greatest  strain. 

Here  is  true  portability  — a carefully  designed  combin- 
ation of  light  weight  (that  every  nurse  and  technician 
will  appreciate);  small  size  (that  requires  the  same 
space  on  your  desk  as  a letterhead);  and  ruggedness,  that 
assures  continued  accuracy  of  operation  after  countless 
trips  in  your  car,  on  hospital  and  house  calls,  wherever 
your  Visette  is  required.  Handy  "companions”  for  the 
Visette  include  a protective  vinyl  Weather  Cover,  and  a 
compact,  attractive  table  for  office  use  of  the  Visette. 

You  can  take  it  with  you  — with  confidence. 


SANBORN 

COMPANY 

MEDICAL  DIVISION 


An  informative  four-page  folder 
describes  and  pictures  all  major 
characteristics  of  the  new  Model 
300  Visette  electrocardiograph. 
Copies  available  on  request. 


175  Wyman  St.,  Waltham  54,  Mass. 
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clinically  sen! 


PER  CENT  OF  STRAINS  CLINICALLY  SENSITIVE 


FOR  PERSISTENT  INFECTIONS 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


80 

CHLOROMYCETIN  78% 


COMPARATIVE  SENSITIVITY  OF  MIXED  PROTEUS  SPECIES  TO  CHLOROMYCETIN 
AND  SIX  OTHER  WIDELY  USED  ANTIBIOTIC  AGENTS* 


♦This  graph  is  adapted  from  Waisbren,  B.  A.,  & Strelitzer,  C.  L.  Arch.  lint.  Med.  99:744,  1957.  It  represents  in  vitro  data  obtained  with 
strains  isolated  from  patients  between  the  years  1951  and  1956.  Inhibitory  concentrations,  ranging  from  3 to  25  meg.  per  ml.,  were  selected 
on  the  basis  of  usual  clinical  sensitivity. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic  agent  and,  because 
-certain  blood  dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately oi  for  minor  infections  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

'c  * % 

PARKE,  DAVIS  & COMPANY  - DETROIT  32,  MICHIGAN  UV- 


£ * 


SOI6& 


INDEX  TO  ADVERTISED  PRODUCTS 


Aminophyllin  (H.  E.  Dubin  Laboratories) 4052 

Azotrex  (Bristol  Laboratories) 4058-4059 

Calcidrine  (Abbott  Laboratories) 3951 

Cantil  (Lakeside  Laboratories) 3966 

Chloromycetin  (Parke,  Davis  & Co.) 3941 

Clinitest  (Ames  Company,  Inc.) 3rd  cover 

Colace  (Mead  Johnson  & Company) 4th  cover 

C.V.P.  (U.  S.  Vitamin  Corp.) 3946-3947 

Darvon  (Eli  Lilly  & Company) 3932-3933 

Desitin  Ointment  (Desitin  Chemical  Company) 3920 

Dexedrine  (Smith  Kline  & French  Labs.) 3931 

Diamox  (Lederle  Laboratories,  Div.  American  Cya- 

namic  Co.) . . 3957 

Dimetane  (A.  H.  Robins  Co.  Inc.) 3948-3949 

Duo  CVP  (U.  S.  Vitamin  Corp.) 3946-3947 

Empirin  Compound  (Burroughs  Wellcome  & Co.  Inc.)  3954 

Flexilon  (McNeil  Laboratories) 3955 

Furadantin  (Eaton  Laboratories) 3952-3953 

Gantricillin  (Roche  Laboratories,  Div.  Hoffmann- 

La  Roche  Inc.) 3928 

Hydrolamins  (Lewal  Pharmaceutical  Company) 4054 

Uotyein  (Eli  Lilly  & Company) 3958 

Isuprel-Francol  (Winthrop  Labs.) 3944-3945 

Lipan  (Spirt  & Company) 4057 

Lipo  Gantrisin  (Hoffmann- La  Roche  Inc) 

Between  3934-3935 

Medihaler,  EPI-ISO  (Riker  Laboratories) 3939 

Meprotabs  (Wallace  Laboratories) 3923 

Metamucil  (G.  D.  Searle  & Co.) 3965 

Milpath  (Wallace  Laboratories) 3921 

Noludar  (Roche  Labs.,  Div.  Hoffmann-La  Roche 

Inc.) 3929 

Novahistine  (Pitman-Moore  Company) 4066,  4067,  4068 

Nucarpon  (Standard  Pharmaceutical  Co.,  Inc.) 4053 

Orinase  (The  Upjohn  Company) 3956 


Pathibamate  (Lederle  Laboratories,  Div.  American 


Cyanamid  Co.) 3924,  3938,  3942,  4063 

Peri-Colace  (Mead  Johnson  & Co.) 4th  cover 

Phenaphen  Plus  (A.  H.  Robins  Co.) 4052 

pHisoHex  (Winthrop  Laborotories) 3925 

Presto  Boro  (Standard  Pharmaceutical  Co.,  Inc.) 4053 

Protamide  (Sherman  Laboratories) 3934 

Ramses  (Julius  Schmid,  Inc.) 3951 

Tace  (Wm.  S.  Merrell  Co.) 2nd  cover 

Tetrex  (Bristol  Laboratories) . Between  3950-3951,  4064-4065 

Thyroid  (The  Armour  Company) 3950 

Trasentine  Phenobarbital  (Ciba  Pharmaceutical 

Products,  Inc.) 3919 

Unitensen  (Irwin-Neisler  & Co.) 3927 

Viterra  (J.  B.  Roerig  & Co.) 4055 


Dietary  Foods 

Bread  (American  Bakers  Association) 3943 
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Medical  and  Surgical  Supplies 


Visette  Electrograph  (Sanborn  Co.) 3940 

Wine  (Wind  Advisory  Board) 3936 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 

H 

PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied : Bottles  of  100,  1,000. 

“Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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with  all  other  foods 


F or  nutrition . . . protein . . . energy . . . 
vitamins . . . minerals 

For  digestibility. ..virtually  free  from  residue 

For  texture... nonirritant... neither  chemically 
nor  mechanically 

For  low  fat  content ...  when  fat  must  be  restricted 

For  taste... enhances  and  complements  every 
other  food... 


Regardless  of  the  dietary 
adjustment  indicated, 
Enriched  Bread  helps  supply 
needed  nutrients  and  is 
always  compatible. 


20  North  Wacker  Drive 


Chicago  6,  Illinois 
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both- 


NEW 

ISUPREL- 


orally  for 

dependable  prophylaxis- 
sublingually  for 
fast  relief 


FRANOLr 


ASTHMATIC- 

but  cheerful  instead  of  fearful 

New  Isuprel-Franol  tablets  bring 
round-the-clock  relief  plus  emergency 
help  against  sudden  attack.  Anxiety 
stops  when  patients  know  they’ll  get 
relief  in  60  seconds  — relief  that  con- 
tinues for  four  hours  or  more. 

Isuprel  HC1  (10  mg.  for  adults,  5 mg. 
for  children) , the  most  potent  broncho- 
dilator  known,  makes  up  the  outer 
coating.  In  a sudden  attack,  the  patient 
puts  the  tablet  under  his  tongue.  Relief 
starts  in  60  seconds.  A unique  feature 
is  the  “flavor-timer.”  As  the  Isuprel  is 
absorbed  a lemon  flavor  appears.  When 
it  disappears  — about  five  minutes  later 
— the  patient  swallows  the  tablet. 

An  unexcelled  combination  for  pro- 
longed bronchodilatation  makes  up  the 
Isuprel-Franol  core:  benzylephedrine 
HC1  (32  mg.),  Luminal®  (8  mg.)  and 
theophylline  (130  mg.).  Swallowed,  the 
tablet  works  for  four  hours  or  more. 

Isuprel-Franol  tablets  are  “. . . effec- 
tive in  controlling  over  80%  of 
patients  with  mild  to  moderate 
attacks  of  asthma.”1 

1.  Fromer,  J.  L.,  and  DeRisio, 

V.  J. : Lakey  Clin.  Bull.  10  :45, 

Oct. -Dec.,  1956. 


LABORATORIES 
New  York  18,  N.  Y. 


I* 


Ho  /do 


ISUPREL-FRANOL 

tablets  (Isuprel  HC1 10  mg.) 
for  adults; 

ISUPREL-FRANOL 
Mild  tablets  (isuprel  HC1 
5 mg.)  for  children: 

One  tablet  every  three  or 
four  hours  taken  orally  for 
continuous  control  of  bron- 
chospasm  in  chronic  asthma. 
One  tablet  taken  sublingual- 
ly for  sudden  attack.  “Fla- 
vor-timer” signals  when 
patient  should  swallow. 
Bottles  of  100  tablets. 


“Flavor-timer”  signals  patients 
when  to  swallow  tablets 


ISUPREL 

Immediate  effect  sublingually  — 
for  emergency  use 

LEMON  “FLAVOR-TIMER” 

Disappearance  of  flavor  is  the 
signal  to  swallow 

5 Theophylline 
Luminal 

Benzylephedrine 

Sustained  action  — reduces  fre- 
quency and  intensity  of  attacks 


ISUPREL  (BRANO  OF  ISOPROTERENOL),  FRANOL  AND  LUMINAL  (brand  OF  PMENOBARBITAl),  TRADEMARKS  REG.  U.  S.  PAT.  OFF. 
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abnormal  capillary  permeability  and  fragility 
frequently  occur  in  and  are  aggravated  by... 


C.V.P.  is  a 
specific  aid  in 

the  prevention  and 
correction  of 
capillary  fault 
in  such  conditions 
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C.V.R 


duo-C.V.R 

(double  strength  C.V.P.) 
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why  Dimetane  is  the  best  reason  yet  for  you  to  re- 
examine the  antihistamine  you’re  now  using  » Milligram 

for  milligram,  DIMETANE  potency  is  unexcelled,  dimetane  has  a therapeutic  index 
unrivaled  by  any  other  antihistamine-a  rela-  ^ |Si,e  Effecls 

tive  safety  unexceeded  by  any  other  antihista-  E»cellei11  c°°<|  Fair 

Allergic 

mine,  dimetane,  even  in  very  low  dosage,  has  motor  rhinitis  I 30  14  9 5 2 Slight  Drowsiness  (3) 

Urticaria  and 

been  effective  when  other  antihistamines  have  edema  3 * 11  ID '2zy  (1) 

Allergic 

failed.  Drowsiness,  other  side  effects  have  been  BrSaV'^hma  i ! ' 

Pruritus  1 1 

at  the  very  minimum.  » unexcelled  — y3 — ~7  — 0,0„sintsl  ,» 

antihistaminic  action  L_J _ 0w  111 


Diagnosis 

No.  of 
Patients 

Response 

Side  Effects 

Excellent 

Good 

Fair 

Negative 

Allergic 

rhinitis  and  vaso- 
motor rhinitis 

30 

14 

9 

5 

2 

Slight  Drowsiness  (3) 

Urticaria  and 
angioneurotic 
edema 

3 

1 

1 

, 

Dizzy  (1) 

Allergic 

dermatitis 

2 

1 

, 

Slight  Drowsiness  (2) 

Bronchial  asthma 
Pruritus 

1 

1 

1 

1 

Total 

37 

15 

13 

7 

2 

Drowsiness  (5)  1A  w 
Dizzy  (1)  16  2/0 

From  the  preliminary  Dimetane  Extentabs  studies  of  three  investigators.  Further  clinical  investigations  will  be  reported  as  completed. 


EXTENTABS  12  MG.,  TABLETS  4 MG.,  ELIXIR  2 MG.  PER  5 CC. 

Dosage: 


Adults— One  or  two  i-mg. 


a blanket  of  allergic  protection,  covering  10-12 
hours— with  just  one  Dimetane  Extentab  »dimetane 

Extentabs  'protect  patient  for  10-12  hours  on  one  tablet.  Periods 


tabs,  or  two  to  four 
teaspoonfuls  Elixir,  three  or 
four  times  daily.  One 
Extentab  q.8-12h.  or  twice 
daily.  Children  over  6— One 


of  stress  can  be  easily  handled 
with  supplementary  DIMETANE 
Tablets  or  Elixir  to  obtain  maxi- 
mum coverage. 


tab.  or  two  teaspoonfuls 
Elixir  t.i.d.  or  q.i.d.,  or  one 
Extentab  q.l2h.  Children 
3-6— Vs  tab.  or  one 
teaspoonful  Elixir  t.i.d. 


A.  H.  ROBINS  CO.,  INC. 

Richmond,  Virginia  | Ethical  Pharmaceuticals  of  Merit  Since  1878 


l 


unsurpassed  in  quality  and 
for  consistent  therapeutic 
results. 

Indicated  in 

myxedema  and  other  frank  thy- 
roid deficiencies 
when  hypothyroidism  is  involved 

chronic  recurrent  colds 
postpartum  fatigue 
functional  menstrual  disorders 
sterility 

habitual  abortion 
certain  anemias 
obesity 

hypometabolism 


t 


No  other  thyroid  product  has  been  used  so  widely  and  so  often  by 
leading  physicians  everywhere.  On  your  prescriptions  specify 
ARMOUR  Thyroid. 


THE  ARMOUR  LABORATORIES 

A DIVISION  OF  ARMOUR  AND  COMPANY  . KANKAKEE,  ILLINOIS 
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-AIR 


here's 

thorough,  modern 
cough  therapy— 

it  treats  the  entire  cough 
it  contains  the  full  dose  of  iodide 
it  tastes  good 


each  30  cc.  represents: 

Di hydrocodei none  Bitartrate  10  mg.  ('A  gr.) 

Nembutal1  Sodium. 25  mg.  (3/a  gr.) 

Ephedrine  Hydrochloride  25  mg.  (%  gr.'i 
Calcium  Iodide,  anhydrous 910  mg.  (14  grs.) 
® Nembutal— Pentobarbital.  Abbott 

OLPrCrott 


rv 


CATHETEF 
SOU 

CVSTOSCOI 
SOURCES  OF 

'ECTION 


AND 


before  and  after  urologic  instrumentation 
during  indwelling  catheterization 
prophy tactically  in  urologic  surgery 

FU  RADANTI N 

brand  of  nitrofurantoin 

“The  catheter  is  probably  the  most  common  agent  responsible  for  resistant  urinary 
tract  infections. ...  A catheter  seeds  the  bladder  with  urethral  bacteria.”1 

During  indwelling  catheterization,  “the  urethra  is  distended  by  a foreign  body  for 
days  or  weeks.  The  response  to  this  is  production  of  a sheath  of  mucopurulent 
exudate  around  the  catheter,  providing  a splendid  medium  for  growth  of  micro- 
organisms. Infection  of  the  bladder  cavity  is  almost  inevitable  under  these  circum- 
stances. . . .”2 

“One  further  danger  of  urethral  instrumentation  is  that  it  may  produce  a transient 
bacteremia.  ...  In  view  of  the  possibility  that  infection  of  the  kidneys  may  take 
place  via  the  blood  stream,  the  bacteremia  of  urethral  instrumentation  probably 
represents  one  of  the  ways  in  which  infection  is  transferred  from  lower  to  upper 
urinary  tract.  . . . Bacteremia  has  been  found  in  a significant  proportion  of  cases 
immediately  after  the  passage  of  a sound  or  cystoscope.”2 


FU  RADANTI N 


“.  . . may  be  unique  as  a wide-spectrum 


antimicrobial  agent  that  is 


bactericidal,  relatively  nontoxic,  and 
does  not  invoke  resistant  mutants."3 


H RAPID  ACTION.  FURADANTIN,  a specific  for  urinary  tract  infections,  provides 
rapid  bactericidal  action  against  a wide  range  of  gram-positive  and  gram-negative 
bacteria  and  organisms  resistant  to  other  agents  including  Proteus  and  certain 
strains  of  Pseudomonas.  “Nitrofurantoin  (Furadantin)  has  been  found  to  be 
highly  effective  in  the  treatment  of  chronic  urinary  tract  infection  following  pros- 
tatectomy. Treatment  resulted  in  an  abrupt  fall  in  the  number  of  bacteria  in  the 
urine,  and,  in  almost  one  half  of  the  patients,  sterile  urines  were  obtained  during 
treatment.  The  drug  was  most  effective  against  infections  with  E.  coli  and  B. 
proteus.”4 

■ EXCELLENT  TOLERANCE.  There  have  been  no  reports  of  injury  to  kidneys, 
liver  or  blood-forming  organs  as  a result  of  Furadantin  therapy.  No  cases  of 
monilial  superinfection,  crystalluria  or  staphylococcic  enteritis  have  ever  been 
reported.  In  one  study,  a particularly  encouraging  finding  “was  the  fact  that 
nitrofurantoin  (Furadantin)  did  not  cause  diarrhea  in  any  of  the  patients. . . . This 
might  be  a consideration  in  the  choice  of  an  antimici'obial  drug,  particularly  if  the 
patient  is  in  the  hospital.”3 

■ NEGLIGIBLE  DEVELOPMENT  OF  BACTERIAL  RESISTANCE.  In  six  years  of 
extensive  use  in  the  treatment  of  genitourinary  tract  infections,  development  of 
bacterial  resistance  remains  negligible  with  Furadantin. 

AVERAGE  FURADANTIN  DOSAGE : In  acute,  complicated  or  refractory  cases  and  in  chronic 
infections  of  adults:  100  mg.  q.i.d.  In  acute,  uncomplicated  urinary  tract  infections,  for 
prophylaxis  and  postoperatively  in  urologic  surgery:  50  mg.  q.i.d.  (If  patient  is  unrespon- 
sive after  2 or  3 days,  increase  dose  to  100  mg.  q.i.d.) 

SUPPLIED:  Tablets,  50  and  100  mg.,  bottles  of  25  and  100.  Oral  Suspension,  25  mg.  per 
5 cc.  tsp.,  60  cc.  bottle. 

NOW  for  hospitalized  patients,  for  severe  urinary  tract  infections  when 
peroral  administration  of  Furadantin  is  not  feasible  and  for  serious 
infections  as  septicemia  (bacteremia)  when  the  bacterium  is  sensitive. 

new,  lifesaving  FURADANTIN  Intravenous  Solution 

Furadantin  Sensi-Discs  for  bacterial  sensitivity  tests  are  available  from  Baltimore 
Biological  Laboratories. 

REFERENCES:  1.  Lich,  R„  Jr.:  J.  Arkansas  M.  Soc.  52:271,  1956.  2.  Beeson.  P.  B. : Yale  J.  Biol.  28:81,  1955. 
3.  Waisbren,  B.  A.,  and  Crowley,  W. : A.M.A.  Arch.  Int.  M.  95:653,  1955.  4.  Draper,  J.  W.,  et  al. : J.  Urol. 
72:1211,  1954. 


NITROFURANS  a new  class  of  antimicrobials  . . 

neither  antibiotics  nor  sulfonamides 


o 


EATON  LABORATORIES,  NORWICH,  NEW  YORK 


relieves  the  discomfort  of  colds 


‘TABLOID’ 


UMPIRIN’ 

COMPOUND 

with  CODEINE  PHOSPHATE 


shortens  the  “miserable” period  by: 

• Reducing  fever 

• Controlling  cough 

• Relieving  headache 

• Relieving  muscular  aches  and  pains 


prompt  symptomatic  relief  of  colds  with  minimum  addiction  liability 


Available  in  four  strengths 


No.  1 No.  2 No.  3 No.  4 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC  Tuckahoe,  N.  Y. 
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now  combined: 
muscle  relaxant 
and  analgesic 


links  Flexin®  Zoxazolaminet  “...a  valuable  lissive  agent 
in  voluntary  muscle  SDasm  of  spinal  or  orthopedic  origin*’1 

with  Tylenol®  Acetaminophen,  an  effective  analgesic 
for  the  treatment  of  musculoskeletal  conditions.2 

In  common  orthopedic  and  rheumatic  conditions,  Flexilon 
promptly  and  safely  relaxes  spasm  of  the  skeletal  muscle 
and  relieves  pain. 

supplied:  Tablets,  enteric  coated,  orange,  bottles  of  50.  Each  tablet 
contains  Flexin,  125  mg.,  and  Tylenol,  300  mg. 

and  when  a steroid 
is  indicated... 


(Flexin  + Tylenol  4-  Hydrocortisone) 

provides  the  anti-inflammatory  benefits  of  hydrocortisone 
with  the  spasmolytic  and  analgesic  effects  of  Flexilon. 

supplied:  Tablets,  enteric  coated,  pink,  bottles  of  36.  Each  tablet 
contains:  Flexin,  125  mg.;  Tylenol,  300  mg.;  and 
Hydrocortisone,  2.5  mg. 

references  : (1)  Settel,  E.:  Am.  Pract.  & Digest  Treat.  5:443, 1957. 

(2)  Batterman,  R.  C.,  and  Grossman,  A.  J.:  Federation  Proc.  14:316,  1955. 

♦Trade-mark 

fU.S.  Patent  Pending 


LABORATORIES,  INC  . PHILADELPHIA  32,  PA. 
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Used  investigationallv  in  more  than  18,000  patients  and  dem 
onstrated  to  be  effective  in  the  majority  of  mild,  adult  cases 


^TRADEMARK,  REC. 


U.  S.  PAT.  OFF.— TOLBUTAMIDE.  UPJOHN 


fFor  fall  information,  see  yoiji'r  IJpjoJin  fcpFescrftal^vc  <^r  write  the 
Medical  Division,  The  Vpjohn-iiom'pan'y , ji^lainazlio,  M-ichigan. 


Upjohn 
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(Folin-IVu  Test) 


daytime  diuresis 


in  cardiac  edema 


nighttime  rest 


Cardiac  patients  on  diamox  do  not 
show  fluid  and  weight  fluctuations, 
since  diamox  is  effective  not  only  in  the 
mobilization  of  edema  fluid,  but  in  the 
prevention  of  fluid  accumulation  as 
well.  Excretion  by  the  kidney  is  com- 
plete within  24  hours  with  no  cumula- 
tive effects.1 

A highly  versatile  diuretic,  diamox  has 
proved  singularly  useful  in  other  con- 
ditions as  well,  including  acute  glau- 
coma, epilepsy,  toxemia  and  edema  of 
pregnancy,  premenstrual  tension  and 
edema  associated  with  obesity. 

Diamox  is  well-tolerated  orally,  and 
even  when  given  in  large  dosage  seri- 
ous side  effects  are  rare.  A single  dose 
is  active  for  6 to  12  hours,  offering  con- 
venient daytime  diuresis  and  nighttime 
rest. 

Supplied:  Scored  Tablets  of  250  mg. 
Ampuls  of  500  mg.  for  parenteral  use. 
Syrup:  bottles  of  4 fluid  ounces,  250 
mg.  per  5 cc.  teaspoonful,  peach  flavor. 

1.  Goodman,  L.  S.  and  Gilman,  A.: 

The  Pharmacological  Basis  of  Therapeutics, 

Ed.  2,  The  Macmillan  Co., 

New  York,  1955,  p.  856. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

•Reg.  U.S.  Pat.  Off. 
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strikes  the  respiratory  tract  . . . 

ILOTYCIN 

(Erythromycin,  Lilly) 


provides  singularly  effective  antibiotic 
therapy  because 


Dosage:  The  usual  adult 
dose  is  250  mg.  every  six 
hours. 

Available  in  specially 
coated  tablets,  pediatric 
suspensions,  drops,  otic 
solution,  ointments,  and 
I.V.  ampoules. 


• Virtually  all  gram-positive  organisms  are  sensitive 

• Allergic  reactions  following  systemic  therapy  are  rare 

• Bactericidal  action  kills  susceptible  organisms 

• Normal  intestinal  flora  is  not  appreciably  disturbed 


ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 

732150 
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Christmas,  1957 


For  another  year  the  Publication  Com- 
mittee, the  editors,  and  the  staff  of  the 
Journal  convey  to  our  readers  and  those 
who  advertise  in  our  pages,  to  our  authors 
and  to  those  who  print  the  Journal,  the 
Season’s  Greetings.  Once  again  we  are 
privileged  to  hope  that  peace  on  earth,  good 
will  toward  men  may  endure. 

For  one  hundred  and  fifty  years  the 
Society,  its  component  county  societies, 
and  the  medical  men  and  women  who  con- 
stitute its  membership  have  striven  with 
heart,  hand,  and  intelligence  to  further  by 
their  art  and  science  the  attainment  of  peace 
on  earth  by  reducing  poverty  and  want 
among  men  through  minimizing  sickness 
and  disability,  hopelessness  and  despair. 
Toward  this  end  physicians  fight  the  clock 
around  with  the  help  of  men  of  good  will 
in  the  ancillary  agencies  and  professions  all 
over  the  world.  Men  have  fought  each 
other  from  the  beginning  of  time.  To  what 
end?  Only  in  the  comparatively  recent 
past  have  doctors  had  the  knowledge,  the 
organization,  and  the  weapons  to  combat 
with  some  success  disease  and  disability  as 
their  contribution  to  the  peace  of  the  world. 
Surely  this  kind  of  warfare  serves  a desir- 
able end,  a prominent  benefit  for  all. 

It  has  been  the  privilege  of  the  Journal 


to  add  a little  to  the  advance  of  learning  in 
medicine  by  the  publication  of  scientific 
contributions  continuously  since  January, 
1901.  It  also  has  been  our  privilege  this 
year  to  publish  the  first  of  a series  of  sym- 
posia “Interrelationship  of  Religion  and 
Medicine”;1  another  will  appear  shortly. 
It  seems  to  us  that  it  is  increasingly  impor- 
tant for  many  practical  reasons  that  physi- 
cians should  be  able  to  evaluate  not  only 
their  own  spiritual  needs  but  more  impor- 
tant, those  of  their  patients. 

From  the  recent  appearance  of  new 
earth  satellites  it  is  apparent  that  man  is  at 
least  on  the  verge  of  the  possible  explora- 
tion of  interplanetary  space.  Not  only 
new  engineering  concepts  are  involved  here 
but  much  medical  research  as  well.  Is  there 
not  also  indicated  a searching  of  men’s 
souls,  that  they  seek  not  only  for  the  cour- 
age to  explore  this  new  area  but  also  for  the 
wisdom  to  utilize  their  increased  knowledge 
beneficially  for  the  good,  not  the  destruc- 
tion of  mankind? 

Let  us  hope  that  in  spite  of  the  potential 
dangers  involved  in  recent  nuclear  develop- 
ments there  may  be  continued  peace  on 
earth,  good  will  toward  men. 


1 New  York  State  J.  Med.  57:  1651  (May  1)  1957,  et 
seq. 


New  Booklet  To  Be  Available 


A booklet  entitled  What  Goes  On  will  be 
published  monthly  beginning  February, 
1958.  The  publication  will  list  medical 
meetings  and  special  lectures  in  the  State  of 
New  York,  and  it  is  planned  to  group  these 
in  geographic  divisions,  including  the  metro- 
politan area.  The  booklet,  sponsored  by 
The  Lederle  Laboratories,  Inc.,  is  to  be  pre- 
pared and  edited  by  the  Council  Committee 
on  Public  Health  and  Education  of  the 
Medical  Society  of  the  State  of  New  York. 


It  will  be  sent  free  of  charge  to  all  physicians 
in  the  State. 

Medical  organizations  are  at  liberty  to 
check  with  the  What  Goes  On  publication 
headquarters  before  scheduling  meetings  in 
order  to  avoid  conflict  with  programs  of 
other  organizations.  Visiting  physicians, 
also,  may  find  it  convenient  to  use  the  serv- 
ices of  the  office  in  planning  their  attendance 
at  medical  meetings  during  their  stay  in 
New  York. 
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Labor  Union  Health  Centers 


The  furnishing  of  medical  care  by  labor  union 
health  centers  through  physicians  in  their 
employ  is  a growing  practice  in  New  York 
State  as  it  is  throughout  the  country. 
Since  no  New  York  general  law  appears  to 
authorize  the  organization  and  operation  of 
such  centers,  labor  unions  find  it  advisable 
to  obtain  the  enactment  of  special  laws 
which  in  each  case  create  a nonprofit  mem- 
bership corporation  vested  with  a limited 
privilege  to  furnish  medical  care.  Special 
incorporating  laws  are  enacted  under  the 
authority  of  Article  X,  Section  1 of  the 
I State  Constitution  which  in  part  provides, 
“Corporations  may  be  formed  under  gen- 
eral laws;  but  shall  not  be  created  by  special 
I act,  except  for  municipal  purposes,  and  in 
i cases  where,  in  the  judgment  of  the  legis- 
lature, the  objects  of  the  corporation  cannot 
be  attained  under  general  laws.” 

The  first  labor  union  medical  center 
incorporating  laws  by  the  State  of  New  York 
were  enacted  in  the  year  1949  and  created 
The  Sidney  Hillman  Health  Center,  Inc., 
and  The  New  York  Hotel  Trades  Council 
and  Hotel  Association  Health  Center,  Inc. 
(Laws  of  1949.  Chapters  584  and  585). 
Subsequent  laws  incorporated  the  Amal- 
gamated Laundry  Workers  Health  Center, 
Inc.,  and  the  International  Longshoreman’s 
Association  Medical  Center  of  Brooklyn, 
Inc.  (Laws  of  1952,  Chapter  214;  Laws  of 
1957,  Chapter  988).  The  centers  operated 
by  these  corporations  are  in  the  New  York 
City  area. 

The  first  three  laws  were  in  the  pattern 
of  the  law  incorporating  The  Sidney  Hill- 
man Health  Center.  Among  other  things 
this  law  states,  “The  objects  and  purposes 
of  the  corporation  shall  be:  To  establish 
and  maintain  a health  center  to  furnish  any 
or  all  of  the  following:  medical  care,  surgi- 
cal care,  optical  and  dental  examinations, 
medical  diagnosis,  medical  advice  and  treat- 
ment, medicine  and  apparatus,  and  other 
health  services  to  ambulatory  patients,  all 
through  duly  licensed  physicians,  or  in  the 


case  of  optical  examinations  through  duly 
licensed  optometrists.  The  corporation  shall 
furnish  such  care,  treatment,  services,  and 
supplies  only  to  employes  covered  by  collec- 
tive bargaining  agreements  between  the 
New  York  Joint  Board  of  the  Amalgamated 
Clothing  Workers  of  America  (a  labor  organ- 
ization affiliated  with  the  Congress  of  Indus- 
trial Organizations)  and  the  New  York  Cloth- 
ing Manufacturer’s  Exchange,  Inc.  (a  mem- 
bership corporation  composed  of  manufactur- 
ers of  men’s  and  boy’s  clothing),  and  to  em- 
ployes covered  by  collective  bargaining  agree- 
ments between  said  labor  organization  and 
various  other  employers  or  associations  of  em- 
ployers, either  gratuitously  or  for  a compen- 
sation determined  without  reference  to  the 
value  thereof.  Such  health  center  shall  not 
be  established  and  maintained  in  the  State  of 
New  York  without  the  prior  written  approval 
of  the  State  Board  of  Social  Welfare  as  to  the 
adequacy  of  facilities  and  standard  of  care 
of  the  health  center,  including  adequacy  of 
personnel,  and  such  health  center  when 
established  shall  be  subject  to  the  super- 
vision, visitation,  and  inspection  of  the  State 
Board  of  Social  Welfare.  No  part  of  the 
activities  of  the  corporation  shall  be  carry- 
ing on  propaganda  or  otherwise  attempting 
to  influence  legislation.”  The  same  law 
further  provides,  “The  funds  of  the  corpora- 
tion shall  be  derived  from  one  or  more  of 
the  following  sources:  funds  furnished  by 
employers  through  Sidney  Hillman  Health 
Center  Fund  which  is  organized  and  oper- 
ates under  an  agreement  and  declaration  of 
trust,  dated  as  of  October  8,  1947;  funds 
furnished  by  the  New  York  Joint  Board  of 
the  Amalgamated  Clothing  Workers  of 
America;  payments  made  to  the  corpora- 
tion by  employes  covered  by  collective 
bargaining  agreements  mentioned  in  sec- 
tion two  of  this  act  for  care,  treatment,  serv- 
ices, and  supplies  furnished  to  them  by  the 
corporation,  the  amounts  of  said  payments 
in  no  event  to  exceed  the  cost  to  the  cor- 
poration.” 
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The  law  incorporating  the  longshoremen’s 
medical  center  reflects  negotiations  between 
organized  medicine  in  Brooklyn  and  the 
longshoremen’s  representatives  in  that  it 
grants  a more  limited  franchise  in  the  field 
of  medical  care.  It  provides  in  part  that 
the  corporate  purposes  are  “to  establish  and 
maintain  a health  center  where  the  following 
may  be  provided:  medical,  surgical,  optical 
examinations,  and  diagnostic  sendees  to 
ambulatory  patients,  all  through  duly 
licensed  physicians,  and  on  and  after  Janu- 
ary  2,  1958,  dental  care  through  duly  licensed 
dentists  may  also  be  provided.”  It  further 
provides,  “Nothing  herein,  however,  shall 
prohibit  the  maintenance  of  an  emergency 
first  aid  station  at  the  center,  provided  that 
there  shall  be  no  follow-up  or  continuous 
treatment  beyond  first  aid  for  emergencies 


only.”  The  difference  between  this  law  and 
the  others  is  that  it  provides  only  for  diagnos- 
tic sendees  and  first  aid  and  the  others  are 
without  such  limitation. 

It  is  very  possible  that  the  State  of  New 
York  will  some  day  legislate  generally  with 
respect  to  labor  union  medical  centers  and 
thus  preclude  special  legislation  of  the  type 
before  mentioned.  However,  until  that 
time  comes,  the  precedents  in  this  field  will 
develop  through  the  enactment  of  special 
laws.  Because  of  their  significance  as  prec- 
edent and  shapers  of  custom  and  general 
law,  the  labor  union  medical  center  incor- 
porating laws  merit  the  attention  of  all  the 
medical  profession  of  the  State,  not  merely 
that  part  of  the  profession  directly  affected 
by  the  proximitj^  of  union  medical  centers. — 
H.B.S. 


Social  Security  for  Doctors 


At  the  June  meeting  of  the  House  of  Dele- 
gates of  the  American  Medical  Association 
two  resolutions  favoring  compulsory  Social 
Security  for  physicians  were  introduced,  one 
by  New  York,  another  by  Connecticut.  On 
the  part  of  New  York,  the  resolution  favor- 
ing Social  Security  on  a compulsory  basis  for 
physicians  reversed  a long  time  position 
against  such  a proposal. 

The  A.M.A.  rejected  the  proposals  pre- 
sumably because  of  the  compulsion  involved. 
However,  it  seems  somewhat  significant  that 
the  profession  in  so  generally  conservative  a 
state  as  New  York,  together  with  Connecti- 
cut, has  changed  its  opinion.  What  has 
happened  here  could,  in  the  course  of  time, 
occur  elsewhere.  Is  it  significant  in  this  re- 
gard that  in  the  Illinois  Medical  Journal 1 
Dr.  Walter  C.  Bonemeier  of  Chicago  writes, 
“An  Argument  for  Reconsideration  of  Our 
Position  on  Social  Security?”  Obviously, 
medical  opinion  in  New  York  and  Connecti- 

1 Bonemeier,  W.  C.:  Illinois  M.  J.  3:  327  (June)  1957. 


cut  does  not  have  to  be  influenced  on  this 
question,  but  Dr.  Bonemeier  is  writing  pri- 
marily to  the  physicians  of  Illinois.  He 
says,  in  part: 


Who  is  in  favor  of  O.A.S.I.? 


1.  The  Congress 

2.  The  President 

3.  Labor 

4.  The  white  collar 

class 

Who  opposes  O.A.S. 
The  doctors. 

What  are  some  of 
O.A.S.I.? 


5.  Teachers — college 

professors 

6.  Dentists 

7.  Lawyers 

I.? 

the  arguments  against 


It  is  unprofitable:  you  have  to  die  or  retire 
to  collect.  But  you  must  have  a fire  to  collect 
fire  insurance,  you  have  to  be  disabled  to  col- 
lect disability  insurance,  you  have  to  lose  your 
life  to  collect  life  insurance.  Insurance  was  not 
designed  to  be  profitable.  It  was  designed  for 
security.  We  may  be  able  to  buy  term  in- 
surance for  survivors  benefits  and  annuities 
for  retirement  just  as  cheaply  as  O.A.S. I.  and 


[Continued  on  page  3964] 
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Everyone  expects  the  Committee  on  Legislation  to  see  to 
it  that  all  matters  that  will  injure  the  health  of  the  people  of 
New  York  will  be  actively  opposed  during  the  next  tenure 
of  the  legislature  at  Albany  beginning  next  January.  This 
includes  anything  relating  to  cults.  Lobbying  by  the  cults 
will  be  strong  again  as  usual.  Each  District  Branch  from 
this  moment  should  get  down  to  active  work  to  aid  in  pre- 
venting any  kind  of  legislation  from  passing  which  would 
support  any  phase  of  cultism. 

The  last  House  of  Delegates  again  instructed  us  to  put 
forth  every  effort  to  effect  positive  legislation  to  improve  the 
practice  of  medicine  by  you.  These  directives  include 
changes  in  the  autopsy  law,  free  choice  of  physician,  free 
choice  of  plan,  prevention  of  hospitals  from  practicing  medi- 
cine, and  others.  Aside  from  aiding  in  preventing  a law  to 
license  chiropractors,  very  little  else  has  been  accomplished 
in  recent  years.  The  Council  and  Board  of  Trustees  of  your  State  Medical  Society  have 
procured  the  services  of  a well-known  law  firm  in  Albany  to  aid  the  Society  in  its  legislative 
program. 

It  seems  that  doctors  of  medicine  do  not  have  the  know-how  to  get  positive  legislation 
through.  This  is  true  in  spite  of  hard  work  on  the  part  of  exce'lent  legislative  committees. 
Need  for  other  aid  is  held  imperative,  so  that  is  why  without  malice  to  anyone  further 
legal  help  has  been  obtained. 

Your  Committee  on  Economics  is  very  much  on  the  job.  In  addition  to  its  many 
existing  activities  there  has  been  added  the  Medicare  program.  The  latter  has  increased 
the  burden  on  this  committee  and  the  headquarters  department  immensely.  It  is  becom- 
ing more  and  more  complex  as  the  weeks  pass.  An  occasional  doctor  takes  advantage  of 
the  service  by  making  unnecessary  visits.  This  renders  a disservice  to  the  great  majority 
of  physicians  who  are  performing  a wonderful  service  to  the  families  of  our  armed  forces. 
When  padded  statements  come  to  the  attention  of  the  headquarters  committee  there  is  en- 
tailed the  setting  up  of  a board  of  experts  to  deal  with  such  problems. 

The  House  of  Delegates  passed  a resolution  favoring  compulsory  Federal  Social  Security 
for  physicians.  As  you  remember,  the  House  of  Delegates  of  the  American  Medical 
Association  turned  down  this  resolution,  presented  by  the  Medical  Society  of  the  State  of 
New  York,  by  an  overwhelming  majority.  I am  receiving  letters  from  physicians  of  this 
and  other  states  asking  about  the  reasons  why  it  did  not  pass.  It  seems  that  by  referendum 
the  majority  of  physicians  in  practically  all  other  states  do  not  wish  the  compulsory  form  of 
insurance.  Therefore,  the  A.M.A.  did  not  adopt  the  resolution. 

Those  who  are  dealing  with  industrial  medicine,  and  the  Committee  on  Workmen’s 
Compensation,  are  being  harassed  constantly  by  problems  confronting  them.  It  is  around 
conference  tables  that  issues  should  be  thoroughly  discussed  and  properly  adjudicated. 
Satisfying  everyone  is  an  impossible  task,  yet  it  must  be  undertaken  so  as  to  reach  as  near  a 
solution  as  is  practicable. 

Recently,  I had  the  pleasure  of  attending  the  annual  meeting  of  the  Pennsylvania  State 


Thurman  B.  Givan,  M.D. 


From  the  address  presented  at  the  51st  Annual  Meeting  of  the  Third  District  Branch,  October  3,  1957,  Kingston,  New 
York. 
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Medical  Society.  The  major  problem  discussed  by  their  House  of  Delegates  was  their 
relationship  with  the  United  Mine  Workers.  The  newspapers  blasted  the  doctors  for  the 
impasse  which  seemed  impossible  of  solution.  Yet  after  much  deliberation  the  House  voted 
to  renew  negotiations  with  them,  hoping  that  something  tenable  would  be  evolved. 

We  often  hear  in  the  staff  rooms  of  our  hospitals  and  in  county  medical  societies:  What 
is  the  State  Society  doing  in  behalf  of  all  doctors?  If  each  physician  could  spend  a little 
tune  finding  out  what  the  Public  Health  and  Education  Committee  alone  is  doing  in  this 
State  there  would  be  fewer  grumblings.  It  is  most  gratifying  to  me  to  watch  this  com- 
mittee, and  its  many  subdivisions,  at  work.  The  hours  these  men  and  women  of  medicine 
are  devoting  to  the  welfare  of  the  public  are  incomprehensible.  When  they  were  asked  to 
aid  in  molding  a pattern  to  be  followed  in  this  State  for  handling  the  Asian  virus  disease 
epidemic,  if  and  when  it  involved  New  York  State,  meetings  were  held  by  the  best  minds 
that  could  be  obtained.  If  all  physicians  carry  out  the  plan  suggested  as  a result  of 
these  deliberations,  there  should  be  little  or  no  dissatisfaction  with  the  manner  in  which  we 
dispose  of  this  problem.  Health  departments  and  medical  organizations  again  are 
working  hand  in  hand.  We  have  promised  authentic  information  of  new  developments  to 
the  physicians  of  the  State  as  well  as  information  through  the  press  to  the  public. 

The  Public  Health  Committee,  in  association  with  the  Public  Relations  Committee,  is 
again  materially  aiding  the  Bureau  of  Motor  Vehicles  in  reducing  accidents  on  our  high- 
ways. This  is  a task  in  which  we  all  must  join  hands.  Its  sphere  is  multiphasic  and  will 
require  much  effort  and  time  to  effect  remedies. 


[Continued  from  page  3962] 


we  certainly  should  do  so. 

No  Federal  project  is  a bargain.  We  are 
probably  all  opposed  to  the  Federal  govern- 
ment’s doing  things  that  can  be  done  by  in- 
dividuals. But  where  a project  depends  on  a 
high  percentage  of  usage  in  order  to  be  eco- 
nomical, some  things  work  well  and  require  state 
and  Federal  control.  For  example,  roads 
wouldn’t  go  far  if  there  was  no  government 
program.  Schools,  if  optional  at  individual 
level,  would  not  be  the  fine  system  we  have 
today.  Vaccination  programs  without  city, 
county,  or  state  encouragement  would  prob- 
ably fail  to  get  the  85  per  cent  necessary  for 
wiping  out  a disease. 

Can  voluntary  inclusion  of  the  medical  pro- 
fession in  O.A.S.I.  be  accomplished?  The 
answer  is  no.  If  only  those  who  intend  to  use 
it  are  required  to  pay,  the  cost  must  be  higher. 
It  is  only  a bank  account  if  you  must  put  in 
what  you  expect  to  take  out.  If  only  the 
building  that  is  to  burn  were  insured,  that 
building  would  have  to  pay  the  entire  cost. 


That  is  why  the  voluntary  inclusion  will  never 
be  permitted. 

The  Old  Age  and  Survivors  Insurance  Act 
has  been  in  force  for  twenty  years  and  covers 
87  per  cent  of  Americans.  If  we  have  objected 
and  are  still  objecting  to  inclusion,  in  order  to 
set  an  example,  we  are  getting  nowhere.  If 
we  are  objecting  because  we  believe  the  scheme 
is  unsound,  look  at  the  record  of  21  billion  in 
reserve.  If  we  object  because  we  feel  we  can 
handle  our  own  retirement  programs  and  our 
own  survivors  benefits,  then  I think  our  rea- 
soning has  merit.  But  from  my  observation 
this  program  is  as  cheap,  as  sound,  as  inclusive 
as  a private  program,  and  it  would  be  easy  to 
be  included.  I think  it  is  time  to  reconsider 
our  position. 

It  is  quite  possible  that  should  New  York 
and  Connecticut  continue  to  present  their 
resolutions  at  subsequent  meetings  of  the 
A.M.A.,  other  state  delegations  may  join 
them  in  support. 
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Metamucil  does  both:  the  demulcent 
mucilloid  produces  soft,  easy  stools 
and  stimulates  normal  peristalsis. 
This  is  "smoothage”  management  of 
constipation  without  the  use  of 
irritant  laxatives. 


METAMUCIL 


SEARLE 


psyllium  hydrophilic  mucilloid  with  dextrose 
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effective,  selective  therapy 

Cantil 

for  the  colon 

for  functional  and  organic  disorders 


CANTIL  relieves  pain,  cramps,  bloating. ..curbs 
diarrhea... restores  normal  tone  and  motility.  Selec- 
tive action  focused  on  the  colon  avoids  widespread 
interference  with  normal  autonomic  function... 
minimizes  urinary  retention,  mouth  dryness,  blur- 
ring of  vision. 

HOW  CANTIL  IS  PRESCRIBED  One  or  two  tablets  three  times 
a day  preferably  with  meals,  and  one  or  two  tablets  at  bed- 
time for  patients  .with  ulcerative  colitis,  irritable  colon, 
mucous  colitis,  spastic  colitis,  diverticulitis,  diverticulosis, 
rectospasm,  diarrhea  following  G.I.  surgery,  bacillary  and 
parasitic  disorders. 

CANTIL  —TWO  FORMS  CANTIL  (plain)  — 25  mg.  of  CANTIL  in 
each  scored  tablet  — bottles  of  100.  CANTIL  with  Pheno- 
barbital  — 25  mg.  of  CANTIL  and  16  mg.  of  phenobarbital 
(warning:  may  be  habit  forming)  in  each  scored  tablet  — 
bottles  of  100. 

CANTIL  is  the  only  brand  of  N-methyl-3-piperidyl-diphenyl- 
glycolate  methobromide. 

For  more  detailed  information,  request  Brochure  No.  NDA 
16,  Lakeside  Laboratories,  Milwaukee  1,  Wisconsin. 
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Eye  Ground  Changes  in  General  Disease*  * 

CONRAD  BERENS,  M.D.,  ARNOLD  S.  BREAKEY,  M.D.,  AND  GEORGE  Z.  CARTER,  M.D.,  NEW  Y'ORK 

CITY' 

( From  the  Department  of  Research,  R'ew  York  Association  for  the  Blind,,  and  the  Department  of  Ophthalmology, 
New  York  University  Post-Graduate  School  of  Medicine) 


Examination  of  the  ocular  fundus  affords  a 
rare  opportunity  for  direct  observation  of 
many  pathologic  processes.  The  physician,  sur- 
geon, or  specialist  who  can  interpret  pathologic 
findings  in  the  media,  retinal  vessels,  and  fundus 
can  thereby  institute  early  and  more  specific 
treatment  of  the  patient.  It  is  the  purpose  of 
this  paper  to  outline  and  describe  retinal  diseases 
as  they  reflect  systemic  ills  throughout  the  body. 

With  few  exceptions  diseases  seen  in  the  fundus 
reflect  systemic  disease.  The  changes  in  the 
choroid,  retina,  and  optic  nerve  frequently  pre- 
cede the  development  of  systemic  physical  signs. 
In  order  to  obtain  a more  complete  picture  that 
will  aid  in  diagnosis,  it  is  necessary  to  correlate 
the  ophthalmoscopic  findings  with  a thorough 
history  of  the  patient  and  the  general  and  labora- 
tory findings  (for  example,  blood  pressure,  al- 
buminuria, hyperglycemia,  roentgen  ray  exam- 
ination, Wassermann  reaction,  and  skin  tests 
for  tuberculosis  and  brucellosis).  Systematic 
examination  of  the  optic  disk,  macular  region, 
retinal  periphery,  and  blood  vessels,  both  retinal 
and  choroidal,  is  important.  Congenital  anom- 
alies, such  as  colobomas  and  medullated  nerve 
fibers,  should  be  differentiated  from  pathologic 
findings.  Changes  in  pigmentation  should  be 
noted.  A thorough  search  should  be  made  for 
exudates,  edema,  deposits  (edema  residue),  and 
hemorrhages. 

Some  of  the  more  important  alterations  of  the 
fundus  occur  in  diabetes,  hypertension,  arterio- 
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sclerosis,  toxemia  of  pregnane}’,  nephritis,  tuber- 
culosis, syphilis,  brucellosis,  retrolental fibroplasia, 
degenerative  conditions,  and  focal  infections. 
These  diseases  are  diagnosed  by  observing  patho- 
logic alterations  in  the  retina  and  at  times  in  the 
choroidal  blood  vessels,  also  in  the  intraocular 
part  of  the  optic  nerve  or  disk,  changes  in  the 
macula  lutea,  and  lesions  in  the  periphery  of  the 
fundus. 

Retinal  Blood  Vessels  in 
General  Diseases 

Retinal  Hemorrhages  in  General  Disease. 
— Retinal  hemorrhages  detected  during  an  oph- 
thalmoscopic examination  are  usually  caused  by 
systemic  diseases  unless  the  eye  has  been  injured. 

Capillary  retinal  hemorrhages  associated  with 
systemic  diseases  may  be  classified  under  several 
categories,  excluding  trauma,  for  example,  (1) 
hemorrhages  resulting  from  inflammatory  condi- 
tions in  the  retina  secondary  to  infection  of  an- 
other system,  (2)  hemorrhages  in  toxemia  associ- 
ated with  systemic  infections,  such  as  influenza, 
variola,  dysentery,  Weil’s  disease,  and  malaria, 
(3)  those  caused  by  obstruction  of  intraocular 
venous  flow  due  to  local  ocular  conditions  (such 
as  venous  thrombosis  and  endophlebitis)  or 
intracranial  disturbances  (as  in  intracranial  hy- 
pertension with  papilledema,  cavernous  sinus 
thrombosis,  or  subarachnoid  hemorrhage),  (4) 
hemorrhages  associated  with  vascular  reti- 
nopathies, as  in  diabetes,  arteriosclerosis,  hyper- 
tension, nephritis,  and  toxemia  of  pregnancy,  and 
(5)  those  observed  in  anemia,  polycythemia, 
leukemia,  purpura,  hemophilia,  lupus  erythema- 
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tosus  disseminatus,  and  other  diseases  of  the 
hematopoietic  system. 

In  cases  in  which  an  otherwise  exhaustive  in- 
vestigation fails  to  establish  the  etiology  of  ret- 
inal hemorrhage,  a glucose  tolerance  test  may 
reveal  a prediabetic  condition.1 

Vasculitis  may  cause  recurrent  hemorrhages  of 
the  retina.  In  young  adults,  especially  males, 
this  is  known  as  Eales’s  disease.  Kimura  and  his 
associates2  prefer  the  term  “retinal  vasculitis,” 
because  the  changes  are  not  always  limited 
strictly  to  the  veins  as  previously  thought. 
Twenty-one  cases  were  studied  in  detail,  and  no 
proof  of  a defect  in  the  hemostatic  mechanism 
could  be  shown  as  a cause  of  the  hemorrhage.2 

There  is  no  specific  treatment  for  Eales’s  dis- 
ease, according  to  Elliot.3  However,  bed  rest  for 
a week  or  two  is  essential  at  the  time  of  the  hemor- 
rhages. The  results  of  treatment  following  radia- 
tion therapy,  diathermy  coagulation,  bactericidal 
drugs,  vitamin  K,  rutin,  ascorbic  acid,  and  corti- 
sone have  not  been  uniform.  Theoretically  cor- 
tisone or  ACTH  may  reduce  the  inflammatory 
response  of  tissues  and  vessels  in  an  allergic 
reaction.  Thus,  the  natural  course  of  the  recur- 
rent hemorrhages  might  be  shortened  by  the  use 
of  steroids. 

Diabetic  Retinopathy . — The  life  expectancy 
of  the  diabetic  patient  has  been  increased  by  in- 
sulin therapy.  As  a result  there  are  an  increased 
number  of  diabetics  who  develop  degenerative 
retinal  changes.  The  exact  cause  of  the  fundus 
findings  is  a controversial  subject,  and  the  various 
hypotheses,  such  as  altered  metabolism  and  arte- 
riosclerosis, should  be  considered  critically.  Al- 
though intercapillary  glomerulosclerosis  (Kim- 
melstiel- Wilson  disease)  is  difficult  to  diagnose,  it 
occurs  with  considerable  frequency  in  the  more 
advanced  stages  of  diabetic  retinopathy  and 
should  be  suspected  in  diabetes  mellitus  of  long 
duration  when  albuminuria,  renal  insufficiency, 
and  advanced  diabetic  retinopathy  are  present. 

When  retinopathy  develops  in  diabetes,  raised 
blood  pressure  and  systemic  vascular  disease  are 
often  present.  The  duration  of  diabetes  is  the 
most  important  factor  in  the  production  of  reti- 
nopathy. Approximately  70  per  cent  of  patients 
who  have  had  the  disease  for  twenty  years  or 
more  have  some  form  of  retinal  lesion.  The 
clinical  picture,  while  not  pathognomonic  for 
diabetes,  has  certain  characteristics  distinguishing 
it  from  arteriosclerotic,  hypertensive,  or  renal 
retinopathies.  Ophthalmoscopically  the  earliest 


Fig.  1.  Diabetic  retinopathy.  Retinal  changes  in- 
clude small  capillary  aneurysms  and  punctate  hemor- 
rhages in  the  macular  area,  exudates,  and  constriction  of 
the  arterioles  and  venules. 


changes  affect  the  smaller  blood  vessels.  Retinal 
changes  include  (1)  small  capillary  aneurysms  and 
punctate  hemorrhages  in  the  macular  area,  (2) 
yellow  or  waxy,  somewhat  glistening,  and  usually 
sharply  circumscribed  exudates,  which  later  tend 
to  coalesce  (Fig.  1),  (3)  “cotton-wool”  patches, 
which  may  indicate  the  onset  of  complicating 
hypertension  (these  lesions  represent  ischemic 
infarcts,  usually  the  result  of  arterial  spasm), 
(4)  multiple  thromboses  due  to  dilatation  of  the 
veins,  and  (5)  recurrent  vitreous  hemorrhages, 
which  may  become  organized  and  vascularized 
(proliferating  retinopathy) . 

One  of  the  chief  aims  of  diabetic  therapy  is  to 
prevent  retinopathy.  Once  vascular  degenera- 
tion develops,  the  process  is  difficult  to  reverse, 
although  its  progress  may  be  retarded.  When 
diabetes  is  acquired  in  childhood,  the  visual  prog- 
nosis is  poor  once  the  patient  has  become  mid- 
dle-aged. In  adults  the  older  the  patient  is  at  the 
time  of  onset  of  the  diabetes  usually  the  better  the 
visual  prognosis.  According  to  John4  and 
Brown,5  the  most  common  cause  of  diabetes  in 
children  is  a systemic  infection  which  injures  the 
islands  of  Langerhans.  Brown  believes  that 
continuing  care  of  infection,  especially-  chronic 
sinusitis,  is  important  in  young  diabetics.  One 
of  us  (C.  B.)6  has  already  called  attention  to  the 
likely  association  of  chronic  infection  with  dia- 
betic retinopathy. 

However,  at  present,  according  to  Sheppard,7'8 
there  is  no  evidence  that  any  therapy  in  addition 
to  a balance  of  diet,  exercise,  and  insulin  offers 
complete  diabetic  control.  He  suggests  that  ade- 
quate control  of  the  diabetic  patient  should  have 
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the  following  objectives:  physical  and  mental 
well-being,  maintenance  of  an  even  weight,  rea- 
sonably normal  range  of  fasting  and  postprandial 
blood  sugar  levels  without  wide  fluctuations  dur- 
ing the  twenty-four-hour  period,  prevention  of 
polyuria,  sugar-free  urine,  adequate  fluid  intake, 
normal  albumin-globulin  ratio,  normal  blood 
cholesterol,  normal  blood  pressure,  normal  kid- 
ney and  liver  function,  and  the  prevention  of 
vascular  complications.  A recent  claim  made  by 
Niedermeier9  that  the  continuous  administration 
of  rutin  in  diabetic  patients  who  show  a positive 
Rumpel-Leede  phenomenon  is  beneficial  has  been 
questioned  by  many  other  investigators. 

Adrenal  and  pituitary  factors  in  diabetic  reti- 
nopathy suggest  that  hypophysectomy  or  adrena- 
lectomy may  be  of  value.  Fivediabetics  so  treated 
by  Schimek10  stopped  losing  vision  and  had  no  re- 
currence of  retinal  hemorrhage.  In  a recent  dis- 
cussion of  this  subject  in  London  Scott11  and 
others  concluded  that  the  period  of  observation 
has  been  too  short,  however,  to  permit  a general 
i advocation  of  this  formidable  surgical  procedure, 

[ which  dooms  the  patient  to  a lifetime  of  glandular 
j replacement  therapy. 

The  effect  of  intravenous  Priscoline  on  the 
angioscotoma  in  27  cases  of  diabetes  was  studied 
by  Cholst  and  his  associates.12  Ten  cases  revealed 
good  response.  In  nine  of  these  no  retinal  exu- 
dates were  found.  In  one  case  several  typical 
but  very  small  diabetic  exudates  were  noted. 
They  consider  that  the  poor  response  to  Priscoline 
in  the  cases  with  exudates  is  analogous  to  the  poor 
response  found  in  patients  with  advanced  visible 
arteriosclerosis. 

In  Sheppard’s  opinion7'8  further  research  is 
needed  on  the  vascular  changes  in  the  diabetic 
state.  Special  emphasis  should  be  placed  on  (1) 
nutrition  and  disease  and  how  they  affect  the 
body,  (2)  heredity,  (3)  improved  insulin  and  insu- 
lin administration  (in  the  presence  of  retinal  hem- 
orrhages, insulin  should  be  given  with  the  greatest 
care  and  under  most  expert  supervision),  (4)  the 
endocrine  system  with  special  reference  to  the 
glucosteroids,  (5)  the  interrelation  of  carbohy- 
drate, fat,  and  protein  metabolism,  (6)  electrolyte 
and  water  balance,  and  (7)  correlation  of  the 
above  studies  with  further  investigation  of  de- 
generative vascular  changes  in  the  fundi.7-8 

Hypertensive  Retinopathy.- — In  hyperten- 
sive retinopathy  or  neuroretinopathv  there  is  a 
generalized  contraction  or  narrowing  of  the  retinal 
arterioles.  Thickening  of  the  arterial  walls  pro- 


Fig.  2.  Hypertensive  cardiovascular  disease.  Ap- 
pearance of  the  fundus  before  and  after  rigid  rice  diet. 
(Courtesy  of  Banks  Anderson,  M.D.) 

duces  compression  of  the  veins  at  the  arteriove- 
nous crossings.  Peripheral  to  this,  the  veins  be- 
come dilated  and  tortuous.  Flame-shaped  ret- 
inal hemorrhages  and  retinal  edema  are  among 
the  complications.  The  nerve  head  swells,  and 
the  edges  of  the  disk  become  blurred.  Fre- 
quently a star-shaped  white  macular  lesion  is  ob- 
served. The  swelling  of  the  nerve  head  may  be 
so  marked  as  to  resemble  papilledema.  At  this 
stage  vision  is  impaired.  Hypertensive  reti- 
nopathy is  usually  associated  with  essential  hyper- 
tension. With  early  medical  or  surgical  treat- 
ment hypertensive  retinopathy  can  regress  with- 
out leaving  marked  changes  in  the  caliber  of  the 
arteries  or  permanent  retinal  damage. 

Treatment  is  usually  directed  toward  reducing 
nervous  tension.  Stimulants,  including  nico- 
tine, which  increase  cholesterol,  should  be  avoided 
by  the  patient.  Therefore,  sedatives  such  as 
phenobarbital,  which  reduce  cholesterol  and 
which  may  retard  the  development  of  athero- 
sclerosis, should  be  prescribed.  Administration 
of  vitamin  C in  daily  doses  of  from  0.5  to  1.0  mg. 
may  increase  the  rate  of  oxidation  and  stimulate 
the  liver,  thereby  accelerating  the  reduction  of 
cholesterol  and  its  elimination.  Lecithin  has 
been  administered  to  increase  the  ratio  between 
cholesterol  and  phospholipids  and  possibly  may 
improve  the  condition  of  the  arterial  walls. 
This  treatment  combined  with  adequate  rest  and 
control  of  factors  causing  tension  in  the  patient’s 
life  seems  to  be  valuable.  There  is  no  question 
that  certain  patients  have  benefited  from  sym- 
pathectomy, but  with  the  drugs  available  to  con- 
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Fig.  3.  Arteriosclerotic  retinopathy. 


trol  the  hyperactivity  of  the  sympathetic  system 
most  authorities  consider  that  surgery  should  be 
avoided.  Marquardt13  and  Page  and  Taylor14 
claim  to  have  had  excellent  results  in  advanced 
hypertensive  retinopathy  with  a nonprotein 
bacterial  pyrogen  (Pyromen),  which  produces 
fever  with  much  less  discomfort  than  other  foreign 
proteins.  Even  in  these  advanced  cases  the  rice 
diet,  as  administered  by  Kempner  and  advocated 
by  Anderson15  for  hypertensive  retinopathy,  has 
produced  striking  visual  and  systemic  results 
(Fig.  2).  Although  patients  complain  of  the  rice 
diet,  the  results  in  certain  cases  amply  justify  its 
use  when  properly  administered. 

Arteriosclerotic  Retinopathy. — Arterio- 

sclerotic retinopathy  (Fig.  3)  presents  a very- 
clear-cut  pathologic  picture  in  the  retina.  How- 
ever, the  entity  is  aggravated  and  advanced 
by  the  presence  of  essential  hypertension,  dia- 
betes, and  glomerulonephritis.  These  condi- 
tions frequently  confuse  the  retinal  picture,  and 
some  of  their  classic  signs  may  also  be  present  if 
one  disease  is  superimposed  upon  the  other. 

True  arteriosclerotic  retinopathy  exhibits  al- 
terations in  the  arteriovenous  crossings  (arterio- 
venous nicking),  narrowing  of  the  lumen  of  the 
arteries  with  “copper”  and  silver  wire  defects, 
tortuosity  of  vessels,  and  multiple  variations  in 
the  caliber  of  the  arteries. 

Normally  at  an  arteriovenous  crossing  the  vein 
is  beneath  the  artery.  There  is  no  compression 
and  no  change  in  the  course  of  the  vein,  which 
may  be  partly  visible  through  the  artery.  When 
the  wall  of  the  artery  becomes  thickened,  the 
vein  becomes  obscured  in  a small  area  including 
the  crossing  and  to  either  side.  In  advanced 
stages  of  arteriosclerosis  the  compression  of  the 


artery  definitely  obstructs  the  vein,  which  be- 
comes S shaped. 

The  lumen  of  the  arteries  usually  has  a uniform 
caliber,  but  it  narrows  slightly  where  branching 
occurs.  In  arteriosclerosis  of  marked  degree  the 
narrowings  are  numerous,  except  in  the  periphery 
where  the  lumen  is  normal.  Constriction  of  the 
lumen  interferes  with  nutrition  and  paves  the 
way  for  degenerative  changes. 

The  light  reflex  along  a retinal  artery  should 
appear  as  a bright  line.  In  arteriosclerosis  this 
reflex  may  become  so  intensified  that  the  artery 
appears  to  be  copper  in  color  and  beaded,  espe- 
cially in  the  secondary  and  tertiary  branches  of  an 
artery.16  When  arteries  become  completely  oc- 
cluded, they  may  look  like  white  threads.  The 
artery  may  also  resemble  a silver  wire  when 
hyalin  is  deposited  beneath  the  epithelium. 

Vessels  in  the  shape  of  a corkscrew  may  be 
observed  in  the  area  of  the  macula. 

Exudates,  which  are  small,  discrete,  bright, 
and  few  in  number  may  occur.  Retinal  hemor- 
rhages are  usually  flame  shaped,  petechial,  and 
small.  Further  changes  are  transient  blindness 
due  to  spasm  of  the  arteries,  gradual  develop- 
ment of  optic  atrophy,  some  contraction  of  the 
visual  fields,  reduced  visual  acuity,  and  sudden 
permanent  blindness  if  thrombosis  of  the  central 
retinal  artery  develops. 

In  typical  senile  arteriosclerosis  without  hy- 
pertension and  without  cardiac  hypertrophy  the 
changes  include  beading  and  irregularity  of  the 
larger  vessels,  hemorrhages,  exudates,  and  cho- 
roidal arteriosclerosis.  When  retinal  arterio- 
sclerosis is  associated  with  hypertension,  espe- 
cially in  elderly  patients,  the  changes  include 
narrowed  large  arteries,  caliber  variations, 
arteriovenous  constriction,  loss  of  the  light 
reflex,  scattered  hemorrhages,  exudates,  and 
straight  arteries  branching  at  acute  angles.17 

Retinal  arteriolosclerosis  occurs  in  progressive 
chronic  arteriosclerotic  or  glomerular  nephritis. 
The  vessels  are  tortuous  and  large  and  the 
arteriolar  walls  are  visible  at  the  macula  and  in 
the  periphery.  The  reduction  in  the  caliber  of 
the  arterioles  may  range  from  three  quarters  of 
the  average  caliber  to  almost  complete  oblit- 
eration. 

Toxemia  of  Pregnancy. — The  ocular  mani- 
festations of  toxemia  are  primarily  retinal. 
These  changes  may  be  classified  as  preorganic 
and  organic.  In  the  preorganic  stage  there  is 
narrowing  of  the  arterioles  with  spasm,  espe- 
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Fig.  4.  Organic  stage  of  toxemia  of  pregnancy. 
(Note  hemorrhages,  exudates,  and  detachment  of  the 
retina  below.) 


ciallv  of  the  smaller  branches.  Similar  changes 
have  been  observed  in  the  conjunctival  vessels 
by  Landesman.18  Edema  of  the  optic  disk  is 
prominent.  Cotton  wool  exudates  and  small 
radial  hemorrhages  occur.  These  are  acute 
manifestations.  When  eclampsia  persists  hy- 
aline and  lipoid  deposits  appear  in  the  retina 
ushering  in  the  organic  phase. 

The  toxemic  fundus  can  be  differentiated  from 
that  of  acute  glomerulonephritis  by  the  presence 
of  pregnancy.  Hypertensive  retinopathy  would 
be  ruled  out  by  a history  antedating  the  preg- 
nancy. 

Proper  management  usually  controls  these 
cases,  but  if  untreated  the  toxemia  may  progress 
to  the  organic  stage  in  which  sclerosis  of  the 
vessels  sets  in  and  hemorrhages,  exudates,  and 
edema  of  the  retina  appear  (Fig.  4).  Alterations 
in  the  vessels  in  the  preorganic  stage  indicate  the 
progress  of  the  toxemia.  If  these  changes  do 
not  progress,  termination  of  the  pregnancy  may 
be  unnecessary.  However,  if  organic  changes 
and  retinopathy  appear,  the  pregnancy  must  be 
terminated. 

Retinopathy  is  always  a serious  sign,  especially 
with  regard  to  the  prognosis  of  the  child’s  life. 
In  a series  observed  by  Divisova  and  associates19 
fetal  damage  was  encountered  in  83  per  cent  of 
the  cases  suffering  from  retinopathy. 

Retinal  separation  may  be  caused  by  the  for- 
mation of  edema  fluid  beneath  the  retina.  Such 
a detachment  usually  does  not  require  surgery. 


Fig.  5.  Retinopathy  of  advanced  nephritis. 


Nephritis  Retixopathy  (Arteriospastic 
Retinopathy  in  Kidney  Disease). — Certain 
retinal  changes  are  almost  pathognomonic  of 
nephritis.  These  include  fibrinous  so-called 
“cotton  wool”  exudates  or  star-shaped  exudates, 
and  edema,  at  times  simulating  papilledema. 
Hemorrhages  are  usually  flameshaped  but  may 
appear  in  other  forms. 

In  acute  glomerulonephritis  the  eye  findings  are 
narrowing  of  the  retinal  arterioles,  a white  line 
running  along  the  path  of  the  vessels,  an  edema- 
tous optic  disk  with  blurred  margins,  edema  of  the 
retina,  and  round  hemorrhages  in  the  deeper 
retinal  layers  or  linear  and  radial  hemorrhages  in 
the  superficial  layers  of  the  retina  (Fig.  5). 

Subacute  glomerulonephritis  develops  when  the 
acute  form  does  not  respond  to  treatment.  In 
this  type  the  retinal  changes  resemble  those  of 
the  acute  disease,  but  the  process  is  markedly 
progressive  and  death  may  occur  within  six 
months.  A subchronic  glomerulonephritis  may 
also  occur  when  the  acute  form  is  not  benefited  by 
treatment.  This  type  is  slowly  progressive  with 
death  resulting  within  a year  or  two.  No 
retinal  changes  are  observed  unless  blood  pres- 
sure is  increased.  However,  a sudden  constric- 
tion of  the  arteries  causes  edema,  cotton  wool 
patches,  and  hemorrhages.20  If  the  constriction 
persists,  hyaline  and  lipoid  deposits  and  a star 
figure  near  the  macula  are  observed. 

In  chronic  glomerulonephritis  there  may  be 
remissions  and  recurrences  over  a period  of 
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twenty  years.  Retinal  changes  are  observed 
only  when  hypertension  and  general  arterial 
constriction  exist.  The  retina  becomes  ede- 
matous and  hemorrhages  and  cotton  wool 
patches  appear.  In  the  macula  glistening  white 
spots  and  a stellate  figure  are  often  observed. 
The  optic  disk  is  usuall}'  edematous.  The 
vessels  show  angular  tortuosity,  variation  in 
caliber,  apparent  constriction  at  the  arteriovenous 
crossings  and  narrowing  of  the  arteries. 

Treatment  is  directed  toward  the  nephritis. 

Complications  of  Retinal  Blood  Vessel 
Disease.— -1.  Occlusion  of  the  Central  Retinal 
Artery.  The  most  common  cause  of  arterial 
obstruction  is  a thrombus,  but  it  may  be  caused 
by  an  embolus  at  the  bifurcation  of  the  central 
retinal  artery,  or  arteriolar  spasm.  The  most 
frequent  etiologic  factors  are  heart  disease  and 
generalized  arteriosclerosis.  Clinically,  the  pa- 
tient suffers  sudden  loss  of  vision.  The  retinal 
vessels  are  narrow,  and  the  optic  nerve  pale. 
Some  cases  show  a dead-white  retina.  The  so- 
called  cherry-red  spot  in  the  macula,  which  is  the 
choroid  shining  through  the  edematous  retina, 
is  a frequent  finding.  Visual  prognosis  is  poor 
when  the  central  artery  of  the  retina  is  throm- 
bosed. 

Treatment  is  usually  unsuccessful,  but  the 
attempt  may  be  made  to  relieve  arterial  spasm 
or  drive  an  embolus  into  a less  important  arterial 
branch  if  the  patient  is  seen  at  an  early  stage  of 
the  disease.  It  is  claimed  by  Wethmar21  that 
Priscoline  causes  a marked  vasodilation  not  only 


of  the  arterioles  but  also  of  the  veins,  especially 
when  given  retrobulbarly.  Acetylcholine  and 
Doryl  were  effective  for  two  or  three  hours.  A 
sudden  drop  in  intraocular  pressure  may  also 
dislodge  an  embolus.  This  can  be  accomplished 
by  a paracentesis  (that  is,  sudden  release  of 
aqueous  from  the  anterior  chamber) . 

2.  Obstruction  of  the  Central  Retinal  Vein. 
Venous  obstruction  by  a thrombus  usually  is 
related  to  hypertension  and  retinal  arterio- 
sclerosis, but  it  may  be  a complication  of  in- 
fluenza, orbital  cellulitis,  facial  erysipelas,  and 
polycythemia.  Clinically  there  is  loss  of  vision, 
which  as  a rule  is  not  so  sudden  as  it  is  in  arterial 
obstruction.  The  retinal  veins  are  engorged, 
tortuous,  and  dark.  Flame-shaped  hemorrhages 
are  abundant  throughout  the  fundus  (Fig.  6) . 

Prognosis  is  somewhat  better  than  in  arterial 
obstruction  unless  the  central  vein  is  completely 
and  permanently  obstructed.  The  patient  suf- 
fers residual  field  defects  and  a scotoma  even  if 
some  vision  is  restored. 

Treatment  is  systemic  and  directed  toward 
controlling  the  etiologic  factors  involved.  The 
use  of  anticoagulants  is  questioned  by  some 
investigators  but  Klien22  suggests  that  partial 
or  total  occlusion  of  the  central  retinal  vein  may 
be  prevented  by  administering  Dicumarol  for 
several  months  as  follows:  first  day  400  mg., 
next  three  days  100  mg.,  and  50  mg.  for  a few 
days.  This  is  followed  by  one  day  with  no 
Dicumarol.  Then  50  mg.  is  given  every  other 
day  thereafter.  According  to  her  the  treatment 
should  be  instituted  as  soon  as  premonitory 
signs,  are  noted  such  as  intermittent  visual  ob- 
scurations, engorgement  of  the  venous  tree,  uni- 
lateral loss  of  venous  pulsation,  and  slight  dim- 
inution of  visual  acuity.  According  to  Water- 
worth23,  patients  under  fifty-five  years  of  age 
with  a good  cardiovascular  system  and  relatively 
undamaged  macula  respond  well  to  anticoagulant 
therapy.  Elderly  patients  with  advanced  arteri- 
osclerosis should  not  be  submitted  to  the  hazards 
of  treatment  unless  an  only  eye  is  involved. 
Their  prognosis  is  extremely  poor.  Incomplete 
venous  occlusion  in  young  people  in  good  health 
will  probably  resolve  without  treatment. 

Retrolental  Fibroplasia — The  earliest  his- 
tologic change  in  retrolental  fibroplasia  is  exces- 
sive proliferation  of  the  inner  layers  of  the  retina 
of  vasoformative  tissue,  which  breaks  through 
the  internal  limiting  membrane,  creeps  along  the 
retinal  surface  beneath  the  hyaloid  membrane, 
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Fig.  7.  Posterior  cortical  cataract  in  retinitis  pig- 
mentosa. 


and  then  invades  the  vitreous  proper.24  Accord- 
ing to  Ashton,24  protein  transudates  seep  through 
the  freely  permeable  angioblastic  tissue  into  the 
retina  and  into  the  vitreous.  The  edematous 
retina  becomes  folded,  distorted,  and  shallowly 
detached.  Meanwhile  fibroblasts  proliferate  into 
the  plasma  matrix  within  the  vitreous  and  form 
fibrous  strands,  which  on  contracture  complete 
the  retinal  detachment.24  In  this  way  the 
fibrovascular  tissue  comes  to  lie  behind  the  lens, 
forming  a dense  retrolental  membrane. 

Clinically,  according  to  Owens  and  Owens,26 
vascular  changes  in  retrolental  fibroplasia  range 
from  the  earliest  detectable  abnormality  (usually 
a slight  dilatation  of  the  retinal  arteries  and  veins) 
to  marked  dilatation  and  tortuosity.  Local- 
ized or  generalized  grayish-yellow  areas  with 
numerous  small  hemorrhages  appear  on  the  sur- 
I face  of  the  retina.  The  entire  fundus  becomes 
grayish-green  if  the  retinal  changes  are  general- 
ized.25 The  veins  become  obscured  and  the 
margins  of  the  disk  become  blurred.  When  the 
retina  becomes  detached,  the  separation  may  be 
localized  in  one  area  of  the  fundus  at  first,  but 
' eventually  the  entire  retina  becomes  separated.26 

The  gradual  fusion  of  the  peripheral  folds  of  the 
! separated  retina  with  the  tissue  resulting  from 
i proliferating  retinopathy  forms  a complete  retro- 
lental membrane.  The  anterior  chamber  be- 
j comes  increasingly  shallow,  and  the  eye  appears 
| gray  and  atrophic. 

A study  by  Banister  and  Locke26  shows  that 
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it  may  be  possible  to  eliminate  retrolental  fibro- 
plasia completely.  In  their  opinion  the  occur- 
rence of  this  disease  is  due  to  (1)  failure  to  use  an 
oxygen  analyzer  regularly,  (2)  failure  to  recognize 
that  concentrations  of  oxygen  higher  than  35  to 
40  per  cent  are  only  exceptionally  required,  (3) 
failure  to  realize  that  concentrations  below  40 
per  cent  are  not  always  safe,  and  (4)  failure  to 
realize  that  the  prevention  of  retrolental  fibro- 
plasia can  be  compatible  with  survival  of  sick 
or  very  small  babies  requiring  oxygen. 

Ashton27  believes  that  although  retrolental 
fibroplasia  is  a hypoxic  retinopathy,  the  scene 
for  that  hypoxia  is  laid  in  high  oxygen  atmos- 
pheres. He  stresses  the  importance  of  admin- 
istering oxygen  to  premature  babies  only  when 
essential  and  then  only  in  a minimal  amount 
consistent  with  the  infant’s  survival. 

Retinal  Degenerative  Lesions  in 
General  Diseases 

Retinitis  Pigmentosa  (Primary  Pigmentary 
Degeneration  of  the  Retina). — Retinitis 
pigmentosa  is  bilateral  and  usually  hereditary, 
although  a definite  history  may  be  lacking.  The 
initial  symptom  is  night  blindness.  As  the 
disease  progresses,  the  peripheral  visual  fields 
become  increasingly  contracted  until  only  central 
vision  remains.  The  fundus  shows  typical 
areas  of  dark  brown  or  black,  branched  pigment 
spots  in  the  periphery,  usually  along  the  vessels. 
Larger  rounded  pigmented  spots  may  appear, 
and  in  some  cases  large  areas  of  choroidal  atrophy 
are  observed.  The  fundus  is  generally  pale,  and 
the  vessels  are  narrowed.  A frequent  compli- 
cation is  posterior  cortical  cataract  (Fig.  7). 

The  treatment  of  this  type  of  retinal  degenera- 
tion is  nonspecific  and  the  prognosis  is  poor. 
Temporary  amelioration  has  been  obtained  by 
such  measures  as  the  administration  of  vitamins 
A and  D,  cervical  sympathectomy  and  vaso- 
dilators in  the  form  of  sodium  nitrate.  Filatov28 
has  used  injections  of  sterile  cod  liver  oil,  cadaver 
implants,  and  placental  implants,  but  the  good 
results  reported  by  him  have  not  been  substan- 
tiated by  investigators  in  the  United  States. 

Recently  encouraging  results  have  been  re- 
ported by  Frell29  following  the  oral  use  of  Di- 
cumarol  in  doses  which  bring  the  prothrombin 
time  to  20  or  30  per  cent  of  normal.  The  patients 
were  hospitalized  while  careful  physical  exami- 
nations and  laboratory  studies  were  being  made 
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Fig.  8.  Circinate  retinopathy.  Senile  macular  chorio- 
retinitis with  retinitis  circinata. 


to  rule  out  contraindications  to  Dicumarol 
therapy.  The  medication  is  administered  over 
a period  of  from  two  to  three  months  or  until 
the  patient  no  longer  shows  improvement.  If 
there  is  no  response  to  a first  course  of  Dicumarol 
therapy,  a second  course  is  instituted  after  five 
months.  Frell  obtained  some  improvement  in 
the  visual  fields  and  in  vision  in  a number  of 
patients.  Experience  with  various  measures  for 
the  treatment  of  retinitis  pigmentosa  suggests  to 
us  that  results  should  not  be  evaluated  until  a 
sufficient  number  of  patients  have  been  treated 
and  repeatedly  examined  for  several  years. 

Laurence-Moon-Biedl  Syndrome. — In  this 
syndrome  pigmentary  degeneration  of  the  retina 
similar  to  that  seen  in  retinitis  pigmentosa  is 
associated  with  dwarfism,  obesity,  genital  mal- 
development,  and  mental  retardation.  Other 
malformations  include  polydactylism,  syndactyl- 
ism, nystagmus,  deafness,  and  microcephaly. 
The  characteristic  pigmentation  of  the  retina  is 
almost  a constant  feature,  while  some  of  the 
other  features  may  be  laeking.  Diminution  in 
the  caliber  of  the  retinal  vessels  is  the  most  con- 
spicuous fundus  sign.  Although  the  optic 
disks  may  appear  normal,  they  are  usually  pale 
or  waxy.  Optic  atrophy  may  be  combined  with 
extensive  choroidal  changes  and  retinal  atrophy. 

The  pathogenesis  of  the  syndrome  is  obscure. 
Some  investigators  believe  that  pituitary  dys- 
function plays  a part  in  the  production  of  the 
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retinal  changes  and  recommend  injections  of 
anterior  pituitary  substances.  A developmental 
defect  in  the  prosencephalon  may  be  present. 

Senile  Macular  Degeneration.- — Senile 
macular  degeneration  is  a common  cause  of 
failure  in  the  central  vision  of  older  people.  It 
is  characterized  by  the  presence  of  degenerative 
changes,  usually  punctate  in  nature,  occurring 
bilaterally,  limited  to  the  region  of  the  macula, 
and  caused  by  sclerosis  and  obliteration  of  the 
small  vessels  of  the  choriocapillaris  in  the  central 
area  (Fig.  8). 

Toxic  influences  of  a chronic  nature  predispose 
to  such  changes,  and  the  elimination  of  any  septic 
focus  is  advisable.  The  majority  of  these  pa- 
tients suffer  from  a chronic  and  long-standing 
streptococcal  toxemia,  originating  from  the 
sinuses,  teeth,  throat,  or  the  intestinal  tract. 

Every  effort  should  be  made  to  improve  the 
health  of  these  patients,  and  it  may  be  advisable 
to  desensitize  them  with  autogenous  antigen  or 
raise  their  nonspecific  resistance.  A diet  rich 
in  vitamins  and  the  use  of  supplemental  vitamins 
by  mouth  or  by  injection  is  often  desirable.  The 
use  of  microdiathermy  may  increase  the  retinal 
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circulation  and  hyperventilation  may  improve 
the  supply  of  oxygen  to  the  retina. 

Collagen  Diseases 

This  group  of  conditions  of  unknown  origin, 
involving  primarily  the  homogenous  ground 
substance  of  the  connective  tissue,  includes 
several  systemic  diseases.  Most  frequently  men- 
tioned are  disseminated  lupus  erythematosus, 
periarteritis  nodosa  (essential  polyarteritis), 
dermatomyositis,  generalized  scleroderma,  serum 
sickness,  rheumatic  fever,  and  rheumatoid  ar- 
thritis. 

The  eye  grounds  show  typical  changes  in  a 
number  of  these  diseases.  Disseminated  lupus 
erythematosus,  periarteritis  nodosa,  and  derma- 
tomyositis present  a fundus  picture  of  dissemi- 
nated areas  of  choroiditis,  retinal  hemorrhages, 
cotton  wool  exudates,  and  occasionally  papil- 
ledema. Similar  retinal  changes  have  been 
observed  less  often  in  serum  sickness,  while 
choroiditis  may  be  found  in  rheumatoid  arthritis 
and  possibly  in  rheumatic  fever.  Kittel30  has 
noted  occlusion  of  the  central  retinal  artery  in 
periarteritis  nodosa. 

Choroid  in  General  Disease 

The  uveal  tract,  particularly  the  choroid,  is 
frequently  involved  in  general  diseases.  The 
diagnosis  of  the  etiologic  factor  in  choroiditis  is 
of  great  importance.  Since  choroidal  inflam- 
mation is  usually  dependent  on  a systemic  in- 
fection, a thorough  examination  of  the  patient 
should  include  a Wassermann  test,  tuberculin 
test,  urinalysis,  blood  chemistry,  tests  for  toxo- 
plasmosis and  brucellosis,  and  a careful  search  for 
focal  infections  in  all  parts  of  the  body.  The 
general  physician  can  often  aid  in  preventing 
some  of  the  14  per  cent  of  blindness  caused  by 
uveal  disease31-33  by  making  a thorough  search 
for  etiologic  factors.  The  survey  sheet  in  Fig.  9 
may  serve  as  a guide. 

There  are  many  types  of  chronic  choroiditis, 
some  being  named  according  to  the  offending 
organisms  and  others  by  their  location.  Pure 
localized  choroiditis  or  retinitis  is  rare  but  is 
usually  observed  as  a combined  inflammation  of 
the  retina  and  choroid  (chorioretinitis),  or  it  may 
be  a part  of  a more  generalized  involvement  of 
the  uveal  tract  (uveitis).  Chronic  choroiditis 
may  be  diffuse  (large  areas  of  exudate),  dis- 
seminated (scattered  areas),  circumscribed  (one 


large  patch),  or  central  (involving  the  macular 
area  and  central  vision).  A nonspecific  chronic 
choroiditis  adheres  to  no  definite  pattern  and  may 
be  seen  following  such  diseases  as  puerperal 
sepsis,  acute  infectious  diseases,  septicemia, 
chronic  focal  infection,  and  meningitis.  Of 
special  importance  is  the  chronic  choroiditis 
associated  with  syphilis  or  tuberculosis. 

The  two  most  controversial  causes  of  uveal 
disease  are  tuberculosis  and  focal  infection. 
However,  in  many  cases  of  uveal  involvement, 
it  is  difficult,  if  not  impossible,  to  determine  the 
actual  etiologic  factor.  In  this  respect,  the 
concept  of  rheumatism,  based  on  the  work  of 
Klinge,  Rossle,  and  others,  is  of  interest.  Ac- 
cording to  their  studies  rheumatism  is  an  in- 
fectious disease  characterized  by  connective 
tissue  alterations  composed  mainly  of  fibro- 
blasts and  fibrinoid  alterations  of  the  collagenous 
tissue  and  often  myxomatous  swelling  of  the 
ground  substance.  Included  among  the  collagen 
diseases  are  rheumatic  fever,  rheumatoid  ar- 
thritis, lupus  erythematosus,  and  others. 

It  was  finally  concluded  by  Klinge34  that  the 
tissue  damage  in  human  rheumatic  disease  was 
due  to  hypersensitivity  against  microorganisms 
or  their  toxins  from  various  sources.  According 
to  Klinge’s  theory,  microorganisms  from  a focus 
enter  the  blood  stream  at  different  times  and 
often  repeatedly.  In  this  way  they  produce  an 
allergic  state  of  the  body  tissues  and  finally  a 
hyperergic  stage  of  certain  organs.  In  Klinge’s 
opinion  most  of  the  organisms  are  killed  during 
this  fight  between  the  body  and  the  aggressor. 
During  the  contest  granulomas  similar  to  Aschoff 
bodies  are  formed,  as  seen  in  rheumatic  heart 
disease.  This  tj'pe  of  granuloma  has  also  been 
observed  in  the  connective  tissue  of  the  eye  by 
Marchesani,  Braun,  and  Muller.  The  fact  that 
no  microorganisms  are  usually  found  and  because 
of  their  histologic  appearance  they  may  be  of 
rheumatic  origin  in  the  sense  suggested  above. 
The  thought  naturally  arises  as  to  whether  the 
proposition  of  a tuberculous  lesion  or  one  of 
focal  infection  origin  is  an  insurmountable 
antithesis.  It  is  believed  that  this  is  probably 
not  true,  because  lesions  in  a hilar  gland,  for  ex- 
ample, may  be  considered  as  a primary  focus  with 
the  same  likelihood  of  causing  sensitivity  as  a 
streptococcal  focus  in  the  teeth,  sinuses,  or  tonsils. 
If  some  cases  of  uveitis  can  be  attributed  to  so- 
called  rheumatic  origin,  then  this  concept  is  a 
challenge  to  the  idea  that  so  many  cases  of 
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uveitis  are  of  tuberculous  origin. 

The  treatment  of  uveal  disease  is  directed 
against  the  cause  if  it  can  be  identified,  but  un- 
fortunately a large  proportion  of  the  diagnoses 
is  merely  presumptive. 

Eye  Findings  in  Tuberculosis. — The  eye 
is  usually  a secondary  site  of  infection  in  tuber- 
culosis affecting  the  lungs,  bones,  and  urinary 
and  genital  tracts.  The  great  difficulty  in  the 
etiologic  diagnosis  of  uveal  inflammations  has 
resulted  in  the  unfortunate  fact  that  many  eye 
inflammations  are  called  tuberculous  even  though 
scientific  support  for  such  a diagnosis  is  lacking. 
For  example,  in  sections  of  41  eyes  in  which  a 
previous  diagnosis  of  tuberculous  uveitis  was 
made,  Wilder35  reported  the  presence  of  plas- 
rnodia  (probably  toxoplasmosis)  after  re-exami- 
nation. Ivurz36  believes  that  the  importance  of 
tuberculosis  as  a cause  of  ocular  inflammations 
is  overestimated.  He  also  stresses  that  if  a 
diagnosis  of  ocular  tuberculosis  is  made,  although 
based  on  approximate  signs  only,  the  patient  is 
often  seriously  psychologically  traumatized, 
which  may  unfavorably  influence  his  general 
health.  Liver  biopsy  in  cases  of  pulmonary 
tuberculosis  with  meningitic  complications  may 
be  diagnostically  helpful  because  granulomas 
form  in  all  organs  and  are  especially  distinguish- 
able in  the  liver.  Bijnen37  has  recommended 
liver  biopsy  as  a means  of  diagnosing  the  etiology 
in  ocular  affections  suggestive  of  tuberculosis 
which  cannot  be  confirmed  by  the  patient’s  past 
history  or  by  clinical  examination. 

Chorioretinitis,  in  which  the  choroid  is  attacked 
first,  may  occur  as  a disseminated,  or  at  times  as 
a diffuse,  form  of  chronic  tuberculosis  affecting 
the  eye  (Fig.  10).  Occasionally  in  patients  with 
acute  miliary  tuberculosis  miliary  tubercles  may 
be  seen  in  the  choroid  with  secondary  involve- 
ment of  the  retina.  In  late  stages  of  meningitis 
tubercles  frequently  are  observed  as  round, 
grayish-yellow  spots,  often  near  the  optic  disk. 
These  lesions  may  be  important  evidence  of 
tuberculosis  or  may  suggest  a meningitis  of 
undetermined  origin. 

A report  is  given  by  Frandsen38  of  44  cases  of 
eye  lesions  with  a possible  connection  with 
bacille  Calmette'  Guerin  (BCG)  vaccination. 
Moreover,  of  268  patients  admitted  during 
1940-1950  for  iridocyclitis,  choroiditis,  retinal 
periphlebitis,  sclerokeratitis  and  phlyctenular 
keratoconjunctivitis,  35  had  had  BCG  vacci- 
nations. Fourteen  had  had  their  eye  diseases 


Fig.  10.  Neuroretinitis  in  a young  Negro  with  tuber- 
culosis. 


before  vaccination,  while  in  21  patients  the  eye 
lesion  appeared  after  the  vaccination. 

In  the  treatment  of  tuberculosis  subcutaneous 
infusions  of  a solution  of  aminosalicylic  acid 
sodium  twice  a week  have  been  recommended 
by  Berger  and  Kirschner.39  They  believe  that 
the  results  are  usually  better  than  those  obtained 
with  chemotherapy  alone.  Another  drug  used 
in  treating  tuberculosis  and  tuberculous  uveitis 
is  isoniazid.  But  since  bacillary  resistance  is 
possible,  isoniazid  should  be  combined  with 
dihydrostreptomycin  or  PAS  (para-aminosali- 
cylic acid)  or  in  combinations  of  these  drugs.40 
When  isoniazid  is  used  with  other  agents,  the 
dosage  of  3 to  5 mg.  per  Kg.  a day  may  be  reduced. 
Treatment  should  be  continued  for  several 
months  after  all  evidence  of  activity  has  dis- 
appeared.40 Another  antituberculous  remedy  is 
Ftivazide.  According  to  Victorova,41  it  has  the 
following  advantages:  fast  absorption,  near 

absence  of  side-effects,  elimination  of  injections, 
and  its  established  bacteriostatic  action  on  the 
tubercle  bacilli.  The  dosage  is  0.5  Gm.  twice  a 
day  for  a total  dose  of  from  30  to  80  Gm.41 

Eye  Findings  in  Syphilis.- — Any  part  of  the 
uveal  tract  may  be  attacked  by  syphilis,  with 
resulting  iritis,  iridocyclitis  and/or  choroiditis. 
Choroiditis  occurs,  as  a rule,  in  the  late  secondary 
or  tertiary  stage  of  syphilis.  Syphilitic  cho- 
roiditis is  rarely  characteristic  clinically.  In 
Forster’s  choroiditis,  which  is  definitely  attrib- 
uted to  syphilis,  there  are  fine,  dust-like, 
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vitreous  opacities  and  grayish-yellow  patches  in 
the  vicinity  of  the  posterior  pole.  Later  these 
areas  become  pigmented. 

Syphilis  may  be  suspected  and  sometimes 
diagnosed  in  patients  who  have  disseminated 
choroiditis  (Fig.  11)  and  in  others  who  have  a 
milder  chorioretinitis  associated  with  migration 
of  pigment,  which  simulates  retinitis  pigmentosa. 
In  other  patients  optic  atrophy  may  suggest  a 
neurologic  examination  and  spinal  puncture  and 
lead  to  a diagnosis  of  syphilis  of  the  central 
nervous  system.  A Wassermann  test  is  indi- 
cated in  all  ocular  inflammatory  diseases  of 
obscure  etiology. 


Eye  Ground  Findings  in  Brucellosis. — 
In  chronic  brucellosis  multiple  areas  of  choroidi- 
tis have  been  observed  which  are  ophthalmo- 
scopically  indistinguishable  from  lesions  caused 
by  other  diseases.  Blood  cultures,  blood  ag- 
glutination tests,  complement  fixation  tests, 
opsonocytophagic  index,  and  the  intracutaneous 
test  aid  in  the  differential  diagnosis. 

Specific  therapy  is  directed  toward  the  de- 
struction of  the  infecting  organisms,  increasing 
general  resistance,  and  desensitization  by  means 
of  vaccines,  such  as  Brucellin,  Brucellergen,  and 
Foshay’s  oxidized  vaccine.  Combinations  of 
streptomycin  and  sulfadiazine  or  dihydrostrep- 
tomycin and  triple  sulfa  have  also  been  recom- 
mended. 

The  Eye  in  Toxoplasmosis. — Acute  toxo- 
plasmosis may  involve  almost  every  organ  of  the 
body.  In  the  subacute  type  the  toxoplasma 
proliferates  in  the  central  nervous  system  and 
the  eyes  but  regresses  in  the  extraneural  viscera. 
The  chronic  form  may  be  detected  clinically  and 
bacteriologically,  but  its  activity  is  limited. 
Chorioretinitis  is  a frequent  complication.  The 
chorioretinal  findings  in  the  congenital  form  are 
fairly  typical,  namely,  more  or  less  pigmented 
and  cicatricial,  usually  in  the  macular  area,  and 
often  bilateral  (Fig.  12).  According  to  Hogan,42 
congenital  cases  may  also  show  an  active  retino- 
choroidal  process  in  the  fundus.  He  has  also 
reported  that  acute  chorioretinitis  due  to  con- 
genital toxoplasmosis  may  appear  as  late  as  the 


A.  Right  eye. 


B.  Left  eye. 


Fig.  12.  Chorioretinal  changes  in  toxoplasmosis. 
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„ f Fig.  13.  Papilledema. 


Fig.  14.  Papillitis  (intraocular  optic  neuritis). 


twelfth  and  fourteenth  years  of  life.43 

As  already  mentioned,  Wilder,35  in  re-examin- 
ing sections  of  human  eyes  of  adults  previously 
diagnosed  as  tuberculous  or  possible  tuberculous 
uveitis,  found  41  cases  in  which  toxoplasma 
organisms  were  identified. 

Laboratory  tests  for  toxoplasmosis  include  the 
dye  test  or  cytoplasm  modifying  test  (Sabin), 
agglutination,  and  the  complement  fixation  test. 
The  results  of  intradermal  tests  should  be  inter- 
preted with  conservatism.  Since  heat-stable 
precipitating  antibodies  to  Toxoplasma  gondii 
have  been  obtained  from  the  anterior  cham- 
ber,44’45 detection  of  the  antibody  by  means  of 
an  agar-diffusion  technic  may  be  of  diagnostic 
significance. 

The  Optic  Nerve  in  General  Diseases 

Etiologically  diseases  of  the  optic  nerve  may 
be  caused  by  any  of  the  following  disorders:46 
inflammation  in  adjacent  structures,  systemic 
infection,  multiple  sclerosis  and  allied  diseases, 
hereditary  affections,  circulatory  disorders, 
trauma,  malnutrition,  and  tumors,  as  well  as  by 
unknown  disorders. 

Papilledema  (Edema  of  the  Optic  Nerve). 
- — Papilledema  usually  is  the  result  of  increased 
intracranial  pressure  causing  interference  with 
the  circulation  in  the  central  retinal  vein.  A 
survey  of  the  literature  by  Uhthoff47  concerning 
the  etiology  of  bilateral  papilledema  attributed 
71  per  cent  to  brain  tumor,  3.6  per  cent  to  tuber- 
culosis, 12.0  per  cent  to  cerebral  syphilis,  2.2 


per  cent  to  oxycephaly,  2.2  per  cent  to  brain 
abscess,  and  2.2  per  cent  to  hydrocephalus  and 
serous  meningitis.  The  remaining  6.8  per  cent 
was  attributed  to  a variety  of  causes. 

Clinically  vision  is  unaffected  in  the  early 
stages,  but  if  atrophy  develops,  vision  may  be 
impaired  at  a later  time. 

The  fundus  shows  an  elevation  of  the  disk 
varying  from  one  to  seven  diopters.  In  the 
early  stages  the  disk  is  usually  sharply  defined, 
except  nasally,  and  the  vessels  bend  as  they  pass 
over  the  disk  margin.  Later  edema  of  the  sur- 
rounding retina  frequently  obscures  the  disk 
borders  as  well  as  the  vessels  on  the  disk.  Hem- 
orrhages may  be  present  on  and  surrounding  the 
disk.  The  veins  are  dilated  and  tortuous,  and 
venous  pulsation  may  be  absent,  even  when 
pressure  is  exerted  on  the  eyeball.  Small 
arteries  generally  become  prominent  and  may 
produce  a striated  appearance  (Fig.  13).  The 
condition  is  bilateral,  except  under  special  con- 
ditions such  as  previous  atrophy  of  one  nerve. 

If  the  papilledema  subsides,  little  or  no  perma- 
nent changes  may  result.  At  times  it  may  dis- 
appear completely  after  remissions  and  relapses 
have  occurred,  but  if  the  papilledema  has  per- 
sisted for  a long  time,  secondary  atrophy  de- 
velops. 

Papillitis  (Intraocular  Optic  Neuritis). — 
In  the  early  stages  optic  neuritis  is  difficult  to 
differentiate  from  papilledema  if  the  appearance 
of  the  fundus  is  the  only  diagnostic  criterion. 
In  the  beginning  the  disk  may  be  merely  hyper- 
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Fig.  15.  Atrophy  of  the  optic  nerve  in  multiple 
sclerosis. 


emic,  but  when  the  condition  is  well  established, 
the  clinical  picture  reveals  an  elevated  swollen 
disk.  The  margins  become  blurred  and  hemor- 
rhages are  common.  The  site  of  the  optic  disk 
is  at  times  recognized  only  by  the  convergence  of 
the  retinal  blood  vessels,  because  its  margins 
become  so  indistinct.  The  retinal  vessels  are 
altered  and  may  seem  to  be  interrupted  where 
they  are  covered  by  edema.  Arteries  are  thin, 
but  the  veins  are  distended  and  tortuous.  The 
adjacent  retina  is  edematous,  congested,  and 
presents  white  patches  and  hemorrhages  (Fig.  14). 
Some  of  the  differential  diagnostic  points  con- 
cerning optic  neuritis  are  listed  in  Table  I. 

Syphilis  is  a common  cause  of  papillitis.  Less 
frequent  causes  include  encephalitis,  meningitis, 
acute  febrile  diseases,  focal  infections  (nasal 
accessory  sinuses,  teeth,  and  tonsils),  and  occa- 
sionally exogenous  poisoning.  It  may  accom- 


pany intraocular  disease  and  injuries  as  well  as 
orbital  and  periorbital  inflammation. 

The  Optic  Nerve  in  Multiple  Sclerosis 
(Fig.  15).- — Although  nystagmus,  pupillary  dis- 
turbances and  transient  paralyses  of  extraocular 
muscles  are  found  in  a fair  percentage  of  cases 
of  multiple  sclerosis,  involvement  of  the  visual 
pathways  occurs  as  a rule,  and  optic  neuritis  is  an 
early  and  most  prominent  ocular  sign.  It  affects 
usually  one  eye  first,  although  later  the  fellow 
eye  may  become  involved.  In  the  average  case 
sudden  and  rapid  loss  of  vision  is  the  substan- 
tiating symptom.  In  most  patients  no  pathology 
can  be  found  in  the  fundus  at  this  stage.  In 
very  acute  cases  papillitis  may  be  observed. 
Temporal  pallor  is  the  usual  residual  finding, 
accompanied  by  corresponding  changes  in  the 
visual  field.  Since  optic  neuritis  frequently 
occurs  long  before  any  other  sign  of  multiple 
sclerosis  becomes  evident,  the  latter  must  be 
ruled  out  in  every  case  of  optic  neuritis,  even  in 
the  absence  of  other  neurologic  disturbances. 

Treatment  is  nonspecific  for  at  the  present  time 
there  is  no  known  successful  treatment  for  mul- 
tiple sclerosis.  It  is  important,  however,  to 
avoid  tobacco,  alcohol,  and  mental  and  physical 
strain. 

The  Optic  Nerve  in  Pituitary  Tumors.— 
Pituitary  tumors  present  characteristic  ocular 
findings  through  compression  of  the  optic 
chiasm.  The  resulting  visual  field  defects  are 
bitemporal,  and  primary  optic  atrophy,  often 
described  as  waxy,  may  be  a fairly  earl)-  sign. 
Depending  on  the  growth  and  extent  of  the  tumor, 
there  may  be  atypical  field  defects  such  as  binasal 
hemianopsia,  but  these  are  rare.  Exophthalmos 
and  third  nerve  paralysis  also  may  occur. 
Suprasellar  and  intrasellar  tumors  may  affect  the 
chiasm  in  a similar  manner.  Signs  of  optic 
atrophy  and  the  field  defects,  however,  are  less 


TABLE  1. — Differential  Diagnosis  of  Optic  Neuritis 


Type  of 
Symptom 

Optic  Neuritis 
(Papillitis) 

Papilledema 
(Choked  Disk) 

Hypertensive 
N euroretinopa  thy 

Pseudoneuritis 

Vision 

Markedly  reduced 

Normal  or  slightly  reduced 
in  early  stages.  Later 
much  reduced 

Reduced  when  macula  is 
involved  in  edema 

Normal 

Location 

Usually  bilateral  but  may 
be  unilateral 

Usually  bilateral 

Usually  bilateral 

Usually  bilateral 

Disk 

elevation 

Seldom  more  than  2 to  3 
diopters 

From  2 to  7 diopters 

From  3 to  6 diopters 

2 diopters  or  less 

Retinal 

Arteries  are  thin,  veins 

Retinal  arteries  usually 

Arteries  small  and  in- 

Broad  and  tortuous. 

vessels 

broad  and  tortuous 

small.  Veins  engorged 
and  tortuous 

dented,  veins  engorged 

Many  branches  on  the 
optic  disk 

Hemorrhages 

May  be  present 

Often  present 

Always  present 

None 

Visual  fields 

Large  central  scotoma, 
peripheral  contraction 

Enlarged  blind  spot,  con- 
centric contraction 

Varying 

Normal  or  small  blind 
spot 
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symmetrical.  If  there  are  symptoms  of  pitui- 
tary dysfunction,  this  may  aid  in  differentiating 
the  two  conditions. 

In  all  cases  of  chiasmal  damage  a careful 
survey  of  the  central  nervous  system  must  be 
made,  as  well  as  an  inquiry  into  the  function  of 
the  pituitary  body.  Roentgen  ray  study  may 
provide  valuable  information  showing,  for  ex- 
ample, erosion  of  the  sella,  enlargement  of  the 
pituitary  fossa  or  vascular  calcification.  Simple 
radiography  may  be  supplemented,  if  necessary, 
by  encephalography  and  arteriography.  If  vision 
progressively  deteriorates,  transfrontal  explora- 
tion may  be  advisable. 

The  prognosis  is  reasonably  good  if  the  removal 
of  pituitary  tumors  is  undertaken  at  an  early 
stage. 

Cupping  of  the  Optic  Nerve  in  Glaucoma. — 
Glaucoma  is  an  eye  condition  which  may  cause 
errors  in  the  diagnosis  of  systemic  disease,  and 
the  general  practitioner  may  be  an  important 
factor  in  its  early  detection.  The  typical  glauco- 
matous cupping  of  the  optic  nerve  which  extends 
to  the  temporal  border  is  unfortunately  a late 
physical  sign  of  glaucoma.  However,  if  cupping 
of  the  nerve  is  found,  an  ophthalmologist  should 
be  consulted  as  soon  as  possible. 

The  ability  to  diagnose  glaucoma  is  important 
to  every  physician,  for  failure  to  recognize  the 
disease  too  often  results  in  unnecessary  blind- 
ness.48 It  is  known  that  glaucoma  accounts  for 
12  per  cent  of  blindness  in  the  United  States 
today.  Acute  glaucoma  may  be  mistaken  for 
conjunctivitis,  keratitis,  or  iritis,  and  unless  the 
proper  diagnosis  is  made,  incorrect  treatment 
may  be  administered. 

Chronic  glaucoma  is  an  insidious  disease  but 
the  physician  may  aid  in  its  detection  if  he  is 
aware  of  some  of  the  ocular  signs  and  symptoms, 
especially  when  examining  patients  over  thirty- 
five  years  of  age.  A careful  history  for  the 
possible  presence  of  diagnosed  glaucoma  or  a 
family  history  of  this  condition  should  be  taken. 
The  physician  should  critically  evaluate  some  of 
the  subjective  complaints  of  glaucoma  which 
include  (1)  attacks  of  blurred  vision  and  colored 
rings  (halos)  around  lights,  (2)  complaints  of  pain 
in  or  around  the  eyes,  especially  if  accompanied 
by  frequent  changes  of  eye  glasses,  and  (3) 
discomfort  when  doing  close  work  even  with 
correct  lenses.  The  patient  should  be  carefully 
examined  for  the  presence  of  the  following  diag- 
nostic signs:  (1)  a dilated  pupil  that  reacts 
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sluggishly  or  not  at  all,  especially  when  asso- 
ciated with  a “muddy”  appearance  of  the  iris, 
(2)  shallow  anterior  chamber,  (3)  constriction  of 
the  visual  field  (tested  by  means  of  the  con- 
frontation method),  beginning  on  the  nasal  side 
and  gradually  involving  the  temporal  field  of 
vision  until  a “tubular”  visual  field  results,  and 
(4)  increased  intraocular  pressure,  which  may 
be  determined  with  a standard  tonometer  or 
with  an  ocular  hypertension  indicator,  f 49 

Although  chronic  simple  or  primary  glaucoma 
is  commonly  considered  to  have  no  general  cause, 
a most  careful  physical  and  laboratory  examina- 
tion is  advisable,  and  several  possible  contrib- 
utory factors  are  usually  present.  The  medical 
survey  sheet  in  Fig.  16  is  useful  in  the  investiga- 
tion of  patients  who  have  glaucoma. 

Psychologic  factors,  chronic  infections  (chronic 
sinusitis),60  and  allergies51’62  are  some  of  the 
possible  factors  that  should  be  suspected.  It  has 
been  pointed  out53  that  many  eyes  diagnosed 
clinically  as  affected  with  chronic  simple  glaucoma 
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(primary  glaucoma)  were  found  to  have  second- 
ary glaucoma  when  examined  microscopically. 
Since  certain  systemic  antispasmodic  medica- 
tions may  produce  a dangerous  increase  in  the 
intraocular  tension  in  eyes  with  a predisposition 
to  glaucoma,  or  in  chronic  glaucoma,  the  general 
practitioner  should  exercise  caution  in  pre- 
scribing belladonna  or  belladonna-like  drugs  for 
gastrointestinal  disorders.64 

Summary 

Some  of  the  more  important  alterations  of  the 
fundus  associated  with  systemic  diseases  are 
briefly  discussed  in  an  effort  to  assist  the  phy- 
sician, surgeon,  and  specialist  in  interpreting 
pathologic  changes  that  may  be  observed  ophthal- 
moscopically. 

A classification  of  the  causes  of  retinal  hemor- 
rhages is  given  which  shows  the  importance  of 
an  accurate  etiologic  diagnosis  when  hemor- 
rhages are  found,  for  this  may  lead  to  the  early 
proper  treatment  of  anemia,  leukemia,  diabetes, 
chronic  infections,  and  many  other  diseases. 

The  pathologic  alterations  in  the  retina  as 
observed  in  diabetes  are  outlined,  and  the  im- 
portance of  continued  careful  control  of  diabetes 
in  the  prevention  of  blindness  as  a result  of 
diabetic  retinopathy  is  stressed. 

The  ophthalmoscopic  findings  in  hypertensive 
retinopathy  are  described.  The  retinal  changes 
in  arteriosclerosis  are  also  enumerated. 

The  fundus  findings  which  accompany  toxemia 
of  pregnancy  are  outlined,  and  the  importance  of 
retinal  and  vascular  signs  in  determining  whether 
or  not  to  terminate  pregnancy  is  emphasized. 

The  eye  findings  indicative  of  the  various 
types  of  nephritis  are  discussed. 

Occlusion  of  the  central  retinal  artery  fre- 
quently occurs  in  heart  disease  and  generalized 
arteriosclerosis,  whereas  venous  obstruction  is 
usually  associated  with  hypertension  and  retinal 
arteriosclerosis. 

The  findings  in  retrolental  fibroplasia  are 
outlined  and  suggestions  for  its  permanent  elimi- 
nation given. 

The  characteristic  changes  in  retinitis  pig- 
mentosa, Laurence-Moon-Biedl  syndrome,  and 
senile  macular  degeneration  are  described. 

The  pathologic  lesions  of  the  fundus  seen  in 
tuberculosis,  syphilis,  brucellosis,  and  toxo- 
plasmosis are  briefly  described.  The  similarity 
of  choroidal  lesions  produced  by  different  etiol- 


ogies necessitates  the  close  cooperation  of  general 
physicians  and  specialists  and  requires  laboratory 
aids  in  making  a differential  diagnosis.  Un- 
fortunately in  many  cases  the  final  diagnosis  is 
merely  presumptive.  A medical  survey  sheet  is 
included  which  may  aid  in  detecting  the  etio- 
logic factor. 

The  pathologic  changes  and  etiology  under- 
lying papilledema  and  papillitis  (intraocular 
optic  neuritis)  are  outlined.  A table  to  aid  in  the 
differential  diagnosis  of  these  diseases  of  the 
optic  nerve  as  well  as  hypertensive  retinopathy 
and  pseudoneuritis  is  given. 

The  optic  nerve  changes  in  multiple  sclerosis 
and  in  pituitary  tumors  are  described,  and  the 
importance  of  the  cooperation  of  the  physician 
and  specialists  in  making  an  etiologic  diagnosis 
is  stressed.  In  multiple  sclerosis  retrobulbar 
neuritis  and  temporal  pallor  of  the  optic  nerve 
may  precede  other  physical  signs. 

Some  of  the  ocular  signs  and  symptoms  of 
glaucoma  are  given  to  enable  the  general  phy- 
sician to  detect  this  blinding  eye  disease  which 
unnecessarily  causes  12  per  cent  of  blindness  in 
the  United  States.  A plea  is  made  to  general 
physicians  to  include  the  taking  of  ocular  tension 
in  their  annual  physical  examinations  as  well  as 
in  those  made  for  insurance  and  other  reasons. 

Conclusion 

The  ophthalmoscope  is  an  invaluable  diag- 
nostic aid  to  the  physician  and  it  is  hoped  that 
this  brief  outline  describing  some  of  the  changes 
in  the  eye  grounds  will  assist  in  earlier  more 
accurate  diagnosis  of  many  blinding  eye  diseases. 
This  will  result  in  more  specific  and  adequate 
treatment  of  patients,  and  will  often  prevent 
serious  loss  of  vision  and  even  blindness. 
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It  is  not  widely  appreciated  that  surgery  and 
x-ray  treatment  can  at  times  provide  five  to 
fifteen  or  more  years  of  useful  life  to  patients  with 
common  types  of  primary  malignant  brain  tu- 
mors. Long-term  survival  depends  on  the  his- 
tologic and  growth  characteristics  of  the  tumor, 
on  its  location  in  the  brain,  and  on  the  choice  and 
vigor  of  therapeutic  approach.  These  same  fac- 
tors also  influence  the  restoration  of  function  and 
prolongation  of  useful  life  in  patients  with  meta- 
static brain  tumors.  This  review  describes  the 
more  common  malignant  brain  tumors  amenable 
to  therapy,  the  preferred  method  of  treatment, 
and  life  expectancy.  Early  diagnosis,  another 
important  consideration,  also  will  be  stressed. 

Primary  Brain  Tumors  ( Gliomas ) 

Most  malignant  tumors  originating  in  the  brain 
itself  arise  from  its  supporting  nutrient  cells,  the 
glial  cells,  and  therefore  are  called  gliomas. 
Approximately  40  per  cent  are  astrocytomas 
(Grades  I or  II)  while  another  40  per  cent  are 
glioblastomas  regarded  by  Kernohan  et  al.1 
as  more  malignant  types  of  astrocytoma  and 
therefore  sometimes  called  astrocytoma  Grades 
III  or  IV.  The  remaining  20  per  cent  of  intra- 
cranial gliomas  is  comprised  for  the  most  part  of 
medulloblastomas,  oligodendrogliomas  and  epen- 
dymomas (Table  I2-8). 

Astrocytoma. — Astrocytomas  (Grades  I and 
II)  comprise  about  one  third  of  all  glial  brain 
tumors  and  most  frequently  affect  the  cerebellum 
in  children  or  the  cerebrum  in  adults  from  thirty 
to  sixty  years  of  age.  They  are  characterized 
by  rather  well-differentiated  star-shaped  glial 
cells  known  as  astrocytes.  Such  a tumor  may 
arise  in  almost  any  part  of  the  brain  where  it 
grows  relatively  slowly  by  infiltrating  or  invading 
adjacent  cerebral  or  cerebellar  tissue.  Grossly 
these  tumors  may  be  firm  and  rubbery  or  soft 
and  gelatinous  and  may  harbor  one  or  more 
cysts.  Survivals,  particularly  of  the  cystic  cer- 


ebellar group,  have  lived  for  as  long  as  thirty 
years,  while  over  33  per  cent  live  for  five  years 
(Table  I). 

Glioblastoma.- — Glioblastomas,  also  referred 
to  as  glioblastoma  multiforme,  spongioblastoma 
multiforme,  or  astrocytoma  Grades  III  and  IV, 
are  the  most  frequent  (36  per  cent)  and  most 
malignant  of  all  primary  brain  tumors,  the  av- 
erage survival  after  diagnosis  being  six  months. 
Like  the  other  tumors  just  mentioned,  they  may 
occur  at  all  ages  and  affect  almost  any  part  of 
the  brain.  Their  peak  incidence  however,  is 
from  forty  to  sixty  years  of  age  and  their  most 
frequent  location  the  frontal  or  temporal  lobes. 
With  definitive  treatment  about  10  per  cent  can 
be  granted  a year  of  useful  life  and  about  2 per 
cent  three  to  five  years  or  occasionally  seven  to 
ten  years.  Grossly  as  well  as  microscopically 
they  show  great  variation  in  appearance  and 
texture,  being  pale  and  rubbery  or  softened  and 
hemorrhagic  on  the  surface  or  in  the  depths  of 
the  brain.  Some  are  cystic  and  may  have  multi- 
ple thrombosed  vessels  in  their  core.  Histolog- 
ically the  glial  cells  composing  this  rapidlj'  grow- 
ing tumor  are  multiform;  that  is,  they  vary  in 
size,  shape,  and  density  of  arrangement.  Ab- 
normal blood  vessels,  necrotic  areas,  and  mitosis 
are  frequent,  and  there  is  no  sharp  boundary 
line  of  demarcation.  However,  a number  of 
studies,  including  ours,  have  shown  that  approx- 
imately 20  per  cent  are  sufficiently  circumscribed 
in  one  temporal  or  frontal  lobe  so  that  total 
gross  removal  should  be  possible. 

Surgical  extirpation  can  be  especially  effective 
in  glioblastomas  that  form  the  core  of  an  existing 
astrocytoma,  especially  when  this  highly  malig- 
nant core  has  grown  as  a tumor  mass  and  dis- 
placed but  not  actually  invaded  or  destroyed 
viable  brain  tissue  around  it.  Because  many  of 
these  glioblastomas  eventually  represent  malig- 
nant transformation  within  a relatively  indolent 
astrocytoma,  they  have  been  termed  astrocytoma 
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TABLE  I. — Glial  Brain-  Tumors 


Tumor 

Approximate 

Percentage 

Age  Peak 
(Years) 

One  Year 

Survival  After  Treatment  — 

Three  Years  Five  Years 

Fifteen  Years 

Ependymoma 

2 

10  to  40 

Many 

Some 

Rare 

Occasional* 

Medulloblastoma 

8 

0 to  14 

Some 

Rare 

4 of  58* 

Oligodendroglioma 

Astrocytoma 

Cerebellar 

6 

33  to  40 

10  to  40 

Most 

64  per  cent4 

21  per  cent* 

Some5 

Total  removal 

4 to  14 

74  per  cent* 

100  per  cent* 

Many 

Others 

76  per  cent6 

Some 

Cerebral 

30  to  50 

Most 

42  per  cent* 

31  per  cent* 

7 per  cent* 

Glioblastoma 

36  to  46 

40  to  60 

10  to  20 
per 
cent 

0 to  5 

per  cent2*3*7 

0 to  2 

per  cent*.*.’.* 

Grade  III  or  IV1  (Table  I). 

Medulloblastomas.— These  arise  from  fetal 
cell  rests,  grow  down  from  the  roof  of  the  fourth 
ventricle,  and  most  commonly  occur  in  the  cere- 
bellum of  children  or  young  adults.  They  are 
highly  malignant  despite  an  excellent  temporary 
response  to  surgery  or  deep  x-ray  therapy,  and 
they  tend  to  spread  through  cerebrospinal  fluid 
channels  by  a process  of  seeding.  Like  other 
gliomas,  however,  they  do  not  metastasize  to 
other  parts  of  the  body.  The  usual  life  expect- 
ancy is  one  year,  although  instances  of  much 
greater  longevity  are  recorded.  These  tumors 
comprise  about  8 per  cent  of  all  gliomas  of  the 
brain  (Table  I). 

Oligodendrogliomas. — These  arise  from  the 
small  oligodendroglial  cells  in  the  white  matter, 
usually  of  the  cerebral  hemispheres,  and  fre- 
quently contain  one  or  more  calcified  areas 
plainly  evident  on  routine  x-ray  films  of  the  skull. 
Usually  they  involve  the  frontal  or  temporal 
lobes  and  become  manifest  in  the  third  to  fifth 
decades  of  life.  Firm,  tough,  and  homogenous 
in  consistency,  they  tend  to  grow  so  slowly  that  a 
life  expectancy  of  many  years  is  the  rule,  follow- 
ing appropriate  surgical  or  x-ray  therapy.  Oligo- 
dendrogliomas constitute  about  6 per  cent  of  all 
glial  tumors  (Table  I). 

Ependymomas.- — Originating  from  the  spe- 
cialized ependymal  glial  cells  lining  the  ventricular 
cavities,  ependymomas  are  quite  soft  but  homo- 
geneous in  consistency.  Because  they  grow  into 
the  ventricles  of  the  brain  they  are  apt  to  pro- 
duce symptoms  and  signs  of  cerebrospinal  fluid 
obstruction  prior  to  the  onset  of  focal  neurologic 
signs.  Wide  surgical  removal  and  x-ray  therapy 
have  led  to  useful  survival  for  as  long  as  fifteen 
years.  In  these,  as  in  cases  of  astrocytoma  or 
oligodendroglioma,  successful  treatment  through 
the  years  may  sometimes  require  a second  and  oc- 
casionally a third  operation  and/or  additional 


courses  of  deep  x-ray  therapy.  These  tumors 
make  up  2 to  3 per  cent  of  all  gliomas  (Table  I) . 

Midline,  thalamic,  brain  stem,  and  optic  glio- 
mas present  such  special  problems  and  relatively 
speaking  are  so  rare  that  they  will  not  be  consid- 
ered in  this  communication. 

Metastatic  Brain  Tumors 

Approximately  5 to  10  per  cent  of  all  brain 
tumors  operated  on  at  neurosurgical  clinics  are 
metastatic.  In  one  study  102  metastatic 
brain  tumors  were  found  in  6,900  autopsies, 
carcinoma  of  the  lung  (predominantly  in  males) 
being  most  frequent  (about  25  per  cent),  and 
next,  mammary  carcinoma.9  Primary  lung  can- 
cer had  metastasized  to  the  brain  in  55  per  cent 
of  these  autopsied  cases,  and  only  three  were 
solitary.  Over  half  of  all  patients  with  evidence 
of  pulmonary  metastases  from  other  sources  had 
brain  metastases.  Despite  this  pessimistic  data, 
however,  Stortebecker10  reports  125  patients  op- 
erated on  for  removal  of  a metastatic  brain  tumor 
with  survivals  for  one-half  to  one  year  in  23 
patients,  one  to  two  years  in  20,  and  two  to  fifteen 
years  in  seven  cases.  Therefore,  at  least  one  out 
of  five  were  given  the  chance  of  surviving  for  over 
one  year.  Hypernephroma  and  thyroid  cancer 
offered  the  best  chances  of  prolonged  postopera- 
tive results,  while  bronchial  and  mammary 
carcinoma  and  malignant  melanoma  were  the 
least  benefited  (Table  II).  Solitary  metastases 
were  found  in  more  than  one  third  of  this  series, 
and  while  the  operative  mortality  was  20  per 
cent  because  of  the  poor  condition  of  so  man}* 
patients,  the  average  postoperative  survival  time 
was  five  to  ten  months,  which  afforded  a longer 
life  expectancy  than  for  untreated  cases.  We 
have  had  similar  experience  with  three  cases  of 
metastatic  bronchogenic  carcinoma  to  the  brain 
dramatically  benefited  by  surgical  removal  and 
x-ray  therapy  for  over  a year. 
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TABLE  II. — Metastatic  Brain  Tumors* 


Survival  After  Brain  Surgery10 


Tumor 

Incidence 
(Per  Cent) 

Latent  Period 
(Years) 

Brain  Metastasis  One-half  to 
(Per  Cent)  One  Year 

One  to 
Two  Years 

Over  Two 
Years 

Total 

Cases 

Bronchogenic 

Carcinoma 

22  to  38 

12  to  30 

2 

0 

0 

15 

Mammary 

Cancer 

7 to  26 

1.5  to  12 

5 to  15 

3 

1 

0 

7 

Hypernephroma 

4 to  20 

up  to  9 

8 to  16 

7 

5 

4 

27 

Malignant 

Melanoma 

5 to  8 

4 to  6 

50 

3 

0 

0 

11 

Thyroid 

1 

1 

Gastrointestinal 

Tract 

1 

2 

0 

12 

Sarcoma 

12  to  68 

0 

1 

0 

8 

Carcinoma 

3.2  to  5 

* 36  per  cent  single;  10  to  30  per  cent  of  all  tumors. 


Diagnosis 

Symptoms.- — Close  to  75  per  cent  of  primary 
or  metastatic  brain  tumors  result  in  headaches, 
nausea,  or  vomiting  due  to  increased  intracranial 
pressure.  The  latter  condition  may  also  lead 
to  confusional  states  and  finally  to  stupor  and 
death.  Convulsions  occurred  in  a little  over  half 
of  each  tumor  group.  It  should  be  emphasized 
that  seizures  occurring  after  the  age  of  twenty 
years  suggest  a brain  tumor  rather  than  epilepsy 
from  some  other  cause.  Other  symptoms  in- 
clude focal  neurologic  disturbances  that  may  be 
related  to  vision,  speech,  sensory  perception, 
motor  power,  sphincter  control,  or  coordination. 
Bizarre  personality  or  behavior  changes  and 
memory  impairment  suggest  frontal  or  temporal 
lobe  involvement,  while  attacks  of  bizarre  “auto- 
matic” behavior,  visceral  symptoms,11  and/or 
sudden  emotional  outbursts  of  course  suggest 
psychomotor  epilepsy  of  temporal  lobe  origin.12 
Attention  to  mental  and  emotional  changes  char- 
acteristic of  frontal  or  temporal  lobe  pathology  is 
heavily  stressed  because  it  is  still  not  unusual  to 
encounter  patients  with  frontal  or  temporal  brain 
tumors  who  have  been  treated,  often  too  long, 
with  psychotherapy  and  even  electric  shock  treat- 
ment for  a supposedly  functional  rather  than 
organic  type  of  psychosis  or  depression. 

Posterior  fossa  tumors  commonly  give  rise  to 
symptoms  of  obstructive  hydrocephalus  with  or 
without  ataxia.  Finally,  although  this  does  not 
always  pertain,  a short  history  of  rapidly  de- 
veloping symptoms  for  only  a month  or  so  is  more 
suggestive  of  a metastatic  than  a primary  brain 
tumor  which  generally  leads  to  a longer  history  of 
several  months  or  even  years.13 

Signs.- — Increased  intracranial  pressure  is 
commonly  but  not  always  manifested  by  papille- 


dema and  in  children  by  a positive  Macewen’s 
sign,  while  advanced  stages  lead  to  confusion, 
drowsiness,  stupor,  and  death.  Focal  neurologic 
signs  including  visual  field  and  oculomotor  signs 
should  be  looked  for,  while  specific  mental  symp- 
toms should  be  noted,  such  as  the  facetiousness 
characteristic  of  frontal  lobe  involvement,  the 
vague  staring  spells,  deja  vu  phenomena,  and 
other  reactions  typical  of  temporal  lobe  pathol- 
ogy. Hemiparesis,  even  that  of  rapid  onset 
which  is  of  a progressive  nature,  also  must  alert 
one  to  the  possibility  of  an  intracranial  mass 
lesion.  It  may  be  difficult  early  in  the  course  of 
the  disease  to  distinguish  between  a neoplasm 
and  pathology  of  vascular  origin.  Progressive 
loss  of  neurologic  function,  however,  must  be 
regarded  as  due  to  a tumor  until  proved  other- 
wise. 

At  times  pregnancy  is  known  to  precipitate  or 
increase  the  signs  of  a brain  tumor.  The 
mechanism  involved  in  this  process  is  probably 
related  to  the  retention  of  water  and  tendency 
to  edema  which  occurs  during  pregnancy,  al- 
though hormonal  influences  must  also  be  con- 
sidered. 

Laboratory  Data.- — While  x-rays  of  the  skull 
may  be  within  normal  limits,  erosion  of  the 
posterior  clinoid  processes  may  indicate  increased 
intracranial  pressure,  and  a shift  of  a calcified 
pineal  gland  is  proof  positive  of  some  intracranial 
pathology.  The  erythrocytic  sedimentation  rate 
is  frequently  but  not  always  elevated  in  cases  of 
glioblastoma  or  metastatic  tumors.  Papilledema 
may  be  verified  by  plotting  enlarged  blind  spots 
on  visual  field  examination  which  also  may  reveal 
visual  field  defects.  The  electroencephalogram 
may  show  diffuse  slow  wave  activity  suggesting 
generalized  increased  pressure  or  distinct  focal 
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abnormalities  of  real  localizing  value.  However, 
a normal  electroencephalogram  in  no  way  rules 
out  the  presence  of  a brain  tumor. 

Lumbar  puncture  may  reveal  the  presence  of 
increased  pressure,  and  a study  of  the  spinal  fluid 
will  generally  but  not  always  show  an  elevation 
of  the  total  cerebrospinal  fluid  protein  content. 
It  is  generally  accepted  that  lumbar  puncture 
is  hazardous  in  the  presence  of  papilledema  or 
other  pressure  signs  because  of  the  danger  of 
temporal  lobe  (uncal)  herniation  through  the 
tentorial  ring  or  of  cerebellar  tonsil  herniation 
through  the  foramen  magnum.14  When  a lumbar 
puncture  is  performed,  pressures  should  of  course 
be  measured  with  a water  manometer  and  not 
estimated  by  the  rate  of  cerebrospinal  fluid  flow 
from  the  needle.  Jugular  compression,  however, 
should  not  be  carried  out  in  a case  of  suspected 
brain  tumor,  since  it  enhances  the  danger  of 
herniation  mentioned  above  and  is  actually 
useful  only  for  the  demonstration  of  intraspinal 
blocks. 

In  spite  of  the  diligent  application  of  these  tests, 
the  final  diagnosis  of  the  presence  and  location 
of  a brain  tumor  may  rest  ultimately  on  the  out- 
come of  special  x-ray  examinations,  such  as  the 
injection  of  oxygen  or  air  into  the  ventricular 
system  by  the  spinal  or  ventricular  route,  or  by 
carotid  arteriography.  In  recent  years  cerebral 
angiography  has  become  increasingly  useful  for 
demonstrating  tumors  within  the  cerebral  hemi- 
spheres, although  it  is  of  less  value  as  to  cerebellar 
or  posterior  fossa  tumors,  a favorite  site  for 
metastatic  lesions  unless  vertebral  angiography 
is  done.16 

Treatment 

Radical  surgery  directed  toward  as  complete 
extirpation  of  the  tumor  as  possible,  while  not 
rendering  the  patient  incapacitated,  is  the 
treatment  of  preference  in  malignant  brain 
tumors.  The  surgeon  often  must  compromise 
these  aims  when  the  tumor  invades  vital  areas  of 
the  brain,  such  as  the  speech  area  or  thalamus. 
It  has  been  our  experience,  however,  that  great 
quantities  of  tumor  can  be  removed  even  from 
these  regions  provided  the  extirpation  is  confined 
to  the  substance  of  the  tumor  itself.  Actually 
the  location  of  a tumor  in  a vital  area  of  the  brain 
may  be  more  apparent  than  real.  For  example, 
we  frequently  have  found  that  a tumor  which  at 
first  seems  to  be  squarely  in  the  motor  area  of  a 


hemisphere  is  in  fact  found  to  have  displaced  this 
region  far  posteriorly,  as  established  by  electrical 
stimulation  of  the  exposed  cortex.  Radical  re- 
moval of  such  a tumor  mass  is  possible  with 
relief  of  a pre-existing  hemiparesis.  In  a similar 
fashion  we  have  removed  tumor  from  the  domi- 
nant (left)  temporal  lobe  with  improvement  in 
speech  function. 

In  addition  to  removing  tumor  tissue  at  opera- 
tion, it  is  often  necessary  to  reduce  herniation  of 
the  temporal  lobe  (uncus)  when  it  is  incarcerated 
between  the  tentorium  and  brain  stem.  If  this 
is  not  properly  attended  to,  the  patient  is  most 
apt  to  perish  from  the  effects  of  local  midbrain 
compression  in  spite  of  the  relief  of  generalized 
intracranial  pressure.14 

Multiplicity  of  tumors,  either  metastatic  car- 
cinomas or  rare  multicentric  gliomas,  is  obviously 
a contraindication  to  surgery.  Extremely  ad- 
vanced age  or  marked  general  debilitation  also 
militate  against  successful  radical  surgery. 

X-ray  therapy  beyond  question  slows  the 
growth  of  many  gliomas.  We  feel  that  postopera- 
tive x-ray  therapy  therefore  should  be  given  to  all 
patients  harboring  this  type  of  tumor  when  there 
seems  to  be  a reasonable  hope  for  prolongation  of 
a useful  and  happy  life.  The  usual  dosage  of 
x-ray  is  from  3,500  to  5,000  roentgen  units 
delivered  to  the  tumor,  which  represents  the  usual 
tolerance  of  normal  brain  tissue.  In  certain  of 
the  gliomas  it  is  also  advisable  to  irradiate  the 
entire  cerebrospinal  axis.  However,  it  is  possible 
that  with  newer  types  of  x-ray  therapy  now  avail- 
able even  more  beneficial  effects  can  be  achieved. 
While  metastatic  tumors  are  as  a group  less  radio- 
sensitive, some  do  respond,  so  that  x-ray  therapy 
is  often  employed  in  their  postoperative  treatment 
as  well.  In  addition,  appropriate  hormonal 
therapy  or  perhaps  hypophysectomy  may  be  em- 
ployed in  the  treatment  of  metastatic  tumors  of 
the  breast  or  prostate.16 

The  authors  feel  that  subtemporal  decompres- 
sion has  little  place  in  the  treatment  of  malignant 
brain  tumors.  The  results  of  carefully  planned 
radical  surgery  are  far  more  satisfactory,  and 
the  miserable  existence  of  a patient  with  an 
enormously  protruding  decompression  or  cerebral 
“fungus”  thus  can  be  avoided. 

Case  Reports 

These  cases  illustrate  long-term  survival  after 
surgical  and  x-ray  therapy  of  malignant  brain 
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tumors. 

Case  1.- — This  handsome,  thirty-eight-year-old 
woman  was  first  operated  on  by  Dr.  Charles  A. 
Elsberg  at  the  Neurological  Institute  of  New  York 
thirty  years  ago.  After  radical  removal  of  a cystic 
astrocytoma  she  lived  a normal  life,  free  of  ab- 
normal neurologic  symptoms  or  signs,  until  fifteen 
years  ago  when  reoperation  was  done  by  Dr.  Fritz 
Cramer  of  our  staff  for  relief  of  increased  intra- 
cranial pressure  and  ataxia.  She  then  resumed  her 
usual  life  for  another  ten  years  at  which  time  a third 
operation  was  necessary,  and  again  cystic  fluid  and 
all  possible  residual  indolent  tumor  tissue  was  re- 
moved from  the  tumor  bed.  After  a prompt  re- 
covery she  is  once  again  as  active  as  any  normal 
person,  and  despite  three  such  operations  and  local 
x-ray  treatment  shows  no  evidence  of  ataxia  or  other 
neurologic  abnormalities. 

In  our  clinic  and  practice  we  have  many  other 
equally  good  results  with  more  than  ten  years 
follow-up  but  none  as  yet  of  more  than  thirty  years. 

Case  2. — This  pleasant,  hard-working,  fifty- 
six-year-old  housewife  was  admitted  to  the  Neuro- 
logical Institute  of  New  York  in  a state  of  dis- 
orientation twenty-seven  months  ago.  Papilledema 
with  striate  hemorrhages  was  noted  in  both  eye 
grounds,  but  there  were  no  focal  neurologic  signs. 
An  emergency  cerebral  arteriogram  disclosed  evi- 
dence of  a massive  right  frontal  tumor.  At  opera- 
tion on  November  25,  1953,  a large,  infiltrating 
tumor  of  the  right  frontal  lobe  was  radically  re- 
moved by  frontal  lobectomy,  and  postoperative 
x-ray  therapy  was  given.  Rapid  recovery  to  her 
present  intact,  working  state  ensued,  with  no  ab- 
normal neurologic  sequelae  save  for  some  degree  of 
euphoria.  Pathologic  diagnosis  was  of  glioblastoma 
multiforme  (or  astrocytoma  Grade  IV). 

There  is  at  present  no  indication  of  any  regrowth 
of  this  tumor  two  and  one-half  years  after  operation. 

Case  3. — This  vigorous  actor  of  twenty-nine 
years  of  age  was  first  admitted  to  the  Neurological 
Institute  of  New  York  in  1947  because  of  petit  mal 
attacks  for  one  and  one-half  years,  decrease  in  sexual 
desire,  and  complaints  of  weakness  and  fatigue. 
Clinical,  x-ray,  and  electroencephalogram  studies 
indicated  the  presence  of  a large  bifrontal  tumor. 
Biopsy  revealed  astrocytoma  with  glioblastomatous 
changes.  X-ray  and  anticonvulsant  therapy  were 
given  then  and  twice  during  the  subsequent  eleven 
years,  during  which  time  he  traveled  widely  and 
acted  in  principal  roles  in  various  plays  and  movies. 
At  present  he  is  incapacitated  because  of  uncon- 
trollable seizures. 

Case  4. — This,  forty-two-vear-old  man  was  first 
operated  on  by  the  senior  author  at  another  hospital 


in  1941,  at  which  time  he  was  acutely  ill  owing  to  a 
large,  verified  ependymoma  growing  out  from  the 
floor  of  the  fourth  ventricle.  Following  surgical 
removal  of  most  of  this  tumor  and  subsequent  x-ray 
therapy  he  returned  to  work,  married,  and  had  tw  o 
children.  Two  additional  courses  of  x-ray  therapy 
were  necessary  in  the  interim.  Now,  sixteen  years 
later,  ataxia  and  other  neurologic  signs  are  ap- 
parent, and  it  is  impossible  for  him  to  work  de- 
spite a second  operation  and  added  x-ray  therapy. 
However,  he  has  had  fifteen  years  of  a happy,  useful 
life. 

Case  5. — This  forty-eight-year-old  lawyer  was 
admitted  to  the  Neurological  Institute  of  New  York 
because  of  severe  headaches.  A ventriculogram  on 
June  30,  1955,  revealed  a posterior  fossa  mass,  and 
at  operation  a gross  total  removal  of  a right  cere- 
bellar tumor  was  accomplished.  The  tumor  proved 
to  be  metastatic,  and  a complete  medical  work-up 
revealed  only  a mildly  suspicious  area  of  atelectasis 
in  the  left  lung.  The  patient  received  a course  of 
radiotherapy  and  returned  to  his  active  law  practice. 
He  was  readmitted  to  the  hospital  thirteen  months 
postoperatively  with  signs  of  progression  of  his 
pulmonary  lesion.  He  went  gradually  downhill 
and  expired  of  diffuse  metastatic  disease  on  Sep- 
tember 25,  1956.  We  have  had  three  such  patients 
to  date,  two  of  whom  led  useful  lives  for  fourteen 
months  after  gross  removal  of  a metastatic  broncho- 
genic carcinoma  to  the  parietal  lobe  followed  by  x-ray 
therapy. 

Results 

The  accompanying  charts  and  case  reports 
indicate  that  a surprising  number  of  patients 
suffering  from  malignant  brain  tumors  benefit 
dramatically  from  an  appropriate  therapeutic 
approach.  Whereas  the  statistical  analysis  of 
these  charts  might  suggest  that  the  chances  of 
good  results  do  not  warrant  the  required  ex- 
penditure of  time  and  money,  we  must  never 
forget  that  we  are  treating  patients,  not  statistics. 
We  have  included  case  reports  in  order  to 
demonstrate  how  gratifying  to  the  patient,  the 
family,  and  the  physician  the  “good  result”  may 
be.  Therefore,  it  is  with  the  aim  of  re-emphasiz- 
ing the  need  for  prompt  diagnostic  and  thera- 
peutic measures  in  patients  with  malignant  brain 
tumors  that  we  have  presented  this  material. 

Su  rn  tnary 

Certain  types  of  primary  and  metastatic  brain 
tumors  show  a gratifying  response  for  a period 
of  years  to  appropriate  surgical  and  x-ray  treat- 
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ment. 

The  most  favorable  results  follow  treatment  of 
astrocytomas  of  the  cerebellum,  oligodendro- 
gliomas of  the  cerebrum,  and  less  frequently 
ependymomas,  glioblastomas,  and  medulloblas- 
tomas in  that  sequence.  Solitary  metastatic 
brain  tumors  also  may  respond  well  to  such 
therapy. 
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Concept  of  Motivation  in  Physical  Medicine 


It  is  becoming  a common  misconception  to  assume 
that  motivation  is  a single  factor  of  which  a patient 
needs  so  many  units  to  proceed  well  with  his  reha- 
bilitation, according  to  the  author.  Citing  cases 
which  illustrate  the  need  to  evaluate  several  factors 
of  motivation,  the  author  concludes: 

Motivation  is  not  a single,  unitary  train  in  any 
patient’s  behavior  or  personality.  It  is  best  de- 
scribed as  a patterning  of  factors,  five  of  which  are 
presented  as  necessary,  though  possibly  not  suffi- 
cient, to  account  for  a patients  motivational  con- 
dition. Three  of  these  factors  are  quantitative  and 
have  been  termed  the  reality-orientation,  the  en- 
ergy-level, and  the  cooperativeness  factors.  The 
other  two  factors  are  qualitative  and  are  viewed  as 
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exerting  modifying  or  weighting  influences  upon  the 
first  three.  These  factors  may  be  termed  breadth 
of  motivation  and  ultimate  social  requirements. 
When  motivation  is  properly  analyzed  and  de- 
fined, and  when  statements  in  each  of  the  five  areas 
suggested  can  be  made  with  reasonable  accuracy  for 
any  specific  patient,  the  field  of  rehabilitation  will 
find  itself  in  a position  to  make  significantly  im- 
proved predictions  of  ultimate  rehabilitation  suc- 
cess. This  improvement  should  show  itself  in 
greater  accuracy  of  predictions  and  in  allowing 
these  predictions  to  be  made  earlier  in  the  course  of 
a patient's  hospital  stay. — Franklin  C.  Shontz, 
Ph.D.,  Archives  of  Physical  Medicine  and  Rehabili- 
tation, October,  1957 
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Stones  in  Urethral  Diverticulum 


JOHN  TIMOTHY  KANE,  M.D.,  BINGHAMTON,  NEW  YORK 

( From  the  Surgical  Staff  of  Our  Lady  of  Lourdes  Memorial  Hospital,  Binghamton  City  Hospital,  and 

Wilson  Memorial  Hospital) 


The  occurrence  of  urethral  stones  in  the  fe- 
male is  uncommon  and  its  complications  so 
debilitating  that  a search  for  it  should  be  made  in 
any  female  complaining  of  dyspareunia,  dysuria, 
frequency,  and  urethral  discharge.  The  dis- 
covery of  it  as  an  etiologic  factor  may  be  grati- 
I fying  both  to  the  patient  and  the  doctor. 

Historically,  it  was  first  reported  by  William 
I Hey1  in  1786.  In  a review  of  the  literature  Gas- 
ton and  Ferrucci2  in  1939  collected  33  cases  from 
the  literature  and  added  one  of  their  own. 
Carter3  reported  the  thirty-fifth  case.  Higgins 
and  Roene4  and  Hausfeld  brought  the  total  to  39. 
Lane5  in  1943  and  McMahon6  in  1946  increased 
the  total  to  41.  Menville  and  Mitchell7  cited 
two  in  their  series  of  diverticula  with  calculi. 
Kirby  and  Reynolds8  in  1949  and  Rawlings9  in 
1950  added  two  cases  of  multiple  calculi  in  the 
female  urethra.  Cron  and  Gorthey10  added 
additional  cases  of  urethral  calculi  in  women, 
and  the  reported  cases  were  46  at  that  time. 
More  recently  Kight  and  Hill11  discussed  the 
subject  in  a very  comprehensive  and  erudite 
manner.  Undoubtedly  a number  of  cases  have 
been  recognized  but  not  reported. 

, Etiology 

The  cause  of  the  condition  is  equivocal.  Di- 
verticula may  be  congenital  or  acquired.  Un- 
questionably both  types  occur,  and  in  investi- 
gating the  literature  certainly  the  acquired  type 
is  the  more  common.  In  discussing  congenital 
diverticula  McMahon12  quotes  from  Gray’s  Anat- 
omy by  stating  that  “for  a time  a communi- 
cation named  the  cloaca  duct  exists  between  the 
two  parts  of  the  entodermal  cloaca  below  the 
urorectal  septum.  This  duct  occasionally  per- 
sists as  a passage  between  the  rectum  and  ure- 
thra, and  it  is  possible  that  a remnant  may  have 
persisted  after  the  downgrowth  of  the  solid  ex- 
tension of  the  miillerian  duct  towards  the  uro- 
genital septum.  This  remnant  would  open  into 
the  proximal  portion  of  the  urethra.” 

Ratner,  Siminovitch,  and  Ritz13  state,  “The 
congenital  variety  originates  from  Gartner’s  duct, 


the  wolffian  duct,  cell  rests,  faulty  union  of  the 
primary  folds  in  the  mid  line,  or  congenital  vag- 
inal cysts.  Should  a remnant  of  the  cloacal  duct 
persist  in  adult  life,  a urethral  diverticulum  or 
urethrodiverticulovaginal  fistula  would  result, 
with  the  diverticular  orifice  opening  mto  the 
proximal  portion  of  the  urethra.  Vaginal  cysts 
which  become  infected  suppurate  and  commu- 
nicate with  the  urethra  due  to  the  structural 
weakness  of  the  latter  as  compared  with  that  of 
the  vesicovaginal  diaphragm.  Consequently, 
the  diverticula  which  occur  in  the  proximal  third 
of  the  urethra,  in  which  there  are  no  important 
glandular  structures,  are  to  be  considered  as 
congenital  in  origin;  all  other  diverticula  are 
acquired,  with  trauma  and  infection  as  the  two 
main  predisposing  causes.  Diverticula  with 
multiple  orifices  are  extremely  rare.  Veit  re- 
ported such  a case  having  two  orifices  from  Gaert- 
ner’s  duct.” 

The  acquired  type  may  be  due  to  trauma  or 
infection.  Various  authors  have  mentioned  the 
fact  of  childbirth  with  the  formation  of  an  ure- 
throcele as  a cause.  However,  the  condition 
has  developed  in  maiden  women.  Stricture  is 
relatively  uncommon  in  women.  The  trauma  of 
instrumentation  probably  does  play  a part  in 
this  condition.  Fulguration  of  urethral  lesions 
or  inadvertent  puncture  of  the  urethra  with  at- 
tempt to  abort  also  may  produce  urethral  weak- 
ness. The  works  of  Wilson,  Benjamin,  and 
Leahy14  demonstrate  the  production  of  urethral 
calculi  in  newborn  rats  by  injection  of  estradiol, 
raising  the  question  of  a glandular  factor.  Curi- 
ously, the  patient  to  be  discussed  has  a son  who 
demonstrates  a peculiar  bone  condition ; namely, 
polyostotic  fibrous  dysplasia. 

Wien  we  have  a communication  with  the  ure- 
thra, either  a true  or  false  diverticulum,  and 
stagnant  urine  and  associated  infection,  the  ni- 
dus for  calculi  precipitation  is  present. 

Incidence 

Higgins  and  Roene15  state,  “Calculus  formation 
in  a diverticulum  is  extremely  rare.”  Wharton 
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andKearns16reported  calculus  in  10  per  cent  of  the 
diverticulum  seen  at  John  Hopkins  Hospital, 
and  others  have  reported  finding  multiple  calculi 
in  diverticula.  Infected  urine  which  accumu- 
lates in  the  diverticulum  is  undoubtedly  the  focus 
around  which  the  calculus  develops.  Walters 
and  Thiessen17  report  19  cases  in  a ten-year  pe- 
riod at  Mayo  Clinic.  Schmitz18  noted  eight  cases 
in  a ten-year  period.  Menville  and  Mitchell19 
noted  13  cases  in  510,585  hospital  admissions. 
In  the  experiences  of  Kirby  and  Reynolds8  six 
cases  have  been  observed  over  a thirteen-year 
period.  Herman  and  Greene20  reported  the  con- 
dition relatively  more  common  among  Ne- 
gresses, probably  owing  to  greater  frequency  and 
neglect  of  urethral  infections  and  poor  obstetric 
care. 

Symptomatology 

Diverticula  of  the  urethra  may  produce  symp- 
toms which  are  relatively  mild  or  severe.  In 
most  instances  the  complaint  is  related  to  the 
urinary  system.  The  severity  of  the  complaint 
may  be  related  to  some  degree  to  the  size  of  the 
diverticula,  stage  of  infection,  and  the  amount 
of  obstruction  produced  by  the  lesion.  Several 
authors  mention  the  fact  that  coitus  and  changes 
of  position  may  produce  emptying  of  the  diver- 
ticula in  the  early  stages  prior  to  calculi  forma- 
tion. When  such  is  the  case,  the  patient  may  be 
asymptomatic.  Painful  coitus  may  be  the  pre- 
senting symptom.  The  propaganda  regarding 
cancer  should  bring  more  of  these  people  into  the 
office  since  painful  coitus  is  frequently  mentioned 
as  a sign  of  malignancy.  Herman  and  Greene20 
mention  a case  of  theirs  whose  sole  complaint  was 
pain  in  right  lower  abdomen  coincident  with  the 
desire  to  void. 

Diagnosis 

The  diagnosis  may  be  extremely  simple  or 
difficult  depending  on  the  stage  of  the  condition. 
Unquestionably  it  is  not  a common  condition, 
but  the  possibility  of  it  should  always  be  kept  in 
mind  when  a patient  presents  herself  with  definite 
lower  urinary  complaints  where  induration  or 
mass  is  present. 

Milking  of  the  urethra  should  be  an  essential 
part  of  a pelvic  examination.  During  this  pro- 
cedure discharge  of  a purulent  nature  or  crepita- 
tion may  be  discovered. 

Where  the  diverticulum  is  acutely  infected,  it 


Fig.  1.  Anterior  view.  Schematic  representation  of 
calculi  pushing  against  vaginal  wall. 


may  not  be  possible  to  show  the  opening  in  the 
urethra.  X-ray  studies,  including  cystourethro- 
graph,  should  always  be  made.  In  the  event  of  a 
chronic  condition  a retrograde  pyelogram  will 
be  of  further  assistance  in  determining  further 
calculi  in  the  urinary  system. 

Herman  and  Greene20  recommended  the  use 
of  a water-dilating  urethroscope  which  permits 
inspection  of  the  entire  circumference  of  the  dis- 
tended urethra  (Fig.  1). 

Case  Report 

The  patient  was  a forty-five-year-old  female  who 
presented  herself  with  complaint  of  a hard  mass  in 
the  vagina  which  was  painful  during  coitus.  As 
previously  mentioned  she  had  read  in  the  cancer 
literature  that  the  latter  difficulty  is  frequently  a 
symptom  of  cancer. 

Past  History. -The  patient  had  eight  normal 
deliveries  which  were  not  prolonged,  and  no  instru- 
mentation of  any  kind  was  used.  All  cases  were 
uncomplicated.  She  had  not  undergone  any  pre- 
vious surgery  and  had  always  been  well.  Family- 
history  was  negative.  One  child  has  a polyostotic 
fibrous  dysplasia. 

History  of  Present  Illness. — About  three 
months  prior  to  presentation  the  patient  noticed  a 
mass  in  the  vagina  which  was  painful  during  inter- 
course. She  had  read  in  the  cancer  literature  that 
this  is  frequently  associated  with  malignancy. 
She  had  some  slight  urethral  discharge  and  difficulty 
with  the  passage  of  her  urine.  She  stated,  “At 
times  I did  not  feel  that  I had  urinated  to  the  full 
extent.” 

Physical  Examination. — The  patient  was  an 
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Fig.  2.  Demonstrates  stones  beneath  the  urethra.  Fig.  3.  Demonstrates  an  anteroposterior  view  of  the 
Foley  catheter  shows  relationship  of  stones  to  bladder.  stones  interlocking. 


obese,  lethargic  female  with  some  edema  about  the 
I ejres  and  a generalized  puffiness  in  the  entire  face. 
One’s  first  impression  would  be  a chronic  type  of 
nephritis  with  an  associated  hypothyroidism. 

! Examination  of  individual  systems  was  negative 
: except  for  the  vaginal  tract.  Introitus  was  that  of  a 
multipara.  The  uterus  itself  was  normal  with  a 
slight  amount  of  laxity  of  the  surrounding  structures. 
Tubes  and  ovaries  were  entirely  negative.  Slight 
puckering  of  the  urethra  was  present.  While 
milking  the  urethra,  a firm  mass  about  the  size  of  a 
walnut  was  felt  in  the  anterior  portion.  Further 
examination  produced  the  sensation  of  grating. 
No  urethral  discharge  could  be  evacuated.  She 
was  informed  of  the  nature  of  her  condition  and 
was  hospitalized  for  the  same.  Prior  to  surgery  a 
cystogram  and  ureterogram  were  made.  X-rays 
revealed  the  following  information : 

On  May  7,  1956,  the  contrast-filled  urinary  blad- 
der was  not  unusual.  The  large  oval  of  calcification 
which  measured  approximately  3.5  by  2 cm.  was 
situated  outside  of  the  urinary  bladder.  It  was 
located  just  inferior  to  the  urinary  bladder  and  just 
posterior  to  the  urethra.  There  were  no  filling  de- 
fects in  the  contrast-filled  urinary  bladder. 

On  May  15,  1956,  an  intravenous  pyelogram 
showed  good  excretion  of  contrast  material  on  both 
sides.  Both  kidneys  appeared  normal  in  size  and 
shape.  The  collecting  systems  on  both  sides  failed 


to  show  any  evidence  of  abnormality.  The  con- 
trast-filled ureters  were  normal  in  position  and  cali- 
ber. There  was  an  indwelling  catheter  with  an  in- 
flated balloon  in  the  urinary  bladder.  There  was  a 
smooth  compression  defect  along  the  superior  as- 
pect of  the  contrast-filled  urinary  bladder  which 
was  due  either  to  adjacent  bowel  or  the  uterus 
(Figs.  2 and  3). 

The  patient  was  given  a course  of  Gantrisin  after 
the  x-rays  were  taken.  The  laboratory  studies  at 
this  time  showed  white  blood  cells  to  be  13,950, 
with  80  per  cent  polymorphonuclears,  15  per  cent 
lymphocytes,  4 per  cent  monocytes,  and  1 per  cent 
eosinophils.  Seventy-one  cells  were  filamented, 
and  nine  were  nonfilamented. 

Gross  examination  of  the  urine  showed  it  to  be 
cloudy  and  fight  yellow  with  a specific  gravity  of 
1,010  and  reaction  of  7.0.  Albumen  was  5 mg.  per 
100  cc.,  and  sugar  was  negative.  Microscopic  ex- 
amination revealed  a large  number  of  epithelial  cells, 
a full  field  of  leukocytes,  a large  number  of  triple 
phosphate  crystals,  and  an  unusually  full  field  of 
amorphous  phosphate. 

Surgery. — The  abdomen  and  vagina  were  pre- 
pared under  spinal  Pontocaine.  Through  a lower 
paramedian  incision  the  space  of  Retzius  was  ex- 
posed, and  dissection  was  carried  downward.  The 
bladder  was  opened  extraperitoneally,  and  no  con- 
nection was  found  with  the  stone  formation. 
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Fig.  4.  Saggital  section.  This  schematic  drawing 
shows  the  relationship  of  both  horns  of  the  stone  to 
the  urethra.  (1)  calcification;  (2)  urethra. 


Fig.  5.  Demonstrates  the  stones  interlocking,  with 
the  V-shaped  portion  representing  the  urethral  niche. 


While  the’assistant  was  pressing  outward,  the  an- 
terior vagina  was  opened,  utilizing  vertical  incision. 
The  diverticulum  was  freed  from  the  surrounding 
tissue  and  opened.  Two  fairly  large  stones  were  re- 
moved. Most  of  the  diverticulum  was  excised,  and 
the  neck  was  closed  in  two  layers,  using  000  chromic 


Fig.  6.  Demonstrates  the  stones  separated,  showing 
concave  and  convex  surfaces. 


suture  material.  A Foley  catheter  was  left  in  situ 
and  a soft  tissue  drain  was  left  in  the  space  of  Ret- 
zius.  The  vagina  was  packed  with  a single  sponge 
for  compression  with  an  order  to  remove  it  in  twenty- 
four  hours.  The  skin  was  closed  with  silk  suture. 
The  entire  procedure  was  terminated  without  inci- 
dent (Fig.  4). 

Figure  5 shows  the  stones  glued  together,  and 
Kg.  6 shows  them  as  separate  calculi.  Chemically, 
the  stones  were  composed  of  calcium,  ammonia, 
phosphate,  and  magnesium. 

Postoperative. — -The  postoperative  course  was 
uneventful.  The  Foley  catheter  was  removed  after 
five  days,  and  the  sutures  were  removed  on  the 
seventh  day.  After  ninety  days  the  patient  was  re- 
examined and  found  to  be  normal. 


r 


Summary 

A forty-five-year-old  female  with  a history  of 
eight  normal  pregnancies  complained  of  pain 
during  coitus  and  a hard  mass  in  the  vagina  of 
three  months  duration.  A diagnosis  of  stones 
in  a urethral  diverticulum  was  established  on  the 
basis  of  the  physical  examination,  including 
milking  of  the  urethra,  and  x-ray  studies.  A 
surgical  method  of  handling  the  case  is  discussed, 
with  favorable  postoperative  results. 

Although  stones  in  a urethral  diverticulum  is 
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not  a common  condition,  it  should  always  be 
kept  in  mind  when  a patient  presents  herself  with 
definite  lower  urinary  complaints  and  where  in- 
duration or  mass  is  present. 
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ANNOUNCEMENT 

SCIENTIFIC  EXHIBITS 

1958  ANNUAL  CONVENTION 
MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Applications  for  space  for  the  scientific  exhibits  should  be  made  directly  to  the  Chair- 
man of  the  Scientific  Exhibits  Subcommittee  of  the  Convention  Committee: 

William  L.  Watson,  M.D. 

340  East  72nd  Street 
New  York  21,  New  York 

The  Annual  Convention  will  be  held  May  12  to  16,  1958,  at  the  Hotel  Statler,  New 
York  City. 

No  applications  can  be  considered  after  January  1,  1958. 

There  will  be  two  groups  of  awards: 

Group  I:  Awards  in  Group  I are  made  for  exhibits  of  individual  investigation,  which 
are  judged  on  the  basis  of  originality' and  excellence  of  presentation. 

Group  II:  Awards  in  Group  II  are  made  for  exhibits  which  do  not  exemplify  purely 
experimental  studies  and  which  are  judged  on  the  basis  of  presentation  and  correlation 
of  facts. 

W.  P.  Anderton,  M.D.,  Secretary 
Medical  Society  of  the  State  of  New  York 
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ELI  A.  FRIEDMAN,*  B.S.,  AND  HOWARD  B.  SHOOKHOFF,  M.D.,  NEW  YORK  CITY 

( From  the  Department  of  Health,  City  of  New  York,  Bureaus  of  Preventable  Diseases  and  Laboratories,  Division 

of  Tropical  Diseases ) 
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The  Puerto  Rican  population  of  New  York 
City  is  estimated  at  500,000.  Various 
investigators  have  found  the  prevalence  of 
Schistosoma  mansoni  infections  in  the  population 
of  Puerto  Rico  to  be  more  than  10  per  cent.1-3 
It  is  reasonable  to  assume  that  the  Puerto 
Ricans  in  New  York  are  a representative  sample. 
Therefore,  if  we  accept  10  per  cent  as  a con- 
servative estimate  of  the  prevalence  of  the 
infection,  there  must  be  50,000  cases  of  schis- 
tosomiasis within  the  city  limits.  The  Tropical 
Disease  Diagnostic  Clinics  of  the  Health  Depart- 
ment are  finding  less  than  400  cases  each  year. 
These  represent  from  15  to  20  per  cent  of  the 
Puerto  Rican  patients  examined.  Few  cases 
are  reported  from  other  sources.  Therefore,  a 
great  majority  of  those  infected  probably 
remain  unaware  of  their  infection  and  receive 
no  treatment.  It  was  thought  that  a routine 
examination  of  the  stools  of  all  Puerto  Rican 
patients  hospitalized  for  any  purpose  might 
constitute  an  effective  case  finding  technic. 

Schistosoma  mansoni  is  a blood  fluke,  the 
definitive  host  of  which  is  man.  The  adult 
worms  are  found  chiefly  in  the  veins  of  the  portal 
and  inferior  mesenteric  systems.  Eggs  are 
passed  in  the  feces,  and  on  reaching  fresh  water 
they  hatch  and  liberate  free-swimming  miracidia. 
These  larval  forms  penetrate  snails  of  a suitable 
species  in  which  they  develop  for  several  weeks 
and  produce  some  thousands  of  fork-tailed 
cercariae.  These  mature  larval  forms  leave  the 
snails  to  lurk  in  the  fresh  water.  They  are 
capable  of  penetrating  the  human  skin.  Man 
becomes  infected  by  bathing,  washing,  fishing, 
playing,  or  working  in  these  infested  waters. 

After  penetration  of  the  skin,  these  larvae 
are  carried  throughout  the  circulatory  system. 
Those  which  are  to  mature  do  so  in  the  portal 
veins  in  the  liver.  This  process  takes  five  to 

* Student,  Class  of  1957,  State  University  of  New  York 
College  of  Medicine,  Down  State  Medical  Center,  New  York 
State  Department  of  Health  Junior  Public  Health  Intern. 


six  weeks.  The  paired  male  and  female  worms 
then  migrate  against  the  current  in  the  portal 
system.  The  female  oviposits  in  the  small 
venules,  chiefly  in  the  lower  colon  and  rectum. 
Some  eggs  enter  the  wall  of  the  colon;  the 
remainder  are  swept  back  into  the  liver.  In 
both  places  they  give  rise  to  pseudotubercles 
with  resulting  fibrosis.  In  the  fiver  this  cumula- 
tive process  may  result  over  a period  of  years  in 
portal  hypertension  due  to  the  fibrosis  about 
the  portal  veins  and  distortion  of  the  normal 
structure  of  the  fiver.  The  progressive  fibrosis 
occurs  even  if  the  infected  individual  leaves  the 
endemic  area,  since  the  parasites  are  capable  of 
living  and  producing  eggs  for  twenty  years  or 
more.  Hepatic  insufficiency  and  hemorrhage 
from  esophageal  or  gastric  varices  are  frequent 
causes  of  illness  and  death  in  Puerto  Rican 
patients  both  in  Puerto  Rico  and  in  New  York 
City. 


Method  of  Survey 

During  the  summers  of  1955  and  1956  stool 
specimens  from  100  unselected  inpatients  at 
Kings  County  Hospital,  one  of  New  York 
City’s  largest  municipal  hospitals,  and  from  87 
unselected  patients  in  two  voluntary  hospitals 
were  examined.  Since  not  all  patients  cooperated 
and  because  some  stools  were  misplaced  en 
route  to  the  laboratory,  the  specimens  reported 
represent  the  stools  which  actually  reached  the 
laboratory  and  not  specimens  from  strictly  con- 
secutive admissions.  Sixteen-ounce  containers 
were  placed  on  all  wards  of  the  medical  service  of 
the  State  University  Division  of  the  Kings 
County  Hospital  in  Brooklyn.  Additional  stools 
were  collected  from  the  surgical,  obstetric,  and 
pediatric  services.  At  the  Bronx  Hospital  in  the 
Bronx  and  at  the  Long  Island  College  Hospital 
in  Brooklyn,  stools  were  collected  on  the  medical, 
surgical,  obstetric,  and  pediatric  services.  The 
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TABLE  I. — Results  of  Routine  Stool  Examinations  for  Parasitic  Infections 


Type  of  Disease 

Municipal  Hospital 
(100  patients) 

Voluntary  Hospitals 
(87  patients) 

All  Hospitals 
(187  patients) 

Number 

Positive 

Per  Cent 

Number 

Positive 

Per  Cent 

Number 

Positive 

Per  Cent 

Schistosoma  mansoni 

16 

16 

9 

10 

25 

13 

Trichuris  trichiura 

49 

49 

43 

48 

92 

49 

Hookworm 

16 

16 

18 

20 

34 

18 

Ascaris  lumbricoides 

3 

3 

3 

3 

6 

3 

Strongyloides  stercoralis 

8 

8 

10 

11 

18 

10 

patients  were  instructed  to  defecate  directly  into 
the  large  waxed  containers. 

About  10  ounces  of  tepid  tap  water  were  used 
to  emulsify  the  entire  specimen  directly  in  the 
collecting  cup.  The  stool  was  then  strained 
through  Marcot  U.S.P.  Type  III  28/24  gauze 
into  a 12-ounce  tapered  Pilsner  type  beer  glass 
with  sufficient  tap  water  being  added  to  fill  the 
glass  to  the  brim.  Beer  glasses  were  used 
because  their  cost  proved  to  be  one  third  (35  cents 
each)  that  of  a comparable  glass  purchased 
from  a laboratory  supply  house.  After  about 
thirty  minutes  a clear  demarcation  between 
sediment  and  supernate  existed.  The  supernate 
was  decanted  and  the  sediment  resuspended  in 
fresh  cold  tap  water. 

This  process  was  repeated  until  the  supernate 
was  clear  enough  to  read  newspaper  type  through. 
This  usually  required  two  resuspensions.  Two 
slide  preparations  of  each  sediment  using  Number 
1 cover  glasses  22  by  40  mm.  were  examined 
under  low  power.  Except  in  the  case  of  one  pa- 
tient who  was  discharged,  a second  specimen  was 
examined  to  confirm  the  presence  of  S.  mansoni 
ova  in  the  stools  of  those  patients  found  in- 
fected. 

Results 

Of  the  100  patients  from  the  municipal  hospital, 
64  per  cent  had  at  least  one  helminth  infection 
and  21  per  cent  had  multiple  infections.  Of  the 
87  patients  from  the  voluntary  hospitals  64,  or 
74  per  cent,  had  one  helminth  infection  and  20, 
or  23  per  cent,  had  multiple  infections. 

The  patients  were  from  three  to  eighty-six 
years  of  age.  They  were  almost  equally  divided 
as  to  sex.  In  the  municipal  hospital  51  males 
and  49  females  were  tested.  In  the  voluntary 
hospitals  45  males  and  42  females  were  tested. 
The  findings  are  summarized  in  Table  I.  Of  the 
25  patients  with  S.  mansoni  infection,  20  were 
males. 


Comment 

By  means  of  a simple,  inexpensive  method  of 
stool  examination,  25,  or  13  per  cent,  of  187 
Puerto  Rican  patients  admitted  to  one  of  three 
New  York  City  hospitals  were  shown  to  have  S. 
mansoni  infection.  The  test  was  applied  as  a 
screening  procedure.  Patients  were  selected 
only  to  the  extent  that  they  were  former  residents 
of  Puerto  Rico  and  that  we  succeeded  in  obtain- 
ing an  adequate  stool  sample. 

The  importance  of  making  the  diagnosis  on 
such  a routine  examination  lies  in  the  fact  that 
specific  treatment  with  stibophen  (Fuadin)  is 
believed  to  prevent  the  late  irreversible  phase  of 
the  disease  associated  with  portal  hypertension. 
In  addition,  the  finding  was  in  some  cases  of 
more  immediate  clinical  significance.  Two  pa- 
tients already  showed  advanced  fiver  disease. 
One  was  a fifty-eight-year-old  man  who  had 
ascites  and  died  in  hepatic  coma  soon  after 
admission.  The  second  was  a twenty-one-year- 
old  woman  with  a very  large  spleen,  evidence  of 
hypersplenism,  a strongly  positive  cephalin 
flocculation  reaction,  and  probable  esophageal 
varices.  It  was  possible  to  examine  only  seven 
of  the  other  23  patients  from  a clinical  standpoint. 
Illness  was  present  in  two  of  the  seven.  One  was 
an  eleven-year-old  child  who  was  very  lethargic 
and  had  a heavy  infection.  The  second  was  a 
young  man  with  suspected  but  unproved  tuber- 
culosis. After  schistosomiasis  had  been  diagnosed 
he  was  treated  with  Fuadin.  This  relieved  him 
of  a diarrhea  which  had  gone  unreported  and 
also  made  him  feel  stronger  to  the  extent  that 
he  wished,  for  the  first  time,  to  go  out  and  look 
for  work. 

It  wrould  seem  advisable  for  all  hospitals 
admitting  patients  from  Puerto  Rico  and  other 
endemic  schistosomiasis  areas  to  earn-  out  a 
routine  examination  of  at  least  one  stool  specimen 
specifically  for  schistosoma  eggs  just  as  they  do 
routine  blood  counts,  urinalyses,  and  chest 
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x-rays  on  all  admissions.  A proper  concentra- 
tion procedure  must  be  employed,  since  direct 
examination  of  the  stools  will  detect  only  10 
per  cent  as  many  cases  as  can  be  found  with  the 
concentration  procedure  described  above.  It 
is  also  important  that  the  technician  have  ade- 
quate training  in  parasitology. 

The  immediate  value  of  such  examinations 
in  terms  of  preventing  serious  medical  error  is 
illustrated  in  a case  report  published  in  the  New 
York  State  Journal  op  Medicine  by  Rosen- 
baum and  associates.4  This  described  a fatal 
illness  in  a thirteen-year-old  Puerto  Rican  boy 
due  entirely  to  schistosomiasis.  The  patient 
spent  eighteen  days  in  the  hospital,  but  eggs  of  S. 
mansoni  were  found  only  one  day  before  death. 
Had  they  been  found  shortly  after  admission,  it 
is  reasonable  to  expect  that  specific  therapy 
would  have  prevented  the  fatal  outcome. 

A sixteen-year-old  Puerto  Rican  girl  died 
suddenly  in  the  emergency  room  of  another 
hospital  after  being  followed  in  the  outpatient 
department  for  apparent  congenital  heart  disease. 
Death  was  due  actually  to  extensive  schisto- 
somiasis involving,  among  other  organs,  the 
lungs  and  especially  the  pulmonary  arterioles. 
Early  routine  stool  examination  and  specific 
therapy  would  probably  have  prevented  this. 

In  most  cases  the  prompt  diagnosis  and  treat- 
ment would  have  a less  dramatic  result.  In  at 
least  half  the  cases  treated  it  does  result  in 
improvement  in  health.  It  will  also  prevent  the 
development  of  a costly  and  often  fatal  illness  at 
a later  date.  Most  of  the  patients  admitted  for 
hemorrhage  from  esophageal  varices  are  young 
adults.  The  hospital  treatment  is  prolonged  and 


costly,  and  the  community  loses,  temporarily 
or  permanently,  a wage  earner  who  usually  has 
a family.  Routine  detection  of  the  infection 
at  a stage  when  it  can  be  cured  by  medical 
methods  will  not  only  be  good  public  health 
practice  but  will  result  in  a considerable  saving 
to  the  community  by  way  of  a reduction  in 
expenditure  of  hospital  and  welfare  funds. 

Summary 

Routine  stool  examinations  for  S.  mansoni 
infection  should  be  done  on  all  patients  from 
Puerto  Rico  and  other  endemic  areas  admitted 
to  hospitals.  This  procedure  can  be  expected  to 
result  in  a significant  percentage  of  positive 
findings.  Clinically  manifest  cases  of  schistoso- 
miasis may  thus  be  promptly  diagnosed  and  latent 
cases  can  be  brought  under  therapy  so  as  to 
prevent  the  serious  late  complications  of  the 
disease.  Savings  in  life,  health,  earning  power, 
and  community  funds  may  be  anticipated. 
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Acetazoleamide  (. Diamox )*  in  the  Inhibition  of 
Postpartum  Breast  Engorgement 


LEVON  BEDROSIAN,  M.D.,  KURKEN  ERZURUMLU,  M.D.,  AND  LEONARD  S.  LEVINE,  M.D., 

ALBANY,  NEW  YORK 

( From  the  Department  of  Obstetrics  and  Gynecology,  Albany  Hospital,  and  Union  University, 

Albany  Medical  College) 


A recent  survey  in  upper  New  York  State  re- 
veals that  only  30  per  cent  of  parturient  fe- 
males practice  breast  feeding.1  Thus,  breast  en- 
gorgement in  the  non-nursing,  postpartal  woman 
is  an  ever-present,  common  problem.  Its  treat- 
ment has  run  the  gamut.  In  ancient  times 
Soranus  advised  “properly  ground  pyrite,  then  . . . 
the  breast  binder.”2  Today  there  is  a renewed 
enthusiasm  in  some  circles  for  hormonal  suppres- 
sion of  lactation,  due  in  great  measure  to  the  in- 
creased efficacy  of  combined  estrogen-androgen 
oral  medications  as  advocated  by  Laufe  and  Mc- 
Carthy,3 Garry,4  and  others. 

In  the  recent  past  hormonal  therapy  fell  into 
disfavor  because  of  troublesome  occurrences  of 
rebound  breast  engorgement  and  withdrawal 
uterine  bleeding.  Occasionally  impaired  en- 
dometrial regeneration  followed  prolonged 
therapy.6  Nonetheless,  simple  symptomatic 
treatment  is  often  ineffective. 

This  study  was  inspired  by  the  idea  of  utilizing 
a potent,  relatively  new  diuretic,  based  on  the 
established  observation  that  dehydration  de- 
creases the  amount  of  breast  engorgement. 
Acetazoleamide  (Diamox)  is  a nonmercurial 
diuretic  which  acts  by  inhibiting  carbonic  anhy- 
drase.  There  has  been  wide  acceptance  and  use  of 
this  drug  in  the  treatment  of  cardiac  and  pre- 
eclamptic edema.  This  preparation  appeared 
well  suited  for  our  use  because  it  is  potent,  non- 
hormonal,  safe,  simple  to  administer,  and  rela- 
tively inexpensive. 

Methods  and  Material 

Normal  postpartal  patients,  both  private  and 
ward  service,  were  chosen  at  random.  Cesarean 
section  and  other  abnormal  cases  were  inten- 
tionally excluded.  APC  tablets,  especially  scored 


* The  Diamox  used,  in  this  study  was  supplied  through  the 
generosity  of  Dr.  Christopher  H.  Demos  of  Lederle  Labora- 
tories, Pearl  River,  New  York. 


TABLE  I. — Results  of  Medication 


Good  Relief  Partial  Relief  No  Relief 

Num-  Num-  Num- 

ber of  Per  ber  of  Per  ber  of  Per 
Medication  Cases  Cent  Cases  Cent  Cases  Cent 


Acetazoleamide 

31 

38  3 

23 

28.4 

27 

33.3 

Placebo 

26 

33.3 

25 

32.0 

27 

34.7 

Control 

10 

15.4 

24 

36.9 

31 

47.7 

Stilbesterol 

13 

68.5 

4 

21.0 

2 

10.5 

to  simulate  acetazoleamide  in  appearance,  were 
used  for  the  placebo  group.  Non-nursing  pa- 
tients were  alternately  placed  on  “Breast  Medi- 
cation A,”  and  “Breast  Medication  B,”  each  case 
receiving  one  tablet  daily  for  five  consecutive 
days,  starting  with  the  day  of  delivery.  The 
medicine  nurse  was  instructed  to  tell  the  patients 
only  that  this  was  a new  medication  for  sore 
breasts.  In  addition  to  the  acetazoleamide  and 
placebo  patients,  a stilbesterol  group  (5  mg.  twice 
daily)  and  a control  group  (codeine,  breast 
binder,  and  ice  caps)  were  studied.  The  two 
residents  in  obstetrics  charted  the  results  of  sub- 
jective and  objective  findings  (pain,  fullness,  etc.) 
on  all  patients  at  least  once  and  often  twice  daily 
without  knowing  which  patient  belonged  to  what 
group. 

The  findings  are  presented  in  Table  I. 

Conclusions 

Although  from  a statistical  perspective  this 
series  is  small,  with  a total  of  only  243  cases,  the 
number  is  large  enough  to  detect  definite  trends. 
It  becomes  immediately  obvious  that  when  pa- 
tients were  told  that  they  were  receiving  a special 
breast  medication,  a significant  increase  in  inci- 
dence of  good  relief  (15  per  cent)  was  noted  in 
both  the  acetazoleamide  and  placebo  groups. 
This  is  simply  a reaffirmation  of  the  placebo 
effect. 

It  proved  a matter  of  keen  disappointment  to 
us  that  the  difference  in  effect  between  acetazole- 
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amide  and  the  placebo  was  insignificant.  Hor- 
monal (stilbesterol)  suppression  afforded  good  or 
partial  relief  in  17  out  of  19  patients  studied. 

We  would  therefore  conclude  that  there  is  still 
to  be  found  an  effective  nonhormonal  inhibitor  of 
postpartum  breast  engorgement.  In  spite  of  the 
objections  raised  by  Eastman6  and  others,  we  be- 
lieve that  in  the  interim  many  people  will  continue 
to  employ  hormonal  suppression  of  lactation. 

Summary 

Acetazoleamide  (Diamox),  a potent  and 
widely  used  newer  diuretic,  was  employed  for  the 


suppression  of  postpartum  breast  engorgement  in 
81  of  243  non-nursing  mothers.  It  appeared  to 
exert  no  more  than  a placebo  effect.  Hormonal 
therapy  still  affords  the  best  relief  in  these  pa- 
tients. A search  for  an  effective,  safe,  nonhor- 
monal agent  should  be  continued. 
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A New  Approach  to  the  Control  of  Acne  Vulgaris 


THELMA  GOLUB  WARSHAW,  M.D.,  NEW  YORK  CITY 
( From  the  Department  of  Dermatology,  New  York  Infirmary) 


The  treatment  and  control  of  acne  vulgaris 
still  leaves  much  to  be  desired.  For  that 
reason  new  adjuvants  in  acne  therapy  must  be 
sought  constantly.  Because  at  times  acne  vul- 
garis is  more  severe  in  tropical  climates  where 
sweating  is  increased,  it  seemed  logical  to  assay 
the  clinical  effect  of  decreased  sweating  on  pa- 
tients with  acne  vulgaris  in  a temperate  climate.1 

To  this  end,  a complex  form  of  aluminium 
hydroxyehloride,  AL2(0H)5CL.2H20,*  was  tested 
in  a 20  per  cent  aqueous  solution.  Aluminium 
salts  are  known  to  have  the  capacity  to  inhibit 
the  flow  of  sweat  to  the  skin  surface.2 

Method  and  Results 

Thirty-three  patients  with  acne  vulgaris,  seen 
in  private  practice,  were  instructed  to  use  the 
aluminium  hydroxyehloride  solution  for  periods 
varying  from  three  weeks  to  six  months  during 
the  period  from  August,  1954,  to  August,  1956. 
The  instructions  were  to  apply  the  solution  after 
each  face  wash  to  the  entire  face,  except  to  the 
periorbital  area  to  avoid  palpebral  or  conjunc- 
tival irritation. 

The  group  ranged  in  age  from  twelve  to  thirty- 
eight  years  and  consisted  of  four  males  and  29 
females.  All  patients  were  put  on  topical  prep- 
arations containing  resorcin  and  sulfur  precipi- 
tate, were  treated  according  to  the  presence  or 
absence  of  seborrhea  capitis,  and  were  given  rou- 
tine instructions  about  the  care  of  acne  vulgaris. 
A control  group  of  33  patients  was  not  given  the 
aluminium  hydroxyehloride  solution  during  the 
same  period. 

Clinical  improvement,  with  a decrease  of  come- 
dones, oiliness,  and  pustules,  was  observed  in  all 
but  one  patient  in  the  group  treated  with  alu- 
minium hydroxyehloride  solution . The  clinical  im- 
pression was  that  the  aluminium  preparation  had 
accelerated  initial  clearing  and  had  easily  main- 
tained the  end  result,  a less  oily,  acne-free  skin. 
All  patients  reported  less  clinical  “oiliness”  while 


* Astringen,  supplied  for  clinical  trial  through  the  courtesy 
of  Robinson-Wagner  Company.  New  York  City. 


using  the  aluminium  compound.  The  only  side 
effect  reported  was  the  deposit  of  a saltlike  sub- 
stance on  the  skin  that  could  be  removed  easily 
by  washing. 

In  the  control  group  of  acne  vulgaris  patients, 
the  end  result  was  not  as  well  maintained,  and 
since  August,  1956,  there  have  been  a number  of 
subsequent  revisits  for  continued  treatment  of 
the  original  problem. 

Conclusions 

The  reported  results  of  decreased  oiliness  and 
more  rapid  clearing  of  comedones  and  acne  pus- 
tules seemed  to  support  a line  of  reasoning  that 
is  not  new  but  that  has  not  been  applied  in  acne 
therapy.  Acne  vulgaris  is  a disordered  function 
of  the  sebaceous  glands  during  adolescence. 
At  this  time  the  sebaceous  glands  increase  mark- 
edly in  size  and  in  output.  These  glands  have 
no  known  direct  nerve  supply  but  are  acted  on  by 
endocrine  secretions.  It  has,  however,  been  ob- 
served that  the  rate  of  fat  (sebum)  spreading 
over  a wet  skin  is  of  the  order  of  at  least  103 
times  the  rate  of  flow  and  spread  on  a dry  skin.3 
Conversely,  variations  in  the  level  of  ether-soluble 
substances  (fats)  on  skin  directly  parallel  the 
level  of  sweat  deliver}-  in  the  skin  area.4,5  Thus 
the  use  of  an  aluminium  salt  as  an  antiperspirant, 
and  consequently  as  an  empirical  sebaceous  gland 
inhibitor,  seemed  logical. 

The  advantage  of  the  complex  form  of  alumin- 
ium hydroxyehloride  lies  in  its  greater  resistance 
to  hydrolysis,  with  resulting  decreased  chemical 
irritation  to  skin  and  lack  of  need  for  a buffering 
agent  that  could  be  a complication.  The  hydroxyl 
(OH)  groups  in  the  compound  act  as  the  buffer. 

Summary 

A clinical  trial  of  a 20  per  cent  aqueous  solution 
of  aluminium  hydroxyehloride  produced  evidence 
in  32  of  33  acne  vulgaris  patients  of  decreased 
sebaceous  gland  activity  with  clearing  of  the 
initial  complaint  and  with  good  maintenance  of 
the  desired  result.  A control  group  of  33  acne 
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patients  showed  less  rapid  improvement  of  the 
acne  vulgaris  condition. 

There  were  no  untoward  effects,  but  there  was 
an  occasional  deposit  of  salt.  More  important, 
a new  avenue  of  reasoning  in  the  therapy  of  acne 
vulgaris  seems  worthy  of  further  investigation. 
The  inhibition  of  eccrine  sweating  seems  to  be  a 
satisfactory  means  of  decreasing  sebaceous  gland 
overactivity,  a mechanism  in  the  production  of 
acne  vulgaris. 
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Adult  Heart  Disease  May  Have  Congenital  Basis 


- 


Congenital  heart  disorders  may  be  far  more  im- 
portant as  a basis  of  adult  heart  disease  than  was 
formerly  recognized,  three  Washington,  D.C., 
physicians  have  reported. 

Many  congenital  malformations  of  the  heart  and 
circulatory  system  found  in  adults  are  now  curable 
by  surgery,  they  said.  Therefore,  physicians  need 
to  be  alert  to  the  possibility  of  adult  heart  disease 
resulting  from  congenital  deformities,  so  that  a 
proper  diagnosis — and  treatment — can  be  given  to 
the  heart  disorder. 

Congenital  heart  disease  is  usually  considered  a 
disorder  of  infants  and  children.  If  an  adult  who 
has  had  a reasonably  healthy  childhood  shows  signs 
of  heart  disease  it  is  assumed  that  his  is  an  acquired 
form,  the  doctors  state  in  the  October  26  Journal 
of  the  American  Medical  Association. 

However,  their  experience  in  a small  adult  car- 
diac clinic  shows  that  congenital  heart  disorders 
may  not  cause  trouble  or  be  noticed  until  adulthood. 


During  a five-year  period  they  discovered  29  cases  of 
congenital  heart  disorders  in  adults. 

Although  the  number  of  cases  is  small,  it  is  sig- 
nificant in  that  the  types  of  congenital  defects  repre- 
sented are  now,  in  most  instances,  curable  by  cardio- 
vascular surgery. 

Their  findings  emphasize  the  need  for  physicians 
dealing  with  adult  heart  patients  to  be  as  alert  to  the 
possibility  of  a congenital  heart  defect  as  are  pedia- 
tricians. 

The  radiologist,  who  can  see  the  shape  of  the  heart 
and  vessels  on  chest  x-rays,  is  in  a “strategic 
position”  for  the  detection  of  congenital  heart  mal- 
formations. 

The  authors  are  Drs.  John  B.  Johnson,  John  W. 
Lawlah,  and  Leslie  E.  Hedgepath  of  the  cardiovas- 
cular laboratory  of  the  Department  of  Medicine, 
Howard  University,  and  Freedmen’s  Hospital. 
Their  study  was  supported  by  a grant-in-aid  from 
the  National  Institutes  of  Health. 
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RECENT  ADVANCES  IN 
MEDICINE  AND  SURGERY 


A series  of  review  articles  dealing  with  medical  progress 


ROBERT  TURELL,  M.D.,  Editor 


Historical  Review  and  Recent  Advances  in  Surgery  of  the  Aorta — 

Part  I 

ADRIAN  KANTROWITZ,  M.D.,  GEORGE  GREENBERGER,  M.D.,  AND  ALFRED  HURWITZ,  M.D., 

BROOKLYN,  NEW  YORK 

{From  the  Departments  of  Surgery,  Maimonides  Hospital,  and  the  State  University  of  New  York,  Downstale 

Medical  Center  at  New  York ) 


The  successful  excision  of  a coarctation  of  the 
aorta  by  Gross  and  Hufnagel1  and  Craaford 
and  Nylin2  in  1945  marked  the  beginning  of  the 
era  of  resectional  surgery  in  the  treatment  of  dis- 
eases of  the  aorta.  The  introduction  of  vessel 
homografts  and  prostheses  further  broadened  the 
application  of  resectional  surgery  by  providing 
conduits  to  bridge  large  defects.  The  pioneering 
efforts  of  many  workers  in  vascular  surgery  have 
made  the  aorta  from  the  sinuses  of  Valsalva  to 
the  iliac  arteries  accessible  to  the  surgeon’s 
scalpel. 

Coarctation  of  the  Aorta 

Coarctation  of  the  aorta  is  a congenital  vascu- 
lar disease  amenable  to  surgical  correction. 
Clagett,  Kirklin,  and  Ellis,3  in  a statistical  re- 
view, found  that  coarctation  of  the  aorta  accounts 
for  15  per  cent  of  all  congenital  cardiovascular 
anomalies.  A preponderance  of  males  has  been 
noted  in  all  large  series.  The  prognosis  in  un- 
treated coarctation  of  the  aorta  remains  poor. 
Approximately  25  per  cent  of  patients  live  a 
normal  life  span,  25  per  cent  die  of  rupture  of  the 
aorta,  25  per  cent  die  of  superimposed  bacterial 
endarteritis,  and  25  per  cent  die  of  the  hyperten- 
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sive  state.  Reifenstein,  Levine,  and  Gross,4  in  a 
survey  of  untreated  cases,  noted  that  61  per  cent 
died  before  their  fortieth  year.  Abbott5  noted  in 
142  postmortem  cases  that  the  average  age  was 
thirty-two  years. 

The  etiology  of  coarctation  of  the  aorta  remains 
unknown.  Skodes  postulates  that  obliteration  of 
the  patent  ductus  shortly  after  birth  extends  into 
and  involves  the  adjacent  aorta.  This  theory 
accounts  for  the  usual  type  of  adult  coarctation. 
However,  it  fails  to  explain  coarctations  located 
in  other  segments  of  the  aorta.  Other  theories, 
such  as  inflammation  and  stricture  of  the  aorta  in 
utero,  or  abnormal  embryologic  vascular  obliter- 
ative processes  are  less  plausible. 

The  terms  “infantile”  and  “adult”  have  been 
used  frequently  in  describing  coarctations  of  the 
aorta.  The  typical  “adult”  coarctation  is  a short 
stricture  at  the  site  of  the  ductus.  The  stricture 
usually  measures  about  1 cm.  in  length,  and  the 
ductus  is  usually  closed.  In  a series  of  105  cases, 
Baffes6  found  59,  or  56.1  per  cent  of  patients  oper- 
ated on  or  autopsied,  to  have  strictures  of  the 
adult  type.  Patients  with  this  type  of  coarcta- 
tion most  frequently  survive  the  first  year  of  life. 
This  defect  is  more  amenable  to  surgical  correc- 
tion. For  purposes  of  simplicity  all  coarctations 
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Fig.  1.  Aortogram  of  coarctation  of  the  aorta.  Large 
catheter  inserted  into  the  right  brachial  artery  and 
passed  into  the  ascending  aorta. 


which  do  not  satisfy  the  above  criteria,  both  as  to 
length  and  location,  may  be  classified  as  “infan- 
tile.” In  the  series  quoted  above,  46,  or  43.9  per 
cent  of  all  coarctation  cases  were  of  the  “infan- 
tile” type.  Twenty-six  patients  had  a long  seg- 
ment of  coarctation  of  the  arch  involving  the  left 
common  carotid  artery  and  the  left  subclavian 
artery,  and  a patent  ductus,  13  had  a short 
coarctation  involving  the  distal  arch,  three  had 
severe  hypoplasia  of  the  entire  aortic  arch,  and 
four  patients  had  hypoplasia  of  the  aortic  arch 
with  atresia  of  the  aortic  valve. 

Coarctation  of  the  aorta  is  the  sole  congenital 
abnormality  in  the  majority  of  cases.  Many, 
however,  are  associated  with  other  congenital 
cardiovascular  defects,  e.g.,  patent  ductus  arteri- 
osus,3 interatrial  or  interventricular  septal  defect, 
and  bicuspid  aortic  valve.7 

The  problem  of  coarctation  of  the  aorta  pre- 
sents itself  for  management  at  three  different 
phases  of  life — infancy,  early  adult  life,  and  late 
adult  life.  The  symptoms  in  infancy  are  essen- 
tially those  of  heart  failure,  and  once  the  latter 
has  supervened  the  prognosis  becomes  extremely 
grave.  Coarctation  of  the  aorta  is  one  of  the  most 
common  causes  of  heart  failure  in  infants  under 
two  years  of  age.8  The  diagnosis  of  coarctation  of 


the  aorta  in  infancy  can  be  difficult,  particularly 
when  a large  patent  ductus  is  present.  In  the 
latter  condition  there  are  frequently  palpable 
femoral  pulses.  A gradient  of  20  mm.  or  more  of 
mercury  between  brachial  and  femoral  pressures 
should  make  one  suspect  coarctation  of  the  aorta. 

Transbrachial  aortography  will  frequently 
settle  the  diagnosis  (Fig.  1).  Since  scalloping  of 
the  inferior  edges  of  the  ribs  rarely  appears  be- 
fore eight  to  ten  years  of  age,  conventional  x-rays 
are  of  little  help.  The  murmurs  associated  with 
coarctation  of  the  aorta  are  rarely  characteristic. 

Calodney  and  Carson8  operated  on  infants  with 
moderate  to  severe  heart  failure  because  of  the 
gloomy  prognosis  with  medical  therapy  alone. 
Seaman  and  Goldring9  reported  16  patients 
treated  medically  for  cardiac  failure  with  death 
in  all  cases.  Medical  therapy  is  indicated,  how- 
ever, in  asymptomatic  coarctations  discovered 
during  infancy,  as  well  as  in  those  patients  with 
failure  responding  to  digitalis.  There  are  diffi- 
culties inherent  in  a primary  anastomosis  after 
resection  of  a long,  infantile  coarctation  and 
uncertainties  concerning  the  growth  of  the  aortic 
suture  line.  If  patients  can  get  beyond  the  first 
year  of  life,  they  generally  survive.10 

The  diagnosis  of  coarctation  of  the  aorta  in 
childhood  and  adult  life  poses  a much  simpler 
problem  than  it  does  in  infancy.  Hypertension 
in  the  upper  half  of  the  body  is  perhaps  the  most 
characteristic  finding.  Sealy  et  al.n  concluded 
that  the  hypertension  in  coarctation  of  the  aorta 
was  not  unlike  essential  hypertension.  They 
found  no  decrease  in  the  renal  blood  flow.  Blum- 
gart  et  al.12  in  1931  proposed  that  the  hyperten- 
sion was  caused  by  an  increased  resistance  to 
blood  flow  through  the  stricture  and  collateral 
vessels.  Scott  and  Bahnson13  demonstrated 
experimentally  that  hypertension  in  dogs  follow- 
ing the  production  of  a coarctation  occurred  be- 
tween the  ninth  and  twenty-first  postoperative 
day  and  reached  a plateau  in  five  to  seven  weeks. 
At  the  plateau  femoral  pressures  rose  to  pre- 
operative levels.  In  a series  of  experiments  in 
dogs  Scott  et  al.1*  demonstrated  conclusively  that 
the  kidneys  played  a vital  role  in  the  cause  of 
hypertension  in  this  disease. 

The  diagnosis  of  aortic  obstruction  in  children 
over  twelve  years  of  age  is  supported  by  the  pres- 
ence of  collateral  circulation  over  the  scapula, 
of  pulsations  in  the  neck  and  supraclavicular  area, 
and  of  notching  of  the  third  to  seventh  ribs  on 
x-ray.  Although  the  murmurs  in  this  disease  are 
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variable,  a systolic  murmur  is  frequently  heard 
over  the  base  of  the  heart  or  in  the  midback.  The 
absence  or  marked  diminution  of  femoral  pulsa- 
tion is  perhaps  the  most  helpful  finding,  and  in 
association  with  upper  extremity  hypertension  it 
almost  conclusively  establishes  the  diagnosis  of 
aortic  stricture.  The  value  of  aortography  or 
angiography  lies  primarily  in  the  ability  of  these 
modalities  to  establish  the  length  of  the  stricture 
and  hence  the  possible  need  for  a graft. 

Gross10  has  stated  that  the  optimum  age  for 
surgery  is  between  eight  and  twelve  years  of  age; 
Seal}-15  selected  five  to  ten  years  of  age.  Surgery 
should  be  performed  before  the  hypertension  has 
become  irreversible.  It  should  be  delayed,  how- 
ever, until  the  aorta  has  reached  such  a size  that 
a satisfactory  anastomosis  can  be  made.  Al- 
though the  growth  of  the  aortic  anastomosis,  if 
properly  constructed,  will  keep  pace  with  the 
growth  of  the  aorta,  there  is  frequently  a lag,  so 
that  surgery  is  best  performed  when  the  period 
of  rapid  growth  is  over. 

Gross10  has  included  the  following  as  contra- 
indications to  surgical  therapy:  marked  rheu- 

matic mitral  disease,  aortic  valvular  regurgitation 
of  serious  extent,  conduction  bundle  defects,  and 
serious  myocardial  damage.  Sealy15  feels  that 
beyond  the  age  of  thirty  systolic  hypertension 
alone  is  not  of  sufficient  significance  to  warrant 
surgery,  since  in  this  age  group  the  hypertension 
is  frequently  irreversible. 

The  surgical  treatment  of  choice  in  this  disease 
is  resection  of  the  strictured  zone  with  direct 
end  to  end  anastomosis.  Gross10  reported  270 
cases  of  patients  treated  surgically,  with  direct 
end  to  end  anastomosis  carried  out  in  80  per  cent. 
Sealy15  reported  22  cases  with  end  to  end  anasto- 
mosis performed  in  20  patients,  and  Clagett  et  al.3 
reported  173  of  177  patients  treated  similarly. 
Gross16  listed  four  indications  for  using  grafts: 
a long,  thin  segment,  a short  segment  with  a rigid 
aorta,  aneurysms  of  the  adjacent  intercostal,  and 
damage  of  the  aorta.  In  1949  Gross16  used  the 
first  aortic  homograft  to  bridge  a defect  created 
after  resection  of  a coarctation.  He  subsequently 
used  aortic  homografts  in  37  patients.  No  rup- 
tures or  aneurysms  were  noted,  although  in  one 
patient  calcification  of  the  graft  was  marked. 
Defects  created  by  resected  coarctations  have 
been  successfully  bridged  with  various  synthetic 
prostheses  including  dacron,  nylon,  teflon,  and 
vinyon-N.  Although  the  ideal  prosthesis  has  yet 
to  be  found,  the  Committee  on  Vascular  Pros- 
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theses  has  found  dacron  and  teflon  the  most  satis- 
factory of  all.17 

In  1947  Clagett18  performed  the  first  successful 
end  to  end  subclavian  to  aortic  anastomosis  to 
bridge  a defect.  Since  that  time  other  authors19 
have  reported  using  this  technic.  The  dis- 
advantages of  this  method  rest  primarily  in  the 
disparity  in  size  between  the  subclavian  artery 
and  distal  aorta.  In  addition,  there  often  is  some 
difficulty  in  turning  down  the  subclavian  artery 
without  creating  a kink  at  the  point  of  origin  of 
the  vessel.  Hallenbeck  et  al.20  reported  six  cases 
of  end  to  end  subclavian  to  aorta  anastomoses 
with  50  per  cent  long-term  failures. 

Numerous  suture  technics  have  been  advocated 
for  the  anastomosis.  The  authors  have  found 
that  a continuous  over-and-over  suture  of  5-0 
arterial  silk  for  the  posterior  row  and  an  inter- 
rupted everting  mattress  suture  of  5-0  arterial 
silk  for  the  anterior  portion  has  yielded  a very 
satisfactory  result  in  all  cases.  This  method  is 
simple  to  perform  and  allows  for  the  necessary 
growth  of  the  suture  line. 

That  the  operation  may  be  safely  offered  when 
indicated  is  attested  to  by  the  low  mortality 
rates  reported — 2 per  cent  in  the  last  100  cases 
reported  by  Gross,10  5.6  per  cent  of  177  reported 
by  Clagett  et  al.,3  and  4.8  per  cent  of  21  cases 
reported  by  Glenn  and  O’Sullivan.21  Maximum 
benefit  is  generally  obtained  after  several  weeks. 
Gross,10  Clagett  et  al.,3  Sealy,15  and  Hallenbeck 
et  al.20  have  reported  satisfactory  relief  of  hyper- 
tension in  over  90  per  cent  of  patients  after 
long-term  follow-up. 

Thoracic  Aortic  Aneurysms 

The  advent  of  antisyphilitic  therapy  has  re- 
duced the  incidence  of  thoracic  aortic  aneurysm 
drastically.  As  the  campaign  against  venereal 
disease  continues,  it  may  be  anticipated  that 
syphilitic  aneurysms  will  become  a rarity. 
Kampmeier22  found  that  70  per  cent  of  633  tho- 
racic aneurysms  were  syphilitic,  and  Boyd23 
stated  that  estimates  varied  from  25  to  92  per 
cent.  Moore  and  his  associates24  demonstrated 
in  1932  that  not  one  of  117  patients  with  syphilis 
treated  early  with  arsenic  and  bismuth  had 
evidence  of  cardiovascular  involvement.  How- 
ever, 24  of  285  who  received  inadequate  therapy 
suffered  syphilitic  aortitis,  aneurysm,  or  aortic 
regurgitation.  The  authors  noted  that  10  per 
cent  of  6,420  patients  with  late  syphilis  had 
cardiovascular  involvement  and  that  1 .2  per  cent 
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had  aneurysms.  Infection  of  the  vasa  vasorum 
and  lymphatics  of  the  aorta  with  subsequent 
anoxia  of  the  aortic  wall  and  fibrous  replacement 
of  the  elastic  layer  is  the  pathologic  mechanism. 
There  is  an  average  lapse  of  twenty  years  between 
infection  and  development  of  cardiovascular 
symptoms.23’24 

Trauma  ranks  next  to  syphilis  as  an  etiologic 
agent  for  thoracic  aortic  aneurysms,  and  it  is  a 
reasonable  assumption  that  with  the  increasing 
incidence  of  violent  trauma,  traumatic  aneurysms 
will  far  exceed  syphilitic  aneurysms  in  frequency. 
Degenerative  disease  of  the  aorta,  such  as  cystic 
medial  necrosis,  has  been  responsible  for  localized 
aneurysms.25  Aneurysmal  dilatation  of  the 
ascending  aorta  and  aortic  sinuses  has  been  noted 
in  Marfan’s  syndrome.26  Arteriosclerosis  as  a 
cause  of  thoracic  aortic  aneurysms  is  unusual 
just  as  syphilis  as  a cause  of  abdominal  aneu- 
rysms is  rare.22 

Kampmeier22  noted  in  1938  that  of  a total  of 

I, 163  aneurysms,  1,035  were  in  the  thoracic  aorta 
and  95  were  in  the  abdominal  aorta.  However, 
with  increasing  life  span  and  decreasing  incidence 
of  untreated  sypliilis,  abdominal  aneurysms  will 
undoubtedly  exceed  those  found  in  the  thorax. 
In  a review  of  4,000  cases  of  thoracic  aneurysms 
Boyd23  observed  that  the  ascending  arch  was  the 
most  common  location  with  a decreasing  fre- 
quency in  the  transverse  arch,  descending  arch, 
and  thoracic  aorta.  Kampmeier’s  findings  were 
similar.  Linton  and  Hardy,27  however,  noted  that 

II,  or  46  per  cent  of  their  cases  of  aneurysm  were 
in  the  descending  thoracic  aorta.  Although  the 
majority  of  thoracic  aneurysms  are  saccular,  in- 
cluding those  of  traumatic  origin,  Linton  and 
Hardy27  noted  that  23,  or  95  per  cent  of  the  series 
were  fusiform. 

Pain  is  the  most  common  and  distressing 
symptom  of  aneurysm  of  the  thoracic  aorta.  All 
of  Linton  and  Hardy’s  28  patients  had  chest  pain, 
and  in  72  per  cent  the  pain  was  severe.  Kamp- 
meier22 noted  an  incidence  of  pain  in  approxi- 
mately 70  per  cent  of  his  patients,  and  in  most 
of  the  series  reported  pain  was  the  presenting 
complaint.  The  pain  is  probably  due  to  expan- 
sion of  the  lesion  within  the  restricted  confines  of 
the  bony  thorax  with  erosion  of  bone  and  pressure 
on  the  spinal  nerves.  It  is  described  as  pressing, 
boring,  and  occasionally  anginoid.  Aneurysms 
of  the  ascending  arch  produce  chest  pain  ante- 
riorly because  of  erosion  of  the  sternum,  while 
aneurysms  of  the  lower  thoracic  aorta  produce 


back  pain  because  of  erosion  of  the  vertebrae. 
Dyspnea  and  cough  are  present  in  the  majority 
of  patients  and  may  be  related  to  pressure  of  the 
aneurysm  on  the  trachea  or  left  main  stem 
bronchus.  Hoarseness  due  to  left  recurrent  nerve  • 
paralysis  is  common,  and  dysphagia  caused  by 
pressure  on  the  esophagus  is  present  most  often 
in  lesions  of  the  transverse  arch.  Hemoptysis  is 
often  a symptom  of  impending  intrabronchial  or  t 
intratracheal  rupture  and  demands  emergency  Thf 
treatment. 


Physical  findings  are  extremely'  variable,  de- 
pending to  a considerable  extent  on  the  location 
of  the  aneurysm.  Aneurysms  of  the  ascending 
arch  have  been  referred  to  as  the  “aneurysm  of 
signs”  since  it  is  in  these  that  physical  findings 
are  prominent.  A bulging  of  the  entire  anterior 
chest  wall  over  the  sternum  may  be  noted,  and 
frequently'  pulsations  and  shocks  may'  be  felt  over 
the  anterior  chest  and  neck.  Percussion  of  the 
chest  will  reveal  an  area  of  increased  dullness 
retrosternally,  and  on  auscultation  murmurs  may' 
be  audible.  Tracheal  tug  is  found  in  about  20 
per  cent  of  cases.22  Signs  of  compression  may  be 
detected,  such  as  edema  of  the  face  and  neck, 
cy'anosis,  dilated  veins  incident  to  superior  vena 
cava  obstruction,  unequal  pupils  due  to  pressure 
on  the  sympathetic  chain,  and  vocal  cord  paraly’- 
sis. 
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The  diagnosis  of  thoracic  aortic  aneurysm  is 
suggested  by  the  history'  and  physical  examina- 
tion, but  confirmation  is  obtained  by'  laboratory' 
data.  Of  the  latter,  x-ray  is  the  most  useful  aid, 
and  a posterior-anterior  and  lateral  view  of  the 
chest  will  generally  demonstrate  a mediastinal 
mass  in  continuity'  with  the  aortic  shadow. 
Fluoroscopy  may  yield  additional  information, 
although  Abbott28  noted  that  only  30  per  cent  of 
aortic  aneurysms  will  be  seen  to  pulsate  in  an 
unequivocal  manner  on  fluoroscopic  examina- 
tion. At  times  it  may  be  worthwhile  to  employ’ 
aortography  or  angiocardiography'.  An  impor- 
tant test  in  establishing  the  diagnosis  is  the  sero- 
logic test  for  syphilis.  Moore  et  al .24  noted  that 
52  of  53  patients  with  aortic  aneurysm  had  posi- 
tive Wassermanns. 
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The  application  of  surgical  therapy'  to  this  • 
disease  demands  an  appreciation  of  the  morbidity  |^( 
and  mortality'  associated  with  the  untreated 
thoracic  aortic  aneurysm.  In  an  analysis  of  247 
deaths  caused  by  aneurysm,  Kampmeier22  found  p 
that  rupture  was  the  most  common  cause  and  s,  . 
occurred  in  98  instances.  Respiratory  obstruc- 
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tion  accounted  for  46  deaths  and  cardiac  failure 
for  29.  Boyd,23  in  his  analysis  of  4,000  causes, 
found  that  2,008  patients  died  from  rupture  of  the 
sac.  Moore  et  al.2i  noted  a 90  per  cent  mortality 
in  22  untreated  syphilitic  aneurysms.  The  aver- 
age duration  of  life  from  onset  of  symptoms  was 
noted  by  Kampmeier22  to  be  six  to  eight  months 
and  by  Moore  et  al.2i  to  be  nineteen  months. 
The  lethal  character  of  this  disease  and  the  severe 
symptoms  preceding  the  ultimate  death  of  the 
patient  prompted  the  attempts  to  find  a surgical 
cure. 

The  surgical  approach  to  this  problem  pro- 
ceeded along  four  lines:  first,  the  production  of 
clot  within  the  aneurysm;  second,  the  external 
reinforcement  of  the  aneurysm  using  reactive 
cellophane;  third,  endo-aneurysmorrhaphy  as 
suggested  by  Matas  for  peripheral  aneurysms, 
and  finally,  excision  of  the  aneurysm  with  lateral 
aortorrhaphy  for  saccular  aneurysm  and  resec- 
tion and  homograft  replacement  for  fusiform 
aneurysm. 

The  earliest  definitive  attempt  to  produce 
intra-aneurysmal  thrombosis  was  by  Moore  and 
Murchison29  in  1864  when  they  introduced  a 
silver  wire  into  the  aneurysm  with  variable  re- 
sults. The  procedure  was  modified  in  1879  by 
Buressi  and  Corradi30  who,  in  addition  to  intro- 
ducing a wire,  sent  an  electric  current  through 
the  wire  to  heat  it  after  its  insertion  through  an 
insulated  needle.  Colt31  in  1925  described  a gold- 
plated,  steel  wire  wisp  which  was  pushed  into  the 
aneurysm  with  a trocar.  Blakemore  and  King’s32 
description  in  1938  of  electrothermic  coagulation 
of  saccular  aneurysms  resulted  in  the  popularity 
of  this  method.  Linton  and  Hardy27  described  a 
“pack”  method  of  intrasaccular  wiring.  With 
this  technic  an  average  of  230  feet  of  wire  was 
inserted  into  the  aneurysms — considerably  more 
than  had  been  inserted  by  anyone  previously. 
This  technic  also  could  be  employed  with  fusi- 
form as  well  as  saccular  aneurysms  and  did  not 
necessitate  a formal  thoracotomy  incision  for  its 
insertion. 

The  use  of  cellophane  for  the  stimulation  of 
periarterial  fibrosis  was  described  by  Harrison 
and  Chandy33  in  1943  for  an  aneurysm  of  the  sub- 
clavian artery  and  by  Poppe  and  D’Oliviera34  in 
1946  for  an  aneurysm  of  the  thoracic  aorta. 
Yeager  and  Cowley’s35  identification  in  1948  of 
dicetyl  phosphate  as  the  irritating  substance  in 
cellophane  led  to  its  use  as  a spray  around  the 
aneurysm.  Abbott28  reported  32  separate  cases  in 


Fig.  2.  Saccular  aneurysm  of  thoracic  aorta  treated 
by  tangential  excision  and  suture.  Courtesy  of  Dr. 
Henry  T.  Bahnson  and  Surgery,  Gynecology  and  Ob- 
stetrics. 

which  cellophane  was  applied  around  aneurysms 
and  noted  that  at  the  end  of  the  first  year  good 
clinical  results  were  obtained  in  those  patients  in 
whom  the  aneurysm  was  completely  surrounded. 
He  noted,  however,  that  in  the  majority  of  cases 
the  aneurysm  could  not  be  completely  sur- 
rounded. 

The  technic  of  obliteration  of  an  aneurysm  by 
suture  within  the  sac  as  described  by  Matas36  for 
peripheral  aneurysms  is  not  applicable  to 
aneurysms  of  the  aorta  but  has  been  applied  to 
aneurysm  of  the  great  vessels  arising  from  the 
arch. 

The  problems  involved  in  excision  of  aneurysms 
of  the  thoracic  aorta  vary  considerably  depending 
on  whether  the  aneurysm  is  saccular  or  fusiform. 
Tuffier37  as  early  as  1902  recognized  that  excision 
and  aortorrhaphy  was  the  procedure  of  choice  for 
saccular  aneurysm,  and  in  his  first  case  of 
aneurysm  of  the  ascending  arch  he  planned  to 
excise  the  aneurysm  and  ligate  the  neck.  The 
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original  plan  was  abandoned,  and  the  operation 
consisted  of  ligation  of  the  neck  of  the  aneurysm 
without  excision.  Postoperatively  the  sac  be- 
came gangrenous,  and  the  patient  died  of  hemor- 
rhage thirteen  days  later.  A second  attempt  at 
excision  in  1922  proved  equally  disastrous.38 
Monod  and  Meyer39  in  1950  reported  the  first 
successful  resection  of  a saccular  aneurysm.  An 
opening  in  the  aorta  4 cm.  long  was  closed  by 
suture,  and  the  patient  remained  well  postopera- 
tively. The  operation  was  necessitated  by  the 
accidental  puncture  of  the  aneurysm  during 
thoracoscopy,  and  it  is  of  interest  to  note  that  the 
authors  stated  that  excision  such  as  performed 
here  was  not  the  procedure  of  choice  for  saccular 
aneurysm.  Bahnson40  reported  nine  cases  of 
saccular  aneurysm  of  the  aorta  in  1953.  Success- 
ful aneurysmectomy  and  aortorrhaphy  were  car- 
ried out  in  six  of  these  with  restoration  of  normal 
blood  flow  and  without  narrowing  the  aorta. 
Johnston,  Kirklin,  and  Brandenburg41  in  reporting 
the  experience  of  the  Mayo  Clinic  concluded  that 
removal  of  the  aneurysm  with  lateral  aortor- 
rhaphy was  the  procedure  of  choice.  There  can  be 
little  doubt  that  excision  is  the  most  efficacious 
therapy  today  for  saccular  aneurysm  (Fig.  2). 
Although  the  aneurysm  itself  is  quite  large,  the 
neck  is  often  surprisingly  small,  permitting 
suture  of  the  aorta  without  compromising  the 
lumen  of  the  vessel.  It  also  has  been  noted  by 
most  surgeons  dealing  with  this  problem  that  the 
wall  of  the  aorta  to  be  sutured  is  usually  the  seat 
of  a syphilitic  aortitis  and  as  such  is  tough  and 
leathery  and  holds  sutures  well.  Bahnson,40 
Kirklin  et  al.41  and  DeBakey  and  Cooley42  and 
others  have  pointed  out  the  importance  of  isolat- 
ing the  neck  of  the  sacculation  and  obtaining 
proximal  control  of  the  aneurysm  here  before 
dissecting  the  sac,  since  the  wall  of  the  latter  is 
frequently  the  sternum  or  vertebrae.  The  im- 
portance of  removing  the  sac  completely  is 
emphasized  by  the  development  of  infection  in 
the  retained  sac  as  reported  by  Tuffier,37  Cooley 
and  DeBakev ,42  Lam  and  Aram43  and  others. 

Saccular  aneurysms  permit  tangental  excision 
with  lateral  aortorrhaphy  without  interruption  of 
the  blood  flow  in  the  aorta.  Fusiform  aneurysms, 
on  the  other  hand,  necessitate  interruption  of  the 
blood  flow,  and  as  such  introduce  two  new  prob- 
lems; ischemia  to  the  tissues  beyond  the  point 
of  occlusion,  especially  the  spinal  cord,  and  a 
sudden  increased  load  on  the  left  heart  which 
might  result  in  left  ventricular  failure. 


One  of  the  first  resections  of  the  aorta  for  fusi- 
form aneurysm  was  reported  by  Alexander  and 
Byron  in  1944.44  In  this  case  there  was  an  asso- 
ciated coarctation  of  the  aorta  distal  to  the  left 
subclavian  artery.  Cross-clamping  the  aorta  pro- 
duced no  physiologic  disturbances  because  of  the 
extensive  collateral  circulation  which  was  present 
in  association  with  the  coarctation.  Numerous 
reports  of  resection  of  aortic  aneurysms  with 
associated  coarctations  have  appeared  since  then. 
In  only  a few  have  adjuvant  measures  such  as 
hypothermia  been  deemed  necessary.  DeBakey 
and  Cooley45  reported  in  1953  the  resection  of  a 
syphilitic  aneurysm  of  the  descending  thoracic 
aorta  in  a forty-six-year-old  woman.  In  this 
case  the  aorta  was  occluded  for  forty-five  minutes 
without  the  use  of  hypothermia  or  of  a shunt,  and 
postoperatively  there  was  no  renal  or  spinal  cord 
damage.  A second  patient  described  by  Cooley 
and  DeBakey46  in  1955  in  whom  the  aorta  was 
occluded  for  forty-five  minutes  without  hypo- 
thermia or  shunt  suffered  from  bilateral  lower 
extremity  weakness  postoperatively.  A third 
patient  in  whom  occlusion  of  the  aorta  took  place 
for  seventy-seven  minutes  died  twelve  hours  post- 
operatively. In  none  of  the  cases  of  aortic  occlu- 
sion distal  to  the  left  subclavian  artery  reported 
above  was  there  any  indication  of  cardiac  dilata- 
tion or  excessive  hypertension.  Because  of  the 
frequent  appearance  of  changes  when  the 
thoracic  aorta  was  occluded,  the  protective 
effects  of  hypothermia  or  of  a shunt  are  being 
employed  more  frequently. 

Hardin  et  al.41  demonstrated  in  a conclusive 
fashion  that  hj'pothermia  from  28  to  30  C.  exerts 
a definite  protective  effect  on  the  spinal  cord  as 
well  as  other  tissues  distal  to  the  occlusion  in 
dogs.  None  of  the  26  dogs  developed  ventricular1 
fibrillation  despite  the  hypothermic  state. 

DeBakey  and  Cooley46  reported  two  clinical 
cases  in  which  the  aorta  was  occluded  for  fifty- 
three  and  sixty-two  minutes  under  hypothermia 
without  any  neurologic  sequelae.  Julian  et  al.41 
reported  two  cases  of  thoracic  aneurysm  in  which 
periods  of  aortic  occlusion  for  thirty  minutes  were 
achieved  under  hypothermia  without  any  ill 
effects.  Hardin  and  his  associates’47  clinical  case 
in  which  hypotension,  ventricular  fibrillation,  and 
death  occurred  on  release  of  the  aortic  clamp, 
suggests  that  slow  release  of  the  clamp  on  comple- 
tion of  the  anastomosis  is  mandatory.  Vigorous 
blood  replacement  plus  the  use  of  vasopressor 
substance  is  indicated  at  that  time  to  compensate 
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for  the  pooling  of  blood  in  the  cooled  periphery. 

The  earliest  attempt  to  manage  fusiform 
aneurysm  below  the  subclavian  artery  was  by 
use  of  an  intraluminal  shunt.  Lam  and  Aram43 
were  the  first  to  describe  a resection  of  such  an 
aneurysm  with  restoration  of  continuity  with  an 
aortic  homograft.  A lucite  tube  was  placed 
within  the  lumen  of  the  homograft  and  the  tube 
anchored  into  the  proximal  and  distal  aorta  in 
such  a fashion  as  to  maintain  blood  flow  during 
the  anastomosis.  The  total  period  of  occlusion 
necessitated  by  the  division  of  the  aorta  proximal 
and  distal  to  the  lesion  and  for  insertion  of  the 
tube  was  twenty-four  minutes,  and  a second 
period  of  occlusion  for  readjustment  of  the  tube 
was  thirteen  minutes.  The  slight  amount  of 
cord  damage  cleared  completely  postoperatively. 
More  recently,  Johnson,  Kirby,  and  Lehr49 
resected  an  aneurysm  of  the  thoracic  aorta  and 
used  a flanged  glass  tube  inserted  inside  the 
homograft  to  maintain  circulation  during  suture 
of  the  aortic  graft.  Both  patients  in  whom  this 
method  was  used  survived.  The  authors,  how- 
ever, admitted  some  difficulty  in  making  the 
aortic  anastomoses  because  of  the  presence  of  the 
glass  tube. 

Fusiform  aneurysms  in  the  arch  of  the  aorta 
above  the  left  subclavian  artery  cannot  be  safely 
resected  under  hypothermia.  Circulatory  arrest 
above  the  left  subclavian  will  almost  surely  lead 
to  left  ventricular  strain,  cardiac  failure,  and 
ischemic  brain  damage.  It  is  in  this  location  that 
shunts  have  found  their  greatest  usefulness. 
DeBakey  and  his  associates60’61  have  described 
three  patients  in  whom  an  aneurysm  of  the  aortic 
arch  was  resected  and  circulation  maintained 
during  the  resection  and  anastomosis  by  use  of 
an  Ivalon  shunt.  The  prosthesis  had  a 14  mm. 
inside  diameter  and  was  anastomosed  to  the 
ascending  arch,  descending  thoracic  aorta,  in- 
nominate artery,  and  left  common  carotid  artery. 
In  these  three  patients  aortic  continuity  was  re- 
established by  the  use  of  an  Ivalon  prothesis 
following  resection  of  the  aneurysm.  Death 
occurred  in  the  first  of  the  three  patients  on  the 
sixth  postoperative  day  due  to  the  effects  of 
cerebral  ischemia  resulting  from  occlusion  of  the 
right  common  carotid  limb  of  the  shunt  for  eight 
minutes.  Stranahan  and  his  associates61  resected 
an  aneurysm  involving  the  entire  arch  and 
descending  aorta.  Their  shunt  consisted  of  1 
cm.  bore  Tygon  tubing  with  siliconized  glass 
joints  fastened  to  the  ascending  and  descending 


aorta  by  means  of  heterologous  reconstituted 
freeze-dried  arterial  sleeves.  There  were  side- 
arms  to  the  innominate  artery  and  the  left  com- 
mon carotid  arteries.  The  shunt  was  in  opera- 
tion for  six  hours  and  forty-five  minutes.  A 
right  hemiplegia  was  present  postoperatively,. 
presumably  due  to  left  common  carotid  occlusion. 
The  patient  died  of  an  exsanguinating  hemorrhage 
unrelated  to  the  aortic  anastomoses.  Chamber- 
lain  and  his  associates63  have  used  a pig  aorta  as  a 
shunt  with  satisfactory  functioning  for  two  hours 
and  fifty-five  minutes. 
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Dr.  Charles  H.  Loughran,  Chairman:  The 
perinatal  mortality  for  the  month  of  December 
and  the  case  presentation  will  be  made  by  Dr. 
S.  S.  Sapega. 

Dr.  S.  S.  Sapega:  The  perinatal  mortality  rate 
for  the  month  of  December  was  18.7  per  1,000. 

The  patient  is  a thirty-four-year-old  gravida 
V,  Para  III,  abort  I,  in  the  thirty-first  week  of 
gestation,  admitted  with  the  chief  complaint  of 
vaginal  bleeding  and  intermittent  lower  abdomi- 
nal pain  of  four  and  one-half  hours  duration. 

Antepartum  Course. — The  patient  was  seen  at 
the  clinic  for  the  first  time  during  the  second 
month  of  gestation  for  a total  of  six  visits.  The 
blood  pressure  ranged  from  115  to  130  systolic 
and  78  to  80  diastolic.  The  urine  was  always 
negative  for  albumin.  The  patient  gained  a 
total  of  13  pounds.  The  serology  was  negative, 
the  blood  was  type  0,  Rh  positive,  and  the  hemo- 
globin was  65  per  cent.  Her  course  was  un- 
eventful except  for  occasional  dizziness  and  the 
notation  that  a small  subserous  fibroid  was 
palpated  on  the  right  anterior  lateral  aspect  of 
the  uterine  corpus. 

Present  Illness.- — Two  days  prior  to  admission 
the  patient  noted  the  onset  of  bloody  vaginal 
spotting.  On  this  day  at  her  stated  visit  to  the 
Ante-Partal  Clinic,  this  information  was  noted, 
and  the  patient  was  instructed  to  present  herself 
to  the  hospital  if  the  bleeding  recurred  or  in- 
creased in  frequency.  At  this  time  the  blood 
pressure  was  125/75  mm.  of  Hg  and  the  urine 
was  negative  for  albumin.  The  uterine  fundus 
measured  25  cm.  above  the  symphysis  pubis. 
The  vertex  was  presenting  and  the  fetal  heart 


was  heard  in  the  left  lower  quadrant.  The 
vaginal  spotting  continued,  and  on  the  succeed- 
ing day  she  noted  the  onset  of  irregular,  crampy, 
lower  abdominal  pains.  These  pains  continued 
until  they  gave  rise  to  regularly  recurring  lower 
abdominal  pains  four  and  one-half  hours  prior  to 
admission.  Simultaneously  with  the  onset  of 
the  latter  type  pain  the  patient  noted  the  onset 
of  free-flowing,  moderately  profuse,  vaginal 
bleeding  with  the  passage  of  some  clots.  In 
addition,  she  complained  of  pain  of  a steady 
nature  in  the  right  lower  quadrant.  The  mem- 
branes ruptured  on  admission. 

Questioning  revealed  that  the  patient  did  not 
experience  any  nausea,  vomiting,  chills,  fever, 
dizziness,  or  fainting. 

Obstetric  History. — All  previous  deliveries  were 
spontaneous.  The  largest  infant  weighed  6 'A 
pounds,  and  the  smallest  infant  weighed  3 
pounds  and  15  ounces. 

Physical  Examination.- — The  patient’s  blood 
pressure  was  130/78,  temperature  99,  pulse  100, 
and  respirations  24.  She  was  a well-developed, 
well-nourished,  Negro  female  in  no  acute  distress. 
The  general  examination  was  entirely  negative. 

The  abdomen  was  ovoid  in  shape.  The 
uterine  fundus  measured  27  cm.  above  the  sym- 
physis pubis.  The  fetal  heart  was  in  the  right 
lower  quadrant  at  128  beats  per  minute  and 
irregular.  Small  parts  were  palpated  on  the 
left.  Uterine  contractions  occurred  every  three 
to  five  minutes,  lasted  thirty  seconds,  and  were 
of  moderate  intensity  with  good  relaxation  be- 
tween contractions.  The  presenting  part  and 
position  could  not  be  made  out.  There  was  slight 
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vaginal  bleeding.  Rectal  examination  was  de- 
ferred. There  were  no  edema  or  varicosities  in 
the  extremities. 

Hospital  Course. — During  the  initial  exami- 
nation an  infusion  of  5 per  cent  glucose  in  water 
was  started,  and  1,000  cc.  of  compatible  whole 
blood  was  obtained.  During  the  succeeding  one 
hour  and  forty-five  minutes  labor  continued. 
At  this  time  a vaginal  examination  was  performed 
which  revealed  the  cervix  to  be  95  per  cent 
effaced  and  6 cm.  dilated.  The  membranes 
were  intact,  and  the  presenting  part  was  engaged. 
The  fetal  heart  was  heard  in  the  right  lower  quad- 
rant at  132  beats  per  minute  and  irregular. 
Uterine  contractions  occurred  every  three  minutes 
and  lasted  thirty  seconds.  Within  forty-five 
minutes  the  patient  was  taken  to  the  delivery 
room  with  membranes  bulging.  Under  sterile 
delivery  conditions  the  membranes  were  rup- 
tured, and  within  ten  minutes  the  patient  was 
delivered  of  a 4-pound,  2-ounce,  limp,  anoxic, 
male  infant,  from  a right  sacroanterior  position, 
by  breech  extraction  over  an  intact  perineum 
without  administration  of  obstetric  anesthesia 
or  analgesia.  The  placenta  and  membranes 
were  expressed  complete  and  intact  by  the  modi- 
fied Crede  maneuver.  Routine  third-stage  oxy- 
tocics  were  administered.  Inspection  of  the 
perineum  revealed  no  lacerations.  Examination 
of  the  placenta  revealed  a suggestion  of  evidence 
of  premature  separation  of  the  placenta. 

The  patient’s  postpartum  course  was  com- 
pletely benign,  and  she  was  discharged  on  the 
fifth  postpartum  day. 

Chairman  Loughran:  In  reading  the  previous 
obstetric  history,  were  those  babies  all  alive? 

Dr.  Sapega:  Yes. 

Chairman  Loughran:  In  other  words,  that 

3- pound  baby  lived  as  did  the  3-pound  and  15- 
ounce  baby? 

Dr.  Sapega:  Yes. 

Chairman  Loughran:  We  have  had  the 

obstetric  presentation.  Now  may  we  have  the 
pediatric  presentation  by  Dr.  Pitsadiotes  of  the 
pediatric  department? 

Dr.  Y lassis  Pitsadiotes  : This  is  the  case  of  a 

4- pound,  2-ounce,  male  infant  who  was  delivered 
by  breech.  Breathing  and  crying  were  delayed. 
Heart  sounds  were  muffled.  The  pulse  rate  was 
40  beats  per  minute  initially. 

After  aspiration  of  mucus  from  the  upper 
respiratory  tree,  oxygen  under  positive  pressure 
was  given.  The  infant  showed  no  response  to 


these  measures,  and  artificial  respiration  was 
given  for  one  and  one-half  hours.  Some  ac- 
celeration of  the  heartbeat  became  evident,  but 
the  breath  sounds  were  persistently  shallow. 

At  this  time  5 mg.  of  vitamin  K were  ordered, 
followed  in  one-half  hour  by  0.3  cc.  of  Coramine 
to  stimulate  the  lagging  heartbeat.  No  effect 
on  the  respiratory  effort  was  noticeable,  except 
irregular  substernal  retractions.  Auscultation  of 
the  chest  during  these  episodes  revealed  fine, 
crepitant  rales  in  all  pulmonary  fields.  Further 
examination  revealed  negative  Babinski,  but  foot 
clonus  could  be  obtained.  Episodes  of  general- 
ized convulsions  now  complicated  the  clinical 
picture. 

By  the  end  of  a four-hour  postnatal  period  the 
syndrome  was  one  of  irregular  pulse,  shallow, 
uneven  respirations  with  substernal  retractions 
intermittently,  and  convulsive  seizures. 

Oxygen  was  given  continuously.  Nine  hours 
after  birth  heart  sounds  became  of  better  quality. 
The  respiratory  effort  was  more  thoracic  in  type, 
but  the  fine,  crepitant  rales  noted  earlier  persisted. 
Intramuscular  penicillin  was  ordered.  However, 
these  signs  of  improvement  were  transient.  The 
infant  abruptly  took  a down-hill  course  with 
periods  of  apnea,  bradycardia,  and  finally  cardiac 
arrest  some  ten  hours  after  birth.  In  the  last 
hour  of  fife  0.2  cc.  of  Coramine  was  given. 

Chairman  Loughran:  Thank  you,  Dr. 

Pitsadiotes.  Dr.  Wiederman  will  give  us  the 
pathologic  findings  in  this  case. 

Dr.  Joseph  Wiederman:  The  body  was  that 
of  an  eleven-hour-old,  white  male  infant,  measur- 
ing 45  cm.  and  weighing  1,871  Gm.  Rigor  mortis 
was  not  present.  Postmortem  preservation  was 
fair.  There  was  a cephalohematoma  present. 
Peritoneal,  pleural,  and  pericardial  cavities  were 
normal. 

The  heart  weighed  21  Gm.  and  was  normal. 
The  foramen  ovale  was  open.  The  aorta  and 
other  large  peripheral  arteries  were  normal. 
The  vena  cava  and  other  large  peripheral  veins 
were  normal. 

The  nose,  larynx,  trachea,  and  bronchi  were 
normal.  The  lungs  were  pink  in  color  with  a 
firm  consistency.  Cut  section  revealed  scattered 
small  areas  of  consolidation.  Sections  through 
all  lobes  sank  in  water. 

The  gastrointestinal  viscera  showed  nothing  of 
note.  The  pancreas  weighed  two  Gm.  The 
color  was  grey,  the  consistency  firm,  and  cut 
section  revealed  normal  architecture. 
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The  liver  weighed  75  Gm.  Glisson’s  capsule 
was  deep  red  and  had  a firm  consistency.  Cut 
section  revealed  deep  red  color.  The  portal 
vessels,  hepatic  duct,  gallbladder,  cystic  duct, 
common  duct,  and  ampulla  of  Vater  were  normal. 

The  right  kidney  weighed  13  Gm.,  the  left  12 
Gm.  The  capsules  stripped  with  ease.  The 
subcapsular  cortical  surface  was  lobular.  The 
parenchyma  revealed  normal  architecture.  The 
pelves,  ureters,  bladder,  and  urethra  were 
normal.  The  genitalia  were  normal,  internally 
and  externally. 

The  thymus  weighed  12  Gm.  and  was  normal. 
The  spleen  weighed  5 Gm.  and  was  deep  red. 
The  parenchyma  was  firm,  and  cut  section  was 
deep  red. 

The  pituitary  was  normal.  The  thyroid 
weighed  1 Gm.  and  was  normal.  The  adrenals’ 
total  weight  was  7 Gm.  The  cortex  and  medulla 
were  markedly  congested. 

In  the  central  nervous  system  the  meninges 
were  congested.  The  brain  weighed  250  Gm. 
and  was  very  soft. 

This  is  a section  through  the  lungs  (slide). 
The  alveoli  are  filled  with  exudate  and  squamous 
and  polymorphonuclear  cells.  The  diagnosis  on 
the  basis  of  these  sections  of  the  lungs  was  aspi- 
ration pneumonia. 

This  is  a section  through  the  liver  (slide), 
which  shows  extramedullary  hematopoiesis. 

These  are  meninges,  cortex,  and  brain  (slide). 
The  meninges  show  congested  vessels  and 
hemorrhagic  suffusion  into  the  meninges. 

The  anatomic  diagnosis  is  (1)  aspiration  pneu- 
monia, (2)  meningeal  congestion  and  hemorrhagic 
suffusion,  (3)  liver,  extramedullary  hematopoiesis, 
and  (4)  prematurity,  45  cm.  long,  1,871  Gm. 

Chairman  Loughran:  Dr.  Polayes,  would 
you  comment  on  the  tissues  as  thrown  on  the 
screen. 

Dr.  S.  H.  Polayes:  This  slide  is  a section 
through  the  brain,  the  purpose  of  which  is  to 
show  you  the  meninges.  This  is  the  brain 
tissue.  These  are  hugely  dilated  vessels  in  the 
meninges  under  the  high  power.  All  these  cells 
you  see  infiltrating  the  arachnoid  space  are 
mostly  red  cells.  There  are  a few  leukocytes 
too.  This  is  what  gave  the  gross  appearance  of 
what  we  call  a hemorrhagic  suffusion,  a wide- 
spread thin  layer  of  bloody  fluid  over  the  surface 
of  the  brain. 

Now  you  are  looking  at  a lung  slide  and  you 
will  notice  that  the  alveolar  spaces,  instead  of 


being  filled  with  air,  are  filled  with  cellular  ele- 
ments. If  you  put  on  the  high  power  (slide), 
you  will  find  that  many  of  the  cellular  elements 
are  desquamated  epithelial  cells  which  you 
recognize  as  coming  from  the  amniotic  content. 
There  are  also  leukocytes,  including  polynuclear 
cells,  indicative  of  an  inflammatory  process. 
Some  of  these  cells  infiltrate  not  only  the  lumina 
or  the  spaces  of  the  alveoli  but  also  the  interstitial 
tissue,  the  intra-alveolar  septa,  and  the  peri- 
bronchial connective  tissue.  This  in  fact  is 
pneumonia.  In  addition  to  the  aspired  amniotic 
content,  you  have  exudate,  so  that  oxygenation 
through  this  lung  is  probably  at  a minimum. 

This  is  a section  of  the  liver  (slide),  the  main 
purpose  of  which  is  to  show  you  the  excessive 
hematopoiesis  that  is  going  on.  Occasionally  a 
lesion  like  this,  if  you  can  call  it  a lesion  in  a 
premature  baby,  is  found.  It  is  not  so  uncom- 
mon, and  the  more  premature  the  baby,  the  more 
hematopoiesis  there  is.  These  are  islets  of 
hematopoiesis  and  very  difficult  at  times  to 
differentiate  from  the  hematopoiesis  associated 
with  erythroblastosis  fetalis,  in  other  words, 
hemolytic  disease  of  isoimmunization. 

You  wall  make  out  the  liver  cells  (slide)  as  the 
paler,  larger  cells.  Notice  how  the  hemato- 
poietic foci  have  forced  these  liver  cells  almost 
to  oblivion.  You  can  hardly  recognize  them  as 
the  main  organ.  Here  all  of  these  darker  cells 
are  the  hematopoietic  foci.  These  foci  contain 
very  immature  red  cells,  from  the  proerythro- 
blast phase  to  erythroblasts  to  normoblasts. 
The  main  difference  between  hematopoietic 
foci  of  prematurity  and  the  hematopoietic  foci 
of  erythroblastosis  is  that  in  the  latter  the  red 
cell  series  do  not  mature,  and  so  they  remain  in 
the  arrested  stage  of  proerythroblasts  and  look 
almost  like  a leukemia  blast  cell.  Most  of  these 
are  the  normoblast  variety.  They  have  almost 
reached  maturation.  This  is  a very  helpful 
guide  in  differentiating  the  hematopoiesis  of  the 
liver  of  prematurity  from  that  of  erythroblastosis 
fetalis.  However,  I must  admit  that  in  this 
liver,  if  I knew  nothing  about  the  history  of  the 
case,  I wrould  adhere  to  erythroblastosis  until  it 
proved  otherwise.  In  other  words,  disprove 
erythroblastosis  by  immunologic  data  and 
history,  because  it  isn’t  always  that  simple.  I 
don’t  want  you  to  get  the  impression  that  it  is  as 
simple  as  all  that,  because  I do  have  my  difficul- 
ties. But  with  this  history  and  with  the  larger 
number  of  mature  red  cells,  normoblasts,  I 
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would  conclude  that  this  is  an  excessive  degree  of 
hematopoiesis.  Now  we  have  a good  reason  for 
it,  that  there  must  have  been  a considerable 
amount  of  anoxia.  One  of  the  things  that  causes 
a greater  demand  for  hematopoiesis  is  anoxia. 
This  hematopoiesis  I woultl  then  consider  an 
expression  of  the  anoxic  state. 

Chairman  Loughran:  Would  you  comment, 
Dr.  Polayes,  on  the  hemorrhagic  condition  of  the 
covering  of  the  brain  from  the  point  of  view  of 
anoxia? 

Dr.  Polayes:  The  thin  layer  of  hemorrhage  is 
supposed  to  be  due  to  anoxia.  I think  Potter  is 
largely  responsible  for  that.  In  a large  proportion 
of  cases  the  amount  of  pressure,  actual  physical 
phenomena  involved  in  the  congestion  of  vessels 
in  the  brain  as  the  head  finds  difficulty  in  getting 
out  of  the  outlet,  is  sufficient  to  cause  a seepage 
of  blood.  We  get  that  in  chronic  passive  con- 
gestion. Why  can’t  we  get  it  in  a congestive 
condition  such  as  is  produced  by  a difficult 
labor  during  which  time  the  head  may  be  suf- 
ficiently compressed  to  cause  congestion  of  the 
vessels  which  you  saw  in  the  meninges. 

Chairman  Loughran:  Would  this  apply  so 
much  if  this  were  a breech? 

Dr.  Polayes:  I would  say  in  a breech  it 
would  be  more  so. 

Chairman  Loughran:  Thank  you  very  much, 
Dr.  Polayes.  Dr.  Gold,  will  you  please  discuss 
the  obstetric  aspects  of  this  case? 

Dr.  Edwin  M.  Gold:  Before  I embark  upon 
the  obstetric  discussion  relative  to  this  perinatal 
mortality,  I would  like  to  call  your  attention  to 
the  statement  made  earlier  by  Dr.  Sapega  that 
the  perinatal  mortality  rate  for  this  hospital  for 
the  month  of  December,  1956,  was  18.7  per  1,000. 

As  we  have  viewed  and  reviewed  the  perinatal 
mortality  for  Cumberland  Hospital  for  the  past 
five  years,  it  has  consistently  had  the  lowest 
perinatal  mortality  rate  of  any  of  the  municipal 
hospitals.  The  citywide  perinatal  mortality 
rate  now  is  28.9  for  all  hospitals,  and  44.4  for 
the  municipal  hospitals.  The  perinatal  mor- 
tality rate  for  1956  for  Cumberland  Hospital  is 
37.6.  So  we  shape  up  in  a most  salutary  fashion 
as  far  as  the  city  perinatal  mortality  rate  is  con- 
cerned. 

Perhaps  one  of  the  reasons  that  we  have  con- 
sistently had  such  a low  perinatal  mortality  rate 
is  the  fact  that  we  are  quite  critical  of  our  own 
efforts.  The  selection  of  this  particular  case 


was  to  exemplify  some  of  our  own  critical  mani- 
festations. First  of  all,  this  was  a patient  who, 
while  she  came  under  antepartum  care  early,  in 
the  second  month  of  gestation,  gave  a history  of 
bleeding  at  the  second  month  of  gestation. 
Then  in  the  thirty-first  week  of  gestation,  despite 
adequate  prenatal  care,  she  manifested  what  we 
would  construe  to  be  late  antepartum  bleeding. 
She  showed  herself  in  the  clinic  with  this  com- 
plaint but  was  told  to  go  home,  and  as  far  as  the 
record  is  concerned,  no  examination  was  done  at 
the  time.  She  was  merely  instructed  to  present 
herself  to  the  hospital  if  the  bleeding  recurred  or 
increased  in  frequency.  Then  within  forty-eight 
hours  she  was  admitted  in  early  labor  with  more 
progressive  bleeding.  The  diagnosis  of  breech 
presentation  was  not  made  during  the  six  and  one- 
half  hours  of  first  stage  of  labor.  The  membranes 
which  previously  had  been  considered  to  be 
ruptured  were  found  intact.  They  were  ruptured 
and  a breech  extraction  was  performed  without 
episiotomy,  anesthesia,  or  consultation  with  a 
member  of  the  attending  staff.  Under  these 
conditions  I presume  an  element  of  trauma  as- 
sociated with  the  deliverjr.  In  breech  presenta- 
tions per  se  we  know  that  there  is  at  least  a 
four-time  greater  perinatal  mortality,  than  in 
other  types  of  presentation,  irrespective  of  the 
weight  group.  Here  in  addition,  we  had  an 
infant  that  weighed  approximately  1,871  Gm. 
The  highest  perinatal  mortality  in  breech  pre- 
sentation occurs  in  the  premature.  If  we  use  the 
Apgar  criteria  of  scoring,  this  infant  obviously 
had  a score  of  zero.  It  had  no  reflexia,  the  mus- 
cular tone  was  completely  absent,  the  heart  rate 
was  bradycardiac  (40  per  minute),  and  there 
was  no  evidence  of  respiration.  In  attempting  to 
reconstruct  the  epidemiology  of  this  perinatal 
loss,  we  have  a multiparous  patient  who  had  at 
least  one  premature  and  one  known  abortion  in 
the  past  and  who  had  antepartum  bleeding,  both 
early  and  late.  At  the  first  sign  of  late  ante- 
partum bleeding  nothing  apparently  was  done 
about  it  in  the  clinic,  and  when  she  was  finally 
admitted  she  was  delivered  with  none  of  the 
safeguards  to  insure  a better  outcome  for  an 
infant  of  this  weight  group  at  this  gestational 
age.  The  diagnosis  of  breech  presentation 
should  have  been  made  earlier,  the  labor  and 
delivery  performed  under  conduction  anesthesia, 
and  the  delivery  accomplished  by  awaiting 
spontaneous  delivery  over  episiotomy  and  under 
supervision  of  a member  of  the  attending  staff. 
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Chairman  Loughran:  The  pediatric  aspect 
will  be  presented  by  Dr.  Monfort,  Director  of 
Pediatrics. 

Dr.  John  A.  Monfort:  This  seems  to  re- 
capitulate many  of  the  former  approaches  to  the 
cases  that  we  have  had  heretofore.  I jotted 
down  this  morning  a few  of  the  evaluations  of  a 
critical  nature  in  this  case.  Some  were  obviously 
anoxic,  although  there  was  no  anesthesia  or 
analgesia,  and  breathing  and  crying  were  very 
much  delayed.  The  pulse  rate  was  40  per 
minute. 

In  clinical  evaluation  of  this  case  fetal  sur- 
vival is  jeopardized  by  the  increased  trauma  and 
anoxia  incurred  by  breech  presentation.  It  is 
noted  that  the  infant’s  pulse  rate  is  40  per  minute 
when  normally  it  would  be  115  beats  per  minute 
or  more.  No  evaluation  of  the  number  of 
respirations  per  minute  were  noted.  This  sign 
is  quite  significant  and  of  great  value,  for  among 
infants  respiratory  rates  are  of  prognostic  sig- 
nificance, particularly  in  prematures.  Abnormal 
increase  of  respirations  have  shown  the  greatest 
degree  of  respiratory  insufficiency  and  have  the 
lowest  tidal  volumes.  This  was  written  up  by 
Miller  in  the  Journal  of  Pediatrics  this  month. 
This  sign  is  often  a grave  one.  The  attempt  at 
resuscitation,  although  adequate  in  a sense, 
proved  to  be  futile,  and  there  is  a possibility  that 
a large  amount  of  amniotic  fluid  containing 
meconium  and  other  substances  may  have  been 
inspired.  These  often  produce  insuperable  ob- 
stacles to  the  expansion  of  alveoli  caused  by 
asphyxia. 

Early  recognition  of  this  possibility  and  aspira- 
tion under  direct  vision  would  have  been  ex- 
tremely valuable.  The  convulsion  was  probably 
caused  by  intracranial  injury.  This  is  quite 
common  in  prematures  and  may  be  either  trau- 
matic or  asphyxial.  In  our  case  it  may  have 
been  both.  There  was  a cephalohematoma  and 
some  degree  of  over-riding  of  the  sutures  present. 
The  premature  survey  taken  at  the  Sarah 
Morris  Hospital  showed  that  in  342  autopsies 
intracranial  hemorrhage  occurred  in  154,  which 
is  45  per  cent.  This  is  the  latest  figure  from  a 
premature  center.  These  injuries  are  mostly 
intraventricular  and  subarachnoid  hemorrhages. 

I notice  in  the  protocol  that  this  child  had 
profound  retraction.  The  retraction  was  pro- 
duced by  tremendous  excursion  of  the  upper 
chest  attempting  to  compensate  for  loss  of 
diaphragmatic  activity.  This  type  of  breathing 


is  of  grave  prognosis.  Coramine  was  used  in 
this  case.  This  drug  apparently  acts  on  the 
carotid  body  of  the  chemoreceptor  system.  The 
range  of  its  activity  is  unfortunately  very  narrow, 
and  large  doses  tend  to  be  convulsant  in  action, 
but  according  to  Clement  Smith  it  offers  some 
possibility  of  inducing  some  gasps  in  the  newborn. 

Penicillin  was  also  used  prophylactically. 
None  of  the  currently  available  antimicrobial 
agents  provide  good  prophylaxis  against  the 
usual  organisms  found  in  pulmonary  infections 
in  these  prematures.  They  are  of  little  value 
against  staphylococci  and  may  even  enhance 
their  growth  as  well  as  that  of  other  pathogens, 
such  as  pseudomonas,  aerobacter,  and  monilia. 
In  order  to  preyent  the  growth  of  fungi,  we 
should  make  use  of  the  new  antifungal  agents. 

Vitamin  K was  used  because  of  possible  intra- 
cranial injury.  Most  authorities  advocate  the 
administration  of  vitamin  K to  premature  in- 
fants because  of  their  greater  hemorrhagic 
tendency.  However,  vitamin  K can  be  toxic 
and  dangerous  when  used  in  overdosages.  In 
this  particular  instance  0.5  mg.  was  used. 

Dr.  Dunham  has  said  that  since  vitamin  K 
does  no  harm  and  does  do  good,  it  is  best  to  give 
it  to  all  premature  infants  immediately  after 
birth  whether  or  not  the  mothers  have  received  it. 

In  conclusion,  the  methods  used  by  the  pedi- 
atric department  seemed  fairly  adequate,  and  if 
the  child  had  survived  he  may  have  been  a 
candidate  for  some  neurologic  sequel. 

Chairman  Loughran:  Have  you  anything 
further  to  state,  Dr.  Polayes? 

Dr.  Polayes:  No. 

Chairman  Loughran:  Dr.  Greene,  have  you 
any  comment  to  make  on  this  from  the  anes- 
thesiologist’s point  of  view? 

Dr.  Barnett  A.  Greene:  Presumably,  be- 
cause the  mother  did  not  receive  any  anesthesia, 
there  should  be  very  little  for  an  anesthesiologist 
to  discuss.  On  the  contrary,  this  omission  de- 
serves comment.  The  absence  of  anesthesia 
is  followed  by  a higher  incidence  of  perinatal  loss 
or  damage,  particularly  in  prematures,  than  with 
the  use  of  anesthesia.  I must  be  more  specific, 
however.  Obstetric  anesthesia,  if  required  for 
ten  minutes  or  more,  especially  in  the  presence 
of  a premature  fetus,  should  not  include  drugs 
administered  systemically  to  the  mother,  such  as 
hypnotics,  narcotics,  and  inhalation  anesthetics. 
The  anesthetics  that  give  an  infant  a better 
chance  of  being  born  alive  and  staying  alive 
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normally  are  the  conduction  anesthetics,  that  is, 
pudendal,  caudal,  lumbar  epidural,  and  low 
spinal  (saddle)  blocks.  Several  studies,  in 
particular  those  pf  Halperin  and  Levine,  indicate 
that  neonatal  risks  are  smallest  under  conduction 
anesthesia,  greatest  with  no  or  local  anesthesia, 
and  intermediate  with  general  anesthesia. 

An  important  advantage  of  conduction  anes- 
thesia is  the  profound  relaxation  of  the  pelvic 
musculature  which  permits  the  fetus  to  avoid  or 
minimize  cerebral  trauma  during  the  second  stage 
of  labor.  A tight  perineal  floor  is  a rigid  counter 
against  which  the  fetal  head,  especially  that  of 
a premature  baby,  can  damage  itself.  In  this 
case,  where  there  was  no  second  stage,  good 
anesthesia  still  is  valuable  because  it  permits  the 
obstetrician  to  perform  an  expeditious  and 
relatively  atraumatic  type  of  delivery. 

The  next  point  to  consider  is  the  aspiration  of 
amniotic  contents.  Amniotic  contents  are  nor- 
mally present  in  the  tracheobronchial  tree  and  not 
in  the  alveoli.  It  is  my  opinion  that  the  first 
extrauterine  respiration  is  a passive  expansion  of 
the  chest  at  the  moment  of  release  of  the  com- 
pressed thorax  from  a zone  of  high  pressure  within 
the  uterine  canal  into  the  relatively  low  pres- 
sure zone  in  the  vagina  and  the  external  atmos- 
phere. Since  this  child’s  active  respiration  was 
absent  for  the  first  ninety  minutes,  during  which 
cleansing  of  the  upper  respiratory  tract  was 
performed  frequently,  one  may  assume  that 
aspiration  of  a significant  amount  or  nature 
could  not  have  happened  after  the  onset  of 
spontaneous  respiration.  The  only  alternative 
explanation  of  the  presence  of  excessive  amniotic 
contents  in  the  alveoli,  therefore,  is  that  the  child 
aspirated  either  within  the  uterus,  as  a result  of 
asphyxial  conditions,  or  at  the  time  of  birth,  as  a 
result  of  passive  expansion  of  the  chest. 

I am  particularly  interested  in  the  maternal 
blood  pressure  just  prior  to  delivery.  Although 
the  mother  was  not  in  obvious  shock,  the  blood 
pressure  determinations  should  have  been  fre- 
quent. When  the  systolic  blood  pressure  is 
below  80  mm.  Hg,  the  maternal  blood  supply 
through  the  placenta  is  seriously  reduced,  espe- 
cially during  uterine  contraction.  If  the  systolic 
blood  pressure  was  below  80  mm.  Hg  at  any  time, 
it  should  have  been  detected  and  elevated  by 
vasopressor  and/or  blood  volume  expansion. 

In  a hemorrhagic  state  even  the  presence  of  a 
normal  blood  pressure  does  not  permit  the  as- 


sumption that  the  blood  supply  to  vital  visceral 
organs  is  adequate.  Peripheral  systemic  vaso- 
constriction can  maintain  blood  pressure  within  a 
normal  range  while  the  kidneys  and  liver  are 
insufficiently  perfused.  In  our  case  it  is  possible 
that  despite  a normal  brachial  arterial  blood 
pressure,  uterine  arterial  vasoconstriction  caused 
intrauterine  fetal  hypoxia. 

It  is  remarkable  that  this  baby  was  supported 
for  ninety  minutes  by  the  application  of  positive 
pressure  without  an  endotracheal  tube.  Any 
infant  requiring  resuscitation  for  more  than  a 
few  minutes,  especially  one  so  limp  as  to  rate  the 
designation  of  zero  on  the  Apgar  scale  of  rating 
neonatal  status,  is  very  likely  to  have  respira- 
tory obstruction  as  a result  of  relaxation  of 
musculature  in  the  upper  airway.  An  endo- 
tracheal tube  is  a sine  qua  non  in  any  case  re- 
quiring resuscitation  for  longer  than  a few 
minutes,  and  certainly  in  any  baby  who  is 
completely  limp,  areflexic,  and  with  a heart  rate 
below  60.  When  the  infant  began  to  show 
respiratory  effort  with  substernal  retraction,  an 
important  sign  of  labored  respiration,  an  endo- 
tracheal tube  should  have  been  passed  at  this 
time. 

Endotracheal  intubation  is  again  indicated  for 
the  treatment  of  repeated  convulsions.  A con- 
vulsion causes  disorganized,  asynchronous  re- 
spiratory activity,  resulting  in  asphyxia.  Very 
frequently  there  also  is  obstruction  at  the  level 
of  the  upper  respiratory  tract.  A convulsing 
patient  is  a candidate  for  airway  maintenance. 

Finally,  a comment  about  nikethamide  is 
necessary.  It  is  of  no  value  in  neonatal  resusci- 
tation unless  the  newborn  is  depressed  by  a drug. 
In  other  phases  of  anesthesiology,  I have  had 
extensive  experience  with  nikethamide.  Most 
anesthesiologists  have  agreed  that  hypoxia  from 
causes  other  than  depressant  drugs  is  made  worse 
by  Coramine.  When  a patient  is  depressed  by 
morphine,  meperidine,  barbiturate,  or  an  in- 
halation anesthetic,  nikethamide  frequently  pro- 
duces a response.  This  response  occurs  only 
when  the  patient  is  not  critically  ill  and  is  bound 
to  recover  without  it.  We  have  resuscitated 
scores  of  adults  with  barbiturate  or  morphine 
poisoning  without  the  use  of  any  stimulants. 
They  are  totally  unnecessary  and  can  be  harmful 
in  babies  who  are  hypoxic  from  premature 
separation  of  the  placenta.  Stimulants  like 
nikethamide  are  convulsants,  particularly  in  a 
convulsing  patient,  and  even  as  a measure  of  last 
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resort,  nikethamide  or  any  other  stimulant  is 
forbidden.  Fortunately,  because  of  the  small 
doses  used  and  the  intramuscular  administration 
in  a baby  in  shock,  the  nikethamide  did  not  reach 
the  infant’s  central  nervous  system  in  a concen- 
tration sufficient  to  hasten  death. 

Chairman  Loughran:  Today’s  presentation 
is  open  for  general  discussion.  Does  anybody 
wish  to  discuss  any  of  these  four  aspects,  the 
obstetric,  the  pediatric,  the  pathologic,  or  the 
anesthesiology  aspect? 

Dr.  Leslie  H.  Tisdall:  As  you  know  the 
purpose  of  a perinatal  mortality  conference  is  to 
save  babies.  It  has  been  said  that  the  obstet- 
ric mortality  is  approaching  zero,  which  I think 
most  of  us  will  agree  is  not  true,  but  nevertheless, 
the  emphasis  of  all  those  who  are  interested  in 
maternal  welfare  is  on  perinatal  mortality.  The 
purpose  of  these  conferences  is  to  see  if  we  can 
learn  something  and  possibly  prevent  such  a 
tragedy  from  happening  as  probably  happened 
here. 

Now  I don’t  mean  to  be  unnecessarily  critical. 
It  is  possible  that  all  the  things  that  were  done  I 
might  have  done  myself,  but  nevertheless,  they 
must  be  reviewed.  I will  try  to  enumerate  one 
or  two.  One,  the  patient  in  her  last  trimester  of 
pregnancy  who  bleeds  should  be  hospitalized. 
This  is  a sine  qua  non  of  obstetrics.  This  patient 
in  the  eighth  month  of  pregnancy,  bleeding, 
reports  to  the  doctor  and  is  sent  home.  She 
should  be  hospitalized  for  evaluation  and  prob- 
ably for  definite  diagnosis. 

Second,  when  this  patient  was  admitted,  un- 
questionably the  diagnosis  was  entertained  of 
premature  separation  of  the  placenta.  She  was 
in  labor  one  hour  and  forty-five  minutes  before 
anything  much  was  done  except  an  intravenous 
infusion,  and  at  the  time  of  vaginal  examination 
it  was  found  that  the  cervix  was  intact  and  the 
membranes  were  intact. 

In  the  treatment  of  abruptio  placentae  today 
the  first  thing  that  should  be  done  is  to  rupture 
the  membranes.  As  soon  as  the  diagnosis  is 
made  the  membranes  should  be  ruptured  and 
that  is  for  two  reasons:  one,  to  facilitate  labor, 
which  is  important  in  the  treatment  of  abruptio 
placentae,  and  two,  to  prevent  the  possible 
development  of  afibrinogenemia,  which  is  of 
course  a prime  complication  of  this  condition, 
which  comes  from  excessive  amounts  of  thrombo- 
plastin getting  into  the  maternal  circulation. 
So  we  feel  that  the  membranes  should  be  ruptured 


immediately.  Then  further  definitive  treatment 
should  be  utilized. 

This  case  was  premature  too,  which  complicated 
matters  a little,  and  I definitely  would  like  to  go 
on  record  as  very  definitely  approving  Dr. 
Greene’s  statement  that  analgesics  and  drug 
therapy  in  prematures  have  no  place  whatsoever. 
It  may  be  open  to  question,  but  I feel  the  anes- 
thesia of  choice  in  prematures  is  lumbar  peridural, 
of  which  we  have  had  some  twelve  to  fifteen  years’ 
experience.  We  think  it  is  the  ideal  anesthesia 
in  the  management  of  a premature  in  labor. 
This  patient  had  ample  time  to  be  placed  on  the 
table,  ample  time  to  have  at  least  a pudendal 
block,  which  would  have  been  of  some  facilitation, 
and  at  least  an  eposiotomy  should  have  been  done, 
which  would  have  prevented  what  Dr.  Greene  so 
aptly  presented,  constriction  from  the  maternal 
soft  parts.  When  there  is  relaxation  of  these 
there  is  no  question  there  is  less  trauma  to  the 
baby. 

Here  is  a premature  breech,  with  obviously 
short  labor.  I don’t  know  whether  this  was 
done  by  breech  extraction,  although  the  protocol 
says  so.  Of  course,  breech  extraction  is  abso- 
lutely contraindicated  in  such  a case.  Had  the 
doctor  folded  his  arms  up  away  from  the  patient, 
he  would  have  delivered  her  in  slightly  less  time 
than  he  did. 

Immediately  after  the  baby  was  born,  and 
again  as  Dr.  Greene  suggested,  if  the  baby  does  not 
respond  to  resuscitation  in  a few  minutes  (by 
“resuscitation”  we  mean  first  aspiration  by 
direct  vision),  then  endotracheal  catheter  is 
inserted.  That  is  now  recognized  by  all  compe- 
tent obstetricians  as  part  of  their  obstetric 
training.  The  endotracheal  catheter  in  these 
cases  is  of  prime  importance. 

Another  thing  about  which  I wonder  from  my 
own  experience  (I  am  quoting  from  my  own 
experience  at  St.  Catherine’s)  is  the  use  of  Ale- 
vaire,  which  we  have  been  using,  whether  it  is 
any  good  or  not.  I would  like  the  pediatricians 
to  talk  about  that. 

May  I state  that  I feel  that  the  doctor  who 
uses  Coramine  is  heading  for  disaster. 

Chairman  Loughran:  Do  any  other  obste- 
tricians wish  to  discuss  the  obstetric  aspects? 

Dr.  Ben  Bogen:  Just  a brief  statistical  state- 
ment. Dr.  Hall  recently  presented  an  analysis 
of  1,000  cases  of  breeches  garnered  biostatisti- 
cally  from  five  or  six  institutions  over  the  country, 
including  Cumberland  Hospital.  Of  the  breeches 
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analyzed  in  this  survey,  23.8  per  cent  were 
premature  compared  to  12.7  per  cent  of  all  de- 
liveries of  all  the  clinics  involved.  Of  all  the 
fetal  deaths,  75  per  cent  occurred  in  patients 
delivered  by  breech  extraction  or  assisted  breech 
extraction. 

Dr.  Gold:  I wanted  to  direct  a question  at 
Dr.  Polayes.  What  influence  do  you  feel,  Dr. 
Polayes,  the  bleeding,  by  virtue  of  premature 
separation  of  placenta,  had  on  the  production  of 
extramedullary  hematopoiesis  which  you  men- 
tioned? Does  the  antepartum  bleeding  have 
an}r  direct  influence  on  that? 

Dr.  Polayes:  Actually  it  did  very  little.  I 
did  not  realize  at  the  time  the  extent  that  it  was 
involved  in  this  first  episode.  Certainly  it  adds 
to  the  punch  behind  the  anoxia. 

Dr.  Abraham  Gliner  : I was  going  to  ask  how 
much  liaison  can  be  established  between  the  obstet- 
ric resident  and  the  pediatric  resident  on  the  basis 
of  having  the  pediatric  resident  anticipate  a prema- 
ture baby  born  by  breech  and  also  realize  that  the 
mother  had  been  bleeding.  I would  like  it  to  be 
emphasized  from  the  view  of  the  pediatric 
resident  that  he  should  always  be  very  keenly 
aware  of  the  possibility  of  anemia  in  a baby  born 
of  a mother  who  has  been  bleeding.  A baby  may 
be  born  in  shock  and  that  case  might  have  had 
some  bleeding  behind  the  placenta.  Sometimes 
it  may  take  a very  fine  sense  of  clinical  appre- 
ciation to  determine  whether  this  baby  is  in  shock 
as  the  result  of  hypoxia  or  as  the  result  of  anemia. 
A transfusion  given  to  a baby  born  of  a mother 
who  had  extensive  bleeding  may  be  lifesaving. 

Chairman’  Loughran:  Dr.  Brown,  could  you 
answer  Dr.  Gilner’s  question  as  to  whether,  for 
these  patients,  you  have  a pediatrician  in  the 
delivery  room? 

Dr.  William  Brown:  In  any  case  where  we  ex- 
pect any  difficulty  at  all  with  the  baby  we  im- 
mediately call  the  pediatric  resident. 

Dr.  Monfort:  The  question  I direct  to  Dr. 
Polayes  is  probably  of  academic  interest.  I am 
aware  that  this  infant  had  aspiration  pneumonia. 
My  understanding  of  pneumonitis  in  prematures 
and  the  newborn  is  the  classic  pneumonia.  That 
we  know  does  not  happen  until  almost  twenty- 
four  to  forty-eight  hours  after  the  baby  is  born, 
because  the  organisms  don’t  start  to  get  involved 
in  the  upper  airways  until  almost  ten  to  twelve 
hours  after  the  baby  is  born.  A baby  eleven 
hours  old  having  aspiration  pneumonia  must  have 


had  a congenital  pneumonia.  I would  like  to 
have  your  comment  on  it. 

Dr.  Polayes:  Pneumonia  can  appear  in  a few 
hours.  An  inflammatory  process  experimen- 
tally has  been  shown  to  occur  within  a matter  of 
even  less  than  an  hour.  I think  the  question  is  a 
good  one,  however,  since  we  were  thinking  about 
the  matter  of  timing.  There  must  have  been 
some  bacterial  contamination  of  the  amniotic 
fluid.  It  is  very  likely  that  those  organisms 
were  there  even  before  the  baby  was  born. 
Eleven  hours  is  more  than  ample  for  a pneu- 
monitis. 

As  regards  liaison  between  the  obstetric 
service  and  the  pediatric  service,  I think  there 
is  more  liaison  between  obstetrics  and  the  pa- 
thologists in  these  cases.  We  are  at  once  made 
aware  of  the  need  for  blood.  I stand  by  waiting 
for  other  things. 

Dr.  T.  G.  Holzager:  1 think  one  added 
safeguard  either  in  the  premature  or  in  the 
newborn  having  convulsions  is  that  a calcium 
determination  should  be  done  and  calcium  given 
intravenously,  even  before  we  get  the  result. 
I notice  that  neither  of  these  was  done. 

Chairman  Loughran:  Would  you  comment, 
Dr.  Holzager,  on  Dr.  Tisdall’s  question  as  to 
Alevaire  in  these  patients? 

Dr.  Holzager:  We  have  found  Alevaire  only 
moderately  effective,  particularly  in  cases  that 
turn  out  to  be  hyaline  membrane  disease,  or 
where  there  is  atelectasis,  or  where  we  feel  there 
may  be  some  obstruction  in  the  airway.  There 
is  a great  difference  of  opinion  as  to  its  effective- 
ness in  those  cases.  I would  not  be  sure. 

Dr.  Monfort:  Dr.  Dorothy  Anderson  at 
Babies  Hospital  is  getting  a series  of  alternate 
cases  of  controls  on  Alevaire.  While  as  of  today 
there  are  only  about  75  cases  with  controls,  the 
results  are  negligible  and  negative  as  far  as 
improvement  is  concerned. 

Chairman  Loughran:  I would  like  to 

stress  particularly  that  as  the  result  of  this 
interesting  case  several  important  factors  have 
been  brought  out.  The  first  is  consideration  for 
any  prepartum  or  intrapartum  bleeding.  We 
have  discussed  the  possibilities  of  the  effects  of 
such  an  episode.  We  have  stressed  particularly 
the  methods  of  delivery  of  breech,  particularly 
the  ones  that  are  premature.  We  have  had 
the  anesthesiologist  tell  us  the  ideal  situations 
for  anesthesia.  An  obstetrician  has  told  us  the 
ideal  situation  as  far  as  the  baby  is  concerned  in 
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reference  to  the  methods  of  delivery. 

I think  that  with  the  pathologists’  presentation 
and  the  pediatric  interpretation  of  the  situation 
we  will  all  go  away  having  benefited,  and  we  will 


bring  into  our  contacts  the  important  points  that 
are  so  necessary  for  the  successful  delivery  and 
care  of  these  babies. 

277  Park  Place 


ANNOUNCEMENT 
PRIZE  ESSAYS 

The  Lucien  Howe  Prize  and  the  Merit  H.  Cash  Prize  will  be  open  for  competition  at 
the  next  Annual  Convention  of  the  Medical  Society  of  the  State  of  New  York,  May  12  to 
16,  1958,  in  New  York  City. 

The  Lucien  Howe  Prize  of  $100  will  be  presented  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  ophthalmology.  The  author  need  not  be  a member 
of  the  Medical  Society  of  the  State  of  New  York. 

The  Merit  H.  Cash  Prize  of  $100  will  be  given  to  the  author  of  the  best  original  essay 
on  some  medical  or  surgical  subject.  Competition  is  limited  to  the  members  of  the 
Medical  Society  of  the  State  of  New  York  who  at  the  time  of  the  competition  are  resi- 
dents of  New  York  State. 

The  following  conditions  must  be  observed: 

Essays  shall  he  typewritten  or  printed  with  the  name  of  the  prize  for  which  the  essay  is 
submitted,  and  the  only  means  of  identification  of  the  author  shall  be  a motto  or  other  device. 
The  essay  shall  be  accompanied  by  a sealed  envelope  having  on  the  outside  the  same  motto 
or  device  and  containing  the  name  and  address  of  the  writer. 

If  the  committee  considers  that  no  essay  or  contribution  is  worthy  of  a prize,  it  will 
not  be  awarded. 

Any  essay  that  may  win  a prize  automatically  becomes  the  property  of  the  Medical 
Society  of  the  State  of  New  York,  “to  be  published  as  it  may  direct.” 

All  essays  must  be  presented  not  later  than  February  1,  1958,  and  sent  to  the  Chairman 
of  the  Committee  on  Prize  Essays  of  the  Medical  Society  of  the  State  of  New  York, 
386  Fourth  Avenue,  New  York  16,  New  York. 

Andrew  A.  Eggston,  M.D.,  Chairman 
Committee  on  Prize  Essays 
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Discussed  by  elmer  gais,  m.d. 


Case  History 

Dr.  Abraham  Sunshine:  A thirty-one-year- 
old  man  entered  Bellevue  Hospital  on  March  21 
because  of  weakness  of  four  months’  duration. 

Beginning  four  months  prior  to  admission  he 
had  a cough  productive  of  scant  whitish-yellow 
sputum,  marked  weakness,  and  night  sweats. 
During  this  time  he  lost  30  pounds  of  weight. 
Three  to  four  weeks  before  admission  he  noted 
abdominal  distention  with  aches  in  the  back,  mid- 
abdomen, and  over  the  ribs.  His  appetite  was  poor 
and  he  occasionally  vomited  after  meals.  He 
was  a heroin  addict  who  administered  the  drug  to 
himself  intravenously.  The  last  dose  was  taken 
twelve  hours  prior  to  admission. 

The  patient  was  told  of  syphilis  two  years  pre- 
viously and  was  treated  with  seven  injections  of 
penicillin. 

On  admission  to  the  emergency  ward,  physi- 
cal examination  revealed  a chronically  ill,  lethar- 
gic, thin,  markedly  wasted,  young  Negro  man 
lying  quietly  in  bed,  drooling  profusely.  There 
were  firm,  discrete,  slightly  enlarged,  nontender 
submandibular,  anterior  cervical,  and  axillary 
lymph  nodes  bilaterally.  The  ribs  and  sternum 
were  not  tender  to  palpation.  The  lungs  were 
clear  to  percussion  and  auscultation.  The  heart 
was  not  enlarged.  The  rhythm  was  regular.  The 
aortic  sound  was  greater  than  the  pulmonic.  A 
grade  II  systolic  murmur  was  audible  at  apex. 
Examination  of  the  abdomen  revealed  it  to  be 
slightly  distended.  There  was  a sense  of  resist- 
ance especially  in  the  right  upper  quadrant  where 
some  tenderness  was  noted.  A fluid  wave  was  not 
elicited.  The  liver  edge  was  not  palpable,  but 
the  liver  was  precussed  2 to  3 cm.  beneath  the 
costal  edge.  The  spleen  was  palpable  by  one 


examiner  but  not  by  another.  There  was  bi- 
lateral tenderness  at  the  costovertebral  angle. 
There  were  multiple  vein  punctures  on  both  upper 
extremities.  Rectal  examination  was  normal. 
The  remainder  of  the  examination  was  negative. 
The  blood  pressure  was  130/70.  Temperature 
was  99  F.,  pulse  100,  and  respiration  24. 

Urinalysis  revealed  a specific  gravity  of  1.021, 
albumin  30  mg.  per  cent,  a faint  trace  of  bile, 
urobilinogen  positive  1 : 30,  and  no  sugar  or  ace- 
tone. The  microscopic  examination  revealed 
two  to  three  white  blood  cells,  two  to  three  red 
blood  cells,  and  bacteria.  Examination  of  the 
blood  showed  a hemoglobin  of  10  Gm.  per  100 
ml.,  a red-cell  count  of  3,730,000,  a white  cell 
count  of  4,700,  a differential  of  23  band  forms,  66 
segmented  forms,  6 lymphocytes,  3 monocytes, 
and  1 basophil.  The  hematocrit  was  29,  and  the 
erythrocyte  sedimentation  rate  was  61  mm.  per 
hour.  A sickle  cell  preparation  was  negative. 
The  plasma  creatinine  was  1.2  mg.  per  cent. 
Total  serum  protein  was  5.7  Cm.,  of  which  3.3 
Gm.  was  albumin  and  2.4  Gm.  globulin.  The 
total  cholesterol  was  158  mg.  per  cent  and  the 
esters  80  mg.  per  cent.  The  icteric  index  was  3, 
and  the  cephalin  flocculation  test  was  2 plus. 
Alkaline  phosphatase  was  25  Bodansky  units. 
The  serum  calcium  was  8.6  mg.  per  cent,  phos- 
phorous 2.9  mg.  per  cent,  and  acid  phosphatase  2.2 
units.  Prothrombin  time  was  eighteen  seconds 
with  a control  of  fourteen  seconds.  Mazzini  was  4 
plus,  Wassermann  negative,  and  quantitative 
VDRL  test  positive  1 to  2.  The  stool  guaiac  was 
negative.  Sputum  smears  were  negative  for  acid- 
fast  bacilli,  and  sputum  cultures  grew  out  Aero- 
bacter  aerogenes,  Streptococcus  viridans,  and 
Staphylococcus  aureus  coagulase  negative.  X- 
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ray  of  the  chest,  including  fluoroscopy,  was 
normal. 

On  the  evening  of  the  second  hospital  day  the 
patient’s  temperature  spiked  to  101  F.,  and 
thereafter  he  continued  to  be  febrile  with  tem- 
perature ranging  between  99  F.  and  102  F. 
There  were  no  drug  withdrawal  symptoms  beyond 
drooling. 

On  the  twelfth  hospital  day  he  complained  of 
intense,  knife-like  pain  over  the  epigastrium  and 
right  upper  quadrant  almost  immediately  after 
eating  ice  cream  and  tea.  Examination  re- 
vealed spasm  and  tenderness  over  the  epigastric 
and  right  upper  quadrant  areas  and  tenderness 
in  the  right  flank.  No  abdominal  masses  were 
palpated.  The  spiking  temperatures  continued. 
Bone  marrow  examination  on  the  fourteenth  day 
revealed  a normocellular  smear  with  a normal 
myeloid  erythroid  ratio.  White  cell  count  ranged 
between  5,100  to  7,800  cells  per  cm.  with  a dif- 
ferential similar  to  the  admission  count.  A few 
target  cells  were  reported  on  two  occasions. 

Oral  cholecystography  failed  to  visualize  a gall- 
bladder. No  opaque  calculi  were  seen.  Barium 
colon  enema  and  upper  gastrointestinal  x-ray 
series  were  normal.  X-ray  of  long  bones,  hands, 
skull,  and  pelvis  were  normal.  First  strength 
tuberculin  test  was  negative,  second  strength 
positive.  Repeat  liver  function  studies  showed 
no  change  from  the  original  pattern.  Blood  cul- 
tures revealed  no  growth.  Repeated  urine  ex- 
aminations never  showed  more  than  2 to  3 white 
blood  cells  per  high  power  field  with  few  coarse 
casts. 

On  the  sixteenth  hospital  day  one  million  units 
of  penicillin  were  given  daily  with  no  response 
after  ten  days.  On  the  twentieth  hospital  day  a 
liver  biopsy  was  performed  which  yielded  insuffi- 
cient tissue  for  diagnosis. 

The  patient’s  febrile  course  and  abdominal 
finding  of  tenderness  persisted,  and  on  the 
twenty-seventh  hospital  day  a limited  exploratory 
laparotomy  and  open  liver  biopsy  were  performed 
under  local  anesthesia. 

Discussion 

Dr.  Elmer  Gais:  When  a narcotic  addict 
who  administers  the  drug  intravenously  to  him- 
self presents  a febrile  picture,  there  are  three 
conditions  which  should  be  investigated.  These 
are  malaria,  subacute  bacterial  endocarditis,  and 
infectious  hepatitis.  Other  infectious  sequellae 
have  been  described,  but  the  above  three  are  the 


most  frequent  in  our  institution.  The  diagnosis 
of  malaria  is  always  entertained  until  proved 
otherwise.  I think  that  we  can  assume  safely 
that  its  possibility  was  excluded  by  the  staff, 
since  there  is  no  mention  of  any  findings  suggesting 
malaria.  The  only  findings  that  suggest  subacute 
bacterial  endocarditis  are  the  presence  of  a sys- 
tolic murmur  at  the  apex  and  the  possibility  of 
splenomegaly.  The  systolic  murmur  may  be 
hemic  in  origin,  of  course,  but  it  is  definitely 
stated  in  the  protocol  that  the  blood  cultures 
were  repeatedly  negative,  presumably  before  the 
administration  of  penicillin.  There  are  no  other 
clinical  features  of  subacute  bacterial  endocarditis 
described  in  the  protocol. 

This  leaves  us  with  the  problem  of  hepatitis. 
Apparently  the  attention  of  the  examiners  was 
mainly  directed  toward  involvement  of  the  liver, 
since  logically  the  story  of  loss  of  appetite,  vomit- 
ing, abdominal  distress,  fever,  loss  of  weight  for 
four  months,  and  the  laboratory  findings  which 
we  will  analyze  later,  certainly  suggest  hepatic 
disease.  The  only  thing  that  is  startling  by  its 
absence  is  a history  or  finding  of  jaundice,  except 
for  a faint  trace  of  bile  in  the  urine  in  one  report. 
Now  it  is  well  known  that  cases  of  acute  viral 
hepatitis  do  occur  without  jaundice,  and  it  is 
possible  that  such  cases  might  go  into  a subacute 
or  chronic  stage  still  without  any  evidence  of  dis- 
turbance of  bile  pigment  metabolism.  Therefore, 
it  would  seem  worthwhile  to  interject  a discus- 
sion of  the  various  types  of  chronic  disease  de- 
veloping into  either  the  syndrome  of  primary  or 
secondary  biliary  cirrhosis. 

The  classification  of  these  illnesses  is,  at  pres- 
ent, in  its  developmental  stage.  Their  study 
has  been  rendered  possible  by  the  increased  use 
of  liver  biopsy  technics. 

Primary  biliary  cirrhosis  has  been  classified, 
particularly  by  the  group  at  the  Rockefeller 
Institute,  as  a chronic  disease  of  women,  mani- 
festing particularly  a persistent  icterus  and 
eventuating  in  hyperlipemia  with  skin  xantho- 
mata and  without  a preceding  history  of  hepatitis, 
infection,  chemical  exposure,  or  obstructive 
jaundice.  This  is  similar  to  the  picture  described 
by  Tannhauser  as  xanthomatous  biliary  cirrhosis, 
believed  by  him  to  have  been  caused  by  xantho- 
mata in  the  biliary  tree.  It  is  now  fairly'-  well 
accepted  that  the  xanthomata  are  secondary 
phenomena,  occurring  when  the  lipemia  has 
reached  a level  of  about  1,800  mg.  per  cent.  The 
same  group  recently  described  another  type  pre- 
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dominant  in  women  but  with  a few  male  cases, 
differing  from  the  preceding  in  that  hypergamma- 
globulinemia, arthralgia,  arthritis,  serous  cavity 
effusions,  amenorrhea  with  peculiar  estrogen  re- 
sponse, and  increased  jaundice  are  present.  Peri- 
portal infiltrates  with  plasma  cells  may  be  a 
significant  anatomic  finding.  The  fibrosis  is  de- 
scribed as  of  the  postnecrotic  type.  It  is  of  con- 
siderable interest  that  one  of  these  patients  had 
shown  lupus  erythematosus  cells,  so  that,  al- 
though cirrhosis  is  rare  in  disseminated  lupus,  it 
has  been  suggested  that  these  cases  may  fall  into 
the  group  of  the  so-called  collagenoses.  Cases  in 
women  of  the  above  nature  have  been  described 
in  which  the  predominant  symptoms  of  insidious 
jaundice,  pruritus,  and  acholic  stools  have  been 
lacking,  at  least  in  the  early  phases.  However,  I 
believe  we  may  eliminate  primary  biliary  cirrho- 
sis from  consideration  in  our  case. 

Two  other  syndromes  may  be  mentioned  only 
to  be  dismissed.  These  are  Gilbert’s  congenital 
nonhemolytic  jaundice  and  the  Dubin-Sprintz 
syndrome.  There  is  a predominance  of  jaundice, 
albeit  somewhat  mild,  in  certain  instances,  and 
in  most  of  these  cases  there  is  absence  of  definite 
functional  hepatic  impairment.  The  Dubin- 
Sprintz  syndrome  of  hyperbilirubinemia  and 
icterus  is  associated  with  nonvisualization  of  the 
gallbladder  and  definite  impairment  of  bilirubin 
excretion  from  the  liver.  It  is  characterized 
pathologically  by  massive  lipochrome  pigmenta- 
tion of  the  hepatic  cells  and  probably  represents  a 
congenital  dissociated  anomaly  in  bilirubin  ex- 
cretion by  the  hepatic  parenchyme.  However, 
pigment  calculi  may  form  and  complicate  this 
picture  with  obstructive  jaundice. 

This  brings  us  to  the  frequent,  so-called  second- 
ary biliary  cirrhosis,  secondary  to  either  extra- 
hepatic  or  intrahepatic  biliary'  obstruction.  The 
extrahepatic  types  are  due  to  major  duct  ob- 
struction from  calculi,  stricture,  malignancy  of 
the  ducts  or  surrounding  tissues,  or  nodal  masses. 
The}-  will  vary  in  their  clinical  picture,  depending 
on  the  degree  of  obstruction,  the  associated  infec- 
tion extending  into  the  hepatic  parenchyme, 
and  the  parenchymatous  damage.  The  inter- 
mittency  of  obstruction  due  to  common  duct 
calculi  may  be  cited  as  an  example  of  a variable 
clinical  picture.  Evidence  of  parenchymatous 
involvement  is  usually  of  the  obstructive  type. 
There  is  an  increase  in  alkaline  phosphatase, 
hypercholesterolemia  associated  with  acholic 
stools,  hyperbilirubinemia  with  an  increase  in  the 


one-minute  direct  van  den  Bergh  component, 
icterus,  and  pruritus.  With  parenchymatous 
damage,  the  picture  becomes  confusing.  Our 
case  would  have  been  a pretty  example  of  such  a 
state  if,  for  instance,  he  had  a proved  sickle  cell 
anemia  with  sufficient  prior  hemolysis  to  produce 
hemosiderosis,  pigment  stones,  and  then  show 
an  obstructive  picture.  But  he  doesn’t  oblige. 
The  few  target  cells  found  are  those  often  found 
in  many  types  of  fiver  disease  and  do  not  signify 
too  much  without  sickling  and  without  confirma- 
tory electrophoretic  studies  of  his  hemoglobin 
protein. 

The  intrahepatic  types  of  obstructive  jaundice, 
leading  to  secondary  biliary  cirrhosis  with  peri- 
portal infiltrations,  fibrosis  extending  from  and 
sometimes  connecting  the  portal  triads,  and 
cholestasis  with  central  bile  plugging  of  the  cho- 
langioles  can  produce  even  a histologic  picture 
which  cannot  be  distinguished  from  that  of  extra- 
hepatic  biliary  obstruction,  except  when  dilated 
bile  ducts  in  the  portal  triads  and  bile  lakes  are 
found  in  the  biopsy  specimen  from  the  latter 
extrahepatic  type  of  obstruction.  This  intra- 
hepatic type  eventually  produces  the  clinical 
picture  of  classic  Hanot’s  cirrhosis.  Hanot  de- 
scribed what  we  would  call  today  a chronic 
cholangiohepatitis.  Interest  in  this  type  of  intra- 
hepatic disease  heightened  after  World  War  II 
experiences  of  hepatitis,  and  again  lately  interest 
is  aroused  by  the  occurrence  of  cholestatic  jaun- 
dice following  Thorazine  administration.  These 
chemical  jaundices  are  by  no  means  new.  Ars- 
phenamine,  methyltestosterone,  and  other  sub- 
stances described  over  the  years  will  produce  a 
similar  picture.  By  laboratory  means  these 
cases  are  usually  distinguished  by  increased  alka- 
line phosphatase  and  other  findings  pointing 
more  to  obstruction  than  to  cellular  damage. 

Dismissing  other  etiologic  factors,  attention 
today  is  focussed  on  those  cases  of  viral  hepatitis 
with  a prolonged  course  of  jaundice  eventuating 
into  a cirrhotic  picture  called  variously  intra- 
hepatic obstructive  jaundice,  hepatocanicular 
jaundice,  or  cholestatic  jaundice,  although  the 
last  term,  cholestatic  jaundice,  is  being  reserved 
for  those  cases  in  which  histologic  evidence  of 
bile  duct  plugging  is  definite.  Watson  described 
these  cases  in  great  detail  after  World  War  II. 

The  findings  are  those  of  steady  icterus  and  re- 
peated abdominal  symptoms,  eventuating  in  a 
cirrhotic  picture.  The  chemical  findings  may 
wax  and  wane,  depending  on  the  variability  of 
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obstruction  or  parenchymatous  features.  The 
incidence  of  this  state  as  a sequel  of  hepatitis  of 
viral  origin  is  in  dispute,  and  the  demonstration 
that  infectious  mononucleosis  might  produce  a 
similar  picture  further  complicates  the  situation. 
If  our  case  had  a more  typical  picture,  if  jaun- 
dice were  present,  or  if  there  were  history  of 
jaundice  with  the  usual  symptoms  of  vomiting, 
anorexia,  etc.,  or  if  he  had  a classic  leukopenia 
with  lymphocytosis,  possibly  with  atypical 
lymphocytes,  which  may  be  found  in  the  viral 
as  well  as  infectious  mononucleosis  hepatitis,  or 
if  he  gave  us  a history  suggesting  infectious 
mononucleosis  with  posterior  cervical  glands  in- 
stead of  leukopenia  with  polynucleosis,  we  would 
be  on  more  certain  ground.  Incidentally,  a 
finding  of  eosinophilia  is  suggestive  of  chemical 
cholestasis,  due  possibly  to  the  suspected  aller- 
gic reaction  to  these  drugs.  No  heterophil 
antigen  was  done  or  reported,  but  our  patient 
was  not  jaundiced,  and  the  props  of  a diagnosis 
based  on  jaundice  are  knocked  from  under  us 
unless,  as  is  possible,  the  anicteric  type  of  hepa- 
titis might  progress  to  an  anicteric  type  of 
chronic  repetitive  hepatitis.  It  is  unlikely  that 
the  pathologic  obstruction  described  in  the  peri- 
portal areas  would  not  cause  jaundice  in  these 
cases. 

There  are  evidences  of  severe  hepatic  damage 
in  this  man.  Clinically  these  are  hepatomegaly 
and  possibly  splenomegaly  with  episodes  of  dis- 
tension, vomiting,  and  fever.  Chemically  they 
are  low  cholesterol  and  low  esterification,  non- 
visualization of  the  gallbladder  with  dye,  cephalin 
flocculation  slightly  elevated  to  2 plus,  and  par- 
ticularly by  a markedly  increased  alkaline  phos- 
phatase, the  last  in  the  absence  of  detectable  bone 
disease  or  pancreatic  duct  obstruction.  In  con- 
nection with  the  latter,  there  is  no  story  of 
steatorrhea  or  any  specific  findings  pointing  to- 
ward the  pancreas,  but  pancreatic  disease  is 
notoriously  difficult  to  diagnose.  It  is  known, 
for  instance,  that  morphine  and  some  of  its  deriva- 
tives (I  do  not  know  about  heroin)  can  cause 
spastic  closure  of  the  pancreatic  ducts  as  well  as 
the  common  bile  duct  sphincter  and  produce  a 
hyperamalysemia  due  to  rupture  of  some  of  the 
smaller  pancreatic  ducts.  Alcohol  and  methyl 
alcohol  are  notorious  factors  in  producing  acute 
pancreatitis,  and  it  is  not  unlikely  that  a heroin 
addict  might  be  an  alcoholic  as  well.  Is  there 
amyloidosis?  The  evidence  is  scant  for  either 
the  primary  or  secondary  disease.  A mild 


albuminuria  is  the  only  real  suggestive  feature. 
Does  he  have  a nonopaque  calculus  obstructing 
the  cystic  duct,  thereby  accounting  for  his  pain 
and  nonvisualization  of  the  gallbladder?  Intra- 
venous cholangiograms  may  have  solved  this.  I 
am  not  inclined  to  believe  it,  since  there  is  more 
evidence  of  intrahepatic  disease  and  a more  ex- 
tensive process  than  is  usual  in  most  cases. 

We  then  must  consider  an  expanding  lesion  of 
the  hepatic  parenchyma,  such  as  hepatoma  or 
cholangiocarcinoma.  The  former  would  be  less 
likely  to  produce  jaundice  of  the  obstructive  type 
than  the  latter.  It  is  certainly  possible  that  a 
hepatoma  might  be  the  answer,  but  these  tumors, 
in  the  absence  of  schistomiasis  or  better,  yellow 
dye  ingestion,  are  very  frequently  associated  with 
Laennec’s  cirrhosis  or  hemochromatosis,  neither 
of  which  seems  to  be  present  in  this  case.  In 
passing  I might  mention  that  hepatoma  has  been 
produced  experimentally  in  rats  by  feeding  them 
bentonite  which  abolishes  choline  absorption. 
We  have  been  given  no  evidence  of  primary  car- 
cinoma of  the  gallbladder  or  secondary  meta- 
static malignancy  of  the  liver,  which  might  pro- 
duce this  picture. 

I am  led  to  examine  the  possibility  of  infection. 
In  a Negro,  for  example,  tuberculosis  of  the  lym- 
phatic type,  but  particularly  sarcoidosis,  which  is 
a great  mimicker  nowadays,  will  cause  these 
findings.  I do  this  although  there  are  no  bone 
changes  and  in  the  presence  of  a low  blood  cal- 
cium with  a high  alkaline  phosphatase.  The  re- 
corded level  of  the  blood  calcium  does  not  fit 
with  the  usual  concept  of  hypercalsuria  and 
nephrocalcinosis  in  sarcoidosis.  But  this  is  by 
no  means  a constant  finding  in  this  disease,  even 
with  more  evidence  of  renal  damage  than  this 
patient  seems  to  exhibit.  The  serum  albumin 
level  is  too  high  to  account  for  the  relatively  low 
serum  calcium  level.  There  has  been  no  evidence 
of  severe  acute  pancreatitis  with  fat  necrosis  to 
account  for  a low  calcium  in  the  serum  due  to  a 
so-called  precipitation  of  calcium  soaps  during 
an  acute  episode.  I am  at  a loss  to  explain  this 
figure,  unless  it  was  a laboratory  error.  But  the 
high  alkaline  phosphatase,  reported  at  a level 
seldom  found  except  in  marked  osteoblastic  ac- 
tivity such  as  Paget’s  disease  and  higher  than 
the  usual  level  in  obstructive  jaundice,  is  most 
significant.  Its  rise  is  reported  in  sarcoidosis  of 
the  liver,  out  of  proportion  to  the  bone  lesions  of 
that  disease,  even  in  the  absence  of  them.  For 
some  unknown  reason  it  is  poured  into  the  blood 
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stream,  not  merely  regurgitated  as  it  is  supposed 
to  be  in  the  case  of  obstructive  jaundice.  The 
adenopathy  (we  may  find  an  unexpectedly 
severe  mesenteric  and  portal  adenopathy  when 
we  have  the  exploratory  findings),  the  chronic, 
febrile,  wasting  disease,  the  absence  of  jaundice, 
the  anemia,  a few  red  blood  cells  in  the  urine, 
the  leukopenia  with  leukocytosis,  plus  the  find- 
ings of  parenchymatous  damage  such  as  low 
cholesterol  and  low  cholesterol  esterification, 
add  up  to  a fairly  convincing  picture  even  with 
no  other  evidence  of  the  disease  in  other  organs. 

I am  led  to  consider  sarcoidosis  with  or  without 
lymphogenous  tuberculosis,  which  is  a common 
concomittant  illness  as  time  develops  in  these 
cases,  as  a tentative  diagnosis.  This  latter  tuber- 
culosis possibly  is  also  suggested  by  the  fact  that 
the  second  strength  tuberculin  test  was  positive 
instead  of  negative,  which  is  quite  usual  in 
sarcoidosis. 

I have  led  you  through  devious  paths  and  I 
hope  I haven’t  led  you  up  a garden  path.  But  I 
have  done  this  for  a definite  reason.  A case  of 
this  nature  should  be  discussed  as  a background 
for  study,  not  as  a guessing  game,  and  I trust  I 
have  stimulated  some  disagreement. 

Dr.  Allan  Aronson:  May  I ask  if  there  was 
any  description  of  the  fluoroscopy  of  the  chest? 

Dr.  Abraham  Sunshine:  Fluoroscopy  was 
normal,  and  both  diaphragms  had  a normal  range 
of  motion. 

Dr.  Aronson:  I believe  that  Dr.  Gais  has 
made  a strong  case  for  sarcoidosis,  but  I believe 
that  we  could  add  to  the  differential  diagnosis  of 
this  case.  A liver  abscess  could  irritate  the 
diaphragm  and  cause  cough  and  nightsweats  for 
four  months  prior  to  admission.  This  condition 
is  most  difficult  to  diagnose  and  never  gives  a 
clear-cut  clinical  pattern.  This  could  not,  of 
course,  explain  the  alkaline  phosphatase.  Among 
the  other  possibilities  I would  like  to  mention  sub- 
phrenic  abscess,  the  cause  of  which  I do  not 
know,  but  it  certainly  could  give  right  flank 
tenderness.  A lymphomatous  process  would 
account  for  the  nodes  in  the  neck.  He  could 
have  an  abdominal  lymphoma,  particularly 
abdominal  Hodgkin’s.  Last,  although  this  man 
is  very  young,  we  have  seen  many  times  a 
malignancy  of  the  lung  not  evident  on  examina- 
tion of  the  chest  or  by  chest  x-ray,  which  has 
metastasized  to  the  liver  and  led  to  the  very  high 
alkaline  phosphatase. 


Student:  Do  we  have  to  consider  luetic 
hepatitis? 

Dr.  Gais:  Today  we  do  not  pay  much  atten- 
tion to  syphilitic  hepatitis.  In  the  absence  of 
definite  gummas,  the  so-called  hepar  lobatum,  I 
don’t  think  we  can  ascribe  much  to  syphilitic 
hepatitis  per  se.  The  fact  that  he  received  a 
large  amount  of  penicillin  during  his  hospital  stay 
without  any  effect  on  his  course  I think  rules 
against  a definite  luetic  hepatitis. 

Dr.  Ahmed  Badran:  I would  like  to  ask  if  this 
patient,  being  an  addict,  couldn’t  develop  septic 
emboli  to  the  liver,  producing  a cholangitic  pic- 
ture? 

Dr.  Gais:  It  is  possible  that  he  might  develop 
septic  embolization  if  he  had  a thrombosis  of  the 
peripheral  vein.  But  it  would  be  much  more 
likely  to  involve  the  lung  than  the  fiver.  But 
certainly  organisms  can  be  introduced  into  the 
bloodstream  and  may  lodge  anywhere  by  in- 
travenous administration  in  a mainfiner. 

Dr.  Richard  C.  Bozian:  Certainly  you  would 
expect  considerable  amounts  of  jaundice  with  a 
situation  like  that. 

Dr.  Maxwell  Gelfand  : The  thing  that  strikes 
me  most  is  that  we  are  dealing  with  an  addict. 
One  has  to  consider  the  most  likely  situations  that 
would  occur  in  a person  who  is  addicted  to  fre- 
quent injections  of  heroin  and  very  likely  in  a 
nonsterile  manner.  I am  glad  to  hear  that  Dr. 
Badran  presented  the  possibility  of  infection  as  a 
result  of  these  numerous  injections.  These 
people  are  also  in  a very  debilitated  state.  Al- 
though the  lungs  show  no  evidence  of  tubercu- 
losis, the  second  strength  tuberculin  test  was 
positive.  There  were  lymphadenopathy  and 
abdominal  symptoms.  One  must  consider  a 
tuberculosis  process  involving  the  abdominal 
organs  as  well  as  the  glands  and  other  parts  of 
the  body,  despite  the  fact  that  lung  fields  are 
completely  clear.  The  third  possibility  is  an 
infectious  hepatitis  without  jaundice  of  a chol- 
angitic type.  Sarcoidosis  must  be  considered. 
However,  there  are  a few  things  lacking.  The 
prolonged  temperature  in  chronic  sarcoidosis  is 
not  common.  One  usually  gets  it  in  acute 
sarcoidosis,  and  this  is  usually  associated  with 
uveoparotid  fever.  Since  this  man  is  in  a febrile, 
septic  state,  I believe  it  is  very  much  against 
sarcoidosis  of  a chronic  variety,  which  are  the 
ones  that  cause  fiver  damage. 

Dr.  Max-Wilhelm  Johannsen  : The  outstand- 
ing abnormal  laboratory  finding  in  this  patient  is 
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the  unusually  high  alkaline  phosphate.  One  has 
to  consider  seriously  the  diagnosis  of  a neoplastic 
disease  or  sarcoidosis. 

Dr.  Alfred  Gabel:  In  view  of  the  right  upper 
quadrant  findings,  the  high  alkaline  phosphatase, 
and  increased  band  forms,  an  infectious  process  is 
suggested  such  as  empyema  of  the  gallbladder. 

Diagnoses 

Clinical. — ( 1 ) Empyema  of  the  gallbladder,  (2) 
metastatic  carcinoma,  and  (3)  tuberculosis  of  the 
liver. 

Dr.  Gais. — Sarcoidosis  with  or  without  lym- 
phogenous tuberculosis. 

Anatomic. — Florid  tuberculosis. 

Pathologic  Report 

Dr.  Norman  Cooper:  At  the  time  of  surgery 
the  liver  was  found  to  be  widely  involved  with 
nodules  which  were  hard  and  believed  to  be 
metastatic  carcinoma.  A finger  was  introduced 
under  the  undersurface  of  the  liver,  and  a hard, 
irregular  nodular  mass  was  felt.  This  was 
believed  to  represent  an  extensive  carcinoma  of 
gallbladder,  although  the  exploration  was  quite 
limited  because  of  the  condition  of  the  patient, 
the  local  anesthesia,  and  the  limited  extent  of  the 
incision.  A biopsy  was  taken  at  the  lower  edge 
of  the  liver. 

The  biopsy  showed  the  characteristic  changes 
of  florid  tuberculosis.  There  were  large  areas  of 
caseation  surrounded  by  epithelioid  cells  with 
miliary  tubercles  in  the  surrounding  hepatic 
parenchyma.  Acid-fast  bacilli  were  demon- 
strated in  the  Ziehl-Neelsen  stain.  Judging  from 
the  one  section  available,  the  tuberculous  involve- 
ment of  the  liver  was  probably  quite  massive. 

Tuberculosis  in  the  liver  is  the  result  of  hema- 
togenous spread  from  a primary  site  elsewhere, 
usually  in  the  lungs  but  sometimes  in  the  intes- 
tinal tract.  Its  clinical  manifestations  are  usually 
associated  with  active  disease  at  the  primary  site, 
but  in  occasional  cases  the  hematogenous  spread 
(often  clinically  undetected),  which  frequently 
occurs  in  childhood  and  then  heals  spontaneously, 
may  become  reactivated  while  the  primary  site 
remains  quiescent.  The  reasons  for  such  reac- 
tivation are  not  known.  This  sort  of  phe- 
nomenon accounts  for  the  occurrence  of  tuber- 
culous meningitis  in  the  absence  of  active  tuber- 


culosis elsewhere  in  the  body.  In  the  present 
case  it  is  conceivable  that  the  patient  has  active 
tuberculosis  in  the  intestines.  However,  it  may 
simply  be  spontaneous  reactivation  of  old  hema- 
togenous tuberculosis.1 

Dr.  Sunshine:  The  patient  was  started  on  1 
Gm.  of  streptomycin,  12  Gm.  of  Para-amino- 
salicylic acid,  and  300  mg.  of  isoniazid  daily.  He 
also  received  500  cc.  of  whole  blood.  The  fever 
responded  within  two  weeks  and  after  six  weeks 
was  between  99  and  100  F.  His  general  con- 
dition improved  with  return  of  strength  and 
appetite.  He  was  discharged  to  Sea  View  Hos- 
pital. 

Dr.  Gais:  This  was  an  extremely  interesting 
case  and  an  extremely  complex  one  to  settle  from 
reading  a protocol.  It  illustrates  the  advantage 
of  liver  biopsy  and  should  be  a good  lesson  to  us 
to  use  liver  biopsy  frequently  in  all  suspected 
cases.  A great  deal  of  our  present  evolving 
knowledge  of  liver  disease,  particularly  the  syn- 
dromes characterized  by  primary  and  secondary 
biliary  cirrhosis,  is  evolving  by  the  use  of  serial 
liver  biopsies. 

Dr.  Cooper  : I would  like  to  ask  if  malnutrition 
leads  to  reactivation  of  tuberculosis? 

Dr.  Gais:  I will  comment  on  that  from  a stand- 
point that  there  is  a greatly  increased  incidence 
of  tuberculosis  in  diabetics,  which  you  might  con- 
sider a reflection  of  malnutrition.  We  do  not 
know  why,  but  it  certainly  does  occur.  Surveys 
have  shown  that  diabetics  who  have  had  one  or 
more  episodes  of  coma,  using  coma  as  a guide 
of  control,  have  a higher  incidence  of  tuberculosis. 
The  incidence  of  tuberculosis  in  diabetics  is  also 
higher  in  the  lower  economic  strata.  All  of  which 
leads  us  to  believe  that  nutrition  certainly  is  a 
factor  in  the  production  of  tuberculosis. 

Dr.  Bozian:  This  case  was  a tremendous  ex- 
ercise for  the  ward  staff.  When  a problem  such 
as  this  arises,  where  it  is  almost  impossible  to 
make  a diagnosis  initially,  we  often  make  the 
mistake  of  procrastinating  and  continuing  endless 
diagnostic  procedures  over  long  periods  of  time. 
If  the  patient’s  condition  warrants  it,  he  should 
be  discharged  and  observed  for  a time  and  then 
restudied.  If  the  pressure  for  diagnosis  is  acute, 
then  we  must  have  the  courage  to  initiate  surgical 
exploration. 

Reference 
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JDheochromocytoma  is  a relatively  rare  tumor 
which  if  unrecognized  and  untreated,  regularly 
runs  a fatal  course.  If  it  is  diagnosed  early  and 
properly  treated,  it  usually  can  be  cured.1 

The  literature  indicates  that  there  is  a high  in- 
cidence of  failure  to  recognize  this  tumor,2  a high 
mortality  following  its  surgical  removal,3  and  a still 
higher  mortality  if  an  operation  is  carried  out  for 
an  unrelated  condition  when  one  of  these  tumors  is 
present  but  unrecognized.3 

It  is  reasonable  to  expect  that  pheochromocytoma 
would  be  recognized  with  greater  frequency  and 
treated  with  a lower  mortality  if: 

1.  Its  protean  manifestations  were  always  kept 
in  mind.1-2'4'5 

2.  An  attempt  were  made  to  confirm  or  elimi- 
nate its  presence  by  the  use  of  appropriate  diag- 
nostic tests  in  all  patients  with  suspicious  symp- 
toms.6'7 

3.  Its  operative  removal  were  attended  by  care 
in  the  choice  of  anesthesia,2'3’8  proper  use  of  adreno- 
lytic drugs,  particularly  Regitine,  to  control  par- 
oxysms of  hypertension,6-7  and  the  use  of  Xeo- 
Synephrine  or  levarterenol  and  transfusions  to 
combat  postoperative  hypotension. 

Typically  a patient  with  a pheochromocytoma 
has  intermittent  bouts  of  severe  hypertension  as- 
sociated with  headaches,  extreme  nervousness,  a 
feeling  of  pressure  or  actual  pain  in  the  chest,  rapid 
pulse,  cold  hands  and  feet  with  or  without  purple 
mottling  of  the  skin,  tachycardia,  nausea  and  vomit- 
ing, and  tremor.  These  symptoms  often  are  fol- 
lowed by  profuse  sweating. 

In  short,  the  symptoms  are  those  of  an  excessive 
dose  of  epinephrine  or  norepinephrine.  Unfor- 
tunately, the  symptoms  are  not  always  typical, 
and  pheochromocytoma  may  imitate  closely  and  be 
confused  with  essential  hypertension,  especially  in 
children  or  young  adults,  hyperthyroidism,  anxiety 
state,  psychoneurosis,  diabetes  mellitus,  glomerulo- 
nephritis, preeclampsia,  migraine,  etc. 

If  any  of  the  above  syndromes  or  symptoms  occur 
simultaneously  with  intermittent  or  sustained  hy- 


pertension, a presumptive  diagnosis  of  pheo- 
chromocytoma must  be  entertained  and  the  con- 
dition excluded. 

A number  of  excellent  papers  have  been  published 
reviewing  the  symptomatology,  diagnosis,  and 
management,  of  this  condition  in  detail,  and  it  is  not 
the  purpose  of  this  paper  to  duplicate  these  re- 
ports. l2'4'6  Our  reason  for  publishing  this  case 
report  is  solely  to  call  again  to  the  attention  of  the 
medical  profession  the  ease  with  which  this  rare 
tumor  can  be  overlooked  if  one  does  not  think  of  it. 

The  following  case  report  illustrates  several 
interesting  features  exhibited  by  a case  of  this  rare 
tumor. 

1.  The  presence  of  a pheochromocytoma  was  not 
suspected  in  a patient  with  an  established  diagnosis 
of  duodenal  ulcer. 

2.  The  tumor,  the  size  of  a baseball,  was  found 
during  routine  exploration  before  gastric  resection 
for  this  ulcer,  and  a hypertensive  crisis  was  pro- 
duced by  its  palpation,  suggesting  the  diagnosis  of 
pheochromocytoma . 

3.  Gastric  resection,  which  was  indicated  for  duo- 
denal ulcer,  was  successfully  performed  with  care 
taken  to  avoid  further  manipulation  of  the  tumor. 

4.  The  diagnosis  of  pheochromocytoma  was  fur- 
ther confirmed  by  Regitine  during  convalescence 
after  gastrectomy. 

5.  Successful  removal  of  this  growth  was  latei 
carried  out  using  Regitine  to  control  hypertension 
during  the  operation  and  Neo-Synephrine  and  levar- 
terenol postoperatively  to  avoid  hypotension. 

6.  The  patient’s  symptoms  have  been  relieved  by 
the  removal  of  this  tumor. 

Case  Report 

A twenty-nine-year-old  white  male  was  admitted 
to  the  Tompkins  County  Memorial  Hospital  or 
April  5,  1956.  He  had  been  operated  on  in  1945  foi 
a perforated  duodenal  ulcer.  The  perforation  war 
closed  and  the  appendix  removed.  His  convales- 
cence was  uneventful,  and  he  remained  fairly  wel 
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with  only  occasional  ulcer  symptoms  until  a year 
prior  to  this  admission. 

At  that  time  he  began  to  wake  up  at  night  feeling 
nauseated  and  shortly  after  waking  would  vomit  and 
perspire  profusely.  This  relieved  his  symptoms,  and 
he  would  be  able  to  go  back  to  sleep.  These  at- 
tacks gradually  became  more  frequent  until  they 
occurred  at  least  weekly  and  at  times  every  night. 
He  was  never  observed  by  a physician  during  an  at- 
tack. He  had  been  on  a conventional  peptic  ulcer 
regimen  without  benefit. 

The  significance  of  the  fact  that  he  had  no  ulcer 
symptoms  during  the  day  and  that  an  ulcer  diet 
and  the  usual  medications  had  no  effect  on  these 
spells  was  not  appreciated  at  the  time. 

His  physical  examination  was  entirely  negative 
except  for  the  scar  of  the  previous  operation  which 
was  well-healed.  It  is  noteworthy  that  the  blood 
pressure  was  120/80. 

Gastrointestinal  x-rays  showed  a marked  fluid 
residue  in  the  stomach  in  spite  of  prolonged  fasting 
before  the  examination,  but  there  was  no  obstruc- 
tion at  the  pylorus,  and  emptying  was  prompt. 
The  duodenum  was  irregular  in  contour,  but  no 
ulcer  niche  was  seen.  At  one  hour  the  stomach  re- 
tained about  50  per  cent  of  the  barium,  but  at  four 
hours  it  was  completely'  empty'.  Laboratory'  work 
was  not  remarkable,  and  there  was  no  blood  in  the 
stools. 

While  the  x-ray  findings  were  rather  confusing,  the 
deformed  duodenum  together  with  the  story'  of  an 
old  perforated  ulcer  and  nocturnal  vomiting  which 
had  resisted  medical  management  seemed  to  indi- 
cate the  presence  of  a duodenal  ulcer  with  some  ob- 
struction, so  on  April  9,  1956,  he  was  explored. 

At  operation  a duodenal  ulcer  was  apparent,  but 
in  addition,  routine  general  exploration  revealed  a 
mass  about  12  cm.  in  diameter  in  the  region  of  the 
left  kidney.  The  mass  seemed  to  be  intimately  at- 
tached to  the  kidney',  and  it  was  not  possible  to  de- 
termine with  certainty  by  palpation  whether  it  was 
part  of  the  kidney  or  a mass  adjacent  to  it.  The 
right  kidney  and  adrenal  area  were  normal  to  pal- 
pation. 

During  palpation  of  the  tumor  the  anesthetist 
noted  that  the  patient’s  blood  pressure,  which  had 
been  running  130/80,  had  risen  to  220/100.  This 
rise  lasted  for  thirty  minutes,  and  then  the  blood 
pressure  fell  to  150/90.  This,  of  course,  estab- 
lished the  presumptive  diagnosis  of  pheochromocy- 
toma. 

The  problem  thus  presented  was  whether  to  pro- 
ceed with  the  gastric  resection  for  duodenal  ulcer 
or  to  abandon  this  and  remove  the  tumor.  A de- 
cision to  do  the  gastric  resection  was  made  for  the 
following  reasons. 

First,  it  would  have  to  be  done  sooner  or  later. 
Second,  the  removal  of  the  mass  might  necessitate 
the  removal  of  the  left  kidney',  and  there  was  no 
proof  other  than  palpation  that  the  right  kidney'  was 
a normally  functioning  organ.  Third,  the  removal 
of  the  tumor  through  the  anterior  incision  might  be 
difficult,  and  the  unavoidable  manipulation  might 
produce  dangerously  high  and  prolonged  blood 
pressure  levels. 


The  gastric  resection  was  carried  out  with  care  to 
avoid  further  manipulation  of  the  tumor.  It  went 
smoothly,  and  the  postoperative  course  was  un- 
eventful except  for  several  bouts  of  severe  hyper- 
tension lasting  from  fifteen  to  sixty  minutes  and 
accompanied  by  great  apprehension,  nausea,  pound- 
ing in  the  head,  headache,  a sense  of  oppression  in 
the  chest,  and  purple  mottling  of  the  skin  which  felt 
cool  to  the  touch.  These  attacks  were  followed  by' 
profuse,  prolonged  sweating.  It  was  then  apparent 
that  these  sy'mptoms  were  the  same  as  those  the 
patient  had  experienced  before  operation  when  they' 
had  been  erroneously'  attributed  to  this  duodenal 
ulcer. 

During  these  attacks  the  blood  pressure  varied 
between  210  to  220  systolic  and  110  to  120  diastolic. 
The  electrocardiogram  was  within  normal  limits. 
The  blood  pressure  could  be  controlled  by  Regitine, 
to  which  the  response  was  typical.  After  intra- 
muscular injections  of  5 mg.  the  blood  pressure  was 
reduced  to  150/70  in  twelve  to  fifteen  minutes.  The 
same  dose  by  vein  caused  the  pressure  to  fall  to 
120/55  in  three  to  five  minutes.  The  effect  would 
last  only'  two  or  three  minutes,  and  then  the  blood 
pressure  would  ascend  to  its  former  level  or  a little 
higher,  after  which  it  would  gradually'  return  to 
130  to  120  sy'stolic  and  60  to  65  diastolic  in  a period 
of  about  an  hour. 

An  intravenous  py'elogram  done  during  convales- 
cence gave  a good  visualization  of  the  right  kidney 
and  ureter  which  appeared  to  be  normal.  The  dve 
on  the  left  outlined  what  was  interpreted  as  a small, 
functioning  kidney'  whose  superior  infundibulum 
did  not  visualize.  The  kidney  pelvis  also  appeared 
normal.  No  evidence  of  extrinsic  pressure  was 
noted. 

The  wound  healed  firmly,  and  he  was  discharged 
on  the  eleventh  postoperative  day  with  Regitine 
for  administration  at  home  should  further  hyper- 
tensive crises  occur.  Two  bouts  of  hypertension 
took  place,  each  of  which  lasted  from  one  to  one- 
and-a-half  hours. 

He  returned  to  the  hospital  on  April  29,  1956,  for 
removal  of  the  pheochromocytoma.  At  that  time 
his  general  condition  was  excellent.  Physical  ex- 
amination was  negative.  The  pulse  rate  was  82, 
blood  pressure  120/80,  basal  metabolism  plus  1, 
fasting  blood  sugar  103  mg.  per  cent,  and  the  urine 
negative. 

On  May  1 the  removal  of  the  tumor  was  accom- 
plished through  a left  thoraco-abdominal  incision 
which  extended  laterally  from  the  outer  border  of 
the  rectus  muscle  at  the  level  of  the  umbilicus  over 
the  eleventh  rib  to  the  paravertebral  muscles.  The 
eleventh  rib  was  resected,  the  pleural  cavity  opened, 
and  the  diaphragm  divided.  This  provided  an  ex- 
cellent and  extensive  exposure  of  the  entire  retroperi- 
toneal area  and  permitted  visualization  of  a fairly 
large  tumor.  It  was  well-encapsulated,  measured 
11  by'  9 by  8V2  cm.,  and  after  removal,  was  found  to 
weigh  590  Gm.  It  was  adherent  to  the  under  sur- 
face of  the  diaphragm  but  was  only  adjacent  to  and 
pushing  on  the  left  kidney,  which  was  normal.  The 
tumor  was  very'  vascular,  and  on  its  upper  outer  pole 
there  seemed  to  be  a small  amount  of  compressed 
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adrenal  tissue.  The  tumor  was  gradually  removed 
by  dividing  and  ligating  its  attachments  to  the  sur- 
rounding tissues.  When  this  had  been  done,  the 
kidney  which  had  been  pushed  down  by  the  tumor 
was  freed,  replaced,  and  sutured  in  its  normal  posi- 
tion. The  diaphragm  was  sutured  with  00  cotton. 
The  lung  was  then  expanded  and  the  wound  closed 
using  chromic  catgut  for  the  deeper  tissues  and  silk 
for  the  skin.  Xo  drain  was  placed  in  the  thorax, 
but  a Penrose  drain  was  left  in  the  space  above  the 
kidney  and  brought  out  through  the  anterior  part 
of  the  wound. 

The  patient's  blood  pressure  on  coming  to  the  op- 
erating room  was  110/75.  On  induction  of  the 
anesthesia  it  fell  to  70/40,  and  on  intubation  it  rose 
to  120/80.  When  the  patient  was  postured  in  the 
lateral  position  no  change  took  place.  It  then 
varied  between  120/70  and  100/60  until  the  pleural 
cavity  was  opened,  when  it  rose  to  140/90.  When 
the  tumor  was  manipulated,  the  pressure  rose 
promptly  to  225/110.  Manipulation  was  stopped, 
and  5 mg.  of  Regitine  was  given  intravenously.  The 
blood  pressure  fell  to  180/100,  rose  again  to  220/110, 
and  then  fell  to  180/110.  About  the  time  the  tumor 
was  removed  the  blood  pressure  again  rose  to  210/- 
110  and  then  fell  rather  precipitously  to  90/60.  As 
soon  as  the  tumor  was  removed  an  infusion  con- 
taining 20  mg.  of  Xeo-Synephrine  per  liter  was 
started  at  40  drops  per  minute.  This  maintained 
the  blood  pressure  between  110/80  and  120/80  dur- 
ing the  completion  of  the  operation. 

The  operation  began  at  8:40  a.m.  and  was  con- 
cluded about  11:30.  The  Xeo-Synephrine  infusion 
was  continued  until  1:30  p.m.,  when  it  was  reduced 
to  30  drops  per  minute.  At  2:00  p.m.  a solution  of 
levarterenol  (Levophed-Wintlirop)  was  substituted 
in  a concentration  of  4 mg.  per  liter  at  20  drops  per 
minute.  The  number  of  drops  per  minute  of  this 
solution  was  reduced  by  four  every  half  hour  until  it 
was  finally  discontinued  at  4:00  p.m.  All  during 
this  time  the  blood  pressure  varied  between  120/75 
and  130/85.  From  then  on  the  blood  pressure  re- 
mained constant  at  the  levels  mentioned. 


As  a precautionary  measure  because  of  the  dam- 
age to  the  left  adrenal  gland,  100  mg.  of  cortisone 
was  given  intravenously  after  the  operation.  This 
was  continued  at  the  rate  of  25  mg.  every  six  hours 
by  mouth  for  the  first  twenty-four  hours.  It  was 
gradually  reduced  in  amount  and  discontinued  on 
the  sixth  day. 

The  wound  healed  well,  and  he  was  discharged  on 
the  tenth  postoperative  day.  Xo  further  attacks 
have  occurred,  and  his  blood  pressure  has  been  nor- 
mal. 

The  pathologic  diagnosis  was  pheochromocytoma 
and  a small  fragment  of  adrenal  tissue. 


Summary 

A case  of  pheochromocytoma  which  exhibited 
intermittent  hypertensive  crises  associated  with 
other  symptoms  of  a hyperfunctioning  adrenal 
tumor  has  been  presented.  Operation  for  an  un- 
related condition  was  successfully  carried  out  in  its 
presence,  and  later  the  tumor  itself  was  removed 
without  complications.  The  patient  has  since  been 
asymptomatic. 

Several  syndromes  and  symptoms  which  may  be 
caused  by  this  rare  tumor  are  mentioned  with  the 
hope  that  they  will  be  kept  in  mind  so  that  its  diag- 
nosis will  be  less  frequently  missed. 
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Treatment  of  Hemochromatosis  with  Phlebotomy  of  35,000  cc. 

of  Blood 

CAPTAIN  ARTHUR  LIND,  M.D.,  (MC),  USA,  NEW  YORK  CITY 
( From  Murphy  Army  Hospital,  Waltham,  Massachusetts ) 


J/I  emochromatosis  has  long  been  considered  a 
rare  disease,  usually  occurring  in  middle-aged 
males  or  postmenopausal  females.1  It  is  uniformly 
progressive  and  eventually  fatal.2  The  deposition 
of  iron  in  the  affected  tissues  is  believed  to  be  a con- 
genital defect  resulting  from  increased  iron  absorp- 
tion in  the  small  intestines.3-6  Since  the  body  has 
no  significant  means  of  iron  excretion,  the  absorbed 
iron  above  the  normal  daily  requirement  is  stored  in 
various  body  tissues  as  hemofuscin  and  hemosiderin.7 
Wherever  significant  deposition  of  iron  occurs,  an 
irritative,  degenerative,  and  fibrotic  pathologic  proc- 
ess ensues,  which  results  in  the  production  of  the 
clinical  syndrome  of  cirrhosis,  diabetes,  skin  pig- 
mentation, and  hypogonadism.5,6 

Because  of  the  delayed  development  and  relative 
rarity  of  the  clinical  disease  in  females,  which  is  felt 
to  be  due  to  repeated  loss  of  blood  during  menstrua- 
tion and  childbirth,  numerous  investigators  have 
attempted  treating  the  condition  with  massive  phle- 
botomy.2,7-14 The  results  have  been  improvement 
of  the  clinical  status  and  life  expectancy  of  these  pa- 
tients.2,8 Serial  liver  biopsies  in  some  patients  have 
shown  not  only  a marked  decrease  in  the  amount  of 
stored  iron  but  also  an  actual  improvement  in  the 
parenchymal  changes.2  This  paper  presents  a case 
which  to  my  knowledge  represents  the  most  massive 
phlebotomy  ever  attempted  for  hemochromatosis 
over  a one-hundred-and-sixty-day  period. 

Case  History 

F.  F.  is  a forty- five-year-old,  white  male,  a career 
Army  sergeant  who  was  admitted  to  the  Murphy 
Army  Hospital  on  June  6,  1955,  with  the  chief  com- 
plaint of  weakness  of  six  months’  duration., 

In  January,  1943,  and  October,  1949,  the  patient 
had  been  admitted  to  Army  Hospitals  for  upper 
respiratory  infections,  and  on  both  occasions  a 
complete  urine  and  blood  count  were  normal.  In 
1952  he  was  studied  for  possible  hyperthyroidism 
because  of  weight  loss  of  20  pounds,  weakness, 
insomnia,  and  a palpable  thyroid.  Urine  and  blood 
count  were  normal.  The  fasting  blood  sugar  was  90 
mg.  per  cent,  cholesterol  305  mg.  per  cent,  and  the 
basal  metabolic  rate  was  —22  per  cent.  In  April, 
1952,  he  was  admitted  to  an  Army  Hospital  follow- 
ing a period  of  heavy  alcoholic  intake.  At  this  time 
the  skin  was  noted  to  be  extremely  dark  and  con- 
gested. In  February,  1954,  he  was  hospitalized  in 
Korea  in  a state  of  shock  associated  with  high  fever 
and  coma.  Chest  x-ray  revealed  pneumonia  of  the 


right  upper  lobe.  Because  of  urinary  incontinence 
an  indwelling  catheter  was  inserted,  and  two  days 
later  grossly  bloody  urine  was  noted.  The  possi- 
bility of  hemorrhagic  fever  was  discounted  because 
of  the  absence  of  petechiae  or  other  evidence  of 
hemorrhagic  phenomena  and  because  of  the  lack  of 
renal  failure.  He  was  treated  with  antibiotics  and 
intravenous  fluids  with  Levophed.  At  no  time  did 
he  receive  blood  transfusions.  He  made  a slow  re- 
covery and  after  six  weeks  was  returned  to  duty. 
No  liver  function  studies  were  done  at  this  time 
Routine  urinalysis  in  June,  1954,  revealed  1 plus 
glycosuria,  but  there  is  no  other  information  avail- 
able relative  to  this  finding. 

The  patient  remained  in  his  usual  state  of  health 
associated  with  a heavy  alcoholic  intake  and  poor 
dietary  habits  until  December,  1954,  when  he 
noted  that  he  was  “slowing  down”  and  that  his 
libido  was  decreased.  In  April,  1955,  his  wife 
noted  that  his  skin  was  getting  darker.  Soon  after 
this  he  noted  postprandial  epigastric  burning  with 
occasional  vomiting.  This  discomfort  awakened 
him  from  sleep  on  several  occasions.  During  the 
next  two  months  he  lost  11  pounds  and  became 
progressively  weaker.  There  was  no  melena,  hema- 
temesis,  polyuria,  polydipsia,  polyphagia,  hyper- 
hidrosis,  or  syncope. 

Physical  Examination.— The  patient’s  height 
was  72  inches,  weight  187  pounds,  temperature  99  F., 
and  blood  pressure  145/100.  The  patient  was  a 
well-developed,  wrell-nourished,  white  male  who 
seemed  weak  and  chronically  ill.  There  was  tel- 
angiectasia of  the  face.  The  skin  was  a ruddy 
brown  color  and  appeared  sunburned,  although  he 
had  had  no  significant  sun  exposure  during  the  pre- 
vious nine  months.  The  body  creases,  particu- 
larly of  the  palms,  were  a dark  brown,  as  were 
several  small,  well-healed  scars.  There  was  no 
mucous  membrane  pigmentation.  A generalized 
loss  of  body  hair  was  observed.  The  liver  was  not 
felt,  but  there  was  slight  tenderness  in  the  right 
upper  quadrant.  The  testicles  were  small  and 
atrophic.  There  was  no  gynecomastia,  spider 
nevi,  or  evidence  of  collateral  circulation. 

Laboratory  Studies. — Initial  laboratory  studies 
revealed  the  following:  Urine  specific  gravity  was 
1.013  and  was  negative  for  albumin,  sugar,  and  bile. 
The  microscopic  examination  was  normal,  and  uro- 
bilinogen was  positive  in  a 1 : 20  dilution.  The  hemo- 
globin was  15.6  Gm.  per  cent,  red  blood  cells 
5,200,000  per  cu.  mm.,  and  white  cells  8,600  per  cu. 
mm.  The  differential  was  normal,  hematocrit  49, 
and  reticulocyte  count  0.3  per  cent.  Bleeding, 
clotting,  and  prothrombin  times  were  normal.  The 
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Fig.  1.  Liver  biopsy  on  June  28,  1955.  A.  Hematoxylin  and  eosin.  B.  Iron  stain. 


total  fasting  eosinophil  count  was  289  per  cu.  mm., 
and  four  hours  after  40  units  of  ACTH  had  fallen 
to  89  per  cu.  mm.  (normal  Thorn  test).  Oral  glu- 
cose tolerance  test  revealed  a fasting  blood  sugar  of 
91  mg.  per  cent.  After  one-half  hour  the  blood 
sugar  was  169  mg.  per  cent,  after  one  hour  246  mg. 
per  cent,  two  hours  193  mg.  per  cent,  and  three 
hours  75  mg.  per  cent.  There  were  large  amounts  of 
sugar  in  the  one-  and  two-hour  urine  specimens. 
The  blood  urea  nitrogen  was  11.7  mg.  per  cent. 
Total  protein  was  8.29  Gm.  per  cent,  albumin  3.57 
Gm.  per  cent,  globulin  4.69  Gm.  per  cent,  and  cephalin 
flocculation  3 plus  in  forty-eight  hours.  Thymol 
turbidity  was  5.9  units,  alkaline  phosphatase  1.59 
Bodansky  units,  and  serum  bilirubin  0.93  mg.  per 
cent.  Bromsulphthalein  retention  was  4.7  per  cent 
after  forty-five  minutes  (5  mg.  per  Kg.  dose). 
Serum  iron  was  170  gamma  per  cent.  Total  choles- 
terol was  204  mg.  per  cent  with  52  per  cent  esters. 
The  protein-bound  iodine  was  7.7  gamma  per  cent. 
Serology,  sodium,  potassium,  chlorides,  and  carbon 
dioxide  combining  power  were  all  normal. 

Chest  x-ray,  gallbladder  series,  and  intravenous 
pvelogram  were  all  within  normal  limits.  X-ray 
examination  of  the  esophagus,  stomach,  and  duo- 
denum were  normal  on  two  occasions.  The  basal 
metabolic  rate  was  +20  per  cent.  The  electro- 
cardiogram was  normal. 

Liver  biopsy  was  performed  on  June  28,  1955 
(Fig.  1).  The  liver  was  divided  into  irregular  nod- 
ules by  bands  of  fibrous  tissue.  This  fibrous  tissue 
as  well  as  various  portions  of  the  liver  parenchyma 
contained  a large  amount  of  brown  pigment  which 
stained  positive  for  iron. 

Because  of  the  diagnosis  of  hemochromatosis 
treatment  with  phlebotomy  associated  with  a high 
caloric,  high  protein  diet,  vitamin  B supplements, 
and  modified  rest  regime  was  started  on  July  6, 
1955.  Five  hundred  cc.  of  blood  was  removed 
twice  weekly  for  the  first  three  weeks  and  then 
three  times  weekly  until  December  15,  1955.  A 
total  of  70  units  of  blood  (35,000  cc.),  which  con- 
tained approximately  25  Gm.  of  iron,  was  removed 
during  this  one-hundred-and-sixty-day  period. 


A maximum  depression  of  erythrocytic  cellular 
elements  was  noted  after  six  weeks  of  treatment. 
At  this  time  the  hemoglobin  was  10.6  Gm.  per  cent, 
red  cell  count  3,390,000  per  cu.  mm.,  hematocrit 
36,  and  reticulocyte  count  2.1  per  cent  (Fig.  2). 
Bone  marrow  aspiration  at  this  time  showed 
erythrocytic  hyperplasia  with  no  evidence  of  hemo- 
siderin deposition. 

During  the  remaining  period  of  venesection  the 
hemoglobin  ranged  between  10.6  Gm.  per  cent  and 
13.3  Gm.  per  cent,  the  red  cell  count  between 
3,200,000  per  cu.  mm.  and  4,800,000  per  cu.  mm., 
the  hematocrit  between  35  and  46,  and  the  reticulo- 
cyte count  between  0.5  and  3.6  per  cent  (Fig.  2). 
The  white  cell  count  and  differential  remained 
within  normal  limits.  Multiple  routine  urine  speci- 
mens were  consistently  sugar  free.  The  serum  iron 
remained  elevated,  ranging  between  170  and  250 
gamma  per  cent. 

Laboratory  studies  over  the  course  of  treatment 
showed  continuous  improvement.  The  following 
are  the  results  of  studies  performed  two  weeks  after 
the  completion  of  the  course  of  phlebotomy.  The 
fasting  blood  sugar  was  108  mg.  per  cent,  and  the 
glucose  tolerance  test  was  normal  with  no  glyco- 
suria. The  blood  urea  nitrogen  was  1 1 mg.  per  cent. 
Total  proteins  were  6.80  Gm.  per  cent,  albumin  4.10 
Gm.  per  cent,  and  globulins  2.00  Gm.  per  cent. 
Cephalin  flocculation  was  negative  in  forty-eight 
hours.  Thymol  turbidity  was  2.7  units,  serum 
bilirubin  0.25  mg.,  and  Bromsulphalein  retention 
3 per  cent  in  forty-five  minutes.  Serum  iron  was 
215  gamma  per  cent. 

Serial  liver  biopsies  (all  from  the  same  general 
area)  on  October  4,  1955  and  November  21,  1955 
show  marked  improvement  over  the  initial  biopsy 
specimen.  Over  the  five-month  period  there  had 
been  a progressive  diminution  in  pigment,  and  the 
portal  areas  were  smaller  and  much  less  cirrhotic 
(Fig.  3). 

Electrocardiogram  and  chest  x-ray  were  un- 
changed. Clinically  the  patient  felt  much  im- 
proved and  had  gained  weight.  The  skin  had  re- 
turned to  almost  normal  color.  He  was  eating  well 
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Fig.  2.  Blood  data  before,  during,  and  after  phlebotomy. 


and  had  no  complaints  other  than  vague  indiges- 
tion. The  liver  and  spleen  were  not  palpable,  and 
there  was  no  evidence  of  cirrhosis  or  diabetes.  He 
was  performing  eight  hours  of  duty  daily  without 
fatigue  or  weakness.  In  April,  1957,  he  was  re- 
admitted because  of  alcoholism.'  Urine,  blood 
count,  liver  chemistries,  and  glucose  tolerance  test 
remained  normal.  The  serum  iron  was  200  gamma 
per  cent.  The  patient  felt  well  and  denied  permis- 
sion to  do  another  liver  biopsy. 

Clinical  and  Laboratory  Response 

The  clinical  improvement  seen  in  this  patient  was, 
to  say  the  least,  dramatic.  After  adequate  phle- 
botomy the  patient  showed  a lessening  of  the  iron 
I deposits  in  the  skin  and  a complete  disappearance 
of  the  diabetic  glucose  curve.  The  muscle  mass  im- 
proved and  weakness  disappeared.  His  appetite 
was  better  and  his  general  psychologic  outlook  was 
more  hopeful. 

Libido  did  not  improve  in  this  patient,  but  the 
lack  of  improvement  was  believed  due  to  the  psy- 
chologic factors  related  to  an  unhappy  marital  situa- 
tion and  not  to  the  disease. 

In  spite  of  marked  loss  of  serum  protein  during 
phlebotomy  (in  this  case  2,450  Gm.  of  serum  protein 
during  the  period  of  bleeding),  there  was  actually  an 


increase  in  the  total  serum  proteins  and  a marked 
increase  in  the  percentage  of  serum  albumin.2)5 
The  Bromsulphalein  retention  decreased,  and  the 
cephalin  flocculation  and  thymol  turbidity  became 
normal.  The  percentage  of  cholesterol  esterifica- 
tion also  improved. 

Hematologic  Response 

In  1953  Davis  and  Arrowsmith2  summarized  the 
world’s  experience  with  massive  phlebotomy  in  30 
cases.  The  over-all  clinical  and  laboratory  im- 
provement was  90  per  cent.  Only  a few  patients 
could  not  tolerate  the  multiple  phlebotomies  or  de- 
veloped severe  anemia  with  treatment.  The  usual 
rate  of  phlebotomy  was  1 to  2 liters  bimonthly,10  and 
phlebotomy  was  continued  on  this  basis  over  a 
fifteen-month  to  two-year  period.  Since  each  500 
cc.  of  blood  contains  about  300  mg.  of  iron,  the  total 
amount  of  iron  removed  was  between  15  and  40  Gm. 
Normally  the  human  body  contains  4 to  5 Gm.  of 
iron,  but  in  this  disease  the  total  body  iron  has  been 
estimated  to  range  between  40  and  00  Gm.  Since 
the  iron  is  available  for  hemoglobin  production, 
phlebotomy  is  possible  without  anemia  developing. 

Phlebotomy  in  this  patient  removed  6 to  7 L.  of 
blood  per  month,  and  over  the  entire  five-and-one- 
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Fig.  3.  Liver  biopsies  on  October  4,  1955  (A  and  B)  and  November  16,  1955  (C  and  D).  A and  C.  Hematoxylin. 

B and  D.  Iron  stain. 


half-month  period  of  bleeding  a total  of  35  L.  were 
removed.  The  total  amount  of  iron  removed  with 
the  blood  is  estimated  to  range  between  20  and  25 
Gm.  To  my  knowledge  this  represents  the  largest 
amount  of  blood  removed  from  a human  being  in 
such  a short  period  of  time,  except  for  patients  with 
polycythemia  vera. 

The  patient  eagerly  accepted  the  procedure  when 
the  purpose  was  explained  to  him,  and  as  the  effects 
of  the  treatment  became  obvious  to  him  he  would 
actually  await  the  next  phlebotomy  with  hope- 
ful anticipation.  Technically  the  venesections  pro- 
ceeded without  complications  and  minimal  throm- 
bosis of  the  veins.  The  difficulty  in  producing  a 
profound  hypochromic  anemia  in  this  patient  indi- 
cates the  ready  availability  for  hemoglobin  produc- 
tion of  the  stored  iron.4  This  is  further  supported 
by  the  continued  elevation  of  the  serum  iron  level 
during  therapy  and  the  absence  of  hemosiderin 
from  the  bone  marrow  once  a marked  erythrocytic 
hyperplasia  had  been  produced  as  a result  of  the 
repeated  chronic  blood  loss.7  The  disappearance  of 
hemosiderin  from  the  bone  marrow,  skin,  liver,  and 


other  tissues  suggests  the  potential  utilization  of  all 
of  the  stored  iron  for  hemoglobin  production. 

The  marked  erythrocytic  hyperplasia  noted  on 
sternal  marrow  aspiration  that  resulted  after  phle- 
botomy indicates  the  unusual  ability  of  the  patient 
with  hemochromatosis  to  manufacture  huge  num- 
bers of  red  cells  in  response  to  chronic  bleeding. 

The  presence  of  an  adequate  supply  of  available 
iron  plus  the  development  of  an  erythrocytic  hyper- 
plasia which  was  stimulated  by  repeated  phlebot- 
omy might  explain  the  relatively  minor  grade  of 
anemia  produced  in  the  patient  with  hemochroma- 
tosis in  spite  of  enormous  chronic  blood  loss  over  a 
relatively  short  period  (Fig.  2). 

The  liver  biopsies  revealed  the  following  serial 
pathologic  changes  (Fig.  3).  In  comparing  the  sec- 
tions one  notices  several  significant  differences.  The 
first  biopsy  is  much  more  fragmented,  suggesting 
that  it  offered  greater  difficulty  in  removal  because 
of  scarring.  With  treatment  there  is  a decrease  in 
the  iron  content  of  the  liver  cells,  and  the  histocytes 
of  the  portal  and  bile  duct  epithelium,  and  a disap- 
pearance of  iron  from  the  Kupffer  cells.  The  ratio  of 
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liver  parenchyma  to  portal  areas  is  much  greater,  as 
are  the  actual  size  of  the  lobules.  The  size  of  the 
portal  areas  and  their  degree  of  cellularity  is  less. 
Eosinophilia  disappeared  with  therapy.  At  no 
time  was  bile  stasis,  mitosis,  or  hemofuscin  demon- 
strable on  any  of  the  sections.  In  summary,  we  are 
dealing  here  with  a patient  who  had  far  advanced  pig- 
ment cirrhosis,  who  in  the  course  of  therapy  has 
shown  a marked  histologic  improvement  within  the 
liver. 

The  significance  of  these  changes  and  actual  re- 
versibility of  an  established  fibrotic  pathologic  en- 
tity is  emphasized  here.  It  is  assumed  that  a simi- 
lar response  to  therapy  is  noted  in  the  other  organs  of 
the  body  affected  by  the  deposition  of  iron  but  not 
accessible  to  biopsy,  with  associated  decrease  in  the 
clinical  symptoms.  If  in  the  future  there  is  a reac- 
cumulation of  iron  pigment,  there  is  no  reason  to  sus- 
pect that  repeated  phlebotomy  would  not  again 
successfully  mobilize  the  excessive  iron. 

Summary 

A case  of  hemochromatosis  treated  with  the  re- 
moval of  35,000  cc.  of  blood  over  a one-hundred- 
and-sixty-day  period  is  presented.  To  my  knowl- 
edge this  is  the  first  patient  to  be  treated  with  such 
massive  and  rapid  phlebotomy.  The  clinical,  lab- 
oratory and  pathologic  pictures  have  improved 
over  all  expectations,  and  the  patient  tolerated  the 
procedure  completely  without  mishap.  The  ab- 
sence of  a significant  degree  of  anemia  in  spite  of  the 
tremendous  loss  of  blood  over  a short  period  can 
only  be  explained  because  of  the  presence  of  ery- 


throcytic hyperplasia  producing  large  numbers  of 
red  cells  and  a large  storage  of  available  iron  for 
hemoglobin  production. 
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Smoking  and  Health:  Joint  Report  of  the  Study  Group  on  Smoking  and  Health 


This  study  group,  sponsored  by  several  official 
and  unofficial  health  organizations,  concludes  that 
the  smoking  of  tobacco,  particularly  in  the  form  of 
cigarets,  is  an  important  health  hazard.  As  such, 
it  indicates  the  need  for  thorough  consideration  of 


appropriate  control  measures  by  agencies  concerned 
with  the  health  of  the  people.  On  the  basis  of  its 
findings,  the  group  recommends  vigorous  pursuit  of 
further  research  on  the  effect  of  smoking  on  health. 
— Science,  June  7, 1957 
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Lead  Poisoning — X:  Effects  of  Lead  Absorption  on  the  Products 

of  Conception 

IRVING  GREENFIELD,  M.D.,  F.A.C.P.,  WOODMERE,  NEW  YORK 


review  of  the  experimental  literature  reveals 
considerable  controversy  concerning  the  role 
which  lead  plays  in  conception,  the  progress  of  a 
pregnancy,  and  the  fetus. 

In  1860  Paul1  made  known  his  observations  con- 
cerning the  noxious  effects  of  lead  on  the  products  of 
conception.  Since  then  a large  literature  has  ac- 
cumulated indicating  that  this  heavy  metal  in  its 
various  forms  can  play  a toxic  role  in  conception  and 
pregnancy  as  well  as  on  the  fetus.  Legge  and 
Goadbv2  reported  that  lead  injures  the  male  germ 
cells  of  the  guinea  pig.  Weller3  poisoned  both 
male  and  female  rats  and  reported  that  when  either 
the  male  or  the  female  were  “loaded,”  the  offspring 
were  definitely'  underweight  and  weak.  Referring 
to  his  experimental  animals,  he  stated  that  while 
plumbism  in  the  male  rats  did  not  increase  the  num- 
ber of  stillbirths,  intoxication  of  the  female  did 
cause  an  increase  in  the  frequency  of  stillbirths.  He 
further  stated  that  there  was  no  correlation  between 
the  increase  in  the  frequency  of  stillbirths  and  the 
severity  of  the  intoxication.  In  his  Gaulstonian 
lecture  Oliver4  recorded  an  epidemic  of  stillbirths 
which  occurred  in  Yorkshire.  The  noxious  metal 
was  lead  absorbed  from  lead  water  pipes.  In  1894 
Porak5  reported  his  observations  on  the  effect  of 
experimental  saturnism  on  the  female  guinea  pig. 
He  stated  that  although  abortion  rarely  occurred 
in  the  guinea  pig,  many  of  the  young  were  born 
dead  or  died  soon  after  birth.  Because  lead  was 
found  in  the  tissues  of  the  newborn  guinea  pigs  for  a 
long  time  after  birth,  he  postulated  that  lead  trav- 
ersed the  placental  barrier.  Aub  et  al .6  stated  that 
in  a small  series  of  experiments  no  lead  was  found 
in  the  tissue  of  the  offspring  of  “loaded”  animals. 
Paul1  theorized  that  lead  injured  only  the  germ  cells 
formed  during  the  existence  of  the  intoxication  state. 
It  was  Alice  Hamilton’s7  opinion  that  lead  does  not 
kill  the  germ  cells.  She  postulated  that  it  only 


harms  them  so  that  the  fetus  either  dies  or  remains 
undersized.  Legge8  observed  that  under  the  con- 
ditions of  its  general  use  in  England  there  was  little 
evidence  that  a male  lead  worker  is  less  likely  to  be- 
get children  or  that  his  children  are  more  likely  to  be 
unhealthy  than  are  those  of  men  working  in  any 
other  industrial  process.  However,  he  reported 
menstrual  dysfunction  and  an  increased  tendency 
toward  miscarriage  in  females  employed  in  industry 
where  lead  constituted  a hazard. 

From  the  above  contradictions  it  is  evident  that 
much  confusion  exists  in  the  available  literature 
and  that  this  problem  should  be  reinvestigated. 
With  improved  methods  for  the  determination  of 
lead  in  tissue  and  excreta  and  with  our  present  knowl- 
edge of  the  metabolism  of  heavy  metals  it  seems 
desirable  to  re-evaluate  the  findings  reported  by 
others.  The  opportunity  of  this  investigator  to 
study  the  metabolism  of  lead  in  the  female  was 
small.  During  the  past  two  decades  Gray  and 
Greenfield9  have  studied  a large  group  of  individuals 
with  industrial  plumbism.  The  incidence  of  fe- 
males in  this  series  of  425  cases  was  less  than  1 per 
cent.  Various  phases  of  the  investigations  have 
been  reported.  The  only  opportunity  to  investi- 
gate the  problem  in  a pregnant  female  is  the  reason 
for  this  report.  It  is  hoped  that  others  will  record 
their  observations  in  females  in  whom  the  oppor- 
tunity was  available  to  study  the  metabolism  of 
lead  prior  to  and  during  pregnancy. 

Case  Report 

A twenty-one-year-old  woman  was  employed  in 
the  wiring  room  on  an  assembly  line  where  radio  and 
phonograph  wares  were  soldered  to  contact  spots. 
Ventilation  was  good,  but  the  girls  did  not  wear 
masks.  For  seven  years  she  wrorked  at  the  soldering 
bench.  During  the  last  three  years  of  her  employ 
she  was  the  supervisor  of  her  department.  In  the 
line  of  her  duties  she  demonstrated  the  method  of 


TABLE  I. — Hemogram  and  Blood  Studies 


Blood  Study 

June 

August 

October 

February 

March 

Hemoglobin  (per  cent) 

69 

72 

76 

82 

96 

Red  blood  cells 

3,200,000 

3,150,000 

4,900,000 

4,280, 000 

4,320,000 

White  blood  cells 

5,900 

6,300 

9,750 

9,450 

10,200 

Polymorphonuclears  (per  cent) 

71 

68 

58 

66 

67 

Lymphocytes  (per  cent) 

28 

30 

37 

31 

32 

Eosinophils  (per  cent) 

1 

2 

1 

1 

1 

Blood  sugar  (mg.  per  cent) 

116 

107 

100 

103 

93 

Uric  acid  (mg.  per  cent) 

3.4 

3.7 

4.8 

4.4 

3.6 

Urea  nitrogen  (mg.  percent) 

22.4 

11.25 

10.82 

11.09 

10  82 

Sedimentation  rate  (mm.  per  hour) 

9 

9 

5 

8 

16 
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TABLE  II. — Lead  Content  in  Blood  and  Urine  During 
Pregestation  Interval 


✓ Urine * 

Blood 

Date 

Amount 

Mg.  of  Lead 

Submitted 

Mg.  of  Lead 

per  100  Gm. 

1952 

(cc.) 

Present 

of  Whole  Blood 

July 

810 

0.101 

0.0122 

August 

890 

0.17 

0 003 

October 

834 

0 070 

none 

December 

863 

0.033 

none 

soldering  to  the  new  employes  and  did  general  super- 
vising in  that  department.  She  moved  about  the 
assembly  line  freely  and  wore  no  mask.  Fumes  of 
the  molten  solder  would  come  up  into  her  face,  and 
she  inhaled  them.  In  March,  1951,  she  complained 
of  abdominal  cramplike  pains,  constipation,  and  a 
general  run  down  feeling.  She  also  complained  of 
pains  along  the  ramus  of  the  left  mandible.  In  spite 
of  the  above  complaints  she  remained  at  her  job  for 
nine  months.  In  January,  1952,  she  stopped 
working  because  of  progressively  increasing  weak- 
ness, weight  loss,  persistence  of  abdominal  pains 
and  cramps,  pains  along  the  ramus  of  the  left 
mandible,  a metallic  taste,  and  pains  in  the  wrists. 

Examination  revealed  a white  female  who  was  in 
obvious  pain.  She  had  a suspicious  Burtonian  line 
at  the  second  upper  incisor  gum  line.  There  was 
paresthesia  of  the  skin  over  the  ramus  of  the  left 
mandible.  It  corresponded  in  area  to  the  distri- 
bution of  the  mandibular  branch  of  the  trigeminal 
nerve.  The  systolic  pressure  of  mm.  of  mercury 
was  110,  and  the  diastolic  was  70.  Her  weight  was 
1 10  pounds.  The  remainder  of  the  examination  was 
normal.  The  teleoroentgenogram  and  the  electro- 
cardiogram were  normal.  There  were  no  lead 
deposits  in  the  epiphyses  of  several  of  the  long  bones 
which  were  x-rayed.  A diagnosis  of  plumbism 
was  made.  The  blood  studies  other  than  lead  are 
recorded  in  Table  I. 

Polychromasia,  basophilic  stippling,  and  anisoey- 
tosis  were  preseut  in  smears  on  occasion. 

A Wassermann  test  was  negative. 

Her  lead  metabolism  during  the  pregestation 
period  can  be  followed  in  Table  II.  In  July  and 
August  of  1952  the  urine  contained  abnormal 
amounts  of  lead.  The  patient  was  placed  on  ther- 
apy as  outlined  in  a previous  communication;10 
namely,  a high  vitamin,  high  phosphorous  diet, 
and  intravenous  phosphate  solution.  On  this  re- 
gime the  lead  in  the  blood  was  bound  as  an  insol- 
uble tertiary  lead  phosphate  and  thus  rendered 
inert.  Symptomatically  she  was  considerably  im- 
proved. Her  lead  metabolism  was  controlled. 
The  hemogram  improved.  The  lead  in  the  urine 
diminished,  and  there  was  no  appreciable  amount 
of  lead  in  the  blood.  She  gained  in  weight,  and 
the  pain  in  the  left  side  of  the  face  disappeared. 
The  abdominal  colic  subsided,  and  the  bowel  func- 
tion reverted  to  a more  normal  habit.  By  Decem- 
ber, 1952,  the  amount  of  lead  in  the  blood  was  too 
small  to  be  estimated  by  a modification  of  the 


TABLE  III. — -Lead  Content  in  Urine  and  Blood  Ddring 
Pregnancy 


Urine • Blood 


Date 

1953 

Amount 
Submitted  (cc.) 

Lead 

Content  (mg.) 

Mg.  of  Lead 
Per  100  Gm. 

February 

984 

0.11 

0.005 

April 

869 

0.092 

0.003 

May 

944 

0.011 

0.01 

July 

905 

0.091 

negative 

August 

714 

0.014 

negative 

October 

944 

0.003 

negative 

Kehoe  method.  In  863  cc.  of  urine  submitted  to 
the  laboratory  for  examination  there  were  0.033 
mg.  of  lead.  There  were  no  stippled  cells  in  the 
blood  smear. 

She  reported  for  examination  in  February,  1953, 
and  brought  with  her  a specimen  of  urine  which  rep- 
resented the  complete  output  for  the  previous  day. 
A sample  of  blood  was  drawn,  and  both  specimens 
were  submitted  to  the  laboratory  for  examination 
regarding  their  lead  content.  The  blood,  which  on 
two  previous  occasions  contained  lead  in  amounts 
too  small  to  be  estimated,  now  contained  0.005  mg. 
of  lead  in  100  Gm.  of  whole  blood.  The  urine, 
which  in  October  and  December  of  1952  contained 
amounts  of  lead  which  were  within  normal  limits, 
contained  0.11  mg.  of  lead  in  984  cc.  Although  the 
blood  lead  level  was  within  the  normal  range,  the 
urine  contained  an  abnormal  amount  of  lead.  After 
interrogation  the  patient  acknowledged  the  fact 
that  her  menstrual  period  was  delayed.  The 
metabolism  of  lead  from  that  time  to  the  termina- 
tion of  the  pregnancy  is  recorded  in  Table  III. 
It  is  of  interest  to  note  that  in  spite  of  the  high 
phosphate  regime  the  lead  showed  considerable  mobi- 
lization with  the  start  of  pregnancy.  During  the  first 
trimester  the  amount  of  lead  in  the  urine  was  at  ap- 
proximately normal  value.  At  no  time  was  the  blood 
lead  found  to  be  elevated  beyond  the  normal.  On 
only  one  occasion  was  there  stippling  present  in  the 
red  blood  cells.  This  was  3 per  50  high  power  field  in 
March.  The  gestation  was  uneventful,  and  at  term 
a seven-pound,  normal  baby  girl  was  delivered  spon- 
taneously. The  baby  was  normal  in  every  respect. 
At  birth,  specimens  of  blood  were  obtained  from 
the  mother  and  from  the  cord.  They  were  ex- 
amined for  their  lead  content.  In  addition,  the 
placenta  in  its  entirety  was  submitted  to  the  labo- 
ratory for  examination  regarding  its  lead  content. 
In  the  maternal  blood  which  was  examined  spec- 
troscopically there  was  a trace  of  lead  in  amounts 
too  small  to  be  estimated.  Neither  the  cord 
blood  nor  the  placenta  itself  contained  detectable 
amounts  of  lead.  In  July,  1954,  six  months  post- 
partum, there  was  0.02  mg.  of  lead  in  an  886  cc. 
specimen  of  urine,  and  the  blood  contained  no  lead. 

One  cannot  from  a single  case  report  draw  any 
conclusions.  One  only  can  state  that  in  the  case 
presented  lead  affected  neither  the  gestation  nor  the 
fetus  adversely.  It  also  can  be  stated  that  in  the 
reported  case  lead  did  not  traverse  the  placental 
barrier.  At  this  writing  the  baby  is  four  years  of 
age  and  has  developed  as  any  normal  child  of  her  age. 
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Conclusion 

A case  of  plumbism  in  a female  with  metabolic 
studies  preceding  and  during  gestation  is  reported. 
Although  there  may  have  been  some  disturbance  in 
the  metabolism  of  lead  incident  to  the  onset  of  con- 
ception with  its  known  pituitary  gland  stimulation, 
neither  the  gestation  nor  the  fetus  were  affected  ad- 
versely. 

799  Central  Avenue 
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Pesticide  Chemicals 

The  National  Agricultural  Chemicals  Association, 
in  its  "Fact  Sheet  on  Pesticide  Chemicals,”  points 
out  the  ways  in  which  the  use  of  pesticide  chemicals 
benefits  the  public.  The  following  statements  are 
quoted  in  the  “Fact  Sheet”  answering  the  question: 

How  do  pesticide  chemicals  used  in  food  produc- 
tion benefit  the  public? 

“These  materials  were  developed  because  they 
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on  the  farm  should  be  abandoned,  but  it  is  safe 
to  say  that  we  could  not  commercially  produce 
apples,  peaches,  potatoes,  citrus,  and  tomatoes,  to 
mention  only  a few  crops;  and  yields  of  many  others 
would  be  drastically  reduced.  . . .It  seems  evident 
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sects and  other  pests.” 
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in  Food  Production 

. . .These  materials  help  to  give  us  an  opportu- 
nity to  choose  the  kind,  the  quantity,  and  the  form 
in  which  we  want  our  food  and  to  select  diets  that 
are  nutritionally  adequate  to  safeguard  health.” — 
Dr.  Hazel  K.  Stiebeling,  Director,  Institute  of 
Home  Economics,  Agricultural  Research  Service, 
U.S.  Department  of  Agriculture. 

“The  proper  use  of  pesticides  in  food  production 
not  only  saves  food  crops  from  destruction,  it  also 
protects  food  we  eat  from  contamination,  from  fly 
and  rodent  droppings,  insect  parts,  worms,  and  fun- 
gus diseases.  The  question  is  whether  consumers 
want  a reduced  quantity  of  foods,  some  of  which  are 
thus  contaminated,  or  whether  they  prefer  clean  food 
which  may  bear  a minute  trace  of  a thoroughly 
tested  and  approved  chemical.  The  U.S.  Public 
Health  Service,  the  Federal  Food  and  Drug  Adminis- 
tration, food  technologists,  and  medical  doctors  have 
worked  consistently  for  the  clean,  safe  foods  pro- 
tected, when  necessary  by  the  proper  use  of  pesti- 
cide chemicals.” — L.  S.  Hitchner,  Executive 
Secretary,  National  Agricultural  Chemicals  Associa- 
tion. 


Spontaneous  Disappearance  of  Gallstones  in  a Patient  With 

Pancreatic  Cysts 

PHILIP  BOND,  M.D.,  AND  IRVING  S.  SHINER,  M.D.,  F.A.C.S.,  NEW  YORK  CITY 


Tt  is  generally  believed  that  gallstones,  once  they 
have  formed,  will  remain  in  the  gallbladder  unless 
removed  surgically.  In  presenting  this  case  we 
add  to  two  similar,  previously  described  cases  in 
which  such  stones  have  disappeared  spontaneously. 
We  suggest,  therefore,  that  under  certain  circum- 
stances the  process  is  not  an  irreversible  one  and 
may  even  be  influenced  medically. 

Case  Report 

The  patient,  a woman  in  her  middle  fifties,  was 
referred  to  one  of  us  (P.  B.)  for  an  x-ray  survey  of 
her  gastrointestinal  tract.  She  had  no  symptoms 
at  this  time,  but  her  past  history  was  quite  sig- 
nificant. About  fifteen  years  earlier  she  suffered  a 
severe  attack  of  pain  in  the  upper  part  of  the  abdo- 
men which  was  found,  on  laparotomy,  to  be  due  to 
an  acute  hemorrhagic  pancreatitis.  Little  more 
than  drainage  could  be  done  at  this  time,  but  a sub- 
sequent operation  disclosed  a large  retrogastric  cyst 
of  the  pancreas.  This  was  drained  and  marsupi- 
alized,  and  she  made  an  uneventful  recovery  from  this 
operation.  She  remained  symptom-free,  and  after 
an  interval  of  five  years  she  was  referred  elsewhere 


j-t  Fig.  1.  Film  taken  in  1946.  Gallbladder  densely 
packed  with  stones. 
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Fig.  2.  Film  taken  in  1955.  No  evidence  of  stones. 


for  an  x-ray  appraisal  of  her  gastrointestinal  tract 
and  gallbladder.  There  were  no  abnormal  findings 
except  for  a large,  poorly  functioning  gallbladder 
which  was  packed  with  radiolucent  stones  (Fig.  1). 
She  declined  any  further  operations  and  chose  in- 
stead to  remain  on  a fat-free  “gallbladder  diet” 
and  to  take  Caroid  and  bile  salts.  This  was  her 
only  treatment,  and  she  followed  it  very  faithfully. 
At  no  time  did  she  have  any  abdominal  symptoms, 
her  only  other  complaints  being  an  occasional  upper 
respiratory  infection  and  an  occasional  mild  asth- 
matic attack.  Nine  years  after  her  first  x-ray  series 
we  re-examined  her  and  found  to  our  great  surprise 
that  the  gallbladder  now  functioned  well  and  was 
completely  free  of  stones  (Fig.  2).  We  carefully 
rechecked  the  films  to  rule  out  any  possible  error  in 
identification,  and  we  could  find  none.  The  gastro- 
intestinal tract  was  otherwise  normal,  but  there  was 
a large,  rounded  mass  in  the  left  upper  abdominal 
quadrant  which  was  not  related  to  stomach,  intes- 
tines, or  kidney  (Fig.  3).  We  believed  this  to  repre- 
sent a large  cyst  of  the  pancreas,  and  this  was  sub- 
sequently confirmed  at  operation.  At  operation 
(I.  S.  S.)  the  cyst  was  dissected  free,  aspirated,  and 
a gastrocystostomy  performed.  The  gallbladder 
was  carefully  palpated  and  inspected,  and  no  stones 
or  other  masses  were  noted.  The  surface  was  smooth 
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Fig.  3.  Film  taken  after  fatty  meal  (1955).  Good 
contraction  of  gallbladder.  No  stones  present.  Large 
cyst  of  the  pancreas. 


and  there  were  no  adhesions  to  any  other  organ,  a 
fact  which  would  exclude  the  possibility  of  a gall- 
stone fistula.  The  patient  had  a very  stormy  post- 
operative course  but  finally  recovered  and  is  now  well 
and  completely  free  of  symptoms. 

Com  men  t 

Spontaneous  disappearance  of  gallstones  seldom 
has  been  reported  in  the  literature.  In  1942  Kom- 
merell  and  Wolpers1  reported  a case  which  they 
followed  for  six  years  with  serial  x-ray  studies.  They 
were  able  to  demonstrate  a gradual  diminution  in 
size  and  number  of  the  stones,  and  they  felt  that  the 
disappearance  was  due  primarily  to  dissolution. 
In  1956  Miller2  reported  a case  which  was  confirmed 
operatively  to  be  free  of  stones,  although  a previous 
x-ray  study  definitely  showed  their  presence.  He, 
too,  felt  that  their  disappearance  was  due  to  dissolu- 
tion. 

There  are,  of  course,  three  possibilities  in  the  man- 
ner of  their  disappearance:  Per  viae  naturales, 

through  a fistulous  opening,  and  by  dissolution. 

The  first  two  can  be  largely  excluded  in  this  case 


because  of  the  lack  of  any  symptoms  of  gallstone 
colic  and  the  absence  of  x-ray  or  surgical  evidence 
of  any  fistulous  tract  or  adhesions.  It  is  possible  for 
a small  stone  or  two  to  pass  into  the  intestine  through 
the  common  duct  without  causing  any  marked  symp- 
toms, but  it  is  hardly  credible  that  a “bagful”  of 
stones  as  visualized  in  Fig.  1,  some  of  them  larger 
than  the  ducts,  could  have  passed  without  causing 
any  distress.  Gradual  dissolution  with  the  sub- 
sequent passage  of  smaller  fragments  is  a more  likely 
possibility  and  may  even  be  related  to  the  develop- 
ment of  the  pancreatic  cysts.  The  latter,  of  course, 
is  a moot  point  which  must  await  further  cases  to 
establish  whether  or  not  this  is  a consequence  or 
merely  a coincidence.  Therefore,  it  is  our  belief, 
too,  that  these  stones  disappeared  because  they  were 
dissolved  by  a process  which  was  hitherto  believed 
to  be  an  irreversible  one. 

In  our  case,  as  well  as  in  the  two  others  men- 
tioned, it  is  probable  that  the  stones  were  of  the 
pure  cholesterol  type;  that  is,  negative  shadows  in 
a dye-filled  viscus,  and  were  without  evidence  of 
calcification.  Such  deposition  of  cholesterol  may 
occur  under  certain  conditions  as  cited  by  Best  and 
Taylor3  and  in  the  very  interesting  experimental  work 
of  Kleeberg.4  The  precipitation  of  cholesterol  out  of 
solution  may  be  due  to  an  abnormally  low  ratio  of 
bile  salts  to  cholesterol.  In  the  absence  of  infection 
or  abnormal  metabolic  process  this  would  lead  to  the 
formation  of  pure  cholesterol  stones.  If  other 
conditions  supervene,  these  stones  then  may  con- 
tain calcium  or  bilirubin.  We  believe  that  up  to 
this  latter  point  the  reaction  is  reversible.  We 
know  of  no  instances  where  positive  shadow  stones 
(containing  calcium  or  bilirubin  in  addition  to 
cholesterol)  have  disappeared  spontaneously. 

How  did  these  stones  disappear?  We  are  in- 
clined to  believe  that  the  negative  shadows  in  the 
gallbladder  represented  soft  cholesterol  deposits 
which  precipitated  out  of  the  bile  because  of  an 
imbalance  in  the  ratio  of  bile  salts  to  cholesterol  and 
that  in  this  stage  the  reaction  is  reversible  and 
may  have  been  helped  by  the  Caroid  and  bile  salts 
which  were  so  faithfully  taken  by  the  patient. 
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A 'puritan  is  a person  who  pours  righteous  indignation  into  the  wrong  things. — G.  K.  Ches- 
terton 
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Carcinoma  of  the  Duodenal  Bulb 


KALEVI  KETTUNEN,  M.I).,  HELSINKI,  FINLAND 
( From  the  Department  of  Radiology,  Maria  Hospital) 


Malignant  lesion  of  the  duodenal  bulb  is  an 
extreme  rarity.  A study  of  the  literature 
reveals  that  carcinoma  of  the  duodenum  constitutes 
not  over  0.25  per  cent  of  all  cancers  and  less  than 
3 per  cent  of  cancers  of  the  gastrointestinal  tract.1"4 
Stewart  and  Lieber5  reviewed  the  literature  and 
adding  their  own  two  cases  found  altogether  only 
13  cases  in  which  carcinoma  was  localized  in  the 
duodenal  bulb.  Hartzell1  reported  the  fourteenth 
case. 

The  rarity  of  a preoperative  diagnosis  in  these 
cases  has  been  noted.  Only  three  of  the  reported 
cases  were  correctly  diagnosed  preoperatively,  and 
in  each  of  these  cases  the  diagnosis  was  made 
roentgenographically. 

The  most  frequent  clinical  symptoms  and  signs  of 
this  condition  according  to  the  reports  are  pain, 
vomiting,  palpable  tumor,  anemia,  weakness,  loss  of 
weight,  occult  blood,  anorexia,  nausea,  jaundice, 
and  intermittent  fever. 

The  usual  pathologic  type  of  lesion  is  adeno- 
carcinoma. Although  very  rarely,  carcinoma  lo- 
calized in  the  duodenal  bulb  may  originate  in  a 
duodenal  ulcer.6 

The  average  duration  of  life  in  cases  of  carcinoma 
of  the  duodenum  is  given  as  months.  The  longest 
duration  is  generally  found  in  cases  in  which  the 
lesion  is  located  in  the  first  portion  of  the  duodenum. 
Mateer  and  Hartman3  state  that  there  are  a few 
records  of  cure  following  surgery. 

Case  Report 

A forty-three-year-old  male  was  admitted  to  the 
Maria  Hospital  with  an  acute  rectal  hemorrhage  for 
diagnosis  and  therapy.  A review  of  his  past  history 
revealed  that  he  had  been  treated  for  tuberculosis  of 
the  right  lung  at  the  age  of  eighteen.  After  that  he 
had  not  required  medical  attention,  aside  from  a 
normal  number  of  routine  control  examinations  of 
the  chest,  until  the  age  of  thirty-seven  when  a duo- 
denal ulcer  was  diagnosed  and  treated  medically. 
An  appendectomy  was  performed  at  the  age  of 
forty-two.  One  year  prior  to  admission  he  had  an 
attack  of  hemoptysis.  However,  no  active  tuber- 
culosis of  the  lungs  was  found. 

Physical  examination  disclosed  a pale  male  pa- 
tient, 180  cm.  tall,  weighing  77.5  Kg.  The  pulse  was 
88,  blood  pressure  125/75,  and  temperature  30. 4 C. 
Abdominal  examination  revealed  an  operation  scar 
of  the  right  lower  quadrant  and  slight  tenderness  to 
the  right  from  navel.  No  mass  was  palpable.  Rec- 
tal examination  was  negative. 

Laboratory  examinations  showed  a hemoglobin  of 


Fig.  1.  Roentgenogram  of  the  gastrointestinal  tract 
shows  coarse  and  thickened  gastric  mucosa  and  de- 
formed duodenal  cap. 


52  per  cent,  red  blood  cell  count  of  3,208,000,  white 
blood  cell  count  of  3,700,  and  platelet  count  of  2G3,- 
000.  Blood  sedimentation  rate  was  8 mm.  in  one 
hour  (Westergren),  and  Wassermann  and  Kahn 
tests  were  negative.  Feces  was  positive  for  occult 
blood.  Repeated  examinations  of  sputum  revealed 
no  tubercle  bacilli. 

After  admission  the  patient  was  given  two  blood 
transfusions  of  500  cc.  each,  and  after  these  the 
hemoglobin  was  59  per  cent  and  red  blood  cell 
count  3,550,000. 

A roentgen  examination  of  the  chest  showed 
calcifications  in  both  lung  fields  but  no  signs  of  an 
active  tuberculosis.  A gastrointestinal  roentgen 
examination  showed  coarse  and  thickened  gastric 
mucosa  and  contracted  duodenal  cap,  constantly 
irregular  in  outline  (Figs.  1 and  2).  There  was  no 
delay  in  gastric  emptying. 

A partial  gastric  resection  was  performed. 
Pathologic  report  given  by  Professor  I.  Wallgren 
was  adenocarcinoma  of  the  duodenal  bulb  (Fig.  3). 
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Fig.  2.  Spot  film  made  during  roentgenoscopy  of  the 
gastrointestinal  tract.  The  duodenal  bulb  is  markedly 
irregular  in  outline  and  presents  a projection  from  its 
greater  curvature  aspects. 

After  discharge  the  patient  has  remained  asympto- 
matic for  seven  years. 

Summary 

A case  of  adenocarcinoma  of  the  duodenal  bulb 
is  reported.  The  patient  was  admitted  with  a 
massive  hemorrhage  from  the  gastrointestinal  tract. 
This  symptom  can  be  added  to  the  list  of  signs 
summarized  by  other  authors.  In  this  case  car- 
cinoma may  have  originated  in  a duodenal  ulcer. 

Apollonkatu  23 


Fig.  3.  Photomicrograph  showing  adenocarcinoma 
of  the  duodenal  bulb.  Muscular  tissue  of  the  duodenal 
wall  is  infiltrated  by  anaplastic  cells  which  are  present 
in  glandular  formation. 


References 

1.  Hartzell,  H.  V.:  Radiology  39:  474  (1942). 

2.  Howes,  W.  E.:  New  York  State  J.  Med.  37:  1997 
(Dec.  1)  1937. 

3.  Mateer,  J.  G.,  and  Hartman,  F.  W.:  J.A.M.A.  99: 
1853  (Nov.  26)  1932. 

4.  Sheinmel,  A.,  and  Joffe,  A.:  Am.  J.  Roentgenol.  66: 
65  (1951). 

5.  Stewart,  H.  L.,  and  Lieber,  M.:  Ann.  Surg.  35:  99 
(1937). 

6.  Rothaug,  E.:  Frankf.  Z.  Path.  54:  275  (1940). 


Those  men  of  the  world  who  go  through  it  in  armour,  defend  themselves  from  quite  as  much 
good  as  evil. — Charles  Dickens 
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CLINICAL  ANESTHESI A 


CONFERENCE 

A series  of  conferences  on  medical  emergencies 
in  Ihe  operaliny  room  including  causes  of  death 
during  anesthesia 

Prepared  by  the  Anesthesia  Study  Committee  of  the 
New  't  ork  State  Society  of  Anesthesiologists 

merel  h.  hahmel,  m.d.,  Chairman 


Postanesthetic  Apnea — Causes  and  Management 


The  occurrence  of  apnea  at  the  end  of  oper- 
ation in  anesthesia  may  have  many  causes, 
not  the  least  of  which  is  overdosage  with  anes- 
thetics or  their  adjuvants.  In  these  days  of  the 
use  of  multiple  agents  it  is  sometimes  difficult  to 
determine  which  one  of  a variety  of  drugs  may  be 
responsible  for  the  apnea  and  to  differentiate  it 
from  some  pathologic  catastrophe  which  may 
have  affected  the  respiratory  center.  The  case 
to  be  described  illustrates  an  episode  of  postanes- 
thetic apnea  and  reveals  how  the  injudicious 
administration  of  potent  drugs  can  bring  about 
this  situation. 

Case  Report 

The  patient,  an  eighty-one-vear-old  white  male, 
was  admitted  to  the  hospital  because  of  failing  vi- 
sion. Three  years  previously  a cataract  had  been 
removed  from  his  right  eye  with  poor  results.  I n the 
intervening  period  the  vision  in  his  left  eye  had  be- 
come more  and  more  impaired,  and  finally  a diag- 
nosis of  cataract  was  made.  He  had  been  healthy 
most  of  his  life,  and  except  for  the  previous  oper- 
ation, his  past  history  was  noncontributory.  Physi- 
cal examination  revealed  an  old  man  who  appeared 
more  or  less  his  stated  age.  He  had  rather  marked 


senile  emphysema,  but  he  was  able  to  lie  quietly 
with  his  head  on  one  pillow.  The  chest  sounds  were 
clear  but  distant.  The  heart  was  not  enlarged,  and 
although  there  was  evidence  of  peripheral  arteriolo- 
sclerosis,  the  blood  pressure  was  140/90,  pulse  80,  and 
respirations  20.  The  only  laboratory  examination 
carried  out  prior  to  his  operation  was  a hemoglobin 
determination  and  urine  examination.  The  hemo- 
globin was  12  Gm.  per  cent,  and  the  urine  was 
negative. 

The  cataract  was  removed  from  the  left  eye  under 
Pentothal,  Demerol,  and  nitrous  oxide  anesthesia. 
Intubation  was  facilitated  with  60  mg.  of  succinyl- 
choline.  The  procedure,  lasting  approximately  one 
hour,  was  entirely  uneventful,  and  the  patient  was 
sent  to  the  recovery  room  in  good  condition. 

His  convalescence  was  slow,  and  two  weeks  later 
the  iris  of  the  left  eye  prolapsed  through  the  incision. 
An  emergency  operation  for  the  repair  of  the  pro- 
lapse was  proposed.  His  general  condition  was 
essentially  the  same  as  before.  This  time  he  re- 
ceived for  preanesthetic  medication  100  mg.  of 
Nembutal,  50  mg.  of  Demerol,  and  0.4  mg.  of  scopol- 
amine one  hour  and  thirty-five  minutes  prior  to  the 
induction  of  anesthesia.  When  he  arrived  in  the 
operating’  room,  his  blood  pressure  was  140/80, 
pulse  60,  and  respirations  16.  Immediately  on  ar- 
rival he  was  given  20  mg.  of  Demerol  mixed  with 
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Lorfan  (100:1).  Fifteen  minutes  later  induction 
was  begun  with  150  mg.  of  Pentothal  followed  by  15 
mg.  of  d-tubocurarine  given  intravenously.  Orotra- 
cheal intubation  was  carried  out  without  difficulty 
and  nitrous  oxide-oxygen  anesthesia  (6:2)  was  be- 
gun. Fifteen  minutes  after  the  initial  injection  of 
d-tubocarurine,  and  as  the  patient’s  eye  was  being 
prepared  for  operation,  he  began  to  move  about  on 
the  operating  table.  An  additional  9 mg.  of  d- 
tubocarurine  was  injected,  after  which  he  became 
quiet,  and  the  operation  was  started.  The  patient’s 
respirations  were  controlled  by  the  anesthetist 
through  the  entire  fifty-five  minute  procedure.  The 
blood  pressure  was  maintained  at  150  to  160/90  and 
the  pulse  at  60  per  minute.  In  the  course  of  oper- 
ation he  received  100  mg.  of  Pentothal  and  30  mg. 
of  the  Demerol-Lorfan  mixture. 

This  eightv-one-year-old  patient  had  therefore 
received  in  the  hour  and  fifteen  minutes  of  anes- 
thesia a total  of  250  mg.  of  Pentothal,  24  mg.  of 
d-tubocurarine,  and  60  mg.  of  a Demerol-Lorfan 
mixture.  The  last  dose  of  d-tubocurarine  was  given 
one  hour  prior  to  the  conclusion  of  the  operation. 

At  the  end  of  operation  the  patient  was  uncon- 
scious and  apneie.  The  anesthetist,  believing  the 
apnea  to  be  due  to  curare  overdose,  prepared  to  ad- 
minister one  of  its  pharmacologic  antagonists,  neo- 
stigmine. To  avoid  the  muscarinic  effect  of  neo- 
stigmine 0.6  mg.  of  atropine  was  given  intravenously, 
and  eight  minutes  later  the  neostigmine  injection 
was  begun. 

Neostigmine  2.5  mg.  was  given  intravenously 
over  a four-and-one-half  minute  period.  Although 
there  was  no  overt  effect  on  the  respiratory 
apparatus,  the  heart  rate,  which  had  risen  to 
84  after  the  administration  of  atropine,  returned  to 
60  five  minutes  after  the  injection  of  neostigmine 
was  completed. 

Twenty-five  minutes  after  the  neostigmine  had 
been  given  diaphragmatic  activity  was  noted. 
Respiration,  however,  still  required  active  assist- 
ance. An  additional  mg.  of  Lorfan  was  injected, 
and  although  this  did  not  affect  respiratory  activ- 
ity, the  blood  pressure  rose  to  220/110.  Finally, 
one  hour  and  twenty  minutes  after  the  completion 
of  operation  the  diaphragm  and  the  lower  inter- 
costal muscles  began  to  work  effectively.  It  was 
thought  that  ventilation  was  adequate,  and  the  pa- 
tient was  extubated,  but  within  a few  minutes 
Cheyne-Stokes  respiration  supervened.  When  500 
mg.  of  caffeine  sodium  benzoate  was  injected,  the 
Cheyne-Stokes  pattern  disappeared,  and  normal 
respiratory  activity  was  re-established.  The  pa- 
tient was  then  sent  to  the  recovery  room.  His 
respiratory  activity  was  well-maintained,  and  his 
subsequent  course  was  entirely  uneventful. 

Comment 

This  particular  case  is  a good  illustration  of  the 


injudicious  use  of  drugs  in  an  aged  patient. 
One  would  first  call  attention  to  the  rather  exces- 
sive amount  of  preanesthetic  medication  which 
was  given  (100  mg.  of  Nembutal  and  50  mg.  of 
Demerol).  It  is  surprising  that  this  elderly 
gentleman  did  not  develop  circulatory  depres- 
sion from  this  combination  of  drugs  which  so 
often  produces  hypotension  in  the  aged.  How- 
ever, it  is  probable  that  the  substrate  for  the  sub- 
sequent development  of  apnea  was  the  “heavy 
premedication.”  Furthermore,  24  mg.  of  d-tubo- 
curarine given  to  a patient  in  this  age  group  is 
definitely  excessive. 

When  treating  apnea  in  a young,  healthy  pa- 
tient, one  may  push  the  pharmacologic  antago- 
nist, neostigmine,  to  higher  dosage  (up  to  5 mg.), 
but  having  attempted  its  use  without  effect  in 
this  particular  case  it  was  probably  just  as  well 
that  the  agent  was  discontinued  when  it  was. 
The  dose  of  atropine  given  prior  to  the  neostig- 
mine failed  to  prevent  the  neostigmine-induced 
bradycardia.  However,  in  giving  atropine  to  the 
aged  one  must  balance  the  need  for  adequate  va- 
gal blockade  against  the  dangers  inherent  in  the 
production  of  tachycardias.  Taken  together  it 
would  appear  that  the  anesthetic  approach  made 
in  this  instance,  namely  the  use  of  high  concentra- 
tions of  curare  for  immobility  and  the  contem- 
plated use  of  antagonist,  was  ill-conceived  in  a 
patient  of  this  advanced  age. 

When  the  antagonist  proved  ineffective  in  re- 
storing respiration,  the  possibility  was  entertained 
that  the  apnea  could  have  been  due  to  a mech- 
anism other  than  that  caused  by  muscular 
blockade.  That  there  was  some  concern  about 
this  was  evidenced  by  the  administration  of  Lor- 
fan, but  this  too  was  ineffectual.  It  would  per- 
haps have  been  better  advised  to  have  used  a 
known  respiratory  stimulating  agent,  such  as 
Coramine  or  caffeine  in  its  stead  as  a diagnostic 
test  of  respiratory  center  depression. 

It  must  also  be  kept  in  mind  that  anesthetic 
agents  themselves  and  the  technics  of  anesthesia 
have  been  associated  with  prolonged  apneas  of 
up  to  forty-five  minutes.  Such  cases  have  been 
reported  particularly  with  agents  such  as  Pento- 
thal and  cyclopropane,  especially  when  controlled 
respiration  has  been  the  method  of  anesthetic 
management.  Rarely,  pathologic  catastrophes 
which  may  profoundly  affect  the  respiratory  cen- 
ter can  occur  during  operation,  and  for  the  sake 
of  completeness  one  must  mention  the  neurologic 
complications  which  may  arise  in  neurosurgical 
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procedures  that  can  produce  postoperative  and 
postanesthetic  apneas.  Time  will  generally  dif- 
ferentiate the  causes,  and  here  too,  the  problem 
was  resolved  by  the  passage  of  time  and  the  con- 
tinued assistance  to  respiration  given  by  the 
anesthetist.  It  would  appear  that  had  no  drug 
therapy  been  instituted  in  the  postoperative 
period,  the  recovery  would  have  been  equally  fast 
and  possibly  faster. 

Fortunately,  most  of  the  apneas  which  occur 
in  the  postoperative  period  are  of  relatively  short 
duration  and  can  be  adequately  cared  for  simply 
by  artificial  ventilation.  To  determine  respir- 


atory adequacy  when  respiration  is  resumed  it  is 
desirable  to  have  apparatus  available  for  measur- 
ing minute  volume  or  tidal  volume.  Occasionally 
an  apnea  associated  with  the  muscle  relaxants 
defies  all  treatment  and  goes  on  to  a fatal  ter- 
mination. However,  with  the  more  judicious  use 
of  these  potent  drugs  (and  this  case  once  again 
illustrates  the  hazards  of  the  heavy  hand  no  mat- 
ter how  well-intentioned)  one  must  exercise  care 
and  discretion. 

It  is  always  wise  during  any  protracted  pro- 
cedure to  assess  periodically  whether  or  not  re- 
spiratory activity  is  present. 


( Number  thirty-eight  of  a series  of  Clinical  Anesthesia  Conferences) 


AM  A Statements  on  Social  Security 


Noting  that  the  Social  Security  program  has  an 
ever-increasing  need  for  funds  and  that  payments 
are  a generation  behind,  the  American  Medical 
Association  questions  the  source  of  the  additional 
money.  Statements  on  various  aspects  of  this 
problem  are  made  by  the  Association  in  a bulletin  on 
Social  Security  as  follows: 

“The  government,  while  slow  to  acknowledge 
anything  wrong  with  the  Social  Security  System, 
underestimated  the  demand  for  benefits.  Women 
who  could  obtain  benefits  at  62,  63,  and  64  decided 
to  do  so  even  if  the  payments  were  less  than  they 
would  be  at  65.  Farmers  suddenly  turned  out  to  be 
older  than  expected.  Some  began  to  pay  social  se- 
curity taxes  on  reported  income  of  $4,200  which  ex- 
ceeded their  income  in  prior  years.  Then  they  ap- 
plied for  benefits  after  paying  taxes  for  six  quarters. 
Many  people  who  had  retired  and  were  well  beyond 
65  years  of  age,  dug  up  jobs  for  themselves  and  paid 
social  security  taxes  for  18  months,  thereby  qualify- 
ing for  benefits  from  $30  to  $108.50  monthly  for  life. 
Social  security  experts  in  making  their  cost  projec- 
tions underestimated  the  ingeniousness  of  the  Ameri- 
can people  when  Federal  give-aways  are  as  widely 
advertised  as  are  social  security  benefits.” 

“In  one  way  or  another,  on  one  excuse  or  another, 
social  security  tax  payments  are  being  boosted  every 
year  or  two  instead  of  at  five-year  intervals  as  origi- 
nally planned.  In  1954,  the  base  was  raised  from 
$3,600  to  $4,200.  In  1956,  the  tax  rate  was  in- 
creased. Now,  Representative  Kean  wants  to 
raise  the  base  rate  from  $4,200  to  $4,800  beginning 


in  1959.  Then  in  1960,  the  tax  rate  is  scheduled  to 
increase  */*  per  cent  for  both  employe  and  employer, 
and  3/4  per  cent  for  the  self-employed.  There  is  no 
way  of  knowing  just  how  expensive  social  security 
‘insurance’  is  actually  going  to  be.” 

“In  the  first  five  months  of  the  85th  Congress,  the 
lawmakers  introduced  more  than  a hundred  bills  de- 
signed to  broaden  the  Social  Security  program  in  one 
way  or  another.  Such  open-handed  proposals  in- 
variably win  acclaim,  and  more  tangible  rewards 
at  the  polls,  for  their  sponsors.  But  the  alarming 
fact  is  that  years  ahead  of  schedule,  the  growth  of 
the  Old  Age  and  Survivors  Insurance  Trust  Fund 
has  come  to  an  end.  At  the  moment  it  is  paying 
out  more  than  it  is  taking  in.  This  unexpected  def- 
icit shoidd  serve  as  a red  flag  to  the  Treasury,  the 
taxpayer,  and  all  those  who  are  looking  forward  one 
day  to  receiving  retirement  checks  of  their  own. 
However  generous  its  motives,  even  a Federal  pen- 
sion fund  cannot  go  on  incurring  obligations  which 
exceed  its  resources.” 

“OASI  is  a system  under  which  the  active  workers 
and  their  employers  are  contributing  the  taxes  neces- 
sary to  pay  benefits  to  their  fellow  citizens  on  the 
benefit  rolls.  The  active  workers  now  covered  un- 
der the  system  must  look  for  their  own  old-age  bene- 
fits, not  in  any  large  measure  to  the  Trust  Fund, 
which  is  only  a moderate  buffer  fund  to  cover  tem- 
porary excess  of  benefit  payments  over  tax  receipts, 
but  mainly  to  the  willingness  of  the  next  generation 
of  active  workers  to  pay  the  increased  taxes  out  of 
which  the  retirement  benefits  will  come.” 
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William  Harold  Amos,  M.D.,  of  Yonkers,  died  on 
August  2 at  the  age  of  fifty-nine.  Dr.  Amos  gradu- 
ated in  1925  from  Boston  University  School  of 
Medicine. 


Clarence  Garfield  Bandler,  M.D.,  of  New  York 
City,  died  on  November  16  at  the  age  of  seventy- 
seven.  Dr.  Bandler  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1904  and  interned  at  Bellevue  Hospital.  He  was 
former  professor  of  urology  and  chairman,  Depart- 
ment of  Urology,  and  a consultant  in  urology  at 
University  Hospital.  Dr.  Garfield  was  a Diploinate 
of  the  American  Board  of  Urology  and  a former 
vice-president  of  the  Board,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the  American 
Urological  Association,  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical  Society 
for  which  he  had  served  as  president  in  1938,  the 
Medical  Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Hugh  Burke  Blackwell,  M.D.,  retired,  died  in  Le 
Roy  Hospital  on  November  3 at  the  age  of  seventy- 
six.  Dr.  Blackwell  graduated  from  the  University 
of  Yirginia  Department  of  Medicine  in  1901  and 
interned  at  Bellevue  and  Lying-In  Hospitals,  New 
York  Eye  and  Ear  Infirmary,  and  Riverside  and 
Willard  Parker  Hospitals.  He  was  formerly  head 
oral  surgeon  at  New  York  Eye  and  Ear  Infirmary 
and  after  his  retirement,  continued  to  serve  as 
advisory  surgeon  there.  Dr.  Blackwell  was  a 
Diplomate  of  the  .American  Board  of  Otolaryngology 
and  a member  of  the  .American  Otological  Society, 
Inc.,  the  American  Laryngological,  Rhinological  and 
Otological  Society,  the  New  York  Academy  of 
Medicine,  and  the  New  York  Otological  Society. 

Paul  F.  Cavanagh,  M.D.,  retired,  of  Great  Neck, 
died  on  November  4 at  his  home  at  the  age  of  eightv- 
four.  Dr.  Cavanagh  graduated  from  Bellevue 
Hospital  Medical  College  in  1896. 

Benjamin  Franklin  Colegrove,  M.D.,  of  Syracuse, 
died  on  October  31  at  the  age  of  seventy-one.  Dr. 
Colegrove  graduated  in  1908  from  Syracuse  Univer- 
sity College  of  Medicine.  He  was  the  super- 
intendent and  surgeon-in-chief  at  Onondaga  General 
Hospital.  Dr.  Colegrove  was  a member  of  the 
Onondaga  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Wilbur  R.  Ehinger,  M.D.,  of  Ebenezer,  died  on 
October  6 in  Mercy  Hospital  at  the  age  of  sixty-five. 
Dr.  Ehinger  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1920.  He  was  an 
attending  in  pediatrics  at  Mercy  Hospital.  Dr. 
Ehinger  was  a member  of  the  Erie  County  Medical 
Society  and  the  Medical  Society  of  the  State  of  New 
A'ork.' 

William  Entwistle  Garlick,  M.D.,  of  Wappingers 
Falls,  died  in  Vassal-  Brothers  Hospital,  Pough- 
keepsie, on  November  8 at  the  age  of  seventy-five. 
Dr.  Garlick  graduated  from  Albany  Medical  College 
in  1904.  He  was  a consulting  physician  at  Vassal- 
Brothers  Hospital  where  he  was  a former  chief  of 
staff.  Dr.  Garlick  was  a member  of  the  Dutchess 
County  Medical  Society  of  which  he  was  a former 
president,  the  Medical  Society  of  the  State  of  New 
A'ork,  and  the  .American  Medical  Association. 

Henryk  Goldfarb,  M.D.,  of  New  A'ork  City,  died 
in  Mount  Sinai  Hospital  on  November  12  at  the  age 
of  fifty-one.  Dr.  Goldfarb  received  his  medical 
degree  from  the  University  of  Wilno  in  1931.  He 
was  a clinical  assistant  attending  physician  at  Beth 
David  Hospital.  Dr.  Goldfarb  was  a member  of  the 
New  A'ork  County  Medical  Society  and  the  Medical 
Society  of  the  State  of  New  A'ork. 

Andrew  Dunsmore  Hubbs,  M.D.,  of  Geneva,  died 
on  September  25  at  his  home  at  the  age  of  sixty-two. 
Dr.  Hubbs  graduated  from  Syracuse  University 
College  of  Medicine  in  1921.  He  had  retired  in 
June  from  practice  and  since  1951  had  served  as 
Ontario  County-  coroner  and  college  physician  at 
Hobart  and  William  Smith  College.  In  June,  1953, 
he  received  a special  citation  from  the  Alumni 
Council  of  Hobart  College  for  service  to  the  College 
and  his  community.  He  was  the  first  medical 
adviser  to  the  College  of  the  Seneca  and  had  served 
as  college  physician  since  1931.  Recently-,  Dr. 
Hubbs  received  the  Sesquicentennial  Citizens  Cita- 
tion on  Geneva  Day-  at  the  sesquicelebration  for 
oustanding  service  as  a phy-sician  to  the  com- 
munity-. He  was  attending  pediatrician  at  General 
Hospital  and  a member  of  the  Geneva  Academy-  of 
Medicine,  Ontario  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  A'ork,  and  the 
American  Medical  Association. 

Richard  Moncure  Macrae,  M.D.,  retired,  of 
Staten  Island,  died  on  November  5 at  the  age  of 
eighty.  Dr.  Macrae  graduated  in  1906  from 
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Columbia  University  College  of  Physicians  and 
Surgeons.  He  had  formerly  been  on  the  staffs  of 
Bellevue  Hospital,  the  Hospital  for  Ruptured  and 
Crippled,  and  Mount  Sinai  Hospital.  Dr.  Macrae 
was  a member  of  the  Richmond  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  Hyman  Merker,  M.D.,  of  the  Bronx,  died 
on  November  4 at  his  home  at  the  age  of  fifty-five. 
Dr.  Merker  graduated  from  New  York  University 
and  Bellevue  Hospital  Medical  College  in  1925  and 
interned  at  Montefiore  Hospital.  He  was  a Diplo- 
mate  of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Gastroenterology, 
and  a member  of  the  American  Congress  of  Physical 
Medicine  and  Rehabilitation,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Seth  Minot  Milliken,  M.D.,  retired,  of  New  York 
City,  died  at  his  home  on  November  18  at  the  age  of 
eighty-two.  Dr.  Milliken  graduated  from  Columbia 
University  College  of  Physicians  and  Surgeons  in 
1902  and  interned  at  Sloane  and  Roosevelt  Hos- 
pitals. He  was  a consultant  in  surgery  at  French 
and  Lincoln  Hospitals.  Dr.  Milliken  had  been  re- 
tired since  1952.  In  1953  he  received  the  award  of 
the  Goodwill  Industries  of  New  York  which  is  pre- 
sented to  persons  who  have  not  permitted  personal 
handicaps  to  interfere  with  civic  service  and  in  1954 
he  was  honored  by  the  New  York  Academy  of 
Medicine  with  a plaque  for  outstanding  services. 
Following  World  War  I he  headed  the  Reconstruc- 
tion Hospital  in  New  York  City.  Dr.  Milliken 
was  a Diplomate  of  the  American  Board  of  Surgery, 
a Fellow  of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  Academy  of  Medicine  of 
which  he  was  a former  treasurer,  the  New  York 
Surgical  Society,  the  New  York  County  Medical 
Society  which  recently  elected  him  a life  member, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Robert  V.  Powell,  M.D.,  of  Elmira,  died  on 
November  1 at  St.  Joseph’s  Hospital  at  the  age  of 
fifty-nine.  Dr.  Powell  graduated  in  1924  from  the 
University  of  Buffalo  School  of  Medicine.  He  was  a 
consulting  physician  in  internal  medicine  at  St. 
Joseph’s  Hospital.  Dr.  Powell  was  a member  of  the 
Chemung  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Josef  Saxl,  M.D.,  retired,  of  New  York  City,  died 
on  November  10  at  the  age  of  eighty-nine.  Dr.  Saxl 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1892.  Dr.  Saxl  was  a 


member  of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Isadore  Marwell  Shapero,  M.D.,  retired,  of 
Rochester,  died  on  October  27  at  his  home  at  the  age 
of  seventy-three.  Dr.  Shapero  graduated  in  1907 
from  Cornell  University  Medical  College.  He  was  a 
Diplomate  of  the  American  Board  of  Otolaryngology 
and  a member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Monroe  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

Perry  Homer  Shaw,  M.D.,  retired,  of  Bingham- 
ton, died  on  October  31  at  the  age  of  eighty-three. 
Dr.  Shaw  graduated  from  the  Long  Island  College 
Hospital  Medical  School  in  1898.  Dr.  Shaw  was  a 
member  of  the  Binghamton  Academy  of  Medicine, 
the  Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Emanuel  Siner,  M.D.,  of  Kew  Gardens,  died  on 
November  8 at  his  home  at  the  age  of  sixty-nine. 
Dr.  Siner  graduated  in  1910  from  New  York  Univer- 
sity and  Bellevue  Hospital  Medical  College.  He 
was  a consulting  physician  at  Jamaica  Hospital. 
Dr.  Siner  was  a member  of  the  Queens  County 
Medical  Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Association. 

James  M.  Tarsy,  M.D.,  of  New  York  City,  re- 
tired, died  on  November  5 at  his  home  at  the  age  of 
fifty-seven.  Dr.  Tarsy  received  his  medical  degree 
in  1932  from  the  University  of  Bologna.  He  was  an 
associate  attending  physician  at  Bellevue  and  Uni- 
versity Hospitals.  Dr.  Tarsy  was  a member  of  the 
American  Rheumatism  Association,  the  New  York 
Rheumatism  Association,  the  New  York  County 
Medical  Society,  and  the  Medical  Society  of  the 
State  of  New  York. 

Alexander  King  Winter,  M.D.,  of  New  Rochelle, 
died  on  June  21  at  the  age  of  eighty-eight.  Dr. 
Winter  graduated  from  Columbia  University  College 
of  Physicians  and  Surgeons  in  1892. 

Abraham  Zobler,  M.D.,  of  Far  Rockaway,  died  on 
November  8 at  the  age  of  sixty-two.  Dr.  Zobler 
received  his  medical  degree  in  1921  from  the  Univer- 
sity of  Vienna.  He  was  an  associate  attending 
physician  in  general  practice  at  St.  Joseph’s  Hos- 
pital, Far  Rockaway.  Dr.  Zobler  was  a member  of 
the  Queens  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  American 
Medical  Association. 


There  are  virtues  which  become  crimes  by  exaggeration. — Alexandre  Dumas 
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Tust  how  much  money  does  the  Federal  govern- 

ment  spend  on  health  programs  and  just  how  is 
it  spent? 

The  answers  are  not  easy  to  come  by,  but  each 
year  the  Washington  Office  of  the  American  Medi- 
cal Association  gathers  together  all  of  the  bits  and 
pieces  of  information  needed  to  explain  where  and 
how  the  U.S.  is  involved  in  medicine,  from  cancer 
research  to  treating  workmen’s  sniffles.  Some  of 
the  material  comes  directly  from  appropriation  bills, 
but  where  programs  and  projects  are  not  identified 
there,  the  responsible  government  officials  are  con- 
sulted for  the  breakdown. 

For  all  health  and  medical  purposes  the  U.S.  dur- 
ing the  current  fiscal  year  is  spending  approximately 
two  and  one-half  billion  dollars.  This,  despite 
months  of  economy  talk  in  the  administration  and 
in  Congress  earlier  in  the  year,  is  about  the  same 
figure  as  last  year. 

The  survey  also  unearthed  some  interesting  side- 
lights that  show  perhaps  more  graphically  than  the 
dollar  marks  the  extent  to  which  Federal  medical 
activities  are  spreading  among  almost  all  agencies 
and  departments. 

At  least  23  U.S.  cabinet  departments  and  inde- 
pendent agencies  are  engaged  in  some  medical  oper- 
ations, and  there  are  at  least  79  separate  health- 
medical  activities  worthy  of  listing  and  describing. 
Many  of  these  in  turn  are  responsible  for  scores  and 
scores  of  individual  operations. 

This  year  the  relatively  new  Department  of 
Health,  Education,  and  Welfare  tops  the  list  of  all 
departments  in  health-medical  spending  with 
$849,394,800,  bounding  past  Veterans  Administra- 
tion and  Defense  Department,  which  up  to  now 
have  been  at  the  head  of  the  column.  VA  is  spend- 
ing $849,374,000,  within  20  thousand  dollars  of 
HEW,  but  Defense  Department  this  year  drops  back 
more  than  80  million,  to  702  million  dollars,  largely 
because  the  decreasing  size  of  the  armed  forces 
means  fewer  uniformed  men  and  dependents  to  care 
for. 

Next  comes  Atomic  Energy  Commission,  but  its 
medical  spending  of  40  million  dollars,  mostly  for  re- 
search, is  far  down  the  column  from  the  Big  Three. 

International  Cooperation  Administration  has  37 
million  dollars  to  help  our  friends  overseas  to  raise 
their  medical  standards.  The  other  19  departments 
and  agencies  have  substantially  less,  the  last  item 
being  the  $12,145  allocated  to  the  physician  en- 
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trusted  with  keeping  members  of  Congress  as  healthy 
as  possible. 

For  the  first  time  the  AMA  report  compiles  infor- 
mation on  the  programs  in  which  the  U.S.  partici- 
pates for  payments  because  of  disability.  Among 
those  receiving  these  payments  are  veterans,  dis- 
abled beneficiaries  under  social  security,  disabled 
railroad  workers,  etc. 

Because  this  money  is  not  all  Federal  and  comes 
from  several  tax  sources — OASI  and  railroad  payroll 
deductions  as  well  as  general  U.S.  revenue — it  is  not 
added  to  other  Federal  medical  costs  in  the  AMA 
study.  For  the  current  fiscal  year  the  total  of  these 
“payments  for  disability”  is  about  3.2  billion  dollars. 

Notes 

Federal  Trade  Commission  and  Food  and  Drug 
Administration  joined  together  to  warn  drug  manu- 
facturers against  using  “false  and  misleading  claims” 
to  promote  drug  products  for  use  against  Asian  in- 
fluenza. It  was  pointed  out  that  vaccine  is  the  only 
protection,  and  that  a physician  is  needed  if  there  are 
complications. 

Meeting  at  the  invitation  of  the  Children’s 
Bureau,  a group  of  specialists  in  the  health  fields  dis- 
cussed use  of  x-rays  of  the  newborn  and  pregnant 
women  and  concluded  that  restraint  must  be  exer- 
cised. 

There  has  been  remarkable  progress  in  the  last 
five  years  in  the  fight  against  tuberculosis,  but  there 
are  still  at  least  250,000  active  cases  in  the  United 
States.  This  is  the  gist  of  a special  nationwide  sur- 
vey by  Public  Health  Service  and  the  National 
Tuberculosis  Association. 

While  visiting  Russian  women  scientists  were  tell- 
ing of  a 25-cent  drug  to  treat  Asian  influenza,  it  was 
learned  that  some  members  of  the  Russian  Embassy 
staff  in  Washington  had  been  vaccinated  with  Ameri- 
can vaccine. 

In  a major  address,  President  Eisenhower  pleaded 
for  more  private  financial  aid  to  medical  colleges 
and  warned  against  the  dangers  of  Federal  controls 
in  this  field. 

When  asked  his  opinion  on  legislation  for  the  hos- 
pitalization of  the  aged  under  Social  Security,  Secre- 
tary Folsom  warned  against  the  tax  increase  that 
would  have  to  accompany  the  plan,  possibly  a sug- 
gestion that  the  administration  will  oppose  the  idea 
next  year  as  it  did  last. 

Reversing  a previous  policy,  the  Internal  Revenue 
Service  now  says  it  is  possible  for  a group  of  doctors 
to  practice  as  an  “association,”  thereby  qualifying 
for  approximately  the  same  tax  benefits  they  would 
receive  under  the  proposed  Jenkins-Keogh  law. 
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Scale  for  Weighing  Bed  Patients 


To  the  Editor: 

We  recently  organized  a study  for  the  treatment 
of  burns.  We  realized  that  the  management  of  these 
cases  would  be  helped  considerably  by  periodic  vveigh- 


Fig.  1.  Freight  scale  and  stretcher. 


ing  of  the  patients.  Since  scales  for  weighing  bed 
patients  are  very  expensive,  we  assembled  an  old 
freight  scale  and  an  old  stretcher  (Fig.  1).  The 
stretcher  minus  its  wheels  was  securely  fastened  to 
the  scale  platform  (Fig.  2).  Large  casters  were 
put  on  the  scale,  and  the  entire  platform  was 
balanced.  It  became  a simple  matter  to  slide  bed 


patients  on  to  the  scale. 

We  have  found  it  extremely  useful  for  manage- 
ment of  fluid  and  electrolyte  problems  and  all  di.s- 


Fig.  2.  Stretcher  attached  to  scale  platform. 


turbances  of  the  metabolic  state  where  periodic 
weight  determination  is  important. 

Alan  A.  Kane,  M.D. 
Edward  Major 

Coney  Island  Hospital 
Brooklyn,  New  York 


Voluntary  Nonprofit  Insurance 


To  the  Editor: 

In  January,  1926,  our  State  Journal  published  a 
communication  from  Mr.  George  W.  Whiteside,  the 
counsel  of  the  State  Society  at  that  time,  from  which 
I have  made  brief  extracts.1 

The  inexorable  law  of  punishment  that  follows 
transgression  cannot.  . .be  abandoned  in  law 
making. ...  So  control  and  regulation  of  the  pro- 
fession mean  power  to  enforce  penalties  against 


1 New  York  State  J.  Med.  26:  70  (Jan.  15)  1926. 


fraud,  deceit,  quackery,  and  dishonesty.  Under 
our  present  law  this  power  already  exists,  but  ex- 
perience has  shown  that  lay  control  and  super- 
vision which  we  now  have  are  inadequate  and  un- 
successful. As  the  doctors  themselves  fix  their 
own  standards  of  professional  conduct  and  under- 
stand the  importance  of  maintaining  professional 
integrity  they  seem  better  fitted  to  judge  infrac- 
tions of  that  code. 

The  physicians  realize  that  the  assertion  of 
definite  principles  of  honor,  fair  dealing,  and 
honorable  practice  by  physicians  may  be  ac- 
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cepted  by  a large  number  of  physicians,  but  the 
enforcement  of  those  standards  on  and  against 
physicians  who  are  indifferent  or  antagonistic  to 
such  principles  becomes  an  imperative  neces- 
sity. . . . The  rights  of  the  community  are  pre- 
served, not  through  the  necessity  of  enforcing 
such  observance  on  the  man}-,  but  by  securing  such 
observance  by  suitable  punishment  or  the  fear 
of  it,  of  those  who  defy  those  rights. 

It  seems  opportune  that  what  was  said  thirty- 
one  years  ago  should  be  brought  up  to  date  with 
relation  to  current  issues  and  events. 

Voluntary  nonprofit  insurance  puts  a new  empha- 
sis on  a better  regulation  and  control  of  the  conduct 
of  doctors,  or  particularly,  the  conduct  of  at  least 
a few  of  them. 

The  Superintendent  of  Insurance  of  the  State  of 
New  York  is  charged  with  regulation  of  the  conduct 
of  plans  licensed  under  Article  IX-c  of  the  Insurance 
Law.  That  law  does  not  invest  the  Superintendent 
with  authority  over  the  conduct  of  doctors  who  par- 
ticipate in  the  function  of  this  law.  (The  Labor 
Law,  Workmen’s  Compensation  Law  in  relation  to 
medical  care  of  injured  workmen,  does  invest  the 
Commissioner  of  Labor  and  his  Department  with 


full  authority  over  the  conduct  of  participating 
physicians. ) 

Today’s  licensed  plans  (Blue  Shield,  Blue  Cross, 
and  others)  have  no  authority  to  investigate,  judge, 
and  impose  penalties  on  wrong-doers  whose  conduct 
may  imperil  the  continued  successful  operation  of 
voluntary  insurance.  Neither  does  the  Insurance 
Law  invest  the  local  county  medical  society  with 
legal  authority  to  investigate  conduct  or  judge  and 
recommend  penalties  for  doctor-misconduct  such  as 
provided  under  the  Labor  Law. 

If  voluntary  nonprofit  insurance  cannot  be  suc- 
cessfully administered,  the  last  resort  of  our  public 
will  be  to  a Federal  or  State  paternalized  insurance. 
Mr.  Whiteside,  in  the  full  text  from  which  the  quote 
is  taken,  lays  emphasis  on  the  fact  that  doctors,  and 
only  doctors,  have  the  understanding  to  properly 
regulate  professional  conduct,  and  it  is  now  time  for 
the  profession  to  demand  of  the  Legislature  the  power 
and  authority  to  exercise  its  responsibilities  in  this 
task. 

Frederic  E.  Elliott,  M.D. 

122  76th  Street 
Brooklyn  9,  New  York 


The  Asian  Flu 


To  the  Editor: 

On  August  15  a group  of  42  adults  from  America 
started  a tour  of  Europe  in  London,  England,  and 
within  three  weeks  every  member  of  the  party  had 
had  Asian  Flu  in  various  degrees.  The  group  was 
composed  of  24  physicians,  their  wives  and  families, 
and  two  tour  conductors.  In  spite  of  the  infection, 
the  tour  continued  through  Scotland,  Holland, 
Germany,  Switzerland,  Italy,  and  France  until  its 
conclusion  in  Paris  on  September  25.  Five  mem- 
bers left  the  party  in  Switzerland  and  returned  to 
America.  One  patient,  a woman  physician,  was 
hospitalized  in  Zurich  when  her  illness  was  com- 
plicated by  paratyphoid. 

The  illness  began  with  general  malaise,  headache, 
severe  muscular  and  bone  pain,  a dry  throat  which 
was  not  sore,  string}-  saliva,  and  an  unproductive 
cough.  There  was  little  or  no  coryza.  There  was 
some  conjunctivitis,  the  eyes  were  very  heavy,  and 
there  was  a great  desire  to  sleep.  In  several  cases 
the  headache  was  severe  as  though  there  were  an 
encephalitis.  The  fever  seldom  went  over  101  F., 
but  in  a number  the  temperature  went  to  103  F. 
This  did  not  last  more  than  twenty-four  hours.  In 
a few  cases  there  was  gastrointestinal  disturbance, 
but  this  was  not  generally  notable.  There  was 


absolute  loss  of  appetite  for  three  or  four  days  and 
consequent  dehydration.  Improvement  was  by 
lysis,  and  in  a few  cases  the  cough  became  slightly 
productive  as  the  patient  improved  but  cleared 
within  a week.  In  no  case  was  pulmonary  conges- 
tion found.  In  every  case  there  was  complete 
recovery  within  two  weeks. 

Therapy  was  symptomatic,  and  aspirin  for  twenty- 
four  to  forty-eight  hours  was  usually  sufficient. 
Three  patients  who  had  fever  up  to  103  F.  took 
biotics.  Several  remained  in  bed  for  twenty-four 
hours  when  the  tour  allowed  it,  but  usually  the 
individuals  kept  on  with  the  schedule,  whether  by 
bus  or  train.  Except  for  the  hospitalized  patient, 
who  allowed  herself  to  be  badly  dehydrated  before 
consulting  anybody,  the  others  left  the  tour  more 
from  anxiety  than  physical  disability. 

It  is  evident  from  this  intense  observation  of  42 
cases  of  Asian  Flu  that  it  is  extremely  contagious  but 
self-limiting  if  no  complications  develop. 

James  L.  McCartney,  M.D. 

223  Stewart  Avenue 
Garden  City,  New  York 
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National  Council  on  Alcoholism  -A  reference  li- 
brary on  alcoholism  is  now  available  at  the  head- 
quarters of  the  National  Council  on  Alcoholism  in 
the  New  York  Academy  of  Medicine  building. 
Containing  books,  pamphlets,  rare  documents  and 
papers  of  medical  and  scientific  interest,  this  li- 
brary was  made  possible  by  a gift  from  the  collec- 
tion of  the  late  Dwight  Anderson,  by  his  wife,  Marie 
Warner  Anderson. 

Important  additions  have  also  been  received  re- 
cently from  Dr.  E.  M.  Jellinek,  Sc.D.,  and  from  the 
papers  of  the  late  Dr.  Haven  Emerson. 

The  resources  of  this  library  are  open  to  all  per- 
sons interested  in  the  study  of  alcoholism.  Hours 
are  10  a.m.  to  4 p.m.,  Monday  through  Friday, 
Room  556A,  2 East  103rd  Street,  New  York  City. 

Pediatrics  Teaching  Day — Dr.  Jerome  Glaser, 
pediatrician-in-chief  at  Genesee  Hospital,  Roches- 
ter, was  the  visiting  lecturer  at  the  annual  post- 
graduate program  in  pediatrics,  Albany  Medical 
College,  November  13. 

Dr.  Paul  R.  Patterson,  professor  and  chairman  of 
the  Department  of  Pediatrics  at  the  College  was 
chairman  of  the  program.  Topics  included  the  use 
of  adrenal  steroids,  hemodialysis  in  children,  diag- 
nosis of  learning  disabilities  in  children,  and  prob- 
lems of  prematurity. 

Brooklyn  Doctors’  Symphony — The  Brooklyn 
Doctors’  Symphony  will  present  its  first  concert  of 
the  1957-58  season  on  Friday,  February  28,  at  8:30 
p.m.  at  the  Brooklyn  High  School  for  Homemaking. 
Physicians  and  dentists,  as  well  as  non-medical  mu- 
sicians may  become  members  of  this  organization. 
Rehearsals  are  held  Wednesday  evenings  in  the 
school  auditorium,  901  Classon  Avenue,  at  8:30  p.m. 
For  further  information  contact  Dr.  Benjamin  A. 
Rosenberg,  chairman  of  publicity  committee,  909 
President  Street,  Brooklyn  15,  New  York. 

Academy  of  Psychosomatic  Medicine — Three 
New  York  physicians  were  elected  officers  of  the 
Academy  of  Psychosomatic  Medicine  at  the  fourth 
annual  meeting  in  Chicago,  October  17  through  19. 

Dr.  Lester  L.  Coleman,  New  York  City,  was 
elected  vice-president;  Dr.  Wilfred  Dorfman, 
Brooklyn,  will  be  secretary,  and  Dr.  Maury  Sanger, 
of  Brooklyn,  became  historian. 

Perinatal  Mortality  Meeting — As  a follow-up  to  a 
study  released  two  years  ago  on  perinatal  mortality 
by  the  New  York  Academy  of  Medicine,  a meeting 
was  held  October  29  at  the  Academy.  The  meet- 


ing, attended  by  100  specialists  in  the  fields  in- 
volved, was  sponsored  by  official  and  voluntary  or- 
ganizations. 

Participants  divided  into  groups  to  discuss  ques- 
tions raised  by  the  original  report.  They  made  sug- 
gestions on  the  education  of  expectant  mothers,  im- 
provement of  maternity  care,  the  improvement  of 
record-keeping  for  study  purposes,  and  methods  of 
decreasing  the  mortality  rate  of  prematures,  the 
cause  of  two-thirds  of  perinatal  deaths. 

Chairmen  of  the  committees  were:  Dr.  It.  Gor- 
don Douglas,  professor  of  obstetrics  and  gynecology, 
Cornell  University  Medical  College;  Dr.  Duncan 
W.  Clark,  chairman  and  professor  of  environmental 
medicine,  Downstate  Medical  School;  Dr.  Gilbert 
J.  Vosburgh,  professor  of  obstetrics  and  gynecology, 
Columbia-Presbyterian  Medical  Center;  Dr.  Sam 
Z.  Levine,  pediatrician-in-chief,  New  York  Hospital; 
Dr.  George  M.  Wheatley,  chairman,  District  II, 
American  Academy  of  Pediatrics;  Dr.  Henry  W. 
Kolbe,  director  of  medical  services,  New  York  City 
Department  of  Health;  Dr.  Louis  M.  Heilman, 
chairman  and  professor  of  obstetrics  and  gynecol- 
ogy, Downstate  Medical  School;  Dr.  Morey  R. 
Fields,  director  of  health  education,  New  York  City 
Department  of  Health;  Dr.  Virginia  Apgar,  pro- 
fessor of  anesthesiology,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  and  Dr.  Bernard 
J.  Pisani,  director  of  obstetrics  and  gynecology,  St. 
Vincent’s  Hospital. 

American  Medical  Education  Foundation — Con- 
tributors to  the  American  Medical  Education 
Foundation  for  the  month  of  October  were:  Baby- 
lon; Drs.  Edgar  D.  Congdon  and  William  J.  God- 
frey; Bayport:  Dr.  Herman  LeBow;  Bay  Shore: 
Dr.  W.  Wreciona;  Binghamton:  Dr.  Albert  E. 
Hathaway;  Brentwood:  Dr.  Leon  Madowitz; 

Brightwaters:  Dr.  A.  E.  Paganini;  Brooklyn:  Dr. 
Charles  H.  Birnberg;  Colton:  Dr.  David  O.  Clem- 
ent; Corning:  Dr.  Parker  M.  Hoffman;  East 

Setauket:  Dr.  Mildred  V.  Black;  Hamlin:  Dr.  Paul 
Marx. 

Helmuth:  Dr.  Robert  F.  Wagner;  Huntington: 
Dr.  William  L.  Harris;  Jamaica:  Dr.  Peter  A.  Mi- 
celi;  Lake  Ronkonkoma:  Dr.  T.  Fried;  Larch- 
mont:  Dr.  Peter  A.  Fauci;  Montour  Falls:  Dr. 
J.  J.  Norton;  Mt.  Vernon:  Drs.  Otto  Sommer  and 
William  Van  Wie;  Newburgh:  Dr.  W.  J.  Hutch- 
ins; New  York  City:  Drs.  Arthur  I.  Blieden,  Jed 
H.  Irvine,  H.  R.  Klein,  and  Henry  M.  Scheer;  Os- 
sining: Dr.  Leon  Kienholz;  Patchogue:  Drs.  My- 
ron L.  Hafer,  P.  J.  Laviano  and  Louis  J.  Scorda- 
maglia;  Riverhead:  Dr.  Victor  K.  Young;  Sloats- 
burg:  Dr.  Leonard  W.  Benedetto;  Smith  town: 
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Dr.  John  F.  Shea;  Syracuse:  Dr.  Leon  A.  Chad- 
wick; Watkins  Glen:  Dr.  W.  C.  Stewart;  White 
Plains:  Dr.  Stanley  F.  Altman;  Yonkers:  Dr. 

Angelo  R.  Onorato. 

The  Collegium  Internationale  Allergologicum — - 

Dr.  Bela  Schick,  who  introduced  the  Schick  test  for 
diphtheria,  was  awarded  the  first  honorary  fellowship 
in  the  Collegium  Internationale  Allergologicum. 
The  award  was  made  at  a dinner  celebrating  Dr. 
Schick’s  89th  birthday  anniversary. 

Of  the  nine  American  fellows  of  the  Collegium, 
three  are  from  New  York  City.  They  are  Drs.  E. 
A.  Rabat,  M.  Murray  Peshkin,  and  Harold  C. 
Wolff. 


Medical  Women’s  Tour  of  Europe — Professional 
programs,  sightseeing,  and  relaxation  are  all  in- 
cluded in  the  Medical  Women’s  International  Asso- 
ciation Tour  to  Europe.  The  tour  is  offered  in  con- 
nection with  the  organization’s  eighth  Congress  in 
London, July  15  through  21,  1958. 

Dr.  Ada  Chree  Reid,  New  York  City,  is  in  charge 
of  the  tour.  She  announced  the  following  schedule: 
June  2(5  through  July  15 — Ireland,  Scotland,  and 
England;  July  15  through  21 — London;  July  22 
through  30 — Brussels  and  Paris,  and  July  30  through 
August  24 — Basque  Country,  Spain,  and  Portugal. 

Individuals  may  take  only  a part  of  the  tour  and 
extend  their  time  in  particular  countries.  For  fur- 
ther information  write  the  Association  for  Academic 
Travel  Abroad,  Inc.,  550  Fifth  Avenue,  New  York 
36,  New  York. 

Indian  Doctor  —Indian  Doctor,  an  English-lan- 
guage medical  journal  published  in  Punjab,  India, 
has  become  a weekly  journal,  effective  October  1. 
According  to  Dr.  Man  Singh,  editor,  the  journal  is 
published  in  three  local  languages.  A sample  copy 
may  be  obtained  free  by  writing  to:  Manager,  In- 
dian Doctor,  Barnala  (Punjab),  India. 

Cancer  Society  Fellowships — The  American  Can- 
cer Society  has  announced  that  Clinical  Fellowships 
at  the  senior  resident  level  for  the  academic  year 
1959-60  may  be  applied  for.  Institutions  accredited 
by  the  Council  on  Medical  Education  and  Hospitals 
of  the  American  Medical  Association  may  apply  to 
give  training  in  the  following  specialties  and  sub- 
specialties,  with  emphasis  on  the  diagnosis  and 
treatment  of  cancer:  internal  medicine,  malignant 
diseases,  neurologic  surgery,  obstetrics-gynecol- 
ogy, orthopedic  surgery,  otolaryngology,  pathology, 
public  health,  radiology,  surgery,  and  urology. 

Grants  will  be  announced  in  June,  1958.  Indi- 
vidual candidates  should  apply  directly  to  an  insti- 
tution or  to  the  Director  of  Professional  Education, 
American  Cancer  Society,  Inc.,  521  West  57th 
Street,  New  York  19,  New  York. 

The  annual  stipend,  tax  exempt,  is  $3,600.  The 
deadline  for  institutions  submitting  applications  is 
February  15,  1958. 


Health  Department  in  Dutchess  County — Es- 
tablishment of  a part-county  health  department  in 
Dutchess  County  has  been  approved  by  Dr.  Herman 
E.  Hilleboe,  State  Health  Commissioner.  The 
part-county  health  department  was  requested  by 
the  Dutchess  County  Board  of  Supervisors.  Dutch- 
ess becomes  the  18th  county  to  set  up  a health  de- 
partment. 

The  new  department  does  not  include  the  city  of 
Beacon  which  has  its  own  part-time  local  health 
officer.  At  present,  limited  health  services  are 
provided  in  the  county  by  the  Poughkeepsie  Dis- 
trict Office  of  the  State  Health  Department.  The 
new  part-county  health  department  will  begin  oper- 
ating about  January  1,  1958,  following  which  the 
Poughkeepsie  District  Office  will  be  closed. 

Physicians  serving  on  the  newly-established 
Dutchess  County  Board  of  Health  are  Dr.  John  F. 
Rogers,  Dr.  David  Block,  and  Dr.  James  E.  Dunphv. 

Fifth  District  Branch  Elections — The  following  of- 
ficers were  elected  at  the  October  10,  1957,  meeting 
of  the  Fifth  District  Branch  of  the  Medical  Society 
of  the  State  of  New  York  in  Utica:  Dr.  Olin  J. 
Mowry,  Oswego,  president;  Dr.  A.  Carl  Hoffman, 
Syracuse,  first  vice-president;  Dr.  John  F.  Kelley, 
Utica,  second  vice-president;  Dr.  George  A.  Bur- 
gin,  Little  Falls,  secretary,  and  Dr.  W.  R.  Carson, 
Potsdam,  treasurer. 

American  Board  of  Obstetrics  and  Gynecology — 

The  next  scheduled  examinations  (Part  II),  oral  and 
clinical  for  all  candidates  will  be  conducted  at  the 
Edgewater  Beach  Hotel,  Chicago,  Illinois,  by  the 
entire  Board  from  May  7 through  17,  1958.  Formal 
notice  of  the  exact  time  of  each  candidate’s  examina- 
tion will  be  sent  him  in  advance  of  the  examination 
dates. 

Candidates  who  participated  in  the  Part  I exam- 
inations will  be  notified  of  their  eligibility  for  the 
Part  II  examinations  as  soon  as  possible. 

For  further  information  write:  Dr.  Robert  L. 
Faulkner,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 

Academy  of  Psychoanalysis — The  mid-winter 
meeting  of  the  Academy  of  Psychoanalysis  was  held 
December  8 in  New  York  City. 

A case  presentation  on  masochism  was  made  by 
Dr.  Leon  Salzman,  associate  professor  of  psychiatry, 
Georgetown  University,  Washington,  D.C.  Dis- 
cussants were  Dr.  John  A.  P.  Millet,  lecturer  in 
psychiatry  at  Columbia  University;  Dr.  Clara 
Thompson,  director  of  the  William  Alanson  White 
Institute  of  Psychiatry,  Psychoanalysis  and  Psy- 
chology, New  York  City;  Dr.  Harold  Kelman,  Dean 
of  the  American  Institute  of  Psychoanalysis,  New 
York  City,  and  Dr.  Paul  Hoch,  New  York  State 
Commissioner  of  Mental  Hygiene. 

Allergy  Society  Election — The  following  officers 
for  the  year  1957-58  were  elected  at  the  annual  meet- 
ing of  the  New  York  Allergy  Society  on  November  6, 
1957:  Dr.  Leoni  N.  Claman,  New  York  City,  presi- 
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dent;  Dr.  Aaron  D.  Spielman,  New  York  City, 
president-elect;  Dr.  Louis  Sternberg,  New  York 
City,  vice-president;  Dr.  Sheppard  Siegal,  New 
York  City,  secretary;  Dr.  Joseph  H.  Fries,  Brooklyn, 
treasurer,  and  Dr.  S.  Senior  Sack,  Flushing,  assist- 
ant secretary-treasurer. 

Yates  County  Medical  Society — Officers  for  1958 
were  elected  at  the  October  8 meeting  of  the  Yates 
County  Medical  Society.  Dr.  Allen  Holmes  was 
elected  president,  and  Dr.  Paul  C.  Johnson,  presi- 
dent-elect. Both  are  from  Penn  Yan. 

Other  officers  are:  Dr.  Richard  Harpending,  sec- 
retary-treasurer; Dr.  John  Hatch,  state  delegate; 
Dr.  B.  S.  Strait,  state  alternate,  and  Drs.  John 
Schultz,  W.  G.  Roberts,  and  Henry  Waters,  board 
of  censors.  All  are  from  Penn  Yan.  Correspond- 
ence should  be  addressed  to  Dr.  Harpending  at  318 
Elm  Street. 

Advisory  Committee — Five  New  York  physicians 
have  been  appointed  to  a 24-member  advisory  com- 
mittee to  help  utilize  figures  gathered  by  a Public 
Health  Service  survey. 

The  figures  pertain  to  upper  respiratory  diseases 
and  wrere  singled  out  from  a United  States  National 
Health  Survey.  Surgeon  General  Leroy  E.  Burney 
will  be  chairman  of  the  committee  to  put  these 
figures  to  use. 

New  York  physicians  serving  are  as  follows:  Dr. 
Leona  Baumgartner,  New  York  City  Commissioner 
of  Health;  Dr.  Norvin  C.  Kiefer,  chief  medical  di- 
rector, Equitable  Life  Assurance  Society  of  the 
United  States;  Dr.  Peter  M.  Murray,  board  of 
trustees,  State  University  of  New  York;  Dr.  Ray  E. 
Trussel,  executive  officer,  School  of  Public  Health 
and  Administrative  Medicine,  Columbia  University, 
all  of  New  York  City,  and  Dr.  James  H.  Sterner, 
medical  director,  Eastman  Kodak  Company,  Roch- 
ester. 

Westmount  Tuberculosis  Sanatorium — The  clos- 
ing of  the  Westmount  Tuberculosis  Sanatorium  at 
Glens  Falls,  effective  November  30,  was  announced 
by  Dr.  Herman  E.  Hilleboe,  State  Health  Commis- 
sioner. 

The  sanatorium,  which  has  been  open  since  1928, 
has  been  operated  by  Warren  County.  The  build- 
ing will  now  be  used  as  a county  infirmary.  Chest 
clinic  programs  in  the  country  will  continue  under 
the  direction  of  Dr.  Bruno  B.  Klein,  superintendent 
of  the  Westmount  Sanatorium. 

Warren  County  Supervisors  asked  that  the  sana- 
torium be  closed  as  its  maintenance  was  no  longer 
economically  and  administratively  sound.  In  re- 
cent months  occupancy  had  declined  to  about  one- 
half  of  the  48-bed  capacity.  Warren  County  tuber- 
culosis patients  will  be  cared  for  at  the  Ray  Brook 
State  Tuberculosis  Hospital. 

Salmon  Lectures — Dr.  David  McKenzie  Rioch, 
director  of  neuropsychiatry  at  the  Walter  Reed 
Army  Institute  of  Research,  Washington,  D.C.,  pre- 


sented the  25th  series  of  the  Thomas  William  Salmon 
Lectures  on  November  21.  The  subject  of  the  two- 
part  lecture  was  “Research  in  Psychiatry:  Certain 
Problems  and  Developments  in  Multi-Disciplinary 
Studies.”  The  lectures  are  presented  annually  bv 
the  Salmon  Committee  on  Psychiatry  and  Mental 
Hygiene  of  the  New  York  Academy  of  Medicine. 

Phi  Delta  Epsilon — Dr.  Charles  P.  Bailey,  head 
of  the  Department  of  Thoracic  Surgery  at  the  Hahne- 
mann Medical  College  and  Hospital,  Philadelphia, 
lectured  on  “Recent  Developments  in  Cardiovascu- 
lar Surgery,”  at  a meeting  sponsored  by  Phi  Delta 
Epsilon  Fraternity,  Omicron  chapter,  on  December 
9.  The  meeting  was  at  the  New  York  Medical 
College. 

Hebrew  Home  for  the  Aged  —Contributions  to- 
taling 1230,000  to  the  Hebrew  Home  for  the  Aged 
were  announced  at  the  home’s  annual  dinner,  No- 
vember 10.  Dr.  E.  M.  Bluestone,  former  director 
of  Montefiore  Hospital,  was  a speaker. 

Jewish  Hospital  of  Brooklyn — Plans  for  a new 
four  million  dollar  research  and  treatment  center 
have  been  announced  by  Isidor  Leviton,  president 
of  the  Jewish  Hospital  of  Brooklyn.  The  new  seven- 
floor  structure  will  connect  with  the  hospital’s  main 
building  on  all  floors  and  is  to  be  completed  in  18 
months. 

The  new  center  will  house  20  clinical  and  research 
laboratories,  an  1 1-unit  operating  room  suite,  a 20- 
bed  postoperative  recovery  room,  an  expanded  x- 
ray  department  and  modern  emergency  service.  It 
will  raise  the  hospital’s  capacity  to  (310  beds  and  140 
bassinets. 

Openings  in  Social  Security — The  Bureau  of  Old 
Age  and  Survivors  Insurance,  Social  Security  Ad- 
ministration, has  announced  vacancies  for  full- 
time and  part-time  Medical  Consultants  in  its  Divi- 
sion of  Disability  Operations.  The  Division  is  re- 
sponsible for  making  determinations  of  disability 
under  the  disability  insurance  provisions  of  the  So- 
cial Security  Act.  These  positions  are  available  in 
the  headquarters  offices  in  Baltimore,  Maryland. 

The  full-time  positions  are  under  Civil  Service  and 
incumbents  will  receive  all  Federal  Civil  Service 
benefits  such  as  retirment,  life  insurance,  and  vaca- 
tion and  sick  leave  privileges.  The  salary  range  is 
$10,065  to  .$11,395  a year  depending  on  the  individ- 
ual’s qualifications.  The  salary  in  part-time  posi- 
tions is  paid  on  a per  diem  basis. 

The  Medical  Consultant  position  includes  the 
the  following  duties:  Consultation  with  lay  ad- 

judicators in  determining  from  evidence  submitted 
the  extent  of  medical  disability  and  degree  of  loss  of 
physical  and  mental  capacity;  determining  the 
need  for  additional  medical  evidence;  developing 
medical  standards  for  evaluating  disability;  liaison 
with  professional  medical  groups;  assisting  in  staff 
training  programs;  and  participating  in  studies  and 
reports  on  medical  aspects  of  the  administration  of 
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the  disability  program.  Incumbents  may  from 
time  to  time  make  visits  to  state  agencies  making 
disability  determinations  under  agreements  with  the 
Federal  Government,  for  consultation  with  physi- 
cians in  these  agencies.  Medical  Consultants  do  not 
perform  examinations  of  disabled  applicants.  All 
necessary  medical  evidence  of  disability  is  secured 
from  the  applicant’s  physician  or  through  examina- 
tions performed  by  other  physicians. 

An  article  describing  in  greater  detail  the  basic 
medical  aspects  of  disability  insurance  operations 
under  the  Social  Security  Act  may  be  found  in  the 
January  15,  1955,  issue  of  the  Journal  of  the  Ameri- 


can Medical  Association,  pages  270  and  271.  Copies 
of  this  article  are  available  on  request. 

These  positions,  in  Baltimore,  Maryland,  afford 
excellent  opportunities  for  participation  in  clinical 
work  and  study  in  the  city’s  nationally  recognized 
hospitals. 

Physicians  interested  in  either  full-time  or  part- 
time  positions  may  write  to  Dr.  Arthur  B.  Price, 
Chief  Medical  Consultant,  Division  of  Disability 
Operations,  200  West  Baltimore  Street,  Baltimore  1, 
Maryland,  for  further  information. — Department  of 
Health,  Education,  and  Welfare,  Social  Security  Ad- 
ministration, Baltimore,  Maryland. 


Personalities 


Speakers 

Dr.  Virginia  Apgar,  Director  of  Anesthesiology  at 
Presbyterian  Hospital,  New  York  City,  before  the 
Binghamton  Academy  of  Medicine,  November  19, 
on  “A  Good  Start  in  Life”  . . . Drs.  Alfred  M.  Freed- 
man and  Victor  Ginsburg,  State  University  College 
of  Medicine,  Brooklyn,  before  the  New  York  division 
of  the  American  Psychiatric  Association,  Novem- 
ber 17,  challenging  the  theory  that  an  abnormal 
chemical  in  the  blood  of  schizophrenics  is  responsible 
for  the  illness  . . . Dr.  Leroy  S.  House,  radiologist  at 
the  A.  W.  Fox  Memorial  Hospital,  Oneonta,  before 
the  Greene  County  Chapter  of  the  Academy  of  Gen- 
eral Practice  and  the  County  Medical  Society, 
November  20,  on  “The  Organization  and  Manage- 
ment of  a Tumor  Clinic  in  a Small  Community”  . . . 
Dr.  Thomas  H.  Johnson,  Urologist  at  St.  Clare’s 
Hospital,  New  York  City,  before  the  Brooklyn 
LYological  Society,  November  12,  on  “A  New  Oper- 
ation for  Urinary  Diversion-Neocystoproctoplasty,” 
with  Dr.  Russell  Lavengood,  assistant  urologist  at 
New  York  Hospital,  and  Dr.  Harrison  C.  Harlin, 
Urologist  at  Long  Island  College  Hospital  as  discus- 
sants . . . Dr.  Harold  W.  Lovell,  New  York  City  psy- 
chiatrist, before  a meeting  sponsored  by  the  N ational 
Council  on  Alcoholism,  Inc.,  November  4,  at  the  Pip- 
ing Rock  Country  Club  . . . Dr.  Leonard  Greenburg, 
New  York  City  Commissioner  of  Air  Pollution  Con- 
trol, before  the  Mid-Atlantic  States  section  of  the  Air 
Pollution  Control  Association,  November  20,  sug- 
gesting air  pollution  as  a cause  of  lung  cancer  . . . Dr. 
Sandor  Rado,  professor  of  psychiatry  and  director  of 
the  Graduate  School  of  Psychiatry,  State  Univer- 
sity of  New  York,  Downstate  Medical  Center,  be- 
fore the  New  York  Medical  Society  on  Alcoholism, 
November  21,  on  “Alcoholism  in  the  Light  of  a Gen- 
eral Theory  of  Narcotic  Bondage”  . . . Dr.  Howard 
A.  Rusk,  New  York  City,  retiring  president  of  the 
International  Society  for  the  Welfare  of  the  Crip- 
pled, before  the  third  Inter-American  Congress  on 
Rehabilitation  meeting  in  Guatemala,  November 
11. 

Elected 

Dr.  Leona  Baumgartner,  New  York  City  Health 
Commissioner,  as  president  of  the  American  Public 


Health  Association  effective  at  their  next  annual 
meeting  . . . Dr.  Herman  E.  Hilleboe,  New  York 
State  Commissioner  of  Health,  as  president  of  the 
Association  of  State  and  Territorial  Health  Officers. 

Retired 

Dr.  Ward  W.  Millias  as  clinical  director  of  the 
Rome  State  School,  New  York  State  Department  of 
Mental  Hygiene,  effective  December  1. 

Appointed 

Dr.  Anne  M.  Drislane  as  acting  director  of  the 
Bureau  of  Maternal  and  Child  Health  of  the  New 
York  State  Department  of  Health,  replacing  Dr.  Al- 
fred Yankauer,  bureau  director,  who  has  been 
granted  a leave  of  absence  to  serve  with  the  World 
Health  Organization  in  India  . . . Dr.  Lewis  L.  Rob- 
bins, Chairman  of  the  Psychotherapy  Research 
Project  at  the  Menninger  Foundation,  Topeka, 
Kansas,  and  Secretary  of  the  American  Psychoana- 
lytic Association,  as  Director  of  Professional 
Services  of  Hillside  Hospital,  Glen  Oaks,  effective 
July  1,  1958  . . . Dr.  Louis  H.  Sigler,  Brooklyn,  as 
Governor  of  the  Metropolitan  Area  for  the  State  of 
New  York  in  the  American  College  of  Cardiology. 

Honored 

Dr.  Alexander  Brunschwig,  attending  surgeon  and 
chief  of  the  gynecologic  services  of  the  Memorial 
Center  for  Cancer  and  Allied  Diseases,  by  the  French 
Government  with  the  award  of  the  French  Legion  of 
Honor  and  the  rank  of  Officer  . . . Dr.  Nathan  S. 
Kline,  director  of  research,  Rockland  State  Hospi- 
tal, Orangeburg;  Dr.  Frank  G.  Boudreau,  director 
of  the  Milbank  Memorial  Fund,  New  York  City, 
and  Dr.  Richard  E.  Shope,  Rockefeller  Institute 
for  Medical  Research,  New  York  City,  among  the 
nine  recipients  of  the  Albert  D.  Lasker  Award,  which 
consists  of  a gold  statuette  and  #2,500  . . . Dr.  Mor- 
ton L.  Levin,  assistant  commissioner  for  medical 
services,  New  York  State  Department  of  Health,  by 
the  New  York  Philanthropic  League  for  outstand- 
ing aid  to  the  orthopedically  handicapped  . . . Dr. 
Arthur  Master,  cardiologist,  by  a Townsend  Harris 
Medal  for  distinguished  achievement  given  by  New 
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York  City  College  . . . Dr.  Howard  A.  Rusk,  director 
of  the  Department  of  Physical  Medicine  and  Rehabili- 
tation of  the  New  York  University  College  of  Medi- 
cine, with  an  award  from  the  West  Side  Association 
of  Commerce,  Inc.  . . . Dr.  Jonas  E.  Salk,  professor 
of  preventive  medicine  at  the  University  of  Pitts- 
burgh, who  received  his  doctor’s  degree  at  New  York 
University,  as  the  recipient  of  the  first  Albert  Galla- 
tin award  presented  by  the  Albert  Gallatin  Associ- 


ates of  New  York  University  . . . Dr.  Bela  Schick, 
pediatrician  and  immunologist,  with  the  Service  to 
Mankind  award  for  his  contributions  to  medical  sci- 
ence, presented  by  the  Business  and  Professional 
Associates  of  the  American  Jewish  Congress. 

New  Office 

Dr.  Robert  L.  Goetz,  Selingsgrove,  Pennsylvania, 
general  practice,  at  163  East  Second  Street,  Corning. 


Wandering  Patients  Suffer  from  Unusual  Syndrome 


Patients  who  travel  from  hospital  to  hospital  fak- 
ing startling  symptoms  to  gain  admission  may  have 
Munchausen’s  syndrome.  A case  of  the  syndrome 
was  outlined  in  the  October  26  Journal  of  the  Ameri- 
can Medical  Association  by  Dr.  John  S.  Chapman  of 
the  State  University  of  Iowa  College  of  Medicine, 
Iowa  City.  He  said  his  is  the  first  reported  Ameri- 
can case,  although  the  condition  has  been  reported 
frequently  in  England. 

In  1951  an  English  physician  “somewhat  face- 
tiously” applied  the  term  Munchausen’s  syndrome 
to  “perennial  peregrinating  problem  patients”  be- 
cause “their  wide  travels  and  fanciful  histories  are 
reminiscent  of  the  travels  and  adventures  of  fic- 
tion’s Baron  Munchausen,”  Dr.  Chapman  said. 

Such  patients  are  an  economic  threat  and  an  ex- 
treme nuisance  to  the  hospitals  they  visit.  Pub- 
licizing their  histories  in  medical  journals,  and 
thereby  alerting  the  medical  profession,  seems  the 
only  way  of  coping  with  them,  he  said. 

His  patient  was  a 39-year-old  merchant  seaman 
and  part-time  professional  wrestler  who  kept  the 
medical  wards  of  the  State  University  of  Iowa  hos- 
pitals in  a state  of  turmoil  for  forty  days  in  1954, 
after  he  “burst  into  the  hospital  with  blood  spat- 
tered all  over  the  front  of  his  shirt.” 

He  seemed  to  be  coughing  up  blood  and  claimed 
to  be  in  anguish  from  pain  in  the  left  side  of  his  chest. 
He  exhibited  a number  of  surgical  scars  on  the 
abdomen  and  had  “an  uncanny  knowledge”  of  the 
location  of  his  own  veins.  On  examination  both 
legs  were  red,  hot,  and  swollen  with  distended 
veins,  indicating  thrombophlebitis.  It  was  as- 
sumed he  has  suffered  a pulmonary  embolus. 

He  demanded  drugs,  diagnostic  studies,  and  sur- 
gical treatment.  Later  he  became  increasingly  un- 
cooperative and  disturbed,  even  to  the  point  of  rip- 
ping out  surgical  stitches.  He  was  released  from 
the  hospital,  only  to  return.  Later  he  was  sent  to  a 
mental  institution,  from  which  he  eventually  es- 
caped. 

A search  of  his  wallet  revealed  he  had  been  in  a 
number  of  hospitals  before  reaching  Iowa  City.  In 
fact,  he  had  been  in  at  least  16  hospitals  between 
1943  and  1954.  After  leaving  Iowa  City,  he  was 
traced  through  at  least  nine  hospitals.  Dr.  Chap- 
man learned  through  letters  from  these  hospitals 
that  the  sailor  followed  much  the  same  pattern  in 


all  of  them.  He  left  unpaid  bills  approximately 
$2,000  at  each  of  six  or  more  hospitals. 

It  is  Dr.  Chapman’s  opinion  that  the  patient’s 
bleeding  is  faked  and  is  produced  by  a variety  of 
methods,  although  the  hospital  staff  never  learned 
just  how  he  did  it.  None  of  his  many  diagnostic 
studies  have  demonstrated  any  abnormality  to  ac- 
count for  his  chest  pain  or  bleeding,  Dr.  Chapman 
said.  It  is  possible  that  years  ago  he  had  a real 
pulmonary  embolus  and  thus  learned  the  symptoms 
which  he  now  simulates. 

Nevertheless,  he  is  “now  a professional  hospital 
bum  with  a technic  which  guarantees  him  admis- 
sion to  any  hospital  at  any  time,”  Dr.  Chapman 
said.  “He  seems  to  enjoy  the  consternation  and 
stereotyped  response  evoked  by  his  blood-spattered 
appearance.  . . . He  prefers  large  hospitals,  and  is 
especially  fond  of  university  centers.  He  expecto- 
rates blood  in  spectacular  fashion.  He  plays  upon 
the  sympathies  of  the  interns  and  residents.  . . . 
He  blusters  but  never  actually  harms  anyone.  He 
submits  to  all  diagnostic  procedures  after  much 
argument  and  persuasion.  . . . He  demands  and  gets 
attention,  time,  and  drugs.” 

This  patient’s  behavior  is  characteristic  of  patients 
with  Munchausen’s  syndrome.  Just  why  they  be- 
have as  they  do  is  obscure,  although  a number  of 
possible  reasons  have  been  suggested,  Dr.  Chapman 
said. 

They  may  get  “pathologic  enjoyment  from  the 
dramatic  role  of  the  patient.”  They  may  harbor  a 
grudge  against  the  medical  profession  and  resort  to 
this  method  to  get  even,  but  if  so,  “they  must  also 
have  an  innate  trust  of  doctors,  for  they  allow  surgi- 
cal operations  and  other  dangerous  procedures  to  be 
performed,”  Dr.  Chapman  said. 

Some  may  desire  drugs  or  a hiding  place  from  the 
police.  Still  others  may  use  the  technic  as  an  elabo- 
rate scheme  for  obtaining  free  lodgings,  although  they 
realize  that  diagnostic  studies  will  follow — a rather 
“exorbitant  price  for  bed  and  board.”  They  may 
also  suffer  from  various  psychiatric  disorders  or  re- 
actions to  previous  hospital  experiences. 

However,  by  the  time  the  Munchausen-type  pat- 
tern has  been  established,  the  patient  is  a candidate 
for  a mental  institution,  even  if  he  has  a true  organic 
disease  to  explain  his  symptoms. 


December  15,  1957 


4051 


ease  the  . . . 


burdened  heart 
edematous  tissues 
distressed  lungs 


dubin  aminophyllin 


active  diuretic 
myocardial  stimulant 
bronchial  relaxant 


for  ulcer  cases 
Milk, when  made  into 
tasty  Junket  rennet- 
custard  is  more  readily 
assimilable  than  un- 
rennetized  milk 


in  bronchial  asthma 
re paroxysmal  dyspnea 

Cheyne-Stokes  respiration 


iiiitSTS8* 


tablets,  ampuls,  powder  and  suppositories 


H.  E.  DUBIN  LABORATORIES,  INC. 

250  East  43rd  Street  • New  York  17,  N.Y. 


J 


RENNET  POWDER 


makes  fresh  milk  into 
rennet-custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 


r 


V, 


PHENAPHEN 


^ASIATIC"' 

• Y 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2 % gr.)  . 162.0  mg. 
Phenobarbital  (%  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 


N 


J 


Postgraduate  Course  in  Diabetes 

Two  New  York  physicians  will  be  among  the 
speakers  at  the  Sixth  Annual  Postgraduate  Course 
of  the  American  Diabetes  Association. 

The  course  will  be  in  Atlanta,  Georgia,  January 
22,  23,  and  24,  1958.  Both  New  York  participants 
will  speak  Friday  morning,  January  24.  They  are 
Dr.  Edwin  Gates,  chief  of  medicine,  Niagara  Falls 
Memorial  Hospital,  and  Dr.  Frederick  W.  Williams, 
Associate  Clinical  Professor  of  Medicine,  New  York 
Medical  College. 

The  course  in  diabetes  and  basic  metabolic  prob- 
lems has  been  approved  for  20  hours  postgraduate 
credit.  For  further  information  on  fees  and  regis- 
tration, contact  the  American  Diabetes  Associa- 
tion, Inc.,  1 East  45th  Street,  New  York  17,  New 
York. 

Academy  of  General  Practice  Assembly 

The  new  Dallas  Memorial  Auditorium  will  be 
the  site  of  the  Tenth  Annual  Scientific  Assembly  of 
the  American  Academy  of  General  Practice.  The 
four-day  meeting  will  begin  March  24,  1958,  and 
will  be  preceded  by  a meeting  of  the  Congress  of 
Delegates  on  March  22,  also  in  Dallas,  Texas. 

The  program  for  family  doctors,  residents,  and 
interns  will  include  35  medical  experts  on  a variety 
of  fields.  The  annual  Dallas  Southern  Clinical 
Society  Day  will  be  combined  with  the  Assembly  on 
March  25. 


Drinking  Linked  to  Throat  Cancer 

Dr.  Ernest  L.  Wynder,  of  the  Sloan-Kettering 
Institute  for  Cancer  Research,  reported  recently 
that  heavy  drinking  added  to  heavy  smoking  in- 
creased man’s  risk  of  developing  cancer  of  the  mouth 
and  larynx.  The  report  was  given  at  the  forty- 
fourth  annual  meeting  of  the  American  Cancer 
Society  in  New  York  City. 

The  study,  started  in  1954,  has  resulted  in  only 
theories  to  explain  this  effect  of  alcohol  on  cancer. 
Dr.  Wynder  did  not  find  alcohol  consumption  a fac- 
tor in  lung  cancer.  Nor  could  he  find  enough  heavy 
drinkers  who  are  nonsmokers  to  test  the  effect  of 
alcohol  alone  in  the  area  studied. — New  York  Times , 
October  29, 1957 


“FOR  ANTI-FLATULENT  EFFECTS  IN 
FERMENTATION  AND  GASTRO- 
INTESTINAL DYSFUNCTION” 


nucahpon* 

Each  tablet  contains:  Extract  of  Rhubarb,  Senna, 
Precipitated  Sulfur,  Peppermint  Oil  and  Fennel 
Oil,  in  a high  activated  willow  charcoal  base. 

Action  and  uses:  Mild  laxative,  adsorbent  and 
carminative.  For  use  in  indigestion,  hyperacidity, 
bloating  and  flatulence. 

1 or  2 tablets  daily  '/2  hour  after  meals. 

Bottles  of  100 


“FOR  MAKING  A BUROW’S 
SOLUTION  U.S.P.  XIV  WET 
DRESSING” 


powder  in  envelopes  or  in  tablets 

PRESTO-HOBO 

PRINCIPAL  INGREDIENT  OF 
ALUMINUM  ACETATE 

For  wet  dressings  with  astringent  and  antiphlo- 
gistic properties  in  the  symptomatic  treatment 
of  inflammations,  sprains,  insect  bites.  For  rapid 
healing  by  their  antipruritic,  decongestive  action. 
Accurate  dosage.  Antiseptic.  Stable. 

Widely  used  by  Civilians  and  Armed  Forces.! 


STANDARD  PHARMACEUTICAL  CO.,  INC. 
253  West  26th  St.,  New  York,  N.  Y. 


Jbr  the  obese 

Tasty  Junket  rennet 
desserts  are  low  in 
caloric  value  yet 
supply  all  of  the 
nutrients  of  milk 


J 


RENNET  POWDER 


makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Rep.  U.S.  Pat.  Off.  for  rennet 
and  other  food  products  mfd.  by  Chr.  Hansen’s  Lab.  Inc. 
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one  of  baby's 
first  solid  foods 

is  lasty  Junket  rennet- 
custard... supplies  all  the 
nutrients  of  milk  and  is 
more  readily  assimilable. 


( The  following  books  were  received  during 
the  month  of  October,  1957) 


J 


makes  fresh  milk  into 
rennet- custards 

—7  tempting  flavors 


"JUNKET"  Reg.  U.  S.  Pat.  Off.  for  Rennet 
and  other  Food  Products  mfd.  by  Chr.  Hansen's  Lab.  Inc. 


UNIVERSITY  OF  MICHIGAN  MEDICAL  SCHOOL 
The  Department  of  Postgraduate  Medicine 
Brief  Review  Courses  for  Practicing  Physicians 


1958 

Internal  Medicine 

Pulmonary  Diseases  March  24-28 

Metabolism  and  Endocrinology  March  31-April  4 

Diseases  of  Blood  and  Blood-form- 
ing Organs  April  7-11 

Diseases  of  the  Heart  April  14-18 

Electrocardiographic  Diagnosis  April  21-26 

Allergy  April  28-May  2 

Recent  Advances  in  Therapeutics  ..  May  5-9 

Neurology,  Clinical  May  7-8 

Ophthalmology  April  21,  22  and  23 

Otolaryngology  April  17,  18  and  19 

Pediatrics — Obstetrics  and  Gynecology  January  27-31 

Radiology,  Diagnostic  April  7-11 

Radio-active  Isotopes,  Clinical  Use  of  As  arranged 
Basic  Sciences  October-June 


Further  information  and  application  blanks  may  be  obtained  from 
John  M.  Sheldon,  M.D.,  Director,  Department  of  Postgraduate 
Medicine,  1610  University  Hospital,  Ann  Arbor,  Michigan 


Operative  Obstetrics.  By  R.  Gordon  Douglas, 
M.D.,  and  William  B.  Stromme,  M.D.  Quarto  of 
735  pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1957.  Cloth,  S20. 

The  Spine  Jack  Operation  for  Scoliosis.  By  H. 

Leslie  Wenger,  M.D.  Octavo  of  86  pages,  illus- 
trated. New  York,  The  Author,  1957. 

Clinical  Gastroenterology.  By  Lt.  Col.  Eddy  D. 
Palmer,  M.C.,  LT.S.A.  Illustrations  bv  Phyllis  An- 
derson. Quarto  of  630  pages,  illustrated.  [New 
York],  A Hoeber-Harper  Book,  1957.  Cloth, 
$18.50. 


The  Student-Physician.  Introductory  Studies  in 
the  Sociology  of  Medical  Education.  Edited  by 
Robert  K.  Merton,  Ph.D.,  George  G.  Reader,  M.D., 
and  Patricia  L.  Kendall.  Eleven  contributors. 
Octavo  of  360  pages.  Cambridge,  Massachusetts, 
Published  for  The  Commonwealth  Fund  by  Harvard 
University  Press,  1957.  Cloth,  $5.00.  (A  Report 
from  the  Bureau  of  Applied  Social  Research,  Colum- 
bia University) 

Headache,  Diagnosis  and  Treatment.  B}-  Robert 
E.  Ryan,  M.D.  Second  edition.  Octavo  of  421 
pages.  St.  Louis,  The  C.  V.  Mosby  Company,  1957. 
Cloth,  $6.75. 


Hydrolamins 


Heredo-Retinopathia  Congenitalis.  Monohybrida 
Recessiva  Autosomalis.  A Genetical-Statistical 
Study  by  Carl  Henry  Alstrom,  in  clinical  collabora- 
tion with  Olof  Olson.  Translated  by  Erica  Odel- 
berg.  Octavo  of  177  pages,  illustrated.  Lund, 
[Sweden],  Berlingska  Boktryckeriet,  1957. 


TOPICAL  AMINO  ACID  THERAPY 

PRURITUS  ANI 
£ PRURITUS  VULVAE 

TO  I PINWORM  PRURITUS 
DIAPER  RASH 

Lewal  PHARMACEUTICAL  COMPANY 
CHICAGO  14,  ILLINOIS 


Oligophrenia  in  Combination  with  Congenital 
Ichthyosis  and  Spastic  Disorders.  A Clinical  and 
Genetic  Study.  By  Torsten  Sjogren  and  Tage 
Larsson  with  the  assistance  of  Gota  Petersson. 
Octavo  of  112  pages,  illustrated.  Copenhagen, 
Ejnar  Munksgaard,  1957.  (From  the  Department 
of  Psychiatry,  The  Caroline  Institute,  Stockholm — 
Head:  Professor  Torsten  Sjogren,  M.D.).  (Acta 
Psychiatrica  et  Neurologica  Scandinavica,  Supple- 
mentum  113,  Volumen  32,  1957) 

[Continued  on  page  4062] 
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first... treat  the 


primary  disorder, 
of  course 


then... 


add  VITERRA 

x-  as  a matter  of  course 


Metabolic  stress  hitchhikes  along  with  every  primary  disorder.  By  simply  adding 
viterra  early  in  treatment,  you  combat  stress  by  providing  a comprehensive 
nutritional  buildup  program. 

viterra  is  not  just  a vitamin,  but  a complete  nutritional  replenishment.  Supplies 
both  the  10  essential  vitamins  and  11  important  minerals,  the  “metabolic  en- 
ergizers” which  are  a key  to  enzyme  action.  Together,  vitamins  and  minerals 
satisfy  tissue  hunger  and  help  speed  recovery. 

Specify  the  viterra  form  which  best  suits  your  — and  your  patient’s  needs.  (1) 
viterra  Capsules,  for  daily  supplementation.  In  bottles  of  30  and  100.  (2)  When 
capsules  are  a problem,  viterra  tastitabs,  which  can  be  chewed,  swallowed, 
or  mixed  in  liquids.  Ideal  for  children.  In  bottles  of  100  and  250.  (3)  viterra 
therapeutic,  when  high  potencies  are  indicated.  In  bottles  of  30  and  100. 


New  York  17,  New  York 
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CLASSIFIED  ADVERTISING 


FOR  SALE 


Active  general  medical  practice,  fully  and  modernly  equipped 
office  for  sale.  Excellent  location.  Owner  specializing.  Call 
weekdays  6-8  p.m.:  Fordham  4-4472. 


Fully  equipped  and  furnished  X-ray  office,  all  Picker  equip- 
ment 200MA  diagnostic,  220KY  therapy,  for  sale  reasonable. 
Retirement.  BU  8-1730. 


FOR  RENT 


FLATBUSH 

Opposite  Prospect  Park  Luxury  Building 
2 Beautiful  professional  apts.  Suitable  for  group 
Air  Conditioning  January  Occupancy 

Agent  on  Premises 
UL  6-9747;  NI  8-1000. 


FOR  RENT 


Fully  equipped  medical  office,  6 rooms  air  cond.  prof.  bldg, 
on  52nd  St.  near  park  Ave.  New  York  City,  exclusive  use  3 
to  6 P.M.  Mon.  Wed.  Fri.  also  Wed.  A.M.  X-ray  nurse 
teehn.  lab  in  building.  McDonald  Suites,  Call  Eldorado 
5-8531. 


PROFESSIONAL  OFFICES 


PLAZA-PARK  AREA 
DOCTORS  OFFICES 

NOW  AVAILABLE  PL  3-6915 


FOR  RENT 


6 room  medical  office  in  central  Long  Island;  Air  conditioned, 
professional  building;  820  square  feet;  24  hour  telephone 
service  included.  Call  ULSTER  5-376/. 


FOR  RENT 


Fully  equipped  medical  office,  full  or  part  time  in  air  condi- 
tioned professional  building  in  central  Long  Island.  Call 
ULSTER  5-4463,  Monday.  Friday,  or  Saturday  9:00  A.M.- 
12;  00. 


WANTED 


Ophthalmologist,  Board  certified  or  qualified,  wanted  at 
once  to  head  department  for  ten  man  group  located  upstate 
New  York.  Will  be  introduced  to  large,  established  prac- 
tice. Hospital  privileges,  salary  and/or  percentage  leading 
to  partnership.  Box  682.  N.  Y.  St.  Jr.  Med. 


General  Practitioner  wanted  as  associate.  N.Y.  License  re- 
quired and  military  service  fulfilled.  Salary  accordingly  to 
training  and  experience.  Opportunity  for  advancement  or 
partnership.  Box  681,  N.  Y.  St.  Jr.  Med. 


SPECIALIST  WANTED 


Otolaryngologist,  recent  graduate,  to  associate  with  Ophthal- 
mologist. Excellent  salary  and  opportunity  to  take  over 
practice.  Apply  Dr.  William  T.  Boland,  378  West  Church 
St.,  Elmira.  New  York. 


PRACTICE  FOR  SALE 


Opportunity  Professional  man  or  group.  Established 
Physiotherapy  offices  occupying  entire  floor.  Thirty-seven 
years  successful  practice  at  Times  Square.  Leaving  state 
Reasonable  terms,  principals  only.  Box  621,  N.  Y.  St  Jr. 
Med. 


SITUATION  WANTED 


Dermatologist:  Board  certified  desires  association  with  der- 
matologist or  group.  New  York  City  or  vicinity.  Excellent 
experience  private  practice.  Box  683,  N.  Y.  St.  Jr.  Med. 


FOR  SALE 


Home-office  combination;  5-room  completely  equipped 
office,  including  lab.;  large  attractive  home,  in  business  sec- 
tion of  small  upstate  city.  Especially  good  opportunity  for 
pediatrician,  E.  N.  T.,  or  general  practitioner.  Box  675, 
N.  Y.  St.  Jr.  Med. 


POSITION  WANTED 


Obstetrician-Gynecologist,  Board  certified,  F.A.C.S.,  Uni- 
versity affiliation,  desires  relocation  with  group  or  in  com- 
munity that  needs  service.  Box  636,  N.  Y.  St.  Jr.  Med. 


WANTED 


Otolaryngologist  would  like  to  leave  N.Y.C.  if  good  oppor- 
tunity is  available  for  private  practice  in  nice  community. 
Would  also  consider  buying  practice,  partnership  or  group. 
Box  659.  N.  Y.  St.  Jr.  Med. 


WANTED  PRACTICE 


Want  to  buy  general  practice  New  York  City,  suburbs.  Box 
686,  N.  Y.  St.  Jr.  Med. 


POSITION  OPEN 


New  York — Excellent  opportunity  for  qualified  ENT-man  on 
growing  suburban  Staten  Island.  Fully  equipped  air-condi- 
tioned office,  choice  location  near  3 hospitals.  Records,  in- 
struments available,  attractive  rental  terms.  Box  685. 
N.  Y.  St.  Jr.  Med. 


Village  of  Earlville  offers  physician  excellent  opening.  Large 
area  supported  two  doctors  for  years — one  remaining  now- 
leaving.  Located  on  N.  Y.  Route  12-B  five  miles  below  Col- 
gate University  and  new  Hamilton  Hospital.  For  further 
information  contact  Francis  Drazek,  D.V.M.  and  Mayor. 
Earlville.  N.  Y. 


WANTED 


Full  time  employment  offered  Board  Eligible  Otolaryngolo- 
gist. Expanding  New  York  suburban  area  practice.  In- 
quiries invited.  Box  676.  N.  Y.  St.  Jr.  Med. 


WANTED 


General  practitioner,  Young,  for  practice  in  Manhattan. 
S12  000  to  start;  $15,000  at  six  months  if  satisfactory.  Box 
565,  N.  Y.  St.  Jr.  Med. 


OFFICE  WANTED 


Radiologist  seeks  an  office  in  Brooklyn  equipped  for  diag- 
nostic x-ray  work  to  share.  Write  to  Box  687,  N.  Y.  St.  Jr. 
Med. 
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FOR  SALK 


TAX-FREE  INCOME 

Special  insured  plan  pays  tax-free  dividends  while  build- 
ing tax-free  retirement  income.  Smart,  safe,  profitable. 
For  data  state  birthdate  and  sum  you  could  save 
monthly.  No  obligation. 

TRAUB  ESTATE  SERVICE  • 225  Broadway,  New  York  7,  N.  Y. 


COLLECTIONS 


The  Crane  Plan — a Statewide  Service — 25  years  of  research 
assures  results.  Free  Service  first  18  days — rates  after  free 
service  20%  on  accounts  less  than  6 months  overdue,  30% 
less  than  1 year.  33'/i  over  a year,  and  50%  on  payments 
of  $5.00  or  less.  Write  for  listing  form.  Crane  Discount 
Corporation,  230  W.  41st  St.,  New  York  36. 


COURSES 


Practical  HYPNOSIS  taught.  Physician- Dentists  only. 
Classes  & Individual  Information.  John  Levbarg,  M.  D. 
225  West  86th  St.,  N.  Y.  C.  EN2-6845  and  H04-1100. 


House  physician  for  very  active  small  hospital,  Northern 
New  Jersey.  Opening  available  immediately.  Salary  good. 
Apply  Chilton  Memorial  Hospital,  Pompton  Plains,  New 
Jersey 


FAR  ROCKAWAY  FOR  RENT 


Terrific  set-up  for  doctor  or  dentist.  7 rooms  on  beautiful 
estate.  Main  floor.  Private  driveway.  4 entrances.  Large 
porch.  Beamed  ceiling.  Fireplaces.  Conservatory,  Etc. 
appointment,  FA  7-0765.  Evenings:  MAyfair  3-4818. 


We  offer  this  unusual  design  house  located  at  230  Park  Ave- 
nue, Freeport,  N.  Y. 

Price  $35,000  Size  of  plot  100  X 133 

4 Large  Bedrooms  Exceptionally  large  living  room 

Huge  Glass  enclosed  recreation  room 

2'/ 2 Baths  All  Closets  Cedar  lined 

3 Indoor  fireplaces  2 Car  Garage 

3 Ton  Air  Conditioning  Unit 

Ideal  for  Doctor  or  Dentist  3 Entrances 

Key  for  house  at  Freeport  Lumber  Company 

55  Russell  Place,  Freeport,  N.  Y.  Freeport  9-3100. 


WESTBURY,  L.  L— $29,900.00  7 ROOM  CENTER  HALL 
WITH  ATTACHED  FOUR  ROOM  PROF.  SUITE — AP- 
PROX. 1 ACRE — DESIRABLE  LOCATION  CALL  EVE. 
ONLY  EI).  4-3320. 


CLASSIFIED 

ADVERTISEMENTS 


CLASSIFIED  RATES 

Rates  per  line  per  insertion: 


One  time .11.35 

3 Consecutive  times.  . . . 1.20 

6 Consecutive  times.  ...  1.00 

12  Consecutive  times.  . . . .90 

24  Consecutive  times ....  .85 


MINIMUM  3 LINES 
Count  7 average  words  to  each  line 
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publication.  Publication  dates  are  the  1st 
and  15th  of  each  month.  All  advertise- 
ments are  payable  in  advance. 
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PSORIASIS 


Proved  Clinically  Effective  Oral  Therapy  — 

maintenance  regimen  may  keep  patients 
lesion-free. 


LIPAN  Capsules  contain:  Specially 
prepared  highly  activated,  desiccated 
and  defatted  whole  Pancreas : Thiamin 
HC1,  1.5  mg.  Vitamin  D,  500  I:U. 

Available:  Bottles  180’s,  500’s. 

©Copyright  1956  Spirt  & Co. 


COMPLETE  LITERATURE  AND  REPRINTS 
UPON  REQUEST.  JUST  SEND  AN  Rx  BLANK. 

LIPAN 

Spirt  & Co.,  Inc. 


WATERBURY,  CONN. 
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Literature  and  clinical  supply 
on  request 


LABORATORIES  INC.,  SYRACUSE,  NEW  YOR» 


assures  faster  more 
by 

effec-  A 

Wr  tiveness  against  whatever  jJM 
^r  sensitive  organisms  may  Jfl 

Jp 

the  treatment  of  cystitis. 
urethritis,  pyelitis,  pyelo-  jiff 
nephritis,  ureteritis  and  AM 
^p  prostatitis  due  to  bacterial  JM 
^p  infection.  Also  before  and 
after  genitourinary  surgery 
Bp 

^P  for  prophylaxis. 

In  each  AZOTREX  Capsule: 

p ■ w 

phate 

^ p 

Min.  adult  dose:  q.i.d. 


Wanted:  children 
Today’s  families  are  planned  big 


The  earlier  phase  of  the  baby  boom,  char- 
acterized by  its  sharp  rise  in  first  and  second 
births,  is  being  sustained  bv  the  “unusuallv  large 
numbers  of  children  born  in  established  fam- 
ilies.”1 Almost  one-third  of  the  1956  babies  were 
third  or  fourth  children  — a higher  proportion 
“than  for  any  vear  since  before  World  War  I.” 


a reliable  technique.  The  smooth,  cushioned  rim 
of  the  RAMSES  Diaphragm  prevents  irritation. 
Its  flexibility'  in  all  planes  permits  complete  free- 
dom of  movement.  RAMSES  Jelly,*  a “10-hour” 
jelly  because  it  occludes  for  that  long,  quickly 
immobilizes  sperm  and  is  safe  for  continued  use. 
Wives  who  want  their  families  when  they  want 


Big,  but  spaced  families  — Many  of  these  chil- 
dren will  have  one,  two  or  even  more  brothers 
or  sisters,  especiallv  in  upper-class  families.  A 
survey  recentlv  completed  among  29,494  grad- 
uates of  178  colleges  shows  that  the  men  of  the 
class  of  ’45  have  families  averaging  70%  larger 
than  the  men  of  the  class  of  ’36  in  the  ten  vears 
after  gradur'jon.2 

Ideal  method  for  family  planners  — WTren  pru- 
dent voung  wives  ask  advice  to  help  them  space 
their  children,  they  want  to  be  sure  the  method 


them  are  confident  that  you  have  given  sound 
advice  when  you  tell  them  that  for  more  than 
30  years  physicians  have  relied  on  RAMSES  pro- 
tection in  family  planning. 


In  prescribing  a diaphragm  — 
Specih’  the  attractive,  complete 
unit -RAMSES  “TUK-A- 
WAY”®  Kit  # 701  with  dia- 
phragm, introducer,  and  3 
oz.  tube  ot  jelly  in  a washable, 
zippered  bag.  Diaphragm  in 
sizes  from  50  to  95  mm.  Additional 


recommended  really  provides  protection.  You' 
can  give  them  this  assurance  with  the  diaphragm- 
jellv  technique,  the  preferred  method  for  women 
of  high  parity.  Adopted  bv  parenthood  clinics 
“as  possessing  the  least  degree  of  fallibility,”3 
this  dependable  method  reduces  “the  likelihood 
of  conception  by  at  least  98  per  cent.”4 
Comfort  and  security  — RAMSES®  Diaphragm 
and  Jelly  offer  comfort 'for  the  patient  as  well 
as  the  peace  of  mind  that  comes  with  the  use  of 


jelly,  in  3 and  5 oz.  tubes,  at  all  pharmacies. 

References : 1.  Statist.  Bull.  Metrop.  Life  Insur.  Co.  38:6 
(March)  1957.  2.  College  Study  Report:  Population  Bull. 
11: 45  (June)  1955.  3.  Novak,  E.,  and  Novak,  E.  R.:  Text- 
book of  Gynecology,  Baltimore,  The  Williams  & Wilkins  Co., 
1956.  4.  Tietze,  C.:  Proc.  3rd  Intemat.  Conf.,  Planned  Par- 
enthood, 1953. 

JULIUS  SCHMID,  inc. 

423  West  “55th  Street,  New  York  19,  N.  Y. 

’Active  agent,  dodecaethyleneglycol  monolaurate  5%,  in  a base  of  long- 
lasting  barrier  effectiveness. 

RAMSES  and  "TUK-A-WAY"  are  registered  trade-marks  of 
Julius  Schmid.  Inc.  . , 
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Current  Concepts  in 


Feeding  Newborns 


Successful  infant  feeding  depends  on  effective 
planning  of  the  newborn’s  nutritional  regimen. 
The  first  feeding,  12  hours  after  birth,  may 
consist  of  a prelacteal  solution  of  KARO® 
Syrup.  This  should  be  offered  in  one  or  two 
ounce  amounts  at  two  hour  intervals  for  24  to 
48  hours  to  fulfill  the  high  water  requirement 
during  the  first  week  of  life.  Breast  feeding 
may  be  initiated  on  the  second  day  for  five 
minute  intervals  to  obtain  colostrum  and  stim- 
ulate breast  secretion.  However,  the  prelacteal 
feeding  is  continued  thereafter  and  between 
nursings. 

Artificial  feeding  is  offered  on  the  second 
day  if  breast  feeding  is  denied.  Small  infants 
are  fed  at  three  hour  intervals  and  large  in- 
fants at  four  hour  intervals.  The  initial  formula 
usually  is  a low  caloric  milk  mixture  to  enable 
gradual  adaptation  of  the  feeding  to  the  in- 
fant’s tolerance.  Concentration  of  the  formula 


is  gradually  increased  at  intervals  of  several 
days,  in  the  absence  of  digestive  disturbances. 
The  infant  should  be  fed  in  a semi-reclining 
position,  burped  during  and  after  feeding,  and 
kept  on  his  right  side  or  abdomen  undisturbed 
for  an  hour. 

The  same  problems  of  infant  feeding  recur 
from  generation  to  generation,  but  solutions 
may  differ  with  each  era.  The  carbohydrate 
requirement  for  all  infants  is  as  completely 
fulfilled  by  KARO  Syrup  today  as  a generation 
ago.  Whatever  the  type  of  milk  adapted  to  the 
individual  infant,  KARO  Syrup  may  be  added 
confidently  because  it  is  a balanced  mixture  of 
low  molecular  weight  sugars,  readily  miscible, 
well  tolerated,  palliative,  hypoallergenic,  re- 
sistant to  fermentation  in  the  intestine,  easily 
digestible,  readily  absorbed  and  non-laxative. 
It  is  readily  available  in  all  food  stores. 


pirst  formulas  for  newborns 
adapted  according  to  toeerance 


MEDICAL  DIVISION 
CORN  PRODUCTS  REFINING  CO. 

17  Battery  Place,  New  York  4,  N.  Y. 


. . 11  cols./ 02* 

FORMULA  I 8 oz. 

•Whole  Milk  12  oz. 

Water l/2  oz. 

Karo  

31/2  oz.  x 6 q Ah. 

12  5 cals./ oz. 

FORMULA  I 4 oz. 

**Evap.  14  oz. 

Water y2  oz. 

Karo  ' Y, 

31/2  oz.  x 6 q Ah. 

. . 11  cals./ oz. 

FORMULA  I 4 tbsp. 

Dried  milk 20  oz. 

Water i/2  oz. 

Kar°  31/2  oz.  x 6 q 4h. 

FORMULA  HI  Ca.'l0  oz. 

Whole  milk 10  QI 

Water i oz. 

Karo  ' ' ' Y. ' ' 

31/2  oz.  x 6 q 4h. 

FORMULA  20  .'“I*"/ oz. 

Evap.  milk 12  oz. 

Water 1 OI. 

3 oz.  x 6 q 4h. 

| FORMULA  III 18  ^tbsp. 

Dried  milk 20  oz. 

Water 1 oz. 

Karo  

31/2  oz.  x 6 q 4h. 


formula  I. 13-5caU9/ooz. 

Whole  milk  ^ OIi 

Water 3/4  oz. 

Karo  ' Y. 

31/2  oz.  x 6 q Ah. 

FORMULA  II C.°.' 5 5 oz. 

Evap.  milk 13  oz. 

Water ’ .3/4  oz. 

KOr°  3 oz.  x 6 q Ah. 

formula  11 145  caj5jbsp. 

Dried  milk  20  oz. 

Water 3/4  oz. 

Karo  ' ' ‘ Yu’ 

31/2  oz.  x 6 q Ah. 


•Whole  lactic  acid  milk  for- 
mulas may  also  be  prepared 
from  whole  cow's  milk. 

•Whole  lactic  acid  milk  for- 


mulas may 


also  be  prepared 


from  evaporated  cow': 


milk. 


Adapted  from  Nelson's  Pediatrics , 
Saunders,  Phila.  1954 


Produced  by 
Corn  Products  Refining  Co. 
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Modem  Ideas  on  Spontaneous  Generation.  By 
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Transplantation  of  Fins  in  Xiphophorin  Fishes. 

By  Klaus  D.  Kallman  and  Myron  Gordon,  Ph.D. 
Octavo  of  16  pages,  illustrated.  New  York  Academy 
of  Sciences,  1957.  Paper,  $.75.  (Annals  of  the 
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The  Biologic  Basis  of  Cancer  Management.  By 

Freddy  Homburger,  M.D.  Octavo  of  354  pages,  il- 
lustrated. [New  York],  A Hoeber-Harper  Book, 
1957.  Cloth,  $10. 
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pages,  illustrated.  New  York,  Obrig  Laboratories, 
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Fads  and  Fallacies  in  the  Name  of  Science,  (for- 
merly published  under  the  title  In  the  Name  of  Sci- 
ence). By  Martin  Gardner.  Second  edition. 
Octavo  of  363  pages.  New  York,  Dover  Publica- 
tions, 1957.  Paper,  $1.50. 


The  Horizontal  Hour.  By  Robert  W.  Marks. 
Octavo  of  346  pages.  New  York,  David  McKay 
Company,  1957.  Cloth,  $4.50. 

Integrating  the  Approaches  to  Mental  Disease. 

Two  Conferences  Held  under  the  Auspices  of  the 
Committee  on  Public  Health  of  The  New  York 
Academy  of  Medicine.  Edited  by  H.  D.  Kruse, 
M.D.  Quarto  of  393  pages.  [New  York],  A 
Hoeber-Harper  Book,  1957.  Cloth,  $10. 

The  Good  Housekeeping  Book  of  Baby  and  Child 
Care.  By  L.  Emmett  Holt,  Jr.,  M.D.  Quarto  of 
288  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1957.  Cloth,  $4.95. 

Cardio-Charting.  Universal  Method  of  Recording 
Heart  Auscultation.  By  Arthur  Briskier,  M.D. 
Quarto  of  58  pages,  illustrated.  New  York,  The 
Macmillan  Company,  1957.  Cloth,  $6.00. 

Danish  Medical  Bulletin.  A Survey  of  Danish 
Medicine.  Published  by  Ugeskrift  for  Lager,  The 
Medical  Faculties  of  the  Universities  of  Copenhagen 
and  Aarhus,  the  National  Health  Service  of  Den- 
mark. (v.  4,  no.  6,  September,  1957,  pp.  169-200.) 
Quarto  of  32  pages,  illustrated.  Copenhagen,  Ejnar 
Munksgaard,  1957.  Subscription,  $3.00  per  year. 

Ear,  Nose  and  Throat  Dysfunctions  Due  to  De- 
ficiencies and  Imbalances.  By  Sam  E.  Roberts, 
M.D.  Octavo  of  323  pages,  illustrated.  Springfield, 
Illinois,  Charles  C Thomas,  1957.  Cloth,  $8.50. 

Dangerous  Properties  of  Industrial  Materials. 
A Completely  Revised  and  Enlarged  Edition  of 
Handbook  of  Dangerous  Materials.  By  N.  Irving 

Sax.  Assisted  by  Leonard  J.  Goldwater,  M.D., 
John  H.  Harley,  M.S.,  William  B.  Harris,  Joseph  J. 
Fitzgerald,  and  Milton  S.  Dunn,  M.D.  Quarto  of 
1,467  pages,  illustrated.  New  York,  Reinhold 
Publishing  Company,  1957.  Cloth,  $22.50. 

The  Chronically  111.  By  Joseph  Fox,  Ph.D. 
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Library,  1957.  Cloth,  $3.95. 

Manual  of  Nutrition.  Octavo  of  67  pages.  New 
York,  Philosophical  Library,  1957.  Cloth,  $3.50. 

Tumor  Surgery  of  the  Head  and  Neck.  By  Robert 
S.  Pollack,  M.D.  Quarto  of  101  pages,  with  49 
illustrations.  Philadelphia,  Lea  & Febiger,  1957. 
Cloth,  $5.00. 

The  Glaucomas.  By  H.  Saul  Sugar,  M.D. 
Second  edition.  Octavo  of  516  pages,  illustrated. 
[New  York],  A Hoeber-Harper  Book,  1957.  Cloth, 
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D.  Tonkin,  M.D.  Characterized  by  Raymond  Keith 
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BRIGHAM  HALL  HOSPITAL 

Canandaigua,  N Y. 

Founded  1855 

Individual  psychotherapy,  occupational  and  recreational  pro- 
grams, shock  therapy,  selected  cases  of  alcoholism  and  aadic- 
tion  accepted. 

Geriatric  patients  given  special  consideration. 

W.  Roy  vanAllen,  M.D. 

Physician-in-Charge 


WEST  HELL 

West  252nd  St.  and  Fieldston  Road 
Riverdale-on-tbe-Hudson,  New  York  City 

For  nervous,  mental,  drug  and  alcoholic  patients.  The  sanitarium  is 
beautifully  located  in  a private  park  of  ten  acres.  Attractive  cottages, 
scientifically  air-conditioned.  Modern  facilities  for  shock  treatment. 
Occupational  therapy  and  recreational  activities.  Doctors  may  direct  the 
treatment.  Rates  and  illustrated  booklet  gladly  sent  on  request. 

HENRY  W.  LLOYD,  M.D.,  Physician  in  Charge 
Telephone:  Kingsbridge  9-8440 


Does  Your  Medical  Assistant  Need  Additional  Training? 
EVENING  COURSES  AVAILABLE  IN  ALL  SUBJECTS 
Our  10-months  day  course  includes  intensive  training 
in  laboratory  techniques,  E.K.G.  and  B.M.R.,  X-ray, 
medical  stenography,  typing,  and  office  nursing. 

TRAINED  MEDICAL  OFFICE  ASSISTANTS  AVAILABLE 

Moduli  School  254  ^7S.'373N4yC 

Licensed  by  the  State  of  New  York 


PINEWOOD  g;:  ^WEePnde,n  rhytielam  in  Charge 

Dr.  Walter  A.  Thompson,  F.A.P.  A.,  Clinical  Director 
Westchester  County  Katonah,  N.  Y.  Tel:  Central  2-3155 

A psychiatric  hospital,  offering  individual  treatment.  Psy- 
choanalytically  oriented.  Pharmacological  and  electro  thera- 
peutic methods.  Approved  residency  training  program. 

N.  Y.  City  Offices — By  Appointment 
Dr.  Wender  — 59  East  79  St.  — Mon.  Wed.,  Fri.,  — BU  8-0580 
Dr.  Epstein  — 975  Park  Ave.  — Tues.,  Thurs.,  Sat.  — RH  4-3700 


HOLBROOK  MANORNSG 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director  O.  L.  Friedman,  M.D.,  Q.P. 
HOLBROOK,  L.  I.  N.  Y.  Office;  GRamercy  5-4875 


HALL-BROOKE  • • • a modern  psychi- 
atric hospital  on  120  acres,  1-hr  from  N.  Y. 
George  S.  Hughes,  M.D.,  Medical  Director. 

GREENS  FARMS,  BOX  31,  CONNECTICUT 

Westport:  Capital  7-5105  New  York:  Lehigh  5-5155 


LOUDEN-KNICKERBOCKER  HALL,  inc. 

81  LOUDEN  AVENUE  - Tel.  Amityville  4-0053  - AMITYVILLE,  N.  Y. 

A private  sanitarium  established  1886  specializing  in  NERVOUS  and  MENTAL  diseases. 

Full  information  furnished  upon  request. 

JOHN  F.  LOUDEN,  President  EDWARD  H.  MALONE,  M.D.,  Physician-in- Charge 

NEW  YORK  CITY  OFFICE,  Empire  State  Building,  Tel.  Longacre  3-0799 


when  anxiety  and  tension  "erupts”  in  the  G. 

in  spastic 

and  irritable  colon 


I.  tract . . . 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 

Combines  Meprobamate  ( 400  mg.)  the  most  widely  prescribed  tranquilizer...  helps  control  the 
“emotional  overlay”  of  spastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . With  PATH  ILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.  i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

'Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


4063 


Available  for  your  prescription  at  all  leading  pharmacies 


ClINE  PHOSPHATE  COMPLEX 


faster,  more  certain  control  of  infection 


•A  single,  pure  drug  (not  a mixture) 

•High  tetracycline  blood  levels 
•Clinically  "sodium-free" 

•Equally  effective,  b.i.d.  or  q.i.d. 
•Exceptionally  free  from  adverse  reactions 
•Dosage  forms  for  every  therapeutic  need 


BRISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


patients  with  colds... 


sinusitis...  rhinitis... 


will  appreciate  the 


"Novahistine  effect” 

When  a patient  stops  sniffling  and  be- 
gins to  breathe  freely  in  a matter  of 
minutes... with  all  air  passages  clear 
and  no  sense  of  jitteriness  or  nasal 
irritation  ...  he  is  experiencing  the 
"Novahistine  Effect.” 


THIS  EFFECT  IS  PRODUCED  BY 

fast... effective  decongestion 

...combined  with  antihistaminic 
therapy  for  synergistic  action 

fuller  utilization  of  medication 
through  systemic  action 


stuffed-up  nose 


...on  all  mucous  membranes  of  the 
respiratory  tract 

safe... easy-to-use... ORAL  dosage 


orally  ivith 


PITMAN-MOORE  company 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS  6,  INDIANA 


Each  5 cc.  teaspoonful  of 
the  elixir  or  each  tablet 
provides  5.0  mg.  of  phenyl- 
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Hellier.  Duodecimo  of  71  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1957.  Board, 
$2.25. 

Roots  of  Modern  Psychiatry.  Essays  in  the  His- 
tory of  Psychiatry.  By  Mark  D.  Altschule,  M.D. 
With  the  collaboration  of  Evelyn  Russ.  Octavo  of 
184  pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1957.  Cloth,  $5.75. 


Books  for  review  should  he  sent  to  the  Book 
Review  Department  at  1313  Bedford  Avenue, 
Brooklyn  16,  New  York.  Acknowledgment  of 
receipt  will  he  made  in  these  columns  and  deemed 
sufficient  notification.  Selections  for  review  will 
he  based  on  merit  and  interest  to  our  readers. 


Research  Teams  Report  at  American 
College  of  Surgeons  Meeting 

Two  research  teams  from  New  York  made  major 
reports  at  the  annual  meeting  of  the  American  Col- 
lege of  Surgeons  held  in  October  in  Atlantic  City, 
according  to  the  New  York  Herald  Tribune,  October 
18,  1957. 

Columbia  University  researchers  reported  that 
new  nerves  had  been  induced  to  grow  over  the  ends 
of  the  severed  spinal  cord  of  a cat. 

The  team  is  headed  by  Dr.  James  B.  Campbell, 
assistant  professor  of  neurosurgery  at  the  College  of 
Physicians  and  Surgeons,  and  includes  Drs.  C. 
Andrew  Bassett,  instructor  in  orthopedic  surgery; 
Charles  R.  Noback,  associate  professor  of  anatomy, 
and  Jakob  Husby,  research  associate.  The  physi- 
cians have  not  yet  had  time  to  test  the  nerves  and 
so  cautioned  against  too  great  an  optimism. 

Another  team  from  the  United  States  Naval  Hos- 
pital at  St.  A lbans,  Queens,  reported  that  they  had 
used  the  germ-killing  chemical,  Chlorpactin,  to  de- 
stroy cancer  cells  inside  the  abdomen  of  rats.  The 
chemical  will  be  used  as  a spray  on  wounds  from  can- 
cer operations  in  an  attempt  to  prevent  the  spread 
of  loose  cancer  cells. 

The  Navy  scientists  making  this  report  were 
Drs.  Marvin  L.  Gliedman,  Roald  N.  Grant,  Charles 
Rogers,  and  Karl  E.  Karlson. 
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Allergy  Foundation  Urges  Individuals 
Who  Are  Hypersensitive  to  Egg  Pro- 
tein to  Be  Cautious  About  Taking  In- 
fluenza Vaccine 

The  American  Foundation  for  Allergic  Diseases 
has  cautioned  physicians  and  their  patients  that 
allergic  reactions  may  occur  occasionally  among 
those  who  are  given  the  newly  developed  vaccine 
against  Asian  Influenza  unless  precautions  are  taken 
against  such  reactions.  Only  a few  thousand  people 
of  out  of  the  millions  who  may  receive  the  vaccine  are 
likely  to  be  allergic  to  it,  the  Foundation  pointed  out, 
and  most  of  the  allergies  will  represent  a sensitivity 
to  egg  protein.  Reactions  in  most  cases  will  be 
merely  annoying,  but  a few  people  have  extreme 
sensitivity  to  the  egg  protein  that  is  found  in  some 
vaccines. 

While  it  is  the  responsibility  of  the  physician  to 
ascertain  if  the  patient  is  allergic  and  to  what  de- 
gree, it  behooves  the  patient  or  his  family  to  inform 
the  physician  if  he  has  ever  exhibited  any  evidence  of 
allergy  to  egg.  Such  an  allergy  may  occur  in  per- 
sons of  all  , ages  but  is  more  common  in  young  chil- 
dren. Reactions  do  not  seem  to  occur  more  fre- 
quently in  individuals  known  to  be  allergic  unless 
these  persons  are  specifically  sensitive  to  egg  protein. 

This  protein  is  present  in  the  vaccines  because  they 
are  prepared  by  culturing  viruses  in  eggs.  Sensi- 
tivity to  the  injection  usually  will  be  evidenced  by 
a mild  and  purely  local  reaction,  consisting  of  itching 
and  swelling  at  the  site  of  injection,  but  it  may  be  a 
generalized  reaction  with  hives,  asthmatic  symp- 
toms, and  occasionally  shock.  Physicians  custom- 
arily keep  antidotes  to  the  allergic  reaction  close 
at  hand. 

In  reminding  the  egg-allergic  individual  not  to 
take  the  vaccine  if  his  physician  feels  the  allergic 
hazard  is  greater  than  the  risk  from  influenza,  the 
Foundation  added  that  the  great  majority  of  people 
will  experience  no  reaction  at  all  from  the  injection. 
The  influenza  vaccine  is  particularly  safe  because  it 
is  a “killed  virus”  vaccine. 


It  is  better  to  live  rich,  than  to  die  rich. 

— Samuel  Johnson 
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Attendance  of  Officers  at  Meetings  of  Ameri- 
can Medical  Association  House  of  Delegates, 
22 

Amendments  Defeated 

Constitution,  Article  VIII:  Date  of  Annual 
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replacing 

it 

KOAGAMIN® 

parenteral  hemostat 

controls  and  prevents  blood  loss 


Saves  patients  from  the  necessity  of  transfusion  in  many  cases,1 
by  providing  rapid,  safe*  hemostasis  systemically.  Avoids  trans- 
fusion hazards  (death  1:1000  to  1 : 3000,  jaundice  1:200).2 

Saves  blood  in  various  types  of  hemorrhage. ..safely.. .by  acting 
directly  on  the  last  phases  of  the  clotting  mechanism. 

Saves  time  in  office  and  operating  room  by  stemming  capillary 
and  venous  bleeding  and  preventing  hemorrhage. 

1.  Joseph,  M.:  Control  of  Hemorrhage  — or  Transfusion,  Am.  J.  Surg.  87:905, 
1954.  2.  Crisp,  W.  E.:  Editorial;  One  Pint  of  Blood,  Obst.  & Gynec.  7:216,  1956. 
Koagamin,  an  aqueous  solution  of  oxalic  and  malonic  acids  for  parenteral 
use,  is  supplied  in  10-cc.  diaphragm-stoppered  vials. 

*no  untoward  reaction  — including  thrombosis  — ever  reported  in  18  years  of 
clinical  use. 

CHATHAM  PHARMACEUTICALS,  INC  • NEWARK  2,  NEW  JERSEY 


Distributed  in  Canada  by  Austin  Lab- 
oratories, Limited,  Guelph,  Ontario 
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Minutes  of  the  House  of  Delegates,  1957 


Again  the  Publication  Committee  is  pleased 
to  bring  to  the  membership  the  Minutes  of 
the  House  of  Delegates  at  its  151st  meeting 
held  at  the  Hotel  Statler,  New  York  City, 
May  13  to  15,  1957,  as  Part  II  of  the  Sep- 
tember 1 issue  of  the  New  YMrk  State 
Journal  of  Medicine. 

This  year  the  Society  celebrated  its  Ses- 
quicentennial  in  February  at  which  time  the 
several  county  societies  exhibited  much  his- 
torical material  from  their  areas.  This  was 
the  first  time  that  the  Annual  Meeting  and 
the  meeting  of  the  House  of  Delegates  were 
held  separately.  For  some  time  the  minutes 
of  the  House  have  been  published  at  one 
time  in  the  Journal  as  set  forth  above. 
This  has  greatly  facilitated  reference  to  the 
transactions  by  those  interested. 


Yearly  the  detailed  work  of  transcribing 
the  material,  its  editing,  and  verifying  com- 
mence immediately  after  the  session.  This 
onerous  task  is  accomplished  during  the 
summer  months  by  the  secretary’s  office  of 
the  Society  in  conjunction  with  the  editorial 
staff  of  the  Journal.  The  systematic  proc- 
essing of  such  a large  volume  of  material, 
in  addition  to  the  ordinary  routine  business 
of  both  staffs,  is  the  result  of  long  training 
and  skill.  Because  of  it  the  September  1, 
Part  II,  issue  of  the  Journal  brings  to  the 
membership  on  time  a complete  transcript 
of  the  proceedings,  accurate  and  well  in- 
dexed, to  be  added  to  those  volumes  of  pre- 
vious years  that  form  an  invaluable  his- 
torical record  and  reflect  the  continuing 
policy  of  the  Society. 


INDEX  TO  MINUTES 


The  membership  is  earnestly  requested  to 
preserve  these  minutes  from  year  to  year. 
If  it  becomes  necessary,  any  member  can 
find  the  origin,  the  action  taken,  and  the  dis- 
position of  any  resolution.  Except  by  at- 
tending the  sessions  of  the  House  of  Dele- 
gates, which  it  is  the  privilege  of  any  mem- 
ber to  do,  there  is  no  other  way  than  by 
studying  the  proceedings  by  which  a member 
can  follow  the  fate  of  a resolution  introduced 
by  his  own  or  another  county  society. 

It  is  the  hope  of  the  Publication  Commit- 
tee that  the  membership  will  preserve  the 


supplements  from  year  to  year  for  handy 
reference.  Questions  constantly  arise  as  to 
the  policy  of  the  Society  on  many  topics. 
By  consulting  the  index  in  this  issue  the 
answer  may  be  found  readily  in  the  action 
taken  by  the  House  on  the  particular  topic 
under  consideration. 

This  volume  is  the  official  record.  Much 
time  and  effort  have  gone  into  its  prepara- 
tion and  distribution.  Newer  members  of 
the  Society  particularly,  ■null,  it  is  hoped, 
study  it  to  familiarize  themselves  with  the 
methods  of  procedure  and  the  content. 


INDEX 
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Medical  Society  of  the  Slate  of  New  York 

HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 


May  13  to  15,  1957 


rPHE  151st  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  convened  at  the  Hotel  Statler,  New 
York  City,  on  Monday,  May  13,  1957,  at  10:00 
a.m.;  Dr.  Frederic  W.  Holcomb,  Speaker;  Dr. 
Frederick  W.  Williams,  Vice-Speaker;  Dr.  W.  P. 
Anderton,  Secretary;  Dr.  Ezra  A.  Wolff,  Assistant 
Secretary. 

Speaker  Holcomb:  The  House  will  come  to 
order. 

Mr.  Secretary,  may  I ask  for  a report  from  the 
Credentials  Committee. 

Section  1 

Report  of  the  Reference  Committee 
on  Credentials 

Secretary  Anderton:  Dr.  McCarty  is  here, 

sir. 

Speaker  Holcomb:  Dr.  McCarty. 

Dr.  Charles  F.  McCarty,  Kings:  Officers,  20; 
District  delegates  4;  Sections  4;  Counties  128. 
That  is  a quorum. 

Speaker  Holcomb:  We  have  a quorum  present. 

I now  declare  this  151st  meeting  of  the  House  of 
Delegates  open  for  any  transactions  of  business 
which  may  come  before  us. 

Section  2 

Memorial  Tribute 

Speaker  Holcomb:  During  this  past  year,  we 

have  lost  some  of  our  previous  members  of  the  House 
of  Delegates.  First  on  my  list  is  Dr.  Thomas 
Halsted  of  New  York,  White  Plains,  and  Syracuse, 
president  for  the  year  1918-1919;  Dr.  James  Mc- 
Askill  of  Watertown,  former  vice-president;  Dr. 
Leo  F.  Schiff  of  Plattsburgh,  trustee;  we  all  remem- 
ber him  so  fondly  as  being  a very  active  member  of 
this  House  of  Delegates  for  many  years,  and  he 
passed  away  this  spring.  Dr.  Frank  J.  Cerniglia 
of  Rego  Park,  delegate  from  Queens  County;  Dr. 
Guy  S.  Philbrick  of  Niagara  Falls,  delegate  from 
Niagara  County,  and  Dr.  Percy  G.  Waller,  whom 
you  all  remember  as  “General  Practitioner  of  the 
Year.” 


I will  ask  the  House  of  Delegates  to  rise  for  a 
moment  of  respect  and  tribute  to  their  services  to 
this  House  of  Delegates. 

. . . The  members  rose  . . . 

Section  3 

Invocation  and  National  Anthem 

Speaker  Holcomb  : We  will  now  have  the  invo- 

cation by  Dr.  William  T.  Rosenblum,  Temple 
Israel,  New  York  City,  who  has  very  graciously 
consented  to  pronounce  the  invocation. 

Dr.  Rosenblum. 

Dr.  Rosenblum:  May  I ask  you  first  to  pause, 

each  in  your  own  place,  for  a moment  of  prayer  in 
your  own  way. 

Father  of  us  all,  we  turn  to  Thee  in  thanksgiving. 
For  Thou  art  the  source  of  all  our  bounties  and  capa- 
bilities, ever  mindful  of  need  for  our  advancement 
in  our  profession,  through  knowledge  and  research; 
never  untiring  in  our  endeavors  to  find  new  ways 
and  new  means  to  enhance  our  skill,  may  we  learn 
to  regard  our  call  in  administering,  using  every 
device  of  mind  and  hand  and  also  every  sensibility 
of  heart;  a ministry  to  human  kind,  sharing  with 
Thee  the  blessing  which  comes  through  healing, 
healing  the  sick  in  body,  and  in  mind  and  in  spirit; 
the  ministry  which  has  never  recognized  any  differ- 
ences among  men  of  creed  or  color  or  national 
rivalries  but  indeed  insists  that  Thou  art  the 
Father  of  us,  Father  of  us  all,  and  all  are  Thy  chil- 
dren. May  our  deliberations  help  us  indeed  to 
enhance  our  proficiency  and  our  service  to  our  fellow-- 
men  but  above  all  also  to  enhance  our  faith  in  serv- 
ice to  Thee.  Amen. 

Speaker  Holcomb:  Ladies  and  gentlemen: 

Now  the  National  Anthem. 

. . . National  Anthem  . . . 

Section  4 

Approval  of  Minutes  of  1956  Meeting 

Speaker  Holcomb:  Next  on  our  order  of 

business  is  the  approval  of  the  minutes  of  the 
last  meeting.  These  w-ere  published  in  Part  II 
of  the  September  1,  1956,  issue  of  the  New  York 
State  Journal  of  Medicine. 
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Are  there  any  objections,  omissions,  or  correc- 
tions? 

If  not,  I declare  them  approved  as  published. 
Section  5 

Reference  Committees 

Speaker  Holcomb:  In  regard  to  our  reference 

committees,  these  were  published  in  the  April  1 
issue  of  the  Journal.  However,  there  have  been 
several  changes.  Our  mortality  rate  was  somewhat 
high.  There  have  also  been  some  last-minute 
changes. 

The  corrected  list  of  reference  committees  fol- 
lows: 

CREDENTIALS 

Charles  F.  McCarty,  Chairman,  Kings 

E.  Gordon  MacKenzie,  Dutchess 

Harold  S.  Heller,  Ninth  District  Branch,  Rockland 

Edward  L.  Schwabe,  Chautauqua 

Irwin  Alper,  Oneida 

PRESIDENT’S  REPORT 

Walter  Scott  Walls,  Chairman,  Erie 
Richard  M.  Arkwright,  Suffolk 
Alfred  L.  George,  Genesee 
Richard  P.  Doody,  Rensselaer 
William  L.  Wheeler,  Jr.,  New  York 

REPORTS  OF  SECRETARY,  JUDICIAL  COUNCIL, 
AND  DISTRICT  BRANCHES 

C.  Stewart  Wallace,  Chairman,  Tompkins 

Henry  J.  Barrow,  Bronx 

Philip  Hust,  Delaware 

John  G.  Masterson,  Kings 

Leo  T.  Flood,  Second  District  Branch,  Nassau 

REPORTS  OF  TREASURER,  TRUSTEES,  BUDGET, 
WAR  MEMORIAL 

R.  Scott  Howland,  Chairman,  Chemung 
William  C.  Rausch,  Albany 
Adelaide  Romaine,  New  York 
Philip  M.  Standish,  Ontario 
Albert  H.  Douglas,  Queens 

PLANNING  COMMITTEE  FOR  MEDICAL  POLICIES 

Joseph  A.  Lane,  Chairman,  Monroe 
E.  Dean  Babbage,  Erie 
John  N.  Dill,  Westchester 
Walter  S.  Bennett,  Washington 
Irving  Weiner,  Orange 

MALPRACTICE  INSURANCE  AND  DEFENSE 
BOARD,  LEGAL  COUNSEL 

William  B.  Rawls,  Chairman,  New  York 
E.  Kenneth  Horton,  Nassau 
Felix  Ottaviano,  Madison 
Solomon  Schussheim,  Kings 
John  C.  Brady,  Erie 

COUNCIL— PART  I 

CONSTITUTION  AND  BYLAWS  COMMITTEE  OF 
COUNCIL,  QUESTION  OF  ETHICS,  POSTGRADU- 
ATE EDUCATION,  CIVIL  DEFENSE  AND  CATAS- 
TROPHE, INHALATION  THERAPY 

Joseph  P.  Alvich,  Chairman,  Bronx 
Carl  G.  Whitbeck,  Columbia 
John  J.  Flynn,  Kings 
James  H.  Arseneau,  Wayne 
John  C.  Kinzly,  Niagara 


COUNCIL— PART  II 

PUBLIC  HEALTH  ACTIVITIES  A— MATERNAL 
AND  CHILD  WELFARE,  SCHOOL  HEALTH, 
ACCIDENT  PREVENTION 

George  J.  Lawrence,  Jr.,  Chairman,  Queens 
Alfred  J.  Vignec,  Section  Delegate,  New  York 
Joseph  E.  Corr,  New  York 
Maynard  W.  Gurnsey,  Steuben 
Leonard  J.  Schiff,  Clinton 

COUNCIL— PART  III 

PUBLIC  HEALTH  ACTIVITIES  B— RURAL  MEDI- 
CAL SERVICE,  GENERAL  PRACTICE 

William  E.  Pelow,  Chairman,  Onondaga 
Donald  C.  Walker,  Schenectady 

Alfred  A.  Hartmann,  Fourth  District  Branch,  Franklin 
Frank  Tellefsen,  Richmond 
William  Hall  Lewis,  Jr.,  New  York 

COUNCIL— PART  IV 

PUBLIC  HEALTH  ACTIVITIES  C— CANCER, 
BLOOD  BANKS,  HEART  DISEASE,  MENTAL 
HYGIENE,  FILM  REVIEW 

Alfred  A.  Angrist,  Chairman,  Queens 
Morris  Maslon,  Warren 
Samuel  Sanes,  Erie 
John  F.  Kelley,  Oneida 
Waring  Willis,  Westchester 

COUNCIL— PART  V 

PUBLIC  HEALTH  ACTIVITIES  D— PHYSICAL 
MEDICINE  AND  REHABILITATION,  GERIAT- 
RICS, DIABETES,  CEREBRAL  PALSY,  HARD 
OF  HEARING  AND  THE  DEAF,  ALCOHOL  AND 
NARCOTICS  ADDICTION 

Alfred  P.  Ingegno,  Chairman,  Kings 
Sylvester  C.  Clemans,  Fulton 
Elton  R.  Dickson,  Broome 
Herbert  S.  Ogden,  New  York 
Stanley  B.  Folts,  Seneca 

COUNCIL— PART  VI 

HOSPITAL  AND  PROFESSIONAL  RELATIONS, 
DENTAL  HEALTH 

Edward  P.  Flood,  Chairman,  Bronx 
Norman  C.  Lyster,  Chenango 
Benjamin  M.  Bernstein,  Kings 
George  F.  Nevin,  Cortland 

Arthur  Q.  Penta,  Fourth  District  Branch,  Schenectady 
COUNCIL— PART  VII 

ECONOMICS  (MEDICARE),  MEDICAL  CARE 
INSURANCE,  PUBLIC  MEDICAL  CARE 

George  A.  Burgin,  Chairman,  Herkimer 
James  M.  Blake,  Schenectady 
Kent  W.  Jarvis,  Oswego 
Samuel  B.  Burk,  New  York 
Aaron  Kottler,  Kings 

COUNCIL— PART  VIII 

LIAISON  WITH  VETERANS  ADMINISTRATION, 
AMERICAN  MEDICAL  EDUCATION  FOUNDA- 
TION, WOMAN’S  AUXILIARY,  JOINT  COMMIT- 
TEE WITH  PHARMACEUTICAL  ASSOCIATION 
OF  NEW  YORK  STATE 

John  W.  Latcher,  Chairman,  Otsego 
Charles  Sandler,  Bronx 

Frank  J.  Borrelli,  Section  Delegate,  New  York 

George  Gordon  Knight,  Rockland 

Herbert  Berger,  First  District  Branch,  Richmond 

COUNCIL— PART  IX 

LEGISLATION,  CULTS 

Peter  Marshall  Murray,  Chairman,  New  York 
Eugene  F.  Galvin,  Ulster 
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Irving  J.  Sands,  Kings 
Robert  S.  Cleaver,  Putnam 
John  L.  Sengstack,  Suffolk 

COUNCIL— PART  X 

WORKMEN’S  COMPENSATION,  INDUSTRIAL 
HEALTH 

W.  Walter  Street,  Chairman,  Onondaga 
Laurence  A.  Kohn,  Monroe 
George  Himler,  New  York 
George  A.  Howley,  Bronx 
Charles  A.  Prudhon,  Jefferson 

COUNCIL— PART  XI 

PUBLICATION,  PUBLIC  RELATIONS 

John  M.  Galbraith,  Chairman,  Nassau 

James  E.  Glavin,  Essex 

Leo  S.  Drexler,  Kings 

John  H.  Wadsworth,  Schoharie 

C.  Joseph  Delaney,  New  York 

COUNCIL— PART  XII 

CONVENTION,  SESQUICENTENNIAL,  NURSING 
EDUCATION,  OFFICE  ADMINISTRATION  AND 
POLICIES,  BELATED  BILLS 

James  H.  Ewing,  Chairman , New  York 
Gordon  M.  Hemmett,  Monroe 
Martin  F.  Geruso,  Montgomery 
Christopher  Wood,  Westchester 
Joseph  A.  Wintermantel,  Cattaraugus 

MISCELLANEOUS  BUSINESS 

Harold  W.  Grosselfinger,  Chairman,  Rockland 
Moses  H.  Krakow,  Bronx 
Irwin  Felsen,  Allegany 
Webster  M.  Moriarta,  Saratoga 

I would  like  to  remind  the  delegates,  as  we  always 
have,  that  Miss  Lewis  is  located  at  the  rear  of  the 
room  and  that  she  will  clear  and  edit  all  resolutions 
and  reports,  and  she  will  also  take  care  of  the  num- 
ber of  copies.  I must  remind  the  chairmen  of  the 
reference  committees  that  five  copies  are  necessary 
and  it  is  very  important  to  all  members  of  your  com- 
mittee to  sign  those  reports  before  you  present  them 
to  the  Speaker. 

Section  6 

Reference  of  Reports  and 
Supplementary  Reports 

Dr.  Anderton:  Mr.  Speaker,  I move  the  reports, 
supplementary  reports  of  officers,  Council,  Trustees, 
legal  counsel,  and  district  branches  that  have  been 
published  and  distributed  to  the  members  of  this 
House  of  Delegates  be  referred  to  the  appropriate 
reference  committees  without  reading. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  I 
second  it. 

Speaker  Holcomb  : All  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

These  reports  are  now  referred  to  the  respective 
reference  committees.  We  have,  in  the  rear  of  the 
room,  tables  for  these  respective  reference  commit- 
tees. 

Another  matter  we  have  today:  our  friend  Mrs. 

Grimm,  who  has  been  with  us  many  times  in  pre- 
vious years,  is  unable  to  be  with  us  this  year  on  the 


ground  of  prior  commitments.  We  have  a new 
reporting  system  this  morning,  so  I must  ask  all  the 
delegates  when  they  rise  to  be  recognized  to  give 
their  names  and  county  because  Mrs.  Grimm,  as 
you  recall,  knew  perhaps  most  of  the  members  of 
this  House  of  Delegates.  That  will  greatly  help 
the  Speaker  and  the  proceedings. 

Section  7 (See  181)  Reports  57-A1,  57- A2,  57- A3 

Malpractice  Insurance  and  Defense 

Hoard  Supplementary  Reports  57-A1 

To  the  House  of  Delegates , Gentlemen: 

Although  the  final  report  of  our  actuaries  has  not 
yet  been  filed,  the  Board,  as  the  result  of  a confer- 
ence with  Mr.  Linder  and  a representative  of  our 
insurance  carrier,  is  now  able  to  forward  to  you  its 
supplementary  report. 

Last  year  the  Board  reported  favorable  indica- 
tions of  a leveling  off  in  the  upward  trend  of  losses 
that  we  had  experienced  during  the  past  several 
years.  Unfortunately,  the  results  of  our  experi- 
ence as  of  December  31,  1956,  as  outlined  in  the 
following  statement,  show  a substantial  rise  in  per 
case  and  over-all  costs.  This  is  due  partly  to  the 
larger  ratio  of  older  and  more  serious  cases  to  the 
total  number  of  those  outstanding  and  also  partly 
to  the  greater  number  of  excess  (over  $5,000)  losses. 
During  1956,  for  example,  more  cases  costing  in  the 
neighborhood  of  $50,000  were  disposed  of  than  in 
all  the  years  from  1949  to  1955,  inclusive. 

Income 


Premiums 

$10,912,280 

Contingent  loss 
factor 

615,823 

$11,528,103 

Disbursements 
Claims  closed 

4,741,239 

Operating  costs 

2,764,388 

Taxes  on  contin- 
gent loss  factor 

18,474 

Reserves  for 
Outstanding 
cases 

5,567,200 

Unreported  cases 

2,473,252 

15,564,553 

Underwriting  loss 

$ 4,036,450 

Some  increase  in  rates  for  the  year  beginning 
September  1,  1957,  is  clearly  indicated,  and,  subject 
to  the  conditions  outlined  below,  the  Company  has 
agreed  to  the  following  revisions,  which  are  designed 
to  produce  an  over-all  increase  in  premium  income  of 
about  17  per  cent: 

(1)  An  increase  in  the  contingent  loss  factor  to 
$15  for  the  metropolitan  area,  $13  for  the  suburban 
area,  and  $10  for  upstate. 

(2)  An  increase  in  the  basic  additional  charge 
for  x-ray  therapy  from  $20  to  $30. 

(3)  An  increase  in  Class  III  rates  for  $5,000/ 
$15,000  limits  as  follows: 
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Metropolitan 

$76 

Suburban 

58 

Upstate 

40 

(4)  An  increase 

of  35  per  cent  in  the  Excess 

Limits  table  for  Class  I.  This  is  in  line  with  our 
experience,  which  shows  that  the  great  majority  of 
excess  losses  arise  out  of  this  class. 

From  the  point  of  view  of  the  Company,  however, 
there  are  other  matters  of  even  greater  importance 
than  this  small  increase  in  premium  that  are  vital 
to  the  continued  success  of  the  Group  Plan.  The 
Company  has  pointed  out  that,  effective  July  1, 
1949,  it  entered  into  an  agreement  with  the  Society 
to  write  a group  plan  of  insurance  for  all  members, 
unless  otherwise  directed  by  the  Society,  under  a policy 
contract  formulated  by  the  Society  and  at  rates 
and  with  an  expense  ratio  approved  by  the  Society. 
It  did  not  enter  this  field  of  insurance  in  order  to 
compete  with  other  companies  for  the  business  of 
individual  doctors  on  a price  basis  and  it  does  not 
intend  to  enter  into  such  competition.  It  is  willing 
to  continue  as  the  Group  Plan  carrier  for  another 
year  and  to  reassess  the  situation  at  the  end  of  that 
period,  during  which  there  must  be  an  improvement 
in  the  present  situation  indicated  by: 

(1)  A higher  percentage  of  insured  membership. 

(2)  A stricter  application  by  this  Board  of  the 
criteria  for  determining  insurability  under  the  Group 
Plan. 

(3)  A greater  participation  by  county  societies 
in  malpractice  matters. 

In  accordance  with  its  constant  efforts  to  improve 
the  protection  afforded  and  to  distribute  the  cost 
of  insurance  equitably  among  the  members,  the 
Board  recommends  the  adoption  of  the  following 
changes: 

(1)  A new  classification  system  based  upon  a 
doctor’s  specialty  or  type  of  practice  rather  than 
upon  procedures  as  at  present.  While  for  the  most 
part  the  determination  of  a member’s  specialty  will 
be  obvious,  there  will  be  many  borderline  cases 
where  the  help  of  county  societies  and  specialty 
groups  will  be  required.  After  all  insured  members 
have  been  classified  by  specialty,  loss  experience  for 
the  various  groups  can  be  computed  and  appropri- 
ate premium  classes  can  be  set  up. 

(2)  Since  a member  will  be  issued  a certificate 
of  insurance  appropriate  to  his  practice,  the  present 
exclusion  in  the  master  policy  restricting  coverage 
to  certain  procedures  will  be  eliminated. 

(3)  For  the  next  year,  beginning  September  1, 
1957,  the  present  premium  classes  will  be  main- 
tained, and  in  most  instances  insurance  will  be 
renewed  under  the  class  now  in  effect. 

The  Board  believes  that  these  changes  will  result 
in  more  satisfactory  coverage  and  in  a better  dis- 
tribution of  loss  costs  among  the  various  groups. 

Respectfully  submitted, 

Joseph  A.  Lane,  M.D.,  Chairman 

57-A2 

To  the  House  of  Delegates,  Gentlemen: 

In  its  supplementary  report,  the  Board  recom- 


mends a new  classification  system  based  upon  a 
doctor’s  specialty  or  type  of  practice,  but  with 
maintenance  of  the  present  three  premium  classes 
during  the  next  year  and  with  renewal  of  insurance 
in  most  instances  under  the  class  already  in  effect. 

As  an  exception  to  this  general  rule,  the  Board 
further  recommends  that  insurance  for  general 
practitioners  doing  limited  procedures  now  requir- 
ing Class  I coverage  be  issued  or  renewed  under  a 1 
new  premium  classification  intermediate  between 
Class  I and  Class  II. 

The  Board  also  wishes  to  present  the  following 
summary  of  the  results  of  its  efforts  to  date  to  safe- 
guard the  Group  Plan  of  the  State  Society,  and  hence 
the  long-term  interests  of  all  members,  against 
unauthorized  activities  by  representatives  of  un- 
licensed insurers. 

Following  a hearing  in  1953,  the  New  York  State 
Insurance  Department  issued  a cease  and  desist 
order  directed  against  excess  line  brokers,  prohibit- 
ing them  from  continuing  to  place  malpractice  > 
insurance  for  individual  doctors  where  such  insur- 
ance could  be  secured  from  authorized  companies. 
When  insurance  is  not  available  from  licensed  com- 
panies, it  is  termed  excess  and  can  then  be  placed 
legally  with  a nonlicensed  carrier. 

Because  there  was  evidence  available  that 
brokers  were  continuing  to  solicit  insurance,  not  in 
fact  excess,  the  Board  recommended  and  the  Council 
on  October  13,  1955,  authorized  the  employment 
of  legal  counsel  to  represent  the  Society  in  the  inves- 
tigation of  these  activities  and  in  such  negotiations 
with  the  Superintendent  of  Insurance  as  the  Board 
deemed  necessary  or  desirable. 

On  May  14,  1956,  the  Superintendent  of  Insur- 
ance issued  an  opinion  and  decision  stating,  in  part, 
that  a certain  brokerage  firm  had  in  the  past  assisted 
a Maryland  corporation  of  the  same  name  in  placing 
malpractice  insurance  that  was  not  in  fact  excess, 
and  cautioned  it  not  to  make  its  employes  and 
facilities  available  to  the  Man-land  corporation  for 
this  type  of  solicitation  in  the  future. 

In  order  to  further  the  investigation  authorized 
by  the  Council  to  protect  the  Group  Plan  and  to 
assist  the  New  York  State  Insurance  Department  in 
reaching  a decision  based  upon  the  situation  as  it 
exists,  our  counsel  communicated  with  the  Maryland 
Insurance  Department.  This  department,  after 
investigation  of  the  activities  of  the  Maryland  cor- 
poration, found  that  that  firm  had  been  issuing 
binders  and  cover  notes  on  malpractice  insurance  in 
Maryland  in  violation  of  the  Maryland  insurance 
law  and  ordered  this  practice  to  be  discontinued 
forthwith. 

We  believe  that  our  counsel  have  presented  facts  , 
to  the  Insurance  Departments  of  New  York  and 
Maryland  which  have  shown  clearly  that  under-  , 
-writers,  not  licensed  in  either  of  these  states,  have 
violated  the  laws  of  each  of  these  states.  We  , 
firmly  believe  that  no  member  of  our  profession 
should  aid,  assist,  or  purchase  his  malpractice  ] 
liability  insurance  from  any  such  company  or 
organization. 

We  further  believe  that  the  Society’s  Group 
Plan— a plan  underwritten  by  a licensed  insurance 
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company  and  operating  under  the  laws  of  New  York, 
a plan  managed  and  supervised  by  the  Society’s 
representatives,  a plan  providing  highly  skilled  and 
exceptionally  experienced  legal  defense,  a plan  in 
which  all  members  have  a voice — should  be  sup- 
ported by  the  entire  membership. 

Respectfully  submitted, 

Joseph  A.  Lane,  M.D.,  Chairman 

57-A3 

Report  of  Ad  Hoc  Committee  to  Study  Malpractice 
Insurance  and  Defense,  Accepted  by  the  Council, 
April  11,  1957. 

Dr.  Leo  E.  Gibson,  chairman,  stated:  “Mr. 

President  and  members  of  the  Council,  this  is  the 
report  of  an  ad  hoc  committee,  the  authority  of 
which  originated  in  a resolution  approved  by  the 
Council  of  March  8,  1956: 

‘It  was  voted  that  a committee  be  appointed 
to  investigate  the  matter  of  Malpractice  Insurance 
and  Defense,  going  back  to  its  inception,  and 
that  the  president  be  authorized  to  appoint  such 
a committee.’ 

“This  resolution  was  initiated  by  a discussion  of 
a report  rendered  by  the  firm  of  Watters  and  Dono- 
van, in  regard  to  malpractice  insurance  and  defense, 
to  the  Superintendent  of  Insurance  of  the  State  of 
New  York,  with  the  result  that  certain  doctors 
received  letters  from  the  State  Insurance  Depart- 
ment. In  addition,  it  was  apparent  that  there  was 
criticism  of  the  Group  Insurance  Plan  in  effect 
by  the  Medical  Society  of  the  State  of  New  York, 
in  regard  to  its  increasing  cost,  and  in  the  decrease 
in  its  number  of  policyholders.  It  has  been  alleged 
that  individuals  in  the  management  of  the  Group 
Plan  realized  unreasonable  profit  out  of  the  business 
at  the  expense  of  the  policyholders. 

“The  committee  was  Dr.  Leo  E.  Gibson,  chair- 
man, Dr.  Samuel  Z.  Freedman,  Dr.  Peter  M. 
Murray,  Dr.  Solomon  Schussheim,  and  Dr.  Renato 
J.  Azzari.  Dr.  James  Greenough,  president  of  the 
Medical  Society  of  the  State  of  New  York,  has 
attended  all  the  meetings  of  the  committee. 

“At  the  time  of  organization  of  the  committee  it 
was  realized  that  a committee  of  the  Council  was 
appointed  in  1946,  known  as  the  Council  Committee 
on  Malpractice  Insurance  and  Defense.  This  com- 
mittee reviewed  its  problems  and  emphasized  the 
fact  that  ‘the  complexity  and  importance  of  our 
malpractice  insurance  and  defense  affairs  require  far 
more  intimate  understanding  and  continuity  of  super- 
vision than  can  be  provided,  as  at  present,  by  a com- 
mittee of  the  Council,  all  of  whose  members  are 
liable  to  frequent  change.’ 

“An  amendment  in  the  House  of  Delegates  was 
adopted,  authorizing  the  present  Malpractice  Insur- 
ance and  Defense  Board.  The  Group  Plan  had  at 
that  time  been  in  existence  for  twenty-four  years. 

“Owing  to  the  fact  that  the  Malpractice  Insur- 
ance and  Defense  Board  was  organized  in  1946 
and  that  the  increase  in  insurance  rates  has  been 
most  pronounced  since  that  date,  this  committee 


has  confined  its  attention  to  that  period. 

“During  the  activity  of  this  committee  we  have 
had  two  conferences  with  Mr.  Joseph  Collins,  chief 
of  the  rating  bureau  in  the  office  of  the  Superin- 
tendent of  Insurance  of  the  State  of  New  York,  two 
conferences  with  Mr.  Linder  of  Wolfe,  Corcoran, 
and  Linder,  two  conferences  with  Mr.  William  Mar- 
tin, and  the  chairman  has  held  five  conferences  with 
Colonel  Wanvig’s  office.  It  is  from  these  sources 
that  we  have  obtained  the  information  in  this 
report. 

“The  indemnity  carrier  in  your  Group  Plan 
receives  funds  from  the  policyholders  in  the  way  of 
premiums  and,  since  1949,  a contingent  loss  factor. 
These  premiums  have  varied  in  amount,  all  limits, 
from  $331,651  in  1945  to  $2,123,056  in  1955.  The 
contingent  loss  charge  has  varied  from  $37,838  in 
1949  to  $159,206  in  1954  but  decreased  to  $92,964 
in  1955. 

“These  funds  are  disbursed  by  paying  claims, 
legal  counsel  expense,  expense  of  administration, 
and  the  establishment  of  certain  reserves  for  out- 
standing losses  and  unreported  losses.  A tabulation 
of  these  premiums,  claims,  and  reserves  is  made 
each  year  to  the  Medical  Society  by  Mr.  Linder. 
This  tabulation  is  on  file  at  the  office  of  the  secretary 
of  the  State  Society  and  available  to  every  member. 

“Mr.  Linder  reported  that  in  this  tabulation  the 
figures  are  taken  from  the  records  of  the  indemnity 
representative,  that  they  are  satisfactory  to  him  in 
that  all  vouchers  are  checked  to  ascertain  if  legal 
counsel  has  approved  disbursements  and  that  out- 
standing cases  are  reviewed  to  see  if  counsel  has 
concurred  on  the  estimate  of  such  cases.  Your 
committee  had  access  to  the  same  figures  and  had  no 
way  of  further  investigation. 

“In  order  to  determine  the  cost  of  legal  counsel 
in  disposing  of  claims  your  committee  studied  468 
claims  closed  in  the  year  1955.  We  found  that  the 
cost  fell  into  the  following  items:  investigation 

expense,  expert  preparation  legal  counsel  service, 
legal  counsel  travel,  cost  of  transcripts  of  examina- 
tion before  trial,  and  cost  of  field  investigators  of  the 
carrier.  The  actual  cost  of  legal  counsel  service  for 
this  particular  year  was  10.2  per  cent  of  the  claims 
disposed  of.  The  entire  cost,  including  the  other 
items  in  this  service,  was  13.4  per  cent.  These 
amounts  will  vary  as  the  claims  vary. 

“The  amounts  retained  by  the  carrier  and  paid 
to  the  insurance  representative  are  explained  in  a 
letter  from  Mr.  J.  M.  Sweitzer,  vice-president  and 
general  counsel  of  the  carrier. 

“This  letter  follows: 

Dear  Mr.  Wanvig: 

We  have  your  letter  regarding  the  special  committee 
appointed  to  examine  the  operations  of  the  Group  Plan. 
You  indicated  that  they  were  interested  in  the  distribu- 
tion of  the  premium  and  the  expense  allowance. 

As  you  know,  all  premiums  paid  to  an  insurance  com- 
pany become  its  exclusive  property  to  spend  as  it  sees 
fit,  except  as  in  cases  such  as  the  group  program  of  the 
Medical  Society  of  the  State  of  New  York  where  a special 
contingent  loss  fund  is  agreed  upon.  The  totals  of  our 
loss  experience  and  the  ratio  of  our  expenses  to  written 
premiums  are  announced  in  our  annual  statements  and 
these  are  broken  down  between  broad  general  underwriting 
classes  but  not  detailed  by  special  lines  within  a class. 
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Our  expenses  are  divided  among  a very  large  number  of 
items  and  classes  such  as  branch  and  home  office  salaries, 
branch  and  home  office  rent,  clerical  and  other  expenses, 
printing,  taxes,  acquisition  costs,  etc. 

The  expense  ratio  charged  to  the  New  York  Society’s 
programs,  as  you  know,  has  varied  from  year  to  year  begin- 
ning at  31.5  per  cent  and  was  reduced  from  time  to  time 
until  in  1955  it  reached  a low  of  21.5  per  cent.  Perhaps 
it  will  answer  the  committee's  question  if  I say  that,  of 
this,  13.5  per  cent  was  retained  by  the  company  and  used 
in  the  general  fund  for  paying  the  cost  of  operating  the 
company  and  the  balance  was  paid  to  your  office  as  com- 
missions. It  may  be  useful  if  I add  that  no  other  com- 
missions or  allowances  of  any  kind  are  paid  to  you.  Out 
of  your  commissions  you,  of  course,  must  pay  the  cost 
of  operating  your  office  and  such  other  functions  as  are 
usually  performed  by  the  companj-.  Those  include 
policywriting  and  accounting. 

It  should  be  of  interest  to  the  committee  to  know  that 
the  expense  of  allowance  mentioned  above  is  far  lower  than 
that  applicable  to  any  other  line  of  insurance  or  class 
within  a line.  In  the  field  of  “liability  other  than  auto” 
which  includes  malpractice,  the  expense  allowance  for 
rate-making  purposes  usually  runs  between  40  and  50 
per  cent. 

I hope  this  will  give  your  committee  the  information 
it  requires. 

Yours  very  truly, 

J.  M.  Sweitzer,  Vice-President  and  General  Counsel 

“Your  committee  concludes  that  the  fee  of  13.4 
per  cent  of  claims  allotted  to  legal  cost  in  the 
cases  examined  appears  adequate  but  does  not  con- 
stitute an  unreasonable  profit. 

“Inasmuch  as  it  has  been  established  that  in  con- 
tracts on  an  individual  basis  the  allowance  for  com- 
mission would  be  between  20  and  25  per  cent  plus 
an  additional  20  per  cent  for  the  carrier  to  cover 
general  overhead,  taxes,  and  profit,  the  21.5  per 
cent  which  was  obtained  since  1955  in  the  Group 
Plan  is  reasonable.  The  21.5  per  cent  of  premiums 
retained  by  the  carrier  is  a reduction  from  31.5  per 
cent  obtained  previous  to  1955.  Of  this  amount 
13.5  per  cent  is  retained  by  the  company  and  used 
in  the  general  fund  for  paying  the  cost  of  operating 
the  company;  the  balance  is  paid  to  the  insurance 
representative.  Xo  other  allowance  is  made  to  him 
in  any  manner,  according  to  the  letter  from  the 
carrier.  An  inspection  of  the  layout  of  his  office 
and  the  fact  that  twenty  people  are  employed  there 
indicates  that  his  profit  is  reasonable.  The  amount 
of  this  compensation  will  van-  with  the  premiums 
and  thereby  involves  a certain  risk. 

“In  the  report  of  Malpractice  Insurance  and 
Defense  Board  of  April,  1956,  it  states  that: 

‘The  Yorkshire  resigned  as  carrier  of  the 
Group  Plan  on  June  30,  1949.  During  the  6.5 
years  since  then,  there  has  been  a total  of  322 
new  claims  reported  to  them  for  events  which 
occurred  prior  to  that  date.  Of  these,  64  were 
still  open  and  outstanding  at  the  end  of  1955, 
for  which  reserves  of  $260,750  have  been  estab- 
lished. This  is  an  average  of  more  than  $4,000 
each.’ 

“This  appears  to  represent  a latent  liability  which 
requires  sufficient  reserves. 

“From  our  conference  with  a representative  of 
the  Superintendent  of  Insurance,  that  official  appears 
to  have  no  criticism  of  the  rates  of  the  Group  Plan. 
“In  a communication  from  the  administrators  of 


the  professional  liability  program  for  the  American 
College  of  Surgeons  it  is  stated:  ‘Malpractice  suits 

are  increasing  in  frequency,  the  public  is  becoming 
more  claim  conscious,  courts  are  more  liberal  in 
rendering  judgments  in  favor  of  the  plaintiff,  pro- 
tection against  these  liabilities  is  becoming  more 
difficult  to  obtain,  and  frequently  only  inadequate 
limits  are  available.’ 

“The}-  also  state:  ‘Rate  increases,  varying  from 

17  per  cent  in  one  case  to  more  than  100  per  cent, 
have  become  effective  in  43  states.’ 

“The  rate  under  this  program  for  $25,000/$75,000 
upstate  is  $194.94,  the  same  as  the  Group  Plan, 
excluding  the  contingent  loss  charge. 

“In  regard  to  the  number  of  cases  settled,  no  case 
can  be  settled  without  the  written  consent  of  the 
physician.  While  we  have  no  figures  at  present, 
we  feel  that  a fairly  large  per  cent  of  claims  are 
medically  indefensible. 

“The  question  of  the  employment  of  an  impartial  , 
consulting  actuary  at  a large  expense  to  study  the  I 
insurance  problem  has  been  discussed  by  your  com- 
mittee. The  result  of  such  action  might  dispel  the 
growing  loss  of  confidence  in  our  Group  Plan  and 
substantiate  the  figures  already  obtained.  We 
doubt  that  the  carrier  would  be  obliged  to  open  their 
accounts  for  such  a study.  An  attempt  of  this 
nature  might  result  in  the  loss  of  our  carrier. 

“This  report  is  informative  and  carries  no  recom- 
mendation.” 

Section  8 (See  95)  Report  57-B 

Secretary's  Supplementary  Report 

To  the  House  of  Delegates,  Gentlemen: 

Placement  Bureau.— From  July  1,  1956,  to 
April  1,  1957,  approximately  158  requests  were 
received  from  physicians  in  search  of  locations  for 
practice.  In  this  period,  approximately  28  physi- 
cians, listed  with  our  placement  bureau,  located  in 
New  York  State.  During  the  same  period,  approxi- 
mately 16  requests  have  been  received  from  com- 
munities for  assistance  in  obtaining  a doctor. 
Requests  from  specialists  far  outnumber  those  from 
general  practitioners,  but  the  requests  for  general 
practitioners  from  communities  greatly  exceed  the 
requests  for  specialists. 

Continuing  this  endeavor,  which  was  started  in 
1945,  Dr.  John  H.  Iselin,  Jr.,  assistant  to  the 
secretary,  has  found  the  cooperation  of  the  place- 
ment bureau  of  the  American  Medical  Association 
to  be  very  helpful.  During  the  past  year  he  has 
worked  with  the  Rural  Medical  Service  Committee, 

Dr.  Leo  E.  Gibson,  chairman,  and  it  is  hoped  the 
studies  of  this  committee  will  be  helpful  in  his  work. 

Dental  Health. — At  the  April  Council  meeting 
a report  upon  the  desirability  of  fluoridation  of  public 
water  supplies  was  received  from  Dr.  Fred  Squier 
Dunn,  chairman  of  the  Joint  Committee  of  the 
Medical  Society  of  the  State  of  New  York  and  the 
Dental  Society  of  the  State  of  New  lork.  The 
report  stated  that  the  subject  deserved  a more 
scientific  study  than  this  committee  could  apply. 

The  Council  thereupon  referred  the  matter  to  the 
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Public  Health  and  Education  Committee,  Dr. 
Norman  S.  Moore,  chairman. 

General. — Since  his  preceding  report  your 
secretary  has  attended  several  district  branch 
executive  committee  meetings  and  meetings  of  other 
committees. 

Resignation. — It  is  with  profound  regret  that  I 
report  Dr.  Floyd  S.  Winslow’s  resignation  as  coun- 
cillor was  received  April  23,  1957,  on  account  of  ill 
health.  He  has  been  a tower  of  strength  and  wis- 
dom for  many  years,  as  president,  councillor,  and 
chairman  of  your  Public  Relations  Committee. 
His  loss  will  be  sorely  felt.  Should  you  vote  to 
accept  this  resignation,  I have  asked  the  chairman 
of  your  nominating  committee  to  be  prepared. 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Section  9 ( See  135)  Report  57-C 

Supplementary  to  Report  of  the  Council,  Part 
VII,  Economics — Report  of  the  Subcommittee 
on  Medical  Expense  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Medical  Expense  Insurance 
is  composed  of  the  following  members: 

Carl  R.  Ackerman,  M.D.,  Chairman Bronx 

Matthew  E.  Fairbank,  M.D Monroe 

Arthur  F.  Gaffney,  M.D Oneida 

Leo  E.  Gibson,  M.D Onondaga 

C.  Otto  Lindbeck,  M.D Chautauqua 

Lyle  A.  Sutton,  M.D Albany 

Melvin  S.  Martin,  M.D Wyoming 

George  P.  Farrell,  Adviser New  York 

The  subcommittee  met  November  14,  1956. 

The  subcommittee  considered  approval  of  a plan 
known  as  “The  Family  Doctor’s  Plan,”  which  would 
provide  comprehensive  medical  care  to  individuals 
and  families.  A brochure  on  this  plan  was  pre- 
sented through  Mr.  Warren  Schnur,  their  legal  coun- 
sel. In  reviewing  the  brochure  a permit  from  the 
Department  of  Social  Welfare  to  operate  would  have 
to  be  issued  in  order  to  comply  with  Article  IX(c) 
of  the  Insurance  Law.  This  permit  had  not  been 
received  by  the  plan.  The  subcommittee  recom- 
mended that  approval  or  disapproval  of  the  plan 
should  be  tabled  until  further  information  was 
received  regarding  whether  or  not  they  were  licensed 
to  do  business  in  the  State  of  New  York. 

A letter  was  referred  to  the  subcommittee  from 
Dr.  A.  R.  Tolk  of  Brooklyn,  protesting  inequities 
permitted  by  Blue  Shield,  specifically  directed 
against  radiologists.  The  subcommittee  recom- 
mended that  Dr.  Tolk’s  letter  be  referred  to  United 
Medical  Service  for  reply  and  Dr.  Tolk  was  so 
advised. 

The  subcommittee,  through  the  Council  Commit- 
tee on  Economics,  recommends  that  the  Medical 
Society  of  the  State  of  New  York  extend  its  approval 
for  the  ensuing  year  to  the  following  Blue  Shield 
Plans:  United  Medical  Service,  Inc.,  New  York; 
Western  New  York  Medical  Plan,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
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Central  New  York  Medical  Plan,  Inc.,  Syracuse ; 
Medical  and  Surgical  Care,  Inc.,  Utica;  North- 
eastern New  York  Medical  Service,  Inc.,  Albany; 
and  Chautauqua  Region  Medical  Service,  Inc., 
Jamestown. 

The  following  resolutions  were  referred  to  the  sub- 
committee by  the  Council  for  action:  Resolution 

56-1,  introduced  by  the  Medical  Society  of  the 
County  of  Richmond,  calling  for  a study  of  the 
possibility  of  insuring  subscribers  of  Blue  Shield 
against  the  cost  of  diagnostic  survey;  resolution 
56-4,  also  introduced  by  the  Medical  Society  of  the 
County  of  Richmond,  requesting  that  there  be 
undertaken  a study  of  Blue  Shield  plans  including 
consultation  fees;  and  resolution  56-27,  introduced 
by  the  Medical  Society  of  the  County  of  Monroe, 
calling  for  the  continuation  and  further  development 
of  medical  insurance  plans  which  respected  the  prac- 
tice of  medicine  by  physicians  and  that  the  State 
Society  support  hospital  insurance  plans  confining 
their  coverage  to  nonphysician  hospital  services  and 
oppose  inclusion  in  a hospital  insurance  plan  of 
coverage  of  services  rendered  by  a licensed  physi- 
cian. 

The  subcommittee  recommended  that  two  ques- 
tionnaires be  developed,  one  to  be  circulated  to  each 
Blue  Cross  and  Blue  Shield  plan  in  the  State  regard- 
ing diagnostic  services,  and  the  second  pertaining  to 
consultation  fees  be  sent  to  each  Blue  Shield  plan 
to  the  State  of  New  York. 

The  following  recommendations  were  made 
regarding  consultants’  services  in  Blue  Shield  plans 
after  review  of  the  questionnaires: 

The  subcommittee  finds  that,  in  most  plans  in  the 
State,  compensation  for  consultations  is  inadequate. 
In  further  investigation  of  the  problem,  the  follow- 
ing significant  factors  were  discovered. 

Most  plans  feel  that  with  larger  consultation  pay- 
ments overutilization  would  cause  a significant  rise 
in  premium  rate. 

With  the  existence  of  various  forms  of  medical 
practice  at  the  present  time,  such  as  the  individual 
practitioner,  the  group  practice,  and  the  university 
type  of  practice,  the  utilization  of  consultations 
would  be  uneven  because  of  the  individual  char- 
acteristics of  these  forms  of  practice.  If  Blue  Shield 
were  to  supply  an  increased  adequate  fee  for  con- 
sultations and  highly  restrict  them  to  perhaps  one 
consultation,  the  problem  of  adequate  consultation 
coverage  still  would  not  be  solved. 

If  the  Blue  Shield  plans  were  to  participate  more 
completely  in  consultation  coverage,  it  might  be 
necessary  to  drop  the  loose  all-inclusive  term 
“Consultations”  and  particularize  as  to  the  consul- 
tative services  rendered.  For  example,  there 
would  be  no  justice  in  equating  one  consultation 
which  might  require  two  to  three  hours  of  time,  such 
as  a complete  neurologic  examination,  with  another 
type  requiring  only  ten  to  fifteen  minutes. 

The  subcommittee  wishes  to  do  no  more  at  this 
time  than  to  bring  out  the  above  points  relative  to 
the  problem.  Furthermore,  it  feels  that  at  the 
present  time  other  fields  require  the  use  of  the 
premium  dollar  more  urgently. 

The  following  is  the  finding  and  recommendation 
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regarding  payment  for  diagnostic  study  by  Blue 
Cross  and  Blue  Shield  plans: 

The  subcommittee  favors  the  extension  of 
Blue  Shield  and  Blue  Cross  coverage  into  the 
field  of  diagnostic  coverage.  In  making  this 
increase  in  the  scope  of  coverage,  the  following  sig- 
nificant factors  are  recognized. 

By  prior  consultation  and  agreement,  Blue  Cross 
and  Blue  Shield  Plans  must  carefully  demarcate 
their  respective  areas  of  coverage.  Without  mutual 
agreement,  confusion,  friction,  and  conflicts  are  very 
likely  to  occur. 

There  is  a necessity  in  this  type  of  coverage  for 
protection  against  overutilization.  Otherwise  the 
cost  of  coverage  would  become  economically  unfea- 
sible. 

The  suggested  methods  are:  the  deductible 

form  of  insurance,  percentage  participation  payment 
by  the  subscriber,  a total  allowable  expenditure, 
and/or  combination  of  the  above. 

Utilization  of  diagnostic  coverage  would  occur 
under  the  following  circumstances: 

1.  Diagnostic  coverage  done  in  the  hospital. 
This  would  require  the  services  of  the  physician 
and  the  utilization  of  hospital  facilities. 

2.  Diagnostic  work  done  by  the  physician  in  his 
office  or  within  his  “group.”  Under  these  circum- 
stances the  physician’s  services  would  be  utilized 
and  the  facilities,  equipment,  etc.  owned  by  the 
physician  or  “group”  would  be  utilized. 

3.  Diagnostic  work  done  in  the  outpatient  departs 
ment  of  hospitals.  Here  again  the  physician’s 
services  and  the  hospital’s  facilities  would  be  used. 

4.  Diagnostic  work  could  be  carried  on  in  the 
physician’s  office  with  the  physician  utilizing  the 
facilities  and  services  of  a private  laboratory.  In 
these  circumstances,  apportionment  of  payments 
would  have  to  be  made  between  the  physician  and 
the  private  laboratory. 

These  are  the  forms  by  which  medical  practice 
provides  diagnostic  care.  Due  consideration  must 
be  given  to  them  in  the  arrangements  for  payment 
for  services. 

In  underwriting  this  type  of  coverage,  provisions, 
rules,  and  regulations  must  be  set  up  to  properly 
facilitate  the  obtainment  of  these  services  by  the 
subscriber  without  undue  difficulties  and  denials. 

In  regard  to  resolution  56-27,  the  subcommittee 
recognized  this  resolution  as  another  in  the  matter 
of  corporations  practicing  medicine.  After  discus- 
sion, a motion  was  passed  approving  the  resolution 
and  urgently  suggesting  that  the  Council  of  the 
Medical  Society  of  the  State  of  New'  York  ask  Blue 
Cross  and  Blue  Shield  plans  to  elaborate  and  review 
areas  that  overlap  and  to  refine  and  define  the  areas 
of  each  group  to  avoid  future  complications. 

Your  subcommittee  is  most  appreciative  of  the 
cooperation  of  the  State  of  New  York  Insurance 
Department  in  sending  a representative  to  its 
meeting. 

Your  subcommittee  wishes  to  express  its  thanks 
to  the  officers  of  the  State  Society  and  to  Dr.  John 
C.  McClintock,  chairman  of  the  Council  Committee 
on  Economics,  for  their  interest  and  attendance  at 
meetings. 


Mr.  George  P.  Farrell,  director  of  the  Bureau  of 
Medical  Care  Insurance  and  adviser  to  your  sub- 
committee, has  been  of  great  assistance  to  the  sub- 
committee. 

Section  10  (See  106,  145,  146,  147,  150,  157,  158, 
159,  201,  202,  204 ) Report  57-D 

Supplementary  to  Report  of  the  Council , Parts 
I,  II,  III,  IV,  and  V — Supplementary  Report 
of  the  Committee  on  Public  Health  and 
Education 

T o the  House  of  Delegates,  Gentlemen: 

Paht  I — Postgraduate  Education 

On  April  26,  1957,  a joint  meeting  of  the  Council 
Committee  on  Public  Health  and  Education  with 
Commissioner  Hilleboe  was  attended  by  Drs.  A.  H. 
Aaron,  Charles  D.  Post,  James  Greenough,  Thurman 
B.  Givan,  W.  P.  Anderton,  Franklyn  B.  Amos, 
Edward  Schlesinger,  and  your  chairman. 

I.  Further  information  was  requested  on  the 
“Working  Paper”  referred  to  by  Dr.  Se3Tnour  Fiske 
of  the  General  Practice  Subcommittee  when  he 
reported  on  a meeting  of  the  Public  Health  Commit- 
tee of  the  New  York  State  Chapter  of  the  Academy 
of  General  Practice  on  February  24,  1957,  at  which 
he  represented  the  State  Society.  (See  supplemental 
report  of  General  Practice  Subcommittee.) 

Dr.  Hilleboe  stated  that  at  a recent  health 
conference  in  Switzerland  he  had  been  impressed 
with  the  universal  problem  of  (1)  what  can  be  done 
to  obtain  greater  participation  of  general  practi- 
tioners in  public  health  activities  and  (2)  how  to 
train  them.  To  more  accurately  define  this  aspect 
of  medicine,  he  said  it  actually  fell  under  the  head- 
ing of  preventive  medicine  in  the  office  of  the 
physician  but  was  public  health  in  its  application  to 
the  community. 

There  are  four  phases  of  the  problem: 

1.  What  do  we  teach  the  medical  student? 

2.  What  do  we  try  to  teach  the  general  practi- 
tioner? 

3.  What  about  the  part-time  general  practi- 
tioner, part-time  health  officer? 

4.  What  shall  we  teach  in  public  health  to 
physicians  who  carry  on  at  least  one  half  of  their 
work  in  that  area? 

The  “Working  Paper”  is  an  attempt  to  bring 
about  greater  participation  by  the  general  practi- 
tioner in  public  health.  However,  at  the  February 
24,  1957,  meeting  the  group  felt  that  “it  was  not 
presented  in  a manner  which  would  gain  the  whole- 
hearted support  of  the  general  practitioners  of  the 
State,”  the  chairman  reported  to  the  Council  com- 
mittee. Dr.  Hilleboe  said  he  had  acceded  to  the 
A.G.P.  committee’s  request  to  consider  modifying 
the  document  in  conference  with  their  representa- 
tives. 

Dr.  Amos  said  the  “Working  Paper”  had  been 
sent  to  about  one  hundred  persons;  there  wras  a 60 
per  cent  reply.  There  appeared  to  be  a very  com- 
mon misunderstanding  by  the  physicians  in  their 
use  of  the  term  “public  health,”  definitely  related 
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to  the  background  and  experience  of  the  individual 
making  the  comments.  Only  a small  percentage  of 
the  medical  schools  questioned  had  a separate 
department  for  this  subject;  among  these  there  was 
a great  variety  of  content.  Dr.  Amos  emphasized 
that  there  is  great  need  for  a more  common  use  of 
knowledge  and  facilities  on  the  part  of  the  private 
practitioner  and  the  public  health  official.  Each 
is  prone  to  act  on  his  own  without  consulting  the 
other. 

It  was  agreed  to  call  a meeting  in  the  fall  with 
representatives  of  the  medical  schools  of  the  State, 
preferably  the  head  of  the  department  of  medicine 
and  the  director  of  the  department  of  public  health, 
if  any.  Dr.  Hilleboe  said  he  hoped  to  be  able  to 
set  up  demonstration  programs  in  upstate  medical 
schools  in  preventive  medicine,  both  graduate  and 
postgraduate. 

II.  There  was  discussion  of  a number  of  out-of- 
the-ordinary  requests  for  assistance  in  postgraduate 
education  programs  in  various  counties.  It  was 
felt  that  certain  of  them  were  too  extensive  and  were 
contrary  to  the  original  concept  of  the  postgraduate 
education  service  rendered  by  the  committee  and 
the  State  Health  Department,  i.e.,  to  encourage 
medical  societies,  academies  of  medicine,  and  even 
hospital  staffs  who  could  not  otherwise  afford  to 
schedule  such  instruction. 

Discussion  by  the  committee  with  the  county 
medical  society  executives  is  planned  during  the 
annual  meeting.  It  was  generally  agreed  by  the 
committee  that  the  funds  allotted  for  postgraduate 
education  expenses  should  be  as  equally  distributed 
as  possible  over  the  State  (outside  the  metropolitan 
area),  and  that  all  such  sessions  must  be  approved 
by  the  local  county  medical  society. 

III.  A complaint  from  a physician  in  Middle- 
town  relative  to  television  and  radio  advertising  of 
drugs  was  read.  It  was  decided  to  refer  the  letter 
to  the  Orange  County  Medical  Society,  with  the 
recommendation  that  they  present  to  the  House  of 
Delegates  a resolution  embodying  the  complaint 
and  including  a request  that  it  be  forwarded  to  the 
American  Medical  Association.  Also,  it  was  agreed 
that  the  county  society  take  up  the  matter  with  the 
Federal  Food  and  Drug  Administration. 

IV.  A protest  from  a citizen  of  New  Jersey 
relative  to  the  indiscriminate  spraying  of  trees  with 
DDT  in  three  states  by  the  U.S.  Department  of 
Agriculture  from  April  through  June  had  been 
referred  to  the  committee.  Dr.  Hilleboe  asked  that 
it  be  sent  to  him  at  Alban y for  reply. 

Two  other  matters  were  discussed  at  the  meeting: 
(1)  the  “Criteria  for  Programs  of  Secondary  Preven- 
tion of  Rheumatic  Fever,”  and  (2)  the  fluoridation 
of  water  supplies. 

1.  A complete  report  of  the  discussion  on  the 
“Criteria”  appears  under  the  report  of  the  Sub- 
committee on  Heart  Disease. 

2.  After  discussion  of  the  continuing  contro- 
versial nature  of  this  subject,  the  committee  voted 
unanimously  that  a joint  meeting  be  called  of  the 
Committee  on  Public  Health  and  Education  with 
representatives  of  the  State  Health  Department  to 
hear  a presentation  of  facts  and  data  by  three  pro- 


ponents and  three  opponents  of  fluoridation,  and 
that  a scientific  opinion,  based  on  this  hearing,  be 
presented  to  the  Council  and  be  made  public  to  the 
people  of  the  State. 

Your  chairman  wishes  to  report  a matter  which 
has  been  discussed  with  Dr.  Granville  Larimore  of 
the  Health  Department  and  which  has  received  the 
approval  of  the  other  two  members  of  the  committee. 
Shortly  a survey  of  300  sample  death  certificates 
will  get  under  way  in  New  York  State  as  a part  of 
the  National  Health  Survey  authorized  by  Congress 
last  year.  This  will  be  carried  out  by  the  United 
States  Public  Health  Service.  It  is  hoped  that 
methods  have  been  worked  out  by  which  interview- 
ing doctors  regarding  the  total  amount  of  care 
necessary  on  a patient  who  has  died  will  fill  the  gap 
of  the  total  medical  resources  necessary  to  take  care 
of  the  people  of  the  country.  Data  has  been 
obtained  on  live  patients  but  no  data  has  been  col- 
lected on  dead  people.  We  hope  New  York  will 
have  as  good  a record  as  Pennsylvania  and  Mary- 
land, which  have  experienced  97  per  cent  coopera- 
tion of  the  physicians  contacted. 

Part  II — Maternal  and  Child  Welfare 

Study  of  all  maternal  deaths  in  upstate  New  York 
and  perinatal  mortality  associated  with  cesarean 
section  in  18  counties  is  progressing  favorably.  A 
great  deal  of  work  is  involved.  Results  will  be 
used  for  educational  purposes  only. 

Statistics  based  on  matched  birth  and  death 
certificates  by  hospitals,  for  the  years  1950  through 
1954,  will  soon  be  published  by  the  State  Depart- 
ment of  Health.  Rates  for  all  hospitals  in  upstate 
New  York  in  which  more  than  500  deliveries  occur 
annually  will  be  presented.  Copies  will  be  available. 

The  Bureau  of  Maternal  and  Child  Health  of  the 
New  York  State  Department  of  Health  is  preparing 
an  evaluation  study  of  the  State  premature  infant 
program.  The  director  of  this  Bureau,  however, 
Dr.  Alfred  Yankauer,  has  applied  for  leave  of  absence 
from  his  duties.  He  will  be  sorely  missed  by  this 
subcommittee. 

Part  II — School  Health 

1.  A local  committee  is  being  formed  by  the 
chairman  with  the  aid  of  the  medical  college  in 
Syracuse  to  arrange  a postgraduate  education  teach- 
ing day  for  school  physicians.  It  appears  that 
because  of  the  many  teaching  days  already  arranged 
by  the  college  for  the  remainder  of  the  spring  this 
meeting  will  have  to  be  deferred  until  September  or 
October.  This  would  be  a more  opportune  time 
inasmuch  as  school  physicians  will  then  be  about  to 
start  on  their  duties  for  the  ensuing  school  year. 

2.  At  the  request  of  Dr.  Stiles  D.  Ezell,  secretary 
of  the  Board  of  Medical  Examiners  of  the  State 
Education  Department,  representatives  of  the  State 
Societ3r  were  present  in  Albany  on  March  13,  1957, 
at  a conference  with  Mr.  Ewald  B.  Nyquist,  Associ- 
ate Commissioner  of  Higher  Education,  Dr.  John 
Forst,  chief  of  the  Bureau  of  Health  Service,  and  Dr. 
Joseph  A.  Geis,  supervisor  of  School  Medical  Services 
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for  the  Department.  Representing  the  Medical 
Society  were  Dr.  William  Ayling,  chairman  of  the 
subcommittee,  Dr.  Thomas  M.  d’Angelo  of  the 
Section  on  Ophthalmology,  and  Dr.  Frederick  Lee 
Liebolt,  secretary  of  the  Section  on  Orthopedics. 
Also  present  were  representatives  of  the  optometrists 
and  of  the  podiatrists  of  the  State,  as  the  conference 
had  to  do  with  the  possible  use  of  these  groups  in  the 
school  health  program. 

The  optometrists  and  podiatrists  wished  to  have 
representation  on  the  advisory  committee  of  the 
Board  of  Regents;  they  contended  that  the  school 
examinations  were  not  conducted  as  well  as  they 
might  be  and  wanted  permission  from  the  Departs 
ment  of  Education  to  go  into  the  schools  and  screen 
the  children  in  their  particular  fields.  They  also 
desired  to  conduct  a pilot  study  in  certain  schools  to 
evaluate  the  present  screening  regulations.  At  its 
meeting  in  June,  1955,  the  Subcommittee  on 
School  Health  went  on  record  that  “it  was  the  con- 
sensus of  the  committee  that  special  surveys  by 
groups  not  officially  connected  with  the  schools 
should  be  discouraged.”  Dr.  Ayling  maintained  this 
viewpoint  in  the  discussion. 

No  action  was  taken  at  the  meeting,  but  Mr. 
Nyquist  said  the  Department  would  take  the  sugges- 
tions under  consideration  and  would  answer  the 
requests  at  a later  date. 

3.  An  inquiry  from  the  Bureau  of  Health  Educa- 
tion of  the  American  Medical  Association  as  to  the 
school  health  activities  of  this  State  Society  was 
promptly  answered  by  the  chairman. 

Part  II — Accident  Prevention 

1.  The  Council,  at  its  meeting  on  April  11,  1957, 
voted  “total  approval  of  this  project,”  referring  to 
the  study  of  all  motor  vehicle  accidents  on  the  New 
York  Thruway,  which  it  had  approved  “in  prin- 
ciple” previously,  pending  clarification  of  the  legal 
status  of  the  physicians  who  will  submit  reports  on 
accident  victims,  including  their  names,  to  the  New 
York  State  Department  of  Health.  Legal  counsel 
has  expressed  the  opinion  that  protection  of  the 
physicians  is  now  “ample,”  as  the  result  of  the 
recent  passage  of  an  amendment  to  Article  2,  Title 
I,  Section  206  of  the  Public  Health  Law.  This  states 
that  in  conducting  scientific  studies  and  research 
for  reduction  of  morbidity  and  mortality  the 
Commissioner  of  Health  “is  authorized  to  receive 
reports  on  forms  prepared  by  him  and  the  furnishing 
of  such  information  to  the  Commissioner,  or  his 
authorized  representatives,  shall  not  subject  any 
person,  hospital,  sanitarium,  rest  home,  nursing 
home  or  other  person  or  agency  furnishing  such 
information  to  any  action  for  damages  or  other 
relief.  Such  information,  when  received  by  the 
Commissioner  or  his  authorized  representatives, 
shall  be  kept  confidential  and  shall  be  used  solely 
for  the  purposes  of  medical  or  scientific  research. 
Such  information  shall  not  be  admissible  as  evidence 
in  any  action  of  any  kind  in  any  court  or  before  any 
other  tribunal  board,  agency,  or  person.”  ( Italics 
ours.) 

A letter  was  sent  on  April  30  to  all  physicians  in 
the  county  medical  societies  bordering  on  the  Thru- 


way, urging  complete  cooperation  in  the  project, 
commencing  May  15,  the  purpose  of  which  is  to 
obtain  authentic  information  concerning  the  specific 
causes  of  injuries  to  occupants  of  passenger  auto- 
mobiles involved  in  accidents.  New  information, 
based  on  statistical  analysis  of  these  accident- 
injury  facts,  will  enable  automotive  engineers  to 
make  changes  in  the  design  of  future  automobiles 
which  will  reduce  by  a substantial  number  the  need- 
less and  excessive  injuries  seen  in  epidemic  propor- 
tions today.  Notice  of  this  study  also  appeared  in 
the  May  Newsletter. 

2.  On  April  17  a meeting  was  held  of  certain 
members  of  the  subcommittee  to  consider  visual 
requirements  for  motor  vehicle  operators.  De- 
tailed recommendations  were  worked  out  and  will  be 
submitted  to  the  Commissioner  of  Motor  Vehicles 
for  guidance  in  issuing  driving  licenses. 

The  subcommittee  also  agreed  that: 

(a)  The  civilian  driver  should  be  required  to 
have  a general  physical  examination  when  renewing 
his  license  or  applying  for  a new  license  just  prior 
to  age  sixty-five.  He  should  submit  a certificate 
from  his  doctor  stating  that  he  has  no  medical, 
physical,  or  mental  condition  wrhich  would  in  any 
way  impair  his  driving  ability. 

(b)  The  commercial  or  transportation  driver 
should  undergo  a physical  examination  every  three 
years  before  applying  for  renewal  of  his  license  and 
should  submit  the  same  sort  of  certificate  to  the 
Motor  Vehicle  Bureau. 

(c)  In  certain  borderline  cases  involving  any 
medical  condition,  including  impaired  vision,  a 
limited  license  should  be  issued  for  six  months,  upon 
recommendation  to  the  Commissioner  of  Motor 
Vehicles  by  a consultant  group,  with  re-examination 
at  the  end  of  that  period. 

Part  III — General  Practice 

On  February  24,  1957,  the  Subcommittee  on 
General  Practice  was  represented  by  Dr.  Seymour 
Fiske  at  a meeting  in  Albany  of  the  Public  Health 
Committee  of  the  Newr  York  State  Chapter  of  the 
Academy  of  General  Practice.  Two  matters  were 
discussed:  (1)  the  alleged  shortage  of  general 

practitioners  in  rural  areas,  and  (2)  “A  Working 
Paper  on  Public  Health  Training  of  General  Prac- 
titioners.” This  working  paper  details  a plan  formu- 
lated by  Commissioner  Herman  E.  Hilleboe  and  the 
New  York  State  Department  of  Health  Planning 
Committee  and  merits  further  consideration  and 
support.  (Cf.  report  on  Joint  Meeting  of  the  Coun- 
cil Committee  on  Public  Health  and  Education  with 
the  Health  Department  on  April  26.) 

The  subcommittee  has  advocated  full  support  of 
State  Society  and  county  society  polio  vaccine  pro- 
grams. It  has  endeavored  to  interpret  the  attitude 
of  the  general  practitioner  on  polio  vaccination  to 
officers  of  the  Medical  Society  of  the  State  of  New 
York  and  has  encouraged  generalists  to  take  an  active 
part  in  the  formation  of  local  policies  by  county 
medical  societies  in  cooperation  with  public  health 
officials. 

The  integration  of  the  general  practitioner  into 
hospitals  serving  the  rural  areas  is  a matter  of  con- 
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tinuing  interest.  The  chairman  of  the  subcommit- 
tee has  conferred  with  the  medical  board  of  a hos- 
pital in  Niagara  Falls  on  the  formation  of  a general 
practice  department. 

At  this  time  the  necessity  of  cooperative  study  of 
the  problem  of  medical  schools  training  and  encour- 
aging students  to  enter  general  practice  is  recognized. 

Part  IV — Cancer 

At  its  January  29,  1957,  meeting  the  Subcommit- 
tee on  Cancer  reviewed  the  sequence  of  events  fol- 
lowing the  designation  of  the  committee  by  the 
Council  on  December  8,  1955,  “to  investigate  the 
Revici  treatment  of  cancer.”  After  full  and  due 
deliberation  the  subcommittee  decided  to  report 
that  “after  detailed  study  of  the  facts  pertaining  to 
previous  attempts  by  interested  groups  and  agencies 
in  and  out  of  government  to  procure  the  cooperation 
of  the  Institute  of  Applied  Biology  and  of  Dr.  Revici 
in  an  impartial  analysis  of  his  cancer  treatment,  the 
committee  feels  that  an  investigation  by  the  Medical 
Society  of  the  State  of  New  York,  or  a group  desig- 
nated by  it,  would  not  advance  the  problem  any 
nearer  to  solution.” 

Part  IV — Heart  Disease 

At  its  April  meeting  the  Council  approved  the 
“Criteria  for  Programs  of  Secondar3r  Prevention  of 
Rheumatic  Fever”  proposed  by  the  New  York 
Heart  Assembly  and  tabled  by  the  Council  at  its 
March  meeting.  In  effect  this  would  provide  for 
approval  by  the  State  Health  Department  of  requests 
from  county  health  departments  for  financial  assist- 
ance in  carrying  out  penicillin  programs  for  preven- 
tion. At  the  present  time  most  of  the  counties  in 
upstate  New  York  are  providing  the  drug  through 
the  local  heart  chapters.  The  matter  was  referred 
to  the  Council  Committee  on  Public  Health  and 
Education  for  implementation  with  the  State 
Health  Department. 

However,  at  a joint  meeting  with  Commissioner 
Hilleboe  and  some  of  his  staff  the  committee  recom- 
mended “that  a letter  be  sent  to  county  medical 
societies  suggesting  that  they,  in  cooperation  with 
city  academies  of  medicine  where  they  exist,  set  up 
a joint  group  to  inform  the  local  physicians  of  the 
program  and  to  assist  in  carrying  out  its  provisions.” 

If  the  local  community  wishes  the  Health  Depart- 
ment to  bu.y  the  medicine,  this  should  be  determined 
by  the  joint  group.  There  already  exists  a permis- 
sive provision  in  the  Public  Health  Law  enabling  a 
community  to  receive  up  to  50  per  cent  State  aid ; 
the  amount  would  be  entirely  a local  decision  as  long 
as  the  program  met  the  requirements  in  the  “Cri- 
teria.” 

Part  IV — Medical  Film  Review  , 

Dr.  Jean  Watkeys  of  Rochester  represented  the 
Subcommittee  on  Medical  Film  Review  at  the 
Golden  Film  Festival  sponsored  by  the  Film  Coun- 
cil of  America  at  the  Hotel  Statler  in  New  York 
City  on  April  22  through  26.  Workshops  were 
scheduled  in  the  morning,  screenings  in  the  after- 
noon and  evening,  and  critiques  the  following  morn- 


ing. Jurors,  appointed  seemingly  at  random,  and 
chairmen  made  official  decisions  regarding  the  worth 
of  the  films  and  whether  they  carried  out  the  intent 
of  the  producer. 

The  subject  matter  was  in  four  sections:  educa- 
tion, industry,  cultural,  and  medicine.  Several  of 
the  films  in  the  categories  of  business,  industrial 
processes,  natural  resources,  seemed  pertinent  to 
some  extent  to  industrial  medicine  and  toxicology. 
The  workshop  on  medical  films  was  attended  by 
about  twenty  people,  and  the  emphasis  was  that  of 
the  producer.  Technics,  types  of  audiences,  and 
difficulties  of  distribution  were  all  touched  on. 
One  suggestion  of  merit  was  to  encourage  the 
cooperation  of  the  professions,  e.g.,  medicine  and 
dentistry,  in  producing  films  on  nutrition,  dental 
care,  etc.,  in  order  to  enrich  the  film  material. 

There  were  several  films  among  those  shown  under 
the  heading  of  medical  sciences  that  were  exceed- 
ingly well  done  and  worthwhile  reviewing  in  antici- 
pation of  possible  acquisition  by  our  Medical  Film 
Library  in  Albany.  All  in  all,  22  films  were  screened. 

Part  V — Diabetes 

In  reply  to  a letter  to  the  chairmen  of  the  commit- 
tees on  diabetes  of  county  medical  societies  in  regard 
to  teaching  programs  in  some  of  their  areas,  there 
have  been  a number  of  replies  requesting  informa- 
tion. 

It  is  planned  to  have  a luncheon  meeting  in  New 
York  City  on  June  3,  1957  (during  the  American 
Medical  Association  convention)  for  the  chairmen 
of  the  county  diabetes  committees.  Its  purpose  is 
to  discuss  the  problems  of  diabetes  detection,  public 
education,  professional  education,  and  patient  educa- 
tion. 

Dr.  Frederick  W.  Williams,  a member  of  the  Sub- 
committee on  Diabetes,  will  be  present  also  in  his 
capacity  as  outgoing  president  of  the  American 
Diabetes  Association.  Dr.  Louis  Alpert,  national 
chairman  of  the  Committee  on  Public  Education 
and  Detection  of  the  Association,  and  Mr.  J.  Richard 
Connelly,  its  executive  director,  are  also  expected. 

Part  V — Hard  of  Hearing  and  the  Deaf 

At  a meeting  of  the  subcommittee  on  February 
17,  1957,  it  was  reported  that  a new  State  Education 
Law,  Article  89,  1956,  commits  the  Education 
Department  to  making  it  possible  for  school  districts 
to  employ  approved  teachers  in  speech  and  hearing 
and  a technician  to  assist  in  the  regular  classes. 
They  will  be  paid  by  the  State;  also  transportation 
for  the  children  will  be  paid  in  part  (half)  by  the 
State.  The  new  law  should  solve  a great  many  of 
the  present  problems. 

Because  there  seems  to  be  a certain  apathy  among 
otologists  in  general,  it  was  decided  to  send  a letter 
to  these  specialists  throughout  the  State,  telling 
them  of  the  accomplishments  in  Utica,  Syracuse, 
Brooklyn,  and  New  York  and  urging  them  to  similar 
efforts  in  their  own  communities.  It  was  reported 
that  Binghamton  is  considering  the  formation  of  a 
center  although  they  have  run  into  difficulties. 

There  was  discussion  of  industrial  deafness  and 
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the  position  often  taken  by  unions  when  attempts 
are  made  to  install  “hearing  defenders”  for  employes. 
It  was  suggested  that  one  of  the  committee  write 
an  article  on  industrial  noise,  urging  employes  not 
to  “sell”  their  hearing. 

The  committee  agreed  that  a letter  should  be 
written  to  the  State  Department  of  Labor  asking 
what  provisions  are  made  in  this  State  to  check 
environments  for  noise  to  compare  with  investiga- 
tions into  other  hazardous  conditions.  Subsequently 
such  a letter  was  sent  and  a repty  from  Dr.  Morris 
Kleinfeld,  acting  director  of  the  Division  of  Indus- 
trial Hygiene,  has  just  been  received,  indicating 
that  over  the  past  five  years  the  division  has  been 
conducting  environmental  analysis  of  noise  exposure 
and  has  collected  a large  body  of  data,  which  is 
being  evaluated  for  publication  purposes.  Most  of 
the  analyses  have  stemmed  from  requests  from  the 
Workmen’s  Compensation  Board  in  line  with 
claims  made  by  workers  for  alleged  occupational 
deafness.  Dr.  Kleinfeld  has  been  asked  for  copies 
of  the  surveys. 

In  the  April  issue  of  Hearing  News,  published  by 
the  American  Hearing  Society,  there  appeared  an 
editorial  written  by  the  chairman  of  the  subcom- 
mittee on  the  so-called  “cures  for  deafness.”  An 
attempt  will  be  made  to  have  it  reprinted  in  lay 
magazines  like  the  Reader’s  Digest  and  the  Saturday 
Evening  Post. 

Part  V — Addiction  to  Alcohol  and  Narcotics 

1.  Relative  to  the  resolution  on  narcotic  pro- 
hibition, introduced  by  Dr.  James  Blake  of  the 
Medical  Society  of  the  County  of  Schenectady  and 
passed  by  the  House  of  Delegates  on  May  8,  1956, 
the  “objective  study  of  the  whole  problem  of  nar- 
cotic addiction”  has  been  carried  on  continuously 
during  the  past  year.  The  subcommittee  agrees 
with  Dr.  Blake’s  findings. 

Three  members  of  the  Society,  including  the 
chairman  of  this  subcommittee,  appeared  before 
the  Council  on  Mental  Health  of  the  A.M.A.  in 
Chicago  in  June,  1956,  to  present  this  point  of  view. 
It  has  subsequently  been  presented  to  several  other 
state  groups  including  the  Joint  Committee  of  the 
New  York  State  Legislature.  The  following 
organizations,  at  the  instigation  of  members  of  the 
subcommittee,  have  endorsed  the  medical  rather 
than  the  punitive  method  of  control  of  narcotic 
addiction:  American  Psychiatric  Association,  World 
Health  Organization,  British  Parliament,  Church 
of  England  in  Canada,  and  Government  of  Israel. 

2.  A meeting  of  the  subcommittee  was  held  on 
February  19,  1957.  It  was  decided  (a)  to  prepare 
a resolution  to  the  House  of  Delegates  to  request 
hospitals  to  admit  alcoholic  patients  to  general 
ward  beds;  (6)  to  request  Blue  Shield  and  Blue 
Cross  Plans  to  insure  these  as  ordinary  sick  patients 
with  no  restrictions.  This  would  take  the  alcoholics 
out  of  jails  and  provide  medical  staffs  and  interns 
the  opportunity  to  study  and  treat  alcoholics. 

Articles  and  possible  authors  for  the  section  on 
addictive  diseases  in  the  New  York  State  Journal 
of  Medicine  were  discussed.  Subsequently  a list 
of  projected  papers  and  of  authors  who  have  signi- 


fied their  willingness  to  write  them  was  submitted 
to  Dr.  Laurance  D.  Red  way,  editor. 

3.  Members  of  the  subcommittee  have  addressed 
(u)  the  New  York  City  Society  for  the  Study  of 
Alcoholism;  (6)  medical  school  deans  about  teach- 
ing of  alcoholism  and  narcotic  addiction;  (c)  the 
Young  Republican  Club  of  New  York,  to  encourage 
legislation;  (d)  the  Joint  Legislative  Committee  on 
Narcotics  of  New  York  State;  (e)  the  Interde- 
partmental Health  Resources  Board;  (/)  the  Clergy 
Club  of  New  York  (a  meeting  with  the  Protestant 
Council  has  been  scheduled);  ( g ) the  Jewish  Com- 
munity Center  of  Staten  Island;  (ft)  an  advisory 
clinic  in  the  East  Harlem  Protestant  Parish  has 
been  set  up  with  Rev.  Nounan  Eddy. 

Section  11  ( See  107)  Report  57-E 

Supplementary  to  Report  of  the  Council, 

Part  IX — Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  report  was  submitted  on  January'  28 
in  order  that  it  would  be  printed  in  the  April  1 issue 
of  our  Journal.  It  was  actually  a “progress 
report.”  Since  then  the  Committee  and  the  Legis- 
lative Bureau  have  conducted  their  affairs  according 
to  schedule  and  have  carried  out  the  mandates  of 
the  House  of  Delegates  and  the  Council. 

During  the  month  of  January,  your  chairman 
attended  a meeting  of  the  Legislative  Council  of 
the  Dental  Society  of  the  State  of  New  York,  held 
in  New  York  City.  Our  legislative  program  was 
discussed,  especially  that  portion  concerned  with 
cultism.  The  Dental  Council  unanimously  passed 
a resolution  to  support  our  injunction  bill  and  to 
oppose  chiropractic  licensure. 

Your  secretary  and  chairman  were  also  present 
at  a dinner  for  legislators  in  Nassau  County.  This 
presented  to  us  the  opportunity  of  talking  to  the 
assemblymen  and  senators  from  this  area  about  our 
legislative  proposals. 

In  February,  the  Council  Committee  on  Legisla- 
tion met  and  re-evaluated  our  entire  legislative  pro- 
gram. As  the  weeks  went  by — in  accordance  with 
previous  experiences — the  tempo  of  the  session  of 
the  Legislature  increased  and  became  as  hectic  as 
usual  when  adjournment  is  imminent. 

Your  chairman  visited  Albany  on  several  occasions 
and  consulted  with  our  Executive  Officer  and  the 
Counsel  to  the  Legislative  Bureau.  A considerable 
number  of  legislators  in  both  houses  were  seen  and 
briefed  as  to  our  legislative  recommendations. 

The  wishes  of  the  House  of  Delegates  and  the 
Council  were  followed.  These  bills  were  introduced: 

Dijunction  Bill  (S.  Ini.  3400,  Pr.  3590,  Rath;  A. 
Ini.  3622,  Pr.  3764,  Maresca)  to  authorize  attorney 
general  to  maintain  action  upon  his  own  information 
or  upon  complaint  against  person  who  violates  pro- 
vision relating  to  practice  of  medicine,  osteopathy, 
or  physiotherapy  and  to  provide  for  temporary  in- 
junction and  restraining  order. 

Free  Choice  of  Medical  Plan  (S.  Int.  2248,  Pr. 
2376,  Condon;  A.  Int.  3209,  Pr.  3344,  Horan)  to 
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provide  that  when  state  or  political  subdivision  con- 
tributes part  or  all  of  cost  of  medical  or  dental 
expense  indemnity  or  hospital  service,  subscribers 
or  insured  members  as  group  shall  have  right  to 
select  any  nonprofit  medical  care  plan  authorized 
and  approved  by  insurance  superintendent. 

Preventing  Practice  of  Medicine  by  Hospitals  (S. 
Int.  3020,  Pr.  3210,  J.  Cooke)  to  permit  hospitals 
supported  by  public  funds  or  by  private  subscrip- 
tions, or  receiving  tax  exemption,  to  employ  phy- 
sicians and  surgeons  under  contract  for  medical 
diagnosis  and  treatment  that  is  public  charge,  and 
to  prohibit  vending  by  hospitals  of  medical  diagnosis 
and  treatment. 

Autopsy  Amendment  ( S . Int.  2653,  Pr.  2824,  Bush) 
to  permit  one  next  of  kin,  acting  for  all  next  of  kin, 
to  authorize  dissection  of  body  of  deceased  person 
and  to  provide  that  in  all  cases  dissection  shall  be 
performed  without  undue  delay  and  with  proper 
regard  for  religious  conviction,  with  body  to  be 
returned  to  funeral  director  with  reasonable  dis- 
patch. 

Amendments  to  Workmen’s  Compensation  Law: 

A.  Abolition  of  medical  practice  committees 
(S.  Int.  2977,  Pr.  3167,  Condon;  A.  Int.  3991,  Pr. 
4133,  Suthergreen)  to  strike  out  provisions  for  medical 
practice  committee  in  workmen’s  compensation 
cases  in  New  York  City  for  determining  value  of 
medical  aid  and  recommending  physicians  to  render 
medical  care  in  such  cases,  and  to  extend  to  New 
York  City  provisions  applying  to  rest  of  State. 

2.  Making  workmen’s  compensation  medical 
appeals  unit  decision  binding  upon  workmen’s 
compensation  chairman  (S.  Int.  2773,  Pr.  2944, 
Mackell;  A.  Int.  3655,  Pr.  3797,  Rice)  to  provide 
that  decision  and  recommendation  of  medical 
appeals  unit  in  workmen’s  compensation  case,  shall 
be  final,  binding,  and  conclusive  upon  chairman, 
instead  of  advisory  only. 

3.  Relating  to  impartial  specialists  in  workmen’s 
compensation  ( S . Int.  2774,  Pr.  2945,  Mackell; 
A.  Int.  881,  Pr.  890,  Rice;  A.  Int.  3656,  Pr.  3798, 
Rice)  to  change  provisions  relating  to  designation 
and  compensation  of  physicians  as  expert  consult- 
ants in  workmen’s  compensation  cases. 

Amendments  to  the  Disability  Benefits  Law: 

1.  Fees  for  physicians  attending  disability  bene- 
fits hearings  ( S . Int.  3195,  Pr.  3385,  Mackell;  A. 
Int.  3598,  Pr.  3740,  Katz)  to  provide  that  when 
attendance  at  hearing  is  required  on  question  of  non- 
occupational  disability,  physician  of  injured  employe 
may  receive  fee  from  employer  or  carrier  in  amount 
to  be  fixed  by  workmen’s  compensation  board. 

2.  Making  all  licensed  physicians  eligible  to 
render  care  under  disability  benefits  law  (<S.  Int. 
2630,  Pr.  2777,  Watson;  A.  Int.  3210,  Pr.  3345, 
Horan)  to  provide  that  employe  shall  not  be  entitled 
to  nonoccupational  disability  benefits  for  any  period 
of  disability  during  which  he  is  not  under  care  of 
duly  licensed  physician,  and  to  strike  out  provision 
that  physician  be  authorized  by  workmen’s  compen- 
sation board  chairman  (making  it  sufficient  that  he  is 
duly  licensed). 

3.  Repeal  of  authority  of  chairman  to  take  away 
compensation  ratings  for  acts  of  physicians  relating 


to  the  disability  benefits  law  (A.  Int.  3327,  Pr. 
3462,  Steingut)  to  repeal  provision  that  workmen’s 
compensation  board  may  remove  from  list  of  phy- 
sicians authorized  to  render  medical  care  under  work- 
men’s compensation,  any  physician  who  has  sub- 
mitted false  statement  in  connection  with  nonoccupa- 
tional disability  claim.  (The  Medical  Society  took 
the  view  that  disciplining  for  such  behavior  is  the 
function  of  the  Board  of  Regents  pursuant  to  its 
rules  relating  to  unprofessional  conduct.) 

Other  bills  that  we  actively  supported  were: 

Physician  Advertising  ( S . Int.  1181,  Pr.  1231, 
Hatfield;  A.  Int.  1230,  Pr.  1259,  Brook)  to  include 
advertising  by  television,  telephone  directories,  and 
by  glaring  or  flickering  signs,  in  restrictions  warrant- 
ing revocation  of  registration  for  practice  by  phy- 
sicians, osteopaths,  and  physiotherapists;  extends 
provisions  to  include  soliciting  for  such  purposes. 

The  Medical  Society  of  the  County  of  West- 
chester requested  that  these  bills  be  amended  by 
adding  “or  newspapers  or  any  other  printed  publica- 
tions or  media.” 

Protection  of  Physicians  Against  Liability  in  Con- 
nection with  Blood  Alcohol  Tests: 

1.  ( S . Int.  1062,  Pr.  1106,  Shultz;  A.  Int.  1717, 
Pr.  1759,  Volker)  to  provide  that  cause  of  action  for 
assault  shall  not  exist  in  favor  of  person  from  whom 
blood  has  been  taken,  against  physician  acting  at 
request  of  police  officer. 

2.  (S.  Int.  2668,  Pr.  2389,  W.  Cooke;  A.  Int.  3314, 
Pr.  3449,  Samansky)  to  provide  that  state  or  political 
subdivision  shall  be  liable  for  act  or  omission  of 
physician  in  withdrawing  blood  at  request  of  police 
officer  for  determining  alcoholic  content  of  defend- 
ant, except  when  gross  negligence  or  bad  faith  is 
charged  and  proved,  and  to  prohibit  action  unless 
notice  of  claim  is  served. 

Relating  to  Research  Progress — Health  Department 
( S . Int.  1021,  Pr.  1065,  Metcalf)  to  require  state 
health  commissioner  to  make  scientific  studies  and 
research  for  reduction  of  mortality  with  information 
to  be  kept  confidential  and  inadmissable  for  use  in 
evidence. 

Air  Pollution  (S.  Int.  342,  Pr.  342,  Milmoe)  to 
create  in  state  department  of  health,  an  air  pollu- 
tion control  board  of  eleven  members  including  five 
state  department  commissioners,  with  six  members 
to  be  appointed  by  Governor,  with  powers  to  make 
rules  and  regulations  for  control  of  air  pollution  and 
air  contamination,  and  to  receive  and  initiate  com- 
plaints and  to  take  action  thereon,  after  notice  and 
hearing,  with  right  of  review. 

We  actively  opposed: 

Chiropractic  Bills:  ( S . Int.  776,  Pr.  796,  2597, 
Peterson;  A.  Int.  1062,  Pr.  1082,  Brennan)  to  pro- 
vide for  licensing  and  examination  of  applicants  for 
practice  of  chiropractic  with  regents  to  appoint 
state  board  of  chiropractic  examiners  consisting  of 
eight  members  to  prepare  and  grade  examinations, 
to  hear  charges  of  violations  and  conduct  hearings; 
appropriates  $30,000. 

(S.  Int.  1815,  Pr.  1904,  Milmoe;  A.  Int.  2137, 
Pr.  2201,  Burns)  to  provide  for  licensing  and 
examination  of  applicants  for  practice  of  chiroprac- 
tic, with  regents  to  appoint  state  board  of  chiro- 


Part  II — September  I,  1957  , 


21 


HOUSE  OF  DELEGATES 


practic  examiners  consisting  of  five  members  to 
prepare  and  grade  examinations,  to  hear  charges 
of  violations  and  to  conduct  hearings;  appropriates 
§40,000. 

Podiatrist  Bill  ( S . Int.  1092,  Pr.  1136,  Condon; 
.1.  Int.  H23,  Pr.  1455,  M.  Wilson)  to  include  podia- 
tric  care  by  duly  licensed  podiatrist  in  medical 
expense  indemnity  insurance  policies,  instead  of 
provision  for  reimbursement  thereof. 

Separate  Physiotherapy  Examining  Board  (S.  Int. 
2953,  Pr.  3143,  Brydges;  A.  Int.  4019,  Pr.  4161, 
M.  Wilson)  to  establish  in  education  department,  a 
state  physiotherapy  examining  and  grievance  board 
and  advisory  council  for  regulating  licensing 
after  examination  of  persons  admitted  to  practice, 
instead  of  using  board  of  medical  examiners  therefore. 

Repeal  of  Metcalf-Hatch  Act  ( S . Int.  838,  Pr.  863, 
Condon;  .1.  Int.  598,  Pr.  603,  McDonnell)  authoriz- 
ing state  health  commissioner  and  New  York  City 
commissioner  to  requisition  unclaimed  animals  and 
to  allocate  them  to  institutions  and  laboratories 
for  scientific  tests. 

Certification  of  X-Ray  Technicians  (S.  Int.  2699, 
Pr.  2870,  Cuite;  A.  Int.  2962,  Pr.  3088,  Composto) 
to  prohibit  practice  as  x-ray  technician  on  and  after 
July  1,  1957,  unless  person  is  duly  licensed  and 
registered  to  practice  medicine,  dentistry,  veteri- 
nary medicine,  podiatry  or  hold  certificate  as  x-ray 
technician  after  examination  by  board  of  examiners 
to  be  appointed  by  regents;  fixes  fees  and  qualifica- 
tions. 

Bioanalyst  Licensing  (.4.  Int.  4027,  Pr.  4204, 
Rules)  to  establish  in  education  department  a state 
board  of  bioanalytical  examiners,  to  provide  for 
regulating  practice  of  bioanalytical  technologists 
and  supervision  of  laboratories,  to  fix  qualifications 
and  fees  and  to  specify  offenses  for  which  license 
may  be  revoked. 

The  Legislature  adjourned  during  the  early  eve- 
ning of  March  30.  This  was  again  a “record  year.” 
It  was  reported  that  more  than  8,000  bills  were 
introduced  in  the  Senate  and  Assembly,  of  which 
1,357  were  passed  during  the  three-month  session 
that  began  January  9. 

By  April  29,  thirty  days  after  adjournment,  dur- 
ing which  period  the  Governor  must  make  his  deci- 
sions, over  three  hundred  of  the  bills  had  been  vetoed. 

The  committee  is  not  happy  about  the  outcome  of 
our  legislative  program.  None  of  the  bills  sponsored 
by  the  Medical  Society  was  passed. 

The  injunction  bill,  although  introduced  by 
“strong  legislators,”  the  free  choice  of  medical  plan 
bill,  and  the  bill  to  prevent  hospitals  from  practic- 
ing medicine  were  vehemently  opposed  by  the 
same  groups  which  have  been  able  to  throttle  them 
in  the  past.  The  autopsy  amendment  again  failed 
to  pass  because  of  the  violent  opposition  of  the 
clergymen  of  one  of  the  major  religious  faiths; 
this  was  not  expected.  The  proposed  changes  in 
the  Workmen’s  Compensation  Law  did  not  receive 
the  blessing  of  the  chairman  of  the  Board  and  her 
staff  and  were,  therefore,  doomed  to  failure.  We  find 
it  difficult  to  completely  understand  the  reasons  for 
at  least  one  or  two  of  the  amendments  to  the  Dis- 


ability Benefits  Law  not  receiving  favorable  con- 
sideration. 

4 our  chairman  has  notified  the  members  of  the 
committee  that  a meeting  will  be  held  in  the  very 
near  future  in  order  to  conduct  a “postmortem  ex- 
amination,” with  the  hope  of  determining  the  causes 
for  these  unsatisfactory  results,  a situation  that  has 
plagued  us  for  years. 

Of  the  bills  that  we  supported,  those  concerned 
with  physician  advertising  and  protection  of  physi- 
cians against  liability  in  connection  with  blood  alco- 
hol tests  failed  to  pass. 

The  Schultz- Volker  Bill,  “to  provide  that  cause  of 
action  for  assault  shall  not  exist  in  favor  of  person 
from  whom  blood  has  been  taken,  against  physi- 
cian acting  at  request  of  police  officer,”  passed  the 
Assembly  but  did  not  come  out  of  the  Senate  Motor 
Vehicles  Committee. 

The  W.  Cooke-Semansky  Bill,  “to  provide  that 
state  or  political  subdivision  shall  be  liable  for  act 
or  omission  of  physician  for  withdrawing  blood  at 
request  of  police  officer  for  determining  alcoholic 
content  of  defendant,  except  when  gross  negligence 
or  bad  faith  is  charged  and  proved,  and  to  prohibit 
action  unless  notice  of  claim  is  served,”  passed  the 
Senate  but  did  not  get  out  of  the  Assembly  Com- 
mittee on  Rules.  At  present,  we  do  not  have  any 
satisfactory  report  as  to  why  we  did  not  achieve 
success  with  either  one  of  these  proposals.  It  appears 
that  there  is  a good  prospect  of  obtaining  such 
legislation  next  year,  especially  since  legislation  of 
this  type  has  apparently  been  favorably  considered 
by  officials  of  the  Motor  Vehicle  Bureau. 

The  Health  Department  bill  relating  to  research 
progress  and  the  one  calling  for  the  creation  of  an 
air  pollution  control  board  passed  botTi  houses  and 
both  were  signed  by  the  governor. 

Only  one  of  the  bills  actively  opposed  by  the 
Medical  Society  was  passed  and  signed  by  the 
Governor.  This  amendment  makes  it  mandatory, 
instead  of  permissive,  for  medical  expense  indem- 
nity corporations,  organized  under  Article  IX-C  of 
the  Insurance  Law,  to  pay  for  podiatric  services 
where  payment  would  be  made  for  similar  services 
rendered  by  a physician.  The  Assembly,  the 
Senate,  and  the  Governor  failed  to  heed  our  very 
strong  protestations  and  those  of  other  organiza- 
tions. This  type  of  legislation  will  undoubtedly 
cause  trouble;  it  also  sets  a pattern  which  will 
harass  the  Blue  Shield  plans  and  the  members  of  our 
profession. 

A bill  incorporating  the  International  Long- 
shoreman’s Association  Medical  Center  of  Brooklyn 
(<S.  Int.  1877,  Pr.  4089,  Cuite)  passed  the  Legisla- 
ture and  was  signed  by  Governor  Harriman.  Its 
original  version  was  studied,  re-evaluated,  and 
amended  at  the  request  of  the  Medical  Society  of 
the  County  of  Kings  and  in  its  final  form  had  the 
approval  of  that  body.  The  Longshoreman’s  As- 
sociation will  “establish  and  maintain  a health 
center  where  the  following  may  be  provided:  medi- 
cal, surgical,  optical  examinations  and  diagnostic 
services  to  ambulatory  patients,  all  through  duly 
licensed  physicians,  and  dental  care  through  duly 
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licensed  dentists.”  The  corporation  will  furnish 
such  facilities  for  diagnostic  services  only  to  em- 
ployes. An  emergency  first-aid  station  may  be 
maintained,  provided  there  shall  be  no  follow-up  or 
continuous  treatment  beyond  first  aid  for  emer- 
gencies only. 

Summary  of  Medical  Laws  of  1957 

Chapter  58  (A.  Int.  1192,  Pr.  1221,  Strong)  amends 
Public  Health  Law  Sect.  3324  ( 1 ) to  include  among 
nonprescription  drugs  the  following:  any  medici- 

nal preparation  that  contains  in  one  fluid  ounce  not 
more  than  one  quarter  of  a grain  of  ethylmorphine 
or  any  of  its  salts  (instead  of  ethylmorphine  hydro- 
chloride or  dionin);  any  medicinal  preparation  that 
contains  in  one  fluid  or  avoirdupois  ounce  not  more 
than  one  sixth  of  a grain  of  dihydrocodeinone  or  any 
of  its  salts  (instead  of  dihydrocodeinone);  any 
medicinal  preparation  that  contains  in  one  fluid  or 
avoirdupois  ounce  not  more  than  two  grains  of  nos- 
capine  (formerly  narcotine)  or  any  of  its  salts; 
any  medicinal  preparation  that  contains  in  one  fluid 
or  avoirdupois  ounce  not  more  than  two  grains  of 
papaverine  or  any  of  its  salts.  Now  in  effect. 

Chapter  39  (A. Int.  1194,  Pr.  1223,  Strong)  amends 
Public  Health  Law  Sec.  225  (4-b)  to  add  radiation 
safety  officer  to  list  of  public  health  personnel  for 
whom  the  public  health  council  may  prescribe 
qualifications.  Now  in  effect. 

Chapter  117  ( S . Int.  1525,  Pr.  1600,  Sorin)  amends 
Mental  Hygiene  Law  Sect.  87  (4)  to  remove  one  year 
limitation  on  length  of  time  a person  in  charge  of  a 
licensed  private  institution  may  grant  a convales- 
cent status  to  a patient  (a  convalescent  status  allows 
the  patient  to  leave  the  institution  but  does  not 
amount  to  a full  discharge).  Now  in  effect. 

Chapter  166  (S.  Int.  937,  Pr.  966,  Desmond) 
amends  Public  Health  Law  Sect.  12  (1)  to  change 
maximum  penalty  for  violation  of  public  health 
law,  sanitary  code,  or  order  of  commissioner,  where 
civil  penalty  is  not  otherwise  prescribed  by  law 
from  $50  to  $250.  To  take  effect  July  1,  1957. 

Chapter  193  {A.  Int.  1199,  Pr.  1228,  Strong)  amends 
Public  Health  Law  Sect.  206  ( 1 ) by  adding  to  Health 
Commissioner’s  powers  the  following:  “cause  to 

be  made  such  scientific  studies  and  research  which 
have  for  their  purpose  the  reduction  of  morbidity 
and  mortality  within  the  state.  In  conducting 
such  studies  and  research,  the  commissioner  is 
authorized  to  receive  reports  on  forms  prepared  by 
him  and  the  furnishing  of  such  information  to  the 
commissioner,  or  his  authorized  representatives, 
shall  not  subject  any  person,  hospital,  sanitarium, 
rest  home,  nursing  home,  or  other  person  or  agency 
furnishing  such  information  to  any  action  for  dam- 
ages or  other  relief.  Such  information  when 
received  by  the  commissioner,  or  his  authorized 
representatives,  shall  be  kept  confidential  and  shall 
be  used  solely  for  the  purposes  of  medical  or  scien- 
tific research.  Such  information  shall  not  be  admissi- 
ble as  evidence  in  any  action  of  any  kind  in  any  court 
or  before  any  other  tribunal,  board,  agency,  or 
person.”  Now  in  effect. 

Chapter  224  (A.  Int.  2590,  Pr.  4293,  Pomeroy) 


amends  Public  Health  Law  Sect.  1207  and  Conserva- 
tion Law  Sect.  180  to  authorize  Commissioner  of 
Health  to  adopt  rules  relative  to  use  of  chemicals 
for  control  of  aquatic  vegetation.  Now  in  effect. 

Chapter  266  (S.  Int.  1458,  Pr.  2665,  Shultz) 
amends  Mental  Hygiene  Law  Sect.  220-a  to  change 
name  of  State  Psychiatric  Hospital  in  Syracuse  to 
Syracuse  Psychiatric  Hospital.  Now  in  effect. 

Chapter  267  ( S . Int.  1621,  Pr.  3089,  Duffy)  amends 
Correction  Law  Sect.  408  to  conform  provisions 
relating  to  commitment  of  insane  prisoners  to 
Matteawan  State  Hospital  with  other  provisions 
in  which  the  words  “examining  physician”  have 
been  substituted  for  “qualified  examiner.”  Now  in 
effect. 

Chapter  277  ( S . Int.  390,  Pr.  1196,  McGahan) 
amends  Education  Law  Sect.  6506  and  6608  to 
reduce  from  two  years  to  one  year  the  period  of 
dental  study  which  may  be  credited  toward  qualifica- 
tion for  medical  licensure  or  the  period  of  medical 
study  which  may  be  credited  toward  qualification 
for  dental  licensure.  Now  in  effect. 

Chapter  290  (S.  Int.  1493,  Pr.  3743,  Hatfield) 
amends  Workmen’s  Compensation  Law  Sect.  25-a 
(2)  to  make  it  sufficient  authorization  for  a surgical 
operation  to  be  paid  for  out  of  fund  for  reopened 
cases  that  authorization  was  given  previous  to  reopen- 
ing. Now  in  effect. 

Chapter  303  (S.  Int.  2654,  Pr.  2825,  Campbell) 
amends  County  Law  Sect.  412  (2),  which  prohibits 
county  officers  and  employes  from  having  any 
demand  against  or  contract  with  the  county,  to 
except  “a  physician  who  serves  as  a member  of  a 
county  board  of  health  and  is  also  called  upon  by 
such  county  to  render  professional  services  for 
nominal  fees  or  to  act  as  coroner’s  physician.” 
Now  in  effect. 

Chapter  354  (A.  Int.  500,  Pr.  500,  M.  Wilson) 
amends  Lien  Law  Sect.  189  to  except  records  with 
privileged  confidential  communications  from  records 
that  may  be  examined  by  person  against  whom  hos- 
pital asserts  a lien.  Now  in  effect. 

Chapter  361  (S.  Int.  1323,  Pr.  1380,  Conklin) 
amends  Mental  Hygiene  Law  Sect.  134-a  to  include 
dangerously  mentally  ill  in  provisions  for  admission 
of  dangerously  mentally  defective  to  correct  depart- 
ment institutions  and  provides  that  such  persons 
be  admitted  to  appropriate  state  institutions  instead 
of  ones  specifically  for  defective  delinquents.  Now 
in  effect. 

Chapter  363  ( S . Int.  1403,  Pr.  3825,  Pakula) 
adds  Education  Law  Sect.  4507  to  authorize  Educa- 
tion Department  to  contract  with  an  out  of  state 
institution  for  instruction  of  a physically  handi- 
capped child.  Now  in  effect. 

Chapter  399  (A.  Int.  1193,  Pr.  1222,  Strong) 
amends  Public  Health  Law  Sect.  403  to  discontinue 
Herman  M.  Biggs  Memorial  Hospital  (a  state  tuber- 
culosis hospital).  Now  in  effect. 

Chapter  416,  (A.  Int.  1837,  Pr.  4413,  Butler) 
amends  Social  Welfare  Law  Sect.  186-a  to  make 
permanent,  instead  of  merely  on  an  emergency  basis, 
provision  that  physicians  who  are  officers  or  employes 
of  a political  subdivision  may  be  engaged  to  render 
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professional  care  to  public  assistance  recipients. 
Now  in  effect. 

Chapter  420  ( A . Int.  2191,  Pr.  2264,  Brown ) 
dissolves  Mount  McGregor  Memorial  Association. 
Now  in  effect. 

Chapter  506  (S.  Int.  1302,  Pr.  3849,  Morton) 
amends  Village  Law  Sect.  89  to  provide  for  health 
insurance  for  village  officers  or  employes.  Can 
contract  with  any  insurance  company  authorized 
to  do  business  in  state.  Villages  share  may  be  up 
to  one  hundred  per  cent.  Now  in  effect. 

Chapter  516  (A.  Int.  1621,  Pr.  1658,  LaFauci) 
amends  Conservation  Law  Sect.  205  to  continue 
state  aid  for  rabies  control  until  March  31,  1958. 
Now  in  effect. 

Chapter  526  (A.  Int.  1060,  Pr.  1080,  Brady) 
amends  Education  Law  Sect.  4405  to  provide  that 
school  districts  cost  of  contract  with  board  of 
cooperative  educational  services  or  county  exten- 
sion board  for  mentally  or  physically  handicapped 
children  shall  be  counted  for  state  aid  purposes  if 
district  cannot  become  component  district  of  such 
board . N ow  in  eff  ect. 

Chapter  564  (S.  Int.  962,  Pr.  1006,  Bush)  amends 
Public  Health  Law  Sect.  3301  to  provide,  among 
other  things,  that  if  prescription  is  typewritten  it 
shall  be  signed  by  the  physician,  and  in  definition 
of  narcotic  drugs  eliminates  reference  to  NU-1196 
or  nisentil  and  dromoran  hydrobromide  and  adds 
to  list  alphaprodine  hydrochloride,  methorphinan, 
piperidyl  methadone,  isopropyl  l-methyl-4-phenyl- 
piperidine-4-carboxylate,  diethylthiambutene,  1;  3- 
dimethyl-4-phenvl-4-propionoxy-hexamethyl-enei- 
mine,  ethyl  2 ; 2-diphenyl-4-morpheline-butyrate  and 
aniloridine.  Now  in  effect. 

Chapter  605  (S.  Int.  1327,  Pr.  3746,  Cooke) 
amends  Mental  Hygiene  Law  Sect.  2 and  repeals 
Sect.  19  to  provide  that  State  Board  of  Examiners 
in  Psychology,  instead  of  Mental  Hygiene  Commis- 
sioner, shall  certify  psychologists  as  qualified  to 
examine  persons  in  commitment  proceedings,  etc. 
Introduced  at  request  of  Department  of  Mental 
Hygiene.  Now  in  effect. 

Chapter  606  {S.  Int.  1614,  Pr.  4088,  Brydges) 
places  licensed  practical  nurses  on  state  board  of 
examiners  of  nurses.  To  take  effect  July  1,  1957. 

Chapter  621  (.4.  Int.  1423,  Pr.  1455,  M.  Wilson) 
amends  Insurance  Law  Sect.  250  to  make  it  man- 
datory, instead  of  permissive,  for  medical  expense 
indemnity  corporations,  organized  under  Article 
IX-C,  to  pay  for  podiatric  services  where  a payment 
would  be  made  for  similar  services  rendered  by  a 
physician.  Now  in  effect. 

Chapter  691  (.4.  Int.  1328,  Pr.  4822,  Johnson) 
transfers  provisions  for  failure  to  register  medical 
license  from  Education  Law  Sect.  6510  to  a new 
Sect.  112  and  gives  counsel  to  Education  Depart- 
ment authority  to  compromise  amount  of  penalty. 
Now  in  effect. 

Chapter  718  (S.  Int.  2357,  Pr.  2487,  Kraf)  amends 
Education  Law  Sect.  4402  to  make  it  the  duty  of 
the  State  Department  of  Education  to  maintain  a 
register  of  mentally  defective  children  and  to  stim- 
ulate efforts  to  relieve,  care  for  and  cure  them. 
To  take  effect  July  1,  1957. 


Chapter  756  (S.  Int.  406,  Pr.  3749,  Brydges) 
changes  number  of  Regents  scholarships  awarded 
annually  for  allocation  among  counties  to  a number 
when  added  to  other  Regents  scholarships  will 
equal  5 per  cent  of  the  total  number  graduated 
from  high  school  during  year.  Awards  from  S700 
per  annum  to  $250  for  undergraduate  study  and 
SI, 000  per  annum  to  S350  for  medical  study  depend- 
ing upon  means.  To  take  effect  April  1,  1958. 

Chapter  765  ( A . Int.  1041,  Pr.  4685,  Abrams) 
amends  Education  Law  Sect.  4209  to  provide  that 
blind  and  brain-damaged  children  as  well  as  blind 
and  deaf  children  shall  be  admitted  as  state  pupils 
to  institutions  for  the  instruction  of  the  deaf  and 
blind.  To  take  effect  July  1,  1957. 

Chapter  766  ( A . Int.  1465,  Pr.  4930,  Lerner) 
amends  Penal  Law  Sect.  1743  to  require  that  labels 
of  containers  in  which  poisons  are  to  be  sold  shall 
state  the  antidote  therefor.  To  take  effect  January 
1,  1959. 

Chapter  785  (A.  Int.  24,  Pr.  2236,  Buchanan) 
amends  Mental  Hygiene  Law  generally  to  require 
Department  of  Mental  Hygiene  to  provide  sufficient 
accommodations  in  the  institutions  in  the  depart- 
ment for  the  prospective  wants  of  the  mentally  ill, 
mentally  defective,  and  epileptic  of  the  State. 
Provides  that  where  sufficient  accommodations  are 
not  available,  preference  shall  be  given  in  the  admis- 
sion, care  and  treatment  of  any  person  whose  estate, 
or  the  person  or  persons  legally  liable  for  his  support, 
have  insufficient  ability  to  pay  for  care  and  treat- 
ment in  a licensed  private  facility.  Continues 
provision  for  payment,  care,  etc.  where  there  is 
sufficient  ability.  Now  in  effect. 

Chapter  835  (A.  Int.  3988,  Pr.  4130,  Strong) 
amends  County  Law  Sect.  391-a  to  provide  that 
where  a county  tuberculosis  hospital  admits  a per- 
son with  nontuberculous  chest  disease  such  person 
shall  be  charged  an  amount  to  be  fixed  by  the  board 
of  managers  of  the  hospital  but  at  a rate  not  in  excess 
of  the  daily  cost  per  patient  of  operation  of  the 
hospital,  as  determined  by  the  State  Commissioner 
of  Health.  Now  in  effect. 

Chapter  906  ( S . Int.  2915,  Pr.  3105,  Albert) 
amends  Workmen’s  Compensation  Law  Sect.  3 to 
include  specifically  among  occupational  diseases 
under  Workmen’s  Compensation  Law  disability  due 
to  exposure  to  ionizing  radiation  or  any  process 
involving  the  use  of  or  direct  exposure  to  ionizing 
radiation.  To  take  effect  July  1, 1957. 

Chapter  931  (S.  Int.  342,  Pr.  4308,  Milmoe) 
creates  in  State  Department  of  Health  an  air 
pollution  control  board  with  powers  to  make  rules 
and  regulations  for  control  of  air  pollution  and  air 
contamination  and  to  enforce  the  same.  Adds 
Public  Health  Law  Article  12-A.  To  take  effect 
July  1,  1957. 

Chapter  932  (S.  Int.  3672,  Pr.  4519,  by  Rules 
Committee)  appropriates  $135,000  to  Workmen’s 
Compensation  Board  for  studies  into  problems  of 
rehabilitation  of  employes  injured  in  course  of  their 
employment.  Now  in  effect. 

Chapter  951  (S.  Int.  2424,  Pr.  2557,  Shultz) 
amends  Education  Law  Sect.  4401  and  4404  to 
strike  out  provision  that  special  educational  facilities 
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for  mentally  retarded  child  shall  he  designed  to 
make  him  socially  and  economically  competent  and 
provides  that  special  classes  and  cooperative  services 
shall  apply  not  only  to  those  with  intelligence  quo- 
tients of  not  less  than  50.  To  take  effect  July  1, 
1957. 

Chapter  988  ( S . Ini.  1877,  A.  Reprint  5001,  Cuite ) 
This  law  incorporates  as  a nonprofit  corporation  the 
International  Longshoreman’s  Association  Medical 
Center  of  Brooklyn,  Inc.  Now  in  effect. 

Chapter  1024  (A.  hit.  3980,  Pr.  4l®%,  Steingut ) 
appropriates  $25,000  to  Department  of  Mental 
Hygiene  for  studies  and  preliminary  plans  for 
development  of  state  research  institution  for  mental 
retardation.  Now  in  effect. 

Dr.  John  W.  Paige,  chief  of  the  Bureau  of  Pro- 
fessional Examinations  and  Registrations  of  the 
State  Education  Department,  has  clarified  the  rules 
which  govern  fines  in  the  cases  of  physicians  who 
fail  to  register  biennially.  This  subject  was 
brought  to  our  attention  by  one  of  the  county  medi- 
cal societies. 

Dr.  Paige  has  referred  us  to  the  State  Education 
Department  Handbook  9 (medicine).  The  fees 
for  delayed  registration  are  charged  in  accordance 
with  the  provisions  of  Subdivision  5 and  6 of  Section 
G510  of  the  Education  Law: 

“5.  Any  licensed  physician  who  fails  or  neglects 
to  register  by  January  first  of  any  year  as  required 
by  the  provisions  of  this  section  shall  be  required 
to  pay  for  registration,  in  addition  to  the  fee  of  six 
dollars,  or  three  dollars,  as  the  case  may  be,  a 
further  fee  of  one  dollar  for  each  thirty  days  that 
he  is  in  default;  and  any  licensed  physician  who 
wilfully  refuses  or  omits  to  register  hereunder  and 
engages  in  practice  shall  be  subject  to  a civil  pen- 
alty of  one  dollar  for  each  day  that  such  practice 
shall  continue,  and  if  the  same  continues  for  more 
than  thirty  days  the  penalty  thereafter  shall  be 
five  dollars  per  day  so  long  as  the  said  practice 
shall  continue;  said  penalty  shall  be  recoverable 
in  an  action  by  the  attorney-general  of  the  state 
maintained  in  the  name  of  the  people  of  the  State 
of  New  York  (subdivision  5 amended  by  L.  1955, 
ch.  498). 

“6.  The  penalties  provided  in  this  section  for 
failure,  neglect  or  omission  of  a duly  licensed 
physician  to  register  under  this  article  shall  be 
the  only  penalties  that  may  be  imposed  therefor, 
and  the  legality  of  his  license  shall  not  be  affected 
thereby,  and  such  penalties  may  for  good  cause 
shown,  in  the  discretion  of  the  regents,  be  remitted 
or  compromised.” 

The  Department  ‘‘simply  conforms  to  the  require- 
ments of  the  statute  in  charging  such  fees.” 

The  problem  of  excessive  fines  may  not  be  one  of 
great  consequence  in  the  future,  since  the  Educa- 
tion Department  proposes,  contrary  to  its  procedure 
for  former  years,  to  notify  all  delinquents  that  they 
are  in  arrears.  (See  paragraph  above  commencing 
chapter  691.) 

It  will  be  remembered  that  in  195G,  at  the  request 


of  the  Section  of  Ophthalmology,  legislation  con- 
cerned with  the  “employment  of  medical  technicians 
under  the  supervision  of  duly  licensed  physicians” 
was  introduced.  It  failed  to  pass. 

This  year,  it  was  decided  that  the  problem  be  dis- 
cussed with  the  Interdepartmental  Health  Resources 
Board  and  the  State  Education  Department,  before 
taking  any  further  stand  in  this  matter. 

We  have  been  notified  by  Dr.  I.  Jay  Brightman, 
executive  director  of  the  Board,  that  “it  would  seem 
desirable  to  have  a joint  study  undertaken  by  the 
State  Medical  Society  and  by  the  Interdepartmental 
Health  Resources  Board  to  analyze  the  entire  prob- 
lem of  physicians’  aides  to  see  whether  we  could 
develop  some  law,  or  preferably  administrative 
ruling,  to  cover  all  persons  who  serve  as  assistants 
to  physicians,  work  under  their  general  supervision, 
require  the  acquisition  of  a certain  level  of  skills, 
but  do  not  fit  into  any  group  for  which  licensing, 
certification  or  registration  is  now  required.” 

This  idea  was  approved  by  the  Council.  Our 
president  has  appointed  the  following  ad  hoc  com- 
mittee to  meet  with  Dr.  Brightman:  Dr.  Henry  I. 

Fineberg,  chairman;  Dr.  John  A.  Kalb,  chairman 
of  the  Anesthesiology  Section;  Dr.  James  I.  Farrell, 
chairman  of  the  Ophthalmology  Section;  Dr. 
Frank  D.  Carroll,  delegate  from  Ophthalmology 
Section;  Dr.  Harry  P.  Smith,  representing  Pathol- 
ogy; Dr.  Jerome  S.  Tobis,  representing  Physical 
Medicine;  and  Dr.  Frank  J.  Borrelli,  representing 
Radiology. 

Dr.  Brightman  has  been  notified  of  these  designa- 
tions and  the  request  has  been  submitted  that  a 
conference  be  arranged  in  the  very  near  future,  so 
that  we  can  begin  work  as  quickly  as  possible  and 
have  recommendations  available  for  consideration 
by  the  Society  and  the  Board  by  September  1 of  this 
year. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  12  ( See  107)  Report  57-F 

Supplementary  to  Report  of  Council , 

Part  IX — Cults 

To  the  House  of  Delegates,  Gentlemen: 

The  “Plan  of  Action”  of  the  Committee  to  Com- 
bat Cults  was  carried  out  according  to  the  schedule 
adopted  by  the  Council. 

An  injunction  bill  was  introduced  and  vigorously 
supported.  It  did  not  pass. 

We  reiterated  our  stand  that  chiropractic  is 
cultism  and  that  we  cannot,  in  any  way,  compromise 
with  quackery.  These  sentiments,  and  the  reasons 
therefor,  were  made  known  to  the  Governor,  the 
Legislature,  the  Board  of  Regents,  and  the  Inter- 
departmental Health  Resources  Board. 

We  continued  our  intense  antichiropractic  cam- 
paign. 

These  bills  to  license  chiropractors  were  intro- 
duced: 

1.  ( S . Int.  776,  Pr.  796,  2597,  Peterson;  A.  Int. 
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1062,  Pr.  1082,  Brennan)  to  provide  for  licensing 
and  examination  of  applicants  for  practice  of  chiro- 
practic with  regents  to  appoint  state  board  of  chiro- 
practic examiners  consisting  of  eight  members  to 
prepare  and  grade  examinations,  to  hear  charges  of 
violations  and  conduct  hearings;  appropriates 
$30,000. 

2.  ( S . Ini.  1815,  Pr.  1904,  Milmoe;  A.  Int.  2137, 
Pr.  2201,  Bums)  to  provide  for  licensing  and 
examination  of  applicants  for  practice  of  chiroprac- 
tic, with  regents  to  appoint  state  board  of  chiro- 
practic examiners  consisting  of  five  members  to 
prepare  and  grade  examinations,  to  hear  charges 
of  violations  and  to  conduct  hearings;  appropriates 
$40,000. 

Neither  was  reported  out  of  committees.  There 
was  again  some  dissension  among  the  various  groups 
of  chiropractors. 

Two  organizations  should  be  recognized  for  their 
assistance  in  beating  back  this  form  of  charlatanism 
— the  Interdepartmental  Health  Resources  Board 
and  the  Board  of  Regents.  The  opinion  of  the 
former  agency  should  be  of  interest  to  all  doctors 
of  medicine  (see  letter  which  is  part  of  this  report). 

The  committee  is  also  very  grateful  to  members 
of  our  own  “family”  who  participated  so  actively  in 
our  fight — the  Public  and  Professional  Relations 
Bureau,  the  county  medical  societies  with  their 
legislation  and  public  relations  committees,  and  the 
woman’s  auxiliaries — to  our  brother  and  sister  pro- 
fessional associations,  and  to  the  many  public- 
spirited  citizens  who  came  to  our  support. 

Despite  all  this  activity,  the  committee  kept  well 
within  its  budgetary  allotment  of  $3,000.  Most  of 
the  money  was  expended  for  the  distribution  of  anti- 
chiropractic  literature. 

For  3'our  information  a report  of  the  American 
Medical  Association’s  “What’s  New  in  Chiropractic” 
is  herewith  attached. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

New  York  State  Interdepartmental  Health 
Resources  Board 

PAUL  H.  HOCH,  M.D.  I.  JAY  BRIGHTMAN,  M.D 

CHAIRMAN  EXECUTIVE  DIRECTOR 

February  11,  1957 

The  Honorable  Averell  Harriman 
Governor  of  the  State  of  New  York 
State  Capitol 
Albany,  New  York 
Dear  Governor  Harriman: 

The  problem  of  the  licensure  of  chiropractors  was 
referred  by  the  Executive  Office  to  the  Interdepart- 
mental Health  Resources  Board  with  the  request  that 
the  matter  be  studied  and  appropriate  recommenda- 
tions prepared. 

As  you  are  well  aware,  the  yearly  introduction  of 
various  types  of  bills  which  would  provide  for  such 
licensing  has  necessitated  a considerable  expenditure 
of  time  on  this  subject  by  the  State  Legislature,  by 
your  office,  and  by  the  many  State  departments  con- 
cerned. 

We  believe  that  a definite  State  policy  should  be 
established  at  this  time. 


Briefly,  it  is  the  consensus  of  opinion  among  the  mem- 
bers of  the  Interdepartmental  Health  Resources  Board 
that  the  licensing  of  chiropractors  would  be  against 
the  public  interest,  for  reasons  cited  below.  However, 
if  licensing  appears  to  be  inevitable,  we  strongly  urge 
that  the  licensing  bill  be  most  carefully  drafted  and 
include  all  of  the  provisions  which  we  are  emphasizing 
in  this  communication. 

As  the  agency  of  the  State  Government  concerned 
with  interdepartmental  aspects  of  public  health  and 
medical  care,  the  Interdepartmental  Health  Resources 
Board  wishes  to  recommend  to  you  and  to  the  State 
Legislature  that  the  practice  of  chiropractic  should  not 
be  permitted  in  the  State  of  New  York,  no  licensing 
law  should  be  passed,  and  anyone  practicing  a healing 
art  without  a license  should  be  subject  to  prosecution 
under  the  law.  The  same  general  recommendation 
would  apply  to  any  other  cult  in  which  the  training  of 
the  practitioner  and  the  physiological  foundation  of 
the  practice  are  on  a par  with  that  of  chiropractic. 

This  statement  is  made  because  chiropractic  is 
based  upon  no  physiological  foundation  which  can 
be  accepted  by  men  trained  in  modern  science  and 
research.  Its  concepts  are  inconsistent  with  recog- 
nized scientific  facts  and  could  not  withstand  the 
scrutiny  of  approved  scientific  methods  designed  to 
determine  the  effectiveness  or  ineffectiveness  of  given 
therapeutic  procedures.  Furthermore,  the  practice  of 
chiropractic  excludes  from  its  concepts  almost  all  of 
the  major  medical  advances  of  the  past  several  decades. 

Chiropractors  are  reputed  to  provide  general  care  on 
a personal  or  family  basis.  Aside  from  the  very  im- 
portant question  of  quality  of  education,  the  training 
of  the  chiropractor  is  quantitatively  far  behind  that 
of  the  Doctor  of  Medicine.  While  schools  of  chiro- 
practic vary  to  some  extent,  the  Chiropractic  Institute, 
for  example,  will  accept  students  directly  from  high 
school  and  offer  a day  or  evening  course  of  four  years 
of  nine  months  each.  It  is  stated  that,  inasmuch  as 
the  day  course  is  presented  on  an  accelerated  program, 
it  can  be  completed  in  three  calendar  years  by  con- 
tinuous attendance.  It  should  be  noted  that  class 
hours  for  the  day  session  are  from  9 a.m.  to  2:30  p.m. 
and  for  the  evening  session  from  7 p.m.  until  10:30 
p.m. , Monday  through  Friday.  While  the  Institute’s 
bulletin  states  that  students  who  plan  to  practice  in 
states  requiring  one  to  two  years  of  preprofessional 
college  must  present  evidence  of  such,  the  Institute 
apparently  does  not  attach  sufficient  importance  to 
such  a requirement  to  make  it  one  of  its  own.  These 
requirements  are  in  contrast  to  those  of  medicine, 
which  include  three  to  four  years  of  preprofessional 
college  work,  four  years  of  medical  school  which  are 
on  a full-time  basis,  and  in  many  schools  include  the 
summer  period  between  the  third  and  fourth  years, 
plus  a period  of  internship  and  residency. 

Since  chiropractic  has  no  scientific  foundation,  it  is 
difficult  to  give  a precise  definition  of  what  it  is  or  what 
it  is  not.  One  definition,  which  has  been  used  in  a bill 
introduced  during  the  last  session  of  the  State  Legisla- 
ture, states  that  the  practice  of  chiropractic  is  “a 
method  of  detecting  and  correcting,  by  manual  or 
mechanical  means,  structural  imbalance,  distortion,  or 
subluxation  in  the  human  body  for  the  purpose  of 
removing  nerve  interference,  where  such  interference  is 
the  result  of  or  related  to  distortion,  misalignment  or 
subluxations  of  or  in  the  vertebral  column.”  The 
vast  experience  and  research  studies  of  the  medical 
profession  over  the  past  50  years  would  indicate  that 
relatively  few  of  the  various  ailments  of  the  human 
body  could  possibly  be  attributed  to  such  “nerve 
interference.” 
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It  is  our  firm  conviction  that  the  licensing  of  chiro- 
practors would  be  a disservice  to  the  people  of  the 
State  of  New  York  as  it  would  place  the  seal  of  approval 
of  the  State  on  a dubious  method  of  treatment  and 
thereby  lead  unsuspecting  individuals  to  believe  that 
chiropractic  is  scientifically  sound. 

Nevertheless,  there  has  been  considerable  feeling 
on  the  part  of  several  well-informed  persons  who  have 
studied  this  problem  that  the  licensing  of  chiropractors 
would  offer  several  advantages.  It  is  claimed  that 
licensing  would  restrict  the  practice  of  chiropractic  to 
the  better  qualified  practitioners  and  would  serve  to 
limit  the  clinical  conditions  which  the  chiropractors 
would  be  qualified  to  treat. 

The  Interdepartmental  Health  Resources  Board  does 
not  agree  with  the  advantages  claimed  to  be  gained  in 
the  licensing  of  chiropractors.  However,  if  a licensing 
bill  is  considered  inevitable,  we  would  like  to  point  out 
to  you  our  firm  beliefs  regarding  the  minimum  require- 
ments of  such  a bill. 

There  are  six  major  areas  where  restrictions  must  be 
set  forth.  These  are  (a)  a definition  and  limitation  of 
practice;  (fe)  the  educational  requirements  for  future 
practitioners;  (c)  the  qualifying  of  present  practi- 
tioners; (d)  examination  requirements;  (e)  the  com- 
position of  the  Board  of  Examiners,  and  (/)  endorse- 
ment procedures. 

(а)  If  chiropractors  are  to  be  licensed,  it  is  impor- 
tant that  the  licensing  mechanism  assure  that  the  chiro- 
practor restrict  his  field  to  the  treatment  of  conditions 
attributable  to  “nerve  interference,”  that  he  limit  his 
therapy  to  the  correction  of  such  interferences  by 
acceptable  chiropractic  technics,  and  that  he  be  suf- 
ficiently versed  in  the  arts  of  diagnosis  to  recognize 
the  many  human  ailments  which  have  no  relationship 
to  nerve  interference,  which  he  is  not  qualified  to 
treat,  and  therefore  which  should  be  promptly  referred 
to  a qualified  practitioner  of  medicine. 

Chiropractic  does  not  include  the  use  of  operative 
surgery,  the  prescription  of  drugs,  medicine,  serums, 
vaccine,  or  hormones  or  the  practice  of  physiotherapy. 
Also,  chiropractic  does  not  include  the  reduction  of 
fractures  or  the  practice  of  obstetrics. 

Because  of  the  limitations  of  chiropractic  and  more 
important  because  of  the  significant  therapeutic  ap- 
proaches available  through  scientific  medicine,  we 
strongly  recommend  that  any  licensing  bill  prohibit 
chiropractors  from: 

1.  Treating  communicable  diseases  as  defined  in  the 
Sanitary  Code; 

2.  Treating  cancer  or  other  neoplastic  diseases; 

3.  Treating  chronic  degenerative  diseases,  such  as 
diabetes  and  cardiovascular  renal  diseases; 

4.  Treating  acute  abdominal  conditions,  such  as 
appendicitis,  which  are  known  by  medical  science  to 
require  operative  surgery; 

5.  Treating  endocrine  and  nutritional  disorders; 

6.  Treating  psychiatric  conditions; 

7.  Signing  of  birth,  death,  and  health  certificates. 

In  addition,  because  of  the  deleterious  effect  which 

x-rays  may  have  upon  the  gonads  (ovaries  and  testes), 
chiropractors  using  x-rays  for  diagnostic  purposes 
should  meet  the  standards  of  training  considered 
minimal  by  medical  experts  in  the  field  of  roentgenology. 

(б)  The  preparation  of  all  practitioners  in  other 
healing  arts  should  be  commensurate  with  that  re- 
quired for  practitioners  of  medicine.  Future  applicants 
for  a chiropractor  license  must  be  required  to  take  the 
same  basic  science  examinations  as  required  for  ap- 
plicants in  the  field  of  medicine  and  osteopathy.  This 
examination  should  serve  as  a screening  procedure  and 
no  candidate  for  examination  in  chiropractic  technics 


should  be  admitted  until  he  has  passed  satisfactorily 
this  examination  in  the  basic  sciences.  Admissions  to 
these  examinations  should  be  limited  to  applicants  who 
are  graduates  of  schools  of  chiropractic  which  are 
registered  by  the  State  Education  Department  as 
maintaining  satisfactory  standards.  In  addition,  such 
applicants  must  have  a minimum  of  two  years  of  pre- 
professional college  preparation. 

(c)  Regarding  the  qualifying  of  present  practi- 
tioners, there  are  two  considerations  which  must  be 
kept  in  mind: 

1.  Recent  graduates,  possibly  since  1951,  should 
have  completed  a four-year  full-time  course.  A three- 
year  course  may  be  acceptable  for  graduates  between 
the  years  of  1945  and  1951  and  a two-year  course  for 
graduates  before  1945.  The  exact  requirements  should 
be  determined  by  the  State  Education  Department. 

2.  All  present  chiropractors  should  be  required  to 
pass  a special  basic  science  examination  in  order  to 
demonstrate  familiarity  with  the  general  concepts  of 
the  sciences  of  anatomy,  bacteriology,  chemistry, 
physiology,  and  pathology.  The  practice  of  diagnosis 
should  be  included  in  this  examination. 

We  would  like  to  give  special  emphasis  to  this  point, 
which  we  consider  so  essential  to  the  adequate  protec- 
tion of  the  welfare  of  the  people  of  this  State. 

(d)  The  nature  of  the  basic  science  examinations 
should  be  determined  by,  and  the  examinations  should 
be  prepared  by  the  State  Education  Department  and 
not  by  a Board  of  Chiropractic  Examiners.  The 
latter’s  responsibility  should  be  limited  to  the  field  of 
examinations  in  the  practice  of  chiropractic  itself. 

(e)  Regarding  the  Board  of  Chiropractic  Examiners, 
we  would  emphasize  that  the  secretary  of  the  board 
should  be  an  employe  of  the  State  Education  Depart- 
ment responsible  to  the  Commissioner  of  Education. 

(/)  Regarding  endorsement  of  the  licenses  of  chiro- 
practors licensed  by  other  states,  these  should  be  limited 
to  states  having  licensing  requirements  and  examina- 
tions which  are  equivalent  in  content,  character,  and 
quality  to  those  of  the  State  of  New  York. 

In  addition,  we  recommend  that  the  State  Education 
Department  should  be  given  broad  powers  to  regulate 
the  practice  of  chiropractic.  Not  only  should  chiro- 
practors be  required  to  adhere  to  the  same  standards 
of  advertising  as  required  of  physicians,  but  certain 
current  practices,  such  as  payment  in  advance  for 
therapy,  should  be  prohibited.  There  are  many  addi- 
tional protective  devices  which  should  be  written  into 
any  licensing  law,  but  these  would  be  more  within  the 
scope  of  the  Board  of  Regents  to  emphasize. 

May  we  say  in  closing  that,  if  any  form  of  licensing 
bill  is  to  be  considered,  it  is  our  firm  conviction  that 
there  must  be  no  compromising  with  the  minimum 
requirements  as  set  forth  above.  Should  there  be 
introduced  any  bill  in  which  the  meeting  of  these  re- 
quirements would  be  questionable,  we  would  be  glad 
to  review  it  if  you  wish. 

Sincerely  yours, 

Paul  H.  Hoch,  Chairman 

P.S.  The  Board  of  Regents,  of  which  the  Com- 
missioner of  Education  is  the  chief  executive  officer, 
has  been  studying  the  problem  of  chiropractor  licensing 
from  the  viewpoint  of  professional  education.  While 
Commissioner  Allen  is  in  agreement  with  the  general 
principles  contained  in  the  communication,  he  is  at 
variance  with  some  of  the  more  specific  details. 

P.P.S.  The  Commissioner  of  Mental  Hygiene 
voices  the  opinion  that  the  State  should  oppose  any 
movement  for  the  licensing  of  chiropractors,  regardless 
of  the  provisions  which  may  be  written  into  a licensing 


Part  II — September  1,  1957 


27 


HOUSE  OF  DELEGATES 


act.  Dr.  Hoch  emphasizes  that  there  is  a certain 
contradiction  in  a State  policy  which,  on  the  one  hand, 
sets  the  highest  standards  of  preprofessional  and  pro- 
fessional education  in  regard  to  the  licensing  of  practi- 
tioners of  medicine  and,  on  the  other  hand,  considers 
the  possibility  of  granting  licenses  to  practitioners  of  a 
“healing  art”  whose  educational  background  is  so 
inferior. 


Section  13  (See  127) 


Report  57-G 


Supplementary  to  Report  of  the  Council,  Fart. 
XI — Public  Relations  (Standards  of  Practice 
for  Doctors  and  Lawyers ) 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Cooperation  with  Media 
of  Information  of  the  Council  Committee  on  Public 
Relations  has  submitted  the  following  supplemental 
report  to  the  committee: 

To  the  Council  Committee  on  Public  Relations, 
Gentlemen: 

In  our  main  report  to  the  committee,  your  sub- 
committee stated  that  plans  have  been  made  to 
meet  again  with  the  representatives  of  the  New 
York  State  Bar  Association  to  consider  the 
“Standards  of  Practice”  in  further  detail  in  order 
that  a draft  might  be  submitted  to  the  1957  session 
of  the  House  of  Delegates. 

This  meeting  took  place  on  March  14,  1957, 
at  the  Society’s  headquarters.  At  that  time  the 
first  draft  of  “Standards  of  Practice  for  Doctors 
and  Lawyers,”  prepared  by  the  Public  and 
Professional  Relations  Bureau,  was  discussed  in 
detail.  Among  those  present  at  the  meeting,  in 
addition  to  your  subcommittee,  were  Charles 
Margett,  Esq.,  vice-president,  New  York  State 
Bar  Association,  and  J.  Richard  Burns,  Esq.,  a 
member  of  the  staff  of  the  State  Society’s  counsel. 
It  was  agreed  that  the  subcommittee  and  the  Bar 
Association’s  representatives  would  submit  their 
own  versions  of  a second  draft  at  a meeting  set  for 
April  11, 1957. 

At  the  April  conference,  Judge  Thomas  F. 
Croake,  of  the  Bar  Association,  joined  with  your 
subcommittee,  Mr.  Margett,  and  Mr.  Burns,  in 
considering  draft  two  of  the  standards. 

After  a few  minor  changes  were  made,  the  Bar 
Association  representatives  agreed  to  submit  draft 
number  three,  incorporating  these  changes,  to  a 
meeting  of  the  Bar  Association’s  Executive  Com- 
mittee. 

On  April  27,  1957,  the  Bar  Association’s  execu- 
tive committee  met  in  Albany  and  approved  the 
third  version,  with  only  one  change.  Attached 
(marked  Appendix  A)  is  a copy  of  a letter  from 
Air.  John  E.  Bern',  executive  secretary,  New 
York  State  Bar  Association,  giving  the  association’s 
approval.  The  change  suggested  was  accepted 
by  your  subcommittee. 

Also  attached  (marked  Appendix  B)  is  the  final 
draft  of  the  “Standards  of  Practice  for  Doctors 
and  Lawyers”  approved  by  your  subcommittee 
and  the  New-  York  State  Bar  Association.  It  is 
respectfully  requested  that  the  Public  Relations 
Committee  approve  these  standards  and  submit 


them  for  approval  to  the  1957  House  of  Delegates 
•with  the  attached  letter  (marked  Appendix  A). 

If  these  standards  are  approved  by  the  House, 
your  subcommittee  recommends  that  a copy  be 
sent  to  each  present  member  of  the  State  Society 
and  to  each  new  member  in  the  future.  It  also  is 
recommended  that  a special  letter  be  sent  to 
each  county  medical  society  strongly  urging  that 
these  standards  be  implemented  at  the  local  level 
by  meetings  with  bar  associations  and  other 
appropriate  means.  It  also  is  further  recom- 
mended that  your  subcommittee  be  perpetuated 
to  maintain  the  liaison  that  has  been  established 
and  that  meetings  with  the  Bar  Association  be 
held  at  least  once  each  year  to  review  and  renew 
these  standards.  To  achieve  these  ends  your  sub- 
committee urges  that  suitable  funds  be  authorized. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 

Henry  I.  Fineberg,  M.D. 

John  D.  Naples,  M.D. 

The  Council  Committee  on  Public  Relations 
approves  the  report  of  the  subcommittee  and  recom- 
mends its  approval  by  the  House  of  Delegates. 

Respectfully  submitted, 

Floyd  S.  Winslow,  M.D.,  Chairman 


APPENDIX  A 

New  York  State  Bar  Association 
99  Washington  Avenue 
Albany  10,  New  York 
May  1,  1957 


William  J.  Darch,  Secretary 
Robert  C.  Poskanzer,  Treasurer 
John  E.  Berry,  Exec.  Secretary 
John  P.  Ryan,  Jr.,  Exec.  Asst. 


Clarence  R.  Runals, 

President 

400  Gluck  Building 
Niagara  Falls, 

New  York 

Dr.  John  C.  McClintock 

Chairman,  Public  Relations  Committee 

Medical  Society  of  the  State  of  New  York 

149‘/2  Washington  Avenue 

Albany,  New  York 

Dear  Dr.  McClintock: 

The  Executive  Committee  of  the  New  York  State 
Bar  Association  at  a meeting  April  27  approved  the 
proposed  standards  of  practice  for  doctors  and  lawyers. 

We  would  appreciate  word  from  you  as  to  action 
taken  by  the  State  Medical  Society. 

Assuming  there  will  be  agreement,  we  will,  of  course, 
want  to  coordinate  any  publicity  with  your  Committee. 
Perhaps  a joint  announcement  could  be  prepared  and 
I will  look  for  further  word  from  you  on  this. 

Cordially  yours, 

John  E.  Berry,  Execxitive  Secretary 


APPENDIX  B 

Standards  of  Practice  for  Doctors  and  Lawyers 

(For  copy  of  these  standards,  see  this  issue,  Part  I, 
page  2867) . 
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New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


Section  14  ( See  119)  Report  57-H 

Supplementary  to  Report  of  the  Council, 

Fart  XII — Sesquicentennial 

To  the  House  of  Delegates,  Gentlemen: 

The  Sesquicentennial  Committee  consists  of  the 
following  members: 

Samuel  Z.  Freedman,  M.D.,  Chairman. .New  York 


W.  P.  Anderton,  M.D New  York 

Maurice  J.  Dattelbaum,  M.D Kings 

Thomas  E.  Alexander,  Adviser New  York 


The  Medical  Society  of  the  State  of  New  York 
was  organized  by  the  State  Legislature  in  1806,  and 
had  its  first  meeting  in  1807,  one  hundred  and  fifty 
years  ago.  Therefore,  the  celebration  of  our  Sesqui- 
centennial called  for  an  unusual  demonstration 
this  year.  Preparations  commenced  in  1955,  and 
the  climax  was  reached  February  18  to  21,  1957, 
in  New  York  City. 

The  scientific  part  consisted  of  lectures,  sympo- 
siums and  panel  discussions,  a clinicopathologic  con- 
ference, therapeutic  conference,  and  meetings  of 
affiliated  specialty  groups.  There  were  more 
scientific  and  commercial  exhibits  than  any  other 
year.  Scientific  motion  pictures  and  a closed  cir- 
cuit television  were  given  prominence.  There  was 
an  exposition  of  the  history  of  medicine  in  New 
York  State,  consisting  of  more  than  35  exhibits. 
Free  inoculations  of  antipoliomyelitis  vaccine  were 
administered  at  this  exposition,  at  the  Hotel  Statler, 
New  York  City,  wrhere  all  the  celebration  occurred, 
except  the  dinner,  floor  show',  and  dance,  at  the 
Hotel  Waldorf-Astoria,  Tuesday,  February  19. 
This  was  attended  by  813  persons.  At  the  dinner, 
President  Dwight  Murray  of  the  American  Medical 
Association  delivered  an  interesting  address. 

A public  forum  was  held  on  Wednesday  evening, 
February  20,  at  Hunter  College,  New  York  City, 
w'here  “Distribution  of  Medical  Care”  was  discussed 
by  Mr.  James  Brindle,  director  of  the  Social  Security 
Department,  United  Auto  Workers,  AFL-CIO; 
Elmer  Hess,  M.D.,  past  president  of  the  American 
Medical  Association-  Aims  C.  McGuinness,  M.D., 
Special  Assistant  for  Health  and  Medical  Affairs 
at  the  U.S.  Department  of  Health,  Education,  and 
Welfare,  and  Mr.  Stanley  Simon,  executive  vice-presi- 
dent, Bulova  Watch  Company.  These  discussants 
wrere  guided  by  John  C.  McCfintock,  M.D.,  chair- 
man of  the  Committee  on  Economics  of  the  Medical 
Society  of  the  State  of  New  York. 

This  year  the  House  of  Delegates  will  meet  May 
13  to  15,  rather  than  during  the  scientific  conven- 
tion. The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will  meet  at  the 
same  time  at  the  Hotel  Biltmore,  New  York  City. 

Unless  otherwise  directed  by  the  House  of  Dele- 
gates, the  1958  annual  meeting  will  revert  to  its 
previous  pattern.  Specialty  scientific  sections  will 
convene  mornings;  afternoons  will  be  allotted  to 
lectures,  symposiums,  and  panel  discussions.  The 
annual  meeting  and  dinner  dance  w'ill  be  held 
Wednesday  evening,  May  14,  and  the  House  of  Dele- 
gates will  be  in  session  May  12  to  14,  at  the  Hotel 


Statler  in  New  York  City. 

The  registration  figures  this  year  were  as  follows: 


Physicians 3 , 569 

Guests  (including  medical  students, 

interns,  nurses,  technicians,  et  al.) 1,407 

Technical  exhibitors 1,194 


Total  6,170 


Awards  for  clinical  research  and  scientific  research, 
as  exemplified  in  scientific  exhibits,  wall  be  voted  by 
the  House  of  Delegates.  The  Outstanding  General 
Practitioner  of  the  Year,  Dr.  Edward  Danforth 
of  Bainbridge,  received  his  award  at  the  Sesquicen- 
tennial dinner.  Results  of  contest  for  the  Merit  H. 
Cash  and  Lucien  Howe  prizes  will  be  announced  at 
the  House  of  Delegates.  An  outstanding  feature  of 
the  Sesquicentennial  year  was  the  large  special 
number  of  the  New  York  State  Journal  of 
Medicine. 

Lack  of  space  prohibits  thanking  by  name  all  wrho 
contributed  to  the  great  success  of  these  unusual 
undertakings.  Members  of  subcommittees,  the 
officers  of  the  Society,  Mr.  Charles  L.  Baldwin, 
manager  of  Technical  Exhibits,  Mr.  Ackley  Schuyler, 
in  charge  of  Historical  Exposition,  and  Miss  Mollie 
Pesikoff  all  made  remarkable  contributions. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Chairman 

Section  15  (.See  151 ) Report  57-1 

Report  of  the  Special  Committee  on 
Civil  Defense  and  Catastrophe 

To  the  House  of  Delegates,  Gentlemen: 

Your  Special  Civil  Defense  and  Catastrophe 
Committee  consists  of  the  following: 


J.  G.  Fred  Hiss,  Chairman Onondaga 

Edward  A.  Burkhardt New  York 

John  J.  Masterson Kings 


Tables  I and  II  were  compiled  for  the  Association 
of  Civil  Defense  Directors  of  Counties  and  Areas 
in  New  York  State. 


Table  I. — Civil  Defense  Budgets  and  Medical 
Administration,  January,  1957 


Civil  Defense 
Jurisdiction 

Total 

Annual 

Budget 

Full- 

Time 

Medical 

Adminis- 

trators 

Part- 

Time 

Medical 

Adminis- 

trators 

Albany 

Counties 
S 60,335 

None 

None 

Allegany 

13,000 

None 

None 

Broome 

52,900 

One 

None 

Cattaraugus 

9,477 

None 

None 

Cayuga 

13,000 

None 

None 

Chautauqua 

30,304 

None 

None 

Chemung 

10,491 

None 

None 

Chenango 

7,600 

None 

None 

Clinton 

1,775 

None 

None 

Columbia 

6,260 

None 

None 

Cortland 

1,700 

None 

None 

Delaware 

21,100 

None 

None 

Dutchess 

21,783 

None 

None 
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Table  I.  ( continued ) — Civil  Defense  Budgets  and  Medi- 
cal Administration,  January,  1957 


Civil  Defense 
Jurisdiction 

Total 

Annual 

Budget 

Full- 

Time 

Medical 

Adminis- 

trators 

Part- 

Time 

Medical 

Adminis- 

trators 

Erie 

274 , 400 

None 

None 

Essex 

11,000 

None 

None 

Franklin 

3,350 

None 

None 

Fulton 

6,500 

None 

None 

Genesee 

7,400 

None 

None 

Greene 

5,510 

None 

None 

Hamilton 

2,750 

None 

None 

Herkimer 

5,100 

None 

None 

Jefferson 

17,316 

None 

None 

Lewis 

10,004 

None 

None 

Livingston 

11,000 

None 

None 

Madison 

7,300 

None 

None 

Monroe 

185,000 

Three 

One 

Montgomery 

6,700 

None 

None 

Nassau 

235,000 

None 

One 

Niagara 

47,194 

None 

None 

Oneida 

26,055 

None 

None 

Onondaga 

77,350 

None 

One 

Ontario 

16,600 

None 

None 

Orange 

12,746 

None 

None 

Orleans 

8,582 

None 

None 

Oswego 

14,000 

None 

None 

Otsego 

7,450 

None 

None 

Putnam 

16,230 

None 

None 

Rensselaer 

21,259 

None 

One 

Rockland 

10 , 575 

None 

None 

St.  Lawrence 

10,350 

None 

None 

Saratoga 

25,040 

None 

None 

Schenectady 

41,300 

None 

None 

Schoharie 

6,000 

None 

None 

Schuyler 

6,674 

None 

None 

Seneca 

5,850 

None 

None 

Steuben 

15,000 

None 

None 

Suffolk 

104,670 

None 

One 

Sullivan 

4,200 

None 

None 

Tioga 

6,430 

None 

None 

Tompkins 

74,485 

None 

None 

Ulster 

14,675 

None 

None 

Warren 

29,965 

None 

None 

Washington 

4,965 

None 

None 

Wayne 

6,950 

None 

None 

Westchester 

83,653 

One 

None 

Wyoming 

5,700 

None 

None 

Yates 

10,300 

Cities 

None 

None 

Auburn 

22,185 

None 

None 

Dunkirk 

5,000 

None 

None 

Glen  Cove 

6,500 

None 

None 

Jamestown 

9,366 

None 

None 

Little  Falls 

1,901 

None 

None 

Long  Beach 

6,000 

None 

None 

Middletown 

3,390 

None 

None 

Mount  Vernon 

20,000 

None 

None 

Newburgh 

2,440 

None 

None 

New  Rochelle 

27 , 245 

None 

None 

New  York  City 

1,866,917 

Six 

One 

Niagara  Falls 

47 , 240 

None 

None 

North  Tonawanda 

2,807 

None 

None 

Ogdensburg 

1,425 

None 

None 

Olean 

9,100 

None 

None 

Oneida 

6,427 

None 

None 

Peekskill 

5,900 

None 

None 

Plattsburgh 

6,190 

None 

None 

Port  Jervis 

3,120 

None 

None 

Rensselaer 

6,735 

None 

None 

Rome 

10,510 

None 

None 

Rye 

7,490 

None 

None 

Salamanca 

2,925 

None 

None 

Sherrill 

2,050 

None 

None 

Utica 

11,000 

None 

None 

White  Plains 

20,500 

None 

None 

Yonkers 

17,802 

None 

None 

Totals  84 

$3 , 884 , 468 

11 

6 

Summary. — Purpose  of  this  compilation  was 
determination  of  medical  defense  activities  of  mem- 
ber societies  and  methods  of  stimulating  such  activi- 
ties. Questionnaires  were  sent  to  all  medical 
societies  and  civil  defense  directors  in  the  State 
and  selective  interviewing  within  each  group  was 
conducted. 

Findings. — Out  of  84  reporting  civil  defense 
jurisdictions,  76  have  no  full-  or  part-time  paid 
medical  administrative  help.  Four  jurisdictions 
have  part-time  administrators  that  are  responsible 
for  3 to  8 civil  defense  services.  Two  have  single 
full-time  administrators.  New  York  City  Civil 
Defense,  with  a budget  approaching  two  million 
dollars  and  particularly  broad  and  unusual  civil 
defense  problems,  has  a staff  of  six  full-time  and  one 
part-time  medical  administrators.  Monroe  County, 
with  a budget  of  less  than  $200,000,  has  three  full- 
time and  one  part-time  administrators. 

No  jurisdiction  with  a budget  of  less  than  $50,000 
has  a full-time  administrator.  Directors  of  civil 
defense  jurisdictions  with  no  administrative  staff 
report  that  such  help  is  a necessity.  Those  with 
some  medical  staff  need  supplementary  aid. 

Thirty-two  county  medical  societies  report  that 
medical  defense  committee  chairmen  have  been 
appointed.  Five  of  these  report  the  current  assign- 
ment of  all  members  to  civil  defense  duties.  These 
assignments  detail  location  and/or  function  of  each 
member  in  time  of  national  disaster. 

Twenty  societies  report  some  activity  in  medical 
defense.  Three  of  these  report  extensive  activity 
primarily  in  the  field  of  enrollment  of  members 
in  civil  defense.  Four  report  activities  centered 
around  hospital  disaster  planning.  The  remaining 
13  have  some  slight  activity  in  assignment  and 
committee  work.  Of  the  total  number  of  societies 
reporting  only  five  are  doing  extensive  medical 
defense  work.  This  is  primarily  in  the  fields  of 
enrollment  and  assignment  of  members.  Many 
societies  have  requested  aid  in  the  development  of 
programs;  some  have  reported  that,  until  civil 
defense  can  provide  administrative  aid,  no  program 
is  possible. 

Conclusions. — Reports  indicate  that  New  York 
City  activities  are  primarily  associated  with  civilian 
disaster  hospital  organization.  The  Counties  of 
New  York  and  Kings  have  no  civil  defense  commit- 
tees; the  remaining  three  counties  report  that  civil- 
ian catastrophe  assignments  are  made  through 
hospitals.  Four  of  the  New-  York  City  counties 
are  each  larger  than  any  other  city  in  the  State  and 
all  are  essentially  distinct  geographic  entities. 
Each  county  needs  administrative  help. 

Outside  of  the  metropolitan  area  only  five  full- 
time and  five  part-time  medical  administrators  are 
employed  by  local  civil  defense  offices.  Erie  County, 
with  a budget  of  over  a quarter  of  a million  and  the 
second  largest  population  in  the  State,  has  no 
administrative  help.  Uniformly,  those  civil  defense 
jurisdictions  writh  administrative  aid  have  the  more 
active  medical  society  committees  and  the  more  pro- 
gressive programs.  Programming  includes  enroll- 
ment, assignment,  and  training  functions  of  mem- 
bers. Essential  to  this  training  program  would  be 
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TABLE  II. — Civil  Defense  Committee  Chairmen  and  Activities  of 
County  Medical  Societies,  January,  1957 


County 

Medical 

Society 

Civil  Defense 
Committee  Chairmen 

Current  Assignment 
of  Members 

Comments 

Albany 

Allegany 

John  J.  Powers,  M.D. 
None 

None 

Bronx 

Herbert  G.  Cohen,  M.D. 

Hospital  assignments 

Broome 

Nicholas  I.  Klimow,  M.D. 

None 

90  per  cent  enrolled 

Cattaraugus 

Cayuga 

Raymond  F.  Johnson,  M.D. 

All  members  assigned 

3 members  assigned 

Chautauqua 

Chemung 

Chenango 

Robert  Griffin,  M.D. 

3 members  assigned 
15  members  assigned 

Clinton 

Columbia 

Cortland 

Donald  G.  Dickson,  M.D. 
Thomas  S.  Seymour,  M.D. 

All  members  assigned 

Frequent  reminders 

Delaware 

Dutchess 

Neil  C.  Stone,  M.D. 

Hospital  disaster  units 

Erie 

Essex 

James  E.  Glavin,  M.D. 

All  members  assigned 

Franklin 

Fulton 

Genesee 

Greene 

Hamilton 

Herkimer 

Jefferson 

Joseph  S.  Diasio,  M.D. 

Daniel  Shaughnessy,  M.D. 
Vincent  Batista,  M.D. 

All  members  assigned 

2 members  assigned 

Kings 

None 

No  activity 

Lewis 

Livingston 

R.  E.  Yanowitch,  M.D. 

None 

Madison 

Monroe 

Montgomery 

Nassau 

Edward  Hixson,  M.D. 
Harry  A.  Hansow,  M.D. 
Roger  Conant,  M.D. 

Leo  T.  Flood,  M.D. 

Activity  needed 

New  York 

No  Committee 

Hospitals  responsible 

Niagara 

No  Committee 

Inactive  medical  service 

Oneida 

Onondaga 

Ontario 

Orange 

Paul  J.  Christenson,  M.D. 
Edwin  J.  Euphrat,  M.D. 

No  Chairman 

None 

Two-man  committee 

Orleans 

None 

No  committee 

Oswego 

Otsego 

Putnam 

Queens 

E.  J.  Felderman,  M.D. 
Irving  G.  Frohman,  M.D. 

None 

Hospital  activity 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

James  F.  Connell,  Jr.,  M.D. 
Edward  Whalen,  M.D. 

None 

Assigned  in  1950  or 
1951 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

William  Forrest  Lee,  Jr.,  M.D. 
Fritz  Landsberg,  M.D. 

All  assigned  in  1951; 
key  personnel  in 
1955;  full-time  aid 
needed 

All  assigned  in  1953 

Seneca 

Steuben 

Ernest  P.  Smith,  M.D. 

All  assigned  in  1951 
6 members  assigned 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Sidney  Schiff,  M.D. 
Henry  Kane,  M.D. 

John  A.  Cooke,  M.D. 

Same  old  partial  as- 
signment 
Reorganization  in 

Warren 

None 

progress 

Committee  appointed 

Washington 

R.  Leith  Skinner,  M.D. 

All  members  assigned 

Assignments  in  Sept., 

Wayne 

Westchester 

James  Dennis,  M.D. 
No  Committee 

1956;  Quarterly  re- 
minders 

Local  organizations 

Wyoming 

Yates 

TOTALS 

Donald  B.  Thomas,  M.D. 
32 
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the  determination  of  mobilization  areas,  the  dis- 
semination of  information  concerning  civil  defense 
medical  supplies  and  other  resources,  and  coordi- 
nation with  civil  defense  services.  Too,  there  is  a 
distinct  need  for  Society  aid  in  the  development  and 
continuation  of  professional  training.  Dentists, 
veterinarians,  executive  officers,  and  other  profes- 
sional groups  need  at  least  some  instruction  from 
interested  physicians. 

Recommendations. — There  is  a palpable  need  for 
each  civil  defense  office  in  the  State  to  have  at  least 
some  medical  administrative  aid.  Jurisdictions 
presently  employing  administrative  help  need  staff 
supplementation.  The  administrator  would  func- 
tion on  the  staff  of  the  civil  defense  organization  to 
facilitate  volunteer  work.  His  duties  would  include 
aid  in  recruiting,  enrollment,  and  the  administra- 
tive development  of  training  programs  for  the  emer- 
gency medical  service.  Until  administrative  aid 
is  a reality,  the  medical  defense  committee  is  firmly 
convinced  that  medical  society  civil  defense  pro- 
gramming will  continue  to  be  haphazard  and 
intermittent. 

The  attached  “Proposal  for  Civil  Defense  Medical 
Administrative  Aides”  has  been  endorsed  by  all 
individual  civil  defense  directors  contacted  and  by 
the  New  York  State  Association  of  Civil  Defense 
Directors.  The  proposal  was  originated  by  the 
Office  of  Medical  Defense  of  the  New  York  State  De- 
partment of  Health  and  by  the  New  York  StateCivil 
Defense  Commission.  Suggested  employment  clas- 
sifications are  based  on  population,  which  this  com- 
mittee views  to  be  a firm  indication  of  local  needs. 
The  committee  is  satisfied  that  the  proposal  accu- 
rately reflects  the  needs  evidenced  by  the  completed 
survey.  It  is  recommended  that  the  Medical 
Society  of  the  State  of  New'  York  go  on  record  as 
favoring  State  aid  of  the  type  outlined  in  the 
proposal. 

Proposal  for  Civil  Defense  Medical  Adminis- 
trative Aides 

Local  Assistance—  to  provide  for  the  employment 
of  full-time  local  civil  defense  emergency  medical 
service  personnel,  with  fiscal  participation  by  the 
State  in  the  amount  of  $172,343  for  fiscal  year 
1957-1958. 

The  development  of  nuclear  weapons  and  the 
growing  capabilities  of  a hostile  powrer  to  deliver 
such  weapons  has  increased  the  responsibilities  of 
every  local  civil  defense  organization  in  the  State. 
In  the  area  of  emergency  medical  services,  the 
problem  for  even  the  areas  most  remote  from  criti- 
cal targets  has  been  increased  from  planning  to  aid 
in  a disaster  area  to  caring  for  the  injuries  and  ill- 
nesses of  the  refugees  of  a planned  evacuation  or  an 
unplanned  flight,  as  well  as  coping  with  the  problems 
of  radiologic  fallout.  Only  a well-organized  medical 
service,  fully  manned  and  trained,  prepared  to 
execute  a plan  and  to  deal  with  the  unexpected,  can 
fulfill  its  responsibility. 

It  has  been  long  recognized  that  there  are  insuffi- 
cient numbers  of  local  personnel  employed  by  the 
local  civil  defense  offices  to  provide  adequate  and 


essential  service  to  the  local  emergency  medical 
services  programs.  Likewise,  personnel  of  the 
existing  medical  or  health  agencies  have  been 
required  to  carry  out  their  civil  defense  medical 
planning  and  training  without  additional  help. 
Such  personnel  have  been  asked  to  give  their  own 
time  for  such  work  and  to  continue  to  carry  out  their 
normal  work-load  for  the  agency.  Where  local 
personnel  have  been  given  definite  medical  defense 
assignments  to  carry  out  during  regular  hours,  it 
has  been  found  that  part  or  all  of  the  normal  work 
is  not  done.  Also,  where  normal  W'ork  takes  pre- 
cedence it  is  found  that  lip  service  is  given  to 
medical  defense  assignments,  with  the  result  that 
little  or  no  real  accomplishment  in  medical  defense 
work  takes  place. 

Volunteers  recruited  for  such  assignments  have 
not  been  found  (with  rare  exceptions)  to  work  care- 
full}'  or  consistently.  They  w'ill  do  only  occasional 
spurts  of  work,  take  only  short  training  courses, 
and  work  only  such  hours  that  best  suit  their  own 
convenience. 

A suggested  remedy  is  to  employ  full-time  per- 
sonnel in  the  local  emergency  medical  service. 
Only  full-time  personnel  w'ill  make  the  continuous 
coordinated  effort  to  recruit,  train,  and  replace 
volunteers,  make  essential  reports,  assist  in  the 
receipt,  distribution,  and  storage  of  medical  supplies 
(local  and  State),  arrange  for  liaison  with  other 
services  and  other  civil  defense  jurisdictions. 

If  the  Civil  Defense  Law  were  to  be  amended  to 
make  State  fiscal  aid  available  to  local  jurisdictions 
for  the  employment  of  emergency  medical  services 
personnel,  each  jurisdiction  could  be  classified  on  the 
basis  of  the  population  of  the  area,  which  is  related 
to  the  quota  of  volunteers  to  be  recruited  and 
trained  before  attack  and  mobilized  and  transported 
after  attack. 

On  the  basis  of  this  classification,  Table  I shows  a 
proposed  employe  authorization  for  emergency 
medical  service  in  local  offices  of  civil  defense. 
Suggested  position  titles  and  suggested  salary 
ranges  for  each  position  are  also  specified.  The 
titles  and  salaries  conform  to  those  existing  in 
State  service  today  and  could  be  filled  based  upon 
the  minimum  qualifications  now  in  existence.  The 
total  potential  personal  service  cost  (all  titles) 
ranges  from  $689,370  to  $862,960  a year.  At  the 
rate  of  50  per  cent  State  reimbursement  under  the 
State  aid  program,  the  State  share  would  range 
from  $344,685  to  $431,480  a year  for  all  titles,  if  all 
civil  defense  jurisdictions  employ  all  personnel 
permitted.  It  is  estimated  that  not  more  than  50 
per  cent  of  allowable  positions  will  be  filled  in  the 
first  year. 

Section  16  ( Sec  95)  Report  57- J 

Supplementary  Report  of  the  Secretary 

To  the  House  of  Delegates , Gentlemen: 

The  following  has  been  received  from  the  Otsego 
County  Medical  Society,  Dr.  H.  E.  Wilk,  secretary, 
for  submission  to  this  House: 

At  the  regular  meeting  of  the  Otsego  County 
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TABLE  I. — Proposed  Employe  Authorization  for  Emergency  Medical  Service 
in  Local  Offices  of  Civil  Defense 


Civil 

Suggested 

Defense 

Number 

Suggested  Titles 

Jurisdic- 

of  Posi- 

Senior 

tions 

tions  per 

Ad  minis- 

Adminis- 

Adminis- 

Training 

(Counties, 

Jurisdic- 

Stenog- 

Clerk- 

trative 

trative 

trative 

Techni- 

Population 

Cities) 

tion 

rapher 

Typist 

Aide 

Assistant 

Assistant 

cian 

Under  50,000 

28  23 

i 

i 

Under  100,000,  over 

18  3 

• 3 

i 

i 

i 

50,000 

Under  200,000,  over 

4 2 

3 

i 

i 

i 

100,000 

Under  300,000,  over 

3 0 

4 

i 

i 

i 

1 

200,000 
Over  300,000 

4 0 

6 

2 

1 

i 

i 

i 

New  York  City* 

0 1 

27 

9 

4 

4 

i 

4 

5 

Suggested  salary 
Range  for  each 

$2,750-3,490 

$2,020-3,340 

$3,660-4,580 

$5,390-6,620 

$6,890-8,370 

$4,430-5,500 

position 

Individual  title  cost 

$209 , 500- 

$20 , 960- 

$117,120- 

$53 , 900- 

$55,120- 

$172,770- 

to  jurisdictions  in 
respective  popula- 
tion categories 

342,020 

26 , 720 

146,560 

66,200 

66 , 960 

214,500 

Total  potential  personal  service  cost  per  year  (all  titles)  ($089 , 370—8862 , 960). 

Total  potential  State  share  for  personal  service  (all  titles)  ($344 , 685-$431 , 480). 

Estimated  State  share  in  fiscal  year  1957-1958  would  be  $172,343  if  not  more  than  50  per  cent  of  allowable  positions  are  filled 
in  the  first  year. 


* Requirements  for  New  York  City  are  based  on  allowing  for  each  borough  the  number  of  personnel  indicated  above  for 
cities  over  300,000  except  Richmond  which  falls  in  the  100,000-200,000  group. 


Medical  Society  on  April  24,  1957,  the  following 
resolution  was  passed  in  view  of  the  letter  from 
the  Medical  Society  of  the  County  of  Oneida  on 
April  4,  1957. 

The  Medical  Society  of  the  County  of  Otsego 
endorses  the  present  representation  of  the 
county  medical  societies  at  the  House  of  Dele- 
gates and  expresses  its  full  approval  of  the 
present  delegation  of  authority  to  the  House  of 
Delegates,  Officers,  and  Council  of  the  Medical 
Society  of  the  State  of  New  York. 

H.  E.  Wilk,  M.D.,  Secretary 
Otsego  County  Medical  Society 

Respectfully  submitted, 

W.  P.  Anderton,  M.D.,  Secretary 

Section  17 

Introduction  of  Netv  Members 

Speaker  Holcomb:  This  year,  members  of  the 
House  of  Delegates,  we  have  a particularly  large 
infusion  of  new  blood  in  this  House  of  Delegates. 
I think,  as  far  as  I can  recall,  we  have  the  largest 
group  of  new  members  we  have  ever  had.  Perhaps 
this  is  a good  thing.  Some  of  us  get  along  in  years 
and,  1 am  sure,  some  of  us  are.  As  I look  about  the 
House  and  see  the  members  whom  I have  seen  here 
so  many  years  I think  it  is  a very  good  thing  we  are 
getting  some  new  blood  in  the  organization.  I am 
going  to  ask  these  new  members  to  rise,  and  I will 
ask  you  to  withhold  any  applause  until  the  group 
is  recognized. 

First  of  all,  we  have  a new  councillor,  Dr.  Edward 
C.  Hughes.  Next  we  have  Dr.  Milton  J.  Greenberg, 
representing  the  Fourth  District  Branch.  Next  we 


have  Dr.  William  G.  Woodin,  representing  the 
Section  on  Allergy.  Representing  the  Section  on 
Dermatology  and  Syphilology,  Dr.  Orlando  Cani- 
zares.  Next  we  have  representing  Gastroenterology 
and  Proctology,  Dr.  William  F.  Lipp.  Next  in  the 
group,  representing  Industrial  Medicine  and  Sur- 
gery, Dr.  Harry  E.  Tebrock.  Neurology  and 
Psychiatry,  Dr.  Harry  E.  Faver.  Next  Ophthal- 
mology, Dr.  Frank  D.  Carroll.  Next  is  Dr.  R. 
Clark  Grove,  Otolaryngology.  Next  is  Dr.  Alfred 
J.  Vignec,  Pediatrics.  Representing  Physical  Medi- 
cine is  Dr.  Milton  Lowenthal.  Representing  Sur- 
gery is  Dr.  Jose  M.  Ferrer,  Jr.  Next,  representing 
Urology,  is  Dr.  William  J.  Staubitz. 

Those  representing  the  Medical  Society,  County 
of  Albany,  are  Dr.  David  J.  Locke,  Dr.  William  C. 
Rausch,  Dr.  Francis  A.  Stephens,  all  of  Albany 
County. 

Next  is  Bronx  County,  Dr.  Carl  R.  Ackerman. 

Next,  Columbia,  Dr.  Carl  G.  Whitbeck. 

We  have  representing  Delaware,  Dr.  Philip  Hust. 

Dutchess  County,  Dr.  James  K.  Keeley. 

Franklin  County,  Dr.  Alfred  A.  Hartmann. 

Monroe  County,  Dr.  James  T.  Carroll;  Dr.  John 
II . Remington. 

Nassau  County,  Dr.  C.  Dean  Bohrer,  Dr.  Abraham 
W.  Freireich,  Dr.  Stuart  T.  Porter. 

Representing  New  York  County,  Dr.  Gabriel  P. 
Seley. 

Representing  Niagara  County,  Dr.  T.  Edwin 
O’Brien. 

Representing  Oneida  County,  Dr.  Irwin  Alper. 

Onondaga,  Dr.  Robert  F.  McMahon. 

Oswego,  Dr.  Kent  W.  Jarvis. 

Queens  County  is  represented  by  Dr.  Harry  H. 
Epstein  and  Dr.  Jerome  L.  Leon. 

St.  Lawrence,  Dr.  Harry  Vinicor. 
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Schuyler,  Dr.  A.  Duncan  McCarthy. 

Suffolk  County,  Dr.  Richard  M.  Arkwright,  Dr. 
Charles  M.  Robin,  Dr.  Charles  W.  Shlimbaum,  Dr. 
Joseph  G.  Welling. 

Westchester  County  is  represented  by  Dr. 
William  P.  Reed. 

I think  we  should  give  all  this  new  group  a big 
applause.  {Applause.) 

Speaker  Holcomb:  I hope  that  the  new  mem- 
bers will  take  their  places  in  the  House  with  a great 
deal  of  interest  in  our  proceedings. 

Section  18 

Remarks  of  the  Speaker 

Speaker  Holcomb:  Members  of  the  House, 

again  I will  make  my  plea  for  the  conservation  of 
time  during  our  next  two  and  a half  days  of  pro- 
ceedings. As  you  no  doubt  recall,  we  have  our 
annual  dinner  for  the  House  of  Delegates  and  their 
families  this  evening  at  6:00  o’clock  in  the  Georgian 
Room. 

You  will  assemble  promptly  at  6:00  o’clock  for 
some  cocktails  and  a friendly  gathering,  and  then 
we  will  proceed  to  our  dinner  at  6:30.  That  will 
mean,  members  of  the  House,  that  we  should  con- 
serve time. 

I shall  ask  reference  committees  to  meet  promptly 
and  begin  formulating  reports  as  quickly  as  possible. 
In  the  years  previous,  we  have  had  that  evening  to 
work.  Today  we  certainly  must  make  time  if  we  are 
going  to  get  our  reference  committee  reports  out  in 
time  to  present  them  tomorrow. 

You  will  note  that  we  again  have  our  folders 
which  were  so  well  received  last  year,  with  our 
various  compartments,  to  keep  our  resolutions  in 
order. 

Section  19  {See  181 ) 

Supplementary  Report  of  the  President 

Speaker  Holcomb:  At  this  time  I would  like 
to  recognize  one  of  the  most  conscientious  and  hard- 
working presidents  it  has  been  my  experience  to 
know,  and  it  seems  to  me — at  least  my  -wife  thinks 
so — that  I have  served  in  this  House  of  Delegates 
for  many,  many  years.  I am  going  to  ask  Dr. 
Kelley  to  escort  Dr.  Greenough  to  the  rostrum  and, 
may  I say,  I think  we  have  had  a most  capable, 
conscientious  and  hard-working  president  for  this 
Society  in  this  past  year.  {Applause.) 

President  Greenough:  Gentlemen,  since  my 

annual  report,  submitted  in  February  of  this  year 
and  published  in  the  April  1 issue  of  the  Journal, 
was  comprehensive,  I wish  at  this  time  only  to  com- 
ment upon  important  matters  that  have  occurred 
since  that  report. 

Medicare. — There  has  been  some  criticism  of  the 
actions  of  your  officers  and  Council  in  negotiating  a 
contract  for  the  administration  of  the  “Medicare” 
program,  provided  for  in  Federal  Public  Law  569, 
in  this  State.  Allow  me,  very  briefly,  to  outline 
what  happened. 


Although  President  Eisenhower  signed  the  law 
on  June  7,  1956,  no  authoritative  information  con- 
cerning the  operation  of  the  law  was  given  to  our 
Society  until  early  September.  Spade  work  done 
by  our  Bureau  of  Medical  Care  Insurance  in  the 
interval  made  it  possible  for  us  to  produce  a tenta- 
tive schedule  of  allowances  by  mid-September. 
This  schedule  was  the  result  of  the  best  advice  that 
could  be  obtained  in  the  short  time  available 
from  specialists  and  general  practitioners  deemed 
most  qualified  to  aid  in  the  project. 

On  October  15,  the  government  sent  our  Society 
a tentative  agreement  as  to  contract  terms  and 
schedule  of  allowances.  The  details  of  both  were  so 
indefinite  and  changed  so  frequently  by  the  govern- 
ment that  our  Society  had  nothing  concrete  to  sub- 
mit to  county  medical  societies  until  November  23. 
On  that  date,  a draft  of  a final  agreement  and 
schedule  was  drawn  up.  This  was  thirteen  days 
before  December  7,  the  deadline  for  signing  the 
contract. 

Since  it  was  clearly  impossible  to  submit  all  the 
details  for  study  and  approval  by  all  61  county 
medical  societies  in  such  a short  time,  the  Council 
authorized  the  signing  of  the  contract,  which  took 
place  on  December  4.  If  the  Council  had  not  taken 
this  action  the  government  would  have  assumed  the 
care  under  its  own  rules. 

As  soon  as  possible  after  signing,  every  effort  was 
made  to  inform  members.  The  December  1 issues 
of  both  the  Journal  and  Newsletter  carried  high- 
lights of  information  then  available.  Schedules  of 
allowances  were  printed  as  quickly  as  possible  and 
mailed  to  all  members  in  early  January,  1957. 

Please  remember  that  the  contract  was  signed  sub- 
ject to  renegotiation  from  time  to  time.  County 
societies  have  been  requested  to  submit  suggested 
changes  in  the  program  so  that  this  House,  repre- 
sentative of  the  county  medical  societies,  can  decide 
what  alterations  should  be  made.  Renegotiations, 
originally  scheduled  for  July  1 this  year,  have  been 
postponed  until  July  1,  1958,  by  the  government. 

Workmen’s  Compensation. — The  Council  Commit- 
tee on  Workmen's  Compensation,  headed  by  Dr. 
Gerald  D.  Dorman,  has  been  laboring  diligently  in 
its  efforts  to  obtain  satisfactory  increases  in  the 
medical  fee  schedule.  The  committee  also  has  kept 
the  medical  societies  abreast  of  developments. 
Here  is  a brief  rundown  of  what  has  happened  and 
what  is  planned. 

On  November  9,  1955,  the  director  of  the  Work- 
men’s Compensation  Bureau,  Dr.  David  J.  Kaliski, 
sent  out  a notice  to  all  members  of  the  Workmen’s 
Compensation  Committee  outlining  the  expected 
schedule  and  asking  for  suggestions.  On  January 
17,  1956,  a second  letter  was  sent  out  to  all  county 
medical  societies  in  the  State  notifying  them  of  the 
revised  schedule  and  asking  for  their  suggestions. 
A follow-up  letter  was  sent  out  in  July,  1956,  at 
which  time  suggestions  had  been  received  from  many 
members  who  had  been  notified,  as  well  as  from  the 
Academy  of  General  Practice  and  specialist  groups 
in  anesthesia,  physical  medicine,  and  psychiatry. 
From  October  to  December,  1956,  and  in  January  of 
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1957,  Dr.  Kaliski  and  Dr.  Dorman  held  three 
meetings  with  the  insurance  carriers  at  the  Compen- 
sation Rating  Board,  at  which  these  suggestions 
were  discussed.  Since  they  refused  to  consider 
the  suggestions,  negotiations  were  interrupted  and 
our  Society’s  fee  schedule  was  submitted  directly 
to  Miss  Angela  Parisi,  chairman  of  the  Workmen’s 
Compensation  Board. 

On  May  2,  our  Workmen’s  Compensation  Bureau 
sent  out  a letter  to  the  president  of  each  county 
medical  society  requesting  that  he  go  over  the  pro- 
posed schedule  with  the  county  workmen’s  compen- 
sation committee  and  submit  suggestions  and  views 
at  a meeting  to  be  held  on  Wednesday,  May  15, 
in  the  Headquarters  Room,  18th  Floor,  at  11:00 
a.m.,  in  the  Statler  Hotel.  The  purpose  of  this 
meeting  is  to  arrive  at  an  unanimity  of  opinion 
before  the  hearing  on  the  schedule,  which  the 
chairman  of  the  Workmen’s  Compensation  Board 
has  called  for  10:00  a.m.,  on  May  24,  1957,  in 
Albany. 

Following  this  hearing  we  are  hopeful  that  the 
chairman,  Miss  Parisi,  can  promulgate  a new  fee 
schedule. 

New  Bureau. — On  April  1 of  this  year,  Dr. 
Anthony  A.  Mira  took  over  as  the  first  director  of 
our  new  Bureau  of  Industrial  Health  and  Work- 
men’s Compensation.  Thus,  after  many  years  of 
effort,  our  new  bureau  has  been  launched.  Dr. 
Mira  is  here  and  I hope  many  of  you  will  avail  your- 
selves of  the  opportunity  to  talk  with  him. 

Dr.  David  J.  Kaliski,  who  had  been  the  capable 
and  energetic  director  of  our  old  Workmen’s  Com- 
pensation Bureau  and  a recognized  leader  in  the 
field,  will  act  as  consultant  to  Dr.  Mira  until 
| December  31,  this  year,  when  he  will  retire.  Our 
heartfelt  thanks  are  due  to  Dr.  Kaliski  for  a diffi- 
cult job  well  done. 

Legislation. — A careful  reading  of  the  supplemen- 
tal report  of  the  Council  Committee  on  Legislation 
shows  that  the  over-all  results  this  year  were  dis- 
appointing, in  spite  of  many  months  of  well-planned 
activities  on  the  part  of  Dr.  Henry  I.  Fineberg, 
chairman,  his  associates,  and  Dr.  Harold  Smith. 
Perhaps  the  time  has  come  to  reappraise  our  entire 
legislation  program. 

We  must  not  overlook,  however,  the  excellent  job 
that  was  done  in  successfully  combating  the  efforts 

I of  the  chiropractors  to  secure  licensure  legislation. 
We  are  grateful  to  Dr.  Fineberg  and  his  coworkers. 

Public  Health  and  Education. — After  eight  years 
of  faithful  and  inspired  service  as  chairman  of  the 
Council  Committee  on  Public  Health  and  Educa- 
tion, Dr.  Theodore  J.  Curphey  resigned  from  the 
Council  to  accept  the  post  of  medical  examiner  for 
the  County  of  Los  Angeles,  California.  We  will 
miss  his  genial  and  efficient  leadership.  We  have 
been  very  fortunate,  however,  in  persuading  Dr. 
Norman  S.  Moore  to  assume  the  chairmanship  of 
this  very  important  committee.  He  brings  to  the 
position  a great  knowledge  of  internal  medicine, 
medical  practice,  and  public  health.  His  ability 
in  organizing  activities  assures  us  of  competent 


leadership  in  this  most  important  activity  of  our 
Society. 

Public  Relations. — The  resignation  of  Dr.  Floyd  S. 
Winslow  from  the  Council  and  the  chairmanship  of 
its  Committee  on  Public  Relations,  which  is  before 
you,  will  be  a great  loss  to  all  of  us.  He  has  served 
as  an  official  of  our  Society  in  many  capacities  over 
the  years.  For  three  years  he  was  vice-speaker  of 
this  House  prior  to  his  election  as  president  for  the 
year  1936-1937.  A member  of  the  committee  that 
established  what  is  now  the  Public  and  Professional 
Relations  Bureau  in  1935,  he  has  served  on  the 
committee  ever  since  and  as  its  chairman  in  recent 
years.  No  one  has  devoted  more  time  and  thought 
to  the  Medical  Society  of  the  State  of  New  York 
than  Floyd  has.  I know  that  you  all  join  with  me 
in  wishing  him  a speedy  return  to  good  health. 

Under  the  capable  leadership  of  Dr.  John  D. 
McClintock,  chairman,  of  the  Public  Relations 
Committee’s  Subcommittee  on  Cooperation  with 
Media  of  Information,  “Standards  of  Practice  for 
Doctors  and  Lawyers”  have  been  drawn  up  in 
cooperation  with  the  New  York  State  Bar  Associa- 
tion and  are  before  you  for  consideration.  I hope 
that  this  House  will  approve  these  “Standards,” 
as  requested,  so  that  this  very  important  liaison 
project  between  the  bar  and  medicine  may  become 
official. 

Malpractice  Insurance. — The  report  submitted 
for  your  consideration  by  the  Ad  Hoc  Committee 
to  Study  Malpractice  Insurance  and  Defense,  headed 
by  Dr.  Leo  E.  Gibson,  indicates  that  a great  deal 
of  work  has  been  done  by  its  members.  I urge  you 
to  study  it  with  great  care. 

Perhaps  criticism  of  our  plan  has  been  misdirected. 
There  is  good  reason  to  believe  that  our  high  rates 
are  due,  in  large  part,  to  the  present  day  tendency 
of  people  to  try  to  get  something  for  nothing  as 
well  as  to  mistakes  which  physicians  make.  The 
administrators  of  the  American  College  of  Surgeons 
have  pointed  out  that  the  public  is  becoming  more 
claim  conscious  and  courts  are  more  liberal  in  render- 
ing judgments  in  favor  of  the  plaintiff.  They  also 
feel  that  a fairly  large  per  cent  of  claims  are  medically 
indefensible. 

Blood  Banks. — Serious  consideration  should  be 
given  to  the  future  of  the  Blood  Banks  Association 
at  this  meeting.  A careful  review  of  the  past  year’s 
experience  is  certainly  in  order. 

The  North  East  District  Clearing  House  started 
operations,  and  its  activities  at  present,  as  far  as 
the  Medical  Society  of  the  State  of  New  York  is 
concerned,  have  been  separated  from  those  of  the 
Blood  Banks  Association.  In  other  areas,  the  clear- 
ing house  has  become  self-supporting  in  a reasonably 
short  period  of  time.  Clearing  houses,  which  facili- 
tate the  rapid  interchange  of  blood  throughout  the 
country,  are  making  great  contributions  to  the 
practice  of  medicine  in  the  United  States. 

Planning  Committee. — The  interim  report  of  the 
Planning  Committee  is  in  your  hands  and  should  be 
studied  very  carefully.  Under  the  energetic  guid- 
ance of  Dr.  Frederick  A.  Wurzbach,  Jr.,  chairman, 


Part  II — September  1,  1957 


35 


HOUSE  OF  DELEGATES 


the  members  have  made  a very  careful  and  pains- 
taking review  of  the  matters  referred  to  them  and 
their  report  contains  several  suggestions. 

Trustee. — An  outstanding  member  of  this  House 
since  1922,  Dr.  Leo  F.  Schiff,  died  a few  months 
ago.  Dr.  Schiff  also  was  a past  president  of  the 
Clinton  County  Medical  Society,  a vice-president 
of  both  our  own  State  Society  and  the  A.M.A.,  as 
well  as  a delegate  to  the  latter  organization  since 
1949.  His  helpful  and  conscientious  participation 
in  the  deliberations  of  this  House  will  be  greatly 
missed. 

Conclusion. — And  now  the  time  has  come  for  me 
to  conclude  these  remarks.  I can  think  of  no  better 
way  to  end  than  by  saying  that  I thank  you,  once 
again,  for  the  privilege  you  gave  me  of  serving  as 
your  president. 

I also  wish  you  well  in  all  your  deliberations  and  I 
hope  that,  as  in  the  past,  your  actions  will  be  bene- 
ficial not  only  to  our  profession  but  to  the  people  of 
our  State.  (Applause.) 

Speaker  Holcomb:  Members  of  the  House, 

I think  you  will  agree  that  Dr.  Greenough’s  supple- 
mentary report  is  both  informative  and  timely. 
I think  we  all  realize  that  the  fundamental  prin- 
ciples of  democratic  process  depend  on  free  and  open 
discussion  and  criticism. 

However,  I hope  that  his  explanation  as  to  cer- 
tain difficulties  that  were  encountered  will  satisfy 
some  of  the  critics  who  have,  perhaps,  felt  in  all 
good  faith  that  their  criticism  was  justified,  and  I 
really  feel  Dr.  Greenough’s  report  will  have  a very, 
very  excellent  result. 

Section  20  (See  131) 

Report  of  the  President-Elect 

Speaker  Holcomb:  It  seems  that  for  the 

president-elect  we  had  to  go  south  of  the  Mason- 
Dixon  line.  I am  sure  that  does  not  apply  to  the 
fact  that  there  was  a great  deal  of  good  material 
that  was  born  up  here  in  the  North,  but  I think 
we  all  feel  that  the  selection  of  Dr.  Givan  was  an 
excellent  one.  I will  ask  Dr.  Dattelbaum,  if  he  will, 
to  escort  our  president-elect,  Dr.  Givan,  to  the 
rostrum.  (Applause.) 

Speaker  Holcomb:  Members  of  the  House,  our 

president-elect,  Dr.  Givan. 

President-Elect  Givan:  Mr.  Speaker  and 

members  of  the  House  of  Delegates,  to  use  a slang 
and  ungrammatical  expression  “now  you  went  and 
done  it”  only  expresses  to  you  the  very  humble 
position  I find  myself  in  this  morning.  If  only  a 
few  years  ago  anyone  of  you  had  suggested  that  I 
would  be  standing  before  you  as  your  elected  leader 
this  coming  year,  I might  have  thought  you  were  a 
little  bit  irresponsible.  Anyway,  here  I am  and  I 
am  afraid  you  will  be  compelled  to  put  up  with  me 
unless  something  unforeseen  happens.  Yet  in  spite 
of  this  humble  feeling,  I hope  and  expect  to  stand 
on  my  two  feet,  look  the  world  straight  in  its  eyes, 
and  aid  in  evolving  such  principles  as  will  keep  the 
practice  of  our  great  profession  in  the  hands  of  such 
men  and  women  as  you. 

Our  confreres  would  not  have  elected  us  to  repre- 


sent them  had  they  not  thought  that  we  would  never 
fail  them  in  enunciating  to  both  friend  and  foe  those 
things  which  all  true  Americans  hold  dear  to  their 
hearts — freedom.  Yes,  freedom  to  live  a normal  life 
unhampered  by  certain  antipathies  that  have  been 
creeping  insidiously  into  our  pathways.  Those  of 
us  who  have  been  practicing  medicine  for  a quarter 
of  a century  or  more  often  shudder  in  our  sleep  when 
certain  changes  in  the  practice  of  our  art  come  into 
our  minds.  One  often  hears  some  of  our  younger 
confreres  admonish  us  by  saying,  ‘ ‘ Why  should  the 
older  physicians  worry  and  perhaps  get  ulcers  or 
coronaries  over  what  one  may  designate  as  ‘spilt 
milk’?”  As  one  talks  to  older  men  of  medicine,  one 
is  struck,  as  a rule,  with  their  utter  unselfishness. 
The}'  are  thinking  primarily  of  establishing  a better 
way  of  life  for  those  who  are  to  follow  them.  In  my 
travels  over  the  State  this  past  year  aiding  your 
president,  I have  foimd  the  above  statement  to  be 
invariably  true.  The  devotion  of  these  men  of 
medicine  in  their  district  branch  meetings  and  their 
county  society  deliberations  on  matters  that  this 
House  of  Delegates  is  about  to  consider  is  amazing. 
How  I wish  all  doctors  of  medicine  had  the  oppor- 
tunity to  make  some  of  these  treks!  What  compas- 
sion of  heart  and  soul  emanates  from  such  frater- 
nization! 

Hence  my  advice  to  you  is  that  when  you  return 
home,  be  an  apostle  to  the  younger  men  and  try  to 
make  them  aware  of  the  many  dangers  lurking  from 
various  sources  that  will  influence  their  lives  and  the 
lives  of  their  loved  ones  unless  they  take  a positive 
stand  to  combat  obstructionists  to  our  profession’s 
high  standards.  Even  if  the  younger  men  and 
women  take  our  place,  what  of  it,  if  those  are  selected 
who  believe  in  the  principles  I have  enunciated. 

You,  this  House  of  Delegates,  have  matters  to 
consider  that  will  require  methodical  consideration 
and  sound  judgment.  When  you  left  your  homes 
and  offices  you  dedicated  yourselves  to  the  task  at 
hand  and  to  come  up  with  the  best  answers  possible. 
Most  of  the  controversial  problems  confronting  you 
wall  be  related  to  sociology  and  economics.  There 
will  be  differences  of  opinion.  Debate,  if  con- 
scientiously adhered  to,  is  in  order.  There  will  be 
majority  and  minority  opinions.  I think  we  all 
realize  that  what  may  be  appropriate  in  one  locality 
may  seem  to  be  objectionable  in  another.  Problems 
which  confront  physicians  in  a large  metropolitan 
area  may  differ  in  some  respects  from  those  in  rural 
areas.  When  possible,  it  is  wise  to  reach  a solution 
that  will  suit  nearly  everyone.  It  is  good  practice, 
as  a rule,  to  listen  to  the  other  fellow’s  problem  and 
to  do  your  utmost  to  make  it  fit  your  own.  If  this 
is  done,  there  would  be  fewer  objections  throughout 
the  year  as  to  what  your  Council  may  or  may  not  do. 

By  the  way,  in  speaking  of  the  working  of  the 
Council,  I know  for  a fact,  in  watching  its  delibera- 
tions on  the  many  committee  reports,  it  does  yeoman 
service  to  the  medical  profession  and  the  public  of 
this  State.  They  are  men  with  a heart,  and  while 
their  minds  may  err  on  occasion,  such  is  done  with- 
out malice.  Please  remember  you  elect  these  men 
as  you  did  me,  so  if  any  or  all  do  not  suit  your  taste 
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it  is  your  prerogative  to  replace  anyone  or  all. 

If  physicians  in  the  staff  rooms  of  their  hospitals, 
who  are  willing  to  and  do  criticize  the  problems 
confronting  you  here  and  the  Council  and  the  many 
committees  who  work  throughout  the  year,  could 
only  sit  in  and  watch  the  sincere  deliberations  of 
these  bodies,  they  might  take  to  the  desert  and  like 
the  ostrich  plunge  their  heads  in  the  sand.  If  only 
there  could  be  a spectacular  new  through  way  whereby 
we  could  approach  some  of  the  byways  and  hedges 
wherein  some  of  our  perplexing  problems  exist, 
undoubtedly  a common  field  could  be  found  where 
solutions  would  be  routine.  How  well  do  we  know 
the  armchair  would-be  executives  back  home, 
whether  the  subject  under  discussion  be  medicine, 
government,  public  health,  or  even  baseball! 
They  know  all  the  answers,  whereas  you  who  have 
given  months  and  often  years  of  thought  to  these 
questions  only  arrive  at  foolish  answers.  Oh, 
that  someone  could  effect  methods  to  educate  these 
fellows  concerning  the  dangers  that  may  lie  ahead! 

Enlarging  committees  has  been  attempted  in  the 
past  but  to  no  avail;  hence,  they  have  been  reduced 
in  size  again  with  better  accomplishments.  Chang- 
ing the  composition  of  committees  should  not  be  the 
rule;  however,  if  there  is  little  or  no  activity  for  a 
couple  of  years,  I think  new  men  should  be  tried. 
In  so  doing  I sincerely  hope  no  one  will  feel  that  I 
have  acted  for  any  other  reason  than  for  the  best 
interest  of  the  public  and  the  profession.  If  the 
appointees  do  not  work  toward  this  end  and  accom- 
plish nothing  at  the  end  of  the  year,  I hope  your  next 
president  will  in  turn  replace  them. 

Most  of  the  committees  have  worked  hard  because 
their  hearts  are  wrapped  up  in  their  deeds.  The 
chairman  of  a committee  is  the  hub  of  the  wheel  that 
keeps  it  rolling.  He  is  a man  of  integrity  and  vision. 
He  is  one  you  may  approach  with  any  problem  you 
have,  and  if  at  all  feasible,  it  will  receive  utmost 
attention. 

It  is  not  my  purpose  today  to  give  a lengthy  dis- 
cussion of  what  I think  each  committee  should 
accomplish  next  year.  I do  know  each  will  do  a good 
job  to  the  utmost  of  its  ability.  Your  job,  and  I 
know  you  are  anxious  to  get  to  it,  is  to  furnish  them 
with  directives.  Each  directive  is  then  channeled 
by  the  Council  to  the  appropriate  committee  and  its 
members  get  to  work  on  it  as  promptly  as  is  possible. 

Sometimes  one  hears  around  the  circuit  that  a 
committee  changes  certain  edicts  of  this  House  to 
meet  an  exigency.  Very  occasionally  such  might 
occur.  However,  I assure  you  it  is  not  with  malice 
aforethought.  During  my  term  of  office,  I promise 
you  that  I shall  aid  in  seeing  to  it  that  your  edicts 
are  brought  to  as  near  an  accomplishment  as  is 
humanly  possible.  And  the  next  House  of  Dele- 
gates will  hear  of  such  deeds  in  mv  annual  report. 

There  are  a few  things  I should  like  to  stress  with 
the  hope  that  solutions  will  be  forthcoming.  Prac- 
tically all  of  you,  I hope  all,  think  as  I do  regarding 
the  question  of  free  choice  of  physician.  As  for 
myself  I enjoy  the  practice  of  medicine;  I doubt  if 
I ever  could  stop  voluntarily.  The  great  majority 
of  my  families,  whose  children  I have  watched  over, 
I look  upon  as  friends,  and  they  come  to  me  for 


advice  on  various  subjects,  whether  it  be  advice  in 
obtaining  another  doctor  for  other  members  of  the 
family,  emotional  problems,  marriage,  or  even 
divorce.  This  is  as  it  should  be.  Do  you  not  think 
I would  not  fight  to  the  end  to  preserve  such  rela- 
tionships? I am  sure  most  of  you  would  do  like- 
wise. 

Hence  we  must  never  let  go  of  our  efforts  to  thwart 
any  government  encroachment  of  those  principles  so 
dear  to  us.  Already  we  have  upon  us  a taste  of  it 
in  the  law  regarding  care  of  the  disabled,  Medicare, 
closed  panel  groups  labor  has  set  up,  and  others. 
Our  Committee  on  Economics  will  continue  to  cope 
with  these  problems  and  keep  us  alert  from  time  to 
time.  You  have  been  asked  to  submit  any  ideas 
you  have  as  to  the  administration  of  Medicare  in 
this  State,  since  a new  contract  is  to  be  negotiated 
within  the  next  several  months.  The  Committee 
on  Legislation  will  continue  to  combat  passage  of 
laws  inimicable  to  the  public  and  will  work  for 
positive  bills  that  will  benefit  the  people  of  this 
State.  Dr.  Fineberg  needs  all  the  aid  possible. 

The  Society  should  benefit  immensely  by  the 
selection  of  the  new  full-time  director  of  the  Bureau 
of  Workmen’s  Compensation  and  Industrial  Health, 
Dr.  Anthony  A.  Mira.  The  problems  of  these  two 
committees  are  varied  and  many  and  coping  with 
them  will  be  an  arduous  task.  If  in  the  various 
counties  or  communities  in  which  you  reside  ques- 
tions arise  concerning  the  establishing  of  medical 
set-ups  by  industry  or  labor,  you  should  contact 
these  committees  for  aid.  I am  certain  it  will  be 
forthcoming. 

Some  good  and  some  bad  legislation  has  passed 
during  recent  years  in  elaborating  such  programs. 
It  will  require  alertness  and  maneuvering  to  build 
barb-wire  barricades  to  prevent  wrong  parties  from 
establishing  places  for  medical  care  which  will 
endanger  the  type  of  practice  of  medicine  which  the 
people  of  this  country  deserve.  Only  doctors  of 
medicine  have  the  know-how  as  to  the  handling  of 
such  centers. 

The  field  of  public  health  and  education  has 
broadened  so  immensely  during  the  past  decade  that 
the  committee  and  many  subcommittees  often  are 
working  overtime.  Proper  liaison  with  various 
allied  fields  is  necessary  and  desirable.  Many  of 
these  committees  often  sit  down  with  the  State 
Department  of  Health  under  the  most  capable  lead- 
ership of  our  friend  Dr.  Herman  E.  Hilleboe.  We 
need  the  aid  of  the  Department  of  Health  on  many 
matters,  and  it  needs  us.  I earnestly  hope  mutual 
understanding  between  us  will  continue  and  pro- 
gress. Doctors  of  medicine  many  times  feel  that 
departments  of  health,  local,  state,  and  national, 
trample  upon  their  toes,  and  I dare  say  this  does 
happen  occasionally.  I am  naive  enough  to  say 
that  most  of  the  time  their  efforts  are  sincere,  and 
their  ultimate  aim  is  for  the  best  interest  of  the 
public. 

It  is  in  this  field  that  economics  so  often  comes 
into  the  picture.  Heavy,  heavy  hangs  my  head  for 
even  mentioning  the  word  economics.  Yet,  where 
and  by  whom  should  it  be  discussed  if  not  in  such  a 
meeting  as  this?  Where  inequities  of  fees  exist,  I 
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believe  that  physicians  themselves  will  form  the  hall 
of  justice  for  proper  adjudication.  We  have  no 
union  heads,  thank  God,  to  do  it  for  us;  we  have  no 
government,  thank  God,  that  is  doing  it  for  us. 
Yet  we  must  get  down  to  business  and  settle  our 
own  affairs  to  the  satisfaction  of  the  majority  of  the 
people,  if  we  expect  to  continue  to  rule  our  affairs. 

Perhaps  I could  go  on  and  on  discussing  problems 
that  confront  us  today,  but  to  this  body  it  would  be 
time-consuming  and  perhaps  redundant. 

In  closing  these  remarks  I should  like  to  pay  trib- 
ute to  your  president,  Dr.  James  Greenough.  He 
has  worked  hard  for  you  this  past  year,  and  he  will 
continue  to  do  so  in  the  coming  years.  I know, 
however,  that  he  is  anxious  to  get  back  home  and 
start  in  again  practicing  medicine  among  those  who 
have  sacrificed  a great  deal  during  his  absence. 

I feel  like  telling  a little  story  which,  I am  sure, 
many  of  you  have  heard,  yet  it  is  somewhat  apropos 
so  far  as  my  thoughts  go.  Mrs.  Smith  lost  her 
husband.  He  was  being  prepared  at  the  funeral 
parlor,  so  the  good  wife,  wishing  to  carry  out  his 
every  desire,  asked  the  undertaker  to  be  sure  her 
husband  was  dressed  in  the  proverbial  dark  suit. 
During  a revisit  to  the  establishment,  the  mortician 
took  her  into  the  room  to  view  her  beloved,  where- 
upon she  noticed  he  was  dressed  in  a gray  suit. 
The  wife  was  much  annoyed  and  gave  vent  to  her 
feelings;  hence  the  mortician  said  to  her,  “Step 
into  the  other  room  and  I’ll  fix  things  right.” 
Within  a matter  of  seconds  he  appeared  and  said  to 
her,  “Now  step  in,  all  is  well.”  But  said  she,  “How 
did  you  change  his  clothes  so  quickly?”  Where- 
upon the  undertaker  said,  “I  only  changed  heads.” 

So  while  Dr.  Greenough  is  still  very  much  alive, 
I hope  I may  carry  on  with  his  “head.” 

I thank  you.  {Applause.) 

Speaker  Holcomb:  Thank  you,  Dr.  Givan. 
Section  21 

Representatives  of  Other  State  Societies 

. . . Speaker  Holcomb  called  for  delegates  from 
Connecticut,  New  Jersey,  Pennsylvania,  and  Ver- 
mont, without  response  . . . 

Section  22 

Report  of  the  Special  Committee 
on  Constitution  and  Bylaws 

Speaker  Holcomb:  Members  of  the  House,  I 

will  change  the  order  of  the  agenda  somewhat  this 
morning.  We  have  Dr.  Aaron,  who  is  chairman  of 
the  Special  Committee  on  Constitution  and  Bylaws, 
which  is  made  up  of  Dr.  Aaron,  Dr.  Gamble,  and 
Dr.  Bauer. 

Dr.  Aaron  finds  it  imperative  that  he  leave  New 
York  for  Denver,  Colorado,  and  he  has  asked  me, 
as  Speaker,  to  allow  the  House  to  receive  this  report 
on  the  revision  of  the  Constitution  and  Bylaws. 

Members  of  the  House,  Dr.  Aaron. 

Dr.  Aaron,  Erie:  Mr.  Speaker,  members  of  the 

House,  I deeply  appreciate  the  opportunity  of  hav- 
ing the  presentation  of  this  report  at  this  time. 

This  report  could  not  be  my  product  at  all  with- 


out the  tremendous  effort  put  forth  by  Dr.  Gamble 
and  Dr.  Bauer,  and  notably,  by  the  secretary  of  our 
Society,  Dr.  Anderton. 

For  fear  I might  not  give  proper  credit  at  the  end 
of  this  report,  I am  taking  this  opportunity  of  doing 
it  at  the  beginning.  The  many  suggestions  and 
criticisms,  alterations  in  wording,  I am  sure  you 
realize  were  not  due  to  my  ability,  but  that  of  Dr. 
Anderton,  in  going  over  the  material  submitted  to 
us,  and  much  of  the  result  in  technical  changes. 
Therefore,  I do  not  think  there  will  be  too  much  con- 
troversy. 

In  discussing  this  yesterday  with  your  Speaker  and 
Vice-Speaker,  we  came  to  the  conclusion  that  in  the 
past  we  had  never  accomplished  anything  by  telling 
what  the  resolution  was,  that  it  would  be  far  better 
to  read  it,  leave  out  what  we  can,  but  not  try  to 
abbreviate  it  and  confuse  you. 

The  first  resolution  submitted  to  us  was  the  selec- 
tion of  A.M.A.  delegates,  Resolution  56-40,  intro- 
duced by  Dr.  George  Himler,  Medical  Society  of  the 
County  of  New  York;  Resolved:  “That  the  Con- 

stitution and  Bylaws  be  amended  to  provide  that 
these  officers  (president,  president-elect,  and  secre- 
tary) be,  by  virtue  of  their  office,  declared  delegates 
from  the  Medical  Society  of  the  State  of  New  York 
to  the  House  of  Delegates  of  the  American  Medical 
Association.” 

Without  supplying  the  exact  wording  for  this  pro- 
posed amendment,  your  committee  recommends 
that  the  resolution  be  defeated  because  it  is  imprac- 
tical. Our  president  and  president-elect  take  office 
at  the  annual  meeting  (dinner  dance),  usually 
Wednesday  of  the  second  week  of  May;  delegates 
to  the  American  Medical  Association  take  office  the 
following  January  1 for  a term  of  two  years.  There- 
fore, if  the  proposed  amendment  were  carried,  our 
president-elect  would  not  go  to  the  annual  or  the 
interim  session  of  the  American  Medical  Association 
House  of  Delegates.  The  president  would  go  to 
both  these  meetings  and  to  the  two  meetings  during 
his  term  as  immediate  past-president. 

Your  committee  heartily  endorses  a recommenda- 
tion that  the  president,  president-elect,  and  secre- 
tary attend  all  meetings  of  the  House  of  Delegates  of 
the  American  Medical  Association,  whether  elected 
delegates  or  not,  and  that  their  traveling  expenses 
be  paid  by  the  Society. 

We  favor  adding  to  Chapter  VII,  Section  1,  of 
the  Bylaws  the  following  terminal  sentence  regard- 
ing the  president:  “He  shall  attend  all  meetings  of 

the  House  of  Delegates  of  the  American  Medical 
Association.” 

We  also  advocate  adding  the  following  terminal 
sentence  to  Section  2 of  Chapter  VII  of  the  Bylaws: 
“The  president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical 
Association.” 

We  favor  adding  to  Chapter  VII,  Section  6,  of  the 
Bylaws,  wherein  the  duties  of  the  secretary  are 
defined,  at  the  end  of  the  section,  the  words:  “He 

shall  attend  all  meetings  of  the  House  of  Delegates 
of  the  American  Medical  Association.” 

We  move  the  adoption  of  this  amended  resolution,  i 

Speaker  Holcomb  : Is  there  a second? 
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Dr.  Edward  P.  Flood,  Bronx:  I second. 

Speaker  Holcomb:  Is  there  any  discussion? 

If  not,  those  in  favor  of  adopting  the  committee’s 
recommendation  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron:  Next  is  the  procedures  for  amend- 
ments to  the  Constitution.  That  is  Resolution 
56-39  of  the  proposed  amendments  to  Constitution, 
Article  XIII,  and  Bylaws,  Chapter  XVII,  introduced 
by  Dr.  Ezra  A.  Wolff,  Assistant  Secretary,  Medical 
Society  of  the  State  of  New  York. 

The  proposed  amendment  to  the  Constitution 
strengthens  the  force  of  the  regulation  of  introduc- 
tion of  amendments  by  requiring  that  such  proposed 
amendments  be  submitted  in  writing.  The  first 
paragraph  of  Article  XIII  of  the  Constitution  would 
then  read: 

“Amendments  to  this  Constitution,  except 
such  as  are  obligatory  by  law,  shall  be  made  only 
at  an  annual  meeting  of  the  House  of  Delegates 
after  having  been  submitted  in  writing  at  a pre- 
vious annual  meeting,  and  having  been  published 
in  the  official  publication  of  the  Society  at  least 
once,  and  at  least  one  month  before  the  annual 
meeting  at  which  action  shall  be  taken.” 

However,  your  committee  recommends  that  the 
present  wording  of  the  second  paragraph  of  Article 
XIII  of  the  Constitution  be  not  changed  because  it 
is  more  explicit  than  the  proposed  new  paragraph, 
which  states:  “A  two- thirds  vote  shall  be  neces- 

sary for  adoption.” 

The  present  wording  is:  “A  two-thirds  vote  of 

the  members  of  the  House  of  Delegates  present  and 
voting  shall  be  necessary  for  adoption.” 

We  favor  the  retention  of  this  wording.  The 
last  paragraph  of  this  article  would  not  be  changed 
according  to  the  proposed  amendment. 

Resolution  56-39  also  proposes  amending  the 
Bylaws,  Chapter  XVII,  Section  3,  so  that  it  would 
read:  “A  two-thirds  vote  shall  be  necessary  for 

adoption.” 

It  is  proposed  that  by  combining  the  present 
Sections  1 and  2,  Section  1 would  read  as  follows: 

“Amendments  to  these  Bylaws  or  to  the  Prin- 
ciples of  Professional  Conduct,  except  such  as  are 
obligatory  by  law,  shall  be  made  at  an  annual 
meeting  of  the  House  of  Delegates,  after  having 
been  submitted  in  writing  at  a previous  annual 
meeting  and  having  been  published  in  the  official 
publication  of  the  Society  at  least  once,  and  at 
least  one  month  before  the  annual  meeting  at 
which  action  shall  be  taken.” 

Your  committee  approves  of  this  change  of  Sec- 
tions 1 and  2 of  Chapter  XVII  of  the  Bylaws.  This 
would  carry  with  it  renumbering  the  present  Sec- 
tion 3 to  be  Section  2 and  renumbering  the  present 
Section  4 to  be  Section  3. 

On  the  other  hand,  your  committee  recommends 
that  the  present  wording  of  the  present  Section  3 of 
Chapter  XVII  of  the  Bylaws  be  not  changed.  The 
proposal  is  that  it  would  read:  “A  two-thirds  vote 

shall  be  necessary  for  adoption.” 


We  recommend  the  continuation  of  the  present 
wording:  “The  affirmative  vote  of  two  thirds  of 

the  House  of  Delegates  present  and  voting  shall  be 
necessary  for  adoption.” 

We  feel  the  latter  is  more  specific  and  better  par- 
liamentary law.  The  present  Section  4,  proposed 
to  become  Section  3,  would  not  be  altered  by  Dr. 
Wolff’s  resolution.  It  would  continue  to  read: 
“Amendments  made  necessary  by  law  shall  be  made 
either  by  the  Council  or  House  of  Delegates  when- 
ever such  necessity  exists.” 

Speaker  Holcomb:  We  should  like  to  recom- 

mend that  the  House  consider  the  adoption  of  such 
report. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I second  it. 

Speaker  Holcomb:  Most  of  the  recommenda- 

tions the  committee  has  been  making  are  perhaps 
secretarial  in  nature  or  in  classification.  Are  you 
ready  for  the  vote? 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron:  Resolution  56-25  (Section  62), 
“Revision  of  Junior  Membership  Provision  in  By- 
laws,” introduced  by  the  Medical  Society  of  the 
County  of  Monroe,  advocates  that  the  first  sen- 
tence of  Section  7 of  Chapter  1 of  the  Bylaws  be 
changed  to  read: 

“Junior  members  shall  be  those  members  who 
have  been  graduated  from  medical  college  not 
more  than  five  calendar  years  not  counting  tem- 
porary United  States  Military  or  United  States 
Public  Health  Service  and  licensed  by  the  State 
of  New  York.  They  shall  become  active  mem- 
bers upon  entering  the  private  practice  of  medi- 
cine. They  shall  be  privileged  to  attend  all 
meetings  of  their  county  societies,  where  they 
shall  have  voice  in  all  discussions  but  no  vote. 
They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  Newsletter 
but  not  the  Medical  Directory  of  New  York  State.’ 

We  recommend  adoption  of  this  resolution. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Mr.  Chairman. 

Speaker  Holcomb:  Dr.  Freedman  is  recognized. 

Dr.  Freedman:  Just  a matter  of  clarification. 
Where  it  says  “.  . . . upon  entering  the  private 
practice  of  medicine”  perhaps  the  record  should 
show  what  we  mean  by  the  “private  practice  of 
medicine.”  In  other  words,  we  shall  include  in  that 
whether  they  go  into  a full-time  position  or  take  a job 
at  something.  That  might  be  a little  ambiguous 
and,  I think,  the  record  of  the  House  should  show 
what  is  meant  so  that  a question  should  never  arise 
on  that. 

Dr.  Aaron:  We  would  welcome  a suggestion 
of  that  character  and  believe  it  is  one  that  carries 
weight  for  a moment,  in  my  mind,  and  very  careful 
consideration,  Dr.  Freedman,  of  the  description  or 
definition  of  the  private  practice  of  medicine. 

It  may  exist  in  our  minds  as  one  thing,  and  you 
bring  up  an  interesting  point.  Whether  an  amend- 
ment should  be  made  at  this  time,  I think,  rests  on 
how  you  think  it  should  be  worded  and  what  your 
definition  would  be  acceptable  in  this  House. 
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Whatever  you  desire  would  be  most  acceptable  to 
the  committee. 

Speaker  Holcomb  : Would  you  care  to  elaborate 

on  that  or  define  more  specifically  a definition? 

Dr.  Freedman:  “They  shall  become  active 

members  upon  entering  the  private  practice  of 
medicine.”  Leave  out  the  word  “private.”  As  I 
read  it,  the  change  here  is  to  clarify  one  point,  that 
doctors  who  have  entered  the  military  service,  the 
time  spent  in  the  military  sendee  shall  not  be 
counted  into  the  five  years  which  is  now  the  defini- 
tion of  them  being  junior  members.  Therefore, 
they  shall  become  active  members  upon  entering 
the  practice  of  medicine.  In  other  words,  once 
they  come  out  of  the  service,  they  are  entering  the 
practice  of  medicine  but  take  out  the  word  “pri- 
vate.” 

I so  move  that. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 

Speaker,  gentlemen  of  the  House,  I had  anticipated 
these  proposed  changes  would  be  discussed  in  the 
reference  committee.  Apparently,  they  are  acted 
upon  instead. 

As  Dr.  Freedman  pointed  out,  that  makes  several 
complications.  When  a man  is  interning,  finishes 
internship  and  enters  the  practice  of  medicine,  that 
would  mean  he  would  automatically  become  an 
active  member  of  the  Society.  There  would  be 
confusion  with  the  differential  of  the  dues  as  a junior 
member  and  active  member  and  I would  suggest 
this  particular  proposed  change  be  referred  to  the 
Reference  Committee  on  Constitution  and  Bylaws 
for  clarification  and  further  change  in  wording. 

I so  move,  Mr.  Chairman. 

Dr.  Freedman:  I second  it. 

Speaker  Holcomb:  This  is  a special  committee 

of  the  House,  you  know,  Dr.  Wolff.  Those  men 
have  worked  a year  on  this  and  I do  not  recall  just 
what  committee  I can  refer  it  to. 

Dr.  Wolff:  May  I suggest,  Mr.  Speaker,  it  be 

referred  back  to  the  special  committee  for  study  in 
the  light  of  these  suggested  proposals. 

Dr.  Freedman:  I will  accept  that. 

Speaker  Holcomb:  Dr.  Wolff  moves  this  be 

referred  back  to  the  Special  Committee  on  Con- 
stitution and  Bylaws  for  stud}'  and  revision.  This 
will  be  done  next  year;  is  that  right? 

Dr.  Wolff:  I had  not  proposed  that,  sir.  I 
thought  possibly  it  could  be  tomorrow. 

Speaker  Holcomb:  I think  possibly  we  might 

refer  this  then. 

Dr.  William  B.  Rawls,  New  York:  Mr.  Chair- 

man, you  have  other  members  of  the  committee  who 
must  be  familiar  with  this.  Could  you  appoint  a 
temporary  chairman? 

Speaker  Holcomb:  Dr.  Bauer  and  Dr.  Gamble 

are  the  other  members  of  the  committee.  I don’t 
know  if  we  could  have  Dr.  Bauer  do  that.  He  is  in 
Europe  now. 

If  you  agree,  I think  the  Chair  will  have  this 
referred  back  to  the  committee  for  action  at  our  next 
meeting.  Is  that  satisfactory?  Is  that  satis- 
factory, Dr.  Wolff? 

Dr.  Wolff:  That  is  all  right  with  me. 

Dr.  Harry  A.  Mackler,  Kings:  Mr.  Speaker, 


I did  not  see  this  particular  resolution  before,  until 
this  morning,  but  it  seems  due  to  a duplication  that 
the  actual  thought  has  become  complicated.  Why 
not  leave  that  sentence  out,  the  sentence:  “They 

shall  become  active  members  upon  entering  the 
private  practice  of  medicine.”  You  have  already 
said  until  they  are  out  for  five  years  they  will  be 
junior  members  except  if  they  are  in  the  military 
service  or  in  the  United  States  Public  Health  Serv- 
ice. 

However,  those  years  will  be  added  to  the  five 
years.  Why  mention  anything  about  that  that 
they  will  then  become  active  members  in  private 
practice?  Why  not  leave  that  entire  sentence  out? 

Speaker  Holcomb:  Dr.  Wolff,  do  you  consider 

that  practical? 

Dr.  Wolff:  I would  say  it  would  change  the 
sense  of  the  resolution,  but  if  it  be  the  will  of  the 
House,  that  could  be  adopted  by  the  deletion  of  that 
sentence,  but  this  does  alter  it. 

Dr.  Aaron:  I believe  that  we  could  omit  that 
sentence.  We  are  acting  as  a reference  committee, 
here  in  the  entire  House,  studying  the  situation. 
It  has  always  been  very  careful  on  our  part  that  we 
do  not  introduce  into  a resolution  new  material  or 
alter  it  too  much,  because  it  does  then  automatically 
make  it  necessary  to  be  referred  to  the  next  meeting 
of  the  House  of  Delegates  because  we  cannot  sub- 
stantially change  the  contents  of  a resolution  and 
then  have  it  voted  on  at  a meeting  at  which  it  is 
presented. 

If  it  is  acceptable  to  the  House  that  that  sentence 
be  deleted,  I think  it  is  significant  over  our  argu- 
ments in  the  past  that  it  would  be  accomplishing 
the  purpose  which  Dr.  Freedman  and  Dr.  Wolff 
have  brought  up  and  the  last  speaker  may  have 
addressed  to  this  house. 

Speaker  Holcomb:  In  that  case,  Dr.  Wolff, 
would  you  withdraw  your  motion  and  let  the 
motion  of  Dr.  Mackler  be  a substitute? 

Dr.  Wolff:  Yes,  sir. 

Speaker  Holcomb:  All  right,  the  motion  that 
the  sentence  be  deleted  is  on  the  floor. 

Dr.  Freedman:  I second  it. 

Speaker  Holcomb:  I would  like  to  call  for  a 

vote  on  the  substitute  motion. 

Dr.  Leonard  J.  Schiff,  Clinton:  I may  be  in 
error,  but  it  seems  to  me  that  the  provision  that  a 
man  become  an  active  member  on  entering  private 
practice  is  so  that  the  man  who  is  interning  or  a 
resident  for  less  than  five  years  shall  become  an 
active  member,  when  he  is  through.  If  I am  in 
error,  I will  be  glad  to  correct  it,  but  it  is  my  feeling 
that  this  is  to  protect  the  residents  and  interns  during 
their  years  of  residency  and  so  forth,  and  if  we  delete 
this  acceptance,  I think  we  are  changing  the  whole 
essence  of  thought  of  this  entire  chapter. 

Speaker  Holcomb:  Dr.  Freedman. 

Dr.  Freedman:  If  I understand  the  previous 

speaker  correctly,  he  is  concerned  that  perhaps  a 
junior  member  who  is  not  out  five  years  may  not 
become  an  active  member.  Is  that  the  fear? 
Because,  as  it  reads  now,  he  can  only  be  a junior 
member  for  five  years  after  his  graduation.  Be- 
yond that  point,  he  cannot  be  a junior  member  any 
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longer  except  now  as  amended  the  time  spent  in  the 
military  service  shall  not  he  considered  within  the 
five-year  period.  So,  at  any  time  a junior  member 
wishes  to  become  an  active  member,  all  he  needs 
is  pay  up  the  dues  and  he  becomes  an  active 
member.  It  does  not  interfere  with  the  privilege 
of  a resident  and  intern.  If  he  spends  more  than 
five  years  in  that  category,  he  must  become  an  active 
member  anyhow.  If  I understand  the  point,  the 
substitute  motion  would  certainly  not  interfere 
with  the  privilege. 

Dr.  (Unidentified):  Mr.  Speaker,  with  all  due 

respect  to  Dr.  Aaron’s  problem  concerning  time,  I 
submit  this  discussion  is  out  of  order.  For  a good 
many  years,  we  went  through  the  procedures  of 
this  House,  wasting  a good  deal  of  time,  and  we 
decided  to  refer  all  matters  of  this  type  to  reference 
committee. 

I propose  the  Speaker  appoint  a special  committee, 
special  reference  committee  to  discuss  the  problems 
so  that  the  House  may  be  better  prepared  to  discuss 
it  at  a later  time. 

Speaker  Holcomb:  There  is  a motion  before 
the  House.  Those  in  favor  of  sustaining  the  motion 
will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Against? 

. . . No  response  . . . 

Speaker  Holcomb:  The  ayes  have  it,  and  the 
Speaker’s  decision  is  upheld.  Are  we  ready  for  the 
vote? 

Dr.  Schiff:  I’m  sorry  to  take  time  on  Monday 

morning,  but  I am  afraid  I didn’t  make  my  point 
clear.  What  bothers  me  is  that  we  are  allowing  a 
man  who  comes  out  of  medical  school  and,  say,  takes 
a year  of  internship  or  two  years  of  internship  to  go 
along  for  another  three  years  in  his  county  society 
as  a junior  member  without  bearing  his  full  responsi- 
bilities. I do  not  think  that  was  the  original  intent. 
I think  the  intent  was,  when  a man  came  out  of  the 
hospital  into  private  practice  he  should  bear  the 
responsibilities  with  the  rest  of  us.  This  allows  the 
man  who  only  takes  a short  internship  to  coast,  so 
to  speak,  and  if  you  add  five  years  and  two  years, 
perhaps  two  years  while  he  was  in  the  Army,  then 
he  has  five  full  years  in  which  he  has  many  of  the 
privileges  except  the  vote  without  bearing  the  finan- 
cial or  other  responsibilities  of  being  a member  of 
the  county  and  State  Society.  That  is  my  fear  in 
removing  that  sentence. 

Dr.  Aaron  : May  I speak,  sir? 

Speaker  Holcomb:  Yes,  go  ahead. 

Dr.  Aaron  : This  whole  thing  wras  discussed  and 
worked  out  for  this  House  every  year  for  at  least 
the  past  three  years.  The  only  change  before  you 
at  this  time  is  giving  the  man  credit  for  the  two  years 
that  he  has  served  in  the  armed  forces.  That  is  the 
whole  intent  of  this  portion  of  the  resolution.  In 
the  past,  this  has  been  before  you  and  has  been  dis- 
cussed and  organized  and  set  up  and  one  must  bear 
in  mind  unless  he  becomes  a full  member  of  the  medi- 
cal society  of  the  county  in  which  he  resides,  he 
denies  himself  of  the  opportunity  to  take  out  his 
insurance  under  our  various  plans  or  receiving  the 
Directory  and  many  other  opportunities.  I am  sure, 


as  I watch  our  Buffalo  residents  and  interns,  the 
moment  they  finish  their  period  of  internship  or 
residency  or  involve  themselves  in  full-time  medi- 
cine, private  medicine,  one  of  the  first  things  we  have 
is  that  they  become  members  of  our  county  society. 

I do  not  think  we  ought  to  entangle  ourselves  at 
this  moment  with  the  whole  premise  we  have  worked 
on  in  the  past  of  the  idea  of  junior  membership. 
This  has  been  thoroughly  done  by  this  House,  and 
the  only  point  before  you  now,  as  I understand  it,  is 
the  question  of  allowing  them  two  additional  years 
for  having  served  in  the  military  forces. 

I think  the  main  discussion  is  the  definition  of  the 
term  “private  practice.”  Does  full-time  medicine 
involve  itself  in  the  private  practice  of  medicine? 
That  is  the  whole  point  of  the  discussion  here.  I 
would  like  not  to  see  us  tangle  ourselves  up  and 
confuse  ourselves  with  something  that  has  been  in 
the  Bylaws  for  the  past  three  years,  I think. 

Dr.  Herbert  S.  Ogden,  New  York:  Mr. 

Speaker,  I challenge  the  ruling  of  the  Speaker  that 
deleting  this  sentence  is  not  changing  the  basic 
sense,  and,  therefore,  it  is  mv  contention  it  is  out  of 
order.  I challenge  the  ruling  of  the  Chair  in  this 
matter  and  call  for  the  confirmation  or  denial  of  the 
committee  chairman’s  original  motion. 

Speaker  Holcomb  : Is  there  a second? 

...  No  response  . . . 

Speaker  Holcomb:  I think  our  motion  now  is 

to  delete  the  sentence. 

Dr.  Ogden:  I am  challenging  your  right  to 

delete  the  sentence  because  it  changes  the  basic 
meaning. 

Dr.  Aaron:  I would  like  to  call  to  the  attention 

of  the  last  speaker  that  that  was  the  original  thing 
by  Dr.  Rawls,  that  if  the  changes  affect  the  contents, 
it  should  be  considered  next  year.  This  is  a very 
important  point  in  the  Bylaws  and  dangers  are 
incurred  when  changes  are  made  here  and  not  given 
an  opportunity  for  study  in  the  future  and  returned 
to  us  in  another  year,  and  your  committee  is  very 
careful  in  not  making  changes  in  resolutions  and 
amending  them. 

I think  our  Speaker  originally  spoke  to  that  intent 
as  far  as  resubmitting  it  next  year. 

Speaker  Holcomb  : Dr.  Wurzbach  is  recognized. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
If  you  will  look  at  your  present  Bylaws  of  1956,  on 
page  9,  it  says,  “Junior  members  shall  be  those  mem- 
bers who  have  been  graduated  from  medical  college 
not  more  than  five  calendar  years  and  licensed  by 
the  State  of  New  York.  They  shall  become  active 
members  upon  entering  the  private  practice  of 
medicine.  They  shall  be  privileged  to  attend  all 
meetings  of  their  county  societies,  where  the}7  shall 
have  voice  in  all  discussions  but  no  vote.” 

If  you  are  going  to  delete  this  sentence  you  will 
have  to  lay  this  over  on  the  table  for  next  year. 
You  are  changing  something  that  is  not  under  dis- 
cussion at  this  time. 

Speaker  Holcomb:  The  point  of  order,  I be- 
lieve, is  wTell  taken.  I believe  the  Chair  will  enter- 
tain a substitution  motion  to  refer  this  back  to  the 
special  committee  for  study  to  be  presented  next 
year. 
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Dr.  Wolff:  I will  so  move. 

Dr.  Moses  H.  Krakow,  Bronx:  I second  it. 

Speaker  Holcomb:  Open  for  further  discussion. 

Dr.  Gerald  D.  Dorman,  Councillor:  Could  I 

amend  the  resolution  to  move  that  this  House  pass 
the  recommendations  of  the  Special  Committee  on 
Constitution  and  Bylaws  so  our  men  in  the  armed 
forces  can  benefit  in  the  meantime  and  refer  back 
the  question  of  the  definition  of  private  practice? 

De.  Freedman:  I second  it. 

Dr.  Aaron:  May  I speak  on  that? 

Speaker  Holcomb:  Yes. 

Dr.  Aaron:  I call  your  attention  to  the  fact 

that  this  is  now  in  your  regular  Constitution  and 
Bylaws.  I cannot  quite  see  why  we  are  going  back 
to  something  we  have  done  over  a period  of  years. 

“They  shall  become  active  members  upon  enter- 
ing the  private  practice  of  medicine.” 

The  speakers  are  bringing  up  something  that  this 
House  has  acted  upon  years  ago.  If  you  want  to 
change  that  part  of  your  Constitution  and  Bylaws, 
then  you  have  to  change  that  and  also  whatever  is  in 
this  report.  It  exists  in  your  present  Constitution 
and  Bylaws  and  has  been  acted  on  and  included 
years  ago. 

Dr.  Wolff:  I should  like  the  privilege  of  the 

House,  in  view  of  what  Dr.  Aaron  has  said,  to 
withdraw  my  motion. 

Speaker  Holcomb:  Dr.  Wolff  withdraws  his 

motion. 

Dr.  Ogden  : Y ou  withdraw  the  original  question? 

Dr.  Walter  S.  Bennett,  Washington:  It 

seems  to  me,  Mr.  Speaker,  if  you  wish  to  change  that 
sentence  it  will  require  a separate  resolution.  That 
is  already  in  your  Bylaws,  and  if  you  change  your 
Bylaws,  you  have  to  have  a resolution.  I think  our 
talk  here  is  way  beyond  the  point,  this  morning. 

Dr.  Rawls:  Mr.  Speaker,  members  of  the  House, 
I would  like  to  know  if  there  is  a reference  committee 
that  is  making  the  report  at  the  present  time.  If 
not,  on  Page  33  of  the  Constitution  and  Bylaws, 
bottom  of  the  page,  it  says,  “All  recommendations, 
resolutions,  measures,  and  propositions  presented 
to  the  House  of  Delegates  and  which  have  been  duly 
seconded  shall  be  referred  by  the  Speaker  to  the 
appropriate  reference  committees.” 

It  also  says  “Each  reference  committee  shall 
immediately  consider  such  business  as  may  have 
been  referred  to  it  and  shall  report  promptly  to  the 
House.” 

Speaker  Holcomb:  This  was  laid  over  a year. 
This  is  not  a Council  committee.  I am  sure  that 
this  will  make  some  difference.  This  is  a special 
committee.  We  have  no  reference  committee  deal- 
ing with  this  particular  committee. 

Dr.  Rawls:  It  does  not  say  anything  about 
Council  committee.  It  says,  “All  recommendations, 
resolutions,  measures,  and  propositions”  must  be 
referred  to  a proper  reference  committee.  It  does 
not  give  you  any  leeway. 

Dr.  Ogden:  Mr.  Speaker,  the  heading  of  this 

is  “Resolution  56-25.”  That  indicates  it  was 
introduced  in  the  session  of  1956  and  has  laid  over  a 
year  and  has  been  considered.  I now  move  the 
previous  question,  which  was  the  adoption  of  Dr. 


Aaron’s  resolution.  ( Applause ) 

Speaker  Holcomb  : Those  in  favor  of  the  original 
resolution  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron:  Change  in  date  of  annual  dinner. 

Resolution  56-20  (Sections  57  and  132),  “Change 
in  Date  of  Annual  Dinner,”  introduced  by  Dr. 
Frederick  A.  Wurzbach,  Jr.,  Bronx  County  Medi- 
cal Society,  as  an  individual,  was  as  follows: 

Whereas,  the  annual  dinner  of  the  Medical 
Society  of  the  State  of  New  York  is  held  on 
Wednesday  evening  of  the  convention  week;  and 
Whereas,  this  dinner  is  in  honor  of  the  out- 
going president;  and 

Whereas,  this  dinner  takes  place  after  the 
annual  meeting  of  the  House  of  Delegates;  and 
Whereas,  many  delegates  shall  have  departed 
prior  to  this  dinner;  now  therefore  be  it  hereby 
Resolved , that  the  annual  dinner  of  the  Medical 
Society  of  the  State  of  New  York,  subsequent  to 
1957,  be  held  on  Monday  evening  of  the  conven- 
tion week. 

Although  sympathetic  with  the  purpose  of  this 
resolution,  after  considering  it  carefully  your  com- 
mittee recommends  that  it  should  not  be  adopted, 
because  (1)  many  times  reference  committees  of 
the  House  of  Delegates  meet  in  the  evening  of  its 
first  day,  (2)  frequently  it  has  been  necessary  to  have 
an  evening  session  of  the  House  of  Delegates  on 
Monday  night,  and  (3)  the  elasticity  of  Article  VIII 
of  the  Constitution  should  be  preserved.  This 
article  is  entitled  “Meetings”  and  states:  “There 

shall  be  an  annual  meeting  of  the  Society  and  of 
the  House  of  Delegates  to  be  held  at  a time  and 
place  designated  by  the  House  of  Delegates.” 

We  should  like  to  recommend  to  this  House  that 
it  consider  the  adoption  of  this  portion  of  our 
report. 

Speaker  Holcomb:  Is  there  a second  to  this 
motion? 

Dr.  Siegel:  I second  it. 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
Mr.  Speaker,  I do  not  wish  to  question  the  wisdom 
of  the  committee,  but  I would  like  to  have  added  to 
the  record  the  fact  that  I received  a ticket  which 
states,  “Dinner  for  the  House  of  Delegates,  Monday 
evening,  6:30  p.m.” 

Dr.  Aaron:  That  shows  the  elasticity  of  the 
Constitution,  knowing  something  that  is  going  to 
happen  on  Monday  night,  that  they  may  not  be 
running  over  in  the  House  of  Delegates,  and  I 
think  you  make  an  excellent  point.  This  year  they 
are  able  to  do  it.  If  they  are  tied  up  to  one  night, 
they  might  not  be  able  to  do  it  and  I think  the 
elasticity  is  working  pretty  well. 

Speaker  Holcomb:  Any  further  discussion? 
If  not,  those  in  favor  of  the  special  committee's 
recommendation  signify  with  aye. 

Chorus:  Aye. 

Dr.  Aaron:  Resolution  56-6  (Section  43), 
“Representation  in  House  of  Delegates,”  introduced 
by  Dr.  B.  M.  Bernstein,  Kings  County  Medical 
Society,  as  an  individual,  was  referred  by  the 
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speaker  of  the  House  of  Delegates  to  us  as  a special 
committee.  Our  committee  has  studied  this  resolu- 
tion very  carefully  and  wish  to  report  as  follows: 

Paragraph  3:  Whereas  the  question  of  the  neces- 

sity for  representation  from  the  various  scientific 
sections  to  this  House  of  Delegates  is  open  to  discus- 
sion, we  do  not  recommend  that  this  be  altered  in 
any  way  whatsoever.  In  our  opinion  the  sections 
should  be  represented  because  we  do  not  desire  to 
divorce  the  scientific  portion  of  the  Society  from  the 
legislative  activities. 

Therefore,  we  recommend  that  this  remain  as  it 
now  is  stated  in  the  Constitution. 

Paragraph  4-  Whereas  the  matter  of  representa- 
tion from  the  district  branches  can  likewise  be  con- 
sidered a subject  for  study,  we  feel  the  same — that 
the  district  branches  should  be  represented  in  the 
House  of  Delegates. 

Mr.  Speaker,  at  this  point  we  have  taken  definite 
action  on  two  parts  of  the  resolution.  The  remain- 
der of  our  material  is  new  and  relates  to  a change  in 
the  representation  and  the  election  of  delegates  in 
part  of  the  district  we  have. 

I should  like  to  recommend  at  this  moment  that 
we  consider  the  first  two  statements  that  I have  read 
and  that  the  remainder  of  this  portion  of  our 
resolution  as  we  have  it  be  considered  by  this  House 
as  having  been  read  at  this  time  to  be  acted  upon 
next  year  unless  the  House  is  willing  to  have  us  act 
on  this  material  at  this  time. 

Speaker  Holcomb:  Do  you  move  the  accept- 

ance of  this  portion? 

Dr.  Aaron:  Yes. 

Speaker  Holcomb  : Is  there  a second? 

I)r.  McCarthy:  I second  it. 

Speaker  Holcomb:  Those  in  favor? 

Chorus:  Aye. 

Dr.  Aaron:  The  remainder  of  this  portion  of 
the  report  concerns  itself  with  several  radical  changes 
and,  I believe,  you  might  want  to  have  this  con- 
sidered as  having  been  read  before  it  is  printed  and 
acted  on  at  the  next  meeting  of  this  House. 

Speaker  Holcomb:  Is  there  a motion  to  refer 

back  to  the  committee  this  portion  of  the  report  that 
Dr.  Aaron  has  mentioned? 

Dr.  Aaron:  I so  move. 

Speaker  Holcomb  : Is  there  a second? 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  Those  in  favor  will  say  aye, 

to  refer  it  back  to  the  special  committee. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron:  Paragraph  1:  Paragraph  1 of  the 

resolution,  “Whereas,  representation  from  the 
county  medical  societies  to  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York 
should  be  based  on  the  relation  of  the  membership 
of  the  county  medical  society  to  the  total  member- 
ship of  the  State  Society,”  represents  numerous 
problems  and  discussion. 

We  have  carefully  considered  many  of  the  items 
concerning  this  vital  problem.  We  should  like  to 
recommend  to  this  House  that  this  portion  of  the 
resolution  be  referred  to  the  Planning  Committee 
for  study  by  a subcommittee  and  that  adequate 


hearing  should  be  held  and  it  should  be  considered 
next  year. 

Speaker  Holcomb:  Dr.  Aaron  moves  this  be 

referred  to  the  Planning  Committee  for  study  by  a 
special  subcommittee.  Is  there  a second? 

Dr.  McCarthy:  I second  it. 

Speaker  Holcomb:  Those  in  favor,  say  aye. 
Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron:  Proposed  changes  in  Constitution 

and  Bylaws  in  “Retired”  and  “Life”  membership 
categories.  On  May  8,  1956,  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  adopted  the  report  of  its  Reference  Committee 
on  Report  of  the  Planning  Committee  for  Medical 
Policies.  The  report  stated  in  part: 

On  the  question  of  reducing  the  age  of  retirement 
from  seventy  to  sixty-five  years:  Noting  well  the 

possible  decrease  in  active  memberships  and  income 
loss  to  the  State  Society,  the  subcommittee,  follow- 
ing considerable  study,  feels  that  if  a physician  in 
active  good  standing  should  desire  to  retire  from  the 
active  practice  of  medicine,  he  should  be  privileged 
to  do  so  provided  that  he  completely  discontinue 
practice  of  medicine  in  any  form  which  shall  include 
any  salaried  position  in  the  field  of  medicine. 

This  will  be  presented  in  the  form  of  an  amend- 
ment to  the  Constitution  and  Bylaws  and,  as  such, 
will  lay  over  for  a year  to  be  acted  upon  at  the  next 
session  of  our  House  of  Delegates,  1957.  We  urge 
each  county  society  to  study  this  so  that  their 
delegates  may  be  prepared  to  represent  their  county’s 
views. 

The  reference  committee  feels  the  present  retirement 
age  of  seventy  years  should  be  maintained  and  that 
individual  requests  for  retirement,  prior  to  seventy 
years,  be  dealt  with  on  their  merits. 

The  reference  committee  estimated  that  the 
State  Society  “would  lose  about  $100,000  in  a period 
of  five  years”  if  most  active  members  should  retire 
at  the  age  of  sixty-five. 

This  proposes  an  amendment  to  the  first  sentence 
of  Chapter  1,  Section  6,  of  the  Bylaws.  The  pro- 
posal might  suggest  insertion  of  a comma  after  the 
word  “age,”  deletion  of  the  word  “or.”  and  after 
the  word  “disabled”  insertion  of  the  words,  “or  if 
completely  retiring  from  the  practice  of  medicine 
or  any  work  directly  or  indirectly  connected  there- 
with.” 

The  Special  Committee  on  Constitution  and  By- 
laws has  carefully  studied  this.  We  believe  the 
reference  committee’s  recommendation,  that  “the 
present  retirement  age  of  seventy  years  should  be 
maintained  and  that  individual  requests  for  retire- 
ment, prior  to  seventy  years,  be  dealt  with  on  their 
merits,”  is  sound,  and  we  prefer  it  to  the  suggested 
change  in  the  Constitution  and  Bylaws.  Further- 
more, the  loss  of  $100,000  is  considerable,  and  to 
make  it  up  would  mean  another  increase  in  dues. 

We  are  opposed  to  the  change  in  the  Constitu- 
tion and  Bylaws  in  reducing  the  age  from  seventy 
to  sixty-five  years  and  believe  that  those  who  do 
request  it  can  be  best  handled  by  action  of  appropri- 
ate officers  in  the  county  society  recommending  it 
to  the  State  Society.  We  would  be  inconsistent 
when  we  asked  for  extension  of  insurance  policies 
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to  cover  ns  in  practice,  and  also  we  state  that  we  do 
not  desire  to  have  Social  Security  because  most 
physicians  seldom  retire.  Whether  retirement  is 
a contagious  disease  only  the  future  can  tell. 

We  do  not  recommend  that  any  changes  be  made 
in  the  present  status,  but  may  we  present  the  con- 
tents of  the  next  resolution  since  it  bears  a close 
relationship  to  the  one  that  we  have  just  read.  Also 
we  would  like  to  present  it  to  you  before  you  take 
action  on  the  one  we  have  just  read.  Our  reason 
for  this  is  that  it  will  give  you  a more  complete 
picture  of  what  we  think  the  policy  of  the  Society 
should  be,  as  expressed  in  the  Constitution  and 
Bylaws. 

I would  like  to  lay  this  on  the  table  until  I read 
the  resolution  and  then  return  for  your  action. 

Speaker  Holcomb:  You  so  move  to  lay  it  on 
the  table? 

Dr.  Aaron:  For  the  time  being,  yes. 

Dr.  McCarthy:  I second  it. 

Speaker  Holcomb:  All  those  in  favor? 

Chorus:  Aye. 

Dr.  Aaron:  Resolution  56-8  (Section  45), 
“Amendment  to  Constitution  and  Bylaws  of  State 
Society  Providing  for  ‘Life’  Membership,”  intro- 
duced by  Dr.  George  Howley,  Bronx  County  Medi- 
cal Society,  was  as  follows: 

Whereas,  under  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New  York, 
a member  over  seventy  years  of  age,  wishing  to 
avail  himself  of  the  waiver  of  dues  and  assess- 
ments, must  apply  for  “retired”  membership;  and 
Whereas,  the  term  “retired”  implies  a cessa- 
tion from  active  practice;  and 

Whereas,  many  members  over  seventy  years 
of  age  and  engaged  in  active  practice  feel  reluctant 
to  apply  for  retired  membership  because  of  this 
implication;  now  therefore  be  it  hereby 
Resolved,  that  Chapter  1 of  the  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be 
amended  by  changing  Section  6 which  will  read: 
any  doctor  of  medicine  reaching  the  age  of  seventy 
years  who  is  a member  in  good  standing  of  the 
Medical  Society  of  the  State  of  New  York  or  any 
member  who  is  permanently  disabled  may  ipso 
facto  have  the  privilege  of  applying  for  life  mem- 
bership. All  such  applications  shall  be  signed  by 
the  president  and  secretary  of  the  county  society 
of  which  the  applicant  is  a member  and  sent  to  the 
secretary  of  this  Society  for  presentation  to  the 
House  of  Delegates.  An  active  member  desiring 
to  become  a life  member  shall  apply  for  such  mem- 
bership to  the  component  county  society  of  which 
he  is  a member.  Such  applications  shall  be  gov- 
erned by  the  constitution  and  bylaws  of  the  com- 
ponent county  society.  Life  members  shall  not 
be  subject  to  dues  or  assessments  but  shall  be 
accorded  all  the  rights  and  privileges  of  active 
membership  except  holding  office.” 

Your  committee  agrees  that  there  should  be  a 
class  of  “life”  members  of  our  Society,  and  we 
recommend  that  the  first  "Resolved”  quoted  by 
Dr.  Howley  be  adopted. 


We  also  recommend  that  Article  II  of  the  Consti- 
tution be  amended  to  read: 

Membership 

The  membership  in  this  Society  shall  be  divided 

into  four  classes:  (a)  active,  (6)  fife,  (c)  junior, 

(d)  honorary. 

To  return  to  the  previous  discussion  on  the  pro- 
posal that  the  age  for  commencement  of  “retired” 
membership  be  lowered  from  seventy  to  sixty-five 
years,  your  committee  recommends  that  no  change 
in  the  present  requirements  for  “retired”  member- 
ship be  made,  except  as  noted  above  in  the  establish- 
ment of  “life”  membership. 

I would  like  to  recommend  to  the  House  this  be 
considered  for  adoption,  the  last  resolution  I made. 

Dr.  Mackler:  I second  it. 

Dr.  Wolff:  In  the  Constitution  on  Page  9, 

Section  6,  the  last  sentence  reads:  “Retired  mem- 

bers shall  not  be  subject  to  dues  or  assessments  but 
shall  be  accorded  all  the  rights  and  privileges  of 
active  membership  except  voting  and  holding  office.” 

As  far  as  the  recommendation  of  the  committee 
is  concerned,  voting  has  been  omitted.  Is  that  by 
accident  or  design? 

Dr.  Aaron  : I would  say  accident,  Dr.  Wolff. 

Dr.  Wolff:  Does  your  committee  feel  they 

shoidd  or  should  not  vote?  They  do  not  at  present. 

Dr.  Aaron:  Personally,  I do  not  believe  so. 

Dr.  Wolff:  I would  suggest  this  should  be  put 
in  the  wording  that  we  are  acting  upon  now. 

Dr.  Aaron:  I accept  that. 

Speaker  Holcomb:  Are  you  ready  now  for  the 
question  on  voting  on  the  second  part  of  the  com- 
mittee’s recommendation? 

Dr.  Aaron:  Yes,  sir. 

Speaker  Holcomb:  Would  anyone  care  to  dis- 

cuss that?  If  not,  those  in  favor  of  Dr.  Aaron’s 
motion,  which  takes  the  first  part  of  the  commit- 
tee’s recommendation  to  lay  on  the  table  and  act  on 
the  last  half,  will  say  aye. 

Dr.  Dorman:  I believe  at  the  present  time,  New 
York  Count y allows  the  retired  members  to  vote  but 
not  to  hold  office.  Is  this  to  delete  that  privilege 
which  New  York  County  permits  its  life  members? 
In  other  words,  does  this  suggest  and  mean  that  our 
life  members  hereafter  cannot  vote? 

Dr.  Wolff:  The  Constitution,  all  these  past 
years,  has  always  said  that  retired  members  cannot 
vote.  If  New  York  County  Society’s  retired  mem- 
bers voted  in  spite  of  that,  I don’t  think  this  will 
change  it  any.  However,  the  question  arises 
whether  New  York  County  should  not  review  its 
own  constitution. 

Speaker  Holcomb  : Are  you  ready  for  the  ques- 
tion? Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  This  portion  of  the  report 
is  adopted. 

Dr.  Aaron:  The  portion  we  laid  on  the  table, 

may  we  take  if  off?  I recommend  to  the  House  that 
portion  be  adopted. 

Speaker  Holcomb:  You  recommend  that  por- 

tion be  defeated? 

Dr.  Aaron:  Yes,  sir. 
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Speaker  Holcomb:  Dr.  Aaron  moves  the  first 

portion  be  taken  from  the  table  and  that  the  com- 
mittee’s recommendation  is  that  it  be  defeated, 
which  has  to  do  with  that  portion  of  the  report  which 
lowers  the  age  from  seventy  to  sixty-five.  Is  that 
clear? 

Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron  : I would  like  to  move  that  the  House 

consider  the  communication  from  Dr.  Leo  F.  Schiff 
as  having  been  read  and  it  will  be  reported  on  by 
the  Special  Committee  on  Constitution  and  Bylaws 
next  year.  ( The  communication  is  in  the  hands  of  the 
special  committee. — Secretary. ) 

Speaker  Holcomb:  This  is  new  material.  Is 

there  a second? 

1)r.  Mackler:  I second  it. 

Speaker  Holcomb  : Those  in  favor? 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Aaron:  May  I take  this  opportunity  again 

in  sincerely  thanking  Dr.  Bauer  and  Dr.  Gamble  for 
the  attention  they  gave  to  this,  and  again  to  Dr. 
Anderton,  our  secretary.  ( Applause ) 

May  I also  move  the  adoption  of  the  report  as  a 
whole,  as  amended? 

Dr.  Mackler:  I second  it. 

Speaker  Holcomb:  All  those  in  favor? 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

The  Chair  and  the  House  of  Delegates,  I am  sure, 
will  thank  Dr.  Aaron,  Dr.  Gamble,  and  Dr.  Bauer 
for  their  long,  tedious  job.  I think  it  would  be 
quite  unusual  if  any  change  in  the  Constitution  and 
Bylaws  would  be  acted  upon  in  any  shorter  period. 
It  usually  brings  up  a lot  of  discussion. 

Section  23 

Presentation  of  Scroll  Citation 
to  Dr.  Jerome  S.  Tobis 

Speaker  Holcomb:  Members  of  the  House,  we 

will  turn  back  for  a moment  to  the  presentation  to 
Dr.  Jerome  S.  Tobis,  Citation  for  Outstanding  Serv- 
ice to  the  Physically  Handicapped,  as  conferred  by 
the  New  York  State  Governor’s  Committee  on 
Employ  the  Physically  Handicapped. 

I am  going  to  ask  Dr.  Greenough  if  he  will  present 
the  citation  to  Dr.  Tobis.  ( Applause ) 

Dr.  Greenough:  It  is  my  very  pleasant  duty 
to  present  this  citation  for  meritorious  service  and 
appreciation  for  exceptional  contributions  in  advanc- 
ing the  employment  of  the  physically  handicapped. 

It  is  presented  by  the  President’s  Committee  on 
Employment  of  the  Physically  Handicapped,  by 
authority  of  the  Governor’s  committee. 

The  award  this  year  goes  to  Dr.  Jerome  S.  Tobis, 
an  outstanding  leader  in  this  field,  a member  of  our 
Society  and  of  our  Committee  on  Physical  Medicine 
and  Rehabilitation.  It  is  a great  pleasure  to  present 
this  award  to  you,  Dr.  Tobis.  ( Applause ) 


Section  24  Resolution  57-1 

Election  of  Retired  Members 
( Kings  County ) 

Speaker  Holcomb:  Our  next  order  of  business 

will  be  for  the  introduction  of  resolutions.  We 
will  now  go  over  our  resolutions  to  be  considered 
this  year.  The  vice-speaker,  Dr.  Williams,  will 
read,  as  we  did  last  year,  the  resolution.  He  will 
give  reference  to  the  proper  committee. 

Vice-Speaker  Williams:  Number  57-1,  Elec- 

tion of  Retired  Members,  introduced  by  Medical 
Society  of  the  County  of  Kings. 

Whereas,  because  of  a clerical  error  the  names 
of  Drs.  Henry  W.  Dangler,  Samuel  Itobbinovitz, 
Sanford  O.  Shumway,  and  Daniel  E.  Welch  were 
not  submitted  to  the  Medical  Society  of  the  State 
of  New  York  for  election  to  retired  membership 
at  the  1956  session  of  the  House  of  Delegates; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  at  this  session  of  its  House  of  Dele- 
gates, elect  the  above-mentioned  physicians  to 
retired  membership  retroactive  to  May,  1956. 

I entertain  a motion  this  be  approved  right  now 
by  acclaim. 

Do  I hear  such  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer, 
So  moved. 

Dr.  Harry  A.  Mackler,  Kings:  I second  it. 
Vice-Speaker  Williams:  That  is  adopted. 

Section  25  (See  136)  Resolution  57-2 

Medical  Care  in  Veterans  Administration 
Hospitals 

Introduced  by  Medical  Society  of  the  County 
of  Albany 

Whereas,  the  Veterans  Administration  pro- 
vides through  its  regional  hospitals  medical  care 
for  certain  nonservice-connected  disabilities;  and 
Whereas,  these  nonservice-connected  dis- 
ability cases  are  eligible  for  VA  hospitalization 
only  if  they  are  financially  unable  to  pay  for  such 
hospitalization ; and 

Whereas,  many  obvious  violations  are  now 
being  made  to  circumvent  this  VA  regulation  by 
large  numbers  of  ineligible  nonservice-connected 
disability  veterans  who  are  capable  of  paying 
their  own  way;  and 

Whereas,  this  type  of  veterans  treatment  has 
gone  far  beyond  the  original  intent  of  the  law;  and 
Whereas,  this  matter  is  of  vital  importance 
to  the  physicians  of  this  country  and  to  the  tax- 
paying  public  in  general;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  express  its  disapproval  of  the  obvious 
abuses  of  this  practice;  and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  be 
authorized  to  investigate  this  growing  condition 
in  VA  hospital  installations  and  to  take  such  action 
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as  it  may  deem  necessary. 

This  is  referred  to  the  reference  committee  on 

Report  of  the  Council,  Part  VII. 

Section  26  (See  138 ) Resolution  57-3 

Social  Security  Benefits 

Introduced  by  Ontario  County  Medical  Society 

Whereas,  70  million  Americans  are  currently 
eligible  for  retirement  and  survivors  benefits 
under  the  Federal  Social  Security  system;  and 
Whereas,  Congress  amended  the  Social  Secu- 
rity Act  in  1954  and  1956  bringing  self-employed 
professionals,  such  as  dentists,  lawyers,  pharma- 
cists, social  workers,  engineers,  and  others,  the 
benefits  of  old  age  and  survivor’s  insurance;  and 
Whereas,  doctors  of  medicine  are  now  the  sole 
self-employed  professional  group  excluded;  and 
Whereas,  because  of  this  unfair  exclusion 
physicians  must  pay  $7,000  to  $25,000  more  for 
retirement  and  life  insurance  than  other  citizens; 
and 

Whereas,  there  is  no  logical  or  professional 
reason  why  practicing  physicians  should  be 
denied  benefits  available  to  millions  of  other 
Americans;  and 

Whereas,  Congress  has  made  it  evident  no 
voluntary  coverage  will  be  granted  physicians; 
now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  rescinds 
its  opposition  to  compulsory  social  security  for 
doctors  of  medicine;  and  be  it  further 

Resolved,  that  we  urge  the  Congress  of  the 
United  States  of  America  to  extend  the  benefits 
of  social  security  to  self-employed  doctors  of 
medicine;  and  be  it  further 

Resolved,  that  the  President  of  the  United  States 
of  America,  the  presiding  officer  of  the  Senate, 
the  Speaker  of  the  House  of  Representatives,  and 
the  members  of  Congress  from  the  State  of  New 
York  be  sent  copies  of  this  resolution;  and  be  it 
further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  house  of  delegates  be  hereby 
instructed  to  introduce  a resolution  similar  to  this 
in  the  American  Medical  Association  house  of 
delegates. 

This  also  is  referred  to  the  reference  committee 

on  Report  of  the  Council,  Part  VII. 

Section  27  ( See  138)  Resolution  57-4 

Social  Security  Benefits 

Introduced  by  Dr.  Kent  W.  Jarvis,  Medical 

Society  of  the  County  of  Oswego 

Whereas,  70  million  Americans  are  currently 
eligible  for  retirement  and  survivors  benefits 
under  the  Federal  Social  Security  system ; and 
Whereas,  Congress  amended  the  Social  Secu- 
rity Act  in  1954  and  1956  bringing  self-employed 


professionals,  such  as  dentists,  lawyers,  pharma- 
cists, social  workers,  engineers,  and  others,  the 
benefits  of  old  age  and  survivor’s  insurance;  and 
Whereas,  doctors  of  medicine  are  now  the  sole 
self-employed  professional  group  excluded;  and 
Whereas,  because  of  this  unfair  exclusion 
physicians  must  pay  $7,000  to  $25,000  more  for 
retirement  and  life  insurance  than  other  citizens; 
and 

Whereas,  there  is  no  logical  or  professional 
reason  why  practicing  physicians  should  be  denied 
benefits  available  to  millions  of  other  Americans; 
and 

Whereas,  Congress  has  made  it  evident  no 
voluntary  coverage  will  be  granted  physicians; 
now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  rescinds 
its  opposition  to  compulsory  social  security  for 
doctors  of  medicine;  and  be  it  further 

Resolved,  that  we  urge  the  Congress  of  the 
United  States  of  America  to  extend  the  benefits 
of  social  security  to  self-employed  doctors  of 
medicine;  and  be  it  further 

Resolved,  that  the  President  of  the  United  States 
of  America,  the  presiding  officer  of  the  Senate, 
the  Speaker  of  the  House  of  Representatives,  and 
and  the  members  of  Congress  from  the  State  of 
New  York  be  sent  copies  of  this  resolution;  and 
be  it  further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  house  of  delegates  be  hereby 
instructed  to  introduce  a resolution  similar  to  this 
in  the  American  Medical  Association  house  of 
delegates. 

Referred  to  reference  committee  on  Report  of 

the  Council,  Part  VII. 

Section  28  (See  138 ) Resolution  57-5 

Social  Security  Poll 

Introduced  by  Broome  County  Medical  Society 

Whereas,  in  Broome  County  there  has  been  a 
change  of  sentiment  in  the  membership  regarding 
the  inclusion  of  physicians  under  the  Social 
Security  Act;  and 

Whereas,  this  feeling  has  been  intensified  by 
the  recent  inclusion  of  dentists  and  attorneys 
under  such  Social  Security  Act;  and 

Whereas,  the  poll  conducted  by  the  Medical 
Society  of  the  State  of  New  York  in  1955  was 
confusing  because  it  permitted  physicians  to 
answer  yes  to  the  question  of  whether  or  not  they 
wished  voluntary  coverage,  such  coverage  being 
entirely  out  of  the  realm  of  possibility;  and 

Whereas,  this  same  poll  gave  the  physicians 
preference  as  to  Social  Security  or  passage  of  the 
Jenkins-Keogh  bill,  causing  further  confusion  as 
to  the  actual  inclusion  of  physicians  under  Social 
Security;  and 

Whereas,  it  would  appear  that  the  true  senti- 
ments regarding  Social  Security  in  its  present  form 
should  be  obtained  from  the  entire  membership 
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of  the  Medical  Society  of  the  State  of  New  York, 
without  any  qualifying  questions  or  remarks  on 
the  poll  sent  out;  now  therefore  be  it  hereby 
Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  instruct 
the  Council  to  conduct  a poll  on  the  desires  of 
the  membership  for  inclusion  under  Social  Security 
as  the  law  is  now  written;  and  be  it  further 

Resolved,  that  such  poll  not  include  any  addi- 
tional information  or  questions  which  would  either 
create  confusion  or  qualify  the  answers  to  such  a 
query  in  any  way;  and  be  it  further 

Resolved,  that  this  poll  be  completed  by  Octo- 
ber 15,  1957,  and  the  results  published  in  the 
New  York  State  Journal  of  Medicine;  and 
be  it  further 

Resolved,  that  such  results  be  presented  to  the 
American  Medical  Association  house  of  delegates 
interim  meeting  in  December,  1957,  for  its  infor- 
mation and  change  of  opinion  if  necessary. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  29  Resolution  57-6 

Amendment  to  Constitution 
to  Enlarge  Council 

Introduced  by  Dr.  Abraham  Leikensohn,  Medi- 
cal Society  of  the  County  of  Richmond 

Whereas,  the  Medical  Society  of  the  State 
of  New  York  has  increased  in  size,  scope  of  activi- 
ties, and  complexity  of  problems;  and 

Whereas,  the  practice  of  medicine  is  becoming 
increasingly  subject  to  specialization;  and 

Whereas,  it  is  impossible  to  realize  the 
problems  of  the  practice  of  medicine  unless  actively 
engaged  therein;  now  therefore  be  it  hereby 
Resolved,  that  the  Constitution  of  the  Medical 
Society  of  the  State  of  New  York  be  amended  to 
read: 

Article  IV,  Council.  There  shall  be  a 
Council  composed  of  the  president,  the  presi- 
dent-elect, the  vice-president,  the  immediate 
past  president,  the  secretary,  the  assistant 
secretary,  the  treasurer,  the  assistant  treasurer, 
the  speaker,  the  vice-speaker,  the  chairman  of 
the  Board  of  Trustees,  and  twenty-four  other 
members  elected  by  the  House  of  Delegates 
from  actively  practicing  physicians.  These 
twenty-four  councillors  shall  each  have  attained 
his  fiftieth  birthday  and  shall  not  have  passed 
his  sixty-sixth  birthdays.  These  twenty-four 
councillors  shall  comprise  six  general  practi- 
tioners, three  surgeons,  three  internists,  three 
specialists  in  obstetrics  and/or  gynecology,  one 
radiologist,  one  psychiatrist,  one  pathqlogist, 
and  six  other  physicians. 

The  editor  of  the  New  York  State  Journal 
of  Medicine  shall  attend  all  meetings  of  the 
Council  with  voice  but  without  vote; 

and  be  it  further 

Resolved,  that  the  Bylaws,  Chapter  III,  Section 
2 have  its  second  paragraph  amended  to  read : 


Eight  members  of  the  Council  shall  be  elected 
annually  for  a term  of  three  years.  In  the  event 
of  a vacancy,  a councillor  shall  be  elected  for 
the  unexpired  term; 

and  be  it  further 

Resolved,  that  Chapter  IV,  Section  3,  of  the 
Bylaws  be  amended  so  that  it  shall  read : 

It  shall  meet  at  regular  intervals  at  times 
and  places  that  shall  be  fixed  by  the  president. 
Any  eight  members  of  the  Council  may  require 
the  president  to  call  a special  meeting  for  such 
time  and  place  as  shall  be  designated  by  them 
in  writing.  Members  must  receive  at  least 
three  days’  notice  by  letter  or  telegram  from  the 
Society’s  office. 

Explanation:  The  first  aforesaid  amendment 
would  add  twelve  members  to  the  Council  to  be 
spread  among  specialists  as  enumerated.  And 
the  second  proposed  amendment  fits  these  addi- 
tional members  into  the  Council  and  the  election 
of  its  members  for  three-year  terms.  The  last 
amendment  would  require  the  request  of  eight 
instead  of  four  members  to  call  a special  meeting 
of  the  Council. 

Referred  to  the  Special  Committee  on  Constitu- 
tion and  Bylaws. 


Section  30  ( See  166)  Resolution  57-7 

Contributions  to  Medical  Education 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  the  American  Medical  Education 
Foundation  has  recognized  that  medical  school 
alumni  funds  are  a highly  effective  method  of 
obtaining  financial  contributions  from  alumni  for 
medical  education;  and 

Whereas,  the  work  of  alumni  funds  will  be 
seriously  impaired  unless  they  are  encouraged 
and  assisted  by  the  American  Medical  Education 
Foundation;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  take  appropriate  steps  to  the 
end  that  the  American  Medical  Education  Foun- 
dation make  it  clear  in  its  literature  and  brochures 
that  contributions  to  medical  education  can  be 
made  either  through  alumni  funds  or  the  Ameri- 
can Medical  Education  Foundation;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  request  the  American  Medical 
Association  to  make  it  known  to  physicians  by 
means  of  the  Journal  of  the  American  Medical 
Association  that  contributions  to  medical  educa- 
tion can  be  made  either  through  alumni  funds  or 
the  American  Medical  Education  Foundation. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VIII. 
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Section  31  (See  173)  Resolution  57-8 

Direct  Payment  of  American  Medical 
Association  Dues 

Introduced  by  Onondaga  County  Medical  Society 

Whereas,  Chapter  3,  Section  2,  of  the  Bylaws  of 
the  American  Medical  Association  states:  “Each 

active  member  shall  pay  dues  to  the  constituent 
association  for  transmittal  to  the  Secretary  of  the 
American  Medical  Association”;  and 

Whereas,  under  this  rule  all  American  Medical 
Association  dues  are  collected  by  county  medical 
societies  for  transmission  through  their  respective 
state  societies  to  the  American  Medical  Associa- 
tion, consuming  a period  of  time  for  this  process 
up  to  forty-five  or  more  days  before  the  dues  are 
received  in  Chicago ; and 

Whereas,  this  time  element  works  hardship  on 
our  members  from  the  standpoint  of  service,  in 
that  receipt  of  their  American  Medical  Associa- 
tion membership  cards  is  delayed  for  fully  this 
period  of  time;  and 

Whereas,  if  those  county  medical  societies 
which  wished  to  do  so  were  allowed  to  transmit 
dues  directly  to  Chicago  and  at  the  same  time 
transmit  a certified  list  of  such  members  to  the 
office  of  the  respective  state  medical  society; 
and 

Whereas,  such  procedure  would  not  only 
promote  faster  service  and  better  local  intrasociety 
relations  but  also  improve  relations  of  the  mem- 
bers with  the  American  Medical  Association; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  direct  its  delegates  to  the  1957 
American  Medical  Association  convention  to 
petition  for  a change  in  the  American  Medical 
Association  Bylaws  which  would  enable  any 
county  medical  society  to  remit  American  Medical 
Association  dues  directly  to  the  American  Medical 
Association. 

Referred  to  the  reference  committee  on  Report  of 
the  Treasurer. 


Section  32  ( See  128 ) Resolution  57-9 

Advertising  of  Proprietary  Medicines 

Introduced  by  Dr.  Benjamin  M.  Bernstein, 
Medical  Society  of  the  County  of  Kings,  as  an 
individual 

Whereas,  the  New  York  State  Journal  of 
Medicine  and  the  Medical  Directory  of  New  York 
State  and  the  Journal  of  the  American  Medical 
Association  continue  to  advertise  a compound 
called  Buff erin;  and 

Whereas,  this  mixture  of  ingredients  is  being 
advertised  and  exploited  daily  by  lay  magazines 
and  over  the  air  by  radio  and  television ; and 

Whereas,  such  advertising  is  against  the 
best  interests  of  medical  practice,  opening  the 
door  to  similar  advertising  of  other  compounds 
sold  under  commercial  names  and  broadcast  for 


the  purpose  of  self-medication  in  ever-increasing 
numbers;  and 

Whereas,  the  editors  and  Publication  Commit- 
tee of  these  organs  are  the  agents  for  and  must  be 
responsive  to  the  welfare  of  the  medical  profes- 
sion individually  and  collectively  and  for  the 
medications  used  and  prescribed  by  them;  now 
therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  demand 
that  the  Publication  Committee  of  the  New 
York  State  Journal  of  Medicine  and  the 
Medical  Directory  of  New  York  State  discontinue 
the  advertising  of  drugs  and  remedies  which  are 
advertised  directly  to  the  public,  whether  by  news- 
papers, magazines,  television,  or  radio,  and  which 
tend  to  self-medication;  and  be  it  further 

Resolved,  that  our  representatives  to  the 
house  of  delegates  of  the  American  Medical 
Association  be  instructed  to  introduce  a similar 
resolution  at  the  next  meeting  of  the  American 
Medical  Association  which  shall  demand  that  this 
and  similar  advertising  be  forbidden  to  use  the 
pages  of  the  Journal  of  the  American  Medical 
Association  and  any  other  journals  published  under 
similar  authority. 

Referred  to  the  reference  committee  on  Report  of 
the  Council,  Part  XI. 

Section  33  ( See  153)  Resolution  57-10 

The  Use  of  Stimulants  ( Amphetamine ) 
in  Sports 

Introduced  by  Dr.  Herbert  Berger,  Medical 
Society  of  the  County  of  Richmond,  as  an 
individual 

Whereas,  there  is  reason  to  believe  that 
amphetamine  and  its  derivatives  are  widely  used 
to  improve  the  performance  of  athletes;  and 
Whereas,  these  powerful  drugs  are  used  by 
either  the  players  themselves  or  prescribed  by 
their  coaches;  and 

Whereas,  the  sympathomimetic  amines  are 
far  from  harmless;  now  therefore  be  it  hereby 
Resolved,  that  the  indiscriminate  self-adminis- 
tration of  the  amphetamines  or  their  use  under  the 
direction  of  nonmedical  persons  be  condemned  as 
dangerous  to  our  youth;  and  be  it  further 

Resolved,  that  these  potent  materials  be  admin- 
istered in  the  future  by  physicians  only  to  individ- 
ual patients  for  the  known  recognized  medical 
indications  and  not  to  coaches  for  mass  redistri- 
bution; and  be  it  further 

Resolved,  that  our  Committee  on  Legislation  be 
directed  to  work  for  the  enactment  of  laws  in  this 
State  embodying  these  principles;  and  be  it 
further 

Resolved,  that  the  Committee  on  Ethics  rule 
on  the  propriety  of  any  physician  delegating  his 
responsibility  for  the  use  of  these  powerful  drugs 
to  any  unlicensed  person;  and  be  it  further 

Resolved,  that  a similar  resolution  be  introduced 
at  the  next  meeting  of  the  American  Medical 
Association  by  our  delegates  to  that  body  and 
that  they  be  instructed  to  work  actively  for  its 
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passage. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  I. 

Section  34  ( See  176)  Resolution  57-11 

Mandatory  Two-Year  Rotating  Internship 

Introduced  by  Dr.  Herbert  Berger,  Medical 
Society  of  the  County  of  Richmond,  as  an 
individual 

Whereas,  the  community  hospitals  are  practi- 
cally the  sole  source  of  training  for  general  prac- 
tice; and 

Whereas,  there  is  now  a shortage  of  interns 
in  smaller  community  hospitals;  and 

Whereas,  there  are  too  few  physicians  entering 
the  field  of  general  practice;  and 

Whereas,  the  larger  metropolitan  hospitals 
are  eminently  qualified  to  train  physicians  in  the 
specialties;  and 

Whereas,  the  smaller  community  hospitals  are 
particularly  proficient  in  training  physicians  in 
the  art  as  well  as  the  science  of  general  medicine; 
now  therefore  be  it  hereby 

Resolved,  that  the  two-year  rotating  internship 
be  revived  and  that  such  training  be  permitted 
only  in  general  hospitals  of  300  beds  or  less, 
accredited  by  the  Joint  Commission  on  Accredita- 
tion of  Hospitals;  and  be  it  further 

Resolved,  that  residency  training  be  carried 
out  only  in  larger  hospitals  of  more  than  300  beds 
or  in  properly  accredited  smaller  specialty  hos- 
pitals; and  be  it  further 

Resolved,  that  those  hospitals  accredited  for 
residency  training  be  forbidden  to  grant  rotating 
internships;  and  be  it  further 

Resolved,  that  no  physician  be  accepted  for 
residency  training  who  has  not  completed  an 
accredited  two-year  rotating  internship;  and  be 
it  further 

Resolved,  that  the  delegates  from  this  State 
Society  to  the  American  Medical  Association 
introduce  a similar  resolution  and  work  actively 
for  its  passage  so  that  it  can  become  the  policy 
of  the  Council  on  Medical  Education  and  Hos- 
pitals of  the  American  Medical  Association. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VI. 

Section  36  ( See  137 ) Resolution  57-12 

Revision  of  Standards  for  . ipproval  of 
Neiv  York  State  Medical  Care  Flans 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  revision  of  the  Standards  for 
Approval  by  the  Medical  Society  of  the  State  of 
New  York  of  New  York  State  Medical  Care  Plans 
was  approved  by  the  Council  and  adopted  by  the 
House  of  Delegates  on  May  8,  1956;  and 
Whereas,  paragraph  2 under  the  heading 
“Claim  Payments”  has  been  revised  to  read  as 
follows:  “When  care  has  been  rendered  by  a non- 


participating physician  and  claim  filed  for  such 
care,  payment  shall  be  made,  at  the  option  of  the 
Plan,  either  to  the  subscriber  or  to  the  nonpartic- 
ipating physician  upon  request  of  the  subscriber”; 
and 

Whereas,  the  members  of  this  Society  on 
November  29,  1955,  went  on  record  as  opposed  to 
making  any  differentiation  between  physicians 
in  the  United  Medical  Service  or  any  other  similar 
Plan,  such  as  participating  and  nonparticipating 
physician ; and 

Whereas,  the  revised  Standards  for  Approval 
for  New  York  medical  care  plans  make  a differ- 
entiation between  participating  and  nonpartici- 
pating physicians;  now  therefore  be  it  hereby 

Resolved,  that  the  Standards  for  Approval  be 
revised  so  that  no  differentiation  between  partic- 
ipating and  nonparticipating  physicians  is  made; 
and  be  it  further 

Resolved,  that  the  physician  rendering  the  serv- 
ice should  have  the  prerogative  as  to  whether 
payment  should  be  made  directly  to  the  physician 
or  to  the  subscriber. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  VII. 

Section  36  ( See  154)  Resolution  57-13 

Recommended  Changes  in  the  Proposed  Prin- 
ciples of  Medical  Ethics  of  the  American 
Medical  Association 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  existing  and  the  proposed  Prin- 
ciples of  Medical  Ethics  of  the  American  Medical 
Association  are  stated  in  more  general  terms  than 
the  Principles  of  Professional  Conduct  (or  Ethics) 
of  component  state  medical  societies;  and 

Whereas,  differences  in  local  custom  and  prac- 
tice make  it  necessary  for  the  Principles  of  Pro- 
fessional Conduct  (or  Ethics)  of  the  component 
state  societies  to  be  more  specifically  defined 
than  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association;  now  therefore  be 
it  hereby 

Resolved,  that  in  those  states  which  have  their 
own  Principles  of  Professional  Conduct  (or  Ethics) 
these  Principles  shall  be  binding  upon  all  of  the 
members  of  the  state  society  or  association  pro- 
viding that  they  are  not  inconsistent  or  in  conflict 
with  the  constitution  and  bylaws  of  the  American 
Medical  Association;  and  be  it  further 

Resolved,  that  the  enforcement  of  the  component 
state  societies  Principles  of  Professional  Conduct 
(or  Ethics)  is  a function  of  the  state  medical 
society;  and  be  it  further 

Resolved,  that  the  delegates  to  the  American 
Medical  Association  from  the  Medical  Society  of 
the  State  of  New  York  be  instructed  to  introduce 
this  resolution  at  the  meeting  of  the  house  of  dele- 
gates of  the  American  Medical  Association  in 
June,  1957. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  I. 
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Section  37  ( See  99)  Resolution  57-14 

Amendment  to  Federal  Employee's 
Compensation  Act 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  Federal  Employee’s  Compensa- 
tion Act,  as  amended,  provides  that  medical  care 
shall  be  furnished  by  or  upon  the  order  of  the 
United  States  medical  officers  and  hospitals, 
but  where  this  is  not  practicable  it  shall  be  fur- 
nished by  or  upon  the  order  of  private  physicians 
and  hospitals  designated  or  approved  by  the 
Administrator  of  the  Act;  and 

Whereas,  this  limitation  imposed  upon  Federal 
employes  may  lead  to  abuses,  inadequate  medical 
services,  and  improper  care  and  attention  for 
injured  Federal  employes;  and 

Whereas,  the  executive  and  legislative  branches 
of  the  United  States  government  have  been 
opposed  to  the  imposition  of  limitations  upon  the 
free  and  open  selection  of  physicians  and  to  any 
encroachments  upon  our  traditional  free  enterprise 
system;  now  therefore  be  it  hereby 

Resolved,  that  the  legislative  branch  of  our 
Federal  government  be  petitioned  to  amend  the 
Federal  Employee’s  Compensation  Act,  as 
amended,  to  provide  for  the  free  and  open  selec- 
tion of  physicians  by  Federal  employes  who  come 
within  the  purview  of  the  Federal  Compensation 
Act,  as  amended;  and  be  it  further 

Resolved,  that  this  resolution  be  introduced  by 
the  delegates  of  this  Society  to  the  house  of 
delegates  of  the  American  Medical  Association  at 
its  meeting  in  June,  1957. 

Referred  to  reference  committee  on  Miscellaneous 
Business. 

Section  38  ( See  100)  Resolution  57-15 

Recommended  Changes  in  Policy  for  Treat- 
ment of  Injured  Members  of  the  United  States 
Post  Office  Department 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  complaints  have  come  to  the 
attention  of  members  of  the  Medical  Society  of 
the  County  of  Queens  concerning  the  drastic  limita- 
tion in  the  number  of  doctors  authorized  in  Queens 
County  to  examine  and  attend  employes  of  the 
United  States  Post  Office  Department  who  are 
injured  in  the  line  of  duty;  and 

Whereas,  the  United  States  Post  Office  Depart- 
ment requires  that  injured  employes  utilize  the 
services  of  certain  specified  doctors  and/ or  govern- 
ment clinics  only,  if  said  injured  employe  seeks 
compensation  for  his  injuries;  and 

Whereas,  many  of  the  other  agencies  of  the 
United  States  government,  including  the  Veterans 
Administration  and  the  Department  of  Defense  of 
the  United  States  under  the  Medicare  plan,  permit 
free  choice  and  selection  of  doctors  for  those  per- 
sons entitled  to  medical  attention ; and 

Whereas,  employes  under  the  protection  of 


the  New  York  State  Workmen’s  Compensation 
Board  are  permitted  to  select  a doctor  of  their 
own  choosing  and  in  whom  they  have  confidence 
and  trust;  and 

Whereas,  the  executive  and  legislative  branches 
of  the  United  States  government  have  been 
opposed  to  the  socialization  of  medicine  and  the 
limitation  in  the  free  and  open  selection  of  doctors 
and  to  any  encroachments  on  our  traditional  free 
enterprise  system ; and 

Whereas,  this  drastic  limitation  in  the  selec- 
tion of  doctors  can  lead  to  abuses,  inadequate 
medical  services,  and  improper  care  and  atten- 
tion for  injured  employes  of  the  United  States 
Post  Office;  now  therefore  be  it  hereby 

Resolved,  that  the  United  States  Post  Office 
Department  be  encouraged  to  adopt  a policy  of 
medical  treatment  for  its  injured  employes  which 
will  conform  to  the  principles  of  the  present  sys- 
tem of  the  New  York  State  Workmen’s  Compensa- 
tion Board ; and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  for- 
warded to  the  President  of  the  United  States,  the 
Postmaster-General,  the  Surgeon  General,  the 
two  United  States  Senators  from  New  York  State, 
all  the  Congressmen  of  Queens  County,  and  to  the 
postmasters  of  Flushing,  Long  Island  City,  Ja- 
maica, and  Far  Rockaway. 

Referred  to  reference  committee  on  Miscellaneous 
Business. 

Section  39  Resolution  57-16 

Election  of  a Retired  Member 
( Dutchess  County) 

Introduced  by  Dutchess  County  Medical  Society 

Whereas,  through  a clerical  error  and  through 
no  fault  of  his  own,  Dr.  Wirt  C.  Groom,  of  Hudson 
River  State  Hospital,  Poughkeepsie,  was  not  pro- 
posed for  retired  membership  in  the  Medical 
Society  of  the  State  of  New  York  at  its  1956 
House  of  Delegates;  and 

Whereas,  Dr.  Wirt  C.  Groom  was  a member 
in  good  standing  of  the  Dutchess  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association  in 
May,  1956;  now  therefore  be  it  hereby 
Resolved,  that  Dr.  Wirt  C.  Groom  be  hereby 
elected  a retired  member  of  the  Medical  Society 
of  the  State  of  New  York  as  of  May  9, 1956. 

Vice-Speaker  Williams:  I will  entertain  we 
approve  such  a motion. 

Dr.  Harry  A.  Mackler,  Kings:  I second  it. 
Vice-Speaker  Williams:  All  in  favor? 

Chorus:  Aye. 

Vice-Speaker  Williams:  That  stands  adopted. 

Section  40  (See  176)  Resolution  57-17 

Shortage  of  American  Interns 

Introduced  by  Bronx  County  Medical  Society 
Whereas,  the  shortage  of  American  interns  in 
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our  hospitals  is  becoming  increasingly  acute  and 
distressing;  and 

Whereas,  the  shortage  is  a mathematical 
problem  i.e.,  there  are  approximately  7,000  medical 
school  graduates  to  fill  13,000  approved  hospital 
internship  vacancies  on  a one-year  internship 
schedule;  and 

Whereas,  we  cannot  immediately  increase  our 
medical  school  graduates  to  13,000  or  decrease 
the  approved  vacancies  to  7,000;  and 

Whereas,  a two-year  internship  will  help  solve 
this  shortage;  and 

Whereas,  a two-year  internship  will  provide  the 
armed  services  and  the  public  with  better  trained, 
more  competent  physicians;  and 

Whereas,  the  doctor  who  has  trained  for  a 
specialty  and  finds  that  for  economic  reasons  he 
must  engage  in  general  practice  will  be  of  immeas- 
urably greater  value  to  his  community  after  a 
two-year  internship;  and 

Whereas,  the  Board  of  Internal  Medicine  will 
accept  a second  year  of  internship  toward  residency 
training  provided  twelve  months  of  the  two  years 
are  in  the  field  of  internal  medicine  and  the 
subspecialties  of  medicine;  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  endorsing  the 
need  for  a two-year  internship  and  that  they 
recommend  to  the  other  specialty  boards  the 
accreditation  of  the  second  year  internship  toward 
one  year  of  residency  training  under  similar  condi- 
tions as  the  Board  of  Internal  Medicine;  and  be  it 
further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  requested  to  introduce 
this  resolution  at  the  next  meeting  of  the  house 
of  delegates  of  the  American  Medical  Association 
for  consideration  and  approval. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VI. 

Section  41  ( See  138)  Resolution  57-18 

Social  Security  Benefits  for 
Bracticing  Physicians 

Introduced  by  Medical  Society  of  the  County 
of  Sullivan 

Whereas,  Federal  Social  Security  provides  not 
only  retirement  benefits  but  also  a significant 
amount  of  family  insurance;  and 

Whereas,  it  is  now  an  established  pattern  in 
American  life;  and 

Whereas,  its  benefits  are  now  denied  practic- 
ing physicians;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  express  itself  in  favor  of 
extending  these  benefits  to  practicing  physicians 
and  be  it  further 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  introduce  a similar  resolu- 
tion at  the  meeting  of  the  house  of  delegates  of 


the  American  Medical  Association  in  June,  1957. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  42  Resolution  57-19 

Inclusion  of  Employes  of  Component  County 
Medical  Societies  in  Croup  Pension  Plan  of  the 
Medical  Society  of  the  State  of  l\eu-  York 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  With- 

drawn. 

Vice-Speaker  Williams:  Withdrawn. 

Section  43  ( See  183)  Resolution  57-20 

Professional  Liability  Insurance  Policy 

Introduced  by  Dr.  Vincent  J.  Collins,  Section 
on  Anesthesiology 

Whereas,  it  has  come  to  the  attention  of  the 
Section  on  Anesthesiology  of  the  Medical  Society 
of  the  State  of  New  York  that  the  Professional 
Liability  Policy,  issued  by  the  Employers’ 
Mutual  Liability  Insurance  Company  to  members 
of  the  Medical  Society  of  the  State  of  New  York, 
specifically  excludes  coverage  of  anesthesiologists 
for  acts  of  registered  nurses  administering  anes- 
thesia while  employed  by  such  anesthesiologists; 
and 

Whereas,  this  policy  does  cover  all  other 
physicians  and  surgeons  for  the  acts  of  nurses 
administering  anesthesia  while  in  their  employ; 
and 

Whereas,  this  coverage  increases  the  risk  of 
malpractice  and,  therefore,  increases  the  pre- 
miums ; and 

Whereas,  this  coverage  provides  additional 
protection  to  most  physicians  and  surgeons  at  the 
expense  of  others  not  covered;  and 

Whereas,  this  coverage  aids  and  abets  the 
illegal  practice  of  medicine  by  nurses;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  desires  the  elimination  from  the  Pro- 
fessional Liability  Policy  of  the  Employers’ 
Mutual  Liability  Insurance  Company  of  coverage 
for  acts  of  nurses  administering  anesthesia  while 
employed  by  any  physician  or  surgeon  or  under 
the  direction  of  any  physician  or  surgeon;  and 
be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  Employers’  Mutual  Liability  Insurance 
Company. 

Referred  to  reference  committee  on  the  Report  of 
the  Malpractice  Insurance  and  Defense  Board. 

Section  44  ( See  160)  Resolution  57-21 

Admission  of  Alcoholics  to 
General  Hospitals 

Introduced  by  Dr.  Herbert  Berger,  First  Dis- 
trict Branch 
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Whereas,  the  alcoholic  is  now  recognized  as  a 
sick  individual  and  not  an  uncooperative  willful 
drinker;  and 

Whereas,  present  methods  of  dealing  with 
these  people  by  preventive  measures  produce  no 
permanent  cures ; and 

Whereas,  physicians  have  no  opportunity  to 
learn  of  the  treatment  of  alcoholics  since  these 
patients  are  not  now  to  be  found  in  most  general 
hospitals;  now  therefore  be  it  hereby 

Resolved,  that  the  general  hospitals  of  this 
State  be  requested  to  admit  these  patients; 
and  be  it  further 

Resolved,  that  the  Blue  Cross  and  Blue  Sliield 
Plans  be  requested  to  investigate  the  possibility 
of  insuring  such  patients. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  V. 


Section  45  (See  173 ) Resolution  57-22 

Direct  Payment  of  American  Medical 
yissociation  Dues 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  Chapter  3,  Section  2,  of  the  Bylaws 
of  the  American  Medical  Association  state: 
“Each  active  member  shall  pay  dues  to  the  con- 
stituent association  for  transmittal  to  the  Secre- 
tary of  the  American  Medical  Association”; 
and 

Whereas,  under  this  rule  all  American  Medical 
Association  dues  are  collected  by  county  medical 
societies  for  transmission  through  their  respective 
state  societies  to  the  American  Medical  Associa- 
tion, consuming  a period  of  time  for  this  pro- 
cedure up  to  forty-five  or  more  days  before  the 
dues  are  received  in  Chicago;  and 

Whereas,  if  those  county  medical  societies 
which  wished  to  do  so  were  allowed  to  transmit 
dues  directly  to  Chicago  and  at  the  same  time 
transmit  a certified  fist  of  such  members  to  the 
office  of  the  respective  state  medical  society;  and 

Whereas,  such  procedure  would  not  only  pro- 
mote faster  service  and  better  local  intrasociety 
relations  but  also  relations  of  the  members  with 
the  American  Medical  Association ; now  therefore 
be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  instruct  its  delegates  to  the  1957 
American  Medical  Association  convention  to 
petition  for  a change  in  the  American  Medical 
Association  Bylaws  which  would  enable  any 
county  medical  society  to  remit  American  Medi- 
cal Association  dues  directly  to  the  American 
Medical  Association. 

Referred  to  reference  committee  on  Report  of  the 
Treasurer. 


Section  46  ( See  108 ) Resolution  57-23 

Group  Life  Insurance 

Introduced  by  Bronx  County  Medical  Society 


Whereas,  under  the  present  provisions  of  the  : 
insurance  law  of  the  State  of  New  York  self- 
employed  professional  men  are  ineligible  to  pro- 
cure group  life  insurance;  and 

Whereas,  the  law  as  now  written  is  unreason- 
ably discriminatory  against  the  self-employed  and 
is  in  violation  of  the  American  concept  of  freedom 
of  contract  in  that  it  prevents  insurance  companies 
from  issuing,  under  reasonable  safeguards,  group 
life  insurance  contracts  which  societies  of  self- 
employed  professional  men  would  be  willing  to 
accept;  and 

Whereas,  there  was  introduced  in  the  1957 
Legislature  of  the  State  of  New  York  an  act  “To 
amend  the  insurance  law  in  relation  to  group 
life  insurance  on  fives  of  members  of  an  associa- 
tion”; and 

Whereas,  this  Bill  failed  of  passage;  and 

Whereas,  no  special  support  of  the  Bill  was 
given  by  the  medical  profession;  now  therefore  be 
it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
instruct  the  Committee  on  Legislation  of  the 
Medical  Society  of  the  State  of  New  York  to 
support  such  a bill  if  introduced  or  to  initiate  the 
introduction  of  such  a bill  at  the  1958  session  of 
the  New  York  State  Legislature. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  IX. 

Section  47  (See  176 ) Resolution  57-24 

A Plan  to  Correct  the  Shortage  of  Interns 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  a serious  shortage  of  interns  exists 
in  many  of  the  voluntary  and  municipal  hospitals; 
and 

Whereas,  this  intern  shortage  interferes  with 
the  quality  and  quantity  of  service  provided  for 
patients  in  these  hospitals;  and 

Whereas,  the  intern  shortage  is  the  result  of 
(1)  decreasing  internships  from  two  years  to  one 
year,  (2)  the  failure  of  specialty  boards  to  give 
credit  for  the  second  year  of  internship,  (3) 
increasing  emphasis  on  a straight  rather  than 
rotating  internship,  and  (4)  the  requirements  of 
the  armed  forces;  and 

Whereas,  a two-year  rotating  internship  is 
the  best  foundation  for  the  practice  of  medicine, 
for  further  training  in  a specialty,  or  for  training 
in  the  armed  forces;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommend  a two-year  rotating 
internship;  and  be  it  further 

Resolved,  that  the  delegates  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  before  the  American  Medical 
Association  house  of  delegates  in  June,  1957; 
and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  sent 
to  the  deans  of  medical  colleges,  presidents  of 
hospital  medical  boards,  presidents  of  hospital 
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lay  governing  boards,  and  administrators  of  hos- 
pitals in  New  York  State;  and  be  it  further 

Resolved,  that  copies  of  this  resolution  be  for- 
warded to  the  Secretaries  of  the  Army,  Navy,  and 
Air  Force  and  to  the  secretaries  of  the  national 
specialty  qualifying  boards. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VI. 

Seetion  48  ( See  176)  Resolution  57-25 

Distribution  of  Interns  and  Residents 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  there  is  not  a sufficient  number  of 
interns  and  residents  to  fill  the  available  positions; 
and 

Whereas,  the  patienCintern  and  patient- 
resident  ratio  varies  considerably  in  different 
hospitals;  and 

Whereas,  the  best  interests  of  the  patient  and 
the  doctor  require  that  the  interns  and  residents 
have  sufficient  clinical  experience  as  well  as 
didactic  instruction;  now  therefore  be  it  hereby 
Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommends  that  a uniform 
formula  for  patient-intern  and  patient-resident 
ratio  be  established;  and  be  it  further 

Resolved,  that  approval  for  intern  and  resident 
training  be  withheld  for  hospitals  which  do  not 
comply  with  the  uniform  formula  of  patient-intern 
and  patient-resident  ratio;  and  be  it  further 
Resolved,  that  the  delegates  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  before  the  house  of  delegates  of 
the  American  Medical  Association  in  June,  1957; 
and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  the  president  of  the  hospital  medical  board  and 
the  president  of  the  lay  governing  board  of  every 
hospital  in  the  State  of  New  York. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VI. 

Section  49  ( See  101)  Resolution  57-26 

Use  of  Medical  Degree  Designation 
Introduced  by  Bronx  County  Medical  Society 

Whereas,  in  the  healing  arts  it  has  been 
traditional  in  America  to  associate  the  title 
“Dr.”  with  Doctors  of  Medicine;  and 
Whereas,  in  the  past  decade  others  than 
licensed  Doctors  of  Medicine  have  been  mislead- 
ing the  public  by  the  unqualified  use  of  the  title 
“Dr.”  on  signs  and  stationery;  and 

Whereas,  such  common  practice  is  deleterious 
to  the  health  of  the  public;  now  therefore  be  it 
hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  Board  of  Regents  of  the  State  of  New  York 
to  direct  by  regulation  that  it  be  made  mandatory 
that  all  licensed  practitioners  of  medicine  and  the 


allied  healing  arts  append  to  their  names  the 
degree  which  is  recognized  by  license. 

Referred  to  reference  committee  on  Miscellaneous 
Business. 

Section  50  (See  138)  Resolution  57-27 

Compulsory  Social  Security  for  Physicians 
Introduced  by  Bronx  County  Medical  Society 

Whereas,  a referendum  of  the  membership  of 
the  Bronx  County  Medical  Society  in  December, 
1956,  was  reported  overwhelmingly  in  favor  of 
compulsory  Federal  Social  Security  for  physi- 
cians; and 

Whereas,  the  House  of  Delegates  of  the  Medi- 
cal Society  of  the  State  of  New  York  is  hereby 
advised  of  this  action;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  go  on 
record  as  favoring  compulsory  Federal  Social 
Security  for  physicians. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  51  Resolution  57-28 

Commendation  for  Treasurer  of  Medical 
Society  of  the  State  of  New  York 

Introduced  by  Broome  County  Medical  Society 

Whereas,  the  report  of  the  treasurer  of  the 
Medical  Society  of  the  State  of  New  York  for 
the  year  1956  shows  a surplus  of  $116,253.55; 
and 

Whereas,  this  surplus  of  funds  has  been 
obtained  through  the  diligent  and  hard  work  of 
our  treasurer,  Maurice  J.  Dattelbaum,  M.D.;  and 

Whereas,  it  is  well  known  that  Dr.  Dattel- 
baum devotes  many  hours  of  his  time  to  the  posi- 
tion of  treasurer;  and 

Whereas,  this  work  is  performed  as  a labor  of 
devotion  and  one  which  does  not  result  in  any 
financial  remuneration  to  him;  and 

Whereas,  too  often  these  hours  of  work  go 
unnoticed  and  unsung;  now  therefore  be  it  hereby 

Resolved,  that  Dr.  Dattelbaum  be  commended 
for  his  tireless  efforts  to  control  effectively  the 
expenditure  of  over  $500,000  worth  of  funds  of 
the  Medical  Society  of  the  State  of  New  York 
during  a year;  and  be  it  further 

Resolved,  that  this  House  of  Delegates  go  on 
record  as  expressing  its  pleasure  and  approbation 
to  Dr.  Dattelbaum  for  his  untiring  work;  and  be 
it  further 

Resolved,  that  Dr.  Dattelbaum  receive  official 
notice  and  recognition  for  his  work. 

Vice-Speaker  Williams:  I will  entertain  a 

motion  on  that. 

Dr.  Thomas  E.  McCarthy,  Bronx:  I offer  a 

motion  to  approve  it  by  acclamation. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Vice-Speaker  Williams:  It  stands  approved. 
(Applause) 
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Section  52  ( See  184)  Resolution  57-29 

Membership  of  Local  Advisory 
Malpractice  Committees 

Introduced  by  Dr.  Solomon  Schussheim,  Medi- 
cal Society  ok  the  County  of  Kings 

Whereas,  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  upon  recommendation 
of  its  Malpractice  Insurance  and  Defense  Board, 
approved  a resolution  on  February  9,  1956,  stat- 
ing “only  members  of  a county  society  who  were 
insured  in  the  State  Group  Plan  Malpractice 
Insurance  could  serve  on  the  local  advisory  mal- 
practice committee’  ’ ; and 

Whereas,  at  no  time  was  the  Medical  Society 
of  the  County  of  Kings  or  its  officers  notified  of 
this  action  on  the  part  of  the  Council;  and 

Whereas,  the  Council  did  not  present  this 
resolution  for  consideration  by  the  House  of 
Delegates  at  the  May,  1956,  meeting;  and 
Whereas,  after  a number  of  meetings  between 
representatives  of  the  Medical  Society  of  the 
County  of  Kings  and  the  Malpractice  Insurance 
and  Defense  Board,  the  Medical  Society  of  the 
County  of  Kings  was  notified  that  the  carrier, 
Employers  Mutual  of  Wausau,  would  not  permit 
discussion  of  their  cases  by  county  society  mem- 
bers who  are  not  insured  in  the  Group  Plan;  and 
Whereas,  it  has  been  ascertained  that  the 
Bronx  County  Medical  Society  has,  on  its  local 
malpractice  advisory  committee,  three  out  of 
seven  who  do  not  carry  their  insurance  with  the 
Group  Plan,  and  that  in  Richmond  County  two 
out  of  five  on  their  local  advisor}^  committee  also 
are  not  insured  with  the  Group  Plan ; and 

Whereas,  such  an  action  on  the  part  of  the 
Council,  the  Malpractice  Insurance  and  Defense 
Board,  and  Employers  Mutual  of  Wausau  is 
discriminatory;  and 

Whereas,  such  an  action  on  the  part  of  the 
Council  tends  to  partially  disfranchise  the 
Medical  Society  of  the  County  of  Kings;  now 
therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  rescind 
the  action  taken  by  the  Council  at  its  meeting 
of  February  9,  1956. 

Referred  to  reference  committee  on  Report  of 
the  Malpractice  Insurance  and  Defense  Board. 

Section  53  ( See  109)  Resolution  57-30 

Facilities  at  State  Legislature  in  Albany 

Introduced  by  Dr.  Milton  B.  Spiegel,  Medical 
Society  of  the  County  of  Kings 

Whereas,  the  authorized  facilities  represent- 
ing the  Medical  Society  of  the  State  of  New  York 
at  the  State  Legislature  in  Albany  have  been 
remiss  in  failing  to  detect  and  alert  the  responsible 
authorities  of  the  State  Society,  or  individual 
county  medical  societies  involved,  to  the  intro- 
duction of  several  bills  which  affect  the  practice 
of  medicine,  either  State-wide  or  locally;  and 
Whereas,  such  inadequacy  has  for  the  past  few 
years  been  partly  or  fully  responsible  for  un- 


desirable legislation  inimicable  to  the  practicing 
physician;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  allocate  sufficient  funds  to  set  up 
efficient  and  efficacious  facilities  at  the  Legislature 
of  the  State  of  New  York  in  Albany  and  designate 
competent  personnel  to  represent  effectively  the 
interests  of  organized  medicine. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  IX. 

Section  54  (.See  138)  Resolution  57-31 

Social  Security  for  Physicians 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  for  the  past  six  years,  the  Medical 
Society  of  the  County  of  Kings  at  regular  stated 
meetings  has  unanimously  approved  resolutions 
for  the  extension  of  Social  Security  for  physicians; 
and 

Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  and 
the  house  of  delegates  of  the  American  Medical 
Association,  despite  the  urging  of  the  Medical 
Society  of  the  County  of  Kings  and  of  the  Medical 
Society  of  the  County  of  New  York,  have  refused 
to  endorse  Social  Security  for  physicians;  now 
therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  hereby 
withdraw  its  disapproval  of  Social  Security  for 
physicians  and  urge  the  Congress  to  add  benefits 
for  self-employed  physicians;  and  be  it  further 
Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  house 
of  delegates  of  the  American  Medical  Association 
meeting  in  June,  1957,  be  instructed  to  introduce 
a similar  resolution  and  work  actively  for  its 
passage. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  55  (See  125)  Resolution  57-32 

Proposal  for  Separate  Meetings 
of  House  of  Delegates 

Introduced  by  Dr.  Alfred  P.  Ingegno,  Medical 
Society  of  the  County  of  Kings 

Whereas,  at  present  the  annual  conventions 
of  the  Medical  Society  of  the  State  of  New  York 
encompass  both  scientific  programs  and  meetings 
of  the  House  of  Delegates;  and 

Whereas,  such  combined  meetings  require 
extensive  hotel  facilities  available  only  in  New 
York  City  and  Buffalo;  and 

Whereas,  such  an  arrangement  denies  many 
districts  in  the  State  the  opportunity  of  meeting 
the  delegates  and  observing  their  work;  and 
Whereas,  meetings  of  the  House  of  Delegates 
bear  no  necessary  relationship  to  the  scientific 
program  and  could  be  held  in  localities  offering 
less  extensive  hotel  facilities  and  at  times  other 


54 


New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


than  when  the  scientific  program  is  given;  and 
Whereas,  this  would  be  salutary  in  that  (1) 
delegates  could  then  meet  in  an  atmosphere  more 
conducive  to  quiet  deliberation  and  concentration 
on  Society  affairs,  (2)  delegates  would  be  better 
able  to  attend  the  scientific  program  on  another 
occasion  since  circumstances  of  time  and  duty 
usually  preclude  attention  to  the  scientific 
program  when  the  House  of  Delegates  meets  at 
the  same  time,  (3)  attendance  at  meetings  of  the 
House  of  Delegates  held  in  various  parts  of  the 
State  would  broaden  our  delegates’  knowledge 
of  the  problems  of  the  profession  in  the  different 
areas,  and  (4)  the  medical  profession  in  the  different 
districts  would  have  the  opportunity  to  learn 
more  of  the  work  of  the  House  of  Delegates; 
now  therefore  be  it  hereby 

Resolved,  that  the  meetings  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  be  held  successively  in  the  various 
districts  of  the  State  at  times  other  than  when  the 
scientific  program  is  held;  and  be  it  further 
Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  implement  this 
procedure  at  the  earliest  practicable  time. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  XII. 

Section  56  (See  138 ) Resolution  57-33 

Social  Security  Benefits  for  Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Congress  in  recent  years  has 
amended  the  Federal  Social  Security  Act  to 
enable  many  classes  of  self-employed  professionals, 
including  dentists,  lawyers,  pharmacists,  clergy- 
men, social  workers,  engineers,  and  others,  to 
enjoy  retirement  and  survivors  benefits,  but  such 
benefits  have  not  been  accorded  practicing  physi- 
cians and  their  families  in  the  belief  that  the  rank 
and  file  of  physicians  are  opposed  to  inclusion  of 
their  profession  in  the  system  on  a compulsory 
basis;  and 

Whereas,  all  doctors  of  medicine  have  ex- 
pressed a desire  to  have  some  form  of  Federal 
assistance  and  protection  for  themselves  and  their 
survivors,  either  through  inclusion  of  physicians 
in  the  Social  Security  Act  or  through  enactment  of 
the  Jenkins-Keogh  Bill  to  set  up  retirement  funds 
by  means  of  deferment  of  income  taxes;  and 
Whereas,  Congress  has  made  it  very  evident 
that  no  coverage  on  a voluntary  basis  will  be 
granted  physicians,  while  at  the  same  time 
Congress  has  evinced  no  intention  of  passing  the 
Jenkins-Keogh  Bill  or  any  measure  of  a similar 
type;  and 

Whereas,  it  is  unrealistic  and  wishful  thinking 
on  the  part  of  doctors  of  medicine  to  pin  their 
hopes  for  Federal  assistance  on  the  possibility 
that  physicians  may  be  brought  into  the  Social 
Security  system  on  a voluntary  footing  or  that 
the  Jenkins-Keogh  Bill  or  some  similar  measure 
may  be  enacted;  and 


Whereas,  the  secretary  of  the  Medical  Society 
of  the  State  of  New  York,  in  his  annual  report 
to  this  session  of  the  House,  stated  that  the  total 
replies  to  date  from  county  societies  in  the  State 
Society’s  poll  showed  “a  greater  number  (of 
doctors)  favored  some  kind  of  participation  in 
Social  Security  than  opposed  it”;  now  therefore 
be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York,  represented  in  this  meeting  of  its 
House  of  Delegates,  withdraw  its  opposition  to 
inclusion  of  self-employed  physicians  in  the  Fed- 
eral Social  Security  system  on  the  existing  com- 
pulsory basis;  and  be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  1957 
session  of  the  house  of  delegates  of  the  American 
Medical  Association  be  instructed  to  introduce 
and  work  for  the  passage  of  a resolution  by  that 
house  urging  Congress  to  include  self-employed 
doctors  of  medicine  in  the  Social  Security  system 
on  a compulsory  basis. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  57  ( See  139)  Resolution  57-34 

Withholding  of  Approval  of  Western 
New  York  Medical  Plan,  Inc. 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  a resolution  was  adopted  by  the 
1956  House  of  Delegates  resolving  “that  the 
Medical  Society  of  the  State  of  New  York  approve 
the  Western  New  York  Medical  Plan,  Inc., 
provided  that  by  September  1,  1956,  its  bylaws 
are  modified  and  amended  so  that  the  component 
county  medical  societies  elect  their  own  repre- 
sentative members  to  the  board  of  trustees  of  the 
Western  New  York  Medical  Plan,  Inc.”;  and 
Whereas,  the  Western  New  York  Medical 
Plan,  Inc.,  has  not  amended  its  bylaws  so  that 
component  county  medical  societies  elect  their 
own  representative  members  to  the  board  of 
trustees  of  that  plan,  as  is  required  by  the  terms 
of  the  House  of  Delegates  resolution;  and 

Whereas,  it  is  erroneously  stated  in  the  report 
of  the  Council  Committee  on  Economics  as  printed 
in  the  April  1,  1957,  New  York  State  Journal 
of  Medicine  on  page  1252  that  “the  Western 
New  York  Medical  Plan,  Inc.,  Buffalo,  has  revised 
its  bylaws  so  that  each  county  medical  society 
can  nominate  and  elect  its  own  physician  member 
to  the  board  of  trustees  of  the  plan;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  withhold  approval  of  the  Western 
New  York  Medical  Plan,  Inc.,  until  such  time  as 
it  fully  complies  with  the  directive  of  the  House  of 
Delegates  for  amendment  of  its  bylaws  so  that 
component  county  medical  societies  elect  their 
own  representative  members  to  the  board  of 
trustees  of  the  plan. 
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Referred  to  reference  committee  on  Report  of  the 

Council,  Part  VII. 

Section  58  (See  173 ) Resolution  57-35 

Collecting  of  Dues  for  American 

Medical  Association 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  the  collecting  of  dues  for  the 
American  Medical  Association  by  the  county 
medical  societies  develops  into  a business  activity 
of  considerable  magnitude  in  the  larger  county 
societies;  and 

Whereas,  this  activity  involves  the  use  of 
administrative,  clerical,  and  office  facilities, 
including  telephone,  having  a considerable  value; 
now  therefore  be  it  hereby 

Resolved,  that  the  delegates  of  the  Medical 
Society  of  the  State  of  New  York  to  the  house 
of  delegates  of  the  American  Medical  Association 
be  instructed  to  seek  a more  realistic  arrangement 
in  the  matter  of  financial  reimbursement  for  this 
service  or  a marked  reduction  in  the  amount  of 
work  expected  of  or  falling  upon  the  county 
medical  society. 

Referred  to  reference  committee  on  Report  of  the 

Treasurer. 

Section  59  (See  HO)  Resolution  57-36 

Approval  of  Group  Health  Insurance,  Inc. 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  the  “Standards  for  Approval  by 
Medical  Society  of  the  State  of  New  York  of  New 
York  State  Medical  Care  Plans”  as  revised  by  the 
House  of  Delegates  on  Hay  8,  1956,  provide  that 
where  a local  county  medical  society  approves  of 
a plan  which  has  not  been  approved  by  the 
Medical  Society  of  the  State  of  New  York  “a 
special  committee  shall  be  set  up.  . . to  make 
recommendations  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  for  decision”; 
and 

Whereas,  although  several  county  medical 
societies  have  approved  the  plan  known  as 
Group  Health  Insurance,  Inc.,  this  plan  has  not 
been  approved  by  the  Medical  Society  of  the  State 
of  New  York;  now  therefore  be  it  hereby 

Resolved,  that  the  stipulated  committee  be 
organized  for  the  purpose  of  investigating  this 
approval  or  else  that  the  House  of  Delegates 
revise  its  standards. 

Referred  to  reference  committee  on  Report  of  the 

Council,  Part  VII. 

Section  60  (See  133)  Resolution  57-37 

Consultations  with  County 

Societies  on  Policies 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  all  physicans  in  New  York  State  are 
concerned  with  the  manner  in  which  the  Medical 


Society  of  the  State  of  New  York  affects  their 
future;  and 

Whereas,  a county  medical  society  is  the  logical 
place  for  expression  for  any  doctor  in  that 
society;  and 

Whereas,  a doctor  is  denied  this  right  of 
expression  when  the  Medical  Society  of  the 
State  of  New  York  takes  definite  and  definitive 
action  on  matters  of  the  utmost  importance 
affecting  him  and  his  patients  without  consultation 
or  opinion  from  him  or  his  county  medical  society; 
and 

Whereas,  there  is  evidence  at  the  State 
Society  level  to  support  this  statement;  now 
therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  direct  the 
officers  and  the  Council  of  this  State  Society  that 
whenever  matters  concerning  any  vital  disturb- 
ance of  the  doctor-patient  relationship  are  to  be 
considered,  they  arrange  to  hold  hearings 
promptly  with  representatives  from  county 
medical  societies  throughout  the  State,  or  from 
district  branches,  if  that  is  more  practical. 

Referred  to  reference  committee  on  Report  of  the 
Planning  Committee  for  Medical  Policies. 

Section  61  (See  98)  Resolution  57-38 

Omission  of  Scientific  Program 
by  the  Second  District  Branch 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  in  the  past  several  years  there  has 
been  a constantly  increasing  number  of  scientific 
meetings  available  to  physicians  who  are  members 
of  the  larger  county  medical  societies  or  who 
reside  in  the  major  metropolitan  areas  of  the 
State;  and 

Whereas,  this  has  resulted  in  many  cases  in  a 
sharp  falling  off  of  interest  in  the  scientific  program 
traditionally  presented  annually  at  the  meetings 
of  the  several  district  branches;  and 

Whereas,  there  is  nothing  in  the  Constitution 
or  Bylaws  of  the  Medical  Society  of  the  State  of 
New  York  or  of  the  Second  District  Branch  which 
demands  that  the  annual  meeting  of  the  district 
branch  include  a scientific  session;  and 

Whereas,  the  bylaws  of  the  Second  District 
Branch  in  Chapter  3 provide  that  the  time  and 
place  of  the  annual  meeting  shall  be  selected  by  I 
the  executive  committee;  now  therefore  be  it 
hereby 

Resolved,  that  it  be  the  sense  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State  of 
New  York  that  the  executive  committee  of  the 
Second  District  Branch  shall  have  discharged  its 
obligation  under  the  bylaws  if  it  limits  the  program 
of  the  annual  meeting  of  the  Second  District 
Branch  to  a business  session  and  calls  such 
meeting  at  a time  and  place  convenient  to  the 
members,  not  necessarily  within  the  geographic 
confines  of  the  counties  comprising  the  Second 
District  Branch;  and  be  it  further 

Resolved,  that  such  courtesies  be  extended  to 
other  district  branches  who  find  themselves  in  a 
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like  situation. 

Referred  to  reference  committee  on  Report  of  the 
Secretary  and  District  Branches. 

Section  62  (See  132)  Resolution  57-39 

Rn  numeral  ion  for  P re  side  n t 
During  Term  of  Office 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  it  has  become  increasingly  evident 
that  the  presidency  of  the  Medical  Society  of  the 
State  of  New  York  is  becoming  a full-time  job; 
and 

Whereas,  men  of  high  caliber  and  proven 
competence  are  in  many  cases  financially  unable 
to  accept  the  honor  of  the  presidency ; now  there- 
fore be  it  hereby 

Resolved,  that  a proper  committee  of  the 
Council  be  appointed  to  investigate  the  possibility 
of  an  appropriation  to  cover  the  remuneration  of 
the  president  of  this  Medical  Society  of  the  State 
of  New  York  during  his  term  of  office. 

Referred  to  reference  committee  on  Report  of  the 
President. 

Section  63  (See  161)  Resolution  57-40 

Blue  Cross  and  Blue  Shield 
Benefits  for  Alcoholic  Patients 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  there  is  widespread  and  increasing 
recognition  of  the  fact  that  the  so-called  “alco- 
holic” is  a sick  person;  and 

Whereas,  there  is  increasing  tendency  to  treat 
these  patients  in  general  hospitals;  and 

Whereas,  in  many  parts  of  the  country 
sufferers  from  alcoholism  admitted  to  general 
hospitals  are  eligible  for  benefits  under  their  Blue 
Cross  and  Blue  Shield  policies;  now  therefore  be 
it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  use  its  influence  to  the  end  that  Blue 
Cross  and  Blue  Shield  organizations  in  New  York 
State  recognize  that  a sufferer  from  alcoholism  is 
a patient  entitled  to  medical  care  and  on  that 
basis  extend  to  such  patients  the  benefits  afforded 
other  patients  under  the  Blue  Cross  and  Blue 
Shield  contracts. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  V. 

Section  64  (See  177)  Resolution  57-41 

Uniform  System  for  Identification 
of  Solutions  Used  in  Hospitals 

Introduced  by  Dr.  John  W.  Batcher,  Medical 
Society  of  the  County  of  Otsego 

Whereas,  there  are  manjr  solutions  used  in 
hospitals  for  a variety  of  purposes,  i.e.,  local 
anesthetics,  antiseptics  for  skin  applications, 
cleaning  solutions,  acids  and  alkalis,  alcohol,  and 
others;  and 

Whereas,  without  some  distinguishing  sign 


such  as  coloring  or  the  like  it  is  quite  possible  that 
a solution  may  be  used  for  an  improper  purpose; 
and 

Whereas,  in  the  past  use  of  wrong  solutions 
for  hypodermic  injection  has  had  harmful  effects; 
and 

Whereas,  any  system  of  identification  of 
solutions  would  be  far  more  useful  if  uniform  in 
all  hospitals,  rather  than  varying  from  one  institu- 
tion to  another;  and 

Whereas,  many  hospitals  make  up  solutions 
from  powder  form;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  go  on  record  as  favoring  a uniform 
system  for  identification  of  solutions  used  in 
hospitals,  preferably  on  a color  basis;  and  be  it 
further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  instruct  its  delegates  to  the  American 
Medical  Association  to  introduce  a similar  resolu- 
tion at  the  meeting  of  the  American  Medical 
Association  house  of  delegates  in  June,  1957, 
suggesting  that  the  Council  on  Pharmacy  and 
Chemistry  study  the  matter  and  report  its 
findings  to  the  meeting  of  the  American  Medical 
Association  in  December,  1957. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VI. 

Section  65  (See  172)  Resolution  57-42 

Allocation  of  Funds  for  In  firm 
and  Disabled  Members 

Introduced  by  Dr.  Thomas  F.  McCarthy,  Bronx 
County  Medical  Society 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  has  seen  fit  to  provide  a pension  fund 
for  its  employes  through  an  assessment  of  its 
members;  and 

Whereas,  indigent,  disabled  members  of  the 
Medical  Society  of  the  State  of  New  York  must 
resort  to  charity,  private  or  public,  for  support  in 
their  infirmity;  and 

Whereas,  the  Treasurer  and  Trustees  report  a 
surplus  of  over  $1 16,000  in  funds  collected  for  the 
year  1956;  and 

Whereas,  reserve  funds  are  more  than  ade- 
quate for  any  conceivable  contingency;  and 

Whereas,  the  Physicians’  Home  is  recognized 
in  New  York  State  as  the  accepted  organization 
to  care  for  the  indigent  and  infirm  members  of  the 
medical  profession  in  this  State;  now  therefore 
be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
recognizing  and  accepting  its  responsibility  in  this 
matter,  request  the  Board  of  Trustees  and  the 
Council  to  allocate  funds  for  the  assistance  of 
infirm  and  disabled  members,  such  funds  to  be 
made  available  to  the  Physicians’  Home  for  this 
purpose. 

Referred  to  reference  committee  on  Report  of  the 
T reasurer. 
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Section  66  {See  110)  Resolution  57-43 

Protection  of  Physicians  Requested  to 

Take  Blood  for  Alcoholic  Testing 

Introduced  by  Broome  County  Medical  Society 

Whereas,  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
mandated  introduction  in  the  State  Legislature 
of  a bill  to  protect  the  physician  who  is  requested 
to  take  blood  for  alcoholic  testing;  and 

Whereas,  this  bill  was  passed  by  the  Assembly 
but  not  by  the  Senate;  and 

Whereas,  a bill  with  similar  objectives  but 
worded  differently  was  passed  by  the  Senate  but 
not  by  the  Assembly;  and 

Whereas,  the  joint  committee  did  not  reach  any 
common  meeting  ground  to  resolve  the  slight 
differences,  resulting  in  the  actual  defeat  of  both 
bills;  and 

Whereas,  this  problem  still  remains  a vexing 
one  to  ph\’sicians  who  are  requested  to  take  blood 
for  such  alcoholic  testing;  and 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  very  desirous  of  cooperating  fully  in 
solving  the  problem  of  drunken  driving;  now  there- 
fore be  it  hereby 

Resolved,  that  this  House  of  Delegates  again 
recognize  the  legal  and  financial  danger  that 
exists;  and  be  it  further 

Resolved,  that  this  House  of  Delegates  again 
instruct  the  Council  of  the  Medical  Society  of  the 
State  of  New  York  to  take  such  action  as  necessary 
to  secure  protection  for  members  of  our  Society 
through  legislation  or  other  means;  and  be  it 
further 

Resolved,  that  every  effort  be  extended  by  all 
committees  of  the  Medical  Society  of  the  State 
of  New  York  to  reach  a definite  conclusion  on  this 
important  matter. 

Referred  to  reference  committee  on  Report  of  the 

Council,  Part  IX. 

Section  67  Resolution  57-44 

Amendments  to  the  By  laics 

Introduced  by  Dr.  W.  P.  Anderton,  Secretary, 

Medical  Society  of  the  State  of  New  York 

Whereas,  in  the  interest  of  clarification  three 
sections  of  the  Bylaws  of  the  Medical  Society  of 
the  State  of  New  York  need  amendments;  now 
therefore  be  it  hereby 

Resolved,  that  in  Chapter  I,  Section  7,  the 
sentence  “They  shall  become  active  members 
upon  entering  the  private  practice  of  medicine,” 
referring  to  junior  members,  be  changed  to  read, 
“Upon  entering  the  private  practice  of  medicine, 
they  shall  become  active  members  January  1 
following  the  end  of  the  year  in  which  junior 
membership  dues  and  assessments  are  credited.” 
Chapter  I,  Section  7,  would  then  read,  “Junior 
members  shall  be  those  members  who  have  been 
graduated  from  medical  college  not  more  than 
five  calendar  years  and  licensed  by  the  State  of 
New  York.  Upon  entering  the  private  practice 


of  medicine,  they  shall  become  active  members 
January  1 following  the  end  of  the  year  in 
which  junior  membership  dues  and  assessments 
are  credited.  They  shall  be  privileged  to  attend 
all  meetings  of  their  county  societies,  where  they 
shall  have  voice  in  all  discussions  but  no  vote. 
They  shall  be  entitled  to  receive  the  New  York 
State  Journal  of  Medicine  and  the  Newsletter 
but  not  the  Medical  Directory  of  New  York  State.” 

In  Chapter  I,  Section  4,  there  is  a reference  to 
“Chapter  XIV,  Section  1 (a),”  but  there  is  no 
“(a)”  in  this  section;  therefore  the  “a”  should  be 
eliminated. 

In  Chapter  XIV,  Sections  1 and  2,  there  are 
references  to  “active  member”  which  should  be 
supplemented  by  the  words  “or  junior  member,” 
so  that  Chapter  XIV,  Section  1,  should  read, 
“Eligibility  for  membership  in  county  medical 
societies  shall  be  determined  by  the  boards  of 
censors  or  comitiae  minorae  of  the  county  medical 
societies.  Except  by  approval  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York,  no  phy- 
sician shall  be  an  active  or  junior  member  in  a 
county  medical  society  other  than  that  of  the  county 
in  which  he  maintains  legal  residence  or  has  his 
principal  office.”  Section  2 should  read,  “When- 
ever an  active  or  junior  member  in  good  standing 
or  a retired  member  in  any  component  county 
medical  society  removes  to  another  county  in  this 
State,  his  name  upon  his  request  shall  be  trans- 
ferred to  the  roster  of  the  component  county 
medical  society  of  the  county  to  which  he  removes, 
without  cost  to  him,  provided  that  he  files  a 
certificate  with  the  secretary  signed  by  the  presi- 
dent and  secretary  of  the  component  medical 
society  from  which  he  removes  as  to  his  good 
standing  in  such  society,  and  provided  his  appli- 
cation for  membership  has  been  acted  upon  favor- 
ably by  the  members  of  the  society  of  the  county 
to  which  he  has  removed.  No  member,  however, 
shall  be  an  active  or  junior  member  of  more  than 
one  component  county  society,  nor  shall  a 
component  county  society  accept  a physician  re- 
siding in  another  county  in  any  other  way  than  in 
accordance  with  the  law  governing  transfers. 

“When  a member  in  good  standing,  except  a 
retired  member,  no  longer  resides  or  practices  in 
the  State  of  New  York,  he  shall  ipso  facto  cease 
to  be  an  active  member  or  junior  member  of  the 
Society  and  his  component  county  medical  society 
at  the  end  of  the  current  year.  His  status  shall  be 
deemed  that  of  a resigned  member,  and  all  rights 
and  title  to  any  share  in  the  privileges  and 
property  of  the  Society,  the  district  branch,  or 
county  society  shall  be  deemed  to  have  been 
forfeited  by  such  action. 

“The  dues  of  any  member  or  junior  member  of 
the  Medical  Society  of  the  State  of  New  York  may 
be  remitted  for  the  current  year  on  acount  of 
illness,  financial  hardship,  or  temporary  service 
in  the  armed  forces  or  in  the  United  States  Public 
Health  Service,  when  the  request  is  made  by  the 
member’s  component  county  medical  society.” 

Referred  to  Special  Committee  on  Constitution 


* 


Is 


f 11 

' 

i 


58 


New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


and  Bylaws. 

Section  68  Resolution  57-45 

Commendation  for  Dr.  Theodore  J.  Curphey 

Introduced  b}'  Dr.  Norman  C.  Lyster,  Medical 
Society  of  the  County  of  Chenango,  for  the 
Fifth  and  Sixth  District  Branches 

Whereas,  Dr.  Theodore  J.  Curphey,  for  many 
years  a member  of  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  has 
removed  from  the  State  of  New  York;  and 

Whereas,  Dr.  Theodore  J.  Curphey  was 
second  vice-president  of  the  Medical  Society  of 
the  State  of  New  York  in  1948-1949,  president  of 
the  Nassau  County  Medical  Society,  and  Coun- 
cillor of  the  Medical  Society  of  the  State  of  New 
York;  and 

Whereas,  Dr.  Theodore  J.  Curphey  as  chair- 
man of  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the  State 
of  New  York  was  ever  diligent  and  courteous  in 
arranging  postgraduate  lectures  for  the  numerous 
county  medical  societies  and  others;  and 

Whereas,  Dr.  Theodore  J.  Curphey  was  for 
several  years  medical  examiner  in  Nassau  County; 
and 

Whereas,  by  his  great  ability  as  a pathologist, 
as  a teacher,  and  as  an  authority  in  forensic 
medicine,  as  well  as  in  other  ways,  Dr.  Curphey 
has  demonstrated  his  effectiveness  for  the  public 
weal  and  in  the  interest  of  our  profession;  now 
therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York, 
although  deploring  our  loss,  wish  him  long  life  and 
happiness  as  professor  of  pathology  and  coroner 
in  the  County  of  Los  Angeles,  California;  and  be 
it  further 

Resolved,  that  copies  of  this  resolution  be  sent 
to  Dr.  Theodore  J.  Curphey  and  to  the  Nassau 
County  Medical  Society. 

Vice-Speaker  Williams:  I will  entertain  a 

motion  of  acclamation. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I so  move. 
Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Chorus:  Aye. 

Section  69  (See  138)  Resolution  57-46 

Social  Security  for  Physicians 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  it  is  desirable  for  physicians  to 
participate  in  the  Federal  Social  Security  plan; 
and 

Whereas,  such  participation  would  provide, 
in  addition  to  retirement  benefits,  survivors 
benefits  for  the  physicians’  widows  and  children; 
now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  approve  the  participation  of  its 
members  in  the  Federal  Social  Security  program; 
and  be  it  further 


Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  at  the  next  meeting  of  the 
American  Medical  Association  in  June,  1957. 

Referred  to  reference  committee  on  Report  of  the 

Council,  Part  VII. 

Section  70  (See  141)  Resolution  57-47 

Participation  of  Physicians  in  Pension 

Plan  for  Self-Employed 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  it  is  desirable  for  physicians  to 
receive  tax-free  pension  rights;  and 

Whereas,  such  participation  in  such  plans 
(Jenkins-Keogh  Bill)  would  not  negate  our 
participation  in  the  Federal  Social  Security 
program;  and 

Whereas,  such  participation  would  permit  a 
self-employed  physician  to  put  part  of  his  earnings 
before  taxes  into  a retirement  fund;  now  therefore 
be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  approve  participation  of  its  members 
in  such  a pension  plan  for  the  self-employed;  and 
be  it  further 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  be  instructed  to  introduce  a 
similar  resolution  at  the  meeting  of  the  American 
Medical  Association  in  June,  1957. 

Referred  to  reference  committee  on  Report  of  the 

Council,  Part  VII. 

Section  71  (See  142 ) Resolution  57-48 

Establishment  of  Blue  Shield  Fees 

Introduced  by  Medical  Society  of  the  County 

of  Oneida 

Whereas,  Medical  and  Surgical  Care,  Inc., 
known  as  the  Blue  Shield  Plan  and  commonly 
referred  to  as  the  Doctors’  Plan,  has  invited 
groups  of  physicians  of  different  specialties  to 
meet  for  the  purpose  of  establishing  a common  fee 
schedule  for  each  specialty;  and 

Whereas,  the  Blue  Shield  Plan  has  also  invited 
dental  specialists  to  meet  and  establish  a common 
fee  schedule  for  their  procedures,  this  action 
having  followed  passage  of  a law  permitting 
dentists  to  be  included  under  Blue  Shield;  and 

Whereas,  the  Blue  Shield  Plan,  after  compar- 
ing the  fees  agreed  upon  separately  by  the 
dentists  and  by  ear,  nose,  and  throat  specialists 
for  similar  procedures  done  by  both,  and  finding 
that  the  dental  fees  were  much  lower  in  each 
category,  requested  that  the  ear,  nose,  and  throat 
specialists  revise  their  fees  downward  to  conform 
with  the  dentists’  fees;  and 

Whereas,  the  New  York  State  Legislature  has 
passed  the  bill  to  include  podiatrists  under  Blue 
Shield ; and 

Whereas,  the  Blue  Shield  Plan  will  now  invite 
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podiatrists  to  set  up  fee  schedules  for  their  proce- 
dures; and 

Whereas,  many  podiatric  procedures  are  also 
common  to  orthopedic  surgeons  and  general 
surgeons  so  that  it  is  anticipated  that  the  Blue 
Shield  Plan  will  compare  podiatric  fees  with 
surgeons  fees  for  similar  procedures,  to  the  dis- 
advantage of  the  medical  profession;  now  there- 
fore be  it  hereby 

Resolved,  that  the  Bureau  of  Medical  Care 
Insurance  or  other  pertinent  committee  of  the 
Medical  Society  of  the  State  of  New  York  be 
instructed  to  take  immediate  action  with  their 
Blue  Shield  counterparts  in  order  to  protect  the 
rights  and  interests  of  the  medical  profession  from 
encroachment  and  detriment  by  the  rating 
committees  of  other  than  medical  groups. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  72  ( See  133)  Resolution  57-49 

Representation  of  County  Medical 
Societies  on  Policy  Committees 

Introduced  by  Medical  Society  of  the  County 
of  Oneida 

Whereas,  all  physicians  in  New  York  State 
have  a vital  interest  in  their  own  future  well- 
being; and 

Whereas,  their  most  effective  means  of 
expression  is  through  their  count}-  medical  socie- 
ties; and 

Whereas,  it  is  opposed  to  the  future  well-being 
of  New  York  State  physicians  for  the  Medical 
Society  of  the  State  of  New  York  to  take  definitive 
action  on  matters  of  prime  importance  to  all  of 
its  members  without  consultation  with  a true 
representation  of  opinion  in  county  medical 
societies;  now  therefore  be  it  hereby 

Resolved,  that  this  House  of  Delegates  direct 
the  officers  and  Council  of  the  Medical  Society  of 
the  State  of  New  York  that  whenever  matters  of 
vital  importance  are  to  be  considered,  they  arrange 
for  true  representation  of  the  county  medical 
societies;  and  be  it  further 

Resolved,  that  such  true  representation  of  the 
county  medical  societies  be  no  less  than  the 
appointment  of  special  committees  of  at  least  21 
members  who  are  truly  representative  of  all 
sections  of  the  State  of  New  York  and  all  branches 
of  the  practice  of  medicine. 

Referred  to  reference  committee  on  Report  of  the 
Planning  Committee  for  Medical  Policies. 

Section  73  (See  143)  Resolution  57-50 

Higher  Fees  for  Physical  Examination 
of  Life  Insurance  Applicants 

Introduced  by  Madison  County  Medical  Society 

Whereas,  all  physicians  are  desirous  of  co- 
operating fully  with  life  insurance  companies  in 
the  conducting  of  physical  examinations  of 


applicants  for  life  insurance;  and 

Whereas,  the  taking  of  a complete  history, 
including  conducting  a thorough  physical  exami- 
nation and  special  procedures  often  requested  or 
indicated,  is  time-consuming;  and 

Whereas,  the  report  of  the  examining  physician 
is  most  important  to  the  company  and  should  be 
and  is  so  considered  by  the  physician;  and 
Whereas,  the  fees  now  generally  paid  by  life 
insurance  companies  for  the  physical  examination 
of  applicants  for  life  insurance  are  too  low  to 
encourage  the  caliber  of  examinations  desired; 
and 

Whereas,  this  condition  is  neither  fair  nor 
desirable  in  the  interest  of  the  company,  the 
applicant,  or  the  physician;  now  therefore  be  it 
hereby 

Resolved,  that  this  House  of  Delegates  direct 
the  Medical  Society  of  the  State  of  New  York, 
through  its  Council  and  appropriate  committees, 
to  begin  negotiations  with  life  insurance  companies, 
individually  or  through  their  associations,  in  order 
to  obtain  a substantial  increase  in  fees  paid  to 
physicians  in  this  field;  and  be  it  further 

Resolved,  that  the  Council  or  its  appropriate 
committee  investigate  the  feasibility  of  developing 
a schedule  of  varying  fees  for  such  examinations 
as  these  may  vary  in  their  extensiveness. 

Referred  to  Reference  Committee  on  Report  of  the 
Council,  Part  VII. 

Section  74  ( See  87)  Resolution  57-51 

Amendment  to  Bylaws  to  Change  Selection 
of  Nominating  Committee 

Introduced  by  Dr.  C.  Stewart  Wallace,  Medical 
Society  of  the  County  of  Tompkins 

Whereas,  the  Medical  Society  of  the  State  of 
New  York  is  a democratic  organization  composed 
of  the  component  county  medical  societies  and 
district  branches  and  represented  by  their  duly 
elected  officers  and  representatives  to  the  Council, 
Board  of  Trustees,  and  House  of  Delegates;  and 
Whereas,  the  present  appointment  of  the 
Nominating  Committee  of  the  Medical  Society 
of  the  State  of  New  York  for  State  officers  and 
delegates  to  the  American  Medical  Association 
by  the  president  of  the  Medical  Society  of  the 
State  of  New  York  is  undemocratic  and  could 
lend  itself  to  the  perpetration  of  an  individual, 
group,  or  groups  in  office;  and 

Whereas,  the  district  branches  are  now  well 
organized  and  actively  functioning  bodies;  and 
Whereas,  the  district  branches  should  have 
a voice  in  selecting  their  representatives  to  the 
Nominating  Committee;  and 

Whereas,  the  resolution  to  the  1951  House  of 
Delegates  by  the  Medical  Society  of  the  County 
of  Oneida  establishing  the  Nominating  Com- 
mittee in  the  Constitution  contained  provision 
for  the  election  of  the  members  of  the  Nominating 
Committee  by  the  nine  district  branches  of  the 
Medical  Society  of  the  State  of  New  York;  and 
Whereas,  this  provision  was  deleted  by  the 
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reference  committee  in  favor  of  appointment  of 
the  Nominating  Committee  by  the  president 
of  the  Medical  Society  of  the  State  of  New 
York;  now  therefore  be  it  hereby 

Resolved,  that  the  Bylaws  of  the  Medical 
Society  of  the  State  of  New  York,  Chapter  XI, 
Section  4,  be  amended  to  read  as  follows: 

The  Nominating  Committee  shall  comprise 
eleven  members,  one  member  to  be  elected  by 
each  district  branch  and  two  additional  mem- 
bers at  large  to  be  nominated  to  this  committee 
by  the  president,  in  conformity  with  Chapter 
VII,  Section  1,  of  these  Bylaws.  It  will  be  the 
duty  of  this  committee  to  propose  and  nominate 
members  of  the  Society  for  all  vacancies  to  be 
filled  at  the  annual  meeting  of  the  House  of 
Delegates  succeeding  their  appointment.  These 
recommendations  shall  be  made  to  the  House  of 
Delegates  in  the  same  manner  as  prescribed  in 
Chapter  X,  Section  2,  of  the  Bylaws. 

Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 

Section  75  (See  144)  Resolution  57-52 

Free  Choice  of  Physician 

Introduced  by  Dr.  W.  P.  Anderton,  Secretary, 
Medical  Society  of  the  State  of  New  York 

Whereas,  Dr.  Kenneth  C.  Sawyer,  delegate 
from  the  Colorado  State  Medical  Society,  has 
requested,  through  Dr.  W.  P.  Anderton,  secretary 
of  the  Medical  Society  of  the  State  of  New  York, 
support  from  the  delegates  of  the  Medical  Society 
of  the  State  of  New  York  to  the  1957  American 
Medical  Association  house  of  delegates  for  the 
resolution  appended  below;  now  therefore  be  it 
hereby 

Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  American 
Medical  Association  1957  house  of  delegates  be 
hereby  instructed  to  support  and  vote  for  the 
following  resolution: 

Whereas,  the  time-honored  right  of  the 
American  citizen  freely  to  choose  his  physician 
from  among  all  those  available  and  legally 
qualified  has  contributed  immeasurably  to  the 
advancement  of  American  standards  of  medical 
care  to  their  present  world  pre-eminence;  and 
Whereas,  deterioration  in  the  quality  of 
medical  care  rendered  has  developed  in  systems 
of  medical  care  which  deny  patients  this 
traditional  American  right;  and 

Whereas,  the  definition  of  the  free  choice  of 
physician  in  the  Principles  of  Medical  Ethics  of 
the  American  Medical  Association  recognizes 
the  validity  of  interest  of  a third  party  inter- 
jected between  the  patient  and  his  choice  of 
physician  only  when  that  third  party  assumes 
legal  and  financial  responsibility  for  occupa- 
tional disease  or  injury;  and 

Whereas,  this  house  of  Delegates  reiterated 
its  adherence  to  this  free  choice  principle  as  a 
fundamental  right  of  American  citizens  which 


contributes  to  the  betterment  of  medical  care  by 
unanimously  adopting  Resolution  No.  24  at 
the  June,  1950,  Chicago  Session,  thereby  direct- 
ing the  Councils  on  Medical  Service  and  In- 
dustrial Health  to  revise  their  published 
“Guiding  Principles  for  Evaluating  Manage- 
ment and  Union  Health  Centers”  to  conform 
to  the  free  choice  principle;  now  therefore  be  it 
hereby 

Resolved,  that  this  House  of  Delegates  again 
reiterates  the  adherence  of  the  American 
Medical  Association  to  the  principle  of  the  free 
choice  of  physician  as  currently  defined  in  the 
Principles  of  Medical  Ethics  as  being  essential 
to  the  welfare  of  the  patient;  and  be  it  further 
Resolved,  that  the  Judicial  Council  is  re- 
quested to  caution  all  members  of  the  American 
Medical  Association  that  voluntary  participa- 
tion in  systems  of  medical  care  which  deny 
patients  their  right  of  free  choice  of  physician 
as  so  defined,  other  than  as  may  be  required  by 
the  mandates  of  law,  constitutes  a violation  of 
the  Principles  of  Medical  Ethics. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VII. 

Section  76  (See  194)  Resolution  57-53 

Formula  for  Adjustment  of  Medical  Fee 
Schedule  of  Workmen's  Compensation  Board 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  the  cost  of  living  index  has  increased 
by  over  100  per  cent  during  the  past  twenty  years, 
and  the  trend  seems  to  be  a continuation  of  the 
same  process;  and 

Whereas,  this  increased  cost  of  living  has 
manifested  itself  by  increased  disability  payments, 
increased  insurance  company  administrative 
overhead,  and  increased  premiums  charged  by 
insurance  carriers,  all  of  which  pertain  to  the 
Workmen’s  Compensation  Act;  and 

Whereas,  a minimum  fee  schedule  has  been  in 
force  for  over  twenty  years  and  physicians  have 
been  granted  a single  increase  of  8 per  cent  over 
the  original  allowance;  now  therefore  be  it  hereby 
Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
petition  the  Governor  of  the  State  of  New  York 
to  direct  the  Chairman  of  the  Workmen’s  Com- 
pensation Board  to  study  this  problem  of  inade- 
quate fees  for  physicians  engaged  in  the  treatment 
of  employes  rendered  sick  or  injured  under  the 
purview  of  the  Workmen’s  Compensation  Act; 
and  be  it  further 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
recommend  that  a formula  be  found  whereby  the 
minimum  fee  schedule  can  be  adjusted  annually 
to  compensate  for  changes  in  the  cost  of  living. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  X. 
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Section  77  ( See  111)  Resolution  57-54 

Creation  of  Commission  to  Study- 
Autopsy  La  iv 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  ambiguities  in  the  statutes  dealing 
with  autopsies  and  death  certificates  promote 
misconceptions  in  the  minds  of  the  lay  public; 
and 

Whereas,  such  misconceptions  create  obstacles 
for  medical  examiners,  coroners,  pathologists  in 
the  performance  of  their  tasks;  and 

Whereas,  these  ambiguities  and  misconcep- 
tions have  created  prejudice  against  autopsies  and 
hinder  the  advancement  of  medical  knowledge 
and  are  in  conflict  with  the  general  welfare;  now 
therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York 
memorialize  the  Legislature  of  the  State  of  New 
York  to  create  a commission  with  representation 
from  all  interested  parties,  including  the  Legisla- 
ture, the  Bar  Association,  and  the  Medical  Society 
of  the  State  of  New  York,  for  the  purpose  of  review- 
ing existing  laws  and  regulations  governing  the 
dead  human  body  and  the  autopsy,  to  study  the 
social  and  medicolegal  aspects  of  the  problem, 
and  to  submit  a report  with  recommendations  for 
the  legislation  needed  to  establish  basic  definitions, 
clarify  the  present  ambiguities,  and  codify  and 
promote  a sound  legal  procedure  for  the  regulation 
of  death  certification  and  the  autopsy. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  IX. 

Section  78  (See  112)  Resolution  57-55 

Constitutionality  of  Recently 
Enacted  Podiatry  Bill 

Introduced  by  the  Medical  Society  of  the  County 
of  Oneida 

Whereas,  Article  IX-C  of  the  State  Insurance 
Law  embodies  the  principle  that  hospital  service 
corporations,  medical  expense  indemnity  corpora- 
tions, and  dental  expense  corporations,  respec- 
tively and  exclusively,  should  provide  hospital 
service,  medical  indemnity,  and  dental  indem- 
nity; and 

Whereas,  the  physicians  and  surgeons  of  the 
State  of  New  York,  depending  upon  the  phrasing 
and  intent  in  that  law,  have  committed  them- 
selves to  fee  schedules  and  the  financial  support 
of  plans  that  derive  their  strength  mainly  from 
the  undertaking  of  the  medical  profession  to  accept 
prorated  fees,  if  a plan  cannot  afford  to  pay  a 
scheduled  fee,  and  to  accept  a scheduled  indem- 
nity payment  as  an  entire  fee  where  the  patient’s 
earnings  are  below  a certain  level;  and 

Whereas,  the  State  Legislature  has,  since  the 
inception  of  the  medical  expense  indemnity 
corporations,  twice  amended  Section  250  of  the 
Insurance  Law,  first  to  permit  medical  expense 
indemnity  corporations  to  make  payments  to 


dentists,  and  more  recently  to  permit  the  same 
medical  corporations  to  make  payments  to  podia- 
trists; and 

Whereas,  the  mandatory  inclusion  of  the 
dentists  and  podiatrists  under  medical  plans  to 
which  the  physicians  have  contributed  a great 
deal  of  money  and  services  constitutes  an  unlawful 
taking  of  private  property  without  due  process  of 
law  in  violation  of  the  Fourteenth  Amendment 
to  the  Constitution  of  the  United  States;  now 
therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  in 
convention  assembled  hereby  direct  the  counsel 
of  the  Society  to  initiate  proper  action  to  obtain  a 
judicial  decision  as  to  the  constitutionality  of  the 
provisions  making  it  mandatory  for  dentists  and 
podiatrists  to  be  included  under  a medical  indem- 
nity plan  contrary  to  the  wishes  of  the  direct 
parties  of  interest  in  the  plan ; and  be  it  further 

Resolved,  that  the  Bureau  of  Medical  Care 
Insurance  of  the  Medical  Society  of  the  State  of 
New  York  negotiate  for  the  financial  and  legal 
assistance  of  the  major  medical  indemnity  cor- 
porations in  the  furtherance  of  this  proposal. 

Referred  to  reference  committee  on  Report  of  the 

Council,  Part  IX. 

Section  79  Resolution  57-56 

Retired  Membership  for  Dr.  Harry  S.  Fish 

Introduced  by  Dr.  Frederick  K.  Shaw,  Medical 

Society  of  the  County  of  Tioga 

Whereas,  Dr.  Harry  S.  Fish  has  been  a member 
of  the  Medical  Society  of  the  County  of  Tioga 
and  the  Medical  Society  of  the  State  of  New 
York  for  many  years;  and 

Whereas,  through  secretarial  error  and  through 
no  fault  of  his  ora,  Dr.  Harry  S.  Fish  was  not 
nominated  for  retired  membership  in  the  Medical 
Society  of  the  State  of  New  York  in  May,  1956; 
and 

Whereas,  Dr.  Harry  S.  Fish  is  recorded  as 
having  been  dropped  from  membership  in  the 
Medical  Society  of  the  State  of  New  Y ork  for 
failure  to  pay  1956  dues;  now  therefore  be  it 
hereby 

Resolved,  that  Dr.  Harry  S.  Fish  of  Waverly, 
Tioga  County,  be  reinstated  to  membership  in 
good  standing  and  elected  a retired  member  in  the 
Medical  Society  of  the  State  of  New  York  as  of 
May  9,  1956. 

Dr.  H.arry  A.  Mackler,  Kings:  I move  he  be 

elected. 

Dr.  Thomas  E.  McCarthy,  Bronx:  I second  it. 
Chorus:  Aye. 

Vice-Speaker  Williams:  That  is  by  acclaim. 

Section  80  (See  178)  Resolution  57-57 

Advertising  of  Clinical  Laboratories 

Introduced  by  Dr.  Harry  P.  Smith,  Section  on 

Pathology  and  Clinical  Pathology 
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Whereas,  the  advertising  of  professional 
medical  services,  either  by  individuals  or  by 
groups,  is  contrary  to  public  interest  and  should 
not  be  condoned;  and 

Whereas,  the  house  of  delegates  of  the  Ameri- 
can Medical  Association,  at  its  session  of  June, 
1955,  recognized  the  principle  that  advertising  of 
clinical  laboratories  in  medical  journals  is  subject 
to  these  same  restrictions;  and 

Whereas,  some  confusion  seems  to  exist  among 
certain  of  our  members  regarding  the  advertising 
of  clinical  laboratories  in  medical  society  publica- 
tions; now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  express  its  disapproval  of  the 
advertising  of  clinical  laboratories  in  medical 
society  publications;  and  be  it  further 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  hereby  recommend  to  each  of  its 
component  county  societies  that  it  refrain  from 
publishing  advertisements  of  clinical  laboratories 
in  its  own  periodicals. 

Referred  to  reference  committee  on  Report  of  the 

Council,  Part  VI. 

Section  81  ( See  129)  Resolution  57-58 

Preparation  of  Medical  Forms 

Introduced  by  Medical  Society  of  the  County  of 

Albany 

Whereas,  requirements  of  insurance  companies, 
Federal  agencies,  State  agencies,  business  firms, 
etc.,  for  filling  out  reports,  forms,  blanks,  question- 
naires, etc.,  have  become  a burden  to  the  private 
physician;  and 

Whereas,  no  recompense  is  offered  in  19  out  of 
20  of  said  forms;  and 

Whereas,  the  parties  requesting  these  forms 
are  well  able  to  pay  a moderate  fee,  and 

Whereas,  this  should  not  jeopardize  the 
Medical  Society  in  the  eyes  of  the  general  public; 
and 

Whereas,  the  cost  to  the  doctor  and  his  secre- 
tary in  time  is  becoming  almost  prohibitive;  now 
therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  design  and  draw  up  a short 
medical  form  of  approximately  ten  questions  that 
would  be  suitable  for  reports  to  all  companies, 
and  that  this  form  be  filled  out  one  time  for  each 
case  without  charge.  Any  subsequent  forms, 
requests  for  information,  progress  reports,  etc., 
have  a minimum  fee  of  $3.00  attached  thereto. 

Referred  to  reference  committee  on  Report  of 

the  Council,  Part  XI. 

Section  82  (See  113)  Resolution  57-59 

Report  of  Committee  on  Legislation 

Introduced  by  Dr.  Herbert  Berger,  First 

District  Branch 

Whereas,  the  report  of  the  Council  Com- 
mittee on  Legislation,  on  page  1260,  Part  VII, 


states:  “A  free  choice  of  medical  plan  bill  will 
be  reintroduced.  However,  in  keeping  with  our 
policy  of  previous  years,  it  will  not  be  actively 
supported  in  Albany  because  we  still  believe  that 
this  is  a problem  which  primarily  concerns  the 
doctors  in  the  downstate  area  and  the  battle 
should  be  fought  in  New  York  City”;  and 

Whereas,  this  unfortunate  choice  of  words 
leaves  the  inference  that  the  Committee  on 
Legislation  is  not  obligated  to  support  energeti- 
cally bills  affecting  members  of  the  Medical 
Society  of  the  State  of  New  York  in  certain  local 
areas;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  direct 
the  Committee  on  Legislation  to  change  this 
policy. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  IX. 


Section  83  (See  Ilf)  Resolution  57-60 

Commercial  Rent  Control 

Introduced  by  Dr.  Thomas  F.  McCarthy,  Bronx 
County  Medical  Society 

Whereas,  physicians'  fees  are  increasingly 
being  fixed  by  regulations,  i.e.,  Workmen’s 
Compensation,  Medicare,  medical  care  insurance, 
public  relations  policy;  and 

Whereas,  the  commercial  rent  control  law 
provides  a statutory  protection  for  physicians 
against  inflationary  boosts  in  office  rental;  now 
therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  direct 
the  Committee  on  Legislation  to  support  such 
legislation  and  cooperate  with  other  business  and 
professional  groups  for  this  purpose. 

Referred  to  Reference  Committee  on  Report  of  the 
Council,  Part  IX. 


Section  84  (See  115)  Resolution  57-61 

Institutional  Practice  of  Medicine 

Introduced  by  Medical  Society  of  the  County  of 
Albany 

Whereas,  the  legality  of  the  institutional 
practice  of  medicine  has  never  been  definitely 
clarified  and  the  various  boundaries  adequately 
defined;  and 

Whereas,  the  institutional  practice  of  medicine 
by  physician  employes  is  growing;  now  therefore 
be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  request 
the  Council  to  institute  legal  proceedings  to  clarify 
this  situation. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  IX. 
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Section  85  (See  179 ) Resolution  57-62 

Compulsory  Contributions  in 
Voluntary  Hospitals 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  there  has  been  an  increasing  tendency 
to  tax  members  of  visiting  staffs  of  voluntary 
hospitals  for  the  purpose  of  maintenance  of  the 
hospitals  and  for  building  funds  for  additions  to 
the  hospitals;  and 

Whereas,  such  compulsory  contributions  to 
building  and  maintenance  funds  of  hospitals  has 
caused  a good  deal  of  dissension  among  the 
members  of  the  visiting  staff ; and 

Whereas,  such  compulsory  contributions  are 
potentially  a menace  to  the  ethical  practice  of 
medicine;  now  therefore  be  it  hereby 

Resolved , that  taxation  of  doctors  for  compulsory 
contributions  to  maintenance  and  building  funds 
of  voluntary  hospitals  is  contrary  to  the  best 
interests  of  ethical  medicine. 

Referred  to  reference  committee  on  Report  of 
the  Council,  Part  VI. 

Vice-Speaker  Williams:  If  you  want  to  have  a 
resolution,  you  will  have  to  bring  it  to  Miss  Lewis  and 
she  will  have  it  mimeographed  and  then  we  will  have 
a copy. 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Speaker, 
there  are  so  many  resolutions  in  this  session  of  the 
House  of  Delegates  and  some  are  on  the  same  sub- 
ject and  I think  it  will  be  easier  for  the  delegates 
who  wish  to  attend  and  discuss  the  resolutions  in 
the  various  committees  if  each  committee  would 


post  a list  of  the  resolutions  in  the  order  in  which 
they  expect  to  take  them.  In  that  way  each  one 
of  us  could  attend  one  or  more  of  the  reference 
committees  at  the  time  the  resolutions  would  be 
coming  up. 

Speaker  Holcomb:  Thank  you,  Dr.  d’Angelo. 
Perhaps  it  would  facilitate  things  if  they  reviewed 
them  in  the  order  of  their  numbers.  The  Speaker 
would  like  to  congratulate  the  various  representa- 
tives of  the  county  societies.  This  year,  for  the 
first  time,  we  had  practically  all  of  these  resolutions 
sent  to  us  before  a meeting  was  called.  I think 
you  can  all  understand  how  much  easier  it  is  to  have 
these  prepared  and  allocated  if  they  are  brought  in 
before.  We  would  like  to  have  them  some  time  by 
the  first  of  April,  if  possible. 

Will  all  those  who  plan  to  stay  for  the  dinner 
tonight  please  pick  up  their  tickets  when  the  meeting 
is  adjourned. 

Are  there  any  further  supplementary  reports  or 
resolutions? 

The  board  of  directors  of  the  Blood  Banks 
Association  of  New  York  State  request  the  pleasure 
of  your  company  at  the  sixth  annual  meeting  on 
Wednesday,  May  15,  at  1:00  o’clock.  That  will 
follow  the  termination  of  our  proceedings  here. 

Dr.  Kenney,  where  will  that  meeting  be  held? 

Dr.  J.  Stanley  Kenney,  Trustee:  The  Boston 
Room. 

Speaker  Holcomb:  I would  like  to  again  stress 
the  fact  that  the  reference  committees  should  meet 
promptly  and  begin  their  work  promptly.  Thank 
you. 

. . . Whereupon,  at  12:30  p.m.,  the  proceedings 
were  adjourned.  . . 


Morning  Session 

Tuesday , May  14,  1957 


The  session  convened  at  9 a.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order.  We  are  a few  minutes  late  in  starting, 
but  if  everyone  will  be  seated,  we  will  proceed. 

Section  86 

Announcements 

Speaker  Holcomb:  The  Speaker  wishes  to  an- 
nounce to  the  House  of  Delegates  that  I have  set  a 
deadline  for  the  introduction  of  new  resolutions  at 
11:00  o’clock  this  morning,  except  for  a three- 
quarters  affirmative  vote  in  the  House  of  Delegates. 

We  have  an  announcement  that  there  are  a 
limited  number  of  tickets  available  to  see  the  Arthur 


Godfrey  show  Wednesday  evening,  May  15,  if 
anyone  so  desires.  We  have  about  25  tickets  avail- 
able from  Mr.  Tracey  at  the  press  table. 

I’d  like  to  announce  that  we  hope  very  thoroughly 
to  avoid  a night  session.  That  will  depend,  of 
course,  on  the  avoidance  of  too  much  repetitious  and 
controversial  discussion.  It  depends  on  the  House 
of  Delegates,  to  a certain  extent,  and  probably  on 
the  Speaker  ruling  correctly  on  certain  issues. 

We  have  three  matters  this  morning  which  I 
shall  try  to  introduce  between  reports  of  reference 
committees.  And  we  will  call  on  Dr.  Beverly 
Smith  later  for  a short  report  on  the  Physicians’ 
Home.  I think  most  of  us  realize  that  this  is  one  of 
the  most  important  projects  the  Medical  Society 
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maintains,  and  1 feel  that  you  should  be  informed 
about  it,  so  I have  asked  Dr.  Beverly  Smith  to 
limit  his  statements  to  eight  or  ten  minutes. 

We  have  also  Dr.  Azzari,  who  will  speak  briefly 
on  the  World  Medical  Association  and  its  values, 
and  the  advantages  of  applying  for  membership. 

Section  87  (see  74) 

Amendment  to  Bylaws  to  Change  Selection  of 
Nominating  Committee — Resolution  57-51 

Withdrawn 

Speaker  Holcomb:  If  you  will  turn  to  your 
folder,  resolution  57-51,  which  was  referred  to  the 
Special  Committee  on  Constitution  and  Bylaws, 
has  to  do  with  the  amendment  to  the  Bylaws  to 
change  the  selection  of  the  nominating  committee, 
and  was  introduced  by  Dr.  C.  Stewart  Wallace, 
Medical  Society  of  the  County  of  Tompkins.  This 
resolution  has  been  withdrawn  by  the  sponsor. 

Are  there  any  distinguished  visitors  present  in  the 
House  this  morning  from  neighboring  states? 

. . . No  response.  . . 

Section  88 

Dr.  Arthur  J.  Bedell  W elcomed 

Speaker  Holcomb:  The  Speaker  usually  ac- 
knowledges the  presence  of  our  past  president,  Dr. 
Bedell  of  Albany.  Dr.  Bedell  was  here  yesterday, 
and  came  to  the  rostrum,  and  I assumed  that  he 
would  be  here  for  the  session  anti  voting  on  Wednes- 
day, but  I believe  he  returned  to  Albany.  However, 
this  is  a belated  greeting  to  Dr.  Bedell,  whom  we 
always  like  to  hear  from,  particularly  regarding 
financial  matters. 

Section  89 

Introduction  of  Reference  Committee 
Reports  and  of  Resolutions 

Speaker  Holcomb:  The  floor  will  now  be  open 
for  the  introduction  of  reference  committee  reports. 
They  will  be  received  in  the  order  that  they  are  pre- 
sented at  the  rostrum.  I shall  ask  the  chairman  of 
those  reference  committees  to  take  the  seats  at  the 
right  that  Dr.  Williams  has  prepared  for  them,  so 
that  they  will  be  ready  to  report  when  called  upon. 

We  have  since  yesterday  only  four  new  resolu- 
tions that  have  been  introduced  since  we  recessed  in 
the  afternoon.  This  is  really  quite  a record.  As  I 
said  yesterday,  this  year,  due  to  the  promptness  of 
the  various  component  county  societies  and  the 
secretaries  and  executive  secretaries,  55  resolutions 
were  submitted  in  advance,  so  that  they  could  be 
classified  and  referred  properly.  So  we  would  like 
to  compliment  the  various  individuals  or  groups 
that  were  responsible  for  the  prompt  action. 

Section  90  ( See  116 ) Resolution  57-63 

Interpretation  of  Civil  Practice  Act 

Introduced  by  Dr.  William  Hall  Lewis,  Jr., 
Medical  Society  of  the  County  of  New  York 


Whereas,  the  New  York  State  Civil  Practice 
Act  as  a statute  of  the  State  of  New  York  in  sec- 
tion 347  provides  certain  limitations  and  condi- 
tions for  the  introduction  of  testimony  of  a party 
to  an  action  or  interested  witness  as  against  the 
estate  or  survivors  of  a deceased  person  or  lunatic, 
or  the  representatives  of  the  estate  or  of  the  sur- 
vivors; and 

Whereas,  the  interested  party  or  witness  or 
claimant  in  such  action  is  precluded  by  the  statute 
from  testifying  with  respect  to  any  personal  trans- 
actions or  communications  between  himself  and 
the  deceased  person  or  lunatic;  and 

Whereas,  judicial  interpretation  in  several 
court  actions  as  far  back  as  1911  has  set  a pre- 
cedent for  interpretation  of  this  Section  347 
in  regard  to  the  physician  and  his  medical  serv- 
ices; and 

Whereas,  this  interpretation  leads  to  such  re- 
strictions that  the  physician  cannot  testify  in  any 
form  verbally  or  by  records  or  correspondence  to 
the  services  rendered  by  him ; and 

Whereas,  this  interpretation  is  outdated  and 
unduly  restrictive  in  this  respect;  and 

Whereas,  Section  347  of  the  New  York  State 
Civil  Practice  Act  has  been  amended  by  the  State 
Legislature  in  1935,  1940,  and  1945  in  regard  to 
other  respects  not  relating  to  medical  services; 
now  therefore  be  it  hereby 

Resolved,  that  this  House  empower  its  Com- 
mittee on  Legislation  with  advice  of  the  Society’s 
Counsel  to  review  this  interpretation  of  Section 
347  of  the  Civil  Practice  Act,  to  correspond 
thereon  with  the  appropriate  committee  of  the 
New  York  State  Bar  Association,  and  to  seek  tt> 
introduce  in  the  Legislature  of  the  State  of  New 
York,  if  the  Society’s  committee  sees  fit,  ap- 
propriate amendment  to  Section  347  for  the  pur- 
pose of  modifying  the  undue  restrictive  effects  of 
the  existing  judicial  interpretation  on  testimony 
for  medical  services. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  IX. 

Section  91  (See  128)  Resolution  57-64 

Conflict  in  Meeting  Dates  with 
American  Psychiatric  Association 

Introduced  by  Dr.  Irving  J.  Sands,  Medical 
Society  of  the  County  of  Kings 

Whereas,  many  members  of  the  Medical  So- 
ciety of  the  State  of  New  York  are  actively  en- 
gaged in  the  practice  of  psychiatry ; and 

Whereas,  these  members  by  the  very  nature  of 
their  specialty  are  also  members  of  the  American 
Psychiatric  Association;  and 

Whereas,  the  meetings  of  the  American  Psy- 
chiatric Association  and  the  Medical  Society  of 
the  State  of  New  York  have  been  taking  place  at 
the  very  same  time;  and 

Whereas,  many  of  our  members  who  are  prac- 
ticing psychiatry  are  thus  inconvenienced  be- 
cause of  their  inability  to  attend  the  meetings  of 
the  American  Psychiatric  Association  and  the 
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meetings  of  the  Section  on  Psychiatry  and  Neu- 
rology of  the  Medical  Society  of  the  State  of  New 
York;  now  therefore  be  it  hereby 

Resolved,  that  the  officers  of  our  Society  be  re- 
quested to  communicate  with  the  officers  of  the 
American  Psychiatric  Association  to  arrange  their 
meetings  so  that  they  should  not  occur  at  the  very 
same  time. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  XII. 

Section  92  ( See  124)  Resolution  57-65 

Establishing  of  Section  on  Legal  Medicine 

Introduced  by  Dr.  Aaron  Kottler,  Medical  So- 
ciety of  the  County  of  Kings 

Whereas,  there  have  been  three  Sessions  on 
Legal  Medicine  as  part  of  the  annual  program  of 
the  Medical  Society  of  the  State  of  New  York, 
hereinafter  referred  to  as  the  Society;  and 

Whereas,  attendance  at  those  meetings  was 
very  good  and  would  have  been  even  better  if 
they  had  been  scheduled  for  times  when  they  did 
not  conflict  with  other  important  meetings;  and 
Whereas,  the  interest  of  doctors  in  things 
medicolegal  has  been  mounting  by  leaps  and 
bounds;  and 

Whereas,  the  American  Board  of  Legal  Medi- 
cine, Inc.,  is  a national  organization  of  physicians 
interested  in  medicolegal  matters,  all  of  whom 
either  have  a degree  in  law  or  in  lieu  thereof,  five 
years  of  active  medicolegal  experience ; and 

Whereas,  several  members  of  the  American 
Board  of  Legal  Medicine,  Inc.,  are  also  members 
of  the  Society ; and 

Whereas,  the  American  Board  of  Legal  Medi- 
cine, Inc.,  is  most  desirous  of  seeing  a Section  on 
Legal  Medicine  established  as  part  of  the  per- 
manent organization  of  the  Society;  and 

Whereas,  the  American  Board  of  Legal  Medi- 
cine, Inc.,  stands  ready  to  cooperate  with  the 
Society  in  ever}’  way  possible  by  furnishing 
speakers,  panels,  and  discussants  for  the  medi- 
colegal meetings  and  further  by  working  with  the 
Society  in  every  way  it  can:  now  therefore  be  it 
hereby 

Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  establish  at  once  a Section  on  Legal 
Medicine  as  a part  of  its  permanent  organizational 
setup. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  XII. 

Section  93  (See  180)  Resolution  57-66 

Proposal  for  Study  Committee  on  Lack 
of  Interest  in  Certain  Specialties 

Introduced  by  Medical  Society  of  the  County 
of  Monroe 

Whereas,  there  appears  to  be  a growing  lack  of 
interest  in  the  specialties  of  pathology,  radiology, 
anesthesiology,  and  psychiatry  on  the  part  of 
medical  students,  house  staff  doctors,  and  physi- 


cians in  general;  and 

Y\  hereas,  this  lack  of  interest  is  apparently 
causing  a growing  shortage  in  the  number  of 
physicians  taking  residencies  in  and  progressing 
in  these  specialties;  now  therefore  be  it  hereby 
Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  express 
its  concern  over  this  situation;  and  be  it  further 
Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  5 ork  to  the  house  of 
delegates  of  the  American  Medical  Association  be 
instructed  to  introduce  a resolution  recommending 
the  formation  of  a committee  of  the  American 
Medical  Association  to  investigate  and  report  on 
this  matter  to  see  if  the  allegation  is  true  and  to 
make  recommendations  for  its  remedy. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  YI. 

Speaker  Holcomb:  Are  there  any  reference  com- 
mittees ready  to  report?  Or  does  anyone  have  an 
announcement  that  he  wishes  to  make  at  this  time? 

Section  94 

iiI'ifty~l[ear  Physicians ” Certificates 

Speaker  Holcomb:  Following  the  annual  cus- 
tom, the  Medical  Society  of  the  State  of  New  York 
on  May  13,  1957,  will  honor  the  members  who  have 
completed  fifty  years  of  medical  practice  since  the 
Society’s  last  annual  meeting. 

Certificates  commemorating  a half  century  of 
service  of  these  physicians  to  their  patients  will  be 
mailed  to  them  during  the  course  of  the  Society’s 
151st  Annual  Meeting,  to  be  held  at  the  Hotel 
Statler.  The  certificates  will  bear  the  signatures 
of  Dr.  James  Greenough,  of  Otsego,  president  of 
the  State  Medical  Society,  and  Dr.  Walter  An- 
derton,  New  York  City,  secretary. 

The  reference  committees  are  still  not  ready? 

Section  95  (See  8 and  16) 

Report  of  Reference  Committee  on  Reports  of 
Secretary,  Judicial  Council,  and  Districs 
Branches:  Report  and  Supplementary  Reportt 
of  the  Secretary 

Speaker  Holcomb:  Now  Dr.  Stewart  Wallace, 
chairman,  reference  committee  on  Reports  of  the 
Secretary,  Judicial  Council,  and  District  Branches. 

Dr.  C.  Stewart  Wallace,  Tompkins:  Mr. 

Speaker,  members  of  the  House  of  Delegates,  on 
part  1 of  the  secretary’s  report,  your  reference  com- 
mittee, after  reviewing  Dr.  Anderton’s  most  com- 
prehensive report  as  secretary  of  the  Society,  wishes 
to  congratulate  him  on  his  complete  review  of  the 
Society’s  activities  for  the  past  year.  Many  long 
hours  of  service  to  the  Society  are  represented  by 
these  reports.  Included  in  the  secretary’s  report  are 
comments  under  the  headings  of  trustees,  district 
branches,  publications,  office,  sesquicentennial, 
membership,  placement  bureau,  and  dental  health. 
These  are  to  be  considered  by  the  appropriate  com- 
mittees and  require  no  comment  by  this  committee. 

I move  the  adoption  of  this  portion  of  the  report. 
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Dr.  Thomas  F.  McCarthy,  Bronx:  I second. 
Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Wallace:  Included  in  the  secretary’s 

supplementary  report  is  the  following: 

“It  is  with  profound  regret  that  I report  Dr. 
Floyd  S.  Winslow’s  resignation  as  Councillor  was 
received  April  23,  1957,  on  account  of  ill  health. 
He  has  been  a tower  of  strength  and  wisdom  for 
many  years,  as  president,  councillor,  and  chairman 
of  your  Public  Relations  Committee.  His  loss  will 
be  sorely  felt.”  Your  reference  committee  wishes  to 
endorse  the  expression  of  the  secretary  in  his  com- 
ments relative  to  Dr.  Winslow. 

Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report. 

Dr.  Herbert  S.  Ogden,  New  York:  Second. 
Speaker  Holcomb:  Is  there  any  discussion? 

All  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 

Dr.  Wallace:  Also  included  in  the  supple- 

mentary report  of  the  secretary  is  a communication 
from  the  Otsego  County  Medical  Society.  This 
communication  reads  as  follows: 

At  the  regular  meeting  of  the  Otsego  County  Med- 
ical Society  on  April  24,  1957,  the  following  resolu- 
tion was  passed  in  view  of  the  letter  from  the  Med- 
ical Societv  of  the  County  of  Oneida  on  April  4, 
1957: 

The  Medical  Society  of  the  County  of  Otsego 
endorses  the  present  representation  of  the  county 
medical  societies  at  the  House  of  Delegates  and 
expresses  its  full  approval  of  the  present  delega- 
tion of  authority  to  the  House  of  Delegates, 
Officers,  and  Council  of  the  Medical  Society  of 
the  State  of  New  York. 

H.  E.  Wilk,  M.D.,  Secretary 
Otsego  County  Medical  Society 

Your  reference  committee  has  presented  the 
above  communication  to  the  House  of  Delegates  for 
information.  Inasmuch  as  this  communication  was 
not  submitted  in  the  form  of  a resolution  to  the 
House  of  Delegates  no  action  is  required. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Ogden:  Second. 

Speaker  Holcomb:  Any  discussion?  Those  in 
favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  So  ordered. 
Section  96 

Report  of  Reference  Committee  on  Reports 
of  Secretary Judicial  Council , and  District 
Branches:  Report  of  the  Judicial  Council 

Dr.  C.  Stewart  Wallace,  Tompkins:  The  re- 
port of  the  Judicial  Council  indicates  that  there  were 
no  matters  brought  before  it  for  consideration  in  the 
past  year.  Your  reference  committee  accepts  this 
report  without  comment. 


Mr.  Speaker,  I move  the  adoption  of  this  por- 
tion of  the  report. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Second. 

Speaker  Holcomb:  Is  there  any  discussion? 

All  those  in  favor  will  say  aye. 

Chorus:  Ave. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 
Section  97 

Report  of  Reference  Committee  on  Reports 
of  Secretary,  Judicial  Council , and  District 
Branches:  Reports  of  the  District  Branches 

Dr.  C.  Stewart  Wallace,  Tompkins:  Your 
reference  committee  has  reviewed  with  interest  the 
increasing  activities  of  the  district  branches  in  the 
past  year.  All  branches  except  the  Fifth  held  an- 
nual meetings  with  various  types  of  programs. 
These  were  well  attended.  The  Fifth  District 
Branch  held  its  meeting  in  conjunction  with  a 
Cardiac  Teaching  Day,  and  this  was  also  well  at- 
tended. 

The  district  branches  have  shown  considerable 
increase  in  activity  on  the  medical  economic  front. 
There  is  also  much  interest  shown  in  the  form  of 
caucuses  of  delegates  to  the  House  on  a district 
basis  or  a combination  of  districts.  Such  meetings 
can  only  result  in  better-informed  members  of  the 
House  of  Delegates  where  important  decisions 
must  be  made.  Increased  activity  by  the  district 
branches  has  also  served  to  bring  more  physicians 
into  active  roles  in  their  local  societies  and  district 
branches. 

Your  reference  committee  wishes  to  commend  Dr. 
Anderton  for  his  direct  help  to  the  district  branches 
in  many  of  their  activities. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Anthony  A.  Mira,  Queens:  Second. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no?  So 

ordered. 

Section  98  ( See  61 ) 

Report  of  Reference  Committee  on  Reports 
of  Secretary,  Judicial  Council,  and  District 
Branches:  Omission  of  Scientific  Program  by 
Second  District  Branch 

Dr.  C.  Stewart  Wallace,  Tompkins:  Resolu- 
tion 57-38,  subject:  “Omission  of  Scientific  Pro- 
gram by  Second  District  Branch,”  was  considered 
by  your  reference  committee.  It  is  the  opinion  of 
your  reference  committee  that  the  resolution  as 
proposed  by  Nassau  County  is  consistent  with  the 
Bylaws  and  that  no  action  of  the  House  of  Dele- 
gates is  required. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Alfred  P.  Ingegno,  Kings:  Second. 

Speaker  Holcomb:  Is  there  any  discussion? 
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If  not,  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 

Dr.  Wallace:  Your  chairman  wishes  to  thank 
the  members  of  this  reference  committee  for  their 
cooperation  in  the  preparation  of  this  report.  They 
are:  Drs.  Henry  J.  Barrow,  Philip  Hust,  John  G. 
Masterson,  and  Leo  T.  Flood. 

Mr.  Speaker,  I move  the  adoption  of  the  report  as 
a whole. 

Dr.  Ingegno:  Second. 

Speaker  Holcomb:  Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no?  And  so 
ordered.  Thank  you,  Dr.  Wallace.  (Applause) 

Section  99  (See  37) 

Report  of  Reference  Committee  on  Miscel- 
laneous Business:  Amendment  to  Federal 

Employee's  Compensation  Act 

Speaker  Holcomb:  Dr.  Grosselfinger,  Rockland 
Count}-,  chairman  of  Miscellaneous  Business. 

Dr.  Harold  W.  Grosselfinger,  Rockland: 
Mr.  Speaker,  your  reference  committee  for  Mis- 
cellaneous Business  met  and  discussed  the  three 
resolutions  referred  to  us. 

Resolution  57-14,  which  pertains  to  an  amend- 
ment to  the  Federal  Employees  Compensation  Act, 
was  discussed  and  approved  as  written.  Your 
committee  recommends  approval  of  this  resolution 
and  the  approval  of  this  portion  of  the  report. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Anthony  A.  Mira,  Queens:  Second. 

Speaker  Holcomb:  Is  there  any  discussion  of 
this  resolution  from  the  floor?  If  not,  those  in  favor 
say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  It  is  so 

ordered.  All  right. 

Section  100  (See  38) 

Report  of  Reference  Committee  on  Miscel- 
laneous Business:  Recommended  Changes  in 

Policy  for  Treatment  of  Injured  Members  of 
the  United  States  Post  Office  Department 

Dr.  Harold  W.  Grosselfinger,  Rockland: 
Resolution  57-15,  pertaining  to  recommended 
changes  in  policy  in  treatment  for  injured  members 
of  the  United  States  Post  Office  Department,  was 
discussed.  Your  committee  approved  the  resolu- 
tion but  recommended  that  the  second  resolved  be 
altered  to  read: 

“Resolved,  that  a copy  of  this  resolution  be 

forwarded  to  the  President  of  the  United  States, 

Postmaster  General,  Surgeon  General,  the  two 

United  States  Senators  and  all  congressmen  and 

postmasters  of  New  York  State.” 

Your  committee  recommends  the  approval  of  this 
resolution  as  amended. 

Speaker  Holcomb:  Did  someone  second  the 
resolution? 

Dr.  Alfred  P.  Ingegno,  Kings:  Second. 

Speaker  Holcomb:  Does  anyone  wish  to  discuss 


this  resolution  as  amended? 

You  will  notice  it  calls  for  a copy  of  the  resolution 
to  be  forwarded  to  the  President,  Postmaster  Gen- 
eral, and  the  postmasters  of  New  York  State. 
That  is  a fairly  big  order,  doctor. 

Dr.  Herbert  S.  Ogden,  New  York:  How  many 
are  there,  do  you  know? 

Dr.  Grosselfinger:  I don’t  know,  but  the  feel- 
ing was  that  as  written  it  only  included  Queens 
County,  and  that  in  conjunction  with  the  previous 
resolution,  which  involved  Federal  employes  also, 
the  resolution  would  only  cover  Queens  County, 
and  that  if  the  resolution  were  being  introduced,  it 
should  cover  the  entire  State. 

Dr.  Ogden:  That  is  going  to  take  a mailing  of 
maybe  2,500  or  more  letters,  four  cents  a letter. 
It  runs  into  something. 

Speaker  Holcomb:  You  are  right.  I think 

there  is  an  economic  viewpoint  to  be  considered  in 
the  inclusion  of  the  postmasters  of  New  York  State. 

Dr.  Thomas  F.  McCarthy,  Bronx:  Mr.  Chair- 
man, why  not  simply  eliminate  that  last  clause  in 
your  report,  if  your  committee  is  agreeable? 

Speaker  Holcomb:  Do  you  agree  to  that? 

Dr.  Grosselfinger:  For  your  information,  we 
were  advised  that  as  the  law  is  written  now  the  local 
postmaster  has  the  choice  of  a panel  of  physicians 
in  his  community.  I think  the  resolution  was  intro- 
duced because  the  panel  in  Queens  was  very  small. 
It  was  felt  that  there  were  other  large  areas  through- 
out the  State  where  there  might  also  be  a restricted 
panel  which  did  not  allow  a free  choice  of  physicians. 

And  in  conjunction  with  the  previous  resolution 
an  attempt  was  made  to  make  a free  choice  of  the 
physicians  for  Federal  employes  throughout  the 
entire  State.  It  is  immaterial  to  me  whether  it  is 
withdrawn,  but  we  tried  to  get  all  postmasters  aware 
of  the  fact  that  we  wanted  a free  choice  of  phy- 
sician. 

Speaker  Holcomb:  I think  Dr.  McCarthy  there 
has  raised  a very  good  question,  mostly  on  the 
question  of  economy. 

Dr.  Anthony  A.  Mira,  Queens:  Mr.  Chairman 
and  members  of  the  House,  the  question  of  economics 
at  this  point,  for  the  simple  purpose  of  saving  a few 
pennies  in  sending  this  out  to  all  postmasters,  I 
think  is  false  economy.  Basically  the  panel  of 
physicians  selected  by  the  various  postmasters 
throughout  the  State  rests  entirely  in  the  hands  of 
the  postmaster. 

In  other  words,  if  he  wants  a panel  that  includes 
free  choice,  he  puts  on  his  whole  list  of  physicians  in 
his  locality.  If  he  wants  one  or  two  that  may  be 
friends,  political  or  what-not,  then  it  may  be  his 
privilege  only  to  put  them  on. 

And  this  is  designed  to  allow  for  free  choice  in  the 
areas  concerned,  and  I feel  there  that  your  distribu- 
tion should  be  much  more  liberal  than  provided  at 
this  time. 

Dr.  Webster  M.  Moriarta,  Saratoga:  I was  on 
this  committee,  and  I wonder,  if  this  resolution  is 
passed  by  Congress,  if  the  Postmaster  General 
won’t  automatically  send  it  to  all  the  postmasters. 
Otherwise  it  is  of  no  importance. 

Speaker  Holcomb:  Doctor,  this  resolution  was 
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sent  to  Congress,  but  will  never  reach  the  post- 
masters, undoubtedly,  unless  the  Postmaster  Gen- 
eral deemed  it  necessary — if  it  went  to  the  Post- 
master General. 

Any  other  discussion? 

Dr.  Thomas  M.  d’Angelo,  Queens:  I think  the 
previous  speaker  is  in  error  when  he  says  that  it  has 
to  be  passed  by  Congress.  This  doesn’t  have  to  be 
passed  by  Congress  at  all.  Each  individual  post- 
master has  the  privilege  right  now  under  the  law  of 
selecting  a panel  of  physicians,  anyone  whom  he 
chooses. 

Speaker  Holcomb:  Dr.  Odgen? 

Dr.  Ogden:  How  about  limiting  it  to  towns  of 
25,000  population? 

Speaker  Holcomb:  Apparently  that  suggestion 
isn’t  well  taken.  Will  you  withdraw  that? 

Dr.  Ogden:  Yes. 

Speaker  Holcomb:  Dr.  Hinder? 

Dr.  George  Himler,  New  York:  Mr.  Speaker, 
delegates,  I think  that  we  are  a bit  short-sighted  in 
passing  this  up  too  rapidly.  This  is  a matter  of 
policy,  and  I do  feel  that  this  is  a time  to  make 
people  aware  that  we  are  cognizant  of  some  of  the 
abuses  practiced  on  medicine. 

The  economy  of  sending  or  not  sending  out  2,500 
letters  is,  I think,  much  too  small  a minimum  to  stop 
us  from  showing  that  freedom  of  choice  of  physician 
should  be  maintained  throughout  the  State.  And 
I am  very  much  in  favor  of  the  resolution,  and  I do 
feel  that  it  will  bear  fruit,  and  we  should  send  the 
communications  wherever  we  feel  that  good  might 
be  done. 

Speaker  Holcomb:  Is  there  any  further  dis- 
cussion? If  not,  I shall  call  for  a vote  on  Dr.  Mc- 
Carthy’s recommendation,  which  was  seconded, 
that  the  matter  of  the  postmasters  of  New  York 
State  be  omitted. 

Those  in  favor  of  Dr.  McCarthy’s  recommendation 
will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no? 

Dr.  McCarthy’s  recommendation  is  lost,  and  the 
resolution  stands. 

Now  are  you  ready  to  vote  on  the  question  of  the 
resolution  as  stated  by  Dr.  Grosselfinger?  Is 
there  any  further  discussion?  If  not,  those  in  favor 
will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no?  The 
resolution  will  stand  as  stated  by  the  chairman. 

Dr.  Grosselfinger:  Mr.  Speaker,  I move  the 
adoption  of  this  portion  of  the  report. 

Speaker  Holcomb:  Seconded? 

Dr.  Himler:  Second. 

Speaker  Holcomb:  Any  further  discussion? 

Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  It  is  so 

ordered. 


Section  101  (See  49) 

Report  of  Reference  Committee  on  Miscel- 
laneous Business:  Use  of  Medical  Degree 

Designation 


Dr.  Harold  Grosselfinger,  Rockland:  Resolu- 
tion 57-26,  pertaining  to  the  use  of  the  medical 
degree  designation,  was  discussed.  It  was  the  com- 
mittee’s feeling  that  the  resolution  as  written  was 
not  practical  in  that  it  required  alterations  in  the 
State  law  as  presently  written,  and,  even  if  this 
were  accomplished,  its  enforcement  would  be  im- 
practical. The  resolution  was  amended  to  read  as 
follows: 

Whereas,  in  the  healing  arts  it  has  been 
traditional  in  America  to  associate  the  title  of 
“Dr.”  with  doctor  of  medicine;  and 

Whereas,  in  the  past  decade  others  than 
licensed  doctors  of  medicine  have  been  misleading 
the  public  by  the  use  of  the  title  “Dr.”  on  signs 
and  stationery;  now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  urgently  recommend  that  all  licensed 
practitioners  of  medicine  append  to  their  names  on 
signs  and  stationery  the  degree  which  is  recog- 
nized by  the  licensure. 

Your  committee  recommends  approval  of  this 
resolution  as  amended. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  George  Himler,  New  York:  Seconded. 
Speaker  Holcomb:  Is  there  any  discussion? 

Dr.  Howley? 

Dr.  George  A.  Howley,  Bronx:  It  was  the  in- 
tention when  this  was  written  that  this  not  be 
brought  before  the  Legislature.  It  was  felt  that 
this  was  cumbersome  and  impractical.  The  idea 
was  to  have  this  brought,  perhaps,  or  to  explore  the 
possibilities  of  having  it  brought  before  the  Board  of 
Regents,  and  have  it  passed,  passed  rather  by  a 
regulation  than  by  bringing  it  to  the  Legislature. 
We  have  enough  trouble  bringing  other  bills  to  the 
Legislature. 

Speaker  Holcomb:  Thank  you,  Dr.  Howley. 
An}-  further  discussion? 

Dr.  Howley:  I move  to  defeat  this  resolution. 
Speaker  Holcomb:  The  motion  is  made  by 
Dr.  Howley  that  the  resolution  be  defeated.  Is 
there  a second? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Second. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 
Chairman,  may  I raise  a point  of  order,  sir?  Has 
there  been  a recommendation  by  the  chairman  of 
the  reference  committee,  which  is  what  we  would 
vote  on,  rather  than  any  new  motion  now? 

Speaker  Holcomb:  Dr.  Wolff  calls  attention 
to  the  fact  that  the  chairman  of  the  reference  com- 
mittee has  not  as  yet  moved  approval  of  the  report. 
I believe  his  point  of  order  is  well  taken,  and  I will 
ask  Dr.  Grosselfinger  to  state  his  motion  first. 

Dr.  Grosselfinger:  Your  committee  recom- 

mends approval  of  this  resolution  as  amended. 
Speaker  Holcomb  : Is  there  a second? 

Dr.  McCarthy:  Second. 

Speaker  Holcomb:  Now,  on  this  resolution  the 
motion  is  for  discussion.  It  has  already  been  dis- 
cussed. Dr.  McCarthy? 

Dr.  McCarthy:  Our  purpose  in  presenting  this 
is  not  to  make  doctors  of  medicine  put  an  M.D. 
after  the  name  when  they  write  doctor  so-and-so. 
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But  we  have  been  having  trouble  in  our  county  with 
doctors  other  than  doctors  of  medicine  establishing 
clinics,  with  signs  saying  such-and-such  medical 
clinic,  doctors  so-and-so  and  so-and-so,  and  they 
don't  tell  you  that  none  of  these  doctors  so-and-so 
have  any  M.D.  degree. 

Now,  to  us,  the  public  is  sadly  misled,  and  we 
know  they  are  being  misled,  because  we  have  had 
complaints  that  they  go  to  these  clinics  thinking 
they  are  going  to  be  treated  by  doctors  of  medicine. 

We  have  tried  before — I think  in  1948  it  was  pre- 
sented, and  it  was  recommended  that  a law  be 
passed  through  the  Legislature.  We  know  that  the 
Legislature  would  probably  not  pass  such  a law, 
but  it  can  be  done  by  regulation  of  the  Board  of 
Regents.  They  would  simply  direct  that  on  your 
sign,  or  your  stationery,  instead  of  saying  Dr.  John 
Jones,  you  would  say  whether  you  were  a D.O., 
M.D.,  Ph.D.,  or  whatever  license  you  carried,  so 
that  they  could  require  you  by  regulations  to  put  on 
your  stationery  or  on  your  sign  that  you  are  John 
Jones,  M.D.,  or  John  Jones,  D.O.,  or  John  Jones, 
some  other — whatever  your  license  is  from  the  State 
Board  of  Regents,  which  you  get  from  the  Educa- 
tion Department. 

That  was  our  purpose.  We  would  rather  see  the 
motion  defeated,  if  it  is  carried  as  the  committee 
recommends  for  that  purpose,  because  we  know  that 
the  Legislature  would  not  pass  such  a law.  And 
that  is  our  idea.  And  I would  move  to  substitute, 
for  the  motion  for  the  approval  of  the  committee, 
the  original  motion  of  the  original  resolution  as  pre- 
sented by  our  county. 

Speaker  Holcomb:  Dr.  Dorman  is  recognized. 

Dr.  Gerald  D.  Dorman’,  Councillor:  I was 

listening  to  the  discussion  at  this  particular  reference 
committee,  and  although  the  reference  committee 
seemed  very  sympathetic  to  the  aims  and  purposes  of 
this,  our  counsel  told  us  that  under  the  State  law 
anyone  who  is  licensed  can  use  the  title  Dr.  in  refer- 
ence to  that  particular  thing — he  doesn't  necessarily 
have  to  say  doctor  of  what. 

It  was  also  brought  out  in  the  discussion  that  we 
have  licensed  physicians  who  are  not  M.D.’s.,  up 
to  the  extent,  I believe,  in  some  places  of  as  many  as 
400  in  this  State.  Some  of  them  have  the  degree  of 
MB.,  Bachelor  of  Medicine,  from  Canadian  medical 
places.  There  are  some  who  have  Bachelor  of 
Chirurgy,  I think,  B.Ch.,  and  yet  they  are  licensed 
to  practice  medicine. 

The  way  this  is  drawn,  the  implication  is  that  the 
license  to  practice  as  a physician  or  surgeon  gives 
you  a degree  of  M.D.,  which  is  not  true  in  New  York 
State.  The  State  does  not  license  a degree,  they 
license  the  practice  of  medicine. 

Because  of  this  the  reference  committee,  where 
I was  listening  very  carefully,  considered  the  en- 
tire situation,  and  redrew  this,  feeling  that  they  had 
no  control  over  the  other  professions,  be  they  podia- 
trists, or  be  they  osteopaths,  they  do  not  have  con- 
trol over  them,  and  I didn't  mean  any  insult  to  some 
of  my  friends. 

It  is  for  that  reason  that  they  drew  this  as  they 
now  present  it,  that  it  is  a recommendation  that  all 
physicians  put  an  M.D.  after  their  names.  There 


are  very  cogent  reasons  why  they  did  not  want  to 
pass  this  as  originally  presented,  although  they  were 
in  almost  complete  sympathy  with  the  purpose  be- 
hind the  way  it  was  drawn. 

Speaker  Holcomb:  Thank  you,  Dr.  Dorman. 
The  Chair  recognizes  Dr.  Wolff. 

Dr.  Wolff:  Mr.  Speaker,  fellow  delegates,  there 
is  unquestionably  considerable  merit  in  the  original 
resolution,  which  has  as  its  purpose  that  the  public 
be  able  readily  to  distinguish  doctors,  practitioners 
of  medicine,  from  other  people.  There  is  likewise 
merit  in  the  committee’s  suggestion  that  we  recom- 
mend to  physicians  that  they  should  distinguish 
themselves  so.  There  is  no  reason  why  these  two 
recommendations  are  mutually  incompatible. 

It  would  be  my  idea  that  we  could  append  the 
committee’s  suggestion  to  the  original  resolution. 
The  original  one  calls  for  a request  to  the  Board  of 
Regents  to  mandate  such  use  of  degrees,  while  the 
committee  recommendation  asks  doctors  to  do  so 
voluntarily.  There  is  no  reason  why  we  can’t  do 
both. 

Maj-  I suggest  a substitute  for  the  amendment 
just  made,  Mr.  Speaker,  and  ask  that  the  committee 
recommendation  be  appended  to  the  original  resolu- 
tion? 

Speaker  Holcomb:  Is  there  a second  to  that  sug- 
gestion? You  make  it  as  a substitute  motion,  I be- 
lieve, doctor? 

Dr.  Wolff:  Yes,  sir. 

Speaker  Holcomb:  Is  there  any  discussion  of  the 
substitute  motion? 

Dr.  Thomas  M.  d’Angelo,  Queens:  Second. 

Speaker  Holcomb:  Seconded  by  Dr.  d’Angelo. 
Any  further  discussion?  Those  in  favor  will  say 
aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  It  is  so 

ordered. 

Dr.  Grosselfinger:  Mr.  Chairman,  I wish  to 
thank  you  and  the  members  of  this  committee,  Dr. 
Krakow,  of  the  Bronx,  Dr.  Irwin  Felsen,  and  Dr. 
Moriarta  of  Saratoga.  I move  the  approval  of  this 
report  as  read. 

Speaker  Holcomb:  The  doctor  moves  the  report 
as  amended.  Is  there  a second? 

Dr.  Anthony  A.  Mira,  Queens:  Seconded. 

Speaker  Holcomb:  All  those  in  favor  of  approv- 
ing the  report  as  amended  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  It  is  so 

ordered. 

Are  there  any  other  reference  committees  read}’  to 
report? 

Is  Dr.  Beverly  Smith  in  the  room,  on  the  floor? 

Is  Dr.  Azzari  here? 

Section  102 

W orld  Medical  Association: 

Address  by  Dr.  Azzari 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 
Azzari,  who  will  speak  to  us  briefly  on  the  organiza- 
tion and  aims  of  the  World  Medical  Association. 

Dr.  Renato  J.  Azzari,  Trustee:  Mr.  Speaker, 
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thank  you  very  much  for  giving  me  this  opportunity 
to  talk  about  the  World  Medical  Association  and 
what  it  means  to  the  American  physician.  It 
wouldn’t  take  much  argument  to  persuade  any  of 
you  gentlemen,  I am  sure,  that  our  profession  and 
you  personally  need  a county  society,  a State  Medi- 
cal Society,  and  an  American  Medical  Association. 

But  the  point  I would  like  to  make  is  that  we  doc- 
tors also  need  the  World  Medical  Association,  and 
that  everyone  of  us  should  join  and  support  the 
United  States  Committee  of  the  World  Medical 
Association,  the  international  voice  of  organized 
medicine. 

Now,  what  is  the  World  Medical  Association, 
and  what  does  it  do  for  our  profession  and  for  you? 

Why  did  the  house  of  delegates  of  the  American 
Medical  Association  declare,  as  it  did  in  November, 
1956,  that  “It  is  difficult  to  believe  that  any  phy- 
sician in  the  United  States,  and  especially  any  mem- 
ber of  the  American  Medical  Association,  is  not  a 
member  of  the  World  Medical  Association.  With 
conditions  in  the  world  as  they  are  today,  we  owe  it 
to  ourselves  and  to  our  children,  not  only  as  phy- 
sicians but  also  as  citizens  of  this  great  country  of 
ours,  to  do  everything  in  our  power  to  keep  the  spark 
of  freedom  in  medicine  going  throughout  the  world.” 

And  the  house  of  delegates  went  on  to  declare 
that  further  expansion  of  the  United  States  Com- 
mittee of  the  World  Medical  Association  will  be 
necessary  if  the  American  viewpoint  is  to  be  con- 
tinually and  effectively  presented  by  our  spokesmen 
in  the  World  Medical  Association,  and,  through 
them,  before  other  international  bodies,  to  protect 
the  interests  and  aims  of  medicine  and  the  medical 
profession.  Surely  physicians  will  wish  to  share  in 
this  international  effort. 

The  World  Medical  Association  was  born  about 
ten  years  ago,  out  of  the  desire  of  the  doctors  of  the 
free  world  to  perpetuate  the  international  comrade- 
ship and  professional  contacts  of  wartime.  The 
founders  of  the  World  Medical  Association  recog- 
nize that  the  practicing  physicians  of  the  world  need 
a stronger  organization  to  represent  them  before 
other  international  organizations,  such  as  the  United 
Nations  World  Health  Organization,  the  Interna- 
tional Labor  Organization,  and  the  International 
Social  Security  Association,  all  of  which  are  actively 
interested  in  health  and  medical  projects  on  an  in- 
ternational scale. 

The  founders  of  the  World  Medical  Association 
recognize  that  only  bv  uniting  with  our  colleagues  in 
other  countries  can  we  doctors  hope  to  stem  the 
world-wide  drive  for  socialized  medicine  and  main- 
tain the  freedoms  that  physicians  everywhere  know 
are  basic  to  good  medical  practice. 

The  World  Medical  Association  now  has  53 
members — that  is,  committee  members — comprising 
the  national  medical  associations  of  53  countries 
throughout  the  free  world.  The  unit  of  membership 
in  the  World  Medical  Association  itself  is  the  na- 
tional medical  association,  and  the  American  mem- 
ber of  the  World  Medical  Association  is  the  Ameri- 
can Medical  Association.  The  53  members  of  the 
World  Medical  Association  represent  in  aggregate 
more  than  700,000  physicians,  practicing  in  every 


continent  in  the  world. 

Some  of  us,  I know,  confuse  the  World  Medical 
Association  with  the  World  Health  Organization, 
which  is  an  agency  of  the  United  Nations.  As 
Dr.  Louis  H.  Bauer,  secretary-general  of  the  World 
Medical  Association,  has  put  it,  the  World  Medical 
Association  bears  the  same  relationship  to  the 
World  Health  Organization  on  the  international 
level  that  the  American  Medical  Association  bears 
to  the  United  States  Public  Health  Service  within 
the  United  States.  The  World  Health  Organization 
and  the  United  States  Public  Health  Service  are 
government  agencies,  tax-supported,  and  concerned 
with  public  health.  The  World  Medical  Association 
and  the  American  Medical  Association  are  volun- 
tary associations,  supported  by  their  members,  and 
they  represent  the  views  and  interests  of  the  prac- 
ticing physicians. 

To  enable  the  individual  doctor  to  play  a direct 
personal  role  in  world  affairs  of  organized  medicine, 
the  profession  in  the  United  States  and  in  many  other 
leading  World  Medical  Association  member  coun- 
tries has  formed  supporting  committees.  The 
United  States  Committee  of  the  World  Medical 
Association  is  the  largest  of  these  national  supporting 
committees,  now  numbering  some  5,000  leading 
American  physicians  among  its  members. 

We  American  doctors  have  been  almost  uniquely 
fortunate  so  far  in  having  met  our  most  pressing 
social-economic  problems  by  voluntary  action,  thus 
repulsing  the  threat  of  political  domination  of  our 
practice  in  the  United  States.  But  this  good  for- 
tune only  emphasizes  our  responsibility  to  take  the 
leadership  in  defending  the  principles  of  good  medi- 
cal practice  wherever  they  are  attacked,  and  in 
helping  our  colleagues  in  other  countries  restore 
these  principles  wherever  they  have  been  com- 
promised. 

The  solidarity  and  the  unity  of  doctors  through- 
out the  free  world  that  has  been  achieved  and  given 
a voice  by  the  World  Medical  Association  has  been 
a big  factor  in  the  successful  battles  that  our  col- 
leagues in  several  of  the  European  and  Asian  coun- 
tries have  fought  against  various  forms  of  state 
medicine. 

The  World  Medical  Association  has  set  up  a 
standard  of  12  principles  that  must  be  observed  in 
anv  acceptable  program  of  medical  care  under 
Social  Security,  and  this  has  proved  to  be  a cogent 
point  for  our  colleagues  in  many  countries.  The 
World  Medical  Association  has  established  an  inter- 
national code  of  medical  ethics,  and  a modified 
Hippocratic  Oath,  defining  our  universal  ideas  as 
physicians.  The  World  Medical  Association  has 
successfully  defended  the  rights  of  our  profession 
against  recent  attempts  by  certain  nonmedical 
organizations  to  draft  a code  of  international 
medical  law. 

The  World  Medical  Association  has  taken  the 
leadership  in  the  field  of  medical  education,  having 
sponsored  the  first  world  conference  on  medical 
education,  held  in  1953,  in  London.  It  will  sponsor 
a second  such  conference,  to  be  held  in  1959  in  Chi- 
cago. 

The  World  Medical  Association  is  acting  to  bring 
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about  a freer  flow  of  proven  therapeutic  agents  by 
urging  removal  of  unwarranted  trade  restrictions 
and  arbitrary  licensing  requirements  in  certain 
countries.  It  is  trying  to  promote  medical  research 
by  promoting  national  pharmacopoeias,  and  defend- 
ing the  rights  of  individuals  to  name  new  drugs  and 
agents  that  have  been  discovered. 

The  World  Medical  Association  has  developed  an 
international  emblem  for  identification  and  protec- 
tion of  civilian  doctors  engaged  in  civil  defense,  and 
is  setting  up  a central  repository  of  medical  records, 
so  that  all  physicians  may  be  able  to  preserve  their 
professional  identification  and  credentials  in  the 
event  of  war  or  national  disaster.  It  is  actively  pro- 
moting broad  exchange  of  medical  students  and 
teachers  and  arranging  lectures  and  clinical  teaching 
by  travehng  teams  of  physicians. 

And  here  are  a few  of  the  direct  personal  benefits 
that  will  be  available  to  you  as  a member  of  the 
United  States  Committee  of  the  World  Medical 
Association : 

First,  the  privilege  of  attending  the  annual  as- 
sembly, to  be  held  this  October  in  Istanbul,  with  defi- 
nite status  as  an  official  observer  for  the  United 
States  Committee; 

Second,  aid  and  advice  in  travel  arrangements  for 
attendance  at  annual  assemblies  or  at  other  inter- 
national medical  meetings; 

Third,  introductions  to  professional  leaders  and 
colleagues  abroad  and  opportunities  for  lectures  and 
visits  to  medical  institutions ; 

Fourth,  a subscription  to  the  World  Medical  Jour- 
nal, edited  by  Dr.  Austin  Smith,  who  is  also  editor 
of  the  Journal  of  the  American  Medical  Association, 
and  other  newspapers  and  publications  of  the  Ameri- 
can Medical  Association; 

Fifth,  a membership  card  and  certificate  of  mem- 
bership for  display. 

All  those  advantages,  plus  the  opportunity  to  play 
an  active  part  in  making  more  articulate  the  inter- 
national voice  of  the  medical  profession,  are  yours 
for  a nominal  annual  membership  fee  of  S10  in  the 
United  States  Committee  of  the  World  Medical 
Association. 

The  objectives  of  the  World  Medical  Association 
are  your  objectives.  We  invite  you  to  add  your 
name  and  your  voice  in  guiding  and  in  strengthening 
our  great  international  organization  of  doctors. 

Thank  you  very  much.  ( Applause ) 

Speaker  Holcomb:  Thank  you,  Dr.  Azzari.  I 
think  it  was  very  informative,  and  your  Speaker 
would  like  to  remark  that  he  was  abroad  last  year 
and  had  letters  from  the  World  Medical  Association, 
and  they  were  extremely  valuable  and  extremely 
helpful  in  every  way. 

We  have  two  more  resolutions,  and  I hope  that 
these  will  be  the  last. 

Section  103  ( See  167 ) Resolution  57-67 

Support  of  American  Medical 
Education  Foundation 

Introduced  by  Dr.  William  E.  Pelow,  Medical 
Society  of  the  County  of  Onondaga 


Whereas,  fewer  than  35  per  cent  of  the  physi- 
cians of  New  York  State  made  any  contribution  in 
1956  to  the  financial  support  of  medical  schools  in 
this  State  or  elsewhere;  and 

Whereas,  the  medical  schools  need  for  financial 
assistance  is  greater  than  ever  before;  now  there- 
fore be  it  hereby 

Resolved,  that  this  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  urge  the 
physicians  of  New  York  State  to  increase  their 
support  to  the  American  Medical  Education 
Foundation  and  to  the  medical  schools;  and  be  it 
further 

Resolved,  that  the  American  Medical  Education 
Foundation  committee  of  the  Medical  Society  of 
the  State  of  New  York  be  enlarged  by  establish- 
ing a committee  for  each  of  the  counties  in  the 
metropolitan  area  and  for  each  of  the  district 
branches,  i.e.,  15  members  including  the  State 
chairman ; and  be  it  further 

Resolved,  that  a nominal  budget  be  set  aside  to 
cover  the  essential  expenses  of  committee  mem- 
bers, mailing,  mimeographing,  etc. 

Referred  to  reference  committee  on  Report  of  the 
Council,  Part  VIII. 

Speaker  Holcomb:  I may  say  that  these  last- 
minute  introductions  of  resolutions  do  hold  up  our 
procedure. 

Section  104  Resolution  57-68 

Amendment  to  Bylau:s,  Chapter  I,  Section  7 

Introduced  by  Dr.  Harry  A.  Mackler,  Medical 
Society  of  the  County  of  Kings 

Whereas,  the  sentence  in  the  Bylaws,  Chapter 
I,  Section  7,  beginning:  “They  shall  become  ac- 
tive members  upon  entering  the  private  practice 
of  medicine,”  is  ambiguous  in  meaning  and  defi- 
nition; now  therefore  be  it  hereby 

Resolved,  that  Chapter  I,  Section  7,  of  the  By- 
laws be  amended  as  follows: 

The  sentence,  “They  shall  become  active  mem- 
bers upon  entering  the  private  practice  of  medi- 
cine,” shall  be  changed  by  deleting  the  phrase, 
“upon  entering  the  private  practice  of  medicine,” 
and  substituting  for  that  the  phrase,  “after  this 
period  of  time,”  so  that  the  complete  sentence 
will  then  read:  “They  shall  become  active  mem- 
bers after  this  period  of  time.” 

Referred  to  Special  Committee  on  Constitution 
and  Bylaws. 

Section  103 

Report  of  Reference  Committee  on  Report 
of  the  Council,  Part  III:  Rural  Medical  Service 

Vice-Speaker  Williams:  The  Chair  now  recog- 
nizes Dr.  Pelow,  chairman  of  the  reference  com- 
mittee on  Public  Health  Activities  B — Rural  Medi- 
cal Service,  General  Practice.  Dr.  Pelow. 

Dr.  William  E.  Pelow  Onondaga:  Mr.  Speaker, 
delegates  of  the  State  Medical  Society.  Reports 
under  Public  Health  Activities  B — Rural  Medical 
Service,  General  Practice — are  published  in  the 
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New  York  State  Journal  ok  Medicine  of  April  1, 
1957.  There  are  no  resolutions. 

The  Rural  Medical  Service  Committee  in  con- 
junction with  other  groups  has  set  up  an  exhaustive 
and  detailed  program  for  studying  the  problems  of 
medical  care  in  the  rural  communities;  some  of  the 
outstanding  problems  are  postgraduate  education 
for  the  general  practitioner  and  his  integration  into 
the  staff  of  hospitals.  It  was  pointed  out  that  this 
had  not  been  too  difficult  except  in  areas  where 
hospitals  are  under  the  direct  or  partial  control  of 
universities.  These  problems  are  not  local  but  are 
in  existence  throughout  the  United  States.  These 
difficulties  are  being  studied  bv  a committee  of  the 
A.M.A. 

I recommend  the  adoption  of  this  portion  of  the 
report. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Second. 

Speaker  Holcomb:  Any  discussion?  If  not,  are 
you  ready  for  the  question?  All  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no? 

Speaker  Holcomb:  This  portion  of  the  report 
stands  adopted. 

Section  106 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  III:  General  Practice 

Dr.  William  E.  Pelow,  Onondaga:  The  Subcom- 
mittee on  General  Practice  is,  in  part,  studying  the 
same  problems  covered  above.  It  too  is  extremely 
interested  in  continued  postgraduate  education  for 
every  general  practitioner  in  the  State.  The  neces- 
sity for  adequate  training  was  emphasized.  Future 
general  practitioners  are  now  encouraged  to  com- 
plete a two-year  residency  in  general  practice,  and  if 
the  young  physician  is  planning  to  practice  in  a rural 
area,  it  is  recommended  that  the  second  year  of  his 
residency  be  in  surgery.  This  is  based  on  the  fact 
that  a physician  in  a small  town  or  rural  area  must 
be  qualified  to  take  care  of  all  types  of  emergencies, 
including  surgery.  It  is  further  believed  by  this  ref- 
erence committee  that  a man’s  ability  is  best 
judged  by  the  men  with  whom  he  works.  This  prob- 
lem presents  a challenge  that  must  be  met  because 
of  the  present-day  rules  on  accreditation.  It  is  our 
opinion  that  the  present  policy  of  hospitals  and  their 
fear  of  failure  to  be  accredited  does  not  jell  with  the 
general  practice  of  medicine. 

We  completely  agree  with  the  Council  committee’s 
report,  page  1244: 

“Hospital  relations  of  the  general  physician  is  a 
continuingly  important  subject  of  deliberation. 
The  establishment  of  general  practice  departments 
and  general  practice  residencies  wherever  advisable 
for  the  protection  of  generalists  and  their  proper 
integration  into  the  staff  of  the  hospital  is  con- 
sidered a matter  of  prime  importance.” 

Your  reference  committee  believes  that  the 
practice  of  medicine  and  the  care  of  people  will  be 
improved  in  both  the  rural  and  urban  areas  when 
the  general  practitioner  is  accorded  his  proper  place 
in  the  practice  of  medicine. 


I recommend  the  adoption  of  this  portion  of  the 
report. 

Speaker  Holcomb:  Do  I hear  a second? 

Dr.  Herbert  S.  Ogden,  New  York:  Second. 

Speaker  Holcomb:  Is  there  any  discussion? 
If  not,  all  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no?  This 
portion  of  the  report  stands  adopted. 

Dr.  Pelow:  I recommend  the  adoption  of  the 
report  as  a whole. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Second. 

Speaker  Holcomb.  All  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no?  The 
report  as  a whole  stands  adopted. 

Dr.  Pelow:  I wish  to  thank  the  members  of  my 
committee;  namely,  Donald  C.  Walker,  Alfred  A. 
Hartmann,  Frank  Tellefsen,  and  William  Hall  Lewis, 
Jr.,  for  their  help  and  suggestions  in  the  preparation 
of  this  report. 

Speaker  Holcomb:  Thank  you,  doctor.  ( Ap- 
plause) 

Section  107  (See  11  and  12) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Legislation 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 
Murray,  chairman  of  reference  committee  on 
Report  of  the  Council,  Part  IX,  Legislation. 

Dr.  Peter  M.  Murray,  New  York:  Mr.  Speaker, 
gentlemen  of  the  House  of  Delegates,  your  reference 
committee  on  Report  of  Council,  Part  IX,  Legisla- 
lation,  Cults  respectfully  submits  the  following 
report. 

Your  committee  has  carefully  studied  the  thor- 
ough and  competent  reports  of  the  Council  Com- 
mittee on  Legislation  and  its  advisory  subcommittee, 
as  printed  in  the  April  1 issue  of  the  New  York 
State  Journal  of  Medicine,  as  well  as  the  two 
supplementary  reports.  It  also  studied  the  nine 
resolutions  submitted  to  it. 

We  wish  to  warmly  commend  the  Council  Com- 
mittee on  Legislation,  especially  its  most  efficient 
chairman,  Dr.  Henry  I.  Fineberg,  on  their  industry, 
their  keen  analyses  of  the  various  bills  submitted 
to  the  Legislature,  and  their  perseverance  in  follow- 
ing through  on  the  work  assigned  to  them.  We 
share  with  the  committee  its  disappointment  that 
none  of  the  bills  sponsored  by  the  Medical  Society 
were  passed.  Some  comfort,  however,  can  be 
derived  from  the  fact  that  two  bills  not  introduced 
but  supported  by  the  Society  were  passed  by  the 
Legislature  and  signed  by  the  Governor.  These 
were:  S.  Int.  1021,  Pr.  1065,  Metcalf — relating  to 
research  progress  and  S.  Int.  342,  Pr.  342,  Milmoe — 
relating  to  air  pollution  control. 

One  bill  actively  opposed  by  the  Society  relating 
to  payment  for  podiatric  service  in  medical  expense 
policies  was  passed. 

We  note  with  considerable  satisfaction  that  the 
chiropractic  bill  was  defeated. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 
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Speaker  Holcomb:  Do  I hear  a second? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Second. 

Speaker  Holcomb:  Is  there  any  discussion? 

If  not,  all  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no?  This 
portion  of  the  report  stands  adopted. 

Dr.  Murray:  Nine  resolutions  were  referred  to 
the  committee  with  the  following  results  of  our  study 
and  recommendation. 

Section  108  (See  46) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Part  IX:  Group  Life  Insurance 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-23,  subject,  Group  Life  Insurance,  introduced 
by  Bronx  County  Medical  Society.  The  com- 
mittee recommends  approval  of  this  resolution. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Holcomb:  Do  I hear  a second? 

Dr.  Herbert  S.  Ogden,  New  York:  Second. 

Speaker  Holcomb:  Is  there  any  discussion? 

If  not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  This  por- 
tion of  the  report  stands  adopted. 

Section  109  (See  53) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Facilities  at  State 

Legislature  in  Albany 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-30,  subject,  Facilities  at  State  Legislature  in 
Albany,  introduced  by  Dr.  Milton  B.  Spiegel, 
Medical  Society  of  the  County  of  Kings.  The 
committee  recommends  disapproval. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Holcomb:  Do  I hear  a second? 

Dr.  Thomas  F.  McCarthy,  Bronx:  Second. 

Speaker  Holcomb:  Now,  you  all  realize  what 
this  means?  It  is  resolution  57-30. 

Dr.  Murray:  Shall  I read  the  resolved? 

Speaker  Holcomb:  Dr.  Murray  will  read  the 
resolved. 

Dr.  Murray:  In  resolution  57-30  the  resolved 
is  as  follows:  “That  the  Medical  Society  of  the 
State  of  New  York  allocate  sufficient  funds  to  set  up 
efficient  and  efficacious  facilities  at  the  Legislature 
of  the  State  of  New  York  in  Albany  and  designate 
competent  personnel  to  represent  effectively  the 
interests  of  organized  medicine.” 

Our  action  is  that  this  be  not  approved. 

Vice-Speaker  Williams:  It  has  been  seconded. 
Is  there  any  discussion?  Are  you  ready  for  the 
question?  One  moment,  Dr.  Segal  is  recognized. 

Dr.  Abraham  D.  Segal,  Kings:  The  first  part 
of  the  doctor’s  report  stated  that  we  are  batting 
100  per  cent,  that  not  one  piece  of  legislation  which 
was  introduced  by  the  Medical  Society  of  the  State 
of  New  York  was  effectively  processed,  and  not  one 
came  to  fruition  or  was  passed.  We  are  doing  very 
well.  And  now  we  are  attempting  in  some  way  to 


rectify  it  and  introduce  a bill  that  perhaps,  by 
having  the  proper  effect  in  Albany  itself,  the  proper 
place  where  we  can  work,  is  going  to  be  defeated 
again.  It  is  about  time  we  really  got  together, 
gentlemen,  because  if  we  don’t  do  something  con- 
structive, we  will  never  get  anywhere,  we  will  just 
be  here  and  talk  about  it,  and  that’s  as  far  as  we 
ever  get. 

We  are  a wonderful  body  of  men  assembled  here, 
but  we  really  ought  to  do  something  about  gaining 
something  for  the  advance  of  medicine. 

Vice-Speaker  Williams:  Any  other  discussion? 
Dr.  Lawrence? 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Mr. 
Speaker,  members  of  the  House,  the  whereases  in 
this  resolution  have  not  been  read,  and  I would  like 
to  call  them  to  your  attention.  The  first  whereas 
carries  with  it  the  condemnation,  I believe,  of  our 
chairman  of  our  Legislation  Committee.  It  carries 
with  it  condemnation  of  our  men  who  work  for  us, 
Dr.  Smith  and  Mr.  Beasley,  in  Albany. 

I think  that  it  is  not  fair  to  say  that  because  our 
bills  are  not  passed  these  men  have  been  remiss. 
And  I therefore  think  that  this  resolution  should  be 
disapproved,  and  I agree  with  the  recommendation 
of  the  committee. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion? 

Dr.  Milton  B.  Spiegel,  Kings : Mr.  Chairman, 
as  the  proposer  of  this  resolution  I would  not  object 
to  have  the  two  whereases  removed,  but  leave  the 
resolved,  which  at  least  will  give  us  a better  repre- 
sentation in  Albany. 

Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion? 

Dr.  Joseph  G.  Zimring,  Nassau:  I have  been 
fortunate  working  with  Dr.  Fineberg,  I have  also  been 
unfortunate  in  my  correspondence  with  the  Albany 
office.  Whenever  I get  work  from  them  it  seems 
to  be  too  late. 

As  in  the  last  bill,  the  podiatry  bill  that  was 
passed,  I happened  to  be  fortunate  enough  to  have 
some  friends  in  Governor  Harriman’s  office.  When 
I was  asked  to  call  there  I did  so,  and  when  I spoke 
to  these  people  they  told  me  that  the  bill  had  been 
signed  two  days  before  I called. 

So  I think  there  is  something  wrong  up  in  Albany 
in  our  office  there.  And  we  have  been  getting 
these  matters,  especially  our  letters  from  the 
Albany  office,  too  late  to  do  anything.  As  the  old 
English  saying  goes,  too  late  and  too  little. 

Vice-Speaker  Williams:  Is  there  any  further 
discussion?  If  not,  the  recommendation  of  the 
reference  committee  is  before  you.  Are  you  ready 
for  the  question? 

All  in  favor  of  the  recommendation  of  the  reference 
committee  say  aye. 

Vice-Speaker  Williams:  Those  opposed?  The 
Chair  is  in  doubt.  I will  ask  for  your  standing  vote. 
Those  in  favor  of  the  recommendation  of  the 
reference  committee,  please  rise. 

The  Chair  is  not  in  doubt  now.  The  recom- 
mendation of  the  reference  committee  stands 
approved. 
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Section  110  ( See  66) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Protection  for  Physician 
Requested  to  Take  Blood  for  Alcoholic  Testing 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-43,  subject,  Protection  of  Physician  Requested 
to  Take  Blood  for  Alcoholic  Testing,  introduced  by 
Broome  County  Medical  Society.  We  recommend 
its  approval. 

Gentlemen,  Mr.  Speaker,  I move  the  adoption  of 
this  portion  of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 
Dr.  Ezra  A.  Wolff,  Assisant  Secretary:  Second. 
Vice-Speaker  Williams:  Is  there  any  dis- 

cussion? If  not,  the  recommendation  of  the  reference 
committee  is  before  you.  All  in  favor  say  aye. 
Chorus  : Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  is  approved. 

Section  111  {See  77) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Creation  of  Commission 
to  Study  Autopsy  Law 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-54,  subject,  Creation  of  Commission  to  Study 
Autopsy  Law,  introduced  by  Medical  Society  of  the 
County  of  Queens.  The  committee  recommends 
that  this  be  approved. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Williams:  Is  there  a second? 

Dr.  Anthony  A.  Mira,  Queens:  Second. 
Vice-Speaker  Williams:  Is  there  any  dis- 

cussion? If  not,  all  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  is  adopted. 

Section  112  ( See  78) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Constitutionality  of 

Recently  Enacted  Podiatry  Bill 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-55,  subject,  Constitutionality  of  Recently 
Enacted  Podiatry  Bill,  introduced  by  Medical 
Society  of  the  County  of  Oneida.  The  committee 
substitutes  the  following  resolved: 

Resolved,  that  the  Bureau  of  Medical  Care 
Insurance  of  the  Medical  Society  of  the  State  of 
New  York  offer  legitimate  assistance  and  aid  in 
the  action  being  filed  by  United  Medical  Service 
in  the  furtherance  of  this  proposal. 

I move  the  adoption  of  this  portion  of  the  report. 
Vice-Speaker  Williams:  Is  there  a second? 

I)r.  Thomas  F.  McCarthy,  Bronx:  Second. 
Vice-Speaker  Williams:  Is  there  any  dis- 

cussion? Dr.  d’ Angelo? 

Dr.  Thomas  M.  d' Angelo,  Queens:  Mr.  Speaker, 

I would  like  to  know  if  that  would  include  that  the 
Medical  Society  go  in  as  a friend  of  the  court — 
Dr.  Murray:  It  does,  that  is  exactly  what  it 
means. 


Vice-Speaker  Williams:  Is  there  any  other  dis- 
cussion? If  not,  are  you  ready  for  the  question? 
All  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  118  (See  82) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Report  of  Committee  on 
Legislation 

1)r.  Peter  M.  Murray,  New  York:  Resolution 
57-59,  subject,  Report  of  Committee  on  Legislation, 
introduced  by  Dr.  Herbert  Berger,  First.  District 
Branch.  The  committee  substitutes  the  following 
resolved : 

Resolved:  That  the  House  of  Delegates  of  the 

Medical  Society  of  the  State  of  New  York  deplores 

the  unfortunate  choice  of  words  in  this  resolution. 

The  committee  is- assured  that  it  is  not  the  policy 
of  the  Legislation  Committee  to  ignore  the  direction 
of  the  House  of  Delegates  or  Council  and  will  support 
further  legislation  on  a State-wide  basis. 

Mr.  Speaker,  one  correction,  it  deplores  the  un- 
fortunate choice  of  words  as  printed  in  the  report  of 
the  committee. 

I move  the  adoption  of  this  portion  of  the  report. 

Vice-Speaker  Williams:  As  corrected? 

Dr.  Murray:  As  corrected. 

Vice-Speaker  Williams:  Is  there  a second? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Second. 

Vice-Speaker  Williams:  For  the  adoption  of 
this  report  as  corrected  there  is  a second.  Is  there 
any  discussion?  Dr.  Greenough? 

President  Greenough:  I don’t  understand  this 
report  of  the  committee.  The  word  “deplores,” 
the  wording  of  this  resolution,  is  that  included  in 
the  resolution? 

Dr.  Murray:  The  resolution  57-59  reads: 

“Whereas,  the  report,  of  the  Council  Committee  on 
Legislation  states,”  and  I quote,  “a  free  choice  of 
medical  plan  bill  will  be  reintroduced.  However, 
in  keeping  with  our  policy  of  previous  years,  it  will 
not  be  actively  supported  in  Albany,  because  we 
still  believe  that  this  is  a problem  which  primarily 
concerns  the  doctors  in  the  downstate  area,  and  the 
battle  should  be  fought  in  New  York  City.” 

Now,  that  is  the  unfortunate  choice  of  words. 
On  explanation  of  Dr.  Fineberg,  that  was  not.  the 
intent.  The  intent  was  that  they  would  be  told  in 
Albany  that  there  was  no  need  of  coming  up  there 
fighting  for  this  bill  until  you  get  clearance  from 
New  York  City,  because  if  the  mayor  of  New  York 
City  does  not  approve  it,  the  Governor  will  not  sign 
it.  So  that  the  unfortunate  choice  of  words  was 
“that  it  will  not  be  actively  supported.” 

It  was  actively  supported,  so  that  they  didn’t 
carry  the  meaning  that  they  intended  to  do.  And 
we  are  changing  that  resolved,  and  we  are  assured 
that  there  was  no  intent  not  to  carry  out  the  man- 
dates of  this  House,  and  that  they  support  on  a 
State-wide  basis  all  legislation. 
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Dr.  Herbert  S.  Ogden,  New  York:  Will  you  ask 
the  chairman  to  reread  the  resolved  as  it  now  stands. 

Dr.  Murray:  As  it  now  stands,  it  is  “that  the 
House  of  Delegates  of  the  Medical  Society  of  the 
State  of  New  York  deplores  the  unfortunate  choice 
of  words — and  I correct  it — as  printed  in  the  report.” 
The  committee  is  assured  that  it  is  not  the  policy 
of  the  Legislation  Committee  to  ignore  the  direc- 
tion of  the  House  of  Delegates  or  Council  and  will 
support  further  legislation  on  a State-wide  basis. 

Dr.  Ogden  : I think  this  is  just  a minor  procedural 
matter,  but  I think  the  resolved  should  be  further 
clarified  by  spelling  out  what  report  you  are  talking 
about  in  what  we  pass.  Because  the  resolution 
as  we  pass  it  is  the  resolved  part,  and  it  should  be 
able  to  stand  alone.  A resolution  that  says  we 
deplore  the  use  of  such  language  doesn’t  mean 
anything.  I think  we  have  to  say  that  the  report 
of  the  Legislation  Committee  as  printed  on  page 
such-and-such  of  the  Journal,  unless  you  are  going 
to  quote  in  the  resolution  part  exactly  what  is  said. 
I think  that  is  just  a suggestion  for  an  additional 
clarification  of  it,  that  is  all. 

Dr.  Murrat:  Mr.  Speaker,  with  your  permission, 
then,  I would  like  to  insert  “that  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York  deplores  the  unfortunate  choice  of  words  in 
this  report,’  ’ and  then  quote  those  words,  which  state 
that  “a  free  choice  of  medical  plan  bill  will  be 
reintroduced.  However,  in  keeping  with  our  policy 
of  previous  years,  it  will  not  be  actively  supported 
in  Albany,  because  we  still  believe  that  this  is  a 
problem  which  primarily  concerns  the  doctors  in 
the  downstate  area,  and  the  battle  should  be  fought 
in  New  York  City.” 

Speaker  Holcomb:  Now,  as  corrected  and 

amended,  is  there  any  further  discussion? 

All  in  favor  of  approval  of  this  recommendation 
of  the  reference  committee  as  corrected  and  amended 
say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  The  reso- 

lution stands  adopted  as  corrected  and  amended. 

Section  114  (See  83) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Commercial  Rent 

Control 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-60,  subject,  Commercial  Rent  Control,  introduced 
by  Dr.  Thomas  F.  McCarthy,  Bronx  County 
Medical  Society.  The  committee  recommends  ap- 
proval. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Holcomb  : Do  we  hear  a second? 

Dr.  Alfred  P.  Ingegno,  Kings:  Second. 

Speaker  Holcomb:  Any  discussion?  If  not,  all 
those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  This  por- 
tion of  the  report  stands  adopted. 


Section  115  (See  84) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Institutional  Practice 

of  Medicine 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-61,  subject,  Institutional  Practice  of  Medicine, 
introduced  by  Medical  Society  of  the  County  of 
Albany.  The  committee  recommends  no  action, 
since  a special  committee  has  already  been  appointed 
and  is  still  working  on  this  problem. 

Mr.  Speaker,  I move  the  approval  of  this  portion 
of  the  report. 

Speaker  Holcomb:  Is  it  seconded? 

Dr.  Anthony  A.  Mira,  Queens:  Second. 

Speaker  Holcomb:  Any  discussion?  All  in 

favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  This  por- 
tion of  the  report  stands  adopted. 

Section  116  (See  90) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Interpretation  of  Civil 

Practice  Act 

Dr.  Peter  M.  Murray,  New  York:  Resolution 
57-63,  subject,  Interpretation  of  Civil  Practice 
Act,  introduced  by  Dr.  William  Hall  Lewis,  Jr., 
Medical  Society  of  the  County  of  New  York.  The 
committee  recommends  that  this  be  approved. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Holcomb  : Do  I hear  a second? 

Dr.  Anthony  A.  Mira,  Queens:  Second. 

Speaker  Holcomb:  Is  there  any  discussion? 

All  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  This  por- 
tion of  the  report  stands  adopted. 

Section  117 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IX:  Size  of  Legislation 

Committee  Increased 

Dr.  Peter  M.  Murray,  New  York:  On  advice  of 
the  chairman  of  the  Legislation  Committee,  we 
respectfully  recommend  that  the  Committee  on 
Legislation  be  increased  to  18,  in  order  that  all 
areas  of  the  State  be  fully  represented. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Holcomb  : Do  I hear  a second? 

Dr.  Herbert  S.  Ogden,  New  York:  Second, 

Speaker  Holcomb  : Is  there  any  discussion? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
What  is  the  present  membership? 

Dr.  Murray:  Nine,  with  a large  advisory  com- 
mittee, and  the  committee  recommends  that  the 
number  of  active  committee  members  be  increased 
to  18,  so  that  they  can  be  distributed  throughout  the 
State. 

Speaker  Holcomb:  Is  there  any  further  dis- 

cussion? Are  there  any  questions?  If  not,  all  in 
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favor  of  the  adoption  of  this  portion  of  the  report 
say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  This  por- 
tion of  the  report  stands  adopted. 

Dr.  Murray:  Mr.  Speaker,  I move  the  adoption 
of  the  report  as  a whole,  as  amended. 

Dr.  Freedman:  Second. 

Speaker  Holcomb:  Any  discussion?  All  in 

favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  The  re- 
port as  a whole,  as  amended  and  corrected,  stands 
adopted. 

Dr.  Murray:  Mr.  Speaker,  I wish  to  thank  all  of 
those  who  took  part  in  our  discussions.  We  had 
very  full  and  open  discussion,  and  we  wish  to  thank 
Dr.  Henry  Fineberg,  the  chairman  of  our  Legislation 
Committee;  Dr.  Harold  Smith,  of  our  office  in  Al- 
bany, and  my  very  efficient  and  hardworking  com- 
mittee of  Dr.  Eugene  F.  Calvin,  Dr.  Irving  J. 
Sands,  Dr.  Robert  S.  Cleaver,  and  Dr.  John  L. 
Sengstack. 

Speaker  Holcomb:  Thank  you,  Dr.  Murray. 

( Applause ) 

Section  118 

Presentation  and  Acceptance  of  Award  from 
the  Newspaper  Reporters  Association  of  New 
York  City,  Inc. 

Speaker  Holcomb:  We  will  interrupt  the  re- 
ceiving of  reports  for  the  time  being.  I would  like 
to  make  this  announcement:  Mr.  Arthur  Rosenfeld, 
president  of  the  Newspaper  Reporters  Association  of 
New  York  City,  Inc.,  is  here  to  present  a special 
By-line  Service  Award  to  our  Society  because  of  its 
work  in  promulgating  the  Guide  for  Cooperation,  for 
doctors,  hospitals,  and  reporters. 

This  award  will  be  accepted  on  our  behalf  by  Dr. 
John  C.  McClintock,  who  is  chairman  of  the  Sub- 
Committee  on  Media,  which  is  a subcommittee 
of  the  Public  Relations  Committee. 

Mr.  Arthur  Rosenfeld:  Gentlemen,  as  presi- 
dent of  the  Newspaper  Reporters  Association  of  New 
York,  and  only  inducted  last  night,  it  gives  me  great 
pleasure  as  my  first  official  act  to  award  this  By-line 
Service  Award  to  the  Medical  Society  of  the  State  of 
New  York,  and  particularly  to  your  Committee  on 
Media,  for  the  introduction  of  this  program  of  re- 
leasing news  to  the  press  that  has  provided  a better 
flow  of  medical  information  to  the  reading  public. 

And  to  Dr.  McClintock  I present  this  award  in 
the  name  of  the  Newspaper  Reporters  Association. 
Thank  you.  (Applause) 

Dr.  John  C.  McClintock,  Councillor:  Mr. 

Rosenfeld,  it  is  a great  pleasure  for  me,  as  chairman 
of  the  Subcommittee  on  Media,  to  accept  this  By- 
line Service  Award  of  the  Newspaper  Reporters  As- 
sociation of  New  York  in  behalf  of  the  Medical 
Society.  In  accepting  it  I want  to  assure  you  that 
the  members  of  your  association  have  played  an  im- 
portant role  in  developing  this  guide.  Mr.  Engel, 
who  is  standing  by  the  door  under  the  exit  sign,  and 
Mr.  Stahl,  who  is  sitting  at  the  end  of  the  press 


table,  have  cooperated  with  me  anti  my  committee 
since  the  very  first  days  that  we  started  working 
on  the  guide.  And  I am  sure  that  they  will  con- 
tinue to  assist  us  in  the  development  of  this  pro- 
gram. 

As  Mr.  Rosenfeld  said,  we  developed  the  program 
to  provide  better  flow  of  accurate  medical  news  from 
the  medical  profession  and  the  hospital  associations 
to  those  who  collect  and  disseminate  such  news. 

It  was  four  years  ago  that  representatives  started 
this  work,  and  this  House  of  Delegates  in  May  of 
1954  approved  the  Guide  for  Cooperation.  Since 
that  time  we  have  held  meetings  annually  with 
representatives  from  all  branches  of  the  media,  to 
review  and  renew  the  Guide. 

Evidence  of  the  sound  fundamental  principles  set 
forth  in  the  original  document  is  the  fact  that  the 
revised  edition,  which  you  have  received  within  the 
past  few  weeks,  contains  only  minor  changes.  To 
implement  the  guide  the  Public  and  Professional 
Relations  Bureau  has  established  a special  informa- 
tion service  for  writers,  in  order  to  help  them  ob- 
tain authentic  information  from  medical  authorities. 

Although  this  House  can  take  pride  in  the  award, 
because  it  was  responsible  for  the  promulgation  of 
the  Guide,  a special  word  of  praise  should  be  given  to 
those  who  spearheaded  the  year-in,  year-out  cam- 
paign to  improve  our  relations  with  the  information 
media.  This  is  a fine  tribute  to  the  excellent  work 
done  by  our  Council  Committee  on  Public  Relations 
in  originating  and  developing  the  Guide. 

It  is  particularly  fitting,  I think,  that  this  honor 
should  come  at  a time  when  the  man  who  headed  the 
committee  and  was  largely  responsible  for  it  has 
just  submitted  his  resignation  because  of  ill  health, 
and  of  course  I refer  to  Dr.  Floyd  Winslow. 

To  the  members  of  my  subcommittee,  Dr.  Henry 
Fineberg  and  Dr.  John  Naples,  I would  like  to  ex- 
tend my  personal  thanks,  as  well  as  to  include  them 
in  your  appreciation  for  this  award.  The  Public 
and  Professional  Relations  Bureau  has  contributed 
greatly  to  its  development. 

This  award  marks  a great  step  forward  in  the 
constantly  improving  relations  between  the  press 
and  the  medical  profession.  We  are  grateful  to 
you,  Mr.  Rosenfeld,  and  to  your  colleagues  for  the 
honor  you  have  conferred  upon  us,  and  we  promise 
to  continue  our  efforts  to  make  the  life  of  a reporter 
who  deals  with  physicians  an  easier  one. 

Thank  you,  Mr.  Speaker.  (Applause) 

Speaker  Holcomb:  Thank  you,  Mr.  Rosenfeld 
and  Dr.  McClintock.  I think  this  has  been  a very 
constructive  and  important  program  and  should  be 
of  great  value  to  the  Medical  Society. 

Section  119  (See  Ilf) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  XII:  Convention  (1956)  and 
Sesquicentennial  Convention  (1957) 

Vice-Speaker  Williams:  The  Chair  recognizes 
Dr.  Ewing,  Part  XII,  Convention,  Sesquicentennial, 
Nursing  Education,  Office  Administration  and 
Policies,  Belated  Bills. 

Dr.  James  H.  Ewing,  New  York:  Thank  you, 
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Mr.  Speaker.  Yyour  reference  committee  approved 
the  report  of  the  1956  Convention  Committee  and 
commends  the  work  of  Ur.  Samuel  Z.  Freedman, 
chairman,  Dr.  W.  P.  Anderton,  Dr.  Maurice  J. 
Dattelbaum,  and  Mr.  Thomas  E.  Alexander,  for  a 
most  successful  meeting. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Williams:  Is  there  a second? 

Secretary  Anderton : I second. 

Vice-Speaker  Williams:  Any  discussion?  If 

not,  all  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Dr.  Ewing:  The  Sesquicentennial.  Your  com- 
mittee has  received  the  report  of  the  Sesquicen- 
tennial Committee  with  great  interest.  The  dinner 
and  entertainment  was  most  delightful  and  was  well 
attended.  We  again  wish  to  commend  the  com- 
mittee for  their  outstanding  work. 

Mr.  Speaker,  I am  for  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Second. 

Vice-Speaker  Williams:  All  those  in  favor  say 
aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  120 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  A II:  Nursing  Education 

Dr.  James  H.  Ewing,  New  York:  On  Nursing 
Education  your  reference  committee  is  in  hearty  ac- 
cord w'ith  the  recommendations  of  this  committee. 
We  feel  that  the  need  for  more  nursing  education  is 
a real  one,  and  the  committee  should  continue  in  its 
efforts  to  secure  its  recommendations. 

Mr.  Speaker,  I recommend  adoption  of  this  por- 
tion of  the  report  . 

Vice-Speaker  Williams:  Is  there  a second? 

Treasurer  Dattelbaum:  Second. 

Vice-Speaker  Williams:  All  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  121 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  X II:  Office  Administration 
and  Policies 

Dr.  James  H.  Ewing,  New  York:  Under  Office 
Administration  and  Policies,  your  reference  com- 
mittee wishes  to  commend  the  work  of  this  com- 
mittee. We  are  pleased  to  learn  that  the  IBM  has 
made  a survey  and  feels  that  use  of  its  equipment 
w'ould  not  be  economical  as  machinery  cost  would  be 
too  high. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 


Vice-Speaker  Williams:  Do  I hear  a second? 
Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second. 

Vice-Speaker  Williams:  Is  there  any  dis- 

cussion? If  not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  122 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  XII:  Related  Rills 

Dr.  James  H.  Ewing,  New  York:  Under  Belated 
Bills,  due  to  the  fact  that  Dr.  Alfred  A.  Hartmann, 
president  of  the  Fourth  District  Branch,  presented 
his  bill  for  travel  and  expenses  too  late  to  be  con- 
sidered in  last  year’s  budget,  it  is  the  opinion  of  your 
reference  committee  that  this  bill  should  be  paid  at 
this  time  in  the  amount  of  $38.40. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Williams:  Is  there  a second? 
Secretary  Anderton:  Second. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? If  not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  123  ( See  91) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  XII:  Conflict  in  Meeting 

Oates  with  American  Psychiatric  Association 

Dr.  James  H.  Ewing,  New  York:  Under  Council 
Part  XII,  Resolution  57-64,  the  subject  is  Conflict  in 
Meeting  Dates  with  American  Psychiatric  Associa- 
tion, introduced  by  Dr.  Irving  J.  Sands  of  Kings 
County. 

The  resolution  states  that,  the  officers  of  our  So- 
ciety here  are  requested  to  communicate  with  the 
officers  of  the  American  Psychiatric  Association  to 
arrange  their  meetings  so  that  they  should  not  occur 
at  the  very  same  time. 

Your  reference  committee  recommends  the  adop- 
tion of  this  resolution. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

I)r.  Herbert  S.  Ogden,  New  York:  Second. 
Vice-Speaker  Williams:  It  has  been  seconded. 
Is  there  any  discussion?  If  not,  all  those  in  favor 
say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  124  (See  92) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  XII:  Establishing  of  Section 
on  Legal  Meelicine 

Dr.  James  H.  Ewing,  New  York:  Resolution  57 
65,  Establishing  of  Section  on  Legal  Medicine. 
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The  resolved  is  that  this  Medical  Society  of  the 
State  of  New  York  establish  at  once  a Section  on 
Legal  Medicine  as  part  of  its  permanent  organiza- 
tional set-up. 

Your  reference  committee  feels  that  this  resolution 
should  be  referred  to  the  Planning  Committee  for 
consideration  and  report  next  year. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report . 

Vice-Speaker  Williams:  Do  I hear  a second? 

Dr.  Joseph  A.  Wintermantel,  Cattaraugus: 
Second. 

Vice-Speaker  Williams:  Is  there  any  dis- 

i cussion?  If  not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
| recommendation  of  the  reference  committee  stands 
approved. 

Section  125  (See  55) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Port  XII:  Proposal  for  Separate 
Meetings  for  House  of  Delegates 

Dr.  James  H.  Ewing,  New  York:  Resolution  57- 
32,  subject,  Proposal  for  Separate  Meetings  of 
House  of  Delegates,  introduced  by  Dr.  Alfred  P. 
Ingegno  of  Kings.  The  resolved  is  that  the  meet- 
i ings  of  the  House  of  Delegates  of  the  Medical  Society 
I of  the  State  of  New  York  be  held  successively  in  the 
various  districts  of  the  State  and  at  times  other  than 
when  the  scientific  program  is  held.  And  it  is  further 
resolved  that  the  Council  of  the  Medical  Society  of 
the  State  of  New  York  implement  this  procedure  at 
the  earliest  practical  time. 

Your  committee  has  reviewed  this  resolution  in 
detail.  It  has  received  the  opinion  of  several  dele- 
gates of  various  county  societies,  all  of  whom  were 
against  it.  No  proponents  of  this  resolution  ap- 
peared before  this  committee.  It  is  the  opinion  of 
your  reference  committee  that  this  resolution  be 
disapproved. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Gordon  M.  Hemmett,  Monroe:  Second. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

Dr.  Alfred  P.  Ingegno,  Kings:  Mr.  Chairman, 
gentlemen,  I assure  you  I would  have  appeared  be- 
fore the  committee,  except,  as  chairman  of  another 
reference  committee,  I couldn’t.  I believe  the 
whereases  indicate  quite  clearly  the  reasons  for  my 
proposal.  I stated  in  these  whereases  that  at  pres- 
ent the  annual  conventions  of  the  Medical  Society 
of  the  State  of  New  York  encompass  both  scientific 
programs  and  meetings  of  the  House  of  Delegates. 
Such  combined  meetings  require  extensive  hotel 
facilities,  available  only  in  New  York  City  and 
Buffalo.  Such  an  arrangement  denies  many  dis- 
tricts in  the  State  the  opportunity  of  meeting  the 
delegates  and  observing  their  work. 

Meetings  of  the  House  of  Delegates  bear  no 
I necessary  relationship  to  the  scientific  program,  and 
could  be  held  in  localities  offering  less  extensive  hotel 
facilities  and  at  times  other  than  when  the  scientific 


program  is  being  given.  I believe  this  would  be 
salutary,  and  that  the  delegates  could  then  meet  in 
an  atmosphere  conducive,  more  conducive  to  quiet 
deliberation  and  concentration  on  Society  affairs, 
and  delegates  would  be  better  able  to  attend  the 
scientific  program  on  another  occasion,  since  cir- 
cumstances of  time  and  duty  usually  preclude  at- 
tention to  the  scientific  program  when  the  House  of 
Delegates  meets  at  the  same  time. 

Attendance  at  meetings  of  the  House  of  Delegates 
held  in  various  parts  of  the  State  would  broaden  our 
delegates  knowledge  of  I he  problems  of  the  profes- 
sion in  different  areas,  and  the  medical  profession  in 
different  districts  would  have  the  opportunity  to 
learn  more  of  the  House  of  Delegates.  I think 
these  are  very  cogent  reasons  why  we  should  approve 
this  resolution,  Mr.  Chairman  and  gentlemen. 

I have  been  chairman  of  the  subcommittee  on 
scientific  program  for  many  years,  and  certainly  I 
find  that  the  confusion  and  the  variety  and  exten- 
siveness of  the  work  of  the  combination  is  not  very 
desirable. 

Incidentally,  in  order  to  check  on  whether  or  not 
our  delegates  were  taking  advantage  of  the  scientific 
program  or  had  the  opportunity  to  take  advantage  of 
the  scientific  program,  we  have  made  specific  in- 
quiries and  we  find  that  most  of  the  delegates  had  no 
opportunity — as  a matter  of  fact  practically  none  of 
them  had  the  opportunity  to  take  advantage  of 
what  was  being  offered  scientifically. 

I think  the  two  can  be  separated  quite  easily,  and 
that  our  delegates  would  benefit  by  going  to  dif- 
ferent areas  of  the  State  and  learning  something  from 
their  confreres  in  those  areas. 

Vice-Speaker  Williams:  Dr.  d' Angelo? 

Dr.  Thomas  M.  d’Angelo,  Queens:  I think  there 
is  a great  deal  of  merit  in  what  Dr.  Ingegno  has  said. 
But  I would  like  to  know  whether  the  committee 
went  into  the  financial  arrangements  that  would  be 
necessary,  how  much  more  it  would  cost,  let  us  say, 
for  the  two  meetings  to  be  dissociated?  And 
furthermore,  would  there  be  any  lessening  of  people 
coming  in  to  see  the  technical  and  scientific  exhibits 
if  the  meetings  were  dissociated? 

Dr.  Ewing:  Do  you  wish  to  have  me  answer 
that? 

Vice-Speaker  Williams:  Yes,  I wish  you  would, 
Dr.  Ewing. 

Dr.  Ewing:  I believe  your  committee  was  aware 
that  there  might  be  some  discussion  on  this  topic, 
and  I think  we  are  prepared  to  answer  and  back  up 
our  recommendations  to  you,  gentlemen. 

With  all  due  respect  to  the  situation,  we  believe 
that  this  has  good  merit  but  is  unworkable.  To 
answer  the  first  question,  in  order  to  separate  the 
meetings  in  New  York,  let  us  say,  Utica,  Syracuse, 
or  wherever  you  might,  you  would  have  to  have  an 
extra  day’s  work,  at  least  one  other  meeting  of  the 
brass,  as  it  were.  They  are  overworked  as  it  is. 
That  is  number  one. 

Financially  it  would  probably  triple  the  amount  of 
money  that  we  would  have  to  put  out  to  move  a 
scientific  exhibit  from  here  to,  let’s  say,  Buffalo. 
For  that  reason,  for  the  last  three  years,  we  have  held 
these  exhibits  in  New  York. 
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Now,  to  answer  this  last  gentleman’s  statement, 
it  just  so  happens  that  if  you  compare  the  Sesquicen- 
tennial,  which  we  just  had  and  which  was  most 
successful,  you  will  find  in  figures  that  the  total  for 
1956  of  people  who  visited  was  6,211.  In  1957, 
when  we  had  this  Sesquicentennial  here  and  didn’t 
have  the  delegates  meeting  at  the  same  time,  the 
total  number  was  6,170. 

Now,  that  sounds  as  though  you  may  be  ap- 
proaching something;  however,  if  you  break  it  down 
you  find  out  that  there  were  160  more  technical  ex- 
hibitors, there  were  246  fewer  physicians,  and  with 
this  thought  in  mind,  with  eliminating  the  extra 
work  that  it  would  take  this  delegation  and  this 
State  Society  to  move  from  place  to  place,  we  felt 
that  this  should  be  turned  down. 

And  we  still  move  the  adoption  of  the  portion  of 
the  report  which  turns  this  resolution  down. 

Speaker  Holcomb:  Dr.  Ingegno? 

Dr.  Ingegno:  Mr.  Chairman,  there  is  a point  of 
information  I would  like  to  give  on  those  figures. 

There  is  one  slight  point  that  I think  ought  to  be 
brought  out,  and  that  is  that  at  our  scientific  meet- 
ing at  the  Sesquicentennial  we  were  there  how  many 
days?  Four  days.  Our  meetings  at  the  other 
areas  are  five  days.  So  the  very  fact  that  we  have  a 
slightly  greater  attendance  with  four  days  than  with 
five  days  in  other  areas  indicates  that  it  was  a very 
great  success. 

And  I am  a little  bit  confused.  What  about  this 
matter  of  moving  the  scientific  program?  My  sug- 
gestion is  merely  that  the  House  of  Delegates  should 
meet  in  different  areas  of  the  State.  This  doesn’t 
affect  the  scientific  program  in  any  way  at  all.  It 
doesn’t  require  any  moving,  any  change  at  all  in  our 
method  of  handling  the  scientific  program. 

Speaker  Holcomb:  Dr.  Bennett? 

Dr.  Walter  S.  Bennett,  Washington:  Mr. 

Speaker,  delegates,  I am  from  the  north  section  of 
the  State,  and  I am  in  favor  of  this  resolution. 
When  we  had  the  combined  program  of  the  scientific 
with  the  House  of  Delegates,  how  many  of  us  dele- 
gates ever  saw  the  scientific  part  of  it?  Very  few 
of  us.  And  if  we  do,  we  have  to  stay  down  here 
the  entire  week,  and  most  of  us  can’t  do  that.  We 
come  down  to  the  House  of  Delegates  and  when  the 
House  of  Delegates  closes,  we  go  home.  With  a 
scientific  meeting,  we  can  come  down  for  three  days 
or  four  days,  bring  our  families  and  enjoy  ourselves 
here,  and  see  what  goes  on  in  medicine.  And  when 
we  come  down  to  the  House  of  Delegates  we  come 
down  as  the  workhorses  of  the  Society;  we  don’t 
have  time  to  do  anything.  Our  families,  if  we  bring 
them  down,  have  to  look  out  for  themselves. 

I believe  that  this  is  a good  resolution,  and  I am 
for  it,  Mr.  Speaker. 

Speaker  Holcomb:  Is  there  any  other  discus- 
sion? 

Dr.  Arthur  E.  Lamb,  Kings:  Mr.  Chairman, 
members  of  the  House  of  Delegates,  I believe  this 
resolution  should  be  passed.  It  would  give  the 
Society  an  opportunity  every  year  to  enjoy  the 
scientific  advantages  of  a meeting  in  New  York 
City,  and  in  addition  it  would  allow  the  delegates 
the  opportunity  of  visiting  various  localities  in  the 


State.  I think  this  is  a very  wise  move,  and  I 
would  urge  you  all  to  support  it  very  strongly. 
Thank  you. 

Speaker  Holcomb:  Yes,  Dr.  Borkow? 

Dr.  Ben  A.  Borrow,  Kings:  I am  all  in  favor 
of  this  resolution.  I can  merely  speak  of  my  per- 
sonal experience.  I have  been  coming  to  this  House 
of  Delegates  for  a good  many  years.  This  has  been 
a hard  job  for  all  of  us.  The  Sesquicentennial 
scientific  session  I actually  enjoyed  myself — I had 
freedom  of  responsibility.  I had  time  to  look  at  all 
the  exhibits,  or  as  many  as  I cared  to  look  at.  Are 
these  exhibits  for  the  membership  only,  are  they 
denied  to  us  as  well?  I know  many  of  us  would  like 
to  attend  these  exhibits,  if  we  had  the  time.  But 
here  our  duties  belong  first,  and  when  we  get  through 
we  haven’t  the  energy — at  least  I haven’t  the 
strength — to  watch  an  exhibit. 

This  question  of  money  I can’t  quite  fathom  at  all. 
Dr.  Ingegno  made  a very  wise  suggestion,  keep  your 
scientific  exhibits  here  in  New  York  or  Buffalo, 
where  you  have  the  room.  But  it  is  just  as  easy  for 
me  to  travel  to  Binghamton  or  Albany  or  Squedunk 
as  to  Buffalo.  I don’t  see  the  logic  at  all.  I 
don’t  see  how  it  is  going  to  increase  our  expenditures. 
We  pay  our  own  carfare  anyway.  So  I urge  you  to 
vote  for  this  resolution. 

Speaker  Holcomb  : Any  other  discussion? 

Dr.  Walter  I.  Heldmann,  Richmond:  Mr. 

Speaker  and  members  of  the  House,  I don’t  think  we 
have  found  out  yet  how  much  it  would  cost  us  to  do 
this.  I think  this  is  a very  good  idea,  but,  as  chair- 
man of  the  reference  committee  last  year  on  this 
same  subject,  I could  be  wrong,  but  I remember 
being  told  that  if  we  had  this  House  of  Delegates 
meeting  in  Buffalo,  instead  of  here  in  New  York, 
it  would  cost  the  State  Society,  I believe,  $17,000. 
It  is  a question  of  moving  the  office  staff.  I am 
sure  someone  can  give  us  those  figures,  and  I may  be 
wrong  about  them,  but  I think  we  should  have  that 
information. 

Speaker  Holcomb:  Is  there  any  other  discus- 
sion? 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 
Chairman,  may  I make  one  comment? 

Speaker  Holcomb:  Dr.  Wolff. 

Dr.  Wolff:  According  to  the  Constitution  and 
Bylaws,  the  meeting  of  the  House  of  Delegates  shall 
take  place  between  two  and  four  days  prior  to  the 
annual  meeting  of  the  Society.  The  place  and  time 
of  the  annual  meeting  of  the  Society  to  be  designated 
by  the  House  of  Delegates.  The  Council,  therefore, 
could  not  implement  this  resolution.  It  would 
necessarily  stay  over  until  at  least  next  year,  before 
this  House  could  decide  when  and  where  it  wanted 
to  meet,  even  if  we  approved  the  principle. 

I would  suggest  that  all  of  these  facts  be  further 
studied  by  having  the  matter  referred  to  the  Plan- 
ning Committee  and  having  a report  next  year,  when 
we  can  have  more  timely  information,  and  a little 
better  idea  of  what  we  want,  and  of  whether  this 
can  be  done  or  not.  I think  most  of  us  feel  that  the 
idea  is  good,  but  there  are  practical  aspects  that 
might  preclude  its  being  adopted  this  time. 

I move,  Mr.  Chairman,  to  refer  it  to  the  Planning 
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Committee. 

Dr.  Herbert  S.  Ogden,  New  York:  I second  that 
motion. 

Dr.  Christopher  Wood,  Westchester:  That  it  be 
referred  to  the  Planning  Committee  for  study. 

Speaker  Holcomb:  This  is  a substitute  motion, 
then,  that  is  before  us? 

Dr.  Wolff:  It  is  not  a substitute,  Mr.  Speaker. 

Speaker  Holcomb:  Then  I would  have  to  rule 
your  motion  out  of  order,  because  we  have  a motion 
here. 

Dr.  Wolff:  May  I suggest  that  the  motion  to 
refer  is  a subsidiary  motion,  which  is  in  order.  It 
is  not  a substitute  motion. 

Speaker  Holcomb:  That  this  is  to  be  referred  to 
the  Planning  Committee? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
May  I say  something? 

Speaker  Holcomb:  Dr.  Freedman. 

Dr.  Freedman:  Chairman  and  members  of  the 
House,  as  chairman  of  the  Convention  Committee 
and  the  Sesquicentennial  Committee,  a good  deal  of 
thought  has  gone  into  this  proposition,  and  I arise 
only  to  second  the  motion  of  Dr.  Wolff.  There  are 
practical  aspects  involved  here.  I think  anyone  who 
will  study  the  subject  will  have  to  agree  with  the 
principle  of  the  idea,  but  the  practical  aspects  of  it 
are  not  yet  formulated  in  my  mind.  And  I have 
heard  a lot  of  figures  too,  and  frankly,  after  going 
through  this  experience  with  the  Sesquicentennial, 
I am  so  confused  by  figures  that  I sometimes  wonder 
why  things  cost  so  much,  and  so  on.  It  requires  a 
little  study;  if  some  streamlining  coidd  be  accom- 
plished, we  might  be  able  to  implement  this.  So  I 
strongly  urge  you  to  vote  for  this  motion  to  refer, 
and  perhaps  next  year  we  will  have  all  the  figures, 
all  the  facts,  and  be  able  to  come  to  a real  conclusion. 

Speaker  Holcomb:  Call  for  the  question.  On 
the  motion  of  referral,  all  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  The  reso- 
lution is  referred. 

Dr.  Ewing:  Mr.  Speaker,  with  the  resolution 
being  sent  to  the  Planning  Committee,  I move  the 
adoption  of  this  portion  of  the  report. 

Vice-Speaker  Williams:  As  amended? 

Dr.  Ewing:  As  amended. 

Dr.  Joseph  A.  Wintermantel,  Cattaraugus: 
I second. 

Vice-Speaker  Williams:  All  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted  as  amended. 

Dr.  Ewing:  I now  move  the  adoption  of  the  re- 
port as  a whole. 

Dr.  Wintermantel:  Second. 

Dr.  Ewing:  As  amended. 

Dr.  Ogden:  Second. 

Vice-Speaker  Williams:  All  those  in  favor  say 
aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed? 

Thank  you,  Dr.  Ewing.  The  report  as  a whole  is 
adopted. 


Dr.  Ewing:  At  this  time,  I wish  to  thank  my 
committee  for  their  attention,  attendance,  advice, 
and  constructive  criticism — namely,  Gordon  M. 
Hemmett  of  Monroe  County,  Joseph  II.  Winter- 
mantel of  Cattaraugus,  and  Christopher  Wood, 
Westchester  County. 

Vice-Speaker  Williams:  Thank  you,  Dr.  Ewing. 
Section  126 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Tart  XI:  Publication  Committee 

Speaker  Holcomb:  The  next  reference  com- 
mittee is  Council,  Part  XI,  Dr.  Galbraith,  Pub- 
lication, Public  Relations. 

The  Speaker  announces  that  the  deadline  of 
11:00  o’clock  has  been  passed,  and  there  will  be  no 
more  resolutions  received,  except  by  a three-quar- 
ters affirmative  vote. 

Dr.  John  M.  Galbraith,  Nassau:  Mr.  Speaker, 
members  of  the  House,  Council,  Part  XI,  Publica- 
tion, Public  Relations. 

Publication. — The  work  of  this  committee  with 
Dr.  John  J.  Masterson  as  chairman  is  to  be  com- 
mended. The  present  makeup  of  the  Publication 
Committee,  as  directed  by  the  1956  House  of  Dele- 
gates, has  definite  merit. 

The  policy  of  “gratis”  circulation  of  the  Journal 
to  senior  class  medical  students  should  be  continued. 
Further  study  is  warranted  to  include  the  resident 
staffs  of  our  hospitals,  thus  closing  the  gap  between 
the  senior  students  and  the  physician  finally  in 
practice. 

The  safeguards  and  principles  concerning  ad- 
vertising in  the  Journal  as  arranged  by  the  Publican 
tion  Committee  and  the  Council  are  satisfactory. 

Improvement  of  the  Journal  and  increased 
costs  warrant  the  rise  in  subscription  rates  from 
$5.00  to  $7.50  per  annum.  The  reference  committee 
recommends  confirmation  of  this  decision. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  James  E.  Glavin,  Essex:  Second. 

Speaker  Holcomb:  Is  there  any  discussion?  If 
not,  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  So  ordered. 

Dr.  Galbraith:  The  Sesquicentennial  Issue  of 
the  Journal  reached  a pinnacle  of  success  and 
deserves  great  commendation.  The  three-year  plan 
of  improvement  of  the  Journal  as  to  appearance  and 
content  has  reached  its  goal.  Great  credit  is  due  to 
Dr.  Laurance  D.  Redway,  the  editor,  and  to  Miss 
Alvina  Rich  Lewis,  the  very  capable  assistant  to  the 
editor.  The  whole  staff  of  the  Journal  deserve 
acclaim  from  the  House  of  Delegates. 

The  House  of  Delegates  owes  a debt  of  gratitude 
to  the  excellent  performance  of  the  associate  edi- 
torial board  consisting  of  29  distinguished  medical 
men  of  the  State.  The  excellent  aid  to  the  Publica- 
tion Committee  and  to  the  editor  of  the  Journal  by 
our  secretary,  Dr.  Walter  P.  Anderton,  is  to  be  com- 
mended. 

The  Medical  Directory  of  New  York  Slate  for  1957 
is  well  on  the  way.  The  Directory  staff  is  doing  an 
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excellent  job  with  the  cooperation  of  Dr.  Walter  P. 
Anderton  and  Mr.  Thomas  E.  Alexander. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Holcomb  : Is  there  a second? 

Dr.  Glavin:  Second. 

Speaker  Holcomb:  Is  there  any  discussion  of 
this  portion  of  the  report?  If  not,  those  in  favor  will 
say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  It  is  so  ordered. 
Section  127  {See  IS) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Part  XI:  Public  Relations  Com- 
mittee 

Dr.  John  M.  Galbraith,  Nassau:  Public  Rela- 
tions.— The  broad  scope  of  the  work  of  this  com- 
mittee, under  the  able  direction  of  Dr.  Floyd  S. 
Winslow,  has  been  very  productive  in  the  State 
Society  public  relations.  The  objectives  as  out- 
lined are  well  worth  repeating: 

1 . Gaining  the  good  will  of  every  citizen,  thereby 
developing  a favorable  attitude  toward  the  family 
doctor,  his  county,  state,  and  national  medical 
organizations. 

2.  Developing  and  increasing  ways  and  means  of 
improving  the  doctor-patient  relationship. 

3.  Assisting  and  inspiring  county  medical  so- 
cieties in  creating  and  developing  public  relations 
programs  of  a practical  nature. 

4.  Encouraging  individual  physicians  and  com- 
ponent county  medical  societies  to  cooperate  with 
voluntary  prepayment  health  insurance  plans. 

The  field  program  of  the  State  Society  is  to  be 
commended  as  it  is  as  stated  one  of  the  fundamental 
factors  in  the  improvement  of  both  internal  pro- 
fessional relations  and  external  public  relations. 

Great  importance  must  be  placed  on  the  public 
service  projects  as  this  touches  each  physician. 
There  are  two  most  important  ingredients  in  this 
project.  They  are  the  emergency  medical  service 
plans  and  the  mediation  committees.  The  recom- 
mendation of  the  chairman,  Dr.  Floyd  S.  Winslow, 
is  an  excellent  one:  "It  is  hoped  that  through  leader- 
ship of  county  society  officials  and  the  cooperation 
of  all  members,  the  work  of  the  emergency  service 
plans  and  the  mediation  committees  will  continue, 
with  improvements  where  needed,  as  public  service 
projects  which  create  and  preserve  good  public  re- 
lations.” 

The  public  relations  conference  has  proved  its 
value  and  its  continuation  is  highly  advisable. 
Courses  for  medical  assistants  is  a very  basic  and 
valuable  public  relations  project  and  continuation 
is  urgently  advised.  Cooperation  with  the  Woman’s 
Auxiliary  by  working  closely  with  its  State  officers 
and  chairmen  of  various  committees  has  been  an 
important  function  of  the  Public  and  Professional 
Relations  Bureau.  The  coordination  of  the  legisla- 
tion and  public  relation  programs  was  emphasized. 

The  requests  from  across  the  nation  for  “A  Guide 
for  Cooperation”  between  the  medical  profession 
and  the  various  media  of  public  information  shows 
the  value  of  this  project.  It  certainly  deserves  high 


commendation. 

The  value  of  awards  to  doctors  in  practice  for 
fifty  years  was  amply  proved  by  the  many  letters  of 
appreciation.  The  Newsletter  seems  to  be  doing  a 
good  job  in  bringing  important  news  to  our  members; 
255,000  copies  were  sent  out  in  the  publication  year. 
The  work  of  Dr.  Henry  I.  Fineberg  in  reviewing  the 
issues  of  the  Newsletter  is  greatly  appreciated.  Liai- 
son with  the  A.M.A.  has  been  kept  on  a high  and  effi- 
cient level  by  the  Bureau. 

The  Public  Relations  Committee  work  on  the 
selection  of  the  Outstanding  General  Practitioner  in 
New  York  State  is  an  important  contribution. 

The  work  with  the  Legislation  Committee  on  the 
antichiropractic  campaign  has  again  borne  fruit. 
The  advice  and  supervision  of  Dr.  Henry  I.  Fine- 
berg, chairman  of  the  Committee  to  Combat  Cults, 
was  indeed  helpful  and  effective. 

The  work  of  the  Public  Relations  Committee  and 
the  Bureau  on  the  Sesquicentennial  celebration  was 
one  of  team  work  with  the  special  Sesquicentennial 
committee,  Dr.  Samuel  Z.  Freedman,  chairman. 
Such  an  excellent  job  was  accomplished  that  our 
public  relations  have  hit  a new  high  of  effectiveness. 

The  following  public  relations  program  outlined 
for  1957  is  an  excellent  one  and  cooperation  of  the 
county  medical  societies  is  necessary: 

1.  Operating  a central  publicity  and  information 
center  on  a State-wide  basis. 

2.  Encouraging  county  medical  societies  to 
sponsor  courses  for  medical  assistants  in  doctors 
offices. 

3.  Carrying  out  the  provisions  of  the  revised  1957 
“Guide  for  Cooperation.” 

4.  Stimulating  county  medical  societies  to  co- 
sponsor health  forums  with  the  local  papers. 

5.  Aiding  writers  by  helping  them  obtain  what- 
ever facts  they  may  need  in  writing  articles,  and 
by  reviewing  articles  already  completed. 

6.  Educating  the  public  through  pamphlets  and 
other  media. 

7.  Continuing  and  improving  relations  with  the 
numerous  committees  of  the  State  Medical  Society 
and  with  organizations  outside  our  State  Society. 

8.  Developing  radio,  television,  and  the  multi- 
tudinous public  media  activities  as  well  as  the 
speakers'  bureau. 

9.  Maintaining  the  field  program. 

10.  Implementing  the  “Standards  of  Practice” 
to  be  agreed  upon  by  the  State  Society  and  the  New 
York  State  Bar  Association. 

11.  Helping  the  Woman’s  Auxiliary  to  carry 
on  their  many  activities. 

Cooperation  with  Media  of  Information. — The 
subcommittee  of  Dr.  Henry  Fineberg,  Dr.  John  D. 
Naples,  and  Dr.  John  C.  McClintock  as  chairman 
are  to  be  highly  commended.  Their  work  has  been 
difficult  and  time-consuming.  Their  results  are 
very  satisfactory.  “A  Guide  for  Cooperation”  is 
a.  milestone  of  accomplishment  in  medical  public 
relations.  This  guide  is  the  beginning  and  not  the 
end  of  their  work. 

The  reference  committee  wishes  to  commend  Mr. 
Frederick  W.  Miebach  and  his  capable  staff  for  a pro- 
ductive year. 
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It  is  with  deep  regret  that  your  committee  learned 
of  the  resignation  of  Dr.  Floyd  S.  Winslow  due  to 
illness.  He  has  been  a tower  of  strength  in  the 
public  relations  program  of  the  State  Society.  His 
presence  will  be  greatly  missed,  but  we  are  certain 
that  his  able  counsel  and  consultation  will  be  avail- 
able for  future  committees. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  James  E.  Glavin,  Essex:  Second. 

Speaker  Holcomb:  Is  there  any  comment?  If 
not,  those  in  favor  will  say  aye. 

Chorus  : Aye. 

Speaker  Holcomb:  Opposed,  no?  It  is  so 

ordered. 

Dr.  Galbraith:  The  supplementary  report  of 
the  Council  Committee  on  Public  Relations  is  worthy 
of  every  delegate’s  personal  attention.  The  “Stand- 
ards of  Practice  for  Doctors  and  Lawyers”  is  a mas- 
terpiece. We  strongly  recommend  perpetuation  of 
this  subcommittee  work  in  maintaining  liaison  with 
the  New  York  State  Bar  Association  and  yearly- 
reviews  and  renewal  of  these  standards.  We  also 
recommend  that  sufficient  funds  be  authorized  to 
this  subcommittee  for  printing  and  distribution  of 
the  guides. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Holcomb:  Any  comment  or  discussion? 

Dr.  C.  Joseph  Delaney,  New  York:  Second. 

Speaker  Holcomb:  If  not,  are  y-ou  ready  for  the 
question?  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 

Dr.  Galbraith:  I move  the  adoption  of  this 
report  as  a whole. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Delaney:  Second. 

Speaker  Holcomb:  Is  there  any  discussion?  If 
not,  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 
Section  128  ( See  82) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  XI:  Advertising  of  Pro- 

prietary Medicines 

Dr.  John  M.  Galbraith,  Nussou:  We  have  two 
resolutions.  First,  resolution  57-9.  The  subject  is 
Advertising  of  Proprietary  Medicines.  Your  refer- 
ence committee  recommends  disapproval  of  this 
resolution  as  we  feel  that  the  following  safeguards 
concerning  Journal  advertising  are  being  observed 
and  are  adequate:  (1)  The  content  is  factually  cor- 
rect; (2)  The  copy  is  in  good  taste;  (3)  The  ad- 
vertiser or  agency  does  not  exploit  the  Journal  or 
Directory  advertising  in  copy  presented  to  the  public 
through  newspapers,  television  or  radio  channels; 
(4)  The  advertising  to  the  public  makes  no  unjusti- 
fiable claims. 

I move  the  adoption  of  this  portion  of  the  report, 
which  is  a disapproval. 

Speaker  Holcomb:  The  committee  recommends 
the  disapproval  of  the  resolution,  which  was  intro- 
duced by  Dr.  Bernstein,  as  an  individual.  Is  there 


any  discussion? 

Dr.  Benjamin  M.  Bernstein,  Kings:  Ladies 
and  gentlemen  of  the  House  of  Delegates,  if  you 
open  the  doors  just  one  time,  as  you  will  be  doing  in 
turning  down  this  resolution,  I can  visualize  the  day 
when  our  Journal  will  carry  ads  for  a variety  of 
drugs  of  the  kind  which  haven’t  had  a chance  with 
the  public  for  so  many  years.  You  know,  once  there 
was  a time  when  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical  Association  ap- 
proved or  disapproved  drugs  given  to  them  by 
various  pharmaceutical  houses.  It  no  longer  does 
that,  it  never  permits  these  other  organizations, 
other  pharmaceutical  houses,  to  come  to  our  journals, 
the  State  Journal  and  the  American  Medical  A s- 
sociation  Journal , and  ask  for  the  use  of  their  pages 
for  their  products.  Now,  under  these  criteria,  if 
you  will  forgive  me,  the  advertising  is  factually  cor- 
rect. 

Are  we  going  to  lay  our  pages  open  to  these  things? 
And  we  do,  by  letting  them  advertise,  tacitly  ap- 
prove these  products  which  are  sold  over  the  air, 
by  radio,  by  newspaper,  by  television  for  self- 
medication,  and  which  we  disapprove  of.  It  would 
be  remiss  to  the  future  of  the  decent,  ethical  prac- 
tice of  medicine  to  permit  tricky,  misleading  adver- 
tising to  be  put  on  the  pages  of  our  American 
medical  journals.  I urge  you  to  stick  with  me 
and  turn  down  the  recommendation  of  the  com- 
mittee, and  preserve  the  future  of  the  innocents,  so 
that  we  can  tell  our  patients  honestly  what  we  give 
them  and  why  we  give  it  to  them. 

Speaker  Holcomb:  Is  there  any  further  dis- 
cussion? 

Dr.  Thomas  M.  d’Angelo,  Queens:  Gentlemen, 
let’s  be  honest  with  ourselves.  The  reason  we  put 
it  in  the  Journal  is  because  we  get  revenue.  It  is  a 
question  of  dollars  and  cents.  Now,  then,  let  us 
think  about  it  this  way:  Are  the  dollars  and  cents 
that  we  get  for  our  Journal  worth  the  price  of 
taking  these  drugs  into  the  Journal? 

I’d  like  to  ask  the  committee  one  question:  We 
have  a very  fine  set  of  rules  for  evaluating  these 
drugs.  I think  they  are  good  rules,  and  further- 
more, I believe  if  they  are  applied  honestly,  it  would 
take  care  of  the  situation  that  Dr.  Bernstein  brings 
up,  and  I would  like  to  ask  this  question  to  the  com- 
mittee: In  evaluating  the  truth  of  the  advertising 
of  these  drugs,  does  that  mean  that  they  are  evalu- 
ating them  for  the  Journal,  or  are  they  taking  into 
consideration  the  evaluation  of  the  truth  of  this  ad- 
vertising in  the  lay  press? 

Speaker  Holcomb:  Thank  you,  doctor.  Is  there 
any  further  discussion? 

Dr.  Samuel  Wagreich,  Bronx:  Mr.  Speaker, 

gentlemen,  the  Bronx  delegation  wishes  to  extend 
its  support  to  the  resolution  of  I )r.  Bernstein  of 
Kings  County.  We  feel  that  this  is  a highly  ethical 
situation,  and  if  we  permit  the  use  of  indiscriminate 
advertising  for  dollars  and  for  dollars  only,  we  will 
discourage  the  ethical  advertising  which  has  sup- 
ported our  journals.  We  strongly  support  the  reso- 
lution of  Dr.  Bernstein. 

Speaker  Holcomb:  Is  there  any  further  dis- 
cussion? 
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Dr.  d’Angelo:  Will  the  chairman  answer  my 
question,  please?  That  is  what  I asked. 

Speaker  Holcomb:  Will  you  answer  that  ques- 
tion, Dr.  Galbraith? 

Dr.  Galbraith:  Well,  for  some  reason  or  other 
the  proponents  of  this  resolution  didn’t  show  up  at 
our  meeting,  and  Dr.  Norman  Moore,  who  is  a man 
of  a great  deal  of  integrity,  and  Dr.  Redway  came 
personally  and  explained  this  thing  to  our  satisfac- 
tion. And  I don’t  believe  that  it  needs  more  than 
what  we  have  written  here  already.  I mean  you 
will  read  the  report.  If  you  wish  to  come  person- 
ally and  talk  to  it,  that  will  be  fine. 

Dr.  Bernstein:  I would  just  like  to  defend  my 
nonappearance  before  the  committee. 

Speaker  Holcomb:  Dr.  Bernstein  wishes  to 

speak  again  on  the  motion.  Those  in  favor  of 
letting  him  speak  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Dr.  Bernstein,  you  may 

speak  once  more,  briefly,  please. 

Dr.  Bernstein:  Thank  you  very  much.  I did 
not  appear  before  the  committee  because  I was  very 
busy  on  another  reference  committee,  which  took 
me  all  afternoon.  Someone  said  to  me,  “You  lose 
so  many  thousands  of  dollars  a year,  will  you  do 
this?”  He  thought  it  would  give  the  Journal 
perhaps  $100,000  more  a year.  But  I think  that  is 
too  big  a price  for  us  to  pay.  It  is  too  big  a price  for 
us  to  save  a certain  amount  of  money  for  endangering 
our  very  existence. 

Speaker  Holcomb:  Is  there  any  further  dis- 
cussion? 

Dr.  Isaac  Levine,  Kings:  May  I speak? 

Speaker  Holcomb:  Dr.  Levine. 

Dr.  Levine:  I think  we  should  vote  with  Dr. 
Bernstein  against  the  resolution  as  proposed  by  the 
chairman.  The  main  essence  of  this  is  strictly 
that  we  should  not  encourage  any  product,  what- 
ever its  merit,  to  be  advertised  in  the  publication, 
wherein  and  of  itself  the  very  fact  that  it  is  ad- 
vertised to  the  public  encourages  the  public  to  self- 
diagnosis.  All  other  considerations  aside,  this  main 
point  itself  should  encourage  us  or  should  make  us 
want  to  defeat  the  motion  as  presented. 

Speaker  Holcomb:  Any  further  questions? 

Dr.  Norman  Moore  is  recognized. 

Dr.  Norman  S.  Moore,  Councillor:  Mr.  Speaker 
and  members  of  the  House,  as  long  as  my  name  was 
mentioned  and  quoted,  or  a conversation  quoted 
that  I had  with  Dr.  Bernstein  last  year,  I feel  it  my 
duty  to  finish  the  quote.  I also  told  Dr.  Bernstein 
that  the  National  Research  Council  of  Great 
Britain  carried  a two-year  study  on  rheumatoid 
arthritis,  rheumatic  fever,  and  that  the  conclusion  of 
this  study,  published  in  the  British  Medical  Journal, 
was  that  aspirin  was  as  good  as  anything  for  rheu- 
matoid arthritis,  including  the  cortical  steroids. 

I said,  “Dr.  Bernstein,  if  you  have  got  anything 
better  for  rheumatoid  arthritis,  if  the  doctors  can 
do  anything  better  than  give  Bufferin  or  aspirin,  I 
will  go  along  with  you.  But  if  they  haven’t  got 
anything  better  for  a condition  for  which  Bufferin 
and  aspirin  are  given  as  effectively  as  anything,  it 
would  seem  to  me  that  we  are  throwing  away  many 


things  that  are  important  for  the  Journal  and  that 
money  buys.” 

Now,  I have  been  on  the  Publication  Committee 
for  many  years;  I have  given  thousands  of  hours  to 
the  Journal  and  never  collected  a cent.  I have 
never  been  paid  for  anything  that  I have  done  for 
the  Journal.  And  I would  like  the  people  that  are 
going  to  vote  against  this  resolution  just  to  think 
how  many  hours  that  they  have  given,  the  people 
on  the  staff,  to  the  study  of  improving  the  calibre  of 
the  Journal,  soliciting  articles,  going  up  and  down 
the  State  trying  to  get  better,  more  complete  manu- 
scripts. These  are  the  things  that  dollars  buy.  It 
takes  a great  deal  of  travel  expense,  for  one  thing, 
to  get  these  things.  Now,  it  isn’t  a question  of 
$30,000,  it  is  a question  of  have  we  got  anything 
better.  And  we  can  use  the  $30,000.  And  if  this 
House  wants  to  give  up  the  Bufferin  ad,  and  take 
on  $100,000  of  Dr.  Bernstein,  it  is  perfectly  all  right 
with  me.  But  I think  he  should  have  given  the  rest 
of  the  quote  that  I gave  you. 

Speaker  Holcomb:  Is  there  any  further  discus- 
sion? 

Dr.  Leonard  .1.  Schiff,  Clinton:  Members  of 
the  House,  I am  in  agreement  with  the  principles 
expressed  by  Dr.  Bernstein  and  those  who  have 
supported  him.  I am  concerned  about  the  lan- 
guage, the  way  in  which  this  resolved  is  put.  I don’t 
like  the  use  of  the  word  “demand.” 

I think  we  might  accomplish  the  same  purpose 
otherwise,  and  I hereby  offer  as  a substitute  re- 
solved: “ Resolved , that  this  House  of  Delegates  in- 
struct the  staff  of  the  Journal  to  be  more  stringent 
in  the  application  of  its  present  rules  regarding  ad- 
vertising.” 

I think  that  will  take  care  of  the  situation, 
and  will  solve  the  problem  in  a more  amicable  man- 
ner. 

Speaker  Holcomb:  Dr.  Schiff  offers  this  as  a 
substitute  motion.  Is  there  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Second. 

Speaker  Holcomb:  It  is  seconded.  Is  there 
a discussion  of  the  substitute  motion?  If  not,  is 
the  House  ready?  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb  : Opposed? 

Chorus:  Nay. 

Speaker  Holcomb  : The  ayes  have  it. 

Dr.  Gerard  V.  Farinola,  Nassau:  Mr.  Speaker, 
I tried  to  be  recognized  before,  but  you  didn’t  catch 
my  hand. 

Speaker  Holcomb:  I am  sorry. 

Dr.  Farinola:  I was  just  wondering  if  the  ap- 
proval of  this  substitute  motion  was  not  mis-stated 
in  saying  that  the  committee  has  been  remiss  in 
allowing  this  advertisement.  I think  we  are  a bit 
naive  when  we  think  that,  because  all  of  us  here  take 
this  medicine,  all  of  us  take  aspirin — they  are  house- 
hold articles — and  I am  sure  that  the  Publication 
Committee  has  looked  over  this  matter  thoroughly 
before  its  inclusion  in  the  Journal.  Are  we  not  per- 
haps mixing  our  motives?  Is  it  not  that  the  radio  and 
television  people  and  Arthur  Godfrey  and  others  speak 
of  this  medicine,  and  perhaps  that  might  move  us 
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in  our  motives  to  try  to  change  our  publication? 

Dr.  Moore  is  so  eloquently  correct  in  stating  that 
the  funds  accrued  are  so  necessary.  This  is  a prob- 
lem that  comes  to  us  in  the  county  societies  too, 
shall  we  include  certain  advertisements  in  our 
journals,  and  at  every  meeting  we  find  that  we  must 
be  careful,  and  I am  sure  that  we  all  try  to  be  ethical, 
and  I am  quite  positive  in  my  mind  and  in  the  minds 
of  the  members  of  our  county  societies  that  this  in- 
clusion does  not  deface  or  in  any  way  create  an  un- 
ethical practice  in  the  publication  of  our  Journal. 

Speaker  Holcomb:  Does  anyone  wish  to  ask 

that  the  vote  be  reconsidered? 

Dr.  Farinola:  Yes,  sir. 

Speaker  Holcomb  : Is  there  a second? 

Dr.  Moore:  Second. 

Speaker  Holcomb:  Dr.  George  Jensen. 

Dr.  Leif  G.  Jensen,  Richmond:  I’d  like  to  make 
a comment.  It  seems  to  me  that  we  are  not  dis- 
cussing the  merits  of  a particular  product  scientif- 
ically; I think  we  should  be  discussing  the  merits  of 
the  type  of  advertising  that  these  pharmaceutical 
houses  use  in  t he  lay  media.  Now,  if  a medicine  ad- 
vertises in  our  Journal,  does  that  give  them  the 
right  to  use  the  reference  in  their  own  advertising? 
Is  that  implied? 

Speaker  Holcomb:  No. 

I)r.  Jensen:  Is  it  implied  that  our  Society  en- 
dorses the  type  of  advertising  that  any  medicine 
does  over  television? 

Speaker  Holcomb:  Doctor,  I think  the  Chair 
can  answer  that  and  say  no.  Are  you  ready  for  the 
vote  on  the  substitute  motion? 

Dr.  Levine:  I would  like  to  make  one  comment. 
In  the  April  1,  1957,  New  York  State  Journal  ok 
Medicine,  out  of  all  the  advertisements,  which 
number  something  over  40,  there  is  only  one  that  is 
advertised,  as  has  been  said,  over  the  radio  and 
television,  by  jingles  and  everything,  and  only  one 
that,  the  public  is  going  to  buy  over  the  counter  or 
knows  enough  about  to  buy  because  of  that  ad- 
vertising 

Speaker  Holcomb:  Thank  you,  Dr.  Levine. 

Are  you  ready  for  the  vote?  There  is  a vote  on  the 
substitute  motion.  The  vote  is  for  the  substitute 
motion  as  presented  by  Dr.  Schiff,  which  is  to  ask 
the  Journal  staff  to  review  carefully  all  aspects  of 
the  advertising. 

I)r.  Freedman:  It  was  passed.  Wasn’t  that 
passed  already? 

Speaker  Holcomb:  No,  I asked  for  a motion  to 
reconsider  the  vote,  due  to  the  debate  that  followed. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  There  is 
a point  of  order,  Mr.  Chairman. 

Speaker  Holcomb:  What  is  your  point  of  order, 
doctor? 

Dr.  Wolff:  Am  I correct,  Mr.  Speaker,  in  as- 
suming that  the  vote  was  on  the  substitution  of  Dr. 
Schiff’s  motion,  which  I assumed  was  passed,  and 
that  we  will  place  the  substitution  motion  on  the 
floor  now  for  action? 

Speaker  Holcomb:  That  is  true.  Yes,  sir, 

that  is  what  I assume,  doctor.  Are  you  ready  for 
the  vote  on  the  substitute  motion? 


Dr.  Thomas  F.  McCarthy,  Hronx:  What  is  the 
substitute  motion? 

Speaker  Holcomb:  Doctor,  will  you  restate 

your  substitute  motion,  please.  I tried  to  do  so, 
but — I thought  I stated  the  intent  of  the  motion, 
anyway. 

Dr.  Schiff:  The  substitute  motion,  as  accurately 
as  I can  restate  it  is  this:  “Resolved,  that  t his  House 
of  Delegates  requests — not  demands — requests  the 
Publication  Committee  to  be  more  stringent  in  the 
application  of  their  rules  regarding  advertising.” 

Now,  may  I say,  as  long  as  I have  seized  the  micro- 
phone again,  that  I think  that  that  is  all  we  need  to 
do — the  Publication  Committee  knows  what  we 
have  in  mind.  It  may  be  that  facts  have  been 
brought  out  here  that  were  not  known  to  them  be- 
fore, and  I think  we  should  trust  in  their  judgment, 
and  not  make  specific  and  binding  and  narrowly  con- 
stricting demands  on  our  committees.  Thank  you. 

Dr.  Bernstein:  Point  of  order. 

Speaker  Holcomb:  All  right,  this  is  a substitute 
motion,  and  Dr.  Bernstein  must  be  recognized 
again. 

Dr.  Bernstein:  Are  we  asking  the  Publication 
Committee  to  do  something  which  they  should  have 
done  all  of  these  years?  Of  course,  they  review  these 
articles  and  this  advertising  carefully — we  take  that 
for  granted.  I think  to  put  this  thing  in  the  form  of 
a motion  is  ridiculous  and  is  begging  the  question 
completely. 

Speaker  Holcomb:  All  right,  Dr.  d’Angelo 

wishes  to  speak  on  the  substitute  motion.  Let  us 
hope  that  our  debate  on  this  will  not  continue  inter- 
minably. 

Dr.  d’Angelo:  As  to  the  question  that  I had 
said  before  the  chairman  of  the  committee,  when  I 
wanted  to  know  whether  or  not  the  rules  were 
being  adhered  to,  I think  this  substitute  motion  of 
Dr.  Schiff  just  asks  the  Publication  Committee  to 
adhere  to  the  rules  that  they  now  have  and  scruti- 
nize advertising  more  carefully. 

Speaker  Holcomb:  Members  of  the  House,  are 
you  ready  for  the  question?  Those  in  favor  of  the 
substitute  motion  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no? 

Chorus:  Nay. 

Speaker  Holcomb:  It  is  so  ordered,  the  ayes 
have  it.  The  motion  is  carried. 

Section  120  {See  81) 

Report  of  Reference  Coin  init  tee  on  Report  of 
the  Council,  Part  XI:  Preparation  of  Medical 
Forms 

Dr.  John  M.  Galbraith,  Nassau:  Resolution 
57-58.  This  resolution  is  with  respect  to  the  prep- 
aration of  medical  forms,  and  introduced  by  the 
Medical  Society  of  the  County  of  Albany.  The 
reference  committee  recommends  approval  of  this 
resolution,  as  many  institutions,  State  and  county 
societies  have  already  found  it  to  be  feasible.  We 
recommend  referral  to  the  Council  for  implementa- 
tion. 

I move  the  adoption  of  this  portion  of  the  report. 
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Dr.  C.  Joseph  Delaney,  New  York:  Second. 

Speaker  Holcomb:  Is  there  any  discussion  on 

this  portion  of  the  report?  The  committee  recom- 
mends approval,  did  you  say,  doctor? 

Vice-Speaker  Williams:  Approval,  with  im- 
plementation. 

Dr.  Galbraith:  By  the  Council. 

Speaker  Holcomb:  By  the  Council.  Is  there 
any  discussion?  This  is  57-58,  to  draw  up  a short 
medical  form  with  approximately  ten  questions. 
Is  there  any  discussion?  If  not,  those  in  favor  will 
say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 

Dr.  Galbraith:  Mr.  Speaker,  I move  the  adop- 
tion of  the  report,  of  the  whole  report,  as  revised. 

Speaker  Holcomb:  Is  there  a second? 

Speaker  Holcomb:  Is  there  any  discussion? 

Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 

Dr.  Galbraith:  I wish  to  thank  the  members  of 
our  committee,  Dr.  James  E.  Glavin,  Dr.  Leo  S. 
Drexler,  Dr.  John  H.  Wadsworth,  and  Dr.  C.  Joseph 
Delaney. 

Speaker  Holcomb:  Thank  you,  Dr.  Galbraith, 
it  was  a very  good  report.  ( Applause ) 

Section  130 

Physicians'  Home:  Address  by 
Dr.  Beverly  C.  Smith 

Speaker  Holcomb:  Members  of  the  House,  at 
t his  time  I wish  to  allow  Dr.  Beverly  Smith,  who  is 
the  president  of  our  Physicians’  Home,  the  courtesy 
of  the  floor,  to  present  a resume  of  the  activities  and 
needs  of  that  institution.  I hope  the  members  will 
remain  seated  until  this  address  is  through,  and  then 
I may  give  you  a ten-minute  recess,  if  you  so  desire, 
after  the  report. 

Dr.  Beverly  C.  Smith:  Mr.  Speaker,  members  of 
the  House  of  Delegates,  it  is  again  my  privilege  to 
report  to  you  on  behalf  of  the  board  of  directors  and 
the  trustees  on  the  functions  of  the  Physicians’  Home 
for  the  past  year.  The  place  had  25  guests,  and  14 
of  these  were  widows.  We  accepted  three  new 
guests,  and  three  of  the  beneficiaries  died. 

The  annual  income  from  the  membership  of  the 
Medical  Society  of  the  State  of  New  York  for  the 
period  was,  in  round  numbers,  $14,000.  We  re- 
ceived from  the  $2.00  voluntary  contributions  from 
members  approximately,  in  round  figures,  $21,000. 
We  received  from  the  Women’s  Auxiliary  $2,000; 
and  the  interest  on  our  investment  portfolio 
amounted  to  $10,500,  yielding  a total  income  from 
all  sources  of  $48,500.  We  received  a total  of 
$10,000  from  bequests.  These  funds  were  placed 
in  our  investment  portfolio,  and  only  the  interest 
will  be  used  for  our  general  purposes. 

In  1954  we  circularized  the  24,000  members  of 
the  State  Society,  and  received,  after  our  request  for 
$10  annual  membership,  $10,000,  4.4  per  cent  of  the 
membership  responding.  The  following  year  we 
received  $14,000,  with  6 per  cent  responding. 
This  year,  so  far,  we  have  received  $20,000,  and  a 


second  appeal  supplementing  our  first  one  has 
brought  us  up  to  date  $7,000  more,  which  brings  us 
practically  to  $27,000  or  1 1 per  cent.  It  is  a most 
gratifying  increase. 

During  our  fiscal  year  from  October,  1955,  to 
October,  1956,  we  gave  our  guests  $40,000,  and  we 
spent  $7,000  for  administrative  expenses. 

On  July  1 the  office  of  the  Physicians’  Home, 
which  had  been  rent-free  in  my  office,  was  moved  to 
the  office  of  the  Medical  Society  of  the  State  of  New 
York  at  386  Fourth  Avenue,  for  which  we  pay  a 
nominal  rent,  and  for  which  we  are  grateful  to  the 
State  Society.  This  is  providing  the  home  a more 
permanent  and  official  domiciliary,  in  keeping  with 
its  functions. 

We  have  employed  Dr.  Ada  Chree  Reid  as  execu- 
tive director.  The  work  has  made  it  necessary 
that  we  have  such  an  officer,  and  these  arrangements 
have  increased  the  efficiency  and  the  function  of  the 
home. 

In  order  to  establish  a more  intimate  liaison  with 
the  county  societies,  the  executive  committee  of 
the  board  of  directors  have  recommended  that  we 
ask  the  president  of  each  county  society  to  appoint 
a committee  of  one  or  more  members  to  act  as  ad- 
visers to  the  Physicians’  Home.  This  committee 
will  be  one  to  which  we  may  address  ourselves  con- 
cerning the  eligibility  of  respective  guests,  and  to 
gather  information  concerning  the  progress  and  wel- 
fare of  our  accepted  guests. 

We  hope  this  committee  will  work  with  the 
Woman’s  Auxiliary.  I am  sure  they  are  anxious  to 
function  with  this  committee.  We  also  plan  to  ask 
this  committee  to  intercede  in  case  of  the  guests 
who  have  need  of  services — and  this  is  rather  inter- 
esting and  rather  important — services  of  dentists, 
oculists,  optometrists,  druggists,  doctors,  hospitals, 
hearing  aids  and  other  t3rpes  of  assistance,  and  to 
help  them  procure  these  services  at  decreased  costs, 
in  lieu  of  their  support  from  the  Physicians’  Home. 

The  Dental  Society  of  New  York  County  has 
already  signified  its  willingness  to  cooperate  in  such 
a program.  We  are  still  unable,  because  of  our 
finances,  to  increase  our  stipends  in  proportion  to 
the  rising  cost  of  living,  but  we  are  gradually  working 
up  to  that.  The  welfare  agencies  will  still  with- 
draw their  help  if  we  give  help,  and  this  is  an  impasse 
which  we  are  unable  to  combat  at  the  present  time. 

We  are  trying  to  perfect  a form  for  social  service 
interviews  which  can  be  executed  by  either  the 
county  society  or  a committee  or  the  Woman’s 
Auxiliary,  with  the  hopes  that  we  will  be  able  to 
dispense  with  the  $10  or  $20  that  we  have  to  pay  a 
social  service  worker  for  each  one  of  these  investiga- 
tions. 

The  number  of  applicants  is  increasing.  Last 
year  we  had  27  new  applicants,  13  of  whom  were  ac- 
cepted as  guests.  Eight  of  these  were  not  eligible 
for  our  help,  four  applications  were  withdrawn,  and 
two  are  still  pending. 

As  of  March  1,  the  total  resources  of  the  invest- 
ment portfolio  of  the  Physicians’  Home  amounts  to 
$276,000.  That  is  extremely  creditable  when  you 
think  that  this  was  founded  in  1919,  and  for  a num- 
ber of  years  we  had  so  little  money  it  would  run 
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under  Dr.  B.  Wallace  Hamilton’s  hat  band. 

During  the  year  I wrote  the  executive  secretaries 
of  each  state  society,  asking  them  whether  or  not 
they  were  cognizant  of  these  problems  among  doc- 
tors and  their  widows  in  their  states,  and  whether 
they  had  investigated  the  situation,  and  if  they  had, 
whether  they  had  done  anything  about  it.  To  date 
I have  received  36  replies,  which  are  interesting,  and 
I hope  to  put  in  a detailed  report  and  print  it.  The 
problem  seems  to  be  more  urgent  in  states  in  which 
there  are  large  cities,  and  likewise  in  this  State  it  is 
more  urgent  in  counties  with  large  cities. 

Massachusetts  celebrates  this  year  its  hundredth 
anniversary  of  the  founding  of  its  Benevolent  So- 
ciety. It  has  always  boasted  of  the  fact  that  it  was 
the  oldest  one,  but  investigation  turned  up  the  fact 
that  a group  of  citizens  in  Charleston,  South  Caro- 
lina, nine  years  prior  to  the  founding  of  the  Massa- 
chusetts Society  founded  a similar  society. 

In  an  attempt  to  study  the  means  of  encouraging 
financial  security  among  members  of  the  county  so- 
cieties and  among  medical  schools  we  asked  the  deans 
of  medical  schools  whether  or  not  we  could  discuss 
these  problems  with  some  of  their  fourth-year  people 
and  also  their  house  staffs.  They  thought  that  our 
figures  were  too  depressing,  and  they  asked  us  to 
hold  it  in  abeyance. 

In  conclusion,  gentlemen,  I just  want  to  cite  one 
or  two  instances  of  the  type  of  letters  that  we  have 
received.  Here  is  part  of  one  from  a widow:  “At 
no  time  in  my  life  did  it  ever  occur  to  me  that  I would 
need  financial  aid  from  anyone.” 

That’s  what  happens.  “At  this  time  I cannot 
foresee  any  possible  change  in  my  circumstances, 
and  I will  continue  to  need  it.” 

Another  line  from  another  letter:  “I  do  not  know 
if  you  can  imagine  my  loss  when  my  husband  left 
me  alone,  when  we  had  been  married  happily  over 
thirty  years.  He  is  buried  here  in  this  town,  and 
that  is  the  reason  I like  to  live  here,  and  call  this 
town  my  own.  And  I thank  you  for  letting  me  stay 
in  it,  and  not  moving  me  to  a home.” 

Another  one:  “I  am  writing  you  to  thank  you  for 
what  you  have  done  for  this  aged  hulk  of  mine,  who 
knew  not  where  to  lay  his  weary  and  throbbing 
head.  You  have  done  a wonderful  thing,  for  you 
have  placed  me  in  a home;  that  is  truly  a home,  be- 
cause it  is  a home  that  fits  me,  where  I have  been 
all  of  my  professional  life.  Please  believe  I am 
grateful.” 

Again,  gentlemen,  on  behalf  of  the  trustees  and 
physicians  of  the  Physicians’  Home,  and  myself 
personally,  thank  you  very  much  for  your  help  and 
generous  support  for  the  past  year,  and  I assure  you 
that  the  advisory  and  governing  bodies  of  this  organ- 
ization are  conscientiously  functioning  to  bring 
surcease  and  happiness  to  those  of  our  confreres 
and  their  widows  who  have  been  less  fortunate. 
And  we  shall  continue  to  strive,  with  your  help,  to 
increase  our  usefulness.  Thank  you.  ( Applause ) 
Speaker  Holcomb:  Thank  you,  Dr.  Smith.  I 
hope  this  report  will  make  some  of  this  House  of 
Delegates  a little  more  careful  in  their  expenditures 
and  ways  of  living. 

I would  rather  continue  for  at  least  two  or 


three  more  reports  this  morning,  so  that  we  can 
make  a better  headway,  if  the  members  don’t  ob- 
ject. We  have  done  very  well  so  far.  But  would 
the  House  of  Delegates  like  to  have  a ten-minute 
recess? 

Chorus:  No. 

Speaker  Holcomb:  We  will  continue  in  session. 

Section  131  (See  19,  20) 

Report  of  Reference  Conitni ttee  on  Re/tort  of 
the  President  and  President-Elect:  Review  of 
Reports 

Speaker  Holcomb:  The  next  order  of  business  is 
the  report  of  president,  President’s  Report  Com- 
mittee, chairman,  Dr.  Walls  of  Erie  County. 

Dr.  Walter  S.  Walls,  Erie:  Mr.  Chairman, 
delegates,  the  report  of  the  president,  James  Green- 
ough,  is  most  interesting  and  informative  and  makes 
one  realize  to  a small  extent  the  magnitude  and  ex- 
acting nature  of  the  position  he  has  held. 

A year  ago  at  this  time,  Dr.  Greenough  made  the 
recommendation  that  the  sixty-odd  committees, 
comprising  about  five  hundred  members  of  the 
Medical  Society,  be  divided  into  three  groups  for 
more  efficient  handling  of  the  affairs  of  the  Society, 
these  groups  being  administrative,  economic,  and 
scientific.  This  has  been  done  and  apparently  has 
expedited  the  proceedings  of  the  Society  throughout 
the  year,  and  in  Dr.  Greenough ’s  report  this  is  clearly 
reflected  in  the  grouping  of  the  various  committee 
reports.  He  is  to  be  commended  for  this  reorganiza- 
tion. 

In  commenting  upon  the  administrative  section 
of  Dr.  Greenough’s  report,  we  would  like  to  heartily 
endorse  his  commendation  of  the  Society’s  secretary, 
Dr.  W.  P.  Anderton,  and  we  also  join  with  him  in 
commending  the  treasurer,  Dr.  Dattelbaum,  and 
the  budget  committee.  One  of  the  outstanding 
accomplishments  of  this  administration  has  been 
the  establishment  of  a pension  plan  for  employes 
of  t he  Society  by  the  committee  on  office  administra- 
tion and  policies.  This  has  been  long  needed  and 
we  look  upon  the  achievement  with  gratification. 

We  also  heartily  agree  with  our  president’s  ap- 
preciation of  the  fine  work  being  carried  on  by  Dr. 
Laurance  D.  Redway,  editor  of  the  New  York 
State  Journal  of  Medicine,  particularly  in  view 
of  the  increased  demands  of  the  Sesquicentennial 
issue.  We  agree  with  his  expressed  appreciation  of 
the  publication  committee  and  share  his  hope  that 
they  will  do  an  outstanding  job  with  the  1957  Med- 
ical Directory. 

We  would  like  to  join  with  our  retiring  {Resident 
in  commending  the  Woman’s  Auxiliary  for  their 
fine  and  continuing  support  of  the  State  Society. 
( )f  the  other  numerous  administrative  matters  we 
would  like  to  make  special  mention  of  the  Ses- 
quicentennial committee  under  Dr.  Samuel  Z. 
Freedman,  committee  chairman.  We  agree  with 
the  president  that  this  has  indeed  been  a memorable 
year  and  the  150th  birthday  of  the  Society  was 
fittingly  celebrated,  due  to  the  efforts  of  many 
loyal  workers. 
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Concerning  the  economics  section  of  the  report 
we  concur  with  the  president’s  handling  of  the 
“Medicare”  program.  Under  the  chairmanship  of 
Dr.  John  C.  McClintock,  the  Economics  Com- 
mittee of  the  Council  acted  vigorously  in  setting  up 
a workable  plan  for  the  handling  of  this  program  and 
still  left  room  for  renegotiation  following  suggestions 
to  be  submitted  by  the  various  county  medical 
societies. 

Another  economic  matter  worthy  of  mention  and 
special  commendation  is  the  work  of  Dr.  Gerald  D. 
Dorman,  chairman  of  the  Workmen’s  Compensation 
Committee,  in  advancing  the  preparation  of  a new 
fee  schedule  to  replace  the  outmoded  one  presently 
in  existence. 

We  also  join  in  the  president’s  commendation  of 
the  Legislation  Committee’s  work  under  its  able 
chairman,  Dr.  Henry  I.  Fineberg,  and  Dr.  Harold  B. 
Smith,  executive  officer.  In  spite  of  the  efforts  of 
Drs.  Fineberg  and  Smith,  however,  it  appears  that 
much  of  the  desired  legislation  was  not  forthcoming, 
and  we  share  with  Dr.  Greenough  the  thought  that 
perhaps  the  time  has  come  to  reappraise  our  entire 
legislation  program. 

With  regard  to  the  civil  and  catastrophic  defense 
committee,  we  share  President  Greenough ’s  hope 
for  real  action  in  improving  medical  civil  defense 
facilities  throughout  the  State.  This  is  a matter  of 
prime  importance  and  an  area  in  which  it  is  difficult 
to  maintain  a high  level  of  active  interest  on  a 
continuing  basis.  The  scientific  portion  of  the 
president’s  report  properly  concerns  itself  with  a 
continuing  liaison  between  the  Society  and  the 
State  Commissioner  of  Health  and  members  of  his 
staff.  We  would  like  to  second  the  commendation 
of  the  fine  work  of  the  committee  chairman,  Dr. 
Theodore  J.  Curphey,  and  thank  them  for  their 
efforts  in  furthering  the  programs  concerning  polio 
vaccination,  accident  prevention,  diabetes,  and 
care  for  the  aged,  as  well  as  many  other  programs 
too  numerous  to  mention. 

We  are  also  pleased  to  join  with  the  president 
in  commending  Dr.  Beverly  C.  Smith,  president  of 
the  Physicians’  Home,  for  his  many  years  of  service 
for  this  worthy  project,  and  we  urge  its  continued 
support. 

In  conclusion,  Dr.  Greenough  pays  tribute  to  the 
teamwork  of  the  officers  of  the  Society,  including  the 
Board  of  Trustees,  the  Council,  and  the  many 
committee  members,  especially  Dr.  John  J.  Master- 
son,  chairman  of  the  Board  of  Trustees.  We 
heartily  join  the  president  in  this  vote  of  thanks 
and  at  this  time  the  House  of  Delegates,  through 
this  committee,  would  like  to  thank  you,  Dr. 
Greenough,  for  your  year  of  administration  and 
leadership,  and  to  congratulate  you  on  your  report. 
The  committee  would  also  like  to  commend  to  the 
Society  your  suggestion  that  extra  remuneration  for 
the  president  be  considered,  and  we  would  further 
recommend  that  the  president-elect  should  also 
share  in  this  consideration.  I am  sure  none  of  us 
are  unmindful  of  the  sacrifice  and  service  all  presi- 
dents have  unhesitatingly  given  the  Society. 

We  were  very  pleased  to  hear  the  address  of 
President-elect  Thurman  B.  Givan  and  wish  him 


the  best  of  success  in  carrying  forward  his  plans  for 
the  coming  year. 

Mr.  Chairman,  I would  like  to  recommend  the 
adoption  of  this  portion  of  our  report. 

Vice-Speaker  Williams:  Do  we  hear  a second? 
Dr.  Leonard  J.  Schiff,  Clinton:  Second. 
Vice-Speaker  Williams:  Is  there  any  dis- 

cussion? If  not,  all  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  132  (See  62) 

Report  of  Reference  Committee  on  Reports  of 
the  President  and  President-Elect : Remun- 

eration for  President  During  Term  of  Office 

Dr.  Walter  S.  Walls,  Erie:  We  have  one 
resolution  referred  to  us,  introduced  by  the  Nassau 
County  Medical  Society,  57-39.  This  concerns 
remuneration  for  the  president  during  his  term  of 
office.  My  committee  unanimously  approves  in 
principle  this  resolution  but  would  like  to  expand 
the  resolved  clause  to  read  as  follows: 

Resolved,  that  a proper  committee  of  the 
Council  and  the  Board  of  Trustees  be  appointed, 
with  power  to  implement  this  resolution  and 
provide  remuneration  for  the  president  and 
president-elect  as  speedily  as  possible. 

Mr.  Chairman,  I would  like  to  recommend  the 
adoption  of  this  resolution. 

Dr.  Leonard  J.  Schiff,  Clinton:  Second. 
Vice-Speaker  Williams:  Is  there  any  dis- 

cussion? If  not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  is  approved. 

Dr.  Walls:  This  report  is  signed  by  the  members 
of  my  reference  committee,  to  whom  I wish  to  give 
my  appreciation  at  this  time,  Drs.  Richard  M. 
Arkwright,  Richard  P.  Doody,  Alfred  L.  George, 
and  William  L.  Wheeler,  Jr. 

I would  like  to  recommend  the  adoption  of  the 
report  in  total. 

Vice-Speaker  Williams:  The  report  as  a whole 
is  before  you.  All  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  So 
ordered.  ( Applause ) 

Section  133  (See  60,  72) 

Report  of  Reference  Committee  on  Report  of 
the  Planning  Committee  for  Medical  Policies: 
Consultations  with  County  Societies  on 
Policies 

Speaker  Holcomb:  The  next  report  is  the  report 
of  the  reference  committee  on  Report  of  Planning 
Committee  for  Medical  Policies,  Dr.  Lane. 

Dr.  Joseph  A.  Lane,  Monroe:  Mr.  Speaker, 

members  of  the  House,  this  is  the  report  of  the 
reference  committee  on  report  of  Planning  Com- 
mittee for  Medical  Policies.  This  report  covers  the  | 
action  taken  on  two  resolutions  which  were  presented 
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to  the  committee.  They  are  57-37  and  57-49. 
They  both  deal  with  similar  problems  which  con- 
cern "Consultations  with  County  Societies  on 
Policies.” 

After  discussion,  it  was  felt  that  the  resolutions 
as  presented  should  both  be  disapproved.  It  was, 
however,  in  spite  of  a sympathetic  attitude  on  the 
part  of  the  committee  for  the  intent  of  the  resolutions. 

Speaker  Holcomb:  Do  the  members  of  the  House 
have  those  resolutions  before  them?  The  committee 
recommends  that  those  resolutions  be  disapproved. 
Is  there  any  discussion? 

I)r.  Lane:  Mr.  Speaker,  I would  like  to  continue 
before  that,  please. 

Speaker  Holcomb:  All  right. 

Dr.  Lane:  The  following  resolution  was  formu- 
lated and  is  presented  to  the  House  for  consideration: 

Whereas,  all  physicians  in  New  York  State  are 
concerned  with  the  manner  in  which  the  Medical 
Society  of  the  State  of  New  York  affects  their 
future;  and 

Whereas,  all  physicians  in  New  York  State 
have  a vital  interest  in  their  own  future  well- 
being; and 

Whereas,  their  most  effective  means  of  expres- 
sion is  through  their  county  medical  societies;  and 
Whereas,  the  Council  is  representative  of  all 
district  branches  and  groups  of  physicians;  and 
Whereas,  the  Council  is  empowered  by  the 
Constitution  and  Bylaws  to  take  action  as 
necessary  in  the  absence  of  the  House  of  Delegates; 
now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  request 
the  officers  and  Council  of  the  Medical  Society  of 
the  State  of  New  York  that  whenever  matters  of 
vital  importance  are  to  be  considered  that  each 
county  society  be  informed  of  all  aspects  of  the 
particular  problem,  when  time  permits,  and  an 
attempt  be  made  to  learn  of  the  true  opinion  and 
feelings  of  such  component  societies. 

Mr.  Speaker,  I now  move  the  adoption  of  this 
portion  of  the  report. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Leonard  J.  Schiff,  Clinton:  Second. 
Speaker  Holcomb:  The  chairman  recommends 
that  these  two  resolutions,  37  and  49,  be  disapproved 
and  they  offer  as  a substitute  resolution  the  one 
which  he  has  just  read.  Is  there  any  discussion  of 
the  substitute  resolution?  If  not,  are  you  ready 
for  the  question?  All  those  in  favor  will  say  aye. 
Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  So  ordered. 
Section  134 

Report  of  Reference  Committee  on  Report  of 
the  Planning  Committee  for  Meilical  Policies: 
Report  and  Supplementary  Report 


Dr.  Joseph  A.  Lane,  Councillor:  The  report  of 
the  Planning  Committee  for  Medical  Policies  and 
the  supplementary  report  were  then  considered 
and  gone  over  item  by  item. 

The  entire  report  and  supplementary  report  were 
approved  without  change  by  your  reference  commit- 
tee and  I now  wish  to  move  adoption  of  the  part  of 
the  report. 

Dr.  Herbert  S.  Ogden,  New  York:  Second. 

Speaker  Holcomb:  Is  there  any  discussion 

of  the  report  on  the  Planning  Committee  for  Medical 
Policies? 

Are  you  ready  for  the  question?  Those  in  favor 
will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  It  is  so  ordered. 

Dr.  Lane:  The  reference  committee  wishes  to 
commend  highly  the  report  of  the  committee.  It 
certainly  shows  a vast  amount  of  work  and  they  are 
to  be  very  highly  commended. 

Mr.  Chairman,  I now  wish  to  move  the  adoption  of 
the  report  as  a whole. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Second. 

Speaker  Holcomb:  Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no?  So  ordered. 

Dr.  Lane:  I want  to  take  this  opportunity  to 
thank  the  members  of  this  reference  committee: 
Dr.  E.  Dean  Babbage,  Erie;  Dr.  Walter  S.  Bennett, 
Washington;  Dr.  John  N.  Dill,  Westchester,  and 
Dr.  Irving  Weiner,  Orange. 

Speaker  Holcomb:  Thank  you,  Dr.  Lane. 

(Applause) 

Speaker  Holcomb:  Is  there  any  other  reference 
committee  ready  to  report? 

If  not,  I have  an  announcement  to  make  at  this 
time,  which  is  of  a social  nature,  and  which  should  be 
of  interest. 

This  is  the  thirty-eighth  wedding  anniversary  of 
Jim  and  Mrs.  Greenough.  ( Applause ) 

President  Greenough:  This  is  a little  unex- 
pected. I thank  you  all  on  her  part  and  on  my  part. 

Speaker  Holcomb:  Are  there  any  other  reference 
committees  ready  to  report? 

This  House  seems  to  be  in  a fairly  receptive  mood 
this  morning  and  extremely  energetic,  and  we  are 
very  happy  about  it.  Our  vice-speaker  says  that 
you  are  saving  your  fire. 

Members  of  the  House,  in  order  to  conserve  time 
I shall  call  a recess  until  1 :30,  and  I shall  remind  the 
members  that  we  wish  to  get  through  without  a night 
session — that  is  our  very  fond  hope.  And  I know 
it.  is  the  hope  of  all  of  you  here,  so  will  you  reconvene 
at  1 : 30  very  promptly,  please. 

...Whereupon,  at  12:10  p.m.  the  meeting  was 
adjourned  until  1 :30  p.m.  . . . 
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Tuesday , May  14,  1957 


The  session  convened  at  1:45  p.m. 

Speaker  Holcomb:  The  House  will  please  come 
to  order.  Will  the  chairmen  of  the  reference  com- 
mittees come  to  the  front,  please.  The  reports  will 
he  received  at  the  Speaker’s  desk  in  the  order  they 
arrive. 

Section  135  ( See  9) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  l II:  Subcommittee  Reports 
and  Supplementary  Reports 

Speaker  Holcomb:  Council,  Part  VII,  Economics, 
Medicare,  Medical  Care  Insurance,  Public  Medical 
Care.  Dr.  George  A.  Burgin  will  present  the 
report. 

Dr.  George  A.  Burgin,  Herkimer:  Mr.  Speaker, 
members  of  the  House,  your  reference  committee 
has  studied  and  discussed  the  reports  of  the  Council 
Committee  on  Economics  and  the  Subcommittee  on 
Public  Medical  Care.  We  are  greatly  impressed  by 
the  tremendous  amount  of  work  that  Dr.  John  C. 
McClintock’s  Committee  on  Economics  faced  during 
the  past  year. 

The  House  of  Delegates  resolution  of  1956  urging 
all  Blue  Shield  Plans  to  institute  a S6,000  service 
ceiling  program  was  implemented  and  accomplished 
when  the  Western  New  York  Medical  Plan  of 
Buffalo  and  Medical  and  Surgical  Care,  Inc.,  of 
Utica  made  unanimous  the  availability  of  a service 
plan  throughout  the  State.  This  type  of  service 
plan  through  the  Blue  Shield  program  has  made  it 
possible  to  approach  the  Temporary  Health  Insur- 
ance Board  of  the  State  of  New  York  with  the  pur- 
pose of  enrolling  all  civil  service  employes  and  their 
families  in  Blue  Shield.  The  Economics  Committee 
has  been  very  active  in  meeting  with  this  board  and 
memorializing  them  through  Council-approved 
resolutions  so  that  Blue  Shield  may  have  the  advan- 
tage of  this  large  addition  to  its  subscribers.  This 
type  of  contract  has  great  appeal  to  other  large 
employers — notably  the  New  York  Telephone 
Company. 

The  implementation  of  the  Dependent’s  Medical 
Care  Act,  Public  Law  No.  569,  was  handled  by  the 
Economics  Committee.  As  you  know,  this  law  to 
care  for  dependents  of  members  of  the  Armed 
Forces  was  passed  by  Congress  and  went  into  effect 
December  7,  1956.  On  the  committee’s  recommen- 
dation, the  Council  agreed  that  the  Medical  Society 
of  the  State  of  New  York  assume  the  responsibility 
of  fiscal  administrator.  Mr.  George  P.  Farrell, 
director  of  Medical  Care  Insurance  Bureau  of  our 
Society,  was  of  great  assistance  in  working  out  the 
details.  This  Bureau  made  available  a brochure 
setting  forth  instructions,  and  a schedule  of  allow- 
ances was  sent  to  every  physician  in  the  State  so  that 
we  would  be  prepared  for  the  December  7,  1956, 


deadline. 

A review  of  the  report  of  the  Bureau  of  Medical 
Care  Insurance  reveals  the  many  activities  demand- 
ing Mr.  Farrell’s  attention  not  only  regarding  Medi- 
care but  the  many  facets  of  all  medical  insurance 
plans.  He  has  attended  numerous  conferences 
as  well  as  district  branch  and  county  society  meet- 
ings. We  agree  with  the  committee  that  Mr. 
Farrell’s  services  have  been  extremely  valuable 
during  this  busy  year. 

The  report  of  the  Subcommittee  on  Public  Medi- 
cal Care  under  Dr.  William  C.  Childress  cites  several 
instances  for  dissatisfaction.  An  attempt  was 
made  to  clarify  the  Old  Age  and  Survivor’s  Insur- 
ance problem.  It  was  emphasized,  in  the  matter  of 
fees  for  welfare  patients,  that  the  Council  approved 
a fee  schedule  in  1956  with  two  stipulations:  “First, 

the  schedule  does  not  present  the  full  value  of  the 
medical  services  given,  and  second,  the  difference 
between  this  schedule  and  the  full  value  represents 
each  physician's  contribution  to  the  need}'  persons 
of  the  State.”  Because  of  the  magnitude  of  some  of 
the  problems  facing  this  subcommittee,  Dr.  Child- 
ress suggests  the  appointment  of  at  least  two  addi- 
tional members.  Your  reference  committee  agrees 
with  this  recommendation. 

I move  the  adoption  of  this  portion  of  the  report. 
Dr.  Aaron  Kottler,  Kings:  I second  it. 
Speaker  Holcomb:  All  those  in  favor  say  aye. 
Chorus:  Aye. 

Speaker  Holcomb:  Those  against? 

. . . No  response  . . . 

Speaker  Holcomb:  So  ordered. 

Dr.  Burgin:  Your  reference  committee  sub- 

scribes wholeheartedly  to  the  following  paragraph 
in  Dr.  Greenough’s  Report  of  the  President: 

“In  my  opinion  the  Committee  on  Economics 
has  had  one  of  the  most  difficult  assignments  of 
the  past  year,  namely,  the  launching  of  the  Medi- 
care program.  A special  note  of  thanks,  there- 
fore, should  be  given  to  Dr.  John  C.  McClintock, 
chairman,  his  fellow  members;  Mr.  George  P. 
Farrell,  director  of  the  Bureau  of  Medical  Care 
Insurance  as  well  as  of  Medicare,  and  his  assist- 
ant, Mrs.  Alice  Arana.” 

The  Subcommittee  on  Medical  Expense  Insur- 
ance, under  the  chairmanship  of  Dr.  Carl  R.  Acker- 
man, has  presented  a comprehensive  report  of  its 
activities.  This  report  should  be  read  in  detail  by 
all  members  of  the  House. 

This  subcommittee  considered  three  resolutions 
the  1956  House  of  Delegates  referred  to  it  by  the 
Council.  Two  of  these  resolutions  introduced  by 
the  County  of  Richmond  were  related  to  the  possi- 
bility of  insuring  subscribers  of  Blue  Shield  against 
the  cost  of  diagnostic  survey  and  a study  of  Blue 
Shield  plans  regarding  consultation  fees.  These 
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problems  were  pursued  in  questionnaires  to  each  of 
the  Blue  Shield  plans  in  New  York  State.  In  view 
of  the  replies,  the  subcommittee  suggests  several 
methods  of  answering  these  problems  but  makes  no 
specific  recommendations. 

It  is  obvious,  however,  that  Blue  Cross  and  Blue 
Shield  must  get  together  to  study  the  areas  of 
coverage.  Your  reference  committee  recommends 
the  House  of  Delegates  call  upon  Blue  Shield  and 
Blue  Cross  to  mutually  study  these  problems. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  All  those  in  favor? 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

I)r.  Burgin:  This  subcommittee  also  considered 
the  resolution  of  the  County  of  Monroe  calling  for 
the  continuation  and  further  development  of  medi- 
cal insurance  plans  which  respected  the  practice  of 
medicine  by  physicians  and  that  the  State  Society 
oppose  inclusion  in  a hospital  insurance  plan  of 
coverage  of  services  rendered  by  a licensed  physician. 
This,  the  subcommittee  recognized  as  another  in  the 
matter  of  corporations  practicing  medicine.  Fur- 
ther study  by  the  Council  was  recommended. 

Speaker  Holcomb:  Is  there  any  second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

I)r.  Burgin:  Your  reference  committee  heard 
more  than  thirty  interested  members  of  the  House 
discuss  the  resolutions  which  we  have  acted  upon. 
We  wish  to  thank  all  who  participated  in  these  dis- 
cussions and  so  helped  us  form  our  conclusions. 

Section  136  ( See  25) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VII:  Medical  Care  in  Veter- 
ans .Administration  Hospitals 

Dr.  George  A.  Burgin,  Herkimer:  Resolution 
57-2,  Medical  Care  in  VA  Hospitals. 

The  reference  committee  moves  the  approval  of 
this  resolution. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  Is  there  any  discussion? 

Dr.  Leonard  J.  Schiff,  Clinton:  I have  no 

quarrel  with  the  intent  of  this  resolution  and,  as  a 
matter  of  fact,  support  it.  However,  the  resolution 
calls  for  the  House  of  Delegates  to  investigate  this 
matter.  I wonder  if  it  would  be  more  appropriate 
to  ask  the  Council  to  appoint  a special  committee 
if  it  is  not  in  a position  to  do  this.  T would  like  to 
ask  the  chairman  about  it. 

Dr.  Burgin:  We  discussed  that  and  felt- a man- 
date from  the  House  of  Delegates  would  not  go 
through  the  Council  anyway.  We  had  no  reason, 
we  felt,  to  change  the  wording. 

Speaker  Holcomb:  Is  there  any  further  discus- 
sion? If  not,  those  in  favor  will  say  aye. 

Chorus:  Ave'. 

Speaker  Holcomb:  So  ordered. 


Set  lion  137  (See  35) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VII:  Revision  of  Standards 
for  .Approval  of  New  York  State  Metlieal  Care 
Plans 

Dr.  George  A.  Burgin,  Herkimer:  Resolution 
57-12,  Revision  of  Standards  of  Approval  of  New 
York  State  Medical  Care  Plans.  The  committee 
disapproved  this  resolution  on  the  grounds  that 
there  should  be  a differential  between  a participating 
physician  and  nonparticipating  physician  because  a 
participating  physician  actually  underwrites  the 
plan  and  is  therefore  liable  to  lesser  fees  if  the  plan 
is  not  able  to  pay  its  full  fee  as  scheduled. 

The  question  of  direct  payment  to  the  subscriber 
and  the  physician  is  contained  in  the  contract 
between  the  subscriber  and  the  plan  and  should  be 
adjusted  at  that  level.  We  disapprove  of  this 
resolution. 

Speaker  Holcomb:  The  committee  recommends 
disapproval.  Is  there  any  discussion?  If  not, 
those  in  favor  of  the  committee’s  resolution  to  dis- 
approve will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed? 

...  No  response  . . . 

Speaker  Holcomb:  The  ayes  have  it.  The 

resolution  is  disapproved. 

Section  138  ( See  26,  27,  28,  41,  50,  54,  56,  69) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VII:  Social  Security  for 

Physicians 

Dr.  George  A.  Burgin,  Herkimer:  Mr.  Speaker, 
the  next  group  are  resolutions  referring  to  Social 
Security  coverage.  These  resolutions  are  57-3, 
57-4,  57-18,  57-27,  57-31,  57-33,  and  57-46. 

Seven  resolutions  were  referred  to  the  reference 
committee  on  social  security  benefits  for  physicians. 
A typical  resolution  introduced  by  Dr.  Kent  W. 
Jarvis  for  the  County  of  Oswego  was  considered 
(57-4).  After  hearing  a number  of  views  on  the 
subject,  notably  from  Dr.  Arthur  J.  Bedell  and  Dr. 
James  Greenough,  your  committee  is  convinced  that 
there  has  been  a change  of  feeling  among  physicians 
regarding  Social  Security  coverage  and  a tendency 
to  “go  along  with  the  times.”  In  this  connection 
Broome  County  withdrew  its  resolution  relating  to 
another  poll  but  wanted  to  be  counted  among  those 
favoring  Social  Security  coverage. 

In  view  of  this  testimony,  your  reference  commit- 
tee recommends  the  adoption  of  this  resolution  which 
embodies  the  intent  of  the  other  six.  I so  move. 

I)r.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  The  reference  committee 

chairman  states  that  Broome  County’s  resolution 
(57-5)  which  related  to  another  poll  has  been  with- 
drawn but  that  Broome  wishes  to  be  counted  among 
those  favoring  Social  Security  coverage. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 
Speaker,  fellow  members  of  the  House,  the  recom- 
mendation of  the  reference  committee  is  a departure 
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from  our  previously  expressed  policy.  We  have,  for 
a number  of  years,  gone  on  record  as  being  opposed 
to  the  compulsory  inclusion  of  physicians  under  the 
Social  Security  Act.  The  recommendation  at  the 
present  time  is  that  we  report  ourselves  as  being  in 
favor  of  such  inclusion.  Our  opposition  in  the  past 
has  been  based  on  the  fact  that  we  as  exponents  of 
private  enterprise  should  have  the  opportunity  to 
put  aside  our  earnings  tax-free,  so  that  we  can  pro- 
vide our  own  retirement  income.  Social  Security 
is  an  attempt  to  provide  this  for  us  on  the  basis  of  a 
plan  which  is  not  insurance.  This  is  not  insurance, 
gentlemen,  because  it  is  not  actuarily  sound.  One 
of  the  great  arguments  of  the  proponents  of  the 
Social  Security  coverage  is  that  you  cannot  obtain 
this  return  from  an  insurance  company.  By  these 
very  words,  this  indicts  the  scheme  as  being  unsound 
financially.  This  is  a pie-in-the-sky  proposition. 
We  laughed  at  Townsend  when  he  said  “$30  every 
Thursday.”  We  are  now  going  to  say,  “Let’s  get 
on  the  band-wagon;  let’s  get  something  for  nothing.” 

Gentlemen,  in  spite  of  the  fact  that  there  has  been 
a considerable  body  of  opinion  to  the  effect  that  this 
is  the  trend  of  times  and  we  cannot  avoid  it,  I say 
let  us  stick  to  our  principles.  If  we  want  to  get  on 
the  line  for  handouts,  all  very  well  and  good;  if 
we  want  to  hold  our  heads  up  and  say  that  we  will 
take  care  of  ourselves  if  we  are  given  an  equal 
opportunity  with  the  businessman  who  is  privileged 
over  us  by  being  allowed  to  put  his  money  aside, 
let  us  then  concentrate  on  such  legislation  as  the 
bill  which  will  allow  us  to  maintain  ourselves  with 
dignity.  This  is  a mortgage  on  the  generations  to 
come.  It  will  possibly  benefit  us  immediately,  but 
ultimately  it  is  bound  to  end  in  disaster. 

I say  we  should  conduct  ourselves  in  the  way  we 
have  in  the  past  and  let  us  stick  to  our  guns  and 
say  that  we  want  no  handout,  we  want  nothing  for 
nothing,  and  just  give  us  an  equal  opportunity  with 
other  self-employed  individuals  to  be  equated  with 
the  businessman  who  has  special  privileges  under 
the  present  law.  If  we  do  that,  we  will  defeat  this 
recommendation;  we  will  maintain  our  traditional 
position  that  we  want  to  continue  for  free  enterprise. 
We  will  not  benefit  in  the  end  if  we  have  the  govern- 
ment providing  for  us. 

I say  let  us  defeat  this  resolution.  I am  opposed 
to  it. 

Speaker  Holcomb:  The  Speaker  wishes  to 

announce  at  this  time,  and  he  realizes  this  is  a con- 
troversial question,  but  I would  like  to  see  somebody 
who  wishes  to  speak  in  favor. 

Dr.  Samuel  B.  Burk,  New  York:  Mr.  Chairman, 
fellow  members  of  the  House  of  Delegates,  you  are 
finding  yourselves  in  a rather  peculiar  situation.  All 
the  other  professions,  lawyers,  dentists,  are  willing  to 
go  along  with  Social  Security.  I myself,  for  instance, 
am  far  beyond  the  possibility  of  wanting  that.  I 
approach  the  age  where  Social  Security  does  not 
mean  anything,  but  I do  believe  there  is  a place  for 
this  Social  Security,  particularly  among  the  younger 
men  who  may  find  themselves  in  a position  that  if 
any  havoc  may  occur,  their  families  are  not  looked 
after;  they  do  not  get  the  necessary  support  in  the 


event  there  is  a death  and  there  is  no  provider  in  the 
family.  You  have  something  here  that  is  definite. 
We  also  know  there  are  many  doctors  who  come 
under  the  category  as  described  by  Dr.  Beverly  C. 
Smith  that  this  Social  Security  may  be  one  way  of 
handling  the  situation,  and  I am  sure  if  you  find  your- 
selves analyzing  the  whole  matter,  with  all  due  respect 
to  Dr.  Wolff,  I dare  say  you  will  find  the  feelings 
of  the  committee,  after  considerable  amount  of  dis- 
cussion, that  Social  Security  would  be  the  proper 
procedure. 

Speaker  Holcomb:  Dr.  Flynn  of  Kings  County 
is  recognized. 

Dr.  John  J.  Flynn,  Kings:  Gentlemen,  I just 
want  to  reiterate  what  Dr.  Burk  has  just  said. 
We  heard  a very  lengthy  discussion  about  Physi- 
cians’ Home  this  morning.  If  you  have  been  read- 
ing the  article  Dr.  Smith  had  written  not  so  long  ago, 
it  would  certainly  make  you  ashamed  of  medicine 
as  a whole  to  have  some  of  our  members  write  such 
pitiful  letters  to  the  committee  for  the  aged,  which 
is  very  little  that  we  are  able  to  give  them.  In  my 
county  in  the  last  two  years,  we  had  a young  man 
who  had  six  children  die.  If  we  had  Social  Security, 
his  widow  would  have  received  $180  a month  to  help 
her  bring  up  those  children.  Within  the  last  two 
months  in  Kings  County,  we  had  a very,  very,  aged 
gentleman  who  was  very  well  thought  of  in  the 
community.  He  was  a chief  of  a service  and  he  died 
after  getting  a broken  hip  and  being  in  the  hospital 
for  about  four  months,  and  when  his  wife  opened 
her  deposit  box,  she  found  nothing.  She  is  desti- 
tute. This  is  in  Kings  County. 

We  had  one  in  Queens  County  that  I know  per- 
sonally, in  the  same  category.  If  these  gentlemen 
feel  that  they  do  not  want  Social  Security,  they  do 
not  have  to  take  it  when  they  get  to  the  age  of 
seventy.  They  can  go  on  and  work  if  they  can  make 
$5,000,  but  when  they  take  Social  Security,  that’s  it; 
most  of  them  do  not  wish  to  take  it  for  that  reason. 

I think  we  should  vote  for  Social  Security  because 
it  protects  the  younger  men  of  our  profession.  They 
do  not  get  out  young  any  more;  they  are  getting  to 
be  old  men  before  they  start.  There  is  no  chance 
for  them  to  accrue  or  get  any  kind  of  estate  and  if 
they  have  families,  they  have  difficulties. 

We  are  still  the  only  people  who,  in  professional 
life,  are  not  covered  by  that.  I think  that  we 
should  vote,  as  Kings  County  has  voted,  four  to  one 
for  Social  Security,  and  I think  that  the  State 
Society  should  go  on  record  in  favor  of  Social 
Security.  (Applause) 

Dr.  Ben  A.  Borrow,  Kings:  Social  Security  is 
here  to  stay.  Dr.  Wolff  has  just  repeated  the 
standard  argument  given  us.  The  dentist,  the 
lawyer,  the  shoemaker,  they  are  all  human  beings, 
and  we  all  have  certain  necessities  to  take  care  of. 
This  philosophy  that  this  is  a handout,  pie-in-the- 
sky,  is  beautiful  talk.  If  Dr.  Wolff  would  look 
around  and  see  how  many  things  he  practically  gets 
for  nothing,  he  would  question  it.  The  letters  you 
receive,  you  pay  three  cents  for  them.  How  much 
do  they  cost?  All  the  junk  that  is  on  our  desk  with 
advertising,  how  much  is  the  taxpayer  paying  for 
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that;  the  traffic  policeman  and  other  dozens  of 
things.  Look  at  the  national  debt.  How  many 
hundreds  of  billions  is  it?  Aren’t  we  all  benefiting 
from  it?  Social  Security  for  the  younger  men  is 
absolutely  a life-saving  protection.  In  order  for  a 
younger  man  to  have  this  protection,  he  would  have 
to  have  135,000  to  $40,000  of  life  insurance.  That 
is  tremendous. 

I heard  the  argument  that  we  cannnot  be  classed 
with  the  shoemaker  and  so  forth.  We  need  the 
same  thing.  People  are  laughing  at  us.  Are  we 
too  good  for  it?  We  are  not  getting  anything  for 
nothing.  We  are  paying  for  Social  Security.  Every 
dollar  everyone  spends  for  anything  reflects  a por- 
tion of  the  Social  Security  which  labor  and  industry 
are  paying.  Why  should  we  stay  out  of  it?  It 
makes  no  sense  to  me.  If  the  Social  Security  set-up 
is  unstable,  then  the  American  government  is  un- 
stable. 

Speaker  Holcomb:  The  Speaker  will  hear 

someone  against  the  recommendation,  as  Dr.  Wolff 
spoke.  Is  there  anyone  who  wishes  to  speak  against 
it?  If  there  is  no  one  to  speak  against  the  resolu- 
tion, I will  recognize  Dr.  Schwartz. 

Dr.  George  Schwartz,  Bronx:  Mr.  Speaker, 
ladies  and  gentlemen  of  the  House,  several  years 
ago  we  were  in  favor  of  some  form  of  Social  Security 
for  our  doctors.  A good  many  of  you  will  remem- 
ber the  meetings  we  held  with  the  legal  profession, 
accountants,  radio  broadcasters,  and  such,  where  we 
advocated  a form  of  the  Keogh  Bill.  We  found,  after 
a few  years,  this  was  absolutely  impractical.  It 
would  never  pass  Congress  and  it  hasn’t.  We  owe 
it  to  ourselves,  to  our  wives — I do  not  have  one,  so 
it  makes  no  difference  to  me — but  to  the  wives  a 
great  many  of  you  people  have  and  to  the  younger 
men,  to  give  them  some  sort  of  protection. 

In  our  county  medical  society  we  sent  out  a 
referendum  very  clearly  stating  that,  and  there  was 
an  overwhelming  majority  of  our  doctors  favoring 
Social  Security.  I ask  you  to  vote  for  Social 
Security.  Thank  you. 

Speaker  Holcomb:  Ready  for  the  question? 

Those  of  you  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed? 

Chorus:  Nay. 

Speaker  Holcomb:  The  ayes  have  it  and  the 
motion  is  carried. 

Dr.  Burgin:  The  committee  would  like  to  thank 
Dr.  Ezra  Wolff  for  his  contribution. 

Section  139  (See  57) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Bart  VII:  Withholding  of  Ap- 

proval of  Western  New  York  Medical  Plan,  Inc. 

Dr.  George  A.  Burgin,  Herkimer:  The  next 
resolution,  Mr.  Speaker,  is  57-34,  Withholding  of 
Approval  of  Western  New  York  Medical  Plan,  Inc. 

This  resolution  presented  a technical  problem  to 
your  reference  committee  and  it  developed  that  there 
was  a lack  of  understanding  on  the  part  of  various 
physicians  covered  by  the  Western  New  York  Medi- 
cal Plan.  A full  and  lengthy  discussion  was  heard 


by  interested  parties  and  it  is  the  feeling  of  the 
reference  committee  that  a fundamental  under- 
standing and  satisfaction  has  been  reached. 

In  view  of  this,  your  committee  recommends 
disapproval  of  this  resolution. 

Speaker  Holcomb:  You  have  heard  the  commit- 
tee’s report  which  recommends  disapproval  of 
resolution  57-34.  Is  there  any  discussion?  If  not, 
those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  140  (See  59) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Bart  VII:  .Approval  of  Croup 

Health  Insurance,  Inc. 

Dr.  George  A.  Burgin,  Herkimer:  Next  is 

resolution  57-36,  Approval  of  Group  Health  Insur- 
ance, Inc. 

A lengthy  discussion  took  place  regarding  this 
resolution  which  was  presented  by  a county  which 
has  disapproved  the  plan  in  question  and  appar- 
ently not  formally  requested  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  to  set  up 
a special  committee  to  make  the  necessary  recom- 
mendations. 

Your  reference  committee  feels  that  this  resolu- 
tion should  be  referred  to  the  Council  for  considera- 
tion and  action.  I so  move. 

Speaker  Holcomb:  He  moves  it  be  referred  to 
the  Council  for  consideration  and  action.  Does 
anybody  second  it? 

I)r.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 
those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  It  is  referred  to  the  Council. 
Section  141  (See  70) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Bart  VII:  Participation  of  Physi- 
cians in  Pension  Plan  for  Self-Employed 

Dr.  George  A.  Burgin,  Herkimer:  The  next 
resolution  is  57-47.  This  resolution  is  entitled 
Participation  of  Physicians  in  Pension  Plan  for 
Self-Employed. 

Your  reference  committee  recommends  the  ap- 
proval of  this  resolution. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  14%  (See  71) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VII:  Establishment  of  Blue 
Shield  Fees 

Dr.  George  A.  Burgin,  Herkimer:  The  next 
resolution  is  57-48,  Establishment  of  Blue  Shield 
Fees.  This  resolution,  as  you  will  remember,  has 
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implications  because  of  the  fact  that  podiatrists 
have  now  been  accepted  as  recipients  under  the 
Blue  Shield  plan. 

Your  reference  committee  feels  that  the  question 
involved  in  this  resolution  is  extremely  critical  to 
the  entire  State  and  we  recommend  approval  of 
this  resolution. 

Dr.  Samuel  B.  Burk,  New  York:  I second  it. 

Speaker  Holcomb:  Is  there  any  discussion  of 
this  resolution?  If  not,  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  So  ordered. 
Section  143  (See  73) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Part  I //:  Higher  Fees  for  Physical 
Examinations  of  Life  Insurance  .Applicants 

Dr.  George  A.  Burgin,  Herkimer:  The  next 
resolution  is  57-50,  Higher  Fees  for  Physical  Exami- 
nation of  Life  Insurance  Applicants. 

In  reviewing  this  resolution,  your  committee 
heard  several  views.  It  was  felt  that  perhaps  more 
should  be  covered,  e.g.,  physical  examinations  as 
requested  by  employers.  The  question  also  arose 
regarding  the  policy  of  the  State  Medical  Society  in 
developing  a fee  schedule  under  these  circumstances. 
Your  committee  approves  this  resolution  in  prin- 
ciple and  recommends  that  it  be  referred  to  the  Coun- 
cil for  action. 

Speaker  Holcomb:  Any  discussion?  If  not, 

all  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb  : So  ordered. 

Section  144  (See  75) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Part  l II:  Free  Choice  of  Physician 

Dr.  George  A.  Burgin,  Herkimer:  The  next 
resolution  is  57-52,  Free  Choice  of  Physician.  This 
resolution,  introduced  by  Dr.  Anderton  at  the  re- 
quest of  Dr.  Kenneth  C.  Sawyer  of  Colorado  State 
Medical  Society,  re-emphasizes  the  principle  of 
free  choice  of  physician. 

Your  committee  recommends  its  approval. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  So  ordered. 

Dr.  Burgin:  That  finishes  the  resolutions,  Mr. 
Speaker,  and  I move  the  adoption  of  this  report  as 
a whole. 

Dr.  Kottler:  I second  it. 

Speaker  Holcomb:  Those  in  favor? 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  So  ordered. 

Dr.  Burgin:  I would  like  to  add,  Mr.  Speaker, 
my  heartfelt  thanks  to  my  committee,  Dr.  Blake, 
Dr.  Jarvis,  Dr.  Burk,  and  Dr.  Kottler,  for  being  so 
faithful  in  their  attendance  and  hard  work. 

Speaker  Holcomb:  I think  the  committee 

really  did  an  outstanding  job  of  work.  ( Applause ) 


Section  145  (See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  II:  Maternal  and  Child 

Welfare 

Speaker  Holcomb:  The  next  reference  commit- 
tee to  report  is  Part  II,  Dr.  George  J.  Lawrence, 
chairman. 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Mr. 
Speaker,  members  of  the  House,  this  is  a short 
report.  We  had  no  resolutions  referred  to  this 
committee. 

Your  reference  committee  has  reviewed  the 
reports  of  the  Subcommittee  on  Maternal  and  Child 
Welfare,  Dr.  Charles  A.  Gordon,  chairman.  The 
educational  value  of  maternal  and  perinatal  mor- 
tality studies  is  unquestioned,  and  we  approve  their 
continuation. 

I move  approval  of  this  portion  of  my  report  . 

Dr.  Leonard  J.  Schiff,  Clinton:  I second  it. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 


Section  146  (See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Part  II:  School  Health 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Your 
reference  committee  has  studied  the  reports  of  the 
Subcommittee  on  School  Health,  Dr.  William  A. 
Ayling,  chairman. 

Furthering  the  postgraduate  education  of  school 
physicians  and  studies  concerning  the  value  of 
annual  physical  examinations  of  school  children  are 
worthy  endeavors  and  should  be  continued.  How- 
ever, we  believe  that  these  examinations  should  be 
conducted  completely  by,  and  only  by,  doctors  of 
medicine.  We  therefore  strongly  endorse  the  stand 
taken  by  the  Subcommittee  on  School  Health  at  its 
meeting  in  June,  1955,  and  reiterated  in  its  supple- 
mental report,  57-D,  page  5,  to  the  effect  that 
“It  was  the  consensus  of  the  committee  that  special 
surveys  by  groups  not  officially  with  the  schools 
should  be  discouraged.’’ 

I move  approval  of  this  portion  of  my  report. 

I)r.  Leonard  J.  Schiff,  Clinton:  I second  it. 

Speaker  Holcomb:  Any  discussion  on  this  por- 
tion of  the  report?  If  not,  everybody  in  favor  say 
aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Lawrence:  Although  it  is  not  part  of  my 
report,  the  committee  did  feel  that  it  was  appropri- 
ate at  this  time  to  call  the  attention  to  the  House  of 
Delegates  to  the  fact  that  the  William  A.  Howe 
award  given  by  the  American  School  Health  Associ- 
ation for  1956,  and  presented  each  year  to  a person 
chosen  for  outstanding  service  in  school  health  for 
the  children  and  youth  of  America,  was  given  in  1956 
to  the  chairman  of  this  subcommittee,  Dr.  William 
A.  Ayling.  We  felt  it  should  be  called  to  the  atten- 
tion of  the  House.  (Applause) 
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Section  147  ( See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  II:  Accident.  Prevention 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  Your 
reference  committee  has  examined  the  report  of  the 
Subcommittee  on  Accident  Prevention,  Dr.  S. 
Bernard  Wortis,  chairman.  We  agree  that  a 
very  considerable  portion  of  the  subject  of  accident 
prevention  falls  into  the  sphere  of  preventive  medi- 
cine, and  that  it  is  a function  of  the  Medical  Society 
to  “offer  opinions  on  a medical  level  and  to  recom- 
mend to  the  Commissioner  of  Motor  Vehicles  spe- 
cific standards  to  be  met  by  applicants  for  operators 
licenses.”  We  approve  the  continuation  of  such 
efforts  by  the  Council  and  its  subcommittee.  We 
also  approve  the  recommendation  of  the  subcommit- 
tee that  the  Medical  Society  of  the  State  of  New 
York  take  the  lead  in  furthering  research  into  the 
causes  and  prevention  of  motor  vehicle  accidents, 
and  that  the  Society  cooperate  with  public  and 
private  agencies  toward  this  end. 

I move  approval  of  this  portion  of  my  report. 

Speaker  Holcomb:  Any  seconds? 

Dr.  Leonard  J.  Schiff,  Clinton:  I second  it. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Lawrence:  Your  reference  committee 

recommends  that  the  Council  persist  in  its  attempts 
to  procure  legal  opinion  from  the  Attorney  General 
and  our  own  Society  counsel  as  to  the  legal  status  of 
the  physician  who  reports  on  the  fitness  of  a person 
applying  for  an  operator’s  license,  before  recom- 
mending that  physicians  be  requested  to  sign  such 
certificates  of  fitness. 

I move  approval  of  this  portion  of  my  report. 

Speaker  Holcomb:  Is  there  any  discussion? 

If  not,  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Lawrence:  Your  reference  committee  is 

also  of  the  opinion  that  further  education  of  the 
physician  as  to  the  effects  of  drugs,  especially  the 
newer  ataraxic  and  hypotensive  medications,  on 
operators  of  motor  vehicles,  and  their  causal  rela- 
tionship with  motor  vehicle  accidents,  is  very  neces- 
sary. We  feel  that  efforts  at  such  education  of  the 
physician  are  an  important  function  of  the  State 
Medical  Society  and  recommend  that  the  Council 
take  such  steps  as  are  necessary  to  so  instruct  all 
physicians  in  this  State. 

I move  approval  of  this  portion  of  my  report. 

Dr.  Schiff:  I second  it. 

Speaker  Holcomb:  Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Lawrence:  That  completes  my  report, 

Mr.  Speaker.  I would  like  to  move  approval  of 
the  report  as  a whole. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  The  report  is  adopted  as  a 
whole. 


Dr.  Lawrence:  1 would  like  to  thank  the  mem- 
bers of  the  committee  who  helped  with  this  report, 
Dr.  Alfred  G.  Vignec,  Dr.  Joseph  E.  Corr,  Dr. 
Maynard  W.  Gurnsey,  and  Dr.  Leonard  J.  Schiff. 
(Applause) 

Section  148 

Report  of  Reference  Committee  on  Report  of 
the  Council , Part  I:  Constitution  and  Hylaics 

Speaker  Holcomb:  The  next  report  is  Part  I, 
Dr.  Alvich. 

Dr.  Joseph  P.  Alvich,  Bronx:  Mr.  Speaker  and 
members  of  the  House,  your  reference  committee  on 
Council,  Part  I,  after  reviewing  the  1956-1957 
report,  wishes  to  submit  the  following  comments  on 
the  Council  Committee  on  Constitution  and  Bylaws: 
The  work  of  this  committee  for  the  past  year  was 
reviewed  and  found  to  merit  the  support  and 
gratitude  of  the  State  Society. 

I move  the  approval  of  this  portion. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb  : Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  149 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  I:  Quest  ions  of  Ethics 

Dr.  Joseph  P.  Alvich,  Bronx:  Council  Commit- 
tee on  Questions  of  Ethics.  The  matters  disposed 
of  during  the  past  year  concerned  mostly  the 
application  of  the  Principles  of  Professional  Conduct 
to  specific  situations.  The  disposition  of  such  cases 
met  with  the  approval  of  the  Council  and  appeared 
in  the  New  York  State  Journal  of  Medicine. 

I move  the  approval  of  this  portion  of  the  report. 

Dr.  Myron  E.  Carmer,  Wayne:  I second  it. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  150  (See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  I:  Postgraduate  Medical 

Education 

Dr.  Joseph  P.  Alvich,  Bronx:  Postgraduate 

Medical  Education.  Your  reference  committee 
feels  that  this  Committee  on  Postgraduate  Medical 
Education  has  done  a fine  job,  but,  in  view  of  the 
recent  experience  with  the  polio  program  throughout 
the  State  and  in  order  to  obviate  a repetition  in  a 
similar  situation  and  in  the  interest  of  better  public 
relations,  the  liaison  between  the  component  medical 
societies,  State  Society,  and  local  and  State  health 
agencies  should  be  better  coordinated.  In  any  pro- 
gram in  which  the  local  or  State  Society  is  requested 
to  participate,  it  is  requested  that  the  local  and 
State  Society  be  consulted  during  the  planning  stage 
and  not  after  the  final  decisions  have  already  been 
reached  and  released  to  the  public. 

I move  this  portion  of  the  report  be  adopted. 

Speaker  Holcomb:  Is  there  any  discussion  of 
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this  portion  of  the  report?  If  not,  those  in  favor 
will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  151  (See  15) 

Report  of  Reference  Committee  on  Report  of 
the  Council , Port  I:  Civil  Defense  and  Catas- 
trophe 

I)r.  Joseph  P.  Alvich,  Bronx:  Civil  Defense  and 
Catastrophe.  Your  reference  committee  reviewed 
in  detail  the  report  of  this  committee  and  feels 
that,  although  a good  sum  of  money  has  been  spent 
on  this  program,  much  remains  to  be  improved  upon. 
It  agrees  with  the  recommendation  of  the  committee 
that:  ( 1 ) the  Civil  Defense  and  Catastrophe  Program 
should  be  continued;  (2)  For  better  functioning  of 
this  program,  it  should  not  be  entirely  dependent 
on  voluntary  help;  (3)  The  extent  of  paid  help  and 
local  operating  budget  should  be  determined  by 
local  authorities  consistent  with  local  needs. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  152 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  I:  Inhalation  Therapy 

Dr.  Joseph  P.  Alvich,  Bronx:  Special  Joint 
Committee  on  Inhalation  Therapy.  This  com- 
mittee is  to  be  complimented  on  its  objectives  and 
the  progress  it  has  made  during  the  past  year.  It 
has  accomplished  a great  deal  in  developing  a teach- 
ing program  for  inhalation  therapy  and  the  recog- 
nition of  trained  technicians  who,  under  the  direc- 
tion of  the  physician,  will  set  up  the  equipment  for 
optimum  benefit  to  the  patient.  In  view  of  the  in- 
creasing use  of  various  gases  in  the  inhalation  therapy 
of  many  medical  and  surgical  conditions,  the  re- 
quest of  this  committee  to  carry  on  for  another 
year  should  be  granted. 

I move  the  approval  of  this  portion  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  It  is  adopted. 

Section  153  ( See  33) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  I:  The  Use  of  Stimulants  in 
Sports 

Dr.  Joseph  P.  Alvich,  Bronx:  Your  reference 
committee  on  Council,  Part  I,  had  two  resolutions 
referred  to  it. 

The  first  resolution  was  57-10,  Use  of  Stimulants 
(Amphetamine)  in  Sports,  introduced  by  Dr.  Herbert 
Berger,  Medical  Society  of  the  County  of  Richmond, 
as  an  individual.  The  committee  reviewed  this 
resolution  and  discussed  it  thoroughly  with  Dr. 


Berger  and  wishes  to  present  the  amended  resolution 
with  the  following  additions  and  corrections. 

Whereas,  there  is  reason  to  believe  that  stim- 
ulants such  as  amphetamine  and  its  derivatives 
are  widely  used  to  improve  the  performance  of 
athletes;  and 

Whereas,  these  powerful  drugs  are  used  by 
either  the  players  themselves  or  prescribed  by 
their  coaches;  and 

Whereas,  these  stimulants  are  far  from  harm- 
less; now  therefore  be  it  hereby 

Resolved,  that  the  use  of  such  stimulants  be 
condemned  for  the  enhancement  of  athletic 
prowess;  and  be  it  further 

Resolved,  that  the  indiscriminate  administra- 
tion of  these  stimulants  or  their  use  under  the 
direction  of  nonmedical  persons  be  condemned  as 
dangerous  to  our  youth;  and  be  it  further 

Resolved,  that  these  potent  materials  be  admin- 
istered, in  the  future,  by  physicians  only  to  the 
individual  patients  for  the  known  recognized 
medical  indications;  and  be  it  further 

Resolved,  that  our  Committee  on  Legislation  be 
directed  to  urge  the  more  stringent  enforcement 
of  the  existing  Law;  and  be  it  further 

Resolved,  that  it  be  considered  as  unethical 
practice  for  any  physician  to  delegate  his  respon- 
sibility for  the  use  of  these  powerful  drugs  to  any 
unlicensed  person;  and  be  it  further 

Resolved,  that  a similar  resolution  be  introduced 
at  the  next  meeting  of  the  American  Medical 
Association  by  our  delegates  to  that  body  and 
that  they  be  instructed  to  work  actively  for  its 
passage. 

I move  for  the  passage  of  this  resolution  as 
amended  with  corrections  and  additions. 

Speaker  Holcomb:  Is  there  any  discussion? 

Dr.  Jerome  L.  Leon,  Queens:  Mr.  Speaker, 

members  of  the  House,  I simply  am  against  the 
indiscriminate  use  of  amphetamine  and  any  other 
drugs.  I am  against  this  resolution,  also,  for  two 
reasons.  I am  on  a subcommittee  of  the  A.M.A. 
on  narcotics.  I know  there  is  much  pressure  in 
Washington  to  have  legislation,  both  on  a national 
level  and  on  a state  level,  to  make  further  restric- 
tions on  the  use  of  drugs.  I think  it  is  inappropriate 
of  a group  of  so-called  disciplined  physicians,  and 
we  are  that,  to  go  to  a legislative  body  and  ask 
them  to  create  laws  to  help  us  control  the  distribu- 
tion of  a drug. 

We  have  our  own  ways  of  handling  that.  It  is 
illegal  now  for  pharmacists  to  dispense  amphetamine 
or  any  other  drug  which  requires  a prescription, 
without  a prescription,  and  I think  we  would  be 
asking  for  a considerable  amount  of  difficulty  by  ask- 
ing the  Legislature  to  do  something  which  we  could 
do  ourselves  and  for  which  there  are  already  existing 
lawrs. 

The  Federal  legislative  body  would  love  to  con- 
trol all  the  barbiturates,  tranquilizers,  and,  in  fact, 
everything.  I think  for  us  to  ask  them  to  do  it  is 
asking  for  something  which  we  do  not  want  them  to 
interfere  in. 
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The  part  of  ethics  is  not  necessary.  ( )ur  laws  of 
ethics  now  will  find  it  unethical  for  a coach  to  give  a 
ball  team  100  tablets  to  distribute  to  his  players. 
This  is  contrary  to  our  code  of  ethics.  I am  not 
in  favor  of  the  resolution  up  to  the  point  where  we 
ask  the  legislature,  and  up  to  the  point  where  we 
ask  to  change  the  code  of  ethics.  Both  these  are 
already  taken  care  of  and  I think  we  are  asking  for 
trouble  when  we  ask  government  bodies  to  control 
the  distribution  of  drugs  which  we  could  handle 
ourselves. 

Speaker  Holcomb:  Any  further  discussion? 

Dr.  Herbert  Berger,  First  District  Branch: 
Mr.  Speaker,  fellow  delegates,  I am  afraid  Dr.  Leon 
perhaps  did  not  hear  the  corrections  that  were  made 
by  the  reference  committee.  Perhaps  a word  about 
the  background  of  this  might  be  in  order.  Two 
years  ago,  I was  requested  by  the  United  States 
Olympic  Committee  to  make  a survey  into  this 
situation.  This  survey  is  now  complete.  The 
general  counsel  of  the  Olympic  team,  a lawyer,  was 
in  favor  of  bringing  this  material  to  the  Senate  and 
the  House  of  the  United  States,  and  it  was  only  after 
considerable  argument  with  him  that  this  gentle- 
man finally  decided  not  to  do  this,  just  as  Dr.  Leon 
suggested. 

Therefore,  we  have  introduced  this  resolution  as 
it  now  stands.  This  is  a very  real  problem.  It 
might  interest  you  to  know  some  six  billion  tablets 
of  amphetamine  were  manufactured  in  this  country 
last  year.  It  is  a very  widespread  action.  Many 
of  our  younger  people  have  become  amphetamine 
addicts  as  a result  of  distribution  of  these  materials, 
and  many  of  them  have  had  nervous  breakdowns, 
and  there  have  been  many  instances  of  deaths. 
All  these  are  recorded  and  have  been  presented  to 
the  reference  committee. 

The  request  is  that  we  re-emphasize  t hat  this  is  an 
unethical  practice.  We  know  it  is  but  it  needs  re- 
emphasizing. We  have  asked  the  existing  laws — 
not  any  new  laws  be  made — that  the  existing 
laws  be  properly  enforced.  I hope  you  will  act 
favorably  on  the  recommendation  of  your  refer- 
ence committee. 

Dr.  Thomas  M.  d’Angelo,  Queens:  I think  I 
heard  the  reference  committee  chairman  say,  in  one 
of  his  resolutions,  that  this  practice  should  be 
declared  unethical.  This  House,  by  resolution,  can- 
not declare  anything  unethical.  We  have  our  rules 
of  professional  conduct  and  only  by  those  rules  can 
anything  be  declared  unethical.  I will  go  along 
with  the  sentence  which  would  delegate  this  matter 
to  the  Committee  on  Ethics  for  a ruling,  but  by  no 
stretch  of  the  imagination  can  a resolution  of  this 
House  declare  anything  unethical.  If  the  profes- 
sional conduct  principles  do  not  handle  the  situa- 
tion, then  you  have  to  amend  it.  You  cannot  make 
anything  unethical  by  the  resolution. 

I therefore  move,  Mr.  Chairman,  that  this  por- 
tion of  the  report  be  deleted,  and  if  he  has  not 
already  done  so,  that  this  matter  be  referred  to  the 
Committee  on  Ethics,  for  review  and  ruling. 

Speaker  Holcomb:  Will  the  chairman  of  the 
reference  committee  accept  the  deletion  of  the  para- 
graph in  which  it  states  that  it  is  unethical? 


Dr.  Alvich:  Yes,  Mr.  Chairman. 

Speaker  Holcomb:  Are  you  ready  on  the  ques- 
tion? Will  you  read  the  part  to  be  deleted? 

Dr.  Alvich:  The  part  to  be  deleted  is  this: 
“Resolved,  that  it  be  considered  as  unethical  prac- 
tice for  any  physician  to  delegate  his  responsibility 
for  the  use  of  these  powerful  drugs  to  any  unlicensed 
person”; 

Speaker  Holcomb:  Dr.  Lawrence  is  recognized. 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  I don’t 
want  to  repeat  the  arguments  already  stated  by 
Dr.  Leon,  but  I would  like  to  move  to  amend  so  as 
to  delete  the  resolved  that  has  to  do  with  the  com- 
mittee referring  it  to  the  committee  for  legislative 
action. 

Dr.  Leon:  I second  it. 

Speaker  Holcomb:  Will  you  answer  that,  Mr. 
Chairman? 

Dr.  Alvich:  I don’t  see  where  anything  is  asked 
of  the  Legislature.  The  law  exists  at  present  and 
we  are  asking  more  stringent  enforcement  of  the  law. 
We  are  not  asking  for  any  new  legislation.  The  law 
does  now  exist. 

Dr.  Herberts.  Ogden,  New  York:  Mr.  Speaker, 
I rise  again  to  comment  on  the  fact  that  the  resolu- 
tion has  been  drawn  very  loosely.  This  one  refers 
to  “the  stimulants”  and  “the  drugs”  and  so  on. 
We  are  talking  about  amphetamine  and  its  deriva- 
tives. 

I move  to  amend  the  statement  so  that  in  the 
statement  saying  “the  drugs”  and  similar  terms, 
that  the  Word  “amphetamine  and  its  derivatives” 
be  inserted. 

Speaker  Holcomb:  You  move  that  as  an  amend- 
ment? 

Dr.  Ogden:  Yes,  sir. 

Speaker  Holcomb:  The  Speaker  would  feel  at 
this  point  if  we  act  on  each  one  separately,  it  might 
save  a great  deal  of  debate  and  time. 

Dr.  Ogden:  The  point  I am  making  here  is, 
when  we  say  we  disapprove  of  the  “the  stimulants,” 
we  know  it  is  referring  in  the  preamble  of  the 
resolution  to  amphetamine,  but  the  resolution  is 
what  we  pass.  We  do  not  pass  the  preamble. 
The  resolution  of  the  House  is  we  condemn  these 
stimulants.  Why  don’t  we  say  “amphetamine”  in 
this  connection  and  not  put  down  “the  stimulants” 
and  other  ambiguous  words. 

Speaker  Holcomb:  Dr.  Wolff  is  recognized. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Mr. 

Speaker,  gentlemen,  I think  for  the  sake  of  expedi- 
ency, we  have  in  the  past  consented  to  omit  the 
reading  of  the  preamble  which  consists  of  the  so-called 
“whereas.”  When  we  act,  on  a resolution,  we  act 
on  the  entire  resolution,  including  the  body  of  the 
resolution  as  well  as  the  preamble.  They  are  all 
inherent  portions,  and  I do  not  think  we  have  to 
reiterate  everything  in  the  preamble  within  the  body 
of  the  resolution  itself.  I think  we  can,  with  perfect 
propriety,  decide  what  we  want  to  include  in  the 
resolution. 

Dr.  Thomas  F.  McCarthy,  Bronx:  May  I sug- 
gest, to  exi>edite  the  matter,  would  it  be  possible 
this  is  the  trouble  when  you  have  a resolution  with 
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five  or  six  resolveds — you  forget  what  number  one 
was  when  you  get  to  number  six,  and  would  it  be 
possible  for  the  chairman  to  present  each  resolved 
and  approve  the  individual  resolveds? 

Speaker  Holcomb:  The  Speaker  has  already 

suggested  that.  Would  you  present  each  resolved? 

Dr.  Alvich:  Yes.  The  first  is  “ Resolved , that 
the  use  of  such  stimulants  be  condemned  for  the 
enhancement  of  athletic  prowess.” 

Speaker  Holcomb:  Those  in  favor  of  the  first 
resolved  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Alvich:  The  second  is,  “Resolved,  that  the 
indiscriminate  administration  of  these  stimulants  or 
their  use  under  the  direction  of  nonmedical  persons 
be  condemned  as  dangerous  to  our  youth.” 

Speaker  Holcomb:  Any  discussion? 

Dr.  Ogden:  Why  don’t  we  insert  the  word 

“amphetamine”  in  the  resolution?  We  are  not 
voting  on  the  whereas;  we  are  voting  on  the 
resolution. 

Dr.  Alvich:  When  this  resolution  was  considered, 
it  had  amphetamine  and  its  derivatives,  and  we 
thought  in  order  to  make  it  more  concise,  as  long  as 
in  the  preamble  we  are  dealing  with  amphetamine, 
that  we  just  incorporate  the  word  “stimulants,” 
and  I am  sure  when  this  is  read  over  again,  you  only 
have  to  read  what  the  resolution  is  about  and  what 
the  “whereases”  are. 

I move  the  adoption  of  the  second  resolved. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Alvich:  The  third  is,  “ Resolved , that  these 
potent  materials  be  administered,  in  the  future,  by 
physicians  only  to  the  individual  patients  for  the 
known  recognized  medical  indications.” 

Dr.  Wolff:  I second  it. 

Speaker  Holcomb:  Any  discussion  on  this? 

Dr.  Ogden:  I raise  the  same  point. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  Dr.  Ogden 
votes  no.  So  ordered. 

Dr.  Alvich:  The  next  one  is,  “Resolved,  that  our 
Committee  on  Legislation  be  directed  to  urge  the 
more  stringent  enforcement  of  the  existing  law.” 

Speaker  Holcomb:  Any  objection  to  that? 

Dr.  Lawrence  wishes  to  speak. 

Dr.  Lawrence:  I don’t  object  to  our  Society 
asking  that  the  laws  be  properly  enforced.  How- 
ever, reading  as  it  is  now,  I do  not  think  it  is  a func- 
tion of  the  Legislation  Committee.  As  you  say,  the 
law  already  exists.  The  Legislation  Committee’s 
job  is  to  work  for  or  against  legislation,  what  we  are 
for  or  against. 

However,  the  Legislation  Committee  is  not  going 
to  enforce  anything.  Therefore,  I think  this 
resolved  is  poorly  worded  and  the  word  “Committee 
on  Legislation”  I would  suggest  be  changed  to 
“Council.” 

I so  move. 

1)r.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
I second  it, 


Speaker  Holcomb:  All  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered.  Are  you  ready 
for  the  question?  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Alvich:  The  next  resolved  is  the  one  that 
was  asked  to  be  deleted. 

The  final  resolved  is  that  a similar  resolution  be 
introduced  at  the  next  meeting  of  the  A.M.A.  by  our 
delegates  and  that  they  be  instructed  to  work  actively 
on  the  passage. 

Dr.  John  J.  Flynn,  Kings:  I second  it. 

Speaker  Holcomb  : Those  in  favor  say  aye. 

Chorus:  Aye. 

Dr.  Alvich:  Mr.  Chairman,  I move  the  passage 
of  the  amended  resolution  and  the  deletion  and 
correction. 

Dr.  Berger:  I would  like  to  speak  on  the  deleted 
portion. 

Speaker  Holcomb:  It  has  been  deleted.  The 
House  voted  that  deletion.  That  was  voted  on. 

Dr.  Berger:  Could  we  then,  Mr.  Speaker,  put 
in  the  original  resolution  on  ethics  as  it  appeared 
in  the  original  draft  of  this  resolution  which  was 
“ Resolved , that  the  Committee  on  Ethics  rule  on 
the  propriety  of  any  physician  delegating  his  sup- 
port for  the  use  of  these  powerful  drugs  to  any  un- 
licensed person.” 

Speaker  Holcomb:  The  point  was  raised  by 
Dr.  d ’Angelo  that  this  was  a point  of  question  of 
ethics.  I think  the  House  voted  on  that  and  the 
Chair  will  so  rule. 

Dr.  d’Angelo:  Mr.  Chairman,  a point  of  infor- 
mation. When  I asked  that  the  question  of  ethics 
could  not  be  made,  I intended  to  convey  my  opinion 
that  this  portion  of  the  resolved  should  have  been 
included  in  one  of  the  resolved  portions  of  the  resolu- 
tion. In  other  words,  this  House  could  not  make  a 
thing  of  ethics,  but  it  can  refer  to  the  Committee 
on  Ethics.  That  I think  should  have  been  included. 
I would  have  done  so,  Mr.  Chairman,  in  a discussion 
of  the  entire  resolution  that  had  been  called  for  just 
before  the  vote. 

Speaker  Holcomb:  I think  your  remark  will  be 
on  record.  The  portion  has  been  deleted,  Dr. 
d’Angelo. 

Section  154  ( See  36) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  I:  Recommended  Changes 

in  the  Proposed  Principles  of  Medical  Ethics 
of  the  American  Medical  Association 

Dr.  Joseph  P.  Alvich,  Bronx:  There  is  another 
resolution,  57-13,  Recommended  Changes  in  the 
Proposed  Principles  of  Medical  Ethics  of  the  Amer- 
ican Medical  Association. 

This  resolution  was  completely  reviewed  and  dis- 
cussed with  Dr.  Ezra  Wolff  and  Dr.  George  Lawrence 
of  Queens  and  approved  with  the  following  change 
in  the  last  resolved: 

“ Resolved  that  the  delegates  to  the  American 

Medical  Association  from  the  Medical  Society  of 
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the  State  of  New  York  be  instructed  to  introduce 

a resolution  embodying  these  concepts  at  a meet- 
ing of  the  House  of  Delegates  of  the  American 

Medical  Association  in  June,  1957.” 

I move  the  passage  of  this  resolution. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  I 

second  it. 

Speaker  Holcomb:  Does  anyone  wish  to  discuss 
this?  If  not,  are  you  ready  for  the  question? 
Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Alvich:  Mr.  Speaker,  I move  for  the  adop- 
tion of  the  entire  report  as  a whole  with  the  correc- 
tions, deletions,  and  omissions. 

Speaker  Holcomb:  Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Alvich:  At  this  time,  Mr.  Speaker,  I wish 
to  thank  the  gentlemen  who  contributed  to  the  dis- 
cussion at  our  reference  committee  and  wish  to 
thank  the  members  of  our  committee  who  attended 
100  per  cent  and  who  helped  formulate  this  re- 
port, Dr.  Carl  G.  Whitbeek,  of  Columbia,  Dr. 
John  J.  Flynn,  of  Kings  County,  Dr.  Myron  E. 
Carmer,  Wayne  County,  and  Dr.  John  C.  Kinzly, 
Niagara. 

Speaker  Holcomb:  Thank  you,  Dr.  Alvich. 

Vice-Speaker  Williams:  We  will  have  a ten- 
minute  recess. 

. . . Recess  . . . 

Section  155 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  V:  Physical  Medicine  and 

Rehabilitation 

Speaker  Holcomb:  Dr.  Ingegno  informed  me 
that  his  report  is  ready.  That  is  the  report  of  Coun- 
cil, Part  V,  on  Public  Health  Activities  D Physi- 
cal Medicine  and  Rehabilitation,  Geriatrics,  Dia- 
betes, Cerebral  Palsy,  Hard  of  Hearing  and  the 
Deaf,  Alcohol  and  Narcotic  Addiction. 

Dr.  Alfred  P.  Ingegno,  Kings:  Physical  Medi- 
cine and  Rehabilitation:  This  branch  of  medical 
practice  and  problems  relevant  thereto  arc  becoming 
increasingly  important.  The  subcommittee  headed 
by  Dr.  Arthur  S.  Abramson  of  Bronx  County  is  to 
be  commended  for  its  efforts  to  solve  the  problem  of 
personnel  shortage.  Our  progressively  aging  pop- 
ulation will  add  further  to  the  urgent  need  for  more 
physician  specialists  in  this  field  and  for  occupa- 
tional and  physical  therapists.  Our  Society 
through  its  subcommittee  should  continue  its  efforts 
to  catalyze  joint  effort  by  the  medical  profession, 
medical  schools,  and  appropriate  government 
agencies.  Action  initiated  to  correct  inequities  in 
the  Workmen’s  Compensation  fee  schedule  in  this 
field  are  noted.  This  is  part  of  the  larger  problem 
of  revision  mentioned  by  our  Society  president,  Dr. 
Greenough.  It  is  to  be  hoped  that  a schedule  satis- 
factory to  the  entire  profession  of  the  State  will 
receive  favorable  consideration  at  the  imminent 
meeting  with  the  chairman  of  the  Workmen’s  Com- 


pensation Board. 

We  are  happy  to  note  that  a member  of  the  Sub- 
committee on  Physical  Medicine  and  Rehabilita- 
tion, Dr.  Jerome  S.  Tobis,  has  received  the  annual 
Physician’s  Award  of  the  President’s  Committee 
on  Employment  of  the  Physically  Handicapped  for 
his  work  and  leadership  in  this  field. 

Speaker  Holcomb  : Do  I hear  a second? 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Speaker  Holcomb:  All  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  This  portion  of  the  report 
stands  adopted. 

Section  156 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  V:  Geriatrics 

Dr.  Alfred  P.  Ingegno,  Kings:  Geriatrics: 

This  phase  of  medical  practice  increases  as  the 
sociologic  implications  of  an  expanding  elderly  pop- 
ulation make  themselves  manifest.  Your  refer- 
ence committee  commends  the  Subcommittee  on 
Geriatrics,  under  Dr.  Frederic  D.  Zeman,  for  its 
concern  with  (1)  methods  of  anticipating  health 
insurance  coverage  of  the  aged  by  payments  made 
during  the  productive  years;  (2)  making  available 
to  legislative  bodies  expert  medical  guidance  in  the 
field  of  geriatrics;  (3)  problems  of  rehabilitation  in 
the  aged,  and  especially  for  its  cooperation  with  the 
Subcommittee  on  Physical  Medicine  and  Rehabilita- 
tion and  the  New  York  State  Department  of  Health 
on  the  management  of  the  hemiplegic  patient; 
(4)  the  problem  of  proper  certification  and  supervision 
of  nursing  homes. 

Note  is  made  of  the  liaison  established  with  the 
New  York  State  Association  of  Nursing  Homes  and 
of  cooperation  to  be  given  to  the  New  York  State 
Joint  Legislative  Committee  on  Problems  of  the 
Aging.  In  the  face  of  the  increasing  need  for  proper 
nursing  facilities  and  homes  for  the  aged,  it  will 
require  the  most  vigorous  sort  of  leadership  to  guide 
and  stimulate  the  cooperative  interest  and  effort 
of  professional,  lay,  and  legislative  groups.  We 
are  confident  the  Subcommittee  on  Geriatrics  can 
supply  that  leadership,  and  we  strongly  urge  the 
county  societies  to  interest  themselves  in  the  geri- 
atric problem  and  if  possible  to  have  at  least  one 
program  annually  on  some  phase  of  geriatric  prac- 
tice. 

Mr.  Chairman,  I move  approval  of  this  portion 
of  the  report. ' 

Vice-Speaker  Williams:  1 )o  I hear  a second? 

Dr.  Thomas  F.  McCarthy,  Rronx:  I second  it. 

Vice-Speaker  Williams:  All  those  in  favor  say 
aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  157  (See  10) 

Report  of  Reference  Committee  on  Reftort  of 
the  Council,  Part  V:  Diabetes 

J)r.  Alfred  P.  Ingegno,  Kings:  Diabetes: 
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The  Subcommittee  on  Diabetes  under  the  direction 
of  1 )r.  Edwin  W.  Gates  has  been  actively  concerned 
in  problems  of  diabetes  detection,  and  public,  pro- 
fessional, and  patient  education.  Your  reference 
committee  notes  the  efforts  being  made  to  stimulate 
the  formation  of  central  teaching  programs  in  the 
hospitals  for  inpatient  and  outpatient  diabetics. 
Certainly  this  is  preferable  to  no  teaching  at  all, 
but  we  feel  that  great  effort  should  be  expended  to 
stimulate  physicians  to  take  the  time  to  teach  their 
own  patients  rather  than  centralize  it  into  hospital 
hands.  The  provision  of  simply  written  instruction 
brochures  and  sheets  for  distribution  to  patients 
should  be  stimulated. 

We  note  with  interest  the  subcommittee’s  efforts 
to  work  out  an  equitable  relationship  with  the  New 
York  State  Health  Department  in  the  matter  of 
diabetes  detection  and  education.  We  agree  with 
the  subcommittee’s  insistence  that  there  be  coopera- 
tion with  county  medical  societies  and  individual 
physicians,  and  that  the  confidential  doctor-patient 
relationship  be  preserved.  We  feel  that  contacts 
with  patients  should  be  through  the  private  physi- 
cian and  concur  that  there  is  no  need  to  have  the 
names  of  the  diabetics  in  such  detection  programs. 
It  seems  to  us  that  the  use  of  initials  or  some  code 
identification  should  be  sufficient.  We  urge  the  sub- 
committee to  continue  its  fine  work  in  this  impor- 
tant area  of  health  activity. 

I move  approval  of  this  section  of  the  report. 

i )r.  Herbert  S.  ( )gden,  New  York:  I second  it. 

Vice-Speaker  Williams:  Any  discussion?  If 

not,  all  in  favor,  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  158  (See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  V:  Hard  of  II(>aring  and  the 
Deaf 

Dr.  Alfred  P.  Ingegno,  Kings:  Hard  of  Hear- 
ing and  the  Deaf:  We  cannot  commend  too  highly 
the  work  of  the  Subcommittee  on  the  Hard  of  Hear- 
ing and  the  Deaf,  ably  led  by  Dr.  Edmund  P. 
Fowler,  Sr.,  of  New  York.  The  subcommittee 
deserves  every  possible  aid  in  its  efforts  to  alert  the 
profession  and  the  public  to  proper  measures  and 
controls  for  the  prevention  and  early  detection  of 
deafness.  We  were  particularly  impressed  with  the 
wide  range  of  activities  of  the  Utica  Hearing  and 
Speech  Center  involving  screening  of  schools  for 
hearing  and  speech  defects,  calling  attention  to 
industrial  noise  hazards,  pre-employment  audio- 
metric  examination,  public  information,  symposia, 
etc.  This  and  similar  centers  elsewhere,  planned  or 
in  being,  can  perform  a really  tremendous  public 
service.  The  subcommittee  is  to  be  praised  for  its 
attempts  to  stimulate  the  interest  of  otologists 
everywhere  in  such  programs.  Other  efforts  of  the 
committee  including  the  periodic  issuance  of  alerts 
to  parents  and  school  teachers,  stimulat  ion  of  studies 
in  industrial  deafness,  etc.  are  also  worthy  ol  com- 
mendation. 


Mr.  Chairman,  I move  approval  of  this  section 
of  the  report. 

Vice-Speaker  Williams:  Is  there  a second? 

1 )r.  Herbert  S.  Ogden,  New  York:  I second  it. 
Vice-Speaker  Williams:  All  those  in  favor 

signify  by  saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  159  (See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  V:  Addiction  to  Alcohol  and 
Narcotics 

Dr.  Alfred  P.  Ingegno,  Kings:  Addiction  to 
Alcohol  and  Narcotics:  the  Subcommittee  on 

Addiction  to  Alcohol  and  Narcotics  headed  by  Dr. 
Herbert  Berger  of  Richmond  is  most  vigorous  and 
conscientious  in  this  field.  Its  continuing  active 
study  of  the  whole  problem  of  narcotic  addiction  is 
to  be  encouraged.  Members  of  the  subcommittee 
have,  in  their  addresses  to  a wide  variety  of  groups 
and  audiences,  stimulated  much  worthwhile  thought 
in  an  area  of  medical  practice  that  certainly  needs  the 
most  careful  re-evaluation.  It  is  recognized,  of 
course,  that  there  are  many  controversial  aspects 
and  differences  of  opinion  concerning  narcotic  addic- 
tion and  its  control  and  eradication. 

We  are  fortunate  in  the  able  spokesmen  on  the 
subcommittee  who  may  be  called  upon  by  the 
Council  to  give  expression  to  official  views. 

It  has  been  suggested  that  a section  on  addictive 
diseases  be  a feature  of  the  New  York  State 
Journal  of  Medicine.  This  certainly  could  prove 
most  valuable  and  instructive. 

Finally,  your  reference  committee  notes  in  the 
report  of  the  Subcommittee  on  Addiction  to  Alcohol 
and  Narcotics  the  decision  to  prepare  resolutions 
for  submission  to  the  House  of  Delegates  regarding 
the  admission  of  alcoholic  patients  to  general  hos- 
pital beds  and  regarding  payments  by  Blue  Shield 
and  Blue  Cross  for  the  care  of  this  class  of  patient. 

Two  such  resolutions  have  indeed  been  introduced 
to  the  House  and  were  referred  to  this  reference 
committee.  Both  were  subjected  to  careful  scrutiny 
and  discussion.  The  views  of  Drs.  Berger,  Leo, 
and  Levin,  and  others  were  ably  expressed,  and  the 
implications  of  both  resolutions  were  seriously 
weighed  by  your  reference  committee. 

Section  160  (See  44) 

Report  of  Reference  Commit  tee  on  Report  of 
the  Council,  Fart  V:  Admission  of  Alcoholics  ■ 
to  General  Hospitals 

Dr.  Alfred  P.  Ingegno,  Kings:  Resolution  57- 
21,  introduced  by  Dr.  Herbert  Berger  from  the 
First  District  Branch,  was  as  follows: 

Whereas,  the  alcoholic  is  now  recognized  as 
a sick  individual  and  not  an  uncooperative  willful 
drinker;  and 

Whereas,  present  methods  of  dealing  with 
these  people  by  preventive  measures  produce  no 
permanent  cures;  and 
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Whereas,  physicians  have  no  opportunity  to 
learn  of  the  treatment  of  alcoholics  since  these 
patients  are  not  now  to  be  found  in  most  general 
hospitals;  now  therefore  be  it  hereby 

Resolved,  that  the  general  hospitals  of  this 
State  be  requested  to  admit  these  patients;  and 
be  it  further 

Resolved,  that  the  Blue  Cross  and  Blue  Shield 
plans  be  requested  to  investigate  the  possibility 
of  insuring  such  patients. 

We  do  not  consider  this  resolution  acceptable  in 
its  present  form  since  many  administrative  and 
professional  problems  arise  in  any  decision  to  admit 
alcoholics  to  general  hospital  beds.  Our  suggestion 
is  that  the  first  resolved  be  changed  to  read: 

Resolved,  that  the  general  hospitals  of  this 
State  be  urged  to  establish  facilities  suitable  for 
the  managetnent  of  t hese  patients. 

Recognizing  the  serious  actuarial  problems  that 
may  arise  in  any  decision  favoring  Blue  Cross  and 
Blue  Shield  payments  for  the  care  of  such  patients, 
we  recommend  that  the  second  resolved  be  changed 
to  read  as  follows: 

Resolved,  that  the  Blue  Cross  and  Blue  Shield, 
and  any  other  insurance  plan  under  Article  IX-C 
of  the  Insurance  Law  be  requested  to  investigate 
the  possibility  of  insuring  for  the  care  of  such 
patients  during  acutely  disabling  phases. 

Mr.  Chairman,  I move  for  approval  of  this  sec- 
tion of  the  report. 

])r.  Aaron  Kottler,  Kings:  I second  it. 
Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

Dr.  Cyril  M.  Levin,  Richmond:  Mr.  Speaker, 
it  is  not  acceptable  even  in  the  manner  of  request- 
ing them  to  investigate,  and  I move  to  amend  the 
second  resolved  as  stated,  to  limit  the  number  of 
such  admissions  to  two  during  any  one  year,  and  to 
limit  the  number  of  such  admissions  to  three  during 
the  lifetime  of  a patient,  and  for  a total  of  only 
twenty  days. 

The  reason  for  this  particular  amendment  is  that 
we  have  had  experience  admitting  such  individuals 
to  a general  hospital  with  350  beds,  which  is  mostly 
a drying-out  process.  Each  of  the  admissions  is 
particularly  expensive  and  time-consuming  from 
point  of  view  of  hospital  personnel  and  drugs  in- 
volved. Unless  we  ask  insurance  carriers  to  put 
some  limitation  as  to  the  number  of  admissions  per 
given  year  or  put  some  limitation  as  to  the  number 
of  days  stay,  such  inclusion  of  the  alcoholic  in  any 
Blue  Shield  or  other  insurance  plan  will  be  entirely 
unacceptable  to  them,  I am  sure. 

Vice-Speaker  Williams:  You  offer  that  as  an 
amendment,  Dr.  Levin? 

Dr.  Levin:  As  a motion  to  amend  the  last 
resolved,  the  motion  being  to  put  a limitation  on  the 
number  of  admissions  to  no  more  than  two  for  any 
given  year;  no  more  than  three  for  the  lifetime  of 
a patient  and  no  more  than  a total  of  twenty  days 
in  a given  year. . 

Vice-Speaker  Williams:  Do  I hear  a second? 
Dr.  William  E.  Below,  Onondaga:  I second  it. 


Vice-Speaker  Williams:  Dr.  Kelley  is  recog- 
nized. 

Dr.  John  F.  Kelley,  Oneida:  I believe  no  alco- 
holic can  be  insured  and  if  you  do  insure  an  alcoholic 
and  you  find  out,  they  will  cancel  the  policy  immedi- 
ately. I don’t  believe  Blue  Shield  can  insure  an 
alcoholic. 

Vice-Speaker  Williams:  Dr.  d’Angelo. 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Chair- 
man, I am  in  wholehearted  accord  with  the  resolu- 
tion as  propounded  by  the  chairman.  What  the 
individual  who  proposed  the  amendment  wants  is 
write  a resolution  in  the  House  which  is  impossible. 
In  other  words,  you  are  trying  to  write  a bill  of  par- 
ticulars. I would  strongly  urge  the  amendment  be 
defeated. 

Vice-Speaker  Williams:  Dr.  Ogden  is  recog- 
nized. 

Dr.  Herbert  S.  Ogden,  New  York:  I believe 
that  the  wording,  even  with  the  amendment  in- 
cluded, still  says  that  it  merely  requests  these  insur- 
ance companies  incorporated  under  Article  IX-C 
to  investigate  the  possibility  of  insuring.  It  does 
not  say  they  are  going  to  be  insured  by  the  passage 
of  this  amendment.  I think  to  put  in  such  clauses 
as  the  amendment  suggests,  when  we  precede  that 
by  the  statement  that  we  merely  want  insurance 
companies  involved  to  investigate  the  possibilities, 
I think  is  putting  ridiculous  limitations  on  it.  I 
urge  defeat  of  the  amendment. 

Vice-Speaker  Williams:  I hereby  call  for  the 
question.  All  those  in  favor  of  the  amendment  by 
Dr.  Levin,  please  say  aye. 

Chorus:  A3re. 

Vice-Speaker  Williams:  Those  opposed? 

Chorus:  Nay. 

Vice-Speaker  Williams:  The  amendment  is 

defeated.  Is  there  any  further  discussion?  If  not, 
all  those  in  favor  say  aye  on  the  motion  to  accept  the 
recommendation  of  the  committee. 

Chorus:  Aye. 

Vice-Speaker  Williams:  That  stands  adopted. 
Section  161  (See  63) 

Report  of  Reference  Conirni I tee  on  Report  of 
the  Council,  Part  V:  Blue  Cross  and  Blue 

Shield  Benefits  for  Alcoholic  Patients 

I)r.  Alfred  P.  Ingegno,  Kings:  Resolution 

57-40  introduced  by  Nassau  County  Medical  Society 
also  relates  to  the  Blue  Cross  and  Blue  Shield  bene- 
fits for  alcoholic  patients.  Since  the  matter  has 
already  been  covered  in  Dr.  Berger’s  resolution  we 
recommend  that  it  be  tabled. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Williams:  All  those  in  favor? 

Chorus:  Aye. 

Vice-Speaker  Williams:  It  is  tabled. 

Dr.  Ingegno:  Your  reference  committee  chair- 
man sincerely  appreciates  the  help  of  his  coworkers 
on  the  committee,  Dr.  Sylvester  C.  Clemans  of 
Gloversville,  Dr.  Elton  R.  Dickson  of  Binghamton, 
Dr.  Herbert  S.  Ogden  of  New  York,  and  Dr.  Stan- 
ley B.  Folts  of  Interlaken.  He  is  also  grateful  for 


Part  II — September  1,  1957 


101 


HOUSE  OF  DELEGATES 


the  help  given  the  committee  by  those  who  appeared 
before  it,  and  especially  by  Dr.  Norman  S.  Moore 
of  Ithaca.  ( Applause ) 

Section  162 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  l III:  Liaison  u-ith  Veterans 
Administration 

Vice-Speaker  Williams:  Dr.  Latcher,  Council, 
Part  VIII:  Liaison  with  Veterans  Administration, 
American  Medical  Education  Foundation,  Woman’s 
Auxiliary,  Joint  Committee  with  Pharmaceutical 
Association  of  New  York  State. 

Dr.  John  W.  Latcher,  Otsego:  The  work  of  the 
reference  committee  on  Council,  Part  VIII,  dealt 
first  with  the  report  of  the  Liaison  Committee  with 
the  Veterans  Administration,  which  was  carefully 
studied,  and  the  decreasing  demand  for  veterans 
medical  care  at  the  local  level  noted.  It  was  hoped 
that  adoption  of  the  proposed  more  liberal  fee 
schedule  may  soon  be  arranged  with  the  Veterans 
Administration . 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? 

I)r.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  All  those  in  favor  will 
say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  The 
part  of  this  report  referred  to  is  adopted. 

Section  163 

Report  of  Reference  Commit  tee  on  Report  of 
the  Council,  Fart  VIII:  American  Medical 

Education  Foundation 

Dr.  John  W.  Latcher,  Otsego:  Your  committee 
next  considered  the  report  of  the  Special  Committee 
on  the  American  Medical  Education  Foundation, 
which  was  reviewed  and  its  activities  noted.  The 
reference  committee  was  able  to  ascertain  that  New 
York  State’s  contributions  to  the  Foundation 
dropped  from  $42,259.30  in  1955  to  $40,237.07  in 
1956.  And  it  was  felt  that  this  decrease,  though 
small,  was  to  be  deplored,  and  that  every  effort 
should  be  made  to  reverse  the  trend. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Williams:  Any  discussion?  Hear- 
ing no  discussion,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed?  This 
portion  of  the  report  stands  adopted. 

Section  164 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  VIII:  Woman's  Auxiliary 

Dr.  John  W.  Latcher,  Otsego:  Your  reference 
committee  has  reviewed  with  interest  the  report  of 
the  Advisory  Committee  to  the  Woman’s  Auxiliary 
and  notes  with  approval  the  activities  of  this  group. 


In  view  of  the  acute  shortage  of  nurses  at  the  present 
time  and  to  be  anticipated  in  the  future,  it  was  felt 
that  all  encouragement  should  be  given  to  the 
Auxiliary’s  program  of  nurse  recruitment,  and  that 
the  Medical  Society  of  the  State  of  New  York 
should  use  ever}'  effort  to  implement  and  press  for- 
ward this  phase  of  activity  of  the  Woman’s  Auxiliary. 
The  importance  of  the  Auxiliary’s  assistance  in  mak- 
ing the  Sesquicentennial  meeting  the  resounding 
success  it  proved  to  be  is  recognized  and  deeply 
appreciated. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion?  If 
not,  all  those  in  favor  signify  by  saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  165 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  VIII:  Fharmaceutical  Joint 
Committee 

Dr.  John  W.  Latcher,  Otsego:  Regarding  the 
report  of  the  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York  State 
Pharmaceutical  Association,  your  reference  commit- 
tee feels  that  the  activity  of  this  group  is  to  be  com- 
mended and  awaits  distribution  of  the  promised 
manual  on  therapeutics,  which  should  be  of  value 
to  all  practicing  physicians  in  the  State. 

I move  the  adoption  of  this  portion  of  the  report. 

Vice-Speaker  Williams:  Any  discussion?  If 
not,  all  those  in  favor  signify  by  saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  166  ( See  30) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  VIII:  Contributions  to 

Medical  Education 

Dr.  John  W.  Latcher,  Otsego:  Resolution  57-7, 
subject,  Contributions  to  Medical  Education,  intro- 
duced by  the  Medical  Society  of  the  County  of 
Erie,  was  next  considered  and  discussed  at  length. 
It  was  felt  by  your  reference  committee  that,  while 
the  intent  of  the  resolution  was  to  clarify  the  methods 
of  contribution  to  medical  education,  this  was  un- 
necessary, since  in  1956  New  York  State  physicians 
contributed  approximately  $320,000  directly  to 
medical  schools,  or  roughly  eight  times  the  amount 
they  contributed  to  the  American  Medical  Educa- 
tion Foundation.  The  field  secretary  of  the 
American  Medical  Education  Foundation,  Mr. 
Oliver,  appeared  before  your  committee  and  gave 
us  positive  assurance  that  the  problem  of  liaison 
between  the  American  Medical  Education  Founda- 
tion and  the  fund-raising  committees  of  the  medical 
schools  was  being  worked  out  by  a special  commit- 
tee at  the  headquarters  of  the  American  Medical 
Education  Foundation  and  that  the  clarification 
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requested  by  Erie  County  in  their  resolution  would 
be  carried  out.  It  was,  therefore,  felt  that  the 
resolution  in  question  would  only  add  to  the  con- 
fusion, and,  in  addition,  might  also  decrease  the 
effectiveness  of  the  American  Medical  Education’s 
drive  for  funds.  For  these  reasons,  your  reference 
committee  recommends  disapproval  of  this  resolu- 
tion. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion? 

Dr.  Thomas  M.  d’Angelo,  Queens:  Mr.  Chair- 
man, it  always  seems  to  me  that  when  we  disapprove 
such  a resolution,  in  spite  of  the  fact  that  we  approve 
the  principle,  then  we  are  disapproving  it  only  be- 
cause it  is  being  studied  now.  A person  picking 
this  up  says,  “That  Society  disapproves  of  such 
action.”  I think  it  would  be  much  wiser  if  we 
took  no  action.  I would  substitute  that  no  action 
be  taken  in  this  resolution. 

Dr.  Arthur  P.  Kane,  Kings:  I second  it. 

Vice-Speaker  Williams:  You  move  no  action 
be  taken? 

Dr.  d’Angelo:  Yes. 

Vice-Speaker  Williams:  Any  discussion? 

Dr.  Thomas  S.  Bumbalo,  Erie:  I’m  speaking  at 
a request  of  the  executive  committee  of  the  Alumni 
Association  of  the  University  of  Buffalo  who  have  been 
in  the  process  of  trying  to  raise  funds  for  medical 
education.  With  all  due  respect  to  the  American 
Medical  Association’s  educational  fund,  and  we 
definitely  wish  everybody  go  along  with  it,  we 
found  in  their  brochures  and  in  their  advertising  and 
requests  for  funds  there  is  very  little  mention  that 
the  Medical  Society  of  the  State  or  the  American 
Medical  Association  would  get  any  benefit  if  they 
were  giving  this  money  to  the  alumni  fund. 

In  our  experience,  and  we  have  really  done  a job 
in  the  University  of  Buffalo,  we  have  collected  over 
$100,000  a year  and  are  constantly  doing  it  and  will 
be  able  to  do  it  each  year,  we  are  hoping  that;  we 
hope  that  the  House  of  Delegates  recommends  to  the 
A.M.E.F.  that  in  their  brochure  they  make  it  clear 
that  contributions  to  medical  education  can  be  made 
either  through  alumni  funds  or  the  American  Medi- 
cal Education  Foundation. 

I agree  with  Dr.  d’Angelo,  if  you  are  going  to  do 
anything,  I would  much  rather  see  no  action  taken 
than  have  it  disapproved  because  I think  everybody 
in  this  room  is  for  medical  education  and  wishes  to 
contribute  to  it,  but  I do  not  believe  by  sending  out 
a brochure  and  saying,  “Give  some  money  to  the 
education  fund  and  it  might  get  to  a certain  univer- 
sity” or  “send  it  to  them  as  is,”  I do  not  believe  that 
is  the  best  thing  to  do.  It  has  been  our  experience 
that  we  can,  by  making  contributions  to  alumni 
funds,  get  much  more  money  to  the  education  funds 
and  help  medical  education  in  the  country. 

Vice-Speaker  Williams:  You  have  before  you 
the  motion  to  take  no  action.  Is  there  any  further 
discussion?  If  not,  do  I hear  a call  for  the  ques- 
tion? 

. . . Call  for  the  question  . . . 

Vice-Speaker  Williams:  All  of  those  in  favor 
of  the  motion  to  take  no  action  will  signify  by  saying 
aye. 


Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed? 
Chorus:  Nay. 

Vice-Speaker  Williams:  The  motion  is  passed 
and  no  action  will  be  taken. 

Section  167  (See  103) 

Report  of  Reference  Commit  tee  on  Report  of 
the  Council,  Part  VIII:  Support  of  American 
Medical  Education  Foundation 

Dr.  John  W.  Batcher,  Otsego:  Resolution  56-67, 
introduced  by  Dr.  Pelow,  with  the  subject,  Support 
of  the  American  Medical  Education  Foundation, 
was  discussed.  It  was  the  feeling  of  your  committee 
that  any  measures  which  would  increase  the  response 
of  the  physicians  of  New  York  State  to  the  Ameri- 
can Medical  Education  Foundation’s  appeal  should 
be  encouraged.  It  was  believed  that  a committee 
of  15  members,  as  suggested  in  the  resolution,  would 
be  unwieldy  and  expensive;  and,  with  the  consent 
of  the  introducer  of  the  resolution,  the  second  re- 
solved was  amended  to  read: 

Resolved,  that  the  American  Medical  Education 
Foundation  Committee  of  the  Medical  Society  of 
the  State  of  New  York  be  enlarged  by  establish- 
ing a committee  consisting  of  one  member  for  each 
of  the  district  branches,  i.e.,  10  members  including 
the  State  chairman. 

Your  committee  felt  that,  since  in  the  past  the 
Medical  Society  of  the  State  of  New  York  has  made 
substantial  direct  contributions  to  the  American 
Medical  Education  Foundation,  and  since  no  such 
expenditure  is  presently  contemplated,  a budget  not 
to  exceed  $1,000  to  support  this  committee’s  activ- 
ities was  eminently  justifiable.  The  reference  com- 
mittee would,  therefore,  recommend  amending  the 
third  resolved  to  specify  that  the  budget  not  exceed 
$1,000.  It  would  then  read: 

Resolved,  that  a budget  not.  to  exceed  $1,000 
be  set  aside  to  cover  the  essential  expenses  of 
committee  members,  mailing,  mimeographing, 
etc. 

Your  reference  committee  recommends  adoption 
of  this  resolution  as  amended. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 
Vice-Speaker  Williams:  Any  discussion  on 

this  resolution  as  amended?  If  there  is  no  discussion 
all  those  in  favor  signify  by  saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed? 

...  No  response  . . . 

Vice-Speaker  Williams:  This  portion  of  the 
resolution  stands  adopted. 

Dr.  Batcher:  Mr.  Speaker,  I move  adoption  of 
the  report  as  a whole  as  amended. 

Vice-Speaker  Williams:  All  those  in  favor  sig- 
nify by  saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  The  report  as  a 

whole,  as  amended,  is  adopted. 

Dr.  Batcher:  I would  like  to  thank  the  members 
of  my  committee,  I )r.  Charles  Sandler,  of  the 
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Bronx;  Dr.  Frank  J.  Borrelli,  New  York;  Dr. 
George  Gordon  Knight.,  Rockland,  and  Dr.  Herbert 
Berger,  Richmond. 

Vice-Speaker  Williams:  Thank  you  very  much, 
Dr.  batcher.  (Applause) 

Section  168 

Report  of  Reference  Committee  on  Report  of 
the  Treasurer,  Trustees,  Budget.,  and  War 
Memorial:  Treasurer 

Vice-Speaker  Williams:  Next  is  the  report  of 
the  Treasurer,  Trustees,  Budget,  and  War  Memorial. 

Dr.  R.  Scott  Howland,  Chemung:  Your  refer- 
ence committee  spent  a great  deal  of  time  with  the 
report  of  the  treasurer.  Your  treasurer  led  us  down 
many  highways  and  byways  of  finance  and  figures. 
We  are  convinced  that  the  treasurer  has  done  an 
excellent  job.  We  are  certain  that  there  is  no  money 
lying  around  loose  in  the  Society.  We  are  also  cer- 
tain if  there  is  aii3r  excess  for  a short  period  of  time 
it  is  immediately  converted  into  short-term  notes 
to  earn  3'/4  per  cent.  We  are  further  certain  from 
his  report  that  there  will  be  no  increase  in  dues  this 
year.  There  will  be  no  assessment. 

Briefly,  we  may  summarize  his  report.  He  col- 
lected $555,000.  He  spent  $435,000,  giving  us  a 
surplus  of  $110,000.  The  general  fund  surplus  now 
totals  $145,000.  The  treasurer  believes  the  Society 
should  plan  to  have  a surplus  ultimately  of  $450,000. 

Your  reference  committee  concurs  in  this  idea. 
In  other  words,  because  there  is  a surplus  in  the 
general  fund  it  shouldn’t  be  spent  immediately  but 
rather  increased.  The  treasurer  is  to  be  congratu- 
lated again  for  his  work  for  the  Society. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion?  If 
not,  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  stands 

adopted  by  acclaim. 

Section  16!) 

Report  of  Reference  Commit  lee  on  Report  of 
the  Treasurer,  Trustees,  Budget,  and  War 
Memorial:  Trustees 

Dr.  It.  Scott  Howland,  Chemung:  It  is  with  a 
sense  of  deep  regret  that  we  note  the  death  of  Dr. 
heo  Schiff  shortly  after  his  resignation  from  the 
Board  of  Trustees.  The  report  of  the  board  notes 
that  again  there  is  a surplus  of  income  over  expendi- 
tures. It  is  reported  that  the  1957  Medical  Direc- 
tory will  be  published  soon.  The  report  shows  that 
again  no  borrowing  of  money  was  necessary  this 
year. 

The  retirement  plan  for  employes  has  now  become 
effective.  This  year  an  assessment  of  $10  as  man- 
dated by  the  House  of  Delegates  in  1956  has  been 
carried  out.  In  one  more  year  it  will  be  clear 
whether  this  $10  assessment  will  have  to  be  made  on 
new  members  or  not.  Unquestionably,  this  pension 
plan  will  aid  in  our  keeping  employes  and  in  the 
procuring  of  new  ones. 


In  the  Trustees  report  regarding  the  Blood  Banks 
Association,  it  is  shown  the  Association  had  a tenta- 
tive deficit  of  $13,391;  in  1956,  in  the  Blood  Banks 
Association  account,  the  indebtedness  to  the  State 
Society  is  approximately  $93,000.  Your  reference 
committee,  looking  at  this  from  only  the  financial 
point  of  view,  feels  a halt  must  be  called  to  this 
mounting  deficit.  We  know  that  this  problem  of  the 
Blood  Banks  Association  is  being  handled  by  an- 
other reference  committee  and,  by  the  time  this 
report  is  made,  may  already  be  voted  on.  However, 
it  is  the  opinion  of  this  reference  committee  that  this 
Society  should  not  go  on  making  up  the  deficit 
incurred  by  this  association  which  serves  so  small 
a portion  of  the  State. 

Medicare. — It  is  noted  that  a contract  was  signed 
with  the  office  of  the  Surgeon  General  by  the  chair- 
man of  the  Board  of  Trustees.  Renegotiation  will 
be  carried  out  shortly,  and  some  of  the  faults  will  be 
corrected  unquestionably  at  that  time. 

It  is  noted  that  the  Physicians’  Home  has  floor 
space  in  the  Society  offices. 

It  is  noted  that  the  Trustees  on  the  recommenda- 
tion of  the  Council  contributed  $5,000  for  the  assist- 
ance of  Hungarian  refugees. 

It  is  noted  in  the  balance  sheet  that  the  total 
assets  of  this  Society  December  31  totalled  $1,260,- 
422.43. 

Your  reference  committee  is  of  the  opinion  that 
the  Trustees  should  be  highly  commended  for  their 
work  of  the  past  year. 

I urge  the  adoption  of  this  part  of  the  report. 

I)r.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  I would  suggest  you 
add  the  assistance  of  Hungarian  refugee  physicians. 

Dr.  Howland:  Yes. 

Dr.  Griffin:  I second  it. 

Vice-Speaker  Williams:  Any  discussion  or 

questions?  If  not,  all  those  in  favor  signify  by 
saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  170 

Report  of  Reference  Commit  lee  on  Report  of 
the  Treasurer,  Trustees,  Budget,  and  War 
Memorial:  Budget  Committee 

Dr.  R.  Scott  Howland,  Chemung:  Your  refer- 
ence committee  has  studied  the  work  of  the  Budget 
Committee.  It  has  been  noted  that  the  Budget 
Committee  submits  to  the  Council  and  the  Trustees 
before  January  1 a budget  which  is  approved  by  the 
Council.  Six  months  later  a supplementary  budget 
is  again  considered. 

The  budget,  as  published,  showed  that  for  the 
year  1957  a proposed  loss  of  over  $4,000  for  the  year’s 
operation  was  projected.  However,  in  careful 
questioning  of  the  chairman  ol  the  committee, 
namely,  the  treasurer  of  this  Society,  we  found  he 
was  being  unduly  pessimistic  regarding  the  income 
in  dues  of  the  Society.  Namely,  in  1954,  1955, 
and  1956,  the  income  has  gradually  been  increasing 
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from  $551,000  to  $507,000.  In  his  budget  for  this 
year  the  income  was  projected  at  $520,000  or  $40,000 
less  than  last  year. 

It  is  the  feeling  of  the  reference  committee  that  if 
the  expenses  are  held  to  the  amount  of  the  budget 
there  will  be  no  loss  for  the  present  year. 

I move  the  adoption  of  this  part  of  the  report. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion?  If 

not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  171 

Report  of  Reference  Committee  on  Report  of 
the  Treasurer , Trustees,  Budget,  and  War 
Memorial:  War  Memorial  Committee 

Dr.  R.  Scott  Howland,  Chemung:  Your  refer- 
ence committee  has  studied  the  report  of  the 
War  Memorial  Committee.  This  worthwhile  activ- 
ity of  the  Society  was  started  in  1948,  giving  sti- 
pends for  education  to  the  sons  and  daughters  of 
the  members  of  this  Society  who  died  during 
World  War  II  and  the  Korean  action. 

Last  year  the  House  of  Delegates  approved 
two  changes:  first,  the  stipend  for  all  beneficiaries 
beginning  September,  1950,  was  raised  from  $000 
to  $900  per  year;  second,  those  physicians  who  had 
become  members  of  the  Society  since  1948  were  to 
be  asked  to  contribute  voluntarily  $12  to  the  fund. 

The  War  Memorial  Committee  informs  us  that 
over  $5,000  has  been  contributed  by  this  group. 
It  is  the  feeling  of  the  War  Memorial  Committee 
that,  unless  there  is  some  unforeseen  difficulty,  this 
fund  will  aid  all  the  beneficiaries  of  this  plan  com- 
pletely without  further  asking  the  membership  for 
contributions.  It  has  been  projected  that  when 
the  last  beneficiary  has  been  aided  sometime  in  the 
late  1970’s  the  fund  will  be  completely  expended. 

It  is  the  feeling  of  your  reference  committee  that 
this  fund  has  been  administered  well,  and  that  the 
War  Memorial  Committee  deserves  the  congratula- 
tions of  this  Society  for  the  manner  in  which  the 
desires  of  the  Society  have  been  carried  out. 

I move  the  adoption  of  t his  part  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion?  If 

not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Section  172  {See  65) 

Report  of  Reference  Committee  on  Reports  of 
the  Treasurer,  Trustees,  Budget,  anti  ll  ar 
Memorial:  .Allocation  of  Funds  for  Infirm  and 
Disabled  Members 

Dr.  R.  Scott  Howland,  Chemung:  This  com- 
mittee has  had  four  resolutions  submitted  to  it. 
The  first,  57-42,  subject,  Allocation  of  Funds  for 
Infirm  and  Disabled  Members,  introduced  by  Dr. 
Thomas  F.  McCarty,  Bronx  County  Medical  Society, 
states:  “Resolved,  that  the  House  of  Delegates  of  the 


Medical  Society  of  the  State  of  New  York,  recog- 
nizing and  accepting  its  responsibility  in  this  man- 
ner requests  the  Board  of  Trustees  and  the  Council 
to  allocate  funds  for  the  assistance  of  infirm  and  dis- 
abled members,  such  funds  be  made  available  to 
the  Physicians’  Home  for  this  purpose.”  It  is  the 
opinion  of  the  committee  that  this  resolution  is 
commendable  and  its  purpose  is  high.  However, 
the  cost  of  such  a program  cannot  be  determined. 

Unquestionably,  the  Physicians’  Home  takes  care 
of  a great  portion  of  the  cases  that  would  be  in- 
volved. Therefore,  your  committee  feels  this  resolu- 
tion should  lie  referred  to  the  Council  for  more  study 
and  possible  implementation.  I move  the  adoption 
of  this  portion. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion?  If 
not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 


Section  178  ( See  81,  45,  58) 

Report  of  Reference  Commit  lee  on  Report  of 
the  Treasurer,  Trustees,  Budget,  anti  War 
Memorial:  Direct  Paymen  t of  .American  Medi- 
cal .Association  Dues:  Collection  of  Dues  for 

the  .American  Medical  Association 

Dr.  It.  Scott  Howland,  Chemung:  There  were 
three  resolutions  submitted  the  subjects  of  which 
were  collection  of  dues  for  the  American  Medical 
Association.  These  resolutions  are  57-8,  by  the 
Onondaga  Medical  Society;  57-22,  by  the  New 
York  County  Medical  Society,  and  57-35,  by  the 
Nassau  County  Medical  Society. 

The  third  resolution  will  be  considered  first, 
namely,  57-35,  introduced  bv  the  Nassau  County 
Medical  Society.  This  resolution  provides  that  the 
delegates  of  the  State  Medical  Society  to  the 
American  Medical  Association  house  of  delegates 
be  instructed  to  seek  a more  realistic  arrangement 
in  the  matter  of  financial  reimbursement  for  this 
service,  (namely  for  the  collection  of  dues),  or  a 
marked  reduction  in  the  amount  of  work  expected 
of  or  falling  upon  the  county  medical  society. 

It  is  the  opinion  of  the  committee  that  this 
resolution  should  be  adopted  and  expanded  to 
include  a provision  for  adequate  financial  reimburse- 
ment of  the  State  Society  as  well  as  the  county 
society.  Therefore,  this  resolution  should  be 
amended  in  the  last  line  to  include,  “and  State 
Medical  Society,”  and  as  amended,  approved  by 
this  House.  I move  the  adoption  of  this  portion  of 
the  report. 

Vice-Speaker  Williams:  Is  there  a second? 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Vice-Speaker  Williams:  Any  discussion? 

Dr.  George  J.  Lawrence,  Jr.,  Queens:  I wish 
to  speak  against  this  resolution  as  a whole.  For  the 
past  two  years  our  county  society’s  office  has  been 
bombarded  with  complaints  from  our  members, 
many,  many  of  our  members,  because  they  all  got 
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letters,  and  these  letters  were  received  just  last 
week  and  at  a similar  time  last  year,  from  the 
A.M.A.  saying  they  were  in  danger  of  being  declared 
not  in  good  standing  and  they  would  not  be  per- 
mitted to  attend  the  A.M.A.  convention  next  month 
if  they  did  not  pay  their  dues. 

The  majority  of  these  men,  all  the  men  were  com- 
plaining, naturally,  but  the  majority  had  already 
paid  their  dues.  They  paid  them  to  our  county 
society.  Every  week  our  county  society  sends  a 
check  to  the  State  Society.  Some  of  these  men  who 
got  these  letters  had  paid  their  dues  as  much  as  two 
months  previous  to  the  time  they  received  the 
letters.  This  method  of  payment  of  A.M.A.  dues 
takes  too  much  time,  is  too  cumbersome,  and  it 
costs  the  county  society  too  much  money  and  the 
State  Society  too  much  money.  The  whole  sys- 
tem, I think,  should  be  stopped  and  either  the  mem- 
bers should  pay  directly  to  the  A.M.A.  or  the 
county  society  should  pay  directly  to  the  A.M.A. 

I think  we  should  disapprove  any  payment 
through  the  State  Society. 

Vice-Speaker  Williams:  Dr.  McCarthy. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I think  your 
other  resolution  is  pertinent  to  what  Dr.  Lawrence 
just  said  and  his  remarks  are  not  pertinent  to  this 
one. 

Dr.  Howland:  The  further  part  of  this  report 
will  explain  a few  things  to  Dr.  Lawrence,  our 
thinking  on  this.  Perhaps  we  could  not  move  the 
passage  now. 

Vice-Speaker  Williams:  Dr.  Greenough. 

President  Greenough:  This  is  a minor  cor- 
rection but  I believe  the  word  in  the  last  line 
“society”  should  be  “societies,”  should  it  not? 

Dr.  Howland:  Yes. 

Vice-Speaker  Williams:  The  chairman  accepts 
the  correction.  Dr.  Lawrence  would  like  to  have 
the  floor  again. 

Dr.  Lawrence:  I understand  what  the  commit- 
tee is  doing.  However,  if  we  pass  this  resolution, 
there  won’t  be  any  need.  We  have  already  decided 
sending  it  through  the  State  Society,  and,  therefore, 
I think  we  should  postpone  it  until  we  hear  the  rest 
of  the  report  . 

Vice-Speaker  Williams:  The  Chair  will  so  rule. 
Proceed,  doctor. 

Dr.  Howland:  The  other  two  resolutions,  57-8, 
introduced  by  Onondaga  County  Medical  Society, 
and  57-22,  introduced  by  New  York  County  Medical 
Society,  similarly  deal  with  a problem  of  the  collec- 
tion of  A.M.A.  dues.  Both  of  these  resolutions  pro- 
vide for  direct  transmission  by  the  component  county 
societies  to  the  A.M.A.  of  American  Medical  Associ- 
ation dues. 

It  is  the  feeling  of  the  committee  that  the  main 
reason  for  these  resolutions  is  the  delay  in  time 
between  a payment  by  a member  of  his  dues  and  his 
receipt  of  his  A.M.A.  membership  card.  Our  in- 
vestigation for  the  reason  of  this  delay  is  the  inade- 
quate reimbursement  of  both  the  county  and  State 
societies  by  the  A.M.A.  for  processing  these  dues. 

It  is  the  feeling  of  this  committee  that  the  adop- 
tion by  the  A.M.A.  of  a more  adequate  reimburse- 


ment program  as  directed  in  the  previous  resolution 
of  the  Nassau  County  Medical  Society  as  amended 
in  a large  part  eliminates  the  reasons  for  the  intro- 
duction of  these  two  resolutions,  57-8,  57-22. 
Also,  we  would  like  to  call  to  your  attention  that 
the  adoption  of  57-8  and/or  57-22  would  require 
not  only  a change  in  the  bylaws  of  the  A.M.A.  but 
also  a change  in  the  Bylaws  of  the  Medical  Society 
of  the  State  of  New  York  as  found  in  Chapter  14, 
section  5 of  these  Bylaws.  This  would,  of  course, 
involve  a delay  of  one  or  more  years,  and  we  feel 
the  adoption  of  resolution  57-35  by  the  delegates 
of  the  A.M.A.  would  in  a large  part  solve  the 
problem  much  more  quickly.  We,  therefore,  recom- 
mend that  these  resolutions,  namely  57-8  and  57-22, 
be  not  adopted  at  this  session  of  the  House  of 
Delegates.  I move  the  adoption  of  this  portion. 

Vice-Speaker  Williams:  That  completes  all 
three  of  the  resolutions  and  recommendations  of  the 
reference  committee  and  I think  now  we  can  go  back, 
Dr.  Howland,  and  entertain  your  motion  to  approve 
the  portion  of  the  report  that  we  had  started  to 
discuss.  This  has  been  previously  moved  and 
seconded  and  we  have  had  some  discussion  on  it. 
Is  there  any  further  discussion  of  this  recommenda- 
tion of  the  reference  committee? 

Dr.  Lawrence:  Is  there  any  county  society  in 
the  country  that  does  not  pay  through  the  State 
Society? 

Vice-Speaker  Williams:  I don’t  know. 

Dr.  Howland:  As  far  as  we  could  determine, 
there  was  none.  The  Bronx  Medical  Society  pays 
through  the  State  and  not  through  the  county. 

Dr.  McCarthy:  If  you  will  read  this  first 

“Whereas,”  on  57-22,  the  Bronx  was  very  realistic. 
Standing  on  those  provisions,  the  provisions  of  the 
bylaws  of  the  American  Medical  Association,  the 
Bronx  has  had  its  members  pay  directly  to  the 
constituent  of  the  association  under  the  American 
Medical  Association  bylaws,  which  is  the  State 
Medical  Society.  In  other  words,  the  county 
medical  society  does  not  handle  the  funds  whatso- 
ever and  that  is  actually  what  we  have  to  do  unless 
you  change  the  bylaws  of  the  American  Medical 
Association. 

I)r.  Jerome  L.  Leon,  Queens:  Mr.  Speaker,  I 
don’t  think  this  is  a question  of  reimbursement  of 
the  pittance  of  a half  or  a quarter  of  one  per  cent. 
I think  the  amount  sent  back  to  the  county  society  is 
unimportant.  This  is  a matter  of  public  relations 
between  the  county  society  and  its  members,  and 
last  year  and  this  year  again  several  hundred  men 
have  gotten  letters  from  the  A.M.A.  for  dues  which 
they  have  already  paid  for  the  A.M.A.  It  is  a 
matter  of  public  relations.  The  county  society  is 
blamed  by  its  membership  for  something  for  which 
they  have  no  responsibility.  Along  the  line  some- 
body is  holding  up  the  money,  and  it  frequently  is 
not  at  a county  level.  I say,  no  matter  how  much 
the  reimbursement  is,  it  makes  no  difference.  I 
think  the  payment  should  be  made  directly  to  the 
State  or  a change  in  bylaws  should  be  made.  Let  us 
not  have  the  county  blamed  for  something  which 
they  have  no  responsibility  for. 
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Vice-Speaker  Williams:  Any  other  discussion? 

Treasurer  Dattelbaum:  I must  say  at  the 
beginning  that  the  A.M.A.  is  studying  this  problem. 
They  promised  the  delegates,  not  only  of  the  Medi- 
cal Society  of  the  State  of  New  York  but  other 
societies,  that  they  will  probably  try  to  solve  it  in 
June.  Therefore,  we  have  held  off  any  strong 
agitation  as  to  what  action  we  can  take. 

First,  the  delay:  Every  one  of  us  who  paid  our 
dues  in  January  will  receive  a card  from  the 
A.M.A.  some  time  at  the  end  of  March  or  the 
beginning  of  April.  That  has  been  the  experience. 
Those  who  pay  later  will  get  a card  after  they  have 
received  the  money.  It  takes  a few  weeks  to  process 
it  over  there  in  Chicago.  They  have  not  set  up  any 
real  machinery  to  handle  this  thing.  Therefore, 
they  ask  the  state  societies  to  collect  the  money. 
I think  this  will  come  up  and  they  will  come  up  with 
some  new  ideas. 

We  personally  feel  they  should  collect  their  own 
dues  and  leave  us  out  of  the  picture  entirely.  In 
some  states,  California  and  Illinois,  it  is  compulsory 
to  be  a member  of  the  A.M.A.  We  in  New  York 
State  have  never  made  it  compulsory.  Therefore, 
we  have  to  collect  it  at  the  present  time  the  way 
it  is  being  done.  We  have  18  delegates  and  each 
delegate  represents  1,000  paid  members  to  the 
! A.M.A.  That  would  mean  that  we  are  sending  the 
A.M.A.  $450,000.  That  is  quite  a sum  of  money. 
If  they  would  reimburse  us,  and  it  is  nice  to  be  good 
for  public  relations,  but  when  that  costs  two  girls’ 
salaries,  almost  $5,000  or  $0,000  a year  for  only  the 
girls’  salaries,  and  with  other  counties  becoming 
larger,  such  as  Nassau  County  and  Suffolk  County, 
and  other  counties,  I can  see  where  the  burden  is 
put  on  the  administrative  department  to  collect  the 
money.  We  have  lost  over  $25,000  so  far  in  collect- 
ing these  dues  because  of  our  expenses,  and  the  little 
reimbursement  we  get  is  chicken  feed.  They  are 
getting  three  and  a quarter  per  cent  on  our  $450,000 
l and  they  are  giving  us  one  per  cent.  Very  good 
business.  ( Applause ) 

From  my  point  of  view,  I wish  they  would  let 
us  keep  the  $450,000  and  we  will  send  them  a check 
at  the  end  of  the  year  and  we  won’t  take  a cent  from 
I them  for  any  reimbursements.  We  will  have 
enough.  We  do  not  want  any  profit. 

I say,  gentlemen,  at  the  present  time  trying  to 
resolve  the  very  difficult  problem — they  have  by- 
laws in  the  A.M.A.  and  they  cannot  change  them 
just  because  one  state  society  wants  to  have  certain 
j privileges — I hope  you  will  wait  until  June.  If  the 
June  meeting  will  be  successful  in  our  direction 
and  our  delegates  will  bring  back  a favorable  report, 
you  will  know  it  through  the  Journal. 

I therefore  say  await  action  on  this  part  of  the 
report  of  the  reference  committee  until  we  get  the 
report  from  the  A.M.A.  and  our  delegates.  That 
would  be  my  way  of  approaching  it. 

Vice-Speaker  Williams:  I)o  you  make  a motion 
to  that  effect? 

Treasurer  Dattelbaum:  I will  move  we  table 
this,  about  how  we  should  pay,  and  when  and  how  it 
should  be  carried  out,  until  the  June  meeting  of 
the  A.M.A.,  that  is,  until  after  the  June  meeting  of 


the  A.M.A. 

Vice-Speaker  Williams:  There  is  a motion  to 
table  it;  is  that  right,  doctor? 

Treasurer  Dattelbaum:  Yes. 

Dr.  Aaron  Kottler,  Kings:  I second  it. 
Vice-Speaker  Williams:  All  in  favor  of  tabling 
this,  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  The  motion  to  table 
this  portion  stands  adopted. 

Dr.  Howland:  I move  the  entire  report  as 
amended  be  adopted. 

Vice-Speaker  Williams:  All  in  favor  say  aye. 
Chorus:  Ave. 

Vice-Speaker  Williams:  Those  opposed? 

. . . No  response. . . 

Vice-Speaker  Williams:  The  report  as  a whole 
and  as  amended  stands  adopted. 

Dr.  Howland:  I would  like  to  thank  the  mem- 
bers of  the  committee,  Dr.  Adelaide  Romaine,  Dr. 
Philip  M.  Standish,  and  Dr.  Albert  H.  Douglas. 
( Applause ) 

Vice-Speaker  Williams:  Thank  you,  Dr. 

Howland. 

Section  174 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  VI:  Froposed  Agreement 

with  Hospital  Association  of  New  I ork  State, 
Inc. 

Speaker  Holcomb:  Next  is  the  report  of  Dr. 
Flood,  Council,  Part  VI:  Hospital  and  Professional 
Relations. 

Dr.  Edward  P.  Flood,  Bronx:  The  reference 
committee  carefully  studied  the  report  of  the 
Council  Committee  on  Hospital  and  Professional 
Relations  for  the  year  1956,  John  F.  Rogers,  M.D., 
Dutchess  County,  chairman.  It  noted  that 
the  committee  held  a meeting  on  December  7, 
1956,  at  Albany,  which  was  attended  by  the  three 
committee  members  and  a similar  committee  of  the 
Hospital  Association  of  the  State  of  New  York. 
Six  hospital  administrators  and  the  executive  direc- 
tor of  the  Hospital  Association  of  New  York  State 
represented  the  latter  group.  Discussion  brought 
out  the  fact  that  these  groups  had  no  definite  power 
and  had  to  report  to  their  respective  bodies. 
However,  they  might  well  function  in  a liaison 
capacity.  There  was  brought  up  for  consideration 
the  supplementary  report  of  the  Hospital  and 
Professional  Relations  Committee  submitted  to  the 
House  of  Delegates  as  56-Iv  and  the  discussion 
centered  aroung  paragraph  4,  which  is  as  follows: 

“The  financial  arrangements,  if  any,  between 
a hospital  and  a physician  properly  may  be  placed 
on  any  mutually  satisfactory  basis,  but  a physi- 
cian shall  not  dispose  of  his  professional  services 
to  any  hospital,  lay  body,  organization,  group  or 
individual,  by  whatever  name  called,  or  however 
organized,  under  terms  or  conditions  which  cause 
deterioration  in  the  quality  of  the  medical 
services  (deleted)  which  allow  the  diversion  of  fees 
for  professional  medical  services  to  a hospital, 
organization,  or  political  subdivision  (approved). 
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This  shall  apply  in  all  cases,  whatever  the  purpose 
of  the  financial  arrangement  may  be,  including 
the  remuneration  of  a physician  for  teaching, 
research,  and  charitable  services.” 

The  consideration  of  this  item  provoked  a long 
and  heated  discussion  on  the  meaning  of  the  word 
“diversion.”  The  representatives  of  the  Hospital 
Association  could  not  accept  the  wording  of  the 
supplementary  report  as  amended  by  the  House  of 
Delegates  as  follows:  “Which  allow  the  diversion 
of  fees  for  professional  medical  services  to  a hospital, 
organization,  or  political  subdivision.”  A compro- 
mise was  accomplished  by  changing  a portion  of  the 
prargraph  to  read;  “Under  terms  or  conditions 
which  allow  the  diversion  of  fees,  in  such  a manner 
as  could  cause  deterioration  in  the  quality  of  medical 
sendees.” 

The  chairman  of  the  committee  presented  the 
report  as  above  outlined  to  the  Council  meeting  on 
December  13,  1956,  and  recommended  its  approval. 
The  Council,  however,  disapproved  the  change  in 
wording  to  satisfy  the  joint  committee  and  filed  the 
report  for  submission  to  the  House  of  Delegates  at 
this  meeting. 

Your  reference  committee  held  a well-attended 
hearing  and  heard  the  delegates  from  the  Section  on 
Anesthesiology  and  the  Section  on  Pathology  and 
Clinical  Pathology.  A delegate  who  was  a member 
of  the  teaching  staff  of  one  of  our  medical  schools 
was  heard  at  length.  The  traditional  arguments 
pro  and  con  were  advanced.  It  was  suggested  that 
the  policy  of  the  Society  should  be  based  on  the 
"Guides  for  Conduct  of  Physicians  and  Relationships 
with  Institutions,”  as  adopted  by  the  House  of  Dele- 
gates of  the  A.M.A.  in  December,  1951,  and  also  the 
report  of  the  Joint  Committee  on  Hospital-Physician 
Relationships  of  the  Board  of  Trustees,  the  American 
Medical  Association  and  the  American  Hospital 
Association,  as  adopted  bv  both  organizations  in 
1953. 

The  representatives  of  the  sections  were  re- 
reluctant  to  accept  the  conclusions  of  the  latter 
report,  alleging  that  the  wording  was  not  specific, 
and  that  at  a subsequent  meeting  of  the  House  of 
Delegates  of  the  A.M.A.  in  December,  1953,  the 
reference  committee  on  Medical  Education  and 
Hospitals  approved  and  commented  on  the  joint 
report,  in  the  following  words:  “This  excellent 

report  presents  a general  statement  of  the  principles 
which,  in  some  respects,  are  more  specifically  stated 
in  the  Guides  for  the  Conduct  of  Physicians  in 
Relationship  with  Institutions.” 

Your  committee  felt  that  inasmuch  as  the  guides 
and  the  report  of  the  joint  committee  were  purely  of 
an  explanatory  and  advisory  nature  and  that  in  any 
future  meetings  of  the  Society’s  Committee  on 
Hospital  and  Professional  Relations  with  a similar 
committee  of  the  Hospital  Association  of  the  State  of 
New  York,  their  guide  should  be  Article  VI, 
Section  6 of  the  Principles  of  Professional  Conduct 
of  the  Medical  Society  of  the  State  of  New  York 
relative  to  the  purveval  of  medical  services  as 
quoted  below: 


“PURVEYAL  OF  MEDICAL  SERVICE 
“ Section  6.  Except  where  permitted  by  law 
and  only  in  the  manner  permitted  and  to  the 
extent  permitted  by  law,  a doctor  of  medicine 
should  not  dispose  of  his  professional  attainments 
or  services  to  any  hospital,  lay  body,  organization, 
group,  or  individual,  by  whatever  name  called,  or 
however  organized,  under  terms  or  conditions 
which  permit  exploitation  of  the  services  of  the 
doctor  of  medicine  for  the  financial  profit  of  the 
agency  concerned.  Such  a procedure  is  beneath 
the  dignity  of  professional  practice  and  is  harmful 
alike  to  the  profession  of  medicine  and  the  welfare 
of  the  people.” 

Your  reference  committee  recommends  the 
adoption  of  this  portion  of  the  report,  as  amended. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  May  I 
have  the  floor,  please? 

Speaker  Holcomb:  Yes. 

Dr.  Wolff:  Gentlemen,  I don’t  want  to  take  up 
your  time  an}'  more  than  I have  to.  I think  this  is 
important  enough  so  that  I would  like  to  express 
myself.  I have  been  closely  connected  with  this 
problem  over  the  last  several  years,  both  on  refer- 
ence committees  and  in  the  Council  and  here 
yesterday  again.  I appeared  before  the  reference 
committee  then. 

We  have,  in  the  past,  on  more  than  one  occasion, 
reiterated  our  stand  that  doctors  of  medicine  should 
practice  medicine  for  fees  which  they  should  receive; 
hospitals  as  corporate  bodies  or  other  corporate 
parties  such  as  political  subdivisions  should  not 
practice  medicine  and  not  under  any  circumstances 
should  there  accrue  to  them  these  fees  for  profes- 
sional medical  services. 

The  portions  of  Professional  Conduct  which  Dr. 
Flood  read  to  you  are  appropriate  in  some  degree  but 
again  subject  to  some  ambiguity.  However,  there 
is  another  portion  of  the  Principles  of  Professional 
Conduct  which  I should  like  to  include  as  a basis  for 
any  negotiation  our  group  has  with  the  hospital 
group  and  that  is  on  page  18,  section  3,  the  first 
sentence  on  top  of  the  page  in  the  yellow  book,  which 
reads  as  follows:  “Contract  practice  which  allows 
diversion  of  fees  for  professional  medical  services  to 
a hospital,  organization,  or  political  subdivision  is 
unethical.” 

Gentlemen,  any  agreement  we  made  that  does 
not  fall  in  that  provision  is  not  allowable  to  us  unless 
we  change  the  principle  on  ethics.  Last  year  we 
elected  this  into  our  principles.  As  long  as  we  felt 
we  should  put  it  there,  let  us  stick  with  it  and  let  us 
instruct  our  negotiators  with  any  other  group  that 
this  is  a basic  principle  which  must  be  followed. 

I would  like  to  move,  Mr.  Chairman,  that  in 
addition  we  add  this  sentence. 

Dr.  Vincent  J.  Collins,  Section  on  Anesthesi- 
ology: Mr.  Speaker,  members  of  the  House  of 

Delegates,  I think  this  is  a most  perplexing  problem 
that  has  confronted  this  House  and  the  A.M.A. 
house  of  delegates  for  the  past,  three  or  four  years.  I 
think  it  boils  down  to  one  primary  issue,  and  that  is 
the  interpretation  of  a few  words. 

The  American  Hospital  Association,  in  dealing 
with  the  physicians,  has  attempted  to  use  one  or  two 
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words,  and  one  is  “exploitation,”  and  another  is 
“deterioration”  of  medical  services,  et  cetera.  I 
defy  any  sane  individual  to  determine  when  ex- 
ploitation exists,  when  profit  is  or  is  not  occurring, 
or  when  deterioration  of  medical  services  is  occurring. 
Therefore,  1 think  it  is  important  for  us  in  our  negoti- 
ations to  go  and  be  specific.  I feel  that  whenever  a 
professional  medical  service  is  rendered  to  a patient, 
the  doctor  is  entitled  to  a fee  which  he  himself 
keeps  and  that  no  part  of  that  should  be  diverted 
to  a fund  of  a hospital  to  defray  other  expenses  of 
that  hospital. 

The  reference  committee  pointed  out  that  an 
allegation  was  made  as  to  the  actions  of  the  house  of 
delegates.  This  is  not  an  allegation;  it  is  a quota- 
tion directly  from  the  minutes  of  the  meeting  of 
the  house  of  delegates  of  the  A.M.A.  and  there 
they  stated  quite  plainly  that  past  action  of  the 
house  of  delegates  affirmed  the  original  report  as 
adopted  in  Los  Angeles  in  1951.  This  was  further 
reaffirmed  in  December  of  1953,  and  at  this  time  the 
chairman  of  the  reference  committee  of  the  American 
Medical  Association,  who  at  that  time  was  Gordon 
McLean,  stated  as  follows:  “Resolved,  that  in  the 
relations  of  physicians  and  hospitals  the  guides  for 
the  conduct  of  physicians  in  relationship  with 
institutions  as  published  by  the  American  Medical  As- 
sociation in  December  of  1951,  be  strictly  followed.” 

I think  it  is  important  to  read  one  of  the  important 
principles  adopted.  It  reads  as  follows:  “A 

physician  should  not  dispose  of  his  professional 
attainments  or  services  to  any  hospital,  corporation 
or  lay  body  by  whatever  name  called  or  however 
organized  under  terms  or  conditions  which  permit 
the  sale  of  the  services  of  that  physician  by  such 
agency  for  a fee.” 

Gentlemen,  that  is  quite  clear.  There  is  no 
ambiguity  to  that  statement,  and  I believe  that 
should  be  the  basis  of  negotiation.  As  Dr.  Wolff 
has  further  pointed  out,  we  have  already  a rule  in  our 
Principles  of  Professional  Conduct,  and  I think  if 
there  are  two  rules  relating  to  a similar  subject  then 
I think  the  more  stringent  of  those  rules  should  be 
applied,  particularly  if  the  rule  is  clear. 

When  the  rule  of  medical  service  is  applied, 
exploitation  is  employed  and  again  it  is  not  definable. 
In  the  other  instance,  the  other  section,  the  word 
“diversion,”  which  is  clear,  whether  it  is  one  penny 
or  ten  per  cent  or  anything  else,  that  is  quite  clear 
and  it  should  be  the  basis  of  our  negotiation  and  I 
would  recommend  therefore,  the  motion  made  by 
Dr.  Wolff  be  approved. 

Speaker  Holcomb:  Any  further  discussion? 

Dr.  Benjamin  M.  Bernstein,  Kings:  We  spent 
many  hours  yesterday  afternoon,  I think  about  four, 
discussing  all  the  pro's  and  con’s.  You  must  realize 
most  of  the  agitation  along  this  line  has  come  from 
the  anesthesiologists,  pathologists,  and  radiologists. 
It  goes  beyond  that.  It  goes  to  the  surgeons  who 
are  employed  full-time  for  certain  hospitals  whose 
fees  have  been  taken  by  the  hospitals,  who  have  been 
given  full-time  salaries  and  they  had  nothing  to  do 
with  the  fees  except  the  excess  fees  beyond  the 
$25,000  or  .$30,000  which  went  to  the  hospital  for 
its  own  purpose.  Medical  men  are  always  employed 


in  such  ways.  Sometimes  when  you  open  the  door, 
somebody  pushes  it  harder  and  it  opens  wider.  We 
said  that  if  one  could  separate  the  fee  given  to  a man 
for  teaching  from  the  fee  he  might  be  given  forthecare 
of  a patient,  that  would  be  sufficient.  Certainly  we 
have  a code  of  ethics,  State  code  and  county,  and 
an  A.M.A.  code  of  ethics.  It  is  full  of  loopholes  and 
it  says  very  little;  it  is  ineffectual  and  it  has  no 
punitive  sections  to  it  at  all. 

Do  we  have  the  courage  to  stick  to  our  code  of 
ethics?  I’m  afraid  we  haven’t.  If  we  had,  we  would 
have  done  many  things  in  the  past  where  we  didn’t 
have  the  guts  to  go  through  things  like  that.  What 
is  the  use  of  writing  this  and  talking  about  it  year 
after  year  and  doing  nothing  about  it?  Either  we 
have  a code  of  ethics  that  means  something  and 
stand  by  it,  come  hell  or  high  water,  or  let  us  give 
it  up. 

Speaker  Holcomb:  The  discussion  is  on  Dr. 
Wolff’s  amendment.  Does  anyone  wish  to  speak 
against  the  amendment?  The  Chair  is  ready  for  any 
opposition. 

Dr.  John  F.  Rogers,  Councillor:  Do  I have  to 
speak  on  Dr.  Wolff’s  amendment? 

Speaker  Holcomb:  Yes. 

Dr.  Rogers:  I wanted  to  say  a word  about  the 
committee’s  report,  if  I may. 

Speaker  Holcomb:  I’m  sorry,  doctor. 

Dr.  (Unidentified):  I am  speaking  on  Dr. 

Wolff’s  amendment.  I would  like  to  know  if  on 
Dr.  Wolff’s  amendment,  if  he  takes  any  cognizance 
of  the  fact  if  you  turn  to  the  bottom  of  page  17 
under  “Contract  Practice,”  and  I think  you  are  all 
acquainted  with  that,  it  says,  “a  group  or  class  of 
individuals  on  the  basis  of  a fee  schedule  or  for  a 
salary  or  for  a fixed  rate  per  capita”  and  it  goes  on  to 
say  that  contracts  per  se  is  not  unethical.  Further 
on  it  says  that  if  the  contract  or  any  of  its  provisions 
cause  deterioration  of  the  quality  of  medical  services 
rendered.  It  seems  to  me  the  top  of  page  18  and  the 
two  statements  I read  on  the  bottom  of  1 7 are  actu- 
ally opposed  to  each  other.  If  we  have  what  is 
on  the  bottom  of  page  17  in  our  professional  ethics, 
the  code,  how  can  we  justify  the  top  of  page  18  in 
view  of  the  fact  the  bottom  of  page  17  appears  to 
be  so  opposed? 

Speaker  Holcomb:  We  do  not  feel  that  applies. 
Are  you  ready  for  the  question?  Those  in  favor  of 
Dr.  Wolff’s  amendment  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed? 

. . . No  response.  . . 

Speaker  Holcomb:  It  is  so  ordered. 

Dr.  Flood:  I move  that  portion  of  the  report  as 
amended,  be  adopted. 

Dr.  Rogers:  I am  only  going  to  take  a moment. 
I wanted  to  have  this  opportunity  to  correct  any 
impression  that  the  reference  committee  might  have 
gotten  that  I was  pleading  any  cause  for  the  hospital 
when  we  agreed  to  accept  this  wording  as  it  has 
been  read  to  Dr.  Flood.  I just  looked  upon  it  as 
a means  of  establishing  a future  basis  for  public 
relations  between  the  hospital  association  and  the 
physicians. 

Certainly  with  my  background  of  medicine  to  the 
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17th  Century,  with  a few  minutes  or  so  in  between, 
my  bloodstream  has  not  only  compassion  but  sadism. 
I try  to  be  a diplomat  and  I thought  it  would  serve 
a basis  so  we  could  get  together  in  the  future.  As 
it  is  now,  if  this  is  rejected  and  accepted  as  56-K 
was  last  year,  we  will  have  quite  a job  to  discuss  the 
matter  again  with  the  hospital  association  and  come 
to  any  basic  agreement  unless  we  put  a great  deal 
more  pressure  on  than  has  been  done  in  the  past  few 
years  on  this  problem.  I entirely  agree  with  the 
thoughts  of  the  delegates  that  it  is  purely  a matter 
of  public  relations,  as  far  as  I am  concerned. 

Speaker  Holcomb:  Thank  you,  Dr.  Rogers. 
I don’t  think  the  House  of  Delegates  questioned 
your  good  intention.  I will  call  for  the  vote. 
All  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  175 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  VI:  Hospital  Practice  of 

Medicine 

Dr.  Edward  P.  Flood,  Bronx:  Your  reference 
committee  also  considered  the  report  of  the  Special 
Committee  of  the  Council  to  Study  the  Hospital 
Practice  of  Medicine,  submitted  by  Dr.  Thurman  B. 
Givan,  in  which  they  advise  the  Council  that  they 
had  carefully  studied  the  practice  of  medicine  by 
hospitals,  and  they  called  the  attention  of  the 
Council  to  recent  court  decisions  in  this  State, 
ruling  that  the  practice  of  medicine  in  charitable 
hospitals  was  not  prohibited  and  that  the  hospitals 
do  not  violate  the  education  law  by  practicing 
medicine.  Dr.  Givan’s  committee  is  of  the  opinion 
that  the  State  Society  cannot  on  its  own  initiative 
institute  legal  proceedings  against  a hospital  alleging 
that  it  is  engaged  in  the  unlawful  practice  of  medi- 
cine, and  that  any  such  lawsuit  must  be  brought 
by  an  individual  who  has  suffered  some  particular 
wrong,  and  it  urges  members  and  groups  of  the  State 
Society  who  have  such  a grievance  to  bring  it  to  the 
attention  of  the  Council  so  that  appropriate  legal 
steps  may  be  taken,  but  the  committee  is  doubtful 
of  the  success  of  any  such  litigation  and  feels  that 
the  solution  of  the  problem  lies  in  the  appropriate 
action  by  the  State  Legislature. 

At  the  hearing  of  your  reference  committee,  a 
delegate  submitted  a legal  opinion  that  the  court’s 
decisions  quoted  in  the  report  of  the  special  Council 
committee  were  not  binding  in  that  the  statute  on 
which  one  decision  was  based  had  been  revoked 
and  that  another  decision  was  that  of  a court  of 
minor  jurisdiction  and  had  not  been  reviewed  by 
the  higher  courts.  The  legal  counsel  of  the  Society 
is  of  the  opinion,  however,  that  such  decisions  are 
valid  unless  they  have  been  reversed  by  a higher 
court. 

Your  reference  committee  approved  the  report  of 
the  special  Council  committee  to  study  the  hospital 
practice  of  medicine,  and  move  its  adoption. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion? 

Dr.  Herbert  S.  Ogden,  New  York:  Mr.  Speaker, 


as  frequently  happens,  I have  nothing  constructive 
to  say  at  this  time.  However,  it  seems  that  is  the 
dilemma  we  frequently  find  ourselves  in.  We  are 
told  that  organized  medicine  cannot  make  any  pitch 
on  our  behalf  and  when  eventually  somebody  is 
trodded  into  making  a pitch,  the  courts  tell  us  that 
because  medicine  has  suffered,  it  must  be  all  right 
with  medicine  and  we  are  stuck  with  it  both  ways. 

I am  just  hanging  a little  crepe  and  I just  want  to 
cry  a little;  that’s  all. 

Dr.  Thomas  M.  d’Angelo,  Queens:  It  seems  to 
me  Dr.  Givan’s  report  was  one  of  progress,  as  I 
understood  it,  and  if  it  were  so,  I don’t  think  this 
committee  should  take  any  definitive  action  but 
just  report  for  information  and  make  comment  on  it. 
I would  be  opposed  in  approving  the  action  of  the 
committee  in  approving  the  report  when  it  is  only 
a progress  report  because  the  entire  report  may  be 
different. 

I would  substitute  a motion  that  we  receive  the 
comments,  the  comments  of  the  committee  con- 
cerning Dr.  Givan’s  committee’s  work  as  a progress 
report. 

Dr.  Flood:  I accept  that. 

Speaker  Holcomb:  Any  further  discussion? 

If  not,  the  Chair  will  accept  the  call  for  a vote  that 
this  be  accepted  as  a progress  report  only.  Those 
in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 


Section  176  (See  34,  40,  47,  48) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VI:  Mandatory  Two-Year 

Rotating  Internship;  Shortage  of  American 
Interns;  Distribution  of  Interns  and  Residents 

Dr.  Edward  P.  Flood,  Bronx:  The  reference 
committee  had  referred  to  it  four  resolutions  dealing 
with  the  subject  of  interns  and  residents.  Res- 
olution 57-11,  introduced  by  Dr.  Herbert  Berger  of 
Richmond,  as  an  individual,  entitled  “Mandatory 
Two-Year  Rotating  Internship,”  resolved  that 
the  two-year  rotating  internship  be  revived  and  that 
such  training  be  permitted  only  in  accredited  hospi- 
tals, of  300  beds  or  less,  that  hospitals  accredited  for 
residency  training  be  forbidden  to  grant  rotating 
internships,  and  that  no  candidates  for  residency 
training  be  accepted  who  had  not  completed  a 
two-year  rotating  internship  in  an  accredited 
hospital. 

Resolution  57-17,  entitled  “Shortage  of  American 
Interns,”  introduced  by  the  Bronx  County  Medical 
Society,  resolved  “that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  endorsing  the  need 
for  a two-year  internship,  and  recommend  that  the 
specialty  boards  follow  the  example  of  the  Board  of 
Internal  Medicine  in  accepting  the  second  year  of 
internship  as  credit  towards  one  year  of  residency 
training.” 

The  third  resolution,  57-24,  entitled  “A  Plan  to 
Correct  the  Shortage  of  Interns,”  was  introduced  by 
the  Medical  Society  of  the  County  of  Queens. 
After  explanation  of  the  several  advantages  of  the 
two-year  rotating  internship  plan,  it  was  resolved 
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that  the  Medical  Society  of  the  State  of  New  York 
recommend  the  institution  of  the  two-year  rotating 
internship. 

The  last  of  the  four  resolutions  is  57-25,  entitled 
“Distribution  of  Interns  and  Residents,”  and  was 
introduced  by  the  Medical  Society  of  the  County  of 
Queens.  It  resolved  that  the  Medical  Society  of  the 
State  of  New  York  recommend  “that  a uniform 
formula  for  patient-intern  and  patient-resident  ratio 
be  established.” 

All  four  resolutions  request  that  resolutions 
of  similar  content  be  introduced  by  the  delegates  of 
the  Medical  Society  of  the  State  of  New  York  to  the 
house  of  delegates  of  the  American  Medical  Associa- 
tion. 

Your  reference  committee  felt  that  it  was  unable  to 
pass  on  the  implications  and  problems  involved 
without  further  study,  especially  since  the  final 
decisions  must  rest  with  the  Council  Committee  on 
Medical  Education  of  the  American  Medical  Associ- 
ation, and  the  Joint  Committee  on  the  Accreditation 
of  Hospitals. 

However,  your  committee  is  in  full  sympathy 
with  the  thoughts  expressed  in  all  four  resolutions 
concerning  the  advisability  and,  perhaps,  even  the 
necessity  of  considering  a return  to  the  traditional 
two-year  rotating  internship,  and  believes  that  it 
will  aid  in  the  solution  of  the  problem  of  intern 
shortage  and  provide  better  trained  physicians  for 
the  armed  forces  and  a more  comprehensive  training 
for  those  who  wish  to  become  general  practitioners. 

Your  committee,  therefore,  recommends  approval 
of  the  principles  as  expressed  in  these  resolutions 
and  urges  introduction  of  resolutions  of  similar 
purport  by  our  delegation  at  the  next  session  of  the 
house  of  delegates  of  the  American  Medical  Associa- 
tion. 

Your  committee  also  recognizes  the  inequity  of 
intern  distribution  as  it  exists  in  many  hospitals 
and  hopes  for  a reappraisal  of  the  numerical  alloca- 
tion of  interns  and  residents  in  hospitals  of  various 
bed  capacities. 

I move  the  adoption  of  this  portion  of  the  report. 

I)r.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  Does  anyone  wish  to  discuss 
this  portion? 

Dr.  Gerald  D.  Dorman,  Councillor:  I would 
just  like  to  have  some  clarification.  Is  that  four 
resolutions  or  a combined  resolution? 

Dr.  Flood:  I think  a combined  resolution  would 
be  appreciated  instead  of  four. 

Speaker  Holcomb:  Is  there  any  further  dis- 
cussion? 

Dr.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
Mr.  Chairman,  I would  just  like  some  clarification 
from  the  chairman  or  from  the  committee  as  to  how 
this  affects  the  national  law  as  regards  the  allowing 
of  a one-year  internship  prior  to  a man  being  subject 
to  military  call. 

Dr.  Flood:  Well,  we  have  a hope  that  if  enough 
action  is  taken  in  enough  places,  that  we  may  be 
able  to  convert  the  military  forces  to  our  way  of 
thinking. 

Speaker  Holcomb:  Is  there  any  further  dis- 
cussion? 


Dr.  Mark  Daniel,  Bronx:  I believe  the 

resolution  calls  for  approval  of  these  principles 
expressed.  Am  I to  understand  that  we  are  now 
going  to  go  on  record  as  approving  seven  years  of 
residency,  two  years  of  rotating  and  five  years  of 
additional  training?  It  seems  to  me  with  all  the 
efforts  being  made  to  enable  a man  to  go  into  practice 
before  lie  becomes  an  old  man,  this  is  not  very 
consistent.  I would  suggest  we  be  more  careful  in 
what  we  approve.  Am  I interpreting  t his  correctly, 
Mr.  Chairman? 

Speaker  Holcomb:  Are  you  ready  for  the 

question?  Those  in  favor  say  aye. 

Chorus:  Aye. 

Dr.  Daniel:  I asked  a question,  Mr.  Chairman. 
It  was  not  answered. 

Dr.  Flood:  One  of  the  resolutions  of  the  Bronx 
County  Medical  Society  requested  that  a petition 
be  made  to  the  various  boards  t hat  the  second  year 
of  this  rotating  internship  be  considered  credited 
towards  the  residency  program,  first  year  of  resi- 
dency as  is  done  by  the  Board  of  Internal  Medicine. 

Dr.  William  B.  Rawls,  New  York:  Over  ten 
years  ago,  I entered  the  same  resolution  as  a mem- 
ber of  the  Council  of  Intern  Residency  training  in 
New  York  City.  A special  committee  was  appointed 
and  I was  a member  of  the  committee.  We  recom- 
mended, and  it  was  approved  by  the  Council  on  In- 
tern Residence  Training  in  New  York  City. 

The  universities  in  this  city  wovdd  not  go  along, 
but  we  wrote  every  specialty  board  in  the  United 
States;'  if  all  agreed  to  go  along  the  second  year  of 
the  two-year  rotating  internship  would  be  given 
credit  towards  their  residency  training  in  a specialty. 
The  orthopedic  board  was  the  last  to  come  along, 
but  finally  agreed.  The  set-up  was  to  be,  however, 
if  a man  wants  to  take  a specialty  in  surgery,  the 
last  year,  the  second  year  of  his  rotating  internship, 
lie  would  be  doing  it  in  the  various  surgical  special- 
ties so  that  he  would  have  surgery  the  second  year. 
If  he  would  go  into  medicine,  he  would  do  the  second 
year  in  pediatrics  and  general  medicine.  That  was 
all  approved  by  the  boards  and  they  agreed  to  go 
along  on  that  basis. 

Speaker  Holcomb:  Anything  further?  You 

will  note  the  recommendation  of  the  reference 
committee  is  rather  broad.  It  says,  “The  principles 
as  expressed.”  I think  the  import  of  these  four 
resolutions  will  be  studied  if  such  a resolution  is  to  be 
offered. 

Are  you  now  ready  for  the  question?  Those  in 
favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed? 

Chorus:  Nay. 

Speaker  Holcomb:  The  ayes  have  it,  and  the 
motion  is  carried. 

Section  177  ( See  6Jf) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  VI:  Uniform  System  for 

Identification  of  Solutions  Used  in  IIospit<ils 

Dr.  Edward  P.  Flood,  Bronx:  Your  reference 
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committee  had  referred  to  it  resolution  57-41,  entitled 
“Uniform  System  for  Identification  of  Solutions 
Used  in  Hospitals,”  introduced  by  Dr.  John  W. 
Latcher,  Medical  Society  of  the  County  of  Otsego, 
and  recommends  its  adoption  with  this  change  in 
the  first  whereas:  the  word  “topical”  is  substituted 
for  the  word  “local,”  so  that  it  will  read:  “Whereas, 
there  are  many  solutions  used  in  hospitals  for  a 
variety  of  purposes;  i.e. , topical  anesthetics, 
antiseptics  for  skin  application,  cleaning  solutions, 
acids  and  alkalis,  alcohol,  and  others.” 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holco.ub:  Any  discussion  which  has 
to  do  with  the  coloring  of  the  solutions  for  the  safety 
of  the  public?  Ready  for  the  question?  Those  in 
favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed? 

Chorus:  Nay. 

Speaker  Holcomb:  So  ordered. 

Section  178  { See  80) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Fort  VI:  Advertising  of  Clinical 

Laboratories 

Dr.  Edward  P.  Flood,  Bronx:  The  reference 
committee  considered  resolution  57  57,  entitled 
“Advertising  of  Clinical  Laboratories,”  introduced 
by  Dr.  Harry  P.  Smith,  Section  Delegate,  Pathology 
and  Clinical  Pathology,  and  we  recommend  the 
approval  of  this  resolution. 

I move  the  adoption  of  this  portion  of  the  report. 

Speaker  Holcomb:  Does  anyone  wish  to  discuss 
this?  If  not,  those  in  favor  will  say  aye. 

Chorus:  Ave. 

Speaker  Holcomb:  Those  opposed? 

Chorus:  Nay. 

Speaker  Holcomb:  The  Chair  is  in  doubt. 

Those  in  favor  of  the  adoption  of  the  resolution 
will  stand. 

. . . Standing  vote.  . . 

Speaker  Holcomb:  Those  opposed  will  stand. 

. . . Standing  vote.  . . 

Speaker  Holcomb:  The  ayes  have  it. 

Section  179  {See  85) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Fart  I I:  Compulsory  Contribu- 

tions in  Voluntary  Hospitals 

Dr.  Edward  P.  Flood,  Bronx:  We  next  con- 
sidered resolution  57-62,  subject  “Compulsory 
Contributions  in  Voluntary  Hospitals,”  introduced 
by  the  Medical  Society  of  the  County  of  Kings,  and 
recommend  its  referral  to  the  Council  Committee  on 
Hospital  and  Professional  Relations. 

I move  the  adoption  of  this  portion  of  the  report. 

Dr.  Thomas  M.  d'Angelo,  Queens:  In  referring 
this  to  that  committee,  we  are  referring  it  without 
any  recommendation,  I take  it.  I think  we  ought 
to  approve  it  and  also  refer  it.  I so  move,  Mr. 
Chairman.  I move  we  approve  and  refer  it. 

Dr.  Flood.  I will  accept  that. 


President  Greexough:  On  a point  of  order  as 
to  whether  we  can  refer  to  a Council  committee; 
whether  we  should  not  refer  it  to  the  Council  and 
let  the  Council  do  the  referring. 

Speaker  Holcomb:  I think  the  Chair  would  feel 
a reference  committee  could  refer  to  a special  Coun- 
cil committee.  If  I am  wrong  I will  stand  corrected. 
Are  you  read}'  for  the  question?  If  so,  those  in 
favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed?  So  ordered. 
I)r.  Flood:  I move  the  adoption  of  this  portion 
of  the  report  as  amended. 

Speaker  Holcomb:  Those  in  favor  say  aye. 
Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Section  180  {See  93) 

Report  of  Reference  Committee  on  Report  of 
the  Council.  Fart  VI:  Froposal  for  Study 

Committee  on  Hospital  and  Frofessional 
Relations 

Dr.  Edward  P.  Flood,  Bronx:  Your  reference 
committee  considered  resolution  57-66,  subject, 
“Proposal  for  Study  Committee  on  Lack  of  Interest 
in  Certain  Specialties,”  introduced  by  the  Medical 
Society  of  the  County  of  Monroe.  This  resolution 
is  based  on  an  obvious  need.  The  support  for  these 
four  specialties  is  well  timed.  It  may  be  questioned, 
however,  whether  there  is  a serious  lack  of  interest. 
To  be  sure,  the  working  conditions  are  unsatisfactory 
in  man}'  respects.  Nevertheless,  the  number  of 
diplomates  is  said  to  be  increasing  at  a rate  of  5 to 
1 0 per  cent  a year.  This  is  as  great  as  in  most  other 
specialties.  Nevertheless,  the  demand  for  service 
of  these  specialists  is  growing  by  leaps  and  bounds — 
partly  because  of  increasing  recognition  of  their 
importance  and  partly  because  of  the  construction 
of  thousands  of  new  hospitals.  The  demand  is 
greater  than  the  supply. 

It  is  recommended  that  less  emphasis  be  placed 
on  lack  of  interest  and  that  the  two  “whereas” 
clauses  be  amended  to  read  as  follows: 

Whereas,  there  appears  to  be  a growing 
shortage  in  the  specialties  of  pathology,  radiology, 
anesthesiology,  and  physiatry;  and 

Wheras,  this  shortage  is  apparently  due  to  an 
insufficient  number  of  men  taking  residencies  in 
these  specialties;  now  therefore  be  it  hereby 
Resolved , that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  express 
its  concern  over  this  situation;  and  be  it  further 
Resolved,  that  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the  house  of 
delegates  of  the  American  Medical  Association 
be  instructed  to  introduce  a resolution  recom- 
mending the  formation  of  a committee  of  the 
American  Medical  Association  to  investigate  and 
report  on  this  matter  to  see  if  the  allegation  is 
true  and  to  make  recommendations  for  its 
remedy. 

Mr.  Speaker,  I move  the  adoption  of  the  report 
as  amended,  as  a whole. 
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Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Flood:  In  conclusion,  I wish  to  thank  the 
many  delegates  who  appeared  before  the  committee 
and  rendered  our  deliberations  easy  by  their  well- 
documented  and  informative  suggestions  and  also 
the  members  of  my  committee,  Dr.  Norman  C. 
Lyster,  of  Chenango;  Dr.  Benjamin  M.  Bernstein, 
Kings;  Dr.  George  F.  Nevin,  of  Cortland;  Dr. 
Arthur  Q.  Penta,  of  Schenectady,  for  their  whole- 
hearted collaboration  in  the  formulation  of  this 
report.  (Applause) 

Section  181  (See  7) 

Report  of  Reference  Committee  on  Reports  of 
the  Malpractice  Insurance  and  Defense  Board 
and  of  Legal  Counsel 

Speaker  Holcomb:  The  Chair  is  ready  to  receive 
the  report  of  the  Malpractice  Insurance  and  Defense 
Board. 

I)r.  William  B.  Rawls,  New  York:  Mr.  Speaker, 
members  of  the  House,  I want  to  apologize  to  the 
House  before  we  start  for  presenting  a very  long 
report.  However,  we  in  the  committee  believe 
that  it  will  save  the  House  time  if  we  try  to  clarify, 
even  at  the  expense  of  repetition,  some  of  the  things 
that  have  been  published  by  the  Malpractice 
Board. 

Your  committee  has  read  and  given  much  thought 
to  the  report  of  the  Counsel,  the  Malpractice 
Insurance  and  Defense  Board,  and  to  Wolfe, 
Corcoran  and  Linder’s  report.  Some  of  these 
reports  arc  long  and  since  they  will  be  printed  in  the 
Journal  your  committee  does  not  see  any  reason 
for  taking  the  valuable  time  of  this  House  by  repeat- 
ing. There  are,  however,  a few  important  facts  we 
wish  to  stress. 

1 . The  premiums  for  malpractice  insurance  have 
increased  in  New  York  State  and  in  other  states, 
also;  what  is  the  reason? 

(a)  The  cost  of  living  has  increased  100  per 
cent  during  the  past  few  years  and  thus  the  cost  of 
salaries  and  the  expense  of  running  the  organization 
has  increased. 

(b)  Our  insurance  rates  have  increased  approxi- 
mately 300  per  cent  in  the  past  ten  years. 

(c)  The  amount  sued  for  and  eventually 
awarded  per  suit  has  increased  by  wrell  over  50  per 
cent  in  the  past  ten  years. 

(d)  In  seven  years  from  1940  through  1955  the 
number  of  complaints  per  100  physicians  increased 
from  1.60  to  2.57  or  01  per  cent.  In  1949,  the 
premium  for  a policy  with  liability  $5,000/$  15,000 
in  t he  metropolitan  area  was  $55,  and  in  upstate  $42. 

According  to  available  information,  if  the  follow- 
ing factors  were  taken  in  consideration,  the  premium 
rates  in  1956  should  be  $228  (as  compared  to 
$222  for  present  rate)  metropolitan  area  and  up- 
state to  $130  (as  compared  to  $119  present  rate). 
The  factors  are:  (1)  Rates  in  1949  for  Yorkshire 
should  have  been  one  third  higher  for  the  Yorkshire 


Company  to  break  even;  (2)  increased  cost  of  living 
is  100  per  cent;  (3)  increased  cost  of  business  manage- 
ment is  100  per  cent;  (4)  increase  in  verdicts  50 
per  cent  larger  amounts  awarded*  and  (5)  number  of 
complaints  have  increased  61  per  cent  . 

(e)  The  number  of  physicians  who  paid 
insurance  for  each  complaint  brought  was  60.2  in 
1949  but  in  1955  this  had  dropped  so  that  only  38.9 
physicians  paid  insurance  for  each  complaint  reg- 
istered. This  was  a drop  of  35.5  of  insured  physi- 
cians per  complaint  registered.  This  means  that 
64.5  physicians  today  carry  t he  same  burden  as  100 
physicians  carried  in  1949.  If  we  take  all  the  above 
factors  into  consideration  then  it  becomes  evident 
why  premiums  have  been  increased.  If  one 
studies  further  the  amounts  being  sued  for  they  find 
further  reason  for  a high  loss  ratio  which  eventually 
means  a high  premium  for  all  of  us. 

The  important  question  is  how  can  we  reverse 
the  present  trend?  In  your  committee’s  opinion 
the  single  most  important  factor  in  the  institution 
of  suits  is  careless  remarks  by  physicians  who, 
without  knowing  the  full  facts  involved,  state  that 
this  should  not  have  been  done  or  that  the  patient 
should  have  gotten  well  sooner  or  that  the  treatment 
rendered  was  wrong,  etc.  Whether  all  complaints 
are  justified  or  receive  an  award  it  still  costs  money 
to  defend  a lawsuit.  If  the  rate  of  incidence  of  suits 
per  assured  physician  continues  to  rise  and  the 
awards  given  continue  to  increase  in  amount,  then 
there  is  no  other  alternative  but  that  the  premium 
must  also  increase.  We  are  perfectly  aware  of  the 
fact  that  some  insurance  companies  are  offering 
lower  rates  and  that  some  specialty  groups  are  also 
offering  policies  with  lower  premium  rates.  Your 
committee  had  no  figures  available  to  ascertain 
the  reasons  for  the  supposedly  lower  premiums. 

Mr.  Chairman,  I move  the  approval  of  the  first 
part  of  this  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  If  there  is  no  discussion, 

those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  This  portion  of  the  report  is 
approved. 

Dr.  Rawls:  Malpractice  Insurance  and  Defense 
Board  Supplementary  Report — Addendum:  We 

further  believe  that  the  Society’s  Group  Plan — a 
plan  underwritten  by  a licensed  insurance  company 
and  operating  under  the  laws  of  New  York,  a plan 
managed  and  supervised  by  the  Society’s  representa- 
tives, a plan  providing  highly  skilled  and  exception- 
ally experienced  legal  defense,  a plan  in  which  all 
members  have  a voice — should  be  supported  by  the 
entire  membership. 

I move  the  approval  of  this  paragraph. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  I 

second  it. 

Speaker  Holcomb:  Any  discussion?  All  those 
in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  That  is  adopted. 

Dr.  Rawls:  Report  of  the  Malpractice  Insurance 
and  I )efense  Board:  The  following  recommendations 
of  the  Board  were  approved  by  the  Council: 
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1.  That  negotiations  with  the  Insurance  Depart- 
ment regarding  the  activities  of  representatives  of 
unlicensed  insurers  be  continued. 

Your  committee  did  not  wish  to  offer  any  recom- 
mendation but  wishes  to  leave  it  to  the  discretion 
of  the  House.  We  did  not  have  enough  evidence 
in  the  short  time  we  had  to  arrive  at  a conclusion 
which  might  be  factual.  There  are  many  facets 
to  this  particular  problem  and  we  felt  it  might  be 
unwise  for  us  to  get  into  that  particular  discussion. 

Speaker  Holcomb:  Does  anyone  wish  to  discuss 
that? 

I)r.  Solomon  Schussheim,  Kings:  Mr.  Speaker, 
members  of  the  House  of  Delegates,  I personally 
have  objected  to  this  part  of  the  report.  As  you 
well  remember  last  year  the  difficulties  that  beset 
some  of  us,  and  when  the  smoke  cleared,  on  the  last 
day,  it  was  understood  that  there  be  no  more 
provocations,  no  more  necessities  for  any  negotiations 
with  the  Insurance  Department. 

In  behalf  of  this  Medical  Society  against  any  of 
their  members,  that  is.  Much  to  my  surprise  I 
have  been  a visitor  to  the  Insurance  Department  a 
number  of  times  since  then.  I learned  to  like 
working  there.  We  became  very  friendly.  How- 
ever, the  question  arises,  is  it  the  function  of  the 
Medical  Society  of  the  State  of  New  York  to  protect 
the  insurance  companies  operating  in  the  State  of 
New  York,  or  is  it  the  function  of  the  other  insurance 
companies  or  the  National  Casualty  Bureau  to 
protect  them? 

The  question  still  remains,  will  the  Medical 
Society  of  the  State  of  New  York  continue  to 
question  the  motives  of  either  their  members  or 
unlicensed  insurance  companies?  That  is  the 
question  you  ladies  and  gentlemen  must  decide. 

Dr.  Rawls:  Mr.  Speaker,  we  felt  the  point  to  be 
decided  was,  to  pinpoint  Dr.  Schussheim’s  remarks, 
whether  investigation  into  the  unlicensed  companies 
would  be  instituted  or  instigated  by  the  Medical 
Society  of  the  State  of  New  York  or  by  our  agent 
or  the  carrier — and  that  we  ask  discussion  for  reasons 
known  to  the  committee  be  limited  to  this  particular 
question. 

Speaker  Holcomb:  You  don’t  wish  to  put  this 
to  a vote  at  this  time? 

Dr.  Rawls:  I was  to  leave  this  open  to  the 
House.  A motion  could  be  put  on. 

Dr.  Schussheim:  May  I make  the  motion? 

Speaker  Holcomb:  You  may. 

Dr.  Schussheim:  As  a member  of  the  reference 
committee,  I move  that  the  House  of  Delegates 
instruct  the  Council  not  to  continue  the  employment 
of  these  people  to  negotiate  with  the  Insurance 
Department  the  question  of  unlicensed  insurance 
companies  operating  in  New  York. 

Dr.  Aaron  Kotti.er,  Kings:  I second  it. 

I)r.  Benjamin  M.  Bernstein,  Kings:  I do  not 
think  we  want  to  take  into  account  any  fact  that 
the  State  Society  is  in  the  business  of  selling  in- 
surance of  any  kind.  The  State  Society  has 
offered  to  you  and  me  a plan.  It  is  up  to  the  in- 
surance company  to  sell  that  plan  in  any  way  that 
it  can.  We  have  a right  to  criticize  any  individual 
or  try  even  to  sell  another  plan. 


As  an  individual,  the  State  Society  might  offer 
group  health  insurance  or  any  other  kind  of  insurance 
or,  let  us  say,  Blue  Cross  or  Blue  Shield  as  a group 
plan  and  then  it  is  sold  by  the  Associated  Hospital 
Service  or  what  have  you. 

Too  much  effort,  I think,  has  been  placed  on  the 
attempt  of  the  Council  committee  of  insurance  to 
find  out  why  a plan  hasn’t  worked.  There  must  be 
a reason  why  the  plan  has  not  worked.  I think  the 
insurance  company  should  carry  on  the  sale  of  this 
and  it  is  not  up  to  us. 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 
Lane,  chairman  of  the  Malpractice  Insurance  and 
Defense  Board. 

Dr.  Joseph  A.  Lane,  Monroe:  Mr.  Speaker, 
members  of  the  House  of  Delegates,  the  only 
comment  I would  like  to  make  at  this  time  would  be 
primarily  to  perhaps  state  that  the  intent  of  this 
procedure  that  was  carried  out  was  to  protect  the 
Group  Plan.  Many  of  you  probably  know  there 
had  been  great  inroads  on  the  plan;  not  only  to 
protect  the  plan  and  to  improve  its  position,  but  also 
to  bring  to  the  attention  of  the  members  of  the 
State  Society  that  the  importance  of  having  their 
insurance  from  a licensed  company  was  essential, 
and  I think  it  is  important  for  all  of  you  to  realize 
unless  you  are  covered  by  an  insurance  that  comes 
from  a licensed  carrier,  the  State  Insurance  Depart- 
ment has  no  control  over  that  company  and  nothing 
can  be  done  for  you  if  something  goes  wrong  with  the 
company.  I think  that  that  main  point  I wish  to 
make  at  this  time  is  the  fact  that  this  entire  proce- 
dure was  an  effort  to  protect  the  Group  Plan  which 
we  still  hope  to  keep  going  successfully  in  the  future. 

Speaker  Holcomb:  Dr.  Ivottler  is  recognized. 

Dr.  Ivottler:  Mr.  Chairman  and  members  of 
the  House,  may  I ask  a question  and  say,  why  do  we 
want  to  hire  special  investigators  and  counsel  to 
protect  the  Group  Plan?  Why  don’t  we  hire  special 
investigators  and  counsel,  et  cetera,  to  protect  the 
practice  of  medicine;  the  inroads  from  cultists, 
chiropractors,  unlicensed  physicians,  and  many 
other  individuals?  May  I go  down  the  list  and  tell 
you  how  many  people  are  cutting  into  the  practice 
of  medicine  and  we  are  not  doing  anything,  as  you 
are  trying  to  do,  to  protect  insurance  companies 
selling  malpractice  insurance.  I think  you  should 
consider  that  in  the  same  light.  I don’t  think  that 
it  is  a duty  of  the  House  of  Delegates  of  this  Society 
to  engage  investigators  to  protect  insurance  com- 
panies. We  have  a political  subdivision,  State 
Department  of  Insurance,  and  that  is  their  duty,  and 
let  them  worry  about  it.  That  is  not  part  of  our 
Constitution  or  Bylaws  that  we  have  to  worry  about 
the  protection  of  any  other  business. 

Speaker  Holcomb:  Are  there  any  other  ques- 
tions? The  question  is  on  I )r.  Schussheim’s 
motion  to  direct  the  Council  to  cease  investigation 
of  the  unlicensed  companies. 

Is  there  any  further  discussion?  If  not,  are  you 
ready  for  the  question?  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed? 

Chorus:  Nay. 

Speaker  Holcomb:  I will  call  for  a standing 
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vote.  Those  in  favor  please  stand. 

. . . Standing  vote.  . . 

Speaker  Holcomb:  Let  the  negative  vote  rise. 

. . . Standing  vote.  . . 

Speaker  Holcomb:  The  vote  is  04  in  the  affirma- 
tive of  the  motion  and  92  against.  The  motion 
is  lost.  (Applause) 

Dr.  Rawls:  2.  That  the  six  months  waiting 
period  for  re-entry  into  the  Group  Plan  for  applicants 
who  had  previously  left  it  to  secure  insurance  at  a 
lower  rate  is  rescinded. 

I move  approval  of  this. 

Dr.  Griffin:  I second  it. 

Speaker  Holcomb:  Any  discussion  of  this 

portion  of  the  report?  If  not,  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Rawls:  3.  That  a procedure  for  the  organi- 
zation and  operation  of  advisory  malpractice  com- 
mittees be  adopted  for  the  guidance  of  county 
societies. 

I move  approval  of  this. 

Dr.  Griffin:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Rawls:  There  were  474  new  actions  reported 
during  the  year  as  compared  to  499  in  1955.  This 
decrease  is  to  be  expected  in  view  of  the  decrease 
in  number  of  insured  members  as  indicated  later  in 
this  report.  In  any  comparison  between  the  num- 
ber of  members  insured  during  a calendar  year  and 
the  number  of  actions  arising  during  the  same  year, 
it  must  be  remembered  that  the  latter  includes  suits 
and  claims  chargeable  to  a number  of  policy  years. 

For  example,  the  cases  originating  during  1956 
were  chargeable  to  the  following  policy  years: 


1949  1 

1950  1 

1951  6 

1952  20 

1953  41 

1954  102 

1955  205 

1956  98 


474 

Counti/  Advisory  Committees.  In  the  belief  that 
any  long-term  improvement  in  the  over-all  mal- 
practice situation  requires  participation  at  the 
county  level,  the  board  for  the  past  several  years  has 
urged  the  formation  of  county  advisory  committees. 
Many  counties  with  active  advisory  committees 
have  acquired  valuable  experience  and  insight  into 
the  causes  of  malpractice  actions  from  which 
preventive  measures  can  be  developed  and  put  into 
practice. 

In  order  to  give  an  official  basis  for  the  organiza- 
tion and  operation  of  these  committees  and  to  set  up 
a uniform  procedure,  the  board  presented  recom- 
mendations that  were  approved  by  the  Council  on 
February  9,  1956.  In  the  section  dealing  with  the 
composition  of  these  committees,  it  was  pointed 


out  that  it  would  be  patently  unwise  to  submit 
cases  involving  Group  Plan  insureds  to  a committee 
composed  of  doctors  who  have  no  stake  or  personal 
interest  in  the  successful  operation  of  the  Group 
Plan.  Since  then,  our  insurance  carrier  has  ques- 
tioned the  propriety  of  opening  its  files  to  com- 
mittees composed  in  whole  or  in  part  of  physicians 
not  insured  in  the  Group  Plan.  The  company  has 
agreed  to  make  exceptions  in  the  case  of  members 
who  are  practicing  under  circumstances  not  requir- 
ing individual  insurance,  such  as  a doctor  acting  as  a 
hospital  superintendent  or  as  a salaried  chief  of 
service  covered  by  insurance  provided  by  his  hospi- 
tal. The  board  regrets,  therefore,  that  it  must 
discontinue  sending  reports  to  committees  not 
organized  along  the  lines  approved  by  the  Council. 
The  board  urges  the  president  of  each  county 
society  to  take  these  facts  into  consideration  when 
making  appointments  to  committees. 

Participation  in  the  Group  Plan.-  The  number  of 
members  insured  in  the  Group  Plan  during  1956,  by 
counties,  is  shown  in  Table  I.  For  the  fourth 
consecutive  year,  there  has  been  an  over-all  decrease 
both  in  number  of  insureds  and  in  percentage  of 
membership.  Although  this  decrease  was  less  in 
1956  than  in  the  two  preceding  years,  it  still  rep- 
resents a threat  to  the  continued  success  of  the 
Group  Plan.  In  1952,  when  participation  reached 
its  peak,  63  per  cent  of  the  members  of  the  five 
counties  of  New  York  City  were  insured  in  the 
Group  Plan.  In  1956,  only  36  per  cent  were  so 
insured.  The  period  of  the  past  four  years  has 
shown  a net  decrease  in  insured  members  in  New 
York  City  of  3,748,  which  has  been  partially  offset 
by  a net  gain  of  233  in  the  balance  of  the  State. 
The  future  success  of  the  Group  Plan,  therefore, 
depends  to  a large  degree  on  the  support  that  it 
will  receive  from  the  members  of  the  county  societies 
of  New  York  City. 

In  reaching  a decision  in  this  matter,  the  board 
believes  that  the  following  assets  of  the  Group  Plan 
should  be  taken  into  account  : 

1 . An  agreement  with  our  insurance  carrier  which 
gives  the  Society  control  over  such  important 
matters  as  the  provisions  of  the  policy  contract, 
method  of  rate  computation,  interpretation  of 
policy  provisions,  and  the  privilege  of  deciding 
who  should  or  should  not  be  insured. 

2.  A legal  defense  service  specializing  in  the 
defense  of  malpractice  actions. 

3.  An  outstanding  company  which,  since  1949, 
has  acquired  experience  and  developed  a highly 
competent  claims  service  of  personnel  specializing 
in  the  handling  of  such  actions. 

4.  An  increasingly  efficient  system  for  examining 
and  evaluating  malpractice  cases  and  assisting  in 
their  proper  disposition. 

The  recent  emergence  of  a number  of  insurance 
programs  sponsored  by  national  specialty  groups 
has  caused  many  members  to  consider  the  advisa- 
bility of  transferring  their  insurance  from  the  Group 
Plan.  While  these  programs  are  of  considerable 
value  to  many  doctors  throughout  the  country  who 
have  no  reliable  source  of  insurance  available  to 
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them,  it  does  not  follow  that  they  are  equally 
advantageous  to  members  of  the  State  Society. 

Mr.  Speaker,  I move  the  adoption  of  this  part  of 
the  report. 

1)r.  Griffin:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

all  those  in  favor  of  adopting  this  portion  of  the 
report  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Rawls:  Malpractice  Insurance  and  Defense 
Board  Supplementary  Report. — 

To  the  House  of  Delegates , Gentlemen: 

Although  the  final  report  of  our  actuaries  has  not 
yet  been  filed,  the  Board,  as  the  result  of  a con- 
ference with  Mr.  Linder  and  a representative  of  our 
insurance  carrier,  is  now  able  to  forward  to  you  its 
supplementary  report. 

Last  year  the  Board  reported  favorable  indications 
of  a leveling  off  in  the  upward  trend  of  losses  that  we 
had  experienced  during  the  past  several  years. 
Unfortunately,  the  results  of  our  experience  as  of 
December  31,  1956,  as  outlined  in  the  following 
statement,  show  a substantial  rise  in  per  case  and 
over-all  costs.  This  is  due  partly  to  the  larger 
ratio  of  older  and  more  serious  cases  to  the  total 
number  of  those  outstanding  and  also  partly  to  the 
greater  number  of  excess  (over  $5,000)  losses. 
During  1956,  for  example,  more  cases  costing  in  the 
neighborhood  of  $50,000  were  disposed  of  than  in  all 
the  years  from  1949  to  1955,  inclusive. 

Mr.  Speaker,  I hesitate  to  take  the  time  to  read 
figures  here,  but  I don’t  know  what  I can  do  to 
short-cut  it. 

Speaker  Holcomb:  I think  you  should  read 

them. 

Dr.  Rawls:  1949  to  1955. 

Income 


Premiums 

$10,912,280 

Contingent  loss 

factor 

615,813 

Disbursements 

Claims  closed 

4,741,239 

Operating  costs 

2,764,388 

Taxes  on  contingent 

loss  factor 

18,474 

Reserves  for 

Outstanding  cases 

5,567,200 

Unreported  cases 

2,473,252 

$ 4,036,450 

Some  increase  in  rates  for  the  year  beginning 
September  1,  1957,  is  clearly  indicated  and,  subject 
to  the  conditions  outlined  below,  the  company  has 
agreed  to  the  following  revisions,  which  are  designed 
to  produce  an  over-all  increase  in  premium  income 
of  about  17  per  cent. 

(a)  An  increase  in  the  contingent  loss  factor  to  $15 
for  the  metropolitan  area,  $15  for  the  suburban  area, 
and  $10  for  upstate. 

I move  approval  of  this  part  of  the  report  until 
we  come  directly  to  the  increase  in  fees. 
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Speaker  Holcomb:  Any  discussion  of  this  part 
of  the  report  having  to  do  with  increase  of  fees? 

Dr.  Herbert  S.  Ogden,  New  York:  Noticing 
these  figures  Dr.  Rawls  read,  a contingent  loss  factor 
of  $615,823,  I see  there  are  outstanding  cases 
of  $5,567,200,  and  unreported  cases  $2,473,252. 
Here  we  have  almost  $10  million  that  has  not  been 
paid  out  and  is  in  the  reserve.  To  be  sure,  it  may 
have  to  be  paid  out  later,  but  it  would  seem  to  be 
currently  cash  on  hand,  and,  presumably,  that 
money  is  not  kept  in  bars  of  gold  or  something  of 
that  sort  but  probably  is  drawing  interest,  at  least  I 
hope  so. 

I do  not  see  any  indication  anywhere  of  how  much 
was  attained  as  interest  of  the  $10  million  over  a 
period  of  five  years  from  1949  to  1955,  six  years,  and 
if  so,  what  was  done  with  the  money  and  where 
does  the  figure  go  in  the  whole  problem? 

Dr.  Rawls:  Mr.  Speaker,  may  I answer? 

Speaker  Holcomb:  Yes. 

Dr.  Rawls:  I think  it  might  bring  this  into  focus, 
if  you  go  back  to  the  report  I made  on  the  number 
of  cases  reported  in  1956;  only  98  out  of  474  were 
reported  in  1956.  The  balance  of  those  cases  had  to 
have  a reserve  for  them,  which  was  far  greater  in 
number  than  the  cases  reported  during  the  current 
year. 

Dr.  Ogden:  The  point  is,  Dr.  Rawls,  as  I under- 
stand it,  that  this  money  may  eventually  have  to  be 
paid  out  but,  at  the  same  time,  it  is  in  the  kitty 
against  the  possibility  that  it  might  have  to  be  paid 
out  at  some  future  time  and  should  be  drawing  in- 
terest while  in  the  kitty,  waiting  for  the  possibility 
it  might  be  paid  out.  That  is  my  interpretation. 

Dr.  Rawls:  I think,  Dr.  Ogden,  that  you  failed 
to  read  the  top  figures.  The  top  figures  say  that 
premiums  were  $10,912,280.  The  disbursements 
were,  roughly,  $4  million.  The  operating  costs 
were  $2,764,388.  You  have  over  $7  million  here 
already  and  the  total  income  is  only  $11  million, 
roughly.  You  do  not  have  $10  million  to  play  with. 

Dr.  Ogden:  It  says  below  that  line  “Reserves  for 
outstanding  cases  and  unreported  cases.”  Those 
two  figures  together  come  to  over  $8,500,000. 
Those  two  figures,  that  is,  alone.  Those  are  indi- 
cated as  reserves.  Presumably,  if  that  money  was 
held  in  reserve  it  has  not  been  paid  out. 

Speaker  Holcomb:  Mr.  Linder,  the  actuary, 

is  here. 

Mr.  Joseph  Linder:  Dr.  Ogden  is  making  a valid 
point.  In  every  form  of  insurance,  the  company 
constantly  has  on  hand  funds  which  it  does  not  im- 
mediately disburse  and  which  earn  interest. 

That  is  true  in  fire  insurance,  automobile  in- 
surance, and  also  true  in  all  forms  of  liability  in- 
surance. It  is  particularly  true  in  life  insurance. 
That  is  possibly  one  of  the  reasons  why  your  present 
insurance  carrier  has  been  willing  to  ride  as  long  as 
it  has  with  its  severe  underwriting  loss.  It  does 
have  a partial  offset.  In  rate  making,  that  is  con- 
sidered as  a backing  profit  and  it  is  not  utilized  in  the 
making  of  rates.  That  is  the  custom  for  the  past 
twenty-five  to  fifty  years,  which  has  been  approved 
by  all  ratemaking  authorities  and  also  approved  by 
the  insurance  department.  The  point,  however,  is 

New  York  State  J.  Med. 


MINUTES  OF  THE  ANNUAL  MEETING 


a valid  one.  Interest  earnings  on  malpractice 
liability  insurance  are  larger  than  any  other  form  of 
liability  insurance,  due  to  the  fact  that  the  payments 
of  losses  are  so  long  delayed. 

Incidentally,  those  are  figures  for  the  old  period 
and  not  for  the  year  1956.  This  tabulation  is  for 
the  period  from  July  1,  1949,  up  to  December  31, 
1956. 

Speaker  Holcomb:  Dr.  Segal  is  recognized. 

Dr.  Abraham  D.  Segal,  Kings:  I only  want  to 
ask  one  question,  gentlemen,  with  regard  to  the 
figures.  The  total  premiums,  according  to  the 
figures,  are  $10,912,280.  Already  paid  claims  closed 
are  $4,741,239.  The  operating  costs  are  $2,764,388. 
This  makes  it  25  per  cent  of  the  premium,  the  operat- 
ing costs,  or  50  per  cent  of  the  amount  paid  out  has 
been  the  cost  of  paying  out  that  $4  million  some  odd. 
It  has  cost  $2,764,388  to  pay  out  $4  million.  If  that 
can  be  explained,  what  the  operating  costs  are,  I 
t hink  that  would  be  to  our  advantage. 

Speaker  Holcomb:  I call  on  Mr.  Linder. 

Mr.  Linder:  The  only  statement  I can  make  in 
regard  to  this,  is  this:  In  automobile  liability  in- 
surance it  takes  40  cents  to  pay  out  60  cents.  In 
other  words,  when  you  pay  $1.00,  60  cents  goes  out  in 
losses,  40  cents  is  expenses.  Go  to  fire  insurance. 
$1.00  comes  in,  50  cents  goes  out  in  losses,  50  cents 
goes  out  in  expenses.  That  is  50-50. 

Other  forms  of  liability  insurance  such  as  auto- 
mobile are  60-40.  With  the  Group  Plan  it  is  roughly 
75-25.  Were  it  not  a group  plan,  it  would  be  60-40. 
The  economy  comes  from  the  operation  of  a group 
plan  with  no  payment  of  commissions. 

Dr.  Thomas  F.  McCarthy,  Bronx:  I think  one 
of  the  troubles  we  had  years  ago,  your  definition  of 
terms,  actually  when  you  say  an  actuarial  loss,  a 
doctor  thinks  if  he  has  $100,  to  have  a loss,  he  would 
have  to  pay  out  $101,  but  an  insurance  company 
figures  if  they  take  in  $100,  they  anticipated  making 
$30,  and  if  they  only  made  $28  they  have  had  a loss; 
is  that  correct? 

Mr.  Linder:  That  is  absolutely  not  correct. 
I never  used  the  term  “actuarial”  loss  myself.  How- 
ever, perhaps  I can  clarify  it  this  way:  Fire  in- 
surance companies  generally  and  casualty  companies 
generally  are  quite  content  to  operate  at  from  a two 
and  a half  per  cent  to  a five  per  cent  profit.  That  is 
merely  another  way  of  saying  when  they  take  in 
$100,  after  they  pay  your  losses  and  after  they  pay 
their  own  expenses,  if  there  is  $2.50  to  $5.00  left, 
they  are  quite  content. 

In  the  present  instance,  if  the  insurance  carrier, 
in  addition  to  the  fairly  large  investment  earnings 
which  it  has  paid  and  which  Dr.  Ogden  quite 
properly  called  your  attention  to,  if  after  paying 
their  losses  in  the  seventy-five’s,  and  after  paying 
their  expenses  in  the  twenties,  if  they  had  two  and  a 
half  points  left,  they  would  be  exceedingly  happy. 

Speaker  Holcomb:  Dr.  Kane. 

Dr.  Arthur  P.  Kane,  Kings:  If  I might,  I would 
like  to  ask  a pertinent  question.  These  expenses  of 
something  like  two  and  three-quarter  million  dollars, 
I would  like  to  know  how  it  is  broken  down.  It 
seems  to  me  if  you  have  something  like  $10,000 
policies,  and  400  claims,  it  does  not  require  400 


clerks  and  a lot  of  machinery.  Where  is  that  two 
and  three-quarter  million  dollars  going? 

Mr.  Linder:  That  two  and  three-quarter  million 
dollars  of  expenses  is  over  a nine-year  period. 
Therefore,  we  must  immediately  divide  by  nine. 

Dr.  Kane:  I thought  this  was  one  year. 

Mr.  Linder:  No,  from  July  1,  1949,  up  to  Decem- 
ber 31,  1956. 

Dr.  Ogden:  It  says  1955  in  the  report. 

Mr.  Linder:  Well,  it  is  the  policy  year  1955, 
which  runs  to  the  end  of  1956.  Therefore,  we  get 
down  to  expenses  of  two  or  $300,000  a year.  Your 
premiums  come  to  now,  roughly,  over  $2  million  a 
year.  By  all  rules  of  the  game  that  is  simply  not 
excessive.  With  automobile  insurance,  the  only 
thing  I could  say  is,  it  would  be  at  least  50  per  cent 
higher.  For  example,  in  writing  automobile  in- 
surance, your  average  stock  company  pays  a com- 
mission alone  of  between  20  and  25  per  cent.  Your 
commission  here,  just  for  policy  writing,  billing,  et 
cetera,  is  under  ten.  Does  that  answer  your  ques- 
tion? 

Dr.  Kane:  That  answers  part  of  it. 

Mr.  Linder:  What  is  the  other  part? 

Dr.  Kane:  I would  like  a breakdown  of  the  other 
some  $100,000. 

Mr.  Linder:  So  far  as  I know,  no  insurance  com- 
pany in  the  United  States  breaks  down  its  expenses 
by  risk.  If  you  want  the  over-all  breakdown,  they 
are  available  in  insurance  department  reports  in  the 
form  of  salaries,  rent,  heat,  light,  et  cetera,  but 
those  are  now  broken  down  by  individual  risk. 
That  is  the  way  insurance  companies  keep  their 
accounts. 

Dr.  Ogden:  I would  like  to  ask  one  more  ques- 
tion in  this  regard.  What  this  breakdown  is,  the 
insurance  company  has  the  use  of  the  money  con- 
tained in  the  three  items,  $615,823,  $5,567,200,  and 
$2,473,252.  They  have  the  right  to  that  and  that  is 
part  of  their  share  of  what  is  going  on ; is  that  right? 

Mr.  Linder:  That  is  right.  That  is  true  in 
every  form  of  insurance  being  written. 

Dr.  Ogden:  Do  I understand  you  to  say  the  use 
of  $9  million  worth  of  money  is  not  taken  into  con- 
sideration in  determining  rates  or  determining 
premiums? 

Mr.  Linder:  That  is  exactly  correct. 

Speaker  Holcomb:  Dr.  Schussheim. 

Dr.  Schussheim:  Members  of  the  House  of 

Delegates,  you  all  remember  very  well  I tried  to 
analyze  these  figures  some  years  ago  and,  unfortu- 
nately, we  could  not  get  anywhere.  I was  advised 
that  I could  not  very  well  compete  with  Mr.  Linder 
as  an  actuary.  I do  not  intend  to. 

However,  as  most  of  you  people  know,  I was  on 
the  committee  to  investigate  this  entire  problem  for 
the  past  year.  There  is  an  insurance  bible  called 
Bests  in  which  is  reported  the  business  of  every 
insurance  company.  In  the  last  issue  which  dis- 
cusses, I believe,  1955,  the  Employers  Mutual  of 
Wausau,  your  carrier,  had  some  very  respectable 
figures  in  there  calling  on  their  insurance  activities 
in  various  fields  and  in  the  end,  after  discussing  five 
or  six  million  it  has  a little  notation  “miscellaneous 
business.” 
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Malpractice  insurance  was  not  in  the  larger 
amounts  but  in  this  miscellaneous  business  of  about 
$5  million.  Employers  Mutual  of  Wausau  admits 
to  an  85  loss  ratio,  85  per  cent.  I assume  the  two 
and  a half  million  dollars  premium  that  was  col- 
lected in  the  Group  Plan  is  part  of  that  $5  million. 
It  is  there  in  black  and  white.  It  is  part  of  that  $5 
million  miscellaneous  business  which  has  a loss  ratio 
of  85  per  cent. 

Mr.  Linder:  Dr.  Schussheim  involved  himself 
in  another  contradiction.  He  said  he  was  not  going 
to  compete  with  me  and  now  he  proceeds  to  do  so. 
Dr.  Schussheim  quoted  figures  from  Bests.  Ob- 
viously, if  the  malpractice  business  is  running  close 
to  a 120  per  cent  loss  rate,  the  figures  he  is  quoting 
must  be  wrong. 

Dr.  Schussheim  says  they  report  miscellaneous 
and  it  includes  malpractice.  I wonder  how  Dr. 
Schussheim  found  that  out.  I am  under  the  im- 
pression malpractice  is  included  with  its  other  liabil- 
ity writings  which  are  well  in  excess  of  $5  million. 
Unfortunately,  we  do  not  have  Bests  publication 
here  with  us,  doctor. 

Dr.  Schussheim:  May  I state,  in  that  publication 
there  is  definitely  mentioned  each  individual  item 
insured  by  the  company,  and  then  at  no  place  in 
that  large  amount  is  there  any  explanation  for 
moneys  received  or  handled  in  malpractice  pre- 
miums. Then  comes  this  item,  miscellaneous,  and 
therefore,  as  I said  before,  I assumed  inasmuch  as  it 
was  not  mentioned  in  the  others,  that  this  item  be- 
longs in  this  $5  million  business.  I am  quoting 
Bests.  I am  not  quoting  myself  and  not  quoting 
Mr.  Linder. 

Mr.  Linder:  Let  me  assure  you,  gentlemen,  that 
when  these  figures  are  reported  in  Bests,  which  Dr. 
Schussheim  calls  sort  of  an  insurance  man’s  bible, 
they  give  certain  aggregate  figures  for  other  liability 
insurance.  Employers  Mutual  is  not  the  only  com- 
pany that  writes  malpractice  liability  insurance. 
U.S.F.  & G.  writes  malpractice.  It  is  not  men- 
tioned. Aetna  Life  Insurance  Company  writes 
malpractice;  it  is  not  mentioned.  The  Employers 
Mutual  Liability  Insurance  Company  writes  mal- 
practice; it  is  not  mentioned.  Now  then,  Dr. 
Schussheim  immediately  jumps  to  a conclusion 
that  since  the  company  reports  certain  figures  by 
line  of  insurance  and  by  that  I mean  workmen’s 
compensation,  automobile  insurance,  other  liability 
insurance,  including  malpractice,  and  it  has  some 
miscellaneous  lines  which  it  consolidates  under  an 
income  of  $5  million,  and  as  Dr.  Schussheim  just 
told  you  it  was  not  labeled  as  including  malpractice 
insurance,  that  is  entirely  his  conclusion,  and  I insist 
his  conclusion  is  100  per  cent  erroneous. 

Dr.  Rawls:  Mr.  Speaker,  I would  like  to  correct 
what  I believe  is  a wrong  impression.  There  is  no 
$10  million  lying  around.  I have  asked  Mr.  Arnold 
who  stated  I was  correct  and  Dr.  Ogden  is  wrong. 

Mr.  Linder,  let  me  ask  you,  the  total  income  of 
premiums  is  $11  million  for  the  period  of  July, 
1949,  to  December,  1955.  The  total  paid  out  and 
the  cost  of  running  was  the  summation  of  these  two 
figures  and  if  we  add  that,  we  are  getting  $8,940,452. 


If  you  subtract  that  from  $11,528,103,  you  will  get 
$3,487,551  instead  of  $10  million. 

Mr.  Linder:  Let  us  get  these  figures  correct. 
For  the  period  until  1956 — I am  not  getting  involved 
in  a policy  explanation  again — the  company  collected 
11  and  y2  million  dollars.  It  has  already  disbursed 
$4,700,000.  Those  are  rough  figures.  It  has  also 
paid  salaries,  printing,  heat,  light,  and  rent  and  all 
other  expenses  including  the  remuneration  of  your 
indemnity  representative,  $2,800,000.  If  you  will 
add  those  two  figures  together  and  deduct  them  from 
$11,500,000,  roughly,  you  will  find  the  funds  it  has 
in  hand  for  investments.  There  is  a little  bit  of 
confusion  here.  Normally  if  the  company  were 
operating  on  an  even  keel,  it  would  have  these  two 
sums  available  for  investment,  five  and  a half 
million  dollars  and  two  and  a half  million  dollars, 
which  would  be  roughly  $8  million.  It  does  not 
have  those  funds  available  for  investment  because 
it  never  got  the  premiums.  It  was  operating  at  a 
loss.  Therefore,  you  are  both  right.  The  actual 
amount  available  is  roughly  $3,500,000.  But  since 
it  has  been  operating  at  a loss,  it  theoretically  has 
available  the  $8,000,000. 

Is  that  clear  now? 

Speaker  Holcomb:  Dr.  Ogden. 

Dr.  Ogden:  What  we  should  clear  is  that  the  $5 
million  is  a theoretical  figure  based  on  what  you 
would  have  if  you  need  it.  If  you  are  going  to  do 
that,  you  cannot  add  those  two  together  and  show 
you  have  a $4  million  deficit.  This  is  a theoretical 
figure.  You  can  show  a profit  of  $4  million  because 
you  have  $6  million  under  claims  closed,  to  sub- 
tract from  $11  y2  million.  If  that  is  an  actual  figure 
of  the  money  you  have  held  in  reserve,  then  it  figures 
differently.  If  this  is  an  actual  figure,  what  you 
have  got  is  $3  million  instead  of  $5  million  that  you 
are  holding  in  reserve  for  the  purpose  of  settling 
future  cases  and  if  it  is,  that  should  be  so  stated.  If 
you  state  it  that  way,  it  would  not  show  you  have  a 
$4  million  loss  but  it  will  show  you  have  a profit. 
The  point  I am  trying  to  make  is,  first,  that  the 
company  has  the  use  of  considerable  amount  of 
Medical  Society’s  money  from  which  they  pocket 
the  change,  and,  secondly,  these  figures  are  mis- 
leading. 

Mr.  Linder:  The  first  part  of  the  statement  I 
will  agree  that  in  all  forms  of  liability  insurance,  in- 
cluding malpractice,  the  company  always  has  funds 
in  hand  on  which  it  makes  money,  but  the  second 
part  of  the  statement  I am  afraid  you  confused 
yourself.  These  two  figures  of  $5l/2  million  and 
$2‘/2  million  are  not  theoretical  at  all.  They  are 
estimates  of  what  would  have  to  be  paid  immediately 
today  if  every  single  loss  were  liquidated. 

The  $5V2  million  is  an  agreed  figure  for  all  losses 
which  have  already  been  reported  under  these 
policies.  They  are  not  my  figures.  They  are  the 
joint  figures  of  the  carrier  and  your  own  legal 
counsel.  Case  by  case  you  can  have  a list  of  every 
estimate  if  you  so  desire.  There  is  nothing  theoreti- 
cal about  that. 

Some  of  those  cases  might  be  tried  next  week  and 
there  might  be  a judgment  of  $30,  $40,  $50,000. 
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These  are  the  joint  estimates  of  the  carrier  and 
your  own  counsel  as  to  what  it  is  going  to  cost  to 
dispose  of  cases  which  have  already  been  reported. 
There  is  a further  element  that  must  be  added  to 
that.  Malpractices  which  have  occurred  or  which 
have  been  alleged  to  have  occurred  and  not  yet  been 
reported,  that  is  my  figure,  and  that  is  two  and  a 
half  million  dollars.  There  is  nothing  theoretical 
about  this  $8  million. 

Speaker  Holcomb:  Dr.  Bennett. 

Dr.  Walter  S.  Bennett,  Washington:  In  this 
figure  of  $5,567,200,  that  I take  it  from  what  you 
say  is  what  these  827  cases  which  are  pending  today 
would  cost  if  we  liquidated  them;  is  that  right? 

Mr.  Linder:  That  is  correct,  that  is  the  estimate 
what  they  would  cost  today  if  we  could  liquidate 
them. 

Dr.  Ogden:  We  might  win  some  of  those  cases. 

Mr.  Linder:  That  is  your  joint  estimate.  You 
might  lose  some,  too. 

Speaker  Holcomb:  Are  you  ready  for  the  ques- 
tion? Those  of  you  in  favor  of  accepting  the  report 
up  to  this  point  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed?  The  ayes  have 
it. 

Dr.  Rawls:  ( b ) An  increase  in  the  basic  addi- 
tional charge  for  x-ray  therapy  from  $20  to  $30. 

(c)  An  increase  in  Class  III  rates  for  $5,000/ 
$15,000  limits  as  follows:  metropolitan  $76,  subur- 
ban $58,  upstate  $40. 

(d)  An  increase  of  35  per  cent  in  the  excess  limits 
table  for  Class  I.  This  is  in  line  with  our  experi- 
ence, which  shows  that  the  great  majority  of  excess 
losses  arise  out  of  this  class. 

From  the  point  of  view  of  the  Company,  how- 
ever, there  are  other  matters  of  even  greater  im- 
portance than  this  small  increase  in  premium  that  are 
vital  to  the  continued  success  of  the  Group  Plan. 
The  Company  has  pointed  out  that,  effective  July 
1,  1949,  it  entered  into  an  agreement  with  the  So- 
ciety to  write  a group  plan  of  insurance  for  all  mem- 
bers, unless  otherwise  directed  by  the  Society,  under 
a policy  contract  formulated  by  the  Society  and  at 
rates  and  with  an  expense  ratio  approved  by  the  So- 
ciety. It  did  not  enter  this  field  of  insurance  in 
order  to  compete  with  other  companies  for  the 
business  of  individual  doctors  on  a price  basis  and  it 
does  not  intend  to  enter  into  such  competition.  It  is 
willing  to  continue  as  the  Group  Plan  carrier  for 
another  year  and  to  reassess  the  situation  at  the  end 
of  that  period,  during  which  there  must  be  an  im- 
provement in  the  present  situation  indicated  by  ( 1 ) 
a higher  percentage  of  insured  membership,  (2)  a 
stricter  application  by  this  Board  of  the  criteria  for 
determining  insurability  under  the  Group  Plan,  and 
(3)  a greater  participation  by  county  societies  in 
malpractice  matters. 

The  Board  recommends  the  adoption  and  ap- 
proval of  that  part  of  the  report.  What  I have 
just  read  is  for  information.  It  carries  no  recom- 
mendation as  far  as  this  committee  is  concerned. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 


Dr.  Rawls:  In  accordance  with  its  constant  ef- 
forts to  improve  the  protection  afforded  and  to  dis- 
tribute the  cost  of  insurance  equitably  among  the 
members,  the  Board  recommends  the  adoption  of 
the  following  changes: 

1.  A new  classification  system  based  upon  a 
doctor’s  specialty  or  type  of  practice  rather  than 
upon  procedures  as  at  present.  While  for  the  most 
part  the  determination  of  a member’s  specialty 
will  be  obvious,  there  will  be  many  borderline 
cases  where  the  help  of  county  societies  and  specialty 
groups  will  be  required.  After  all  insured  members 
have  been  classified  by  specialty,  loss  experience  for 
the  various  groups  can  be  computed  and  appropriate 
premium  classes  can  be  set  up. 

In  its  supplementary  report,  the  Board  recom- 
mends a new  classification  system  based  upon  a doc- 
tor’s specialty  or  type  of  practice,  but  with  main- 
tenance of  the  present  three  premium  classes  during 
the  next  year  and  with  renewal  of  insurance  in  most 
instances  under  the  class  already  in  effect.  As  an 
exception  to  this  general  rule,  the  Board  recommends 
that  insurance  for  general  practitioners  doing  limited 
procedures  now  requiring  Class  I coverage  be  issued 
or  renewed  under  a new  premium  classification  in- 
termediate between  Class  I and  Class  II. 

The  Board  believes  that  these  changes  will  re- 
sult in  more  satisfactory  coverage  and  in  a better 
distribution  of  loss  costs  among  the  various  groups. 

Mr.  Speaker,  I move  the  adoption  of  this  part  of 
the  report,  and  I would  like  to  state  the  question  of 
reclassification  was  discussed  at  length  by  your  ref- 
erence committee  and  they  felt  these  recommenda- 
tions would  bring  perhaps  a better  coverage  and  a 
better  distribution  of  cost  if  they  could  be  put  into 
effect.  It  was  pointed  out  by  the  Board  it  would 
take  a lot  of  time,  a lot  of  work,  and  the  cooperation 
of  all  the  county  societies  in  order  to  accomplish 
this. 

Speaker  Holcomb  : Is  there  a second? 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Just  a question.  I read  the  rates  will  go  up  ap- 
proximately an  over-all  figure  of  17  per  cent,  and  I 
also  read  the  rates  can’t  go  up  without  our  approval. 
The  question  is,  in  Class  I the  rates  will  go  up  33 
per  cent.  What  will  that  mean  in  actual  figures? 

Dr.  Rawls:  I would  rather  ask  Mr.  Linder  to  an- 
swer that  question. 

Mr.  Linder:  The  rate,  Dr.  Freedman,  does  not 
go  up  35  per  cent;  only  the  excess  portion  goes  up. 
For  example,  if  a man  has  a five-fifteen  policy,  which 
is  the  lowest  written,  his  rates  do  not  go  up  at  all. 
If,  however,  he  takes  a ten-thirty  policy,  the  dif- 
ference in  the  premium  between  the  first  one  and  the 
second  one  goes  up  35  per  cent.  That  will  make  an 
average  rate  increase  for  all  new  doctors  in  Class  I 
of  very  roughly  15  per  cent  and  not  35  per  cent. 

Dr.  Freedman:  In  other  words,  there  will  be  an 
increase  of  15  per  cent  in  the  premium? 

Mr.  Linder:  Over-all,  very  roughly,  there  will 
be  an  increase  of  15  per  cent  in  the  premiums,  run- 
ning from  zero,  for  those  carrying  five-fifteen,  to 
proportionately  larger  amounts  for  those  earn  ing 
higher  ones. 

Speaker  Holcomb:  Any  further  questions  re- 
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garding  the  report  up  to  this  point?  If  not,  are  you 
ready  on  the  question?  Those  in  favor  will  say  aye. 
Chorus:  Aye. 

Speaker  Holcomb  : So  ordered. 

Dr.  Rawls:  I would  like  to  state  that  we  have 
members  of  this  committee  with  whom  I talked 
personally  and  I know  some  of  them  were  at  the 
reference  committee  meeting  and  they  felt,  when 
they  had  gotten  through,  that  the  figures  had  been  a 
little  too  much  for  them  in  many  instances.  I do 
not  think  I am  misquoting  them  when  I say  that. 
There  is  no  resolution  in  this  particular  report.  I 
would  like  to  quote,  however,  from  some  of  the 
things  stated  there. 

Report  of  Ad  Hoc  Committee  to  Study  Mal- 
practice Insurance  and  Defense,  Accepted  by  the 
Council,  April  11, 1957 

“In  a communication  from  the  administrators 
of  the  professional  liability  program  for  the  Amer- 
ican College  of  Surgeons  it  is  stated:  ‘Malpractice 
suits  are  increasing  in  frequency,  the  public  is 
becoming  more  claim  conscious,  courts  are  more 
liberal  in  rendering  judgments  in  favor  of  the 
plaintiff,  protection  against  these  liabilities  is 
becoming  more  difficult  to  obtain,  and  frequently 
only  inadequate  limits  are  available.’ 

“They  also  state:  ‘Rate  increases,  varying  from 
17  per  cent  in  one  case  to  more  than  100  per  cent, 
have  become  effective  in  43  states.’  ” 

Your  committee,  however,  is  aware  that  another 
company’s  rates  have  not  been  increased  and  are 
still  lower. 

“The  question  of  the  employment  of  an  im- 
partial consulting  actuary  at  a large  expense  to 
study  the  insurance  problem  has  been  discussed 
by  your  committee.  The  result  of  such  action 
might  dispel  the  growing  loss  of  confidence  in  our 
Group  Plan  and  substantiate  the  figures  already 
obtained.  We  doubt  that  the  carrier  would  be 
obliged  to  open  their  accounts  for  such  a study. 
An  attempt  of  this  nature  might  result  in  the  loss 
of  our  carrier.  According  to  available  informa- 
tion, this  could  be  accomplished  with  an  expense 
between  $5,000  to  $10,000.” 

Your  committee  is  in  sympathy  with  this  idea, 
but  believes  that  the  present  is  not  the  propitious 
time.  The  committee  recommends  such  a study  be 
undertaken  at  a time  more  suitable  by  the  Council. 

I move  adoption  of  this  part  of  the  report. 

Dr.  Schussheim:  I second  it. 

Speaker  Holcomb:  Is  there  any  discussion? 

If  not,  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Rawls:  We  are  fully  aware  of  the  time  and 
effort  put  in  by  your  board  and  the  review  by  the 
Council.  We  cannot  in  such  a short  space  of  time 
obtain  the  same  knowledge  and  details  as  your  board 
has  during  the  past  year.  The  members  of  the  Coun- 
cil are  our  elected  representatives  and  as  such  this  is 
supposedly  a token  of  our  trust  in  them.  \\  e can- 
not hope  to  grasp  all  the  details  in  a few  hours  that 
our  special  representatives  have  spent  many  hours 


studying.  We  must  accept  someone’s  word  and  if 
we  don’t  trust  our  elected  representatives  then  we 
should  elect  others.  I,  as  chairman  of  this  com- 
mittee, and  I know  all  the  members  of  this  House 
would  like  to  obtain  our  insurance  at  the  lowest  rate 
possible.  But  if  we  get  a lower  rate,  will  there  be  a 
lowering  of  our  protection? 

Your  committee  wonders  as  the  experience  of  the 
specialty  group  increases,  will  their  premium  remain 
low  or  will  they  too  slowly  but  surely  increase  their 
premium  rates?  Your  committee  wishes  to  call 
your  attention  to  paragraph  two  on  page  1297 
where  Dr.  Joseph  F.  Sadusk,  Jr.  chairman  of  the 
Medical  Review  and  Advisory  Board  of  the  Cali- 
fornia Medical  Association,  stated  that  one  specialty 
group  already  had  been  suddenly  dropped  by  their 
insurance  carrier. 

We  should  remember  that  important  factor,  our 
entire  organization  is  located  here  in  New  York 
State  and  not  a head  office  in  some  other 
state.  Our  representatives  come  to  our  meetings 
and  are  aware  of  your  opinions  and  criticisms 
and  as  Dr.  Sadusk  pointed  out  in  his  article  there 
are  many  advantages  in  having  our  own  local  organi- 
zation with  a staff  trained  in  malpractice  problems. 
In  all  except  11  counties  50  per  cent  or  more  of  the 
physicians  are  insured  by  our  Group  Plan  and  in  35 
counties  60  per  cent  or  more  are  insured  in  our  group. 
We  wish  to  commend  the  Board  for  their  continuous 
service  in  our  behalf  during  the  past  fiscal  year. 

We  would  like  to  suggest  that  the  Board  prepare 
an  abstract  of  some  of  the  discussions  that  occurred 
on  our  committee  together  with  their  data  and  de- 
vise ways  and  means  to  bring  this  to  the  attention  of 
every  member  of  this  Society. 

Mr.  Speaker,  I move  the  adoption  of  this  part  of 
the  report. 

Speaker  Holcomb  : Is  there  a second? 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb  : Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb  : It  is  so  ordered. 


Section  182 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and 
of  Legal  Counsel:  Legal  Counsel 

Dr.  William  B.  Rawls,  New  York:  The  report  of 
the  Counsel  dealing  with  six  main  topics  is  very  in- 
formative. The  rapport  among  the  staff  and  the 
relationship  with  our  Counsel  is  very  exemplary. 
The  large  organization  of  legal  talent  leaves  no 
doubt  that  all  matters  pertaining  to  the  State  So- 
ciety and  to  individual  members  will  not  be  neg- 
lected. Your  reference  committee  would  like  to 
commend  him  and  his  staff  for  a job  well  done. 

I move  adoption  of  this  part  of  the  report. 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  Any  discussion?  If  not, 

those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 
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Section  188  ( See  4'8) 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  Insurance  anti  Defense  Hoard 
and  of  Legal  Counsel:  Professional  Liability 

Insurance  Policy 

Dr.  William  B.  Rawls,  New  York:  Mr.  Speaker, 
we  had  two  resolutions  referred  to  our  committee. 
One  was  57-20,  introduced  by  I)r.  Vincent  Collins: 
“Resolved,  that  the  Medical  Society  of  the  State  of 
New  York  desires  the  elimination  from  the  Pro- 
fessional Liability  Policy  of  the  Employers  Mutual 
Liability  Insurance  Company  of  coverage  for  acts  of 
nurses  administering  anesthesia  while  employed  by 
any  physician  or  surgeon  or  under  the  direction  of 
any  physician  or  surgeon.” 

This  was  discussed  with  Dr.  Collins  at  the  refer- 
ence committee  and  I think  it  was  pointed  out  it 
would  leave  many  surgeons  high  and  dry  for  some- 
one necessary  in  time  of  need.  Dr.  Collins  of  his 
own  withdrew  this  resolution  so  there  is  no  need  for 
consideration  by  this  House  of  resolution  57-20. 

Speaker  Holcomb:  Thank  you. 

Section  184  (See  52) 

Report  of  Reference  Committee  on  Reports  of 
Malpractice  Insurance  and  Defense  Board  and 
of  Legal  Counsel:  Membership  of  Local 

Advisory  Malpractice  Committees 

Dr.  William  B.  Rawls,  New  York:  Resolution 
57-29,  presented  by  Dr.  Solomon  Schussheim, 
created  much  discussion.  After  reviewing  all  the 
available  information,  your  committee  believes  that 
there  were  different  interpretations  placed  upon  the 
recommendations  passed  by  the  Council  which  state 
that,  since  a large  majority  of  cases  submitted  to 
the  advisory  committee  will  involve  members  of 
the  Group  Plan,  the  doctors  appointed  to  the  com- 
mittee should  be  supporters  of  it.  It  would  be 
patently  unwise  to  submit  cases  for  study  and  recom- 
mendation to  a committee  composed  of  doctors  who 
have  no  stake  or  personal  interest  in  the  successful 
operation  of  the  Group  Plan.  Whereas  the  resolved 
in  Dr.  Schussheim’s  resolution  states  that,  “Only 
members  of  a county  society  who  were  insured  in  the 
State  Group  Plan  of  malpractice  insurance  could 
serve  on  the  local  advisory  malpractice  committee,” 
your  committee  did  not  interpret  the  word  should 
to  mean  only;  rather  a misinterpretation  of  the 
word  by  all  parties  concerned  produced  this  dilemma. 
It  is  regrettable  that  this  misinterpretation  has 
caused  so  much  confusion  and  controversy.  Due  to 
this  misunderstanding,  it  is  a fact  that  for  a certain 
period  of  time  no  meetings  were  held  by  the  Kings 
County  local  advisory  committee  and  our  carrier 
and  legal  counsel.  We  are  happy  to  state  that  this 
misunderstanding  has  been  completely  cleared  to 
the  satisfaction  of  all  parties  concerned.  There- 
fore, your  committee  recommends  disapproval  of  this 
resolution. 

Speaker  Holcomb:  Is  there  a second? 

Dr.  Edwin  A.  Griffin,  Kings:  I second  it. 

Speaker  Holcomb:  Is  there  any  discussion?  If 
not,  the  recommendation  of  the  committee  which 


carries  disapproval  of  the  resolution  read  is  ready 
for  a vote.  Those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

Dr.  Rawls:  Mr.  Chairman,  I would  like  to 

state  I never  had  a more  cooperative  committee 
and  one  that  worked  as  hard.  Your  committee  has 
spent  seven  hours  in  conference,  and  three  in  writing 
this  report.  I want  to  personally  thank  Dr.  John 
D.  Brady,  Dr.  E.  Kenneth  Horton,  Dr.  Felix  Otta- 
viano,  Dr.  Solomon  Schussheim,  Mr.  Joseph  Linder, 
Mr.  William  F.  Martin,  Mr.  James  M.  Arnold, 
and  all  others  who  participated  in  the  discussions. 

I would  like  to  move  the  adoption  of  the  report  as 
a whole  as  amended. 

Dr.  Griffin:  I second  it. 

Speaker  Holcomb:  All  those  in  favor  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  So  ordered. 

( Applause ) 

Speaker  Holcomb:  Dr.  Lane  is  recognized. 

Dr.  Joseph  A.  Lane,  Monroe:  On  behalf  of  the 
Malpractice  Board,  I would  like  to  personally 
congratulate  Dr.  Rawls  and  his  committee  for 
handling  this  very  difficult  problem.  You  may 
know  I was  there  as  much  as  I could  be,  but  the 
entire  conduct  was  terrific. 

I would  like  to  tell,  particularly,  to  the  new  mem- 
bers of  the  House  of  Delegates,  that  Mr.  Linder  is  the 
actuary  for  the  State  Society  and  is  retained  by  the 
State  Society.  There  might  be  some  impression 
that  he  is  the  carrier-actuary,  but  that  is  not  so. 

Dr.  Rawls:  Mr.  Speaker,  I would  like  the  pri- 
vilege of  correcting  an  oversight.  I did  not  say 
thank  you  to  Dr.  Lane.  I do  want  to  offer  thanks  to 
you  now,  Dr.  Lane.  Dr.  Lane  spent  the  entire 
time  with  this  committee  during  all  its  deliberations. 

Speaker  Holcomb:  Gentlemen,  members  of  the 
House,  I would  like  to  request  very  strongly  that  you 
remain  in  session  just  a few  moments  longer.  We 
have  two  committees  to  hear  tomorrow  morning  and 
I am  going  to  defer  the  presentation  of  their  reports 
until  after  the  election,  if  I have  your  permission. 

Section  185 

Group  Plan  of  Malpractice  Insurance:  Speech 
by  Mr.  Dale  Snure,  Resident  Vice-President  of 
Employers  Mutual  of  Wausau 

Speaker  Holcomb:  Mr.  Dale  Snure  who  is  the 
resident  vice-president  of  Employers  Mutual  of 
Wausau  has  spent  several  hours  here  waiting  to  be 
called  and  he  wants  a few  minutes  to  present  his 
viewpoint  of  the  company  to  the  members  of  this 
Society,  and  I feel  we  should  accord  him  that  cour- 
tesy and  I hope  you  will  listen  to  him  until  we  are 
ready  to  recess. 

Mr.  Snure:  I will  assure  you,  I will  take  only 
ten  minutes  of  your  time.  I feel  my  talk,  gentlemen, 
is  somewhat  of  an  aftermath,  after  hearing  this  very 
spirited  discussion,  but  I just  want  to  make  this 
statement: 

Based  on  our  experience  over  almost  eight  years, 
insuring  the  Medical  Society  of  the  State  of  New 
York,  we  know  that  the  medical  profession  not  only 
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in  the  United  States  but  here  in  New  York  is  facing 
a very,  very  serious  situation  now  and  in  the  future. 
As  far  as  Employers  Mutual  of  Wausau  is  concerned, 
we  are  very,  very  concerned  about  it.  As  Dr. 
Rawls  said,  we  are  willing  to  continue  for  another 
year.  We  are  concerned,  in  spite  of  the  fact  that  I 
believe  Dr.  Ogden,  with  whom  I agree,  brought  out 
the  fact  that  we  have  some  $8  million  that  we  feel  we 
owe  to  take  care  of  these  outstanding  claims,  on  which 
we  are  collecting  interest,  but  in  spite  of  that,  we 
are  most  seriously  concerned. 

I should  like  to  continue  with  my  talk  now,  but 
first  I would  like  to  formally  say,  Mr.  Speaker  and 
members  of  the  House  of  Delegates,  the  officers  of 
my  company,  the  Employers  Mutual  of  Wausau, 
sincerely  appreciate  the  invitation  which  was  ex- 
tended to  us  to  be  represented  at  this  meeting. 
As  resident  vice-president  and  manager  of  the  State 
of  New  York  and  the  adjoining  states  of  New  Jersey 
and  Connecticut,  I am  most  pleased  to  represent  our 
company  today  and  to  speak  to  you  just  briefly  on 
the  subject  of  our  mutual  problems  in  connection 
with  malpractice  insurance. 

Some  of  this  is  going  to  be  repetitious,  but  I 
don’t  think  it  is  going  to  do  any  harm.  I assure  you, 
I will  be  through  in  ten  minutes. 

Employers  Mutual  of  Wausau  has  been  the  in- 
surance carrier  for  your  Group  Plan  for  almost  eight 
years.  As  brought  out  in  the  supplemental  report 
of  your  Malpractice  Insurance  and  Defense  Board, 
our  underwriting  loss  since  we  started  insuring  your 
group  in  1949  has  been  substantial. 

In  spite  of  this  extremely  unfavorable  picture, 
we  still  have  confidence  in  the  group  plan  concept, 
and  with  your  help  and  support  we  believe  this  un- 
favorable trend  can  be  reversed.  You  are  familiar 
with  the  fact  that  prior  to  1949  your  Group  Plan 
had  been  underwritten  by  two  other  insurance  car- 
riers, both  of  which  eventually  retired  because  of  un- 
favorable loss  ratios.  The  factors  which  were  then 
adverse  to  the  success  of  those  carriers  loom  much 
larger  today. 

We  know  that  the  trend  in  personal  injury  claims 
is  toward  larger  and  larger  verdicts.  Part  of  this, 
of  course,  is  due  to  the  continuous  reduction  in  the 
purchasing  power  of  the  dollar.  The  trend  in  mal- 
practice verdicts  and  claims  is  even  more  adverse 
than  the  other  types  of  personal  injury  claims. 
Patients  are  more  inclined  to  make  malpractice 
claims  against  doctors.  For  example,  in  1949  there 
was  a malpractice  claim  filed  against  one  out  of 
every  sixty  doctors  insured  under  your  Group  Plan. 
In  1955  this  had  been  increased  to  a claim  filed 
against  one  out  of  every  thirty-nine  doctors. 

Newsweek  magazine  reported  recently  that  since 
1950  one  out  of  every  35  doctors  insured  under  the 
Medical  Society  of  the  State  of  New  York’s  Group 
Insurance  Plan  has  been  sued  in  the  courts  for  mal- 
practice. 

Juries  find  against  the  defendants  more  often  and 
bring  in  larger  verdicts.  Courts  are  relaxing  their 
standards  in  determining  what  constitutes  mal- 
practice. Last,  but  far  from  least,  doctors  are  more 
inclined  today  to  testify  against  other  doctors  in 
malpractice  cases. 


Rear  Admiral  Frank  P.  Gilmore  of  Washington, 
D.C.,  in  addressing  a hospital  group  just  two  weeks 
ago,  stated  the  following:  “Suits  for  ^damages 

brought  by  former  patients  against  their  physicians 
have  been  increasing  so  rapidly  that  they  threaten 
the  quality  of  medical  care.  The  risk  of  professional 
liability  suits,  with  the  attendant  loss  of  time, 
prestige  and  often  times  money,  has  become  a 
major  occupational  hazard.” 

Gilmore  termed  jury  verdicts  in  such  cases  as 
“quite  alarming,”  citing  a judgment  returned  in  a 
San  Diego  Federal  Court  recently  which  awarded 
the  plaintiff  $210,000. 

Many  of  you  have  read  the  comments  regarding 
malpractice  suits  made  by  Dr.  Wallace  S.  Duncan,  a 
leading  orthopedic  surgeon  in  Cleveland.  He 
concluded  a review  of  this  same  case  with  the  follow- 
ing statement:  “The  medical  profession  is  already 
retrenching  along  this  line,  foregoing  many  useful 
techniques  for  fear  of  court  and  jury  imposing  tort 
liability  without  fault. . .Malpractice  litigation  is 
now  considered  by  the  medical  profession  as  an  oc- 
cupational hazard  so  great  as  to  even  adversely  af- 
fect current  medical  school  enrollment.” 

This  is  an  extremely  critical  problem  which  every 
doctor  must  face  up  to.  Nevertheless,  we  are  willing 
to  face  it  with  the  Medical  Society  of  the  State  of 
New  York,  providing  certain  steps  are  taken  which 
we  believe  will  bring  about  a much  more  favorable 
picture. 

First,  you  will  agree  that  no  company  can  con- 
tinue to  carry  a risk  indefinitely  and  pay  out  more  in 
losses  than  it  takes  in — and  so  it  is  essential  that  the 
rates  be  increased.  These  increases  in  rates,  which 
are  specified  in  the  supplemental  report  of  your 
Board,  are  the  result  of  computations  by  your  ac- 
tuary and  ours  and  have  been  approved  by  the 
New  York  State  Insurance  Department. 

Second,  it  is  absolutely  essential  that  we  in- 
sure a higher  percentage  of  the  membership  of 
your  Society.  In  1952  the  Group  Plan  covered  over 
3,500  more  doctors  who  were  members  of  the  So- 
ciety than  it  does  today.  Less  than  half  or  only  46 
per  cent  of  the  members  of  your  Society  are  now  in- 
sured by  us  in  the  Group  Plan.  This  trend  must  be 
reversed  so  that  a majority  of  the  members  are 
covered,  or  before  too  long  a time  your  Group  Plan 
will  collapse. 

To  reverse  this  trend  is  largely  up  to  you.  You 
can  get  results  by  talking  to  your  fellow  doctors. 
Work  with  your  local  committees  and  bring  every 
influence  to  bear  to  turn  this  downswing  into  an 
upswing. 

Next,  your  Society  must  use  greater  care  in  de- 
ciding who  is  to  be  insured  under  this  plan.  This 
was  brought  out  in  the  supplemental  report  of  your 
Malpractice  Insurance  and  Defense  Board  by  this 
statement:  “There  must  be  an  improvement  in  the 
present  situation  indicated  by  a stricter  application 
by  this  Board  of  the  criteria  for  determining  insur- 
ability under  the  Group  Plan.” 

In  other  words,  having  delegated  to  you  gentlemen 
the  underwriting  authority  ordinarily  reserved  for 
our  own  underwriters,  we  ask  you  to  exercise  that 
authority  more  rigidly  than  it  has  been  exercised  in 
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the  past.  Next,  we  should  like  to  see  greater  par- 
ticipation and  interest  taken  in  county  malpractice 
committees  by  Group  Plan  members.  We  feel  that 
these  committees  can  be  of  great  assistance  not  only 
in  developing  defenses  for  malpractice  suits  that  are 
medically  defensible  but  through  their  activities 
reduce  the  likelihood  of  future  claims. 

There  is  another  point  that  is  essential  in  the 
proper  working  of  this  Group  Plan.  This  is  one 
that  must  be  dealt  with  by  our  own  claim  department 
and  your  attorneys.  One  of  the  major  complica- 
tions in  the  handling  of  malpractice  cases  is  the 
tremendous  time  lag  between  the  alleged  act  of  mal- 
practice and  the  eventual  disposition  of  the  claim. 
As  I previously  pointed  out,  we  have  been  living  in 
an  inflationary  climate,  and  the  cost  of  disposing  of 
malpractice  cases  increases  as  time  goes  by.  There- 
fore, it  is  of  the  utmost  importance  to  dispose  of 
them  as  rapidly  as  possible.  This  does  not  mean 
that  we  rush  out  and  settle  claims  regardless  of  merit 
but  we  do  think  that  the  cases  that  should  be  settled 
should  be  settled  quickly.  Those  that  should  be 
tried  should  be  tried  quickly  with  as  little  delay  as 
possible. 

It  is  our  studied  opinion  that  the  accomplishment 
of  the  objectives  just  outlined  will  go  far  toward 
achieving  the  goal  of  making  this  Group  Plan  a suc- 
cess. 

This  plan  offers  many  advantages  which  make  it 
superior  to  anything  else  available  in  the  State  of 
New  York.  First,  it  enables  the  Society  and  the 
insurance  company  to  maintain  a highly  trained 
staff  of  claims  experts  who  do  nothing  but  handle 
malpractice  insurance  and  will  provide  the  finest 
legal  talent  available. 

The  plan  provides  you  with  control  of  your  in- 
surance program  which  you  cannot  secure  in  any 
other  way.  It  gives  the  individual  member  security 
against  sudden  cancellation  or  arbitrary  advances  in 
premium. 

This  Group  Plan  offers  the  advantages  of  par- 
ticipation by  doctors  in  all  classes  of  practice. 
Plaintiff  attorneys  today  are  not  satisfied  to  name 
one  doctor  in  a malpractice  action.  They  name 
every  physician  who  has  had  anything  to  do  with 
the  case,  such  as  the  general  practitioner,  the  con- 
sultant, the  surgeon,  the  anesthesiologist,  or  the 
surgical  assistant.  By  having  all  of  these  defend- 
ants under  one  roof  of  protection,  the  bickering  be- 
tween defendants,  which  always  helps  the  plaintiff, 
is  eliminated. 

Forty-six  years  ago  Employers  Mutual  started 
writing  workmen’s  compensation  insurance.  To- 
day we  are  one  of  the  largest  writers  of  that  line  in 
the  world  and,  of  course,  write  all  other  forms  of 
casualty  and  fire  insurance  as  well  as  malpractice 
for  your  group.  In  reaching  this  goal  we  have  had 
the  wholehearted  cooperation  of  doctors  all  over  the 
United  States. 

Here  in  New  York  where  we  are  also  a major 
writer  of  workmen’s  compensation,  our  relationship 
with  doctors  is  of  paramount  importance  to  us,  and 


it  has  been  and  is  our  wish  that  the  administration  of 
this  plan  will  further  strengthen  this  relationship. 

We  hope  and  believe  that  the  Group  Plan  can 
and  will  be  successful — but  we  must  have  your  com- 
plete cooperation  in  making  certain  that  these  im- 
provements are  accomplished. 

Section  186  Resolution  57-69 

Amendment  to  Bylaws,  Chapter  I,  Section  7 

Speaker  Holcomb:  Dr.  Wolff  has  a resolution 
having  to  do  with  junior  membership,  which  is 
automatically  referred  to  Dr.  Aaron’s  Committee. 

Resolved,  that  Chapter  I,  Section  7,  of  the  By- 
laws be  amended  to  read  as  follows: 

“Junior  members  shall  be  those  members  who 
have  been  graduated  from  medical  college  not 
more  than  five  calendar  years,  not  counting  tem- 
porary United  States  military  or  United  States 
public  health  service,  and  licensed  by  the  State 
of  New  York.  They  shall  be  privileged  to  attend 
all  meetings  of  their  county  societies,  where  they 
shall  have  voice  but  no  vote.  They  shall  be 
entitled  to  receive  the  New  York  State  Journal 
of  Medicine  and  the  Newsletter  but  not  the  Medi- 
cal Directory  of  New  York  State. 

“A  junior  member,  within  six  months  of  the  ex- 
piration of  the  above-specified  five-year  period, 
may  automatically  become  an  active  member 
upon  receipt  by  his  county  society  of  his  applica- 
tion for  such  membership  when  accompanied  by 
payment  of  the  current  active  membership  dues 
and  State  Society  assessment.” 

That  has  to  be  gone  over  next  year,  regarding 
junior  membership,  amendment  to  the  Bylaws. 
That  is  referred  to  Dr.  Aaron’s  committee. 
Even-body  in  favor  say  aye. 

Chorus:  Aye. 

Section  187  Resolution  57-70 

Amendment  to  Bylaws,  Chapter  XIV,  Section  5 

Speaker  Holcomb:  The  other  resolution  is  57- 
70. 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Resolved,  that  the  Bylaws  of  the  Medical  So- 
ciety of  the  State  of  New  York,  Chapter  XIV, 
Section  5,  be  amended  to  read  as  follows: 

“Section  5.  The  treasurer  of  each  component 
county  medical  society  shall  forward  to  the 
treasurer  of  this  Society  the  amount  of  the  state 
per  capita  assessment  collected  from  members 
of  his  county  as  promptly  as  possible  but  in  any 
event  before  the  first  day  of  June  of  each  year.” 

The  House  will  recess  until  tomorrow  morning  at 
9:00  o’clock. 

. . .(Whereupon,  at  7:15  p.m.,  the  House  of  Dele- 
gates adjourned). . . 
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The  session  convened  at  9 : 20  a.m. 

Speaker  Holcomb  : The  House  will  be  in  order. 

Section  188 

Dr.  Elmer  Shelley — Address 

Speaker  Holcomb:  Your  Speaker  wishes  to 

announce  that  Dr.  Elmer  Shelley,  president  of  the 
Medical  Society  of  the  State  of  Pennsylvania,  is 
here,  and  I shall  ask  Dr.  Greenough  to  escort  Dr. 
Shelley  to  the  rostrum,  if  he  will,  please. 

Dr.  Shelley:  Mr.  Speaker,  brother  president 

Jim,  the  incoming  president,  members  of  the  House 
of  Delegates  of  the  State  of  New  York  Medical 
Society,  friends:  It  is  truly  a pleasure  for  me  to 

be  here  today  to  represent  the  Medical  Society  of  the 
State  of  Pennsylvania.  I am  a little  bit  late  in 
coming  to  this  meeting,  so  I am  sure  that  you  have 
transacted  most  of  your  important  business,  but  it 
is  a real  pleasure  and  privilege  to  bring  greetings  and 
best  wishes  to  this  great  Society,  the  largest  state 
medical  society  that  there  is.  Since  you  are  almost 
through  with  your  deliberations,  it  would  seem 
foolish  for  your  neighbor  to  come  here  to  talk  to  you. 
I will  not  take  up  much  of  your  time. 

I heard  a story,  though,  that  I believe  you  might 
appreciate.  It  has  to  do  something  with  what 
doctors  should  do.  It  refers  to  public  speaking. 

You  know  there  are  various  types  of  public 
speakers ; some  who  use  no  notes,  some  who  use  some, 
and  some  who  have  a prepared  script  and  who  read 
everything  meticulously  and  carefully.  This  story 
regards  a Methodist  minister — I think  it  was  a 
Methodist — who  was  in  the  habit  of  preparing  his 
script  very  carefully  and  reading  it  word  for  word, 
page  after  page,  to  his  members  every  Sunday.  And 
there  was  no  deviation  from  this  procedure.  After 
he  prepared  this  program  and  the  audience,  his 
congregation,  became  rather  weary,  hearing  the 
same  thing  all  the  time,  some  of  the  boys  decided 
that  if  they  could  get  a hold  of  his  script,  tear  out  a 
page,  they  would  see  what  his  reaction  might  be. 
This  they  did.  So,  he  came  one  Sunday  morning 
before  his  congregation  and  his  speech  was  regard- 
ing the  Garden  of  Eden.  He  was  describing  Adam 
and  Eve  in  their  simple  surroundings,  how  they 
were  doing,  and  how  it  was  described  there  that 
they  should  not  eat  of  the  tree  of  knowledge  because 
it  would  reveal  certain  things  to  them 

At  this  time  they  were  naked,  and  they  weren’t 
aware  of  this  fact,  but  Eve,  as  women  will  do,  did 
eat  of  the  tree  of  knowledge  and  then  they  discovered 
that  they  were  naked  and  they  were  ashamed. 
So,  they  sewed  together  some  fig  leaves  and  covered 
themselves  with  an  apron. 

As  the  minister  was  going  down  over  his  discourse, 
reading,  he  came  down  to  the  bottom  of  this  page 
and  he  said,  “And  Adam  said  to  Eve — ” then  he 


turned  this  over  ( indicating ) — “and  Adam  said 
to  Eve — it  seems  that  a leaf  is  missing.”  ( Laughter ) 

The  story  doesn’t  mean  very  much  except  this, 
I think  in  the  Medical  Society  of  the  State  of  New 
York  you  don’t  have  very  much  missing  because  of 
your  great  leadership,  the  men  that  constitute  this 
Society.  I would,  for  just  a minute,  like  to  men- 
tion a few  things  that  Pennsylvania  and  New  York 
State  must  have  in  common,  being  neighbors  by 
climate,  by  disposition,  and  by  geographic  loca- 
tion. 

Industrywise,  we  have  mutual  problems.  I 
would  very  briefly,  and  it  shall  be  brief,  call  to  your 
attention  a few  of  the  things  that  we  would  like  you 
to  work  out  with  us  during  this  year,  and  in  succeed- 
ing years.  I have  jotted  down  a few  of  these 
things. 

I think  one  of  the  most  important  things  is  our 
relations  with  industry.  We  have  in  our  state,  and 
I think  you  have,  committees.  We  call  them  a fee 
for  service  committee,  a third  party  principal  com 
mittee,  a Blue  Cross,  Blue  Shield,  a delineations 
committee,  a hospital  practice  committee — they 
all  come  under  the  same  category.  The  American 
Medical  Association  advises  us  that  the  chief  way 
to  practice  medicine  is  on  a fee  for  service  basis,  but 
there  are  so  many  exceptions  to  this  rule  that  it  is 
so  difficult  for  organized  medicine  to  lay  down  rules 
that  will  apply  to  everyone.  It  is  a problem  that 
you  are  not  going  to  solve  this  year.  I don’t  think 
that  you  will  be  able  to  solve  it  the  next  year,  but 
we  should  keep  working  on  that  every  day,  continu- 
ously, and  watching  what  movements  labor  makes, 
and  what  movements  we  should  make,  and  above 
all,  we  should  maintain  our  leadership  in  this  field. 

Another  thing,  and  briefly,  I notice  in  the  paper 
that  you  passed  a ruling  that  you  want  to  have 
Social  Security  for  physicians.  We  believe  definitely 
that  is  coming,  a voluntary  form,  preferably. 

Another  thing  that  I would  call  to  your  attention 
is  the  maldistribution  of  physicians.  This  is  par- 
ticularly applicable  to  rural  sections  and  regards 
general  practice. 

Another  thing  that  we  should  be  on  the  watch  for 
is  the  mercenary  trend  in  medicine.  It  seems  to 
me  that  more  and  more  the  monetary  return  for  the 
practice  of  medicine  is  being  mentioned.  I think 
we  should  revert  maybe  and  practice  more  the  art 
of  medicine. 

Then  there  are  some  general  subjects.  I know 
that  you  are  all  familiar  with  them.  They  not 
only  concern  New  York,  but  everywhere.  One 
is  highway  casualties.  It  seems  to  me  that  it  is 
about  time  that  organized  medicine  have  a better 
program  to  do  something  about  cutting  down  the 
casualties  on  the  highway. 

Furthermore,  in  research,  I think  we  should  be- 
come more  alert  to  the  possibilities  of  doing  some- 
thing about  the  increase  in  coronary  heart  disease 
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and  cancer.  Regarding  cancer,  particularly,  and 
I would  call  your  attention  to  the  rise  in  quack 
procedures  in  the  treatment  of  cancer,  just  this 
morning,  on  the  television  I heard  a brief  discussion 
about  two  prominent  people  regarding  one  of  the 
newer  preparations  that  is  being  used  in  the  treat- 
ment of  cancer. 

As  we  all  know,  there  is  no  medical  treatment  for 
malignant  disease.  We  are  particularly  sensitive 
in  Pennsylvania  because  of  the  metastasis  of  that 
clinic  in  Texas  to  an  area  in  Pennsylvania.  We  have 
sort  of  a malignant  growth  that  is  metastasizing  to 
your  state.  We  are  handling  it  a little  better  than 
we  were,  but  this  is  a very  dangerous  procedure,  and 
particularly,  one  of  the  drugs  that  is  being  drawn 
out  from  Chicago.  I won’t  mention  the  name,  but 
we  have  doctors  in  medicine  in  Pennsylvania  who 
are  using  and  prescribing  that  drug.  I believe  that 
if  you  will  search  your  records,  you  will  find  that 
you  also  have  doctors  in  your  State  who  are  using 
that  drug.  I think  it  behooves  this  Society  to  sen- 
sitize to  that  effect  and  to  take  the  appropriate 
measures  to  counteract  it. 

In  closing,  it  appears  to  me  that  organized  medi- 
cine should  assume  proper  leadership  in  many 
phases.  During  the  past  few  years,  and  this  comes 
from  Pennsylvania  too,  Dr.  Jonas  Salk  gave  us  a 
miracle  of  the  age  in  the  prevention  of  paralytic  polio. 
This  wonderful  program  was  hindered,  was  held 
back,  I believe,  because  of  the  lack  of  proper  leader- 
ship. The  leadership  was  not  in  the  proper  place. 
It  seemed  to  me  that  if  organized  medicine  had 
grasped  early  and  assumed  a proper  leadership  in 
conducting  our  poliomyelitis  campaign,  we  wouldn’t 
have  had  so  many  heartaches  and  headaches  in 
working  out  that  program. 

What  I want  to  say  now  is  this:  That  in  the  future, 
and  maybe  it  will  come  within  our  lifetime,  there 
may  be  a cure  or  a prevention,  let  us  say,  for  cancer. 
It  could  be  some  inoculation,  some  serum,  or  some- 
thing worked  out,  and  if  it  should  be,  we  will  have 
the  same  hysteria,  the  same  Hollywood  approach  to 
the  problem  as  we  had  with  polio;  so,  it  behooves 
organized  medicine  to  keep  its  fingers  on  these 
movements  and  to  early  assume  proper  leadership. 

It  has  been  a privilege  to  me  to  be  here.  I want 
to  congratulate  your  retiring  president  on  the  suc- 
cess that  he  has  had  during  the  year,  and  I will  ask 
for  your  new  president  coming  up  that  you  accord 
him  the  same  cooperation.  Thank  you  very  much. 
(Applause) 

Section  189 

Appointment  of  Tellers 

Speaker  Holcomb:  The  first  order  of  business 
this  morning,  of  course,  is  the  election  of  officers  for 
the  coming  year. 

Dr.  Anderton,  is  there  a quorum  present? 

Secretary  Anderton:  Yes,  Mr.  Speaker. 

Speaker  Holcomb:  Dr.  McCarty  wishes  me  to 
announce  that  the  tellers  will  also  meet  in  back  of 
the  screen.  We  will  announce  the  selection  of 
tellers  at  this  time,  and  we  will  ask  each  man  whose 
name  is  called,  if  he  is  present,  to  stand  up. 


. . . The  following  tellers  were  present . . . 

Leo  T.  Flood,  Nassau,  Second  District 

Vincent  J.  Collins,  Anesthesiology 

Harry  P.  Smith,  Pathology  and  Clinical  Pathology 

Frank  J.  Borrelli,  Radiology 

Leonard  J.  Schiff,  Clinton 

William  L.  Wheeler,  Jr.,  New  York 

Felix  Ottaviano,  Madison 

James  T.  Carroll,  Monroe 

John  C.  Kinzly,  Niagara 

Irwin  Alper,  Oneida 

William  E.  Pelow,  Onondaga 

Harold  W.  Grosselfinger,  Rockland 

Raymond  J.  Byron,  Schenectady 

John  H.  Wadsworth,  Schoharie 

Arthur  P.  Kane,  Kings 

E.  Dean  Babbage,  Erie 

E.  Gordon  MacKenzie,  Dutchess 

Irwin  Felsen,  Allegany 

George  A.  Burgin,  Herkimer 

John  G.  Masterson,  Kings 

John  H.  Remington,  Monroe 

William  Hall  Lewis,  Jr.,  New  York 

Irving  L.  Ershler,  Onondaga 

Harry  H.  Epstein,  Queens 

John  L.  Sengstack,  Suffolk 

S.  Elisabeth  Vuornos,  Sullivan 

Eugene  F.  Galvin,  Ulster 

Walter  S.  Bennett,  Washington 

Reid  R.  Heffner,  Westchester 

Edward  L.  Schwabe,  Chautauqua 

Thomas  S.  Bumbalo,  Erie 

R.  Scott  Howland,  Chemung 

Samuel  Frant,  New  York 

Sol  Axelrad,  Queens 

John  A.  Kalb,  Broome 

Charles  Sandler,  Bronx 

Edgar  O.  Boggs,  Lewis 

John  W.  Latcher,  Otsego 

John  J.  Flynn,  Kings 

Speaker  Holcomb:  That  is  39,  the  number  that 
Dr.  McCarty  feels  is  necessary  to  assure  the  correct 
count  of  the  ballot. 

Section  190 

Report  of  Nominating  Committee 

Speaker  Holcomb:  At  this  time  I shall  call  on 
Dr.  Azzari,  chairman  of  the  Nominating  Committee, 
for  his  report. 

Dr.  Renato  J.  Azzari,  Trustee:  Mr.  Speaker, 
members  of  the  House,  the  Nominating  Committee 
respectfully  submits  the  following  report: 

For  president-elect,  Dr.  Leo  E.  Gibson;  for  vice- 
president,  Dr.  A.  H.  Aaron;  for  secretary,  Dr.  W.  I’. 
Anderton ; for  assistant  secretary,  Dr.  Ezra  A.  Wolff ; 
for  treasurer,  Dr.  Maurice  J.  Dattelbaum,  for  assist- 
ant treasurer,  Dr.  Samuel  Z.  Freedman;  for  speaker, 
Dr.  Frederick  W.  Williams;  for  vice-speaker,  Dr. 
Joseph  A.  Lane. 

Councillors  for  three  years:  Dr.  Gerald  D.  Dor- 
man, Dr.  Frederick  A.  Wurzbach,  Jr.,  Dr.  Ray- 
mond S.  McKeeby,  Dr.  Edward  C.  Hughes. 

Now  the  next  nomination  for  councillor  is  for  the 
unexpired  term  of  Dr.  Curphey  and  will  be  for  one 
year.  The  nominee  is  Dr.  John  M.  Galbraith. 

The  next  councillor  is  for  a period  of  two  years  to 
fill  the  unexpired  term  of  Dr.  Winslow  and  the 
nominee  is  Dr.  James  M.  Blake. 

Speaker  Holcomb:  We  will  hold  up  the  nomina- 
tions for  a moment,  for  the  report  of  the  Nominating 
Committee. 
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The  Speaker  would  rule  that  it  would  be  neces- 
sary to  write  that  in.  We  will  have  a conference. 

After  an  eight-prong  conference  with  some  of  the 
parliamentary  experts,  the  Chair  has  decided  with 
their  help  to  continue  with  the  nominations,  and 
then  if  there  are  further  nominations  from  the  floor, 
we  will  have  to  have  another  conference  and  decide 
what  we  will  do  with  them.  We  will  continue  the 
nominations.  The  nominations  will  be  continued 
until  all  the  nominations  are  closed,  and  then  we 
will  all  get  together  to  see  if  we  can  work  it  out.  It 
is  unfortunate  that  this  has  occurred. 

All  right,  Dr.  Azzari,  if  you  will  proceed. 

Dr.  Azzari:  For  trustees,  five  years,  Dr.  John  J. 
Masterson.  For  one  year,  Dr.  Frederic  W.  Holcomb. 

Delegates  to  the  American  Medical  Association, 
in  alphabetical  order.  I should  read  them,  if  you 
wish,  but  they  are  all  printed  in  the  ballot,  and  that 
fist  is  correct.  Do  3'ou  desire  me  to  read  them  off, 
Mr.  Speaker? 

Speaker  Holcomb:  I don’t  think  that  is  neces- 
sary. 

Dr.  Azzari:  That  completes  the  report,  Mr. 
Speaker. 


Section  191 

Nominations  and  Balloting 

The  president-elect,  vice-president,  secretary, 
assistant  secretary,  treasurer,  assistant  treasurer, 
speaker,  vice-speaker,  trustee  for  five  years,  trustee 
for  one  year,  councillor  for  one  year,  and  four  coun- 
cillors for  three  years,  as  proposed  by  the  Nomi- 
nating Committee,  were  unopposed  and  were  elected 
by  acclamation. 

For  the  office  of  councillor  for  two  years,  Dr.  Alfred 
P.  Ingegno  was  nominated  from  the  floor  and  Dr. 
James  M.  Blake  by  the  Nominating  Committee. 

The  twenty  nominees  of  the  Nominating  Com- 
mittee for  election  of  nine  delegates  and  nine  alter- 
nate delegates  to  the  American  Medical  Association 
were: 

A.  H.  Aaron,  M.D.,  Erie 
Renato  J.  Azzari,  M.D.,  Bronx 
Harold  F.  Brown,  M.D.,  Erie 
Thomas  M.  d’Angelo,  M.D.,  Queens 
Maurice  J.  Dattelbaum,  M.D.,  Kings 
Elton  R.  Dickson,  M.D.,  Broome 
Peter  J.  Di  Natale,  M.D.,  Genesee 
Andrew  A.  Eggston,  M.D.,  Westchester 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
James  Greenough,  M.D.,  Otsego 
Frederic  W.  Holcomb,  M.D.,  Ulster 
J.  Stanley  Kenney,  M.D.,  New  York 
Garra  L.  Lester,  M.D.,  Chautauqua 
John  C.  McClintock,  M.D.,  Albany 
Dan  Mellen,  M.D.,  Oneida 
Norman  S.  Moore,  M.D.,  Tompkins 
Peter  M.  Murray,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 
Eldred  J.  Stevens,  M.D.,  Steuben 

The  following  members  of  the  House  of  Dele- 
gates cast  their  ballots: 


Officers,  Councillors,  Trustees 


James  Greenough 
Thurman  B.  Givan 
Thomas  M.  Watkins 
W.  P.  Anderton 
Ezra  A.  Wolff 
Maurice  J.  Dattelbaum 
Samuel  Z.  Freedman 
Frederic  W.  Holcomb 
Frederick  W.  Williams 
John  J.  Masterson 
Gerald  D.  Dorman 
Leo  E.  Gibson 
Raymond  S.  McKeeby 


Frederick  A.  Wurzbach,  Jr. 
Harold  F.  Brown 
Edward  C.  Hughes 
John  C.  McClintock 
Norman  S.  Moore 
Peter  J.  Di  Natale 
Henry  I.  Fineberg 
John  F.  Rogers 
Floyd  S.  Winslow 
J.  Stanley  Kenney 
Dan  Mellen 
Walter  W.  Mott 
Herbert  H.  Bauckus 
J.  Azzari 


Ex-Presidents 

Orrin  Sage  Wightman  Louis  H.  Bauer 

Charles  Gordon  Heyd  Carlton  E.  Wertz 

Arthur  J.  Bedell  Edward  T.  Wentworth 

Andrew  A.  Eggston 

Commissioner,  New  York  State  Department  of  Health 
Herman  E.  Hilleboe 


District  Delegates 

Herbert  Berger  Donald  C.  Tulloch 

Leo  T.  Flood  William  T.  Boland 

John  L.  Edwards  Eldred  J.  Stevens 

Milton  J.  Greenberg  Elmer  T.  McGroder 

Harold  S.  Heller 


Section  Delegates 


William  G.  Woodin 
Vincent  J.  Collins 
Arthur  Q.  Penta 
Orlando  Canizares 
William  F.  Lipp 
Seymour  Fiske 
Harry  E.  Tebrock 
Eusebius  J.  Murphy 
Harry  E.  Faver 
Raymond  J.  Pieri 


Frank  D.  Carroll 
Frederick  Lee  Liebolt 
R.  Clark  Grove 
Harry  P.  Smith 
Alfred  J.  Vignec 
Milton  Lowenthal 
Joseph  H.  Kinnaman 
Frank  J.  Borrelli 
Jose  M.  Ferrer,  Jr. 

E.  Craig  Coats 


Delegates  from  Component  County  Societies 


Albany 

David  J.  Locke 
James  A.  Moore 
William  H.  O’Brien 
Salvatore  Tabacco 

Allegany 

Jrwin  Felsen 
Bronx 

Carl  R.  Ackerman 
Joseph  P.  Alvicli 
Henry  J.  Barrow 
Edward  P.  Flood 
George  A.  Howley 
Moses  H.  Krakow 
Frank  LaGattuta 
Samuel  Leo 
Thomas  F.  McCarthy 
Charles  Sandler 
George  Schwartz 
Samuel  Wagreicli 

Broome 

Elton  R.  Dickson 
Leonard  J.  Flanagan 
John  A.  Kalb 

Cattaraugus 

Joseph  Wintermantel 

Cayuga 

Bernard  J.  Hartnett 
Chautauqua 

Garra  L.  Lester 
Edward  L.  Schwabe 


Chemung 

Ross  E.  Hobler 
R.  Scott  Howland 

Chenango 

Norman  C.  Lyster 

Clinton 

Leonard  J.  Scliiff 

Columbia 

Carl  G.  Whitbeck 

Cortland 

George  F.  Nevin 

Delaware 
Philip  Hust 

Dutchess 

James  K.  Keeley 
E.  Gordon  MacKenzie 
Albert  A.  Rosenberg 

Erie 

Robert  A.  Kaiser 
E.  Dean  Babbage 
Antonio  F.  Bellanca 
Virgil  H.  F.  Boeck 
John  C.  Brady 
Thomas  S.  Bumbalo 
Samuel  Sanes 
Walter  Scott  Walls 

Essex 

James  E.  Glavin 
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Franklin 

Alfred  A.  Hartmann 
Fulton 

Sylvester  C.  Clemans 
Genesee 

Alfred  L.  George 
Greene 

Kenneth  F.  Bott 
Herkimer 

George  A.  Burgin 
J efferson 

Charles  A.  Prudhon 
Kings 

Louis  Berger 
Frederic  E.  Elliotrt 
Ben  A.  Borkow 
Leo  S.  Drexler 
Charles  H.  Loughran 
Edwin  A.  Griffin 
Alfred  P.  Ingegno 
Arthur  P.  Kane 
David  Kershner 
Aaron  Kottler 
Arthur  E.  Lamb 
Isaac  Levine 
Harry  A.  Mackler 
John  G.  Masterson 
Charles  F.  McCarty 
Irving  J.  Sands 
Solomon  Schussheim 
Abraham  D.  Segal 
Milton  B.  Spiegel 
Robert  F.  Warren 
Charles  E.  Spratt 
George  Anderson 

Lewis 

Edgar  O.  Boggs 
Livingston 

F.  L.  Armstrong 
M adison 

Felix  Ottaviano 
Monroe 

James  T.  Carroll 
Gordon  M.  Hemmett 
Lawrence  A.  Kohn 
Joseph  A.  Lane 
Eli  A.  Leven 
John  H.  Remington 

Montgomery 

Martin  F.  Geruso 
Nassau 

C.  Dean  Bohrer 
Gerard  V.  Farinola 
John  M.  Galbraith 
Abraham  W.  Freireich 
E.  Kenneth  Horton 
Stuart  T.  Porter 
Paul  H.  Sullivan 
Joseph  G.  Zimring 

New  York 

Philip  D.  Allen 
Michael  C.  Armao 
Norton  S.  Brown 
Samuel  B.  Burk 
Joseph  E.  Corr 
C.  Joseph  Delaney 
Lawrence  Essenson 
James  H.  Ewing 
George  W.  Fish 
Samuel  Frant 
Frances  A.  Harmatuk 
George  Hinder 


John  J.  H.  Keating 
Ely  Elliott  Lazarus 
William  Hall  Lewis,  Jr. 
John  L.  Madden 
Bernard  Maisel 
Frank  J.  McGowan 
Peter  M.  Murray 
Herbert  S.  Ogden 
Henry  T.  Randall 
William  B.  Rawls 
Adelaide  Romaine 
Gabriel  P.  Seley 
William  L.  Wheeler,  Jr. 

Niagara 

John  C.  Kinzly 
T.  Edwin  O’Brien 

Oneida 

Irwin  Alper 
Henry  N.  Reid 
John  F.  Kelley 

Onondaga 

Irving  L.  Ershler 
Robert  F.  McMahon 
William  J.  Michaels,  Jr. 
William  E.  Pelow 
W.  Walter  Street 

Ontario 

Robert  E.  Doran 
Philip  M.  Standish 

Orange 

Robert  J.  Hewson 
Theodore  R.  Proper 
Irving  Weiner 

Orleans 

Angelo  F.  Leone 
Oswego 

Kent  W.  Jarvis 
Otsego 

John  W.  Latcher 
Putnam 

Robert  S.  Cleaver 
Queens 

Alfred  A.  Angrist 
Sox  Axelrad 
William  Benenson 
Monroe  M.  Broad 
Tobias  M.  Watson 
Thomas  M.  d’Angelo 
Albert  H.  Douglas 
Harry  H.  Epstein 
John  L.  Finnegan 
George  J.  Lawrence,  Jr. 
Jerome  L.  Leon 
John  Edward  Lowry 
Anthony  A.  Mira 

Rensselaer 

Gilbert  A.  Clark 
Richard  P.  Doody 

Richmond 

Walter  T.  Heldmann 
Cyril  M.  Levin 
Frank  Tellefsen 

Rockland 

Harold  W.  Grosselfinger 
George  Gordon  Knight 

St.  Lawrence 
Henry  Vinicor 
Saratoga 

Webster  M.  Moriarta 


Schenectady 

James  M.  Blake 
Raymond  J.  Byron 
Donald  C.  Wralker 

Schoharie 

John  H.  Wadsworth 
Schuyler 

Albert  Duncan  McCarthy 
Seneca 

Stanley  B.  Folts 
Steuben 

Thomas  S.  Cotton 
Maynard  W.  Gurnsey 

Suffolk 

Richard  M.  Arkwright 
Charles  M.  Robin 
John  L.  Sengstack 
Charles  W.  Shlimbaum 
Joseph  G.  Welling 

Sullivan 

S.  Elisabeth  Vuornos 
Tioga 

Frederick  K.  Shaw 


Tompkins 

C.  Stewart  Wallace 
Ulster 

Eugene  F.  Galvin 
Robert  F.  Moseley 

Warren 

Morris  Maslon 
W ashington 

Walter  S.  Bennett 
Wayne 

Myron  E.  Carmer 
W estchester 
John  N.  Dill 
Harold  J.  Dunlap 
Reid  R.  Heffner 
Arthur  J.  Diedrick 
William  P.  Reed 
Waring  Willis 
Christopher  Wood 

Wyoming 

Willard  J.  Chapin 
Y ates 

William  G.  Roberts 


Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  Are 
there  any  names  of  people  entitled  to  vote  which 
have  not  been  called? 

. . . No  response  . . . 

That  completes  the  roll,  Mr.  Speaker. 

Speaker  Holcomb:  Has  everyone  voted  who  is 
eligible?  If  so,  I declare  the  polls  closed. 

Dr.  McCarty,  you  will  officiate. 

Will  the  tellers  kindly  go  behind  the  iron  curtain. 

Section  192 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  X:  W orkmen’s  Compensation 

Speaker  Holcomb:  Will  the  House  please  come 
to  order. 

While  the  ballots  are  being  counted,  we  have  two 
reference  committees  to  report,  but  in  one  of  the 
committees,  on  workmen’s  compensation,  I believe 
that  there  are  no  highly  controversial  matters,  and 
if  the  House  so  wishes,  we  will  hear  that  report  of 
the  reference  committee  on  workmen’s  compensa- 
tion. Then  I shall  call  a recess  and  have  all  of  you 
present  while  Dr.  Angrist’s  report  is  being  con- 
sidered. That  has  to  do  with  blood  banks.  It 
might  be  controversial  to  some  extent  and  I shall 
have  the  House  in  full  session,  all  present,  at  that 
time. 

Dr.  W.  Walter  Street,  Onondaga:  Mr.  Speaker, 
this  is  the  reference  committee’s  report  on  Council, 
Part  X,  Workmen’s  Compensation,  Industrial 
Health.  The  Council  committee  report  on  work- 
men’s Compensation  is  subdivided  into  13  separate 
headings  which  gives  an  idea  of  the  scope  of  this 
committee’s  responsibilities.  If  you  wall  follow  the 
text  on  page  1263,  the  report  may  be  a little  bit 
more  logical  to  you. 

The  reference  committee  is  greatly  impressed 
writh  the  work  done  by  the  Council  committee  and 
the  Bureau  of  Workmen’s  Compensation  during  the 
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past  year.  Through  persistent  effort  and  after 
many  frustrating  attempts,  an  upward  revision  of 
the  fee  schedule  may  at  last  be  completed.  We 
suggest  that  you  read  the  Council  reports  in  detail 
to  understand  the  difficulties  against  which  they 
labored.  Although  not  a part  of  the  printed  report, 
we  are  informed  that  the  proposed  fee  schedule 
has  already  been  submitted  to  each  county  society 
for  review  and  that  further  definitive  action  is 
planned  for  this  week. 

Your  reference  committee  joins  with  the  Council 
Committee  on  Workmen’s  Compensation  in  urging 
component  county  committees  on  workmen’s  com- 
pensation to  enforce  the  Principles  of  Professional 
Conduct  among  its  members  and  also  to  bring  about 
a closer  liaison  with  employers  and  carriers  that  the 
interests  of  all  may  be  better  served.  The  claim 
has  been  made  that  physicians  often  overtreat  com- 
pensation patients.  The  carriers  should  be  urged 
to  bring  such  cases  to  the  attention  of  the  workmen’s 
compensation  committees  of  the  component  societies 
for  investigation.  The  powers  and  duties  of  these 
county  committees  are  more  than  making  recom- 
mendations on  ratings,  and  they  must  not  shirk 
unpleasant  responsibilities. 

Your  reference  committee  is  in  entire  accord  with 
the  views  of  the  Council  committee  on  the  subject 
of  rehabilitation.  The  recommendations  that  the 
county  societies  use  every  means  at  their  disposal 
to  make  physicians  rehabilitation  conscious  by  point- 
ing out  in  meetings,  and  in  their  publications,  what 
can  be  done  to  reduce  disability  in  all  types  of  com- 
pensation injuries  by  early  rehabilitation  is  heartily 
seconded. 

Rehabilitation  measures  during  a fixed  aftercare 
period  should  not  be  considered  part  of  the  after- 
care per  se,  nor  should  the  fee  for  such  measures  be 
considered  part  of  the  original  fee  but  should  be 
separately  paid  for  by  the  carrier.  The  attending 
physician  should  have  the  prerogative  of  ordering 
rehabilitative  treatment  and  should  continue  to 
observe  the  patient  periodically  even  though  the 
patient  is  transferred  to  another  physician  or  to  an 
institution  for  that  treatment. 

Mr.  Speaker,  I move  for  the  adoption  of  this  por- 
tion of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? If  not,  this  portion  of  the  report  is  before 
you.  All  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Opposed,  no. 

. . . No  response  . . . 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Dr.  Street:  Your  committee  strongly  urges 

continued  efforts  on  the  part  of  the  Workmen’s 
Compensation  Bureau  and  the  Legislation  Commit- 
tee to  foster  legislation  establishing  impartial  panels 
of  medical  experts,  on  a part-time  basis,  to  advise 
referees  in  disputed  compensation  cases.  This 
would  greatly  facilitate  the  administration  of  the 
Workmen’s  Compensation  Law  in  all  medical 


problems,  including  a means  of  determining  the  neces- 
sity of,  and  indications  for,  rehabilitation  measures 
early  in  the  conduct  of  the  case. 

Your  committee  is  in  hearty  agreement  with  the 
statement  regarding  the  abolition  of  the  medical 
practice  committee  and  urges  continued  efforts  on 
the  part  of  the  Workmen’s  Compensation  Bureau, 
the  Legislation  Committee,  and  each  component 
county  medical  society  to  achieve  that  end.  Your 
committee  further  agrees  that  efforts  should  be 
made  by  the  Legislation  Committee  so  to  modify 
Section  13  as  to  provide  means  for  the  collection  of 
unpaid  medical  bills  in  compensable  cases  which 
are  not  objected  to  by  the  carrier  or  employer 
within  thirty  days  after  their  submission. 

Mr.  Speaker,  I move  for  the  adoption  of  this 
portion  of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? If  not,  all  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 

...  No  response  . . . 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Dr.  Street:  Under  the  heading  of  “Hospital 
Fees  and  Practice  of  Medicine  by  Hospitals,”  the 
Council  committee  points  out  that  a new  hospital 
fee  schedule  agreement  between  the  hospital,  and 
the  carrier,  self-insurers  and  employers  was  an- 
nounced. The  committee  calls  attention  to  two 
items  known  as  Rule  14  and  Rule  19,  made  by  the 
Workmen’s  Compensation  Board.  Rule  14  says 
that  a hospital  shall  not  operate  a medical  bureau 
or  clinic  (practice  medicine).  Rule  19  allows  hos- 
pitals to  render  bills  for  board,  accommodations, 
etc.,  but  also  includes  physiotherapy,  anesthesia, 
and  pathology  service  when  rendered  by  a salaried 
physician  on  the  staff  of  the  hospital  and  is  not  in 
accordance  with  the  Workmen’s  Compensation  Law. 
Under  the  present  provisions,  of  Section  13F,  a 
hospital  is  not  entitled  to  fees  paid  to  a physician 
for  workmen’s  compensation  cases.  Our  represent- 
atives to  the  new  recodification  committee  should 
be  vigilant  to  prevent  any  change  that  would  permit 
hospitals  to  collect  fees  paid  to  physicians  for  com- 
pensation cases.  Your  committee  urges  the  officials 
of  the  State  Department  of  Education  and  the 
Workmen’s  Compensation  Board  to  enforce  those 
provisions  of  Section  13D  of  the  Workmen’s  Com- 
pensation Law,  and  a similar  provision  of  State 
Education  Law  which  prohibits  the  assignment,  or 
rebating  to  physicians  of  fees  paid  by  carriers,  to 
the  hospitals,  or  other  parties.  The  recipient  of  such 
fee  is  just  as  guilty  as  the  assignor  or  rebator. 

The  Council  committee  recommends,  and  the 
reference  committee  is  in  full  accord,  that  the  House 
of  Delegates  strongly  urge  modification  of  Rule  19 
by  the  Workmen’s  Compensation  Board  to  conform 
to  the  law  against  the  practice  of  medicine  by  hos- 
pitals. 

Mr.  Speaker,  I move  for  the  adoption  of  this  por- 
tion of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 
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Chorus:  Seconded. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? If  not,  all  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 

...  No  response  . . . 

Vice-Speaker  Williams:  This  portion  of  the 
report  stands  adopted. 

Dr.  Street:  We  join  the  Bureau  in  commending 
the  chairman  of  the  Workmen’s  Compensation 
Board,  Miss  Angela  R.  Parisi,  for  the  ruling  per- 
mitting payment  by  the  carrier  of  a fee  to  a surgical 
assistant  where  it  is  certified  that  an  intern  or 
resident  was  not  available  at  the  time  of  operation. 

The  reference  committee  notes  that  fullest  cooper- 
ation has  been  given  to  the  Moreland  Commission 
during  its  investigation.  Should  the  recommenda- 
tion for  recodification  of  the  Workmen’s  Compensa- 
tion Law  be  followed,  the  committee  feels  that  this 
Society  should  demand  representation  on  any  such 
recodification  committee  and  designate  a member 
fully  conversant  with  the  provisions  of  the  Work- 
men’s Compensation  Law,  so  that  there  shall  be  no 
abridgement  of  the  free  choice  of  physician  prin- 
ciple, or  reduction  of  any  privileges,  duties,  and 
responsibilities  vested  in  the  medical  profession  as  a 
result  of  the  revision  of  Section  13  in  1935,  and  sub- 
sequently. 

The  reference  committee  notes  the  efforts  which 
the  Council  committee  has  made  to  resolve  the 
matter  of  care  of  compensation  cases  in  a VA  hos- 
pital. It  urges  fullest  cooperation  with  the  request 
that  the  Society’s  bureau  be  given  such  evidence  of 
the  treatment  of  compensation  cases  in  VA  facilities 
in  New  York  State  as  may  come  to  the  attention  of 
the  county  societies  or  its  membership.  We  note 
that  the  legal  counsel  of  the  A.M.A.  has  concurred 
with  the  opinion  of  our  Workmen’s  Compensation 
Bureau,  that  a compensation  claimant  cannot 
legally  or  morally  sign  a certificate  of  inability  to 
pay  for  the  medical  service,  as  is  required  in  non- 
service-connected disabilities.  Complete  medical 
and  hospital  care  are  assured  without  cost  to  the 
veteran  claimant  under  the  Workmen’s  Compensa- 
tion Law.  We  urge  our  delegates  to  the  A.M.A.  to 
bring  this  to  the  attention  of  that  house  of  delegates. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Vice-Speaker  Williams:  1)o  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? All  those  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 
This  portion  of  the  report  stands  adopted. 

Dr.  Street:  The  reference  committee  joins  the 
Council  committee  in  expressing  deep  regret  of  the 
loss  of  Dr.  Guy  S.  Philbrick,  who  for  many  years 
was  a member  of  the  Council  Committee  on  Work- 
men’s Compensation.  His  wise  counsel  and  sober 
judgment  will  be  sorely  missed. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Chorus:  Seconded. 

Vice-Speaker  Williams:  I will  ask  the  House  to 


rise. 

. . . The  members  of  the  House  of  Delegates  rose 
for  one  moment  of  silent  prayer  . . . 

Vice-Speaker  Williams:  This  is  adopted  by 
acclamation. 

Dr.  Street:  The  reference  committee  wishes 

to  congratulate  the  chairman,  Dr.  Dorman,  and 
members  of  the  Council  committee,  the  director  of 
the  Bureau,  Dr.  David  J.  Kaliski,  and  all  of  his  staff 
for  the  excellent  job  that  they  have  done  this  past 
year  in  this  important  field.  We  pause  here  a mo- 
ment, for  this  marks  the  last  time  that  Dr.  Kaliski 
will  report  as  director  of  this  Bureau.  Since  he 
took  over  this  responsibility  some  twenty-five 
years  ago,  he  has  studied  the  growth,  development, 
and  expansion  of  the  Workmen’s  Compensation 
Law,  and  labored  incessantly  and  tirelessly  to  pro- 
tect and  further  the  interest  of  the  members  of 
this  Society  in  the  execution  of  this  law.  In  so 
doing  he  has  had  to  work  with  people  from  all  walks 
of  life,  many  quite  unsympathetic  with  the  prin- 
ciples of  the  medical  profession,  yet  he  never  wavered 
when  put  to  the  test.  His  remarkable  ability  in 
public  relations  is  testified  to  by  the  close  and  cor- 
dial relationship  which  has  been  created  with  the 
chairman  of  the  Workmen’s  Compensation  Board, 
Miss  Angela  R.  Parisi,  as  well  as  with  her  adminis- 
trative staff,  both  here  and  throughout  the  State, 
and  also  the  spirit  of  cooperation  in  the  medical 
registration  bureau,  in  the  office  of  the  medical 
practice  committee,  and  with  the  Compensation 
Insurance  Rating  Board  through  Mr.  Irving  Soffer- 
man,  assistant  manager.  We  regret  that  Dr. 
Kaliski  relinquishes  this  leadership.  Yet,  in  the 
development  of  the  new  combined  Bureaus  ot  In- 
dustrial Health  and  Workmen’s  Compensation, 
under  the  directorship  of  Dr.  Anthony  A.  Mira, 
this  Society  has  been  fortunate  in  persuading  Dr. 
Kaliski  to  continue  on  as  consultant  in  workmen’s 
compensation  to  the  end  of  the  year.  We  would  like 
to  say  to  Dr.  Kaliski  a hearty  “Thank  you”  for  a 
difficult  task  most  excellently  done.  (Applause) 

Vice-Speaker  Williams:  I would  like  to  inter- 
rupt the  proceedings  and  ask  Dr.  Kaliski,  does  he 
want  to  come  to  one  of  the  microphones  and  say  a 
word?  After  twenty-five  years  of  this  kind  of  a 
service,  we  can’t  let  him  go  without  it. 

Dr.  David  J.  Kaliski:  Mr.  Speaker,  Mr.  Vice- 
Speaker,  Dr.  Street,  and  ladies  and  gentlemen  of 
the  House,  I can’t  adequately  thank  the  chairman 
and  members  of  the  committee,  the  reference  com- 
mittee on  workmen’s  compensation  for  those  very 
kind  words. 

It  is  very  difficult  to  say  what  I have  in  my  heart. 
I have  been  associated  with  you  for  twenty-five 
years,  and  before  I became  the  director  of  the 
Bureau,  I participated  in  the  writing  of  the  new  law 
which  went  into  effect  in  1935,  as  a member  of  the 
Governor’s  commission. 

We  have  jealously  guarded  the  spirit  of  Section  13 
of  the  Workmen’s  Compensation  Law  which  confers 
upon  the  profession  not  only  certain  privileges  but 
certain  duties  and  responsibilities.  I have  been 
fortunate  from  the  very  beginning  in  having  the 
chairman  of  the  Workmen’s  Compensation  Commit- 
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tee  and  the  members  of  that  committee,  men  who 
were  thoroughly  imbued  with  the  spirit  of  Section 
13,  namely,  the  free  choice  of  physician  on  the  part 
of  injured  workers. 

I want  to  express  my  deep  appreciation  to  all  of 
you,  particularly,  to  the  present  chairman  of  the 
Workmen’s  Compensation  Committee,  who  has  a 
remarkable  grasp  of  the  Workmen’s  Compensation 
Law  even  though  he  has  been  chairman  for  a brief 
period  of  time.  I want  to  speak  on  behalf  of  my 
successor,  Dr.  Anthony  Mira,  and  ask  for  your  full 
support.  Dr.  Mira  is  well  equipped  for  the  job  he 
undertook  and  will  expand  the  Workmen’s  Com- 
pensation Bureau  to  include  that  important  subject 
of  industrial  health. 

Ladies  and  gentlemen,  from  the  bottom  of  my 
heart,  I thank  you.  ( Applause ) 

Dr.  Street:  Mr.  Speaker,  I move  for  the  adop- 
tion of  that  portion  of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  All  in  favor  will  say 
aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 

This  portion  of  the  report  stands  adopted. 

Section  193 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  X:  Industrial  Health 

Dr.  W.  Walter  Street,  Onondaga:  The  refer- 
ence committee  notes  that  the  Council  Committee 
on  Industrial  Health  under  the  chairmanship  of 
Dr.  Peter  Di  Natale  has  been  active  throughout 
the  year.  The  meetings  have  been  devoted  to 
various  subjects  exploring  the  aims  and  objects  of 
the  committee  and  the  general  problems  of  indus- 
trial medicine.  Much  informative  discussion  is 
contained  in  the  report  which  should  be  read  by  all. 
As  of  April  1,  the  directorship  of  the  combined 
Bureaus  of  Industrial  Health  and  Workmen’s 
Compensation  has  been  accepted  by  Dr.  Anthony  A. 
Mira.  We  wish  him  well  but  realize  that  sound 
development  will  take  time.  We  wish  to  congratu- 
late Dr.  Di  Natale  and  his  committee  in  the  progress 
which  they  have  made  this  past  year. 

Mr.  Speaker,  I move  for  the  adoption  of  this  por- 
tion of  the  report. 

Vice-Speaker  Williams:  Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? All  in  favor  will  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 
This  portion  of  the  report  stands  adopted. 

Section  194  (See  76) 

Report  of  Reference  Committee  on  Report  of 
the  Council , Part  X:  Formula  for  Adjustment 
of  Medical  Fee  Schedule  of  W orkmen’s  Com- 
pensation Board 

Dr.  W.  Walter  Street,  Onondaga:  One  resolu- 
tion was  referred  to  this  committee,  57-53,  intro- 


duced by  the  Medical  Society  of  the  County  of 
Queens.  The  subject  was  a formula  for  adjustment 
of  medical  fee  schedule  of  the  Workmen’s  Compensa- 
tion Board.  This  resolution  provoked  a great  deal 
of  creative  discussion,  as  might  be  expected.  There 
were  portions  of  this  resolution  with  which  the  com- 
mittee agreed  heartily.  There  were  other  portions 
which  they  felt  were  not  appropriate  for  this  com- 
mittee to  pass  at  this  time,  particularly  because  of 
the  information  brought  to  the  committee  by  the 
director  that  some  of  the  recommendations  had 
already  been  put  into  motion.  Therefore,  it  was 
decided  to  neither  approve  or  disapprove  but  to 
offer  a substitute  resolution.  This  was  made  with 
the  help  of  and  consent  of  the  introducer  of  the 
original  resolution,  and  it  is  as  follows: 

The  first  and  second  whereases  remain  the  same. 

Whereas,  the  cost  of  living  index  has  increased 
by  over  100  per  cent  during  the  past  twenty  years, 
and  the  trend,  seems  to  be  continuing;  and 

Whereas,  this  increase  in  cost  of  living  has 
manifested  itself  in  increased  wages,  workmen’s 
compensation  benefits  to  injured  workers  and 
increases  in  premiums  for  coverage  by  insurance 
carriers,  all  pertaining  to  the  Workmen’s  Compen- 
sation Act;  and 

From  the  third  down,  it  has  been  changed. 

Whereas,  the  cost  of  medical  practice  includ- 
ing such  items  as  office  assistants,  supplies  and 
other  fees,  and  expenses  incidental  to  the  practice 
of  medicine  have  undergone  a marked  increase 
including  the  cost  of  living  on  the  part  of  doctors, 
not  reflected  in  increase  in  the  present  medical 
fee  schedule;  now  therefore  be  it  hereby 

Resolved,  that  the  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York  calls 
upon  the  chairman  of  the  Workmen’s  Compensa- 
tion Board  to  approve  an  equitable  fee  schedule, 
such  as  is  now  proposed  by  the  president  of  the 
Medical  Society  of  the  State  of  New  York  and  by 
its  Council  Committee  on  Workmen’s  Compensa- 
tion and  its  Bureau  of  Workmen’s  Compensation. 
The  House  also  calls  upon  the  chairman  of  the 
Workmen’s  Compensation  Board  to  review  at 
least  biennially  the  workmen’s  compensation  fee 
schedule  to  determine  the  need  for  any  additional 
adjustment  based  upon  changes  in  the  official 
index  of  the  cost  of  living. 

Mr.  Speaker,  I move  for  the  adoption  of  this  por- 
tion of  the  report. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  It  has  been  seconded. 
Are  you  ready  for  the  question?  All  in  favor  signify 
by  saying  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 
This  substitute  resolution  as  offered  by  the  reference 
committee  stands  adopted. 

Dr.  Street:  Mr.  Speaker,  I move  for  the  adop- 
tion of  the  report  as  a whole. 
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Vice-Speaker  Williams:  The  report  as  a whole 
is  before  you,  gentlemen.  Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  All  in  favor  say  aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Those  opposed,  no. 
The  report  as  a whole  stands  adopted,  and  I thank 
the  chairman  of  this  committee. 

Dr.  Street:  Mr.  Speaker,  I would  like  to  thank 
the  members  of  the  committee:  Dr.  Laurence  A. 
Ivohn,  Dr.  George  Hinder,  Dr.  George  A.  Howley, 
and  Dr.  Charles  A.  Prudhon,  and  also  Dr.  Kaliski 
and  Dr.  Mira  and  many  others  who  came  to  the 
meetings  and  helped  us  arrive  at  the  decision. 
Thank  you. 

Section  195 

Votes  of  Thanks 

Vice-Speaker  Williams:  The  Chair  will  recog- 
nize Dr.  Dorman. 

Dr.  Gerald  D.  Dorman,  Councillor:  I would  like 
to  move  the  thanks  of  this  House  to  the  staff  on 
arrangements,  Mr.  Thomas  E.  Alexander,  office  man- 
ager and  budget  untangler  for  your  Council,  as  well 
as  his  other  duties;  Mr.  Charles  L.  Baldwin,  known 
to  his  friends  as  “Lanny,”  convention  manager  and 
often  whipping  boy  of  technical  exhibitors;  Miss 
Camille  Mara,  capable  secretary  to  Mr.  Baldwin, 
and  Miss  Mollie  Pesikoff,  able  secretary  and  friend 
and  confidante  of  the  staff  and  members  of  the 
Medical  Society  of  the  State  of  New  York. 

Chorus:  Seconded. 

Vice-Speaker:  That  is  seconded  by  acclamation. 
(Applause) 

Vice-Speaker  Williams:  Dr.  Dattelbaum  is 

recognized. 

Treasurer  Dattelbaum:  Members  of  the 

House,  no  meeting  can  be  conducted  or  arranged  or 
so  satisfactorily  prepared  for  us  without  the  help  of 
Dr.  Walter  P.  Anderton.  I therefore  move  that  we 
give  a special  vote  of  thanks  to  Walter  for  the 
work  he  has  always  done  for  us  and  particularly  for 
this  meeting  we  have  now. 

I move  also  we  thank  Dr.  Anderton  and  I ask 
the  House  to  thank  Miss  Doris  K.  Dougherty,  his 
able  assistant,  and  Miss  Alvina  Rich  Lewis,  who  so 
faithfully  back  there  was  taking  down  and  prepar- 
ing all  the  resolutions  and  the  reference  committee 
reports;  and  also  the  members  of  the  administrative 
staff.  I make  this  motion,  therefore,  Mr.  Speaker. 

Vice-Speaker  Williams:  I offer  an  amendment. 
I want  to  include  the  name  of  the  assistant  secretary. 

Treasurer  Dattelbaum:  Oh,  yes. 

Vice-Speaker  Williams:  Do  you  accept  that 
amendment? 

Treasurer  Dattelbaum:  Positively. 

Vice-Speaker  Williams:  The  motion  is  before 
you,  gentlemen.  Do  I hear  a second? 

Chorus:  Seconded. 

Vice-Speaker  Williams:  All  in  favor  will  say 
aye. 

Chorus:  Aye. 

Vice-Speaker  Williams:  Is  there  any  discus- 
sion? ( Applause ) Thank  you  very  much. 


Dr.  Frank  LaGattuta,  Bronx:  Mr.  Speaker  and 
delegates,  at  this  time  I want  to  thank  our  genial 
assistant  secretary  who  so  ably  and  correctly  pro- 
nounced the  names  of  those  delegates  who  have  been 
slaughtered  in  the  past  sessions.  ( Applause ) 

Vice-Speaker  Williams:  Thank  you  very  much, 
Dr.  LaGattuta. 

Dr.  Samuel  Leo,  Bronx:  Mr.  Chairman  and 
gentlemen,  I would  like  to  introduce  a motion  to 
thank  Dr.  Holcomb  for  a job  well  done.  ( Applause ) 
Speaker  Holcomb:  Thank  you,  members  of  the 
House  of  Delegates.  Before  I hand  my  gavel  over 
to  my  very  able  successor  I have  a few  remarks  that 
I would  like  to  make  to  you,  but  I will  defer  those 
until  a bit  later.  In  the  meantime,  I think  I shall 
call  just  a few  minutes  recess. 

Section  196 

Resolution  Favoring  Keogh  Bill,  II. R.  1151 

Speaker  Holcomb:  We  have,  I think,  at  this 
time,  a resolution  which  Dr.  Givan  would  like  to 
bring  before  you.  However,  that  will  require  the 
unanimous  consent  of  this  House  of  Delegates.  I 
think  it  is  a worthwhile  resolution,  and  he  will  pre- 
sent it  to  you,  and  I am  sure  that  the  disposition 
of  it  will  be  rather  easy.  I feel  that  it  will  not  have 
to  be  referred  to  a reference  committee. 

President-Elect  Givan:  This  letter  was  just 
handed  to  me  a few  moments  ago,  and  I hate  to 
bring  it  up  before  the  House  at  this  late  date,  but  no 
news  is  too  late  to  one  of  the  reference  committees. 

This  is  from  the  Joint  Handicapped  Council; 
Dr.  George  Schwartz  is  a member  of  it.  I spoke  to 
him  about  this  resolution  and  I shall  read  it  and 
suggest  that  it  be  referred  to  the  Council  for  imple- 
mentation at  the  end  of  this  session. 

Resolution  Favoring  Keogh  Bill,  H.R.  1154 
Whereas,  the  orthopedically  handicapped,  in 
order  to  gain  a livelihood,  encounters  extra  ex- 
penses in  the  pursuit  of  substantial  employment 
which  are  not  encountered  by  the  nondisabled, 
such  as  necessary  prostheses  and  orthopedic  appli- 
ances, and  their  repair;  wear  and  tear  on  clothing 
due  to  friction  of  braces  and  appliances;  extra- 
ordinary transportation  expenses  to  and  from  work 
(many  must  use  taxicabs  or  privately  owned 
automobiles  with  expensive  operating  appliances, 
amounting  to  as  much  as  $25  weekly  in  the  New 
York  City  area);  and 

Whereas,  the  passage  of  legislation  similar 
to  H.R.  1154  (Keogh)  85th  Congress,  which  pro- 
vides for  an  additional  tax  exemption  to  a handi- 
capped taxpayer  and  also  provides  for  expenses 
to  and  from  work  for  those  unable  to  use  the 
ordinary  means  of  public  transportation,  would 
encourage  the  presently  employed  handicapped 
to  remain  in  such  employment,  and  also  encourage 
the  severely  handicapped  homebound  and  insti- 
tution-bound to  seek  employment  and  become 
useful  taxpaying  members  of  society,  thereby  sav- 
ing the  Government  millions  of  dollars  spent  on 
public  relief ; now  therefore  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
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of  New  York  favors  the  intentions  and  purposes 
of  H.R.  1154  (Keogh),  and  hereby  requests  the 
house  of  delegates  of  the  American  Medical 
Association,  meeting  in  national  convention 
June  3 to  7 in  New  York  City,  to  favorably  pass 
upon  such  resolution,  and  notify  Congressmen 
Jere  Cooper,  Wilbur  D.  Mills,  and  Eugene  J. 
Keogh. 

Speaker  Holcomb  : Do  you  move  that? 

Dr.  Givan:  I move  that  this  resolution  be  imple- 
mented as  soon  as  possible  by  the  Council. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Are  there  any  questions  or 
discussion?  If  not,  those  in  favor  will  say  aye. 
Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no.  It  is  so 

ordered. 


Section  197 

Report  of  Scientific  Awards  Subcommittee 

Speaker  Holcomb:  I would  like  to  now  call  upon 
Dr.  Anderton  for  some  reports;  one  for  the  Special 
Committee  on  Prize  Essays,  Dr.  R.  Townley  Paton, 
chairman,  and  the  Scientific  Exhibit  Awards  Com- 
mittee, Dr.  Charles  D.  Post,  chairman. 

Will  j'ou  report  for  them,  Dr.  Anderton? 
Secretary  Anderton:  Mr.  Speaker,  the  Scien- 
tific Awards  Committee  recommends  the  following 
awards. 

Scientific  Research 
First  Award 

“Heart  Pain,  Its  Mechanisms  and  Relief” 

Joseph  T.  Roberts,  M.D. 

Veterans  Administration  Hospital,  University 
of  Buffalo  School  of  Medicine,  Buffalo 

Second  Award 

“Bronchial  Adenoma,  A Therapeutic  Problem” 
Oscar  H.  Friedman-,  M.D. 

Coleman  B.  Rabin,  M.D. 

Stuart  Gurman,  M.D. 

Mount  Sinai  Hospital,  New  York  City 

Honorable  Mention 

“Gastrointestinal  Allergy  to  Foods  in  Children” 
Joseph  H.  Fries,  M.D.,  Brooklyn 

Clinical  Research 
First  Award 

“Study  of  Blood  Pressure  in  the  Apparently 
Healthy  Aged,  65-106  Years” 

Arthur  M.  Master,  M.D. 

Richard  P.  Lasser,  M.D. 

Harry  L.  Jaffe,  M.D. 

Mount  Sinai  Hospital,  New  York  City 

Second  Award 

“Cardiac  Glycosides,  Recent  Advances  and 
Their  Application  in  Therapeutics” 

Arthur  C.  DeGraff,  M.D. 


Leonard  B.  Gutner,  M.D. 

Lawrence  Kryle,  M.D. 

Herbert  S.  Kupperman,  M.D. 

Arthur  Bernstein,  M.D.,  by  invitation 
New  York  University-Bellevue  Medical  Cen- 
ter, New  York  City 

Honorable  Mention 
“The  Multiple  Injury  Patient” 

Robert  H.  Kennedy,  M.D. 

Lester  Blum,  M.D. 

Ben  F.  Bryer,  M.D. 

Benjamin  A.  Payson,  M.D. 
Beekman-Downtown  Hospital,  New  York  City 

Mr.  Speaker,  I move  the  adoption  of  this  report 
which  is  confirmation  of  the  awards. 

Speaker  Holcomb:  You  have  moved  acceptance 
of  these  awards? 

Secretary  Anderton  : Yes,  sir. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Is  there  any  discussion? 

All  those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no.  Thank  you, 
Dr.  Anderton. 

Section  198 

Report  of  Special  Committee  on  Prize  Essays 

Speaker  Holcomb  : Dr.  Anderton  will  now  report 
on  the  Scientific  Essay  Award. 

Secretary  Anderton:  Mr.  Speaker,  I have  a 
report  from  your  Prize  Essay  Committee.  It  reads 
as  follows: 

T o the  House  of  Delegates,  Gentlemen: 

Only  one  essay  was  submitted  for  the  Lucien 
Howe  prize  for  the  best  original  contribution  on 
some  branch  of  surgery,  preferably  of  ophthal- 
mology. This  essay  was  not  considered  by  the 
committee  to  be  worthy  of  the  prize. 

Of  the  five  essays  submitted  for  the  Merit  H. 
Cash  prize  for  the  best  original  essay  on  some 
medical  or  surgical  subject  by  a member  of  the 
Medical  Society  of  the  State  of  New  York,  the 
essay  entitled  “The  Pathogenesis  of  Cardiac 
Edema:  A Homeostatic  Explanation,”  is  the  best. 

The  committee  recommends  that  the  House  of 
Delegates  award  the  Merit  H.  Cash  prize  of  1957 
to  the  author  of  this  paper,  who  has  chosen  the 
pseudonym  “Excalibur.” 

Respectfully  submitted, 

David  Kimball  Miller 
Alan  H.  Minor 
R.  Townley  Paton,  Chairman 

Mr.  Speaker,  I move  the  approval  of  this  report 
which  carries  with  it  the  award. 

Speaker  Holcomb:  I will  ask  Dr.  Anderton  to 
read  the  name  of  the  recipient. 

Secretary  Anderton:  “Excalibur”  means  Dr. 
Emanuel  Goldberger,  99  Carthage  Road,  Scarsdale, 
New  York.  (Applause) 

Speaker  Holcomb  : You  move  an  acceptance? 
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Secretary  Anderton:  Yes,  sir,  I move  that  the 
report  be  accepted,  which  carries  with  it  the  approval 
of  this  award. 

Speaker  Holcomb  : All  right,  is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no. 

. . . No  response  . . . 

Speaker  Holcomb:  Thank  you,  Dr.  Anderton. 

At  this  time,  members  of  the  House,  we  have 
about  one  report  to  hear.  I am  going  to  call  just 
a few  minutes  recess  because  this  has  to  do  with 
blood  banks,  and  I would  prefer  the  House  to  be  in 
full  session. 

. . . The  House  of  Delegates  was  in  recess  at  11:05 
a.m.,  of  this  date.  At  11 : 15  of  this  date,  the  House 
of  Delegates  reconvened  . . . 

Speaker  Holcomb:  The  House  will  please  be  in 
order. 

Section  199 

Results  of  Balloting 

Speaker  Holcomb:  We  have  the  results  of  the 
ballot  and  then  we  have  one  more  reference  commit- 
tee of  the  Council,  Part  IV,  Dr.  Angrist’s  commit- 
tee on  Cancer,  Blood  Banks,  and  so  forth. 

We  will  now  have  the  results  of  the  balloting. 

Dr.  Charles  F.  McCarty,  Kings:  There  were 
211  votes  cast. 

Councillor,  t wo  years 


Dr.  Blake 128 

Dr.  Ingegno 80 

Delegates 

Dr.  Greenough 172 

Dr.  Di  Natale 153 

Dr.  Azzari 140 

Dr.  Murray 137 

Dr.  Moore 132 

Dr.  Gibson 129 

Dr.  Aaron 124 

Dr.  Kenney 121 

Dr.  d’Angelo 100 


Speaker  Holcomb:  Your  Speaker  declares  these 
elected  as  delegates  to  the  American  Medical 
Association.  The  first  nine  of  the  next  group  will 
be  the  alternate  delegates. 

Dr.  McCarty:  Continuing: 


Alternate  delegates 

Dr.  Galbraith 90 

Dr.  Eggston 60 

Dr.  Dattelbaum 05 

Dr.  Holcomb 63 

Dr.  Brown 52 

Dr.  Dickson 51 

Dr.  McClintock 45 

Dr.  Mellen 45 

Dr.  Schussheim ...  .45 


Speaker  Holcomb:  I declare  the  nine  elected 
alternate  delegates  in  the  order  of  the  number  of 
votes  cast. 


Thank  you,  Dr.  McCarty.  The  vote  for  the  elec- 
tions is  now  over. 

Dr.  McCarty:  You  are  welcome. 

Speaker  Holcomb:  I would  like  to  thank  at  this 
time  Dr.  McCarty  and  the  39  tellers  who  brought 
us  in  such  a prompt  recording  and  such  a prompt 
report  on  the  number  of  ballots  cast. 


Speaker  Holcomb  : The  next  order  of  business  is 
the  election  of  retired  members.  Dr.  Anderton  will 
report. 

Secretary  Anderton:  Mr.  Speaker,  I move  that 
the  members  in  good  standing  whose  names  appear 
on  the  program  booklet  on  pages  3,  4,  5,  and  6,  with 
the  exception  of  Dr.  Edwin  G.  Ramsdell,  be  declared 
retired  members  of  the  Medical  Society  of  the  State 
of  New  York. 

Speaker  Holcomb:  Are  you  seconded? 
Secretary  Anderton:  They  are  proposed,  I 
believe,  for  election  as  retired  members.  The  ter- 
minology in  the  Bylaws  and  the  Constitution  is 
retired  members.  It  has  been  proposed  that  that 
word  be  changed  to  life  members,  but  that  proposal 
has  been  referred  to  the  Committee  on  Constitution 
and  Bylaws  to  report  next  year.  So,  it  is  in  order  to 
propose  these  gentlemen  for  retired  membership. 
Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Is  there  any  discussion? 

Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb  : Opposed,  no. 

. . . No  response  . . . 

Speaker  Holcomb  : The  list  published  are  declared 
elected  to  retired  membership  by  vote  of  the  House. 

Secretary  Anderton:  And  Mr.  Speaker,  in 

addition,  we  have  several  names  which  were  sent 
to  us  subsequent  to  the  publication  in  the  booklet. 
May  I read  the  additional  list  that  was  proposed  by 
the  respective  county  medical  societies? 

Speaker  Holcomb:  Yes. 

Secretary  Anderton:  They  are  as  follows: 

Edward  McPherson  Armstrong,  New  York  City 

Edward  J.  Dick,  Syracuse 

David  Edwards,  East  Hampton 

Max  Meyer  Friedman,  New  York  City 

Carl  J.  Geiger,  Sr.,  Syracuse 

Reuben  L.  Leverton,  Syracuse 

Daniel  F.  Luby,  Syracuse 

Arthur  Nilsen,  New  York  City 

Arthur  E.  Soper,  Northport 

N.  W.  Van  Lengen,  Syracuse 

James  D.  Wands,  Solvay 

I move  that  the  same  action  be  taken  regarding 
these  gentlemen  as  for  the  previous  list. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Are  you  ready  for  the  vote? 
Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no. 

. . . No  response  . . . 

Speaker  Holcomb:  The  list  as  presented  by 
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Dr.  Anderton  is  elected  to  retired  membership. 
. . . The  list  of  retired  members  is  as  follows: 

Robert  A.  Adams,  Whitestone 
Maurice  Alden,  Bronx 
Thaddeus  H.  Ames,  Phoenix,  Arizona 
Charles  A.  Anderson,  Brooklyn 
Douglas  P.  Arnold,  Buffalo 
Emma  Selkin  Aronson,  New  York  City 
John  H.  Bailey,  Brooklyn 
Francis  William  Baldwin,  New  York  City 
Lyman  Guy  Barton,  Jr.,  Plattsburgh 
Erwin  E.  Batzdorf,  New  York  City 
Harry  Benjamin,  New  York  City 
Frederick  W.  Biberstein,  New  York  City 
Sidney  W.  Bisgrove,  Syracuse 
Alfred  Blazer,  Croton-on-Hudson 
Theodor  Blum,  New  York  City 
Arthur  Bookman,  New  York  City 
Alfred  Braun,  New  York  City 

Edward  Cristopher  Brenner,  Ft.  Lauderdale,  Florida 

Harry  Britenstool,  New  York  City 

Samuel  Brody,  Bronx 

Gaston  Arthur  Carlucci,  New  York  City 

Sylvester  C.  Clemans,  Gloversville 

Charles  S.  Cochrane,  Brooklyn 

Julius  Y.  Cohen,  Buffalo 

Sidney  Cohn,  Bronx 

Benjamin  F.  Colegrove,  Syracuse 

Joseph  B.  Conolly,  Glen  Cove 

A.  Girard  Cranch,  Norwalk,  Connecticut 

George  Worden  Crissey,  Mechanicville 

Kenneth  E.  Crounse,  Albany 

Benedict  F.  D'Angelo,  Franklin  Square 

J.  Lewi  Donhauser,  Loudonville 

Brewster  C.  Doust,  Syracuse 

Eugene  Floyd  Du  Bois,  New  York  City 

Desire  Dunn,  New  York  City 

William  R.  Dyer,  Prince  Edward  Island,  Canada 

Philip  Eichler,  Yorktown  Heights 

Bernard  H.  Eliasberg,  New  York  City 

Edsall  DuBois  Elliott,  Glens  Falls 

Hermann  Engel,  New  York  City 

Reuben  Finkelstein,  Brooklyn 

Maximillian  C.  Fischman,  Sarasota,  Florida 

Minna  Flake,  New  York  City 

Israel  Fleiss,  New  York  City 

Benjamin  Freudenfall,  New  York  City 

W.  Terry  Fulkerson,  Rochester 

James  L.  Gallagher,  Buffalo 

Howard  Andrew  Gilmartin,  Schenectady 

Harry  L.  Gilmore,  Sr.,  Syracuse 

Arthur  Goetsch,  Brooklyn 

Milton  H.  Goldberg,  Buffalo 

Lewis  A.  Goldberger,  New  York  City 

Harry  Goldman,  New  York  City 

Max  A.  Goldzieher,  New  York  City 

Charles  Gottlieb,  New  York  City 

David  Greene,  Bronx 

Hugh  S.  Gregory,  Binghamton 

Richard  O.  Gregory,  Elmira 

Joseph  Greif,  New  York  City 

Jacob  Grossman,  Bronx 

Fairfax  Hall,  St.  Croix,  Virgin  Islands 

Charles  B.  Handel,  Buffalo 

W.  S.  Hartigan,  Rochester 

Louis  Hauswirth,  New  York  City 

George  N.  Hemmer,  Syracuse 

Lucas  S.  Henry,  Syracuse 

Julius  J.  Hertz,  New  York  City 

Arthur  C.  Holzman,  Brooklyn 

Duke  Jos.  Hoy,  New  York  City 

Louis  Hubert,  New  York  City 

Robert  Le  Roy  Hutton,  New  York  City 

Max  S.  Ittleson,  Brooklyn 

J.  Ralph  Jacoby,  New  York  City 

Thomas  H.  Johnson,  New  York  City 

A.  Harry  Kallet,  Clay 

William  T.  Kennedy,  New  York  City 

Russell  S.  Kidder,  Sr.,  Eggertsville 

Joseph  E.  J.  King,  Bronxville 

James  P.  Kelleher,  Oneida 


Jesse  Lee  Kinner,  Elmira 

Erich  Kleeman,  New  York  City 

Warren  P.  Kortright,  Huntington 

Benjamin  Koven,  Brooklyn 

Bertram  S.  Kramer,  Bronx 

Henry  Krauskopf,  New  York  City 

Oscar  L.  Levin,  New  York  City 

Jesse  G.  Levy,  Buffalo 

Moses  Lobsenz,  New  York  City 

Meyer  Joseph  Lossow,  Alamo,  California 

Thomas  L.  Lyons,  Schenectady 

Constantine  J.  MacGuire,  Jr.,  New  York  City 

Jacob  I.  Margolis,  New  York  City 

Joseph  Jerald  McConnell,  Elmira 

Alexander  J.  McRae,  East  Meadow 

Edwin  P.  McWayne,  Fayette 

George  Adams  Merrill.  Brooklyn 

Helen  W.  Montague,  New  York  City 

Andrew  Harp  Montgomery,  New  York  City 

Samuel  Morse,  New  York  City 

John  J.  Morton,  Jr.,  Rochester 

Jacob  Joseph  Nadel,  Bronx 

Edmonde  D.  Neer,  New  York  City 

Joseph  Novak,  New  York  City 

John  Paul  O’Keeffe,  Albany 

Bernard  Sutro  Oppenheimer,  New  York  City 

Elbert  A.  Palmer,  Niagara  Falls 

Clarence  H.  Peachey,  Rochester 

Dunlap  Pearce  Penhallow,  Philadelphia,  New  York 

J.  Paul  Podpak,  New  York  City 

Bruno  Pribram,  Cleveland,  Ohio 

Sara  Smalley  Prince,  Central  Islip 

Abraham  Progebin,  East  Hempstead 

Meyer  A.  Rabinowitz,  Brooklyn 

Samuel  Ralph,  Brooklyn 

Theodore  Byington  Reed,  Wilton,  Connecticut 

Irving  Isidor  Reissman,  New  York  City 

John  Harold  Richards,  New  York  City 

Francis  G.  Riley,  Bellerose 

Romeo  Roberto,  Yonkers 

Michael  Rosenbluth,  New  York  City 

Victor  E.  Rosenfeld,  Maspeth 

Frank  K.  Ryan,  Plattsburgh 

Joseph  Safian,  New  York  City 

Fordyce  Barker  St.  John,  New  York  City 

Robert  Sametz,  Gloversville 

Joseph  W.  Samson,  New  York  City 

Arthur  Samuel,  New  York  City 

Louis  A.  Sarrow,  Far  Rockaway 

Jacob  Schwartz,  Brooklyn 

Henry  G.  Schweitzer,  Bronx 

Morris  T.  Siegel,  Bronx 

Cassius  D.  Silver,  Plattsburgh 

Siegfried  Simon,  New  Rochelle 

John  Martin  Slabey,  New  York  City 

A.  Albert  Smernoff,  New  York  City 

J.  Morrisset  Smith,  New  York  City 

Samuel  Soifer,  New  York  City 

Frank  Everett  Spencer,  Plattsburgh 

Alvin  J.  Spire,  Syracuse 

Jesse  B.  Stark,  New  York  City 

Rene  A.  Spitz,  Denver,  Colorado 

Melvin  J.  Stearns,  Ogdensburg 

Harry  A.  Steckel,  Syracuse 

Arthur  H.  Stein,  Albany 

Holland  N.  Stevenson,  New  Rochelle 

Edgar  Stillman,  New  York  City 

Byron  Stookey,  Sharon,  Connecticut 

George  Thomas  Strodl,  New  York  City 

Charles  A.  Thomason,  New  York  City 

Louis  Albert  Thunig,  Smithtown 

S.  Wallace  Todd,  Albany 

Cesare  Tomasulo,  New  York  City 

William  J.  Tracy,  Hornell 

Frank  A.  Valente,  Buffalo 

Alexander  D.  van  Eyck,  Mount  Vernon 

Tomas  Vina,  New  York  City 

Clarence  B.  Vogt,  Brooklyn 

William  F.  Walenta,  Bayside 

George  Watt,  New  York  City 

Benjamin  M.  Wax,  Bronx 

Jacob  J.  Weiss,  Bronx 
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Edward  T.  Wentworth,  Pittsford 
Harry  Wessler,  New  York  City 
Armitage  Whitman,  New  York  City 
Calvin  E.  Williams,  Scaradale 
Henry  Ward  Williams,  Snyder 
Max  Wolf,  New  York  City 
Simon  Lewis  Wronker,  Rochester 
Louis  H.  Zuckerman,  New  York  City 

Section  201  (See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IV:  Cancer 

Speaker  Holcomb:  Dr.  Angrist  is  ready  to  pre- 
sent his  report.  The  House  will  please  be  in  order 
now  so  that  we  can  hear  our  last  report.  We  feel 
that  we  made  excellent  progress  this  morning,  and 
this  is  a very  important  report  and  has  been  with- 
held until  this  time. 

Dr.  Alfred  A.  Angrist,  Queens:  Mr.  Speaker, 
members  of  the  House,  I well  realize  the  hour  is 
late,  and  this  report  may  have  some  features  of  an 
anticlimax  to  the  important  considerations  which 
we  deal  with. 

We  apologize  for  the  lateness  of  the  report  and 
assure  you  that  if  our  members  were  slow,  they 
were  painstaking.  There  are  seven  parts  to  this 
report.  There  is  only  one  that  might  lead  to  some 
discussion,  I trust,  and  I will  proceed  with  each  item 
individually. 

Subcommittee  on  Cancer. — At  the  one  meeting  at 
the  Subcommittee  on  Cancer — the  minutes  not  yet 
published  in  the  New  York  State  Journal  of 
Medicine — it  was  recommended  that  no  study  be 
undertaken  of  the  form  of  cancer  treatment  in  use 
by  the  Institute  of  Applied  Biology.  Your  refer- 
ence committee  concurs  in  this  recommendation, 
on  the  basis  of  the  report  to  the  interim  meeting  of 
the  American  Medical  Association  in  Seattle,  Wash- 
ington, last  winter,  which  advised  all  component 
state  societies  to  forego  such  studies  individually. 
This  is  not  to  be  construed  as  endorsement  of  this 
program. 

Mr.  Speaker,  may  I move  that  this  part  of  the 
report  be  presented  for  adoption. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Is  there  any  discussion? 

We  have  a question  which  states  as  follows: 
“Does  that  mean  disapproval,  either?  If  it  does 
not  mean  endorsement,  does  it  mean  disapproval?” 
Dr.  Angrist:  No,  we  are  not  undertaking  any 
study  of  it. 

Speaker  Holcomb  : Just  for  information? 

Dr.  Angrist:  Yes. 

Speaker  Holcomb  : This  part  of  the  report  is  for 
information  only.  Is  there  any  question? 

. . . No  response  . . . 

Speaker  Holcomb:  Those  in  favor  of  adopting 
this  portion  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Contrary,  no.  This  portion 
of  the  report  is  adopted. 


Section  202  (10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IV:  Heart  Disease 

Dr.  Alfred  A.  Angrist,  Queens:  The  meeting 
of  the  Subcommittee  on  Heart  Disease — the  minutes 
of  which  also  have  not  yet  been  published  in  the 
New  York  State  Journal  of  Medicine — 
approved  the  criteria  for  the  secondary  prevention 
of  rheumatic  heart  disease  of  the  New  York  State 
Heart  Association  in  principle  and  the  recommen- 
dation that  the  implementation  of  this  policy  be 
referred  to  the  Committee  on  Public  Health  and 
Education  and  to  the  local  Heart  Association  and  the 
State  Health  Department,  and,  parenthetically, 
the  only  question  in  issue  deals  with  the  cost  of 
the  prophylactic  drugs;  the  solution  suggested  seems 
sound  and  to  meet  the  varying  conditions  through- 
out the  State. 

Mr.  Speaker,  I move  the  adoption  of  this  portion 
of  the  report. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Is  there  any  discussion  of 
this  portion  of  the  report?  Those  in  favor  will  say 
aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no.  It  is  so 

ordered. 

Section  203 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Part  IV:  Mental  Hygiene 

Dr.  Alfred  A.  Angrist,  Queens:  The  report  of 
the  Subcommittee  on  Mental  Hygiene  notes  no 
meetings  of  this  committee  and  deals  only  with  a 
synopsis  of  a conference  on  mental  health  sponsored 
by  the  American  Medical  Association,  which  meet- 
ing was  attended  in  Chicago  by  the  vice-chairman, 
and  of  another  meeting  of  the  annual  mental 
health  forum  in  Rochester  by  a member  of  the  sub- 
committee, dealing  with  the  health  of  medical  stu- 
dents. The  above  is  published  in  the  New  York 
State  Journal  of  Medicine  on  page  1245  of  the 
April  1,  1957,  issue.  Your  reference  committee 
notes  the  projected  program  for  the  development  of 
local  branches  of  the  American  Psychiatric  Associa- 
tion to  establish  closer  relations  between  the  mem- 
bership of  the  State  Medical  Society  and  psychia- 
trists. 

Your  reference  committee  presumes  to  note  the 
growing  importance  of  psychiatry  in  medical  prac- 
tice in  the  modern  era  and  wonders  whether  this 
may  not  indicate  the  desirability  of  a more  active 
program  by  this  subcommittee,  if  at  all  feasible. 

Mr.  Speaker,  I move  the  adoption  of  this  section 
of  the  report. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  Is  there  any  discussion9 

Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  And  those  opposed,  no. 

This  portion  of  the  report  stands  adopted. 


Part  II — September  1,  1957 


135 


HOUSE  OF  DELEGATES 


Section  204  {See  10) 

Report  of  Reference  Committee  on  Report  of 
the  Council,  Fart  IV:  Medical  Film  Review 

Dr.  Alfred  A.  Angrist,  Queens:  The  report  of 
the  Subcommittee  on  Medical  Film  Review  is  noted 
with  satisfaction,  particularly  the  increasing  activ- 
ity with  5,673  requests  for  8,971  films.  The  care  in 
the  selection  of  films  is  indicated  by  the  rejections 
of  more  than  half  of  the  30  films  reviewed  on  the 
basis  of  too  much  commercial  or  advertising  matter 
and  technical  faults.  The  new  catalog  should  be 
very  helpful. 

Two  recommendations  in  the  report  of  the  sub- 
committee require  action  and  implementation: 
(1)  That  the  chairman  write  regular  film  reviews 
for  publication  in  the  New  York  State  Journal 
of  Medicine,  (2)  that  the  subcommittee  be  en- 
larged to  include  two  members  from  the  New  York 
City  area. 

Mr.  Chairman,  I move  the  adoption  of  this  fourth 
section  of  the  report. 

Chorus:  Seconded. 

Speaker  Holcomb:  Is  there  any  discussion? 

Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no.  This  section 
of  the  report  has  been  adopted. 

Section  205 

Report  of  Reference  Com  mi t tee  on  Report  of 
the  Council,  Fart  If  : Blood  Banks 

Dr.  Alfred  A.  Angrist,  Queens:  The  last  and 
final  item  of  the  report  of  your  reference  committee 
deals  with  the  reports  of  the  Blood  Banks  Association 
and  the  Blood  Banks  Commission.  This  report  is 
going  to  be  given  to  you  in  two  separate  parts  with 
the  hojie  of  conserving  your  time.  The  latter 
half  of  the  report  deals  with  an  analysis  of  the  basis 
for  our  conclusions. 

If  the  discussion  takes  a turn  as  to  warrant  the 
detailed  presentation  of  these  facts  and  opinions, 
then  I would  ask  of  the  Speaker  the  privilege  of 
presenting  this  part  of  the  report  to  you  subsequently. 

The  first  part  of  the  report  on  the  Blood  Banks 
Association  and  the  Blood  Banks  Commission  is  as 
follows : 

The  fundamental  issue  that  is  a crux  of  this 
matter  concerns  the  deficit  incurred  by  this  project. 
The  issue  of  deficits  resolves  itself  further  into 
whether  this  loss  should  not  be  considered  “cost” 
and  whether  what  we  obtain  is  worth  the  expendi- 
ture. 

Your  reference  committee  is  of  the  unanimous 
opinion  that  it  is  well  worth  it  all,  that  what  we  do 
obtain  is  the  tangible  gain  in  making  blood  available 
to  meet  the  need  and  far  greater  intangible  advan- 
tages as  important  as  they  are  priceless.  These  loom 
large  at  a cost  which  is  low  indeed  because  of  the 
time  given  freely  by  dedicated  physicians;  this 
organized  effort  helping  all  physicians  in  turn  by 
saving  their  time  in  their  practical  applications  of 
their  dedication  to  their  patients’  welfare,  an  ideal 
to  be  cherished  by  the  medical  fraternity. 


Your  reference  committee  reviewed  the  reports 
of  the  Blood  Banks  Commission  of  the  Medical 
Society  of  the  State  of  New  York  as  published  on 
pages  1298-1299  in  the  April  1,  1957,  issue  of  the 
New  York  State  Journal  of  Medicine,  and  the 
report  of  the  Blood  Banks  Association  of  New  York 
State,  Inc.,  published  in  the  April  15  issue  of  our 
Journal  on  pages  1473-1475. 

Your  reference  committee  heard  a number  of 
interested  individuals,  most  of  whom  were  advocates 
of  the  program.  If  I can  state  parenthetically, 
many  of  those  who  came  to  find  fault  left  with  a 
different  viewpoint. 

The  chairman  fears  that  any  detailed  presenta- 
tion and  analysis  would  indeed  make  too  much  of  a 
demand  on  the  time  of  this  assembly  and  will  there- 
fore summarize  our  findings  and  opinions. 

It  is  to  be  noted  that  the  effort  of  the  Blood 
Banks  Association,  Inc.,  should  be  divided  into  two 
parts:  (1)  the  Clearing  House  and  Exchange  pro- 
gram; (2)  the  Blood  Assurance  program. 

1.  The  Clearing  House  has  expanded  as  the 
North  East  District  Clearing  House  with  a deficit  of 
$3,581  for  the  four-month  period  ending  April  30, 
1957,  having  started  on  January  1,  1957. 

2.  The  Blood  Assurance  Program  accounts  for 
most  of  the  deficit  of  the  Blood  Banks  Association, 
Inc.  This  deficit  as  of  December  31,  1956,  was 
894,865  over  five  years.  For  the  first  three  months 
of  this  year  (till  April  1,  1957)  the  deficit  incurred 
by  this  aspect  of  the  program  was  $4,328.  The 
total  deficit  as  of  April  1,  1957,  was  $102,774  since 
its  inception  in  1952. 

After  careful  evaluation  of  the  program  and 
weighing  of  the  pro’s  and  con’s  to  the  best  of  our 
ability,  your  reference  committee  urges  continuation 
of  this  effort.  This  implies  a further  supporting 
indemnity  of  the  Blood  Banks  Association  of  New 
York  State,  Inc.  for  the  next  twelve-month  period 
(that  is  until  the  next  annual  meeting  of  the  House 
of  Delegates)  of  the  sum  of  a maximum  of  $25,000 
with  the  good  existing  possibility  that  this  total 
amount  will  not  actually  be  required. 

Your  reference  committee  therefore  approves 
further  support  of  the  Blood  Banks  Association  of 
the  State  of  New  York  and  enlists  your  continued 
support  of  this  venture,  as  being  in  keeping  with 
the  highest  ideals  of  the  profession.  The  intangible 
benefits  are  large  and  of  an  order  of  different  but 
major  magnitude.  We  therefore  recommend  to  the 
Board  of  Trustees  that  the  sum  of  $25,000  be  included 
in  the  budget  for  this  purpose. 

We  further  recommend  a closer  liaison  between 
the  Public  Relations  Committee  and  the  Commit- 
tee on  Public  Health  and  Education,  to  integrate 
the  public  relations  and  educational  aspects  of  this 
program.  The  financial  cost  of  the  program  can 
then  be  properly  isolated  in  its  appropriate  sphere, 
so  that  the  true  cost  of  the  blood  procurement  and 
exhange  effort  as  such  can  be  established.  The 
cost  of  the  program  will  be  found  in  its  true  perspec- 
tive thereby.  The  implementation  of  this  last 
recommendation  promises  to  make  the  cost  of  this 
venture  considerably  less  and  one  of  the  best  invest- 
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ments  yet  undertaken  by  the  Medical  Society  of  the 
State  of  New  York,  truly  a most  worthy  contribu- 
tion of  which  we  can  all  be  proud  as  physicians  in 
keeping  with  the  great  traditions  of  our  profession. 

Your  reference  committee  is  prompted  to  express 
its  appreciation  of  the  selfless,  unsparing  efforts  of 
the  past  and  present  officers  of  the  Blood  Banks 
Association  of  New  York  State,  Inc.,  and  partic- 
ularly of  Drs.  Kenney,  Creenough,  Givan,  and  Ber- 
ger. Their  unselfish  concern  for  the  welfare  of  the 
public  and  their  idealism  have  all  been  a credit  to 
our  profession.  Their  efforts  can  do  much  to 
counteract  the  unjustified  belittling  of  the  profes- 
sion and  its  current  loss  of  prestige,  so  prevalent  in 
many  quarters.  The  members  of  this  House  and 
the  medical  profession  at  large  owe  them  a deep 
debt  of  gratitude. 

Mr.  Chairman,  the  next  phrase  is  just  to  give  my 
appreciation  to  the  members  of  the  committee  for 
their  labors,  in  making  this  report  possible. 

I would  move  the  adoption  of  t his  portion  of  the 
report. 

Speaker  Holcomb  : Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  This  portion  of  the  report  is 
open  for  discussion.  The  Chair  will  recognize  Dr. 
Dattelbaum,  our  treasurer,  who  is  most  vitally  con- 
cerned. 

Treasurer  Dattelbaum:  Mr.  Speaker,  members 
of  the  House,  this  is  a very  important  question  that 
entails  besides  the  $100,000,  another  expenditure  of 
$25,000.  You  may  call  it  whatever  you  wish,  a loan, 
or  a cost.  It  is  money,  your  money. 

First,  as  the  treasurer  of  the  Society,  I think  we 
should  request  from  the  Blood  Banks  Association 
some  documentary  evidence  that  we  have  advanced 
the  sum  of  money  so  that  we  can  keep  it  in  our  files. 
We  have  always  put  it  in  as  a loan,  but  we  have  no 
written  agreement  or  anything  to  show  in  our  books, 
which  may  be  open  to  inspection  even  ten  years 
from  now. 

I would  first  make  a motion  that  you  approve  of  a 
documentary  contract  or  evidence,  or  whatever  you 
wish,  that  we  will  get  from  them.  They  are  a 
corporate  association.  We  should  have  some  evi- 
dence of  what  we  have  laid  out  up  to  date,  up  to  the 
very  last  penny,  whether  it  is  $100,000  or  $101,000, 
and  I would  make  that  first  as  a motion,  Mr.  Chair- 
man. 

Speaker  Holcomb:  I am  sorry,  Dr.  Dattelbaum, 
there  is  a motion  on  the  floor.  You  may  make  a 
motion  later,  if  you  wish,  but  at  this  time  I can’t 
entertain  that  motion. 

Treasurer  Dattelbaum:  Then  I will  continue. 
The  management  for  the  Blood  Banks  Association,  I 
believe,  has  been  very  good  as  far  as  they  have 
gone.  It  is  a popular  movement.  It  is  a humane 
movement.  It  has  been  adopted  by  various  states, 
and  while  they  are  legally  a separate  organization, 
they  are  still  under  the  auspices  of  the  Medical 
Society  of  the  State  of  New  York. 

I therefore  suggest,  since  I cannot  make  the  motion, 
that  they  shall  present  to  the  Council  for  their 
approval  and  to  the  Trustees,  a budgetary  statement 
for  every  little  thing  they  wish  to  do.  We  would  be 


willing,  then,  to  have  (lie  Public  Relations  Commit- 
tee and  the  Public  Health  Committee,  ami  whatever 
committee  will  be  necessary,  and  it  will  cut  down 
the  overhead.  Instead  of  two,  we  will  have  one 
girl.  The  room  they  are  occupying  in  our  State 
Society  will  not  be  charged  against  them.  And 
whenever  they  need  a form  of  publicity  we  can  work 
through  our  Publication  Committee. 

We  are  not  taking  away  their  authority.  We  are 
not  taking  away  their  officers  or  anything  else.  We 
wish  them  to  stay  as  they  are,  but  I think,  the  time 
has  come  when  we  must  supervise  their  budget. 
The  expenditures,  have  been,  of  course,  they 
thought  for  the  best.  We  have  been  promised, 
frequently,  some  return,  but  we  don’t  want  that, 
and  we  don’t  like  to  see  our  own  members  who  are 
trustees  of  this  organization  begging  and  coming  to 
us  with  a hat  in  hand  for  every  little  penny  they 
need.  It  is  humiliating,  and  they  are  criticized, 
and  I want  that  to  stop.  So,  I believe  that  we  can 
organize  this  thing  in  a better  way,  by  letting  them 
keep  it  if  it  is  legal,  but  let  us  run  their  finances  and 
they  will  not  have  to  ask  for  $25,000. 

If  they  will  give  us  the  budget,  we  will  go  through 
that  budget  and  we  will  trim  it  down  and  we  will  let 
them  exist  because  that  is  what  they  want  to  do, 
and  that  is  what  the  members  want  to  do.  There- 
fore, I make  this  statement  as  a suggestion. 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 

Kenney.  When  it  comes  to  budget  trimming,  I 
think  Dr.  Dattelbaum  is  quite  a capable  gentleman. 

Dr.  Henry  Vinicor,  St.  Lawrence:  Mr.  Speaker, 
before  you  introduce  Dr.  Kenney,  I would  like  to  ask 
some  questions  that  he  possibly  will  be  the  only  one 
who  can  answer. 

Speaker  Holcomb:  Just  a moment.  I am  sorry. 
I will  recognize  you  later,  doctor,  but  I recognized 
Dr.  Kenney.  You  may  ask  vour  questions  later,  if 
you  wish.  We  have  a guest,  and  he  wishes  to  pre- 
sent her,  and  I afforded  him  that  courtesy. 

I)r.  J.  Stanley  Kenney,  Trustee:  Mr.  Speaker, 
and  gentlemen  of  the  House,  I thank  you  for  the 
courtesy  of  extending  the  privilege  of  the  floor  for 
about  three  minutes  to  Mrs.  Bernice  Hemphill. 
She  comes  all  the  way  from  San  Francisco  and  from 
the  national  meeting  of  the  American  Association  of 
Blood  Banks  in  Florida,  to  contribute  a little  towards 
the  information  on  this  program.  I have  asked  her 
to  speak  for  just  three  or  four  minutes  to  tell  you  the 
experiences  of  the  Clearing  House  program.  She  is 
the  national  director  of  the  National  Clearing 
House  Exchange  Program  of  American  Association 
of  Blood  Banks,  and  the  executive  director  of  the 
Irwin  Blood  Bank  in  San  Francisco.  Mrs.  Bernice 
Hemphill. 

Mrs.  Hemphill:  Mr.  Speaker,  ladies  and  gentle- 
men, when  I came  here  today  it  was  for  the  expressed 
purpose  of  attending  the  blood  bank  meetings  this 
afternoon.  I did  not  expect  to  be  called  upon  or  to 
address  this  august  group,  but  when  I heard  it  was 
a matter  of  whether  the  program  continued,  as  the 
American  Association  of  Blood  Banks  hopes  it  will, 
under  your  sponsorship,  why,  it  seemed  imperative 
that  I tell  you  a little  bit  about  the  program  and 
also  how  the  clearing  houses  are  functioning  in  other 
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parts  of  the  country. 

It  is  almost  three  and  a half  years  since  the 
American  Association  of  Blood  Banks  voted  to  spon- 
sor a national  clearing  house  program.  The  first 
clearing  house  was  started  in  San  Francisco  under 
the  sponsorship  of  the  California  Medical  Associa- 
tion and  the  blood  banks  operating  in  that  state. 
In  the  years  it  has  been  functioning,  it  has  been  self- 
supporting  and  most  successful.  The  American 
Association  of  Blood  Banks  in  voting  to  sponsor  this 
program  did  so  primarily  on  our  experience,  but 
immediately  after  its  endorsement,  the  Florida 
Association  of  Blood  Banks  started  a program  in  their 
state.  In  turn,  we  saw  the  need  that  there  should 
be  an  integrated  program.  You  could  have  many 
clearing  houses,  but  on  the  whole,  it  would  be  much 
better  to  divide  them  up  by  districts. 

And  so  we  blueprinted  a plan  where  there  would 
be  five  district  clearing  houses  in  operation:  the 
Pacific  District  with  headquarters  in  San  Francisco, 
the  South  Central  District  with  headquarters  in 
Dallas,  the  North  Central  District  with  headquarters 
in  Chicago,  the  Southern  District  with  headquarters 
in  Jacksonville,  Florida,  and  our  aim  and  goal  was 
to  have  a clearing  house  for  the  North  East  District 
in  New  York  City. 

We  believed  New  York  City  was  the  place  pri- 
marily because  of  the  large  number  of  blood  banks 
in  this  State  and  also  because  you  had  a State  associ- 
ation, and  our  past  experience  where  a state  blood 
bank  association  had  chosen  to  sponsor  this  program, 
they  were  working  successfully.  It  took  several 
meetings,  many  meetings,  in  fact,  for  me  and  others 
working  with  Dr.  Greenough,  Dr.  Kenney,  and  others 
to  show  them  how  a clearing  house  program  should 
function  as  we,  the  American  Association  of  Blood 
Banks,  visualized  it. 

You  had  an  insurance  program  and  you  had  a 
clearing  house  program  of  a kind,  but  not  the  kind 
that  we  were  blueprinting.  In  other  words,  we 
visualized  a clearing  house  as  a central  agency  to 
primarily  exchange  donor  replacements  between 
member  blood  banks  and  to  effect  economic  sav- 
ings for  the  patients.  If  they  received  blood  in  one 
area,  it  could  be  replaced  in  another,  and  in  turn, 
the  donor  replacement  fee  could  be  cancelled  and 
they  in  turn  would  benefit  monetarily. 

The  second  phase  of  the  program  was  to  have  it  so 
that  blood  could  be  borrowed  and  loaned  between 
blood  banks.  We  know  that  whole  blood  must  be 
used  within  twenty-one  days  or  converted  to  deriva- 
tives. It  is  absolutely  the  ultimate  to  be  able  to 
know  that  your  neighboring  organized  blood  bank 
might  have  a surplus,  and  in  turn,  another  blood 
bank  has  a shortage.  Certainly,  it  is  to  the  best 
advantage  of  all  concerned  that  those  supplies  be 
conserved.  That  is  another  phase  and  aim  of  the 
program. 

And,  in  turn,  the  third  phase  comes  about  auto- 
matically. As  a matter  of  borrowing  and  lending 
of  blood,  and  in  turn  on  these  donor  exchanges,  a 
blood  bank  will  have  an  account  with  its  clearing 
house.  As  a result  of  this  activity,  it  is  either  in- 
debted to  the  clearing  house  or  the  clearing  house  is 
indebted  to  the  blood  bank.  In  other  words,  it 


minimizes  bookkeeping.  We  visualized  a fourth 
phase,  but  to  date,  we  have  not  really  gone  into  that. 
But  it  can  be  helpful  in  integrating  several  allied 
services,  the  better  utilization  of  pooled  plasma  and 
diverting  to  derivatives.  But,  so  far  to  datte,  the 
American  Association  of  Blood  Banks  and  the  four 
clearing  houses  who  have  had  the  longest  experi- 
ences are  working  successfully.  They  are  self- 
supporting  on  charging  a transaction  fee  for  each 
donor  replacement  and  for  each  blood  borrowing  and 
loan. 

I just  came  back  from  the  meeting  where  we  had 
a report  from  all  four  of  the  clearing  houses  that  have 
been  in  operation  for  at  least  one  to  five  years,  and 
they  have  all  showed  a profit  from  then-  operations 
as  we  know  it,  in  this  State,  as  sponsored  under  the 
principles  of  the  American  Association  for  Blood 
Banks  just  started  in  Januaiy  of  this  year  in  New 
York  City.  Your  prior  program,  your  assurance  or 
the  clearing  house  operations  as  you  sponsored  them 
were  not  the  same  programs  which  are  now  in  opera- 
tion. 

On  behalf  of  the  American  Association  of  Blood 
Banks,  it  is  certainly  our  sincere  hope  that  the  faith 
that  we  have  put  in  this  group  and  the  time  and 
everything,  to  date,  because  of  our  belief  that  this 
is  the  logical  place  for  a clearing  house  to  operate, 
for  all  the  banks  in  the  northeast  district,  will 
definitely  come  to  fruition;  that  you  will  continue 
financial  support  or  sponsorship,  and  I certainly 
hope  and  can  only  assure  you  that  in  our  experience 
to  date,  these  clearing  houses  are  self-supporting, 
and  I hope  you  will  vote  to  further  the  program. 
Thank  you.  ( Applause ) 

Speaker  Holcomb:  I am  sorry,  Dr.  Masterson, 
but  there  is  someone  ahead  of  you. 

Dr.  Vinicor:  We  heard  a most  vigorous  discus- 
sion and  support  of  this  Blood  Banks  Association  by 
the  chairman  and  by  this  lady  from  California.  I 
should  like  to  ask  a few  questions. 

As  you  noted  on  Monday,  the  first  day  we  were 
here,  many  of  us  are  new  delegates  and  therefore, 
presumably  are  ignorant  of  this  important  phase  of 
our  Society’s  work.  I would  like  to  ask,  number  one, 
why  is  there  a need  of  this  blood  bank  in  New  York 
State?  In  my  county,  the  Red  Cross  does  this 
excellent  job,  and  the  men  want  to  know  why  we 
need  it  on  a State-wide  basis. 

Number  two,  exactly  what  is  the  total  deficit  in 
the  years  that  this  blood  bank  has  existed? 

Number  three,  just  what  do  you  mean  by  in- 
tangible benefits?  Exactly  what  do  you  mean  by 
that? 

Number  four,  is  it  possible,  and  I want  you  people 
to  know  that  formerly,  many  years  ago,  I also  was  a 
New  York  City  boy,  and  so  I have  great  love  for 
New  York  City,  that  this  is  a New  York  City  pro- 
gram rather  than  a State  program? 

Number  five — 

Speaker  Holcomb:  Just  a bit  slower,  doctor, 
because  Dr.  Angrist  is  trying  to  take  these  questions 
down  that  you  are  propounding,  and  you  perhaps 
don’t  give  him  quite  enough  time. 

Dr.  Vinicor:  I am  sorry. 

Speaker  Holcomb  : All  right,  doctor,  I think  you 
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can  proceed. 

Dr.  Vinicor:  Number  five,  exactly  how  much 
blood  has  been  taken  and  utilized  in  New  York 
City  and  exactly  how  much  blood  has  been  taken 
and  utilized  upstate?  Now,  mind  you,  by  that 
question,  I mean  if  blood  were  taken  upstate  and 
utilized  in  New  York  City,  that  credit  should  be 
given  to  New  York  City  if  you  credit  it.  Thank 
you. 

Speaker  Holcomb:  Dr.  Angrist,  did  you  get  the 
context  of  those  questions,  or  would  you — I think 
Dr.  Williams  is  going  to  ask  Dr.  Vinicor  for  them. 

Dr.  Angrist:  That  is  all  right,  I have  them  down. 

Mr.  Speaker,  I think  it  might  save  time,  from  what 
I see  in  the  buzzing  about,  if  I read  the  analysis  of 
our  committee  report.  It  is  a four-page  analysis, 
but  those  questions  are  all  answered  in  this  analy- 
sis, and  many  other  questions  that  are  covered  by  it, 
also.  I will  be  guided  by  your  own  suggestion  in 
this  regard. 

Speaker  Holcomb:  Take  one  question  at  a time. 
I will  ask  Dr.  Angrist  to  answer  one  question  at  a 
time,  if  you  will,  please. 

Dr.  Angrist:  The  program  of  the  Blood  Assur- 
ance is  superior  to  the  Red  Cross.  The  Red  Cross 
is  not  achieving  this  goal  in  many  parts  of  the  State, 
and  particularly  in  New  York  City.  In  New 
York  City  it  is  short  about,  well,  surely  110,000 
pints  of  blood  to  match  the  need.  What  is  most 
important  is  that  the  Red  Cross  can  do  this  job 
superiorly,  best,  during  a war,  but  during  the  time  of 
peace,  the  appeal  which  the  Blood  Assurance  pro- 
gram offers  is  a better  basis  for  obtaining  blood. 

As  you  know,  the  appeal  is  this:  Any  one  person 
donating  a pint  of  blood  can  name  any  ten  people 
who  will  in  turn  be  given  a minimum  of  four  pints 
of  blood.  And  so  far,  usually,  more  has  been  avail- 
able for  such  return.  That  is  a guarantee  for  each 
donor,  and  so  far,  we  have  been  able  to  meet  those 
propositions,  those  demands. 

As  for  the  deficit.  I did  mention  a total  deficit 
was  $102,000  so  far. 

The  intangible  benefits.  This  is  gone  into 
in  detail  in  our  analysis. 

Gentlemen,  the  medical  profession  has  always 
assumed  the  responsibility  of  the  medical  care  of  the 
injured.  It  has  been  part  of  our  activity  that  has 
elevated  us  above  any  other  profession  except  the 
ministry.  With  insurance  programs  coming  into 
being  and  subsidies  by  Federal  and  other  govern- 
ment agencies,  curtailing  the  need  for  this  aspect 
of  our  activity  in  no  small  measure,  we  have  here  an 
opportunity  to  continue  an  aspect  of  the  idealism  in 
our  profession  which  is  bound  to  give  us  great  bene- 
fits, bound  to  elevate  our  stature  in  the  eyes  of  the 
public  and  put  us  in  a position  for  peculiar  con- 
sideration as  a profession  different  from  other  pro- 
fessions. There  is  very  little  that  people  see  today 
in  what  we  do  as  compared  to  other  professions. 
This  is  one  important  aspect,  and  it  is  done  at  the 
cost  of  one  dollar  per  member  of  the  Society.  That 
is  the  total  cost  if  the  cost  continues  at  this  rate,  and 
there  is  every  reason  to  believe  that  the  cost  will  be 
diminishing  with  time. 

The  New  York  City  program — gentlemen, 


this  is  not  a New  York  City  program  at  all.  The 
benefits  of  this  program  to  date  have  all  been  up- 
state. New  York  City  does  not  have  this  program 
in  operation  for  a very  obvious  reason,  if  you  know 
the  circumstances,  because  the  program  has  been 
opposed  by  the  Greater  New  York  Hospital  Associa- 
tion. We  do  hope  that  ultimately  they  will  come 
into  this  program.  They  are  already  supporting  t he 
exchange  aspect  of  the  program,  and  that  I think  is 
a foot  in  the  door  to  obtain  their  unqualified  support 
soon  for  the  blood  assurance  aspect  of  this  program. 

The  total  amount  of  blood  that  has  been  acquired, 
I cannot  give  you  that  figure.  But,  in  New  York 
City,  the  need  is  300,000  pints  of  blood  per  year. 
One  third  of  this  is  obtained  by  the  individual  hos- 
pitals through  their  own  banks  on  the  basis  of  a two 
for  one  or  a three  for  one,  and  in  one  institution,  a 
one  for  one  exchange  basis.  The  one  third  of  the 
needs  of  New  York  City  are  met  by  the  purchase  of 
blood  for  which  $7.00  to  $10  per  pint  is  paid  to  the 
donor.  This  cost,  plus  the  additional  profit  which 
must  be  made  by  commercial  enterprises  is  passed 
on  to  whom?  To  the  patient  or  to  the  hospital 
in  the  case  of  the  injured  and  sick.  And  the 
physician  comes  into  the  picture  in  that  he  has 
not  the  blood  available  where  he  needs  it.  There 
is  time  lost.  Important  time  is  lost  at  the  juncture 
when  time  is  most  precious.  Those  are  the  aspects 
of  the  program  which  I think  should  deserve  some 
stressing  in  answer  to  that  question. 

As  for  upstate  New  York  supplying  blood  to  New 
York  City,  unless  I am  sadly  mistaken,  that  is  a 
misconception.  None  of  that  exists  to  my  knowl- 
edge. I am  ready  to  be  enlightened  if  anybody 
knows  of  any  facts  or  figures  or  circumstances  to  the 
contrary. 

Speaker  Holcomb:  Dr.  Masterson  is  recognized. 
Dr.  Masterson  is  the  chairman  of  the  Board  of 
Trustees. 

Dr.  John  J.  Masterson,  Trustee:  This  program 
up  to  the  present  time  has  cost  us  $102,000.  They 
are  now  requesting  $25,000  more.  When  this  pro- 
gram was  first  proposed  to  the  House  of  Delegates, 
and  it  is  in  the  minutes  of  the  House  of  Delegates, 
Dr.  Freedman  of  New  York  cautioned  us  at  that  time 
to  be  careful  as  to  what  we  are  going  to  do  because 
he  prophesied  that  the  cost  in  the  future  might  be 
astronomical. 

This  year  we  celebrated  our  sesquecentennial 
anniversary.  In  the  one  hundred  fifty  years  we 
have  accumulated  a surplus  of  around  $750,000. 
We  were  told  yesterday  that  we  had  a surplus  over 
a million  dollars,  which  is  true  in  a way,  but  about 
$250,000  of  that  surplus  is  in  our  War  Memorial 
Fund  and  cannot  be  used  for  any  other  purpose  of 
the  Society. 

The  speaker  spoke  about  the  intangible  benefits 
as  a result  of  the  blood  program,  but  let  us  be  prac- 
tical. You  can’t  pay  bills  with  intangible  benefits. 

I don’t  know  how  it  is  in  the  rest  of  the  State,  but  in 
Kings  County  we  have  never  had  any  blood  problem 
there.  I have  been  connected  for  many  years,  with 
two  hospitals,  and  I have  never  heard  that  any  of 
our  staff  at  any  of  our  staff  meetings  complained  that 
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there  was  any  difficulty  of  the  staff  obtaining  blood. 

Now,  I think  the  House  of  Delegates  should  real- 
ize what  this  has  cost  us  and  how  much  they  intend 
to  keep  on  appropriating  for  this  program.  If  you 
will  recall,  those  who  were  members  of  the  House 
at  that  time,  about  three  years  ago,  Dr.  Reuling 
spoke  very  strongly  about  the  matter,  and  I believe 
at  that  time  they  owed  us  about  $70,000,  and  the 
House  said,  “Well,  we  will  give  them  $10,000  more.” 

I know  the  men  on  the  blood  program  are  well- 
meaning.  I don’t  mean  to  criticize  them  in  any  way, 
but  year  after  year  they  have  come  before  us  here 
and  told  us,  “Tomorrow  the  sun  is  going  to  shine; 
we  will  have  this  program  on  a paying  basis  and  we 
won’t  need  any  more  money.”  Now  they  want 
$25,000  more.  I am  just  presenting  this  for  your 
consideration  and  ask  you  to  decide  how  much  more 
of  our  assets  are  going  to  be  used  for  the  blood  pro- 
gram. Personally,  while  we  are  carrying  this  on 
our  books  as  a loan,  I doubt  very  much  that  that 
loan  will  be  repaid. 

Speaker  Holcomb:  Dr.  George  of  Genesee 

County  is  recognized. 

Dr.  Alfred  L.  George,  Genesee:  Mr.  Speaker 
and  House  of  Delegates,  the  County  of  Genesee  has 
a peculiar  stake  in  this  program,  as  we  were  the 
county  that  had  the  initial  pilot  program.  In  the 
way  it  was  conducted  in  Genesee  County,  it  was 
successful  beyond  our  fondest  expectations,  and  if 
it  could  be  carried  out  in  every  county  in  the 
State  of  New  York  like  it  was  conducted  in  Genesee 
County,  not  only  would  the  Medical  Society  of  the 
State  of  New  York  have  its  $100,000  back,  but  the 
program  as  a whole  would  be  far  more  successful 
than  any  of  us  realized. 

The  reason  the  program  was  instituted  in  the  first 
place  was  because  the  Red  Cross  procuring  program 
needed  implementation.  There  are  many  places 
in  the  State  in  which  the  Red  Cross  has  not  fulfilled 
its  obligation  as  far  as  procuring  blood.  There 
have  been  many  instances  where  hospitals  have  been 
told  that  they  are  out  of  the  Red  Cross  blood  pro- 
gram because  of  insufficient  amount  of  blood  col- 
lected in  a certain  area,  and  I know  that  for  a fact. 
I can’t  give  you  any  specific  instances,  but  they  are 
on  record. 

Now,  if  New  York  City  alone  would  cooperate, 
the  medical  profession  in  New  York  City  and  the 
allied  hospital  associations,  there  would  be  no 
problem.  We  gave  a token  approval,  but  that  is 
as  far  as  itfgoes.  It  is  certainly  not  a New  York 
City  program,  and  if  it  was,  there  wouldn’t  be  any 
question  of  its  success.  That  is  all. 

Speaker  Holcomb:  Thank  you.  Dr.  Freedman 
is  recognized. 

Dr.  Samuel  Z.  Freedman,  Assistant  Treasurer: 
Mr.  Speaker  and  members  of  the  House,  I certainly 
don’t  intend  to  belabor  the  point,  the  predictions 
that  were  made  at  the  beginning  of  this  program. 
The  predictions  were  not  made  because  I believed 
that  I knew  so  much  about  the  future,  that  I knew 
so  much  about  finance,  that  therefore  I could 
foresee  the  future  and  predict  what  has  come  to  pass. 

To  me,  at  that  time,  there  was  one  question  in  my 
mind,  the  question  which  incidentally  has  not  yet 


been  answered.  Why  was  this  program  originally 
suggested?  If  one  comes  up  with  new  legislation, 
there  is  usually  a reason  presented.  You  may  not 
agree  with  the  reason,  but  usually  the  proposers  of 
the  legislation  give  some  reasons.  I still  have  to 
learn  what  those  reasons  were.  It  surprises  me 
that  now  the  onus  is  being  put  by  some  speakers 
upon  the  lack  of  cooperation  by  the  profession  in 
New  York  City.  I have  been  practicing  in  New 
York  City  for  quite  a while.  I am  in  a specialty 
where  certainly  blood  is  of  the  essence  in  very 
many,  many  of  the  cases.  I have  not  yet  met  the 
situation  where  blood  was  short.  I haven’t  heard 
in  New  York  City  any  clamor  for  this  program. 
The  fact  of  the  matter  is  that  it  isn’t  working  in 
New  York  and  New  York  City  seems  to  be  getting 
along.  That,  however,  may  be  besides  the  point. 

I wish  at  this  point  to  point  out  that  your  refer- 
ence committee  report  was  a very  emotional  one  and 
spoke  about  humaneness  and  about  the  great  pro- 
fession. Mind  you,  we  are  only  second  in  his 
estimation.  He  spoke  about  what  we  owe  the  people 
and  so  on  and  so  forth,  and  particularly  he  mentions 
public  relations. 

As  one  who  has  just  gone  through,  as  your  chair- 
man of  the  Sesquicentennial  celebration  which  was 
geared  to  improve  our  public  relations,  and  also  as 
the  president  of  the  Medical  Society  of  the  County 
of  New  York,  which  with  the  other  county  societies 
instituted  the  Salk  inoculation  program  for  better 
public  relations,  and  as  one  who  has  been  very  much 
concerned  about  the  cost  in  money,  our  money,  of 
public  relations,  I at  this  point  find  myself  very 
cynical  about  the  value  of  approaching  everything 
with  the  idea  that  we  are  going  to  buy  love.  I 
don’t  think  we  can  buy  love,  whether  it  is  of  an 
individual  or  whether  it  is  of  other  nations. 

You  just  can’t  buy  it.  This  comes  down  to  a 
very  practical  materialistic  thing.  An  organiza- 
tion which  is  not  ours,  a separate  organization,  is 
now,  to  use  the  vernacular,  into  this  Medical 
Society  of  the  State  of  New  York  for  $102,000  odd, 
and  the  proposal  is  to  keep  on  going  into  us  for  more 
money.  That  is  what  we  are  considering,  and  as 
your  assistant  treasurer,  and  as  a member  of  your 
budget  committee,  I feel  it  my  duty  to  implement 
what  the  treasurer  has  stated,  who  owes  you  an 
obligation  to  protect  your  money.  We  voted  him 
a great  vote  of  thanks  for  his  activities  in  the  last 
year,  and  that  we  have  a surplus.  Would  you,  by 
the  same  token,  condemn  him  then  if  by  your  activ- 
ities we  come  up  with  a deficit? 

We  have  to  have  a clarification;  what  is  this  all 
about?  If  you  desire,  and  if  this  program  in  your 
estimation  is  so  essential  for  the  benefit  of  our  public 
relations  and  our  obligation  to  the  public  to  help 
them  in  this  humane  activity,  then  let  us  once  and 
for  all  stop  fooling,  stop  kidding  ourselves.  Let  us 
make  it  part  of  our  activities  and  take  over  this 
program,  and  I assure  you,  I agree  with  our  treas- 
urer, we  can  do  it  cheaper  if  it  is  part  of  our  activi- 
ties. But  this  idea  of  going  outside  with  a separate 
board  of  directors,  and  I think  a year  or  so  ago  we 
had  quite  an  explanation  about  this  thing,  they  run 
it,  but  when  they  need  “dough”  they  come  to  us. 
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Now  we  have  lent  them  the  money.  Incidentally, 
we  don’t  even  have  a piece  of  paper  to  show  for  it. 
But  the  fact  of  the  matter  is,  all  they  want  from  us 
is  money.  Maybe  they  are  entitled  to  it.  I say 
we  need  a clarification.  I say  once  and  for  all  let 
us  clarify  this  thing;  let  us  decide  whether  this  pro- 
gram is  essential  to  the  Medical  Society  of  the 
State  of  New  York,  the  entire  State.  If  it  is  essen- 
tial, let  us  cut  out  the  other  thing.  Let  us  put  it  in 
our  pockets,  so  to  speak.  Let  us  run  it. 

Now,  the  point  of  the  $25,000,  which  may  be  the 
only  part  of  what  I will  say  which  is  germane  really 
to  the  report,  is  I have  heard  previous  figures  agreed 
upon  by  the  House.  Once  it  was  $18,000.  As  a 
matter  of  fact,  what  happens  is  this:  They  run 
short  of  money.  They  come  to  the  Council. 
Then  the  argument  is  raised  that  we  have  to  do  it. 
If  we  stop  it  now  it  is  bad  publicity  and  so  on  and  so 
forth.  The  money  is  appropriated,  anyhow.  Why 
not,  instead  of  specifying  an  amount  of  money,  if 
it  is  in  order,  modify  the  report,  the  request  pertain- 
ing to  money,  to  leave  this  thing  up  to  the  Council 
and  Trustees  to  decide  with  power  to  change  what- 
ever set-up  can  be  changed  so  that  this  can  be  done 
at  the  least  cost.  And  if  that  is  in  order,  I would  so 
move  to  amend  that  part  of  the  report  having  to  do 
with  the  $25,000. 

Speaker  Holcomb:  The  Chair  recognizes  Dr. 
Wurzbach.  I am  sorry,  Dr.  Freedman. 

Dr.  Freedman  : Is  my  motion  to  be  voted  on? 

Speaker  Holcomb  : You  made  a motion  to  amend. 
Is  there  a second? 

Chorus:  Seconded. 

Speaker  Holcomb:  There  is  a motion  to  amend. 
Dr.  Freedman  moves  to  amend  that  it  be  referred 
to  the  Council  and  Board  of  Trustees.  It  has  been 
seconded.  Is  there  any  discussion  on  the  amend- 
ment? 

Voice:  With  power? 

Speaker  Holcomb  : With  power. 

Is  the  House  ready  to  vote  on  this  amendment? 
Dr.  McCarty  is  recognized. 

Dr.  Charles  F.  McCarty,  Kings:  I had  written 
out  something  before  Dr.  Freedman  started  to  talk 
with  the  idea  maybe  we  could  get  through  with  this, 
and  his  amendment,  if  he  will  accept  what  I add  to 
it,  subject  to  the  approval  of  a contract  between 
the  Blood  Banks  Association,  if  that  is  the  official 
title,  and  the  Board  of  Trustees  of  the  Medical 
Society  of  the  State  of  New  York,  if  such  a contract 
is  legal. 

In  other  words,  the  question  that  was  brought  up, 
as  I heard  it  in  the  Treasurer’s  report,  is  there  is  a 
question  in  the  minds  of  the  Board  of  Trustees  and 
the  Treasurer  whether  they  have  the  right  to  con- 
tinue to  do  this  without,  as  Dr.  Dattelbaum  said, 
some  contract  or  agreement  from  the  Blood  Banks 
Association.  The  other  thing  is,  as  I would  inter- 
pret the  report  of  the  committee,  they  are  now  recom- 
mending that  this  be  put  in  the  budget  of  the  Society. 
That  is  what  they  recommend,  that  it  would  be  put 
in  the  budget  of  the  Society,  and  I think  certainly, 
before  you  would  do  that,  that  this  legal  aspect 
should  be  cleared  up.  Will  you  accept  what  I propose? 


Speaker  Holcomb:  Dr.  Freedman  accepts  your 
amendment,  Dr.  McCarty.  Dr.  Wurzbach  is 
recognized. 

I)r.  Frederick  A.  Wurzbach,  Jr.,  Councillor: 
Mr.  Speaker,  and  members  of  the  House.  I think 
1 should  start  with  a couple  of  “whereases” — Where- 
as, I am  not  interested  in  any  particular  blood  bank, 
and  whereas,  for  two  years  I had  the  hot  spot  that 
Dr.  Angrist  now  has. 

I think  I could  speak  fairly  and  sensibly  on  this 
subject.  I have  come  to  the  absolute  conclusion, 
and  I told  that  to  the  reference  committee,  that  one 
of  two  things  must  be  done.  Either  this  thing  must 
be  accepted  as  part  of  the  function  of  the  State 
Society,  or  get  out  of  it. 

What  a speaker  said  before  is  absolutely  right. 
You  can’t  buy  public  opinion,  good  public  opinion. 
The  only  thing  you  can  do  is  prove  that  you  are 
worthy  of  it. 

Now,  I will  say  that  this  program  is  certainly 
very  magnificent  evidence  of  the  fact  that  the 
Medical  Society  of  the  State  of  New  York  is  inter- 
ested in  the  people  and  that  they  may  in  places 
where  blood  is  difficult  to  obtain,  obtain  blood  even 
in  the  very  difficult  types  of  blood.  This  is  a worth- 
while thing.  I am  thoroughly  convinced  of  that, 
and  I also  believe  that  the  amendment  as  presented 
is  a good  sound  practical  and  factual  handling  of  a 
condition  which  is  manifestly  complex. 

Speaker  Holcomb:  Dr.  Ogden  is  recognized. 

Dr.  Herbert  S.  Ogden,  New  York:  Mr.  Speaker, 
I want  to  say  that  I am  thoroughly  in  accord  with 
the  statements  made  by  Dr.  Freedman,  Dr.  Wurz- 
bach, and  others.  I think,  however,  there  is  one 
facet  of  this  that  we  have  got  to  get  back  into  our 
thinking  and  into  our  minds.  We  are  a House  of 
Delegates  elected  by  doctors  to  represent  doctors 
for  the  benefit  of  doctors.  Now,  if  this  program  is 
good  for  doctors,  then  let  us  go  ahead  and  do  it. 
If  it  costs  us  money,  all  right.  We  are  rich.  We 
have  $750,000.  It  is  a little  hard  to  understand 
why  a nonprofit  membership  organization  such  as 
this  has  three  quarters  of  a million  dollars.  But  it 
has.  If  this  is  good  for  the  doctors,  then  let  us  do 
it.  If  it  is  good  for  the  public,  as  a secondary  con- 
sequence to  it  being  good  for  the  doctors,  then  that 
is  so  much  gravy.  I think  that  it  is  not  our  job  to 
go  around  setting  up  philanthropic  organizations  for 
the  benefit  of  the  public.  We  are  doctors  elected 
to  represent  doctors.  If  it  is  good  for  the  medical 
profession,  let  us  do  it. 

Speaker  Holcomb:  Dr.  Farinola  of  Nassau 

County. 

Dr.  Gerard  V.  Farinola,  Nassau:  Mr.  Speaker, 
I am  wondering  if  we  are  not  putting  the  cart 
before  the  horse.  As  a matter  of  order  and  infor- 
mation, did  we  not  within  the  last  year’s  House  of 
Delegates  meeting  state  unequivocally  that  if  this 
program  was  not  successful  this  year,  that  it  would 
be  discontinued;  and  that  this  House  of  Delegates 
allow  the  Blood  Banks  Association  to  try  it  for  one 
more  year  and  if  not  proved  successful,  it  would  then 
at  that  time  relinquish  its  dreams. 

So  that  before  considering  the  allotment  of  funds 
for  further  activity,  I wonder  if  it  would  not  be  in 


Part  II — September  1,  1957 


141 


HOUSE  OF  DELEGATES 


order  to  discuss  the  acceptance  of  this  program  in 
the  first  place,  whether  we  should  have  it  or  not, 
before  we  make  provisions  for  an  allowance. 

Speaker  Holcomb:  I shall  ask  Dr.  Angrist  if  he 
wishes  to  reply  or  answer  that  question  as  to  the 
House  of  Delegates.  I know  he  is  quite  conver- 
sant with  it  after  going  with  this  for  the  last  four 
years. 

Dr.  Angrist:  There  was  some  discussion  to  that 
effect  before  the  House  of  Delegates,  to  my  knowl- 
edge, but  I do  not  think  any  formal  adoption  of  that 
principle  was  included  in  the  proceedings. 

Speaker  Holcomb:  I shall  call  on  Dr.  Wurz- 
bach.  He  is  quite  also  conversant  with  this  item. 
It  has  been  brought  up  in  the  Council,  and  I know 
that  he  can  answer  that. 

Dr.  Wurzbach:  The  question  that  was  brought 
up  last  year  revolved  greatly  upon  the  differentiat- 
ing of  the  words  “insurance”  and  “assurance.” 
The  assurance  program  was  not  questioned.  The 
insurance  part  if  the  Commissioner  of  Insurance  of 
the  State  of  New  York  had  classified  it  as  “Insur- 
ance,” then  the  Council  would  have  had  to  take 
action  whether  to  continue  it  under  the  Insurance 
Department  or  abrogate  the  entire  program. 

Speaker  Holcomb:  Thank  you,  doctor.  Dr. 
Berger  is  recognized. 

The  Chair  must  limit  the  time  of  discussion  of  any 
one  member  to  three  minutes. 

Dr.  Herbert  Berger,  First  District  Branch: 
You  should  have  said  that  before,  or  after  I finish. 

Speaker  Holcomb:  I didn’t  realize  the  discus- 
sion would  go  to  such  an  extent.  I think  we  can 
limit  our  debate,  each  one,  to  three  minutes.  I 
think  you  can  save  a great  deal  of  time. 

Dr.  Berger:  Mr.  Speaker  and  members  of  the 
House,  there  have  been  many  statements  made  here 
this  morning  in  some  heat  which  were  far  from 
accurate. 

In  the  first  place,  like  Dr.  Wurzbach,  I would 
like  to  define  my  position  in  this  situation.  One 
year  ago  I sat  on  the  benches  as  you  are  sitting  now, 
as  an  individual  trying  to  understand  something 
about  this  blood  bank  situation.  In  between  ses- 
sions, I was  asked  by  the  president  and  the  presi- 
dent-elect of  the  Medical  Society  of  the  State  of 
New  York,  whether  I would  for  you  take  over  the 
presidency  of  the  Blood  Banks  Association.  There- 
fore, I must  state  unequivocally  in  the  first  place 
that  I have  been  a member  of  the  Medical  Society 
of  the  State  of  New  York  for  twenty-five  years; 
I have  been  a member  of  the  Blood  Banks  Associa- 
tion for  one  year.  My  sympathies  are  entirely  in 
the  direction  of  the  Medical  Society  of  the  State  of 
New  York.  I am  your  representative.  I am  not  a 
“Blood  Banker.”  Therefore,  there  are  no  axes  to 
grind  in  what  I have  to  say  to  you. 

Now,  in  an  effort  to  work  then  for  the  House  of 
Delegates  and  for  the  Medical  Society'  of  the  State 
of  New  York,  I attempted  to  find  out  some  of  the 
answers  to  questions  that  are  plaguing  us  today,  and 
it  has  taken  me  almost  a year  to  do  this,  and  I still 
probably  have  a good  deal  to  learn,  but  I will  try 
now  to  answer  some  of  these  questions  that  arose. 
Please  do  not  refer  any  longer  to  the  Blood  Banks 


Association  as  “they,”  because  it  is  “us.” 

The  first  question  that  was  raised  was  why  is 
there  a blood  bank  program,  and  I think  this  is 
probably  the  most  significant  of  them  all.  If  it  is 
the  concept  of  physicians,  and  mind  you,  I say  this 
without  any  criticism  of  any'  of  those  who  hold  this 
concept,  that  blood  is  a material  that  is  used  by 
patients  and  therefore  should  be  paid  for  by  them, 
then  there  is  no  need  whatever  for  any'  kind  of  a blood 
program.  And  if  that  is  y'our  belief,  then  you  should 
vote  this  program  down. 

Now,  the  reason  I say  this  is  that  there  is  never  a 
shortage  of  blood  if  the  amount  paid  for  blood  is 
high  enough.  Put  the  donor  fee  up  high  enough  and 
I assure  you  you  can  supply'  all  the  blood  that  you 
need.  Just  to  prove  this  point,  the  .American 
Medical  Association  Journal  carried  a report  from 
Russia  in  an  issue  about  one  month  ago  pointing  out 
there  was  no  blood  shortage  whatever  in  the  whole 
Soviet  Union,  and  further  along,  they  pointed  out 
that  the  fee  paid  to  a donor  was  250  rubles.  Well, 
I attempted  to  discover  what  that  amounts  to; 
can  we  understand  that  donor  fee.  We  know  that 
we  have  donor  fees  in  this  country  that  run  any- 
where from  $6.00  or  $7.00  up  to  $20  and  $25,  and 
that  wherever  blood  is  short  and  one  believes  in 
this  type  of  blood  banking,  the  shortage  can  alway's 
be  met  by'  increasing  the  price. 

So,  in  y'our  behalf,  I called  the  Russian  Consulate 
and  asked  them  what  is  a ruble  worth  and  they'  told 
me  it  is  worth  twenty'-five  cents  in  American  money'. 
That  would  mean  that  their  donor  fee  is  $67.50. 
However,  I doubt  if  this  was  really  an  accurate 
description  of  the  ruble.  So,  I asked  the  New  York 
Times  to  tell  me  what  the  answer  to  this  question 
was.  They  referred  me  to  the  Wall  Street  Journal. 
They  in  turn  referred  me  to  an  international  bank- 
ing house  called  B.  M.  & Company  who  said  if  I 
had  250  rubles  they'  would  give  me  four  cents  apiece 
for  them.  Now,  this  is  still  difficult,  however,  to 
translate  into  the  kind  of  thinking  that  we  have 
because  what  does  four  cents  buy  in  Russia  and  what 
does  four  cents  buy'  here? 

I met  John  Gunther,  not  long  ago,  and  he  had 
just  come  back  from  a trip  to  Moscow,  and  I asked 
him  what  was  a ruble,  and  having  spent  six  or  seven 
weeks  there,  he  wasn’t  sure,  either,  but  he  did 
remember  walking  across  Red  Square  in  Moscow 
and  stopping  and  buy'ing  a beautiful  red  apple  and 
it  cost  one  ruble.  Now,  I think  you  can  under- 
stand what  a ruble  is  worth.  Such  an  apple  here  is 
ten  or  fifteen  cents.  Certainly  it  is  250  American 
apples,  and  this  is  a commodity'  that  y'ou  can 
understand. 

Now,  there  are  advantages  and  disadvantages  to 
such  procurement  of  blood  on  the  purchase  of  blood 
from  donors.  This  is  certainly  a debatable  subject 
and  a good  deal  can  be  said  on  either  side  of  this 
subject.  The  advantages  have  already  been  pointed 
out  to  you.  There  are  no  blood  shortages  if  you  are 
willing  to  pay  enough  for  it.  There  are,  however, 
some  disadvantages.  Where  the  donor  is  paid  a 
fee  for  blood,  his  motivation  is  to  obtain  money. 
Therefore,  he  may  or  may  not  answer  accurately 
such  questions  that  indicate  what  his  previous 
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nutritional  status  was;  whether  or  not  he  has  had 
malaria,  whether  he  has  ever  had  jaundice,  or 
whether  or  not  he  is  a drug  or  alcoholic  addict. 
Now,  we  do  not  have  any  satisfactory  test  that 
would  adequately  describe  to  us  whether  or  not  an 
individual  is  giving  us  good  or  bad  blood.  There- 
fore, we  are  at  the  mercy  of  a donor  who  is  motivated 
only  by  dollars.  The  shortage  in  New  York  City 
is  about  100,000  pints.  This  is  not  unique.  It 
exists  throughout  the  State.  I happen  to  know  the 
figures  here.  I know  that  the  Red  Cross  has  not 
been  efficient  in  supplying  blood  all  over  the  State. 
We  have  reports  that  have  come  to  us  from  many 
areas,  including  one  of  the  large  centers  in  Syracuse 
where  the  Red  Cross  has  a fine  leading  center. 
We  do  not  feel  that  we  are  in  competition  with  the 
Red  Cross  or  with  any  other  means  of  obtaining 
blood.  We  do  feel  that  we  have  a supplemental 
service  to  offer.  Someone  raised  a question  of 
public  relations — 

Speaker  Holcomb:  May  I remind  the  speaker 
that  you  have  had  seven  minutes  so  far,  doctor. 
I am  afraid  I will  have  to  ask  you  to  perhaps 
summarize  at  some  point.  I know  the  House  will 
perhaps  agree  with  me  to  extend  your  time  to  a 
reasonable  limit. 

Is  the  House  ready  to  have  Dr.  Berger  go  on  for 
another  five  minutes? 

Chorus:  Aye. 

Speaker  Holcomb:  All  right,  doctor,  go  ahead. 

Dr.  Berger:  Thank  you,  Mr.  Speaker. 

To  give  you  some  idea  of  the  public  relations 
value  of  this  project,  this  is  always  a community 
project  when  the  blood  assurance  program  is  run. 
It  was  always  run  by  the  Elks,  the  Kiwanis,  the 
Parent-Teachers  Association,  labor  unions,  and  the 
like.  In  Middletown  our  program  there  was  run 
under  the  chairmanship  of  Dr.  Mamelok  who  was 
appointed  by  the  county  society  there  to  do  this 
job.  At  the  conclusion  of  this  program,  he  was 
voted  by  the  chamber  of  commerce  of  that  city  as 
the  most  valuable  citizen  of  the  year.  This,  I 
think,  is  good  public  relations,  and  this  is  a type  of 
thing  that  we  have  seen  happen  in  every  community 
where  the  program  has  been  at  work. 

I think  as  one  of  the  speakers  suggested  that  we 
divorce  humanity  from  the  practice  of  medicine. 
Well,  I hesitate  to  even  comment  on  it.  I do  not 
think  that  it  has  a place  in  our  halls.  Certainly, 
we  think  we  practice  a profession,  and  I have 
always  felt  a distinguishing  technic  between 
businesses  and  professions  lay  in  that  area. 

The  question  of  acceptance  or  not  in  the  New 
York  City  area  is  one  of  paramount  importance, 
because  at  the  present  moment  this  program  can 
never  become  financially  successful.  You  should 
recognize  this.  It  will  only  become  financially 
successful  if  the  large  metropolitan  areas  go  into  it, 
like  New  York  City. 

The  difficulty  in  this  area  is  one  that  is  much 
larger  than  the  blood  program.  There  is  enormous 
hostility  between  the  Greater  New  York  Hospital 
Association  and  the  medical  profession,  and  it  is  in 
this  area  that  we  have  come  to  a problem  because 
the  individual  hospitals  in  New  York  City  want 


this  program,  make  no  mistake  about  it.  It  works 
very  well  for  the  hospital.  In  the  first  place, 
hospitals  do  not  have  to  spend  money  to  buy  blood 
for  indigent  patients  under  our  program.  They 
still  make  some  money  on  typing  and  crossmatching 
blood  that  is  brought  in  under  these  technics. 
They  charge  for  administering  the  blood. 

And  they  too  are  interested  in  public  relations. 
One  hospital  administrator  in  Rockland  County  was 
so  pleased  with  this  program  that  he  said  he  would 
continue  it  if  it  cost  him  money  because  it  en- 
gendered such  good  public  relations  in  his  com- 
munity. 

One  hospital  in  Richmond  County  was  painted. 
Mind  you,  the  hospital  was  painted  by  donors  who 
came  in  through  this  program  because  the3'  had 
become  friends  of  the  institution.  Most  of  our 
losses  occurred  because  the  Greater  New  York 
Hospital  Association  refused  to  go  into  this  program, 
and  I think  this  is  something  that  the  public  ought 
to  know,  because  by  refusing  to  do  this  three  years 
ago,  it  is  perfectly  true  they  cost  us  about  $50,000 
or  $60,000,  but  they  cost  the  people  of  this  city 
some  four  and  a half  million  dollars.  These  are 
figures  that  can  be  substantiated.  I think,  as  Dr. 
Masterson  so  well  pointed  out,  we  have  three  years 
ago  owed  to  ourselves — I won’t  say  “you”  because 
I am  more  a member  of  the  State  Society,  as  I 
pointed  out  before,  than  a member  of  the  Blood 
Banks  Association,  but  we  were  behind  $70,000 
three  years  ago.  And  now,  in  an  additional  three 
years,  we  have  gone  back  $30,000.  So  that  the 
deficit  is  less  than  it  was.  The  reason  we  ask  for  so 
much  this  year  is  that  we  are  implementing  an 
entirely  new  program  which  will  mean  that  we 
will  have  to  travel  over  a 13-state  area  in  order  to 
get  our  clearing  house  program  started,  everywhere 
from  Maine  to  West  Virginia. 

I am  perfectly  in  accord  with  the  request  of  Dr. 
Dattelbaum  that  the  economics  of  this  situation  be 
taken  over  by  the  treasurer.  I think  that  is  where 
they  belong.  If  it  were  legally  possible  for  this 
Association  to  disband,  and  I hope  it  is,  I would  be 
tickled  to  death,  and  I am  sure  that  my  wife  and 
children  would  vote  you  a vote  of  thanks  because 
this  has  been  without  question  the  most  arduous 
task  I have  undertaken  for  organized  medicine. 
Thank  jmu  for  your  indulgence. 

Speaker  Holcomb:  Thank  you,  Dr.  Berger. 
Dr.  Eggston  wishes  to  be  recognized. 

I shall  enforce,  even  with  a very  good  friend, 
Andy  Eggston,  the  three-minute  rule,  unless  the 
House  of  Delegates  demands  further  time. 

Dr.  Andrew'  A.  Eggston,  Ex-President:  Thank 
you,  Mr.  Speaker.  I w'on’t  take  too  much  of  your 
time,  but  there  w’ere  many  things  said  about  heat 
in  many  places  and  very  little  light,  and  I think 
there  were  some  things  that  were  said  that  were  not 
intended  to  be  said,  and  that  is  probably  evident. 
It  was  said  the  Association  was  not  being  run  as  it 
should  be  run  by  one  of  the  directors  and  the 
treasurer,  but  I know  that  they  are  pretty  good 
watchdogs  and  they  are  trying  to  do  a good  job  for 
a very  good  cause. 

I want  to  start  out  with  that  idea,  that  it  is  a 
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good  cause.  It  wasn’t  my  baby,  but  I had  been 
working  with  it,  and  I put  in  a lot  of  time  on  it,  and 
it  was  great  public  relation  value.  I am  thinking 
of  Dr.  Freedman  to  some  extent.  I think  maybe 
there  should  be  a realignment  of  the  Association. 
We  started  out  in  the  raw.  We  started  out  with  an 
Association  that  was  supposed  to  be  under  the 
auspices  of  the  State  Society,  and  officers,  former 
officers  of  the  State  Society  were  asked  to  serve  on 
this  board  of  directors,  and  I have  continued  to  serve 
because  I felt  that  was  a service  that  I could  give 
not  only  to  the  State  Society  but  to  the  patients, 
the  people. 

Now,  they  say  there  is  no  need  for  it.  Sure  there 
is  no  need  for  a surgeon  and  an  obstetrician,  who 
can  tell  the  pathologist  to  get  it  or  the  technicians. 
We  are  the  ones  that  are  at  the  rough  end  of  this 
deal.  You  want  six  or  eight  pints  of  O-negative  blood 
and  there  is  probably  not  a blood  bank  in  the  city, 
and  there  are  times  when  not  a one  of  them  would 
have  three  pints  of  O-negative  blood.  We  are  at  the 
rough  end  of  this  thing  and  we  need  some  sort  of  a 
program,  and  you  need  it,  but  you  don’t  really  feel 
the  need  of  it  because  you  pass  the  request  on  to  the 
pathologist  or  to  the  blood  bank  and  there  are  many, 
many  demands. 

Sometimes  my  technicians  will  spend  an  hour  or 
more  calling  up  different  places  where  they  can  get 
blood,  and  the  Red  Cross  isn’t  adequate  because 
being  sort  of  a governmental  agency,  they  haven’t 
much  liberality  in  how  they  can  act  towards  giving 
blood.  Many,  many  times  for  indigent  patients 
we  have  been  unable  to  get  the  blood  at  all. 

As  far  as  the  cost,  don’t  think  that  the  blood 
that  comes  from  the  Red  Cross  is  free  blood.  They 
have  difficulty  in  their  own  way  in  getting  money. 
They  spend  a great  deal  on  it  in  these  Red  Cross 
regional  programs,  and  it  costs  a lot  of  money,  and 
it  costs  the  Red  Cross  money,  and  the  people’s 
money. 

You  can’t  say  either  we  have  spent  this  money. 
The  program  has  been  changed.  When  we  first 
started  out  it  was  sort  of  a beautiful  idea,  and  we 
made  mistakes  on  the  budget  and  plans  of  what 
we  really  needed,  and  what  could  be  done,  and  we 
found  it  was  impractical.  These  costs  have  been 
greatly  reduced  since  we  have  more  or  less  curtailed 
our  activity  on  the  assurance  program. 

I think  one  thing  that  we  have  accomplished  is 
that  we  have  gotten  a ruling  from  the  Insurance 
Department  that  the  offering  to  buy  blood  was  not 
insurance,  and  I think  that  is  a ruling  that  is  very 
important  for  all  sorts  of  blood  programs,  Red 
Cross  as  well  as  others.  It  is  not  money.  It  is 
blood  that  is  very  easily  destroyed.  It  doesn’t  last 
long.  I think,  and  I really  feel,  that  this  ought  to  be 
taken  back.  This  was  all  decided  by  the  Council. 
All  these  things  went  through  the  Council  before; 
so,  I think  it  might  be  well  again  for  the  Council 
and  the  Trustees  to  evaluate  the  program.  We 
have  been  taught  a lot  by  just  what  has  happened, 
and  what  we  need  and  what  the  future  demands.  I 
would  certainly  approve  of  it  being  taken  up  again 
and  proudly  put  it  in  the  subdivision  of  public  rela- 
tions or  public  health. 


Speaker  Holcomb:  Thank  you,  Dr.  Eggston. 

Now  I want  to  call  the  attention  of  the  House  of 
Delegates  to  the  fact  that  this  debate  is  supposedly 
on  Dr.  Freedman’s  amendment.  The  Chair  recog- 
nizes Dr.  Wolff.  Three  minutes,  please. 

Dr.  Ezra  A.  Wolff,  Assistant  Secretary:  I think 
I will  stay  within  my  three  minutes,  Mr.  Speaker. 

I don’t  think  there  is  any  question  about  the 
desirability  of  a program  which  will  supply  blood 
to  the  public  at  minimum  cost.  I think  we  are  all  in 
favor  of  that.  The  question  is  how  it  shall  be  ad- 
ministered. Are  we  capable  of  administering  it 
properly?  We  have  been  told  that  the  program 
that  we  have  will  ultimately  be  self-supporting.  In 
five  years  it  has  cost  us  $100,000,  which  is  an  average 
of  $20,000  a year.  Now  we  are  asked  to  put  in 
$25,000  for  the  next  year.  I question  whether  we 
are  going  in  the  right  direction. 

Second,  we  are  embarking  now  on  a North  East 
Clearing  House  program  which  covers  Id  states. 
It  is  to  my  knowledge  a fact  that  we  are  the  sole 
financial  support  of  the  13-state  area  program.  I 
would  like  to  know  why  do  we  support  13  states; 
why  cannot  there  be  equitable  distribution  of  the 
costs  over  these  areas?  I would  like  some  estimate 
as  to  when  this  will  be  self-supporting.  I don’t 
know  whether  these  questions  can  be  answered  now, 
but  I do  feel  if  we  adopt  the  amendment  before  us, 
which  is  to  refer  the  matter  to  the  Council,  with 
power  to  allocate  funds  as  it  sees  fit,  but  also,  I 
think  it  should  probably  go  further  and  give  the 
Council  power  to  terminate  this  program  if  it  be- 
comes such  a burden  that  it  cannot  be  carried  on 
sensibly,  which  seems  to  be  a distinct  possibility. 

I can  assure  you  that  I as  a member  of  the  Council 
will  jealously  guard  any  expenditures.  I am  sure 
that  you  heard  enough  Council  members  here  today 
to  know  that  there  are  a number  on  the  Council  who 
feel  the  same  way.  Our  problem  has  been  not  to 
keep  from  spending  money,  but  because  we  have 
been  tied  up  by  the  injunction  of  this  House  that 
certain  moneys  should  be  allocated.  It  is  possible 
that  this  program  might  have  been  terminated  if 
it  hadn’t  been  for  the  mandate  of  this  House  two  or 
three  years  ago.  So,  I urge  the  approval  of  Dr. 
Freedman’s  amendment,  which  as  I understand  it, 
would  put  the  power  of  spending  this  money  in  the 
hands  of  the  Council  with  recommendations  to  the 
Trustees  who  will  not  fix  an  arbitrary  maximum, 
but  I think,  will  maintain  a much  more  efficient 
control. 

Speaker  Holcomb:  Gentlemen,  is  the  House 
ready  for  the  question?  Dr.  Schiff. 

Dr.  Leonard  J.  Schiff,  Clinton:  I don’t  want  to 
add  to  this  discussion,  but  I think  we  are  entitled  to 
an  answer  to  Dr.  Wolff’s  questions  which  I think 
are  very  pertinent,  namely,  why  if  this  is  going  to  be 
so  self-supporting  is  it  costing  us  more  next  year 
than  it  has  in  the  past,  and  second,  when  can  we  ex- 
pect that  this  will  be  self-supporting?  I think  that 
is  very  pertinent. 

Speaker  Holcomb:  Pardon  me.  Dr.  Blake  is 
recognized. 

Dr.  James  M.  Blake,  Schenectady:  I am  sure 
that  you  all  want  to  hear  this,  but  I am  a little  con- 
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I used  and  I have  been  for  two  years,  listening  to 
this  blood  bank  discussion  about  two  phases.  It 
seems  to  me  that  there  was  a difference  between 
the  assurance  and  the  distribution  of  the  blood  bank 
or  the  clearing  house.  I wonder  if  we  could  clarify 
that  just  a minute.  As  I understand  it,  the  loss, 
the  financial  loss  is  in  the  blood  assurance  program; 
that  the  clearing  house,  there  has  been  very  little 
loss  in  that,  and  that  is  an  exchange  program  helpful 
to  us  as  physicians.  The  assurance  program  can 
be  the  Red  Cross  or  the  local  hospital  blood  bank  or 
anyone  else.  Am  I right? 

Speaker  Holcomb:  Dr.  Angrist  will  answer  that. 

Dr.  Angrist:  The  exchange  program  in  its  pres- 
ent form  expanded  to  be  the  North  East  Clearing 
House  and  shows  increasing  income.  If  you  will 
look  at  the  chart,  the  income  is  already  going  up. 
The  present  contractual  relationship  with  every  one 
of  the  13  states  includes  provisions  for  repayment  of 
all  of  our  expenditures  made  to  date  in  setting  this 
into  operation.  Such  repayment  is  a matter  of 
precedent.  It  has  occurred  wherever  any  single 
state  shows  it  has  initiated  the  program,  to  wit,  in 
California,  in  Illinois,  in  Florida,  and  in  Texas. 
That  money  is  bound  to  be  returned  to  us.  There 
is  every  assurance  of  that.  I don’t  know  the  time 
element  it  wall  be  returned. 

Mr.  Chairman,  may  I speak  on  the  amendment? 

Speaker  Holcomb:  Yes,  you  may  speak,  Dr. 
Angrist. 

Dr.  Angrist:  I think  there  is  some  misunder- 
standing there.  Your  reference  committee  had  in 
mind  exactly  what  Dr.  Freedman’s  amendment  in- 
cludes. Our  recommendations  are  as  follow's: 

That  the  Board  of  Trustees  include  in  its  budget  a 
$25,000  item  as  a maximum.  We  don’t  think  the 
expenditure  is  going  to  be  $25,000.  And  that  answers 
the  last  speaker’s  question,  too.  As  a maximum,  so 
that  the  House  will  be  reassured  on  that  score,  but 
that  that  money  should  be  doled  out  by  the  Board  of 
Trustees  on  the  basis  of  terms  and  stipulations 
which  the  Board  of  Trustees  sets  down,  which  is  ex- 
actly the  purpose  of  Dr.  Freedman’s  amendment. 
I therefore  see  no  purpose  in  the  amendment. 

Speaker  Holcomb:  I think  that  the  amendment, 
Dr.  Angrist,  gives  it  to  the  delegates  directly  and 
empowers  the  Council  and  Board  of  Trustees  to 
carry  on  this  program  with  the  added  stipulation 
that  Dr.  McCarty  has  added,  subject  to  the  approval 
of  the  contract  between  the  Blood  Banks  Association 
and  the  Board  of  Trustees  of  the  Medical  Society  of 
the  State  of  New  York,  if  such  a contract  is  legal. 
I think  that  strengthens  the  force  of  the  amendment. 

Are  you  ready  for  the  question?  Those  in  favor 
will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Those  opposed,  no. 

Chorus:  Nay. 

Speaker  Holcomb:  The  ayes  have  it,  and  the 
motion  is  carried. 

Dr.  Angrist:  Mr.  Speaker,  may  I move  the 

adoption  of  this  part  of  our  report,  Part  VII  of  our 
report,  as  amended. 

Chorus:  Seconded. 

Speaker  Holcomb:  It  is  seconded.  Is  there 


any  discussion?  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no.  It  is  so  or- 
dered. 

Dr.  Angrist:  Mr.  Speaker,  may  I also  move  then 
the  adoption  of  the  report  as  amended  as  a whole, 
with  the  additional  stipulation  and  request  that  the 
Chair  have  a full  compilation  of  the  argument  used 
as  the  basis  of  our  decision  and  recommend  it  be 
included,  although  not  read,  for  the  benefit  of  the 
other  members  of  our  Society  so  that  they  can  under- 
stand the  basis  for  our  action.* 

Speaker  Holcomb:  You  so  move? 

Dr.  Angrist:  I so  move. 

Speaker  Holcomb:  Is  it  seconded? 

Chorus:  Seconded. 

Speaker  Holcomb:  Those  in  favor  will  say  aye. 

Chorus:  Aye. 

Speaker  Holcomb:  Opposed,  no.  It  is  so 

ordered. 

Thank  you,  Dr.  Angrist. 

Dr.  Angrist:  May  I again  thank  the  members 
of  my  committee  for  their  patience  and  their 
persevering  efforts. 

Speaker  Holcomb:  Thank  you,  Dr.  Angrist, 
for  a very  excellent  report.  (Applause) 

1)r.  Angrist:  The  members  of  our  committee 
are  Dr.  Maslon,  Dr.  Sanes,  Dr.  Kelley,  and  Dr. 
Willis. 

Dr.  Kenney:  I ask  permission  to  add  my  per- 
sonal word  of  thanks  to  Dr.  Angrist  and  his  com- 
mittee for  a very,  very  arduous  task,  and  to  thank 
him  for  his  efforts  in  trying  to  clarify  this  situation. 

Speaker  Holcomb:  Thank  you,  Dr.  Kenney. 

* The  analysis  referred  to  follow's: 

Statement  in  support  of  recommendation  on  the  Blood 
Banks  Association  of  New  York  State,  Inc.  by  Reference 
Committee,  Part  IV. 

By  way  of  explanation  of  the  deficit,  it  is  to  be  noted 
that  serious  yet  unavoidable  losses  were  incurred  be- 
cause of  unforeseen  and  unforseeable  difficulties  in  this 
uncharted  field.  Among  such  obstacles  encountered 
was  the  differing  philosophies  between  our  organization 
and  the  Greater  New  York  Hospital  Association,  the 
three  months  of  paralysis  as  a result  of  the  initial  un- 
favorable opinion  of  the  State  Department  of  Insurance, 
(an  opinion  since  reversed  in  our  favor),  the  loss  of  the 
Westchester  effort  after  costly  expenditure  and  time- 
consuming  spadework  on  our  part,  (the  Red  Cross 
chapter  of  Westchester  County  adopting  our  program 
in  total,  quite  contrary  to  the  over-all  policy  laid  down 
in  this  regard  by  the  national  body.) 

Despite  all  these  frustrations  and  difficulties  much 
can  be  said  in  favor  of  continuation  of  our  support  of 
the  program  of  the  Blood  Banks  Association  of  New 
York  State,  Inc. 

The  Exchange  Program  in  its  present  form  of  the 
North  East  Clearing  House  of  the  American  Association 
of  Blood  Banks,  Inc.  shows  increasing  income  and 
promises  to  be  self-sustaining.  Present  contractual 
relations  with  the  participating  13  states  of  the  North- 
east District  include  provision  for  repayment  of  all 
our  expenditures  in  this  field.  Such  repayment  is  a 
matter  of  precedent  for  the  Illinois,  California,  Florida, 
and  Texas  State  Medical  Societies,  all  of  w'hom  made 
such  original  expenditures  and  have  been  repaid  in  full. 

The  Blood  Bank  Procurement  Program  of  the  Blood 
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Banks  Association  of  New  York  State  represents  a 
tangible  readily  discernible  and  important  contribution 
of  the  medical  profession  and  is  bound  to  bring  credit 
to  the  Medical  Society  of  the  State  of  New  York  and  all 
its  members.  It  is  meeting  an  obvious  dramatic  need 
of  our  patients  and  specifically  in  caring  for  the  injured. 
The  latter  has  always  been  a proud  contribution  to 
public  welfare  by  the  medical  profession.  The  cost  is 
minimal  indeed  when  the  benefits  to  our  professional 
status  is  considered. 

With  insurance  and  subsidy  threatening  to  eliminate 
this  philanthropic  contribution  for  physicians,  if  we  can 
forsake  this  effort,  we  are  losing  an  opportune  moment 
to  maintain  this  unique  aspect  of  our  profession  which 
contribution  throughout  the  ages  has  lifted  us  above 
all  others  except  ministers.  This  is  an  opportunity 
which  we  should  not  gainsay  readily. 

The  program  has  always  been  initiated  with  the  ap- 
proval and  the  wholehearted  cooperation  of  the  local 
county  societies,  the  local  blood  banks,  the  hospital  ad- 
ministrators, and  the  local  community  including  the 
fraternal  and  service  organizations,  chamber  of  com- 
merce, and  industry  and  unions. 

The  Assurance  Program  is  now  operating  successfully 
in  five  counties:  Genesee,  Rockland,  Sullivan,  Rich- 
mond, and  Orange.  The  Assurance  Program  can 
supply  blood  to  meet  all  the  needs  of  the  community  in 
peace  time.  It  can  do  this  better  than  the  Red  Cross, 
which  in  turn  cannot  be  surpassed  during  any  war  ef- 
fort. The  program  does  not  bleed  the  community  ex- 
cessively in  relation  to  its  needs.  The  blood  is  of  high 
quality  on  the  basis  of  its  freshness  and  of  the  nutri- 
tional status  of  the  donor.  The  damage  to  blood  with 
its  high  potassium  danger  incident  to  transportation 
and  delays  is  avoided. 

Important,  also,  is  the  assurance  of  getting  the  exact 
types  of  blood  needed  as  required  by  the  creation  of  a 
living,  walking  blood  bank  for  the  local  hospitals,  and 
of  blood  which  is  not  outdated  before  use.  The  ex- 
change facilities  care  for  any  excess  of  blood  with  credit 
for  future  use,  the  standardization  of  blood  banks  and 
blood  banking  throughout  the  State  and  the  procedures 
in  use,  the  making  of  exchange  with  all  parts  of  the 
country  possible  without  losses,  the  reduction  of  the 
cost  of  blood  and  of  blood  banking,  the  establishment 
of  additional  blood  banks  in  hospitals,  the  determina- 
tion of  a uniform  and  standard  fee  for  blood;  all  are  im- 
portant benefits  derived  from  this  program  over  and 
above  the  promotion  of  an  adequate  supply  of  blood. 

The  present  program  has  made  a major  scientific 
contribution.  It  has  helped  disseminate  knowledge 
about  blood  banking.  It  is  promoting  a technical  pro- 
gram which  protects  our  patients.  At  this  meeting  it 
is  demonstrating  its  standardization  recommendations, 
a model  blood  bank,  a technical  discussion  for  indoctrina- 
tion of  technicians,  and  a panel  discussion  of  problems 
of  blood  banking.  Its  educational  program  is  elevat- 
ing this  aspect  of  the  practice  of  medicine. 

In  New  York  City  (our  greatest  stumbling  block  so 
far)  there  is  every  hope  that  local  cooperation  wall  be 
obtained  ultimately.  A survey  of  blood  bank  needs  is 
now  in  progress  under  the  auspices  of  the  Public  Health 
Relations  Committee  of  the  New  York  Academy  of 
Medicine  (at  a cost  of  $37,000  underwritten  by  founda- 
tion support).  Cooperation  with  the  Greater  New 
York  Hospital  Association  in  the  Clearing  House  Ex- 
change Program  has  become  a reality.  This  may  pos- 
sibly lead  to  cooperation  in  the  Assurance  Program. 

In  a community  like  New  York  City  the  Red  Cross 
supplies  only  part  of  the  need,  110,000  pints  of  blood, 
one  additional  third  being  supplied  by  hospitals  on  a re- 
placement basis.  This  remaining  shortage  is  met  by 
commercial  banks.  These  banks  pay  from  $7.00  to  $10 


per  pint  to  the  donor.  This  cost  plus  the  profit  must 
needs  be  passed  on  to  the  patient,  or  in  case  of  the  indi- 
gent, to  the  hospital,  not  uncommonly  all  the  blood 
needs  of  the  patient  are  not  met.  Far  more  serious  is 
the  impossibility  of  obtaining  a reliable  history  of  the 
pre-existence  of  jaundice  in  such  donors  and  the  most 
serious  consequences  of  the  transmission  of  serum  hepa- 
titis. In  contrast  the  Assurance  Program  avoids  this 
most  prevalant  danger.  By  insuring  each  donor  and 
offering  a minimum  of  4 pints  of  blood  to  any  10  desig- 
nated individuals  whom  he  selects,  (and  usually  more 
can  actually  be  given) , we  have  a basis  for  obtaining  all 
the  blood  that  is  needed,  when  it  is  needed. 

With  the  Blood  Bank  Assurance  Program  a going  or- 
ganization in  the  State,  in  business,  there  is  every 
reason  to  assume  that  the  program  will  sooner  or  later 
be  called  upon  to  meet  the  needs  of  Greater  New  York. 
When  the  needs  of  New  York  State  are  met  in  the  main, 
the  remainder  of  New  York  State  will  be  in  the  position 
to  help  meet  the  needs  of  Greater  New  York.  This  is  a 
potent  force  to  unify  city  and  state. 

The  walking  blood  bank  which  the  program  creates 
and  the  National  Clearing  House  is  the  best  answer  to 
civil  defense  needs  and  the  best  preparation  for  any  local 
catastrophe.  With  175  casualties  in  the  Coconut  Grove 
fire  in  Boston,  a million  inhabitants  could  not  meet  the 
need  for  blood.  If  a “baby”  atomic  bomb  like  the  one 
dropped  on  Hiroshima  strikes  New  York  City  the 
Atomic  Energy  Commission  estimates  that  there  would 
be  a total  of  150,000  casualties;  75,000  would  need 
blood  for  traumatic  injuries,  thermal  burns,  and  radia- 
tion injury,  and  a very  minimum  of  150,000  to  200,000 
pints  of  blood  would  be  required.  The  estimate  for  a 
hydrogen  bomb  goes  well  beyond  this.  The  program 
offers  the  only  source  of  blood  readily  available  and  as- 
sured of  being  in  the  target  area. 

The  program  saves  time  for  the  practicing  physician 
since  he  does  not  have  to  expend  any  effort  in  obtaining 
blood.  It  also  saves  time  for  the  local  blood  bank  per- 
sonnel on  the  phone  in  attempting  to  secure  blood  of  the 
type  needed.  Above  all  it  avoids  delay  when  time  is 
precious. 

Most  important  of  all  the  gains  derived  from  this  ef- 
fort is  the  public  relations  benefit  for  the  medical  pro- 
fession. One  upstate  community  hospital  bought  600 
pints  of  blood  in  one  year  before  our  program,  and  since 
has  purchased  none.  The  program  has  bound  the 
whole  community  to  the  hospital  and  won  the  acclaim 
of  all  for  the  medical  profession.  In  Middletown  the 
local  medical  society  received  widespread  favorable 
publicity.  And  one  member,  active  in  the  program,  re- 
ceived the  award  as  the  most  outstanding  citizen  of  the 
community. 

This  program  should  not  be  measured  by  the  yard- 
stick of  dollars  and  cents  only.  The  profession  should 
realize  that  if  it  rejects  responsibility  on  the  premise 
that  this  is  not  a sole  problem  of  the  physician  and 
should  be  a community  enterprise,  this  would  only  mean 
the  expenditure  of  additional  time  by  the  profession  in 
organizing  the  effort  and  assisting  it  in  the  community. 
At  present  the  program  is  costing  each  member  of  the 
Medical  Society  of  the  State  of  New  York  $1.00  a year, 
and  there  is  every  indication  that  this  will  be  less  as  the 
program  advances.  It  surely  will  be  more  expensive 
for  the  physician  to  participate  in  individual  drives  in 
each  local  community  without  over-all  integration  pos- 
sible by  the  program.  Who  else  is  most  interested; 
who  else  is  to  do  it? 

In  conclusion  we  urge  that  the  Medical  Society  of  the 
State  of  New  York  avail  itself  of  this  opportunity  to 
serve  in  keeping  with  its  high  ideals,  for  such  service 
can  do  much  to  maintain  our  professional  stature  in  the 
present  day.  Approval  of  the  recommendation  by 
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your  reference  committee  can  do  much  in  a dramatic 
area  to  further  elevate  the  stature  of  our  profession. 

Alfred  A.  Angrist,  M.D.,  Chairman 

Morris  Mason,  M.D. 

Samuel  Sanes,  M.D. 

John  F.  Kelley,  M.D. 

Waring  Willis,  M.D. 

Section  206 

Concluding  Remarks  of  the  Speaker 

Speaker  Holcomb:  Members  of  the  House,  I am 
about  to  step  down  from  my  speakership  and  hand 
over  this  gavel  that  the  Bronx  County  Medical 
Society  so  thoughtfully  conferred  upon  your  Vice- 
Speaker  six  years  ago,  but  before  I adjourn  this 
House  sine  die,  I would  like  to  make  a few  remarks. 

Members  of  the  House  of  Delegates,  it  has  been 
my  privilege  to  have  served  as  your  Vice-Speaker 
and  Speaker  for  the  past  ten  years.  I would  like  to 
assure  you  how  deeply  I appreciate  the  confidence 
you  have  shown  in  allowing  me  to  preside  over  our 
annual  meetings  for  such  a period  of  time. 

May  I thank  you  for  the  patience  you  have  ex- 
hibited and  the  forbearance  that  you  have  shown 
during  my  frequent  lapses  in  the  field  of  parlia- 
mentary procedure,  and  the  goodnatured  attitude 
that  you  have  always  exhibited  when  the  going  be- 
came a bit  rough.  I want  to  assure  you  as  mem- 
bers of  this  151st  House  of  Delegates  that  I have 
never  to  my  recollection  presided  over  a more  dili- 
gent, more  able,  and  more  hardworking  group  in  the 
past  six  years  than  since  I have  been  Speaker  of  the 
House. 

Several  highly  controversial  issues  that  might  have 
caused  serious  dissension  have  been  amicably  settled 


by  the  patient  and  tolerant  approach  that  has  been 
used. 

May  I particularly  thank  the  chairmen  and  mem- 
bers of  the  reference  committees  for  a most  com- 
mendable effort  in  working  out  solutions  for  these 
controversial  issues. 

Now  my  heartfelt  thanks  to  my  Vice-Speaker, 
Fred  Williams,  for  the  very  careful  and  cooperative 
way  he  has  served  with  me  in  his  office  for  the  past 
six  years. 

To  Dr.  Anderton,  Dr.  Wolff,  Miss  Dougherty, 
and  members  of  the  staff,  I extend  my  heartfelt 
gratitude  for  their  help. 

And  to  you,  members  of  the  House  of  Delegates, 
my  grateful  appreciation  for  bearing  with  me  these 
many  years.  As  the  legendary  character  who  is 
supposed  to  have  lived  in  the  Village  of  Palenville, 
where  I was  born,  would  express  it,  “May  you  all 
live  long  and  prosper.”  {Applause) 

Section  207 

Vote  of  Thanks  to  Speaker  and  Vice-Speaker 

Dr.  John  J.  Masterson,  Trustee:  I would  like 
to  offer  a resolution  that  the  House  of  Delegates 
extend  to  Dr.  Holcomb  and  Dr.  Fred  Williams  our 
extreme  thanks  for  the  very  fair  and  impartial  and 
gracious  manner  in  which  they  presided  over  this 
body.  {Applause) 

Speaker  Holcomb:  Thank  you,  Dr.  Masterson. 

Now,  if  there  is  no  further  business  to  come  be- 
fore this  House  of  Delegates,  I will  adjourn  this 
House  sine  die. 

. . .The  House  of  Delegates  adjourned  at  12:50 
p.m.,  sine  die.  . . 
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information 


The  more  than  30,500  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation. 


• Certification  by  American  Boards  and 
International  Boards  in  Medical  Spe- 
cialties and  by  National  Board  of 
Medical  Examiners. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workman’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies,  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiologists,  Chest  Physicians, 
Gastroenterology,  Obstetricians  and 
Gynecologists,  Pathologists,  Physi- 
cians, Badiology  and  Surgeons,  and  the 
International  College  of  Surgeons. 
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• Medical  staff  and  research  appoint- 
ments in  voluntary,  state  and  municipal 
hospitals  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  informa- 
tion about  their  State  Society.  You,  too,  will  find  your  Directory  a valu- 
able source  of  information  when  you  use  it  often. 
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torum) with  recovery,  3001 

Bacterial  endocarditis,  subacute,  meningeal  manifestations 
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Behavior  problems  of  children,  effect  of  reserpine  on,  3132 
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ings of  the  Special  Committee  on  Infant  Mortality], 
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Breech  extraction:  [Perinatal  Mortality  Conference], 

4009 

Breech  presentation:  obstetric  anesthesia  and  analgesia 
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Carcinoma  of  the  Thyroid  Gland  (Marchetta,  Stoll,  Maxwell, 
Riegler,  and  Webber),  3305 

Cardiac  depressant:  clinical  study  of  methitural  sodium, 
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number  3-0  plain,  in  episiotomy  repair,  clinical  evaluation 
of,  2231 
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Cesarean  Section 

comparison  of  results  to  infant  following  maternal  re- 
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spontaneous  extrusion  of  colonic  polyps  in,  2252 
see  also  Infant(s) 

Cholera:  preventive  medicine  and  public  health — now  and 
tomorrow,  2207 

Chloramphenicol:  complications  of  antibacterial  therapy, 
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nonspecific  granulomatous  disease  of  the  proximal  gastro- 
intestinal tract  [Recent  Advances  in  Medicine  and  Sur- 
gery], 2525 

postoperative  respiratory  and  circulatory  depression  [Clini- 
cal Anesthesia  Conference],  3016 
prolonged,  during  surgery,  management  of  patient  with 
adrenocortical  insufficiency  due  to,  3859 
recent  advances  in  rheumatoid  arthritis  [Recent  Advances 
in  Medicine  and  Surgery],  3489 
see  also  Steroids 

Costen's  syndrome:  etiology  and  symptomatology  of  tem- 
poromandibular joint  disturbances,  2837 
Costen’s  syndrome:  facial  pain,  its  differential  diagnosis  and 
treatment,  2807 

Croup:  polyoxyethylene  dodecanol  vaporization  in  the 

treatment  of  respiratory  infections  of  infants  and  chil- 
dren, 2667 

Cuff,  rubber,  the  use  of  a,  on  drainage  tubing  to  avoid  tube 
perforation,  3322 

Current  Research  in  Diseases  of  Connective  Tissue  [Recent 
Advances  in  Medicine  and  Surgery]  (Weissmann),  3835 
Current  Status  of  the  Theory  of  Diabetic  Retinopathy 
(Kronenberg),  2677 

Cushing’s  disease:  recent  advances  in  the  study  and  treat- 
ment of  urolithiasis  [Recent  Advances  in  Medicine  and 
Surgery],  2844 

Cushing's  Syndrome,  a Case  of,  with  Mental  Symptoms  (Ber- 
ger), 2859 

Cutaneous  reactions:  see  Skin 

‘‘Cut-Down’’  Gangrene  of  the  Lower  Extremities  (Fisher 
and  Bard),  3180 

Cutis  hyperelastica  (Ehlers-Danlos  syndrome),  chest  sur- 
gery in  the  presence  of,  2256 

CYP  (citrus  bioflavonoid):  current  status  of  the  therapy 

of  diabetic  retinopathy,  2667 
Cyclopropane 

clinical  study  of  methitural  sodium,  2233 
comparison  of  results  to  infant  following  maternal  regional 
or  general  anesthesia  for  delivery,  2955 
obstetric  anesthesia  and  analgesia  [Proceedings  of  the 
Special  Committee  on  Infant  Mortality],  2532 
postanesthetic  apnea — causes  and  management  [Clinical 
Anesthesia  Conference] , 4039 

postoperative  respiratory  and  circulatory  depression  [Clini- 
cal Anesthesia  Conference],  3016 
Crysarobin:  psoriasis  [Postgraduate  Radio  Program] 

2703 


Cysts,  pancreatic,  spontaneous  disappearance  of  gallstones 
in  a patient  with,  4035 
Cytopenia:  indications  for  splenectomy,  2355 


Daptazole:  obstetric  anesthesia  and  analgesia  [Proceedings 
of  the  Special  Committee  on  Infant  Mortality],  2532 
DDT:  preventive  medicine  and  public  health — now  and 

tomorrow,  2207 

Deafness:  indications  for  the  mobilization  of  the  stapes, 

3151 

Debilitated  patients  with  tuberculosis,  iproniazid  as  adjunct 
in  the  treatment  of,  3477 

Dehydration:  recent  advances  in  the  study  and  treatment 
of  urolithiasis  [Recent  Advances  in  Medicine  and  Sur- 
gery], 2844 

Delivery,  comparison  of  results  to  infant  following  maternal 
regional  or  general  anesthesia  for,  2955 
Demerol:  obstetric  anesthesia  and  analgesia  [Proceedings 

of  the  Special  Committee  on  Infant  Mortality],  2532 
Demerol:  postanesthetic  apnea — causes  and  management 

[Clinical  Anesthesia  Conference] , 4039 
Dental  therapy:  facial  pain,  its  differential  diagnosis  and 

treatment,  2807 

Depression:  pharmacologic  advances  in  psychiatry,  3293 
Depression,  postoperative  respiratory  and  circulatory  [Clini- 
cal Anesthesia  Conference],  3016 
Dermatitis:  complications  of  antibacterial  therapy,  3119 
Dermatitis  exfoliativa  neonatorum  (Ritter’s  disease),  with 
recovery,  3001 

Dermatology  and  internal  medicine,  a comparison  of  di- 
agnostic approaches  in,  3447 
Dermatology,  sixty-second  photography  in,  2239 
Desoxycorticosterone  trimethylacetate:  a case  of  Cushing’s 
syndrome  with  mental  symptoms,  2859 
Development  of  a Family  Health  Teaching  Program  (Wal- 
lace, Friedman,  Rabinoff,  Maclver,  and  Tomson),  3827 
Dexedrine:  the  psychosomatic  management  of  obesity, 

2815 

Dexedrine:  psychopathology  of  learning  difficulties,  3471 
Diabetes 

a five-year  follow-up  on  a method  of  increasing  the  glucose 
tolerance  test  with  corticotropin,  3825 
eye  ground  changes  in  general  disease,  3967 
exogenous  hemochromatosis,  3003 

mellitus,  the  treatment  of  sympathotonia  in  labile,  3326 
psoriasis  [Postgraduate  Radio  Program],  2703 
Diabetic  retinopathy,  current  status  of  the  therapy  of,  2677 
Diagnostic  approaches  in  dermatology  and  internal  medicine, 
a comparison  of,  3447 
Diamox 

(acetazoleamide)  in  the  inhibition  of  postpartum  breast 
engorgement,  3997 
management  of  cor  pulmonale,  2489 

recent  advances  in  the  study  and  treatment  of  urolithiasis 
[Recent  Advances  in  Medicine  and  Surgery],  2844 
some  effects  of  pulmonary  disease  on  pulmonary  function, 
2573 

Diaparene:  a new  lotion  for  newborn  skin  cleansing,  2391 
Diarrhea:  experiences  with  chlorpromazine  in  aged  psychotics 
in  a state  institution,  2503 
Diathesis,  gastroduodenal  hemorrhagic,  3808 
Dicumarol:  current  status  of  the  therapy  of  diabetic  reti- 
nopathy, 2677 

Dicumarol  therapy,  mesenteric  emboli  in  patient  on,  3184 
Diet,  fat  in  the,  and  mortality  from  heart  disease,  2343 
Diet:  management  of  the  malnutrition  of  convalescence, 

2951 

Dietary  fats,  coronary  artery  disease  and  [Nutrition  Ex- 
cerpts], 2409 

Dieting:  the  psychosomatic  management  of  obesity,  2815 
Digitalis:  management  of  cor  pulmonale,  2489 
Dihydrostreptomycin : see  Streptomycin 
Dioxyanthranol:  psoriasis  [Postgraduate  Radio  Program], 
2703 

Diphtheria:  preventive  medicine  and  public  health — now  and 
tomorrow,  2207 

Distal  diverticulum,  accessory,  Meckel’s  diverticulum  with, 
2864 

Diuresis:  the  pathogenesis  of  cardiac  edema  [Merit  H.  Cash 
Prize  Essay],  2797 

Diuretics:  the  psychosomatic  management  of  obesity, 

2815 

Diuretic,  oral,  aminoisometradine  (Rolicton)  as  an,  in  con- 
gestive heart  failure,  3631 

Diverticula  of  the  Vermiform  Appendix  (Salvioni  and  Elkin), 
2681 

Diverticulosis:  surgery  in  the  aged  [Postgraduate  Radio 

Program],  3019 

Diverticulum,  Meckel’s,  with  accessory  distal  diverticulum, 
2864 

Diverticulum,  urethral,  stones  in,  3989 

DOCA:  a case  of  Cushing's  syndrome  with  mental  symp- 

toms, 2859 

Drainage  tubing,  the  use  of  a rubber  cuff  on,  to  avoid  tube 
perforation,  3322 
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Drug  abstinence  syndrome,  promazine  for  management  of 
the,  2701 

Drug  addiction:  promazine  for  management  of  the  drug 

abstinence  syndrome,  2701 

D-tubocurarine:  postoperative  respiratory  and  circulatory 

depression  [Clinical  Anesthesia  Conference],  3010 
Dumping  syndrome’  clinical  results  in  patients  with  various 
gastrointestinal  disorders  treated  with  a new  anticholiner- 
gic, 2214 

Duodenal  bulb,  carcinoma  of  the,  4037 

Duodenum:  gastroduodenal  hemorrhagic  diathesis,  3808 

Duodenum,  leiomyoma  of  the,  2254 

Dysmenorrhea  and  premenstrual  tension,  the  control  of  the 
varied  manifestations  of,  with  Femmes,  3458 
Dysphagia:  problems  of  the  lower  esophagus  [Recent  Ad- 

vances in  Medicine  and  Surgery],  2983 
Dysuria:  vagisee  in  the  therapy  of  Trichomonas  vaginalis 

vaginitis,  2237 


Eck  fistula:  ammonia  metabolism  and  hepatic  coma,  31G2 

Eclampsia:  fibrinogenopenia  complicating  pregnancy,  2376 

Ecolid:  modern  therapy  of  hypertension,  2957 

Edema,  cardiac,  the  pathogenesis  of  [Merit  H.  Cash  Prize 
Essay],  2797 

Edema,  pulmonary  [Clinical  Anesthesia  Conference],  3693 
Effect  of  Reserpine  on  the  Behavior  Problems  of  Children 
(Zimmerman  and  Burgemeister),  3132 
Ehlers-Danlos  syndrome  (cutis  hyperelastica),  chest  surgery 
in  the  presence  of,  2256 

Elastin:  current  research  in  diseases  of  connective  tissue 

[Recent  Advances  in  Medicine  and  Surgery],  3835 
Electrocardiographic  misinterpretation,  clinical  implications 
of,  2659 

Electrocardiography:  recent  advances  in  coronary  heart 

disease  and  its  management  [Recent  Advances  in  Medicine 
and  Surgery],  3643 

Electroconvulsive  therapy:  pharmacologic  advances  in 

psychiatry,  3293 

Electroencephalography:  convulsions  complicating  ata- 

ractic therapy,  their  incidence  and  theoretical  implications, 
2967 

Electromyography  (Post),  3481 

Electronically  irradiated  catgut,  number  2-0  chromic  and 
number  3-0  plain,  in  episiotomy  repair,  clinical  evalu- 
ation of,  2231 

Electroshock  therapy,  practical  elimination  of  fractures  in, 
by  succinylcholine,  2513 

Elixophyllin  as  compared  with  aminophylline  in  severe 
angina  pectoris,  2975 

Emboli,  mesenteric,  in  patient  on  Dicumarol  therapy,  3184 
Emotional  Impact  of  Ward  Rounds  [Selected  Reprints], 
(Kaufman,  Franzblau,  and  Kairys),  3193 
Emotional  and  mental  disturbances,  recognition  of  sympto- 
matology based  on,  2509 

Emotional  stress:  psoriasis  [Postgraduate  Radio  Program], 

2703 

Emotional  stress:  the  psychosomatic  management  of 

obesity,  2815 

Empathy  and  Sensibility  of  Heart  [Postgraduate  Radio  Pro- 
gram], 2410 

Emphysema:  pneumothorax  following  tracheotomy  [Clini- 

cal Anesthesia  Conference],  3507 
Emphysema,  pulmonary:  management  of  cor  pulmonale, 
2489 

Emphysema:  some  effects  of  pulmonary  disease  on  pul- 

monary function,  2573 

Encephalomyelitis:  central  nervous  system  allergy  [Funda- 

mentals of  Modern  Allergy],  2548 
Encephalopathy:  ammonia  metabolism  and  hepatic  coma 

[Recent  Advances  in  Medicine  and  Surgery],  3162 
Encephalopathy,  lead:  management  of  lead  intoxication, 

2394 

Endocarditis,  subacute  bacterial,  meningeal  manifestations 
of,  3683 

Endometrium:  pelvic  tuberculosis,  2367 

Endotracheal  anesthesia:  advances  in  anesthesia:  real  or 

apparent?,  3279 

Enteritis:  recent  advances  in  surgery  of  the  small  intestine 

[Recent  Advances  in  Medicine  and  Surgery],  2397 
Enterocolitis,  pseudomembranous:  recent  advances  in  sur- 

gery of  the  small  intestine,  [Recent  Advances  in  Medicine 
and  Surgery],  2397 

Enterostomy:  intussusception  with  extrusion  of  intestine 

through  the  rectum,  2998 

Enzymes:  recent  advances  in  coronary  heart  disease  and 

its  management  [Recent  Advances  in  Medicine  and  Sur- 
gery], 3543 

Ependymoma:  see  Glioma 

Ephedrine  sulfate:  clinical  study  of  methitural  sodium,  2233 

Epidemiology:  syphilis  control  in  upstate  New  York,  3639 

Epidural  block:  obstetric  anesthesia  and  analgesia  [Proceed- 
ings of  the  Special  Committee  on  Infant  Mortality],  2532 
Epilepsy 

convulsions  complicating  ataractic  therapy,  their  incidence 
and  theoretical  implications,  2967 
effect  of  reserpine  on  the  behavior  problems  of  children, 
3132 


idiopathic:  central  nervous  system  allergy  [Fundamentals 

of  Modern  Allergy  ],  2548 

Epileptics,  rehabilitation  services  for,  in  New  Vork  State 
(1957),  2564 

Epileptoid  personality:  psychopathology  of  learning  diffi- 

culties, 3471 

Epinephrine:  treatment  of  emergencies  in  allergy,  3797 

Episiotomy  repair,  clinical  evaluation  of  electronically  ir- 
radiated catgut,  number  2-0  chromic  and  number  3-0 


plain,  in,  2231 

Equanil  (meprobamate),  use  of,  in  hyperthyroidism,  2518 
Equanil:  pharmacologic  advances  in  psychiatry,  3293 

Erythema  nodosum:  comparison  of  diagnostic  approaches 

in  dermatology  and  internal  medicine,  3447 
Erythrocyte  sedimentation  rate:  recent  advances  in  rheu- 

matoid arthritis  [Recent  Advances  in  Medicine  and 
Surgery],  3489 

Erythroderma  psoriaticum:  psoriasis  [Postgraduate  Radio 

Program],  2703 

Erythromycin:  complications  of  antibacterial  therapy. 


3119 

Esophagus,  lower,  problems  of  the,  [Recent  Advances  id 
Medicine  and  Surgery],  2983 

Estrogen:  a case  of  Cushing’s  syndrome  with  mental 

symptoms,  2859 

Ethylether:  clinical  study  of  methitural  sodium,  2233 

Etiology  and  Symptomatology  of  Temporomandibular 
Joint  Disturbances  (Freese),  2837 
Evaluation  of  a New  Antihistamine  (Spielman),  3329 
Eventration  of  Abdominal  Viscera  in  a Newborn  Treated 
Successfully  by  Surgery  (Gaynor  and  Diefenbach),  3005 
Exercise:  a program  for  the  rehabilitation  of  asthmatic  pa- 

tients [Fundamentals  of  Modern  Allergy],  3011 
Exfoliativa,  dermatitis,  neonatorum  (Ritter’s  disease)  with 
recovery,  3001 

Exogenous  Hemochromatosis  (Nay),  3003 

Extremities  (legs),  clinical  diagnosis  of  arterial  insufficiency 


of  the,  3815 

Extremities,  lower,  "cut-down”  gangrene  of  the,  3180 

Extrusion  of  intestine  through  the  rectum,  intussusception 
with,  2998 

Extrusion,  spontaneous,  of  colonic  polyps  in  children,  2252 

Eye,  geriatric  conditions  of  the,  2980 

Eyeglasses  as  a therapeutic  Agent  [Cornell  Conferences  on 
Therapy],  3167 

Eye  Ground  Changes  in  General  Disease  (Berens,  Breakey, 
and  Carter),  3967 

Eyestrain:  Eyeglasses  as  a therapeutic  agent  [Cornell 

Conferences  on  Therapy  ],  3167 

Experiences  with  Chlorpromazine  in  Aged  Psychotics  in  a 
State  Institution  (Tennent),  2503 


Facial  Pain,  Its  Differential  Diagnosis  and  Treatment 
(Perese),  2807 

Family  health  teaching  program,  the  development  of  a,  3827 
Fasciculation:  electromyography,  3481 

Fat  in  the  Diet  and  Mortality  from  Heart  Disease  (Yeru- 
shalmy  and  Hilleboe),  2343 

Fat  in  the  diet:  recent  advances  in  coronary  heart  disease 

and  its  management  [Recent  Advances  in  Medicine  and 
Surgery],  3643 

Fat  metabolism:  psoriasis  [Postgraduate  Radio  Program], 

2703 

Fats,  Cholesterol,  and  Coronary  Heart  Disease  [Recent 
Advances  in  Medicine  and  Surgery]  (Jolliffe),  2684 
Fats,  dietary,  coronary  artery  disease  and  [Nutrition 
Excerpts],  2309 

Femmes,  the  control  of  the  varied  manifestations  of  dys- 
menorrhea and  premenstrual  tension  with,  3458 
Femoral  aneurysm,  bilateral,  with  surgical  treatment  of  one 
side,  2696 

Fetal  death:  obstetric  anesthesia  and  analgesia  [Proceed- 

ings of  the  Special  Committee  on  Infant  Mortality],  2532 
Fetal  death:  public  aspects  of  perinatal  mortality,  2499 

Fetal  distress:  postmaturity  [Perinatal  Mortality  Con- 

ference], 2853 

Fetal  distress : see  Obstetrics 

Fibrillation:  electromyography,  3481 

Fibrinogenopenia  Complicating  Pregnancy  (Taleghany), 
2376 

Fibromyoma : pelvic  tuberculosis,  2367 

Fibrosis,  pulmonary:  management  of  cor  pulmonale,  2489 

Fibrosis,  pulmonary:  some  effects  of  pulmonary  disease  on 

pulmonary  function,  2573 

Five-Year  Follow-Up  on  a Method  of  Increasing  the  Glu- 
cose Tolerance  Test  with  Corticotropin  (Berger),  3825 
Flavonoids:  current  status  of  the  therapy  of  diabetic  reti- 

nopathy, 2667 

Fluorescent  antibody  technics:  current  research  in  diseases 

of  connective  tissue  [Recent  Advances  in  Medicine  and 
Surgery],  3835 

Fluoroscopic  procedures,  management  of  anesthesia  during 
[Clinical  Anesthesia  Conference],  3353 
Follicular  adenocarcinoma:  see  Alveolar  adenocarcinoma 

Food  and  Agriculture  Organization  of  the  United  Nations 
fat  in  the  diet  and  mortality  from  heart  disease,  2343 
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Forssman  antibodies:  see  Antibodies 

Forward  failure  theory:  the  pathogenesis  of  cardiac  edema 

[Merit  H.  Cash  Prize  Essay],  2797 
Fracture-displacement,  traumatic,  of  the  first  rib,  2407 
Fractures 

in  a chronic  disease  hospital,  hemiplegia — its  incidence 
and  association  with  aphasia  and,  2220 
in  electroshock  therapy,  practical  elimination  of,  by 
succinylcholine,  2513 

rib:  management  of  severe  closed  crushing  injuries  of 

the  chest.  2379 

Frenquel:  pharmacologic  advances  in  psychiatry,  3293 

Froin  syndrome:  tuberculous  spondylitis  (Pott’s  disease) 

of  the  cervical  spine,  2225 
F uadin : see  Stibophen 

Fuchs’  dystrophy:  geriatric  conditions  of  the  eye.  2980 

Fundamentals  of  Hand  Surgery  [Surgical  Conference] 
(McCormack),  3504 

Fundamentals  of  Modern  Allergy  (Series),  2260,  2548,  3011, 
3689 

Future  of  Blue  Shield  (Bauer),  3700 

Gallstones,  spontaneous  disappearance  of,  in  a patient  with 
pancreatic  cysts.  4035 

Gangliolysis:  facial  pain,  its  differential  diagnosis  and 

treatment,  2807 

Ganglionic  blocking  agents:  modern  therapy  of  hyper- 

tension, 2957 

Gangrene,  ("cut-down”),  of  the  lower  extremities,  3180 
Gangrene:  recent  advances  in  surgery  of  the  small  intestine 

[Recent  Advances  in  Medicine  and  Surgery],  2397 
Gangrenous  Periproctitis  (Yasuna),  2249 
Gas  gangrene  infection  of  the  anorectum:  gangrenous 

periproctitis,  2249 

Gastritis,  hypertrophic:  clinical  results  in  patients  with 

various  gastrointestinal  disorders  treated  with  a new 
anticholinergic,  2214 

Gastritis:  nonspecific  granulomatous  disease  of  the  proxi- 

mal gastrointestinal  tract  [Recent  Advances  in  Medicine 
and  Surgery],  2525 

Gastroduodenal  Hemorrhagic  Diathesis  (Mixter  and  Hin- 
ton), 3808 

Gastroesophageal  vestibule:  problems  of  the  lower  esopha- 

gus [Recent  Advances  in  Medicine  and  Surgery],  2983 
Gastrointestinal  disease:  peptic  ulcer  in  childhood,  3141 

Gastrointestinal  disorders  treated  with  a new  anticholinergic, 
clinical  results  in  patients  with  various.  2214 
Gastrointestinal  hemorrhage:  leiomyoma  of  the  duodenum, 

2254 

Gastrointestinal  hyperthyroidism:  problems  facing  the 

general  practitioner  in  thyroid  disease.  3125 
Gastrointestinal  tract,  nonspecific  granulomatous  disease  of 
the  proximal  [Recent  Advances  in  Medicine  and  Surgery], 
2525 

Gastrointestinal  tract:  the  roentgenologic  diagnosis  of 

roundworm  infection,  3832 
Gastrointestinal  tract:  see  also  Intestine 
Gay  formula:  observations  in  the  treatment  of  bronchial 

asthma,  3822 

General  practice,  a suburban,  2827 

General  practitioner,  integrating  the,  in  the  community 
hospital.  3703 

General  practitioner,  problems  facing  the.  in  thyroid  disease, 
3125 

Geniculate  neuralgia:  facial  pain,  its  differential  diagnosis 

and  treatment,  2807 
Geriatrics:  sec  Aged 

Geriatric  Conditions  of  the  Eye  (Olmsted).  2980 
Gingivitis:  clinical  use  of  phenoxymethyl  penicillin  (peni- 

cillin V),  2387 

Glaucoma:  eye  ground  changes  in  general  disease,  3967 

Glaucoma:  geriatric  conditions  of  the  eye,  2980 

Glioma:  treatment  of  malignant  brain  tumors,  3983 

Glomerulonephritis  [Clinicopathologic  Conference],  3174 
Glomerulosclerosis,  intercapillary:  current  status  of  the 

therapy  of  diabetic  retinopathy,  2677 
Glossopharyngeal  neuralgia:  facial  pain,  its  differential 

diagnosis  and  treatment,  2807 

Glucose  tolerance  test,  a five-year  follow-up  on  a method 
of  increasing  the,  with  corticotropin,  3825 
Glucuronisides:  recent  advances  in  the  study  and  treat- 

ment of  urolithiasis  [Recent  Advances  in  Medicine  and 
Surgery],  2844 

Glutamate:  ammonia  metabolism  and  hepatic  coma  [Re- 

cent Advances  in  Medicine  and  Surgery],  3160 
Goiter:  see  Hyperthyroidism 

Gold:  see  Chrysotherapy 

Gonorrhea:  clinical  use  of  phenoxymethyl  penicillin  (peni- 

cillin V),  2387 

Gonorrhea,  treatment  of  past  and  present,  public  health 
aspects  of  social  hygiene  in  New  York  City  [History  of 
Medicine  in  New  York  State],  3605 
Gradenigo’s  syndrome:  facial  pain,  its  differential  diagnosis 

and  treatment,  2807 
Grafts 

bilateral  femoral  aneurysm  with  surgical  treatment  of  one 
side,  2696 


fundamentals  of  hand  surgery  [Surgical  Conference],  3504 
see  also  Hoinograft 

Granulomatous  disease,  nonspecific,  of  the  proximal  gastro- 
intestinal tract  [Recent  Advances  in  Medicine  and  Sur- 
gery], 2525 

Grave’s  disease:  psoriasis  [Postgraduate  Radio  Program], 

2703 

Guard,  tracheostomy,  3642 

Guillain-Barr£  syndrome,  optic  nerve  changes  in  the,  3861 

Gumma  of  the  bone:  syphilis  of  bone  in  the  adult,  3486 

Gumma  of  the  liver  [Clinicopathologic  Conference],  2245 

Gynecology:  control  of  the  varied  manifestations  of  dys- 

menorrhea and  premenstrual  tension  with  Femmes,  3458 
pelvic  tuberculosis,  2367 


Hamartoma,  renal,  3675 

Hand  surgery,  fundamentals  of  [Surgical  Conference],  3504 
Hapten:  an  immunologist’s  vade  mecum,  3615 

Headache:  modern  therapy  of  hypertension,  2957 

Health  Physics  on  the  USS  Nautilus  (Dobbins),  2647 
Health  teaching  program,  family,  the  development  of  a,  3827 
Hearing  loss:  see  Deafness 

Heart  Disease 

aminoisometradine  (Rolicton)  as  an  oral  diuretic  in  con- 
gestive heart  failure,  3631 

coronary,  and  its  management,  recent  advances  in  [Recent 
Advances  in  Medicine  and  Surgery],  3643 
coronary  artery  disease  and  dietary  fats  [Nutrition  Ex- 
cerpts], 2309 

coronary,  fats,  cholesterol,  and  [Recent  Advances  in 
Medicine  and  Surgery],  2684 
fat  in  the  diet  and  mortality  from,  2343 
iatrogenic:  clinical  implications  of  electrocardiographic 

misinterpretation,  2659 

insurability  after  a coronary  occlusion  [Recent  Advances 
in  Medicine  and  Surgery],  3331 
management  of  cor  pulmonale,  2489 
modern  therapy  of  hypertension,  2957 
pathogenesis  of  cardiac  edema  [Merit  H.  Cash  Prize 
Essay],  2797 

primary  tumor  of  the  heart  (reticulum  cell  sarcoma),  2652 
rheumatic:  meningeal  manifestations  of  subacute  bac- 

terial endocarditis,  3683 

Heart,  hypertrophy  of  the  [Perinatal  Mortality  Conference], 
3660 

Heat  sensitivity:  physical  allergy  [Fundamentals  of  Mod- 

ern Allergy],  3689 

Hemangioblastoma  of  the  cerebellum  wdth  recent  hemor- 
rhage [Clinicopathologic  Conference],  3500 
Hemangioma,  cavernous,  of  the  soft  palate,  3686 
Hematemesis:  leiomyoma  of  the  duodenum,  2254 

Hematomas,  cerebral:  the  management  of  hemorrhagic 

stroke,  3284 

Hematomas,  subcutaneous:  chest  surgery  in  the  presence 

of  cutis  hyperelastica  (Ehler-Danlos  syndrome).  2256 
Hemiplegia — Its  Incidence  and  Association  with  Aphasia  and 
Fractures  in  a Chronic  Disease  Hospital  (Rogers),  2220 
Hemochromatosis,  exogenous,  3003 

Hemoglobin  levels:  management  of  the  malnutrition  of 

convalescence,  2951 

Hemolysis : indications  for  splenectomy,  2355 

Hemolytic  streptococci:  clinical  use  of  phenoxymethyl 

penicillin  (penicillin  V),  2387 

Hemolytic  Transfusion  Reactions  [Clinical  Anesthesia  Con- 
ference], 3866 
Hemorrhage 

acute  red  degeneration  of  the  uterine  myoma  complicating 
pregnancy,  3147 

delayed  postpartum:  fibrinogenopenia  complicating  preg- 

nancy, 2376 

gastroduodenal  hemorrhagic  diathesis,  3808 
gastrointestinal:  clinical  results  in  patients  with  various 

gastrointestinal  disorders  treated  with  a new  anti- 
cholinergic, 2214 

gastrointestinal:  leiomyoma  of  the  duodenum,  2254 

peptic  ulcer  in  childhood,  3141 

puerperal,  subinvolution  of  the  placental  site,  a cause  of, 
2699 

retinal:  eyeground  changes  in  general  disease,  3967 

the  management  of  hemorrhagic  stroke,  3284 
vitreous:  current  status  of  therapy  of  diabetic  reti- 

nopathy, 2667 

Hemorrhagic  diathesis,  gastroduodenal,  3808 
Hemorrhagic  stroke,  the  management  of.  3284 
Hemosiderosis:  exogenous  hemochromatosis,  3003 

Hemothorax:  management  of  severe  closed  crushing  in- 

juries of  the  chest,  2379 

Heparin:  bilateral  femoral  aneurysm  with  surgical  treat- 

ment of  one  side,  2696 

Hepatic  coma,  ammonia  metabolism  and,  [Recent  Advances 
in  Medicine  and  Surgery],  3162 
Hepatic  syphilis  [Clinicopathologic  Conference],  2245 
Hepatitis:  screening  of  blood  donors  by  thymol  turbidity 

determinations,  2522 
Hepatitis  in  Pregnancy  (Glotzer),  3185 
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Hernia,  bilateral  sliding,  2973 

Herniation:  treatment  of  malignant  brain  tumors,  3983 

Herniorrhaphy:  indications  for  splenectomy,  2355 

Herpes  zoster:  facial  pain,  its  differential  diagnosis  and 

treatment,  2807 

Hesperidin:  current  status  of  the  therapy  of  diabetic  reti- 

nopathy, 2667 

Hiatus  hernia:  clinical  results  in  patients  with  various 

gastrointestinal  disorders  treated  with  a new  anticho- 
linergic, 2214 

Hiatus  hernia:  problems  of  the  lower  esophagus  [Recent 

Advances  in  Medicine  and  Surgery],  2983 
Hip  pain,  osteoid-osteoma — a cause  of,  3857 
Hirsutism:  a case  of  Cushing’s  syndrome  with  mental 

symptoms,  2859 

Historical  Review  and  Recent  Advances  in  Surgery  of  the 
Aorta,  Part  I [Recent  Advances  in  Medicine  and  Surgery] 
(Kantrowitz,  Clreenberger,  and  Hurwitz),  4001 
History  of  Medicine  in  New  York  State,  3514,  3695 
Homograft,  aortic:  historical  review  and  recent  advances  in 

surgery  of  the  aorta  part  I [Recent  Advances  in  Medicine 
and  Surgery],  4001 

Homograft,  arterial:  bilateral  femoral  aneurysm  with  sur- 

gical treatment  of  one  side,  2696 
Hormones:  acetazoleamide  (Diamox)  in  the  inhibition  of 

postpartum  breast  engorgement,  3997 
Horseshoe  Kidney  Associated  with  Replacement  Lipomatosis 
(Simon),  2553 

Hospital,  private,  ataractic  treatment  in  a,  2963 
Hyalin  deposits:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2677 

Hyaline  membrane  disease : obstetric  anesthesia  and  anal- 

gesia [Proceedings  of  the  Special  Committee  on  Infant 
Mortality],  2532 

Hyaline  membrane  disease  [Perinatal  Mortality  Conference], 
3660 

Hyaluronic  acid:  current  research  in  diseases  of  connective 

tissue  [Recent  Advances  in  Medicine  and  Surgery],  3835 
Hyaluronidase : recent  advances  in  the  study  and  treat- 

ment of  urolithiasis  [Recent  Advances  in  Medicine  and 
Surgery],  2844 

Hydralazine:  modern  therapy  of  hypertension,  2957 

Hydrocortisone  therapy,  topical,  in  acne  rosacea  and  acne 
vulgaris,  3463 

Hydrocortisone:  see  Steroids 

Hydrogenation:  fats,  cholesterol,  and  coronary  heart 

disease  [Recent  Advances  in  Medicine  and  Surgery],  2684 
Hydronephrosis:  horseshoe  kidney  associated  with  replace- 

ment lipomatosis,  2553 

Hyperelastica  cutis  (Ehlers-Danlos  syndrome),  chest  surgery 
in  the  presence  of,  2256 

Hyperparathyroidism:  recent  advances  in  the  study  and 

treatment  of  urolithiasis  [Recent  Advances  in  Medicine 
and  Surgery],  2844 

Hypersplenism:  indications  for  splenectomy,  2355 

Hypertension 

a case  of  Cushing’s  syndrome  with  mental  symptoms,  2859 
hemiplegia — its  incidence  and  association  with  aphasia 
and  fractures  in  a chronic  disease  hospital,  2220 
modern  therapy  of,  2957 
pheochromocytoma,  4024 

pulmonary:  management  of  cor  pulmonale,  2489 

the  management  of  hemorrhagic  stroke,  3284 
with  heart  disease:  fat  in  the  diet  and  mortality  from 

heart  disease,  2343 

Hyperthyroidism:  problems  facing  the  general  practitioner 

in  thyroid  disease,  3125 

Hyperthyroidism,  use  of  meprobamate  (Equanil)  in,  2518 
Hypertrophy  of  the  heart  [Perinatal  Mortality  Conference], 
3660 

Hypocorticalism : management  of  patient  with  adreno- 

cortical insufficiency  due  to  prolonged  cortisone  during 
surgery,  3859 

Hypofibrinogenemia:  fibrinogenopenia  complicating  preg- 

nancy, 2376 

Hyponatremia:  the  pathogenesis  of  cardiac  edema  [Merit  H. 

Cash  Prize  Essay],  2797 

Hypotension:  advances  in  anesthesia:  real  or  apparent?, 

3279 

Hypothermia:  advances  in  anesthesia:  real  or  apparent?, 

3279 

Hypothermia:  historical  review  and  recent  advances  in 

surgery  of  the  aorta,  part  I [Recent  Advances  in  Medicine 
and  Surgery],  4001 

Hysterectomy:  acute  red  degeneration  of  the  uterine 

myoma  complicating  pregnancy,  3147 
Hysteroid  conversion  symptoms:  observations  on  treat- 

ment and  functional  improvement  in  multiple  sclerosis, 
2558 


Ileitis:  nonspecific  granulomatous  disease  of  the  proximal 

gastrointestinal  tract  [Recent  Advances  in  Medicine  and 
Surgery],  2525' 

Immunologist’s  Vade  Mecum  (Witebsky),  3615 
Indications  for  Splenectomy  (Welch,  Propp,  Scharfman, 


and  Stoller),  2355 

Indications  for  the  Mobilization  of  the  Stapes  (Bellucci),  3151 
Industrial  Medicine:  the  alcoholic  in  industry  [Treatment 

of  Alcoholism],  3510 
Infant(s) 

amnionitis  [Perinatal  Mortality  Conference],  3660 
and  children,  polyoxyethylene  dodecanol  vaporization  in 
the  treatment  of  respiratory  infections  of,  2667 
comparison  of  results  to,  following  maternal  regional  or 
general  anesthesia  for  delivery,  2955 
eventration  of  abdominal  viscera  in  a newborn  treated 
successfully  by  surgery.  3005 

Mortality,  Proceedings  of  the  Special  Committee  on  (Se- 
ries), 2532 

obstetric  anesthesia  and  analgesia  [Proceedings  of  the 
Special  Committee  on  Infant  Mortality],  2532 
peptic  ulcer  in  childhood,  3141 
Perinatal  Mortality  Conference,  2853,  3660 
postmaturity  [Perinatal  Mortality  Conference],  2853 
Ritter’s  disease  (dermatitis  exfoliativa  neonatorum)  with 
recovery,  3001 

suffocation,  the  unsolved  problem  of,  3160 
see  also  Child  (ren) 

Infarction,  myocardial:  insurability  after  a coronary  occlu- 

sion [Recent  Advances  in  Medicine  and  Surgery],  3331 
Infection(s) 

clinical  use  of  phenoxymethyl  penicillin  (Penicillin  V),  2387 
recent  advances  in  surgery  of  the  small  intestine  [Recent 
Advances  in  Medicine  and  Surgery],  2397 
respiratory:  management  of  cor  pulmonale,  2489 

respiratory,  of  infants  and  children,  polyoxyethylene 
dodecanol  vaporization  in  the  treatment  of,  2667 
Schistosoma  mansoni,  in  hospitalized  Puerto  Rican  pa- 
tients, 3994 

streptoccal,  regulations  for  the  control  of,  from  a pedi- 
atrician’s viewpoint,  3323 

Influenza:  clinical  use  of  phenoxymethyl  penicillin  (peni- 

cillin V),  2387 

Inguinal  ruptures:  bilateral  sliding  hernia,  2973 

Inositol:  psoriasis  [Postgraduate  Radio  Program],  2703 

Insurability  After  a G’oronary  Occlusion  [Recent  Advances 
in  Medicine  and  Surgery]  (Pollack),  3331 
Integrating  the  General  Practitioner  in  the  Community 
Hospital  (Butler  and  Quinlan),  3703 
Intelligence  test:  effect  of  reserpine  on  behavior  problems 

of  children,  3132 

Intercapillary  glomerulosclerosis:  current  status  of  the 

therapy  of  diabetic  retinopathy,  2677 
International  List  of  Causes  of  Death:  fat  in  the  diet  and 

mortality  from  heart  disease,  2343 
Intern  shortage,  the,  isn’t  hopeless  (Berger),  3356 
Internal  medicine,  dermatology  and,  a comparison  of  diag- 
nostic approaches  in.  3447 

Intestinal  obstruction:  surgery  in  the  aged  [Postgraduate 

Radio  Program],  3019 
Intestine 

intussusception  with  extrusion  of,  through  the  rectum, 
2998 

? small,  massive  resection  of  the,  3681 

small,  recent  advances  in  surgery  of  the  [Recent  Advances 
in  Medicine  and  Surgery],  2397 
Intoxication,  lead,  management  of,  2394 

Intrauterine  retention  of  dead  fetus:  fibrinogenopenia  com- 

plicating preenancy, 2376 

Introduction  [Treatment  of  Alcoholism]  (Berger),  3189 
Intussusception  with  Extrusion  of  Intestine  through  the 
Rectum  (Greenwald,  Friedman,  and  Winfield),  2998 
Inversine:  modern  therapy  of  hypertension,  2957 

Iodides:  use  of  meprobamate  (Equanil)  in  hyperthyroidism, 

2518 

Iodine,  radioactive,  uptake,  metabolism  in  neoplastic  diseases 
as  revealed  in  studies  of,  3315 

Ipecac,  syrup  of:  observations  in  the  treatment  of  bronchial 

asthma,  3822 

Iproniazid  as  Adjunct  in  the  Treatment  of  Debilitated  Pa- 
tients with  Tuberculosis  (Dooneief  and  Crane),  3477 
Iproniazid  (Marsilid):  tuberculous  spondylitis  (Pott’s  dis- 
ease) of  the  cervical  spine,  2225 
Iron  deposition:  treatment  of  hemachrornatosis  with 

phlebotomy  of  35,000  cc.  of  blood,  4027 
Ischemia:  fats,  cholesterol,  and  coronary  heart  disease 

[Recent  Advances  in  Medicine  and  Surgery],  2684 
Isoniazid:  tuberculous  spondylitis  (Pott’s  disease)  of  the 

cervical  spine,  2225 

Jaundice:  experiences  with  chlorpromazine  in  aged  psy- 

chotics  in  a state  institution,  2503 
Jaundice:  see  Hepatitis 

Joint  disturbances,  temporomandibular,  etiology  and  symp- 
tomatology of,  2837 

Kasdenol:  see  Clorpactin 

Kidney 

carcinoma  of  the  [Clinicopathologic  Conference],  2692 
function  test:  modern  therapy  of  hypertension,  2957 

horseshoe,  associated  with  replacement  lipomatosis,  2553 
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stones:  see  Urolithiasis 

tumor:  renal  hemartoma,  3675 


Labile  diabetes  mellitus,  the  treatment  of  sympathotonia  in, 
3326 

Laryngectomy : a tracheostomy  guard,  3642 

Laryngospasm:  clinical  study  of  methitural  sodium,  2233 

Laryngospasm:  pulmonary  edema  [Clinical  Anesthesia 

Conference],  3693 

Larynx,  tongue  depressor  aspirated  into  the,  2562 
Lathyrism:  current  research  in  diseases  of  connective  tissue 

[Recent  Advances  in  Medicine  and  Surgery],  3835 
Laurence-Moon-Biedl  syndrome:  eye  ground  changes  in 

general  disease,  3967 

Lavallorphan:  obstetric  anesthesia  and  analgesia  [Proceed- 

ing of  the  Special  Committee  on  Infant  Mortality],  2532 
Law  of  Initial  Value:  paradoxic  reactions  to  treatment 

[Postgraduate  Radio  Programs],  3348 
Lead  intoxication,  management  of,  2394 

Lead  Poisoning — -X:  Effects  of  Lead  Absorption  on  the 

Products  of  Conception  (Greenfield),  4032 
LE  cell  test:  recent  advances  in  rheumatoid  arthritis  [Re- 

cent Advances  in  Medicine  and  Surgery],  3489 
Learning  difficulties,  psychopathology  of,  3471 
Lecithin:  psoriasis  [Postgraduate  Radio  Program],  2703 

Leg  Ulcer  in  Rheumatoid  Arthritis  (Granirer),  3865 
Legs:  clinical  diagnosis  of  arterial  insufficiency  of  the  ex- 

tremities, 3815 
Legs:  see  Lower  extremities 

Leiomyoma  of  the  Duodenum  (Griffin  and  Disch),  2254 
Lenses:  low  vision  aids  in  ophthalmology,  3466 

Leukocytosis:  recent  advances  in  surgery  of  the  appendix 

[Recent  Advances  in  Medicine  and  Surgery],  2241 
Levophed:  a case  of  Cushing’s  syndrome  with  mental 

symptoms,  2859 

Levophed:  recent  advances  in  coronary  heart  disease  and 

its  management  [Recent  Advances  in  Medicine  and 
Surgery],  3543 

Light  sensitivity:  physical  allergy  [Fundamentals  of 

Modern  Allergy  ],  3689 
Limp:  see  Claudication 

Lipomatosis,  replacement,  horseshoe  kidney  associated 
with,  2553 

Lipotropics : current  status  of  the  therapy  of  diabetic  retinop- 
athy, 2667 

Lipotropic  therapy:  psoriasis  [Postgraduate  Radio  Pro- 
gram], 2703 

Lithiasis:  see  Urolithiasis 
Liver 

dysfunction:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2667 

function  test:  screening  of  blood  donors  by  thymol 

turbidity  determinations,  2522 
gumma  of  the  [Clinicopathologic  Conference],  2245 
Loculation  syndrome : see  Froin  syndrome 

Lorfan:  postanesthetic  apnea — causes  and  management 

[Clinical  Anesthesia  Conference] , 4039 
Lotion,  new,  for  newborn  skin  cleansing,  2391 
Low  Vision  Aids  in  Ophthalmology  (Gordon  and  Ritter), 
3466 

Lower  extremities,  "cut-down”  gangrene  of  the,  3180 
Lues:  see  Syphilis 

Lumbar  puncture:  the  management  of  hemorrhagic  stroke, 

3284 

Lumbar  puncture:  treatment  of  malignant  brain  tumor, 

3983 
Lung 

adenocarcinoma  of  the  [Clinicopathologic  Conference], 
2402 

collapse  of  the:  see  pneumothorax 

some  effects  of  pulmonary  disease  on  pulmonary  function, 
2673 

Lupus  erythematosus  cell  test:  see  LE  cell  test 

Lupus  erythematosus  factor:  current  research  in  diseases 

of  connective  tissue  [Recent  Advances  in  Medicine  and 
Surgery],  3835 

Lymphoblastoma,  Addison’s  disease  with  features  simulating, 
3342 

Lysergic  acid:  pharmacologic  advances  in  psychiatry, 

3293 

Magnification  devices:  low  vision  aids  in  ophthalmology, 

3466 

Malformations,  congenital,  a correlative  study  of,  3453 
Malignant  disease : see  Cancer 

Magnesium  citrate:  a new  lotion  for  newborn  skin  cleans- 

ing, 2391 

Malaria:  preventive  medicine  and  public  health — now  and 

tomorrow,  2207 

Malignant  brain  tumors,  primary  and  metastatic,  the  treat- 
ment of,  3983 

Malnutrition  of  convalescence,  management  of  the,  2951 
Malrotation  of  the  intestines:  recent  advances  in  surgery  of 

the  small  intestine  [Recent  Advances  in  Medicine  and 
Surgery],  2397 

Management  of  Anesthesia  During  Fluoroscopic  Procedures 


[Clinical  Anesthesia  Conference],  3353 
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Management  of  Hemorrhagic  Stroke  (Siris),  3284 
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gastrointestinal  disorders  treated  with  a new  antichol- 
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Marsilid:  see  Iproniazid 

Massive  Resection  of  the  Small  Intestine  (Gaynor  and 
Diefenbach),  3681 

Mastication:  etiology  and  symptomatology  of  temporo- 

mandibular joint  disturbances.  2837 
Maternal  death:  obstetric  anesthesia  and  analgesia  [Pro- 

ceedings of  the  Special  Gommittee  on  Infant  Mortality], 
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Maternal  regional  or  general  anesthesia  for  delivery,  com- 
parison of  results  to  infant  following,  2955 
Mecholyl  test:  problems  of  the  lower  esophagus  [Recent 

Advances  in  Medicine  and  Surgery],  2983 
Meckel’s  diverticulum:  recent  advances  in  surgery  of  the 

small  intestine  [Recent  Advances  in  Medicine  and  Sur- 
gery], 2397 
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(Gillette  and  Zoltowski),  2864 
Meconium  staining  [Perinatal  Mortality  Conference],  3660 
Meconium  staining:  postmaturity  [Perinatal  Mortality 

Conference],  2853 

Medicine  is  News  [Selected  Reprints],  (Gorman),  2709 
Medulloblastoma:  see  Glioma 

Meeting  a Challenge  [Treatment  of  Alcoholism]  (Block), 
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Megimide:  obstetric  anesthesia  and  analgesia  [Proceedings 

of  the  Special  Committee  on  Infant  Mortality],  2532 
Melena:  leiomyoma  of  the  duodenum,  2254 

M4nifire’s  disease:  central  nervous  system  allergy  [Funda- 

mentals of  Modern  Allergy],  2548 
Meningeal  Manifestations  of  Subacute  Bacterial  Endocardi- 
tis (Bergen  and  Dermksian),  3683 
Menstrual  disorders:  pelvic  tuberculosis,  2367 

Menstruation:  the  control  of  the  varied  manifestations  of 

dysmenorrhea  and  premenstrual  tension  with  Femmes, 
3458 

Mental  disturbances,  recognition  of  symptomatology  based 
on  emotional  and,  2509 

Mental  hygiene:  Rehabilitation  services  for  epileptics  in 

New  York  State,  1957,  2564 

Mental  symptoms,  a case  of  Cushing’s  syndrome  with, 
2859 

Meperidine  hydrochloride:  clinical  study  of  methitural 

sodium,  2233 

Meperidine:  promazine  for  management  of  the  drug 

abstinence  syndrome,  2701 
Meprobamate 

convulsions  complicating  ataractic  therapy,  their  incidence 
and  theoretical  implications,  2967 
(Equanil),  use  of,  in  hyperthyroidism,  2518 
(Miltown),  clinical  use  of,  2361 
pharmacologic  advances  in  psychiatry,  3293 
Meratran:  pharmacologic  advances  in  psychiatry,  3293 

Mercurials:  aminoisometradine  (Rolicton)  as  an  oral  diu- 

retic in  congestive  heart  failure,  3631 
Merit  H.  Cash  Prize  Essay  (1957),  2797 
Mescaline:  pharmacologic  advances  in  psychiatry,  3293 

Mesenteric  Emboli  in  Patient  on  Dicumarol  Therapy 
(Parnes  and  Chesky),  3184 

Metabolic  disorders:  recent  advances  in  the  study  and 

treatment  of  urolithiasis  [Recent  Advances  in  Medicine 
and  Surgery],  2844 

Metabolism,  ammonia,  and  hepatic  coma  [Recent  Advances 
in  Medicine  and  Surgery],  3162 
Metabolism  in  Neoplastic  Diseases  as  Revealed  in  Studies 
of  Radioactive  Iodine  Uptake  (Barnes,  Arons,  Foster,  and 
Wright),  3315 

Methionine:  current  status  of  the  therapy  of  diabetic  reti- 

nopathy, 2667 

Methischol:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2667 

Methitural  sodium,  clinical  study  of,  2233 
Meticortelone:  see  Steroids 

Meticorten:  Ritter’s  disease  (dermatitis  exfoliativa  neona- 

torum) with  recovery,  3001 
Meticorten:  see  Steroids 

Metrazol 

clinical  study  of  methitural  sodium,  2233 
convulsions  complicating  ataractic  therapy,  their  incidence 
and  implications,  2967 

experiences  with  chlorpromazine  in  aged  psychotics  in  a 
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state  institution,  2503 
Microscopic  lenses:  see  Lenses 

Migraine:  central  nervous  system  allergy  [Fundamentals  of 

Modern  Allergy],  2548 

Miltown  (meprobamate),  clinical  use  of,  2361 
Miltown:  pharmacologic  advances  in  psychiatry,  3293 

Mobilization  of  the  stapes,  indications  for  the,  3151 
Modern  Therapy  of  Hypertension  (Finnerty),  2957 
Mononucleosis,  infectious:  clinical  use  of  phenoxymethyl 

penicillin  (penicillin  V),  2387 
Morphine:  clinical  study  of  methitural  sodium,  2233 

Morphine:  obstetric  anesthesia  and  analgesia  [Proceedings 

of  the  Special  Committee  on  Infant  Mortality],  2532 
Mortality  from  heart  disease,  fat  in  the  diet  and,  2343 
Mortality  statistics:  fats,  cholesterol,  and  coronary  heart 

disease  [Recent  Advances  in  Medicine  and  Surgery], 
2684 

Multiple  Sclerosis 

central  nervous  system  allergy  [Fundamentals  of  Modern 
Allergy],  2548 

eye  ground  changes  in  general  disease,  3967 
observations  on  treatment  and  functional  improvement  in, 
2558 

Muscle:  electromyography,  3481 

Muscle  spasm:  tuberculous  spondylitis  (Pott’s  disease)  of 

the  cervical  spine,  2225 
Musculoskeletal  pain,  oral  procaine  for,  2520 
Myocardial  infarction:  recent  advances  in  coronary  heart 

disease  and  its  management  [Recent  Advances  in  Medicine 
and  Surgery],  3643 

Myocardial  tumor:  primary  tumor  of  the  heart  (reticulum 

cell  sarcoma),  2652 

Myoma,  uterine,  acute  red  degeneration  of  the,  complicating 
pregnancy,  3147 

Myopia:  eyeglasses  as  a therapeutic  agent  [Cornell  Con- 

ferences on  Therapy],  3167 

Myxoma:  primary  tumor  of  the  heart  (reticulum  cell  sar- 

coma), 2652 


Nalline:  overdosage  with  analgetics  [Clinical  Anesthesia 

Conference],  3187 

Nalline:  obstetric  anesthesia  and  analgesia  [Proceedings  of 

the  Special  Committee  on  Infant  Mortality],  2532 
Nares,  atresia  of  the  posterior:  the  unsolved  problem  of  in- 
fant suffocation,  3160 

Nasopharyngitis:  clinical  use  of  phenoxymethyl  penicillin 

(penicillin  V),  2387 

National  Committee  for  Radiation  Protection:  Health  Phys- 
ics on  the  USS  Nautilus , 2647 
Nautilus  (USS),  health  physics  on  the,  2647 
Neck:  see  cervical  spine 

Nembutal:  postanesthetic  apnea — causes  and  management 

[Clinical  Anesthesia  Conference] , 4039 
Neonatal  death:  obstetric  anesthesia  and  analgesia  [Pro- 

ceedings of  the  Special  Committee  on  Infant  Mortality], 
2532 

Neonatal  death:  public  health  aspects  of  perinatal  mor- 

^ tality,  2499 

Neonatorum,  dermatitis  exfoliativa,  (Ritter’s  disease),  with 
recovery,  3001 
Neoplasm:  see  Tumor 

Neoplastic  diseases,  metabolism  in,  as  revealed  in  studies 
of  radioactive  iodine  uptake,  3315 
Neostigmine:  postanesthetic  apnea — causes  and  manage- 

ment [Clinical  Anesthesia  Conference],  4039 
Neo-Synephrine  hydrochloride:  clinical  study  of  meth- 

itural sodium,  2233 
Neo-Synephrine:  see  Phenylephrine 

Nephritis:  eye  ground  changes  in  general  disease,  3967 

Nephrolithiasis:  horseshoe  kidney  associated  with  replace- 

ment lipomatosis,  2553 

Nephropathy:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2677 

Neraval  Sodium:  see  Methitural  sodium 

Nerve  disease:  electromyography,  3481 

Nervous  system,  central,  allergy  [Fundamentals  of  Modern 
Allergy],  2548 

Neuralgia:  facial  pain,  its  differential  diagnosis  and  treat- 

ment, 2807 

Neurologic  disturbances:  ammonia  metabolism  and  hepatic 

coma  [Recent  Advances  in  Medicine  and  Surgery],  3160 
Neurologic,  transitory,  complications  of  varicella,  3182 
Neurosis:  see  Psychoneurosis 

Neurosurgical  procedures:  facial  pain,  its  differential  diag- 

nosis and  treatment,  2807 

New  Approach  to  the  Control  of  Acne  Vulgaris  (Warshaw), 
3999 

Newborn,  eventration  of  abdominal  viscera  in  a,  treated 
successfully  by  surgery,  3005 
Newborn  skin  cleansing,  a new  lotion  for,  2391 
New  Lotion  for  Newborn  Skin  Cleansing  (Chiara),  2391 
New  York  City  Department  of  Health:  preventive  medi- 

cine and  public  health — now  and  tomorrow,  2207 
New  York  State 

Bureau  of  Motor  Vehicles:  rehabilitation  services  for 

epileptics  in  New  York  State,  (1957),  2564 


Department  of  Health:  rehabilitation  services  for  epi- 
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Department  of  Mental  Health:  rehabilitation  services  for 

epileptics  in  New  York  State  (1957),  2564 
employment  service:  Rehabilitation  services  for  epileptics 

in  New  York  State,  (1957),  2564 
History  of  Medicine  in,  3514,  3695 
syphilis  control  in  upstate  New  York,  3639 
Nicotinic  acid  derivative:  see  Iproniazid 

Night  cramps:  clinical  diagnosis  of  arterial  insufficiency  of 
the  extremities  (legs),  3815 

Nikethamide:  convulsions  complicating  ataractic  ther- 

apy, their  incidence  and  theoretical  implications,  2967 
Nisentil 

clinical  study  of  methitural  sodium,  2233 
obstetric  anesthesia  and  analgesia  [Proceedings  of  the 
Special  Committee  on  Infant  Mortality],  2532 
overdosage  with  analgetics  [Clinical  Anesthesia  Confer- 
ence], 3187 

Nitroglycerin:  therapeutic  effectiveness  of  Elixophyllin  as 

compared  with  aminophylline  in  severe  angina  pectoris, 
2975 

Nitrous  oxide:  clinical  study  of  methitural  sodium,  2233 

Nonbarbiturate  sedative,  recent  experience  with  a,  2842 
Nonspecific  Granulomatous  Disease  of  the  Proximal  Gastro- 
intestinal Tract  [Recent  Advances  in  Medicine  and  Sur- 
gery] (Zeifer),  2525 

Norepinephrine:  “cut-down”  gangrene  of  the  lower  ex- 

tremities, 3180 

Novocaine:  oral  procaine  for  musculoskeletal  pain,  2520 

N-sulfanilylacetamide:  topical  hydrocortisone  therapy  in 

acne  rosacea  and  acne  vulgaris,  3463 
Nutrition  Excerpts  (Series),  2409 

Obesity,  the  psychosomatic  management  of,  2815 
Observations  in  the  Treatment  of  Bronchial  Asthma  (Markow 
and  Kleinman),  3822 

Observations  on  Treatment  and  Functional  Improvement  in 
Multiple  Sclerosis  (Downing),  2558 
Obstetric  Anesthesia  and  Analgesia  [Proceedings  of  the 
Special  Committee  on  Infant  Mortality],  2532 
Obstetrics 

amniotic  fluid  embolism  [Clinicopathologic  Conference], 
3669 

clinical  evaluation  of  electronically  irradiated  catgut, 
number  2-0  chromic  and  number  3-0  plain,  in  episiotomy 
repair,  2231 

comparison  of  results  to  infant  following  maternal  regional 
or  general  anesthesia  for  delivery,  2955 
hepatitis  in  pregnancy,  3185 

lead  poisoning — X:  effects  of  lead  absorption  on  the  prod- 
ucts of  conception,  4032 

postmaturity  [Perinatal  Mortality  Conference],  2853 
spontaneous  rupture  of  the  pregnant  uterus,  3340 
see  also  Perinatal  Mortality  Conference,  Pregnancy,  Pro- 
ceedings of  the  Special  Committee  on  Infant  Mortality 
Occlusion,  coronary,  insurability  after  a,  [Recent  Advances 
in  Medicine  and  Surgery],  3331 
Occlusions:  “cut-down”  gangrene  of  the  lower  extremities, 
3180 

Occupational  Aspects  of  Proctologic  Disease  (Warshaw  and 
Turell),  3006 

Oligodendroglioma:  see  Glioma 

Omphalomesenteric  duct:  recent  advances  in  surgery  of  the 
small  intestine  [Recent  Advances  in  Medicine  and  Sur- 
gery], 2397 

Ophthalmology,  low  vision  aids  in,  3466 
Optic  nerve:  eye  ground  changes  in  general  disease,  3967 
Optic  Nerve  Changes  in  the  Guillain-Barr6  Syndrome 
(Frugh  and  Rabiner),  3861 

Oral  diuretic,  aminoisometradine  (Rolicton)  as  an,  in  con- 
gestive heart  failure,  3631 

Oral  Procaine  for  Musculoskeletal  Pain  (Ivupperman  and 
Bartfield),  2520 

Osteitis:  syphilis  of  bone  in  the  adult,  3486 
Osteoarthritis:  etiology  and  symptomatology  of  temporo- 
mandibular joint  disturbances,  2837 
Osteoid-Osteoma — a Cause  of  Hip  Pain  (Dashefsky),  3857 
Osteomyelitis:  syphilis  of  bone  in  the  adult,  3486 
Osteoporosis:  a case  of  Cushing’s  syndrome  with  menta 

symptoms,  2859 

Osteoporosis:  problems  facing  the  general  practitioner  in 
thyroid  disease , 3125 

Otosclerosis:  indications  for  the  mobilization  of  the  stapes, 
3151 

Outpatient  clinics  for  the  treatment  of  chronic  alcoholism,  ad- 
ministrative and  population  considerations  in  [Treatment 
of  Alcoholism],  3869 

Overdosage  with  Analgetics  [Clinical  Anesthesia  Conference], 
3187 

Overeating:  the  psychosomatic  management  of  obesity, 

2815 

Oxysteroids:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2677 

Pacatal:  obstetric  anesthesia  and  analgesia  [Proceedings  of 
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the  Special  Committee  on  Infant  Mortality],  2532 
Pain 

facial,  its  differential  diagnosis  and  treatment,  2807 
hip,  osteoid-osteoma — a cause  of,  3857 
musculoskeletal,  oral  procaine  for,  2520 
Palate,  soft,  cavernous  hemangioma  of  the,  3686 
Pancreatic  cysts,  spontaneous  disappearance  of  gallstones 
in  a patient  with,  4035 

Papaverine:  therapeutic  effectiveness  of  Elixophyllin  as  com- 
pared with  aininophylline  in  severe  angina  pectoris,  2975 
Papillary  adenocarcinoma:  carcinoma  of  the  thyroid  gland, 
3305 

Papillary  lesions:  recent  advances  in  the  study  and  treat- 
ment of  urolithiasis  [Recent  Advances  in  Medicine  and 
Surgery],  2844 
Papilledema 

eye  ground  changes  in  general  disease,  3967 
optic  nerve  changes  in  the  Guillain-Barr^  syndrome,  3861 
treatment  of  malignant  brain  tumors,  3983 
Para-aminosalicylic  acid:  complications  of  antibacterial 

therapy,  3119 

Paradoxic  Reactions  to  Treatment  (Wilder),  3348 
Paradoxic  respiration:  management  of  severe  closed  crushing 
injuries  of  the  chest,  2379 
Paralysis:  see  Hemiplegia,  Paraplegia 

Paraplegia:  tuberculous  spondylitis  (Pott's  disease)  of  the 
cervical  spine,  2225 

Parathormone:  recent  advances  in  the  study  and  treatment 
of  urolithiasis  [Recent  Advances  in  Medicine  and  Surgery], 
2844 

Parenzyme:  current  status  of  the  therapy  of  diabetic  reti- 
nopathy, 2667 

Paronychia,  acute,  a simple  treatment  of,  3155 
Pathogenesis  of  Cardiac  Edema  [Merit  H.  Cash  Prize  Essay] 
(Goldberger),  2797 

Pediatrician’s  viewpoint,  regulations  for  the  control  of  strep- 
tococcal infection  from  a,  3323 

Pediatrics:  obstetric  anesthesia  and  analgesia  [Proceedings 
of  the  Special  Committee  on  Infant  Mortality],  2532 
Pelvic  Tuberculosis  (Tovell  and  Gannera),  2367 
Penicillin 

complications  of  antibacterial  therapy,  3119 
bilateral  femoral  aneurysm  with  surgical  treatment  of  one 
side,  2696 

G:  clinical  use  of  phenoxy methyl  penicillin  (penicillin  V), 
2387 

potassium:  clinical  use  of  phenoxymethyl  penicillin  (peni- 
cillin V),  2387 

regulations  for  the  control  of  streptococcal  infection  from  a 
pediatrician’s  viewpoint,  3323 
syphilis  control  in  upstate  New  York,  3639 
V (phenoxymethyl  penicillin),  clinical  use  of,  2387 
Penquecelae : geratric  conditions  of  the  eye,  2980 
Pentaerythritol  tetranitrate : therapeutic  effectiveness  of 

Elixophyllin  as  compared  with  aminophylline  in  severe 
angina  pectoris,  2975 

Pentothal:  obstetric  anesthesia  and  analgesia  [Proceedings  of 
the  Special  Committee  on  Infant  Mortality],  2532 
Pentothal:  postanesthetic  apnea — causes  and  management 

[Clinical  Anesthesia  Conference] , 4039 
Pentoxylon:  see  Pentaerythritol  tetranitrate 
Peptic  Ulcer  in  Childhood  (Crosett),  3141 
Peptic  ulcer:  see  Ulcer 

Perforation,  tube,  the  use  of  a rubber  cuff  on  drainage  tubing 
to  avoid,  3322 

Perinatal  Mortality  Conference,  2853,  3660,  4009 
Perinatal  mortality,  public  health  aspects  of,  2499 
Periostitis:  syphilis  of  bone  in  the  adult,  3486 
Periproctitis,  gangrenous,  2249 

Peritonitis:  recent  advances  in  surgery  of  the  small  intestine 
[Recent  Advances  in  Medicine  and  Surgery],  2397 
Peritonitis,  tuberculous:  pelvic  tuberculosis,  2367 
Petit  mal:  clinical  use  of  meprobamate  (Miltown),  2361 
Pharmacologic  Advances  in  Psychiatry  (Malitz),  3293 
Pharyngitis:  polyoxyethylene  dodecanol  vaporization  in  the 
treatment  of  respiratory  infections  in  infants  and  children, 
2667 

Phenothiazine  derivatives:  obstetric  anesthesia  and  analgesia 
[Proceedings  of  the  Special  Committee  on  Infant  Mor- 
tality], 2532 

Phenylbutazone:  recent  advances  in  rheumatoid  arthritis 
[Recent  Advances  in  Medicine  and  Surgery],  3489 
Pheochromocytoma  (Hirschfeld,  Sutton,  Ensworth,  Russo, 
Ward,  and  Leone),  4024 

Phenoxymethyl  penicillin  (penicillin  V),  clinical  use  of,  2387 
Phenylephrine:  treatment  of  emergencies  in  allergy,  3797 
Phlebitis:  see  Thrombophlebitis 
Phlebotomy:  management  of  cor  pulmonale,  2489 
Phlebotomy  of  35,000  cc.  of  blood,  treatment  of  hemochroma- 
tosis with,  4027 

Photography  in  dermatology,  sixty-second,  2239 
Physical  Allergy  [Fundamentals  of  Modern  Allergy]  (Sack), 
3689 

Physical  medicine:  hemiplegia — its  incidence  and  association 
with  aphasia  and  fractures  in  a chronic  disease  hospital, 
2220 


Physica  1 medicine:  see  Rehabilitation 
Pipradrol:  see  Meratran 

Pitocin:  postmaturity  [Perinatal  Mortality  Conference], 

Pitocin:  subinvolution  of  the  placental  site,  a cause  of 
puerperal  hemorrhage,  2699 

Pitressin:  the  pathogenesis  of  cardiac  edema  [Merit  H.  Cash 
Prize  Essay],  2797 

Pituitary  tumors:  eye  ground  changes  in  general  disease, 
3967 

Placental  site,  subinvolution  of  the,  a cause  of  puerperal 
hemorrhage,  2699 

Placenta  previa:  obstetric  anesthesia  and  analgesia  [Proceed- 
ings of  the  Special  Committee  on  Infant  Mortality],  2532 
Plight  of  the  Not-So-Sick  Ward  Patient  (Meyer),  2665 
Plumbism:  management  of  lead  intoxication,  2394 
Pneumonia:  management  of  severe  closed  crushing  injuries 
of  the  chest,  2379 

Pneumonia  [Perinatal  Mortality  Conference],  4009 
Pneumothorax  Following  Tracheotomy  [Clinical  Anesthesia 
Conference],  3507 

Pneumothorax:  management  of  severe  closed  crushing  in- 
juries of  the  chest,  2379 

Poisoning,  lead — X:  effect  of  lead  absorption  on  the  prod- 
ucts of  conception,  4032 

Polyarteritis  [Clinicopathologic  Conference],  3333 
Polymyxin  B:  complications  of  antibacterial  therapy,  3119 
Polyneuritis : optic  nerve  changes  in  the  Guillain-Barr6  syn- 
drome, 3861 

Polyoxyethylene  Dodecanol  Vaporization  in  the  Treatment 
of  Respiratory  Infections  of  Infants  and  Children  (Larkin), 
2667 

Polyps,  colonic,  in  children,  spontaneous  extrusion  of,  2252 
Population  considerations  in  outpatient  clinics  for  the  treat- 
ment of  chronic  alcoholism,  administrative  and  [Treatment 
of  Alcoholism],  3869 

Postanesthetic  Apnea — Causes  and  Management  [Clinical 
Anesthesia  Conference] , 4039 

Postgraduate  Radio  Program  (Series),  2410,  2703,  3019,  3348 
Postmaturity  [Perinatal  Mortality  Conference],  2853 
Postpartum  breast  engorgement,  acetazoleamide  (Diamox)  in 
the  inhibition  of,  3997 

Postpartum  hemorrhage:  subinvolution  of  the  placental  site, 
a cause  of  puerperal  hemorrhage,  2699 
Postoperative  Respiratory  and  Circulatory  Depression 
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acute  red  degeneration  of  the  uterine  myoma  complicating, 
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correlative  study  of  congenital  malformations,  3453 
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lead  poisoning — X:  effects  of  lead  absorption  on  the  prod- 
ucts of  conception,  4032 
pelvic  tuberculosis,  2367 

postmaturity  [Perinatal  Mortality  Conference],  2853 
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ureteral  calculi  complicating,  3156 
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Primary  Tumor  of  the  Heart  (Reticulum  Cell  Sarcoma) 
(Kaufman  and  Cohen),  2652 
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cine and  Surgery]  (Elkin),  2983 
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their  incidence  and  theoretical  implications.  2967 
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drome (Rolo),  2701 

Prostigmin  hydrobromide:  electromyography,  3481 
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Proximal  gastrointestinal  tract,  nonspecific  granulomatous 
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the  psychosomatic  management  of  obesity,  2815 
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Public  Health  Aspects  of  Perinatal  Mortality  (Yankauer), 
2499 

Public  Health  Aspects  of  Social  Hygiene  in  New  York  City: 
Treatment  of  Gonorrhea  Past  and  Present  [History  of 
Medicine  in  New  York  State]  (Goodman),  3695 
Public  Health 

preventive  medicine  and,  now  and  tomorrow,  2207 
regulations  for  the  control  of  steptococcal  infection  from  a 
pediatrician's  viewpoint,  3323 
Schistosoma  mansoni  infections  in  hospitalized  Puerto 
Rican  patients,  3994 

Puerperal  hemorrhage,  subinvolution  of  the  placental  site,  a 
cause  of,  2699 

Puerto  Rican  patients,  hospitalized,  Schistosoma  mansoni 
infections  in,  3994 

Pulmonary  amniotic  fluid  embolism  [Clinicopathologic  Con- 
ference], 3669 
Pulmonary  Disease 

hyaline  membrane  disease:  see  Hyaline  membrane  disease 
management  of  cor  pulmonale,  2489 

pulmonary  tuberculosis,  trends  in  the  treatment  of,  3628 
some  effects  of,  on  pulmonary  function,  2673 
Pulmonary  edema  [Clinical  Anesthesia  Conference],  3693 
Pulpitis:  facial  pain,  its  differential  diagnosis  and  treatment, 
2807 

Purpura,  thrombocytopenic:  indications  for  splenectomy, 
2355 

Pyelonephritis:  horseshoe  kidney  associated  with  replace- 
ment lipomatosis,  2553 

Pyelonephritis  [Clinicopathologic  Conference],  3174 
Pylorospasm:  peptic  ulcer  in  childhood,  3141 


Radioactive  iodine  test:  problems  facing  the  general  prac- 
titioner in  thyroid  disease,  3125 
Radioactive  iodine  uptake,  metabolism  in  neoplastic  diseases 
as  revealed  in  studies  of,  3315 
Radioactivity:  health  physics  on  the  USS  Nautilus,  2647 
Radioiodine : use  of  meprobamate  (Equanil)  in  hyperthyroid- 
ism, 2518 

Radiologic  Errors  (Barnett  and  Arcomano),  3623 
Randall’s  plaques:  recent  advances  in  the  study  and  treat- 
ment of  urolithiasis  [Recent  Advances  in  Medicine  and 
Surgery],  2844 

Rash,  skin:  a new'  lotion  for  newborn  skin  cleansing.  2391 
Rauwolfia:  modern  therapy  of  hypertension,  2957 
Rauwolfia  serpentina  : see  Reserpine 

Raudixin:  treatment  of  sympathotonia  in  labile  diabetes 
mellitus,  3326 

Reactions,  paradoxic,  to  treatment  [Postgraduate  Radio 
Program],  3348 


Reading  disability:  psychopathology  of  learning  difficulties. 
3471 

Recent  Advances  in  Coronary  Heart  Disease  and  Its  Manage- 
ment [Recent  Advances  in  Medicine  and  Surgery]  (Fried- 
berg),  3643 

Recent  Advances  in  Medicine  and  Surgery  (Series),  2241, 
2397,  2525,  2684,  2844,  2983,  3162,  3331,  3489,  3643.  3835, 
4001 

Recent  Advances  in  Rheumatoid  Arthritis  [Recent  Advances 
in  Medicine  and  Surgery]  (Davison),  3489 
Recent  Advances  in  the  Study  and  Treatment  of  Urolithiasis 
[Recent  Advances  in  Medicine  and  Surgery]  (Herman), 
2844 

Recent  Advances  in  Surgery  of  the  Appendix  [Recent  Ad- 
vances in  Medicine  and  Surgery]  (Glenn  and  Dineen), 
2241 

Recent  Advances  in  Surgery  of  the  Small  Intestine  [Recent 
Advances  in  Medicine  and  Surgery]  (Glenn  and  Dineen), 
2397 

Recent  Experience  with  a Nonbarbiturate  Sedative  (Lein- 
wand),  2842 

Recognition  of  Symptomatology  Based  on  Emotional  and 
Mental  Disturbances  (Einhorn),  2509 
Rectum,  intussusception  with  extrusion  of  intestine  through 
the, 2998 

Red  degeneration,  acute,  of  the  uterine  myoma  complicating 
pregnancy, 3147 

Regional  or  general  anesthesia,  maternal,  for  delivery,  com- 
parison of  results  to  infant  following,  2955 
Regitine:  pheochromocytoma,  4024 

Regulations  for  the  Control  of  Streptococcal  Infection  from 
a Pediatrician’s  Viewpoint  (Breese),  3323 
Rehabilitation  Services  for  Epileptics  in  New  York  State, 
1957  (New  York  State  Interdepartmental  Health  Re- 
sources Board),  2564 
Rehabilitation 

alcoholic  in  industry,  the  [Treatment  of  Alcoholism],  3510 
of  asthmatic  patients,  a program  for  [Fundamentals  of 
Modern  Allergy],  3011 

hemiplegia — its  incidence  and  association  with  aphasia  and 
fractures  in  a chronic  disease  hospital,  2220 
services  for  epileptics  in  New'  York  State,  1957,  2564 
vocational:  rehabilitation  services  for  epileptics  in  New 
York  State,  1957,  2564 
see  also  Physical  Medicine 

Reiter’s  disease:  comparison  of  diagnostic  approaches  in 
dermatology  and  internal  medicine,  3447 
Relaxants : postoperative  respiratory  and  circulatory  depres- 
sion [Clinical  Anesthesia  Conference],  3016 
Renal  Hamartoma  (Eikner),  3675 
Repair,  cloacal,  3345 

Replacement  lipomatosis,  horseshoe  kidney  associated  with, 
2553 

Resection,  massive,  of  the  small  intestine,  3681 
Reserpine 

convulsions  complicating  ataractic  therapy,  their  incidence 
and  theoretical  implications,  2967 
effect  of,  on  the  behavior  problems  of  children,  3132 
pharmacologic  advances  in  psychiatry,  3293 
Residency  training  program,  the  role  of  the  psychoanalyst  in 
a,  3635 

Respiratory  and  circulatory  depression,  postoperative 
[Clinical  Anesthesia  Conference],  3016 
Respiratory  infections  of  infants  and  children,  polyoxy- 
ethylene dodecanol  vaporization  in  the  treatment  of,  2667 
Respiratory  infection:  management  of  cor  pulmonale, 

2489 

Reticulin:  current  research  in  diseases  of  connective  tissue 
[Recent  Advances  In  Medicine  and  Surgery],  3835 
Reticulum  cell  sarcoma  (primary  tumor  of  the  heart),  2652 
Retinitis  pigmentosa:  eye  ground  changes  in  general  disease, 
3967 

Retinopathy,  diabetic,  current  status  of  the  therapy  of, 
2677 

Retinopathy:  eye  ground  changes  in  general  disease,  3967 
Retrolental  fibroplasia:  eye  ground  changes  in  general  dis- 
ease, 3967 

Rh  factor:  fibrinogenopenia  complicating  pregnancy.  2376 
Rheumatic  fever:  fat  in  the  diet  and  mortality  from  heart 
disease.  2343 

Rheumatic  heart  disease:  meningeal  manifestations  of  sub- 
acute bacterial  endocarditis,  3683 
Rheumatoid  arthritis,  the  leg  ulcer  in,  3865 
Rheumatoid  arthritis,  recent  advances  in  [Recent  Advances 
in  Medicine  and  Surgery],  3489 
Rheumatoid  factor:  current  research  in  diseases  of  connective 
tissue  [Recent  Advances  in  Medicine  and  Surgery],  3835 
Rib,  first,  traumatic  fracture-displacement  of  the,  2407 
Rib  fractures:  management  of  severe  closed  crushing  in- 

juries of  the  chest,  2379 

Ritalin:  pharmacologic  advances  in  psychiatry,  3293 
Ritter’s  Disease  (Dermatitis  Exfoliativa  Neonatorum)  with 
Recovery  (Rascoff  and  Scheinblum),  3001 
Roentgen  equivalent  physical  (REP):  health  physics  on  the 
USS  Nautilus,  2647 
Roentgen  rays:  see  X-rays 
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Roentgenologic  Diagnosis  of  Roundworm  Infection  (Bumbalo 
and  Stiff),  3832 

Role  of  the  Psychoanalyst  in  a Residency  Training  Program 
(Sands),  3635 

Rolicton  (Aminoisometradine)  as  an  oral  diuretic  in  con- 
gestive heart  failure,  3631 

Rorschach  test:  effect  of  reserpine  on  the  behavior  problems 
of  children,  3132 

Rose-Waaler  test:  see  Sheep  cell  agglutination  test 

Rounds,  ward,  the  emotional  impact  of  [Selected  Reprints], 
3193 

Roundworm  infection,  the  roentgenologic  diagnosis  of,  3832 

Rubber  cuff,  the  use  of  a,  on  drainage  tubing  to  avoid  tube 
perforation,  3322 

Rupture,  inguinal:  bilateral  sliding  hernia,  2973 

Rupture,  spontaneous,  of  the  pregnant  uterus,  3340 

Rutin:  current  status  of  the  therapy  of  diabetic  retinopathy, 
2667 


Salicylates:  _ recent  advances  in  the  study  and  treatment  of 
urolithiasis  [Recent  Advances  in  Medicine  and  Surgery], 
2844 

Salicylic  acid:  psoriasis  [Postgraduate  Radio  Program], 

2703 

Sarcoidosis:  comparison  of  diagnostic  approaches  in  der- 

matology and  internal  medicine,  3447 
Sarcoma,  reticulum  cell  (primary  tumor  of  the  heart),  2652 
Schistosoma  Mansoni  Infections  in  Hospitalized  Puerto 
Rican  Patients  (Friedman  and  Shookhoff),  3994 
Schizophrenia:  convulsions  complicating  ataractic  therapy, 
their  incidence  and  theoretical  implications,  2967 
Schizophrenia:  pharmacologic  advances  in  psychiatry, 

3293 

Sclerosis,  multiple,  observations  on  treatment  and  func- 
tional improvement  in,  2558 

Scopolamine  hydrobromide:  clinical  study  of  methitural 

sodium,  2233 

Scopolamine:  obstetric  anesthesia  and  analgesia  [Proceed- 

ings of  the  Special  Committee  on  Infant  Mortality], 
2532 

Screening  of  Blood  Donors  by  Thymol  Turbidity  Deter- 
minations (Rosenberg),  2522 
Sedation:  management  of  cor  pulmonale,  2489 
Sedamyl:  recent  experience  with  a nonbarbiturate  sedative, 
2842 

Sedative:  experiences  with  chlorpromazine  in  aged  psychotics 
in  a state  institution,  2503 

Sedative,  nonbarbiturate,  recent  experience  with  a,  2842 
Sedatives:  convulsions  complicating  ataractic  therapy,  their 
incidence  and  theoretical  implications,  2967 
Selected  Reprints,  2709,  3193 

Senile  macular  degeneration:  eye  ground  changes  in  general 
disease,  3967 

Senile  psychosis:  experiences  with  chlorpromazine  in  aged 

psychotics  in  a state  institution,  2503 
Serotinin:  pharmacologic  advances  in  psychiatry,  3293 
Serum:  an  immunologist’s  vade  mecum,  3615 
Serum  sickness:  complications  of  antibacterial  therapy, 

3119 

Serum  sickness:  treatment  of  emergencies  in  allergy,  3797 
Shantz  collar:  tuberculous  spondylitis  (Pott's  disease)  of  the 
cervical  spine,  2225 

Sheep  cell  agglutination  test:  recent  advances  in  rheumatoid 
arthritis  [Recent  Advances  in  Medicine  and  Surgery], 
3489 

Shock,  anaphylactic:  treatment  of  emergencies  in  allergy, 
3797 

Shwartzman  phenomenon:  current  research  in  diseases  of 

connective  tissue  [Recent  Advances  in  Medicine  and  Sur- 
gery], 3835 

Silicosis:  management  of  cor  pulmonale,  2489 
Simple  Treatment  of  Acute  Paronychia  (Ehrenfeld),  3155 
Sing  Sing  Prison  Hospital,  Chronologic  report  on  one  hun- 
dred twenty-five  years  service  of  the  [History  of  Medicine 
in  New  York  State],  3514 

Sixty-Second  Photography  in  Dermatology  (Reisch),  2239 
Skeletal  traction:  management  of  severe  closed  crushing 

injuries  of  the  chest,  2379 
Skin 

bronzing  of  the:  exogenous  hemochromatosis,  3003 
cleansing,  newborn,  a new  lotion  for,  2391 
lesions:  a comparison  of  diagnostic  approach  in  der- 

matology and  internal  medicine,  3447 
psoriasis  [Postgraduate  Radio  Program],  2703 
Ritter’s  disease  (dermatitis  exfoliativa  neonatorum)  with 
recovery,  3001 

tests:  complications  of  antibacterial  therapy,  3119 
topical  hydrocortisone  therapy  in  acne  rosacea  and  acne 
vulgaris,  3463 

ulcer:  the  leg  ulcer  in  rheumatoid  arthritis,  3865 
Skin  graft:  see  Grafts 

Sleeping:  recognition  of  symptomatology  based  on  emo- 

tional and  mental  disturbances,  2509 
Sliding  hernia,  bilateral,  2973 
Small  intestine,  a massive  resection  of  the,  3681 


Small  intestine,  recent  advances  in  surgery  of  the  [Recent 
Advances  in  Medicine  and  Surgery],  2397 
Smallpox:  preventive  medicine  and  public  health — now  and 
tomorrow,  2207 

Social  Hygiene  in  New  York  City,  public  aspects  of:  treat- 

ment of  gonorrhea  past  and  present  [History  of  Medicine 
in  New  York  State],  3695 
Sodium  Amytal:  see  Amytal  Sodium 

Sodium  phytate:  recent  advances  in  the  study  and  treat- 

ment of  urolithiasis  (Recent  Advances  in  Medicine  and 
Surgery],  2844 

Soft  palate,  cavernous  hemangioma  of  the,  3686 
Some  Effects  of  Pulmonary  Disease  on  Pulmonary  Func- 
tion (Williams),  2673 

Soybean  phosphatids:  psoriasis  [Postgraduate  Radio  Pro- 

gram], 2703 

Sparine:  pharmacologic  advances  in  psychiatry,  3293 

Sparine:  see  Promazine 

Speech  disturbances:  see  Aphasia 

Sphenopalatine  ganglion:  facial  pain,  its  differential  diagno- 
sis and  treatment,  2807 

Spine,  cervical,  tuberculous  spondvlitis  (Pott’s  disease)  of  the, 
2225 

Splenectomy,  indications  for,  2355 

Spondylitis,  tuberculous  (Pott's  disease),  of  the  cervical 
spine,  2225 

Spontaneous  Disappearance  of  Gallstones  in  a Patient 
with  Pancreatic  Cysts  (Bond  and  Shiner),  4035 
Spontaneous  Extrusion  of  Colonic  Polyps  in  Children  (Leicht- 
ling  and  Le  Caille),  2252 

Spontaneous  Rupture  of  the  Pregnant  Uterus  (Anderson, 
Napolitani,  and  Friedman),  3340 
Standards  of  Practice  for  Doctors  and  Lawyers,  2867 
Stapes,  indications  for  the  mobilization  of  the,  3151 
Staphylococcus:  Ritter’s  disease  (dermatitis  exfoliativa 

neonatorum)  with  recovery,  3001 
Staphylococcus  aureus:  recent  advances  in  surgery  of  the 
small  intestine  [Recent  Advances  in  Medicine  and  Sur- 
gery], 2397 

Startling’s  Law:  the  pathogenesis  of  cardiac  edema  [Merit  H. 
Cash  Prize  Essay],  2797 

Stasis:  recent  advances  in  the  study  and  treatment  of  uro- 
lithiasis [Recent  Advances  in  (Medicine  and  Surgery], 
2844 

State  institution,  experiences  with  chlorpromazine  in  aged 
psychotics  in  a,  2503 
Status  asthmaticus:  see  Asthma 

Stenosis  of  the  small  intestine:  recent  advances  in  surgery 
of  the  small  intestine  [Recent  Advances  in  Medicine  and 
Surgery],  2397 

Sterility:  pelvic  tuberculosis,  2367 
Steroids 

management  of  patient  with  adrenocortical  insufficiency 
due  to  prolonged  cortisone  during  surgery,  3859 
observations  in  the  treatment  of  bronchial  asthma,  3822 
recent  advances  in  rheumatoid  arthritis  [Recent  Advances 
in  Medicine  and  Surgery],  3489 
topical  hydrocortisone  therapy  in  acne  rosacea  and  acne 
vulgaris,  3463 

treatment  of  emergencies  in  allergy,  3797 
Steven-Johnson’s  disease:  comparison  of  diagnostic  ap- 

proaches in  dermatology  and  internal  medicine,  3447 
Stibophen:  Schistosoma  mansoni  infections  in  hospitalized 

Puerto  Rican  patients,  3994 

Stilbamidine:  facial  pain,  its  differential  diagnosis  and 

treatment,  2807 
Stilbesterol:  see  Hormones 

Stomach:  problems  of  the  lower  esophagus  [Recent  Ad- 

vances in  Medicine  and  Surgery],  2983 
Stomach,  tuberculosis  of  the,  3863 
Stomatitis,  aphthous,  successful  treatment  of,  2236 
Stones  in  Urethral  Diverticulum  (Kane),  3989 
Streptococcal  infection,  regulations  for  the  control  of,  from  a 
pediatrician's  viewpoint,  3323 

Streptococci  hemolytica:  clinical  use  of  phenocymethyl 

penicillin  (penicillin  V),  2387 

Streptococcus  viridans:  meningeal  manifestations  of  sub- 

acute bacterial  endocarditis,  3683 
Streptohydrazid : tuberculous  spondylitis  (Pott’s  disease) 

of  the  cervical  spine,  2225 

Streptomycin:  complications  of  antibacterial  therapy, 

3119 

Streptomycin:  tuberculous  spondylitis  (Pott’s  disease)  of  the 
cervical  spine,  2225 

Stroke,  hemorrhagic,  the  management  of,  3284 
Stroke:  see  Cerebrovascular  accidents 

Subacute  bacterial  endocarditis,  meningeal  manifestations  of, 
3683 

Subinvolution  of  the  Placental  Site,  a Cause  of  Puerperal 
Hemorrhage  (Green),  2699 
Suburban  General  Practice  (Seidenstein),  2827 
Successful  Treatment  of  Aphthous  Stomatitis  (Zwerling), 
2236 

Succinylcholine:  clinical  study  of  methitural  sodium,  2233 
Succinylcholine,  practical  elimination  of  fractures  in  elec- 
troshock therapy  by,  2513 
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Suffocation,  the  unsolved  problem  in  infant,  3100 

Sulfonamides:  complications  of  antibacterial  therapy,  3119 

Superinfections:  complications  of  antibacterial  therapy, 

3119 

Surgery 

acute  red  degeneration  of  the  uterine  myoma  complicat- 
ing pregnancy,  3147 

adrenalectomy:  a case  of  Cushing’s  syndrome  with  mental 
symptoms,  2859 

bilateral  femoral  aneurysm  with  surgical  treatment  of  one 
side,  2696 

bony  fusion  operation:  tuberculous  spondylitis  (Pott’s 

disease)  of  the  cervical  spine,  2225 
cavernous  hemangioma  of  the  soft  palate,  3686 
chest,  in  the  presence  of  cutis  hyperelastica  (Ehlers-Danlos 
syndrome),  2256 
cloacal  repair,  3345 

eventration  of  abdominal  viscera  in  a newborn  treated 
successfully  by,  3005 
fundamentals  of  hand,  3504 
gangrenous  periproctitis,  2249 
indications  for  splenectomy,  2355 

intussusception  with  extrusion  of  intestine  through  the 
rectum,  2998 

management  of  hemorrhagic  stroke,  3284 
management  of  patients  with  adrenocortical  insufficiency 
due  to  prolonged  cortisone  during,  3859 
massive  resection  of  the  small  intestine,  3681 
nephrectomy:  horseshoe  kidney  associated  with  replace- 

ment lipomatosis,  2553 

of  the  aorta,  historical  review  and  recent  advances  in, 
part  I [Recent  Advances  in  Medicine  and  Surgery], 
4001 

of  the  appendix,  recent  advances  in  [Recent  Advances  in 
Medicine  and  Surgery],  2241 

of  the  small  intestine  [Recent  Advances  in  Medicine  and 
Surgery],  2397 
pelvic  tuberculosis,  2367 

tracheotomy:  management  of  severe  closed  crushing 

injuries  of  the  chest,  2379 

tractotomy,  medullary:  facial  pain,  its  differential  diagno- 
sis and  treatment,  2807 
treatment  of  malignant  brain  tumor,  3983 
use  of  a rubber  cuff  on  drainage  tubing  to  avoid  tube  per- 
foration, 3322 

vagectomy:  gastroduodenal  hemorrhagic  diathesis, 

3808 

see  also  Anesthesia 

Surgery  in  the  Aged  [Postgraduate  Radio  Program]  (Glenn), 
3019 

Sutures:  clinical  evaluation  of  electronically  irradiated 

catgut,  number  2-0  chromic  and  number  3-0  plain,  in 
episiotomy  repair,  2231 

Sympathectomy:  bilateral  femoral  aneurysm  with  surgical 

treatment  of  one  side,  2696 

Syphilis  Control  in  Upstate  New  York  (Thomas),  3639 

Syphilis  of  Bone  in  the  Adult  (Ehrenpreis),  3486 

Syphilis 

eye  ground  changes  in  general  disease,  3967 
hepatic  [Clinicopathologic  Conference],  2245 
preventive  medicine  and  public  health — now  and  to- 
morrow, 2207 

of  the  stomach:  nonspecific  granulomatous  disease  of  the 
proximal  gastrointestinal  tract  [Recent  Advances  in 
Medicine  and  Surgery],  2525 

Svmpathotonia  in  labile  diabetes  mellitus,  the  treatment  of, 
3326 

Symptomatology,  recognition  of,  based  on  emotional  and 
mental  disturbances,  2509 


Teaching  program,  the  development  of  a family  health, 
3827 

Tedral:  observations  in  the  treatment  of  bronchial  asthma, 
3822 

Telescopic  lenses:  see  Lenses 

Temporomandibular  joint  disturbances,  etiology  and  symp- 
tomatology of,  2837 

Testosterone:  current  status  of  the  therapy  of  diabetic  reti- 
nopathy, 2667 

Tetracycline:  meningeal  manifestations  of  subacute  bacterial 
endocarditis,  3683 

Tetracyclines:  complications  of  antibacterial  therapy,  3119 

Theophylline  derivatives:  therapeutic  effectiveness  of 

Elixophyllin  as  comnared  with  aminophylline  in  severe 
angina  pectoris,  2975 

Therapeutic  Effectiveness  of  Elixophyllin  as  Compared  with 
Aminophylline  in  Severe  Angina  Pectoris  (Oscharoff), 
2975 

Theruhistin:  evaluation  of  a new  antihistamine,  3329 

Thiamine:  fats,  cholesterol,  and  coronary  heart  disease 

[Recent  Advances  in  Medicine  and  Surgery],  2684 

Thiobarbiturate:  clinical  study  of  methitural  sodium, 

2233 


Thiopental:  practical  elimination  of  fractures  in  electro- 

shock therapy  by  succinylcholine,  2513 
Thiourea:  use  of  meprobamate  (Equanil)  in  hyperthyroidism, 
2518. 

Thoracic  aortic  aneurysms : see  Aorta 

Thorazine:  experiences  with  chlorpromazine  in  aged  psychot- 
ics  in  a state  institution,  2503 
Thrombophlebitis:  bilateral  sliding  hernia,  2973 
Thymol  turbidity  determinations,  screening  of  blood  donors 
by,  2252 

Thyroid  disease,  problems  facing  the  general  practitioner  in, 
3 1 25 

Thyroid  function:  metabolism  in  neoplastic  diseases  as  re- 
vealed in  studies  of  radioactive  iodine  uptake,  3315 
Thyroid  gland,  carcinoma  of  the,  3305 

Thrombophlebitis:  “cutdown”  gangrene  of  the  lower  ex- 

tremities, 3180 

Thrombosis,  coronary:  see  Coronary  heart  disease 
Thyrotoxicosis:  problems  facing  the  general  practitioner  in 
thyroid  disease,  3125 

Tongue  Depressor  Aspirated  into  the  Larynx  (Feldman, 
Schmitz,  and  Lentino),  2562 

Topical  Hydrocortisone  Therapy  in  Acne  Rosacea  and  Acne 
Vulgaris  (Way,  Andrews,  and  Domonkos),  3463 
Toxemia  of  pregnancy:  eye  ground  changes  in  general  disease, 
3967 

Toxoplasmosis:  eye  ground  changes  in  general  disease, 

3967 

Tracheitis:  polyoxyethylene  dodecanol  vaporization  in  the 
treatment  of  respiratory  infections  of  infants  and  children, 
2667 

Tracheostomy  Guard  (Posner),  3642 
Tracheotomy 

management  of  severe  closed  crushing  injuries  of  the  chest, 
2379 

pneumothorax  following,  [Clinical  Anesthesia  Conference], 
3507 

treatment  of  emergencies  in  allergy,  3797 
Traction,  skeletal:  management  of  severe  closed  crushing 

injuries  of  the  chest,  2379 

Tractotomy,  medullary:  facial  pain,  its  differential  diagnosis 
and  treatment,  2807 

Training  in  Anesthesiology:  advances  in  anesthesia:  real 

or  apparent?,  3279 

Training  program,  residency,  the  role  of  the  psychoanalyst 
in  a,  3635 
Tranquilizers 

clinical  use  of  meprobamate  (Miltown),  2361 
convulsions  complicating  ataractic  therapy,  their  in- 
cidence and  theoretical  implications,  2967 
effect  of  reserpine  on  the  behavior  problems  of  children 
3132 

facial  pain,  its  differential  diagnosis  and  treatment,  2807 
pharmacologic  advances  in  psvchiatrv,  3293 
Transfusion  reactions,  hemolytic  [Clinical  Anesthesia  Con- 
ference], 3866 

Transfusions,  blood:  exogenous  hemochromatosis,  3063 
Transitory  Neurologic  Complications  of  Varicella  (Simon, 
Berezin,  and  Maged),  3182 

Trauma:  surgery  in  the  aged  [Postgraduate  Radio  Pro- 

gram], 3019 

Traumatic  Fracture-Displacement  of  the  First  Rib  (Griffin 
and  Minnis),  2407 

Treatment  of  Alcoholism  (Series),  3189,  3190,  3510,  3869 
Treatment  of  Emergencies  in  Allergy  (Loveless),  3797 
Treatment  of  Hemochromatosis  with  Phlebotomy  of  35,000 
cc.  of  Blood  (Lind),  4027 

Treatment  of  Malignant  Brain  Tumors,  Primary  and  Meta- 
static (Pool,  Ranshoff,  and  Correll),  3983 
Treatment,  paradoxic  reactions  to,  [Postgraduate  Radio 
Program],  3348 

Treatment  of  Svmpathotonia  in  Labile  Diabetes  Mellitus 
(Pomeranze),  3326 

Trends  in  the  Treatment  of  Pulmonary  Tuberculosis  (Rieber 
and  Bombat^pe),  3628 

Trichiosis:  geriatric  conditions  of  the  eye,  2980 
Trichlorethylen^ : facial  pain,  its  differential  diagnosis  and 

treatment,  2807 

Trichomonas  vaginalis  vaginitis,  Vagisec  in  the  therapy  of, 
2237 

Trigeminal  neuralgia:  facial  pain,  its  differential  diagnosis 

and  treatment,  2807 

Trvpsin:  current  status  of  therapy  of  diabetic  retinopathy, 
2667 

Trvpsin:  “cut-down”  gangrene  of  the  lower  extremities, 

' 3180 

Tube  perforation,  the  use  of  a rubber  cuff  on  drainage  tubing 
to  avoid,  3322 
Tuberculosis 

Clinicopathologic  Conference,  4018 

comparison  of  diagnostic  approaches  in  dermatology  and 
internal  medicine,  3447 
eye  ground  changes  in  general  disease,  3967 
genital:  pelvic  tuberculosis,  2367 
in  pregnancy:  pelvic  tuberculosis,  2367 
iproniazid  as  adjunct  in  the  treatment  of  debilitated  pa- 
tients with,  3477 
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nonspecific  granulomatous  disease  of  the  proximal  gastro- 
intestinal tract  [Recent  Advances  in  Medicine  and 
Surgery],  2525 

pulmonary:  chest  surgery  in  the  presence  of  cutis  hyper- 
elastica  (Ehlers-Danos  syndrome),  2256 
pulmonary,  trends  in  the  treatment  of,  3628 
Tuberculosis  of  the  Stomach  (Kettunen),  3863 
Tuberculous  Spondylitis  (Pott’s  Disease)  of  the  Cervical 
Spine  (Polk,  Cohen,  and  Weiss),  2225 
Tuberous  sclerosis  complex:  renal  hamartoma,  3675 
Tumor 

acute  red  degeneration  of  the  uterine  myoma  complicating 
pregnancy,  3147 

benign : leiomyoma  of  the  duodenum,  2254 
brain,  primary  and  metastatic,  the  treatment  of,  3983 
carcinoid  (argentaffin):  recent  advances  in  surgery  of  the 
appendix  [Recent  Advances  in  Medicine  and  Surgery], 
2241 

carcinoma  of  the  thyroid  gland,  3305 

cavernous  hemangioma  of  the  soft  palate,  3686 

facial  pain,  its  differential  diagnosis  and  treatment,  2807 

kidney:  renal  hamartoma,  3675 

leiomyoma  of  the  duodenum,  2254 

metabolism  in  neoplastic  diseases  as  revealed  in  studies  of 
radioactive  iodine  uptake,  3315 
of  the  liver  [Clinicopathologic  Conference],  2245 
of  the  small  intestine:  recent  advances  in  surgery  of  the 

small  intestine  [Recent  Advances  in  Medicine  and 
Surgery],  2397 
pheochromocytoma,  4024 

pituitary:  eye  ground  changes  in  general  disease,  3967 
primary,  of  the  heart  (reticulum  cell  sarcoma),  2652 
see  also  Cancer,  Carcinoma 

T wave  abnormalities:  clinical  implications  of  electrocardio- 
graphic misinterpretation,  2659 
Twins:  obstetric  anesthesia  and  analgesia  [Proceedings  of 

the  Special  Committee  on  Infant  Mortality],  2532 
Two-step  exercise  electrocardiogram:  see  Electrocardiog- 

raphy 
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duodenal:  clinical  results  in  patients  with  various  gastro- 
intestinal disorders  treated  with  a new  anticholinergic, 
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gastric:  clinical  results  in  patients  with  various  gastro- 

intestinal disorders  treated  with  a new  anticholinergic, 
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gastroduodenal  hemorrhagic  diathesis,  3808 
jejunal:  clinical  results  in  patients  with  various  gastro- 

intestinal disorders  treated  with  a new  anticholinergic, 
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leg,  in  rheumatoid  arthritis,  3865 
leiomyoma  of  the  duodenum,  2254 
peptic,  in  childhood,  3141 

problems  of  the  lower  esophagus  [Recent  Advances  in 
Medicine  and  Surgery],  2983 

pyloric  canal:  clinical  results  in  patients  with  various 

gastrointestinal  disorders  treated  with  a new  anticholin- 
ergic, 2214 

Ultraviolet  light:  psoriasis  [Postgraduate  Radio  Program), 
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Undifferentiated  carcinoma:  see  Anaplastic  carcinoma 
Unsolved  Problem  of  Infant  Suffocation  (Beinfield),  3160 
Urea-splitting  organisms:  a new  lotion  for  newborn  skin 

cleansing,  2391 

Ureteral  calculi  complicating  pregnancy  (Marcus  and 
Brandt),  3156 

Ureteral  calculus:  horseshoe  kidney  associated  with  replace- 
ment lipomatosis,  2553 
Urethral  diverticulum,  stones  in,  3989 

Ureterolithotomj':  ureteral  calculi  complicating  pregnancy, 
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Uric  acid  calculi : see  Calculi 

Urinary  disturbances:  Yagisec  in  the  therapy  of  Trichomonas 
vaginalis  vaginitis,  2237 

Urinary  tract  [Clinicopathologic  Conference],  3844 
Urolithiasis,  recent  advances  in  the  study  and  treatment  of, 
[Recent  Advances  in  Medicine  and  Surgery],  2844 
Urticaria:  physical  allergy  [Fundamentals  of  Modern  Al- 

lergy], 3689 

Use  of  Meprobamate  (Equanil)  in  Hyperthyroidism  (Yo- 
halem),  2518 

Use  of  a Rubber  Cuff  on  Drainage  Tubing  to  Avoid  Tube 
Perforation  (Jaffe),  3322 
CSS  Nautilus,  health  physics  on  the,  2647 
Uterine  enlargement:  subinvolution  of  the  placental  site, 


a cause  of  puerperal  hemorrhage,  2699 
Uterine  myoma,  acute  red  degeneration  of  the,  complicating 
pregnancy,  3147 

Uterus,  pregnant,  spontaneous  rupture  of  the,  3340 

Vaccination:  preventive  medicine  and  public  health — now 

and  tomorrow,  2207 

Y[accine:  an  immunologist's  vade  mecum,  3615 
Yagectomy:  gastroduodenal  hemorrhagic  diathesis,  3808 
Vaginal  discharge:  pelvic  tuberculosis,  2367 
Vaginitis,  Vagisec  in  the  therapy  of  Trichomonas  vaginalis, 
2237 

\ agisec  in  the  Therapy  of  Trichomonas  Vaginalis  Vaginitis 
(Decker),  2237 

Vagus  nerve  neuralgia;  facial  pain,  its  differential  diagnosis 
and  treatment,  2807 

Vaporization  in  the  treatment  of  respiratory  infections  of 
infants  and  children,  2667 

Varicella,  transitory  neurologic  complications  of,  3182 
Vascular  Disease 

current  status  of  therapy  of  diabetic  retinopathy.  2677 
historical  review  and  recent  advances  in  surgery  of  the 
aorta,  part  I [Recent  Advances  in  Medicine  and  Sur- 
gery], 4001 

modern  therapy  of  hypertension,  2957 
Vascular  lesions:  bilateral  femoral  aneurysm  with  surgical 

treatment  of  one  side,  2696 

Vasoxyl  hydrochloride:  clinical  study  of  methitural  sodium. 
2233 

Vectorcardiogram:  recent  advances  in  coronary  heart  dis- 

ease and  its  management  [Recent  Advances- in  Medicine 
and  Surgery],  3643 

Venous  stasis:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2677 

Veratrum:  modern  therapy  of  hypertension,  2957 
Vermiform  appendix,  diverticula  of  the,  2681 
Vernix  caseosa:  a new  lotion  for  new  born  skin  cleansing, 
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Viadril:  clinical  study  of  methitural  sodium,  2233 
Viadril:  obstetric  anesthesia  and  analgesia  [Proceedings  of 
the  Special  Committee  on  Infant  Mortality],  2532 
Vidian  neuralgia:  facial  pain,  its  differential  diagnosis  and 
treatment,  2807 

Viscera,  abdominal,  eventration  of,  in  a newborn  treated 
successfully  by  surgery,  3005 
Vision,  low,  aids  in  ophthalmology,  3466 
Vitamins 

A:  recent  advances  in  the  study  and  treatment  of  uroli- 
thiasis [Recent  Advances  in  Medicine  and  Surgery], 
2844 

B12  excretion:  current  status  of  the  therapy  of  diabetic 

retinopathy,  2667 

Bis:  facial  pain,  its  differential  diagnosis  and  treatment, 
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D:  recent  advances  in  the  study  and  treatment  of  uroli- 
thiasis [Recent  Advances  in  Medicine  and  Surgery], 
2844 

E:  current  status  of  therapy  of  diabetic  retinopathy, 
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Vitreous  hemorrhage:  current  status  of  the  therapy  of 
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Season’s  Greetings 

Physicians’  Home  extends  cordial  Holiday 
Greetings  to  the  members  of  the  Medical 
Society  of  the  State  of  New  York.  With  these 
go  also  heartfelt  thanks  from  the  many  elderly 
colleagues,  their  wives  or  widows,  who 
through  your  contributions  have  been  assured 
happiness  and  security  throughout  the  year. 

MERRY  CHRISTMAS  TO  ALL 

Physicians’  Home 

386  Fourth  Avenue  New  York  16,  N.  Y. 


REGISTRATION 

AT 

Annual  Convention 

May  12-16,  1958 


It  is  imperative  that  each  physician  identify  himself  as  such  at  the  registra- 
tion desk  in  the  Hotel  Statler  before  a badge  may  be  issued  to  him.  Badges 
act  as  passes  of  admittance  to  the  many  features  of  the  convention. 

We  ask  that  doctors  please  wear  their  badges  at  all  times  while  in  the  meeting 
and  exhibit  areas.  These  measures  are  taken  to  ensure  that  your  convention 
will  be  a doctors'  meeting  and  not  available  to  anyone  who  may  walk  in  from 
the  street. 

There  is  no  registration  fee  for  the  conventions  of  the  Medical  Society  of  the  State 
of  New  York  but  we  do  ask  that  you  cooperate  with  your  society  in  acceding  to 
the  above  requests. 
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Scientific  Irticles 

Preventive  Medicine  and  Public  Health  -Now  and  Tomorrow 

Berwyn  F.  Mallison,  M.D.  22<>7 

Clinical  Results  in  Patients  w itli  Various  Gastrointestinal  Disorders  Treated  with  a New 

Anticholinergic.  Reid  R.  Heffner,  M.D.  221  I 

Hemiplegia — Its  Incidence  and  Association  with  Aphasia  and  Fractures  in  a Chronic 

Disease  Hospital  Eugene  ./.  Rogers,  M.D.  2220 

Tuberculous  Spondylitis  (Pott’s  Disease)  of  the  Cervical  Spine  . ... 

. Gene-Ann  Polk,  M.D.,  Horry  J.  Colien,  M.D. , nnd  George  H eiss,  M.D.  2225 
Clinical  evaluation  of  Electronical! > Irradiated  Catgut,  Number  2-0  Chromic  and 

Number  3-0  Plain,  in  Episiotomy  Repair  

W illiam  ./.  Fitzgerald,  M.D.,  Hugh  Foley,  H .!).,  and  David  \fcDouielt,i\f.D.  2231 

A Clinical  Study  of  Methitural  Sodium “ . 

. . Philip  H.  Sechzer,  M.D.,  and  E.  A.  Rovenstine,  M.D.  2233 

Successful  Treatment  of  Aphthous  Stomatitis  Martin  H.  Zwerling,  M.D.  2230 

Vagisec  iu  the  Therapy  of  Trichomonas  Vaginalis  Vaginitis  Albert  Decker.  M.D.  2237 

Sixty-second  Photography  in  Dermatology  Millon  Reisc.h,  M.D.  2239 

Recent  Advances  in  Medicine  and  Surgery  Recent  Advances  in  Surgery  of  the 

Appendix Frank  Glenn,  M.D..  and  Peter  Dineen , M.D.  2241 

Clinicopathologic  Conference  Roswell  I ‘ark  Memorial  Institute  2215 

Case  Reports 

Gangrenous  Periproctitis  . . . Alvin  I).  Yasuna,  M.D.  2249 

Spontaneous  Extrusion  of  Colonic  Polyps  in  Children 

Julius  J.  Leichtling,  M.D. . and  Rupert  A.  Le  Caille,  .M.D.  2252 

Leiomyoma  of  the  Duodenum  . E.  Harrison  Griffin,  M.D.,  and  Ralph  C.  Disch.  M.D.  2251 
Chest  Surgery  in  the  Presence  of  Cutis  H yperelastica  (Ehlers-Danlos  Syndrome) 

Millon  Ross.  M.D.,  and  Alfred  S.  Dooneief,  M.D.  2256 

Fundamentals  of  Modern  illergy — Allergens  of  Importance  Easily  Overlooked  in 

the  Etiology  of  Allergic  Disorders  It.  Harold  Gel f and,  M.D.  2200 
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for  a spastic 


Trasenilne- 
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NEW  INTRAMUSCULAR  IRON  PROVIDES 
PRECISION  THERAPY,  PROMPT  RESPONSE 


IMFERON,®  the  new  intramuscular  iron-dextran 
complex,  was  introduced  to  American  hematol- 
ogists at  the  Sixth  International  Congress  of 
the  International  Society  of  Hematology  held 
in  Boston,  August  27  to  September  1,  1956. 
Recent  experience  from  over  6 million  injec- 
tions has  shown  that  this  iron  preparation  is 
easy  to  administer,  notably  free  from  toxic  ef- 
fects, quickly  absorbed  and  productive  of  rapid 
hematologic  and  clinical  improvement.  It  has 
been  termed  “...the  only  therapeutically  effec- 
tive iron  preparation  for  intramuscular  use 1,1 

IMFERON  meets  the  need  for  a safe,  effective 
agent  when  parenteral  iron  is  preferable  for 
patients  with  iron  deficiency  anemia  who  are 
resistant  or  intolerant  to  oral  iron,  those  with 
depleted  iron  reserves  and  those  who  require 
rapid  restoration  of  hemoglobin,  e.g.  last  tri- 
mester of  pregnancy. 

Previous  parenteral  iron  preparations  were 
unsatisfactory  because  of  toxicity,  pain  on 
injection,  or  because  they  contained  insufficient 
iron.  IMFERON  contains  the  equivalent  of  5 
per  cent  elemental  iron.  It  is  more  stable  than 
iron  saccharate  both  in  vitro  and  in  vivo  and 
does  not  precipitate  in  plasma  over  a wide  pH 
range.  It  is  isotonic  with  tissue  fluids  and  has 
a pH  of  5.2  to  6.01  Utilization  for  hemoglobin 
formation  is  almost  quantitative. 

Precision  Therapy  with  IMFERON:  Before  treating 
a patient  with  IMFERON,  total  iron  requirement 
is  calculated  by  formula  or  determined  from  a 
convenient  dosage  chart.  Then  appropriate 
amounts  of  IMFERON  are  injected  daily  or 
every  other  day,  until  the  total  calculated 
required  amount  is  given. 

Iron  Deficiency  Anemia  of  Infancy:  IMFERON  pro- 
vides a convenient  safe  means  for  restoring 
hemoglobin  levels  and  iron  reserves  in  anemic 
infants.  Excellent  results  were  obtained  by 
Gaisford  and  Jennison2  with  IMFERON  in  100 
iron-deficient  infants.  From  a pretreatment 
average  of  54.5  per  cent,  hemoglobin  levels 
rose  to  87  per  cent  10  weeks  after  the  start 
of  therapy. 

References:  (1)  Brown,  E.  B.,  and  Moore,  C.  V.,  in 
Tocantins,  L.  M. : Progress  in  Hematology,  New  York, 
Grune  & Stratton,  Inc.,  1956,  vol.  I,  p.  25.  (2)  Gais- 
ford, W.,  and  Jennison,  R.  F. : Brit.  M.  J.  2:700  (Sept. 
17)  1955.  (3)  Wallerstein,  R.  O.:  J.  Pediat.  49:173, 
1956.  (4)  Sturgeon,  P. : Pediatrics  18  : 267,  1956. 
(5)  Jennison,  R.  F.,  and  Ellis,  H.  R.:  Lancet  2.:  1245 
(Dec.  18)  1954.  (6)  Scott,  J.  M.,  and  Govan,  A.  D.  T.: 
Brit.  M.  J.  2:1257  (Nov.  27)  1954.  (7)  Grunberg,  A., 


Clinical  improvement  paralleled  this  response. 
Premature  infants  and  surgical  cases  were 
similarly  benefited.  IMFERON  gave  “...all  the 
advantages  of  transfusion  or  intravenous  ther- 
apy without  the  disadvantages.”2  There  were 
no  side  effects  in  any  of  the  infants  treated. 
Wallerstein'1  confirmed  these  results,  furnishing 
evidence  that  IMFERON  is  well  absorbed  and 
appears  in  the  bone  marrow  12  to  24  hours 
after  injection.  Results  are  equal  to  those  with 
intravenous  saccharated  iron  oxide  without  the 
unpleasant  side  effects.  Sturgeon'  showed  that 
the  first  year’s  iron  requirements  in  infancy  can 
be  supplied  with  three  injections  of  IMFERON. 
Iron  Deficiency  Anemia  of  Pregnancy:  Nausea  pre- 
cludes oral  iron  therapy  in  many  anemic  preg- 
nant women.  In  those  with  severe  anemia  who 
are  first  seen  late  in  pregnancy,  prompt 
hemoglobin  regeneration  is  unobtainable  with 
oral  iron.  IMFERON  produced  prompt  hemo- 
globin responses  in  anemia  of  pregnancy,"'”  the 
results  being  similar  to  those  obtained  with 
intravenous  saccharated  iron  oxide.  Side  effects 
were  virtually  absent  with  IMFERON.'"’  0 
Resistant  Hypochromic  Anemia:  Patients  who  do 
not  respond  to  oral  iron,  those  who  cannot  take 
oral  iron  and  those  with  gastrointestinal  pathol- 
ogy respond  well  to  injections  of  IMFERON. 7-11 
While  oral  iron  is  of  little  value  in  treating 
the  anemia  of  rheumatoid  arthritis,  IMFERON  is 
“...as  beneficial  as  intravenous  iron  and  easier 
to  administer.”8 

Present  Studies:  Published  reports  and  recent 
findings  of  clinical  investigators  confirm  the 
effectiveness  and  safety  of  IMFERON  for  hemo- 
globin regeneration  and  creation  of  iron  stores. 
More  than  70  studies  are  now  being  completed 
in  the  United  States.  Reports  stress  prompt 
hemoglobin  response,  ease  of  administration 
and  freedom  from  side  effects.  Clinicians  desir- 
ing additional  information  should  request 
Brochure  No.  NDA  17,  IMFERON,  Lakeside 
Laboratories,  Inc.,  Milwaukee  1,  Wisconsin. 


and  Blair,  J.  L. : A M.  A.  Arch.  Int.  Med.  96  :731, 

1955.  (8)  Millard,  J.  B.,  and  Barber,  H.  S.:  Ann. 
Rheumat.  Dis.  75:51,  1956.  (9)  Baird,  I.  M.,  and 
Podmore,  D.  A.:  Lancet  2:942  (Nov.  6)  1954. 

(10)  Cappell,  D.  F.;  Hutchinson,  H.  E.:  Hendry,  E.  B., 
and  Conway,  H.:  Brit.  M.  J.  2:1255  (Nov.  27)  1954. 

(11)  Stevens,  A.  R.:  A.M.A.  Arch.  Int.  Med.  96:550 

1956. 

IMFERON®  IS  DISTRIBUTED  BY  LAKESIDE  LABORATORIES,  INC.,  UNDER 
LICENSE  FROM  SENGER  LABORATORIES.  LIMITED.  AVAILABLE  IN  2-CC. 
AND  5-CC . AMPULS  THROUGH  YOUR  REGULAR  SUPPLIERS. 
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Symptomatic  relief  is  seen  promptly1  after  initial  therapy  begins.  Months1'3 
of  “striking”4  menopausal  relief  results  in  most  cases  after  a single  30-day 
course  of  TACE  therapy.  Because  tace  is  uniquely  stored  in  body  fat1... 
the  menopause  is  smoother . . . the  important  “feeling  of  well-being”3  4 is 
restored  . . . symptoms  recur  less  frequently  than  with  other  estrogens.1'3  There 
is  less  withdrawal  bleeding  with  tace.1'3  Dosage:  2 caps,  daily  for  thirty  days. 


References:  1.  Woodhull.  R.  B.  Obst.  & Gynec.  3 201.1954.  2.  Ausman.  D.  C : Wise.  M.  J.  53:322. 1954.  3.  Edwards, 

B.  E.:  J.  Indiana  M A.  47  869.  1954.  4.  Ivory,  H.  S.:  J.  M.  Soc.  New  Jersey  51:273.  1954. 
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